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Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  8,  1969  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D. 
Team  Physician,  Cornell  University 

A.  Head  and  Neck  Injuries 

B.  The  Trainer’s  Role  in  High  School  Athletics 

C.  Rehabilitation  of  the  Injured  Athlete 

D.  Highlights  of  the  Olympics 

Luncheon — 12:30  p.m.  Guest  Speaker:  “Sleepy”  Jim  Crowley 
Quarterback  ‘The  Four  Horsemen  of  Notre  Dame' 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  M.  Laurens  Rowe,  M.D. 
University  of  Rochester  Medical  School 

E.  First  Aid  Field  Decision  Workshops 

F.  Training  and  Conditioning  for  Baseball 

G.  Principles  of  Conditioning 

H.  Boxing 

Sports  Cinema  Program  (to  be  shown  every  2 hours) 

I.  Taping  of  Ankle  and  Knee 

2.  Taping  of  Wrist  and  Shoulder 

3.  Fitting  of  Helmets 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
Proceedings  of  1968  Sports  Symposium  will  be  distributed. 
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163rd 


Annual  Convention 


MEDICAL  SOCIETY 


of  the 


STATE  OF  NEW  YORK 


February  9-13,  1969 


at  the 

Americana  of  New  York 

New  York  City 


Highlights . . . General  Sessions:  Endocrinology;  Gastroenterology  for  the  Physician  and 
Surgeon;  Neurologic  Complications  Accompanying  other  Disease  States 


• 26  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y..  N.  Y.  10019 

TELEPHONE  (212)  581-1001 


Please  make  reservations  for 

persons 

NAME(S) 


PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  roomi  lublect  to  5%  New  York  City  Room  ta>) 


SINGLE  BEDROOM 

□ $18.00  □ $19.00  □ $20.00  □ $22.00 

□ $23.00  □ $24.00  □ $25.00 


□ $28^00 


TWIN  or  DOUBLE-BEDDED  ROOMS  FOR  TWO 

□ $22.00  □ $23.00  □ $24.00 

□ $26.00  □ $28.00  □ $30.00 


□ $32.00 


Address 

City State... 

Arrive:  Date AT. 


.Zip. 


A.M. 

.PM 


(Reiervationt  h aid  only  until  6:00  Fw 
unleu  later  arrival  il  indicated I 


STUDIO  ROOM  FOR  ONE 

□ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $26.00  □ $27.00 

PARLOR  AND  ONE  BEDROOM 

$45.00  TO  $70.00 

PARLOR  AND  TWO  BEDROOMS 

$70.00  TO  $95.00 


□ $26.00 


□ $25.00 

□ $28.00 


□ $30.00 


Probable  Departure  Date 


LARGE  ENTERTAINMENT  SUITES  AVAILABLE- 
RATES  UPON  REQUEST. 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


NOTE: 


These  rates  apply  for  the  duration  of  your 
convention. 
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February  9-13 , 1969 
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“The  inconvenience  of  a cold” 


cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
symptoms.  Relief  starts  with  the  first  spray  which 
; the  inferior  part  of  the  common  meatus.  A second 
, a few  minutes  later,  will  shrink  the  turbinates  to 
provide  sinus  drainage  and  ventilation.  Dosage 
)e  repeated  every  three  or  four  hours  as  needed, 
mporary  relief  of  symptoms.  NTz  is  well  tolerated 
/erdosage  should  be  avoided. 

;mus;:is  deterrent  nTz  Nasal  Spray  can  be  used  to 
the  nasal  passages  open  during  a cold  to  help  pre- 
levelopment  of  acute  sinusitis -or  to  help  prevent 
cute  condition  from  becoming  chronic. 

ied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
I.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
dropper. 

- 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 

Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or 
sinusitis. 

Zephiraif*  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.  Y.  ^f^fhrop 
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NUMBER  ONE  OF  A SERIES 


GREAT  AMERICANS 
WHO  WERE  DOCTORS... 


Josiah  Bartlett 

(1729-1795) 


Matthew  Thornton 

(C1714-1803) 


Aside  from  the  active  practice  of  medicine, 
these  two  physicians  were  also  signatories  of 
the  Declaration  of  Independence.  Dr.  Bartlett 
enhanced  his  reputation  in  the  mid-1750's  by  his 
novel  treatment  ( with  Peruvian  bark)  of  the  angina 
maligna.  His  career  was  distinguished  by  his  term 
us  Chief  Justice  of  the  Supreme  Court  in  1788. 


WE  AT  GHI  came  along  too  late  — by  about  200  years  — 
to  be  involved  with  the  Declaration  of  Independence.  We  do,  how- 
ever, see  our  role  in  the  community  as  an  important  one.  Why?  Because  we  are  innovators.  Over  the 
years  we  have  added  many  types  of  protection  to  our  covered  benefits  — such  as  home  calls,  office 
visits,  and  ambulatory  psychiatric  care.  By  bringing  doctor  care  to  people  who  might  otherwise 
have  gone  without  until  it  was  too  late,  we  have  strengthened  the  fabric  of  the  society  of  which 
we  are  a part.  By  becoming  a GHI  Participating  Family  Doctor  or  a GHI  Participating  Physician,  you 
can  become  part  of  the  team  that  performs  these  worthwhile  services. 


Join  the  approximately  10,000  doctors  who  now  participate  in  GHI’s  Plans.  Write  to  us  today  for 
more  information  about  why  and  how  you  should  participate  in  GHI.  Do  it  now  — while  you’re 
thinking  about  it! 


Group  Health  Insurance,  Inc./ 227  West  40th  Street,  New  York,  N.Y.  10018 /Phone:  564-8900 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 
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a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-eight  years. 


SUPERVISION  . . . 


by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 


SERVICE  . . . 


by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 
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Medical  Meetings 


Seminar  on  cancer  for  residents 

The  American  College  of  Radiology  and  The 
Community  Hospital  at  Glen  Cove  are  sponsor- 
ing a seminar  in  “The  Early  Detection  of  Breast 
Cancer”  especially  for  residents  in  pathology,  ra- 
diology, surgery,  and  obstetrics  and  gynecology 
to  be  held  on  January  10  through  12  at  Harrison 
House,  Glen  Cove. 

Use  of  mammography  and  xeroradiography, 
in  situ  cancer,  and  premalignant  breast  diseases 
progressing  to  infiltrating  cancer  are  some  of  the 
topics  to  be  discussed  by  the  following  guest 
faculty  speakers: 

James  T.  De  Luca,  M.D.,  chief,  Department 
of  Radiology,  Community  Hospital  at  Glen 
Cove;  Robert  Egan,  M.D.,  professor  of  ra- 
diology, Emory  University;  John  Ellis,  M.D., 
professor  and  chairman  in  pathology,  Cornell 
University  Medical  College;  Joseph  Farrow, 
M.D.,  attending  surgeon  and  chief  of  the  breast 
service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases;  H.  Stephen  Gallager,  M.D., 
associate  professor  of  pathology,  M.  D.  Ander- 
son Hospital,  Houston,  Texas;  Charles  Hayden, 
M.D.,  consultant,  mammography  project  at 
Community  Hospital  at  Glen  Cove;  Robert 
H utter,  M.D.,  professor  and  chairman  of  the 
Department  of  Pathology,  Yale  Medical  Center; 
Henry  Leis,  M.D.,  clinical  professor  of  surgery. 
New  York  Medical  College;  Edward  Lewison, 
M.D.,  clinical  professor  of  surgery,  Johns  Hop- 
kins University;  John  Martin,  M.D.,  clinical  as- 
sociate professor,  M.  D.  Anderson  Hospital, 
Houston,  Texas;  Harold  Mayberger,  M.D., 
chief  of  obstetrics  and  gynecology,  Community 
Hospital  at  Glen  Cove;  Robert  McDivitt, 
M.D.,  associate  professor,  Cornell  University 
Medical  College;  John  Meyers,  M.D.,  adjunct 
professor  of  dermatology,  New  York  Polyclinic 
Medical  School;  Waldo  Powell,  M.D.,  associate 
professor  of  surgery,  Emory  University;  Theo- 
dore Robertson,  M.D..  chief,  Department  of 
Pathology,  The  Community  Hospital  at  Glen 
Cove;  William  Ross,  M.D.,  chief,  Cancer  Con- 
trol Program,  U.S.  Public  Health  Service; 
Francis  Ruzicka,  Jr.,  M.D.,  director,  Depart- 
ment of  Radiology,  St.  Vincent’s  Hospital  and 
Medical  Center;  Wendell  Scott,  M.D.,  chair- 
man, committee  of  breast  diseases,  American  Col- 
lege of  Radiology;  Charles  Slanetz,  M.D.,  and 
Ruth  Snyder,  M.D.,  associate  roentgenologist. 
Memorial  Hospital  for  Cancer  and  Allied 
Disease;  Philip  Strax,  M.D.,  associate  clinical 
professor  of  radiology,  The  Mount  Sinai  Hos- 
pital; Jerome  Urban,  M.D.,  associate  attending 
surgeon  of  breast  service,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


The  fee  for  two  days  for  room  and  meals  is 
$56.  For  nonresident  guests,  there  is  a $15  fee 
for  meals  and  social  hour. 

For  further  information  and  registration  write 
to:  James  T.  De  Luca,  M.D.,  Department  of 
Radiology,  The  Community  Hospital  at  Glen 
Cove,  St.  Andrews  Lane,  Glen  Cove,  New  York 
11542. 

Genetic  counseling  topic 
of  symposium 

A symposium  on  Genetic  Counseling,  spon- 
sored by  the  Special  Committee  on  Infant  Mor- 
tality, Harold  Abramson,  M.D.,  chairman, 
Medical  Society  of  the  County  of  New  York, 
and  the  New  York  Chapter,  National  Founda- 
tion-March of  Dimes,  is  to  be  held  on  January 
29,  1969,  from  8:30  a.m.  to  4:30  p.m.,  at  the 
Hotel  Commodore. 

The  program  features  the  following  topics  and 
speakers: 

Morning  session — “Genetic  Counseling,”  Jo- 
seph Dancis,  M.D.,  professor  of  pediatrics,  New 
York  University  Medical  Center,  moderator; 
“Counseling  in  Genetics:  Its  Intent  and 

Scope,”  F.  Clarke  Fraser,  M.D.,  director  of 
human  genetics,  Faculty  of  Arts  and  Sciences, 
McGill  University;  “The  Interview:  Form, 

Content,  and  Technics,”  Ian  H.  Porter,  M.D., 
Albany  Medical  College;  and  “Newer  Pro- 
cedures in  the  Preconceptional,  Perinatal,  and 
Early  Infancy  Diagnosis  of  Birth  Defects,” 
Gilbert  W.  Mellin,  M.D.,  associate  professor  of 
pediatrics,  College  of  Physicians  and  Surgeons, 
Columbia  University-Presbyterian  Medical  Cen- 
ter. 

Afternoon  session — “Genetic  Counseling  and 
Service  to  the  Community:  The  Future,” 

Virginia  Apgar,  M.D.,  vice-president  of  medical 
affairs,  The  National  Foundation- March  of 
Dimes;  “Preventive  Genetics  and  Early  Thera- 
peutic Procedures  in  the  Control  of  Birth  De- 
fects,” Philip  L.  Townes,  M.D.,  assistant  pro- 
fessor of  pediatrics,  University  of  Rochester 
School  of  Medicine;  “Ethical  and  Legal  As- 
pects of  Genetic  Counseling,”  W.  Carey  Parker, 
Ph.D.,  LL.B.,  Department  of  Justice,  Wash- 
ington, D.C.;  and  “Community  Needs,  Avail- 
ability of  Resources,  and  Education,”  Arthur  D. 
Merrit,  M.D.,  chairman,  Department  of  Medi- 
cine, Indiana  University  Medical  Center,  and 
Orlando  J.  Miller,  M.D.,  associate  professor  of 
obstetrics  and  gynecology,  College  of  Physicians 
and  Surgeons,  Columbia  University-Presby- 
terian Medical  Center. 

This  program  is  acceptable  for  eight  elective 
hours  of  credit  by  the  American  Academy  of 

continued  on  page  16 
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She  does  the  best  with 
what  Nature  save  her. 


If  you  need  more  information, 
we  can  help.  We  h 
complete  materials  for  you  to 
read  or  let  others  read.  All  th 


newest  knowledge  of  milk.  It’ 


yours  free.  Just  send  for  it 


vitamin  A value,  vitamin  D 
(when  fortified),  riboflavin 
and  niacin  equivalents.  And, 
too,  real  milk  contains  other 
essential  nutrients  — magnesium, 
zinc,  copper,  manganese, 
molybdenum,  choline, 
pantothenic  acid,  vitamin  B6 
and  biotin. 

The  nutrients  in  milk  are 
important  alone.  And,  as  they 
interrelate  with  one  another. 
That’s  why  real  milk  is  proba  bly 
the  most  healthful  food  in 
the  world. 

But,  who  should  drink  mi  Ik? 


fceal  Milk  StQ 


DAIRY  COUNCIL  OF 
METROPOLITAN  NEW  YORK 
202  EAST  44TH  STREET 
NEW  YORK,  N.Y.  10017 


Name 


Position. 

Address 


Nature  didn’t  give  her 
beauty.  Or  grace.  Or  a bubbly 
personality.  Just  the  ability  to 
produce  milk.  Pure,  whole, milk. 
And,  in  that  department,  she 
can’t  be  matched. 

Cows’  milk  supplies  all  the 
vitamins  and  minerals  essential  to 


And  why?  Though  milk  is  good 
for  everyone,  everyone  doesn’t 
know  just  how  good  it  can  be. 
And  that’s  the  problem. 

As  a professional  you  can 
help.  Inform  and  explain.  Tell 
people  about  milk’s  vital  role 
in  a balanced  diet. 


with  so  many  othei 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  ( sodium  levothyroxine),  however,  offers 
important  advantages  in  the  treatment  of 
thyroid. deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100T  pure  thyroid 
hormone ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  a physiologic  rate  assuring 
a smooth  response  with  a higher  degree  of  safely.  Expect  PBI  readings 
in  the  range  of  6-1 0 mcg.%.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  tor  2 — 6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss.  Diarrhea, vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient's  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 

T'l  I FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  €0053 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths. Tablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In'  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodium  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200—400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100—200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


If  he  can  remember  breakfast, 
he  can  remember  Renese-R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a P.M.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 

Only  one  tablet  a day  helps  bring  the  diastolic  down 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine— Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  he 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


m 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz- 
ards to  the  fetus.  The  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  an» 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions:  Since  all  diuretic  agents  maj 
reduce  serum  levels  of  sodium,  chloride,  an 
potassium,  patients  should  be  observed  regu 
larly  for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro- 
intestinal disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate 
effects  of  hypokalemia.  Should  hypokalemia 
occur  or  be  suspected,  foods  high  in  potas- 
sium may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.) 
or  oral  potassium  supplements  administered 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
- ance  even  in  previously  normal  patients  or 
£-  decrease  PBI  levels  without  signs  of  thyroid 
• disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
r may  decrease  the  arterial  responsiveness  to 
■ norepinephrine.  The  antihypertensive  effects 
: of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy  patient. 

Reserpine — Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine — Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
— 0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1 ,000. 

Afore  detailed  professional  information  avail - 
able  on  request. 


LABORATORIES  DIVISION 

New  York,  N Y.  10017 


continued  from  page  10 

General  Practice.  It  also  has  been  approved 
for  retirement-point  credit  for  eligible  officers 
of  the  Naval  Reserve  Medical  Department. 

For  further  infoi'mation  contact:  Harold 

Abramson,  M.D.,  chairman,  Special  Committee 
on  Infant  Mortality,  The  Medical  Society  of  the 
County  of  New  York,  10  Columbus  Circle, 
New  York,  New  York  10019. 

Tuberculosis  subject  of 
teaching  conference 

A medical  conference  on  “Pulmonary  Tuber- 
culosis,” sponsored  by  the  Medical  Society  of 
the  County  of  Kings  and  the  Brooklyn  Tuber- 
culosis and  Respiratory  Disease  Association, 
Inc.,  is  to  be  held  February  4,  1969,  from  9:00 
a.m.  to  4:30  P.M.,  at  the  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn. 

The  program  is  as  follows: 

Morning  session — “Ethnic  and  Social  Fac- 
tors,” Aaron  D.  Chaves,  M.D.,  director,  tu- 
berculosis control  program,  New  York  State 
Department  of  Health;  “Comparison  of  Pa- 
thology Before  and  After  Antituberculosis  Ther- 
apy,” Marvin  Kuschner,  M.D.,  professor  of 
pathology,  New  York  University  School  of 
Medicine;  “The  Metabolism  and  Cultural  Char- 
acteristics of  the  Tubercle  Bacilli  in  Relation  to 
Clinical  Disease,”  William  R.  Barclay,  M.D., 
professor  of  medicine,  University  of  Chicago, 
School  of  Medicine;  “Pathogenesis  of  Tuber- 
culosis,” William  W.  Stead,  M.D.,  professor  of 
medicine,  Marquette  University  School  of 
Medicine;  and  “Recent  Diagnostic  Methods,” 
George  P.  Kubica,  Ph.D.,  chief,  tuberculosis 
unit,  National  Communicable  Disease  Center, 
U.S.  Public  Health  Service. 

Afternoon  session — “The  Status  of  Resistance 
in  New  York  City,”  Mahfouz  H.  Zaki,  M.D., 
associate  professor,  environmental  medicine 
and  community  health,  Downstate  Medical 
Center;  “Initial  Treatment,”  Albert  Sheehy, 
M.D.,  instructor  in  medicine,  Downstate  Medi- 
cal Center;  “Resistant  Tuberculosis  and  Its 
Treatment,”  Raymond  F.  Corpe,  M.D.,  super- 
intendent, Battey  State  Hospital,  Rome,  Geor- 
gia; “Complications  and  Associated  Diseases  of 
Pulmonary  Tuberculosis,”  John  Crocco,  M.D., 
and  John  Rooney,  M.D.,  both  assistant  pro- 
fessors of  medicine,  Downstate  Medical  Center. 
“Sarcoid  and  Tuberculosis — Old  and  New 


Thoughts,”  Edith  Mankiewicz,  M.D.,  director 
of  laboratories,  Royal  Edward  Chest  Hospital, 
Montreal,  Canada;  and  “The  Future  Prospects 
for  Eradication  of  Tuberculosis,”  Alfonso  H. 
Holquin,  M.D.,  chief,  tuberculosis  program, 
National  Communicable  Disease  Center,  U.S. 
Public  Health  Service. 

This  course  is  approved  for  Medicaid  II 
credit.  Advance  registration  is  required. 

For  further  information  and  registration  write 
to:  Brooklyn  Tuberculosis  and  Respiratory 

Disease  Association,  293  Schermerhorn  Street, 
Brooklyn,  New  York  11217. 


Basic  sciences  topic  of  course 

The  Basic  Sciences  Curriculum,  offered  by  the 
New  York  Polyclinic  Medical  School  and  Hos- 
pital, will  be  scheduled  from  February  3 through 
May  30,  1969,  if  a sufficient  number  of  students 
register  for  it.  This  course  is  designed  to  pre- 
pare physicians  for  State  Board  and  other  ex- 
aminations. 

This  is  a full-time  course,  from  9:00  a.m. 
to  4:00  P.M.,  Monday  through  Friday.  It  con- 
sists of  600  hours  of  formal  instruction  in  the 
basic  sciences. 

For  further  information  concerning  registra- 
tion, tuition  fees,  and  entrance  requirements 
contact:  office  of  the  dean,  New  York  Poly- 
clinic Medical  School  and  Hospital,  345  West 
50th  Street,  New  York,  New  York  10019. 
Application  for  admission  to  the  course  must  be 
made  prior  to  January  15,  1969. 

Course  on  tympanoplasty  offered 

A five-day  course  on  “Tympanoplasty,”  under 
the  direction  of  Adolph  Wolferman,  M.D., 
will  be  given  at  the  Brooklyn  Eye  and  Ear 
Hospital  on  April  28  through  May  2,  1969. 

Participants  will  observe  various  tympano- 
plastic  procedures  in  the  operating  room  and  on 
closed-circuit  television.  The  course  includes 
dissection  of  temporal  bones  and  lectures 
by  members  of  the  hospital  staff,  which  include 
slides  and  films. 

Tuition  is  $250,  and  registration  is  limited  to 
eight  participants.  For  further  information  and 
applications  contact:  Frederick  C.  Upton, 

administrator,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 
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Ince  popular  treatment  lor  back  pains 
L to  have  the  seventh  son  of  a seventh  son 
l.d  or  walk  on  the  patient's  back 


[wear  a snakeskin  round  one's  head. 


The  pain  ol  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

] Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1/2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.’  narcotic  products  are 
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Necrology 


Adelbert  Cleveland  Abbott,  M.D.,  of  Salem, 
died  on  September  8,  1968,  at  the  age  of  eighty. 
Dr.  Abbott  graduated  in  1911  from  Syracuse 
University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Alfonso  Leonard  Algozer,  M.D.,  of  Brooklyn, 
died  on  November  9,  1968,  at  the  age  of  sixty- 
four.  Dr.  Algozer  graduated  in  1930  from 
George  Washington  University  School  of  Medi- 
cine. He  was  an  attending  obstetrician  and 
gynecologist  at  Wyckofif  Heights  Hospital. 
Dr.  Algozer  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Brand,  M.D.,  of  New  York  City, 
died  on  November  16,  1968,  at  the  age  of  sixty- 
one.  Dr.  Brand  graduated  in  1933  from  George 
Washington  University  School  of  Medicine. 
He  was  medical  director  of  the  Sidney  Hillman 
Health  Center  of  the  New  York  Joint  Board  of 
the  Amalgamated  Clothing  Workers  of  America. 
Since  1955  he  had  been  a lecturer  in  preventive 
medicine  at  the  New  York  Medical  College  and 
New  York  University  College  of  Medicine. 
Dr.  Brand  was  a member  of  the  American  Pub- 
lic Health  Association,  the  Industrial  Medical 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Philip  I.  Burack,  M.D.,  of  New  Rochelle, 
died  on  November  5,  1968,  at  the  age  of  sixty- 
eight.  Dr.  Burack  graduated  in  1929  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  orthopedic 
surgeon  at  New  Rochelle  Hospital  and  an 
attending  orthopedic  surgeon  at  Blythedale 
Children’s  Hospital  (Valhalla).  Dr.  Burack 
was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  New  York  Academy  of  Medicine,  the  West- 
chester Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Camille  Kereszturi  Cayley,  M.D.,  of  New 

York  City,  died  on  November  9,  1968,  at  the 
age  of  sixty-six.  Dr.  Cayley  received  her 
medical  degree  from  the  University  of  Pecs  in 
1926.  She  was  an  assistant  attending  psy- 
chiatrist at  Metropolitan  Hospital  and  Bird  S. 
Coler  Memorial  Hospital  and  Home.  She 
was  the  founder  of  Courage,  Inc.,  a rehabili- 
tation agency  for  handicapped  persons.  A 
member  of  the  President’s  Committee  on  the 
Employment  of  the  Handicapped,  Dr.  Cayley 
was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  American  Thoracic 
Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gertrude  Jackson  Chandlee,  M.D.,  of 

Yeadon,  Pennsylvania,  formerly  of  New  York 
City,  died  on  November  3,  1968,  at  the  age  of 
ninety-one.  Dr.  Chandlee  graduated  in  1922 
from  Tufts  University  School  of  Medicine. 
She  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Albert  Leopold  Deutsch,  M.D.,  of  Brooklyn, 
died  on  November  17,  1968,  at  the  age  of  sixty- 
one.  Dr.  Deutsch  received  his  medical  degree 
from  the  University  of  Bern  in  1937.  He  was 
an  attending  neuropsychiatrist  at  Jewish  Hos- 
pital of  Brooklyn,  an  associate  attending  psy- 
chiatrist at  Long  Island  College  Hospital, 
a professor  of  psychiatry  at  Downstate  Medical 
Center,  and  an  assistant  attending  psychiatrist 
at  Kings  County  Hospital  Center.  Dr.  Deutsch 
was  a member  of  the  American  Psychiatric 
Association,  the  Academy  of  Psychoanalysis, 
the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alan  Harold  Fenton,  M.D.,  of  Newburgh, 
died  on  May  30,  1968,  at  the  age  of  fifty-three. 
Dr.  Fenton  graduated  in  1938  from  Cornell 
University  Medical  College.  He  was  an  at- 
tending surgeon  at  St.  Luke’s  Hospital  and  St. 
Luke’s  Hospital  Outpatient  Department.  Dr. 
Fenton  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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John  Adams  Hollis,  M.D.,  of  Norwich,  died 
on  November  14,  1968,  at  the  age  of  sixty. 
Dr.  Hollis  graduated  in  1930  from  Syracuse 
University  College  of  Medicine.  He  was 
chief  neurosurgeon,  attending  surgeon,  and  an 
attending  orthopedist  at  Chenango  Memorial 
Hospital.  Dr.  Hollis  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  Chenango  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  S.  McDowell,  M.I).,  of  Plattsburgh, 
died  on  May  23,  1968,  at  the  age  of  seventy-two. 
Dr.  McDowell  graduated  in  1920  from  the 
University  of  Cincinnati  College  of  Medicine. 
He  was  a consulting  surgeon  at  Physicians  Hos- 
pital (Plattsburgh).  Dr.  McDowell  was  a 
member  of  the  New  York  State  Society  of 
Industrial  Medicine,  the  Clinton  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Simon  B.  Mendelsbei-g,  M.D.,  of  Rockville 
Centre  and  Westbury,  died  on  November  7, 
1968,  at  the  age  of  fifty-six.  Dr.  Mendelsberg 
graduated  in  1937  from  Indiana  University 
School  of  Medicine.  He  had  been  director  of 
the  Nassau  County  Family  Court  Mental 
Health  Clinic  since  1965.  Dr.  Mendelsberg 
was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Psychiat- 
ric Association,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Herbert  Mohan,  M.D.,  of  Esopus,  and  for- 
merly of  New  York  City,  died  on  November  23, 
1968,  at  the  of  eighty-four.  Dr.  Mohan 
graduated  in  1911  from  Queen’s  University 
Faculty  of  Medicine,  Kingston,  Ontario.  He 
was  director  emeritus  of  urology  at  St.  Vincent’s 
Hospital  and  a consulting  urologist  at  St. 
Joseph’s  Hospital  (Yonkers).  Dr.  Mohan  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Alfred  A,  Nathans,  M.D.,  of  Brooklyn,  died 
on  September  13,  1968,  at  the  age  of  seventy- 
three.  Dr.  Nathans  graduated  in  1920  from 
Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  pediatrician 
at  Jewish  Hospital  of  Brooklyn.  Dr.  Nathans 
was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Newman  Packard,  M.D.,  of  Saranac 


Lake,  died  on  November  16,  1968,  at  the  age 
of  eighty-five.  Dr.  Packard  graduated  in 
1909  from  Syracuse  University  College  of 
Medicine.  He  was  an  honorary  member  of 
the  medical  staff  at  General  Hospital  of  Saranac 
Lake.  Dr.  Packard  was  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  a member  of  the 
American  Clinical  and  Climatological  Associa- 
tion, the  American  Association  for  Thoracic 
Surgery,  the  Franklin  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Pick,  M.D.,  of  New  York  City,  died  on 
November  9,  1968,  at  the  age  of  sixty.  Dr. 
Pick  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1933.  He  was  a professor 
of  anatomy  at  New  York  University  School  of 
Medicine.  Dr.  Pick  was  a member  of  the  New 
York  Academy  of  Medicine. 

Harry  F.  Pohlmann,  M.D.,  of  Middletown, 
retired,  died  on  August  19,  1968,  at  the  age 
of  seventy-five.  Dr.  Pohlmann  graduated  in 
1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
surgeon  at  St.  Anthony  (Warwick),  the  Eliza- 
beth A.  Horton  Memorial,  and  the  Binghamton 
State  Hospitals.  Dr.  Pohlmann  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Eugene  Retzbach,  M.D.,  of  Old  Forge,  died 
on  November  9,  1968,  at  the  age  of  seventy- 
four.  Dr.  Retzbach  received  his  medical  de- 
gree from  the  University  of  Heidelberg  in  1920. 
Dr.  Retzbach  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Nathan  Schwartz,  M.D.,  of  The  Bronx,  died 
on  November  13,  1968,  at  the  age  of  seventy- 
one.  Dr.  Schwartz  graduated  in  1919  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  John  Smith,  M.D.,  of  Buffalo,  died  on 
April  3,  1968,  at  the  age  of  seventy-five.  Dr. 
Smith  graduated  in  1915  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member 
of  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Byron  Luther  Sweet,  M.D.,  of  Tarrytown, 
died  on  June  27,  1968,  at  the  age  of  ninety- 
three.  Dr.  Sweet  graduated  in  1899  from  Al- 
bany Medical  College.  He  was  an  honorary 
surgeon  at  Phelps  Memorial  Hospital  Associa- 
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tion.  Dr.  Sweet  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Dowd  Charles  Tarpey,  M.D.,  of 

Yonkers,  died  on  November  14,  1968,  at  the 
age  of  fifty-one.  Dr.  Tarpey  graduated  in 
1943  from  Georgetown  University  School  of 
Medicine.  He  was  director  of  medicine  at 
St.  Joseph’s  Hospital  (Yonkers)  and  an  attend- 
ing physician  at  Misericordia  Hospital.  Dr. 
Tarpey  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  and  a member  of  the 
American  Geriatrics  Society,  the  International 
Society  of  Internal  Medicine,  the  New  York 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Rupert  Robert  Taylor,  M.D.,  of  Jamaica, 
died  on  November  2,  1968,  at  the  age  of  sixty- 
one.  Dr.  Taylor  graduated  in  1935  from  Long 
Island  College  of  Medicine.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  A.  Treiber,  M.D.,  of  The  Bronx,  died  on 
November  13,  1968,  at  the  age  of  eighty-seven. 
Dr.  Treiber  graduated  in  1914  from  Fordham 
University  School  of  Medicine.  He  was  re- 
tired. 

James  Howard  Van  Marter,  M.D.,  of  Groton, 
died  on  October  18,  1968,  at  the  age  of  eighty- 
one.  Dr.  Van  Marter  graduated  in  1909 
from  Cornell  University  Medical  College. 
He  was  a member  of  the  Tompkins  County 


Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Eugene  Robinson  Vernou,  M.D.,  of  Pitts- 
ford,  retired,  died  on  October  15,  1968,  at  the 
age  of  sixty-eight.  Dr.  Vernou  graduated  in 
1924  from  the  University  of  Michigan  Medical 
School.  He  was  a consulting  ophthalmologist 
at  Rochester  General  (where  he  formerly  had 
been  chief  of  the  ophthalmologic  service)  and 
Genesee  Hospitals.  Dr.  Vernou  was  a member 
of  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Morton  Vesell,  M.D.,  of  New  York  City, 
died  on  November  10,  1968,  at  the  age  of  sixty- 
seven.  Dr.  Vesell  graduated  in  1926  from  Jeff- 
erson Medical  College  of  Philadelphia.  He  was 
an  associate  attending  obstetrician  and  gynecol- 
ogist at  Beth  Israel  Hospital  and  an  attending 
obstetrician  and  gynecologist  at  Lincoln  and 
New  York  Polyclinic  Hospitals.  Dr.  Vesell  was 
a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  Francis  Weihsmann,  M.D.,  of 

Queens  Village,  died  on  October  19,  1968,  at  the 
age  of  eighty-one.  Dr.  Weihsmann  received 
his  medical  degree  from  the  University  of 
Vienna  in  1911.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Medical  Society  of  the  State  of  New  York 
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One  of  the  very  best  ways  you  can  get 
a new  baby  started  in  life  is  by  buying 
him  or  her  a U.S.  Savings  Bond.  And 
once  you’re  started,  keep  on  with  it.  As 
the  baby  grows,  the  Bonds  you  keep 
buying  will  grow,  too.  When  the  baby 
is  ready  for  college,  the  Bonds  will  be 
ready  to  help  pay  for  college. 

NOW  — Higher  Rates! 

Savings  Bonds  now  pay  4.25%  when 

@ T he  U.S.  Government  does  not  pay  for  this 

Or  advertisement.  It  is  presented  as  a public 
service  in  cooperation  uith  the  Treasury 
Department  and  The  Advertising  Council. 


held  to  maturity  — and  Freedom  Shares 
(sold  in  combination  with  E Bonds) 
pay  a full  5%.  The  extra  interest  will 
be  added  as  a bonus  at  maturity. 

And  now  you  can  buy  the  Bond/ 
Freedom  Share  combination  any  time 
— no  monthly  commitment  necessary. 
Get  the  facts  where  you  work  or  bank. 

U.S.  Savings  Bonds, 
new  Freedom  Shares 
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Medical  News 


Artificial  organs  research  laboratory 
created  at  Columbia  University 

A new  Artificial  Organs  Research  Laboratory 
has  been  established  at  Columbia  University, 
in  association  with  the  Department  of  Chemical 
Engineering  in  Columbia’s  School  of  Engineer- 
ing and  Applied  Science.  It  will  provide  ad- 
vanced technical  resources  and  engineering 
theory  to  aid  both  medical  and  biologic  scientists 
in  the  design  and  synthesis  of  artificial  human 
organs. 

A major  project  now  underway  teams  en- 
gineers from  the  Artificial  Organs  Research  Lab- 
oratory with  scientists  from  the  Mount  Sinai 
School  of  Medicine,  St.  Luke’s  Hospital  Center, 
the  Columbia-Presbyterian  Medical  Center, 
and  Veterans  Administration  Hospital  in  Brook- 
lyn. The  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  has  granted  $210,484  for 
research  and  development  of  an  artificial  im- 
plantable kidney  and  an  inexpensive  artificial 
kidney  for  use  in  the  home  with  little  or  no 
professional  attention. 

The  aims  of  the  program  are  fourfold:  (1) 

to  define  the  conditions  in  which  blood  clotting 
does  not  take  place  so  that  undesired  interac- 
tions between  synthetic  materials  and  the  blood 
can  be  prevented;  (2)  to  improve  the  basic 
understanding  of  the  reactions  of  blood  at  or 
after  contact  with  foreign  surfaces;  (3)  to  de- 
velop refined  methods  for  testing  the  blood  com- 
patibility of  synthetic  materials;  and  (4)  to 
develop  design  procedures  for  constructing  syn- 
thetic systems  compatible  with  blood. 

Multilingual  journal  in 
endocrinology  to  be  published 

The  first  issue  of  a new  multilingual  inter- 
national journal,  Hormones  and  Metabolism, 
is  to  be  published  January  1,  1969,  by  the  Georg 
Thieme  Verlag  of  Stuttgart.  The  bimonthly 
journal  is  being  published  in  English,  French, 
or  German  to  keep  specialists  abreast  of  rapidly 
changing  developments  in  the  fields  of  metab- 
olism and  endocrinology. 

Rachmiel  Levine,  M.D.,  professor  and 
chairman  of  the  Department  of  Medicine,  New 
York  Medical  College,  and  one  of  the  world’s 
most  eminent  specialists  in  diabetes,  will  edit 
the  journal  with  Ernst  Pfeiffer,  M.D.,  pro- 
fessor of  medicine,  University  of  Ulm,  Germany. 

The  editorial  board  is  composed  of  many 
distinguished  experts  in  metabolism  and  en- 
docrinology. They  are:  Rolf  Luft,  M.D., 
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Karolinska  Hospital,  Stockholm;  Virgilio 
Foglia,  M.D.,  University  of  Buenos  Aires; 
Ralph  Dorfman,  M.D.,  Syntex  Laboratories, 
Palo  Alto,  California;  Nikolai  A.  Yudaev, 
M.D.,  Institute  of  Endocrinology,  Moscow; 
Joseph  E.  Rail,  M.D.,  National  Institutes  of 
Health,  Bethesda,  Maryland;  D.  H.  Copp, 
M.D.,  University  of  British  Columbia,  Canada; 
Solomon  Berson,  M.D.,  Mount  Sinai  College  of 
Medicine,  New  York  City;  Russell  Fraser, 
M.D.,  Postgraduate  Hospital,  London;  Luigi 
Martini,  M.D.,  University  of  Milan,  Italy; 
Albert  Renold,  M.D.,  University  of  Geneva, 
Switzerland;  and  H.  Zahn,  M.D.,  Technical 
University,  Aachen,  Germany. 

Establish  information  service 
on  availability  of  nursing  home  beds 

Current  information  on  the  availability  of 
beds  in  nursing  homes  is  now  being  offered  by 
the  regional  offices  of  the  New  York  State  De- 
partment of  Health  in  48  upstate  counties. 
This  service  will  begin  January  2,  1969,  in  the 
Albany,  Buffalo,  Rochester,  and  Syracuse 
regions.  Plans  are  being  made  to  provide  this 
nursing  home  information  elsewhere  in  the 
State. 

Although  designed  primarily  for  use  by  hos- 
pitals, the  new  service  is  available  to  the  general 
public.  Persons  inquiring  about  the  avail- 
ability of  a nursing-home  bed  can  obtain  the 
names  of  homes  which  have  reported  vacancies. 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner, said,  “This  new  information  service 
will  be  a convenience  and  a time-saver  to  the 
public,  to  the  physicians,  to  the  hospital  officials, 
and  to  the  nursing  home  operators.  It  con- 
solidates what  otherwise  might  be  a long,  frus- 
trating search  into  one  telephone  call.” 

Special  telephone  numbers  for  nursing  home 
and  general  health  information  service  are: 
Albany,  457-2910;  Buffalo,  886-3669;  Roch- 
ester, 232-7280;  and  Syracuse,  474-7031. 
Toll-free  calls  for  persons  outside  a local  dialing 
area  may  be  placed  to  whichever  regional  office 
is  nearest  by  dialing  the  operator  and  asking  for 
Enterprise  2090.  Callers  who  five  near  the 
boundary  of  a region  may  obtain  information  on 
nursing-home  beds  in  the  neighboring  region. 

Personalities 

Appointed.  Olga  Maria  von  Tauber,  M.D., 
Nassau,  as  director  of  Northeast  Nassau  Psy- 
chiatric Hospital  . . .Irwin  M.  Greenberg,  M.D., 

continued,  on  page  26 
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:heir  boss 
lasa 

laintrigger 

temper 


♦.♦and  spastic 
colitis 


When  the  volatile  patient  with  spastic  colitis  lose 
his  temper,  he  often  receives  swift  punishment  in 
the  form  of  acute  flare-up  of  his  somatic  symp- 
toms. This  patient  should  benefit  from  the  dual 
therapeutic  action  of  Librax.  Librax  provides  both 
Librium®  (chlordiazepoxide  HC1)  — a highly  effec- 
tive antianxiety  agent  — and  Quarzan"  (clidinium 
Br)— a modern,  dependable  anticholinergic. 

Side  effects,  when  seen,  are  typical  of  anticholin- 
ergic agents  — dryness  of  the  mouth,  blurring  of 
vision,  etc.  — and  / or  of  chlordiazepoxide  HC1  — 
drowsiness,  ataxia  and  confusion,  particularly  in 
the  elderly  or  debilitated. 


two  good 
reasons  for 
prescribing 

Librax* 

Each  capsule  contains 
5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 

Also  indicated  in  gastritis 
and  irritable  bowel  syndrome. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows. 

Indications:  Indicated  as  adjunctive  therapy  to  control  emotional  and 
somatic  factors  in  gastrointestinal  disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy  and 
benign  bladder  neck  obstruction;  known  hypersensitivity  to  chlorduz- 
epoxide  hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Though  physical  and  psycho- 
logical dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide  hydrochloride) 
to  known  addiction-prone  individuals  or  those  who  might  increase  dos- 
age; withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  the  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  development  of  ataxia,  oversedation  or  confu-SI 
sion  (not  more  than  two  capsules  per  day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider individual  pharmacologic  effects, particularly  in  use  of  potentiating, 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre-j 
cautions  in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  measures  necessary.  Variable  effects;  ■ 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When  chlordiaz- 
epoxide hydrochloride  is  used  alone,  drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infre- 
quent and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepat- 
ic dysfunction  have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver-function  tests  ; 
advisable  during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diet. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  mainte 
nance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals  and 
at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiazepox- 
ide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide  (Quarzan®) 

— bottles  of  50  and  500. 
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The  Bronx,  as  director  of  Creedmoor  State 
Hospital. 

Awarded.  To  Vincent  J.  Fontana,  M.D., 
director  of  pediatrics  and  pediatric  allergy,  St. 


Vincent’s  Hospital  and  Medical  Center  of  New 
York,  a grant  from  The  John  A.  Hartford  Foun- 
dation, Inc.,  totalling  $521,000,  to  continue 
studies  into  the  causes  and  effects  of  allergic 
diseases  now  in  progress  in  the  Department  of 
Pediatrics. 


Films  Reviewed 


These  Films  are  available  to  physicians,  hospitals, 
the  State  of  New  York  Department  of  Health* 

In  a Medical  Laboratory.  Sound,  color,  16 
mm.,  twenty-eight  minutes. 

The  film  shows  good  technics,  equipment,  and 
current  educational  qualifications  for  several 
jobs  in  laboratories. 

Source  and  producer:  National  Committee 

for  Careers  in  Medical  Technology,  1501  New 
Hampshire  Avenue,  N.W.,  Washington,  D.C. 
20036. 

Uterine  Cancer — Diagnosis  and  Manage- 
ment— Part  I:  Cancer  of  the  Cervix. 

Sound,  color,  16  mm.,  twenty  minutes. 

Part  I of  this  film  is  a summary  of  diagnosis, 
treatment,  and  survival  rates  of  cancer  of  the 
cervix  with  excellent  detail  about  cytology. 

Uterine  Cancer — Diagnosis  and  Manage- 
ment— Part  II:  Cancer  of  the  Endo- 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Edu- 
cation: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman: 

Wilbur  M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quin- 
livan,  M.D.,  Albany. 


medical  schools,  and  others,  from  the  Film  Library  of 


metrium.  Sound,  color,  16  mm.,  twelve 
minutes. 

Part  II  of  this  film  gives  details  about  the 
incidence  of  endometrial  cancer,  diagnosis, 
treatment,  and  survival  rates.  It  is  recom- 
mended for  medical  students,  nurses,  physicians, 
and  cytotechnician  students. 

Source  and  producer:  American  Cancer 

Society,  1010  James  Street,  Syracuse,  New  Y ork. 

The  Woman  in  Question.  Sound,  color,  16 
mm.,  sixteen  minutes. 

The  film,  narrated  by  Arlene  Francis,  de- 
scribes the  all-out  community-wide  drive  con- 
ducted in  three  American  communities  to  in- 
duce women  to  take  the  Papanicolaou  test 
for  uterine  cancer.  It  is  designed  to  alert 
leaders  of  clubs,  organizations,  churches,  and 
health  groups  to  motivate  all  women  to  have  the 
Papanicolaou  test. 

Source  and  producer:  American  Cancer  So- 
ciety, 1010  James  Street,  Syracuse,  New  York. 
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Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto". ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
"communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society : : 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description : V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phenoxymethyl  penicillin, 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections:  infec- 
tions caused  by  sensitive  strains  of  staphylococci:  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever:  and  prevention  of  bacterial 
endocarditis  after  tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all.  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  ol  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported:  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,  urticaria: 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  {see  Warnings). 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range.  125  mg.  (200,000  units) 
three  limes  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants,  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  fot  prophylaxis  of  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied : Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets, 
U.S.P.),  1 25  mg.  (200,000  units).  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pediatric,  for  Oral  Solu- 
tion, 125  mg.  (200,000  units)  and  250  mg.  (400.000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [cmjssxa]  8ooi98 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


The  annual  convention 


The  163rd  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York 
opens  this  year  on  Sunday,  February  9, 
and  closes  on  Thursday,  February  13,  at 
The  Americana  hotel  in  New  York  City. 

The  House  of  Delegates  opens  on  the 
first  day  and  will  be  concerned  with  or- 
ganization and  ceremony.  At  this  session 
the  Redway  Award  and  awards  for  dis- 
tinguished service  to  the  Journal  will 
be  presented,  the  Empire  State  Awards 
for  Excellence  in  Medical  Reporting  will 
be  made  also,  as  well  as  the  Presidential 
Awards,  which  are  given  to  physicians  who 
have  distinguished  themselves  in  civic  ac- 
tivities. The  Lucien  Howe  and  Merit  H. 
Cash  Prizes  and  Albion  O.  Bernstein,  M.D., 
Award  will  be  made  this  year  for  the  first 
time  in  several  years. 

The  president’s  address  and  the  address  of 
the  president-elect  will  be  made  at  this  time. 

On  the  following  day  the  reference  com- 
mittees will  meet  to  review  the  activities 
of  the  Society  for  the  previous  year.  All 
members  are  entitled  to  attend  these  meet- 
ings and  are  urged  to  do  so. 


The  scientific  and  technical  exhibits  will 
open  on  Sunday,  February  9,  at  10  a.m., 
and  will  close  on  Wednesday,  February  12, 
at  5:00  p.m. 

The  scientific  sessions  and  sections,  which 
will  run  from  Monday,  February  10,  to 
Thursday,  February  13,  are  timely  and 
should  be  of  interest  to  all  physicians  no 
matter  what  niche  he  occupies  in  the  mod- 
ern practice  of  medicine.  There  will  be 
panel  discussions  on  “The  Clinical  Man- 
agement of  the  Endocrinopathies,”  “The 
Neurological  Complications  of  Disease 
States,”  “The  Kidney,  Including  Renal 
Transplant,”  and  a symposium  and  panel 
discussion  on  “Diagnostic  Technics  in 
Gastroenterology.” 

There  also  will  be  a joint  meeting  of  the 
Sections  on  Industrial  Medicine  and  on 
Medical-Legal  and  Workmen’s  Compen- 
sation Matters  on  “Whats  New  in  Occupa- 
tional Mental  Health.” 

These  are  merely  the  high  lights.  The 
scientific  sessions  and  sections  are  an  omni- 
bus— there  is  something  updating  for 
everyone. 


"What  Goes  On”  joins  the  Journal 


With  this  issue  we  add  an  important 
appendix.  The  monthly  prospectus  of 
significant  scientific  meetings  known  as 
“What  Goes  On”  now  becomes  an  integral 
part  of  the  Journal. 

It  is  printed  on  contrasting  gray-toned 
paper,  which  is  detachable  as  a unit  and 
appears  at  the  end  of  the  Journal. 

This  service,  started  in  1958,  originally 
underwritten  by  the  Lederle  Laboratories 
Division  of  the  American  Cyanamid  Cor- 
poration as  one  of  ten  similar  calendars  pro- 
vided for  regions  across  the  country,  will 
now  be  provided  by  the  Division  of 


Scientific  Activities  of  the  Medical  Society 
of  the  State  of  New  York  under  the  direc- 
tion of  Norman  S.  Moore,  M.D.  Mrs. 
Evelyn  G.  Clark  will  continue  as  the  Editor 
of  “What  Goes  On.” 

Upcoming  programs  will  be  presented  in 
each  issue  of  the  Journal  with  a lead  time 
of  two  to  four  weeks.  The  programs 
published  will  cover  all  important  events 
occurring  in  New  York  City  and  areas  of 
Upstate  New  York  including  Albany, 
Buffalo,  Rochester,  Syracuse,  and  all 
county  medical  societies  which  wish  to 
have  their  educational  exercises  pro- 
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grammed  in  this  medium. 

This  further  step,  in  the  implementation 
of  the  Journal  masthead  slogan,  “Dedi- 


Ancillary manpower 

A recent  report  by  economists  to  the 
U.S.  Department  of  Labor  on  the  shortage 
of  hospital  manpower  makes  some  telling 
points. 

In  urging  hospitals  to  attract  and  hire 
more  educationally  disadvantaged  workers 
and  school  dropouts  the  economists  point 
out  that  personnel  of  widely  different  edu- 
cational and  professional  backgrounds  are 
employed  on  the  same  or  similar  tasks. 

In  the  analysis  of  22  health-related  occu- 
pations, the  reporters  found  that  broad 
differences  in  basic  hiring  standards  fre- 
quently could  not  be  justified  by  minor 
differences  in  the  functions  actually  per- 
formed. 

As  an  example,  they  compared  the  func- 
tions performed  by  licensed  practical  nurses 
and  nurses  aides.  On  eight  functions, 
nurses  aides  spend  an  average  of  80  per  cent 
of  their  time;  licensed  practical  nurses  de- 
vote 63.5  per  cent  to  the  same  functions. 

However,  the  typical  licensed  practical 
nurse  is  exposed  to  fifteen  months  or  more 
of  professional  training  after  high  school. 
But  the  nurses  aide  receives  only  a few 
weeks  of  informal,  on-the-job  training  and, 
in  many  cases,  has  an  incomplete  or  non- 
existent high  school  background. 

The  authors  of  the  report  also  cited  the 
U.S.  Navy  as  being  very  successful  in  train- 
ing their  medical  corpsmen  in  a shorter 
period  than  the  civilian  training  and  educa- 
tional institutions. 

The  findings  indicated  that  Navy-trained 
technicians  are  highly  qualified  and  readily 
employed  by  civilian  hospitals. 


cated  to  the  Continuing  Education  of  the 
Physician,”  will  now  become  more  mean- 
ingful to  all  of  us. 


“Approximately  85  per  cent  of  the  Navy- 
trained  laboratory  personnel  of  the  U.S. 
Navy  Hospital  in  Chelsea  are  moonlight- 
ing in  civilian  hospitals,”  the  manpower 
report  declared. 

Twenty  Greater  Boston  hospitals  were 
surveyed  by  the  economists  who  made  these 
basic  recommendations: 

— Hospitals  should  reexamine  their  para- 
medical occupational  structure;  estab- 
lish hiring  standards  more  relevant  to 
functions  performed;  eliminate  arbitrary 
licensing  and  educational  requirements 
not  needed  for  satisfactory  performance; 
and  hire  more  aides  and  assistants. 

— Hospitals  should,  where  relevant,  expand 
on-the-job  training  programs;  develop 
a job-promotion  ladder  to  eliminate  dead- 
end jobs;  and  coordinate  hiring  stand- 
ards. 

- — The  educational  establishment  (univer- 
sities, colleges,  public  schools,  teaching 
hospitals)  should  revise  entrance  require- 
ments to  allow  training  for  a greater  num- 
ber of  educationally  deprived  persons. 

— The  Federal  government  should  offer 
more  courses  in  its  Manpower  Develop- 
ment and  Training  Act  programs,  with 
a closer  relation  to  specific  job  require- 
ments of  hospitals. 

— Local  government  should  examine  the 
whole  practice  of  licensing  of  paramedical 
occupations. 

—Further  research  is  needed  on  MDTA 
training  programs;  quality  of  work  at 
hospitals;  minimum  educational  and 
training  requirements;  and  how  Navy 
training  programs  function. 
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provides  prompt  control  of  the 
vertigo  os  well  as  the  nausea 
and  vomiting.  Once  the  acute 
attack  has  subsided,  the  patient 
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Dromamine  Liquid  or  Tablets. 


Precaution:.  Dromamine,  notably 
nontoxic  itself,  moy  mask  the  ototoxic 
symptoms  of  certoin  antibiotics. 
Patients  should  be  cautioned  against 
operating  automobiles  or  dangerous 
machinery  becouse  of  possible 
drowsiness. 

Now  Supplied.  Tablets.  50  mg  , 
scored,  yellow,  bottles  of  100  and 
1 ,000.  packets  of  12.  Liquid.  12.5  mg 
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DECLOSTATIN  300 


Demelhykhlorlftneydine  HC1  300  mg 
and  Nystatin  500,000  units 
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b.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy— the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness : Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 

LEDERLE  LABORATORIES.  A Division  of  American 
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House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
2:00  p.m.  on  Sunday,  February  9,  1969,  in 
the  Georgian  Ballroom  of  The  Americana 
in  New  York  City. 

In  accordance  with  Chapter  II,  Section 
3,  of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Sunday,  February  9,  2:00  p.m. 

Tuesday,  February  11,  2:00  p.m. 

Wednesday,  February  12,  9:00  a.m.  and 
2:00  p.m. 

Thursday,  February  13,  9:00  a.m. 

At  the  last  scheduled  session  (Thursday, 
February  13,  9:00  a.m.)  the  election  of 
officers,  councillors,  trustees,  and  delegates 
to  the  American  Medical  Association  will 
take  place  in  accordance  with  Chapter  III, 
Section  1,  of  the  Bylaws. 

George  Himler,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


163rd  Annual  Meeting 

The  163rd  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York  will 
be  held  on  Wednesday,  February  12,  1969, 
at  8:00  p.m.  in  the  Royal  Ballroom  of  The 
Americana,  New  York  City. 

Edward  C.  Hughes,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
Vendome  10,  third  floor  of  The  Americana, 
on  Saturday,  February  8,  from  12:00  noon 
to  7:30  p.m.  and  in  the  foyer  of  the  Geor- 
gian Room,  third  floor,  on  Sunday  through 
Thursday,  February  9 through  13,  after 
8:00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in  Albert 
Hall,  The  Americana,  Sunday,  February  9, 
from  8:30  a.m.  to  6:00  p.m.  and  Monday, 
February  10,  through  Wednesday,  Feb- 
ruary 12,  from  8:30  a.m.  to  5:00  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in 
Albert  Hall. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in 
Albert  Hall. 

Exhibits  will  be  on  view  Sunday,  Feb- 
ruary 9,  from  10:00  a.m.  to  6:00  p.m.; 
Monday,  February  10,  through  Wednesday, 
February  12,  9:00  a.m.  to  5:00  p.m. 

Scientific  Program 

General  Sessions  will  be  held  Sunday, 
February  9,  at  10:00  a.m.;  Monday, 
Tuesday,  and  Wednesday,  February  10, 
11,  and  12,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be  held 
Sunday,  February  9,  at  10:00  a.m.  and 
2:00  p.m.;  Monday,  February  10,  through 
Wednesday,  February  12,  at  9:00  a.m.  and 
2:00  p.m. 
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Dinner  Dance 


The  Dinner  Dance  will  be  held  in  the 
Royal  Ballroom,  second  floor  of  The  Ameri- 
cana, on  Wednesday,  February  12,  at  8:00 
p.m.,  preceded  by  the  President’s  Reception 
in  the  Versailles  Ballroom  at  7:00  p.m. 


Tickets  should  be  ordered  in  advance 
from  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York, 
New  York  10017.  Subscription  is  $20  per 
person. 
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Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 
VAUGHAN  C.  MASON,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
JOSEPH  R.  WILDER,  M.D.,  New  York 
Director,  Division  of  Scientific  Activities 
NORMAN  S.  MOORE,  M.D.,  Tompkins 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


Sunday,  February  9,  1969,  10:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

Symposium  and  Panel  Discussion: 

CLINICAL  MANAGEMENT  OF 

ENDOCRINOPATHIES 

Herbert  S.  Kupperman,  M.D.,  New  York 
City,  Moderator 

Associate  Professor  of  Medicine,  New  York 

University  School  of  Medicine;  Associate 

Visiting  Physician,  Bellevue  Hospital 

1.  Management  and  Diagnosis  of  Sexual 
Precocity 

Iven  S.  Young,  M.D.,  New  York  City 
Assistant  Clinical  Professor  of  Medicine, 
New  York  University  School  of  Medi- 
cine; Chief  of  Endocrine  Clinic,  St. 
Vincent’s  Hospital 

2.  Growth  Hormones  in  Health  and 
Disease 

Seymour  M.  Glick,  M.D.,  Brooklyn 
Assistant  Clinical  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center;  Chief  of  Medical 
Services,  and  Director,  Division  of 
Endocrinology  and  Metabolism,  Coney 
Island  Hospital 

3.  Diagnosis  and  Management  of  Diseases 
of  the  Adrenal  Gland 

J.  Lester  Gabrilove,  M.D.,  New  York 

City 

Associate  Clinical  Professor  of  Medicine, 
Mount  Sinai  School  of  Medicine;  Attend- 
ing Physician,  The  Mount  Sinai  Hospi- 
tal 


4.  Management  of  Common  Adolescent 
En  doc  rinopa  thies 

Herberts.  Kupperman,  M.D.,  New  York 
City 

Associate  Professor  of  Medicine,  New 
York  University  School  of  Medicine; 
Associate  Visiting  Physician,  Bellevue 
Hospital 

Panel  Discussion 
The  above  speakers 


Monday,  February  10,  1969,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

This  symposium  and  panel  discussion  (Mon- 
day and  Tuesday  afternoons)  is  under  the 
auspices  of  the  American  Therapeutic  So- 
ciety’s Continuing  Educational  Progi-am — A 
Day  in  Therapeutics — in  conjunction  with 
the  New  Yoxk  County  Chapter  of  the 
American  Academy  of  General  Practice.  It 
is  supported,  in  part,  by  a grant-in-aid  from 
E.  R.  Squibb  & Sons.  Approved  for  six 
hours,  elective  credit,  by  the  American 
Academy  of  General  Practice. 


Symposium  and  Panel  Discussion: 

GASTROENTEROLOGY  FOR  THE  PHY- 
SICIAN AND  SURGEON  IN  PRACTICE 

Diagnostic  Technics 

1.  Vigorous  Diagnostic  Approach  to 

Upper  Gastrointestinal  Hemorrhage 

Eddy  D.  Palmer,  M.D.,  East  Orange, 
New  Jersey  (by  invitation) 

Chief,  Gastroenterology  Section,  Vet- 
erans Administration  Hospital;  Acting 
Director,  Division  of  Gastroenterology, 
New  Jersey  College  of  Medicine  and 
Dentistry,  Jersey  City,  New  Jersey 

2.  Peritoneoscopy 

Lt.  Col.  H.  Worth  Boyce,  Jr.,  (MC), 
Washington,  D.C.  (by  invitation) 

Chief,  Gastroenterology  Section,  Wal- 
ter Reed  Hospital;  Consultant  in 
Gastroenterology  to  the  Surgeon  Gen- 
eral, United  States  Army 

3.  Selective  Visceral  Angiography 
Manuel  Viamonte,  Jr.,  M.D.,  Miami 
Beach,  Florida  (by  invitation) 

Professor  of  Radiology,  University  of 
Miami  School  of  Medicine 

4.  Radioisotopes 

Henry  N.  Wagner,  Jr.,  M.D.,  Balti- 
more, Maryland  (by  invitation) 

Professor  of  Radiology  and  Radiologic 
Science,  The  Johns  Hopkins  Medical 
Institutions 

5.  Panel  Discussion 
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Tuesday,  February  11,  1969,  2:00  P.M.  Wednesday,  February  12, 1969,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor  Royal  Ballroom  A,  Second  Floor 


Symposium  and  Panel  Discussion: 

GASTROENTEROLOGY  FOR  THE  PHY- 
SICIAN AND  SURGEON  IN  PRACTICE 

0 continued ) 

Experimental  Therapeutic  Concepts 

1.  Plasmapheresis  and  Exchange 
Transfusions  for  Acute  Hepatic  Failure 
with  Coma 

Charles  Trey,  M.D.,  Boston,  Massa- 
chusetts (by  invitation ) 

Harvard  University  Medical  School 

2,  New  Organs  for  Old 

A.  Liver  Homotransplantation 

Lawrence  Brettschneider,  M.D., 
Denver,  Colorado  (by  invitation) 

Associate  Professor  of  Surgery, 
University  of  Colorado  School  of 
Medicine 

B.  Immunology 

Richard  O.  Bicks,  M.D.,  Memphis, 
Tennessee  (by  invitation ) 

University  of  Tennessee  College  of 
Medicine 

C.  Pancreas  and  Intestinal  Trans- 
plantation 

Richard  C.  Lillehei,  M.D.,  Min- 
neapolis, Minnesota  (by  invitation) 
Associate  Professor  of  Surgery,  Uni- 
versity of  Minnesota  Medical  School 

Panel  Discussion 

Thomas  P.  Almy,  M.D.,  Moderator, 
Hanover,  New  Hampshire  (by  invita- 
tion) 

Chairman,  Department  of  Medicine, 
Dartmouth  Medical  College 


Symposium  and  Panel  Discussion: 

NEUROLOGIC  COMPLICATIONS  AC- 
COMPANYING OTHER  DISEASE  STATES 

Robert  J.  Joynt,  M.D.,  Rochester,  Modera- 
tor 

Professor  of  Neurology,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry; 

Neurologist-in-Chief,  Strong  Memorial 

Hospital 

1.  Neurologic  Complications  of  Drugs 
and  Toxins 

Russell  N.  DeJong,  M.D.,  Ann  Arbor, 

Michigan  (by  invitation) 

Professor  and  Chairman,  Department  of 
Neurology,  University  of  Michigan  Med- 
ical School 

2.  Neurologic  Manifestations  of  Systemic 
Disease 

David  Green,  M.D.,  Albany 

Associate  Professor  of  Neurology,  Al- 
bany Medical  College  of  Union  Univer- 
sity 

3.  Neurologic  Complications  of  Infec- 
tions 

Richard  Satran,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry 

4.  Neurologic  Complications  of  Neo- 
plasms 

David  O.  Marsh,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry 
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SECTIONS  AND  SESSIONS 

All  papers  read  before  the  Society  by  mem- 
bers become  the  property  of  the  Society.  The 
original  copy  of  each  paper  shall  be  left  with 
the  Secretary  of  the  Section  or  Session . 

Discussers  should  have  their  remarks  typed 
and  should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin 
promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of 
business,  election  of  officers.  “ To  partici- 
pate in  the  election  of  any  section,  a member 
must  register  with  such  section.” — Bylaws, 
Chapter  XII,  Section  3 

SECTION  ON 

Allergy 

Chairman Victor  L.  Cohen,  M.D.,  Erie 

Vice-Chairman 

John  T.  Connell,  M.D.,  New  York 

Secretary Samuel  Bloom,  M.D.,  Kings 

Delegate. . . Bernard  B.  Siegel,  M.D.,  Queens 

Sunday,  February  9/10:00  A.M. /Versailles  Terrace, 
Second  Floor 

1.  Differentiation  of  Asthma  from  Em- 
physema by  Mid-Plane  Full-Chest  To- 
mography and  Other  Technics 

Thomas  E.  Van  Metre,  Jr.,  M.D.,  Balti- 
more, Maryland  (by  invitation ) 

Assistant  Professor  of  Medicine,  The  Johns 
Hopkins  Medical  School;  Phvsician-in- 
Charge,  Adult  Allergy  Clinic,  The  Johns 
Hopkins  Hospital 

It  is  important  to  differentiate  asthma  from 
emphysema  because  these  two  conditions  differ 
in  etiology,  prognosis,  and  treatment.  This 
often  difficult  problem  can  usually  be  solved  by 
judicious  interpretation  and  correlation  of  the 
results  of  various  tests,  particularly  physical 
examination,  mid-plane  full-chest  tomography, 
diffusing  capacity,  and  sputum  eosinophil 
content. 

Discussants: 

John  T.  Connell,  M.D.,  New  York  City 
Associate  in  Allergy,  Roosevelt  Hospital 
David  Merksamer,  M.D.,  Brooklyn 
Attending  in  Allergy,  Jewish  Hospital 

2.  Status  Asthmaticus  and  the  Respiratory 
Intensive  Care  Unit 

Carl  E.  Arbesman,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Medicine 
and  Microbiology,  State  University  of  New 
York  at  Buffalo,  School  of  Medicine; 
Director,  Allergy  Research  Laboratory, 
Buffalo  General  Hospital 


Discussants 

Murray  Dworetzky,  M.D.,  New  York 
City 

President,  American  Academy  of  Allergy 
Frederick  R.  Brown,  M.D.,  New  York 
City 

SECTION  ON 

Anesthesiology 

Chairman 

William  B.  McCafferty,  M.D.,  Schenectady 
Vice-Chairman . .Sara  Joffe,  M.D.,  New  York 

Secretary Gertie  F.  Marx,  M.D.,  Bronx 

Delegate Victor  J.  Tofany,  M.D.,  Monroe 

Sunday,  February  9/10:00  A.M. /Royal  Ballroom  A, 
Second  Floor 

THE  E.  DEAN  BABBAGE,  M.D.,  MEMO- 
RIAL LECTURE 

1.  Reflections  on  Some  Problems  in  Anes- 
thesiology 

E.  M.  Papper,  M.D.,  New  York  City 

Professor  of  Anesthesiology,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

Introduced  by  Edgar  H.  Bachrach,  M.D., 
Scarsdale  Past  President,  New  York  State 
Society  of  Anesthesiology 

2.  Anesthetic  Management  of  Uremic  Pa- 
tients and  Those  Undergoing  Allotrans- 
plantation of  Kidney 

Toshio  Fujita,  M.D.,  Brooklyn  (by  invita- 
tion) 

Assistant  Professor  of  Anesthesiology,  State 
University  of  New  York  Downstate  Medi- 
cal Center 

Masao  Miyazak,  M.D.,  Brooklyn  (by  in- 
vitation) 

Professor  and  Chairman,  Department  of 
Anesthesiology,  Kyoto  Prefectural  Uni- 
versity of  Medicine,  Kyoto,  Japan 

The  authors  present  the  results  of  a study 
of  35  patients  undergoing  kidney  transplanta- 
tion, with  discussion  of  circulatory,  respira- 
tory, and  metabolic  changes.  All  of  these  pa- 
tients were  suffering  from  chronic  nephritis, 
with  uremia,  or  with  severe  metabolic  acido- 
sis. The  characteristic  changes  preopera- 
tively  in  these  patients  were  hyperpotassemia 
and  hyponatremia  associated  with  increased 
inorganic  phosphate. 

These  operations  were  performed  mainly 
under  continuous  spinal  anesthesia,  supple- 
mented with  a sleeping  dose  of  thiopental, 
sodium  gammahydroxybutyrate,  and  nitrous 
oxide-oxygen.  Pretreatment  by  either  hemo- 
dialysis or  peritoneal  dialysis  is  essential  in  the 
authors’  experience  for  the  preoperative  cor- 
rection of  electrolyte  imbalance  and  correc- 
tion of  blood  pH  and  base  deficits.  The  cor- 
relation between  lactate,  pyruvate,  excess 
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lactate,  blood  urea  nitrogen,  and  creatinine 
levels,  and  the  success  of  transplantation  will 
also  be  discussed. 

Discussion:  Edith  R.  Kepes,  M.D.,  The 
Bronx 

Associate  Professor  of  Anesthesiology,  Al- 
bert Einstein  College  of  Medicine  of 
Yeshiva  University 

3.  Comparison  of  the  Effects  of  RO  5-6901, 
Pentobarbitone,  and  Pethidine  on  the 
Respiratory  Response  to  Carbon  Dioxide 

H.  Finn,  M.D.,  Brooklyn  (by  invitation) 
Instructor  in  Anesthesiology,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

Stephen  N.  Steen,  M.D.,  Brooklyn 

Associate  Professor  of  Anesthesiology,  State 
University  of  New  York  Downstate  Medi- 
cal Center 

Robert  Cohen,  Brooklyn  (by  invitation ) 
Medical  Student,  State  University  of  New 
York  Downstate  Medical  Center 

Six  healthy  volunteers  were  used  in  the 
quantitative  assessment  of  their  respiratory 
responses  following  oral  administration  of  45 
mg.  of  a new  sedative  (RO  5-6901).  Each  sub- 
ject also  received  orally  100  mg.  pentobarbitone 
and  200  mg.  pethidine  alone.  A modified  re- 
breathing carbon  dioxide-challenge  technic  was 
used  for  this  purpose  because  it  allowed  for  the 
continuous  recording  of  increasing  PeC02  (ex- 
piratory carbon  dioxide  pressure)  levels  in  the 
body  with  the  least  discomfort  for  the  awake 
subject.  The  respiratory  stimulus  response 
curves  were  plotted  at  varying  intervals  up  to 
four  hours  after  ingestion  of  the  drug.  Dis- 
placements in  millimeters  PrC02  at  postdrug 
time  intervals  of  one-third,  one,  two,  three,  and 
four  hours  will  be  presented,  and  the  data  will 
be  subjected  to  statistical  analysis  using  stu- 
dent’s t test.  The  results  will  be  discussed  as 
they  pertain  to  the  clinical  management  of 
surgical  patients. 

4.  Intravenous  Lidocaine  as  an  Adjunct  to 
General  Anesthesia  for  Endoscopy 

Alfred  T.  C.  Peng,  M.D.,  New  York  City 
Assistant  Attending  Anesthesiologist,  St. 
Luke’s  Hospital  Center 

Discussion:  Stanley  Whitfield,  M.D.,  New 
York  City 

Director  of  Otolaryngology,  St.  Luke’s 
Hospital  Center 

5.  The  Anesthesiologist’s  Role  in  a Modern 
Cardiopulmonary  Resuscitation  Program 
in  a Teaching  Hospital 

William  Evers,  M.D.,  Syracuse 

Professor  of  Anesthesiology,  State  Univer- 
sity of  New  York  Upstate  Medical  Cen- 
ter at  Syracuse 

Discussion:  Louis  R.  Orkin,  M.D.,  The 
Bronx 


Professor  and  Chairman,  Department  of 
Anesthesiology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

6.  Fatal  Complications  in  Muscular  Dys- 
trophic Patients 

Antonio  Boba,  M.D.,  Utica 

Anesthesiologist,  The  Faxton  Hospital 

Two  instances  of  acute  cardiac  failure,  rapidly 
terminated  by  death,  were  observed  following 
anesthesia  for  trivial  surgical  procedures  in  2 
children  suffering  from  muscular  dystrophy. 
The  incidents  will  be  related  in  detail.  A brief 
classification  of  the  primary  myopathies  will 
be  given.  The  discussion  of  physiologic  alter- 
ations of  the  patient  with  muscular  dystrophy 
that  are  of  import  to  the  anesthetist  will  cover 
thoroughly  the  respiratory,  cardiovascular,  and 
gastrointestinal  systems.  Criteria  for  proper 
selection  of  anesthetic  agents  and  technics  will 
be  outlined.  A brief  survey  of  the  compara- 
tive pathologic  characteristics  of  muscular 
dystrophy  will  close  the  report. 

Discussion:  Francis  E.  Foldes,  M.D.,  The 
Bronx 

Professor  of  Anesthesiology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  Uni- 
versity; Chief  of  Anesthesiology,  Monte- 
fiore  Hospital  and  Medical  Center 

SECTION  ON 

Chest  Diseases 

Chairman 

Eli  H.  Rubin,  M.D.,  Bronx  ( deceased ) 

Vice-Chairman.  .David  M.  Spain,  M.D.,  Kings 

Secretary Harry  Golembe,  M.D.,  Sullivan 

Delegate 

Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  11/9:00  A.M./Versailles  Ball- 
room, Second  Floor 

1.  Pericardiectomy  with  Cardiopulmonary 
Bypass 

Lari  A.  Attai,  M.D.,  The  Bronx 

Instructor  in  Surgery,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University; 
Adjunct  Attending  in  Cardiothoracic  Sur- 
gery, Montefiore  Hospital  and  Medical 
Center 

George  Robinson,  M.D.,  The  Bronx 

Assistant  Clinical  Professor  of  Surgery, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University;  Attending-in-Charge, 
Cardiac  Surgery,  Montefiore  Hospital  and 
Medical  Center 

2.  Wegner’s  Granulomatosis:  A Review 

Emphasizing  Unusual  Features 

Heywood  Y.  Epstein,  M.D.,  New  York 
City  (by  invitation) 

Assistant  Professor  of  Radiology,  New  York 
University  School  of  Medicine 
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Thomas  H.  Lee,  M.D.,  New  York  City  (by 
invitation) 

Instructor  in  Radiology,  New  York  Uni- 
versity School  of  Medicine 
Melvin  H.  Becker,  M.D.,  New  York  City 
Associate  Professor  of  Radiology,  New 
Yoxk  University  School  of  Medicine 

3.  Angiographic  Findings  in  the  Prolapsing 
Mitral  Leaflet  Syndrome 

Richard  J.  Fleming,  M.D.,  New  York  City 
Associate  Professor  of  Radiology,  Cornell 
University  Medical  College;  Associate 

Attending  Radiologist,  The  New  York 

Hospital 

Herman  Grossman,  M.D.,  New  York  City 
(by  invitation) 

Associate  Professor  of  Radiology,  Cornell 
University  Medical  College;  Associate 

Attending  Radiologist,  The  New  York 

Hospital 

Aaron  Levin,  M.D.,  New  York  City  (by  in- 
vitation) 

Assistant  Professor  of  Pediatrics,  Cornell 
University  Medical  College;  Assistant 

Attending  Pediatrician,  The  New  York 

Hospital 

4.  Angiographic  Manifestations  of  Cardiac 
Trauma 

Harold  Moskowitz,  M.D.,  Brooklyn  (by 
invitation) 

Assistant  Professor  of  Radiology,  State 

University  of  New  York  Downstate  Medi- 
cal Center 

Emil  Balthazar,  M.D.,  Brooklyn  (by  invita- 
tion) 

Instructor  in  Radiology,  State  University 
of  New  York  Downstate  Medical  Center 
Edward  Smith,  M.D.,  Brooklyn  (by  invita- 
tion) 

Instructor  in  Radiology,  State  University 
of  New  York  Downstate  Medical  Center 


SECTION  ON 

Dermatology  and  Syphilology 


Chairman 

Douglas  P.  Torre,  M.D.,  New  York 

Vice-Chairman . . .HansF.  Kipping,  M.D.,  Erie 

Secretary 

Charles  P.  DeFeo,  M.D.,  New  York 

Delegate Joseph  J.  Russo,  M.D.,  Albany 


Monday,  February  10/9:00  A. M. /Royal  Ballroom  B, 
Second  Floor 

Symposium — One  Hundred  Years  of  Derma- 
tology 

1.  The  New  York  Dermatological  Society: 
The  First  Hundred  Years  — 1869-1969 


Anthony  C.  Cipollako,  M.D.,  New  York 
City 

Emeritus  Clinical  Professor  of  Medicine 
(Dermatology),  Cornell  University  Medi- 
cal College;  Consulting  Dermatologist, 
The  New  York  Hospital 

The  New  York  Dermatological  Society  was 
founded  on  May  18,  1869.  It  is  the  oldest 
dermatologic  society  in  the  world.  Its  mem- 
bers have  been  outstanding  dermatologists  who 
have  contributed  greatly  to  the  scientific  and 
practical  aspects  of  this  medical  specialty. 
Since  the  earliest  days  of  its  founding,  members 
of  the  New  York  Dermatological  Society  were 
active  participants  in  organized  medicine. 
They  were  among  the  founders  of  various  local, 
regional,  national,  and  international  dermato- 
logic societies  and  were  particularly  prominent 
in  the  organization  of  the  American  and  Atlan- 
tic Dermatological  Societies  and  the  American 
Academy  of  Dermatology.  The  accomplish- 
ments and  the  contributions  of  the  Society  and 
some  of  its  more  illustrious  members  will  be 
reviewed  briefly. 

2.  Bullous  Diseases:  The  Changing  As- 

pects in  the  Past  One  Hundred  Years 

Charles  P.  DeFoe,  Jr.,  M.D.,  New  York 
City 

Associate  Clinical  Professor  of  Derma- 
tology, New  York  University  School  of 
Medicine 

The  history  of  how  the  various  bullous  dis- 
eases have  changed  in  the  past  one  hundred 
years  will  be  traced.  Along  with  the  improving 
diagnostic  steps,  therapy  will  also  be  stressed 
since  this  has  greatly  changed,  thereby  influenc- 
ing the  prognosis.  Many  improvements  have 
resulted  but  many  remain  still  to  be  discovered. 
What  is  ahead  in  the  future  will  be  the  subject  of 
speculation. 

Discussion:  Maurice  Stone,  M.D.,  Syra- 

cuse 

Chief  of  Dermatology,  St.  Joseph’s  Hospi- 
tal 

3.  Painful  Feet:  New  Ways  to  Manage 

Old  Problems 

Royal  M.  Montgomery,  M.D.,  New  York 
City 

Attending  and  Chief  of  Dermatology 
Service,  The  Roosevelt  Hospital 

Although  anatomic  deviations  have  been 
apparent  in  feet,  it  is  only  recently  that  under- 
standing has  developed  on  how  these  shortened 
first  metatarsals  contribute  to  corns,  calluses, 
and  warts  and  how  to  alleviate,  even  eradicate, 
the  pain.  Painful  feet  deformed  by  improper 
shoes  and  disease  can  be  helped  by  pads  and 
devices. 

Discussion:  Joseph  E.  Milgram,  M.D.,  New 

York  City 

Professor  of  Clinical  Orthopedic  Surgery, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 
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4.  Dermatologic  Therapy:  Historical 

Advances 

John  T.  McCarthy,  M.D.,  New  York 
City 

Chief  of  Dermatology,  Lenox  Hill  Hospi- 
tal 

The  author  reviews  topical  and  systemic 
medicaments  used  in  dermatologic  therapy  over 
the  past  one  hundred  years.  Some  of  the  early 
principles  culled  from  the  oldest  transactions 
of  the  New  York  Dermatological  Society  have 
continued  application  today.  An  attempt  is 
made  to  present  a comprehensive  sketch  of  the 
evolution  of  therapy  in  a most  eventful  cen- 
tury. 

Discussion:  Joseph  Demis,  M.D.,  Albany 
(by  invitation) 

Professor  of  Dermatology,  Albany  Medical 
College  of  Union  University;  Dermatol- 
ogist-in-Charge,  Albany  Medical  Center 
Hospital 

Informal  Remarks:  Where  Do  We  Go  from 

Here? 

Albert  M.  Kligman,  M.D.,  Philadelphia, 
Pennsylvania  (by  invitation) 

Professor  of  Dermatology,  University  of 
Pennsylvania  School  of  Medicine 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman J.  Edwin  Alford,  M.D.,  Erie 

Vice-Chairman 

Michael  L.  Lepore,  M.D.,  New  York 

Secretary 

. . . .Richard  M.  Alexander,  M.D.,  Nassau 

Delegate 

. . .A.  W.  Martin  Marino,  Jr.,  M.D.,  Kings 


Tuesday,  February  11/9:00  A.M. /Royal  Ballroom  A, 
Second  Floor 

ALBERT  F.  R.  ANDRESEN 
MEMORIAL  LECTURE 

1.  Small  Bowel  Disease:  Past,  Present, 

and  Future 

James  F.  Phillips,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Medicine, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine;  Assistant  Physician, 
Buffalo  General  Hospital 

2.  Altered  Sensitivity  to  Bacterial  Endo- 
toxin in  Experimental  Liver  Disease 

James  P.  Nolan,  M.D.,  Buffalo  (by  invita- 
tion) 

Associate  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine;  Attending  Physician,  Buffalo 
General  Hospital 

J.  Panel  Discussion — Relief  of  Pain  Associ- 


ated with  Metastatic  Disease  in  Colon  and 
Rectal  Cancer 

Maus  W.  Stearns,  Jr.,  M.D.,  New  York 

(Moderator) 

Assistant  Clinical  Professor  of  Surgery, 
Cornell  University  Medical  College;  As- 
sociate Attending,  Colon  and  Rectal  Serv- 
ice, Memorial  Hospital  for  Cancer  and 
Allied  Diseases 

Panelists 

Stuart  Quan,  M.D.,  New  York  City 

Associate  Professor  of  Surgery,  New  York 
Polyclinic  Medical  School  and  Hospital; 
Associate  Attending,  Colon  and  Rectal 
Service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases 

George  A.  Cohn,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Neurosur- 
gery, State  University  of  New  York  at 
Buffalo  School  of  Medicine;  Attending 
Neurosurgeon,  Buffalo  General  Hospital 

Richard  G.  Cooper,  M.D.,  Buffalo 

Clinical  Associate  in  Medicine,  State  Uni- 
versity of  New  York  at  Buffalo  School  of 
Medicine;  Clinical  Associate,  Buffalo  Gen- 
eral Hospital 

Rita  G.  Jacobs,  M.D.,  New  York  City 
Attending  Anesthesiologist,  Memorial  Hos- 
pital for  Cancer  and  Alhed  Diseases;  As- 
sistant Professor  of  Anesthesiology,  Cornell 
University  Medical  College 

4.  Panel  Discussion — Chronic  Ulcerative  Co- 
litis Versus  Crohn’s  Disease  of  the  Colon 

Jack  W.  McElwain,  M.D.,  Bethpage  (Mod- 
erator) 

Chief  of  Proctology  Service,  Mid-Island 
Hospital;  Associate  in  Surgery  and  Proc- 
tology, Brunswick  General  Hospital,  Ami- 
tyville 

Panelists 

William  F.  Lipp,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Medicine, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine;  Attending  Physician, 
Buffalo  General  Hospital 

Richard  H.  Marshak,  M.D.,  New  York 

City 

Clinical  Professor  of  Radiology,  Mount 
Sinai  School  of  Medicine;  Associate  Radi- 
ologist, The  Mount  Sinai  Hospital 

Mario  Montes,  M.D.,  Buffalo  (by  invitation) 
Attending  Clinical  Pathologist,  Buffalo 
General  Hospital;  Associate  Professor  of 
Pathology,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 

Charles  B.  Ripstein,  M.D.,  Brooklyn 
Professor  of  Clinical  Surgery,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  Uni- 
versity; Director  of  Surgical  Service,  Brook- 
dale  Hospital  Center 
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SECTION  ON 

General  Practice 

Chairman Max  Cheplove,  M.D.,  Erie 

Vice-Chairman 

George  Liberman,  M.D.,  Kings 

Secretary.  . A.  John  Merola,  M.D., Onondaga 
Delegate 

. . Rudolf  H.  Steinharter,  M.D.,  Nassau 

Wednesday,  February  12/2:00  P.M. /Versailles  Ball- 
room, Second  Floor 

This  program  has  been  accepted  for  three  hours’ 
prescribed  credit  by  the  American  Academy  of 
General  Practice. 

Symposium — Diabetes 

1.  Management  of  Brittle  Diabetes 

Robert  F.  Bradley,  M.D.,  Boston,  Mas- 
sachusetts (by  invitation) 

Assistant  Clinical  Professor  of  Medicine, 
Harvard  Medical  School;  Senior  Associ- 
ate in  Medicine,  Peter  Bent  Brigham 
Hospital 

“Brittle”  diabetes  is  the  labile,  unstable, 
turbulent  behavior  of  this  condition  character- 
ized by  insulin  dependence  with  rapid  develop- 
ment of  hyperglycemia  and  ketoacidosis  in  the 
face  of  inadequate  insulin,  and  marked  sen- 
sitivity to  excessive  insulin  action  associated 
with  low  blood  glucose  levels  and  at  times  severe 
insulin  reaction.  Such  behavior  of  diabetes 
is  characteristic  sooner  or  later  in  the  vast 
majority  of  patients  with  onset  early  in  life  and 
in  many  adults,  tending  to  occur  with  greater 
frequency  as  duration  of  diabetes  increases. 
Three  broad  etiologic  factors  must  be  con- 
sidered: (1)  natural  course,  (2)  aggravating 

illness  or  environment,  and  (3)  inadequate 
management  by  the  patient  or  physician. 

The  etiologic  factors  will  be  discussed,  with 
emphasis  on  inadequate  management  as  the 
more  remediable.  A scheme  by  which  the 
pattern  of  blood  glucose  response  to  insulin  can 
lead  to  prompt  selection  of  proper  insulin  dis- 
tribution has  been  helpful  and  will  be  discussed 
in  detail. 

2.  Treatment  of  the  Adult  Diabetic 

Charles  Shuman,  M.D.,  Philadelphia, 
Pennsylvania  (by  invitation) 

Professor  of  Medicine,  Temple  Univer- 
sity School  of  Medicine;  Chief  of  Meta- 
bolic Service,  Temple  University  Hos- 
pital 

Oral  antidiabetic  agents  occupy  the  salient 
position  in  treatment  of  adult  diabetes:  diet 
alone,  20  per  cent;  insulin,  28  per  cent;  oral 
agents,  52  per  cent. 

Failures  in  glucose- lipid  regulation  occur 
frequently  in  patients  not  adhering  to  diet. 
Insulin-dependent  adult  diabetic  patients  are 
usually  nonobese,  younger,  or  stressed  patients. 
Nonketotic  diabetic  subjects,  unresponsive  to 


sulfonylurea,  receive  intermediately  acting 
insulins  in  schedules  devised  to  maintain  nor- 
moglycemia.  Ketotic  patients  receive  un- 
modified insulin  in  doses  dependent  on  the  level 
of  metabolic  decompensation,  with  subsequent 
control  on  intermediate  or  combined  insulins. 

Acute  complications  require  vigilant  atten- 
tion to  fluid-electrolyte  regulation,  nutrition, 
and  blood  sugar  control  with  insulin.  Practical 
and  simplified  technics  are  available  for  the 
various  clinical  patterns  of  diabetes. 

3.  Long-Term  Use  of  Oral  Agents  in 

Diabetes 

De  Witt  E.  De  Lawtf.r,  M.D.,  Washing 
ton  ,D.C.  (by  invitation) 

Clinical  Associate  Professor  of  Medicine, 
Georgetown  University  School  of  Medi- 
cine; Consultant  in  Medicine,  Suburban 
Hospital,  Bethesda,  Maryland 

From  a review  of  1,821  trials  of  diabetic 
patients  on  oral  therapy  for  hyperglycemia  dur- 
ing the  past  twelve  years,  65  per  cent  of  the 
patients  responded  satisfactorily.  Phenfor- 
min  is  the  drug  of  choice  in  those  obese  diabetic 
patients  who  do  not  respond  to  dietary  manage- 
ment. Patients  on  sulfonylurea  drugs  tended 
to  maintain  the  same  weight,  whereas  obese 
patients  receiving  phenformin,  either  alone  or  in 
combination  with  a sulfonylurea,  did  show 
weight  loss  as  a group.  The  longer  a hypo- 
glycemic agent  is  used,  the  greater  is  the  inci- 
dence of  secondary  failure.  Whether  or  not 
this  is  due  to  aging,  worsening  of  the  disease,  or 
tachyphylaxis  cannot  be  stated. 


SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman  . . . Robert  P.  Jessup,  M.D.,  Nassau 

Vice-Chairman 

Michael  A.  Young,  M.D.,  Monroe 

Secretary . . . James  G.  Wall,  M.D.,  New  York 
Delegate. . Thomas  J.  Doyle,  M.D.,  New  York 

Tuesday,  February  11/9:00  A.M.  and  2:00  P.M./ 
Versailles  Terrace,  Second  Floor 

JOINT  MEETING  WITH 

Section  on  Medical -Legal  and  Workmen’s 
Compensation  Matters 

Symposium  and  Panel  Discussion — What’s 
New  in  Occupational  Mental  Health? 

1.  Drug  Abuse  as  a Problem  in  Industry 
Howard  R.  Brown,  M.D.,  New  York  City 

Assistant  Professor  of  Medicine,  New 
York  University  School  of  Medicine; 
Assistant  Attending  in  Medicine,  Uni- 
versity Hospital 

2.  Contemporary  Workmen’s  Compensa- 
tion Decisions  in  Psychiatric  Disorders 
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Philip  J.  Lesser,  Esq.,  Washington,  D.C. 
(by  invitation) 

Chief  Attorney  for  Director  of  Bureau  of 
Employees’  Compensation,  United  States 
Department  of  Labor;  Chief  Attorney 
for  Hospital  Division  of  U.S.  Public 
Health  Service 

3.  New  Programs  for  the  Alcoholic  in 
Industry 

Robert  S.  Carson,  M.D.,  New  York  City 
Clinical  Instructor  in  Psychiatry,  Cornell 
University  Medical  School;  Psychiatric 
Consultant,  New  York  Telephone  Com- 
pany 

4.  Identification  of  Psychiatric  Disorder 
in  a Health  Screening  Program 

Royal  J.  Haskell,  Jr.,  Ph.D.,  Armonk 
(by  invitation) 

Program  Manager,  Applied  Medical 
Research,  International  Business  Ma- 
chines 

SECTION  ON 

Internal  Medicine 

Chairman Virgil  H.  F.  Boeck,  M.D.,  Erie 

Vice-Chairman 

. . . .Edward  H.  Robitzek,  M.D.,  Richmond 
Secretary . . .Robert  Schwinger,  M.D.,  Queens 
Delegate.  . . .John  R.  Williams,  M.D.,  Monroe 

Wednesday,  February  12/9:00  A.M. /Royal  Ballroom 
A,  Second  Floor 

JOINT  MEETING  WITH 

New  York  State  Society  of 
Internal  Medicine 

Symposium  and  Panel  Discussion — The  Kidney 

Albert  L.  Rubin,  M.D.,  New  York  City, 
Moderator 

Associate  Professor  of  Surgery  and  Bio- 
chemistry, Cornell  University  Medical 
College 

1.  Normal  Anatomy  and  Fine  Structure 
of  the  Kidney 

Johannes  A.  G.  Rhodin,  M.D.,  New  York 
City  (by  invitation) 

Professor  and  Chairman,  Department  of 
Anatomy,  New  York  Medical  College 

2.  Physiology  of  the  Nephron 
Stanley  E.  Bradley,  M.D.,  New  York 
City  (by  invitation) 

Professor  and  Chairman,  Department  of 
Medicine,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 

3.  Diagnosis  and  Treatment  of  Acute, 
Subacute,  and  Chronic  Glomerulone- 
phritis 

Kurt  Lange,  M.D.,  New  York  City 
Professor  of  Medicine,  Professor  of 


Clinical  Pediatrics,  New  York  Medical 
College 

4.  The  Diabetic  Kidney 

Paul  Kimmelstiel,  M.D.,  Oklahoma  City, 
Oklahoma  (by  invitation) 

Department  of  Pathology,  The  Univer- 
sity of  Oklahoma  Medical  Center 

5.  Pathophysiology  and  Treatment  of 
Renal  Failure 

Norman  Deane,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New 
York  Medical  College 

6.  Kidney  Transplants 

David  M.  Hume,  M.D.,  Richmond,  Vir- 
ginia (by  invitation) 

Stuart  McGuire  Professor  and  Chairman, 
Department  of  Surgery,  Medical  College 
of  Virginia 

Panelists 

Johannes  A.  G.  Rhodin,  M.D.,  New  York 
City 

Stanley  E.  Bradley,  M.D.,  New  York 
City 

Norman  Deane,  M.D.,  New  York  City 
Kurt  Lange,  M.D.,  New  York  City 
David  M.  Hume,  M.D.,  Richmond,  Vir- 
ginia 

This  program  was  made  possible  through  grants- 
in-aid  from  the  Postgraduate  Program,  Merck, 
Sharp  & Dohme;  Smith,  Kline  & French  Lab- 
oratories; E.  R.  Squibb  & Sons;  The  Upjohn 
Company;  and  Eli  Lilly  and  Company. 


SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters 

Chairman.  .John  F.  Devlin,  M.D.,  New  York 
Vice-Chairman . Carl  F.  Freese,  M.D.,  Nassau 
Secretary . .Max  N.  Howard,  M.D.,  New  York 
Delegate Irvin  Klein,  M.D.,  New  York 

Tuesday,  February  11/9:00  A.M.  and  2:00  P.M/ 
Versailles  Terrace,  Second  Floor 

JOINT  MEETING  WITH 

Section  on  Industrial  Medicine 
and  Surgery 

(see  page  53) 

SECTION  ON 

Neurology  and  Psychiatry 

Chairman S.  Mouchly  Small,  M.D.  Erie 

Vice-Chairman . .Charles  F.  Nicol,  M.D.,  Erie 

Secretary Milton  Tarlau,  M.D.,  Queens 

Delegate Wilfred  Dorfman,  M.D.,  Kings 
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Monday,  February  10/2:00  P.M./Royal  Ballroom  B, 

Second  Floor 

Symposium  and  Panel  Discussion — Hysteria 

1.  Historical  Survey  and  Re-evaluation 
of  the  Concept  of  Hysteria 

S.  Mouchly  Small,  M.D.,  Buffalo 

Professor  and  Chairman,  Department  of 
Psychiatry,  State  University  of  New  York 
at  Buffalo  School  of  Medicine;  Medical 
Coordinator,  Psychiatry,  Edward  J. 
Meyer  Memorial  Hospital 

2.  The  Relationship  of  Conversion  and 
Dissociative  Processes  to  Hysteria 

Richard  L.  Frank,  M.D.,  New  York  City 
Clinical  Professor  of  Psychiatry,  Mount 
Sinai  School  of  Medicine;  Associate 
Psychiatrist,  The  Mount  Sinai  Hospi- 
tal 

3.  Somatic  Expressions  and  Conse- 
quences of  Conversion  Reactions 

Arthur  H.  Schmale,  Jr.,  M.D.,  Rochester 
Associate  Professor  of  Psychiatry  and 
Medicine,  University  of  Rochester  School 
of  Medicine  and  Dentistry;  Senior  Asso- 
ciate Physician,  Strong  Memorial 
Hospital 

4.  Medical  and  Neurologic  Masks  of 
Hysteria 

Charles  F.  Nicol,  M.D.,  Buffalo 

Assistant  Professor  of  Neurology,  State 
University  of  New  York  at  Buffalo 
School  of  Medicine;  Associate  Attending 
in  Neurology,  Edward  J.  Meyer  Memo- 
rial Hospital 

5.  Psychotherapeutic  Approaches  to  the 
Treatment  of  Hysteria 

Melvin  A.  Scharfman,  M.D.,  Great 

Neck 

Assistant  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate 
Medical  Center;  Director  of  Residency 
Training,  Psychiatry,  Kings  County 
Hospital  Center 

Panelists 

Jimmie  C.  B.  Holland,  M.D.,  Buffalo 
Attending  Psychiatrist,  Edward  J.  Meyer 
Memorial  Hospital 

Wilfred  Dorfman,  M.D.,  Brooklyn 

SECTION  ON 

Obstetrics  and  Gynecology 


Chairman.  .Arthur  Hengerer,  M.D.,  Albany 
Vice-Chairman.  .Donald  W.  Hall,  M.D.,  Erie 
Secretary . . .Arnold  N.  Fenton,  M.D.,  Nassau 
Delegate.  .Merton  C.  Hatch,  M.D.,  Onondaga 


Monday,  February  10/9:00  A.M./Royal  Ballroom  A, 
Second  Floor 


JOINT  MEETING  WITH 

Section  on  Urology 


1.  Symposium  and  Panel  Discussion — Vesico- 
vaginal and  Ureterovaginal  Fistula 

Arthur  D.  Hengerer,  M.D.,  Albany, 

Moderator 

Associate  Professor  of  Obstetrics  and  Gyne- 
cology, Albany  Medical  College  of  Union 
University 

Imre  V.  Magoss,  M.D.,  Buffalo,  Moderator 
Professor  of  Urology,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

Management  of  Immediate  Injuries  to 

Ureter  and  Bladder 

Henry  C.  Falk,  M.D.,  New  York  City 
Visiting  Lecturer  in  Obstetrics  and 
Gynecology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University;  Direc- 
tor Emeritus,  Gynecology,  French  and 
Beth  Israel  Hospitals 

The  anatomy  of  the  ureter,  from  the  gynecol- 
ogist’s standpoint,  and  the  prevention  and 
immediate  management  of  injuries  to  the  ureter 
are  presented.  The  anatomy  of  the  cervix, 
uterus,  and  bladder,  showing  where  and  how  the 
injuries  to  the  bladder  occur  during  hysterec- 
tomy, is  also  presented;  and  the  prevention  of 
such  injuries  and  their  immediate  management 
when  they  occur  are  described. 

Delayed  Management  of  Injuries  to  Ure- 
ter and  Bladder 

Keith  M.  Waterhouse,  M.D.,  Brooklyn 
Professor  of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center; 
Director  of  Urology,  Kings  County 
Hospital  Center 

The  management  of  those  injuries  in  which 
recognition  is  delayed  or  in  which  a fistula 
develops  in  the  postoperative  course  is  con- 
sidered. 

2.  Symposium  and  Panel  Discussion — Uri- 
nary Stress  Incontinence  in  the  Female 

Arthur  D.  Hengerer,  M.D.,  Albany, 

Moderator 

Imre  V.  Magoss,  M.D.,  Buffalo,  Moderator 

Problems  in  the  Diagnosis  of  Urinary 

Stress  Incontinence 

Curtis  V.  Lund,  M.D.,  Rochester 

Professor  of  Obstetrics  and  Gynecology, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry 

Varieties  of  urinary  incontinence  are  confused 
with  stress  incontinence.  Certain  basic  points 
in  the  history  and  clinical  examination  are  often 
overlooked.  As  a result,  many  so-called  surgi- 
cal failures  are  not  the  result  of  inadequate  or 
improper  surgery;  instead  they  are  the  result  of 
diagnostic  failure.  There  are  certain  points 
in  the  history  which  are  of  great  importance  in 
arriving  at  a proper  diagnosis.  These  will  be 
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stressed,  and  the  proper  use  of  diagnostic  tests 
will  be  considered. 

The  Operative  Approach  to  Stress  Incon- 
tinence in  the  Female 

John  H.  McGovern,  M.D.,  New  York 
City 

Clinical  Associate  Professor  of  Surgery, 
Cornell  University  Medical  College 


SECTION  ON 

Orthopedic  Surgery 


Acting  Chairman 

David  G.  Murray,  M.D.,  Onondaga 

Secretary.  . . .Monroe  Schneider,  M.D.,  Kings 

Delegate 

. Frederick  Lee  Liebolt,  M.D.,  New  York 


Tuesday,  February  11/9:00  A.M./Royal  Ballroom  B, 
Second  Floor 

1.  Compression  Plate  Fixation  in  Selected 
Fresh  Fractures  of  the  Upper  Extremity 

Peter  T.  Naiman,  M.D.,  New  York  City 
Associate  in  Orthopedics,  Mount  Sinai 
School  of  Medicine 

Albert  J.  Schein,  M.D.,  New  York  City 
Professor  of  Clinical  Orthopedics,  Mount 
Sinai  School  of  Medicine 

Robert  S.  Siffert,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Orthopedics,  Mount  Sinai  School  of  Medi- 
cine 

The  A-O  compression  plate  was  used  accord- 
ing to  the  technic  described  by  its  originators 
in  the  treatment  of  43  shaft  fractures  of  the 
upper  extremity.  The  time  required  for  bony 
consolidation  averaged  eleven  weeks  in  all 
cases  but  1,  which  united  after  five  months. 

Discussion:  Theodore  Papademetriou, 

M.D.,  Buffalo 

Associate  Professor  of  Orthopedic  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 

2.  Tarsal  Tunnel  Syndome:  Diagnosis  and 
Treatment 

William  G.  Edwards,  M.D.,  Albany 

Assistant  Professor  of  Orthopedic  Surgery, 
Albany  Medical  College  of  Union  Univer- 
sity 

Clinton  Robert  Lincoln,  M.D.,  Durham, 

North  Carolina  (by  invitation) 

Instructor  in  Orthopedic  Surgery,  Duke 
Medical  Center 

Frank  Bassett,  M.D.,  Durham,  North 

Carolina  (by  invitation) 

Assistant  Professor  of  Orthopedic  Surgery, 
Duke  Medical  Center 


J.  Leonard  Goldner,  M.D.,  Durham,  North 
Carolina  (by  invitation) 

Chairman  and  Professor,  Department  of 
Orthopedic  Surgery,  Duke  Medical  Center 

Compression  of  the  posterior  tibial  nerve  be- 
neath the  flexor  retinaculum  produces  signs  and 
symptoms  designated  as  “tarsal  tunnel”  syn- 
drome. Experience  with  17  patients  with  this 
syndrome  will  be  presented. 

Discussion:  Horton  L.  Murray,  M.D., 

Syracuse 

Clinical  Associate  Professor  of  Orthopedic 
Surgery,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

3.  Neurofibromatosis  and  Scoliosis:  Sig- 

nificance of  the  Short,  Angular  Spinal 
Curve 

Philip  D.  Wilson,  M.D.,  Jr.,  New  York  City 
Clinical  Professor  of  Surgery  (Orthopedics) , 
Cornell  University  Medical  College;  At- 
tending Orthopedic  Surgeon,  Hospital  for 
Special  Surgery 

Konstantin  P.  Veliskakis,  M.D.,  New  York 
City 

Clinical  Instructor  of  Surgery  (Ortho- 
pedics), Cornell  University  Medical  Col- 
lege; Orthopedic  Surgeon,  Outpatient  De- 
partment, Hospital  for  Special  Surgery 
David  B.  Levine,  M.D.,  New  York  City 
Clinical  Assistant  Professor  of  Surgery 
(Orthopedics),  Cornell  University  Medical 
College;  Assistant  Attending  Orthopedic 
Surgeon,  Hospital  for  Special  Surgery 

Fifty  patients  with  spinal  deformity  due  to 
neurofibromatosis  have  been  reviewed.  The 
importance  of  early  diagnosis  and  early  treat- 
ment in  the  prevention  of  serious  deformity  is 
stressed. 

Discussion:  John  A.  Dolan,  M.D.,  Albany 

(by  invitation) 

Instructor  in  Orthopedic  Surgery,  Albany 
Medical  College  of  Union  University 

4.  The  Value  of  Passive  Exercises  in  the 
Treatment  of  Frozen  Shoulder 

Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Associate  Professor  of  Surgery  (Ortho- 
pedics), Cornell  University  Medical  Col- 
lege; Attending  Orthopedic  Surgeon,  Hos- 
pital for  Special  Surgery 

Disability  from  frozen  shoulder  is  frequently 
severe  and  prolonged.  A method  of  passive 
stretching  that  has  proved  effective  in  restoring 
function  is  presented. 

Discussion:  Paul  M.  Clark,  M.D.,  Al- 

bany 

Clinical  Associate  Professor  of  Orthopedic 
Surgery,  Albany  Medical  College  of  Union 
University 

5.  Hamstring  Transfers  in  Cerebral  Palsy: 
Long-Term  Follow-Up 
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Robert  E.  Porter,  M.D.,  Syracuse 

Assistant  Professor  of  Orthopedic  Surgery, 
State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse 

Hamstring  transfers  in  cerebral  palsy  per- 
formed from  1955  to  1963  were  reviewed. 
Eighty-two  knee  operations  in  47  patients  were 
studied.  The  results  of  surgery  will  be  pre- 
sented and  illustrated  with  a film. 

Discussion:  Leo  J.  Koven,  M.D.,  Brooklyn 

Lecturer  in  Orthopedic  Surgery,  State 
University  at  New  York  Downstate  Medi- 
cal Center;  Chief  of  Orthopedic  Surgery, 
Jewish  Hospital  and  Medical  Center 


SECTION  ON 

Ophthalmology 

Chairman.  . . . Frank M.  Green,  M.D.,  Nassau 

Vice-Chairman 

Robert  E.  Kennedy,  M.D.,  Monroe 

Secretary 

. . .Richard  C.  Troutman,  M.D.,  New  York 
Delegate. . . .Philip  H.  Landers,  M.D.,  Broome 

Wednesday,  February  12/9:00  A. M. /Royal  Ball- 
room B,  Second  Floor 

1.  Symposium  and  Panel  Discussion — Micro- 
surgery 

Application  of  Ultrasonics  to  the  Micro- 
surgery of  Cataracts:  Present  Status  of 

Cryosurgery  of  Cataracts 

Charles  Kelman,  M.D.,  New  York  City 
Director,  Investigative  Cataract  Re- 
search; Attending  Ophthalmologist, 
Manhattan  Eye  and  Ear  Hospital 

Microsurgery  of  Congenital  Cataract 
Austin  I.  Fink,  M.D.,  Brooklyn 

Associate  Professor  of  Ophthalmology, 
State  University  of  New  York  Downstate 
Medical  Center 

Microsurgery  of  the  Cornea 

Richard  C.  Troutman,  M.D.,  New  York 
City 

Head  and  Professor,  Department  of 
Ophthalmology,  State  University  of  New 
York  Downstate  Medical  Center 

Microsurgery  of  Adult  Cataract 

Murray  A.  Meltzer,  M.D.,  New  York 
City 

Associate  Attending  Ophthalmologist, 
Manhattan  Eye  and  Ear  Hospital 

2.  Symposium  and  Panel  Discussion — Treat- 
ment of  Vascular  Diseases  of  the  Macula 

Bernard  Kronenberg,  M.D.,  New  York 
City,  Moderator 

Associate  Clinical  Professor  of  Ophthal- 
mology, New  York  Medical  College; 


Associate  Attending  Ophthalmologist,  New 
York  Eye  and  Ear  Infirmary 

Diagnosis:  Pathophysiology  and  Indica- 

tions for  Treatment 

George  N.  Wisb,  M.D.,  New  York  City 
Professor  of  Ophthalmology,  New  York 
University  School  of  Medicine 

Fluorescein  Tests,  Cases,  Treatments, 
and  Results 

Charles  J.  Campbell,  M.D.,  New  York 
City 

Assistant  Professor  of  Ophthalmology, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

Recent  Advances  in  Treatment  of  New 
Blood  Vessel  Formations  in  Retina 

Ruth  S.  Long,  M.D.,  New  York  City 
Assistant  Professor  of  Clinical  Oph- 
thalmology, New  York  Medical  College 


SECTION  ON 

Otolaryngology 

Chairman . . . Francis  X.  Ipolyi,  M.D.,  Franklin 

Vice-Chairman 

William  F.  Robbett,  M.D.,  New  York 

Secretary 

. ..  .Edwin  I.  Cleveland,  M.D.,  Westchester 
Delegate. . . David  W.  Brewer,  M.D.,  Onondaga 

Wednesday,  February  12/2:00  P.M. /Versailles  Ter- 
race, Second  Floor 

1.  Use  of  Wire  in  the  Repair  of  the  Ossicu- 
lar Chain 

Richard  J.  Bellucci,  M.D.,  New  York  City 
Chairman,  Department  of  Otolaryngology, 
New  York  Medical  College 

2.  Stapes  Surgery:  A Current  Appraisal 

Wesley  H.  Bradley,  M.D.,  Syracuse 

Clinical  Assistant  Professor  of  Otolaryn- 
gology, State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

3.  Use  of  Homograft  Tympanic  Membrane 
Transplant  in  Tympanoplasty 

Edward  C.  Brandow,  M.D.,  Albany 

Clinical  Assistant  Professor  of  Surgery, 
Albany  Medical  College  of  Union  Univer- 
sity 

4.  A One-Stage  Operation  for  Reconstruc- 
tion of  the  Gullet  with  Anterior  Chest  Flap 

(film) 

John  J.  Conley,  M.D.,  New  York  City 
Clinical  Professor  of  Otolaryngology,  Col- 
lege of  Physicians  and  Surgeons  of  Colum- 
bia University;  Chief,  Head  and  Neck 
Surgery,  St.  Vincent’s  Hospital 

5.  Use  of  Indwelling  Tubes  in  the  Palliative 
Treatment  of  Obstructing  Inoperable  Eso- 
phageal Carcinoma 
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John  P.  Frazer,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of 
Otolaryngology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

6.  Panel  Discussion - — Diagnostic  Problems  of 
Head  and  Neck  Surgery 

John  M.  Lore,  M.D.,  Buffalo 

Professor  and  Chairman,  Department  of 
Otolaryngology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

Panelists 

Glenn  Leak,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Jean  G.  Haar,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Otolaryn- 
gology, State  University  of  New  York  at 
Buffalo  School  of  Medicine 
Samuel  Shatkin,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Plastic 
Surgery,  State  University  of  New  York 
at  Buffalo  School  of  Dentistry 

7.  Repair  of  Cervical  Esophagus  After 
Pharyngolaryngectomy 

Brian  Pickard,  M.D.,  London,  England 

(by  invitation) 

8.  Clinical  Experience  with  Dermografts  in 
the  Head  and  Neck 

George  F.  Reed,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of 
Otolaryngology,  State  University  of  New 
York  Upstate  Medical  Center  at  Syracuse 

9.  Surgery  for  Bilateral  Abductor  Vocal 
Cord  Paralysis 

William  F.  Robbett,  M.D.,  New  York  City 
Director  of  Otolaryngology,  Manhattan 
Eye,  Ear,  and  Throat  Hospital 


SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman 

William  C.  Schraft,  Jr.,  M.D.,  Westchester 

Vice-Chairman 

Glenn  J.  Copeland,  M.D.,  Ontario 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Delegate. . .John  J.  Clemmer,  M.D.,  New  York 

Wednesday,  February  12/9:00  A.M. /Versailles  Ter- 
race, Second  Floor 

1.  Laboratory  Diagnosis  in  Paraproteine- 
mia 

Herbert  Wohl,  M.D.,  The  Bronx 

Assistant  Professor  of  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 


Paraproteins  are  abnormally  homogeneous 
populations  of  serum  protein,  usually  immuno- 
globulins. They  occur  in  macroglobulinemia, 
most  cases  of  myeloma,  and  occasionally  in 
other  situations  in  which  they  occur  in  appar- 
ently normal  persons.  They  can  be  detected 
by  paper  electrophoresis,  but  classification  re- 
quires immunologic  studies,  such  as  immuno- 
electrophoresis  with  appropriate  antisera. 
Classification  (IgG,  IgA,  IgM)  is  dependent  on 
immunologic  specificity.  Certain  clinical  fea- 
tures are  dependent  on  both  concentration  and 
physical  properties,  such  as  hyperviscosity. 
Illustrations  of  methods,  classification,  and 
clinical-laboratory  correlations  are  provided. 

2.  Use  of  Frozen  Blood  for  Transfusion 
Purposes 

Julian  B.  Schorr,  M.D.,  New  York  City 
Vice  President-Director  of  Clinical  Services, 
The  Greater  New  York  Blood  Program 

A frozen  blood  deposit  of  10,000  units  is 
being  accumulated  at  The  New  York  Blood 
Center  for  The  Greater  New  York  Blood  Pro- 
gram, which  extends  through  the  17  southern 
counties  of  New  York  State. 

Several  advantages  are  provided  by  such  a 
repository:  (1)  prolonged  storage  of  rare  blood; 
(2)  storage  of  blood,  drawn  in  excess  of  the 
community’s  needs  during  periods  of  great 
donor  recruitment,  for  use  during  periods  of 
blood  shortage;  (3)  decreased  transfusion 
reactions  due  to  platelet  and/or  leukocyte 
antibodies;  and  (4)  possible  decrease  in  trans- 
mission of  the  virus  of  serum  hepatitis. 

3.  Use  of  Muiti-12  Autoanalyzer  in  the 
General  Hospital  Laboratory 

John  M.  Budinger,  M.D.,  Bronxville 

Director  of  Laboratories,  Lawrence  Hospi- 
tal 

John  B.  Poore,  M.D.,  Corning 

Director  of  Laboratories,  Corning  Hospital 

The  two  years  of  combined  12-channel  ex- 
perience of  Lawrence  Hospital,  Bronxville,  and 
the  Coming  Hospital,  Corning,  is  presented. 
This  relates  to  the  laboratory  management  of 
billing,  records,  workload  composition,  over- 
head, and  personnel;  to  the  daily  operation, 
service,  and  quality  control  of  the  equipment; 
to  the  effect  of  this  approach  on  medical  staff 
thinking,  admission  policies,  and  follow-up  of 
abnormal  results;  and,  most  important,  to  the 
number  of  unexpected  abnormalities,  their 
interpretation,  and  their  follow-up. 

SECTION  ON 

Pediatrics 

Chairman John  W.  Wood,  M.D.,  Oneida 

Vice-Chairman 

. . . .Joseph  A.  Silverman,  M.D.,  New  York 
Secretary 

Charles  N.  Needham,  M.D.,  Onondaga 

Delegate Thomas  S.  Bumbalo,  M.D.,  Erie 
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Tuesday,  February  11/2:00  P.M. /Royal  Ballroom 
B,  Second  Floor 


Panel  Discussion—  Multidisciplinary  Ap- 
proach to  Learning  Disorders  in  Children 

Theodore  J.  DiBuono,  M.D.,  Syracuse, 
Moderator 

Assistant  Professor  of  Pediatrics,  State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse;  Director,  Pediatric 
Referral  Center,  Special  Evaluation  Center 

In  an  attempt  to  develop  a unique  approach 
to  the  problems  presented  by  children  with 
learning  disabilities,  the  Pediatrics  Department 
of  the  State  University  of  New  York  Upstate 
Medical  Center  and  the  Departments  of  Educa- 
tion and  Special  Education  of  Syracuse  Univer- 
sity have  been  jointly  engaged  in  a multidis- 
ciplinary learning  disabilities  program  in  Syra- 
cuse. 

This  program  is  designed  to  provide  combined 
medical  and  academic  evaluation  with  sugges- 
tions for  treatment  and  remediation  which  may 
be  effectively  translated  into  academic  program- 
ming at  the  school  level.  The  program  is 
research  oriented  and  has  included  in  its  goals 
new  approaches  to  professional  training  at 
various  levels.  A description  of  the  program 
and  case  discussion  will  be  featured  in  the 
planned  presentation. 

Panelists 

Frank  P.  Greene,  Ph.D.,  Syracuse  (by  invi- 
tation) 

Assistant  Professor  of  Education;  Direc- 
tor of  Reading  Clinic,  Syracuse  Univer- 
sity 

Julius  B.  Richmond,  M.D.,  Syracuse 

Dean,  School  of  Medicine;  Professor  and 
Chairman,  Department  of  Pediatrics,  State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse 

Sterling  D.  Garrard,  M.D.,  Syracuse  ( by 
invitation) 

Professor  of  Pediatrics,  State  University  ol 
New  York  Upstate  Medical  Center  at 
Syracuse 

Mitchell  R.  Burkowsky,  Ph.D.,  Syracuse 
(by  invitation) 

Assistant  Professor  of  Speech  Pathology, 
Syracuse  University 

Peter  Knobloch,  Ph.D.,  Syracuse  (by  in- 
vitation) 

Associate  Professor  of  Special  Education; 
Director  of  Children’s  Psychological  Serv- 
ices, Syracuse  University 

John  W.  Wilson,  Ph.D.,  Syracuse  (by  invi- 
tation) 

Associate  Professor  of  Education;  Super- 
visor of  Arithmetic  Clinic,  Syracuse  Univer- 
sity 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman  . . . .JaneR.  Winer,  M.D.,  New  York 

Vice-Chairman 

Nicholas  Panin,  M.D.,  Albany 

Secretary Samuel  A.  Levine,  M.D.,  Bronx 

Delegate Henry  Fleck,  M.D.,  Bronx 


Monday,  February  10/9:00  A.M. /Versailles  Ball- 
room, Second  Floor 

Symposium  and  Panel  Discussion — Cardiopul- 
monary Rehabilitation 

Jane  R.  Winer,  M.D.,  New  York  City, 

Moderator 

1.  New  Approaches  to  Diagnosis  and 

Treatment  of  Chronic  Lung  Disease 

Edward  H.  Bergofsky,  M.D.,  New  York 
City 

Associate  Professor  of  Physiology  (Re- 
habilitation Medicine),  New  York  Uni- 
versity School  of  Medicine 

Newer  diagnostic  technics  have  been  developed 
in  recent  years  to  determine  lung  function  in 
patients  unable  to  offer  full  voluntary  coopera- 
tion. These  technics  have  been  used  to  measure 
pulmonary  compliance  and  resistance  in  easily 
repeatable  ways  which  require  little  or  no  inter- 
ference and  often  obviate  the  need  for  eso- 
phageal pressures.  Such  technics  have  per- 
mitted the  continuous  or  at  least  intermittent 
measurement  many  times  daily  of  lung  resist- 
ance and  compliance  and  airway  resistance  to 
ascertain  the  effects  of  air  pollution  on  therapy 
in  chronic  bronchitis  and  emphysema.  Such 
technics  have  been  adapted  in  the  clinical  situ- 
ation for  the  continuous  monitoring  of  patients 
gravely  ill  from  status  asthmaticus,  the  respira- 
tory distress  syndrome  of  various  causes,  as 
well  as  severe  respiratory  insufficiency  and 
chronic  pulmonary  emphysema. 

2.  Early  Recognition  and  Prevention  of 

Coronary  Heart  Disease 

Menard  M.  Gertler,  M.D.,  New  York 
City 

Professor  of  Experimental  Rehabilita- 
tion Medicine,  New  York  University 
School  of  Medicine 

There  is  no  doubt  that  there  exists  amid  the 
putatively  normal  population  today  a group  of 
individuals  who  are  particularly  prone  to  is- 
chemic heart  disease  and  ischemic  cerebrovascu- 
lar disease.  These  diseases  are  in  the  process  of 
incubation  and  these  subjects  will  eventually 
experience  them.  Fortunately,  there  are  cer- 
tain parameters  or  signs  which,  if  interpreted 
correctly,  may  forecast  the  event  years  ahead  of 
time  and  permit  the  institution  of  preventive 
therapy  to  forestall  its  occurrence.  These 
parameters  include  (1)  family  history,  (2) 
height,  (3)  weight,  (4)  cholesterol,  (5)  phos- 
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pholipids,  (6)  uric  acid,  (7)  hypertension,  and 
(8)  diabetes  mellitus. 

3.  Physiology  of  Exercise  as  It  Relates  to 
Programing  for  the  Cardiac 

Robert  C.  Darling,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Rehabilitation  Medicine,  College  of  Phy- 
sicians and  Surgeons  of  Columbia  Uni- 
versity 

4,  The  Cardiopulmonary  Rehabilitee  in 
Industrial  Work  Situations 

Erwin  R.  Tichauer,  Ph.D.  New  York 
City  (by  invitation ) 

Professor  and  Head  of  Division  of  Bio- 
mechanics, School  of  Engineering  and 
Science,  New  York  University 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman 

Michael  L.  Lewin,  M.D.,  New  York 

Vice-Chairman 

Mark  K.  H.  Wang,  M.D.,  Albany 

Secretary 

Bertram  E.  Bromberg,  M.D.,  Nassau 

Delegate.  Joseph  A.  Tamerin,  M.D.,  New  York 

Sunday,  February  9/2:00  P.M./Versailles  Terrace, 
Second  Floor 

Symposium  and  Panel  Discussion— What’s 
New  in  the  Treatment  of  Burns? 

Michael  L.  Lewin,  M.D.,  The  Bronx, 
Moderator 

Attending  and  Chief,  Plastic  Surgery 
Service,  Montefiore  Hospital 

Each  year,  on  any  given  day,  over  10,000 
burn  patients  are  being  treated  in  hospitals 
across  the  country.  Over  8,000  deaths  occur 
annually  as  a result  of  severe  bums.  The 
plastic  surgeon  as  well  as  the  general  surgeon 
must  keep  abreast  of  current  thinking  and 
developments  in  the  treatment  of  bums.  For 
this  symposium  we  have  drawn  our  participants 
from  the  broad  field  of  surgery.  Each  of  them 
has  made  a significant  contribution  to  the  cur- 
rent advances  in  burn  therapy  or  has  had  wide 
experience  with  a particular  method  of  treat- 
ment. 

What  is  new  in  the  treatment  of  bums? 
The  answer  lies  in  our  better  understanding  of 
the  fundamental  surgical  problems,  such  as 
shock,  infection,  metabolism,  and  immunology. 
This  symposium  is  supplemented  by  an  exhibi- 
tion on  burns  sponsored  by  the  New  York 
Regional  Society  of  Plastic  and  Reconstructive 
Surgeons. 

1.  EMERGENCY  TREATMENT  OF  THE 
BURNED  PATIENT:  SHOCK  AND  SYS- 

TEMIC MANIFESTATIONS 

A.  Fluid  Resuscitation 


Duane  L.  Larson,  M.D.,  Galveston, 

Texas  (by  invitation) 

Chief  Surgeon,  Burn  Institute,  Galves- 
ton 

The  severely  burned  patient  is  critically  ill 
and  requires  optimum  and  efficient  therapeutic 
care  for  survival.  This  type  of  care  can  be 
obtained  by  having  a “bum  plan.”  The  plan 
should  contain  stepwise  direction  as  to  priority 
for  fluid  resuscitation  and  local  care.  The 
“bum  plan”  for  the  University  of  Texas  Medi- 
cal Branch  and  Shriners  Burns  Institute  will  be 
presented. 

B.  Respiratory  Tract  Injury  in  Burn  Pa- 
tients 

Stanley  M.  Levenson,  M.D.,  The  Bronx 
Professor  of  Surgery,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 

2.  INFECTION 

A.  The  Basic  Problem  of  the  Infected 

Burn 

Peter  Dineen,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Surgery, 
Cornell  University  Medical  College 

Infection,  secondary  to  thermal  injury,  con- 
tinues to  be  one  of  the  most  serious  problems 
facing  the  field  today.  The  basic  principles  of 
host-parasite  relationship  in  this  infection  are 
discussed,  particularly  in  reference  to  staphy- 
lococcal and  gram-negative  sepses. 

B.  Local  Treatment  with  Sulfamylon 

Francis  C.  Symonds,  Jr.,  M.D.,  New  York 

City 

Associate  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Director  of  Plas- 
tic Surgery,  Harlem  Hospital  Center 

One  hundred  twenty-five  burned  patients 
treated  with  topical  sulfamylon  at  Harlem 
Hospital  Center,  New  York,  over  an  eighteen- 
month  period  are  presented.  Method  of  use, 
wound  effects  and  bacteriology,  survival  rates, 
complications,  and  patient  tolerance  are  dis- 
cussed. Attention  is  devoted  to  an  analysis 
of  simplicity  of  care  and  drag  effectiveness  under 
general  hospital  nonisolated  ward  conditions. 

C.  Local  Treatment  with  Silver  Nitrate 

David  M.  Connelly,  M.D.,  Syracuse 

Clinical  Assistant  Professor  of  Plastic 
Surgery,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

3.  REPAIR  OF  THE  BURN  WOUND 

A.  Temporary  Biologic  Dressing  in  Burn 

Wound  Management 

Bertram  E.  Bromberg,  M.D.,  Hempstead 
Director  of  Plastic  Surgery,  Kings 
County  Medical  Center,  Brooklyn 

Unquestionably,  temporary  biologic  dressings 
find  their  greatest  area  of  usefulness  in  the 
management  of  the  bum  wound.  Although  of- 
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ten  overshadowed  by  the  newer  topical  chemo- 
therapeutic drugs,  expanding  areas  of  applica- 
tion have  again  underlined  their  value.  In  their 
original  limited  concept,  the  use  of  these  cover- 
ing materials  was  reserved  as  a lifesaving  meas- 
ure in  the  severe  burn  victim,  and,  in  addition, 
to  maintain  as  complete  coverage  as  possible 
of  the  burn  wound  as  surfaces  became  available 
after  slough  separation.  More  recently,  tem- 
porary biologic  dressings  have  been  employed 
in  the  burn  victim  for  early  covering  of  partial 
thickness  burns,  preparing  wounds  for  grafting, 
after  immediate  or  early  excision  prior  to  graft- 
ing, and  as  a test  for  subsequent  successful 
autograft  take. 

B.  Definite  Closure  of  Burn  Wounds 

Duane  L.  Larson,  M.D.,  Galveston, 
Texas  (by  invitation) 

It  is  not  uncommon  for  a burned  patient  to 
expire  after  his  wounds  have  granulated.  This 
can  be  avoided  by  bringing  the  patient  and  his 
wound  to  optimum  condition  prior  to  surgery, 
avoiding  long  operative  procedures,  and  estab- 
lishing technics  of  skin  grafting  and  postopera- 
tive management  of  the  grafts  to  assure  excellent 
“take.”  These  technics,  such  as  management 
of  the  granulations,  obtaining  skin  grafts,  avoid- 
ing the  loss  of  these  grafts,  and  preventing  con- 
tractures, will  be  presented. 

4.  PLANNING  FOR  DISASTER 

Disaster  Management  of  Burn  Patients 
John  H.  Morton,  M.D.,  Rochester 

Professor  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 

A plan  for  dealing  with  large  numbers  of 
accident  victims  is  essential  for  every  hospital. 
In  preparing  such  a plan  it  is  important  to  con- 
sider the  management  of  a considerable  number 
of  patients  with  burns.  This  will  require  re- 
assessment of  traditional  bum  therapy  because 
many  patients  cannot  be  handled  simultane- 
ously by  the  usual  methods. 

When  an  actual  disaster  develops,  efficient 
management  of  patients  with  burns  requires 
the  establishment  of  a burn  ward,  including  a 
separate  room  for  changing  burn  dressings.  It 
must  be  recognized  by  the  hospital  in  planning 
subsequent  admission  and  operating  room  priori- 
ties that  the  severely  burned  patient  will  re- 
quire prolonged  and  time-consuming  care. 

Question  and  Answer  Period 
SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman 

....  Mary  C.  McLaughlin,  M.D.,  New  York 
Vice-Chairman  . .Arthur  Baker,  M.D.,  Albany 

Secretary James  J.  Quinlivan,  M.D.,  Albany 

Delegate 

Jack  J.  Goldman,  M.D.,  Westchester 


Monday,  February  10/2:00  P.M. /Versailles  Ball- 
room, Second  Floor 

Symposium  and  Panel  Discussion — Effect  of 
Recent  Public  Health  Programs  on  the 
Practicing  Physician  in  the  Community 

Mary  C.  McLaughlin,  M.D.,  New  York 

City,  Moderator 

Assistant  Clinical  Professor  of  Preventive 
Medicine  and  Community  Health,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University:  Lecturer  in  Public  Health, 

School  of  Public  Health  and  Administra- 
tive Medicine,  Columbia  University 

1.  Effects  of  Medicaid  on  the  Practicing 

Physician  at  the  State  Level 

I.  Jay  Brightman,  M.D.,  Albany 

Deputy  Commissioner,  New  York  State 
Department  of  Health 

The  insistence  by  the  State  on  a uniform  state- 
wide fee  schedule  has  been  objected  to  by  some 
physicians  who  have  claimed  that  their  regular 
fees  to  private  patients  are  significantly  higher. 
Y et  it  has  been  praised  by  other  physicians  who 
are  now  being  paid  for  Medicaid  patients  whom 
they  formerly  took  care  of  at  no  fee  or  at  a fee 
lower  than  the  Medicaid  level.  The  matter  of 
fees  is  one  which  must  be  subject  to  continuing 
study  from  the  viewpoint  of  maintaining  the 
appropriate  level  for  a statewide  fee  schedule  or 
of  determining  whether  a regional  or  community 
variation  would  be  equitable. 

2.  At  the  County  Level 

John  J.  A.  Lyons,  M.D.,  Albany 

Commissioner,  Albany  County  Health 
Department 

The  physicians  of  New  York  State  were  par- 
ticularly concerned  because  of  the  very  liberal 
aspects  of  the  Medicaid  program  in  this  State. 
The  original  estimates,  when  the  bill  was  passed 
in  1966,  certainly  suggested  that  at  least  40 
per  cent  of  the  population  of  New  York  State 
might  be  eligible.  As  time  went  on  and  the 
program  was  implemented,  physicians  of  Al- 
bany County  cooperated  to  a very  high  degree. 
When  one  eliminated  the  physicians  who  were 
full  time  in  Federal,  State,  or  local  government 
and  industrial  plants,  approximately  90  per 
cent  of  the  practicing  physicians  cooperated 
with  the  program.  Dentists  achieved  almost 
the  same  percentage.  There  have  been  con- 
siderable “gripings”  and  rumors  about  the 
Medicaid  program  as  time  went  on,  such  as 
delay  in  payments,  delay  in  approval  of  applica- 
tions for  eligibility,  and  so  on,  and  all  of  these 
things  created  concern  with  the  program  within 
the  medical  profession. 

3.  At  the  Local  Level 

Lowell  Bellin,  M.D.,  New  York  City 
(by  invitation ) 

Executive  Medical  Director,  Medical 
and  Health  Insurance  Programs,  New 
York  City  Department  of  Health 

What  has  been  Medicaid’s  impact  on  New 
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York  City?  For  the  poor  man,  Medicaid  has 
pried  open  the  door  to  health  amenities  hitherto 
privileged  exclusively  for  the  middle  class. 
Medicaid’s  subsidy  of  care  for  the  lower  middle 
class,  a group  traditionally  ignored  in  the  pro- 
vision of  such  publicly  subsidized  services, 
represents  a far  more  significant  overturn  in 
public  policy.  For  the  physician,  dentist, 
pharmacist,  and  other  health  care  dramatis 
personae,  Medicaid  has  legislatively  yoked 
together  in  permanent  but  uneasy  alliance  all 
providers  of  health  services  with  a variety  of 
public  administrators.  For  city  health  de- 
partments, Medicaid  has  been  the  goad  to 
rechannel  major  official  preoccupations  from 
environmental  and  preventive  medicine  to  set- 
ting and  enforcement  of  standards  of  personal 
health  care.  For  all,  Medicaid  has  compelled 
a controversial  reassessment  of  professional, 
governmental,  and  personal  prerogatives  and 
jurisdictions. 

4.  The  Physician’s  Assistant 

Eugene  A.  Stead,  Jr.,  M.D.,  Durham, 

North  Carolina  (by  invitation ) 

Chairman,  Department  of  Medicine, 
Duke  University  School  of  Medicine 

Physicians  have  a long  and  intense  training 
designed  to  allow  them  to  adapt  to  the  many 
changes  which  will  occur  during  the  duration 
of  their  professional  life.  An  educational  pro- 
gram designed  to  prevent  obsolescence  in  the 
future  must  be  structured  very  differently  from 
a program  which  is  designed  to  give  competence 
in  the  present.  Many  functions  carried  out  by 
the  physician  can  be  done  as  effectively  by 
assistants  with  much  less  education  than  the 
physician.  The  physician  would  be  expected  to 
use  his  own  educational  background  to  prevent 
obsolescence  in  both  himself  and  his  assistant. 

5.  Automated  Multiphase  Programs: 

Their  Usefulness  to  the  Practicing  Physi- 
cian 

Leo  Gitman,  M.D.,  Brooklyn 

Director  of  Community  Health,  Brook- 
dale  Hospital  Center 

Multiphasic  health  screening  is  designed  to 
assist  the  practicing  physician  in  providing  the 
benefits  of  preventive  medicine  to  his  patients. 
The  program  is  based  on  the  concept  that  de- 
tection of  disease  in  its  asymptomatic  stages 
may,  with  adequate  treatment,  prevent  the 
disabilities  of  chronic  illness.  The  automated 
test  procedures  and  automated  laboratory  and 
computer  facility,  components  of  the  program 
at  the  Brookdale  Hospital  Center,  will  be  de- 
scribed. 

G.  Reactions  of  Practicing  Physicians  to 

Recent  Public  Health  Programs 

Edward  C.  Hughes,  M.D.,  Syracuse 
President,  Medical  Society  of  the  State 
of  New  York 


SECTION  ON 

Radiology 

Chairman Kent  Ellis,  M.D.,  New  York 

Vice-Chairman 

Edward  A.  Dunlop,  Jr.,  M.D.,  Niagara 

Secretary 

SolomonS.  Schwartz,  M.D.,  New  York 

Delegate.  .Samuel  H.  Madell,  M.D.,  New  York 

Tuesday,  February  11/2:00  P.M. /Versailles  Ball- 
room, Second  Floor 

Symposium — Radiographic  Diagnosis  of 

Diseases  of  the  Adrenal  Glands 

1.  Introduction  to  the  Roentgenographic 

Diagnosis  of  Adrenal  Disease 

Kent  Ellis,  M.D.,  New  York  City 

Professor  of  Radiology,  College  of  Phy- 
sicians and  Surgeons  of  Columbia  Uni- 
versity; Attending  Radiologist,  Presby- 
terian Hospital 

Important  plain  roentgenographic  findings  in 
diseases  of  the  adrenal  glands  will  be  outlined. 
An  analysis  of  the  significance  of  roentgeno- 
graphic calcifications  in  the  region  of  the  adrenal 
glands  will  be  presented. 

2.  Adrenal  Diseases  in  Childhood 

Walter  E.  Berdon,  M.D.,  New  York  City 

Associate  Professor  of  Radiology,  College 
of  Physicians  and  Surgeons  of  Columbia 
University;  Attending  Radiologist,  Babies 
Hospital 

The  adrenal  gland  exhibits  a variety  of  lesions 
throughout  the  pediatric  age  group.  This 
ranges  from  adrenal  hemorrhage  at  birth  ap- 
pearing as  a mass,  or  later  as  calcification, 
through  infantile  adrenal  cholesterol  storage 
disease  (Wolman’s  disease),  to  the  well-known 
first  decade  neural  tumors  (neuroblastoma  and 
its  variants),  and  to  the  less  common  second 
decade  cortical  tumors  (carcinoma  and  ade- 
noma). 

The  high-dose  intravenous  pyelogram,  with  its 
plain  film  as  well,  is  the  pediatric  roentgen 
method  of  choice  in  detection.  Examples  of 
each  variety  of  lesion  will  be  illustrated  with 
clinical  comments  on  their  not  infrequent  un- 
usual method  of  presentation,  such  as  diarrhea 
in  neural  tumors. 

3.  Nephrotomography  in  the  Diagnosis 

of  Adrenal  Disease 

Joshua  A.  Becker,  M.D.,  New  York  City 
Associate  Professor  of  Radiology,  College 
of  Physicians  and  Surgeons  of  Columbia 
University;  Chief  of  Urologic  Roentgen- 
ology, Presbyterian  Hospital 

Nephrotomography,  or  more  properly  vis- 
cerotomography,  has  been  a valuable  roent- 
genographic aid  in  the  evaluation  of  the  adrenal 
gland.  Retroperitoneal  pneumography  has 
been  replaced  with  this  technic,  and  the  en- 
larged adrenal  gland  is  consistently  demon- 
strated. With  known  adrenal  disease  this 
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procedure  will  generally  be  the  moat  singularly 
rewarding  study. 

4.  Arteriography  in  Pheochromocytoma 
Punio  Rossi,  M.D.,  New  York  City 

Chief,  Cardiovascular  Roentgenology, 
St.  Vincent’s  Hospital 

The  findings  at  arteriography  in  a large  series 
of  proved  tumors  of  the  adrenal  medulla  will 
be  presented.  A finely  reticulated  network  of 
arteries  in  the  early  arterial  phase  and  a “tumor 
stain”  in  the  capillary  phase  are  typical  of 
pheochromocytoma.  The  arteriographic  fea- 
tures of  importance  in  differential  diagnosis  wall 
be  outlined. 

5.  Angiography  of  Lesions  of  the  Adrenal 

Cortex  (Special  Lecture), 

Paul  C.  Kahn,  M.D.,  Boston,  Massa- 
chusetts (by  invitation) 

Department  of  Radiology,  New  England 
Medical  Center  Hospitals,  Tufts-New 
England  Medical  Center 

The  need  for  preoperative  localization  of 
functioning  lesions  of  the  adrenal  cortex  is  now 
generally  recognized.  The  technics,  findings, 
and  relative  usefulness  of  selective  adrenal 
arteriography  and  venography  in  adrenal  hy- 
perplasia, cortisol-  and  androgen-secreting  tu- 
mors, and  aldosterone-producing  adenomas  will 
be  presented. 


SECTION  ON 

Space  Medicine 

Chairman 

Constantine  D.  J.  Generales,  M.D., 

New  York 

Vice-Chairman 

Nathaniel  E.  Reich,  M.D.,  Kings 

Secretary . . . .Levon  Bedrosian,  M.D.,  Albany 

Delegate 

. . . .H.  Easton  McMahon,  M.D.,  New  York 

Sunday,  February  9,  2:00  P.M. /Versailles  Ball- 
room, Second  Floor 

Program  to  be  announced. 


SECTION  ON 

Surgery 

Chairman Sidney  M.  Schaer,  M.D.,  Erie 

Vice-Chairman 

. . . Wheelock  A.  Southgate,  M.D.,  Monroe 

Secretary 

Frederic  P.  Herter,  M.D.,  New  York 

Delegate 

. . .Alfred  M.  Markowitz,  M.D.,  NewY'ork 

Wednesday,  February  12/2:00  P.M./Royal  Ball- 
room B,  Second  Floor 


1.  Primary  Carcinoma  of  the  Liver:  Five- 
Year  Survival  After  Right  Hepatic  Lobec- 
tomy 

Guy  S.  Alfano,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine;  Attending  Surgeon, 
Mercy  Hospital 

A report  is  presented  of  a fifty-year-old 
woman  with  primary  carcinoma  of  the  liver, 
who  was  treated  by  80  per  cent  resection  of  the 
liver,  including  right  hepatic  lobectomy  and 
one  half  of  the  left  lobe.  The  patient  still 
survives  for  more  than  five  years  and  is  in  good 
health. 

Anatomic  features  pertaining  to  major  liver 
resection  are  described.  The  patient  had  ex- 
tensive biochemical  studies,  and  the  results  of 
these  studies  are  reported.  In  addition,  recent 
liver  scans  have  been  made  to  indicate  the  re- 
generation of  the  remaining  liver. 

2.  Present  Management  of  Gallstones 

Charles  E.  Wiles,  Jr.,  M.D.,  Buffalo 
Associate  Clinical  Professor  of  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine;  Attending  Surgeon, 
Sisters  of  Charity  Hospital 

The  natural  history  of  biliary  tract  calculi  is 
reviewed.  A five-year  study  of  elective  and 
emergency  cholecystectomies  performed  at  Sis- 
ters of  Charity  Hospital  is  given  with  an 
analysis  of  morbidity  and  mortality  rates.  The 
management  of  “silent”  gallstones  is  discussed 
with  a suggested  approach  to  the  problem.  In- 
dications for  cholecystostomy  versus  cholescys- 
tectomy  in  the  management  of  acute  chole- 
cystitis are  listed.  Common  associated  condi- 
ditions  are  reviewed  together  with  a discussion 
of  indications  for  common  duct  exploration 
associated  with  routine  cholescystectomy. 

3.  Emergency  Department  Evaluation 

David  N.  Kluge,  M.D.,  Rochester 

Assistant  Attending  Surgeon,  Genesee  Hos- 
pital 

4.  Computerization  of  the  Surgical  Record 

Harry  W.  Hale,  Jr.,  M.D.,  Buffalo 

Professor  of  Surgery,  State  University  of 
New  York  at  Buffalo  School  of  Medicine; 
Attending  Surgeon,  Edward  J.  Meyer 
Memorial  Hospital 

A discussion  of  the  development  of  a clinical 
record,  which  provides  for  the  automated  hand- 
ling of  clinical  information  that  will  produce  the 
patient’s  record,  provide  for  information  trans- 
mission, storage,  and  the  formation  of  a data 
bank  within  the  hospital  will  be  presented. 

5.  Current  Status  of  Tetanus  Prophylaxis 

James  H.  Cosgriff,  Jr.,  M.D.,  Buffalo 
Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  at  Buffalo 
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School  of  Medicine;  Associate  Attending 
Surgeon,  Sisters  of  Charity  Hospital 

6.  Fibrosarcoma:  Analysis  of  Type  and 

Treatment  in  124  Cases 

William  V.  Healey,  M.D.,  New  York  City 
Instructor  in  Surgery,  College  of  Physicians 
and  Surgeons  of  Columbia  University; 
Assistant  Attending  Surgeon,  Roosevelt 
Hospital 

One  hundred  twenty-four  patients  with  the 
diagnosis  of  fibrosarcoma  above  the  clavicle 
have  been  studied  clinically,  and  all  pathologic 
material  has  been  reviewed  by  Arthur  Purdy 
Stout,  M.D.  Two  groups  of  lesions  appear: 
Approximately  65  per  cent  of  the  patients  have 
a neoplasm  which  exhibits  a strong  potential 
for  local  recurrence  but  which  rarely  metasta- 
sizes, and  35  per  cent  of  the  patients  exhibit  a 
high-grade  tumor  of  vicious  metastatic  poten- 
tial. 

Therapy  depends  on  accurate  pathologic 
classification  of  the  type  in  a given  patient. 
Gross  and  photomicrographs  will  illustrate  this 
point.  Expert  management  consists  of  wide 
removal  while  maintaining  cosmetic  accept- 
ability if  possible.  Tabular  data  on  sex  dis- 
tribution, incidence,  location,  analysis  of  opera- 
tive therapy,  and  five-year  results  will  be 
presented. 

7.  Temporary  Pacing  in  Acute  Myocardial 
Infarction 

Anthony  J.  Federico,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine;  Chief,  Cardiorespira- 
tory Section,  Sisters  of  Charity  Hospital 

The  indications,  technic,  and  results  of  tem- 
porary pacing  in  a series  of  67  cases  of  acute 
myocardial  infarction,  with  and  without  atrio- 
ventricular block,  over  a period  of  thirty  months 
are  presented  and  analyzed. 

8.  Socioeconomic  Progress  in  Surgery 

Frank  Fragala,  M.D.,  White  Plains 

President,  New  York  State  Society  of 
Surgeons 

This  report  will  trace  briefly  the  socioeco- 
nomic factors  which  led  the  surgeons  of  the  State 
of  New  York  to  form  a statewide  organization. 
It  will  follow  the  present  achievements  of  this 
organization  and  what  its  future  aspirations 
are.  It  will  elaborate  its  concern  with  establish- 
ment of  a united  front  with  other  specialty 
groups  to  enhance  the  work  of  the  Medical 
Economics  Committee  of  a strong,  united, 
State  medical  society. 


SESSION  ON 

Data  Processing  in  Medicine 

Chairman  William  Bauman,  M.D.,  New  York 


Sunday,  February  9/10:00  A. Nl. /Royal  Ballroom  B, 
Second  Floor 

1.  Regional  Automated  Tumor  Registry 

S.  Kenneth  Pierce,  Buffalo  (by  invitation ) 
Systems  Analyst,  Roswell  Park  Memorial 
Institute 

E.  J.  Kehoe,  R.R.L.,  Buffalo  (by  invita- 
tion) 

Roswell  Park  Memorial  Institute 
Robert  K.  Ausman,  M.D.,  Buffalo  (by  in- 
vitation) 

Roswell  Park  Memorial  Institute 

This  automated  regional  cancer  registry 
utilizes  EDP  to  evaluate  many  variables  within 
a large,  pooled  data  base  and,  optimistically, 
will  serve  to  delineate  common  denominators  of 
the  cancer  disease  process. 

The  system’s  potential  lies  in  its  unique 
features:  computer-based  letter  and  clinical 

follow-up;  new  data  collection  technics,  in- 
cluding a matrix-marking  device;  and  meaning- 
ful statistical  feedback  to  participating  physi- 
cians, consisting  of  pertinent  monthly  news- 
letters and  functional  end  result/survival  re- 
ports. The  ability  to  query  within  the  system 
for  site-specific  correlations  is  provided. 

2.  Consider:  A Computer  Program  for 

Medical  Instruction 

Donald  A.  B.  Lindberg,  M.D.,  Columbia, 
Missouri  (by  invitation) 

Associate  Professor  of  Pathology;  Direc- 
tor, Medical  Center  Computer  Program, 
University  of  Missouri  Medical  Center 

An  information  retrieval  program  will  be 
described.  The  system  utilizes  keypunched, 
highly  formatted  didactic  medical  information  as 
input.  Data  are  stored  on  random  access 
devices  or  IBM  S360/50  and  are  made  available 
to  medical  students  and  physicians  via  remote 
and/or  local  cathode  ray  tube  computer  ter- 
minals (2260’s).  The  basic  core  of  didactic 
information  originally  employed  was  the  AMA’s 
Current  Medical  Terminology  edition  three. 

3.  Computerized  Analysis  of  Factors 

Influencing  Development  of  Normal  Bac- 
terial Flora  in  Newborns 

Hugh  E.  Evans,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Pediatrics, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Associate  Direc- 
tor of  Pediatrics,  Harlem  Hospital  Cen- 
ter 

S.  O.  Akpata,  M.S.,  New  York  City  (by 
invitation) 

Harlem  Hospital  Center 
A.  Baki,  M.S.,  New  York  City  (by  invita- 
tion) 

Harlem  Hospital  Center 

A program  and  IBM  7040  computer  were 
utilized  to  analyze  the  influence  of  such  factors 
as  age,  sex,  birth  weight,  antibiotic  administra- 
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tion,  and  additional  humidity  on  the  develop- 
ment of  the  bacterial  flora  of  the  skin  and  ante- 
rior nares  of  over  1,000  newborns.  The  results 
will  be  presented  in  detail.  The  computerized 
approach  was  requisite  for  the  orderly  accumu- 
lation, retrieval,  and  analysis  of  a considerable 
volume  of  information.  This  method,  with 
modifications,  may  be  widely  applicable  in 
monitoring  the  flora  of  other  high-risk  hospital 
areas,  rooms  with  vertical  laminar  air  flow,  in  in- 
dustrial surveillance,  and  space  capsule  moni- 
toring. 

4.  Automated  System  for  Collection  and 
Dissemination  of  Medical  Information 
William  Mueller,  Ph.D.,  Syracuse  (by 
invitation) 

Associate  Professor  of  Physiology:  Di- 
rector of  Bioelectronics  and  Computer 
Sciences,  State  University  of  New  York 
Upstate  Medical  Center 

An  investigation  of  computer  systems,  pro- 
posed by  six  manufacturers,  for  the  on-line 
collection  and  dissemination  of  data  from  clinical 
instruments  such  as  autoanalyzers,  and  clear 
text  information  such  as  from  x-ray  reports, 
have  shown  that  it  is  economically  not  feasible 
to  use  a standard  computer  system.  A de- 
scription is  given  of  the  philosophy  behind  a 
computer  system  now  being  assembled  that  will 
improve  the  handling  of  clinical  data,  and  which 
can  be  expected  to  pay  for  itself  by  reducing 
personnel  requirements. 

5.  Automatic  Computer  Analysis  of  the 

Electrocardiogram 

Leon  Pordy,  M.D.,  New  York  City 

Associate  Cardiologist,  The  Mount  Sinai 
Hospital 

The  system  for  automatic  computer  analysis 
of  the  electrocardiogram  employs  three  si- 
multaneously recorded  lead  sets.  The  data  are 
transmitted  from  patient  to  computer  facility 
directly  via  telephone  or  recorded  first  on  ana- 
logue tape.  The  digital  processing  time  re- 
quires approximately  one  hundred  seconds. 
The  resultant  printout  contains  interpretation 
of  both  cardiac  rhythm  and  electrocardiogram 
contour.  Although  differences  exist  in  human 
versus  machine  logic,  the  diagnostic  criteria  are 
those  utilized  in  clinical  practice.  Comparative 
programs  for  repetitive  tracings  are  under  de- 
velopment. Feasibility  studies  at  The  Mount 
Sinai  Hospital  in  New  York  continue  to  es- 
tablish clinical  acceptance  of  the  method. 


SESSION  ON 

History  of  Medicine 

Chairman.  . . Robert  J.  Joynt,  M.D.,  Monroe 

Sunday,  February  9/2:00  P.M. /Royal  Ballroom  B, 
Second  Floor 


1.  Post  Civil  War  Medicine  in  New  York 
City 

Charles  Rosenberg,  Ph.D.,  Philadelphia, 
Pennsylvania  (by  invitation) 

Professor  of  History,  University  of  Pennsyl- 
vania 

2.  James  Tillary,  M.D.,  Third  President  of 
the  Medical  Society  of  the  County  of  New 
York 

Joseph  A.  Tamerin,  M.D.,  New  York  City 
Archivist,  Medical  Society  of  the  County 
of  New  York 

Discussion:  Miss  Gertrude  Annan,  New 

York  City  (by  invitation) 

Librarian,  New  York  Academy  of  Medicine 

3.  Interesting  High  Lights  of  the  History 
of  Urologic  Surgery 

John  R.  Herman,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Urology, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

4.  The  Problem  of  Symmetry  in  the  Locali- 
zation of  Speech  in  the  Left  Cerebral  Hemi- 
sphere 

Marc  D.  Erlitz,  M.D.,  The  Bronx  (by  invi- 
tation) 

Medical  Student,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

Discussion:  Robert  J.  Joynt,  M.D.,  Roch- 

ester 

Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 


SESSION  ON 

School  Health 


Chairman 

C.  George  Murdock,  M.D.,  Onondaga 


Monday,  February  10/9:00  A.M./Versailles  Ter- 
race, Second  Floor 

Panel  Discussion — Drug  Abuse  in  Children 
and  Adolescents 

Harry  Bakwin,  M.D.,  New  York  City 
Professor  of  Clinical  Pediatrics,  New  York 
University  School  of  Medicine;  Visiting 
Physician,  Bellevue  Hospital 

Panelists 

Efren  Ramirez,  M.D.,  New  York  City 
(by  invitation) 

Commissioner  of  the  Addiction  Services 
Agency,  Human  Resources  Administra- 
tion 

Isidor  Chein,  Ph.D.,  New  York  City  (by 
invitation) 

Professor  of  Psychology,  New  York 
University 
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Alfred  Freedman,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Psychology,  New  York  Medical  College 
Graham  B.  Blaine,  Jr.,  M.D.,  Cambridge, 
Massachusetts  (by  invitation) 

Chief,  Psychiatric  Services,  University 
Health  Services,  Harvard  University 

William  A.  Frosch,  M.D.,  New  York 
City 

Assistant  Professor  of  Psychiatry,  New 
York  University  School  of  Medicine; 
Assistant  Director  of  Neuropsychiatry, 
Bellevue  Hospital 

Victor  Gioscia,  Ph.D.,  New  York  City 
(by  invitation) 

Director  of  Research,  Jewish  Family 
Service;  Associate  Professor  of  Sociology, 
Adelphi  University 

1969  ANNUAL  CONVENTION 


Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
FRED  W.  BUSH,  M.D.,  Rochester 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 
FRANK  RAYMOND  SMITH,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the 
Medical  Society  of  the  State  of  New  York  in  two 
groups: 

Group  I:  Awards  are  made  for  exhibits  of 

individual  investigation  which  are  judged  on  the 
basis  of  originality  and  excellence  of  presenta- 
tion. 

Group  II:  Awards  are  made  for  exhibits  which 

do  not  exemplify  purely  experimental  studies 
and  which  are  judged  on  the  basis  of  presenta- 
tion and  correlation  of  data. 

Oculocutaneous  Syndromes 
Dan  M.  Gordon,  M.D. 

New  York  Hospital,  New  York  City 
Many  conditions  involving  skin,  eyes,  and 
often  the  central  nervous  and  endocrine  systems, 
previously  considered  isolated  entities,  are  now 
recognized  as  parts  of  a disease  or  syndrome. 
Often  the  ocular  condition  is  the  first  clue. 
Early  diagnosis  may  alter  significantly  the 
management  and  prognosis  (Booth  201). 


Section  on 

Urology 

Chairman.  John  H.  McGovern,  M.D.,New  York 
Vice-Chairman. . .Imre  V.  Magoss,  M.D.,  Erie 
Secretary.  . . .Harry  C.  Miller,  M.D.,  Monroe 
Delegate William  J.  Staubitz,  M.D.,  Erie 

Monday,  February  10,  9:00  A.M./Roya!  Ballroom 
A,  Second  Floor 

JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

( see  page  45) 


Value  of  Hypocycloidal  Tomography  in 
Diagnosis  of  Blow-Out  Fracture  of  Orbit 

Jack  M.  Dodick,  M.D. 

Miles  A.  Galin,  M.D. 

Arnold  Berrett,  M.D. 

New  York  Medical  College,  New  York  City 

The  exhibit  introduces  a new  radiologic 
modality,  hypocycloidal  tomography,  and  illus- 
trates its  superiority  in  the  diagnosis  of  blow-out 
fracture  of  the  orbit.  This  type  of  fracture  is 
pictorially  defined,  and  the  clinical  and  radio- 
logic  diagnosis  is  illustrated.  Four  cases  ex- 
plicitly illustrate  the  marked  superiority  of  this 
new  diagnostic  tool  (Booth  202). 

James  Tillary,  M.D.:  Third  President 

of  the  Medical  Society  of  the  County  of 
New  York 

Medical  Society  of  the  County  of  New 

York 

New  York  City 

James  Tillary,  M.D.,  was  third  president  of 
the  Medical  Society  of  the  County  of  New  York, 
a position  which  he  held  for  five  terms.  Pri- 
mary source  material,  never  previously  exhib- 
ited, has  been  assembled.  The  standard  medi- 
cal biographies  contain  virtually  no  material  on 
James  Tillary  (Booth  203). 

Significant  Progress  Through  Medical 
History 

U.S.  Army  Medical  Service  Historical 

Unit 

Washington,  D.C. 

Prepared  under  the  direction  of  the  Surgeon 
General,  U.S.  Army,  the  exhibit  graphically 
portrays  the  38  volumes  of  medicomilitary 
history  published  thus  far  in  the  medical  de- 
partment’s historical  program.  All  of  these 
volumes  are  available  for  inspection  by  visiting 
physicians.  The  series  includes  13  volumes  on 
surgery,  6 on  preventive  medicine,  2 on  internal 
medicine,  1 on  neuropsychiatry,  and  the  remain- 
ing volumes  on  medical  administration  and 
miscellaneous  subjects  (Booth  204). 
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Nursing  Homes 

Hollis  S.  Ingraham,  M.D. 

Commissioner,  New  York  State  Depart- 
ment of  Health,  Albany  (Booth  205). 

Neurogenic  Vesical  Dysfunction  Associated 
with  Diabetes  Mellitus:  Report  of 

30  Cases  Observed  in  One  Year 
Miles  Kahan,  M.D. 

Paul  D.  Goldberg,  M.D. 

Emanuel  E.  Mandel,  M.D. 

Kingsbrook  Jewish  Medical  Center, 
Brooklyn 

Symptoms  which  should  arouse  suspicion  are 
recurring  urinary  tract  infection,  “brittle” 
diabetes,  urinary  incontinence,  difficulty  in 
initiating  micturition,  azotemia,  and  septicemia. 
Urinary  retention  with  a hypotonic  cystometric 
curve  are  diagnostic  of  this  not  uncommon  con- 
dition. Transurethral  resection  of  vesical  neck 
produces  substantial  reduction  or  abolition  of 
residual  urine  and  azotemia  (Booth  206). 

Railroad  Medicine  from  1834  to  1969 
Isadore  Kaplan,  M.D. 

Chesapeake  and  Ohio-Baltimore  and  Ohio 
Railroad,  Baltimore,  Maryland 
A history  of  railroad  medicine  is  presented 
from  its  inception  in  1834  to  the  present  time. 
A full-sized  replica  of  the  railroads  horse  and 
carriage  era  is  contrasted  with  ultramodern 
medical  technics  and  procedures,  including  the 
use  of  computers  and  long-distance  telephonic 
transmission  of  electrocardiographic  tracings 
(Booth  208). 

Problems  in  Sterilization  of 
Anesthetic  Equipment 
Leslie  Rendell-Baker,  M.D. 

R.  Bryan  Roberts,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 
The  inadequacy  of  “cold  sterilization,”  the 
hazards  of  residual  ethylene  oxide,  and  the  pro- 
duction of  by-products,  ethylene  glycol  and 
ethylene  chlorohydrin,  from  ethylene  oxide 
sterilization,  some  of  the  clinical  results  of  this 
problem,  and  methods  of  reducing  this  hazard 
will  be  illustrated  (Booth  209). 

The  New  York  Dermatological  Society 
1869  to  1969 
Douglas  Torre,  M.D. 

Farrington  Daniels,  Jr.,  M.D. 

New  York  City 

The  New  York  Dermatological  Society,  the 
oldest  dermatological  society  in  the  world, 
celebrates  its  centennial  anniversary  in  1969. 
Its  history  over  the  past  century  is  outlined, 
with  special  emphasis  on  the  society’s  role  in 
founding  sectional  and  national  dermatological 
societies  and  specialty  journals  of  dermatology 
(Booth  210). 

Correction  of  Postoperative 
Urinary  Incontinence 
Paul  Gonick,  M.D. 


John  De  Filippi,  M.D. 

Veterans  Administration  Hospital,  The 
Bronx 

Maxwell  Malement,  M.D. 

Veterans  Administration  Hospital,  East 
Orange,  New  Jersey 

Technics  of  the  more  popular  methods  of 
repair  of  urinary  incontinence  will  be  classified. 
Results  obtained  from  the  literature,  as  well  as 
8 of  our  own  cases  of  a modified  “Berry” 
prosthesis  will  be  summarized.  The  exhibit 
will  acquaint  physicians  with  various  surgical 
approaches  and  their  results  and  will  serve  as  a 
review  for  surgeons  (Booth  211). 

Mumps:  The  Not  So  Innocuous  Disease 
Morten  B.  Andelman,  M.D. 

Chicago  Board  of  Health,  Chicago,  Illinois 
Field  trials  with  a live  attenuated  mumps 
virus  vaccine  were  conducted  on  5,041  infants 
and  children  to  establish  antibody  response  and 
reactivity  to  the  vaccine.  Infants  and  children, 
one  to  four  years  of  age,  were  immunized  with 
0.5-cc.  dose  of  live  attenuated  mumps  virus 
vaccine.  Observations  for  febrile  reactions 
were  observed  by  the  parents  and  recorded  on 
data  recall  forms.  Preinoculation  blood  sam- 
ples were  obtained  from  1,295  children,  and 
thirty  days  following  vaccination  postinocula- 
tion blood  samples  were  obtained  to  determine 
antibody  response;  93.9  per  cent  of  the  subjects 
demonstrated  good  antibody  response.  Febrile 
reactions  to  the  vaccine  were  minimal  (Booth 
212). 

Differentiation  of  Renal  Masses  with 
Ultrasound  and  Radioisotopes 
Elias  Rand,  M.D. 

Maimonides,  Medical  Center,  Brooklyn 
Radioactive  kidney  scanning,  followed  by 
radioactive  renal  blood  flow  determination  with 
the  scintillation  camera,  will  provide  a presump- 
tive diagnosis  of  renal  carcinoma  or  renal  cyst, 
depending  on  whether  or  not  the  mass  is  vascu- 
lar. One  hundred  per  cent  reliability  can  then 
be  obtained  by  doing  ultrasound  studies  of  the 
renal  mass.  These  studies  gave  an  accurate 
diagnosis  in  16  consecutive  cases.  One  great 
value  is  that  these  tests  can  be  done  as  an  ambu- 
latory procedure  in  the  office  (Booth  213). 

Occupational  Medicine  Offers 
Challenging  Careers 
George  Craft,  M.D. 

New  York  University  Medical  Center, 
New  York  City 

An  insight  into  the  many  aspects  of  an  indus- 
trial physician’s  work  in  maintaining  the  health 
of  the  working  population  and  a description  of 
the  varied  nature  of  his  practice  are  narrated 

(Booth  214). 

Surgery  of  Biliary  Tract: 

Experimental  and  Clinical  Study 
John  L.  Madden,  M.D. 

Bok  Y.  Lee,  M.D. 
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Souhel  Kandalaft,  M.D. 

St.  Clare’s  Hospital,  New  York  City 
This  study  is  based  on  personal  experiences  of 
over  eighteen  years.  It  includes  classification 
of  gallstones,  with  representative  transparencies, 
differentiation  of  primary  and  secondary  stones, 
indications  for  choledochoduodenostomy,  and 
the  technic  for  the  various  operations  performed 
on  the  biliary  tract.  The  results  of  reconstruc- 
tion of  the  common  bile  duct  without  stent 
support  and  the  summary  of  various  operations 
performed  on  the  gallbladder  and  common  duct 
are  also  presented  (Booth  215). 

Operative  Cholangiography: 

Improved  Technic 

George  M.  Saypol,  M.D. 

Martin  L.  Waldman,  M.D. 

LeRoy  R.  Levin,  M.D. 

The  Long  Island  Jewish  Hospital-Queens 
Hospital  Center,  Jamaica 
An  improved  technic  of  operative  cholangi- 
ography which  avoids  contamination  and  facili- 
tates accurate  placement  of  x-ray  cassette  is 
presented.  Four  illustrative  cases  are  shown. 
It  may  find  favor  with  surgeons  who  do  not  plan 
ahead  for  operative  roentgenograms  (Booth 
216). 

Management  of  Complications  of 
Diverticulitis 

David  Befeler,  M.D. 

William  F.  Mitty,  Jr.,  M.D. 

Carlo  Grossi,  M.D. 

New  York  University  Medical  Center, 
New  York  City 

The  incidence  of  diverticulosis  becomes  in- 
creasingly frequent  as  our  society  ages.  Diver- 
ticulitis occurs  in  more  than  33  per  cent  of 
patients  with  diverticulosis  some  period  in  their 
lifetime.  Unfortunately,  little  correlation  exists 
between  the  frequency  of  attacks  of  diverticulitis 
and  the  development  of  a major  complication 
requiring  surgery. 

The  exhibit  presents  data  on  more  than  2,800 
patients  with  either  diverticulosis  or  diverticuli- 
tis. The  indications  for  surgery,  advantages  of 
one-stage  and  three-stage  resection,  mortality 
and  morbidity  rates,  and  results  of  treatment 
are  presented  (Booth  217). 

Duodenal  Ulcer,  Symptomatic  Hiatal 
Hernia,  and  Peptic  Esophagitis: 

Unified  Concept 

Daniel  F.  Casten,  M.D. 

Edgardo  S.  Alday,  M.D. 

Jose  C.  Alba,  M.D. 

Sydenham  Hospital,  New  York  City 
The  interrelationships  between  duodenal 
ulcer,  sliding  esophageal  hiatal  hernia,  and  pep- 
tic esophagitis  are  presented.  It  is  believed 
that  excessive  secretion  of  acid  by  the  stomach, 
particularly  during  the  twelve-hour  basal 
nocturnal  period,  is  the  underlying  pathophys- 
iologic factor.  The  steps  of  the  operation  for 
the  correction  of  these  conditions  are  described 
(Booth  218). 


Treatment  of  Burns 

The  New  York  Regional  Society  of 
Plastic  and  Reconstructive  Surgery 
New  York  City 

Photographs,  models,  legends,  and  docu- 
ments pertaining  to  burn  injury  are  presented 

(Booth  219). 

Anoproctosigmoidoscopy 
David  Befeler,  M.D. 

Michael  J.  Lepore,  M.D. 

William  F.  Mitty,  Jr.,  M.D. 

New  York  University  School  of  Medicine, 
New  York  City 

The  exhibit  demonstrates  the  technic  of 
preparation,  the  recording  of  data,  the  instru- 
ments used,  the  positions  necessary  for  anoproc- 
tosigmoidscopy,  and  shows  the  procedure. 
Following  this  introduction,  the  physicians  are 
encouraged  to  proceed  with  sigmoidoscopy  on  a 
plaster  model.  The  aim  is  exposure  of  physi- 
cians to  a procedure  which  should  be  part  of 
their  diagnostic  armamentarium  (Booth  220). 

Urinary  Reconstruction  in 
Renal  Transplantation 
Elliot  Leiter,  M.D. 

Herbert  Brendler,  M.D. 

Lewis  Burrows,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York 
City 

The  various  methods  which  have  been  used 
to  reconstruct  the  urinary  tract  of  patients 
undergoing  renal  transplantation  are  illustrated. 
Our  transplant  group  has  been  utilizing  pyelo- 
ureteral  anastomosis  in  most  patients.  The 
results  have  been  satisfactory.  Advantages, 
disadvantages,  technic,  precautions,  and  repre- 
sentative results  are  described.  Selective  ref- 
erences are  included  (Booth  221). 

Cryotherapy:  Its  Advent,  Status,  and 

Future  in  Urology 

Joseph  Addonizio,  M.D. 

Camille  Mallough,  M.D. 

George  R.  Nagamatsu,  M.D. 

New  York  Medical  College,  New  York  City 
The  evolution  of  cryotherapy  from  ancient 
Egyptian  medicine  to  the  present  time  is  pre- 
sented. Its  application  to  urology  in  particular 
and  to  medicine  in  general  is  illustrated.  The 
present  state  of  cryotherapy  in  benign  and 
malignant  diseases  of  the  prostate,  as  well  as  in 
bladder  cancer,  is  described.  Certain  avenues 
of  approach  for  the  future  investigator  are 
suggested,  that  is,  cryostimulus  for  wound 
healing,  cryoimmunology,  and  cryohemostasis. 
Our  original  investigations  are  included  in  this 
projection  (Booth  222). 

Comparison  of  Chronic  Ulcerative 
Colitis  and  Regional  Enteritis 
of  Colon 

Richard  G.  Farmer,  M.D. 

William  A.  Hawk,  M.D. 
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Rupert  B.  Turnbull,  Jr.,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland, 
Ohio 

Of  the  primary  ulcerative-inflammatory  dis- 
eases of  the  colon,  two  distinct  pathologic 
entities  have  emerged,  one  a mucosal  disease 
(ulcerative  colitis),  and  one  a transmural  disease 
(regional  enteritis).  The  pathologic  features 
and  clinical  manifestations  are  compared  and 
contrasted.  The  study  is  based  on  151  opera- 
tive cases  from  the  Cleveland  Clinic  (Booth 

223) . 

Value  of  Microtomography  in 
Clinical  Neurosurgery 
Arnold  Berrett,  M.D. 

Alan  B.  Rothballer,  M.D. 

New  York  Medical  College,  New  York  City 
The  growing  emphasis  on  microsurgical 
technic  has  stimulated  the  development  of  new 
tomography  machines  designed  specifically  for 
microtomography.  With  these,  tomographic 
cuts  as  thin  as  1 mm.  are  obtained,  so  that  the 
tiny  strictures,  such  as  the  ossicles  of  the  ear,  are 
consistently  demonstrated  with  great  clarity. 
We  have  employed  this  method  in  the  diagnosis 
and  management  of  certain  abnormalities  of  the 
skull  and  spine  which  are  illustrated  (Booth 

224) . 

Wringer  Injuries 

A.  Robert  Beck,  M.D. 

City  Hospital  Center,  Elmhurst 
James  E.  Allen,  M.D. 

Theodore  C.  Jewett,  Jr.,  M.D. 

Children’s  Hospital,  Buffalo 
A two-year  study  is  presented  of  113  children 
with  wringer  washing  machine  injuries,  who 
were  treated  at  the  Buffalo  Children’s  Hospital. 
The  nature  of  the  injuries  and  the  proper  treat- 
ment are  demonstrated.  The  type  and  extent 
of  surgical  treatment  are  reviewed,  and  the 
results  of  treatment  are  summarized  (Booth 

225) . 

Surgical  Diseases  Simulating  Appendicitis 
Albert  B.  Lowenfels,  M.D. 

Grasslands  Hospital,  Valhalla 
A wide  variety  of  diseases  mimics  appendicitis. 
This  exhibit  emphasizes  the  need  for  a greater 
awareness  of  these  lesions  and  should  help  the 
physician  prepare  for,  recognize,  and  treat  them 
before  or  during  surgery  (Booth  226). 

Problems  of  Drug  Utilization 

American  Medical  Association 
Chicago,  Illinois 

This  exhibit  familiarizes  physicians  with  the 
problem  of  drug  utilization  including  adverse 
reactions  and  the  educational  material  available 
on  this  subject  through  the  AMA  Department 
of  Drugs.  Reprints  and  brochures  listing 
reactions  in  different  specialty  areas,  such  as 
allergy,  pediatrics,  dermatology,  and  others,  will 
be  available  (Booth  227). 


New  Method  of  Measuring  Myocardial 
Blood  Flow  in  Man 

Richard  J.  Bing,  M.D. 

Charles  Cowan,  M.D. 

Alberto  Cohen,  M.D. 

Wayne  State  University  School  of  Medicine, 
Detroit,  Michigan 

A new  method  of  measuring  myocardial 
coronary  blood  flow  and  its  clinical  application 
is  described.  The  aspect  to  be  stressed  is  the 
principle  of  coincidence  counting.  The  pro- 
cedures have  been  carried  out  on  more  than 
1,000  patients  using  a steady  (infusion)  state  oi 
a single  injection  method  (Booth  228). 

Endocarditis 

Masamichi  Oka,  M.D. 

Alfred  Angrist,  M.D. 

Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  The  Bronx 

The  exhibit  consists  of  colored  photographs 
of  gross  and  microscopic  specimens  of  valvular 
vegetations  and  of  illustrative  experimental 
lesions  in  animals.  The  classification  and 
instances  of  transitions  between  the  classical 
forms  are  included.  The  material  is  based  on  a 
wide  experience  (Booth  229). 

Diabetic  Neuroarthropathy  with 
Long-Term  Follow-Up 

Magdalena  R.  Berenyi,  M.D. 

Gerhart  S.  Schwarz,  M.D. 

Martin  W.  Siegel,  M.D. 

New  York  Medical  College,  New  York 
City 

Of  17  cases  of  atrophic  destructive  ar- 
thropathy followed  for  up  to  fourteen  years,  11 
had  diabetes.  Of  these,  6 will  be  shown  in  whom 
diabetic  neuropathy  was  the  major  or  the  only 
demonstrable  cause.  Attention  is  focused  on 
the  lack  of  hypertrophic  changes  commonly 
expected  in  Charcot’s  arthropathy.  The  au- 
thors favor  a dualistic  concept  of  neuroar- 
thropathy, according  to  which  the  atrophic  type 
is  caused  by  a peripheral  neuritis,  leading  to  an 
“autosympathectomy  in  addition  to  impairment 
of  the  sensory  fibers.  Only  when  hyperemia 
and  loss  of  protective  pain  sensation  combine 
can  the  atrophic  variety  occur”  (Booth  230). 

New  Approach  to  Thyroid  Hormone 
Therapy 

Herbert  A.  Selenkow,  M.D. 

Marvin  S.  Wool,  M.D. 

Noel  I.  Robin,  M.D. 

Harvard  Medical  School,  Boston,  Massa- 
chusetts 

An  analysis  is  made  of  clinical  efficacy  and 
laboratory  measurements  of  available  thyroid 
hormone  preparations  in  common  usage  com- 
pared with  a new  combination  of  synthetic 
L-thyroxine  and  L-triiodothyronine.  Repre- 
sentation of  thyroid  pathophysiology  will  assist 
in  clarification  of  confusing  aspects  of  thyroid 
therapy  as  met  in  daily  practice  (Booth  231). 
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Quantitative  Radiographic  Technic  for 
Detection  of  Bone  Loss 

Anthony  A.  Albanese,  Ph.D. 

A.  H.  Edelson,  D.D.S. 

E.  J.  Lorenze,  M.D. 

Burke  Rehabilitation  Center,  White  Plains 
Fractures  of  osteoporotic  origin  now  consti- 
tute a major  disabling  affliction  of  the  elderly. 
The  ever-increasing  numbers  of  the  older  pop- 
ulation in  this  and  other  countries  and  rising 
costs  of  medical  care  make  it  imperative  that 
some  index  be  devised  for  measuring,  with  re- 
producible accuracy,  the  state  of  mineralization 
of  various  parts  of  the  skeleton  not  only  over 
many  months  but  also  over  many  years.  Con- 
sideration of  these  various  biomedical  problems 
led  us  to  the  development  of  a densitometric 
procedure  which  appears  to  meet  these  needs. 
Details  of  our  procedure  and  its  applications  will 
be  described.  Results  obtained  with  some  1,000 
“normal  healthy”  male  and  female  subjects, 
ranging  in  age  from  five  to  ninety-seven  years, 
which  provide  a base  fine  of  age-  and  sex-related 
norms  and  deviations  therefrom  will  be  pre- 
sented graphically  (Booth  232). 

The  Technologist  and  Mass  Screening 
for  Breast  Cancer 
Philip  Strax,  M.D. 

Guttman  Breast  Diagnostic  Institute,  New 
York  City 

Modalities  other  than  clinical  examination  are 
assuming  increasing  importance  in  mass  screen- 
ing for  breast  cancer.  The  role  of  the  technolo- 
gist in  conventional  mammography,  70-mm. 
mammography,  and  thermography  is  delineated. 
The  need  for  technologists  as  potential  pre- 
screeners  of  mammographic  images,  particularly 
those  enhanced  by  logeftron,  explorex,  or 
xeroradiography,  is  evaluated  (Booth  233). 

Endometrial  Morphology:  Index  to 

Contraceptive  Dosage 
M.  Roland,  M.D. 

Family  Planning  Clinics 
New  York  City 

Treatment  with  combination  contraceptives 
causes  changes  in  the  endometrium  which  are 
distinguishable  from  the  untreated  endometri- 
um. Endometrial  morphologic  data  can  be 
used  as  an  index  to  establish  an  optimum  dose 
for  an  oral  contraceptive.  This  concept  is 
demonstrated  using  clinical  data  in  264  patients 
for  as  long  as  22  cycles  representing  a total  of 
1,918  treatment  cycles  (Booth  234). 

New  Prosthetic  Concepts  in  Early 
Ambulation  of  Fracture  Patients 
Bruce  B.  Grynbaum,  M.D. 

.Jack  Sokolow,  M.D. 

Richard  Lehneis,  C.P.O. 

Bellevue  Hospital  Center,  New  York  City 
An  immediate-fitting  ischial  weight-bearing 
brace,  a prepatellar  tendon-bearing  brace,  and 
prepatellar  weight-bearing  plaster  of  Paris  mold 
will  be  exhibited  to  demonstrate  the  principle  of 


ischial  weight  bearing  for  early  ambulation  of 
fracture  patients  (Booth  235). 

Fluid  Mattress  in  Management  of 
Pressure  Sores 

Herbert  L.  Thornhill,  M.D. 

Martha  L.  Williams,  R.N. 

Harlem  Hospital,  New  York  City 

The  pressure  sore  problem  is  outlined,  and 
our  experience  with  the  fluid  mattress  in  the 
management  of  these  lesions  is  summarized. 
Characteristic  ulcers  at  typical  sites  are  shown. 
Pressure,  the  major  cause  of  such  lesions,  is 
emphasized,  with  attention  given  to  the  role  of 
certain  contributing  factors  (Booth  236). 

Enzyme  Defect  Linked  to  Cerebral 
Palsy  and  Gout 

J.  E.  Seegmiller,  M.D. 

Frederick  M.  Rosenbloom,  M.D. 

William  N.  Kelley,  M.D. 

National  Institute  of  Arthritis  and  Metabol- 
ic Diseases,  National  Institutes  of  Health, 
Bethesda,  Maryland 

Scientists  of  the  National  Institute  of  Ar- 
thritis and  Metabolic  Diseases  have  pinpointed 
an  enzyme  defect  in  Lesch-Nyhan  syndrome, 
a grave  childhood  disorder  marked  by  cerebral 
palsy,  self  mutilation,  mental  retardation,  and 
overproduction  of  uric  acid.  This  finding  could 
lead  to  a better  understanding  of  similar  be- 
havioral disorders  and  the  mechanism  of  exces- 
sive uric  acid  production  found  in  some  gout 
patients  (Booth  237). 

Albany  Regional  Medical  Program 
Activities 

Frank  M.  Woolsey,  Jr.,  M.D. 

Ward  L.  Oliver,  M.D. 

Albany  Medical  College  of  Union  Univer- 
sity, Albany 

The  Albany  Regional  Medical  Program,  the 
first  operational  program  under  the  heart  disease, 
cancer,  and  stroke  legislation  of  1965,  is  giving 
considerable  emphasis  to  postgraduate  medical 
education  in  its  early  activities.  The  exhibit 
depicts  a number  of  projects  being  conducted 
by  the  Albany  program  to  improve  patient  care 
and  to  strengthen  community  medicine  (Booth 
238). 

Food  and  Drug  Administration’s  Drug 
Reaction  Reporting  Program 

Food  and  Drug  Administration, 

Bureau  of  Medicine 
Washington,  D.C. 

The  purpose  of  the  exhibit  is  to  encourage  the 
reporting  of  adverse  drug  reactions.  It  will 
describe  the  responsibility  of  the  prescribing 
physician,  FDA’s  role  following  the  receipt  of 
drug  experience  reports,  and  will  show  a repro- 
duction of  the  reporting  blank  (Booth  239). 

MEDICO 

Colgate  Phillips,  M.D. 
medico,  a Service  of  care, 

New  York  City 
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Pictures,  informational  material,  and  an 
audiovisual  display  combine  to  present  a 
panorama  of  medico  at  work,  medico  makes 
it  possible  for  doctors,  nurses,  and  tech- 
nicians to  serve  in  an  underprivileged  land 
on  a nongovernmental,  nonsectarian,  and  non- 
profit basis  (Booth  240). 

Birth  Defects 

The  National  Foundation-March  of 
Dimes 

New  York  City 

Exhibit  illustrates  multidisciplinary  services 
available  in  March  of  Dimes  Birth  Defects 
Centers  throughout  the  United  States,  and 
contains  transparencies  of  patients  depicting 
four  different  types  of  birth  defects  (Booth  241). 

Ischemic  Lower  Extremity 
Howard  C.  Baron,  M.D. 

Richard  T.  Purdy,  M.D. 

Jewish  Memorial  Hospital,  New  York  City 
The  exhibit  illustrates  the  diagnosis  and 
operative  treatment  of  the  ischemic  lower 
extremity.  The  various  operative  procedures 
utilizing  autogenous  tissue  for  the  revasculariza- 
tion of  the  lower  extremity  are  illustrated  and 
described  in  detail.  The  results,  utilizing  the 
saphenous  vein  as  autogenous  graft  or  gas 
endarterectomy  using  carbon  dioxide  dissection, 
are  presented  (Booth  242). 

Preliminary  Automated  Medical  Survey 
Section  on  Internal  Medicine 
Section  on  Pathology,  Clinical  Pathol- 
ogy, and  Blood  Banking 
Committee  on  Metabolic  Diseases 
Medical  Society  of  the  State  of  New  York 
and  New  York  Diabetes  Association, 

New  York  City 

The  purpose  of  this  exhibit  is  to  educate  the 
physician  in  some  of  the  advances  in  health 
screening  technology  by  providing  him  with  data 
on  his  computerized  medical  history  and  his  own 
blood  chemistries  through  the  latest  automated 
technics.  In  addition,  the  exhibit  provides,  as 
a service  to  the  physician,  a profile  of  his  own 
metabolic  state  and  consultation  for  medical 
problems  (Booth  243). 

Diabetes:  A Total  Disease 
New  York  Diabetes  Association 
New  York  City 

Since  complications  or  concomitant  related 
diseases  may  appear  before  the  recognized  onset 
of  diabetes,  physicians  do  not  treat  just  blood 
sugars  but  patients  who  require  continual  total 
evaluation.  New  York  Diabetes  Association 
physicians  are  available  for  consultation  on 
clinical  material  or  interpretation  of  the  auto- 
mated laboratory  test  profile  values  (Booth 
244). 

Hypoglycemic  Action  of  Phenformin 
B.  E.  Lowenstein,  M.D. 


Long  Island  Jewish  Hospital, 

New  Hyde  Park 

Diabetes  melhtus  is  characterized  by  a partial 
defect  of  glycolytic  capacity  of  certain  tissues, 
due  to  subnormal  PK  (pyruvate  kinase)  ac- 
tivity. Phenformin  allows  glycolysis  to  proceed 
at  normal  and  above  normal  rates  by  bypassing 
the  PK  step  of  normal  Embden-Meyerhof 
glycolysis  (Booth  245). 

Bronx  State  Hospital 

Israel  Zwerling,  M.D. 

Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  The  Bronx 
The  programs  of  the  Bronx  State  Hospital, 
consequent  to  its  affiliation  with  the  Albert 
Einstein  College  of  Medicine,  are  described. 
They  include:  (1)  extensive  teaching  and  train- 

ing programs  for  staff,  psychiatric  residents, 
clinical  psychology  interns,  postdoctoral  fellows, 
and  social  work  students  in  field  placement 
assignments;  (2)  intensive  liaison  with  the 
surrounding  community;  and  (3)  the  substitu- 
tion of  active  treatment  programs  for  a custodial 
orientation  to  patient  care  (Booth  246). 

Healthright  Programs 

Office  for  Health  Affairs,  Office  of 
Economic  Opportunity 
Washington,  D.C. 

The  Office  of  Health  Affairs  of  the  Office  of 
Economic  Opportunity  will  display  information 
on  the  various  health  activities  of  the  war  on 
poverty.  Literature  is  available  on  the  fol- 
lowing programs:  Head  Start,  VISTA,  Job 

Corps,  Neighborhood  Health  Centers,  and 
Family  Planning  (Booth  247). 


Research  Project  in  Methodology  of 
Delivering  Comprehensive  Health  Care 
to  Large  Urban  Population 
Edmund  N.  Joyner,  M.D. 

Frederick  C.  Green,  M.D. 

The  Roosevelt  Hospital,  New  York  City 
A technic  in  the  delivery  of  comprehensive 
health  care  and  the  progression  of  this  care 
from  conception  to  actual  delivery  is  demon- 
strated. This  program  is  a joint  effort  of  the 
Children’s  Bureau  and  The  Roosevelt  Hospital 
(Booth  248). 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

The  New  York  State  Journal  of  Medicine 
welcomes  visiting  doctors  to  its  booth  where 
members  of  the  staff  will  discuss  Journal 
editorial  matters  and  solicit  physicians  on  their 
preferences  in  contents  for  the  publication. 
The  case  history  of  a manuscript,  from  original 
copy  to  the  printed  page,  will  be  demonstrated 
(Albert  Hall). 
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Medical  Directory  of  New  York  State 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

The  1968-1969  Medical  Directory  of  New  York 
State  is  available  for  reference  and  purchase. 
This  publication  is  essential  to  everyone 
interested  in  complete,  authoritative,  profes- 
sional data  on  the  over  35,000  physicians  now 
practicing  in  this  State.  Staff  personnel  will 
be  on  hand  to  answer  inquiries,  to  provide  forms 
to  physicians  for  updating  their  biographic  list- 
ings, and  to  supply  copies  of  the  Directory  to 
purchasers  (Albert  Hall). 

Voluntary  Prepaid  Blue  Shield  Medical 
Care  Plans 

Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New 
York 

New  York  City 

Material  describing  the  benefits  provided  by 
the  seven  Blue  Shield  Plans,  approved  by  the 
State  Medical  Society,  is  available.  Also  avail- 
able will  be  statistical  information  regarding  the 
progress  of  the  Plans  as  of  December  31,  1968 
(Albert  Hall). 

“What  Goes  On” 

Feature  of  New  York  State  Journal  of 
Medicine,  Medical  Society  of  the  State 
of  New  York 
New  York  City 

“What  Goes  On”  was  incorporated  in  the 
New  York  State  Journal  of  Medicine  in 
January,  1969.  Please  visit  the  Journal 
booth  for  further  information  about  What  Goes 

On  (Albert  Hall). 

Physicians’  Placement  Bureau 

Division  of  Scientific  Activities,  Medical 
Society  of  the  State  of  New  York 
New  York  City 


The  Physicians’  Placement  Bureau  will  be 
glad  to  answer  questions  about  available  op- 
portunities, group  practice,  Educational  Council 
tor  Foreign  Medical  Graduates,  and  others. 
Literature  from  the  AMA  and  MSSNY  will  be 
available  for  your  perusal  (Albert  Hall). 

Malpractice  Insurance  Program 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

(Booth  101,  Albert  Hall) 

New  York  State  Medical  Assistants 
Association 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

(Albert  Hall) 

Peace  Corps 

Office  of  Medical  Programs 

Washington,  D.C. 

(Albert  Hall) 

The  Peace  Corps  offers  a certain  number  of 
salaried  overseas  positions  to  physicians  who 
wish  to  serve  a period  of  two  or  three  years. 

The  major  duty  of  such  a physician  would  be 
the  physical  and  mental  health  care  of  the  volun- 
teers in  his  area.  In  most  instances,  this  would 
not  take  up  all  of  his  time;  in  many  situations, 
he  would  be  able  to  devote  as  much  as  half  of 
his  time  to  host-country  needs,  such  as  health 
project  programming,  working  in  hospitals,  or 
clinics.  There  are  world-wide  studies  being 
made  of  the  incidence,  prevention,  and  treat- 
ment of  certain  diseases.  The  Peace  Corps  does 
get  involved  in  some  of  these.  Service  of  this 
type  can  produce  a real  challenge.  It  is  to  be 
hoped  that  a number  of  mid-career  and  some 
retired  physicians  will  be  interested  enough  to 
seek  this  experience. 
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1969  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 


Sunday,  February  9,  through 
Wednesday,  February  12 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

KENNETH  B.  OLSON,  M.D.,  Albany 
Cochairmen 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York  City 


Sunday 

February  9,  1969 

Morning 

10:00  LSD-25 

Professional  Arts,  Inc.,  University 
City,  California 

10:32  Physiology  of  the  Larynx  Under 
Daily  Stress 

University  of  California  Medical  Cen- 
ter, Los  Angeles,  California 

11:00  The  Function  of  the  Pathologic 
Larynx 

University  of  California  Medical  Cen- 
ter, Los  Angeles,  California 

11:29  The  Function  of  the  Normal  Larynx 

University  of  California  Medical  Cen- 
ter, Los  Angeles,  California 

11:55  Contact  Ulcer  of  the  Larynx 

University  of  California  Medical  Cen- 
ter, Los  Angeles,  California 

Afternoon 

12:11  Electromyographic  Assessment  of 
Pharyngeal  Muscle  Activity  in 
Laryngectomized  Patients:  Tech- 
niques and  Preliminary  Findings 

Veterans  Administration  Hospital, 
San  Francisco,  California 

12:33  Medical  Genetics — Part  I:  Histor- 
ical Development,  Physical  Basis  of 
Inheritance,  Some  Chromosomal 
Abnormalities  in  Man 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 

1:12  Medical  Genetics — Part  II:  Bio- 

chemical Genetics  in  Man 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 


1:49  Medical  Genetics — Part  III:  Popu- 
lation Genetics  Genes  in  Families 
and  Populations 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 

2:28  Diagnosis  and  Management  of  Cys- 
tic Fibrosis 

National  Cystic  Fibrosis  Research 
Foundation,  New  York  City 

3:03  Nonoperative  Treatment  of  Scolio- 
sis and  Round  Back  with  the  Mil- 
waukee Brace 

Walter  P.  Blount,  M.D.,  Milwau- 
kee, Wisconsin 

3:38  Programmed  Instruction  and  Apha- 
sia Rehabilitation 

DuArt  Film  Laboratories,  Inc.,  New 
York  City 

4:23  Voice  Production:  The  Vibrating 

Larynx 

Netherlands  Information  Service, 
New  York  City 

5:10  Technics  in  Prosthokeratoplasty 
Procedures 

A.  Benedict  Rizzuti,  Brooklyn 

5:35  Shock:  Recognition  and  Manage- 

ment 

Smith,  Kline  & French,  Philadelphia, 
Pennsylvania 

5:55  The  Gliding  Mechanism  of  Tendons 
James  W.  Smith,  M.D.,  New  York 
City 

Monday,  February  10,  1969 

Morning 

9:00  Tumors  of  the  Major  Salivary 
Glands 

American  Cancer  Society,  Syracuse 

9:21  Early  Diagnosis  and  Management 
of  Breast  Cancer 

American  Cancer  Society,  Syracuse 

9 46  The  Embattled  Cell 

American  Cancer  Society,  Syracuse 

10:13  Oral  Cancer 

American  Cancer  Society,  Syracuse 

10:40  The  Early  Development  of  Ambula- 
tion: The  Unilateral  Below-Knee 

Amputee 

General  Film  Laboratories,  Holly- 
wood, California 

11:00  Infant  to  School  Age  Child:  The 

Unilateral  Below-Elbow  Amputee 
General  Film  Laboratories,  Holly- 
wood, California 

11 : 17  Prescription  for  Life  (2  Parts) 

American  Heart  Association,  New 
York  City 
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Afternoon 

12 : 15  Physiological  Aspects  of  Speech: 
Speakers  with  Cleft  Palates 

State  University  of  Iowa,  Iowa  City, 
Iowa 

12 : 50  Physical  Examination  of  the  Joints: 
Part  II:  Hip,  Shoulder,  and  Back 

Arthritis  and  Rheumatism  Founda- 
tion, New  York  City 

1:25  The  Otoneurological  Examination 
for  Vestibulo-Cerebellar  Function 

Abbott  Laboratories,  North  Chicago, 
Illinois 

1 : 56  Psychiatric  Services  in  General  Hos- 
pitals 

Association  Films,  Inc.,  New  York 
City 

2:26  Thyroid  Deficiency:  Current  Con- 

cepts of  Diagnosis  and  Treatment 
Ideal  Pictures,  New  York  City 

3 : 01  Treatment  and  Diagnosis  of  Tongue 
Thrust  as  a Result  of  Deviant 
Swallowing 

American  Dental  Association,  Chi- 
cago, Illinois 

3:20  Treatment  of  Dysphonia  Due  to 
Unilateral  Recurrent  Nerve  Paraly- 
sis by  the  Intracordal  Injection  of 
Synthetics 

Henry  J.  Rubin,  M.D.,  Beverly 
Hills,  California 

3:40  Prevention  of  Urinary  Tract  Infec- 
tion from  Catheters 

Georgetown  University  School  of 
Medicine,  Washington,  D.C. 

4 : 13  Modified  Retropubic  Prostatectomy 
Aaron  H.  Kleiman,  M.D.,  New 
York  City 

4 : 34  Differentiation  of  Intestinal  Amebas 
by  Motility 

H.  R.  Shookhoff,  M.D.,  H.  Ter- 
ner,  M.D.,  J.  Parker,  M.D.,  B. 
Weingarten,  M.D.,  and  M.  Simon, 
M.D.,  Montefiore  Hospital,  The 
Bronx 


Tuesday,  February  11, 1969 
Morning 

9:00  LSD:  Insight  or  Insanity 

Bailey  Films,  Inc.,  Hollywood,  Cali- 
fornia 

9:23  Uterine  Cancer:  Diagnosis  and 

Management — Part  I:  Cancer  of 

the  Cervix 

American  Cancer  Society,  Syracuse 
9:48  Uterine  Cancer:  Diagnosis  and 


Management — Part  II:  Cancer  of 

the  Endometrium 

American  Cancer  Society,  Syracuse 

10:05  Diagnosis  and  Management  of  Can- 
cer of  Colon  and  Rectum 

American  Cancer  Society,  Syracuse 
10:28  The  Dentist  and  Cancer 

American  Cancer  Society,  Syracuse 

10:54  Chronic  Bronchitis  and  Pulmonary 
Emphysema — Part  I 

DuArt  Film  Laboratories,  New  York 
City 

11:28  Chronic  Bronchitis  and  Pulmonary 
Emphysema — Part  II 
DuArt  Film  Laboratories 
11:58  Inguinal  Region 

Teaching  Films,  Inc.,  Houston,  Texas 

Afternoon 

12 : 19  Male  Perineum 

Teaching  Films,  Inc.,  Houston,  Texas 

12:42  Muscles  of  Mastication  and  the 
Infratemporal  Fossa 

Teaching  Films,  Inc.,  Houston,  Texas 
1:02  Potpourri  of  Parasites  (2  Parts) 

H.  R.  Shookhoff,  M.D.,  H.  Terner, 
M.D.,  J.  Parker,  M.D.,  B.  Wein- 
garten, M.D.,  and  M.  Simon,  M.D., 
Montefiore  Hospital,  The  Bronx 

1 :52  Variations  of  Tympanoplasty 

Rudolph  Wolferman,  M.D.,  Brook- 
lyn 

2 : 17  Osteoporosis  of  the  Aging 

Richmond  W.  Smith,  Jr.,  M.D.,  and 
Harold  M.  Frost,  M.D.,  The  Henry 
Ford  Hospital,  Detroit,  Michigan 

2:42  Percutaneous  Radiofrequency  Cer- 
vical Cordotomy 

Hubert  L.  Rosomoff,  M.D.,  Albert 
Einstein  College  of  Medicine  of 
Yeshiva  University,  The  Bronx 

2:59  A Survey  of  Children’s  Speech  Dis- 
orders 

State  University  of  Iowa,  Iowa  City, 
Iowa 

3:36  Maternity  Care:  Labor  and  De- 

livery 

American  College  of  Obstetricians 
and  Gynecologists,  Chicago,  Illinois 

4 : 19  Medical  Care  for  Adolescents 

Campus  Film  Distributors  Corp., 
New  York  City 

Wednesday,  February  12, 1969 
Morning 

9:00  Parent  to  Child  About  Sex 
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9:37 

10:09 

10:34 

10:57 

11:20 

11:58 


Frederick  J.  Margolis,  M.D., 
Wayne  University  School  of  Medi- 
cine, Kalamazoo,  Michigan 

Cancer  in  Children 

American  Cancer  Society,  Syracuse 
Cancer  of  the  Stomach 

American  Cancer  Society,  Syracuse 
Cancer  of  the  Skin 

American  Cancer  Society,  Syracuse 
Cancer  of  the  Colon  and  Rectum 
American  Cancer  Society,  Syracuse 

Physical  Therapy  Management  of  a 
Bilateral  Amputee 

DuArt  Film  Laboratories,  New  York 
City 

Immediate  Postsurgical  Prosthesis 
DuArt  Film  Laboratories,  New  York 
City 


Afternoon 


12:48  Psychosomatic  Conditions:  Obesity 
National  Association  for  Mental 
Health,  New  York  City 

1:21  A Paranoid-Schizophrenic 


National  Association  for  Mental 
Health,  New  York  City 

1 :54  The  Obsessive-Compulsive  Neurosis 
National  Association  for  Mental 
Health,  New  York  City 

2:27  The  Compulsive  Car  Thief 

National  Association  for  Mental 
Health,  New  York  City 

3:00  Audiological  Procedures  with  Pre- 
school Deaf  Children 

Pennsylvania  State  University,  Uni- 
versity Park,  Pennsylvania 

3:35  An  Approved  Technique  for  Pure 
Tone,  Air  Conduction  Audiom- 
etry 

Price  Vowell  Associates,  Hollywood, 
California 

3:54  Basic  Mechanisms  in  Neurophysi- 
ology 

Netherlands  Information  Service, 
New  York  City 

4:34  Emergency  Ambulance  Service: 
Organization  and  Operation 

American  College  of  Surgeons,  New 
York  City 
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Booth  20 


1969  ANNUAL  CONVENTION 


Technical  Exhibits 


T echnical  exhibits  located  in  Albert  Hall 
of  The  Americana  Hotel  will  open  on  Sunday, 
10:00  A.M.  to  6:00  P.M.,  Monday  through 
Wednesday,  9:00  A.M.  to  5:00  P.M. 

Our  exhibitors  look  forward  to  the  pleasure 
of  meeting  and  serving  members  and  guests  of 
the  Medical  Society  of  the  State  of  New  York. 

Abbott  Laboratories  Booth  70 

North  Chicago,  Illinois 
Erythrocin,  Normosol 

The  Aikalol  Company  Booth  C 

Taunton,  Massachusetts 

Aikalol,  Irrigol,  Aikalol  Nasal  Cup 

Amfre-Grant,  Inc.  Booth  97 

Brooklyn,  New  York 

Corovas  Tymcaps,  Neo-Corovas  Tymcaps, 
Baculin  Tablets,  Amalgin  Milk  Tablets 

Apache  Corporation  Booth  2 

Minneapolis,  Minnesota 

Units  of  Investment  in  Oil  and  Gas  Ex- 
ploration 

Aqua  Tec  A Teledyne  Company  Booth  85 

Fort  Collins,  Colorado 

Water  Pik,  Oral  Hygiene  Appliance 

Armour  Pharmaceutical 

Company  Booth  17 

Chicago,  Illinois 

Chymoral-100  and  Letter 

Astra  Pharmaceutical  Products, 

Inc.  Booth  37 

Worcester,  Massachusetts 

Ayerst  Laboratories  Booth  109 

New  York  City 

Premarin,  Atromid-S,  Inderal 

Beecham  Research  Laboratories  Booth  16 

New  York  City 

Penbritin  and  Veracillin 


Bio -Science  Laboratories 
Van  Nuys,  Calif omia 

Specialized  Diagnostic  Laboratories  Serv- 
ices 

Blair  & Company  Booth  76 

New  York  City 

Breon  Laboratories,  Inc.  Booth  28 

New  York  City 

Bronkometer,  Bronkotabs 

Bristol  Laboratories  Booth  63 

Syracuse,  New  York 
Polycillin 

Brookes  Research  Associates  Booth  111 

Hanover,  New  Jersey 

Physician  Interviewing 

Burroughs  Wellcome  & 

Company  Booth  41 

Tuckahoe,  New  York 
Actifed,  Zyloprim 

Burton,  Parsons  & Company, 

Inc.  Booth  58 

Washington,  D.C. 

Konsyl,  L.  A.  Formula,  EKG  Sol 

Ca  Detection  Laboratories,  Bio-Medical 
Division  of  Nuclear  Research  Associates, 
Inc.  Booth  67 

New  Hyde  Park,  New  York 
CYTEC 

Cameron -Miller  Surgical  Instruments 
Company  Booth  55 

New  York  City 

Cabinet  or  Drawer  Type  Electro  Surgical 
Machines;  Diagnostic  Examining  and  Sur- 
gical Light;  Electrically  Illuminated  In- 
struments for  body  cavity  examinations 

Ciba  Pharmaceutical  Company  Booth  35 

Summit,  New  Jersey 
Esimil 

The  Coca-Cola  Company  Booth  100 

Atlanta,  Georgia 

Ice  cold  Coca-Cola 

Cooper  Laboratories,  Inc.  Booth  49 

Bedford  Hills,  New  York 

Elixophyllin,  Kayciel,  Quinaglute 
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Creative  Systems,  Inc.  Booth  99 

Waterloo,  Iowa 

Control-o-fax  Medical  Accounting  Systems, 
Electrocopy  “400”  Copy  Machines,  Stor/ 
Wal  Lateral  Filing,  E-Z  Signal  Color  Cod- 
ing Systems 

Dairy  Council  of  Metropolitan 

New  York  Booth  52 

New  York  City 

Health  Education  Materials,  booklets  and 
pamphlets 

Dannon  Milk  Products  Booth  3 

Long  Island  City,  New  York 

Dannon  Yogurt  and  Dannon  Bokoo  in 
Chocolate  and  Vanilla 

The  Emko  Company  Booth  33 

St.  Louis,  Missouri 

Emko  Vaginal  Foam,  My  Own  Hygienic- 
Deodorant  Spray,  My  Own  Towelettes 

Empire  Medical  Political  Action 
Committee  Booth  88 

Rochester,  New  York 

Pamphlets  explaining  background  and 
aims  of  EMPAC 

Encyclopaedia  Britannica,  Inc.  Booth  59 

Chicago,  Illinois 

Encyclopaedia  Britannica  and  Great  Books 

Endo  Laboratories,  Inc.  Booth  110 

Garden  City,  New  York 

Coumadin,  Numorphan,  Percodan,  Perco- 
dan-Demi,  Hycomine,  Hycomine-Com- 
pound,  Hycodan,  Valpin,  Valpin-PB 

Equity  Funding  Corporation  Booth  98 

New  York  City 

Keogh  Programs,  Mutual  Funds,  Life 
Insurance 

Exercycle  Corporation  Booth  72 

New  York  City 

Two  Model  210  Exercycles;  Two  Personal 
Exercise  Planners 

C.  B.  Fleet  Company,  Inc.  Booth  36 

Lynchburg,  Virginia 

Fleet  Enema,  Fleet  Enema  Pediatric, 

Fleet  Theophylline  Rectal  Unit,  Fleet 
Mineral  Oil  Enema,  Phospho-Soda,  and 
Provimalt 

Flint  Laboratories  Booth  39 

Morton  Grove,  Illinois 

Choloxin,  Synthroid,  Hu-Tet 


Geigy  Pharmaceuticals  Booth  90 

Ardsley,  New  York 

Butazolidin,  Butazolidin-Alka 

Group  Health  Insurance,  Inc.  Booth  21 

New  York  City 

Health  Insurance 

Hoechst  Pharmaceutical 

Company  Booth  46 

Cincinnati,  Ohio 

Lasix, Surfak,  Doxidan,  Festal,  and  Festalan 

Holland-Rantos  Company,  Inc.  Booth  19 

New  York  City 

Hyva  Gentian  Violet  Vaginal  Tablets, 
Nylmerate  Jelly  and  Nylmerate  Antiseptic 
Solution  Concentrate,  Hollandex  Skin  Oint- 
ment, H-R  Diaper  Rash  Baby  Cream, 
Koromex-A  Vaginal  Jelly,  Koro-Flex  Con- 
touring Diaphragms  and  Sets,  Koromex 
Diaphragms  and  Sets,  Koromex  Douche 
Powder,  Koro  Sanitary  Napkin  Deodorant 
Spray,  Steri-Wipe  Alcohol  Prep  Pads, 
Hands  & Face  Moist  Towelettes,  Bidettes, 
Rantex  Personal  Cloth  Wipes,  Perifoam, 
H-R  Lubricating  Jelly 

Hotchkiss  Instruments  Booth  5 

San  Francisco,  California 

Hotchkiss  Otoscope,  Hotchkiss  Camera 
Adapter 

International  Pharmaceutical 
Corporation  Booth  91 

Warrington,  Pennsylvania 

Dia-quel,  Gly-Oxide,  Debrox 

Ives  Laboratories,  Inc.  Booth  105 

New  York  City 

Cyclospasmol,  Isordil,  and  Synalgos 

Jolly  Jumper  Products,  Inc.  Booth  14 

Evansville,  Indiana 
Infant  Exerciser 

Key  Pharmaceuticals,  Inc.  Booth  68 

Miami,  Florida 

Nitroglyn,  Carbamine,  Proternol,  Hyasorb, 
Theo-Nar 

Kings  County  Research  Laboratories, 

Inc.  Booth  65 

Brooklyn,  New  York 

Diagnostic  Laboratory 
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KLngsley-Quinn,  Ltd.  Booth  86 

New  York  City 

Management  Recruitment  Consultants; 
Physician  Recruitment  for  Industry,  Re- 
search Foundations,  Government,  and 
State  Health  Programs 

Knoll  Pharmaceutical  Company  Booth  25 

Orange,  New  Jersey 

Akineton,  Dilaudid,  Metrazols,  Quadrinal, 
Verequad,  Theokin  Elixir 

L & L Enterprises  Booth  22 

Highland  Park,  New  Jersey 
Speed  reading  course 

Lakeside  Laboratories,  Inc.  Booth  71 

Milwaukee,  Wisconsin 

Norpramin,  Mercuhydrin,  Imferon,  Cantil, 
Metatensin,  Metahydrin 

Lamond  Products,  Inc.  Booth  44 

Brooklyn,  New  York 

Lederle  Laboratories  Booth  40 

Pearl  River,  New  York 

Declomycin,  Achromycin,  Aristocort 

Eli  Lilly  and  Company  Booth  42 

Indianapolis,  Indiana 

Cordran,  C-Quens,  Darvon,  Dymelor,  Ilo- 
sone,  Keflin,  Loridine,  V-Cillin  K 

Loma  Linda  Foods  Booth  21 

Riverside,  California 
Soyalac 

The  Lumiscope  Company,  Inc.  Booth  15 

New  York  City 

Marion  Laboratories,  Inc.  Booth  50 

Kansas  City,  Missouri 
Fluonid 

Mayflower  Surgical  Supply  Company, 

Inc.  Booths  74  and  75 

Brooklyn,  New  York 

Ultra  Sound,  E.C.G.,  Autoclave,  Medical 
Furniture,  Shortwave,  Lights,  Hydrocolla- 
tor, Heartpacer,  Stools 

Mead  Johnson  Laboratories  Booth  77 

Evansville,  Indiana 

Mucomyst,  Oracon,  Gy  norest 


Medco  Products  Company,  Inc.  Booth  B 

Tulsa,  Oklahoma 

Medical  Film  Guild,  Ltd.  Booth  87 

New  York  City 

Merck  Sharp  & Dohme  Booth  83 

West  Point,  Pennsylvania 

Merrill  Lynch,  Pierce,  Fenner  & Smith, 
Inc.  Booth  51 

New  York  City 

Investment  information  center  featuring 
Telequote  III  for  immediate  stock  quota- 
tions; newswire  for  late  financial  news 

Murray  Space  Shoe  Corporation  Booth  A 
New  York  City 

Space  Shoes  (shoes  molded  to  the  exact 
contours  of  the  feet) 

New  York  Seven-Up  Bottling  Company, 
Inc.  Booth  27 

New  York  City 

Seven-Up  and  Like 

New  York  State  Narcotic  Addiction  Control 
Commission  Booth  95 

Albany,  New  York 

Pictorial  exhibit  and  leaflets  pertaining  to 
the  Narcotic  Addiction  Control  Commis 
sion 

New  York  Telephone  Booths  81  and  82 
New  York  City 

No-Cal  Corporation  Booth  106 

Brooklyn,  New  York 

Assorted  No-Cal  Soda  Flavors,  Assorted 
No-Cal  Flavoring  Syrups,  No-Cal  Granu- 
lated Sweetener 

Ormont  Drug  & Chemical  Company, 

Inc.  Booth  79 

Englewood,  New  Jersey 

Sterneedle,  Panjet,  PPD 

Ortho  Pharmaceutical 

Corporation  Booth  93 

Raritan,  New  Jersey 

Medically  accepted  product  for  control  of 
conception  and  treatment  of  vaginitis 

Parke,  Davis  & Company  Booth  54 

Detroit,  Michigan 
Amcill,  Ponstel 
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Pfizer  Laboratories  Booth  23 

New  York  City 

Vibramycin,  Vistaril,  Diabinese 

Procter  & Gamble 

Company  Booths  31  und  32 

Cincinnati,  Ohio 

PRO  Services,  Inc.  Booth  18 

Flourtown,  Pennsylvania 

Investments,  Mutual  Funds,  General  Se- 
curities 


(Fourex)  Skin  Condoms;  Ramses  and 
Sheik  Rubber  Condoms;  Vaginostic  Kit 

G.  I).  Searle  & Company  Booth  81 

Chicago,  Illinois 

Ovulen-21,  Enovid,  Aldactazide,  Flagyl, 
Lomotil,  Pro-Banthine 

The  Silver  Hill  Foundation  Booth  108 

New  Canaan,  Connecticut 

Photographs  and  informational  brochures 
explaining  facilities  and  treatment  of 
Foundation 


The  Purdue  Frederick  Company  Booth  26 
Yonkers,  New  York 

Senokot  and  Betadine 

Quaker  City  Pharmacal 

Company  Booth  104 

Philadelphia,  Pennsylvania 


Smith  Kline  & French 

Laboratories  Booth  34 

Philadelphia,  Pennsylvania 
Dyazide 

K.  R.  Squibb  & Sons  Booth  60 

New  York  City 


A.  H.  Robins  Company  Booth  107 

Richmond,  Virginia 

Ethical  Pharmaceuticals 

J.  B.  Roerig  Division,  Chas.  Pfizer  & Co., 
Inc.  Booth  80 

New  York  City 

Antivert,  Atarax,  Marax,  Navane,  Tao 

William  H.  Rorer,  Inc.  Booth  78 

Fort  Washington,  Pennsylvania 
Quaalude,  Maalox 


Stuart  Division 

Atlas  Chemical  Industries,  Inc.  Booth  89 
Pasadena,  California 

Mylanta,  Mylicon,  Dialose,  Dialose  Plus, 
Mulvidren-F,  Stuart  Prenatal,  Stuart  Pre- 
natal-F,  Ferancee,  and  Sorbitrate 

Swift  & Company  Booth  48 

Chicago,  Illinois 

Swift’s  Strained  and  Junior  Meats  for 
Babies,  Swift’s  Strained  and  Junior  High 
Meat  Dinners,  Swift’s  Egg  Yolks/Egg 
Yolks  and  Bacon,  Swift’s  Treats  for  Tots 
(Junior  Franks  and  Chicken  Sticks) 


Sandoz  Pharmaceuticals  Booth  57 

Hanover,  New  Jersey 

Mellaril,  Sansert,  Cafergot  P-B,  Fiorinal, 
and  Fiorinal  with  codeine 


Syntex  Laboratories,  Inc.  Booth  56 

Palo  Alto,  California 

Synalar,  Norinyl-1,  Norinyl  2 mg.,  Nor- 
quen,  and  Noriday 


W.  B.  Saunders  Companv  Booth  30 

Philadelphia,  Pennsylvania 
Medical  books 

Schering  Corporation  Booth  43 

Union,  New  Jersey 

Etrafon,  Drixoral,  Afrin,  Garamycin,  Tin- 
actin,  Valisone,  Celestone,  Soluspan 

Julius  Schmid,  Inc.  Booth  64 

New  York  City 

Saf-T-Coil  Intra-Uterine  Contraceptive  De- 
vice; Immolin  Vaginal  Cream-Jel;  Ramses 
Flexible  Cushioned  and  Bendex  Dia- 
phragms; Ramses  Vaginal  Jelly;  Vagisec 
Liquid,  Jelly  and  Suppositories;  Candeptin 
Vaginal  Ointment  and  Tablets;  XXXX 


Tampax  Incorporated  Booth  61 

New  York  City 

United  Medical  Laboratories, 

Inc.  Booth  96 

Portland,  Oregon 

Laboratory  Profile  Studies 

United  Medical  Service,  Inc.  Booth  92 

New  York  City 

A graphic  display  of  Greater  New  York’s 
Blue  Shield  Community  Service  Programs 

Upjohn  Company  Booth  53 

Kalamazoo,  Michigan 

Ethical  Pharmaceuticals 
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USV  Pharmaceutical 

Corporation  Booth  94 

New  York  City 

DBI-TD,  Histaspan-D,  Cerespan 


H.  F.  Wanvig,  Inc. 

New  York  City 

Malpractice  Insurance  Program 


Media  Medico,  Inc. 

New  York  City 

Medical  Education  Materials 


Boots  62 


Warner-Chilcott  Laboratories 
Morris  Plains,  New  Jersey 
Gelusil-M,  Quilene 


Medicron  Computer  Management  Service  „T  m , 

Booth  S Warren -Teed  P narmaceuticals, 
Inc. 

Wayne,  New  Jersey  Columbus,  Ohio 

Patient  Billing  and  Office  Analysis 


Unimed,  Inc. 

Morristown,  New  Jersey 

Wallace  Pharmaceuticals 
Cranbury,  New  Jersey 
Miltown 


Booth  45 


Winthrop  Laboratories 

New  York  City 


Booth  47  Wyeth  Laboratories 

Philadelphia,  Pennsylvania 
Orval,  Sparine 


Booth  101 


Booth  4 


Booth  3$ 


Booth  29 


Booth  69 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 

in  honor  of 


WEDNESDAY 
FEBRUARY  12,  1969 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


EDWARD  C.  HUGHES,  M.D. 
President 


Reception — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  12,  1969. 

Enclosed  please  find  my  check  for . 


NAME 

ADDRESS 

Please  attach  guest  list. 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1968-1969 


Edward  C.  Hughes 
Onondaga 

President 


Walter  T.  Heldmann 
Richmond 

President-Elect 


Thomas  F.  McCarthy 
Bronx 

Treasurer 


Felix  Ottaviano 
Madison 


Vice-  President 


Albert  M.  Schwartz 
New  York 


Assistant -Treasurer 


Carl  Goldmark,  Jr. 
New  York 

Secretary 


George  Himler 
New  York 

Speaker 


Joseph  G.  Zimring 
Nassau 

Assistant-Secretary 


John  H.  Carter 
Albany 

Vice-Speaker 
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Board  of 
Trustees 

1968-1969 


William  L.  Wheeler,  Jr. 
New  York 


John  M.  Galbraith 
Nassau 

Chairman 


James  M.  Blake 

Schenectady 


Waring  Willis 
Westchester 


George  A.  Burgin 
Herkimer 


John  F.  Kelley 
Oneida 


Frederick  A.  Wurzbach,  Jr. 
Bronx 


Councillors 

1968-1969 


Irving  L.  Ershler 
Onondaga 


Joseph  J.  Kaufman 

Wayne 
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Bernard  J.  Pisani  Warren  A.  Lapp 

New  York  Kings 


G.  Rehmi  Denton 
Albany 


Ralph  S.  Emerson 
Nassau 


Swen  L.  Larson 
Chemung 


Walter  S.  Walls 
Erie 


Arthur  H.  Diedrick 
Westchester 


John  E.  Lowry 
Queens 


Edward  Siegel 


C.  Stewart  Wallace 


Clinton 


Tompkins 


Ex  Officio  Members  of  Council 


Henry  I.  Fineberg 

Queens 

Executive 

Vice-President 


William  Hammond 
Westchester 

Editor, 

New  York  State 
Journal  of  Medicine 
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MEDICAL  SOCIETY  OF  THE 
STATE  OE  NEW  YORK 

House  of 
Delegates 

February  9 through  13,  1969 
The  Americana,  New  York  City 


Schedule  of  Sessions 75 

Order  of  Business 76 

Members  of  House 77 

Reference  Committees 80 

Resume  of  Instructions  from  1968 
House  and  Actions  Thereon 82 

Annual  Reports  to  House 93 

Additional  Annual  Reports 


See  January  15  issue 


Sunday,  February  9 

Opening  Session 2:00  p.m. 

Monday,  February  10 

Reference  Committee  Hearings  .9:00  a.m. 
Reference  Committee  Hearings  .2:00  p.m. 

Tuesday,  February  11 

Reference  Committee  Hearings  .9:00  a.m. 


Second  Session 2:00  p.m. 

Wednesday,  February  12 

Third  Session 9:00  a.m. 

Fourth  Session 2 : 00  p.m. 

Thursday,  February  13 

Closing  Session 9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  Sessions  of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous 
meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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1969  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the  1969 
House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1968-1969 

President  Edward  C.  Hughes,  Onondaga 
President-Elect—  Walter  T.  Heldmann,  Rich- 
mond 

Vice-President  Felix  Ottaviano,  Madison 
Secretary  Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasure i — Thomas  F.  McCarthy,  Bronx 
Assistant  Treasurer — Albert  M.  Schwartz,  New 
Y ork 

Speakei — George  Himler,  New  York 
Vice-Speaker — John  H.  Carter,  Albany 

Councillors 

Term  Expires  1969 

Irving  L.  Ershler,  Onondaga 

Joseph  J.  Kaufman,  Wayne 

Bernard  J.  Pisani,  New  York 

Warren  A.  Lapp,  Kings 

Term  Expires  1970 

G.  Rehmi  Denton,  Albany 

Ralph  S.  Emerson,  Nassau 

Swen  L.  Larson,  Chemung 

Walter  Scott  Walls,  Erie 

Term  Expires  1971 

Arthur  H.  Diedrick,  Westchester 

John  Edward  Lowry,  Queens 

Edward  Siegel,  Clinton 

C.  Stewart  Wallace,  Tompkins 

Trustees 

John  M.  Galbraith,  Nassau,  Chairman 
Waring  Willis,  Westchester 
John  F.  Kelley,  Oneida 
William  L.  Wheeler,  Jr.,  New  York 
James  M.  Blake,  Schenectady 
George  A.  Burgin,  Herkimer 
Frederick  A.  Wurzbach,  Jr.,  Bronx 

Past  Presidents 

1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1950-1951 — Carlton  E.  Wertz,  Erie 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 

1963- 1964 — William  L.  Wheeler,  Jr.,  New  York 

1964- 1965 — George  A.  Burgin,  Herkimer 

1965- 1966 — Waring  Willis,  Westchester 


1966  1967  James  M.  Blake,  Schenectady 

1967  1968  Frederick  A.  Wurzbach,  Jr.,  Bronx 

Commissioner,  New  York  State  Department 
of  Health 

Hollis  S.  Ingraham,  Albany 

District  Delegates 

( Elected  Delegates  of  District  Branches) 

First  Leonard  L.  Heimoff,  Bronx 
Second  Otho  C.  Hudson,  Hempstead 
Third — Orville  L.  Henderson,  Troy 
Fourth  -Francis  X.  Dever,  Glens  Falls 
Fifth — Marvin  Brown,  Cleveland 
Sixth — Jason  K.  Moyer,  Binghamton 
Seventh — Charles  M.  Smith,  Waterloo 
Eighth — John  T.  Donovan,  Jr.,  Lockport 
Ninth—  Sidney  N.  Miller,  Poughkeepsie 

Section  Delegates 

(. Delegates  from  Scientific  Sections ) 

Allergy — Bernard  B.  Siegel,  Far  Rockaway 
Anesthesiology — Victor  J.  Tofany,  Rochester 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Joseph  J.  Russo, 
Albany 

Gastroenterology  and  Proctology — A.  W.  Martin 
Marino,  Jr.,  Brooklyn 

General  Practice — Rudolf  H.  Steinharter,  Hemp- 
stead 

Industrial  Medicine  and  Surgery - Thomas  J. 
Doyle,  New  York 

Internal  Medicine — John  R.  Williams,  Jr. 
Rochester 

Medical-Legal  and  Workmen’s  Compensation 
Matters — Irvin  Klein,  New  York 
Neurology  and  Psychiatry — Wilfred  Dorfman, 
Brooklyn 

Obstetrics  and  Gynecology — Merton  C.  Hatch, 
Syracuse 

Ophthalmology — Philip  H.  Landers,  Binghamton 
Orthopedic  Surgery — Frederick  Lee  Liebolt, 
New  York 

Otolaryngology — David  W.  Brewer,  Syracuse 
Pathology , Clinical  Pathology,  and  Blood  Bank- 
ing— John  J.  Clemmer,  Albany 
Pediatrics — Thomas  S.  Bumbalo,  Buffalo 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Plastic  and  Reconstructive  Surgery — Joseph  A. 
Tamerin,  New  York 
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Preventive  Medicine  and  Public  Health — Jack 
J.  Goldman,  White  Plains 
Radiology — Samuel  H.  Madell,  New  York 
Space  Medicine — H.  Easton  McMahon,  New 
York 

Surgery — Alfred  M.  Markowitz,  New  York 
Urology — William  J.  Staubitz,  Buffalo 

Delegates  from  Component  County 
Medical  Societies 

Albayn  (4) 

Gerald  B.  Austin,  Delmar 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Marcelle  T.  Bernard,  Bronx 
Alan  L.  Goldberg,  Bronx 
Charles  M.  Kapp,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Lieberman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Joseph  C.  Polifrone,  Bronx 
Isidore  Sternlieb,  Bronx 
Samuel  Wagreich,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Saul  Zucker,  Bronx 

Broome  (3) 

Sterling  W.  Boyd,  Binghamton 
Paul  M.  DeLuca,  Endicott 
John  A.  Kalb,  Endicott 

Cattaraugus  (1) 

James  F.  Durkin,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  New  Hartford 
Clinton  (1) 

Leonard  J.  Schiflf,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 

Delaware  (1) 

Philip  J.  Hust,  Sidney 

Dutchess  (3) 

H.  Sherman  Hirst,  Hyde  Park 
Martin  G.  Koloski,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (9) 

John  C.  Brady,  Buffalo 


Max  Cheplove,  Buffalo 
George  L.  Collins,  Jr.,  Buffalo 
James  H.  Cosgriflf,  Jr.,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Herbert  E.  Joyce,  Buffalo 
Edward  C.  Rozek,  Eggertsville 
Clarence  A.  Straubinger,  Buffalo 

Essex  (1) 

Earl  Addis  Munyan,  Jr.,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 

Herkimer  (1) 

Harold  T.  Golden,  Herkimer 

Jefferson  (1) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Kings  (23) 

Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Matthew  Brody,  Brooklyn 
Philip  J.  Cantor,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Vincent  A.  Lacovara,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Max  B.  Milberg,  Brooklyn 
Robert  A.  Moore,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Stanley  Stark,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 

Lewis  (1) 

Louis  A.  Avallone,  Lowville 

Livingston  (1) 

James  M.  Judd,  Mount  Morris 

Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  (6) 

Lynn  R.  Callin,  Rochester 
William  B.  Forsyth,  Rochester 
Gerald  L.  Glaser,  Rochester 
Eli  A.  Leven,  Rochester 
John  H.  Morton,  Rochester 
Charles  D.  Sherman,  Jr.,  Rochester 

Montgomery  (1) 
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Nassau  (12) 

John  A.  Billows,  Hempstead 
Clement  J.  Boccalini,  Floral  Park 
Jeff  J.  Coletti,  Old  Westbury 
Abraham  W.  Freireich,  Malverne 
John  P.  Glaubitz,  Bethpage 
Frank  M.  Green,  Rockville  Centre 
Marjorie  H.  Greene,  Hicksville 
Robert  P.  Jessup,  Syosset 
Joseph  H.  Kinnaman,  Mineola 
Reginald  R.  Steen,  Hempstead 
Paul  H.  Sullivan,  Great  Neck 
H.  Lawrence  Sutton,  Hempstead 

New  York  (25) 

Edgar  P.  Berry,  New  York 
Richard  D.  Brasfield,  New  York 
Edward  A.  Burkhardt,  New  York 
George  S.  Craft,  New  York 
C.  Joseph  Delaney,  New  York 
Gerald  D.  Dorman,  New  York 
Lawrence  Essenson,  New  York 
John  A.  Finkbeiner,  New  York 
William  H.  Foege,  New  York 
Samuel  Z.  Freedman,  New  York 
Stanley  H.  Greenwald,  New  York 
Keith  O.  Guthrie,  Jr.,  New  York 
Milton  Helpern,  New  York 
Clarence  W.  Hogans,  New  York 
W.  Graham  Knox,  New  York 
John  A.  Lawler,  New  York 
Julia  V.  Lichtenstein,  New  York 
Barbara  F.  Lipton,  New  York 
Donald  B.  Louria,  New  York 
Vaughan  C.  Mason,  New  York 
William  B.  Rawls,  New  York 
Guy  F.  Robbins,  New  York 
George  M.  Saypol,  New  York 
Mary  H.  Spalding,  New  York 
Aaron  O.  Wells,  New  York 

Niagara  (3) 

John  T.  Donovan,  Jr.,  Lockport 
Glenn  E.  Jones,  Lewiston 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  Utica 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Louis  G.  Fournier,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
William  J.  Ryan,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

William  S.  Montgomery,  Newburgh 
Orin  A.  Wahl,  Newburgh 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Kenneth  J.  Clark,  Medina 
Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 


Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Angelo  R.  Bologna,  Flushing 
Lester  J.  Candela,  Elmhurst 
Thomas  M.  D’Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Franz  L.  Ebstein,  Forest  Hills 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Peter  V.  Gugliuzza,  Hollis 
Norton  M.  Luger,  Fresh  Meadows 
Ralph  E.  Schlos8man,  South  Ozone  Park 
Lester  R.  Tuchman,  Elmhurst 
William  E.  F.  Werner,  Rockaway  Beach 
Ezra  A.  Wolff,  Forest  Hills 

Rensselaer  (2) 

Allen  G.  Gifford,  Troy 
John  J.  Noonan,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Joseph  F.  Shanaphy,  Staten  Island 

Rockland  (3) 

Sheldon  B.  Adler,  Spring  Valley 
Mark  S.  Masch,  West  Nyack 
Louis  J.  Wagner,  New  City 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 

Saratoga  (1) 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Robert  P.  Coolidge,  Schenectady 
Herbert  J.  Wright,  Jr.,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

David  L.  Koch,  Seneca  Falls 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (6) 

Daniel  Friedman,  Bay  Shore 
Milton  Gordon,  Huntington 
Andrew  W.  Lawrence,  Huntington 
George  E.  Leone,  Riverhead 
Stuart  L.  Scheiner,  Smithtown 
John  L.  Sengstack,  Huntington 

Sullivan  (1) 

Samuel  G.  Holtzman,  South  Fallsburg 
Tioga  (1) 

George  F.  Pritchard,  Owego 
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Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
George  G.  McCauley,  Ithaca 

Ulster  (2) 

Milton  M.  Grover,  Jr.,  Kingston 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 

Milton  J.  Greenberg,  Hudson  Falls 
Wayne  (1) 

James  M.  Flanagan,  Newark 


Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Joseph  F.  Shanaphy,  Richmond 
Fritz  Landsberg,  Schuyler 
John  J.  Noonan,  Rensselaer 
Walter  F.  Harrison,  Jr.,  Warren 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Harold  T.  Golden,  Herkimer,  Chairman 
Reid  R.  Heffner,  Westchester 
Vincent  J.  Tesoriero,  Kings 
Reginald  R.  Steen,  Nassau 
Herbert  A.  Laughlin,  Chautauqua 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 
Workmen’s  Compensation 


Westchester  (8) 

Charles  M.  Brane,  Yonkers 
John  N.  Dill,  Yonkers 
James  Q.  Haralambie,  Larchmont 
Robert  E.  Healy,  Mount  Kisco 
Reid  R.  Heffner,  New  Rochelle 
Francis  T.  Rogliano,  Mount  Vernon 
Wallace  M.  Sheridan,  White  Plains 
Maurice  L.  Woodhull,  Scarsdale 

Wyoming  (1) 

Paul  A.  Burgeson,  Warsaw 
Yates  (1) 

Vincas  Sirmenis,  Penn  Yan 


1969  HOUSE  OF  DELEGATES 


Reference  Committees 


Occupational  Health 
Labor  Health  Facilities 
OEO  Clinics 

Proposed  Health  Insurance  Law 

Albert  H.  Douglas,  M.D.,  Queens, 

Chairman 

Thomas  S.  Bumbalo,  Erie 
William  J.  Ryan,  Onondaga 
Charles  M.  Smith,  Seneca,  Seventh  District 
Branch 

Lawrence  Essensen,  New  York 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical 
Care 
Ethics 

Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Mediation  and  Insurance  Claims  Re- 
view 

Medical  Review 
Nursing 

Utilization  Review 

Technical  Advisory  to  State  Health 
Department 

David  Kershner,  Kings,  Chairman 
Robert  B.  Wallace,  Oneida 
Mary  H.  Spalding,  New  York 
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Gerald  L.  Glaser,  Monroe 
George  G.  McCauley,  Tompkins 

Medicare  (Title  18)  and  Medicaid  (Title  19) 

Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Stanley  H.  Greenwald,  New  York,  Chairman 
Norton  M.  Luger,  Queens 
Daniel  Friedman,  Suffolk 
Wallace  M.  Sheridan,  Westchester 
John  L.  Clowe,  Schenectady 

Public  Health  and  Education 

Commission  on  Public  Health  and 
Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Data  Processing  in  Medicine 

Diseases  of  the  Eye 

Environmental  Health 

Forensic  Medicine 

General  Practice 

Hard  of  Hearing  and  the  Deaf 

Health  Aspects  of  Ionizing  Radiation 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Hygiene 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 

State-wide  Committee  on  Comprehen- 
sive Health  Planning 
Empire  State  Medical,  Scientific  and 
Educational  Foundation 
Albert  B.  Accettola,  Richmond,  Chairman 
Clarence  W.  Hogans,  New  York 
Herbert  E.  Joyce,  Erie 
Francis  A.  Stephens,  Albany 
Paul  M.  De  Luca,  Broome 

Scientific  Activities  and  Publications 

What  Goes  On 
Archives  and  History 
Prize  Essays 


Convention 
Physicians’  Placement 
District  Branches 
NASA,  Liaison  with 
Richard  D.  Eberle,  Onondaga,  Chairman 
Saul  Zucker,  Bronx 
Charles  D.  Sherman,  Jr.,  Monroe 
Andrew  W.  Lawrence,  Suffolk 
Edgar  P.  Berry,  New  York 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
Assistants  Association 
George  L.  Collins,  Jr.,  Erie,  Chairman 
A.  W.  Martin  Marino,  Jr.,  Kings 
Thomas  P.  Hamilton,  Jefferson 
Abraham  W.  Freireich,  Nassau 
George  T.  C.  Way,  Dutchess 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 
New  York  Delegation  to  AMA 
Research  and  Planning 
Thomas  M.  Flanagan,  Chenango,  Chairman 
Harry  H.  Epstein,  Queens 
Alan  L.  Goldberg,  Bronx 
Adrian  C.  Lamos,  Kings 
John  H.  Wadsworth,  Schoharie 

Sergeants-at-Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Leo  J.  Swirsky,  Kings 

John  A.  Kalb,  Broome 

H.  Sherman  Hirst,  Dutchess 

John  T.  Donovan,  Jr.,  Niagara 

Tellers 

James  A.  Moore,  Albany,  Chairman 
Philip  J.  Hust,  Delaware 
Wayne  C.  Templer,  Steuben 
Charles  M.  Kapp,  Bronx 
Louis  J.  Wagner,  Rockland 
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1969  HOUSE  OF  DELEGATES 


Instructions  from  1968  House 


Resume  of  instructions  of  the  1968  House  of  Delegates  and  actions 
thereon*  by  the  Council,  Board  of  Trustees,  and  Officers 


Dispensing  of  Drugs  and  Optical  Supplies 
(page  1465).  The  House  voted  to  disapprove 
resolution  67-59,  “Amendment  to  Principles  of 
Professional  Conduct,”  but  to  refer  the  subject 
of  physicians  having  a financial  interest  in  the 
dispensing  of  drugs  and  optical  supplies  to  the 
Committee  on  Ethics  “with  the  notation  that 
the  intent  of  the  resolution  is  already  covered 
by  the  Principles  of  Professional  Conduct.  . . 
and  that  this  be  called  to  the  attention  of  the 
general  membership.”  This  was  referred  to  the 
Committee  on  Ethics. 

The  editors  of  the  New  York  State  Journal 
of  Medicine  and  of  the  News  of  New  York 
were  also  notified  of  this  action. 

Membership  Requirement  (page  1465). 

The  House  approved  (with  deletion  of  the  word 
“however”  from  the  last  sentence)  resolution 
67-69,  “Amendments  to  the  Bylaws  to  Delete 
the  Word  ‘Principal’  and  Clarify  Membership 
Requirements.”  This  amendment  affects 
Chapter  I,  Section  4 and  Chapter  XIV,  Sections 
1 and  2 of  the  Bylaws. 

This  amendment  was  incorporated  in  the 
1968  edition  of  the  Bylaws  and  was  called  to  the 
attention  of  the  county  medical  societies  in  a 
memorandum  of  May  29,  1968,  transmitting  a 
copy  of  the  amended  Constitution  and  Bylaws. 

Revision  of  Constitution  and  Bylaws  (page 
1467).  The  House  directed  that  the  proposal 
for  revision  of  the  entire  constitution  and  by- 
laws be  referred  to  the  Division  of  Research 
and  Planning  “for  an  indepth  study  with  the 
advice  and  assistance  of  the  executive  vice- 
president  and  legal  counsel.” 

At  its  March  meeting,  the  Council  referred 
this  to  the  Committee  on  Research  and  Plan- 
ning. 

Salary  for  President  and  President-Elect 
(page  1470).  The  House  recommended  that 
the  Council  and  the  Board  of  Trustees  continue 
to  study  the  matter  of  payment  of  an  adequate 
salary  to  the  president  and  president-elect. 

At  its  March  meeting  the  Council  referred 
this  to  the  Board  of  Trustees;  the  Board  ap- 
pointed a committee  to  study  the  subject. 

Physicians:  Shortage  and  Distribution 

(page  1476).  The  House  urged  that  the  Coun- 

Pages  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1968  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  June  1,  1968, 
pages  1447  through  1658. 

* As  of  November  1,  1968. 


cil  redouble  its  efforts  to  solve  the  problem  of 
manpower  shortage  and  the  distribution  of 
physicians. 

At  its  March  meeting,  the  Council  referred 
this  to  the  Commitee  on  Health  Manpower. 
The  committtee’s  report  contains  a number  of 
suggestions  related  to  these  problems,  grouped 
under  the  headings  “Health  Manpower  and 
Health  Services  in  the  Future,”  “Improving  the 
Health  Care  System,”  “Conserving  Resources,” 
and  “Improving  the  Organizational  Frame- 
work.” 

War  Memorial:  Extension  (page  1500). 

The  House  adopted  the  following  reference 
committee  statement:  “Your  committee  wishes 
to  recommend  to  the  Board  of  Trustees  that  it 
extend  benefits  of  this  fund  to  the  children  of 
New  York  physicians  who  may  be  killed  in  the 
Vietnam  conflict  either  in  a military  or  civilian 
status.” 

After  discussion  of  the  wording  of  this  action, 
the  Council,  at  its  March  meeting,  referred  it 
to  the  Board  of  Trustees.  The  Board  of  Trus- 
tees referred  it  to  its  War  Memorial  Committee. 

Use  of  Budgetary  Surplus  (page  1501). 

The  House  recommended  that  the  anticipated 
budgetary  surplus  of  $242,000  “be  earmarked 
first  for  satisfaction  of  any  taxes  which  may  be 
levied  under  the  recent  ruling  of  the  Internal 
Revenue  Service  in  regard  to  ‘unrelated  business 
income’  and . . . beyond  this  be  transferred  to  the 
building  fund.” 

At  its  March  meeting  the  Council  referred 
this  to  the  Board  of  Trustees. 

Building  (page  1502).  The  House  urged  that 
the  Board  of  Trustees  continue  to  act  with  dis- 
patch in  the  planning  and  erection  of  our  own 
building.  The  Council,  in  March,  referred  this 
to  the  Board  of  Trustees.  Dr.  Fineberg  reports 
that,  after  some  difficulty  with  the  Village 
Board,  we  expect  a building  permit  to  be  issued 
soon  and  that,  in  the  meantime,  test  borings 
have  been  completed.  He  also  reports  that  (1)  i 
working  plans  should  be  finished  by  the  middle 
of  December,  (2)  then  bids  will  be  sought,  (3)  a 
contractor  should  be  chosen  by  February  15,  and 
(4)  ground  should  be  broken  around  March  1st. 

Herbert  H.  Bauckus,  M.D.  (page  1506). 

The  House  commended  Dr.  Bauckus  for  his  un- 
tiring efforts  on  behalf  of  the  Liaison  Committee  ■ 
with  the  Veterans  Administration.  Dr.  ' 
Bauckus  was  notified  of  this  action. 
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Proposed  Health  Insurance  Legislation 
(pages  1517  and  1518).  The  House  voted  to 
amend  and  adopt  a substitute  for  resolutions 
68  7,  “Compulsory  Health  Insurance  Legisla- 
tion”; 68-20,  “Standards  for  Legislation  Pro- 
viding Comprehensive  Health  Insurance”;  and 
68  30,  “Safeguards  in  Proposed  Compulsory 
Health  Insurance  Legislation.”  The  substitute 
resolution  (a)  affirms  the  “Guidelines  for  Medi- 
cal Staffs  in  Hospitals  with  Intern  and  Resident 
Training  Programs”  which  were  adopted  by  the 
AMA  in  November,  1967,  (b)  recommends  “an 
insurance  program  similar  to  Title  18,  Parts  A 
and  B,  to  provide  coverage  for  those  who  are 
affected  by  the  changes  in  the  Medicaid  Law  on 
a cost-sharing  basis,”  (c)  endorses  15  principles 
to  be  used  in  deliberations  with  State  authorities 
concerning  the  development  of  all  health  insur- 
ance programs,  and  (d)  provides  that  copies  be 
sent  to  the  Governor,  the  Health  Commissioner, 
the  Legislature,  and  other  interested  parties. 

The  Council  referred  this  to  the  Committee  on 
the  Proposed  Health  Insurance  Law.  The 
Committee  reports  that  the  "Health  Security 
Act,”  S.  5417,  died  in  Committee.  The  report 
states: 

“We  urge  the  legislature  and  the  Governor  not 
to  consider  S.  5417  at  this  time,  to  reassess  its 
goals,  and  to  institute  a dialogue  with  the 
Medical  Society  of  the  State  of  New  York  to  the 
end  that  constructive  legislation  will  evolve.” 

Blue  Shield:  Usual,  Customary,  and  Pre- 

vailing Fees  (page  1518).  The  House 
amended  and  adopted  resolution  68  3,  “Re- 
moval of  Restrictions  on  Blue  Shield  Programs 
Based  on  Usual,  Customary,  and  Prevailing 
Fees,”  which  advocates  that  the  State  Superin- 
tendent of  Insurance  allow  Blue  Shield  plans  to 
“utilize  the  concept”  of  such  fees  in  all  programs 
for  all  subscribers. 

As  instructed  by  the  resolution  and  by  the 
Council  in  March,  copies  of  the  amended  resolu- 
tion were  sent  to  Governor  Rockefeller  and  to 
the  State  Superintendent  of  Insurance. 

Blue  Shield  Plans:  Standards  for  Approval 

(page  1519).  The  House  amended  and  adopted 
resolution  68-10,  “Revision  of  the  Standards  for 
Approval  by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  Medical  Care 
Plans,”  calling  for  study  and  re-evaluation  of  the 
standards  and  for  elimination  of  differentials  in 
payments  to  participating  and  nonparticipating 
physicians. 

At  its  March  meeting,  the  Council  referred 
this  to  the  Committee  on  Medical  Care  Insur- 
ance. The  Committee  reported  to  the  Council 
in  June  that  it  was  seeking  additional  informa- 
tion from  the  plans  “regarding  the  provisions  of 
their  contracts  and  payments  for  services  pro- 
vided to  both  participating  and  nonparticipating 
physicians.” 

Health  Insurance  Coverage:  Prehospital- 

ization Services  (page  1520).  The  House 
amended  and  approved  in  principle  resolution 
68-34,  “Insurance  Coverage  for  Ambulatory 


Prehospitalization  Workup,”  which  (a)  calls 
upon  the  Society  to  endorse  the  principle  of 
health  insurance  coverage  for  outpatient  x-ray 
and  laboratory  services  wherever  performed 
prior  to  a scheduled  hospital  admission  and  to 
work  actively  to  make  this  form  of  coverage  uni- 
versal and  (b)  instructs  the  New  York  delegation 
to  the  AMA  to  introduce  a similar  resolution  in 
June,  1968.  This  was  referred  to  the  Commit- 
tee on  Medical  Care  Insurance  and  to  the  AMA 
delegation.  The  Committee  on  Medical  Care 
Insurance  reported  to  the  Council  in  June  that  it 
had  sought  information  regarding  this  from  the 
plans  and  had  learned  that  they  “furnish  these 
services  by  including  them  in  the  contract  itself 
or  by  rider  to  the  contract  in  varying  degrees.” 
Our  delegation  to  the  AMA  introduced  such  a 
resolution  (AMA  resolution  number  33)  which 
was  adopted  by  the  AMA  House  of  Delegates 
after  being  amended  by  insertion  of  the  word 
“voluntary”  before  “health  insurance  coverage” 
and  the  words  “acceptable  to  the  hospital  and  its 
medical  staff”  after  “laboratory  services.” 

Voluntary  Health  Insurance  Programs: 
Requirements  (page  1521).  The  House 
amended  and  approved  resolution  68  51, 
“Voluntary  Health  Insurance  in  New  York 
State,”  which  provides  for  this  Society  to  estab- 
lish requirements  for  its  continued  support  of 
voluntary  health  insurance  programs. 

This  was  referred  to  the  Committee  on  Medi- 
cal Care  Insurance.  The  Committee  recom- 
mended in  June  that  the  Council  “parallel  the 
action  of  the  Blue  Shield  plans  to  have  the  Super- 
intendent of  Insurance  permit  payment  of  ‘usual 
and  customary’  fees  on  all  contracts.”  The 
Council  voted  approval. 

Resolution  68-3,  which  makes  the  same  re- 
quest, was  sent  to  the  Superintendent  of  Insur- 
ance on  April  10. 

Attending  Staffs  of  Hospitals:  Collection 

and  Distribution  of  Fees  (page  1526).  The 

House  urged  the  Hospital  and  Professional  Rela- 
tions Committee  to  continue  investigation  of  the 
methods  of  collecting  fees  for  the  attending 
staffs  of  hospitals  for  medical  services. 

This  was  referred  to  the  Committee  on  Hospi- 
tal and  Professional  Relations.  The  committee 
reports: 

“The  letter  sent  to  the  institutions  involved 
was  published  in  the  1967  annual  report  and 
the  response  in  the  supplemental  statement. 
There  are  no  changes  or  additions,  and  since 
no  complaints  have  been  received  from  the 
physicians  involved,  the  committee  has  not 
pursued  the  matter  any  further.” 

Hospital-Based  Physicians:  Poll  Regard- 

ing Contracts  (page  1527).  The  House  voted 
to  suggest  to  the  Committee  on  Hospital-Based 
Physicians  “that  a poll  of  hospital- based  physi- 
cians be  taken  throughout  the  State  to  obtain  in- 
formation and  seek  their  comments  on  their 
contractual  arrangements  with  the  hospital. 
This  should  include  (a)  whether  or  not  they  are 
satisfied  with  these  arrangements,  (b)  what  im- 
provements in  the  contract  they  might  suggest, 
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(c)  how  many  have  been  coerced  into  signing 
contracts  in  order  to  use  hospital  facilities,  and 

(d)  the  role  of  hospital  administration  in  any 
alleged  coercion.”  The  suggestion  included  a 
statement  that  the  results  of  such  a poll  in 
manual  form  would  be  helpful  to  young  physi- 
cians. 

At  its  March  meeting,  the  Council  referred 
this  to  the  Committee  on  Hospital-Based  Physi- 
cians; the  Council  also  voted  that  the  Commit- 
tee’s plans  for  the  poll,  when  available,  be  re- 
ferred to  the  Board  of  Trustees.  The  Commit- 
tee reported  to  the  Council  in  May  that  its  bud- 
get for  the  survey  was  $5,000.  It  also  requested 
permission  to  limit  the  survey  to  full-time  and 
part-time  hospital  physicians  engaged  in  the 
practice  of  medicine  who  have  completed  their 
postgraduate  training  and  have  contractual  ar- 
rangements with  their  institutions. 

The  Council  approved  this  request  in  principle 
and  requested  the  chairman  of  the  committee  to 
present  a questionnaire  for  approval  or  change. 
In  September  an  ad  hoc  subcommittee  of  the 
Committee  on  Hospital-Based  Physicians  sub- 
mitted to  the  executive  committee  a report  ad- 
dressed to  the  Council  which  included  a pro- 
posed questionnaire  for  the  purpose  of  obtaining 
information  concerning  (1)  guidelines  for  con- 
tracts of  hospital- based  physicians,  (2)  legality 
of  the  practice  of  medicine  by  hospital  corpora- 
tions, and  (3)  physicians’  professional  fees  and 
the  State  Education  Law.  The  executive  com- 
mittee referred  this  to  the  committee  as  a whole 
to  review  the  questionnaire  with  counsel  and  to 
estimate  the  cost  of  the  survey  for  presentation 
to  the  Council  at  a later  date. 

Nursing  Education:  Legislative  Assistance 

(page  1530).  The  House  voted  to  “support  any 
legislation  that  will  assist  the  nursing  profession 
in  obtaining  better  education  and  greater  num- 
bers of  competent  graduate  nurses.”  Following 
the  March  Council  meeting,  the  Committees  on 
Federal  Legislation  and  on  State  Legislation 
were  informed  of  this  action. 

The  Federal  Legislation  Committee  reported 
to  the  Council  in  September  that  it  had  written 
to  all  members  of  the  New  York  State  Congres- 
sional delegation  that,  in  regard  to  H.R.  15757 
(S.  3095),  the  Health  Manpower  Act  of  1968,  it 
favored  broadening  of  Federal  financial  support 
to  include  all  accredited  institutions  for  nursing 
instruction  and  that  diploma  schools  of  nursing 
be  recognized  and  given  proper  and  adequate 
financial  support.  Several  favorable  replies 
were  received,  and  the  bill,  as  passed  by  Con- 
gress and  signed  by  the  President,  included  the 
committee’s  recommendation.  The  report  of 
the  Committee  on  Nursing  describes  pending 
Federal  legislation  (S.  2549;  H.R.  13096)  which 
would  provide  “increased  assistance  to  hospital 
diploma  schools  of  nursing.” 

Public  Medical  Care  Committee  (page 
1531).  The  House  recommended  that  the 
Council  abolish  the  Committee  on  Public 
Medical  Care.  Appointments  for  the  year 
1968  1969  were  not  made. 


Bank  Credit  Card  Programs  (pages  1533  and 
1534).  The  House  reaffirmed  its  belief  that  the 
use  of  credit  cards  as  a medium  of  payment  for 
the  services  of  doctors  of  medicine  is  not  ethical. 

Following  the  March  Council  meeting,  the 
Committee  on  Ethics  was  notified  of  the  action 
of  the  House  of  Delegates. 

Legal  Immunity  for  Utilization  Committee 
Members  (page  1534).  The  House  adopted  res- 
olution 68-2,  “Legislative  Immunity  for  Mem- 
bers of  Utilization  Committees,”  providing  that 
this  Society  initiate  and  support  legislation  grant- 
ing legal  immunity  for  the  members  of  utiliza- 
tion committees. 

The  Committee  on  State  Legislation  reports 
that  a bill  for  this  purpose,  A-4781,  introduced 
by  Assemblyman  Salvatore  J.  Grieco,  Brooklyn, 
was  passed  by  both  houses  of  the  Legislature  and 
was  signed  by  the  Governor.  It  is  now  Chapter 
659,  Laws  of  1968. 

Comprehensive  Health  Care  Planning 
Agencies  (page  1534).  The  House  amended 
and  adopted  resolution  68-24,  “Composition  of 
Comprehensive  Health  Care  Planning  Agen- 
cies,” calling  on  the  Society  to  “make  every 
effort  to  secure  the  adoption  of  the  following 
principles”  with  respect  to  agencies  or  groups 
responsible  for  area-wide  health  care  planning, 
(a)  that  the  groups  be  based  on  the  geographic 
area  involved,  ( b ) that  they  be  composed  of 
leaders  from  all  segments  of  society,  and  (c)  that 
the  medical  profession  be  represented  by  physi- 
cians in  the  private  practice  of  medicine  in  suffi- 
cient numbers  to  insure  meaningful  deliberations 
and  decisions. 

The  Council  referred  this  to  the  Statewide 
Committee  on  Comprehensive  Health  Planning. 
The  committee’s  report  on  (a)  states  that  “the 
State  Health  Planning  Commission  has  desig- 
nated 7 regional  planning  areas,”  and  on  ( b ) and 
(c)  that  guidelines  prepared  and  presented  at  the 
June,  1968,  meeting  of  the  Council  were  revised 
and  distributed  on  request  to  many  groups. 

At  its  September  meeting  the  Council 
authorized  introduction  in  the  AM  A House  of 
Delegates  of  a resolution  proposed  by  the  Com- 
mittee on  Federal  Legislation,  calling  for  an 
amendment  to  PL  89-749  which  would  “man- 
date that  a minimum  of  15  per  cent  of  the  entire 
membership  of  all  executive  boards  or  councils, 
at  all  levels  of  health  planning,  Federal,  State, 
and  regional,  both  A and  B agencies,  be  actively 
practicing  private  physicians  nominated  by 
organized  medicine.” 

Contract  Laboratories  (page  1535).  The 

House  adopted  resolution  68-44,  “Principles  of 
Physicians’  Charges  for  Services  Rendered  by 
Contract  Laboratories,”  stating  that  “econo- 
mies effected  by  arrangements  with  contract 
laboratories  should  be  passed  on  to  the  physi- 
cian’s patients”  and  that  “no  physcian  shall  ex- 
ploit his  patient  by  charging  a higher  fee  for 
laboratory  services  for  which  he  is  directly 
billed.” 

The  Council  referred  this  to  the  Committee  on 
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[State  Legislation.  That  Committee  reports  de- 
feat of  a bill,  “opposed  by  the  State  Medical 
Society,”  which  would  have  prohibited  a pur- 
veyor of  clinical  laboratory  services  from  receiv- 
I ing  payment  from  any  person  other  than  the 

I recipient  of  the  services. 

Transference  of  Physicians’  Fees  to  Hospi- 
t tals  (page  1536).  The  House  adopted  resolu- 
tion 68  56,  “State  Education  Law  and  Physi- 
cians’ Fees,”  providing  that  this  Society  inform 
its  membership  of  the  provisions  of  Section 
6514,  2(f)  of  the  State  Education  Law  and  initi- 
ate a study  of  the  status  of  corporate  entities 
which  in  any  manner  cause  violation  of  Section 
6514.2(f). 

At  its  March  meeting,  the  Council  referred 
this  to  legal  counsel.  The  text  of  Section  6514, 
2(f)  of  the  State  Education  Law  appeal's  on  page 
6 of  the  June,  1968,  issue  of  News  of  New  York. 

In  September  an  ad  hoc  subcommittee  of  the 
Committee  on  Hospital-Based  Physicians  pre- 
sented to  the  Executive  Committee  a report  ad- 
dressed to  the  Council  submitting  for  approval  a 
questionnaire  to  be  mailed  to  full-time  and  part- 
time  physicians  engaged  in  the  practice  of 
medicine  who  have  completed  their  postgradu- 
ate training  and  who  have  contractual  arrange- 
ments with  their  institutions.  The  question- 
naire contained  9 questions  under  the  heading 
“What  is  the  present  status  of  physicians’  pro- 
fessional fees  with  regard  to  the  provisions  of  the 
State  Education  Law?” 

The  Executive  Committee  referred  this  to  the 
committee  to  review  the  questionnaire  with 
counsel  and  to  estimate  the  cost  of  the  survey, 
and  report  to  the  Council  at  a later  date. 

Medicaid:  Policy  (pages  1543  to  1545). 

The  House  voted  to  adopt  “as  guidelines  for 
future  policy  of  the  Medical  Society  of  the  State 
of  New  York”  a revised  version  of  the  9 recom- 
mendations included  in  the  supplementary  re- 
port of  the  Technical  Advisory  Committee  on 
Medical  Care.  The  ninth  recommendation  was 
for  appointment  of  a Policy  and  Negotiating 
Committee  for  Tax-Supported  Programs.  This 
was  accomplished  by  appointment  of  the  Policy 
and  Negotiating  Committee  on  Government 
Supported  Health  Plans. 

At  its  March  meeting,  the  Council  referred 
these  guidelines  to  that  committee. 

Medicaid  and  Medicare:  Fiscal  Inter- 

mediaries (page  1544).  The  House  approved 
resolution  68-50,  “Use  of  Fiscal  Intermediaries 
for  Patients  Eligible  for  Both  Title  18  and  Title 
19  Benefits,”  providing  that  this  Society  memo- 
rialize the  Governor,  the  Legislature,  the  Com- 
missioner of  Health,  and  the  Commissioner  of 
Social  Services  to  turn  over  to  the  present  Title 
18  fiscal  intermediaries,  the  payment  of  all 
medical  claims  resulting  from  services  rendered 
to  those  eligible  for  both  Title  18  and  Title  19 
medical  care  benefits.  Copies  of  the  resolution 
were  sent  to  Govex-nor  Rockefeller,  Lieutenant- 
Governor  Wilson,  Assemblyman  Travia,  Com- 
missioner Ingraham,  and  Commissioner  Wyman. 


Medicaid:  Uniform  Fee  Schedule  (page 

1544).  The  House  referred  to  the  Council  “for 
its  cognizance  and  its  study”  resolution  68  14, 
“Uniform  Fee  Schedule  for  Medicaid  Patients 
Regardless  of  Area,”  which  would  establish  as 
State  Society  policy  the  maintenance  of  uniform 
Medicaid  fees  throughout  the  State,  “negotiated 
on  an  updated,  fair,  and  equitable  basis.” 

Following  the  March  Council  meeting,  this 
resolution  was  transmitted  to  the  Policy  and 
Negotiating  Committee  on  Government  Sup- 
ported Health  Plans. 

Fees:  Study  (page  1545).  The  House  urged 

that  the  appropriation  authorized  by  the  Coun- 
cil for  a proposed  study  of  the  entire  problem  of 
fees  in  New  York  State  “be  implemented  im- 
mediately and  with  the  highest  priority  to  afTord 
the  proper  tools  for  negotiation.” 

The  Council  referred  this  to  the  Policy  and 
Negotiating  Committee  and  to  the  Board  of 
Trustees. 

Medicaid  Fees:  Negotiation  (page  1545). 

The  House  adopted  resolution  68  8,  “State 
Society  Negotiation  of  Medicaid  Fees,”  calling 
for  appointment  of  a “body  to  assume  the  re- 
sponsibility of  conducting  all  fee  negotiations  for 
the  Medicaid  program  on  a uniform  basis,”  re- 
flecting the  concern  and  opinions  of  all  specialty 
and  general  practice  groups  and  replacing  in- 
dividual negotiations  by  specialty  groups. 

The  Council  referred  this  to  the  Policy  and 
Negotiating  Committee  on  Government  Sup- 
ported Health  Plans. 

Direct  Billing  Under  Title  19  (page  1546). 

The  House  approved  resolution  68  41,  “Billing 
Procedures  Under  Title  19,”  urging  physicians 
and  patients  to  work  through  their  Congressmen 
to  make  billing  procedures  under  Title  19  the 
same  as  those  under  Title  18. 

The  Council  referred  this  to  the  Committee  on 
Federal  Legislation. 

The  Committee  reports  that  amendments  to 
the  Social  Security  Law  enacted  early  in  1968 
provide  that  each  state  may  make  payments  for 
physicians’  and  dentists’  services  directly  to 
medical  assistance  recipients  who  are  not  also 
receiving  cash  assistance,  and,  consequently,  the 
only  changes  needed  are  in  the  requirements  of 
the  State  laws  with  respect  to  billing  procedures. 
On  recommendation  of  the  Federal  Legislation 
Committee,  the  Council,  in  September,  referred 
this  matter  to  the  Committee  on  State  Legisla- 
tion. 

Nursing  Home  Beds  for  Medicaid  Patients 
(page  1546).  The  House  adopted  a substitute 
for  Resolution  68-5,  “Availability  of  Nursing 
Home  Beds  for  Medicaid  Patients,”  providing 
that  (a)  the  quota  system  be  completely  abol- 
ished or  revised  sharply  upward;  ( b ) approval 
of  applications  for  additional  nursing  home  beds 
be  contingent  on  allocation  of  a reasonable  pro- 
portion of  beds  to  Medicaid  patients;  (c)  the 
State  Society  urge  that  the  allowance  by  Medi- 
caid for  patients  should  at  least  meet  the  cost  of 
the  services  rendered  to  Medicaid  patients;  and 
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(d)  copies  of  the  resolutions  be  sent  to  the 
Governor,  the  leaders  in  the  State  Legislature, 
the  State  and  county  commissioners  of  health, 
the  State  and  county  commissioners  of  social 
services,  and  the  hospital  review  and  planning 
councils  in  the  various  areas. 

Copies  of  the  resolution  were  sent  to  Governor 
Rockefeller,  Lieutenant-Governor  Wilson,  As- 
semblyman Travia,  Commissioner  Ingraham, 
Commissioner  Wyman,  30  county  commis- 
sioners of  health,  59  county  commissioners  or 
town  commissioners  of  social  services,  and  the 
regional  hospital  review  and  planning  councils. 
A reply  from  the  Regional  Hospital  Review  and 
Planning  Council  of  Northeastern  New  York 
gave  several  reasons  supporting  its  opinion  that  a 
quota  system  is  desirable,  and  our  Council,  at  its 
June  meeting,  referred  the  matter  to  the  Com- 
mittee on  Economics. 

Chiropractors:  Participation  in  Tax  Sup- 

ported Programs  (page  1548).  The  House 
adopted  a substitute  for  resolutions  68-21,  68- 
23,  and  68-39  enunciating  a policy  of  opposition 
to  the  inclusion  of  chiropractors  as  “providers  of 
service”  in  the  State  Medicaid  program  and 
providing  that  this  Society  seek  the  introduction 
and  passage  of  legislation  excluding  chiroprac- 
tors from  participation  in  the  Title  19  and  other 
tax  supported  programs. 

This  was  referred  to  the  Committee  on  State 
Legislation;  it  was  also  transmitted  to  the  Com- 
mittee on  Federal  Legislation.  The  Committee 
on  State  Legislation  opposed  an  amendment  to 
S.  1563-A,  providing  for  an  extension  of  “free 
choice”  to  include  chiropractors.  The  Commit- 
tee on  Federal  Legislation  reports  that  pressing 
for  Federal  legislation  to  exclude  chiropractors 
would  jeopardize  the  efforts  to  prevent  their  in- 
clusion under  Title  18. 

George  E.  Bender,  M.D.  (page  1548).  The 

House  voted  by  acclamation  to  commend 
George  E.  Bender,  M.D.,  as  “a  dedicated  and 
courageous  county  health  officer,  who  has  re- 
signed his  office  in  Cattaraugus  County  rather 
than  approve  payment  of  bills  to  chiropractors 
for  services  rendered  to  recipients  of  assistance 
under  existing  legislation.”  Dr.  Bender  was  in- 
formed of  this  action.  His  reply  described  the 
situation  regarding  Title  19  implementation  in 
Chester  County,  Pennsylvania,  where  he  is  now 
located. 

Medicaid  Participation:  Requirements 

(page  1548).  The  House  amended  and  adopted 
resolution  68-54,  “Qualification  and  Post- 
graduate Study  Requirements  for  Physicians 
Participating  in  Medicaid,”  which,  in  order  “to 
insure  free  choice  for  Medicaid  recipients,”  re- 
quests “the  withdrawal  of  administrative  regula- 
tions effecting  ‘secondary  licensure.’  ” 

The  Council  referred  this  to  the  Committee  on 
State  Legislation.  The  committee  supported  a 
bill  designed  to  provide  free  choice  of  treatment 
personnel  and  medical  facility  for  recipients  of 
medical  assistance  but  reversed  its  stand  when 
the  bill  was  amended  to  include  chiropractors. 


Rehabilitation  in  Extended  Care  Facilities 
(page  1549).  The  House  amended  and  adopted 
resolution  69-59,  “Rehabilitation  Services  in 
Extended  Care  Facilities  Under  Titles  18  and 
19,”  urging  “that  all  rehabilitative  services 
rendered  to  Medicare  and  Medicaid  beneficiaries 
in  nursing  homes  and  extended  care  facilities  be 
ordered  and  supervised  by  a licensed  physician.” 
This  was  referred  to  the  Committee  on  Physi- 
cal Medicine  and  Rehabilitation.  The  commit- 
tee’s report  to  the  Council  in  September  stated: 
“It  appears  increasingly  urgent  that  the 
medical  profession  express  a positive  interest 
in  the  quality  of  the  services  rendered.  . . 
It  is  certainly  worth  our  efforts  to  consider 
utilizing  the  counsel  of  physicians  trained  and 
experienced  in  this  area.” 

Medicare:  Fee  Schedule  and  Arbitration 

(page  1550).  The  House  referred  to  the 
Council  resolution  68-33,  “Arbitration  of  Medi- 
care Fees,”  which,  if  adopted,  would  request  that 
Medicare  intermediaries,  such  as  Blue  Shield, 
(a)  provide  a schedule  of  reasonable  charges  in 
each  community,  ( b ) apply  such  fees  to  services 
by  all  physicians  in  the  community,  and  (c) 
establish  a board  of  arbitration  to  serve  as  an 
appeal  mechanism.  The  resolution,  if  adopted, 
would  also  instruct  the  New  York  delegation  to 
the  American  Medical  Association  to  introduce  a 
similar  resolution  in  the  AMA  House  of  Dele- 
gates in  June,  1968. 

This  was  referred  to  the  Policy  and  Negotiat- 
ing Committee  on  Government  Supported 
Health  Plans. 

Nonreferred  Medicare  Patients  (page  1550). 

The  House  adopted  resolution  68-43,  “Payment 
for  Services  Rendered  to  Nonreferred  Medicare 
Patients,”  providing  that  this  Society  insist  on 
the  legally  required  usual,  customary,  and  rea- 
sonable professional  fees  for  the  care  of  all 
Medicare  patients,  including  nonreferred  pa- 
tients. 

The  Council  referred  this  to  the  Policy  and 
Negotiating  Committee  on  Government  Sup- 
ported Health  Plans. 

Job  Discrimination  Against  Handicapped 
Persons  (page  1552).  The  House  adopted 
resolution  68-36,  “Elimination  of  Job  Discrimi- 
nation Against  Persons  with  Physical  and 
Mental  Handicaps  by  Amendment  to  the  State 
Constitution,”  which  provides  that  the  State 
Society  “take  appropriate  action”  to  bring  about 
such  amendment. 

This  was  referred  by  the  Council  to  the  Com- 
mittee on  State  Legislation. 

Area  Conferences  on  Health  Planning  (page 
1552).  The  House  amended  and  adopted 
resolution  68-49,  “State  Area-wide  Conferences 
on  Regional  Medical  and  Comprehensive  Health 
Planning  Programs,”  providing  that  this  Society 
immediately  call  regional  conferences  to  ac- 
quaint practicing  physicians  involved  with 
Heart  Disease,  Cancer,  and  Stroke  regional 
medical  programs,  and  those  representing  medi- 
cine on  area-wide  comprehensive  health  plan- 
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ning  groups,  and  appropriate  local  and  regional 
medical  society  officers  and  committeemen  with 
the  conditions  and  provisions  of  Public  Laws  89- 
239  and  89-749  and  the  proper  role  of  physicians 
and  medical  societies  in  their  implementation. 

This  resolution  was  transmitted  to  the  State- 
wide Committee  on  Comprehensive  Health 
Planning,  and  the  committee’s  report  lists  13 
one-day  area  conferences  held  throughout  the 
State  for  these  purposes. 

Reimbursement  of  Accident  Victims  (page 
1552).  The  House  commended  the  report  of 
the  Committee  on  Accident  and  Injury  Preven- 
tion which  recommended  that,  with  the  approval 
of  legal  counsel,  the  State  Society  propose  and 
support  legislation  to  permit  accident  victims  to 
receive  awards  for  medical  payments,  out-of- 
pocket  payments,  and  a portion  of  lost  wages 
without  going  to  court  (resolution  67-2). 

Norman  S.  Moore,  M.D.,  reported  to  the 
Council  in  March  that  he  had  informed  Senator 
Speno  of  the  Society’s  approval  of  this  proposed 
legislation.  The  Council  then  referred  this  to 
the  Committee  on  State  Legislation. 

Motorcycle  Safety  (page  1552).  The  House 
commended  a recommendation  of  the  Commit- 
tee on  Accident  and  Injury  Prevention  that 
legislation  be  sought  in  New  York  State  which 
will  require  motorcycle  crash  bars  and  will  per- 
mit second  riders  only  on  motorcycles  with 
adequate  handholds,  foot-rests,  saddles,  and  sus- 
pension systems  (resolution  67-11). 

The  Council  referred  this  to  the  Committee  on 
State  Legislation. 

Accident  Investigation  Teams  (page  1553). 
The  House  commended  a recommendation  of  the 
Accident  and  Injury  Prevention  Committee  that 
this  Society  ask  the  New  York  State  Legislature 
to  support  strongly  the  establishment  of  accident 
investigation  teams  at  medical  centers  in  the 
State,  to  assist  these  centers  in  obtaining  help 
from  the  State  and  Federal  governments,  and  to 
provide  immunity  from  legal  action  to  members 
of  accident  investigation  teams  (resolution  67- 
12). 

This  was  referred  by  the  Council  to  the  Com- 
mittee on  State  Legislation. 

Motor  Vehicle  Bureau  Medical  Advisory 
Board  (page  1553).  The  House  commended  a 
recommendation  of  the  Committee  on  Accident 
and  Injury  Prevention  that  the  Society  seek 
establishment  by  the  State  Legislature  of  a 
medical  advisory  board  to  advise  the  Bureau  of 
Motor  Vehicles  on  the  physical  examinations 
and  the  supervision  and  control  of  drivers  with 
mental  or  physical  defects  which  interfere  with 
safe  driving  (resolution  67-29) . 

The  Council  referred  this  to  the  Committee  on 
State  Legislation. 

The  report  of  the  Committee  on  Accident  and 
Injury  Prevention  to  the  Council  states  that  the 
chairman  of  this  committee  will,  in  the  future,  be 
an  ex  officio  member  of  the  Driver  Licensing 
Panel  established  by  the  State  Department  of 
Health  to  advise  the  Commissioner  of  Motor 
Vehicles.  Also  the  State  Medical  Society’s 


Accident  and  Injury  Prevention  Committee  will 
act  as  an  advisory  committee  on  questions  deal- 
ing with  eligibility  for  licensure. 

New  York  State  Safety  Sedan  (page  1554). 

The  House  adopted  resolution  68  -22,  “Support 
by  the  U.S.  Department  of  Transportation  for 
Research,  Production,  and  Testing  of  the  New 
York  State  Safety  Sedan.”  This  calls  for  a re- 
quest from  the  State  Society  to  the  Federal 
Highway  Administration  for  funds  and  also  for 
introduction  of  a similar  resolution  in  the  AMA 
House  of  Delegates.  Copies  of  the  resolution 
were  sent  to  the  director  of  the  National  Highway 
Safety  Bureau  and  to  the  secretary  of  the  Fed- 
eral Department  of  Transportation. 

The  AMA  House  of  Delegates  voted  to  table 
the  resolution  (number  35)  on  this  subject  which 
was  introduced  by  our  delegation  in  June,  1968. 

Medical  and  Nursing  Films  (page  1557). 

The  House  recommended  that  all  physicians 
take  advantage  of  the  medical  and  nursing  films 
available  without  cost  from  the  State  Depart- 
ment of  Health.  In  accordance  with  instruc- 
tions of  the  Council,  information  regarding  these 
films  was  published  in  the  News  of  New  York, 
July,  1968,  page  8. 

Radiation  Therapy  Instruction  (page  1558). 

The  House  adopted  a resolution  contained  in  the 
report  of  the  Committee  on  Cancer  which  re- 
solved that  medical  students  be  given  a curricu- 
lum opportunity  to  spend  at  least  some  elective 
time  in  a department  of  radiation  therapy  to 
become  acquainted  with  the  existence  and  func- 
tion of  the  radiation  therapy  specialist;  that 
they  be  offered  summer  fellowships  in  selected 
departments  of  radiation  therapy;  that  interns 
be  given  an  elective  opportunity  to  spend  at 
least  a few  days  in  a department  of  radiation 
therapy;  that  residents  in  radiation  therapy  be 
given  “favored”  compensation,  especially  if 
financially  distressed;  that  surgical  and  medical 
residents  with  two  years  service  be  given  at  least 
one  year  training  credit  in  a program  of  radiation 
therapy;  and  that  board  qualified  surgeons  and 
internists,  preferably  the  former,  who  enter  a 
training  program  in  radiation  therapy  be  com- 
pensated on  a “staff”  basis  during  their  training 
period  and  receive  at  least  one  year  credit  toward 
their  radiation  therapy  training  period. 

The  Cancer  Committee  was  informed  of  this 
action,  in  accordance  with  instructions  from  the 
Council.  The  committee  reports  that  it  has 
used  the  resolution  in  attempts  to  upgrade  the 
status  of  x-ray  therapists  in  the  State  and  that  it 
is  trying  to  stimulate  the  interest  of  young 
physicians  in  the  field  of  therapeutic  radiology. 

Cancer  Committee  Function  (pages  1558 
and  1559).  The  House  adopted  a recommenda- 
tion of  the  Cancer  Committee  that  this  com- 
mittee should  have  (1)  the  function  of  coordinat- 
ing the  activities  of  all  cancer  groups  in  the 
State  and  provide  a forum  where  these  groups 
can  present  their  programs  for  criticism  by 
other  groups;  (2)  an  advisory  function  with 
regard  to  all  cancer  programs  in  the  State;  (3)  a 
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legislative  function;  (4)  a postgraduate  educa- 
tion function;  (5)  a pioneering  function  to  meet 
identified  needs  in  the  cancer  field;  (6)  a re- 
cruiting function  to  obtain  interested  physicians 
to  work  in  this  field;  and  (7)  adequate  means  of 
communication,  possibly  a newsletter. 

The  Cancer  Committee  was  informed  of  this 
action,  in  accordance  with  instructions  from 
the  Council.  The  committee  reports  that  it 
has  stimulated  all  physicians  directing  cancer 
programs  in  hospitals  in  this  State  to  form 
an  association  “for  mutual  help,  discussion  of 
their  own  problems,  and  development  of  pro- 
jects which  might  be  useful  to  any  local  can- 
cer program.”  The  committee  also  reports  it 
has  completed  a list  of  physicians  in  the  Roches- 
ter area  who  are  interested  in  cancer  and  it 
intends  to  develop  a State-wide  list  of  such 
physicians,  giving  “their  background  and  their 
willingness  to  participate  in  one  sort  of  program 
or  another.” 

Cigaret  Smoking  (pages  1559  and  1560). 

The  House  adopted  resolution  68-31,  “Com- 
mittee of  State  Society  on  Cigaret  Smoking,” 
providing  that  the  State  Society  institute  a 
program  designed  to  bring  about  the  voluntary 
cessation  of  cigaret  smoking  by  all  of  its  members; 
that  the  president  appoint  a committee  to  ex- 
plore, develop,  and  publicize  information  on  the 
health  hazards  of  smoking  and  the  means  of 
breaking  the  habit;  and  that  necessary  funds  for 
these  purposes  be  appropriated. 

The  Council  referred  this  to  the  Commission 
on  Public  Health  and  Education.  The  Cancer 
Committee  reports  continued  efforts  in  this  field 
and  a projected  program  in  cooperation  with  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

Diploma  Schools  of  Nursing  (page  1562). 

The  House  adopted  resolution  68-60,  “Endorse- 
ment of  Legislation  on  Diploma  Schools  of 
Nursing,”  endorsing  and  supporting  S.  900,  as 
introduced  by  Senator  John  E.  Flynn. 

This  was  referred  to  the  Committee  on  State 
Legislation. 

Medical  Examiner  System  (pages  1563  and 
1564).  The  House  voted  to  grant  the  request  of 
the  Committee  on  Forensic  Medicine  for  permis- 
sion “to  explore  ways  and  means  of  replacing  the 
coroner  system  with  a medical  examiner  sys- 
tem . throughout  the  State”  and  “to  start 
discussion  for  a pilot  study  in  the  Rochester 
area,”  and  also  to  recommend  to  the  Forensic 
Medicine  Committee  that  “in  the  formation  of  a 
medical  examiner  system,  autonomy  must  be  re- 
tained by  the  local  medical  examiner’s  office.” 

In  accordance  with  instructions  of  the  Coun- 
cil, the  Committee  on  Forensic  Medicine  was  in- 
formed of  this  action.  The  committee  reported 
to  the  Council  that  discussion  for  a pilot  study  in 
the  Rochester  area  had  to  be  discontinued  be- 
cause of  the  resignation  of  the  medical  examiner 
of  Monroe  County.  The  committee  has  sent  a 
questionnaire  to  each  county  in  the  State  asking 
for  information  which  will  enable  it  to  make  rec- 
ommendations on  where  an  improved  system  is 


needed  and  the  resources  for  maintaining  it. 

Dead  Human  Body  (page  1564).  The  House 
amended  and  adopted  resolution  68-48,  chang- 
ing its  title  to  “Establishment  of  Commission  to 
Study  Laws  and  Their  Revisions  Dealing  with 
the  Dead  Human  Body.”  The  resolution  calls  on 
the  Society  to  (a)  petition  the  Governor  to  ap- 
point such  a commission,  with  adequate  physi- 
cian representation,  and  ( b ) initiate  and  support 
legislation  to  implement  the  recommendations  of 
the  commission. 

Copies  of  the  resolution  were  sent  to  the 
Governor  and  to  the  chairman  of  our  Committee 
on  State  Legislation. 

The  committee  reported  to  the  Council  that  a 
bill  was  passed  (now  Chapter  755,  Laws  of  1968) 
which  establishes  such  a commission.  The  bill 
provides  that  one  of  the  three  commissioners  to 
be  appointed  by  the  Governor  shall  be  a repre- 
sentative of  the  State  Medical  Society. 

Periodic  Physical  Examination  of  School 
Children  and  Symposium  on  School  Health 
Problems  (pages  1564  and  1565).  The 

House  adopted  a reference  committee  report 
containing  the  following  statement: 

“The  reference  committee  reviewed  and 
accepted  this  report.  It  noted  that  the 
Committee  on  General  Practice  and  School 
Health  recommended  that  a periodic  com- 
plete physical  examination  of  school  children 
three  or  four  times  between  kindergarten 
and  high  school  graduation  would  be  suffi- 
cient. The  committee  recommended  that  the 
Medical  Society  of  the  State  of  New  York 
sponsor  a symposium  for  school  administra- 
tors on  school  health  problems  in  1968  and 
asked  that  such  a symposium  receive  priority 
on  the  agenda  of  the  next  meeting  of  the 
committee  in  order  to  secure  Council  ap- 
proval.” 

The  Council  referred  this  to  the  Committee 
on  School  Health  with  a recommendation  that 
the  committee  contact  the  New  York  State 
School  Boards  Association  on  its  implementa- 
tion. The  committee’s  proposal  of  a coopera- 
tive symposium  was  favorably  received  by  the 
New  York  State  Council  of  School  District 
Administrators  and  may  be  included  in  their 
1969  conference.  The  committee  chairman 
stated  that,  although  the  committee  is  as 
strongly  opposed  as  ever  to  the  required  annual 
school  health  examination,  it  will  not  pursue  the 
subject  further  at  this  time  because  of  the  firm 
opposition  of  the  State  Department  of  Educa- 
tion. 

Birth  Certificates  (page  1567).  The  House 
adopted  a substitute  for  resolution  68-26, 
“Objection  to  New  Certificates  of  Birth  and 
Fetal  Deaths,”  which  calls  on  the  Society  to  urge 
that  the  State  Health  Department  “study  and 
implement  means  by  which  potentially  confi- 
dential information  could  be  reported  either 
without  appearing  on  the  record  filed  with  the 
local  registrar  or  reported  without  identifying 
the  information  with  the  patient’s  name.” 
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This  was  referred  to  the  Committee  on  Ma- 
ternal and  Child  Welfare.  The  committee  re- 
ports that  it  met  in  Albany  with  Commissioner 
Hollis  S.  Ingraham  and  other  members  of  the 
New  York  State  Health  Department  and  reached 
a solution  which,  it  is  believed,  “will  be  satisfac- 
tory to  a majority  of  the  physicians  concerned.” 

Weight  Reduction  (page  1570).  The  House 
approved  in  principle  and  referred  to  the  Com- 
mittee on  Metabolic  Diseases  for  further  study 
resolution  68  52,  “Statement  Regarding  Weight 
Reduction  Practices,”  calling  on  the  Society  to 
develop  a policy  statement  on  this  subject  and  to 
disseminate  it  widely. 

This  was  transmitted  to  the  Committee  on 
Metabolic  Diseases. 

Infectious  Diseases  Subcommittee  Pro- 
posals (page  1571).  The  House  approved  five 
proposals  of  the  Subcommittee  on  Infectious 
Diseases,  as  follows:  (1)  to  offer  physical 

examinations  to  physicians  attending  the  1969 
annual  convention  of  this  Society;  (2)  to  pro- 
mote family  life  education  programs  at  the  local 
level;  (3)  to  encourage  routine  serologic  testing 
for  syphilis  in  areas  of  high  priority;  (4)  to  en- 
courage routine  glaucoma  testing  among  the 
higher  age  groups  as  part  of  a complete  physical 
examination  (requiring  an  education  program 
for  physicians  not  oriented  in  ophthalmology); 
and  (5)  to  conduct  an  education  program  to  en- 
courage and  clarify  the  new  State  laws  requiring 
routine  chest  x-ray  examination  and  cervical 
“pap”  smear  tests. 

The  Council  referred  these  to  the  Commit- 
tee on  Preventive  Medicine.  The  committee 
reports  that  (1)  the  offer  of  physical  examin- 
ations at  the  1969  convention  is  withdrawn 
due  to  lack  of  interest;  (2)  a JAMA  article 
on  sex  education,  as  reprinted  in  the  Erie 
County  Bulletin,  has  been  summarized,  and 
after  Council  approval  has  been  obtained  copies 
will  be  distributed  to  each  county  medical 
society  in  the  State;  (3)  “Healthorama”  ses- 
sions were  held  in  Erie  County  at  which  tests 
performed  on  the  public  included  serology  for 
veneral  disease;  similar  sessions  are  urged  in 
every  county;  (4)  a suggestion  that  tonometry 
be  performed  more  often  with  more  physicians 
being  trained  to  perform  it  was  referred  to  the 
Committee  on  Diseases  of  the  Eye  for  an  opin- 
ion; and  (5)  the  Council  voted  in  June  to  defer 
action  on  the  committee’s  proposed  amendment 
to  the  hospital  code. 

Control  of  Intramural  Hospital  Infections 
(page  1571).  The  House  approved  the  request 
of  the  Subcommittee  on  Hospital  Epidemiology 
for  permission  to  sponsor  a program  for  control 
of  intramural  infections  throughout  the  State  by 
coordinated  efforts  of  a hospital  epidemiologist 
and  a physician  in  the  community,  preferably  a 
member  of  the  local  health  department. 

This  was  referred  to  the  Committee  on  Pre- 
ventive Medicine.  The  committee  recom- 
mended to  the  Council  in  June  that  the  code 


committee  of  the  Hospital  Review  and  Planning 
Council  be  requested  to  draw  up  an  amendment 
“making  it  mandatory  that  a hospital  epidemiol- 
ogist be  appointed  by  the  medical  board  of 
every  hospital  in  the  State  with  power  to  act  uni- 
laterally.” 

The  Council  referred  this  recommendation  to 
the  Committee  on  Hospital  and  Professional 
Relations  which  advised  the  Council  in  Septem- 
ber that  the  action  recommended  by  the  Com- 
mittee on  Preventive  Medicine  was  not  indicated 
at  present.  This  report  of  the  Hospital  and 
Professional  Relations  Committee  was  approved 
by  the  Council. 

Tropical  Diseases  Exhibits  at  Annual  Meet- 
ing (pages  1571  and  1572).  The  House  ap- 
proved a proposal  of  the  Tropical  Diseases  Sub- 
committee to  present  the  following  at  an  annual 
meeting:  (1)  an  exhibit  of  color  photomicro- 

graphs of  intestinal  parasites;  (2)  a color  film 
with  soundtrack  showing  all  the  common  in- 
testinal protozoa  and  their  parasites;  and  (3)  a 
color  film  with  soundtrack  showing  the  mobility 
of  the  intestinal  amoebae  of  man. 

This  was  referred  to  the  Committee  on  Pre- 
ventive Medicine.  The  annual  report  of  the 
Committee  on  Preventive  Medicine  states  that 
the  chairman  of  its  Subcommittee  on  Tropical 
Diseases  has  contacted  the  chairman  of  the 
Subcommittee  on  Scientific  Motion  Pictures  to 
arrange  for  the  showing  of  these  and,  perhaps, 
other  films. 

Sex  Education  (pages  1573  and  1574).  The 

House  amended  and  adopted  resolution  68  9, 
“Sex  Education  Programs,”  placing  the  Society 
on  record  as  favoring  inclusion  of  sex  education 
in  the  program  of  all  schools  (elementary 
through  secondary),  calling  for  cooperation  for 
this  purpose  between  county  medical  societies 
and  appropriate  community  agencies,  and  pro- 
viding for  similar  cooperation  between  the  State 
Society’s  Commission  on  Public  Health  and  Edu- 
cation, the  State  Health  Department,  and  State 
Education  Department. 

This  was  referred  to  the  Committee  on  Pre- 
ventive Medicine.  The  summary  of  a JAMA 
article  on  the  physician’s  role  in  sex  education, 
which  was  distributed  on  behalf  of  the  commit- 
tee, quotes  resolution  68-9  and  states:  “County 

medical  societies  are  encouraged  to  arrange  their 
own  programs  and  encourage  physician  members 
to  work  with  the  schools  as  advisers . . .”  The 

summary  refers  to  pamphlets  prepared  by  the 
AM  A for  various  age  groups,  including  children 
in  grades  4,  5,  and  6,  children  of  junior  high- 
school  age,  and  young  people  sixteen  to  twenty 
years  of  age. 

Fluoridation  of  Water  (page  1574).  The 

House  adopted  resolution  68-28,  “Approval  of 
Fluoridation  of  Municipal  Water  Supplies,” 
which  reaffirms  the  Society’s  previous  statement 
on  this  subject  and  also  places  the  Society  on 
record  as  favoring  a State  law  requiring  fluorida- 
tion. 

This  was  referred  to  the  Committee  on  State 
Legislation. 
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Private  Practice  in  Deprived  Areas  (pages 
1572  and  1573).  The  House  approved  a recom- 
mendation of  the  Subcommittee  on  Community 
Health  that  a program  be  undertaken  for  setting 
up  groups  of  private  physicians  in  deprived 
areas  with  money  granted  by  local,  State,  or 
Federal  government  agencies  through  the  spon- 
sorship of  the  State  Medical  Society. 

This  was  referred  by  the  Council  to  the  Com- 
mittee on  Preventive  Medicine.  The  commit- 
tee reported  to  the  Council  that  the  chairman  of 
its  Community  Health  Subcommittee  has  urged 
the  Department  of  Health,  Education,  and  Wel- 
fare to  accept  the  concept  “that  private  groups 
of  physicians  can  render  as  good  as  and,  most 
likely,  better  services  than  can  large  hospital 
complexes.  This  idea  has  now  received  favor- 
able acceptance  by  that  organization.”  The 
committee’s  annual  report  also  states,  “The 
committee  has  urged  that  the  Council  approve 
the  principle  of  private  group  practice  in  ghetto 
and  deprived  areas  funded  by  foundations, 
Federal,  State,  or  local  agencies.”  The  report 
of  the  Special  Committee  on  OEO  Clinics  states 
that  “the  involved  areas  are  best  served  by 
physicians  in  the  local  area;  the  Office  of  Eco- 
nomic Opportunity  has  been  advised  accord- 
ingly.” 

Clinical  Training  of  First -Year  Medical 
Students  (page  1573).  The  House  approved  a 
recommendation  of  the  Subcommittee  on  Com- 
munity Health  that  the  State  Medical  Society 
institute  discussion  with  the  New  York  State 
medical  schools  to  widen  the  program  adopted 
by  the  Albert  Einstein  Medical  School  whereby 
first-year  medical  students  will  be  placed  in 
private  physicians’  offices  as  a preceptorship 
type  of  program  and  will  also  make  rounds  in 
proprietary  hospitals  with  private  practicing 
physicians. 

The  Council  referred  this  to  the  Committee  on 
Preventive  Medicine  with  a recommendation 
that,  in  presenting  this  proposal  to  county 
medical  societies  and  to  other  medical  schools, 
the  word  “proprietary”  be  avoided.  In  its  June 
report  to  the  Council,  the  committee  stated  it 
had  no  recommendation  for  action  on  this 
proposal. 

Rural  Traffic  Accidents  (pages  1575  and 
1576).  The  House  amended  and  adopted 
resolution  68-15,  “Programs  for  Rural  Emer- 
gency Medical  Service,”  describing  a five-point 
program  to  improve  first-aid  procedures  and 
transportation  in  connection  with  rural  traffic 
accidents. 

The  Council  referred  this  to  the  Committee  on 
Accident  and  Injury  Prevention.  The  com- 
mittee’s report  mentions  a discussion  with  State 
Health  Department  representatives  concerning 
first-aid  training  for  volunteer  firemen,  police, 
ambulance  attendants,  and  emergency  room 
attendants. 

District  Branches:  Distribution  of  County 

Societies  (page  1586).  The  House  directed 
the  Ad  Hoc  Committee  to  Explore  All  Aspects  of 
the  District  Branches  to  draw  up  an  amendment 


to  Article  XI  of  the  Constitution  which  would 
redistribute  the  counties  among  the  district 
branches.  The  Ad  Hoc  Committee  on  District 
Branches  was  notified  of  this  action. 

New  York  State  Journal  of  Medicine  (page 
1589).  The  House  recommended  that,  in  view 
of  the  dissolution  of  the  Publication  Committee 
by  the  Council  in  November,  1967,  effective 
February,  1968,  a liaison  be  continued  between 
the  Journal  and  the  Council.  At  the  March, 
1968,  Council  meeting,  George  Himler,  M.D., 
was  appointed  liaison  between  the  Journal  and 
the  Council. 

Prize  Essays  (page  1591).  The  House  recom- 
mended to  the  Committee  on  Prize  Essays  that 
(a)  the  prize  for  essays  be  offered  every  three 
years;  (b)  essayists  be  limited  to  interns  and 
residents  from  all  hospitals  within  the  State  of 
New  York;  and  (c)  suitable  announcements  of 
the  awards  be  circularized  to  all  hospitals. 

This  was  referred  to  the  Committee  on  Prize 
Essays.  An  Ad  Rem  bulletin  announcing  the 
awards  and  conditions  of  the  contest  was  sent  on 
September  16, 1968,  to  about  350  hospitals  in  the 
State.  The  bulletin  states,  “competition  for 
both  prizes  is  limited  to  interns,  residents,  and 
fellows  in  hospitals  in  the  State  of  New  York.” 

Disaster  Medical  Care  Planning  (page 
1592).  The  House  recommended  that  disaster 
medical  care  planning  should  utilize  all  physi- 
cians within  the  community  and  that  the  con- 
cept of  cooperation  between  local  medical  soci- 
eties, local  government,  and  civil  defense  officials 
should  be  strongly  supported.  Since  the  Society 
does  not  have  a committee  on  disaster  medical 
care,  this  recommendation  was  transmitted  to 
the  Committee  on  Accident  and  Injury  Preven- 
tion. 

The  annual  report  of  the  Accident  and  Injury 
Prevention  Committee  stated  that  disaster 
medical  care,  does  not  fall  within  the  purview  of 
that  committee  since  it  presents  with  “inhospi- 
tal” problems. 

Dr.  Fineberg’s  memorandum  of  May  29  to  the 
presidents  of  21  county  medical  societies,  ap- 
proved by  the  Council  at  its  May  meeting, 
states  that  a start  has  been  made  in  developing 
standards  for  first-aid  and  ambulance  services 
and  outlines  a project  for  taking  inventory  of  the 
facilities  of  hospital  emergency  departments  and 
a study  of  the  characteristics  of  their  case  loads 
to  assess  their  preparedness  for  civil  disturb- 
ances. This  study  is  undertaken  by  representa- 
tives of  the  Hospital  Educational  and  Research 
Fund,  Inc.,  the  New  York  State  Health  Depart- 
ment, and  the  Medical  Society  of  the  State  of 
New  York. 

Members  of  Scientific  Awards  Subcommit- 
tee (page  1594).  The  House  recommended 
that  no  member  of  the  Scientific  Awai'ds  Sub- 
committee be  placed  on  a reference  committee  of 
the  House  of  Delegates  because  the  judging  of 
the  scientific  exhibit  awards  is  a full-time  job. 

This  was  referred  to  the  Speaker  of  the  House 


90  New  York  State  Journal  of  Medicine  / January  1,  1969 


of  Delegates.  Except  for  C.  Joseph  Delaney, 
M.D.,  chairman  of  the  Committee  on  Creden- 
tials, the  members  of  the  Scientific  Awards 
Subcommittee  have  not  been  appointed  to  refer- 
ence committees. 

Regional  Organization  of  Health  Programs 
(page  1595).  The  House  voted  to  emphasize 
the  increasing  need  of  organized  medicine  to  deal 
with  government  health  programs  on  a regional 
basis  rather  than  on  a county  basis.  The 
chairman  of  the  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health  Plans 
informed  the  Council  in  March  that  this  was 
being  done. 

District  Branches  in  Comprehensive  Health 
Planning  (page  1598).  The  House  suggested 
that,  while  the  State  Medical  Society  may  make 
the  nominations  for  appointments  to  the  re- 
gional health  and  hospital  planning  councils,  the 
district  branch  be  the  functional  group  in  com- 
prehensive health  planning. 

This  was  referred  to  the  Statewide  Committee 
on  Comprehensive  Health  Planning.  The  Com- 
mittee’s report  to  the  Council  in  June  stated, 
“Meaningful  health  care  planning  must  of 
necessity  take  place  at  the  local  community  or 
county  level  . the  grouping  of  several  such 
counties  into  regions  for  comprehensive  health 
planning  should  be  arranged.’’  The  seven 
comprehensive  health  planning  regions  in  the 
State  are  almost  identical  with  the  seven  hospital 
service  regions.  The  areas  included  differ 
slightly  from  those  included  in  district  branch 
boundary  lines. 

State  Legislation  Program  (pages  1605  and 
1606).  The  House  recommended  the  following 
to  the  Council:  (a)  composition  of  the  State 

Legislation  Committee  to  include  chairmen  of 
legislation  in  all  district  branches,  (b)  district 
branch  participation  in  the  legislation  effort  by 
personal  contact  with  local  representatives  be- 
tween Election  Day  and  the  subsequent  holidays 
to  explain  the  State  Society’s  legislation  program 
before  the  convening  of  the  Legislature  in 
January,  (c)  closer  coordinated  effort  with  the 
associated  Blue  Shield  Plans,  and  ( d ) em- 
ployment of  a retired,  prominent  exlegislator  as 
an  adviser  to  our  State  Legislation  Committee 
supplementing  our  current  arrangement  with  the 
Albany  legal  firm. 

The  Council  was  informed  at  its  March,  1968, 
meeting  that  these  recommendations  were  being 
carried  out. 

Field  Representatives:  Attendance  at 

Council  Meetings  (page  1608).  The  House 
recommended  that  the  field  representatives  in 
the  Division  of  Communications  be  required  to 
attend  all  Council  meetings  for  the  purpose  of 
conveying  Council  actions  and  feelings  to  county 
society  and  district  branch  meetings  thereafter. 
The  four  field  representatives  have  attended 
Council  meetings  throughout  the  year. 

Medical  Assistants  (page  1617).  The  House 
invoked  the  active  support  of  each  member  of 
the  State  Medical  Society  for  the  New  York 


State  Medical  Assistants  Association.  This 
task  was  assigned  to  the  Division  of  Communi- 
cations. Page  8 of  the  News  of  New  York , 
May,  1968,  displayed  a report  of  this  action  of 
the  House  of  Delegates. 

Hospital  Practice  of  Medicine:  Court  De- 

cision (page  1536).  The  House  adopted 
resolution  68  29,  “Adjudication  of  the  Legality 
of  the  Practice  of  Medicine  by  Hospital  Cor- 
porations,” which  directs  the  Council  to  “forth- 
with appropriate  the  necessary  funds  and  retain 
special  legal  counsel  to  seek  a final  and  authori- 
tative adjudicat  ion  of  the  legality  of  the  practice 
of  medicine  by  hospital  corporations.” 

The  Council  referred  this  to  the  Board  of 
Trustees.  The  Board  voted  in  March  “to 
await  the  results  of  the  poll  to  be  conducted 
by  the  Committee  on  Hospital-Based  Phy- 
sicians before  taking  action  on  this  resolution.” 
In  September  an  ad  hoc  subcommittee  of  the 
committee  presented  to  the  Executive  Com- 
mittee a report  addressed  to  the  Council  re- 
questing approval  of  a questionnaire  to  be 
mailed  to  full-time  and  part-time  physicians 
engaged  in  the  practice  of  medicine  who  have 
completed  their  postgraduate  training  and  who 
have  contractual  arrangements  with  their  in- 
stitutions. The  questionnaire  contained  five 
questions  under  the  heading,  “Would  it  be 
desirable  to  determine  by  adjudication  the 
legality  of  the  practice  of  medicine  by  hospital 
corporations?” 

The  Executive  Committee  referred  this  to 
the  Committee  on  Hospital-Based  Physicians 
to  review  the  questionnaire  with  counsel  and  to 
estimate  the  cost  of  the  survey,  and  report  to 
the  Council  at  a later  date. 

Corporate  Group  Practice  (page  1618). 

The  House  adopted  resolution  68-38,  “Legis- 
lation to  Permit  Group  Practice  with  Corporate 
Benefits,”  calling  on  the  State  Society  to  take 
the  necessary  steps  to  secure  the  introduction 
and  passage  of  legislation  which  would  enable 
duly  licensed  physicians  to  incorporate  in  the 
State  of  New  York  for  the  purpose  of  practicing 
medicine. 

This  was  referred  to  the  Committee  on  State 
Legislation.  The  committee  reported  to  the 
Council  that  a bill  for  this  purpose  was  sup- 
ported by  the  State  Medical  Society  but  died 
in  committee. 

Medical  Committee  for  Human  Rights 
(page  1619).  The  House  amended  and  adopted 
resolution  68-40,  “Medical  Committee  for 
Human  Rights,”  which  commends  Milford  O. 
Rouse,  M.D.,  for  defending  capitalism;  con- 
demns the  socialistic  stand  of  the  Medical  Com- 
mittee for  Human  Rights;  commends  the  Con- 
necticut State  Medical  Society  for  its  official 
answer  to  the  Medical  Committee  for  Human 
Rights;  and  reaffirms  the  position  always 
maintained  by  the  Medical  Society  of  the  State 
of  New  York  that  “it  has  always  endorsed 
human  rights,  equal  care,  nondiscrimination, 
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and  human  dignity  as  applied  to  both  patient 
and  physician.”  No  action  was  needed. 

Federal  Role  in  Medical  Care  (page  1619). 

The  House  amended  and  adopted  resolution 
68-42,  “Opposition  to  Federal  Role  in  Medical 
Care,”  which,  as  amended,  urges  “that  the 
appropriate  Federal  agency  study  the  pro- 
portion of  graduating  physicians  who  enter  the 
field  of  medical  research  and  the  extent  to  which 
Federal  support  encourages  duplication  of  re- 
search and  diverts  needed  manpower  from 
medical  practice.”  The  Council  directed  that 
the  amended  and  edited  resolution  be  sent  to 
all  senators  and  representatives  from  New  York 
State  in  the  Congress  of  the  United  States. 
Replies  have  been  received  from  Senator  Jacob 
Javits  and  several  congressmen.  Senator  Javits 
forwarded  a report  which  he  received  from 
James  A.  Shannon,  M.D.,  at  that  time  director 
of  the  National  Institutes  of  Health,  in  response 
to  the  Senator’s  inquiry  regarding  this  subject. 
Dr.  Shannon  discussed  the  distribution  of 
physicians  in  the  country,  the  factors  which  tend 
to  prevent  unnecessary  duplication  of  biomed- 
ical research,  and  the  need  for  maintaining 
“a  dynamic  equilibrium  among  the  three  in- 
separable functions  of  biomedicine,”  that  is, 
development  of  new  knowledge,  transmission 
of  knowledge,  and  its  application.  He  quoted 
from  “Distribution  of  Physicians,  Hospitals, 
and  Hospital  Beds  in  the  U.S.  1967,”  published 
by  the  AMA’s  Survey  Research  Department, 
which  showed  that,  as  of  December  31,  1967, 
1.6  per  cent  of  physicians  were  engaged  in 
research  on  a full-time  basis,  3.8  per  cent  were 
on  medical  school  faculties,  1.4  per  cent  were  in 
administrative  medicine,  and  93.2  per  cent  were 
engaged  in  delivery  of  patient  care. 

Malpractice  Insurance  Brochure  (page 
1622).  The  House  recommended  as  required 
reading  the  brochure  entitled  Malpractice 
Insurance  Is  Too  Expensive,  a copy  of  which  will 
be  forwarded  to  every  member  in  the  Society’s 
group  plan  of  malpractice  insurance. 

The  chairman  of  the  Malpractice  Insurance 
and  Defense  Board  was  informed  of  this  action. 
He  reports,  “The  booklet  has  been  distributed 
to  all  physicians  insured  in  the  program,  and 
extra  copies  are  available  through  the  office  of 
the  Indemnity  Representative  or  at  the  booth 
set  up  for  the  program  in  the  technical  exhibits 
section  at  the  annual  meeting.” 

Legal  Counsel  (page  1629).  The  House 
recommended  careful  study  of  the  report  of 
legal  counsel  by  the  Society’s  membership  and 
voted  to  thank  legal  counsel  for  the  continuing 
standard  of  excellence  which  he  has  maintained 


for  the  past  quarter  of  a century.  Mr.  Martin 
was  informed  of  this  action. 

Communication  with  Specialty  Groups 
(page  1643).  The  House  adopted  a substitute 
for  resolutions  68-11,  68-37,  and  68-47,  which 
are  concerned  with  the  need  for  communication 
between  the  State  Medical  Society  and  the 
medical  specialty  groups.  The  resolution  pro- 
vides that  the  specialty  groups  organized  on  a 
State-wide  basis  avail  themselves  of  the  mecha- 
nism of  the  specialty  sections,  through  their 
section  delegates,  to  make  their  needs  known  to 
.the  various  committees  of  the  Medical  Society 
of  the  State  of  New  York. 

At  the  request  of  the  Section  on  Surgery, 
the  Council  voted  at  its  May  meeting  to  give  its 
interpretation  of  the  Bylaws  as  permitting  the 
scientific  sections  of  the  Society  to  “engage  in 
social  and  economic  aspects  of  the  practice  of 
medicine,”  and  to  announce  their  findings  “after 
following  the  normal  course  of  going  to  the 
Council  again.” 

Malpractice  Claims  (page  1643).  The  House 
voted  to  take  no  action  on  resolution  68-12, 
“Review  of  Malpractice  Claims  by  Panel  Ex- 
perts,” but  did  approve  its  intent  and  recom- 
mended “that  a study  and  report  be  undertaken 
by  the  Council,  including  reference  to  the  Cali- 
fornia, Arizona,  and  New  Jersey  plans.” 

This  was  referred  to  the  Malpractice  Insur- 
ance and  Defense  Board.  The  chairman  re- 
ported to  the  Council  in  May  that  the  Board 
had  studied  similar  proposals  in  the  past  and 
had  discouraged  the  formation  of  such  com- 
mittees, believing  they  would  not  serve  any 
useful  purpose.  He  stated,  however,  that  the 
Board  would  give  further  study  to  this  matter, 
including  available  information  on  programs 
in  effect  in  other  states. 

County  Medical  Society  Officers  (page 
1645).  The  House  amended  resolution  68-58, 
“State-wide  Uniform  Date  for  County  Medical 
Society  Officers  to  Assume  Office,”  by  changing 
the  last  resolved  to  read,  “That  this  date  shall 
be  set  by  the  Council.”  The  first  Resolved 
of  this  resolution  recommends  that  county 
medical  society  bylaws  provide  that  “regardless 
of  the  date  of  their  election,  their  officers  as- 
sume office  on  a specific  date  which  is  to  be 
uniform  for  all  such  societies.” 

The  Council  set  the  date  to  be  proposed  as 
July  1 of  each  year.  The  county  medical 
societies  were  notified  of  this  action.  As  of 
November  1,  47  counties  have  replied  favor- 
ably, 7 have  replied  unfavorably,  and  7 have 
not  as  yet  replied. 
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1969  HOUSE  OF  DELEGATES 


Reports  to  House 

House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  House  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  . 


New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Irving  L.  Ershler,  M.D.  Onondaga 

Gerald  L.  Glaser,  M.D Monroe 

Milton  J.  Greenberg,  M.D. Washington 

Robert  E.  Healy,  M.D.  Westchester 

Swen  L.  Larson,  M.D Chemung 

Raymond  F.  Smith,  M.D. . . . Nassau 

Francis  A.  Stephens,  M.D.  Albany 

George  Himler,  M.D.,  ex  officio  . New  York 
John  H.  Carter,  M.D.,  ex  officio  Albany 


William  F.  Martin,  Esq.,  e*  officio  New  York 
In  February,  1968,  four  resolutions  proposing 
changes  in  the  Society’s  Constitution  and  By- 
laws were  introduced  in  the  House  of  Dele- 
gates. 

On  September  24,  the  members  of  the  House 
Committee  on  Constitution  and  Bylaws  met, 
with  the  exception  of  Milton  J.  Greenberg, 
M.D.,  Gerald  L.  Glaser,  M.D.,  and  Robert  E. 
Healy,  M.D.,  who  were  excused.  Also  present 
at  the  meeting  were  Walter  T.  Heldmann,  M.D., 
president-elect,  Henry  I.  Fineberg,  M.D.,  execu- 
tive vice-president,  and  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president. 

Dr.  Goldmark  read  letter's  from  the  three  com- 
mittee members  who  were  not  present,  in 
which  they  expressed  their  regrets  at  being  un- 
able to  attend  the  meeting  and  offered  general 
opinions  on  the  proposed  resolutions.  Dr. 
Goldmark  stated  that  these  letters  were  read 
to  record  their  opinions  but  that  they  would  not 
count  in  the  tabulation  of  the  vote,  since  the 
absent  members  could  not  actively  participate 
in  the  discussions  on  the  proposed  resolutions. 

The  committee  then  considered  the  resolutions 
in  numerical  order  and  reached  the  following  con- 
clusions and  recommendations: 

Resolution  68-19 — Amendment  to  By- 
laws to  Add  Requirement  for  Life  Member- 
ship; introduced  by  the  Medical  Society  of  the 
County  of  Kings. 

Whereas,  Many  more  members  than  ever 
are  elected  to  life  membership  in  the  Medical 
Society  of  the  State  of  New  York  on  reaching 
the  age  of  seventy;  and 

Whereas,  This  will  lead  to  an  imbalance 
in  the  membership  of  the  county  societies 
and  endanger  their  financial  support;  now 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 


Society  of  the  State  of  New  York  be  amended 
to  provide  that  an  active  member  may  apply 
for  life  membership  at  age  seventy  only  if 
he  has  been  a dues-paying  member  in  active 
practice  for  a period  of  at  least  ten  years,  as 
follows: 

Chapter  I,  Section  6,  by  adding  in  the 
first  sentence  following  the  word  “member- 
ship” the  following  words:  “If  he  has  been 

a dues-paying  member  in  active  practice 
for  a period  of  at  least  ten  years,”  so  that 
the  first  sentence  of  Chapter  I,  Section  6, 
will  then  read:  “An  active  member  in 

good  standing,  on  reaching  the  age  of 
seventy  years,  or  who  is  permanently 
disabled,  may  apply  for  life  membership 
if  he  has  been  a dues-paying  member  in 
active  practice  for  a period  of  at  least  ten 
years.” 

The  committee  noted  that  this  resolution, 
seeking  to  remedy  the  endangering  of  financial 
support  of  county  societies  by  an  “imbalance  in 
membership,  caused  by  the  fact  that  many 
more  members  than  ever  are  elected  to  life 
membership  at  age  70,”  would  limit  qualifica- 
tion for  life  membership  by  placing  a restriction 
of  ten  years  of  active  practice  and  dues  payment 
prior  to  application  for  life  membership.  It 
was  the  general  consensus  of  the  committee 
that  the  number  of  members  who  would  be  in- 
volved in  this  is  relatively  insignificant  and 
would  make  little  difference  in  alleviating  the 
problem  of  membership  and  financial  imbalance. 

The  committe  recommends  disapproval  of  this 
resolution. 

Resolution  68-27 — Rescinding  of  Man- 
datory AM  A Membership;  introduced  by 
Otsego  County  Medical  Society. 

Whereas,  Continued  compulsory  member- 
ship in  the  American  Medical  Association  for 
all  members  of  the  Medical  Society  of  the 
State  of  New  York  was  voted  by  the  House 
of  Delegates  at  the  annual  convention  in 
February,  1967;  and 

Whereas,  Dissatisfaction  with  certain 
policies  of  the  American  Medical  Association 
has  existed  in  many  component  county  medi- 
cal societies;  and 

Whereas,  Many  valuable  members  have 
felt  compelled  to  express  their  dissatisfaction 
with  the  American  Medical  Association  by 
resignation;  and 

Whereas,  The  volume  of  these  x-esignations 
has  been  between  15  and  20  per  cent  of  the 
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membership  of  the  Medical  Society  of  the 
County  of  Otsego;  now  therefore  be  it 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 

delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members  shall 

be  all  active  and  junior  members  in  good  stand- 
ing of  the  component  county  medical  so- 
cieties”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 

The  committee  recognizes  the  plight  of  the 
county  proposing  this  resolution  and  respects 
its  right  to  express  dissatisfaction  with  com- 
pulsory membership  in  the  American  Medical 
Association,  but  calls  attention  to  the  fact  that 
similar  resolutions  are  proposed  and  defeated 
year  after  year,  including  1968,  and  that  the 
whole  issue  of  compulsory  AMA  membership 
was  thoroughly  discussed  at  the  1967  House  of 
Delegates  and  that  the  House  voted  over- 
whelmingly to  retain  mandatory  membership. 

The  committee  recommends  disapproval  of  this 
resolution. 

Resolution  68-46 — Amendment  to  By- 
laws Concerning  Privilege  of  Floor;  in- 
troduced by  the  Medical  Society  of  the  County 
of  Queens. 

Whereas,  Despite  the  lack  of  specific, 
applicable  mention  in  the  Medical  Society  of 
the  State  of  New  York  Constitution  and  By- 
laws or  in  Roberts  Rules  of  Order  Revised,  it  has 
been  alleged  that  a nondelegate,  except,  “by 
permission  of  the  Speaker  on  unanimous  vote 
of  the  Delegates,”  cannot  be  permitted  to 
address  the  floor;  and 

Whereas,  Such  a unanimous  vote  could 
not  be  meaningful  since  the  membership 
could  not  know,  a priori,  if  the  information 
they  are  to  accept  or  reject  is  pertinent  or 
essential;  and 

Whereas,  There  may  be  a qualified  non- 
delegate present  with  pertinent  information 
on  a specific  subject,  or  with  information 
necessary  to  correct  an  error  in  resolutions, 
reports,  or  other  proceedings,  not  previously 
presented,  which  might  be  useful  to  the 
delegates;  and 

Whereas,  It  would  not  be  practical  or 
proper  to  give  unlimited  privileges  of  the  floor 


to  nondelegates  who  might  request  it;  now 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Amend  Chapter  VIII  of  the  By- 
laws to  add  a new  section,  to  be  entitled 
Section  7,  as  follows: 

“Any  member  in  good  standing  of  the 
Society  may,  at  the  request  of  one  or  more 
delegates,  be  granted  permission  by  the 
Speaker  to  address  the  House  in  order  to 
present  information  to  it  and  the  general 
membership  concerning  a subject  or  sub- 
jects of  which  the  member  has  special 
knowledge  or  information.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  anyone  wanting  to  get  a 
message  to  the  House  can  do  so  by  going  to  the 
reference  committee  concerned  or  by  asking  the 
delegate  from  his  county  to  present  his  views 
to  the  House.  Dr.  Goldmark  reported  that  he 
had  spoken  to  the  Speaker  about  this  situation 
and  that  Dr.  Himler  had  stated  that  where  he 
felt  that  a nondelegate  had  some  valuable  in- 
formation to  bring  before  the  House,  he  would 
grant  him  the  privilege  of  the  floor  unless  there 
was  an  objection  to  this  ruling,  whereon  the 
matter  would  be  put  to  a vote. 

The  committee  recommends  disapproval  of  this 
resolution. 

Resolution  68-55 — Amendment  to  By- 
laws to  Increase  Allotments  for  District 
Branch  Meetings;  introduced  by  Sixth  Dis- 
trict Branch. 

Whereas,  The  district  branches  are  in- 
tegral, functioning  units  of  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  In  recent  years  there  has  been  a 
resurgence  of  interest  in  the  activities  and 
functions  of  the  district  branches;  and 

Whereas,  The  cost  of  these  activities  far 
exceeds  the  maximum  annual  allowance  of 
$400  which  was  established  by  the  Medical 
Society  of  the  State  of  New  York  in  1936; 
now  therefore  be  it 

Resolved,  That  Chapter  IX,  Section  1 of  the 
Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  be  amended  by  substituting  the 
sum  of  $1,000  for  the  sum  of  $400  now  called 
for,  so  that  Chapter  IX,  Section  1,  third  sen- 
tence from  the  end,  will  then  read: 

“Each  district  branch  shall  be  entitled  to 
receive  a sum  not  to  exceed  $1,000,  ex- 
clusive of  the  work  done  by  the  secretary 
regarding  notices,  programs,  etc.,  to  defray 
the  expenses  of  such  district  branch,  pro- 
vided a proper  statement  of  such  expenses 
shall  have  been  presented  to  the  secretary.” 

The  committee  noted  that  the  section  of  the 
Bylaws  alloting  $400  to  each  district  branch  to 
defray  expenses  in  connection  with  the  operation 
of  activities  had  been  put  into  the  Bylaws  in 
1950  and  had  not  been  changed  since  that  time 
to  keep  pace  with  rising  costs  and  that  some  of 
the  district  branches  have  been  operating  at  a 
deficit.  During  the  discussion,  it  was  pointed 


94  New  York  State  Journal  of  Medicine  / January  1,  1969 


out  that  not  all  of  the  districts  apply  for  their 
allotments  and  that  the  districts  do  not  auto- 
matically receive  their  individual  allotments, 
hut  must  submit  itemized  bills  to  be  reimbursed 
by  the  State  Medical  Society.  The  committee 
expressed  the  feeling  that  an  increase  in  this 


Nominating  Committee 

To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of 
the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York,  the  Nominating  Committee  met  at 
the  Cornell  Club,  155  East  50th  Street,  New 
York  City,  on  Monday,  November  11,  1968,  at 
5:15  p.m. 

Present  were  the  following: 

First  District — Frederick  A.  Wurzbach,  Jr., 
M.D.,  Bronx,  Chairman 
Second  District — John  M.  Galbraith,  M.D., 
Nassau 

Third  District — John  J.  Noonan,  M.D.,  Rens- 
selaer 

Fourth  District — Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

Fifth  District — Marvin  Brown,  M.D.,  Oswego 


allotment  would  strengthen  these  organiza- 
tions. 

The  committee  recommends  approval  of  this 
resolution. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


Sixth  District — Paul  M.  DeLuca,  M.D.,  Broome 
Seventh  District — Philip  M.  Standish,  M.D., 
Ontario 

Eighth  District — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Ninth  District — John  N.  Dill,  M.D.,  Westchester 
Member-at-large — Carl  Goldmark,  Jr.,  M.D., 
New  York 

Member-at-large — Samuel  Wagreich,  M.D., 

Bronx 

After  careful  consideration  of  the  recommen- 
dations submitted  by  the  district  branches, 
county  societies,  and  sections  in  response  to  a 
memorandum  of  September  27,  1968,  your  com- 
mittee respectfully  nominates  the  following  can- 
didates for  election  on  February  13, 1969: 
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President- 
President-  Elect- 
V ice-  President- 
Secretary- 
Assistant  Secretary- 
Treasurer - 
Assistant  Treasurer- 


-Walter  T.  Heldmann,  M.D.,  Richmond 
-Walter  Scott  Walls,  M.D.,  Erie 
-Alfred  A.  Angrist,  M.D.,  Queens 
-Carl  Goldmark,  Jr.,  M.D.,  New  York 
-Joseph  G.  Zimring,  M.D.,  Nassau 
-Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 


Speaker — George  Himler,  M.D.,  New  York 
Vice-Speaker — John  H.  Carter,  M.D.,  Albany 
Trustees  {two  for  five  years) — Edward  C.  Hughes,  M.D.,  Onondaga 

Waring  Willis,  M.D.,  Westchester 
Councillors  { four  for  three  years) — Lynn  R.  Callin,  M.D.,  Monroe 

Irving  L.  Ershler,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 


Delegates  to  the  American  Medical  Association  (fourteen  delegates)  and  fourteen  alternates  for 

two  years  commencing  January  1,  1970: 


Lawrence  Ames,  M.D.,  Kings 

James  M.  Blake,  M.D., 
Schenectady 

Charles  M.  Brane,  M.D., 

Westchester 

Max  Cheplove,  M.D.,  Erie 

Paul  M.  DeLuca,  M.D.,  Broome 

Albert  H.  Douglas,  M.D., 

Queens 

Ralph  S.  Emerson,  M.D.,  Nassau 

Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

Walter  T.  Heldmann,  M.D., 

Richmond 

Milton  Helpern,  M.D., 

New  York 

George  Himler,  M.D., 

New  York 

R.  Scott  Howland,  M.D., 
Chemung 

Edward  C.  Hughes,  M.D., 
Onondaga 

Glenn  E.  Jones,  M.D.,  Niagara 


Warren  A.  Lapp,  M.D.,  Kings 

Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Andrew  W.  Lawrence,  M.D., 
Suffolk 

William  J.  McAuliffe,  M.D., 
Cortland 

Robert  A.  Moore,  M.D.,  Kings 

Jason  K.  Moyer,  M.D.,  Broome 

John  J.  Noonan,  M.D., 

Rensselaer 

Felix  Ottaviano,  M.D.,  Madison 

Bernard  J.  Pisani,  M.D., 

New  York 

William  B.  Rawls,  M.D., 

New  York 

Charles  D.  Sherman,  Jr.,  M.D., 
Monroe 

Philip  M.  Standish,  M.D., 
Ontario 

John  A.  Vosburgh,  M.D., 

Greene 

C.  Stewart  Wallace,  M.D., 

Tompkins 


The  fourteen  nominees  receiving  the  largest  Respectfully  submitted, 
number  of  votes  will  be  delegates;  the  second 

fourteen  will  be  alternates.  Frederick  A.  Wurzbach,  Jr.,  M.D.,  Chairman 
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1969  HOUSE  OF  DELEGATES 


Reports  of  Officers 

President 


To  the  House  of  Delegates,  Gentlemen : 

As  president  of  the  Medical  Society  of  the 
State  of  New  York,  I respectfully  submit  the 
following  annual  report. 

The  theme  of  the  administration  has  been 
“Unanimity  of  Action  and  Thinking.”  As  a 
first  step  toward  obtaining  unanimity  of  action, 
it  was  my  pleasure  to  call  a meeting  of  the 
presidents  of  all  the  county  medical  societies  to 
ask  for  their  help  and  support.  I was  encour- 
aged by  the  fact  that  there  was  an  almost  100  per 
cent  attendance  at  this  meeting. 

As  another  step  in  creating  unanimity  of 
action,  I attempted  to  establish  a closer  relation- 
ship between  the  State  Medical  Society,  the 
district  branches,  and  the  county  medical  soci- 
eties to  establish  better  communications  on  all 
topics.  This  seemed  to  be  necessary  if  we  were 
to  work  together  and  create  the  programs  which 
were  vital  to  the  promotion  of  modern  medicine 
in  the  world  in  which  we  live,  where  health  is  be- 
coming a community  affair  and  everybody  seems 
to  be  getting  into  the  act.  To  further  the  coop- 
erative action  of  all  societies,  particularly  at  the 
local  level,  I changed  the  Society’s  committee 
structure  so  that  most  Council  committees 
would  be  organized  on  a three-level  basis: 
State,  district,  and  county.  The  members  of  the 
State  and  district  committees  were  appointed  by 
me,  as  the  president,  from  lists  presented  to  me 
by  the  presidents  of  the  county  medical  societies 
and  district  branches.  The  local  or  county  com- 
mittees were,  of  course,  appointed  by  the  presi- 
dents of  each  county  medical  society.  This 
change  has  created  a coordinated  effort  through- 
out the  State,  has  aided  the  to  and  fro  communi- 
cation, and  also  has  increased  participation  by 
more  members. 

During  the  spring,  I called  a meeting  of  the 
chairmen  of  all  Council  committees  and  explained 
to  them  the  new  committee  structure.  The 
benefit  of  this  committee  arrangement  is  already 
being  realized,  and  I am  sure  that  as  time  elapses 
the  function  of  these  committees  will  be  further 
enhanced.  It  is  my  opinion  that  the  function  of 
each  committee  should  be  outlined  and  kept 
current  with  the  changing  times.  This  is  so  im- 
portant that  efforts  are  being  made  to  study  and 
complete  guidelines  for  every  committee. 

The  important  problems  which  have  been 
worked  on  during  the  past  months  are  as  follows: 
(1)  The  study  and  implementation  of  Public  Law 
89-749,  “Comprehensive  Health  Planning  and 
Public  Health  Services  Act”  and  Public  Law  90- 
174,  “Partnership  for  Health”;  (2)  The  study  of 
the  Relative  Value  Scale;  and  (3)  The  physician 
shortage  in  the  rural  areas  of  New  York  State. 


Comprehensive  Health  Planning.  In 

1966,  the  Federal  government  passed  the  Com- 
prehensive Health  Planning  and  Public  Health 
Services  Act,  Public  Law  89  749,  and  in  1967, 
the  Partnership  for  Health  Amendments, 
Public  Law  90  174. 

“The  Partnership  for  Health  program  intro- 
duced the  concept  of  comprehensive  health 
planning  as  a mechanism  through  which  the 
planning  activities  of  all  the  elements  involved 
in  or  concerned  with  health  services  can  be 
linked  together.  It  thus  enables  govern- 
mental and  nongovernmental  health  and  re- 
lated agencies  and  groups  to  develop  a cooper- 
ative and  coordinated  approach  toward  the 
objective  of  good  health  for  every  individual. 

“This  new  program  also  gives  states  greater 
flexibility  in  supporting  health  services  in  the 
communities.  Federal  funds  for  state  public 
health  programs  were  formerly  categorized,  or 
earmarked,  for  specific  disease  problems. 
The  Partnership  for  Health  legislation  re- 
moved these  categorical  restrictions,  allowing 
the  states  to  channel  grant  funds  into  health 
services  for  which  the  states  determine  there  is 
the  greatest  need.”* 

Although  the  term,  Partnership  for  Health, 
might  seem  to  be  ambiguous,  it  has  disturbed 
almost  everybody  involved  in  the  health  field 
and  has  far  reaching  implications  over  all  health 
legislation,  both  private  and  public,  even  regional 
medical  programs.  It  is  the  first  time,  however, 
that  physicians  and  their  medical  societies  have, 
by  necessity,  become  the  important  cornerstones 
on  which  a health  program  is  to  be  built.  This 
program  will  not  alter  the  physician-patient 
relationship,  but  probably  will  change  the  prac- 
tice of  medicine.  Therefore,  it  is  a program  that 
everyone  associated  with  medical  service  must 
become  familiar  with  and  must  take  an  active 
part  in  it.  It  is  the  first  opportunity  that  the 
medical  profession  has  had  to  participate  in  a 
Federal  program  of  such  breadth  and  to  become 
active  leaders  in  its  implementation.  We  must 
not  fail. 

The  law  is  a form  of  community  health  plan- 
ning, comprising  the  mental  and  physical  health 
of  all  individuals;  the  improvement  of  the  en- 
vironment in  which  we  live;  the  procurement  of 
medical  and  technologic  assistance  in  all  health 
fields;  the  preparation  of  all  fields  for  the  advent 

* Fact  Sheet  on  Partnership  for  Health:  U.S.  Department 
of  Health,  Education,  and  Welfare,  U.S.  Public  Health 
Service,  Health  Services  and  Mental  Health  Administration, 
Office  of  Comprehensive  Health  Planning,  1968. 
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of  the  computer  in  medicine;  and  the  opportu- 
nity for  all  involved  in  health  to  work  together  in 
a cooperative  effort  for  better  health. 

The  principle  problem  areas  of  the  personal 
health  field  are:  (1)  acute  illness,  (2)  chronic 

illness,  (3)  mental  illness  including  mental  re- 
tardation and  damage,  (4)  maternal  and  child 
welfare,  (5)  infection  and  parasitic  diseases,  (6) 
accidental  and  occupational  illness  or  death,  (7) 
family  planning  and  sex  education,  and  (8) 
nutrition. 

The  areas  for  investigation  in  environmental 
health  as  it  effects  the  human  body  are:  (1)  the 

availability  of  hospitals  for  acutely  ill  patients, 
extended  care  facilities  and  nursing  homes  for  the 
aged,  (2)  water  pollution  and  air  pollution,  (3) 
food  resources,  (4)  transportation,  (5)  emergency 
services  for  the  sick  including  ambulance,  (6) 
effective  drugs,  (7)  living  and  housing,  (8)  ioniz- 
ing radiation,  and  (9)  general  sanitation  and 
waste  disposal. 

The  areas  of  investigation  concerning  medical 
technicians  and  technical  assistants  are  becom- 
ing particularly  important.  Several  are:  (1) 

recruitment  of  nurses  at  all  levels,  and  (2)  the  re- 
cruitment of  technicians,  such  as  medical  librar- 
ians, inhalation  therapists,  laboratory  techni- 
cians, radiotherapists,  cytologists,  and  others  in 
technical  fields  related  to  medicine.  This  neces- 
sitates the  institution  of  satisfactory  courses  in 
colleges  and  schools  in  all  regions  of  the  State. 
It  also  involves  the  recruitment  of  personnel  to 
teach  these  courses  and  fill  vacancies  which  exist 
in  all  teaching  positions.  It  demands  a tremen- 
dous public  relations  job  by  our  State  Medical 
Society  and  other  organizations. 

To  implement  this  law,  the  Governor  of  the 
State  of  New  York  established  an  interdepart- 
mental health  planning  commission  to  be  known 
as  the  Health  Planning  Commission,  consisting 
of  the  Commissioner  of  Health  as  chairman,  the 
Commissioner  of  Mental  Hygiene  as  vice-chair- 
man, the  Commissioners  of  Education,  Labor, 
Local  Government,  Social  Services,  the  Super- 
intendent of  Insurance,  the  Chancellor  of  the 
State  University,  and  the  chairman  of  the  Nar- 
cotic Addiction  Control  Commission.  The 
director  of  the  Office  of  Planning  Coordination 
serves  as  a nonvoting  ex  officio  member.  Mr. 
Edward  H.  Van  Ness  was  appointed  executive 
director. 

The  general  powers  of  the  Commission  are  as 
follows: 

1.  Administer  the  State  comprehensive 
health  planning  program. 

2.  Coordinate  and  review  health  planning  ef- 
forts among  governmental  and  nongovernmental 
agencies,  organizations,  and  groups  concerned 
with  health  services,  facilities,  and  manpower. 

3.  Establish  policies  and  procedures  for  ex- 
penditures of  public  funds  for  the  purpose  of 
comprehensive  health  planning. 

4.  Approve  project  grants  to  public  or  pri- 
vate nonprofit  agencies  or  organizations. 

5.  Review  all  plans  of  State  agencies  relating 
to  provisions  of  health  and  mental  health  serv- 
ice. 

It  was  also  necessary,  by  law,  for  the  Governor 


to  appoint  a Health  Planning  Advisory  Council 
consisting  of  representatives  of  governmental  and 
nongovernmental  organizations  and  groups  con- 
cerned with  health  and  consumers  of  health 
services.  The  appointees  recommended  by  the 
State  Medical  Society  and  approved  by  the 
Governor  were  Edward  C.  Hughes,  M.D., 
Norman  Moore,  M.D.,  and  Waring  Willis, 
M.D.  There  are  a total  of  ten  physicians  on  the 
Advisory  Council  which  consists  of  51  members. 
The  Governor  appointed  Herman  Hilleboe, 
M.D.,  as  executive  secretary  of  the  Council. 

Comprehensive  Health  Planning  is  to  be  estab- 
lished on  a State-wide,  area-wide,  and  local 
basis.  It  is  possible  for  these  areas,  when  con- 
stituted, to  apply  to  the  Federal  government  for 
funds  for  organization  and  operation  of  health 
planning.  There  are  five  major  provisions  in 
Public  Law  89-749  for  obtaining  funds:  314 — a 

State-wide  Health  Planning,  314-b  Area-wide 
Health  Planning,  314-c  Training  and  Demon- 
stration Projects,  314-d  Health  Services  Grants, 
and  314-e  Service  Projects. 

Your  State  Society  realized  that  this  Federal 
legislation  was  the  most  important  ever  passed  in 
our  time,  and  it  was  imperative  for  the  Society  to 
study  the  legislation  in  depth  and  bring  this  in- 
formation to  its  physicians  throughout  the  State. 

C.  Stewart  Wallace,  M.D.,  chairman  of  the 
Public  Relations  Committee,  together  with  Guy 
Beaumont  and  his  staff,  studied  all  details  of  the 
law  and  prepared  graphic  illustrations  so  that  the 
law  could  be  easily  explained.  Conferences 
were  held  in  15  areas  of  the  State  at  which  this 
law  was  discussed.  These  meetings  were  fairly 
well  attended  by  physicians.  As  a result,  an 
amazing  amount  of  interest  has  been  shown 
throughout  the  State  not  only  by  the  medical 
profession  but  also  by  the  citizens  of  the  State 
who  are  vastly  interested  in  the  health  of  their 
communities.  It  is  the  first  time  that  physicians 
have  attempted  to  take  the  leadership  in  health 
planning.  We  have  found  that  the  physicians 
have  many  friends,  and  people  are  anxious  to 
work  with  their  doctors  for  the  betterment  of 
health.  As  a result  of  our  area  conferences, 
many  counties  have  organized  comprehensive 
health  planning  committees  under  the  leadership 
of  the  local  physicians. 

It  must  be  remembered  that  this  program  is 
only  in  the  organizational  phase,  that  operation 
and  specific  planning  at  the  State,  area,  and  local 
levels  will  take  place  later,  and  that  such  plan- 
ning will  continue  for  many  years.  With  this  in 
mind,  the  organization  at  the  county  level  will 
become  increasingly  important,  because  from 
these  areas  will  come  the  details  of  the  local 
health  needs  which  will  constitute  the  area  and 
state- wide  planning  for  the  future. 

This  is  so  important  that  the  State  Medical 
Society  is  planning  to  present  workshops  on 
comprehensive  health  planning  in  various  areas 
of  the  State  to  help  those  counties  where  plan- 
ning has  failed  to  materialize.  We  have  been 
encouraged  to  continue  with  these  by  Hollis  S. 
Ingraham,  M.D.,  Allen  D.  Miller,  M.D., 
Charles  T.  Lanigan,  Herman  E.  Hilleboe,  M.D., 
and  Edward  H.  Van  Ness. 
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I would  like  to  ask  the  presidents  of  those 
counties  who  have  not  started  to  take  this 
leadership,  to  proceed  immediately  with  the 
formation  of  such  local  committees. 

Relative  Value  Scale.  The  second  problem 
which  we  have  been  working  on  is  the  develop- 
ment of  a modern,  up-to-date,  relative  value 
scale  of  usual,  customary,  and  reasonable  fees  for 
physicians  in  this  State.  The  medical  profes- 
sion of  this  State  has  long  recognized  the  need  to 
establish  measurement  guides  which  could  be 
used  to  improve  fee  schedules.  In  recent  years, 
the  usual  and  customary  fee,  as  well  as  the 
practices,  of  physicians  have  been  materially 
affected  by  Medicaid  and  Medicare  legislation. 
In  addition,  a feeling  has  developed,  whether 
imagined  or  real,  that  the  present  Relative 
Value  Scale  was  subjectively  developed.  Thus, 
the  State  Medical  Society,  under  mandate  by 
the  House  of  Delegates,  has  desired  that  an  inde- 
pendent party  conduct  a study  which  would 
satisfy  the  following  broad  objectives: 

1.  Development  of  an  updated  relative  value 
scale  for  usual  and  customary  fees  in  New  York 
State. 

2.  Assurance  that  the  relative  value  scale 
which  is  developed  will  satisfy  normal,  actuarial, 
and  statistical  requirements. 

3.  Assurance  that  objectivity  in  researching 
the  fee  structure  and  in  developing  results  are 
guaranteed. 

4.  Development  of  a proposed  framework  for 
updating  the  relative  value  scale  on  a periodic 
basis. 

I am  happy  to  report  to  you  that  the  study  is 
now  underway  and  will  be  completed  by  Janu- 
ary, 1970.  The  study  will  be  sponsored  by  the 
Medical  Society  of  the  State  of  New  York  and 
the  seven  Blue  Shield  Plans  of  the  State  of  New 
York,  each  contributing  $50,000  toward  the  total 
cost  which  has  been  placed  at  $100,000.  The 
research  and  planning  will  be  completed  by 
Peat,  Marwick,  Mitchell  and  Company,  Public 
Accountants — a company  with  an  excellent  rec- 
ord in  studies  of  this  type.  Although  several 
companies  presented  proposals,  this  company  pre- 
sented the  most  complete  method  of  procedure. 
The  pilot  study  will  be  completed  by  February, 
1969.  The  progress  will  be  reviewed  monthly 
by  a liaison  committee  which  is  composed  of  a 
representative  of  each  of  the  following:  the 

specialty  societies,  the  New  York  State  Academy 
of  General  Practice,  the  Blue  Shield  Plans  of 
New  York  State,  the  chairman  of  the  Economics 
Committee  of  the  State  Medical  Society,  a rep- 
resentative from  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  and  the 
president  of  the  State  Medical  Society.  Robert 
E.  Westlake,  M.D.,  chairman  of  the  Economics 
Committee,  who  has  contributed  much  of  his 
time  and  ability  to  this  program,  will  be  the 
chairman  of  the  liaison  committee.  The  fund- 
ing will  be  through  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

It  is  extremely  important  that  all  doctors 
participate  in  this  research  program.  Many  of 
you  will  be  asked  to  complete  questionnaires 


regarding  your  standard  fees  concerning  certain 
procedures  carried  out  in  your  practice,  and  part 
of  the  study  will  be  carried  out  through  personal 
interviews  by  the  research  team  from  Peat, 
Marwick,  Mitchell  and  Company.  Please  co- 
operate with  us  in  this  study.  Remember  that 
this  study  was  mandated  by  the  House  of  Dele- 
gates and  is  being  completed  for  your  benefit  and 
future  fee  planning. 

Shortage  of  Physicians.  The  third  prob- 
lem which  has  confronted  our  State  Medical 
Society  and  the  future  health  of  the  people  of  the 
State  concerns  the  shortage  of  physicians  and 
associated  personnel  in  the  rural  areas.  The 
Rural  Medical  Service  Committee,  of  which  I was 
the  chairman  for  several  years,  is  completing  a 
study  on  the  shortage  of  physicians  in  rural  areas 
and  also  the  attitudes  of  physicians  about  rural 
practice  of  the  future,  education  of  the  physi- 
cians to  compete  with  the  modem  trends  of 
medicine,  and  also  the  attitudes  of  the  people 
themselves  concerning  their  health  needs.  This 
study  has  been  made  possible  through  funds 
granted  to  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation  by  the  Avalon 
Foundation.  The  Community  Medical  Service, 
the  research  division  of  the  Rural  Medical  Serv- 
ice Committee,  has  been  conducting  the  study. 
The  data  obtained  from  the  study  are  extremely 
interesting  but  also  shocking.  It  appears  that 
physician  service  in  certain  rural  areas  will  be 
almost  nonexistent  in  ten  years  unless  some- 
thing drastic  is  done  soon.  We  are  planning  to 
meet  with  the  deans  of  the  medical  colleges  in 
this  State  to  present  to  them  the  facts  of  the 
study  and  to  make  recommendations. 

Conclusion.  Many  other  programs  are 
beginning  to  take  form,  such  as  an  extended  peri- 
natal study  throughout  the  State,  a revision  of 
the  birth  certificates  which  is  now  being  done  in 
two  areas  of  the  State,  a revision  of  the  Educa- 
tion Law  which  is  so  vital  to  the  future  practice 
of  medicine,  an  extension  of  continuing  medical 
education  to  the  physicians  of  the  State  through 
new  and  modem  methods  of  education,  a study 
of  the  quality  medical  care  which  must  be 
guaranteed  by  all  physicians,  legislation  which 
will  be  presented  to  the  Legislature  for  action  in 
the  early  part  of  the  new  year,  and  the  joint 
position  statements  developed  by  the  Medical 
Society  of  the  State  of  New  York,  the  New  York 
State  Nurses  Association,  and  the  Hospital 
Association  of  New  York  State. 

I wish  to  express  my  sincere  appreciation  to 
the  chairmen  of  the  Commissions  and  of  the 
individual  committees.  They  have  all  done  an 
outstanding  job  in  planning  the  activities  of  their 
respective  committees,  the  most  important  func- 
tioning units  of  the  Society.  Reports  on  the 
work  of  these  committees  will  be  submitted  by 
each  chairman. 

It  has  been  a pleasure  to  work  with  Mrs. 
Albert  M.  Biglan,  president  of  the  Woman’s 
Auxiliary.  The  Auxiliary  is  attempting  to  en- 
large its  membership  and  also  increase  slightly 
the  membership  dues  so  that  a more  extensive 
program  can  be  attempted.  Their  workshop 
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held  in  Syracuse,  which  I had  the  pleasure  of  at- 
tending, was  a success. 

Y our  president  has  had  the  pleasure  of  bring- 
ing “greetings”  and  best  wishes  to  many  or- 
ganizations related  to  health.  These  can  be 
listed  as  follows:  Woman’s  Auxiliary,  New 

York  State  Medical  Assistants  Association, 
New  York  State  Academy  of  General  Practice, 
New  York  Heart  Association,  New  York  State 
Dental  Association,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York  State  Annual 
Health  Conference,  Annual  Congress  on  Occupa- 
tional Health,  New  York  State  Division  of  the 
American  Cancer  Society,  and  the  Third  Inter- 
national Conference  on  Oral  Surgery. 

As  the  year  comes  to  an  end,  it  is  my  pleasure 
to  state  that  the  year  has  been  an  interesting  and 


Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  presents  the  following  report 
for  the  year  1968-1969. 

House  of  Delegates.  A list  of  actions  of 
the  1968  House  of  Delegates  was  presented  by 
the  Secretary  to  the  Council  at  the  March  meet- 
ing with  a request  for  action  or  referral.  The 
Council’s  actions  or  referrals  were  carried  out 
or  transmitted  to  the  officers  and  committee 
chairmen  involved  as  reported  in  the  “Resume 
of  Instructions  of  the  1968  House  of  Delegates 
and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  (See  pages  82  to  92 
of  this  issue.)  The  resume  also  includes  infor- 
mation on  actions  taken  on  these  instructions 
by  the  officers  and  committees  to  whom  they 
were  referred  and  reported  before  October  15, 
1968. 

An  edited  version  of  the  minutes  of  the  1968 
House  of  Delegates  was  published  in  the  June 
1,  1968,  issue  of  the  New  York  State  Journal 
of  Medicine.  The  verbatim  stenotype  record 
of  the  proceedings  of  the  House  is  on  file  in  the 
headquarters  office. 

Again,  this  year,  the  Speaker  has  procured  the 
certificates  of  election  and  the  credentials  of  the 
delegates  to  the  1969  House  of  Delegates. 

Council,  Executive  Committee,  Judicial 
Council,  and  Board  of  Trustees.  As  re- 
quired by  the  Bylaws,  the  Secretary  has  kept 
minutes  of  meetings  of  the  Council,  the  Judicial 
Council,  and  the  Board  of  Trustees.  He  has 
also  kept  minutes  of  the  meetings  of  the  Execu- 
tive Committee  and  has  reported  actions  of  the 
Executive  Committee  to  the  Council.  Instruc- 
tions of  the  Council  and  of  the  Executive  Com- 
mittee have  been  transmitted  to  the  appropriate 
officers  and  committee  chairmen. 

Membership.  Requests  from  county  medi- 
cal societies  for  remission  of  dues  of  specified 
members  have  been  presented  to  the  Council  for 


busy  one  for  me.  It  has  been  a privilege  to 
serve  as  the  president  of  the  Medical  Society  of 
the  State  of  New  York  and  to  meet  the  wonder- 
ful physicians  and  leaders  of  the  health  profes- 
sion around  the  State  and  from  other  localities. 
I am  deeply  indebted  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  to  the  officers, 
members  of  the  Council  and  the  Board  of 
Trustees,  members  of  the  official  family  in  the 
central  office  for  the  untiring  and  sincere  efforts 
to  make  my  administration  an  interesting  one 
and  to  relieve  the  burden  of  such  an  office.  I 
extend  my  deep  and  sincere  thanks  to  them  all. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  President 


approval.  In  response  to  requests  from  county 
medical  societies,  also  presented  by  the  Sec- 
retary, the  Council  has  elected  the  following  life 
members  of  the  Society. 

Life  Members — The  following  life  members 
have  been  elected  by  the  Council,  through 
September  19,  in  accordance  with  Chapter 
I,  Section  6,  of  the  Bylaws  as  amended  by  the 
House  of  Delegates  in  February,  1967. 

Harry  Agris,  Brooklyn 

Ruel  Lawrence  Alden,  Garden  City 

Farrow  Robert  Allen,  New  York  City 

Joseph  Altman,  New  York  City 

Peter  Amazon,  Lido  Beach 

Arthur  Forrest  Anderson,  Wilton,  Connecticut 

George  Anopol,  Yonkers 

Leonard  Marius  Aquilino,  Syracuse 

Adolph  Abraham  Apton,  New  York  City 

Rosa  Aronoff,  New  York  City 

Samuel  Perkins  Bailey,  Brooklyn 
Earl  Elias  Baker,  New  York  City 
Ralph  Steven  Banay,  New  York  City 
Louis  Stephan  Bardoly,  New  York  City 
Francis  Alexander  Duncan  Barnes,  New 
Rochelle 

Edward  K.  Barsky,  New  York  City 
Richard  Baruch,  Yonkers 
Rolland  Curtis  Bates,  Binghamton 
Hans  Fritz  Bauer,  Syracuse 
Benjamin  Morris  Becker,  Brooklyn 
Anne  M.  S.  Belcher,  New  York  City 
Benjamin  Nathan  Berg,  New  York  City 
Louis  Berger,  Brooklyn 
Alan  Frederic  Bierhoff,  New  York  City 
Abraham  Blankfein,  The  Bronx 
Arthur  Nelson  Bodenbender,  Buffalo 
Ralph  Gabriel  Bonime,  New  York  City 
Raymond  Patrick  Boyle,  Floral  Park 
Franklin  Bracken,  New  York  City 
William  Leslie  Bradford,  Rochester 
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Oscar  Brenner,  Brooklyn 
Arturo  A.  Brindisi,  Pompano  Beach,  Florida 
Alan  Brown,  Ithaca 
Caspar  Greene  Burn,  Troy 
Glenna  Garratt  Caddy,  Brooklyn 
Joseph  Cahn,  Mount  Vernon 
Carleton  Campbell,  Wilton,  Connecticut 
Mortimer  Jacob  Cantor,  Brooklyn 
Alan  Ralph  Cantwell,  Palm  Springs,  Cali- 
fornia 

Joseph  Vincent  Carr,  Buffalo 
Harry  Cart,  New  Hyde  Park 
Louis  Henry  Chely,  Tonawanda 
Harry  L.  Clark,  Brooklyn 
Milton  Cohn,  New  York  City 
Arthur  Niles  Curtiss,  Syracuse 
Rodolph  M.  Cutino,  Lake  Hopatcong,  New 
Jersey 

Marvin  Zoltan  Dale,  Kew  Gardens 
Louis  George  D’Amato,  Brooklyn 
Louis  Marius  DeCicco,  New  Rochelle 
J.  Louise  Despert,  New  York  City 
Emanuel  Irving  Diamond,  New  York  City 
William  Beatty  Dickson,  Utica 
Eva  C.  Dienst,  New  York  City 
Morris  Dinnerstein,  New  York  City 
Emanuel  Donheiser,  New  York  City 

James  Seymour  Edlin,  Hartsdale 
Hugo  Engel,  New  York  City 
Harry  Ernest  Faver,  Buffalo 
Steffy  Feilendorf,  New  York  City 
Jacob  Israel  Fine,  Miami  Beach,  Florida 
Maxwell  O.  Finkelstein,  Brooklyn 
Anthony  Firenze,  Huntington 
Isidore  Fischer,  The  Bronx 
Harry  Richard  Fisher,  New  York  City 
Samuel  Fomon,  New  York  City 
Charles  Collins  Francis,  Sarasota,  Florida 
Walter  C.  Freese,  Baldwin 
Lydia  Friedlander,  Forest  Hills 
Iago  Galdston,  Brooklyn 
William  Edward  Geiger,  Brooklyn 
H.  Harold  Gelfand,  New  York  City 
Thurman  Boyd  Givan,  Brooklyn 
William  Casper  Godwin,  Woodhaven 
Isidor  Goldberg,  The  Bronx 
Braham  Hirsch  Golden,  New  York  City 
Ephraim  Julius  Goldman,  Syracuse 
Hans  H.  T.  Goldmann,  Forest  Hills 
Hans  Walter  Goldschmidt,  Bethpage 
Moses  Goodman,  Surfside,  Florida 
David  Mathews  Grayzel,  New  York  City 
Phyllis  Greenacre,  New  York  City 
Josef  Gudemann,  New  York  City 
Myron  Lyman  Hafer,  Patchogue 
George  Hugo  Hagen,  Elmhurst 
Claude  Edwin  Heaton,  South  Orleans,  Mas- 
sachusetts 

Charlotte  Heinemann,  New  York  City 

Maurice  Allen  Hershey,  Buffalo 

Amo  Herz,  New  York  City 

Kyle  Hill,  Hempstead 

Kurt  Hirschfeldt,  Lindenhurst 

Noemi  Goldin  Hochman,  Rochester 

Karl  F.  G.  Hoffmann,  New  York  City 

Ernest  Bert  Hofman,  Huntington 

Edward  Kenneth  Horton,  Rockville  Centre 


LeRoy  Sloan  House,  Oneonta 
Milton  Perry  Hunter,  Pleasantville 

Harry  George  Jacobi,  New  York  City 

Erwin  Jaffe,  New  York  City 

Lucy  Jaffe,  Jackson  Heights 

Manuel  R.  Janer,  New  York  City 

Eugene  Rosenthal  Jeno,  New  York  City 

Cecil  Van  Denberg  Johnston,  New  York  City 

Morris  L.  Jonas,  Brooklyn 

Emanuel  Filler  Kalina,  Elmhurst 

Joseph  P.  Kasnetz,  Brooklyn 

Harry  Louis  Kava,  Flushing 

Albert  Kean,  New  York  City 

Max  Kimbrig,  Huntington 

S.  Edward  King,  New  York  City 

David  Klein,  Hollis 

Paul  Emanuel  Klein,  New  York  City 

Siegfried  B.  Klein,  New  York  City 

Arnold  Koffler,  New  York  City 

Frederick  Francis  Kosak,  New  York  City 

Jacob  Kravitz,  Brooklyn 

Paul  John  Kreuz,  Buffalo 

Ernest  Walter  Kulka,  New  York  City 

Michael  Lake,  New  York  City 

George  Lewin,  New  York  City 

Warren  Andrew  Linhart,  Huntington  Station 

Joseph  L.  Lionello,  Brooklyn 

Lazarus  Lippert,  New  York  City 

Ben  Garrison  Lipton,  New  York  City 

James  R.  Lisa,  Long  Island  City 

Rebecca  Goldman  Liswood,  Brooklyn 

Felix  Philip  Lowenfish,  New  York  City 

Adolph  Lowenthal,  New  York  City 

Edwin  Gordon  Mackenzie,  Millbrook 
Fred  B.  MacNaughton,  Richmond  Hill 
Israel  Malbin,  New  York  City 
Simon  Malowist,  New  York  City 
Irving  Edward  Marks,  New  York  City 
James  Victor  Martin,  Jr.,  Lockport 
Victor  Carl  McCuaig,  New  York  City 
Frank  Joseph  McGowan,  New  York  City 
Victor  Menschel,  New  York  City 
Laura  Miller,  Hot  Springs,  Virginia 
Kalman  Molnar,  New  York  City 
John  Arminio  Monfort,  Brooklyn 
Milton  Howard  Morris,  Lynbrook 
Paul  Colhoun  Morton,  New  York  City 
Herman  Moses,  New  York  City 
James  Kilburn  Mossman,  New  York  City 
Arthur  Patrick  Muldoon,  Niagara  Falls 
Ernst  Friedrich  Muller,  New  York  City 
Arthur  John  Murphy,  New  York  City 
George  Musa,  New  York  City 

John  Neilson,  Jr.,  New  York  City 
Ernst  Neumann,  Brooklyn 
Irving  Newman,  New  York  City 
Manville  William  Norton,  New  Rochelle 
Paul  Fordham  Nugent,  East  Hampton 

George  Hunter  O’Kane,  New  York  City 
Jacob  Louis  Olenik,  The  Bronx 
Ignatius  Nic  Waerburgh  Olninck,  New  York 
City 

William  James  O’Neil,  Rochester 
Max  Palinsky,  Brooklyn 
Irving  Sydney  Pearlman,  Brooklyn 
John  Perniciaro,  Corona 
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Frank  Gordon  Pettengill,  New  York  City 

Raymond  Joseph  Pieri,  Syracuse 

Jules  Leo  Pierre,  New  York  City 

Anthony  Pirundini,  Brooklyn 

William  Henry  Pleasants,  St.  Albans 

James  Craig  Potter,  Rochester 

Stanford  Pulrang,  Yonkers 

Hyman  L.  Rachlin,  New  York  City 

Eugene  O.  Rappaport,  Jamaica 

Georgia  Reid,  New  York  City 

Morris  Jacob  Renner,  New  York  City 

Joseph  John  Repa,  Oneonta 

Hilda  Ries,  Brooklyn 

David  Rivo,  Eggertsville 

Joseph  Rizzo,  Brooklyn 

Herman  L.  Robbins,  Miami  Beach,  Florida 

Joseph  V.  Robbins,  Port  Jervis 

Attilio  Robertiello,  New  York  City 

Julian  Leo  Rogatz,  New  York  City 

Maurice  S.  Rosen,  New  York  City 

Henry  Rosenberg,  New  York  City 

Jacob  Rosenblatt,  New  York  City 

Benjamin  Charles  Rosenthal,  Brooklyn 

Harry  Welson  Rothman,  New  York  City 

Elias  Rubin,  Jamaica 

Morris  M.  Rubinstein,  New  York  City 

Robert  Israel  Rubinstein,  Brooklyn 

Martin  Joseph  Ryan,  Windsor 

Irving  B.  Safferstone,  Jamaica 

Nicholas  Salerno,  The  Bronx 

Stella  Schaffer-Epstein,  New  York  City 

Joseph  Jerome  Schanno,  Huntington 

Morris  A.  Schoenwald,  Syracuse 

Max  Schur,  New  York  City 

Henry  Schwab,  New  York  City 

Robert  Schwartz,  Brooklyn 

Leo  Schweich,  New  York  City 

Benjamin  Segal,  New  York  City 

John  Louis  Sengstack,  Huntington 

Thomas  Joseph  Serio,  Buffalo 

Louis  I.  Siegel,  Jamaica 

Ira  Murray  Silbersweig,  Richmond  Hill 

Francis  Anthony  Sileo,  Brooklyn 

Frank  Joseph  Slater,  Clinton 

James  Edward  Stack,  Woodhaven 

Paul  Dewey  Steele,  Old  Westbury 

Edward  Steingesser,  New  York  City 

Cornelius  Travers  Stepita,  Jackson  Heights 

Abner  Stern,  New  York  City 

Bernard  Sternberg,  Brooklyn 

Richard  Howard  Stitt,  Brooklyn 

Dennis  Bernard  Sullivan,  Queens  Village 

Edward  Michael  Tapper,  Brooklyn 

John  Arthur  Taylor,  New  York  City 

Clayton  Homer  Thomas,  Medina 

Donald  Joseph  Tillou,  Elmira 

Anne  Topper,  New  York  City 


John  Manning  Touhey,  Endicott 

Donald  Scott  Van  Nostrand,  Forest  Hills 

Raymond  Joseph  Vavrina,  Floral  Park 

Curt  Siegfried  Wachtel,  The  Bronx 

Isabella  Sanford  Wakeham,  New  York  City 

Fritz  Weile,  Woodside 

Israel  Winraub,  The  Bronx 

Mandel  Weinstein,  Jackson  Heights 

Harry  S.  Weiss,  New  York  City 

Samuel  J.  Weitzen,  The  Bronx 

Irwin  Wellen,  New  York  City 

Hermann  Leslie  Wenger,  The  Bronx 

Fritz  Wengraf,  New  York  City 

Alfred  Wiener,  New  York  City 

Jason  LaRue  Wiley,  Auburn 

H.  Lynn  Wilson,  Norwich 

Robert  Arthur  Wilson,  Brooklyn 

Isidore  Yasuna,  The  Bronx 

Fanny  Alesker  Zadeh,  New  York  City 

Additional  membership  information,  including 
names  of  life  members  elected  in  November  and 
January,  will  be  included  in  a supplementary  re- 
port. 

Meetings.  The  Secretary  has  complied  with 
provisions  of  the  Bylaws  which  require  him  to 
attend  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Executive  Committee,  the  Judicial 
Council,  the  Malpractice  Insurance  and  De- 
fense Board,  and  the  House  of  Delegates  of  the 
American  Medical  Association.  He  has  also 
attended  many  committee  meetings,  including 
the  meetings  of  the  New  York  delegation  to  the 
AMA.  He  plans  to  attend  the  meeting  of  the 
Nominating  Committee. 

He  represented  President  Hughes  at  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  held  in  Pitts- 
burgh, September  26  through  29. 

Routine  Matters.  The  Secretary  has  sent 
meeting  notices  as  required  by  the  Bylaws,  has 
had  the  seal  of  the  Society  affixed  to  all  docu- 
ments requiring  it,  and  has  kept  records  other 
than  those  relating  to  the  offices  of  the  treasurer 
and  of  legal  counsel. 

Acknowledgments.  The  functions  of  the 
Secretary  cannot  be  performed  without  the  con- 
tinuous cooperation  of  the  other  officers  and  of 
the  staff.  This  cooperation  is  always  forth- 
coming and  is  greatly  appreciated. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

On  May  1,  your  executive  vice-president  will 
complete  eight  years  as  your  chief  administra- 
tive officer.  During  that  time,  he  has  become 
more  convinced  than  ever  that  the  Medical 
Society  of  the  State  of  New  York  is  a complex 
organization  composed  of  people  with  diverse 
concepts  and  ideologies  and  a high  degree  of 
individualism. 

Our  people  are  always  asking  questions  and 
seeking  solutions;  of  course,  this  is  a healthy 
sign.  Naturally,  we  have  learned  that  we  do 
not  always  have  the  answers  at  our  command, 
to  the  consternation  of  some  people.  However, 
the  staff,  in  its  inimitable  way,  tries  to  help  in 
every  way  possible  to  arrive  at  equitable  con- 
clusions, consistent  with  the  policies  established 
by  the  House  of  Delegates  and/or  the  Council. 

Of  course,  everything  that  we  do  cannot  be 
reported.  There  are  many  intangibles.  A con- 
siderable number  of  items  might  be  called  mi- 
nutiae, but  all  matters  brought  to  our  attention 
are  considered  carefully,  because  they  are  im- 
portant to  those  concerned. 

Again,  We  must  repeat  a statement  which  has 
been  made  many  times  since  we  took  office — 
that  the  staff  does  not  determine  policy.  This  is 
an  important  function  of  our  governing  bodies, 
the  House  of  Delegates  and  the  Council;  but 
we  do  implement  what  is  determined  by  these 
groups. 

Be  that  as  it  may,  in  accordance  with  the 
modern  trend  everywhere,  the  last  nine  months 
have  been  very  active — we  might  even  say 
hectic.  There  have  been  few  respites.  The 
tempo  has  been  increased  considerably  and  in- 
ordinately due  to  the  great  interest  of  our  people 
in  comprehensive  health  planning,  PL  89-749. 
This  problem,  which  some  “experts”  have  called 
the  most  important  health  legislation  of  our 
generation,  has  consumed  much  of  our  time  and 
energy. 

The  entire  subject  will  be  described  and  dis- 
cussed, in  detail,  in  the  report  of  the  Committee 
on  Comprehensive  Health  Planning. 

The  Building.  At  the  meeting  of  the  House 
of  Delegates  last  February,  we  reported  that, 
on  instructions  issued  by  the  Board  of  Trustees, 
we  were  in  the  process  of  looking  for  an  archi- 
tect to  fulfill  our  needs.  You  will  remember 
that  we  had  interviewed  at  least  five  qualified 
firms. 

After  reviewing  the  applications,  and  on 
recommendation  of  the  Building  Committee, 
the  Board  of  Trustees  authorized  its  chairman, 
John  M.  Galbraith,  M.D.,  to  sign  a contract 
for  achitectural  services  with  Anthony  J.  De 
Pace,  Inc.  After  further  evaluation,  and  ex- 
tensive conferences  between  William  F.  Martin, 
our  Legal  Counsel,  and  Mr.  De  Pace,  the  con- 
tract was  signed  on  March  28.  Mr.  De  Pace 
and  his  associates  were  given  permission  to  pre- 
pare architectural  and  engineering  plans  for 
both  the  interior  and  exterior  of  the  building. 


Since  the  Council  meeting  in  May,  we  have 
conferred  with  Mr.  De  Pace  on  several  oc- 
casions, and  we  have  discussed  the  building 
plans.  Now,  we  are  happy  to  announce  that 
definitive  blueprints  have  been  approved.  At 
the  present  time,  final  designs  are  being  com- 
pleted. 

The  Building  Committee  has  been  consulted, 
and  it  has  gone  along  with  the  projected  “ar- 
chitecture.” 

There  has  been  some  delay  in  the  issuing  of  a 
building  permit  by  the  village  “fathers,”  due  to 
a misunderstanding  between  them  and  Mr. 
Levitt.  We  have  been  “caught  in  the  middle.” 
However,  it  appears  that  the  main  problems 
have  been  solved,  and  we  should  receive  per- 
mission to  go  ahead  in  the  not-too-distant 
future. 

To  present  our  case,  we  have  engaged  the 
services  of  John  Lewis  (of  Weil,  Gotschal,  and 
Manges),  who  formerly  was  the  Lake  Success 
village  attorney.  He  has  helped  us  immeas- 
urably in  our  negotiations  with  the  Board  and 
Mr.  Levitt. 

Also,  we  authorized  Borings  Inc.  of  Long 
Island  to  do  the  test  borings.  This  work  has 
been  completed. 

The  building  schedule  appears  to  be  as  fol- 
lows; The  working  plans  should  be  finished  by 
the  middle  of  December;  then,  they  will  go 
out  for  bids;  we  should  choose  the  contractor 
by  February  15;  the  groundbreaking  should 
take  place  around  March  1 which,  we  have  been 
told,  is  a good  season  for  this  type  of  work. 
The  building  should  be  ready  for  occupancy  in 
about  two  years.  Of  course,  changes  in  this 
“thinking”  may  take  place  as  other  circum- 
stances develop. 

We  have  contacted  our  good  neighbors  to  the 
west,  the  Long  Island  Jewish  Hospital,  and  we 
are  now  working  on  arrangements  whereby  we 
may  be  able  to  construct  an  access  road  from  the 
hospital’s  main  drive  on  Lakeville  Road  to  the 
parking  lot  of  our  new  building.  Our  relation- 
ship with  the  administrators  of  the  hospital  has 
been  very  cordial. 

Research  and  Planning.  We  have  talked 
about  a Division  of  Research  and  Planning  for 
a number  of  years,  and  we  are  delighted  to  inform 
you  that  finally  this  dream  of  ours  has  become 
a reality.  Way  back  in  1963,  we  described  the 
organization  of  such  a department  by  the  Cali- 
fornia Medical  Association  and  the  fine  ac- 
complishments of  that  group.  It  was  our  feel- 
ing that  we  could  take  a leaf  out  of  the  book  of 
California  Medical  Association  and  set  up  a 
division  which  could  have  the  same  functions  as 
those  adopted  by  the  Association  on  the  west 
coast — of  course,  with  modifications  to  fit  our 
own  individual  needs. 

Among  the  important  functions  of  such  a de- 
partment, we  visualized;  (1)  research  projects 
which  would  contribute  to  public  welfare  and 
be  of  benefit  to  our  members;  and  (2)  initiation 
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and  development  of  long-range  planning  and 
programs  (an  idea  which  was  accepted  some 
years  ago  by  the  former  Planning  Committee 
for  Medical  Policies,  but  without  success). 

We  hoped  that  various  areas  would  be  ex- 
plored, such  as  insurance  mechanisms;  educa- 
tion, organization  and  distribution  of  medical 
services;  communications;  historical,  philo- 
sophic, and  sociologic  concepts;  membership 
relations;  labor;  rehabilitation;  quality  of 
medical  care;  preventive  medicine;  and  even 
political  implications. 

This  idea  of  a Division  of  Research  and  Plan- 
ning was  accepted  with  great  enthusiasm  by  the 
House  of  Delegates;  the  Council  requested 
that  your  executive  vice-president  find  a man 
to  organize  and  direct  this  important  endeavor. 

We  searched  diligently  for  a director.  You 
will  remember  that  we  stated  we  wished  to  at- 
tract someone  of  high  caliber,  who  would  play 
an  important  role  in  the  determination  and 
introduction  of  important  and  valuable  con- 
tributions to  the  welfare  of  our  people  We 
envisioned  a person  with  a broad  background, 
not  only  in  medicine  and  research  technics  but 
also  in  the  social  and  behavioral  sciences,  psy- 
chology, economics,  and  so  forth. 

We  have  found  such  a man!  Harry  D. 
Kruse,  M.D.,  is  both  a doctor  of  medicine  and  a 
doctor  of  science.  Both  of  his  doctorates  were 
awarded  to  him  by  Johns  Hopkins  University. 
For  sixteen  years,  he  was  executive  secretary 
of  the  Committee  on  Public  Health  of  the  New 
York  Academy  of  Medicine.  His  career  has 
been  a varied  and  eminent  one.  We  will  not 
transmit  to  you  his  entire  curriculum  vitae, 
but  may  we  mention  a few  of  his  accomplish- 
ments; associate  professor  of  biochemistry, 
Johns  Hopkins  University;  medical  researcher 
for  the  Milbank  Memorial  Fund;  consultant 
to  the  Surgeon  General  of  the  U.S.  Army; 
member  of  the  Master  Plan  Committee  of  the 
Hospital  Council  of  Greater  New  York;  mem- 
ber of  the  American  Society  of  Biological  Chem- 
ists; and  fellow  of  many  professional  organiza- 
tions, including  Phi  Beta  Kappa  and  Sigma  Xi. 

Dr.  Kruse  has  been  a prolific  writer,  and  he  has 
covered  many  areas.  His  publications  have 
been  concerned  with  state  education  law; 
hospital  morbidity  reporting;  fluoridation  of 
water  supplies;  artificial  respiration;  infant  and 
maternal  care  in  New  York  City;  drug  addic- 
tion; perinatal  mortality;  alcoholism;  psychiatric 
clinics;  approaches  to  mental  disease;  air 
pollution  and  health;  rat  control,  and  other 
important  subjects. 

We  believe  that  we  are  very  fortunate  to  ob- 
tain the  services  of  such  a person — a flexible 
individual  with  the  ability  to  “organize,”  to 
think,  and  to  plan  ahead. 

Table  of  Organization.  We  submit  a 
new  Table  of  Organization  of  the  staff  of  the 
Medical  Society  of  the  State  of  New  York 
(Figure  1,  page  111).  The  following  changes 
should  be  noted: 

1.  The  name  of  the  Division  of  Industrial 
Health  and  Workmen’s  Compensation  has  been 


changed  to  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation. 

2.  The  Directory  and  Membership  Depart- 
ments have  been  combined  into  one  unit. 

3.  The  name  of  the  Division  of  Medical 
Care  Insurance  has  been  changed  to  the  Division 
of  Medical  Services. 

4.  CHAMPUS  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services)  has  been 
deleted. 

The  division  and  administrative  heads  are: 
Administration 

Henry  I.  Fineberg,  M.D.,  executive  vice- 
president 

J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president 

George  W.  Forrest,  Jr.,  assistant  to  the  ex- 
ecutive vice-president 
Gretchen  Wunsch,  executive  assistant 
Scientific  Activities 

Norman  S.  Moore,  M.D.,  director 
Scientific  Publications 

William  Hammond,  M.D.,  director 
Elizabeth  C.  Smith,  managing  editor 
Standards  of  Medical  Care 

Samuel  Z.  Freedman,  M.D.,  director 
Communications 

Guy  D.  Beaumont,  director 
Occupational  Health  and  Workmen's  Compensation 
Director  vacancy 
Medical  Services 

George  P.  Farrell,  director 
Business 

J.  Richard  Burns,  director 
Eugene  S.  Dombrowski,  assistant  director 
Research  and  Planning 

Harry  D.  Kruse,  M.D.,  director 
We  believe  that  you  should  also  know  to 
which  divisions  the  various  Council  committees 
are  assigned: 

Administration:  The  Council — Executive 

Committee,  House  of  Delegates,  Board  of 
Trustees,  Budget  and  Finance — Budget,  Con- 
stitution and  Bylaws  (Council),  Building  (Spe- 
cial), Education  Law  Revision  (Special),  Con- 
stitution and  Bylaws  (House),  Judicial  Council, 
Malpractice  Insurance  and  Defense  Board 
Nominating  Committee,  Trustees’  Committees, 
New  York  State  Association  of  Professions, 
Delegation  to  American  Medical  Association, 
and  Convention — Dinner. 

Scientific  Activities:  Commission  on  Public 

Health  and  Education — Accident  and  Injury 
Prevention,  Aging  and  Nursing  Homes,  Al- 
coholism and  Drug  Abuse — Joint  Committee 
with  New  York  State  Bar  Association  on 
Alcoholism  and  Drug  Abuse,  Audio-Visual 
Aids,  Cancer,  Cardiovascular  Disease,  Chronic 
Pulmonary  Disease,  Continuing  (Postgraduate) 
Education,  Data  Processing  in  Medicine,  Dis- 
eases of  the  Eye,  Environmental  Health, 
Forensic  Medicine,  General  Practice,  Hard  of 
Hearing  and  the  Deaf,  Health  Aspects  of  Ioniz- 
ing Radiation,  Health  Manpower,  Maternal 
and  Child  Welfare,  Medical  Aspects  of  Sports, 
Mental  Hygiene,  Metabolic  Diseases,  Physical 
Medicine  and  Rehabilitation,  Preventive  Medi- 
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cine,  Quackery,  Rural  Medical  Service,  and 
State-wide  Committee  on  Comprehensive 
Health  Planning;  Archives  and  History;  Con- 
vention -Scientific  Awards,  Scientific  Ex- 
hibits, Scientific  Motion  Pictures,  and  Scientific 
Program;  Liaison  with  National  Aeronautics 
and  Space  Administration;  District  Branches 
(Special);  Osteopathy  (Special);  Prize  Essays. 

Occupational  Health  and  Workmen's  Compen- 
sation: Occupational  Health,  Workmen’s  Com- 

pensation, Labor  Health  Facilities. 

Business:  Budget  and  Finance — Finance, 

Convention — Technical  Exhibits. 

Standards  of  Medical  Care:  Commission  on 

Standards  of  Medical  Care — Ethics,  Hospital 
and  Professional  Relations,  Hospital-Based 
Physicians,  Mediation  and  Insurance  Claims 
Review,  Medical  Review,  Nursing,  and  Utiliza- 
tion Review;  OEO  Clinics;  Technical  Advisory 
Committee  to  State  Health  Department. 

Medical  Services:  Economics,  Medical  Care 

Insurance,  Liaison  with  U.S.  Veterans  Ad- 

ministration, Policy  and  Negotiating  Commit- 
tee on  Government  Supported  Health  Plans, 
Proposed  Health  Insurance  Law  (Special). 

Communications:  Commission  on  Public  and 

Professional  Affairs — State  Legislation,  Federal 
Legislation,  Public  Relations,  Medicine  and 

Religion;  Advisory  to  Medical  Assistants  As- 

sociation (Special). 

Research  and  Planning:  Research  and  Plan- 

ning. 

CHAMPUS.  Last  year  we  discussed 
CHAMPUS,  formerly  known  as  the  Medical 
Care  for  Dependents  of  Military  Service  Men. 
We  pointed  out  that  there  was  a movement  on 
the  part  of  the  Department  of  Defense  to  take 
this  project  away  from  the  State  Medical  So- 
ciety. We  explained  to  you  that  we  had  strongly 
protested  this  action  and  had  brought  certain 
key  members  of  the  House  of  Representatives 
into  the  picture. 

At  that  time,  we  were  under  the  impression 
that  our  appeal  had  been  successful,  because  the 
last  word  that  was  given  to  us  before  our  House 
of  Delegates  adjourned  was  that  the  contract 
would  be  renewed.  This  turned  out  to  be  the  fact 
because  the  contract  was  signed  by  the  chairman 
of  our  Board  of  Trustees  and  the  secretary  and 
was  forwarded  to  the  proper  officials. 

Sometime,  thereafter,  the  Department  of  De- 
fense, due  to  the  insistence  of  one  of  the  mem- 
bers of  the  House  of  Representatives,  had  a 
“change  of  heart”;  and  the  notice  was  trans- 
mitted to  us  from  the  Office  for  Civilian  Health 
and  Medical  Program  of  the  Uniformed  Services 
that  they  would  like  to  have  the  CHAMPUS 
contract  terminated  as  of  June  30,  1968.  After 
due  deliberation,  the  Council  decided  to  approve 
this  request. 

Contrary  to  our  previous  reluctance  to  go 
along  with  the  first  projection  of  the  govern- 
ment, it  was  finally  felt  that  the  program  should 
be  relinquished.  The  project  has  been  trans- 
ferred to  United  Medical  Service,  Inc.  We 
have  tried  to  make  it  clear  to  all  concerned  that 
we  did  not  initiate  this  change.  It  was  purely 


and  simply  the  “brain  child”  of  the  Department 
of  Defense 

United  Medical  Service,  Inc.,  took  over  the 
administrative  functions  of  CHAMPUS  on 
July  1.  At  the  time  of  this  transfer,  a number 
of  employes  expressed  the  wish  to  continue 
working  in  the  program  at  United  Medical 
Service,  Inc.  These  requests  were  granted. 

When  the  scope  of  CHAMPUS  was  increased 
some  time  ago,  we  hired  additional  personnel 
and  reconstructed  our  Council  chambers  into 
appropriate  office  space  for  this  purpose.  We 
are  happy  to  report  that  we  have  been  reim- 
bursed by  the  government  for  the  expenses  in- 
curred in  providing  the  increased  facilities. 
This  sum  amounted  to  more  than  $3,500. 

Incidentally,  we  have  returned  to  our  old 
Council  chamber,  although  it  is  somewhat  smaller 
than  it  was  before.  We  found  that  the  make- 
shift arrangements  for  holding  Council  meetings 
in  various  hotels  was  completely  unsatisfactory. 

Miscellaneous.  Annual  Convention.  As  is 
our  usual  practice,  a convention  “postmortem” 
meeting  of  key  staff  personnel  was  held  on 
February  28  at  headquarters.  Each  person 
reported  on  the  particular  segment  of  the  an- 
nual meeting  for  which  he  or  she  was  respon- 
sible and  also  made  observations  concerning  the 
meeting  as  a whole. 

There  was  general  agreement  that  combining 
the  scientific  and  the  technical  exhibits  in  Albert 
Hall  was  very  successful.  The  technical  ex- 
hibitors were  particularly  pleased  with  the  new 
setup,  and  several  stated  that  the  1968  meeting 
was  the  “best”  in  recent  years. 

Enthusiasm  was  also  expressed  for  the  de- 
cision to  advance  the  opening  of  the  exhibits  to 
Sunday,  since  this  gave  many  physicians  with 
busy  practices  the  time  to  view  the  exhibits  at 
their  leisure  during  the  day. 

Bernard  J.  Pisani,  M.D.,  chairman  of  the 
Convention  Committee,  polled  the  chairmen  of 
scientific  sessions  and  sections  to  ascertain  their 
desires  on  a proposal  to  hold  the  first  session 
and  section  meetings  on  Sunday  morning  rather 
than  on  Monday  morning  and  to  conclude  the 
scientific  program  on  Wednesday  afternoon 
rather  than  on  Thursday  afternoon.  Dr. 
Pisani’s  suggestions  were  received  enthusiasti- 
cally. 

In  general,  it  was  the  consensus  of  the  staff 
that  the  1968  annual  convention,  as  a whole, 
was  conducted  very  smoothly.  There  were  a 
few  minor  problems  involving  the  hotel,  but 
these  were  quickly  resolved — with  the  coopera- 
tion of  The  Americana  management.  In  our 
judgment,  the  efficiency  of  the  operation  is  due 
to  the  careful  planning  that  is  done  many 
months  in  advance  of  the  actual  meeting. 
Another  reason  is  the  assignment  of  key  staff 
personnel  to  act  as  coordinators  of  specific 
segments  of  the  convention,  that  is,  House  of 
Delegates,  Technical  Exhibits,  Scientific  Pro- 
gram, and  so  on. 

Even  though  the  meeting  was  considered 
to  be  much  better  than  in  past  years  by  the  ex- 
hibitors, the  sale  of  booth  space  was  below  par. 
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A total  of  103  exhibit  spaces,  including  3 table 
spaces,  were  sold.  Total  revenue  from  sale  of 
this  space  amounted  to  $48,245.  The  following 
is  a comparison  between  this  year  and  last  year. 


Year 

1967 

1968 


Income  from 
sale  of  space 
$54,331 
48,245 


Decrease 


6,086 


AMA-ERF.  As  in  former  years,  the  AMA 
mailed  to  us  checks  representing  the  AMA-ERF 
allocations  to  the  following  medical  schools  in 
our  State:  Albany  Medical  College,  Columbia 
University  College  of  Physicians  and  Surgeons, 
State  University  of  New  York  Upstate  Medical 
Center,  New  York  University  School  of  Medi- 
cine, Mount  Sinai  School  of  Medicine,  Albert 
Einstein  College  of  Medicine,  Cornell  University 
Medical  College,  University  of  Rochester  School 
of  Medicine  and  Dentistry,  State  University 
of  New  York  Downstate  Medical  Center,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  and  New  York  Medical  College. 

The  deans  were  invited  to  our  May  Council 
meeting,  at  which  time  our  president  presented 
the  checks  to  them. 

Unrelated  Business  Income.  The  following 
excerpt  from  The  New  York  Times  of  September 
21  is  self-explanatory: 

“The  Senate  voted,  32  to  22,  today  to  con- 
tinue levying  Federal  taxes  on  advertising 
revenues  collected  by  publications  of  non- 
profit organizations. 

The  organizations  involved  are  themselves 
tax-exempt,  and  until  last  December  no 
taxes  were  levied  on  money  they  received  for 
advertisements  placed  in  their  publications. 
But  the  Internal  Revenue  Service  then  ruled 
that  advertising  income  was  taxable,  unlike 
money  received  through  contributions  or  other 
sources. 

The  Senate  Finance  Committee  then  wrote 
a reversal  of  this  ruling  into  a measure  per- 
mitting tax  deductions  by  farmers  for  cer- 
tain conservation  expenses. 

Today  the  Senate  approved  an  amendment 
by  Senator  Clinton  P.  Anderson,  Democrat  of 
New  Mexico,  that  kept  the  revenue  service’s 
tax-collecting  policy  intact.  Senator  Ander- 
son said  that  the  committee  provision  would 
have  cost  the  government  $25  million  a year. 

Publications  covered  by  the  ruling  include 
the  National  Geographic  magazine  and  the 
Journal  of  the  American  Medical  Association .” 
In  other  words,  we  will  have  to  pay  a tax  on 
the  advertising  in  our  Journal.  At  present, 
we  are  in  the  midst  of  analyzing  this  situation. 

Advertising  Sales.  The  advertising  income  of 
the  Journal  has  continued  to  rise.  In  the 
nine-month  period  ending  September  30,  we 
“billed”  $283,141.50  in  gross  advertising  sales, 
compared  to  $259,245.93  for  the  comparable 
period  in  1967 — an  increase  of  $24,895.57. 

Staff  Handbook.  As  all  of  you  know,  the 


Staff  Handbook  has  been  in  existence  for  a num- 
ber of  years.  We  feel  it  has  served  a very  im- 
portant function.  Two  editions  have  been  pub- 
lished, and  we  are  now  working  on  the  third — 
utilizing  the  experience  of  other  organizations 
and  the  suggestions  made  by  the  staff. 

Budget.  Naturally,  the  Treasurer’s  report 
will  show  our  financial  status. 

We  might  merely  say  that  every  attempt  is 
made  to  keep  within  our  budget  estimates. 
Necessities  are  always  taken  care  of,  and  luxuries 
are  avoided.  We  keep  remembering  that  we 
will  need  plenty  of  funds  when  the  actual  build- 
ing program  is  initiated. 

The  Budget  and  Finance  Committee  con- 
tinues to  meet  every  three  months  to  evaluate 
the  experience  of  the  previous  months.  On 
October  31,  it  will  also  convene  to  consider  the 
budget  estimate  for  1969.  At  present,  we  vis- 
ualize an  increase  in  salaries  for  all  of  our  em- 
ployes, because  of  the  higher  cost  of  living  and 
greater  income  taxes. 

Division  of  Occupational  Health  and  Work- 
men’s Compensation.  Robert  Katz,  M.D., 
director,  Division  of  Occupational  Health  and 
Workmen’s  Compensation,  left  us  in  July  to 
join  the  Equitable  Life  Assurance  Society. 

Every  effort  is  being  made  to  find  a qualified 
replacement.  With  this  in  mind,  we  have  also 
inserted  an  advertisement  in  our  own  Journal. 
A number  of  applicants  are  now  under  considera- 
tion. 

Selective  Service  System.  Since  there  appears 
to  be  a continual  draft  of  doctors  of  medicine 
into  active  military  service,  we  deem  it  essen- 
tial that  our  members  and  the  people  and  com- 
munities which  they  serve  understand  the  pro- 
cedures followed  in  calling  physicians  into 
military  service,  as  well  as  the  suggested  pro- 
cedures to  be  taken  to  obtain  the  deferment  or 
exemption  of  physicians  essential  to  the  care 
of  the  sick  or  to  the  continuation  of  an  essential 
teaching  program. 

Much  of  the  following  information  was  ex- 
cerpted from  an  article  which  appeared  in  the 
January  8,  1968,  issue  of  the  Journal  of  the 
American  Medical  Association,  entitled  “Selec- 
tive Service  and  Military  Medical  Manpower” 
by  James  C.  Cain,  M.D.,  chairman  of  the  Na- 
tional Advisory  Committee  to  the  Selective 
Service  System.  The  entire  article  is  worth 
reading,  and  we  heartily  recommend  that  this 
be  done 

In  general,  all  physicians,  unless  disqualified  for 
particular  reasons,  must  serve  two  years  in  the  Armed 
Forces.  This  is  a basic  premise  which  should  be  kept  in 
mind  at  all  times. 

Broadly  speaking,  there  are  three  factors  used  to 
reach  a decision  that  a physician  is  “essential.”  These 
in  relative  order  of  importance  are:  (1)  the  needs  of  the 
community;  and  (2)  the  role  the  physician  may  per- 
form in  the  Armed  Service  (for  example,  the  physician 
who  has  completed  his  specialty  training  may  be  of 
more  value  to  the  service  than  a man  who  has  just 
finished  his  internship) ; and  (3)  the  extent  of  disagree- 
able disruption  of  his  life  work  that  induction  causes  the 
physician. 

To  arrive  at  the  quota  of  physicians  that  each  state 
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is  requested  to  furnish,  the  following  procedure  is  fol- 
lowed: 

1.  Kncli  local  draft  hoard  is  asked  by  the  state  direc- 
tor of  the  Selective  Service  System  to  furnish  the  num- 
ber of  1A  physicians  it  has  registered. 

2.  The  4,000  local  boards  ask  the  physicians  reg- 
istered with  them  to  undergo  a physical  examination, 
and  the  boards  then  classify  their  physicians  1A,  or 
otherwise. 

3.  The  physician  then  has  thirty  days  in  which  to 
object  to  his  classification  and  have  it  reconsidered  by 
his  local  draft  lioard. 

The  Armed  Services,  in  the  meanwhile,  have  as- 
certained the  number  of  physicians  needed  by  them, 
and  these  must  be  supplied  by  the  Selective  Service 
System.  These  physicians  are  furnished  by  each  state 
in  a ratio  proportionate  to  the  total  number  desired 
and  the  total  number  of  1A  physicians  registered  in  a 
particular  state. 

If  the  physician  or  the  institution  with  which  he 
is  associated  feels  that  he  is  essential  to  his  community, 
then  he  or  the  institution,  during  the  first  thirty  days 
following  his  classification  as  1A  (in  practice  this  period 
extends  up  to  the  time  he  receives  his  notice  of  induc- 
tion), can  request  a review  of  his  classification  by  his 
local  board.  The  1A  physician  can  request  deferment 
only  on  the  basis  of  essentiality  to  the  care  of  the  sick 
or  to  the  continuation  of  an  essential  teaching  program. 
Hardship  or  factors  other  than  those  listed  are  not  con- 
sidered. The  individual  should  submit  any  informa- 
tion supporting  his  request  for  deferment,  such  as  cor- 
roborative statements  from  his  hospital,  patients, 
medical  societies,  and  the  like,  which  would  help  to 
show  the  need  for  the  man’s  continued  activities  in  the 
area. 

The  local  board,  in  turn,  forwards  this  information 
to  the  State  Advisory  Committee  (there  are  two  in 
New  York,  one  for  New  York  City  and  the  other  for 
the  rest  of  the  State).  The  State  Advisory  Committee, 
in  turn,  asks  for  the  advice  and  recommendation  of 
local  committees  comprised  of  physicians  residing  and 
practicing  in  the  area  where  the  registrant  lives  and 
works.  This  advice  is  then  transmitted  to  the  local 
draft  board  for  guidance. 

We  have  been  advised  that  the  State  Advisory  Com- 
mittee makes  suggestions  but  seldom  reverses  or  alters 
the  local  committee’s  decision.  On  occasion,  it  may 
seek  further  opinion  from  the  Washington  office  of  the 
Selective  Service  System  and  refer  the  case  back  to  the 
local  draft  board  for  reconsideration. 

If  the  local  draft  board,  after  completion  of  the  above 
procedure,  feels  that  the  physician  has  been  correctly 
classified  as  1A,  then  he  or  his  sponsoring  organization 
can  request  that  the  classification  be  reviewed  by  the 
District  Appeal  Board.  There  is  such  a board  in  each 
Federal  judicial  district.  The  case  can  be  reviewed  by 
the  District  Appeal  Board  in  the  region  of  the  local 
draft  board  or  by  the  District  Appeal  Board  of  the 
region  where  the  physician  resides,  if  he  so  desires. 
These  District  Appeal  Boards  are  part  of  the  Selective 
Service  System  and  rely  heavily  on  the  advice  of  the 
state  and  national  advisory  committees,  who  are 
charged  with  trying  to  balance  the  needs  of  the  civilian 
community  with  the  requirements  of  the  Armed  Serv- 
ices. 

If  the  District  Appeal  Board  agrees  by  unanimous 
vote  that  the  physician  is  1A,  he  is  certified  to  the  state 
director  of  the  Selective  Service  System  as  1A  and  avail- 
able for  induction.  If  the  District  Appeal  Board  is 
divided  in  its  opinion  regarding  the  physician’s  classi- 
fication, or  if  the  state  or  national  director  of  the  Selec- 
tive Sendee  System  disagrees  with  the  opinion  rendered, 
an  appeal  to  the  President  can  be  requested.  The 
opinion  of  the  Presidential  Appeal  Board  is  final. 

Headquarters,  (a)  As  the  activities  of  the 


State  Society  increase,  so  does  the  strain  on  our 
already  overtaxed  office  facilities.  Now,  we  have 
been  forced  to  convert  the  so-called  “conference 
room”  just  off  the  reception  area,  into  additional 
office  space  for  the  Division  of  Standards  of 
Medical  Care.  This  was  necessitated  by  the 
newly  undertaken  Medical  Review  Manual 
project,  financed  by  the  U.S.  Public  Health 
Service  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  under  the  direction  of 
Samuel  Z.  Freedman,  M.D. 

(6)  The  expansion  of  the  Communications  De- 
partment forced  us,  most  reluctantly,  to  ask 
Physicians’  Home  to  give  up  its  office  space. 
This  was  a request  that  we  deeply  disliked  mak- 
ing, but  Waring  Willis,  M.D.,  president  of 
Physicians’  Home,  and  Miss  Beatrice  Hoyt,  its 
executive  secretary,  were  most  gracious  and 
understanding.  On  May  7,  this  grand  organi- 
zation moved  to  excellent  quarters  in  the  Gray- 
bar Building  at  Grand  Central  Station,  which  it 
shares  with  the  New  York  State  Association  of 
Professions — also  removed  from  our  premises. 

(c)  Beginning  Monday,  July  1,  and  ending  Fri- 
day, September  6,  the  office  was  closed  officially 
at  4:00  p.m.  Naturally,  this  was  well  received 
by  the  entire  staff  and,  in  our  opinion,  was  a 
morale  booster. 

(d)  At  present,  the  working  hours  of  our  staff 
are  from  8:30  a.m.  to  4:30  p.m.  A majority 
of  our  people  voted  for  this  change. 

(e)  On  July  1,  1968,  Governor  Rockefeller  ap- 
pointed your  executive  vice-president  to  the 
State  Hospital  Review  and  Planning  Council. 

For  some  time,  it  has  been  apparent  to  us  that 
many  of  the  functions  and  records  separately 
maintained  by  the  Membership  and  Directory 
Departments  were  actually  duplications.  As 
we  have  told  you  in  the  past,  we  have  been 
acutely  aware  that  our  methods  of  maintaining 
these  vital  records  have  been  antiquated  and 
outdated.  As  a first  step  in  reorganizing  and 
revitalizing  these  most  important  activities, 
we  combined,  effective  May  6,  1968,  the 
Directory  and  Membership  Departments  into 
one  unit — under  the  supervision  of  John 
O’Brien. 

Also,  we  have  been  negotiating  with  an  or- 
ganization which  has  developed  a central  auto- 
mated physician  information  system,  under  the 
sponsorship  of  the  American  Medical  Associa- 
tion. It  is  the  intent  of  this  program  to  afford 
an  automated  service  from  a central  source, 
which  undoubtedly  would  offer  substantial  cost 
reductions  and  operating  efficiencies.  Of 
course,  we  will  keep  you  advised  of  the  details 
of  this  proposal.  It  has  already  been  described 
to  the  Council,  and  the  principle  has  been  ap- 
proved. 

Once  this  system  has  been  established,  we  will 
be  able  to  utilize  the  automated  data  processing 
system  in  the  publication  of  the  Directory. 
This  procedure  will  allow  us  to  make  changes  in 
biographic  data  right  up  to  press  time.  We  are 
convinced  that  the  Membership  and  Directory 
Department  will  function  more  smoothly  and 
at  a lower  cost  than  in  the  past. 

By  the  time  you  read  this  report,  you  will  have 
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received  the  1968  edition  of  the  Directory.  It  is 
with  great  chagrin  that  we  announce  that  this 
is  the  poorest  directory  that  we  have  seen  in 
quite  sometime;  we  might  add  that  this  has 
come  about  without  our  knowledge  or  approval. 
The  completed  volume  in  no  way  resembles  the 
samples  which  were  submitted  to  our  Business 
Division.  The  quality  and  the  size  of  the  print 
is  definitely  below  our  expectations. 

There  have  been  a few  comments  that  this  was 
no  time  to  “go  cheap.”  This  definitely  is  con- 
trary to  the  fact.  Truly,  we  have  spent  more 
on  this  edition  than  we  have  on  any  previous 
one.  Without  a doubt,  the  publishing  com- 
pany has  failed  to  fulfill  its  contract.  You 
may  be  assured  that  we  will  not  utilize  the  serv- 
ices of  this  organization  at  any  time  in  the 
future. 

Of  course,  we  look  for  better  days  as  far  as  this 
project  is  concerned — when  the  automated 
processing  system  is  initiated. 

Obituary.  It  is  with  great  sorrow  that  we 
announce  the  passing  of  our  esteemed  friend, 
Solomon  Schussheim,  M.D.,  who  for  years  has 
been  very  active  in  many  areas  of  our  medical 
life.  He  was  a fine  physician  and  surgeon  and  a 
credit  to  our  profession. 

Meetings.  Since  our  last  report  to  the 
House  of  Delegates,  in  addition  to  routine  con- 
ferences, your  executive  vice-president  attended 
or  participated  in  the  following  events: 

1.  The  27th  annual  Dawn  Patrol  Breakfast 
of  the  Greater  New  York  Councils,  Boy  Scouts 
of  America,  in  New  York  on  February  8 — as  a 
member  of  the  Medical  Section  of  the  New  York 
Board  of  Trade. 

2.  The  Symposium  on  The  Medical  Aspects 
of  Sports,  sponsored  by  the  Medical  Society  of 
the  State  of  New  York,  at  The  Americana,  New 
York  City,  on  February  10. 

3.  The  “Common  Problems  Conference” 
called  by  Milford  O.  Rouse,  M.D.,  president 
of  the  AMA,  at  The  Americana,  New  York  City, 
on  February  15.  This  was  a mechanism  that 
permitted  Dr.  Rouse  to  meet  informally  with  the 
medical  leadership  of  New  York  to  discuss  the 
medical  profession’s  “common  problems.” 

4.  A conference  with  Brigadier  General  Nor- 
man A.  Peatfield,  MC,  USA,  executive  director 
of  the  Office  for  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services,  and  Colonel 
William  H.  Hayes,  MSC,  USA,  contracting 
officer,  in  New  York  City,  on  February  16. 
The  purpose  of  their  visit  was  to  discuss  the 
CHAMPUS  program  with  key  persons  in  our 
Society. 

5.  Legislative  conferences  in  Albany  on 
March  15  and  16. 

6.  Annual  dinner  of  the  Legislative  Cor- 
respondents Association  in  Albany  on  March  16. 
As  usual  the  political  leaders  of  our  State  and 
nation  were  lampooned. 

7.  A meeting  of  the  New  York  State  Hos- 
pital Review  and  Planning  Council  in  New  York 
on  March  21. 

8.  A conference  of  representatives  of  the 


“Coordinating  Council”  of  New  York  City  in 
New  York  on  the  afternoon  of  March  21.  This 
meeting  was  called  primarily  to  develop  and 
approve  an  organization  structure  for  an  agency 
to  which  would  be  entrusted  the  responsibility 
of  comprehensive  health  planning  in  the  New 
York  City  area.  A “blueprint”  was  projected. 

9.  A meeting  of  the  Board  of  Directors  of 
New  York  State  Association  of  the  Professions 
(NYSAP)  in  New  York  City  on  March  22. 

10.  A conference  with  the  president  of  the 
Woman’s  Auxiliary  on  the  afternoon  of  March 
22  in  New  York  City.  We  discussed  the  finan- 
cial status  of  the  Auxiliary. 

11.  A conference  of  County  Medical  Society 
Presidents  in  Syracuse  on  April  4.  This  was 
our  president’s  meeting;  to  our  knowledge,  the 
first  of  its  kind.  The  theme  of  this  get-together 
was  unanimity  of  thought,  action,  and  effort  on 
the  part  of  New  York  State  physicians.  Also, 
one  of  the  important  subjects  discussed  was 
Comprehensive  Health  Planning. 

12.  A meeting  with  Kenneth  G.  Bugan,  the 
new  field  representative  of  the  AMA  assigned 
to  this  area  in  New  York  City  on  April  8. 

13.  The  200th  Anniversary  Banquet  of  the 
New  York  Chamber  of  Commerce  at  the  Wal- 
dorf-Astoria Hotel  on  April  9. 

14.  A dinner-meeting  in  honor  of  Bernard 
Bucove,  M.D.,  the  newly  appointed  Health 
Services  Administrator  of  New  York  City  in 
New  York  City  on  April  16.  The  purpose  of 
this  affair  was  to  “get  acquainted”  and  to  offer 
our  cooperation  to  the  administration  toward 
the  goal  of  providing  high  quality  medical  care 
to  all. 

15.  The  176th  annual  meeting  of  the  Con- 
necticut State  Medical  Society  in  Hartford, 
April  30  and  May  1.  Your  executive  vice- 
president  addressed  the  House  of  Delegates 
and  also  attended  the  reference  committee 
meetings  and  scientific  sessions.  As  usual,  the 
hospitality  rendered  by  our  Connecticut  neigh- 
bors was  superb. 

16.  A meeting  of  the  Executive  Committee 
of  the  New  York  State  Health  Planning  Com- 
mission in  New  York  on  May  2.  Hollis  In- 
graham, M.D.,  and  Edward  Van  Ness  presided. 
The  items  on  the  agenda  were  Comprehensive 
Health  Planning  (PL  89-749)  and  Regional 
Medical  Programs  (PL  89-239). 

17.  A meeting  with  representatives  of  Levitt 
and  Sons  in  Lake  Success  on  May  3.  Our 
architects  also  attended.  We  talked  about  our 
building  plans. 

18.  A meeting  called  by  George  Himler, 
M.D.,  to  again  consider  plans  for  Comprehen- 
sive Health  Planning,  in  New  York  City  on  the 
afternoon  of  May  3.  The  Coordinating  Coun- 
cil of  the  First  District  Branch,  the  Nursing 
Association,  the  New  York  State  Association  of 
Professions,  and  the  Medical  Section  of  the  New 
York  Board  of  Trade  were  represented. 

19.  The  twentieth  annual  Scientific  As- 
sembly of  the  New  York  State  Academy  of 
General  Practice  at  the  Concord,  May  5 to  8. 
Your  executive  vice-president  attended  the  two- 
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day  session  of  the  Congress  of  Delegates,  ref- 
erence committee  meetings,  and  other  sessions. 

20.  Another  meeting  with  Colonel  Hayes 
and  Major  Shaffer  of  CHAMPUS  in  New  York 
on  May  9.  We  were  told  that  the  entire  pro- 
gram requires  computerization;  therefore,  this 
activity  should  be  transferred  to  one  of  the 
Blue  Shield  groups  which  will  act  as  the  fiscal 
intermediary. 

21.  A meeting  of  the  AMA  Committee  on 
Quackery  in  Chicago  on  May  10.  Plans  were 
announced  for  a television  show  on  quackery  to 
be  presented  in  San  Francisco,  June  16  to  20. 

Also,  we  discussed  the  program  of  the  Fourth 
National  Congress  on  Health  Quackery  and  of  a 
Seminar  on  Chiropractic  Legislation  to  be  held 
in  Chicago,  October  2 to  5. 

22.  The  71st  annual  dinner  of  the  New 
York  State  Society  of  Certified  Public  Account- 
ants in  New  York  on  May  13.  This  society  is  a 
member  of  N YSAP. 

23.  A meeting  of  committee  chairmen,  called 
by  our  president,  in  Syracuse  on  May  17.  This 
meeting  was  well  attended,  and  important  mat- 
ters were  discussed. 

24.  The  Medallion  Ball  of  the  Nassau 
County  Medical  Society  at  the  Garden  City 
Hotel  on  May  25.  This  is  an  annual  affair 
which  honors  the  president  of  the  medical  society. 

25.  The  annual  President’s  Dinner  of  the 
Bronx  County  Medical  Society,  in  The  Bronx 
on  June  5. 

26.  The  annual  convention  of  the  American 
Medical  Association  in  San  Francisco  on  June 
14  to  20.  What  took  place  is  described  in  our 
report  of  the  delegation. 

Your  executive  vice-president  appeared  on  a 
television  program  conducted  by  the  AMA 
Committee  on  Quackery.  It  is  being  made  into 
a movie  for  distribution  to  county  medical  so- 
cieties throughout  the  country. 

27.  On  July  8,  William  Martin,  Esq.,  John 
Lewis,  Esq.,  former  village  attorney,  and  your 
executive  vice-president  met  with  the  Village 
Board  in  Lake  Success  to  discuss  our  building 
plans. 

28.  The  annual  outing  meeting  of  the  Four- 
County  Medical  Society  (Oneida,  Herkimer, 
Madison,  and  Chenango)  in  New  York  Mills 
on  July  11.  Your  president  and  executive 
vice-president  addressed  the  group  on  the  “State 
of  the  MSSNY.” 

29.  A luncheon  with  officials  of  Bankers 
Trust  Company  in  New  York  City  on  July  19. 
Our  accounts  in  this  great  organization  were 
discussed. 

30.  The  annual  meeting  of  the  Commission 
on  Public  Health  and  Education  in  Albany  on 
July  25.  As  in  past  years,  this  was  one  of  the 
finest  meetings  of  the  year. 

31.  Edward  C.  Hughes,  M.D.,  Waring 
Willis,  M.D.,  Guy  Beaumont,  and  your  execu- 
tive vice-president  met  in  Syracuse  on  August  3 
to  talk  about  Comprehensive  Health  Planning. 

32.  We  appeared  on  a television  program  in 
Syracuse  on  August  26  and  discussed  the  subject 
of  quackery.  The  film  will  be  distributed  to 


colleges  throughout  the  State  to  be  used  for 
their  health  education  programs. 

33.  We  met  with  Charles  T.  Lanigan,  di- 
rector, New  York  State  Office  of  Planning  Co- 
ordination, in  Syracuse  on  August  27.  The 
subject  of  this  conference  again  was  Compre- 
hensive Health  Planning. 

34.  A meeting  to  discuss  Comprehensive 
Health  Planning  with  Commissioner  Hollis  S. 
Ingraham  in  Syracuse  on  September  3.  Ed- 
ward C.  Hughes,  M.D.,  Waring  Willis,  M.D., 
George  Himler,  M.D.,  and  Guy  Beaumont  were 
also  present. 

35.  The  annual  meeting  of  the  Fifth  and 
Sixth  District  Branches,  in  Lake  George  on 
September  7 and  8. 

36.  We  consulted  James  H.  Kimmey,  M.D., 
regional  director  of  the  U.S.  Public  Health  Serv- 
ice, in  New  York  City  on  September  9. 
Again,  we  discussed  Comprehensive  Health 
Planning. 

37.  A Symposium  on  Quackery  for  the  Pub- 
lic, conducted  by  the  Central  New  York  Acad- 
emy of  Medicine  in  New  Hartford,  New  York, 
on  September  11.  The  program  consisted  of 
the  following;  “Food  Quackery,”  Philip  L. 
White,  Sc.D.,  secretary,  AMA  Council  on  Foods 
and  Nutrition;  “Arthritis — Facts  and  Fables,” 
Jerome  J.  Walsh,  coordinator,  special  services, 
The  Arthritis  Foundation;  “The  State  Health 
Department  and  Quackery,”  Hollis  S.  In- 
graham, M.D.,  New  York  State  Commissioner 
of  Health;  and  “Chiropractors,”  by  your  execu- 
tive vice-president. 

Despite  the  fact  that  the  chiropractors  had 
been  alerted  and  were  present,  there  were  no 
disturbances. 

38.  A meeting  of  the  AMA  Committee  on 
Quackery  in  Chicago  on  September  13.  We 
talked  about  the  Fourth  National  Congress  on 
Health  Quackery,  to  be  conducted  by  the  AMA 
on  October  2 and  3 in  Chicago.  This  will  be 
followed  by  a seminar  on  chiropractic  legislation. 
Representatives  of  the  Medical  Society  of  the 
State  of  New  York  will  be  at  both  of  these  meet- 
ings. 

39.  A conference  with  Robert  K.  Match, 
M.D.,  executive  director.  Long  Island  Jewish 
Hospital,  our  neighbors  of  the  future,  in  Lake 
Success  on  September  17.  We  talked  about 
common  problems  concerning  our  new  build- 
ing. 

40.  A testimonial  dinner  to  Hon.  James  J. 
Calanese,  Assistant  Attorney  General  of  New 
York  State,  in  New  York  City  on  September  18. 
Mr.  Calanese,  who  has  been  assigned  to  the 
Department  of  Education,  is  retiring  after 
twenty-four  years  of  service. 

41.  A meeting  with  Thomas  D.  Pemrick, 
M.D.,  Troy,  in  New  York  City  on  September 
24.  We  discussed  Comprehensive  Health  Plan- 
ning in  the  northeastern  area  of  New  York. 
Our  president  was  also  present. 

42.  The  50th  anniversary  of  the  New  York 
City  Office  of  the  Chief  Medical  Examiner,  at 
the  New  York  University  Medical  School,  New 
York  City,  on  September  26.  Milton  Helpern, 
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M.D.,  presided.  The  program,  in  which  a num- 
ber of  distinguished  persons  participated,  was 
outstanding. 

43.  A meeting  with  the  Board  of  Trustees  of 
the  Medical  Society  of  the  County  of  Queens, 
in  Queens  on  September  27.  The  only  item  on 
the  agenda  was  the  question  of  including  the 
Queens  staff  in  the  MSSNY  Employes  Re- 
tirement System. 

44.  A dinner  in  honor  of  Granville  W.  Lari- 
more,  M.D.,  Deputy  State  Commissioner  of 
Health,  in  Albany  on  September  28.  Dr.  Lari- 
more  is  retiring  to  accept  the  position  of  state  di- 
rector of  the  Florida  Regional  Health  Program 
in  Tampa. 

45.  The  Fourth  National  Congress  on  Health 
Quackery,  sponsored  by  the  AMA  and  the  Na- 
tional Health  Council,  in  Chicago  on  October 
2 and  3.  Your  executive  vice-president’s  as- 
signment was  to  speak  on  “Quackery  in  Re- 
view,” a summary  of  the  one  and  one-half  day 
meeting. 

46.  A radio  program  on  Quackery,  in 
Chicago  on  October  2. 

47.  A seminar  on  Chiropractic  Legislation, 
in  Chicago  on  October  3. 

48.  A television  program,  taped  at  WGN, 
in  Chicago  on  the  afternoon  of  October  3.  We 
participated  in  a panel  on  Quackery  with  Irv- 
ing Ladimer,  vice-president  of  the  National 
Better  Business  Bureau,  and  John  W.  Miner, 
chief,  medicolegal  section,  Los  Angeles  County 
District  Attorney’s  office.  “The  War  on  Medi- 
cal Quackery”  will  be  broadcast  nationwide 
during  November. 

49.  A legal  conference,  in  Chicago  on  Oc- 
tober 4.  William  F.  Martin,  Esq.,  discussed 
“Legal  Problems  of  Hospital  Emergency 
Rooms.” 

50.  The  Second  National  Congress  on  Medi- 
cal Ethics,  in  Chicago  on  October  5. 

51.  A meeting  with  our  architects,  in  New 
York  City  on  October  7.  We  talked  about 
“last  minute”  changes  in  our  planning. 

52.  The  Presidential  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York  City  on  October  7. 

53.  A conference  with  the  president  and 
president-elect  of  the  Woman’s  Auxiliary,  in 
New  York  City  on  October  10.  We  discussed 
the  “present  and  future”  of  the  Auxiliary. 

54.  A conference  of  the  speaker  and  vice- 
speaker of  our  House  of  Delegates,  in  New  York 
City,  on  October  17.  Appointments  to  ref- 
erence committees  were  made. 

Woman’s  Auxiliary.  The  staff  of  the 


Medical  Society  of  the  State  of  New  York — es- 
pecially in  the  administrative  and  business  divi- 
sions— has  helped  the  women  in  many  areas — 
when  called  on. 

Also,  with  the  approval  of  the  Committee  on 
Budget  and  Finance,  the  Council,  and  the  Board 
of  Trustees,  we  have  given  financial  assistance 
to  the  Auxiliary  in  a number  of  projects. 

The  president  of  the  Auxiliary  has  appeared 
before  the  House  of  Delegates  and  the  Council. 
The  progress  reports  have  been  interesting, 
and  a number  of  features  have  been  somewhat 
provocative. 

Mrs.  Albert  M.  Biglan,  Suffolk  County,  the 
current  president,  has  brought  forward  as  the 
theme  of  her  administration,  “Be  an  Ally  of 
American  Medicine”;  truly,  a fine  slogan. 
Evidently,  the  ladies  are  disturbed  by  the  fol- 
lowing problems,  which  are  not  new: 

— Less  than  5,000  wives  of  the  doctors  of 
medicine  are  members  of  the  Auxiliary. 

— The  Auxiliary  dues  are  below  par.  A 
nominal  increase  is  indicated.  This  idea  has 
the  support  of  the  officers;  but  it  has  not  re- 
ceived universal  approval — a situation  which  is 
difficult  for  us  to  understand. 

— Secretarial  assistance  to  the  president  is 
needed.  The  MSSNY  has  done  something 
in  this  direction  in  the  past,  and  this  course  can 
be  pursued  to  some  extent  in  the  future,  on 
request. 

Mrs.  Biglan  has  been  a very  active  and  dedi- 
cated president.  Time  after  time,  she  has  pointed 
out  that  the  Auxiliary  can  be  an  important 
“arm”  of  the  Medical  Society.  Two  aims 
stand  out  (1)  the  Auxiliary  should  assist  the 
Medical  Society  in  its  work  for  the  advancement 
of  medicine  and  public  health,  and  (2)  it  should 
promote  friendly  relations  and  mutual  under- 
standing among  families  of  physicians. 

No  one  can  argue  with  these  concepts. 
There  must  be  a “healthy”  and  productive 
liaison  between  the  medical  profession  and  its 
distaff  side. 

We  will  continue  to  help  in  every  way — 
toward  a better  spirit  of  working  together. 

Acknowledgments.  Once  again,  your 
executive  vice-president  is  thankful  to  all  who 
have  advised  and  helped  him  during  the  past 
year.  The  list  is  too  long  for  us  to  express  our 
gratitude  to  each  one  individually. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D., 
Executive  Vice-President 
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1969  HOUSE  OF  DELEGATES 


Medical  Services 


Commission  on  Medical  Services 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  following: 

Walter  Scott  Walls,  M.D.,  Chairman.  . . .Erie 
George  Rehmi  Denton,  M.D.,  Vice-Chairman 


Albany 

Herbert  H.  Bauckus,  M.D Erie 

Dallas  E.  Billman,  M.D Stueben 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Robert  W.  Hurd,  M.D Oneida 

Robert  Elmer  Westlake,  M.D Onondaga 


The  committees  of  the  Commission  have  had 
a very  busy  year,  as  can  readily  be  seen  from  the 
following  reports. 

The  Economics  Committee  has  continued 
with  the  revision  of  the  Relative  Value  Scale  for 
the  State  as  a whole.  This  is  no  easy  task,  and 
the  difficulty  of  finding  and  hiring  a suitable 
survey  agency  to  accomplish  this  task  has  taken 
much  of  the  committee’s  time.  As  this  report 
is  being  written,  final  consideration  of  the 
method  of  carrying  out  this  survey  is  being 
made,  and  perhaps  by  the  time  this  report  is 
published,  a definitive  program  will  be  set  up. 

The  CHAMPUS  (Public  Law  614,  Depend- 
ent’s Medical  Care  Program)  negotiations  also 
have  consumed  considerable  time  during  the 
year,  and  it  is  with  some  relief,  generally,  that 
the  State  Medical  Society  relinquished  this  pro- 


Economics 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Robert  E.  Westlake,  M.D.,  Chairman 


Onondaga 

Carl  R.  Ackerman,  M.D Bronx 

Jeff  J.  Coletti,  M.D Nassau 

Robert  G.  Hicks,  M.D New  York 

Edward  Attarian,  M.D Albany 

Walter  F.  Harrison,  Jr.,  M.D Warren 

Harold  W.  Jayne,  M.D Delaware 

Harry  C.  Miller,  M.D Monroe 

Alfred  L.  George,  M.D Genesee 

Wallace  M.  Sheridan,  M.D.  Westchester 


During  the  year,  the  committee  held  four 
meetings,  on  March  20,  May  22,  September  18, 
and  November  6. 

Relative  Value  Scale.  At  these  meetings, 
the  revision  of  the  Relative  Value  Scale  was  dia- 


gram, at  the  suggestion  of  the  government.  It 
is  now  being  directed  by  United  Medical  Service, 
Inc.,  of  New  York.  George  P.  Farrell’s  handling 
of  the  CHAMPUS  program  over  the  years  has 
been  outstanding,  and  he  deserves  the  thanks  of 
the  Society  as  a whole. 

It  would  be  repetitious  to  list  the  activities 
which  the  committees  have  carried  on  with  a 
high  degree  of  efficiency.  However,  I would  be 
remiss  in  not  calling  attention  to  the  loss  of 
Robert  Katz,  M.D.,  who  resigned  in  June  as  the 
director  of  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation.  One  of  his  last 
accomplishments  was  aiding  in  the  revision  of 
the  Workmen’s  Compensation  Fee  Schedule. 

During  the  year  the  chairman  and  the  vice- 
chairman  of  the  Commission  have  reported  on 
the  activities  of  the  various  committees  to  the 
Council.  Both  Dr.  Denton  and  I would  like  to 
bespeak  the  Society’s  thanks  on  behalf  of  the 
chairmen  and  members  of  these  committees  and 
of  the  staff  of  the  State  Medical  Society  for  their 
faithful  and  untiring  services.  We  would  like 
to  add  our  own  personal  thanks  for  the  outstand- 
ing work  done  during  the  past  year. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 


cussed.  With  the  approval  of  the  Council,  the 
committee  has  given  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc.  a 
description  of  the  fee  study  which  it  believes 
should  be  done.  The  revision  of  the  Relative 
Value  Scale  when  completed  will  enable  the 
State  Medical  Society  to  talk  about  “usual, 
customary,  and  prevailing  fees,”  with  the  use  of 
local  conversion  factors,  in  negotiations  with 
government  supported  health  plans. 

Dr.  Westlake  invited  representatives  of  seven- 
teen specialty  groups  to  attend  the  meetings  of 
September  18  and  November  6.  These  were 
“working”  meetings  to  review  the  committee’s 
proposal  to  evaluate  the  “usual,  customary,  and 
prevailing”  fees  in  New  York  State.  Satis- 
factory definitions  must  be  established,  both  for 
surgical  and  nonsurgical  procedures.  Dual 
terminology  will  be  eliminated.  When  the  study 
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is  completed,  it  will  show  what  the  “usual, 
customary,  and  prevailing”  fee  is  on  a com- 
munity basis. 

There  was  considerable  discussion  regarding 
the  present  status  of  the  AMA  nomenclature, 
the  Current  Procedural  Terminology.  It  is 
understood  that  this  will  not  be  available  before 
March,  1969.  All  of  our  studies  should  be  con- 
sistent with  the  AMA  nomenclature;  however, 
any  nomenclature  which  is  not  included  in  the 
AMA  terminology  but  developed  by  State 
specialty  societies  should  be  considered  in  our 
study. 

A letter,  dated  August  21,  1968,  addressed  to 
Edward  C.  Hughes,  M.D.,  president,  from  Peat, 
Marwick,  Mitchell  and  Company,  certified  pub- 
lic accountants,  was  reviewed,  point  by  point,  by 
your  chairman  and  his  committee.  It  was  the 
consensus  that  their  proposal  would  obtain  the 
information  necessary  to  develop  a “usual, 
customary,  and  prevailing”  fee  scale,  and  the 
committee  recommended  that  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation, 
Inc.,  contract  with  Peat,  Marwick,  Mitchell  and 
Company  to  complete  this  study  with  the  modifi- 
cations of  the  plan  as  suggested  by  the  commit- 
tee. The  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc.,  will  be  responsible 
for  the  funding  of  the  project. 

The  committee  suggested  that  the  Current 
Procedural  Terminology  be  used,  as  recom- 
mended by  the  Blue  Shield  Plans  who  are  to  be 
cosponsors  of  the  study.  It  is  estimated  that  it 
will  require  approximately  two  years  before  a 
final  report  is  available  and  that  the  cost  will  be 
$100,000,  to  be  shared  equally  by  the  Medical 
Society  of  the  State  of  New  York  and  members 
of  the  Associated  Blue  Shield  Plans  of  New  York 
State.  In  developing  the  information  necessary 
for  this  study,  direct  communication  will  be 
made  between  members  of  the  specialty  groups 
and  Peat,  Marwick,  Mitchell  and  Company. 
The  committee  recommends  that  specialty 
groups  obtain  current  procedural  terminology 
nomenclature  from  their  national  societies. 
Any  specialty  group  that  does  not  agree  with 
this  terminology  should  file  with  this  committee, 
within  one  month,  the  choice  of  terminology  to 
be  used  with  their  reasons.  The  committee  will 
decide  which  terminology  will  be  used. 

Dependents’  Medical  Care  Program 
(Champus):  The  Committee  considered  pos- 

sible guidelines  for  the  “usual  and  customary” 
fee  payment  of  services  provided  under  the 
CHAMPUS  program  as  outlined  at  the  Febru- 
ary 16  meeting  with  Brigadier  General  Norman 
E.  Peatfield,  executive  director,  and  Colonel  H. 
William  Hayes,  contracting  officer  for  the  Civil- 
ian Health  and  Medical  Program  of  the  Uni- 
formed Services  and  the  officers  of  the  State 
Medical  Society.  It  was  the  consensus  that  in- 
quiry should  be  made  of  all  Title  18,  Part  B 
Carriers,  in  the  State  of  New  York  regarding 
their  basis  of  payment  of  “usual  and  custom- 
ary” fees. 

A letter  was  sent  to  the  following  carriers: 
United  Medical  Service,  Inc.,  New  York  City; 
Blue  Shield  of  Western  New  York,  Inc.,  Buffalo; 


Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Metropolitan  Life  Insurance  Company,  New 
York  City;  and  Group  Health  Insurance,  Inc., 
New  York  City.  Responses  were  received  from 
all  carriers  indicating  this  information  could  not 
be  given  due  to  the  restrictions  under  which  the 
Plans  operate. 

On  April  5,  letters  were  sent  to  specialty 
groups  and  county  medical  societies  asking  them 
to  transmit  to  the  office  of  the  Bureau  of  Medical 
Care  Insurance  the  conversion  factor  best  de- 
scribing their  “usual  and  customary”  fees  when 
applied  to  the  State  Medical  Society  1965  Rela- 
tive Value  Scale.  Responses  received  showed 
a variant  factor  from  $4.00  to  $8.00. 

Colonel  William  H.  Hayes,  Colonel  Robert  H. 
Holzworth,  Major  Harry  C.  Shaffer,  and  John 
Zahn  of  the  Office  of  Dependents’  Medical  Care 
were  at  the  CHAMPUS  office  on  May  7,  8,  and  9 
to  review  its  present  status.  The  primary 
purpose  of  their  review  was  to  determine  if  pay- 
ments were  being  made  to  doctors  on  the  “usual, 
customary,  and  prevailing”  fee  concept  because 
several  complaints  and  Senatorial  investigations 
were  made  regarding  retirees  not  being  reim- 
bursed according  to  reasonable  and  customary 
fees  but  rather  according  to  a schedule  of  allow- 
ances determined  by  a Relative  Value  Scale  and  a 
conversion  factor.  The  information  which  had 
been  given  to  the  retirees  and  their  dependents 
was  that  they  would  be  reimbursed  “in  full” 
according  to  a prevailing  fee.  This  had  caused  a 
great  deal  of  misunderstanding  and  complaints 
to  members  of  congress. 

With  more  than  14,000  physicians  rendering 
service  under  the  program  it  would  be  manually 
impossible  to  establish  a profile  for  each  doctor 
to  determine  what  a “reasonable,  customary, 
and  prevailing”  fee  would  be,  even  with  the  in- 
formation received  from  the  county  medical 
societies  and  the  specialty  groups. 

On  May  9 Colonel  Hayes  and  Major  Shaffer 
discussed  the  problem  of  paying  “usual,  custom- 
ary, and  prevailing”  fees  with  Henry  I.  Fine- 
berg,  M.D.,and  GeorgeP.  Farrell,  as  required  by 
the  Office  of  Dependents’  Medical  Care,  and  it 
was  suggested  by  Colonel  Hayes  that,  in  view  of 
the  fact  our  office  did  not  have  the  computerized 
equipment  to  administer  a “usual,  customary, 
and  prevailing”  fee  concept,  the  contract  be  dis- 
continued effective  June  28,  1968.  This  recom- 
mendation was  supported  by  the  Economics 
Committee  and  approved  by  the  Council  at  its 
May  16  meeting.  The  Office  of  Dependents’ 
Medical  Care  was  notified  to  that  effect. 

Matters  Referred.  Resolution  68-5,  Avail- 
ability of  Nursing  Home  Beds  for  Medicaid 
Patients,  was  referred  to  us  by  the  House  of 
Delegates.  The  committee  recommends  that 
this  be  referred  to  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Plans. 

The  committee  recommends  that  a letter  sub- 
mitted by  Jeff  J.  Coletti,  M.D.,  Nassau  County, 
a member  of  the  committee,  suggesting  that 
casualty  malpractice  coverage  for  physicians  in 
the  State  be  set  up  through  the  State  Insurance 
Commissioner,  be  referred  to  the  Malpractice 
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Insurance  and  Defense  Board  with  the  strong 
endorsement  of  the  committee.  This  type  of 
coverage  would  result  in  a program  similar  to 
that  of  Workmen’s  Compensation. 

Retirement  Plans.  The  committee  con- 
sidered proposals  submitted  by  representatives 
of  Group  Insurance  and  Retirement  Plans. 
The  committee  recommends  that  these  plans  be 
considered  at  the  district  branch  or  local  county 
medical  society  level  and  not  be  sponsored  by 
the  Medical  Society  of  the  State  of  New  York. 

Acknowledgments.  Your  chairman  wishes 
to  express  his  appreciation  to  the  members  of  the 


Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is 


composed  of  the  following: 

Robert  W.  Hurd,  M.D.,  Chairman.  . .Oneida 

Lucius  H.  Bugbee,  Jr.,  M.D Chautauqua 

Robert  D.  Fairchild,  M.D Onondaga 

Francis  J.  Loperfido,  M.D Bronx 

John  D.  Naples,  M.D Erie 

Harry  J.  Mellen,  M.D Albany 

Philip  M.  Standish,  M.D Ontario 

Kurt  Rosenberg,  M.D Queens 

William  C.  Porter,  Jr.,  M.D Suffolk 

Hilbert  Ziskin,  M.D Montgomery 

John  A.  Hollis,  M.D Chenango 


The  committee  held  two  meetings  during  the 
year,  on  June  6 and  November  7. 

Resolutions:  At  the  June  6 meeting,  the 

committee  considered  the  following  resolutions 
referred  to  it  by  the  Council  of  the  Medical 
Society  of  the  State  of  N ew  Y ork: 

1.  Resolution  68-10,  Revision  of  the  Stand- 
ards for  Approval  by  Medical  Society  of  the 
State  of  New  York  of  New  York  State  Medical 
Care  Plans,  would  eliminate  differentials  in  pay- 
ments to  participating  and  nonparticipating 
physicians  and  recommends  that  the  “standards 
for  approval,”  as  adopted  by  the  House  in  1961, 
be  studied  and  re-evaluated.  After  considerable 
discussion,  the  committee  decided  that  addi- 
tional information  should  be  obtained  from  the 
Blue  Shield  Plans  regarding  the  provisions  of 
contracts  and  payments  for  services  provided  to 
both  participating  and  nonparticipating  physi- 
cians, and  the  whole  matter  be  considered  at  the 
next  meeting  of  the  committee. 

2.  Resolution  68-34,  Insurance  Coverage  for 
Ambulatory  Prehospital  Workup,  was  approved 
in  principle.  From  information  provided  by  the 
Blue  Shield  Plans  in  the  State,  the  indication  is 
that  the  Plans  furnish  these  services  in  varying 
degrees  by  including  them  in  the  contract  di- 
rectly or  by  attaching  a rider. 

3.  Resolution  68-51,  Voluntary  Health  In- 
surance in  New  York  State,  requests  the  State 
Medical  Society  to  determine  the  requirements 


committee  and  representatives  from  the  specialty 
groups  for  their  attendance  at  meetings  and  the 
splendid  cooperation  achieved  in  dealing  with 
rather  complicated  and  detailed  matters.  The 
chairman  also  wishes  to  thank  George  P.  Far- 
rell, director,  Division  of  Medical  Services,  and 
his  secretary,  Mrs.  Clementine  Thompson,  for 
their  fine  cooperation  in  preparing  and  sending 
notices  of  meetings  to  county  medical  societies 
and  specialty  groups.  Mr.  Farrell’s  advice  and 
guidance  was  a great  help  to  the  committee. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 


for  its  continued  support  of  the  voluntary  health 
insurance  programs,  with  due  emphasis  on  com- 
prehensive medical  care  and  payments  to 
physicians  of  the  usual,  customary,  and  prevail- 
ing fees.  The  committee  voted  to  petition  the 
Council  to  parallel  the  action  of  the  Blue  Shield 
Plans  in  urging  the  State  Superintendent  of  In- 
surance to  permit  payment  of  “usual,  customary, 
and  prevailing  fees”  on  all  contracts. 

Blue  Shield  Plans.  Since  the  June  6 meet- 
ing, the  chairman  has  contacted  the  managing 
directors  of  the  Blue  Shield  Plans  of  the  State, 
asking  for  their  suggestions  as  to  how  the  Com- 
mittee on  Medical  Care  Insurance  and  the  Blue 
Shield  Plans  can  cooperate  more  effectively  in  an 
effort  to  adequately  meet  the  needs  of  today  and 
the  future  to  provide  a more  comprehensive 
medical  insurance  program.  Every  Plan  re- 
sponded to  the  chairman’s  letter.  The  commit- 
tee strongly  urges  that,  in  the  interest  of  the 
medical  profession  and  for  many  other  reasons, 
there  should  be  a realistic,  strong,  and  working 
rapport  between  the  State  Medical  Society  and 
the  Blue  Shield  Plans  in  the  State.  It  is  also 
suggested  that  recognition  be  given  to  the  fact 
that  the  Blue  Shield  Plans  in  offering  “paid-in- 
full”  service  benefits  are  tied  to  unrealistic  in- 
come levels  and  out-dated  fee  schedules. 

The  committee  recommends  that  all  Plans 
have  available  a standard  expanded  coverage 
program  comparable  to  that  being  provided 
understate  and  Federal  employe  programs. 

The  standardization  of  procedure  codes  and 
nomenclature  is  also  recommended  for  the  use  of 
all  groups  so  that  comparative  studies  and  sta- 
tistics have  definite  meaning. 

It  was  brought  to  the  attention  of  the  commit- 
tee that,  at  a recent  meeting  of  the  National 
Association  of  Blue  Shield  Plans,  a task  force  was 
established  to  determine  what  the  scope  of  bene- 
fits should  be  in  a reasonable  comprehensive 
health  plan.  From  70  to  80  Plans  offer  many 
different  types  of  benefits;  however,  every  plan 
wishing  to  use  the  Blue  Shield  emblem  must 
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comply  within  the  next  two  years  with  the  scope 
of  benefits  recommended  by  the  task  force. 

The  committee  voted  to  meet  with  Blue  Shield 
Plan  representatives  in  the  near  future  to  discuss 
and  to  develop  a comprehensive  health  plan  with 
payment  for  doctors’  services  on  a usual  and 
customary  fee  basis.  After  meeting  with  the 
Plans,  the  committee  will  report  to  the  Council 
with  its  recommendations. 

Approval  of  Plans.  The  committee  recom- 
mends the  approval  of  all  seven  Blue  Shield 
Plans  in  New  York  State  and  is  happy  to  report 
that  the  differences  between  Monroe  and 


Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen  : 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  of  Workmen’s  Compensation. 

The  committee  consists  of  the  following 
members: 

Frederic  W.  Holcomb,  Jr.,  M.D..  Chairman  . 


Ulster 

Albert  M.  Schwartz,  M.D. New  York 

Raymond  F.  Smith,  M.D Nassau 

Wyllys  A.  Dunham,  M.D Schenectady 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Kalb,  M.D Broome 

John  H.  Morton,  M.D Monroe 

Peter  A.  Casagrande,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

Robert  Katz,  M.D New  York 


Since  its  last  report  to  the  House  of  Delegates, 
the  committee  has  met  on  two  occasions  to  con- 
sider problems  relating  to  workmen’s  compensa- 
tion matters  and  to  advise  the  Medical  Society’s 
representatives  on  the  Workmen’s  Compensa- 
tion Board’s  Advisory  Committee  on  the  Medi- 
cal Fee  Schedule  and  Allied  Problems.  The 
committee  gave  serious  consideration  to  all  com- 
plaints and  suggestions  referred  by  members  as 
individuals  or  as  representatives  of  various 
specialty  groups. 

Problems  dealing  with  bills  submitted  by 
hospital-based  physicians  were  under  close 
scrutiny  by  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems. 
The  matter  was  referred  to  the  Hospital  Refer- 
ence Committee  of  the  New  York  Compensation 
Insurance  Rating  Board.  The  meeting  was 
called  to  consider  problems  arising  in  connection 
with  emergency  room  coverage  by  associations 
of  physicians  not  on  salary,  limiting  their  prac- 
tice to  emergency  medical  care  in  community 
hospitals.  The  Medical  Society  through  its 
representatives  voiced  objection  to  hospitals 
submission  of  bills  which  combine  charges  for 
hospital  and  medical  services  into  one  fee,  such 
charges  to  be  later  distributed  to  the  treating 
physicians.  The  matter  was  then  referred  to 
the  Inter-Departmental  Health  Economics 


Chautauqua  County  Medical  Societies  have 
been  satisfactorily  resolved  with  their  respective 
Blue  Shield  Plans. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  the  members  of  the 
committee  for  their  cooperation,  to  George  P. 
Farrell,  for  his  assistance  and  guidance,  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial 
assistance. 

Respectfully  submitted, 

Robert  W.  Hurd,  M.D.,  Chairman 


Committee  of  the  Workmen’s  Compensation 
Board  which  ruled  the  following:  “After  July 

1,  1968,  no  costs  of  a contract.  . will  be 
included  in  either  the  inpatient  rate  or  the  out- 
patient rate.  Physicians  will  be  paid  on  a fee- 
for-service  basis  at  80  per  cent  of  the  fees  in  the 
Medical  Fee  Schedule  for  inpatient  and  out- 
patient emergency  treatment.”  It  was  the 
Advisory  Committee’s  opinion  that  a physician 
giving  emergency  room  treatment  should  be  paid 
in  accordance  with  Code  0003,  which  in  the  pres- 
ent fee  schedule  is  listed  at  $6.50. 

Medical  Society  representatives  attended 
eight  meetings  of  the  Advisory  Committee  on 
the  Medical  Fee  Schedule  and  Allied  Problems 
during  the  past  year  and  participated  in  recom- 
mendations to  the  chairman  of  the  Workmen’s 
Compensation  Board  dealing  with  the  issues  of 
emergency  room  treatment,  payment  for  office 
visit  for  minor  procedures,  uniform  terminology 
compatible  with  that  promulgated  by  the 
American  Medical  Association,  legislation,  dis- 
tribution of  copies  of  reports  of  examination  by 
carrier’s  medical  consultant,  first-visit  fee  and 
arthrocentesis,  obligatory  chest  x-ray  films  taken 
in  hospitals  for  inpatients,  fees  for  x-ray  spe- 
cialists and  x-ray  fees  for  other  specialty  groups, 
and  notice  of  referee’s  decision  to  attending 
physician. 

Fee  Schedule.  The  recommendations  of  the 
committee,  approved  by  the  Council,  regarding 
many  items  in  the  workmen’s  compensation  fee 
schedule  were  accepted  by  the  chairman  of  the 
Workmen’s  Compensation  Board,  and  a new  fee 
schedule,  effective  July  1,  1968,  was  distributed 
to  all  authorized  physicians  by  the  Workmen’s 
Compensation  Board. 

Legislation.  The  committee  strongly  op- 
posed the  amending  of  Section  13-h  of  the 
Workmen’s  Compensation  Law  designed  to 
exempt  Veterans  Administration  hospitals  from 
the  provisions  of  the  law  dealing  with  medical 
care  rendered  at  wholly  tax-supported  hospitals. 
Despite  our  opposition  this  amendment  was 
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passed  by  the  Legislature  and  was  signed  into 
law,  effective  May  14,  1968. 

The  committee  has  again  recommended  to  the 
Legislation  Committee  the  introduction  and 
support  of  various  legislative  amendments  de- 
signed to  improve  patient  care  and  to  eliminate 
some  objectionable  features  currently  contained 
in  the  Workmen’s  Compensation  Law.  Such 
items  include  the  extension  of  the  definition  of 
“compensation”  to  cover  medical  care,  the 
elimination  of  the  requirement  for  authorization 
under  the  Workmen’s  Compensation  Law  to 
certify  claimants  for  benefits  under  the  Disabil- 
ity Benefits  Law,  the  reimbursement  of  pay- 
ments to  physicians  by  compensation  claimants, 
and  the  addition  of  interest  at  the  legal  rate  for 
payments  withheld  for  an  unnecessarily  long 
time  interval. 

The  director  attended  a full  day’s  Legislative 
Hearing  on  the  Taylor  Law. 

Education.  News  of  New  York  was  utilized 
to  alert  physicians  to  the  distribution  of  a new 
fee  schedule  which  became  effective  July  1,  1968. 

The  director  was  a guest  speaker  at  a sympo- 
sium sponsored  by  the  American  Management 
Association  for  medical  directors  and  industrial 
nurses.  He  also  was  invited  to  participate  in  a 
program  arranged  by  the  Medical  Assistants 
Association  of  the  State  of  New  York  for  their 
chapter  members  and  others  in  the  five  counties 
of  the  New  York  City  area.  Attendance  was  in 
proportion  to  the  membership  in  each  county, 
and  the  program  provoked  many  questions  from 
the  audience,  highlighting  some  of  the  difficulties 
encountered  in  the  filing  and  processing  of  forms 
for  various  types  of  medical  care  plans,  such  as 
Medicare,  Medicaid,  Blue  Shield,  CHAMPUS, 
and  Workmen’s  Compensation.  This  subject 
was  also  covered  by  the  director  at  his  annual 
lecture  course  for  medical  assistants  at  Rockland 
County  Community  College  and  before  a group 
of  medical  assistants  in  the  Saranac  Lake  area. 

Meetings  and  Liaison.  The  director  at- 
tended several  meetings  of  the  American 
Academy  of  Compensation  Medicine  and  par- 
ticipated in  a meeting  of  its  executive  board  to 
plan  the  program  for  its  annual  meeting  in 
November.  A series  of  symposia  will  be  held 
dealing  with  workmen’s  compensation  and 
medical-legal  matters  relating  thereto.  He  also 
attended  a conference  with  the  administrator  of 
business  management  and  personnel  of  the 
Workmen’s  Compensation  Board  regarding  the 
issuance  of  the  new  fee  schedule. 

The  director  participated  in  two  meetings  of 
the  Committee  on  Economics;  he  also  attended 


Occupational  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Occupational  Health.  The  committee  con- 
sists of  the  following: 


a symposium  on  “Comprehensive  Vision  Care 
in  a Labor  Medical  Center”  sponsored  by  the 
National  Maritime  Union  and  a dinner  honoring 
General  S.  E.  Senior  given  by  the  New  York 
Claims  Association.  He  also  addressed  the 
new  members  of  the  four-county  medical  soci- 
eties at  the  Central  New  York  Academy 
of  Medicine  in  New  Hartford.  The  meeting 
was  well  attended  and  presented  valuable 
first-hand  information  on  the  conduct  of 
medical  practice  in  the  four-county  area. 

The  director  attended  the  president’s  con- 
ference for  chairmen  of  commissions  and  com- 
mittees, in  Syracuse.  He  also  attended  a joint 
meeting  of  the  Hospital  Conference  Committee 
of  the  New  York  Compensation  Insurance  Rat- 
ing Board  and  the  Hospital  Association  of  the 
State  of  New  York  to  consider  problems  in  con- 
nection with  emergency  room  coverage  by  asso- 
ciations of  physicians,  who  are  not  on  salary,  and 
who  limit  their  practice  to  emergency  room  care 
in  community  hospitals.  He  was  present  at  a 
dinner  given  by  General  S.  E.  Senior,  chairman 
of  the  Workmen’s  Compensation  Board,  for 
members  of  several  committees  of  the  Board. 

Arbitrations.  During  the  preceding  twelve 
months,  77  arbitration  sessions  were  held 
throughout  the  State;  55  were  held  in  the  New 
York  City  area.  A total  of  1,769  cases  were 
submitted  for  arbitration.  Disputed  medical 
bills  amounted  to  $344,866.97.  Postponements 
deferred  the  settlement  of  231  cases,  and  1,038 
cases  were  settled  by  arbitration.  A total  of  500 
cases  were  settled  without  arbitration,  and  50 
were  brought  to  amicable  conclusion  by  direct 
negotiations  with  the  assistance  of  our  Division  of 
Workmen’s  Compensation. 

Appreciation.  The  chairman  wishes  to  ex- 
press his  regret  at  the  departure  of  Robert  Katz, 
M.D.,  as  director  of  the  Division  of  Occupa- 
tional Health  and  Workmen’s  Compensation. 
His  activities  and  leadership  during  the  eight 
years  he  was  on  the  staff  have  been  greatly  ap- 
preciated by  the  many  chairmen  who  have 
worked  with  him.  We  wish  him  every  success 
in  his  new  position  with  the  Equitable  Life 
Assurance  Society  of  the  United  States. 

The  chairman  also  wishes  to  express  his  deep 
appreciation  to  Miss  Alice  E.  Wheeler,  adminis- 
trative assistant  in  the  Division.  Her  responsi- 
bilities have  obviously  been  greatly  increased 
since  the  resignation  of  Dr.  Katz,  and  she  has 
been  solely  responsible  for  the  coordination  of 
the  committee’s  activities  in  the  interim. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman 


Dallas  E.  Billman,  M.D.,  Chairman  . Steuben 


Robert  H.  Baysinger,  M.D Jefferson 

James  J.  Brandi,  M.D. Erie 
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Peter  J.  DiNatale,  M.D..  Genesee 

Walter  J.  Gerstle,  M.D.  Albany 

Robert  P.  Jessup,  M.D Nassau 

Robert  E.  Sandroni,  M.D Schenectady 

Herbert  F.  Wendelken,  M.D.  Richmond 


During  the  twelve-month  period  since  its  last 
report  to  the  House  of  Delegates,  the  Committee 
met  on  two  occasions. 

The  planned  pilot  study  of  industrial  health 
resources  to  be  undertaken  by  a county  medical 
society  will  begin  in  November. 

In  anticipation  of  future  developments,  the 
committee  decided  to  gather  all  available  in- 
formation regarding  manpower  resources  in 
occupational  medicine.  County  medical  socie- 
ties will  be  requested  to  conduct  a survey  of 
their  membership,  similar  to  the  one  being  car- 
ried on  in  Albany  County.  With  the  coopera- 
tion of  the  county  medical  societies,  it  may  be 
possible  to  assemble  a State-wide  roster  of 
physicians  with  experience  or  interest  in  occu- 
pational medicine,  which  can  be  made  available 
on  request  to  those  interested. 

The  committee  discussed  the  possible  implica- 
tions of  the  Occupational  Health  and  Safety 
Act  of  1968,  which  is  currently  under  considera- 
tion by  congressional  committees. 

Each  committee  member  was  urged  to  attend 
his  area  conference  on  Comprehensive  Health 
Planning  programs,  sponsored  by  the  State 
Medical  Society.  The  need  for  physicians  to 
participate  in  these  conferences  is  urgent,  and  ex- 
perienced physicians  can  help  develop  these  pro- 
grams. 

The  committee  decided  to  take  no  action  on 
a proposed  occupational  health  guide  for  New 
York  State,  since  it  was  agreed  that  literature 
on  the  subject,  available  from  competent 
sources,  is  adequate  at  this  time. 

On  the  recommendation  of  the  committee,  the 
Industrial  Health  Award  was  presented  at  the 
1968  House  of  Delegates  to  the  Medical  De- 
partment of  Consolidated  Edison"  in  recognition 
of  its  contributions  and  achievements  in  further- 
ing the  objectives  of  industrial  safety.” 

The  committee  recommended  to  the  Council 
that  its  name  be  changed  from  Committee  on 
Industrial  Health  to  the  Committee  on  Oc- 
cupational Health.  At  its  meeting  on  June 
13  the  Council  approved  this  change. 

The  director  of  the  division  of  Occupational 
Health  and  Workmen’s  Compensation  was  the 
guest  lecturer  in  orientation  symposia  sponsored 
by  the  American  Management  Association  for 
Industrial  Nurses.  He  also  participated  in  a 
symposium  sponsored  by  the  Workmen’s  Com- 
pensation Board  on  “The  Functions  and  Re- 
sponsibilities of  the  County  Medical  Society.” 

Detailed  reports  on  the  following  meetings 
were  prepared  by  the  director  and  distributed  to 


all  chairmen  of  industrial  health  committees 
throughout  the  State:  A Symposium  on  Com- 
prehensive Vision  Care  in  a Labor  Medical 
Center,  sponsored  by  the  National  Maritime 
Union;  a Conference  on  “The  Role  of  Regional 
Medical  Programs  in  Industrial  Medicine,” 
sponsored  by  the  Continental  Research  In- 
stitute; two  joint  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York 
Academy  of  Medicine  and  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.;  the  annual 
meeting  of  the  New  York  State  Society  of  In- 
dustrial Medicine,  Inc.;  and  the  1968  American 
Industrial  Health  Conference  and  Annual 
Meeting  of  the  Industrial  Medical  Association, 
in  San  Francisco.  The  director  also  attended 
the  meetings  of  the  Committee  on  Industrial 
Medicine  of  the  Medical  Society  of  the  County 
of  New  York. 

A revised  Workmen’s  Compensation  medical 
fee  schedule  was  distributed  to  all  authorized 
physicians  by  the  Workmen’s  Compensation 
Board  in  July,  1968. 

A representative  from  the  staff  of  the  Medical 
Society  of  the  State  of  New  York  attended  a 
meeting  of  State  and  county  medical  society 
committees  on  occupational  health  with  mem- 
bers of  the  Council  on  Occupational  Health  of 
the  American  Medical  Association  held  during 
the  28th  Congress  on  Occupational  Health,  in 
New  York  City  in  September.  One  of  the  sub- 
jects discussed  was  the  Occupational  Health  and 
Safety  Act  of  1968  (H.R.  14816).  The  impres- 
sion was  that  the  American  Medical  Association 
objected  to  Federal  control,  as  outlined  in  the 
bill,  but  that  it  would  favor  financial  assistance 
from  the  Federal  government  with  implementa- 
tion of  programs  by  the  states.  Reference  was 
made  to  a period  in  1947  and  1950  when  match- 
ing grants  were  made  by  the  Federal  govern- 
ment which  resulted  in  the  best  period  of  prog- 
ress in  the  industrial  health  area. 

Dwight  L.  Wilbur,  M.D.,  president  of  the 
American  Medical  Association,  spoke  before  the 
congress  on  the  opening  day  and  urged  the  full- 
est cooperation  between  the  plant  physician  and 
the  patient’s  private  physician  in  Workmen’s 
Compensation  and  occupational  illnesses. 

Robert  Katz,  M.D.,  director  of  the  Division 
of  Industrial  Health  and  Workmen’s  Com- 
pensation, resigned  from  the  staff  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  take 
another  position  in  New  York  City.  His  per- 
formance had  been  outstanding.  Our  com- 
mittee always  found  him  to  be  capable,  willing, 
and  pleasant,  and  we  trust  that  his  successor 
will  be  of  comparable  stature. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 
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OEO  Clinics 


To  the  House  of  Delegates,  Gentlemen : 

The  membership  of  the  Ad  Hoc  Committee  on 
OEO  Clinics  consists  of  the  following: 

Walter  T.  Heldmann,  M.D.,  Chairman 


Richmond 

Carl  Goldmark,  Jr.,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

JohnE.  Lowry,  M.D Queens 

Thomas  W.  Mou,  M.D Onondaga 


Our  committee,  although  it  has  had  but  one 
opportunity  to  discuss  a concrete  proposal,  has 
recommended  the  following  guidelines  for  future 
involvement  in  this  area: 

1.  Develop  a closer  relationship  with  Office 
of  Economic  Opportunity,  Department  of 
Health,  Education,  and  Welfare  and  other 
government  agencies  so  that  these  projects  can 
be  studied  and  approved  or  disapproved  by  the 
local  county  medical  societies. 

2.  Have  someone,  nominated  by  the  appro- 
priate county  medical  society,  appointed  to 
serve  on  the  policy-making  board  of  these  clinics 
to  assure  high  quality  and  standards  of  medical 
care  at  the  centers. 

The  committee  also  recommended  that  a com- 
mittee of  the  State  Medical  Society  should  serve 
as  a source  of  information  to  the  county  medical 
societies,  to  educate  them  on  what  is  available 
through  this  program  and  aid  them  in  setting  up 
proper  local  committees  to  review  these  pro- 
posals. 

In  essence,  since  the  involved  areas  are  best 
served  by  physicians  in  the  local  areas,  the  Office 
of  Economic  Opportunity  has  been  advised  ac- 
cordingly. This  is  spelled  out  in  the  following 
letter  which  was  sent  to  Gary  D.  London,  M.D., 
director,  health  services  office,  Office  of  Eco- 
nomic Opportunity,  Washington,  D.C.,  on 
October  8. 

“Your  letter  of  September  20,  1968,  enclos- 
ing a copy  of  a grant  proposal  for  a Compre- 
hensive Health  Services  Program  in  the  Red 
Hook  section  of  Brooklyn,  has  been  referred  to 
me  to  inform  you  of  the  action  taken. 

“The  Medical  Society  of  the  State  of  New 
York’s  Ad  Hoc  Committee  on  OEO  Clinics 
discussed  this  at  great  length.  We  are  very 


Proposed  Health  Insurance  Law 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed 
Health  Insurance  Law  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman . Nassau 


George  Himler,  M.D New  York 

James  A.  Moore,  M.D Albany 

John  Lee  Clowe,  M.D Schenectady 

Robert  E.  Westlake,  M.D Onondaga 

Robert  W.  Smith,  M.D Broome 


appreciative  of  the  interest  shown  by  your 
office  in  seeking  the  opinion  of  “organized 
medicine.”  Please  be  assured  that  we  are 
prepared,  willing,  and  able  to  cooperate. 

“Since  our  expertise  lies  in  the  area  of 
medical  services,  we  limited  our  discussion  to 
the  methods  which  should  be  employed  in  set- 
ting up  such  a project.  The  area  in  which  this 
health  service  program  is  located  is  in  Kings 
County  (Brooklyn) . Therefore,  the  commit- 
tee decided  to  have  the  corresponding  county 
medical  society  review  it  and  report  back  to 
the  State  committee.  It  is  felt  that  in  that 
manner  involvement  by  the  doctors  in  this 
area,  including  the  community  involved,  will 
be  in  a better  position  to  offer  their  coopera- 
tion if  they  are  convinced  that  this  project  is 
necessary  and  can  be  of  real  help  to  the  people 
in  this  neglected  area. 

“Therefore,  if  you  will  bear  with  us  for  a 
little  while  longer,  you  will  receive  our  com- 
ments which  I know  will  be  most  objective 
and  useful.” 

The  committee  then  agreed  that  the  function 
of  the  Ad  Hoc  Committee  on  OEO  Clinics  has 
been  completed  by  its  study  and  recommenda- 
tions and  that  the  recommended  broadened 
functions  be  turned  over  to  a Council  committee. 
Your  committee  chairman  respectfully  suggests 
that  this  might  logically  fall  within  the  work  of 
the  Committee  on  Hospital  and  Professional 
Relations. 

This  committee  will  then  be  discharged  before 
the  annual  meeting,  if  the  Council  accepts  its  re- 
port. Your  chairman,  therefore,  would  like  to 
take  this  opportunity  to  thank  the  members  of 
this  committee  for  their  cooperation  and  work. 
He  would  also  like  to  acknowledge  with  grati- 
tude the  advice  of  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  the  efforts  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division  of 
Standards  of  Medical  Care,  and  Miss  Catherine 
H.  Renze,  his  secretary. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


Eli  A.  Leven,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Wallace  M.  Sheriden,  M.D Westchester 


The  year  1968  was  a milestone  in  the  history 
of  compulsory  health  legislation  in  New  York 
State,  not  so  much  in  what  bills  were  passed  but 
what  it  portends  for  the  future. 

Your  committee  studied  the  bills  presented  to 
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the  Legislature.  We  had  submitted  guidelines 
in  our  report  to  the  House  of  Delegates  in  1968 
to  the  effect  that  any  legislation  of  this  type 
should  be  patterned  after  Public  Law  89-97, 
Title  18,  Part  A and  Part  B (Medicare)  and 
should  be  limited  to  that  segment  of  the  popula- 
tion affected  by  the  rollback  in  Medicaid  eligibil- 
ity standards.  Our  suggestions  were  disre- 
garded by  the  Governor. 

The  Governor  submitted  a bill  called  the 
compulsory  Health  Security  Act,  S.  5417.  This 
bill  was  presented  to  the  public  as  a hospitaliza- 
tion insurance  program  “similar  to  Blue  Cross.” 
In  our  opinion  this  statement  was  a misrepresen- 
tation of  the  facts  as  they  were  outlined  in  S. 
5417.  Fortunately,  this  bill  died  in  committee. 
Industry  opposed  it  because  of  the  high  cost  to 
the  employer.  Labor  unions  opposed  it  because 
of  the  high  cost  to  the  employe  and  because  the 
bill  would  fragment  their  efforts  toward  a 
nationalized  compulsory  health  insurance  pro- 
gram. Organized  medicine  opposed  it  because 
it  would  “short  change”  the  public  and  would 
force  the  physicians  into  a hospital-based, 
clinic-type  practice.  Furthermore,  it  would 
eliminate  the  private  practice  of  medicine  in 
many  areas  throughout  the  State. 

Since  this  legislation  would  affect  some  four- 
teen million  people  in  New  York  State  and  is  of 
such  vital  concern  to  all  physicians  in  the  private 
practice  of  medicine,  we  are  including  the  fol- 
lowing “Critique  of  the  Compulsory  ‘Health 
Security  Act’  ” in  our  annual  report  to  warn  our 
colleagues  of  the  inherent  dangers  of  this  type  of 
legislation  and  to  alert  physicians  to  the  fact  that 
we  can  anticipate  more  of  the  same  in  the  near 
future. 

Critique  of  Compulsory  “Health  Security 
Act”  (S.  5417).  While  the  intent  of  providing 
hospital  insurance  and  cost  controls  and  ac- 
counting is  laudable,  the  principles  and  contents 
embodied  in  this  legislation  are  unacceptable  in 
its  present  form  for  the  following  reasons: 

1.  This  legislation  channels  the  consumer 
into  the  hospital  which  is  the  most  expensive 
area  of  health  care  and  further  escalates  the  per 
diem  hospital  costs. 

2.  It  promises  the  consumer  a service  it  can- 
not deliver  because  of  shortages  of  key  medical 
and  other  health  personnel. 

Comment.  Recent  testimony  and  newspaper 
accounts  report  delays  of  several  weeks  in  x-ray 
and  other  diagnostic  examinations  in  outpatient 
departments  of  hospitals  in  our  major  cities 
because  of  the  shortage  of  radiologists,  patholo- 
gists, technicians,  and  others.  This  legislation 
will  direct  more  traffic  into  the  outpatient  de- 
partment and  further  compound  the  over- 
crowded conditions  with  additional  delay  and 
confusion. 

3.  This  legislation  is  being  presented  as  a 
hospital  insurance  program  comparable  to  Blue 
Cross  which  does  not  involve  the  physician. 
This  concept  is  fallacious  as  it  includes  many 
physician-services  such  as  the  following: 

A.  Under  the  Health  Insurance  Benefits 


provisions  listed  on  pages  9 and  10,  paragraph 
908  1 (H),  it  includes  the  services  of  anesthesi- 
ologists, pathologists,  and  radiologists  “pro- 
vided he  is  a salaried  employe  of  the  hospital 
or  by  a hospital  staff  member  with  whom  the 
hospital  has  a fiscal  arrangement.” 

Comment.  Every  hospital  which  participates 
in  Medicare  must  have  at  least  a fiscal  arrange- 
ment with  the  specialists  mentioned  to  identify 
the  administrative  and  professional  phases  of 
their  work.  Therefore,  these  physicians  in 
almost  every  accredited  hospital  in  the  State 
would  come  under  this  provision.  This  is  con- 
trary to  the  intent  of  Congress  to  protect  the 
rights  of  these  physicians  under  Medicare  and 
establishes  a new  and  double  standard. 

B.  Under  the  Health  Insurance  Benefits 
provisions  regarding  diagnostic  or  evaluation 
services,  outpatient  hospital  care,  and  surgery 
listed  on  page  11,  paragraph  908  5(b),  (c),  and 
(d),  the  specific  items  regarding  physician  serv- 
ices are  vague  and  subject  to  varied  interpre- 
tation of  responsibilities  and  obligations  of  the 
hospital  and  of  the  physician.  If  physicians’ 
services  are  not  included,  it  should  be  so 
stated. 

4.  The  proposed  commission  makes  no  provi- 
sion for  representation  of  practicing  physicians 
even  though  physician  services  are  vital  to  the 
success  of  the  program. 

5.  The  Act  violates  the  bill  of  rights  of  the 
consumer  and  the  physician  which  the  Congress 
has  clearly  defined  in  the  Medicare  law. 

Comment.  The  consumer  is  denied  the  right 
to  select  the  facility  of  his  choice,  such  as  the 
radiologist  or  laboratory,  for  his  diagnostic 
workup.  The  radiologist  or  pathologist  who 
maintains  a private  laboratory,  is  discriminated 
against  by  having  his  patients  channeled  into  the 
hospital  because  the  patients  lose  their  benefits 
if  they  use  other  than  hospital  facilities. 

6.  The  estimated  cost  of  this  package  ex- 
ceeds the  combined  Blue  Cross-Blue  Shield 
premiums  in  many  areas  of  the  State. 

7.  The  Act  attempts  to  solve  the  problem 
caused  by  the  change  in  eligibility  standards  of 
Medicaid  by  offering  a panacea  which  will  only 
stockpile  the  problems. 

Comment.  There  are  many  unanswered  ques- 
tions regarding  the  coverage  and  administration 
of  this  legislation.  The  interpretation  of 
ambiguous  sections  of  this  legislation  could  have 
a profound  effect  on  the  quality  of  medical  care 
and  delivery  of  services,  which  is  of  great  con- 
cern to  the  medical  profession.  There  has  been 
no  consultation  or  in-depth  study  with  the 
Medical  Society  of  the  State  of  New  York  on 
this  legislation.  The  unfortunate  experience 
with  the  administration  of  Medicaid  should 
have  served  some  useful  purpose  in  avoiding 
future  mistakes.  Adequate  preparations  to  iron 
out  the  wrinkles  in  this  legislation  is  in  order  at 
this  time, 

8.  Enactment  of  his  Act  in  its  present  form 
will  result  in  a “brain  drain”  of  vitally  needed 
medical  specialists  from  the  State. 
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Comment.  It  is  indeed  difficult  at  the  present 
time  to  recruit  radiologists,  pathologists,  and 
anesthesiologists  to  fill  the  positions  in  our 
hospitals.  If  these  specialists  are  forced  by  this 
legislation  to  become  salaried  hospital  employes, 
the  number  of  these  physicians  leaving  the  State 
will  accelerate. 

Conclusion.  The  general  concept  of  cost 
control  and  hospital  insurance  is  good.  The  fine 
print  in  this  Act  is  disturbing  and  at  times 
ambiguous. 

If  physicians’  services  in  the  outpatient  de- 
partment and  emergency  room  are  interpreted  to 
be  hospital  services,  as  expressed  by  the  general 
counsel  of  the  Joint  Legislative  Committee,  and 
if  the  cost  of  this  service  is  calculated  to  be  part 
of  the  hospital  per  diem  reimbursement  formula, 
the  physicians  would  become  hospital  employes. 
This  is  a distinct  change  in  the  delivery  of 
medical  services  and  would  wipe  out  the  private 
practice  of  medicine  in  many  areas  of  the  State. 
It  would  also  accelerate  the  “brain  drain,” 
which  is  already  taking  place  in  the  cities,  from 
the  State.  If  this  interpretation  is  correct,  this 
legislation  will  be  a “sleeper”  bill  with  disastrous 
consequences  for  the  people  of  New  York  State. 

Until  these  interpretations  and  many  others 
are  clarified,  we  must  strongly  oppose  S.  5417  in 
its  present  form,  as  we  are  convinced  this  legisla- 
tion is  not  in  the  consumer’s  interest. 

We  believe  this  legislation  is  focusing  on  the 
wrong  target.  Instead  of  attempting  to  estab- 
lish a new  system  with  new  concepts  to  cover 
most  of  the  population  in  New  York  State,  it 
would  be  more  prudent  to  address  legislation  to 
the  area  of  need,  the  low  income  segment  of  the 
population  affected  by  the  rollback  in  Medicaid 
eligibility  standards. 

At  the  February,  1968,  meeting  of  the  House 
of  Delegates,  it  was  recommended  that  a health 
insurance  program  be  established  for  that  seg- 
ment of  the  population  affected  by  the  Medicaid 
rollback  and  that  this  be  on  a cost-sharing  basis 
similar  to  Title  18,  Part  A (Hospital)  and  Part  B 
(Physicians’  Services).  The  Medicare  program 
has  been  successful,  has  earned  the  support  of 
the  public  and  the  physician,  and  has  preserved 
quality  medical  care.  Experience  has  been 
gained  by  the  insurance  carriers  and  administra- 


tive interpretations  have  been  clarified.  The 
Medicare  concept  could  be  extended  with  some 
modifications  to  include  these  Medicaid  patients 
and  have  a much  better  chance  of  success  than 
attempting  to  introduce  a foreign  concept  of 
health  care  to  cover  fourteen  million  people  thus 
aggravating  the  critical  shortage  of  physicians, 
who  are  essential  in  providing  health  services  for 
all  the  people  in  the  State  of  New  York. 

We  urge  the  Legislature  and  the  Governor  not 
to  consider  S.  5417  at  this  time,  to  reassess  its 
goals,  and  to  institute  a dialogue  with  the 
Medical  Society  of  the  State  of  New  York  to  the 
end  that  constructive  legislation  evolves  which 
will  serve  the  people  and  preserve  quality 
medical  care. 

At  the  time  this  report  is  being  submitted,  in 
late  September,  our  State  legislators  are  preoc- 
cupied with  the  November  elections.  There- 
after, we  can  anticipate  the  preparation  of  bills 
on  compulsory  or  universal  health  insurance. 
The  State  is  faced  with  an  $800-million  deficit 
from  Medicaid,  and  there  is  not  the  cushion  in 
the  State  budget  to  absorb  this  loss.  Some 
method  must  be  found  to  shift  this  cost  from  the 
State  to  industry  and  the  public.  We  would  be 
naive  if  we  were  to  assume  there  would  not  be 
another  round  in  the  struggle  to  institute  a cost- 
sharing compulsory  health  insurance  program. 

Your  committee  will  study  these  proposals  as 
they  emerge,  discuss  the  bills  with  appropriate 
organizations,  write  critiques  on  the  bills,  and 
report  to  the  State  Medical  Society. 
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president;  Martin  J.  Tracey,  Esq.,  coordinator, 
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We  also  wish  to  thank  George  W.  Foy,  Esq.,  and 
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Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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1969  HOUSE  OF  DELEGATES 

Standards  of  Medical  Care 


Commission  on  Standards  of  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical 
Care  consists  of  the  following  members: 

Waring  Willis,  M.D.,  Chairman.  .Westchester 


Joseph  G.  Zimring,  M.D..  Nassau 

Bernard  J.  Pisani,  M.D New  York 

Norman  S.  Blackman,  M.D.  ...  Kings 

Carl  Goldmark,  Jr.,  M.D.  New  York 

Charles  M.  Brane,  M.D.  Westchester 

Vincent  J.  Tesoriero,  M.D.  . Kings 

John  A.  Finkbeiner,  M.D.  New  York 


The  make-up  of  the  Commission  has  been 
changed  to  include  all  the  chairmen  of  commit- 
tees under  its  jurisdiction.  Since  it  was  not 
necessary  to  hold  a meeting  during  the  year,  this 
report  includes  only  an  outline  of  the  activities 
of  the  several  committees,  details  of  which  ap- 
pear in  the  committees’  annual  reports. 

In  the  report  to  the  1968  House  of  Delegates 
hope  was  expressed  that,  “a  grant  can  be  ob- 
tained from  the  Division  of  Medical  Care  Ad- 
ministration of  the  Department  of  Health, 
Education,  and  Welfare  to  do  a study  of  meth- 
odology . . to  produce  “a  manual  for  internal 
hospital  review  of  standards.”  The  grant  has 
been  received,  and  work  is  proceeding  apace. 

The  Committee  on  Hospital-Based  Physicians 
is  completing  a questionnaire  to  be  utilized  in 


Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  fol- 
lowing members: 

Joseph  G.  Zimring,  M.D.,  Chairman 


Nassau 

Lester  J.  Candela,  M.D Queens 

Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Oscar  Greene,  M.D Essex 

Charles  A.  Gwynn,  M.D Onondaga 

Warren  A.  Lapp,  M.D Kings 


This  has  been  a busy  year  for  the  committee. 
The  problems  presented  for  solution  involved  a 
request  for  guidelines  on  professional  signs,  ques- 
tions on  fee-splitting,  and  problems  of  com- 
mercial companies  using  physicians  and  their 
services  to  produce  a profit  for  their  stock- 


obtaining information  to  help  evaluate  the  prob- 
lem of  full  and  part-time  employment  of  phy- 
sicians in  hospitals. 

The  Committees  on  Nursing  and  Ethics  have 
carried  on  their  work  in  their  usual  excellent 
manner. 

The  Committee  on  Hospital  and  Professional 
Relations  continues  to  keep  an  eye  on  the  rele- 
vant matters  in  its  field. 

So  far,  the  Utilization  Committee  has  not 
been  called  on  to  give  advice  to  the  local  med- 
ical societies.  Apparently  a satisfactory  condi- 
tion exists  in  the  local  areas. 

There  was  no  need  to  call  a meeting  of  the 
Committee  on  Mediation  and  Insurance  Claims 
Review.  Apparently  the  county  medical  soci- 
eties are  satisfactorily  handling  these  matters. 

The  Division  on  Standards  of  Medical  Care, 
under  its  director,  Samuel  Z.  Freedman,  M.D.,  is 
functioning  smoothly,  and  the  promises  made  in 
our  previous  reports  have  been  fulfilled.  Our 
appreciation  is  expressed  to  the  director,  his 
secretary.  Miss  Catherine  H.  Renze,  and  the 
entire  headquarters  staff. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 


holders.  Some  of  the  problems,  that  were  dis- 
cussed by  the  committee  during  the  year  are  as 
follows: 

1.  The  question  of  assigning  or  selling  medi- 
cal accounts  receivable  for  a discount  to  pro- 
fessional organizations  was  presented  to  us  by 
one  of  the  constituent  county  medical  societies. 
The  committee  replied  as  follows: 

(a)  The  Council  on  June  8,  1967,  passed 
the  following  resolution: 

“Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  disapprove 
the  assignment  of  medical  accounts  receivable 
or  the  selling  of  medical  accounts  receivable 
for  a discount  to  any  organization.” 
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C b ) This  resolution  was  based  on  the  fol- 
lowing fact:  Chapters  256  and  257  of  the 
Laws  of  New  York  State,  1966,  known  as  the 
Medical  Assistance  for  Needy  Persons  Law, 
implementing  Title  19,  Federal  Public  Law 
89-97,  (Section  367-a,  paragraph  1)  forbids  the 
assignment  of  any  bill. 

2.  The  committee  received  a request  from  a 
commercial  company  to  use  our  mailing  list. 
Their  purpose  was  to  organize  an  agency  for 
physicians  seeking  ethical  employment  for 
short  periods  of  time.  When  requested  to  give 
more  detailed  information,  including  financial 
arrangements,  the  company  informed  us  that 
they  would  pay  the  physician  a standard  fee  and 
also  bill  the  physician’s  employer.  The  com- 
pany’s charges  would  include  the  physician’s  fee 
plus  a certain  percentage  to  cover  expenses  and 
a profit  for  the  stockholders.  The  company 
was  informed  that  the  State  Medical  Society 
does  not  have  a list  of  physicians  available  for 
their  use. 

3.  The  committee  received  a letter  from  a 
physician  in  New  York  City,  in  which  he  re- 
quested an  answer  on  the  ethics  involved  in 
the  following  partnership  arrangement  that  he 
proposed  to  set  up. 

“Three  large  general  practices  which  in- 
volve two  partnerships  and  one  solo  practi- 
tioner (total  of  five  physicians)  will  band  to- 
gether to  start  an  association  which  will  hire 
specialists  as  needed  and  pay  them  a salary 
and  an  incentive  percentage  of  the  net  profits 
of  the  association.  Each  of  the  five  found- 
ing partners  will  take  a fractional  percentage 
of  the  net  profits  of  the  association.  How- 
ever, these  three  general  practices  themselves 
will  always  be  separate  from  the  association 
per  se,  and  their  profit  or  loss  will  have  nothing 
whatever  to  do  with  the  net  profits  of  the 
association.” 

The  committee  replied  that  this  arrangement 
violated  the  following  sections  of  the  Principles 
of  Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York: 

(a)  Chapter  III,  Article  VI,  Section  3, 
“Contract  practice  which  allows  diversion  of 
fees  for  professional  medical  services  to  a 
hospital,  organization,  or  political  subdivision 
is  unethical.” 

( b ) Chapter  III,  Article  VI,  Section  6,“ . . . 
a doctor  of  medicine  should  not  dispose  of 
his  professional  attainments  or  services  to 
any  hospital,  lay  body,  organization,  group, 


or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions 
which  permit  exploitation  of  the  services  of 
the  doctor  of  medicine  for  the  financial  profit 
of  the  agency  concerned.” 

4.  A letter  was  received  from  a physician 
who  had  been  requested  by  a podiatrist  to  do 
x-ray  film  studies  of  the  hips  of  a child,  two  and 
one-half  years  of  age,  to  rule  out  any  abnor- 
malities of  the  hips  before  instituting  treatment 
for  “toeing-in”  by  the  use  of  a “wedge”  in  the 
shoe.  The  committee  replied  that  it  would  be 
inadvisable  to  become  involved  in  this  case 
since  the  podiatrist  is  not  certain  of  the  diagnosis 
and  that  taking  and  reading  of  x-ray  films  could 
be  interpreted  as  aiding  and  abetting  a podia- 
trist to  engage  in  practices  beyond  the  scope 
granted  in  this  State  for  the  practice  of  Podia- 
try. 

5.  A letter  was  received  from  the  adminis- 
trative director  of  the  medical  department  of  a 
health  center  in  New  York  City  regarding  the 
ethics  involved  in  charging  each  physician  a 
monthly  uniform  fee  based  on  the  percentage  of 
income  received  from  Medicare  payments  to 
cover  administrative  and  overhead  costs.  It 
was  the  opinion  of  the  committee  that  a fixed 
fee  should  be  charged  each  physician  for  the  use 
of  the  facilities  provided  for  them  by  the  health 
center. 

6.  To  provide  some  guidelines  to  aid  county 
medical  societies  to  make  decisions  on  questions 
involving  physicians  advertising  in  brochures, 
journals,  and  directories  of  nonprofit  or  charita- 
ble organizations,  the  following  resolution  was 
presented  to  the  Council  on  September  25: 

“ Resolved , That  the  listing  in  nonprofes- 
sional directories  or  brochures  of  limited  cir- 
culation, that  is,  church,  temple,  local  club, 
and  others,  which  are  nonprofit  or  charitable 
in  nature  and  according  to  regulations  pre- 
scribed by  the  county  medical  society  involved, 
shall  not  be  considered  unethical  or  unpro- 
fessional.” 

This  resolution  was  passed  by  the  Council. 
The  committee  expresses  its  appreciation 
to  Samuel  Z.  Freedman,  M.D.,  director,  Divi- 
sion of  Standards  of  Medical  Care;  to  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
and  to  Miss  Catherine  H.  Renze,  secretary  to 
Doctor  Freedman. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Hospi-  Herbert  J.  Wright,  Jr.,  M.D. . . Schenectady 

tal  and  Professional  Relations  consists  of  the  Edward  W.  Mullin,  M.D Onondaga 

following:  Jason  K.  Moyer,  M.D Broome 

Bernard  J.  Pisani,  M.D.,  Chairman Joseph  J.  Kaufman,  M.D. Wayne 

New  York  Edward  C.  Rozek,  M.D Erie 

Rudolph  R.  Del  Giacco,  M.D Albany  Benjamin  G.  Dinin,  M.D Westchester 
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The  committee’s  report  to  the  1968  House  of 
Delegates  carried  a statement  explaining  the 
situation  arising  from  payment  for  teaching  serv- 
ices in  hospitals  having  approved  intern  and 
residency  programs.  A letter  requesting  infor- 
mation regarding  the  type  of  agreement  being 
entered  into  by  hospitals  and  physicians,  which 
was  sent  to  the  institutions  involved,  appeared 
in  the  annual  report,  and  a resume  of  the  re- 
sponses appeared  in  the  supplementary  report. 
During  the  past  year  there  have  been  no  changes 
or  additions,  and  since  no  complaints  have  been 
received  from  the  physicians  involved,  the  com- 
mittee has  not  pursued  the  matter. 

A study  made  by  the  City  Club  of  New  York 
advising  consolidation  of  New  York  City’s 
voluntary  and  municipal  hospitals  was  referred 
by  the  Council  to  the  committee.  The  Council 
accepted  the  committee’s  recommendation  that 
since  this  matter  affects  the  City  of  New  York,  it 
be  referred  to  the  First  District  Branch  for  study 
and  advice.  The  report  and  background  mate- 
rial have  been  forwarded  to  the  Council,  and  we 
are  awaiting  its  recommendations. 


Hospital-Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hospital- 
Based  Physicians  consists  of  the  following: 
Norman  S.  Blackman,  M.D.,  Chairman 


Kings 

Alfred  A.  Angrist,  M.D Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Ian  H.  Porter,  M.D Albany 

James  M.  Blake,  M.D Schenectady 

Robert  P.  Boudreau,  M.D Onondaga 

Victor  J.  Tofany,  M.D Monroe 

Harry  W.  Hale,  Jr.,  M.D Erie 

Eugene  Moskowitz,  M.D Westchester 


During  the  year  an  intensive  effort  was  made 
by  the  committee  to  carry  out  the  suggestions 
made  by  the  Reference  Committee  on  Stand- 
ards of  Medical  Care,  and  adopted  by  the  House 
of  Delegates  at  its  meeting  in  February,  1968, 
which  stated  in  part  as  follows: 

“Your  reference  committee  suggests  . . . that 
a poll  be  taken  throughout  the  State  on  hos- 
pital-salaried physicians  to  obtain  informa- 
tion and  seek  their  comments  on  their  con- 
tractual arrangements  with  the  hospital. 
This  should  include  whether  or  not  they  are 
satisfied  with  these  arrangements,  or  what 
improvements  in  the  contract  they  might  sug- 
gest. The  results  of  such  a poll  would  be 
helpful  in  manual  form  as  a guideline  to 
young  physicians  entering  the  practice  of 
medicine  to  safeguard  them  in  their  contrac- 
tual arrangements  if  they  desire  to  become 
full-time  salaried  physicians.” 

Accordingly,  a questionnaire  is  being  formu- 
lated to  obtain  this  information  and  to  develop 
these  suggestions  in  a meaningful  manner.  In 
cooperation  with  legal  counsel,  a preliminary 
draft  of  such  a manual.  Guidelines  to  Contractual 


Another  item  referred  by  the  Council  re- 
quested an  opinion  on  the  appointment  of  a staff 
epidemiologist  at  each  hospital.  This  stemmed 
from  a recommendation  made  by  the  Committee 
on  Preventive  Medicine,  that  is,  “That  the  Code 
Committee  of  the  Hospital  Review  and  Planning 
Council  draw  up  an  amendment  making  it 
mandatory  that  a hospital  epidemiologist  be 
appointed  by  the  Medical  Board  of  every  hospi- 
tal in  the  State  with  power  to  act  unilaterally.” 
The  Council  agreed  with  our  committee’s  recom- 
mendation that  action  is  not  indicated  at  this 
time  since  evidence  is  not  available  to  support 
such  action,  especially  since  most  hospitals  have 
a committee  on  infections  and  many  presently 
include  a staff  member  acting  as  the  “contagious 
disease”  physician. 

We  are  appreciative  of  the  cooperation  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division  of 
Standards  of  Medical  Care,  and  his  secretary. 
Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


Arrangements  for  Hospital-Based  Physicians,  is 
in  the  process  of  formulation.  F urther  matura- 
tion of  this  important  project  is  anticipated  in 
the  coming  year. 

The  Council  directed  the  committee  to  con- 
cern itself  with  the  substance  of  2 resolutions 
passed  by  the  1968  House  of  Delegates.  These 
were  as  follows:  Resolution  68-29:  Adjudica- 

tion of  the  Legality  of  the  Practice  of  Medicine 
by  Hospital  Corporations;  and  Resolution  68- 
56:  State  Education  Law  and  Physicians’  Fees. 

The  following  statistical  information  was 
brought  to  the  attention  of  the  committee. 
According  to  a recent  survey  made  by  the 
American  Medical  Association,  New  York  State 
has  a total  of  40,082  physicians.  Of  these, 
36,044  are  engaged  in  patient  care.  Full-time 
salaried  physicians,  including  interns,  residents, 
and  fellows  account  for  11,573.  Of  these  3,414 
are  full-time  salaried  attending  physicians.  An 
additional  2,785  physicians  not  engaged  in  pa- 
tient care  are  in  administration  and  research  or 
are  members  of  medical  school  faculties.  Thus, 
including  house  staff  physicians  there  are  14,358 
physicians  in  New  York  State  who  are  in  full- 
time salaried  positions. 

The  committee  wishes  to  express  its  sincere 
appreciation  to  Waring  Willis,  M.D.,  chairman. 
Commission  on  Standards  of  Medical  Care,  for 
his  help  and  guidance,  and  to  Samuel  Z.  Freed- 
man, M.D.,  director,  Division  of  Standards  of 
Medical  Care,  and  William  F.  Martin,  Esq., 
legal  counsel,  for  their  active  help  and  partici- 
pation in  the  deliberations  of  the  committee. 

Respectfully  submitted, 

Norman  S.  Blackman,  M.D.,  Chairman 
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Mediation  and  Insurance  Claims  Review 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Mediation  and  Insurance 
Claims  Review  consists  of  the  following  mem- 
bers: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

Robert  P.  Coolidge,  M.D.  Schenectady 

James  M.  Flanagan,  M.D.  Wayne 

Milton  Gordon,  M.D.  . . Suffolk 

Elvin  E.  Gottdiener,  M.D.  Dutchess 

Henry  B.  Marshall,  M.D. . Chemung 

John  J.  Phelan,  Jr.,  M.D. Albany 

Olaf  J.  Severud,  M.D. . . . Otsego 


The  committee  did  not  meet  because  ques- 
tions requiring  formal  meetings  did  not  arise. 


Medical  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Review  consists  of 


the  following  members: 

Charles  M.  Brane,  M.D. Westchester 

Joel  J.  Brenner,  M.D . . Nassau 

Michael  Brusilow,  M.D.  . . .Albany 

James  N.  Capps,  M.D . Onondaga 

Armand  J.  D’Errico,  M.D Fulton 

George  G.  McCauley,  M.D.  . Tompkins 

John  H.  Morton,  M.D Monroe 

Mortimer  W.  Rodgers,  M.D New  York 

Walter  T.  Zimdahl,  M.D Erie 


The  year  1968  has  been  devoted  to  the  follow- 
ing accomplishments: 

1.  Six  subcommittees  of  physicians  have 
been  supplied  with  guides  to  aid  each  in  applying 
the  methodology  of  the  Category-Item  Review 
Pattern  to  6 diagnoses  and  procedures.  Of 
these,  5 subcommittees  have  met  and  have  pro- 
duced review  patterns  for  the  diagnosis  and 
procedure  assigned  to  each  subcommittee.  The 
review  pattern  for  the  sixth  diagnosis  and  proce- 
dure is  near  completion. 

2.  A project  for  testing  the  methodology 
used,  financed  by  the  U.S.  Department  of 


Nursing 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nurs- 
ing is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman . Kings 


Frank  Albert  Baumann,  M.D Broome 

Lester  J.  Candela,  M.D Queens 

Clarke  T.  Case,  M.D Oneida 


Apparently  the  county  medical  societies,  when 
they  receive  requests  for  help  from  their  mem- 
bers, are  capable  of  providing  it  without  calling 
on  the  State  Medical  Society’s  committee  for 
advice. 

The  headquarters  staff,  particularly  Samuel 
Z.  Freedman,  M.D.,  director  of  the  Division  of 
Standards  of  Medical  Care,  offered  advice  and 
help  in  several  instances  without  calling  on 
the  committee.  Your  chairman  is  kept  in- 
formed, and  the  result  is  satisfactory. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


Health,  Education,  and  Welfare,  and  carried  out 
under  the  auspices  and  direction  of  the  Medical 
Society  of  the  State  of  New  York,  is  well  under 
way.  Nine  hundred  clinical  records  from  6 hos- 
pitals in  New  York  State  are  being  reviewed  in 
the  course  of  this  test. 

3.  Further  progress  has  been  made  in  pre- 
paring a Medical  Review  Manual,  although  its 
completion  has  been  delayed. 

Since  the  activities,  now  in  progress,  will  con- 
tinue into  1969,  a supplementary  report  will  be 
made  at  a later  date. 

The  chairman  wishes  to  thank  all  the  mem- 
bers of  his  committee  and  the  6 subcommittees 
for  their  time,  interest,  and  efforts.  He  also 
wishes  to  thank  Samuel  Z.  Freedman,  M.D., 
director,  Bureau  on  Standards  of  Medical  Care; 
Shirley  Sanderson,  R.N.,  administrative  assist- 
ant; and  Mildred  A.  Morehead,  M.D.,  consult- 
ant, for  their  suggestions,  participation,  and 
efforts. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 


Douglas  S.  Damrosch,  M.D.  New  York 

Fred  E.  Dexter,  M.D Albany 

Ramsdell  Gurney,  M.D Erie 

Ralph  F.  Jacox,  M.D. . Monroe 

Joel  E.  Mandel,  M.D.  Rockland 

Frank  C.  Nichols,  M.D Nassau 
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During  the  past  year  the  committee  held  two 
meetings  and  also  met  twice  with  the  represent- 
atives of  the  New  York  State  Nurses  Associa- 
tion and  the  Hospital  Association  of  New  York 
State. 

At  the  meeting  of  June  20,  Arthur  G.  Baker, 
M.D.,  associate  commissioner,  New  York  State 
Department  of  Health,  was  present  as  an  invited 
guest  and  took  an  active  part  in  the  discussions. 
The  committee’s  concern  with  the  continuing 
changes  in  policy  in  nursing  education  was  the 
subject  of  further  discussions  among  the  com- 
mittee members  and  with  the  representatives 
of  the  nursing  profession. 

The  committee’s  support  of  the  continuation 
and  improvement  of  three-year  diploma  schools 
has  not  diminished.  The  committee  is  pleased 
to  note  the  Federal  government’s  support  of  our 
position  by  the  introduction  of  bills  S.  2549 
by  Senator  Lister  Hill  (Democrat,  Alabama) 
and  H.  R.  13096  by  Representative  Fred  B. 
Rooney  (Democrat,  Pennsylvania).  Briefly, 
these  bills  provide  for  increased  assistance  to 
hospital  diploma  schools  of  nursing.  Although 
no  action  was  taken,  these  bills  are  likely  to  be 
seriously  considered  by  Congress  next  year. 
The  following  resolution  incorporates  the  com- 
mittee’s proposals  on  nursing  education: 

“Whereas,  The  Council  Committee  on 
Nursing  of  the  Medical  Society  of  the  State  of 
New  York  has  previously  gone  on  record  as  fa- 
voring a Joint  Commission  on  Accreditation  of 
Schools  of  Nursing  with  representatives  from 
the  American  Medical  Association,  the 
American  Hospital  Association,  the  National 
League  for  Nursing,  and  the  American  Nurses’ 
Association;  and 

“Whereas,  The  committee  feels  that  the 
responsibility  for  the  maintenance  of  stand- 
ards of  nursing  care  is  and  must  be  the 
joint  responsibility  of  the  nursing  and  medical 
profession;  and 

“Whereas,  The  policy  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  pre- 
cludes its  involvement  in  the  accreditation  of 
education  programs;  now  therefore  be  it 

Resolved,  That  a separate  commission  with 
representatives  from  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, the  National  League  for  Nursing,  and 
the  American  Nurses’  Association  be  es- 
tablished and  constitute  the  means  by  which 
accreditation  of  nursing  schools  becomes  the 
joint  responsibility  of  the  nursing  and  the 
medical  professions,  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  be  in- 
structed to  introduce  a similar  resolution  at 
the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1968, 
in  order  that  such  a commission  be  estab- 
lished nation-wide. 

This  resolution  was  approved  by  the  Council 
and  transmitted  to  the  AMA  House  of  Delegates 
for  discussion  at  its  June,  1968,  meeting. 
The  House  voted  to  refer  it  to  the  Board  of 


Trustees  and  the  Committee  on  Nursing.  The 
committee  also  solicited  support  for  this  legis- 
lation from  the  Council  Committee  on  Federal 
Legislation. 

The  committee  agrees  with  the  position  taken 
by  the  New  York  State  Nurses  Association  on 
various  bills  being  considered  by  the  New  York 
State  Legislature.  We  oppose  legislation  which 
disregards  setting  adequate  standards  for  the 
education  and  accreditation  of  nurses  and  nurs- 
ing programs.  We  are  in  favor  of  legislation 
which  provides  high-quality  nursing  care  and 
oppose  any  legislation  that  would  lower  the 
quality  of  nursing  care. 

A proposal  was  made  to  hold  a series  of  meet- 
ings between  members  of  the  medical  and  nurs- 
ing professions  in  each  district  branch  of  the 
State  to  discuss  the  problem  of  inadequate 
communication  and  cooperation  between  these 
professions.  Officers  of  each  district  branch 
will  be  requested  to  approve  this  proposal  and 
to  appoint  representatives  from  their  districts 
to  meet  with  the  Council  Committee  on  Nursing. 
Such  meetings  would  provide  a means  of  es- 
tablishing closer  communication  and  exchange 
of  ideas  and  help  to  promote  a better  relation- 
ship between  the  professions.  The  New  York 
State  Nurses  Association  has  agreed  to  cooperate 
in  this  project. 

At  the  June  20  meeting  of  the  committee  a 
letter  was  read  from  F.  J.  L.  Blasingame,  M.D., 
former  executive  vice-president  of  the  AMA, 
concerning  the  promotion  of  an  annual  “Nurses 
Recognition  Day”  in  New  York  State.  This 
was  approved,  and  the  New  York  State  Nurses 
Association  agreed  to  cooperate  and  to  assume 
responsibility  for  implementing  this  program. 

The  New  York  State  Nurses  Association 
showed  interest  in  developing  a liaison  com- 
mittee between  the  medical  and  nursing  pro- 
fessions. This  idea  coincides  with  the  com- 
mittee’s plan  to  set  up  regional  committees  in 
the  district  branches.  These  local  committees, 
consisting  of  nurses  and  physicians,  would  (1) 
assist  in  solving  local  problems,  (2)  help  our 
committee  members  to  be  better  informed,  and 
(3)  take  part  in  the  comprehensive  health  plan- 
ning program  being  developed  in  the  State. 

Joint  Position  Statements.  After  lengthy 
discussions  the  following  Joint  Position  State- 
ment was  approved  by  the  State  Medical  So- 
ciety, the  New  York  State  Nurses  Association, 
and  the  Hospital  Association  of  New  York  State. 

Concerned  with  the  increasing  number  of  “gray” 
areas  in  nursing  and  medical  practice,  and  in  response 
to  a need  expressed  by  nurses  and  their  employers  for 
guidelines  and  direction  regarding  the  responsibilities 
of  the  medical  and  musing  professions  in  certain  patient- 
care  situations,  a Joint  Committee  of  the  State  Medical 
Society,  the  State  Hospital  Association,  and  the  State 
Nurses  Association  met  ■ discuss  and  explore  these 
areas. 

Six  position  statements  have  been  developed.  They 
set  forth  guidelines  which  an  individual  agency  will  find 
helpful  in  determining  policies  regarding  these  pro- 
cedures and  in  clarifying  responsibilities  in  other  situa- 
tions. 

These  six  statements  have  been  approved  by  the 
Council  of  the  Medical  Society  of  the  State  of  New 
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York,  the  Board  of  Trustees  of  the  Hospital  Association 
of  New  York  State,  and  the  Board  of  Directors  of  the 
New  York  State  Nurses  Association. 

Preface.  Due  to  the  tremendous  scientific,  tech- 
nologic, and  medical  advances  over  the  past  few  years, 
with  the  resulting  increase  in  the  number  and  type  of 
health  care  facilities  and  the  demand  for  new  and 
improved  health  services,  many  changes  are  rapidly 
taking  place  in  traditional  areas  of  medical  and  nursing 
practice.  With  these  changes  have  come  questions 
and  problems  regarding  the  definitive  role  and  responsi- 
bility of  the  doctor  and  the  nurses  in  certain  patient 
care  situations. 

Fully  realizing  the  implications  inherent  in  these 
changes  for  both  groups  of  practitioners  and  ever  mind- 
ful of  their  obligation  to  protect  fully  the  interest  and 
safety  of  the  patient,  a joint  committee  of  the  Medical 
Society  of  the  State  of  New  York,  the  New  York  State 
Nurses  Association,  and  the  Hospital  Association  of 
New  York  State  met  to  discuss  and  explore  areas  of 
existing  and  emerging  problems  affecting  the  nurse  and 
the  medical  practitioner. 

Since  by  law  nursing  and  medicine  are  two  separately 
recognized  professions,  it  was  clearly  understood  and 
agreed  by  the  3 groups  that  the  setting  and  the  control 
of  standards  of  practice  are  the  prerogatives  of  the  in- 
dividual profession.  It  was  further  agreed  that  prob- 
lems arising  from  within  the  area  of  joint  functioning 
could  best  be  solved  through  joint  study  and  collabora- 
tive effort. 

In  considering  problems  related  to  medical  and  nurs- 
ing practice  presented  by  doctors,  nurses,  and  hospital 
administrators,  and  in  response  to  the  requests  by  these 
groups  for  interpretation  of  the  role  and  responsibility 
of  the  doctor  and  nurse  in  certain  procedures,  it  was 
agreed  that  joint  statements  by  the  3 State  organiza- 
tions setting  forth  general  guidelines  on  questionable 
areas  of  practice  would  be  helpful  to  the  local  hospital 
or  agency.  It  was  further  agreed  that  the  ultimate  de- 
cision as  to  the  role  and  responsibility  of  the  doctor  and 
the  nurse  in  carrying  out  certain  procedures  in  a hospital 
or  agency  rests  with  the  decision-making  group  of  the 
individual  hospital  or  agency. 

Medical- Nursing  Practices  Committee.  To  assist 
hospitals  and  agencies  in  solving  problems  related  to 
medical  and  nursing  practice,  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Nurses  As- 
sociation, and  the  Hospital  Association  of  New  York 
State  strongly  recommend  that  there  be  established 
in  each  hospital,  institution,  and  health  agency  in  the 
state  an  advisory  committee  (suggested  name — 
Medical-Nursing  Practices  Committee)  which  will 
have  the  following  functions: 

1.  To  recommend: 

(a)  Written  policies  outlining  the  responsibilities 
of  doctors  and  nurses  in  the  care  of  patients. 

(b)  Criteria  for  determining  the  role  and  re- 
sponsibility of  the  doctor  and  the  nurse  in  the 
performance  of  certain  procedures. 

(c)  Methods  for  the  implementation  and  the  com- 
munication of  decisions  reached  regarding  areas 
of  responsibility. 

2.  To  review: 

(a)  At  stated  intervals  any  changes  and  de- 
velopments in  medical  and  nursing  practice. 

3.  Suggested  composition  of  the  committee: 

It  is  recommended  that  appropriate  representatives 
of  the  following  groups  comprise  the  committee: 

(a)  Medicine 

(b)  Nursing 

( c ) Administration 

It  is  further  suggested  that  appropriate  representa- 
tives of  other  departments  be  consulted  when  inter- 
related problems  are  being  considered. 

In  making  its  recommendations  the  Medical-Nursing 
Practices  Committee  should  bear  in  mind  the  following 


factors: 

(1)  Condition  of  patient — diagnosis  and  current 
status. 

(2)  Physical  setting. 

(3)  Equipment  available  to  meet  emergency  situa- 
tion. 

(4)  Availability  of  emergency  medical  team. 

(5)  Knowledge,  skills,  and  expertness  of  nurse — 
preparation  of  the  nurse  for  the  specific  func- 
tion. 

(6)  Availability  of  medical  and  nursing  personnel  to 
give  care. 

(7)  Analysis  and  testing  of  new  procedure  before 
individual  responsibilities  are  determined. 

In  the  event  any  individual  Medical-Nursing  Prac- 
tices Committee  desires  assistance  or  collaborative 
discussion  on  a particular  problem,  a joint  committee 
of  the  Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Nurses  Association  and  the  Hospital 
Association  of  New  York  State  will  be  available  for  this 
type  of  assistance. 

Closed-Chest  Cardiac  Resuscitation  and  the  Nurse. 
It  is  agreed  that  in  any  emergency  situation,  and  in  the 
absence  of  and  until  a physician  can  take  over,  a regis- 
tered professional  nurse  properly  trained  in  the  technic 
may  initiate  the  procedure  of  closed-chest  cardiac  re- 
suscitation. 

It  is  further  agreed  that  the  procedure  of  closed-chest 
cardiac  resuscitation  is  primarily  a medical  procedure; 
therefore,  the  decision  to  delegate  this  responsibility, 
in  an  emergency  situation  to  a registered  professional 
nurse,  must  be  assumed  by  the  medical  board  or  com- 
parable body  of  an  individual  hospital  or  agency. 

T o assure  that  nurses  are  adequately  prepared  to  carry 
out  the  procedure,  hospitals  and  agencies  should  provide 
ongoing  training  programs  on  closed-chest  cardiac  re- 
suscitation under  the  direction  of  a physician. 

Administration  of  Investigational  Drugs  and  the  Nurse. 
It  is  recommended  that  each  hospital  or  agency  en- 
gaged in  the  use  of  investigational  drugs  adopt  rules 
consistent  with  the  “Principles  Involved  in  the  Use  of 
Investigational  Drugs  in  Hospitals,”  approved  in  1957 
by  the  American  Hospital  Association  and  the  American 
Society  of  Hospital  Pharmacists,  that  is: 

Hospitals  are  the  primary  centers  for  clinical  in- 
vestigations on  new  drugs.  By  definition  these  are 
drugs  which  have  not  yet  been  released  by  the 
Federal  Food  and  Drug  Administration  for  general  use. 

Since  investigational  drugs  have  not  been  certi- 
fied as  being  for  general  use  and  have  not  been  cleared 
for  sale  in  interstate  commerce  by  the  Federal  Food 
and  Drug  Administration,  hospitals  and  their  medi- 
cal staffs  have  an  obligation  to  their  patients  to 
see  that  proper  procedures  for  their  use  are  estab- 
lished. 

Procedures  for  the  control  of  investigational  drugs 
should  be  based  on  the  following  principles: 

1.  Investigational  drugs  should  be  used  only 
under  the  direct  supervision  of  the  principal 
investigator  who  should  be  a member  of  the 
medical  staff  and  who  should  assume  the 
burden  of  securing  the  necessary  consent. 

2.  The  hospital  should  do  all  in  its  power  to  foster 
research  consistent  with  adequate  safeguard 
for  the  patient. 

3.  When  nurses  are  called  on  to  administer  in- 
vestigational drugs,  they  should  have  avail- 
able to  them  basic  information  concerning  such 
drugs,  including  dosage  forms,  strengths  avail- 
able, actions  and  uses,  side  effects,  symptoms  of 
toxicity,  and  so  on. 

4.  The  hospital  should  establish,  preferably 
through  the  pharmacy  and  therapeutics  com- 
mittee, a central  unit  where  essential  informa- 
tion on  investigational  drugs  is  maintained 
and  whence  it  may  be  made  available  to  au- 
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thorized  personnel. 

5.  The  pharmacy  department  is  the  appropriate 
area  for  the  storage  of  investigationa  1 drugs, 
as  it  is  for  all  other  drugs.  This  will  also  pro- 
vide for  proper  labeling  and  dispensing  in  accord 
with  the  investigator's  written  orders. 

Administration  of  Anesthesia  During  Labor.  It  is 
agreed  that  the  administration  of  anesthesia  is  a 
medical  procedure,  and  the  responsibility  for  carrying  out 
such  procedure  may  be  delegated  by  the  attending 
physician  only  to  an  individual  who,  by  training  and  ex- 
perience, is  qualified  to  administer  anesthesia. 

A registered  professional  nurse,  not  so  qualified, 
should  not  be  expected,  or  should  not  be  allowed,  to 
administer  anesthesia  to  patients  during  labor. 

Hospitals  should  provide  necessary  coverage  in  de- 
livery room  by  either  a physician  or  a nurse  qualified 
in  the  administration  of  anesthesia. 

The  Role  of  the  Registered  Professional  X urse  in  the 
Care  of  Patients  with  Cardiovascular  Diseast  in  the  Cor- 
onary Care  or  Intensive  Care  Units.  During  recent 
years  it  had  been  demonstrated  that  early  recognition  of 
signs  and  symptoms  and  immediate  therapeutic  inter- 
vention has  significantly  reduced  the  mortality  rate 
from  myocardial  infarction.  This  has  been  accom- 
plished by  caring  for  these  patients  in  coronary  care  or 
intensive  care  units.  Because  of  the  character  of  the 
care  given  and  the  types  of  patients  admitted  to  these 
areas,  the  registered  professional  nurse  has  become  a cen- 
tral figure  in  these  units. 

It  is  agreed  that  the  use  of  cardiac  monitors,  de- 
fibrillators, and  resuscitating  equipment  is  a medical 
responsibility.  However,  under  certain  conditions, 
if  a physician  is  not  immediately  available,  it  is  ap- 
propriate for  the  registered  professional  nurse  on  rec- 
ognizing a cardiac  or  respiratory  emergency  case  to 
initiate  the  following  emergency  therapies: 

(a)  Interpret  major  cardiac  arrhythmias  on  monitor 
and  electrocardiogram  strips 

(b)  Administer  oxygen 

(c)  Start  intravenous  infusions 

(d)  Use  pacemaker 

(e>  In  the  event  of  ventricular  fibrillation  prepare 
patient  for  counter  shock  and  defibrillate  patient 

(f)  Perform  closed-chest  massage  manually  or  with 
automatic  compression  equipment 

(g)  Apply  tourniquets  in  patients  with  acute  con- 
gestive heart  failure  or  use  automatic  rotating 
tourniquet  apparatus 

(h)  Use  equipment  to  assist  respiration,  including 
manual  breathing  bag  or  intermittent  positive- 
pressure  apparatus 

(i)  Perform  venipuncture  for  blood  chemistry 
studies. 


Utilization  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Utilization 
Review  consists  of  the  following: 

John  A.  Finkbeiner,  M.D.,  Chairman ... 


New  Y ork 

Leonard  Berman,  M.D Erie 

Daniel  Friedman,  M.D. Suffolk 

James  Q.  Haralambie,  M.D..  . Westchester 
Phillip  M.  Ikins,  M.D.  Onondaga 

Charles  H.  Kinley,  M.D Chemung 

Max  E.  Moravec,  M.D.  Schenectady 


The  delegation  of  this  responsibility  to  the  registered 
professional  nurse  must  be  approved  and  recom- 
mended by  the  medical  board  (or  a comparable  body) 
of  the  individual  hospital  or  agency.  However,  the 
following  conditions  must  be  met: 

1.  The  registered  professional  nurse  must  have 
had  special  preparation  for  functioning  in 
the  coronary  care  or  intensive  care  unit, 
that  is,  in  the  scientific  principles  underlying 
therapy,  and  in  instruction  in  the  specific 
technics  and  equipment  to  be  utilized,  and 
must  have  demonstrated  that  she  is  capable  of 
safely  performing  the  procedures. 

2.  The  registered  professional  nurse  must  per- 
form these  duties  within  guidelines  which  have 
been  carefully  stated,  approved,  and  recom- 
mended by  the  medical  board  (or  comparable 
body)  of  individual  hospitals  or  agencies. 

A statement  of  policy  by  an  employing  agency  or  a 
professional  organization  does  not  relieve  a nurse  of 
responsibility  for  her  own  acts,  nor  does  it  provide  im- 
munity from  legal  action  if  she  is  remiss  in  carrying  out 
her  responsibilities. 

Insertion  of  I ntravenous  Catheters.  The  Joint  Com- 
mittee of  the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Nurses  Association,  and  the  Hos- 
pital Association  of  New  York  State  feels  the  insertion 
of  intravenous  catheters  is  a procedure  that  can  be  per- 
formed by  a professional  nurse  qualified  by  special 
training  and  experience  in  the  technics  involved,  when 
it  is  ordered  by  a physician. 

It  is  also  noted  that  this  does  not  include  a vein  cut- 
down. 

It  is  further  recommended  that  a nurse  not  so  trained 
is  legally  obligated  to  refuse  to  do  such  a procedure. 

The  committee  notes  with  satisfaction  that 
these  statements  have  provoked  much  interest 
throughout  the  State,  as  demonstrated  by  the 
many  requests  for  additional  copies  received 
from  physicians,  hospitals,  nursing  associations, 
and  the  legal  profession. 

The  committee  expresses  its  appreciation  to 
the  New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State  for  their 
cooperation  in  developing  these  statements, 
particularly  to  the  Hospital  Association  of  New 
York  State  for  the  printing  and  distributing  of 
this  statement. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.  Chairman 


Charles  D.  Sherman,  Jr.,  M.D Monroe 

Francis  A.  Stephens,  M.D Albany 


Mark  A.  Freedman,  M.D.,  Adviser 

N ew  Y ork 

The  Committee  met  on  April  5 to  discuss 
recent  policy  decisions  of  the  Bureau  of  Health 
Insurance,  Social  Security  Administration,  rela- 
tive to  utilization  review.  The  Social  Security 
Administration  has  been  accumulating  and 
analyzing  statistical  profiles  on  Medicare  cases. 
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The  fiscal  intermediaries  and  the  New  York 
State  Department  of  Health  have  been  advised 
of  their  responsibilities  to  assure  the  Social 
Security  Administration  “as  to  whether  pro- 
viders are  in  substantial  compliance  with  the 
conditions  of  participation,  including  the  utili- 
zation review  plan  requirements  contained  in 
such  conditions.” 

With  such  specific  direction,  the  fiscal  inter- 
mediaries and  the  State  Department  of  Health 
can  be  expected  not  only  to  make  on-site  sur- 
veys of  the  activities  of  the  Utilization  Review 
Committee  but  will  scrutinize  all  “areas  of  pro- 
fessional activity  which  may  contain  elements 
of  inappropriate  utilization.”  Furthermore, 
these  agencies  have  been  advised  to  use  their 
own  and  all  available  data  in  the  supervision 
and  evaluation  of  the  practices  and  procedures 
of  the  utilization  of  health  services  within  each 
institution.  Due  to  special  problems  in  the 
creation  and  function  of  an  effective  utilization 
review  procedure,  often  related  to  the  lack  of 


an  organized  staff,  extended  care  facilities  may 
well  be  the  first  to  experience  such  scrutiny. 

Despite  our  efforts  to  maintain  a functional 
and  effective  utilization  review  procedure,  no 
problems  have  been  referred  to  or  complaints 
received  by  your  committee.  At  the  time  of 
the  writing  of  this  report,  the  situation  seems 
to  be  characterized  by  apathy  and  disinterest. 
However,  the  committee  is  ready  to  assist  the 
utilization  review  committees  of  any  component 
county  medical  society,  district  branch,  or 
other  groups  in  any  way  feasible  and  welcomes 
any  inquiries. 

The  committee  acknowledges  with  grateful 
thanks  and  appreciation  the  guidance  and  as- 
sistance of  Samuel  Z.  Freedman,  M.D.,  direc- 
tor, Division  of  Standards  of  Medical  Care,  and 
the  entire  staff  of  the  Medical  Society  of  the 
State  of  New  York. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 
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1969  HOUSE  OF  DELEGATES 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health 
and  Education  are: 

Irving  L.  Ershler,  M.D.,  Chairman 


Onondaga 

Franklyn  B.  Amos,  M.D.  Albany 

Peter  S.  Battaglia,  M.D.  Niagara 

William  A.  Bauman,  M.D.  New  York 

Frederick  Beck,  M.D.  Tompkins 

Charles  A.  Bertrand,  M.D.  Westchester 

Marvin  A.  Block,  M.D. . Erie 

Marvin  L.  Bloom,  M.D.. Erie 

George  M.  Brown,  M.D.  Suffolk 

Irving  Cramer,  M.D Oneida 

Leo  Dobrin,  M.D Queens 

Arthur  H.  Dube,  M.D.  Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

James  I.  Farrell,  M.D Oneida 

Merton  C.  Hatch,  M.D.  Onondaga 

Milton  Helpern,  M.D New  York 

Thurston  L.  Keese,  M.D. Onondaga 

Herbert  A.  Laughlin,  M.D..  Chautauqua 

Harry  S.  Lichtman,  M.D..  Kings 

James  A.  Moore,  M.D. . . New  York 

C.  George  Murdock,  M.D.  Onondaga 

Kenneth  B.  Olson,  M.D.  Albany 

Charles  D.  Sherman,  Jr.,  M.D.  Monroe 

Norman  Simon,  M.D New  York 

Reginald  R.  Steen,  M.D.  Nassau 

Waring  Willis,  M.D Westchester 

The  Commission  is  composed  of  the  chair- 


men of  twenty-six  committees  who  meet  each 
year  in  Albany  with  the  Commissioner  of  Health 
and  his  staff  to  exchange  information  and  to 
discuss  interdependent  methods  of  improving 
programs  sponsored  jointly  by  the  New  York 
State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York.  This  meet- 
ing, which  crystallizes  each  group’s  continuing 
programs,  exemplifies  the  best  in  possible  co- 
operation between  members  of  government  and 
private  practitioners  of  medicine.  The  minutes 
of  this  year’s  meeting  show  that  the  physicians 
who  serve  on  the  various  committees  give  time 
and  effort  to  bring  newer  knowledge  to  the 
State  Society  membership.  Probably  at  no 
time  in  history  has  the  increase  in  medical 
knowledge  surpassed  the  current  rate.  These 
rapidly  expanding  horizons  include  all  health 
matters,  public  and  private.  If  we  are  to  keep 
pace  with  modern  scientific,  social,  and  tech- 
nologic progress,  we  must  expand  and  intensify 
all  our  programs,  especially  in  continuing  edu- 
cation for  physicians. 

Committees.  The  Committee  on  Accident 
and  Injury  Prevention  has  continued  its  active 


program  to  make  the  highways  safer.  It  has 
cooperated  with  committees  of  both  the  State 
Health  Department  and  the  Department  of 
Motor  Vehicles  in  establishing  standards.  The 
chairman  of  our  committee  is  an  ex  officio  mem- 
ber of  the  Driver  Licensing  Panel  for  the  Com- 
missioner of  Motor  Vehicles. 

The  importance  of  and  the  necessity  for  phy- 
sicians working  with  members  of  other  health 
care  disciplines  is  poignantly  illustrated  in  the 
work  being  done  by  our  Committee  on  Aging 
and  Nursing  Homes.  This  may  well  be  the 
first  time  in  the  United  States  that  representa- 
tives of  medicine,  dentistry,  podiatry,  and  op- 
tometry have  put  aside  their  vested  interests 
and  jealousies  to  promote  better  health  care. 

Our  Committee  on  Alcoholism  and  Drug 
Abuse  and  the  Committee  on  Public  Health  of 
the  New  York  State  Bar  Association,  made  a 
plea  for  more  compassion  and  understanding  of 
the  problems  of  the  alcoholic  person.  These 
committees  emphasize  that  more  effort  must  be 
made  toward  public  acceptance  of  alcoholism  as 
a disease  rather  than  as  a crime  against  society. 
The  recent  Supreme  Court  decision  which  ruled 
to  the  contrary  has  been  discouraging  to  per- 
sons and  agencies  trying  to  improve  the  lot  of 
the  alcoholic  person. 

From  the  committees’  reports  we  find  the 
following: 

1.  The  Cancer  Committee  has  intensified 
its  efforts  to  publicize  their  campaign  against 
cigaret  smoking. 

2.  The  Committee  on  Chronic  Pulmonary 
Diseases  has  made  a plea  for  additional  regional 
respiratory  diagnostic  and  treatment  centers. 

3.  The  Committee  on  Forensic  Medicine 
has  urged  a change  from  the  coroner  system  to 
the  medical  examiner  system. 

4.  The  Committee  on  Data  Processing  in 
Medicine  has  stated  that  the  use  of  computers 
leads  to  more  accurate  and  faster  reporting  of 
analytical  studies  and  that  other  applications  of 
the  computer  are  “in  the  wings”  awaiting  only 
proper  programming  before  their  debut  on  the 
medical  stage.  To  disseminate  information  on 
these  and  related  subjects,  the  committee  mem- 
bers have  made  themselves  available  to  all 
physicians  who  may  be  interested  in  learning 
about  this  important  new  development  in  medi- 
cine. 

5.  The  committees  concerned  with  vision, 
hearing,  and  school  health  have  embarked  on  a 
pilot  project  involving  audio-visual  tests  for 
preschool  children.  The  Division  of  Scientific 
Activities  has  answered  more  than  400  letters 
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about  this  latest  method  of  detecting  hearing 
and  visual  defects  in  preschool  children. 

6.  The  Committee  on  Maternal  and  Child 
Welfare  has  been  collecting  data  which  indicate 
the  need  for  continuing  education  in  the  most 
effective  methods  of  reducing  maternal  and 
perinatal  mortality  rates.  The  committee  has 
also  cooperated  with  the  New  York  State  De- 
partment of  Health  in  devising  a new  birth 
certificate. 

7.  The  program  of  the  Committee  on  Medi- 
cal Aspects  of  Sports  has  been  a great  success. 
The  committee’s  report  gives  details  of  its  work 
with  school  physicians  and  coaches,  especially 
at  its  annual  meeting  on  Medical  Aspects  of 
Sports. 

8.  The  committees  concerned  with  mental 
hygiene,  metabolic  disease,  preventive  medi- 
cine, and  rural  medical  services,  are  all  active  in 
their  attempts  to  keep  practicing  physicians 
up  to  date  by  disseminating  information  in  their 
respective  fields. 

9.  The  State-wide  Committee  on  Compre- 
hensive Health  Planning,  working  with  the 
Division  of  Communications,  has  in  less  than  a 
year  given  practically  every  physician  in  the 
State  the  opportunity  to  learn  about  Section 
314  (b)  Public  Health  Service  Act  as  amended 
by  Public  Law  89-749.  Never  before  have  so 
many  physicians  been  interested  in  and  worked 
for  community  health  planning.  Citizens  have 


Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident 
and  Injury  Prevention  are  as  follows: 

Irving  Cramer,  M.D.,  Chairman Oneida 

Harold  Brandeleone,  M.D New  York 

James  E.  Holmblad,  M.D Schenectady 

Robert  H.  Kennedy,  M.D New  York 

John  D.  States,  M.D Monroe 

This  committee  has  been  active  during  the 
year  because  of  the  many  changes  made  in 
Federal  and  State  legislation  concerning  accident 
prevention  and  injury  control  which  affect  our 
daily  lives.  A meeting  was  held  July  1,  at 
which  time  our  previous  recommendations  and 
reports  were  reviewed.  The  committee  recom- 
mended to  the  State  Medical  Society  that  it 
continue  to  support  legislation  which  would 
change  the  insurance  law  to  insure  basic  protec- 
tion for  patients  injured  in  traffic  accidents. 

The  committee  reviewed  the  problem  of 
physicians  receiving  requests  from  insurance 
companies  for  information  on  driver  fitness 
without  signed  authorization  from  the  appli- 
cant or  patient  to  release  this  information.  The 
committee  was  unanimous  in  its  opinion  that 
(1)  no  form  should  be  filled  out  or  information 
given  without  prior  authorization  from  the 
patient,  and  (2)  the  physician  is  not  in  a position 


noted  that  the  physicians’  attitudes  and  efforts 
are  different  from  the  former  so-called  ‘;aloof- 
ness”  of  the  members  of  the  medical  profession. 
Members  should  appreciate  the  efforts  of  this 
committee,  the  Committee  on  Public  Relations, 
your  president,  and  other  officers  for  their  ef- 
forts in  this  enterprise. 

Members  are  urged  to  read  each  committee’s 
report,  which  gives  details  on  the  committee’s 
activities  of  the  past  year  and  its  plans  for  the 
future. 

This  Commission  is  one  segment  of  the  Divi- 
sion of  Scientific  Activities.  Your  chairman 
takes  this  opportunity  to  acknowledge  with 
gratitude  the  efforts  of  all  the  chairmen  and 
committee  members  whose  dedication  and  hard 
work  have  made  the  year  a success.  As  usual, 
Norman  S.  Moore,  M.D.,  director  of  the  Divi- 
sion of  Scientific  Activities,  and  his  adminis- 
trative assistant.  Miss  Dorothy  Smith,  provide 
the  expertise  and  wisdom  to  provide  a compre- 
hensive, aggressive,  and  meaningful  program. 
The  field  representatives  of  the  Division  of 
Communications  have  given  us  great  assistance 
in  many  fields,  and  their  efforts  are  acknowl- 
edged here  with  gratitude.  Your  chairman  is 
especially  grateful  to  Samuel  Pakula,  steno- 
typist  for  his  capable  recording  of  our  meetings. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 


to  determine  driver  fitness.  It,  therefore,  recom- 
mended the  following:  (1)  The  State  Medical 

Society  inform  its  members  that  they  may  only 
submit  an  evaluation  of  the  patient’s  general 
physical  condition  on  receipt  of  properly  signed 
authorization  from  the  patient;  and  (2)  someone 
other  than  the  examining  physician  should  deter- 
mine whether  or  not  the  patient  meets  driving 
safety  requirements.  For  example,  under  the 
Social  Security  law  when  a physician  is  asked 
to  submit  the  findings  of  his  complete  physical 
examination,  he  is  specifically  advised  not  to 
make  any  conclusion  on  the  patient’s  disability. 

A magazine  dealing  with  traffic  problems 
requested  the  committee  to  submit  an  article  for 
publication.  The  committee  felt  it  was  not  able 
to  comply  with  this  request  at  the  present  time. 

An  invitation  was  received  from  H.  A.  Fenner, 
Jr.,  M.D.,  chairman  of  the  AMA  Committee  on 
Medical  Aspects  of  Automotive  Safety,  to  par- 
ticipate in  workshops  on  precrash,  crash,  and 
postcrash  phases  of  automotive  safety  which  was 
held  on  September  13  and  14  at  Washington, 
D.C.  Our  committee  was  ably  represented  by 
John  D.  States,  M.D.,  who  has  made  an  exten- 
sive study  of  the  problems  in  this  field. 

A letter  was  read  from  Henry  I.  Fineberg, 
M.D.,  which  advised  that  problems  on  disaster 
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medical  care  might  be  assigned  to  our  com- 
mittee. Since  the  work  of  our  commitee  is 
oriented  toward  automobile  licensing  and 
safety  requirements,  emergency  medical  care 
and  transportation  of  the  injured,  and  auto- 
mobile crash  problems,  it  was  the  unanimous 
opinion  of  the  members  that  disaster  medical 
care  planning  does  not  fall  within  the  province 
of  our  committee. 

A meeting  was  held  with  members  of  the 
Bureau  of  Motor  Vehicles  and  the  New  York 
State  Department  of  Health,  under  the  chair- 
manship of  Stephen  C.  Mahady,  M.D.,  assistant 
commissioner  for  medical  services,  to  discuss  the 
duties  and  the  responsibilities  of  our  respective 
units.  Also  discussed  were  disaster  medical 
care;  training  of  first-aid  personnel,  such  as 
volunteer  firemen,  policemen,  ambulance  at- 
tendants, and  emergency  room  attendants;  and 
formation  of  the  Medical  Advisory  Committee 
to  the  Commissioner  of  Motor  Vehicles  which 
is  mandated  by  the  Federal  Highway  Safety 
Law.  A committee  consisting  of  medical  con- 
sultants in  the  various  specialty  practices,  such 
as  otolaryngology,  cardiology,  neurology,  ortho- 
pedics, ophthalmology,  and  pharmacology,  was 
established  by  the  New  York  State  Department 
of  Health,  the  agency  designated  by  the  Bureau 
of  Motor  Vehicles  to  be  responsible  for  such  a 
committee. 

At  this  meeting  your  chairman  was  appointed 
to  serve  as  ex-officio  member  of  the  Drivers 


Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and 
Nursing  Homes  are  as  follows: 

PeterS.  Battaglia,  M.D.,  Chairman  . Niagara 


Ben  A.  Borkow,  M.D Kings 

Michael  D.  Buscemi,  M.D.  Suffolk 

Anthony  LaRusso,  M.D Broome 


During  1968,  the  committee,  with  the  ap- 
proval of  the  Council,  initiated  a study  of  the 
relationships  between  the  various  professional 
groups  rendering  services  to  patients  in  nursing 
homes. 

Three  meetings  were  held  with  representatives 
of  other  health  disciplines,  such  as  podiatrists, 
optometrists,  dentists,  and  physiotherapists, 
to  discuss  past  problems  and  to  develop  guide- 
lines which  will  be  in  the  best  interest  of  the 
patient. 

Progress  has  been  made,  and  although  it  is 
generally  felt  that  the  physician  is  the  “captain 
of  the  team,”  the  professional  ability  of  other 
groups  must  be  respected. 

At  the  last  joint  meeting,  agreement  was 
reached  on  the  following: 

1.  The  physician  is  morally  and  legally  re- 
sponsible for  the  care  of  the  patient,  and  the 
members  of  other  health  disciplines  are  to  con- 
sult with  him  and  to  obtain  his  permission  to 
start  treatment. 

2.  Members  of  other  disciplines  can  perform 


Licensing  Panel.  It  was  also  established  that 
our  committee  will  act  in  an  advisory  capacity  in 
controversial  questions  involving  eligibility  for 
licensure. 

Your  chairman  attended  the  first  meeting  of 
the  Drivers  Licensing  Panel  held  on  July  11  at 
the  New  York  State  Department  of  Health, 
under  the  chairmanship  of  I.  Jay  Brightman, 
M.D.  At  this  meeting  we  discussed  the  duties 
of  this  panel,  the  need  for  policy  expansion  in 
reviewing  driver  licensing,  and  the  physical  and 
mental  conditions  of  drivers  prior  to  accidents. 

Your  chairman  also  attended  the  annual 
meeting  of  the  Commission  on  Public  Health 
and  Education  of  the  State  Medical  Society 
held  in  Albany  on  July  25.  Many  topics  were 
discussed  and  reviewed.  It  was  felt  that  a close 
liaison  between  our  committee  and  government 
officials,  who  are  directly  concerned  with  acci- 
dent prevention  and  driver  safety,  had  been 
established  to  our  mutual  benefit  and  satisfac- 
tion. 

I wish  to  thank  the  members  of  my  committee 
for  then-  efficient  assistance,  particularly  Nor- 
man S.  Moore,  M.D.,  and  Irving  L.  Ershler, 
M.D.,  for  their  guidance,  and  Miss  Dorothy 
Smith  of  the  Medical  Society  staff  for  her  in- 
valuable help  in  preparing  our  reports  and 
arranging  our  meetings. 

Respectfully  submitted, 

Irving  Cramer,  M.D.,  Chairman 


an  initial  evaluation  of  the  patient,  on  his  ad- 
mission to  the  nursing  home,  without  the  physi- 
cian’s express  consent,  unless  contraindicated 
by  him. 

Consideration  has  been  given  to  the  establish- 
ment of  local  advisory  committees  for  nursing 
homes  consisting  of  representatives  from  all  the 
professions  concerned,  to  help  maintain  better 
control  and  to  eliminate  abuses. 

The  committee  is  studying  the  Section  on 
Nursing  Homes  of  the  State  Hospital  Code  and 
will  ask  the  Council  for  its  approval  to  submit 
suggestions  to  the  State  Health  Department 
regarding  policies  on  medical  services  presently 
being  developed.  The  committee  is  also  in- 
terested in  determining  where  in  the  Code  au- 
thority is  given  to  permit  paramedical  person- 
nel to  go  into  nursing  homes  to  see  patients. 

In  the  near  future,  representatives  of  each 
health  discipline  will  submit  suggestions  on  their 
particular  sections  of  the  Code  to  the  State 
Health  Department.  Final  determinations  will 
be  made  at  a joint  meeting  of  all  concerned. 

The  committee  is  grateful  to  the  New  York 
State  Department  of  Health  for  its  excellent 
cooperation,  particularly  for  the  help  received 
from  George  Warner,  M.D. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 
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Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Committee  on  Alcoholism 
and  Drug  Abuse  are  as  follows: 

Marvin  A.  Block.,  M.D.,  Chairman Erie 

William  Antopol,  M.D New  York 

Robert  W.  Baird,  M.D New  York 

Stanley  E.  Gitlow,  M.D New  York 

Donald  B.  Louria,  M.D New  York 

Reginald  R.  Steen,  M.D.,  ex  officio . . . .Nassau 
The  committee  met  on  January  25  with  the 
corresponding  committee  of  the  New  York  State 
Bar  Association.  A report  of  this  meeting  was 
published  in  the  New  York  State  Journal  of 
Medicine,  June  1, 1968,  issue. 

On  May  2,  members  of  this  committee  met 
with  the  Committee  on  Youth  and  Correction  of 
the  Community  Service  Society  of  the  New  York 
Department  of  Public  Affairs  and  with  repre- 
sentatives of  the  Health  and  Physical  Education 
Department  of  the  Board  of  Education  of  the 
City  of  New  York.  At  this  meeting,  a sugges- 
tion was  made  to  hold  a one-day  symposium  on 
technics  for  detecting  the  use  of  drugs  by  school 
children  in  an  effort  to  help  physicians,  partic- 
ularly school  physicians,  to  recognize  symp- 
toms of  drug  addiction  in  children.  C.  George 
Murdock,  M.D.,  chairman,  Committee  on 
School  Health,  was  consulted,  and  the  Council 
approved  the  committees’  plan  for  a one-  or  two- 
day  course  for  school  physicians  in  New  York 
City.  The  two  committees  plan  to  submit  a 
tentative  program  with  an  estimate  of  costs  for 
the  Council’s  approval. 

At  the  request  of  the  committee,  the  Council 
approved  the  appointment  of  the  chairman  of 
the  Committee  on  Mental  Hygiene,  a psychia- 
trist, to  serve  on  this  committee. 

Again,  the  committee  recommends  that  a 
teaching  day  be  set  up  for  chairmen  of  com- 
mittees on  alcoholism  and  drug  abuse  of  all  the 
county  medical  societies;  the  committee  will 
provide  the  faculty  for  this  program.  It  is  also 
recommended  that  each  county  medical  society 
establish  a liaison  between  its  committee  on  al- 
coholism and  drug  abuse  and  a corresponding 


Audio-Visual  Aids 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Committee  on  Audio- 
Visual  Aids  are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman . Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D..  Albany 


The  committee  did  not  meet  formally  during 
the  year,  but  124  films  were  reviewed,  of  which 
73  films  were  approved  for  inclusion  in  the  film 
library. 


committee  of  the  county  bar  association.  If 
this  cannot  be  accomplished  at  the  county  level, 
it  should  be  done  at  the  district  level. 

Last  year  the  committee  established  guide- 
lines for  admission  of  alcoholic  patients  to  gen- 
eral hospitals.  These  guidelines  were  pub- 
lished in  an  article  entitled,  “The  Alcoholic 
Needs  Hospital  Care”  in  the  May,  1968,  issue  of 
the  Journal  of  the  American  Hospital  Asso- 
ciation. 

Attention  was  again  called  to  the  possible 
breach  of  confidentiality  when  physicians  report 
the  names  of  addicted  patients  to  the  New  York 
City  or  State  Departments  of  Health  and  they,  in 
turn,  report  them  to  the  Federal  agency.  This 
matter  was  discussed  with  the  State  Health  De- 
partment, and  they  have  assured  us  that  such 
reporting  will  be  carefully  supervised,  and  there 
will  be  no  reporting  of  addicts  to  other  agencies. 
Such  breaches  of  procedure  should  be  reported 
immediately  to  our  committee  or  to  the  State 
Health  Department. 

The  committee  feels  that  persons  arrested  for 
public  intoxication  should  be  treated  as  sick 
people  and  not  as  criminals.  In  the  case  of 
Powell  versus  Texas,  the  decision  of  the  Supreme 
Court  was  against  Powell.  The  committee  also 
feels  that  the  decision  on  whether  or  not  a person 
is  addicted  to  alcohol  should  be  made  by  a phy- 
sician, and  if  necessary,  a patient  should  be  ad- 
mitted to  a hospital  to  have  his  condition  eval- 
uated. 

Again,  the  committee  recommends  that  the 
State  Medical  Society  sponsor  a State-wide  con- 
ference to  institute  the  program  on  narcotics 
control  suggested  at  the  national  conference  on 
the  misuse  and  abuse  of  narcotics  which  was 
held  by  the  American  Medical  Association  and 
the  State  Medical  Society  in  January,  1967.  If 
the  Council  approves,  plans  for  such  a program 
will  be  made. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 


The  committee  strongly  urges  that  all  films 
in  the  library  be  reviewed  periodically  and  out- 
dated films  be  removed  from  circulation. 

The  committee  has  urged  the  New  York  State 
Health  Department  to  stock  film  cartridges  in 
its  film  library.  At  the  present  time  only  Fair- 
child  projector  cartridges  are  readily  available, 
but  in  the  future  there  will  be  added  other 
technicolor  cartridges  and  machines.  It  is  not 
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TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films. 


Category 

1 Qfi7  * 

1966 

Individual 

Shipments 

Films 

Used 

Individual 

Shipments 

Films 

Used 

Private  physicians 

92 

172 

108 

179 

Medical  staffs  of  hospitals 

696 

1,197 

411 

611 

Medical  schools 

153 

294 

56 

88 

Pharmacy  schools 

0 

0 

0 

0 

Nursing  schools 

4 , 540 

7,493 

3,066 

5,500 

Public  health  staffs 

508 

922 

402 

645 

Voluntary  health  agencies 

116 

235 

48 

84 

Colleges  Bioscience 

999 

1,663 

899 

1,473 

Totals 

7,104 

11,976 

4,220 

6 , 592 

* The  above  table  is  from  the  period  November,  1967,  through  October,  1968. 


!yet  known  whether  or  not  these  cartridges  will 
be  standardized,  but  it  is  hoped  that  these  will 
be.  In  the  meantime,  the  committee  feels  that 
the  Fairchild  projector  is  enough  advanced  and 
I a sufficient  number  of  films  are  available  to 

I make  this  a helpful  self-teaching  device. 

The  growth  of  the  combined  libraries  is  indi- 
I cated  in  the  following  totals  for  the  past  four 
I yearn: 


Year 

Films 

Shipped 

Number 
of  Times 
Films 
Shown 

Attendance 

1965 

23.506 

47,159 

2,793,872 

1966 

26,229 

47,665 

2,946,239 

1967 

25,898 

48,115 

2,874,206 

1968 

27,759 

50,084 

3,114,000 

The  record  number 

of  film  shipments  for  any 

Cancer 

I To  the  House  of  Delegates,  Gentlemen: 

The  member's  of  the  Committee  on  Cancer 
I are  as  follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


Monroe 

Richard  D.  Brasfield,  M.D.  New  York 

Charles  E.  Rogers,  M.D.  Nassau 

Kenneth  B.  Olson,  M.D Albany 

Richard  H.  Lange,  M.D.  Schenectady 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D.  Tompkins 

Walter  T.  Murphy,  M.D. Erie 

Hei'bert  Volk,  M.D.  Westchester 

Peter  Greenwald,  M.D.,  Adviser  Albany 


The  committee  held  several  meetings  during 
( the  year.  In  addition,  your  chairman  served  as 
1 liaison  member  with  the  board  of  director's  of 
f the  New  York  State  Cancer  Programs  Associa- 
! tion  and  of  the  advisory  committee  to  the 
Bureau  of  Cancer  Control  of  the  New  York 
State  Health  Department.  The  following 


one  month  was  made  in  April,  when  2,948  films 
were  shipped.  Each  month  of  1968  showed  an 
increase  over  the  corresponding  month  of  1967. 
This  larger  circulation  is  obviously  due  to  the 
additional  films  listed  in  the  new  revised  Profes- 
sional Film  Catalog  and  Supplement  issued  in 
January,  1968. 

There  are  now  1,069  titles  and  3,457  prints  in 
the  film  library. 

Table  I shows  a two-year  comparison  of  the 
film  activities  of  the  medical  and  nursing  films 
listed  in  the  Professional  Film  Catalog  and 
Supplement. 

The  committee  is  grateful  to  Joseph  Avono- 
vich  and  John  J.  Tiley  for  their  assistance  in  the 
distribution  of  these  films. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 


physicians  served  as  liaison  member's  with  our 
committee:  Vincent  H.  Handy,  M.D.,  New 

York  State  Department  of  Health;  Guy  F. 
Robbins,  M.D.,  American  College  of  Surgeons; 
and  Roald  N.  Grant,  M.D.,  American  Cancer 
Society. 

Some  of  the  important  activities  of  the  Com- 
mittee are  as  follows: 

1.  A statement  of  the  committee’s  functions 
and  activities  was  reviewed  by  experts  in  the 
field  of  cancer  before  a final  report  was  approved. 
This  should  be  of  value  to  future  members  of 
the  committee  and  to  other  committees  when 
they  review  the  activities  and  functions  of  their 
own  committees. 

2.  For  the  first  time  we  have  been  successful 
in  bringing  together  all  directors  of  cancer  pro- 
grams in  local  hospitals  throughout  New  York 
State.  These  physicians  have  joined  together 
to  form  an  association  to  discuss  individual 
problems  and  to  develop  projects  which  might 
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be  useful  in  establishing  cancer  programs.  While 
interest  in  organizing  this  group  was  stimulated 
and  supported  by  our  committee  with  the  ap- 
proval of  the  Council,  of  the  State  Medical  So- 
ciety it  is  not  directly  connected  with  the  Society. 

3.  By  publicizing  our  “white  paper”  and 

resolution  on  increasing  the  opportunities  for 
training  of  specialists  in  radiotherapy,  which 
were  approved  by  the  House  of  Delegates  at  its 
last  meeting,  we  are  continuing  our  efforts  to 
upgrade  the  status  of  radiotherapists,  which 
will,  in  turn,  increase  the  quality  of  medical 
care  given  to  patients  with  cancer.  Our  objec- 
tives are:  (a)  to  stimulate  the  interest  of  young 

physicians  in  the  practice  of  radiotherapy  as  a 
specialty,  and  (6)  to  continue  to  urge  a separa- 
tion between  the  fields  of  diagnostic  radiology 
and  radiotherapy. 

4.  We  are  continuing  our  efforts  to  further 
develop  and  publicize  information  on  the  health 
hazards  of  cigaret  smoking.  For  males  between 
ages  thirty-five  and  sixty-five  cigaret  smoking 
presents  a hazard  to  health  which  is  equal  to  all 
other  health  hazards  combined.  We  are  also 
cooperating  with  other  agencies  on  this  problem. 
The  Woman’s  Auxiliary  of  the  State  Medical 
Society  is  working  on  this  project,  and  we  are 
hopeful  they  will  report  some  progress. 

5.  We  have  compiled  a list  of  physicians  in 
the  Rochester  area  who  are  interested  in  cancer. 
This  will  be  part  of  a State- wide  directory  listing 
physicians  who  are  interested  in  cancer  and  their 
professional  background  and  particular  interest 
in  one  or  more  of  the  cancer  programs. 

Your  chairman  is  developing  a newsletter  for 


Cardiovascular  Disease 

To  the  House  of  Delegates , Gentlemen: 

The  members  of  the  Committee  on  Cardio- 
vascular Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman 


Westchester 

David  A.  Blumenstock,  M.D.  Otsego 

Willard  Cohen,  M.D Onondaga 

Joseph  T.  Doyle,  M.D..  Albany 

Francis  L.  Giknis,  M.D.  Schenectady 

Sidney  Goldstein,  M.D.  Monroe 

David  G.  Greene,  M.D Buffalo 

Marjorie  H.  Greene,  M.D Nassau 

Abraham  Jezer,  M.D Bronx 


During  the  year,  the  committee  held  one  meet- 
ing in  person  and  one  telephone  conference 
which  lasted  twenty-eight  minutes.  The  com- 
mittee members  felt  it  was  successful  because 
(1)  it  enabled  all  committee  members  to  par- 
ticipate in  the  discussions  which  resulted  in 
action  being  taken  on  4 items  on  the  agenda; 
and  (2)  it  saved  the  members  time  and  travel 
expenses.  The  total  cost  of  this  conference  was 
$58.25  (plus  tax). 

Interest  was  centered  on  the  impact  regional 
medical  programs  would  have  on  the  treatment 


the  Rochester  regional  medical  program  cancer 
study  group  which  is  to  be  distributed  to  the 
physicians  in  the  Rochester  area  listed  in  the 
cancer  directory.  If  this  pilot  project  is  success- 
ful, it  will  probably  be  enlarged  to  include  the 
entire  State. 

6.  As  part  of  our  continued  interest  in  the 
regional  medical  program,  Kenneth  B.  Olson, 
M.D.,  reviewed  the  regional  medical  program  on 
cancer  for  the  Albany  area. 

7.  Norman  S.  Moore,  M.D.,  director  of  the 
division  of  scientific  activities  of  the  State 
Medical  Society,  discussed  with  us  the  education 
programs  in  cancer  and  the  possible  methods  to 
be  used  to  obtain  funds  for  speakers. 

The  education  program  on  sigmoidoscopic 
examinations,  jointly  sponsored  by  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  and  the  Cancer  Committee,  has 
been  successful  in  the  Syracuse  area;  we  hope 
to  obtain  additional  funds  to  increase  the  scope 
of  this  project. 

9.  Peter  Greenwald,  M.D.,  director  of  the 
bureau  of  cancer  control  of  the  New  York  State 
Department  of  Health,  has  met  with  us  to  dis- 
cuss his  program  for  revising  the  activities  of 
this  bureau.  We  intend  to  maintain  close 
liaison  with  the  bureau. 

In  conclusion,  I would  like  to  thank  Norman 
S.  Moore,  M.D.,  Miss  Dorothy  Smith,  and  other 
members  of  the  State  Medical  Society  staff  who 
have  helped  us  during  the  year. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


of  cardiovascular  disease.  The  committee  is 
concerned  about  the  most  effective  means  of 
developing  adequate  facilities  for  the  care  of 
patients  with  acute  myocardial  infarction  in 
community  hospitals.  Of  equal  importance  is 
the  coronary  care  training  of  nurses  in  special- 
ized technics  which  are  required  to  give  the 
most  effective  care  to  such  patients.  It  was 
suggested  that  devices,  such  as  simulators  which 
are  used  to  teach  electrocardiography,  be  used  in 
these  training  courses. 

A list  of  the  various  types  of  courses  which  are 
available  in  New  York  State  has  been  compiled. 
The  committee  recommended  that  schedules  of 
courses  in  cardiopulmonary  resuscitation  be  pub- 
lished regularly  in  the  New  York  State  Jour- 
nal of  Medicine. 

The  relationship  of  the  State  Medical  Society 
and  the  Heart  Assembly  to  the  Coordinating 
Stroke  Committee  was  discussed  at  great  length. 
Marjorie  H.  Green,  M.D.,  is  also  a member  of 
the  Coordinating  Stroke  Committee. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 
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Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Chronic  Pul- 
monary Diseases  are: 

Frederick  Beck,  M.D.,  Chairman  Tompkins 

Harry  Golembe,  M.D Sullivan 

Frank  Clay  Maxon,  Jr.,  M.D.  Albany 

Carl  Muschenheim,  M.D.  New  York 

Marshall  Henry  Williams,  Jr.,  M.D.  Bronx 

The  committee  has  continued  its  frequent 
consultations  with  the  New  York  State  De- 
partment of  Health  and  the  New  York  Tubercu- 
losis and  Health  Association  and  has  been  repre- 
sented on  their  committees. 

The  deaths  from  tuberculosis  continue  to  fall, 
and  the  demand  for  hospital  beds  is  declining. 
On  the  other  hand,  outpatient  services  are  in- 
creasing because  of  the  number  of  patients  on 
drug  therapy  and  the  increasing  use  of  drugs  for 
prophylaxis  in  inactive  cases,  tuberculin  reac- 
tors, and  contacts.  There  is  a problem  in  re- 
cruiting trained  personnel  for  these  services. 
Tuberculin  testing  of  school  children  utilizing 
school  health  personnel  is  increasing  and  is 
proving  to  be  an  excellent  extension  of  the  tu- 


Data Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen  : 

The  members  of  the  Committee  on  Data 
Processing  in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman 

New  York 

William  J.  Burke,  M.D..  Westchester 

Samuel  R.  Burnett,  M.D Schenectady 

Ralph  L.  Engle,  Jr.,  M.D.  New  York 

Allan  R.  Law,  M.D Monroe 

Arthur  Shapiro,  M.D Kings 

Charles  Weller,  M.D Westchester 

Robert  K.  Ausman,  M.D.,  Adviser  . Erie 
William  J.  Mueller,  Adviser Onondaga 

The  committee  met  on  May  20  at  the  Cornell 
Medical  Computer  Project  in  New  York  City. 
New  members  were  introduced.  A tour  of  com- 
puter facilities  at  the  Cornell  Medical  Center 
included  a demonstration  of  the  use  of  the  com- 
puter in  x-ray  treatment  planning  and  electro- 
cardiographic analysis  and  a review  of  the  nu- 


Diseases of  the  Eye 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Diseases 
of  the  Eye  are  as  follows: 

James  I.  Farrell,  M.D.,  Chairman.  . Oneida 


John  A.  Kennedy,  M.D Jefferson 

Philip  H.  Landers,  M.D Broome 


berculosis  control  program  in  the  field  of  edu- 
cation and  identification  of  reactors  who  are 
in  many  cases  considered  candidates  for  pro- 
phylactic drugs.  Occasionally  adults  with  ac- 
tive tuberculosis  have  been  identified  in  the 
households  of  these  reactors. 

We  have  continued  our  efforts  to  improve  the 
educational  facilities  for  chronic  respiratory 
diseases  and  are  encouraging  programs  to  fi- 
nance them.  Both  government  and  voluntary 
associations  are  assisting  in  such  financing. 
The  State  is  developing  a program  of  research 
and  treatment  facilities  for  a limited  number  of 
nontuberculous  patients  in  the  State  tuberculo- 
sis hospitals,  and  we  believe  this  will  be  of  value 
in  the  rural  upstate  areas.  The  committee  is 
continuing  its  efforts  to  promote  greater  interest 
in  the  diagnosis  and  treatment  of  chronic  pul- 
monary disease,  particularly  in  smaller  hospitals 
which  are  not  associated  with  the  larger  medical 
centers. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 


merous  computer  programs  of  the  Medical 
School  and  business  office  of  the  New  York 
Hospital. 

The  committee  agreed  to  continue  to  serve  as 
a clearing  house  for  information  concerning  com- 
puters and  computer  applications  for  members 
of  the  State  Medical  Society.  The  committee 
also  agreed  to  assume  responsibility  for  obtain- 
ing information  from  other  appropriate  sources 
when  so  requested. 

Committee  members  are  available  to  speak  to 
medical  society  groups  on  present  and  planned 
computer  systems  in  relation  to  medicine. 

The  committee  has  developed  a program  on 
Data  Processing  in  Medicine  to  be  given  at  the 
annual  meeting  of  the  State  Medical  Society  on 
February  9,  1969. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 


The  committee  has  had  no  formal  meeting 
during  the  past  year.  One  informal  meeting, 
with  two  thirds  of  the  committee  members 
present,  was  held  during  a meeting  of  the  oph- 
thalmological  society. 
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In  January,  the  chairman  attended  a meeting 
in  Albany  to  consider  the  establishment  of  an 
eye  health  program  in  New  York  State.  Pres- 
ent were  representatives  of  the  New  York  State 
Ophthalmological  Society  and  the  assistant 
commissioner  of  the  division  of  preventive 
services  of  the  New  York  State  Department  of 
Health.  As  a result  of  this  meeting,  a request 
for  a grant  has  been  submitted  to  the  U.S. 
Public  Health  Service. 

In  May,  the  chairman  attended  a meeting  of 
the  Committee  on  School  Health  at  which  time 
programs  for  screening  preschool  children  for 
vision  and  hearing  defects  were  discussed. 
The  Committee  on  School  Health  recommended 
to  the  Council  of  the  State  Medical  Society 
that  it  sponsor  a pilot  screening  program  in 


Forensic  Medicine 

7o  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M.D.,  Chairman 


New  Y ork 

Victoria  A.  Bradess,  M.D Westchester 

Robert  M.  Greendyke,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Valentino  D.  B.  Mazzia,  M.D New  York 

John  C.  Sherman,  M.D Schenectady 

Arthur  A.  Stein,  M.D Albany 

Sidney  B.  Weinberg,  M.D Suffolk 


The  committee  held  a meeting  on  May  14  to 
consider  progress  reports  on  various  projects 
worked  on  by  the  committee  last  year.  Re- 
marks by  the  chairman,  which  were  not  en- 
couraging, are  as  follows. 

One  of  the  objectives  of  the  committee  was  to 
improve  the  official  investigations  of  deaths, 
which  were  sudden,  unexpected,  medically  un- 
attended, suspicious,  violent,  or  unusual,  in  the 
various  counties  of  the  State.  Most  of  these 
counties  have  a coroner  system  and  not  a medi- 
cal examiner  system,  such  as  we  have  in  New 
York  City. 

In  view  of  the  State’s  large  area  and  popula- 
tion and  its  many  counties,  it  would  not  be 
feasible  to  establish  a State  medical  examiner 
system.  This  would  also  require  new  legislation 
to  be  passed  with  all  the  difficulties  involved 
in  such  an  endeavor.  There  is,  however,  exist- 
ing legislation  which  permits  county  executives 
to  institute  a medical  examiner  system.  This 
has  been  done  in  the  following  counties:  Nassau, 
Suffolk,  Westchester,  Monroe,  Onondaga,  and 
Erie. 

The  plan  was  to  organize  medical  examiner 
systems  on  a regional  basis  with  grouping  of 
counties  into  districts,  such  as  the  eight  district 
branches  or  the  eight  judicial  districts,  with  the 
medical  examiner  appointed  from  the  most 


Nassau  County  to  determine  its  practicability, 
its  cost,  and  its  results. 

In  July,  the  chairman  attended  a meeting 
of  the  Medical  Consultant  Panel  to  the  New 
York  State  Motor  Vehicle  Bureau.  Also 
present  was  Frank  H.  Constantine,  M.D., 
chairman  of  the  Committee  on  Motor  Vehicles 
of  the  New  York  State  Commission  for  the 
Blind  and  Visually  Handicapped.  This  was 
primarily  an  organizational  meeting,  and  no 
definite  conclusions  were  made. 

The  chairman  also  attended  the  July  meeting 
of  the  Commission  on  Public  Health  and  Educa- 
tion held  in  Albany. 

Respectfully  submitted, 

James  I.  Farrell,  M.D.,  Chairman 


populous  district.  Such  cooperation  would  cut 
down  the  cost  of  administration  and  laboratory 
overhead  costs.  Medical  investigators  and 
deputy  medical  examiners  would  provide  serv- 
ices within  each  county  of  the  district,  under 
the  supervision  of  the  district  branch  medical 
examiner.  Each  district  would  also  set  up  a 
central  laboratory  where  the  work  in  toxicology, 
serology,  histology,  and  bacteriology  could  be 
done.  Some  of  the  minor  laboratory  procedures 
could  be  done  in  county  hospitals  which,  by 
arrangement,  could  also  provide  the  necessary 
space  for  the  medical  examiner. 

Since  the  change  from  a coroner  system  to  a 
district  branch  medical  examiner  system  need 
not  be  accomplished  at  one  time,  the  committee 
thought  it  best  to  establish  a pilot  project  in 
Monroe  and  adjacent  counties  to  determine 
whether  or  not  the  plan  would  be  acceptable. 
Unfortunately  work  on  this  project  was  sus- 
pended because  the  Monroe  County  medical 
examiner  resigned. 

At  a meeting  of  the  Reference  Committee  on 
Public  Health  and  Education  of  the  House  of 
Delegates  last  year,  some  apprehension  was 
reported  on  the  part  of  incumbent  medical 
examiners  in  two  counties.  These  comments 
were  made  because  the  1968  annual  report  of 
this  committee  stated  that  the  New  York  State 
Health  Department  was  willing  to  help  fund  the 
budgetary  needs  of  a medical  examiner’s  sys- 
tem, as  it  had  in  Monroe  and  Onondaga  Coun- 
ties. Such  help  was  interpreted  to  mean  a loss 
of  the  medical  examiner’s  autonomy.  Your 
chairman  does  not  believe  that  this  is  true,  since 
the  autonomy  of  the  medical  examiner’s  office 
in  any  jurisdiction  is  determined  by  the  statute 
establishing  it  and  not  by  the  funding  agencies. 

This  year  the  committee  was  expanded  to 
include  representatives  from  each  district 
branch.  A questionnaire  is  being  sent  to  the 
appropriate  authorities  in  counties  throughout 
the  State  asking  for  information  regarding  the 
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system  of  investigation  of  deaths  now  being 
used,  its  resources,  number  of  personnel,  num- 
ber and  types  of  deaths  being  reported,  number 
of  autopsies,  related  laboratory  procedures, 
and  costs  involved  in  maintaining  the  system. 
When  the  results  are  received,  the  committee 
will  summarize  the  data  and  make  recommenda- 
tions. 

There  has  been  a serious  shortage  of  trained, 
qualified  pathologists  interested  in  devoting 
themselves  to  this  important  specialized  type  of 
practice.  There  is  also  a general  misunder- 
standing that  the  autopsy  phase  of  the  inves- 
tigation procedure  is  automatically  self-reveal- 
ing, and  that  it  provides  the  last  word  in  every 
case.  Your  chairman  feels  that  the  autopsy  is 
only  a part  of  the  total  investigation  and  is  too 
often  taken  for  granted.  He  feels  that  it  may 
be  worthless  if  it  is  not  complete  and  not  com- 
petently performed  by  a pathologist  who  is 
willing  to  carefully  study  the  findings  and  to 
consider  the  circumstances  surrounding  the 
death.  He  also  states  that,  in  a death  which 
has  medical-legal  implications,  an  incomplete 
autopsy  from  which  an  incorrect  conclusion  was 
drawn  is  worse  than  none  at  all. 


Hard  of  Hearing  and  the  Deaf 

To  the  House  of  Delegates , Gentlemen: 

The  members  of  the  Committee  on  Hard  of 
Hearing  and  the  Deaf  are  as  follows: 

James  A.  Moore,  M.D.,  Chairman 


New  York 

Daniel  C.  Baker,  Jr.,  M.D.  New  York 

John  F.  Daly,  M.D.  New  York 

Alfred  W.  Doust,  M.D Onondaga 

Marshall  Y.  Soldineer,  M.D.  Erie 


The  chairman  of  the  committee  attended  the 
meeting  of  the  Committee  on  School  Health  held 
in  Syracuse  on  May  8. 

In  April,  two  members  were  added  to  the 
committee:  Daniel  C.  Baker,  Jr.,  M.D.,  and 

John  F.  Daly,  M.D.,  both  of  New  York  City. 

A committee  meeting  was  held  on  July  17  at 
the  Griffis  Faculty  Club,  New  York  Hospital- 
Cornell  Medical  Center.  The  problems  of 
patients  who  are  deaf  and  hard  of  hearing  and 
what  help  could  be  given  by  specialists  in  this 
field,  with  the  cooperation  of  the  Medical 
Society  of  the  State  of  New  York,  were  dis- 
cussed. It  was  agreed  that  some  mechanism 


Health  Aspects  of  Ionizing 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  the  Health 
Aspects  of  Ionizing  Radiation  are  as  follows: 
Norman  Simon,  M.D.,  Chairman.  New  York 


It  should  be  emphasized  that  the  problem  of 
recruiting  and  training  medical  examiners  is  a 
national  one,  and  that  the  lack  of  necessary  fi- 
nancial support  from  county  and  state  is  not 
making  its  solution  any  easier.  While  our  State 
Health  Department  is  interested  and  has  tried 
to  help  wherever  possible,  it  is  still  difficult 
to  compete  with  other  less  arduous  and  more 
financially  rewarding  job  opportunities  available 
to  pathologists  by  reason  of  their  scarcity. 
There  is  a gxeat  need  for  qualified  physicians 
and  pathologists  to  work  as  medical  investiga- 
tors and  medical  examiners. 

Recently  New  York  City  celebrated  the 
fiftieth  anniversary  of  the  founding  of  its  medi- 
cal examiner  system  and,  at  the  same  time, 
celebrated  the  thirty-fifth  anniversary  of  the 
Department  of  Forensic  Medicine  of  New  York 
University  School  of  Medicine.  On  this  occa- 
sion, the  establishment  of  the  Institute  of  Foren- 
sic Medicine  of  the  City  of  New  York  and  New 
York  University  School  of  Medicine  was  an- 
nounced. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


should  be  set  up  whereby  requests  for  literature, 
information,  and  medical  or  surgical  treatment 
could  be  processed  and  answers  given  on  a pro- 
fessional basis  under  the  auspices  of  the  State 
Medical  Society. 

Also  discussed  was  the  possibility  of  develop- 
ing a controlled  pilot  program  of  screening  the 
hearing  of  preschool  children,  using  methods 
similar  to  those  reported  by  the  Minnesota 
Medical  Association  in  “Verbal  Auditory 
Screening  for  Children:  Preschool  Medical 

Survey.”  It  was  suggested  that  perhaps  the 
initial  pilot  studies  could  be  sponsored  by  the 
Departments  of  Otolaryngology  in  our  various 
institutions. 

Unfortunately,  at  the  last  minute,  the  chair- 
man was  unable  to  attend  the  annual  meeting  of 
the  Commission  on  Public  Health  and  Educa- 
tion to  report  on  the  results  of  the  committee 
meeting. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  Chairman 


James  M.  Flanagan,  M.D.  . . Wayne 

Hendrik  M.  Rozendaal,  M.D.  Schenectady 
Sidney  M.  Silverstone,  M.D New  York 


Radiation 


January  1,  1969  / New  York  State  Journal  of  Medicine  137 


The  increased  use  of  radiation  for  diagnosis 
and  therapy  resulted  in  greater  demands  being 
made  on  trained  personnel  and  in  shortages  of 
physicians  trained  in  nuclear  medicine.  Al- 
though licenses  are  still  separately  issued  by  the 
State  and  the  City  of  New  York  to  physicians 
who  use  radionuclides,  there  are  fewer  complica- 
tions and  difficulties  for  the  physicians  seeking 
to  obtain  these  licenses. 

The  expanded  uses  of  ionizing  radiation  has 
made  it  necessary  to  establish  standards  for 
equipment  and  materials.  A program  has  been 
sponsored  by  the  U.S.  Public  Health  Service  to 
study  this  subject,  and  a handbook  will  be 
published  by  the  National  Bureau  of  Standards. 

Your  committee,  as  well  as  all  national  socie- 


Health Manpower 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health 
Manpower  are  as  follows: 

Franklyn  B.  Amos,  M.D.,  Chairman . Albany 


Myron  E.  Carmer,  M.D Wayne 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Robert  V.  Schatken,  M.D.  Delaware 

Robert  B.  Wallace,  M.D Oneida 


The  committee  held  two  meetings  during  the 
year  and  both  all-day  meetings  were  devoted  to 
a review  of  the  Report  of  the  National  Advisory 
Commission  on  Health  Manpower,  from  the 
standpoint  of  the  problems  in  New  York  State 
and  in  light  of  the  recommendations  of  the  Com- 
mittee on  Health  Manpower  of  the  American 
Medical  Association.  The  following  is  a sum- 
mary of  the  recommendations  of  the  National 
Advisory  Committee  and  the  committee’s  com- 
ments and  recommendations: 

Future  Health  Manpower  and  Services 

1.  The  United  States  should  produce  a sufficient 
number  of  physicians  to  meet  its  needs  and,  further, 
should  assist  other  countries,  particularly  developing 
nations,  to  improve  their  systems  of  medical  education 
and  their  levels  of  medical  practice  and  public  health. 

Comment.  The  committee  feels  that  the  health 
manpower  crisis  is  not  simply  one  of  numbers  that  can 
be  met  by  increasing  the  numbers  of  physicians,  den- 
tists, or  other  health  personnel.  It  feels  that  there  is 
need  for  an  improvement  in  the  organization  and  the 
system  for  delivery  of  medical  care.  The  committee 
recognizes  the  increased  enrollment  in  the  ten  medical 
schools  in  New  York  State  and  the  development  of  two 
additional  medical  schools  in  the  State.  It  believes  that 
with  the  full  development  of  these  12  medical  schools  an 
adequate  number  of  physicians  for  New  York  State's 
needs  will  be  provided.  The  committee  recognizes  that 
a large  number  of  physicians  do  not  enter  clinical  prac- 
tice and  questions  whether  or  not  those  who  enter  the  re- 
search or  administrative  fields  of  medicine  should  not 
have  a different  type  of  training  from  that  of  the  physi- 
cian who  plans  to  enter  clinical  practice. 

The  committee  believes  there  is  a maldistribution  of 


ties  and  organizations  in  the  Federal,  industrial, 
and  medical  fields,  are  represented  on  Committee 
N44  of  the  United  States  of  America  Standards 
Institute.  It  is  not  the  aim  of  Committee  N44 
to  interfere  with  the  physician-patient  relation- 
ship, and  any  recommendations  made  by  the 
Institute  will  be  in  the  form  of  authoritative 
advice,  not  law. 

Our  committee  has  discussed  the  hazards  of 
the  use  for  jewelry  of  decayed  gold  radon  seeds 
or  dental  gold  with  the  New  York  State  Depart- 
ment of  Health  to  determine  the  scope  and 
importance  of  the  use  of  such  contaminated  gold. 

Respectfully  submitted, 

Norman  Simon,  M.D.,  Chairman 


physicians  in  the  State  and  notes  with  dismay  the 
policy,  particularly  in  State  University  Medical  Schools, 
of  admitting  candidates  from  throughout  the  State 
rather  than  from  the  immediate  local  areas. 

The  committee  recommends  that  all  medical  schools 
in  the  State  be  urged  to  give  priority  to  students  from 
New  York  State  and  that  the  State  medical  schools  be 
urged  to  give  priority  to  those  from  the  areas  adjacent  to 
the  medical  school  concerned. 

2.  The  production  of  physicians  should  be  increased 
beyond  presently  planned  levels  by  a substantial  ex- 
pansion in  the  capacity  of  existing  medical  schools  and 
by  continued  development  of  new  schools. 

Comment.  As  noted  in  number  1,  the  committee  does 
not  agree  that  there  is  a need  for  expansion  of  medical 
education  facilities  in  New  York  State  beyond  that 
presently  contemplated.  However,  it  believes  that  the 
situation  should  be  reviewed  from  time  to  time,  particu- 
larly in  light  of  the  revised  functions  of  health  personnel 
and  the  recommended  increased  use  of  auxiliary  health 
personnel. 

3.  Federal  funds  in  support  of  capital  or  operating 
costs  of  education  should  be  provided  to  a medical 
school  in  such  a way  that  they  create  economic  incen- 
tives for  the  school  to  expand  enrollment  while  improv- 
ing its  quality.  Such  incentives  should  be  based  on  in- 
creases in  the  absolute  numbers  of  medical  students. 

Comment.  The  Committee  endorses  the  concept  that 
both  Federal  and  State  funds  for  expanded  enrollment  in 
the  medical  schools  should  be  used.  It  does  not  believe 
that  the  sole  incentive  should  be  for  increases  in  absolute 
numbers,  but  careful  attention  should  also  be  given  to 
attainment  of  adequate  educational  objectives.  Some  of 
these  are  considered  in  later  recommendations. 

4.  To  increase  further  the  production  of  dentists, 
schools  and  students  of  dentistry  should  be  provided  the 
same  incentives  as  those  recommended  in  this  report  for 
schools  and  students  of  medicine. 

Comment.  The  committee  does  not  have  sufficient  in- 
formation concerning  the  need  for  dentists  or  the  facili- 
ties for  training  dentists  in  New  York  State.  There 
are,  however,  only  two  dental  schools  in  the  State,  with 
a third  one  having  its  charter  but  never  having  con- 
ducted a curriculum  for  dental  students. 

The  committee  wishes  to  await  the  report  of  the 
American  Dental  Association  to  whom  the  AMA 
Health  Manpower  Commission  has  referred  this  recom- 
mendation. The  committee  also  believes  it  might  be 
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desirable  to  obtain  comment  from  the  New  York  State 
Dental  Association  on  this  recommendation. 

5.  Nursing  should  be  made  a more  attractive  profes- 
sion by  appropriate  utilization  of  nursing  skills,  in- 
creased levels  of  professional  responsibilities,  improved 
salaries,  more  flexible  hours  for  married  women,  and 
better  retirement  provisions. 

Comment.  The  committee  agrees  generally  with  this 
recommendation  and  that  considerable  emphasis  should 
be  placed  on  the  role  of  the  nurse  in  patient  care.  How- 
ever, contrary  to  the  recommendation  of  the  AMA 
committee,  we  feel  that  such  direct  patient-care  duties 
should  be  substituted  for  the  clerical  and  maid  duties  of 
the  nurse  rather  than  decrying  certain  administrative 
duties  some  of  them  perform. 

6.  The  Federal  government  should  carefully  explore 
ways  to  provide  direct  support  for  the  educational  func- 
tion of  medical  schools. 

Comment.  The  committee  strongly  supports  this 
recommendation,  l>elieving  that  the  educational  func- 
tion has  been  subordinated  to  the  research  function  in 
many  medical  schools  because  of  the  large  amount  of 
support  for  research  and  the  inadequate  support  for  the 
educational  function  of  the  school. 

The  committee  believes,  too,  that  State  funds  should 
l>e  made  available  to  medical  schools  on  a project  grant 
basis  to  improve  the  educational  function  of  the  medical 
schools. 

7.  The  Federal  government  should  revise  and  ex- 
pand present  Health  Professions  Education  Assistance 
Programs  to  make  available  to  any  medical  student 
loans  to  cover  the  full  costs  of  tuition  and  living  ex- 
penses during  formal  professional  education. 

Comment.  The  committee  supports  the  recommen- 
dation of  the  Commission.  We  believe  that  such  loans 
and  the  repayment  through  the  national  health  service, 
as  recommended  by  the  Commission,  would  assist  in  the 
supply  of  physician  manpower  to  the  critical  areas  in  the 
State,  such  as  the  ghetto  areas  of  the  cities  and  the  low 
economic  rural  areas. 

8.  A national,  computerized  matching  program 
should  be  developed  to  facilitate  admission  procedures 
to  medical  schools. 

Comment.  The  committee  generally  opposes  this  rec- 
ommendation, believing  that  the  present  system  of  ad- 
mission to  medical  schools  is  archaic.  The  present 
applicants  to  medical  schools  usually  make  several  ap- 
plications, and  the  medical  school  itself  has  to  review 
many  times  the  number  of  applications  than  it  has 
places  for  in  its  entering  class. 

The  committee  recommends  that  medical  schools 
adopt  a system  whereby  admission  to  the  medical  school 
and  to  the  undergraduate  liberal  arts  college  are  made 
at  the  same  time  with  a continuum  over  a period  of  six  or 
seven  years,  with  the  student  receiving  his  bachelor’s 
degree  at  the  end  of  four  years  and  his  doctoral  degree  at 
the  end  of  six  or  seven  years,  as  the  case  may  be.  The 
committee  recognizes  that  this  will  limit  the  entrance  of 
students  from  liberal  arts  colleges  not  associated  with 
medical  schools. 

9.  The  Federal  government  should  markedly  expand 
support  specifically  designated  for  research  in  the  educa- 
tional process  for  physicians  and  other  health  personnel. 

Comment.  The  committee  believes  there  is  need  for 
increased  research  in  the  educational  process  in  medical 
education  and  supports  this  recommendation.  It 
further  recommends  that  the  State  University  develop 
and  support  such  research  activities. 

10.  Formal  education  for  all  health  professionals 
should  be  conducted  under  the  supervision  of  universi- 
ties. This  would  include  graduate  training,  such  as  in- 
ternships, residencies,  and  their  equivalents. 

Comment.  The  committee  feels  that  this  recommen- 
dation is  too  all-embracing;  it  agrees  that  formal  educa- 
tion leading  to  a degree,  whether  associate,  bacca- 
laureate, or  graduate,  should  be  under  the  supervision  of 
a university.  It  further  believes  that  the  internship 


should  be  associated  with  medical  education,  recogniz- 
ing that  the  internship  of  today  repeats  much  of  the 
work  in  the  clinical  clerkship  period  of  the  senior  medical 
student.  It  feels,  therefore,  that  the  internship  should 
be  related  to  the  degree  in  medicine  and  should  be  under 
the  supervision  of  the  medical  school  to  the  end  that  the 
clinical  clerkship  and  internship  might  be  combined, 
thus  saving  one  year  of  medical  education. 

The  commitee  does  not  believe  that  technical  train- 
ing, which  is  all  that  is  required  of  many  health  profes- 
sions in  the  allied  health  field,  needs  to  be  under  uni- 
versity supervision.  It  also  does  not  believe  that  resi- 
dencies should  be  under  such  supervision  because,  in 
general,  they  are  under  careful  supervision  of  the  spe- 
cialty concerned.  This  is  more  desirable  than  the  uni- 
versity affiliation  since  the  residency  is  oriented  toward 
the  practical. 

11.  Health  professional  schools  should  study  their 
positions  in  the  continuum  of  education  and  develop  and 
implement  curricular  revisions  aimed  at  increasing  in- 
tellectual stimulation  and  flexibility.  Concurrently, 
health  professional  schools  should  initiate  a continuing 
functional  analysis  of  health  care  against  which  the 
substance  of  current  curricula  should  be  continuously 
revised. 

Comment.  The  committee  agrees  with  this  recom- 
mendation and  stresses  that  with  the  rapid  change  in 
provision  of  health  services  and  the  increased  knowledge 
relative  to  health  care  there  is  a need  for  constant  review 
of  the  curriculum. 

12.  The  Federal  government  should  give  high  prior- 
ity to  the  support,  under  university  direction,  of  experi- 
mental programs  w'hich  train  and  utilize  new  categories 
of  health  professionals. 

Comment.  The  committee  recommends  that  both 
Federal  and  state  governments  give  high  priority  to 
experimental  programs  concerned  with  the  training  and 
utilization  of  all  categories  of  health  professionals,  new 
as  well  as  existing  ones.  It  recommends  state  as  well  as 
Federal  support  for  demonstrations  and  studies  and 
urges  the  Health  Resources  Commission  to  obtain  funds 
for  such  purposes. 

13.  Programs  for  health  care  of  the  disadvantaged 
persons  should  be  given  highest  priority  and  made  avail- 
able wherever  needed. 

Comment.  The  committee  agrees  that  programs  for 
health  care  of  the  disadvantaged  persons  should  be  given 
highest  priority  and  made  available  wherever  needed. 
It  believes  that  the  “ghetto  medical  care  bill,”  passed  by 
the  1968  State  Legislature  and  signed  into  law  by  the 
Governor,  providing  for  general  medical  clinics  is  a step 
in  the  right  direction. 

The  committee  recommends  that  the  Health  Re- 
sources Commission  give  its  attention  to  and  seek  finan- 
cial support  for  demonstration  projects  designed  to  de- 
termine the  best  methods  for  providing  programs  of 
health  care  for  the  disadvantaged  persons. 

14.  Innovations  introduced  experimentally  for  the 
care  of  the  disadvantaged  persons  should  be  carefully 
examined  for  their  applicability  to  the  care  of  all  per- 
sons. Conversely,  programs  for  the  care  of  the  disad- 
vantaged persons  should  incorporate  elements  from 
existing  methods  of  medical  care,  wherever  appropriate. 

Comment.  The  committee  agrees  with  the  recom- 
mendation and  again  recommends  that  support  be  ob- 
tained, possibly  through  the  Health  Resources  Commis- 
sion, for  demonstration  of  comprehensive  health  serv- 
ices, not  only  for  the  disadvantaged  persons,  but  in  all 
areas  and,  in  particular,  rural  areas  without  medical 
services.  The  committee  believes  there  is  an  associated 
need  for  public  education  relative  to  the  use  of  health 
services.  While  this  need  is  particularly  urgent  in  the 
ghetto  areas,  the  committee  believes  there  is  need  for 
considerable  expansion  in  public  health  education 
activities. 

15.  Experimental  programs  to  develop  new  methods 
of  health  care  for  the  disadvantaged  persons  should  be 
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enlarged  and  should  become  the  combined  responsibility 
of  physicians  in  private  practice,  universities,  hospitals, 
voluntary  agencies,  and  government  at  all  levels. 

Comment.  The  committee  agrees  with  the  total  in- 
volvement necessary  but  emphasizes  that  this  involve- 
ment is  particularly  needed  at  the  local  level  to  make 
programs  of  health  care  effective. 

16.  Professional  societies,  universities,  and  state 
governments  should  undertake,  with  Federal  support, 
studies  on  the  development  of  guidelines  for  state  licen- 
sure codes  for  health  personnel. 

Comment.  The  committee  believes  that  such  study  is 
needed  on  a state  level  as  well  as  the  recommended  Fed- 
eral level.  This  study  should  incorporate: 

1.  Present  licensure  laws  and  regulations. 

2.  Agencies,  whether  they  be  government  or  profes- 
sional, charged  with  such  licensure. 

3.  Endorsement  of  licensure,  issued  by  other  states 
or  by  professional  organizations. 

4.  Categories  of  health  personnel  who  should  be 
licensed. 

Any  study  undertaken  by  a state  should  be  integrated 
with  a larger  national  study,  if  one  is  conducted,  but 
should  not  await  such  national  study. 

17.  Professional  societies  and  state  governments 
should  explore  the  possibility  of  periodic  relicensing  of 
physicians  and  other  health  professionals.  Relicensure 
should  be  granted  on  certification  of  acceptable  per- 
formance in  continuing  education  programs  or  on  the 
basis  of  challenge  examinations  in  the  practitioner’s 
specialty. 

Comment.  The  majority  of  the  committee  disagree 
that  there  should  be  a relicensing  procedure  on  the 
grounds  that  it  is  impractical  to  periodically  re-evaluate 
credentials  by  the  same  method  that  they  are  evaluated 
at  the  time  of  original  licensure.  (One  member  was  of 
the  opinion  that  relicensure  should  be  granted  either 
on  certification  of  acceptable  performance  in  continuing 
education  programs  or  successful  performance  in  a 
challenge  examination.)  On  the  contrary,  it  believes 
that  the  best  method  of  attempting  to  insure  adequate 
performance  on  the  part  of  health  professionals  is 
through  incentive  awards. 

The  committee  recommends  that  the  State  Medical 
Society  explore  this  matter  as  an  incentive  means  for 
members  of  the  Society  to  continue  their  education. 

18.  At  a minimum,  foreign-trained  physicians  who 
will  have  responsibility  for  patient  care  should  pass  tests 
equivalent  to  those  for  graduates  of  U.S.  medical 
schools.  The  National  Board  of  Medical  Examiners 
provides  an  objective  testing  service  which  should  be 
utilized,  just  as  it  is  for  graduates  of  U.S.  schools. 
Issuance  of  an  immigrant  visa  on  the  basis  of  Third 
Preference  should  be  contingent  on  satisfactory  per- 
formance in  the  examination. 

Comment.  The  committee  agrees  that  the  following 
statement  of  the  AM  A will  assist  in  raising  the  standards 
of  the  quality  of  care  rendered  by  such  foreign-trained 
physicians: 

“At  a minimum,  foreign-trained  physicians  who 
will  have  responsibility  for  patient  care  should  pass 
tests  to  establish  the  fact  that  they  have  knowledge 
and  skill  equivalent  to  that  possessed  by  graduates  of 
U.S.  medical  schools  ...” 

19.  Before  foreign  medical  graduates  are  permitted 
to  enter  training  programs  with  responsibility  for  the 
care  of  patients,  they  should  be  required  to  participate 
in  an  orientation  and  educational  program  during  which 
their  competence  in  the  basic  and  clinical  medical 
sciences,  in  English,  and  in  other  appropriate  fields 
would  be  assessed,  and  remedial  instruction  provided 
where  necessary.  Such  orientation  programs  should  be 
conducted  by  a consortium  of  medical  schools,  hospitals, 
and  educational  institutions  on  a regional  basis. 

Comment.  The  committee  agrees  with  the  report  of 
the  Commission  that  foreign  medical  graduates  should 
show  evidence  of  competence  in  the  basic  and  clinical 


medical  sciences,  in  English,  and  in  other  appropriate 
fields.  The  committee  does  not  identify  the  method  by 
which  this  might  be  carried  out  nor  how  the  recommen- 
dation of  the  Commission  for  carrying  this  out  could  be 
effected.  It  agrees  with  the  AMA  report  that  further 
study  is  needed  of  the  methodology  to  be  used. 

20.  A Commission  on  Foreign  Medical  Graduates 
should  be  established  outside  of  government. 

Comment.  The  committee  agrees  that  the  whole 
question  of  foreign  medical  graduates  needs  extensive 
study.  It  believes  that  it  is  particularly  important  to 
New  York  State  which  receives  a large  number  of  for- 
eign medical  graduates  each  year.  It  does  not  believe 
that  such  a study  can  be  carried  out  solely  within  the 
framework  of  one  state.  The  committee  recommends 
that  the  AMA  be  petitioned  to  develop  such  a study  and 
the  assistance  of  MSSNY  be  offered. 

21.  The  National  Bureau  of  Standards  should  ex- 
tend its  interest  into  the  field  of  medical  devices  and 
technology. 

Comment.  The  committee  endorses  the  recommen- 
dation of  the  Commission  and  further  urges  that  as  in- 
formation becomes  available  it  be  widely  disseminated. 

22.  The  Secretary  of  U.S.  Department  of  Health. 
Education,  and  Welfare,  with  advice  and  assistance  of 
appropriate  nongovernment  groups,  should  develop 
methods  of  assuring  the  accuracy  of  test  results  pro- 
duced by  medical  laboratories,  both  in  and  out  of  hospi- 
tals. Such  methods  could  be  used  as  a basis  for  the 
certification  of  medical  laboratories  to  participate  in 
Medicare  and  Medicaid  programs. 

Comment.  The  committee  notes  that  State  legisla- 
tion makes  provision  for  certification  of  clinical  labora- 
tories and  endorses  the  State’s  activities  in  this  respect. 
It  notes  that  evidence  has  already  been  accumulated  of 
the  need  for  additional  well-trained  health  manpower  to 
staff  such  laboratories  for  the  performance  of  high 
quality  service.  It  believes  that  high  priority  should  be 
given  to  the  development  of  such  health  manpower 
because  of  the  crucial  dependence  of  the  results  coming 
from  such  laboratories. 

23.  Professional  societies,  health  insurance  organiza- 
tions, and  government  should  extend  the  development 
and  effective  use  of  a variety  of  peer  review  procedures 
to  maintain  high  quality  health  and  medical  care. 
These  procedures  should  incorporate  the  following  prin- 
ciples: 

1 . Peer  review  should  be  performed  at  the  local  level 
with  professional  societies  acting  as  sponsor  and  super- 
visors. 

2.  Assurance  must  be  provided  that  the  evaluation 
groups  perform  their  tasks  in  an  impartial  and  effective 
manner. 

3.  Emphasis  should  be  placed  on  assuring  high  qual- 
ity of  performance  and  on  discovering  and  preventing 
unsatisfactory  performance. 

4.  The  more  objective  the  quality  evaluation  pro- 
cedures, the  more  effective  the  review  bodies  can  be. 
To  enable  greater  objectivity,  there  should  be  a sub- 
stantial program  of  research  to  develop  improved 
criteria  for  evaluation,  data  collection  methods,  and 
technics  of  analysis. 

Comment.  The  committee  endorses  the  principle  of 
peer  review  to  maintain  high  quality  health  and  medical 
care  and  the  principle  of  professional  involvement  (not 
just  the  medical  profession  as  recommended  by  the 
AMA  committee).  It  agrees  with  the  Commission’s 
recommendation  of  the  involvement  of  all  concerned. 

The  committee  strongly  endorses  the  need  for  “re- 
search to  develop  unproved  criteria  for  evaluation,  data 
collection  methods,  and  technics  of  analysis.”  It  also 
notes  with  approval  the  studies  on  medical  review  now 
being  conducted  under  the  auspices  of  the  Empire  State 
Medical,  Educational  and  Scientific  Foundation,  Inc. 

24.  The  Federal  government  should  utilize  the  exist- 
ing and  detailed  reports  of  the  National  Academy  of 
Sciences,  the  American  College  of  Surgeons,  the  Amer- 
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ican  Medical  Association,  the  American  Hospital  Asso- 
ciation, and  the  U.S.  Department  of  Health,  Education, 
and  Welfare  as  guidelines  to  implement  a major  pro- 
gram of  research,  development,  and  the  application  of 
methods  to  prevent  accidents  and  to  provide  emergency 
medical  care.  Such  experiments  should  stimulate 
medical  and  administrative  staffs  of  hospitals  to  try  new 
methods  which  would  bypass  usual  procedures  and 
regulations  and  would  develop  innovations  in  diagnosis 
and  therapy. 

Comment.  The  committee  agrees  there  is  an  urgency 
to  develop  a system  and  to  provide  health  manpower  for 
emergency  medical  care.  It  believes  that  such  emer- 
gency medical  care  should  be  integrated  in  a system 
which  provides  comprehensive  medical  care.  It  be- 
lieves that  State  action  should  !>e  taken  and  should  not 
await  the  recommended  Federal  action.  The  commit- 
tee refers  this  recommendation  to  the  Committee  on 
Accident  and  Injury  Prevention  for  further  comment. 

25.  The  Selective  Service  Act  should  lie  amended  to 
provide  for  the  automatic  transfer  of  the  records  of  every 
draft-eligible  health  professional,  on  his  graduation  from 
professional  school,  from  the  local  board  of  his  original 
registration  to  the  local  board  in  whose  jurisdiction  he 
works  and  for  subsequent  transfer  with  each  change  in 
the  location  of  his  work. 

Comment.  The  committee  endorses  the  recommen- 
dation that  there  lie  automatic  transfer  of  records  of  a 
draft-eligible  health  professional  on  his  graduation  from 
his  professional  school  to  the  local  board  in  whose  juris- 
diction he  works,  if  it  is  expected  that  this  is  to  be  a 
permanent  residence  to  which  he  transfers. 

26.  The  Selective  Service  Act  should  be  amended  to 
provide  equal  draft  liability  for  U.S.  and  foreign  medical 
graduates,  provided  that  the  foreign  medical  graduate 
has  an  immigrant  visa  and  that  he  has  not  previously 
served  in  the  armed  services  of  an  allied  nation. 

Comment.  The  committee  agrees  that  the  draft 
liability  be  equal  for  U.S.  and  foreign  medical  graduates. 

27.  The  Federal  government  should  establish  a na- 
tional computer  file  of  draft-eligible  health  professionals. 

Comment.  The  committee  agrees  with  the  national 
computer  file  of  draft-eligible  health  professionals. 

28.  Service  with  the  U.S.  Public  Health  Service 
should  be  phased  out  as  a substitute  for  the  military 
obligation  of  health  professionals. 

Comment.  The  committee  agrees  in  part  with  this 
recommendation  but  notes  the  important  civilian  health 
responsibilities  of  the  Public  Health  Service  as  well  as 
its  responsibilities  for  medical  service  for  merchant 
and  U.S.  Coast  Guard  seamen.  It  believes,  however, 
that  such  service  in  the  Public  Health  Service  shall  be 
accepted  as  meeting  military  obligations  only  if  the 
sendee  is  within  the  Public  Health  Sendee  and  not  on 
detached  duty  to  some  other  organization  or  agency. 

29.  The  Department  of  Defense  should  be  instructed 
to  encourage  the  greater  use  of  the  Military  Medicare 
Amendments  of  1965  and  should  study  the  feasibility  of 
utilizing  voluntarily  obtained  health  professionals  in 
military  facilities  located  in  the  United  States. 

Comment.  The  committee  agrees  with  the  recom- 
mendation and  believes  that  the  health  manpower  in  the 
military  sendee  generally  should  be  utilized  for  military 
personnel  only. 

Conserving  Resources 

30.  The  Federal  government  and  health  insurance 
organizations  should  take  immediate  steps  to  introduce 
new  formulas  of  payment  on  a highly  selective  but  broad 
experimental  basis.  The  payments  should  provide 
rewards  for  efficiency  and  high-quality  care,  and  they 
should  provide  better  hospitals  with  a basis  for  obtaining 
funds  to  expand  their  scope  of  operation.  No  amount 
of  research,  model  evaluation,  or  simulation  will  provide 
the  necessary  information  to  design  the  optimum  ar- 
rangements. This  information  can  be  gained  only 
through  experience. 


31.  The  reward  for  increased  quality  must  be  suffi- 
cient to  make  it  unprofitable  for  a hospital  to  reduce 
quality  and  community  service  in  order  to  lower  costs. 

32.  The  guiding,  theoretical  principle  should  be  the 
payment  of  equal  amounts  to  all  hospitals  in  a locality 
for  an  equal  quantity  and  quality  of  service.  Because 
of  the  differential  flow  of  funds  among  hospitals,  those 
which  arc  the  most  efficient  and  of  the  highest  quality 
would  prosper  and  expand  in  the  long  run,  while  the 
poorest  and  least  desirable  hospitals  would  become  a 
diminishing  portion  of  the  total  hospital  sector. 

33.  Steps  to  increase  the  availability  of  capital  in  the 
hospital  sector  should  be  coupled  with  the  introduction 
of  incentives  into  the  payment  system. 

34.  The  amount  by  which  payments  to  t lie  hospitals 
should  exceed  average  cost  is  a mat  ter  which  will  require 
extensive  study.  The  margin  should  lie  sufficiently 
large  so  that  for  the  better  hospitals,  net  income,  com- 
mercial borrowing  made  possible  by  the  anticipated  fu- 
ture net  income,  and  depreciation  funds  will  be  adequate 
to  meet  most  of  the  needs  for  expansion  and  upgrading 
of  hospital  services. 

35.  Federal  assistance  in  the  form  of  grants  and 
loans  (or  loan  guarantees)  should  be  provided  to  obso- 
lete hospitals  in  those  areas  where  modernization  needs 
are  so  extensive  that  nongovernment  sources  of  capital 
funds  will  be  clearly  insufficient. 

36.  Before  any  decision  is  made  to  finance  modern- 
ization on  a large  scale,  state  and  Federal  governments 
should  carry  out  a careful  study  to  determine  criteria  for 
deciding  between  modernization  and  replacement. 

37.  The  Federal  government  should  provide  major 
support  for  research  and  development  of  improved 
hospital  facilities. 

Comment.  While  recommendations  30  through  37 
indirectly  relate  to  health  manpower,  they  are  much 
more  concerned  with  the  provision  of  health  services; 
your  committee,  therefore,  recommends  that  these  eight 
recommendations  be  considered  by  the  Commission  on 
Medical  Services. 

38.  Health  insurance  organizations,  private  founda- 
tions, and  hospitals  with  assistance  from  the  Federal 
government  where  needed,  should  underwrite  edu- 
cational programs  for  members  of  hospital  boards 
of  control.  These  programs  should  make  the  board 
members  familiar  with  hospital  operations  in  general 
and  intimately  knowledgeable  about  the  comparative 
performance  of  their  own  institutions.  Concomitantly, 
these  programs  should  offer  advice  and  assistance  for 
cost  reduction  and  quality  improvement. 

Comment.  The  committee  endorses  the  principle  of 
this  recommendation  and  believes  strongly  that  educa- 
tional programs  for  members  of  hospital  boards  of 
control  should  assist  in  more  administrative  understand- 
ing and  improve  the  utilization  of  health  manpower. 
It  notes  that  the  cost  of  such  educational  programs 
can  be  included  in  determining  the  per  diem  rate  for 
reimbursement  under  third-party  payment  programs. 

The  committee  emphasizes  the  need  for  the  involve- 
ment of  physicians  on  the  medical  staff  in  the  education 
of  the  members  of  the  hospital  boards  of  control  and 
recommends  the  identification  of  steps  which  may  be 
taken  to  more  closely  integrate  the  transfer  of  informa- 
tion between  the  board  of  control  and  the  medical  staff. 
In  particular,  this  would  relate  to  the  understanding  on 
the  part  of  the  members  of  the  board  of  control  of 
the  duties,  the  responsibilities,  and  the  activities  of 
medical  staff  members  in  committee  work,  emergency 
room  coverage,  policy  advising,  and  similar  activities. 

39.  Medical  and  hospital  associations  should  jointly 
explore  means  to  increase  the  physician’s  responsibility 
for  the  successful  and  economical  management  of  hos- 
pital operations.  These  explorations  should  include 
consideration  of  providing  physicians  with  financial 
stake  in  the  operation  of  the  hospitals  and  of  including 
physicians  in  the  membership  of  hospital  boards  of  con- 
trol. 
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Comment.  The  committee  endorses  the  idea  of 
studies  being  made  to  determine  which  factors  will 
reduce  hospital  costs.  The  financial  rewards  indicated 
in  the  Commission’s  report  are  viewed  with  some  trepi- 
dation. The  committee  believes,  however,  in  addi- 
tional representation  from  the  medical  staff  on  the 
hospital  board  of  control. 

40.  Health  insurance  organizations  should  develop 
workable  plans  to  provide  coverage  of  outpatient  as 
well  as  inpatient  health  services. 

Comment.  The  committee  agrees  with  this  recom- 
mendation, but  emphasizes  that  it  should  not  be  limited 
to  services  provided  by  the  hospital  on  an  outpatient 
basis,  but  should  also  include  workable  plans  to  provide 
for  coverage  in  physicians’  offices  with  the  resulting 
savings  in  health  manpower  that  can  be  effected  by 
provision  of  services  in  doctors’  offices  when  such  pro- 
vision is  feasible. 

41.  Medicare  and  Medicaid  payments  to  organiza- 
tions providing  prepaid  comprehensive  health  care 
should  be  changed  from  a cost  reimbursement  basis  to 
one  which  will  permit  these  organizations  to  share  in  the 
savings  they  achieve  by  effective  control  of  utiliza- 
tion. 

42.  The  Federal  government  should  underwrite  a 
variety  of  experiments  aimed  at  reducing  utilization. 
As  successful  methods  of  controlling  utilization  are 
developed,  Medicare  and  Medicaid  should  share  the 
savings  on  the  same  basis  used  for  prepaid  comprehen- 
sive health  care  plans. 

43.  All  health  insurance  organizations  should  be 
encouraged  to  revise  their  payment  methods  to  share 
savings  with  health  care  purveyors  that  demonstrate 
better  control  over  utilization. 

44.  Peer  review  should  be  widely  applied  to  hospital 
utilization, 

45.  The  Federal  government  should  continue  sup- 
port of  planning  agencies  at  regional,  state,  and  local 
levels  to  collect,  analyze,  and  distribute  information 
regarding  the  need  for  medical  care  facilities. 

46.  Mechanisms  should  be  established  to  provide 
peer  review,  on  a routine  basis,  of  the  appropriateness 
and  proficiency  of  a physician’s  practice. 

Comment.  Although  the  committee  feels  that  there 
are  indirect  health  manpower  implications,  it  believes 
that  recommendations  41  through  46  should  be  referred 
to  the  Commission  on  Medical  Services  for  comment. 

47.  The  Federal  government  should  consider  es- 
tablishing, on  an  experimental  basis,  a central  patient 
data  bank  for  Federally-operated  hospitals  whose  pa- 
tient load  characteristics  approximate  those  of  the 
general  population. 

Comment.  The  committee  agrees  in  general  with  the 
recommendation  of  the  need  for  central  patient  data 
banks.  However,  it  believes  that  a great  deal  of  study 
and  education  is  necessary  prior  to  this  becoming  prac- 
tical. Among  other  problems  encountered  would  be  the 
need  for  common  terminology  and  common  record 
systems.  It  agrees  that  one  of  the  values  of  this  would 
be  cumulative  data  for  research  purposes,  but  perhaps 
even  more  important  would  be  the  saving  of  health 
manpower  by  avoidance  of  duplication  of  examinations 
and  tests. 

Improving  the  Organization  Framework 

48.  Highest  priority  should  be  given  by  community 
health  councils  to  developing  methods  which  will  as- 
sure access  to  adequate  health  care  for  all  those  in  the 
community  they  serve. 

Comment.  The  committee  agrees  with  the  develop- 
ment of  community  health  councils  (probably  on  a 
county  basis).  It  feels,  however,  that  these  health 
councils  should  have  a broad  responsibility  for  the 
health  activities  affecting  the  community  and  perhaps 
should  be  identified  as  county  comprehensive  health 
councils. 


It  strongly  urges  the  involvement  of  physicians  and 
other  health  professionals  in  the  affairs  of  such  county 
comprehensive  health  councils  to  provide  informed 
leadership. 

The  committee  notes  that  MSSNY  has  already  taken 
steps  to  encourage  such  medical  participation.  It 
recommends  that  this  activity  take  high  priority  in  the 
future  plans  of  the  State  Medical  Society. 

49.  The  congress  should  give  a high  priority  to  the 
support  of  the  Center  for  Health  Services  Research  and 
Development,  and  the  Secretary  of  U.S.  Department  of 
Health,  Education,  and  Welfare  should  locate  the  center 
in  his  department  in  such  a way  that  its  effectiveness 
will  not  be  reduced  by  the  parochial  interests  of  any 
constituent  agency. 

Comment.  The  committee  notes  the  development 
of  the  Center  for  Health  Services  Research  and  Develop- 
ment in  the  U.S.  Department  of  Health,  Education,  and 
Welfare.  It  awaits  further  information  from  either 
the  Center  or  the  AMA. 

50.  Financial  support  should  be  made  available  for 
large-scale  experimental  projects  of  integrated  health 
service  systems  under  a variety  of  auspices,  including 
physicians  in  private  practice,  universities,  hospitals, 
voluntary  agencies,  and  government.  These  systems 
should  also  include,  but  not  be  limited  to,  programs 
which  are  comprehensive,  serve  a cross  section  of  socio- 
economic groups  on  a community  or  area-wide  basis, 
and  emphasize  organized  services  for  ambulatory 
patients. 

Comment.  The  committee  enthusiastically  endorses 
the  recommendation  that  funds  be  made  available  for 
experimental  projects  designed  to  provide  comprehen- 
sive health  services,  including  preventive  services.  It 
recommends  that  the  Health  Resources  Commission  be 
urged  to  obtain  such  funds  from  State  sources  and  to 
identify  other  sources,  either  Federal,  voluntary',  or 
private,  that  may  be  utilized  for  such  studies.  It 
recommends  the  appointment  of  the  Health  Resources 
Commission,  through  its  staff,  as  the  agency  to  inte- 
grate such  studies,  and  also  recommends  that  the  State 
Medical  Society  so  request  the  Health  Resources  Com- 
mission and  offer  the  advice  and  assistance  of  the  Medi- 
cal Society. 

51.  The  Bureau  of  the  Budget  should  consider 
delegating  to  the  National  Center  for  Health  Statistics 
the  responsibility  for  supervising  the  collection,  analysis, 
and  dissemination  of  health  data.  This  center  would 
act  as  a focal  agency  to  assure  that  the  collection  of 
health  data  by  Federal  agencies  is  coordinated  and  that 
the  results  are  analyzed  and  disseminated  in  compatible 
forms. 

Comment.  The  committee  recommends  that  the 
State  assume  responsibility  for  the  collection,  analysis, 
and  dissemination  of  health  data  on  a State-wide  basis. 
The  committee  noting  that  this  is  a responsibility  of  the 
State  Health  Department  recommends  that  the  State 
Health  Commissioner  be  provided  with  adequate  finan- 
cial and  health  manpower  resources  to  adequately  carry 
out  this  function.  It  notes  with  concern  that  much  of 
the  health  data  for  New  York  City  are  not  readily  avail- 
able in  the  State  Health  Department  and  believes  that 
total  information  on  State-wide  resources  and  needs 
should  rest  with  the  State  Health  Department. 

52.  The  Secretary  of  U.S.  Department  of  Health, 
Education,  and  Welfare  should  have,  within  his  own 
office,  a greatly  expanded  service  for  analysis,  and 
should  be  provided  with  substantial  funds  to  contract 
for  assistance  outside  the  government. 

Comment.  The  committee  agrees  with  the  recom- 
mendation of  the  Commission  and  again  notes  that  a 
similar  recommendation  concerning  analytic  services  of 
the  State  Health  Department  would  enhance  the  ca- 
pability of  the  State  Health  Commissioner. 

53.  A Council  of  Health  Advisers  should  be  estab- 
lished. 

Comment.  The  committee  endorses  the  recommen- 
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elation  for  a Council  of  Health  Advisers  to  the  Secretary 
of  U.S.  Department  of  Health,  Education,  and  Welfare. 
It  believes  a similar  organization  is  needed  at  the  State 
level.  It  notes  the  responsibilities  in  this  respect  of  the 
Public  Health  Council,  the  Hospital  Review  and  Plan- 
ning Council,  and  the  Health  Resources  Commis- 
sion. 

The  committee  recommends  that,  after  con- 
sideration, amendment,  and  approval,  by  the 
Council,  the  recommendations  of  your  Commit- 
tee on  Health  Manpower  should  be  referred  for 
action  to  other  committees,  or  to  the  State 
Health  Commissioner,  or  to  the  Health  Re- 
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Olaf  J.  Severud,  M.D Otsego 

Clyde  L.  Randall,  M.D.,  Adviser  Erie 


During  the  past  year,  this  committee  held 
two  meetings,  both  in  Syracuse.  At  each  of 
these  meetings  the  usual  routine  business  was 
discussed. 

During  the  latter  part  of  1967,  our  attention 
was  called  to  the  problems,  and  the  marked  dis- 
content, of  the  physicians  of  this  State  with  the 
revisions,  including  the  definitions  used  by  New 
York  State,  of  the  certificates  of  birth,  death, 
and  fetal  death.  Therefore,  at  our  first  meeting 
of  the  year,  in  May,  these  problems  were  fully 
discussed,  and  the  consensus  of  the  committee 
was  conveyed,  through  the  proper  channels,  to 
the  State  Health  Department.  As  a result  of 
these  discussions,  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  and  the 
chairman  of  this  committee,  were  invited  by 
Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health,  to  meet  with  him  and  other  members  of 
the  State  Health  Department  to  attempt  to 
solve  these  problems.  At  this  meeting,  which 
was  held  in  Albany,  I believe  that  we  arrived  at 
solutions  which  will  be  satisfactory  to  the  ma- 
jority of  the  physicians  concerned. 

Your  president,  Edward  C.  Hughes,  M.D.,  as 
a member  of  a committee  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology,  has  been 
working  on  problems  of  terminology  on  “preg- 
nancy termination  certificates.”  The  College 
hopes  this  certificate  will  be  used  by  other  coun- 
tries throughout  the  world. 

The  second  meeting  of  this  committee  was 
held  on  August  29  with  the  regional  consultants 
in  obstetrics  and  pediatrics  who  were  present 
by  invitation.  The  regional  consultants  were 
requested  to  aid  in  the  formation  of  a maternal 


sources  Commissioner,  or  to  the  executive  com- 
mittee of  the  Board  of  Trustees  of  the  AMA,  or 
to  other  appropriate  individuals  and  agencies;  or 
back  to  the  Committee  on  Health  Manpower,  as 
may  be  determined  by  the  Council. 

Your  chairman  has,  in  addition,  completed  a 
report  on  the  activities  of  the  State  Medical 
Society  relative  to  health  manpower  which  was 
requested  by  the  American  Medical  Association. 

Respectfully  submitted, 

Franki.yn  B.  Amos,  M.D.,  Chairman 


and  perinatal  mortality  study  committee  in  each 
of  their  regions  if  none  were  in  existence  or  to 
reactivate  one  if  it  were  already  in  existence. 
These  regional  consultants  were  encouraged  to 
assume  leadership  in  their  own  regions,  to  pro- 
mote a local  study  of  the  problems  associated 
with  maternal  and  perinatal  mortality  rates, 
and  to  help  solve  these  problems  on  a local  self- 
disciplinary  basis. 

This  committee  has  continued  to  supervise 
the  work  of  the  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  Inc.  The 
findings  of  this  study,  without  a detailed  analy- 
sis, strongly  suggest  that  there  are  two  serious 
problems  in  New  York  State  which  are  con- 
tributing to  maternal  and  perinatal  deaths. 
These  are  the  injudicious  use  of  elective  induc- 
tion of  labor,  and  the  lack  of  good  prenatal 
care.  The  responsibility  for  the  latter  problem 
is  shared  partly  by  the  public,  in  not  seeking 
good  prenatal  care,  and  partly  by  the  physician 
in  not  providing  it.  Much  study  and  effort 
has  been  expended  by  this  committee  in  con- 
nection with  these  problems.  We  believe  that 
every  effort  must  be  made  to  educate  each  new 
group  of  prospective  parents  on  the  importance 
of  good  prenatal  care.  We  also  believe  that  all 
physicians  who  treat  patients  for  pregnancy 
must  be  stimulated,  motivated,  and  educated 
to  provide  the  best  in  prenatal  care.  We  who 
are  involved  in  this  work  are  available  to  any 
group  of  physicians,  anywhere  in  this  State,  at 
any  time.  We  will  go  to  them  to  discuss  and 
help  solve  any  local  problems  associated  with 
maternal  care. 

I wish  to  express  my  appreciation  to  the  mem- 
bers of  this  committee,  to  the  regional  con- 
sultants, to  Miss  Nancy  Cochrane,  and  to  Miss 
Dorothy  H.  Smith  for  their  help  and  coopera- 
tion. Two  of  our  regional  meetings  were  ar- 
ranged by  physicians  who  are  not  regional  con- 
sultants, and  my  thanks  go  to  William  Ellis, 
M.D.,  Jamestown,  and  to  Roger  Bliss,  M.D., 
and  Elah  Bliss,  M.D.,  Hudson,  for  their  co- 
operation. 

Respectfully  submitted, 

Merton  C.  Hatch,  M.D.,  Chairman 
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Medical  Aspects  of  Sports 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical 
Aspects  of  Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman.  .Nassau 


Frederick  H.  Grabo,  M.D Oneida 

Eugene  J.  Hanavan,  Jr.,  M.D. Erie 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D.  Wayne 

William  B.  Kintzing,  M.D.  Nassau 

William  E.  Pelow,  M.D..  . Onondaga 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


In  1968,  our  committee  officially  became  a 
part  of  the  Division  of  Scientific  Activities. 

Our  first  annual  symposium  was  held  Febru- 
ary 10,  in  conjunction  with  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York 
at  The  Americana,  New  York  City.  Attend- 
ance of  700  to  750  people  made  this  the  largest 
attendance  at  a one-day  meeting  on  the  medical 
aspects  of  sports  ever  held  in  this  country;  ap- 
proximately 500  attended  the  luncheon.  There 
were  many  athletic  directors,  coaches,  trainers, 
and  physicians  from  the  eastern  states,  from 
Canada,  and  from  as  far  west  as  South  Bend, 
Indiana.  I would  like  to  thank  Alexius 
Rachun,  M.D.,  Cornell  University,  and  Murle 
Laurens  Rowe,  M.D.,  University  of  Rochester 
Medical  School,  for  their  outstanding  perfor- 
mance as  moderators  of  the  all-day  meeting. 

The  second  annual  sports  symposium  is  to  be 
held  February  8,  1969,  at  The  Americana,  New 
York  City.  An  advisory  committee,  consisting 
of  James  A.  Nicholas,  M.D.,  Max  Novich, 
M.D.,  Alexius  Rachun,  M.D.,  Murle  Laurens 
Rowe,  M.D.,  John  A.  Ripp,  M.D.,  William  B. 
Kintzing,  M.D.,  Anthony  J.  Pisani,  M.D., 
William  Stein,  and  Kenneth  Hafner  was  ap- 
pointed to  assist  in  preparing  the  program. 
The  Touchdown  Club  of  New  York  is  joining 
the  New  York  State  Public  High  School  Athletic 
Association  and  the  Health,  Physical  Education, 
and  Recreation  Association  as  cosponsors  of  the 
meeting.  We  hope  physicians  throughout  the 
State  will  come  to  the  annual  meeting  one  day 
earlier  to  attend  the  sports  symposium. 

Our  committee  approved  the  changes  in  the 
Commissioner’s  regulations  governing  inter- 
scholastic cross-country  meets  and  ice  hockey. 

We  are  continuing  to  participate  with  the 
New  York  State  Public  High  School  Athletic 
Association  in  the  following  research  programs: 

1.  Junior  high  school  modified  football  pro- 
gram. 

2.  Preseason  experimental  training  study, 
the  5-10-5  program. 

3.  The  cleatless  shoe.  Dr.  Rowe  is  conduct- 


ing a special  study  of  knee  and  ankle 
injuries  as  a supplement  to  the  cleatless 
shoe  program. 

The  committee  members  and  other  physicians 
participated  in  several  Medical  Aspects  of 
Sports  sectional  programs  as  follows: 

1.  Monroe  County  Medical  Society’s  ninth 
annual  Sports  Medicine  Conference  which 
was  held  in  September. 

2.  Onondaga  County  Medical  Society’s 
Sports  Conference  which  was  held  in  May. 

3.  The  AMA  National  Conference  on  Medi- 
cal Aspects  of  Sports  which  was  held  in 
December. 

4.  Postgraduate  Course  on  Sports  Medicine, 
sponsored  by  the  American  Academy  of 
Orthopedic  Surgeons,  was  held  in  October, 
under  the  chairmanship  of  Joseph  D. 
Godfrey,  M.D.,  Buffalo.  This  was  an 
excellent  three-day  program. 

There  is  a great  need  for  and  an  increasing 
interest  in  the  medical  aspects  of  sports.  Our 
committee  has  recommended  to  each  county 
medical  society  that  it  establish  a committee  on 
the  medical  aspects  of  sports  with  a further 
recommendation  that  these  committees  main- 
tain a close  liasion  with  the  New  York  State 
Public  High  School  Athletic  Association,  Public 
School  Athletic  League,  and  private  and 
parochial  athletic  organizations  in  their  respec- 
tive areas. 

Our  committee  wishes  to  thank  the  members 
of  the  State  Medical  Society  staff,  especially 
Norman  S.  Moore,  M.D.,  director,  Division  of 
Scientific  Activities,  and  his  secretary,  Miss 
Dorothy  Smith;  Irving  L.  Ershler,  M.D.,  chair- 
man, Commission  on  Public  Health  and  Educa- 
tion; Guy  Beaumont  and  Richard  Klemfuss, 
Division  of  Communications,  and  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president, 
for  their  invaluable  assistance  during  the  past 
year. 

As  chairman,  I would  like  to  express  my  ap- 
preciation to  the  members  of  the  committee; 
to  Kenneth  Hafner,  New  York  State  Public 
High  School  Athletic  Association;  and  to  the 
members  of  the  advisory  committee,  James  A. 
Nicholas,  M.D.,  New  York  City,  Max  Novich, 
M.D.,  Red  Bank,  New  Jersey,  John  A.  Ripp, 
M.D.,  Westbury,  Anthony  J.  Pisani,  M.D., 
New  York  City,  and  William  Stein,  New  York 
City  Touchdown  Club  of  New  York,  for  their 
dedication  and  cooperation. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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Mental  Hygiene 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental 
Hygiene  are  as  follows: 

Reginald  R.  Steen,  M.D.,  Chairman  Nassau 
Gurston  D.  Goldin,  M.D.  New  York 

John  P.  Lambert,  M.D. . Westchester 

Allison  B.  Landolt,  M.D.  New  York 

Herman  B.  Snow,  M.D.  Dutchess 


Your  committee  has  continued  to  cooperate 
with  other  organizations  interested  in  mental 
health,  such  as  the  Council  of  District  Branches 
of  the  American  Psychiatric  Association,  the 
AMA  Department  of  Mental  Health,  the  New 
York  State  Department  of  Mental  Hygiene, 
and  the  New  York  Mental  Health  Association. 

At  a meeting  held  at  the  Cornell  Club  on 
May  21,  Norman  S.  Moore,  M.D.,  director  of 
the  Division  of  Scientific  Activities,  was  present, 
and  considerable  discussion  was  held  on  the 
relationship  between  psychiatrists  and  psychol- 
ogists. Dr.  Moore  stated  that  the  State  Med- 
ical Society  does  not  have  a clear  written 
opinion  of  the  committee’s  position  on  this 
matter.  A “position  statement”  is  being  pre- 
pared and  will  be  given  to  Dr.  Moore  in  the  near 
future. 

At  the  request  of  President  Hughes  the  com- 
mittee is  preparing  a “guideline”  report  of  its 
activities  and  functions  which  will  be  sent  to  the 
director  of  the  Division  of  Scientific  Activities. 


Your  chairman  attended  the  fourth  annual 
meeting  of  the  New  York  Congress  on  Mental 
Health,  sponsored  by  our  Society,  the  New  York 
State  Society  for  Mental  Health,  and  the  New 
York  State  District  Branches  of  the  American 
Psychiatric  Association,  held  on  October  5,  at 
the  Hotel  Commodore,  New  York  City. 
Nationally  prominent  speakers  discussed  the 
topic  “Alienation  and  Revolt;  Rebels  Without  a 
Cause?” 

The  committee  approved  the  action  of  the 
Council  of  the  State  Medical  Society  concerning 
recommendations  on  the  proposed  revision  of  the 
Education  Law.  These  changes  were  pre- 
sented to  the  New  York  State  Legislature’s 
Joint  Legislative  Committee  by  the  Ad  Hoc 
Committee  to  Study  the  Revision  of  the  Educa- 
tion Law.  As  yet  these  changes  have  not  been 
incorporated  into  the  proposed  law.  We,  there- 
fore, recommend  that  the  State  Medical  Society 
continue  its  efforts  to  secure  the  adoption  of 
these  changes  into  the  law 

Your  chairman  wishes  to  thank  the  committee 
members,  including  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities,  for  his 
counsel  and  support  and  Miss  Dorothy  Smith 
for  her  secretarial  assistance. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  Chairman 


Metabolic  Diseases 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic 
Diseases  are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman . Onondaga 


Marshall  Clinton,  M.D Erie 

Charles  B.  F.  Gibbs,  M.D Monroe 

Abraham  Gilner,  M.D Kings 

Francis  X.  Haines,  M.D Broome 

Seymour  A.  Horwitz,  M.D Schenectady 

Harvey  Poliakoff,  M.D Nassau 

Irwin  A.  Slowe,  M.D Albany 

Ann  B.  Wright,  M.D Dutchess 


The  committee  met  during  the  past  year.  A 
series  of  articles  on  diabetes,  gout,  thyroid 
diseases,  and  calcium  and  phosphorous  metabo- 
lism have  been  submitted  to  Health  News  for 
publication. 

The  committee  discussed  the  possibility  of 
performing  complete  physical  examination  and 
screening  tests  on  physicians  who  are  interested 


and  who  attend  the  annual  meeting  of  the  State 
Medical  Society.  The  examination  would  in- 
clude tests  for  blood  sugar,  blood  urea  nitrogen, 
uric  acid,  and  cholesterol,  in  addition  to  a rou- 
tine blood  cell  count. 

A revised  teaching  manual  on  diabetes  for 
patients  and  hospital  personnel,  which  originally 
appeared  in  the  New  York  State  Journal  of 
Medicine  in  1962,  is  being  prepared. 

The  committee  reviewed  the  entire  program 
of  diabetes  detection  drives,  and  a survey  of  the 
county  medical  societies  reveals  there  is  a lack  of 
knowledge  as  to  how  to  conduct  such  a drive. 
Also  many  societies  are  too  small  to  have  a 
special  committee  on  diabetes.  The  committee, 
therefore,  feels  that  consolidation  of  committees 
on  diabetes  by  districts  might  be  advisable. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 
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Preventive  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive 
Medicine,  which  includes  the  chairmen  of  the 
following  subcommittees,  are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman.  . Kings 


Community  Health 

Leonard  L.  Heimoff,  M.D Bronx 

Hospital  Epidemiology 

Max  B.  Milberg,  M.D Kings 

Infectious  Diseases 

Thomas  S.  Bumbalo,  M.D Erie 

Tropical  Diseases 

Howard  B.  Shookhoff,  M.D.  New  York 

Venereal  Disease 

Bruce  P.  Webster,  M.D New  York 


Harry  A.  Feldman,  M.D.,  Adviser.  Onondaga 

The  committee  held  a meeting  at  the  Cornell 
Club,  in  New  York  City,  on  May  23. 

The  following  is  an  outline  of  the  activities  of 
the  individual  subcommittees: 

Infectious  Diseases.  The  following  pro- 
grams were  discussed  and  acted  on: 

Physical  Examinations.  Physical  examina- 
tions were  offered  to  physicians  who  attend  the 
1969  annual  meeting  of  the  State  Medical  So- 
ciety. A questionnaire  filled  out  by  physicians 
attending  the  last  convention,  showed  there 
was  little  interest  in  this  program,  and  the  idea 
has  been  abandoned.  It  was  noted  that  the 
American  Medical  Association  has  also  given 
up  its  program  of  physical  examinations  at  its 
annual  convention. 

The  committee  suggests  to  county  medical 
societies  that  they  consider  this  program  for 
members  in  their  own  communities. 

Family  Life  Program.  “The  Role  of  the 
Physician  in  Sex  Education,”  an  article  origi- 
nally published  in  the  Journal  of  the  American 
Medical  Association  and  reprinted  in  the  Feb- 
ruary, 1968,  issue  of  the  Erie  County  Medical 
Bulletin,  was  summarized  by  your  chairman, 
and  copies  were  distributed  to  the  county  medi- 
cal societies  with  the  request  that  it  be  published 
in  their  bulletins  or  reproduced  and  distributed 
at  their  meetings.  The  committee’s  ultimate 
goal  is  to  have  trained  physicians  function  as 
lecturers  and  consultants  in  their  communities, 
to  give  guidance  to  members  of  the  teaching 
profession  and  parents  groups,  and  to  set  up 
referral  services  in  communities  lacking  such 
facilities. 

Multiphasic  Screening  Tests.  The  committee 
is  on  record  as  encouraging  multiphasic  screen- 
ing tests,  such  as  tonometry,  PAP  smear,  post- 
prandial blood  sugar,  and  serologic  test  for 
venereal  disease,  in  areas  of  high  priority.  One 
such  program  for  the  public,  a “Healthorama,” 
was  held  in  Erie  County.  Every  county  is 
urged  to  establish  a “Healthorama”  program, 
which  is  adapted  to  the  local  needs  of  the  com- 
munity, since  these  disease-screening  programs 
serve  the  public  welfare  and  are  educational. 


Glaucoma  Testing.  Many  physicians  trained 
to  do  tonometry  still  do  not  perform  routine 
glaucoma  tests.  The  committee  feels  that  this 
test  should  be  performed  more  frequently,  and 
that  more  physicians  should  be  trained  to  do 
tonometry.  This  suggestion  has  been  referred 
to  the  Committee  on  Diseases  of  the  Eye  for 
their  opinion. 

Education  Programs.  The  Council  voted  to 
defer  action  on  proposed  education  programs 
to  encourage  and  clarify  State  laws  requiring 
routine  tests,  such  as  chest  x-ray  films,  PAP 
smear,  and  serologic  tests  for  syphilis,  on  pa- 
tients admitted  to  hospitals. 

Infectious  Diseases.  The  National  Com- 
municable Disease  Center,  in  Atlanta,  Georgia, 
has  offered  to  provide  technical  and  financial 
assistance  in  planning  and  designing  an  educa- 
tion program  on  “The  Prevention  and  Manage- 
ment of  Infectious  Diseases.”  As  a pilot  study, 
the  committee  and  the  Communicable  Disease 
Center  have  developed  plans  for  a symposium 
on  immunization  for  the  Seventh  and  Eighth 
District  Branches.  This  symposium  will  be 
held  in  Buffalo,  in  March  or  April,  1969. 

Community  Health.  The  Federal  govern- 
ment’s interest  in  community  health  is  shown 
in  the  work  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare  with  the  cooperation  of 
the  Office  of  Economic  Opportunity.  They 
hope  to  broaden  the  present  concepts  of  medi- 
cal care  for  the  poor  and  medically  indigent. 
The  following  recommendations  were  made  by 
the  committee: 

1.  Comprehensive  medical  care  for  patients 
should  be  made  available  on  a family  basis. 

2.  Medical  care  demonstration  units  should 
be  established  with  physicians  taking  an  active 
role  in  the  planning  stages.  The  State  Medical 
Society  should  encourage  participation  by 
physicians  in  comprehensive  medical  care  cen- 
ters set  up  as  private  clinics  to  provide  better 
medical  care  to  patients  in  medically  depressed 
areas.  The  committee  feels  that  good  medical 
care  must  be  brought  to  these  areas  with  the 
help  of  organized  medicine.  The  quality  of 
medical  care  rendered  by  these  clinics  must  be 
checked  by  means  of  medical  audits.  The 
chairman  has  urged  HEW  to  accept  the  con- 
cept that  private  groups  of  physicians  can  ren- 
der medical  care  as  good  as,  and  most  likely  bet- 
ter than,  can  be  obtained  in  large  hospital  com- 
plexes. This  idea  has  now  been  accepted  by 
HEW.  There  is  a great  deal  of  competition 
among  the  local  voluntary  and  teaching  hos- 
pitals to  obtain  Federal  funds  to  set  up  health 
centers  in  these  areas.  Private  physicians  and 
organized  medicine  now  have  the  opportunity 
to  render  medical  care  to  people  in  these  de- 
prived areas  and  at  the  same  time  receive  fair 
remuneration  for  their  labors. 

The  committee  has  urged  the  Council  to  ap- 
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prove  the  principle  of  private  group  practice  in 
ghetto  and  deprived  areas,  funded  by  founda- 
tions and  Federal,  State,  or  local  agencies. 

The  committee  will  also  explore  community 
health  organizations  throughout  the  State  and 
will  attempt  to  render  a report  on  State-wide 
activities  in  the  near  future. 

Hospital  Epidemiology.  This  committee 
plans  to  set  up  a program  on  the  control  of 
hospital  infections,  similar  to  the  program  cur- 
rently operating  in  many  New  York  City  hos- 
pitals. Lectures,  seminars,  and  exhibits  will 
be  used  to  indoctrinate  responsible  hospital 
officials  in  this  program.  The  committee  feels 
that  (1)  each  and  every  hospital  in  the  State 
should  have  a trained  epidemiologist,  whether 
that  person  be  a physician,  nurse,  or  sanitarian, 
to  be  responsible  to  his  hospital  infection  com- 
mittee; (2)  guidance  at  the  community  level 
should  rest  with  the  county  medical  society  and 
the  local  health  department;  (3)  the  training 
of  key  personnel  and  consultation  services 
should  be  the  responsibility  of  the  State  Medi- 
cal Society  and  the  State  Health  Department; 
and  (4)  this  program,  to  be  effective,  must  be 
tied  in  with  hospital  accreditation. 

The  committee  has  reviewed  the  New  York 
State  Hospital  Code  and  has  requested  the 
Council  to  request  the  Code  Committee  of  the 
Hospital  Review  and  Planning  Council  to  draw 
up  an  amendment  making  it  mandatory  that  a 
hospital  epidemiologist  be  appointed  by  the 
medical  board  of  every  hospital  in  the  State 
with  power  to  act  unilaterally.  The  disclosure 
that  more  than  10  per  cent  of  patients  entering 
a hospital  develop  an  infection  while  in  the 
hospital  and  that  the  number  of  persons  with 
serious  gram-negative  infections  is  growing 
makes  this  amendment  necessary. 

Norman  S.  Moore,  M.D.,  director.  Division 
of  Scientific  Activities,  believes  that  the  criteria 
for  determining  hospital  infections  are  not  uni- 
form and  that  statistics  to  date  are  misleading. 
The  director  of  the  State  Health  Department’s 
bureau  of  epidemiology  does  not  believe  that 
the  epidemiologist  should  necessarily  be  a 
physician  and  believes  that  a nurse  trained  in 
epidemiology  at  the  Communicable  Disease 
Center,  Atlanta,  Georgia,  would  be  preferable. 
Both  recommended  that  the  State  Medical 
Society  should  go  slow  in  recommending  changes 
in  the  Hospital  Code.  Statistics  from  inspec- 
tions will  show  the  need  for  an  amendment  and 
where  physician  cooperation  in  hospitals  is 
lacking. 


Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen  : 

The  members  of  the  Committee  on  Rural 
Medical  Service  are  as  follows: 


The  Council  voted  to  defer  action  on  this  re- 
port and  referred  it  to  the  Committee  on  Hos- 
pital and  Professional  Relations  for  an  opinion. 

Tropical  Diseases.  The  committee  has 
been  authorized  by  the  House  of  Delegates  to 
present  at  the  1969  Annual  Meeting,  an  exhibit 
in  color  showing  photomicrographs  of  intestinal 
parasites  plus  color  films  of  the  same  organisms 
and  intestinal  amoeba  in  man.  It  was  also  sug- 
gested that  malaria  parasites  be  included  in  this 
presentation.  The  chairman  has  contacted  the 
chairman  of  the  Subcommittee  on  Scientific 
Motion  Pictures  to  arrange  for  the  showing  of 
these  and  perhaps  other  films. 

Venereal  Disease.  The  committee  calls 
attention  to  the  following: 

1.  There  is  a lack  of  basic  research  in  gonor- 
rhea and  syphilis;  the  technics  of  the  immunol- 
ogists are  needed  at  present. 

2.  Venereal  disease  should  be  taught  in 
medical  schools.  Grants  are  available  to  assure 
its  inclusion  in  medical  school  curriculums. 

3.  Gonorrhea  is  a world-wide  problem.  At 
a recent  international  conference,  military 
physicians  reported  that  the  use  of  sulphon- 
amides  is  the  ‘only  answer  to  the  problem  of 
treating  penicillin-resistant  strains  that  are 
showing  up  in  great  numbers  of  patients  who 
were  infected  in  Vietnam. 

4.  The  National  Communicable  Disease 
Center  is  making  a survey  of  syphilis  reporting. 
Julia  L.  Freitag,  M.D.,  and  Granville  W.  Lari- 
more,  M.D.,  of  the  State  Department  of  Health, 
will  make  this  study  in  New  York  State. 

Miscellaneous.  Harry  A.  Feldman,  M.D., 
adviser  to  the  committee,  suggested  that  an 
advisory  committee,  consisting  of  the  chairmen 
of  the  departments  of  preventive  medicine  in 
all  medical  schools  in  the  State,  be  appointed. 
Norman  S.  Moore,  M.D.,  director,  Division  of 
Scientific  Activities,  will  explore  the  possibility 
of  getting  together  with  the  deans  of  the  medi- 
cal schools  and  the  chairmen  of  the  departments 
of  px-eventive  medicine  to  study  this  proposal 
and  the  possible  benefits  the  committee  would 
derive  from  such  a committee.  There  was 
some  question  as  to  whether  or  not  the  advice 
to  the  committee  would  be  worth  the  cost  it 
would  entail,  and  the  Council  voted  to  defer 
action  on  this  matter. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 


Thurston  L.  Keese,  M.D.,  Chairman 

Onondaga 
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La  Verne  E.  Campbell,  M.D Erie 

Irwin  Felsen,  M.D Allegany 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D. Ontario 

Rudolph  F.  Hust,  M.D. Otsego 

Hugh  McChesney,  M.D Oswego 

Robert  E.  Westlake,  M.D.  Onondaga 

Stuart  A.  Winning,  M.D St.  Lawrence 

James  J.  Quinlivan,  M.D.,  Adviser.  Albany 


The  committee’s  study  on  health  manpower 
and  medical  service  in  rural  New  York  State  is 
nearing  completion.  The  committee  wishes  to 
reaffirm  its  gratitude  to  the  Avalon  Foundation, 
especially  to  its  president,  Charles  Hamilton, 
Jr.,  and  the  Board  of  Directors,  for  funding  this 
worthwhile  baseline  study  of  medical  care  in 
rural  areas.  We  also  wish  to  thank  the  Sears- 
Roebuck  Foundation,  especially  Robert  Buzbee, 
for  its  contribution  toward  publication  costs. 

The  study  design  was  previously  reported  to 
the  1967  House  of  Delegates,  and  the  study  is 
being  conducted  by  the  Community  Medical 
Service,  the  committee’s  research  organization. 
The  research  staff  members  are  as  follows: 
Edward  C.  Hughes,  M.D.,  director;  A.  Geno 
Andreatta,  codirector  and  adviser  to  the  Rural 
Medical  Service  Committee;  John  E.  Mac- 
Donald, research  associate;  Miss  Nancy  Coch- 
rane, with  experience  in  medical  terminology 
and  social  service;  Miss  Margaret  Chichura, 
secretary;  and  2 part-time  coders,  data  tabu- 
lators, and  secretarial  assistants  (summer  help). 

The  following  is  a summary  of  the  committee’s 
progress  with  the  study: 

1.  The  first  phase  of  the  study,  w^iich  con- 
sists of  data  obtained  from  family-level  inter- 
views regarding  medical  coverage,  was  submit- 
ted for  computer  analysis.  The  results  from 
these  data  are  now  being  prepared  for  publica- 
tion. 


School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  School 
Health  are  as  follows: 

C.  George  Murdock,  M.D.,  Chairman 


Onondaga 

Werner  H.  Bloch,  M.D Chemung 

Robert  H.  Broad,  M.D.  Tompkins 

Daniel  C.  Fisher,  M.D.  Erie 

Frederick  A.  Groff,  Jr.,  M.D..  Schenectady 

Frank  A.  Hacker,  M.D Dutchess 

Hugh  F.  Leahy,  M.D..  . Albany 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


The  committee  which  has  in  recent  years  been 
combined  with  other  committees,  such  as  gen- 
eral practice  and  youth  physical  fitness,  was 
reactivated  this  year  as  a separate  committee. 
This  action  v'as  timely  and  important  because 
of  the  increasing  role  school  health  services  must 


2.  The  physician  questionnaires  have  been 
prepared  for  computer  analysis,  and  the  results 
will  also  be  published.  This  study  is  an  “in- 
depth”  profile  of  rural  medical  practice,  includ- 
ing demographic  and  medical  practice  factors. 
Preliminary  data  gathered  from  this  phase  of  the 
study  appeared  significant  enough  to  warrant 
expanding  the  study.  Since  the  summer  of 
1968,  physician  questionnaires  were  mailed  to 
all  physicians  residing  in  communities  of  less 
than  50,000  people,  excluding  the  metropolitan 
New  York  area.  The  replies  are  systematically 
coded  and  prepared  for  computer  analysis  as 
they  are  returned  to  Community  Medical 
Service.  We  would  encourage  any  physician 
who  has  not  returned  his  questionnaire  to  do  so 
as  soon  as  possible.  Also,  any  physician  who 
would  like  to  participate  but  who  may  not  have 
received  a questionnaire  may  obtain  one  by 
calling  or  writing  the  Community  Medical 
Service,  323  University  Avenue,  Syracuse,  New 
York  13210.  The  telephone  number  is  475- 
0025,  area  code  315. 

3.  A preliminary  report  on  “Rural  Physi- 
cians and  Rural  Residents”  was  presented  as 
part  of  a Northeast  Regional  Medical  Program 
held  in  Syracuse,  in  the  spring. 

4.  Some  of  the  preliminary  findings  reported 
to  the  House  of  Delegates  in  January,  1968,  seem 
to  be  confirmed  and  continue  to  hold  true  as 
these  data  become  available.  Since  these  data 
are  nearing  the  publication  stage,  the  committee 
is  not  submitting  a report  until  the  study  is 
completed,  and  data  can  be  generally  interpre- 
ted within  the  context  of  the  study.  Prelimi- 
nary analyses  of  the  study  were  published  in  the 
January  15,  1968,  issue  of  the  New  York 
State  Journal  of  Medicine. 

Respectfully  submitted, 

Thurston  L.  Keese,  M.D.,  Chairman 


play  in  the  recently  mandated  program  of  the 
State  for  health  education,  especially  in  sex  and 
narcotics.  School  health  services  also  will  be 
deeply  involved  in  the  Federal  program  on 
Comprehensive  Health  Planning.  Finally, 
school  health  services  can  play  a vital  role  in 
recruiting  and  promoting  health  careers,  be- 
cause of  the  direct  contact  with  students  during 
the  years  that  these  children  are  selecting  their 
vocation. 

Members  of  this  committee  were  selected 
because  of  their  interest  in  school  health  prob- 
lems and  also  to  give  wide-spread  geographic 
representation  throughout  the  State.  It  is 
anticipated  that  the  committee  will  work  closely 
with  the  New  York  State  Association  of  School 
Physicians,  since  many  of  our  committee  mem- 
bers are  also  active  in  that  organization  and 
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both  groups  have  similar  goals — to  improve 
school  health  services  throughout  the  State. 

This  committee  held  an  organization  meeting 
in  May  and  approved  the  following,  which  were 
subsequently  approved  by  the  Council: 

1.  That  a joint  committee  be  formed  with 
representatives  from  the  State  Medical  So- 
ciety’s Committee  on  School  Health,  the  New 
York  State  Department  of  Health,  and  the 
State  Department  of  Education  to  develop 
guidelines  for  a school  health  program. 

A similar  resolution  was  passed  by  the  Society 
in  1991  but  never  came  to  fruition  because  of 
the  reluctance  of  the  Department  of  Education 
to  participate. 

2.  That  a screening  program  for  preschool 
children  with  vision  and  hearing  defects  be 
developed  on  a pilot  basis  in  Nassau  County, 
and  if  successful,  it  is  to  be  expanded  through- 
out the  State. 

The  committee  is  grateful  to  James  A.  Moore, 
M.D.,  chairman  of  the  Committee  on  Hard  of 
Hearing  and  the  Deaf,  and  James  I.  Farrell, 
M.D.,  chairman  of  the  Committee  on  Diseases  of 
the  Eye,  for  attending  our  meeting  and  for  their 
advice  on  initiating  this  program. 

3.  That  the  Council  be  asked  for  permission 
to  hold  session  meetings  on  school  health  at  the 
next  two  annual  meetings  in  anticipation  of 
establishing  a permanent  Section  on  School 
Health  in  1971. 

With  the  approval  of  the  Council,  plans  have 
been  made  for  the  first  session  meeting  to  be  held 
in  1969  at  which  time  a panel  discussion  on  Drug 
Abuse  in  Children  and  Adolescents  will  be  pre- 
sented. 

Many  other  pressing  problems  in  school  health 
were  discussed,  but  definite  action  was  post- 
poned to  a later  date  because  of  the  lengthy 
agenda  of  our  initial  meeting.  Some  of  the 
items  on  the  agenda  were:  health  careers, 

health  education,  standardization  and  transfer 
of  health  records,  postgraduate  educational  pro- 
grams for  school  physicians  to  be  held  on  a 


Comprehensive  Health  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  State- wide  Committee  on 
Comprehensive  Health  Planning  are  as  follows: 
Waring  Willis,  M.D.,  Chairman  


Westchester 

John  C.  Adam,  M.D Onondaga 

Andrew  B.  Adams,  M.D.  Broome 

Dallas  E.  Billman,  M.D Steuben 

James  M.  Blake,  M.D.  Schenectady 

Clement  J.  Boccalini,  M.D..  . Nassau 

Robert  H.  Broad,  M.D Tompkins 

Bruce  E.  Chamberlain,  M.D Onondaga 

G.  Rehmi  Denton,  M.D.  Albany 

Kenneth  H.  Eckhert,  M.D.  Erie 

Ralph  S.  Emerson,  M.D Nassau 

Gerald  L.  Glaser,  M.D Monroe 


regional  basis,  upgrading  of  salaries  and  budgets 
for  health  services,  certification  for  school 
medical  supervisors,  directors,  and  physicians, 
and  the  frequency  of  school  health  examina- 
tions. Another  meeting  of  our  committee  is 
planned  to  resolve  some  of  these  problems. 

A member  of  our  committee  has  recently  con- 
tacted Senator  D.  Clinton  Dominick,  III,  of 
Newburgh,  who  is  chairman  of  a committee 
which  is  rewriting  and  revising  the  State  Educa- 
tion Law,  in  the  hope  that  some  legislative 
changes  can  be  made  which  directly  concern 
school  health  services. 

The  Committee  on  General  Practice  and 
School  Health,  our  committee’s  immediate 
predecessor,  recommended  last  year  that  a sym- 
posium on  school  health  services  be  held  for  the 
New  York  State  Council  of  School  District  Ad- 
ministrators for  their  information  and  orienta- 
tion. At  the  meeting  of  the  Council  on  March 
28,  1968,  this  was  referred  to  the  committee  with 
the  recommendation  that  the  committee  contact 
the  New  York  State  School  Board  Association 
to  implement  this  program. 

The  chairman  wrote  to  the  executive  secretary 
of  this  group  on  June  11;  the  suggestion  of  a co- 
operative program  was  favorably  received  and 
referred  to  the  Association’s  program  committee 
for  possible  inclusion  in  their  1969  conference. 

You  will  note  in  this  report  that  no  mention 
has  been  made  of  the  fallacy  of  the  annual  school 
health  examination  which  is  currently  required 
by  law  only  in  New  York,  Nebraska,  and  the 
Canal  Zone.  Although  our  present  committee 
members  feel  as  strongly  as  did  our  predecessors 
about  this  controversial  regulation,  we  have 
decided  not  to  pursue  this  matter  at  this  time 
because  of  the  adamant  attitude  of  the  State 
Department  of  Education  but  to  devote  our  at- 
tention and  effort  to  the  resolution  of  other  prob- 
lems in  school  health. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 


George  Himler,  M.D New  York 

Joseph  H.  Kinnaman,  M.D.  Nassau 

Francis  J.  Loperfido,  M.D Bronx 

J.  Bradford  Millet,  M.D.  Oneida 

Robert  A.  Moore,  M.D Kings 

Thomas  D.  Pemrick,  M.D.  Rensselaer 

Albert  M.  Schwartz,  M.D New  York 

Joseph  F.  Shanaphy,  M.D.  Richmond 

Edward  Siegel,  M.D.  Clinton 

Lester  R.  Tuchman,  M.D.  . . Queens 

George  T.  C.  Way,  M.D.  Dutchess 

Stuart  A.  Winning,  M.D.  St.  Lawrence 

Marion  B.  Folsom,  M.D.,  Adviser.  . . .Monroe 


At  its  annual  meeting  in  February,  1968,  the 
Medical  Society  of  the  State  of  New  York  ac- 
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cepted  the  challenge  presented  by  the  passage  of 
PL  89-749  “The  Comprehensive  Health  Care 
and  Public  Health  Amendments  of  1966.” 
With  that  decision  the  physicians  of  the  State  of 
New  York  pledged  themselves  to  the  whole- 
hearted implementation  of  the  law. 

Comments.  The  law  requires  that  every 
state  develop  a comprehensive  plan  for  health 
facilities,  manpower,  and  services.  In  May, 
1967,  Governor  Rockefeller  designated  a Health 
Planning  Commission  to  administer  and  coor- 
dinate health  planning  efforts  among  the  various 
groups  concerned  with  health  services,  facilities, 
and  manpower  in  the  State  of  New  York.  The 
Commission  has  the  responsibility  for  (1)  estab- 
lishing policies  and  procedures  for  the  expendi- 
ture of  public  and  private  funds  for  the  purpose 
of  comprehensive  health  planning  for  both  pub- 
lic and  private  health  services,  (2)  for  designat- 
ing public  or  private  nonprofit  agencies  or  or- 
ganizations for  the  purpose  of  area-wide  health 
planning  in  various  parts  of  the  State,  and  (3) 
for  approving  project  grants  to  public  and  pri- 
vate nonprofit  agencies  or  organizations  for  area- 
wide health  planning.  Also  established  under 
this  executive  order  is  a Health  Planning  Ad- 
visory Council  to  consist  of  representatives  of 
organizations  concerned  with  health  and  of  con- 
sumers of  health  services. 

The  purpose  of  the  Health  Planning  Advisory 
Council  is  to  advise  the  Health  Planning  Com- 
mission in  the  exercise  of  its  powers,  functions, 
and  duties. 

On  October  1,  1968,  Governor  Rockefeller  an- 
nounced the  names  of  the  members  appointed  by 
him  to  serve  on  the  Health  Planning  Advisory 
Council  and  included  the  following  three  mem- 
bers of  the  State  Medical  Society:  Edward  C. 
Hughes,  M.D.,  Norman  S.  Moore,  M.D.,  and 
Waring  Willis,  M.D. 

Since  decisions  made  under  this  legislation  will 
greatly  affect  hospitals  and  related  health  facil- 
ities and,  therefore,  the  practice  of  medicine,  it  is 
essential  that  physicians  make  a concerted  effort 
to  influence  the  direction  of  the  law’s  implemen- 
tation and  become  actively  involved  by  contrib- 
uting their  expertise  and  leadership  in  advisory 
capacities. 

< The  law  abolishes  the  concept  of  giving  grants 
of  Federal  funds  according  to  well-defined  dis- 
eases or  problems.  It  provides  grants  for  the 
following  reasons:  (a)  comprehensive  health 

planning  at  a state  level,  ( b ) comprehensive 
health  planning  at  area-wide  level,  (c)  training 
health  planners,  ( d ) public  health  services,  and 
( e ) health  services  development. 

Edward  C.  Hughes,  M.D.,  in  his  inaugural 
speech  at  the  annual  convention  in  February, 
1968,  designated  the  number  one  project  of  the 
Medical  Society  of  the  State  of  New  York  during 
the  year  1968-1969  to  be  the  meaningful  in- 
volvement of  the  physicians  of  New  York  State 
in  comprehensive  health  planning.  Also,  the 
Section  on  Preventive  Medicine  and  Public 
Health  sponsored  a seminar  on  comprehensive 
health  planning  in  New  York  State  which  was 
well  attended.  The  seminar  stressed  the  fact 
that  physicians  should  participate,  not  only  out 


of  “enlightened  self-interest”  but  also  “in  the 
interest  of  the  medical  successors.” 

Supporting  this  attitude  is  the  pronouncement 
of  the  American  Medical  Association’s  House  of 
Delegates  at  its  meeting  in  November,  1967,  that 
“ . . . the  planning,  organization,  and  distribution 
of  health  facilities  and  services  are  a prime  re- 
sponsibility of  organized  medicine — a responsi- 
bility that  should  be  given  highest  priority 
among  the  various  activities  of  medical  societies 
at  the  state  and  local  levels.” 

State-wide  Committee  Appointed.  Pres- 
ident Hughes  immediately  appointed  a State- 
wide committee  of  physicians  knowledgeable  in 
health  planning.  In  addition,  the  members  of 
the  committee  were  appointed  chairmen  in  their 
respective  districts,  to  assist  the  component 
county  societies  to  become  knowledgeable  in  the 
law  and  active  in  the  planning  movement. 
Through  their  efforts,  the  State  Medical  Society 
was  able  to  distribute  literature  and  information 
on  the  modus  operandi  of  health  planning  to 
committees  of  the  local  medical  societies. 

A meeting  of  the  entire  committee  was  held 
in  New  York  City  soon  after  the  annual  meeting, 
and  ideas  and  plans  were  enthusiastically  ex- 
changed. Later,  the  executive  group  of  the 
committee  had  an  additional  meeting  in  Syra- 
cuse. 

To  insure  the  personal  involvement  of  the 
presidents  of  the  county  medical  societies  in 
these  efforts,  President  Hughes  called  a meeting 
in  Syracuse  on  April  4.  It  was  a most  enthusi- 
astic gathering  of  presidents  from  all  but  two  of 
the  county  medical  societies.  The  number  and 
quality  of  the  questions  asked,  reaffirmed  the 
acceptance  and  cooperation  of  the  physicians  at 
the  local  level. 

Area  Conferences.  To  inform  further  and 
to  involve  the  general  membership,  13  one-day 
area  conferences  were  held  throughout  the  State 
in  the  following  areas:  Painted  Post,  Lake 

George,  Newburgh,  Olean,  Binghamton,  Plain- 
view,  Amsterdam,  Victor,  Watertown,  Niagara 
Falls,  Albany,  Syracuse,  and  Lake  Placid.  The 
meetings  were  cochaired  by  the  local  committee 
member  and  an  officer  of  the  State  Medical 
Society.  Attendance  was  good,  and  participa- 
tion was  excellent. 

The  performance  and  assistance  given  by  the 
members  of  the  Society’s  Division  of  Communi- 
cations in  these  activities,  should  be  singled  out 
for  special  mention.  Under  the  direction  of 
Guy  Beaumont,  the  staff  “boned  up”  on  the  re- 
quirements of  the  law  and  became  knowledge- 
able. They  prepared  an  audio-visual  presenta- 
tion of  great  merit,  which  was  enthusiastically 
received  by  participants  in  the  area  conferences. 
In  addition,  throughout  the  summer,  the  mem- 
bers of  the  Division  of  Communications  have 
worked  closely  with  district  and  county  medical 
societies  and  officers.  In  preparation  for  the 
organization  of  county  and  regional  councils  this 
fall,  the  Communications  Division  held  a three- 
day  seminar  on  the  law  and  its  regulations  im- 
plementing it.  The  officers  and  staff  members 
of  the  State  Medical  Society  are  prepared  to 
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offer  advice  and  assistance  to  any  persons  or 
groups  who  are  interested  in  forming  health 
planning  councils. 

A special  meeting  of  the  Council  was  con- 
vened at  the  Hotel  Commodore,  on  April  24, 
to  discuss  the  law.  All  members  of  the  State- 
wide Committee  for  Comprehensive  Health 
Planning  were  invited.  Also  invited  were 
Edward  H.  Van  Ness,  director,  State  Health 
Planning  Commission,  and  Herman  E.  Hilleboe, 
M.D.,  Secretary  of  the  State  Health  Planning 
Council.  At  this  meeting,  guidelines  to  aid 
county  medical  societies  in  their  understanding 
of  the  law  were  discussed.  These  guide-lines 
were  presented  at  the  June  meeting  of  the 
Council.  There  was  some  difference  of  opinion 
as  to  whether  they  were  too  long  or  too  short,  to 
little  or  too  late,  and  after  discussion  they  were 
revised  and  have  been  distributed  on  request  to 
many  groups. 

Controversy.  By  midsummer,  one  could 
perceive  controversy  developing  in  the  following 
areas: 

1.  The  State  Planning  Commission  has  desig- 
nated seven  regional  planning  areas  composed,  in 
some  instances,  of  areas  having  little  relationship 
to  one  another  as  far  as  health  matters  are  con- 
cerned. Some  counties  in  these  regions,  have 
requested  the  privilege  of  forming  smaller  plan- 
ning regions,  composed  of  contiguous  counties 
having  similar  health  aspirations  and  problems. 

2.  In  some  areas,  well-established  health  and 
hospital  planning  councils  have  taken  the  lead  in 
applying  for  organization  grants  under  314  B, 
without  first  obtaining  the  concurrence  and  valid 
representation  from  the  major  health  and 
medical  organizations  in  their  areas. 

3.  Some  medical  societies  have  expressed  ap- 
prehension lest  area-wide  and  State-wide  plan- 
ning agencies  subordinate  local  planning  efforts 
and  dictate  decisions  to  the  local  groups. 

4.  There  has  also  been  noted  a wide  variance 
among  physicians  in  their  interpretation  of  the 
legislation. 

For  clarification,  we  quote  the  following  state- 
ment made  by  Surgeon  General  William  H. 
Stewart,  M.D.,  before  the  National  Health 
Forum,  in  Chicago,  Illinois,  on  March  21,  1967: 

“There  is  no  how-to-do-it  manual  for  comprehen- 
sive health  planning — either  prepared  or  capable  of 
preparation.  There  is  no  recipe  to  follow,  no  magic 
button  to  push.  PL  89-749  is  a genuine  expression  of 
faith  in  a process  of  planning  to  meet  different 
priority  needs  in  different  ways.  It  is  an  invitation 
to  initiative  from  states  and  communities.  To  offer 
this  invitation  and  then  to  present  a formula  which 
must  be  followed,  would  be  to  deny  the  entire  pro- 
gram. 

“It  must  be  emphasized  that  comprehensive  health 
planning  does  not  represent  the  imposition  of  a 
master  plan  by  government  on  the  people. 

“As  for  the  role  of  government  in  the  process,  it  is 
the  servant  and  not  the  master. . . The  operating 
decisions  are  made  by  those  who  are  charged  with 
doing  the  work.  Government  can  synthesize  and 
catalyze;  it  cannot  dictate. 

“The  accent  is  on  process.  The  process  requires  a 
dynamic  partnership.” 

Speaking  of  the  process  of  planning,  James  H. 
Cavanaugh,  Ph.D.,  director,  Office  of  Compre- 


hensive Health  Planning,  U.S.  Public  Health 
Service,  states: 

“This  process  is  not  intended  to  replace 
existing  decision-making  mechanisms,  nor  to 
make  decisions  for  any  planning  or  operating 
institutions. 

“The  key  to  the  effective  operation  of  the 
planning  process  is  the  concept  of  involve- 
ment . . The  Federal  administration  re- 
quirements seek  only  to  assure  involvement.” 
To  gain  clarification  of  the  important  State 
and  Federal  agencies  involved  in  policy  making, 
meetings  were  arranged  at  various  times  with 
Charles  T.  Lanigan,  director,  New  York  State 
Office  of  Planning  Coordination,  Commissioner 
of  Health,  Hollis  S.  Ingraham,  M.D.,  and  James 
Kimmey,  regional  health  director,  U.S.  Depart- 
ment of  Health.  Education,  and  Welfare  con- 
cerning Comprehensive  Health  Planning.  The 
exchange  of  views  with  these  important  govern- 
ment representatives  was  both  profitable  and 
informative.  We  are  indebted  to  these  busy 
people  for  their  kindness  and  courtesy. 

At  the  time  this  report  is  being  prepared,  an 
appointment  has  been  made  with  the  State 
Health  Planning  Commission  to  arrange  for 
another  conference.  Also,  the  committee  has 
arranged  a meeting  at  which  plans  for  organizing 
the  local  communities  will  be  discussed  and 
finalized.  The  support  of  every  physician  in 
each  local  community  will  be  essential  to  make 
these  efforts  successful. 

At  this  time,  it  is  possible  to  report  great 
organization  activity  in  Buffalo,  Syracuse, 
Rochester,  Albany,  the  seven  counties  in  the  mid- 
Hudson  area,  Nassau,  and  Suffolk.  In  several 
areas  the  good  offices  of  the  local  medical  society 
in  sponsoring  local  community  organization,  has 
been  commended  by  county  executives  and 
prominent  citizens. 

An  impasse  between  the  New  York  City 
administration  and  the  Health  and  Hospital 
Planning  Council  has  unfortunately  persisted  for 
some  time  in  this  City.  Both  agencies  are 
adamant  in  obtaining  exclusive  control  of  the 
planning  function.  The  Coordinating  Council 
of  the  First  District  Branch,  representing  the 
medical  societies  of  the  five  counties  of  New 
York  City,  through  George  Himler,  M.D.,  chair- 
man of  its  Comprehensive  Health  Planning 
Committee,  has  worked  diligently  to  cooperate 
with  all  health-oriented  organizations  to  form  a 
representative  comm  unity- wide  planning  agency 
for  the  City.  The  situation  is  in  a state  of  flux; 
it  is  hoped  that  this  problem  will  be  resolved 
according  to  the  principles  of  the  law  before  the 
annual  meeting  of  the  State  Medical  Society  is 
held  in  February,  1969. 

Acknowledgments.  Your  chairman  is 
greatly  indebted  to  the  committee  members,  to 
Edward  C.  Hughes,  M.D.,  president,  to  Henry 
I.  Fineberg,  M.D.,  executive  vice-president,  and 
to  all  the  officers  of  the  Society  for  their  help, 
interest,  and  encouragement  in  this  momentous 
task.  The  competence  exhibited  by  the  Divi- 
sion of  Communications  in  approaching  the 
responsibilities  facing  this  Society  is  heartening. 
The  following  statement  was  made  by  one  of 
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our  officers,  John  P.  Ruppe,  Jr.,  M.D.,  president 
of  the  Suffolk  County  Medical  Society: 

“To  provide  effective  leadership  in  its  com- 
mittee (the  Comprehensive  Health  Planning 
Agency  encompassing  Suffolk  County)  will 
probably  be  the  greatest  opportunity  and 
challenge  that  our  Medical  Society  has  ever 
had,  in  meeting  the  needs  of  the  people.  Our 


sincerity  and  our  strength  of  purpose  are  going 
to  be  put  to  the  test,  not  within  our  own  indi- 
vidual areas  of  practice,  but  as  a collective, 
organized  unit.” 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 


Empire  State  Medical,  Scientific  and  Educational  Foundation 


To  the  House  of  Delegates,  Gentlemen: 

The  officers  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation  are: 

Norman  S.  Moore,  M.D.,  President 

Tompkins 

John  M.  Galbraith,  M.D.,  Vice-President . 

Nassau 

Renato  J.  Azzari,  M.D.,  Secretary  . . Bronx 
Henry  I.  Fineberg,  M.D.,  Treasurer.  Queens 
No  formal  report  has  been  made  for  several 
years  to  the  House  of  Delegates  from  the  officers 
and  directors  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 
Although  the  Foundation  is  a membership  cor- 
poration, separate  from  the  Medical  Society  of 
the  State  of  New  York,  it  was  incorporated  to 
aid  and  assist  the  Medical  Society  by  extending 
medical  educational  programs  beyond  the  capa- 
bility of  Medical  Society  members.  This  report 
will  cover  the  entire  life  of  the  Foundation. 

In  1961,  Renato  J.  Azzari,  M.D.,  then  presi- 
dent of  the  Foundation,  rendered  the  following 
report  to  the  House  of  Delegates: 

On  October  10,  1960,  the  certificate  of  incorporation 
of  the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.,  was  filed  in  the  office  of  the 
Secretary  of  State  of  the  State  of  New  York,  and  the 
Foundation  began  functioning  as  a legal  entity.  This 
was  the  culmination  of  the  many  discussions  and 
meetings  which  began  with  the  December,  1958, 
meeting  of  the  Council.  At  that  time  our  president, 
Norman  S.  Moore,  M.D.,  then  chairman  of  the  Com- 
mittee on  Public  Health  and  Education,  suggested 
consideration  of  the  establishment  in  New  York  of  an 
educational  and  scientific  trust  similar  to  the  one 
sponsored  by  the  Medical  Society  of  the  State  of 
Pennsylvania. 

On  March  24,  1959,  the  Council  authorized  the 
establishment  of  an  Ad  Hoc  Committee  to  Study  the 
Proposed  Scientific  and  Educational  Foundation  of 
New  York.  The  committee  determined  that  the 
principles,  objectives,  and  specific  projects  of  the 
Foundation  should  be  as  follows: 

1.  Promotion  and  extension  of  modern  concepts 
of  medical  knowledge  to  the  members  of  the  State 
Society  through  extended  comprehensive  post- 
graduate education. 

2.  Presentation  to  the  public  in  general,  through 
public  forums  and  modern  informational  media, 
concepts  of  modern  and  adequate  medical  care  and 
treatment. 

3.  Stimulation  of  a closer  working  relationship 
between  public  health  programs,  physicians,  and 
local  communities  through  educational  methods 
An  extensive  study  of  the  structure  and  form  which 

the  proposed  organization  should  take  was  made  by 
the  office  of  William  F.  Martin,  Esq.,  our  Legal 


Counsel.  It  was  decided  to  establish  a not-for-profit 
membership  corporation  similar  to  the  State  Society, 
rather  than  a charitable  trust,  such  as  the  one  in 
Pennsylvania,  to  give  the  foundation  greater  flexi- 
bility and  ease  of  operation. 

The  original  incorporators  included  Norman  S. 
Moore,  M.D.,  Ithaca;  Henry  I.  Fineberg,  M.D., 
Jamaica;  Maurice  J.  Dattelbaum,  M.D.,  Brooklyn; 
James  Greenough,  M.D.,  Cooperstown;  John  M. 
Galbraith,  M.D.,  Old  Westbury;  Renato  J.  Azzari, 
M.D.,  The  Bronx;  and  Joseph  A.  Lane,  M.D., 
Rochester. 

The  first  meeting  of  the  board  of  directors  was  held 
on  October  27,  1960,  and  at  this  meeting  Edward  C. 
Hughes,  M.D.,  Syracuse;  William  L.  Wheeler,  Jr., 
M.D.,  New  York;  Herman  E.  Hilleboe,  M.D.,  and 
Granville  W.  Larimore,  M.D.,  both  of  Albany;  were 
elected  to  membership  in  the  corporation.  In  addi- 
tion Dr.  Azzari  was  elected  president;  Dr.  Galbraith, 
vice-president;  Dr.  Wheeler,  secretary,  and  Dr. 
Dattelbaum,  Treasurer  of  the  Foundation.  At  the 
same  meeting  William  F.  Martin,  Esq.,  was  appointed 
Legal  Counsel;  J.  Richard  Burns,  Esq.,  was  ap- 
pointed assistant  secretary,  and  Thomas  Alexander 
was  named  comptroller  of  the  Foundation. 

The  Foundation  was  exceedingly  fortunate  in  ob- 
taining the  services  of  Frank  La  Gattuta,  M.D.,  of 
Bronx  County,  to  design  an  official  seal  for  the  corpo- 
ration which  shows  in  artistic  form  the  purposes  and 
objectives  of  the  Foundation. 

As  its  first  project  the  Foundation  has  undertaken 
the  study  of  Maternal  Mortality  and  Perinatal 
Mortality  in  Cayuga,  Cortland,  Hamilton,  Herkimer, 
Madison,  Onondaga,  and  Oneida  Counties,  under  con- 
tract with  the  Bureau  of  Maternal  and  Child  Health 
of  the  Department  of  Health  of  the  State  of  New 
York  and  under  the  supervision  of  Edward  C.  Hughes, 
M.D. 

A Projects  Committee,  consisting  of  Dr.  Moore, 
chairman,  Dr.  Greenough,  and  Dr.  Galbraith  has 
been  appointed  by  the  president  to  study  and  make 
recommendations  concerning  future  projects. 

The  Foundation  is  also  in  the  process  of  undertak- 
ing certain  projects  formerly  performed  by  the 
Public  Health  and  Education  Committee  of  the  State 
Society  and  these  include: 

1 . Postgraduate  medical  education ; 

2.  Education  of  the  public  on  matters  of  health; 

3.  Programs  to  stimulate  and  foster,  in  coopera- 
tion with  the  State  Department  of  Health,  the  ex- 
pansion, extension,  and  improvement  of  public 
health  service  at  the  county  level  within  the  State; 

4.  A study  of  narcotic  addiction  reports  submit- 
ted to  the  State  Department  of  Health  by  physi- 
cians over  the  past  several  years  to  ascertain  how 
addiction  originates  and  continues. 

These  projects  will  be  financed  from  a grant  of 
$52,000  to  the  Foundation  by  the  State  Society 
authorized  by  the  Council  in  September,  1900. 
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These  monies  will  be  transferred  to  the  Foundation 
from  time  to  time  as  expenses  of  the  projects  are  in- 
curred. It  is  comtemplated  that  the  budget  of  the 
Public  Health  and  Education  Committee  will  be  de- 
creased proportionately  as  the  Foundation  undertakes 
such  projects  as  were  formerly  carried  out  by  the 
committee. 

The  Foundation  intends  to  engage  in  an  intensive 
campaign  to  obtain  contributions  from  philanthropic 
foundations,  trusts,  individuals,  and  corporations  to 
assist  in  financing  and  underwriting  its  proposed 
activities. 

The  report  was  factual  up  to  the  point  where 
it  stated  that  a grant  of  $52,000  had  been  made 
to  the  Foundation  to  carry  on  the  program 
which  formerly  had  been  under  the  Committee 
on  Public  Health  and  Education.  The  money 
was  never  transferred;  neither  was  the  program 
of  the  Committee  on  Public  Health  and  Educa- 
tion transferred  to  the  Foundation.  The  di- 
rectors of  the  Foundation  soon  were  aware  that 
transferring  the  activities  and  supporting  funds 
of  the  Committee  on  Public  Health  and  Educa- 
tion to  the  Foundation  would  be  too  compli- 
cated. While  both  had  similar  objectives,  that 
is  continuing  medical  education,  each  had  dif- 
ferent operating  policies  and  sources  of  income. 
The  Medical  Society  supported  the  Committee 
on  Public  Health  and  Education,  while  the 
Foundation  received  funds  from  outside  sources. 

The  separation  of  activities  was  formalized 
at  a meeting  of  the  Board  of  Directors  on  March 
22,  1961.  The  following  action  was  approved: 

1.  That  the  Public  Health  and  Education 
activities  and  the  budget  be  the  same  as  they 
were  in  the  previous  year,  retroactive  to  January 
1, 1961; 

2.  That  all  postgraduate  medical  expense 
and  administrative  expenses  previously  set  on 
the  books  of  the  Foundation  be  transferred  back 
to  the  Medical  Society. 

The  Medical  Society  provided  the  Founda- 
tion with  working  capital  in  the  amount  of 
$11,000  which  had  been  derived  from  payments 
toward  the  Society’s  overhead  on  the  publica- 
tion What  Goes  On.  This  sum,  $3,000  in  1960 
and  $8,000  in  1961,  was  an  outright  grant  to  the 
Foundation  and  accomplished  two  results.  One, 
working  capital  was  provided  enabling  the 
Foundation,  when  necessary,  to  spend  money 
when  implementing  research  projects;  these 
funds  were  later  reimbursed  by  the  contracting 
agency.  Two,  this  contribution  indicated  to  the 
Internal  Revenue  Service  the  sincere  interest 
that  the  Medical  Society  of  the  State  of  New 
York  had  in  the  Foundation.  The  Internal 
Revenue  Service  insisted  on  this  prerequisite 
before  considering  the  Foundation’s  application 
for  tax-free  status. 

Dr.  Azzari  stated  in  his  1961  report  that  the 
first  project  of  the  Foundation  was  the  “Central 
New  York  Maternal  and  Perinatal  Mortality 
Study.”  This  project  is  being  continued.  Other 
projects  are  as  follows: 

1.  Maternal  Health  and  Perinatal  Mortality 
Study  (Region  8): 

(а)  Effective  date,  November  1,  1960,  to 
present. 

(б)  Director,  Ferdinand  Schoeneck,  M.D., 


to  1967;  Merton  C.  Hatch,  M.D.,  1967  to 
present. 

(c)  Coordinator,  Edward  C.  Hughes,  M.D. 

(d)  Purpose,  to  obtain  information  which 
could  result  in  further  reduction  of  infant  deaths 
under  twenty-eight  days  of  age  and  to  explore  the 
need  for  prenatal  and  newborn  care  in  the  State. 

( e ) Yearly  budget,  $27,598  (funded  by  New 
York  State  Department  of  Health). 

2.  Effectiveness  of  Medical  Audits: 

(a)  Effective  date,  October  1,  1963,  to 
present. 

(b)  Director,  Fred  MacD.  Richardson,  M.D. 

(c)  Subject,  to  study  the  effectiveness  of 
medical  audits. 

( d ) Yearly  budget,  open  (funded  by  Health 
Research  Inc.,  with  a direct  grant  from  New 
York  State  Department  of  Health). 

3.  Maternal  Health  and  Perinatal  Mortality 
Study  (State- wide): 

(a)  Effective  date,  January  1,  1964,  to 
present . 

(b)  Director,  Merton  C.  Hatch,  M.D. 

(c)  Subject,  to  promote  unification  and 
simplification  of  obstetrical  and  pediatric  records 
and  to  provide  continual  State-wide  analysis  of 
maternal  and  perinatal  mortality  rates  and 
other  deaths  associated  with  pregnancy. 

(d)  Yearly  budget,  $3,555  (funded  by  New 
York  State  Department  of  Health). 

4.  Medical  Review  of  Obstetrical  and  Neo- 
natal Care  in  Hospitals: 

(a)  Effective  date  April  15,  1965,  to  present. 

(b)  Director,  Robert  Korns,  M.D.,  precon- 
tract development  1964;  Malcom  Crump, 
M.D.,  1965;  Fred  MacD.  Richardson,  M.D., 
1966,  to  present. 

(c)  Subject,  to  study  State-wide  medical 
audit  of  obstetrical  and  neonatal  care  in  hos- 
pitals, the  objective  is  to  reduce  morbidity  and 
mortality  rates  in  newborn  infants  and  obstetri- 
cal patients  by  an  appraisal  of  the  quality  of 
medical  care  rendered  these  patients  and  identi- 
fication of  the  problems  which  contribute  to  such 
morbidity  and  mortality  rates. 

( d ) Yearly  budget,  approximately  $450,000 
(funded  by  New  York  State  Department  of 
Health). 

5.  Comprehensive  Programs  for  Study  and 
Solution  of  Physician  Shortage  in  Rural  New 
York  State: 

(a)  Effective  date,  July  1,1966,  to  present. 

(b)  Director,  Edward  C.  Hughes,  M.D. 

(c)  Subject,  to  develop  solutions  to  the  phy- 
sician shortage  in  rural  New  York  State,  based 
on  findings  of  surveys  to  be  taken  to  initiate  a 
program  to  obtain  physicians  for  these  areas  so 
that  the  standards  of  medical  care  in  rural  New 
York  State  may  be  improved. 

(d)  Yearly  budget,  $50,000  (funded  by  the 
Avalon  Foundation). 

6.  New  York  State  Proctosigmoidoscope 
Demonstration  Teaching  Project: 

(a)  Effective  date,  July  1,  1966,  to  present. 

(5)  Director,  John  H.  Powers,  M.D. 

(c)  Subject,  to  teach  physicians  outside  New 
York  City  the  proper  use  of  the  proctosigmoido- 
scope. 
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(d)  Yearly  budget,  from  $51,358  to  $60,002 
(funded  by  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare). 

7.  Continuing  Medical  Education  for  Phy- 
sicians: 

(а)  Effective  date,  June  1,  1967,  to  present. 

(б)  Director,  Donald  C.  Walker,  M.D. 

(c)  Subject,  continuing  medical  education 
for  physicians,  that  is,  establishment  of  criteria 
for  courses,  preceptorships,  and  other  continuing 
educational  methods. 

(d)  Yearly  budget,  $87,600  for  the  first  year 
(Funded  by  New  York  State  Department  of 
Health). 

8.  Annual  Albert  F.  R.  Andresen  Lecture 
which  is  given  at  the  annual  meeting  of  the 
State  Medical  Society.  Endowment  funds  for 
this  lectureship  have  been  held  by  the  Founda- 
tion since  1961. 

All  projects  of  the  Foundation  have  project 
directors.  Some  projects  have  advisory  com- 
mittees appointed  by  the  directors  of  the  Foun- 
dation. Other  projects  have  advisory  commit- 
tees appointed  jointly  by  the  Foundation  and 
another  agency.  The  project  directors  are  em- 
ployed by  the  Foundation  for  the  duration  of  the 
project,  but  all  serve  at  the  pleasure  of  the 
Board  of  the  Foundation.  These  directors  and 
others  working  on  them  projects  have  pension 
privileges  in  the  Foundation’s  pension  plan,  if 
they  meet  certain  qualifications  set  up  by  the 
Foundation.  The  pension  plan  is  with  the 
Teachers’  Insurance  Annuity  Association,  Col- 
lege Retirement  Equity  Fund.  The  Founda- 
tion, fortunately,  is  eligible  to  participate  on  the 
same  basis  as  colleges  and  universities.  Officers 
and  directors  of  the  Foundation  receive  no  re- 
muneration for  services  rendered  nor  are  they 
eligible  for  the  pension  plan. 

At  the  annual  meeting  of  the  members  of  the 
Foundation,  directors  are  elected  to  fill  the  ex- 
pired terms  of  directors.  At  the  annual  meet- 
ing of  the  directors,  members  are  elected  to  the 
corporation  and  officers  are  elected  for  the  ensu- 
ing year.  Since  its  incorporation,  the  Founda- 
tion has  had  a project  committee  appointed  by 
the  president.  Currently  that  committee  is 
composed  of  Edward  C.  Hughes,  M.D.,  chair- 
man; Herman  E.  Hilleboe,  M.D.;  and  Gran- 
ville W.  Larimore,  M.D.  This  committee,  after 
review  of  a project,  recommends  to  the  Founda- 
tion that  it  either  sponsor  or  reject  a project. 

The  following  is  a list  of  the  officers  who  have 
served  the  Foundation  since  its  inception  and 
their  years  of  service: 

1960- 1961 

President- — Renato  J.  Azzari,  M.D. 

Vice-President — John  M.  Galbraith,  M.D. 

Secretary — William  L.  Wheeler,  Jr.,  M.D. 

Treasurer- — Maurice  J.  Dattelbaum,  M.D. 

1961- 1962 

President — John  M.  Galbraith,  M.D. 

Vice-President — Norman  S.  Moore,  M.D. 

Secretary — William  L.  Wheeler,  Jr.,  M.D. 

Treasurer- — Maurice  J.  Dattelbaum,  M.D. 

1962- 1963 

President — Norman  S.  Moore,  M.D. 

Vice-President  James  Greenough,  M.D. 


Secretary — John  M.  Galbraith,  M.D. 

Treasurer — Maurice  J.  Dattelbaum,  M.D. 

1963- 1964 

President — Norman  S.  Moore,  M.D. 

Vice-President — James  Greenough,  M.D. 

Secretary — John  M.  Galbraith,  M.D. 

Treasurer- — Henrv  I.  Fineberg,  M.D. 

1964- 1965 

President- — Norman  S.  Moore,  M.D. 

Vice-President — James  Greenough,  M.D. 

Secretary — John  M.  Galbraith,  M.D. 

Treasurer- — Henry  I.  Fineberg,  M.D. 

1965- 1966 

President — Norman  S.  Moore,  M.D. 

Vice-President — James  Greenough,  M.D. 

Secretary — John  M.  Galbraith,  M.D. 

Treasurer- — Henry  I.  Fineberg,  M.D. 

1966- 1967 

President — Norman  S.  Moore,  M.D. 

Vice-President — John  M.  Galbraith,  M.D. 

Secretary ■ — Renato  J.  Azzari,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

1967- 1968 

President — Norman  S.  Moore,  M.D. 

Vice-President — John  M.  Galbraith,  M.D. 

Secretary — Renato  J.  Azzari,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

Originally,  J.  Richard  Burns,  Esq.  was  assist- 
ant secretary,  and  he  has  continued  in  that 
position  to  the  present  time.  Thomas  E.  Alex- 
ander was  the  first  comptroller;  this  position  is 
now  filled  by  Eugene  S.  Dombrowski. 

The  present  Board  of  Directors  is  as  follows: 
Renato  J.  Azzari,  M.D.;  James  M.  Blake, 
M.D.;  Henry  I.  Fineberg,  M.D.;  John  M. 
Galbraith,  M.D.;  Herman  E.  Hilleboe,  M.D.; 
George  Himler,  M.D.;  Edward  C.  Hughes, 
M.D.;  Hollis  S.  Ingraham,  M.D. ; Granville  W. 
Larimore,  M.D.;  Norman  S.  Moore,  M.D.; 
William  L.  Wheeler,  Jr.,  M.D.;  and  Waring 
Willis,  M.D. 

Funds  of  the  Foundation,  in  addition  to  the 
$11,000  grant  by  the  Medical  Society  of  the 
State  of  New  York,  come  from  small  donations 
by  individuals  and  earned  income  on  various 
projects  funded  by  other  agencies.  This  income 
varies  from  5 to  15  per  cent  of  salaries  of  each 
project,  depending  on  the  rules  of  the  funding 
agency.  In  1963,  the  $11,000  grant  was  insuffi- 
cient working  capital  to  carry  on  the  business  of 
the  Foundation.  To  relieve  the  crisis,  on  Sep- 
tember 26,  1963,  $10,000  was  borrowed  from  the 
Medical  Society  of  the  State  of  New  York.  As 
income  built  up  from  Foundation  projects,  this 
loan  was  repaid  in  installments  of  $2,500.  On 
January  26,  1967,  the  final  payment  of  $2,500 
was  made. 

Reviewing  the  achievements  of  the  Founda- 
tion, it  seems  appropriate  to  comment  on  the  ex- 
cellent image  the  Foundation  has  with  the 
public.  All  its  projects  are  in  the  public’s  in- 
terest. Being  so  closely  allied  with  the  Medical 
Society  of  the  State  of  New  York,  the  latter’s 
image  also  is  improved  with  the  public.  The 
small  amount  of  working  capital  limits  the 
number  of  projects  that  can  be  accepted  at  any 
one  time.  The  number  of  possible  projects  is 
endless.  Looking  to  the  future,  one  envisions 
the  Foundation  as  a strong  research  division  of 
the  Medical  Society  with  independent,  yet 
closely  allied,  personnel  who  understand  the 
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medically  related  needs  of  both  the  medical  pro- 
fession and  the  public. 


Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  President 
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1969  HOUSE  OF  DELEGATES 

Scientific  Activities  and  Publications 


What  Goes  On 


To  the  House  of  Delegates,  Gentlemen: 

During  the  past  year,  ten  issues  of  What  Goes 
On  have  been  published,  consisting  of  some  2,112 
notices  of  meetings,  courses,  radio  and  TV  pres- 
entations, and  physicians’  placement  op- 
portunities. The  circulation  is  approximately 
51,500 — 49,309  physicians,  residents,  interns, 
and  osteopathic  physicians  in  the  States  of  N ew 
York  and  New  Jersey;  2,191  miscellaneous,  in- 
cluding hospitals,  medical  schools,  libraries, 
science  writers  for  radio,  television,  and  news- 
papers; medical  societies,  freelance  writers, 
nurses,  and  others. 

In  April,  1968,  the  advertising  manager  of 
Lederle  Laboratories  notified  the  Medical  So- 
ciety of  the  State  of  New  York  that  the  company 
regretted  it  could  not  extend  its  purchase  order 
“at  the  present  terms  for  What  Goes  On  beyond 
the  ten  issues  specified  for  1968.”  In  a letter  to 
J.  Richard  Burns,  Esq.,  Lederle  stated  that  the 
circulation  had  been  analyzed  to  determine  how 
many  of  the  doctors  to  whom  What  Goes  On  is 
sent  are  potential  prescribers  of  the  Lederle 
products  advertised  in  the  publication.  Ac- 
cording to  Lederle,  the  study  showed  that  out  of 
53,000,  the  entire  circulation  in  New  York  and 
New  Jersey,  only  about  21,000  physicians  were 
in  the  specialties  of  prime  importance  to  the 
Laboratories — general  practice,  internal  medi- 
cine, obstetrics/gynecology,  pediatrics,  and 
general  surgery. 

Lederle  stated  that  all  other  What  Goes  On 
contracts  were  being  cancelled  and  made  the 
following  suggestions  to  the  publishers  who 
wished  to  continue  with  publication  of  What 
Goes  On. 

1.  Make  What  Goes  On  a journal  with 
established  advertising  rates  and  with  space 
available  to  all.  Such  a set-up  would  perhaps 
be  attractive  to  local  advertisers  as  well  as  to 
pharmaceutical  manufacturers. 

2.  Charge  a subscription  rate.  This  would 
require  considerable  promotion  to  build  circula- 
tion. However,  the  circulation  would  be  bona 
fide  readers.  Subscription  revenue  might  permit 
lowering  of  advertising  rates. 

3.  Make  What  Goes  On  a request  circulation 
publication,  thus  reducing  circulation  by  elim- 
inating waste  and  perhaps  permitting  a reduc- 
tion in  advertising  rates. 


4.  Retain  the  present  What  Goes  On  circula- 
tion, but  seek  multiple  sponsors. 

In  the  meantime,  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation  was  ex- 
panding its  postgraduate  medical  education 
projects  for  general  practitioners  and  specialists, 
and  at  about  the  same  time  the  Medicaid  law 
made  the  New  York  State  Health  Department 
responsible  for  establishing  and  maintaining 
standards  for  all  noninstitutional  medical  care 
and  services,  see  Editorial,  in  New  York  State 
Journal  of  Medicine,  November  1,  1967,  page 
2819.  What  Goes  On  was  used  to  designate 
which  courses  carried  Category  1 and  Category 
2 credits.  A box  notice  to  this  effect  appeared 
in  seven  issues  during  the  year. 

The  May-June  issue  contained  two  pages  of 
questionnaires  which  were  sent  to  (1)  medical 
institutions  wishing  to  announce  continuing 
medical  education  opportunities  in  What  Goes 
On,  and  (2)  physicians  to  determine  where  and 
what  type  of  courses  are  desired.  The  re- 
sponses are  still  coming  in,  about  100  from 
medical  institutions,  and  only  a few  from 
physicians. 

The  July-August  issue  announced  the  loss  of 
our  sponsor  and  our  readers  were  asked  to  make 
their  wishes  known  by  checking  the  appropriate 
number  in  their  replies  to  the  following: 

1.  I have  been  a regular  reader  of  What  Goes 
On. 

2.  I depend  on  What  Goes  On  for  guidance 
in  my  continuing  education. 

3.  If  What  Goes  On  is  continued  under 
different  sponsorship,  I request  it  be  sent  to  me. 

The  response,  as  of  October  1,  1968,  shows  the 
following: 

1.  1,457  readers  checked  number  1. 

2.  1,328  readers  checked  number  2. 

3.  1,501  readers  checked  number  3. 

At  this  writing,  November  1,  1968,  the 
Medical  Society  plans  to  continue  the  publica- 
tion of  a list  of  continuing  education  programs 
in  some  form. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 

Division  of  Scientific  Activities 
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Archives  and  History 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Archives 
and  History  are  as  follows: 

Norman  S.  Moore,  M.D.,  Chairman  

Tompkins 


Thurman  B.  Givan,  M.D. Kings 

Morris  R.  Keen,  M.D.  Suffolk 

Joseph  A.  Tamerin,  M.D.  New  York 


The  committee  was  appointed  in  1964,  the  re- 
sult of  a discovery  that  missing  documents  were 
presumably  lost  when  the  State  Society’s  head- 
quarters were  moved  from  292  Madison  Avenue 
to  386  Fourth  Avenue  and  again  to  750  Third 
Avenue.  The  original  committee  consisted  of 
Leo  E.  Gibson,  M.D.,  Thurman  B.  Givan,  M.D., 
and  Norman  S.  Moore,  M.D.,  chairman. 

On  December  17,  1964,  a survey  of  archival 
materials  at  the  State  Society’s  headquarters, 
750  Third  Avenue,  was  made.  Each  division 
director  received  a memorandum  requesting  in- 
ventory information  concerning  archival  ma- 
terial on  hand.  Three  divisions  have  submitted 
lists. 

A proposal  was  received  from  the  Collection  of 
Regional  History  and  University  Archives  at 
Cornell  University,  Ithaca,  to  serve  as  a de- 
pository for  the  records  of  the  State  Society  on 
a permanent  loan  basis.  These  records  would 
be  processed,  catalogued,  and  stored  in  fire- 
proof stacks  buried  in  bedrock.  The  collection 
would  be  restricted  to  all  research  use  except  by 
special  permit  given  by  duly  authorized  officers 
of  the  Society. 

At  the  Council  meeting  on  April  22, 1965,  your 
committee  was  authorized  to  investigate  further 
the  offer  received  from  the  Cornell  Collection  of 
Regional  History,  including  a study  by  legal 
counsel  of  any  proposed  agreement  between  the 
Society  and  the  Collection,  with  the  understand- 
ing that  there  will  be  for  an  escape  clause  in  case 
we  ever  wish  to  set  up  our  own  archives. 

On  November  17,  1966,  the  following  decision 
to  place  MSSNY  archival  material  at  Cornell 
was  made  by  the  Council: 

"Last  spring  you  will  remember  the  Committee 
brought  in  a request,  asking  that  the  Council  authorize 
the  Committee  to  explore  the  Regional  History  Library 
at  Cornell  as  a depository  for  archives.  We  did  that. 

“We  lost  one  member  of  the  Committee  through 
death,  Leo  E.  Gibson,  M.D. 

"Yesterday,  Dr.  Givan,  Dr.  Fineberg,  Mr.  Bums, 
Miss  Lewis  and  I got  together,  and  we  decided  we 
would  ask  you  to  approve  a resolution. 

“After  discussion,  the  committee  voted  to  recom- 
mend to  the  Council  that  the  Board  of  Trustees  be  em- 
powered to  enter  into  an  agreement,  prepared  by  Mr. 
Bums  and  approved  by  Mr.  Martin,  with  the  Collec- 
tion of  Regional  History  and  Archives  of  Cornell  Uni- 
versity for  the  deposit  of  records,  memorabilia,  and  so 
forth  in  the  aforesaid  archives. 

"This  means  that  Mr.  Bums  will  draw  up  a contract 
with  the  regional  history  curator,  Mrs.  Adele  Fox. 
The  Society  will  be  protected  and  can  withdraw  it  at 
any  time. 

"In  the  meantime,  she  has  agreed  to  arrange  all  the 


material  and  have  it  indexed  and  available  to  authorized 
persons  at  any  time. 

"If  a request  is  received  from  authorized  persons  by 
ten  o’clock  in  the  morning,  the  staff  of  the  Collection 
will  have  it  in  the  mail  by  three  o’clock  in  the  afternoon. 

“It  was  voted  to  approve  the  report.” 

Subsequently,  Mrs.  Fox  in  a letter  to  J. 
Richard  Burns,  Esq.,  under  date  of  November 
28,  1966,  outlined  two  plans  of  deposit  for 
archival  material.  Plan  One  was  an  outright 
gift  of  material  which  could  not  be  returned,  al- 
though it  would  be  serviced  and  lent  to  donors 
on  request.  Plan  Two  was  that  of  permanent 
deposit  of  material  which  may  be  taken  back  on 
demand,  in  whole  or  in  part,  by  the  donor.  The 
action  of  the  Council  regarding  the  deposit  of 
archival  material  in  the  Collection  of  Regional 
History  and  University  Archives  at  Cornell 
University  meets  the  specifications  of  Plan  Two. 

Acting  on  the  approval  of  the  report  to 
Council,  but  without  a formal  contract,  a great 
deal  of  material  of  the  Medical  Society  of  the 
State  of  New  York  was  deposited  in  the  regional 
history  collection  at  Cornell.  This  material 
has  been  separated  into  various  categories  and 
indexed  by  the  staff  of  the  Collection.  A list 
of  material  deposited  is  available,  but  a report 
by  Herbert  Finch,  current  archivist,  dated 
September  24,  1968,  explains  in  general  terms 
the  kind  of  material  presently  deposited.  In 
his  report,  Mr.  Finch  suggests  the  following 
areas  which  might  prove  fruitful. 

“The  most  important  general  records  are  the  ver- 
batim minutes  of  the  Council  from  1934-1953.  Un- 
less other  material  turns  up,  historians  must  rely  on  the 
publications  of  the  Society  before  that  date.  Then 
there  is  a fairly  good  collection  of  minutes  and  reports 
of  various  committees  and  subcommittees  generally  re- 
lating to  public  health  and  education,  such  as  the  Cancer 
Subcommittee  (1944-1953),  Subcommittee  on  Child 
Welfare  (1943-1952),  Diabetes  Subcommittee  (1950- 
1960),  School  Health  Committee  (1937-1952),  Blood 
Banks  (1943-1959),  and  many  others. 

“Of  less  importance  historically  but  of  concern  to  the 
organization  are  the  membership  records  which  are 
kept  alphabetically  and  which  include  dues  information 
and  correspondence.  There  are  also  several  files  of 
material  on  business  with  the  AM  A.  Most  of  this 
comes  from  the  1950’s.  The  editorial  files  are  also  quite 
extensive  but  of  less  value  since  they  are  reflected  in  the 
published  material  of  the  Society. 

“Finally  there  are  collections  of  directories,  pam- 
phlets, convention  materials,  photos,  and  other  items 
which  are  essential  to  the  completion  of  the  collection 
and  which  add  color  but  which  are  not  the  most  im- 
portant. 

“To  summarize,  the  papers  cover  from  1934  to  1967 
but  by  far  the  largest  bulk  is  in  the  1950’s.  There  is 
somewhat  less  from  the  1940’s  and  not  much  from  the 
1930’s  and  1960’s.  The  total  bulk  is  approximately  60 
cubic  feet. 

“The  most  interesting  thing  about  the  collection  to 
me  is  the  documentation  it  provides  of  the  interests 
and  activities  of  an  influential  professional  group. 
Along  with  the  purely  scientific  interest  in  medical  re- 
search and  practice  there  is  also  exhibited  a deep,  strong 
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current  of  social  concern  and  responsibility.  The  weak- 
ness of  the  collection  is  the  lack  of  materials  to  produce 
the  same  information  for  earlier  years. 

“Then,  to  me,  there  are  two  strong  challenges  for  the 
future.  The  first  is  to  augment  the  records  available 
by  continuing  to  search  out  the  available  papers.  The 
Society  can  help  to  do  this  by  encouraging  its  members 
to  preserve  their  own  papers  for  historical  purposes  and 
by  stimulating  them  to  search  out  historical  papers  in 
their  areas.  The  Collection  of  Regional  History  will 
help  to  do  this  by  continuing  to  collect  the  papers  of 
doctors  and  medical  organizations.  As  you  know,  we 
are  also  the  repository  for  the  Women’s  Medical  Society, 
and  we  continue  to  solicit  papers  of  medical  men. 

“The  other  challenging  thing  is  to  coordinate  and 
make  available  to  medical  historians  the  records  that 
exist  here  and  in  other  repositories.  For  instance,  the 
information  Dr.  Tamerin  and  his  associates  are  gather- 
ing and  the  work  that  is  being  done  in  the  medical  pro- 
fession with  oral  history.  I am  not  prepared  to  say 
exactly  what  the  role  of  the  Society  should  be  in  this 
area,  but  I hope  it  will  receive  the  attention  of  those 
interested  in  archives  and  history. 


Convention 

To  the  House  of  Delegates,  Gentlemen: 

1968  Convention.  The  Convention  Com- 
mittee consisted  of  the  following  members: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 


Frank  LaGattuta,  M.D Bronx 

Joseph  G.  Zimring,  M.D Nassau 

George  Himler,  M.D.,  ex  officio  . . New  York 


Norman  S.  Moore,  M.D.,  ex  officio 

Tompkins 

William  Hammond,  M.D.,  ex  officio 

Westchester 

The  162nd  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  on 
Sunday,  February  11,  through  Thursday, 
February  15,  1968,  at  The  Americana,  in  New 


York  City. 

Registration  figures  follow: 

Physicians  3,012 

Allied  professions  520 

(dentists,  medical  students, 
nurses,  technicians,  and  others) 

Guests  695 

Technical  exhibitors  845 


Total  5,072 

The  total  figure  shows  that  228  more  physi- 
cians attended  the  1968  convention,  as  compared 
with  the  1967  figures. 

House  of  Delegates,  George  Himler,  M.D., 
Speaker.  The  House  of  Delegates  assembled  on 
Sunday,  February  11,  1968,  at  2:10  p.m.  at  The 
Americana.  Reference  committee  hearings  and 
meetings  were  held  Monday,  morning  and  after- 
noon, and  Tuesday  morning.  The  House  reas- 
sembled on  Tuesday,  February  13,  at  2:00  p.m., 
met  at  9:00  a.m.  and  2:00  p.m.  on  Wednesday, 
February  14,  and  again  on  Thursday,  February 
15,  at  9:00  a.m.  for  elections  and  committee  re- 
ports. Sixty-one  resolutions  were  presented  for 
consideration  and  action  by  the  House. 


"In  fact  I think  that  this  last  area  would  perhaps  be 
the  most  fruitful  for  the  archives  committee  to  con- 
sider and  not  to  concern  themselves  about  the  technical 
matters  which  we  are  able  to  do.” 

In  response  to  this  report,  your  chairman 
asked  for  and  received  approval  of  the  Council, 
on  September  25,  1968,  for  a meeting  of  the 
committee  to  be  held  at  the  Olin  Library  in 
Ithaca.  Following  this  meeting  the  committee 
will  be  in  better  position  to  report  and  perhaps 
prepare  a resolution  for  the  House  of  Delegates 
which  will  formalize  the  arrangement  between 
the  Medical  Society  of  the  State  of  New  York 
and  the  Collection  of  Regional  History  and 
University  Archives  at  Cornell  University. 

Respectfully  submitted 

Norman  S.  Moore,  M.D.,  Chairman 


Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  The  Scientific  section  and  session 
meetings  were  held  in  meeting  rooms  on  the 
second  floor  of  The  Americana.  This  proved  to 
be  an  advantage  because  the  rooms  in  this  area 
are  readily  accessible  from  Albert  Hall  and  other 
parts  of  the  hotel.  They  are  of  adequate  size, 
and  the  acoustics  were  satisfactory. 

The  Section  on  Dermatology  and  Syphilology 
met  with  the  Section  on  Obstetrics  and  Gyne- 
cology for  a combined  meeting  on  Dermatologic 
Conditions  of  the  Vulva.  This  was  well  at- 
tended. The  Section  on  Industrial  Medicine 
and  Surgery  and  the  Section  on  Medical-Legal 
and  Workmen’s  Compensation  Matters  also  held 
a combined  meeting.  Joint  meetings  of  two  or 
more  sections  are  encouraged  by  the  committee 
for  many  reasons. 

Following  is  the  record  of  attendance  at  the 
1968  scientific  meetings: 

General  Sessions — Monday  200,  Tuesday  250, 
Wednesday  192,  and  Thursday  75. 

Sections — Allergy  125,  Anesthesiology  222, 
Chest  Diseases  150,  Dermatology  and  Obstetrics 
175,  Gastroenterology  127,  General  Practice 
125,  Internal  Medicine  237,  Industrial  Medicine, 
Medical-Legal  and  Workmen’s  Compensation 
Matters  80,  Neurology  and  Psychiatry  110, 
Ophthalmology  70,  Orthopedic  Surgery  67, 
Otolaryngology  109,  Pathology  56,  Pediatrics  45, 
Physical  Medicine  and  Rehabilitation  190, 
Plastic  Surgery  120,  Preventive  Medicine  125, 
Radiology  85,  Space  Medicine  100,  Surgery  200, 
Urology  100. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D., 
Chairman.  This  committee  met  shortly  after 
the  closing  date  for  the  receipt  of  scientific  ex- 
hibit applications,  and  chose  52  of  the  79  exhibits 
submitted.  Members  had  been  sent  a copy  of 
each  application  for  study  prior  to  this  meeting, 
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and  each  application  was  discussed  by  all.  The 
selected  exhibits  were  well  received  and  well 
attended.  The  Sunday  noon  opening  enabled 
many  more  visitors  to  view  the  exhibits  than  has 
been  possible  with  weekday  openings.  The 
scientific  exhibits  were  set  up  in  Albert  Hall,  in 
the  same  room  as  the  technical  exhibits,  and  the 
physicians  who  visited  and  viewed  them  were 
pleased  with  this  new  arrangement.  This  also 
proved  advantageous  to  the  technical  and  scien- 
tific exhibitors. 

The  chairman  of  the  Scientific  Exhibits  Com- 
mittee extends  his  thanks  to  Miss  Mollie  Pesi- 
koff  for  her  assistance  in  the  work  of  this  com- 
mittee and  to  the  members  of  the  committee  for 
their  help. 

Scientific  Exhibits  Awards,  James  Q.  Hara- 
lambie,  M.D.,  Chairman.  This  committee, 
after  detailed  study,  chose  the  award  winners: 
three  in  the  scientific  research  category,  three 
in  clinical  research,  and  the  winner  of  the 
Aesculapius  Award  presented  by  Mead-Johnson 
Company.  The  awards  were  made  at  the  ex- 
hibit sites  by  the  chairman,  an  innovation  which 
was  welcomed  by  those  concerned.  Certificates 
were  also  sent  to  all  the  doctors  winning  awards, 
and  their  names  are  recorded  in  the  minutes  of 
the  House  of  Delegates  which  were  published  in 
the  June  1,  1968,  issue  of  the  New  York  State 
Journal  of  Medicine. 

Scientific  Motion  pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. The  motion  picture  program  was  pre- 
sented from  Sunday  noon  through  Thursday 
noon,  under  the  capable  supervision  of  John 
Tiley  of  the  New  York  State  Department  of 
Health.  Unfortunately,  films  which  had  been 
shipped  from  the  State  Department  of  Health 
were  lost  in  transit,  and  the  printed  schedule  had 
to  be  altered  slightly.  Attendance  was  kept  for 
each  film  showing.  Your  chairmen  appreciate 
the  work  of  the  committee  and  the  cooperation 
of  the  New  York  State  Department  of  Health. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  Mrs.  Camille  M.  Cunningham, 
manager  of  technical  exhibits,  reports  that 
103  booth  spaces  for  exhibitions  were  sold. 
Placing  the  scientific  exhibits  on  the  same  floor 
with  the  technical  exhibits  proved  to  be  most 
successful.  The  Medical  Exhibitors’  Associa- 
tion reported  to  the  Society  that  the  technical 
exhibitors  were  pleased  with  this  move  and  felt 
that  the  meeting  was  greatly  improved  over 
meetings  held  in  the  past  five  years. 

By  opening  the  exhibits  on  Sunday,  at  noon, 
many  physicians  enjoyed  the  opportunity  of 
viewing  the  exhibits  at  their  leisure  during  the 
afternoon.  All  members  and  guests  were  re- 
minded and  urged  to  visit  the  technical  exhibits. 

Dinner  Dance,  Arthur  H.  Diedrick,  M.D., 
Chairman.  The  reception  and  dinner  dance  in 
honor  of  Frederick  A.  Wurzbach,  Jr.,  M.D.,  retir- 
ing president  of  the  Medical  Society  of  the  State 
of  New  York,  was  held  on  Wednesday  evening. 


February  14.  About  275  guests  attended. 
Henry  I.  Fineberg,  M.D.,  was  toastmaster,  and 
Milford  O.  Rouse,  M.D.,  President  of  the  Amer- 
ican Medical  Association,  brought  brief  greet- 
ings. Music  was  provided  by  Ben  Cutler  and 
his  ensemble.  Mr.  George  W.  Forrest,  Jr.,  and 
his  staff  are  commended  for  their  aid  in  making 
this  event  a success. 

Medical  Aspects  of  Sports.  A successful  pro- 
gram was  held  on  Saturday,  the  day  before  the 
meeting  opened  at  The  Americana.  A splendid 
scientific  program,  luncheon,  and  seminar  in- 
volving coaches,  trainers,  physicians,  and  allied 
sports  personnel  drew  a capacity  attendance. 
As  a result  of  the  success  of  this  initial  venture, 
the  Council  may  decide  to  hold  an  annual 
medical  sports  program.  Ralph  S.  Emerson, 
M.D.,  and  his  committee  are  to  be  congratu- 
lated. 

Miscellaneous.  Facilities  were  provided  for 
several  specialty  medical  societies  to  meet  during 
the  annual  convention,  as  well  as  assembly  rooms 
to  be  used  for  the  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York. 

E.  R.  Squibb  and  Sons  arranged  for  and  pre- 
sented an  “art  show,”  consisting  of  excellent  oil 
paintings  of  many  medical  schools  throughout 
the  United  States,  which  many  doctors  and 
guests  found  interesting. 

Acknowledgements  were  sent  to  all  partici- 
pants in  the  scientific  activities  and  to  the  mem- 
bers of  the  Medical  Assistants  Association,  who 
were  helpful  and  willing  whenever  called  on. 


1969  Convention.  The  convention  will 
again  be  held  at  The  Americana,  from  Sunday, 
February  9 through  February  13.  The  scien- 
tific activities  will  begin  at  10  a.m.  with  scientific 
motion  pictures,  scientific  and  technical  exhibits, 
and  section  and  session  meetings.  The  scien- 
tific activities  will  end  on  Wednesday  evening; 
the  House  of  Delegates  will  close  on  Thursday  at 
noon. 

At  this  time  there  have  already  been  several 
meetings  of  the  scientific  subcommittees  of  the 
Convention  Committee,  setting  in  motion  plans 
for  the  ensuing  convention. 

Another  Medical  Aspects  of  Sports  meeting  is 
to  be  held  on  Saturday,  February  8,  from  9:00 
a.m.  to  5:00  P.M. 

Acknowledgements.  Your  chairman  ex- 
tends his  sincere  thanks  to  the  members  and 
chairmen  of  the  subcommittees  for  their  work, 
support,  and  stimulating  recommendations. 
The  success  of  the  meeting  is  due  to  the  whole- 
hearted cooperation  and  energies  of  the  staff  of 
our  Society,  who  begin  the  detailed  arrange- 
ments and  work  months  ahead  to  provide  a 
smooth,  successful  annual  meeting. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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Physicians’  Placement  Bureau 

To  the  House  of  Delegates,  Gentlemen: 

The  Physicians’  Placement  Bureau  now  has 
in  its  files  1,042  cards  listing  doctors  of  medicine 
who  are  seeking  placement.  Included  in  this 
list  are  the  names  and  brief  resumes  of  653 
physicians  who  are  interested  in  practicing  in 
New  York  State,  which  have  been  forwarded  to 
us  by  the  American  Medical  Association.  The 
remaining  389  physicians  have  directly  con- 
tacted the  Bureau. 

The  following  is  a breakdown,  by  specialties, 
of  requests: 


AMA  MSSNY 


Allergy 

4 

Anesthesia 

.14 

9 

Dermatology 

7 

3 

General  Practice 

... .25 

68 

Industrial  Medicine 

. . .18 

4 

Internal  Medicine 

.151 

68 

Neurology 

.16 

1 

Obstetrics/Gynecology 

.53 

32 

Ophthalmology 

26 

12 

Orthopedics 

....  25 

10 

Otolaryngology 

22 

5 

Other 

.19 

4 

Pathology 

. . .24 

13 

Pediatrics 

33 

18 

Psychiatry 

8 

5 

Radiology 

.13 

7 

Surgery 

.151 

112 

Urology 

44 

18 

The  Bureau  has  listed  in 

What  Goes 

On  al- 

most  100  locations  which  need  the  services  of 
the  following  types  of  practitioners: 

Allergy 1 

Cardiology 2 

Dermatology 3 

General  Practice 94  plus  80 

(Suffolk  County) 

General  Surgery 4 

Industrial  Medicine ....  4 
Internal  Medicine 19 


Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  sixty-first  annual  meeting  of  the  Second 
District  Branch  was  held  November  9 through 
16,  1967,  at  the  Dorado  Beach  Hotel,  Puerto 
Rico.  A total  of  175  members,  wives,  and 
guests  were  present.  Among  those  attending 
were  Edward  C.  Hughes,  M.D.,  president  of 
the  State  Medical  Society,  and  Mrs.  Hughes. 
Also  present  was  Mrs.  Albert  M.  Biglan,  presi- 
dent-elect of  the  Woman’s  Auxiliary  to  the 
State  Medical  Society.  The  scientific  sessions 
were  jointly  held  with  the  members  of  the  faculty 
of  the  University  of  Puerto  Rico  School  of  Medi- 


Obstetrics/Gynecology. .9 


Ophthalmology 1 

Orthopedics 1 

Otolaryngology 3 

Pediatrics 15 

Psychiatry 2 

Radiology 1 

School 3 

Urology 1 


To  date,  the  Bureau  has  placed  four  physi- 
cians through  announcements  in  What  Goes  On. 
One  secretary  to  a Community  Doctor  Com- 
mittee wrote,  “We  had  more  replies  from  the 
announcement  in  What  Goes  On  than  we  did 
from  any  of  the  paid  advertisements  we  took  in 
a number  of  medical  journals.” 

The  Sears-Roebuck  surveys  are  helpful  to  the 
physicians  who  visit  our  office.  The  areas  sur- 
veyed are:  Addison,  Averill  Park,  Baldwins- 
ville,  Black  River,  Boonville,  Bloomingdale, 
Cape  Vincent,  Cohocton,  Ellicottville,  Elliot- 
ville.  Fort  Covington,  Greenville,  Holland 
Patent,  Milton,  Newark  Valley,  North  Rose, 
Pulaski,  Schenevus,  Tupper  Lake,  Waddington, 
Westport,  White  Lake,  and  Woodhull.  Of 
these,  Newark  Valley  and  North  Rose  have 
written  to  the  Bureau  to  express  their  enthusi- 
asm for  their  new  doctors  and  their  appreciation 
for  its  assistance. 

Placements  made  by  the  Bureau  include  two 
physicians  in  Memorial  Hospital,  New  York 
City;  one  in  St.  Vincent’s  Hospital,  New  York 
City;  one  in  Jacobi  Hospital,  The  Bronx;  one 
in  Corning  Hospital,  Corning;  and  two  in 
Huntington.  The  Bureau  has  also  assisted 
physicians  to  locate  in  Poughkeepsie  and  New 
Paltz.  Perhaps  there  are  other  physicians  who 
have  been  assisted  by  the  Bureau,  but  from 
whom  we  have  not  heard.  Some  of  these  doc- 
tors who  have  contacted  the  Bureau  asked  us 
how  they  can  become  members  of  the  State 
Medical  Society. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 
Division  of  Scientific  Activities 


cine;  Jose  E.  Sifontes,  M.D.,  dean  of  the  school, 
took  part  in  the  program. 

Twenty-four  scientific  papers  were  presented 
during  the  four  days  of  meetings.  The  scien- 
tific papers  were  of  high  quality,  interesting, 
and  stimulating;  the  topics  were  varied  and 
interesting  to  both  generalists  and  specialists. 

A planned  social  program  was  enjoyed  by  all. 
The  wives  attended  an  enjoyable  cosmetic 
demonstration  provided  by  Avon  Products  Inc. 
Golf  and  tennis  tournaments  were  held  on 
championship  courses,  and  tours  by  automobile 
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and  airplane  of  Puerto  Rico  and  the  Virgin 
Islands  were  available  and  enjoyed  by  many. 

The  officers  elected  in  1966  continued  to  hold 
office  in  1967.  They  are  as  follows: 

President — Reginald  R.  Steen,  M.D.,  Nassau 

First  Vice-President — Raymond  F.  Smith, 
M.D.,  Nassau 

Second  Vice-President — William  C.  Porter, 
Jr.,  M.D.,  Suffolk 

Secretary — Irving  G.  Manning,  M.D.,  Suffolk 

Treasure) — Otho  C.  Hudson,  M.D.,  Nassau 

Delegate  Otho  C.  Hudson,  M.D.,  Nassau 

During  the  year,  1968,  we  accepted  with  re- 
gret the  resignation  of  our  first  vice-president, 
Raymond  F.  Smith,  M.D.,  Nassau,  and  our 
second  vice-president,  William  C.  Porter,  Jr., 
M.D.,  Suffolk.  The  officers  elected  to  fill  these 


Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  Third  District  Branch  has  been  rela- 
tively inactive  during  1968.  The  executive 
officers  have  attempted  to  generate  enthusiasm 
for  this  organization,  but  to  little  avail.  The 
individual  counties  were  asked  to  make  known 
their  wishes  as  to  whether  to  hold  a one-day 
meeting  on  medical  economics  or  a three-  or 
four-day  combined  social,  scientific,  and  busi- 
ness meeting.  In  most  cases  this  request  was 
ignored,  and  the  few  responses  received  showed 
extreme  lack  of  enthusiasm. 

The  Third  and  Fourth  District  Branches  held 
a combined  annual  meeting  at  The  Holiday  Inn, 
Lake  George,  on  September  28.  The  meeting 
was  well  planned  and  interesting;  the  main  topic 
was  Comprehensive  Health  Planning.  The 
afternoon  was  devoted  to  lectures  and  a demon- 
stration of  modern  equipment  for  the  physi- 
cian’s office,  such  as  copying  machines,  tele- 
phone arrangements,  dictaphones,  and  others. 
An  excellent  dinner  and  entertainment  climaxed 
the  day.  The  meeting  was  fairly  well  attended. 

A business  meeting  of  the  Third  District 
Branch  was  held  during  the  morning  session, 
and  the  following  matter's  were  considered  and 
suggestions  made: 

1.  Since  it  is  extremely  difficult  to  interest 
either  individual  physicians  or  their  medical 
societies  in  the  Third  District  Branch,  it  was 
suggested  that  either  some  member  from  the 
State  Medical  Society  or  an  enthusiastic, 
knowledgeable  member  of  a more  successful 
district  branch  speak  at  the  various  county  so- 
ciety meetings  to  explain  to  the  physicians  the 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  Fourth  District  Branch  held  a combined 
meeting  of  the  executive  committee  and  plan- 
ning committee  on  April  25,  at  Lake  George. 
At  this  meeting,  it  was  decided  that  “Current 
Comprehensive  Health  Planning”  would  be  the 


vacancies  were  James  A.  Caddy,  M.D.,  Nassau, 
as  first  vice-president,  and  Philip  I.  Levitan, 
M.D.,  Suffolk,  as  second  vice-president. 

As  this  report  is  being  written,  in  September, 
1968,  all  plans  for  the  sixty-second  annual 
meeting  have  been  completed.  It  will  be  held 
on  November  10  through  16  at  the  Paradise 
Island  Hotel,  Nassau,  the  Bahamas.  It  is 
being  held  in  conjunction  with  members  of  the 
Bahamas  British  Medical  Society.  Interesting 
scientific  and  social  programs  have  been  ar- 
ranged. The  first  vice-president,  James  A. 
Caddy,  M.D.,  has  arranged  the  scientific  pro- 
gram. 

A business  meeting  also  will  be  held,  and 
officers  for  1969  and  1970  will  be  elected. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  President 


need  for  district  branches  and  the  modus  oper- 
andi  of  generating  enthusiasm  for  the  meetings. 

2.  The  financial  status  of  the  Third  District 
Branch  was  included  in  the  treasurer’s  report, 
and,  surprisingly,  we  expect  to  be  “out  of  the 
red”  with  a modest  surplus  for  1968. 

3.  The  Bylaws  were  read  and  discussed. 
It  was  felt  that  they  were  outdated  and  were  in 
need  of  revision,  and  that  this  should  be  done 
jointly  by  the  State  Medical  Society  and  the 
district  branch  officers.  It  was  also  the  consen- 
sus that  there  should  be  standard  bylaws  for  all 
district  branches. 

4.  The  geographic  composition  of  the  dis- 
trict branches  were  discussed,  and  most  mem- 
bers felt  that  in  the  near  future  the  boundaries 
should  be  changed  to  conform  to  those  planned 
by  New  York  State  for  the  Regional  Compre- 
hensive Health  Planning  program. 

5.  The  format  of  the  1969  annual  meeting, 
which  the  Third  District  Branch  will  host,  was 
discussed.  To  increase  attendance,  it  was  de- 
cided that  (a)  it  would  be  held  in  Albany,  the 
capitol  district,  ( b ) it  would  be  a one-day  affair, 
(c)  it  would  include  a round-table  discussion  by 
the  chairmen  of  the  standing  committees  of  the 
component  medical  societies,  (d)  it  would  be  in 
conjunction  with  the  regional  meeting  of  the 
State  Medical  Society,  and  (e)  it  would  feature 
one  or  two  well-known  speakers. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  President 


topic  for  the  1968  annual  meeting  to  be  held 
jointly  by  the  Third  and  Fourth  District 
Branches.  This  meeting  was  held  at  Lake 
George,  on  September  28.  The  symposium  was 
moderated  by  Daniel  O’Keeffe,  M.D.,  president 
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of  Warren  County  Medical  Society.  Thomas 
D.  Pemrick,  M.D.,  Troy,  and  James  R.  Kim- 
mey,  M.D.,  director  of  Region  II,  U.S.  De- 
partment of  Health,  Education,  and  Welfare, 
also  participated.  After  luncheon  the  county 
medical  society  presidents  of  the  northern  dis- 
trict of  the  Northeastern  New  York  Regional 
Council  of  the  Comprehensive  Health  Planning 
Board  attended  a meeting.  The  afternoon 
programs  were  devoted  to  an  explanation  of 
modern  equipment  available  for  the  physician’s 
office.  The  New  York  Telephone  Company 
sponsored  a program  on  communications. 
Gene  Balliett,  president  of  the  Medical  Man- 
agements Consultants  Inc.,  Teaneck,  New 
Jersey,  discussed  photocopying  machines.  El- 
mer Fiery,  Bergen  Drug  Company,  gave  an 
illustration  on  computer  billing  and  other  com- 
puter services  available  to  the  practicing  physi- 
cian. 

The  business  meetings  of  the  Third  and 
Fourth  District  Branches  were  held  during  this 
joint  meeting. 

Members  of  the  Fourth  District  Branch  ap- 
proved amendments  to  its  Bylaws,  creating  a 
nominating  committee  which  is  to  be  part  of 
the  executive  committee. 

The  following  officers  were  elected  for  a two- 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Eighth  District 
Branch  was  held  at  the  Dorado  Beach  Hotel, 
San  Juan,  Puerto  Rico,  together  with  the 
Seventh  District  Branch,  on  September  25 
through  September  29. 

On  September  26,  in  a scientific  program 
moderated  by  the  president  of  the  Eighth  Dis- 
trict Branch,  the  members  heard  Eli  A.  Rami- 
rez, M.D.,  chief  of  medical  services,  San  Juan 
Veterans  Administration  Hospital,  speak  on 
“Sarcoidosis”;  Jaime  F.  Pou,  M.D.,  dis- 
cussed “Tuberculosis”;  and  Angel  L.  Rodriguez 
Rosado,  M.D.,  president  of  the  Board  of  Direc- 
tors of  Blue  Shield  Plans,  spoke  on  “The  History 
of  the  Puerto  Rico  Blue  Shield  Plans.” 

On  September  27,  Wayne  C.  Templer,  M.D., 
first  vice-president  of  the  Seventh  District 
Branch,  introduced  Jose  A.  Alvarez  de  Chou- 
dens,  M.D.,  president  of  the  Puerto  Rico  Medi- 
cal Association,  who  spoke  at  length  on  the 
“Socioeconomics  of  Health  Care — The  Puerto 
Rican  Experience.” 

At  both  sessions,  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  dis- 
cussed the  State  Medical  Society’s  efforts  to 
alert  the  county  medical  societies  to  participate 
in  the  organization  of  comprehensive  health 
planning  at  the  county  level  to  insure  that  medi- 
cal care  planning  begins  at  the  county  level. 
Both  scientific  sessions  were  well  attended,  and 
many  questions  were  asked  of  the  speakers.  ' 


year  term  which  is  to  start  after  the  annual 
meeting  of  the  State  Medical  Society  in  Feb- 
ruary, 1969: 

President — Francis  X.  Dever,  M.D.,  Warren 

First  Vice-President — Leonard  J.  Schiff,  M.D., 
Clinton 

Second  Vice-President  Alton  Spencer,  M.D., 
Montgomery 

Secretary — Armand  J.  D’Errico,  M.D.,  Fulton 

Treasurer — Jacob  S.  Feynman,  M.D.,  Sara- 
toga 

Nominating  Committee — Milton  Greenberg, 
M.D.,  Washington;  Arthur  Howard,  M.D., 
Fulton;  Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

I take  this  opportunity  to  express  my  ap- 
preciation to  the  staff  of  the  State  Medical 
Society,  to  the  executive  officers,  to  the  plan- 
ning committee,  to  the  members  of  the  Fourth 
District  Branch,  to  the  members  of  the  Warren 
County  Medical  Society,  and  to  members  of 
the  Woman’s  Auxiliary  to  the  Medical  Societies 
of  Warren  and  Washington  Counties,  for  their 
cooperation  and  help. 

Respectfully  submitted, 

Walter  F.  Harrison,  Jr.,  M.D.,  President 


At  the  business  meeting  held  by  the  Eighth 
District  Branch  on  September  28,  the  following 
reports  were  approved:  the  annual  report  of 

the  treasurer,  David  R.  Harrington,  M.D.; 
the  annual  report  of  the  president  for  1967 
which  was  published  in  the  November,  1967, 
issue  of  the  Bulletin',  the  report  of  the  advisory 
council  and  delegates  meeting  of  November  16, 
1967,  which  was  published  in  the  December, 

1967,  issue  of  the  Bulletin',  and  the  report  of 
the  advisory  council  meeting  held  on  August  1, 

1968,  which  was  published  in  the  September, 
1968,  issue  of  the  Bulletin. 

John  T.  Donovan,  Jr.,  M.D.,  chairman  of 
the  Nominating  Committee,  presented  the 
following  report: 

President — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Immediate  past  president — Paul  A.  Burgeson, 
M.D.,  Wyoming 

President-elect — Thomas  S.  Bumbalo,  M.D., 
Erie 

Secretary — David  R.  Harrington,  M.D., 
Genesee 

Treasure) — James  F.  Durkin,  M.D.,  Cat- 
taraugus 

There  being  no  further  nominations  from  the 
floor,  the  slate  was  unanimously  elected. 

After  prolonged  discussion,  the  following 
motion  was  approved:  That  the  program 
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committee  contact  Eastern  Air  Lines  to  pro- 
test the  poor  flight  service  and  equipment,  par- 
ticularly on  flight  number  8851  52  which  uti- 
lized the  turbojet  plane. 

The  three-day  meeting  closed  with  the  an- 
nual dinner  on  September  28,  at  which  Edward 
C.  Hughes,  M.D.,  president  of  the  State  Medi- 
cal Society,  was  the  honored  guest  and  the 
principal  speaker. 

The  registration  totalled  272. 

I wish  to  thank  the  members  of  the  program 
committee  for  the  excellent  programs.  The 
committee  consisted  of:  Wayne  C.  Templer, 

M.D.,  and  Thomas  S.  Bumbalo,  M.D.,  co- 
chairmen;  Lynn  H.  Callin,  M.D.;  Vincent  I. 
Bonafede,  M.D.;  David  L.  Koch,  M.D.;  Ralph 
C.  Parker,  Jr.,  M.D.;  Paul  A.  Burgeson,  M.D.; 
Herbert  A.  Laughlin,  M.D.;  David  R.  Har- 
rington, M.D.;  and  James  R.  Nunn,  M.D. 

I should  also  like  to  thank  the  two  executive 
secretaries,  Richard  F.  Treccase,  Eighth  Dis- 
trict Branch,  and  Donald  M.  Irish,  Seventh 
District  Branch;  Joseph  J.  Guariglia,  Esq., 


legal  counsel  for  the  Eighth  District  Branch, 
Harry  J.  Dexter,  field  representative  of  the 
State  Medical  Society,  for  his  excellent  co- 
operation throughout  the  year;  and  the  staff 
members  in  the  offices  of  the  Medical  Society 
of  the  County  of  Erie. 

I wish  also  to  acknowledge  the  fine  work  and 
cooperation  of  Victor  M.  Breen,  M.D.,  who  has 
become  the  permanent  chairman  of  the  annual 
golf  tournament  held  during  the  combined 
meetings  of  the  Seventh  and  Eighth  District 
Blanches. 

The  work  of  the  Eighth  District  Branch  was 
reflected  in  the  reports  of  the  advisory  council 
meetings,  and  I wish  to  thank  the  members  of 
the  council  the  presidents  and  secretaries  of 
the  county  medical  societies  in  the  Eighth  Dis- 
trict Branch — for  their  cooperative  efforts  on 
behalf  of  the  medical  profession  in  western  New 
York. 

Respectfully  submitted, 

Paul  A.  Burgeson,  M.D.,  President 
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1969  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

C.  Stewart  Wallace,  M.D.,  Chairman 

Tompkins 


John  H.  Carter,  M.D Albany 

Joseph  J.  Kaufman,  M.D Wayne 


The  Commission  in  its  fifth  year  reports  the 
effective  coordination  of  activities  by  our  Com- 
mittees of  Public  Relations,  Federal  Legislation, 
and  State  Legislation  and  close  working  rela- 
tionships with  committees  outside  our  purview. 
The  Commission  regards  this  interplay  of  effort 
important  to  the  implementation  and  communi- 
cation of  MSSNY  policy. 

During  1968,  your  chairman  worked  closely 
with  the  State-wide  Committee  on  Compre- 
hensive Health  Planning.  Through  intercom- 
mittee cooperation,  an  intense  schedule  of  area 
conferences  on  PL  89-749  was  carried  out  to 


Federal  Legislation 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Committee  on  Federal 
Legislation  are  as  follows: 

Joseph  J.  Kaufman,  M.D.,  Chairman . Wayne 


Lester  R.  Tuchman,  M.D New  York 

Frank  M.  Green,  M.D Nassau 

James  A.  Moore,  M.D . Albany 

Russell  B.  Peacock,  M.D Saratoga 

Robert  H.  Cross,  M.D Oneida 

Charles  N.  Aswad,  M.D Broome 

John  T.  Donovan,  Jr.,  M.D Niagara 

Burton  Allyn,  M.D Rockland 


Following  the  1968  session  of  the  House  of 
Delegates,  your  committee  continued  to  ex- 
amine developments  in  Washington,  D.C.,  con- 
cerning pending  Federal  legislation  and  took 
appropriate  action  when  necessary.  Committee 
members  were  kept  informed  through  materials 
supplied  by  the  AMA  and  our  coordinator, 
Legislation  Activities.  The  public  was  given  in- 
formation on  request  through  our  Legislation 
Information  Center. 

At  the  time  this  report  is  being  written,  in 
early  October,  your  committee  plans  to  partici- 
pate in  the  annual  conference  of  county  medical 


inform  physicians  of  the  requirements  of  this 
law  and  the  opportunity  for  physician  involve- 
ment. 

The  Commission  commends  the  respective 
chairmen  of  the  State  and  Federal  Legislation 
Committees,  John  H.  Carter,  M.D.,  and  Joseph 
J.  Kaufman,  M.D.,  for  their  dedication  and 
also,  the  professional  efforts  of  the  Division  of 
Communications,  under  the  directorship  of 
Guy  D.  Beaumont,  in  support  of  all  our  ac- 
tivities. 

Especially,  we  note  with  sorrow  the  passing 
of  Commission  chairman,  Solomon  Schussheim, 
M.D.,  Kings  County,  during  midyear  of  his 
term.  It  is  a tribute  to  his  memory  that  the 
Commission  was  able  to  carry  on,  with  deter- 
mination and  efficiency,  the  work  he  dedicated 
himself  to  so  selflessly. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 


society  legislation  chairmen  slated  for  November 
7,  1968,  at  the  Northway  Inn,  North  Syracuse, 
which  will  be  preceded  by  a meeting  of  the  com- 
mittee. A supplementary  report,  therefore, 
will  be  submitted  to  the  House  in  February  to 
cover  developments  between  the  date  of  this  re- 
port and  the  time  the  House  meets. 

On  June  28,  your  committee  met  at  the  Roger 
Smith  Hotel,  New  York  City.  Your  chairman 
presided,  and  the  following  members  par- 
ticipated in  the  meeting:  Drs.  Allyn,  Aswad, 

Cross,  Donovan,  Green,  Moore,  and  Tuchman. 
Dr.  Peacock  was  excused. 

The  purpose  of  the  meeting  was  threefold: 

(1)  to  discuss  developments  involving  the  Com- 
prehensive Health  Planning  Law,  PL  89-749; 

(2)  to  consider  bills  pending  in  Congress;  and 

(3)  to  act  on  items  referred  to  this  committee  by 
the  House  of  Delegates. 

Comprehensive  Health  Planning.  Your 

committee  endorsed  the  State  Medical  Society’s 
newly  established  State-wide  Committee  on 
Comprehensive  Health  Planning  with  Waring 
Willis,  M.D.,  as  chairman.  Our  committee 
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recognized  the  excellent  work  that  had  been,  and 
was  being,  done  by  the  new  committee  and 
commended  particularly  the  area  conferences 
held  throughout  the  State. 

Your  chairman  advised  our  committee  that  he 
had  written  to  Dr.  Willis  pointing  out  that  our 
Council  Committee  on  Federal  Legislation  was 
our  State  Medical  Society’s  “watchdog”  over 
matters  pending  in  Congress  and  to  inquire 
how  our  committee  could  cooperate  with  Dr. 
Willis’  committee  in  implementing  PL  89  749  in 
New  York  State.  In  this  memorandum,  your 
chairman  invited  suggestions  for  improving  the 
basic  law  and  its  administration,  through 
amendments  to  the  statute  or  regulations  per- 
taining to  it.  Dr.  Willis  was  unable  to  be  pres- 
ent but  stated  by  letter  that  he  was  pleased  to 
receive  our  invitation  and  accepted  our  offer  to 
cooperate  with  his  group. 

Dr.  Tuchman,  chairman  of  our  Federal  Legis- 
lation Committee’s  Subcommittee  on  Compre- 
hensive Health  Planning,  presented  a report  on 
the  implementation  in  New  York  State  of  the 
Federal  statute,  PL  89  749.  The  subcommittee 
made  two  recommendations  and  urged  that 
prompt  action  be  taken  to  insure  the  following: 
(1)  that  actively  practicing  private  physicians  be 
adequately  represented  on  the  Advisory  Council 
to  the  New  York  State  Health  Planning  Com- 
mission before  composition  of  the  Council  is 
finalized,  and  (2)  that  actively  practicing  physi- 
cians in  various  areas  throughout  the  State  have 
adequate  voice  and  vote  in  their  respective 
areas.  Dr.  Cross,  a member  of  the  subcommit- 
tee, stressed  the  importance  of  such  representa- 
tion. 

As  a result  of  this  repoi't  and  the  discussion 
which  followed,  your  committee  submitted  a 
r esolution  to  the  Council  on  September  25  for  its 
approval.  The  Council  approved  the  following 
substitute  resolution  and  directed  that  it  be 
submitted  to  the  AMA  House  of  Delegates  at  its 
interim  meeting  in  December,  1968. 

“Whereas,  Public  Law  89-749  and  Public 
Law  90-174  have  resulted  in  an  enormous 
dilution  of  physician  influence  in  planning  in 
New  York  State  as  so  far  revealed  by  the 
regulations  of  the  New  York  State  Health 
Planning  Commission  to  implement  these 
laws;  and 

“Whereas,  This  loss  of  physician  expertise 
in  the  delivery  of  medical  care  makes  ques- 
tionable the  capacity  of  planners  to  work 
without  it;  now  therefore  be  it 

“ Resolved , That  the  American  Medical  Asso- 
ciation actively  seek,  through  its  Council  on 
Legislative  Activities,  an  amendment  to 
Public  Law  89-749  to  mandate  that  a mini- 
mum of  15  per  cent  of  the  entire  membership 
of  all  executive  boards  or  councils,  at  all  levels 
of  planning.  Federal,  state  and  regional,  both 
A and  B Agencies,  be  actively  practicing  pri- 
vate physicians,  nominated  by  organized 
medicine.” 

Referred  by  House  of  Delegates.  Action 
was  taken  on  the  following  items  referred  by  the 
1968  House  of  Delegates  to  our  committee  for 
consideration  and  implementation. 


Nursing.  The  first  item  was  a recommenda- 
tion from  the  House  that  the  State  Medical 
Society  “should  support  any  legislation  that  will 
assist  the  nursing  profession  in  obtaining  better 
education  and  greater  numbers  of  competent 
graduate  nurses.”  After  the  discussion  of  pend- 
ing legislation  in  Congress  on  this  subject, 
particularly  H.R.  15757  (S.  3095)  “Health  Man- 
power Act  of  1968,”  which  included  the  Nurse 
Training  Act,  the  committee  adopted  a resolu- 
tion favoring  the  inclusion  of  the  diploma  nurs- 
ing schools  in  the  proposed  law.  The  committee 
also  voted  to  send  a letter  incorporating  this 
resolution  to  each  member  of  the  New  York 
State  congressional  delegation.  The  following 
letter  was  sent  after  it  was  approved  by  the 
Council  at  its  September  meeting: 

“At  its  1968  session,  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  directed  that  the  State  Society  ‘should 
support  any  legislation  that  will  assist  the 
nursing  profession  in  obtaining  better  educa- 
tion and  greater  numbers  of  competent  gradu- 
ate nurses.’ 

“Carrying  out  and  implementing  this  direc- 
tive, at  its  June  28,  1968,  meeting,  our  com- 
mittee adopted  the  following  resolution: 

“Whereas,  Diploma  schools  of  nursing  in 
accredited  institutions  have  a necessary  role  to 
play  in  the  alleviation  of  the  nursing  shortage; 
now  therefore  be  it 

“ Resolved , That  the  Federal  Legislation 
Committee,  Medical  Society  of  the  State  of 
New  York,  following  the  instructions  of  the 
1968  session,  House  of  Delegates,  Medical 
Society  of  the  State  of  New  York,  inform  all 
members  of  the  New  York  Congressional 
Delegation  that  in  regard  to  H.R.  15757  (S. 
3095)  the  ‘Health  Manpower  Act  of  1968’  the 
committee  favors  the  broadening  of  Federal 
financial  support  to  include  all  accredited 
institutions  in  producing  a greater  number  of 
nurses  of  improved  quality  and  that  diploma 
schools  of  nursing  be  recognized  and  given 
proper  and  adequate  financial  support. 

“If  you  desire  additional  information  about 
this  resolution  or  any  other  pending  Federal 
legislation  within  the  scope  of  our  committee, 
please  let  us  know.  The  chairman  and  the 
member's  of  our  committee  are  available  and 
willing  to  discuss  with  you  at  your  request 
matters  involving  congressional  consideration 
which  are  of  mutual  interest  and  concern.” 

In  connection  with  this  letter,  your  chairman 
is  pleased  to  report  that  we  received  several 
favorable  replies  from  our  congressmen  including 
one  which  stated:  “I  share  the  views  expressed 

by  the  House  of  Delegates  and  will  certainly 
keep  them  in  mind  when  this  legislation  comes 
before  us  for  a vote.”  The  bill,  S.  3095,  which 
was  passed  by  Congress  and  signed  by  the 
President  on  August  16,  1968,  includes  our  rec- 
ommendations. 

Chiropractic.  The  second  item  referred  by 
the  House  was  a substitute  resolution  encompas- 
sing resolutions  68-21,  68-23,  and  69-39,  con- 
cerning the  introduction  and  passage  of  legisla- 
tion excluding  chiropractors  from  participation 
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in  Title  19  (Medicaid),  PL  89-97  and  other  tax 
supported  programs.  In  the  course  of  discus- 
sion, it  was  noted  that  it  was  not  feasible  at  the 
time  to  press  for  amendments  to  the  Federal 
law,  since  there  had  been  a great  deal  of  diffi- 
culty in  keeping  chiropractors  out  of  Title  18 
during  the  course  of  amending  the  law  in  late 
1967.  Your  committee  voted  that  this  matter 
should  be  referred  to  the  Committee  on  State 
Legislation  for  possible  implementation  at  the 
State  level.  At  its  September  meeting  the 
Council  approved  this  recommendation. 

Title  19  Billing.  The  third  matter  referred  to 
your  committee  by  this  House  was  a resolution 
concerning  billing  procedures  under  Title  19. 
This  resolution,  68-41,  stated  that  the  current 
billing  procedures  under  Title  19  were  unaccept- 
able and  urged  both  physicians  and  patients  to 
write  to  their  congressmen  to  correct  this  in- 
equitable situation  by  making  billing  procedures 
under  Title  19  the  same  as  those  under  Title  18. 
Since  the  amendments  to  the  Social  Security 
Law,  enacted  early  in  1968,  provided  that  each 
state  was  permitted  to  make  payments  to  the 
recipients  for  physicians’  and  dentists’  services 
with  respect  to  those  medical  recipients  who  are 
not  also  receiving  cash  assistance,  your  commit- 
tee voted  to  refer  this  matter  to  the  Committee 
on  State  Legislation  for  implementation.  At  its 
September  meeting,  the  Council  approved  this 
recommendation. 


New  York  State  Congressional  Delega- 
tion. At  its  June  meeting,  your  committee  had 
the  benefit  of  reports  from  two  AMA  representa- 
tives, Jerry  Gould,  congressional  legislative 
representative,  reported  on  bills  pending  before 
the  90th  Congress  and  the  activities  of  the  AMA 
Washington,  D.C.,  office.  Stressing  the  impor- 
tance of  physician  involvement  in  the  legislative 
process,  Mr.  Gould  recommended  the  forma- 
tion of  legislative  task  forces  similar  to  our 
MSSNY  contact  committeemen  in  key  congres- 
sional districts.  Kenneth  G.  Bugan,  field  repre- 
sentative, reviewed  actions  taken  by  the  AMA 
on  Federal  legislation  at  its  meeting  in  San 
Francisco. 

In  compliance  with  the  AMA’s  recommenda- 
tion, conveyed  to  us  by  Mr.  Gould  and  empha- 
sized at  the  Regional  Legislative  Conference  of 
the  AMA,  in  New  York  City,  and  in  continua- 
tion of  a practice  long  carried  on  by  our  State 
Medical  Society,  county  medical  societies  once 
again  will  be  asked  to  designate  physicians  who 
will  be  willing  to  serve  as  legislator  consultants 
for  the  members  of  Congress,  so  that  our  State 
Medical  Society  and  the  AMA  may  be  in  a posi- 
tion to  convey  to  the  members  of  Congress  our 
views  on  pending  legislation. 

We  urge  that  there  be  more  direct  personal 
contact  with  members  of  our  New  York  State 
congressional  delegation.  It  was  noted  that 
each  year,  the  United  States  Chamber  of  Com- 
merce conducts  an  Association  Public  Affairs 
Conference  in  Washington,  D.C.,  during  the 
course  of  which  a reception  is  held  for  the  con- 
gressmen of  each  state.  In  keeping  with  the 


wishes  expressed  by  the  committee,  your  chair- 
man recommended  to  the  Council  at  its  Septem- 
ber meeting,  that  in  order  for  the  committee  to 
be  in  a position  to  meet  the  congressmen  per- 
sonally, your  chairman  and  the  coordinator  of 
Legislation  Activities  be  authorized  to  attend 
the  1969  Association  Public  Affairs  Conference 
of  the  U.S.  Chamber  of  Commerce  to  be  held  in 
Washington,  D.C.,  in  1969.  The  council  ap- 
proved this  recommendation. 

Legislation  Information  Center.  Our 

Legislation  Information  Center  proved  to  be 
helpful  to  your  committee  in  supplying  materials 
and  answering  inquiries  concerning  Federal 
legislation.  A detailed  report  on  this  valuable 
service,  not  only  to  our  physicians  and  the  public 
but  to  others  allied  to  our  profession,  is  being 
submitted  by  the  Committee  on  State  Legisla- 
tion. 

Once  again,  your  committee  strongly  recom- 
mends that  more  physicians  should  become 
knowledgeable  about  Federal  legislation.  We 
need  their  cooperation  in  our  efforts  to  attain  our 
legislative  goals.  We,  therefore,  urge  that  more 
doctors  of  medicine  be  encouraged  to  utilize  the 
facilities  of  our  Legislation  Information  Center 
so  that  they  may  be  in  a position  to  support 
actively  the  efforts  of  the  Committee  on  Federal 
Legislation. 

Our  State  Medical  Society’s  legislative  bul- 
letin, Capitol  News,  carried  items  on  Federal 
legislation.  We  feel  that  this  publication  is 
worthwhile,  and  we  hope  that  in  the  future  more 
space  can  be  dedicated  to  the  coverage  of  ac- 
tivities in  Washington,  D.C. 

Acknowledgements.  The  members  of  your 
committee  have  been  very  cooperative  with  your 
chairman  throughout  the  year  and  are  deserving 
of  a special  note  of  thanks.  On  their  behalf, 
your  chairman  wishes  to  express  our  gratitude  to 
all  who  have  assisted  the  committee  in  their 
endeavors.  Included  among  these  are:  Solo- 

mon Schussheim,  M.D.,  deceased,  former  chair- 
man, Commission  on  Public  and  Professional 
Affairs;  John  H.  Carter,  M.D.,  chairman,  Com- 
mittee on  State  Legislation;  C.  Stewart  Wallace, 
M.D.,  chairman,  Committee  on  Public  Relations 
and  now  chairman  of  the  Commission  of  Public 
and  Professional  Affairs;  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  and  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president. 

The  work  carried  on  by  our  State  Medical 
Society  staff  on  behalf  of  your  committee  is 
deeply  appreciated,  especially  the  contribution 
made  by  the  Division  of  Communications  and 
particularly  its  director,  Guy  D.  Beaumont. 

For  his  efforts  as  coordinator,  Legislation 
Activities,  your  chairman,  on  behalf  of  the 
Committee,  wishes  to  acknowledge  and  com- 
mend the  work  of  Martin  J.  Tracey,  Esq.,  and  to 
extend  to  him  your  chairman’s  personal  thanks. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 
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State  Legislation 


To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  State  Legislation  is  com- 
posed of  the  following  members: 


John  H.  Carter,  M.D.,  Chairman . . . Albany 

Matthew  Brody,  M.D. Kings 

Andrew  W.  Lawrence,  M.D Suffolk 

E.  Yale  Clarke,  M.D Warren 

William  J.  Ryan,  M.D Onondaga 

George  G.  McCauley,  M.D Tompkins 

Gerald  L.  Glaser,  M.D Monroe 

Irwin  Felsen,  M.D Allegany 

Henry  W.  Kaessler,  M.D Westchester 


The  1968  session  of  the  New  York  State 
Legislature  was  a long  drawn-out  session,  lasting 
almost  five  months  and  followed  by  a thirty-day 
period  for  the  signing  of  bills  by  the  Governor. 
During  this  time,  more  than  13,000  bills  were 
introduced,  approximately  10  per  cent  of  which 
were  passed  and  sent  to  the  Governor  for  action. 
A great  number  of  these  bills  directly  or  in- 
directly affected  the  medical  profession,  and 
consequently  your  committee  was  extremely 
busy  during  this  session.  Progress  reports  of 
your  committee’s  activities  were  presented 
regularly  to  the  Council. 

At  the  time  this  report  is  being  written,  in 
early  October,  your  committee’s  plans  for  1969 
have  not  as  yet  been  finalized,  since  they  are  to 
be  completed  in  connection  with  the  annual 
conference  of  county  medical  society  executives 
and  legislative  chairmen  scheduled  for  November 
7 in  Syracuse.  A supplementary  report,  there- 
fore, will  be  submitted  to  the  House  in  February, 
1969. 

The  following  is  a brief  review  of  the  high- 
lights of  your  committee’s  activities  listed  under 
several  categories. 

Final  Legislative  Action,  1968  Session. 

Hundreds  of  bills  affecting  the  medical  profes- 
sion were  scrutinized  by  your  committee,  as  well 
as  by  your  chairman,  your*  legislative  counsel, 
the  coordinator  of  legislation  activities,  and  the 
editor  of  Capitol  News.  Copies  of  the  bills  of 
major  importance  were  obtained  and  were  kept 
on  file  in  our  Legislation  Information  Center 
where  records  of  their  final  disposition  are  now 
kept. 

During  this  session  eight  program  bills  were 
sponsored  by  your  committee,  with  the  approval 
of  the  Council.  We  are  pleased  to  report  that 
two  of  these  bills  passed  both  Houses,  one  of 
which  was  signed  by  the  Governor,  and  the 
other  was  vetoed. 

The  bill  signed  by  the  Governor  (A.  4871- 
Grieco)  is  now  known  as  Chapter  659,  Laws  of 
1968.  This  new  law  stipulates  that  physician 
members  of  hospital  utilization  review  com- 
mittees shall  not  be  liable  in  damages  to  any 
person  for  an  action  or  recommendation  of  such 
committee  member,  if  taken  or  made  without 
malice  and  with  reasonable  belief  it  was  war- 
ranted. 

The  bill  vetoed  by  the  Governor  (A.  6072-A — - 


Abrams)  would  have  removed  from  the  Social 
Services  Law,  present  requirements  for  prior 
authorization  before  hospital  admission  of  a 
Medicaid  patient.  However,  similar  legislation, 
sponsored  by  the  State  Department  of  Health, 
was  signed  by  the  Governor  and  became  Chap- 
ter 979,  Laws  of  1968  (S.  5610 — Rules).  This 
law  provides  that  if  a patient  who  is  not  a 
Medicaid  beneficiary  is  admitted  to  a hospital 
without  receiving  prior  authorization  from  a 
Social  Services  official,  cost  of  care  may  be  paid 
under  Medicaid  if  the  patient  is  found  to  be 
eligible  for  Medicaid  benefits  after  admission. 

A third  program  proposal,  (A.  4224  Greco), 
which  would  have  authorized  anyone  of  the  next 
of  kin  to  donate  parts  of  the  decedent’s  body  for 
scientific,  educational,  or  therapeutic  use,  was 
passed  by  the  Assembly  but  died  on  the  Senate 
calendar.  However  the  Legislature  passed,  and 
the  Governor  signed,  another  bill  (A.  2080 — 
Weinstein)  now  known  as  Chapter  755,  Laws  of 
1968,  which  authorizes  creation  of  a commission 
to  make  a broad  study  of  this  and  other  phases 
of  this  subject.  The  law  provides  for  a nine- 
member  temporary  commission  to  consider 
supervision  and  regulation  in  connection  with 
transplanting  of  human  organs.  The  commis- 
sion provides  for  inclusion  of  a representative  of 
our  State  Medical  Society,  who  has  been  ap- 
pointed by  the  Governor.  This  law  was  sup- 
ported by  our  State  Medical  Society. 

The  so-called  “free  choice  of  physicians”  bill, 
originally  supported  by  the  State  Medical 
Society  but  later  strongly  opposed  by  our 
Society  after  it  was  unfavorably  amended,  died 
in  the  Assembly  Rules  Committee  after  passing 
the  Senate. 

The  proposal  (S.  1563- A Lent)  would  have 
given  needy  recipients  of  medical  assistance 
“free  choice”  of  physicians  and  other  treatment 
personnel,  as  well  as  of  other  medical  institutions 
and  facilities.  Passed  by  the  Senate  in  its 
original  form  which  was  favored  by  our  State 
Society,  the  bill  drew  our  opposition  when  the 
Senate  recalled  it  from  the  Assembly  for  repas- 
sage with  an  amendment  to  include  chiroprac- 
tors among  the  treatment  personnel  to  be  freely 
chosen. 

Another  perennial  program  px-oposal  made 
progress  this  year  when  the  “autopsy  bill”  (S. 
2769-B — Lent)  was  reported  out  of  committee 
and  was  ready  for  a vote  in  the  Senate  when  ad- 
journment came.  This  bill  would  have  provided 
that  where  there  is  more  than  one  next  of  kin 
who  may  authorize  an  autopsy,  such  permission 
by  any  one  of  the  next  of  kin  shall  be  sufficient. 

The  remaining  three  program  bills  of  our  State 
Medical  Society  died  in  committee  in  both 
houses  of  the  State  Legislature.  These  bills 
were  the  following:  (a)  S.  1562  (Lent);  A.  4279 
(Marks)  which  required  that  payments  made  to 
physicians  and  dentists  for  medical  care  to  the 
needy  be  at  least  equal  to  the  amount  considered 
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a reasonable  charge  under  Title  18  of  the  Federal 
Social  Security  Act;  ( b ) S.  1798  (Stafford);  A. 
3903  (St.  Lawrence-Rose)  which  restricted  the 
inducing  of  hypnosis  to  physicians,  doctors  of 
osteopathy,  doctors  of  optometry,  and  dentists 
and  its  teaching  to  certain  specified  institutions, 
and  (c)  S.  2092  (Gioffre);  A.  5001  (Rose)  which 
prohibited  the  use  of  the  title  “doctor”  in  the 
field  of  health  diagnosis  and  treatment  by  any 
one  not  holding  such  a degree  from  an  institu- 
tion authorized  to  confer  such  a degree. 

Medicaid.  The  following  bills  of  major  im- 
portance were  passed  by  the  Legislature  and 
enacted  into  law  over  the  Governor’s  signature. 

1.  Eligibility  Standards  ( S . 3360-A — Brydges, 
et  al. — Chapter  32,  Laws  of  1968).  Drastically 
cuts  Medicaid  eligibility  standards.  For  exam- 
ple, the  prevailing  ceiling  of  $6,000  for  a family 
of  four  was  reduced  to  $5,300.  The  bill  also 
denied  Medicaid  benefits,  except  for  inpatient 
hospital  care  for  “catastrophic  illness,”  to  those 
between  ages  twenty-one  and  sixty-four,  not 
otherwise  qualified  for  public  assistance.  This 
first  new  law  also  included  a requirement  for  a 
20  per  cent  contribution,  except  for  inpatient 
care  and  services  in  a medical  institution.  This 
20  per  cent  provision  was  repealed  by  a second 
bill,  S.  5378 — Rules — Chapter  97,  Laws  of  1968. 

2.  Income  Exemption  (S.  3361- A — Brydges,  et 
al. — Chapter  33,  Laws  of  1968).  Allowed  varia- 
tion of  the  income  exemption.  Under  it,  the 
Board  of  Social  Welfare,  on  application  of  a social 
services  district  authorized  by  the  local  legislative 
body,  could  adjust  the  income  exemption  to 
recognize  the  variations  in  cost  of  shelter  be- 
tween urban  and  rural  areas,  in  accordance  with 
standards  prescribed  by  the  U.S.  Secretary  of 
Health,  Education,  and  Welfare.  This  law  does 
not  become  effective  until  July  1,  1969. 

Toward  the  end  of  the  session,  another  im- 
portant bill,  S.  5675 — Rules,  was  introduced  for 
the  purpose  of  restoring  some  of  the  cut  backs 
that  had  been  enacted  into  law.  This  bill 
limited  payments  for  inpatient  care,  services, 
and  supplies  while  in  a medical  institution  and 
to  outpatient  hospital  or  clinical  services,  but 
had  no  coverage  for  medical  fees.  This  bill  died 
in  committee. 

Compulsory  Health  Insurance.  On 

March  21,  1968,  the  administration’s  long- 
awaited  compulsory  or  universal  health  insur- 
ance proposal  was  introduced  in  the  State  Legis- 
lature. Known  as  the  “Health  Security  Act” 
(S.  5417 — Rules;  A.  6816 — Rules),  the  proposed 
law  presented  a new  concept  in  that  it  provided 
for:  (a)  hospital  cost  controls,  and  ( b ) compul- 
sory insurance  limited  to  coverage  of  hospital 
accommodations,  supplies,  care  and  services,  in- 
cluding those  performed  by  physicians  as  sala- 
ried employes  or  under  a fiscal  arrangement  with 
the  hospital.  A week  later,  the  Council  of  the 
State  Medical  Society  thoroughly  discussed  the 
bill  and  voted  to  oppose  it  as  it  was  written. 
We  are  pleased  to  report  that  the  bill  remained 
in  the  Senate  Finance  and  Assembly  Rules  Com- 
mittees throughout  the  duration  of  the  session 
without  any  action  being  taken  on  it.  In  brief, 


the  bill  died  in  committee.  A detailed  report 
concerning  this  bill  is  being  submitted  to  the 
House  of  Delegates  by  the  Committee  on  the 
Proposed  Health  Insurance  Law. 

Education  Law.  On  May  16,  S.  5877 
(Rules)  fixing  new  provisions  relating  to  the 
regulation  of  the  practice  of  certain  professions, 
including  medicine,  was  introduced  and  re- 
ferred to  the  Education  Committee  of  the  State 
Legislature.  This  bill  incorporated  the  recom- 
mendations of  the  State  Legislature’s  Joint 
Legislature  Committee  to  Revise  the  Education 
Law  with  which  our  special  committee  to  study 
revision  of  the  Education  Law  had  been  nego- 
tiating for  the  past  two  years.  This  bill  died  in 
committee.  Although  a report  on  this  bill  is  being 
submitted  to  the  House  of  Delegates  by  the 
Committee  to  Study  Education  Law  Revi- 
sion, we  should  like  to  point  out  that  our  op- 
position to  the  bill,  made  known  to  the  proper 
parties,  is  believed  to  have  been  largely  instru- 
mental in  having  the  bill  relegated  to  the  status 
of  a “study”  bill  and  its  ultimate  death  in  com- 
mittee. 

Therapeutic  Abortion.  In  keeping  with  his 
practice  of  the  past  several  years,  Assemblyman 
Albert  H.  Blumenthal  once  again  introduced  the 
bill,  which  was  multisponsored,  providing  for 
the  legalization  of  abortions.  The  bill,  A.  761, 
was  reported  out  of  committee  and  to  the  floor 
of  the  Assembly.  During  the  course  of  the  de- 
bate in  the  Assembly,  a motion  was  made  by 
Assemblyman  Blumenthal  to  recommit  the  bill. 
Following  this  action,  the  bill  remained  in  com- 
mittee and  died.  Another  development  in  this 
area  was  a report  by  the  Governor’s  Commission 
on  Abortions  which  was  made  public  during  the 
session.  Contrary  to  expectations,  no  bill  was 
introduced  implementing  this  report. 

Chiropractic.  There  were  numerous  bills, 
as  there  have  been  in  recent  years,  which  ex- 
tended the  scope  of  chiropractic.  We  are  pleased 
to  report  that  many  of  these  were  defeated,  but 
unhappy  to  report  that  two  bills  passed  the 
State  Legislature.  One  of  these  bills  was  signed 
into  law,  and  the  other  was  vetoed  by  the 
Governor. 

The  bill  that  was  signed  into  law  by  the 
Governor  was  A.  2138-A — Abrams  (Chapter 
312,  Laws  of  1968)  which  requires  the  Governor, 
in  appointing  members  to  the  Medicaid  medical 
advisory  committee,  to  give  consideration  to 
providing  representation  of  the  chiropractic  pro- 
fession. This  bill  was  strongly  opposed  by  our 
State  Medical  Society. 

Your  committee  worked  strenuously  to  bring 
about  the  defeat  of  A.  5548-A  (Kremer),  which 
would  have  increased  the  number  of  appointed 
members  of  the  State  Public  Health  Council 
from  8 to  15  to  include  dentists,  optometrists, 
chiropractors,  osteopaths,  and  psychologists. 
The  Governor  vetoed  this  bill. 

Major  Bills  Defeated.  Three  major  vic- 
tories were  scored  when  bills  strongly  opposed  by 
the  State  Medical  Society  were  defeated. 

1.  Clinical  Laboratory  Services  {A.  4024 — 
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Marks).  Prohibited  a purveyor  of  clinical  lab- 
oratory services  from  billing  or  receiving  pay- 
ments from  any  person  other  than  the  recipient  of 
services,  with  certain  exceptions.  It  passed  the 
Assembly  and  was  sent  to  the  Senate  General 
Laws  Committee,  where  it  remained  at  the  time 
of  adjournment. 

2.  Malpractice  Statute  of  Limitations  (A.  689 
(Levine).  Changed  and  extended  the  statue  of 
limitations  in  actions  to  recover  damages  for 
alleged  malpractice  by  physicians,  surgeons, 
osteopaths,  or  chiropractors.  It  passed  the  As- 
sembly but  died  in  the  Senate  Codes  Committee. 

3.  Podiatry  (A. 2590- B — Cincotta).  Extended 
the  scope  of  the  practice  of  podiatry  in  the  areas 
of  surgery,  anesthesiology,  and  narcotics.  It 
passed  the  Assembly  but  failed  to  emerge  from 
the  Senate  Education  Committee.  On  behalf 
of  our  State  Society  two  orthopedic  surgeons  and 
your  chairman  testified  in  opposition  to  this  bill 
at  a hearing  conducted  by  the  Senate  Committee 
in  Albany  during  the  closing  days  of  the  session. 

All  three  bills  were  actively  and  strenuously 
opposed  by  our  State  Medical  Society.  Con- 
tacts were  made  by  our  legislative  counsel  with 
key  legislators.  Our  coordinator,  Legislation  Ac- 
tivities, communicated  with  physicians  and 
county  society  executives  throughout  the  State, 
urging  them  to  contact  key  legislators  and  voice 
their  strong  opposition  to  these  three  important 
bills.  Capitol  News  carried  urgent  requests  for 
action  to  oppose  these  bills.  It  is  evident  that 
our  efforts  were  productive  and  helped  to  defeat 
these  three  major  proposals. 

Corporate  Practice  Bills.  There  were  two 
bills  on  the  subject  of  the  corporate  practice  of 
medicine  and  other  professions,  which  were 
followed  by  your  State  Society.  S.  4536-A 
(Gioffre)  would  have  authorized  members  of 
professions  to  form  professional  service  corpora- 
tions and  would  have  assisted  them  in  regard  to 
tax  matters.  This  bill  was  reported  out  of  com- 
mittee and  was  ready  for  a vote  when  adjourn- 
ment came. 

The  other  bill,  S.  4872  (Laverne)  would  have 
permitted  licensed  physicians  to  form  medical 
service  corporations.  This  bill  was  supported 
by  our  State  Medical  Society  in  accordance  with 
a directive  of  the  last  session  of  our  House  of 
Delegates.  The  bill  died  in  committee. 

Committee  Suggestions.  Following  the 
pattern  established  a few  years  ago,  your  com- 
mittee, through  its  chairman,  invited  the  key 
committees  of  our  State  Medical  Society  to  pre- 
sent their  views  concerning  State  legislation  to 
us.  On  September  25,  your  chairman  sent  a 
memorandum  to  these  committees  asking  them 
for  concrete  suggestions,  since  they  might  “wish 
to  have  our  MSSNY  initiate  legislation,  support 
measures  sponsored  by  others,  or  oppose  pro- 
posals detrimental  to  medicine  and  the  public.” 
At  the  time  this  report  is  being  written,  only  a 
few  days  after  the  invitation  was  sent  out,  we 
have  received  several  responses.  We  hope, 
through  this  method,  to  be  able  to  obtain  the 
benefit  of  the  opinions  of  our  State  Medical 


Society’s  Council  committees  in  planning  and 
conducting  our  1969  State  legislation  projects. 

Legislation  Information  Center.  Estab- 
lished in  1964,  the  Legislation  Information 
Center  completed  its  fourth  successful  year. 
Supervised  by  the  coordinator,  Legislation  Ac- 
tivities, at  State  Medical  Society  headquarters, 
the  center  proved  that  it  is  not  only  an  effective 
mechanism  for  supplying  answers  to  questions 
about  Federal  and  State  legislation,  but  it  is 
also  an  effective  tool  for  disseminating  news 
about  all  types  of  legislation.  The  center  main- 
tains an  up-to-the-minute  fifing  system,  which 
features  copies  of  important  major  bills  pending 
in  Albany  and  Washington,  D.C.,  to  enable  it 
to  supply  current  information  concerning  pro- 
posed laws. 

A new  feature  of  the  Legislation  Information 
Center  is  the  availability  of  memoranda  filed  on 
behalf  of  the  State  Medical  Society  with  the 
State  Legislature  concerning  pending  bills. 
Copies  of  these  memoranda  are  on  file  and  are 
made  available  on  request  and  at  the  discretion 
of  the  coordinator,  Legislation  Activities. 

Although  the  center  usually  reaches  the  height 
of  its  activity  during  the  time  the  State  Legisla- 
ture is  in  session,  requests  for  help  are  received 
continuously  throughout  the  entire  year.  Nu- 
merous requests  are  received  not  only  for  in- 
formation on  pending  bills  but  particularly  for 
information  concerning  laws  which  have  been 
enacted  both  at  the  State  and  Federal  levels. 
Numerous  inquiries  are  answered  immediately 
over  the  telephone,  and  other  replies  are  made 
through  the  mails  in  the  form  of  sending  out 
pamphlets,  copies  of  statues,  proposed  bills,  and 
other  data. 

Requests  continue  to  be  received  not  only 
from  the  county  society  legislation  chairmen, 
executive  secretaries,  and  others  related  to  the 
medical  profession  but  also  from  health  organi- 
zations, hospitals,  and  others.  In  recent  years, 
there  has  been  an  increasing  number  of  requests 
from  other  state  medical  societies  not  only  for 
copies  of  bills  and  laws  but  for  extensive  related 
information  which  necessitates  a great  amount 
of  research  and  which  the  center  has  been  able 
to  supply.  Numerous  requests  continue  to  be 
received  from  the  public  on  general  topics  per- 
taining to  both  State  and  Federal  legislation. 

Capitol  News,  our  State  Medical  Society’s 
legislative  bulletin,  is  one  of  the  principal  and 
growing  activities  of  the  Legislation  Information 
Center.  During  the  1968  session,  20  issues  of 
Capitol  News  were  published.  A marked  im- 
provement was  noted  during  the  year.  A dis- 
tinctly professional  newsman’s  touch  was  added 
to  this  valuable  publication  when  William  L. 
Tyler,  former  Associated  Press  correspondent  in 
Albany,  began  editing  our  newsletter  under  the 
direction  of  our  coordinator,  Legislation  Activi- 
ties. An  indicator  of  the  value  and  effectiveness 
of  our  publication  was  the  continually  growing 
number  of  requests  to  be  added  to  the  mailing 
fist  which  were  received  not  only  from  doctors  of 
medicine  but  from  others,  such  as  hospital  ad- 
ministrators. 

Another  function  of  the  Center  was  to  act 
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as  a clearing  house  for  the  distribution  of  (1)  re- 
ports on  pending  State  legislation,  (2)  notices  of 
public  hearings  by  committees  of  the  State 
Legislature,  and  (3)  reports  on  hearings  which 
the  coordinator.  Legislation  Activities  attended 
and  monitored. 

Summary.  In  brief,  your  chairman  wishes 
to  point  out  that  over-all  evaluation  of  our 
State  Medical  Society’s  efforts  in  regard  to 
legislation  in  Albany,  shows  many  substantial 
and  worthwhile  results.  Out  of  the  eight  bills 
specifically  sponsored  by  the  State  Medical 
Society,  two  passed  both  Houses  and  reached 
the  Governor,  one  of  which  was  enacted  into 
law;  a third  passed  the  Assembly;  and  a 
fourth,  from  which  we  had  to  withdraw  our  sup- 
port, passed  the  Senate.  In  addition,  we  were 
most  successful  in  warding  off  the  enactment  of 
an  undesirable  compulsory  health  insurance 
law,  an  unacceptable  revision  of  the  Education 


Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Clement  J.  Boccalini,  M.D Nassau 

Frank  E.  Ciancimino,  M.D Rockland 

John  Lee  Clowe,  M.D Schenectady 

Paul  M.  De  Luca,  M.D Broome 

Eli  A.  Leven,  M.D Monroe 

John  A.  Root,  M.D Onondaga 

Herbert  E.  Joyce,  M.D Erie 

Stanley  Stark,  M.D Kings 

Robert  H.  Randles,  M.D Albany 


General.  In  1968  the  State  Society  estab- 
lished procedures  to  aid  physicians  and  county 
medical  societies  in  then-  efforts  to  fulfill  Public 
Law  89-749,  the  Federal  law  which  outlined  a 
plan  for  nationwide  CHP  (Comprehensive 
Health  Planning),  and  Public  Law  90-174,  the 
supplementary  Partnership  for  Health  amend- 
ments of  1967.  A MSSNY  State-wide  Com- 
mittee on  CHP  was  formed  to  analyze  this 
legislation,  and  your  committee  subsequently 
was  assigned  the  task  of  carrying  out  an  educa- 
tion program  to  explain  the  potential  for  physi- 
cians within  the  framework  of  Federal-State 
directives.  This  education  program,  we  be- 
lieve, served  well  to  stimulate  thinking  on  the 
potentials  and  pitfalls  of  CHP  and  the  need  for 
physicians  to  participate  strongly  at  the  local 
level. 

The  committee  wishes  to  note  that  its  pur- 
poses, to  enunciate  and  demonstrate  the  actions 
of  the  State  Medical  Society  for  the  edification 
of  the  public  and  the  benefit  of  members,  were 
fulfilled  in  this  cooperative  intercommittee 
endeavor.  We  hope  it  will  be  a model  for 
future  cooperation  in  dealing  with  other  major 
issues. 


Law,  and  also  defeating  numerous  chiropractic 
bills  as  well  as  several  proposals  involving  mal- 
practice, laboratories,  and  podiatrists. 

Acknowledgments.  Y our  committee  wishes 
to  thank  all  those  who  were  helpful  during  the 
session  of  the  State  Legislature.  We  are  par- 
ticularly grateful  to  George  W.  Foy,  Esq.,  our 
legislative  counsel,  and  to  his  associates,  John 
C.  Rice,  Esq.,  and  Frank  J.  Lasch,  Esq.,  for  the 
long  and  arduous  hours  devoted  to  our  legisla- 
tion program.  We  also  wish  to  thank  Henry  I. 
Fineberg,  M.D.,  our  executive  vice-president; 
J.  Richard  Burns,  Esq.,  our  assistant  executive 
vice-president;  Guy  D.  Beaumont,  director, 
Communications  Division;  and  Martin  J. 
Tracey,  Esq.,  coordinator,  Legislation  Activities, 
for  their  assistance  during  the  past  session. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


As  a public  relations  technic,  the  committee 
was  encouraged  by  the  attendance  of  key  county 
society  members  at  13  area  conferences  on 
CHP,  which  were  produced  and  staffed  by 
members  of  the  Division  of  Communications. 
The  locations  of  the  conferences  were:  Painted 
Post,  Lake  George,  Newburgh,  Olean,  Bingham- 
ton, Plainview,  Amsterdam,  Victor,  Water- 
town,  Niagara  Falls,  Albany,  Syracuse,  and  Lake 
Placid.  The  following  is  a sampling  of  physi- 
cians’ opinions  on  the  value  of  the  1968  area 
conference  program: 

1.  Do  you  believe  area  conferences  on  major 

issues  and  projects  are  a worthwhile  en- 
deavor of  your  State  Society? 

Yes— 203  No— 1 

2.  Has  this  conference  fulfilled  its  purpose? . . 

Yes— 187  No— 17 

3.  Did  you  attend  a regional  or  area  confer- 

ence in  either  1966  or  1967? 

Yes— 93  No— 111 

4.  Over-all,  how  do  you  rate  this  conference? 
Excellent — 69;  Good — 121;  Fair — -11;  Poor — 2. 

While  CHP  commanded  the  attention  of  the 
committee  and  the  staff  of  the  Division  of 
Communications,  ongoing  legislation  informa- 
tion, media,  and  public  and  professional  rela- 
tions activities  continued  on  a broad  base  during 
the  year.  The  following  is  a digest  of  our 
activities. 

Field  Representatives.  Service  in  1968 
was  intensive  and  invaluable  in  producing, 
scheduling,  and  carrying  out  the  education 
program  on  Comprehensive  Health  Planning. 
The  four  regional  representatives  were  also  re- 
sponsible for  the  placing  of  billboards  to  adver- 
tise health  careers  and  in  servicing  the  Ad  Rem 
bulletin  board  system.  Their  attendance  at 
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numerous  county  society  and  district  meetings 
served  the  two-fold  purpose  of  relating  MSSNY 
viewpoints  which  were  learned  at  Council 
meetings  and  gathering  information  that  enables 
the  State  Society  to  better  service  its  members 
on  a State-wide  basis. 

“H  ealth  Careers”  Billboards.  Billboards 
were  posted  in  20  test  locations  and  elicited  few 
requests  for  further  information  from  the  public. 
The  committee  could  not  form  an  opinion  as  to 
the  effectiveness  of  this  means  of  communica- 
tion because  of  the  difficulty  in  measuring  this 
campaign  in  terms  of  its  art  composition  and 
display  locations.  Our  plans  for  1969  do  not 
call  for  the  continuation  of  this  method,  al- 
though the  health  manpower  issue  is  important 
to  all. 

Conferences.  A conference  of  county  med- 
ical society  executive  secretaries  and  directors 
with  MSSNY  staff  was  held  November  14  and  15 
to  discuss  ideas  and  mutual  problems.  The 
agenda  of  this  pilot  study  conference  included 
discussion  of  automated  dues  billing,  the  rela- 
tionship of  the  new  Division  of  Research  and 
Planning  to  county  medical  society  planning, 
establishment  of  joint  utilization  mechanisms, 
and  other  topics  of  common  interest  to  the  State 
and  county  medical  societies. 

Community  Health  Week.  October  20 
through  26  was  observed  as  community  health 
week  in  New  York  State,  by  proclamation  of  the 
Governor.  County  medical  societies  received  a 
“Community  Health  Week”  kit,  and  MSSNY 
regional  representatives  were  alerted  to  help 
county  medical  society  public  relations  chair- 
men to  make  maximum  use  of  the  program. 
MSSNY  encouraged  counties  to  consider  a 
participation  sport  tournament  using  the  theme, 
“Teaming  Up  for  Health,”  as  a mixer  with 
community  leaders. 

Communications  Institute.  Your  chair- 
man and  members  of  the  Division  of  Communi- 
cations attended  the  AMA’s  Communications 
Institute,  the  Conference  of  County  Medical 
Society  Officers,  and  the  American  Association 
of  Medical  Society  Executives’  meetings  on 
August  19  through  21,  to  learn  national  public 
relations  plans  and  to  share  technics  with  others. 
Dwight  L.  Wilber,  M.D.,  AMA  president, 
pointed  out  that  the  manpower  shortage,  high 
medical  care  costs,  and  availability  of  medical 
care  were  three  major  problems  confronting  the 
medical  profession.  These  subjects  were  taken 
into  consideration  by  our  committee  in  formulat- 
ing its  1969  public  relations  program. 

PR  Doctor.  The  national  publication  for 
news  and  ideas  for  public  relations  chairmen, 
PR  Doctor,  featured  an  illustrated  article  on  the 
MSSNY  Comprehensive  Health  Planning  in- 
formation program.  Improved  attendance 
achieved  by  MSSNY’s  area,  rather  than  re- 
gional, conferences  was  emphasized. 

AD  REM  Bulletin  Boards.  The  hospital 
bulletin  board  system  for  quick  distribution 


of  MSSNY  news,  continues  to  receive  plaudits 
as  a valuable  source  of  news  on  MSSNY  ac- 
tivities. During  the  year  AD  REM  carried 
news  highlights  of  Council  meetings  in  addition 
to  reports  on  legislation  and  other  matters. 
There  are  currently  378  AD  REM  boards  in  use 
in  the  State,  and  requests  for  additional  boards 
are  still  being  received. 

MSSNY  Handbook.  “You  and  Your  Medi- 
cal Society,”  a handbook  which  describes  the 
services  of  our  State  Medical  Society,  is  being 
developed.  A slide  presentation  of  this  hand- 
book may  be  obtained  from  the  regional  repre- 
sentatives by  county  medical  societies  for  use  at 
their  meetings. 

Speakers  Bureau.  We  have  renewed  con- 
tacts with  new  officers  of  Rotary,  Kiwanis, 
Knights  of  Columbus,  Toastmasters  Interna- 
tional, Masonic,  and  other  organizations  and 
have  mailed  700  brochures  to  appropriate  out- 
lets. The  Speakers  Bureau  continued  to  supply 
television  and  radio  stations  with  physician 
interviews. 

Awards  Presentations.  Promotions  for 
the  1969  annual  convention  were  carried  out  in 
late  1968  to  stimulate  interest  in  the  national 
Albion  O.  Bernstein  Award  for  Scientific 
Achievement,  reinstituted  for  the  first  time  since 
1963,  the  Lucien  Howe  and  Merit  H.  Cash 
Essay  Prizes,  the  Empire  State  Awards  for 
Excellence  in  Medical  Reporting,  and  the 
President’s  Citations.  The  1968  journalism 
awards  were  won  by  John  G.  Maguire,  Albany 
Times-Union  and  Fern  Marja  Eckman,  New  York 
Post.  The  Kingston  Freeman  won  the  public 
service  award  for  its  campaign  against  air  pollu- 
tion. 

News  of  New  York.  This  monthly  publi- 
cation was  used  to  publicize  the  comprehensive 
health  planning  area  conferences,  the  uniform 
date  for  installation  of  officers,  and  other  mat- 
ters which  required  the  support  of  State  Society 
members.  The  News  of  New  York  also  publi- 
cized the  election  of  Gerald  D.  Dorman, 
M.D.,  as  AMA  president-elect;  the  appoint- 
ment of  Harry  D.  Kruse,  M.D.,  as  director  of 
the  new  Division  of  Research  and  Planning, 
and  MSSNY  testimony  before  committees  of 
the  State  Legislature. 

“Hot  Line”  Communication  Letter.  The 

direct  comm  unication  letter  from  MSSNY  to 
individual  members  was  used  to  effect  a smooth 
changeover  in  the  administration  of  the 
CHAMPUS  program  and  to  announce  an 
accelerated  schedule  of  area  conferences  on 
Comprehensive  Health  Planning.  “Hot  Line” 
also  outlined  MSSNY’s  position  on  the  State 
Health  Security  Act  bill. 

Department  of  Information.  The  Depart- 
ment of  Information  averaged  from  250  to  350 
inquiries  per  month,  with  no  significant  decrease 
during  the  summer  months.  The  greatest 
number  of  inquiries  were  in  the  following  cate- 
gories: need  for  a doctor,  foreign  medical  schools 
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data,  licensing  requirements,  medical  societies, 
hospitals,  and  requests  from  the  public  for 
literature.  Approximately  50  per  cent  of  the 
answers  to  the  inquiries  were  obtained  from 
MSSNY  reference  sources.  The  remainder  of 
inquiries  were  referred  to  the  appropriate 
medical  society,  specialty  group,  and  voluntary 
health  and  community  agencies. 

Venereal  Disease  Program.  In  Erie 
County  the  venereal  disease  program  was  can- 
celled because  of  problems  within  the  Erie 
Health  Department  which  were  unrelated  to 
the  merits  of  the  program.  This  pilot  program 
is  being  considered  by  the  Medical  Society  of 
the  County  of  Oneida  for  implementation  in  the 
Utica  area  in  1969. 

Acknowledgments.  The  committee  wishes 


Education  Law  Revision 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision  is 
composed  of  the  following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman 

Richmond 


Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 

Donald  C.  Walker,  M.D Albany 


Since  our  last  report  to  the  House,  your  com- 
mittee has  continuously  kept  a watchful  eye  on 
developments  concerning  the  proposed  revision 
of  the  State  Education  Law,  governing  medicine 
and  other  licensed  professions.  This  report  will 
briefly  highlight  your  committee’s  activities 
during  the  1968  session  of  the  State  Legislature, 
as  well  as  after  adjournment,  up  to  the  time  this 
report  is  being  written. 

Activities  During  1968  Session.  Although 
your  committee  and  legislative  counsel  kept  in 
close  touch  and  worked  closely  with  the  Joint 
Legislative  Committee  of  the  State  Legislature 
concerning  the  revision  of  the  State  Education 
Law  from  the  opening  of  the  1968  session  of  the 
New  York  State  Legislature,  no  action  was  taken 
on  the  introduction  of  a bill  until  the  last  days  of 
the  session.  Whenever  necessary  and  feasible, 
we  made  known  our  comments  to  the  Joint 
Legislative  Committee  through  our  liaison  with 
its  chief  representative,  Bernard  Prescott,  Esq., 
legal  counsel  to  the  committee. 

In  late  April,  your  chairman  was  advised  by 
our  legislative  counsel  that  a bill  would  shortly 
be  introduced  in  the  State  Legislature.  Through 
him,  we  received  typewritten  copies  of  the  ex- 
pected bill  and  distributed  it  to  members  of  our 
committee  for  their  comments  and  suggestions. 

Your  committee  was  most  cooperative  in 
sending  their  views  on  the  proposal  to  your 
chairman.  All  members  of  the  committee  voted 
to  oppose  the  bill  in  its  then  present  form.  In 


to  commend  the  staff  of  the  Division  of  Com- 
munications under  Guy  D.  Beaumont,  director, 
and  especially  the  regional  representatives  who 
worked  so  diligently  to  achieve  an  effective 
education  program  on  Comprehensive  Health 
Planning.  Also  we  wish  to  thank  Edward  C. 
Hughes,  M.D.,  president,  and  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president,  for  their 
intense  interest  and  for  fostering  the  idea  that 
public  relations  plays  a strong  role  in  the  opera- 
tions of  a modern  medical  society.  Finally,  we 
wish  to  honor  the  memory  of  Solomon  Schuss- 
heim,  M.D.,  chairman  of  the  Commission  on 
Public  and  Professional  Affairs,  who  died  last 
year. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 


general,  they  agreed  that  while  the  State  Legisla- 
ture’s Joint  Legislative  Committee  had  accepted 
some  of  our  suggestions,  the  proposed  new  law 
did  not  contain  our  major  recommendations  con- 
cerning the  medical  profession,  and  in  regard  to 
other  health  related  groups,  the  scope  of  practice 
of  the  psychologists  had  been  enlarged.  The 
word  “mental”  had  not  been  included  in  the 
definition  of  the  practice  of  medicine,  although 
your  committee  had  strongly  urged  that  it  be  in- 
cluded. The  proposed  law  also  would  remove 
many  of  the  provisions  of  the  present  law  which, 
in  the  opinion  of  our  committee,  have  worked 
successfully  for  many  years.  These  provisions 
included  the  unanimous  vote  for  determining 
guilt  in  grievance  cases  as  well  as  the  mandated 
separation  of  the  Board  of  Medical  Examiners 
and  the  Grievance  Committee.  The  proposed 
law  provided  for  a four-fifths  vote  for  determin- 
ing guilt  in  grievance  cases,  to  which  our  com- 
mittee has  strenuously  objected.  It  also  pro- 
vided for  a single  board  for  medicine  in  which 
two  separate  committees,  one  on  professional 
qualifications  and  the  other  on  professional 
practice,  may  be  established  at  the  sole  discre- 
tion of  the  Board  of  Regents. 

On  the  basis  of  these  reports  from  the  com- 
mittee, your  chairman  at  the  May  meeting  of  the 
Council,  on  behalf  of  the  committee,  recom- 
mended that  on  the  basis  of  these  considerations 
our  State  Medical  Society  oppose  the  proposed 
revision  of  the  State  Education  Law,  if  such  a 
bill  was  ultimately  introduced.  The  Council 
approved  this  recommendation. 

Subsequent  to  the  May  meeting  of  the  Coun- 
cil, a bill  identified  as  S.  5877  “An  Act  to  amend 
the  Education  Law,  in  relation  to  the  regulation 
and  practice  of  certain  professions”  was  intro- 
duced in  the  State  Legislature.  The  bill  ulti- 
mately died  in  committee,  during  the  last  hours 
of  the  1968  session  of  the  State  Legislature,  due 
in  large  part  to  our  opposition. 
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Activities  After  the  1968  Session.  Since  a 
similar  bill  is  expected  to  be  introduced  in  1969, 
your  committee  met  at  State  Society  headquar- 
ters on  September  19.  The  purpose  of  the  meet- 
ing was  to  review  and  evaluates.  5877  in  order  to 
submit  to  the  Council  recommendations  con- 
cerning official  policy  to  be  established  as  guide- 
lines for  assessing  an  expected  similar  bill  next 
year. 

A careful  analysis  of  the  printed  version  of  the 
proposed  revision,  as  set  forth  in  S.  5877,  like  the 
typewritten  version  previously  studied  by  our 
committee,  made  evident  that  the  proposed  law 
was  not  acceptable  since  it  omitted  provisions 
which  we  had  recommended  and  contained  items 
to  which  we  had  objected.  The  committee, 
therefore,  decided  to  continue  to  work  for  im- 
provements in  any  fut  ure  bill  but  agreed  to  con- 
centrate its  efforts  on  those  items  for  which  there 
was  a reasonable  chance  of  gaining  the  approval 
of  the  Joint  Legislative  Committee  of  the  State 
Legislature.  Emphasis  will  be  placed  on  adding 
the  concept  of  “mental”  to  the  definition  of  the 
practice  of  medicine,  modifications  in  the  sec- 
tions pertaining  to  the  practice  of  psychology, 
clarification  of  the  methods  of  procedure  and  the 
handling  of  disciplinary  cases,  and  the  prohibi- 
tion of  advertising  and  fee  splitting. 

At  this  meeting,  facing  up  to  the  fact  that 
ultimately  our  State  Medical  Society  will  be 
compelled  to  endorse,  oppose,  or  take  no  position 
on  a similar  bill,  not  in  regard  to  its  various 
parts,  but  as  a whole,  the  committee  devoted  a 
great  deal  of  time  to  an  in-depth  discussion  of  the 
recommendations  to  be  made  to  the  Council  re- 
garding the  basic  position  to  be  taken  by  our 
State  Medical  Society  on  a proposed  law  viewed 
as  a single  complete  entity. 

During  this  exchange  of  opinion,  the  commit- 
tee reviewed  once  again  such  major  provisions  as 
those  providing  for  a single  board,  the  supplant- 
ing of  the  unanimous  vote  rule  in  determining 
guilt  in  grievance  cases  by  a four-fifth  vote  rule, 
the  omission  of  the  word  “mental”  in  the  defini- 
tion of  the  practice  of  medicine,  the  provisions  in 
the  section  on  psychology,  and  other  major  mat- 
ters. 

The  committee  also  recognized  the  merit  of 
streamlining  the  Education  Law  through  general 
or  omnibus  provisions  for  22  professions  while 
including  specific  provisions  for  each  one  of 
them,  as  well  as  recognizing  the  defects  in  such  a 
format.  Consideration  was  also  given  to  the 
fact  that  under  the  proposed  updating,  which 
seems  certain  of  ultimately  being  passed  by  the 
State  Legislature,  the  Board  of  Regents  and  the 
Education  Department  will  be  given  great  lati- 
tude in  promulgating  rules  and  regulations.  On 
the  over-all  balance,  the  committee  came  to  the 
conclusion  that  the  bill,  as  a whole,  contains 
more  good  points  than  bad  and  would  be  ac- 
ceptable, provided  that  two  major  changes  were 
made. 

As  a result  of  these  deliberations,  your  com- 
mittee reached  unanimous  agreement  on  several 
major  points.  These  points  were  incorporated 
in  the  following  statement  of  policy  which  was 
submitted  to,  and  approved  by,  the  Council  at 


its  September  H5  meeting. 

“A  bill  similar  in  its  basic  provisions  to  S. 
5877  “An  Act  to  amend  the  Education  Law  in 
relation  to  the  regulation  and  practice  of 
certain  professions,”  (1968)  would  be  ac- 
ceptable to  the  Medical  Society  of  the  State  of 
New  York  provided  it  contained  two  funda- 
mental amendments: 

“1.  The  word  “mental”  is  added  to  the 
definition  of  the  practice  of  medicine  so  that 
section  6502,  “Professional  Practice  De- 
fined,” would  read  as  follows: 

“A.  A person  practices  medicine,  in- 
cluding osteopathic  medicine,  who  holds 
himself  out  as  being  able  to  diagnose,  treat, 
operate,  or  prescribe  for  any  human  disease, 
pain,  injury,  deformity,  mental,  or  physical 
condition,  and  who  shall  either  offer  or 
undertake,  by  any  means  or  method,  to 
diagnose,  treat,  operate,  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity, 
mental,  or  physical  condition. 

“2.  The  following  language  be  added  to 
the  article  on  psychology  (153):  The  prac- 

tice of  psychology,  as  herein  defined,  is 
hereby  declared  not  to  be  the  practice  of 
medicine  within  the  meaning  of  the  laws  of 
New  York  defining  the  same,  but  nothing  in 
this  article  contained  shall  be  construed  to 
restrain  or  restrict  any  licensed  physician  in 
the  practice  of  the  profession. 

“On  the  other  hand,  the  Medical  Society 
of  the  State  of  New  York  strongly  opposes 
any  bill,  similar  in  its  basic  provisions  to  S. 
5877  (1968)  which  does  not  contain  both  of 
these  statements.” 

Future  Activities.  At  the  time  thus  report 
is  being  compiled,  in  early  October,  your  com- 
mittee and  legislative  counsel  are  continuing  to 
negotiate  and  cooperate  with  the  Joint  Legisla- 
tive Committee  of  the  State  Legislature  through 
its  counsel,  Bernard  Prescott.  We  will  continue 
our  vigilance  in  regard  to  this  problem  and  an- 
ticipate that  in  all  probability  a new  bill,  along 
the  lines  of  the  1968  version,  S.  5877,  will  be  in- 
troduced in  the  Legislature  prior  to  the  meeting 
of  the  House  of  Delegates  in  February,  1969.  If 
our  expectations  are  fulfilled,  your  committee 
will  submit  a supplementary  report  to  the 
House  at  that  time. 

Acknowledgments.  As  chairman,  I wish  to 
extend  to  members  of  the  committee  my  grati- 
tude for  their  excellent  spirit  of  cooperation. 
On  behalf  of  the  committee,  we  wish  to  express 
our  thanks  to  all  those  who  have  worked  with  us 
and  have  been  most  helpful  in  our  endeavors. 
These  include:  Henry  I.  Fineberg,  M.D.,  exec- 

utive vice-president;  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president;  George  W. 
Foy,  Esq.,  and  John  C.  Rice,  Esq.,  legislative 
counsel;  and,  especially,  Martin  J.  Tracey,  Esq., 
coordinator,  Legislation  Activities,  for  the  con- 
siderable amount  of  time  and  effort  he  devoted 
to  our  activities. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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1969  HOUSE  OF  DELEGATES 


Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

Westchester 

Thomas  M.  D’Angelo,  M.D.,  Vice-Chairman. 


Queens 

Raymond  S.  McKeeby,  M.D Broome 

A.  L.  Loomis  Bell,  M.D Kings 

John  J.  Della  Porta,  M.D Monroe 

Frank  H.  Peters,  M.D New  York 

David  Kershner,  M.D Kings 


Carl  Goldmark,  Jr.,  M.D.,  ex  officio 

N ew  Y ork 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  counsel,  ex  officio 

N ew  Y ork 

Frank  W.  Appleton,  indemnity  representa- 
tive, ex  officio New  York 

On  April  25,  the  Board  reported  to  the  Coun- 
cil as  follows: 

“Continuing  restrictions  on  the  availability 
of  malpractice  insurance,  not  only  in  New 
York  State  but  throughout  the  country,  make 
it  of  primary  importance  that  the  Society’s 
program  be  maintained  on  a sound  financial 
basis.  If  this  is  to  be  accomplished,  pro- 
vision must  be  made  for  inflationary  trends  in 
losses,  and  measures  must  be  taken  to  cushion 
the  impact  of  unusually  high  individual 
losses,  from  which  we  cannot  reasonably  ex- 
pect to  remain  immune. 

“In  this  year’s  rate  revision,  the  Company 
is  initiating  a principle  new  to  its  malpractice 
rate-making  procedure  but  which  is  common 
to  such  procedures  in  most  other  liability 
coverage — recognition  of  the  trend  of  con- 
stantly increasing  case  costs  due  to  continuing 
inflation. 

“In  applying  the  principle  this  year,  how- 
ever, the  Company  is  adopting  a trend  factor 
of  only  1 per  cent  per  year,  applied  to  the  last 
three  expired  policy  years.  This  factor  ac- 
counts for  2 per  cent  of  the  proposed  over-all 
10  per  cent  increase,  to  become  effective  on 
September  1,  1968. 

“During  the  course  of  the  year,  the  Com- 
pany intends  to  examine  this  aspect  further 
and  will  probably  apply  more  realistic  factors 
in  future  revisions. 

“To  temper  the  effect  of  unusually  severe 
losses,  which  would  otherwise  have  to  be  in- 
cluded at  their  full  value  in  rate  making,  the 
Company  plans,  when  underwriting  circum- 
stances may  permit,  to  set  up  a contingency 


reserve  fund,  against  which  losses  of  over 
$100,000  will  be  charged.  Paid  losses  and 
reserves  in  excess  of  that  amount  would  then 
be  omitted  from  consideration  in  determining 
premium  rates. 

“The  Company  has  proposed  the  following 
revisions  of  current  premium  classes,  terri- 
torial divisions,  and  specialties.  A comparison 
of  old  and  new  rates  is  shown  in  Table  I. 

“Because  of  the  continued  adverse  experi- 
ence of  the  counties  in  the  Suburban  II  area 
(Suffolk,  Sullivan,  Rockland,  and  Ulster), 
these  counties  will  be  charged  the  same  rates 
as  the  counties  now  in  the  Metropolitan  area, 
except  for  specialists  in  premium  class  1A. 

“Distribution  of  the  proposed  rate  increase 
has  been  made  on  the  basis  of  the  past  loss 
experience  of  the  various  specialties,  as  well  as 
areas.  For  example,  the  specialties  of  neuro- 
surgery and  orthopedic  surgery  have  received 
the  highest  percentage  increase  and  will  con- 
tinue to  be  in  premium  class  1A.  A new  pre- 
mium class,  IB,  will  include  the  specialties  of 
plastic  and  reconstructive  surgery  and  of 
otolaryngology  with  cosmetic  plastic  surgery. 
Because  of  its  relatively  favorable  experience 
over  a period  of  years,  ophthalmology  will  be 
transferred  from  class  2 to  class  3,  which  in 
most  cases  will  result  in  a reduction. 

“A  substantial  reduction  in  the  additional 
premium  charge  for  electroshock  therapy  is 
being  made  because  of  declining  costs  arising 
out  of  the  use  of  this  modality.  A recent 
review  of  files  on  losses  shows  that  the  prac- 
tice of  neurology  has  become  a more  important 
factor  than  the  use  of  electroshock  therapy. 
The  specialties  of  psychiatry  and  neurology, 
previously  combined  in  one  premium  class, 
will,  therefore,  be  separated.  Specialists 
whose  practices  are  limited  entirely  to  psy- 
chiatry will  continue  in  premium  class  6,  while 
those  whose  practices  include  neurology  will 
be  placed  in  premium  class  4. 

“A  revision  of  the  definitions  of  general 
practice  and  major  surgery  and  general  prac- 
tice and  limited  major  surgery  will  have  the 
effect  of  making  it  more  difficult  to  qualify 
for  insurance  under  these  categories. 

“The  portion  of  paid  premiums  needed  for 
all  unallocated  expenses  including  taxes  is 
again  being  reduced.  This  will  have  a de- 
creasing effect  on  rate  level  and  will  permit 
the  Company  to  make  a higher  percentage 
(80.5  per  cent)  of  premiums  available  for 
losses. 
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TABLE  I.  Old  and  new  rates  for  $100,000/$300,000  limits 




— -Metropolitan — - 

- — Suburban  I — • 

. — Suburban  II  — 

^-Upstate — ■ 

Premium  Class 

Old 

New 

Old 

New 

Old 

New 

Old 

New 

1A  (Neurosurgery,  orthopedic 
surgery) 

IB  (Otolaryngology  including 

$1,168 

$1 ,542 

$931 

$1,168 

$1,013 

$1,419 

$617 

$758 

cosmetic  plastic  surgery  and 
plastic  and  reconstructive  sur- 

617 

gery) 

1,168 

931 

1,013 

617 

1,029 

1,168 

754 

931 

902 

1,168 

472 

1 (Anesthesiology,  surgical 

specialties  not  otherwise 
classified) 

1,029 

1,126 

754 

794 

902 

1,126 

472 

486 

2 (Proctology,  general  practice 
including  major  surgery) 

615 

716 

454 

503 

561 

716 

285 

308 

3 (Ophthalmology,  general  prac- 

tice  including  limited  major 

285 

surgery) 

615 

454 

561 

259 

505 

587 

380 

420 

438 

587 

239 

4 (Neurology,  radiology,  general 

practice,  and  specialties  in- 
cluding only  minor  surgery) 

143 

105 

163 

70 

145 

297 

338 

231 

255 

283 

338 

139 

5 (Internal  medicine,  pathology 

and/or  hematology,  general 
practice,  and  specialties  that 
do  not  include  surgery) 

217 

235 

155 

159 

209 

235 

103 

103 

6 (Psychiatry,  physical  medicine, 

preventive  medicine,  and  pub- 
lic health) 

143 

151 

105 

105 

163 

151 

70 

70 

Additional  Charges  ( State-wide ) 

Old 

New 

Superficial  x-ray  therapy 

$ 64 

$ 64 

Deep  and  superficial  x-ray  therapy 

105 

105 

Electroshock  therapy 

183 

60 

“It  may  be  appropriate  at  this  time  to 
point  out  that  the  Society  is  fortunate  in 
having  an  insurance  carrier  that  is  financially 
able  to  absorb  a considerable  loss  as  a result  of 
insuring  our  program  over  the  past  nineteen 
years  and  that  has  shown  a determination  to 
persevere  in  an  attempt  to  solve  the  problems 
of  increasing  costs.  The  following  brief  sum- 
mary shows  the  loss  ratios,  the  ratio  of  total 
loss  costs  to  total  premiums  collected,  over 
the  past  eighteen  completed  policy  years. 


Policy  Years 
1949-1960 
1961-1963 

1964 

1965 

1966 


Per  Cent 
96 
121 
123 
117 
142 


“While  it  is  true  that  these  percentages  for 
more  recent  years  may  be  improved  if  present 
reserves  prove  to  be  more  than  adequate,  very 
little  improvement  is  possible  for  the  yearn 
1949  to  1960,  for  which  nearly  90  per  cent  of 
total  costs  consists  of  paid  losses. 

“In  view  of  the  hazards  inherent  in  writing 
this  type  of  insurance  and  the  present  chaotic 
condition  of  the  malpractice  insurance  mar- 
ket, the  Board  wishes  to  commend  the  Com- 


pany for  the  restraint  shown  in  the  new  rate 
proposals  and  the  constructive  programs  ad- 
vanced for  meeting  future  contingencies. 

“The  Board  recommends  that  the  revisions 
outlined  be  approved  by  the  Council.” 


New  Rates.  Following  approval  of  this  re- 
port by  the  Council,  the  insurance  earner  sub- 
mitted its  rate  schedule  to  the  New  York  State 
Insurance  Department  for  approval.  In  recog- 
nition of  the  observable  trends  in  the  loss  ex- 
perience, the  Insurance  Department  agreed  to 
the  propriety  of  placing  more  emphasis  on  the 
experience  of  the  most  current  year,  as  con- 
trasted with  the  oldest  year.  The  method  of 
recognition  was  pursued  by  applying  these 
weighting  factors  to  the  last  three  expired  policy 
years:  20  per  cent  to  the  oldest  policy  year,  30 
per  cent  to  the  middle  year,  and  50  per  cent  to 
the  latest  year.  When  rates  were  recalculated, 
using  these  factors,  the  result  was  slightly  higher 
than  the  original  over-all  10  per  cent  increase 
requested  but  the  Company  agreed  to  hold  to 
the  total  as  initially  calculated.  The  New 
York  State  Insurance  Department  preferred 
this  method  of  trend  recognition  rather  than 
the  procedure  originally  proposed. 
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Underwriting.  In  its  1966  and  1967  annual 
reports,  the  Board  has  commented  on  the  impor- 
tance of  proper  underwriting  to  the  stability  of 
the  program.  A portion  of  the  Board’s  1966 
report  is  quoted  as  follows: 

“The  Society  has  charged  the  Board  with 
the  responsibility  of  determining  if  the  atti- 
tude, conduct,  method  of  practice,  or  loss 
experience  of  a member  makes  him  a greater 
than  normal  hazard  to  the  program.  The 
Board  may  conclude  that  a member  is  un- 
acceptable for  insurance  in  the  program  or 
that  he  is  acceptable  only  if  he  is  willing  to 
pay  a higher  than  normal  premium.  In 
arriving  at  its  conclusions,  the  Board  must  be 
guided  by  the  best  judgment  of  its  members, 
arrived  at  after  weighing  all  the  factors  that 
affect  insurability.” 

Rated-up  policies  have  been  written  ranging 
from  l1/,  to  10  times  the  normal  rate.  The 
determination  of  the  added  premium  is  not  the 
function  of  the  Malpractice  Insurance  and  De- 
fense Board  but  is  left  to  the  Company’s  under- 
writer. However,  the  higher  rate  agreed  to  by 
the  insured  and  the  Company’s  underwriter  is 
subject  to  approval  by  the  New  York  State 
Insurance  Department.  Also,  if  a member  feels 
the  rate  is  improper,  he  may  request  an  inter- 
view with  the  Board  members  to  review  the 
details  of  his  loss  experience. 

Rated-up  policies  are  reviewed  each  year  be- 
fore renewal.  Depending  on  developments  dur- 
ing the  year,  the  Board  might  approve  the 
underwriter’s  decision  to  drop  the  coverage  or 
the  premium  could  be  increased,  decreased,  or 
returned  to  normal  rate.  All  of  these  alterna- 
tives have  been  applied  during  the  past  years. 
Some  statistics  supplementing  this  are  as  fol- 
lows: 


Date,  As  of 
December  31,  1966 
December  31,  1967 
August  31,  1968 

It  is  interesting  to  note  that  for  the  first  eight 
months  of  1968  the  number  of  doctors  who  have 
had  their  policies  rated  up  is  more  than  twice 
the  number  for  the  entire  year  of  1967.  This  is 
clearly  a reflection  of  the  Board’s  endeavor,  with 
the  assistance  of  the  Company’s  underwriter,  to 
keep  our  Society’s  insurance  and  defense  pro- 
gram viable. 

Acknowledgments.  The  Board  wishes  at 
this  tune  to  pay  tribute  to  James  M.  Arnold 
who,  until  his  retirement  on  April  30,  1968,  had 
been  the  State  Society’s  Indemnity  Representa- 
tive since  1957.  In  addition  to  acting  as  broker 


and  agent,  Jim  Arnold  acted  as  malpractice 
insurance  advisor  to  the  Society  and  its  indi- 
vidual members  with  never-failing  courtesy  and 
sympathy  to  the  members’  problems  and  ques- 
tions. He  also  possessed  a high  degree  of 
insurance  acumen  in  the  management  of  the 
Society’s  malpractice  program  and  was  always 
in  the  forefront  of  efforts  to  modify  and  liberalize 
the  policy  contract  to  keep  pace  with  the  current 
needs  of  the  members  in  our  rapidly  changing 
society.  While  Jim  Arnold  will  be  sorely 
missed,  the  Society  and  its  members  are  for- 
tunate to  have  Frank  W.  Appleton  appointed 
by  the  Council  to  replace  him.  Frank  Apple- 
ton  has  been  assistant  Indemnity  Representa- 
tive since  1957  and  prior  to  that  assistant  claims 
manager  in  charge  of  malpractice  claims  with 
the  Society’s  carrier,  Employers  Mutuals  of 
Wausau.  The  Council  also  appointed  George 
A.  Wright,  Jr.,  and  Thomas  F.  X.  Baldwin, 
assistant  Indemnity  Representatives.  Both 
men  have  an  extensive  background  in  insurance 
and  have  been  playing  an  active  part  in  the 
program  over  the  past  years. 


Conclusion.  A great  many  things  have 
happened  in  the  malpractice  market  since  the 
Board’s  last  annual  report  was  made.  More 
and  more  doctors  realize  the  importance  of 
having  a sound  program  with  realistic  rates  to 
assure  its  stability.  As  of  July  31,  1968,  par- 
ticipation in  the  State  Society  program  in- 
creased to  a total  of  1,470  doctors  over  July  31, 
1967.  Malpractice  Insurance  is  Too  Expensive 
is  the  title  of  a booklet  on  the  program  distrib- 
uted by  the  carrier.  Employers  Mutuals  of 
Wausau. 

This  booklet  gives  a real  insight  into  the 

Additional  Premium  Charges 
for  Calendar  Year 
$15,997.00 
37,551.34 
86,343.36 

problems  of  writing  malpractice  insurance  under 
conditions  existing  today.  The  booklet  has 
been  distributed  to  all  physicians  insured  in  the 
program,  and  extra  copies  are  available  through 
the  office  of  the  Indemnity  Representative  or  at 
the  booth  set  up  for  the  program  in  the  tech- 
nical exhibits  section  at  the  State  Medical 
Society’s  annual  meeting.  We  urge  all  mem- 
bers to  visit  the  booth  and  all  are  invited  to  dis- 
cuss matters  relating  to  malpractice  with  mem- 
bers of  the  Board  who  will  be  at  the  booth. 

Respectfully  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 


Rated-Up  Policies 
18 
44 
110 
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Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 


follows: 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Chairman 

Kings 

William  P.  Reed,  M.D Westchester 

William  L.  Wheeler,  Jr.,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 


Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 


Constitution  and  Bylaws  are: 

John  E.  Lowry,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

George  L.  Collins,  Jr.,  M.D Erie 

Leo  S.  Drexler,  M.D Kings 


William  F.  Martin,  Esq.,  ex  officio  New  York 
At  the  May  meeting  of  the  Council,  the  com- 
mittee reported  that  the  proposed  revised  ver- 
sion of  the  constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Kings  was  not 


Thomas  M.  D’Angelo,  M.D Queens 

The  Judicial  Council  is  happy  to  report  that 
no  appeals  were  presented  during  the  year  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Chairman 


in  conflict  with  the  constitution  and  bylaws  of 
the  State  Medical  Society.  However,  changes 
in  the  wording  of  some  sections  were  suggested. 

The  Council  adopted  the  committee’s  recom- 
mendation that  the  revised  constitution  and 
bylaws  be  approved  and  that  the  desired  changes 
be  transmitted  as  suggestions  to  the  Medical 
Society  of  the  County  of  Kings. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 


New  York  Delegation  to  the  AMA 


To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  117th 
annual  convention  of  the  American  Medical 
Association,  held  in  San  Francisco,  California, 
June  16  to  20,  included: 

Delegates:  Renato  J.  Azzari,  M.D.,  James  M. 

Blake,  M.D.,  Charles  M.  Brane,  M.D.,  John 

L.  Clowe,  M.D.,  Albert  H.  Douglas,  M.D., 
Ralph  S.  Emerson,  M.D.,  Irving  L.  Ershler, 

M. D.,  Henry  I.  Fineberg,  M.D.,  John  M. 
Galbraith,  M.D.,  Thurman  B.  Givan,  M.D., 
Carl  Goldmark,  Jr.,  M.D.,  Walter  T.  Heldmann, 
M.D.,  Milton  Helpern,  M.D.,  George  Hinder, 
M.D.,  R.  Scott  Howland,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  John  C. 
McClintock,  M.D.,  Norman  S.  Moore,  M.D., 
Bernard  J.  Pisani,  M.D.,  William  B.  Rawls, 
M.D.,  C.  Stewart  Wallace,  M.D.,  Walter  S. 
Walls,  M.D.,  Carlton  E.  Wertz,  M.D., 
William  L.  Wheeler,  Jr.,  M.D.,  Waring  Willis, 
M.D.,  and  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Alternate  Delegates:  Joseph  J.  Kaufman, 

M.D.,  George  J.  Lawrence,  Jr.,  M.D.,  and  John 
J.  Noonan,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D., 

Section  on  Laryngology,  Otology,  andRhinology; 


Maus  W.  Stearns,  Jr.,  M.D.,  Section  on  Colon 
and  Rectal  Surgery. 

AMA  Trustee:  Gerald  D.  Dorman,  M.D. 

State  Medical  Society  Staff:  J.  Richard 

Burns,  Esq.,  assistant  executive  vice-president; 
Guy  D.  Beaumont,  director.  Division  of  Com- 
munications; and  Gretchen  Wunsch,  executive 
assistant. 

County  Medical  Society  Executives:  Donald 

M.  Irish,  Monroe;  Robert  D.  Potter,  New  York; 
Hazel  Spadafora,  Kings;  and  Richard  Treccase, 
Erie. 

In  Memorium.  Solomon  Schussheim,  M.D. 
was  among  the  group  of  deceased  AMA  dele- 
gates who  were  honored  by  a moment  of  silence 
at  the  opening  session  of  the  House  of  Dele- 
gates. At  its  first  meeting,  the  New  York 
Delegation  also  honored  the  memory  of  Dr. 
Schussheim  with  a moment  of  silence. 

The  delegation  held  several  meetings,  one  on 
Saturday,  June  18,  at  5:00  p.m.,  followed  by  a 
reception  and  dinner  at  7:30  P.M.;  an  executive 
session  on  Wednesday  evening;  and  three 
breakfast  conferences  on  Tuesday,  Wednesday, 
and  Thursday  mornings.  Informal  luncheons 
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were  available  to  the  delegation  on  Tuesday, 
Wednesday,  and  Thursday. 

Candidates  for  various  openings  on  the  Board 
of  Trustees  appeared  at  the  breakfast  meetings 
and  addressed  the  delegation. 

Matters  coming  before  the  House  were  dis- 
cussed; actions  were  taken  on  specific  issues; 
and  assignments  were  made.  Plans  for  con- 
tinuing the  campaign  to  elect  Dr.  Dorman 
president-elect  of  the  AMA  were  announced. 

The  delegation  recorded  its  vote  in  favor  of  the 
right  of  the  vice-president  of  the  AMA  to  vote 
at  meetings  of  the  Board  of  Trustees. 

The  delegation  voted  to  support  the  resolution 
on  maintaining  the  present  wording  of  obituary 
notices  which  appear  in  the  Journal  of  the 
American  Medical  Association. 

Nomination  ( and  election)  of  Gerald  D.  Dor- 
man, M.D.,  for  President-Elect  of  the  AMA: 
A reception  for  Dr.  and  Mrs.  Dorman  was  held 
on  Monday  evening  at  6:00  P.M.  in  the  Gold 
Room  of  the  Fairmont  Hotel.  This  was  well 
attended. 

Dr.  Dorman  was  nominated  by  the  chairman 
of  the  New  York  delegation;  the  nomination 
was  seconded  by  16  state  delegations;  nomina- 
tions were  closed;  and  Dr.  Dorman  was  elected 
by  acclamation. 

Resolutions.  Three  resolutions  were  in- 
troduced by  the  New  York  delegation.  Actions 
taken  by  the  AMA  House  of  Delegates  were  as 
follows: 

1.  Resolution  33 — “Insurance  Coverage  for 
Ambulatory  Prehospitalization  Workup,”  re- 
ferred to  Reference  Committee  A (Warren  L. 
Bostick,  M.D.,  chairman). 

Action:  The  reference  committee  amended 

the  resolution  as  follows: 

Whereas,  Many  health  insurance  carriers 
do  not  provide  coverage  for  prehospitaliza- 
tion x-ray  and  laboratory  services  unless  done 
on  a hospital  inpatient  basis;  and 

Whereas,  Failure  to  provide  coverage  for 
prehospitalization  x-ray  and  laboratory  serv- 
ices on  an  outpatient  basis  frequently  leads 
to  unnecessary  utilization  of  scarce  and  costly 
hospital  beds;  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  endorse  the  principle  of  voluntary 
health  insurance  coverage  for  outpatient 
x-ray  and  laboratory  services  acceptable  to 
the  hospital  and  its  medical  staff  wherever 
performed  prior  to  a scheduled  hospital  ad- 
mission and  that  it  work  actively  to  make  this 
form  of  coverage  universal. 

The  House  adopted  this  resolution  as 
amended. 

2.  Resolution  34 — “Joint  Commission  on  Ac- 
creditation of  Schools  of  Nursing,”  referred  to 
Reference  Committee  C (Wendell  B.  Gordon, 
M.D.,  chairman).  The  text  of  the  resolution 
follows: 

Whereas,  The  Medical  Society  of  the  State 
of  New  York,  in  the  past  and  as  recently  as 
March  28,  1968,  has  gone  on  record  as 
favoring  a Joint  Commission  on  Accredita- 
tion of  Schools  of  Nursing,  with  representation 
from  the  American  Medical  Association,  the 


American  Hospital  Association,  the  National 
League  for  Nursing,  and  the  American 
Nurses’  Association;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  feels  that  the  responsibility 
for  the  maintenance  of  standards  of  nursing 
care  is  and  must  be  the  joint  responsibility 
of  the  nursing  and  medical  professions;  and 
Whereas,  The  policy  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  pre- 
cludes its  involvement  in  the  accreditation  of 
educational  programs;  therefore  be  it 

Resolved,  That  a separate  commission  with 
representation  from  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, the  National  League  for  Nursing,  and 
the  American  Nurses’  Association  be  estab- 
lished and  constitute  the  means  by  which 
accreditation  of  nursing  schools  becomes  the 
joint  responsibility  of  the  nursing  and  the 
medical  professions. 

Action:  The  House  of  Delegates  referred  this 

to  the  Board  of  Trustees  and  the  Committee  on 
Nursing. 

3.  Resolution  35 — “Financial  Support  by  the 
U.S.  Department  of  Transportation  for  Re- 
search, Production,  and  Testing  of  the  “New 
York  State  Safety  Sedan,”  referred  to  Reference 
Committee  H (Carroll  L.  Witten,  M.D.,  chair- 
man) . The  text  of  the  resolution  follows: 

Whereas,  New  York  State  has  spent  $400,- 
000  in  the  past  three  years  on  feasibility 
studies,  design,  and  production  plans  for  the 
New  York  State  Safety  Sedan;  and 

Whereas,  The  New  York  State  Safety 
Sedan  is  the  most  advanced  effort  to  in- 
corporate occupant  and  pedestrian  safety 
protection  into  automobile  design;  and 
Whereas,  The  New  York  State  Safety 
Sedan  will  be  an  extremely  useful  research 
tool  and  test  bed  for  numerous  safety  designs 
for  automobile  construction;  and 

Whereas,  Very  little  research  on  the  design 
and  effectiveness  of  automobile  safety  fea- 
tures is  being  conducted;  and 

Whereas,  Automobile  safety  designs  prom- 
ise to  be  the  most  effective  weapon  yet 
available  to  reduce  the  increasing  toll  of  auto- 
mobile accidents;  and 

Whereas,  The  motoring  public  of  the  en- 
tire nation  will  benefit  from  the  continued 
development  and  testing  of  the  New  York 
State  Safety  Sedan;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation, through  Alan  S.  Boyd,  secretary, 
U.S.  Department  of  Transportation,  and  Wil- 
liam Haddon,  Jr.,  M.D.,  director  of  the 
National  Highway  Safety  Bureau,  request  the 
Federal  Highway  Administration  to  provide 
funds  for  the  pilot  production  and  research 
testing  of  the  New  York  State  Safety  Sedan. 

The  following  explanatory  memorandum  was 
included  with  this  resolution. 

FINANCING  OF  NEW  YORK  STATE 
SAFETY  SEDAN 

There  are  many  approaches  to  automobile  safety 
which  is  now  one  of  the  nation’s  most  pressing  public 
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health  problems.  Automobiles  kill  and  disable  the 
young  of  our  society,  those  about  to  enter  their  life’s 
work.  The  loss  is  at  least  as  great  us  that  from 
cancer  and  cardiovascular  diseases  which  strike  down 
the  older  and  retired  members  of  our  society. 

The  introduction  of  safety  designs  and  features  into 
automobile  construction  has  become  one  of  the  most 
effective  means  of  reducing  the  toll  of  accidents. 
William  Haddon,  Jr.,  M.D.,  administrator  of  the  Na- 
tional Highway  Safety  Bureau,  says  that  the  effects 
of  the  Federal  Motor  Vehicle  Safety  Standards  are 
already  evident  in  accident  statistics  for  the  last  half  of 
1967. 

These  standards  are  based  on  the  sum  total  of  our 
knowledge  of  automobile  safety  design.  Relatively 
little  knowledge  exists  in  this  field  because  of  a paucity 
of  research.  New  York  State  recognized  this  in  1962 
and  began  the  development  of  the  New  V ork  State 
Safety  Sedan.  In  1965,  the  New  York  State  Legisla- 
ture appropriated  $100,000  for  feasibility  stuilies  and 
preliminary  designs.  In  1966,  $300,000  was  ap- 

propriated for  the  development  of  the  final  designs  and 
for  limited  production  plans.  The  Fairchild  Hiller 
Corporation,  through  its  Republic  Aviation  Division, 
carried  out  the  project.  The  final  report  was  sub- 
mitted in  December  1967. 

Plans  call  for  limited  production  of  15  Safety  Sedans 
which  are  to  be  used  for  research  crash  testing  to  prove 
their  many  safety  features.  The  cost  of  this  limited 
production  effort  is  estimated  at  $5  million,  a small  part 
of  the  nearly  $200  million  budget  of  the  U.S.  Depart- 
ment of  Transportation.  At  this  point  the  New  York 
State  Safety  Sedan  project  is  without  funds.  Further 
development  depends  on  Federal  financing. 

During  the  1966  hearings  on  the  National  Traffic 
Safety  Act,  Congress  clearly  gave  support  to  the  New 
York  State  Safety  Sedan;  but,  in  spite  of  this,  the  U.S.. 
Department  of  Transportation  has  refused  to  support 
the  project. 

The  basic  goal  of  the  project  is  the  construction  of  a 
car  with  safety  features  incorporated  into  its  design. 
Development  and  exhaustive  analysis  of  the  proposed 
design  has  been  completed.  Construction  and  actual 
crash  testing  of  the  vehicle  is  now  necessary  to  prove 
the  many  concepts  used  in  Safety  Sedan  design. 

After  the  project  is  completed,  it  is  expected  that 
domestic  manufacturers  will  use  safety  features  in 
their  own  designs.  It  is  now  expected  that  the  car 
will  be  manufactured  as  now  conceived  but  that  its 
features  will  be  integrated  into  the  designs  of  future 
domestic  manufactured  models. 

It  is  also  expected  that  the  Safety  Sedan  will  furnish 
basic  knowledge  which  the  U.S.  Department  of  Trans- 
portation desperately  needs  for  the  future  develop- 
ment of  Motor  Vehicle  Safety  Standards.  Basic  re- 
search for  these  standards  is  slowly  beginning;  the 
Safety  Sedan  project  will  complement  these  efforts  in 
many  ways. 

Some  of  the  major  features  of  the  Safety  Sedan  are  as 
follows: 

1.  Improved  head-on  collision  protection — no  in- 
jury in  50  miles  per  hour  collision  and  no  life-threaten- 
ing injuries  in  70  miles  per  hour  collision; 

2.  Improved  side  impact  protection — doors  and 
frame  construction  of  New  Y'ork  State  Safety  Sedan 
prevent  intrusion  of  impacting  vehicle  into  occupant 
space; 

3.  Improved  rollover  protection; 

4.  Improved  visibility,  flat  glass  windshield,  and 
periscope  for  front  and  rear  vision;  and 

5.  Improved  braking  and  traction. 

Action:  The  House  voted  to  table  this  resolu- 

tion. 

Reference  Committees.  The  following  mem- 
bers of  the  New  York  delegation  served  on  ref- 


erence committees: 

Amendments  to  the  Constitution  and  Bylaws, 
Dr.  Reed;  Rules  and  Order  of  Business,  Dr. 
Emerson;  Committee  A,  Dr.  Wurzbach;  Com- 
mittee B,  Dr.  Galbraith;  Committee  D,  Dr. 
McClintock;  Committee  F,  Dr.  Rawls,  chair- 
man; and  Tellers,  Dr.  Clowe. 

Observers  at  reference  committee  hearings, 
designated  by  the  chairman  of  the  New  York 
delegation,  were:  Amendments  to  Constitution 
and  Bylaws,  Dr.  Ershler;  Committee  A (In- 
surance and  Medical  Services),  Dr.  Willis; 
Committee  B (Legislation),  Dr.  Lawrence  and 
Dr.  Kaufman;  Committee  C (Health  Man- 
power, Medical  Education),  Dr.  Hughes  and 
Dr.  Kelley;  Committee  D (Hospitals),  Dr. 
Blake;  Committee  E (Public  Health  and  Sci- 
entific Activities),  Dr.  Moore  and  Dr.  Kelley; 
Committee  F (Board  of  Trustees),  Dr.  Emerson; 
Committee  G (Miscellaneous),  Dr.  Helpern; 
and  Committee  H (Miscellaneous),  Dr.  Gold- 
mark. 

Miscellaneous.  The  following  New  York  City 
physicians  were  elected  officers  of  Scientific 
Sections  of  the  AM  A: 

William  B.  Sherman,  chairman,  Allergy; 
Howard  G.  Rapaport,  assistant  secretary, 
Allergy;  J.  Scott  Butterworth,  chairman,  In- 
ternal Medicine;  and  A.  Gerard  DeVoe,  vice- 
chairman,  Ophthalmology. 

Hospitality.  Under  the  chairmanship  of 
Dr.  McClintock,  the  New  York  hospitality 
suite  in  the  Presidential  Suite  of  the  Fairmont 
Hotel  was  open  according  to  the  following 
schedule:  Sunday,  5:00  p.m.,  Monday,  noon 
to  2:00  p.m.;  Tuesday,  noon  to  1:00  p.m.;  and 
Wednesday,  noon  to  2:00  p.m.  and  5:00  p.m.  to 
7:00  p.m. 

AM  A Report.  Following  is  a summary  of 
the  actions  of  the  House  of  Delegates,  as  com- 
piled by  the  executive  vice-president  of  the 
AMA: 

San  Francisco,  June  20 — “Looking  Ahead”  at  both 
the  problems  and  the  opportunities  facing  the  medical 
profession  was  the  theme  of  the  American  Medical  As- 
sociation’s 117th  annual  convention. 

The  pace  was  set  by  president  Milford  O.  Rouse, 
M.D.,  Dallas,  Texas,  in  his  final  report  to  the  House  at 
the  opening  session.  Quoting  Patrick  Henry:  “I 

know  of  no  way  to  judge  the  future  but  by  the  past,” 
Dr.  Rouse  urged  the  House  “to  consider  seriously  the 
lessons  of  the  past”  as  the  AMA  faces  the  “significant 
challenges  of  the  future.” 

He  reviewed  some  of  the  activities  and  accomplish- 
ments of  the  Association  during  the  past  twelve  months 
but  concentrated  his  primary  attention  on  the  future. 

He  urged  physicians  and  their  wives  to  become  “ac- 
tive, participating  citizens”  in  their  communities,  in- 
cluding the  realm  of  political  activity  and  called  for 
“enthusiastic  support”  of  AMP  AC  (American  Political 
Action  Committee)  to  help  move  the  Federal  govern- 
ment toward  “a  more  moderate  political  philosophy.” 

Referring  to  recent  riots  and  civil  unrest,  Dr.  Rouse 
said,  “This  growing  affection  for  anarchy ...  this  bur- 
geoning attitude  that  any  means,  however  violent,  how- 
ever distasteful,  however  destructive  of  the  rights  and 
property  of  others,  is  justified  to  reach  an  end  desirable 
to  a single  group . . . must  be  changed  if  the  progress  of 
our  nation  is  to  continue.” 
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To  make  it  continue,  he  said,  will  require  “A  re- 
affirmation of  personal  responsibility  and  integrity,” 
with  each  person  and  each  social,  corporate,  economic, 
or  political  group  making  “an  honest  ‘revaluation’  of 
the  way  society’s  problems  can  best  be  solved  in  the 
interests  of  all  of  society.” 

Dwight  L.  Wilbur,  M.D.,  San  Francisco,  California, 
who  took  office  as  president  in  his  home  city,  warned 
in  his  inaugural  address  that  organized  medicine  must 
experiment,  plan,  and  take  the  leadership  in  channeling 
increasingly  powerful  government  forces  to  meet  the 
needs  of  society.  “A  government  that  expends  more 
than  |10  billion  for  health  is  not  to  be  ignored,”  he 
said. 

He  pointed  out  that  during  the  next  twenty-five 
years,  which  will  see  greater  changes  than  ever  before 
in  medicine,  the  “ultimate  force”  that  will  determine  the 
nation’s  social,  economic,  and  political  course  will  be 
public  opinion.  “The  key  question,”  he  added,  then 
becomes,  “Who  and  what  will  shape  public  opinion.” 

Dr.  Wilbur’s  answer  was,  “We  must  develop  a clear 
understanding  of  what  should  be  the  scope  and  re- 
sponsibility of  medicine  in  the  new  era  of  health  care, 
but  we  must  establish  the  purpose  and  goals  of  our  so- 
cieties and  of  medicine...  . We  must  assume  a 
position  of  leadership  in  our  communities,  in  our  state, 
and  in  the  nation,  seeking  the  cooperation  of  all  others 
in  the  health  fields  so  these  goals  and  purposes  will  be 
attained.” 

In  the  long  run,  he  added,  medicine’s  advice  on  the 
role  of  medicine  in  society  and  on  the  economics  of 
health  care  “will  be  successful  only  if  it  has  the  support 
of  public  opinion.  ...  We  are  as  educated,  intelligent, 
and  sophisticated  as  any  group  in  the  country.  We 
have  the  ability,  and  we  must  not  fail.” 

Following  up  in  his  first  report  to  the  House  on 
Thursday,  President  Wilbur  said,  “The  goal  we  seek 
is  a high  quality  of  medical  care  for  every  American. 
Having  gained  the  leadership  in  scientific  achievement 
in  medicine,  we  must  now  act  to  assure  leadership  in  the 
larger  area  of  social  and  economic  changes.”  We  must, 
he  added,  recognize  the  “striking  social  phenomenon 
of  the  1960’s”  which  is  “the  great  clamor  by  the  public 
and  politicians  for  government  financing  of  health  care. 
It  is  a significant  part  of  the  trend  begun  in  this  country 
in  the  1930’s  for  increasing  dependence  on  government.” 

Some  specific  answers  to  the  problems  ahead  were 
listed  by  Dr.  Wilbur:  “We  must: 

“Remain  free;  unshackled;  a profession  and  not  a 
group  of  technologists. . . . 

“Exercise  cooperative  leadership  of  all  those  in  the 
health  care  field — government,  industry,  labor,  and 
all  segments  of  the  public .... 

“Participate  actively  in  the  legislative  process,  and 
in  planning  and  administration  of  health  laws  and  reg- 
ulations. . . . 

“Keep  in  mind  the  best  ways  to  meet  the  needs  of  the 
public  for  the  benefits  medicine  has  to  offer. . . . 

“Get  the  facts  on  the  economics  of  medical  practice 
and  of  all  health  care . . . become  the  experts  in  this 
field .... 

“Demonstrate  the  effectiveness  of  the  private  system 
of  medical  care  and  of  the  voluntary  health  insurance 
mechanism .... 

“Recognize,  and  with  honesty  and  frankness  indicate 
to  the  public,  that  health  care  costs  are  going  to  rise  and 
why .... 

"Expand  medical  school  facilities  and  numbers  of 
students  so  every  qualified  applicant  may  find  a place 
in  our  medical  schools. . . . 

“Continue  to  advance  knowledge  of  the  causes  of 
major  illness. . . . 

“Play  a more  active  role  in  all  kinds  of  planning  re- 
lated to  health .... 

“Take  a more  active  part  in  the  political  systems  at 
the  local,  state,  and  national  levels.” 

In  conclusion  the  President  stated,  “As  we  begin  this 


year  of  fateful  developments  for  the  health  of  our  coun- 
try and  its  people,  let  us  focus  on  directing  the  course 
of  the  future. 

“We  must  do  this  by  planning,  by  being  prepared, 
by  turning  unexpected  developments  in  the  direction 
of  progress  by  fostering  high  quality  of  medical  care 
along  with  broadened  availability,  and  by  invigorating 
the  growth  of  the  profession  by  increasing  its  numbers, 
by  activating  its  young  members,  and  by  passing  on  to 
them  a bright  and  unffickering  torch  of  devotion  to 
human  service.” 

The  House  considered  14.3  items  of  business,  including 
84  resolutions,  39  reports  from  the  Board,  7 from  the 
Council  on  Constitution  and  Bylaws,  4 from  the  Council 
on  Medical  Education,  5 from  the  Council  on  Medical 
Service,  2 from  the  Judicial  Council,  and  2 special  re- 
ports. Fourteen  of  the  items  were  accepted  or  ap- 
proved for  information;  62  were  adopted,  approved, 
or  accepted;  31  were  referred  to  the  Board  and/or 
Council  or  Committee;  20  were  replaced  by  substitute 
resolutions;  10  were  rejected;  2 were  postponed  to  the 
next  meeting  of  the  House;  1 was  tabled;  and  3 were 
withdrawn. 

Elections.  Gerald  D.  Dorman,  M.D.,  New  York, 
was  elected  president-elect  by  acclamation. 

Carl  A.  Lincke,  M.D.,  Ohio,  was  elected  vice-presi- 
dent, also  by  acclamation. 

Walter  C.  Bornemeier,  M.D.,  Illinois,  and  Russell  B. 
Roth,  M.D.,  Pennsylvania,  were  re-elected  by  acclama- 
tion to  their  respective  posts  as  speaker  and  vice-speaker 
of  the  House. 

Four  trustees  were  elected:  L.  O.  Simenstad,  M.D., 
Wisconsin,  succeeding  himself;  Raymond  T.  Holden, 
M.D.,  Washington,  D.C.;  John  M.  Chenault,  M.D., 
Alabama;  and  John  R.  Kernodle,  M.D.,  North  Carolina. 

Walter  H.  Judd,  M.D.,  Washington,  D.C.,  was 
elected  by  acclamation  to  succeed  himself  on  the 
Judicial  Council. 

Robert  B.  Hunter,  M.D.,  Washington,  was  elected 
to  the  Council  on  Constitution  and  Bylaws. 

Francis  L.  Land,  M.D.,  Washington,  D.C.,  and  E. 
Bryce  Robinson,  Jr.,  M.D.,  Alabama,  were  re-elected 
by  acclamation  to  the  Council  on  Medical  Education. 

Burns  A.  Dobbins,  M.D.,  Florida,  and  Drew  M. 
Petersen,  M.D.,  Utah,  were  re-elected  by  acclamation 
to  the  Council  on  Medical  Service;  W.  B.  Hildebrand, 
M.D.,  Wisconsin,  was  elected  to  fill  the  remaining  two- 
year  term  vacated  by  John  R.  Kernodle,  M.D.,  who 
was  elected  to  the  Board  of  Trustees. 

Eliminating  Discrimination.  The  House  approved  a 
resolution  that  “The  bylaws  of  the  AMA  be  amended 
to  provide  that  in  addition  to  receiving  ‘appeals  filed 
by  applicants  who  allege  that  they,  because  of  color, 
creed,  race,  religion,  or  ethnic  origin,  have  been  unfairly 
denied  membership  in  a component  and/or  constituent 
association,’  determining  facts  and  reporting  its  findings 
to  the  House  of  Delegates,  the  Judicial  Council  shall, 
if  it  determines  the  allegations  are  indeed  true,  ad- 
monish, censure,  or,  in  the  event  of  repeated  violations, 
recommend  to  the  House  of  Delegates  that  the  state  as- 
sociation involved  be  declared  to  be  no  longer  a constit- 
uent association  of  the  American  Medical  Association.” 

The  Council  on  Constitution  and  Bylaws  will  draw 
up  the  necessary  new  wording  for  the  bylaws  for  action 
at  the  next  meeting  of  the  House. 

In  addition,  a joint  statement  of  the  AMA  and  the 
National  Medical  Association  was  contained  in  a Board 
report  accepted  by  the  House  for  information.  The 
statement  pointed  out  that  the  number  of  Negro  phy- 
sicians, although  not  specifically  known,  is  not  in  pro- 
portion to  the  Negro  population  and  that  the  difficulty 
in  finding  more  than  a few  promising  candidates  for 
medical  school  “reflects  cultural  and  education  prob- 
lems stretching  back  to  the  quality  of  instruction  in  the 
secondary  and  primary  grades  and  that  of  preschool 
training  in  the  home.” 
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The  AMA  and  the  NMA  concluded  that  “genuine 
solutions  to  the  problems  of  increasing  the  supply  of 
Negro  physicians  must  emanate  through  improved 
curriculums,  better  teaching,  and  specialized  courses 
of  training  at  all  school  levels  for  promising  Negro 
students.” 

Also  urged  by  the  two  associations  were  that:  “Spe- 
cial college  courses  be  developed  for  such  students. 
Additional  scholarship  aid  be  established  at  both  the 
college  and  medical  school  level  for  Negro  students.  . . . 
Summer  programs  of  special  study  be  arranged  for 
all  disadvantaged  students  about  to  enter  medical 
school.  . . . All  medical  schools  encourage  members  of 
their  faculties  to  sponsor  special  projects  involving 
Negro  high  school  students  in  laboratory  work  or  other 
enlightening  pursuits  to  enrich  their  experiences.  All 
medical  societies,  medical  schools,  and  related  groups 
expand  their  careers  programming  with  students, 
parents,  and  guidance  counselors  at  schools  of  all  levels 

Health  Care  Costs  and  Financing.  A report  of  the 
Committee  on  Health  Care  Financing,  transmitted  by 
the  Board,  was  accepted  for  information.  It  included 
background  information  on  the  committee's  findings 
and  set  these  directions  for  the  future: 

“Adequate  health  care  should  be  available  to  all  who 
need  it.  Recent  scientific  advances  have  served  to 
vastly  increase  the  demand  for  medical  services  and  to 
increase  health  care  expenditures.  Methods  of  financ- 
ing health  care  must  aid  all  individuals  to  achieve  the 
health  services  they  need.  Voluntary  programs  to 
finance  the  costs  of  health  services  must  accommodate 
to  continuing  changes  and  growth.” 

Proposals  under  study  by  the  committee  include  a 
community  fiscal  agency  for  health  services,  "not  as  a 
competitor  for  existing  health  insurance  plans,  but  to 
complement  those  efforts  and  stimulate  greater  achieve- 
ment” and  "income  tax  credits  for  the  premiums  paid 
for  adequate  health  insurance. . .an  effective  and 
feasible  method  of  encouraging  maximal  participation  in 
voluntary  comprehensive  health  insurance  programs.” 

A resolution  was  adopted  that  "the  principle  of  grad- 
uated income  tax  credits  for  premiums  paid  for  ade- 
quate health  insurance  be  adopted  as  approved  policy 
of  the  AMA.” 

Another  adopted  resolution  urged  all  state  and  local 
societies  "to  act  swiftly  and  firmly  in  all  instances  of 
known  exploitation  and  excessive  charges  for  health 
care  that  may  occur  in  their  jurisdictions.” 

A resolution  referred  to  the  Board  called  for  a pro- 
gram by  the  AMA  of  “defining,  explaining,  and  report- 
ing the  many  categories  of  health  care  expenditures; 
analyzing  health  care  cost  and  expenditure  data  de- 
veloped and  reported  by  other  sources;  and  providing 
. . . information  on  health  care  costs  which  can  be  used  to 
place  the  true  costs  of  medical  care  in  proper  perspec- 
tive with  the  public.” 

A Board  report  on  the  economics  of  health  care, 
adopted  by  the  House,  pointed  out  that  the  Board  “has 
approved  a committee  recommendation  that  a technical 
evaluation  of  the  full  potentialities  of  the  AMA  in  the 
field  of  economics  of  health  care  be  carried  out  by  a 
small  advisors’  group  of  competent,  nationally  recog- 
nized economists.  It  is  expected  that  this  will  be 
done  promptly. 

In  the  area  of  reducing  costs  to  patients,  the  House 
adopted  a resolution  that  “the  AMA  endorse  the  prin- 
ciple of  voluntary  health  insurance  coverage  for  out- 
patient x-ray  and  laboratory-  services  acceptable  to  the 
hospital  and  its  medical  staff  wherever  performed  prior 
to  a scheduled  hospital  admission”;  adopted  another 
resolution  that  “all  insurance  companies  and  fiscal 
intermediaries”  adopt  and  authorize  the  use  of  stand- 
ard forms  in  conjunction  with  a single  hospital  admis- 
sion to  save  physicians’  time  and  expense. 

With  respect  to  physician  time,  the  House  recognized 


"the  excellent  contribution  made  to  the  continuing 
education  and  improvement  of  physicians'  knowledge 
by  many  methods  of  medical  meetings,  scientific  con- 
ferences, and  critical  review-  of  clinical  experience,” 
but  pointed  out  that  these  must  "be  contained  within 
the  physician’s  available  time”  and  urged  "continued 
experimentation  in  methods  that  would ...  conserve 
the  physician’s  time  and  thus  improve  the  quality  of 
patient  care.” 

Legislation  and  Relationship  xoith  Government.  Re- 
garding comprehensive  health  planning,  the  House 
adopted  a Board  report  recommending  that  “the  House 
of  Delegates  urge  those  states  which  have  not  held  in- 
formational conferences  on  the  subject  to  conduct  orien- 
tation conferences  to  reach  a greater  number  of  leaders 
at  the  local  level.  The  report  pointed  out  that,  “The 
Department  of  Hospitals  and  Medical  Facilities  has 
mailed  periodically  to  each  state  medical  association 
packets  of  pertinent  references  on  PL  89-749  and  PL 
89-239 . . . and . . . the  Board  has  authorized  develop- 
ment of  a ‘Handbook  on  Prototypes  of  Community 
Planning  for  Health  Services’  based  in  part  on  field 
surveys.” 

Also  adopted  was  a Council  on  Medical  Service  re- 
port on  comprehensive  health  planning  which  recom- 
mends that,  “The  AMA  and  the  constituent  and  com- 
ponent societies  give  unstinted,  diligent  attention 
to  the  process  of  comprehensive  health  planning  which, 
at  present,  places  priority  on  local  initiative  and  deci- 
sion-making, and  that  the  AMA  at  all  levels  endeavor 
to  assure  through  all  appropriate  means,  a system  of 
checks  and  balances  so  that  state  and  area  planning 
agencies  are  not  given  authority  to  subordinate  local 
planning  efforts  and  dictate  local  decisions  on  health 
planning.” 

Two  resolutions  concerning  comprehensive  planning 
were  combined  to  state  the  House’s  will  that  “medical 
societies  encourage  the  organization  of  local  health 
planning  councils  without  the  assistance  of  (U.S. 
Department  of  Health,  Education,  and  Welfare)  HEW 
grants.” 

The  House  also  expressed  its  will  that,  “The  society 
should  use  some  mechanism,  such  as  a nonprofit  cor- 
poration or  other  entity,  separate  from  the  society  itself 
and  served  by  an  independent  administrative  staff, 
where  possible,  to  avoid  direct  operational  involvement 
of  the  medical  society  as  a body.” 

A Council  on  Medical  Service  report  adopted  by  the 
House  pointed  out,  “There  are  no  easy,  black-or-white 
solutions  to  this  dilemma.  With  government  in- 
creasingly involved  in  research  and  experiment  in  the 
delivery  of  health  services  and  payment  for  care, 
we  cannot  ignore  government  programs.  On  the  other 
hand,  the  multiplicity  of  programs  and  approaches  at 
the  national,  state,  and  local  levels,  precludes  blanket 
endorsement  of  any  given  level  of  involvement.  The 
Council,  therefore,  recommends  that  this  House  make 
it  clear  that  medical  societies  may,  after  mature  con- 
sideration, legitimately  take  part  in  such  programs.  . . 
and  that  it  should  trust  to  the  good  sense  of  the  in- 
dividual state  and  county  societies  to  recognize  the 
serious  import  and  the  need  for  careful  study  before 
deciding  on  such  a step.” 

To  strengthen  the  AMA’s  continuing  liaison  with  the 
Federal  government  on  matters  of  health  legislation, 
the  House  adopted  a statement  that  because  “the  pri- 
vate practicing  physicians  are  the  best  qualified  group 
in  matters  pertaining  to  health  services,”  the  AMA 
should  “request  the  secretary  of  HEW  to  continue  to 
solicit  the  advice  and  counsel  of  those  practicing  phy- 
sicians designated  by  their  medical  associations  at  the 
local,  state,  and  national  level  in  formulating  future 
plans  and  programs  and  in  modifying  existing  programs, 
to  provide  the  best  quality  health  care  to  the  people 
of  the  United  States.” 

Three  resolutions  were  introduced  objecting  to  the 
government’s  support  of  group  practice,  particularly 
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the  prepayment  type.  They  were  combined  into  one 
substitute  resolution,  “Resolved,  that  the  AMA  con- 
tinue to  espouse  the  private,  fee-for-service  practice  of 
medicine;  and  be  it  further  resolved,  that  the  AMA 
strongly  disapproves  of  the  provision  of  funds  by  the 
Federal  government  for  subsidizing  any  one  form  of 
organization  of  medical  practice.” 

In  that  connection,  the  House  referred  to  the  Board  a 
resolution  that  the  Board  set  up  “a  national  forum  on 
the  solo  practice  of  medicine  for  the  purpose  of  examin- 
ing the  need  for  this  type  of  physician  care,  public 
preference  between  solo  and  group  practice,  and  how 
solo  practice  should  be  encour  aged.” 

A resolution  was  adopted  that  the  Board  attempt  to 
change  the  terminology  in  the  Medicare  form  on 
“Explanation  of  Benefits”  to  eliminate  the  confusion 
and  criticisms  which  now  exist.  Another,  referred 
to  the  Board,  sought  to  have  extended-care  facilities 
defined  as  residences  so  physicians  may  bill  patients 
directly  for  portable  x-ray  services  performed  there. 

In  addition,  the  House  reaffirmed  “previous  policies 
requesting  that  all  efforts  be  made  to  eliminate  re- 
certification requirements  under”  Medicare  and  called 
on  the  congress  “to  amend  the  laws  and  regulations 
pertaining  to  PL  89-97  to  specifically  permit  direct 
billing  to  all  Title  19  recipients.” 

The  House  also  resolved  that  “The  Board... take 
appropriate  action  seeking  the  establishment  of  a sep- 
arate Department  of  Health  headed  by  a doctor  of 
medicine.” 

A resolution  proposed  that  congress  establish  within 
its  control  a Committee  on  Rules  and  Policies  of  Federal 
Administrative  Agencies  whose  “responsibility  it  wall 
be  to  review  rules  and  policies  promulgated  by  Federal 
administrative  agencies  to  determine  that  (they)  are 
in  accord  with  the  legislative  intent  of  the  congress.” 
It  was  adopted  in  principle  and  referred  to  the  Board 
and  the  Council  on  Legislative  Activities. 

The  House  voted  to  continue  the  AMA’s  own  educa- 
tional program  on  smoking  and  health  rather  than  be- 
come a formal  sponsoring  member  of  the  Interagency 
Council  on  Smoking  and  Health. 

Finally,  in  this  category,  the  House  resolved  to  call  to 
the  attention  of  state  governors  and  other  state  and 
local  officials  “that  the  maintenance  of  medical  treat- 
ment facilities  and  the  care  of  all  patients  and  hospital 
personnel  in  the  event  of  a disaster  is  of  prime  and  basic 
importance”  and  that  “preliminary  planning  to  pro- 
vide such  protection  be  a part  of  every  disaster  pro- 
gram.” 

Manpower.  In  response  to  a report  from  the  Board, 
a Council  on  Health  Manpower  was  created  by  the 
House,  to  assume  the  functions  and  responsibilities  of 
the  former  Committee  on  Health  Manpower  and  the 
former  Commission  on  Relationships  Between  Medicine 
and  Allied  Health  Professions  and  Services. 

With  respect  to  relationships  and  negotiations  be- 
tween the  AMA  and  the  osteopaths,  the  House  ac- 
cepted for  information  a Board  report  which  stated, 
“In  the  absence  of  cooperative  leadership  on  the  part 
of  the  practicing  osteopaths  and  osteopathic  educators, 
accomplishments  by  the  AMA  are  rendered  difficult. 
Such  leadership  was  forthcoming  in  California,  and  is 
now  needed  elsewhere.  When  this  osteopathic  leader- 
ship is  developed,  the  AMA  stands  ready  to  cooperate 
to  its  utmost.” 

The  House  approved  a Board  report  reviewing  studies 
of  the  status  of  foreign  medical  graduates  in  the  United 
States  and  directing  the  new  Council  on  Health  Man- 
power to  take  the  steps  necessary  to  complete  plans  for 
the  organization  and  financial  support  of  a commission, 
to  be  established  outside  of  government,  to  coordinate 
fully  all  of  the  issues  and  activities  involving  foreign 
medical  graduates. 

Education,  Medical  and  Allied.  The  House  approved 
a Board  report  urging  “that  the  constituent  and  com- 


ponent societies  of  the  Association  make  every  effort 
to  insure  that  additional  financial  support  for  medical 
schools  be  obtained  from  all  available  sources.  The 
Board  and  the  Council  on  Medical  Education  further 
urge  that  all  physicians  individually  recognize  their 
debt  as  graduates  of  medical  schools.  . .by  contributing 
regularly  and  generously  to  the  financial  support  of 
medical  schools  through  the  Fund  for  Medical  Schools 
project”  of  the  AMA-ERF  and  other  appropriate 
channels. 

“Essentials  of  Approved  Residencies”  pertaining  to 
residencies  in  general  practice,  physical  medicine  and 
rehabilitation,  psychiatry,  and  anesthesiology  were 
revised. 

The  House  referred  to  the  Council  on  Medical  Educa- 
tion a resolution  protesting  proposed  changes  in  the 
Essentials  for  Accredited  Schools  of  Medical  Tech- 
nology by  the  American  Association  of  Clinical  Pa- 
thologists which  would  eliminate  approved  schools  of 
medical  technology'  on  the  basis  of  size,  and  referred 
to  the  Board  a resolution  that  osteopathic  physicians 
be  admitted  to  AMA-approved  hospital  internship 
and  residency  programs  under  certain  circumstances. 

Also  referred  to  the  Board  was  a resolution  to  es- 
tablish a joint  commission  on  accreditation  of  nursing 
schools,  with  participation  by  the  AMA,  American 
Hospital  Association,  American  Nurses  Association, 
and  National  League  for  Nursing. 

The  House  resolved  to  urge  the  Board  “in  its  selec- 
tion of  nominees  for  the  Council  on  Medical  Education 
to  give  full  recognition  to  the  importance  of  nonuni- 
versity-affiliated hospitals  in  providing  effective  edu- 
cational experience,”  and  referred  to  the  Board  and  its 
Council  on  Health  Manpower  a resolution  that  the 
AMA  “establish  guidelines  for  the  benefit  of  constituent 
and  component  organizations  in  dealing  with  new,  as 
well  as  emerging,  paramedical  disciplines  as  they  come 
into  being.” 

Another  resolution  referred  to  the  Board  related  to  the 
Joint  Commission  on  Accreditation  of  Hospitals’  ruling 
with  respect  to  the  use  of  externs,  under  proper  super- 
vision, for  recording  history  and  physical  examinations 
on  patients’  charts  in  nonuniversity-affiliated  hospitals. 

Infant  Mortality  Rate.  The  House  approved  a state- 
ment on  the  infant  mortality  rate  prepared  by  the 
Committee  on  Maternal  and  Child  Welfare  of  the  Coun- 
cil on  Medical  Service  and  submitted  by  the  Board. 
The  report  included  a number  of  recommendations, 
among  which  were  these: 

“Recognizing  the  fact  that  unfavorable  environmen- 
tal and  socioeconomic  factors  as  well  as  medical  fac- 
tors are  involved  in  the  infant  mortality  rate,  the  medi- 
cal profession  should  support  all  constructive  com- 
munity efforts  for  the  improvement  of  living  conditions 
among  the  needy. 

“The  AMA  should  inaugurate  and  support  programs 
of  health  education,  including  good  maternal  and  child 
health  practices,  family  life  and  sex  education,  and  the 
appropriate  use  of  health  care  resources. 

“The  AMA  should  give  impetus  to  broad  and  in- 
clusive programs  for  the  care  of  unwed  mothers.” 

With  respect  to  statistics,  the  AMA  “should  provide 
leadership  in  a program  to  obtain  national  uniform  reg- 
istration statutes  for  births  and  deaths,.  . .promote  ef- 
forts through  the  World  Health  Organization  and  other 
authoritative  bodies  to  bring  about  uniform  registra- 
tion requirements  and.  . .truly  comparable  statistics, 

. . . and  support  educational  programs  directed  toward 
physicians  concerning  the  value  of  accurate  uniform 
reporting.” 

Regarding  quality  and  availability  of  care,  “State  and 
component  societies  should  evaluate  existing  maternal 
and  child  care  resources  and  take  leadership  in  the  ex- 
pansion and  development  of  programs  for  delivering 
services  in  locations  found  to  be  deficient  .” 

The  report  urged  that,  where  feasible,  “perinatal 
death  studies  be  conducted  on  a community-wide  basis, 
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or  by  a hospital  staff,  or  medical  group  for  the  purpose 
of  reducing  infant  mortality  rate  and  providing  educa- 
tional programs";  and  also  recommended  that  the 
AMA  "stimulate  research  into  the  cause  and  possible 
prevention  and  control  of  ‘crib  deaths'  of  infants." 

Transiilaiilalion  and  General  Thoughts  on  Patient 
Care.  A Judicial  Council  report  was  adopted  on 
Ethical  Guidelines  for  Organ  Transplantation.  One  of 
several  important  guidelines  was,  "When  a vital,  single 
organ  is  to  l>e  transplanted,  the  death  of  the  donor  shall 
have  been  determined  by  at  least  one  physician  other 
than  the  recipient’s  physician.  Death  shall  be  deter- 
mined by  the  clinical  judgment  of  the  physician.  In 
making  this  determination,  the  ethical  physician  will 
use  all  available,  currently  accepted  scientific  tests.” 

A Council  on  Medical  Service  report  on  automated 
multiphasic  screening,  approved  by  the  House,  pointed 
out  that  tests  used  in  "a  multiphasic  screening  program 
should  be  relatively  simple  to  administer,  easy  to  in- 
terpret, relatively  inexpensive,  and  require  little  time 
to  perform.”  All  such  screening  programs  should  be 
subjected  to  the  5 criteria  suggested  by  the  former  Na- 
tional Commission  on  Chronic  Illness:  Reliability; 

validity;  yield  of  information;  cost;  and  acceptance  by 
physicians,  individual  laymen,  and  the  community. 

The  House  resolved,  in  connection  with  proposals  for 
a national  compendium  of  approved  drugs,  that 
“present  quality  standards  imposed  voluntarily  by  the 
American  pharmaceutical  industry  should  not  be 
abridged  or  usurped  by  any  Federal  agency,  and.  . .any 
drug  compendium  devised  should  be  made  available 
solely  as  a reference  source  of  information.” 

The  Board  was  directed  by  the  House  "to  evaluate 
the  practicality  and  feasibility  of  establishing  a na- 
tional health  data  banking  system  and  to  evaluate 
other  aspects  of  data  processing  related  to  the  practice 
of  medicine." 

The  House  adopted  a Board  report  recommending 
AMA  support  for  the  use  of  the  Slow-Moving  Vehicle 
Emblem  developed  by  Ohio  State  University  for  all 
vehicles,  tractors,  construction  equipment,  or  horse- 
drawn  vehicles  moving  less  than  25  miles  per  hour. 

By  adopting  a Board  report,  the  House  voted  to 
“participate  in  a program  of  planning  and  action  with 
other  organizations  concerned  with  architectural  bar- 
riers to  the  handicapped"  and  requested  state  and 
county  medical  societies  to  encourage  their  members  to 
become  active  in  helping  to  alleviate  such  barriers. 

The  House  resolved  to  continue  AMA  "efforts  to 
safeguard  and  inform  the  medical  profession  and  the 
public  with  respect  to  the  treatment  of  obesity.” 

It  also  referred  to  the  AMA’s  policy  on  chiropractic 
and  urged  state  and  local  medical  societies  “to  formally 
adopt  the  AMA  Policy  Statement  on  Chiropractic,  or  a 
somewhat  similar  expression”  and  “to  alert  the  general 
public  to  the  health  hazard  posed  by  the  cult  of  chiro- 
practic.” 

Hospitals.  The  House  approved  a Board  report 
stating  that  communication  with  hospital  Boards  of 
Trustees  has  been  supplemented  by  increasing  the 
circulation  of  the  AMA’s  publication  Medical  Staff-in- 
Action  to  include  physician-hospital  relationship 
committees  of  state  and  local  medical  societies  and  of 
state  and  local  hospital  associations. 

A resolution  was  adopted  that  “state  medical  associa- 
tions and  state  licensing  and  certifying  agencies  es- 
tablish and  maintain  close  surveillance  of  the  certifica- 
tion and  accreditation  problems  of  small  hospitals,” 
which  generally  are  not  acceptable  for  Medicare  pa- 
tients, thereby  denying  benefits  of  the  law  to  many 
persons  among  the  rural  aged. 

Noting  that  new  Standards  for  Hospital  Accredita- 
tion are  under  way  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  the  House  resolved  that  the 
Board  “direct  the  AVIA  commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  arrange 


for  the  tentative  draft  of  the  new  standards  to  be  sub- 
mitted to  individual  state  associations  for  comment  be- 
fore final  adoption." 

The  House  again  urged  "that  adequate  representation 
of  the  medical  staff  on  the  voting  membership  of  the 
hospital's  governing  body  is  the  most  effective  mech- 
anism for  assuring  a working  communication,  provided 
that  the  physicians  serving  on  the  governing  board  be 
nominated  by  the  medical  stall  of  the  hospital.” 

Regarding  use  of  paramedical  personnel,  the  House 
recommended  to  the  Joint  Commission  on  Accreditation, 
American  Hospital  Association,  and  its  state  and  local 
chapters  and  to  hospitals  and  other  related  facilities 
“that  the  practice  of  medicine. ..  be  preserved  as  the 
responsibility  of  the  physician  and  that  paramedical 
personnel  not  be  placed  in  the  position  of  practicing 
medicine  whether  by  consent,  design,  or  contract,” 
and  recommended  "to  the  state  and  county  medical 
societies  and  hospital  staffs  that  they  call  attention 
to  the  dangers  of  contractural  agreements  which  re- 
move the  services  of  paramedical  personnel  from  the 
supervision  of  the  physician.” 

Public  Relations.  A Board  report  was  adopted  that 
reproduced  a statement  by  the  AMA's  public  relations 
counsel,  Philip  Lesly,  on  “Considerations  for  Coping 
with  the  New  Climate  Involving  Health  Care.” 
The  statement  pointed  out  many  problems  faced  by  the 
medical  profession  and  urged  that  the  “foundations  of 
public  relations  for  the  profession”  must  be: 

1.  Practical — viewing  each  circumstance  in  terms 
of  the  consequences  of  any  action  or  position. 

2.  Positive — AMA  should  be  the  leader  of  action 
and  thought  on  medicine;  not  in  the  position  of  react- 
ing to  the  actions  or  statements  of  others. 

3.  Anticipatory- — AMA  should  be  the  master  of 
change  rather  than  its  victim. 

4.  On  the  Initiative — fostering  balanced,  informed, 
widespread  coverage  of  medicine  and  health  care  rather 
than  to  matters  initiated  by  others. 

5.  Augmented  by  voices  of  respected  laymen. 

6.  Selective — concentrating  on  activating  AMA’s 
programs  and  priorities,  with  full  knowledge  it  will  mean 
passing  up  many  things  that  appear  to  need  attention 
but  are  not  part  of  the  over-all  constructive  plan. 

AMA  Financial  Status.  The  House  accepted  for 
information  a Board  report  concerning  “the  fiscal 
uncertainties  which  lie  ahead”  for  the  AMA.  It  is 
anticipated,  the  report  said,  “that  a substantial  in- 
crease in  the  budget  of  the  AMA  will  be  necessary  within 
the  next  few  years,  if  the  AMA  is  to  fulfill  its  mission. 
Major  items  such  as  the  cost  of  printing  and  paper  are 
rising  sharply,  and  the  pressure  of  inflation  has  greatly 
increased  the  cost  of  providing  AMA’s  normal  serv- 
ices.” 

The  report  stated  it  is  not  known  at  this  time  what 
the  tax  effect  of  the  Internal  Revenue  Service  regula- 
tions will  be  on  the  AMA’s  gross  income  of  approxi- 
mately S13  million  annually  from  advertising  in  its 
publications  before  deduction  of  costs  and  allowable 
expenses. 

The  report  pointed  out  that  the  Board  “is  not  rec- 
ommending an  increase  in  dues ...  at  this  time,  because 
it  wants  additional  information  regarding  various  mat- 
ters affecting  our  financial  situation  before  reaching  such 
a decision.” 

The  House  adopted  a resolution  urging  “positive  ac- 
tion to  encourage  reduction  of  the  expenditures  of  this 
Association”  by  “requesting  the  Board... to  continue 
to  take  action  to  reduce,  to  the  extent  possible,  the  ex- 
traneous activities  financed  in  whole  or  in  part  by  the 
AMA”  at  all  meetings  of  the  House,  councils,  com- 
mittees and  so  on,  and  requesting  the  Board  to  con- 
tinue “to  make  recommendations  as  to  the  consolida- 
tion or  even  abolishment  of  councils  and  committees” 
whose  reason  for  creation  may  no  longer  exist. 

Other  Actions.  Association  bylaws  were  amended  to 
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provide  a change  in  the  name  of  the  Section  on  Mis- 
cellaneous Topics  to  the  Section  on  Special  Topics, 
and  to  change  the  name  of  the  Section  Laryngology, 
Otology,  and  Rhinology  to  the  Section  on  Oto- 
rhinolaryngology . 

Changes  were  approved  in  the  procedures  for  intro- 
duction of  resolutions  and  other  business,  as  well  as  for 
the  withdrawal  of  resolutions  both  before  and  after 
consideration  by  a reference  committee. 

The  term  of  office  of  the  president  was  established  as 
ending  with  the  inauguration  of  a new  president,  and 
the  vice-president’s  term  was  changed  to  coincide  with 
that  of  the  president  with  whom  he  serves. 

The  Council  on  Constitution  and  Bylaws  was  asked 
to  study  Robert’s  Rules  of  Order , revised,  and  Sturgis’ 
Standard  Code  of  Parliamentary  Procedure  (which  in- 
cludes reference  committees)  and  report  at  the  annual 
convention  in  1969,  on  which  should  govern  the  pro- 
cedures of  the  House. 

The  House  accepted  for  information  a Board  report 
estimating  for  the  year  1967  the  “total  cost  of  profes- 
sional liability  insurance  coverage  for  physicians  and 
surgeons,  and  the  total  amount  that  eventually  will  be 
paid  to  satisfy  claims  originating  from  medical  services 
rendered  in  that  year.”  Two  other  reports  on  pro- 
fessional liability  were  considered  by  the  House. 

The  House  agreed  not  to  change  present  policy  with 
respect  to  allowing  nonmember  physicians  to  attend  the 
scientific  sessions  of  the  AMA  without  registration  fee. 

The  House  stood  in  silent  tribute  to  6 members  of  the 
House  and/or  officers  who  had  died  since  the  previous 
annual  convention  and  also  in  honor  of  19  military 
medical  officers  who  have  died  in  Vietnam. 

The  two  AMA  award  winners  at  the  19th  Interna^ 
tional  Science  Fair  were  introduced  to  the  House  at  the 
opening  session,  and  their  winning  exhibits  were  on 
display  throughout  the  convention  in  the  exhibit  hall. 
The  winners  were  Miss  Shelley  Williams,  high  school 
senior  of  Palm  Bay,  Florida,  whose  exhibit  was  “Genetic 
Mechanisms  of  Antibody  Synthesis:  An  Investigation 
of  the  Template  Mechanisms  of  in  Vitro  Lymphocyte 
Antibody  Production;”  and  William  Glen  Wheeler  II, 
a senior  from  McAllen,  Texas,  with  “A  Method  of 
Immunosuppression  in  Renal  Homotransplantation.” 

Irvine  H.  Page,  M.D.,  director  of  research  (emeritus) 
of  the  Cleveland  Clinic  Foundation  was  the  first  winner 
of  the  Dr.  Rodman  E.  Sheen  and  Thomas  G.  Sheen 
Award,  established  to  honor  “the  outstanding  doctor  of 
medical  science  in  the  United  States  for  each  year.” 
The  award  was  a plaque  and  110,000  in  recognition  of 
his  scientific  research,  especially  in  the  fields  of  hyper- 
tension and  other  cardiovascular  diseases.  The  award 
was  established  by  the  will  of  Thomas  G.  Sheen,  At- 
lantic City,  New  Jersey,  business  man,  and  was  named 


for  Sheen  and  his  younger  brother,  a physician,  whose 
medical  career  was  cut  short  by  an  accident  and  illness. 

Gerald  D.  Dorman,  M.D.,  presented  a report  on  the 
AMA-ERF,  and  George  W.  Beadle,  Ph.D.,  future  di- 
rector of  the  AMA-ERF’s  Institute  for  Biomedical 
Research,  was  introduced.  Dr.  Beadle  is  now  presi- 
dent of  the  University  of  Chicago. 

William  D.  Stovall  was  honored  by  the  House  with  a 
rising  vote  of  thanks  for  twenty-six  years  as  either  a 
member  of  the  House  or  member  of  the  Council  on 
Constitution  and  Bylaws. 

Miss  Frieda  Berg,  of  the  AMA’s  Circulation  and 
Records  Department,  received  an  ovation  from  the 
House  for  fifty  years  of  service  on  the  AMA  staff. 
As  a part  of  the  tribute,  50  roses  were  presented  to  Miss 
Berg. 

J.  Clement  Lucas,  Jr.,  president  of  the  Student 
American  Medical  Association,  addressed  the  House, 
as  did  Blair  J.  Henningsgaard,  M.D.,  delegate  from 
Oregon  and  president  of  American  Political  Action 
Committee. 

A request  was  made  by  the  Wisconsin  delegation  that 
officers  and  delegates  donate  their  convention  badges 
for  a special  display  at  the  Museum  of  Medical  Progress 
at  Prairie  du  Chien;  and  a plaque  depicting  the  snake 
of  Aesculapius  was  presented  by  Ohio  to  the  AMA. 
The  plaque,  handmade  by  a Cleveland  surgeon,  Vic- 
tor Laughlin,  M.D.,  was  accepted  by  President  Wilbur. 

Annual  medical  journalism  awards  were  presented  by 
Wesley  Hall,  M.D.,  chairman  of  the  Board. 

Interruption  of  Proceedings.  An  interruption  in  the 
proceedings  came  Sunday  afternoon  during  the  open- 
ing session  when  two  men  seized  a microphone  in  front 
of  the  podium  and  insisted  on  addressing  the  House. 
One  was  a senior  medical  student  from  Stanford,  rep- 
resenting the  Medical  Committee  on  Human  Rights; 
the  other  was  a welfare  worker  and  official  of  the  Bay 
Area  Poor  People’s  Campaign.  Speaker  Bornemeier 
maintained  order  while  the  2 men  took  turns  speaking 
for  a total  of  thirteen  minutes. 

Tuesday,  a written  statement  was  presented  to 
Speaker  Bornemeier  setting  forth  the  objectives  of  the 
Medical  Committee  on  Human  Rights.  He  read  it  to 
the  House  as  a matter  of  information. 

Conclusion.  Again,  we  are  grateful  to  our 
delegates  who  have  served  so  well  at  the  meet- 
ings. We  thank  the  wives  for  all  they  did  for 
us,  and  we  are  also  grateful  to  the  staff  and 
others  who  participated  in  our  activities. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 
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Books  Reuieived 


Roentgenologic  Diagnosis.  A Comple- 
ment in  Radiology  to  the  Beeson  and  Mc- 
Dermott Textbook  of  Medicine.  Volume  I 

and  II.  By  J.  George  Teplick,  M.D.,  Marvin 
E.  Haskin,  M.D.,  and  Arnd  P.  Schimert,  M.D. 
Quarto  of  1,198  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1967.  Cloth, 
$38.  the  set. 

These  two  volumes  are  primarily  an  atlas  of 
roentgenology  for  practicing  physicians  and 
residents  in  internal  medicine  and  radiology. 
Volume  I is  a compendium  of  infectious  diseases, 
connective  tissue  diseases,  renal  diseases,  and  so 
forth.  Volume  II  presents  diseases  of  the  diges- 
tive system,  blood,  metabolism,  bone  and  joints, 
the  endocrine  system,  and  such. 

The  arrangement  of  disease  follows  the  se- 
quence of  presentation  in  the  Beeson- McDermott 
Textbook.  As  a result,  the  diagnostic  criteria 
for  each  disorder  are  discussed  under  the  disease 
entity  rather  than  under  the  various  syndro- 
matic  classifications  of  x-ray  appearance. 

The  presentation  is  very  complete.  Many 
unusual  diseases  are  discussed  in  detail.  There 
is  a wealth  of  material  available  for  review  by  the 
expert  radiologist  as  well  as  the  internist  and 
radiologic  trainee. 

The  bibliography  is  adequate.  All  discus- 
sions of  the  films  are  brief  and  pointed.  The 
volumes  are  an  excellent  addition  to  a medical 
library.  Emanuel  Mendelson,  M.D. 

Sense  and  Symbol:  A Textbook  of  Human 

Behavioral  Science.  By  Paul  R.  Miller, 
M.D.  Octavo  of  398  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
1967.  Cloth,  $9.75. 

Dr.  Miller  is  assistant  professor.  Department 
of  Neurology  and  Psychiatry,  Northwestern 
University  Medical  School  and  visiting  clinical 
professor.  Department  of  Psychology,  De  Paul 
University,  Chicago. 

This  book  starts  with  an  exposition  of  the 
basic  sciences  of  human  behavior  followed  by  a 
description  of  the  psycho-social  function  of 
human  beings  based  mainly  on  the  scientific 
literature.  Dr.  Miller  has  organized  the  data 


available  into  a meaningful  whole. 

Illustrations  inside  the  front  and  back  covers 
of  the  book  show  the  brain  structures  and  brain 
circuits  related  directly  to  psycho-social  be- 
havior. This  book  has  many  up-to-date  refer- 
ences, a glossary,  and  an  index.  Its  scope  is 
comprehensive. 

While  more  data  about  family  structure  in 
disadvantaged  families  might  have  been  in- 
cluded and  one  might  quibble  about  the  relative 
omission  of  papers  describing  nongenital  pleas- 
ureful  activity  in  infantile  sexuality,  this  book 
provides  data  from  a wide  range  of  pertinent  in- 
vestigations. It  is  recommended  highly  to 
students  and  teachers  at  all  levels  for  its  content 
and  its  example  of  a phenomenologic  approach 
to  psychiatry.  Edward  L.  Pinney,  Jr.,  M.D. 

Treatment  of  Heart  Disease  in  the  Adult. 

By  Ira  Lloyd  Rubin,  M.D.,  Harry  Gross,  M.D., 
Sidney  R.  Arbeit,  M.D.,  and  Duncan  E.  Hutch- 
eon,  M.D.  Quarto  of  393  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1968.  Cloth, 
$17.50. 

As  the  authors  state  in  the  preface  the  book  is 
written  “to  enable  practicing  physicians  to 
handle  cardiac  problems  encountered  in  daily 
practice.”  Reviewed  from  this  standpoint  it 
fulfills  its  purpose  fairly  well.  The  authors’  ap- 
proach to  therapy  is  soundly  based  and  shows 
evidence  of  practical  experience  and  familiarity 
with  recent  literature.  For  example,  discussion 
of  the  use  of  anticoagulants  in  acute  myocardial 
is  short  but  good.  The  section  on  digitalis  is 
particularly  good;  covering  among  other  things 
its  pharmacology,  biochemical  action,  and 
methods  for  rapid  and  slow  digitalization. 

This  reviewer  would  have  liked  to  have  seen 
the  words  “Diseases  of  the  Heart”  used  in  the 
title  instead  of  Heart  Disease,  because  it  is  im- 
portant to  keep  emphasizing  that  there  are  many 
diseases  of  the  heart  and  that  the  treatment  of 
one  may  differ  greatly  from  the  other. 

In  general  the  book  can  be  recommended  for 
what  it  is — a short,  sound  presentation  of  meth- 
ods of  treatment  with  some  coverage  of  the  basic 
action  of  the  drugs  used.  Edwin  P.  Maynard, 
Jr.,  M.D. 
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Index  to  Advertised  Products 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.). 34 


HOLBROOK  MANOR,  INC.  NSG 

Since  1946  Same  Management 
Fiv.  Acre  * ol  Fenced  Pinewooded  Grounds 

SENILE— AGED 

Non-cectarlan,  unbiased,  dietary  laws  observed 
Medi-al  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  T.  Office;  TRafalgar  7-2666 


Antibiotics,  oral 

Pfizerpen  (Pfizer  Laboratories)  3rd  cover 


Antihypertensive  diuretics 

Renese  R (Pfizer  Laboratories) 14-15 


Antipyretic  analgesics 
Empirin 

(Burroughs  Wellcome  & Company  Inc.)  17 


Antivertigo 

Dramamine  (G.  D.  Searle  & Company)  33 


Bronchodilator  decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 


give. ..so  more  will  li 

HEART  FUND 


Disposable  parenteral  medication  systems 

Tubex  (Wyeth  Laboratories) 191-192 


Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 4th  cover 


Steroid  analytical  services 

Diagnostic  Laboratory  Service 
(New  England  Nuclear  Corp) 9 


Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 12-13 


Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories) 5 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories).  . 24-25 


“Mrs.  Wilson  is  15  minutes  late.  She  bumped 
into  your  car  in  the  parking  lot.” 
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TWO  FULL-TIME  MEDICAL  CONSULTANTS 

LOCATED  IN  NEW  YORK  CITY  (LOWER  MANHATTAN) 

Supervise  a large  staff  of  review  physicians  and  the  medical  operations  in  our 
Social  Security  disability  determinations  program 

Salary  range  $20,000  to  $25,000  plus  about  22%  in  benefits,  including  non- 
contributory retirement,  health  insurance,  vacation,  and  other  leaves  with  pay 

QUALIFICATIONS 

Board  certification  or  eligibility,  preferable  in  Internal  Medicine,  and  medical 
administrative,  supervisory,  or  consultative  experience 

SEND  RESUME  OR  CALL  (COLLECT) 

C.  CARLYLE  NUCKOLS,  M.D. 

DEPUTY  COMMISSIONER 
1450  WESTERN  AVENUE 
ALBANY,  NEW  YORK  12203 
PHONE:  (518)  457-7221 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $$22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae 
in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % NYSJM. 


INTERNISTS,  G.P.'S,  SELECTED  SPECIALISTS 
needed,  Lake  Placid,  New  York.  Move  to  winter,  lummer, 
fall  haven.  Modern  hospital,  $3  million  NSG.  home,  $10 
million  research  facilities.  Stimulating  prof,  environment. 
Unsurpassed  community  for  family.  Contact:  Physician- 
Recruitment  Comm.,  Placid  Memorial  Hospital,  Lake 
Placid,  N.Y.  12946,  or  call  collect.  Administrator,  (518) 
523-3311. 


BOARD  CERTIFIED  RADIOLOGIST  WANTED  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  % 
NYSJM. 


COMMUNITY  GENERAL  HOSPITAL  OF  SULLIVAN 
County  needs  an  Assistant  Pathologist  trained  in  ana- 
tomical pathology  and  clinical  pathology.  Financial 
arrangements  are  open.  New  York  State  license  required. 
Send  application  to:  Leo  F.  Bleyer,  M.D.,  Chief  Pathol- 
ogist, Community  General  Hospital  of  Sullivan  County, 
Monticello  Hospital  Division,  Monticello,  New  York 
12701. 


PHYSICIANS  WANTED— CONT’D 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  years  beginning  July  1969.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience  in 
meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  out-patient  setting.  Stipend  $15,000  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


SENIOR  STAFF  PYSCHIATRIST,  FULL  TIME,  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.,  06840. 


ANESTHESIOLOGIST,  LICENSED,  EXPERIENCED. 
Full  time,  part  time,  some  night  and  weekend  coverage. 
Private  fee  plus  guarantee.  Manhattan.  Box  754,  % 
NYSJM. 


INDUSTRIAL  AND  GENERAL  PRACTICE  IN  ADI- 
rondacks;  income  over  $50,000,  no  overhead.  Surgical 
interest.  Write  Oscar  Greene,  M.D.,  Mineville,  N.  Y. 
12956,  or  phone  (518)  942-3384. 
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PHYSICIANS  WANTED— CONT’D 


RESIDENT  PHYSICIAN  WANTED  FOR  150  BED 
private  hospital;  40  hour  week,  Mon.  thru  Fri;  must  have 
New  York  State  license;  $14,000  per  year.  Parsons  Hos- 

Sital,  35-06  Parsons  Blvd.,  Flushing,  N.Y.,  Tel:  (212) 

53-7100. 


HEALTH  COMMISSIONER  FOR  COUNTY  OF  45,000 
Upstate  New  York.  M.P.H.  desirable,  but  not  required. 
Well  established  department.  Pleasant,  progressive  com- 
munity with  excellent  schools  and  University  College.  30 
minutes  to  Upstate  Medical  Center  on  Interstate  Express- 
way #81.  Ski  Developments  and  resorts  in  this  Finger 
Lakes  area  provide  year  around  recreation.  Write:  County 
Health  Department,  City  Hall,  Cortland,  N.Y.  13045. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED  OR  Eli- 
gible NYS  license.  Fee  for  service.  275  bed  general  hos- 
pital. Finger  Lakes  Area.  Newer  graduate  preferred. 
Box  763,  % NYSJM. 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Stale  Journal  of  Medicine. 


“What  are  these  horror  stories  doing  in  my  waiting 
room 1” 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT/LEASE,  PROFESSIONAL  SUITE:  Doc- 

tor’s Row,  Broadway  North,  Flushing,  N.  Y.  Suitable 
one  or  more  doctors/dentists.  Corner  brick,  private  en- 
trance, ample  parking.  Suite  consists  of:  waiting  room, 
two  offices  consultation  rooms,  three  (treatment)  examin- 
ing rooms,  nurse/recept.  station.  For  further  particulars, 
appointment,  call  762-3140. 


FOR  SALE.  SUBURBAN  SYRCAUSE,  2000  SQ.  FT. 
building  for  2—3  doctors,  10  minutes  to  new  general  hos- 
pital. Architect  designed;  13  years;  central.  Well 
equipped:  X-ray,  EKC1,  business  machines,  trained  per- 
sonnel. Friendly  community;  winter-summer  recreation 
facilities;  cultural  opportunities.  Suitable  G.P.,  in- 
ternist, pediatrician,  others.  Box  758,  % NYSJM. 


PHYSICIANS  AND  ALLIED  PROFESSIONS:  SPACE 
available  for  rent.  Excellent  opportunity  with  established 
dentist  in  high  Medicaid  area  in  the  Bronx.  Can  start 
successful  practice  immediately.  Box  760,  % NYSJM. 


LONG  ESTABLISHED  PHYSICIANS  OFFICE  FULLY 
equipped,  X-ray,  ECG,  etc.  Excellent  opportunity. 
Doctor  deceased.  For  rent  in  Queens,  (Whitestone).  Call 
FL  3-5463. 


ST.  THOMAS,  U.S.  VIRGIN  ISLANDS:  ONE  THIRD 

acre  parcel;  ocean  view  focuses  on  offshore  islands;  deeded 
beach  rights;  priced  for  investment'  appreciating  area; 
ideal  site  for  second  home  and  rental  income;  not  steep; 
site  plan  and  rental  plan  available.  Gunther  Pfanner, 
RD  3,  Huntington,  N.  Y.  11743.  Call  (516)  HA  1-2088. 


POSITIONS  WANTED 


UROLOGIST,  NEW  YORK  STATE  LICENSED,  DE- 
sires  association  or  partnership  with  urologist  or  group  in 
New  York  City.  Speaks  German  and  Spanish.  Box 
759,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


ACTIVE,  PROSPEROUS  GENERAL  PRACTICE  FOR 
30  years,  25  minutes  from  heart  of  N.  Y.  Reason  retire- 
ment. Full  equipment,  no  real  estate.  Hospital  connec- 
tion. Will  introduce.  Low,  flexible  conditions.  Box 
761,  % NYSJM. 


MADISON  AVE.  AT  91  STREET.  SEPARATE  STREET 
entrance;  very  well  equipped,  suitable  for  specialist  or 
G.P.  Call  SA  2-6048  between  10  and  1. 


FOR  SALE:  OFFICE,  HOME,  AND  ACTIVE  GENERAL 
practice.  6 room  office  completely  equipped  for  internist 
or  G.P.,  including  200  MA  X-ray  with  2 tubes  and  spot 
filming  device;  modem  furniture.  Building  air  condi- 
tioned. 3 story  brownstone  with  finished  basement.  Crown 
Heights  area  in  Brooklyn,  New  York.  (212)  PR  4-6060. 


PRACTICE  WANTED 


WANTED:  GENERAL  PRACTICE,  WELL  ESTAB- 

lished,  New  York  City  or  boroughs.  Box  762,  % NYSJM . 
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A Symposium  on 

Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  8,  1969 

9:00  a.m.  to  5:00  p.m. 


Georgian  Ballroom 

Americana  Hotel 

New  York  City 


* * * 


Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 


* * 

Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Touchdown  Club  of  New  York 
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To  meet  your  present  needs  more  pr 
cisely,  the  Tubex  line  comprises  37  d 
ferent  products  in  69  dosage  variation 
And  more  are  on  the  way. 


Tubex  offers  these  unit  dose  advantage 

accuracy— premeasured,  clearly  labeled  to  he 
ensure  correct  medication 

convenience— no  filling,  no  needle-sharpenin 
no  sterilization,  no  cleanup 

simplicity  — precision-made,  well  balance 
syringe  breech  loads  in  seconds,  permits  ea: 
aspiration 

reduces  risk— single-use  cartridge-needle  uni 
reduce  risk  of  cross  contamination;  less  chani 
of  spillage  reduces  risk  of  contact  sensitizati< 
for  doctor  or  nurse 


stability— glass  cartridges  can’t  deteriorate 
react  with  medication 


acceptability— presharpened,  siliconized  ne 
dies  lessen  pain  of  injection;  patients  apprecia 
single-use  equipment 


Just  select,  inject,  throw  away 
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WHAT 


in  medicine 


NEW  YORK  STATE  January  1969 


CONTENTS 


SPECIALTY  INDEX 


New  York  City  Area 2 

New  York  City  Future  Event 16 

New  York  State 

Buffalo  Area 11 

Nassau  County 12 

Syracuse  Area 13 

Westchester  County 13 

Radio  in  New  York  City 13 

Radio  in  Albany  and  Canton 14 

Television 14 

Telephone  Lectures 15 

Deadline  Dates  for  1969 15 

Physicians’  Placement 15 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor, 
WHAT  GOES  ON,  750  Third  Avenue,  New 
York,  N.  Y.  10017.  Telephone  YUkon  6-5757. 


Alcoholism 

Anesthesiology 

Arthritis  & Rheumatism 

Basic  Science 

Cancer 

Cardiology 

Chest  Diseases 

Dermatology 

Gastroenterology.  . . . 


13 

11 

4 

6 

..3,  4,  6,  9,  12 

3,  4,  7,  8,  9,  1 1 

2,  3 

2,  4,  10 

2 


General  Practice 2,  3,  13 

Hematology 2,  10 

Historical  Medicine 10 

Industrial  Medicine 10 

Internal  Medicine 7,  8,  11 

Medicine 2,  3,  4,  5,  6,  7,  8,  10,  12,  13 

Neurology 4 

Obstetrics  & Gynecology 11,  12,  13 

Ophthalmology 6,  9 

Otolaryngology 8 

Pathology 3 ,6,7 

Pediatrics 3,  4,  5,  6,  7,  8,  10,  12 

Physical  Medicine,  etc 6,  8 

Psychiatry 2,  3,  5,  6,  8,  9,  10,  11,  12 

Public  Health,  etc 8,  10,  11 

Radiology 5,7,  9,  11 

Surgery 9 

Urology 13 


C-1  Credits 2,  3,  4,  5,  6,  7,  8.  1 0,  1 1 , 1 2,  1 3,  1 6 

C-2  Credits 4,  6,  8,  9,  1 2,  1 3 


NEW  YORK  CITY  AREA 


January  2,  1969  / January  30,  1969 

9:00-10:30  a.m. 

Terrace  Heights  Hospital 

Auditorium — 87-37  Palermo  Street,  Hollis 

GASTROENTEROLOGY 
January  2 

Management  of  Portal  Hypertension 
and  Hepatic  Coma 

HERBERT  RADACK,  M.D. 

Queens  Hospital  Center,  LIJH 

January  9 
Cirrhosis 

GILBERT  CHERRICK,  M.D. 

St.  Luke’s  Hospital,  NYC 

January  16 

Steatorrhea 

GILBERT  MILLER,  M.D. 

Queens  Hospital  Center,  LIJH 

January  23 

Parasitic  Diseases  of  the  Gut 

PHILIP  CIFARELLI,  M.D. 

Queens  Hospital  Center,  CMC 

January  30 

Collagen  Diseases  and  the  Gut 

WILLIAM  D'ANGELO,  M.D. 

Queens  Hospital  Center,  CMC 


January  2,  1 969  / January  30,  1 969 

11:00  A.M.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue,  Brooklyn 

January  2 

Examination  of  the  Sterile  Couple 

SIMON  BRODY,  M.D. 

January  9 

Neurological  Aspects  of  Shock,  Including 
Unconsciousness  Caused  by  Neurologic 
Legions 

EDWARD  MCGOVERN,  M.D. 

January  16 

Part  II  of  January  9 meeting 
January  23 

Clinical  Pathological  Conference 

AARON  COBLENZ,  M.D. 

Known:  HYMAN  C.  LYONS,  M.D. 

Unknown:  EDWARD  M.  TAPPER,  M.D. 

January  30 

Parenteral  Fluid  Therapy 

ABRAHAM  ROSENTHAL,  M.D. 

CREDIT:  C-l 


January  2,  1969  / March  6,  1969 

4 : 00-5 : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  M.D. 

AND  ASSOCIATES 

Mount  Sinai  School  of  Medicine 

Fee:  $75  CREDIT:  C-l 


January  3,  1969  and  January  17,  1969 

2:00-3:00  p.m.,  1st  and  3rd  Thursdays 

New  York  Academy  of  General  Practice 

Lenox  Hill  Hospital 
1 00  East  77th  Street 

HEMATOLOGY,  BLOOD  CHEMISTRY, 
AND  CHEMOTHERAPY 

CARL  REICH,  M.D.,  Director 
Please  enroll  by  writing  to: 

CARL  REICH,  M.D. 

1 9 East  80th  Street 
New  York,  N.Y.  10021 
NO  FEE  CREDIT:  C-l 


January  3,  1969  / February  21,  1969 

4:00-5:00  p.m.,  Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  City  Hospital  Center  at  Elmhurst 
79-01  Broadway,  Elmhurst 

DERMATOLOGIC  MANIFESTATIONS  IN 
RELATION  TO  THE  OTHER  SPECIALTIES 

IRWIN  KANTOR,  M.D.  AND  ASSOCIATES 
Mount  Sinai  School  of  Medicine 
FEE:  $100  CREDIT:  C-l 


January  4,  1 969  / January  29,  1 969 

10:00-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  1 68th  Street 

HYPNOSIS  AND  PSYCHIATRY 

Please  write  to:  Melvin  D.  Yahr,  M.D. 
Associate  Dean,  at  the  above  address. 
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January  6,  1969  / January  27,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  ot  Elmhurst  Auditorium 
79-01  Broad  way,  Elmhurst 

January  6 

Clinical  Pathological  Conference 
January  13 

Transplantation  Immunology 

(Grand  Rounds) 

ELI  H.  FRIEDMAN,  M.D. 

Downstate  Medical  Center 

January  20 

Newer  Concepts  of  Pancreatitis 

HENRY  D.  JANOWITZ,  M.D. 

Mount  Sinai  School  of  Medicine 
DAVID  A.  DREILING,  M.D. 

January  27 

Papillary  Muscle  Dysfunction  Following 
Myocardial  Infarction 

RICHARD  LASSER,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  JANUARY  6 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club, 
Pathology  Society 

Pathology  Conference  Room,  The  Brooklyn  Hospital 
Division  of  the  Brooklyn-Cumberland  Medical 
Center,  121  DeKalb  Avenue,  Brooklyn 


8 : 00  p.m. 

Pinel  Institute 

Staten  Island  Family  Service 
25  Victory  Boulevard,  Staten  Island 

PATTERNS  OF  OBSESSIONS  AND 
PHOBIAS 

I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish  Hospital 

Please  contact:  Sid  Herling,  M.S.W.,  Admin.  Dir.,  at 
the  above  address. 


8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

Administration  Building,  6th  floor 

North  Side  of  1 00th  Street  off  5th  Avenue 

THORACIC  DISEASE  CONFERENCE 

1.  Pleural  Effusion  and  Liver  Abscess  in  a 
Subtropical  Traveler 

E.  LESLIE  CHUSID,  M.D. 

CLIFFORD  SPINGARN,  M.D. 


2.  Squamous  Cell  Carcinoma  of  the 

Bronchus  in  a 25  Year  Old  Male,  Non- 
Smoker 

MILTON  C.  ENGEL,  M.D. 

Paper  of  the  Evening 

Mechanical  Properties  of  the  Lung 

JERE  MEAD,  M.D.,  Harvard  University 


8 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03rd  Street 

1.  Diagnostic  Problem  in  the  Acute 
Abdomen 

WOLF  ELKAN,  M.D.,  Columbia  University  P & S 

2.  Development  of  the  Myocardial 
Infarct 

DAVID  SPAIN,  M.D.,  Columbia  University  P & S 
CREDIT:  C-l 


January  7,  1969  / January  28,  1969 

9 : 00—1  0 . 00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway,  Little  Neck 

January  7 and  January  14 

Management  of  Congestive  Heart  Failure 

Part  II 

JOSEPH  SHAPIRO,  M.D. 

January  21  and  January  28 

Electroencephalogram  Reading 

Parts  I and  II 

DONALD  ANSEL,  M.D. 

North  Shore  Hospital 

Moderator:  RAPHAEL  P.  NENNER,  M.D. 

CREDIT:  C-1 


January  7,  1969  and  January  21,  1969 

9:00  a.m.,  Tuesdays 

St.  Vincent’s  Hospital  and  Medical  Center 

Mother  Loretto  Bernard  Auditorium,  Cronin  1 0 
1 53  West  1 1 th  Street 

January  7 

Growth  Problems  in  Children 

IVEN  YOUNG,  M.D. 

January  21 

Nephrosis 

PETER  SCAGLIONE,  M.D. 

Brooklyn-Cumberland  Medical  Center 
CREDIT:  C-l 
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January  7,  1969  / January  28,  1969 

9:00-10:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  3rd  floor 

Sfuyvesant  Square  East  and  1 5th  Street 

January  7 

Sub-Acute  Combined  Sclerosis  and 
Pernicious  Anemia 

EDWARD  REISNER,  M.D. 

St.  Luke’s  Hospital 

January  14 

Pulmonary  Emboli 

MAXWELL  L.  GELFAND,  M.D. 

N.Y.U.  School  of  Medicine 

January  28 

Superior  Vena  Cava  Syndrome 

JOHN  POOL,  M.D. 

Memorial  Hospital,  NYC 
CREDIT:  C-2 


January  7,  1969  / May  23,  1969 

Hours  to  be  arranged  (4  half-days  per  week) 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

CLINICAL  ELECTROENCEPHALOGRAPHY 
Workshop  Course 

HANS  STRAUSS,  M.D.,  SIDNEY  P.  DIAMOND,  M.D., 
and  ROBERT  JAFFEE,  M.D. 

FEE:  $400 

Address  Correspondence  to  the  Registrar 


January  7,  1 969  / May  20,  1 969 

5:00-6:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

NEUROPHARMACOLOGY 

GERARD  M.  LEHRER,  M.D.,  HOWARD  S.  MAKER,  M.D., 
JACK  GREEN,  M.D.,  and  Staff 
Mount  Sinai  School  of  Medicine 
FEE:  $300 


TUESDAY,  JANUARY  7 

7 : 00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

PRESENTATION  OF  CASES  * 


From  the  Departments  of  Dermatology  of  the  N.Y.U. 
School  of  Medicine: 

a.  Bellevue  Hospital  Center 

b.  University  Hospital  (Skin  and  Cancer  Unit) 

c.  Manhattan  Veterans  Administration  Hospital 
RUDOLF  L BAER,  M.D. 

* Examination  of  patients  by  members  from  7:00  to 
7 :45  p.m..  Non-members  will  be  peimitted  to  examine 
patients  between  7 : 45  and  8 : 30  p.m. 


January  7,  1969  and  January  21,  1969 

8 : 00-9 : 30  p.m. 

French  Hospital 

Blum  Auditorium,  330  West  30th  Street 

CLINICAL  MANAGEMENT  OF  CANCER 

January  7 
Colon 

ROBERT  ROYHENBERG,  M.D. 

January  21 

Liver,  Pancreas,  Gall  Bladder 

CHARLES  McPEAK,  M.D. 

CREDIT:  C-l 


January  7,  1969  / January  28,  1969 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue,  Brooklyn 

PEDIATRIC  POSTGRADUATE  PROGRAM 
January  7 

Therapy  and  Antitherapy  with  Osmols 

LAURENCE  FINBERG,  M.D. 

Albert  Einstein  College  of  Medicine 

January  14 

Some  Problems  in  the  Management  of 
the  Weak  Patient 

DAVID  GROB,  M.D. 

Downstate  Medical  Center 

January  21 

Thoracic  Surgical  Problems 

PHILIP  CRASTNOPOL,  M.D. 

Downstate  Medical  Center 

January  28 

Clinical  Pathological  Conference 

Coney  Island  Hospital  Room  2 W1 
CREDIT:  C-l 


TUESDAY,  JANUARY  7 

8:15  P.M. 

New  York  Rheumatism  Association 

Alumni  Auditorium,  Columbia  University  P & S 
630  West  168th  Street 

PSYCHOLOGICAL  VARIABLES  IN 
RHEUMATOID  ARTHRITIS— A REVIEW 
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SANFORD  MEYEROWITZ,  M.D. 

The  University  of  Rochester  School  of  Medicine  and 

Dentistry 

CREDIT:  C-2 


January  8,  1969  / January  29,  1969 

8:00-10:00  a.m. 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways,  Brooklyn  (Room  2W1) 

PEDIATRIC  LECTURE  SERIES 
January  8 

Preventive  Pediatrics 

F.  H.  STIEFEL,  M.D. 

January  15 

Genetics  Counselling 

E.  SALAMA,  M.D. 

January  22 

Asthmatic  Child 

R.  D.  SNYDER,  M.D. 

January  29 

Pediatric  Cardiology 

L KUSKIN,  M.D. 

CREDIT:  C-1 


January  8,  1969  and  January  15,  1969 

11:00  a.m.,  Wednesdays 

Hillside  Hospital,  Queens  Hospital  Center 

75-59  263rd  Street,  Glen  Oaks 

PSYCHIATRIC  LECTURES 

January  8 

Queens  Hospital 
Mental  Health  in  Israel 

L TRAMER,  M.D.,  Deputy  Director 
State  of  Israel 

January  15 

Hillside  Hospital 

The  Episodic  Behavioral  Disorders 

RUSSELL  R.  MONROE,  M.D. 

University  of  Maryland  School  of  Medicine 


January  8,  1969  / February  19,  1969 

4:00—5:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  ond  Fifth  Avenue 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L FEDER,  M.D.,  SEYMOUR  ROSENBLATT, 
M.D. 

FEE  $100 


January  8,  1969  / January  22,  1969 
The  Postgraduate  Institute  of  Osteopathic 
Medicine  and  Surgery 

40  East  61  st  Street 

January  8 

5 : 00  p.m. 

Progress  Report  on  Lower  Back  Program 

HAROLD  GOLDBERG,  D.O. 

CREDIT:  C-1 

January  1 1 

9 : 00  a.m. 

Regency  Hotel 
Angus  Cathie  Day 

New  York  Academy  of  Osteopathy  Program 
GEORGE  NORTHUP,  D.O.,  Moderator 

January  18  Waldorf-Astoria  Hotel 

Recovery  from  Injury  to  the  Body 
Framework 

WILLIAM  STRONG,  D.O. 

CREDIT:  C-1 

January  22 

Labor  as  a Cause  of  Musculoskeletal 
Organ  Disease 

THEODORE  FREILICH,  D.O.,  SEYMOUR  SEGAL,  D.O. 
CREDIT:  C-1 


WEDNESDAY,  JANUARY  8 

8 : 00  p.m. 

New  York  Surgical  Society 

2 East  103rd  Street 

CASE  REPORT: 

The  Pedicled  Muscle  Flap  in  Definitive 
Repair  of  Esophageal  Perforation  in 
Achalasia 

ARTHUR  SICULAR,  M.D.,  PAUL  A.  KIRSCHNER,  M.D. 

PAPERS: 

1.  Intra-aortic  Phase-Shift  Balloon 
Pumping  in  Medically  Refractory 
Cardiogenic  Shock 

JOSEPH  KRAKAVER,  M.D.,  STEINAR  TJONNELAND, 
STEVEN  J.  PHILLIPS,  M.D.,  ALFRED  N.  BUTNER, 
M.D.,  PAUL  S.  FREED,  M.D.,  DOV  JARON,  M.D., 
ADRIAN  KANTROWITZ,  M.D. 

2.  Encephalopathy  Associated  with 
Large  Spontaneous  Portal  Systemic 
Shunts 

JOHN  B.  PRICE,  JR.,  M.D.,  ARTHUR  8.  VOORHEES, 
Jr.,  M.D.,  RICHARD  C.  BRITTON,  M.D. 

3.  Surgery  for  Renal  Cell  Carcinoma 
with  Extension  into  the  Vena  Cava 

VICTOR  R.  MARSHALL,  M.D.,  RICHARD  G. 
MIDDLETON,  M.D.,  GEORGE  R.  HOLSWADE,  M.D., 
EDWARD  I.  GOLDSMITH,  M.D. 
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8 : 30  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York 
Society  of  Physical  Medicine  and 
Rehabilitation 
2 East  103rd  Street 

DAY  CARE— A NEW  CONCEPT  IN 
REHABILITATION 

HARRY  BIENENSTOCK,  M.D. 

Coney  Island  Medical  Center 
SIGMUND  FORSTER,  M.D. 

Maimonides  Medical  Center 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

THE  NATURE  OF  HEINRICH  HEINE'S 
ILLNESS  AND  ITS  RELATION  TO  HIS 
WORK  AND  PERSONALITY  STRUCTURE 

NATHAN  ROTH,  M.D. 

Discussant: 

ALFRED  SCHICK,  M.D. 


January  8,  1969  and  January  22,  1969 

4:00-5:00  p.m.,  Wednesdays 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue,  Flushing 

PEDIATRIC  GUEST  LECTURES 
January  8 

Current  Aspects  of  P.K.U.  Disease 

SELMA  E.  SNYDERMAN,  M.D. 

N.Y.U.  Medical  Center 

January  22 

Natural  History  of  Acute 
Glomerulonephritis 

CHESTER  EDELMAN,  M.D. 

Albert  Einstein  College  of  Medicine 
CREDIT:  C-2 


January  8,  1969  and  January  22,  1969 

4:00-5:30  p.m.,  Wednesdays 

Westchester  Square  Hospital 

Auditorium,  1625  St.  Peters  Avenue,  Bronx 

January  8 

Diagnosis  and  Treatment  of  All  Cancer 

STANLEY  LANE,  M.D. 

Albert  Einstein  College  of  Medicine 

January  22 

Part  II  of  above  program 

CREDIT:  C-l 


January  9,  1969  / January  23,  1969 

3:45-5:00  p.m.,  Thursdays 

Brooklyn  Institute  of  Arts  and  Sciences 
Brooklyn  Academy  of  Music 

30  Lafayette  Avenue,  Brooklyn 

January  9 

Psychodrama 

HANNAH  WEINER,  Ph.D. 

January  16 

Group  Therapy 

LEO  WOLLMANN,  M.D. 

January  23 

The  Psychotherapies 

LEO  WOLLMANN,  M.D. 


January  9,  1969  / January  30,  1969 

4 :00-5  :00  p.m.,  Thursdays 

Flushing  Hospital  and  Medical  Center  and 
New  York  Medical  College 

First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Avenue,  Flushing 

BASIC  SCIENCE  LECTURES 
January  9 

Sterilization,  Disinfection,  and 
Decontamination  Procedures 

MERVYN  FRANKLIN,  Ph.D. 

January  16 

Ovarian  Tumors 

VINCENT  PALLADINO,  M.D. 

January  23 

Cardiogenic  Shock 

DONALD  WEBER,  M.D. 

January  30 

Measurement  of  Blood  Loss  During 
Surgery 

DANTE  BIZZARI,  M.D. 

CREDIT:  C-2 


January  9,  1969  / January  30,  1969 

4 : 00-5 : 00  p.m.,  Thursdays 

The  Brooklyn-Cumberland  Medical  Center 

Department  of  Pathology  Conference  Room 
121  DeKalb  Avenue,  Brooklyn 

January  9 

Fibrinopeptides  in  Intravascular 
Coagulation 

S.  MILLER,  M.D. 

January  16 

Sympathetic  Ophthalmia 

J.  A.  deVEER,  M.D. 
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January  23 

Endophthalmitis  Phakoanaphylactica 

J.  A.  deVEER,  M.D. 

January  30 

Tumors  of  the  Eye:  Retinoblastoma 

and  Malignant  Melanoma 

J.  A.  deVEER,  M.D. 


THURSDAY,  JANUARY  9 

4 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

ENDOCRINE,  ELECTROLYTE,  AND 
ACID-BASE  FACTORS  IN  THE  ALCOHOL 
WITHDRAWAL  SYNDROME 

JACK  H.  MENDELSON,  M.D. 

National  Institute  of  Mental  Health 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Pediatrics 

2 East  103rd  Street 

INTENSIVE  CARE  SERVICES  IN 
PEDIATRICS 

Moderator 

SAMUEL  KARELITZ,  M.D. 

Long  Island  Jewish  Hospital 

Panelists 

PETER  AULD,  M.D.,  New  York  Hospital 
RICHARD  DAY,  M.D.,  The  Mt.  Sinai  Hospital 
LOUIS  GLUCK,  M.D.,  University  of  Miami 
RAMON  RODRIQUEZ-TORRES,  M.D. 

Downstate  Medical  Center 

JOHN  C.  SINCLAIR,  M.D.,  Columbia  University  P & S 


January  10,  1969  / January  31,  1969 

8 :00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center,  Dept,  of 
Pediatric  Services  and  the  Kings  County 
Chapter  of  AAGP 

Fuhs  Auditorium,  4802  Tenth  Avenue,  Brooklyn 

APPROACH  TO  PEDIATRICS  FOR  THE 
PRACTICING  FAMILY  PHYSICIAN 

January  10 

Head  Injuries  in  Children 

HOWARD  FREEDMAN,  M.D. 

January  24 

Physical  Examination  of  the  Heart, 
Innocent  Murmurs 

LAWRENCE  KUSKIN,  M.D. 


January  31 

CHARLES  V.  PRYLES,  M.D. 
CREDIT:  C-l 


FRIDAY,  JANUARY  10 

4 00-5 : 00  p.m. 

Columbia  University  P & S 

Francis  Delafleld  Hospital,  Department  of  Pathology 
99  Fort  Washington  Avenue 

LASTING  BIOLOGICAL  EFFECTS 
OF  EARLY  INFLUENCES 

RENE  DUBOS,  Ph.D. 

Rockefeller  University 


SUNDAY,  JANUARY  12 

8 30-2  :00  p.m. 

The  Brookdale  Hospital  Center  in  affiliation 
with  Columbia  University  P & S 

Linden  Boulevard  at  Brookdole  Plaza,  Brooklyn 

CONTROVERSIAL  ISSUES  IN  MEDICINE 

1 . Anti-Coagulant  Treatment  of  Coronary 
Disease 

RICHARD  S.  LEVINE,  M.D.,  ALAN  F.  LYON,  M.D. 

2.  Silent  Cholelithiasis 

Speakers  to  be  announced 

3.  Tonsilectomy:  Problem  and  its 
Relation  to  Asthma 

CARL  SILVER,  M.D.,  BERNARD  REDNER,  M.D. 

4.  The  Role  of  Oral  Contraceptives 
versus  Intrauterine  Devices 

STANLEY  BIRNBAUM,  M.D.,  PAUL  BECK,  M.D. 
Moderator:  STANLEY  STARK,  M.D. 

FEE:  $35  CREDIT:  C-l 


January  12,  1969  / May  26,  1969 

8:00-10:00  p.m.,  Mondays 

State  University  of  New  York,  Downstate 
Medical  Center 

450  Clarkson  Avenue,  Brooklyn 

SURGICAL  ANATOMY 

RAYMOND  LUOMANEN,  M.D. 

Address  correspondence  to:  C.  M.  Plotz,  M.D. 
Office  of  Continuing  Education,  above  address. 

FEE:  $100 


January  13,  1969  / January  27,  1969 

4:00  p.m.,  Mondays 

Albert  Einstein  College  of  Medicine 

First  Floor  Lecture  Hall 

Eastchester  Road  and  Morris  Park  Avenue 

January  13 

Hippocampus — Limbic  System  Relations 

W.  A.  SPENCER,  M.D.,  N.Y.U. 

January  20 

Being  scheduled 
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January  27 

Recticular  Formation 

SAMUEL  FELDMAN,  M.D.,  A.E.C. 


MONDAY,  JANUARY  13 

5 : 00-7 : 00  p.m. 

New  York  Board  of  Trade 

911  Park  Avenue 

THE  CHALLENGE  OF  THE  HEALTH  CARE 
UN-SYSTEM 

JAMES  L.  GODDARD,  M.D. 


8 : 30  p.m. 

The  Workshop  on  Humanist  Psychotherapy 
of  the  American  Academy  of 
Psychoanalysis 

2 East  63rd  Street 

HUMAN  SEXUALITY 

IRVING  C.  CRAIN,  M.D.,  LESTER  A.  GELB,  M.D., 
LEONARD  C.  FRANK,  M.D.,  LEONARD  GOLD,  M.D., 
SAMUEL  S.  KAUFMAN,  M.D.,  JEAN  B.  MILLER,  M.D., 
EDWIN  ROBBINS,  M.D. 


January  13,  1969,  for  five  weeks 

8:30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  "PROBLEM”  PATIENT  IN 
MEDICAL  PRACTICE 

CREDIT:  C-l 


MONDAY,  JANUARY  13 

8 : 30  p.m. 

Beth  Israel  Hospital 

10  Nathan  D.  Perlman  Place 
Dazian  Pavilion,  1 2th  floor 

THE  MECHANISM  AND  THERAPY  OF 
CARDIORESPIRATORY  FAILURE 
SECONDARY  TO  KYPHOSCOLIOSIS 

EDWARD  H.  BERGOFSKY,  M.D. 

N.Y.U.  School  of  Medicine 
CREDIT:  C-2 


January  14,  1969  / January  31,  1969 

5 : 30  p.m.,  Tuesdays 

Lenox  Hill  Hospital  and  the  New  York  Eye 
and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

January  14 

Speech  Mechanism — Articulation 

PHILIP  LIEBERMAN,  Ph.D. 


January  21 

Airway  Mechanics  of  Respiration 

HANS  VONLEDEN,  M.D. 

January  31 

Friday 

Respiratory  System — Compliance 

JERE  MEAD,  PhD. 


TUESDAY,  JANUARY  14 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

THE  GUILT  OF  THE  SURVIVOR:  IT’S 
IMPACT  ON  FREUD’S  LIFE  AND  SOME 
OF  HIS  WRITINGS 

MAX  SCHUR,  M.D. 


WEDNESDAY  JANUARY  15 

4 : 00-5 : 00  p.m. 

State  University  of  New  York,  Downstate 
Medical  Center 

Sixth  floor  Lecture  Hall 

450  Clarkson  Avenue,  Brooklyn 

MECHANISMS  UNDERLYING 
IMMUNOGLOBULIN  SYNTHESIS  AND 
SECRETION 

JONATHAN  UHR,  Director 
Irvington  House  Institute  for  Rheumatic 
Fever  and  Allied  Diseases,  N.Y.U. 


January  16,  1969  and  January  23,  1969 

11:00  a.m.,  Thursdays 

St.  Vincent’s  Hospital  and  Medical  Center 

Cronin  Building,  Room  508 
153  West  11  th  Street 

PEDIATRIC  ALLERGY  CONFERENCES 

January  16 

The  Asthma  Problem 

FERNANDO  MORENO-PAGAN,  M.D. 

January  23 

Management  of  Status  Asthmaticus 

VINCENT  J.  FONTANA,  M.D. 

CREDIT:  C-l 


THURSDAY,  JANUARY  16 

10:00  a.m. 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways  (Room  2W1),  Brooklyn 

STUDIES  ON  A POSSIBLE  RELATIONSHIP 
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OF  AMYLOIDOSIS  AND 
ATHEROSCLEROSIS 

EVANS  CALKINS,  M.D. 

Stole  University  of  New  York  ot  Buffalo 


SATURDAY,  JANUARY  18 

9:00  o.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 1 East  1 00th  Street 

ULIENTHAL  MEMORIAL  LECTURE 

Experience  with  Cardiac  Pacing 

PHILIP  SAMET,  M.D. 

The  Mount  Sinai  Hospital 
CREDIT:  C-2 


MONDAY,  JANUARY  20 
New  York  Roentgen  Society  in  affiliation 
with  The  New  York  Academy  of  Medicine 

2 East  103  rd  Street 
4:30-5:30  p.m. 

Hosack  Hall 

Diagnostic  Session 

ATTITUDES  TO  G.l.  "CHESTNUTS" 

Moderator: 

BERNARD  WOLF,  M.D. 

Mount  Sinai  School  of  Medicine 
Panelists: 

WILLIAM  B.  SEAMAN,  M.D. 

Columbia-Presbyterian  Medical  Center 
MILTON  ELKIN,  M.D. 

Albert-Einstein  College  of  Medicine 
RICHARD  MARSHAK,  M.D. 

Mount  Sinai  School  of  Medicine 
HARRY  Z.  MELLINS,  M.D. 

State  University  of  New  York 

4:30-5:30  p.m. 

Room  441 

Therapy  Session 

PREOPERATIVE  IRRADIATION  IN  CANCER 
OF  THE  RECTUM 

MORTON  M.  KLIGERMAN,  M.D. 

Yale  University  School  of  Medicine 

7 : 00-8 : 00  p.m. 

Hosack  Hall 
Resident  Quiz 

Quizmaster:  KENT  ELLIS,  M.D. 

Columbia-Presbyterian  Medical  Center 

8:00-9:00  p.m. 

1.  Anatomy  and  Benign  Conditions  of 
the  Larynx  and  Pharynx 

ARNOLD  L BACHMAN,  M.D. 

Columbia  University  P & S 


2.  Functional  Disturbances  of  the 
Pharynx 

WILLIAM  B.  SEAMAN,  M.D. 
Columbia-Presbyterian  Medical  Center 


MONDAY,  JANUARY  20 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Ophthalmology  with  the  New 
York  Society  for  Clinical  Ophthalmology 

2 East  1 03rd  Street 

1.  New  Directions  in  Anterior  Segment 
Surgery 

JOSE  I.  BARRAQUER,  M. 

Bogota,  Columbia 

2.  Round  Table  Discussion  on  Anterior 
Segment  Surgery 

JOSE  I.  BARRAQUER  M.,  HERBERT  M.  KATZIN,  M.D., 
A.  BENEDICT  RIZZUTI,  M.D.,  RICHARD  C. 
TROUTWINE,  M.D. 


8:15  p.m. 

Psychoanalytic  Association  of  New  York 

2 East  1 03rd  Street 

NARCISSISTIC  FUSION  STATES  AND 
CREATIVITY 

GILBERT  J.  ROSE,  M.D. 


TUESDAY,  JANUARY  21 

8 : 00  p.m. 

The  New  York  Academy  ot  Medicine,  Section 
on  Surgery 

2 East  103rd  Street 

THE  REORGANIZATION  OF  SURGICAL 
EDUCATION  AND  PRACTICE  UTILIZING 
THE  INSURED  PATIENT 

ALAN  E.  KARK,  M.D.,  Moderator 
The  Mount  Sinai  Hospital 

1.  Third  Party  Insurance  and  Surgical 
Training 

ARTHUR  E.  HESS,  M.D.,  Deputy  Commissioner 
Social  Security  Administration 

2.  Surgical  Group  Practice  and  Teaching 
in  the  University  Hospital 

MILTON  PORTER,  M.D. 

Columbia  University  P & S 

3.  A Two-Year  Experience  with  a Surgical 
Association  Utilizing  the  Insured 
Patient  in  a Surgical  Residency 
Program 

W.  GRAHAM  KNOX,  M.D. 

Columbia  University  P & S 

4.  The  Effect  of  Third  Party  Insurance  on 
a Long-Established  Surgical  Group  and 
Residency  Training  Program 
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DONALD  B.  EFFLER,  M.D. 
Cleveland  Clinic 


8 : 30  p.m. 

American  Society  of  Psychoanalytic 
Physicians 

2 East  63rd  Street 

THE  NEW  TEST  FOR  INSANITY— ITS 
APPLICATION  TO  DATE 

HONORABLE  HYMAN  BARSHAY,  Justice  of  the 
Supreme  Court,  State  of  New  York 
JOHN  KEENAN,  ESQ.  Assistant  District  Attorney, 
County  of  New  York 
MAURICE  EDELBAUM,  Esq. 

JOHN  B.  TRAIN,  M.D. 


8 : 30  p.m. 

Medical  Society  of  the  County  of  Kings  and 
The  Academy  of  Medicine  of  Brooklyn 

Downstate  Medical  Center 

Basic  Sciences  Building  (Lecture  Hall  1) 

450  Clarkson  Avenue,  Brooklyn 

THE  PHYSICIAN’S  ROLE  IN  SOCIAL 
ISSUES 

RALPH  KAUFMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


WEDNESDAY,  JANUARY  22 

5 : 00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Occupational  Medicine  with  the 
New  York  State  Society  of  Industrial 
Medicine 

2 East  103rd  Street 

SOCIAL  SECURITY  DISABILITY  INSURANCE 
PROGRESS  AND  PROSPECTS 

BERNARD  POPICK,  Director,  Bureau  of  Disability 
Insurance,  Department  of  HEW,  Social  Security 
Administration 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Historical  Medicine 

2 East  103rd  Street 

BARON  LARREY:  SURGEON  OF 
NAPOLEON 

JOHN  M.  CONVERSE,  M.D. 

N.Y.U.  School  of  Medicine 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03rd  Street 


CHARACTER  STRUCTURE  AND  ITS 
RELATIONSHIP  TO  DRUG  ABUSE 

ROBERT  L.  SHAROFF,  M.D. 

New  York  Medical  CoHege 
Discussants: 

LOUIS  R.  HOTT,  M.D.,  Karen  Horney  Clinic 
HAROLD  L.  TRIGG,  M.D.,  Beth  Israel  Medical  Center 


January  23,  1969  and  January  30,  1969 

9:00  A.M.  12:00  noon,  Thursdays 

Department  of  Health,  New  York  City,  and 
Departments  of  Pediatrics  and  Child 
Psychiatry  of  New  York  Hospital 

525  East  68th  Street,  NB  Clinic 

ATTITUDE  STUDY  DEMONSTRATION 
PROJECT 

DAVID  LEVY,  M.D.,  DORIS  GOLDBERG,  M.D.,  AND 
SIRGAY  SANGER,  M.D. 

CREDIT:  C-l 

Registration  limited.  Please  call  Mrs.  Irish 
(212)  566-81  1 1 


THURSDAY,  JANUARY  23 

8 : 30  p.m. 

The  Schilder  Society 

2 East  103rd  Street,  Room  440 

PAUL  SCHILDER  AND  HIS 
CONTRIBUTIONS  TO  ADOLESCENT 
PSYCHIATRY 

FRANK  J.  CURRAN,  M.D. 

Open  to  all  the  medical  professions 


9 : 30  p.m. 

Interboro  General  Hospital 

2749  Linden  Boulevard,  Brooklyn 

THE  DIAGNOSIS  AND  MANAGEMENT 
OF  COMMON  SKIN  TUMORS 

LAZLO  BIRO,  M.D. 

Downstate  Medical  Center 
CREDIT:  C-1 


January  27,  1 969  / January  3 1,  1 969 

9:00-5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

LABORATORY  METHODS  IN 
HEMATOLOGY 

LOUIS  R.  WASSERMAN,  M.D.  and  Associates 
FEE:  $200  CREDIT:  C-l 
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MONDAY,  JANUARY  27 

8 : 30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  1 96th  Street 

NUTRITIONAL  MANAGEMENT  OF 
METABOLIC  DISEASES 

SELMA  ELEANORE  SNYDERMAN,  M.D. 
N.Y.U.  School  of  Medicine 


9 : 00  p.m. 

Bronx  Surgical  Society 

Concourse  Plaza  Hotel,  Bronx 

1.  Surgery  and  the  Microscope 

GEORGE  S.  M.  COWAN,  M.D. 

2.  Case  of  Appendicitis — Diagnostic 
Problem 

A.  ZIVIEILO,  M.D. 

3.  Airborne  Contamination  and 
Post-Operative  Wound  Infection 

RICHARD  SEROPIAN,  M.D. 


January  28,  1 9 69 / January  30,  1969 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

NEW  ADVANCES  IN  MEDICINE 

Open  to  all  interested  physicians 
CREDIT:  C-l  [Tel.  (212)  568-4334] 


TUESDAY,  JANUARY  28 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

1.  Testicular  and  Scrotal  Masturbation 

JULES  GLENN,  M.D. 

2.  Freud’s  "Deja  Vu”  on  the  Acropolis: 
A Symbolic  Relic  of  Mater  Nudam 

HARRY  SLOCHOWER,  Ph.D. 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Obstetrics  and  Gynecology 

2 East  103rd  Street 

NEW  CLINICAL  CONCEPTS 

GEORGE  BLINICK,  M.D.,  Moderator 

1.  The  Amniotic  Fluid  of  Early 
Pregnancy 

HOWARD  BERK,  M.D. 

2.  The  Second  Look  in  Ovarian 
Carcinoma 

ROBERT  C.  WALLACH,  M.D. 


3.  Pregnancy  and  Menstrual  Function 
in  Narcotic  Addicts 

EVLOGIO  JEREZ,  M.D. 

4.  Discussion 

LOUIS  J.  SALERNO,  M.D. 

New  York  Medical  College 

Speakers  from  Beth  Israel  Medical  Center  if  not 
otherwise  noted. 


WEDNESDAY,  JANUARY  29 

8 . 30  a.m.— 5 . 00  p.m. 

New  York  Heart  Association 

Waldorf-Astoria  Hotel 
Conference  on 

ARTERIAL  HYPERTENSION:  DIAGNOSIS 
AND  MANAGEMENT 

Write  for  program:  New  York  Heart  Assn.,  Heart 
House,  2 East  64th  Street,  N.  Y.  10021 


THURSDAY,  JANUARY  30 

11:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

Cronin  Building,  Room  508 
1 53  West  1 1 fh  Street 


VENTILATION  AND  THE 
ANESTHESIOLOGIST 

JOEL  S.  ARCHER,  M.D. 


BUFFALO  AREA 


THURSDAY,  JANUARY  16 

8:15  a.m. 

State  University  of  New  York  at  Buffalo 

Norton  Union  Conference  Theater,  Buffalo 

COMMUNITY  MENTAL  HEALTH 

1.  Community  Mental  Health  Services — 
Why  Do  We  Need  Them? 

JACK  ZUSMAN,  M.D. 

2.  The  Mental  Health  Worker  as  a 
Consultant — The  Problem  of  Entry 

MURRAY  LEVINE,  Ph.D. 

3.  Changing  Patterns  of  Service 

ISAAC  ALCABES,  Ed.D. 

4.  The  Valid  Use  of  Innovation: 
Occupational  Therapy  and 
Community  Psychiatry 

SANDRA  K.  WATANABE,  OTR 
FEE:  $15  CREDIT:  C-l 
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February  6,  1 969  / March  13,  1969 
State  University  of  New  York  at  Buffalo 
Continuing  Medical  Education 

EMOTIONAL  PROBLEMS  IN  THE  OFFICE 
PRACTICE  OF  MEDICINE 

Advance  registration  is  necessary;  write  Continuing 
Medical  Education,  Main  Street  Division,  School  of 
Medicine,  State  University  of  New  York  at  Buffalo, 
221  1 Main  St.,  Buffalo,  N.  Y.  14214 
CREDIT:  C-l 


NASSAU  COUNTY 


January  4,  1969  / January  25,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road,  Plainview 

OFFICE  MANAGEMENT  OF  COMMON 
MEDICAL  PROBLEMS 

January  4 

Outpatient  Management  of 
Cerebrovascular  Insufficiency  and  the 
Incomplete  Stroke 

MARJORIE  GREENE,  M.D. 

January  1 1 

Drugs  in  the  Treatment  of 
Hyperlipidemia 

BERT  ABEL,  M.D. 

January  18 

Current  Concepts  in  the  Management  of 
the  Menopausal  Patient 

DANIEL  MASON,  M.D. 

January  25 

Outpatient  Management  of  Disorders  of 
the  Foot  and  Hip 

DAVID  KORENTZ,  M.D. 

CREDIT:  C-l 


WEDNESDAY,  JANUARY  8 
North  Shore  Hospital 

Manhasset 

TENTH  ANNUAL  PEDIATRIC  DAY 

10:00-1 1 : 00  a.m. 

THE  NATURAL  COURSE  OF  CONGENITAL 
HEART  DISEASE 

ALEXANDER  S.  NADAS,  M.D. 

CREDIT:  C-l 

11:00  a.m.-l  2 : 00  noon 

COMBINED  PEDIATRIC  AND  OBSTETRIC 
CONFERENCE 


11:00  a.m. 

Nassau  Hospital 

Mineola 

PRINCIPLES  AND  PRACTICE  OF 
CHEMOTHERAPY 

JAMES  HOLLAND,  M.D. 

Roswell  Park  Memorial  Institute 
CREDIT:  C-2 


January  9,  1969  / January  30,  1969 

11:30  a.m.,  Thursdays 

Meadowbrook  Hospital 

Radiology  Research  Auditorium,  East  Meadow 

PEDIATRIC  CONFERENCES 
January  9 

A Personal  View  of  Advances  in 
Pediatrics  Since  1925 

SAMUEL  KARELITZ,  M.D. 

Long  Island  Jewish  Hospital 

January  16 

The  Evaluation  and  Treatment  of 
Minimal  Brain  Damage 

HERBERT  J.  COHEN,  M.D. 

Albert-Einstein  College  of  Medicine 

January  23 

Concepts  and  Management  of 
Congestive  Heart  Failure  in  Infants  and 
Children 

GERSHON  HAIT,  M.D. 

Albert  Einstein  College  of  Medicine 

January  30 

The  Youngster  with  Language  and 
Reading  Problems 

LAWRENCE  T.  TAFT,  M.D. 

Albert  Einstein  College  of  Medicine 
CREDIT:  C-l 


WEDNESDAY,  JANUARY  15 

11:00  a.m. 

North  Shore  and  Long  Island  Jewish 
Hospitals  Departments  of  Obstetrics  and 
Gynecology 

North  Shore  Hospital  Auditorium,  Manhasset 

CURRENT  MANAGEMENT  OF 
TROPHOBLASTIC  NEOPLASMS 

JOHN  L.  LEWIS,  M.D. 

Memorial  Hospital,  New  York  City 


WEDNESDAY,  JANUARY  22 

11:00  a.m. 

North  Shore  Hospital  and  Long  Island 
Jewish  Departments  of  Obstetrics  and 
Gynecology 
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Long  Island  Jewish  Hospital,  270-05  76th  Avenue, 
New  Hyde  Park 

SONAR  IN  OBSTETRICS 

LOUIS  M.  HELLMAN,  M.D. 

Downstate  Medical  Center 


SYRACUSE  AREA 


January  2,  1 969  / January  30,  1969 

8:00-9:00  a.m.,  Thursdays 

Upstate  Medical  Center 

750  East  Adams  Street 

UROLOGY  GRAND  ROUNDS 
January  2 

Neurogenic  Bladder  Problems 

MAURICE  SANDLER,  M.D. 

January  9 

Role  of  Radiotherapy  in  Treatment  of 
Carcinoma  of  the  Bladder 

ROBERT  SAGERMAN,  M.D. 

January  16 

Same  as  January  9th 

January  23 

Morbidity  and  Mortality 

January  30 

Renal  Cell  Carcinoma 

ZAHI  N.  MAKHULI,  M.D 


WEDNESDAY,  JANUARY  15 

9:00  a.m. 

St.  Joseph’s  Hospital 

301  Prospect  Avenue,  Syracuse 

GENERAL  PRACTICE  POST  GRADUATE 
TEACHING  DAY 

Laboratory  Diagnosis  of  Congenital 
Heart  Disease 

FRANCIS  J.  KLOCKE,  M.D. 

State  University  of  New  York  at  Buffalo 
CREDIT:  C-l 


WESTCHESTER  COUNTY 


WEDNESDAY,  JANUARY  22 

2 : 00—5 : 00  p.m. 

Grasslands  Hospital 

Medical  Education  Building,  Conference  Room  C 
Valhalla,  N.  Y. 


SYMPOSIUM  ON  ALCOHOLISM 

Westchester  Council  on  Alcoholism 
CREDIT:  C-l 


WEDNESDAY,  JANUARY  29 

5:00  p.m. 

Grasslands  Hospital 

Medical  Education  Building,  Conference  Room  C, 
Valhalla,  N.  Y. 

DIABETES  IN  PREGNANCY 

WILLIAM  P.  GIVEN,  M.D.,  PETER  A.M.  AULD,  M.D. 
Cornell  University  Medical  College,  Ithaca 
MARVIN  GOLDINER,  M.D. 

CREDIT:  C-2 


RADIO  IN  NEW  YORK  CITY 


Mondays  7:05  a.m.:  Fridays  7:05  a.m.  & 9.50  p.m. 

National  Science  Network 

Radio  Station  WNCN  104.3  FM 

MEDICAL  WEEK  AND  DOCTORS  NEWS 
REPORT 

A radio  program  designed  and  written  specifically  for 
physicians.  It  includes  a concise  summary  of  the  latest 
news  from  the  world  of  medicine  and  advance  listings 
of  the  time  and  place  of  medical  meetings  in  the 
metropolitan  area.  It  is  presented  in  the  morning  and 
evening  every  Friday,  and  repeated  the  following 
Monday  morning.  10  minutes  each  program. 


January  1 / January  31,  1969 

12  noon-1  p.m.  Mondays 

Albany  Medical  College  of  Union 
University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  1 06.7  me. 

January  6 

Psoriasis 

JOEL  SPIRO,  M.D. 

Albany  Medical  College 

January  13 

Recognition  of  Congestive  Heart  Failure 

JAMES  RONAN,  M.D. 

JOHN  F.  STAPLETON,  M.D. 

Georgetown  University  School  of  Medicine 

January  20 

Current  Advances  in  Diagnosis  and 
Management  of  Hypertension 

WILLIAM  HOLLANDER,  M.D. 

Boston  University  School  of  Medicine 
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January  27  LOUIS  B-  Matthews  jr.,  m.d. 

, . , , _ , LESTER  B.  SALANS,  M.D. 

Lesions  of  the  Esophagus  Dartmouth  Medical  School 

JOHN  T.  KAEMMERLEN,  M.D. 

JOHN  A.  O'HERN,  M.D.  

Albany  Medical  College 


RADIO  IN  ALBANY  AND 
CANTON, NEW  YORK 


January  1 / January  3 1,  1 969 

1 2 noon-1  p.m.  Monday  through  Friday 

Albany  Medical  College  of  Union 
University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me.  (Tuesdays  only) 

January  6 and  9 
Psoriasis 

D.  JOSEPH  DEMIS;  Ph.D.,  M.D. 

JOEL  SPIRO,  M.D. 

Albany  Medical  College 

January  7,  8 and  10 

Urinary  Tract  Infections  in  Childhood: 
Evaluation  and  Therapy 

GUY  W.  LEADBETTER,  Jr.,  M.D. 

CAROL  L.  PHILLIPS,  M.D. 

University  of  Vermont  College  of  Medicine 

January  13  and  16 

Recognition  of  Congestive  Heart  Failure 

JAMES  RONAN,  M.D. 

JOHN  F.  STAPLETON,  M.D. 

Georgetown  University  School  of  Medicine 

January  14,  15  and  17 

Thoracic  Surgical  Problems  in 
Childhood 

JOHN  H.  FISHER,  M.D. 

W.  HARDY  HENDREN,  M.D. 

KENNETH  J.  WELCH,  M.D. 

Harvard  Medical  School 

January  20  and  23 

Current  Advances  in  Diagnosis  and 
Management  of  Hypertension 

WILLIAM  HOLLANDER,  M.D. 

Boston  University  School  of  Medicine 

January  21,  22  and  24 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 

January  27  and  30 

Lesions  of  the  Esophagus 

JOHN  T.  KAEMMERLEN,  M.D. 

JOHN  A.  O’HERN,  M.D. 

Albany  Medical  College 

January  28,  29  and  31 

Human  Obesity:  Clinical  and 

Laboratory  Considerations 


TELEVISION 


January  7,  1 969  / January  28,  1 969 

8:30  p.m.— 9:30  p.m. 

The  New  York  Academy  of  Medicine 

Televised  clinical  science  seminars 
Station  WNYC-TV  Channel  31 , UHF 

January  7 

Part  I 8:30-9:00  p.m. 

Antimicrobial  Therapy:  Common 
Outpatient  Problems 

DONALD  KAYE,  M.D. 

Cornell  University  Medical  College 

Part  II  9:00-9:30  p.m. 

Cardiac  Failure: 

Cardiac  Failure:  Definition  and 
Clinical  Recognition 

MARTIN  DOLGIN,  M.D. 

N.Y.U.  School  of  Medicine 

January  14 

Part  I 8:30-9:00  p.m. 

Antimicrobial  Therapy: 

Antimicrobial  Therapy  of  Pneumonia 

DONALD  KAYE,  M.D. 

Part  II  9:00-9:30  p:m. 

Cardiac  Failure: 

Cellular  Function  in  Cardiac  Failure 

VINCENT  J.  FISHER,  M.D. 

Downstate  Medical  Center 

January  21 

Part  I 8:30-9:00  p.m. 

Antimicrobial  Therapy: 

Management  of  Urinary  Tract  Infection 

DONALD  KAYE,  M.D. 

Part  II  9:00-9:30  p.m. 

Cardiac  Failure: 

Pathophysiology  of  Cardiac  Failure 

ALFRED  J.  KALTMAN,  M.D. 

N.Y.U.  School  of  Medicine 

January  28 

Part  I 8:30-9:00  p.m. 

Antimicrobial  Therapy  Gram-Negative 
Bacteremia  and  Shock 
DONALD  KAYE,  M.D. 

Part  II  9:00-9:30  p.m. 

Cardiac  Failure:  Extracardiac 
Mechanisms  in  Congestive  Heart  Failure 
SAUL  J.  FARBER,  M.D. 

N.Y.U.  School  of  Medicine 
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TELEPHONE  LECTURE 
NETWORK  WESTERN  NEW 
YORK  AND  ERIE  COUNTY,  PA. 


January  7 

Chronic  Otitis  Media 

IRWIN  GINSBERG,  M.D. 

January  14 

Talking  with  Patients 

PROF.  S.  MOUCHLY  SMALL,  M.D. 

January  21 

Surgical  Approach  to  the  Treatment  of 
Stroke 

JAMES  F.  UPSON,  M.D. 

January  28 

Use  of  Digitalis  in  Myocardial  Infarction 

JULES  CONSTANT,  M.D. 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 

For  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 
Telephone  Lecture  Network 

Health  Organization  of  Western  New  York,  Inc. 

221  1 Main  Street,  Buffalo,  N.  Y.  14214 

DEADLINE  DATES  FOR  1969 
WHAT  GOES  ON 

December  16,  1968 February  1969 

January  15,  1969 March  1969 

February  17,  1969 April  1969 

March  17,  1969 May  1969 

April  15,  1969 June  1969 

May  15,  1969 July  1969 

June  16,  1969 August  1969 

July  15,  1969 September  1969 

August  15,  1969 October  1969 

September  15,  1969 November  1969 

October  15,  1969 December  1969 

Please  send  copy  to  THE  EDITOR,  WHAT  DOES  ON  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  N.Y.  10017. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


Please  delete  the  listing  for  FARMINGDALE.  It  has 
been  filled. 

The  following  openings  should  be  added  to  the  list 
in  the  December  issue  of  WHAT  GOES  ON: 

COLTON,  N.  Y.,  St.  Lawrence  County,  needs  General  Prac- 
titioner. 

CONTACT:  MR.  GEORGE  TIFFANY,  Secretary,  Racquette 
Valley  Chamber  of  Commerce,  P.O.  Box  116,  Colton, 
N.  Y.  13625. 

HIGHLANDS,  N.  Y.,  Orange  County,  General 
Practitioner. 

CONTACT:  CHIEF  DANIEL  BONEBRAKE,  Town  Hall, 
213  Main  Street,  Highlands  Falls,  N.  Y.  10928 

LAKE  PLACID,  N.  Y.,  Essex  County,  needs  one  or  more 
G.P.'s  and/or  Specialists  in  Internal  Medicine, 
Ophthalmology,  Psychiatry,  etc. 

CONTACT:  MR.  LOUIS  P.  SCIBETTA,  Physician 
Recruitment  Center,  Placid  Memorial  Hospital,  Lake 
Placid,  N.  Y.  1 2946.  Tel:  (518)523-3311. 

LONG  LAKE,  Hamilton  County,  N.  Y.,  needs  a 
General  Practitioner. 

CONTACT:  Medical  Procurement  Committee,  P.O. 

Box  83,  Long  Lake,  N.  Y.  1 2847. 

ROCHESTER,  N.  Y.,  Pediatrician  to  associate  with 
pediatrician. 

CONTACT:  MICHAEL  J.  GERBASI,  M.D.,  200  Park 
Avenue,  Rochester,  N.  Y.  1 4607 

WEBSTER-PENFIELD,  N.  Y.,  Monroe  County.  Family  Phys- 
icians, Internists  and  Pediatricians,  either  solo  or  in  a 
multispecialty  group  to  be  formed. 

CONTACT:  JASON  COOK,  M.D.,  or  KENNETH  HIGHES, 
M.D.,  190  South  Avenue,  Webster,  N.  Y.  14580.  Tel: 
872-4069. 

WOODHULL,  N.  Y.,  Steuben  County,  General  Practitioner. 
Will  build  medical  center. 

CONTACT:  FAYETTE  D.  MACDONALD  MEDICAL  BLDG., 

INC.,  C/o  Jeffrey  Smith  Jr.,  P.O.  Box  68,  Woodhull,  N.  Y. 
14898.  Tel:  (607)458-5151. 
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SHE  HEARS  MUSIC 
THAT  ISN'T  THERE 


tIien  The  sEizuRE  bEqiiss. 


Some  type  of  aura  occurs  in'an 
estimated  50  per  cent  of  epileptic 
patients.1  This  premonitory 
symptom  of  a seizure  may  provide 
a valuable  clue  to  its  epilep- 
togenic focus. 

"Focal  types  of  convulsive  dis- 
orders are  now  known  to  be  the 
most  common,  and  some 
authorities  believe  that  all  epilepsy 
has  a focal  ictus."2  MYSOLINE 
(primidone)  has  been  classified  as 
a drug  of  choice  in  psychomotor 
and  other  focal  seizures,3'5  and  as 
an  "excellent"  agent  for  the 
control  of  grand  mal.6 

In  fact,  MYSOLINE  has  been  found 
particularly  effective  in  intractable 
cases  of  grand  mal1’5’7  and  psy- 
chomotor epilepsy,1’4  where  other 
drugs,  such  as  phenobarbital  and 
diphenylhydantoin,  had  failed. 

An  "effective  drug  which  has  now 
stood  the  test  of  time,"4  MYSOLINE 
may  be  used  alone  or,  if  needed, 
in  combination  with  other  anticon- 
vulsants to  advantage. 

Early  side  effects  of  MYSOLINE  are 
generally  more  unpleasant  than 
dangerous,  and  tend  to  disappear 
as  treatment  is  continued.7  Some 


Service  Aids:  To  help  promote  a 
better  understanding  of  epilepsy 
and  improve  the  cooperation 
of  patients  (young  or  adult),  their 
relatives  and  friends,  Ayerst 
Laboratories  has  prepared  a series 
of  service  aids,  including  specially 
prepared  and  illustrated  book- 
lets. All  of  these  are  available  in 
quantity  upon  request.  | 


Indications:  Control  of  grand  mal  and 
psychomotor  attacks. 


Precautions:  A dosage  exceeding  2 Cm. 
daily  is  not  recommended.  As  with  any 
drug  used  over  prolonged  periods  of 
time,  it  is  recommended  that  routine 
laboratory  studies  be  made  at  regu- 
lar intervals. 


Side  Effects:  The  most  frequently  occur- 
ring early  side  effects  are  ataxia  and 
vertigo.  These  tend  to  disappear  with 
continued  therapy,  or  with  reduction  of 
initial  dosage.  On  rare  occasion,  per- 
sistent or  severe  side  effects  may 
necessitate  withdrawal  of  the  drug. 
Occasionally,  the  following  have  been 
reported:  nausea,  anorexia,  vomiting, 
fatigue,  hyperirritability,  emotional 
disturbance,  diplopia,  nystagmus,  drows- 
iness, and  morbilliform  skin  eruptions. 
Megaloblastic  anemia  may  occur  as  a 
rare  idiosyncrasy  to  MYSOLINE  (primi- 
done). The  anemia  responds  to  folic  acid, 
15  mg.  daily,  without  the  necessity  of 
discontinuing  therapy. 


patients  may  exhibit  excessive 
drowsiness  which  may  be  largely 
avoided  by  starting  with  a very 
low  dose  of  MYSOLINE  given  at 
bedtime.6  The  low  initial  dose  is 
gradually  increased  at  weekly 
intervals  until  the  effective  anti- 
convulsant dosage  is  reached  or 
tolerance  is  evident.  (MYSOLINE  is 
available  in  two  potencies— in 
50  mg.  and  in  0.25  Gm.  (250  mg.) 
scored  tablets.) 


References:  1.  Lennox,  W.  G.,  in  Cecil,  R.  L., 
and  Loeb,  R.  F.:  A Textbook  of  Medicine, 
ed.  10.  Philadelphia,  Saunders,  1959, 
pp.  1426-1434.  2.  Aird,  R.  8.:  Mod.  Med 
35:30  (Aug.  14)  1967.  3.  Forster,  F.  M.:  Modern 
Therapy  in  Neurology,  St.  Louis,  Mosby, 

1957,  p.  402.  4.  Merlis,  J.  K.:  Maryland  Med.  J. 
12:553  (Slpv.)  1963.  5.  Millichap,  J.  G.: 

Postgrad.  Med.  37:22  (Jan.)  1965.  6.  Livingston, 
S.:  Drug  Therapy  for  Epilepsy.  Anticonvulsant 
Drugs:  Usage,  Metabolism  and  Untoward 
Reactions  (Prevention,  Detection  and 
Management),  Springfield,  III.,  Thomas,  1966, 
pp.  21-28.  7.  Toman,  J.  E.  P.,  in  Goodman, 

L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York, 
Macmillan,  1965,  p.  226. 
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Abstracts 


Flynn,  J.  T.,  Mehta,  P.  R.,  Kiang,  D.  T., 
and  Almazan,  F.  J.:  Human  tolerance  to 

electric  countershock,  New  York  State  J.  Med. 
69:  253  (Jan.  15)  1969. 

Electric  countershock  for  elective  conversion 
of  auricular  arrhythmias  and  for  emergency 
interruption  of  ventricular  tachycardia  and 
fibrillation  was  studied  in  17  cases  which  re- 
quired 20  or  more  electric  countershocks.  The 
ill  effects  have  been  remarkably  infrequent  from 
the  anatomic,  physiologic,  and  clinical  points  of 
view,  and  there  appears  to  be  little  or  no  internal 
damage  to  the  human  body  from  the  current 
used.  To  offset  the  side-effect  of  delayed 
arrhythmias,  cardiosuppressive  medication 
should  also  be  used.  Following  sudden  onset  of 
ventricular  arrhythmia,  the  patient  should  be 
observed  closely  to  determine  if  the  attack  will 
subside  spontaneously;  after  a brief  period, 
electric  countershock  should  be  applied  for  its 
lifesaving  properties  and  freedom  from  serious 
side-effects. 


Rook,  G.  D.,  and  Wasserman,  E.:  Anti- 

biotics in  practice  of  pediatrics,  New  York 
State  J.  Med.  69:  265  (Jan.  15)  1969. 

Even  though  chemotherapeutic  and  anti- 
biotic agents  are  useful  in  infection,  it  is  not 
good  therapy  to  treat  any  fever  encountered 
in  a child  with  a favorite  antibiotic.  A clinical 
diagnosis  of  bacterial  infection  is  not  enough; 
a presumptive  etiologic  diagnosis  must  be  made 
on  the  basis  of  age  of  patient,  localization  of  in- 
fection, and  sometimes  season.  Action  of  drugs 
is  discussed  and  judgment  must  be  used  in 
prescribing  antibiotics.  Prevention  of  allergic 
reactions,  prophylaxis,  penicillins,  clinical  use, 
the  neonatal  period,  and  the  treatment  of 
specific  infections  are  considered. 


Nidus,  B.  D.,  Siddiqui,  A.,  Fischetti,  D.  A., 
and  Eisinger,  R.  P.:  Residual  blood  re- 

covery from  twin  coil  dialyzers;  improved 
method,  New  York  State  J.  Med.  69:  273 

(Jan.  15)  1969. 

A technic  for  emptying  the  coils  of  a twin  coil 
dialyzer  is  described  that  reduces  blood  loss  to 
less  than  5 ml.  The  average  blood  loss  was  2.6 
ml.  in  the  “ultra-flo”  and  3.7  ml.  in  the  “3/4” 
coil,  with  the  coil  emptied  on  its  side. 

Sachs,  B.  A.:  Endocrine  disorders  associated 

with  tumors  of  lung,  New  York  State  J. 
Med.  69:  276  (Jan.  15)  1969. 

Hormone  secretions  found  associated  with 
tumors  of  the  lung — including  corticotropin, 
melanocyte-stimulating  hormone,  gonado- 
tropin, parathormone,  antidiuretic  hormone, 
insulin,  glucagon,  and  serotonin — are  carried  by 
the  blood  stream  to  other  tissues  where  they 
exert  biologic  effects  and  produce  recognizable 
clinical  syndromes.  Bronchogenic  carcinoma 
is  the  cancer  most  commonly  associated  with 
these  “ectopic”  endocrine  disorders.  A study  of 
the  effects  of  polypeptide  hormones  may  reveal 
factors  influencing  tumor  growth. 

Hadley,  R.  B.:  Nasal  injuries  in  children, 

New  York  State  J.  Med.  69:  281  (Jan.  15) 

1969. 

Problems  peculiar  to  handling  nasal  injury 
to  children  include  the  facts  that  diagnosis 
may  be  difficult,  the  nose  is  largely  cartilage,  in- 
juries to  growth  centers  often  result  in  disturb- 
ance of  the  development  of  a normal  nose, 
general  anesthesia  is  often  needed  for  diagnosis 
and  surgical  correction,  radiologic  studies  may 
be  misleading,  and  destructive  hematomas  of  the 
septum  or  cartilaginous  vault  frequently  are  not 
recognized  or  treated.  Nasal  injuries  should  be 
handled  promptly. 
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Each  duidounce  contains:  80  mg.  Benadryls  ( diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 gi 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5 % 

An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepet- 
ration  of  its  kind.  BENYLIN  expectorant  tends  to  inhibit  cough  rede 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take. 
precautions.-  Persons  who  have  become  drowsy  on  this  or'other 
antihistamine^ontaining  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing  BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


loothing 

relief 
hair-raisim 
cough 


Benyliii 

EXPECTORANT 


Do  you  have  patients 
who  try  to  hide  frustration 
behind  conformity? 


lou  see  many  depressed  patients 
who  hide  their  real  anxieties  behind 
a smoke  screen  of  pretense. 

The  more  they  try  to  conceal  reality, 
the  more  entrenched  the  disturbances 
become.  The  role  they  assume  is  not 
adequate  to  suppress  their  inner 
turmoil.  Unchecked,  the  turmoil 
finds  expression  in  other  symptoms. 


They  want  your  help  and  Aventyl 
HC1  can  help  you. 

Whether  depression  is  open  or 
secretive,  Aventyl  HC1  assists  in 
relieving  the  symptoms  and  the  state  of 
depression  itself.  It  may  aid  in  removing 
the  emotional  distortions  and,  in  lifting 
the  depression,  help  patients  face, 
accept,  or  change  their  life  patterns. 

Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 


Sfeey 


Helps  remove  the  symptoms, 
lift  t he  depression, 
and  release  the  pat ient 

Aventyl8  HC1 

Nortriptyline  1 lydrochloride 

(See  last  page  for  prescribing  information.) 


Aventyl  HC1 

Nortriptyline  Hydrochloride 

Description:  Aventyl  HC1  is  a safe 
and  effective  agent  for  treatment  of 
mental  depression,  anxiety-tension 
states,  and  psychophysiological  gastro- 
intestinal disorders.  It  is  not  a mono- 
amineoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholin- 
ergic effects  of  Aventyl  HC1  are  milder 
than  those  of  related  antidepressants. 
Indications:  Depressive  reactions 
(alone  or  accompanied  by  anxiety)  as- 
sociated with  such  presenting  symp- 
toms as  depression,  anxiety,  tension, 
insomnia,  restlessness,  disinterest,  and 
irritability. 

Psychophysiological  gastrointesti- 
nal disorders  and  symptomatic  reac- 
tions in  childhood  (e.g.,  enuresis). 
Contraindications : Hypersensitivity 
to  the  drug ; concurrent  use  with  a MAO 
inhibitor  or  use  within  two  months  after 
the  MAO  inhibitor  is  discontinued. 
Wa  rnings:  Use  in  convulsive  or  hy- 
potensive states  should  be  closely  fol- 
lowed by  the  physician. 

At  present,  data  are  insufficient  to 
recommend  the  drug  during  preg- 
nancy. The  possibility  of  a suicidal  at- 
tempt in  a depressed  patient  should 
always  be  considered. 

There  have  been  rare  reports  of 
agranulocytosis,  jaundice,  hypotension. 


tremor,  urinary  retention,  thrombocy- 
topenic purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recom- 
mended. 

Cardiovascular  complications,  in- 
cluding myocardial  infarction  and  ar- 
rhythmias, have  been  reported  occa- 
sionally with  related  drugs.  Patients 
with  cardiovascular  disease  should  be 
given  Aventyl®  HC1  (nortriptyline  hy- 
drochloride, Lilly)  under  close  obser- 
vation and  in  low  dosage.  This  drug, 
like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  pro- 
long the  conduction  time,  as  mani- 
fested by  first-degree  AV  block. 
Precautions:  Because  of  its  anticho- 
linergic activity,  Aventyl  HC1  should 
be  administered  cautiously  in  patients 
with  glaucoma  or  a propensity  for 
urinary  retention.  Use  Aventyl  HC1 
with  care  in  conjunction  with  sym- 
pathomimetic or  anticholinergic  drugs. 
Epileptiform  seizures  or  troublesome 
patient  hostility  may  occur.  Aventyl 
HC1  used  alone  in  schizophrenic  pa- 
tients may  result  in  an  exacerbation  of 
the  psychosis. 

Concomitant  use  of  Aventyl  HC1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relax- 
ant) has  not  been  thoroughly  studied. 
If  these  treatments  are  used  together, 
the  physician  should  be  aware  of  pos- 
sible added  adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  oper- 
ate dangerous  machinery  or  drive  a 
vehicle.  Concurrent  ingestion  of  other 
C.N.S.  drugs  or  alcohol  may  potentiate 
the  adverse  effects  of  Aventyl  HC1. 

Patients  receiving  a tricyclic  anti- 
depressant (e.g.,  nortriptyline)  may 
respond  poorly  to  hypotensive  agents 
such  as  guanethidine. 

Adverse  Reactions:  The  following 
have  been  ol  served  or  reported  follow- 
ing the  use  of  Aventyl  HC1:  dryness 
of  mouth,  drowsiness,  constipation, 
dizziness,  tremulousness,  confusional 
state,  ataxia,  disorientation  and  hallu- 
cinations, restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state, 
tachycardia,  blurred  vision,  epigastric 
distress,  sweating,  peculiar  taste,  black 
tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  pares- 
thesia, nausea  and  vomiting,  adynamic 
ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diar- 
rhea, nocturia,  inner  nervousness, 
anxiety  and  panic,  ankle  and  orbital 
edema,  hypotension,  hypertension,  im- 
potence, nightmares,  palpitation,  numb- 
ness, peripheral  neuropathy,  photosen- 
sitization, extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symp- 
toms have  not  been  reported. 
Administration  and  Dosage:  Aven- 
tyl II Cl  is  administered  orally  as 
Pulvules®  or  liquid.  Dosage  should  be 
individualized.  The  following  general 
principles  are  applicable. 


Aventyl  HC1  is  preferably  given  in 
gradually  increasing  doses:  1 Pulvule 
(10  mg.)  twice  the  first  day,  1 Pulvule 
three  times  the  second  day,  and  1 Pul- 
vule four  times  daily  thereafter. 

ff  neither  beneficial  nor  adverse  ef- 
fects are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day,  the  pa- 
tient can  be  given  25  mg.  twice  the 
first  day,  25  mg.  three  times  the  second 
day,  and  25  mg.  four  times  daily  there- 
after. 

If  minor  side-effects  develop,  reduce 
the  dosage.  If  side-effects  of  a more 
serious  nature  or  allergic  manifesta- 
tions develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive 
nature,  give  10  mg.  three  or  four  times 
a day ; for  severe  depressions,  100  mg. 
daily. 

Dosages  above  100  mg.  daily  seem 
to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adllts— 20  to  100  mg.  daily 

Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg.— 1 or  2 Pulvules 
one  to  four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to 
10  cc.)  one  to  four  times 
daily 

Children— 1 to  2 mg.  per  Kg.  or  10  to 
75  mg.  daily 

Pulvules:  25  mg.— Ages  seven  to 
twelve,  1 Pulvule  one  to 
three  times  daily 
10  mg.— Ages  three  to  six, 

1 Pulvule  one  to  three 
times  daily 

Ages  seven  to  twelve,  1 or 

2 Pulvules  one  to  three 
times  daily. 

Liquid:  Ages  three  to  six,  1 tea- 
spoonful (5  cc.)  one  to 
three  times  daily 
Ages  seven  to  twelve,  1 to 
2 teaspoonfuls  (5  to  10  cc.) 
one  to  three  times  daily 

Maintenance  medication  is  neces- 
sary until  it  is  evident  that  the  depres- 
sion cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based 
upon  the  history  of  previous  depres- 
sions, the  removal  of  the  precipitating 
factors  in  the  environment,  or  a recog- 
nition that  the  patient  is  able  to  man- 
age his  affairs.  It  is  advisable  to 
continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

How  Supplied:  Liquid  Aventyl®  HC1 
(nortriptyline  hydrochloride.  Lilly),  10 
mg.  (equivalent  to  base)  per  5 cc.,  in 
pint  bottles. 

Pulvules  Aventyl  HC1, 10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100 
and  500.  [oaiuoa] 

Additional  information  available  to 
physicians  upon  request.  boo3?6 


Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 


Abstracts  in  Interlingua 


Flynn,  J.  T.,  Mehta,  P.  R.,  Kiang,  D.  T.,  e 
Almazan,  F.  J.:  Le  tolerantia  human  pro 

contrachoc  electric  ( anglese ),  New  York  State 
J.  Med.  69:  253  (15  de  januario)  1969. 

Contrachoc  electric  usate  in  le  conversion 
elective  de  arrhythmias  auricular  e in  le  inter- 
ruption a urgentia  de  tachycardia  e fibrillation 
ventricular  esseva  studiate  in  17  casos  le  quales 
requireva  20  o plus  applicationes  de  contrachoc 
electric.  Effectos  adverse  esseva  remarcabile- 
mente  infrequente  ab  le  punctos  de  vista  ana- 
tomic, physiologic,  e clinic,  e il  pare  que  le  cur- 
rente  usate  resulta  in  pauc  o nulle  damno  in- 
terne in  le  organismo  human.  Pro  neutralisar 
le  effecto  lateral  de  tardive  arrhythmia,  le  uso 
de  un  medication  cardiosuppressive  es  etiam 
indicate.  Post  le  subite  declaration  de  un 
arrhythmia  ventricular,  le  patiente  debe  esser 
observate  attentivemente  pro  determinar  si  o 
non  le  attacco  va  subsider  spontaneemente. 
Post  un  breve  periodo  intermittente,  le  con- 
trachoc electric  debe  esser  applicate,  in  con- 
sideration del  facto  que  iste  mesura  pote  salvar 
le  vita  del  patiente  e que  illo  es  libere  del  risco 
de  serie  effectos  secundari. 


Rook,  G.  D.,  e Wasserman,  E.:  Antibioticos 

in  le  practica  pediatric  (anglese).  New  York 
State  J.  Med.  69:  265  (15  de  januario)  1969. 

Ben  que  agentes  chimotherapeutic  e anti- 
biotic es  utile  in  le  tractamento  de  infectiones, 
tractar  omne  febre  incontrate  in  un  juvene 
patiente  con  un  antibiotico  de  preferentia  per- 
sonal non  es  sage  o compatibile  con  le  principios 
de  un  bon  therapeutica.  Le  diagnose  clinic  de 
un  infection  bacterial  non  suffice  a justificar  le 
uso  de  un  antibiotico.  Un  presumptive  diag- 
nose etiologic  debe  esser  facite  a base  del  etate 
del  patiente,  del  localisation  del  infection,  e a 
vices  del  saison.  Le  action  de  pharmacos  es 
commentate,  e le  axioma  es  formulate  que  senso 
commun  e bon  judicamento  debe  esser  usate  in 
le  prescription  de  antibioticos.  Aspectos  del 
question  le  quales  es  includite  in  le  discussion 
es  le  prevention  de  reactiones  allergic,  le  prob- 
lema  prophylactic,  le  penicillinas,  le  uso  clinic, 
le  periodo  neonatal,  e le  tractamento  de  in- 
fectiones specific. 


Nidus,  B.  D.,  Siddiqui,  A.,  Fischetti,  D.  A., 
e Eisinger,  R.  P.:  Recovramento  de  sanguine 

residue  ab  dialysatores  biserpentin;  un  meliora- 
tion methodologic  (anglese).  New  York  State 
J.  Med.  69:  273  (15  de  januario)  1969. 

Es  describite  un  technica  pro  vacuar  le  ser- 
pentinos  de  un  dialysator  biserpentin  resultante 
in  un  reduction  del  perdita  de  sanguine  a minus 
que  5 ml.  Le  perdita  medie  de  sanguine  esseva 
2,6  ml.  in  le  serpentino  “ultra-flo”  e 3,7  ml.  in  le 
serpentino  “*/«,”  con  le  uso  de  vacuation  lateral 
del  serpentino. 

Sachs,  B.  A.:  Disordines  endocrin  associate 

con  tumores  pulmonar  (anglese).  New  York 
State  J.  Med.  69:  276  (15  de  januario)  1969. 

Secretiones  hormonal  trovate  in  association 
con  tumores  pulmonar — incluse  corticotropina, 
hormon  de  stimulation  melanocytic,  gonado- 
tropina,  parathormon,  hormon  antidiuretic, 
insulina,  glucagon,  e serotonina — es  transportate 
per  le  circulation  sanguinee  verso  altere  tissus 
ubi  illos  exerce  effectos  biologic  e produce  recog- 
noscibile  syndromes  clinic.  Carcinoma  bron- 
chogenic es  le  cancere  associate  le  plus  com- 
munmente  con  tal  “ectopic”  disordines  endo- 
crin. Un  studio  del  effectos  de  hormones  poly- 
peptidic  revelara  possibilemente  factores  que 
exerce  un  influentia  super  le  crescentia  tumoral. 


Hadley,  R.  B.:  Lesiones  nasal  in  juveniles 

(anglese).  New  York  State  J.  Med.  69:  281 

15  (de  januario)  1969. 

Le  problemas  que  se  presenta  specificamente 
in  le  maneamento  de  lesiones  nasal  in  juveniles 
include  le  factos  que  le  diagnose  es  frequente- 
mente  difficile,  que  le  naso  consiste  in  grande 
mesura  de  cartilagine,  que  le  lesiones  afficiente 
centros  de  crescentia  resulta  in  multe  casos  in 
disturbationes  del  disveloppamento  de  un  naso 
normal,  que  anesthesia  general  es  frequente- 
mente  necessari  pro  le  diagnose  e le  correction 
chirurgic,  que  studios  radiologic  tende  a pro- 
vider impressiones  erronee,  e que  hematomas 
destructive  del  septo  o del  volto  cartilaginose 
escappa  frequentemente  al  recognition  e ergo 
al  tractamento.  Lesiones  nasal  deberea  esser 
tractate  promptemente. 


January  15,  1969  / New  York  State  Journal  of  Medicine  223 


i 


Books  Reviewed 


Handbook  of  Congenital  Malformations. 

Edited  by  Alan  Rubin,  M.D.  Quarto  of  398 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1967.  Cloth,  $14.50. 

The  author,  as  a practicing  obstetrician  and 
gynecologist,  was  intrigued  by  the  many  un- 
answered questions  posed  by  congenital  malfor- 
mations. To  find  some  of  the  answers  he  ex- 
pended two  years  of  effort.  He  collaborated 
with  experts  in  particular  areas  of  clinical  diag- 
nosis and  management  of  congenital  defects. 
Twenty-three  of  these  experts  have  joined  with 
Dr.  Rubin  to  produce  this  handbook. 

Over  700  entities  are  described.  The  malfor- 
mations are  arranged  by  the  organ  system  in- 
volved. If  the  anomaly  affects  more  than  one 
system  the  defect  is  listed  under  the  most  im- 
portant clinically.  Not  included  in  the  book  are 
errors  of  metabolism.  Each  malformation  is 
concisely  described  including  the  diagnostic 
criteria  and  etiology.  This  is  followed  by  the 
incidence,  associated  anomalies,  hereditary 
factors,  treatment,  and  outlook.  The  text  is 
sparsely  illustrated  in  black  and  white.  There 
is  a glossary  which  is  helpful. 

I found  this  handbook  to  be  very  interesting. 
It  would  be  helpful  to  anyone  practicing  the  art 
of  obstetrics.  John  M.  Tortora,  M.D. 

Rehabilitation  in  Extremity  Fractures. 

By  Eugene  Moskowitz,  M.D.  Quarto  of  150 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1968.  Cloth,  $8.50. 

The  aftercare  of  a patient  who  has  sustained  a 
fracture  of  an  extremity  is  extremely  important. 
The  patient  must  not  be  left  to  his  own  resources 
at  home  without  a specific  program  of  graded 
exercises  and  a treatment  program.  The  aver- 
age patient,  especially  the  elderly,  will  nurse  the 
affected  extremity  and  prolong  the  disability. 

A definite  program  must  be  arranged,  and  it 
must  continue  under  the  guidance  of  a physi- 
cian. I feel  that  the  supervisor  should  be  the 
surgeon  who  is  treating  the  extremity.  It 
should  not  be  turned  over  to  a “therapist.”  The 
author  of  this  text  arranges  a program  of  reha- 
bilitation for  the  various  fractures  of  the  ex- 
tremities. 

He  mentions  in  many  situations,  and  recom- 
mends, passive  motion  and  massage.  It  is  our 
feeling  that  passive  motion  and  massage  do  not 
have  a place  in  the  aftercare  and  rehabilitation  of 
extremities  that  have  sustained  fractures.  It 
brings  to  mind  the  large  poster  in  the  front  of  the 


auditorium,  when  the  elder  Dr.  Bohler  lectured, 
which  said,  “No  Passive  Motion,  No  Massage.” 
Aside  from  this,  the  author  has  compiled  an 
excellent  book  outlining  the  principles  of  reha- 
bilitation of  a patient  who  has  sustained  fractures 
of  an  extremity.  The  book  consists  of  five 
chapters.  The  first  three  discuss  the  general 
principles  of  evaluation  and  treatment  and  the 
last  two  chapters  discuss  individual  fractures. 
There  are  many  excellent  photographs  depicting 
specific  principles.  This  text  is  of  value  to  the 
surgical  resident  who  is  called  on  to  manage  this 
type  of  patient.  Alan  A.  Kane,  M.D. 


Hypertensive  Vascular  Disease:  Diagnosis 

and  Treatment.  By  Marvin  Moser,  M.D., 
and  Arthur  G.  Goldman,  M.D.  Octavo  of  343 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1967.  Cloth,  $12. 

This  book  is  written  especially  for  the  clinician 
who  desires  an  immediate  judgment  in  a specific 
case.  It  summarizes  the  over  fifteen-  to  twenty- 
years’  experiences  of  the  authors,  and  the  treat- 
ment of  some  700  patients  with  hypertensive 
cardiovascular  disease,  some  with  hypertension 
secondary  to  toxemia  of  pregnancy. 

There  are  over  8 to  10  million  persons  in  the 
United  States  who  have  significantly  elevated 
blood  pressure.  Hypertensive  cardiovascular 
disease  accounts  for  approximately  200,000 
deaths  per  year.  Between  1950  and  1960,  the 
death  rate  from  hypertensive  heart  disease 
dropped  47  per  cent,  and,  for  the  same  period, 
the  death  rate  from  stroke  declined  10  per  cent 
for  all  ages. 

The  book  is  aimed  at  the  clinician  and  has 
many  useful  hints  as  to  diagnoses  and  therapy. 
There  is  a discussion  of  the  intravenous  pyelogia 
method  used  in  the  diagnosis  and  interpretation 
of  results.  The  results  of  surgery  in  reno- 
vascular hypertension  are  discussed,  with  case 
reports  and  excellent  x-ray  pictures. 

Stress  is  laid  on  early  diagnosis  and  treatment 
of  pyelonephritis  to  prevent  the  end  stage  con- 
tracted kidney.  Endocrinopathies  associated 
with  hypertension  (with  case  illustrations)  are 
presented  and  discussed,  as  well  as  essential  hy- 
pertension and  the  classifications  of  hyperten- 
sion. 

Section  II  deals  with  treatment  and  covers  the 
surgical,  diuretic  and  drug  therapy  of  hyperten- 
sion, as  well  as  encephalopathy  (accelerated  hy- 

continued  on  page  230 
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\ov  hormone  ratio 
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oral  eonlraeeption 

YtHnyl 

1 80 

(norethindrone  1 mg  with  mestranol  0.08  mg) 


21&28 


woman. 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 — )—  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol  (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  ol  estrogen. 

And  it's  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 


woman 
Ikt  regimen 
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No  matter  how  effective  her'" — ^oral  contraceptive  is . 
if  she  forgets,  she  loses  the  protection  she's  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible: 
either  21- day  (3  weeks  on.  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 

are  replaced  by  weekdays  — the 
way  she  lives  her  life. 


otn  are  simple  and 

wtiie 

newMemorette 

Norinyl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 


Vorinyl 

ixo 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 
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day  regimens 


iTR  A INDICATIONS 

. Patients  with  thrombophlebitis, 
amboembolic  disorders,  cerebral  apo- 
xy,  or  with  a past  history  of  these  con- 
ons. 

. Patients  with  markedly  impaired 
r function. 

. Patients  with  known  or  suspected 
cinonia  of  the  breast. 

. Patients  with  known  or  suspected 
•ogen-dependent  neoplasia. 

. Undiagnosed  abnormal  genital 
eding. 

RN1NCS 

. The  physician  should  he  alert  to  the 
liest  manifestations  of  thrombotic  dis- 
ers  (thrombophlebitis,  cerebrovascu- 
disorders,  pulmonary  embolism,  and 
inal  thrombosis).  Should  any  of  these 
ur  or  be  suspected,  the  drug  should  be 
continued  immediately. 

'tudies  conducted  in  Great  Britain  and 
orted  in  April  1968  estimate  there  is 
even-  to  tenfold  increase  in  mortality 
1 morbidity  due  to  thromboembolic 
eases  in  women  taking  oral  contracep- 
es.  In  these  controlled  retrospective 
dies,  involving  36  reported  deaths  and 
hospitalizations  due  to  “idiopathic” 
omboembolism,  statistical  evaluation 
licated  that  the  differences  observed 
ween  users  and  nonusers  were  highly 
nificant. 

The  conclusions  reached  in  the  studies 
; summarized  in  the  table  below: 

MPARISON  OF  MORTALITY  AND 
isPITALIZATION  RATES  DUE  TO 
ROMBOEMBOLIC  DISEASE  IN  USERS  AND 
|Nl  SI  RS  OF  ORAL  CONTRACEPTIVES 
BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidiry) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

lets  ol  Oral 
itraceptues 

1 5/100.000 

3.9/100.000 

47/100.000 

iNonusers 

0.2/100.000 

0 5/100.000 

5/100.000 

No  com 

parable  studies  are 

yet  avail- 

le  in  the  United  States.  The  British 
ta.  especially  as  they  indicate  the  mag- 
:ude  of  the  increased  risk  to  the  in- 
jvidual  patient,  cannot  be  directly  ap- 
ied  to  women  in  other  countries  in 
lich  the  incidences  of  spontaneously  oc- 
rring  thromboembolic  disease  may  be 
fferent. 

2.  Discontinue  medication  pending  ex- 
nination  if  there  is  sudden  partial  or 
mplete  loss  of  vision,  or  if  there  is  a 
dden  onset  of  proptosis,  diplopia  or  mi- 
aine.  If  examination  reveals  papillede- 
a or  retinal  vascular  lesions,  medication 
ould  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
ves  in  pregnancy  has  not  been  demon- 
rated, it  is  recommended  that  for  any 
itient  who  has  missed  two  consecutive 
“riods,  pregnancy  should  be  ruled  out 
?fore  continuing  the  contraceptive  regi- 
en.  If  the  patient  has  not  adhered  to  the 
rescribed  schedule,  the  possibility  of 
regnancy  should  be  considered  at  the 
me  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
zents  in  oral  contraceptives  has  been 
lentified  in  the  milk  of  mothers  receiv- 
ig  these  drugs.  The  long-range  effect  to 
ie  nursing  infant  cannot  be  determined 
t this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  he  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Berause  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 
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helps  alleviate 
these  symptoms 

intermittent  claudication,  pain,  ache,  spasm, 
paresthesias,  numbness,  coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger’s  disease),  diabetic  vas- 
cular disease,  night  leg  cramps,  Raynaud’s 
phenomenon  and  disease,  ischemic  ulcers, 
acrocyanosis,  acroparesthesia,  frostbite, 
livedo  reticularis,  thrombophlebitis,  cold 
feet/ legs /hands 

Contraindication:  Acute  myocardial  infarc- 
tion. Precautions:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe  angina  pec- 
toris, thyrotoxicosis.  Adverse  Reaction: 
Occasional  palpitation.  Dosage:  Usual 
effective  dosage  V2  to  1 tablet  t.i.d.  or  q.i.d.; 
increased,  if  necessary,  to  2 tablets  t.i.d.  or 
q.i.d.  Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased  gradu- 
ally to  1 cc.  one  or  more  times  daily,  as 
needed.  Supplied:  Tablets,  6 mg.,  scored; 
bottles  of  100  and  1000.  Parenteral,  5 mg. 
per  cc.,  1 cc.  ampuls  (5  per  box);  10  cc. 
multiple-dose  vials  (1  per  box).  Consult 
product  brochure. 


USV  PHARMACEUTICAL  CORP 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HC1) 


pertension),  and  ends  with  the  results  of  treat- 
ment and  the  prognosis.  A rather  complete 
table  of  hypertension  drugs  available  is  pre- 
sented in  detail. 

The  chapters  on  drug  therapy  are  very  good 
and  have  excellent  tables  and  diagrams.  Di- 
etary methods  to  prevent  hypokalemia  are  dis- 
cussed, especially  through  the  use  of  diuretics. 

This  book  can  be  recommended  to  the  prac- 
ticing physician  who  is  looking  for  advice  on  how 
to  diagnose  and  treat  the  hypertensive  patient. 
Vincent  Annunziata,  M.D. 


Cardiac  Function  in  Health  and  Disease. 

By  Robert  J.  Marshall,  M.D.,  and  John  T.  Shep- 
herd, M.D.  Octavo  of  409  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $15. 

An  excellent  book.  The  material  is  clearly 
and  authoritatively  presented  and  well  docu- 
mented by  appropriate  reference  to  the  current 
literature.  The  chapter  headings  cover  a list  of 
subjects  that  should  be  of  interest  to  many 
readers;  not  only  undergraduate  students, 
house  officers  and  fellows,  but  established  in- 
vestigators and  clinicians  looking  for  up-to-date 
information  on  the  subjects  covered.  Your 
reviewer  sampled  many  of  the  chapters  and 
found  them  highly  satisfactory. 

Having  recently  studied  the  heart  in  hyper- 
thyroidism, the  chapter  on  catecholamines 
seemed  very  good.  The  extensive  bibliogra- 
phies at  the  end  of  each  chapter  should  prove 
extremely  valuable.  Because  of  this  and  be- 
cause of  the  excellent  manner  in  which  the  sub- 
ject matter  is  treated,  this  book  is  highly  recom- 
mended. Edwin  P.  Maynard,  Jr.,  M.D. 


Structural  Basis  of  Renal  Disease.  Edited 
by  E.  Lovell  Becker,  M.D.  Quarto  of  770 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1968.  Cloth,  $39.50. 

This  volume,  which  is  very  well  organized, 
fulfills  its  stated  purpose  of  correlating  morpho- 
logic with  functional  changes  in  renal  disease, 
ft  is,  in  the  main,  the  product  of  the  conjoined 
efforts  of  a number  of  internists,  pathologists, 
and  a pediatrician.  Each  chapter  is  not  only 
presented  from  this  point  of  view,  but  is  also 
followed  by  a series  of  plates  which  illustrate 
each  topic  discussed.  The  profusion  of  plate 
supplements  actually  makes  the  volume  a “book- 
atlas.” 

Some  readers  will  criticize  the  exclusion  of 
therapeutic  considerations.  This,  however,  is 
more  than  compensated  for  by  the  excellence  of 
the  material  and  the  manner  of  its  presentation. 
Isaac  S.  Friedman,  M.D. 
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Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 

works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

See  adjacent  page  for  brief  summary  of  prescribing  information. 


Month  in  Washington 


The  incoming  Administration’s  work  on  a 
health  program  was  started  with  President-elect 
Richard  Nixon’s  appointment  of  John  Dunlop, 
a Harvard  University  professor,  to  head  a 
special  task  force.  Dunlop,  age  fifty-four,  is  a 
prominent  economist  and  an  expert  in  the  man- 
power field.  He  has  been  a frequent  adviser  to 
the  Federal  government  since  1948. 

In  a letter  to  employes  of  the  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare,  Sec- 
retary Wilbur  J.  Cohen,  who  will  return  to 
teaching  at  the  University  of  Michigan,  listed 
13  health  goals  for  the  1970s.  He  previously 
had  said  that  his  teaching  position  would  leave 
him  time  to  work  for  new  and  expanded  health 
programs. 

Most  of  the  following  goals  are  noncontro- 
versial,  and  Cohen  did  not  elaborate  on  details 
of  implementation  where  controversy  arises. 

— Continued  expansion  of  medical  research 
and  more  rapid  dissemination  of  new  knowledge 
to  prevent  and  cure  illness. 

— Elimination  of  economic  barriers  to  medical 
care,  through  comprehensive  health  insurance 
and  other  public  and  private  programs. 

Major  reduction  in  the  infant  mortality 
rate  and  early  childhood  diseases. 

— Elimination  of  malnutrition. 

Improvement  in  the  organization  and 
delivery  of  medical  care,  with  continued  empha- 
sis on  high  quality. 

Widespread  transplantation  of  human  or- 
gans and  development  of  artificial  organs. 

— Expanded  prevention  and  improved 
chances  of  recovery  from  heart  disease,  stroke, 
and  cancer. 

— Increase  of  health  manpower  and  better 
use  of  professional  skills. 

— Elimination  of  large  mental  institutions 
and  expansion  of  community  mental  health 
centers  accessible  to  all. 

— Family  planning  services  available  to  every- 
one. 

Improvement  in  the  quality  of  the  environ- 
ment, with  major  reduction  in  air  and  water 
pollution. 

Reduction  of  alcoholism,  drug  addiction, 
mental  illness  and  mental  retardation,  and  ac- 
cidents. 

Elimination  of  smallpox,  diphtheria,  polio, 
whooping  cough,  and  measles. 

* * * 

Developments  in  the  drug  field  include  the 
beginning  of  tests  of  an  old  drug  used  in  the 
treatment  of  pneumonia  and  a new  one  for 
Parkinson’s  disease. 

P repared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


The  National  Institutes  of  Health  started  a 
widespread  test  of  a polyvalent  pneumonococcal 
vaccine  that  was  discarded  twenty  years  ago 
with  the  entrance  of  antibiotics.  Edwin  M. 
Lerner,  M.D.,  coordinator  of  the  test  program, 
said  it  had  been  demonstrated  that  persons  die 
of  pneumonia  because  of  damage  in  the  early 
stage,  and  that  antibiotics  have  not  been  a cure- 
all.  The  old  vaccine,  manufactured  by  E.  R. 
Squibb  and  Sons,  was  licensed  and  found  effec- 
tive in  1948  but  was  taken  off  the  market  in 
1952  because  of  lack  of  sales. 

“Penicillin  was  the  cure-all  in  those  days,” 
Dr.  Lerner  said.  “It  was  felt  that  there  was  no 
need  to  vaccinate  people.  After  all,  we  thought 
we  could  cure  them.” 

The  Public  Health  Service  announced  a pro- 
gram to  test  an  experimental  drug  in  the  treat- 
ment of  Parkinson’s  disease.  Robert  Q. 
Marston,  M.D.,  director  of  the  National  In- 
stitutes of  Health,  said  the  drug,  L-DOPA,  may 
help  “up  to  75  per  cent  of  patients.”  But  he 
cautioned  it  has  “serious  and  unpleasant  side 
effects”  which  must  be  carefully  checked. 

Other  developments  in  the  drug  field  included 
the  following: 

1.  The  Pharmaceutical  Manufacturers  As- 
sociation disputed  the  finding  of  an  HEW  Task 
Force  on  Drugs  that  a $41.7  million  saving 
could  have  been  obtained  by  use  of  generic  in- 
stead of  brand  name  drug  products  in  67  of  the 
409  prescription  drugs  used  most  often  by  el- 
derly persons.  C.  Joseph  Stetler,  president  of 
the  Pharmaceutical  Manufacturing  Association, 
said  the  claim  was  not  documented  and  was 
based  “on  the  unproved  assumption  that  pre- 
scriptions written  by  generic  name  cost  sub- 
stantially less.” 

2.  A Food  and  Drug  Administration  ad- 
visory committee  said  that  existing  data  on 
whether  or  not  birth  control  pills  can  cause 
cancer  of  the  cervix  still  shows  inconclusive 
results.  The  Advisory  Committee  on  Obstetrics 
and  Gynecology  repeated  the  recommendation 
of  the  World  Health  Organization  that  all 
women  using  birth  control  pills  undergo  medical 
examinations  every  six  to  twelve  months. 

3.  The  government  has  drawn  up  a national 
drug  system  to  permit  computerized  processing 
of  drug  data.  The  code  is  designed  to  provide 
the  needed  common  language  in  which  to  com- 
municate rapidly  and  accurately  essential  in- 
formation about  drugs.  The  code  was  drawn 
up  by  HEW  and  the  Drug  Trade  Conference, 
which  represents  drug  manufacturers  and  dis- 
tributors. 

Regional  medical  programs,  a majority  of 

continued  on  page  238 
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The  Economic  and  Legal  Aspects 

FEBRUARY  14™  of  Medical  Writing 

Presented  by:  New  York  State  Journal  of  Medicine 
American  Medical  Writers  Association  (N.Y.  Chapter) 

“THE  WRITER  AND  THE  DOLLAR” 

The  Physician-Writer’s  Problems  • Medical  Writers  in  Private  Em- 
ployment and  Civil  Service  Jobs  • What  do  Medical  Copywriters 
Cost  and  What  do  they  Contribute?  • The  Problems  of  Free-Lance  • 
Publishers  and  Royalties:  Should  Medical  Writers  Get  Residuals?  • 
Grantsmanship  and  the  Medical  Writer  • How  Not  to  Save  Money  on 
Graphics 

“THE  WRITER  AND  THE  LAW” 

Is  “Erroneous  Literature”  a Defense  against  Medical  Error?  . How 
much  Trust  can  you  Place  in  the  Literature?  • Questionable  Copy  and 
the  Copywriter’s  Conscience  • How  Diffuse  can  Responsibility  Get?  • 

Should  the  Labeling  Rules  Apply  to  Press  Releases? 

PRESENTATIONS  AND  PANEL  DISCUSSIONS  by  noted  author- 
ities in  medicine,  publishing,  and  law  with  participation  from  the  floor. 

The  full-day  meeting  takes  place  at  the  Americana  Hotel  the  day 
after  the  Annual  Meeting  of  the  New  York  State  Medical  Society. 
Complete  Program  to  appear  in  the  February  1st  issue  of  the  Journal. 

CHAIRMEN  OF  SESSIONS: 

Bjorn  Thorbjarnarson,  M.D.,  Professor  of  Surgery,  New  York  Hos- 
pital-Cornell  Medical  Center. 

Leon  Summit,  Director  of  Publications,  Media  Medica,  Inc.;  formerly 
Editor,  Spectrum. 

Sol  J.  London,  M.D.,  Director  of  Clinical  Research,  Vick  R.  & D. 

John  H.  Beckley,  M.D.,  Medical  Director,  Colgate-Palmolive  Co. 

Medical  Communications  Day 

FRIDAY,  FEBRUARY  14,  1969/THE  AMERICANA,  N.Y.C. 

Advance  registration  at  reduced  fee  of  $7.50  for  members  (Medical 
Society  of  the  State  of  New  York  or  American  Medical  Writers  As- 
sociation), $10.00  for  non-members,  if  received  by  February  12th. 

($8.50  and  $12.00  after  this  date).  Registration  fee  includes  morn- 
ing and  afternoon  sessions  and  luncheon.  Tickets  will  be  held  at  door. 


Enclosed,  is  check  (or  money  order)  in  the  amount  of  for reservations  for  Medical 

Communications  Day  on  February  14,  1969. 

NAME GU  EST  


ADDRESS 


AFFILIATION 


Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  750  Third  Avenue , 
New  York,  New  York  10017. 
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So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 
But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy:  Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


DIA  •quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied : In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 


DIA  -QUELuoue 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 
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which  involve  continuing  education  of  phy- 
sicians, are  now  under  way  in  24  areas,  with 
261  separate  projects  being  carried  out,  accord- 
ing to  a government  report.  Thirty-one  re- 
gions have  not  yet  embarked  on  specific  pro- 
grams. 

The  states  and  regions  which  listed  the  most 
projects  to  date  are  Tennessee  (mid-South), 
27;  Missouri,  25;  Texas,  24;  South  Carolina, 
16;  Intermountain  region  (Utah,  Wyoming, 
Montana,  Idaho,  and  Nevada),  16;  Michigan 
15;  Georgia,  14;  Kansas,  14;  Washington- 
Alaska,  4;  Albany,  New  York,  10;  Memphis, 
Tennessee,  10;  California,  9;  Rochester,  New 
York.  9;  and  Oregon,  7. 

* * * 

The  nation’s  largest  mental  institution,  Saint 
Elizabeth  Hospital,  Washington,  D.C.,  will  be 
converted  to  a model  institution  with  modern 
mental  health  services,  training,  and  research 
by  the  National  Institute  of  Mental  Health. 

The  National  Center  for  Mental  Health 
Services,  Training,  and  Research  will  be  headed 
by  Sherman  N.  Kieffer,  M.D.,  assistant  surgeon 
general,  U.S.  Public  Health  Service.  The  new 
national  center  will  have  three  divisions.  One  is 
the  Saint  Elizabeth  Hospital-Division  of  Clinical 
and  Community  Services.  In  collaboration  with 
the  District  of  Columbia  Department  of  Health, 
this  division  will  operate  the  area-D  Community 
Mental  Health  Center  which  includes  much  of 
Southeast  Washington.  It  will  also  provide 
active  treatment,  care,  and  rehabilitation  serv- 
ices for  the  beneficiaries  of  Saint  Elizabeth 
Hospital. 

A division  of  intramural  training  will  ad- 
minister an  expanded  institute  program  to  train 
new  types  of  auxiliary  mental  health  manpower 
and  to  test  new  training  technics. 

The  third  division  will  be  responsible  for  the 
development  of  new  approaches  in  clinical  re- 
search. 

* * * 

A deadly  brain  and  skull  defect  was  found  in 
four  of  14  aborted  fetuses  whose  mothers  used 
LSD  (lysergic  acid  diethylamide),  a George 
Washington  University  geneticist  reported. 


Dr.  Cecil  B.  Jacobson,  reporting  to  a Dis- 
trict of  Columbia  Medical  Society  meeting, 
said  he  also  found  “moderate”  to  “severe” 
flaws  in  chromosomes  of  “at  least  50  per  cent” 
of  75  female  users  of  LSD.  The  flaws  are  in 
genetic  material  and  could  impair  offspring,  he 
said. 

Jacobson  and  his  associates  said  they  found 
their  subjects  by  advertising,  in  an  underground 
newspaper,  for  pregnant  women  users  of  LSD, 
“No  questions  asked.”  Among  the  group  he  has 
studied,  he  said,  there  were  22  normal  births 
and  35  abortions,  only  14  of  which  produced 
fetuses  intact  enough  for  study. 

Four  of  the  14  had  exencephaly  which  nor- 
mally shows  in  less  than  one  half  of  1 per  cent 
of  babies,  he  said.  One  characteristic  of  this 
fatal  disease  is  that  the  brain  is  outside  the  skull. 
Eighty  per  cent  of  the  women  studied  were 
unmarried,  Jacobson’s  aides  said.  Some  had 
taken  as  little  as  one  dose  of  LSD,  and  others 
had  taken  it  numerous  times. 

* * * 

Man  is  threatened  with  self-destruction  be- 
cause he  has  damaged,  ignored,  and  contam- 
inated “the  earth  that  gives  him  life,”  according 
to  a Federal  government  official.  Charles  C. 
Johnson,  Jr.,  administrator  of  the  newly  created 
HEW  Consumer  Protection  and  Environmental 
Health  Service,  said  the  threat  from  pollution, 
unsafe  food,  drugs,  water  and  chemical  additives 
to  food,  among  other  things,  is  increasing  each 
year. 

Johnson  spoke  at  a symposium  on  Human 
Ecology.  Ecology  is  the  branch  of  science  deal- 
ing with  the  relationship  between  people  and 
their  environment.  “With  regard  to  the  phys- 
ical environment,  we  have  reached,  or  at  the 
very  least  are  rapidly  approaching,  a critical 
point,”  Johnson  told  the  gathering  of  scientists, 
lawyers,  sociologists,  engineers,  and  other  spe- 
cialists. 

“Every  year,  pollution  gets  worse,  rather 
than  better;  the  threat  from  unsafe  food,  drugs, 
water,  and  a variety  of  consumer  products  is 
increasing;  the  quality  of  American  life,  par- 
ticularly urban  life,  is  deteriorating  in  a morass 
of  environmental  problems  so  complex  as  to 
appear  almost  beyond  remedy,”  Johnson  said. 
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”It’s  a round-trip  ticket  I’m  in  the  middle  of  a 
heart  transplant!” 


^ULCER 
HEALS 

Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ava„  N.  Y.  10035 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr 

City Zone State. 

Street 
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If  he  can  remember  breakfast, 
he  can  remember  Renese-R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a EM.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine — Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz- 
ards to  the  fetus.  The  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions:  Since  all  diuretic  agents  may 
reduce  serum  levels  of  sodium,  chloride,  and 
potassium,  patients  should  be  observed  regu- 
larly for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro- 
intestinal disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate 
effects  of  hypokalemia.  Should  hypokalemia 
occur  or  be  suspected,  foods  high  in  potas- 
sium may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.) 
or  oral  potassium  supplements  administered 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs  i 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
ance even  in  previously  normal  patients  or 
decrease  PBI  levels  without  signs  of  thyroid 
disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
may  decrease  the  arterial  responsiveness  to 
norepinephrine.  The  antihypertensive  effects 
of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

Reserpine — Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine— Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
—0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1 ,000. 

More  detailed  professional  information  avail- 
able on  request. 


LABORATORIES  DIVISION 

New  York,  N.Y.  10017 
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You  get  him  off  to  a good  start. 
With  U.S.  Savings  Bonds. 

On  his  first  birthday. 

On  his  first  Christmas. 

As  he  grows,  the  Bonds  grow. 
When  he’s  ready  for  college, 
the  Bonds  can  help  put  him 
through. 

And  if  everybody  in  the  family 
gave  him  Savings  Bonds, 
someday  he’d  be  a very  tough 
guy  to  buy  anything  for. 

Because  what  can  you  give  a guy 
who  has  everything? 


GIVE  U.S.  SAVINGS  BONDS 


© 


The  U.S.  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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Medical  Meetings 


Disturbances  of  pigmentation 
subject  of  lecture 

The  Brooklyn  Dermatological  Society  is 
sponsoring  a lecture  on  “Disturbances  of  Pig- 
mentation— Diagnosis  and  Treatment”  to  be 
held  on  January  28,  at  8:00  p.m.,  in  Lecture  Hall 
Number  1,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn.  Guest  speaker 
will  be  Aaron  Benson  Lerner,  M.D.,  professor 
of  dermatology,  Yale  University  Medical 
School. 

Dwarfs  and  midgets  topic  of  lecture 

The  annual  Murray  B.  Gordon  lecture  will  be 
given  on  February  3,  at  4:00  p.m.,  in  the  First 
Floor  Lecture  Hall,  Basic  Sciences  Building, 
Downstate  Medical  Center,  450  Clarkson  Ave- 
nue, Brooklyn.  The  topic  of  the  lecture  is 
“Dwarfs  and  Midgets,”  and  the  guest  speaker  is 
Victor  A.  McKusick,  M.D.,  professor  of  medi- 
cine, The  Johns  Hopkins  School  of  Medicine. 

Course  in  clinical  medicine  offered 
for  foreign  medical  graduates 

The  Clinical  Medicine  Curriculum,  offered  by 
the  New  York  Polyclinic  Medical  School  and 
Hospital,  in  preparation  for  examinations  given 
by  the  Educational  Council  for  Foreign  Medical 
Graduates  and  the  State  Boards,  will  be 
scheduled  from  June  2 through  September  5, 
provided  a sufficient  number  of  students  register 
for  it. 

This  is  a full-time  course,  from  9:00  a.m.  to 
4:00  p.m.,  Monday  through  Friday.  It  con- 
sists of  400  hours  of  formal  instruction  in  medi- 
cine, surgery,  the  various  specialties,  and  ap- 
plied medical  sciences.  Application  for  ad- 
mission to  the  course  must  be  made  prior  to 
May  15. 

For  further  information  concerning  registra- 
tion and  tuition  fees,  entrance  requirements, 
and  the  curriculum  write  to:  office  of  the  dean, 
New  York  Polyclinic  Medical  School  and 
Hospital,  345  West  50th  Street,  New  York, 
New  York  10019. 

Symposium  on  cerebellum  to  be  held 

The  Fourth  Symposium  of  the  Fulton  Society 
will  be  held  at  the  Hilton  Hotel,  New  York 
City,  on  September  20.  The  topic  will  be 
“The  Cerebellum.” 

For  further  information,  contact  Victor 
Soriano,  M.D.,  Calle  Buenos  Aires  363,  Mon- 
tevideo, Uruguay. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophyiline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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AN  IMPORTANT  MESSAGE  ON  SPUTUM  CYTOLOGY 

Sputum  Cytology —practical  and  economical  as  a routine  diagnostic 
aid  for  the  detection  of  lung  cancer  to  be  used  in  conjunction  with 
other  diagnostic  techniques  (such  as  roentgenology  and  broncho- 
scopy) in  industry,  hospitals,  community  health  centers,  and  private 
practice. 
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AN  AID  TO  THE  MEDICAL 
COMMUNITY:  Sputum  cy- 
tologic screening  is  an  aid 
in  lung  cancer  detection 
when  used  with  profes- 
sional judgment  as  part  of 
the  diagnostic  workup  of 
the  patient. 

Pulmonary  exfoliative  cytology  is 
a useful  diagnostic  aid  when  used 
in  conjunction  with  other  diag- 
nostic techniques  in  early  lung 
cancer  detection;  however,  prob- 
lems in  sputum  collection,  diffi- 
culties in  preparation,  and  ex- 
penses involved  have  made  it 
impractical  for  routine  screening. 
As  a consequence,  it  has  not  been 
used  to  the  fullest  in  private,  in- 
dustrial, and  public  health  pro- 
grams. The  CYTEC®  System  of 
Sputum  Cytology  helps  overcome 
most  of  these  problems. 

The  CYTEC  System  is  sputum 
cytology  with  rapidity 

Developed  by  Nuclear  Research 
Associates,  Inc.,  the  CYTEC  Sys- 
tem provides  reliable  collection, 
preservation,  separation,  and  con- 
centration of  cells  as  well  as  auto- 
mated staining,  all  with  accuracy, 
uniformity,  speed,  and  simplicity. 

This  System  has  been  tested  for 
the  last  few  years  in  industrial  and 
commercial  pilot  investigation 
programs  as  well  as  in  numerous 
major  hospitals. 

CYTEC  is  simple,  convenient 
and  easy  to  use 

The  CYTEC  System  provides  a 
sputum  collection  kit  containing 
a plastic  test  tube  with  a built-in 
funnel  which  facilitates  the  col- 
lection of  early-morning  “deep 
cough”  specimens.  A tight-fitting 
cap  creates  a leak-proof  receptacle 
containing  a preservative/fixative 
which  eliminates  the  need  for 
refrigeration. 


The  patient  simply  collects  the 
sputum  produced  by  early-morn- 
ing “deep  coughs,”  on  four  sep- 
arate days,  closes  the  test  tube  and 
returns  it  to  his  physician,  medi- 
cal director  at  his  place  of  employ- 
ment, or  public  health  officer  who 
can  then  send  it  in  the  self-con- 
tained mailer  directly  to  our  Ga 
Detection  Laboratories  for  analy- 
sis. Reports  will  be  returned  only 
to  the  designated  physician.  Photo- 
micrographs showing  morpho- 
logic cellular  changes,  if  present, 
accompany  the  physician's  report. 

CYTEC  can  be  obtained 
only  through  the  medical 
community 

CYTEC  is  being  offered  only  to 
practicing  physicians  including 
medical  directors  of  industrial, 
community,  and  public  health 
programs.  It  is  being  offered  as  a 
diagnostic  aid  to  be  used  in  con- 
junction with  other  techniques. 
CYTEC  screening  results  serve  as 
indicators  for  possible  further 
workup. 


Professional  information 
available  on  request. 

Ca  Detection  Laboratories 

12  Nevada  Drive 

New  Hyde  Park,  N.Y.  11040 


A few  words  about  Nuclear 
Research  Associates,  Inc., 
and  its  Ca 

Detection  Laboratories 

Nuclear  Research  Associates,  Inc. 
is  an  interdisciplinary  organiza 
tion  of  physicians,  physicists,  biol- 
ogists, chemists,  and  engineers 
working  in  the  physical,  biolog- 
ical, and  medical  sciences.  The  Ca 
Detection  Laboratories  represents 
a portion  of  Nuclear’s  recently 
established  biomedical  division 
and  is  devoted  to  research  and 
technology  in  the  cancer  detec- 
tion field.  CYTEC  is  the  first  de- 
velopment to  be  offered  to  the 
medical  community  by  the  bio- 
medical division.  Others  are  on 
their  way. 


CYTEC®  is  a registered  trademark 
of  Nuclear  Research  Associates,  Inc. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description : V-Cillin  K.  the  potassium  salt  of  V-Cillio®  (phenoxymethyl  penicillin. 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections;  infec- 
tions caused  by  sensitive  strains  of  staphylococci;  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever;  and  prevention  of  bacterial 
endocarditis  after  tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypeisensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all.  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  of  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported:  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  (see  Warnings!. 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants,  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  for  prophylaxis  of  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied : Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets. 
U.S.P.),  125  mg.  (200.000  units),  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pediatric,  for  Oral  Solu- 
tion, 125  mg.  (200,000  units)  and  250  mg.  (400.000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«js6m]  eootae 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Expansion  of  first-year  enrollment  1963  to  1971* 


There  is  understandable  impatience  with 
the  rate  of  expansion  of  medical  school 
entrants  since  the  appropriation  of  Federal 
assistance  in  1965.  This  report  is  the  first 
of  a series  analyzing  the  experience  which 
medical  schools  have  had  with  some  of  the 
factors  that  contribute  to  delays  in  the  con- 
struction of  educational  facilities. 

The  Health  Education  Assistance  Act 
of  1963  (PL  88-129)  was  enacted  into  law 
in  September  of  the  same  year  (FY-64). 
The  Act  responded  to  the  predictions  of  a 
medical  manpower  crisis  by  a number  of 
diverse  groups,  including  the  report  of  the 
surgeon  general’s  Consultant  Group  in 
Medical  Education  in  1959  and  the  Resolu- 

* datagrams,  vol.  10,  no.  3,  September,  1968. 


tion  of  the  Institutional  Membership  of  the 
Association  of  American  Medical  Colleges 
(January,  1961). 

With  the  provision  of  appropriations 
authorized  by  PL  88-129,  seven  medical 
schools  were  advanced  enough  in  their 
planning  for  new  construction  to  have  their 
applications  approved  and  funded  for 
FY-65.  The  total  amount  estimated  for 
the  educational  component  was  $68.4 
million  (Fig.  1).  The  amount  requested 
from  the  Federal  government  under  PL 
88-129  was  $48.8  million  (71  per  cent). 
The  amount  awarded  after  review  was 
$29.0  million  (42  per  cent).  The  difference 
of  $19.8  million  (29  per  cent)  can  be 
assumed  to  represent  either  a constriction 
in  institutional  plans  or  provision  of  addi- 


FIGURE  1.  The  number  of  actual  and  planned  places  for  7 schools,  1963  to  1970,  and  the  cost  of  planned 
places. 
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tional  funds  by  the  institutions  for  es- 
sential features  of  their  plans.* 

Under  the  terms  of  the  awards,  these 
institutions  agreed  to  produce  a total  of 
202  new  places  in  the  first-year  class  in 
medicine  by  1971.  In  1963,  the  total 
number  of  first-year  places  in  the  seven 
schools  was  642.  The  goal  for  expansion  is 
844  (31  per  cent  increase).  Figure  1 shows 
that  the  first-year  class  of  September, 
1968,  is  expected  to  number  797  places,  ex- 
panding by  157  new  places  as  scheduled. 
This  expansion  has  been  achieved  in  spite 
of  the  fact  that  with  one  exception  each  of 
these  medical  schools  reports  delays  in  the 
construction  program  from  six  months  to 
more  than  a year. 

Figure  2 shows  the  national  experience 
and  projections  for  first-year  places  in  all 
medical  schools  over  the  same  period. 

* PHS  Division  of  Hospital  and  Medical  Facilities,  Edu- 
cational Facilities  Branch,  July  22,  1964,  and  June  21,  1965. 


it)Tw.  enrollment 


FIGURE  2.  Total  first-year  enrollment,  1961  to  1958, 
and  projections  to  1971. 

Table  I analyzes  this  graph  in  terms  of 
additional  places  in  new  schools  and  addi- 
tional places  in  established  schools. 


TABLE  I.  Cumulative  expansion  of  existing  and  new  school  first-year  enrollment 
1963  to  1968  and  projections  1969tol971 


Year 

Total 
First- Year 
Enrollment 

Total 
First- Year 
Expansion 

Cumulative 
Expansion  of 
Existing  School 
Enrollment 

Cumulative 
Enrollment 
of  New 
Schools 

1963 

8,772 

1964 

8,856 

84 

60 

24 

1965 

8,759 

35 

11 

24 

1966 

8,964 

192 

123 

69 

1967 

9,474 

702 

487 

215 

1968 

9,653* 

881* 

449* 

432* 

1969 

10,292 

1,520 

888 

632 

1970 

10,656 

1,884 

1,140 

744 

1971 

10,950 

2,178 

1,284 

894 

* Estimated  from  data  available  July  19,  1968. 
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THE  RESTLESS  DUODENUM 


DUODENUM-(Conventional  X-ray) 

The  restless  duodenum  makes  radiographic  diag- 
nosis difficult,  uncertain  and  often  unproductive. 
Is  this  duodenum  normal? 


...AT  REST 


SAME  DUODENUM -(Hypotonic  X-ray) 
Pro-BanthTne-induced  duodenal  calm  permits  full 
anatomic  appraisal  in  the  same  patient.  Duodenal 
normality  is  now  evident. 


Pro -Ban  thine 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthlne  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 
In  the  hypotonic  duodenograph 1 2 repro- 
duced above,  the  gastrointestinal  tract  was 


relaxed  with  Pro-Banthlne.  The  duodenum 
was  intubated.  Pro-Banthlne  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliai^j 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 


Coiifr«i)idicatio>is.Glaucoma;severecardiacdisease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 


SEARLE 


six  times  dailymaybe  required.  Pro-Banthlne  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 
89:438-443  (Sept.)  1967. 

(3)  Cf.  also,  Liotta,  D.:  Pour  le  diagnostic  des  tu- 
meurs  du  pancreas:  la  duodenographie  hypoto- 
nique,  Lyon  chir.  50:445-460,  (May-June)  1955. 

the  Service  of  Medicine 


251 


I 


I 

i 


I 


She  is  ^MiUitecl.  She  is  67. 
When  she  needs  an  antibiotic 
she  may  be  a candidate  for 


DECLOSTATIN  300 

RfnicllivUhlortftrafvolineHClSOO  mg  1 • 

and  Nystatin  500,000  units  •»  g~m 

tAPSi  LE-SHAPED  TABLETS  Lederle  J J • 1 • UL  • 
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To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms:  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants,  I 
increased  intracranial  pressure  with  bulging  fontanels  has  1 
been  observed.  All  signs  and  symptoms  have  disappeared  ' 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea.  1 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  j 
pruritis  ani.  Skin  — maculopapular  and  erythematous! 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been  I 
reported.  Photosensitivity;  onycholysis  and  discoloration  jj 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dost* 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions! 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 1 
dental  staining  (yellow-brown)  in  children  of  mothers  j] 
given  this  drug  during  the  latter  half  of  pregnancy,  and  ii 
children  given  the  drug  during  the  neonatal  period,  in  I 
fancy  and  early  childhood.  Enamel  hypoplasia  has  beei  I 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn  I 
crasy  occurs,  discontinue  medication  and  institute  appro  I 
priate  therapy.  Demethylchlortetracycline  may  form  i ; 
stable  calcium  complex  in  any  bone-forming  tissue  witl 
no  serious  harmful  effects  reported  thus  far  in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  m 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  afte 
meals,  since  absorption  is  impaired  by  the  concomitan 
administration  of  high  calcium  content  drugs,  foods  am 
some  dairy  products.  Treatment  of  streptococcal  inlet 
tions  should  continue  for  10  days,  even  though  symptom 
have  subsided.  J 

LEDERLE  LABORATORIES,  A Division  of  America 
Gyanamid  Company,  Pearl  River,  New  York 
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Scientific  Articles 


Human  Tolerance  to 
Electric  Countershock 


electric  countershock  for  elective  con- 
version of  auricular  arrhythmias  and  for 
emergency  interruption  of  ventricular  tachy- 
cardia and  fibrillation  was  studied  in  17  cases 
which  required  20  or  more  electric  counter - 
shocks.  The  ill  effects  have  been  remarkably 
infrequent  from  the  anatomic , physiologic,  and 
clinical  points  of  view,  and  there  appears  to  be 
little  or  no  internal  damage  to  the  human  body 
from  the  current  used.  To  offset  the  side- 
effect  of  delayed  arrhythmias,  cardiosuppres- 
sive  medication  should  also  be  used.  Follow- 
ing sudden  onset  of  ventricular  arrhythmia, 
the  patient  should  be  observed  closely  to  de- 
termine if  the  attack  will  subside  spontane- 
ously; after  a brief  period,  electric  counter- 
shock should  be  applied  for  its  lifesaving 
properties  and  freedom  from  serious  side- 
effects. 


JOHN  T.  FLYNN,  M.D. 

New  York  City 
PRATEEP  R.  MEHTA,  M.D.* 
New  York  City 
DAVID  T.  KIANG,  M.D.f 
New  York  City 
FE  J.  ALMAZAN,  M.D. 

New  York  City 

From  the  Department  of  Medicine 
Beekman -Downtown  Hospita 

Electric  countershock  has  been  firmly 
established  as  a valuable  therapeutic  tool 
for  elective  conversion  of  auricular  arrhyth- 
mias and  for  emergency  interruption  of 
ventricular  tachycardia  and  fibrillation. 
The  majority  of  patients  with  serious 
ventricular  arrhythmias  require  one  or  very 
few  countershocks;  a few  patients  have  re- 
quired a great  number  of  shocks  over  a 
period  of  a few  hours  up  to  several  days. 
Our  experience  with  prolonged  countershock 
in  2 cases  prompted  a review  of  the  clinical 
features  of  such  unusual  instances. 

Review  of  reported  cases 

This  report  presents  2 cases  and  reviews 
15  other  cases  of  serious  ventricular  ar- 
rhythmias, all  of  which  required  20  or  more 
electric  countershocks  (Table  I).  The 
cases  are  about  equally  divided  between 
males  and  females  with  an  age  range  of  from 
twenty-five  to  seventy-eight  years.  The 

* Present  address:  Veterans’  Administration  Hospital, 

Long  Beach,  California. 

t Present  address:  Francis  Delafield  Hospital,  New  York 
City. 


underlying  heart  disease  by  clinical  and/or 
pathologic  criteria  was  rheumatic  in  2, 
hypertensive  in  1,  and  arteriosclerotic  in  8 
out  of  the  15  cases.  Old  myocardial  infarc- 
tion was  clinically  evident  in  4 cases;  in 
only  1 case  was  there  evidence  of  a recent 
myocardial  infarction  either  clinically  or 
pathologically.  Transient  hypertension 
was  noted  in  5 of  the  15  cases;  congestive 
failure  was  a complication  in  6 patients. 
Ventricular  tachycardia  and  ventricular 
fibrillation  occurred  in  all  reported  cases;  in 
7 of  the  15  cases,  other  disturbances  of 
rhythm  and  of  conduction  included  par- 
oxysmal auricular  tachycardia,  ventricular 
flutter,  asystole,  bundle-branch  block,  and 
all  degrees  of  atrioventricular  block. 

Intercurrent  diseases,  especially  vascular 
disease,  were  common  but  did  not  interfere 
with  the  effective  use  of  numerous  counter- 
shocks. A patient  undergoing  resection  of 
an  intercranial  aneurysm  developed  ven- 
tricular fibrillation  under  hypothermia  but 
survived  for  more  than  one  week  after  46 
DC  (direct  current)  shocks  on  the  day  of 
operation.5  A thirty-one-year-old  female 
immediately  post  partum  developed  recur- 
rent ventricular  fibrillation  after  a curettage 
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TABLE  I.  Fifteen  cases  of  ventricular 


Reference 

and  Sex  of  Age  Clinical  Cardiac 

Patient  (Years)  Disorder 


Zoll,  Linenthal, 
and  Zousky1 

M 68 


F 78 


F 73 


Adams-Stokes  attacks, 
complete  atrioventricu- 
lar block,  ventricular 
fibrillation 

Arteriosclerotic  coronary 
disease,  right  bundle- 
branch  block,  first  and 
second  degree  atrio- 
ventricular block,  ven- 
tricular fibrillation 
Postoperative  ventricular 
tachycardia  and  ven- 
tricular fibrillation 


M 


68  Adams-Stokes  attacks 
(asystolic) 


F 


Bedynek  et  al.~ 

F 31 


Congestive  heart  failure; 
partial  to  complete 
atrioventricular  block; 
ventricular  tachy- 
cardia, ventricular 
fibrillation 

“Innocent  murmur,” 
ventricular  tachy- 
cardia, ventricular 
fibrillation 


Kong  and  Proudfit3 
M 62 


McLaughlin  et  al.A 
F 25 


Hypertensive  heart  dis- 
ease; congestive  fail- 
ure; auricular  fibrilla- 
tion; paroxysmal 
auricular  tachycardia; 
ventricular  flutter,  ven 
tricular  tachycardia; 
ventricular  fibrillation 

Ventricular  fibrillation 


Stept  and  Safari 
M 59 


Steward,  Baker, 
and  Finlaysonf 

M 63 


Hypertensive  heart  dis- 
ease; old  myocardial 
infarction;  postopera- 
tive asystole  and  ven- 
tricular fibrillation 


Arteriosclerotic  heart  dis- 
ease, old  myocardial 
infarction,  coronary  in- 
sufficiency, congestive 
failure  (postoperative), 
ventricular  fibrillation 


Sloman,  Robinson, 
and  McLean7 

M 44  Arteriosclerotic  heart  dis- 

ease, old  myocardial 
infarction,  coronary 
insufficiency,  ventricu- 
lar tachycardia,  ven- 
tricular fibrillation 

Ranier-Pope  et  al.H 

F 31  Rheumatic  heart  disease; 

mitral  insufficiency; 
subacute  myocardial 
endocarditis;  auricular 
fibrillation;  congestive 
failure;  mitral  annulo- 
plasty;  ventricular 
flutter  and  fibrillation 
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Other  Intercurrent 
Disease 


Jaundice,  cerebral 
damage 


Peripheral  thrombo- 
phlebitis 


Intestinal  carcinoma; 
incarcerated  femoral 
hernia 

None  reported 


Staphyloccal  pneu- 
monia, gastrointesti- 
nal hemorrhage, 
anemia 


None  reported 


Renal  artery  stenosis, 
pneumonia  or  embo- 
lism 


Alcoholism;  pulmonary 
tuberculosis;  pneu- 
monectomy; trache- 
ostomy; respiratory 
acidosis 

Aneurysm,  right  middle 
cerebral  artery; 
uremia 


Peripheral  vascular  dis- 
ease; aortic  bifurca- 
tion graft 


Severe  acute  emotional 
upset 


( Continued  on  page  2o6) 
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Medication- — ■ 

Before  Onset 

of  Serious  Used  in 

Arrhythmias  Treatment 


None  (external  AC 
stimulation  only) 


Heparin  (external  AC 
stimulation) 


Quinidine,  general 
anesthetic 


Atropine,  potassium, 
ephedrine,  insulin, 
isoproterenol,  epine- 
phrine, chlorthiazide 
None 


Atropine,  meperidine 
hydrochloride, 
general  anesthesia 


Reserpine,  diuretics, 
guanethidine  mono- 
sulfate, digitoxin, 
thiopental  sodium 


Tetracycline,  poly- 
myxin, chloramphen- 
icol, curare,  digi- 
toxin, lanatoside  C, 
hydrocortisone 

Thiamylal  sodium,  suc- 
cinylcholine  chloride, 
nitrous  oxide-oxygen 
anesthesia,  halo- 
thane,  hypothermia 

Digoxin,  nitroglycerin, 
meprocaine,  halo- 
thane,  nitrous  oxide- 
oxygen  anesthesia, 
heparin,  metaraminol 


‘Sedation,  analgesics, 
anticoagulants,  digi- 
talis” 


Quinidine,  digitalis 
diuretics 


None 


None 


Procainamide  hydro- 
chloride, hydroxyzine 
hydrochloride  (exter- 
nal AC  stimulation) 
Procainamide  hydro- 
chloride 


Isoproterenol,  atropine, 
aminophylline,  chlor- 
thiazide, quinidine 


Quinidine,  diphenylhy- 
dantoin,  procain- 
amide hydrochloride, 
lidocaine,  ouabain, 
hydrocortisone,  mag- 
nesium sulfate 

Procainamide  hydro- 
chloride, potassium 
chloride 


Epinephrine,  atropine, 
digitoxin,  sodium  bi- 
carbonate, potassium 
chloride 


Epinephrine,  sodium 
bicarbonate, 
norepinephrine,  saline 
irrigation  of  peri- 
cardial sac 


Sodium  bicarbonate, 
calcium  gluconate, 
potassium  chloride, 
lidocaine,  procain- 
amide hydrochloride, 
digitalis,  curare,  corti- 
sone acetate,  dextran 


THAM,  procainamide 
hydrochloride,  pro- 
panolol 


Procainamide  hyrochlo- 
ride,  noradrenalin 


arrhythmia  requiring  20  or  more  electric  countershocks 


Electric 

‘ Countershock 

Number 

of 

Tyi>e  Shocks 

Watt 

Seconda 

DC 

Volta 

(AC) 

Period  of 
Application 
(Hour*) 

Serum 

Transaminase 

Changes 

Serum 

Electrolyte 

Changes 

Outcome 

AC 

31 

150  to  450 
volts 

2 weeks 

None 

recorded 

None  recorded 

Heath  one 
month  after 
discharge 

AC 

21 

150  volts 

7 days 

None 

recorded 

None  recorded 

Death  due  to 
widespread 
bleeding 

AC 

70 

250  to  350 
volts 

19 

None 

recorded 

None  recorded 

Death 

AC 

“Over 
300*  ‘ 

250  to  450 
volts 

2 months 

None 

recorded 

None  recorded 

Death  six  weeks 
after  discharge 

AC 

38 

250  to  450 
volts 

7 weeks 

None 

recorded 

None  recorded 

Complete 

recovery 

DC 

140 

200  watt 
seconds 

40 

None 

recorded 

None  recorded 

Complete 

recovery 

DC 

DC 

82 

55 

180 

220 

69 

None 

recorded 

Potassium  3.8  to 
2.7  mEq.  per 
liter.  V'entric- 
ular  fibrillation 
not  influenced 
by  potassium 
chloride  54 
mEq.  per  liter 
intravenously 

Death  on  fourth 
hospital  day 

AC 

99 

480 

48 

None 

reported 

Hyi>ernatremia: 
potassium  3.3  to 
3.8  mEq.  per 
liter;  arterial 
pi  1 6.93  and 
7.12;  ventricu- 
lar fibrillation 
during  base  ex- 
cess of  -f-1  to 
+ 11  mEq.  per 
liter 

Recovery 

DC 

38 

100  to  400 

2 

None 

recorded 

Potassium  7.1 
mEq.  per  liter. 
Uremia  with 
blood  urea  nitro- 
gen 206  mg.  per 
100  ml. 

Death  on  eighth 
day  due  to 
uremia 

DC 

40 

300 

3 

None 

recorded 

Normal  electrolyte 
levels  after 
intravenous 
sodium  bicarbo- 
nate 

Recovery 

DC 

63 

400 

40 

None 

recorded 

pH  7.18  to  7.35 
after  treatment 

Death 

Not  speci- 
fied 

90  + 

Not  speci- 
fied 

20 

None 

recorded 

( Continued 

None  recorded 
on  page  257) 

Death  28  hours 
after  onset  of 
arrhythmia 

Autopsy  Findings 
Autopsy  not  |>erformed 


Extensive  myocardial 
fibrosis;  coronary 
sclerosis;  no  infarc- 
tion 


Autopsy  not  performed 


Slightly  enlarged  heart; 
scattered  fibrosis;  no 
coronary  disease 


Scattered  coronary 
atheroma,  arteriolo- 
nephrosclerosis 


Generalized  arterio- 
sclerosis, old  and  re- 
cent myocardial  in- 
farction 


Autopsy  refused 


Left  ventricular  hyper- 
trophy; mitral  insuf- 
ficiency and  fibrosis 
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TABLE  I.  Fifteen  cases  of  ventricular 


— ■ — ■ — — Medi< 

nation- — - - - — — — . 

Reference 

Before  Onset 

and  Sex  of 

Age 

Clinical  Cardiac 

Other  Intercurrent 

of  Serious 

Used  in 

Patient 

(Years) 

Disorder 

Disease 

Arrhythmias 

Treatment 

Marriott  and  Sandler9 

F 

56 

Arteriosclerotic  heart  dis- 

Diabetes  mellitus 

None 

Quinidine,  procain- 

ease;  old  myocardial 

amide  hydrochloride, 

infarction;  ventricular 
tachycardia 

metaraminol 

Alexander10 

M 

70 

Arteriosclerotic  heart  dis- 

? Pulmonary  embolism; 

Quinidine 

Quinidine,  procainamide 

||| 

ease;  coronary  artery 

genitourinary  tract 

hydrochloride, 

disease;  acute  myo- 

infection;  mental 

diphenylhydantoin. 

cardial  infarction;  con- 

disorientation 

digoxin,  steroids, 

gestive  failure;  ven- 

heparin,  potassium 

trieular  tachycardia 

chloride,  calcium 

with  Adams-Stokes 
attacks 

chloride 

Grames11 

F 

39 

Rheumatic  heart  disease; 

Hypothyroidism  second- 

Digoxin,  quinidine. 

Procainamide  hydro- 

mitral  stenosis;  mitral 

ary  to  iodine- 131 

thyroid,  hydrochlor- 

chloride,  isopro- 

insufficiency;  auricular 

reaction 

thiazide,  sodium 

terenol,  quinidine, 

fibrillation;  congestive 

warfarin  (Couma- 

epinephrine,  steroids. 

failure;  Starr  valve; 

din),  penicillin. 

digitalis 

— 

ventricular  premature 
contractions;  supra- 
ventricular and  ven- 
tricular tachycardia; 
ventricular  fibrillation 

potassium  chloride 

but  made  a full  recovery  after  140  DC 
shocks  over  a forty-hour  period.2  A 
twenty-five-year-old  female  with  extensive 
pulmonary  tuberculosis  developed  ventricu- 
lar fibrillation  immediately  after  lobectomy, 
required  99  AC  (alternating  current)  shocks 
during  the  first  two  postoperative  days,  and 
recovered  fully.4  A sixty-three-year-old 
male  developed  ventricular  fibrillation  im- 
mediately following  insertion  of  a bifurca- 
tion graft  replacement  in  the  lower  aorta; 
40  direct  current  shocks  over  a three-hour 
period  were  well  tolerated  with  full  recov- 
ery.6  A thirty-one-year-old  female  patient 
with  a Starr-Edwards  prosthetic  mitral 
valve  survived  40  attacks  of  ventricular 
fibrillation  treated  with  DC  countershock.8 

Other  instances  of  intercurrent  disease 
included  renal  artery  stenosis, 3 pneumonia, 1 
embolism,3' 10  acute  tubular  necrosis  of  the 
kidneys,5  gastrointestinal  hemorrhage,1  ane- 
mia,1 peripheral  thrombophlebitis,1  jaun- 
dice,1 incarcerated  femoral  hernia,1  urinary 
tract  infection,10  hypothyroidism,11  and  dia- 
betes.9 However,  as  far  as  could  be  deter- 
mined by  study  of  case  reports,  counter- 
shock per  se  seemed  to  have  no  detectable 
effect  on  these  complicating  conditions. 

A variety  of  factors  seemed  important  in 
triggering  serious  arrhythmias.  Hypo- 
thermia was  clearly  a predisposing  element 
in  one  case.5  Surgical  procedures  with  pre- 
operative medication  (atropine,1'2  meperi- 


dine hydrochloride2)  and  anesthetic  agents 
(halothane,5  6 nitrous  oxide-oxygen,5  6 thio- 
pental sodium,3  or  unspecified12)  were 
closely  related  in  time  to  the  onset  of  the 
ventricular  arrhythmias  in  5 cases  reviewed. 
In  3 instances  the  onset  of  serious  arrhyth- 
mias occurred  in  the  immediate  postopera- 
tive period,  without  evident  underlying 
heart  disease.  In  the  only  case  studied  for 
metabolic  factors  the  arterial  pH  was  re- 
ported as  7. 12. 4 In  another  patient  an  out- 
burst of  rage  at  one  of  the  hospital  personnel 
clearly  precipitated  a persistently  recurrent 
and  eventually  fatal  ventricular  fibrilla- 
tion.7 In  1 case  excessive  alcohol  intake 
may  have  been  an  etiologic  factor.4 

Iatrogenic  factors  may  have  been  impli- 
cated in  the  prolongation  and  persistence  of 
some  of  the  serious  ventricular  arrhythmias. 
A patient  with  Adams-Stokes  seizures 
initially  due  to  asystole  was  treated  with 
atropine,  ephedrine,  isoproterenol,  epi- 
nephrine, glucose,  insulin,  and  external 
electric  stimulation;  over  a two-month 
period,  the  patient  developed  intermittent 
ventricular  tachycardia  and  fibrillation 
which  required  interruption  by  AC  counter- 
shock on  approximately  300  occasions.1 
Another  patient  with  complete  atrioven- 
tricular block  was  treated  with  isoproter- 
enol, atropine,  aminophylline,  and  external 
electric  stimulation,  developed  88  attacks  of 
ventricular  fibrillation,  and  required  re- 
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arrhythmia  requiring  20  or  more  electric  countershocks  ( Continued ) 


Electric 

Watt 

■'—* — Countershock Seconds 

Number 

(DC) 

Period  of 

Serum 

Serum 

of 

Volts 

Application 

Transaminase 

Electrolyte 

Autopsy  Findings 

Type  Shocks 

(AC) 

(Hours) 

Changes 

Changes 

Outcome 

DC  25 

200 

15 

None 

None  recorded 

Death  after  15 

Left  ventricular  apex 

recorded 

hours 

thickened,  fibrotic, 

8 

400 

secondary  to  old  myo- 
cardial infarction 

DC 

230 

100 

16  days (63 
In  2 1 
hours) 

Elevated  with 
acute  myo- 
cardial 
infarction 

None  recorded 

Recovery,  well  . . 

one  year  later 

DC 

39 

Not  speci- 
fied 

24 

None 

recorded 

Recorded  only  as 
“normal’* 

Recovery 

peated  countershocks. 1 Three  other  pa- 
tients were  given  epinephrine  during  treat- 
ment for  recurrent  ventricular  fibrillation. 4 5 

Because  of  pre-existing  coronary  disease, 
hypertension,  and  congestive  failure,  ap- 
proximately one-half  of  all  the  patients  re- 
viewed had  been  taking  medication  for 
these  conditions  prior  to  the  onset  of  the 
ventricular  arrhythmias.  Rauwolfia  alka- 
loids, thiazides,  mercurial  diuretics,  quini- 
dine,  nitroglycerin,  and  guanethidine  mono- 
sulfate have  often  been  so  administered, 
although  no  consistent  relationship  to  ar- 
rhythmia could  be  found.  In  6 of  the  15 
cases,  the  administration  of  a digitalis  gly- 
coside in  average  doses  preceded  the  onset 
of  ventricular  tachycardia  or  fibrillation. 
In  3 postoperative  patients  with  recurrent 
ventricular  fibrillation,  a digitalis  glycoside 
was  administered  during  the  treatment  of 
the  arrhythmia;  the  3 patients,  ages 
twenty-five,  thirty-one,  and  sixty-three 
years,  made  full  recovery  after  91,  140,  and 
40  countershocks  respectively.2-46  A 
seventy-year-old  male  with  an  acute  myo- 
cardial infarction 10  and  a thirty-nine-year- 
old  female  with  rheumatic  heart  disease11 
also  recovered  from  ventricular  fibrillation 
after  digitalis  therapy  was  used. 

Other  factors  which  contributed  to  or 
hindered  complete  recovery  were  only 
partially  evident.  For  example,  full  re- 
covery from  88  attacks  of  ventricular  fibril- 


lation took  place  in  a seventy-seven-year- 
old  female  with  50  spontaneous  reversions 
to  normal  sinus  rhythm  and  with  38  AC 
countershocks1;  the  patient  recovered  in 
spite  of  staphylococcus  pneumonia,  gastro- 
intestinal bleeding,  and  anemia.  Previous 
good  health  apparently  contributed  at  least 
in  part  to  the  survival  of  a thirty-one-year- 
old  female  with  145  attacks  of  ventricular 
arrhythmia.  “Alcoholic  myocardiopathy” 
may  have  contributed  to  ventricular  fibril- 
lation in  a young  Negro  female4;  discon- 
tinuance of  alcohol  must  eventually  have 
been  beneficial.  The  adequacy  of  dosage  of 
myocardial  suppressive  medications  must 
be  an  important  factor  in  recovery  and  sur- 
vival but  could  not  be  assessed  adequately 
from  case  protocols. 

Among  the  cases  reviewed,  7 died  in  the 
hospital;  8 recovered  fully  from  the  ven- 
tricular arrhythmias,  with  no  evident  after- 
effects from  the  countershock.  Two  pa- 
tients died  subsequently,  within  four  to  six 
weeks  after  hospital  discharge.  Three  in- 
hospital  deaths  were  partially  attributable 
to  pneumonia  or  embolism,  renal  failure 
with  acute  tubular  necrosis,  and  extensive 
bleeding  during  anticoagulant  therapy. 
Postmortem  examinations  in  6 cases  showed 
moderate  to  extensive  arteriosclerosis  in  4, 
old  myocardial  infarction  in  2,  and  both  old 
and  recent  infarctions  in  1.  One  case  of 
Adams-Stokes  seizures  associated  with  com- 
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plete  atrioventricular  block  proved  to  have 
only  scattered  myocardial  fibrosis  at  au- 
topsy without  significant  coronary  artery 
disease. 

In  this  series  of  15  cases,  alternating  cur- 
rent countershock  was  used  in  6 cases  and 
direct  current  countershock  in  9.  The 
strength  of  direct  current  shock  varied  from 
100  to  400  watt  seconds;  that  of  alternating 
current  varied  from  150  to  450  volts.  The 
number  of  countershocks  varied  from  21  to 
“over  300,”  during  periods  of  two  hours  up 
to  two  months.  The  highest  frequency  of 
countershock  application  was  42  counter- 
shocks applied  over  a two-hour  period. 
The  greatest  number  of  countershocks  over 
a twenty-four  hour  period  was  109  DC 
shocks  (400  watt  seconds)  and  70  AC 
countershocks  (250  to  350  volts).  As 
attacks  of  ventricular  arrhythmias  became 
less  frequent  in  each  case,  there  was  a tend- 
ency for  the  arrhythmia  to  revert  to  normal 
sinus  rhythm  spontaneously  or  after  a light 
physical  blow  to  the  chest. 

The  immediate  beneficial  effects  of 
countershock  were  obvious,  but  as  com- 
monly happens,  the  benefits  of  other  ther- 
apy remain  difficult  to  assess.  One  or  more 
cardiodepressant  drugs  (quinidine,  lido- 
caine  (Xylocaine)),  procainamide  hydro- 
chloride (Pronestyl))  was  used  in  6 of  the  8 
patients  who  recovered.'  Yet  the  same 
drugs  failed  to  maintain  life  when  used  in  5 
of  the  7 in-hospital  deaths. 

Case  reports 

Case  1.  A sixty-one-year-old  white  male  se- 
curity guard  was  admitted  to  the  Beekman- 
Downtown  Hospital  with  anasarca  of  three 
weeks’  duration.  For  many  years  he  had  con- 
sumed approximately  10  pints  of  beer  daily  but 
had  remained  in  excellent  health.  In  1960  dur- 
ing hospitalization  for  rib  fractures  and  a 
pneumothorax  on  the  left  side,  his  blood  pres- 
sure was  150/96;  physical  examination  of  the 
heart,  the  chest  x-ray  film,  and  the  electro- 
cardiogram gave  normal  findings. 

For  several  months  before  the  present  admis- 
sion, the  patient  had  increased  his  beer  con- 
sumption and  added  a fifth  of  whisky  per  day. 
Three  weeks  before  admission,  he  developed 
peripheral  edema  and  abdominal  distention, 
without  cough,  chest  pain,  or  dyspnea.  Physi- 
cal examination  on  admission  revealed  a blood 
pressure  of  135/85,  a ventricular  rate  of  140, 
radial  pulse  rate  96,  respirations  18  per  minute, 
and  rectal  temperature  99  F.  The  patient  was 
obese,  alert,  and  cooperative,  without  orthop- 
nea, cyanosis,  or  venous  distention.  There  was 
a faint  odor  of  alcohol  on  the  breath.  The  lungs 


were  clear.  The  cardiac  rhythm  was  irregularly 
irregular,  with  a soft  blowing  Grade  II  to  VI 
apical  systolic  murmur.  Slight  hepatomegaly, 
questionable  ascites,  and  moderate  peripheral 
edema  were  present.  The  hemoglobin,  hemato- 
crit, white  blood  count,  differential  count,  and 
routine  urinalysis  were  normal.  The  serum 
sodium  was  135  mEq.,  the  chlorides  95  mEq., 
the  potassium  3.8  mEq.,  and  the  carbon  dioxide 
content  27  mEq.  per  liter.  The  serum  glutamic 
oxalopyruvic  transaminase  was  100  units, 
the  serum  lactic  acid  dehydrogenase  800 
units,  and  the  fasting  blood  sugar  108  mg.  per 
100  ml.  The  chest  x-ray  showed  slight  ven- 
tricular enlargement.  The  initial  electrocardio- 
gram revealed  auricular  fibrillation,  a rapid 
ventricular  rate,  and  occasional  ectopic  ven- 
tricular contractions  (Fig.  1).  Immediate  treat- 
ment consisted  of  bed  rest,  mercurial  diuretics, 
and  digoxin  0.5  mg.  at  six-hour  intervals  for 
four  doses.  The  ventricular  rate  slowed  to  80 
per  minute  after  digitalization. 

On  the  afternoon  of  the  second  hospital  day 
the  patient  became  cyanotic,  gasped  for  breath, 
abruptly  lost  consciousness,  and  had  a clonic- 
tonic  seizure.  The  pulse  and  blood  pressure 
were  unobtainable.  Resuscitative  measures 
were  begun  promptly.  The  monitor-oscilloscope 
revealed  ventricular  fibrillation  which  ceased 
abruptly  after  direct  current  countershock  (400 
watt  seconds)  to  the  anterior  side  of  the  chest. 
After  several  seconds,  auricular  fibrillation,  nor- 
mal ventricular  activation,  and  ventricular  ec- 
topic beats  were  observed  on  the  monitor;  the 
peripheral  pulse  and  blood  pressure  were  re- 
stored. The  patient  regained  consciousness 
within  two  to  three  minutes  but  was  confused 
and  belligerent  until  he  had  received  diphenyl- 
hydantoin  100  mg.  intravenously.  He  was 
transferred  to  the  intensive  care  unit  for  con- 
tinuous monitoring.  In  spite  of  intravenous 
lidocaine  and  procainamide  hydrochloride,  fre- 
quent ventricular  ectopic  beats  persisted  with 
short  runs  of  asymptomatic  ventricular  tachy- 
cardia. 

On  the  afternoon  of  the  third  hospital  day, 
the  patient  again  had  an  episode  of  hyperpnea, 
coma,  and  a clonic-tonic  convulsion.  The  elec- 
trocardiograph monitor  showed  ventricular 
tachycardia  which  quickly  progressed  to  ven- 
tricular flutter  and  ventricular  fibrillation,  with 
prompt  termination  after  direct  current  counter- 
shock. During  the  rest  of  that  day  he  suffered 
similar  attacks  of  ventricular  flutter-fibrillation 
with  coma  and  convulsions  on  118  occasions. 
One  hundred  and  nine  episodes  required  termi- 
nation by  direct  current  countershocks,  and  9 
terminated  spontaneously  (Fig.  2,  A and  B). 
Additional  therapy  included  intravenous  ad- 
ministration of  diphenylhydatoin,  potassium, 
sodium  bicarbonate,  lidocaine  (1  to  3 Gm.  in 
twenty-four  hours),  and  procainamide  hydro- 
chloride, together  with  the  intramuscular  ad- 
ministration of  quinidine,  2.4  Gm.  in  twenty- 
four  hours.  Thiamine  chloride  and  multivita- 
min preparations  were  given  daily.  Frequent 
soft  feedings  and  antacid  therapy  were  used  to 
t reat  possible  alcoholic  gastritis  and  stress  ulcer. 
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FIGURE  1.  Case  1.  Initial  electrocardiogram 
showing  auricular  fibrillation  and  ventricular  pre- 
mature contractions. 


FIGURE  2.  Case  1.  (A)  Episode  of  ventricular 
fibrillation  interrupted  by  DC  countershock  at 
arrow.  (B)  Return  of  auricular  and  ventricular 
activity  following  countershock.  (C)  Regular  sinus 
rhythm  followed  by  abrupt  onset  of  ventricular 
fibrillation.  (D)  Spontaneous  reversion  from  ven- 
tricular fibrillation  to  normal  sinus  rhythm. 


Arterial  blood  gas  analyses  showed  normal 
oxygen  and  carbon  dioxide  exchange;  the  blood 
pH  and  electrolyte  levels  remained  normal. 
After  mercurial  diuretics  had  been  discontinued, 
the  serum  protein-bound  iodine  was  6.8  micro- 
grams per  100  ml. 

From  the  fourth  to  the  tenth  hospital  day  the 
patient  had  72  additional  attacks  of  ventricular 
flutter-fibrillation,  requiring  direct  current  coun- 
tershock on  42  occasions.  With  the  remaining 
30  episodes,  he  reverted  to  a more  normal 
rhythm  either  spontaneously  or  immediately 
after  a blow  to  the  anterior  side  of  the  chest 
wall  (Fig.  2,  C and  D).  A large  superficial 
second-degree  burn  over  the  left  precordium  re- 
sulted from  the  repeated  application  of  counter- 
shock. Muscle  twitching  and  mild  clonic  move- 
ments of  the  extremities  were  frequently  ob- 
served between  the  major  episodes  of  coma  and 
convulsion.  The  patient  continued  to  be  con- 
fused and  semistuporous  caused  in  part  by  the 
seizures  and  in  part  by  the  medication.  Per- 
sistent diarrhea  with  severe  perianal  irritation 
developed,  probably  caused  by  quinidine.  Leu- 
kocyte and  platelet  counts  remained  normal. 
On  the  seventh  hospital  day  the  patient  coughed 
up  blood-streaked  sputum,  and  a density  was 
seen  at  the  right  lung  base  on  x-ray  film.  The 
clinical  impression  was  that  of  either  pneumonia 
or  a pulmonary  infarction;  antibiotic  and  anti- 
coagulant therapies  were  begun  promptly. 

Between  the  major  episodes  of  arrhythmia, 
the  patient  showed  brief  runs  of  asymptomatic 
ventricular  tachycardia,  ventricular  premature 
contractions  often  with  bigeminal  rhythm,  and 
auricular  premature  contractions.  His  tracings 
also  showed  wandering  atrial  pacemaker,  nodal 
rhythm  with  and  without  aberrant  intra ven- 
tricular' conduction,  and  recurrences  of  auricular 
fibrillation  and  flutter.  On  many  electrocardio- 
grams were  also  noted  prolonged  P-R  and  Q-T 
intervals,  widened  QRS  complexes,  and  bizarre 
S-T  segment  and  T-wave  changes,  coincident 


with  high  quinidine  dosage  and  the  use  of  intra- 
venous lidocaine. 

The  major  episodes  of  ventricular  tachy- 
cardia-flutter-fibrillation had  ceased  by  the 
tenth  hospital  day.  Intravenous  lidocaine  was 
discontinued  on  the  twelfth  day.  Ventricular 
ectopic  contractions  and  runs  of  asymptomatic 
ventricular  tachycardia  persisted;  quinidine 
toxicity  was  suspected  as  the  cause,  and  dosage 
was  gradually  reduced  to  0.8  Gm.  per  day. 
However  on  the  thirtieth  hospital  day,  the 
patient  again  had  a convulsive  seizure  with  coma 
associated  with  a brief  episode  of  ventricular 
flutter  fibrillation  which  reverted  with  direct 
current  countershock.  At  this  time  procain- 
amide hydrochloride  0.25  to  0.5  Gm.  every  six 
hours  was  substituted  for  quinidine;  there  were 
no  further  episodes  of  ventricular  fibrillation. 
One  episode  of  auricular  flutter  was  terminated 
by  elective  countershock  under  light  pento- 
barbital anesthesia;  a second  episode  lasting 
four  days  terminated  spontaneously.  There- 
after the  patient’s  convalescence  was  unevent- 
ful with  improved  appetite,  improved  muscle 
strength  on  ambulation,  decreased  frequency  of 
ventricular  extrasystoles,  and  complete  healing 
of  the  electric  skin  burn. 

On  the  thirty-first  hospital  day  the  patient 
developed  painful  swelling  of  the  first  metatarso- 
phalangeal joints  of  both  feet,  and  the  serum 
uric  acid  was  found  to  be  6.3  and  7.1  mg.  per 
100  cc.  (normal  1 to  4 mg.).  He  responded 
satisfactorily  to  a course  of  colchicine. 

At  the  time  of  discharge  on  the  forty-second 
day,  the  electrocardiogram  showed  entirely 
normal  results,  identical  with  the  tracing  taken 
five  years  previously  (Fig.  3). 

The  patient  continued  taking  procainamide 
hydrochloride  250  mg.  every  six  horn's,  colchi- 
cine 0.6  mg.  twice  daily,  thiamine  chloride,  and 
sodium  warfarin.  One  month  after  discharge, 
the  blood  pressure  was  120  80  and  the  cardiac 
rhythm  was  normal  sinus  with  occasional  ven- 
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tricular  extrasystoles.  The  electrocardiogram 
two  months  after  discharge  showed  normal  re- 
sults and  was  unchanged  from  previous  tracings. 
Sodium  warfarin  was  discontinued. 

Four  months  after  discharge,  the  liver  was 
found  to  be  2 to  3 fingerbreadths  below  the  right 
costal  margin.  Eight  months  after  discharge 
the  patient  developed  a 20-pound  weight  loss, 
polydipsia,  polyuria,  glycosuria,  and  hyper- 
glycemia. The  electrocardiogram  remained  un- 
changed with  normal  sinus  rhythm.  Diabetes 
was  well  controlled  with  diet  and  tolbutamide. 

One  year  after  discharge  the  patient  developed 
mild  precordial  distress;  on  admission  to  the 
hospital  the  blood  pressure  was  130/62,  the 
pulse  72  and  regular,  and  the  cardiac  examina- 
tion gave  negative  findings.  The  liver  was  3 
fingerbreadths  below  the  right  costal  margin. 
Glycosuria  and  hyperglycemia  were  again  noted; 
liver  function  tests  gave  normal  findings,  and 
again  the  electrocardiogram  and  chest  x-ray 
were  within  normal  limits.  The  serum  choles- 
terol was  172  mg.  per  100  ml.  The  patient  was 
placed  on  regular  insulin  therapy,  35  to  40  units, 
and  later  on  tolbutamide  0.5  Gm.  per  day  with 
good  control  of  morning  glycosuria.  Procain- 
amide hydrochloride  was  discontinued. 

Fifteen  months  after  admission,  the  electro- 
cardiogram findings  remained  normal  and  un- 
changed without  extrasystoles.  The  patient 
was  again  using  alcoholic  beverages,  and  he  was 
strongly  advised  to  avoid  them.  His  gout  re- 
mained under  good  control;  he  otherwise  has 
felt  physically  well  and  has  been  able  to  function 
as  a security  officer  for  the  past  eighteen 
months. 

Comment.  Several  unusual  features  of 
Case  1 deserve  comment.  The  cause  of 
this  dramatic  illness  remains  obscure,  al- 
though several  criteria  of  so-called  “alco- 
holic myocardiopathy”  can  be  noted:  Sex 

male,12  age  forty  to  seventy, 12  excessive 
beer  consumption  for  a decade  or  longer, 13 
recent  additional  spirituous  liquors,14  no 
evidence  of  malnutrition  or  vitamin  defi- 
ciency,12 and  the  occurrence  of  auricular 
fibrillation  and  ventricular  premature  con- 
tractions. 15  The  patient  showed  no  clinical 
findings  of  hypertension,  valvular  disease, 
or  coronary  disease.  Electrocardiographic 
changes,  although  extreme,  did  not  support 
a diagnosis  of  myocardial  infarction. 
Serum  transaminase  levels  were  indecisive 
as  indicators  of  myocardial  damage  because 
of  the  heavy  alcohol  intake,16  trauma  asso- 
ciated with  resuscitative  measures,  and  the 
secondary  effects  of  countershock.17  Spe- 
cial studies  indicated  excretion  of  normal 
amounts  of  catecholamines  and  17-keto- 
steroids;  fasting  blood  glucose  levels, 
serum  potassium,  serum  calcium,  and  pro- 
tein-bound iodine  levels  were  normal. 


FIGURE  3.  Case  1.  Normal  electrocardiogram  at 
time  of  hospital  discharge,  identical  with  tracings 
taken  five  years  previously  and  fifteen  months 
later. 


Iatrogenic  ventricular  arrhythmia  was  sug- 
gested because  of  the  initial  use  of  digoxin, 
but  the  most  serious  and  most  prolonged 
ventricular  arrhythmias  occurred  thirty-six 
or  more  hours  after  the  peak  of  digoxin 
action  and  recurred  for  many  days  and 
weeks  after  the  usual  disappearance  of 
digitalis  effect. 

The  patient  showed  symptoms  com- 
monly caused  by  alcohol  withdrawal: 
muscular  twitching,  involuntary  clonic 
movements  of  the  extremities,  mental  con- 
fusion, and  mild  hallucinations,  but  the 
frequency  and  severity  of  the  Adams- 
Stokes  attacks  and  the  depressant  effects  of 
medication  (quinidine,  procainamide  hydro- 
chloride, and  lidocaine)  rendered  impossible 
an  accurate  diagnosis  of  delirium  tremens. 
The  effects  of  sudden  withdrawal  of  alcohol 
remained  a prominent  consideration,  how- 
ever, because  many  patients  in  delirium 
tremens  die  suddenly  and  unexpectedly, 
often  without  explanation  even  at  au- 
topsy.18  In  our  patient,  the  most  per- 
sistent and  the  most  disturbing  arrhythmias 
occurred  during  the  first  ten  days  after  the 
abrupt  discontinuance  of  alcohol;  such 
catastrophic  cardiac  arrhythmias  could  be 
sufficient  explanation  for  sudden  deaths  in 
patients  not  so  closely  observed  during 
alcohol  withdrawal.  We  seriously  con- 
sidered that  a too-rapid  withdrawal  from 
alcohol  might  have  precipitated  the  serious 
ventricular  arrhythmias,  but  fortunately 
the  administration  of  alcohol  as  a desperate 
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measure  proved  unnecessary,  and  indeed 
is  said  to  be  a relatively  hazardous  proce- 
dure. 19 

Case  2.  A fifty-five-year-old  male  noted  the 
onset  of  pain  in  the  left  shoulder  and  the  left 
arm  with  sweating  several  hours  prior  to  admis- 
sion. The  patient  had  had  hypertension  since 
1955,  treated  with  hypotensive  medication;  in 
1958  he  had  had  chest  pain  on  the  left  side, 
said  to  be  caused  by  a myocardial  infarction  but 
without  subsequent  angina.  Physical  examina- 
tion on  admission  showed  a blood  pressure  of 
140  90,  pulse  80,  respirations  18  per  minute, 
and  a temperature  of  98.8  F.  The  patient  was  a 
well-developed,  well-nourished  white  male  in  no 
physical  distress;  the  general  physical  exami- 
nation was  not  remarkable.  The  heart  did  not 
appear  enlarged;  the  rhythm  was  regular;  the 
sounds  were  of  good  quality  with  no  murmurs. 

The  urinalysis  showed  albumin  2 plus,  sugar 
4 plus,  and  a strongly  positive  test  result  for 
acetone.  The  hemoglobin  and  hematocrit  were 
normal;  the  white  blood  count  was  19,500,  with 
74  per  cent  segmented  forms,  2 per  cent  non- 
segmented  forms,  and  24  per  cent  lymphocytes. 
The  carbon  dioxide-combining  power  was  33 
mm.;  serum  potassium  2.3,  2.6,  and  2.9  mEq.; 
serum  sodium  154,  158,  and  150  mEq.;  and 
chlorides  83  mEq.  per  liter.  The  fasting  blood 
sugar  was  306  mg.,  serum  calcium  9 mg.,  and 
phosphorus  2 mg.  per  100  ml.  The  serum  glu- 
tamic oxalopyruvic  transaminase  was  200  units, 
serum  glutamic  pyruvic  transaminase  150  units, 
and  serum  lactic  acid  dehydrogenase  over  2,000. 

The  initial  electrocardiogram  showed  marked 
depression  of  STi  and  ST3,  in  a VI  and  in  all 
precordial  leads;  subsequent  electrocardiograms 
showed  elevation  of  RT3,  with  a deep  Q3,  a 
deep  QaVf,  and  an  elevated  RTaVf;  the  im- 
pression was  that  of  an  acute  posterior  myo- 
cardial infarction. 

Within  several  hours  after  admission,  the 
patient  began  to  gasp  and  became  pulseless  and 
unresponsive;  cardiac  resuscitation  was  begun 
immediately,  and  ventricular  fibrillation  was 
immediately  identified  on  the  monitor-oscillo- 
scope. After  3 direct  current  countershocks 
(400  watt  seconds),  the  heart  rhythm  reverted  to 
ventricular  tachycardia  and  then  to  normal 
sinus  rhythm;  sodium  bicarbonate,  procain- 
amide hydrochloride,  and  lidocaine  were  given 
intravenously.  During  the  next  seven-hour 
period,  the  patient  sustained  80  episodes  of  ven- 
tricular fibrillation  in  spite  of  the  continued  use 
of  lidocaine,  procainamide  hydrochloride,  potas- 
sium chloride,  and  quinidine.  Fifty-two  of  these 
episodes  were  terminated  by  direct  current  elec- 
tric countershock  (400  watt  seconds);  the  re- 
mainder ceased  spontaneously  or  reverted  to 
normal  sinus  rhythm  following  light  blows  to 
the  chest.  The  patient  remained  comatose  with 
some  pupillary  response,  generalized  tremors, 
chewing  motions  of  the  jaw,  and  occasional 
spontaneous  flexion  of  the  aims  and  legs. 

Between  episodes  of  fibrillation,  the  patient 
maintained  normal  sinus  mechanism  with  nor- 
mally conducted  atrioventricular  impulses,  but 


periodically  developed  series  of  premature  con- 
tractions, followed  by  nodal  tachycardia,  aber- 
rant intraventricular  conduction,  and  finally 
onset  of  ventricular  fibrillation.  Such  episodes 
were  accompanied  by  tonic  flexion  of  the  ex- 
tremities, hyperventilation,  and  restlessness. 
While  in  normal  sinus  rhythm,  the  patient’s 
blood  pressure  remained  90  to  120  systolic  with 
good  pulses  and  normal  respirations. 

During  the  subsequent  six  days  in  the  hos- 
pital, the  temperature  climbed  slowly  to  106.8 
F.,  dropping  terminally  to  103.2  F.  The  serum 
potassium  remained  low  (2.9  and  3.8  mEq.  per 
liter),  in  spite  of  parenteral  potassium  supple- 
ments. The  blood  urea  nitrogen  rose  gradually 
to  80  mg.  and  the  creatinine  to  6.4  mg.  per  100 
ml.;  the  arterial  pH  rose  to  7.67.  The  patient 
remained  cold  and  clammy,  showed  a steady 
decrease  in  urinary  output,  and  eventually  re- 
quired respiratory  assistance  with  the  Bird 
respirator. 

On  the  fifth  hospital  day,  the  patient’s  left 
hand  was  noted  to  be  cold  and  the  pulse  un- 
obtainable in  the  left  arm,  suggesting  an  em- 
bolus to  the  left  subclavian  artery.  On  the 
afternoon  of  the  same  day  the  patient  went  into 
cardiac  arrest  from  which  he  could  not  be  re- 
vived. Autopsy  permission  was  denied. 

Comment.  Although  it  was  possible  to 
control  the  serious  ventricular  arrhythmias 
in  this  case,  more  intensive  therapy  with 
cardiodepressant  medication  (quinidine, 
procainamide  hydrochloride,  lidocaine) 
might  have  decreased  the  frequency  of  at- 
tacks during  the  first  seven  hours  and 
thereby  diminished  the  need  for  recurrent 
countershock.  The  patient’s  terminal  de- 
terioration appeared  to  be  the  result  of  pro- 
gressive central  nervous  system  damage 
with  hyperthermia  and  progressive  renal 
failure.  The  large  number  of  electric 
countershocks  were  well  tolerated  during 
the  acute  phase  of  a posterior  myocardial 
infarction. 

Comment 

The  physiologic  process  underlying  ven- 
tricular tachycardia  and  ventricular  fibrilla- 
tion is  only  partially  understood  but  ap- 
pears to  have  both  anatomic  and  biochem- 
ical components. 20  Clinical  and/or  patho- 
logic evidence  of  acute  myocardial  infarc- 
tion was  substantial  and  sufficient  in  only 
12  per  cent  of  the  17  cases  reviewed  and  re- 
ported and  appeared  to  be  the  direct  cause 
of  death  in  only  1 case.  In  the  2 instances 
of  recent  myocardial  infarction,  renal  failure 
and  prolonged  coma  were  also  major  factors 
in  the  fatal  outcomes. 

An  unusual  degree  of  ventricular  hyperir- 
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ritability  appears  to  be  associated  more 
commonly  with  myocardial  fibrosis  than 
with  coronary  artery  disease  per  se  or  with 
recent  myocardial  infarction. 

Patchy  myocardial  fibrosis  is  commonly 
associated  with  coronary  sclerosis  and  ad- 
vancing age.  It  may  also  be  detected  in  so- 
called  “alcoholic  myocardiopathy.” 15  In 
the  2 cases  noted  in  which  alcoholism  ap- 
peared to  be  a factor,  the  onset  of  serious 
ventricular  arrhythmias  occurred  during 
withdrawal  from  alcohol  in  1 and  from  an 
anesthetic  agent  in  the  other.  Prompt 
changes  in  the  serum  lipids,  glucose,  uric 
acid,  and  magnesium  occur  after  alcohol 
withdrawal,  although  metabolic  studies  of 
this  condition  have  not  been  correlated  with 
hyperirritability  of  nerve  tissue  or  of  myo- 
cardium.21 The  so-called  “alcoholic  myo- 
cardium” is  reported  to  show  mitochondrial 
alterations,  swelling  of  the  sarcoplasmic 
reticulum,  damage  to  myofibrils,  and  lipid 
deposits  with  abnormal  irregular  glycogen 
storage.22’23  Under  such  circumstances,  it 
is  possible  that  the  alcoholic  heart  may  be 
sensitive  to  sudden  withdrawal  of  alcohol 
and  other  depressants,  just  as  the  central 
nervous  system  shows  hyperirritability 
under  similar  circumstances. 

To  date  the  ill  effects  of  countershock 
may  have  been  remarkably  infrequent, 
from  the  anatomic,  physiologic,  and  clinical 
points  of  view.  This  impression  would 
corroborate  previous  animal  studies  in 
which  the  hind  limbs  of  dogs  were  studied 
pathologically  after  5 to  6 local  shocks.24 
There  was  no  obvious  gross  muscle  necrosis 
or  inflammation  in  these  studies,  and  only 
electron  microscopic  evidence  of  change  was 
found:  disruption  of  sarcolemma,  clump- 

ing of  sarcoplasm,  necrosis  of  individual 
myofibrils,  some  nuclear  proliferation,  vacu- 
olization, and  some  increase  of  fibroadipose 
tissue.  Some,  if  not  all  of  these  changes 
could  be  attributed  to  impaired  blood  flow, 
thermal  injury,  the  effects  of  violent  con- 
traction, and  some  damage  to  cell  mem- 
branes. The  skin  burns  which  have  been 
reported  both  in  animals  and  in  human 
beings  have  been  first  and  second  degree 
only  in  character;  in  Case  1,  in  spite  of  ex- 
tensive and  repeated  countershocks,  the 
burn  on  the  anterior  side  of  the  chest  healed 
without  scarring. 

These  17  cases  would  suggest  that  there  is 
little  or  no  internal  damage  to  the  human 


body  by  the  voltages  and  watt  seconds  of 
current  used.  Although  Case  1 appeared 
to  sustain  a pulmonary  embolus  several 
days  after  intensive  countershock  therapy, 
this  complication  is  no  more  frequent  in  this 
entire  series  of  reported  cases  than  in  any 
other  similar  group  of  seriously  ill  cardiac 
patients. 

Following  cardioversion  of  auricular  ar- 
rhythmias in  many  patients,  the  electro- 
cardiogram has  been  reported  to  show  slight 
S-T  segment  elevation  or  depression,  lasting 
up  to  one  minute,  and  subsequent  T-wave 
changes  of  mild  degree  in  leads  V3  to  V6, 
over  the  following  three  to  four  days. 23 
Postmortem  findings  after  countershock  in 
this  series  reviewed  and  reported  indicate 
that  very  little  obvious  damage  can  be  de- 
tected; there  is  evidence  of  the  expected 
pre-existing  heart  disease  only,  often  coro- 
nary disease,  and  very  often  focal  fibrosis.3'9 
Electrocardiographic  changes  are  difficult 
to  assess  during  repeated  ventricular  ar- 
rhythmias; nevertheless,  it  would  appear 
both  clinically  and  pathologically  that  pro- 
longed exposure  to  countershock  does  not 
precipitate  a myocardial  infarction  even  in 
the  presence  of  severe  coronary  disease.  In 
neither  instance  of  acute  myocardial  infarc- 
tion in  the  17  cases  reviewed  and  presented 
here  did  the  countershock  precede  the  evi- 
dences of  myocardial  infarction. 

A serious  side-effect  of  electric  counter- 
shock which  has  been  reported  frequently  is 
the  occurrence  of  delayed  arrhythmias  in  at 
least  50  per  cent  of  patients  who  have  been 
subjected  to  cardioversion.26  27  These  ar- 
rhythmias are  most  commonly  auricular  and 
nodal  premature  contractions;  however, 
ventricular  premature  contractions,  both 
unifocal  and  multifocal,  may  occur  within 
seconds,  most  often  within  two  to  five  min- 
utes after  the  delivery  of  DC  shock.  These 
arrhythmias  may  disappear  spontaneously 
or  following  additional  countershock.  One 
to  2 out  of  90  cardioversions  for  auricular 
fibrillation  or  for  auricular  flutter  may  be 
followed  by  ventricular  fibrillation,  up  to 
eight  hours  after  electric  shock.  27  29  With 
this  complication  of  therapy  in  mind,  the 
question  might  be  asked  in  cases  of  repeti 
five  ventricular  fibrillation  whether  or  not 
the  use  of  countershock  may  be  responsible 
for  the  perpetuation  of  a vicious  cycle.  To 
minimize  such  a possibility,  cardiosuppres- 
sive  medication  should  also  be  used,  just  as 
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with  electric  countershock  for  other  types  of 
arrhythmias. 

Studies  of  the  effect  of  countershock  on 
serum  transaminase  levels  have  been  some- 
what limited  in  scope  and  variable  in  re- 
sults. Most  patients  studied  in  this  con- 
nection have  received  1 or  2 electric  shocks 
for  cardioversion 17  and  no  more  than  4 
shocks  at  most.30  The  changes  in  the 
serum  glutamic  oxalopyruvic  transaminase, 
serum  lactic  acid  dehydrogenase,  and  aldo- 
lase were  slight  to  moderate  at  most  and 
occurred  in  25  per  cent  of  patients  or  less. 17 
While  transaminase  changes  in  the  17  cases 
reviewed  and  reported  would  be  of  great  in- 
terest, several  practical  difficulties  present 
themselves.  Other  factors  would  have 
affected  transaminase  levels,  in  particular 
the  surgical  procedures  and  the  immediate 
postoperative  state  in  several  patients,  the 
use  of  resuseitative  measures  with  trauma 
to  skeletal  muscle,  superficial  skin  burns, 
pulmonary  embolism,  and  intercurrent  dis- 
eases. In  Case  2 reported  earlier,  the 
transaminase  and  serum  lactic  acid  dehy- 
drogenase changes  and  the  progression  in 
electrocardiographic  pattern  appeared  re- 
lated to  the  acute  myocardial  infarction. 
It  cannot  be  ascertained  from  the  17  cases 
studied  whether  or  not  prolonged  and  per- 
sistent countershock  has  an  effect  on  serum 
transaminase  levels. 

Our  experience  confirmed  the  well- 
known  fact  that  many  episodes  of  ventricu- 
lar tachycardia,  ventricular  flutter,  and 
ventricular  fibrillation  are  self-limited,  sug- 
gesting that  electric  countershock  should 
not  be  applied  as  the  initial  measure  in  an 
attempt  to  discontinue  the  arrhythmia. 
Many  attacks  of  these  arrhythmias  are 
short-lived  or  may  be  stopped  by  a rela- 
tively light  blow  to  the  precordial  area. 
After  sudden  onset  of  a ventricular  arrhyth- 
mia, the  patient  should  be  observed  closely 
to  determine  if  the  attack  will  subside  spon- 
taneously; after  a very  brief  period  of  ob- 
servation, the  personnel  who  attend  the  pa- 
tient should  not  hesitate  to  apply  electric 
countershock,  in  view  of  both  its  lifesaving 
properties  and  its  freedom  from  serious  side- 
effects. 

Conclusions 

Age,  debility,  serious  intercurrent  non- 
cardiac disease,  a long-standing  history  of 


coronary  disease  and  angina  pectoris,  old 
myocardial  infarction,  and  recent  major 
surgical  procedures  are  not  contraindica- 
tions to  the  prolonged  and  repeated  use  of 
electric  countershock  when  indicated. 

The  vigorous  but  carefully  monitored  use 
of  cardiosuppressant  drugs  (quinidine,  lido- 
caine,  procainamide  hydrochloride,  and 
others)  is  an  effective  element  in  decreasing 
the  frequency  of  recurrent  ventricular 
arrhythmias. 

An  outstanding  feature  of  electric 
countershock  for  cardiac  arrhythmias  is  the 
ability  of  mammalian  tissue  to  withstand 
repeated  direct  and  alternating  current 
shocks  of  therapeutically  effective  intensity 
at  frequent  intervals  over  a prolonged 
period  of  time  with  little  evidence  of 
anatomic  or  physiologic  damage. 

170  William  Street 
New  York,  New  York  10038 
(Dr.  Flynn) 
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Pulmonary  tuberculosis 
and  chemotherapy 


Of  134  patients  suffering  from  active  pulmo- 
nary tuberculosis  who  received  treatment  with 
antituberculotic  drugs  for  an  average  of  seven- 
teen months  during  the  years  1953-1954,  6 (4.4 
per  cent)  relapsed  by  1966,  but  all  of  these  re- 
covered on  retreatment.  During  the  interval 
between  therapy  and  follow-up,  22  patients  died 
from  causes  other  than  active  tuberculosis. 
O.  T.  Cheung,  M.B.,  and  H.  E.  Pugsley,  M.D., 
writing  in  Canadian  Medical  Association  Journal 
98:  1182  (June)  1968,  were  unable  to  trace  any 

patient  who  died  of  active  tuberculosis.  These 
134  patients  constituted  a select  group  in  that  all 
of  them  were  proved  to  be  suffering  from  pri- 
mary bacillary  disease  before  chemotherapy  was 
instituted,  and  all  received  primary  continuous 
drug  treatment  for  a minimum  of  nine  months. 

There  were  70  male  and  64  female  patients  in 
the  series,  ranging  in  age  from  fifteen  to  seventy- 
five  years,  with  a median  age  of  thirty-seven. 
By  stage  of  disease,  the  patients  were  distributed 
as  follows:  far  advanced,  48;  moderately  ad- 

vanced, 61;  and  minimal,  25.  Twenty  of  the 
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patients  had  had  previous  sanitorium  treatment 
but  no  chemotherapy.  In  addition  to  the  pul- 
monary involvement,  14  of  the  patients  had 
other  tuberculous  lesions.  These  included  cer- 
vical adenitis,  epididymitis,  meningitis,  laryn- 
gitis, bronchopleural  fistula,  pleural  effusion,  and 
tuberculous  bacilluria.  Twenty-nine  patients 
had  other  associated  conditions:  diabetes  mel- 

litus,  cardiovascular  disease,  and  chronic  bron- 
chitis. All  had  been  discharged  with  medical 
permission.  The  duration  of  chemical  treat- 
ment ranged  from  nine  to  over  twenty-four 
months  for  an  average  of  seventeen  months. 
Taking  a part  of  the  course  after  discharge  were 
28  patients  (21  per  cent).  The  rest  of  the  pa- 
tients (79  per  cent)  took  the  entire  course  of 
chemotherapy  in  the  hospital.  Thirty-one  of 
the  patients  in  this  series  underwent  some  type 
of  resection. 

All  but  a very  few  of  the  total  of  far-advance i 
cases  with  pulmonary  tuberculosis  will  become 
inactive  if  they  are  given  adequate  chemother- 
apy. In  the  era  before  chemotherapy  was  in- 
troduced, relapses  of  tuberculosis  occurred  in 
approximately  30  to  40  per  cent  of  the  patients. 
Since  the  introduction  of  antituberculotic  drugs, 
especially  isoniazid,  follow-up  studies  have  in- 
dicated that  relapse  is  rare  except  in  those  pa- 
tients given  inadequate  therapy. 
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Antibiotics  in 
Practice  of  Pediatrics 


even  though  CHEMOTHERAPEUTIC  and  anti- 
biotic agents  arc  useful  in  infection,  it  is  not 
good  therapy  to  treat  any  fever  encountered 
in  a child  with  a favorite  antibiotic.  A 
clinical  diagnosis  of  bacterial  infection  is  not 
enough;  a presumptive  etiologic  diagnosis 
must  be  made  on  the  basis  of  age  of  patient, 
localization  of  infection,  and  sometimes  sea- 
son. Action  of  drugs  is  discussed  and  judg- 
ment must  be  used  in  prescribing  anti- 
biotics. Prevention  of  allergic  reactions, 
prophylaxis,  penicillins,  clinical  use,  the 
neonatal  period,  and  the  treatment  of  specific 
infections  are  considered. 
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T he  introduction  ok  chemotherapeutic 
and  antibiotic  agents  ranks  with  Harvey’s 
description  of  the  circulation  of  blood  and 
Pasteur’s  germ  theory  of  disease. 

In  1938  the  introduction  of  sulfanilamide 
was  greeted  with  enthusiasm  although  this 
drug  was  only  mildly  active  against  strepto- 
cocci alone  and  much  more  toxic  than  the 
presently  available  antibacterial  agents. 
There  were  frequent  deaths  from  pneu- 
monia on  every  pediatric  service,  and  that 
w'ord  still  has  not  lost  its  ominous  connota- 
tion for  mothers.  Many  of  the  children 
who  recovered  spent  weeks  with  draining 
empyema.  There  were  wards  filled  with 
children  who  had  mastoid  operations. 
And  then,  in  1939,  sulfapyridine  was  de- 
veloped which  was  bacteriostatic  for  the 
pneumococcus;  in  rapid  succession  over 
the  next  few  years  came  sulfathiazole, 
sulfadiazine,  penicillin,  and  streptomycin 
sulfate.  Other  potent  antibiotics  soon  fol- 
lowed. 

These  drugs  are  truly  the  magic  bullets 
Ehrlich  dreamed  about,  magic  enough  to 
be  an  important  factor  in  the  population 
explosion. 

Action  of  drugs 

The  sulfa  drugs  all  act  by  competing 
with  para-aminobenzoic  acid  for  enzymes 
necessary  for  the  synthesis  of  folic  acid. 
The  antibiotics  act  as  inhibitors  of  major 
macromolecular  processes  in  the  cells  and 
are  selectively  toxic  to  a greater  degree  to 


bacteria  than  to  human  cells.  The  three 
main  processes  which  have  been  elucidated 
are  interference  with  synthesis  of  bacterial 
cell  wall,  interference  with  synthesis  of 
proteins,  and  finally  disturbance  of  function 
of  the  cell  membrane. 1,2 

Penicillin,  cephalosporin,  and  bacitracin 
interfere  with  cell-wall  synthesis.  The 
cell  wall  is  made  up  of  cross-linked  mole- 
cules. When  the  links  are  not  formed 
properly,  the  cell  bursts.  Penicillin  has  a 
highly  reactive  carboxyl-nitrogen  bond 
which  binds  a transpeptidase  necessary 
for  this  link  formation.  This  transpepti- 
dase is  unique  in  bacterial  cells;  therefore, 
very  large  doses  of  penicillin  are  tolerated 
by  human  beings.  A problem  arises 
because  the  same  carboxyl-nitrogen  bond 
combines  with  serum  proteins  to  form 
an  antigen  and  therefore  there  are  allergic 
reactions.  It  is  this  bond  that  penicillinase 
breaks. 

The  second  manner  of  interference  is  by 
inhibition  of  the  synthesis  of  proteins. 
This  synthesis  depends  on  the  ribosomal 
fraction  of  the  cell.  This  is  true  in  both 
animal  and  bacterial  cells,  but  the  anti- 
biotics are  less  toxic  for  animal  cells. 
There  are  two  types  of  ribosomes:  so- 

called  heavy  (50S)  and  light  (30S).  Strep- 
tomycin sulfate,  neomycin,  kanamycin 
sulfate,  and  tetracycline  inhibit  the  former 
and  erythromycin,  lincomycin  hydrochlo- 
ride monohydrate,  and  chloramphenicol 
the  latter. 

Finally,  polymyxin,  colistin  (polymyxin 
E),  nystatin,  and  amphotericin  B act  on 
cell-membrane  function.  The  former  two 
disrupt  cell  membranes  by  a detergent  ef- 
fect which  alters  the  osmotic  barrier.  The 
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latter  two  form  complexes  with  sterols 
present  in  fungal  cell  membranes.  This 
permits  the  cytoplasm  to  leak  out,  and  the 
cell  dies.  Bacterial  cells  do  not  have  these 
sterols  in  their  cell  membranes,  but  animal 
cells  do,  accounting  for  the  high  toxicity  of 
these  antibiotics. 

There  are  a number  of  mechanisms  by 
which  bacteria  are  or  become  resistant  to 
antibiotics.  The  best  understood  are  peni- 
cillinase, which  breaks  the  carboxyl-nitro- 
gen bond;  and  naturally  resistant  indivi- 
dual bacteria  which  transfer  their  resistance 
by  means  of  a desoxyribose  nucleic  acid 
particle  called  an  episome.  This  episome 
replicates  independently  of  the  main  gen- 
etic material  and  is  transmitted  by  cell 
contact.  This  mechanism  has  been  shown 
to  exist  among  colonies  of  Shigella,  Salm- 
onella, and  Escherichia  coli. 

Judgment  in  use  of  antibiotics 

It  is  not  good  therapy  to  treat  any  fever 
encountered  with  a favorite  antibiotic. 
Also,  it  is  not  enough  to  make  a clinical 
diagnosis  of  bacterial  infection,  but  a pre- 
sumptive etiologic  diagnosis  must  be  made 
on  the  basis  of  age  of  patient,  localization 
of  infection,  and  sometimes  season.  It  is 
also  of  help  to  know  what  is  “going  around” 
in  a certain  geographic  area. 

It  is  well  known  that  infections  in  new- 
born babies  usually  are  due  to  E.  coli  and 
occasionally  staphylococci.  Meningitis 
from  two  months  to  four  years  of  age  is 
most  often  due  to  Hemophilus  influenzae 
and  beyond  that  age  most  frequently  to 
the  meningococcus.  In  cases  of  bacterial 
pneumonia,  the  staphylococcus  is  the  usual 
organism  under  one  year  of  age,  and  later 
pneumococcal  infection  predominates. 
Otitis  media  may  be  due  to  the  strepto- 
coccus, pneumococcus,  staphylococcus,  or 
H.  influenzae,  the  last  being  encountered 
most  often  in  the  age  group  under  five  years. 
Bone  and  joint  infections  are  usually 
staphylococcal.  Urinary  tract  infections 
are  most  likely  due  to  gram-negative  orga- 
nisms. 

From  these  various  considerations  one 
then  decides  whether  or  not  any  antibiotic 
is  indicated  and  if  so  which  one,  how  much, 
by  what  route,  and  for  how  long.  This 
first  judgment  may  have  to  be  changed 
after  smear,  culture,  and  sensitivity  test 


results,  but  clinical  response  is  important 
by  the  time  laboratory  reports  are  re- 
ceived. Polymyxin,  colistin,  neomycin, 
and  bacitracin  are  also  bactericidal,  but 
because  of  toxicity  or  limited  spectrum  they 
are  not  used  frequently.  This  is  a good 
place  to  point  out  an  important  rule  with 
all  antibiotics.  If  the  infection  is  mild  to 
moderate,  either  bactericidal  or  bacterio- 
static drugs  may  be  used  orally,  while  with 
moderate  to  severe  infections,  a bactericidal 
drug  like  penicillin,  kanamycin  sulfate, 
or  streptomycin  sulfate  should  be  chosen 
if  possible  and  given  parenterally. 

It  is  also  important  to  remember  that 
adjuvant  treatment  is  often  necessary. 
Even  with  adequate  antibacterial  treat- 
ment of  sensitive  organisms,  purulent  peri- 
carditis will  not  heal  without  partial  peri- 
cardectomy. 

Antibiotic  combinations  should  not  be 
used  without  a definite  indication.  The 
commercially  prepared  combinations  es- 
pecially do  not  have  the  correct  propor- 
tions of  each  drug  if  one  wishes  to  prescribe 
by  weight.  Occasionally  however,  two 
or  more  antibiotics  may  be  employed  under 
the  following  circumstances:  if  there  is  a 
mixed  infection,  if  there  is  strong  evidence 
that  a combination  is  best  as  in  entero- 
coccal  endocarditis  where  penicillin  and 
streptomycin  sulfate  are  perhaps  synergis- 
tic, to  delay  the  emergence  of  resistance  as 
in  tuberculosis,  while  awaiting  laboratory 
reports  on  seriously  ill  children,  or  when 
the  laboratory  has  failed  to  isolate  a patho- 
gen. 

Prevention  of  allergic  reactions 

The  prevention  of  allergic  reactions  is 
another  facet  of  judgment  in  selecting  anti- 
biotics. A careful  history  should  be  taken 
including  questions  about  itching  rashes 
and  so  on  after  antibiotic  therapy.  Care 
should  be  taken  with  any  allergic  individual 
since  deaths  from  penicillin  have  been  es- 
pecially frequent  in  children  with  asthma. 
Antibiotics  should  not  be  given  for  minor 
ailments.  Systemically  useful  antibiotics 
should  not  be  used  for  surface  treatment  of 
local  lesions  such  as  in  conjunctivae  or  skin. 
Simultaneous  injection  of  other  antigens 
and  depot  types  of  antibiotics  should  be 
avoided  unless  needed.  Oral  treatment 
should  always  he  used  if  possible. 

After  penicillin  intramuscularly,  2.5  per 
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cent  of  children  eventually  become  allergic 
as  do  5 per  cent  of  nonallergic  adults.  Af- 
ter oral  penicillin,  only  0.2  to  0.5  per  cent  of 
individuals  become  allergic.’ 

Another  frequent  problem  when  giving 
antibiotics  is  the  persistence  of  fever  in  the 
face  of  a sensitive  organism.  There  may 
be  a number  of  reasons  for  this  besides 
allergy.  The  drug  may  act  as  a local  irri- 
tant in  the  muscle;  there  may  be  a secon- 
dary infection;  there  may  be  a localized 
collection  of  pus;  and  finally,  multiple 
small  pulmonary  emboli,  seen  in  bacterial 
endocarditis,  may  cause  fever. 

Prophylaxis 

Another  question  which  often  arises  is 
“should  antibiotics  be  given  prophylacti- 
cally?”  In  most  cases  this  is  to  be  con- 
demned. They  should  not  be  given  to 
prevent  pneumonia  in  cases  of  coma  or  fol- 
lowing tracheotomy. 4 Antibiotics  are  best 
not  given  to  prevent  the  secondary  infec- 
tion often  caused  by  Foley  catheters.  In 
these  cases  frequent  urine  studies  should 
be  done,  and,  if  indicated,  a short  course  of 
treatment,  three  to  five  days,  should  be 
given.  When  the  catheter  is  withdrawn 
finally,  if  there  is  any  infection,  a longer 
course  of  the  appropriate  antibiotic  can 
be  instituted.  In  the  case  of  measles  and 
possibly  other  viral  infections,  secondary 
bacterial  infection  is  twice  as  frequent  if 
antibiotics  are  given  prophylactically.5 
Generally  also,  they  should  not  be  used 
before  surgery,6  although  sterilization  of 
the  bowel  may  be  an  indication.7  How- 
ever, if  a very  large  incision  must  be  made 
with  much  manipulation  and  for  a long 
period  of  time,  such  as  one  sees  in  open- 
heart  surgery,  antibiotics  are  usually  given. 
There  is  no  argument  about  the  value  of 
penicillin  or  a sulfonamide  in  preventing 
recurrences  of  rheumatic  fever.8  9 There 
is  also  agreement  on  the  use  of  antibiotics 
prior  to  dental  work  in  patients  with  con- 
genital heart  disease.  For  meningococcus 
contacts,  penicillin  or  a sulfonamide  is 
given.  Prophylaxis  is  also  indicated  in 
compound  fractures,  skull  fractures  with 
oto-  or  rhinorrhea,  and  penetrating  wounds 
of  body  cavities. 

Penicillins 

There  has  been  much  confusion  because 
of  the  rapid  introduction  into  clinical  medi- 


cine of  various  new  penicillins  under  various 
names. 

Penicillin  G is  the  usual  one  in  crystalline 
or  procaine  injectable  penicillin.  Oral  peni- 
cillin G CPentids)  should  be  taken  before 
meals. 

Penicillin  phenoxymethyl  (V-Cillin  K; 
Pen-Vee  K)  is  absorbed  well  even  with  food 
in  the  stomach  and  provides  good  blood 
levels. 

The  semisynthetic  penicillins  are  pre- 
pared by  stopping  fermentation  at  the 
stage  of  6-aminopenicillanic  acid  and  then 
adding  different  radicals.  All  of  these  ex- 
cept ampicillin  are  penicillinase  resistant. 

Methicillin  sodium  (Staphcillin)  is  given 
intramuscularly  or  intravenously  every  six 
hours  in  doses  of  100  to  300  mg.  per  kilo- 
gram per  day.  It  is  not  as  effective  as 
penicillin  G against  the  usual  gram-positive 
pathogens. 

Oxacillin  sodium  (Prostaphlin)  is  very 
similar  to  methicillin  sodium  but  can  also 
be  given  orally.  Dosage  is  50  to  100  mg. 
per  kilogram  per  day  in  divided  doses 
every  six  hours. 

Sodium  cloxacillin  monohydrate  (Tego- 
pen)  is  given  orally  50  mg.  per  kilogram 
per  day  in  divided  doses  every  six  hours. 
It  is  active  against  streptococci  and  all 
staphylococcal  infections. 

Nafcillin  sodium  (Unipen)  is  also  active 
against  streptococcus  and  staphylococcus. 
It  can  be  given  orally,  25  to  50  mg.  per 
kilogram  per  day  in  divided  doses  every 
six  hours  or  50  mg.  per  kilogram  per  day 
intramuscularly  in  two  divided  doses. 

Ampicillin  (Polycillin,  Penbritin,  Omni- 
pen) is  given  in  divided  doses  every  six 
hours  for  a total  of  50  to  200  mg.  per  kilo- 
gram per  day  orally,  intramuscularly,  or 
intravenously.  If  given  intravenously  it 
should  be  injected  slowly  over  a five-  to 
ten-minute  interval.  It  is  a broad-spec- 
trum antibiotic  particularly  good  against 
Salmonella,  Shigella,  H.  influenzae,  and 
Proteus  mirabilis. 

Dicloxacillin  (Dynex)  is  given  orally  in 
doses  of  12.5  to  25  mg.  per  kilogram  per 
day  and  provides  excellent  blood  levels 
against  the  streptococcus  and  all  staphylo- 
cocci.1011 

Clinical  use 

The  treatment  of  various  clinical  entities 
which  are  seen  frequently  in  the  newborn 
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baby  nurseries  and  in  pediatric  wards  will 
now  be  discussed.  There  are  almost  as 
many  variations  in  treatment  as  there  are 
authors,  and  an  attempt  will  be  made  to 
present  a consensus. 

Neonatal  period 

During  the  neonatal  period,  most  infec- 
tions are  due  to  E.  coli.  Antibodies 
against  this  organism  are  primarily  19S 
type  which  do  not  cross  the  placenta,  and 
under  normal  circumstances  it  is  two  or 
three  weeks  before  the  baby  begins  to  form 
such  antibodies.  Sepsis  is  frequent  during 
infection  of  the  newborn  child,  and  when 
suspected,  blood  and  urine  cultures  should 
always  be  made.  Furthermore,  any  evi- 
dence of  sepsis  is  an  indication  for  a spinal 
tap.  Until  culture  reports  are  available, 
the  current  choice  of  antibacterial  agents 
in  most  centers  is  a combination  of  peni- 
cillin and  kanamycin  sulfate.  The  latter 
drug  is  effective  for  95  per  cent  of  E. 
coli,  while  only  60  to  65  per  cent  are  sensi- 
tive to  ampicillin. 10,11  The  penicillin  is  given 
usually  as  crystalline  penicillin  G intra- 
muscularly, in  doses  varying  from  100,000 
to  2 million  units  per  day  in  two  divided 
doses.  Kanamycin  sulfate  15  mg.  per 
kilogram  per  day  intramuscularly  in  two 
divided  does  is  usually  given,  although  in 
premature  babies  as  little  as  5 mg.  per  kilo- 
gram has  been  recommended.  If  meningi- 
tis is  present,  chloramphenicol,  which 
readily  crosses  the  blood  brain  barrier,  is 
usually  added  in  a dose  of  25  mg.  per  kilo- 
gram per  day  for  premature  babies  less 
than  one  month  of  age  and  term  infants 
less  than  one  week,  while  50  mg.  per  kilo- 
gram per  day  is  used  for  older  infants. 
This  is  given  intramuscularly  or  intra- 
venously in  two  to  three  divided  doses. 
When  using  chloramphenicol  in  this  age 
group,  one  must  always  be  on  the  watch  for 
the  so-called  “gray  syndrome”  charac- 
terized by  grayish  cyanosis,  lethargy,  re- 
spiratory distress,  distention,  and  finally 
death.  In  some  centers  streptomycin  sul- 
fate 20  mg.  per  kilogram  per  day  or  neo- 
mycin 5 to  10  mg.  per  kilogram  per  day  is 
used  in  this  age  group.  If  kanamycin  sul- 
fate is  used,  repeated  urinalysis  should  be 
made  and  the  blood  urea  nitrogen  level 
tested  periodically  to  recognize  toxic  ef- 
fects on  the  kidney.  This  is  less  common 


in  infants  and  children  than  in  adults,  and 
the  drug  may  be  used  for  as  long  as  twelve 
days.  With  meningitis,  the  chlorampheni- 
col should  be  continued  until  the  child  is 
normal  for  one  week.  A repeat  spinal  tap 
should  be  done  before  termination  of 
therapy. 

If  cultures  reveal  other  organisms  than 
E.  coli,  the  appropriate  antibiotic  should 
be  started.  Pseudomonas  responds  to 
polymyxin  B or  colistin  2.5  to  3 mg.  per 
kilogram  per  day  for  either  drug.  For 
Proteus,  ampicillin  200  mg.  per  kilogram 
per  day  is  used.  Penicillin  G is  used  for 
most  gram-positive  organisms,  and  if  a 
resistant  staphylococcus  is  encountered, 
methicillin  sodium  200  to  300  mg.  per 
kilogram  per  day  divided  in  four  doses  is 
recommended. 

Diarrhea  caused  by  a pathogenic  E. 
coli  is  treated  with  neomycin  orally  50  to 
100  mg.  per  kilogram  per  day.  Occasion- 
ally the  organism  may  be  more  sensitive  to 
kanamycin  sulfate,  polymyxin,  or  colis- 
tin.12  Treatment  should  be  continued  for 
at  least  seven  to  ten  days,  and  if  the  infant 
is  in  a susceptible  population,  the  treat- 
ment should  be  continued  until  discharge. 
If  there  is  an  outbreak  in  a nursery,  ad- 
missions should  be  stopped  and  all  infants 
treated  until  discharge. 

Specific  infections 

Meningitis.  H.  influenzae  is  the  most 
frequent  infecting  organism  between  the 
ages  of  two  months  and  four  years. 13 
Then  the  meningococcus  becomes  the  most 
frequent  organism  found. 14  It  has  been 
customary  to  give  penicillin,  a sulfon- 
amide, and  chloramphenicol  in  combina- 
tion before  bacteriologic  diagnosis  is  made. 
The  usual  dosage  for  both  sulfisoxazole 
and  chloramphenicol  is  100  mg.  per  kilo- 
gram per  day,  parenterally  or  200  mg.  per 
kilogram  per  day  orally. 

Wehrle  et  ah15  have  made  a controlled 
study  in  which  ampicillin  in  doses  of  200 
mg.  per  kilogram  per  day  appears  to  be 
more  effective  than  the  combined  therapy 
against  H.  influenzae  meningitis.  Re- 
cently, however,  there  have  been  some  re- 
ports of  recrudescence  of  infection  when 
ampicillin  therapy  was  discontinued. 16 

For  meningococcal  meningitis,  sulfadia- 
zine or  sulfisoxazole  were  recommended 
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until  recently.  However,  because  of  the 
increasing  frequency  of  infection  with  a 
sulfonamide-resistant  type  2 organism, 
penicillin  is  now  the  dru^  of  choice.17 
Treatment  is  usually  for  five  to  six  days. 
Ampicillin  has  also  been  used  as  the  sole 
drug  in  this  infection. 

For  pneumococcal  meningitis,  a com- 
bination of  penicillin  1 million  units  every 
two  hours  and  a sulfonamide  should  be 
used.  Treatment  is  continued  for  ten  to 
fourteen  days. 

In  all  cases  of  meningitis,  a spinal  tap 
should  be  repeated  toward  the  end  of 
therapy. 

Staphylococcal  infections.  There 
are  certain  basic  principles  in  treating 
moderate  to  severe  cases  of  staphylococcal 
infection. 18  Treatment  is  best  begun  early, 
before  lesions  become  walled  off  and  avascu- 
lar and  extensive  tissue  damage  occurs. 
In  starting  treatment  before  sensitivity  is 
reported,  history,  location,  and  severity  of 
the  infection  and  age  and  condition  of  the 
patient  must  all  be  considered.  If  pos- 
sible, it  would  be  desirable  to  use  penicillin 
G alone,  but  it  is  often  necessary  to  com- 
bine this  with  methicillin  sodium.  Paren- 
teral treatment  is  usually  given  to  assure 
optimal  levels  and  is  continued  long  enough 
to  prevent  recurrences.  Any  lesions  which 
localize  should  be  adequately  drained,  and 
special  isolation  technics  must  be  used  at 
this  time. 

The  dosage  of  the  various  penicillins 
has  been  discussed.  It  is  the  custom  in 
some  centers  prior  to  culture  and  sensi- 
tivity reports  to  give  both  penicillin  G and 
a penicillinase-resistant  preparation,  often 
methicillin  sodium,  when  faced  with  severe 
infections.  In  the  case  of  staphylococcal 
pneumonia  the  treatment  is  continued  for 
at  least  three  weeks.  Any  empyema 
should  be  drained.  Pleural  thickening 
and  pneumatoceles  which  may  remain  for 
months  do  not  determine  the  length  of 
treatment.  In  acute  suppurative  arthritis, 
in  addition  to  parenteral  treatment,  local 
methicillin  sodium  or  bacitracin  may  be 
used.  Two  weeks  of  treatment  usually 
suffices,  but  if  there  is  an  associated  osteo- 
myelitis, four  to  six  weeks  of  therapy 
is  indicated.  Staphylococcal  meningitis 
usually  arises  from  a neighboring  local 
focus  in  the  middle  ear  or  sinuses  or  from  a 
dermal  sinus.  Treatment  is  continued  un- 


til one  week  after  signs  and  symptoms  have 
disappeared.  Endocarditis  is  usually 
treated  with  large  doses  of  both  types  of 
penicillin  until  culture  reports  are  obtained. 
This  is  an  acute  endocarditis,  often  with- 
out previous  cardiac  lesions.  If  there  is 
not  a satisfactory  response  to  penicillin, 
vancomycin  50  mg.  per  kilogram  per  day, 
intravenously,  has  been  recommended. 
It  is  well  to  know  that  this  drug  may  cause 
fever.  Finally,  staphylococcal  pseudo- 
membranous enterocolitis  should  be  treated 
with  antibiotics  which  give  tissue  levels  and 
not  with  nonabsorbable  drugs.  Methi- 
cillin sodium  is  often  used  but  if  the  infec- 
tion is  not  too  severe,  erythromycin  or 
oxacillin  sodium  may  be  given  orally.19 
Treatment  usually  is  for  seven  to  ten  days. 

Streptococcal  infections.  Group  A 
beta  hemolytic  streptococci  are  highly  sen- 
sitive to  penicillin  G.  The  American 
Heart  Association  recommends  only  125 
mg.  (200,000  units)  orally  three  times  a 
day  for  ten  days  for  the  treatment  of 
pharyngitis.  However,  most  physicians 
give  250  mg.,  three  times  a day  for  ten 
days.  There  should  be  a good  response  in 
twenty-four  to  forty-eight  hours.  Cultures 
should  become  negative  after  one  day  of 
treatment.  In  spite  of  this  great  sensi- 
tivity, approximately  10  per  cent  of  the 
cases  recur.  20  -22  Some  physicians  prefer 
to  use  benzathine  penicillin  intramuscu- 
larly. In  that  way  they  are  certain  the 
patient  gets  the  full  course  of  medication. 
However,  the  injections  are  painful,  and 
the  child  may  refuse  to  walk  for  three  or 
four  days.  Diarrhea  secondary  to  oral 
penicillin  is  a fairly  common  occurrence. 
This  is  not  allergy  but  probably  a type  of 
intolerance.  It  is  more  likely  to  be  seen 
in  young  children  and  is  usually  easily  con- 
trolled with  diet,  yoghurt,  or  the  yoghurt- 
like medications  (Lactinex  or  Bacid)  even 
while  penicillin  is  continued.  At  times  it 
helps  to  omit  one  dose  of  penicillin  when 
the  lactobacillus-like  treatment  is  started. 
If  diarrhea  continues  in  spite  of  this  treat- 
ment, another  antibiotic  must  be  substi- 
tuted for  the  penicillin. 

If  the  patient  is  allergic  to  penicillin, 
lincomycin  hydrochloride  monohydrate  or 
erythromycin  may  be  used.  Some  have 
used  triacetyloleandomycin.  Sulfonam- 
ides or  tetracyclines  should  not  be  used. 
Forty  per  cent  of  beta  hemolytic  strepto- 
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cocci  are  resistant  to  the  latter.23 

There  is  great  difference  of  opinion  about 
the  dosage  of  penicillin  and  length  of  treat- 
ment for  osteomyelitis  or  septic  arthritis 
caused  by  the  streptococcus.  As  much  as 
4 to  10  million  units  daily  for  four  weeks 
after  clinical  arrest  have  been  recom- 
mended.24 Others  use  much  less  and  for  a 
much  shorter  time.  The  clinical  picture, 
erythrocyte  sedimentation  rate,  and  com- 
plete blood  count  are  helpful  guides  to  de- 
termine duration  of  therapy.  Subacute 
bacterial  endocarditis  is  usually  caused  by 
the  alpha  streptococcus.  Depending  on 
sensitivity  to  penicillin,  3 to  20  million 
units  for  three  to  eight  weeks  are  used.25 
It  is  usually  given  intravenously  as  long  as 
possible  and  then  intramuscularly.  With 
sensitive  organisms,  Hambuger,  Kaplan, 
and  Walker26  have  treated  this  disease  with 
large  doses  orally.  If  the  patient  is  allergic 
to  penicillin,  any  one  of  three  courses  has 
been  recommended:  (1)  give  erythromycin 
or  cephalosporin,  (2)  desensitize  the  pa- 
tient, and  (3)  give  large  doses  of  antihista- 
mines and  adrenocortical  steroids  and  the 
usual  dose  of  penicillin.27’28  Occasionally 
the  endocarditis  is  due  to  streptococcus 
faecalis  or  so-called  enterococcus  which 
is  a more  resistant  organism.  Large  doses 
of  penicillin  must  be  used.  During  the 
first  week  or  two  of  treatment  streptomycin 
sulfate  is  usually  added,  although  some 
doubt  has  been  expressed  recently  as  to  the 
need  for  this  drug. 

Penicillin  prophylaxis  is  recommended 
after  an  attack  of  rheumatic  fever,  200,000 
to  250,000  units  twice  a day.  Sulfon- 
amides may  also  be  used  for  prophylaxis, 
0.25  Gm.  twice  a day  for  children  under 
50  pounds  and  0.5  Gm.  twice  a day  for 
those  weighing  more  than  50  pounds. 
Benzathine  penicillin  600,000  to  1.2  million 
units  intramuscularly  once  monthly  is  pre- 
ferred in  some  clinics.29  If  the  patient 
has  rheumatic  heart  disease,  prophylaxis  is 
recommended  throughout  life.  For  those 
with  only  a history  of  rheumatic  fever,  it  is 
usually  continued  into  the  twenties.  If 
dental  work  is  to  be  done  on  someone  who 
has  rheumatic  heart  disease  and  has  been 
taking  penicillin,  erythromycin  is  recom- 
mended for  two  days  before  and  two  days 
after  the  procedure  because  the  alpha 
streptococcus  may  have  become  resistant  to 
penicillin.  If  extractions  are  done,  peni- 


cillin intramuscularly  should  also  be  given 
one  hour  before  the  procedure. 

H.  INFLUENZAE  infections.  Alexan- 
der30 has  pointed  out  certain  clinical  enti- 
ties which  are  often  caused  by  H.  influ- 
enzae: (1)  epiglottitis;  (2)  meningitis  in 

the  younger-age  groups;  (3)  pyarthrosis; 
(4)  febrile  respiratory  infections  with  sinusi- 
tis, especially  ethmoiditis;  and  (5)  acute 
otitis  media.  In  her  series  30  per  cent  of 
these  were  caused  by  H.  influenzae. 
Others  have  not  found  this  organism  as  fre- 
quently even  in  the  age  group  under  five. 

Epiglottitis  is  almost  always  due  to  H. 
influenzae.  There  is  sudden  onset  with 
high  fever  and  marked  toxicity,  dyspnea, 
so-called  “hot  potato”  voice  rather  than 
hoarseness,  and  a cherry-like  epiglottis. 
An  otorhinolaryngologist  should  be  called 
immediately  with  the  possibility  of  trache- 
otomy in  mind.  While  awaiting  his  ar- 
rival, the  patient  should  be  kept  in  the  sit- 
ting position.  Any  attempt  to  have  him 
lie  down  may  cause  death  by  blocking  the 
respiratory  passage.  Also  great  care 
should  be  taken  in  examining  these  pa- 
tients and  in  obtaining  cultures. 

At  present,  ampicillin  in  large  doses  is 
the  drug  of  choice  for  all  H.  influenzae  in- 
fections and  is  replacing  the  combination  of 
penicillin,  chloramphenicol,  and  sulfon- 
amide. Some,  like  Alexander, 30  recommend 
treatment  for  one  week  in  most  of  these 
conditions;  others,  until  all  is  normal  for 
one  week. 

In  practice,  most  physicians  treat  otitis 
media  with  penicillin  G alone.  It  has  been 
reported  that  90  per  cent  respond.31  How- 
ever, in  view  of  Alexander’s30  statistics,  if 
response  has  been  poor,  ampicillin  should 
be  used.  Some  may  then  ask,  why  not 
start  with  ampicillin?  Here  the  economic 
factor  may  be  a deterrent  because  it  would 
cost  three  times  as  much  for  a course  of 
therapy.  Some  practitioners  solve  this 
problem  by  giving  penicillin  and  a sulfon- 
amide.32’33 

Urinary  tract  infections.  Urinary 
tract  infections  are  often  difficult  pediatric 
problems  to  treat.  For  this  reason  a wide 
variety  of  recommendations  have  been 
made.  One  of  the  most  frequently  fol- 
lowed regimens  will  be  described.  If 
there  is  evidence  of  infection  either  from 
the  clinical  picture  or  the  routine  urinalysis, 
a urine  for  culture,  sensitivity  studies,  and 
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colony  count  is  taken  and  one  of  the  fol- 
lowing drugs  then  started:  sulfisoxazole 

120  mg.  per  kilogram  per  day,  nitrofuran- 
toin (Furadantin)  5 mg.  per  kilogram  per 
day,  or  ampicillin  50  to  100  mg.  per  kilo- 
gram per  day.  In  children  over  eight  years 
of  age  when  the  enamel  of  the  incisors  has 
been  formed,  tetracycline  25  mg.  per  kilo- 
gram per  day  may  be  used.  If  there  is 
a good  response,  the  drug  is  continued  for 
fourteen  to  twenty-one  days.  If  there  is 
no  response  after  three  or  four  days  and 
fever  or  pyuria  persist,  the  medication  is 
changed  according  to  the  reported  sensi- 
tivities. One  week  after  treatment  is 
finished,  another  culture  is  made.  If  this 
is  clear,  a culture  is  made  one  month  later 
and  a final  one  after  six  to  twelve  months. 
If  any  of  these  cultures  are  positive  for  the 
same  organism,  the  child  is  treated  with 
the  appropriate  drug  for  six  to  twelve 
months.  For  this  long-term  therapy, 
courses  of  indicated  antibiotics  and  treat- 
ment with  sulfisoxazole,  nitrofurantoin, 
or  methenamine  mandelate  (Mandelamine) 
50  mg.  per  kilogram  per  day  are  used  in 
rotation.  If  any  repeat  culture  shows  a 
different  organism,  only  a two-  to  three- 
week  course  of  the  appropriate  therapy  is 
again  given.  Urologic  study  including 
intravenous  pyelography  and  voiding  cysto- 
urethrogram  should  be  performed  in  all 
males  with  urinary  tract  infection  and  in  all 
females,  either  during  the  initial  attack  and 
certainly  if  there  is  no  response  to  therapy 
or  the  recurrence  of  infection. 

Other  gram-negative  infections.  In- 
fections with  other  gram-negative  orga- 
nisms such  as  Proteus,  Aerobacter-Kleb- 
siella  group,  and  Pseudomonas  have  be- 
come more  frequent  since  the  widespread 
use  of  antibiotics.  These  infections  are 
often  secondary,  replacing  the  strains  for 
which  treatment  is  originally  given.  They 
continue  to  show  increasing  resistance  to 
antibiotics.  Normally  they  are  present 
in  the  intestine,  but  under  certain  condi- 
tions such  as  debilitation,  leukemia,  im- 
mune mechanism  defects,  burns,  or  uri- 
nary tract  obstruction,  they  become  patho- 
gens not  only  for  the  urinary  tract  but  also 
for  the  skin,  soft  tissue,  peritoneum,  lungs, 
and  meninges. 

Cephalothin  which  must  be  given  paren- 
terally  in  50  to  100  mg.  per  kilogram  per 
day  doses  is  used  against  Proteus  and  Aero- 


bacter.  Cephalothin  has  shown  a 20  per 
cent  cross  reaction  in  those  allergic  to  peni- 
cillin. In  some  centers  a combination  of 
streptomycin  sulfate  and  tetracycline  has 
been  used  against  the  Aerobacter-Klebsiella 
group.34  P.  mirabilis  is  often  sensitive  to 
large  doses  of  penicillin  G.  Until  the  ad- 
vent of  ampicillin,  Proteus  vulgaris  and 
Proteus  morgani,  which  are  resistant  to 
penicillin  G,  were  treated  with  strepto- 
mycin sulfate  plus  chloramphenicol,  tetra- 
cycline, kanamycin  sulfate,  or  even  neo- 
mycin.34 These  are  still  used  if  the  Proteus 
is  resistant  to  ampicillin. 

For  Pseudomonas  infections,  polymyxin 
B or  colistin  (polymyxin  E)  are  used.  Poly- 
myxin, 2.5  to  3 mg.  per  kilogram  per  day, 
is  given  intramuscularly  or  intravenously 
to  newborn  and  premature  infants  and  4 
mg.  per  kilogram  per  day  to  older  children. 
Colistin  is  used  in  the  same  dose  for  new- 
born and  premature  infants,  but  up  to  5 
mg.  per  kilogram  per  day  is  given  to  older 
children.  Colistin  and  polymyxin  in  doses 
of  10  to  20  mg.  per  kilogram  per  day  orally 
are  used  for  gastroenteritis.  If  there  is 
pseudomonas  meningitis,  2 to  5 mg.  per  day 
of  either  may  be  given  intrathecally. 

Bacillary  dysentery.  For  bacillary 
dysentery  sulfisoxazole  in  the  usual  doses 
orally,  or  intravenously  if  vomiting  is  pres- 
ent, has  been  the  drug  of  choice  until  re- 
cently. There  has  been  the  emergence  of 
some  degree  of  sulfa  resistance35  and  if 
there  is  no  response,  then  ampicillin,  ceph- 
alothin, tetracycline,  or  chloramphenicol 
have  been  used.  The  usual  length  of 
treatment  is  seven  to  ten  days. 

In  the  case  of  chronic  infection,  carriers 
have  been  treated  with  oral  polymyxin, 
kanamycin  sulfate,  or  neomycin.  The  dose 
of  the  latter  two  has  been  100  mg.  per  kilo- 
gram per  day  given  every  six  hours  until 
negative  cultures  are  obtained. 

Salmonellosis.  Salmonellosis,  if 
asymptomatic  or  mild,  is  not  treated  be- 
cause of  the  danger  of  prolonging  the  car- 
rier state.36  37  In  practice,  tetracycline  is 
tried  first  in  systemic  cases.38  Some  rec- 
ommend ampicillin  or  cephalothin.39  For 
Salmonella  typhosa  or  resistant  cases,  chlor- 
amphenicol has  been  used  with  varying 
success.  The  treatment  usually  is  given 
for  one  to  three  weeks  depending  on  the 
clinical  and  laboratory  findings. 

Congenital  syphilis.  Newborn  in- 
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fants  with  congenital  syphilis  are  given  at 
least  a total  of  1 million  units  of  crystalline 
penicillin  G.40  This  dosage  is  extended 
over  a one-week  period  and  given  intra- 
muscularly in  two  divided  doses  daily. 
Older  infants  and  children  have  been  given 
procaine  penicillin  300,000  units  once  daily 
for  eight  days.  Benzathine  penicillin,  in- 
tramuscularly, has  also  been  used  in  a sin- 
gle injection  of  1.2  to  2.4  million  units.  If 
the  child  is  allergic  to  penicillin,  erythro- 
mycin or  tetracycline  may  be  given  in  the 
usual  doses  for  ten  to  fifteen  days.  Inter- 
stitial keratitis  requires  cortisone  treatment 
in  addition  to  antibiotics.41 

In  infants,  antibody  titers  should  fall  and 
disappear.  In  older  children,  titers  usually 
fall  but  may  remain  stable  even  after  a 
cure  is  effected. 

Summary 

The  use  of  antibiotics  should  not  be  a 
reflex  when  one  is  faced  with  a child  who 
has  a fever.  An  exact  diagnosis,  if  pos- 
sible, is  desirable.  The  decision  as  to  the 
va'ue  of  antibiotics  in  the  particular  con- 
dition must  be  made;  if  antibiotics  are 
desirable,  which  one,  by  what  route,  how 
much,  and  for  how  long  are  all  questions 
which  must  be  given  thought. 
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T he  twin  coil  dialyzer  is  widely  used  in 
chronic  renal  insufficiency.  Its  major  dis- 
advantage has  been  the  large  volume  of 
blood  remaining  in  the  coil  at  the  end  of 
each  dialysis. 

Some  of  this  residual  blood  may  be  col- 
lected into  ACD  (acid  citrate  dextrose) 
bottles  for  use  in  the  next  dialysis.  At- 
tempts at  more  thorough  emptying  of  the 
coil  have  involved  running  the  unwound 
coil  through  a wringer1  or  using  large  vol- 
umes of  sterile  saline  wash  and  several  stor- 
age bottles.2  We  have  therefore  sought  a 
method  of  thoroughly  emptying  coils  which 
is  technically  simple  and  imposes  only  a 
small  volume  load  of  saline  during  the  next 
dialysis. 


a technic  for  emptying  the  coils  of  a twin 
coil  dialyzer  is  described  that  reduces  blood 
loss  to  less  than  5 ml.  The  average  blood  loss 
was  2.6  ml.  in  the  “ ultra-flo ” and  3.7  ml.  in 
the  “3/ 4 ” coil,  with  the  coil  emptied  on  its  side. 


Method 

At  the  end  of  dialysis  a 500-ml.  bottle  of 
saline,  containing  10  mg.  of  heparin,  is  at- 
tached to  the  inlet  arm  of  the  dialysis 
tubing.  * To  assure  sterility  of  the  large 
volume  of  air  pulled  through  the  system,  a 
45  micron  millipore  filter f is  attached  to  the 
bottle’s  air  inlet  using  an  extension  tube** 
with  air-tight  connections.  The  bottle  is 
inverted  when  a flow  of  saline  is  desired 
and  left  upright  when  air  flow  is  needed. 

The  pull  line  is  separated  from  the  pa- 
tient, emptied  by  the  blood  pump,  and  then 
clamped.  The  canister  containing  the  coil 
and  inflated  cuff  is  placed  in  a horizontal 
position.  Since  the  bath  is  contaminated 
with  bacteria,  the  technician  wears  gloves 
and  changes  them  after  turning  the  canister 
on  its  side.  Air  is  then  run  through  the 
system  for  two  minutes  at  150  ml.  per  min- 
ute. The  air  is  followed  by  100  ml.  of  sa- 
line and  then  again  by  air  for  one-half  min- 
ute; 100-ml.  boluses  of  saline  are  alternated 
with  air  until  the  saline  is  exhausted. 
When  air  enters  the  drip  chambers,  the 
return  line  is  disconnected  from  the  patient 
and  allowed  to  run  into  an  ACD  bottleff 
through  a 14-gauge  needle.  The  pump 
speed  is  now  increased.  When  the  drip 
chamber  becomes  distended  with  air,  a nee- 
dle vent***  is  inserted  into  the  ACD  bottle. 
The  procedure  is  terminated  after  400  to 
600  ml.  of  blood-saline  mixture  has  been 
collected.  This  is  stored  in  the  blood  bank 
and  used  to  prime  the  coil  for  the  next  di- 
alysis. Alternatively,  an  empty  collection 
bottlefft  may  be  used,  thus  avoiding  ci- 
trate load,  and  just  400  ml.  of  blood-saline 
mixture  collected;  this  mixture  is  then  re- 

*4631  Venoclysis  Set,  Abbott  Laboratories,  North  Chicago 
Illinois. 

t SXHA0130S  (or  XX3001200),  Millipore  Filter  Corpora- 
tion, Bedford,  Massachusetts. 

**  Burron  Medical  Products,  Inc.,  Bethlehem,  Pennsyl- 
vania. 

tfBaxter  Laboratories,  Morton  Grove,  Illinois. 

***  RX18024,  Abbott  Laboratories,  North  Chicago, 
Illinois. 

ttt  Plasma-Vac  container,  Baxter  Laboratories,  Morton 
Grove,  Illinois. 
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turned  immediately  to  the  patient,  and  the 
next  dialysis  is  initiated  with  a saline  prime. 

Six  “ultra-flo”  and  five  “3/4”  twin 
coils*  were  emptied  by  this  technic.  The 
tubing  and  coils  were  then  opened  and 
thoroughly  washed  with  saline.  Hemo- 
globin content  of  this  wash  was  determined 
by  the  cyanomethemoglobin  method,  and 
the  volume  of  residual  blood  calculated 
using  the  simultaneously  determined  pa- 
tient hemoglobin  level.3  Cultures  for  aero- 
bic and  anaerobic  bacteria  were  obtained 
just  prior  to  using  the  saved  blood. 

Results 

Residual  blood  in  11  consecutive  coils  is 
presented  in  Table  I.  Average  blood  loss 
was  2.6  ml.  in  the  “ultra-flo”  and  3.7  ml.  in 
the  “3/4”  coil.  Four  “ultra-flo”  and  four 
“3/4”  coils  emptied  by  the  same  procedure, 
but  remaining  in  the  upright  position,  con- 
tained an  average  of  5.3  and  41  ml.,  re- 
spectively, confirming  the  advantage  of 
emptying  the  coil  on  its  side.4 

Cultures  from  30  consecutive  bottles  of 
saved  blood-saline  mixture  were  negative. 

Comment 

With  this  method,  loss  of  blood  in  twin 
coils  has  been  reduced  to  less  than  5 ml. 
This  result  is  achieved  by  preventing  mix- 
ing of  successive  saline  washes  with  the 
interposition  of  air.  In  any  method  which 
employs  air  washout,  the  venous  line  must 
be  watched  so  that  air  is  not  returned  to  the 
patient.  This  hazard  of  air  embolism  may 
be  especially  important  in  home  dialysis 
where  the  procedure  is  less  closely  super- 
vised. 

Returning  the  collected  blood  imme- 
diately to  the  patient  avoids  risk  of  error, 
contamination,  or  decreased  viability  of 
saved  blood,  and  may  avoid  some  early  re- 
actions which  occur  when  saved  blood  is 
used  for  priming. 

Data  on  blood  loss  in  twin  coil  dialyzers 
are  scarce.  From  another  institution  we 
obtained  six  “ultra-flo”  coils  emptied  by 
air  washout  alone  and  found  them  to  con- 
tain an  average  of  120  ml.  Patel  et  al. 4 esti- 
mated blood  loss  to  be  35  ml.  using  1,000 

* 5M0232/3,  6M0222/3,  Travenol  Corporation,  Mor- 
ton Grove,  Illinois. 


TABLE  I.  Blood  remaining  in  twin  coil  and  tubing 
following  air-saline  washout 

Type  of  Blood  Remaining 

Coil  (Ml.) 


Ultra-flo 


1 

2.0 

2 

2.9 

3 

2.8 

4 

2.6 

5 

2.7 

6 

2.6 

Mean 

2.6 

“*/*” 

7 

2.5 

8 

4.1 

9 

4.5 

10 

3.2 

11 

4.2 

Mean 

3.7 

ml.  of  saline  through  a coil  placed  on  its 
side.  Losses  in  the  Kiil  dialyzer  have  been 
reported  to  vary  from  5 ml.  of  packed  cells5 
to  50  ml.  whole  blood.6 

Although  occasional  patients  can  be 
maintained  on  chronic  dialysis  without 
blood  transfusion,7  others  require  an  aver- 
age of  3.3  units  per  month  with  the  twin 
coil8  and  2.5  units  with  the  Kiil  dialyzer.6 
Since  we  have  adopted  this  method  of  emp- 
tying coils,  our  patients  have  required  an 
average  of  0.4  transfusions  per  month  in- 
stead of  the  2.5  units  previously  needed. 

Minimizing  blood  loss  lessens  risks  of 
hepatitis,  transfusion  reactions,  and  hemo- 
siderosis; reduces  demands  on  the  blood 
bank;  and  removes  one  obstacle  to  more 
frequent,  brief  dialyses  in  the  management 
of  chronic  renal  insufficiency.  Fewer  trans- 
fusions also  decrease  the  likelihood  of  hepa- 
titis in  the  dialysis  staff.9 

Summary 

A method  is  described  for  emptying  the 
twin  coil  dialyzer  which  reduces  blood  loss 
to  less  than  5 ml. 

Addendum 

Since  preparation  of  this  manuscript  we 
have  confirmed  that  for  certain  coils  of 
small  internal  volume  (UF-145,  UF--100, 
EX-01)  a simpler  method  (E.  Schupak, 
personal  communication)  can  keep  blood 
loss  down  to  6 to  10  ml.  The  pump  is 
turned  off,  and  hlood  in  the  coil  is  allowed 
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to  return  passively  to  the  patient.  The 
coil  is  then  slowly  perfused  with  500  ml.  of 
heparinized  saline  until  the  returns  are 
clear.  For  coils  of  large  internal  volume 
the  alternating  air-saline  procedure  yields 
distinctly  superior  results. 
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infant  spent  17  per  cent  and  the  most  active 
one  spent  39  per  cent  of  his  energy  intake  on 
activity. 

The  most  interesting  finding  which  emerges 
from  the  study  is  the  inverse  relationship  be- 
tween subcutaneous  fat  and  calorie  intakes  of 
the  extremely  fat  and  extremely  thin  infants. 
The  fat  infant  was  least  active,  the  thin  one 
most  active.  Thus,  the  average  obese  infant, 
like  many  obese  adolescents  and  probably  also 
adults,  was  not  the  one  who  consumed  more 
calories  per  kilogram  but  the  one  who  expended 
fewer  calories  on  activity;  the  reverse  held  for 
thin  infants. 

The  retention  of  calories  as  extra  fat  despite 
low  caloric  intake  suggests  a possible  problem 
in  converting  calories  to  energy — perhaps  a high 
threshold  for  fat-glucose  metabolism. 

Adiposity  and  leanness  in  infants  cannot  be 
entirely  attributed  to  an  excess  or  deficiency  of 
energy  intake  over  energy  output,  unless  it  is 
assumed  that  fat  and  thin  infants  have  extra- 
normal basal  metabolic  rates,  which  would  then 
be  the  cause  instead  of  the  result  of  fatness  and 
thinness. 
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It  is  now  well  established  that  certain 
cancers  may  produce  endocrine  disorders 
without  having  their  origin  in  the  endocrine 
glands  or  secondarily  invading  them. 
These  so-called  “nonendocrine”  tumors 
secrete  hormones  which  are  carried  by  the 
blood  stream  to  other  tissues  where  they 
exert  biologic  effects  and  produce  recogniz- 
able clinical  syndromes.  The  cancer  most 
commonly  associated  with  these  “ectopic” 
endocrine  disorders  is  bronchogenic  car- 
cinoma. There  have  been  11  hormone  se- 
cretions described  with  tumors  of  non- 
endocrine origin. 12  Of  the  11  so  described, 
corticotropin,  melanocyte-stimulating  hor- 
mone, gonadotropin,  parathormone,  anti- 
diuretic hormone,  insulin,  glucagon,  and 
serotonin  have  been  found  associated  with 
tumors  of  the  lung.  Only  thyrotropin, 
gastrin,  and  erythropoietin  have  not  as  yet 
been  described  with  pulmonary  lesions,  al- 
though they  have  been  found  associated 
with  other  tumors. 

Corticotropin 

In  the  ectopic  ACTH  syndrome  excess 
corticotropin  is  produced  by  the  tumor. 
In  1928  Brown3  first  called  attention  to  a 
patient  with  oat-cell  carcinoma  of  the  lung 
and  Cushing’s  syndrome.  During  the  forty 
years  that  have  elapsed  since  this  first  re- 
port more  than  100  cases  of  extra-adrenal 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Chest  Diseases,  February  13,  1968. 


and  extrapituitary  cancer  with  hyper- 
adrenocorticism  have  been  reported.  Most 
of  these  have  been  associated  with  broncho- 
genic carcinoma,  particularly  with  the  oat- 
cell type,  although  tumors  of  other  organs, 
particularly  of  the  thymus  and  pancreas, 
also  have  been  reported.  The  relationship 
between  the  tumor  and  Cushing’s  syndrome 
is  indisputable,  in  that  removal  of  the 
tumor  causes  regression  of  the  symptoms 
and  signs  of  Cushing’s  syndrome. 

The  clinical  features  of  the  ectopic 
ACTH  syndrome*  may  include  moon 
facies,  truncal  obesity,  hypertension,  hir- 
sutism, menstrual  irregularities  in  women, 
purple  striae,  plethora,  tendency  to  bruise 
easily,  diabetes  mellitus,  osteoporosis,  as- 
thenia, mental  disturbances,  and  cervical 
fat  pad  which  do  not  differ  qualitatively 
from  patients  with  the  syndrome  not  as- 
sociated with  cancer.  Many  of  these 
physical  features  are  not  present  in  the 
ectopic  ACTH  syndrome,  especially  in  the 
more  fulminating  cases,  either  because  of 
insufficient  time  for  development  prior  to 
death  or  because  of  masking  by  the  weight 
loss  of  cancer. 

However,  the  “combined  disease”  differs 
from  Cushing’s  disease  in  certain  ways. 
Rapid  progression  of  the  clinical  course  is 
characteristic,  the  average  duration  being 
nine  months  from  the  appearance  of  the 
first  symptom  to  death.  This  contrasts 
with  the  slow  progression  of  untreated 
Cushing’s  syndrome  in  which  the  course 
averages  about  five  years.  The  sex  ratio  in 
“combined  disease”  is  different  in  that  the 
number  of  males  affected  about  equals  the 
number  of  females  in  contrast  to  Cushing’s 
disease  which  occurs  more  often  in  females. 
With  bronchogenic  carcinoma,  however,  the 
ratio  of  males  to  females  is  approximately 
4:1.  The  average  age  in  “combined 
disease”  is  greater  than  the  average  age  of 
onset  in  Cushing’s  syndrome.  A laboratory 
finding  included  in  all  classic  descriptions 
of  Cushing’s  disease,  namely,  a low  serum 
potassium  level  and  an  elevated  carbon 
dioxide  level,  is  rarely  found  in  practice. 
However,  this  hypokalemic  alkalosis  is  a 
predominant  feature  of  “combined  disease” 

* For  purposes  of  this  discussion  the  term  “Cushing’s 
disease’*  will  be  used  to  denote  hypercortisolism  due  to 
bilateral  adrenal  hyperplasia.  The  term  “ectopic  ACTH 
syndrome”  or  “combined  disease”  will  be  used  to  denote 
adrenocortical  hyperfunction  secondary  to  extra-adrenal, 
extrapituitary  tumor. 
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and  may  be  out  of  proportion  to  the  other 
features  of  the  disease.  In  fact,  if  one  finds 
hypokalemic  alkalosis  in  a patient  with 
Cushing’s  syndrome,  one  must  search  for 
cancer. 

The  adrenal  glands  in  all  cases  of  “com- 
bined disease”  are  hyperfunctioning  and 
show  bilateral  nontumorous  hyperplasia. 
They  attain  an  average  size  greater  than 
that  seen  in  most  cases  of  Cushing’s  disease, 
and  average  more  than  30  Gm.  as  compared 
with  the  normal  weight  of  about  8 Gm. 

Pituitary-adrenal  function  studies  help 
to  clarify  the  pathophysiologic  character  of 
“combined  disease.”  In  the  normal  sub- 
jects the  anterior  pituitary  responds  to  the 
various  needs  of  the  organism  via  the 
hypothalamus  and  its  corticotropin-releas- 
ing factor  by  secreting  ACTH,  which 
stimulates  the  adrenal  glands  to  produce 
cortisol  or  hydrocortisone.  The  plasma 
level  of  cortisol  in  turn  controls  ACTH 
secretion  by  the  pituitary.  In  the  patient 
with  Cushing’s  disease  an  abnormality  in 
pituitary-adrenal  interrelationships  permits 
ACTH  production  to  continue  despite  ele- 
vated levels  of  plasma  cortisol.  This  in- 
creased cortisol  level  produces  the  clinical 
features  of  Cushing’s  syndrome. 

The  dexamethasone  suppression  test  has 
proved  to  be  of  considerable  value.  ACTH 
production  by  the  normal  pituitary  is  sup- 
pressed and  the  adrenal  steroid  secretion 
thereby  reduced  by  0.5  mg.  of  the  synthetic 
steroid,  dexamethasone,  given  every  six 
hours,  whereas  ACTH  production  in  the 
patient  with  Cushing’s  disease  or  “com- 
bined disease”  is  not.  Increasing  the  dose 
to  2 mg.  every  six  hours  suppresses  pituitary 
ACTH  production  in  Cushing’s  disease  but 
does  not  suppress  ACTH  production  by 
the  cancer,  which  is  autonomous.  There- 
fore, the  urinary  corticoid  excretion  remains 
high. 

The  hyperplastic  adrenal  gland,  both  in 
“combined  disease”  and  Cushing’s  disease, 
hyperresponds  to  ACTH  stimulation,  giv- 
ing a supernormal  plasma  cortisol  level 
and  a supernormal  twenty-four-hour  17- 
hydroxycorticosteroid  urinary  excretion. 
In  adrenal  glands  almost  maximally  stim- 
ulated, the  response  may  not  be  exag- 
gerated. The  metyrapone  (Metopirone) 
test  of  pituitary  reserve  shows  a hyper- 
response in  Cushing’s  disease  and  a variable 
response  in  the  ectopic  ACTH  syndrome 


HORMONE  SECRETIONS  found,  associated  with 
tumors  of  the  lung  including  corticotropin, 
melanocyte-stimulating  hormone,  gonado- 
tropin, parathormone,  antidiuretic  hormone, 
insulin,  glucagon,  and  serotonin  —are  car- 
ried by  the  blood  stream  to  other  tissues  where 
they  exert  biologic  effects  and  produce 
recognizable  clinical  syndromes.  Broncho- 
genic carcinoma  is  the  cancer  most  commonly 
associated  with  these  “ectopic”  endocrine  dis- 
orders. A study  of  the  effects  of  polypeptide 
hormones  may  reveal  factors  influencing 
tumor  growth. 


depending  on  whether  the  adrenal  glands, 
in  a particular  patient,  are  maximally 
stimulated  or  not.  The  precise  relation- 
ship between  the  tumor  and  the  adreno- 
cortical hyperfunction  has  been  unknown 
until  recently. 

During  the  past  few  years  over  40  cases 
have  been  reported  describing  the  extrac- 
tion of  material  with  ACTH  properties 
from  neoplastic  tissue  in  patients  with  the 
ectopic  ACTH  syndrome.4  In  some  of 
these,  plasma  ACTH  levels  were  de- 
termined and  found  also  to  be  elevated. 
When  studied,  the  pituitary  glands  have 
been  found  to  contain  decreased  amounts 
of  ACTH.  These  observations  have  per- 
mitted clarification  of  the  pathophysiologic 
nature  of  the  “combined  disease.” 

The  ACTH-like  substance  produced  by 
these  tumors  results  in  elevated  plasma 
ACTH  levels.  This  induces  the  hyper- 
plastic changes  in  the  adrenal  cortices. 
These  then  secrete  excessive  amounts  of 
cortisol,  which  in  turn  suppresses  secretion 
of  ACTH  by  the  pituitary  but  produces  all 
of  the  clinical  features.  The  tumor  secretes 
its  hormone  despite  excessive  levels  of 
endogenous  cortisol  or  despite  administra- 
tion of  dexamethasone  which  suppresses 
pituitary  ACTH  release.  All  of  the  clinical 
features  have  been  duplicated  by  excessive 
treatment  with  ACTH.  It  has  been  shown 
that  the  properties  of  tumor  adrenocortico- 
tropin  are  quite  similar  to  pituitary 
adrenocorticotropin. 

Case  1.  We  had  the  privilege  of  following 
a patient  with  ectopic  ACTH  syndrome  at 
Montefiore  Hospital,  f The  patient  was  a 
fifty-three-year-old  white  fruit  handler  who 

t Through  the  courtesy  of  Alan  Bloomberg,  M.D.  This 
patient  will  be  reported  in  detail  elsewhere. 
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was  well  until  five  weeks  before  admission  when 
swelling  of  the  ankles,  facial  edema,  and  pro- 
gressively darker  pigmentation  developed.  He 
had  smoked  40  to  50  cigarets  a day.  Chest 
films  revealed  a mass  in  the  left  lower  lobe. 
Preoperatively  the  patient  presented  all  the 
laboratory  evidences  of  ectopic  ACTH  syn- 
drome including  hyperkalemic  alkalosis,  ele- 
vated plasma  cortisol  levels,  and  all  of  the  other 
features  described  for  the  ectopic  ACTH  syn- 
drome. The  bronchogenic  carcinoma  was  ex- 
cised, and  postoperatively  the  edema  disap- 
peared and  within  a number  of  months  his 
dark  pigmentation  disappeared.  Large  amounts 
of  material  with  ACTH  properties  were  found 
in  the  tumor.**  Most  patients  with  ectopic 
ACTH  syndrome  do  poorly  because  their 
metastases  are  not  amenable  to  surgical  ex- 
cision. However,  three  years  postoperatively 
this  patient  has  remained  free  not  only  of  his 
primary  disease  but  also  of  the  ectopic  Cush- 
ing’s syndrome. 

Melanocyte-stimulating  hormone 

Melanocyte-stimulating  hormones  (alpha 
and  beta  MSH)  are  close  chemical  rela- 
tives of  ACTH.  ACTH  alone  has  some 
melanocyte-stimulating  activity.  When 
adequate  studies  have  been  performed,  the 
ACTH-producing  tumors  usually  have 
been  found  to  contain  a separate  fraction 
that  is  chemically  and  biologically  similar 
to  pituitary  melanocyte-stimulating  hor- 
mones. 4 

Gonadotropin 

Until  two  years  ago  ectopic  gonadotropin 
secretion  was  found  only  in  children  with 
precocious  puberty  and  hepatoblastoma.5 
In  1966  elevated  levels  of  gonadotropin  in 
tumor  tissues  and  urine  were  found  in  4 
cases  of  bronchogenic  carcinoma,  strongly 
suggesting  the  production  of  gonadotropins 
by  these  neoplasms.6  Just  two  months  ago 
a report  by  Faiman  et  al.1  proved  secretion 
of  gonadotropin  by  a primary  pulmonary 
neoplasm.  The  patient  showed  evidence 
of  gynecomastia  and  pulmonary  osteo- 
arthropathy. The  authors  demonstrated 
increased  levels  of  the  follicle-stimulating 
hormone  in  the  tumor  venous  blood  as 
compared  with  the  tumor  arterial  blood. 
Increased  concentrations  of  gonadotropin 
in  tumor  tissue  were  also  found  as  were  in- 
creased levels  of  urinary  estrogen.  The 
serum  gonadotropin  levels  and  urinary  ex- 
cretion of  estrogen  decreased  following  ex- 

**  Analyzed  by  Grant  Liddle,  M.D. 


cision  of  the  tumor  mass.  Although  hor- 
mone production  by  tumor  tissue  has  been 
inferred  for  several  ectopic  hormones,  this 
report  was  the  first  to  demonstrate  an 
actual  arteriovenous  difference  in  hormone 
concentration  across  a tumor  bed.  Another 
lesson  to  be  learned  from  these  cases  of 
gynecomastia  is  that  gonadotropin-produc- 
ing bronchogenic  carcinoma  must  be  ruled 
out  as  the  cause. 

Parathormone 

Hypercalcemia,  hypophosphatemia,  and 
elevated  alkaline  phosphatase  levels  ac- 
company a wide  variety  of  cancers  and 
mimic  hyperparathyroidism.  If  skeletal 
metastases  are  overt,  these  findings  could 
be  expected.  However,  about  80  cases  of 
hypercalcemia  associated  with  cancer  have 
been  reported  in  which  no  bone  involve- 
ment could  be  demonstrated.8  About  10 
of  these  were  bronchogenic  in  origin.  In 
many  instances  removal  of  the  tumor  was 
associated  with  return  of  serum  calcium 
values  to  normal,  and  recurrence  was  as- 
sociated with  reappearance  of  hypercal- 
cemia. Although  parathyroid  hypersecre- 
tion as  a cause  of  bone  resorption  in  cancer 
was  suggested  as  early  as  1923,  it  was  not 
until  1964  that  a parathyroid  hormone-like 
substance  was  identified  by  immunoassay 
from  6 cancers  which  included  broncho- 
genic carcinoma;  the  recovered  material 
was  indistinguishable  from  parathyroid 
hormone.9  These  cases  are  difficult  to 
differentiate  from  primary  hyperparathy- 
roidism. Of  diagnostic  value  may  be  a 
rapidly  progressive  course  with  rapidly 
arising  serum  calcium  levels  and  the 
sequelae  which  differ  from  the  more 
benign  course  of  hyperparathyroidism. 

Antidiuretic  hormone 

In  1938  Winkler  and  Cranshaw10  re- 
ported hyponatremia  in  a patient  with 
carcinoma  of  the  bronchus.  Schwartz 
et  al.,  in  1957, 11  suggested  that  the  hy- 
ponatremia in  2 similar  patients  might  re- 
sult from  inappropriate  secretion  of  vaso- 
pressin or  antidiuretic  hormone.  The 
hyponatremia  associated  with  oat-cell  car- 
cinoma of  the  bronchus  has  been  attributed 
to  excessive  production  of  antidiuretic 
hormone,  leading  to  retention  of  water  in 
excess  of  sodium  by  the  renal  tubules  and 
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to  dilutional  hyponatremia.  The  typical 
biochemical  changes  seen  in  this  syndrome 
include  a high  urinary  sodium  together 
with  a low  serum  sodium  and  an  increased 
urine  osmolality  exceeding  that  of  the 
serum  which  is  abnormally  low.  A de- 
crease of  the  serum  osmolality  should 
normally  inhibit  the  release  of  antidiuretic 
hormone,  but  it  did  not  in  these  patients; 
and  for  this  reason  the  observed  release  is 
termed  “inappropriate.”  About  20  cases 
of  carcinoma  of  the  lung  with  inappropriate 
antidiuresis  have  been  reported,  and  at  least 
9 of  them  were  described  as  oat-cell 
carcinoma  of  the  same  histologic  type  so 
frequently  noted  with  the  ectopic  ACTH 
syndrome.  Recent  development  of  satis- 
factory technics  for  the  assay  of  vasopressin 
has  permitted  the  demonstration  of  anti- 
diuretic activity  in  the  blood  and  even 
higher  concentrations  of  antidiuretic  hor- 
mone in  the  tumors  of  3 patients  with  oat- 
cell  carcinoma.12 

Insulin  and  glucagon 

Hypoglycemia  associated  with  nonislet- 
cell tumors  is  not  infrequently  seen.  At 
least  100  patients  have  been  reported  with 
hypoglycemia  secondary  to  nonpancreatic 
neoplasms.  The  tumors  are  usually  large 
and  fibrous,  of  mesodermal  origin,  and  more 
than  80  per  cent  have  occurred  in  the 
abdomen.  Four  years  ago  by  means  of  a 
highly  specific  radio-immunochemical  tech- 
nic extracts  of  a liver  metastasis  from  a 
nondifferentiated  bronchogenic  carcinoma 
were  found  to  contain  remarkably  high 
concentrations  of  insulin.13  Specific  phy- 
sicochemical and  biologic  characteristics 
identified  the  substance  as  insulin  which 
could  not  be  differentiated  from  the 
pancreatic  hormone.  In  the  tumor  metas- 
tases  large  concentrations  of  glucagon  were 
found. 

Serotonin 

The  carcinoid  syndrome  due  to  malignant 
carcinoid  of  the  small  intestine  with 
metastases  to  the  liver  is  now  clearly  de- 
fined. The  syndrome  of  flushing,  diarrhea, 
abdominal  cramps,  and  borborygmi  has 
been  shown  to  be  due  to  the  production  of 
serotonin  (5-hydroxytryptamine)  by  the 
tumors.  The  metabolism  of  serotonin  to 


5-hydroxyindoleacetic  acid,  excreted  in  the 
urine,  provides  an  excellent  diagnostic  test. 
Serotonin  has  occasionally  been  found  to 
be  secreted  by  oat-cell  carcinoma  of  the 
bronchus.  Some  of  these  tumors  secrete 
large  amounts  of  histamine  and  5-hy- 
droxytryptophan  as  well  as  serotonin,  and 
the  clinical  syndrome  may  not  be  typical. 
The  bronchial  carcinoids  are  not  infre- 
quently associated  with  Cushing’s  syn- 
drome, acromegaly,  or  pluriglandular  aden- 
omatosis. However,  carcinomas  of  the 
lung,  having  none  of  the  histochemical 
characteristics  of  carcinoid,  have  been 
shown  to  produce  excessive  amounts  of  the 
5-hydroxyindoles  and  the  clinical  syn- 
drome.11  These  are  additional  examples  of 
ectopic  or  nonendocrine  tumors. 

Thus  we  have  described  a number  of 
hormones  that  have  been  elaborated  by 
nonendocrine  tumors  of  the  lung.  In 
a general  way  the  endocrine  dysfunction 
appears  to  be  somehow  related  to  the 
histologic  characteristics  of  the  tumor. 
Polycythemia  is  seen  more  frequently  with 
renal  tumors  and  hypoglycemia  with  mes- 
enchymal neoplasms.  Carcinoma  of  the 
bronchus  actually  accounts  for  most  of  the 
ectopic  endocrinopathies.  Both  Cushing’s 
syndrome  and  hyponatremia  are  associated 
for  the  most  part  with  oat-cell  carcinoma; 
hypercalcemia  is  associated  more  com- 
monly with  squamous-cell  neoplasia.  Oc- 
casionally, the  tumors  produce  more  than 
one  hormone  and  result  in  more  than  one 
syndrome. 

One  must  also  consider  the  effect  of 
hormone  production  by  these  tumors  on 
the  rate  of  progression  of  the  basic  disease 
process.  For  instance,  the  life  expectancy 
with  oat-cell  carcinoma  of  the  bronchus  is 
from  six  to  twelve  months.  Patients  with 
this  disease  in  whom  Cushing’s  syndrome 
develops  have  a much  more  fulminant 
course,  and  it  is  believed  that  the  high  pro- 
duction of  cortisol  hastens  the  progression 
of  the  cancer.  Of  interest  is  the  observa- 
tion that  the  converse  is  true;  carcinoma 
rarely  develops  in  patients  with  Addison’s 
disease.  Bilateral  adrenalectomy  may  pro- 
long life  in  the  ectopic  ACTH  syndrome  if 
the  primary  tumor  cannot  be  resected.  At 
the  other  end  of  the  spectrum  is  the  patient 
with  oat-cell  carcinoma  in  whom  dilutional 
hyponatremia  develops.  He  may  give  a 
history  of  “unresolved  pneumonia”  one  to 


January  15,  1969  / New  York  State  Journal  of  Medicine  279 


three  years  before  the  carcinoma  becomes 
apparent.  The  presumption  is  that  he  has 
had  the  cancer  all  that  time.  It  is  possible 
that  the  production  of  a peptide  with  anti- 
diuretic properties  slows  down  the  rate  of 
growth  of  this  cancer. 

Although  specific  hormones  have  been 
identified  in  tumors,  except  for  the  case  of 
gonadotropin  which  has  been  described, 
direct  evidence  of  production  of  these 
hormones  by  the  tumors  is  lacking.  It  has 
been  suggested  that  malignant  tissues  may 
act  as  a sponge  and  accumulate  large 
amounts  of  hormone  by  increased  uptake 
and  decreased  hormone  degradation.  Evi- 
dence to  support  this  concept  is  the 
demonstration  that  certain  malignant  tu- 
mors have  an  increased  avidity  for  certain 
proteins  and  the  fact  that  most  of  these 
syndromes  are  produced  by  polypeptide 
hormones.  If  this  were  the  mechanism, 
accelerated  breakdown  of  the  cancer  could 
result  in  unregulated  release  of  large  quanti- 
ties of  hormone  and  the  appearance  of  the 
described  clinical  syndromes. 

Comment 

Many  questions  remain  unanswered 
about  the  syndromes  associated  with  malig- 
nant disease.  If,  indeed,  the  cancer  cell 
does  manufacture  the  hormone,  one  must 
postulate  an  alteration  in  the  specific  pro- 
tein synthetic  mechanisms  and  a change  in 
the  enzyme  patterns  of  the  tissue.  This 
would  enable  the  tumor  to  produce  phys- 
iologically active  polypeptide  hormones. 
Alternatively,  the  polypeptides  may  repre- 
sent fragments  of  proteins  thrown  off 
during  uncontrolled  protein  synthesis  in 


tumor  cells,  which  by  chance  have  biologic 
activity.  In  view  of  the  possible  influence 
of  these  polypeptides  on  prognosis,  a study 
of  the  effects  of  these  polypeptides  on  the 
rate  of  progression  of  cancer  may  throw 
some  light  on  factors  influencing  tumor 
growth. 

1020  Park  Avenue 
New  York,  New  York  10028 
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Nasal  Injuries 
in  Children 
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T his  discussion  will  be  limited  to  nasal 
injury  in  children  up  to  the  age  of  fifteen 
years,  since  beyond  that  age  the  problems 
are  essentially  the  same  as  we  encounter  in 
adults.  It  has  been  stated  that  the  most 
common  injury  that  occurs  to  man  is  a blow 
to  his  nose,  and  most  of  these  occur  in  child- 
hood. 1 

The  difficulties  encountered  in  handling 
an  apprehensive,  frightened,  injured  child 
have  frequently  led  to  delay  of  treatment 
or  no  treatment  at  all.  The  advice  to 
wait  for  the  swelling  to  go  down  before 
evaluating  the  extent  of  injury  has  often 
resulted  in  unnecessary,  irreparable  loss  of 
cartilaginous  structures. 

The  problems  peculiar  to  injury  to  the 
child’s  nose  are:  (1)  the  difficulty  of  ac- 
curate diagnosis  of  the  injury;  (2)  the  fact 
that  the  nose  is  largely  cartilage  in  early 
years;  (3)  injuries  to  growth  centers  in 
cartilage  and  bone  often  result  in  distur- 
bances of  growth  and  development  into 
the  normal  characteristics  of  the  adult 
nose;  (4)  general  anesthesia  is  often  needed 
to  make  an  accurate  diagnosis  and  surgical 
correction  of  the  injury;  (5)  radiologic 
studies  may  be  misleading  to  both  physi- 
cian and  parent;  and  (6)  destructive 
hematomas  of  the  septum  or  cartilaginous 
vault  frequently  are  not  recognized  or 
treated. 

Formation  and  growth 

Embryologically,  the  entire  nose  in  man 
is  cartilaginous.  At  birth  only  a little  of 
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problems  peculiar  to  handling  nasal  in- 
jury to  children  include  the  facts  that  diagno- 
sis may  be  difficult,  the  nose  is  largely  cartil- 
age, injuries  to  growth  centers  often  result  in 
disturbance  of  the  development  of  a normal 
nose,  general  anesthesia  is  often  needed  for 
diagnosis  and  surgical  correction,  radiologic 
studies  may  be  misleading,  and  destructive 
hematomas  of  the  septum  or  cartilaginous 
vault  frequently  are  not  recognized  or  treated. 
Nasal  injuries  should  be  handled  promptly. 


the  vomer  and  perpendicular  plate  of  the 
ethmoid  are  osseous.  The  bony  elements 
of  the  external  pyramid  and  septum  are 
formed  in  the  perichondrium  of  the  carti- 
lage and  gradually  replace  the  cartilage. 
The  septal  cartilage  and  cartilaginous 
vault  (upper  lateral  cartilages)  are  a con- 
tinuous piece  of  cartilage.  This  cartilage 
compound  extends  for  a considerable  dis- 
tance under  the  nasal  bones  and  provides 
support.2  The  attachment  of  the  carti- 
laginous vault  to  the  undersurface  of  the 
nasal  bones  is  by  thin  fibrous  bands,  which 
may  be  rather  easily  detached  by  injury 
or  hematoma.  The  important  growth 
centers  are  located  in  the  premaxilla  and 
perpendicular  plate  of  the  ethmoid.  In- 
juries to  these  growth  centers  may  cause 
either  acceleration  or  retardation  of  growth 
and  development  of  the  septum,  teeth, 
palate,  pyriform  aperture,  and  maxillae. 
Mosher3  described  this  as  the  center  of  the 
septum  mosaic.  Early  care  of  these  in- 
juries should  prevent  or  minimize  later 
deformity  and  asymmetry.  The  nasal 
bones  are  formed  from  separate  ossifica- 
tion centers  located  near  the  center  of  each 
nasal  bone. 

There  are  three  important  periods  of 
growth  of  the  nose:  (1)  first  five  years, 

one  of  relatively  rapid  growth;  (2)  second 
five  years,  a period  of  relative  quiesence 
with  slower  growth  and  changes  in  dif- 
ferentiation; and  (3)  third  five  years,  a 
period  of  rapid  growth  and  developmental 
change  into  the  adult  nose. 

Types  of  injuries 

Injuries  in  the  first  or  second  five  years 
may  not  become  apparent  until  the  accel- 
erated growth  during  the  third  five  years. 
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Relatively  minor  injuries  can  result  in 
varying  degrees  of  asymmetrical  growth 
of  the  maxilla  as  well  as  the  nose.  Maloc- 
clusion and  malalignment  of  the  upper  jaw 
is  a frequent  result  of  early  nasal  injury. 
Disproportionate  growth  of  one  or  more 
parts  of  the  nose  may  result  in  disharmony. 
Retardation  of  growth  of  the  whole  nose 
can  occur,  resulting  in  a well-differentiated 
nose  with  adult  characteristics  but  which 
is  too  small  for  good  function  in  the  adult. 
Also,  failure  in  differentiation  but  normal 
growth  can  result  in  a nose  of  normal  size 
but  with  the  characteristics  of  the  infant 
nose.  This  is  particularly  true  of  the 
lobule  of  the  nose  and  becomes  apparent 
when  we  look  at  the  base  of  the  nose.  Here 
we  see  the  normal  base  view  of  a young 
child,  and  here  we  see  essentially  the  same 
in  an  adult,  whose  normal  lobule  should  be 
pear-shaped  such  as  this.  Not  only  is  this 
nose  cosmetically  unacceptable  in  the 
adult,  but  it  also  does  not  function  well. 

Studies  have  shown  that  from  5 to  7 per 
cent  of  newborn  children  have  significant 
injury  to  their  noses.4,5  The  distance 
from  the  tip  of  the  nose  to  occiput  is  us- 
ually as  great  or  greater  than  the  chin  to 
occiput  measurement.6 

In  every  normal  delivery,  marked  com- 
pression of  the  nose  occurs.  Posterior 
presentations  cause  a higher  degree  of  in- 
jury as  the  result  of  more  extensive  rota- 
tion of  the  head.  Eighty  per  cent  of  new- 
born infant  injuries  show  deviation  of  the 
external  pyramid  to  the  right  with  the 
septal  cartilage  displaced  from  the  maxil- 
lary and  vomerine  ridge  to  the  left.  Since 
the  newforn  infant’s  septum  is  almost 
entirely  cartilage  which  is  very  resilient, 
most  of  these  tend  to  return  to  normal  by 
the  end  of  three  months.  It  is  sometimes 
possible  to  reduce  this  type  of  injury  soon 
after  birth.  The  nose  is  grasped  by  thumb 
and  forefinger,  and  the  septum  is  elevated 
and  rotated,  replacing  it  in  the  midline. 
This  may  be  done  by  the  obstetrician,  and  he 
should  be  made  aware  of  this  injury.  Oc- 
casionally, a lateral  displacement  of  the 
bony  pyramid  as  well  as  the  cartilaginous 
vault  is  seen  at  birth.  Some  of  these  can- 
not be  moved  and  may  represent  intra- 
uterine injury  with  healing  before  birth.7 
Many  of  these  will  also  return  to  the  mid- 
line by  three  to  four  months  of  age.  This 
may  be  the  result  of  totipotence,  which  is 


the  potentiality  of  tissues  to  return  to  a 
normal,  predestined  pattern.1  These  chil- 
dren should  be  seen  periodically  for  several 
years  to  determine  whether  or  not  growth 
centers  have  been  injured  and  what  the 
effect  of  the  injury  has  been  on  later  growth 
and  development. 

The  problem  of  diagnosis  of  the  young 
child’s  injury  to  his  nose  is  often  dif- 
ficult, but  it  is  the  physician’s  duty  to  be 
sure  he  has  made  an  accurate  diagnosis 
before  deciding  to  do  nothing  or  to  attempt 
any  repair.  It  is  most  important  to  exam- 
ine the  internal  nose  carefully  to  determine 
whether  or  not  there  are  lacerations  or 
hematomas  of  the  septum  or  cartilaginous 
vault.  This  may  often  require  general 
anesthesia,  and  this  is  worth  while  even  if 
no  surgery  is  required.  A physician  must 
expect  injury  to  the  septum  in  every  case 
unless  he  can  prove  it  is  not  so.  X-ray 
films  should  be  done  for  legal  purposes, 
even  though  they  may  not  help  in  the 
diagnosis  or  handling  of  the  case.  Photo- 
graphs make  an  excellent  record  and  should 
be  taken  whenever  possible.  A Polaroid 
camera  is  valuable  for  use  in  the  office  or 
hospital. 

Septal  hematomas  are  one  of  the  common 
injuries  in  children  and  may  result  from  a 
relatively  minor  bump  on  the  nose  with  no 
bleeding  or  obvious  deformity.  They  may 
cause  no  symptoms  other  than  a stuffy  nose. 
These  must  be  evacuated  as  soon  as  pos- 
sible. Extensive  destruction  of  septal  car- 
tilage can  occur  in  a short  time,  resulting 
in  sagging  or  saddling  of  the  cartilaginous 
vault,  retraction  of  the  columella,  widen- 
ing of  the  base  of  the  nose,  and  disturbance 
of  the  upper  lateral  cartilage  septal  valve 
with  resultant  poor  function  and  marked 
cosmetic  defect.  A hemitransfixion  is  the 
best  septal  incision.8  It  allows  elevation 
of  either  or  both  septal  flaps  and  does  not 
damage  mucosa,  since  it  is  made  in  skin. 
The  hematoma  should  be  evacuated,  both 
sides  of  the  nose  packed  with  gauze,  and  a 
tape  dressing  and  stent  mold  applied.  If 
cartilage  has  been  destroyed,  it  is  often 
possible  to  move  a piece  of  cartilage  from 
the  posterior  portion  of  the  septum  for- 
ward to  fill  the  defect.  If  this  is  not  pos- 
sible, preserved  cartilage  should  be  used. 
Even  if  the  hematoma  has  become  a septal 
abscess,  cartilage  should  be  used  to  fill  the 
defect.  It  will  help  prevent  scarring  of  the 
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septal  flaps  and  the  resulting  saddling  of 
the  cartilaginous  vault  from  the  pull  of 
scar  tissue.  Intranasal  packing  is  left 
for  five  to  seven  days. 

Another  frequent  and  dangerous  injury 
in  children  is  the  cartilaginous  vault  injury. 
Often  there  may  be  associated  septal  in- 
jury, but  there  may  be  only  a hematoma 
over  the  upper  lateral  cartilages.  The 
danger  of  this  injury  is  that  the  upper  lat- 
eral cartilages  may  be  torn  away  from  the 
undersurface  of  the  nasal  bones  by  the  in- 
jury or  the  hematoma  may  dissect  be- 
tween the  cartilages  and  the  nasal  bones, 
resulting  in  detachment  of  the  cartilages 
from  the  bones.  This  may  not  become 
apparent  until  a considerable  length  of 
time  after  the  swelling  has  subsided.  This 
hematoma  is  seen  as  a bluish  bulging  in  the 
cul-de-sac  of  the  vestibule  between  the 
lower  lateral  cephalic  edge  and  the  caudal 
edge  of  the  upper  lateral  cartilage.  It 
should  be  evacuated  through  a small  inter- 
cartilaginous  incision.  The  nose  should 
then  be  packed  to  reapproximate  the  upper 
lateral  cartilages  with  the  undersurface 
of  the  nasal  bones.  Tape  dressing  and 
stent  mold  should  then  be  applied.  Oc- 
casionally it  is  wise  to  leave  a small  piece 
of  rubber  drain  in  the  intercartilaginous 
incision  for  twenty-four  hours. 

Technic 

The  more  extensive  injuries  to  the  nose 
are  handled  essentially  the  same  as  in 
adults.  Displacement  of  the  bony  pyra- 
mid usually  means  that  there  has  been  some 
degree  of  septal  injury  as  well.  Since 
much  of  the  septum  is  still  cartilaginous, 
simple  closed  reduction  of  the  fracture  is 
possible  at  times.  However,  if  there  is 
any  question  of  fracture  displacement  of 
the  septal  cartilage  or  developing  hema- 
toma, it  is  best  to  open  the  septum.  The 
fractured  elements  can  then  be  reposi- 
tioned, and  the  nasal  bones  can  be  elevated 
back  into  position  from  within  the  septal 
space,  avoiding  further  injury  to  the  mu- 
cosa. Lacerations  of  the  septal  mucosa 
and  frequently  at  the  sharp  edge  of  the 
pyriform  aperture  will  usually  heal  readily. 
However,  if  there  is  poor  apposition  of  the 
edges,  they  should  be  sutured  with  4-0  or 
5-0  chromic  catgut.  If  old  septal  de- 
formities such  as  subluxation,  deviation, 


ridges,  or  impacted  spurs  are  present, 
these  should  be  corrected  at  the  same  time 
the  injury  is  repaired.  This  can  be  done 
at  any  age  and  may  prevent  further  sur- 
gery at  a later  date. 

Major  injuries  of  the  nasal  pyramid  are 
often  more  easily  handled  than  those  with 
only  a small  amount  of  displacement. 
Greenstick-type  fractures  occur  frequently 
and  often  are  not  correctable  by  the  usual 
closed  method  of  reduction.  In  the  past, 
there  has  been  reluctance  to  perform  oste- 
otomies on  these  children,  especially  if  they 
are  under  twelve  to  fourteen  years;  yet  it 
is  frequently  impossible  to  straighten  the 
nose  without  performing  lateral  osteot- 
omies on  one  or  both  sides.  It  has  been 
shown  that  the  ossification  centers  of  the 
nasal  bones  are  not  injured  by  the  usual 
medial  or  lateral  osteotomy,  and  experience 
has  shown  this  to  be  true.9  One  can  and 
should  perform  osteotomies,  whenever  they 
are  necessary. 

General  anesthesia  is  usually  necessary 
in  children  up  to  the  age  of  fifteen  years, 
although  occasionally  a child  of  even  ten 
or  twelve  can  be  operated  on  under  local 
anesthesia.  It  is  wise  to  remember  that 
digestion  may  stop  at  the  time  of  injury,  so 
that  a child  may  still  have  a full  stomach 
six  or  eight  hours  after  the  injury.  Unless 
there  is  uncontrolled  bleeding  or  extensive 
hematomas,  it  does  no  harm  to  wait  for 
twenty-four  hours  or  longer.  Ice  com- 
presses and  one  of  the  enzymes  to  reduce 
swelling  are  helpful  and  may  allow  one 
to  evaluate  the  extent  of  injury  better. 
If  general  anesthesia  is  used,  it  is  still 
worth  while  to  use  local  cocaine  epineph- 
rine intranasally  and  to  infiltrate  1 per  cent 
lidocaine  (Xylocaine)  or  buthetamine  (Mo- 
nocaine)  with  hyaluronidase  extranasally. 
This  helps  decrease  bleeding  and  cuts 
down  on  the  amount  of  general  anesthesia 
needed. 

The  aftercare  of  nasal  injuries  in  children 
should  include  a much  longer  follow-up 
than  similar  injuries  in  adults.  The  in- 
tranasal packing  is  usually  removed  grad- 
ually after  five  to  seven  days.  Tape  and 
thin  metal  splints  should  be  kept  on  for 
two  weeks  or  more  in  any  injury  involving 
the  bony  pyramid  and  septum.  Young 
children  should  be  checked  and  photo- 
graphed, if  possible,  every  six  months  or  so 
for  several  years  to  determine  whether  or 
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not  disturbances  of  growth  and  develop- 
ment of  the  nose  have  occurred. 

Parents  should  be  made  aware  of  the 
fact  that  further  surgery  may  be  needed  as 
the  result  of  scar  tissue  or  disturbances  in 
the  normal  growth  pattern.  This  is  true 
in  any  nasal  surgery,  and  it  is  particularly 
true  in  children.  Small  pieces  of  fractured 
septal  cartilage  may  each  grow  so  that 
several  layers  of  cartilage  develop,  causing 
nasal  obstruction. 

Summary 

The  following  are  some  of  the  important 
points  in  the  treatment  of  nasal  injuries  in 
children: 

Make  an  accurate  diagnosis,  even  if  it 
requires  general  anesthesia  and  elevation 
of  septal  flaps.  Be  aware  of  the  newborn 
infant’s  injury  and  the  possibility  of  later 
disturbances  in  growth  and  development 
of  the  nose.  Look  for  hematomas  of  the 
septum  and  of  the  upper  lateral  cartilage 
vault.  Try  to  evacuate  them  as  soon  as 
possible  and  add  cartilage,  if  the  septal 
cartilage  has  been  destroyed. 

Do  not  hesitate  to  perform  medial  or 
lateral  osteotomies  if  they  are  necessary 
to  correct  deformities  of  the  nasal  pyramid. 
Observe  children  for  several  years  after  a 


Water  transport  in  sand  grouse 

Cornell  University  ornithologists  have  proved 
that  an  African  bird  uses  its  feathers  as  a sponge 
to  carry  water  to  its  young  in  one  of  the  world’s 
driest  deserts.  This  bird  is  the  sand  grouse  in 
the  Kalahari  desert  in  South  Africa  who  soaks 
himself  at  a waterhole,  flies  to  its  young,  and 
permits  them  to  “strip”  the  water  from  its 
feathers  with  their  beaks.  Until  now,  scientists 
had  labeled  this  method  of  transporting  water  a 
myth. 

The  sand  grouse,  who  is  about  the  size  of  a 
pigeon  and  has  short,  stubby  legs  and  dense 


nasal  injury  and  make  the  parents  aware  of 
the  possible  need  for  surgery  at  a later  date. 

The  treatment  of  a child  with  an  injured 
nose  should  be  one  of  our  most  pleasant 
and  gratifying  medical  experiences.  Han- 
dled with  a little  understanding  and  affec- 
tion, children  will  often  tolerate  much  more 
discomfort  than  adults.  Their  injuries 
heal  quickly  and  have  fewer  complications. 
Psychologically  children  often  seem  to  be 
more  stable  than  adults.  It  is  interesting 
to  note  that  often  their  primary  concern 
is  the  appearance  of  their  nose,  rather 
than  whether  or  not  they  can  breathe 
through  it. 

466  Boston  Post  Road 
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feathering  which  has  a special  ability  to  absorb 
and  hold  water  like  a sponge,  is  probably  unique 
among  birds  in  this  respect. 

To  soak  his  feathers,  the  male  wades  into 
water  until  it  touches  his  abdomen  and  rocks  his 
body  vertically.  Its  feathers  are  shaken  out  so 
that  water  can  be  worked  into  them.  This 
process  lasts  about  fifteen  minutes. 

The  distance  the  male  can  transport  the  water 
to  his  brood,  which  he  leaves  in  charge  of  his 
mate,  depends  on  how  quickly  he  can  reach  them 
before  the  water  evaporates  in  the  hot,  dry 
desert  air.  Once  he  reaches  his  hiding  brood, 
the  male  stands  upright,  fluffs  out  its  feathers, 
and  permits  the  young  to  take  the  water  from 
them. 
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T he  first  scientifically  recorded  trans- 
plants were  those  carried  out  in  1771  by 
the  renowned  English  surgeon  Hunter, 1 who 
founded  the  famous  biologic  museum  which 
is  housed  in  the  Royal  College  of  Surgeons 
of  England.  He  transplanted  teeth  from 
one  individual  to  another  and  also  trans- 
planted testes  from  a cock  into  a hen  with- 
out in  his  words  “altering  the  disposition 
of  the  hen.”2  As  early  as  1804,  Baronio3 
transplanted  skin  from  one  site  on  a sheep 
to  another  and  demonstrated  that  these 
autografts  took  permanently.  In  1902  the 
first  renal  transplants  were  carried  out  in 
animals  by  Ullman,4  DeCastello,5  and  Car- 
rel,6 each  working  independently.  The 
transplants  produced  urine  but  after  a pe- 
riod of  from  five  to  ten  days  ceased  to  func- 
tion and  then  underwent  necrosis.  The 
reason  for  this  was  not  understood  at  that 
time. 

In  1903  Jensen7  first  illustrated  the 
phenomenon  of  second-set  rejection.  When 
working  with  tumor  transplants,  he  found 
that  tumors  transplanted  from  one  animal 
to  another  of  the  same  species  would  take 
successfully  (first-set  grafts);  however,  if 
a second  tumor  graft  from  the  same  tumor 
was  transplanted  to  the  same  recipient, 


it  was  rejected  or  rejected  more  rapidly 
than  the  first  transplant.  Such  grafts  are 
known  as  second-set  grafts,  and  this  was  the 
first  demonstration  of  an  immunologic  basis 
for  the  rejection  of  a transplant.  In  1911 
Lexer"  demonstrated  the  rejection  of  skin 
transplants  when  carried  out  between  dif- 
ferent animals  of  the  same  species  (homo- 
grafts,  known  today  as  allografts).  In 
1924  Holman9  demonstrated  the  phe- 
nomenon of  second-set  rejection,  employ- 
ing skin  transplants.  This  was  the  first 
demonstration  of  an  immunologic  cause  for 
rejection  of  normal  tissues  transplanted 
from  one  individual  to  another. 

In  1926  Murphy10  demonstrated  that 
rejected  skin  grafts  were  infiltrated  by 
lymphoid  cells.  To  this  day,  it  remains  un- 
certain as  to  which  lymphoid  cells  are  re- 
sponsible for  graft  rejection.  Small  lym- 
phocytes, large  lymphocytes,  plasma  cells, 
transitional  cells,  “hemocytoblasts,”  and 
special  “homograft  rejection  cells”  have 
each  been  incriminated.  Some  light  has 
been  shed  on  this  problem  by  the  work  of 
Gowans"  who  demonstrated  by  the  technic 
of  autoradiography  that  lymphocytes  can 
change  into  cells  resembling  primitive 
plasma  cells.  In  1937  Gorer12  demon- 
strated the  presence  of  circulating  anti- 
bodies in  the  blood  following  skin  homo- 
transplants in  mice.  However,  it  was  not 
very  clear  as  to  whether  or  not  the  anti- 
bodies were  actually  responsible  for  graft 
rejection.  In  1956  he  also  described  the 
antigen  II  locus,  now  known  as  the  H-2  or 
strong  histocompatibility  locus. 13 

It  was  clear  that  the  phenomenon  of 
transplant  rejection  depended  on  a genetic 
difference  between  donor  and  recipient, 
since  transplants  between  identical  twins 
or  between  members  of  a highly  inbred 
strain  of  animals  (isografts)  took  perma- 
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nently,  whereas  transplants  between  non- 
identical individuals  or  different  animal 
strains  ( allografts)  were  rejected. 

It  was  shown  that  certain  mice  with  a 
fused  tail  abnormality  related  to  the  ninth 
chromosome  showed  a strong  rejection  pat- 
tern against  other  strains  of  mice.  It  was 
soon  deduced  that  the  gene  for  a strong  his- 
tocompatibility difference  was  on  the  self- 
same ninth  chromosome  (the  H-2  locus). 
Subsequently,  other  histocompatibility  loci 
were  found  which  were  weaker,  such  as  the 
H-l  and  H-3  loci.  Transplants  between 
strains  of  animals  differing  at  the  H-3 
locus  might  take  successfully  as  first-set 
grafts  and  yet  be  rejected  as  second-set 
grafts.  Similarly,  differences  across  the 
H-3  barrier  can  be  fairly  readily  overcome 
by  technics  designed  to  produce  tolerance 
to  foreign  transplants.  The  H-2  locus  has 
been  subdivided  into  15  or  more  alleles. 

In  1944  Medawar, 14  working  on  behalf 
of  the  War  Commission  in  England,  stud- 
ied skin  allografts  (homotransplants)  in 
rabbits  in  great  detail  and  reported  his 
findings  in  a 50-page  article.  The  essence 
of  his  findings  was  that  skin  homografts 
took  just  like  autografts  in  the  first  in- 
stance. Subsequently,  they  became  edema- 
tous and  then  sloughed.  Histologically,  the 
grafts  were  seen  to  be  infiltrated  with  mono- 
nuclear cells,  blood  flow  in  the  skin  capil- 
laries became  sluggish,  sludging  of  the  red 
cells  occurred,  and  ultimately  thrombosis 
appeared  in  the  blood  vessels  leading  to  a 
breakdown  of  the  capillary  endothelium 
and  sloughing  of  the  graft.  Similar  changes 
have  been  found  to  occur  in  every  other 
tissue  transplanted  in  almost  every  species. 

In  1945  Owen15  observed  the  phenom- 
enon of  chimerism  in  dizygotic  cattle 
twins.  Such  twins  share  their  intrauterine 
circulation  and  have  a single  chorion.  They 
are  known  as  synchoriol.  These  twins  will 
accept  grafts  from  one  another  after  birth. 
This  was  the  first  demonstration  of  nat- 
urally occurring  tolerance.  It  had  been 
shown  by  Jacobson  et  al. 16  that  lethally 
irradiated  mice  were  protected  from  death 
by  shielding  of  the  spleen.  Subsequently, 
it  was  shown  that  injections  of  a homog- 
enate of  splenic  tissue  intravenously  would 
likewise  protect  lethally  irradiated  mice 
from  death.  In  1951  Lorenz  et  al.11  showed 
that  lethally  irradiated  mice  could  be  pro- 
tected by  injections  of  bone  marrow  homog- 


enate intravenously.  However,  a price 
had  to  be  paid  for  such  protection,  and  a 
proportion  of  such  protected  mice  lost 
weight,  lost  their  fur,  suffered  with  diar- 
rhea, and  ultimately  died.  This  condition 
was  observed  by  Barnes  and  Loutit18  in 
1954  and  was  known  as  the  secondary  syn- 
drome. In  the  same  year  Billingham  et 
al. 19  conducted  experiments  designed  to 
test  the  hypothesis  of  Burnet  and  Fenner.20 

Burnet  and  Fenner  had  suggested  that 
the  immunologic  system  of  the  fetus  would 
be  capable  of  recognizing  only  tissues  and 
proteins  with  which  it  came  into  contact 
as  “self.”  Afterbirth  all  foreign  proteins 
and  tissues  with  which  the  species  came 
into  contact  would  be  recognized  as  “non- 
self.” Billingham  and  co-workers19  in- 
jected fetal  mice  intravenously  in  utero 
with  adult  spleen  cells  from  a different 
strain.  This  phenomenal  technical  achieve- 
ment resulted  in  the  production  of  tolerance 
to  transplants  from  the  donor  strain  after 
birth.  This  was  the  first  successful  demon- 
stration of  artificially  induced  tolerance  and 
led  to  the  award  of  the  Nobel  Prize  to  Sir 
Peter  Medawar. 

In  1956  Billingham,  Brent,  and  Meda- 
war21 demonstrated  the  phenomenon  of 
adoptive  transfer.  If  a fetal  mouse  or  a 
chicken  embryo  is  injected  before  birth 
or  hatching  with  immunologically  compe- 
tent foreign  adult  cells  and  is  transplanted 
after  birth  or  hatching  with  skin  from  the 
same  donor  strain,  the  tolerant  animal 
accepts  the  transplant.  If  now  the  lymph 
node  from  a nontolerant  member  of  the 
recipient  strain  is  transplanted  into  the 
tolerant  recipient,  he  will  then  reject  the 
previously  accepted  graft.  This  is  known 
as  adoptive  transfer.  Employing  such  a 
technic  in  mice  that  had  accepted  adrenal 
gland  transplants,  Medawar  and  Russell22 
were  able  to  produce  an  immunologic  adre- 
nalectomy. It  is  now  known  that  the  phe- 
nomenon of  adoptive  transfer  can  be 
demonstrated  by  employing  not  only  lymph 
nodes  but  also  single  cells  and  even  subcellu- 
lar  material,  transfer  factor. 

In  1957  Billingham  and  Brent23  reported 
the  phenomenon  known  as  runting.  Mice 
that  had  received  intrauterine  injections 
of  foreign  adult  spleen  cells  often  failed  to 
gain  weight,  lost  their  fur,  experienced 
diarrhea,  and  ultimately  died.  Such  mice 
resembled  in  every  way  those  that  had 
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been  lethally  irradiated  and  protected  by 
bone  marrow  or  spleen-cell  homogenate. 
The  reason  for  both  these  disorders,  runting 
and  the  secondary  syndrome,  is  considered 
to  be  an  action  of  the  immunologically  com- 
petent cells  of  the  graft  against  the  host. 
Evidence  in  support  of  this  was  the  fact 
that  tissues  high  in  their  content  of  im- 
munologically  competent  cells,  such  as 
splenic  homogenate,  were  more  potent  in 
producing  these  lethal  conditions,  whereas 
tissues  having  low  immunologic  competence, 
such  as  fetal  hematopoietic  tissue,  produced 
little  or  no  secondary  syndrome. 

In  1959  an  atomic  power  station  accident 
occurred  in  Yugoslavia,  and  6 Slavs  were 
flown  to  Paris  where  Mathe  et  al ,24  carried 
out  human  bone  marrow  homotransplants. 
Five  of  the  6 patients  survived,  and  it  was 
considered  that  their  survival  was  due  to 
the  bone  marrow  tissue  with  which  they 
had  been  grafted,  although  this  was  sub- 
sequently rejected  and  replaced  by  re- 
generation of  their  own  bone  marrow. 
Following  up  this  work,  Mathd  and  his 
co-workers  lethally  irradiated  leukemic 
children  and  transplanted  them  with  bone 
marrow  allografts.  The  subsequent  course 
of  these  children  is  most  interesting.  The 
bone  marrow  grafts  took  successfully.  The 
leukemic  cells  disappeared,  but  vomiting, 
diarrhea,  fever,  and  skin  rashes  developed, 
a syndrome  reminiscent  of  the  secondary 
syndrome  found  in  mice.  After  two 
months,  the  bone  marrow  grafts  were  re- 
jected, and  at  the  same  time  the  symptoms 
of  the  secondary  syndrome  cleared  up. 
Two  months  later  the  leukemic  cells  re- 
appeared and  led  to  the  death  of  the  pa- 
tients within  six  months  following  the 
transplants. 

Thomas  et  al.r°  used  even  higher  doses  of 
whole-body  irradiation  in  human  bone  mar- 
row transplants  but  were  unsuccessful  in 
eradicating  the  leukemic  process.  The 
author  undertook  a study  of  a number  of 
alkylating  agents  in  1961  for  the  purpose  of 
destroying  bone  marrow  and  lymphoid 
cells  selectively  in  order  that  grafts  of 
foreign  bone  marrow  might  take.  Of  the 
three  drugs  which  were  studied — thiotepa, 
chlorambucil,  and  aminochlorambucil — 
only  the  last  was  successful  in  its  aim.  Use 
of  this  drug  allowed  successful  take  of  bone 
marrow  allografts  in  rabbits  in  100  per 
cent  of  cases.  In  these  animals  a secondary 


syndrome  developed  when  bone  marrow 
grafts  were  employed  as  in  those  mice 
given  transplants  following  lethal  whole- 
body  irradiation.  This  was  less  if  fetal 
hematopoietic  tissue  was  used  and  absent 
if  fetal  hematopoietic  tissue  from  the  same 
rabbit  type  was  used.56 

The  author  subsequently  attempted  bone 
marrow  and  fetal  hematopoietic  tissue 
tnmsplants  following  the  administration  of 
massive  doses  of  aminochlorambucil  to  4 
patients  suffering  from  reticuloses.  In 
some  of  these  patients,  the  dose  of  the  drug 
was  obviously  too  high  and,  in  others, 
obviously  too  low.  However,  1 patient, 
suffering  from  a disseminated  reticulo- 
sarcoma  with  a mass  the  size  of  an  orange 
under  his  jaw,  showed  complete  disappear- 
ance of  his  tumors.  Unfortunately,  he  died 
on  the  tenth  day  following  his  transplant 
from  a myocardial  infarct.  At  autopsy,  no 
sign  of  residual  sarcoma  cells  was  found,  and 
there  was  some  evidence  of  successful  take 
of  the  hematopoietic  tissue  cells  which  he 
received.57  It  is  interesting  to  note  that 
the  only  successful  bone  marrow  transplant 
in  man,  other  than  that  carried  out  in 
identical  twins,  was  performed  by  Beilby 
et  al.™  at  the  Middlesex  Hospital,  London, 
following  the  use  of  irradiation,  chloram- 
bucil, and  aminochlorambucil  in  a patient 
suffering  from  Hodgkin’s  disease.  This 
patient  survived  for  two  years,  and 
throughout  this  period  cells  of  her  sister’s 
(the  donor’s)  type  were  found  in  her  pe- 
ripheral blood.  Her  death  appeared  to  be 
due  to  an  Addisonian  crisis,  and  at  autopsy 
no  evidence  of  Hodgkin’s  disease  was  found. 

Four  bone  marrow  transplants  between 
identical  twins  have  been  reported  as  suc- 
cessful in  the  world  literature.  Of  these, 
one  was  carried  out  by  the  author  and  his 
colleagues  at  the  Mayo  Clinic  in  1964. 29 
The  recipient  patient  suffered  from  severe 
marrow  hypoplasia  associated  with  recur- 
rent infections  and  hemorrhages.  Before 
her  transplant,  she  had  required  64  blood 
transfusions;  after  the  bone  marrow  trans- 
plant, her  blood  parameters  returned  to 
normal,  and  she  required  no  further  trans- 
fusions. 

In  1959  the  most  significant  experiment 
in  the  history  of  transplantation  was  per- 
formed by  Schwartz  and  Dameshek.30 
They  injected  human  serum  albumin  into 
rabbits  while  administering  6-MP  (6-mer- 
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capto purine) . These  rabbits  became  toler- 
ant to  subsequent  injections  of  human 
serum  albumin  and  would  not  form  anti- 
bodies to  it.  However,  if  sheep  albumin 
(ovalbumin)  was  injected,  they  would  form 
antibodies  to  this,  demonstrating  that  the 
tolerance  produced  was  specific.  In  the 
same  year,  Meeker  et  al.31  demonstrated 
prolonged  survival  of  skin  grafts  in  associa- 
tion with  the  use  of  6-MP.  In  1960  Caine, 32 
working  with  Murray,  carried  out  renal 
transplants  in  dogs  and  injected  them  with 
repeated  doses  of  6-MP.  He  was  successful 
in  prolonging  survival  of  such  transplants 
in  a proportion  of  cases.  Zukoski,  Lee,  and 
Hume33  reported  similar  results  in  the 
same  year. 

About  this  time,  Dr.  George  Hitchings 
and  co-workers*  were  studying  analogues 
of  6-MP  for  the  treatment  of  neoplas- 
tic diseases.  One  of  these  analogues, 
azathioprine  or  BW-57-322  (Imuran),  was 
selected  as  being  a promising  agent  for  the 
prolongation  of  transplant  survival  and 
was  studied  by  Caine  and  Murray34  in 
dogs.  This  agent  resulted  in  prolonged 
survival  of  kidney  transplants  in  a high 
proportion  of  cases.  Caine  further  demon- 
strated that  if  azathioprine  was  used  in 
combination  with  actinomycin  C even  bet- 
ter results  were  obtained.  These  findings 
led  to  a “transplant  explosion”  in  the  pe- 
riod 1962  to  1964. 

Extensive  studies  in  human  kidney  ho- 
motransplantation were  carried  out  by  J.  E. 
Murray,  M.D.,  in  Boston,  M.  F.  A.  Woodruff, 
M.D.,  in  Edinburgh,  D.  M.  Hume,  M.D.,  in 
Virginia,  R.  Y.  Caine,  M.D.,  in  London, 
and  by  T.  E.  Starzl,  M.D.,  in  Denver.  The 
results  in  all  of  these  studies  were  infinitely 
better  than  those  that  had  been  achieved 
following  the  use  of  whole-body  irradiation. 
The  immunosuppressive  drugs  which  they 
used  are  still  employed  today:  azathio- 

prine and  steroids  (hydrocortisone  initially 
and  prednisone  subsequently).  Actinomy- 
cin C was  usually  employed  for  the  treat- 
ment of  threatened  rejection  of  the  trans- 
plant. The  immunosuppressive  drugs  aza- 
serine  and  thioguanine  have  now  been 
abandoned;  and  aminochlorambucil  has 
not  proved  to  be  effective  in  preventing  the 
rejection  of  renal  transplants. 36 
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Other  measures  studied  for 
prevention  of  transplant  rejection 

Local  irradiation  to  the  kidney  was  em- 
ployed in  1 patient  of  the  Hammersmith 
series  before  the  introduction  of  azathio- 
prine. This  patient  had  a threatened  re- 
jection of  his  transplant  eleven  months 
postoperatively,  and  this  rejection  was 
reversed  by  local  irradiation.  Studies  in 
dogs  by  Cleveland  et  al.36  have  demon- 
strated that  local  irradiation  to  the  kidney 
does  indeed  prolong  graft  survival.  Fur- 
thermore, the  fifth  report  of  the  World 
Kidney  Registry  also  showed  better  results 
from  those  units  employing  local  irradiation 
to  the  kidney  in  addition  to  other  immuno- 
suppressive technics.37  The  reason  for  the 
success  of  local  irradiation  is  as  yet  uncer- 
tain. The  accepted  theory  for  transplant 
rejection  is  that  the  graft  liberates  trans- 
plant antigens  which  are  taken  up  by  the 
regional  lymphatics  and  transmitted  to  the 
regional  and  distant  lymph  nodes.  There, 
antibodies  are  formed  by  the  lymphoid 
cells  which  circulate  and  invade  the  graft 
causing  its  rejection.38  In  addition  to  this 
mechanism,  recent  evidence  has  clearly 
demonstrated  that  circulating  antibodies, 
which  are  cytotoxic,  can  also  cause  graft 
rejection. 

Medawar39  has  introduced  a theory 
whereby  it  is  postulated  that  lymphoid 
cells  invade  the  graft,  take  up  the  graft  anti- 
gens, become  sensitized,  and  migrate  to  the 
regional  lymph  nodes  and  there  induce  the 
formation  of  antibodies  to  the  graft.  If 
this  theory  were  true,  local  irradiation 
might  be  expected  to  produce  prolonged 
graft  survival  by  eliminating,  in  large  part, 
the  sensitized  lymphoid  cells  or  the  anti- 
gens being  transmitted  by  the  lymphoid 
cells  to  the  reticuloendothelial  system. 

Miller40  observed  that  mice  thymecto- 
mized  at  birth  were  immunologically  in- 
competent and  would  tolerate  transplants 
from  another  donor  strain.  A syndrome 
developed  very  similar  to  the  runting  de- 
scribed by  Billingham  and  Brent,  and  sub- 
sequent studies  suggested  that  the  thymus 
is  responsible  for  the  normal  development 
of  the  reticuloendothelial  system,  possibly 
by  means  of  a thymic  hormone.  In  the 
Denver  series  of  kidney  transplants,  thy- 
mectomy was  used  at  one  stage  in  an  at- 
tempt to  prolong  graft  survival.41  There 
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is  little  evidence,  however,  that  adult 
thymectomy  is  effective  in  this  way,  and 
the  technic  has  been  abandoned. 

Splenectomy  was  also  used  at  one  time 
in  an  attempt  to  increase  the  effect  of  im- 
munosuppressive drugs.  However,  it  has 
been  shown  by  Veith,  Luck,  and  Murray4-’ 
in  dogs  that  splenectomy  does  not  prolong 
graft  survival,  and  it  is  probably  dangerous 
in  promoting  thrombosis  and  possible  pul- 
monary embolism.43  Thoracic  duct  can- 
nulation  and  extracorporeal  irradiation  of 
the  blood  and  lymph  have  been  employed 
to  prevent  or  reverse  graft  rejection,  but 
the  results  have  been  unimpressive  on  the 
whole. 

Current  research 

At  the  present  time,  renal  transplanta- 
tion has  become  a highly  efficacious  method 
for  the  treatment  of  renal  failure,  and  in 
the  best  units  survival  rates  of  80  to  90  per 
cent  are  being  attained  with  the  use  of  live 
donors.44'47  Many  patients  have  survived 
for  more  than  five  years  since  transplanta- 
tion, and  1 patient  has  survived  for  more 
than  ten  years. 

The  use  of  live  relative  donors  has  ob- 
vious advantages  over  the  use  of  cadavers. 
Transplants  can  be  planned  electively. 
The  period  of  ischemia  before  implantation 
is  reduced  to  a minimum,  and  the  use  of 
closely  related  relatives  reduces  the  histo- 
compatibility difference  between  donor  and 
recipient,  thus  diminishing  the  threat  of  re- 
jection. Furthermore,  it  is  possible  to  use 
tissue  typing  in  the  selection  of  the  most 
compatible  donor.  Unfortunately,  it  is  not 
always  possible  to  employ  live  donors  for 
renal  transplantation,  and  the  risks  to  the 
donor  inspire  greater  efforts  in  the  field 
of  cadaveric  organ  transplantation.  The 
latter  also  shows  greatly  improved  results 
over  the  years,  and  in  1966,  when  the  author 
left  the  University  of  Saskatchewan,  there 
was  a survival  rate  of  60  per  cent  in  our  ca- 
daveric kidney  transplant  series.  A sim- 
ilar survival  rate  has  recently  been  re- 
ported by  Caine.48  A major  factor  in  the 
currently  improved  results  in  kidney  trans- 
plantation has  been  the  avoidance  of  ex- 
cessive doses  of  immunosuppressive  drugs 
and  recognition  of  the  fact  that  a second 
and  even  a third  or  fourth  kidney  transplant 
can  be  successfully  performed  and  may  sur- 


vive as  well  as  or  better  than  the  first.43,49 

At  the  present  time,  several  patients  in 
the  world  series  have  received  as  many  as 
three  transplants  and  have  survived  over 
three  years  following  their  initial  trans- 
plant.43 49  Starzl  and  co-workers46,45  have  in- 
vestigated antilymphocyte  gamma  globulin 
in  conjunction  with  other  immunosuppres- 
sive agents  for  renal  transplantation  in  man 
and  have  achieved  startling  results.  At 
the  present  time,  19  patients  of  the  first 
20  transplanted  are  still  alive.  The  suc- 
cess obtained  with  renal  transplantation 
has  led  to  studies  in  the  transplantation  of 
other  organs. 

Liver.  Starzl  et  al.M  have  demon- 
strated an  equal  success  in  canine  liver 
transplantation  to  that  achieved  with  ca- 
nine renal  transplantation.  At  the  pres- 
ent time,  several  dogs  in  their  series  have 
survived  for  nearly  three  years  following 
transplantation,  depending  for  their  sur- 
vival solely  on  the  transplanted  donor 
livers.  It  is  of  great  interest  in  this  study 
that  immunosuppressive  drugs  were  with- 
drawn after  four  months  in  some  cases 
without  subsequent  rejection  of  the  trans- 
plant. This  has  not  been  possible  in  renal 
transplantation.  Survival  of  early  human 
liver  transplants  was  poor  with  a maximum 
survival  of  twenty-three  days  in  the  case 
of  liver  replacement  and  of  forty-five  days 
in  the  case  of  a second  liver.  However, 
recently  Starzl  et  a/.51  have  achieved  re- 
markable success  with  liver  transplanta- 
tion. Five  of  14  patients,  11  being  babies 
suffering  from  biliary  atresia,  are  still  alive 
with  the  longest  survival  more  than  seven 
months  post  transplant.52  One  patient 
transplanted  for  a primary  liver  tumor  lived 
for  four  hundred  days  and  then  died  from 
metastases. 

Particular  difficulties  apply  to  liver  trans- 
plantation over  and  above  those  encoun- 
tered in  renal  transplantation.  During 
transplantation,  there  is  a great  distur- 
bance of  blood  coagulation,  with  a depletion 
of  coagulation  factors,  and  the  onset  of  fibri- 
nolysis.53 This  may  result  in  death  from 
hemorrhage  on  the  operating  room  table, 
while  postoperative  thrombosis  and  pul- 
monary embolism  may  occur  associated 
with  an  increase  in  the  level  of  serum  fibrin- 
ogen. 

Liver  transplantation  has  clinical  ap- 
plication in  the  treatment  of  primary  liver 


January  15,  1969  / New  York  State  Journal  of  Medicine  289 


tumors,  biliary  atresia,  and  hepatic  failure 
due  to  cirrhosis.  The  author  has  per- 
formed a liver  transplant  in  a patient  suffer- 
ing from  irreversible  hepatic  coma  sec- 
ondary to  serum  hepatitis.54  In  such  an  in- 
stance, it  is  hoped  that  the  patient’s  own 
liver  will  eventually  regenerate. 

Lung.  Lung  transplantation  has  been 
carried  out  extensively  in  dogs  with  sur- 
vival of  the  lung  transplants  for  a period 
as  long  as  thirty-eight  months.55  However, 
pulmonary  function  was  poor,  and  very 
few  dogs  have  survived  contralateral  pneu- 
monectomy even  when  a reimplantation  of 
the  dog’s  own  lung  was  carried  out  instead 
of  a transplant.66  Dispute  still  rages  as  to 
whether  this  is  caused  by  interference  with 
an  important  nervous  reflex  mechanism  in 
the  dog  or  by  stenosis  of  one  or  more  of  the 
anastomoses.  However,  it  is  known  that 
better  results  are  obtained  in  the  baboon.57 
Three  human  lung  transplants  have  been 
carried  out  with  a maximum  survival  of 
less  than  three  weeks,  death  being  due  to 
infection.58-60  A successful  pulmonary 
lobe  transplant  was  reported  in  Japan  in 
which  the  temporarily  surviving  graft  was 
thought  to  have  aided  in  the  patient’s  re- 
covery through  a period  of  severe  respira- 
tory insufficiency.61 

Heart.  Transplantation  of  the  heart 
has  been  carried  out  in  dogs  by  Blumen- 
stock  et  al .,62  Lower  and  Shumway,63  and 
Kondo,  Gradel,  and  Kantrowitz,64  with 
occasional  survivals  in  excess  of  one  year. 
More  than  100  human  cardiac  transplants 
have  been  carried  out  at  the  present 
time  with  over  46  patients  surviving. 
The  longest  survivor  was  transplanted 
in  Cape  Town  more  than  eleven  months 
ago.  A major  problem  in  cardiac  trans- 
plantation is  the  early  recognition  of  the 
rejection  process.  At  the  present  time, 
the  only  fairly  consistent  early  sign  of  im- 
pending rejection  is  a diminution  in  the 
voltage  of  the  R wave  seen  on  the  electro- 
cardiogram of  the  transplanted  heart,  and 
this  is  by  no  means  reliable.65  Recently,  it 
bas  been  suggested  that  changes  in  the  level 
of  the  serum  lactic  dehydrogenase  isozyme 
band  I can  be  correlated  with  reduction  of 
the  R wave  seen  on  the  electrocardiogram 
and  with  the  rejection  process.66,67 

Bowel.  Bowel  transplantation  has 
been  carried  out  in  dogs  by  Lillehei  et  a/.68 
and  by  Preston  etal.r,d  with  a maximum  sur- 


vival of  one  hundred  two  days.  A human 
bowel  transplant  was  attempted  in  man  by 
Lillehei  et  al.10  but  with  only  short-term 
survival  of  the  patient. 

Pancreas.  Pancreatic  transplantation 
has  been  carried  out  in  pancreatectomized 
dogs  by  Lillehei  et  al.10  and  by  Idezuki  et 
al.71  with  survival  for  more  than  five 
months.  The  pancreas  and  duodenum  are 
transplanted  en  bloc  into  the  orthotopic 
position. 

Four  pancreatic  transplants  have  been 
reported  in  man  using  cadaver  pancreas  in 
patients  suffering  from  severe  juvenile  dia- 
betes mellitus  complicated  by  terminal 
renal  failure.72  In  the  first  patient  only 
the  body  and  tail  of  the  pancreas  were 
transplanted,  and  in  the  other  3 patients 
the  entire  pancreas  and  attached  duodenum 
were  transplanted  into  the  iliac  fossa  with 
anastomosis  to  the  iliac  vessels.  The  prox- 
imal end  of  the  duodenum  was  closed  and 
the  distal  end  brought  out  as  a temporary 
duodenostomy,  with  a view  to  subsequent 
anastomosis  to  the  jejunum  if  the  trans- 
plant survived.  In  3 patients  a kidney 
from  the  same  donor  was  transplanted  at 
the  same  time  to  the  opposite  iliac  fossa. 
The  longest  survival  was  one  hundred 
thirty-four  days,  and  at  the  time  of  death, 
which  was  due  to  pulmonary  infection,  the 
pancreatic  transplant  was  functioning. 

Ovary.  Ovarian  allografts  have  been 
successfully  performed  in  rabbits,  mon- 
keys,73,74 and  man75,76  by  enclosing  slices  of 
ovarian  tissue  in  corneal  capsules  implanted 
extraperitoneally.  Human  ovarian  trans- 
plants have  survived  for  more  than  four 
years  in  this  manner  and  have  yielded  sig- 
nificant cyclical  production  of  estrogens 
with  accompanying  menstruation.  Ovula- 
tion was  not  possible  owing  to  the  barrier 
of  the  corneal  capsule,  but  the  transplants 
required  only  initial  therapy  for  twelve 
weeks  with  dexamethasone.  No  other  im- 
munosuppression was  required. 

Thymus.  The  thymus  gland,  now 
known  to  be  responsible  for  the  normal  de- 
velopment of  the  immune  system,  has  been 
successfully  transplanted  from  a fetus  into 
the  rectus  abdominis  muscle  of  a seven- 
month-old  baby  lacking  a thymus  gland.77 
The  recipient’s  malfunctioning  immune 
system  showed  apparently  normal  function 
one  year  later. 

Transplantation  of  other  tissues  ami 
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organs  has  been  carried  out  in  animals  but 
lias  not  yet  reached  the  stage  of  potential 
clinical  application. 

Heterotransplantation  (xenotrans- 
plantation). Baboon  kidney  transplants 
were  carried  out  in  man  by  Starzl  et  a/.,78 
and  chimpanzee  kidney  transplants  were 
carried  out  in  man  by  Reemtsma  et  al .79 
with  a maximum  survival  of  nine  months. 
The  difficulties  of  xenotransplantation  are 
infinitely  greater  than  those  of  allotrans- 
plantation, owing  to  the  much  greater 
histocompatibility  difference,  and  high, 
frequently  lethal  doses  of  immunosuppres- 
sive drugs  are  required  to  prevent  graft  re- 
jection. A further  problem  is  sometimes 
encountered  as  demonstrated  by  dog  to 
pig  kidney  grafts  in  which  an  acute  shut- 
down of  the  renal  circulation  possibly  as- 
sociated with  an  outpouring  of  serotonin  is 
encountered.80  The  first  chimpanzee  to 
human  transplant81  and  a recent  sheep  to 
human  heart  transplant82  failed  to  survive 
the  operative  procedures. 

Phylogeny.  Good  et  alJ*  have  studied 
the  phylogeny  of  transplant  rejection,  and 
the  lamprey  is  the  lowest  species  in  which 
a lymphoid  system  is  developed  and  in 
which  classical  transplant  rejection  occurs. 

Antigens.  Transplant  antigens  have 
been  extensively  studied,  and  Davies81  has 
shown  in  mice  that  these  originate  from 
the  cell  membrane  and  are  likely  to  be  lipo- 
protein in  nature.  Human  transplanta- 
tion antigens  of  the  HL-A  system  have  been 
shown  to  be  homologous  with  the  H-2  sys- 
tem of  the  mouse.85 

Future  possibilities 

The  future  of  organ  transplantation  will 
depend  on  more  effective  and  more  selec- 
tive methods  of  inducing  tolerance.  Among 
such  possibilities  are  the  use  of  desensitiza- 
tion of  the  graft  and  the  production  of 
specific  immunologic  paralysis.  The  over- 
loading of  a recipient  animal  with  donor 
antigens  might  result  in  failure  to  reject 
the  graft.  This  has  been  achieved  by 
Good,  Martinez,  and  Gabrielsens6  in  certain 
strains  of  mice;  however,  to  date  no  signifi- 
cant success  has  been  achieved  by  employ- 
ing this  technic  in  large  animals.  Monaco 
and  Franco87  have  recently  demonstrated 
induction  of  lasting  donor  specific  tolerance 
in  mice  by  preliminary  exposure  of  the 


recipient  to  donor  antigen  while  antilym- 
phocyte serum  is  being  given.  It  is  to  be 
hoped  that  use  of  some  technic  such  as  this 
may  ultimately  be  successful  in  inducing 
tolerance  which  is  specific  for  the  donor 
tissue,  while  resistance  to  bacteria,  fungi, 
viruses,  and  parasites  remains  unimpaired. 

Organ  preservation.  Of  equal  im- 
portance for  the  future  of  organ  transplan- 
tation are  studies  in  organ  storage.  Ca- 
daveric kidneys  cooled  to  4 C.  are  unsatis- 
factory for  transplantation  after  more  than 
two  hours  after  removal  from  the  donor, 
although  the  liver  retains  viability  for  up 
to  four  hours  when  cooled  rapidly  to  4 
C . 54,88  Preservation  of  kidney  viability 
following  removal  from  the  donor  has  been 
successfully  achieved  by  Feemster  et  a/.,89 
employing  perfusion,  hypothermia  (2  to 
4 C.),  and  hyperbaric  oxygen  (7  atmo- 
spheres) for  periods  in  excess  of  twenty-four 
hours.  Higher  oxygen  pressures  have  not 
been  of  value.90  Similar  organ  survival  has 
been  achieved  by  perfusion  with  cold  di- 
luted oxygenated  blood91  and  cold  (8  to 
12  C.)  oxygenated  buffered  plasma.92 

For  the  purpose  of  establishing  an  organ 
bank,  more  prolonged  organ  storage  is  re- 
quired. 

Humpliries93  has  reported  successful  five- 
day  preservation  of  a dog  kidney  by  per- 
fusion at  10  C.  with  one  part  plasma  and 
one  part  Eagle’s  solution  oxygenated  by  a 
membrane  lung.  Following  reimplanta- 
tion, a blood  urea  nitrogen  level  of  51  mg. 
per  100  ml.  was  maintained. 

Preservation  of  organs  by  freezing,  em- 
ploying either  glycerol  or  dimethyl  sulf- 
oxide (DMSO)  as  protective  agents,  has  so 
far  been  unsatisfactory.93,94 

At  New  York  Medical  College,  we  are 
currently  investigating  a number  of  cryo- 
philic agents,  agents  which  prevent  damage 
from  freezing  and  thawing,  for  the  purpose 
of  prolonged  organ  preservation  by  freezing. 
The  agents  under  study  have  already  been 
shown  by  Huttner,  to  be  efficacious  in  the 
protection  of  a protozoan,  Crithidia  fasci- 
culata,  against  freezing  damage.95 

If  these  or  other  technics  are  successful, 
a true  organ  bank  could  be  established  in 
which  organs  could  be  prepared,  tested, 
tissue  typed,  and  delivered  at  the  appro- 
priate time  to  the  appropriate  recipient. 
The  author  has  carried  out  a number  of 
transplants  using  organs  obtained  from  dif- 
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ferent  hospitals  in  the  New  York  City  area, 
and  studies  carried  out  in  conjunction  with 
the  Traffic  Department  of  New  York  City 
have  shown  that  every  hospital  within  the 
New  York  metropolitan  area  can  be  reached 
within  a period  of  thirty  minutes,  in  some 
cases  requiring  a police  car. 96  Such  a period 
is  well  within  the  limit  required  for  a suc- 
cessful cadaveric  organ  transplant  pro- 
vided the  organ  is  first  perfused  with  an  ice- 
cold  Ringer’s  lactate  solution  (4  C.). 

Tissue  typing.  While  ABO  compatibil- 
ity has  long  been  recognized  as  being  of  major 
importance  in  renal  transplantation,  leuko- 
cyte group  antigen  compatibility  has  only 
recently  been  shown  to  have  proved  value. 

Since  the  rejection  of  transplants  depends 
on  an  antigenic  difference  between  donor  and 
host,  and  since  transplants  between  sib- 
lings and  between  closely  related  strains 
of  animals  are  more  readily  accepted  than 
more  disparate  ones,  it  seemed  likely  that 
methods  designed  to  determine  the  genetic 
makeup  of  the  donor  and  recipient  would 
be  of  value  in  selecting  the  most  suitable 
donor  for  a transplant  . 

Studies  of  the  H-2  strong  histocompat- 
ibility locus  of  mice  and  its  influence  in 
causing  rapid  rejection  of  allografts  sug- 
gested the  potential  value  of  investigating 
human  transplantation  antigens.  Follow- 
ing the  initial  studies  of  Dausset,  97,98  leuko- 
cyte group  antigens,  readily  identifiable  by 
leukoagglutination  technics,  were  recog- 
nized in  man.  They  were  studied  in  detail 
by  Dausset,  Ivanyi,  P.,  and  Ivanyi,  D." 
who  described  a complex  system  with  ten 
defined  leukocyte  group  antigens  which 
they  called  Hu-1.99  Related  studies  by 
Payne  and  Rolfs100  and  by  Van  Rood  et  al. 101 
confirmed  the  reliability  of  leukocyte  group- 
ing and  demonstrated  the  need  for  a uni- 
form nomenclature. 

In  1960  Dausset  and  Colombani102  found 
evidence  to  suggest  that  testing  of  donors 
and  recipients  of  renal  transplants  with 
leukocyte  antisera  was  of  value  in  predict- 
ing the  survival  of  the  grafts.  These  find- 
ings have  been  amply  confirmed  by  the 
retrospective  and  prospective  studies  of 
Terasaki,  Vredevoc,  and  Mickey103  and 
Starzl  et  al.10*  and  in  a recent  report  on  400 
kidney  transplants  by  Terasaki  et  al. 105 
employing  lymphocytotoxic  group  antisera 
derived  from  poly  transfused  patients.  Ex- 
tensive investigation  by  many  groups  em- 


ploying statistical  methods,  skin  allograft- 
ing, and  family  studies  has  led  to  the  de- 
velopment of  more  specific  antisera,  and  an 
international  nomenclature  is  developing. 
At  the  present  time,  the  main  histocom- 
patibility system  in  man  is  known  as  the 
HL-A  system  and  contains  internationally 
recognized  subgroups  including  LA-1,  LA- 
2,  and  LA-3. 

Tissue  typing  in  accordance  with  the 
methods  described  is  now  being  employed 
in  most  avant  garde  transplantation  centers 
for  selecting  the  most  compatible  among  a 
panel  of  consenting  live  related  donors  and 
is  used  to  exclude  particularly  unfavorable 
matches  from  cadavers. 

The  development  of  donor  and  recipient 
pools  should  facilitate  better  donor  selec- 
tion by  tissue  typing,  especially  if  methods 
of  prolonged  organ  preservation  become 
available. 

At  the  present  time,  a pooling  system 
known  as  Eurotransplant  is  in  operation 
in  western  Europe,  and  a registry  of  pa- 
tients requiring  transplants  is  maintained 
by  the  New  York  blood  bank. 

Special  supportive  measures.  Since 
donor  organs  are  rarely  available  at  the 
time  they  are  required,  and  since  initial 
failure  of  function  of  an  organ  or  failure 
secondary  to  rejection  may  occur,  artificial 
means  of  support  are  required  for  patients 
with  life-threatening  conditions. 

At  the  present  time  hemodialysis  is 
routinely  used  for  the  support  of  patients 
undergoing  renal  transplantation.  For 
hepatic  transplantation  a similar  need 
exists. 

Exchange  transfusion106  and  extracorpo- 
real pig  liver  perfusion107  sometimes  render 
temporary  help  to  patients  in  hepatic  coma 
but  are  impracticable  for  prolonged  daily 
maintenance  of  such  a patient. 

Plasmapheresis  has  been  shown  by  Le- 
pore  and  Martel108  to  restore  consciousness 
to  a patient  in  hepatic  coma  and  has  suc- 
cessfully maintained  a patient  over  a period 
of  seven  days  of  profound  hepatic  coma, 
with  full  recovery  of  the  patient.109  This 
technic  may  prove  to  be  a most  valuable 
adjunct  in  the  support  of  patients  under- 
going liver  transplantation. 

Lung  transplantation  has  been  unsuc- 
cessful to  date  owing  to  the  onset  of  pul- 
monary infection  or  pulmonary  edema 
which  results  in  inadequate  tissue  oxygena- 
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tion.  Since  transplant  rejection  produces 
pulmonary  edema,  it  is  obvious  that  some 
means  of  prolonged  extracorporeal  oxygena- 
tion of  the  blood  is  essential  for  successful 
lung  transplantation. 

Extensive  studies  have  so  far  failed  to 
produce  a perfect  oxygenator,  but  Kolobow 
et  a/.110  have  developed  a membrane  oxy- 
genator which  can  perform  well  for  twenty- 
one  to  ninety-six  hours  in  newborn  lambs. 

Cardiac  transplants  have  been  astonish- 
ingly successful  considering  the  immedi- 
ately lethal  effect  of  rejection.  In  the 
future  patients  undergoing  cardiac  trans- 
plantation will  need  the  physical  and  moral 
support  of  an  artificial  pump  which  can  be 
incorporated  into  the  thoracic  cavity  before 
or  at  the  time  of  transplantation.  Such 
a device  would  require  only  a relatively 
small  emergency  power  unit  which  would 
be  activated  if  the  transplant  failed.  The 
patient  could  then  receive  an  extracorporeal 
source  of  power  for  his  artificial  pump  until 
a new  transplant  became  available. 

Conclusion 

The  final  major  problem  in  cadaveric 
organ  transplantation  lies  in  obtaining  the 
donor  organ.  This  requires  a widespread 
knowledge  among  members  of  the  medical 
profession  of  the  importance  of  making 
available  the  organs  of  their  recently  de- 
ceased patients  for  the  purposes  of  trans- 
plantation. Today  the  responsibility  of 
the  physician  no  longer  ends  with  the  death 
of  his  patient,  and  a thoroughgoing  pro- 
gram of  education  is  urgently  needed  to 
familiarize  the  medical  profession  with  the 
needs  and  possibilities  of  organ  transplan- 
tation. A similar  widespread  educational 
program  is  urgently  required  to  make  the 
general  public  aware  of  the  possibilities 
for  organ  transplantation  and  of  the  press- 
ing need  to  give  ready  consent  for  the  re- 
moval of  donor  cadaveric  organs  following 
the  death  of  a near  relative.  This  is  at 
all  times  a hard  thing  to  ask  but  the 
author  is  convinced  that  many  of  the  re- 
fusals of  consent  which  we  encounter  today 
would  be  avoided  were  the  public  at  large 
made  familiar  with  the  very  real  contribu- 
tion in  the  saving  of  human  life  which  can 
be  attained  at  the  present  time  by  the  use 
of  organ  transplantation. 
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Guidelines  for  competitive 
sports  at  elementary  school  level 

The  American  Academy  of  Pediatrics  has 
recently  issued  a statement,  urging  that  local 
decisions  about  athletic  programs  for  children  of 
elementary  school  age  consider  the  following: 
(1)  proper  physical  conditioning;  (2)  conduct  of 
the  sport  to  include  competent  teaching  and 
supervision,  appropriate  game  equipment  and 
facilities,  and  modification  of  rules;  (3)  careful 
grouping  according  to  sex,  weight,  size,  skill,  and 
physical  maturation  when  indicated;  (4)  good 
protective  equipment,  properly  fitted;  (5)  well- 
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maintained  facilities  suitable  for  the  sport  in- 
volved; (6)  proper  delineation  of  the  spheres  of 
authority  and  responsibility  for  school  admin- 
istration, family,  sponsor,  physician,  coach,  and 
athlete;  (7)  adequate  medical  care;  and  (8) 
salient  educational  and  recreational  considera- 
tions. These  should  include  daily  physical  edu- 
cation instruction  for  all  children  under  the 
supervision  of  certified  physical  education 
teachers,  opportunities  for  every  child  in  the  up- 
per elementary  grades  to  participate  in  an  organ- 
ized and  supervised  intramural  athletic  program, 
and  assurance  that  the  athletic  program  does  not 
curtail  the  time  or  budget  of  the  normal  school 
program. 
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Dilemma  of 
Hyperparathyroidism 


Case  history 

Vicente  Garciano,  M.D.:  A forty- 

nine-year-old  Negro  woman  was  admitted 
to  St.  Luke’s  Hospital  Center  because  of 
dyspnea  of  two  weeks’  duration.  She  had 
also  been  bothered  by  gradual  increase  in 
appetite,  polyuria,  and  polydipsia. 

Her  past  history  revealed  a four-year  his- 
tory of  diabetes  mellitus.  She  had  received 
a course  of  radioactive  iodine  for  hyper- 
thyroidism six  years  prior  to  her  present 
admission.  Although  she  had  been  told 


that  she  had  uterine  fibroids,  no  surgery  had 
been  performed. 

Physical  examination  revealed  her  blood 
pressure  to  be  180/100  mm.  Hg  with  a pulse 
rate  of  84  beats  per  minute.  She  appeared 
to  be  in  acute  respiratory  distress  and  dem- 
onstrated peripheral  edema  with  mark- 
edly swollen  legs.  Several  large  nodules 
were  palpable  in  the  thyroid  portion  of  the 
neck.  Heart  auscultation  revealed  a sys- 
tolic murmur,  there  were  rales  in  both 
lungs;  abdominal  distention  was  evident. 


FIGURE  1.  Roentgenograms.  (A)  Frontal  view  of  chest  showing  enlarged  cardiac  silhouette,  irregular 
calcifications  in  the  lower  neck  bilaterally  without  deviation  of  the  trachea,  and  bone  resorption  at  distal  end 
of  right  clavicle.  (B)  View  of  right  shoulder  clearly  demonstrates  bone  resorption  with  frayed  margins  at 
acromioclavicular  joint.  There  was  mild  subperiosteal  bone  resorption  along  medial  margin  of  right  hu- 
merus. 
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Significant  laboratory  findings  were  an 
increase  of  serum  calcium  to  14.6  mg.  per 
100  ml.  accompanied  by  a normal  blood 
phosphorus  of  3.5  mg.  per  100  ml.  Alka- 
line phosphatase  was  increased  to  21  units. 
Protein-bound  iodine  was  normal  at  a level 
of  5.4  micrograms  per  100  ml.  Blood  count 
was  normal,  but  blood  urea  nitrogen  was 
42  mg.  per  100  ml.  The  elevated  serum  cal- 
cium and  normal  serum  phosphorus  were 
constant  on  repeat  examinations. 

Radiographic  discussion 

Dr.  Garciano:  A chest  roentgenogram 

(Fig.  1A)  taken  on  this  admission  showed 
generalized  cardiomegaly  and  congestive 
pulmonary  changes  which  correlated  well 
with  the  patient’s  chief  complaint.  An 
abdominal  roentgenogram  demonstrated 
calcified  uterine  fibroids  and  a ground  glass 
homogeneous  appearance  characteristic  of 
ascites. 

The  chest  roentgenogram  also  showed 
bone  resorption  at  the  acromioclavicular 
joints  (Fig.  1 B >.  This  suggested  the  diag- 
nosis of  hyperparathyroidism  and  was  con- 
firmed by  laboratory  and  further  roent- 
genographic  study.  Calcification  was  seen 


FIGURE  2.  Thyroid  region  of  neck  shows  wide- 
spread soft-tissue  calcifications  within  large  soft- 
tissue  mass  in  region  of  thyroid  gland.  Note  re- 
sorption at  distal  end  of  left  clavicle. 

in  a large  soft-tissue  mass  in  the  neck  (Fig. 
2).  The  mass  was  bilateral,  more  promi- 
nent on  the  right,  and  caused  deviation  of 
the  esophagus  ( Fig.  3A).  A skeletal  survey 
showed  focal  areas  of  subperiosteal  bony 
resorption,  especially  of  the  middle  pha- 
langes of  both  hands  < Fig.  3B  ).  There  was 
a ground  glass  appearance  of  the  cranial 
vault  (Fig.  4);  the  patient  was  edentulous, 
preventing  evaluation  of  the  lamina  dura. 
The  bone  survey  also  showed  generalized 
diminished  bone  mineralization  plus  peri- 
articular and  extensive  vascular  calcifica- 
tion. 


FIGURE  3.  Radiograms.  (A)  Esophagram  showing  displacement  by  large  soft-tissue  mass  in  region  of 
thyroid  gland.  (B)  Roentgenogram  of  hand  shows  subperiosteal  bone  resorption  of  mild  degree,  most  pro- 
nounced along  radial  borderof  middle  phalanges. 
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FIGURE4.  Lateral  projection  of  skull  shows  coarse 
granularity  of  mineral  loss  of  calvarium.  There  is 
calcification  in  internal  carotid  artery  and  slight 
ballooning  of  sella  turcica. 


FIGURE  5.  Roentgenogram  of  upper  gastroin- 
testinal tract  shows  hiatus  hernia  and  clearly  de- 
fined ulceration  along  lesser  curvature  of  distal 
portion  of  stomach.  Arcuate  linear  density  in 
paraspinal  area  at  level  of  third  lumbar  vertebra  is 
portion  of  large  uterine  myoma. 


A later  study  of  the  gastrointestinal 
tract  showed  an  antral  ulcer  and  a hiatus 
hernia  (Fig.  5).  Intravenous  pyelography 
showed  poor  renal  function  and  evidence  of 
obstructive  nephropathy.  No  renal  calculi 
were  seen. 


FIGURE  6.  Cut  surface  of  nodular  thyroid  gland 
showing  demarcated  parathyroid  nodule  (upper 
right). 


Surgical  discussion 

Carl  S.  Oakman,  M.D.:  A careful 

search  on  both  sides  of  the  neck,  including 
the  prevertebral  and  paraesophageal  re- 
gions, failed  to  uncover  a parathyroid  le- 
sion. It  was  therefore  decided  to  do  a sub- 
total thyroidectomy  in  the  hope  that  the 
lesion  might  indeed  reside  within  the  con- 
fines of  this  very  large  and  multiple  nodular 
gland.  When  this  supposition  was  con- 
firmed by  Dr.  Gaetz’s  gross  and  frozen  sec- 
tions, mediastinal  exploration  was  unnec- 
essary, and  the  operation  was  concluded. 
It  should  be  added  that  this  lesion,  measur- 
ing 6 cm.  and  weighing  30  Gm.,  was  so  large 
that  its  camouflage  lay  in  its  very  obvious- 
ness. 

Pathologic  discussion 

Harold  P.  Gaetz,  M.D.:  The  350-Gm. 
loosely  nodular  and  bosselated  thyroid 
gland  was  inspected  at  the  time  of  surgery 
and  revealed  a variegated  cut  surface. 
Confluent  macrocystic  and  discrete  multi- 
textured  and  colored  nodules  distorted  the 
gland.  Lobules  of  glandular  tissue  were 
sequestrated  off  the  right  upper  pole. 
Within  the  profile  of  the  left  upper  pole  a 
4 by  3 by  3-cm.  ovoid,  encapsulated  nodule 
exuded  copious  quantities  of  purplish  blood, 
while  smooth,  reddish-tan,  reticulated  fila- 
ments collapsed  together  (Fig.  6). 

A portion  was  examined  by  frozen  sec- 
tion technic  and  later  verified  by  permanent 
sections.  These  revealed  parathyroid  tis- 
sue encapsulated  by  dense  collagenous 
lamellae  in  which  trapped  thyroid  follicles 
could  be  seen  (Fig.  7).  A rim  inside  the 
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FIGURE  7.  Histologic  study  shows  parathyroid  tissue  encapsulated  by  dense  collagenous  lamellae  in 
which  trapped  thyroid  follicles  are  seen.  Rim  inside  capsule  is  composed  of  solid  sheets  of  pale  chief 
cellsand  foci  of  chief,  clear,  and  oxyphil  cells. 


capsule  was  composed  of  solid  sheets  of  pale 
chief  cells  and  foci  of  admixed  dark  chief, 
water-clear,  and  oxyphil  cells.1  More  cen- 
trally, the  architecture  dissipated  into  lacey 
macrocystic  spaces  lined  by  small  light  chief 
cells.  Frequently  the  spaces  were  filled  by 
blood. 

The  calcification  of  the  neck  masses, 
evident  on  the  roentgenogram,  reposed  in 
hyalinizing  scar  tissue  peculiar  to  nodular 
hyperplasia  of  the  thyroid.  Usually  the 
calcification  is  dystrophic,  but  in  this  case 
it  was  not  clearly  distinguishable  from 
metastatic  calcification. 

Comment 

Dr.  Garciano:  Hyperparathyroidism 

may  be  an  unexpected  and  extremely  im- 
portant diagnosis  arrived  at  because  of 
characteristic  radiographic  features.  In 
our  present  patient,  the  diagnosis  was  si- 
multaneously suggested  by  the  elevated 
serum  calcium  and  the  roentgenographic 
changes  in  the  clavicles.  Hyperparathy- 


roidism is  thus  another  example  of  the  value 
of  radiologic  training  which  emphasizes 
objective  x-ray  film  evaluation  before  re- 
view of  the  roentgen  study  in  terms  of  the 
immediate  clinical  problem.  This  objec- 
tivity leads  to  the  most  effective  consulta- 
tive efficiency  between  the  radiologist  and 
the  clinician. 

Nathaniel  Finby,  M.D.:  Hyperpara- 

thyroidism was  first  described  by  Mandl 
in  1926 2 as  a skeletal  disorder  (osteitis 
fibrosa  cystica)  and  was  called  von  Reck- 
linghausen’s disease.  Urinary  tract  cal- 
cification and  renal  damage  as  manifesta- 
tions of  hyperparathyroidism  were  demon- 
strated in  1934  by  Albright.3  During  this 
decade,  the  blood  chemistry  findings,  vary- 
ing symptoms,  association  with  peptic  ul- 
ceration, and  hyperparathyroidism  with- 
out overt  osseous  changes  were  recognized. 

It  is  my  impression  that  the  diagnosis 
of  hyperparathyroidism  is  now  made  ear- 
lier and  more  frequently  than  a score  of 
years  ago.4  This  is  chiefly  because  of  a 
high  suspicion  of  hyperparathyroidism 
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whenever  renal  calculi  or  nephrocalcinosis 
are  present.  Routine  blood  chemistry 
studies  which  include  calcium  and  phos- 
phorus, such  as  in  “battery”  results  from 
the  sequential  multiple  analyzer,*  also  play 
an  important  role.  In  an  occasional  case, 
the  diagnosis  is  dramatically  brought  to 
the  clinician’s  attention  by  the  radiologist’s 
recognition  of  characteristic  osseous  lesions. 
Symptoms  and  the  ability  to  palpate  the 
parathyroid  mass  are  usually  not  helpful 
in  suggesting  the  diagnosis.  Radiographic 
demonstration  of  deviation  of  the  esoph- 
agus is  either  complicated  by  a thyroid 
mass,  as  in  our  present  case,  or  more  fre- 
quently is  absent.5  It  may  be  helpful  to 
the  surgeon,  however,  when  small  inden- 
tations locate  enlarged  glands  after  the 
diagnosis  has  been  established. 

The  osseous  changes  are  of  the  greatest 
roentgenographic  interest.  Many  patients 
with  hyperparathyroidism,  however,  show 
no  recognizable  osseous  changes,  presum- 
ably because  of  a high  dietary  calcium  in- 
take. The  very  gross  cystlike  changes  or 
bone  deformities  are  rarely  seen  at  the 
present  time.  The  usual  osseous  changes  are 
related  to  a loss  of  mineral  from  the  bone, 
presumably  osteoclasts  which  are  stimu- 
lated by  an  excess  secretion  of  parathor- 
mone. The  diminished  mineralization  may 
be  generalized  but  is  particularly  striking 
in  the  phalanges  as  a subperiosteal  resorp- 
tion of  bone  in  the  region  of  the  acromio- 
clavicular joints,  as  in  our  present  patient, 
by  a granular  appearance  of  the  demineral- 
ized calvarium,  and  by  a lack  of  visualiza- 
tion of  the  lamina  dura.6  Occasionally, 
osseous  structures  will  show  increased  den- 
sity, and  there  may  be  a deposition  of  cal- 
cium in  soft  tissues  or  blood  vessels. 

With  proper  therapy,  the  osseous  lesions 
are  reversible.  Our  present  patient  showed 
a return  to  normal  appearance  three  months 
after  surgery,  particularly  in  the  acromio- 
clavicular joints. 

Dk,  Oakman:  This  unusual  patient 

illustrates  very  well  the  profound  effects 
of  hyperparathyroidism  and  emphasizes 
once  again  the  dependency  of  all  organ 
systems  on  normal  circulating  levels  of  the 
calcium  ion  for  their  proper  and  coordinated 
function.  The  findings  in  this  patient 
which  are  characteristically  associated  with 

* SMA  1260,  product  of  Technikon  Company,  Ardsley, 
New  York. 


many  cases  of  hyperparathyroidism  are: 
weight  loss  over  70  pounds;  diabetes  mel- 
litus;  massive  nodular  hyperplasia  of 
the  thyroid;  impaired  renal  function;  hy- 
pertension, reverting  to  normotensive  levels 
following  parathyroid  adenectomy;  peptic 
ulceration  of  antrum  of  stomach;  multiple 
and  characteristic  bone  changes  as  reflected 
in  the  radiologic  descriptions;  and  chemi- 
cal changes,  including  elevated  blood  urea 
nitrogen.  The  latter  raised  the  frequent 
question  as  to  whether  kidney  damage  is 
primary  or  secondary  and  as  to  whether 
hypercalcemia  is  due  to  hyperparathy- 
roidism or  to  other  diseases,  such  as  mul- 
tiple myeloma,  Boeck’s  sarcoid,  or  an  occult 
malignant  condition. 

As  is  usually  the  case,  multiple  deter- 
minations of  blood  calcium  proved  the  de- 
cisive factor  in  the  clinical  decision  as  to 
cause.  These  determinations  were  not 
only  markedly  and  persistently  elevated 
but  also  showed  the  rather  wide  fluctua- 
tions between  highs  and  lows  (12  mg.  to 
15  mg.  per  100  ml.)  in  contradistinction  to 
the  vary  narrow  diurnal  variations  of  plus 
or  minus  3 per  cent  found  in  a normal  indi- 
vidual. Phosphorus  determinations  in  this 
patient  were  of  no  help  because  they  re- 
mained consistently  within  the  normal 
range.  The  elevated  alkaline  phosphatase 
levels  reflected  the  extensive  process  of  bone 
resorption  in  this  case. 

A word  should  now  be  said  about  the 
always  challenging  dilemma  of  surgical 
search  for  a presumably  present  parathy- 
roid adenoma.  If  the  lesion  is  of  moderate 
size  in  a classical  location  in  a case  uncom- 
plicated by  thyroid  disease,  previous  sur- 
gery, or  a fat  bull  neck,  identification  and 
excision  are  relatively  simple.  If,  however, 
location  of  the  lesion  is  difficult,  it  is  usually 
for  one  or  more  of  the  following  reasons: 

1.  The  lesion  is  very  small 

2.  The  lesion  is  multiple 

3.  The  lesion  is  ectopically  placed  within  the 

thyroid  itself,  in  the  paraesophageal 
region,  or  in  the  mediastinum,  either 
anterior  or  posterior 

4.  There  is  coexisting  thyroid  nodularity 

5.  There  is  pre-existing  scar  tissue 

6.  The  clinical  diagnosis  is  incorrect,  and 

there  is  actually  no  lesion  to  find 

In  the  doubtful  or  borderline  case,  the 
latter  possibility  is  always  present  and 
places  a premium  on  the  surgeon’s  personal 
diagnostic  conviction  as  well  as  on  his  pa- 
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tienee,  persistence,  and  completeness  of 
dissection.  Of  indispensable  value  in  these 
difficult  cases  is  t lie  surgical  pathologist 
and  his  skill  at  frozen  section  diagnosis. 

Analysis  of  the  chemical  response  to  suc- 
cessful parathyroidadenectomy  in  our  casts 
at  St.  Luke’s  Hospital  Center  reveals  that 
normocaleemia  is  attained  within  twenty- 
four  hours  and  usually  within  eighteen 
hours.  More  detailed  study  in  2 cases 
showed  that  the  blood  calcium  drop  starts 
in  less  than  one  hour  and  suggested  that 
normocaleemia  can  be  and  probably  is  often 
reached  in  six  to  eight  hours.  Chemical 
determinations  in  this  particular  case  in 
which  parathyroid  adenectomy  is  combined 
with  thyroidectomy  strongly  suggest  a 
measurable  influence  of  thyrocalcitonin 


Legislators  and  chiropractic 

It  has  been  recently  stated  by  author  Ralph 
Lee  Smith  that  the  practice  of  chiropractic 
should  be  prohibited  and  its  personnel  retrained 
for  other  occupations  at  the  Fourth  National 
Congress  on  Health  Quackery. 

Physiotherapy  and  physical  rehabilitation 
were  among  the  fields  mentioned  for  possible 
placement  of  chiropractors,  as  well  as  other 
areas  that  use  paramedical  personnel;  a “chiro- 
practor’s G.I.  bill”  for  those  wishing  to  leave  the 
field  completely  was  advocated. 

Blame  was  laid  on  both  the  public  and  legisla- 


on calcium  metabolism  and  homeostasis, 
but  continuing  observations  are  necessary 
to  clarify  this  effect  more  fully. 
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tors  for  allowing  this  field  to  be  created,  and  it 
was  felt  that  such  retraining  programs  would 
be  the  most  responsible  alternatives  possible, 
under  the  circumstances.  Mr.  Smith  also  felt 
that  an  important  factor  in  chiropi’actic’s 
present  position  is  that  it  obtained  licensure 
laws  through  32  of  the  nation’s  48  rurally- 
dominated  state  legislatures  by  1925;  intensive 
campaigns  to  reduce  the  remaining  legislatures 
were  conducted.  Louisiana  and  Mississippi  are 
the  only  states  that  do  not  license  chiropractors, 
at  present  under  heavy  opposition.  In  addi- 
tion, it  is  easy  but  erroneous  to  assume  that  a 
state-licensed  health  practitioner  using  the  title 
“doctor”  is  practicing  a valid  healing  art. 
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Before  we  can  discuss  the  effects  of 
nutrition  on  growth,  it  is  important  to  de- 
fine growth  in  terms  of  the  cellular  events 
that  are  occurring.  Growth  in  any  organ 
may  proceed  by  an  increase  in  the  number 
of  cells,  an  increase  in  the  size  of  individual 
cells,  or  both. 

Since  the  desoxyribose  nucleic  acid  con- 
tent of  all  diploid  cells  in  a given  species  is 
constant,  total  organ  desoxyribose  nucleic 
acid  reflects  the  number  of  cells  in  an  organ 
at  any  given  time.1  Actual  cell  number  can 
be  calculated  by  measuring  total  organ 
desoxyribose  nucleic  acid  and  dividing  by 
desoxyribose  nucleic  acid  per  cell.  Once 
the  number  of  cells  is  known,  the  average 
weight  or  protein  per  cell  can  be  determined 
simply  by  dividing  the  total  organ  weight 
or  protein  by  the  number  of  cells.  This  is 
an  indication  of  “average  cell  size.”  These 
methods,  therefore,  allow  us  to  dissect 
organ  growth  into  its  component  parts. 

Growth  of  any  organ  may  be  divided  into 
three  phases:  an  early  period  of  rapid  cell 
division  in  which  every  daughter  cell  is 
equal  in  size  to  every  other;  a later  phase 
in  which  cell  division  continues,  but  more 
slowly,  and  the  resulting  cells  increase  their 
individual  size;  and  a final  phase  in  which 
cell  division  has  stopped,  and  all  growth  is 
by  enlargement  of  individual  cells.2  In 


the  classical  terminology,  these  phases  are 
known  as  hyperplasia,  hyperplasia  with 
concomitant  hypertrophy,  and  hyper- 
trophy alone. 

In  the  brain,  the  period  of  hyperplasia 
ends  sooner  than  in  most  other  organs.  In 
the  rat,  cell  division  has  stopped  by  the 
time  the  animal  is  weaned  (twenty-one 
days).  Thus,  when  the  infant  rat  leaves 
his  mother  to  assume  an  independent 
existence,  his  brain  contains  its  full  com- 
pliment of  cells.  However,  since  the  brain 
is  not  a homogeneous  organ,  the  timing  of 
these  three  phases  differs  in  specific  regions. 
In  the  cerebrum,  cell  division  continues 
until  twenty-one  days.  In  the  cerebellum, 
while  the  rate  of  cell  division  is  faster,  cells 
no  longer  divide  after  seventeen  days.  In 
the  brain  stem  there  is  no  cell  division  after 
fourteen  days,  whereas  in  the  hippocampus 
cell  division  is  complete  by  six  days  of 
age.3 

Nutrition  in  man 

In  the  human  being  data  are  less  com- 
plete, but  again  cell  division  in  the  brain 
stops  before  it  does  in  most  other  organs. 
Recent  studies  demonstrate  that  cell  divi- 
sion occurs  at  a rapid  rate  until  birth,  con- 
tinues more  slowly  until  about  six  months 
of  age,  and  ceases  thereafter.4  Data  on 
individual  brain  regions  are  not  yet  avail- 
able. 

It  has  been  known  for  many  years  that 
the  state  of  nutrition  will  influence  the  rate 
of  growth  in  animals  and  human  beings.6  6 
Some  of  the  most  dramatic  experiments  in 
this  area  have  been  done  by  McCance  and 
Widdowson,6  who  have  demonstrated  that 
undernutrition  for  a short  period  early  in 
life  resulted  in  permanent  retardation  of 
growth  even  if  the  animals  were  later  re- 
habilitated. Previous  experiments,  how- 
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ever,  had  demonstrated  that  older  animals, 
subjected  for  a short  period  to  under- 
nutrition  during  the  growing  period,  al- 
though stunted  after  the  restriction,  re- 
covered when  adequately  refed.7  Thus  the 
time  during  which  food  deprivation  was 
occurring  seemed  important  from  the 
standpoint  of  the  animals’  ability  ulti- 
mately to  achieve  normal  stature.  Ex- 
perience with  human  malnutrition  suggests 
the  same  thing.  The  earlier  the  period  in 
life  when  severe  undernutrition  takes  place, 
the  more  likely  it  is  that  permanent  growth 
failure  will  ensue.  What  is  it  about  early 
growth  which  precludes  recovery  from 
malnutrition  and  which  later  growth  does 
not?  Is  it  the  pattern  of  growth  which  is 
occurring?  That  is,  is  recovery  dependent 
on  whether  or  not  rapid  cell  division  is 
occurring  at  the  time  the  animal  is  being 
malnourished? 

Experiments  designed  to  answer  these 
questions  have  shown  that  early  malnutri- 
tion will  interfere  with  cell  division  and 
permanently  retard  growth  by  causing  a re- 
duction in  the  total  number  of  cells.  Mal- 
nutrition at  a later  time,  after  cell  division 
has  stopped,  prevents  the  normal  increase 
in  cell  size  which  is  occurring.  This  in- 
crease will  take  place  at  a later  time  if  the 
animal  is  rehabilitated.8 

Thus,  during  the  period  of  rapid  cell 
division,  malnutrition  exerts  its  permanent 
effect  by  interfering  with  the  ability  of  the 
cells  to  divide.  The  more  rapid  the  rate  of 
cell  division  in  a particular  area  the  more 
severe  the  retardation  and  the  more  likely 
that  the  effects  will  be  permanent.  The 
cerebellum  is  retarded  early  whereas  the 
duration  of  malnutrition  must  be  longer  be- 
fore cerebral  cell  division  is  slowed  down.9 

The  rate  of  cell  division  is  not  only 
slowed  by  undernutrition  but  also  can  be 
accelerated  by  “overnutrition.”10  Thus  it 
would  appear  that  the  rate  of  cell  division 
can  be  altered  by  the  state  of  nutrition  of 
the  animal.  These  data  suggest  that  if 
reversal  of  the  effects  of  undernutrition  is 
to  take  place,  rehabilitation  must  begin 
during  the  period  of  active  cell  division. 
This  hypothesis  has  recently  been  tested 
by  subjecting  rats  to  a short  period  of 
underfeeding  and  then  “superfeeding”  them 
until  weaning.  The  reduction  in  brain  cell 
number  which  is  present  after  restriction 
disappears  by  weaning.11 


If  we  can  draw  on  these  animal  data  for 
application  to  human  growth,  it  would 
appear  that  the  first  six  months  of  life, 
while  cell  division  is  still  occurring  in  the 
brain,  should  be  a critical  period.  There- 
fore, infants  who  died  of  malnutrition  dur- 
ing the  first  year  of  life  were  studied.  In  9 
such  infants  from  Santiago,  Chile,  it  has 
been  shown  that  the  number  of  cells  in 
the  brain  is  markedly  reduced.12  Thus  in 
the  human  being,  malnutrition  in  early 
infancy  will  curtail  the  rate  of  cell  division. 
No  data  are  available  as  to  whether  or  not 
recovery  would  have  occurred,  but  from 
the  experience  garnered  in  animal  studies 
one  would  expect  that  this  reduction  in  cell 
number  would  be  permanent  unless  re- 
habilitation was  begun  before  the  infant 
was  six  months  of  age. 

Summary 

An  animal  or  an  individual  organ  exhibits 
an  early  period  of  growth  by  rapidly  in- 
creasing its  number  of  cells.  It  is  during 
this  period  that  the  animal  or  organ  is  most 
sensitive  to  the  state  of  nutrition.  Under- 
nutrition will  curtail  the  rate  of  cell  divi- 
sion; “superfeeding”  will  increase  the  rate. 
Optimal  feeding  will  reverse  the  effects  of 
restriction  only  if  begun  during  this  period. 
In  the  rat,  by  the  time  of  weaning,  cell 
division  has  stopped  in  the  brain.  In  the 
human  being  by  six  months  of  age  the 
total  number  of  brain  cells  has  been 
reached.  Malnutrition  during  these  critical 
periods  results  in  a reduced  number  of 
brain  cells  in  both  the  rat  and  the  human 
infant. 
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Lidocaine  in 
coronary  heart  disease 

A study  of  the  therapy  of  coronary  heart 
disease  has  been  undertaken  by  R.  Gianelly, 
M.D.,  J.  O.  Von  Der  Groeben,  M.D.,  A.  P. 
Spivack,  M.D.,  and  D.  C.  Harrison,  M.D.,  who 
have  reported  their  findings  in  a recent  issue  of 
New  England  Journal  of  Medicine.  The  re- 
sults indicate  that  lidocaine  (Xylocaine)  is 
effective  in  terminating  arrhythmias  in  myo- 
cardiac  infarction.  A 25-  to  100-mg.  intra- 
venous bolus  terminated  20  episodes  of  ventric- 
ular tachycardia  in  5 patients  and  a 50-mg. 
bolus  abolished  premature  ventricular  con- 
tractions in  1 patient.  Some  patients  were 
given  as  many  as  three  50-mg.  boluses  within 
fourteen  minutes  without  deleterious  effects. 
In  3 patients  there  was  central  nervous  system 
toxicity,  but  these  had  been  given  more  lido- 
caine than  the  dose  now  recommended.  A pa- 
tient who  had  previously  had  two  seizures  as- 
sociated with  ventricular  fibrillation  had  a 
grand  mal  seizure.  In  1 patient  a heart  block 
was  considered  attributable  to  lidocaine;  in 
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another  it  was  thought  to  be  caused  by  ischemic 
changes  of  the  conduction  system. 

Showing  its  effects  within  the  space  of  two 
minutes,  the  intravenous  administration  of  a 
bolus  of  1 to  2 mg.  per  kilogram  of  body  weight 
will  relieve  ventricular  tachycardia  or  multiple 
premature  ventricular  beats.  Constant  intra- 
venous infusion  at  the  rate  of  20  to  50  micro- 
grams per  kilogram  of  body  weight  per  minute, 
bringing  blood  levels  up  to  2 to  5 micrograms 
per  milliliter,  prevents  or  reduces  premature 
beats.  Doses  smaller  than  this  usually  are  not 
effective,  and  larger  doses  may  prove  toxic. 
Hypotension,  central  nervous  system  depression, 
and  convulsion,  the  major  side-effects,  appear 
to  be  generally  avoidable  if  the  dose  is  less  than 
55  micrograms  per  kilogram  per  minute,  with 
blood  level  not  greater  than  5 micrograms  per 
milliliter.  Blood  levels  of  the  drug  reach  a 
plateau  in  thirty  to  sixty  minutes;  from  that 
point,  constant  infusion  is  given.  When  one  is 
confronted  with  a life-threatening  arrhythmia, 
therefore,  one  or  more  boluses  of  lidocaine  are 
given  initially,  and  then  the  drip  is  instituted. 
During  treatment,  the  blood  pressure  should  be 
watched.  Lidocaine  should  be  used  with  cau- 
tion in  patients  with  heart  block  and  slow  rate. 
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Case  Reports 


Cyclophosphamide  and 
Severe  Hemorrhagic  Cystitis 
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Sterile  hemorrhagic  cystitis  is  a well- 
recognized  complication  of  cyclophos- 
phamide therapy.  This  syndrome,  char- 
acterized by  dysuria,  frequency,  urgency, 
and  hematuria,  usually  disappears  within  a 
few  days  after  discontinuing  the  drug  and 
forcing  fluids.  Cases  of  severe  and  pro- 
longed bleeding  are  rare.  Hence,  the 
serious  and  even  lethal  potentiality  of  this 
complication  is  not  generally  appreciated. 
Although  comments  on  this  potential 
hazard  can  be  found  in  the  German  litera- 
ture,1-3  only  7 cases  of  prolonged  severe 
bleeding  are  reported  in  the  English  litera- 
ture.4-9 We  believe  that  the  common  use 
of  cyclophosphamide  warrants  the  report 
of  a case  illustrating  the  potential  severity 
of  hemorrhagic  cystitis  induced  by  this 
drug. 

Case  report 

Hepatosplenomegaly  developed  in  a for- 
ty-four-year-old  Caucasian  female  in  May, 

* Present  address:  Cardiac  Unit,  Department  of  Medi- 

cine, Massachusetts  General  Hospital,  Boston,  Massachusetts 
02114. 


1965,  and  later  generalized  lymphade- 
nopathy.  When  first  seen  at  Strong  Me- 
morial Hospital  in  December,  1965,  lymph- 
node  biopsy  was  diagnostic  of  lympho- 
sarcoma. Nitrogen  mustard  was  given 
intravenously  in  a dose  of  0.4  mg.  per 
kilogram  of  body  weight.  Because  of 
progressive  disease,  cyclophosphamide  ther- 
apy was  initiated  on  May  25,  1966,  and 
prednisone  was  added  two  weeks  later. 
The  subsequent  course  is  summarized  in 
Figure  1.  A partial  response  ensued,  and 
the  patient  was  maintained  on  prednisone 
and  100  to  200  mg.  of  cyclophosphamide 
per  day  for  the  next  eight  months. 

In  February,  1967,  pancytopenia  de- 
veloped. The  bone  marrow  revealed  in- 
creased numbers  of  all  precursor  cells  and 
hypersplenism  was  diagnosed.  The  pa- 
tient underwent  splenectomy,  and  throm- 
bocytosis and  leukocytosis  developed  im- 
mediately with  rather  marked  eosinophilia. 
Cyclophosphamide,  which  had  been 
stopped  on  February  7,  1967,  was  restarted 
on  March  10,  1967.  The  dose  was  even- 
tually increased  to  250  mg.  per  day.  Be- 
cause of  progressive  disease  manifested  by 
massive  hepatomegaly,  enlarging  inguinal 
nodes,  and  ascites,  cyclophosphamide  was 
stopped  on  May  4,  1967. 

On  May  5,  1967,  the  first  of  five  weekly 
doses  of  vincristine  was  given.  Beginning 
on  May  10,  1967,  the  abdominal,  pelvic, 
and  inguinal  regions  were  irradiated  with  2 
million  electron  volts  through  a single  an- 
terior portal.  The  initial  daily  dose  of  50  r 
was  gradually  increased  to  150  r.  The 
total  given  dose  was  3,049  r,  and  the  blad- 
der depth  dose  at  10  cm.  was  2,050  r in 
forty-two  days. 

On  May  5,  1967,  hemorrhagic  cystitis  de- 
veloped. An  intravenous  pyelogram  re- 
vealed a contracted  bladder  with  normal 
ureters.  Multiple  urine  cultures  resulted 
in  negative  findings.  Gross  hematuria 
progressed  to  the  passage  of  clots  and  per- 
sisted during  the  next  three  months.  Re- 
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FIGURE  1.  Diagrammatic  presentation  of  patient’s  course  following  institution  of  cyclophosphamide  ther- 
apy. 


peated  investigations  yielded  no  evidence  of 
a generalized  bleeding  diathesis.  On  four 
cystoscopic  examinations  the  bladder  mu- 
cosa was  consistently  edematous  and 
hemorrhagic  with  a diffuse  capillary  ooze 
pervading.  No  specific  bleeding  vessels 
could  be  found.  A total  of  eight  bladder 
biopsies  showed  edematous  fibrous  tissue 
with  capillary  dilatation,  congestion,  and 
multiple  thrombi  (Fig.  2).  Acute  in- 
flammatory cells  were  scattered  through- 
out, but  no  evidence  of  lymphoma  was  seen. 
Therapeutic  attempts  to  control  hematuria 
included  local  medication,  fulguration,  in- 
strumental evacuation  of  clots,  and  cathe- 
terization with  frequent  irrigations.  A 
total  of  16  units  (8,000  ml.)  of  transfused 
blood  was  required,  and  finally  a suprapubic 
cystostomy  and  bladder  evacuation  were 
carried  out.  A urinary  diversion  proce- 
dure was  considered  but  decided  against 
since  the  patient  appeared  preterminal  at 
that  time.  Despite  these  measures  bleed- 
ing persisted,  the  patient’s  course  deterio- 
rated, and  death  occurred  on  August  1, 1967. 

Autopsy  revealed  lymphosarcoma  in- 
volving the  retroperitoneal  space,  liver, 
lungs,  two  accessory  spleens,  uterus,  and 
the  peripancreatic  and  periaortic  lymph 
nodes.  The  bladder  wall  was  uniformly 
firm  and  thickened.  The  mucosa  was 
hemorrhagic  and  sloughed  in  many  areas. 
There  were  deep  erosions  extending  almost 


through  the  bladder  wall.  Microscopic 
examination  showed  abundant  granulation 
tissue  and  reaction  fibroblasts,  many  of 
which  were  multinucleated,  beneath  the 
mucosal  surface.  The  submucosal  vessels 
were  congested  and  many  were  thrombosed. 
Fibrous  tissue  containing  neutrophilic 
leukocytes  and  large  fibroblasts  extended 
through  the  thickened  muscularis  to  the 
serosal  surface  (Fig.  3).  The  bladder 
cavity  was  lined  with  a pseudomembrane 
composed  of  fibrinous  material,  red  blood 
cells,  and  leukocytes.  Both  ureters  were 
dilated  and  contained  clotted  blood.  Bi- 
lateral acute  pyelonephritis  was  present  as 
well  as  an  abscess  in  the  left  kidney.  There 
was  no  evidence  of  lymphosarcoma  in  the 
kidneys,  ureters,  or  bladder. 

Comment 

George7  described  a three-year-old  boy 
in  whom  gross  hematuria  developed  one 
month  after  stopping  a fourteen-month 
course  of  cyclophosphamide  therapy.  The 
hematuria,  which  required  blood  trans- 
fusions and  suprapubic  cystotomy  for  clot 
evacuation,  persisted  until  his  death  two 
months  later.  Autopsy  revealed  no  tumor 
involvement  of  the  bladder.  Spiers8  de- 
scribed a thirty-four-year-old  man  in  whom 
gross  hematuria  developed  one  week  after 
completing  a course  of  cyclophosphamide 
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therapy  lasting  seventy-one  days.  Clini- 
cally active  cystitis  persisted  for  one 
month.  No  histologic  studies  were  done. 
Pearlman5  described  the  cystoscopic  and 
histologic  findings  of  a twenty-year-old 
man  in  whom  hemorrhagic  cystitis  de- 
veloped following  cessation  of  cyclophos- 
phamide therapy  of  unstated  duration. 
This  patient  died  within  a few  weeks,  but 
the  contribution  of  the  cystitis  to  his  death 
was  not  evaluated.  Rubin  and  Rubin8  re- 
ported a case  of  hemorrhagic  cystitis  oc- 
curring in  a forty-nine-year-old  woman 
beginning  after  four  months  of  cyclophos- 
phamide therapy  and  persisting  for  eight 
weeks  after  stopping  the  drug.  Anderson, 
Cobb,  and  Glenn4  described  a twenty- 
seven-year-old  man  in  whom  gross  hema- 
turia developed  after  five  years  of  cyclo- 
phosphamide therapy.  Biopsy  showed  only 
inflammatory  ulceration  and  focal  hemor- 
rhage. Three  months  later  an  ileal  loop 
urinary  diversion  was  performed  for  recur- 
rent bleeding.  Gross  hematuria  ceased 
immediately  after  the  procedure.  Tliese 
authors  recommended  urinary  diversion 
via  bilateral  ureteral  catheterization  or,  if 
necessary,  by  cutaneous  ureterostomies, 
nephrostomies,  or  ileal  loop  urinary  di- 
version. Starke8  reported  a case  of  sterile 
hemorrhagic  cystitis  developing  in  a fifty- 
year-old  man  with  a plasmacytoma  after 
forty-one  months  of  cyclophosphamide 
therapy  at  an  average  daily  dose  of  100 
mg.  per  day.  Despite  reduction  of  dos- 
age, intermittent  cessation  of  therapy,  and 
local  hemostatic  therapy,  the  patient  died 
five  months  after  the  onset  of  hematuria. 
Autopsy  revealed  no  evidence  of  tumor  in 
the  urinary  system  but  did  show  superficial 
ulcerating  cystitis  extending  to  the  mus- 
cularis  layer  of  the  bladder  with  evidence  of 
ascending  pyelonephritis  and  recent  renal 
abscesses.  The  authors  believed  that 
death  was  due  directly  to  the  urinary  com- 
plications of  therapy  at  a time  when  the 
patient’s  tumor  was  quiescent.  Riggen- 
bach,  Barrett,  and  Shown9  recently  re- 
ported 2 patients  with  prolonged  cystitis. 
In  one,  effective  control  of  hemorrhage  was 
achieved  only  after  bypassing  the  bladder 
with  bilateral  ureteral  catheterization. 

Spechter  et  al .*  reported  the  effects  of 
cyclophosphamide  on  the  urinary  system 
in  550  women  with  gynecologic  cancer, 
most  of  whom  also  received  x-ray  therapy 


FIGURE  2.  Biopsy  of  bladder  mucosa  showing 
capillary  dilatation,  congestion,  multiple  thrombi, 
and  inflammatory  cells  (hematoxylin  and  eosin 
stain). 


FIGURE  3.  Bladder  wall  at  autopsy  showing  deep 
ulceration  through  muscularis  with  extension  of 
inflammatory  and  fibrous  reaction  to  serosal  sur- 
face (hematoxylin  and  eosin  stain). 

and  surgery  involving  the  bladder  area. 
Of  the  444  patients  who  received  cyclo- 
phosphamide for  more  than  four  weeks, 
some  evidence  of  cystitis  developed  in  101 
(23  per  cent).  Ten  of  these  patients  had 
uncontrollable  bleeding  and  ascending  in- 
fection which  were  believed  the  direct 
causes  of  death  in  6.  No  good  correlation 
could  be  made  between  the  total  dose  of 
drug,  the  degree  of  bone  marrow  depression, 
or  the  degree  of  cystitis,  although  all  of 
the  10  patients  with  uncontrollable  bleed- 
ing had  received  cyclophosphamide  for  at 
least  five  months  prior  to  the  onset  of 
bleeding.  The  authors  suggested  that 
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previous  x-ray  therapy  may  have  made  the 
bladders  particularly  susceptible  to  the 
cytotoxic  action  of  cyclophosphamide. 

The  exact  mechanism  whereby  cyclo- 
phosphamide causes  bladder  damage  is  not 
known.  Philips  et  al.10  regularly  induced 
hemorrhagic  cystitis  in  rats  and  dogs 
within  twenty-four  hours  after  intraperi- 
toneal  and  intravenous  doses,  respectively, 
of  the  drug.  They  also  demonstrated  that 
the  urine  from  treated  dogs,  when  intro- 
duced by  catheter  into  the  bladder  of 
normal  dogs,  induced  bladder  changes 
microscopically  indistinguishable  from 
those  in  the  treated  dogs.  On  the  other 
hand,  infusion  of  cyclophosphamide  into 
the  bladders  of  normal  dogs  did  not  cause 
much  alteration.  They  concluded  that  the 
bladder  damage  was  a local  response  to 
contact  with  urinary  metabolites  of  cyclo- 
phosphamide. The  minimal  doses  of  cyclo- 
phosphamide (milligram  per  kilogram 
of  body  weight)  employed  with  both  species 
were  at  least  eight  times  the  maximum 
daily  doses  ordinarily  given  to  patients. 
Extrapolation  of  such  data  to  explain  the 
human  responses  therefore  may  be  open  to 
question. 

In  the  patient  in  the  present  report  pro- 
gressive hemorrhagic  cystitis  developed 
one  day  after  cessation  of  cyclophos- 
phamide which  she  had  received  for  twelve 
months.  The  urinary  complication  was  a 
major  contributory  cause  of  her  death  three 
months  later.  Two  factors  may  have  in- 
fluenced the  development  and  severity  of 
the  cystitis.  First,  the  leukocytosis  after 
splenectomy  enabled  the  patient  to  toler- 
ate larger  doses  of  drug  without  leukopenia 
than  before  splenectomy.  Second,  al- 
though the  cystitis  started  five  days  before 
the  onset  of  x-ray  therapy  and  clearly  was 
not  induced  by  it,  the  small  amount  of 
irradiation  applied  to  the  bladder  may 
have  impaired  the  healing  ability  of  the 
mucosa.  Similarly,  vincristine  may  have 
impaired  recovery,  although  we  are  not 
aware  of  any  recorded  instances  of  bladder 
mucosa  damage  attributed  to  vincristine. 
The  present  case  and  those  cited  in  the 
literature  suggest  that  prolonged  courses  of 
cyclophosphamide  therapy  are  more  likely 
to  induce  severe,  prolonged,  and  possibly 
progressive  hemorrhagic  cystitis.  No  ex- 
planation is  readily  apparent  for  per- 
sistence of  hemorrhagic  cystitis  long  after 


discontinuation  of  cyclophosphamide.  The 
immediate  cessation  of  bleeding  after 
urinary  diversion  in  2 cases4’9  suggests  that 
normal  urinary  constituents  may  prevent 
healing  of  the  damaged  bladder  mucosa  or, 
more  remotely,  the  cytotoxic  substances 
continue  to  be  excreted  into  the  urine 
after  cessation  of  prolonged  therapy.  We 
are  not  aware  of  any  evidence  to  support 
the  latter  hypothesis.  It  is  known,  how- 
ever, that  in  prolonged  therapy  the  fraction 
of  active  drug  excreted  in  the  urine  in- 
creases.11 The  fact  that  severe  and  pro- 
longed hemorrhagic  cystitis  develops  in 
only  a few  patients  on  long-term  cyclo- 
phosphamide therapy  raises  an  alternative 
possibility  of  a constitutional  or  genetically 
determined  predisposition  in  these  pa- 
tients. 

Patients  receiving  cyclophosphamide 
should  be  encouraged  to  drink  liberal 
amounts  of  fluids  to  prevent  or  minimize 
the  occurrence  of  hemorrhagic  cystitis. 10 
If  it  occurs,  the  drug  should  be  discon- 
tinued and  fluids  forced  vigorously.  Un- 
controllable hemorrhage  might  be  con- 
trolled by  early  diversion  of  the  cytotoxic 
urine.4’9 


Summary 

A case  of  severe  progressive  hemorrhagic 
cystitis  associated  with  prolonged  cyclo- 
phosphamide therapy  is  presented,  and  the 
pertinent  literature  discussing  the  lethal 
potentiality  of  this  complication  is  re- 
viewed. Shortly  after  cessation  of  cyclo- 
phosphamide therapy  of  twelve  months’ 
duration,  gross  hematuria  developed  and 
became  a major  contributing  factor  to  the 
patient’s  death  three  months  later.  Pro- 
longed drug  therapy  appears  likely  to  lead 
to  severe  bladder  damage  in  some  patients. 
Prevention  and  therapy,  including  urinary 
diversion,  are  briefly  discussed. 
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Total  admissions  of  patients  of  all  ages  in- 
creased 3.5  per  cent  in  July,  1968,  over  the  num- 
ber admitted  in  July,  1967.  Patients  were  ad- 
mitted at  the  rate  of  more  than  77,000  a day  in 
July. 

The  number  of  outpatient  visits  continued  to 
climb  from  8,810,297  in  July,  1967,  to  9,579,223 
in  July  of  this  year.  Expectations  are  that  the 
number  of  such  visits  will  continue  to  increase 
as  the  population  focuses  on  its  hospitals  as  the 
centers  of  community  health  care. 

Total  expenses  incurred  by  hospitals  in  serv- 
ing both  inpatients  and  outpatients  increased  by 
$48  million  over  the  June  total  of  $1.20  billion. 
The  average  total  expense  per  patient  day  in 
July  was  $67.38,  of  which  $42.79  represented 
payroll  expense. 
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Osteogenesis  imperfecta  is  a disease 
characterized  by  many  spontaneous  frac- 
tures of  bones,  hypermobility  of  joints, 
otosclerosis,  deafness,  and  blue  sclerae.1-10 
The  incidence  of  osteogenesis  imperfecta  is 
not  definitely  known  because  the  disease  is 
so  variable  in  clinical  manifestation.  How- 
ever, it  is  estimated  to  be  between  1 to 
21,000  and  1 to  60,000  births. 3'5,7, 11,12  The 
disease  has  such  a wide  spectrum  of  clinical 
expression  that  it  defies  simple  classifica- 
tion. Basically  it  can  be  divided  into  the 
congenita  and  the  tarda  types.2,4, 10  The 
congenita  type  may  be  so  severe  as  to  cause 
the  infant  to  be  stillborn  or  to  die  in  in- 
fancy, while  the  tarda  may  be  of  a very 
mild  variety,  manifested  only  by  presence 
of  blue  sclerae.  The  disease  actually  be- 
gins in  fetal  life  but  rarely  manifests  itself 
in  infancy  or  early  childhood.7,9  In  a re- 
port of  one  survey  of  180  cases,  the  largest 
collected,  only  7 were  of  the  severe  prenatal 
variety, 13  and  Freda,  Vosburgh,  and  Di- 
Liberti7  report  65  cases  collected  over  a 
thirty-year  period  of  which  15  had  been  the 
congenita  type. 

Therapy  for  osteogenesis  imperfecta  has 
been  uniformly  unsatisfactory. in’ 14  At- 


tempts have  been  made  to  use  testos- 
terone and  estrogens.  Freda,  Vosburgh, 
and  DiLiberti7  cited  a case  of  a pre- 
mature child  born  with  the  congenita 
type  of  the  disease  who  was  treated  with 
phosphorized  cod  liver  oil  and  sodium  fluo- 
ride, seemingly  without  any  effect,  although 
the  child  was  lost  to  follow-up  in  the  first 
year  of  life.  Recently  Aeschlimann, 
Grunt,  and  Crigler15  reported  giving  fluo- 
rides, 5 mg.  daily,  to  an  infant  with  the 
congenita  type  of  this  disease  and  noted 
an  improvement  in  the  bone  architecture 
and  density  with  radiologic  evidence.  It 
is  well  known  that  in  chronic  fluoride  toxi- 
cosis bones  become  increasingly  opaci- 
fied.16-20 Rich,  Ensinck,  and  Ivanovich21 
have  reported  also  that  patients  with  re- 
sorptive  bone  disease  given  sodium  fluoride 
have  been  shown  to  be  in  positive  calcium 
balance,  and  studies  have  indicated  that 
increasing  the  amount  of  calcium  in  a diet 
which  contains  sodium  fluoride  will  cause 
increased  calcium  retention,  and  fluorine  is 
found  deposited  in  bone  as  calcium  fluo- 
ride.22-26 

Sodium  fluoride  has  now  been  used  in  the 
treatment  of  multiple  myeloma  and  Paget’s 
disease  with  gratifying  effect.  21,28,27,28  Pa- 
tients gain  sustained  relief  from  bone  pain, 
and  in  a report  of  a case  of  multiple  mye- 
loma subacute  skeletal  fluorosis  with  exten- 
sive recalcification  of  the  entire  skeleton 
had  developed. 

In  the  following  case  report  of  a child 
born  with  osteogenesis  imperfecta,  men- 
tion is  made  of  specific  therapy  with  fluo- 
rides and  presented  for  its  possible  theore- 
tical and  practical  implications. 

Case  report 

A male  infant  was  born  after  forty  weeks 
gestation  of  a para  1,  gravida  2,  AB  1 
mother,  aged  twenty-six  years.  The  birth 
weight  was  2,950  Gm.  The  mother’s  first 
pregnancy  had  terminated  spontaneously 
at  the  tenth  week  of  gestation.  During 
the  second  pregnancy,  the  mother  had  one 
episode  of  vaginal  bleeding,  lasting  approx- 
imately two  days,  in  the  first  trimester,  but 
thereafter  the  pregnancy  was  uncompli- 
cated. Labor  began  spontaneously,  lasting 
nine  hocus  and  forty-five  minutes,  and  the 
infant  was  delivered  with  an  assisted  breech 
extraction,  double  footling  presentation. 
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The  infant’s  one-minute  Apgar  score  was 
4,  he  was  flaccid,  his  color  was  poor,  and  he 
responded  to  stimuli  poorly.  Positive  pres- 
sure resuscitation  with  direct  oxygen  for 
two  to  three  minutes  was  required  before 
respirations  became  spontaneous. 

Pertinent  physical  findings  included  a 
head  circumference  of  32  cm.  which  was 
described  as  being  soft  and  feeling  like  a 
“bag  of  marbles.”  Fontanels  were  widely 
patent;  the  bony  sockets  of  the  eyes  were 
somewhat  small.  The  lower  extremities 
showed  bilateral  contractures  of  the  knees, 
bowing  of  tibiae  bilaterally,  and  bilateral 
talipes  equinovarus.  The  upper  extremi- 
ties showed  moderate  flexion  contracture  of 
the  right  elbow.  A neurologic  examina- 
tion showed  the  infant  to  have  good  Moro 
and  rooting  reflexes  but  a poor  sucking  re- 
flex. X-ray  films  of  the  skull  showed  a large 
number  of  wormian  bones  and  poor  min- 
eralization of  large  segments  of  the  skull 
and  of  the  long  bones.  The  feet  demon- 
strated an  unusual  degree  of  laxity  of  the 
joints  of  the  left  toes  with  considerable 
overlapping  and  with  bowing  of  the  tibiae 
and  femora.  The  ribs  showed  multiple 
healed  fractures  involving  practically  every 
rib.  Laboratory  studies  showed  a normal 
urinalysis  and  hemogram.  Serum  calcium 
and  phosphorus  were  within  normal  limits, 
and  the  alkaline  phosphatase  was  8 Bo- 
dansky  emits. 

The  baby’s  neonatal  course  was  un- 
eventful, and  he  was  discharged  after  forty 
days  of  hospitalization  on  March  9,  1965, 
with  a weight  gain  to  3,545  Gm. 

On  the  forty-third  day  of  life,  the  baby  was 
readmitted  with  fractures  of  the  right  hu- 
merus and  of  the  left  femur.  On  admis- 
sion, the  physical  examination  results  again 
wrere  within  normal  limits  except  for  the  orig- 
inal deformities  of  the  extremities  plus  swel- 
ling and  pain  on  palpation  of  the  right  hum- 
erus and  the  left  femur  area.  The  skull  was 
palpably  more  firm.  X-ray  films  verified 
the  findings  of  fracture  of  the  right  hu- 
merus, and  the  fracture  of  the  left  thigh 
area  showed  some  callus  formation  indi- 
cating that  this  was  sustained  prior  to  the 
fracture  of  the  right  humerus. 

Laboratory  studies  during  this  hospital- 
ization showed:  normal  urinalysis  and 

hemogram,  the  urine  calcium  test  (Sulko- 
witch)  gave  negative  findings,  the  serum 
calcium  and  urea  nitrogen  were  within 


normal  limits,  and  the  serum  phosphorus 
was  elevated  to  7 mg. 

The  baby’s  humerus  was  immobilized 
and  healed  well.  During  the  hospital  stay, 
the  child  was  started  on  a sodium  fluoride 
preparation  (Luride)  with  a dosage  of  1 mg. 
of  fluoride  per  kilogram  per  day.  One  drop 
of  the  sodium  fluoride  preparation  equals 
0.1  mg.  fluoride.  The  child  was  discharged 
on  the  sodium  fluoride  preparation, 
weighing  4,430  Gm. 

The  clinic  follow-up  showed  that  the 
child  has  been  doing  well  with  no  evidence 
of  new  fractures;  at  age  three  and  a half 
months  he  developed  varicella,  and  the  ill- 
ness was  uncomplicated.  At  the  age  of 
three  years,  the  child  was  admitted  for  an 
episode  of  acute  tonsillitis.  At  this  time, 
x-ray  films  of  long  bones  showed  normal  os- 
sification of  both  upper  and  lower  extremi- 
ties and  signs  of  old  healed  fracture  of  the 
left  femur. 

Comment 

There  seems  to  be  some  controversy  as  to 
the  probability  of  increased  osteosclerosis 
in  individuals  who  live  in  areas  where  fluo- 
rine content  in  drinking  water  is  increased. 
Linsman  and  McMurray19  cite  a case  of  an 
individual  exposed  for  seven  years  to  4.4  to 
12  parts  per  million  of  fluoride  in  drinking 
water  showing  increased  bone  density  by 
x-ray  film.  Leone  et  al.,**  however,  in  a 
more  recent  study,  reported  that  indivi- 
duals living  in  areas  of  water  with  fluorides 
up  to  8 parts  per  million  compared  with 
those  in  areas  where  fluoride  in  drinking 
water  was  0.4  parts  per  million  did  not  uni- 
formly show  osteosclerotic  bone  changes, 
and  those  sporadic  cases  that  did  show  these 
changes  appeared  in  individuals  over  the 
age  of  forty-five  years,  indicating  that  a 
prolonged  period  of  time  was  necessary  for 
bone  changes  to  occur.  In  treating  pa- 
tients with  multiple  myeloma,  it  was 
thought  that  induction  of  fluorosis  could  be 
shortened  by  increasing  the  dose  of  fluoride 
(not  exceeding  toxic  doses  of  2.2  to  2.5  mg. 
per  kilogram  per  day,  that  is,  one  person 
shown  to  tolerate  320  mg.  sodium  fluoride 
per  day  for  five  to  six  months)26  and  by  in- 
creasing the  calcium  in  the  diet.27  In  Pa- 
get’s disease,  the  basic  abnormality  of  bone 
lesions  actually  appears  as  it  does  in  chronic 
fluorosis,  that  is,  there  is  increased  bone 
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density.  However,  since  these  patients 
are  found  to  be  in  negative  calcium  balance 
and  to  have  bone  pain  similar  to  patients 
with  multiple  myeloma,  treatment  with 
fluorides  in  doses  of  60  milligrams  per  day 
in  divided  doses  was  instituted  with  gratify- 
ing effects.23  As  in  those  patients  with 
multiple  myeloma  on  45  mg.  of  fluoride  ion 
per  day,  they  gained  considerable  sustained 
relief  from  their  bone  pain  and  disability  and 
were  found  to  be  in  positive  calcium  bal- 
ance. 27  In  cases  of  fluoride  poisoning  of  both 
man  and  animals,  the  bones,  although  more 
opaque  to  x-rays,  are  less  dense  than  normal 
bone  and  have  a low  specific  gravity.  It  is 
postulated  that  the  increased  opacity  may 
be  due  to  the  presence  of  bone  substance 
rather  than  actual  increase  in  bone  density 
itself. 17  One  author  describes  the  bone  as 
being  more  brittle  so  that  there  may  be 
some  doubt  as  to  the  quality  of  these  bones 
and  their  ability  to  bear  weight.  How- 
ever, the  incidence  of  fracture  in  normal 
subjects  in  areas  of  increased  fluoride  con- 
tent in  drinking  water  has  not  been  in- 
creased, and  the  actual  over-all  incidence  of 
senile  osteoporosis  in  the  same  population 
has  actually  been  lower  than  normal.21,29 

Osteogenesis  imperfecta  is  a disease 
which  is  said  to  be  inherited  primarily  as  an 
autosomal  dominant  trait  although  some 
sporadic  cases  suggest  a recessive  mode  of 
inheritance.2,7,10'14  The  disease  involves 
connective  tissues  and  can  be  classified 
essentially  into  two  categories:  (1)  fetal 

or  infantile  type,  osteogenesis  imperfecta 
congenita;  and  (2)  adult  type,  osteogenesis 
imperfecta  tarda.  It  is  now  generally  felt 
that  this  is  a metabolic  disorder;  the  tissues 
of  mesenchymal  origin  are  involved,  and 
there  is  a widespread  failure  of  maturation 
of  connective  tissue  precursors  both  in  col- 
lagen and  in  bone.4,7,8, 10,29  ~32  Patients 
also  have  abnormally  increased  urine  amino 
acid  excretion,  especially  of  glycine,  serine, 
threonine,  ethanolamine,  and  valine,  with 
subsequent  decrease  in  these  blood  amino 
acids.33  Blood  creatinine  levels  were  also 
found  to  be  below  normal  and,  in  some 
cases,  serum  uric  levels  were  also  low. 33,34 

It  has  been  difficult  to  find  the  exact  de- 
scription of  the  natural  history  of  the 
disease.  Potter5  states  that  at  puberty, 
the  tendency  to  fracture  may  disappear  in 
the  milder  form  of  the  disease.  Nelson0 
states  that  a child  may  be  born  with  os- 


teogenesis imperfecta  tarda  but  be  found 
to  have  numerous  fractures  and  deformi- 
ties at  birth  as  in  the  congenita  type. 

In  this  case,  the  child  may  have  increased 
tendency  to  fracture  throughout  childhood, 
but  this  tendency  may  cease  again  with 
onset  of  puberty.  Freda,  Vosburgh,  and 
DiLiberti7  also  mention  that  the  tendency 
to  fracture  decreases  later  in  life,  but  do  not 
mention  if  this  occurs  in  the  congenita  or 
tarda  type.  There  is  general  agreement, 
however,  that  in  these  affected  children  the 
morbidity  rate  is  great.  The  child  may  be 
born  with  multiple  deformities,  and  sub- 
sequent fractures  also  may  add  signifi- 
cantly to  orthopedic  problems.  Although 
the  bones  may  heal  with  normal  speed  and 
large  callus  formation,  there  may  frequently 
be  malunion  of  these  fractures.  Compres- 
sion fractures  of  the  vertebrae  may  lead  to 
kyphoscoliosis,  and  fractures  of  ribs  may 
contribute  significantly  to  the  risk  of  re- 
spiratory infection. 35 

In  the  one  report  of  treatment  of  a case  of 
osteogenesis  imperfecta  with  fluorides, 
Aeschlimann,  Grunt,  and  Crigler15  found 
radiologic  as  well  as  clinical  improvement. 
However,  the  initial  calcium  balance  studies 
done  showed  first  an  increase  in  calcium  re- 
tention followed  by  a decrease  in  calcium 
retention  after  four  months  of  therapy. 
One  may  have  to  judge  effectiveness  of  the 
therapy  more  on  the  basis  of  clinical  im- 
provement; not  all  multiple  myeloma  pa- 
tients showed  recalcification  of  bone  lesions, 
and  patients  with  Paget’s  disease  had  con- 
siderable prolonged  relief  from  their  bone 
pain  although  their  lesions  persisted. 

In  the  cases  of  osteogenesis  imperfecta, 
increased  fluoride  intake  may  offer  some 
hope  of  improvement  in  the  course  of  the 
patient’s  disease  by  decreasing  the  incidence 
of  fracture,  although  it  is  still  not  definitely 
concluded  that  the  decreased  incidence  of 
fracture  can  be  directly  attributable  to 
increased  ingestion  of  fluorides.  This 
disease  belongs  to  the  group  of  diseases 
categorized  as  inborn  errors  of  metabolism, 
and  until  the  basic  defect  can  be  corrected 
the  connective  tissue  changes  will  remain 
the  same.  However,  since  the  threat  of 
fracture  is  greatest  early  in  life  in  these  sub- 
jects— and  here  there  seems  to  be  agree- 
ment— and  if  these  fractures  could  be  pre- 
vented, these  individuals  might  conceivably 
have  a longer  and  definitely  more  corn- 


312  New  York  State  Journal  of  Medicine  / January  15,  1969 


fortable  life  span.  Continued  research  in 
this  disease  process  should  he  carried  out 
with  particular  reference  to  the  practical 
therapeutic  approach  until  the  basic  defect 
is  delineated. 


Summary 

A case  of  osteogenesis  imperfecta  was  pre- 
sented and  treatment  with  sodium  fluoride 
discussed.  Since  the  disease  is  an  inborn 
error  of  metabolism,  sodium  fluoride 
therapy  may  be  considered  temporary,  de- 
creasing morbidity  rates  until  a more  spe- 
cific form  of  therapy  is  found  or  until  the 
patient  has  “outgrown”  his  disease  process. 
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Secondary  neoplastic  involvement  of 
the  thyroid  gland  is  uncommon.  Willis1 
reported  5.2  per  cent  metastases  to  the  thy- 
roid gland  in  170  consecutive  autopsies  on 
patients  dying  from  malignant  tumors, 
based  on  grossly  visible  metastases.  Rice2 
found  a 10  per  cent  involvement  based 
on  microscopic  examination.  Mortensen, 
Woolner,  and  Bennett,3  in  a painstaking 
microscopic  study  of  467  autopsy  patients 
in  whom  the  diagnosis  of  malignant  neo- 
plasm had  been  made,  found  only  a 3.9  per 
cent  secondary  involvement  of  the  thyroid. 
In  this  series,  however,  neoplasms  of  the 
lymphoid  tissue  comprised  14  per  cent. 
Naylor4  examined  the  thyroid  gland  at 
necropsy  in  300  cases  of  generalized  lym- 
phoblastoma and  found  an  incidence  of  17.7 
per  cent  which  included  3 cases  of  Hodgkin’s 
disease  (7.3  per  cent).  Secondary  involve- 
ment of  the  thyroid  gland  by  neoplasms  of 
lymphoid  origin  appears  then  to  be  quite 
high.  Primary  lymphomas  of  the  thyroid 
gland  are,  however,  quite  rare,  and  primary 
Hodgkin’s  disease  is,  by  far,  the  rarest. 
Roberts  and  Howard6  reported  a collected 
series  of  13  cases  including  1 of  their  own  of 
primary  thyroid  Hodgkin’s  disease.  Two 
of  these  cases  were  autopsy  findings.  The 
other  11  apparently  were  treated  by  subtotal 
thyroidectomy  with  supplementary  radia- 
tion therapy  in  some  instances.  Rupp, 


Moran,  and  Griffith6  reported  1 case  of  pri- 
mary Hodgkin’s  disease  in  the  thyroid  with 
associated  thyroiditis  treated  by  subtotal 
thyroidectomy,  and  Bouche,  Buker,  and 
Masquilier7  reported  2 cases  in  young  girls, 
confirmed  at  surgery. 

Case  report 

A sixteen-year-old  white  male  native 
New  Yorker  was  first  seen  on  August  23, 
1963,  with  the  complaint  of  dysphagia  and 
pressure  in  the  neck.  The  thyroid  was  not 
enlarged  to  palpation,  and  no  other  glandu- 
lar enlargements  were  noted.  On  Decem- 
ber 16,  1963,  a firm,  nontender,  symmetrical 
mass,  compatible  with  the  thyroid,  was  first 
felt  and  was  still  present.  Chest  x-ray 
film,  on  December  17,  1963,  revealed  a soft- 
tissue  mass  in  the  anterior  mediastinum, 
compatible  with  substernal  thyroid.  Lungs 
were  otherwise  clear.  The  protein-bound 
iodine  was  6.4.  He  was  placed  on  liothy- 
ronine  (Cytomel)  therapy  by  an  internist, 
but  by  February  1,  1964,  there  had  been  no 
improvement,  and  a gross  increase  in  the  size 
of  the  thyroid  was  apparent.  He  was  ad- 
mitted to  the  hospital  on  March  31,  1964,  at 
which  time  there  were  no  lymph  nodes  pal- 
pable, and  the  chest  x-ray  film  revealed  only 
the  substernal  thyroid.  Laboratory  stud- 
ies were  within  normal  limits  on  April 
1,  1964.  The  thyroid  was  approached 
through  the  usual  collar  incision,  at  which 
time  the  gland  was  found  to  be  tremen- 
dously enlarged,  bilaterally  symmetrically, 
with  an  extension  into  the  mediastinum  to  a 
point  1 inch  below  and  behind  the  level  of 
the  aortic  arch.  The  gland  was  hard, 
yellow- white,  and  gritty,  and  measured  11 
by  6 by  4 cm.  It  was  necessary  to  split  the 
sternum  to  remove  the  gland  since  it  was 
firmly  adherent  to  the  structures  within  the 
anterior  mediastinum.  No  parathyroid  tis- 
sue was  identified  at  surgery,  and  the  total 
thyroid  was  removed.  There  were  no 
visible  involved  lymph  nodes. 

Pathologic  examination.*  Gross. 
The  examination  revealed  a firm,  pinkish- 
red,  ragged  mass  of  tissue,  11  by  6 by  4 cm., 
showing  on  one  surface  a longitudinal 
groove  10  cm.  long  and  2 cm  in  diameter, 
corresponding  to  the  tracheal  imprint. 
The  section  showed  one  pole  of  this  tissue  to 
be  composed  of  very  tough,  almost  gritty, 

* Walter  Brandea,  M.D.,  pathologist. 
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FIGURE  1.  Foci  composed  of  reticulum  cells  with  hyperchromatic  nuclei.  Scattered  areas  reveal  strands 
of  hyalinized  stromal  tissue.  (A)  Low-power  magnification.  (B)  High-power  magnification  (X230). 


grayish-white  scar  tissue  separating  pale 
yellowish- grey  irregular  areas  of  firmly 
nodular  tissue.  The  lower  half  of  the 
specimen  was  composed  of  hyperemic,  grey, 
somewhat  soft  tissue  showing  no  sharp 
demarcation  from  the  tougher  tissue  at  the 
other  pole. 

Microscopic.  Sections  from  multiple 
areas  of  the  mass  demonstrated  lymphoid 
tissue  in  which  most  areas  showed  oblitera- 
tion of  its  architecture.  A characteristic 
feature  was  the  presence  of  numerous  giant 
cells.  These  were  mononuclear  and  multi- 
nucleated.  The  multinucleated  ones  re- 
vealed in  some  areas  very  large  nuclei  that 
were  vesicular  and  had  a very  prominent 
nucleolus.  The  nuclei  were  crowded  and 
overlapping.  In  some  areas,  a moderate 
number  of  mitoses  were  seen.  Some  foci 
were  composed  of  reticulum  cells  with  hy- 
perchromatic nuclei  present.  Scattered 
areas  revealed  strands  of  hyalinized  stromal 
tissue  (Fig.  1). 

Diagnosis  and  treatment.  The  diag- 
nosis was  Hodgkin’s  disease.  Two  weeks 
postoperatively,  cobalt  therapy  was  begun 
to  the  neck  and  mediastinum  for  a total 
dose  of  4,000  gamma  r.  The  right  and  left 
supraclavicular  and  bilateral  axillary  areas 
were  also  treated  for  a total  dose  of  2,000 
gamma  r.  Following  completion  of  the 
cobalt  therapy,  which  was  complicated  by 
several  episodes  of  severe  nausea  snd  vomit- 
ing, his  general  condition  showed  a constant 
improvement  until  he  was  asymptomatic. 
On  April  20,  1964,  the  following  laboratory 
results  were  obtained:  calcium,  10.4  mg., 


phosphorus  4.4  mg.,  hematocrit  45,  white 
blood  count  8,950,  and  hemoglobin  13.5 
Gm.  per  100  ml.  Several  subsequent  cal- 
cium and  phosphorus  determinations  were 
within  normal  limits.  The  patient  has 
been  maintained  on  sodium  levothyroxine 
(Synthroid)  0.05  mg.  once  a day,  with  the 
last  protein-bound  iodine  test  on  January 
30,  1967,  reported  as  5.4  micrograms,  at 
which  time  there  were  no  gross  glandular 
enlargements;  the  chest  x-ray  film  results 
were  within  normal  limits. 


Summary 

A case  of  primary  Hodgkin’s  disease  of 
the  thyroid  gland  is  reported  with  a review 
of  the  literature.  Only  17  cases  could  be 
culled  from  the  mass  of  reports  of  lympho- 
matosis involvement  of  this  gland,  which 
could  be  interpreted  as  primary  involve- 
ment including  the  case  presented  herein. 
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Sporadically,  the  physician’s  com- 
placency is  disrupted  when  an  apparently 
routine  hospital  procedure  suddenly  be- 
comes life  threatening  and  has  medicolegal 
complications  as  well. 

The  use  of  fine  polyethylene  catheters  for 
intravenous  therapy  is  widespread.  The 
advantages  over  simple  vena  puncture  are 
multiple  and  familiar  to  all.  These  include 
less  discomfort  to  the  patient,  as  well  as  the 
decreased  likelihood  of  displacement  and 
thus  extravasation.  However,  improper 
use  of  this  simple  tool  may  precipitate 
greater  hazards  than  the  condition  for  which 
the  patient  was  being  treated  in  the  hos- 
pital. 

The  authors  report  a case  of  polyethylene 
catheter  embolization  in  which  the  embolus 
was  visualized  by  contrast  venography  and 
retrieved  by  surgical  intervention.  Sug- 
gestions are  made  as  to  how  to  reduce  the 
inherent  risk  of  catheter  embolization  and 


how  to  proceed  should  inadvertent  emboli- 
zation occur  despite  such  precautions. 

Case  report 

A forty-two-year-old  female  was  admitted 
to  Grasslands  Hospital  for  the  first  time  on 
May  9,  1966,  complaining  of  dizziness  and 
severe  persistent  headache  for  the  preced- 
ing two  weeks.  The  patient  had  known  she 
had  hypertension  but  was  unsure  of  the 
duration  and  apparently  was  asymptomatic 
until  the  present  illness.  No  additional 
pertinent  history  was  obtained. 

On  admission,  the  positive  findings  were 
confined  to  a blood  pressure  of  250/150 
and  minimal  fundal  arteriolar  narrowing. 
She  was  in  obvious  distress. 

A polyethylene  catheter  (Intracath)  * was 
inserted  in  the  left  cephalic  vein  at  the  level 
of  the  antecubital  fossa.  In  the  course  of 
manipulating  the  catheter  in  this  extremely 
restless  patient,  while  the  needle  was  still 
in  place,  it  was  apparently  slightly  with- 
drawn. This  maneuver  caused  the  sharp 
needle  point  to  sever  the  catheter  at  that 
level,  thus  releasing  a catheter  embolus  of 
approximately  14  cm. 

An  immediate  chest  x-ray  film  failed  to 
localize  the  polyethylene  segment.  The 
patient  was  placed  on  her  left  side  and  a 
puncture  was  performed  several  inches 
above  the  original  puncture  to  explore  this 
region  and  to  utilize  the  same  vein  for  the 
insertion  of  a number  7 N.I.H.  (National  In- 
stitutes of  Health)  angiographic  catheter. f 
Forty-five  ml.  of  75  per  cent  sodium  dia- 
trizoate  (Hypaque)  were  injected  with  a 
pressure  675  pounds  per  square  inch. 
The  films  were  recorded  on  a Sanchez- 
Perez  rapid  changer  at  2 per  second.  The 
polyethylene  catheter  was  clearly  delineated 
by  the  contrast  media  where  it  had  im- 
pacted in  the  left  subclavian  vein  (Fig.  1). 
The  N.I.H.  catheter  was  left  in  place  to 
provide  a palpable  surgical  landmark. 
Through  an  infraclavicular  approach,  the 
axillary,  cephalic,  and  basilic  veins  were 
readily  isolated.  The  catheter  was  located 
in  the  cephalic  and  axillary  veins.  Through 
a small  incision  the  polyethylene  segment 
was  withdrawn  from  the  cephalic  vein 
which  was  ligated.  The  patient’s  recovery 
from  the  surgical  procedure  was  rapid  and 

* C.  R.  Bard,  Inc.,  Murray  Hill,  New  Jersey. 

t U.S.  Catheter  and  Instrument  Co.,  Glens  Falls,  New 
York. 
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FIGURE  1.  (A)  Contrast  venography  demonstrating  filling  defect  (arrows).  (B)  Enlargement  of  area  of 
filling  defect.  Dense  shadow  between  upper  2 arrows  is  radiopaque  tip  of  injection  catheter. 


uneventful.  No  clots  were  seen  either  on 
or  within  the  catheter  embolus. 

Comment 

The  hazard  of  a polyethylene  catheter 
embolus  exists  with  each  use  of  this  infusion 
device.  Obviously,  the  primary  deterrent 
to  accidental  embolization  is  strict  adher- 
ence to  the  recommended  methods  of  in- 
sertion which  are  clearly  printed  within 
each  package.  It  is  apparent  that  the  most 
frequent  way  in  which  the  distal  segment  of 
polyethylene  is  released  into  the  systemic- 
circulation  is  by  being  severed  by  the  sharp 
needle  point.  Therefore,  once  inserted,  the 
catheter  must  not  be  withdrawn  while  the 
needle  is  still  in  the  vein.  After  position- 
ing, the  catheter  must  be  looped  and  se- 
cured to  the  skin  so  that  any  amount  of 
restlessness  or  movement  will  not  cause  it  to 
be  dislodged  or  permit  its  release  into  the 
circulatory  system. 

The  authors  believe  that  an  additional 
and  important  safeguard  should  be  em- 
ployed. Prior  to  the  venipuncture,  a 
moderately  tight  tourniquet  should  be 
applied  proximally  to  the  arm  or  leg  and 
should  not  be  removed  until  the  needle  has 
been  withdrawn,  the  integrity  of  the  cathe- 
ter ascertained,  and  the  external  loop  se- 
curely fastened.  Should  inadvertent  em- 
bolization occur  despite  the  proper  pre- 
cautions, the  site  to  which  the  catheter  has 
progressed  is  readily  apparent  by  x-ray 
film  if  the  infusion  catheter  is  radiopaque. 
In  the  event  it  is  a nonradiopaque  catheter 


embolus,  the  following  procedure  is  recom- 
mended: 

1.  Place  the  patient  on  his  left  side. 
Should  the  catheter  reach  the  heart,  the 
light  buoyant  polyethylene  will  tend  to  be 
trapped  in  the  right  atrium. 

2.  Obtain  plain  x-ray  films  encom- 
passing the  entire  course  the  catheter  may 
have  traversed.  These  are  rarely  helpful 
by  themselves  but  may  prove  valuable 
when  compared  with  later  studies  employ- 
ing contrast  media  which  show  questionable 
filling  defects. 

3.  Surgically  isolate  the  vein  used  for 
venipuncture.  After  exploration,  insert  an 
angiographic  catheter,  and  with  contrast 
media  record  rapid  serial  films  from  the 
most  distal  site,  progressing  to  the  heart. 
It  is  important  to  take  serial  x-ray  films 
because  too  much  contrast  media  may  ob- 
scure the  embolus,  and  too  little  may  fail  to 
define  it. 

Cases  of  known  embolization  which  have 
survived  without  surgical  removal  are  the 
exception1-3  rather  than  the  rule,4-7  and 
the  high  mortality  rate  of  this  iatrogenic 
embolization  dictates  surgical  intervention 
even  in  the  absence  of  angiographic  visual- 
ization.8-10 Polyethylene  catheters  which 
reach  the  heart  usually  lodge  in  the  right 
atrium  and  cavae  rather  than  the  right 
ventricle  or  pulmonary  arteries. 1,2,4,6-10 

Summary 

A case  of  polyethylene  embolus  inad- 
vertently released  into  the  circulatory  sys- 
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tem  during  insertion  of  a polyethylene 
catheter  has  been  presented.  A technic  to 
reduce  this  hazard  is  suggested,  and  a course 
of  action  is  outlined  should  such  an  accident 
occur. 
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Scholarship  aid  awarded  to 
nearly  half  of  student  body 


Nearly  half  of  this  year’s  record  number  of 
Cornell  University  Medical  Center  students  are 
receiving  some  measure  of  scholarship  aid. 
Figures  recently  compiled  by  the  Office  of 
Admissions  reveal  that  $227,600  has  been 
awarded  to  167  of  the  351  students  enrolled,  an 
increase  of  $10,150  over  last  year  and  the 
largest  amount  ever  distributed  in  one  year. 

Thirty-nine  of  the  College’s  first-year  stu- 
dents are  receiving  $54,000;  49  second-year 
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students,  out  of  90  enrolled,  are  receiving 
$66,500;  40  out  of  87  third-year  students  are 
receiving  $54,400;  and  39  of  the  83  fourth-year 
students  are  receiving  $52,700.  Of  the  21 
women  students  enrolled  at  Cornell  University 
Medical  Center  this  year,  13  are  receiving  some 
form  of  financial  aid. 

The  first-year  class,  representing  44  under- 
graduate schools  and  24  of  the  50  states,  was 
selected  from  1,607  applicants  for  admission, 
while  9 transfers  from  other  medical  schools — 
4 into  the  second-year  class  and  5 into  the  third- 
year  class — were  selected  from  26  applicants. 
Enrollment  is  expected  to  continue  rising  until 
it  reaches  the  planned  maximum  of  356  students, 
89  per  class. 
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Special  Article 


Industry,  Law,  and 
Workmen’s  Compensation 
in  Relation  to  Stroke 

MARVIN  L.  AMDUR,  M.D. 

Buffalo,  New  York 

Clinical  Instructor,  Preventive  Medicine, 
State  University  of  New  York  at  Buffalo; 
Director,  Buffalo  Industrial  Medical  Center 

T heke  are  many  who  profess  to  have  all 
the  answers  in  the  area  of  economic  re- 
habilitation, and  in  fact,  would  be  eager  to 
discuss  them  at  the  drop  of  an  invitation. 
Despite  this  enthusiasm,  the  problem  of  the 
economic  rehabilitation  not  only  of  the 
patient  who  has  suffered  a stroke,  but  in 
fact  for  all  who  present  variable  significant 
disabilities,  continues.  A substantial  per- 
centage of  these  people  ultimately  become 
a statistical  portion  of  that  group  which 
comprises  the  hard  core  of  the  unemploy- 
able. 

In  assembling  this  material  about  the 
stroke  patient  who  wants  to  make  his  way 
back  to  a job  and  economic  security,  I de- 
cided I must  first  assess  the  magnitude  of 
the  problem.  My  only  and  best  source  of 
information  are  my  own  records.  For  the 
year  1966  my  office,  which  is  engaged  in 
providing  occupational  health  services  to 
small  industry,  did  examine  in  excess  of 
7,000  individual  applicants  for  employ- 
ment, re-employment,  or  reinstatement. 
Of  this  total  number,  there  were  only  15 
who  presented  substantial  evidence  of 
residual  symptoms  of  stroke  sufficient  to 
constitute  a handicap  to  general  employ- 
ment or  to  a return  to  work  in  the  same  job 
assignment  which  they  held  prior  to  the 
onset  of  their  disability.  For  some  the  re- 
presented at  the  Buffalo,  New  York,  Meeting,  Rehabilita- 
tion of  the  Stroke  Patient.  Sponsored  by  the  Continuing 
Education  Programs  of  the  Schools  of  Medicine,  Nursing, 
and  Health-Related  Professions,  State  University  of  New 
York  at  Buffalo,  November  9 to  11,  1967. 


turn  to  work  did  involve  minor  adjust- 
ments, but  without  significant  dislocation 
of  the  existing  work  force.  This  exceed- 
ingly small  number  would  suggest  that  no 
problem  exists.  There  is  a problem,  how- 
ever, and  were  it  not  for  the  saving  effect 
of  other  circumstances,  the  number  of  such 
patients  who  do  not  make  it  back  to  gainful 
employment  would  be  significantly  greater. 

One  may  divide  the  group  of  patients 
who  do  recover  from  a stroke  into  two  main 
categories.  The  first  group  is  characterized 
by  a good  recovery  with  minimal  or  no 
residual  symptoms,  for  whom  no  general 
adjustment  in  job  assignment  is  necessary. 
The  second  group  recovers  with  substantial 
residual  disability,  but  even  in  this  group 
fl)  employment  may  be  provided,  and  the 
individual  may  be  made  economically 
secure;  (2)  the  disability  may  be  of  such  a 
magnitude  that  they  can  no  longer  seek  and 
qualify  for  private  or  competitive  employ- 
ment. If  they  are  to  work  at  all,  they  must 
secure  their  job  opportunity  either  in  home 
employment  or  in  a sheltered  workshop;  and 
(3)  the  group  which  comprises  the  largest 
remainder  is  made  up  of  those  individuals 
who  have  moderate  to  marked  residual 
symptoms  as  a consequence  of  their  stroke 
but  who  also  have  significant  serious  as- 
sociated medical  disabilities,  and  who,  be- 
cause of  their  age,  are  sufficiently  close  to 
statutory  retirement  to  have  elected  to  sit 
out  their  disability  for  a period  of  at  least 
six  months.  This  would  then  make  them 
eligible  for  retirement  under  the  Old  Age 
and  Survivors  Insurance  Program.  It  is 
this  last  group  which  probably  focuses  the 
major  attention  on  the  problem  of  the 
patient  who  has  a stroke.  It  is  this  last 
group  which  is  least  susceptible  to  re- 
habilitation and  likewise  least  interested 
in  any  type  of  service,  other  than  simple 
certification  for  monetary  benefits. 

Reinstatement 

It  is  a fact  that  industry  will,  in  general, 
look  out  for  its  own.  By  this  I mean  the 
prospects  for  reinstatement  for  the  in- 
dividual who  has  had  some  cerebrovascular 
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episode  are  much  better  than  are  his 
chances  for  obtaining  a new  job  oppor- 
tunity. It  has  been  my  experience  that 
management  will  extend  itself  to  return  a 
former  employe  to  work  within  the  limits 
of  its  own  capacity  to  provide  that  em- 
ployment opportunity.  This  willingness  is 
generally  a reflection  in  part  of  the  moral 
obligation  which  management  feels,  and  is 
predicated  on  the  applicant’s  prior  length 
of  employment.  Obviously,  they  would 
extend  themselves  to  return  a man  with 
twenty  years  of  employment  but  might  not 
if  the  period  of  total  employment  were 
short  or  if  disability  occurred  within  the 
probationary  period  of  employment.  In- 
dustry, as  a member  of  a community,  is 
interested  in  its  community  image.  More- 
over, a harsh,  immobile  policy  with  regard 
to  reinstatement  would  create  a morale 
problem  within  the  ranks  of  the  employes 
and  would  further  create  undesirable  fric- 
tion between  management  and  union  lead- 
ership. 

The  size  of  the  industrial  organization 
where  reinstatement  or  hiring  is  to  take 
place  is  of  vital  concern.  In  a large  affluent 
industry  with  a shop  population  running 
into  the  thousands,  it  would  be  expected 
that  a great  elasticity  of  job  assignments 
exists.  As  a result,  many  of  these  may  be 
molded  or  tailored  to  individual  needs. 
Likewise,  in  a large  organization,  it  is  pos- 
sible to  absorb  conditioning  periods  of 
relatively  ineffective  and  nonproductive 
work  in  the  anticipation  that  individual 
work  capacity  will  gradually  increase. 
Placement  becomes  a problem  in  the  small 
organization  where  the  total  number  of 
employes  is  relatively  few  and  where  each 
employe  is  expected  to  perform  his  assigned 
task.  It  is  in  the  small  shop  with  rigid 
union  seniority  that  the  returnee  finds 
difficulty  in  obtaining  job  adjustment.  It 
is  likewise  characteristic  of  small  shops 
that  for  economic  reasons  they  do  not  em- 
brace any  concept  of  a split-shift  assign- 
ment since  labor  costs  in  this  particular 
area  of  industry  reflect  not  only  on  their 
competitive  position,  but  in  fact  on  their 
very  survival. 

This  is  unfortunate,  since  in  a country 
of  industrial  giants  it  is  a fact  that  at  least 
75  per  cent  of  those  who  are  employed  gain 
their  job  opportunities  in  shops  of  total 
populations  of  less  than  400.  The  problem 


is  further  compounded  when  it  is  noted  that 
it  is  to  the  small  shops  that  individuals  with 
serious  handicaps  of  one  type  or  another 
gravitate,  seeking  employment.  They  feel 
that  they  cannot  pass  a physical  examina- 
tion in  a large  organization,  and  would 
therefore  be  refused  employment.  They 
believe  their  prospects  of  getting  a job  are 
infinitely  better  in  the  small  forge,  foundry, 
machine  shop,  or  mill;  and  it  is  their  be- 
lief and  hope  that  if  such  shops  do  have  any 
medical  supervision,  it  is  very  likely  to  be 
less  discerning  and  less  circumspect  than 
that  characterizing  large  industry.  It  is 
likely  to  be  the  small  shop  lacking  an  in- 
formed personnel  manager  or  one  who  has 
many  duties  other  than  that  of  hiring, 
which  will  either  arbitrarily  refuse  to  em- 
ploy applicants  with  moderate  disabilities 
or,  exercising  what  may  be  equally  poor 
judgment,  place  such  individuals  without 
due  regard  for  their  disability  and  need  for 
continuing  medical  supervision.  It  is  in 
the  small  industry,  where  one  finds  safety 
and  maintenance  personnel  spread  thin  and 
where  preventive  maintenance  may  be 
more  fiction  than  fact,  that  the  greatest  me- 
chanical hazards  to  safe  employment  exist. 
From  a practical  economic  standpoint,  it 
is  also  obvious  that  small  industry  ob- 
tains the  least  loss  prevention  service  from 
respective  insurance  carriers  because  of 
relatively  small  premium  contributions. 
I do  not  wish  this  to  seem  to  be  an 
indictment  of  small  industry,  since  I have 
observed  and  participated  in  small  industry 
programs  which  would  be  the  envy  of  or- 
ganizations many  times  their  size.  I do 
wish  to  emphasize,  however,  that  the  small 
shop  as  the  employment  target  of  those  who 
have  residual  symptoms  of  stroke,  or  in 
fact  any  other  serious  disability,  is  not  al- 
ways the  best,  safest  source  of  a job  op- 
portunity. 

Were  the  applicant  to  present  himself 
for  either  employment  or  re-employment 
disabled  by  residual  symptoms  of  stroke 
alone,  placement  might  be  infinitely  easier 
to  accomplish.  It  is  unfortunate  that  so 
many  of  these  people  are  in  the  older-age 
group  where  antecedent  disease  has  either 
precipitated  the  stroke  or  is  found  in  as- 
sociation with  residual  symptoms,  thus 
further  restricting  work  capacity  and  limit- 
ing placement.  In  this  group  we  find  the 
hypertensive,  the  diabetic,  and  postcoro- 
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nary  patients;  those  with  cardiac  rhythm 
disorders  and  varying  degrees  of  marginal 
cardiac  compensation;  those  with  venous 
stasis,  often  complicated  by  the  presence 
of  phlebitis  and  ulceration;  and  those  whose 
lung  status  is  anything  but  virginal,  and 
in  fact  is  much  compromised  by  the  attri- 
tion of  intercurrent  disease  and  the  cumula- 
tive effect  of  occupational  exposure.  It  is 
also  in  this  group  that  the  skeletal  system 
is  apt  to  be  compromised  by  degenerative 
arthritic  changes,  metabolic  disease  such 
as  gout,  or  the  cumulative  effect  of  prior 
trauma,  all  of  which  serve  to  restrict  the 
use  of  spine  and  extremities.  The  super- 
imposition of  residual  symptoms  of  stroke 
may  be  just  enough  to  render  impossible  a 
placement  situation  which  was  already 
difficult  and  marginal  because  of  antecedent 
disability. 

Other  problems 

The  problems  which  beset  the  returnee 
with  residual  symptoms  of  stroke  are  not 
physical  alone.  It  is  a fact  that  there  is  no 
relationship  between  the  degree  of  physical 
impairment  and  the  extent  of  personality 
disorganization  which  may  follow  a cerebro- 
vascular episode.  The  individuals  re- 
sulting from  such  an  episode  are  not  mem- 
bers of  a homogeneous  group,  and  they  do 
not  exhibit  common  characteristics  of  be- 
havior as  evidenced  by  the  fact  that  so 
many  descriptive  terms  are  applied  to  them 
by  people  who  must  deal  with  them.  Thus, 
we  describe  them  as  being  well-adjusted  and 
well-integrated,  discriminating,  anxious  and 
irritable,  lacking  in  emotional  warmth, 
withdrawn,  shy,  quiet,  and  cooperative  and 
uncooperative. 

It  is  the  personality  changes  along  with 
the  physical  disability  which  make  neces- 
sary continued  active  medical  supervision. 
Unless  some  provision  can  be  made  to  pro- 
vide such  continuing,  part-time,  or  full- 
time medical  or  industrial  nursing  super- 
vision, reinstatement  prospects  are  re- 
stricted. 

There  are  some  bright  spots  in  the  em- 
ployment picture  and  some  applicant  as- 
sets which  cannot  be  ignored.  A return 
to  work  is  always  more  easily  accomplished 
with  a salaried  than  with  an  hourly-rated 
employe.  Since  they  are  being  paid  any- 
way, management  is  interested  in  salvaging 
any  part  of  the  salary.  Such  salaried  in- 


dividuals are  more  likely  to  have  special 
vocational  attributes  which  management 
might  or  must  use.  Their  talents  are  too 
great  to  discard,  replacement  is  difficult, 
and  management  has  far  too  much  invested 
in  training  and  experience  to  cast  them 
aside.  These  are  the  people  who  go  back 
to  supervisory  or  staff  managerial  jobs 
but  not  to  so-called  production  jobs.  These 
are  the  people  who  management  finds  it 
can  use  if  necessary  on  a part-time  or  even 
on  a fetch  and  return  home  basis.  Further, 
there  is  always  that  fear  that  some  other 
employer  may  be  willing  to  take  on  an 
otherwise  partially  disabled  individual  if 
for  no  other  reason  than  to  learn  the  details 
of  his  competitor’s  operation,  accounts, 
and  other  business  information  which 
otherwise  would  be  unavailable.  Finally, 
these  people  usually  have  desirable  educa- 
tional backgrounds  which  make  them  ex- 
cellent rehabilitation  material,  requiring 
but  a minimum  of  retraining.  For  the 
individual  without  special  attributes,  it  is 
only  a general  tightness  of  the  labor  market 
which  may  be  the  chief  legitimate  auto- 
matic persuasive  situation  which  will  en- 
courage employers  to  take  on  the  less 
qualified,  less  employable,  and  substandard 
worker. 

Prevailing  attitudes 

I have  already  made  reference  to  the  fact 
that  some  of  the  difficulties  of  the  returnee 
were  not  physical.  To  appreciate  some  of 
the  difficulties  of  placement  other  than 
mere  assessment  of  physical  compatibility, 
one  may  comment  on  some  of  the  attitudes 
which  the  patient  with  stroke  presents  or 
which  he  evokes  in  the  community  which 
he  must  subsequently  challenge.  I have 
no  idea  where  the  term  “stroke”  originated, 
except  that  it  probably  suggested  the  un- 
anticipated and  sudden  effect  of  the  Lord 
having  raised  His  hand  against  some  poor 
sinner.  This  is  borne  out  in  the  mores  of 
the  ancient  Hebrews  and  codified  in  the 
Old  Testament.  The  Greeks  identified  ill- 
ness and  disability  not  with  sin  but  with 
inferiority.  Even  the  early  Christians,  al- 
though they  did  not  regard  illness  and  dis- 
ability as  a disgrace  and  punishment,  did 
regard  it  as  a unique  vehicle  of  purification. 
It  was  then  only  natural  that  those  so 
afflicted  evoked  empathy  and  preferential 
regard  as  a consequence  of  their  being,  as  it 
were,  on  the  inside  track  with  the  Lord. 
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Although  civilization  may  grind  out  its 
centuries,  people  do  change  but  little. 
Some  of  the  bizarre  and  eccentric  attitudes 
of  the  patient,  his  family,  friends,  em- 
ployers, and  co-workers  return  again  and 
again  to  plague  our  efforts  at  economic  re- 
habilitation. 

On  the  community  in  general,  the  dis- 
abled person,  depending  on  the  general  na- 
ture of  his  problem,  does  not  always  evoke 
a normal  healthy  empathy,  but  rather 
serves  as  a strange  disturbing  emotional 
stimulus,  arousing  in  some  a feeling  of 
aversion  and  suspicion.  Individuals  with 
disability  are  frequently  the  butt  of  humor. 
One  hears  constantly  jokes  and  funny 
stories  directed  toward  individuals  who  are 
obese,  skinny,  who  have  speech  impedi- 
ments, who  are  bald,  have  mismatched 
eyes,  or  are  bowlegged  or  flat-footed.  These 
all  tend  to  deprecate  the  individual  so 
affected.  It  is  interesting,  however,  that 
few,  if  any,  such  jokes  are  directed  to  the 
individual  who  has  serious  neurologic  dis- 
ease or  cerebrovascular  residual  symptoms. 
Could  this  reflect  some  subtle  fear  with  re- 
gard to  this  peculiar  problem?  The  family 
of  the  patient  may  contribute  or  seriously 
detract  from  those  efforts  intended  to  bene- 
fit the  patient  with  stroke.  The  problem 
frequently  is  comparable  to  that  of  a 
physically  defective  or  mentally  slow  child 
in  that  the  immediate  family,  in  addition 
to  providing  what  is  obviously  necessary 
care,  may  also  begin  to  present  some 
semblance  of  resentment  for  the  burden 
which  this  care  entails.  To  some  extent, 
recent  social  legislative  changes  have  eased 
the  load,  but  as  in  any  long-term  chronic 
illness,  basic  resentments  may  continue. 
There  are  attitudes  of  rejection,  indulgence, 
or  overprotection.  One  will  not  deny  that 
these  lead  to  areas  of  behavior  problems  for 
the  patient  himself.  Such  people  are  tem- 
peramental, tend  toward  depression,  and 
certainly  demand  special  privileges. 

The  attitudes  of  fellow  employes  and  of 
labor  unions  are  of  no  small  significance. 
It  would  seem  that  employes  with  severe 
handicaps  have  rather  a wholesome  effect 
on  their  co-workers.  The  reverse  appears 
to  be  true  when  the  disability  is  less 
obvious,  especially  when  it  is  necessary 
that  co-workers  assist  in  carrying  part  of 
the  load  of  the  less  obviously  disabled 
worker.  Special  considerations  for  the 
disabled  person  under  these  circumstances 


tend  to  be  resented  if  they  are  long  con- 
tinued. Particularly  is  this  so  when  these 
special  considerations  for  the  disabled  per- 
son involve  such  things  as  altering  machines 
for  their  convenience,  the  use  of  special 
entrance  and  exit  ramps,  and  special  park- 
ing prerogatives.  The  union,  on  occasion, 
opposes  the  employment  of  such  disabled 
individuals  seeking  new  job  opportunities 
because  of  their  fear  that  they  will  be  sub- 
jected to  wage  exploitation  and  may  be 
more  easily  subverted  by  aggressive  em- 
ployers. 

The  attitudes  of  employment  managers 
themselves  need  not  reflect  their  personal 
feelings  but  in  fact  may  reflect  general 
employment  policies,  and  I should  like  to 
comment  on  this  further  on  in  this  presen- 
tation. One  cannot  leave  the  matter  of 
attitudes  without  some  comment  with  re- 
gard to  the  attitude  of  the  disabled  workers 
themselves  as  it  relates  to  help.  Disabled 
individuals  will  readily  accept  assistance 
when  it  is  necessary,  but  their  attitudes 
toward  help  are  not  the  same  as  those  of 
the  individual  who  has  no  disability.  For 
the  disabled  person,  help  means  any 
assistance  which  is  essential  to  the  attain- 
ment of  a goal.  For  the  individual  without 
a handicap,  help  frequently  means  as- 
sistance to  expedite  matters,  and  therefore 
is  neither  appropriate  nor  essential  in  the 
opinion  of  the  individual  truly  disabled. 
Disabled  persons  may  reject  some  essential 
help  because  they  prefer  the  security  of 
being  able  to  do  things  on  their  own. 
Accepting  assistance  may  preclude  learning 
and  therefore  impair  independence,  self- 
esteem, and  insurance  against  future  in- 
security. It  also  voids  the  disabled  one’s 
protection  against  the  ignominy  of  being 
babied.  He  may  reject  help  out  of  fear 
of  the  social  inferiority  which  may  result 
from  such  help.  For  example,  help  may 
entail  a failure  to  recognize  his  abilities 
and  excite  pity  and  an  attitude  of  self- 
aggrandizement  on  the  part  of  the  in- 
dividual who  would  be  the  helper.  Finally, 
such  help  frequently  calls  attention  to  the 
disability  itself. 

Employers’  viewpoint 

To  attempt  to  assess  employer  attitudes 
and  practices  by  means  of  the  usual  ques- 
tionnaire method  is  a useless  procedure. 
Such  questionnaires  are  returned  only  by 
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those  employers  with  favorable  practices. 
Those  with  unfavorable  attitudes  and 
practices  generally  fail  to  respond.  It 
would  be  unfair,  however,  to  attempt  any 
assessment  without  looking  at  the  problem 
from  the  position  of  the  employer.  One 
finds  that  there  is  some  merit  for  much  of 
what  is  alleged,  at  the  same  time  a lack 
of  basis  for  other  management  fears  pred- 
icated on  misinformation,  and  an  arbi- 
trary capricious  attitude  not  substantiated 
by  experience.  Management’s  primary 
concentration  is  in  the  production  of  goods 
and  services.  Management  cannot  func- 
tion in  the  practice  of  medicine  or  in  the 
promotion  of  the  social  services.  Manage- 
ment’s services  must  be  so  conducted  in  a 
competitive  arena  as  to  reflect  favorably  on 
management’s  own  or  the  stockholder’s 
money.  To  do  this,  it  must  be  able  to  get 
the  greatest  production  for  the  going  wage, 
and  today  it  is  labor  costs  which  are  its 
major  concern.  Management  must  main- 
tain an  image  as  a risk  and  a cost  reducer, 
and  in  so  doing  must  also  be  able  to  mold  a 
work  force  socially  and  productively  homo- 
geneous as  well  as  one  which  is  as  congenial 
as  possible.  Hiring,  training  costs,  in- 
surance, pensions,  labor  turnover,  work 
spoilage,  and  absenteeism  costs  are  all  of 
vital  concern. 

It  would  be  without  basis  to  argue  that 
workers  who  return  to  their  jobs  after  a 
stroke  do  not  work  out  well.  Surveys,  and 
these  again  from  large  industries,  indicate 
that  there  is  a 5 to  10  per  cent  greater 
stability  for  this  work  group  than  for  those 
who  have  no  disability.  Their  work 
absences  are  at  least  8 to  15  per  cent  less, 
and  the  frequency  with  which  they  are  in- 
volved in  accidents  is  3 to  5 per  cent  below 
that  of  the  nondisabled  group.  Lower 
rates  of  production  are  a myth,  since  when 
properly  placed,  production  rates  are  equal. 
I have  no  statistics  from  comparable  num- 
bers of  small  plants,  but  from  a personal 
observation,  which  may  be  erroneous,  there 
is  little  difference  between  the  large  and 
small  plants  in  this  regard. 

Placement 

Proper  and  discerning  placement  is  the 
answer  to  obtaining  satisfactory  perform- 
ance. This  involves  an  adequate  assess- 
ment'of  the  job  requirements,  as  well  as 
an  adequate  medical  evaluation  of  the 


capabilities  of  the  applicant.  Only  with 
this  proper  matching  of  the  one  with  the 
other,  emphasizing  as  always  the  applicant 
abilities,  is  it  possible  to  obtain  safe  and 
satisfactory  long-term  placement.  I do  not 
think  one  need  make  the  problem  of  dis- 
ability evaluation  complex  or  involved; 
nor  should  it  he  an  arbitrary,  inflexible,  and 
stultified  procedure.  The  approach  must 
always  be  positive  and  never  from  the 
standpoint  of  disability  alone,  for  instance 
what  the  applicant  cannot  do.  This  nega- 
tive approach  is  a limited  tunnel  vision 
approach  and  ignores  what  I consider  to  be 
the  most  important  aspect  in  any  place- 
ment situation,  namely,  the  motivation  of 
the  applicant  himself.  As  far  as  my  office 
is  concerned,  after  assessing  the  physical 
status,  one  does  make  recommendations 
for  physical  and  environmental  restrictions, 
but  only  from  the  standpoint  of  over-all 
suitability  and  ability  of  the  applicant. 
This  ability  rating  is  on  the  basis  of  the 
whole  man,  rather  than  on  the  basis  of  any 
specific  disability. 

One  is  always  careful  to  solicit  the 
opinion  of  the  treating  physician  in  the  in- 
stance of  any  returnee.  This  does  not  al- 
ways meet  with  wholehearted  support,  and 
sometimes  the  obstruction  comes  from  the 
patient  and  the  union  steward  as  well  as 
from  the  physician.  In  any  event,  a 
sincere  effort  is  made  to  ascertain  whether 
or  not  the  treating  physician  feels  his 
patient  is  ready  for  work,  and  we  ask 
that  he  set  forth  unequivocally  such  re- 
strictions as  he  feels  might  be  pertinent  to 
the  safe  and  satisfactory  employment  of  his 
patient. 

We  do  not  accept  such  prescription 
notes  as  read:  “John  Smith  has  been  under 
my  care  for  a medical  complaint,  and  he 
can  return  to  work,”  or  “Okay  for  work,” 
or  one  which  reads  “Should  have  light 
work.”  These  notes  mean  nothing.  They 
do  not  assist  in  the  assessment  of  work 
capacity.  Frequently  there  is  no  job 
which  the  employe  would  regard  as  lighter 
than  that  job  which  he  has  customarily 
performed  where  he  has  already  gone 
through  the  period  of  training  and  con- 
ditioning. 

To  make  a new  job  assignment  frequently 
involves  training  and  results  in  a variety 
of  physical  complaints  and  emotional 
turmoil  on  the  part  of  the  returnee.  It 
is  a fact  in  seeking  to  assign  nonlaborious 
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jobs  that  studies  of  the  energy  require- 
ments of  most  factory  jobs  indicate  that 
with  few  exceptions  the  energy  expenditures 
are  minimal,  probably  no  greater  and 
frequently  less  than  those  expended  in 
walking,  driving,  or  in  the  winter  time 
slogging  one’s  own  way  into  work  by  way 
of  shanks’  mare  or  public  transportation. 

Ergonomics,  dealing  with  rendering  har- 
moniously compatiule  the  worker,  his  en- 
vironment, and  his  job  demands  in  terms 
of  comfort,  effort  expenditure,  and  working 
efficiency,  is  important  in  placement  and 
in  keeping  the  returnee  at  work.  In  the 
instance  of  the  returning  stroke  patient, 
this  may  entail  simply  the  providing  of  a 
high  stool  on  which  he  may  sit  and  work  if 
he  is  precluded  from  standing  for  long 
periods  of  time,  or  the  use  of  a stand-sit, 
that  is,  a tall  stool  with  the  seat  angled  so 
as  to  permit  the  worker  to  lean  against  it 
rather  than  sit  on  it.  Hand  tools  may  be 
contoured  to  fit  the  palm  and  to  increase 
the  efficiency  of  grasping  and  rotating 
movements  of  the  hand.  The  use  of  a 
variety  of  materials  and  handling  equip- 
ment including  some  of  the  newer  air  tables 
which  literally  suspend  the  work  load  by 
delivering  fine  air  streams  of  considerable 
pressure  through  a porous  table  top  is 
advocated.  This  enables  the  load  literally 
to  float  or  hang  suspended;  as  a result  it  can 
be  moved  along  simply  with  fingertip  effort. 
Labor-management  problems 

If  we  do  have  recourse  to  these  many 
things — satisfactory  placement  procedures 
and  devices  to  make  the  job  easier — why 
then  the  employer’s  complaint,  and  are 
these  complaints  legitimate? 

Because  of  the  variability  of  labor- 
management  contracts,  management’s  posi- 
tion may  become  untenable  if  it  cannot 
exercise  normal  management  prerogatives 
to  discharge  for  cause,  restrict  as  to  job 
assignments,  or  to  adjust  assignments  to 
changing  production  requirements.  Man- 
agement gets  no  assistance  from  its  hu- 
manitarian or  good  neighbor  policies  at 
these  times.  Any  number  of  surveys  from 
large  industry  indicate  that  again  the  dis- 
abled employes  are  no  more  faithful  to 
their  employer  or  appreciative  of  a job 
opportunity  than  are  those  without  dis- 
abilities. They  present  the  same  frequency 
of  violations  of  shop  rules  and  present  as 
many  grievances  as  do  those  without  dis- 


ability. 

Management  speaks  of  the  dangers  and 
resulting  frequent  dislocation  of  safety 
regulations  which  may  occur  in  the  event 
of  emergency,  as  fire  and  explosion,  be- 
cause of  the  inability  of  some  of  the  dis- 
abled employes  to  manage  adequately  for 
themselves. 

Since  the  disabled  personnel  must  fre- 
quently be  limited  as  to  job  assignment, 
this  tends  to  make  for  inflexibility  of  the 
work  force.  These  people  cannot  regularly 
be  regarded  as  suitable  for  advancement 
because  they  lack  versatility.  They  are 
frequently  precluded  from  apprenticeship 
programs  because  they  cannot  satisfy  all 
requirements.  It  is  alleged  that  the  hiring 
of  such  personnel  often  compounds  pension 
programs.  This  may  be  particularly  true 
in  the  hiring  of  new  employes  who,  because 
of  age,  have  relatively  few  years  of  pro- 
duction to  accumulate  retirement  benefits. 
Only  where  the  problem  is  one  of  fixed 
pension,  that  is,  specific  compensation  at 
statutory  age,  is  there  any  basis  for  the 
complaint.  A nickel  an  hour  is  the  same 
nickel  whether  contributed  to,  by,  or  for 
the  able  or  disabled  employes  alike,  and  if 
they  get  no  more  out  of  the  system  than 
they  put  into  it,  no  pension  complaint  is 
valid.  How  significant  is  the  alleged  escala- 
tion of  insurance  rates  with  the  hiring  of 
the  post-stroke  or  other  handicapped 
worker?  This  stems  from  fear  of  increased 
Workmen’s  Compensation  costs  because  of 
increased  liability  to  accident  or  to  the 
occurrence  of  a second  accident  which 
might  materially  increase  the  worker’s  de- 
gree of  disability,  and  this  may  make  the 
employer  costs  disproportionate  to  the 
magnitude  of  the  injuries  sustained.  It  is 
true  that  with  the  partially  disabled  em- 
ploye one  may  also  have  a number  of 
associated  health  problems  other  than 
primary  residual  symptoms  of  stroke.  An 
employer  may  therefore  find  his  disability 
benefits  insurance  contributions  to  be  un- 
reasonably high.  Disability  benefits  in- 
surance is  that  coverage  which  provides 
disability  income  when  the  injury  or  the 
disease  arises  outside  of  employment.  Al- 
though the  liability  is  limited  usually  to  a 
maximum  of  twenty-six  weeks  and  the 
benefits  likewise  limited,  at  present,  to  a 
maximum  of  $55,  the  program  is  essentially 
an  employer-supported  one.  The  employe 
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contribution  is  limited  to  a maximum  of 
30  cents  a week,  and  all  costs  beyond  this 
are  assessed  to  the  employer.  It  is  also  a 
fact  that  for  this  particular  work  group, 
disabilities  which  are  medically  oriented 
and  take  the  individual  from  his  job  may 
be  frequently  protracted  and  run  to  the  full 
period  of  employer  liability. 

Despite  the  fact  that  handicapped  em- 
ployes when  properly  placed  have  a safety 
record  as  good  as  the  nonhandicapped 
workers,’  the  fear  of  increased  Workmen’s 
Compensation  costs  will  frequently  appear 
as  an  employer  complaint.  Insurance 
carriers,  through  their  representative  na- 
tional spokesmen,  have  publicly  declared 
in  an  attempt  to  allay  this  fear  that:  (1) 
Workmen’s  Compensation  rates  do  not 
increase  when  disabled  workers  are  em- 
ployed; (2)  the  physical  condition  of  the 
employe  is  not  a factor  in  determining 
premium  rates;  (3)  rates  are  determined  for 
the  whole  industry  as  a class;  and  (4) 
rates  are  determined  only  as  a consequence 
of  actual  accident  experience. 

The  situation  may  be  less  than  lucid 
in  instances  of  an  industrial  accident  oc- 
curring in  an  already  partially  disabled 
worker.  Here  confusion  may  exist  as  to 
the  extent  of  the  employer  liability.  In 
some  states  where  Workmen’s  Compensa- 
tion boards  feel  that  the  employer  takes 
the  employe  as  he  finds  him  and  bears  full 
responsibility  for  the  costs  of  any  incident 
which  arises  out  of  or  in  the  course  of  em- 
ployment, the  employer  may  then  have 
merit  to  his  complaint.  In  New  York 
State  it  is  illegal,  invalid,  and  of  little  moral 
value  to  request  an  applicant  for  employ- 
ment or  re-employment  with  a disability 
to  sign  a waiver  covering  such  disability. 
These  waivers  are  worthless  and  in  no  way 
impair  the  prerogatives  of  the  employe 
under  the  Workmen’s  Compensation  laws 
of  this  State. 

We  do  have  a device  as  an  alternative  to 
the  waiver.  This  is  the  second  injury  pro- 
visions of  the  Workmen’s  Compensation 
Law.  In  the  instance  of  an  employer 
making  available  a job  opportunity  to  one 
with  a permanent  disability  or  impairment 
likely  to  constitute  a handicap  to  general 
employment,  such  employer  may  then  seek 
and  obtain  relief  in  the  form  of  limited 
liability  in  the  event  of  a second  injury 
which  materially  and  substantially  in- 
creases the  original  level  of  disability.  This 


employer  relief  is  shared  among  all  em- 
ployers through  their  contribution  to  a 
special  fund,  from  which  payments  are 
made.  The  injured  employe  obtains  the 
full  benefits  as  provided  by  the  Law  and  to 
the  extent  that  the  individual  employer 
may  have  been  responsible.  There  are 
some  distinctly  “soft”  spots  insofar  as 
coverage  and  employer  liability  are  con- 
cerned. In  terms  of  Workmen’s  Compensa- 
tion legislation,  the  provisions  of  the  Law 
are  good.  Because  the  liability  ultimately 
tends  to  be  sloughed  off  to  the  special  funds, 
there  is  some  tendency  for  it  to  hold  wide 
the  door,  tending  to  make  Workmen’s 
Compensation  a form  of  social  insurance 
for  any  and  all  disabilities  to  which  the 
flesh  may  be  heir,  without  regard  to  work 
relationships.  The  activities  of  the  Legisla- 
ture of  the  State  in  its  promulgation  of 
Workmen’s  Compensation  laws  do  reflect 
directly  on  the  loss  experience  of  the  em- 
ployer. More  important,  however,  is  the 
attitude  of  administrators  whose  interpreta- 
tion of  these  laws  may  be  at  some  variance 
with  the  original  intent  of  the  legislators. 
Loss  experience  is  certainly  reflected  in  the 
opinions  of  the  courts,  who  decide  matters 
in  litigation  simply  on  the  legal  basis  and 
point  out  that  if  the  industrial  community 
has  a complaint  it  must  look  to  the  legisla- 
ture for  redress.  To  regard  work  itself  as 
an  evil  and  to  penalize  an  employer  who 
provides  a job  opportunity  would  seem  un- 
fair. This,  unfortunately,  is  exactly  what 
may  happen  too  often  in  the  adjudication 
procedures  for  claims  arising  out  of  and  in 
the  course  of  employment. 

Conclusion 

I shall  conclude  by  making  a few  com- 
ments and  suggestions  which  might  produce 
some  over-all  improvement  in  this  problem, 
if  one  may  assume  that  such  a problem 
exists.  Humanitarian  appeals  to  provide 
employment  and  give  the  handicapped  a 
chance,  pointing  out  that  they  do  make 
good  employes,  carry  with  them  some  of  the 
stigma  to  which  the  handicapped  them- 
selves raise  frequent  objections.  It  does 
seem  to  encourage  some  few  employers  to 
take  advantage  of  the  economic  helpless- 
ness of  disabled  workers,  particularly  those 
seeking  sheltered  employment;  further,  it 
tends  to  set  them  apart  and  to  isolate  them 
as  a work  group.  The  fact  that  so  many 
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of  the  activities  directed  to  handicapped 
workers  must  be  carried  forward  with 
government  and  public  subsidies  limits  the 
size  of  such  ventures  and  again  impairs 
the  image  which  the  handicapped  indi- 
vidual would  like  to  maintain  for  himself. 

There  is  a great  need  to  expand  the 
interests  of  government,  social  service 
agencies,  and  private  organizations  in  the 
establishment  of  more  sheltered  workshops, 
but  even  more  important  in  the  develop- 
ment of  facilities  of  the  so-called  “con- 
ditioning shop”  variety.  These  are  oriented 
not  to  implement  the  long-term  employ- 
ment of  those  who  are  so  handicapped  that 
they  may  be  precluded  from  obtaining 
private  employment  but  rather  to  facilitate 
the  physical  conditioning  and  retraining  of 
those  whose  ultimate  vocational  prospects 
to  return  to  private  employment  are 
infinitely  better.  Some  of  these  organiza- 
tions to  which  I refer  are  the  local  chambers 
of  commerce,  employer  organizations  such 
as  Associated  Industries  of  New  York 
State,  combinations  of  various  employer 
groups,  and  self-insured  and  Workmen’s 
Compensation  carriers  along  with  major 
labor  and  community  representation.  It 
would  of  course  be  necessary  for  such  groups 
to  submerge  their  individual  personalities 
and  to  divorce  themselves  from  adversary 
activities,  one  with  the  other,  in  the  pursuit 
of  a common  policy  toward  partially  dis- 
abled individuals.  There  is  a long-overdue 
need  for  legislative  reappraisal  of  employer 
liability  in  the  instance  of  the  so-called 
second  injury.  It  is  also  necessary  to 
establish  a concept  of  limited  liability  for 
those  groups  of  industries  other  than  those 
involved  with  silica  and  the  dust  diseases, 
where  the  ultimate  disabilities  may  stem 
from  the  accrual  of  minimal  disabilities 
acquired  over  a period  of  lifetime  employ- 
ment among  several  employers.  There  is  a 
need  for  legislative  definition  of  the  in- 
dustrial accident  to  preclude  the  courts 
holding  that  the  effort  expended  in  the 
course  of  normal  work  activity  may  in  the 
opinion  of  the  ordinary  man  constitute  an 
accident  and  therefore  involve  employer 
liability. 

Legislative  activity  in  the  area  of  pro- 
hibiting discriminatory  practices  may  also 
dwell  in  the  area  of  discrimination  by 
virtue  of  physical  defect,  providing  the 
same  legislation  permits  the  exercise  of 


reasonable  management  prerogatives  when 
such  employments  are  consummated. 

Knowledge  is  strength.  In  no  area  is 
this  more  true  than  in  this  particular  one 
covering  the  rehabilitation  of  the  patient 
with  stroke  or,  in  fact,  with  any  other  dis- 
ability. Management  needs  education  in 
the  appraisal,  treatment,  and  placement  of 
the  disabled  worker.  Management  cannot 
get  this  from  social  agencies  despite  the 
educational  din  directed  toward  employers 
over  public  information  media;  nor  can  it 
come  from  government  directive.  Educa- 
tion must  come  from  within — from  the 
efforts  of  well-meaning  and  informed  phy- 
sicians who  serve  industry  as  full  or  part- 
time  medical  directors,  and  who  take  that 
opportunity  to  inform  and  to  educate 
their  own  management  and  personnel  staffs 
to  better  understand  and  to  handle  the 
problems  incident  to  the  employment  of 
partially  disabled  persons.  Education  must 
also  come  from  the  activities  of  family 
physicians  as  they  treat  those  who  work 
in  industry.  They  must  be  honest  and 
objective  with  regard  to  the  interposition 
of  that  third  party,  the  employer,  who  has 
a vital  interest,  both  morally  and  fi- 
nancially, in  the  care  and  rehabilitation  of 
those  whom  the  private  physician  hitherto 
has  jealously  regarded  as  his  personal  area 
of  concern.  To  some  extent  this  might 
erode  the  physician’s  concept  of  con- 
fidential communications,  but  not  really, 
in  any  area  where  honesty  and  forthright- 
ness will  otherwise  serve  his  patient  best. 

Consider  this  simile  in  the  context  of 
this  report:  Education  may  be  likened  to 
the  functioning  of  various  muscle  groups. 
To  be  purposeful,  motions  of  related  muscle 
groups  must  be  balanced  and  not  apposed. 
Flexors  balance  extensors.  Supinators 
balance  pronators.  Abductors  balance 
adductors.  In  each  instance  smooth  and 
facile  motion  is  the  result,  not  of  pitting 
one  muscle  group  against  the  other,  but 
rather  of  having  them  work  together  in 
concert  for  a distinct  purpose.  It  will  be 
the  enlightened  cooperative  activities  of 
management,  medicine,  social  service,  and 
government  agencies  performing  in  unison 
that  will  ultimately  produce  the  desired 
result. 

755  Tona wanda  Street 
Buffalo,  New  York  14207 
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Letters  to  the  Editor 


Benjamin  Rush,  M.D.,  and  history 
of  medical  science 

To  the  Editor:  In  the  August  15,  1968,  Nkw 

York  State  Journal  of  Medicine,  Bloch1 
writes  about  Rush’s  education,  character,  and 
friendships;  his  academic  and  teaching  positions 
in  Philadelphia;  his  wide  intellectual  horizons 
and  interests;  his  political  and  social  views  on 
slavery,  Negroes,  and  alcoholism;  and  his  deep 
sense  of  justice.  We  are  also  told  that  Rush 
considered  environment  in  relation  to  disease; 
that  he  encouraged  occupational  therapy  and 
analytic  conversation,  nothing  of  which  is 
specified;  and  that  he  developed  his  own  medical 
system,  the  essence  of  which  was  monism, 
based  on  the  concept  of  vascular  tension  and  its 
therapy:  bleeding  and  purging.2  3 

All  this  and  the  fact  that  Rush  was  a cosigner 
of  the  Declaration  of  Independence  supports  the 
following  dicta:  “The  greatest  historical  figure 
in  American  medicine”  (W.  H.  Welch,  M.D.), 
and  “a  benevolent,  learned,  honest  genius” 
(Thomas  Jefferson).  But,  did  he  also  deserve 
to  be  called  “The  American  Sydenham”  (J.  C. 
Lettsom,  M.D.,  London,  1815)  or  “the  greatest 
physician  of  this  century”  (S.  W.  Mitchell, 
M.D.)?  The  substantiation  of  these  epithets 
is  lacking. 

Other  appraisals,  such  as  that  in  Pres.  John 
Adams’  eulogy,  to  the  effect  that  Rush  “has 
done  more  good  in  the  world  than  Franklin  or 
Washington”  are  obviously  a mourning  friend’s 
gross  exaggerations.  If  one  mentions  them  at 
all  in  a medical  journal,  then  they  should  be 
somehow  balanced,  for  instance,  by  the  ex- 
cessive criticism  of  Robinson,4  a professor  of 
history  of  medicine  in  Philadelphia,  who  states 
that  in  all  of  Rush’s  writings  there  is  not  “one 
page  of  scientific  value”  or  one  discovery;  that 
he  knows  of  only  a few  medical  writers  “whose 
works  are  less  worthy  of  perusal  today”;  and 
that  “nothing  more  gruesome  was  ever  con- 
tributed to  medicine”  than  by  Rush.  Of  course 
in  comparing  Adams  with  Robinson  one  should 
not  forget  the  Roman  proverb:  “quod  licet 

Jovi  non  licet  bovi.” 

I am  not  a professional  historian  nor  an 
amateur  student  of  Rush.  About  eleven  years 
ago  I knew  only  the  usual  panegyrics  about  him. 
Then  I came  across  some  of  his  writings,  and 
the  following  are  a few  items  I have  learned 
about  Rush  as  a scientist  and  scholar. 

In  reading  Rush’s  work  I realized,  to  my 
surprise  and  probably  to  that  of  many  con- 
temporaries, that  Walter  Reed  was  not  the 
first  man  to  experimentally  disprove  the  con- 


tagiousness of  yellow  fever.6  About  one  hun- 
dred years  earlier,  Ffirth0  (1802),  a medical 
student  in  Philadelphia,  carried  out  experiments 
on  animals  and  extensive  and  heroic  experiments 
on  himself.  He  described  them  in  his  doctoral 
dissertation  (1804),  referred  to  by  Rush 
(1805). 6 7 After  my  disclosure,  justice  was  done 
to  Ffirth  in  2 editorials  published  in  the  Journal 
of  the  American  Medical  Association. 

Rush  contended  that  yellow  fever  was  not 
imported  to  Philadelphia  and  that  it  was  of 
local  origin,  which  was  correct,  but  he  did  not 
understand  its  epidemiology. 

Rush  created  the  concept  of  focal  infection. 
He  demanded  extraction  of  infected  teeth  to 
restore  health  to  invalids  wdth  chronic  rheumatic 
and  other  diseases.8  The  concept  is  still  valid 
and  useful. 

He  was  first  to  describe  dengue  (1789). 9 He 
suspected  mosquitoes  from  the  marshes  to  be 
the  carriers  of  the  fever.  In  this  respect,  his 
opinions  were  less  clear  or  decided  than  those 
of  J.  Crawford,  M.D.,  (1790-1807).  Today  we 
know  that  both  yellow  fever  and  dengue  have 
a common  mosquito  vector,  the  Aedes  aegypti. 

Rush  was  first  to  recognize  the  summer  peak 
of  infant  deaths.  This  was  in  1773.  In  this 
discovery  he  was  one-half  century  ahead  of 
other  scientists  in  America  (Horner10  and  Niles 
and  Russ11)  and  about  one  century  ahead  of 
Virchow  and  others  in  Europe.  His  interest  in 
this  matter  continued  for  three  decades.711 

In  the  second  half  of  the  eighteenth  century, 
the  infant  mortality  rate  in  urban  areas  was 
about  40  per  cent  of  all  live  births,  and  during 
the  summer  months  of  July  and  August  as 
many  infants  died  as  did  during  the  other  ten 
months  of  the  calendar  year  added  together.13 
It  is  difficult  to  reconcile  the  fact  that  such 
differences  have  escaped  medical  and  statistical 
recognition.  In  Europe,  Kundmann,"  a phy- 
sician, and  Suessmilch, 16  a demographer,  who 
were  immensely  interested  in  infant  care  and 
mortality  rate,  overlooked  the  increased  num- 
ber of  deaths  during  the  summer  months. 
Neither  had  anyone  else  recognized  it,  although 
the  then  available  statistical  data,  properly 
divided,  showed  as  clear-cut  differences  as 
those  mentioned.  Rush  correctly  assessed  the 
situation  without  the  help  of  statistics. 

A genius  perceives  what  others  miss  despite 
abundant  opportunities  for  observation,  and 
he  understands  interrelations  long  before  others 
have  merely  grasped  the  phenomenon.  Rush 
unearthed  the  socioclimatic  roots  of  cholera 
infantum,  which  he  described  in  1773  to  be  the 
cause  of  the  high  summer  infant  mortality  rate, 
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and  pronounced  a simple  and  highly  effective 
curative  as  well  as  a preventive  remedy:  the 

temporal  transfer  of  babies  from  city  slums  to 
the  surrounding  countryside.  He  also  recom- 
mended the  boiling  of  milk  before  it  is  fed  to 
infants.  Pasteurization  was  then  unknown  in 
America.  As  a research  clinician,  Rush  followed 
one  goal:  to  save  life  by  restoring  health.  He 
did  not  study  the  metabolism  of  water,  the  ab- 
sorptive capacity  and  secretory  function  of  the 
intestinal  mucosa,  nor  the  blood  concentrations 
under  the  toxic  impact  of  heat  in  slum  dwellings, 
as  a clinician  today  would  do  when  faced  with 
such  a problem  for  the  first  time.  He  grasped 
the  essentials  of  the  dangerous  condition  and 
pronounced  a simple,  effective  remedy,  to  the 
chagrin  of  the  predominantly  conservative 
leaders  of  the  medical  profession. 

As  in  other  diseases  that  were  known  before 
Rush’s  time,  such  as  scurvy,  and  those  which 
came  to  be  known  later,  such  as  puerperal  fever, 
influential  members  of  medical  school  faculties 
and  of  the  medical  profession  were  adverse  to 
nonmedical  remedies,  such  as  lemon  juice  or 
handwashing  or  transfer  of  children  from  the 
city  to  the  country.  A physician  was  not  sup- 
posed to  look  for  social  or,  as  we  say  today,  en- 
vironmental causes  of  diseases  and  to  apply 
extrapharmacopeial  social  therapy.  He  had  to 
follow  materia  medica  and  to  prescribe  drugs, 
even  if  they  proved  to  be  valueless  and  even  if 
he  used  experimental  technics  to  prove  his 
point,  as  did  Lind16  or  Semmelweis.17  Rejection 
of  the  idea  that  environment  is  an  important 
factor  in  disease  can  be  witnessed  in  our  time 
in  Europe  and  America,  and  if  this  attitude  has 
changed  radically  in  the  last  two  decades,  it  is 
primarily  caused  by  men  like  Dubos,  Francis, 
Galdston,  and  Sigerist. 

It  is  no  wonder  that  one  hundred  sixty  to  one 
hundred  eighty  years  ago,  despite  his  position  in 
the  medical  and  political  hierarchy  in  America, 
Rush  failed  to  elicit  an  echo  in  medical  litera- 
ture, and  with  his  death  in  1813  many  of  his  dis- 
coveries and  views  were  put  to  rest  and  were  soon 
forgotten.  Thus  Horner,  the  discoverer  of  the 
Horner  muscle  in  the  upper  eyelids  and  known 
also  for  microscopic  clarification  of  the  rectal  dis- 
charges in  cholera  (1834-1835),  was  apparently 
unfamiliar  with  the  writings  of  Rush,  even 
though  he  had  been  on  the  medical  faculty  in 
Philadelphia  since  1816.  Although  the  book 
market  at  the  time  Horner  prepared  his  text- 
book (published  in  1829)  was  not  as  saturated  as 
it  is  today,  he  did  not  mention  Rush  but  did 
describe  the  summer  peak  as  a recent  American 
phenomenon.  Even  though  it  was  neither  re- 
cent nor  American,  no  one  corrected  this  mistake 
or  fought  against  disseminating  such  misinforma- 
tion to  American  students. 

At  present,  the  infant  mortality  rate  is  2 per 
cent  or  less,  and  the  summer  peak  is  of  no  more 
interest  to  the  pediatrician  or  to  the  public 
health  worker.  Last  time  we  heard  about  the 
summer  peak  was  in  1911,  when  Europe  suffered 
from  a prolonged  dry  heat  wave  and  the  infant 
mortality  rate  soared  above  the  level  of  the 
previous  years. 18 


Rush  also  was  interested  in  other,  grave 
sociomedical  issues,  such  as  the  care  of  mentally 
deranged  persons.  In  America,  these  un- 
fortunate people  were  at  that  time  totally  ne- 
glected and  suffered  from  atrocious  living  condi- 
tions. Of  course,  in  a predominantly  agrarian 
society  this  neglect  had  no  dire  consequences  for 
patients,  families,  and  community  such  as 
would  occur  in  an  urban  society. 

Rush  was  first  in  America  to  realize  the  prob- 
lem of  treating  insanity.  He  placed  the  men- 
tally ill  patient  in  the  hospital,  and  to  help  under- 
stand mental  illness  he  interrogated  the  patient 
and  talked  to  him.  Furthermore,  he  designed 
and  constructed  2 mechanical  devices:  (1)  a 

gruesome-looking  chair  to  be  used  for  the  highly 
agitated  and  unruly  patients  to  prevent  injuries 
to  themselves  and  to  other  inmates;  the  chair 
was  also  useful  in  diminishing  the  risk  of  expo- 
sure of  patients  to  brutalities  inflicted  by  the 
attendants;  and  (2)  a turntable  to  be  used  in  the 
treatment  of  the  depressed  melancholic  patients. 
Assuming  that  they  suffered  from  anemia  of  the 
brain,  Rush  intended  to  improve  blood  circula- 
tion in  that  organ  by  forcing  more  blood  into  it 
by  using  centrifugal  force.  This  was  a naive 
way  of  attempting  to  change  the  intracranial 
volume  and  pressure  of  blood  to  improve  the 
mentally  disturbed  condition  of  the  patient. 

To  maintain  the  proper  perspective  on  these  2 
devices,  let  us  keep  in  mind  the  circumstances 
and  the  time  factor.  His  monograph  on  in- 
sanity, the  first  in  America,  was  published  in 
1812. 19  While  Rush  was  not  a Pinel  and  the  cir- 
cumstances were  different,  he  was  an  activist  and 
tried  to  help;  other  physicians  shrugged  their 
shoulders  and  for  more  than  a century  were 
little  more  than  jailers  of  psychiatric  patients, 
waiting  for  the  discoveries  of  the  twentieth 
century,  such  as  salvarsan,  malaria  therapy, 
shock  treatment,  penicillin,  tranquilizers,  and 
antidepressant  and  antianxiety  drugs.  The 
chair  and  table  were  as  little  a sign  of  inhumanity 
as  fist  blows  on  the  chest  of  the  patient  with 
cardiac  arrest  are  today. 

It  serves  no  purpose  to  repeat  panegyrics  in 
which  Rush  is  rated  above  Franklin  or  Washing- 
ton; nor  is  it  right  to  degrade  Rush  as  was 
exemplified.4  A prominent,  controversial, 
strongminded,  and  public-spirited  person  is  apt 
to  be  admired  and  loved  by  many,  hated  and 
maligned  by  others.  This  divided  opinion 
obviously  persists  up  to  the  present  time.  Even 
an  historian  of  Garrison’s8  caliber  is  unable  to 
mention  Rush’s  sociomedical  views  and  activ- 
ities without  imputing  selfish  reasons:  “A 

typical  eighteenth  century  theorist*  and  a man 
whose  social  propagandism  against  war,  slavery, 
alcoholism,  and  the  death  penalty  was  perhaps 
not  entirely  dissociated  from  a personal  interest 
in  increasing  his  practice ... .”  I doubt  the 
truth  of  this  accusation  because  Rush  remained 
true  to  himself  up  to  his  death. 


* A concise  statement  on  his  philosophy  on  the  relation- 
ship between  facts  and  theory  is  contained  in  Rush’s1  pref- 
ace to  his  article  on  yellow  fever. 
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Comment 

What  is  needed  is  an  objective  critical  assess- 
ment of  Hush  as  a scientist  and  a philosopher  in 
the  field  of  medical  science.  Regardless  of  his 
“system”  he  has  to  his  credit  achievements 
which  contributed  to,  and  were  a part  of,  the 
development  of  clinical  and  social  medicine. 
A systematic  survey  may  disclose  contributions 
other  than  those  known  to  me,  and  such  a 
survey  should  contain  his  writings  on  military 
hygiene  and  on  preventive  medicine  in  general. 
Were  they  valuable  for  his  time  only?  In  my 
opinion  he  was  a creative  thinker,  a stubborn 
genius  who  was  unable  to  meet  his  adversaries 
with  equanimity,  and  who  reacted  with  con- 
tempt and  scorn  when  purely  rational  behavior 
would  have  been  adequate.  There  are  many 
questions  about  Hush  which  should  be  answered 
sine  ira  et  studio;  panegyrics,  denigrations,  and 
insinuations  should  be  omitted;  they  only  dis- 
tort historical  truth  and  do  not  add  to  the  under- 
standing of  Rush  as  a medical  scientist. 

SiGISMUND  PELLER,  M.D. 

Lakes  Hoad 

Monroe,  New  York  10950 
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Necrology 


Salo  M.  Boltuch,  M.D.,  of  New  York  City, 
died  on  December  1,  1968,  at  the  age  of  sixty- 
two.  Dr.  Boltuch  received  his  medical  degree 
from  the  University  of  Prague  in  1931.  He  was 
an  associate  attending  obstetrician  and  gyne- 
cologist at  Metropolitan  Hospital,  an  assistant 
attending  obstetrician  and  gynecologist  at 
Flower  and  Fifth  Avenue  Hospitals,  an  attend- 
ing gynecologist  at  the  Hospital  for  Joint 
Diseases,  and  a clinical  assistant  attending 
obstetrician  and  gynecologist  (off  service)  at 
The  Mount  Sinai  Hospital.  Dr.  Boltuch  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Public  Health  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Naftali  Herzel  Bursztyn,  M.D.,  of  Brooklyn’ 
died  on  October  12,  1968,  at  the  age  of  fifty- 
eight.  Dr.  Bursztyn  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1937. 
He  was  a senior  assistant  pediatrician  at  Beth 
Israel  Hospital.  Dr.  Bursztyn  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Otto  Freund,  M.D.,  of  New  Yox-k  City,  re- 
tired, died  on  November  19,  1968,  at  the  age  of 
eighty-seven.  Dr.  Freund  received  his  medical 
degree  from  the  University  of  Vienna  in  1906. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Morton  Mendel  Hurewitz,  M.D.,  of  Rock- 
ville Centre,  died  on  November  23,  1968,  at  the 
age  of  fifty-one.  Dr.  Hurewitz  graduated  in 
1941  from  New  York  University  School  of 
Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychi- 
atric Association,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Andrew  Kramer,  M.D.,  of  Kew  Gardens,  died 
on  December  5,  1968,  at  the  age  of  seventy-two. 
Dr.  Kramer  received  his  medical  degree  from 
the  University  of  Bratislava  in  1921.  He  was 
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a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  F.  Krawczyk,  M.D.,  of  Batavia,  died 
on  October  31,  1968,  at  the  age  of  sixty-four. 
Dr.  Krawczyk  graduated  in  1931  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  urologist  and  chief  of  the 
medical  staff  at  St.  Jerome  Hospital  and  chief  of 
urology  at  Genesee  Memorial  Hospital.  Dr. 
Krawczyk  was  a member  of  the  Genesee  County 
Medical  Society  (and  a past  president),  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Abraham  Leonard  Levy,  M.D.,  of  Lake 
George,  died  on  November  29,  1968,  at  the  age 
of  seventy.  Dr.  Levy  graduated  in  1920  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  emeritus  physician  at 
Flushing  Hospital  and  Medical  Center.  Dr. 
Levy  was  a Fellow  of  the  American  College  of 
Gastroenterology  and  a member  of  the  Ameri- 
can Geriatrics  Society. 

Nils  Oscar  Lundell,  M.D.,  of  Far  Rockaway, 
died  on  November  22,  1968,  at  the  age  of  eighty- 
one.  Dr.  Lundell  graduated  in  1911  from  Cor- 
nell University  Medical  College.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leslie  M.  Ofner,  M.D.,  of  Whitehall,  died  on 
October  25  at  the  age  of  sixty-two.  Dr.  Ofner 
received  his  medical  degree  from  the  University 
of  Padova  in  1930.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Washington  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  L.  Pender,  M.D.,  of  Utica,  died  on 
December  8,  1968,  at  the  age  of  seventy-six. 
Dr.  Pender  graduated  in  1914  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  honorary  member  of  the 
medical  staff  at  St.  Luke’s  Hospital.  Dr. 
Pender  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Utica  Academy 


of  Medicine  (and  a founding  member),  the 
Oneida  County  Medical  Society  (president  in 
1952),  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Baker  Thompson,  M.D.,  of  West- 
port,  Connecticut,  formerly  of  New  York  City, 
died  on  December  5,  1968,  at  the  age  of  eighty. 
Dr.  Thompson  graduated  in  1913  from  Johns 
Hopkins  University  School  of  Medicine.  From 
1929  to  1957  he  was  a senior  psychiatrist  of  the 
Department  of  Hospitals,  New  York  City,  and 
director  of  the  Bellevue  Hospital  Mental  Hy- 
giene Clinic  from  1939  to  1957.  Dr.  Thompson 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry),  a 
Life  Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Bruno  Tyson,  M.D.,  of  New  York  City,  died 
on  November  10,  1968,  at  the  age  of  seventy- 
six.  Dr.  Tyson  received  his  medical  degree 
from  the  University  of  Halle  in  1916.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Weisfuse,  M.D.,  of  Garden  City,  died 
on  November  25,  1968,  at  the  age  of  fifty-three. 
Dr.  Weisfuse  graduated  in  1944  from  Washing- 
ton University  School  of  Medicine,  St.  Louis. 
He  was  an  attending  staff  physician  in  hema- 
tology at  Long  Island  Jewish  Hospitals,  a con- 
sulting hematologist  at  St.  Joseph’s  (Far  Rock- 
away), Southside  (Bay  Shore),  Brookhaven 
Memorial,  Good  Samaritan  (West  Islip),  John 
T.  Mather  Memorial  (Port  Jefferson)  Hospitals, 
Community  Hospital  at  Glen  Cove,  and  Booth 
Memorial  Hospital,  and  an  attending  physician 
and  a clinical  assistant  attending  hematologist 
at  Nassau  Hospital.  Dr.  Weisfuse  was  Diplo- 
mate of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  International 
Society  of  Hematology,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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A Symposium  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  8,  1969 

9:00  a.m.  to  5:00  p.m. 

Georgian  Ballroom 

Americana  Hotel 

New  York  City 


Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 

* * 

Co-sponsors 


New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Touchdown  Club  of  New  York 
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Woman’s  Auxiliary 


33rd  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  9,  through 
Wednesday,  February  12,  1969 


Mrs.  Albert  M.  Big/an,  president,  the  officers, 
and  the  Convention  Committee  extend  an  invita- 
tion to  all  wives  of  doctors  to  register  and  attend 
general  sessions  and  social  functions  of  the  thirty- 
third  convention. 


Wednesday,  February  12 

8:30  A. M.  10:30  a. m.  Registration  and  Infor- 
mation, Imperial  Ball- 
room Foyer 

9:00  a. m. -12:00  noon  House  of  Delegates,  Im- 
perial Ballroom  B — - 
Installation  of  Officers 
Postconvention  Meeting 
(State  Officers,  State 
Chairmen,  County 
Presidents,  County 
Presidents-Elect) 

2:00  p.m.  Board  of  Directors 

Meeting,  Presidential 
Suite 

7:00  p.m.  Reception,  Versailles 

Ballroom,  and  Dinner 
Dance,  Royal  Ball- 
room, honoring  Ed- 
ward C.  Hughes, 
M.D.,  President, 
Medical  Society  of 
the  State  of  New 
York 


Sunday,  February  9 

1 :30  p.m.-5  :00  p.m. 

1 :30  p.m. 

6:30  p.m. -8:00  p.m. 
8:30  p.m. 


Registration  and  Infor- 
mation, Imperial  Ball 
room  Foyer 

Board  of  Directors 
Meeting,  Provence 
Room 

Reception,  honoring 
State  Auxiliary  past 
presidents.  Doctors 
and  their  wives  are 
cordially  invited. 
Royal  Box 

Gavel  Club  Dinner 
Meeting  (for  past 
State  Auxiliary  presi- 
dents), Buckingham 
Room  A 


Officers 

President 

President-Elect 

First  Vice-President 

Second  Vice-President 

Recording  Secretary 

Acting  Corresponding 
Secretary 
T reasurer 

Assistant  Treasurer 


Luncheon  honoring  Mrs. 
Albert  M.  Biglan, 
President,  Woman’s 
Auxiliary,  Medical 
Society  of  the  State  of 
New  York,  Imperial 
Ballroom  A 

Speaker:  Carl  G. 

Stromee,  Ph.D.,  Pitts- 
burgh, Pennsylvania, 
“Everyone  Is  Pea- 
nuts” 


Mrs.  Albert  M.  Big- 
lan, Suffolk 
Mrs.  Louis  P.  Tisch- 
ler,  Schenectady 
Mrs.  David  E.  Block, 
Dutchess 

Mrs.  Frank  Farrell, 
Queens 

Mrs.  Vincent  A.  Laco- 
vara,  Kings 
Mrs.  Ralph  E.  Isa- 
bella, Schenectady 
Mrs.  Harry  A.  Mac- 
Millan, Orange 
Mrs.  Paul  Lipschutz, 
Orange 


Monday,  February  10 

8:30  a.m.  4:00  p.m.  Registration  and  Infor- 
mation, Imperial  Ball- 
room Foyer 

9:00  a.m.  12:00  noon  House  of  Delegates,  Im- 
perial Ballroom  B 

1:30  p.m. -3:30  p.m.  House  of  Delegates  - 
Guest  Speaker:  Pas- 
tor E.  L.  Taylor, 
“Sam,  tell  it  as  it  is!” 

4:00  p.m.  6:00  p.m.  Voting  for  Nominating 
Committee  and  Dele- 
gates to  National 
Convention,  Bucking- 
ham Room  A 


Tuesday,  February  11 

8:30  a.m.  12:00  noon  Registration  and  Infor- 
mation, Imperial  Ball- 
room Foyer 

9:00  a.m.  11:45  a.m.  House  of  Delegates,  Im- 
perial Ballroom  B 

12:00  noon  1:00  p.m.  Reception 


Convention  Committee 

Chairman  Mrs.  Joseph  H.  Kinna- 
man,  Nassau 

Co-Chairman  Mrs.  Julius  P.  Gale, 
Suffolk 

Upstate  Coordinator  Mrs.  Gerald  C.  Cooney, 
Onondaga 
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1969  ANNUAL  CONVENTION 


Additional  Annual  Reports 

Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Programs 


To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Programs  are: 

George  Himler,  M.D.,  Chairman  New  York 
G.  Rehmi  Denton,  M.D.  Albany 

Robert  Schwinger,  M.D..  Queens 

William  L.  Wheeler,  Jr.,  M.D.  New  York 
The  committee  has  met  formally  on  two  oc- 
casions since  it  was  appointed  in  February,  1968. 
As  the  delegates  are  aware,  in  early  1968  con- 
gress imposed  severe  limitations  of  Federal  con- 
tributions to  Medicaid  programs  which  had  an 
exceptionally  great  impact  on  the  New  York 
State  program.  New  York  State,  in  turn,  cut 
back  its  own  program  and  eliminated  approxi- 
mately two  million  eligible  recipients  from  the 
Medicaid  rolls.  The  new  eligibility  standards 
were  much  more  stringent  than  those  recom- 
mended by  the  1968  House  of  Delegates  and 
were  apparently  dictated  by  the  increasing 
budgetary  requirements  of  the  State  for  this  and 
other  programs,  notably  welfare. 

In  spite  of  this  rollback,  the  Medicaid  pro- 
gram has  proved  to  be  costly  and  has  required 
the  expenditure  of  unexpectedly  large  sums  of 
Federal,  State,  and  local  funds.  Under  these 
circumstances,  your  committee  has  found  it 
impossible  to  achieve  the  use  of  the  usual,  cus- 
tomary, and  prevailing  fees  method  of  reim- 
bursement, to  negotiate  better  interim  fees,  or 
even  to  reopen  the  dialogue  on  fees  with  State 
officials. 

Several  meetings  were  held  with  members  of 
the  Office  of  Health  Economics  and  representa- 
tives of  the  State  Health  Department,  Depart- 
ment of  Social  Services,  and  Department  of  the 
Budget  to  discuss  payment  for  the  treatment 
of  Medicaid  patients  in  hospital  clinics  and  of 
inhospital  patients  on  teaching  services.  Your 
representatives  again  called  for  reimbursement 
at  the  usual,  customary,  and  prevailing  rate 
and  were  rejected.  For  clinic  services,  the 
three  departments  unilaterally  adopted  a pay- 
ment schedule  of  $35  per  clinic  session  for  gen- 
eralists and  $50  per  clinic  session  for  specialists. 
Your  committee  did  not  consider  these  fees  to 
be  adequate  and  did  not  approve  them,  but 
they  did  feel  that  any  payment  at  all  was  a step 
in  the  right  direction.  At  this  time,  there  was 
still  no  provision  for  paying  attending  physicians 
who  “supervised”  the  care  of  inhospital  Medic- 
aid patients  on  teaching  services. 


After  several  more  meetings  and  repeated 
urging,  the  State  Health  Department  issued 
Bulletin  68-14  on  August  6,  1968.  'Phis  bul- 
letin stated  that  a plan  had  been  approved  by 
the  director  of  the  budget  providing  payment  for 
medical  services  rendered  to  inhospital  Medicaid 
patients  on  approved  teaching  services. 

The  memorandum  set  forth  the  requirements 
that  physicians  must  meet  to  qualify  for  pay- 
ment and  the  manner  in  which  fees  were  to  be 
billed  and  funds  were  to  be  segregated  and  dis- 
tributed. These  regulations  had  been  worked 
out  in  conjunction  with  the  previous  Medical 
Advisory  Committee  and  your  present  commit- 
tee and  were  entirely  satisfactory.  In  the 
interest  of  brevity,  they  are  not  set  forth  in  this 
report,  but,  in  essence,  they  guarantee  that  the 
rights  of  the  physicians  rendering  the  services 
will  be  preserved  in  spite  of  the  fact  that  the 
hospitals  bill  and  collect  fees  in  their  names. 

The  provisions  of  the  bulletin  as  far  as  pro- 
fessional fees  are  concerned  are  considerably 
less  satisfactory.  The  plan  adds  the  following 
fees  to  the  State  Maximum  Fee  Schedule  under 
medical  services: 

Item  9020  First  visit,  history,  examination, 
and  treatment $6.50 

Item  9021  Subsequent  visit,  including  treat- 
ment  $5.00 

Note:  (1)  First  week  of  care  not  to  exceed 

one  visit  daily.  (2)  Subsequent  week(s)  not 
to  exceed  three  visits  weekly. 

For  surgery,  reimbursement  for  inhospital 
services  will  be  limited  to  80  per  cent  of  fees  as 
listed  in  the  surgery  section  of  the  Maximum 
Fee  Schedule  when  aftercare  is  provided  in  the 
hospital  outpatient  department.  Payment  for 
such  aftercare  is  made  on  a per- visit  basis  to  the 
hospital  and  to  the  outpatient  department 
physician  (or  to  the  hospital  on  his  behalf),  in 
accordance  with  prescribed  procedures. 

The  fee  for  medical  specialists  is  patently 
absurd,  as  are  the  limitations  on  the  number  of 
visits.  The  State  Department  of  Health  ex- 
plains this  in  the  following  manner:  “Physi- 

cians assigned  as  personal  physicians  receive 
considerable  assistance  from  the  resident  and 
intern  staff  whose  proportionate  salaries  are 
included  in  the  calculation  of  the  hospital  per 
diem  rate  paid  by  the  Medical  Assistance  Pro- 
gram. Therefore  the  specialists’  fees  in  the 
State  Medical  Fee  Schedule  shall  not  apply.” 
The  Health  Department  used  the  same  general 
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reasoning  for  setting  reimbursement  for  surgical 
services  at  80  per  cent  of  an  already  inadequate 
fee  schedule. 

In  spite  of  these  schedules,  which,  needless  to 
say,  your  committee  protested  vigorously,  the 
institution  of  payment  to  physicians  for  out- 
patient department  and  inhospital  services 
rendered  to  Medicaid  patients  is  certainly  a step 
forward.  The  rates  will  be  the  subject  of  re- 
negotiation when  a climate  is  restored  that 
makes  negotiation  possible. 

Parenthetically,  it  is  interesting  to  note  that 
the  City  of  New  York  has  taken  the  cynical  and 
untenable  position  that  Bulletin  68-14  prescribes 
maximum  fees,  that  the  City  may  choose  to 
pay  any  portion  of  those  maximum  fees,  and 
that,  in  view  of  its  straitened  circumstances, 
it  will  pay  at  the  rate  of  zero  per  cent  of  the 
fees  listed  in  the  schedule.  This  high-handed 
decision  was  challenged  by  your  chairman  in 
testimony  presented  before  the  Lent  Committee 
in  New  York  City,  on  September  26,  1968.  In 
addition,  the  First  District  Branch,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
Greater  New  York  Hospital  Council  are  jointly 
sponsoring  a meeting  with  city  and  State 
health,  social  services,  and  budget  officials  in  the 
near  future  (December,  1968).  If  satisfactory 
agreements  are  not  reached  at  that  meeting,  it  is 
entirely  likely  that  legal  means  will  be  sought  to 
overturn  New  York  City’s  decision. 

Your  committee  is  aware  that  there  are  other 
things  besides  fees  that  can  be  negotiated.  It 


Journal 

To  the  House  of  Delegates,  Gentlemen: 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1968  the  New  York  State 
Journal  of  Medicine  was  published  regularly 
twice  a month,  on  the  1st  and  15th,  for  a total 
of  24  issues.  Included  in  these  were  the  follow- 
ing: January  1,  the  Convention  Issue;  June  1, 
included  the  Minutes  of  the  1968  House  of 
Delegates;  June  15  and  December  15,  included 
the  Semiannual  Indexes. 

For  1968,  the  total  number  of  pages  in  the  24 
issues,  including  covers  and  inserts,  was  3,300, 
of  which  906  were  advertising  pages,  including 
covers,  and  2,394  were  text  pages,  including 
covers.  Of  these  text  pages,  396  were  devoted 
to  official  MSSNY  matters.  Excluding  these, 
the  ratio  of  editorial  pages  to  advertising  pages 
was  69  per  cent  editorial  to  31  per  cent  ad- 
vertising. 

As  of  the  date  of  this  report,  582  manuscripts 
have  been  submitted  during  1968,  of  which  298 
were  accepted,  187  rejected,  215  referred  to  con- 
sultants, 37  returned  for  revision,  and  the  re- 
mainder are  still  under  consideration. 

A total  of  270  manuscripts  were  published, 
representing  the  work  of  469  authors.  These  in- 


is, therefore,  planned  to  hold  one  or  more  meet- 
ings with  the  various  specialty  organizations  of 
the  State,  and  the  general  practice  groups,  to 
establish  the  current  status  of  Medicaid,  the 
criticisms  and  complaints  of  the  groups,  and 
their  opinions  on  the  best  course  for  future  ac- 
tion. At  the  same  time,  efforts  will  be  made 
through  the  State  Legislative  Committee  of  the 
State  Medical  Society  to  reintroduce  and  pro- 
mote the  passage  of  legislation  requiring  re- 
imbursement of  health  professionals  at  the  usual, 
customary,  and  prevailing  rates. 

To  further  arm  your  committee  with  informa- 
tion, the  State  Medical  Society  has  authorized 
that  an  extensive  fee  survey  be  done  which,  in 
addition  to  providing  information  on  prevailing 
fees  on  a regional  basis,  will  make  it  possible 
to  revise  the  Society’s  Relative  Value  Scale. 

Although  the  original  heat  and  urgency  have 
abated,  your  committee  is  keenly  aware  that 
government  supported  programs  must  receive 
constant,  close  attention  and  that  negotiating 
improvements  will  be  a continuous,  although 
necessarily  slow,  process. 

Your  chairman  would  like  to  acknowledge  the 
contributions  of  the  committee  members,  G. 
Rehmi  Denton,  M.D.,  Robert  Schwinger,  M.D., 
and  William  L.  Wheeler,  Jr.,  M.D.  They  have 
been  an  unfailing  source  of  wisdom,  advice,  and 
encouragement. 

Respectfully  submitted, 

George  Himi.er,  M.D.,  Chairman 


eluded  submitted  manuscripts,  annual  meeting 
papers,  and  solicited  departmental  material,  as 
follows:  scientific  articles  131,  case  reports  44, 
clinicopathologic  conferences  18,  special  articles 
9,  Recent  Advances  in  Medicine  and  Surgery 
17,  Correlation  Conferences  in  Radiology  and 
Pathology  12,  Nutrition  Reports  1,  Clinical 
Anesthesia  Conferences  12,  Billsbord  4,  History 
of  Medicine  5,  Medical  Arts  and  Letters  8,  Pro 
ceedings  of  New  York  Allergy  Society  3,  Brief 
Preliminary  Reports  3,  Electrocardiograms  of 
the  Month  11,  Industrial  Health  3,  and  Ab- 
stracts of  Proceedings  of  the  New  York  Society 
for  Thoracic  Surgery  3. 

This  year  we  have  continued  our  endeavors 
to  make  the  Journal  an  outstanding  scientific 
publication,  as  directed  by  the  House  of  Dele- 
gates. The  papers  presented  at  the  annual 
meeting  are  growing  in  importance,  and  in- 
creased interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published 
some  outstanding  reports  (his  year:  for  ex- 

ample, Nadler’s  “Psychodynamics  of  Obscene 
Telephone  Calls,”  the  three-part  review  by  Oll- 
stein,  Symonds,  and  Crikelair  on  “Current  Con- 


334  New  York  State  Journal  of  Medicine  / January  15,  1969 


cepts  of  Burn  Injury,”  “Space  Technology  in 
Medicine”  by  Avakian,  and  the  symposium 
“Forces  Affecting  the  Family  Today”  have  had 
wide  comment  from  the  press,  university  facul- 
ties, and  the  profession  generally. 

We  receive  unsolicited  manuscripts  from  all 
across  the  country  and  abroad.  The  veterans 
hospitals  and  the  armed  services  contribute 
quite  regularly,  indicating  the  increasing  stature 
of  the  Journal.  The  section  “Letters  to  the 
Editor”  is  becoming  a lively  forum,  the  result 
of  slow  and  careful  nurturing. 

Redway  Medal.  The  seventh  annual  Lau- 
rance  D.  Redway  Award  for  Medical  Writing, 
established  in  memory  of  the  late  editor  of  the 
Journal,  was  presented  at  the  1968  House 
of  Delegates  to  Stanley  I.  Fishman,  M.D.,  for 
his  article  “Pulmonary  Emphysema  A Clinical 
Problem,”  which  appeared  in  the  October  1, 
1967,  issue  of  the  Journal.  The  eighth  an- 
nual award  will  be  presented  at  the  1969  House 
of  Delegates. 

Distinguished  Service  Awards.  Continuing 
a feature  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service  to 
the  New  York  State  Journal  of  Medicine” 
were  presented  by  President  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.,  at  the  1968  House  of  Delegates. 
Certificates  were  given  to  Alvina  Rich  Lewis  for 
twenty  years  of  service  to  the  Journal,  first 
as  technical  editor,  then  as  assistant  to  the 
editor,  and  then  as  managing  editor;  and  to 
George  Himler,  M.D.,  of  the  former  Publication 
Committee,  the  last  chairman,  and  member  of 
the  Ad  Hoc  Committee  to  Study  the  Journal. 

Liaison.  Acting  on  the  decision  of  the  Coun- 
cil on  November  16,  1967,  the  Publication  Com- 
mittee as  a regular  committee  of  the  Council 
was  abolished  as  of  February,  1968,  and  a mem- 
ber of  the  Council,  the  last  chairman  of  the  Pub- 
lication Committee,  Dr.  Himler,  was  appointed 
as  liaison  or  adviser  to  the  New  York  State 
Journal  of  Medicine. 

Staff.  Alvina  Rich  Lewis,  managing  editor 
of  the  New  York  State  Journal  of  Medicine 
for  the  past  twenty  years,  retired  from  that  post 
as  of  April,  1968,  and  has  become  research  as- 
sistant in  the  Society’s  Division  of  Research  and 
Planning.  Elizabeth  C.  Smith  has  assumed  the 
position  of- managing  editor.  In  June  we  were 
fortunate  enough  to  add  to  our  editorial  staff 
Mrs.  Florence  Tracy,  former  assistant  editor 
of  the  American  Review  of  Respiratory  Disease. 

Other  members  of  the  editorial  staff  are 
Frances  E.  Casey,  editorial  production  manager, 
Mary  T.  Politano,  also  coordinator  for  the  House 
of  Delegates,  Mrs.  Jana  Lipinski,  and  Mrs.  Olga 
Mielke.  The  editorial  department  consists  of 
a closely  knit,  congenial  group  who  perform 
their  duties  with  competence  and  initiative. 

The  Business  Division,  under  the  direction  of 
J.  Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  reports  concomitantly  on  the  fi- 
nancial condition  of  the  Journal.  The  im- 
proved financial  status  of  the  Journal  is  due 
in  large  measure  to  the  sound  administrative 
policies  of  the  Business  Division,  under  Mr. 
Bums.  Thanks  are  due  also  to  Henry  I.  Fine- 


berg,  M.D.,  executive  vice-president,  for  his 
advice,  understanding,  and  helpful  backing  of 
the  Journal  in  its  aims  and  operations. 

Our  advertising  representative,  Joseph  A. 
Mullaney,  has  pursued  new  accounts  with  a 
heartening  increase  in  advertising  income.  He 
is  assisted  in  this  task  by  Melvin  B.  Tyler,  our 
West  Coast  representative.  Robert  W.  Miller 
of  advertising  production,  Mrs.  Camille  M. 
Cunningham,  advertising  administrative  secre- 
tary, and  Melvin  Fine  and  George  C.  Port, 
circulation,  have  all  made  continuing  and  sub- 
stantial contributions  to  the  smooth  functioning 
of  Journal  details  and  operation. 

A special  word  of  appreciation  is  in  order  for 
our  printer,  the  Mack  Printing  Company;  the 
fine  spirit  of  cooperation  and  helpfulness  exist- 
ing between  our  staff  and  the  printer  resolves 
many  of  the  minor  crises  that  are  congenital 
features  of  publication. 

American  Medical  Writers'  Association. 
Members  of  the  Journal  staff  participate  in 
both  national  and  chapter  activities  of  the 
American  Medical  Writers’  Association.  The 
editor,  as  chairman  of  the  AMWA  board  of 
trustees,  as  well  as  the  Misses  Politano  and 
Smith  and  Mrs.  Tracy,  attended  the  annual 
meeting  in  Washington,  D.C.,  in  September. 
Miss  Politano  is  also  chapter  secretary  of  the 
Metropolitan  New  York  Chapter,  and  Mr. 
Miller  is  Chapter  treasurer. 

The  Journal,  again  in  cooperation  with  the 
local  AMWA  chapter,  sponsored  the  eighth 
annual  Medical  Communications  Day  program, 
on  Friday,  February  16,  following  the  close 
of  the  MSSNY  annual  convention,  at  The 
Americana,  New  York  City. 

Editors  Dinner.  In  appreciation  of  their 
contributions  to  the  Journal  the  associate 
editorial  board,  department  editors,  and  officers 
of  the  MSSNY  were  feted  at  the  annual  editors 
dinner,  held  December  11  at  the  Canadian  Club 
of  the  Waldorf-Astoria,  New  York  City. 
Frederick  Silber,  managing  editor  of  Medical 
Tribune,  was  guest  speaker. 

MSSNY  Convention.  The  January  1 issue 
of  the  Journal  is  the  Convention  Issue,  with 
programs  for  the  scientific  sessions,  exhibits, 
motion  pictures,  and  other  activities,  and  annual 
reports  from  officers,  commissions,  and  com- 
mittees for  action  of  the  House  of  Delegates. 
A tremendous  amount  of  staff  work  goes  into 
the  preparation  of  this  issue.  In  addition,  the 
editorial  staff,  using  the  material  from  the  Con- 
vention Issue  with  additional  information  re- 
ceived too  late  to  be  included  in  that  issue,  pub- 
lish the  convention  program  book  and  the  dele- 
gates handbook  from  standing  type,  thereby 
effecting  a considerable  saving. 

At  the  House  of  Delegates,  Miss  Lewis  served 
as  coordinator,  Miss  Politano  as  assistant  co- 
ordinator, and  Mrs.  Mielke  as  workroom  secre- 
tary. The  MSSNY  booth  was  staffed  by  Miss 
Smith  and  Mrs.  Lipinski,  while  Miss  Casey  kept 
up  the  production  schedule. 
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Advertising  Sales  (J.  Richard  Burns,  Esq., 
Assistant  Executive  Vice-President  and 
Business  Manager).  We  are  happy  to  re- 
port that  for  the  third  successive  year  our  total 
gross  advertising  billings  have  continued  to 
rise.  In  1968  the  gross  advertising  billings 
were  approximately  $385,447.10  as  compared 
with  billings  of  $357,891.59  in  1967.  This 
represented  an  increase  of  $27,555.51  in  gross 
advertising  billings. 

Of  course  this  good  news  is  offset  in  some  de- 
gree by  the  continued  rise  in  the  cost  of  print- 
ing, paper,  and  mailing.  We  have  already  re- 
ceived notice  from  our  printers,  The  Mack 
Printing  Company,  that  “it  will  be  necessary 
to  effect  a price  increase  effective  1 January  1969 
dependent  upon  any  settlement  made  with  the 
Mack  Printing  Company  Employees’  Associa- 
tion relative  to  wage  and  fringe  costs.”  This 
development  was  carefully  considered  in  the 
preparation  of  the  1969  budget  estimate  of 
the  Journal  and,  as  is  our  practice,  the  bud- 
get estimate  will  be  reviewed  quarterly  by  the 
Budget  Committee  and  revised  when  neces- 
sary. 

The  Internal  Revenue  Service  has  finally 
issued  regulations  concerning  the  taxation  of 
so-called  “unrelated  business  income.”  It  is 
not  presently  clear  whether  income  received 


District  Branches 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  District 
Branches  are  as  follows: 

George  T.  C.  Way,  M.D.,  Chairman 

Dutchess 

Carl  Goldmark,  Jr.,  M.D.,  First  New  York 


Reginald  Steen,  M.D.,  Second . . . Nassau 
James  Moore,  M.D.,  Third . . . Albany 

Arthur  Howard,  M.D.,  Fourth.  . Fulton 

Felix  Ottaviano,  M.D.,  Fifth  Madison 

George  G.  McCauley,  M.D.,  Sixth 

Tompkins 

Joseph  J.  Kaufman,  M.D.,  Seventh  Wayne 
John  D.  Naples,  M.D.,  Eighth  . Erie 

Arthur  H.  Diedrick,  M.D.,  Ninth 


...  Westchester 

Pursuant  to  the  instructions  of  the  House 
of  Delegates  at  the  annual  meeting  in  February, 
1968,  the  committee  wishes  to  recommend  that 
those  sections  of  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New 
York  which  pertain  to  the  realignment  of  the 
district  branches  be  amended.  The  basis 
for  recommending  the  following  amendments 
to  the  Constitution  and  Bylaws  has  been  simply 
to  adopt  the  districts  established  for  the  Com- 
prehensive Health  Planning  program  of  the 
State  of  New  York.  There  are  two  reasons  for 
these  changes:  (1)  the  increasing  activity  of 

the  State  Medical  Society  in  this  area,  and  (2) 


by  the  Society  from  advertising  in  the  Journal 
will  actually  be  subject  to  Federal  taxation. 
The  government  has  not  as  yet  issued  detailed 
guidelines  delineating  what  part  of  the  expenses 
of  producing  the  Journal  can  be  used  in  off- 
setting income.  These  regulations,  of  course, 
affect  not  only  our  Society,  but  greatly  affect 
the  American  Medical  Association  and  similar 
not-for-profit  organizations  such  as  the  Na- 
tional Geographic  Society,  the  Boy  Scouts, 
and  so  on.  We  are  closely  watching  these  de- 
velopments and  will  advise  this  House,  if  possi- 
ble, and  the  Council  of  all  future  rulings. 

Effective  January  1,  1969,  Robert  O.  Lin- 
berg  has  joined  Joseph  A.  Mullaney  as  our 
second  full-time  advertising  representative. 
He  has  had  extensive  experience  in  the  pharma- 
ceutical sales  field  both  on  the  “selling”  end 
and  in  the  purchase  of  advertising  space.  We 
feel  that  he  is  an  asset  to  our  advertising  sales 
department,  and  together  with  Mr.  Mullaney 
and  our  West  Coast  advertising  representative, 
Melvin  B.  Tyler,  will  continue  the  upward 
trend  in  advertising  sales.  Robert  W.  Miller, 
our  production  manager,  and  Camille  Cunning- 
ham, technical  exhibits  manager  and  adminis- 
trative secretary,  have  continued  their  dedi- 
cated efforts  to  insure  the  success  of  the  business 
aspects  of  the  Journal. 


the  awareness  that  these  districts  and  programs 
are  going  to  be  one  of  the  major  controlling 
interests  in  the  rendering  of  health  services  in 
the  future.  Therefore,  it  is  only  logical  that 
it  will  be  the  regional  unit  of  organized  medi- 
cine that  must  participate  in  these  activities. 

1.  Amend  Article  XI,  Section  1,  second 

sentence,  of  the  Constitution  entitled  “District 
Branches”  by  changing  the  word  “nine”  to 
“seven”  so  that  Article  XI,  Section  1,  will  then 
read:  “The  membership  of  the  Society  shall 

be  divided  into  seven  district  branches  as  fol- 
lows.” 

2.  Amend  Article  XI,  Section  1,  first  line 

of  the  second  paragraph,  by  changing  the  word 
“First”  to  “Metropolitan”  so  that  Article 
XI,  Section  1,  second  paragraph,  will  then 
read:  “The  Metropolitan  District  Branch 

shall  comprise  the  members  of  the  Medical 
Societies  of  the  Counties  of  Bronx,  Kings,  New 
York,  Queens,  and  Richmond.” 

3.  Amend  Article  XI,  Section  1,  third 

paragraph,  by  changing  the  word  “Second” 
to  “Long  Island”  so  that  Article  XI,  Section 
1,  third  paragraph,  will  then  read:  “The 

Long  Island  District  Branch  shall  comprise 
the  members  of  the  Medical  Societies  of  the 
Counties  of  Nassau  and  Suffolk.” 

4.  Amend  Article  XI,  Section  1,  by  deleting 
the  fourth,  fifth,  sixth,  seventh,  eighth,  ninth, 
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and  tenth  paragraphs  and  in  place  thereof 
substitute  the  following  paragraphs: 

“The  Northeastern  District  Branch  shall 
comprise  the  members  of  the  Medical  Societies 
of  the  Counties  of  Franklin,  Clinton,  Essex, 
Hamilton,  Warren,  Fulton,  Saratoga,  Washing- 
ton, Montgomery,  Albany,  Schenectady,  Rens- 
selaer, Otsego,  Schoharie,  Delaware,  Greene, 
and  Columbia. 

“The  Central  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  St.  Lawrence,  Herkimer, 
Lewis,  Jefferson,  Oswego,  Oneida,  Madison, 
Cayuga,  Onondaga,  Cortland,  Chenango, 
Tompkins,  Tioga,  and  Broome. 

“The  Ontario  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Orleans,  Monroe,  Wayne, 
Seneca,  Ontario,  Livingston,  Yates,  Schuyler, 
Chemung,  Steuben,  and  Allegany. 

“The  Western  Distinct  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Niagara,  Genesee,  Erie, 
Wyoming,  Cattaraugus,  and  Chautauqua. 

“The  Mid-Hudson  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 
cieties of  the  Counties  of  Dutchess,  Ulster, 
Sullivan,  Orange,  Putnam,  Rockland,  and 
Westchester.” 

5.  Amend  Chapter  XIII,  Section  4,  sec- 
ond and  third  hues,  of  the  Bylaws  by  adding 
the  following  words  “on  a regional  basis  the 
purposes  and  programs  of  organized  medicine 
as  exemplified  by  the  Medical  Society  of  the 


Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  met  in  conjunction 
with  the  Sixth  District  Branch  on  Saturday, 
September  7,  1968,  at  the  Sagamore  Hotel,  Bol- 
ton Landing,  Lake  George.  Although  the 
social  functions  at  the  meeting  were  combined, 
each  district  branch  conducted  its  own  business 
meeting. 

The  treasurer  reported  that  all  component 
societies  had  paid  their  assessments  to  help  de- 
fray the  district  expenses  and  the  Student  Amer- 
ican Medical  Association  obligation. 

Discussion,  was  held  on  the  rotating  intern- 
ship program.  The  president  appointed  a 
committee,  consisting  of  Irving  L.  Ershler, 
M.D.,  Robert  B.  Bryant,  M.D.,  and  Francis  S. 
Caliva,  M.D.,  to  review  and  study  the  question 
of  rotating  internships  and,  if  needed,  to  draft 
a resolution  in  support  of  the  continuation  of  the 
rotating  internship  program. 

On  a motion  made  by  Bruce  E.  Chamberlain, 
M.D.,  and  seconded  by  Dr.  Ershler,  the  follow- 
ing recommendations  were  unanimously  ap- 
proved: 

1.  To  support  the  concept  of  local  health 
planning,  that  is,  small  multi-county  area-wide 
units,  coordinated  within  the  central  New  York 


State  of  New  York;  to  represent  t he  medical 
profession  in  those  regional  activities  which 
may  pertain  to  matters  of  health;  to  poten- 
tiate and  coordinate  the  activities  of  the 
medical  societies  of  those  counties  within 
its  geographic  area;  to  promote”  after  the 
word  “promote”;  by  deleting  the  comma 
and  the  words  “and  other”  after  the  word 
“cultural”;  and  adding  a semicolon  and  de- 
leting the  words  “within  the  district”  after 
the  word  “profession”  so  that  Chapter  XIII, 
Section  4,  will  then  read:  “The  objects  of 
the  district  branches  shall  be  to  promote  on 
a regional  basis  the  purposes  and  programs 
of  organized  medicine  as  exemplified  by  the 
Medical  Society  of  the  State  of  New  York; 
to  represent  the  medical  profession  in  those 
regional  activities  which  may  pertain  to 
matters  of  health;  to  potentiate  and  co- 
ordinate the  activities  of  the  medical  societies 
of  those  counties  within  its  geographic  area; 
to  promote  the  scientific,  social,  and  cultural 
interests  of  the  medical  profession;  and  to 
cooperate  with  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  in  any  way 
which  that  body  may  advise.” 

This  committee  has  been  in  existence  for 
five  years.  With  the  submission  of  this  re- 
port, its  original  purpose  has  been  fulfilled. 
The  committee,  therefore,  requests  that  it  be 
retired  gracefully. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 


region  by  an  agency  which  consists  of  adequate 
representation  of  health  professionals  and  mem- 
bers from  local  planning  groups; 

2.  To  inform  its  component  county  medical 
societies  of  this  action  and  to  urge  each  to 
endorse  in  writing  as  well  as  pledge  financial 
support  to  its  respective  area-wide  health  plan- 
ning organizations.  The  following  groups  in 
the  central  New  York  region  submitted  applica- 
tions for  organizational  grants  (under  PL  89 
749,  Section  314B)  and  are  recommended  for 
support: 

A.  New  York-Pennsyl  vania  Agency  for 
Comprehensive  Health  Planning  (southern 
tier); 

B.  Midstate  Comprehensive  Health  Plan- 
ning Committee; 

C.  Community  Health  Information  and 
Planning  Service  (CHIPS);  and 

D.  Northern  New  York  Comprehensive 
Health  Planning  Committee. 

3.  To  transmit  this  action  to  the  Medical 
Society  of  the  State  of  New  York  and  urge  the 
Society’s  Council  to  take  similar  action. 

On  a motion  made  by  Dr.  Chamberlain  and 
seconded  by  Harold  Golden,  M.D.,  the  follow- 
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ing  recommendation  was  unanimously  approved : 
That  the  Central  New  York  Regional  Hospi- 
tal Review  and  Planning  Council  remain  an 
entity  and  continue  to  function  in  health 
facility  planning,  bearing  an  integral  relation- 
ship to  comprehensive  health  planning  agen- 
cies in  the  region;  that  this  expertise  in  facil- 
ity planning  not  become  diluted  by  its  expan- 
sion to  encompass  all  the  broad  activities  of 
comprehensive  health  planning;  and  that 
the  Medical  Society  of  the  State  of  New  York 
use  its  influence  with  the  appropriate  au- 
thorities to  see  that  this  action  is  imple- 
mented. 

The  executive  secretary  was  requested  to 
forward  these  two  actions  to  the  Council  of  the 
State  Medical  Society  with  copies  to  be  sent  to 
each  component  county  medical  society  in  the 
Fifth  District  Branch,  and  to  Edward  C. 
Hughes,  M.D.,  president,  and  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president,  of  the 
State  Medical  Society. 

The  nominating  committee  presented  the 
following  slate  of  officers,  to  serve  for  two  years, 
from  1968  to  1970,  and  they  were  unaminously 
elected: 

President — Theodore  J.  Prowda,  M.D.,  Sher- 
rill 

First  Vice-President — Bernard  J.  Hartnett, 
M.D.,  Auburn 

Second  Vice-President-  Robert  B.  Bryant, 
M.D.,  Syracuse 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Newly  elected  officers  of  the  Sixth  District 
held  an  organizational  meeting  in  Binghamton 
on  May  1,  1968.  Most  of  us  at  this  meeting 
had  been  privileged  to  attend,  on  April  4,  a 
Conference  of  County  Society  Presidents  which 
was  called  by  Edward  C.  Hughes,  M.D.,  presi- 
dent, State  Medical  Society.  We  all  agreed  that 
the  presidents’  conference  had  been  extremely 
worthwhile.  Other  items  considered  at  our  or- 
ganizational meeting  were  proposals  for  a dis- 
trict-sponsored Keogh  retirement  program  and 
preliminary  plans  for  an  annual  meeting  which 
is  to  be  held  in  conjunction  with  the  Fifth  Dis- 
trict Branch. 

The  officers  again  met  informally  in  Bingham- 
ton on  May  9,  at  which  time  we  attended  an 
area  conference  on  Comprehensive  Health 
Planning  sponsored  by  the  State  Medical 
Society.  Again  we  found  this  conference  to  be 
valuable.  During  the  summer  months,  the 
officers  and  committees  worked  on  such  items 
as  the  Keogh  proposal,  our  annual  meeting,  and 
budgetary  problems.  The  next  official  meeting 
was  held  on  September  6 to  8 at  the  Hotel  Sag- 
amore on  Lake  George. 

As  hosts  of  this  year’s  meeting,  it  was  our 
responsibility  to  develop  the  scientific  program 
as  well  as  to  make  other  meeting  arrangements. 
The  topics  for  the  scientific  sessions  included 
“Computerized  Medicine”  and  “The  Medical 


Secretary  William  R.  Carson,  M.D.,  Pots- 
dam 

Treasurer — Clarke  T.  Case,  M.D.,  Utica 
Delegate—  Marvin  Brown,  M.D.,  Cleveland 

Felix  Ottaviano,  M.D.,  the  outgoing  president, 
received  a standing  ovation  for  his  leadership 
during  the  past  two  years. 

At  the  close  of  the  meeting,  Dr.  Ottaviano 
announced  that  the  1969  joint  meeting  of  the 
Fifth  and  Sixth  Districts  would  be  held  at 
Buck  Hill  Inn,  Buck  Hill  Falls,  Pennsylvania, 
the  weekend  following  Labor  Day,  September 
5 through  7,  1969.  We  have  reserved  the  new 
wing,  and  the  charge  will  be  $24  per  day  per 
person,  full  American  plan. 

I am  sad  to  announce  that  following  our  last 
meeting  in  September,  our  good  friend  and 
permanent  secretary,  Dr.  “Bill”  Carson,  suffered 
a “cerebral  accident”  and  is  confined  to  his  home. 
1 am  sure  a note  or  card  from  any  of  his  friends 
would  make  his  convalescence  more  tolerable. 

At  the  county  level  the  big  issue  has  been 
Comprehensive  Health  Planning.  Each  county 
has  a special  committee  to  deal  with  this  sub- 
ject. The  county  chairmen  of  these  committees 
have  each  worked  diligently  and  far  beyond  the 
call  of  duty  to  get  the  concept  and  plans  for  local 
units  “off  the  ground”  so  that  their  plans  can  be 
approved  by  both  the  State  and  Federal  agen- 
cies. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  President 


Examiner’s  System.”  The  speakers  included 
William  A.  Bauman,  M.D.,  chairman  of  the 
State  Society’s  Committee  on  Data  Processing 
in  Medicine;  Eric  Marler,  M.D.,  Research  Di- 
vision, International  Business  Machines  Corpo- 
ration; and  Milton  Helpern,  M.D.,  Chief 
Medical  Examiner,  City  of  New  York. 

Honored  guests  at  our  official  banquet  in- 
cluded Edward  C.  Hughes,  M.D.,  president; 
Felix  Ottaviano,  M.D.,  vice-president;  and 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent, of  the  State  Medical  Society.  Guest 
speaker  was  Richard  Bates,  M.D. 

Our  annual  business  meeting  was  held  on 
September  7.  The  Sixth  District  Branch 
adopted  a budget  to  help  offset  administrative 
expenses.  The  budget  also  includes  continued 
financial  support  of  the  Syracuse  Medical  School 
Chapter  of  the  Student  American  Medical 
Association.  The  membership  also  approved  a 
group  retirement  plan  and  adopted  two  resolu- 
tions concerned  with  Comprehensive  Health 
Planning. 

This  has  been  another  busy  year  for  the  Sixth 
District  Branch  officers.  We  are  indebted  to 
the  presidents  and  members  of  our  component 
counties  for  their  assistance  and  coopera- 
tion. 

Respectfully  submitted, 

Henry  B.  Marshall,  M.D.,  President 
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Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  most  dramatic  change  that  has  taken 
place  during  my  administration  was  the  increas- 
ing responsibility  and  involvement  of  district 
branches  in  regional  medical  programs.  In 
the  Seventh  District  Branch  area,  the  medical 
profession  has  taken  a decidedly  influential 
role  in  most  of  the  programs,  as  follows: 

1.  Our  Regional  Utilization  and  Insurance 
Claims  Project,  initiated  in  1966,  continues  to 
function  under  the  auspices  of  the  Genesee 
Valley  Medical  Foundation.  For  one  reason  or 
another,  this  utilization  program,  sponsored  by 
the  physicians  of  the  11  counties,  has  not  had  all 
the  support  it  should  from  the  physicians  and 
hospitals.  The  committee  project,  however, 
continues  to  do  an  excellent  job  with  the  nursing 
homes  and  extended  care  facilities  for  which  one 
utilization  review  committee  functions  in  be- 
half of  almost  50  institutions.  There  are  a large 
number  of  physician  surveyors  who  do  the 
ground  work  in  this  area  of  endeavor. 

2.  The  Regional  Medical  Program,  known 
as  the  Heart  Disease,  Cancer,  and  Stroke  Pro- 
gram, has  developed  rapidly.  Area  physicians 
are  represented  in  the  different  levels  of  organ- 
ization, such  as  the  advisory  and  planning 
committees.  Nine  grant  applications  have 
been  approved  to  date  for  an  amount  well  over 
a million  dollars  per  year.  Joint  efforts 
with  other  planning  agencies  are  involved. 
Among  the  latest  is  an  effort  to  create  programs 
to  relieve  the  shortage  of  medical  manpower. 

3.  Comprehensive  Health  Planning  came 
into  being  in  this  area  with  the  medical  pro- 
fession organizing  the  basic  committee  engaged 
in  setting  the  tenets  on  which  this  group  would 
be  organized.  The  State  Medical  Society,  the 
Seventh  District  Branch,  and  the  Monroe 
County  Medical  Society  have  all  been  extremely 
active  in  trying  to  get  the  various  counties  in 
the  region  organized  so  that  all  can  take  their 
proper  place  in  this  important  planning  pro- 
gram. An  11-county  region  is  again  being 
utilized.  We  are  now  at  the  point  where  an 
advisory  committee  is  developing  the  Board  of 
Directors,  Constitution  and  Bylaws,  and  or- 
ganizational structure.  The  Nominating  Com- 
mittee is  chaired  by  Gerald  L.  Glaser,  M.D.. 
Rochester,  who  began  as  chairman  of  the  fa- 
mous “committee  of  seven”  to  implement  this 
legislative  act. 

4.  Problems  relating  to  Genesee  Valley 
Medical  Care,  our  Blue  Shield  Plan,  are  gradu- 
ally being  resolved.  During  the  past  year  a 
major  stride  was  made  when  a new  partici- 
pant’s contract  was  promulgated.  This  new 
contract  will  now  permit  physicians  the  freedom 
to  practice  without  requiring  their  participa- 
tion in  this  Blue  Shield  Plan.  There  still  are 
two  or  three  remaining  problems;  however,  the 
future  looks  bright  for  their  resolution. 

5.  With  the  increasing  involvement  of  Blue 
Cross  in  medical  programs,  the  Seventh  District 
Branch  has  sought  and  obtained  representation 
at  the  board  level  of  the  Blue  Cross  organization. 


It  is  our  belief  that  physicians  can  be  of  tre- 
mendous assistance  in  the  development  of  in- 
surance programs  in  the  area. 

During  the  course  of  the  year,  the  Seventh 
District  Branch  endorsed  additional  programs 
for  the  benefit  of  its  membership,  such  as  PRO 
Services,  Inc.,  whose  Keogh  Plan  with  multiple 
investment  options  was  supported,  and  um- 
brella liability  insurance  with  the  Sellers  Agency 
to  improve  the  insurance  program. 

Since  all  of  these  programs  involve  physicians 
on  a regional  basis,  this  brought  the  focus  on 
reorganization  of  the  district  branches.  Com- 
ponent county  society  representatives  contin- 
ually ask  for  answers  to  their  problems,  as  well 
as  demand  improved  communications  in  the 
area.  Plans  are  presently  under  way  to  offer  a 
more  comprehensive  program  in  the  Seventh 
District  Branch  because  of  the  frequent  state- 
ment made  by  physicians  that  they  do  not  have 
enough  time  to  manage  medical  society  affairs. 
The  medical  societies  in  the  urban  areas  seem 
to  be  a natural  hub  around  which  to  develop 
staffs  and  programs  for  the  district  branches. 
Medical  societies  in  the  rural  areas  are  desirous 
of  having  the  same  services  and  adequate  means 
of  bringing  this  about  must  be  found.  Three 
additional  council  meetings  were  held  in  this 
District  during  the  year,  because  of  the  increased 
business  relating  to  these  programs.  It  is 
apparent  that  the  full  potential  of  district 
branches  has  not  been  fulfilled.  With  govern- 
mental programs  being  regionally  based,  dis- 
trict branches  are  now  in  a more  important  and 
strategic  position  than  ever  before.  The  center 
for  most  of  these  governmental  programs  is 
either  in  a medical  center  or  an  urban  area,  and 
communications  with  and  cooperation  with  the 
rural  areas  is  a necessity.  District  branches 
are  organized  so  that  equal  representation, 
as  well  as  regional  representation,  is  provided. 
Medical,  political,  social,  and  economic  changes 
require  time  and  thought  on  the  part  of  physi- 
cians, both  as  individuals  and  as  members  of 
groups,  for  them  to  completely  understand,  to 
interpret,  and,  when  necessary  to  act  on  these 
changes. 

Problems  relating  to  Titles  18  and  19  under 
the  Social  Security  Acts  continue  to  present 
difficulties  and  will  for  some  time  to  come. 
The  complexities  of  comprehensive  health  legis- 
lation are  just  beginning.  The  operation  of  the 
regional  medical  program  is  hardly  under  way. 

The  State  Medical  Society  has  been  talking 
about  the  reorganization  of  district  branches  for 
some  time.  Hopefully,  there  will  be  a report  on 
this  at  the  annual  meeting  in  February,  1969. 
The  activities  of  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  in 
trying  to  establish  committees  comprised  of 
members  at  the  State,  district,  and  county 
levels,  has  caused  increased  activity  in  the  dis- 
trict branches.  One  is  struck  with  the  feeling 
that  individual  physicians  who  comprise  the 
active  membership  of  our  associations  desire 
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adequate  representation  to  conduct  business  for 
them.  The  same  physicians  wish  to  be  kept 
informed  but  are  too  busy  to  give  all  the  time 
necessary  to  the  task.  The  result  of  this  con- 
cern has  brought  this  district  branch  to  re- 
examine its  operation,  its  relationship  to  county 
medical  societies,  and  its  relationship  to  the 
State  Medical  Society  and  will,  undoubtedly, 
result  in  recommendations  for  reorganization  in 
the  near  future.  We  are  proud  of  our  district 
branch,  we  believe  that  physicians  should  work 
closely  together  on  a regional  basis,  that  the 
partnership  with  government  and  other  health 
agencies  is  best  implemented  on  a regional  basis, 
and  that  it  is  important  for  physicians  to  be 
adequately  represented  and  served. 

The  policies  of  this  district  branch  in  de- 
veloping its  annual  meetings  and  communica- 
tions have  proved  quite  helpful.  Six  years  ago, 
35  people  attended  a district  branch  meeting, 
now  we  have  about  270.  A few  years  ago  we 
had  two  meetings  a year  of  the  advisory  coun- 
cil now  it  is  necessary  to  have  four  or  five. 
A short  time  ago  the  only  communications  that 
were  distributed  were  the  minutes  of  the  regular 
meetings  of  the  council.  These  have  now  been 
supplemented  by  key  communications  emanat- 
ing from  the  Monroe  County  Medical  Society. 
The  district  branch  is  now  represented  on  all 
important  regional  health  committees  and 
agencies,  it  is  now  assuming  a new  role  in  the 
medical  world.  This,  we  believe,  requires  a 
total  organization  designed  for  the  benefit  of 
patients  and  physicians  in  the  area. 

A joint  caucus  of  the  Seventh  and  Eighth 
District  Branches  was  held  during  the  annual 
meeting  of  the  State  Medical  Society  in  Febru- 
ary, 1968,  and  will  be  held  again  next  year. 

The  combined  meeting  of  the  Seventh  and 
Eighth  District  Branches,  held  at  the  Dorado 


Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medicine 
and  Religion  are: 

Richard  L.  Butler,  M.D.,  Chairman . ....... 


Onondaga 

Virgil  J.  Sager,  M.D Schenectady 

Stuart  A.  Winning,  M.D.  St.  Lawrence 


The  committee  did  nothing  this  year.  This 
is  a particular  tragedy  in  view  of  the  increased 
emphasis  in  the  public  press  and,  indeed,  in 
governmental  circles  concerning  the  impact 
that  various  organ  transplants  have  had  on 
medical  ethics.  It  seems  fair  to  say  that  tradi- 
tional natural  law  ethics  have  been  always  sus- 
pected in  medicine  and  situational  ethics  always 
of  prime  importance.  This  particular  point, 
however,  has  never  been  appreciated  by  the 
public  before. 

The  chairman  attended  the  Second  National 
Congress  on  Medical  Ethics  held  under  the 


Beach  Hotel,  San  Juan,  Puerto  Rico,  on  Septem- 
ber 25  through  29,  1968,  was  very  successful. 
About  270  physicians  and  their  wives  partici- 
pated in  this  meeting.  An  excellent  scientific 
program  was  presented  by  Puerto  Rican  phy- 
sicians, covering  such  subjects  as  “Sarcoidosis,” 
“Tuberculosis,”  “Social  Economics  of  Health 
Care,”  “The  History  of  the  Puerto  Rico  Blue 
Shield  Plans,”  and  “Comprehensive  Health  Care 
Planning  in  New  York  State,”  was  discussed  by 
Edward  C.  Hughes,  M.D.,  president  of  the 
State  Medical  Society. 

Jose  Alvarez  De  Choudens,  M.D.,  president 
of  the  Puerto  Rico  Medical  Association,  gave 
the  history  of  the  medical  profession  and  health 
care  in  Puerto  Rico,  indicating  that  many  of  the 
problems  which  the  United  States,  as  a whole,  is 
now  facing  have  already  been  faced  in  their 
country.  Problems  of  health  care  coverage, 
adequate  treatment  facilities,  and  reimburse- 
ment programs  together  with  problems  of  nar- 
cotics, alcoholism,  and  pollution  in  an  area  with 
a high  percentage  of  medically  indigent  persons 
were  of  great  interest.  His  conclusion  that 
health  was  too  important  to  leave  to  the  poli- 
ticians presented  a challenge  to  all. 

I would  like  to  extend  my  thanks  to  the  dis- 
tric  branch  officers  and  delegates,  to  Donald  M. 
Irish  and  Richard  Treccase  who  helped  staff  the 
joint  meetings,  and  to  Harry  Dexter,  field  rep- 
resentative of  the  Medical  Society  of  the  State 
of  New  York,  for  his  assistance  in  the  area. 

For  the  information  of  those  concerned,  the 
Seventh  and  Eighth  District  Branches  will 
hold  joint  meetings  at  the  Concord,  Kiamesha 
Lake,  on  October  2 through  5,  1969,  and  at  the 
King’s  Inn,  Grand  Bahamas,  September  30 
through  October  4,  1970. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 


auspices  of  the  American  Medical  Association 
in  Chicago,  on  October  5 and  6.  This  congress 
consisted  of  a two-day  program  in  which  “the 
responsibilities  of  technical  triumphs”  were 
described  as  collective  by  Chauncey  D.  Leake, 
Ph.D.;  the  question  of  “determination  of 
transplant  priorities”  was  begged  in  a round- 
table discussion;  “the  impact  of  an  affluent 
society  on  current  medical  students  in  their 
interest  and  distribution  of  medical  care”  was 
discussed  by  Morton  D.  Bogdonoff,  M.D.,  and  a 
discussion  of  “clinical  and  brain  death,”  a 
criteria  of  acceptability  to  the  nonprofessional 
and  professional  person  alike,  was  given  by 
Frank  J.  Ayd,  M.D.  The  topics  seemed  to  be 
covered  superficially  and  did  not  allow  for 
debate. 

The  Syracuse  Diocese  of  the  Episcopal  Church 
held  a Conference  on  Religion  and  Medicine  on 
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November  8 and  9,  at  the  Thornfield  Conference 
Center  in  Cazenovia.  This  conference  was  of 
interest  to  a number  of  physicians  and  para- 
medical personnel,  as  well  as  ministers  in  the 
upstate  New  York  area.  Dr.  Joseph  Fletcher, 
professor  of  social  ethics,  Episcopal  Theology 
School,  Cambridge,  Massachusetts,  led  a series 
of  discussion  groups  which  clearly  brought  out 
that  medical  ethics  in  the  past,  the  present,  and 
probably  the  future  will  remain  situational  in 
context.  A case  study  method  was  used  which 


Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen  : 

This  is  my  twenty-sixth  annual  report  as 
counsel  for  the  Medical  Society  of  the  State 
of  New  York.  When  I graduated  from  Colum- 
bia University  School  of  Law  in  June  of  1928, 
I accepted  a position  with  Lloyd  Paul  Stryker, 
who  had  just  succeeded  George  W.  Whiteside 
as  counsel  for  the  Society.  The  firm  had  been 
Whiteside  and  Stryker,  and  Mr.  Whiteside 
had  resigned  to  become  a partner  in  the  Chad- 
bourne  firm. 

Among  Mr.  Stryker’s  associates  at  that  time 
were  Lorenz  J.  Brosnan,  attorney  for  the  So- 
ciety, and  Harold  Shapero  who  had  just  grad- 
uated from  Brooklyn  Law  School.  Several 
years  thereafter,  Mr.  Stryker  decided  that  he 
wanted  to  confine  his  activities  to  counsel  work 
in  a selected  group  of  cases,  and  as  that  would 
prevent  him  from  handling  the  increasing 
amount  of  malpractice  litigation,  he  recom- 
mended as  his  successor,  Lorenz  J.  Brosnan. 
Harold  Shapero  then  went  with  Mr.  Stryker. 
I stayed  on  with  Mr.  Brosnan  and  immediately 
assumed  a heavy  burden  of  trial  work,  a great 
part  of  which  was  in  upstate  New  York.  My 
trial  engagements  throughout  the  State  has 
given  me  an  unparalleled  opportunity  to  meet 
members  of  my  own  profession  as  well  as  the 
medical  profession.  My  only  regret  is  that 
time  has  not  permitted  me  to  renew,  as  fre- 
quently as  I would,  the  many  ties  that  I 
cherish. 

Tom  Clearwater,  who  was  my  roommate  in 
law  school,  joined  our  staff  at  the  time  that  Mr. 
Stryker  left,  and  for  many  years  he  assisted 
Mr.  Brosnan  with  the  general  work  of  the  So- 
ciety. On  the  untimely  death  of  Lorenz 
Brosnan,  I was  appointed  counsel,  and  several 
years  later  when  Tom  Clearwater  died,  Robert 
J.  Bell,  who  had  joined  the  firm  in  1933,  became 
attorney  for  the  Society.  He  since  has  been 
with  us  constantly,  except  for  a period  of 
time  he  spent  as  a lieutenant  in  the  Navy  in 
World  War  II.  He  is  a trial  lawyer  of  superb 
ability.  As  I write  this  report,  I have  just 
finished  a case  in  the  United  States  District 
Court  for  the  Southern  District,  and  both  the 
judge  and  the  clerk  went  out  of  their  way  to 


would  seem  to  be  applicable  to  many  county 
medical  societies  as  well  as  to  medical  schools. 

The  chairman  has  been  in  contact  with 
Reverend  Paul  B.  McCleave,  director,  Depart- 
ment of  Medicine  and  Religion  of  the  AMA,  anti 
efforts  are  being  made  to  bring  some  effective- 
ness to  the  work  of  this  committee. 

Respectfully  submitted, 

Richard  L.  Butler,  M.D.,  Chairman 


tell  me  what  a wonderful  person  they  think 
Bob  is  and  how  brilliantly  he  conducted  himself 
in  the  successful  defense  of  a case  he  had  just 
finished  in  that  part.  He  has  now  flown  up  to 
the  western  part  of  the  State  and  is  undertaking 
the  management  and  defense  of  a case  brought 
by  a patient  who  is  quadraplegic  after  spinal 
surgery.  Many  doctors  whom  he  has  de- 
fended have  expressed  to  me  their  deep  ap- 
preciation of  his  skill  and  sympathy  during  a 
time  of  great  stress. 

John  J.  DeLuca  has  been  stalwart  in  the  man- 
agement of  a myriad  of  our  office  problems  and 
has  handled  many  appeals.  He  has  been  with 
us  for  twenty-seven  years. 

We  were  extremely  fortunate  when,  at  the 
suggestion  of  Mr.  Stryker  who  had  then  de- 
cided to  go  into  quasi-retirement,  Harold  Shapero 
came  back  with  us.  He  is  a great  student  of 
the  law  and  a trial  lawyer  who  has  won  the 
respect  of  all  whom  he  meets.  Bob  and  Harold 
are  both  members  of  the  American  College  of 
Trial  Lawyers,  which  is  one  of  the  highest  honors 
that  can  be  conferred  on  a man  who  has  spe- 
cialized in  litigation. 

I am  particularly  proud  of  our  younger  gen- 
eration of  lawyers.  Donald  J.  Fager,  who  has 
been  with  us  since  he  graduated  with  honors 
from  New  York  University  School  of  Law, 
manages  our  office  in  Syracuse.  As  I write 
this  report  he  has,  within  the  month,  success- 
fully concluded  trials  in  Niagara  and  Broome 
Counties.  He  has  spoken  to  various  groups, 
such  as  the  Operating  Room  Nurses  of  Western 
New  York;  the  new  members’  indoctrination 
program  of  the  Oixeida  County  Medical  Society 
and  Central  New  York  Academy  of  Medi- 
cine, Inc.,  and  the  Oixeida  Couxxty  Bar  Associa- 
tion. 

Anthony  Louis  Schiavetti,  Francis  P.  Bensel, 
Daniel  Boone,  Jr.,  and  George  van  Setter  are 
now  seasoned  veterans  of  the  trial  arena. 
Robert  G.  Harley  has  aided  particularly  with 
our  increased  number  of  depositions  and  has 
tried  a number  of  civil  court  cases.  Walter 
G.  Alton,  Jr.,  a graduate  of  Yale  College  and 
Columbia  University  School  of  Law,  is  spend- 
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ing  a period  of  time  in  our  Syracuse  office  where 
he  has  been  of  great  assistance  to  Donald  Fager 
in  helping  to  manage  the  office  and  in  handling 
examinations  before  trial.  Steven  C.  Mandell, 
who  managed  our  trial  calendar  while  complet- 
ing his  work  at  St.  John’s  Law  School,  is  now  a 
member  of  the  Bar,  and  he  has  the  task  of  ar- 
ranging the  time  schedules  of  everyone  in  the 
office.  Frances  Cassebaum,  who  was  with 
us  until  recently,  married  John  Galloway,  III, 
a lawyer  in  White  Plains  and  shortly  thereafter 
resigned  from  the  staff.  We  were  very  pleased 
with  her  work. 

We  have  had  a recent  addition  to  our  staff, 
A.  Baisley  Sheridan,  whom  I have  known  for 
many  years.  After  being  associated  with  the 
Donovan,  Leisure,  Newton,  and  Irvine  firm, 
he  became  counsel  for  the  Intercontinental 
Hotel  Division  of  Pan  American  Airways  from 
which  post  he  retired  last  year.  His  varied 
experience  has  proved  of  great  help  to  me,  and 
he  attends  a number  of  examinations  before 
trial. 

In  addition  to  our  litigation  practice,  the 
work  of  the  office  concerns  itself  with  the  multi- 
plicity of  problems  of  the  Society,  including  at- 
tendance at  all  meetings  of  the  Council,  Board 
of  Trustees,  and  House  of  Delegates  plus  many 
committee  meetings  of  the  Society.  We  attend 
the  meetings  of  the  Malpractice  Insurance  and 
Defense  Board,  and  we  are  at  scores  of  county 
and  district  malpractice  committee  meetings. 
Every  lawyer  in  the  office  has  a number  of  these 
assigned  to  him,  and  the  meetings  are  generally 
held  in  the  evening.  We  spoke  to  many  dif- 
ferent groups  in  the  medical  profession  over 
the  past  year.  Just  as  I write  this  report,  I 
have  come  from  the  biannual  meeting  of  the 
American  Medical  Association’s  symposium 
for  counsel  and  executive  officers  of  state  and 
county  medical  societies  at  which  I read  a paper 
on  some  of  the  problems  connected  with  hospital 
emergency  rooms. 

I was  appointed  by  the  president  of  the 
American  Bar  Association  to  a joint  committee 
of  that  organization  and  the  American  Medical 
Association  and  attended  a meeting  in  Chicago 
where  preparations  were  made  for  a spring 
symposium  for  several  thousand  doctors  and 
lawyers  to  be  held  in  Las  Vegas,  and  I have 
been  asked  to  arrange  that  part  of  the  program 
which  deals  with  the  general  subject  of  proph- 
ylaxis in  the  field  of  medical  malpractice. 

Comparison  of  Malpractice  Statistics. 

I think  it  would  be  interesting  to  compare 
today’s  situation  in  the  field  of  malpractice 
to  that  of  a few  years  ago.  In  looking  over 
some  old  records,  I find  that  when  George 
Whiteside  was  counsel  for  the  Medical  Society 
in  1922  he  reported  on  the  number  of  cases 
instituted  as  well  as  those  disposed  of  between 
November  1,  1921,  and  February  9,  1922. 
There  were  1 1 new  cases  brought  against  mem- 
bers of  the  Society,  and  the  number  of  cases 
disposed  of  in  that  period  was  14.  All  of 
the  latter  were  discontinued,  dismissed,  or 
tried  to  a successful  conclusion  except  one 
which  was  settled  during  trial  for  $250. 


But  even  then  there  were  clouds  on  the  hori- 
zon. In  January,  1922,  a letter  written  by  Mr. 
Whiteside  to  the  Executive  Committee  of  the 
Council  of  the  Medical  Society,  reads  in  part: 

It  is  fast  becoming  a well-known  fact  that  the 
number  of  malpractice  actions  instituted  against 
physicians  are  rapidly  increasing.  This  condition 
does  not  apply  only  to  the  State  of  New  York,  but 
is  applicable  to  other  states  throughout  the  union 
and  also  in  foreign  countries,  and  while  the  number 
of  actions  are  increasing  the  amount  of  damages 
demanded  by  the  claimants  is  likewise  increasing. 
In  the  actions  instituted  between  September  1, 
1920,  and  December  31,  1921,  the  amount  demanded 
in  damages  was  $2,436,752.30,  and  during  the  same 
period  the  amount  of  damages  demanded  in  the 
cases  which  were  disposed  of  was  $570,152.30  leaving 
$1,866,600  demanded  in  damages  by  the  plaintiffs 
in  the  actions  pending  on  January  1,  1922,  this  being 
an  average  of  about  $28,000  per  case. 

It  was  just  about  then  that  the  Malpractice 
Insurance  and  Defense  Board  was  instituted. 

During  1921  in  one  large  upstate  city  there 
were  281  members  of  the  Society  of  whom  139 
were  insured.  The  cost  of  a policy  ranged  from 
$18  for  limits  of  5,000/15,000  to  $42.12  for 
50,000/100,000,  and  only  five  doctors  were 
insured  for  more  than  $25,000.  The  total 
premium  income  was  $3,209.40,  and  that  year 
there  was  paid  out  $19,283  so  that  a fairly 
substantial  raise  in  premiums  was  required  to 
avoid  complete  failure  of  the  plan. 

In  the  same  upstate  city,  current  premium 
rates  for  $100,000/300,000  coverage,  which  is  the 
least  amount  that  any  physician  should  carry, 
costs  a general  practitioner  $145,  a general 
surgeon  $486,  a plastic  surgeon  $617,  and  a 
neurosurgeon  and  orthopedist  $758.  In  New 
York  City  the  rates  for  the  same  coverage  range 
from  $300  to  $1,542. 

The  Wall  Street  Journal  recently,  in  a report 
from  Los  Angeles,  demonstrated  that  this  is 
by  no  means  a situation  unique  to  New  York 
and  said  in  part: 

First  Rise  in  fifteen  years:  ‘The  cost  has  to  go 

somewhere,’  said  a spokesman  for  the  Los  Angeles 
County  Medical  Association.  One  leading  Los 
Angeles  physician  is  being  forced  to  raise  his  fee  for 
the  first  time  in  fifteen  years  because  of  the  increase 
in  his  professional  liability  insurance  premium,  ac- 
cording to  the  association  spokesman. 

Also  contributing  to  higher  medical  costs,  ac- 
cording to  the  association  spokesman,  will  be  the 
tendency  of  doctors  to  have  more  tests  made  than 
they  ordinarily  would  require.  This  can  be  expected, 
he  suggested,  because  doctors  will  feel  the  addi- 
tional or  more  extensive  tests  might  help  them  in 
their  defense  against  any  malpractice  suit  resulting 
from  the  treatment  of  the  patient. 

Spokesman  for  both  the  medical  profession  and 
the  insurance  industry  agree  that  the  higher  rates 
are  caused  by  the  increased  number  of  malpractice 
suits  being  filed  by  disgruntled  patients  and  the 
larger  settlements  being  made  both  in  and  out  of 
court. 

Among  the  same  6,000  doctors  in  Los  Angeles 
County  that  are  insured  through  one  Southern 
California  broker,  there  were  329  malpractice  claims 
filed  during  the  first  seven  months  of  1968,  up  from 
206  claims  in  the  year  earlier  period,  according  to 
a recent  article  by  Dr.  Crum  in  the  medical  associa- 
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t ion's  bulletin.  Tlie  total  IpkiiI  and  settlement 
expenses  for  the  first  seven  months  of  1908  rose  to 
$1.3  million  from  $628,700  in  the  comparable  1907 
period. 

Current  Problems  in  the  Field  of  Mal- 
practice Insurance.  The  American  Medical 
Association  has  a publication  called  Citation, 
and  it  can  be  ordered  by  writing  to  the  Law 
Division  of  the  AMA.  This  collates  most  of 
the  medicolegal  cases,  a considerable  number 
of  which  are  in  the  field  of  malpractice. 

Time  does  not  permit  a detailed  discussion  of 
all  the  current  problems  in  the  field  of  malprac- 
tice insurance.  I have  discussed  many  of 
them  in  past  annual  reports.  It  is  small  con- 
solation that  these  cases  are  being  brought 
against  not  only  doctors,  dentists,  nurses,  hos- 
pitals, osteopaths,  municipalities  and  sani- 
tariums, but  also  against  accountants,  corporate 
executives,  architects,  lawyers,  and  others. 

The  court  rulings  and  decisions  have  in- 
creasingly held  that  there  is  to  be  complete 
disclosure  beforehand,  even  to  the  extent  of 
compelling  the  defendant  doctor  to  testify  as 
an  expert.  The  myth  that  there  is  a conspiracy 
of  silence  which  makes  it  difficult  to  find  a 
doctor  who  will  testify  for  the  plaintiff  is  one 
that  is  preserved  by  the  plaintiffs’  bar  as  a 
standard  gambit.  This  propaganda  is  laughed 
at  by  experienced  counsel  who  know  that  the 
name  of  the  game  is  “money.”  There  are 
plenty  of  physicians  available  to  testify  against 
their  brethren  provided  the  fee  is  adequate, 
and  many  of  these  physicians  are  well  versed 
in  their  field  and  seek  out  opportunities  to 
testify.  They  are  constantly  lecturing  to  groups 
of  lawyers  on  the  technics  of  trying  a malprac- 
tice case. 

A law  firm,  the  members  of  which  are  con- 
stantly saying  that  they  turn  down  a great 
many  cases  and  only  take  the  ones  that  are 
practically  solid  gold,  recently  brought  a case 
against  a surgeon  who  treated  a young  lady 
who  had  been  in  an  automobile  accident.  She 
sustained  multiple  fractures,  bruises,  contu- 
sions, and  lacerations.  She  arrived  at  the 
hospital  in  a coma,  and  the  surgeon  worked 
on  her  for  four  hours  witlY  the  aid  of  several 
residents.  The  end  result  of  all  this  treatment 
was  perfect  except  that  a tendon  in  one  of  her 
fingers,  it  was  alleged,  had  not  been  completely 
repaired.  The  young  lady  was  back  at  work 
in  five  weeks,  and  all  of  her  expenses  were  paid 
by  the  large  corporation  for  which  she  worked 
as  a computer  operator.  Her  duties  as  an  op- 
erator were  in  no  way  impaired,  but  because 
she  had  no  one  else  to  sue,  the  law  firm  brought 
suit  in  the  sum  of  $250,000.  This  is  the  sort 
of  thing  that  makes  a mockery  of  the  law. 

I recently  received  announcements  of  special 
courses  that  will  be  given  for  plaintiffs’  lawyers 
who  wish  to  try  malpractice  cases,  and  the  fee 
is  $175.  The  same  organization  is  offering 
a course  for  defendants’  lawyers,  and  the  fee 
is  the  same.  In  each  course  the  audience  is 
limited  to  50,  and  I am  told  it  is  a sellout. 

It  is  my  opinion  that  the  State  Medical  So- 
ciety and  similar  groups  should  encourage  a 


study  in  depth  of  this  whole  problem  of  medical 
malpractice. 

It  is  vitally  important  to  the  medical  pro- 
fession that  a sound  program  of  malpractice 
insurance  be  available,  and  New  York  State 
with  splendid  management  from  the  Malprac- 
tice Insurance  and  Defense  Board  has  main- 
tained such  a program. 

What  is  the  situation  of  a doctor  who  does 
not  have  malpractice  insurance?  Some  years 
ago,  a distinguished  physician  and  hospital 
were  sued  for  alleged  improper  treatment  of  a 
newborn  child  with  resultant  brain  damage.  It 
is  to  be  remembered  that  any  suit  on  behalf  of 
a child  may  be  brought  up  to  age  twenty-four, 
as  the  statute  of  limitations  does  not  start  to 
run  until  one  reaches  his  majority.  The  lapse 
of  time  was  not  as  great  in  this  case,  but  the 
child  was  twelve  years  of  age  at  the  time  of 
trial.  During  the  period  the  infant  was  being 
treated,  the  doctor-defendant  for  the  only  time 
in  more  than  forty  years  of  practice  was  un- 
insured for  an  interval  of  two  months.  The 
liability  in  the  case  was  questionable,  but  the 
plight  of  the  child  was  extreme.  The  hospital 
had  a $100,000  policy  and  offered  it  all.  To 
avoid  a financial  catastrophe,  the  doctor  paid 
an  additional  $50,000.  If  there  was  any  doubt 
in  his  mind  as  to  what  a verdict  in  such  a case 
might  have  been,  there  was  returned  in  an 
adjacent  court  room  within  the  week  a verdict 
of  $500,000  against  one  of  our  great  hospitals 
for  a child  with  brain  damage.  The  case  is  on 
appeal. 

The  Mayo  Clinic  has  recently  instituted  a 
rule  and  implemented  it  with  a practical  tech- 
nic that  all  patients  must  be  x-rayed  postop- 
eratively  before  being  taken  to  the  recovery 
room.  This  is  long  overdue.  We  have  re- 
ceived a dreary  succession  of  cases  involving 
hemostats,  in  one  instance  three  in  number,  and 
the  same  for  gauzes  which  might  have  been 
discovered  and  removed  if  the  patient  had 
been  x-rayed  promptly.  Incidentally,  there 
is  a tendency  in  many  courts  to  hold  that  the 
statute  of  limitations  for  negligent  failure  to 
remove  a foi'eign  body  does  not  start  to  run 
until  discovery  of  the  same,  and  this  could  be 
many  years  later. 

Just  as  an  indication  of  some  of  the  large 
verdicts  that  have  been  returned,  a settlement 
in  San  Francisco  was  effected  in  the  sum  of 
$211,325  to  the  widow  and  three  children  of  a 
twenty-eight-year-old  barber.  His  death  re- 
sulted two  days  after  he  entered  the  hospital 
for  an  inflamed  hemorrhoid.  He  continued 
to  suffer  pain  and  developed  fever  for  which  he 
returned  to  the  hospital  the  following  day  and 
again  the  next  day  and  made  complaints. 
Cause  of  death  was  due  to  necrotizing  procto- 
colitis with  pyelophlebitis  and  septicemia,  in- 
flammation of  the  rectum,  colon,  portal  vein, 
and  hemorrhoidal  veins.  There  was  a $300,000 
recovery  in  San  Francisco  for  the  wrongful 
death  of  a 42-year-old  husband  earning  $15,000 
a year  who  left  a wife  and  two  children.  He 
developed  gas  gangrene  in  the  area  of  a digoxin 
injection.  He  went  to  the  defendant  hospital 
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complaining  of  pain,  and  he  was  given  digoxin 
and  he  died  the  following  day. 

To  divert  from  the  subject  of  large  verdicts 
for  a moment,  there  was  a pathetic  complica- 
tion in  the  trial  of  a particular  case  recently. 
An  elderly  doctor  from  a rural  area  came  to 
Federal  Court  in  New  York  to  defend  his 
treatment  of  a child.  The  hospital  record  had 
been  obtained  early  in  the  course  of  the  lawsuit 
and  a copy  furnished  to  both  sides,  but  when 
the  record  was  subpoenaed  to  court,  there  were 
two  pages  of  progress  notes  that  formed  no 
part  of  the  original  record.  The  age  of  the 
defendant  led  the  judge  to  seek  a disposition 
by  settlement  but  the  price  was  punitive,  being 
precisely  twice  the  amount  that  had  even  been 
asked  for  at  any  previous  time.  No  doctor 
should  seek  to  add  one  iota  of  comment  to 
either  his  office  record  or  the  hospital  record 
at  a subsequent  time.  Many  insurance  in- 
vestigators insist  on  immediately  photostating 
the  records  and  emphasize  to  the  client  that 
such  is  being  done.  Astute  counsel  for  a 
plaintiff  will  also  have  seen  a copy  of  a hospital 
record  at  the  earliest  date,  and  the  legal  mind 
is  particularly  apt  at  picking  up  changes  of  any 
kind  in  a record.  While  most  of  the  changes 
do  not  involve  any  kind  of  deliberate  decep- 
tion, they  are  just  plain  harmful.  A doctor 
helps  himself  greatly  by  keeping  adequate 
records  especially  where  constant  supervision 
is  needed  in,  say,  the  reduction,  x-raying,  and 
postreduction  care  of  fractures. 

There  is  no  more  fitting  instance  that  I can 
give  of  the  time  and  effort  that  goes  into  the 
preparation  and  trial  of  a malpractice  case  than 
to  call  attention  to  a recent  case  which  was 
tried  in  Nassau  County,  then  was  heard  in 
the  Appellate  Division  of  the  Second  Depart- 
ment, and  finally  in  the  Court  of  Appeals. 
Harold  Shapero  of  our  office  conducted  this 
trial  with  great  skill  for  the  defendant  physician. 
The  case  was  won  for  the  physician  in  the 
court  by  a jury  verdict  which  the  trial  judge 
refused  to  set  aside.  The  verdict  was  sustained 
in  the  Appellate  Division  by  a 4 to  1 vote. 
The  Court  of  Appeals  reversed  it  by  a 4 to  3 
vote.  Ironically,  this  found  a jury  in  favor  of 
the  physician  by  an  11  to  1 vote,  and  of  all  the 
Supreme  Court  judges  who  passed  on  the  case, 
eight  were  in  favor  of  the  doctor  and  five  were 
against  him,  but  it  was  the  one  vote  margin 
in  the  Court  of  Appeals  that  sent  the  case  back 
for  a new  trial.  The  majority  opinion  is  sum- 
marized in  Citation,  October  15,  1968,  issue 
and  is  worth  reading. 

However,  we  strongly  felt  that  the  dissenting 
opinion  in  this  case  by  Judge  Bergen  of  the 
Court  of  Appeals  was  much  the  sounder  de- 
cision. Among  other  things,  Judge  Bergen 
said: 

There  is,  thus,  no  proof  in  the  record  that  the 
administration  of  oxygen  could  cause  the  disease, 
hut  no  proof  that  in  the  critical  period  of  the  first 
ten  days  after  birth  any  different  consequence  re- 
sulted from  a quantity  of  4 or  0 L.  Therefore, 
the  nurses’  notes  on  these  two  quantities  could  not 
become  a basis  of  liability  on  this  record. 


For  similar  reasons  the  complaint  against  the 
defendant  hospital  was  properly  dismissed  by  the 
trial  judge.  There  is,  as  the  hospital  argues  here, 
‘no  evidence  that  the  administration  of  6 L.  of 
oxygen  at  the  times  set  down  in  the  nurses’  notes 
caused  the  disease.’ 

The  hospital’s  procedures,  as  well  as  those  of  the 
physicians,  followed  accepted  standards  of  medical 
care  in  June  and  July  of  1953.  The  proof  was  that 
the  administration  of  supplementary  oxygen  was 
followed  in  many  of  the  leading  hospitals  at  that 
time. 

That  later  scientific  discovery  showed  some  other 
procedure  should  have  been  followed,  ought  not  to 
bring  home  a retroactive  liability,  either  to  physician 
or  hospital.  The  prime  purpose  of  the  procedure 
was  to  save  the  lives  of  the  children;  that  later 
knowledge  showed  the  serious  side-effects  might 
have  been  avoided  ought  not  spell  out  liability  under 
this  record. 

Patient  Consent  to  Therapy:  The  Prob- 
lem of  Informed  Consent.  I have  dis- 
cussed this  at  length  in  recent  reports,  but  it 
is  a matter  of  great  moment  because  the  plain- 
tiffs’ bar  is  constantly  trying  to  liberalize  what 
seems  to  be  the  present  consensus  of  the  law. 
Recently  I read  from  cover  to  cover  the  Au- 
tumn, 1967,  issue  of  Duke  University’s  publica- 
tion, Law  and  Contemporary  Problems,  which 
was  devoted  to  “Medical  Progress  and  the 
Law.”  It  is  a fascinating  issue,  and  I would 
urge  you  to  get  a copy  for  your  hospital  library. 

The  same  Journal  has  a discussion  of  the 
case  of  Bowers  v.  Talmage,  decided  by  the  Third 
District  Court  of  Appeal  of  Florida  in  December, 
1963.  In  this  case  the  doctor  was  held  liable 
for  not  disclosing  the  serious  risks  in  the  pro- 
posed surgery.  The  plaintiff  was  a nine-year- 
old  boy  who  had  spells  and  was  taken  by  his 
mother  to  a neurologist.  The  neurologist  was 
in  doubt  as  to  whether  the  difficulty  was  emo- 
tional or  organic  and  suggested  that  an  arterio- 
gram be  done  rather  than  psychiatidc  treatment. 
The  doctor  did  not  disclose  to  the  parents  that 
arteriograms  have  serious  side  effects  in  3 per 
cent  of  the  cases,  and  the  boy  ended  up  with  a 
partial  paralysis. 

The  case  of  Wilson  v.  Scott  is  another  one 
that  sounds  a warning.  This  case  involved 
a stapedectomy  with  a vein  graft.  The  opera- 
tion was  relatively  new  and  considered  to  be 
a delicate  and  complex  one.  After  the  opera- 
tion, the  patient  experienced  vertigo,  insta- 
bility, tinnitus,  and  a total  loss  of  hearing  in 
his  left  ear.  The  patient  said  that  he  had  not 
been  warned  of  any  of  these  hazards,  but  the 
doctor  testified  that  1 per  cent  of  the  patients 
suffer  from  a total  loss  of  hearing  as  a result  of 
this  operation,  and  it  is  “a  very  standard  pro- 
cedure.” The  patient  also  testified  that  the 
doctor,  in  discussing  the  probable  results,  told 
him  about  statistical  experiences  in  terms  of 
“we,”  from  which  he  inferred  that  the  doctor 
had  performed  this  specific  operation  pre- 
viously. Although  the  doctor  had  performed 
related  operations,  his  experience  with  this 
specific  procedure  had  been  confined  to  opera- 
tions on  cadavers.  The  Court  said  in  part: 

“This  duty  is  based  on  the  patient’s  right 
to  information  adequate  for  him  to  exercise 
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an  informed  consent  to  or  refusal  of  the  pro- 
cedure.” 

But  the  plaintiff  has  the  burden  of  proving 
by  expert  medical  evidence  what  a reasonable 
medical  practitioner  of  the  same  school  and  in 
the  same  or  similar  community  under  the  same 
or  similar  circumstances  would  have  disclosed 
to  his  patient  about  the  risks  incident  to  a 
proposed  diagnosis  or  treatment. 

Compensatory  and  Punitive  Damages. 

Some  years  back,  in  one  of  my  annual  reports, 
I mentioned  that  more  than  occasionally  we 
will  find  a situation  where,  as  a result  of  an 
automobile  accident,  either  the  plaintiff  can- 
not collect  enough  from  the  driver  of  the  car 
or  the  company  insuring  the  car  feels  that  the 
injuries  were  greatly  aggravated  by  malpractice 
on  the  part  of  the  attending  physician.  Re- 
cently there  was  returned  a verdict  of  $407,500 
in  an  automobile  accident,  and  there  was  also 
a malpractice  case  against  the  treating  physi- 
cians and  a hospital.  Since  the  verdict  em- 
braced all  of  the  injuries  sustained  by  the 
patient,  a motion  was  made  to  dismiss  the  mal- 
practice case.  Meanwhile,  the  automobile 
case  was  settled  by  payment  of  a total  of 
$190,000  which  included  the  limit  of  the  auto- 
mobile policy  of  $100,000  and  $90,000  by  the 
defendant  personally,  with  the  finding  that 
“that  was  all  that  in  good  conscience  could  be 
obtained  from  defendants  without  putting  them 
into  absolute  dire  financial  stress  had  there  been 
execution  of  the  judgment.”  As  to  the  motion 
made  by  the  defendant  doctors  to  have  the  case 
dismissed,  the  Court  said  in  part: 

“Here  there  is  no  dispute  that  plaintiff 
was  not  paid  the  amount  of  the  judgment  ob- 
tained by  him.  In  accepting  what  he  could 
get  from  the  judgment  debtor  and  the  latter’s 
carrier,  the  plaintiff  was  merely  getting  part 
payment  on  account  of  his  injuries.  He  did 
not  thereby  receive  ‘satisfaction’  from  the 
defendants  in  the  negligence  action.  To 
what  extent  the  moneys  received  by  plaintiff 
may  have  included  payment  for  the  ag- 
gravated injuries  cannot  be  determined  on 
this  motion.  . . . The  issues  presented,  im- 
possible of  disposition  by  the  Court  as  a 
matter  of  law  on  motion,  must  be  resolved 
by  the  trier  of  the  facts  upon  trial.” 

Attention  must  be  called  to  the  severe  duty 
placed  on  hospitals  and  physicians  to  see  that 
helpless  people  are  carefully  watched,  partic- 
ularly when  they  are  new  to  the  hospital  and 
unaccustomed  to  their  surroundings.  It  is 
said  that  upward  of  5,000  accidents  a year 
occur  to  patients  in  hospitals,  and  46  per  cent 
of  these  involve  falls  from  bed.  Chances  must 
not  be  taken.  Recently  we  defended  a fine 
institution  that  had  an  active  little  old  lady, 
who  came  in  with  one  eye  out,  to  be  operated 
on  for  glaucoma  in  the  other  eye.  She  was 
quite  firm  in  her  wish  to  go  to  the  bathroom 
instead  of  using  a bedpan.  A nurse  assisted 
her  to  the  bathroom  and  left  her  alone.  Another 
nurse  heard  a thump  and  went  in.  The  patient 
had  fallen  to  the  floor  and  broke  her  hip.  Prior 
thereto  a number  of  medications  had  been 


given  to  her,  the  net  effect  of  which,  we  are 
told,  was  to  slow  her  reflexes  and  make  her 
drowsy.  One  nurse  said  that  the  patient  had 
been  given  a cord  to  hold,  and  there  was  a 
button  she  could  push  if  she  got  into  trouble. 
A settlement  resulted. 

Legal  Problems  of  Hospital  Emergency 
Rooms.  Recently,  at  a meeting  in  Chicago 
of  state  and  county  medical  society  officers, 
I spoke  on  the  legal  problems  of  hospital  emer- 
gency rooms.  As  Louis  Lasagna,  M.D.,  says 
in  his  provocative  book,  Life,  Death  and  the 
Doctor , these  are  increasing  significantly  be- 
cause, “Some  hospitals  have  had  a 500  per  cent 
increase  in  emergency  room  traffic  since  World 
War  II,  with  a change  in  the  nature  of  the  visits 
from  true  emergencies  to  a more  or  less  repre- 
sentative cross  section  of  complaints,  many 
of  them  chronic  in  nature.” 

There  is  a discussion  of  the  general  law  as  it 
relates  to  emergency  room  treatment  contained 
in  American  Law  Reports  2d.  The  introductory 
remarks  in  the  section  entitled,  “Hospital’s 
liability  as  to  diagnosis  and  care  of  patients 
brought  to  emergency  ward,”  read  as  follows: 

“Surprisingly  few  cases  have  been  found 
involving  the  situation  here  considered,  that 
is,  the  liability  of  a hospital  for  negligence 
in  connection  with  the  care  and  treatment 
of  a patient  allegedly  brought  to  an  emergency 
room  or  ward.  In  most  of  these  cases  lia- 
bility has  been  denied,  either  on  the  theory 
that  the  defendant  was  not  chargeable  with 
negligence  under  the  circumstances  or  be- 
cause any  such  negligence  was  not  shown 
to  have  caused  injury.” 

But  that  is  not  our  experience.  I men- 
tioned some  years  ago  the  Petry  case,  decided 
in  1944,  where  a patient  in  the  emergency  room 
fell  off  a table,  and  there  was  a monetary  re- 
covery. In  another  case,  the  patient  went 
to  the  emergency  room  early  in  the  morning 
in  a very  apprehensive  state.  He  was  seen  by 
a nurse  who  called  a physician  in  the  group 
practice  to  which  the  patient  subscribed.  The 
patient  was  sent  home  and  told  to  come  back 
the  next  morning,  only  to  die  of  a heart  attack 
as  he  was  climbing  the  stairs  after  he  reached 
home.  This  case  was  eventually  settled  by  a 
payment  of  $45,000  by  the  hospital  and  $20,000 
by  the  physician. 

In  June,  1962,  we  had  a case  involving  a 
leading  voluntary  hospital  in  the  city  where 
a five-year-old-child  was  brought  in  at  a time 
when  the  emergency  room  was  understaffed 
because  of  a hospital  party.  The  mother  of 
the  child,  who  was  not  particularly  literate, 
was  asked  to  fill  out  an  accident  form  and  give 
the  child’s  complaints.  The  mother  wrote 
down  that  the  boy’s  arm  bothered  him  and 
showed  bruises.  The  clerk  testified  that  after 
the  mother  had  filled  in  and  signed  the  history 
form,  she  said  to  the  clerk,  “Miss,  would  you 
put  ‘head’  on  that  paper?”  The  clerk  then 
was  questioned  by  plaintiff’s  counsel  as  fol- 
lows: 

Q.  “Had  the  boy  vomited  before  you  took 
this  sheet  to  the  doctor? 
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A.  “Yes.” 

The  doctor  said  that  when  he  first  examined 
the  boy,  he  did  not  see  anything  wrong  except 
for  an  abrasion  of  the  shoulder,  but  then  in  his 
examination  before  trial  he  said  he  told  the 
mother:  “I  could  not  find  anything  seriously 

wrong  with  the  child  after  examining  him; 
that,  however,  one  never  knew  about  these 
things.  A car  accident  could  result  in  deep 
injuries  which  are  not  detectable  at  the  time; 
that  she  should  look  for  certain  signs  such  as 
dizziness,  nausea,  vomiting,  headache,  and 
excessive  sleepiness;  and  should  any  of  these 
things  occur  to  bring  the  child  right  back.” 
The  doctor  was  then  asked: 

Q.  “Were  you  aware  of  the  fact  that  the 
child  had  vomited  already? 

A.  “Yes,  it  says  so  in  the  record  here. 

Q.  “Well,  no,  forgetting  the  record,  were 
you  aware  of  the  fact  personally? 

A.  “Yes,  because  the  child  went  out,  and 
by  the  time  I came  out  to  speak  to  the  mother 
he  had  vomited  there.  That  was  the  first  time 
he  vomited  in  the  emergency  room.” 

Then  he  said  he  brought  the  child  back  and 
re-examined  him  thoroughly  and  found  nothing. 
He  said  he  had  seen  many  children  in  this  age 
group  vomit  after  this  type  of  trauma.  He 
said  he  did  not  record  the  second  examination 
because  it  was  substantially  the  same  as  the 
first.  The  testimony  of  the  nurse  revealed  that 
the  emergency  room  was  very  busy  that  night, 
and  there  was  a shortage  of  stretchers  and 
“nurses  were  popping  in  and  out.”  As  it 
turned  out,  most  of  the  staff  was  at  the  party. 
The  testimony  showed  that  the  doctor-de- 
fendant was  very  busy  that  night.  The  judge 
before  whom  we  had  a settlement  conference 
said  that  he  was  “outraged  that  this  boy  came 
in  vomiting  after  having  been  hit  by  a truck 
and  was  sent  home  only  to  come  back  in  a deep 
coma  and  die  after  a tracheotomy  was  done.” 
The  autopsy  showed  “a  moderate  hemorrhage 
over  the  left  frontal  temporal  and  parietal 
region.  There  was  a linear  fracture  of  the 
left  frontal  parietal  temporal  region,  measuring 
6 inches  in  length.  There  was  an  extradural 
hemorrhage  extending  over  the  left  frontal 
parietal  lobes  laterally  composed  of  clotted 
blood  which  weighs  70  Gm.”  While  it  is  true 
that  signs  of  an  impending  mass  such  as  an 
extradural  hemorrhage  may  come  about  slowly 
with  no  clear  suggestion  of  a head  injury,  an 
x-ray  film  should  have  been  taken.  Vomiting 
was  a danger  sign,  although  it  does  not  neces- 
sarily point  to  a skull  injury.  Settlement 
was  effected  by  a payment  of  $10,000  on  behalf 
of  the  carrier  for  the  truck,  and  $7,500  each 
on  behalf  of  the  physician  and  the  hospital. 

In  June,  1967,  the  emergency  room  of  a volun- 
tary hospital  had  brought  to  its  doors  a hotel 
waiter  who  had  had  a profound  seizure  which 
rendered  him  unconscious  for  a period  of  time 
and  from  which  he  rallied  when  he  reached  the 
hospital.  He  spoke  practically  no  English, 
and  an  interpreter  was  not  present.  He  was  in 
the  emergency  room  a total  of  twenty-seven 
minutes.  Diphenylhydantoin  (Dilantin)  was 


prescribed,  and  he  was  told  to  come  back  in  a 
few  days  for  a complete  physical  examination. 
Within  a short  period  of  time  he  was  found  be- 
headed on  the  tracks  at  an  uptown  subway 
station.  All  the  authorities  indicated  that 
this  was  not  the  way  to  treat  a suspected  epilep- 
tic and  particularly  one  who  is  alone  and  can- 
not speak  English.  A settlement  was  made. 

In  February,  1968,  in  Westchester  County, 
there  was  a $59,000  verdict  returned  against 
a doctor  and  a hospital.  A young  married  girl, 
who  was  participating  in  a choral  group,  was 
hit  over  the  head  with  a heavy  object  by  one 
of  a group  of  ruffians  that  invaded  the  group. 
She  went  to  the  hospital  where  the  intern 
treated  the  laceration  and  discharged  her  with- 
out taking  an  x-ray  film.  When  she  got  home, 
she  was  sick,  and  her  husband  called  their 
doctor  only  to  find  that  he  was  out  of  town. 
A physician,  who  made  a practice  of  covering 
doctors  but  did  not  himself  carry  any  insurance, 
told  the  husband  to  take  her  to  the  hospital, 
and  he  would  meet  them  there.  We  repre- 
sented one  of  the  defendants  who  became  in- 
volved because  when  he  came  in  to  see  his  own 
patients  on  a Sunday  morning  one  of  the  nurses 
asked  him  to  look  at  the  girl  because  no  one 
had  seen  her.  Our  doctor  promptly  called 
the  covering  doctor  and  told  him  to  get  right 
down  to  the  hospital.  There  was  some  dispute 
as  to  which  doctor  said  he  would  call  in  a 
neurosurgeon,  but  at  any  rate,  the  girl  was  not 
operated  on  for  many  more  hours  and  now  suf- 
fers from  permanent  brain  damage. 

The  emergency  room  should  be  set  up  so  that 
a specialist  is  always  on  call,  and  it  is  becoming 
increasingly  clear  that  a hospital  may  not  wait 
on  the  whim  of  a private  doctor.  This  princi- 
ple was  established  in  the  Illinois  case  of  Darling 
v.  Charleston  Community  Memorial  Hospital 
wherein  the  court  stated  that  if  a nurse  is  aware 
that  a private  patient  of  a physician  on  the 
staff  is  not  receiving  prompt  and/or  adequate 
treatment,  it  is  the  duty  of  the  nurse  to  inform 
the  hospital  authorities  so  that  the  situation 
may  be  remedied  as  soon  as  possible. 

We  had  another  case  in  March,  1967,  which 
after  nine  days  of  trial  was  settled  for  a total 
of  $55,000,  $15,000  was  paid  on  behalf  of  the 
physician  and  the  balance  was  paid  on  behalf 
of  the  hospital.  The  doctor  who  had  a some- 
what tenuous  connection  with  a voluntary  hos- 
pital thought  the  patient  had  pneumonia.  He 
called  an  ambulance  and  left  a note  that  the 
patient  had  pneumonia.  The  admitting  phy- 
sician at  the  hospital  had  an  x-ray  film  taken, 
decided  the  patient  did  not  have  pneumonia, 
gave  her  an  injection  of  terramycin,  and  sent 
her  home.  The  private  physician  learned  noth- 
ing until  1 :00  p.m.  the  next  day.  He  again  ar- 
ranged for  an  ambulance  but  it  took  hours,  and 
when  the  patient  was  taken  for  a second  time  to 
the  hospital,  she  was  told  they  did  not  have  any 
room  and  was  sent  to  a city  hospital  where  she 
died  of  pneumonia  within  a few  days. 

Recently  there  was  a $210,000  verdict  re- 
turned in  Nassau  County  against  a general 
practitioner,  a radiologist,  and  a hospital  which 


346  New  York  State  Journal  of  Medicine  / January  15,  1969 


verdict  was  set  aside  by  the  trial  court,  and 
the  case  is  now  on  appeal.  It  involved  a strange 
factual  situation.  On  the  afternoon  of  April 
12,  1962,  the  deceased,  a salesman,  had  about 
three  alcoholic  drinks  with  an  associate  in  New 
York  City.  He  then  left  the  restaurant  about 
5:30  p.m.  and  took  a Long  Island  Railroad 
train  from  Pennsylvania  Station  to  go  home. 
While  driving  his  car  from  the  railroad  station 
to  his  home,  the  deceased  collided  with  the 
rear  of  a standing  truck,  and  his  body  forcibly 
struck  the  steering  wheel.  He  was  taken  by 
ambulance  to  the  emergency  room  of  a large 
hospital,  arriving  about  7:20  p.m.  The  hospi- 
tal record  shows:  “Possible  chest  injury: 

cuts  around  the  mouth.”  It  also  showed  that 
he  was  the  driver  of  a car  which  had  been  in- 
volved in  a collision  with  a truck.  Thereafter, 
an  intern  spoke  to  him  and  treated  him  in  the 
emergency  room,  and  the  intern  recorded  the 
following  on  the  hospital  record:  “Patient 

involved  in  auto  accident  has  small  lacera- 
tion under  lip  -slight  tenderness  over  chest 
otherwise  orthopedic  examination  showed  nega- 
tive results  patient  admits  to  having  been 
drinking  and  smells  of  alcohol  pupils  equal 
and  react  to  light — no  motor  or  sensory  loss, 
deep  tendon  reflexes  were  hypoactive  but  equal 
— no  pathologic  reflexes.  Patient  refused  suture 
of  laceration.  Wound  cleaned  and  dressed. 
Patient  referred  to  local  medical  doctor.”  The 
patient  insisted  on  going  home  and  signed  the 
following  statement: 

“This  is  to  certify  that  I leave  the  hospital 
of  my  own  accord,  against  the  advice  and 
consent  of  the  attending  physicians,  and  I 
hereby  release  the  said  hospital  and  attend- 
ing physicians  from  all  responsibility  in  the 
matter.” 

The  following  day  he  was  in  great  pain,  and 
he  and  his  wife  went  to  see  their  family  physi- 
cian, but  he  was  out  of  town.  After  a number 
of  calls,  they  went  to  see  another  doctor  who 
was  one  of  the  defendants.  He  examined 
the  patient  and  then  sent  him  to  the  defendant 
radiologist  whom  we  represented.  Our  de- 
fendant said  he  was  requested  only  to  take  a 
picture  of  the  chest,  but  the  referring  doctor 
said  that  he  had  requested  a picture  of  the 
chest  and  abdomen.  The  chest  x-ray  films 
showed  some  fractured  ribs  which  were  strapped. 
The  patient  then  went  home  and  despite  his 
wife’s  pleas  insisted  on  going  to  work  in  New 
York  City;  however,  he  did  not  feel  well, 
and  he  came  home  early  that  day  and  went  to 
bed.  No  doctor  was  called.  The  next  day 
he  was  too  ill  to  go  to  work,  but  the  following 
day  against  his  wife’s  entreaties,  he  again  in- 
sisted on  going  to  work,  and  did  so.  While 
at  work  he  collapsed  and  was  taken  by  am- 
bulance to  a city  hospital  where  he  was  found 
to  be  in  shock.  He  was  given  emergency  treat- 
ment and  was  treated  there  frorh  his  admission 
on  April  18  to  June  26,  1962,  when  he  died. 
On  admission  to  the  last  hospital,  it  was  found 
that  he  had  a pneumothorax,  but  it  was  not 
until  shortly  before  his  death  that  it  was  found 
that  he  had  a traumatic  rupture  of  the  duode- 


num. He  was  a substantial  wage  earner  with 
a large  family.  No  action  was  brought  against 
the  second  hospital.  We  need  not  go  into  all 
the  reasons  the  judge  gave  for  setting  aside 
the  verdict  against  all  defendants.  But  it  is 
interesting  to  note  that  the  verdict  against  the 
hospital  was  set  aside  for  the  following  reasons: 

1.  His  insistence  on  leaving  the  hospital 
without  further  treatment. 

2.  His  signed  statement  that  he  was  leaving 
against  the  hospital’s  advice  and  consent  and 
was  releasing  the  hospital  from  all  responsi- 
bility. 

3.  His  seeing  his  own  doctor  on  the  hospi- 
tal’s advice,  all  absolve  the  hospital  of  respon- 
sibility. 

Reforms  in  Malpractice  Law.  When  I 
was  in  Chicago,  I learned  of  the  efforts  of  the 
California  Medical  Association  to  effect  by 
legislation  some  reforms  in  the  malpractice  law. 
One  which  the  Society  thought  it  would  have 
some  difficulty  in  implementing  was  passed, 
and  I think  it  is  a good  one.  It  will  make 
unavailable  to  the  plaintiffs  the  reports  of 
tissue  committees,  review  committees,  and 
other  types  of  similar  reports.  This  has  merit 
because  the  work  that  these  committees  do  is 
for  general  educational  purposes  and  to  give 
the  hospital  a better  opportunity  to  observe 
its  staff.  This  work  would  never  be  conducted 
with  candor  if  the  reports  could  be  made  part 
of  a lawsuit. 

In  California  they  are  also  anxious  to  have 
the  plaintiff  post  a bond  for  $500  in  a malprac- 
tice case  to  make  sure  that  some  costs  are  paid 
for  if  the  action  is  lost.  This  would  have  little 
chance  in  New  York  where  the  philosophy 
exists  that  people  should  be  able  to  sue  any- 
body and  pay  very  little  for  the  privilege. 

They  are  worried  about  the  doctrine  of  res 
ipsa  loquitor;  namely,  if  an  untoward  result 
occurs,  the  defendant  is  called  on  to  produce 
an  adequate  defense.  (This  is  an  oversimplifi- 
cation but  space  does  not  permit  further  dis- 
cussion.) 

Finally,  I would  like  to  quote  from  a recent 
speech  by  The  Right  Honorable  Lord  Justice 
Edmund  Davies  at  The  Royal  Society  of 
Medicine  in  London.  In  his  talk  on  the  general 
subject  of  medicine  he  said:  “As  a dedicated 

hypochondriac,  I am  happiest  when  I find  my- 
self in  the  company  of  doctors.  Perhaps  that 
startling  confession  will  raise  the  spirits  a little, 
for  the  sad  and  simple  truth  is  that  not  every- 
one likes  medical  men.  And  that  is  no  new 
thing,  for,  of  course,  you  remember  the  sixteenth 
century  lines  of  John  Owen: 

‘God  and  the  Doctor  we  alike  adore, 

But  only  when  in  danger,  not  before 

The  danger  o’er  both  are  alike  requited 

God  is  forgotten  and  the  Doctor  slighted.’  ” 

Acknowledgments.  I am  most  grateful 
to  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president,  whom,  I am  proud 
to  say,  was  with  our  office  for  many  years,  for 
their  kindly  consideration  of  me  at  all  times. 
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To  the  members  of  the  Malpractice  Insurance 
and  Defense  Board  and  to  the  members  of 
various  county  malpractice  committees  through- 
out the  State,  we  express  our  appreciation  for 
the  patience  and  understanding,  shown  in  their 
consideration  of  our  many  problems. 

James  Arnold,  who  formerly  was  in  charge  of 
H.  F.  Wanvig,  Inc.,  has  retired,  and  we  ex- 
tend our  best  wishes  to  him.  Frank  Appleton 
is  now  in  charge  of  the  Society’s  program,  and 
he  and  his  staff  continue  to  be  of  invaluable 
help  in  handling  the  initial  management  of 
claims  and  cases. 

The  Employers  Mutuals  of  Wausau  have 
continued  to  provide  us  with  extremely  able 
investigation  and  claim  management  in  all 
parts  of  the  State.  I would  particularly  like 


to  express  my  gratitude  to  John  E.  Linster, 
vice-president  of  the  Claim  Department,  as 
well  as  Messrs..  Marx,  Hanner,  Gordon, 
Bourbeau,  Andreotta,  Aversa,  and  Vitacco, 
of  the  New  York  City  office,  who  untiringly 
assist  us  in  the  management  of  our  cases. 
The  fine  upstate  office  staff  includes  Mr.  Lester 
in  the  Buffalo  office  and  Messrs.  Bollman, 
Duggan,  and  Byrne  in  the  Syracuse  office. 

Finally,  I must  pay  tribute  to  the  legion  of 
doctors  who  have  been  of  immeasurable  help 
to  us  in  handling  the  complex  problems  which 
we  are  faced  with  daily.  To  name  even  a score 
of  them  would  be  to  slight  the  others. 

Respectfully  submitted 
William  F.  Martin,  Legal  Counsel 
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the'Actiori’gap 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto". ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
"communications"  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  8,  1969  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D. 
Team  Physician,  Cornell  University 

A.  Head  and  Neck  Injuries 

B.  The  Trainer’s  Role  in  High  School  Athletics 

C.  Rehabilitation  of  the  Injured  Athlete 

D.  Highlights  of  the  Olympics 

Luncheon — 12:30  p.m.  Guest  Speaker:  “Sleepy”  Jim  Crowley 
Quarterback  ‘The  Four  Horsemen  of  Notre  Dame' 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  M.  Laurens  Rowe,  M.D. 
University  of  Rochester  Medical  School 

E.  First  Aid  Field  Decision  Workshops 

F.  Training  and  Conditioning  for  Baseball 

G.  Principles  of  Conditioning 

H.  Boxing 

Sports  Cinema  Program  (to  be  shown  every  2 hours) 

I.  Taping  of  Ankle  and  Knee 

2.  Taping  of  Wrist  and  Shoulder 

3.  Fitting  of  Helmets 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
Proceedings  of  1968  Sports  Symposium  will  be  distributed. 


352 


163rd 

Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  9-13,  1969 

at  the 

Americana  of  New  York 

New  York  City 


ll  C/h  ll  C/htS  . . . General  Sessions:  Endocrinology;  Gastroenterology  for  the  Physician  and 
irgeon;  Neurologic  Complications  Accompanying  other  Disease  States 


26  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 
President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


jmplete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


3mericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

C'ty State.... 
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Medical  News 


Institute  to  study  progeria 

Physicians  are  requested  to  refer  patients  for  a 
study  of  progeria  (Hutchinson-Gilford  syn- 
drome) being  conducted  by  the  National  In- 
stitute of  Child  Health  and  Human  Develop- 
ment at  the  Gerontology  Research  Center  in 
Baltimore,  Maryland.  The  purpose  of  this 
study  is  to  demonstrate  whether  or  not  char- 
acteristics of  aging  or  senescence  in  man  are 
shared  by  patients  with  progeria. 

Needed  are  children  or  adolescents  with 
typical  features  of  progeria,  such  as  cachectic 
dwarfism,  relative  normocephaly,  normal  in- 
telligence, bird-like  facies,  bilaterial  cox  valga, 
hypoplasia  of  mandible,  hypoplasia  of  clavicles 
and  senile-appearing  skin,  and  also  suspected  or 
proved  arteriosclerosis  or  atherosclerosis.  Stud- 
ies performed  will  include  physiologic  testing, 
punch  skin  biopsy  for  collagen  characterization 
and  fibroblast  tissue  culture,  cardiologic  evalua- 
tion with  exercise  electrocardiogram,  other 
biopsies  if  clinically  indicated,  and  chromosomal 
analysis. 

Selected  patients  will  be  admitted  to  the 
Gerontology  Research  Ward  at  Baltimore  City 
Hospitals.  On  completion  of  their  studies, 
patients  will  be  returned  to  the  care  of  the  re- 
ferring physicians  who  will  receive  a summary 
of  the  findings. 

Physicians  interested  in  having  then-  patients 
considered  for  admission  to  this  study  may  write 
or  telephone  to:  William  Reichel,  M.D., 

Gerontology  Research  Center,  National  In- 
stitute of  Child  Health  and  Human  Develop- 
ment, Baltimore  City  Hospitals,  Baltimore, 
Maryland  21224.  The  telephone  number  is 
342-5400,  extension  1726,  area  code  301. 

Sanger  Research  Bureau  affiliates 
with  Columbia  University 

The  Margaret  Sanger  Research  Bureau,  New 
York  City,  has  become  affiliated  with  the  In- 
ternational Institute  for  the  Study  of  Human 
Reproduction  at  Columbia  University.  The 
agreement  of  affiliation  provides  for  the  Bureau 
to  be  the  basis  for  the  development  of  the  In- 
stitute’s clinical  division,  which  will  be  known  as 
the  Margaret  Sanger  Memorial.  Margaret 
Sanger,  world  pioneer  in  the  field  of  birth  con- 
trol and  family  planning,  died  in  September, 
1966. 


Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


As  part  of  the  Institute,  the  Margaret  Sanger 
Memorial  will  continue  the  work  begun  by  the 
Bureau  forty-five  years  ago  in  providing  clinical 
services  and  research  and  education  in  family 
planning  and  human  fertility.  Howard  C. 
Taylor  Jr.,  M.D.,  d hector  of  the  Institute,  said 
the  Memorial  “will  bring  a vitally  needed  addi- 
tion to  the  Institute  that  will  round  out  the  en- 
tire program  and  be  invaluable  for  research  and 
education  in  all  divisions  of  the  Institute.” 

The  Margaret  Sanger  Memorial  will  occupy 
two  floors  in  a new  building  to  be  built  for  the 
Institute  at  the  Columbia-Presbyterian  Medical 
Center.  Under  the  affiliation  agreement,  the 
Bureau  will  continue  operating  at  its  present 
site  until  the  time  of  merger  in  the  Institute’s 
building.  The  Bureau  is  located  at  17  West  16th 
Street,  New  York  City,  in  the  precivil  war  house 
which  was  formerly  Margaret  Sanger’s  home. 
It  was  there  that  she  founded  the  Bureau  in 
1923. 

Foundation  of  Thanatology  established 

The  Foundation  of  Thanatology,  devoted  to 
scientific  and  humanistic  inquiries  into  death, 
loss,  grief,  and  bereavement  has  been  es- 
tablished. 

Through  an  educational  and  publication 
program,  this  nonprofit  organization  will  serv- 
ice the  interdisciplinary  needs  of  workers  in 
the  fields  of  the  health  professions,  theology, 
psychology,  the  social  sciences,  and  others  and 
will  also  be  of  direct  assistance  to  the  bereaved. 

Associate  membership  is  available  to  all  in- 
terested. The  Foundation’s  president  is  Aus- 
tin H.  Kutscher,  D.D.S.,  Columbia-Presby- 
terian Medical  Center,  630  West  168th  Street, 
New  York  City;  chairman  of  the  Executive 
Committee  is  Bernard  B.  Schoenberg,  M.D.; 
chairman  of  the  multidisciplinary  Professional 
Advisory  Board  is  Arthur  C.  Carr,  Ph.D.;  and 
chairman  of  the  Research  Committee  is  David 
Peretz,  M.D. 

Personalities 

Elected.  Irvin  Klein,  M.D.,  medical  director 
of  the  New  York  State  Workmen’s  Compen- 
sation Board,  as  president  of  the  American  Acad- 
emy of  Compensation  Medicine.  . .Seymour  L. 
Halpern,  M.D.,  New  York  City,  as  president  of 
the  American  College  of  Nutrition. 

Appointed.  Vincent  R.  Zingaro,  Westchester, 
as  administrative  director  of  the  Medical  Society 
of  the  County  of  Westchester  and  Westchester 
Academy  of  Medicine. 
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TWO  FULL-TIME  MEDICAL  CONSULTANTS 
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Board  certification  or  eligibility,  preferable  in  Internal  Medicine,  and  medical 
administrative,  supervisory,  or  consultative  experience 

SEND  RESUME  OR  CALL  (COLLECT) 

C.  CARLYLE  NUCKOLS,  M.D. 

DEPUTY  COMMISSIONER 
1450  WESTERN  AVENUE 
ALBANY,  NEW  YORK  12203 
PHONE:  (518)  457-7221 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $$22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae 
in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  WANTED  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  c/, 
NYSJM. 


COMMUNITY  GENERAL  HOSPITAL  OF  SULLIVAN 
County  needs  an  Assistant  Pathologist  trained  in  ana- 
tomical pathology  and  clinical  pathology.  Financial 
arrangf  mmts  are  open.  New  York  State  license  required. 
Send  application  to:  Leo  F.  Bleyer,  M.D.,  Chief  Pathol- 
ogist, Community  General  Hospital  of  Sullivan  County, 
Monticello  Hospital  Division,  Monticello,  New  York 
12701. 


INDUSTRIAL  AND  GENERAL  PRACTICE  IN  ADI- 
rondacks;  Income  over  $50,000,  no  overhead.  Surgical 
interot.  Write  Oscar  Greene,  M.D.,  Minevillo,  N Y 
12956,  or  phone  (518;  942-3384. 


PHYSICIANS  WANTED— CONT’D 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  years  beginning  July  1969.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience  in 
meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  out-patient  setting.  Stipend  $15,000  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


RESIDENT  PHYSICIAN  WANTED  FOR  150  BED 
private  hospital;  40  hour  week,  Mon.  thru  Fri;  must  have 
New  York  State  license;  $14,000  per  year.  Parsons  Hos- 
pital, 35-06  Parsons  Blvd.,  Flushing,  N.Y.,  Tel:  (212) 

353-7100. 


SENIOR  STAFF  PYSCHIATRIST,  FULL  TIME,  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.,  06840. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELI- 
gible  NYS  license.  Fee  for  service.  275  bed  general  hos- 
pital. Finger  Lakes  Area.  Newer  graduate  preferred. 
Box  763,  % NYSJM. 
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H YSICIANS  WANTED— CONT’D 


REAL  ESTATE  FOR  SALE  OR  RENT 


IEALTH  COMMISSIONER  FOR  COUNTY  OF  45,000 
Upstate  New  York.  M.P.H.  desirable,  but  not  required. 
Well  established  department.  Pleasant,  progressive  com- 
munity with  excellent  schools  and  University  College.  30 
minutes  to  Upstate  Medical  Center  on  Interstate  Express- 
way #81.  Ski  Developments  and  resorts  in  this  Finger 
Lakes  area  provide  year  around  recreation.  W rite:  County 
Health  Department,  City  Hall,  Cortland,  N.  Y.  13045. 


N KINGSTON,  N.Y.  WITH  30,000  POPULATION  AND 
another  30,000  pop.  around  Kingston,  there  is  a good 
need  for  a new  physician,  if  s|iecialist  or  generalist.  Call 
for  information  (9141  FK  1-3730. 


4EDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
corporation  having  well  rounded  preventive  health  pro- 
grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
fidence. Box  720,  r<  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  ANESTH., 
N.  Y.  State  licensed,  to  head  established  dept,  for  ac- 
credited hospital  in  New  York  City.  Fee  for  service 
partnership.  Box  765,  c(  NYSJM. 


NVESTIGATE  REHABILITATION  MEDICINE. 
Yeung  specialty  with  wide  opportunities  in  teaching,  re- 
search and  clinical  care  of  the  ever  increasing  numbers  of 
physically  handicapped.  Rehabilitation  specialists  diag- 
nose and  manage  disorders  of  function,  prunarily  chronic 
disorders  of  the  neuro-musculoskeletal  system  such  as 
amputations,  paraplegia,  arthritis,  strokes  and  cerebral 
palsy.  In  addition  to  using  conventional  medical  or 
surgical  treatment,  rehabilitation  management  aims  to 
develop  each  patient's  residual  abilities  to  optimal  levels 
through  prescription  of  an  appropriate  combination  of 
medical  and  physical  therapy,  braces  or  other  mechanical 
aids,  practical  self-care  and  occupational  skills,  vocational 
retraining,  psychological  support  and  social  readjustment. 
Rehabilitation  medicine  provides  the  satisfaction  of 
treating  a variety  of  clinical  problems,  all  age  groups,  and 
both  sexes,  and  an  involvement  with  the  whole  patient  in 
his  family  and  community  setting.  Liberal  federal  trainee- 
ship  support  available  during  the  2 or  3 year  residency 
period.  For  further  information,  write:  Robert  C. 

Darling,  M.D.,  Professor  and  Chairman  Dept,  of  Re- 
habilitation Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  630  West  168th  St.,  New  York, 
N.  Y.  10032 


QUALITY  EAST  HARLEM  MEDICAL  GROUP  RE- 
quires  general  practitioners  and  Board  eligible  specialists 
to  devote  one  morning  or  afternoon  per  week.  No  in- 
vestment necessary.  Will  consider  you  for  partnership  if 
superior  administrative  skills  are  shown.  Box  767,  % 
NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice,  suburban  area  of  New  York.  Salary 
first  year  $18,000  to  $20,000  depending  on  qualifications. 
Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
necessary.  Box  764,  % NYSJM. 


GENERAL  PRACTICE:  NASSAU  COUNTY,  N.Y.,  55 

minutes  from  N.Y.C.  Center  of  culture.  Associate  with 
2 men  in  husy  family  practice;  office,  hospital  and  nursing 
homes.  No  O.B.  Excellent  nearby  hospitals.  Salary 
$18,000  per  yr.  to  start,  then  partnership;  own  medical 
hldg.  with  all  facilities.  Call  S.  Thierman,  M.D.,  (516) 
PY  8-8011. 


GENERAL  PRACTITIONER:  TOWN  OF  6,000  IN 

the  Adirondacks  requires  a general  practitioner.  In 
addition  to  private  practice,  position  of  plant  doctor  with 
large  corporation  is  available.  Area  is  one  of  great  scenic 
beauty.  Good  fishing,  hunting  and  boating.  Summer  and 
winter  sports.  New,  centralized  school,  chain  grocery 
stores,  churches  of  all  denominations  in  town.  Box  766, 
% NYSJM. 


FOR  RENT/LEASE,  PROFESSIONAL  SUITE:  Doc- 

tor's Row,  Broadway  North,  Flushing,  N.  Y.  Suitable 
one  or  more  doctors  dentists.  Corner  brick,  private  en- 
trance, ample  parking.  Suite  consists  of:  waiting  room 
two  offices  consultation  rooms,  three  (treatment)  examin- 
ing rooms,  nurse/recept.  station.  For  further  particulars 
appointment,  call  762-3140. 


PHYSICIANS  AND  ALLIED  PROFESSIONS:  SPACE 

available  for  rent.  Excellent  opportunity  with  established 
dentist  in  high  Medicaid  area  in  the  Bronx.  Can  start 
successful  practice  immediately.  Box  760,  % NYSJM. 


BRONX.  GRAND  CONCOURSE  (167  Street  vie.) 
4 room  suite  in  large  apt.  house.  Formerly  occupied  by 
medical  doctor.  Doorman  service.  Reasonable.  Call 
Mr.  Lipman,  (212)  MU  7-7570. 


SEPARATE  3 ROOM  FURNISHED  OFFICE,  FOR- 
merly  N-P.  Share  waiting  room  with  internist  and 
dentist.  Low  rental.  B.  Hanover,  M.D.,  123  West  86 
St.,  New  York  City.  (212)  SU  7-4545. 


ATTRACTIVE  5-ROOM  PHYSICIAN  S OFFICE  AT  430 
East  86  St.,  New  York  City  is  available  due  to  illness  and 
enforced  retirement.  Separate  street  entrance.  Will 
rent  with  or  without  furnishings  and  equipment.  Phone 
(212)  RE  4-4092  for  appointment. 


FOR  SALE  OR  LEASE.  BELLMORE,  LONG  ISLAND: 
Ideal  professional  location  main  thoroughfare.  Oversized 
living  & dining  rooms;  20’  paneled  den  with  floor  to  ceiling 
wood  burning  fire  place;  31’  kitchen  formica  cabinets  & 
walls;  7 burner  stainless  steel  table  top  range;  built-in 
stainless  steel  double  oven  & built-in  double  stainle33  steel 
refrigerator;  dish  washer;  20  X 30  finished  recreation 
room  with  bar.  Second  floor  6 large  toolrooms  complete 
with  bath,  double  sinks,  vanities,  wall  mirror.  Completely 
centrally  air  conditioned.  Ideal  for  home/office  or  several 
professional  offices.  Immediate  occupancy.  By  ap- 
pointment only.  (516)  SU  5-2330. 


MISCELLANEOUS 


BILLS  COLLECTED — -ABUSE  IS  RULED  OUT- 
tactful  yet  successful— 40  years  of  top  service  to  doctors 
and  hospitals —Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York.  N.  Y.  10036. 
LO  5-2943. 


PRACTICES  FOR  SALE  OR  RENT 


ACTIVE,  PROSPEROUS  GENERAL  PRACTICE  FOR 
30  years.  25  minutes  from  heart  of  N.  Y.  Reason  retire- 
ment. Full  equipment,  no  real  estate.  Hospital  connec- 
tion. Will  introduce.  Low,  flexible  conditions.  Box 
761,  % NYSJM. 


OBSTETRICS-GYNECOLOGY  PRACTICE  FOR  SALE 
by  estate  of  deceased  specialist;  established  practice; 
excellent  location  on  Park  Avenue  (90’s)  in  Manhattan; 
favorable  lease;  equipment;  books.  Box  768,  % N Y3JM. 
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Doctor, 
have  you  ever 
thought  of 
working  with 
the  Retarded? 

Think  about  it,  please! 

(a  month  from  now,  your  professional  life  could  take  on  new  meaning!) 


New  satisfaction  from  your  work... new  stimulation 
...new  freedom  from  routine  pressures.. . in  the  New 
York  State  Mental  Retardation  program. 

Our  advancing  new  plan  for  reorganization  of  our 
State  School  treatment  program  and  administrative 
structures  have  created  many  new  and  challenging 
opportunities  for  a number  of  the  medical  specialties 
and  for  the  general  practitioner.  There  is  a wide  choice 
of  roles  you  could  find  deeply  fulfilling  and  rewarding. 

In  recognition  of  the  clinical  heterogeniety  of  our 
resident  population,  we  have  established  treatment 
services  to  meet  the  needs  of  specifically  defined  resi- 
dent groups.  This  plan  calls  for  development  of  spe- 
cialized treatment  units  requiring  the  services  of: 

General  Practitioners  Physiatrists 

Internists  Psychiatrists 

Pediatricians  Neurologists 

Opportunities  are  available  for  the  newly  experi- 

enced and  the  seasoned  clinician  as  well  as  the  phy- 
sician with  administrative  experience. 

Salaries  up  to  $27,500 
depending  on  experience  and  qualifications 


Here  is  an  opportunity  to  open  new  pathways  for 
restoring  the  retarded  to  useful  life... to  advance  new 
medical  techniques  and  approaches,  often  utilizing 
brand  new  facilities,  the  latest  medical  techniques  and 
equipment. ...Opportunities  are  available  for  affilia- 
tion with  medical  schools  and  universities;  there  is 
accessibility  to  consultants. 

You  will  play  a key  role  in  the  bold  effort  that  affects 
thousands  of  children  and  adults.  Our  plan  for  the  de- 
velopment of  a new  model  for  the  State  School  is  being 
watched  all  over  the  country.  We  have  made  major 
structural  and  conceptual  changes  to  provide  better 
programming  and  the  highest  excellence  of  medical 
service  to  our  residents.  We  have  more  ideas,  but  we 
would  like  your  contributions  also. 

Fringe  benefits  are  excellent  including  vacation, 
educational  leave  with  pay,  paid  health  insurance  and 
retirement. 

In  response  to  your  letter  or  resume  (received  in 
strict  confidence),  we  will  be  pleased  to  furnish  any 
additional  information.  Please  address: 

Hugh  G.  Lafave,  M.D. 

Associate  Commissioner,  Manpower 


New  York  State 

Department  of  Mental  Hygiene 

44  Holland  Avenue,  Albany,  N.Y.  12208 

An  Equal  Opportunity  Employer 
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NEW  YORK  CITY  AREA 


February  1,  1969  / February  22,  1969 

9:00-11  : 00  a.m.(  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 

Diseases 

Auditorium — 444  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD  AND 
NECK  CANCER 

February  1 

Cancer  of  the  Buccal  Mucosa,  Gum  and 
Palate:  Surgical  Treatment.  Median 
Labiomandicular  Glossotomy 
Cancer  of  the  Paranasal  Sinuses; 
Maxilectomy  with  and  without  Orbital 
Exenteration 
H.  RANDALL  TOLLEFSEN,  M.D. 

February  8 

Carotid  Body  Tumor,  Schwanoma, 
Esophageal  Diverticulum 
Endoscopy.  Cancer  of  the  Larynx: 

Partial  Laryngectomy;  Total 
Laryngectomy;  Radical  Neck  Dissection 
Plus  Larynx;  Tracheal  Stoma 
Construction;  Statistics 
DR.  TOLLEFSEN 

February  15 

Benign  Parotid  Tumors:  Superficial 
Parotidectomy  with  Facial  Nerve 
Dissection 

Cancer  of  the  Parotid:  Total 
Parotidectomy  with  and  without  Neck 
Dissection 

DR.  TOLLEFSEN 

February  22 

Surgical  Technic  of  Transantral 
Sphenoidal  Hypophysectomy 
Indications  for  Hypophysectomy  and 
Postoperative  Management 

DR.  TOLLEFSEN  and  T.  R.  MILLER,  M.D. 

NO  FEE 


Saturday,  February  1 

9:00  a.m. 

Misericordia-Fordham  Affiliation 
Misericordia  Hospital 

School  of  Nursing  Room  B-16 
600  East  233rd  Street,  Bronx 

CURRENT  MANAGEMENT  OF 


TROPHOBLASTIC  DISEASES 

JOHN  L.  LEWIS,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 


February  3,  1 969  / February  7,  1 969 

8:30  a.m.-5:30  p.m.,  Mon.-Fri. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

SURGERY  OF  THE  PARANASAL  SINUSES 

JOSEPH  L.  GOLDMAN,  M.D.,  KARL  M. 
MORGENSTEIN,  M.D.,  SHEPPARD  SIEGAL,  M.D. 

FEE:  $300 


February  3,  1969  / May  30,  1969 

9:00  a.m.-4:00  p.m.,  Mon.-Fri. 

New  York  Polyclinic  Medical  School  and 
Hospital 

341-353  West  50th  Street 

BASIC  SCIENCE  CURRICULUM 

For  further  information  please  write  the  Dean. 


February  3,  1969  / June  30,  1969 

9:00  a.m.-12:00  noon,  Mon.  & Thur. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

INTRODUCTION  TO  GROUP 
PSYCHOTHERAPY  FOR  GRADUATE 
PSYCHIATRISTS 

AARON  STEIN,  M.D.,  and  staff 
FEE:  $50 


February  3,  1 969  / February  1 0,  1 969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

February  3 

Clinical  Pathological  Conference 
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February  10 

Grand  Rounds — Immunological  Aspects 
of  Systemic  Lupus  Erythematosis 

DAVID  KOFFLER,  M.D. 

The  Mount  Sinai  Hospital 


February  3,  1969  / February  10,  1969 

4:00  p.m.,  Mondays 

Albert  Einstein  College  of  Medicine 

First  Floor  Lecture  Hall 

Eastchester  Road  and  Morris  Park  Avenue 

Bronx 

February  3 

Oculomotor  and  Vestibular  Organizations 

BERNARD  COHEN,  M.D. 

Mount  Sinai  School  of  Medicine 

February  10 

Sensorimotor  Disintegration 

TAMAS  L.  FRIGYESI,  M.D. 

Albert  Einstein  College 


Monday,  February  3 

4:00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

First  Floor  Lecture  Hall,  Basic  Sciences  Building,  450 
Clarkson  Avenue,  Brooklyn 

DWARFS  AND  MIDGETS 

VICTOR  A.  McKUSICK,  M.D. 

The  Johns  Hopkins  School  of  Medicine 


5: 00—7 : 00  p.m. 

New  York  Board  of  Trade 

91  1 Park  Avenue 

SICK  PEOPLE  IN  A TROUBLED  WORLD 

HOWARD  A.  RUSK,  M.D. 


7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club, 
Pathology  Society 

Pathology  Conference  Room,  the  Brooklyn-Hospital 
Division  of  the  Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue,  Brooklyn 


8:00  p.m. 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

CORTICOSTEROIDS  AND  INTRAOCULAR 
PRESSURE 

RALPH  Z.  LEVENE,  M.D.,  N.Y.C. 

BERNARD  SCHWARTZ,  M.D.,  Boston,  Mass. 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03rd  Street 

1.  The  Mystical  Tradition  in  Youth 

BERNARD  PACELLA,  M.D. 

Columbia  University  P & S 

2.  The  Physician  and  the  Death  in  the 
Arts 

HELMUTH  NATHAN,  M.D. 


8:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

Administration  Building,  6th  Floor 

1 00th  Street  Between  5th  and  Madison  Aves. 

MONTHLY  THORACIC  DISEASE 
CONFERENCE 

1.  Pneumocystic  Cariniii  Pneumonia  in 
Hodgkin’s  Disease 

WERNER  DUTZ,  M.D. 

2.  Tracheal  Damage  from  Balloon  Cuff 

STANLEY  BLAUGRUND,  M.D. 

PAPER  OF  THE  EVENING 

Obstructive  Lesions  of  the  Trachea 

HERMES  GRILLO,  M.D. 

Massachusetts  General  Hospital 
Harvard  Medical  School 


February  4,  1969  / May  7,  1969 

New  York  Polyclinic  Medical  School  and 
Hospital 

345  West  50th  Street 

MEDICAL  REVIEW  COURSE  FOR  GENERAL 
PRACTITIONERS 

CREDIT:  C-l 

(50  hours  of  lectures  and  demonstrations) 

For  information  address:  The  Dean  at  the  above 
address. 
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Tuesday,  February  4 

9:00  a.m.-5:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Neurological  Sciences  Department 
Rutland  Road  and  East  49th  Street 
Brooklyn 

Symposium  on 

Stroke,  Mechanisms  and  Treatment  of 
Cerebral  Vascular  Insufficiency 
Syndromes 

Guest  Speakers  include: 

STANLEY  ARONSON,  M.D.,  JOSEPH  G.  BENTON,  M.D„ 

Downstate  Medical  Center 

NORMAN  CHASE,  M.D.,  Bellevue  Hospital 

E.  S.  GURDJIAN,  M.D.,  Wayne  State  University,  Detroit, 

Michigan 

HARRY  A.  KAPLAN,  M.D.,  New  Jersey  College  of 
Medicine,  Jersey  City 

SIDNEY  LOUIS,  M.D.,  Meadowbrook  Hospital 
RICHARD  L.  MASLAND,  M.D.,  Columbia  P & S 
PERETZ  SCHEINBERG,  M.D.,  University  of  Miami,  Miami, 
Florida 

JACK  D.  WHISNANT,  M.D.,  Mayo  Clinic 
Write  to  above  for  information 
CREDIT:  C-l 


February  4,  1969  and  February  11,  1969 

9:00-10:00  a. m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

February  4 

Dressler’s  Syndrome 

WILLIAM  DRESSLER,  M.D. 

Maimonides  Hospital 

February  1 1 

Chronic  Active  Hepatitis 

FENTON  SCHAFFNER,  M.D. 

The  Mount  Sinai  Hospital 


Tuesday,  February  4 

9 : 00  a.m.— 1 2 : 30  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
450  Clarkson  Avenue,  Brooklyn 

PULMONARY  TUBERCULOSIS 

1.  Ethnic  and  Social  Factors 

DUNCAN  CLARK,  M.D. 

2.  Comparison  of  Pathology  before  and 
after  Anti-Tuberculosis  Therapy 

MARVIN  KUSCHNER,  M.D. 

N.Y.U.  School  of  Medicine 


3.  The  Metabolism  and  Cultural 
Characteristics  of  the  Tubercle  Bacilli 
in  Relation  to  Clinical  Disease 

WILLIAM  BARKLEY,  M.D. 

University  of  Chicago  Medical  School 

4.  Recent  Diagnostic  Methods 

GEORGE  P.  KUBICA,  Ph.D. 

P.H.S.  Atlanta,  Georgia 

5.  Initial  Treatment 

ALBERT  SHEEHY,  M.D. 

6.  The  Status  of  Resistance  in  New  York 
City 

MAHFOUZ  ZAKI,  M.D. 

7.  Resistant  Tuberculosis  and  its 
Treatment 

RAYMOND  F.  CORPE,  M.D. 

Battey  State  Hospital,  Rome,  Georgia 

8.  Recurrent  Tuberculosis 

WILLIAM  W.  STEAD,  M.D. 

Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin 

9.  Complications  and  Associated 
Diseases  of  Pulmonary  Tuberculosis 

JOHN  CROCCO,  M.D. 

10.  Sarcoid  and  Tuberculosis;  Old  and 
New  Thoughts 

EDITH  MANKIEWITZ,  M.D. 

Royal  Edward  Crest  Hospital,  Canada 

11.  The  Future  Prospects  for  Eradication 
of  Tuberculosis 

walsh  McDermott,  m.d. 

Cornell  University  Medical  College 
CREDIT:  C-2 


February  4,  1969  and  February  1 1,  1969 

9:00  a.m.,  Tuesdays 

St.  Vincent’s  Hospital  and  Medical  Center 

Mother  Loretto  Bernard  Auditorium,  Cronin  10 
1 53  West  1 1 th  Street 

Pediatric  Conferences 

February  4 

Salt  and  Water  Metabolism 

VINCENT  DE  PAUL  LARKIN,  M.D. 

Methodist  Hospital,  Brooklyn 

February  1 1 

The  Pneumonias 

FERNANDO  MORENO-PAGAN,  M.D. 

CREDIT:  C-l 
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February  4,  1969  and  February  1 1,  1969 

9:30  o.m.-12:00  noon,  Tuesdays 

The  City  of  New  York  Department  of 
Health 

Teachers  College,  Columbia  University  and 
Lenox  Hill  Hospital 
100  East  77th  Street 

HUMAN  REPRODUCTION  AND  HUMAN 
SEXUALITY 

February  6 

Orientation  Lecture — The  New  York  City 
Board  of  Education  Program  in  Family 
Life  Including  Sex  Education  and  the 
Present  State  of  the  Program  in  Various 
School  Districts 

MRS.  HELENE  LLOYD,  Asst.  Supt.  of  Schools 
N.Y.C.  Board  of  Education 

February  13 

Role  of  Physicians  in  School  Program 
for  Family  Life  Including  Sex  Education 

MISS  MARY  FITZGERALD  and  DRS.  A.  MARTIN  and 
LAWRENCE  Q.  CRAWLEY 

CREDIT:  C-l 


February  4,  1969  and  February  1 1,  1969 
10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue,  Brooklyn 
Pediatric  Postgraduate  Program 

February  4 

Isotopes  in  Medicine 

NAT  SOLOMON,  M.D. 

February  1 1 

What  Can  We  Do  For  Short  Children? 

PLATON  J.  COLLIPP,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-2 


February  4,  1 969  / May  27,  1 969 

1 :00  p.m.,  Tuesdays 

Queens  Hospital  Center 

82-68  1 64th  Street,  Jamaica 

COURSE  IN  MEDICAL  USES  OF 
RADIOACTIVE  ISOTOPES 

Fee:  $275 

Write  to:  Division  of  Nuclear  Medicine  Radio  Isotope 

Course,  The  Long  Island  Jewish  Hospital/Queens  Center 
affiliation,  above  address. 


Tuesday,  February  4 

7:00  p.m.  members-7:45  p.m.  non-members 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  1 03rd  Street 

PRESENTATION  OF  CASES  FROM  THE 
DEPARTMENTS  OF  DERMATOLOGY: 

1.  Beth  Israel  Hospital 

JESSE  TOLMACH,  M.D. 

2.  Lenox  Hill  Hospital 

john  t.  McCarthy,  m.d. 

3.  Montefiore  Hospital 

MILTON  REISCH,  M.D. 

4.  The  Mount  Sinai  Hospital 

SAMUEL  PECK,  M.D. 

8:  30-9:  45  p.m. 

GENERAL  DISCUSSION  OF  CASES 


February  5,  1 969  and  February  1 2,  1 969 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways  (Room  2W1) 

Brooklyn 

PEDIATRIC  SERIES 
February  5 

Nephrosis — Renal  Disease 

H.  SONNENSCHEIN,  M.D. 

February  12 

Anemias  of  Childhood 

F.  FELDMAN,  M.D. 

CREDIT:  C-l 


Wednesday,  February  5 

3 : 30  p.m. 

French  Hospital,  Tumor  Service 

Blum  Auditorium 
330  West  30th  Street 

CLINICAL  MANAGEMENT  OF  CANCER 

Stomach 

MAX  TESLER,  M.D. 

CREDIT:  C-l 
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4:00-5 : 30  p.m. 

Westchester  Square  Hospital 

Auditorium,  1 625  St.  Peters  Avenue,  Bronx 

ACUTE  CORONARY  CARE  ARRHYTHMIAS 

MARTIN  N.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-l 


4:00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

Newer  Aspects  in  the  Delivery  of 
Community  Health  Care 

DAVID  HARRIS,  M.D. 

New  York  City  Department  of  Health 

CREDIT:  C-l 


5 : 00  p.m. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

210  East  64th  Street 

OPHTHALMOLOGICAL  PITFALLS 

ALGERNON  REESE,  M.D. 


Wednesday,  February  5 

5 : 00  p.m. 

The  Postgraduate  Institute  of  Osteopathic 
Medicine  and  Surgery 

40  East  61  st  Street 

PGI  FACULTY  MEETING 

Differential  Diagnosis  and  Management 
of  Rectal  Bleeding 

A.  LEON  SMEYNE,  D.O. 

CREDIT:  C-l 


6:  30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Resuscitation 
2 East  1 03rd  Street 

DRUG-INDUCED  AND  INFECTIOUS 
HEPATITIS:  SIGNIFICANCE  IN 
ANESTHESIOLOGY 


CHARLES  TREY,  M.D. 

Harvard  Medical  School 
Discussant: 

FRANKLIN  M.  KLION,  M.D. 
Mount  Sinai  School  of  Medicine 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Physical  Medicine  and  Rehabilitation  with  the  New 
York  Society  of  Physical  Medicine  and  Rehabilitation 
2 East  103rd  Street 

BIOMECHANICS  OF  DRIVING 

E.  R.  TICHAUER,  Sc.D.,  P.E. 

N.Y.U.  Medical  Center 

CREDIT:  C-2 


February  6,  1 969  and  February  1 3,  1 969 

9 : 00-1  0 : 30  a.m.,  Thursdays 

Terrace  Heights  Hospital  and  Queens 
County  Chapter  of  AAGP 

Auditorium — 87-37  Palermo  Street,  Hollis 

GASTRO-ENTEROLOGY 
February  6 

Ano-Rectal  Diseases, 
Proctosigmoidoscopy 

J.  EDWARD  ASTRACHAN,  M.D. 

Queens  Hospital  Center/LIJ  Division 

February  13 

Ulcerative  Colitis 

ROBERT  TODARO,  M.D. 

Queens  Hospital  Center/LIJ  Division 

CREDIT:  C-2 


February  6,  1 969  and  February  1 3,  1 969 

11:00  a.m.,  Thursdays 

St.  Vincent's  Hospital  and  Medical  Center 

Conference  Room,  Cronin  10 
153  West  11  th  Street 

Allergy  Conferences 

February  6 

Pulmonary  Function  Tests 

TEVIA  LIPITZ,  M.D. 

February  13 

Drug  Allergy 

STANLEY  FINK,  M.D. 

Roosevelt  Hospital 

CREDIT:  C-l 
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February  6,  7 969  and  February  20,  1 969 

2:00-3:00  p.m.,  1st  and  3rd  Thursdays 

New  York  Academy  of  General  Practice 

Lenox  Hill  Hospital 
100  East  77th  Street 

HEMATOLOGY,  BLOOD  CHEMISTRY, 
AND  CHEMOTHERAPY 

CARL  REICH,  M.D.,  Director 
Please  enroll  by  writing  to: 

CARL  REICH,  M.D. 

1 9 East  80th  Street 
New  York,  N.Y.  10021 

NO  FEE  CREDIT:  C-l 


February  6,  7 969  and  February  1 3,  1 969 

4:00  p.m.,  Thursdays 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Street,  Flushing 

Basic  Science  Lectures 

February  6 

Respiratory  Failure 

STREEDHAR  NAIR,  M.D. 

February  13 

Tumors  of  the  Bone 

LEO  GREEN,  M.D. 

CREDIT:  C-2 


February  6,  7 969  and  February  1 3,  7 969 

4:00—5:00  p.m.,  Thursdays 

The  Brooklyn-Cumberland  Medical  Center 

Department  of  Pathology  Conference  Room 
Brooklyn  Hospital,  121  DeKalb  Avenue 
Brooklyn 

February  6 

Role  of  Intimal  Cells  in  Pathogenesis  of 
Atherosclerosis 

A.  W.  BRANWOOD,  M.D. 

February  13 
Arteritis 

A.  W.  BRANWOOD,  M.D. 


Thursday,  February  6 

8: 30  p.m. 

New  York  Ontoanalytic  Association 

2 East  63  rd  Street 


SOCIAL  IMPACT  OF  IRRATIONALITY  OR 
THE  NATURE  OF  BASIC  ANXIETY 

CHARLES  R.  HULBECK,  M.D. 


February  6,  1 969  and  February  7 3,  7 969 

1 1 :00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue,  Brooklyn 

February  6 

Unconsciousness  and  Shock  During 
Pregnancy  (with  film) 

IRVIN  B.  TERAN,  M.D. 

February  13 

Blood  Coagulation  Problems 

WILLIAM  STEIER,  M.D. 

CREDIT:  C-2 


February  7,  7 969  and  February  1 4,  7 969 

8:00  a.m.,  Fridays 

Maimonides  Medical  Center 

4802  Tenth  Avenue,  Brooklyn 

Approach  to  Pediatrics  for  the  Practicing  Physician 

February  7 

Rheumatic  Fever 

HOWARD  A.  JOOS,  M.D. 

February  14 

The  Normal  Newborn,  Examination, 
General  Care  and  Feeding  for  the  First 
Year 

NATHAN  RUDOLPH,  M.D. 

CREDIT:  C-l 


February  7,  7 969  and  February  7 4,  7 969 

4:00  p.m.-5:00  p.m.,  Fridays 

Columbia  University  P & S 

Francis  Delafleld  Hospital 
99  Fort  Washington  Avenue 

February  7 

The  Strategy  of  Therapy  of  Acute 
Lymphoblastic  Leukemia 

PROF.  GEORGES  MATHE 

Institut  de  Cancerologie  et  d’lmmunogenetique, 
Villejuif,  France 

February  14 

To  be  announced 
WERNER  HENLE,  M.D. 

University  of  Pennsylvania 
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Saturday,  February  8 
9:00  a.m.-5:00  p.m. 

New  York  Medical  College 

5th  Avenue  at  1 06th  Street 

SEVENTH  ANNUAL  SEMINAR  ON 
HEMOSTASIS 


Sunday,  February  9 

8!  30  a.m.-2  : 30  p.m. 

The  Brookdale  Hospital  Center  and 
Columbia  University  P & $ 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

CURRENT  STATUS  OF  PYELONEPHRITIS 

FEE:  $35  CREDIT:  C-2 


February  10,  1969  / February  14,  1969 
3:00-6:00  p.m.,  Mon.-Fri. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

Professor  Alfred  Huber  of  Zurich,  Switzerland,  will  deliver 
a series  of  five  lectures  in  English,  as  follows: 

February  10 

Papilledema:  Diagnosis  and  Differential 
Diagnosis 

February  1 1 

Angiography  and  Phlebography  of  the 
Orbit 

February  12 

X-Ray  Pathology  of  the  Orbit 
February  13 

Visual  Field  Alterations  in  Brain  Tumors 
February  14 

Secondary  Glaucoma 

FEE:  $20  per  lecture  CREDIT:  C-2 

Please  contact:  Jane  Stark,  Registrar 
Tel:  673-2480,  Ext.  330 


February  1 1,  1969,  For  Five  Weeks 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62  Street 


EMOTIONAL  PROBLEMS  AND  WORK 
PERFORMANCE 

CREDIT:  C-l 


Tuesday,  February  11 

9 : 00  p.m. 

Queens  Pediatric  Society 

Sheraton-Tenney  Inn 
LaGuardia  Airport 

URINARY  TRACT  INFECTIONS  IN 
CHILDREN 

CHARLES  V.  PRYLES,  M.D. 

Jewish  Hospital  of  Brooklyn 

CREDIT:  C-l 


Wednesday,  February  12 

11:00  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue,  Brooklyn 

THE  PREVENTION  OF  Rh  HEMOLYTIC 
DISEASE 

A.  A.  ALTER,  M.D. 

CREDIT:  C-2 


8 : 00  p.m. 

New  York  Surgical  Society 

2 East  1 03rd  Street 

1.  Case  Report 

ANTHONY  SHAW,  M.D.,  JULIUS  GARVEY,  M.D., 
BARNETT  MILLER,  M.D. 

2.  Papers  by 

HIROMI  SHINYA,  M.D.,  WILLIAM  I.  WOLFF,  M.D., 
THOMAS  F.  NEALON,  JR.,  M.D.,  EDWARD  NOWICKI, 
M.D.,  BRIAN  LANE,  F.R.C.S.,  WILLIAM  CHASE,  M.D., 
STANLEY  GIANELLI,  JR.,  M.D.,  JOHN  Y.  CHUN,  M.D., 
SOUHEL  KANDALAFT,  M.D.,  AND  M.  PAREKH,  M.D. 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

GUILT,  DEPRESSION  AND  COGNITIVE 
STYLE 

GEORGE  KRUPP,  M.D. 
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Thursday,  February  13 

4: 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

THROMBOGENESIS 

THEODORE  H.  SPAET,  M.D. 

Montefiore  Hospital 


5 : 00-7 : 00  p.m. 

New  York  Medical  College 

Department  of  Ophthalmology 
5th  Avenue  at  1 06th  Street 

GENETIC  OCULAR  DISEASES 

MORTON  F.  GOLDBERG,  M.D. 
Neurological  and  Sensory  Disease 
Control  Program,  Public  Health  Service 


8 : 30  p.m. 

New  York  Academy  of  Medicine,  Section  on 
Basic  Medical  Sciences 

2 East  103rd  Street 

DRUG-RESISTANT  TUBERCULOSIS  AND 
RELATED  INFECTIONS:  MICROBIOLOGIC, 
IMMUNOLOGIC,  AND 
CHEMOTHERAPEUTIC  ASPECTS 

GLADYS  L.  HOBBY,  M.D.,  Moderator 
VA  Hospital,  East  Orange,  N.J. 


Thursday,  February  13 

8: 30  p.m. 

New  York  Academy  of  Medicine 
Section  on  Pediatrics 

2 East  103  rd  Street 

AUDITORY  TESTING  IN  NEWBORNS  TO 
DIFFERENTIATE  THREE  GROUPS  OF 
INFANTS— NORMAL,  THOSE  WITH  LOSS 
DUE  TO  DAMAGE  OF  HEARING 
APPARATUS,  AND  THOSE  WITH  BRAIN 
DAMAGE 

CAROL  SCHULMAN,  M.D.,  Instructor 
Flower  & Fifth  Avenue  Hospitals 


ALBANY  AREA 


Tuesday,  February  6 

Albany  Medical  College 
Department  of  Postgraduate  Medicine 

Huyck  Auditorium 
Teaching  Day  In  Hematology 

HEMORRHAGIC  DISEASES  AND 
ANTICOAGULATION 

FEE:  $20  CREDIT:  C-l 


BUFFALO  AREA 

February  6,  1 969-March  1 3,  1 969 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

22 1 1 Main  Street 

EMOTIONAL  PROBLEMS  IN  THE  OFFICE 
PRACTICE  OF  MEDICINE 

NO  FEE  CREDIT:  C-l 

Advance  registration  is  required.  Participants  will  meet 
in  various  places  in  central  Buffalo.  Please  contact  the 
Continuing  Medical  Education  Program  at  the  above 
address. 


NASSAU  COUNTY 


February  5,  1 969  and  February  1 2,  1 969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Ploinview 

OFFICE  MANAGEMENT  OF  COMMON 
MEDICAL  PROBLEMS 

February  5 

The  Eyegrounds  in  Health  and  Disease 

NORMAN  YOURISH,  M.D. 

February  12 

Common  Problems  in  Office  Urology 

LEO  KRAUSS,  M.D. 

CREDIT:  C-l 


Wednesday,  February  5 

11:00  a.m. 

Nassau  Hospital 

Mineola 

THROMBOCYTOPENIC  PURPURA 

FRANK  GARDNER,  M.D. 

University  of  Pennsylvania 
School  of  Medicine 

CREDIT:  C-2 
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Nassau  County 

February  6,  1 969  and  February  1 3,  1 969 

11:30  a.m.,  Thursdays 

Meadowbrook  Hospital 

East  Meadow,  Long  Island 

PEDIATRIC  CONFERENCES 
February  6 

Common  Problems  and  Management  of 
the  Allergic  Pediatric  Patient 

RICHARD  D.  SNYDER,  M.D. 

Downstate  Medical  Center 

February  13 

Headache  in  Children 

ABE  CHUTORIAN,  M.D. 

Columbia  University  P & S 

CREDIT:  C-l 


ROCHESTER  AREA 
FUTURE  EVENT 

March  6,  1 969  / March  27,  1 969 

Rochester  General  Hospital 

Main  Conference  Room 
1 425  Portland  Avenue,  Rochester 

CARDIO-VASCULAR  DISEASES 

FEE:  $35  CREDIT:  C-1 


SYRACUSE  AREA 


February  6,  1 969  and  February  1 3,  1 969 

8 ! 00— 9 ; 00  a.m.,  Thursdays 

Upstate  Medical  Center 

750  East  Adams  Street,  Syracuse 

UROLOGY  GRAND  ROUNDS 
February  6 

Morbidity  and  Mortality 
February  13 

Urologic  Cases  from  Other  Hospitals 


WESTCHESTER  COUNTY 


Thursday,  February,  13 

9:00  a.m. 

Grasslands  Hospital 

Medical  Education  Building,  Conference  Room  C 
Valhalla 

GASTRIC  SECRETORY  STUDIES  IN  HEALTH 
AND  DISEASE 

HERMAN  J.  KORNREICH,  M.D. 

CREDIT:  C-2 


February  4,  and  February  1 5 

New  York  Trudeau  Society 

West  Point  Case  Conference 
U.S.  Hotel  Thayer,  West  Point 

ANNUAL  WEST  POINT  CASE  CONFERENCE 

Contact:  Mr.  William  H.  Smith,  New  York  Trudeau 
Society,  105  East  22  Street,  Rm.  710,  New  York,  N.Y. 
10010.  Tel:  677-1850. 


RADIO  IN  NEW  YORK  CITY 


Mondays  7:05  a.m.:  Fridays  7:05  a.m.  &.  9:50  p.m 

National  Science  Network 

Radio  Station  WNCN  104.3  FM 

MEDICAL  WEEK  AND  DOCTORS  NEWS 
REPORT 

A radio  program  designed  and  written  specifically  for 
physicians.  It  includes  a concise  summary  of  the  latest 
news  from  the  world  of  medicine  and  advance  listings 
of  the  time  and  place  of  medical  meetings  in  the 
metropolitan  area.  It  is  presented  in  the  morning  and 
evening  every  Friday,  and  repeated  the  following 
Monday  morning.  10  minutes  each  program. 


February  3,  1 969  and  February  1 0,  1 969 

12  noon-1  p.m.  Mondays 

Albany  Medical  College  of  Union 
University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  me. 

February  3 

Breast  Cancer,  Operable,  Inoperable  and 
Disseminated 

NYLENE  ECKLES,  M.D. 

ELEANOR  MONTAGUE,  M.D. 

EDGAR  C.  WHITE,  M.D. 

M.  D.  Anderson  Hospital  Research  and  Tumor  Institute 
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February  10 

Ulcerative  Colitis 

JOHN  A.  BALINT,  M.B.,  M.R.C.P. 

HARVEY  A.  BERNARD,  M.D. 

Albany  Medical  College 

CREDIT:  C-l  if  attendance  recorded  in  hospital 


RADIO  IN  ALBANY 
AND  CANTON 


Tuesdays,  7 : 00-7 : 30  p.m. 

WNYC-TV  Channel  31,  New  York  City 

February  4 

Allergy  I:  Immunologic  Basis  of 
Hypersensitivity 

February  1 1 

Allergy  II:  Immunologic  Basis  of 
Hypersensitivity 


February  3,  1 969  / February  1 4,  1 969 

12  noon-1  p.m.  Mon.  through  Fri. 

Albany  Medical  College  of  Union 
University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me.  (Tuesdays  only) 

February  3 and  6 

Breast  Cancer,  Operable,  Inoperable  and 
Disseminated 

NYLENE  ECKLES,  M.D. 

ELEANOR  MONTAGUE,  M.D. 

EDGAR  C.  WHITE,  M.D. 

M.  D.  Anderson  Hospital  Research  and  Tumor  Institute 


February  4,  5 and  7 

Diagnosis  and  Management  of 
Congenital  Heart  Disease 

RALPH  D.  ALLEY,  M.D. 

REDA  M.  SHAHER,  M.B.,  B.Ch. 

Albany  Medical  College 


February  10  and  13 

Ulcerative  Colitis 

JOHN  A.  BALINT,  M.B.,  M.R.C.P. 
HARVEY  A.  BERNARD,  M.D. 
Albany  Medical  College 


February  11,12  and  14 

Arrhythmias  in  the  Coronary  Care  Unit 

ROBERT  A.  ENGLAND,  M.D. 

TIMOTHY  GUINEY,  M.D. 

Peter  Bent  Brigham  Hospital 

NOTE:  Credit  C-1  if  attendance  recorded  in  hospital. 


TELEVISION 


February  4,  1969  and  February  11,  1969 

State  University  of  New  York 

Televised  Continuing  Education  Series 

REPORTS  TO  THE  PHYSICIAN 

Tuesdays,  6:30-7:00  p.m. 

WSKG  Channel  46,  Binghamton;  WNED-TV  Channel  17, 
Buffalo;  WXXI  Channel  2 1 , Rochester;  WMHT  Channel 
17,  Schenectady;  WCNY  Channel  24,  Syracuse 


TELEPHONE  LECTURE 
NETWORK  WESTERN 
NEW  YORK  AND  ERIE 
COUNTY,  PA. 


February  4,  1 969  and  February  1 8,  1 969 

Health  Organization  of  Western  New  York 
February  4 

Occult  Blood  in  the  Stool 

ROBIN  M.  BANNERMAN,  D.M. 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 

February  1 1 

Hiatal  Hernia 

MURRAY  N.  ANDERSEN,  M.D. 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 

For  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 

Telephone  Lecture  Network 

Health  Organization  of  Western  New  York,  Inc. 

2211  Main  Street,  Buffalo,  N.Y.  14214 


DEADLINE  DATES  FOR  1969 
WHAT  GOES  ON 


January  1 5,  1 969 . . 
February  17,  1969.. 

March  17,  1969 

April  15,  1969 

May  15,  1969 

June  16,  1969 

July  15,  1969 

August  1 5,  1 969. . . . 
September  1 5,  1 969 
October  1 5,  1 969 . . 


March  1 969 
April  1969 
May  1 969 
June  1 969 
July  1969 
August  1 969 
September  1 969 
October  1 969 
November  1 969 
December  1 969 


Please  send  copy  to  THE  EDITOR,  WHAT  GOES  ON,  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  N.Y.  10017. 
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1969  ANNUAL  CONVENTION 


Convention  Schedule 
163rd  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  9 through  13, 1969 

The  Americana 
New  York  City 


Scientific  Program 37 

Scientific  Exhibits.. 56 

Scientific  Motion  Pictures 63 

Technical  Exhibits 66 

House  of  Delegates 75 


House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
2 : 00  p.m.  on  Sunday,  February  9,  1969,  in 
the  Georgian  Ballroom  of  The  Americana 
in  New  York  City. 

In  accordance  with  Chapter  II,  Section 
3,  of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Sunday,  February  9,  2:00  p.m. 

Tuesday,  February  11,  2:00  p.m. 

Wednesday,  February  12,  9:00  A.M.  and 
2 : 00  p.m. 

Thursday,  February  13,  9 : 00  A.M. 

At  the  last  scheduled  session  (Thursday, 
February  13,  9:00  A.M.)  the  election  of 
officers,  councillors,  trustees,  and  delegates 
to  the  American  Medical  Association  will 
take  place  in  accordance  with  Chapter  III, 
Section  1,  of  the  Bylaws. 

George  Himler,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


163rd  Annual  Meeting 

The  163rd  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York  will 
be  held  on  Wednesday,  February  12,  1969, 
at  8 : 00  p.m.  in  the  Royal  Ballroom  of  The 
Americana,  New  York  City. 

Edward  C.  Hughes,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
Vendome  10,  third  floor  of  The  Americana, 
on  Saturday,  February  8,  from  12:00  noon 
to  7:30  p.m.  and  in  the  foyer  of  the  Geor- 
gian Room,  third  floor,  on  Sunday  through 
Thursday,  February  9 through  13,  after 
8:00  a.m. 

General  registration  for . State  Society 
members  and  guests  will  take  place  in  Albert 
Hall,  The  Americana,  Sunday,  February  9, 
from  8:30  a.m.  to  6:00  p.m.  and  Monday, 
February  10,  through  Wednesday,  Feb- 
ruary 12,  from  8:30  a.m.  to  5:00  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in 
Albert  Hall. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in 
Albert  Hall. 

Exhibits  will  be  on  view  Sunday,  Feb- 
ruary 9,  from  10:00  a.m.  to  6:00  p.m.; 
Monday,  February  10,  through  Wednesday, 
February  12,  9:00  a.m.  to  5:00  p.m. 

Scientific  Program 

General  Sessions  will  be  held  Sunday, 
February  9,  at  10:00  a.m.;  Monday, 
Tuesday,  and  Wednesday,  February  10, 
11,  and  12,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be  held 
Sunday,  February  9,  at  10:00  a.m.  and 
2:00  p.m.;  Monday,  February  10,  through 
Wednesday,  February  12,  at  9:00  a.m.  and 
2:00  p.m. 
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TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn't  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "nerves." 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RlCHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


T9 17A 


US.  PATENT  NO.  3,001,910 


I/S9 


If  he  can  remember  breakfast, 
he  can  remember  Renese-R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a EM.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine— Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz- 1 
ards  to  the  fetus.  The  hazards  include  fetal  " 
or  neonatal  jaundice,  thrombocytopenia,  ar 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions  : Since  all  diuretic  agents  ma  i 
reduce  serum  levels  of  sodium,  chloride,  ai 
potassium,  patients  should  be  observed  reg>  i 
larly  for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro-  • 
intestinal  disturbances,  lethargy,  oliguria  , 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate  | 
effects  of  hypokalemia.  Should  hypokalemia 
occur  or  be  suspected,  foods  high  in  potas-  I 
sium  may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.)  i 
or  oral  potassium  supplements  administere< 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs  i 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
ance even  in  previously  normal  patients  or 
decrease  PBI  levels  without  signs  of  thyroid 
disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
may  decrease  the  arterial  responsiveness  to 
norepinephrine.  The  antihypertensive  effects 
of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

Reserpine — Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine— Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
— 0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1 ,000. 

More  detailed  professional  information  avail- 
able on  request. 
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a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
il  symptoms.  Relief  starts  with  the  first  spray  which 
is  the  inferior  part  of  the  common  meatus.  A second 
y,  a few  minutes  later,  will  shrink  the  turbinates  to 
provide  sinus  drainage  and  ventilation.  Dosage 
be  repeated  every  three  or  four  hours  as  needed, 
emporary  relief  of  symptoms.  nTz  is  well  tolerated 
overdosage  should  be  avoided, 
i sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
5 the  nasal  passages  open  during  a cold  to  help  pre- 
development of  acute  sinusitis-or  to  help  prevent 
acute  condition  from  becoming  chronic. 

plied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
nl.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
i dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

ThenfadiF®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or 
sinusitis. 

Zephirarf®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y. 
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heavenly  relief 
for  unearthly  cough 

Benyliii 

EXPECTORANT 


1 


ASTRO 


Each  fluidounce  contains:  80  mg. 
Benadryl  (diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUT IONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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FACT  L LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

T HE  SPARTANS  HERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
— . CITIZENS  HERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


|G  IS  GREATEST  IN  THE  MONTHS : 
JANUARY- FEBRUARY  aw  AMY- JUNE. 

OVERWEIGHT  PEOPLE1 , 

LiTy  ARE  LEAST 

^.interested  7/^ 

]/////  IN  DIET  IN  SI  p. 


st  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY  (f 
X ONE-HALF  THAT  OF 
\ OTHER  LEADING  \ 
APPETITE 
SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IV  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR  #2 


One  Ambar  Extentab  before  breakfast  can  I T I I M f~~\  B%  ^ BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  | p | suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: jnay  be  habit  forming). 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
CWarmng:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a. h.  robins  company,  A.l_|.r)nRI 

RICHMOND.  VA.  23220  'l  1 1 I < u u 1 1 ’ -* 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management .. .an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.’’  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 


jap]  Roche 

I laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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Abstracts 


Herbert,  W.  H.,  and  Emirgil,  C. : Altered  blood 
gases  and  left  atrial  hypertension.  New  York 
State  J.  Med.  69:  418  (Feb.  1)  1969. 

Data  of  41  patients  with  mitral  valve  disease 
were  submitted  to  statistical  analysis  to  deter- 
mine whether  or  not  left  atrial  pressure  or  any 
of  three  other  parameters  suggested  a causa- 
tive mechanism.  Apparently  peripheral  un- 
saturation in  mitral  valve  disease  is  related  to 
both  extreme  mean  left  atrial  pressure  eleva- 
tion and  duration  of  the  disease.  Unsaturation 
was  not  seen  in  the  absence  of  one  or  the  other. 

Lee,  S.  L.,  Rosner,  F.,  Rosenthal,  N.,  and  Rosen- 
thal, R.  L. : Reticulum  cell  leukemia;  clinical 
and  hematologic  entity,  New  York  State  J. 
Med.  69:  422  (Feb.  1)  1969. 

Twenty-five  patients  with  reticulum  cell 
leukemia  were  studied  by  standard  hematologic 
methods.  The  most  common  symptoms  were 
weakness  and  pallor,  which  had  a direct  rela- 


tion to  the  degree  of  anemia.  This  entity  is 
usually  a chronic  type  of  leukemia  character- 
ized clinically  by  leukopenia,  normochromic 
anemia  which  may  remit  spontaneously  for 
long  periods,  bouts  of  fever  due  to  infections, 
and  marked  splenomegaly.  Lymphoid  reticu- 
lum cells  somewhat  resembling  normal  histio- 
cytes are  found  in  both  blood  and  bone  mar- 
row. The  most  effective  treatments  have  been 
blood  transfusion  and  antibiotics. 

Harvey,  N.  A. : Cybernetics  of  the  peptic  ulcer. 
New  York  State  J.  Med.  69:  430  (Feb.  1) 
1969. 

Peptic  ulcer  was  schematized  and  simplified 
by  the  cybernetic  method.  By  showing  posi- 
tive and  negative  feedbacks,  the  mutual  causal 
relationships  and  other  internal  organizational 
features  of  complex  conditions  may  be  clarified. 
Alterations  of  neural,  hormonal,  and  chemical 
relationships  involved  in  gastric  physiology  are 
demonstrated  on  a model. 


Correction:  The  Section  on  Anesthesiology  will  meet  on 

SUNDAY,  FEBRUARY  9,  1969,  at  2:00  p.m. 
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DIVISION 

New  York,  N Y.  10017 


The  tab  is  as  small  as  the  tablet!  Only  pennies  per  dose! 

One-third  to  one-half  less  than  another  leading  penicillin  G tablet.* 

And  they're  one-half  to  one-third  smaller  than  other  leading  brands  . . . 
an  important  consideration  for  your  younger  and  older 
patients  with  “pill  swallowing”  problems. 

Tiny  as  they  are,  each  Pfizerpen  Tablet  bears  both  the  Pfizer 
imprint  and  the  dosage  strength:  200,000,  250,000  and 
400,000  units.  Dispensing  is  more  accurate — much  safer. 

Why  prescribe  a more  expensive  brand? 

It’s  no  better.  Just  bigger.  Harder  to  swallow. 

In  more  ways  than  one.  Pfizerpen — from  the 
manufacturer  who  first  made  penicillin  generally 
available  for  clinical  practice. 

Also  available:  Pfizerpen  Poudcr  for  Syrup,  400,000 
units  ' 5 cc.  reconstituted.  Bottles  of  80  cc.  and  150  cc. 

'Based  on  manufacturers*  published  direct  price  to  retailer 
per  single  bottle  of  100  tablets. 


hibadub  lubadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Phofoqraph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs:  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


\nxiety  is  expected  in  the  cardiovascular 
jatient.  A little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
>e  needed. 

\laturally,  you'll  want  to  reassure  the  patient. 

Xnd  perhaps  prescribe  Equanil  (meprobamate) 
is  adjunctive  therapy.  It  helps  relieve  anxiety 
tnd  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
trowsiness;  serious,  therapy-interrupting  side 
effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
Known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mat 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  boses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanil 

(meprobamate)  l^J 
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Abstracts  in  Interlmgua 


Herbert,  W.  H.,  e Emirgil,  C. : Alterate  gases 
sanguinee  e hypertension  sinistro-atrial  (an- 
glese).  New  York  State  J.  Med.  69:  418  (1 
de  februario)  1969. 

Datos  ab  41  patientes  con  morbo  de  valvula 
mitral  esseva  submittite  a un  analyse  statistic 
pro  determinar  si  o non  tension  sinistro-atrial 
o le  un  o le  altere  de  tres  altere  parametros 
poteva  suggestionar  un  mechanismo  causal. 
II  pare  que  nonsaturation  peripheric  in  morbo 
de  valvula  mitral  es  relationate  tanto  a extreme 
elevationes  del  tension  sinistro-atrial  medie  e 
al  duration  del  morbo.  Nonsaturation  non 
esseva  incontrate  in  le  absentia  del  un  o del 
altere  de  ille  factores. 

Lee,  S.  L.,  Rosner,  F,,  Rosenthal,  N.,  e Rosen- 
thal, R.  L.:  Leucemia  a cellulas  reticular;  un 
entitate  clinic  e hematologic  ( anglese ),  New 
York  State  J.  Med.  69:  422  (1  de  februario) 
1969. 

Vinti-cinque  patientes  con  leucemia  a cellulas 
reticular  esseva  studiate  per  methodos  hemato- 
logic standard.  Le  symptomas  le  plus  com- 

Sulfonylurea-induced 

hypoglycemia 

Two  mechanisms  for  prolonged  hypoglycemia 
after  sulfonylurea  administration  are  now  ap- 
parent, according  to  W.  T.  Lampe,  II,  M.D., 
writing  in  Pennsylvania  Medicine  71 : 61  (June) 
1968:  renal  insufficiency  leading  to  retention 
of  the  sulfonylurea  compound  and  its  metabo- 
lites, and  failure  of  metabolic  degradation  of 
the  sulfonylurea  as  a result  of  severe  liver 
dysfunction.  In  renal  insufficiency  the  reten- 
tion is  especially  important  if  the  metabolites 
are  pharmacologically  active,  as  in  those  cases 
where  the  sulfonylurea  is  acetohexamide.  Those 
diabetic  patients  in  whom  sulfonylurea  therapy 
appears  to  be  clinically  indicated  should  have 
preliminary  liver  and  kidney  function  tests  to 
make  sure  these  organ  systems  are  intact  and 
functioning  normally  before  sulfonylurea  com- 
pounds are  given.  These  drugs  should  not  be 
used  in  the  presence  of  azotemia  or  in  uremic 
patients.  Such  precautions  should  help  prevent 
hypoglycemic  reactions,  which  can  be  life- 
threatening,  prolonged,  and  difficult  to  treat. 

Of  the  various  pharmacologic  agents  capable 
of  producing  hypoglycemic  reactions,  the  sul- 
fonylureas  (tolbutamide,  acetohexamide,  and 


mun  esseva  debilitate  e pallor,  le  quales 
habeva  un  relation  directe  al  grado  del  anemia. 
Iste  entitate  es  usualmente  un  typo  chronic 
de  leucemia  characterisate  clinicamente  per 
leucopenia,  anemia  normochromic  con  le  possi- 
bilitate  de  prolongate  remissiones,  episodios 
de  febre  causate  per  infectiones,  e grados 
marcate  de  splenomegalia.  Lymphoide  cellulas 
reticular  plus  o minus  simile  a histiocytos 
normal  es  trovate  in  le  sanguine  e etiam  le 
medulla  ossee.  Le  tractamentos  le  plus  efficace 
ha  essite  transfusion  de  sanguine  e antibioticos. 

Harvey,  N.  A. : Le  cybernetica  de  ulcere  peptic 
(anglese),  New  York  State  J.  Med.  69:  430 
(1  de  februario)  1969. 

Ulcere  peptic  esseva  schematisate  e simplifi- 
cate  per  le  methodo  cybernetic.  Per  le  demon- 
stration de  retroactiones  positive  e negative,  le 
mutual  relationes  causal  e altere  characteristi- 
cas  de  organisation  interne  de  conditiones  com- 
plexe  pote  esser  clarificate.  Alterationes  de 
relationes  neural,  hormonal,  e chimic  que  entra 
in  le  physiologia  gastric  es  demonstrate  como 
modello. 


tolazamide)  are  most  active.  The  incidence  of 
these  reactions  is  much  higher  than  that  in- 
dicated by  reports  in  the  literature.  If  the 
patient  suffers  from  a urinary  tract  infection 
for  which  some  of  the  other  sulfa  drugs  are 
being  given,  these  will  potentiate  the  hypo- 
glycemic effect  of  the  sulfonylureas  being  ad- 
ministered for  the  treatment  of  diabetes.  Hypo- 
glycemic reactions  to  the  sulfonylurea  drugs 
have  been  reported  in  association  with  old  age, 
malnutrition,  chronic  liver  disease,  and  kidney 
disease. 

The  hypoglycemic  stupor  caused  by  aceto- 
hexamide may  masquerade  as  collapse  with 
pulmonary  edema.  Also,  until  blood  sugar  tests 
become  available,  it  may  be  confused  with 
primary  neurologic  disease.  Permanent  damage 
to  the  central  nervous  system  can  result  if  the 
condition  persists,  and  its  prevention  depends 
on  early  recognition  of  the  hypoglycemia  and 
its  cause.  Sulfonylurea-induced  hypoglycemia 
may  persist  for  many  hours  despite  adminis- 
tration of  large  amounts  of  glucose.  Peritoneal 
dialysis  may  be  used  to  supply  large  amounts 
of  glucose  over  prolonged  periods  in  patients 
otherwise  unresponsive  to  treatment.  One  of 
the  advantages  of  dialysis  is  that  it  removes  the 
sulfonylurea  metabolites,  an  important  con- 
sideration, particularly  in  those  cases  where 
the  involved  drug  is  acetohexamide. 
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I once  popular  treatment  (or  back  pains 
las  to  have  the  seventh  son  ol  a seventh  son 
|and  or  walk  on  the  patient's  back 


or  headache,  a sovereign  remedy  was 
|o  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 


relief 


‘Empirin 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 

May  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  M 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B  ",  and  as  such  are  available  on  oral 
j prescription,  where  State  law  permits. 

^Lr  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


Necrology 


Alfred  Charles  Alessi,  M.D.,  of  Niagara  Falls, 
died  on  November  27,  1968,  at  the  age  of 
fifty-seven.  Dr.  Alessi  graduated  in  1936  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  obstetrician  and  gynecolo- 
gist at  Mount  St.  Mary’s  Hospital  of  Niagara 
Falls  and  at  Niagara  Falls  Memorial  Hospital. 
Dr.  Alessi  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  a mem- 
ber of  the  Niagara  Falls  Academy  of  Medicine, 
the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Theodore  Barnett,  M.D.,  of  Brooklyn,  died  on 
December  12,  1968,  at  the  age  of  fifty-five.  Dr 
Barnett  graduated  in  1936  from  New  York 
University  School  of  Medicine.  He  was  an 
attending  surgeon  at  Jewish  Hospital  of 
Brooklyn  and  director  of  surgery  at  Adelphi 
Hospital.  Dr.  Barnett  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Elias  Beilin,  M.D.,  of  Elmhurst,  died  on 
December  7,  1968,  at  the  age  of  sixty.  Dr. 
Beilin  graduated  in  1933  from  the  University 
of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Vincent  Joseph  Coviello,  M.D.,  of  Rochester, 
died  on  November  1,  1968,  at  the  age  of  fifty- 
eight.  Dr.  Coviello  received  his  medical  de- 
gree from  the  University  of  Siena  in  1937.  He 
was  an  attending  anesthesiologist  at  Rochester 
General  Hospital.  Dr.  Coviello  was  a Diplo- 
mate of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anesthesi- 
ologists, and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

II.  Jackson  Davis,  M.D.,  of  Troy,  died  on  July 
17,  1968,  at  the  age  of  seventy-one.  Dr.  Davis 
graduated  in  1926  from  Yale  University  School 
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(NYLIDRIN  HC1) 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain,  ache,  spasm, 
paresthesias,  numbness,  coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger’s  disease),  diabetic  vas- 
cular disease,  night  leg  cramps,  Raynaud’s 
phenomenon  and  disease,  ischemic  ulcers, 
acrocyanosis,  acroparesthesia,  frostbite, 
livedo  reticularis,  thrombophlebitis,  cold 
feet/ legs/ hands 

Contraindication:  Acute  myocardial  infarc- 
tion. Precautions:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe  angina  pec- 
toris, thyrotoxicosis.  Adverse  Reaction: 
Occasional  palpitation.  Dosage:  Usual 
effective  dosage  V2  to  1 tablet  t.i.d.  or  q.i.d. ; 
increased,  if  necessary,  to  2 tablets  t.i.d.  or 
q.i.d.  Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased  gradu- 
ally to  1 cc.  one  or  more  times  daily,  as 
needed.  Supplied:  Tablets,  6 mg.,  scored; 
bottles  of  100  and  1000.  Parenteral,  5 mg. 
per  cc.,  1 cc.  ampuls  (5  per  box);  10  cc. 
multiple-dose  vials  (1  per  box).  Consult 
product  brochure. 


USV  PHARMACEUTICAL  CORR 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HC1) 
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Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin.  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action : 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 

These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 


ARLIDIN  works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

See  adjacent  page  for  brief  summary  of  prescribing  information. 
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of  Medicine.  He  was  a consulting  physician 
at  St.  Mary’s  Hospital  and  since  June,  1958, 
had  been  Rensselaer  County  Commissioner  of 
Health.  Dr.  Davis  was  a member  of  the 
American  Public  Health  Association. 

Fred  De  Angelo,  M.D.,  of  Schenectady,  died  on 
September  26,  1968,  at  the  age  of  thirty-nine. 
Dr.  De  Angelo  received  his  medical  degree 
from  the  University  of  Montpellier  (France)  in 
1963.  He  was  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Victor  Donnet,  M.D.,  of  Phoenix,  Arizona, 
formerly  of  New  York  City,  died  on  December 
8,  1968,  at  the  age  of  eighty-three.  Dr.  Don- 
net,  retired,  received  his  medical  degree  from 
the  University  of  Geneva  in  1915.  He  was  a 
member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nicholas  Furedi,  M.D.,  of  Yonkers,  died  on 
December  13,  1968,  at  the  age  of  seventy- 
seven.  Dr.  Furedi  received  his  medical  degree 
from  the  University  of  Budapest  in  1914.  He 
was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Martin  Gladtke,  M.D.,  of  Freeport  and  North 
Merrick,  died  on  June  26,  1968,  at  the  age  of 
sixty-eight.  Dr.  Gladtke  received  his  medical 
degree  from  the  University  of  Berlin  in  1923. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Goldstein,  M.D.,  of  Brooklyn,  died  on 
November  20,  1968,  at  the  age  of  sixty-eight. 
Dr.  Goldstein  graduated  in  1924  from  Tufts 
University  School  of  Medicine. 

Jacob  Grossman,  M.D.,  of  The  Bronx,  died  on 
December  26,  1968,  at  the  age  of  eighty-two. 
Dr.  Grossman  graduated  in  1910  from  Cornell 
University  Medical  College.  He  was  an  asso- 
ciate attending  orthopedic  surgeon  (off  service) 
at  Bronx-Lebanon  Hospital  Center  and  a clini 
cal  assistant  attending  orthopedic  surgeon  at 
Morrisania  City  Hospital  Outpatient  Depart- 
ment. Dr.  Grossman  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  James  Habers,  M.D.,  of  Sunnyside,  died  on 


December  10,  1968,  at  the  age  of  sixty-four. 
Dr.  Habers  graduated  in  1929  from  St.  Louis 
University  School  of  Medicine.  He  was  an 
associate  attending  surgeon  at  St.  John’s 
Queens  Hospital.  Dr.  Habers  was  a Fellow  of 
the  International  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Jacob  Leo  I Ison,  M.D.,  of  Brooklyn,  died  on 
November  29,  1968,  at  the  age  of  sixty-six. 
Dr.  Ilson  graduated  in  1925  from  Long  Island 
College  Hospital.  He  was  an  assistant  attend- 
ing physician  at  Jewish  Hospital  of  Brooklyn. 
Dr.  Ilson  was  a member  of  the  American 
Academy  of  General  Practice,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Claude  Smith  Johnson,  M.D.,  of  Clinton,  died  on 
December  20,  1968,  at  the  age  of  ninety-three. 
Dr.  Johnson  graduated  in  1904  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Retired 
in  1967,  he  was  a member  of  the  Lockport 
Academy  of  Medicine,  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Shepard  Krech,  M.D.,  of  New  York  City,  died 
on  December  15,  1968,  at  the  age  of  seventy- 
seven.  Dr.  Krech  graduated  in  1923  from 
Harvard  University  Medical  School.  He  was 
a member  of  the  New  York  Academy  of 
Medicine  (and  a past  treasurer,  trustee,  and 
chairman  of  the  executive  committee),  a mem- 
ber of  the  board  of  governors  of  Southampton 
Hospital  Association,  and  a member  of  the 
New  York  Surgical  Society. 

James  H.  Lade,  M.D.,  of  Albany,  died  on  No- 
vember 5,  1968,  at  the  age  of  sixty-one.  Dr. 
Lade  graduated  in  1934  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a mem- 
ber of  the  American  Public  Health  Association, 
the  Albany  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association,  the  Albany 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julius  Lempert,  M.D.,  of  New  York  City,  died 
on  December  14,  1968,  at  the  age  of  seventy- 
seven.  Dr.  Lempert  graduated  in  1913  from 
Long  Island  College  Hospital.  Retired,  he  was 
a Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
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NUMBER  TWO  OF  A SERIES 


GREAT  AMERICANS 
WHO  WERE 


DOCTORS... 


Elizabeth  Blackwell 

(1821-1910) 

Dr.  Blackwell  is  credited  with  being 
the  first  woman  in  modern  times  to 
become  a physician.  She  earned 
her  degree  at  the  Genera  ( New  York) 
Medical  School  and  was  deeply 
involved  with  the  social  issues  of  her 
day.  She  established  what  was  to 
become  the  New  York  Infirmary  and 
also  trained  nurses  for  the  Union 
Army  during  the  Civil  War. 


WE  AT  GHI  have  also  been  under  the  spell  of  the  pioneering  spirit.  Years  ago 
we  were  first  to  add  in-hospital  medical  care  to  Surgical  Only  contracts. 

We  were  among  the  very  first  to  cover  home  calls  and  office  visits.  Our 
psychiatric  research  study  led  the  way  for  insurance  benefits  for  ambulatory 
psychiatric  care. 

We  would  like  you  to  associate  yourself  with  GHI  either  as  a Participating 
Family  Doctor  or  as  a Participating  Physician.  By  joining  the  approximately 
10,000  doctors  who  already  participate,  you  will  extend  quality  medical 
care,  with  free  choice  of  physician,  to  large  groups  of  people,  many  of  whom 
are  classified  as  having  low  and  medium  incomes. 

Write  to  us  today  for  more  information  about  why  and  how  you  should 
participate  in  GHI.  Do  it  now  — while  you’re  thinking  about  it! 


Group  Health  Insurance,  Inc./ 227  West  40th  Street,  New  York,  N.Y.  10018 /Phone:  564-8900 
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Otolaryngology,  the  American  Laryngological, 
Rhinological  and  Otological  Society,  the  Ameri- 
can Otological  Society,  Inc.,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Muzzicato,  M.D.,  of  New  York  City 
and  Monsey,  died  on  December  20,  1968,  at 
the  age  of  sixty-seven.  Dr.  Muzzicato  gradu- 
ated in  1929  from  Loyola  University  School 
of  Medicine.  He  was  an  assistant  attending 
roentgenologist  at  Metropolitan  Hospital  and 
an  associate  attending  roentgenologist  (affili- 
ate) at  Bird  S.  Coler  Memorial  Hospital  and 
Home.  Dr.  Muzzicato  was  a Fellow  of  the 
American  College  of  Gastroenterology  and  a 
member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Godfrey  Nurse,  M.D.,  of  New  York  City,  died 
on  December  22,  1968,  at  the  age  of  eighty. 
Dr.  Nurse  graduated  in  1914  from  Long  Island 
College  Hospital.  In  1956  he  gave  Harlem 
Hospital  $100,000,  to  endow  a surgical  research 
laboratory  and,  subsequently,  revised  the  grant 
to  establish  the  Godfrey  Nurse  Fund  which 
administers  research  grants,  fellowships,  and 
lectures.  Dr.  Nurse  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Louis  Olenik,  M.D.,  of  The  Bronx,  died 
on  December  4,  1968,  at  the  age  of  seventy- 
one.  Dr.  Olenik  graduated  in  1921  from  Uni- 
versity and  Bellevue  Hospital  Medical  Col- 
lege. He  was  an  associate  attending  surgeon 
(off  service)  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Olenik  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

James  Ralph  Scott,  M.D.,  of  Patterson,  died  on 
November  2,  1968,  at  the  age  of  eighty.  Dr. 
Scott  graduated  in  1918  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  St.  Luke’s 
Hospital  (New  York  City).  Dr.  Scott  was  a 


Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine. 

Anne  Tjomsland,  M.D.,  of  Putnam  Valley,  died 
on  December  19,  1968,  at  the  age  of  eighty- 
eight.  Dr.  Tjomsland  graduated  in  1914  from 
Cornell  University  Medical  College.  During 
World  War  I she  went  to  France  as  a physi- 
cian with  the  Bellevue  Hospital  unit.  Dr. 
Tjomsland  was  a member  of  the  New  York 
Academy  of  Medicine. 

John  Lewis  Van  De  Mark,  M.D.,  of  Rochester, 
died  on  October  5,  1968,  at  the  age  of  eighty- 
nine.  Dr.  Van  De  Mark  graduated  in  1904 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 
Association,  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Abraham  Warwick,  M.D.,  of  Brooklyn, 
retired,  died  on  December  16,  1968,  at  the  age 
of  seventy-two.  Dr.  Warwick  graduated  in 
1926  from  Queens  University  Faculty  of  Medi- 
cine, Kingston,  Ontario.  He  was  a consulting 
obstetrician  and  gynecologist  at  Brookdale 
Hospital  Center.  Dr.  Warwick  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medi- 
cine, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Adelaide  Ellsworth  Weston,  M.D.,  of  Jamestown, 
died  on  November  11,  1968,  at  the  age  of 
ninety-five.  Dr.  Weston  graduated  in  1911 
from  Woman’s  Medical  College  of  Pennsyl- 
vania. She  was  an  honorary  member  of  the 
medical  staff  at  Jamestown  General  Hospital 
and  an  honorary  physician  and  surgeon  at 
Woman’s  Christian  Association  Hospital.  Dr. 
Weston  was  a member  of  the  Chautauqua 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Special-risk  patients  need 
a special  anorectic. 


Now  his  handicap  is  too  high  with 
overweight  and  hypertension. 

TEPANIL  meets  a special  need  when  overweight  complicates  the 
prognosis  in  cardiac  disease  or  hypertension.  It  can  also  be  of 
particular  value  in  the  overweight  patient  with  diabetes,  and 
’n  Pre9nancy  after  the  first  trimester  (see  "Warning"  below). 
TEPANIL  controls  appetite  gently.  Patients  enjoy  food, 
but  eat  less.  Weight  loss  is  significant— gradual— yet  there  is  a 
relatively  low  incidence  of  CNS  stimulation.  TEPANIL  works  on  the 
appetite— not  on  the  "nerves."  Seldom  disturbs  the  sleep  that's  so 
vital  to  these  special-risk  patients.  Rarely  is  TEPANIL  associated 
with  tachycardia,  cardiac  arrhythmia,  or  other  ECG  changes. 

A review  of  some  of  the  special  problems  of  obesity  asso- 
ciated with  angina  pectoris  demonstrates  the  beneficial  supporting 
role  TEPANIL  can  play.  Since  with  TEPANIL  there  is  a relatively 
low  incidence  of  CNS  effects,  the  danger  of  stimulation,  which  is 
so  undesirable  in  these  patients,  is  minimized.  With  TEPANIL 
there  is  little  or  no  euphoria  that  might  unwisely  encourage  the 
patient  to  overextend  himself.  And  where  curbing  night  hunger  is  important, 
TEPANIL  25  mg.  may  often  be  prescribed  in  the  evening— a time  when  overly 
stimulating  anorectics  cannot  be  recommended. 

TEPANIL— a sound  anorectic  support  for  the  weight-control  program  you 
recommend.  For  uncomplicated  overweight— and  especially  where  there's  a 
special  risk. 


Contraindications:  Contraindicated  concurrently  with  MAO  inhibi- 
tors, in  patients  hypersensitive  to  diethylpropion  hydrochloride,  and 
in  emotionally  unstable  patients  known  to  be  susceptible  to  drug 
abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use 
great  caution  when  prescribing  for  patients  with  severe  hypertension 
or  severe  cardiovascular  disease  Should  not  be  used  during  the  first 
trimester  of  pregnancy  unless  potential  benefits  outweigh  potential 
risks. 


Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One 
75  mg.  tablet  daily,  swallowed  whole,  in  midmorning  (10  a.m.); 
TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening 
to  overcome  night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19T44 


Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side 
effects  may  occur  occasionally;  CNS  effects  (such  as  insomnia,  ner- 
vousness, jitteriness),  dryness  of  mouth,  thirst,  nausea,  abdominal  dis- 
tress, constipation,  headache,  allergic  response  including  urticaria  or 
other  dermatitis;  rarely  associated  with  tachycardia,  cardiac  arrhyth- 
mia or  ECG  changes. 

T-319A  U S.  PATENT  NO.  3,001  910  l/«9 


Tepanil*  len-Tab’ 

(diethylpropion  hydrochloride) 


Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  8,  1969  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D. 
Team  Physician,  Cornell  University 

A.  Head  and  Neck  Injuries 

B.  The  Trainer’s  Role  in  High  School  Athletics 

C.  Rehabilitation  of  the  Injured  Athlete 

D.  Highlights  of  the  Olympics 

Luncheon — 12:30  p.m.  Guest  Speaker:  "Sleepy”  Jim  Crowley 
Quarterback  ‘The  Four  Horsemen  of  Notre  Dame’ 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  M.  Laurens  Rowe,  M.D. 
University  of  Rochester  Medical  School 

E.  First  Aid  Field  Decision  Workshops 

F.  Training  and  Conditioning  for  Baseball 

G.  Principles  of  Conditioning 

H.  Boxing 

Sports  Cinema  Program  (to  be  shown  every  2 hours) 

I.  Taping  of  Ankle  and  Knee 

2.  Taping  of  Wrist  and  Shoulder 

3.  Fitting  of  Helmets 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $6.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
Proceedings  of  1968  Sports  Symposium  will  be  distributed. 
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163rd 

Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  9-13,  1969 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  • • • General  Sessions:  Endocrinology;  Gastroenterology  for  the  Physician  and 
Surgeon;  Neurologic  Complications  Accompanying  other  Disease  States 


• 26  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10119 


Please  make  reservations  for 

persons 

NAME(S) 


Address. 
City 


.State. 


.Zip. 


Probable  Departure  Date 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  lublect  lo  5%  Now  York  City  Room  tax) 


SINGLE  BEDROOM 

O $18.00  □ $19.00  □ $20.00 

□ $23.00  □ $24.00  □ $25.00 


□ $22.00 
□ $28.00 


A.M. 

Arrive:  Date AT P.M. 

(Pomrvatiom  ho  Id  only  until  6:00  PM 
unlou  lator  arrival  ii  indicated) 


TWIN  or  DOUBLE-BEDDED  ROOMS  FOR  TWO 

□ $22.00  □ $23.00  □ $24.00 

□ $26.00  □ $28.00  □ $30.00  □ $32.00 

STUDIO  ROOM  FOR  ONE 

□ $22.00  □ $24.00  □ $26.00 

STUDIO  ROOM  FOR  TWO  □ $25.00 

□ $26.00  □ $27.00  □ $28.00  □ $30.00 

PARLOR  AND  ONE  BEDROOM 

$45.00  TO  $70.00 

PARLOR  AND  TWO  BEDROOMS 

$70.00  TO  $95.00 

LARGE  ENTERTAINMENT  SUITES  AVAILABLE- 
RATES  UPON  REQUEST. 


NOTE:  Th*s*  rat**  apply  for  th*  duration  of  your 
convention. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  9-73,  7969 


Medical  Meetings 


Child  psychiatry  topic 
of  symposium 

A symposium  on  the  “Management  of  the 
Severely  Disturbed  Child  in  School  and  Com- 
munity— What  More  Can  Be  Done?”  will  be 
held  at  the  Coney  Island  Hospital/Maimonides 
Medical  Center,  Ocean  and  Shore  Parkways, 
Brooklyn,  on  February  24,  from  1:00  to  4:00 
P.M.  The  program  features  the  following  guest 
speakers:  Sol  Nichtern,  M.D.,  Mr.  Charles 
King,  Carl  Fenichel,  E.D.D.,  John  Kemph, 
M.D..  Mr.  Louis  Hay,  John  Curtis,  M.D.,  and 
Howard  Eisman,  Ph.D. 

Head  and  neck  surgery 
topic  of  course 

A course  in  Head  and  Neck  Surgery  is  to  be 
held  at  Columbia  University  College  of  Physi- 
cians and  Surgeons,  on  April  21  through  26, 
under  the  chairmanship  of  John  Conley,  M.D., 
and  other  members  of  the  faculty. 

Tuition  is  $300,  and  registration  is  limited  to 
fifteen.  For  further  information  and  registra- 
tion write  to: 

Melvin  D.  Yahr,  M.D.,  assistant  dean, 
Columbia  University  College  of  Physicians  and 
Surgeons,  630  West  168th  Street,  New  York, 
New  York  10032. 


Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Refresher  course  in  pediatrics 
offered  to  general  practitioners 

An  intensive  refresher  course  in  pediatrics  is 
being  offered  at  the  State  University  of  New 
York  at  Buffalo  School  of  Medicine,  sponsored 
by  the  Bureau  of  Maternal  and  Child  Health 
of  the  New  York  State  Department  of  Health. 
This  course,  designed  especially  to  meet  the 
needs  of  general  practitioners,  will  be  given 
from  May  12  through  16. 

The  course  will  be  a review  of  principles  and 
recent  developments  in  diagnosis  and  treatment 
of  pediatric  disorders  and  in  the  care  of  the 
well  child.  All  teaching  will  be  done  by  the 
faculty  of  the  Buffalo  School  of  Medicine, 
under  the  immediate  supervision  of  Jean  A. 
Cortner,  M.D.,  head  of  the  Department  of 
Pediatrics.  Lectures,  informal  discussions,  and 
ward  rounds  are  conducted  daily,  and  the 
physicians  attending  will  participate  in  the 
daily  admission  conferences. 

Registration  fee  is  $5.00  (check  to  be  made 
payable  to  the  State  University  of  New  York 
at  Buffalo).  Tuition  for  each  physician  en- 
rolled in  the  course  is  paid  by  the  New  York 
State  Department  of  Health.  In  addition,  a 
stipend  is  provided  to  physicians  conducting 
child  health  conferences,  or  public  health 
clinics,  or  employed  as  school  physicians  by 
boards  of  education  or  departments  of  health 
who  live  more  than  25  miles  from  the  Buffalo 
Children's  Hospital.  Application  for  enroll- 
ment must  be  made  before  April  8,  1969. 
through  the  offices  of  county  or  city  depart- 
ments of  health  or  to  district  health  officers. 
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Index  to  Advertisers 


1 


Apache  Corp.. 
Bayer  Company 


Breon  Laboratories 2nd  cover 

Bristol  Laboratories 4th  cover 

Burroughs  Wellcome  & Company  Inc 389 

Flint  Laboratories 40  -405 

Group  Health  Insurance 393 

Hall  Brooke  Hospital  485 

Highland  Hospital 403 

Holbrook  Manor  Inc.  485 
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This  announcement  is  neither  an  oiler  to  sell  nor  a 
solicitation  ol  an  oiler  to  buy  any  ol  these  shares. 
The  oiler  is  made  only  by  the  Prospectus. 

NEW  ISSUE  $9,000,000 

APACHE 
OIL  & GAS 
PROGRAM  1969 

(Apache's  22nd  consecutive  offering) 

Offered  where  state  laws  permit 
at  $15,000  per  unit,  or  in  any 
multiple  of  $5,000. 

TO  INVESTORS 
SEEKING  TAX  SHELTER: 

By  the  purchase  of  a unit  of  investment 
in  Apache  Oil  & Gas  Program  1969  you 
will: 

■ Be  accorded  the  tax  benefits  of  oil 
and  gas  exploration  investments. 

■ Have  Apache’s  full  technical  staff 
available  to  manage  your  funds. 

■ Test  20-40  oil  and  gas  prospects  with 
varying  degrees  of  risk,  thereby 
spreading  and  diversifying  your  risk. 

Apache  Oil  & Gas  Program  1969,  a lim- 
ited partnership,  is  specifically  designed 
for  those  whose  income  tax  bracket  is 
in  excess  of  50%. 

APACHE 

OIL  PROGRAMS,  INC. 

A Subsidiary  of  Apache  Corporation 


BOSTON  • CHICAGO  • DETROIT 
MINNEAPOLIS  * NEW  YORK  • ST.  LOUIS 
WASHINGTON,  D.C.  • LOS  ANGELES 

See  your  broker  or  send  the  coupon  to: 
Apache  Oil  Programs,  Inc. 

30  East  42nd  Street,  Suite  1722 
New  York,  N.Y.  10017 
(212)  867-8070 

Send  me  the  current  prospectus  on 
APACHE  OIL  AND  GAS  PROGRAMS  1969 

Name 


Address_ 
City 


State_ 


February  1,  1969  / New  York  State  Journal  of  Medicine  399 


* 


AN  IMPORTANT  MESSAGE  ON  SPUTUM  CYTOLOGY 


E’®'**  FOR  USING 
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Sputum  Cytology— practical  and  economical  as  a routine  diagnostic 
aid  for  the  detection  of  lung  cancer  to  be  used  in  conjunction  with 
other  diagnostic  techniques  (such  as  roentgenology  and  broncho- 
scopy) in  industry,  hospitals,  community  health  centers,  and  private 
practice. 


I 
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AN  AID  TO  THE  MEDICAL 
COMMUNITY : Sputum  cy- 
tologic screening  is  2m  aid 
in  lung  cancer  detection 
when  used  with  profes- 
sional judgment  as  part  of 
the  diagnostic  workup  of 
the  patient. 

Pulmonary  exfoliative  cytology  is 
a useful  diagnostic  aid  when  used 
in  conjunction  with  other  diag- 
nostic techniques  in  early  lung 
cancer  detection;  however,  prob- 
lems in  sputum  collection,  diffi- 
culties in  preparation,  and  ex- 
penses involved  have  made  it 
impractical  for  routine  screening. 
As  a consequence,  it  has  not  been 
used  to  the  fullest  in  private,  in- 
dustrial, and  public  health  pro- 
grams. The  CYTEC*  System  of 
Sputum  Cytology  helps  overcome 
most  of  these  problems. 

The  CYTEC  System  is  sputum 
cytology  with  rapidity 

Developed  by  Nuclear  Research 
Associates,  Inc.,  the  CYTEC  Sys- 
tem provides  reliable  collection, 
preservation,  separation,  and  con- 
centration of  cells  as  well  as  auto- 
mated staining,  all  with  accuracy, 
uniformity,  speed,  and  simplicity. 

This  System  has  been  tested  for 
the  last  few  years  in  industrial  and 
commercial  pilot  investigation 
programs  as  well  as  in  numerous 
major  hospitals. 

CYTEC  is  simple,  convenient 
and  easy  to  use 

The  CYTEC  System  provides  a 
sputum  collection  kit  containing 
a plastic  test  tube  with  a built-in 
funnel  which  facilitates  the  col- 
lection of  early-morning  “deep 
cough”  specimens.  A tight-fitting 
cap  creates  a leak-proof  receptacle 
containing  a preservative/ fixative 
which  eliminates  the  need  for 
refrigeration. 


The  patient  simply  collects  the 
sputum  produced  by  early-morn- 
ing “deep  coughs,”  on  four  sep- 
arate days,  closes  the  test  tube  and 
returns  it  to  his  physician,  medi- 
cal director  at  his  place  of  employ- 
ment, or  public  health  officer  who 
can  then  send  it  in  the  self-con- 
tained mailer  directly  to  our  Ca 
Detection  Laboratories  for  analy- 
sis. Reports  will  be  returned  only 
to  the  designated  physician.  Photo- 
micrographs showing  morpho- 
logic cellular  changes,  if  present, 
accompany  the  physician’s  report. 

CYTEC  can  be  obtained 
only  through  the  medical 
community 

CYTEC  is  being  offered  only  to 
practicing  physicians  including 
medical  directors  of  industrial, 
community,  and  public  health 
programs.  It  is  being  offered  as  a 
diagnostic  aid  to  be  used  in  con- 
junction with  other  techniques. 
CYTEC  screening  results  serve  as 
indicators  for  possible  further 
workup. 


Professional  information 
available  on  request. 

Ca  Detection  Laboratories 

12  Nevada  Drive 

New  Hyde  Park,  N.Y.  11040 


A few  words  about  Nuclear 
Research  Associates,  Inc., 
and  its  Ca 

Detection  Laboratories 

Nuclear  Research  Associates,  Inc. 
is  an  interdisciplinary  organiza 
tion  of  physicians,  physicists,  biol- 
ogists, chemists,  and  engineers 
working  in  the  physical,  biolog- 
ical, and  medical  sciences.  The  Ca 
Detection  Laboratories  represents 
a portion  of  Nuclear’s  recently 
established  biomedical  division 
and  is  devoted  to  research  and 
technology  in  the  cancer  detec- 
tion field.  CYTEC  is  the  first  de- 
velopment to  be  offered  to  the 
medical  community  by  the  bio- 
medical division.  Others  are  on 
their  way. 


CYTEC®  is  a registered  trademark 
of  Nuclear  Research  Associates,  Inc. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 

WEDNESDAY 
FEBRUARY  12,  1969 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Annual  Dinner  Dance 

in  honor  of 

EDWARD  C.  HUGHES,  M.D. 
President 


Reception — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  check*  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  12,  1969. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list. 
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A SPECIAL  INVESTMENT 
MANAGEMENT  SERVICE 


Creative,  vital  management, 
oriented  to  asset  growth  for  a 
limited  number  of  individuals, 
trusts,  estates,  pension  funds  and 
others  with  sizable  portfolios. 

Loeb,  Rhoades  stresses  per- 
formance by  marshaling  its  full 
investment  resources  for  the  use 
of  the  portfolio  manager, 
a highly  motivated  pro- 
fessional who  translates 
the  firm's  capabilities  into 


a dynamic  program  directed 
toward  the  clients'  objectives. 
Charges  are  on  an  agreed 
fee  basis. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psvchiatric  patients,  including  individual  psy- 
chotherapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs, 
social  service  work  with  families,  family  therapy  and  an  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of 
each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School 
Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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"Elementary,  my  dear 

“SYNTH ROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE .. .AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


■ 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine— 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  T3  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 
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Holmes!' 


It’s  elementary. . . 


sodium  levothyroxine 


complete  thyroid 
hormone  therapy 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus.  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son's Disease  (chronic  subcortical  insufficiency).  Simmond's  Dis- 
ease (panhypopituitarism)  or  Cushing's  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient's  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid.  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0.1-1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg..  0.05  mg.,  0.1  mg..  0.15  mg.,  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P..  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053  10/68  f-306 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description : V-Cillin  K.  the  potassium  salt  of  V-Cillin®  (phenoxymethyl  penicillin. 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections:  infec- 
tions caused  by  sensitive  strains  of  staphylococci:  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever:  and  prevention  of  bacterial 
endocarditis  after  tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
theumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all.  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  ol  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  ol  penicillin  may  be  associated  with  the  overgrowth  ol  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported:  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis:  urticaria: 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  (see  Warnings). 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  aie  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range.  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants,  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  for  prophylaxis  of  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied : Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets. 
U.S.P.).  125  mg.  (200,000  units).  250  mg.  (400.000  units),  and  500  mg.  (800.000 
units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pediatric,  for  Oral  Solu- 
tion, 125  mg.  (200,000  units)  and  250  mg.  ( 400.000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [oxase?*]  8ooi9e 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


The  tardy  Journal 

For  the  first  time  in  all  the  years  that  this 
writer  can  recall  the  Journal  has  missed  its 
delivery  target. 

We  apologize.  The  circumstance  which 
brings  this  about  is  an  employe  strike  at  our 
printers. 

The  contract  with  this  intramural  union 
expired  on  December  31,  1968,  and  the 
employes  struck  on  January  2. 


An  opportunity  of  importance 

The  New  York  State  Bureau  of  Dis- 
ability Determinations,  which  administers 
the  Federal  Social  Security  disability  in- 
surance program  in  this  State,  recently  an- 
nounced that  two  new  full-time  medical 
consultant  positions  have  been  established 
in  New  York  City  and  candidates  are  cur- 
rently being  sought.  Both  positions  have 
many  challenging  and  interesting  duties 
and  responsibilities. 

The  chief  medical  consultant  will  direct 
all  medical  aspects  of  the  program.  Dur- 
ing the  year  1968,  this  involved  adjudica- 
tion of  over  80,000  claims  and  provision  of 
insurance  benefit  payments  amounting  to 
$17,000,000  per  month  for  nearly  200,000 
New  York  State  residents.  An  important 
part  of  his  function  will  entail  public  rela- 
tions activity  with  the  local,  State,  and 


Negotiations  for  a new  contract  are  going 
forward  and  management  assures  us  progress 
is  being  made.  Meanwhile,  the  work  in  the 
plant  is  being  farmed  out.  This  will  assure 
continuance  but  will  lead  to  inevitable 
delays. 

It  is  hoped  the  inconvenience  will  not  last 
long. 


national  medical  communities  for  the  pur- 
pose of  interpreting  program  needs  and 
assisting  the  medical  profession  in  better 
serving  their  patients  in  this  regard. 

The  assistant  chief  medical  consultant 
will  provide  day-to-day  supervision  to  a 
large  staff  of  part-time  review  physicians 
engaged  in  disability  claims  adjudication. 
He  also  will  recruit  and  train  medical  staff 
and  assist  in  interpreting  the  program  to 
the  medical  profession. 

All  interested  candidates  with  qualifica- 
tions consonant  with  these  duties  may  ap- 
ply by  sending  a resume  or  telephoning 
collect  to: 

C.  Carlyle  Nuckols,  M.D.,  Deputy  Com- 
missioner, 1450  Western  Avenue,  Albany, 
New  York  12203,  Telephone  (518)  457- 
7221. 
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Possible  therapeutic  uses  for  a new  isotope 


Preliminary  studies  on  the  basic  proper- 
ties and  potential  applications  of  the  isotope 
known  as  californium-252  have  been  com- 
pleted and  were  reported  by  the  Brook- 
haven  National  Laboratory  in  a Symposium 
at  the  New  York  American  Nuclear  Soci- 
ety. 

The  isotope,  while  extremely  costly  at 
present — it  is  valued  at  450  billion  dollars 
per  pound — can  be  used  in  microgram 
quantity  in  the  in  situ  treatment  of  cancer. 
Compared  to  radium,  only  one-thousandth 
of  the  amount  of  radium  is  needed  for  cali- 
fornium-252 to  produce  the  same  amount 
of  radiation. 

It  also  has  the  advantage  that  it  can  be 
electrodeposited  on  fine  wire,  which  can  be 
clipped  and  shaped  for  implantation  into 
cancerous  tissue. 

One  of  the  major  problems  in  using  other 
sources  of  ionizing  radiation  to  treat  cancer 
is  that  the  cancerous  tissue  has  a pro- 
nounced lower  level  of  oxygen  than  healthy 
tissue.  This  lack  of  oxygen  acts  to  reduce 
the  effectiveness  of  the  radiation.  The 
ability  to  take  a source  of  dense  ionizing 


radiation  in  a flexible  form  and  implant  it 
within  the  cancerous  tissue  helps  overcome 
the  anoxia  barrier  and  accounts  for  the  op- 
timistic outlook  on  the  potential  for  cali- 
fornium-252. The  types  of  cancer  that  are 
suitable  for  implantation  procedures,  such 
as  cancer  of  the  uterus,  mouth,  and  throat, 
represent  the  most  logical  treatment  ap- 
plications. 

At  the  symposium,  Dr.  Glenn  T.  Seaborg, 
chairman  of  the  U.S.  Atomic  Energy  Com- 
mission and  one  of  four  codiscoverers  of 
californium,  announced  that  the  first  ship- 
ment to  a non-AEC  facility  will  be  made 
shortly,  namely  the  M.  D.  Anderson  Hos- 
pital in  Houston,  Texas. 

The  hospital,  utilizing  the  research  data 
accumulated  at  Brookhaven  National  Lab- 
oratory, which  until  now  has  been  the 
sole  bio-medical  user  of  californium-252, 
will  use  the  radioisotope  in  its  cancer  re- 
search program. 

While  scientists  are  optimistic  about  its 
potential,  the  use  of  californium-252  for 
treatment  of  cancer  is  still  in  the  research 
stage. 
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Space  technology  is  based  on  the  ac- 
quisition of  data  telemetered  from  instru- 
ments orbiting  beyond  the  earth  and  on  the 
remote  command  of  complex  machinery 
traveling  in  outer  space. 

Technologic  accomplishments  have  been 
remarkable  and  have  encompassed  the  bio- 
logic field,  for  example  the  investigation  of 
cardiovascular  and  respiratory  performance 
of  astronauts  during  their  flights.  There 
is,  however,  a practically  untouched  field  of 
tremendous  theoretical  and  practical  im- 
portance: namely,  the  remote  acquisition 

of  data  and  the  remote  command  of  activity 
in  the  inner  space  of  the  brain.  This  is  in 
reality  only  one  step  further  in  the  present 
medical  orientation  toward  activation  of 
physiologic  mechanisms  by  electronic  in- 
strumentation which  already  extends  to 
several  organs  of  the  body. 

The  clinical  success  of  electrical  driving 
of  cardiac  functions  in  man  has  been  widely 
acclaimed.  In  spite  of  the  delicacy  and 
continuous  mobility  of  the  heart,  stainless 
steel  leads  have  been  sutured  to  it,  and  in 
cases  of  block  in  the  cardiac  conduction 
system,  artificial  electronic  pacemakers 
have  been  able  to  regulate  heart  rhythm, 
saving  the  lives  of  many  patients.  The 
bladder  has  been  stimulated  by  implanted 
electrodes  to  induce  urination  in  patients 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Space  Medicine,  February  12,  1968. 
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with  permanent  spinal  block,  and  para- 
lyzed limbs  have  been  activated  by  pro- 
grammed stimulators.  A method  has  re- 
cently been  described  for  placing  leads  in 
the  auditory  nerve  to  circumvent  deafness 
caused  by  inner-ear  damage.  Driving  mal- 
functioning organs  is  simpler  than  at- 
tempting to  direct  the  awake  brain  where 
millions  of  neurons  are  functioning  and 
firing  simultaneously  for  different  purposes, 
but  the  expected  results  in  this  case  are 
even  more  interesting.  Exploring  intra- 
cerebral physiology,  we  are  reaching  not 
only  the  soma  but  also  for  the  psyche  it- 
self. 

The  purpose  of  this  report  is  to  discuss 
briefly  the  present  realities  and  the  future 
possibilities  of  the  electronic  control  of 
brain  functions. 

Materials  and  methods 

In  animals  and  in  man  the  inside  of  the 
brain  is  like  an  ocean  through  which  we  can 
navigate  without  visibility  by  relying  on 
instrumental  guidance.  Cerebral  maps 
have  been  compiled,  oriented  according  to 
stereotaxic  coordinates  which  permit  the 
blind  placement  of  electrodes  within  any 
desired  structure.  Assemblies  of  very  fine 
wires,  guided  mechanically  by  micromanip- 
ulators, are  introduced  through  a small 
opening  made  in  the  skull.  The  terminal 
contacts  are  exteriorized  outside  the  skin  to 
be  used  for  electrical  stimulation  or  re- 
cording. The  surgical  operation  is  per- 
formed under  anesthesia  and  with  aseptic 
precautions.  Since  the  electrodes  are  im- 
planted for  days  or  months,  studies  may 
be  carried  out  in  completely  awake  sub- 
jects engaged  in  spontaneous  normal  activ- 
ity. 

In  human  beings,  implanted  electrodes 
are  now  used  in  major  hospitals  for  the  diag- 
nosis and  treatment  of  difficult  cases  of 
epilepsy,  involuntary  movements,  organic 
pain,  anxiety,  and  other  illnesses.  The 
presence  of  electrodes  in  the  brain  is  not 
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harmful  or  even  uncomfortable,  and  pa- 
tients live  normal  lives  in  their  own  homes, 
going  to  work  and  returning  to  the  hospital 
from  time  to  time  for  ambulatory  therapy. 
Repeated  exploration  of  the  brain  in  fully 
conscious  subjects  is  part  of  the  necessary 
study  to  orient  treatment  and  to  control 
their  illness,  and  at  the  same  time  it  pro- 
vides important  information  about  cor- 
relations between  brain  physiology,  mental 
activity,  and  behavioral  performance. 
Basic  experimentation  is  conducted  in  sev- 
eral animal  species,  and  because  of  their 
relative  biologic  closeness  to  man,  monkeys 
have  been  particularly  useful  subjects. 

The  initial  studies  have  been  carried  out 
in  animals  attached  to  the  instrumentation 
by  connecting  leads;  but  since  it  is  ob- 
viously preferable  to  introduce  experi- 
mental variables  and  to  record  the  required 
data  without  having  behavioral  expression 
disturbed  by  the  trailing  wires,  remote-con- 
trolled methods  are  far  more  convenient. 

In  the  present  electronic  age  when  we  are 
in  radio  communication  with  orbiting  cap- 
sules and  with  the  stars,  it  should  not  be 
too  difficult  to  establish  radio  contact  with 
the  inside  of  the  brain.  Actually,  however, 
until  recently  we  lacked  suitable  instru- 
mentation. Refined  electronic  knowledge 
certainly  is  available,  and  what  we  need  is 
to  direct  it  toward  brain  exploration.  For 
this  purpose  it  is  necessary  to  understand 
the  importance  and  the  possibility  of  in- 
fluencing cerebral  physiology,  which  is, 
after  all,  the  basis  of  human  personality. 
This  field  has  fundamental  medical,  social, 
and  even  philosophic  implications  and 
should  attract  the  intelligent  collaboration 
of  the  best  minds. 

A review  of  the  literature  demonstrates 
that  while  more  than  a dozen  cerebral  radio- 
stimulators have  been  described,  their  use 
in  biologic  research  has  been  very  limited, 
suggesting  the  existence  of  technical  diffi- 
culties. Since  1959  I have  been  interested 
in  the  development  of  suitable  instrumen- 
tation, and  my  initial  design  of  a rather 
simple  but  reliable  single-channel  stimu- 
lator has  provided  interesting  behavioral 
information.  For  the  last  year  a new 
three-channel  system,  developed  in  collab- 
oration with  Per  Hals,  has  been  successfully 
used  in  our  primate  colonies  (Fig.  1).  This 
instrument  has  a high-frequency  carrier  of 
100  megahertz,  with  three  independent  sub- 


FIGURE  1.  Chimpanzee  has  100  electrodes  in- 
side brain,  plus  three-channel  radiostimulator 
anchored  to  skull.  Instrumentation  does  not 
handicap  animal,  and  his  behavior  may  be  con- 
trolled by  radio  waves. 

carriers  for  the  control  of  stimulation  param- 
eters regardless  of  possible  changes  in  the 
strength  of  the  received  signal,  and  the 
output  has  constant  current  characteristics 
to  avoid  changes  of  intensity  in  spite  of  im- 
pedance fluctuations.  The  weight  of  the 
radiostimulator,  including  the  battery,  is 
28  Gm.,  and  its  dimensions  are  32  by  32  by 
14  mm. 

It  should  be  expected  that  in  the  imme- 
diate future,  use  of  microminiaturization  and 
integrated  circuits  will  allow  greater  reduc- 
tion in  size  and  increase  of  sophistication  of 
cerebral  radiostimulators. 

Some  studies  of  brain  physiology  require 
cycles  of  repeated  prolonged  stimulation. 
For  example,  excitation  of  the  lateral  portion 
of  the  hypothalamus  in  cats  for  0.5 
seconds  every  five  seconds  for  one  hour 
daily  for  ten  days  increased  the  intake  of 
food  ten  times  above  control  levels.  In 
other  experiments  in  cats,  stimulation  of  the 
hasolateral  amygdala  for  five  seconds,  every 
fifteen  seconds,  for  twenty-four  hours,  pro- 
duced a significant  and  lasting  decrease  of 
food  intake. 

These  programs  for  excitation  may  be 
easily  set  in  the  radiotransmitter,  but  it  is 
more  practical  to  establish  the  program  in 
the  stimulator  carried  by  the  animal,  using 
a mechanical  timer,  or  even  better,  with  an 
electronic  timing  circuit  which  may  he  ad- 
justed easily  to  any  desired  interval  and 
intensity.  The  advantage  of  the  pro- 
grammed stimulator  is  that  it  is  self-con- 
tained and  does  not  depend  on  a radio  link, 
and  therefore  the  mobility  of  the  subject  is 
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not  limited,  which  is  an  important  consid- 
eration in  possible  application  of  this  unit 
for  ambulatory  therapy  in  human  beings. 

The  simplest  stimulating  device  is  a con- 
tinuously running  multivibrator  used  for 
the  application  of  uninterrupted  low-level 
intensity.  This  method  has  been  used  in 
monkeys,  demonstrating  that  constriction 
of  the  ipsilateral  pupil  induced  by  stimula- 
tion of  the  inferior  part  of  the  posterior 
part  of  the  hypothalamus  can  be  main- 
tained without  fatigue  for  weeks.  A sim- 
ilar method  has  been  used  to  modify  the 
functional  activity  of  the  depressor  nerve 
of  the  carotid  sinus  in  dogs,  and  subse- 
quently also  in  man  to  reduce  excessive 
levels  of  blood  pressure.  This  methodol- 
ogy has  great  scientific  and  clinical  impor- 
tance, and  results  already  obtained  demon- 
strate that  the  set  point  of  biologically  self- 
regulated  mechanisms  may  be  artificially 
modified  by  low-level  continuous  stimula- 
tion of  the  appropriate  neural  tissue. 

Comment 

It  is  well  known  that  the  brain  generates 
electrical  activity  which  can  be  recorded  by 
means  of  electrodes  in  contact  with  the 
scalp,  or  even  better,  implanted  within  the 
cerebral  tissue.  It  is  also  known  from  the 
investigations  of  Adey  et  al.,  that  the  proc- 
ess of  learning  is  accompanied  by  reliable 
changes  in  the  electrical  activity  of  the 
hippocampus,  and  that  decision-making, 
conditioning,  and  instrumental  responses 
have  detectable  signs  of  electrical  activity 
in  specific  cerebral  structures.1  We  should 
expect  to  establish  new  correlations  be- 
tween spontaneous  or  evoked  behavioral 
manifestations  and  patterns  of  electrical 
activity  within  determined  structures. 
Our  knowledge  in  this  area,  however,  is 
rather  limited,  and  it  is  not  clear  whether 
the  recorded  electrical  changes  are  deter- 
minants of,  or  are  only  secondary  to  be- 
havioral responses. 

This  type  of  investigation  is  clearly  of 
great  interest,  and  several  companies  are 
now  offering  instrumentation  for  multi- 
channel recording  of  biologic  data  including 
heart  activity,  temperature,  blood  pressure, 
muscle  activity,  brain  activity,  and  other 
phenomena.  Telemetry  of  neural  signals 
is  handicapped  by  their  low  amplitude,  usu- 
ally on  the  order  of  50  microvolts,  by  the 
mobility  of  the  test  animal,  and  by  the 


proximity  of  others  during  social  exchanges 
which  often  introduces  capacitance  change 
and  undesirable  artifacts.  Technology  in 
this  area  is  advancing  rapidly,  and  we  may 
expect  solutions  to  these  problems  in  the 
near  future. 

Future  methodology 

The  main  handicap  in  brain  stimulation 
is  the  presence  of  leads  piercing  the  skin, 
which,  especially  in  long-term  therapy  in 
human  beings,  are  cosmetically  undesirable 
and  may  be  a source  of  infection.  Some  of 
the  available  cardiac  pacemakers  are  to- 
tally implantable  underneath  the  skin,  and 
similar  units  should  be  developed  for  the 
brain,  although  in  this  case  the  electronic 
circuitry  is  more  complex  because  of  the 
need  to  control  pulse  duration,  frequency, 
and  intensity,  and  to  permit  stimulation  of 
several  cerebral  areas.  In  addition,  moni- 
toring of  the  electrical  activity  of  the  brain 
is  very  convenient  to  avoid  excessive  stim- 
ulation and  to  control  the  results  of 
therapy.  These  recordings  would  be  of 
exceptional  value  for  the  understanding  of 
brain  functions  during  a variety  of  behav- 
ioral situations. 

In  the  near  future  the  use  of  integrated 
circuits  and  microminiaturization  should 
permit  the  construction  of  instrumentation 
with  the  following  characteristics:  (1) 

Instruments  should  be  small  enough  to  be 
permanently  implanted  as  a button  in  the 
skull,  completely  under  the  skin;  (2)  since 
the  instrument  should  be  implanted  for  a 
long  time,  and  perhaps  for  life,  batteries  can- 
not be  used  and  power  must  be  provided  by 
inductive  coupling  through  the  intact  skin; 

1 3)  for  therapeutic  purposes,  bilateral  stim- 
ulation of  symmetric  areas  of  the  brain  has 
many  advantages.  In  addition,  active  areas 
are  usually  multiple.  A compromise  is 
necessary  between  the  practicality  and  con- 
venience of  controlling  many  areas  of  the 
brain,  and  four  channels  of  stimulation  seem 
to  be  a reasonable  number;  (4)  the  three 
parameters  of  stimulation,  namely  pulse  dur- 
ation, frequency,  (hertz)  and  intensity,  must 
be  remotely  controlled  with  accuracy  in  spite 
of  possible  misalignments  between  emitting 
and  receiving  coils;  and  (5)  direct  moni- 
toring of  stimulation  is  not  feasible,  and 
observable  motor  or  behavioral  effects  are 
not  suitable  indicators  of  the  level  of  stim- 
ulation. Transmission  of  electrical  activ- 
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ity  of  the  brain  is  an  indirect  indicator  of 
stimulation  and  also  provides  information 
of  the  neuronal  activity,  thus  avoiding  its 
possible  paroxysmal  activation.  Since 
compromise  is  also  necessary  between  the 
convenience  of  obtaining  information  from 
many  areas  and  instrumental  practicality, 
four  channels  of  recording  would  be  a useful 
number. 

Possibilities  of  brain  stimulation 

The  anatomic  and  physiologic  mecha- 
nisms underlying  motility,  emotions,  mem- 
ories, desires,  and  behavioral  responses  in 
general  are  inside  the  circuitry  of  the  cen- 
tral nervous  system,  which  until  recently 
could  be  reached  exclusively  through  sen- 
sory inputs. 

To  develop  the  method  described  for  the 
exploration  of  the  depth  of  the  brain  repre- 
sents an  artificial  path  for  extrasensory 
communication  with  neurons.  Already 
there  is  experimental  evidence  indicating 
that  electrical  stimulation  of  the  brain  can 
act  as  a trigger  of  pre-established  mecha- 
nisms which  may  be  activated  in  a similar 
way  by  spontaneous,  voluntary  impulses. 
It  is  a fact  that  many  electrically  evoked 
responses  are  indistinguishable  from  normal 
behavior,  that  both  may  compete  or  sum- 
mate  with  each  other,  and  that  some  pa- 
tients have  interpreted  the  phenomena  elic- 
ited by  stimulation  of  their  brains  as  nat- 
ural voluntary  manifestations.  For  more 
detailed  review  of  the  data,  previous  articles 
may  be  consulted,2  6 and  here  I shall  cite 
only  a few  typical  examples. 

Motor  responses.  In  the  cat,  elec- 
trical stimulation  of  the  right  sulcus  cru- 
ciatus,  in  the  anterior  part  of  the  brain, 
produced  flexion  of  the  left  hind  leg  with  an 
amplitude  of  movement  proportional  to 
stimulation  intensity,  provided  the  experi- 
mental situation  was  constant.  For  ex- 
ample, in  a cat  standing  on  all  fours,  a five- 
second  stimulation  which  was  monopolar, 
cathodal,  with  square  waves,  0.5  millisec- 
onds of  pulse  duration,  100  hertz,  and  1.2 
milliamperes,  evoked  a leg  flexion  barely 
off  the  ground.  When  the  intensity  was 
increased  to  1.5  milliamperes,  the  hind  leg 
rose  about  4 cm.,  and  when  1.8  milliamperes 
were  applied,  the  flexion  of  the  leg  was  com- 
plete. The  evoked  movement  usually 
started  slowly,  developed  smoothly, 
reached  its  peak  in  about  two  seconds,  and 


lasted  until  the  end  of  stimulation.  This 
motor  performance  was  repeated  as  many 
times  as  stimulation  was  applied,  and  it  was 
accompanied  by  postural  adjustment  of  the 
whole  body,  including  lowering  of  the  head, 
raising  of  the  pelvis,  and  slight  weight  shift 
to  the  left  to  maintain  equilibrium  on  only 
three  legs.  This  electrical  stimulation  did 
not  produce  any  emotional  disturbance,  and 
the  cat  was  as  alert  and  friendly  as  usual, 
rubbing  its  head  against  the  experimenter, 
purring,  and  seeking  to  be  petted. 

Emotional  responses.  Electrical  stim- 
ulation of  cerebral  areas  which  play  a role 
in  emotional  responses  usually  evoked  not  a 
stereotyped  movement  as  described  in  the 
previous  paragraph,  but  a change  in  the 
general  reactivity  toward  environmental 
inputs.  For  example,  in  monkeys  radio- 
stimulation of  the  tegmentum,  central 
gray,  midline  thalamus,  and  other  areas  of 
the  brain  related  to  offensive-defensive 
manifestations  produced  results  which  de- 
pended on  the  hierarchical  status  of  the 
stimulated  animal  and  on  the  social  situa- 
tion. When  this  type  of  stimulation  was 
applied  to  the  boss  of  the  colony,  his  ag- 
gressive behavior  was  preferentially  di- 
rected against  a particular  monkey,  usu- 
ally an  unfriendly  male,  and  never  against 
the  female  who  had  been  his  favorite  com- 
panion or  playmate.  The  boss’s  increased 
aggressiveness  depended  on  electrical  stim- 
ulation of  the  brain,  while  the  detail  of  his 
aggressive  performance  and  the  direction  of 
hostility  were  determined  by  his  previous 
experience  and  by  the  location  and  the  reac- 
tion of  the  other  animals. 

Instinctive  behavior.  Instincts  are 
genetically  determined  and  are  among  the 
most  solid  patterns  of  response  which  exist 
in  the  brain.  Electrical  stimulation,  how- 
ever, is  able  to  modify  instinctive  behavior, 
as  demonstrated  in  some  of  our  experi- 
ments. Mother-infant  relations  are  well 
established  in  Rhesus  monkeys,  and  the 
mother  spent  most  of  her  time  hugging  her 
baby,  nursing,  grooming,  and  taking  con- 
tinuous care  of  him.  This  relation  was  dis- 
rupted as  soon  as  the  mesencephalon  was 
radiostimulated,  and  the  mother  was  in- 
duced to  adopt  an  offensive  attitude,  cir- 
cling rapidly  and  biting  different  parts  of 
her  body.  She  completely  lost  her  interest 
in  the  baby,  and  ignored  his  tender  calling 
and  attempts  to  approach  her.  After  ten 
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seconds  of  brain  stimulation,  this  unnatural 
attitude  persisted  for  about  ten  minutes, 
after  which  the  mother  gradually  regained 
interest  in  holding  the  little  monkey  in  her 
arms,  only  to  abandon  him  again  as  soon  as 
cerebral  stimulation  was  repeated. 

Behavioral  inhibition.  To  behave  is 
to  choose  one  motor  pattern  among  the 
many  available  possibilities,  and,  as  we  well 
know,  inhibitions  are  continuously  sup- 
pressing inappropriate  or  socially  unaccep- 
table activities.  Several  areas  of  the  brain 
such  as  the  caudate  nucleus,  septum,  and 
cingulate  gyrus  have  powerful  inhibitory 
properties.  As  described  elsewhere,  the 
following  types  of  inhibition  may  be  evoked 
by  the  stimulation  of  the  brain:  (1)  sleep; 

(2)  general  inhibition;  and  (3)  specific  in- 
hibition, including  motor,  alimentary,  and 
aggressive  activity. 

In  the  “arrest  reaction,”  spontaneous  be- 
havior stops  abruptly  as  soon  as  stimulation 
is  applied,  and  the  animal  remains  motion- 
less with  decreased  responsiveness  to  sen- 
sory stimuli,  but  with  maintenance  of  pos- 
tural tonus  and  reflexes.  Inhibitory  mech- 
anisms probably  play  a continuous  role  in 
behavioral  performance,  but  our  knowledge 
of  their  participation  in  normal  sponta- 
neous activities  is  rather  limited. 

Human  responses.  A patient,  an 
eleven-year-old  boy,  was  committed  to  an 
institution  because  of  his  uncontrollable 
epileptic  seizures  and  destructive  behavior. 
Since  his  response  to  drugs  was  unsatisfac- 
tory, brain  surgery  was  contemplated  and 
to  direct  the  operation,  electrodes  were  im- 
planted in  his  brain  for  a period  of  several 
days.  During  this  time  it  was  demon- 
strated that  electrical  stimulation  of  the 
second  temporal  convolution  elicited  an 
eightfold  increase  in  the  boy’s  friendly  man- 
ifestations and  verbal  output,  as  quantified 
by  the  tape-recorded  number  of  words  per 
minute.  This  effect  was  highly  specific 
because  it  did  not  appear  when  other  areas 
of  the  brain  were  excited,  and  it  was  re- 
liable when  the  same  area  was  again  stim- 
ulated. The  increase  in  communication 
and  aflfectiveness  depended  on  the  artifi- 
cially applied  electricity,  but  facial  expres- 
sion, choice  of  words,  phrases  used,  and 
ideologic  content  of  the  conversation  were  in 
agreement  with  the  education  and  mental 
capacity  of  the  patient.  His  basic  person- 
ality had  not  been  changed,  only  his  affec- 


tive tone  and  expressive  aspects. 

Conclusion 

With  the  aid  of  recently  developed 
methods  we  have  started  to  influence  the 
physiologic  basis  of  the  mind,  and  scientific 
investigation  has  established  the  principles 
that:  we  can  experiment  with  intracere- 

bral mechanisms  responsible  for  the  onset, 
development,  and  maintenance  of  specific 
behavioral  and  metal  functions;  and  we  can 
influence  them  by  physical  and  chemical 
means.  The  results  obtained  by  stimula- 
tion of  the  central  nervous  system  introduce 
many  important  questions  about  cerebro- 
behavioral  correlations.  Could  friendli- 
ness be  related  to  functional  activation  of 
determined  areas  of  the  brain?  May  this 
activation  be  induced  in  a similar  way  by 
specific  psychic  messages  and  by  unspecific 
electrical  signals?  Can  we  interpret  emo- 
tional tone  as  a cerebral  bias  which  will  modu- 
late sensory  imputs  from  the  environment? 

These  and  many  other  questions  will  re- 
quire more  experimentation  and  intellectual 
sophistication,  but  the  main  implication  of 
the  present  experimental  approach  to 
mental  activities  is  that  we  can  use  our  in- 
telligence to  influence  the  source  of  intelli- 
gence within  the  complexity  of  cerebral 
mechanisms.  We  are  certainly  facing  eth- 
ical, philosophic,  and  practical  problems 
not  exempt  from  risks,  but  we  should  also 
expect  important  medical  applications  of 
the  new  methods  to  epilepsy  .intractable  pain, 
involuntary  movements,  and  mental  illness. 

The  greatest  challenge,  however,  is  the 
possibility  that  we  might  influence  the  cere- 
bral mechanisms  of  mental  activity. 

333  Cedar  Street 
New  Haven,  Connecticut  06510 
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IVIany  studies  have  shown  an  inverse  rela- 
tionship between  left  atrial  pressure  and 
carbon  monoxide  diffusing  capacity. 1-8  It 
has  been  demonstrated  that  an  increase  in 
left  atrial  pressure  is  associated  with  a re- 
duced diffusing  capacity  as  measured  by  the 
steady  state  carbon  monoxide  method.  A 
reduction  in  the  transport  of  a highly  diffus- 
ible substance  such  as  carbon  monoxide  is 
assumed  to  reflect  the  diffusion  impairment 
of  oxygen  which  traverses  the  pulmonary 
capillary  membrane  in  the  same  manner. 

Histologic  examination  has  confirmed  ex- 
tensive pulmonary  capillary  changes  related 
to  left  atrial  hypertension.9'10  Many  au- 
thors have  discussed  the  effects  of  capillary 
thickening  and  fibrosis.7  91 1 14  The  con- 
sensus has  been  that  the  distended  capil- 
laries and  the  alveolar  tissue  thickening 
could  provide  a significant  obstacle  to  gase- 
ous diffusion. 

The  observation  has  been  made  in  this 
laboratory  as  in  others  that  oxygen  satura- 
tion may  be  reduced  in  patients  with  ele- 
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vated  left  atrial  pressures. 15  Therefore,  the 
data  of  a large  group  of  patients  with  mitral 
valve  disease  were  submitted  to  statistical 
analysis  to  determine  whether  or  not  left 
atrial  pressure  or  any  of  three  other  param- 
eters, routinely  recorded,  might  suggest  a 
causative  mechanism. 

Methods 

The  records  of  41  patients  with  mitral 
valve  disease  were  reviewed.  There  were 
30  females  and  11  males  ranging  in  age  from 
twenty-one  to  sixty  years.  All  patients 
underwent  catheterization  of  right  and  left 
sides  of  the  heart  by  standard  technics. 
Cardiac  output  determinations  were  made 
using  the  direct  Fick  method.  All  pres- 
sures were  monitored  with  Statham  P23db 
gauges  and  recorded  on  a 12-channel  Elec- 
tronics For  Medicine  recorder. 

Oxygen  saturations  were  determined  on 
an  American  Optical  Company  oximeter. 
To  allow  for  the  acknowledged  1 per  cent 
variation,  a buffer  zone  at  94  per  cent 
saturation  was  arbitrarily  selected.  No 
patients  with  a 94  per  cent  peripheral 
saturation  were  included  in  this  study.  By 
definition  then,  patients  with  a peripheral 
saturation  of  95  per  cent  or  greater  were 
considered  to  be  saturated. 

Patients  with  93  per  cent  or  less  were 
labeled  unsaturated. 

Mean  left  atrial  pressure  was  obtained  by 
electronic  integration  of  the  left  atrial  pres- 
sure trace  recorded  over  at  least  two  respira- 
tory cycles. 

The  cardiac  index,  which  is  the  cardiac 
output  corrected  for  body  surface  area,  was 
used  to  provide  a common  denominator  to 
enable  a direct  comparison. 

The  oxygen  consumption  per  square 
meter  of  body  surface  area  enables  the 
direct  comparison  of  the  oxygen  consumed 
by  each  patient. 

The  arteriovenous  oxygen  extraction  was 
the  measured  content  in  volumes  per  100 
ml.  of  the  peripheral  arterial  blood  less  the 
content  in  volumes  per  100  ml.  of  the  mixed 
venous  blood  obtained  from  the  pulmonary 
artery. 

The  standard  independent  t test  was  used 
for  all  statistical  analyses.  The  99  per  cent 
confidence  limits,  a probability  value  of  0.01 
or  less,  was  the  criterion  for  significance. 
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Results 


DATA  OF  41  PATIENTS  with  mitral  valve  dis- 
ease were  submitted  to  statistical  analysis 
to  determine  whether  or  not  left  atrial 
pressure  or  any  of  three  other  parameters 
suggested  a causative  mechanism.  Appar- 
ently peripheral  unsaturation  in  mitral 
valve  disease  is  related  to  both  extreme 
mean  left  atrial  pressure  elevation  and 
duration  of  the  disease.  Unsaturation 
was  not  seen  in  the  absence  of  one  or  the 
other. 


The  patients  were  divided  into  three 
groups.  The  first  section  of  Table  I lists 
those  patients  forty-two  years  of  age  and 
younger.  This  delineation  was  not  arbi- 
trary. Rather,  it  was  observed  that  all  the 
patients  within  this  age  group  had  a 
peripheral  saturation  of  95  per  cent  or 
higher.  The  second  section  includes  those 
patients  forty-three  years  or  older  with  a 
peripheral  saturation  of  95  per  cent  or 
higher.  The  last  section  is  the  remaining 
group  of  patients  also  forty-three  years  or 
older  who  demonstrated  a peripheral  satu- 
ration of  93  per  cent  or  less. 

The  groups  were  compared  with  each 
other  (independent  t test)  as  to  mean  left 
atrial  pressure,  cardiac  index,  oxygen  con- 
sumption per  square  meter  of  body  surface 
area,  and  arteriovenous  oxygen  extraction. 
In  addition,  the  under  forty-three-years 
group  was  compared  with  the  entire  forty- 
t hree-years-and-older  population. 

Table  II  (page  421)  lists  the  results  of  the 
16  comparative  studies.  Only  one  fell  with- 
in the  99  per  cent  confidence  limits.  The 
comparison  of  the  mean  left  atrial  pressure 
of  the  over  forty-three  saturated  versus  un- 
saturated patients  was  significantly  differ- 
ent (probability  less  than  0.001).  Further, 
there  was  no  difference  between  the  mean 
left  atrial  pressure  of  the  under  forty-three- 
years  group  when  compared  with  all  pa- 
tients over  forty-two  years  of  age.  All 
other  analyses  suggest  that  there  are  no 
significant  variations  between  the  groups  of 
the  other  parameters  measured. 

Table  III  demonstrates  the  statistical 
comparisons  of  the  ages  and  the  saturations 
between  the  saturated  versus  the  unsatu- 
rated older-age  group  patients.  There  is 
no  difference  in  age.  A significant  differ- 
ence in  saturation  (probability  less  than 
0.001)  was  demonstrated. 

Comment 

The  present  study  suggests  that  (1) 
patients  in  the  absence  of  severe  pulmonary 
capillary  hypertension  are  able  to  maintain 
a fully  saturated  peripheral  arterial  blood 
despite  the  duration  of  the  disease;  and  (2) 
in  the  presence  of  pulmonary  capillary  hy- 
pertension, the  ability  to  maintain  the 
peripheral  saturation  is  related  to  the  dura- 


tion of  the  disease.  It  is  assumed  reason- 
able to  consider  that  the  age  of  the  patient 
and  the  duration  of  the  disease  are,  for  the 
purposes  of  this  study,  interchangeable. 

This  study  does  not  specifically  demon- 
strate the  mechanism  which  produces  un- 
saturation  in  some  patients  with  mitral 
valve  disease.  No  attempt  was  made  to 
determine  what  contribution  to  peripheral 
unsaturation,  if  any,  is  made  by  an  incre- 
ment in  venous  admixture  (physiologic 
intrapulmonary  shunting  or  perfusion  of 
unaerated  alveoli).  It  would  appear  that 
an  obstruction  of  gaseous  diffusion5  710-14 
by  pulmonary  capillary  thickening  and 
fibrosis910  is  at  least  contributory. 

It  is  unlikely  that  the  division  at  precisely 
forty-three  years  will  hold  as  more  observa- 
tions are  made.  However,  despite  this,  the 
data  do  demonstrate  that  in  mitral  stenosis 
unsaturation  is  a function  of  age  and  mean 
left  atrial  pressure. 

Summary 

Forty-one  patients  with  mitral  valve  dis- 
ease were  reviewed  as  to  mean  left  atrial 
pressure,  cardiac  index,  oxygen  consump- 
tion per  square  meter  of  body  surface  area, 
and  arteriovenous  oxygen  extraction. 

Three  natural  major  groupings  became 
evident.  The  first  was  comprised  of  all  pa- 
tients forty-two  years  and  younger.  All 
these  patients  proved  to  have  fully  satu- 
rated peripheral  arterial  blood.  The  pa- 
tients forty-three  years  and  older  were 
divided  into  two  groups,  saturated  and  un- 
saturated. 

All  parameters  measured  were  submitted 
to  independent  t test  analysis.  The  com- 
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TABLE  1. 

Forty-one  patients  divided  as  to  age  and  periphera 

1 saturation* 

Case  Age 

Number  (Years) 

Sat. 

MLAP 

C.I. 

O2/M2 

A-V 

21  to  42  Years  (15) 

1 

33 

97 

23 

2.58 

120 

4.6 

2 

41 

97 

24 

2.80 

140 

5.0 

3 

29 

95 

30 

2.02 

119 

5.9 

4 

38 

96 

17 

4.74 

147 

3.1 

5 

32 

95 

32 

1.54 

112 

7.3 

6 

28 

95 

12 

2.80 

125 

4.4 

7 

41 

96 

16 

2.64 

106 

4.0 

8 

22 

95 

22 

1.60 

117 

7.3 

9 

21 

96 

17 

2.15 

144 

6.7 

10 

42 

95 

17 

3.00 

114 

3.8 

11 

41 

96 

33 

3.40 

169 

5.0 

12 

39 

96 

7 

3.30 

112 

3.4 

13 

32 

97 

10 

2.25 

117 

5.2 

14 

38 

98 

25 

2.10 

120 

5.6 

15 

40 

95 

34 

2.62 

134 

5.2 

517 

1,439 

319 

39.54 

1,896 

76.50 

(34.46) 

(95.93) 

(21.26) 

(2.63) 

(126.40) 

(5.10) 

43  Years 

and  over;  saturated  (17) 

16 

51 

97 

20 

2.74 

108 

3.9 

17 

44 

96 

18 

1.80 

87 

4.8 

18 

56 

97 

18 

2.49 

124 

5.0 

19 

52 

97 

23 

2.12 

165 

7.8 

20 

48 

97 

13 

2.66 

120 

4.5 

21 

59 

95 

15 

2.31 

142 

6.7 

22 

52 

95 

13 

2.76 

138 

4.9 

23 

51 

95 

14 

2.04 

96 

4.7 

24 

60 

96 

18 

1.54 

91 

5.9 

25 

57 

96 

15 

1.97 

152 

7.7 

26 

46 

95 

14 

3.61 

202 

5.6 

27 

55 

96 

28 

2.75 

220 

8.0 

28 

57 

95 

23 

1.91 

113 

6.0 

29 

47 

95 

23 

2.20 

111 

5.0 

30 

46 

97 

21 

2.30 

183 

7.9 

31 

47 

95 

17 

2.82 

167 

5.9 

32 

54 

96 

20 

2.95 

104 

3.5 

882 

1,630 

313 

40.97 

2,323 

97.80 

(51.88) 

(95 . 88) 

(18.41) 

(2.41) 

(136.64) 

(5.75) 

43  Years  and  over;  unsaturated  (9) 

33 

52 

93 

18 

2.62 

110 

4.2 

34 

55 

89 

26 

1.97 

107 

5.2 

35 

60 

93 

14 

2.16 

128 

5.9 

36 

43 

89 

36 

2.50 

110 

4.4 

37 

49 

91 

35 

3.46 

200 

5.7 

38 

48 

93 

24 

2.01 

124 

6.1 

39 

49 

92 

39 

1.77 

91 

5.2 

40 

44 

92 

36 

2.82 

210 

7.5 

41 

43 

91 

28 

3.06 

119 

3.9 

443 

823 

256 

22.37 

1,199 

48.10 

(49.22) 

(91.44) 

(28.44) 

(2.48) 

(133.22) 

(5.34) 

* Sat.  = 

saturation,  MLAP 

= mean  left  atrial 

pressure,  C.I.  = 

cardiac  index,  O2/M2  = 

oxygen  consumption  per  square 

meter,  A-V 

= arteriovenous  oxygen  extraction.  Numbers  in  parentheses  indicate  mean. 

TABLE  III.  Independent  t test  comparisons  as  to  age  and  saturation;  saturated  versus  unsaturated 

patients  over  forty-two  years* 

Patient  Age  (>43  Years)  — > Saturation ■ 


Category 

X 

X 

T 

P 

X 

X 

T 

P 

Saturated 

17 

51.88 

17 

95.88 

Unsaturated 

9 

49.22 

1.23 

<0 . 25 

9 

91.44 

9.32 

<0.001 

* X = number  of  patients,  X mean,  T = table  value,  P = probability. 
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TABLE  II.  Independent  t test  results 
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parison  of  the  mean  left  atrial  pressure  of 
the  saturated  versus  the  unsaturated 
groups  was  statistically  significant  (proba- 
bility less  than  0.001).  There  was  no 
difference  between  mean  left  atrial  pressure 
of  the  under  forty-three-years  group  when 
compared  with  all  the  older  patients. 

The  ages  of  the  older  groups  proved  sta- 
tistically similar,  and  their  saturations  were 
significantly  different  l probability  less  than 
0.001). 

This  study  suggests  that  peripheral  un- 
saturation in  mitral  valve  disease  is  related 
to  both  extreme  mean  left  atrial  pressure 
elevation  and  duration  of  the  disease. 
Unsaturation  was  not  seen  in  the  absence  of 
one  or  the  other. 
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In  1951  Rosenthal  and  Lee1  reported  a 
series  of  15  cases  of  a peculiar  form  of 
leukemia  which  they  called  “reticulum  cell 
leukemia.”  This  condition  was  originally 
described  by  Ewald  in  1923. 2 Since  then, 
several  series  of  patients  with  what  appears 
to  be  a similar  entity  have  been  recorded3-6 
under  the  names  “leukemic  reticuloendo- 
theliosis,”3,4  “lymphoid  reticular  cell  neo- 
plasia,”5 and  “hairy  cell  disease.”6  The 
present  report  is  intended  to  emphasize  the 
clinical  features  of  this  entity  and  the  prog- 
nostic value  of  the  diagnosis  and  to  point 
out  the  relationships  of  this  syndrome  to 
chronic  lymphocytic  leukemia. 


Materials  and  methods 

Twenty-five  patients  were  studied  by 
standard  hematologic  methods  including 
hemoglobin,  red  and  white  cell  counts, 
platelet  counts,  hematocrits,  reticulocyte 
counts,  and  differential  counts.  At  least 
one  bone  marrow  aspiration  was  performed 
on  each  patient.  In  several  instances, 
touch  and  smear  preparations  of  splenic 
tissue  were  made.  Jenner-Giemsa  stain 
was  used  for  all  of  these  cytology  studies. 

Clinical  picture 

Initial  signs  and  symptoms.  Of  the  25 
patients,  21  were  men  and  only  4 were 
women.  The  ages  of  the  patients  at  onset 
ranged  from  thirty-four  to  eighty-three 
years.  The  most  common  symptoms  were 
weakness  and  pallor,  these  being  present  in 
84  and  36  per  cent  of  patients,  respectively. 

Twenty-one  of  the  25  patients  had 
splenomegaly,  and  in  13  the  spleen  was 
markedly  enlarged  extending  at  least  4 cm. 
below  the  costal  margin.  Examination  of 
four  spleens  removed  at  operation  and  two 
spleens  at  autopsy  (the  spleen  weights 
varied  between  1,100  and  1,600  Gm.  each) 
showed  the  enlargement  to  be  caused  by  a 
cellular  infiltration.  The  cells  were  quite 
uniform  with  clear  cytoplasm  and  round  or 
oval,  rather  vesicular  nuclei.  In  addition, 
there  were  in  these  spleens  small  islands  of 
myeloid  metaplasia  which,  however,  were 
never  a very  striking  feature. 

In  none  of  the  patients  did  physical 
examination  ever  reveal  striking  generalized 
lymph  gland  enlargement.  In  9 cases, 
however,  palpable  nodes  were  found  in  one 
or  more  sites  on  several  occasions. 

In  the  3 instances  in  which  lymph  node 
biopsy  was  performed,  diffuse  cellular  in- 
filtration was  found;  in  a fourth  patient 
who  had  shown  transitory  enlargement  of 
axillary  and  inguinal  lymph  nodes  during 
life,  postmortem  examination  showed  mas- 
sive and  diffuse  infiltration  of  liver  (Fig.  1) 
and  mediastinal  and  retroperitoneal  nodes 
with  typical  cells  as  described  later. 

Hepatomegaly  was  not  marked  in  any  of 
the  patients,  although  a 1-  to  3-cm.  enlarge- 
ment of  the  liver  was  present  in  approxi- 
mately half  the  cases. 

Clinical  course.  Nearly  all  the  pa- 
tients were  able  to  perform  normally  at 
their  usual  occupations  throughout  most 
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twenty-five  PATIENTS  with  reticulum  cell 
leukemia  were  studied  by  standard  hematologic 
methods.  The  most  common  symptoms  were 
weakness  and  pallor,  which  had  a direct  rela- 
tion to  the  degree  of  anemia.  This  entity  is 
usually  a chronic  type  of  leukemia  char- 
acterized clinically  by  leukopenia,  normo- 
chromic anemia  which  may  remit  spon- 
taneously for  long  periods,  bouts  of  fever  due 
to  infections,  and  marked  splenomegaly. 
Lymphoid  reticulum  cells  somewhat  re- 
sembling normal  histiocytes  are  found  in  both 
blood  and  bone  marrow.  The  most  effective 
treatments  have  been  blood  transfusion  and 
antibiotics. 


FIGURE  1.  Liver  section  from  patient  with  re- 
ticulum cell  leukemia  showing  infiltration  with 
leukemic  cells. 


of  their  illness.  Infection  was  a problem, 
however,  in  nearly  half  the  cases.  Eleven 
of  the  patients  developed  febrile  episodes 
during  their  illness.  Fever  always  proved 
to  be  caused  by  local  or  systemic  infections. 
In  6 patients  the  infections  were  respiratory 
in  origin,  in  3 the  genitourinary  tract  was 
involved,  and  the  skin  and  oral  mucosa  were 
the  sites  of  infection  in  1 case  each.  These 
infections  usually  responded  to  prolonged 
treatment  with  one  or  more  antibiotic. 

In  general,  the  severity  of  the  most  com- 
mon symptoms,  weakness  and  pallor,  had  a 
direct  relation  to  the  degree  of  anemia. 
Hemorrhagic  manifestations  were  promi- 
nent in  less  than  half  the  patients,  although 
thrombocytopenia  was  a nearly  constant 
finding.  A hemorrhagic  diathesis  is  of 
serious  prognostic  import  (Table  I).  When 
hemorrhage  comes  early  in  the  course  of  the 
disease,  survival  may  be  expected  to  be 
under  one  year;  when  bleeding  occurs  later 
in  the  course,  it  is  evidence  of  the  develop- 
ment of  a terminal  phase. 

Only  4 patients  survived  less  than  one 
year  from  the  onset  of  symptoms  (Table 
II).  Five  lived  from  one  to  two  years. 
Fifteen  have  survived  longer  than  two  years 
and  4 patients  more  than  ten  years,  2 of 


whom  are  living  and  well  seventeen  and 
fifteen  years,  respectively,  after  the  diagnosis 
was  made.  Figure  2 depicts  the  survival  of 
these  patients  from  the  date  of  diagnosis. 
The  lower  limit  of  the  stippled  area  repre- 
sents the  proportion  surviving  if  all  patients 
who  were  alive  when  last  seen  died  on  the 
following  day.  The  upper  limit  of  the 
stippled  area  gives  the  proportion  which 
would  be  surviving  if  every  patient  who  was 
alive  when  last  seen  lived  for  at  least  fifteen 
years  from  the  date  of  diagnosis.  The  true 
prognosis  thus  lies  somewhere  in  the 
stippled  area.  Thus  the  median  50  per 
cent  survival  is  between  three  and  five 
years. 

Of  the  16  patients  who  have  died,  the 
cause  of  death  is  known  in  10  cases.  Two 
patients  died  of  massive  hemorrhage  related 
to  thrombocytopenia,  5 died  of  infection, 
1 of  anemic  heart  failure,  1 of  a cerebrovas- 
cular accident,  and  1 death  was  attributed 
to  emaciation  secondary  to  leukemia. 


TABLE  I.  Survival  in  relation  to  hemorrhagic 
manifestations  in  25  patients  with  reticulum 
cell  leukemia 


Category 

Number 

of 

Cases 

Mean 

Survival 

(Months) 

Deceased  patients 
No  bleeding  or 
late  bleeding 

16 

47 

only 

12 

59 

Early  bleeding 

4 

9 

Living  patients 

9 

82 

No  bleeding 

6 

77 

Early  bleeding 

3 

92 
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TABLE  II.  Survival  and  follow-up  in  51  patients 
with  reticulum  cell  leukemia,  25  cases  from  the 
present  series  and  26  cases  from  Bouroncle, 
Wiseman,  and  Doan.3 


Time 
( Y ears) 

Living  * — - 

Pres-  Bou- 
ent  roncle 
Series  Series3 

- — Deceased*— 
Pres-  Bou- 

ent  roncle 

Series  Series3 

Less  than  1 

1 (4) 

2 (8) 

4 (16) 

4 (16) 

1 to  2 

0 

4 (16) 

5 (20) 

6 (24) 

2 to  5 

3 (12) 

2 (8) 

3 (12) 

4 (16) 

5 to  10 

3 (12) 

1 (4) 

2 (8) 

1 (4) 

10  to  15 

1 (4) 

0 

0 

0 

Greater 
than  15 

1 (4) 

0 

2 (8) 

1 (4) 

Lost  to 
follow- 
up 0 1 (4)  0 0 


♦Numbers  in  parentheses  indicate  per  cent. 


Hematologic  findings 

Typical  cell  (Figs.  3 to  5).  The  single 
characteristic  and  diagnostic  laboratory 
finding  in  this  disease  is  the  presence  in  the 
peripheral  blood  and  bone  marrow  of  large 
numbers  of  the  typical  “lymphoid  reticu- 
lum” cells.  These  cells  are  large,  12  to  20 
microns  in  diameter,  with  round  or  oval, 
occasionally  kidney-shaped  eccentrically 
placed  nuclei.  The  chromatin  network  is 
very  fine,  and  one  or  more  nucleoli  may  be 
present  in  occasional  cells.  The  cytoplasm, 
which  is  plentiful,  is  very  faintly  basophilic 
and  cloudy.  Cytoplasmic  granules  are  not 
found.  In  some  cases  a small  central  area 
of  cytoplasm,  adjacent  to  the  nucleus,  takes 
a neutrophilic  stain.  The  cell  membrane  is 
indistinct,  so  that  it  is  often  difficult  to  tell 
exactly  where  the  cell  margin  is.  The  cy- 
toplasm is  apparently  quite  fragile,  and 
traumatized  cells,  indicated  by  nuclei  to 
which  only  shreds  of  cytoplasm  adhere,  are 
frequent  on  smears. 

The  usual,  nontraumatized  cells  resem- 
ble, most  closely,  the  histiocyte  tissue 
macrophage  of  bone  marrow,  spleen,  and 
lymph  nodes.  The  leukemic  cells  are 
usually  smaller  than  their  normal  counter- 
parts and  never  contain  cytoplasmic  inclu- 
sions. 

In  smears  of  blood  examined  cursorily, 
the  cells  are  apt  to  be  mistaken  for  large 
lymphocytes.  The  fine  chromatin  pattern, 
the  absence  of  azurophilic  granules,  and  the 
peculiar  indistinctness  of  the  cell  mem- 


PROGNOSIS OF  "RETICULUM  CELL  LEUKEMIA" 

(Based  on  worst  possible  and  best  possible  surival  in  25  cases  ) 


FIGURE  2.  Lower  limit  of  stippled  area  represents 
proportion  surviving  if  all  patients  alive  when  last 
seen  died  on  following  day.  Upper  limit  of  cross- 
hatched  area  gives  proportion  which  would  be 
surviving  if  every  patient  alive  when  last  seen  lived 
at  least  fifteen  years  from  date  of  diagnosis.  True 
prognosis  thus  lies  somewhere  in  area. 

branes  usually  suffice  to  differentiate  the 
cells  from  lymphocytes. 

It  has  been  possible  to  demonstrate  that 
these  cells  are  capable  of  phagocytosis.  In 
studies  of  stained  smears  made  from  incu- 
bated oxalated  cell-rich  plasma,  by  phase 
contrast  microscopy  of  living  cells,  and  at 
postmortem  examinations  in  sections  taken 
from  the  wall  of  an  abscess,  phagocytosis 
has  been  observed. 

In  the  living  state,  cells  examined  in 
phase-contrast  preparations  have  been 
characterized  as  “hairy  cells”6  or  “neo- 
plastic lymphoid  reticulum  cells.”5  Bour- 
oncle, Wiseman,  and  Doan3  have  further 
described  the  typical  supravital  and  elec- 
tron microscopic  characteristics  of  these 
cells. 

Anemia.  Ten  patients  had  moderate 
or  severe  anemia  when  first  seen  with 
hemoglobin  less  than  9 Gm.  per  100  ml. 
An  additional  9 patients  had  mild  anemia 
with  hemoglobin  between  9 and  12  Gm.  per 
100  ml.  Four  patients  had  hemoglobin 
levels  between  12.5  and  14  Gm.  per  100  ml. 
when  first  seen,  but  2 of  these  had  had  blood 
transfusions  immediately  preceding.  Dur- 
ing their  subsequent  course,  the  other  2 
patients  developed  moderate  anemia  re- 
quiring infrequent  transfusions.  Only  1 
patient  maintained  normal  red  blood  cell 
and  hemoglobin  values  over  a ten-year 
period  of  time.  Various  hematinics  in- 
cluding iron,  folic  acid,  and  vitamin  Bi2 
proved  futile  in  these  patients,  and  trans- 
fusions of  whole  blood  or  packed  red  blood 
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cells  have  been  necessary  in  all  cases. 
Spontaneous  remissions  of  the  anemia  oc- 
curred in  12  patients:  These  remissions 

have  lasted  from  a few  months  to  seventeen 
years  with  the  average  five  years. 

Thrombocytopenia.  All  patients  but 
3 had  varying  degrees  of  thrombocytopenia 
at  the  first  visit,  and  subsequently  these 
3 patients  developed  persistent  thrombo- 
cytopenia. In  contrast  to  the  high  fre- 
quency of  remission  of  anemia,  only  2 of 
these  patients  had  a return  of  the  platelet 
count  to  normal.  Transient  rises  of  up  to 
80,000  per  cubic  millimeter  of  the  platelet 
counts  occurred  in  3 of  4 patients  who 
underwent  splenectomy. 

White  blood  cells.  At  the  first  visit, 
14  of  the  25  patients  had  reduced  total 
white  blood  counts,  less  than  5,000  per 
cubic  millimeter.  This  leukopenia  per- 
sisted except  in  3 of  the  patients  subjected 
to  splenectomy  in  whom  total  white  blood 
counts  within  the  normal  range  occurred 
following  the  operation.  One  other  patient 
with  a total  white  blood  count  in  the  normal 
range,  5,600  per  cubic  millimeter,  when  first 
seen,  subsequently  developed  a moderate 


FIGURE  4.  Typical  reticulum  cells.  (A)  Peripheral 
Giemsa  Stain  X 505) 


FIGURE  3.  Peripheral  blood  smear  from  patient 
with  reticulum  cell  leukemia  showing  typical  re- 
ticulum cells  (Wright-Giemsa  stain  X 505). 


blood  smear.  (B)  Bone  marrow  aspirate.  (Jenner- 


FIGURE  5.  (A  and  B).  Splenic  imprint  showing  typical  reticulum  cells  (Jenner-Giemsa  stain  X 505). 
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leukopenia,  2,700  per  cubic  millimeter.  In 

7 patients,  the  total  white  blood  count  was 
usually  less  than  1,500  per  cubic  millimeter. 

Ten  patients  had  persistently  normal  or 
moderately  elevated  total  white  blood 
counts.  Only  3 patients  ever  had  white 
blood  counts  in  excess  of  15,000  per  cubic 
millimeter,  and  the  highest  total  blood 
count  observed  was  38,000.  Only  1 patient 
received  therapy  aimed  at  reducing  the 
total  white  count:  He  was  given  a total 

of  5 millicuries  of  radioactive  phosphorus 
and  15  mg.  of  triethylene  melamine  over 
one  year,  with  the  development  of  a 
moderate  leukopenia  (3,800)  and  with  a 
reduction  in  the  percentage  of  “reticulum 
cells”  from  43  to  17  per  cent. 

In  all  patients,  the  differential  white  cell 
count  was  grossly  abnormal.  Neutropenia 
occurred  in  all  patients.  When  there  was 
leukopenia,  there  was  relative  lymphocy- 
tosis. A normal  or  high  white  cell  count 
was  caused  by  the  presence  of  significant 
numbers  (0  to  94  per  cent)  of  the  specific 
“reticulum  cell.” 

Only  3 patients,  all  in  the  leukopenic 
group,  failed  to  show  any  “reticulum 
cells”  in  the  peripheral  blood  when 
first  examined.  Subsequently,  “reticulum 
cells”  were  demonstrated,  although  never  in 
large  numbers,  in  all  3 of  these  patients. 
In  general,  the  patients  with  leukopenia  had 
fewer  “reticulum  cells”  than  the  patients 
with  normal  or  high  white  blood  counts. 
Two  cases  with  96  and  44  per  cent,  respec- 
tively, of  circulating  leukocytes  counted  as 
“reticulum  cells,”  represent  exceptions  to 
this  generalization.  The  10  patients  with 
normal  or  high  white  cell  counts  had  at  least 

8 per  cent  “reticulum  cells”  on  the  first 
examination. 

Bone  marrow.  At  least  one  bone  mar- 
row aspiration  was  performed  in  each 
patient.  In  addition,  in  5 cases,  open 
surgical  biopsy  of  the  bone  was  carried  out 
and  histologic  sections  made.  Finally,  in 
3 patients,  the  bone  marrow  was  examined 
post  mortem. 

In  21  of  the  25  patients,  bone  marrow 
aspiration  was  an  extremely  difficult  pro- 
cedure. Penetration  into  the  marrow  cav- 
ity never  presented  any  difficulty,  but  in 
these  21  cases  only  a small  amount  of  mar- 
row could  be  aspirated,  despite  repeated 
attempts.  The  aspirated  material  was 
generally  hypocellular:  megakaryocytes 


were  seen  in  only  10  of  the  marrows.  In  all 
but  1 instance,  differential  counts  of  the 
aspirated  cells  showed  4 to  95  per  cent 
“reticulum  cells.”  One  exceptional  case 
had  no  “reticulum  cells”  in  the  marrow  but 
34  per  cent  of  these  cells  in  the  peripheral 
blood. 

That  these  hypocellular  aspirates  did  not 
accurately  reflect  the  bone  marrow  contents 
may  be  deduced  from  the  fact  that  in  none 
of  the  surgical  biopsy  specimens  was  the 
marrow  severely  hypoplastic.  Megakaryo- 
cytes and  areas  of  erythropoiesis  and  granu- 
lopoiesis were  found  in  all  biopsied  mar- 
rows. Collections  of  large  cells  described 
as  “primitive  mesenchymal  cells”  or  “im- 
mature cells”  were  present,  as  were  small 
numbers  of  fibroblasts. 

By  the  time  the  disease  had  run  its 
course,  the  bone  marrow  presented  a quite 
different  picture.  In  2 cases,  autopsy  sec- 
tions of  bone  marrow  from  several  sites 
showed  complete  replacement  by  masses  of 
“reticulum  cells.”  In  another  case,  how- 
ever, some  areas  of  apparently  normal 
marrow  could  be  seen. 

In  only  3 of  the  25  patients  did  bone 
marrow  aspiration  afford  no  apparent  dif- 
ficulty, the  aspiration  material  did  not 
vary  much  in  cellularity  from  the  normal, 
and  megakaryocytes  were  found.  In  these 
3 cases,  increased  numbers  of  “reticulum 
cells”  (12,  13,  and  95  per  cent)  were  present. 

Treatment.  Treatment  has  consisted, 
principally,  of  blood  transfusions  as  needed 
and  antibiotics — penicillin,  chlorampheni- 
col, and  tetracycline — to  combat  their 
frequent  infections.  Five  patients  had 
trials  of  cortisone  therapy,  total  dose  2,040 
to  6,000  mg.,  without  particular  benefit. 
Splenectomy  was  performed  in  4 patients 
with  only  temporary  improvement,  three 
weeks  to  six  months.  One  patient  received 
roentgen  therapy  (400  r)  to  the  spleen,  and 
another  patient  was  given  3 microcuries  of 
radioactive  phosphorus  and  triethylene 
melamine,  a total  dose  of  60  mg.  over  three 
weeks,  both  without  apparent  effect  on  the 
disease.  Recently,  1 patient  was  treated 
with  vincristine,  2 mg.  per  square  meter  of 
body  surface  intravenously  weekly  for  six 
weeks,  with  good  temporary  results.  The 
spleen  became  markedly  smaller,  from  16  to 
5 cm.,  the  white  blood  count  rose  to  5,400 
per  cubic  millimeter,  neutropenia  disap- 
peared, and  the  patient  felt  markedly  im- 
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proved.  However,  the  platelet  level  did 
not  rise,  nor  did  the  proportion  of  reticulum 
cells  in  the  peripheral  blood  and  bone 
marrow  fall.  The  patient  succumbed  to  his 
disease  several  months  later. 

Case  reports 

Case  1.  A sixty-six-year-old  white  man  was 
first  admitted  to  a hospital  on  November  14, 
1949,  with  symptoms  of  fatigue,  weakness,  and 
dyspnea  on  exertion  for  six  months.  Physical 
examination  revealed  pallor,  a few  small  retinal 
hemorrhages,  a single  small  supraclavicular 
lymph  node,  and  several  small  inguinal  lymph 
nodes.  The  spleen  was  tremendously  enlarged; 
its  tip  was  felt  at  the  level  of  the  anterior  supe- 
rior  iliac  spine.  The  liver  edge  was  2 cm.  below 
the  right  costal  margin.  There  were  no  other 
abnormalities. 

The  blood  findings  one  week  previously  were: 
hemoglobin  6.1  Gm.  per  100  ml.,  red  blood  cells 
1.57  million  per  cubic  millimeter,  hematocrit  21, 
white  blood  cell  count  400  per  cubic  millimeter 
with  2 per  cent  band  forms,  45  per  cent  seg- 
mented polymorphonuclear  leukocytes,  and  53 
per  cent  lymphocytes.  After  several  unsuccess- 
ful attempts,  a small  amount  of  markedly  hy- 
pocellular  bone  marrow  was  aspirated  contain- 
ing 5,000  nucleated  cells  per  cubic  millimeter. 
Sixty-eight  per  cent  of  the  cells  in  this  fluid  were 
“reticulum  cells.” 

The  hemoglobin  and  red  blood  cells  varied 
with  transfusions,  a total  of  six.  The  white  cells 
ranged  from  700  to  1,400  per  cubic  millimeter 
with  the  differential  count  as  before.  Platelets 
were  consistently  markedly  reduced,  between 
2,000  and  12,000  per  cubic  millimeter,  but  there 
was  no  hemorrhagic  tendency.  Four  addi- 
tional bone  marrow  aspirations  were  unsatis- 
factory; the  marrow  cavity  could  be  entered 
easily,  but  no  material  could  be  aspirated. 

Biopsy  of  a left  supraclavicular  lymph  node 
showed  a uniform  infiltration  with  large  cells 
containing  large  vesicular  nuclei  and  interpreted 
as  immature  or  “blast”  cells.  Sternal  bone 
marrow  biopsy  was  hypocellular  but  showed 
spotty  infiltration  by  the  same  cells;  in  other 
areas,  normal  elements  could  be  found. 

After  transfusions  and  antibiotic  therapy  for 
pulmonary  and  urinary  tract  infections,  the 
patient  was  discharged  from  the  hospital.  Dur- 
ing the  next  two  years,  he  received  transfusions 
at  about  monthly  intervals,  but  was  unable  to 
continue  at  work.  During  this  time,  no  change 
was  noted  in  his  blood  picture.  He  was  again 
admitted  to  a hospital  in  August,  1951,  because 
of  Escherichia  coli  septicemia  and  was  success- 
fully treated  with  3 million  units  of  penicillin,  1 
Gm.  of  streptomycin  sulfate,  and  later  1 Gm.  of 
chlortetracycline  hydrochloride  (Aureomycin) 
daily  with  prompt  subsidence  of  the  fever. 
After  seven  blood  transfusions,  he  was  dis- 
charged afebrile. 

In  September,  1951,  he  had  a severe  nose- 
bleed, requiring  four  blood  transfusions. 


During  the  next  eight  months,  he  received 
transfusions  monthly  or  bimonthly.  In  August, 
1952,  he  developed  fever  following  an  episode  of 
hematuria.  The  cause  of  the  hematuria  could 
never  be  ascertained,  but  his  urinary  infection 
again  improved  after  tetracycline  therapy  (1 
Gm.  daily  for  five  days  orally).  His  disease 
had  been  present  for  forty  months  with  only 
slight  evidence  of  progression.  The  spleen  was 
slightly  larger  than  on  initial  examination. 
Examination  of  the  blood  smear  revealed  4 per 
cent  “reticulum  cells.”  Bone  marrow  aspira- 
tion in  August,  1952,  revealed  a total  nucleated 
count  of  5,600  per  cubic  millimeter  with  68  per 
cent  of  “reticulum  cells.”  He  seemed  to  be  do- 
ing well  until  September  27,  1952,  three  years 
since  the  onset  of  his  disease,  when  he  suddenly 
lapsed  into  coma  and  died.  Postmortem  ex- 
amination confirmed  the  diagnosis  of  leuke- 
mia: There  was  infiltration  of  liver,  spleen, 

lymph  nodes,  and  perirenal  tissue. 

Case  2.  A forty-six-year-old  man  was  first 
seen  in  September,  1949,  because  of  four  to  five 
months  of  progressive  weakness  and  pallor. 
Physical  examination  disclosed  marked  pallor  of 
skin  and  mucous  membranes,  an  enlarged  spleen 
with  the  tip  felt  4 fingerbreadths  below  the 
costal  margin,  a single  small  lymph  node  in  the 
right  axilla,  and  another  lymph  node  in  the  left 
groin. 

The  hemoglobin  was  5.2  Gm.  per  100  ml., 
red  blood  cells  1.91  million  per  cubic  millimeter, 
hematocrit  17,  platelets  40,000  per  cubic  milli- 
meter, and  white  blood  cells  3,650  per  cubic 
millimeter  with  1 per  cent  myelocytes,  8 per 
cent  band  forms,  21  per  cent  segmented  poly- 
morphonuclear leukocytes,  1 per  cent  eosino- 
phils, 66  per  cent  lymphocytes  and  3 per  cent 
“reticulum  cells,”  reticulocytes  0.5  per  cent, 
and  1 normoblast  per  100  white  blood  cells. 
The  bone  marrow  aspirated  was  hypocellular 
(total  nucleated  cells  16,000),  no  megakaryo- 
cytes were  present,  and  the  differential  count 
showed  only  11  per  cent  granulocytes  and  5 per 
cent  nucleated  red  cells  but  48  per  cent  lympho- 
cytes and  35  per  cent  “reticulum  cells.” 

The  patient  was  given  six  blood  transfusions. 
Excised  biopsy  of  the  right  iliac  bone  revealed 
no  marrow  elements  on  smears.  The  histologic 
sections,  however,  showed  an  extremely  cellular 
marrow  containing  normal  marrow  elements  and 
an  increased  number  (43  per  cent)  of  large 
“immature”  cells  with  large  vesicular  nuclei. 
In  some  areas,  these  cells  formed  a syncytium. 

Since  active  bone  marrow  had  been  demon- 
strated, it  seemed  possible  that  some  of 
the  anemia,  leukopenia,  and  thrombocytopenia 
might  be  on  the  basis  of  hypersplenism.  Ac- 
cordingly, a splenectomy  was  performed.  Ex- 
amination of  the  spleen  disclosed  it  to  be  mark- 
edly enlarged  (1,470  Gm.).  There  were  small 
islands  of  myeloid  metaplasia,  with  predomi- 
nance of  a single  cell  type:  a large  cell  with 

round  nucleus  and  generous,  granular,  pale 
cytoplasm.  Opinion  of  the  histology  of  this 
spleen  was  divided,  as  it  had  been  in  the  case  of 
the  marrow;  a clear  diagnosis  of  leukemia 
could  not  be  made.  Ten  weeks  after  operation, 
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the  blood  picture  had  returned  to  its  preopera- 
tive state. 

Transfusions  were  resumed  at  about  monthly 
intervals,  then  at  biweekly  intervals  through 
1950.  In  September,  1950,  the  patient  was 
first  found  to  have  a high  percentage  of  “reticu- 
lum cells”  in  the  peripheral  blood;  this  finding 
persisted  until  his  death.  In  January,  1951,  the 
anemia  became  more  severe,  and  he  developed 
fever  and  painful  bleeding  gums.  The  hemo- 
globin was  now  4 Gm.  per  100  ml.,  red  blood 
count  1,950,000  per  cubic  millimeter,  platelets 
10,000  per  cubic  millimeter,  and  white  blood 
cells  7,350  per  cubic  millimeter,  with  3 per  cent 
segmented  polymorphonuclear  leukocytes,  45 
per  cent  lymphocytes,  and  52  per  cent  “reticu- 
lum cells.”  He  developed  a necrotizing  gingi- 
vitis and  stomatitis.  He  was  treated  with  a 
total  of  10  million  units  of  parenteral  penicillin 
and  nine  blood  transfusions.  Thereafter,  how- 
ever, he  deteriorated  with  progressive  anemia 
to  5 Gm.  per  100  ml.  and  the  development  of 
hemorrhagic  diathesis.  In  March,  1951,  he  de- 
veloped profuse  uncontrollable  nasal  hemor- 
rhage and  hemoptysis.  Despite  23  transfu- 
sions of  blood,  he  continued  to  bleed  and  died  as 
a result  of  exsanguination.  At  postmortem 
examination,  it  was  evident  that  this  was  in- 
deed a case  of  leukemia.  There  was  infiltration 
of  mediastinal  and  abdominal  lymph  nodes, 
lungs,  kidneys,  and  bone  marrow.  The  cell 
type  was  that  previously  described  as  prominent 
in  the  bone  marrow  and  splenic  biopsies.  There 
was  a chronic  subphrenic  abscess  at  the  splenec- 
tomy site;  the  cellular  reaction  in  the  walls  of 
this  abscess  consisted  of  these  same  cells,  many 
of  which  appeared  to  be  actively  phagocytic. 
Special  stains  of  bone  marrow,  lymph  nodes, 
and  other  involved  tissues  showed  that  these 
cells  existed  in  a network  of  fine  argyrophilic 
reticulum  fibers. 

Comment 

Twenty-five  patients  with  a rare  leu- 
kemia variant  have  been  observed.  Sev- 
eral patients  have  been  followed  over  a 
period  of  nearly  twenty  years.  The  condi- 
tion is  characterized  by  a chronic  course, 
the  occurrence  of  spontaneous  remissions, 
massive  splenomegaly,  and  frequent  infec- 
tions. The  cells  infiltrating  spleen,  mar- 
row, and  lymph  nodes  have  well-defined 
cytologic  characteristics  resembling  lym- 
phoid “reticulum  cells”  and  are  usually 
found  in  the  peripheral  blood.  Leukopenia 
is  the  rule  and  may  be  profound.  Bone 
marrow  aspiration  is  usually  difficult  and 
results  in  hypocellular,  dilute  specimens. 
Bone  marrow  sections  uniformly  show 
highly  cellular  tissue. 

Men  predominate  by  a 4:1  ratio  over 
women,  and  60  per  cent  of  patients  are  over 


fifty  years  of  age  at  onset  of  symptoms. 
In  these  respects,  the  syndrome  resembles 
chronic  lymphatic  leukemia.  The  typical 
cells  also  have  many  characteristics  of 
lymphoid  elements  with  round  or  oval 
nuclei,  fine  chromatin  network,  plentiful 
cytoplasm,  and  absence  of  cytoplasmic 
granules.  Predominant  bone  marrow  and 
splenic  localization  establish  a difference. 

The  syndrome  described  herein  has  been 
called  by  a variety  of  names:  reticulum 

cell  leukemia, 1 leukemic  reticuloendothelio- 
sis,2-4  “hairy  cell”  disease,5  and  lympho- 
reticular  cell  leukemia.6  Since  it  is  now 
known  that  “mature”  lymphocytes  can 
dedifferentiate  to  “blast”  cells  under  appro- 
priate stimuli  (phytohemagglutin,  antigens) 
and  can  go  on  to  resemble  macrophages  and 
plasma  cells,  discussions  of  the  origin  of 
cells  based  entirely  on  morphologic  similari- 
ties and  differences  seem  unfruitful.  The 
nomenclature  of  the  syndrome  under  dis- 
cussion is,  at  the  moment,  unimportant. 
The  use  of  the  term  “reticulum  cell  leuke- 
mia” is  based  entirely  on  history  and  is  per- 
haps unfortunate  since  it  may  lead  to  con- 
fusion in  some  minds  with  the  variant  of 
acute  leukemia  in  which  large  reticulum- 
like (histiocytic?)  cells  predominate. 

Whatever  it  is  called,  this  syndrome 
deserves  wider  recognition  as  a cause  of 
pancytopenia  and  splenomegaly.  Recog- 
nition is  important  chiefly  because  of  the 
better  prognosis  when  compared  with  other 
varieties  of  leukemia,  particularly  acute 
myeloblastic  leukemia. 

Summary 

Twenty-five  cases  of  “reticulum  cell” 
leukemia  encountered  in  the  past  twenty 
years  have  been  presented.  This  entity  is 
most  frequently  a chronic  type  of  leukemia 
occurring  in  adults,  usually  males,  charac- 
terized clinically  by  leukopenia,  normo- 
chromic anemia  which  may  remit  spontane- 
ously for  long  periods,  bouts  of  fever  due 
to  infections,  and  marked  splenomegaly. 
Lymphadenopathy  and  hepatomegaly  are 
not  prominent,  but  enlarged  lymph  nodes, 
when  found,  always  show  infiltration  with 
“reticulum  cells.”  Bone  marrow  aspira- 
tion usually  yields  only  scanty  amounts  of 
hypocellular  material.  The  characteristic 
hematologic  finding  is  the  presence  in  large 
numbers  in  both  blood  and  bone  marrow  of 
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lymphoid  reticulum  cells  somewhat  re- 
sembling normal  histiocytes.  Histologic- 
sections  of  bone  marrow,  lymph  nodes, 
spleen,  and  liver  show  these  cells.  Autopsy 
findings  in  several  patients  have  confirmed 
the  diagnosis  of  leukemia  and  the  nature  of 
the  typical  cell. 

Treatments  which  have  proved  most 
effective  have  been  blood  transfusion 
and  antibiotics.  Cortisone,  splenectomy, 
splenic  radiation,  radioactive  phosphorus, 
and  triethylene  melamine  have  also  been 
used  but  without  apparent  benefit. 
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Catastrophic  accidents 


During  the  first  six  months  of  1968,  more  than 
700  deaths  resulted  from  catastx-ophic  accidents 
in  the  continental  United  States,  according  to 
the  Metropolitan  Life  Insurance  Company. 
Although  this  total  for  accidents  claiming  five  or 
more  lives  was  slightly  greater  than  in  the  cor- 
responding period  of  1967,  it  was  about  the  aver- 
age for  the  January- June  periods  during  the  past 
decade. 

The  increase  for  the  most  part  reflects  a larger 
loss  of  life  in  natural  catastrophes,  largely  torna- 
does. Fires  and  explosions,  civil  aviation  acci- 
dents, and  those  associated  with  water  transpor- 
tation produced  a somewhat  higher  death  toll. 
Fatalities  resulting  from  military  aviation,  in 
contrast,  showed  a substantially  lower  toll  than 
in  the  first  six  months  of  1967.  Fatalities 


caused  by  motor  vehicle  catastrophes  were  only 
slightly  more  frequent  in  the  first  half  of  this 
year-. 

Fires  and  explosions,  largely  in  private  homes 
and  apartments,  were  responsible  for  more  than 
a fourth  of  all  catastrophic  fatalities  in  this 
period.  Civil  aviation  accidents  contributed 
about  a fifth  of  the  catastrophic  death  toll; 
motor  vehicle  and  natural  catastrophes  each  ac- 
counted for  approximately  the  same  propor- 
tions. 

During  the  first  half  of  1968,  there  were  three 
major  catastrophes  which  resulted  in  more  than 
25  fatalities.  The  heaviest  loss  of  life  occurred 
on  May  3,  when  a scheduled  airliner  crashed 
near  Dawson,  Texas,  taking  the  lives  of  85 
persons.  On  May  15,  tornadoes  struck  in  the 
Midwest,  causing  71  deaths.  The  third  major 
disaster  was  the  explosion  and  fire  in  a sporting 
goods  store  in  Richmond,  Indiana,  on  April  6, 
which  claimed  the  lives  of  43  persons. 
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The  Cybernetics  of 
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T he  cybernetic  method  of  representa- 
tion has  furnished  the  biologist  with  a use- 
ful tool,  one  which  introduces  precision  in 
delineating  problems  to  be  solved  and 
which  helps  integrate  and  visualize  many 
autoregulated  functions  otherwise  too  com- 
plex to  grasp  readily.  Hence  the  state- 
ment, “The  cybernetic  representation  will 
be  thus  called  on  to  become  for  us  what 
algebra  is  for  the  mathematician.” 1 

A similar  potential  use  exists  in  medicine 
whereby  certain  medical  conditions  may 
be  schematized  and  simplified  by  this 
method.  Specifically,  the  concept  has 
been  proposed  that  certain  diseases  may 
be  modeled  as  cybernetic  systems  showing 
positive  and  negative  feedbacks  when  these 
are  present,  thus  clarifying  the  mutual 
causal  relationships  and  other  internal 
organizational  features  of  these  complex 
conditions.2 

Peptic  ulcer  is  one  such  complex  multi- 
causal  disease,  characterized  by  periods  of 
instability  and  change  alternating  with 
relative  stability,  thus  suggesting  iso- 
morphism with  a cybernetic  model  sub- 
ject to  a feed-back  in  which  positive 
(amplifying)  then  negative  (controlling) 
forces  predominate. 

The  purpose  of  this  report  is  to  construct 
a simplified  schema  of  gastric  physiology 
and  peptic  ulcer  consistent  with  our  present 
knowledge  which  will  also  demonstrate 
the  cybernetic  principles  involved.  Be- 


sides the  clarification  inherent  in  this 
method,  the  model  demonstrates  another 
feature  previously  noted,  namely,  stimula- 
tion of  induction.3  Thus,  a model  theory 
emerges  as  a general  explanation  for 
mucosal  breakdown  and  ulcer  formation. 

It  is  commonly  agreed  that  the  most 
difficult  fact  to  explain  about  peptic  ulcer 
is  the  actual  ulceration  itself.  The  con- 
verse is  often  put  as  the  question:  “Why 
doesn’t  the  stomach  digest  itself?”,  that 
is,  more  often.  Thus,  while  hypersecretion 
of  hydrochloric  acid  is  a fairly  common 
finding  in  chronic  benign  ulcer  of  the  upper 
gastrointestinal  tract,  especially  the  duo- 
denum, and  may  be  explained  on  a neural 
or  neuroendocrine  basis,  or  may,  in  gastric 
ulcer,  be  related  to  stasis  and  hyperstimula- 
tion of  local  gastric  reflexes  or  to  local 
irritants;  nevertheless,  the  direct  causal 
relation  between  hyperacidity  and  peptic 
ulcer  is  obscure. 4 ~6 

Cybernetic  review 

A generally  accepted  schema  for  a simple 
effector  system  is  shown  in  Figure  1. 
The  effector  is  represented  by  a circle  (E), 
its  effect  by  the  arrow  (e)  originating  from 
the  circle,  and  its  factors  (A)  and  (B)  by 
arrows  leading  to  it. 

It  is  apparent  that  this  system  is  autoreg- 
ulatory  since  the  factor  (A)  is  sensitive 
to  variations  in  the  effect  (e);  that  is,  the 
factor  is  a function  of  the  effect,  while  the 
effect  in  turn  is  a function  of  the  factors. 
This  is  demonstrated  by  the  feed-back 
represented  in  Figure  1 by  the  curved 
arrow  leading  from  the  effect  back  to  the 
factor. 

If  the  purpose  of  an  effector  system  is  to 
reach  a particular  state  and  maintain  it 


FIGURE  1.  Effector  (E),  its  effect  (e),  and  its  fac- 
tors (A),  (B).i 
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FIGURE  2.  Feed-backs  (A)  positive,  functioning 
in  tendency,  (B)  negative,  functioning  in  con- 
stancy.1 

stably,  then  it  is  said  to  be  controlling  or 
functioning  in  constancy  and  will  require 
a negative  feed-back  to  be  properly  regu- 
lated. Such  is  the  case  in  most  physio- 
logic regulators  concerned  with  homeo- 
stasis ( Fig.  2 (B)). 

On  the  other  hand,  if  the  purpose  of  the 
effector  is  to  approach  a maximum  state, 
even  tending  toward  infinity,  then  the 
effector  is  said  to  be  amplifying  or  func- 
tioning in  tendency  and  is  subject  to  a 
positive  feed-back  (Fig.  2 (A)).  In  bio- 
logic systems  there  is  generally  a limit  to  any 
effector  functioning  in  tendency  under 
positive  feed-back  influence. 

Moreover,  an  effector  which  is  con- 
trolling, under  the  influence  of  a negative 
feed-back,  ordinarily  does  not  maintain  a 
perfectly  stable  state  but  causes  the  effect 
to  oscillate  about  its  ideal  value,  giving 
rise  to  the  term  “error-regulated”  feed- 
back control.  This  oscillation  is  because  of 
the  element  of  delay  or  time  lag  (hysteresis) 
involved  for  negative  feed-back  informa- 
tion originating  at  (e)  to  influence  factor 
(A).  Another  delay  (efficiency  delay)  in- 
volves the  time  for  the  modulating  effect 
of  (A)  to  be  felt  at  (E ) . 1 

The  feed-back  controls  responsible  for 
maintaining  homeostasis  show  this  oscilla- 
tion; indeed,  such  control  systems  are  the 
most  common  in  nature  and  occur  in  many 
artificial  controls  as  well.7 

Biologic  effects  depend  on  many  factors 
of  varying  intensity  and  are  a function  of 
all  these  factors.  Further,  such  effects 
possess  limits  which  are  determined  by  the 
ensemble  of  values  which  all  various  factors 
can  assume  without  interrupting  the 
effects. 1 

Homeostasis  requires  that  all  the  com- 
ponent effects  remain  within  the  ensemble 
of  values  necessary  to  insure  physiologic 
constancy  or  stability  and  are  under  a 
negative  feed-back  or  controlling  influence. 
By  contrast,  many  medical  conditions  may 
be  defined  as  bodily  states  in  which  some 


peptic  ulcek  was  schematized,  and  simpli- 
fied by  the  cybernetic  method.  By  show- 
ing positive  and  negative  feedbacks,  the 
mutual  casual  relationships  and  other  in- 
ternal organizational  features  of  complex 
conditions  may  be  clarified.  Alterations 
of  neutral,  hormonal,  and  chemical  relation- 
ships involved  in  gastric  physiology  are 
demonstrated  on  a model. 


factors  vary  sufficiently  in  intensity  so  as  to 
force  the  effects  outside  their  limits,  often 
with  the  aid  of  a positive  feed-back.  When 
enough  effects  are  thus  altered,  the  organ- 
ism may  enter  a new  state,  modus  oper- 
andi,  or  “disease.” 

Gastric  models 

The  generally  accepted  relationships 
seen  in  gastric  homeostasis  are  shown  in 
Figure  3.  While  most  of  this  schema  may  be 
only  loosely  termed  “cybernetic,”  the 
central  hydrochloric  acid-gastrin  mecha- 
nism is  a classic  negative  feed-back  control 
system. 

The  recent  isolation  of  gastrin,  a hor- 
mone first  discovered  sixty  years  ago,  has 
resolved  the  question  of  its  actual  exist- 
ence.8-10 According  to  present  views,  the 
release  of  gastrin  is  under  cholinergic  con- 
trol either  through  the  vagus  nerve  or  by 
intragastric  local  reflexes. 11  Vagal  stimu- 
lation results  from  either:  (1)  stimuli  from 
higher  centers,  the  so-called  “cephalic 
phase,”  having  their  origin  from  insulin- 
induced  hypoglycemia  or  the  thought, 
smell,  and  taste  of  food,  among  other 
things;  or,  (2)  distention  of  the  stomach, 
the  vago vagal  reflex. 12  Local  cholinergic 
reflexes  also  cause  liberation  of  gastrin 
when  distention  of  the  antral  area  occurs 
or  when  this  area  is  bathed  with  certain 
chemicals  such  as  amino  acids. 

Release  of  gastrin  is  also,  and  im- 
portantly, subject  to  autoregulation,  so 
that  hydrochloric  acid  evoked  by  this 
hormone  inhibits  further  release  of  gastrin. 
The  more  hydrochloric  acid  produced, 
the  stronger  the  negative  feed-back  in- 
fluence on  gastrin  secretion,  an  effect  which 
in  turn  causes  less  hydrochloric  acid  to  be 
produced.  This  view  is  supported  by 
numerous  studies,  notably  those  of  Drag- 
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FIGURE  3.  Gastric  autoregulation.  Model  of  normal  function  shows  gastrin  production  under  negative 
feed-back  control.  V = vagus.  DMF  = distention,  mechanical  stimulation,  and  food;  positive  factors 
affecting  gastrin  secretion.  Ch  = chalones  that  presumably  evoke  negative  gastrin  response  on  receiving 
positive  stimulation  from  hydrochloric  acid. 


stedt  et  al.13  Cholinergic  stimuli  causing 
gastrin  release  may  also  act  directly  on  the 
oxyntic  (acid)  cells  of  the  body  and  fundus 
of  the  stomach,11  while  vagal  influence  on 
gastrin  production  has  been  amply  demon- 
strated.14'15 

These  relationships  are  shown  in  Figure 
3 with  the  hydrochloric  acid-gastrin  circuit 
represented  as  an  effector  system  controlled 
by  a negative  feed-back.  The  formation  of 
hydrochloric  acid  is  the  effect,  the  acid- 
producing  cells  of  the  body  and  fundus  of 
the  stomach  are  the  effectors,  and  the  two 
main  factors,  both  positive,  are  the  cho- 
linergic stimuli  directly  from  the  vagus  and 
indirectly  through  gastrin  released  from  the 
antrum.  The  neuroendocrine  or  extra- 
vagal  factor  is  also  positive,  while  two 
secondary  factors  which  influence  the  main 
factors  are  seen  as  one  positive  (DMF) 
and  one  negative  (chalones). 

The  importance  of  the  inhibitory  nega- 
tive feed-back  loop  is  manifested  by  two 
conditions  in  which  this  control  is  lacking, 
namely,  the  Zollinger-Ellison  syndrome 
and  in  Billroth  II  operations  when  an 
excluded  gastric  antrum  is  inadvertently 
created.11  In  the  patient  with  Zollinger- 
Ellison  syndrome,  a benign  or  malignant 


islet  cell  tumor  provides  an  autonomous 
outside  source  of  gastrin  or  its  physiologic 
equivalent  creating  a continuous  gastric 
hypersecretion  causing  severe  peptic  ulcer. 
Such  a gastrin  source  obviously  is  not  con- 
trolled by  the  negative  feed-back  of  hydro- 
chloric acid  (Fig.  3).  Likewise,  if  the 
antrum  is  excluded  from  contact  with  acid 
stomach  contents  as  a consequence  ot 
gastric  surgery,  this  same  autoregulation 
or  feed-back  control  is  lost. 

The  model  also  demonstrates  the  present 
concept  that  the  higher  centers  are  im- 
portant in  gastric  physiology  and  patho- 
physiology through  the  vagal  and  extra- 
vagal  pathways  which  converge  on  the 
gastric  target.  Experimental  support  of 
the  long-popular  view  that  mental  stress 
may  cause  ulcer  has  been  supplied  by 
Brady, 16  Brady  et  al.,17  and  Porter  et  al . 18 
in  their  work  with  “executive”  monkeys. 
The  two  circuits  shown  probably  originate 
in  the  cerebral  cortex,  one  taking  a path- 
way to  the  stomach  through  the  vagus 
nerve  via  the  anterior  part  of  the  hypo- 
thalamus, the  other  through  the  anterior 
pituitary-adrenal  axis  via  the  posterior  part 
of  the  hypothalamus. 19  The  appropriate 
time  delays  are  after  French  et  al.w  and 
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FIGURE  4.  Expanded  schema  shows  other  factors  affecting  hydrochloric  acid-gastrin  circuit.  D = drugs 
Gl  = glucose.  “H”  = histamine.  I = insulin.  Pt  = parathyroid  hormone.  Se  = serotonin.  ZE  = 
Zollinger-Ellison  effect. 


Porter,  Movius,  and  French.21 

Foltz22  has  observed  that  the  limbic 
lobe  or  archicortex  is  a control  or  relay 
center  for  autonomic  inputs  and  outputs, 
strategically  situated  between  the  neo- 
cortex and  the  hypothalamus  and  mid- 
brain structures.  Further  investigation  of 
this  area,  the  so-called  “visceral  brain,” 
may  help  delineate  neural  pathways  in- 
volved in  peptic  ulcer.  Stanley -Jones23 

argues  that  the  vagal  afferents  from  the 
stomach  are  a potential  source  of  parasym- 
pathetic inhibition  whose  loss  may  explain 
regressive  psychoneurotic  behavior  in  some 
postvagatomy  ulcer  patients.  Moreover, 
he  asks  whether  or  not  the  vagal  efferents 
may  be  considered  a discharge  channel  for 
nervous  tension,  with  resultant  ulcer  pro- 
duction, and  whether  or  not,  when  this 
safety  valve  is  cut  off,  does  nervous  tension 
seek  another  outlet? 

Such  views  demonstrate  that  much  re- 
mains to  be  learned  about  the  complex 
interplay  of  personality  structure,  en- 
vironment, neural  and  neuroendocrine  fac- 
tors, and  peptic  ulcer  itself,  and  whether 
or  not  peptic  ulcer  does,  in  fact,  serve  a 
purpose  in  some  psychosomatic  context. 
An  expanded  model  shows  several  other 
factors  which  may  influence  the  essential 
gastrin-hydrochloric  acid  system  (Fig.  4). 
Some  of  these  factors  are  themselves  parts 


of  other  feed-back  systems,  for  instance 
those  of  insulin-glucose  and  calcium-para- 
thormone. The  probable  routes  account- 
ing for  the  biphasic  response  to  insulin  are 
shown.5  Calcium  is  included  as  a factor 
because  of  the  reported  association  of 
hypercalcemia  and  peptic  ulcer,  as  well  as 
the  effect  on  gastric  secretion  of  experi- 
mentally induced  hypercalcemia.24 

Various  routes  through  which  drugs 
may  exert  effects  are  shown  as  well  as  the 
probable  serotonin-histamine  relationship.5 
The  Zollinger-Ellison  bypass  of  the  nega- 
tive hydrochloric  acid  feed-back  is  also 
demonstrated. 

Summarizing,  in  the  healthy  individual, 
there  appears  to  be  an  autoregulation  of 
the  gastrin-hydrochloric  acid  system  via 
simple  negative  feed-back  as  follows:  The 
effect,  hydrochloric  acid,  acts  as  a negative 
influence  on  the  factor,  gastrin;  gastrin,  in 
turn,  exerts  a positive  effect  on  the  effector 
(oxyntic)  cells  of  the  fundus  to  produce 
the  effect,  hydrochloric  acid. 

This  is  altered  in  Figure  5,  a simplified 
schema,  which  shows  a positive,  hyper- 
active, supragastric  signal  producing  an 
imbalance  in  the  intragastric  control  sys- 
tem. Two  effects  should  be  noted  in  the 
diagram:  (1)  hypersecretion  of  hydro- 

chloric acid,  giving  rise  to  a strong  nega- 
tive feed-back  effect  on  gastrin  formation, 
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FIGURE  5.  Strongly  positive  supragastric  signals 
reaching  gastric  target  induce  strongly  negative 
feed-back  effect  on  antrum. 


and  therefore  (2)  hyposecretion  of  gastrin. 

These  dynamic  changes  are  causally  re- 
lated to  peptic  ulcer.  The  following  dis- 
cussion hypothesizes  on  the  general  nature 
of  this  causal  relationship. 

Comment 

Iversen3  has  reviewed  the  influence  of 
cybernetic  principles  on  various  aspects  of 
biology,  from  simple  feed-back  regulations 
to  growth  models  and  cybernetic  theories 
of  carcinogenesis.  Among  the  latter  is  the 
so-called  “signal  substance”  theory  of 
Crile.25  This  theory  is  based  on  the  well- 
known  hormonal  feed-back  mechanisms 
invoked  by  classic  endocrinology  to  ex- 
plain regulation  of  the  glands  of  internal 
secretion.  Crile25  argued  that  each  tissue 
may  have  its  own  signal  substances  which 
are  of  two  types,  growth-promoting  and 
growth-inhibiting.  The  growth-promot- 
ing or  trophic  hormone  is  elaborated  by 
another  cell;  the  growth-inhibiting  sub- 
stance is  produced  by  the  target  organ 
itself.  As  in  endocrine  gland  regulation, 
the  level  of  tissue-specific  signal  substance 
controls  the  output  of  the  particular  trophic 
hormone  stimulating  the  growth  of  that 
specific  tissue.  Crile  proposed  that  some 
cancers  may  be  caused  by  hyposecretion  of 
signal  substance  with  a resulting  hyper- 
secretion of  trophic  or  tissue-stimulating 
hormone.  For  example,  in  gastric  cancer 
there  is  the  following  suggestive  evidence: 
(1)  Cases  of  pernicious  anemia  have 


atrophic  gastritis  and  also  a strong  tend- 
ency to  develop  gastric  malignant  con- 
ditions; (2)  over  70  per  cent  of  gastric 
cancer  patients  have  little  or  no  free  hy- 
drochloric acid;  and  (3)  the  antrum  of  the 
stomach  secretes  a hormone,  gastrin,  which 
stimulates  the  production  of  acid.  Based 
on  these  considerations,  Crile  asks  whether 
or  not  the  achlorhydria  may  cause  pro- 
longed stimulation  of  the  antral  cells  and 
whether  or  not  the  acid  cells  of  the  cardia 
are  constantly  stimulated  in  turn  by  the 
hormone  gastrin. 

Employing  Figure  5 and  analogous 
reasoning,  a cybernetic  theory  of  peptic 
ulcer  may  be  induced,  as  follows: 

1.  Hypersecretion  of  hydrochloric  acid 
results  from  abnormally  strong  stimula- 
tion of  the  acid-producing  cells  of  the 
gastric  mucosa.  The  stimulus  channel  is 
the  vagus,  acting  both  directly  on  the 
stomach  and  indirectly  through  the  antral 
hormone  gastrin.  Extravagal  or  neuro- 
endocrine pathways  may  also  be  involved. 

2.  The  strong  negative  feed-back  gen- 
erated by  this  excess  hydrochloric  acid 
production  inhibits  gastrin  formation. 
There  is  some  question  as  to  whether  this 
occurs  directly  or  through  an  antral  chalone 
mediator.  26-  27  Nevertheless,  some  direct 
stimulation  of  acid  cells  by  the  vagal  and 
extravagal  routes  continues. 

3.  However,  inhibition  of  gastrin  pro- 
duction may  result  in  a loss  of  trophic 
effects  on  the  acid  portion  of  the  upper 
gastrointestinal  tract.  In  this  regard,  the 
variety  of  effects  attributed  to  gastrin 
may  be  cited.10  Loss  of  trophic  stimula- 
tion results  in  decreased  cell  growth,  in- 
adequate repair  of  cell  attrition,  and 
eventual  ulcer. 

Recent  work  has  demonstrated  inhibi- 
tion of  cell  growth  preceding  the  develop- 
ment of  stress-induced,  experimental  ulcers 
in  mice,  indicating  that  this  general  ex- 
planation of  human  peptic  ulcer  may  be 
reasonably  argued.28  One  proposed  theory 
of  peptic  ulcer  suggests  that  a distortion 
of  the  antral-parietal  cell  relationship 
exists  so  that  the  antrum  does  not  show 
proper  inhibitory  function  at  a suitable  pH 
threshold.6  The  cybernetic  view  expressed 
here  requires  no  such  distortion,  but  only 
requires  trophic  stimulation  of  gastric 
epithelium  by  the  hormone  gastrin.  The 
cybernetic  explanation  of  peptic  ulcer  is 
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parsimonious  in  that  an  abnormal  hydro- 
chloric acid-gastrin  feed-back  mechanism 
becomes  a common  denominator  or  “unified 
field  theory”  for  peptic  ulcer  and  gastric 
cancer;  an  excess  negative  feed-back  lead- 
ing to  gastrin  underproduction  in  the 
former  and  absence  of  negative  feed-back 
leading  to  gastrin  overproduction  in  the 
latter. 

Of  some  interest  here  is  the  current  sur- 
gical popularity  of  vagotomy  and  pyloro- 
plasty, as  opposed  to  those  operations  in 
which  antrectomy  is  performed.  The  usual 
argument  given  is  that  any  form  of  gas- 
trectomy is  associated  with  a higher  mor- 
tality rate  and  more  postoperative  dump- 
ing.6 Another  advantage  in  retaining  the 
antrum  may  be  the  trophic  stimulation  of 
the  gastric  epithelium  which  resumes  when 
hydrochloric  acid  is  neutralized  by  antacids 
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T he  association  between  elevated  total 
serum  lipid  levels  and  atherosclerosis  has 
been  known  for  some  time.  It  is  only  in 
recent  years,  however,  that  this  association 
has  been  studied  in  terms  not  only  of 
cholesterol  but  also  of  triglycerides  and 
lipoproteins.  As  a result  of  these  studies, 
hyperlipidemias  have  been  divided  into 
rather  distinct  disorders  of  metabolism 
and  classified  on  the  basis  of  their  lipo- 
protein composition  and  metabolic  dynam- 
ics. Fredrickson1  3 and  his  group  use 
consistent  elevations  in  plasma  lipopro- 
teins to  classify  these  disorders,  whereas 
Kuo  and  Bassett,4'5  and  Ahrens  et  al.6 
use  carbohydrate  and/or  fat  induction  to 
characterize  hyperlipidemias.  The  speci- 
fic diagnosis  of  one  of  these  disorders  is 
frequently  made  on  the  basis  of  a well- 
directed  history,  physical  examination, 


and  a few  selected  laboratory  measure- 
ments. An  occasional  patient  may  need  a 
more  elaborate  work-up  which  includes 
lipoprotein  electrophoresis  and  ultracen- 
trifugation, as  well  as  studies  designed  to 
rule  out  various  conditions,  such  as  dia- 
betes mellitus  and  hypothyroidism,  that 
may  be  associated  with  a blood  lipid  picture 
of  the  primary  hyperlipoproteinemias. 

This  report  will  include  a review  of  the 
metabolism  of  triglycerides,  cholesterol, 
and  lipoproteins  with  a discussion  of  the 
classification  and  clinical  manifestations 
of  elevated  or  abnormal  lipoprotein  states. 
It  is  designed  to  provide  further  practical 
understanding  and  insight  into  the  manage- 
ment as  well  as  the  diagnosis  of  hyperlipi- 
demic  states. 

Plasma  lipids 

Both  fasting  plasma  and  serum  total 
lipids  range  from  400  to  1,000  mg.  per  100 
ml.  in  apparently  healthy  individuals. 
Phospholipids,  the  largest  single  serum 
lipid  fraction  (normal  range  varies  from 
155  to  380  mg.  per  100  ml.),  presently 
appear  to  have  little  clinical  significance, 
although  they  have  a detergent-like  action 
on  the  less  soluble  lipids  and,  as  such, 
assist  in  lipid  transportation.  Cholesterol 
and  triglycerides  are  the  second  and  third 
most  abundant  fractions.  Although  they 
have  wide  normal  ranges,  they  are  of  major 
clinical  importance  and  can  be  measured 
accurately  with  automated  procedures. 
They  are  said  to  range  from  155  to  340 
mg.  and  25  to  150  mg.  per  100  ml.  in 
“normal”  individuals,  respectively. 12  The 
lipoproteins  with  which  these  two  lipids 
are  associated  determine  their  clinical 
significance.  Other  lipids  found  in  blood 
include  free  fatty  acids,  vitamin  A,  caro- 
tene, and  cerebrosides,  but  taken  together 
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they  represent  only  a small  portion  of  total 
serum  lipids.  Age,  sex,  and  the  time  inter- 
val since  the  last  meal  can  significantly 
alter  the  quantities  of  blood  lipids.2 

Lipoproteins  contain  varying  propor- 
tions of  triglycerides,  cholesterol,  phospho- 
lipids, and  protein  molecules.  The  protein 
molecules,  when  in  a lipid  free  state,  are 
designated  as  alpha  and  beta  proteins. 
They  differ  in  their  immunologic  properties 
and  their  amino  acid  content.  It  is  likely 
that  many  types  of  alpha  and  beta  proteins 
exist,  and  it  is  also  probable  that  proteins 
other  than  alpha  and  beta  combine  with 
lipids.  The  amount  and  type  of  protein 
combined  with  plasma  lipids  determines 
the  physical  and  chemical  properties  of  the 
lipoprotein  molecules.  The  greater  the 
proportion  of  protein  in  a given  particle, 
the  greater  its  density  will  be,  and  there- 
fore it  will  have  decreased  flotation  on 
ultracentrifugation.  This  tendency  to  float 
is  measured  in  terms  of  Svedberg  flotation 
(Sf)  units  (10  ~ 13  cm.  per  second  per  dyne 
per  gram).  Furthermore,  the  protein  con- 
tributes to  the  electrical  potential  of  the 
lipoprotein  particles,  so  that  particles  with 
greater  amounts  of  protein  tend  to  migrate 
faster  in  an  electrophoretic  field.  An 
example  of  this  is  the  alpha  or  high-density 
spectrum  of  lipoproteins  which  is  com- 
posed of  relatively  large  amounts  of  protein 
and  small  amounts  of  lipids.  This  spec- 
trum has  a very  fast  migration  in  an  elec- 
trophoretic field  (at  pH  8.6)  and  the  least 
flotation  of  all  the  lipid  particles.2 

Triglycerides 

There  is  some  evidence  that  the  elevation 
of  serum  triglycerides  is  closely  correlated 
with  coronary  vascular  disease,7-9  although 
many  workers  in  the  field  have  found  the 
relationship  of  triglycerides  to  an  increased 
incidence  of  coronary  vascular  disease 
difficult  to  assess. 10  Recently,  several 
types  of  hypertriglyceridemia  have  been 
reported  which  appear  to  have  a variable 
but  nevertheless  definite  correlation  with 
the  rate  of  development  of  coronary  arthero- 
sclerosis.  It  is,  therefore,  becoming 
valuable  to  determine  which  specific  form 
of  plasma  triglycerides  is  elevated  as  part 
of  the  clinical  work-up.  This  is  accom- 
plished by  distinguishing  exogenous  from 
endogenous  hypertriglyceridemia. 


Exogenous  triglycerides.  Plasma  tri- 
glycerides that  originate  from  dietary 
sources  are  referred  to  as  exogenous  tri- 
glycerides (chylomicrons,  exogenous  parti- 
cles). They  are  formed  from  dietary 
“neutral  fat”  which  has  been  partially 
hydrolyzed  in  the  small  intestine  by  the 
action  of  lipase,  predominantly  of  pan- 
creatic origin,  to  free  fatty  acids,  mono- 
and  diglycerides,  which  then  penetrate  the 
mucosal  cell  of  the  small  bowel.  Inside 
the  mucosal  cells,  they  are  re-esterified 
to  triglycerides  and  are  combined  with 
cholesterol,  phospholipids,  and  protein  to 
form  chylomicron  particles  which  pass  out 
into  the  lymphatics  of  the  small  intestine. 
The  precise  mechanism  of  formation  and 
the  means  by  which  they  enter  the  lym- 
phatics is  not  clear  (Fig.  1).  Surface 
active  material  covers  the  central  trigly- 
ceride core  to  form  a particle  that  is  0.5 
to  1.6  microns  in  size  and  consists  of  85  to 
95  per  cent  triglycerides. 11  The  exogenous 
triglyceride  particles  pass  to  the  thoracic 
duct,  enter  the  venous  system,  and  reach 
the  liver.11  These  particles  are  rapidly 
cleared  from  the  plasma.  Labeled  exog- 
enous particles  from  thoracic  lymph  of 
dog  or  man  are  probably  cleared  with  an 
initial  half  time  of  from  five  to  fifteen 
minutes.  Normally  one  would  not  expect 
to  find  exogenous  triglycerides  in  fasting 
plasma.  Therefore,  blood  plasma  for  clin- 
ical studies  should  be  drawn  approximately 
fourteen  hours  after  eating  to  avoid  the 
possibility  of  delayed  intestinal  absorption 
with  persistence  of  exogenous  triglycerides. 

Endogenous  triglycerides.  The  so- 
called  endogenous  triglycerides,  mostly  in 
the  pre-beta  fraction  of  lipoproteins,  are 
formed  in  the  fiver.12  Unlike  the  chylo- 
microns whose  triglyceride  content  is  ex- 
clusively dietary,  the  triglyceride  in  the 
endogenous  particles  is  formed  from  a 
variety  of  sources.  The  component  fatty 
acids  come  from  hydrolyzed  chylomicrons, 
free  fatty  acids  carried  by  albumin  from 
the  fat  depots,  short  and  medium  chain 
fatty  acids  carried  directly  in  the  blood 
from  the  intestine,  and,  to  a significant 
extent,  from  free  fatty  acids  synthesized 
de  novo  in  the  fiver  by  the  action  of  acetyl 
coenzyme  A.  The  latter  source  is  influ- 
enced in  certain  people  by  deranged  carbo- 
hydrate metabolism  leading  to  an  over- 
production of  free  fatty  acids.  This  may 
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FIGURE  1.  Synthesis,  transport,  and  breakdown  of  triglycerides.  HSL  = hormone  sensitive  lipase;  TG 
= triglyceride;  FFA  = free  fatty  acids;  LL  = lipoprotein  lipase;  MCT  = medium  chain  triglyceride;  CHO 
= carbohydrate. 


be  a mechanism  by  which  carbohydrate 
induction  of  triglyceride  synthesis  is  medi- 
ated. The  liver  receives  fatty  acids  from 
each  of  the  aforementioned  sources,  esteri- 
fies  them  with  glycerol  to  form  triglyceride, 
and  then  combines  them  with  phospholipid, 
cholesterol,  and  alpha  and  beta  apopro- 
teins to  form  the  endogenous  particles. 
The  majority  of  hepatic  triglyceride  enters 
the  plasma  associated  with  both  alpha  and 
beta  apoproteins  as  the  pre-beta  particle, 
but  a significant  amount  is  associated 
primarily  with  beta  apoprotein  in  the 
beta  lipoprotein  fraction  (Fig.  1). 

The  endogenous  particles  have  been  dis- 
tinguished from  chylomicrons  by  chemical 
methods  and  by  various  forms  of  electro- 
phoresis and  ultracentrifugation, 12  but  clear- 
cut  correlations  among  these  methods  can- 
not as  yet  be  made.  On  paper  electro- 
phoresis, endogenous  triglycerides  migrate 
with  the  pre-beta  lipoproteins.  They 
range  in  size  from  particles  large  enough  to 
be  seen  under  a microscope  (composed  of 
approximately  60  per  cent  triglycerides, 
20  per  cent  cholesterol,  and  20  per  cent 
phospholipids  with  a flotation  of  400  to 
1 X 10 5 Svedberg  flotation  units)  to  “sub- 
microscopic”  particles  that  are  denser  and 
have  a lesser  tendency  toward  flotation 
(Svedberg  flotation  units  20  to  400,  composi- 
tion usually  about  50  per  cent  triglycerides, 
20  per  cent  cholesterol,  and  30  per  cent 
phospholipids.)  1 


Cholesterol 

Total  cholesterol  is  the  most  widely 
available  lipid  measurement.  Values  are 
correlated  to  varying  degrees  with  age,13 
sex,14  blood  pressure, 15  diet,16  stress,17 
and  the  chemical  methods  used  for  quanti- 
fication. Elevated  values  have  long  been 
associated  with  an  increased  incidence  of 
heart  disease. 18-20  An  appreciation  of  cho- 
lesterol synthesis,  transport,  and  excretion 
is  necessary  for  the  diagnosis  and  treatment 
of  disorders  of  lipid  metabolism. 

Cholesterol  is  ubiquitous  in  its  tissue 
distribution.  All  nucleated  mammalian 
cells  tested,  except  for  mature  nervous 
tissue,  have  the  ability  to  synthesize  cho- 
lesterol. Many  authors  believe  that  the 
body  absorbs  only  a limited  portion  of  the 
total  ingested  cholesterol,  usually  no  more 
than  0.3  Gm.  per  day  when  3 Gm.  of 
cholesterol  are  fed.21  How  much  of  a 
contribution  dietary  cholesterol  makes  to 
plasma  cholesterol  is,  however,  disputed 
in  scientific  literature.22 

The  liver  is  the  major  site  of  cholesterol 
excretion  as  well  as  synthesis.  The  liver 
metabolizes  cholesterol  synthesized  de  novo 
or  absorbed  via  chylomicrons  from  the  gut 
in  three  ways;  (1)  oxidation  to  bile  acids 
which  are  then  excreted  into  the  gut  with 
the  rate  of  oxidation  being  regulated  by 
thyroid  hormones;  (2)  excretion  of  the 
cholesterol  directly  through  the  bile  ducts; 
and  (3)  combination  of  the  cholesterol  with 
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any  one  of  several  apoproteins,  and  with 
phospholipid  and  triglyceride  to  form 
lipoproteins,  which  are  then  stored  or  re- 
leased into  the  circulation  (Fig.  2).  The 
net  excretion  is  limited  by  the  fact  that  the 
excreted  bile  acids  and  cholesterol  are  re- 
absorbed by  the  gut  and  carried  back  to  the 
liver  by  the  so-called  “enterohepatic” 
circulation.  The  recirculated  bile  acids 
exert  a negative  feedback  effect  diminishing 
the  oxidation  of  cholesterol  to  bile  acids.23 
The  majority  of  the  cholesterol  that  enters 
the  circulation  does  so  in  association  with 
beta  lipoproteins  which  are  composed  of 
approximately  50  per  cent  cholesterol. 
To  a lesser  extent  cholesterol  is  associated 
with  pre-beta  and  alpha  lipoproteins  which 
contain  approximately  25  and  20  per  cent 
cholesterol,  respectively.  It  is  possible, 
therefore,  to  have  elevations  in  total  serum 
cholesterol  not  only  from  hyperbetalipo- 
proteinemia  but  also  from  carbohydrate- 
induced  hyperprebetalipoproteinemia.  A 
similar  elevation  of  cholesterol  may  be 
observed  with  obstructive  jaundice  due  to 
accumulation  of  alpha  lipoproteins. 

Lipoproteins 

Plasma  lipids  are  relatively  nonpolar 
and  by  themselves  would  be  insoluble  in 


plasma  water.  When  plasma  lipids  combine 
with  protein  molecules,  their  physical 
properties  change,  and  they  become  soluble 
in  both  polar  and  nonpolar  solutions.  A 
combination  of  lipid  and  protein  is  called  a 
lipoprotein.  These  lipoproteins  are  of 
major  importance  in  the  transportation  of 
lipids  and,  according  to  Fredrickson,  may 
be  thought  of  as  the  “vehicles  of  trans- 
port” for  plasma  lipids.  Lipoproteins 
consist  of  several  apoproteins  which  are 
usually  characterized  as  alpha  or  beta 
globulin  and  varying  amounts  of  phospho- 
lipids, cholesterol,  and  triglycerides2  (Ta- 
ble I).  Lipoprotein  fractions  may  demon- 
strate a physicochemical  heterogeneity, 
and  multiple  antigenic  specificities  may 
be  identified.24  25  Although  sensitive  im- 
munologic methods  and  ultracentrifuga- 
tion technics  display  many  lipoproteins, 
paper  electrophoresis  usually  demonstrates 
only  four  lipoprotein  bands  (Fig.  3).  The 
band  found  in  the  region  of  the  alpha  globu- 
lins is  called  an  alpha  lipoprotein  band 
(high-density  lipoprotein);  a band  present 
in  the  region  of  the  beta  globulins  is  called 
a beta  lipoprotein  (low-density  lipoprotein). 
A third  band  that  migrates  ahead  of  the 
beta  lipoprotein  is  called  the  pre-beta  lipo- 
protein band  (very  low-density  lipoprotein). 
Finally,  a fourth  band  found  at  the  point 
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TABLE  I.  Transport  of  blood  lipids  and  a classification  of  lipoproteins 


Protein 

Lipid  Content  Content 

Per  Cent  (w/w)  Per  Cent 

Paper  Electrophoresis  Densityf  Sf  TC  PL  TG  (w/w) 

Albumin-bound  free  fatty  ...  ...  ... 

acids 


Phospholipid-protein  com-  >1.21  (very  high) 
plexes 


Alpha  lipoproteins 

1.063  to  1.21  (high) 

18 

30 

2 

45-55 

Beta  lipoproteins 

1.019  to  1.063  (low) 

0-12 

43 

22 

10 

20-25 

1.006  to  1.019  (low) 

12-20 

Pre-beta  lipoproteins  (very 

<1.006  (very  low) 

20-400 

18 

26 

44 

10-15 

low-density  particles  from 
liver  or  endogenous  origin) 

>400 

18 

18 

54 

Chylomicrons  (particles  0.5 

<1.006  (very  low. 

400  + 

2 

3 

92 

0.5-2. 5 

micron  in  diameter  from  in- 

approaching  0.9) 

testine  or  exogenous  origin) 


* From  Fredrickson,  D.  S.,  and  Lees,  R.  S.:  The  low  density  lipoprotein  spectrum,  in  Stanbury,  J.  B.,  Wyngaarden,  J.  B., 
and  Fredrickson,  D.  S.,  Eds.:  The  Metabolic  Basis  of  Inherited  Disease,  New  York,  McGraw-Hill  Book  Company,  1966, 

p.  434. 

f Density  is  proportional  to  protein  concentration  and  inversely  related  to  lipoprotein  concentration.  > = greater  than;  < 
= less  than;  TC  = total  cholesterol;  PL  = phospholipids;  TB  = triglycerides. 


of  application  is  called  a chylomicron  band. 
On  paper  electrophoresis,  a fasting  hlood 
sample  from  a normal  human  subject 
usually  demonstrates  only  alpha  and  beta 
lipoprotein  bands  while  pre-beta  bands  oc- 
casionally appear  in  males  or  postmeno- 
pausal females. 

The  hyperlipidemias  should  best  be 
considered  not  as  elevations  of  triglycerides 
or  cholesterol  but  as  elevations  of  the  pro- 
teins with  which  they  are  combined.  It 
is  on  this  basis  that  Fredrickson  and  as- 
sociates1,2 have  subdivided  the  hyper- 
lipidemias into  five  categories  based  on 
specific  lipoprotein  abnormalities.  These 
categories  are  dependent  on  the  order  in 
which  the  elevated  lipoprotein  bands  are 


found  on  an  electrophoretic  strip.  Type 
I is  associated  with  elevated  chylomicrons, 
type  II  with  elevated  beta  lipoproteins, 
type  III  with  elevated  beta  lipoproteins 
that  have  a density  comparable  to  pre- 
beta particles,  type  IV  with  elevated  pre- 
beta lipoproteins,  and  type  V with  eleva- 
tions of  both  chylomicrons  and  pre-beta 
lipoproteins  (Fig.  3 and  Table  II).  These 
categories  are  easily  remembered  by  using 
Fredrickson,  Levy,  and  Lees’2  mnemonic 
device  that  on  paper  electrophoresis  type 
I migrates  least,  type  II  next,  and  so  on. 

Once  it  is  determined  that  a patient 
has  either  hypercholesteremia  and/or  hy- 
pertriglyceridemia, it  is  necessary  to  classify 
the  patient  with  respect  to  his  underlying 


Normal  I SI  III  IV  V 
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TABLE  II.  Classifications  of  lipid  disorders  with  clinical  pathologic  correlations 


r*i  4* 

By  Lipid  Fraction  Elevations 
(Kuo  and  Bassett)5 

By  Lipoprotein 
Elevations 
(Fredrickson  and 
Lees) 1 

Prominent  Band  on 
Paper  Electrophoresis 

Appearance  of 
Gross  Plasma 

H y percholesteremia 

Essential  familial 

II 

Beta 

Clear 

Hypertryglyceridemia 

Fat  induced 

I 

Chylomicrons 

Milky 

Carbohydrate  induced 

With  hypercholesteremia 

III 

“Broad  beta” 

Turbid 

Without  hypercholesteremia 

IV 

Pre-beta 

Turbid 

Mixed  fat  and  carbohydrate 

V 

Chylomicrons  and 

Markedly  turbid  or 

induction 

pre-beta 

milky 

lipoprotein  abnormality  before  instituting 
therapy.  The  patient  must  be  on  a 
standardized  diet  for  up  to  two  weeks  be- 
fore the  measurements  are  performed. 
The  diagnosis  may  be  confirmed  by  pre- 
scribing various  diets  or  drugs  to  stress  the 
lipid-handling  capabilities  or  to  decrease 
the  abnormalities. 

While  the  classification  of  lipoprotein 
abnormalities  by  Fredrickson  and  Lees1 
represents  a definitive  categorization  of 
lipid  diseases,  the  schema  of  Kuo  and 
Bassett5  provides  insight  into  eventual 
therapy.  In  contrast  to  the  lipoprotein 
classifications  of  Fredrickson  and  Lees, 
Kuo  and  Bassett4-5  organize  the  disorders 
in  terms  of  their  biochemical  dynamics 
and  their  blood  lipid  chemistries.  In  re- 
gard to  hypertriglyceridemias,  for  ex- 
ample, subcategories  are  defined  on  the 
basis  of  carbohydrate  induction,  fat  induc- 
tion, or  induction  by  both  fat  and  carbo- 
hydrate; the  former  is  further  subdivided 
into  with  or  without  associated  hyper- 
cholesteremia. These  subcategories  cor- 
respond with  the  Fredrickson  and  Lees’ 
groups  I through  V (Table  II). 

The  chemical  classification  can  be  sup- 
plemented by  additional  measurements 
such  as  lipoprotein  electrophoresis  or  ultra- 
centrifugation, as  well  as  by  the  clinical 
observations  characteristic  of  the  various 
hyperlipoproteinemias  (Table  III). 

A classification  of  lipoprotein  abnor- 
mality gives  little  information  about  the 
cause  in  a given  patient  since  there  are 
many  diseases  that  can  mimic  the  findings 
of  a primary  lipoprotein  disease.  These 
must  be  excluded  from  the  differential 
diagnosis  by  selected  studies.  In  patients 


with  types  I,  IV,  and  V diseases,  an  ex- 
tensive work-up  including  a glucose  toler- 
ance test  for  diabetes  mellitus  is  indicated 
(Table  III).  Serum  amylase  and  lipase 
may  be  valuable  in  types  I and  IV  to  de- 
tect underlying  pancreatitis.  A thyroid 
work-up  is  suggested  in  type  II  disease 
and,  to  a lesser  extent,  in  type  IV.  Finally, 
serum  and  urine  protein  electrophoresis 
for  Bence-Jones  proteins  may  be  useful  in 
types  II  and  IV  to  rule  out  myeloma  or 
macroglobulinemia  as  well  as  to  delineate 
nephrotic  syndrome  and  chronic  liver  dis- 
ease, especially  with  obstruction.  In  most 
instances  treatment  of  the  primary  patho- 
logic process  will  result  in  the  lowering  of 
abnormal  blood  lipid  levels. 

Clinical  presentation  of 
hyperlipoproteinemias 

Type  I hyperlipoproteinemia  is  a rare 
condition  manifested  by  an  inability  to 
clear  chylomicrons  from  the  circulation. 
It  is  detected  characteristically  in  chil- 
dren, usually  before  the  age  of  ten  years, 
whose  symptoms  are  eruptive  xanthomas, 
bouts  of  abdominal  pain,  or  hepatic  and 
splenic  enlargement.  The  abdominal  pain 
may  be  severe  enough  to  simulate  an  acute 
abdominal  condition.  Although  attacks 
are  usually  preceded  by  ingestion  of  a high- 
fat  diet,  this  is  not  necessarily  a constant 
finding.  An  interrelationship  exists  be- 
tween these  attacks  and  acute  pancreatitis. 
Acute  hyperlipemias  may  precede  and 
may  in  some  instances  cause  attacks  of 
pancreatitis,  while  it  has  also  been  ob- 
served that  hyperlipemias  may  be  seen  as 
sequelae  of  pancreatitis.  These  patients 
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TABLE  III.  Primary  hyperlipoproteinemias'^ 


Type  and 
Appearance 
of  Serum 

Glyceride 
Concentration 
(Mg.  per 
100  Ml.) 

Cholesterol 
Concentration 
(Mg.  per 
100  Ml.) 

Additional  Measurements 
and  Examination* 

Secondary  Hyperlipoproteinemias 
Mimicking  Primary  Disorders 

I (Milky) 

1,000  to  30,000 
(Markedly 
elevated) 

50  to  1,000 
(Normal  to 
moderately 
elevated) 

Plasma  postheparin  lipolytic  activity 
usually  decreased;  glucose  toler- 
ance test  normal 

Uncontrolled  diabetes  mellitus;  pan- 
creatitis; acute  alcoholism 

II  (Clear) 

150  to  500 
(Normal  to 
elevated) 

300  to  1,800 
(Markedly 
elevated) 

Glucose  tolerance  test  usually  normal 

Diet  (high-saturated  fats  and/or  choles- 
terol); hypothyroidism;  obstructive 
hepatic  diseases;  hypoproteinemia 
(nephrotic  syndrome,  and  so  on); 
myeloma;  macroglobinemia 

III  (Turbid) 

175  to  1,500 
(Variable  to 
elevated) 

200  to  1,400 
(Moderately 
elevated) 

Glucose  tolerance  test  usually  abnor- 
mal; ultracentrifugationf 

None 

IV  (Turbid) 

175  to  10,000 
(Usually 
elevated) 

150  to  2,000 
(Slightly 
elevated) 

Glucose  tolerance  test  usually  abnor- 
mal 

Diabetes  mellitus;  pancreatitis;  acute 
alcoholism;  glycogen  storage  dis- 
ease; hypothyroidism;  nephrotic  syn- 
drome; hyperglobulinemia  (mono- 
clonal); pregnancy;  progesterone 
analogues  with  estrogens;  gout; 
Gaucher’s  disease 

V (Turbid  or 

175  to  10,000 

300  to  1,500 

Glucose  tolerance  test  usually  abnor- 

Diabetes  mellitus;  acute  alcoholism; 

milky) 

(Usually 

moderately 

elevated) 

(Elevated) 

mal;  plasma  postheparin  lipolytic 
activity  normal  to  low 

chronic  pancreatitis 

* Lipoprotein  electrophoresis  is  an  ancillary  mode  of  investigation  useful  in  all  primary  hyperlipoproteinemias, 
t Necessary  for  definitive  diagnosis  of  type  III  to  identify  very  low-density  lipoproteins  with  a beta  migration  pattern  on 
electrophoresis. 


are  not  considered  to  have  an  increased 
risk  of  accelerated  vascular  disease,  but 
the  coagulation  mechanism  may  be  ad- 
versely altered.2 

Type  II  hyperlipoproteinemia  is  the  most 
common  of  the  heritable  hyperlipoprotein- 
emias. There  is  a considerable  range  of  ex- 
pression of  this  condition  from  modest  ele- 
vation of  serum  cholesterol  to  severe  in- 
volvement of  the  coronary  circulation  at  in- 
fancy. This  condition  is  frequently  asso- 
ciated with  lipid  deposition  in  vascular 
endothelium,  skin,  tendons,  and  in  and 
around  the  eyes.  It  frequently  carries  a 
high  risk  of  accelerated  arterial  disease, 
especially  atherosclerosis  of  the  coronary 
circulation.  In  patients  with  greater  de- 
grees of  involvement,  xanthelasma,  tendin- 
ous xanthomas,  and  tuberous  xanthomas 
(infiltrative  lipidosis  with  the  formation  of 
neoplastic  nodules  chiefly  on  the  palms, 
soles,  and  extensor  surfaces  of  the  extremi- 
ties) may  appear.  These  physical  signs  in- 
crease in  frequency  with  age.  Such  pa- 
tients are  prone  to  bouts  of  hyperuricemia 
and  perhaps  have  a higher  incidence  of 
cholecystitis  than  the  general  population. 
This  condition  may  occur  as  a secondary 
manifestation  of  hypothyroidism,  obstruc- 
tive liver  disease,  or  the  hypoproteinemia  of 
nephrotic  syndrome.2  26 

Type  III  hyperlipoproteinemia  is  asso- 
ciated with  elevations  of  both  cholesterol 


and  triglycerides  and  by  a “broad  beta” 
pattern  on  lipoprotein  electrophoresis  in 
which  the  beta  and  pre-beta  bands  are 
fused.  The  majority  of  the  beta  lipopro- 
teins of  this  pattern  has  a density  compa- 
rable to  that  of  the  pre-beta  particles.  There 
is  extreme  variability  of  the  cholesterol  and 
triglyceride  levels.  These  levels  are  quite 
responsive  to  alterations  in  the  carbohy- 
drate content  and  total  caloric  value  of  the 
patient’s  diet. 

Clinically,  the  diagnosis  may  be  sus- 
pected by  lipid  deposition  in  the  palms  of 
the  hands  that  leaves  large  palmar  striae 
(yellow-white  deposits  in  the  creases  and 
tips  of  the  fingers).  These  patients  have 
the  periorbital,  corneal,  and  tendon  lesions 
that  are  seen  in  the  type  II  disease  as  well  as 
tuboeruptive  lesions  on  the  elbows  that 
have  an  inflammatory  base  characteristic  of 
elevated  triglycerides.  They  are  very 
prone  to  occlusive  arterial  disease  not  only 
of  the  coronary  vessels  but  also  of  the 
femoral  and  popliteal  arteries. 

Type  IV  hyperlipoproteinemia  involves 
the  accumulation  of  endogenously  produced 
glycerides  in  the  circulation.  It  has  fre- 
quently been  termed  a carbohydrate-in- 
duced disease  as  opposed  to  the  type  I con- 
dition which  is  fat  induced.  Type  IV  dis- 
ease is  frequently  associated  with  altered  or 
abnormal  carbohydrate  metabolism.  It  is 
seen  clinically  in  patients  whose  fasting  sera 
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are  noted  to  be  lactescent,  and  who,  in  ex- 
treme cases,  develop  eruptive  xanthomas, 
lipemia  retinalis,  and  foam  cells  in  reticulo- 
endothelial tissue.  Type  IV  patients  are 
also  prone  to  bouts  of  hyperuricemia  and  of 
abdominal  pain  with  or  without  pan- 
creatitis similar  to  type  I disease.2  27  Ex- 
cessive body  weight  and  abnormal  glucose 
tolerance  are  common  in  primary  type  IV 
disease.  The  relation  of  type  IV  disease  to 
vascular  involvement  is,  at  present,  debat- 
able. Fredrickson  and  his  colleagues  as 
well  as  others  point  out  that  type  IV  is  not 
associated  with  atherosclerosis  to  the  same 
extent  as  types  II  or  III,  hut  the  latent 
diabetes  that  is  so  integral  a part  of  endog- 
enous hyperglyceridemia  has  been  shown 
to  have  a very  high  correlation  with  exces- 
sive coronary  artery  disease.2  28 

The  characteristic  type  IV  pattern  is 
simulated  to  such  an  extent  by  so  many 
other  diseases  that  they  must  be  ruled  out 
to  establish  the  diagnosis  of  the  primary 
condition.  These  conditions  include  dia- 
betes mellitus,  pancreatitis,  alcoholism, 
glycogen  storage  disease,  idiopathic  hyper- 
calcemia, hypothyroidism,  nephrotic  syn- 
drome, dysglobulinemia,  and  therapy  with 
gestational  hormones. 

The  combined  incidence  of  primary  and 
secondary  type  IV  disease  is  believed  by 
many  people  to  be  the  largest  of  all  the  hy- 
perlipoproteinemias. 2 

Type  V hyperlipoproteinemia  is  rare  and 
is  manifested  by  both  exogenous  and 
endogenous  hyperglyceridemia.  Clini- 
cally, it  is  associated  with  occult  diabetes 
and  with  recurrent  abdominal  pain  related 
to  high-fat  intake.  It  has  many  of  the  skin 
lesions  associated  with  type  I disease. 12 

Therapy 

At  present  the  precise  blood  lipid  levels  at 
which  therapy  should  be  initiated  is  poorly 
defined.  In  most  types  of  hyperlipopro- 
teinemia, considerable  depression  of  serum 
lipids  can  be  accomplished  without  the  use 
of  drugs  by  specific  dietary  manipulations 
and  by  helping  the  patient  achieve  his  ideal 
body  weight  which  will  frequently  correct 
the  disorder.  Body  weight  seems  to  be 
quite  significant  in  type  III  and,  to  a lesser 
extent,  type  IV  hyperlipoproteinemias. 
The  mechanism  for  the  effect  of  body  weight 
is  not  known,  but  that  for  diet  is  better 


understood. 

In  type  I hyperlipoproteinemia  there  is 
an  error  in  the  clearance  of  chylomicrons 
from  the  blood.  Therapy  for  this  condi- 
tion, therefore,  comprises  avoidance  of  the 
offending  neutral  fats  from  the  diet  and 
supplementation  with  other  lipids,  such  as 
medium  chain  triglycerides,  that  do  not 
form  chylomicrons. 

Type  II  hyperlipoproteinemia  is  char- 
acterized by  elevated  amounts  of  choles- 
terol-rich beta  lipoprotein  particles.  Tbe 
cholesterol  levels  may  be  reduced,  albeit  to 
a limited  extent,  by  a low  animal  fat,  high 
polyunsaturated  fat  diet.29  More  signifi- 
cant reductions  of  serum  cholesterol  can  be 
accomplished  by  interfering  with  the  me- 
tabolism of  cholesterol  in  the  liver.  The 
drugs,  cholestyramine  resin  and  neomycin 
sulfate,  combine  with  bile  acids  in  the  small 
intestine  and  prevent  their  reabsorption. 
This  lowers  cholesterol  in  two  ways.  First, 
it  decreases  absorption  of  dietary  choles- 
terol by  interfering  with  the  emulsifying 
effects  of  the  bile.  In  addition,  it  causes 
increased  oxidation  of  cholesterol  to  bile 
acids  in  the  liver  since  the  negative  feedback 
control  of  this  pathway  by  reabsorbed  bile 
acids  has  been  interrupted.30  Thyroxine 
has  a similar  effect  by  causing  increased 
oxidation  of  cholesterol  to  bile  acids,  but  its 
use  is  often  contraindicated  in  patients  with 
coronary  artery  disease  in  whom  it  is  some- 
times noted  to  increase  the  frequency  of 
angina  pectoris.31  In  patients  with  severe 
multisystem  involvement,  the  Buchwald 
and  Varco32  procedure  must  be  considered. 
This  consists  of  an  ileal  bypass  that  results 
in  markedly  decreased  absorption  of  dietary 
cholesterol.  Finally,  nicotinic  acid  along 
with  a low-carbohydrate  diet  has  been  used 
successfully  by  Kuo33  and  appears  to  pro- 
vide some  decrease  of  essential  familial 
hypercholesteremia;  in  about  70  per  cent 
of  his  patients;  he  was  able  to  mini- 
mize the  side-effects  of  the  nicotinic  acid  by 
giving  it  along  with  vitamin  B complex 
mixture.  The  mechanism  of  action  of  this 
agent  involves  inhibitory  effects  on  choles- 
terol synthesis  and  fatty  acid  metabolism. 

Type  III  and  type  IV  hyperlipoprotei- 
nemia share  a dramatic  response  to  mainte- 
nance of  ideal  body  weight  and  to  limitation 
of  dietary  carbohydrates.  Both  types  are 
manifested  by  elevated  triglyceride-rich 
pre-beta  lipoproteins.  Patients  with  type 
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IV  disease  respond  significantly  to  diets  in 
which  the  total  carbohydrate  is  reduced  to 
125  to  150  Gm.  per  day  and  from  which  free 
sugars  (fructose,  glucose,  lactose,  sucrose, 
and  others)  are  almost  entirely  excluded.4 
Some  patients  will  also  benefit  by  restric- 
tion of  foods  with  high  short-chain  fatty 
acid  content  such  as  coconut  oil  and  milk 
fats.  In  addition  both  type  III  and  type 
IV  diseases  respond  well  to  clofibrate 
(Atromid-S),  an  agent  which  seems  to  have 
its  most  profound  effect  on  triglycerides  but 
also  lowers  cholesterol.  34  -36  Its  mecha- 
nism of  action  has  not  been  entirely  clari- 
fied. 

In  addition  to  its  previously  mentioned 
effect  on  cholesterol,  nicotinic  acid  has  been 
found  to  be  quite  effective  in  lowering  tri- 
glyceride levels.36-38  It  is  thought  to  have 
an  insulin-like  effect  that  blocks  the  basal 
and  hormone-stimulated  release  of  free  fatty 
acids  from  the  fat  depots.  It  is  from  these 
fatty  acids  that  the  liver  synthesizes  many 
of  its  triglycerides.  Another  source  of  free 
fatty  acids  to  the  liver  is  the  metabolic  con- 
version of  dietary  carbohydrate  via  acetyl 
coenzyme  A to  fatty  acids.  It  is  this  path- 
way that  is  thought  to  be  affected  by  limita- 
tion of  dietary  carbohydrates. 

Type  V hyperlipoproteinemia  is  respon- 
sive to  both  the  fat  and  the  carbohydrate 
content  of  the  diet  and  is  thus  not  easily 
amenable  to  dietary  manipulation,  although 
it  often  does  respond  at  least  partially  to 
maintenance  of  ideal  body  weight.  In  ad- 
dition, it  is  not  particularly  responsive  to 
drug  therapy.  It  is  usually  managed  with  a 
high-protein  diet  in  which  neither  fat  nor 
carbohydrate  predominate. 

Summary 

Hyperlipemias  should  be  considered  as 
specific  abnormalities  of  lipoprotein  metab- 
olism rather  than  isolated  elevations  of 
serum  lipids.  Each  of  these  abnormalities 
has  its  own  clinical  presentation  and 
chemical  and  electrophoretic  fingerprint. 
Therapy  for  these  conditions  must  be 
tailored  to  their  individual  metabolic  altera- 
tions. These  are  usually  expressed  in  terms 
of  either  fat  or  carbohydrate  induction.  In 
both  conditions  dietary  therapy  and  the 
maintenance  of  ideal  weight  should  be  at- 
tempted before  instituting  drug  therapy. 
The  former  is  treated  with  low-fat  diets 


whereas  the  latter  responds  to  restriction  of 
both  total  carbohydrates  and  elimination  of 
free  sugars  from  the  diet. 
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Fluoride  treatment  in 
patient  with  osteoporosis 

Writing  in  Mayo  Clinic  Proceedings  43:  435 
(June)  1968,  J.  Jowsey,  D.Phil.,  and  P.  J.  Kelly, 
M.D.,  review  the  case  of  a woman  with  a ten- 
year  history  of  osteoporosis  who  was  thirty- 
three  years  old  and  whose  osteoporosis  had  been 
accompanied  by  fractures  on  slight  trauma.  She 
was  put  on  a regimen  of  fluoride,  high-calcium 
diet,  and  vitamin  D.  Biopsies  taken  before  and 
after  thirty  months  of  therapy,  with  quantita- 
tive measurement  of  bone  turnover,  indicated 
that  fluoride  therapy  stimulated  bone  forma- 
tion. The  new  bone  tissue  appeared  to  be 
calcified  normally,  and  bone  resorption  was 
apparently  reduced,  resulting  in  an  increase  in 
bone  mass  over  the  period  of  treatment. 

Over  a decade,  the  patient  had  suffered  seven 
fractures  of  the  pelvis,  femur,  and  calcaneus,  all 
on  minimal  trauma.  Biopsy  of  the  left  poste- 
rior iliac  crest  showed  osteoporosis  which,  be- 
cause of  the  patient’s  age,  was  further  identified 
as  post-pregnancy  osteoporosis.  She  had  2 
children,  and  the  fractures  had  started  after 
the  birth  of  the  first,  who  was  ten  years  old. 
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There  was  no  diarrhea  or  steatorrhea,  and  it 
was  estimated  that  her  dietary  intake  of  cal- 
cium at  this  time  was  about  1 Gm.  daily. 
Radiographic  studies  showed  marked  osteo- 
porosis in  multiple  areas. 

The  regimen  prescribed  on  discharge  was 
sodium  fluoride,  0.15  mg.  per  kilogram  of  body 
weight  per  day;  and  later  calcium,  720  mg.  of 
calcium  carbonate  and  vitamin  D,  400  units 
orally  per  day.  On  this  regimen  the  patient  did 
well  for  two  years  but  then  suffered  a stress  frac- 
ture of  the  femur.  A second  biopsy  specimen 
was  taken  two  and  a half  years  after  the  start  of 
treatment.  The  second  bone  biopsy  specimen 
showed  significant  changes.  The  bone  resorp- 
tion value  had  decreased  to  less  than  normal, 
and  bone  formation  had  increased  to  a value 
greater  than  any  recorded  for  normal  persons 
over  fifteen  years  old.  The  porosity  had  de- 
creased to  only  slightly  above  normal.  Thick- 
ness of  osteoid  tissue  was  unchanged.  The 
microradiograph  appeared  normal  except  for 
patches  of  incomplete  calcification  seen  in  the 
first  biopsy.  The  second  biopsy  showed  many 
bone  surfaces  labeled  with  tetracycline  (given 
before  both  biopsies),  which  supported  the 
finding  of  increased  bone  formation  in  the 
radiomicrograph. 
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Sudden  Onset  of  Severe 
Chest  Pain  and  Paralysis 


Case  history 

Lorna  Tilley,  M.D.:  A forty-seven- 

year-old  Caucasian  housewife  experienced 
the  sudden  onset  of  severe  pain  in  the  left 
side  of  the  chest  on  the  morning  of  the  day 
of  her  admission  to  Beekman-Downtown 
Hospital.  The  patient  had  had  high  blood 
pressure  for  approximately  five  years  and 
occasionally  used  medication  for  hyper- 
tension. 

First  admission  ( four  years  previously). 
The  patient  was  admitted  with  fever  and 
productive  cough  of  four  days’  duration. 
Physical  examination  showed  the  patient 
was  obese,  the  blood  pressure  was  158/96, 
and  the  temperature  was  101  F.  Examina- 
tion of  the  lungs  revealed  numerous  expira- 
tory rhonchi  bilaterally.  The  chest  x-ray 
film  showed  increased  bronchovascular 
markings  without  pneumonic  consolidation. 
The  electrocardiogram  showed  slight  S-T 
segment  depression  in  the  precordial  leads 
but  was  otherwise  not  remarkable.  After 
treatment  with  antibiotics  and  bronchodi- 
lators,  the  patient’s  dyspnea  gradually 
ceased,  the  lungs  became  clear,  and  she  was 
discharged  nineteen  days  after  admission. 

Second  and  final  admission.  Except  for 
the  mild  hypertension,  the  patient  remained 
well  for  four  years  until  the  morning  of  the 
day  of  admission  when  she  developed  a 
sensation  of  heaviness  in  the  anterior  chest, 
shortly  followed  by  severe  pain  in  the  left 
side  of  the  chest  radiating  into  both  arms, 
more  on  the  right  than  on  the  left.  The 
pain  also  radiated  into  the  anterior  neck 
and  into  the  mid-dorsal  region  of  the  back 


and  was  accompanied  by  difficulty  in 
breathing,  profuse  sweating,  dizziness,  and 
numbness  of  both  hands. 

Physical  examination  revealed  an  obese 
middle-aged  white  woman  in  moderately 
acute  physical  distress  but  conscious  and 
cooperative.  The  blood  pressure  was  120/ 
80;  the  pulse  rate  was  70,  the  respiratory 
rate  20  per  minute,  and  temperature  100  F. 
There  was  evidence  of  numerous  dental 
caries;  the  thorax  was  symmetrical  without 
local  tenderness.  Breast  examination  re- 
vealed no  masses  or  tenderness.  The 
lungs  were  clear  to  percussion  and  auscul- 
tation; because  of  obesity  the  cardiac 
border  of  dullness  could  not  be  determined, 
but  the  heart  sounds  were  of  fairly  good 
quality  with  a regular  sinus  rhythm  and 
without  murmurs.  In  the  abdomen,  no 
organs  or  masses  were  palpable.  There 
was  no  peripheral  edema. 

The  urinalysis  showed  a specific  gravity 
of  1.023.  The  hemoglobin  was  12.2  Gm. 
per  100  ml.  and  hematocrit  36;  the  white 
blood  cell  count  was  10,250  with  75  per  cent 
segmented  forms.  The  blood  urea  ni- 
trogen was  14  mg.,  true  glucose  92  mg.,  and 
cholesterol  184  mg.  per  100  ml.  The  pro- 
thrombin time  was  12.9  (control  12.3) 
seconds.  The  serum  glutamic  oxaloacetic 
transaminase  was  3 units  (normal  1 to  40) 
and  the  lactic  acid  dehydrogenase  490 
(normal  200  to  600);  serial  serum  glutamic 
oxaloacetic  transaminase  and  lactic  acid 
dehydrogenase  determinations  were  un- 
changed during  the  following  six  days. 
The  results  of  tests  for  serum  total  bili- 
rubin, thymol  turbidity,  cephalin  floccula- 
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tion,  carbon  dioxide-combining  power, 
serum  potassium,  sodium,  and  chlorides 
were  within  normal  limits.  The  total 
serum  protein  was  6.4  Gm.  with  albumin 
3.8  and  globulin  2.6  Gm.  per  100  ml.  The 
result  of  the  serologic  test  for  syphilis 
(VDRL)  was  negative. 

The  initial  electrocardiogram  showed 
normal  findings;  repeat  electrocardiograms 
on  the  second  and  sixth  hospital  days  dem- 
onstrated no  change. 

The  initial  chest  x-ray  film  showed  slight 
accentuation  of  pulmonary  markings  sug- 
gestive of  congestion;  the  cardiac  silhouette 
was  at  the  upper  limits  of  normal.  X-ray 
films  of  the  thoracic  and  lumbar  spine 
showed  osteoarthritic  changes,  with  slight 
compression  of  the  vertebral  body  of  the 
sixth  thoracic  vertebra  (Fig.  1);  there 
was  no  evidence  of  a destructive  process. 
A film  of  the  cervical  spine  did  not  show 
entirely  satisfactory  findings  because  of  the 
patient’s  habitus  but  showed  no  gross  ab- 
normalities. The  x-ray  film  of  the  skull 
showed  negative  findings. 

On  the  second  hospital  day  the  tempera- 
ture rose  to  102  F.  and  ranged  between  100 
and  102.5  F.  during  the  remainder  of  her 
hospital  course.  Shortly  after  admission 
the  patient  developed  urinary  retention  and 
required  catheterization.  She  continued 
to  complain  of  pain  and  numbness  in  the 
left  arm,  with  weakness  of  the  left  arm  and 
of  both  legs;  the  blood  pressure  was  96/70 
and  the  pulse  rate  was  60  and  regular. 

Examination  by  a neurologic  consultant 
revealed  a flaccid  paresis  of  the  left  arm 
and  of  both  lower  extremities  with  weakness 
of  right-hand  grip.  The  tendon  reflexes 
were  uniformly  depressed  throughout  but 
were  not  abnormal.  Superficial  sensation 
was  decreased  over  both  lower  extremities 
and  over  the  right  arm;  there  appeared  to 
be  decreased  superficial  pain  and  touch 
sensations  on  the  trunk  below  the  lower 
thoracic  region,  although  a line  of  demar- 
cation could  not  be  determined.  The  ini- 
tial lumbar  puncture  was  performed  with 
the  patient  in  the  left  lateral  decubitus  posi- 
tion, with  a slightly  traumatic  tap.  The 
opening  pressure  was  34  cm.  and  closing 
pressure  25  cm.;  the  fluid  was  clear  and 
colorless;  the  cell  count  was  131  red  blood 
cells  and  4 white  blood  cells  per  cubic  milli- 
meter; result  of  the  VDRL  test  of  the 
spinal  fluid  was  negative;  and  the  chlorides 


FIGURE  1.  X-ray  film  of  thoracic  spine  showing 
minimal  lateral  wedging  at  sixth  thoracic  level. 


were  117  mEq.  per  liter,  the  glucose  59  mg., 
and  the  total  protein  24  mg.  per  100  ml. 
The  spinal  fluid  showed  no  bacteria  on 
microscopic  examination  and  no  growth  on 
routine  culture  after  forty-eight  hours. 

By  the  end  of  the  first  hospital  week 
decubitus  ulcers  appeared  over  the  lumbar 
region.  In  addition  the  patient  developed 
a vaginal  discharge  which  showed  alpha 
hemolytic  streptococcus  and  hemolytic 
Escherichia  coli.  She  was  found  to  have 
mild  trichomoniasis,  and  the  cytologic 
smear  showed  negative  results  for  neo- 
plastic cells.  The  urine  showed  1 plus 
albuminuria,  10  to  12  white  blood  cells,  and 
4 to  5 red  blood  cells  per  high-power  field. 
The  urine  culture  showed  E.  coli.  The 
patient  required  an  indwelling  catheter  be- 
cause of  continued  urinary  retention.  Sul- 
fisoxazole  (Gantrisin),  chloramphenicol, 
and  tetracycline  (Achromycin)  were  given, 
and  the  vaginal  dischfirge  and  the  mild 
pyuria  cleared  up,  although  fever  persisted. 

The  neurologic  condition  remained  rela- 
tively unchanged  with  only  minimal  mo- 
tion of  the  thighs  and  of  the  toes  and  paresis 
of  both  hand  grips,  more  of  the  left  hand. 
On  testing  for  superficial  pain  there  ap- 
peared to  be  decreased  sensory  perception 
below  the  sixth  thoracic  segment, 

A myelogram  on  the  sixteenth  hospital 
day  demonstrated  a flow  of  contrast  dye 
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material  throughout  the  spinal  subarach- 
noid space  without  evidence  of  delay  or  ob- 
struction. 

Throughout  the  remainder  of  the  hos- 
pital course,  the  deep  tendon  reflexes  of  the 
right  arm  remained  brisk,  but  were  mark- 
edly diminished  in  the  left  arm;  diminished 
sensations  to  touch  and  pin  prick  continued 
to  be  evident  over  the  trunk  below  the 
costal  margin  and  over  the  lower  extremi- 
ties. Repeated  examinations  elicited  a 
suggestion  of  mild  persistent  nystagmus  on 
lateral  gaze  in  both  directions,  but  this 
symptom  disappeared  after  several  days. 
The  patient  became  incontinent  of  stool. 

The  decubitus  ulcers  progressed,  espe- 
cially over  the  buttocks  of  the  region.  The 
white  blood  cell  count  remained  persist- 
ently elevated  at  15,000  with  71  per  cent 
segmented  forms.  The  hemoglobin  fell 
gradually  to  9.3  Gm.  per  100  ml.,  the  hem- 
atocrit to  28,  and  the  total  serum  protein  to 
5.9  Gm.  with  albumin  3.4  Gm.  and  globulin 
2.5  Gm.  per  100  ml.  The  alkaline  phos- 
phatase was  5.8  units  (normal  1 to  4 units). 
Seven  blood  cultures  showed  negative  re- 
sults after  eleven  days’  incubation. 

On  the  forty-ninth  hospital  day,  the  pa- 
tient was  transferred  to  another  hospital 
for  special  rehabilitation.  The  neuro- 
logic findings  remained  unchanged,  and  the 
patient  continued  to  have  a low-grade 
fever.  The  urine  culture  showed  gram- 
positive diplococci  and  streptococci;  treat- 
ment with  antibiotics  was  continued.  Her 
hospital  course  continued  to  be  one  of  pro- 
gressive deterioration;  approximately  three 
months  after  transfer,  she  developed  oli- 
guria and  a hemoglobin  level  of  6.8  Gm.  per 
100  ml.  The  blood  urea  nitrogen  remained 
normal  although  the  potassium  was  found 
to  be  6.5  mEq.  per  liter.  Urinary  output 
did  not  improve  after  mannitol  therapy. 
The  patient  was  moved  to  the  medical  in- 
tensive care  unit,  but  she  died  on  the 
ninety-fourth  day  after  transfer,  one  hun- 
dred forty-two  days  after  the  onset  of  ill- 
ness. 

Discussion 

Daniel  Schapiro,  M.D.*:  The  pro- 

tocol describes  a middle-aged,  obese  female 

* Instructor  in  Neurology,  the  Mount  Sinai  School  of 
Medicine;  Assistant  Attending  in  Neurology,  Beekman- 
Downtown  Hospital. 


with  a past  history  of  mild  hypertension 
who  came  to  the  emergency  room  after  the 
sudden  onset  of  severe,  excruciating  chest 
pain.  She  described  the  pain  as  origi- 
nating in  the  left  side  of  the  chest  anteriorly 
but  radiating  into  both  arms,  the  right  side 
of  the  chest,  the  neck,  and  the  interscapular 
region.  She  continued  to  complain  of 
numbness  and  weakness  in  the  lower  ex- 
tremities. Dr.  Flynn,  can  you  add  to  the 
history? 

John  T.  Flynn,  M.D.:  We  had  the 

impression  that  at  the  outset  the  patient 
sustained  an  abrupt  onset  of  slight  weak- 
ness, which  was  initially  overshadowed  by 
the  pain.  This  weakness  progressed  over  a 
period  of  twenty-four  to  forty-eight  hours 
to  a marked  degree  which  thereafter  re- 
mained unchanged. 

Dr.  Schapiro:  This  sequence  of  events 

is  of  vital  interest.  The  patient’s  sensory 
disturbances  were  not  precisely  defined,  but 
repeated  neurologic  examinations  seemed 
to  demonstrate  a decrease  of  superficial 
pain  and  touch  sensations,  first  below  the 
costal  margins,  subsequently  below  the 
seventh  thoracic  level,  and  ultimately 
below  the  fourth  thoracic  level.  This 
shift  in  physical  findings  may  or  may  not 
represent  a change  in  her  neurologic  con- 
dition, partly  because  of  vagueness  on  the 
patient’s  part,  or  it  may  represent  a varia- 
tion in  the  neurologic  evaluations  among 
different  observers.  No  other  sensory 
functions  are  mentioned  as  being  intact  or 
impaired,  such  as  her  ability  to  perceive 
position  and  vibration.  I must  assume 
that  these  sensory  perceptions  were  not  im- 
paired. Can  we  now  discuss  the  x-ray 
film  findings? 

John  Batillas,  M.D.:  The  x-ray  films 

from  the  1962  hospital  admission  showed 
negative  findings.  Initial  x-ray  films  taken 
on  the  final  admission  included  a chest  film 
which  showed  negative  findings,  except  for 
left  ventricular  prominence  and  slight  ac- 
centuation of  the  markings  throughout  the 
lung  fields.  The  dorsal  and  lumbar  spine 
demonstrated  degenerative  changes;  at  the 
sixth  thoracic  level  there  is  minimal  lateral 
wedging  on  the  right  side  and  asymmetry 
of  the  pedicles  (Fig.  1).  These  findings 
were  interpreted  to  be  either  degenerative 
osteoarthritis  or  related  to  trauma.  Re- 
sults of  a myelogram  done  at  this  time  and 
another  done  shortly  after  she  was  trans- 
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ferred  to  Bellevue  Hospital  were  normal. 
Contrast  dye  material  was  noted  to  flow 
through  the  entire  spinal  subarachnoid 
space  without  any  evidence  of  delay  or  ob- 
struction. The  mid-dorsal  area  was  de- 
fined although  in  a somewhat  limited 
manner,  with  the  patient  in  the  supine  posi- 
tion only;  there  was  no  evidence  of  con- 
stant filling  defects  or  irregularities  other 
than  the  pattern  of  the  posterior  spinal 
vessels. 

Dr.  Schapiro:  Do  you  see  any  differ- 

ence in  the  aortic  shadow  or  in  the  size  of  the 
heart  between  the  x-ray  films  taken  on  the 
1962  admission  and  the  final  admission? 

Dr.  Batillas:  No,  nothing  of  real  sig- 

nificance. The  aorta  looks  more  prom- 
inent in  the  later  film,  but  it  may  just  be 
a question  of  the  patient  being  in  a supine 
versus  an  upright  position. 

Dr.  Schapiro:  Is  there  a double  den- 

sity in  the  aorta? 

Dr.  Batillas:  No. 

Dr.  Schapiro:  The  initial  complaint  of 

chest  pain  with  radiation  to  the  neck,  both 
arms,  and  the  back  certainly  justified  the 
suspicion  that  the  patient  was  experiencing 
a severe  myocardial  infarction.  The  normal 
findings  on  the  electrocardiograms,  how- 
ever, together  with  normal  serum  enzyme 
levels,  indicate  that  some  other  explana- 
tion for  the  patient’s  dramatic  complaints 
of  chest  pain  is  needed.  Ideally,  such  an 
explanation  should  also  reveal  some  direct 
or  indirect  relation  to  the  rapid  develop- 
ment of  her  paresis.  The  rapid  appearance 
of  decubiti  no  doubt  contributed  in  large 
measure  to  the  problems  of  nursing  care 
for  this  obese  and  nearly  motionless  woman. 
In  addition,  there  was  apparently  a pattern 
of  distal  weakness  in  the  upper  extremities. 
These  findings  indicated  damage  to  the 
spinal  cord,  the  precise  level  of  which  is 
difficult  to  define  but  is  at  least  as  high  as 
the  sixth  cervical  segment.  The  involve- 
ment probably  extends  one  segment  higher 
on  the  left  side  since  the  left  arm  was  no- 
ticed to  be  weaker.  The  normal  findings 
on  the  myelogram  performed  by  the  cis- 
ternal route  sixteen  days  after  the  appear- 
ance of  the  patient’s  symptoms  all  but 
eliminate  the  consideration  of  spinal  cord 
masses,  including  extramedullary  and  in- 
tramedullary tumors.  Osteoarthritic  spur- 
ring as  the  cause  of  the  myelopathy  also 
would  be  obviated  by  the  normal  results  of 


A B 

FIGURE  2.  Schematic  drawing  showing  arterial 
circulation  of  anterior  surface  of  spinal  cord  (A)  and 
posterior  surface  (B);  note  limited  vascular  supply 
to  upper  thoracic  cord. 

the  myelogram  and  by  the  sudden  onset  of 
her  symptoms.  For  the  same  reasons  such 
myelopathies  as  the  so-called  degenerative 
and  metabolic  ones  would  be  unlikely. 
The  dramatic  appearance  of  the  paraparesis 
favors  vascular  origin,  such  as  dissecting 
aneurysm  of  the  aorta,  which  could  explain 
both  the  severe  chest  pain  and  the  subse- 
quent terminal  events.  There  are  a 
number  of  difficulties  in  regard  to  this  sug- 
gestion; for  example,  the  patient’s  subse- 
quent survival  for  nineteen  weeks,  the  lack 
of  change  in  the  aortic  contour,  and  the  ab- 
sence of  aortic  insufficiency  and  of  changing 
murmurs.  Nevertheless,  dissecting  aortic 
aneurysms  have  been  discovered  without 
these  criteria.  With  a dissection  through 
the  media  of  the  aortic  arch,  the  blood  flow 
through  either  of  the  vertebral  arteries 
could  be  impaired  or  even  cut  off  com- 
pletely. The  two  vertebraes  become  con- 
fluent at  the  pontomedullary  border  to  give 
rise  to  the  midline  basilar  artery.  At  the 
lower  portion  of  the  medulla,  each  verte- 
bral artery  gives  off  descending  branches 
which  supply  the  anterior  aspect  of  the 
lower  medulla  and  spinal  cord  (Fig.  2). 
There  is  relatively  little  in  the  way  of  con- 
tributory circulation  between  the  origin  of 
these  descending  anterior  spinal  vessels  and 
the  perforating  segmental  spinal  arteries, 
the  highest  of  which  arise  from  the  aorta 
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at  approximately  the  third  or  fourth  tho- 
racic level. 

The  connections  between  these  two 
groups  of  arteries  are  sparse,  and  the  ves- 
sels become  progressively  smaller  as  the 
two  systems  approach  each  other.  There 
are  no  other  perforating  vessels  in  between 
that  contribute  to  this  blood  supply. 

Dr.  Flynn:  Are  you  implying  that  the 

uppermost  section  of  the  thoracic  spinal 
cord  is  especially  vulnerable  to  additional 
ischemia? 

Dr.  Schapiro:  Yes,  this  area  is  quite 

vulnerable.  One  consequence  of  an  aortic 
dissection  which  occludes  the  origin  of 
either  vertebral  artery  is  ischemia  in  the 
distribution  of  the  descending  anterior 
spinal  artery.  This  may  result  in  the 
sudden  appearance  of  dysfunction  of  the 
anterior  aspect  of  the  cord,  mainly  in  the 
spinothalamic  and  pyramidal  systems  on 
both  sides.  This  in  turn,  would  result  in 
paraparesis  and  loss  of  perception  of  pain 
and  temperature  in  the  lower  extremities. 
In  addition,  if  occlusion  of  the  perforating 
segmental  spinal  arteries  results  from  the 
aortic  dissection,  this  would  contribute  fur- 
ther to  the  softening  of  the  anterior  aspect 
of  the  lower  cervical  cord.  This  myelo- 
malacia results  from  interruption  of  blood 
flow  through  the  anastomoses  between  the 
segmental  arteries  and  the  descending 
spinal  artery.  Documented  instances  of 
this  so-called  anterior  spinal  artery  syn- 
drome are  rare.  Cases  which  have  been 
subjected  to  postmortem  scrutiny  have  usu- 
ally failed  to  reveal  occlusion  on  the  an- 
terior spinal  artery  itself.  Often,  occlusive 
disease  has  been  found  in  the  segmental 
spinal  arteries  at  their  origin  or  else  no  vas- 
cular changes  have  been  found.  This  may 
be  caused  by  the  extreme  difficulty  in  re- 
moving and  examining  the  entire  vascular 
bed  of  the  spinal  cord  at  autopsy.  In 
slightly  less  than  one  half  of  the  cases  with 
findings  of  acute  myelomalacia  at  autopsy, 
there  has  been  a history  of  sudden  onset  of 
weakness  progressing  to  complete  plegia  in 
a few  hours.  Some  of  these  patients  also 
complained  of  pain  radiating  into  the  arms, 
the  severity  of  which  ranged  from  aching  in 
the  shoulders  to  excruciating  pain  like  that 
of  myocardial  infarction. 

Underlying  diseases  which  may  be  asso- 
ciated with  the  occlusion  of  a segmental 
spinal  artery  include  lymphomas,  the  arte- 


ritides,  lues,  tuberculosis,  extradural  granu- 
lomas, or  other  intraspinal  masses.  The 
negative  findings  on  the  myelograms  in  our 
case  eliminate  these  last  two  possibilities. 
The  laboratory  data  in  this  protocol  give 
little  support  for  consideration  of  lues  or 
tuberculosis.  However,  the  persistent 
fever  noted  at  the  time  of  admission  does 
give  some  credence  to  the  idea  of  arteritis  or 
lymphoma.  The  subsequent  fall  in  hemo- 
globin and  the  rise  in  the  serum  alpha-1 
and  alpha-2  globulins  could  also  be  signs  of 
a systemic  disease  process  but  are  more 
likely  to  be  reflections  of  the  general  decline 
of  her  condition  with  chronically  infected 
decubiti  and  urinary  tract  infections. 

One  other  possibility  which  ought  to  be 
mentioned  for  the  sake  of  completeness  is 
that  of  an  hematomyelia.  Sudden  bleeding 
into  the  substance  of  the  spinal  cord  is 
usually  related  to  trauma  but  also  occurs 
with  apparent  spontaneity.  Sometimes  an 
intramedullary  arteriovenous  malformation 
may  rupture,  causing  pain  in  the  back  and 
paraparesis.  When  the  cervical  cord  is 
involved,  pain  will  radiate  into  the  arms, 
and  the  patient  develops  a quadraparesis. 
Myelography  done  at  the  time  of  the  onset 
could  show  normal  findings  or  an  intramed- 
ullary enlargement.  Myelography  done 
sixteen  days  later,  as  in  our  case,  would  be 
much  more  likely  to  show  negative  results. 
Lumbar  puncture  in  the  acute  phase  would 
reveal  either  bloody  or  clear  spinal  fluid, 
depending  on  whether  the  hemorrhage  had 
been  confined  within  the  substance  of  the 
spinal  cord  or  had  escaped  into  the  sub- 
arachnoid space.  A small  amount  of  blood 
in  the  spinal  fluid,  presumed  to  be  the  re- 
sult of  a traumatic  tap,  might  well  reflect 
the  presence  of  an  hematomyelia.  The 
subsequent  appearance  of  marked  xantho- 
chromia and  degenerated  red  blood  cells 
would  give  support  to  this  possibility,  but 
unfortunately  we  have  no  further  informa- 
tion in  that  regard. 

Another  possibility  which  one  should 
consider  in  acute  onset  of  paraparesis  is 
that  of  transverse  myelitis.  However,  such 
a condition  usually  affects  all  of  the  sensory 
functions  more  drastically,  whereas  our 
patient  seemed  to  have  predominantly 
motor  difficulties. 

In  summary,  the  protocol  describes  a 
patient  with  sudden  pain  in  the  chest  and 
arm,  without  documentation  of  myocardial 
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infarction,  who  developed  quadraparesis 
over  a twenty-four-hour  period  and  died 
nineteen  weeks  later.  I think  the  post- 
mortem examination  will  reveal  myelo- 
malacia affecting  the  anterior  aspect  of  the 
cervical  cord,  at  least  as  high  as  the  sixth 
cervical  vertebra  segment,  as  well  as  sev- 
eral lower  segments.  The  contributing 
causes,  if  any  are  found,  would  be  dissec- 
tion of  the  aorta,  polyarteritis,  or  hemato- 
myelia. 

Dk.  Flynn:  Would  you  expect  an  epi- 

sode of  extradural  bleeding  at  some  level  of 
the  spinal  cord  to  cause  this  kind  of  diffi- 
culty? 

Dr.  Schapiro:  I think  an  extradural 

spinal  hematoma  is  an  unusual  condition 
and  one  which  should  be  manifest  on  mye- 
lography. However,  the  myelogram  done 
sixteen  days  after  the  event  could  con- 
ceivably give  negative  findings.  In  gen- 
eral, I think  that  an  extradural  mass  com- 
pressing the  spinal  cord  would  produce 
more  extensive  sensory  involvement  and 
would  be  less  selective. 

Dr.  Flynn:  It  was  not  easy  to  examine 

this  woman,  so  that  levels  of  sensory  defects 
and  degrees  of  muscle  weakness  were  diffi- 
cult to  evaluate.  On  at  least  one  or  two 
occasions  it  appeared  to  me  that  there 
might  have  been  a transient  nystagmus. 
Would  this  finding  necessarily  imply 
damage  to  any  structures  higher  than  the 
cervical  cord,  possibly  the  brain  stem  or 
cerebellum? 

Dr.  Schapiro:  Occlusion  of  a verte- 

bral artery  at  times  can  manifest  itself  in 
minimal  neurologic  signs  referable  to  the 
brain  stem.  This  is  particularly  true  if  the 
occluded  vertebral  artery  contributes  little 
to  the  formation  of  the  basilar  artery  but 
terminates  instead  in  the  posterior-inferior 
cerebellar  artery  and  in  the  descending 
spinal  artery.  In  such  an  instance  the 
symptoms  of  brain  stem  involvement  might 
be  present  although  minimal,  and  the  loss 
of  blood  supply  to  the  spinal  cord  would 
still  be  severe. 

Stefan  Shanzer,  M.D.:  Such  a tran- 

sient nystagmus  may  be  significant,  but  we 
really  need  much  more  information,  such  as 
whether  or  not  the  patient  had  taken  pento- 
barbital (Nembutal)  the  night  before. 
This  is  probably  the  most  common  cause 
of  nystagmus  in  any  patient  in  the  hos- 
pital. We  would  need  to  know  the  direc- 


tion of  the  nystagmus  and  the  direction  of 
the  fast  component  with  a change  in  the  posi- 
tion of  the  head.  On  the  other  hand,  it  is 
quite  possible  that  this  patient  may  have 
had  some  brain  stem  involvement,  the  only 
evidence  of  which  was  nystagmus.  I 
think  the  lesion  in  the  cord  was  located 
higher  than  the  sixth  cervical  vertebra  in 
view  of  the  complete  paralysis  of  one  arm. 
The  protocol  does  not  mention  changes  in 
position  and  vibration  sense  which  are  as  a 
rule,  much  easier  to  identify  in  a patient 
than  superficial  touch  sensations  and  pain. 

Dr.  Flynn:  In  the  neurologist’s  con- 

sultation note,  there  was  no  mention  of  posi- 
tion and  vibration  sensations,  so  we  have  to 
assume  that  they  were  considered  normal. 

Dr.  Shanzer:  In  this  case  preservation 

of  position  and  vibration  senses  would 
imply  normal  function  of  posterior  columns 
and  limit  the  pathologic  lesion  to  the  an- 
terior two  thirds  of  the  spinal  cord.  I 
would  like  to  ask  Dr.  Schapiro  about  the 
reflexes  in  the  legs,  which  were  absent  for 
the  duration  of  the  illness.  After  all,  one 
would  expect  the  reflexes  to  be  restored,  in 
fact  to  become  hyperactive,  after  three 
months  of  illness. 

Dr.  Schapiro:  The  reflexes  were  ini- 

tially described  as  reduced  but  present  in 
all  four  extremities.  If  there  was  extensive 
spinal  cord  destruction  below  the  highest 
level  about  which  we  know,  there  would 
also  be  anterior  horn  cell  destruction  which 
would  explain  the  persisting  absence  of  re- 
flexes. The  reflexes  in  the  upper  part  of 
the  right  extremity  were  described  as  per- 
sistently brisk. 

Dr.  Shanzer:  I agree,  but  in  the  great 

majority  of  cases  the  deep  tendon  reflexes 
become  hyperactive.  The  findings  in  this 
patient  suggest  that  there  may  be  some- 
thing wrong  with  the  nerve  roots  that 
supply  the  lower  extremities. 

Dr.  Schapiro:  Areflexia  usually  indi- 

cates disease  of  roots.  However,  in  this 
case,  if  disease  of  the  roots  is  present,  it  has 
to  be  in  addition  to  the  myelopathy.  The 
abruptness  of  the  onset  of  her  symptoms  is 
more  indicative  of  spinal  cord  disease  than 
of  root  disease  and  was  most  likely  on  the 
basis  of  vascular  occlusion. 

Dr.  Shanzer:  Do  you  think  the  pain 

could  have  been  due  entirely  to  a spinal 
lesion? 

Dr.  Schapiro:  Yes,  some  patients  with 
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acute  cord  disease  have  been  described  as 
having  pain  similar  to  that  described  in 
this  patient.  In  such  cases  no  changes  in 
the  heart  or  in  the  aorta  were  found  at 
autopsy.  However,  in  the  majority  of  pa- 
tients with  myelomalacia  pain  is  not  a 
prominent  complaint. 

Dr.  Flynn:  Dr.  Feigin,  how  is  it  pos- 

sible for  the  spinal  cord  to  function  so  well 
in  middle-aged  and  old  people  when  the 
aorta  is  severely  sclerotic  and  the  orifices 
of  many  of  its  spinal  branches  seem  to  be 
occluded  or  at  least  narrow? 

Irwin  H.  Feigin,  M.D.*:  We  have  al- 

ways felt  that  the  circulation  to  the  cord 
maintains  its  integrity  through  its  rich  net- 
work of  anastomoses.  There  are  perhaps 
6 pairs  of  small  arteries  coming  off  the 
aorta  and  feeding  into  an  arterial  pool,  and 
in  this  way  serious  vascular  inadequacy  is 
avoided  in  the  event  of  occlusion  of  one  or 
even  more  of  these  arteries  (Fig.  2).  Arte- 
rial disease  producing  infarction  of  the 
spinal  cord  is  rare. 

Clinical  diagnoses 

1.  Anterior  spinal  artery  syndrome 

2.  Obesity 

Dr.  Schapiro’s  diagnosis 

1.  Myelomalacia  of  lower  cervical  cord  due 
to:  (a)  ? dissecting  aortic  aneurysm;  ( b ) ? 

polyarteritis;  and  (c)  ? hematomyelia 

Pathologic  report 

Dr.  Feigin:  The  autopsy  disclosed 

decubitus  ulcerations,  several  small  pul- 
monary emboli,  hemosiderin  deposition  in 
the  spleen  and  bone  marrow  probably  re- 
lated to  blood  transfusion,  and  mild  gen- 
eralized atherosclerosis.  The  organ  of 
chief  pathologic  interest  was  the  spinal 
cord.  Dr.  Schapiro  is  accurate  in  sug- 
gesting that  we  are  dealing  with  a destruc- 
tive process  of  the  cervical  spinal  cord  due 
to  vascular  disease.  However,  the  vas- 
cular disease  is  unusual. 

At  the  cervical  region  all  the  segments  of 
cord  are  flattened  in  their  anteroposterior 
diameter,  and  much  of  the  ventral  portion 
of  the  cord  has  disappeared,  having  been 
destroyed  by  infarction  (Fig.  3A).  The 
ischemia  was  less  severe  at  the  margins  of 
the  cystic  areas,  where  the  tissues  were 
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rarefied,  with  an  increase  in  astrocytes  and 
microglial  phagocytes.  The  vascular  insult 
resulted  directly  from  the  presence  of  emboli 
consisting  of  fibrocartilage  lying  within 
blood  vessels  (Fig.  3B).  In  this  case,  the 
emboli  were  present  in  equal  numbers  in 
arteries  and  veins,  although  our  past  ex- 
perience suggests  that  such  emboli  are  far 
more  common  in  veins.1  Such  cases  bring 
into  sharper  focus  the  problems  related  to 
the  histologic  recognition  of  arteries  and 
veins  about  the  cord.  The  morphologic 
differences  in  the  vessel  walls  may  be  diffi- 
cult to  recognize,  particularly  when  the 
vessels  are  altered  pathologically.  In  the 
artery,  there  is  normally  a thin  intima  with 
a thick,  undulating  internal  elastic  lamella, 
beneath  which  a well-formed  medial  layer 
of  smooth  muscle  is  seen.  In  the  vein,  the 
wall  is  generally  thinner,  with  a poorly 
formed  media  containing  only  a few  smooth 
muscle  fibers.  Most  of  the  wall  of  the  vein 
consists  of  fibrous  connective  tissue,  al- 
though elastic  fibers  are  frequently  present 
in  the  intima.  When  altered  pathologically, 
the  walls  of  both  types  of  vessels  become  fi- 
brotic,  and  the  differences  between  them  are 
obscured.  The  cartilage  emboli  are  best 
demonstrated  with  the  luxol  blue-periodic 
acid-Schiff  stain,  with  which  the  cartilag- 
enous  material  stains  bright  red  and  stands 
out  from  other  tissue  elements  to  great  ad- 
vantage. As  the  emboli  age,  the  muco- 
polysaccharides of  the  fibrocartilage  tend  to 
disappear,  while  the  collagenous  materials 
remain.  A fibrous  connective  tissue  reac- 
tion develops,  involving  the  wall  of  the 
vessel,  as  well  as  the  lumen,  and  forming  a 
nonspecific  fibrotic  mass,  so  that  the  carti- 
lagenous  nature  of  the  original  embolic  ma- 
terial may  escape  attention. 

As  to  the  pathogenesis  of  these  lesions, 
apparently  they  are  related  to  the  presence 
of  islands  of  fibrocartilage  within  the  bone 
marrow  of  the  vertebral  bodies.  These 
islands  are  derived  from  the  intervertebral 
disks,  the  so-called  Schmorl’s  nodes,  and 
are  estimated  to  occur  in  38  per  cent  of  all 
persons.  The  venous  plexuses  which  lie 
about  the  cord  communicate  richly  with 
each  other  and  with  the  intra-ahdominal 
and  intrathoracic  veins,  with  no  valves  in- 
tervening. Some  of  these  fragments  of 
fibrocartilage  pass  into  the  basivertebral 
veins  and  then  into  the  venous  plexuses 
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cervical  spinal  cord.  (B)  Cartilage  embolus  within  lumen  of  thin-walled  vessel  within  cervical  spinal  cord 
(luxol  blue-periodic  acid-Schiff  stain). 


about  the  spinal  cord.  Most  of  these 
would  normally  pass  upward  into  the 
azygos  system  of  veins  and  then  into  the 
lungs,  where  they  would  be  expected  to  do 
little,  if  any,  damage  in  normal  circum- 
stances. Once  in  the  lung,  the  mucopoly- 
saccharides are  probably  absorbed,  and 
these  structures  become  fibrotic  and  their 
origin  difficult  to  recognize.  However,  if 
at  the  moment  of  passage  in  the  perispinal 
venous  plexuses,  the  patient  should  sud- 
denly develop  a transient  increase  in  intra- 
abdominal or  intrathoracic  pressure  as  a 
result  of  staining  or  coughing,  the  possibil- 
ity exists  that  there  would  be  a reversal  of 
flow  so  that  these  fragments  of  cartilage 
come  to  lodge  within  the  cord  or  its  men- 
ingeal covering. 

Naiman,  Donohue,  and  Prichard2  de- 
scribed the  first  case  of  this  type  and  sug- 
gested that  they  were  dealing  with  an 
anterospinal  artery  embolus.  Their  patient 
sustained  trauma  before  the  onset  of  symp- 
toms, and  they  suggested  that  the  fibro- 
cartilage  of  the  intervertebral  disks  had 
ruptured  into  a branch  of  the  anterior 
spinal  artery.  Trauma  was  not  evident  in 
our  own  study  in  which  there  were  approxi- 
mately 30  cartilage  emboli  in  veins  in  each 
of  2 cases;  in  one  of  these,  there  was  in  addi- 
tion a single  cartilage  embolus  thought  to 
be  in  an  artery.1  One  suggestion  we  of- 
fered to  explain  the  latter  was  that  perhaps 
the  nature  of  the  wall  of  the  vessel  had 
changed  and  that  what  was  thought  to  be 
an  artery  was  really  an  “arterialized”  vein. 
We  are  prepared  now  to  discard  that  sug- 
gestion in  favor  of  our  second  suggestion, 
that  large  anteriovenous  communications 


exist  in  this  area  and  that  emboli  which  pass 
into  one  of  these  systems  can  also  pass 
through  to  the  other.  We  favor  an  initial 
venous  localization  over  the  arterial  be- 
cause of  the  following:  First,  veins  are 

much  more  frequently  involved  in  our  ex- 
perience; second,  there  is  no  local  hemor- 
rhage as  would  be  almost  inevitable  with 
rupture  into  the  anterior  spinal  artery;  and 
last,  one  would  expect  that  an  embolus 
which  passed  from  one  artery  to  a vein 
would  readily  move  on  to  the  lung  rather 
than  remain  in  situ.  However,  if  the  em- 
bolus were  moving  in  a retrograde  direction 
in  a vein  under  the  influence  of  a brief  in- 
crease of  intravascular  pressure  within  the 
abdomen  or  chest,  then  the  sudden  release 
of  this  pressure  might  permit  the  vein  to 
collapse  and  trap  the  embolus  inside.  The 
concept  of  retrograde  flow  is  difficult,  but  a 
circumstance  in  which  such  retrograde  flow 
in  veins  is  unquestioned  occurs  in  Manson’s 
schistosomiasis. 3 An  infected  person  has 
these  worms  in  veins  within  the  abdomen 
and  yet  the  ova  may  be  found  within  veins 
in  the  spinal  cord.  Retrograde  flow  for 
these  ova  involves  a greater  distance  than 
the  retrograde  flow  postulated  for  the  fi- 
brocartilage  emboli. 

Dr.  Schapiro:  Might  the  x-ray  film 

findings  at  the  seventh  thoracic  level  be  in 
some  way  related  to  these  cartilage  emboli? 

Dr.  Feigin:  Most  of  the  spinal  cord 

lesions  were  in  the  cervical  region,  where  I 
would  suspect  the  patient  may  have  had 
vertebral  changes  similar  to  those  in  the 
thoracic  region.  However,  it  is  reasonable 
to  assume  that  emboli  originating  in  the 
thoracic  level  may  have  passed  upward  in 
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vascular  channels  at  the  moment  of  venous 
flow  reversal  and  thus  lodged  in  the  cervical 
area. 

Dr.  Schapiro:  How  would  you  explain 

the  more  severe  involvement  of  the  anterior 
aspect  of  the  cord? 

Dr.  Schapiro:  The  localization  of  cord 

damage  in  these  cases  is  not  predictable. 
It  depends  on  the  localization  of  the  em- 
boli. In  the  present  case,  most  of  the 
damage  involved  the  anterior  portion  of  the 
cord,  but  in  one  of  our  earlier  cases,  the 
major  lesions  were  posterior. 

Dr.  Shanzer:  Were  the  posterior  col- 

umns completely  spared  in  this  patient? 

Dr.  Feigin:  No,  tract  degeneration 

was  recognized  in  the  dorsal  columns  at 
high  levels,  suggesting  that  at  some  level 
the  destructive  process  did  extend  into  the 
dorsal  portion  of  the  cord  as  well. 

Dr.  Shanzer:  What  was  the  highest 

level  of  malaria? 

Dr.  Feigin:  At  the  first  cervical  seg- 

ment. 

Dr.  Flynn:  Frequently  when  tissue  is 

injured,  filled  with  clot,  or  is  ischemic,  there 
may  be  over-production  of  fibrous  tissue, 
with  subsequent  change  to  cartilage  and 
finally  to  bone.  Dr.  Feigin,  how  would  you 
determine  this  patient’s  disease  involved  a 
cartilage  embolus  rather  than  a slowly  de- 
veloping metaplasia  of  fibrous  tissue  into 
cartilage,  within  the  lumen  of  the  vessel? 
We  should  remember  that  this  patient  lived 
for  some  months  after  the  initial  onset  of 
symptoms  and  would  have  had  time  for 
such  a process  to  develop. 

Dr.  Feigin:  The  easiest  way  to  answer 

that  question  is  to  point  out  that  Naiman’s 
patient  died  a few  hours  after  the  trauma 
and  onset  of  symptoms,2  so  that  such  meta- 
plasia would  not  have  had  time  to  take 
place.  Although  metaplasia  does  occur  in 
some  circumstances,  it  produces  bone  more 
often  than  cartilage.  Metaplasia  to  carti- 
lage has  not  been  observed  in  the  numerous 
instances  in  which  a blood  vessel  of  the  cen- 
tral nervous  tissue  is  occluded  by  connec- 
tive tissues. 

Dr.  Schapiro:  Would  cartilagenous 

emboli  persist  for  nineteen  weeks,  the  dura- 
tion of  her  illness? 

Dr.  Feigin:  I would  be  guessing  if  I 

attempted  to  estimate  the  length  of  time 
the  cartilagenous  character  of  the  emboli 


would  remain  recognizable.  In  our  earlier 
investigation,  the  histologic  appearance  of 
fibrocartilage  was  almost  perfectly  pre- 
served in  some  emboli,  but  in  others  more 
careful  study  was  required.  We  believe 
that  these  emboli  undergo  a degenerative 
change  which  is  just  the  reverse  of  that 
postulated  by  Dr.  Flynn.  The  cartilage 
disappears,  and  we  are  left  with  a mass  con- 
sisting of  fibrous  connective  tissue  within 
the  wall  of  the  vessel  and  lumen.  It  is  of 
some  interest  that  there  is  a rare  condition 
called  subacute  necrotic  myelitis  which 
some  pathologists  consider  to  be  the  result 
of  a localized  spinal  thrombophlebitis. 
The  problem  has  been  to  understand  why 
there  should  be  a thrombophlebitic  process 
limited  to  an  area  of  the  spinal  cord.  Per- 
haps some  instances  of  this  so-called  throm- 
bophlebitis are  really  the  end  results  of  the 
process  under  consideration,  that  is,  in- 
stances in  which  cartilage  emboli  degen- 
erate and  are  no  longer  recognizable  as  such. 
They  may  remain  as  masses  of  connective 
tissue  partially  or  completely  occluding  the 
lumen  of  the  vein. 

Dr.  Schapiro:  Do  you  see  such  carti- 

lagenous emboli  in  cases  of  herniated  inter- 
vertebral disk? 

Dr.  Feigin:  Yes,  1 of  our  2 original 

patients  had  been  operated  on  for  her- 
niated disk;  however,  I am  not  sure  that  this 
relationship  should  be  emphasized.  Path- 
ologically, degenerative  changes  are  almost 
always  evident  in  disk  material.  It  may 
not  herniate  outward  through  the  annulus 
to  produce  the  symptoms  of  herniated  disk 
but  will  more  frequently  herniate  vertically 
into  the  marrow  spaces  of  the  vertebrae  to 
produce  Schmorl’s  nodes.  It  might  then 
under  rare  circumstances  pass  into  the  vas- 
cular plexus  about  the  spinal  cord. 

Final  anatomic  diagnosis 

Malacia  of  the  spinal  cord,  with  tract  degen- 
eration, secondary  to  occlusion  of  spinal  cord 
vessels  by  cartilage  emboli 
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CONTINUOUS'.  LEAD  2 


QUESTION  35.  The  patient,  a sixty-eight-year-old  man,  was  admitted  to  the  hospital  after  several  dizzy 
spells.  What  is  the  interpretation  of  the  electrocardiogram? 


AVR 


AVL 


AVF 


QUESTION  36.  The  patient,  a forty-five-year-old  woman,  was  admitted  to  the  hospital  in  a semicomatose 
condition  after  five  days  of  vomiting.  What  is  the  interpretation  of  this  electrocardiogram  obtained  on 
admission? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  35.  QRS  complexes  1,  3,  and 
4 show  regular  sinus  rhythm  and  each  is 
preceded  by  a P wave.  Complex  2 follows 
a long  pause  and  is  not  preceded  by  a P 
wave;  it  is  followed  closely  by  an  upright 
deflection,  which  is  a P wave.  Complex  2 
is  an  atrioventricular  junctional  (nodal) 
escape  beat,  appearing  because  the  ex- 
pected sinus  P wave  and  its  subsequent 
QRS  are  absent.  The  P waves  occur  at 
regular  intervals,  but  one  is  missing  be- 
tween the  first  and  third  and  the  fourth  and 
fifth  QRS  complexes.  Note  that  when  the 
P wave  is  absent,  the  interval  between  P 
waves  is  double  the  usual  P-P  interval. 


In  sinus  arrest  this  interval  is  less  than 
double.  Thus,  the  diagnosis  is  sino-atrial 
block.  Sino-atrial  block  may  cause  dizzy 
spells  or  Adams-Stokes  seizures.  Some 
patients  are  asymptomatic,  especially  if 
escape  beats  occur. 

Question  36.  The  QRS  complexes  and 
the  P waves  are  normal.  The  large  wave 
following  the  QRS  appears  as  a giant  T 
wave,  especially  in  leads  Vi  to  V6,  and  sug- 
gests hyperkalemia.  In  Vi  the  T wave  is 
notched.  This  notch  is  a prominent  U 
wave,  which  gives  the  appearance  of  a large 
T wave  when  superimposed  on  the  T wave 
in  the  other  leads.  The  notch  on  the  up- 
stroke of  the  T wave  can  be  seen  also  in 
leads  I,  II,  and  aVf.  It  is  important  to 
recognize  these  large  waves  as  U waves 
superimposed  on  T waves,  since  they  are 
usually  diagnostic  of  hypokalemia.  This 
patient’s  serum  potassium  level  was  2.3  mg. 
per  100  ml. 


Accidental  poisoning 

Children  under  five  years  of  age  are  still  the 
principal  victims  of  accidental  poisoning,  accord- 
ing to  the  National  Clearinghouse  for  Poison 
Control  Centers. 

The  report  for  1967  is  based  on  some  395 
Poison  Control  Centers  in  43  states,  and  it 
reports  that  72,661  children  under  five  years  and 
11,043  persons  older  than  five  accidentally 


swallowed  potentially  harmful  substances. 

The  products  involved  vary  widely,  medi- 
cines, mostly  internal,  representing  the  largest 
source.  Aspirin  continued  to  be  the  medicine 
most  frequently  associated  with  accidental 
poisoning  in  children.  More  aspirin  ingestion 
reports  are  received  between  October  and  March 
than  in  the  warmer  months.  Plants,  pesticides, 
and  petroleum  products  are  more  frequently 
taken  accidentally  during  the  warmer  part  of  the 
year. 
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Pulmonary  Embolism 
During  Curettage  for 
Incomplete  Abortion 


P ulmonaky  embolism  during  anesthesia 
is  not  uncommon  in  elderly  or  chronically 
ill  patients  who  have  been  bedridden  prior 
to  undergoing  surgery.1-3  The  complica- 
tion may  also  occur  in  apparently  healthy 
patients  and  during  relatively  minor  surgi- 
cal procedures  and  can  present  a difficult 
diagnostic  problem,  as  illustrated  in  the 
following  case  report. 

Case  report 

A thirty-year-old  woman  (para  3-0-0-3)  was 
admitted  to  the  hospital  with  vaginal  bleeding 
secondary  to  incomplete  abortion.  Past  history 
and  physical  examination  showed  findings 
within  normal  limits  except  for  hay  fever. 
Temperature  was  36.5  C.,  blood  pressure  90/60 
mm.  Hg,  central  venous  pressure  5 cm.  water, 
pulse  rate  116  per  minute,  and  hematocrit  32. 
The  patient  was  hydrated  intravenously  during 
the  night  and  taken  to  the  operating  room  for 
curettage  the  following  morning.  She  was  given 
meperidine  hydrochloride  (Demerol)  50  mg. 
intramuscularly.  With  the  patient  in  a sitting 
position,  a spinal  block  was  administered  with 
tetracaine  (Pontocaine)  8 mg.-dextrose  80  mg., 
and  a sensory  level  to  the  tenth  thoracic  segment 
resulted.  Prior  to  anesthesia,  her  blood  pres- 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  March  25,  1968.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  fourth  Monday  of  each  month. 


sure  was  110 '70  mm.  Hg,  central  venous  pres- 
sure 8 cm.  water,  and  pulse  rate  88  per  minute. 
These  levels  were  maintained  during  the  first 
fifteen  minutes  of  the  surgical  procedure.  A 
4-inch  fetus  was  removed  by  ring  forceps.  As 
the  placenta  was  being  removed,  the  uterus  be- 
came atonic,  and  a sudden  loss  of  approximately 
1,000  ml.  of  blood  occurred.  Her  blood  pres- 
sure fell  to  70/30  mm.  Hg,  and  pulse  rate  rose  to 
144  per  minute.  Methylergonovine  maleate 
(Methergine)  and  synthetic  oxytocin  (Pitocin) 
were  injected  intravenously,  and  1,500  ml.  of 
lactated  Ringer’s  solution  was  infused  rapidly 
followed  by  1,000  ml.  of  blood.  As  the  blood 
pressure  rose  to  80/50  mm.  Hg  and  the  pulse 
rate  declined  to  120  per  minute,  the  patient 
began  to  cough  and  expectorate  frothy  bloody 
sputum.  She  experienced  difficulty  in  breath- 
ing, and  her  respiratory  rate  increased  from  22 
to  30  per  minute.  Centx-al  venous  pressure  was 
16  cm.  water,  and  basal  rales  were  audible  over 
both  lungs,  more  in  the  right  lung.  Electro- 
cardiogram showed  ST-T  wave  abnormalities  in 
leads  I,  III,  and  V2  to  V6.  Since  the  first 
impression  was  that  there  was  congestive  heart 
failure  due  to  overhydration,  circulation  time 
was  determined  and  found  to  be  ten  seconds.  A 
chest  radiogram  visualized  a congestive  pattern 
compatible  with  pulmonary  edema.  When  the 
patient  began  to  complain  of  pain  in  the  sub- 
sternal  and  right  anterior  portions  of  the  chest, 
the  diagnosis  of  pulmonary  embolus  was  sus- 
pected. Digitalis  and  heparin  were  adminis- 
tered. The  patient  was  taken  to  the  recovery 
room  where  oxygen  was  administered  by  face 
shield.  Repeat  electrocardiogram  on  the  next 
day  showed  right  axis  shift  with  low  T-waves 
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across  the  precordium  and  depressed  ST-  and  T- 
waves  in  leads  V\  and  V2.  Lung  scans  in  an- 
terior and  posterior  projections  disclosed  a 
tilling  defect  in  the  lower  lobe  of  the  right  lung. 
Breath  sounds  were  diminished  over  the  base 
of  the  right  lung.  There  was  a progressive  de- 
crease in  symptomatology  with  reversion  of 
electrocardiogram  and  clinical  findings  during 
the  succeeding  ten  days.  The  patient  recovered 
without  further  incident.  Calf  tenderness  was 
never  elicited.  It  was  assumed  the  embolus 
originated  in  a pelvic  vein. 

Comment 

“Pulmonary  embolism  has  replaced 
syphilis  as  the  great  imitator.  The  numer- 
ous guises  of  its  manifestations  made  its  clin- 
ical recognition  in  the  past  something  of  a 
rarity.”4  In  recent  years,  recognition  of 
the  complication  has  been  facilitated  by 
radiologic,  electrocardiographic,  isotopic, 
and  angiographic  diagnostic  technics.4-6 
The  clinical,  radiologic,  and  electrocardio- 
graphic features  of  pulmonary  embolism 
are  most  commonly  confused  with  those  of 
pneumonia,  pleurisy,  myocardial  infarc- 
tion, or  congestive  heart  failure.  Common 
clinical  findings  are:  rales,  63  per  cent; 
tachycardia,  59  per  cent;  tachypnea,  44 
per  cent;  hemoptysis,  29  per  cent;  hypo- 
tension, 26  per  cent;  congestive  failure,  26 
per  cent;  and  pleural  friction  rub,  24  per 
cent. 4 Although  this  patient  had  most  of 
these  clinical  signs,  the  diagnosis  was  con- 
fused because  the  sudden  1,000-ml.  blood 
loss  had  been  replaced  with  2,500  ml.  of 
fluid,  and  surgical  procedure  was  not  of  the 
magnitude  commonly  associated  with 
marked  shifts  in  body  fluids,  so  that  acute 
overhydration  with  cardiac  failure  seemed 
to  be  the  most  likely  possibility.  The  fact 
that  the  patient  was  conscious  and  able  to 
complain  of  pain  in  a specific  area  of  the 
chest  was  fortuitous.  A second  factor 
which  was  helpful  was  the  presence  of  a 
central  venous  catheter.  Since  pulmonary 
hypertension  is  the  essential  physiologic- 
feature  of  pulmonary  embolus,  right  atrial 
and  central  venous  pressures  are  always 
elevated.  “Venous  pressure  elevation  in 
patients  who  are  in  shock  or  who  are  dysp- 
neic  with  ‘clear’  lungs  is  suggestive  of 
pulmonary  embolism.”4  In  the  absence  of 
central  venous  pressure  monitoring,  inspec- 
tion of  the  neck  veins  is  useful:  venous 
pressure  is  raised  when  the  neck  veins  are 
distended  in  a patient  reclining  at  a 45- 
degree  angle.4 


If  the  clinical  diagnosis  of  pulmonary  em- 
bolism is  difficult  to  make  in  the  conscious 
patient,  it  is  further  complicated  during 
general  anesthesia.  The  use  of  controlled 
ventilation  eliminates  valuable  signs,  such 
as  tachypnea  and  dyspnea.  In  6 of  7 
cases  of  massive  pulmonary  embolism 
during  general  anesthesia,  the  only  initial 
sign  was  the  abrupt  onset  of  deep  cyanosis 
or  ashen-grey  skin  color  unrelieved  by  un- 
restricted ventilation  of  both  lungs  with 
100  per  cent  oxygen. 1-3 

Following  acute  pulmonary  embolus,  the 
electrocardiogram  typically  indicates  right 
atrial  enlargement,  right  ventricular  rota- 
tion, or  strain  or  dilation  of  the  right  ven- 
tricle. Frequent  changes  include  a tran- 
sient shift  of  the  QRS  axis  to  the  right,  with 
T-wave  inversion  and  transient  peaking 
of  the  P waves.  However,  changes  are 
detected  in  only  70  to  80  per  cent  of  pa- 
tients.4,5 Chest  x-ray  examinations,  like- 
wise, show  abnormal  findings  in  only  about 
70  per  cent  of  patients,  and  the  abnormali- 
ties are  usually  nonspecific.  Isotope  scan- 
ning of  the  lungs  is  more  specifically  diag- 
nostic. Its  value  lies  in  its  ability  to 
demonstrate  areas  of  decreased  isotope  up- 
take, even  in  lungs  which  appear  normal  on 
conventional  roentgenograms.  Although  a 
single  scan  is  not  pathognomonic,  serial 
scans  of  patients  with  pulmonary  emboli 
are  characterized  by  changing  patterns  of 
uptake  in  the  areas  of  decreased  vascu- 
larity.4,6 

Treatment  of  pulmonary  emboli  which 
are  not  immediately  fatal  is,  in  the  main, 
supportive;  therapy  is  directed  at  con- 
trolling the  circulatory  impact  of  the  em- 
bolus and  at  relieving  dyspnea  and  pleu- 
ritic pain.  Embolectomy  is  indicated  for  a 
small  group  of  patients,  those  in  shock  and 
requiring  vasopressor  infusions  for  more 
than  four  hours.4  Prevention  of  recur- 
rence is  a most  important  aspect  of  treat- 
ment; vigorous  anticoagulant  therapy  must 
be  instituted  promptly,  and  when  this  is 
contraindicated  because  of  active  bleeding 
or  recent  neurologic  or  urologic  surgery,  the 
inferior  vena  cava  should  be  ligated. 

Summary 

Diagnosis  of  pulmonary  embolism  is 
particularly  difficult  to  make  in  the  anes- 
thetized patient.  Two  signs  appear  to 
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help  most  in  the  diagnosis:  (1)  abrupt  cy- 
anosis or  grey  skin  discoloration,  and  (2) 
a sudden  rise  in  central  venous  pressure  as- 
sociated with  a fall  in  arterial  pressure  and 
increase  in  heart  rate. 
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Cost  of  health  quackery 

Health  quackery  costs  more  each  year  in  the 
United  States  than  the  entire  cost  of  health 
education  and  all  medical  research  conducted 
here,  the  figure  most  quoted  being  $1  billion  per 
year.  This  includes,  however,  only  the  quack- 
ery schemes  in  which  the  Federal  government 
has  a direct  interest — those  involved  in  inter- 
state commerce.  In  all  probability,  another 


billion  dollars  is  spent  for  quackery  on  an  intra- 
state basis. 

Speaking  specifically  of  chiropractors,  Dwight 
L.  Wilbur,  M.D.,  speaking  at  the  Fourth  Na- 
tional Congress  on  Health  Quackery,  stated 
that  the  thousands  of  people,  using  chiropractors 
instead  of  certified  physicians,  were  acting  care- 
lessly. He  felt,  on  the  whole,  that  such  people 
pay  proportionally  much  more  care  to  the  repair 
of  their  automobiles,  television  sets,  and  other 
appliances. 
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Case  Reports 
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Buffalo,  New  York 
M.  B.  MOORE,  M.D. 
Buffalo,  New  York 


From  the  Department  for  Special  Surgery,  Roswell  Park 
Memorial  Institute,  State  of  New  York  Department  of  Health 


Over  the  years  lymphocytes  have  been 
implicated  both  directly  and  indirectly  as 
participants  in  cancer  immunity.  The 
purpose  of  this  study  was  an  assessment  of 
the  anticancer  activity  of  cultured  normal 
autochthonous  lymphocytoid  cells  in  a 
patient  with  malignant  melanoma. 

Case  report 

A healthy  physician,  forty-five  years  old, 
cut  his  left  thumb  on  August  1,  1966.  The 
laceration  failed  to  heal,  and  nonpigmented 
granulomatous  tissue  which  developed  at 
the  site  of  the  injury  was  removed.  The 
pathologic  diagnosis  of  the  tissue  was 
malignant  melanoma,  and  a resection  of 
the  thumb  and  epitrochlear  and  axillary 
lymph  nodes  was  performed  on  October  11, 
1966;  one  of  four  axillary  nodes  contained 
malignant  melanoma.  Ten  months  later 
the  patient  developed  several  minute  skin 
recurrences  of  the  hand  which  were  re- 
moved. Many  additional  recurrences  de- 
veloped shortly  thereafter. 

* ThiH  work  was  supported  by  General  Research  Support 
Grant  FR-05648-01  from  the  National  Institutes  of  Health, 
Hethesda,  Maryland. 


The  patient  came  to  Roswell  Park  Me- 
morial Institute  for  “immunotherapy”  on 
January  4,  1968,  and  was  paired  with  an- 
other physician  afflicted  with  metastatic 
malignant  melanoma  involving  both  lungs. 
Five  days  after  reciprocal  inoculations  with 
melanoma  tissue,  daily  exchanges  of  leuko- 
cyte concentrates  from  1 unit  of  blood  were 
performed  for  fifteen  days.1  Approxi- 
mately four  weeks  later,  about  50  per  cent 
of  the  metastatic  lesions  became  trans- 
lucent and  smaller;  other  lesions,  however, 
continued  to  grow. 

On  March  13,  1968,  the  patient  returned 
for  a second  series  of  leukocyte  infusions 
after  reciprocal  tumor  transplantation  from 
the  same  partner.  Again  leukocyte  con- 
centrates were  exchanged  for  fifteen  days. 
There  was  an  immediate  change  in  color 
and  a decrease  in  size  of  the  metastatic 
lesions  lasting  approximately  four  weeks. 
This  remission  was  followed  by  a rapid 
progression  of  his  disease.  His  left  arm 
became  edematous  and  immobilized  with 
multiple  fungating  lesions.  On  April  30, 
1968,  a right  forequarter  amputation  was 
performed  by  his  surgeon. 

The  patient  and  his  physician  were  given 
an  explanation  of  the  experimental  nature 
of  a proposal  to  transfuse  him  with  his  own 
autochthonous  cultured  lymphocytes  which 
had  been  exposed  to  his  irradiated  tumor 
cells. 

Cell  culture  methods.  Leukapheresis 
was  performed  on  the  patient  on  October 
4,  1967,  and  10  cultures  were  started  by 
methods  previously  described.2  To  one 
culture  flask,  75879,  were  added  the  cells 
of  parallel  cultures  after  thirteen  days  and 
the  cells  from  2 additional  cultures  after 
twenty-seven  days.  The  cells  of  3 culture 
flasks  which  had  been  combined  from  6 
original  bottles  were  added  on  the  forty- 
first  day.  The  remaining  cell  cultures 
which  contained  the  cells  from  all  the  orig- 
inal 10  culture  flasks  remained  dormant  un- 
til one  hundred  fifty  days  after  initiation. 
Rapid  growth  of  (lie  cells  was  noted  within 
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the  next  several  days,  and  establishment  of 
cell  line  RPMI  1348  was  recorded  on  cul- 
ture day  157.  Morphologic  studies  with 
both  light  and  electron  microscopy  con- 
firmed the  lymphocytoid  nature  of  the  cells, 
absence  of  the  leukovirus  (a  herpes-like 
virus),3  and  absence  of  contamination  with 
malignant  melanoma  cells. 4 The  cells  had 
a normal  diploid  set  of  chromosomes  and 
produced  immunoglobulin. 

The  cells  (RPMI  1348)  multiplied  rapidly 
in  static  cultures  and  were  subcultured  into 
1,500-ml.  spinner  cultures,  then  into  25-L. 
trophocells,  and  finally  into  200-L.  stain- 
less steel  culture  vessels.5  Approximately 
10  Gm.  of  metastatic  tumor  tissue  from  the 
patient  was  minced,  irradiated  with  5,000 
r,  and  injected  into  a 15-L.  culture  of  the 
lymphocytoid  cells.  Cells  were  harvested 
by  gentle  centrifugation,  washed  three 
times,  resuspended  in  normal  saline,  and 
transfused  intravenously. 

Clinical  studies.  From  May  27,  1968, 
to  June  7,  1968,  the  patient  was  infused 
intravenously  with  a total  of  82  billion 
cultured  lymphocytes.  Each  infusion  was 
followed  by  a brief  elevation  of  tempera- 
ture, but  no  major  adverse  reactions  oc- 
curred, and  the  patient  returned  home  im- 
mediately after  the  last  treatment.  A 
summary  of  the  hematologic  data  is 
presented  in  Table  I. 

Two  months  later  the  patient  was  given 
a second  series  of  infusions  of  autochthonous 
cultured  lymphocytes,  some  of  which  had 
been  exposed  to  autochthonous  irradiated 
tumor  tissue.  From  July  28,  1968,  to 
August  4,  1968,  a total  of  115  Gm.  of 
cultured  lymphocytes  was  given.  Again 
the  patient  developed  a slight  temporary 
fever  after  each  infusion.  The  leukocyte 
count  varied  from  5,100  to  8,000.  Mor- 
phologic studies  revealed  large  lympho- 
blastoid  cells  in  the  peripheral  blood. 

The  patient  returned  home  and  resumed 
his  medical  practice.  Studies  several  weeks 
after  the  second  course  of  cell  injections 
revealed  some  diminution  of  some  metas- 
tases,  but  not  of  others.  The  peripheral 
blood  had  a normal  leukocyte  count  with  a 
slight  60  to  65  per  cent  lymphocytosis. 

Comment 

The  culture  of  permanent  cell  lines  of 
lymphoblastoid  cells  from  the  peripheral 


TABLE  I.  Summary  of  hematologic  data 


Date  (1968) 

Cumula- 

tive 

Dose  of 
Infused 
Cells 
(Grams) 

White 

Blood 

Count 

Lympho- 
cytoid 
Cells 
(Dif- 
ferential 
Per  Cent) 

First  course 
May  24 

0 

7,873 

31 

May  29 

6 

3,946 

30 

June  3 

21 

18,157 

77 

June  7 

63 

9,044 

60 

June  8 

73 

13,771 

40 

Second  course 

July  26 

0 

6,938 

56 

July  31 

45 

5,850 

28 

August  2 

89 

8,379 

25 

August  5 

115 

7,535 

56 

Follow-up 

September  12 

8 , 300 

70 

September  19 

7,600 

67 

blood  and  lymph  nodes  of  patients  with 
various  abnormal  conditions  should  provide 
many  new  opportunities  for  studying 
tumor-host  interaction. 

The  question  of  whether  or  not  the  cells 
of  cell  lines  derived  from  normal  persons  are 
or  will  become  malignant  or  abnormal  can- 
not be  settled  at  this  time.  The  cell  lines 
have  the  following  relative  attributes  of 
normalcy:  (1)  normal  karyotypes;  (2)  pro- 
duction of  normal  end  products — immuno- 
globulins; (3)  low  cloning  efficiencies  and 
the  formation  of  microcolonies  in  soft  agar6; 
(4)  inability  to  grow  in  heterologous  new- 
born hosts;  and  (5)  differentiation  into 
seemingly  mature  cell  forms.  Objections 
to  the  normalcy  of  these  cell  lines  might 
include  the  following  characteristics:  (1) 
growth  in  suspension  cultures;  (2)  lack  of 
aging  and  an  apparently  infinite  life7;  (3)  the 
probable  parallelism  of  the  “incubation” 
period  before  these  human  cell  lines  become 
self-sustaining  with  similar  periods  asso- 
ciated with  the  transformation  of  some  cell 
lines  from  experimental  with  malignant 
characteristics;  and  (4)  the  general  criti- 
cism that  all  cultured  cells  must  be  abnor- 
mal after  adapting  to  growth  in  vitro. 

The  lack  of  any  evidence  of  cancer  of  the 
inoculated  cells  has  provided  good  but  not 
perfect  evidence  of  the  normalcy  of  these 
cells  which  had  been  cultured  for  approxi- 
mately three  months  after  establishment 
as  a cell  line. 
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The  limited  response  of  malignant  lesions 
was  disappointing  but  understandable. 
We  propose  to  continue  these  studies  in  the 
hope  of  strengthening  the  antitumor  re- 
sponse of  the  cultured  lymphocytes.  Bet- 
ter technics  for  activating  and  assaying 
tumor  aggression  characteristics  of  the 
lymphocytoid  cells  must  be  developed. 

The  report  of  Symes  et  al.s  is  relevant  to 
this  study.  These  investigators  injected 
cancer  patients  with  an  immunosuppressive 
agent  and  then  infused  them  with  either 
allogenic  or  xenogenic  lymphocytes.  They 
reported  temporary  regressions  of  tumor 
growth  in  several  patients.  Similarly, 
Woodruff  and  Nolan9  reported  an  anti- 
tumor effect  from  the  injection  of  allogenic 
spleen  cells. 

Summary 

Approximately  197  Gm.  of  cultured 
lymphocytoid  cells  originally  derived  from 
the  peripheral  blood  of  a patient  with 
malignant  melanoma  were  transfused  intra- 
venously without  harmful  effects.  There 
was  a negligible  effect  on  his  tumor  metas- 
tases. 


Accident  shorts 

Data  from  1966,  compiled  and  edited  by  the 
Department  of  Health,  Education,  and  Welfare, 
show  that  accidents  continue  to  be  the  fourth 
leading  cause  of  death  for  all  age  groups.  In 
addition,  accidents  are  the  leading  cause  of 
death  for  ages  one  through  thirty-four.  They 
kill  as  many  persons  as  the  second  leading  cause 
of  death  for  persons  in  age  groups  one  to  four, 
five  to  fourteen,  and  twenty-five  to  thirty-four. 
In  the  age  group  fifteen  to  twenty-four,  acci- 
dents kill  eight  times  as  many  as  the  second 
leading  cause  of  death.  For  New  York  State, 
during  the  same  period,  accidents  also  continued 
to  be  the  fourth  major  cause  of  death  for  all 
age  groups. 
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A recently  compiled  study  by  the  Metro 
politan  Life  Insurance  Company  compares 
variations  in  accident  death  rates.  New  York’s 
total  accident  death  rate  (42.1)  is  slightly  lower 
than  its  surrounding  mid-Atlantic  states  (43.8) 
and  much  lower  than  the  nation’s  (55.7). 
However,  in  terms  of  specific  types  of  accidents, 
the  New  York  death  rate  from  falls  (13.2)  is 
greater  than  that  for  the  mid-Atlantic  states 
(12.2)  and  the  nation  (10.3).  The  study  sug- 
gests that  highest  death  rates  from  falls  reflect 
partly  the  older-age  composition  of  these  popu- 
lations. 

Black  eyes,  the  butt  of  many  jokes,  may  really 
be  a serious  injury  called  blow-out  fracture. 
Persons  who  receive  a blow  to  the  eye  should 
consider  this  a blow-out  fracture  until  proved 
otherwise. 
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T he  household  spice,  nutmeg,  has  been 
known  to  have  psychotropic  effects.  These 
have  been  described  in  varying  details  by 
a number  of  reports  in  the  literature.  Even 
authors  who  do  not  accord  them  much 
prominence,  such  as  Payne,1  do  mention 
them.  It  is  generally  assumed  that  the 
active  psychotropic  substance  is  myristicin. 
The  inability  to  imitate  nutmeg  intoxica- 
tion with  synthetic  myristicin  has  given 
rise  to  speculation  that  other  substances  of 
j the  volatile  oil  obtained  from  the  nutmeg 
seed,  Myristica  fra  grans,  may  also  be 
factors. 2 

Weiss3  has  reported  in  detail  the  psychic 
experiences  of  adult  prison  inmates  follow- 
ing the  ingestion  of  powdered  nutmeg. 
Nutmeg  has  been  mentioned  as  one  of  the 
substances  now  prominent  in  illegal  or 
quasi-legal  use  among  adolescents. 4 There 
are  no  detailed  reports  about  the  use  of  this 
substance  by  adolescents. 


Case  report 

The  following  is  an  account  of  the  ex- 
periences of  an  eighteen-year-old  student 
who  ingested  half  a can  (one  fourth  of  a 
teacup)  of  commercially  available  nutmeg. 
His  girl  friend  who  was  present  throughout 
this  experience  did  not  partake  of  the  nut- 
meg. He  had  taken  marihuana  on  several 


occasions  before  that  and  had  experienced 
vivid  imagery  under  its  influence.  About 
two  weeks  had  elapsed  between  the  last 
time  he  had  taken  marihuana  and  the  time 
he  took  nutmeg.  The  latter  substance  was 
taken  partly  out  of  curiosity  (he  had  heard 
about  its  effect  “by  the  grapevine”),  but 
mainly  because  marihuana  was  not  then 
available.  Fifteen  to  twenty  minutes  after 
taking  nutmeg,  a teaspoon  at  a time  and 
flushing  it  down  with  Coca  Cola,  “things 
went  funny.”  He  felt  “as  if  he  had  stayed 
awake  for  two  days  without  sleeping”  and 
“things  started  to  look  unreal”  to  him. 
His  head  shook  back  and  forth,  and  when 
somebody  said  something  to  him,  he  could 
not  see  the  connections  between  the  sen- 
tences. He  said  he  remembered  that  he 
“spoke  up  and  nobody  understood  him” 
either. 

About  one  and  a half  hours  after  the  in- 
gestion, he  started  feeling  “as  though  he 
had  drunk  fifty  cups  of  coffee.”  He 
“could  not  stop  shaking,”  he  “was  “gig- 
gling,” he  “was  saying  stupid  things,” 
things  he  would  not  have  said  otherwise. 
His  friend  became  aware  of  the  change  in 
him.  The  patient  remembered  she  asked 
him  whether  or  not  he  felt  all  right.  “Peo- 
ples’ voices  appeared  to  come  out  of  a port- 
hole above  my  head.”  He  “felt  a tingling” 
in  his  hands,  and  presently  his  “whole 
body  felt  numb.”  Friends  laid  him  down 
on  the  floor,  and  he  remained  there  for  some 
time.  Finally  he  opened  his  eyes,  looked  at 
the  lights  on  the  ceiling,  and  felt  they 
were  cylinder-shaped.  He  raised  his 
hands,  grabbed  one  of  those  cylinder  light 
beams,  and  sat  up,  “pulling  himself  up 
by  that  beam.”  He  was  still  aware  of 
his  surroundings  and  noticed  that  people 
were  watching  him.  His  heart  was  beating 
fast,  he  was  breathing  hard,  and  his  throat 
felt  dry.  Fortunately,  he  was  constantly 
accompanied  by  his  friend  who  subse- 
quently corroborated  his  recollections.  He 
“felt  as  though  he  was  floating”  but  “he 
knew  that  in  reality  he  was  not  floating.” 
He  knew  that  “friends  were  helping” 
him.  His  “legs  felt  numb”  and  as  if 
“he  was  walking  in  a lake  with  the  water 
up  to  his  waist.”  His  “hands  appeared 
white  and  wrinkled”  to  him. 

At  that  point,  he  started  feeling  as 
if  he  was  in  a trance,  and  it  was  the  first 
time  that  he  did  not  know  that  people 
were  around  him.  As  he  gradually  came 
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out  of  the  trance,  he  could  feel  a ball 
in  his  hands;  this  ball  would  expand  and 
contract  as  he  moved  his  hands,  but  he 
could  not  see  the  ball.  His  friend  said, 
“Touch  something  real!”  He  then  touched 
the  table  and  felt  real  again. 

Subsequently,  he  felt  he  kept  going 
in  and  out  of  a trancelike  state  and  could, 
on  several  occasions,  even  induce  it  him- 
self. As  he  was  walking,  he  felt  that  the 
floor  was  bow-shaped,  and  he  had  to 
hold  on  to  the  wall. 

He  recalled  that  the  following  three 
hours  were  accompanied  by  these  ex- 
periences: He  would  sit  on  a couch 

and  he  would  drift  away  completely, 
“a  great  fog  would  be  closing  in”  on 
him,  and  when  he  was  surrounded  by  this 
fog  “everything  would  turn  black.” 
“Spots  of  color,  blue  and  red,  would 
shine  through  this  black  cloud.”  Beyond 
the  cloud,  there  seemed  to  him  to  be 
infinity.  He  “heard  a massive  confusion 
of  sound,”  although  to  his  knowledge 
there  was  no  one  talking  and  there  were 
no  sounds  of  any  other  nature  at  that 
time.  But,  again,  when  his  friend  called 
his  name,  he  “came  out  of  it.”  At  times 
he  felt  excited,  at  times  he  felt  relaxed. 
He  remembered  that  he  would  often  ask 
his  friend  to  talk  to  him  to  keep  him  in 
reality.  He  found  that  he  could,  in  this 
way,  practically  control  his  state  of  mind; 
that  is,  whether  he  would  be  in  a trance 
state  or  not. 

When  he  looked  at  the  picture  of  a 
countryside  with  deer  in  it,  he  felt  as 
though  he  were  floating  into  the  picture 
and  it  took  on  a three-dimensional  char- 
acter. The  deer  were  alive,  the  trees 
had  shape.  He  started  feeling  everybody 
in  the  world  could  hear  him.  When 
he  went  out  of  the  house  and  stepped 
onto  the  lawn,  he  anticipated  that  he 
would  fall  into  it,  as  if  into  an  ocean. 
He  started  writing  in  mirror  writing, 
“Help!  I’m  trapped  behind  the  world.” 

He  played  a few  notes  on  his  recorder 
and  felt  that  “each  note  was  a brown  disc.” 
He  then  played  a record;  “the  sound 
of  music  made  a pattern  of  color.  There 
was  a central  color  and  lines  around  it. 
The  center  was  composed  of  the  low  notes, 
the  bass,  and  the  high  notes  were  on 
the  periphery.”  He  remembered  that 
sounds  made  by  “cymbals  were  silvery.” 


This  configuration  kept  changing,  beating, 
and  throbbing.  Finally,  he  could  stand 
it  no  longer,  and  he  turned  the  music 
off. 

By  this  time,  some  eight  or  nine  hours 
had  elapsed  from  the  ingestion  of  nut- 
meg. He  started  becoming  confused,  and 
memory  (recall)  became  very  poor.  He 
fell  asleep  and  seemed  to  realize  that 
he  could  finally  go  to  sleep  without  “drop- 
ping out.” 

Comment 

The  preceding  narrative  was  given  spon- 
taneously by  an  intelligent,  perceptive, 
and  sensitive  adolescent  who  had  had 
prior  experience  with  marihuana  and 
morning-glory  seeds.  The  frequent  con- 
nection of  the  two  is  known.3,5  He 
felt  that  on  marihuana,  the  predominant 
feeling  was  one  of  enjoyment  and  hap- 
piness, of  being  liked  and  floating.  Hal- 
lucinations were  less  marked.  On  morn- 
ing-glory seeds,  he  also  had  a light,  floating 
sensation,  but  it  seemed  to  be  of  a different 
kind,  and  the  most  marked  thing  was  a 
constant  feeling  of  euphoria.  On  both 
these  substances,  he  felt  he  never  really 
left  reality,  and  he  thought  that  this 
was  a major  distinction  between  these 
substances  and  nutmeg. 

He  repeated  his  experience  with  nut- 
meg in  a smaller  dose.  On  one  table- 
spoon full  of  the  substance  he  “felt  high” 
or  sometimes  “weird,”  but  without  hal- 
lucinations; music  sounded  better  al- 
though it  did  not  sound  louder.  None  of 
the  colorful  changes  in  perception  occurred 
on  the  small  dose  of  nutmeg. 

The  description  given  by  this  patient 
is  richer  and  more  colorful  than  the  previous 
reports,3,6,7  although  the  previous  de- 
scriptions also  contained  many  of  the  ex- 
periences reported  here,  such  as  lapses 
of  attention,  although  consciousness  was 
retained,6  depersonalization,6  bright  colors,3 
a floating  feeling,3  and  music  being  more 
enjoyable.3 

Follow-up  on  this  patient  showed  that 
he  continued  taking  marihuana  but  stopped 
taking  nutmeg.  Psychodynamically,  the 
patient  was  in  the  midst  of  an  identity 
crisis,  trying  to  deal  with  his  leanings  to- 
ward dependency  and  passivity  by  identi- 
fying with  the  “hippie”  groups.  The  pa- 
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tient’s  father  had  been  incapacitated  for 
several  years  because  of  psychiatric  dif- 
ficulties also  centering  around  dependency 
and  passivity. 

Summary 

Some  of  the  pertinent  literature  on  the 
use  of  nutmeg  as  a hallucinogen  is  briefly 
reviewed.  It  is  noted  that  descriptions 
of  experience  with  this  substance  in 
adolescents  are  lacking. 

Feelings  of  depersonalization  and  un- 
reality, changes  in  perception,  as  well 
as  illusions  and  hallucinations,  especially 
visual,  were  the  significant  aspects  of 
the  subjective  experience  of  an  eighteen- 
year-old  adolescent.  The  patient  was  also 
able  to  differentiate  the  effects  of  nutmeg 
from  those  of  marihuana  and  morning- 
glory  seeds,  on  the  basis  of  a temporary 
break  with  reality  which  he  experienced 
with  nutmeg. 


Death  rate  in  first  half  of  year 

The  death  rate  from  all  causes  among  Metro- 
politan Life  Insurance  Company’s  standard 
ordinary  policyholders  was  the  same  in  the  first 
half  of  1968,  617.1  per  100,000,  as  in  the  corre- 
sponding period  of  1967. 

Mortality  rates  from  each  of  the  major 
causes  were  lower  than  last  year,  except  for 
pneumonia  and  influenza,  cancer  of  the  respira- 
tory system,  accidents,  and  war  deaths.  The 
largest  increase  in  death  rates  by  cause,  9 per 


Although  the  unfortunate  easy  availabil- 
ity of  other  hallucinogens  probably  makes 
nutmeg  intoxication  a relatively  rare  oc- 
currence, mainly  as  experimentation  or 
when  other  substances  are  not  available, 
the  medical  profession  should  be  reminded 
of  its  possible  use  and  its  hallucinogenic 
effects. 
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cent,  was  from  pneumonia  and  influenza, 
reflecting  the  epidemic  of  respiratory  infections 
earlier  in  the  year. 

The  motor  vehicle  death  rate  rose  7 per  cent. 
In  contrast,  diabetes  mortality  rates  declined  9 
per  cent,  and  suicides  were  down  8 per  cent. 
The  death  rate  from  cardiovascular-renal 
diseases  as  a group,  which  are  responsible  for 
over  half  the  deaths  among  these  policyholders, 
recorded  a slight  decline.  The  death  rate  from 
cancer,  all  forms,  declined  3 per  cent,  even 
though  the  mortality  rate  from  respiratory 
cancer  increased  somewhat  over  that  of  a year 
ago. 
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Brief  Preliminary  Reports 


Therapeutic  Responses  to 
Fluocinolone  Acetonide  of 
Increased  Concentration 

FRANK  KRASNER,  M.D. 

New  York  City 

Associate  in  Dermatology,  Knickerbocker  Hospital 


T he  management  of  multiple  dermatoses 
has  changed  radically  with  the  advent  of 
topical  corticosteroid  preparations.  Since 
the  initial  use  of  hydrocortisone  in  this  area, 
investigations  were  rapidly  undertaken  to 
find  other  compounds  of  greater  effective- 
ness. We  are  now  in  the  fluorinated  steroid 
era  and  indeed  have  excellent  therapeutic 
tools  at  our  command.  However,  as  is  to 
be  expected,  resistant  eruptions  occur  which 
tax  the  skills  and  ingenuity  of  the  ablest 
dermatologists  employing  the  most  effica- 
cious agents. 

A logical  step  in  expanding  the  available 
dermatologic  armamentarium  would  be  to 
increase  the  concentration  of  the  active 
ingredients.  This  has  not  always  been  ac- 
companied by  more  beneficial  results.  For 
example,  several  investigators  feel  that  a 
2 per  cent  or  higher  hydrocortisone  cream 
is  of  no  greater  value  than  a 1 per  cent  prod- 
uct. In  the  case  of  hydrocortisone,  the 
optimal  concentration  appears  to  be  at  the 
level  of  1 per  cent.  Would  the  same  hold 
true  of  fluocinolone  acetonide  whose  most 
frequently  used  concentration  is  0.025  per 
cent?  Tye,  Blumental,  and  Lever,1  for 
example,  reported  a favorable  response  of 
a patient  with  a resistant  dermatitis  treated 
with  a highly  concentrated  fluocinolone 
acetonide  cream,  0.2  per  cent.  Still  another 


report  of  successful  treatment  of  a number 
of  recalcitrant  dermatoses  with  0.2  per 
cent  fluocinolone  acetonide  cream  has  since 
been  reported  by  Tye.2 

The  purpose  of  the  present  study  was  to 
utilize  the  new  preparation,  0.2  per  cent,* 
in  the  treatment  of  a variety  of  common 
dermatologic  conditions  such  as  would  be 
seen  in  an  average  practice.  Many  of  the 
patients  selected  had  had  previous  conven- 
tional and  acceptable  therapy  with  poor  or 
fair  results.  Several  had  come  to  accept 
their  plight  as  something  “they  had  to  live 
with.”  Others  were  chosen  who  had  not 
seen  any  other  physician  at  the  time  of  their 
visit  but  who,  in  my  opinion  and  experience, 
would  probably  prove  to  be  difficult  to 
manage.  Over  and  above  these  specifics, 
the  study  was  undertaken  to  gain  expe- 
rience with  this  new  product  and  to  deter- 
mine if  it  is  a worth-while  preparation  and 
if  it  would  enhance  the  present-day  gamut 
of  dermatologic  weapons. 

The  efficacy  of  fluocinolone  acetonide 
cream  in  lower  concentrations  has  been 
amply  expounded  in  many  previous  pub- 
lications and  need  not  be  repeated  here. 
The  steroid  used  in  this  study  was  incor- 
porated in  a water-washable  cream  vehicle 
of  aqueous  base  which  received  wide  patient 
acceptance. 

Methods  and  materials 

A total  of  152  patients  with  a variety  of 
dermatologic  disorders  were  treated.  They 
were  selected  from  my  private  practice. 
There  were  both  females  and  males  who 
ranged  in  age  from  two  to  seventy-three 
years.  The  conditions  treated  are  listed 
in  Table  I.  Duration  of  the  dermatoses 
ranged  from  as  short  as  two  weeks  to  as 
long  as  twenty-five  years.  No  patient 
was  accepted  whose  complaint  was  of  a 
mild  or  minor  nature.  Of  these  cases,  99 
were  moderate,  and  53  were  of  a severe 

* Fluocinolone  acetonide  (0.2  per  cent)  cream  was  supplied 
by  Syntex  Laboratories,  Inc.,  Palo  Alto,  California  94304. 
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TABLE  I.  Over-all  data 


Indication 

Total 

Treated 

Excellent* 

Moderate* 

No 

Improve- 

ment! 

Worse  f 

Lichen  simplex 

29 

19 

7 

3 

0 

Dyshidrotic  eczema 

25 

18 

4 

3 

0 

Nummular  eczema 

17 

13 

4 

0 

0 

Psoriasis 

15 

11 

2 

2 

0 

Seborrheic  dermatitis 

15 

10 

2 

2 

1 

Eczematous  dermatitis 

11 

7 

2 

2 

0 

Anogenital  dermatitis 

11 

8 

1 

2 

0 

Contact  dermatitis 

10 

8 

2 

0 

0 

Atopic  dermatitis 

8 

5 

2 

1 

0 

Stasis  dermatitis 

5 

5 

0 

0 

0 

Otitis  externa 

2 

2 

0 

0 

0 

Intertrigo 

2 

2 

0 

0 

0 

Lichen  planus 

1 

0 

1 

0 

0 

Intertriginous  psoriasis 

1 

1 

0 

0 

0 

Totals 

152 

109 

27 

15 

1 

(100.0 

(71.7 

(17.8 

(9.8 

(0.7 

per  cent) 

per  cent) 

per  cent) 

per  cent) 

per  cent) 

* Combined  percentage  of  “excellent”  and  “moderate”  = 89.5  per  cent, 
t Combined  percentage  of  “no  improvement”  and  “worse”  *=  10.5  per  cent. 


degree  of  intensity.  Because  of  the  po- 
tency of  the  cream,  the  eruptions  which 
were  studied  covered  a small  percentage  of 
body  area,  and  in  most  instances  the  major 
portion  of  this  was  treated. 

The  various  sites  treated  ranged  from  the 
top  of  the  scalp  to  the  plantar  surface  of  the 
feet.  Patients  were  generally  given  two 
5-Gm.  tubes  of  the  cream,  although  a few 
were  given  three  tubes,  and  they  were  in- 
structed to  apply  the  cream  sparingly,  rub- 
bing it  in  well  three  times  daily.  Five 
patients  used  the  cream  twice  daily  under 
occlusion.  Except  in  very  rare  instances, 
no  other  therapy  was  administered  either 
systemically  or  locally.  The  results,  shown 
in  Table  I,  are  generally  those  noted  at  the 
first  follow-up  visit  which  was  usually  one 
to  two  weeks  after  therapy  was  initiated. 

As  seen  in  Table  I,  almost  90  per  cent  of 
the  cases  responsed  very  well,  approximately 
72  per  cent  experiencing  excellent  results 
and  18  per  cent  good  results.  Unfor- 
tunately, tables  convey  a poor  image  of  just 
how  dramatic  the  improvement  was  in 
many  instances.  A rough  indication  of 
this  is  the  difficult  position  in  which  I found 
myself  when  confronted  by  insistent  pa- 
tient demands  for  additional  supplies  of 
the  cream.  Having  experienced  relief  never 
previously  obtained,  the  latter  flatly  refused 
to  accept  substitute  products. 


In  lichen  simplex  chronicus  there  were  26 
good  or  excellent  responses  out  of  29  cases 
treated.  At  least  15  had  had  previous  ther- 
apy, recently  or  in  the  past,  with  poor  or 
fair  results.  There  were  4 instances  in 
which  fluocinolone  acetonide  cream,  0.025 
per  cent,  had  been  employed  with  unsatis- 
factory results.  Improvement  with  the 
0.2  per  cent  concentration  was  excellent. 
An  exact  similar  situation  holds  true  in  2 
cases  where  triamcinolone  cream,  0.5  per 
cent,  was  employed.  One  patient  who 
had  done  poorly  on  8 mg.  daily  of  triamcin- 
olone orally  experienced  excellent  relief 
with  the  0.2  per  cent  cream. 

Included  in  the  present  project  was  an 
item  called  the  50  per  cent  response  day. 
It  indicated  approximately  the  time  the 
patient’s  eruption  cleared  by  that  amount. 
This  generally  occurred  on  the  second  or 
third  day;  in  other  words,  relief  was  ob- 
tained rapidly.  Indeed,  several  patients 
were  free  from  their  dermatologic  com- 
plaints after  one  or  two  applications. 

The  results  in  psoriasis  were  very  en- 
couraging, as  the  statistics  of  the  chart 
point  out.  In  2 cases  the  improvement 
was  as  good  as  or  better  than  intralesional 
injections  of  corticosteroid  suspension.  In- 
cidentally, at  no  time  during  the  entire 
study  was  any  instance  of  atrophy  noted. 
Another  advantage  of  the  0.2  per  cent 
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cream  was  the  benefit  obtained  when  lesions 
in  exposed  areas  such  as  the  face  or  eyelids 
were  treated.  One  hesitates  to  inject  these 
sites.  In  lichen  simplex  chronicus  the  eye- 
lids did  very  well,  and  in  psoriasis  1 patient’s 
facial  lesions  cleared  in  two  days.  Inter- 
triginous  psoriatic  lesions,  whether  located 
in  the  perianal  region  or  postauricularly, 
responded  rapidly.  This  may  be  caused 
by  the  occlusive  effect  obtained.  One 
would  expect,  in  psoriasis,  that  the  patients 
had  had  previous  therapy.  This  was  ac- 
tually so,  and  fluocinolone  acetonide  cream 
0.2  per  cent  provided  some  of  the  best  relief 
in  many  of  the  cases. 

The  patients  with  contact  dermatitis 
were  mainly  afflicted  by  their  work  situa- 
tion. In  other  words  the  contact  dermati- 
tis was  occupational  in  nature  and,  as  such, 
had  been  subjected  to  previously  drawn- 
out  therapy.  Despite  this,  and  the  fact 
that  exposure  to  the  offending  agents  con- 
tinued, improvement  was  extremely  grati- 
fying. 

Most  of  the  other  dermatoses  responded 
in  a similar  fashion.  The  previous  ex- 
amples were  selected  to  illustrate  the  effec- 
tiveness of  the  preparation.  Adverse  reac- 
tions were  limited  to  two  questionable  com- 
plaints of  irritation.  As  the  preparation 
was  used  in  this  study,  no  systemic  effects 
were  noticeable  clinically.  However,  one 
should  be  aware  that  treatment  of  large 
areas  of  skin,  which  we  emphatically  do  not 
advise,  would  result  in  sufficient  absorption 
to  produce  systemic  steroid  effects. 

Comment 

Within  the  frame-work  of  the  eruptions 
studied,  new  therapeutic  approaches  appear 
to  be  in  the  offing.  It  was  obvious,  time 
and  again,  that  dermatoses,  proved  to  be 
refractory  to  presently  available  topical 
corticosteroids,  responded  very  well  to  the 


increased  concentration  formulation.  Once 
the  desired  improvement  had  been  effected, 
the  patient  could  be  shifted  back  to  conven- 
tional or  the  “lower”  concentrations  for 
maintenance  therapy.  The  study  illus- 
trated that  initially  one  need  not  resort  to 
occlusive  technic  or  intralesional  injections 
of  corticosteroid  suspension.  These  may 
be  entirely  avoided  or  at  least  held  in 
abeyance.  Furthermore,  in  sites  where  the 
latter  two  methods  are  not  desirable,  such 
as  the  face,  eyelids,  ears,  and  so  on,  a 
potent  preparation  is  available.  Finally, 
one  may  possibly  be  able  to  avoid  systemic 
corticosteroids  and  their  concomitant  side- 
effects. 

Summary 

A total  of  152  cases  of  various  common 
dermatoses  were  treated  with  a new  con- 
centration of  fluocinolone  acetonide  cream, 
namely,  0.2  per  cent.  Approximately 
90  per  cent  responded  successfully.  Many 
of  these  patients  had  fared  poorly  with 
currently  available  corticosteroids  or  other 
preparations.  In  these  refractory  instances 
in  which  the  lesions  are  not  extensive, 
therapy  should  be  initiated  with  the  in- 
creased concentration  before  proceeding  to 
other  modalities  of  treatment  such  as 
occlusion,  intralesional  injections,  or  sys- 
temic preparations. 

30  East  60th  Street 
New  York,  New  York  10022 
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James  Joyce’s  Ulysses  begins  with  the 
memorable  short  introductory  paragraph: 

Stately,  plump  Buck  Mulligan  came  from 
behind  the  stairhead,  bearing  a bowl  of  lather 
on  which  a mirror  and  a razor  lay  crossed.  A 
yellow  dressing  gown,  ungirdled,  was  sustained 
gently  behind  him  by  the  mild  morning  air. 
He  held  the  bowl  aloft  and  intoned:  “Intro- 

ibo  ad  altare  Dei.” 

Much  to  his  displeasure  Oliver  St.  John 
Gogarty  will  go  down  in  literary  history  as 
the  original  from  whom  Buck  Mulligan 
was  drawn.  Although  he  later  became  a 
doctor,  he  will  never  go  down  in  medical 
history  at  all.  Gogarty  would  rather  have 
achieved  fame  as  a writer  in  his  own  name 
or  as  an  Irish  patriot,  but  for  most  readers 
he  will  forever  be  the  mocking  wit  and  gay 
blade  who  lived  with  Joyce  in  the  Martello 
Tower  at  Sandycove,  a few  miles  outside  of 
Dublin,  for  a few  merry  days  in  the  late 
summer  of  1904.  The  promise  of  his 
youthful  wit  did  not  flower  into  great  crea- 
tive heights,  and  he  remained  on  the  pe- 
riphery of  the  renaissance  in  Irish  letters 
rather  than  a participant  in  its  main  cur- 
rent. His  career  in  medicine  and  public 
life  was  only  a moderate  success;  he  died  a 
lonely  man  in  a far  country. 

A key  to  Gogarty’s  attitude  toward  life 


and  letters  may  be  found  near  the  begin- 
ning of  his  hook,  Start  from  Somewhere  Else, 
written  in  1955  only  two  years  before  he 
died  in  New  York,  self  exiled  from  Dublin: 

The  best  we  can  do  is  to  use  a word  as  it 
was  when  it  was  at  its  best.  Now  to  restore 
“wit”  to  the  meaning  it  had  when  it  was  at  its 
best  is  to  use  it  as  it  was  used  in  the  eighteenth 
century,  which  is  what  I am  trying  to  do. 
Then,  wit  meant  politeness  and  urbanity 
combined  with  erudition  and  understanding; 
in  a word,  Atticism. 

One  debates  what  Gogarty’s  idea  of  At- 
ticism really  was.  Was  he  recalling  Ad- 
dison’s penetrating  intellect  and  suave 
style,  or  was  he  thinking  of  Pope’s  comment 
some  years  after  Addison’s  death:  “Who 

would  not  weep,  if  Atticus  were  he!”  This 
would  apply  probably  not  in  any  specific 
sense  but  in  a more  general  way,  for  Go- 
garty had  a sound  foundation  in  the 
classics.  Dublin  at  the  end  of  the  nine- 
teenth century  could  boast  that  it  was  still 
close  in  spirit  to  London  at  the  beginning  of 
the  eighteenth  century,  especially  with  re- 
gard to  the  education  of  its  upper  and 
upper-middle  classes.  The  spirit  of  Dean 
Swift  was  strong.  Probably  no  doctoral 
candidate  will  ever  write  his  thesis  on  Go- 
garty and  the  classic  tradition,  but  Go- 
garty’s wit  recalls  the  epigrams  of  Martial, 
his  lyric  poems  the  directness  of  Catullus, 
his  political  outlook  the  stoicism  of  Seneca. 
One  has  but  to  glance  at  the  pediments  and 
columns  of  Trinity  College,  Dublin  (Corin- 
thian) and  those  of  the  Bank  of  Ireland 
(Ionic)  directly  across  the  college  green  to 
recognize  that  the  late  Georgian  classic  re- 
vival was  an  intellectual  force  which  lived 
on  in  Dublin  for  a century  after  it  had 
spent  itself  in  England.  Still  a provincial 
capital  in  the  days  of  Gogarty’s  youth, 
Dublin  had  an  educated,  literate  society 
which  was  small  and  closely  knit.  The 
continuing  struggle  for  home  rule  and  the 
development  of  the  Celtic  renaissance  suc- 
ceeded in  giving  this  society  a purpose  and 
a flavor  of  its  own. 
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Early  life 

When  Oliver  St.  John  Gogarty  was  born 
in  1878,  his  family  could  boast  of  three  gen- 
erations of  doctors  behind  him,  a rare 
achievement  for  a Catholic  family  in  Ire- 
land at  that  time.  The  penal  laws  barred 
Catholics  from  entering  the  professions  as 
well  as  from  other  avenues  of  advancement; 
leadership  of  the  medical  profession  re- 
mained in  Protestant  hands  until  after 
World  War  I.  Gogarty’s  father  had  be- 
come a successful  physician  in  Dublin  with 
a town  house  in  Rutland  Square,  now  Par- 
nell Square,  and  a Queen  Anne  house  which 
stood  on  its  own  grounds  at  Glasnevin. 
Gogarty’s  mother  was  Margaret  Oliver, 
hence  her  first  born  son’s  first  name,  the 
daughter  of  a prosperous  miller  at  Galway. 
The  household  was  secure  and  comfortable. 
When  Gogarty’s  father  died  in  1887  of  a 
ruptured  appendix,  his  widow  was  able  to 
maintain  both  houses  and  educate  her  four 
children,  albeit  with  reduced  staff.  Young 
Gogarty  was  sent  off  to  Stonyhurst  in  Lan- 
cashire to  be  schooled  by  the  Jesuits  along 
with  other  scions  of  well-to-do  Catholic 
families.  He  stayed  five  years  but  de- 
tested it;  in  later  years  he  referred  to  it  as  a 
“religious  jail.”  After  an  additional  year 
at  Clongowes  Wood,  a Jesuit  school  in  Kil- 
dare, Gogarty’s  mother  entered  him  in  the 
Royal  University  to  study  medicine.  The 
Royal  was  distinctly  inferior  to  Trinity 
College,  but  the  Roman  Church  approved 
of  it  and  disapproved  of  Anglican  Trinity. 
When,  after  two  years  at  the  Royal,  Go- 
garty had  passed  only  two  examinations 
out  of  ten,  his  mother  entered  him  at  Trinity 
where  his  father  had  done  so  well  some  thirty 
years  before.  There  in  the  fall  of  1898 
Gogarty’s  intellectual  life  began. 

It  is  difficult  to  do  justice  to  the  nuances 
of  social,  political,  religious,  and  literary 
division  within  an  academic  community 
without  creating  artificial  categories.  The 
individuals  comprising  such  a charmed 
circle  are,  if  anything,  too  individual  for 
ready  classification.  It  would  be  an  over- 
simplification to  consider  the  faculty  of 
Trinity  College,  then  at  its  high  water 
mark,  as  representing  an  entrenched  ascend- 
ancy pitted  against  a rising  tide.  How- 
ever, when  Gogarty  entered  Trinity,  it  was 
the  show  place  of  the  Anglo-Irish  tradition, 
the  previous  home  of  Swift,  Congreve, 


Goldsmith,  Bishop  Berkeley,  Burke,  and 
later  Oscar  Wilde  and  John  Millington 
Synge.  Trinity  was  a Protestant  univer- 
sity; when  it  turned  to  the  left,  it  went  not 
to  Rome  of  the  Popes  but  to  Greece  of  the 
Golden  Age;  it  was  more  Hellenic  in  spirit 
than  either  Oxford  or  Cambridge.  Edward 
Dowden  was  Vice-Chancellor  and  professor 
of  English  literature.  A leading  academic 
critic  of  the  period,  he  was  conservative, 
indifferent  to  Irish  nationalism,  and  later 
took  a public  position  opposed  to  the  Irish 
Republican  movement.  Two  distinguished 
classicists  graced  the  faculty:  John  Pent- 

land  Mahaffy  was  the  Provost,  and  Robert 
Yelverton  Tyrrell  was  professor  of  Greek, 
both  of  them  decisive  influences  on  Gogarty. 

But  it  would  be  false  to  describe  the  in- 
tellectual scene  in  terms  of  a dichotomy  be- 
tween Irish  Catholic  nationalists  on  one 
side  opposed  by  Anglo-Irish  adherents  to 
the  status  quo  on  the  other.  Even  out- 
side the  university,  individual  differences 
were  strong  and  not  predictable.  Yeats, 
who  stood  at  the  center  of  the  nationalistic 
literary  revival,  was  Protestant;  although 
committed  to  the  cause  of  Irish  independ- 
ence, he  was  not  an  activist.  Joyce,  who 
was  Irish  and  Catholic,  turned  his  back  on 
both  the  political  and  literary  expressions 
of  the  nationalist  spirit,  calling  a plague  on 
not  both  but  all  their  houses.  However,  it 
would  be  fair  to  state  that  the  faculty  of 
Trinity  was  committed  to  the  classical 
tradition,  indifferently  devout  as  Protest- 
ants, and  only  tangentially  interested  in 
social  or  political  reform.  Gogarty  had 
access  to  every  shade  of  opinion  and  every 
degree  of  involvement;  his  nimble  mind, 
empirical  and  eclectic,  enabled  him  to  se- 
lect his  own  allegiances  and  commitments. 

As  a student  Gogarty  excelled  at  every- 
thing except  medicine.  It  took  him  three 
years  to  pass  his  second-year  examination 
in  anatomy.  However,  at  Trinity  all  stu- 
dents were  required  to  take  a degree  in 
Arts,  and  here  his  talents  shone.  Dowden 
awarded  him  the  Vice-Chancellor’s  prize 
for  verse  in  three  successive  years  and 
helped  him  get  his  first  poems  published. 
Gogarty  was  also  a dandy  and  a champion 
bicycle  racer;  cycling  was  then  a popular 
sport.  Dressed  in  a primrose  waistcoat  as 
he  paraded  through  the  college,  he  would 
change  to  a tailor-made  gaudy  singlet  and 
scarlet  racing  shoes,  as  he  won  almost  all 
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FIGURE  1.  Oliver  St.  John  Gogarty.  From  a paint- 
ing by  Augustus  John. 


the  college  races  in  1899  and  the  20-mile 
championship  of  Ireland  later  that  year. 

Gogarty  was  included  socially  by  the 
Fellows  and  treated  as  their  intellectual 
equal  in  a fashion  reminiscent  of  Wilde’s 
rapid  ascent  on  the  literary  and  intellectual 
ladder.  It  was  the  era  of  the  apposite 
classical  quotation  and  the  deadly  epigram; 
Gogarty’s  agile  wit  and  retentive  memory 
enabled  him  to  rival  the  Fellows  at  their 
own  game.  Mahafify  in  particular  had 
brought  conversation  to  a high  art  and  had 
even  written  a book  on  the  subject.  His 
flair  for  repartee  captured  Gogarty  even  as 
it  had  captured  Oscar  Wilde  two  decades 
previously.  Gogarty  soon  achieved  his 
own  reputation  for  a flow  of  brilliant, 
mocking  banter,  an  irrepressible  stream  of 
observation  based  on  local  and  topical  allu- 
sion which  unfortunately  can  never  be  re- 
captured on  a printed  page  nor  outlive  the 
moment  which  created  it.  Their  friend- 
ship continued  for  many  years,  and  Ma- 
haffy  as  an  old  man  used  to  enjoy  visiting 
Gogarty’s  country  place  to  fish.  Augustus 
John  recalls  that  Mahaffy  was  the  only  man 
who  could  halt  Gogarty’s  flow  of  talk. 
“Silence,  Gogarty!”  he  would  say,  as  he 
concentrated  on  his  fishing,  and  Gogarty’s 
stream  of  talk  would  dry  up  instantly.  It 
is  sad  to  reflect  that  the  unbridled  flow  of 


words  has  its  price;  Mahafify ’s  two  most 
brilliant  pupils,  Wilde  and  Gogarty,  got 
into  trouble  in  their  later  years  through 
libel  suits  (Fig.  1). 

Equally  important  to  Gogarty’s  de\el- 
opment  was  Tyrrell,  the  classicist,  who  in- 
troduced him  to  the  nuances  of  declama- 
tory classic  verse  and  its  scansion,  a 
teaching  which  fell  happily  on  Gogarty’s 
sensitive  ear.  Mahafify  was  a university 
wit;  he  used  to  describe  himself  as  “a 
clergyman,  but  not  in  any  offensive  sense  of 
the  word.”  Tyrrell  was  an  ironist;  he 
claimed  to  love  the  Irish  Channel  because 
by  drowning  Edward  King  it  had  raised  up 
Lycidas.  Through  Tyrrell,  Gogarty  met 
Macran,  the  professor  of  philosophy,  who 
gave  him  so  firm  a footing  in  metaphys- 
ics that  Gogarty  remained  forever  too  wise 
to  incorporate  into  his  verse  ideas 
which  lay  beyond  his  artistic  intent  or  under- 
standing. Hence  his  lines  which  exposed 
the  hollowness  of  the 

. . . English  curse 

Of  mixing  philosophy  up  with  verse; 

I can  imagine  a poet  teaching 

But  who  can  imagine  a poet  preaching? 

Although  Trinity  cast  Gogarty  into  the 
mould  of  a classical  poet,  he  was  most  ad- 
mired as  a seatologist  and  parodist  among 
his  fellow  students.  He  tossed  off  limericks 
with  ease;  among  the  more  memorable 
(and  printable)  is  the  familiar  rhyme: 

There  was  a young  man  of  St.  Johns 

Who  wanted  to  roger  the  swans. 

But  the  loyal  hall  porter 

Said,  “Please  oblige  with  my  daughter, 

For  the  birds  are  reserved  for  the  dons.” 

The  rising  inflection  given  by  the  three  ana- 
paestic feet  of  the  last  line  are  among  the 
more  striking  buffa  effects  in  the  literature 
of  that  singular  art  form.  One  laments  the 
fact  that  Gogarty  and  Joyce’s  plan  to  pub- 
lish a volume  of  Rabelaisian  verse  titled 
Cockcrows  never  came  to  fruition.  Go- 
garty’s talent  as  an  undergraduate  paro- 
dist reached  its  full  height  in  his  distin- 
guished comparison  of  Krafft-Ebing’s  Psy- 
chopathia  Sexualis  with  Chapman’s  trans- 
lation of  Homer  as  honored  by  Keat’s 
sonnet.  He  knew  that  even  in  1901  and 
1902  psychopathology  would  stir  the  mind 
of  the  undergraduate  of  the  future  much  as 
translations  from  the  classics  had  done 
those  of  the  past.  In  “On  First  Looking 
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into  Krafft-Ebing’s  Psychopathia  Sexualis” 
we  read: 

Much  have  I travelled  in  those  realms  of  old 
Where  many  a whore  in  hall-doors  could  be 
seen 

Of  many  a bonnie  brothel  and  shebeen 
Which  bawds,  connived  at  by  policemen,  hold. 
I too  have  listened  while  the  Quay  was  coaled 
But  never  did  I taste  the  pure  obscene — 
Much  less  imagine  that  my  past  was  clean — 
Till  Krafft-Ebing  out  his  story  told. 

Then  I felt  rather  taken  by  surprise 
As  on  the  evening  when  I met  Macran, 

And  retrospective  thoughts  and  doubts  did 
rise: 

Was  I quite  normal  when  my  life  began? 
With  love  that  leans  toward  rural  sympathies 
Potent  behind  a cart  with  Mary  Ann? 

A faultless  performance,  it  mimicks  the 
syntax,  phrasing,  and  poetic  organization 
of  the  original;  it  is  a tour  de  force  in  which 
one  never  believes  that  Gogarty’s  craft  is 
ebbing.  One  also  gains  the  impression 
that  Gogarty’s  parody  is  based  on  personal 
knowledge,  an  insight  into  his  real  self,  re- 
vealing the  impact  of  experience  on  life, 
ruminated,  digested,  and  excogitated  into 
stylish  verse.  It  was  at  about  this  stage  of 
his  career  that  Gogarty  began  to  frequent 
the  various  places  of  evening  entertain- 
ment so  luridly  described  by  Joyce  in  the 
Circe  episode  of  Ulysses.  But  Gogarty 
never  qualified  for  the  coarse  jibe  hurled 
with  opprobrium  by  a whore  in  Joyce’s 
dramatization  of  that  scene:  “Trinity 

medical  . . . All  prick  and  no  pence!” 
Gogarty  was  able  to  pay  for  his  pleasures 
like  a gentleman. 

In  January,  1904,  Gogarty  went  off  to 
Worcester  College  at  Oxford  for  two  terms; 
both  Dowden  and  Macran  arranged  it, 
hoping  their  star  pupil  might  win  the  New- 
digate  prize  for  poetry  as  Wilde  had  done. 
Gogarty’s  insouciant  wit  and  drinking 
habits  endeared  him  to  the  dons  and  his 
fellow  students  at  Worcester,  but  the  New- 
digate  prize  went  to  G.  K.  A.  Bell,  later 
Bishop  of  Chichester,  * and  Gogarty  earned 
only  honorable  mention.  His  lack  of  suc- 
cess might  have  been  due  to  the  fact  that 
the  prescribed  form  for  that  year  was  heroic- 
couplets,  a verse  pattern  uncongenial  to 
him,  which  he  associated  with  “Alexander 
Pope  and  all  the  bores  of  the  eighteenth 
century,  Goldsmith  excepted,”  a strange 
comment  from  the  man  who  half  a century 

* One  speculates  whether  Gogarty  was  the  later  author  of 
the  limerick  which  closes  with  the  line  “Made  the  Bishop  of 
Chichester’s  britches  stir.” 


later  claimed  his  goal  and  guiding  star  was 
“Atticism.”  One  speculates  that  had  Go- 
garty won  the  Newdigate  Prize,  he  might 
have  foresaken  medicine  for  a career  in  lit- 
erature. Possibly  Dowden  sent  him  to  Ox- 
ford in  the  hope  of  weaning  him  from  fol- 
lowing his  father’s  footsteps.  However,  if 
this  thought  was  latent  in  Gogarty’s  mind 
or  in  Dowden’s,  it  was  confided  to  no  one 
nor  committed  to  paper.  Gogarty,  who 
had  become  friendly  with  Bell,  graciously 
acknowledged  that  Bell’s  was  the  better 
poem;  they  remained  good  friends  and  close 
correspondents  after  Gogarty  returned  to 
Dublin  to  complete  his  medical  studies. 

Gogarty,  Yeats,  Joyce,  and 
the  Irish  renaissance 

The  intellectual  ferment  in  Dublin,  which 
was  to  culminate  in  the  Irish  renaissance, 
had  its  roots  in  the  1880’s  and  even  earlier. 
Yeats’s  first  poems  were  published  in  1885, 
but  the  movement  did  not  begin  to  take 
shape  until  a few  years  later.  A conven- 
ient landmark  in  time  is  1892  when  Yeats’s 
first  play,  The  Countess  Cathleen,  starring 
Maud  Gonne,  was  produced.  In  the  same 
year  he  was  a founding  member  of  the  Irish 
National  Literary  Society,  and  in  1893  sev- 
eral of  his  essays  were  collected  and  pub- 
lished as  The  Celtic  Twilight.  Even  before 
this,  the  Theosophical  Society  had  been 
established  and  was  meeting  under  the 
leadership  of  George  William  Russell  ( AE ). 
By  the  time  Gogarty  entered  Trinity  the 
movement  had  attracted  a considerable 
number  of  young  Irish  students  and  lit- 
erary aspirants  who  were  receiving  then- 
inspiration  from  the  resurgence  of  the 
Bardic  tradition  and  the  old  Celtic  myths 
leavened  with  a touch  of  mysticism.  The 
mysticism  of  a noble  past  was  hortatory  for 
these  members  of  a declasse  minority  sen- 
sitized by  long  years  of  political  deprivation 
to  yearn  for  a degree  of  libertarianism. 
The  ancient  Irish  legends,  overlaid  with  an 
eclectic  “philosophy”  derived  from  such 
diverse  sources  as  Neoplatonism,  Sweden- 
borg, Madame  Blavatsky,  and  the  Upani- 
shads,  furnished  an  intellectual  rallying 
point  not  only  for  those  who  used  them  as 
the  motive  and  the  cue  for  political  action 
but  also  for  those  who  used  them  as  a nour- 
ishing source  for  a newly  found  sense  of 
cultural  identity.  Although  much  of  the 
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literature  produced  from  this  ferment  now 
seems  dated,  obscure,  and  lacking  in  defini- 
tion, it  was  then  real,  vital,  and  intense  to 
those  who  took  part  in  it. 

A backward  look  tells  us  that  only  Yeats 
and  Joyce  will  he  counted  as  major  figures, 
that  Yeats  developed  far  beyond  the  limita- 
tions of  this  background,  and  that  Joyce  ex- 
plicitly rejected  it  and  broke  violently  from 
it.  But  this  background  is  implicit  in 
their  creative  thought;  the  Irish  mythos  is 
almost  omnipresent  and  controlling  in 
Joyce  but  only  slightly  less  so  in  Yeats. 
Gogarty,  who  confined  his  literary  efforts  to 
occasional  poems  and  did  not  collect  them 
into  a book  until  1924,  remained  at  the 
periphery  of  the  movement,  engaged  with  it 
hut  never  wedded  to  it.  His  training  in  the 
empirical  discipline  of  medicine  and  his  in- 
tellectual bond  with  classical  literature 
made  it  impossible  for  him  to  accept  the 
bardic-mythic-mystic  as  his  natural,  com- 
fortable stance.  In  an  age  of  myth-makers 
Gogarty  remained  anecdotal;  in  an  era  ad- 
dicted to  symbolism,  Gogarty’s  rhetoric 
was  founded  on  personification. 

Gogarty  first  met  Yeats  in  1901,  prob- 
ably at  a meeting  of  the  Irish  National 
Literary  Society.  Yeats  was  thirteen 
years  older  and  had  been  established  for 
over  a decade  as  a leader  in  Dublin  literary 
circles  outside  Trinity  College.  Gogarty 
stood  a bit  in  awe  of  Yeats,  recognizing  him 
as  a man  set  apart,  and  Yeats  generously 
encouraged  the  younger  man  to  develop 
his  literary  gifts.  Partly  because  of  the 
difference  in  age  and  status,  partly  because 
Yeats  spent  a good  deal  of  his  time  out  of 
Dublin,  either  at  Coole  Park,  Lady  Greg- 
ory’s estate  in  County  Galway,  or  in 
London,  Gogarty  and  Yeats  did  not  be- 
come close  friends  until  the  1920’s.  Occa- 
sionally in  Gogarty’s  poems  there  is  a hint  of 
Yeats’s  diction: 

Thwart  in  the  world  I control  are  many 
seasons. 

Many  climes  and  characters  obedient  to  a 
spell; 

I turn  to  human  grandeur’s  most  exalted  voice 
for  reasons. 

And  not  the  least,  that  Virgil  led  a soul 
estranged  from  Hell. 

Even  at  his  most  Yeatsian,  Gogarty’s  frame 
of  allusion  is  to  the  classics.  Although 
Yeats’s  subject  and  substance  remained 
alien  to  Gogarty’s  canon,  their  friendship 


ripened  over  the  years  and  continued  until 
Yeats’s  death  in  1939.  Among  Gogarty’s 
more  eloquent  poems  is  his  “Elegy  on  the 
Archpoet  William  Butler  Yeats  Lately 
Dead”  which  reads  in  part: 

We  might  as  well  just  save  our  breath. 
There’s  not  a good  word  to  be  said  for  Death 
Except  for  the  great  change  it  brings; 

For  who  could  bear  the  loveliest  Springs 
Touched  by  the  thought  that  he  must  keep 
A watch  eternal  without  sleep? 

But  yet  within  the  ends 
Of  human,  not  eternal  things, 

We  all  resent  the  change  it  brings: 

Chiefly  the  loss  of  friends  . . . 

Here,  solitary,  I bereft 
Of  all  impulse  of  praise,  am  left 
Without  authority  or  deft 
Example  in  a rhyme. 

There  never  was  a poet  yet 
Could  put  another  more  in  debt  . . . 

It  is  a touching  tribute,  classically  re- 
strained and  yet  more  personal  than  Au- 
den’s often  quoted  elegy.  When  Yeats 
died,  Gogarty  had  already  severed  his  ties 
with  Dublin.  There  were  but  few  survivors 
of  the  brave  days  at  the  turn  of  the  century, 
and  Gogarty  knew  that  his  personal  world 
could  never  be  rebuilt. 

Gogarty’s  relations  with  Joyce  were  of  a 
different  order.  Joyce,  four  years  Go- 
garty’s junior,  had  also  been  a student  at 
Clongowes  Wood  College,  but  they  did  not 
meet  until  1902  when  Gogarty  was  at 
Trinity.  Joyce’s  father  was  a drunkard, 
and  the  Joyces  were  descending  in  the  so- 
cial order.  There  are  varying  accounts  of 
their  meeting;  anecdotes  outrun  the  laws 
of  probability.  Most  likely,  Joyce  and 
Gogarty  met  at  the  National  Library 
shortly  after  Joyce  returned  from  Paris 
where  he  had  made  an  abortive  attempt  to 
become  a medical  student.  A mutual  love 
of  poetry  and  a shared  skill  at  parody  made 
them  boon  companions.  Joyce  went  off  to 
Paris  again  early  in  1903  but  soon  returned, 
and  Gogarty  set  about  teaching  him  how  to 
drink.  The  ill-assorted  pair,  Gogarty  the 
dandy  and  Joyce  down-at-the-heels,  went 
roaring  through  Dublin,  drinking  and 
whoring,  mocking  the  Ascendancy  and  the 
Church.  When  Gogarty  went  off  to  Ox- 
ford, he  continued  to  correspond  with 
Joyce;  examples  of  their  ribald  letters  still 
survive,  such  as  Gogarty  to  Joyce  in  bib- 
lical parody: 

This  epistle  pleaseth  me.  Thou  art  yet  in 
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London,  but  tarry  a little  while  and  thou  shalt 
see  me.  Thy  remarks  concerning  chastity 
pained  me,  but  not  so  rriueh  as  chastity. 
Most  marvelous  foul  sin  in  chiding  sin,  when 
thou  thyself  hast  been  a libertine. 

In  a later  “epistle”  Gogarty  congratulates 
Joyce  on  his  having  received  the  “stig- 
mata” following  an  encounter  with  Venus 
in  the  form  of  a slut  from  the  docks. 

When  Gogarty  returned  to  Dublin  in  the 
summer  of  1904,  he  and  Joyce  were  re- 
united. Joyce  had  found  the  Martello 
Tower  at  Sandycove;  it  could  be  rented  for 
£8  a year.  Gogarty  plunked  down  the 
money,  and  Joyce  plunked  down  his  violin 
as  a symbol  of  possession.  According  to 
Joyce’s  biographer,  Ellmann,1  they  moved 
in  on  September  9,  and  Joyce  left  in  a huff 
on  September  19.  It  is  somewhat  difficult 
to  reconcile  this  dating  with  a letter  cited 
by  O’Connor,2  Gogarty’s  biographer,  dated 
August  27  in  which  Gogarty  writes  that  he 
had  “broken  with  Joyce,”  but  in  general 
Ellmann  is  precise  about  time  and  place, 
and  O’Connor  is  less  reliable.  If  we  ac- 
cept Ellmann’s  version,  their  entire  joint 
tenancy  of  the  Martello  Tower  lasted  only 
ten  days,  ten  days  that  seem  to  have  shaken 
the  literary  world. 

The  Martello  Tower  was  one  of  a series 
of  fortifications  which  the  English  had 
erected  to  protect  Dublin  after  the  threat 
of  the  Napoleonic  Wars.  By  1904  they 
were  obsolete,  mute  sentinels  of  a bygone 
folly,  ranged  along  the  seacoast  north  and 
south  of  the  city.  A visit  today  shows  that 
Gogarty  and  Joyce  were  not  living  in 
luxury,  not  even  with  conveniences  and 
amenities.  The  narrow  windows  of  the 
barbican  admit  but  little  light,  and  the 
living  quarters,  located  in  the  upper  story, 
consist  of  one  large,  stone-walled  room  with 
a fireplace  which  served  them  as  bedroom 
and  sitting  room.  Primitive  culinary  facil- 
ities are  on  a lower  level.  The  charm  of 
the  place  lay  not  in  its  comfort  but  in  its 
panoramic  view  of  Dublin  and  the  bay. 
For  the  few  days  Gogarty  and  Joyce  shared 
these  quarters,  they  used  them  as  a base 
from  which  to  make  forays  into  Dublin  to 
“unzip  the  virgins  and  insult  the  meek,” 
and  to  write  innumerable  parodies,  epi- 
grams, and  broadsides,  none  of  which  have 
been  preserved.  While  Gogarty  continued 
with  his  medical  studies  and  swam  daily 
from  the  beach  at  the  foot  of  the  Tower, 
Joyce  earned  a modest  pittance  teaching 


school.  Soon  they  had  a third  roommate, 
Samuel  Chenevix  Trench,  the  son  of  Arch- 
bishop Trench,  a keen  student  of  Gaelic 
whom  Gogarty  had  met  at  Oxford. 

There  were  two  major  versions  of  the 
falling  out,  each  with  variations.  The  pro- 
Gogarty  faction  would  have  it  that  Joyce’s 
self-conscious  artistic  pose  became  insuffer- 
able. During  this  period  Joyce  is  supposed 
to  have  modelled  himself  on  what  he  had 
learned  about  Rimbaud  on  his  trips  to 
Paris,  even  adopting  Rimbaud’s  trick  of 
making  unpleasant  remarks  about  people 
who  had  befriended  him.  This  is  given  as 
the  basis  for  Gogarty’s  letter  to  a friend  at 
Oxford,  dated  August  27: 

I have  broken  with  Joyce.  His  want  of 
generosity  became  inexcusable.  He  lam- 
pooned Yeats,  /E,  Colum,  and  others  to 
whom  he  was  indebted.  A desert  was  re- 
vealed which  I did  not  think  existed  amid 
the  seeming  luxuriance  of  his  soul. 

The  pro-Joyce  faction  points  out  that  even 
in  their  friendship  there  was  always  an  ele- 
ment of  rivalry.  Given  two  highly  artic- 
ulate individuals,  neither  likely  to  spare 
another’s  tender  feelings,  friction  was  in- 
evitable. It  is  possible  that  Gogarty  had 
latent  feelings  that  Joyce  might  continue  to 
be  dependent  on  him.  It  is  equally  pos- 
sible that  Joyce,  who  took  literature  very 
seriously,  adopted  a patronizing  view 
toward  Gogarty’s  frivolous  attitude. 
However,  the  official  story  of  the  denoue- 
ment is  that  on  the  night  of  September  18 
Trench  began  to  scream  in  a nightmare;  he 
woke  up  sufficiently  to  take  his  revolver 
and  fire  a few  shots  at  a “black  panther” 
which  was  pursuing  him,  then  fell  back  to 
sleep.  Joyce  was  a bit  alarmed.  Soon 
Trench  began  to  scream  about  the  “pan- 
ther” again,  but  Gogarty,  who  had  removed 
the  revolver  from  Trench’s  reach,  called 
out,  “Leave  him  to  me!”  and  fired  a fusil- 
lade at  some  pans  on  a shelf  above  Joyce’s 
cot.  According  to  Ellmann1: 

The  terrified  Joyce  considered  this  fusillade 
his  dismissal;  he  dressed  and  left  in  the  rain 
without  a word  on  September  19.  His  re- 
venge, he  told  Cosgrave,  would  come  later  in 
the  pages  of  Stephen  Hero. 

In  later  years  Gogarty  used  to  refer  to 
himself  as  “an  accessory  before  the  fact”  in 
relation  to  Ulysses,  hut  actually  at  the 
time  of  the  Martello  Tower  episode  Joyce 
was  in  the  midst  of  the  stories  which  corn- 
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prise  Dubliners,  and  Stephen  Hero  was  still 
germinating  slowly  in  his  mind.  The  inci- 
dent has  been  much  magnified  hy  littera- 
teurs. Had  Joyce  not  left  Ireland  on  Oc- 
tober 12  with  Nora  Barnacle  whom  he  later 
married,  it  is  more  than  likely  that  Go- 
garty  and  Joyce  would  have  resumed  rela- 
tions, granted,  of  course,  the  usual  ups  and 
downs  which  Joyce  had  with  so  many  of  his 
contemporaries. 

Joyce’s  parting  shot  was  his  broadside, 
The  Holy  Office,  in  which  he  told  off  all  the 
literary  folk  of  Dublin;  but  within  a year  he 
and  Gogarty  were  corresponding.  Go- 
garty  took  his  medical  degree  at  Trinity  in 
1906  and  went  to  Vienna  in  1907  to  take  a 
graduate  course  in  ear,  nose,  and  throat 
surgery.  Plans  were  broached  for  Joyce, 
who  was  then  living  in  Trieste,  to  visit  with 
Gogarty,  but  they  did  not  materialize,  pos- 
sibly thwarted  by  Joyce’s  brother  Stanis- 
laus who  viewed  Gogarty  as  a tempter  who 
might  divert  liis  brother  from  the  cause  of 
art.  When  Joyce  returned  to  Dublin  for  a 
visit  in  1909,  he  saw  Gogarty;  differing  ac- 
counts have  been  given  by  axe-grinding 
litterateurs,  but  it  was  the  last  occasion  on 
winch  they  did  meet.  The  1909  visit  is 
memorable;  it  was  then  that  Joyce  made 
liis  contract  with  Maunsel  and  Company  to 
publish  Dubliners,  an  agreement  they  dis- 
honored in  1912  when  the  printing  was  de- 
stroyed. Gogarty  had  admired  the  realism 
of  Dubliners,  and  his  sympathies  were  with 
Joyce  when  he  returned  to  Ireland  in  1912 
in  a vain  effort  to  enforce  his  contractual 
rights;  however,  there  was  no  opportunity 
for  them  to  meet  on  that  visit.  Joyce 
never  set  foot  in  Ireland  again;  his  bitter 
polemic,  Gas  from  a Burner,  is  the  last  word 
on  that  score.  However,  the  cleavage  be- 
tween them  was  fundamental:  Joyce  waged 
literature  like  a battle;  Gogarty  played  it 
as  a game. 

By  1912  Gogarty  was  a busy  and  fash- 
ionable surgeon,  devoting  most  of  his  time 
to  otorhinolaryngology.  He  had  married 
in  1906  and  had  three  children.  In  1908 
he  opened  a home  and  office  in  an  elegant 
town  house  at  15  Ely  Place  near  George 
Moore’s  residence.  He  never  lacked  for 
patients,  as  he  was  easily  the  most  amusing 
and  charming  doctor  in  Dublin.  In  almost 
no  time  at  all  he  was  driving  a Rolls-Royce; 
a few  years  later  he  added  a Mercedes-Benz 
to  his  “stable.”  He  purchased  a country 


estate  at  Renvyle  with  good  fishing,  and  he 
moved  in  the  most  posh  circles  in  both  the 
Anglo-Irish  community  and  the  Irish  Re- 
publican movement. 

Gogarty’s  ultimate  distaste  for  Joyce  de- 
veloped after  1922  when  Ulysses  was  pub- 
lished. By  this  time,  after  some  seventeen 
years  of  devotion  to  the  Republican  cause, 
Gogarty  had  become  an  Irish  senator.  To 
find  the  riotous  mockery,  carousing,  and 
minor  foibles  of  his  salad  days,  chronicled 
by  a man  with  whom  he  had  shared  room 
and  board,  was  more  than  his  pride  or  fa- 
cade could  endure.  His  annoyance  was 
not  tempered  by  the  fact  that  Joyce  had 
been  an  accurate  observer;  in  fact,  that 
made  it  all  the  worse.  In  later  years  Go- 
garty remarked,  “I’m  the  only  figure  in 
Ulysses  who  swims,  shaves,  washes  his  neck, 
and  brushes  his  teeth.  There  isn’t  another 
person  in  the  work  who  has  the  slightest 
contact  with  soap  and  water.”  He  also 
found  a passage  which  he  interpreted  as  a 
slur  on  his  father;  hut  as  Gogarty’s  father 
had  died  in  1887  and  Joyce  never  knew 
him,  it  could  scarcely  have  been  a delib- 
erate insult.  However,  wounds  to  one’s 
self  esteem  cannot  be  sutured  and  do  not 
heal;  as  late  as  the  1950’s  Gogarty  continued 
to  cut  a poor  figure  on  lecture  tours  by  de- 
riding Ulysses  and  trying  to  cut  Joyce  down 
to  size  by  amusing  sallies  and  sly  witticisms 
which,  alas,  were  all  too  transparent. 

Yet  Joyce’s  picture  of  Buck  Mulligan  is 
not  displeasing.  Gogarty  was  lean  and 
sinewy;  he  might  legitimately  have  ob- 
jected to  being  depicted  as  “Stately, 
plump,”  but  Joyce  could  see  that  his  soul 
was  that  of  a mandarin.  Joyce  chose  his 
opening  symbols  with  a sure  hand:  the 

mirror  for  the  dandy  and  the  razor  for  the 
cutting  wit,  together  forming  a cross,  a 
symbol  of  suffering  jointly  shared  by  Joyce, 
Gogarty,  and  Christ — each  in  his  own  way, 
of  course.  The  yellow  dressing  gown 
barely  conceals  Buck  Mulligan’s  nakedness. 
Its  yellowness  suggests  the  estheticism  and 
libertinism  of  The  Yellow  Book  from  which 
the  literary  society  of  Britain  was  barely 
recovering  in  1904.  The  fact  that  the 
gown  is  ungirdled  suggests  that  like  Pro- 
metheus, Mulligan  was  unbound  and  ready 
for  action.  Joyce  was  a fine  custom  boot- 
maker, well  bespoke;  when  he  put  the  shoe 
on,  it  fit.  We  learn  more  about  young 
Gogarty  from  Joyce’s  picture  of  Mulligan 
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than  from  any  of  the  many  memoirs  Go- 
garty ever  published.  In  the  Circe  episode 
of  Ulysses,  Mulligan  makes  his  appearance 
in  Nighttown  clad  “in  particoloured  jes- 
ter’s dress  of  puce  and  yellow  and  a clown’s 
cap  with  curling  bell.”  Senators  cannot 
afford  to  be  painted  as  healthily  lecherous 
skeptics  nor  as  mockers  of  the  Church,  but 
all  the  internal  and  external  evidence  points 
to  the  fidelity  of  Joyce’s  portrait.  One 
wonders  whether  indeed  Gogarty  did  not 
pay  too  heavy  a price  when  he  doffed  his 
jester’s  costume  and  put  on  a toga,  reject- 
ing his  past. 

Gogarty  in  politics 

Gogarty  joined  the  Sinn  Fein  in  1905  and 
soon  became  an  adherent  and  close  friend 
of  Arthur  Griffith.  There  is  no  need  to  re- 
count the  shifting  allegiances,  factionalism, 
and  division  over  transient  issues  which 
beset  the  Irish  Republican  cause  for  two 
decades.  Suffice  it  to  say  that  Gogarty, 
like  Griffith,  did  not  espouse  a course  of 
violence  and  wished  Ireland  to  gain  inde- 
pendence peacefully  through  negotiation  of 
its  case  on  its  merits.  At  no  time  was  he 
anti-English;  he  had  far  too  many  friends 
of  his  own  class  in  England  who  were  sym- 
pathetic to  the  Irish  cause  for  him  to  mis- 
take the  government’s  policy  as  neces- 
sarily representative.  Yet  he  was  never 
deceived  about  the  nature  of  imperialism 
and  the  colonial  policy  it  engendered.  In 
later  years  he  wrote: 

Delusions  of  grandeur  is  the  form  of  in- 
sanity that  should  be  expected  in  an  English- 
man. Is  not  the  British  Empire  based  on 
delusions  of  grandeur?  Grandeur  for  its 
officials;  durbars  and  delusions  for  its  sub- 
jects. 

Gogarty  was  one  of  the  majority  in  the 
Dail  Eireann  who  followed  Arthur  Griffith 
and  Michael  Collins  in  urging  acceptance 
of  the  Anglo-Irish  Treaty  of  1921.  How- 
ever, Eamon  de  Valera  and  his  followers 
objected  strenuously,  especially  over  the 
unsettled  question  of  Northern  Ireland,  and 
a period  of  civil  disorder  broke  out. 
Griffith  was  elected  president  and  Collins 
was  second  in  command,  but  their  mod- 
erate policies  were  not  able  to  control  the 
disaffected  activist  factions,  and  violence 
continued.  On  one  occasion  Gogarty  was 
able  to  save  Collins’s  life  when  a hand  of 


IRA  auxiliaries  burst  into  his  office  looking 
for  Collins.  He  had  Collins  lie  down  on  his 
operating  table,  covered  him  with  a sheet, 
and  told  him  to  groan  as  if  in  pain.  The 
disguise  effected,  Gogarty  opened  his  door 
and  gave  the  auxiliaries  bloody  hell  for 
having  the  temerity  to  disturb  a doctor  in 
the  middle  of  an  operation.  However, 
Griffith  died  suddenly  in  August,  1922,  and 
ten  days  later  Michael  Collins  was  shot  and 
killed  in  an  ambush.  To  Gogarty  fell  the 
sad  duty  of  embalming  the  bodies  of  both 
his  friends.  After  Collins’s  murder  he 
wrote:  “There  is  a curse  on  Ireland  polit- 

ically; she  betrays  her  own  children.”  How 
true  that  was  he  was  to  find  out  only  later. 

Civil  disorder  continued,  but  the  govern- 
ment proceeded  systematically  to  set  up 
the  mechanism  of  administration.  The 
Senate  was  convened  in  December;  both 
Yeats  and  Gogarty  were  among  the  nom- 
inated members.  (One  recalls  that  Verdi 
was  a member  of  the  Italian  Senate  after 
the  unification  of  Itdly  some  fifty  years  pre- 
viously.) Being  an  Irish  senator  then  was 
risky  business;  in  November  the  insurgent 
forces  had  included  all  senators  among  the 
category  of  those  to  be  shot  at  sight.  In 
January,  1923,  a band  of  armed  men  gained 
access  to  Gogarty’s  house  in  Ely  Place  one 
evening  and  kidnapped  the  physician-sen- 
ator at  gunpoint.  They  drove  him  to  a 
house  on  the  banks  of  the  Liffey.  As  they 
left  the  car,  Gogarty  made  a typically 
brazen  remark,  “Aren’t  you  going  to  tip  the 
driver?”  Once  inside  the  house,  he  swiftly 
planned  a way  of  escape.  He  tried  a 
number  of  ruses  to  get  outside  near  the 
riverbank  but  was  unsuccessful.  Finally, 
pleading  that  his  bowels  were  loosening 
with  fright,  he  doubled  up  and  asked  to  be 
helped  outside.  Once  at  the  edge  of  the 
water,  he  threw  Ins  overcoat  over  the  heads 
of  his  captors  and  dived  into  the  frigid, 
treacherous  waters  of  the  Liffey.  A cold 
January  night  is  not  the  best  time  to  have 
to  swim  for  one’s  life  under  a fusillade  of 
bullets,  but  Gogarty  was  a strong  swimmer 
and  managed  to  reach  the  opposite  shore. 
As  he  dodged  bullets  in  the  icy  water,  he 
vowed  to  present  two  swans  to  the  river  it 
he  got  out  alive.  The  vow  may  have  been 
an  elaboration  after  the  fact,  but  he  did  ful- 
fill it,  and  his  first  book  of  poems,  An 
Offering  of  Swans  (1924),  commemorates 
the  heroic  episode. 
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The  following  month  the  antitreaty 
forces  burned  the  houses  of  37  senators, 
among  them  Renvyle,  Gogarty’s  mansion 
near  Connemara.  The  wanton  destruction 
of  his  personal  possessions  and  memorabilia 
made  him  justifiably  bitter.  His  life  had 
been  endangered  and  his  property  de- 
stroyed by  men  of  his  own  nationality 
for  whose  liberty  he  and  his  fellow  members 
of  the  Sinn  Fein  had  fought.  He  found  it 
irksome  to  continue  practice  in  Dublin, 
since  eight  soldiers  were  assigned  to  guard 
him  in  his  consulting  rooms.  He  also  dis- 
liked carrying  a revolver  as  the  govern- 
ment had  ordered  him  to  do.  Accordingly, 
in  May,  1923,  he  and  his  family  moved  to 
London,  and  he  opened  an  office  at  20  Gros- 
venor  Square.  His  professional  skill  and 
personal  charm  as  well  as  the  help  of  his 
many  London  friends  soon  secured  him  a 
comfortable  practice,  but  each  week  he  re- 
turned to  Dublin  to  attend  meetings  of  the 
Senate.  Once  established  in  London,  Go- 
garty  soon  became  one  of  the  “lions”  of  the 
social  season;  his  quick  ready  wit  and 
ability  as  a raconteur  made  him  a popular 
dinner  guest.  He  was  invited  to  the  salons 
of  Ladies  Leslie,  Leconfield,  Cunard, 
Colefax,  Ottoline  Morrell,  Islington,  and 
Ribblesdale,  and  Mrs.  Benjamin  Guinness. 
Not  being  a ladies’  man  at  heart,  he  soon 
grew  restive  in  London’s  high  society. 
Dublin  still  held  him,  and  in  February, 
1924,  he  closed  his  English  practice  and  re- 
turned to  15  Ely  Place. 

Gogarty  continued  as  a senator  until 
1936.  He  lacked  a political  base  and  was 
openly  hostile  to  de  Valera  whom  he  de- 
scribed as  “a  Spanish  onion  in  an  Irish  stew.” 
The  feeling  was  reciprocated,  and  Gogarty 
was  never  allowed  much  influence.  He 
was  an  eloquent  speaker  on  the  rare  oc- 
casions when  he  felt  moved  to  speak,  but  he 
could  initiate  no  legislation.  As  befitted  a 
physician  with  humanitarian  principles,  he 
advocated  and  supported  legislation  to  im- 
prove public  health,  better  hospital  facili- 
ties, and  improved  housing.  Typical  of 
his  style  in  the  Senate  is  an  excerpt  from  a 
speech  in  favor  of  a housing  project: 

Politics  gave  me  an  opportunity  to  put  into 
effect  that  which  was  borne  in  on  me  as  of  the 
first  importance  by  my  experience  as  a doc- 
tor— the  abolition  of  slums.  A one-room 
tenement  breeds  twice  as  much  tuberculosis 
as  two  rooms.  Housing  is  the  key  not  only  to 
health  but  to  morale  . . . There  are  many 


difficulties  in  the  way  of  slum  clearance.  Not 
the  least  of  these  is  the  slum  snob.  “Many  a 
good  man  was  born  in  a slum” — that  I have 
heard  in  the  Senate.  But  why  should  a good 
man  have  to  be  born  in  a slum? 

When  de  Valera  abolished  the  Senate  in 
1936,  Gogarty  was  probably  not  sorry  to 
leave  public  office.  He  was  approaching 
his  sixtieth  year;  his  books  had  been  highly 
praised;  a bit  of  time  to  write  and  some 
time  for  medical  practice  seemed  a pleasant 
way  to  round  out  his  years  in  Dublin. 
However,  the  daily  life  of  a physician  and 
senator  probably  did  not  afford  Gogarty  as 
much  of  the  limelight  as  he  would  have  en- 
joyed. Modesty  was  a sin  he  never  com- 
mitted, and  the  aura  around  a back- 
bencher’s head  can  barely  be  seen  to  glow. 
By  1936  he  must  have  looked  back  fondly 
on  1924  as  the  high  water  mark  of  his  ca- 
reer. That  year,  after  his  return  from 
London,  he  had  organized  the  Tailteann 
games,  a brilliant  festival  of  sports;  his 
book,  An  Offering  of  Swans,  had  won  the 
Tailteann  prize  for  poetry;  he  had  staged  a 
delightful  semipublic  ceremony  of  offering 
Ins  two  swans,  procured  from  Lady  Lecon- 
field’s  lake  at  Petworth  House  in  Sussex,  to 
the  River  Liffey;  he  had  presided  over  the 
Dublin  horse  show.  What  greater  glory? 
However,  he  left  the  Senate  with  no  regrets. 

Gogarty  the  writer 

Apart  from  his  early  poems,  scattered  in 
the  ephemeral  journals  of  the  Irish  literary 
renaissance,  Gogarty’s  first  published  works 
were  medical.  As  a rising  young  surgeon 
eager  to  make  his  mark  in  Dublin’s  oto- 
rhinolaryngologic circles,  he  attended  med- 
ical meetings  with  some  regularity  and,  in  a 
modest  way,  contributed  his  professional 
experience  to  them.  Thus,  in  1910  Go- 
garty3 reported  on  a patient  with  lateral 
sinus  thrombosis  whom  he  treated  by  re- 
section of  a segment  of  the  internal  jugular 
vein,  a desperate  attempt  to  save  an  unfor- 
tunate young  girl  who  was  beyond  medical 
help.  A few  months  later  he  gave  Ins 
colleagues  an  account  on  ethmoidal  em- 
pyema presenting  as  trigeminal  neuralgia, 
an  uncommon  clinical  picture.4  The  fol- 
lowing year  he  published  an  address  given 
to  a local  medical  group  recommending 
regular  medical  examinations  for  school 
children,  surely  a creditable  idea  for  a 
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country  whose  medical  standards  were  as 
backward  as  Ireland’s  at  that  time.6  At 
about  that  time  he  became  a Fellow  of  the 
Royal  College  of  Surgeons  of  Ireland,  and 
further  contributions  to  medical  literature 
ceased.  Gogarty’s6  only  other  appearance 
in  the  medical  press  occurred  after  a lapse 
of  some  three  decades  when  he  wrote  the 
obituary  on  his  friend  Sir  Robert  Woods 
shortly  before  he  left  Dublin.  Fortu- 
nately, his  reputation  as  a writer  does  not 
rest  on  these  meager  pieces. 

Actually,  An  Offering  of  Swans  was  not 
really  Gogarty’s  first  book.  In  1916,  the 
year  of  the  Easter  uprising,  he  had  printed 
a small  edition — five  copies — of  a collection 
of  Rabelaisian  poems  titled  Hyperthuleana, 
and  in  1918  he  published  a pamphlet  of 
eight  poems  called  The  Ship  illustrated  with 
drawings  by  Jack  Yeats,  the  poet’s  brother. 
However,  his  real  career  as  a published 
writer  did  not  begin  until  1924  when  he  was 
forty-six  years  old. 

Gogarty’s  affinity  for  the  literary  life  de- 
veloped slowly.  His  duties  as  a physician 
and  senator  gave  him  little  time  for  writing, 
and  his  social  life  was  filled  with  countless 
diversions:  aviation,  fishing,  and  trotting 
around  the  countryside  with  friends  to 
visit  other  friends.  He  continued  to  write 
poems  on  occasion  during  the  1920’s  and 
early  1930’s.  Wild  Apples  (1928)  and 
Others  to  Adorn  (1938)  contain  most  of  these 
poems,  and  both  collections  received  warm 
praise  from  many  reviewers.  On  one  oc- 
casion Gogarty  attempted  a play;  it  has 
been  mercifully  forgotten.  He  did  not 
command  serious  attention  from  a wide  seg- 
ment of  the  reading  public  until  after  he 
had  retired  from  the  Senate;  until  he  was  a 
doctor-senator  who  wrote.  The  decisive 
book  was  titled  As  I Was  Going  Down  Sack- 
ville  Street  (1937). 

Sackville  Street  was  renamed  O’Connell 
Street  after  Ireland  had  gained  independ- 
ence. The  old  name  recalls  not  only  the 
status  quo  ante  helium  and  the  Anglo-Irish 
ascendancy  of  Gogarty’s  youth  and  young 
manhood  but  also  the  memory  of  Lionel 
Sackville,  seventh  earl  and  later  first  duke 
of  Dorset  and  twice  lord  lieutenant  of  Ire- 
land under  George  II.  Gogarty’s  choice  of 
title  was  not  only  a deliberate  archaism  but 
was  also  a thrust  at  de  Valera’s  official  policy 
of  exaggerated  cultivation  of  everything  Erse 
and  Gaelic  at  the  expense  of  the  other  cul- 


tural streams  in  Ireland’s  heritage.  It  was 
at  about  this  time  that  Gogarty  said  that 
de  Valera  was  the  worst  thing  that  had 
happened  to  Ireland  since  Cromwell. 

The  book  itself  is  a disjunctive,  even  dis- 
orderly sequence  of  reminiscences  of  the 
Dublin  scene  of  the  past  forty  years.  Go- 
garty mixes  literary  and  political  gossip  and 
anecdote  with  a free  hand,  skipping  at 
random  and  with  blithe  disregard  for  chro- 
nology from  one  amusing  episode  to 
another.  Vignettes  about  the  high  and 
mighty  are  leavened  with  tidbits  about  the 
everyday  people  of  the  city;  in  America  the 
book  could  just  as  well  have  been  titled 
Main  Street.  It  gives  the  impression  that 
Gogarty  decided  to  write  as  he  talked,  re- 
creating the  clever  barroom  talk  of  Davey 
Byrne’s  and  Fanning’s.  Within  its  limited 
scope  it  is  a minor  masterpiece;  it  captures 
the  flavor  and  surface  mien  of  a colorful 
city  and  its  characters.  One  memorable 
chapter  recounts  a somewhat  haphazard 
series  of  adventures  through  the  country- 
side with  Tyrrell;  we  learn  with  delight  that 
Tyrrell  was  the  author  of  the  celebrated  ob- 
servation, “There’s  no  such  thing  as  a 
large  whiskey!”-  Ireland’s  contribution  to 
the  relativity  of  the  quantum  theory.  Is 
it  “the  spirit  of  the  age”  or  the  age  of  the 
spirits  that  counts? 

Shortly  after  the  book  was  published,  a 
man  named  Henry  Morris  Sinclair  sued 
Gogarty  for  libel  alleging  that  two  passages 
were  defamatory  of  him.  They  had  to  do 
with  an  old  shopkeeper  and  usurer  who  en- 
ticed small  girls  into  his  office  for  sexual 
purposes  and  the  assertion  that  the  old 
man’s  grandchildren  had  inherited  his 
tastes  for  this  diversion.  Sinclair  claimed 
that  his  grandfather  had  been  accused  of 
“interfering”  with  small  girls,  and  that  the 
passage  indirectly  identified  him  as  sharing 
this  predilection  and  doing  likewise.  On 
its  face  the  action  seemed  absurd  and  ill- 
founded,  as  did  also  Sinclair’s  claim  that 
some  scurrilous  verses  elsewhere  in  the  book 
also  referred  to  him.  When  it  came  to 
trial,  the  case  was  a sensation  in  Dublin. 
Although  few  people  took  Sinclair’s  claim 
seriously,  a jury  none  the  less  awarded  him 
a verdict  of  £900  plus  costs.  Gogarty 
estimated  that  the  whole  affair  had  cost 
him  about  £2,000. 

Angry  and  bitter  at  being  so  treated  by 
his  fellow  townsmen,  Gogarty  soon  decided 
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to  leave  Dublin.  He  opened  an  office  in 
Upper  Wirnpole  Street  in  London  and 
began  to  practice  ear,  nose,  and  throat  sur- 
gery there.  He  also  began  to  contribute 
articles  on  a variety  of  subjects  to  news- 
papers, especially  Lord  Beaverbrook’s 
“Evening  Standard,”  and  he  made  many 
appearances  on  the  BBC  and  the  lecture 
circuit.  In  the  meantime  he  published  two 
more  books:  I Follow  St.  Patrick  (1938), 

a blend  of  light  scholarship  and  colorful 
travels  around  the  map  of  Ireland  to  the 
diverse  places  associated  with  that  saint’s 
name  and  reputed  peregrinations,  and 
Tumbling  in  the  Hay  (1939),  a series  of 
recollections  of  his  days  as  a medical  stu- 
dent, written  in  the  loose,  discursive  style  of 
Sackville  Street.  Both  books  have  charm, 
hut  their  specific  gravity  is  light;  we  are 
told  that  the  war  interfered  with  their  sales. 

Gogarty  had  committed  himself  to  a 
lecture  tour  in  the  United  States  scheduled 
to  start  in  September,  1939.  When  war 
broke  out  in  August,  he  volunteered  for  the 
Royal  Airforce  Medical  Corps  but  was  re- 
jected because  of  his  age.  Accordingly,  he 
set  off  for  the  States  to  fulfill  his  contract 
and  did  not  return  to  Britain  for  five  years. 
Gogarty  found  New  York  much  to  his 
liking.  He  thought  of  continuing  his  med- 
ical practice,  but  decided  against  it  when  he 
found  he  would  have  to  sit  for  a licensing 
examination.  He  soon  found  he  could 
make  a comfortable  living  by  writing  ar- 
ticles and  lecturing.  His  articles  appeared 
in  the  Atlantic  Monthly,  Vogue,  Harper's, 
Esquire,  and  other  slick-cover  magazines; 
he  was  also  able  to  sell  his  poems  to  similar 
publications.  Two  novels,  Going  Native 
(1941)  and  Mad  Grandeur  (1943)  were  not 
conspicuously  successful,  but  life  for  once 
was  pleasant  and  relatively  carefree.  With- 
out any  difficulty  Gogarty  became  a wel- 
come drinking  companion  among  the  New 
York  publishers  and  writers;  wherever  he 
went  he  was  an  irresistible  raconteur. 

In  this  fashion  he  lived  out  the  last  eight- 
een years  of  a literary  life  of  irrepressible 
gaiety.  His  two  greatest  triumphs  were 
the  publications  of  his  Collected  Poems  in 
1951  and  his  “unpremeditated”  autobiog- 
raphy, It  Isn't  This  Time  of  Year  At  All, 
in  1954.  The  latter  can  be  described  only 
as  a delightful  and  amusing  book.  Go- 
garty was  much  too  coy  to  tell  a straight 
narrative,  filling  in  the  dates,  dotting  the 


i’s,  and  crossing  the  t’s.  As  in  Sackville 
Street  and  Tumbling  in  the  Hay  he  creates  a 
well-seasoned  Irish  stew  and  leaves  it  to  the 
reader  to  superimpose  order  on  the  flux  of 
his  tale.  The  former  senator  from  Ireland 
became  an  American  citizen,  but  he  did  not 
turn  his  back  completely  on  the  “ould  sod” 
which  had  done  him  dirt.  He  paid  several 
visits  to  Ireland  between  1945  and  1954 
and  was  contemplating  another  when  he 
died  in  New  York  of  a heart  attack  at  the 
age  of  seventy-nine.  They  buried  him 
near  Renvyle  in  Connemara. 

Gogarty’s  literary  reputation  will  sur- 
vive chiefly  in  his  poems.  In  the  introduc- 
tion to  his  edition  of  the  Oxford  Book  of 
Modern  Verse  Yeats  wrote  of  him: 

Irish  by  tradition  and  many  ancestors,  I 
love,  though  I have  nothing  to  offer  but  the 
philosophy  they  deride,  swashbucklers,  horse- 
men, swift  indifferent  men;  yet  I do  not 
think  that  is  the  sole  reason,  good  reason 
though  it  is,  why  I give  him  considerable  space, 
and  think  him  one  of  the  great  lyric  poets  of 
our  age. 

Although  Yeats  was  a close  friend,  his 
standards  were  high,  and  latter-day  readers 
should  take  his  praise  of  Gogarty  as  a lyric 
poet  quite  seriously.  Gogarty  was  best  in 
short-line  verse  forms,  much  in  the  same 
way  Herrick  was,  even  bearing  a morpho- 
logic resemblance  to  his  contemporary 
Housman  who  was  also  a classicist.  Go- 
garty has  a bright  freshness  and  joie  de 
vivre  which  he  shares  with  Herrick  and 
none  of  Housman’s  studiously  rehearsed 
pessimism.  Unlike  the  gloomy,  intro- 
verted don,  Gogarty  had  a classicist’s  sense 
for  the  balance  of  this  world,  for  good  and 
evil,  sacred  and  profane,  thesis  and  antith- 
esis, this  world  and  the  next. 

Was  there  ever  Beauty  yet 
Time  forgot  to  counteract? 

If  by  Sorrow  unbeset. 

Did  her  city  go  unsacked; 

Nor  some  accident  disguise 
The  Immortals’  jealousies? 

Beauty  never  comes  on  earth 
But  an  equal  Grief  is  born; 

Hidden,  maybe,  in  the  dearth 
Of  the  hours  ere  the  mom; 

Or  that  in  her  core  are  strife, 

Gain  of  Love  and  loss  of  Life. 

This  is  nothing  new  at  all: 

We  have  heard  it  all  before: 

Beauty  one  side  of  the  Wall, 

On  the  other  side,  the  War. 

Love  and  Death;  and  no  denying 
These  things  do  not  end  by  dying. 
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It  is  easy  to  undervalue  Gogarty  because 
he  said  serious  things  with  a light  touch. 
Readers  who  expect  their  poets  to  be 
oracular  and  portentous,  their  poems  preg- 
nant with  meaning  at  “four  levels  of  com- 
munication including  the  anagogical,”  will 
find  little  to  interest  them  and  even  short 
shrift  from  Gogarty;  a profound  thinker  he 
was  not.  Not  unexpectedly  Gogarty  had 
the  knack  for  retelling  classical  legends  in 
contemporary  guise,  and  two  of  his  poems, 
“Leda  and  the  Swan”  and  “Europa  and  the 
Bull,”  must  be  counted  among  his  suc- 
cesses. In  his  Collected.  Poems  the  former 
is  placed  in  the  section  subtitled  “Love  and 
Beauty”  (along  with  a droll  piece  called 
“An  Appeal  from  the  Judgment  of  Paris” ) 
and  the  latter  classed  among  “Satires  and 
Facetiae.”  The  distinction  seems  a bit 
artificial;  except  in  his  elegies  there  was  al- 
ways just  a hint  of  satire  in  Gogarty;  the 
cloven  hoof  is  always  about  to  peek  through 
the  foliage.  Gogarty  was  always  on  guard 
lest  he  or  his  friends  take  him  or  themselves 
too  seriously;  moving  as  he  did  among  the 
great  and  near-great,  he  had  a physician’s 
eye  for  their  mortality.  In  Ins  “public 
poems,”  the  Odes  and  Addresses,  he  treats 
his  contemporaries  as  if  they  were  human 
beings  rather  than  cast  in  heroic  moulds. 
An  excerpt  from  a longish  poem  to  Au- 
gustus John  who  painted  his  portrait  (Fig. 
1)  in  the  1930’s  reveals  the  deftness  of  Go- 
garty’s  light  touch: 

Geese  that  never  more  may  tell 
Who  attempts  their  citadel — 

Geese  that  fledged  Augustus  John 
Till  he  seemed  to  be  a swan, 

Steering  through  the  clear  ozone 
For  a Leda  of  his  own. 

Among  the  lyrics  are  many  short  de- 
scriptions of  the  Irish  landscape  he  loved 
and  an  equal  number  bearing  an  epigraph 


in  Latin,  each  with  its  own  particular  point. 
Their  common  denominator  is  not  found  in 
a consistent  point  of  view,  a fixed  attitude 
toward  life  and  the  things  and  people  in  it, 
but  rather  in  a simple  hedonism.  Gogarty 
enjoyed  things  as  they  were  and  for  what 
they  were  at  the  moment.  One  of  his 
most  effective  lyrics  recalls  the  attitude  of 
many  writers  in  the  Greek  Anthology,  and  its 
biographic  implication  is  clear: 

That  pleasant  Chinese  poet  Ching  Chih  Ho, 
Who  spent  his  time  in  fishing  with  no  bait, 

Recalled  at  last  from  exile,  would  not  go, 

Nor  leave  the  stream  where  he  could  medi- 
tate 

And  foil  all  interrupters  by  his  ruse, 

Sitting  beside  the  water  with  his  line; 

Was  it  a wonder  that  he  should  refuse, 

When  he  could  catch  his  rhythms  half  asleep, 

but  dreams 

He  made  in  idleness  and  turned  to  Song 
Can  still  delight  his  people.  As  for  me, 

I,  who  must  daily  at  enactments  look 
To  make  men  happy  by  legality, 

Envy  the  poet  of  that  baitless  hook. 

This  was  his  swan  song  as  a senator,  and 
within  a few  years  he  too  was  in  exile,  self- 
imposed  to  be  sure,  but  self-revokable. 
That  he  never  took  up  the  option  was  his 
own  affair.  He  bowed  out  with  grace  and 
wit,  no  false  regrets  at  having  spread  his 
talents  thin,  a physician  and  poet  who  was 
not  deceived  by  life  or  death. 
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Letters  to  the  Editor 


Early  detection  of  atherosclerotic 
heart  disease 

To  the  Editor:  Cardiologists  occasionally  see 

individuals  who  are  virtual  cardiac  cripples  as 
the  result  of  their  apprehension  about  relatively 
minor  changes  in  electrocardiograms.  Careful 
examination  of  such  patients  most  often  reveals 
no  signs  or  symptoms  of  heart  disease  other 
than  the  abnormalities  noted  on  electrocardio- 
grams. The  work  of  Graybiel1  and  others 
indicates  that  many  abnormalities  noted  on 
electrocardiograms  do  not  reflect  significant 
heart  disease.  They  may,  in  fact,  merely 
represent  normal  variants  in  completely  healthy 
individuals.  This  is  confirmed  by  our  own 
experience  in  reviewing  more  than  100  electro- 
cardiograms each  day  taken  during  routine 
health  examinations. 

Every  physician  is  aware  of  the  extreme  over- 
reaction by  a patient  to  any  finding  of  disease, 
functional  or  organic,  in  the  heart.  The  lack 
of  understanding  by  the  medically  unsophisti- 
cated layman  of  the  physiology  of  the  healthy 
and  of  the  diseased  heart  makes  explaining  even 
an  innocuous  functional  pulmonic  murmur  a 
delicate  task  for  the  conscientious  physician. 

During  recent  years  there  has  been  increasing 
emphasis  on  the  early  detection  of  atherosclerotic 
heart  disease.  Routine  postexercise  electro- 
cardiograms and  ballistocardiograms  have  been 
advocated  by  enthusiasts  in  this  field.  Post- 
exercise electrocardiograms  are  offered  as  part 
of  the  yearly  health  survey  at  the  annual  con- 
vention of  the  American  Medical  Association. 
Patients  and  the  public  ai-e  becoming  increas- 
ingly aware  of  these  studies  and  are  concerned 
when  they  are  omitted  from  routine  health 
examinations. 

I feel  it  is  time  for  the  medical  profession  to 
ask  the  advocates  of  such  studies  why  they 
should  be  done  as  part  of  routine  examinations. 
In  fact,  one  may  properly  ask  why  these  studies 
should  be  done  even  in  the  routine  investigation 
of  individuals  with  known  or  suspected  heart 
disease.  True,  the  occasional  patient  with 
chest  pain  may  test  the  physician’s  acumen  in 
determining  whether  or  not  the  pain  represents 
the  anginal  syndrome.  However,  it  is  the 
experience  of  many  cardiologists  that  if,  instead 
of  spending  the  time  necessary  to  perform  a post- 
exercise electrocardiogram,  time  is  utilized  to 
further  investigate  the  patient’s  history,  the 
postexercise  electrocardiogram  will  rarely  be 
necessary  to  diagnose  the  anginal  syndrome. 
While  I feel  these  precautions  are  not  necessary, 
I cannot  help  noting  that  Adams2  recommends 


that  the  following  equipment  be  available  when 
a Master  “2-step”  exercise  test  is  performed: 
An  emergency  drug  tray,  an  intravenous  infusion 
set,  oxygen,  airway  equipment,  and  a direct- 
current  defibrillator.  One  might  reasonably 
infer  that  he  does  not  fee!  the  test  is  entirely 
without  hazard. 

It  is  doubtful  if  anyone  reading  this  note  does 
not  have  atherosclerosis  of  his  or  her  coronary 
arteries.  All  physicians  are  aware  of  this  com- 
ponent of  the  aging  process.  However,  I,  for 
one,  have  no  desire  nor  do  I feel  it  is  necessary 
or  advantageous  to  have  this  further  documented 
on  myself  by  a postexercise  electrocardiogram 
or  a ballistocardiogram.  It  is  true  that  these 
studies  are  indicated  to  detect  early  heart 
disease  for  investigation  of  the  origin,  course, 
and,  possibly  in  the  future,  the  prevention  of 
atherosclerotic  heart  disease.  Unfortunately, 
the  layman  is  not  aware  that  this  is  the  only 
function  that  such  studies  perform. 

I feel  that  it  should  be  emphasized  that,  to 
date,  there  is  no  reliable  treatment  for  asympto- 
matic atherosclerotic  heart  disease  and  that  the 
“detection”  of  such  disease  by  studies  in  which 
false  positive  results  may  occur  only  serves  to 
alarm  the  layman,  and  possibly  the  professional 
individual,  unnecessarily. 

Discussing  asymptomatic  coronary  disease 
Master3  states:  “Much  can  be  done  for  the 

patient  with  asymptomatic  [coronary]  disease. 
Reduction  of  weight  if  obese,  control  of  hyper- 
tension or  diabetes,  cessation  of  cigaret  smoking, 
change  in  diet  of  those  with  high  cholesterol 
levels,  and  perhaps  the  prescription  of  the  new 
cholesterol  and  triglyceride  lowering  agents, 
the  leading  of  a more  physical  life  and  avoidance 
of  a sedentary  one,  correction  of  anemia  and 
hypothyroidism  are  all  helpful.”  I submit  that 
we  at  Life  Extension  Institute  recommend  each 
and  every  one  of  these  health  measures  when 
advising  our  examinees  of  the  results  of  their 
periodic  examinations,  even  in  the  absence  of 
any  evidence  of  coronary  insufficiency. 

I do  not  believe  that  more  than  a few  cardiol- 
ogists in  the  country  would  administer  medica- 
tion or  limit  the  activity  or  diet  of  individuals 
who  show  abnormalities,  such  as  T-wave  inver- 
sion, S-T  depression,  atrioventricular  or  intra- 
ventricular block,  and  so  forth,  on  electrocardio- 
grams, in  the  absence  of  any  other  signs  or 
symptoms  of  heart  disease.  Even  many  ar- 
rhythmias in  such  patients  do  not  warrant 
therapy. 

Routine  electrocardiograms  in  asymptomatic 
individuals  should  not  be  done  to  detect 
asymptomatic  atherosclerotic  heart  disease. 
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Rather,  they  serve  as  a base  line  on  which  to 
judge  changes  in  future  electrocardiograms 
when  the  patient  becomes  symptomatic. 

True,  on  rare  occasions,  serial  electrocardio- 
grams may  reveal  that  the  apparently  healthy 
individual  has  changes  indicating  heart  damage, 
occasionally  even  an  asymptomatic  myocardial 
infarction.  What  purpose  is  to  be  served  by 
emphasizing  this  to  the  patient  as  opposed  to  a 
passing  comment  about  “minor  changes”  if  we 
have  no  constructive  advice  to  give  to  the 
patient  to  prevent  further  heart  damage?  I 
do  not  believe  that  even  the  discovery  of  an  old, 
previously  unrecognized  myocardial  infarction 
warrants  entering  into  the  arguments  given  by 
proponents  of  informing  a patient  that  he  or  she 
has  cancer.  It  is  a far  cry  from  informing  an 
individual  that  his  electrocardiogram  shows  that 
he  had  some  “heart  damage  in  the  past  which  is 
completely  healed”  to  the  extreme  of  informing 
him  that  he  has  had  an  unrecognized  heart 
attack,  that  he  is  probably  unable  to  secure  life 
insurance,  and  that  he  runs  a serious  risk  of  a 
subsequent,  possibly  fatal  attack. 

All  physicians  are  aware  that  patients  may 
live  for  many  years  after  a serious  myocardial 
infarction.  Even  life  insurance  companies  are 
becoming  more  liberal  in  insuring  such  patients. 
Should  the  individual  spend  his  future  years 
living  in  constant  fear  of  another  heart  attack 
at  any  moment  or  should  he  be  merely  aware 
that  he  has  a “slightly  damaged  heart  muscle” 
and  then  carry  on  his  normal  activities?  Judi- 
cious administration  of  common  sense  advice 
to  avoid  excessive  exertion,  unguarded  swim- 
ming, and  so  on,  can  be  given  without  alarming 


Medicaid  directives 

To  the  Editor:  To  tell  the  members  of  our 

society  that  the  present  Medicaid  law  has  its 
obnoxious  aspects  would  be  simply  adding  a 
little  more  salt  to  the  obvious  wounds.  But 
what  may  be  escaping  the  attention  of  the 
majority  of  the  doctors  is  that  the  law  has  its 
fraudulent  medical  features  which  are  a detri- 
ment to  portions  of  the  public  it  is  intended  to 
serve. 

In  classical  bureaucratic  fashion,  where  the 
first  rule  is:  Never  let  the  ink  in  the  mimeo- 

graph machine  go  dry,  a blizzard  of  “directives” 
keeps  blowing  out  of  Albany.  Each  single  sheet 
may  be  as  fragile  and  innocuous  as  a single 
thread  in  a spider’s  web,  but  the  sum  of  these 
may  well  form  a concrete  cocoon  which  will  put 
the  practicing  physician  in  a straight  jacket. 

Three  recent  examples  will  illustrate  the 
point.  Every  medical  student  knows  that  the 
greatest  distress,  the  biggest  percentage  of  com- 
plications, and  the  best  opportunity  for  preven- 
tive medicine  in  pregnancy  occur  during  the  first 
trimester.  Under  a present  directive,  the  great 
majority  of  pregnant  women  who  most  need 
Medicaid  benefits  are  not  covered  until  after 


these  patients.  At  the  same  time  they  may  be 
reminded  to  consult  a physician  when  any 
symptoms,  cardiac  or  otherwise,  develop. 

A few  physicians  might  advocate  instituting 
long-term  anticoagulation  therapy  in  some  such 
cases,  but  I submit  that  in  our  present  state  of 
knowledge  concerning  both  the  course  of  athero- 
sclerotic heart  disease  and  the  effect  on  such 
cases  of  long-term  anticoagulation  therapy, 
such  management  is  suitable  only  for  experi- 
mental studies. 

Of  course  the  detection  of  a previously  un- 
recognized myocardial  infarction  by  routine 
electrocardiogram  is  not  a common  occurrence. 
Far  more  likely  is  the  discovery  of  fewer  diag- 
nostic changes  in  the  tracings. 

The  risk  of  precipitating  severe  iatrogenic 
illness  through  the  overemphasis  of  changes  in 
routine  electrocardiograms,  abnormal  post- 
exercise electrocardiograms,  or  ballistocardio- 
grams greatly  outweighs  any  possible  benefits  to 
the  individual  who  has  asymtomatic  athero- 
sclerotic heart  disease. 

Jack  R.  Harnes,  M.D. 

11  East  44th  Street 
New  York  City  10017 
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the  fourth  month  of  pregnancy.  In  matters  of 
obesity,  per  se,  despite  all  the  medical  research, 
clinical  experience,  and  statistical  evidence, 
Medicaid  beneficiaries  cannot  be  treated  despite 
the  fact  that  the  diet  of  the  average  Medicaid 
recipient  is  a nutritionist’s  nightmare.  A new- 
born child  of  a mother  who  is  a Medicaid 
recipient  cannot  receive  benefits  while  efforts 
are  being  made  to  appeal  to  the  claimed  father 
to  support  the  child. 

One  of  the  prime  rules  for  survival  of  the 
doctor  under  such  systems  would  seem  to  be, 
“It’s  not  the  law,  it’s  the  directives  that  will  kill 
you.” 

Each  county  medical  society  should  have  a 
committee  which  can  obtain,  read,  digest,  and 
criticize  these  directives  and  forward  their 
opinions  and  findings  to  a committee  of  the 
State  Medical  Society  for  action. 

It  is  a fact  of  life  that  medicaid  programs,  in 
some  form  or  other,  are  here  to  stay.  We  doc- 
tors must  control  and  direct  these  programs. 
Otherwise  the  public  health  conquistadors  may 
well  run  us  into  the  sea. 

Lester  Lando,  M.D. 

29  Main  Street, 

Mousey,  New  York  10952 
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NEW  YORK  STATE 
ACADEMY  OF  GENERAL  PRACTICE 


Twenty-first  Annual  Convention 


presents: 

NEW  HORIZONS 
IN  MEDICINE 


at  New  York  Hilton  Hotel,  New  York  City 


MAY  1»  Till! II  22ml  1!M»0 

Congress  of  Delegates May  18,  19,  1969 

Scientific  Assembly May  20,  21,  22,  1969 

President’s  Dinner May  21,  1969 


• Scientific  Program  • Scientific  Motion  Pictures 

• Scientific  Exhibits  • Technical  Exhibits 

SPECIAL  FEATURE 

Programmed  Individual  Teaching  Machines 

For  the  first  time  at  any  state  medical  society  meeting— 

LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  par- 
ticipation— question  and  answer  session.  A new  approach 
to  post  graduate  education. 

PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 

For  reservations:  Y Y S AGP 

84  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 


483 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0 i each.  Box  numbers,  50f*  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10<f  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 


434  New  York  State  Journal  of  Medicine  / February  1,  1969 


NEW  YORK  MEDICAL  COLLEGE 

offers 

Clinical  Seminars  in  the  Pathophysiology  of 
Hypertension  and  Renal  Disease 
Electrolyte  and  Acid-Base  Disorders 

The  seminars  present  the  latest  concepts  of  altered  physiologic  mechanisms  in  hyper- 
tension. renal  disease  and  electrolyte  disorders. 

The  discussion  of  physiologic  mechanisms  is  designed  to  assist  in  the  interpretation  of 
diagnostic  procedures  and  facilitate  individualized  appropriate  treatment  in  each  clinical 
entity. 

Course  is  under  the  direction  of  Dr.  Norman  Deane 
Wednesdays.  7:30-9:30  PM.  March  5- April  23,  1969  Tuition  $100 
For  additional  information:  Jane  C.  Wright.  M.D.,  Associate  Dean.  Division  of  Post- 
graduate Education.  New  York  Medical  College,  1249  Fifth  Avenue,  New  York,  N Y. 
l0029 


HOLBROOK  MANOR,  INC.  NKG 

Since  1946  Same  Management 
Five  Actee  of  Fenced  Pinewooded  Ground* 

SENILE— AGED 

Non-eectarian,  unbiased,  dietary  law*  observed 
Medical  Director,  O.  L,  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Hall-Brooke  Hospital  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 

Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Psychiatrist-In-Chief  Medical  Director 

Elisabeth  Solomon 
Executive  Director 


Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 488 

Anorexics 

Tepanil  (National  Drug  Company) 373,  395 

Antibiotics 

V-Cillin  K (Eli  Lilly  & Company) 406 

Antibiotic  antimonilials 

Declostatin  (Lederle  Labs.,  Div.  Amer.  Cyanamid 

Co.) 412 

Tetrex-F  (Bristol  Laboratories) 4th  cover 

Antibiotic,  oral 

Pfizerpen  (Pfizer  Laboratories) 385 

Antihypertensive  diuretics 

Renese-R  (Pfizer  Laboratories) 374-375 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company)  ..  389 

Appetite  depressants 

Ambar  (A.  H.  Robins  Company) 381 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 


Diagnostic  aids 

Cytec  (Nuclear  Research  Associates)  400-401 

Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 379 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 411 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 3rd  cover 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 405 

Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories).  377 

T ranquilizers 

Equanil  (Wyeth  Laboratories) 386-387 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 382-383 

Vasodilators 

Arlidin  (USV  Pharmaceutical  Corp.).  390-391 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $$22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae 
in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % NYSJM. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  years  beginning  July  1969.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience  in 
meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  out-patient  setting.  Stipend  $15,000  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


SENIOR  STAFF  PYSCHIATRIST,  FULL  TIME,  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.,  06840. 


MEDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
corporation  having  well  rounded  preventive  health  pro- 
grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
fidence. Box  720,  % NYSJM. 


INVESTIGATE  REHABILITATION  MEDICINE. 
Young  specialty  with  wide  opportunities  in  teaching,  re- 
search and  clinical  care  of  the  ever  increasing  numbers  of 
physically  handicapped.  Rehabilitation  specialists  diag- 
nose and  manage  disorders  of  function,  primarily  chronic 
disorders  of  the  neuro-musculoskeletal  system  such  as 
amputations,  paraplegia,  arthritis,  strokes  and  cerebral 
palsy.  In  addition  to  using  conventional  medical  or 
surgical  treatment,  rehabilitation  management  aims  to 
develop  each  patient’s  residual  abilities  to  optimal  levels 
through  prescription  of  an  appropriate  combination  of 
medical  and  physical  therapy,  braces  or  other  mechanical 
aids,  practical  self-care  and  occupational  skills,  vocational 
retraining,  psychological  support  and  social  readjustment. 
Rehabilitation  medicine  provides  the  satisfaction  of 
treating  a variety  of  clinical  problems,  all  age  groups,  and 
both  sexes,  and  an  involvement  with  the  whole  patient  in 
his  family  and  community  setting.  Liberal  federal  trainee- 
ship  support  available  during  the  2 or  3 year  residency 
>eriod.  For  further  information,  write:  Robert  C. 

)arling,  M.D.,  Professor  and  Chairman  Dent,  of  Re- 
habilitation Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  630  West  168th  St.,  New  York, 
N.  Y. 10032 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice,  suburban  area  of  New  York.  Siilary 
first  year  $18,000  to  $20,000  depending  on  qualifications. 
Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
necessary.  Box  764,  % NYSJM. 


GENERAL  PRACTICE:  NASSAU  COUNTY,  N.Y.,  55 

minutes  from  N.Y.C.  Center  of  culture.  Associate  with 
2 men  in  busy  family  practice;  office,  hospital  and  nursing 
homes.  No  O.B.  Excellent  nearby  hospitals.  Salary 
$18,000  per  yr.  to  start,  then  partnership;  own  medical 
bldg,  with  all  facilities.  Call  S.  Thierman  M.D.,  (516) 
PY  8-8011. 


GENERAL  PRACTITIONER:  TOWN  OF  6,000  IN 

the  Adirondacks  requires  a general  practitioner.  In 
addition  to  private  practice,  position  of  plant  doctor  with 
large  corporation  is  available.  Area  is  one  of  great  scenic 
beauty.  Good  fishing,  hunting  and  boating.  Summer  and 
winter  sports.  New,  centralized  school,  chain  grocery 
stores,  churches  of  all  denominations  in  town.  Box  766, 
% NYSJM. 


MEMBER  OF  NEWLY-DEVELOPING  MEDICAL  CEN- 
ter  in  Saranac  Lake,  New  York,  wishes  qualified  internist 
as  associate.  Two  hours  south  of  Montreal.  Information 
on  request.  Francis  B.  Trudeau,  M.D.,  Saranac  Lake, 
New  York. 


TWO  GENERAL  SURGEONS  AND  ONE  INTERNIST 
for  two  year  overseas  assignment.  Board  certified,  over 
35,  salary  and  related  benefits.  One  surgeon  required  for 
service  in  Caribbean  area  available  immediately;  surgeon 
and  internist  for  Afghanistan  July  1969.  Interested  parties 
contact  MEDICO,  a Service  of  CARE,  660  First  Ave., 
New  York,  N.Y.  10016.  Call  (212)  686-3110. 


GENERAL  HOSPITAL  EMERGENCY  ROOM,  NORTH- 
ern  N.Y.  needs  surgeon  or  surgically  experienced  N.Y. 
licensed  G.P.  to  cover  accident  room.  Flexible  time 
arrangement  allows  full  week  on,  full  week  off  if  desired. 
Write:  Executive  Director,  CV/PH  Medical  Center, 

Plattsburgh,  N.  Y.  12901. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  locum-tenens  during  the  months  of  January,  February, 
March,  April,  May,  June  and  July  at  one  week  or  greater 
intervals  for  hospital  coverage,  upstate  New  York.  Liberal 
terms.  Box  770,  % NYSJM. 


PATHOLOGIST,  TO  SUPERVISE  LABORATORY, 
part-time,  54-bed  fully  accredited  hospital.  Salary  open. 
Ross  Decker,  Adm.,  Doctors  Sunnyside  Hospital,  Port 
Jervis,  N.Y.  12771. 


NEIGHBORHOOD T HEALTH  CENTER  PHYSICIANS 
wanted.  Onondaga  County  Department  of  Health  and 
State  University  of  New  York,  Upstate  Medical  Center 
are  cooperating  with  the  IJ.  S.  Office  of  Economic  Oppor- 
tunity in  organizing  the  Syracuse  Neighborhood  Health 
Center.  Internists,  pediatricians,  Ob-Gyn,  and  family 
physicians  are  needed  for  a team  oriented  type  of  group 
practice.  Academic  appointments  offered  to  qualified 
applicants.  Salaries  negotiable;  fringe  benefits.  Contact: 
Thomas  W.  Mou,  M.D.,  Medical  Director,  Syracuse 
Neighborhood  Health  Center,  819  South  Salina  St., 
Syracuse,  New  York  13202,  or  Box  771,  c/o  NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P.,  all  special- 
ties. Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  will  assist  in  assuring  success.  New 
a/c  office  available,  new  building.  A.  M.  Huberman, 
D.D.S.,  184  Larkfield  Rd.,  E.  Northport,  N.Y.  11731. 

516  AN  l 1477. 


PEDIATRICIAN  TO  JOIN  2 ESTABLISHED,  BUSY 
young  pediatricians  in  Putnam  County,  60  miles  from 
N.Y.C.  New  122-lied  hospital  in  area.  Box  760,  •' 
NYSJM. 


PHYSICIAN,  N.  Y.  LICENSE.  CHIEF  RESIDENT  TO 
supervise  House  Staff  and  assist  Medical  Director  in 
patient  care.  Large  geriatric  hospital.  Excellent  salary 
and  benefits.  Metropolitan  Jewish  Geriatric  Center,  813 
Howard  Ave.,  Brooklyn,  N.  Y.  Call  346-7000. 


“ Don't  mention  the  Medicare  program  to  the 
doctor  unless  you  want  a cast  on  your  other  foot!” 


REAL  ESTATE  FOR  SALE  OR  RENT 


BRONX,  GRAND  CONCOURSE  (167  Street  vie.) 
4 room  suite  in  large  apt.  house.  Formerly  occupied  by 
medical  doctor.  Doorman  service.  Reasonable.  Call 
Mr.  Lipman,  (212)  MU  7-7570. 


SEPARATE  3 ROOM  FURNISHED  OFFICE,  FOR- 
merly  N-P.  Share  waiting  room  with  internist  and 
dentist.  Low  rental.  B.  Hanover,  M.D.,  123  West  86 
St..  New  York  City.  (212)  SU  7-4545. 


ATTRACTIVE  5-ROOM  PHYSICIAN  S OFFICE  AT  430 
East  86  St.,  New  York  City  is  available  due  to  illness  and 
enforced  retirement.  Separate  street  entrance.  Will 
rent  with  or  without  furnishings  and  equipment.  Phone 
(212)  RE  4-4092  for  appointment. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  % 
NYSJM. 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


PRACTICE  FOR  SALE:  INCOME  BETWEEN  40,000 

50,000.  Fully  equipped  office,  newly  redecorated,  of 
retiring  general  practitioner  in  active  practice  for  30  yrs. 
Possibility  of  home  and  office  or  office  alone.  Terms 
available.  Call  Albany  collect  (518)  489-1906,  I.  Drapkin, 
M.D.,  110  Fairlawn  Ave.,  Albany,  N.  Y. 


EQUIPMENT 


FOR  SALE:  ONE  G.  E.  MAXIMAR  ‘TOO”,  SUPER- 

ficial  X-ray  therapy  equipment,  complete  with  accessories. 
Write:  Albin  V.  Kwak,  M.D.,  35  Muskingum  St.,  Depew, 
New  York  14043. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of , 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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NEW  YORK  CITY  AREA 

MONDAY,  FEBRUARY 

17 

2 : 00  p.m. 

N.Y.U.  School  of  Medicine 

Department  of  Surgery 
Classroom  B,  Alumni  Hall 
550  First  Avenue 

PROGRESS  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  RENOVASCULAR 
HYPERTENSION 

JOSEPH  J.  KAUFMAN,  M.D. 
University  of  California 
School  of  Medicine,  Los  Angeles 

CREDIT:  C-2 

4:30-9:00  p.m. 

New  York  Roentgen  Society  with 
The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

4:30-5:30  p.m.  Hosack  Hall 

Diagnostic  Session 

DIAGNOSTIC  PANEL:  BONE  CASES 

Moderator: 

HAROLD  G.  JACOBSON,  M.D. 

Montefiore  Hospital 

Panelists: 

HOWARD  STEINBACH,  M.D. 

U.C.L.A. 

ALEX  NORMAN,  M.D. 

Hospital  for  Joint  Diseases 
ROBERT  FREIBERGER,  M.D. 

Hospital  for  Special  Surgery 
STANLEY  SIEGELMAN,  M.D. 

Montefiore  Hospital 
MEYER  ALPERT,  M.D. 

Franklin  General  Hospital 

4:30-5:30  p.m.  Room  441 

Therapy  Session 

TREATMENT  OF  STAGE  III  CANCER  OF 
THE  CERVIX  BY  THE  PELVIC  BRICK  TECH- 
NIQUE AND  SINGLE  RADIUM  INSERTION 

JOHN  BOLAND,  M.D. 

Mount  Sinai  School  of  Medicine 

7:00-8:00  p.m.  Hosack  Hall 

Residents’  Quiz 

Quizmaster: 


8:00-9:00  p.m.  Hosack  Hall 

SOME  LESIONS  OF  THE  HANDS  AIDING  IN 
THE  DIAGNOSIS  OF  DIFFUSE  DISEASES 

HOWARD  STEINBACH,  M.D. 

U.C.L.A. 


MONDAY,  FEBRUARY  17 

7 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  103rd  Street 

1.  Instruction  Hour 

Gonioscopic  Criteria  for  Glaucoma 
Surgery 

ADOLPH  POSNER,  M.D. 

Albert  Einstein  College  of  Medicine 

2.  Papers  of  the  Evening 

a)  Results  of  Ultrasound  Therapy  for 
Retinal  Detachment 

DAVID  B.  KARLIN,  M.D. 

Mount  Sinai  School  of  Medicine 

b)  Dyslexia:  Classification  and  Diag- 
nostic Studies 

ARTHUR  H.  KEENEY,  M.D. 

Temple  University  School  of  Medicine 

c)  Problems  of  Ocular  Infection 

HENRY  F.  ALLEN,  M.D. 

Harvard  Medical  School 


8:00  p.m. 

Mount  Sinai  Medical  School,  Department  of 
Medicine 

Blumenthal  Clinical  Amphitheatre 
6th  Floor  Administration  Building 
Fifth  Avenue  at  1 00th  Street 

Chemotherapy  Seminar 

DERANGED  DNA  SYNTHESIS  IN  HUMAN 
BONE  MARROW  CULTURE  AS  A GUIDE  TO 
CHEMOTHERAPY  RESPONSE 

1.  Mechanisms 

SAMUEL  WAXMAN,  M.D. 

2.  Predictions  of  Drug  Sensitivity 

THOMAS  HALL,  M.D. 

University  of  Rochester  Medical  Center 


Commentator: 

VICTOR  HERBERT,  M.D. 


M.  T.  KHILNANI,  M.D. 

Mount  Sinai  School  of  Medicine 
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8:1  5 p.  m. 

Psychoanalytic  Association  of  New  York 

2 East  103rd  Street 

SELF  OBJECTIVATION  THROUGH 
THERAPEUTIC  PLAYBACK  IN 
PSYCHOANALYTIC  TECHNIC 

MAX  STERN,  M.D. 


February  18,  1 969/February  20,  1969 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue 

MODERN  MANAGEMENT  TECHNIQUES 

Please  contact  ERIC  R.  OSTERBERG,  M.D.,  Director, 
Program  of  Continuation  Education  in  Public  Health  at 
the  above  address. 


February  1 8,  1 969  and  February  25,  1 969 
9:00-10:00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 

Little  Neck,  Queens 

February  18 

Management  of  Chronic  Renal  Diseases, 
Part  I,  Medical 

February  25 

Management  of  Chronic  Renal  Diseases, 
Part  II,  Dialysis 

STUART  YUNIS,  M.D. 

CREDIT:  C-2 


February  18,  1969  and  February  25,  1969 
8:00  p.m.,  Tuesdays 

The  Department  of  Ophthalmology,  U.S. 
Public  Health  Service  Hospital 

Medical  Staff  Room,  Outpatient  Building,  Third  Floor 
Bay  and  Vanderbilt  Streets,  Staten  Island 

EYE  CARE  IN  GENERAL  PRACTICE 
February  18 
The  Red  Eye 

A Discussion  of  the  Management  of 
Conjunctivitis  with  Emphasis  on  the 
Differential  Diagnosis  of: 

1.  Conjunctivitis 


2.  Acute  Congestive  Glaucoma 

3.  Keratitis 

4.  Uveitis 

February  25 
Glaucoma 

The  Importance  of  Case  Finding  and  Its 
Significance  in  General  Practice 

CREDIT:  C-l 


WEDNESDAY,  FEBRUARY  19 

9:00  a.m. 

Long  Island  Jewish  Hospital 

Queens  Hospital  Center  Affiliation 
82-68  1 64th  Street,  Jamaica 

HUMAN  CHROMOSOMAL  ABERRATIONS 

FRANK  DESPOSITO,  M.D. 


WEDNESDAY,  FEBRUARY  19 

11:00  a.m.-l  2 : 30  p.m. 

Hillside  Hospital 

75-59  263rd  Street 
Glen  Oaks,  Queens 

COMPUTERIZED  PSYCHIATRIC  DIAGNOSIS 

ROBERT  L SPITZER,  M.D. 

N.  Y.  State  Psychiatric  Institute 


3: 30  p.m. 

The  French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

PRACTICAL  CLINICAL  MANAGEMENT  OF 
CANCER 

Lung 

KENNETH  SZE,  M.D. 

CREDIT:  C-l 


4:00-5 : 00  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue,  Brooklyn 

BIOCHEMISTRY  LECTURE 

Subunit  Structure  and  Homogeneity 
of  Antibodies 

ALFRED  NISONOFF,  M.D. 

University  of  Illinois  Medical  Center 
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8 : 30-1 0: 00  p.m. 

The  Mount  Sinai  Hospital,  Department  of 
Hematology 

Blumenthal  Auditorium 
99th  Street  and  Fifth  Avenue 

NATHAN  ROSENTHAL  HEMATOLOGY 
SEMINAR 

Antihemophilic  Globulin  Inhibitors 

SANDOW  S.  SHAPIRO,  M.D. 

Cardeza  Foundation  for  Hematologic  Research 
N.  RAPHAEL  SHULMAN,  M.D. 

National  Institute  of  Arthritis  and 
Metabolic  Diseases,  Bethesda,  Maryland 


February  20,  1 969  and  February  27,  1 969 

9:00-10:00  a.m.,  Thursdays 

New  York  Infirmary,  Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

SURGERY  CONFERENCE 

Seminar  on  Electrolyte  Physiology 

ELLEN  SCHEINER,  M.D. 

Memorial  Sloan-Kettering  Cancer  Center 


February  20,  1 969  and  February  27,  1 969 

10  a.m.-12:00  noon,  Thursdays 

Teachers  College  and  the  School  of  Public 
Health  and  Administrative  Medicine  of 
Columbia  University  with  Lenox  Hill 
Hospital 

1086  Lexington  Avenue,  Achelis  Building 

Work-Conference  for  School  Physicians / 
Family  Living  Including  Sex  Education 

February  20 

Male  and  Female  Reproductive  Anatomy; 
Fertilization;  Prenatal  Development; 
Labor  and  Delivery 

H.  R.  K.  BARBER,  M.D. 

February  27 

The  Teenage  Unwed  Mother;  Abortion; 
Family  Planning — Contraception, 

Fertility,  Infertility 

J.  L.  MALFETTI,  M.D.  and  L.  Q.  CRAWLEY,  M.D. 
CREDIT:  C-l 


THURSDAY,  FEBRUARY  20 

3:00  p.m. 

Montefiore  Hospital  and  Medical  Center 

1 1 1 East  210th  Street,  Bronx 


CIRRHOSIS  OF  THE  LIVER 

GERALD  KLATSKIN,  M.D. 

Yale  University  School  of  Medicine 

CREDIT:  C-2 


February  24,  1 969 /March  7,  1969 
9:00  a.m.-6:00  p.m.,  Mondays-Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

TRANS-MEATAL  SURGERY  (ENDAURAL) 

HARRY  ROSENWASSER,  M.D. 

FEE:  $400 


MONDAY,  FEBRUARY  24 

8 : 30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

CLINICAL  AND  DIAGNOSTIC  PROBLEMS 
IN  NEONATAL  HEMATOLOGY 

PHILIP  LANZKOWSKY,  M.D. 

New  York  Hospital,  Cornell  Medical  Center 


TUESDAY,  FEBRUARY  25 

9:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

Mother  Loretto  Bernard  Auditorium,  Cronin  10 
1 53  West  1 1 th  Street 

Pediatric  Conference 

DIABETIC  COMA 

NICHOLAS  PINGITORE,  M.D. 

CREDIT:  C-l 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

THE  HISTORY  OF  PSYCHOANALYTIC 
TECHNIQUE 

RUDOLPH  M.  LOEWENSTEIN,  M.D. 


February  26,  1969 / March  2,  1969 

The  American  College  of  Cardiology 

New  York  Hilton  Hotel 

18th  ANNUAL  SCIENTIFIC  SESSION 
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February  26,  1 969 /April  30,  1969 
3:00  p.m.,  Wednesdays 

State  University  of  New  York 

Downstate  Medical  Center 
450  Clarkson  Avenue,  Brooklyn 

CLINICAL  ONCOLOGY 

(for  G.P.'s,  Internists,  etc.) 

C M.  PLOTZ,  M.D.,  HERBERT  C.  LICHTMAN,  M.D.,  ef  al. 
FEE:  $40  CREDIT:  C-1 


WEDNESDAY,  FEBRUARY  26 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  103rd  Street 

INVESTIGATION  OF  A LEARNING 
BLOCK  IN  SCHIZOPHRENIA 

SARA  SHEINER,  M.D. 

American  Institute  for  Psychoanalysis 

Discussants: 

DAVID  SHAINBERG,  M.D. 

American  Academy  of  Psychoanalysis 
DONALD  MEYERS,  M.D. 

Henry  Ittleson  Center  for  Child  Research 


9:30  p.m 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

THE  TREATMENT  OF  CHRONIC 
OBSTRUCTIVE  LUNG  DISEASE 

MARTIN  BERNSTEIN,  M.D. 

Maimonides  Hospital,  Brooklyn 

CREDIT:  C-1 


ALBANY  AREA 


PRELIMINARY  TEACHING  DAY  SCHEDULE 
Department  of  Postgraduate  Medicine 

Albany  Medical  College 
Albany,  New  York  12208 


1969 

February  20: 

Cardiovascular  Disease 

February  27: 

Orthopedics 

March 

6: 

Pulmonary  Diseases 

March 

13: 

Cancer 

March 

20: 

Pediatrics — Infectious 

Diseases 

March 

27: 

Neurosurgery 

April 

3: 

Pediatric  Cardiology 

CREDIT  C-1 

*February  27,  1969  and  February  28,  1969 

New  York  Eye  and  Ear  Infirmary 

The  Biltmore  Hotel 

42nd  ANNUAL  CLINICAL  CONFERENCE 


BUFFALO  AREA 


Continuing  Medical  Education  Program 
State  University  of  N.  Y.  at  Buffalo 
School  of  Medicine 


FEE:  $20 

* March  1,  1969  at  New  York  Eye  and  Ear  Infirmary, 
Note:  Write  for  program  to  Jane  Stark,  Registrar, 

Alumni  Association,  New  York  Eye  and  Ear  Infirmary, 
310  East  14th  Street 


THURSDAY,  FEBRUARY  27 

11:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

Cronin  508  Conference  Room 
1 53  West  1 1 th  Street 

Pediatric  Allergy  Conference 


1969 


March  21: 

March  26-27: 

March  28-29: 
April  1 1 : 

April  24  and  25: 
May  10: 

May  12-16: 


May  15-16: 
May  26-27: 


Pediatric  Cardiology 
Gynecology  and 
Obstetrics 

Spring  Clinical  Days 
Neurology  Seminar  Day 
Clinical  Nephrology 
Surgery  of  the  Hand 
Refresher  Seminar  in 
Pediatrics  for  General 
Practitioners 
Anesthesia 
Rehabilitation  of  the 
Cardiac  Patient 


INFECTION  AND  ALLERGY  credit  c-1 


ARTHUR  POST,  M.D. 
CREDIT:  C-1 


For  information,  write:  Continuing  Medical  Education, 

Main  Street  Division,  School  of  Medicine,  State  Uni- 
versity of  New  York  at  Buffalo,  221  1 Main  Street, 
Buffalo,  N.  Y.  14214. 
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NASSAU  COUNTY 


WEDNESDAY,  FEBRUARY  19 

8:00  a.m. 

Mercy  Hospital 

1000  N.  Village  Avenue — MacArthur  Hall 
Rockville  Centre 

COMPARATIVE  EXPERIENCES  WITH  SIDE 
TO  SIDE  AND  END  TO  SIDE  PORTA-CAVAL 
SHUNTS 

WILLIAM  PANKE,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 

CREDIT:  C-2 


February  1 9,  1 969  / March  5,  1 969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road,  Plainview 

OFFICE  MANAGEMENT  OF  COMMON 
MEDICAL  PROBLEMS 

February  19 

Use  and  Abuse  of  Antibiotics 

PAUL  MITCHELL,  M.D. 

February  26 

Ambulatory  Management  of  Hypertension 

SAMUEL  GLICK,  M.D. 

March  5 

Evaluation  and  Management  of 
Patients  with  Headaches 

ELIOT  COHEN,  M.D. 

CREDIT:  C-l 


February  20,  1969  and  February  27,  1969 

11:30  a.m.,  Thursdays 

Meadowbrook  Hospital 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

PEDIATRiC  CONFERENCES 
February  20 

New  Concepts  in  the  Treatment  of 
Infectious  Disease 

JOHN  ROBBINS,  M.D. 

Albert  Einstein  College  of  Medicine 

February  27 

Theoretical  and  Practical  Aspects  of 


Management  of  Acute  Leukemia  and 
Lymphoma 

ARTHUR  SAWITSKY,  M.D. 

Long  Island  Jewish  Hospital 

CREDIT:  C-l 


Wednesday,  February  26 

11:00  a.m. 

North  Shore  Hospital  and  Long  Island 
Jewish  Hospital,  Departments  of  Obs/Gyn 

North  Shore  Hospital  Auditorium 
Manhasset 

DYSPLASIA  OF  THE  CERVIX 

RALPH  M.  RICHART,  M.D. 

Columbia  Presbyterian  Medical  Center 


SYRACUSE  AREA 


WEDNESDAY,  FEBRUARY  19 

9:00  a.m. 

St.  Joseph's  Hospital 

301  Prospect  Avenue 

General  Practice  Post  Graduate  Teaching  Day 
PULMONARY  HEART  DISEASE 

PAUL  N.  YU,  M.D. 

University  of  Rochester  School  of  Medicine  and  Dentistry 
CREDIT:  C-l 


February  20,  1 969  and  February  27 , 1 969 

8:00-9:00  a.m.,  Thursdays 

Upstate  Medical  Center,  Department  of 
Urology 

750  E.  Adams  Street — Room  6500 

February  20 

Diagnosis  of  Wilmes  Tumor  and 
Neuroblastoma 

MARY  L.  VOORHESS,  M.D.  and 
ROBERT  AUSTIN,  M.D. 

February  27 

Transplantation  Immunity 

BERTIE  ARGYRIS,  M.D. 

Syracuse  University 
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February  24 


WESTCHESTER  COUNTY 


WEDNESDAY,  FEBRUARY  26 

4:00  p.m.-5:00  p.m. 

Grasslands  Hospital 

Conference  Room  C 
Medical  Education  Building 
Valhalla 

THE  DIFFERENTIAL  DIAGNOSIS  OF  SHORT 
STATURE  AND  SEXUAL  INFANTILISM  AT 
ADOLESCENCE 

ROBERT  M.  BLIZZARD,  M.D. 

John  Hopkins  Medical  School 

Conference  Room  A 

DAVID  M.  LITTLE,  JR.,  M.D. 

Hartford  Hospital 


8:30  p.m. 

Westchester  Academy  of  Medicine 

Pforzheimer  Building,  Purchase 

AUTOIMMUNITY  AS  A CAUSE  OF 
ENDOCRINE  DISEASE 

RADIO  IN  NEW  YORK  CITY 

Mondays  7:05  a.m.;  Fridays  7:05  a.m.  & 9:50  p.m. 

National  Science  Network 

Radio  Station  WNCN  104.3  FM 

MEDICAL  WEEK  AND  DOCTORS  NEWS 
REPORT 

A radio  program  designed  and  written  specifically  for 
physicians.  It  includes  a concise  summary  of  the  latest 
news  from  the  world  of  medicine  and  advance  listings 
of  the  time  and  place  of  medical  meetings  in  the 
metropolitan  area.  It  is  presented  in  the  morning  and 
evening  every  Friday,  and  repeated  the  following  Mon- 
day morning.  10  minutes  each  program. 


February  17,  1969  and  February  24,  1969 

12:00  noon-1  :00  p.m.,  Mondays 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Station  WRVR-FM  106.7  me. 

February  17 

Chest  Trauma 

HARVEY  W.  KAUSEL,  M.D. 

Albany  Medical  College 


Current  Status  of  Adrenal  Function  Tests 

THOMAS  F.  FRAWLEY,  M.D. 

St.  Louis  University  School  of  Medicine 

Note:  Credit  C-l  will  be  granted  if  attendance  is 

taken  in  a hospital. 

RADIO  IN  ALBANY  AND 
CANTON 


February  1 7 , 1 969  / February  28,  1 969 

12:00  noon-1  : 00  p.m.,  Monday-Friday 

Albany  Medical  College  of  Union 
University 

Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me.  (Tuesdoys  only) 

February  17  and  20 

Chest  Trauma 

HARVEY  W.  KAUSEL,  M.D. 

February  18,  19  and  21 

Gynecology 

MARTIN  J.  CLYMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

February  24  and  27 

Current  Status  of  Adrenal  Function  Tests 

THOMAS  F.  FRAWLEY,  M.D. 

February  25,  26  and  28 

Manifestations  of  Bone  Marrow  Injury 

WILLIAM  DAMESHEK,  M.D. 

Mount  Sinai  School  of  Medicine 

see  note  above 


TELEVISION 


February  18,  1969  / March  4,  1969 

The  State  University  of  New  York 

Tuesdays,  6:30-7:00  p.m. 

WSKG  Channel  46,  Binghamton;  WNED-TV  Channel  17, 
Buffalo;  WXXI  Channel  2 1 , Rochester;  WMHT  Channel 
17,  Schenectady;  WCNY  Channel  24,  Syracuse 

Tuesdays,  7: 00— 7: 30  p.m. 

WNYC-TV  Channel  31,  New  York  City 

CLINICAL  IMMUNOLOGY 
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February  18 

Allergy  III:  Diagnosis  and  Treatment 
Immediate  Allergic  Reactions 

February  25 

Allergy  IV:  Selected  Major  Allergic 
Conditions 

March  4 

Immunizations 


TELEPHONE  LECTURE 
NETWORK  WESTERN 
NEW  YORK  AND  ERIE 
COUNTY,  PA. 


February  18 

Care  of  the  Recently  Injured  Hand 

JOSEPH  M.  DZIOB,  M.D. 

February  25 

The  Acute  Abdomen  in  Infants  and 
Children 

JAMES  E.  ALLEN,  M.D. 

THEODORE  C.  JEWETT,  JR.,  M.D. 


For  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 
Telephone  Lecture  Network 
Health  Organization  of  Western  New  York,  Inc. 
221 1 Main  Street,  Buffalo,  N.  Y.  14214 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


Please  delete  Lowville  from  your  lists. 


BATH,  N.  Y.,  Steuben  County.  General  Surgeon  wanted. 
CONTACT:  JAMES  J.  SANFORD,  M.D.,  Bath,  N.  Y.  14810. 
Tel.  (607)  PR  6-2832 

ELMIRA,  N.  Y.,  Chemung  County.  Need  four  Board  Eligible 
Pediatricians. 


CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  W.  Water 

Street,  Elmira,  N.  Y.  14905 

FULTON,  N.  Y.,  Oswego  County.  General  Practitioner  and 
Specialist  in  Urology. 


CONTACT:  EUGENE  W.  ANTHONY,  M.D.,  Fourth  Street, 

Fulton,  N.  Y.  13069,  or  MR.  LOUIS  C.  BROWN,  Adminis- 
trator, Lee  Memorial  Hospital. 

MAINE,  N.  Y.,  Broome  County.  General  Practitioner  part- 
nership. 

CONTACT:  MORRIS  EBER,  M.D.,  2 Church  Street,  Maine, 

N.  Y.  13802.  Tel.  (607)  UN  2-3251 


MARGARETVILLE,  N.  Y.,  Delaware  County.  One  or  two 
General  Practitioners  and/or  Specialists  in  Internal 
Medicine.  New  Hospital  will  be  completed  in  July  1 969. 


CONTACT:  MR.  RICHARD  E.  ANDERSON,  Administrator, 

Margaretville  Hospital,  Margaretville,  N.  Y.  12455 
MINEVILLE,  N.  Y.,  Essex  County.  Plant  Physician  and  Sur- 
geon for  Republic  Steel  Corporation. 

CONTACT:  OSCAR  GREENE,  M.D.,  Mineville,  N.  Y.  1 2956. 
Tel.  (518)  942-3333,  or  MR.  WILLIAM  A.  BLOMSTRAN, 
District  Manager,  Republic  Steel  Corporation,  Port 
Henry,  N.  Y.  12974.  Tel.  942-661  1 
PORTVILLE,  N.  Y.,  Cattaraugus  County.  Internist  and 
Pediatrician  needed  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medical 
Center,  Portville,  N.  Y.  1 4770.  Tel.  (716)  XF  3-8776. 
SENECA  FALLS,  N.  Y.,  Seneca  County.  General  Prac- 
titioner, Internist  and  Pediatrician. 

CONTACT:  MR.  WAYNE  L.  YEARICK,  Administrator,  Seneca 
Falls  Hospital,  Seneca  Falls,  New  York  13148.  Tel. 
(315)  568-9401 
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Valium  (diazepam)  t.i.d.  and  h.s. 

B.A.  (night  school)..  .CPA  (a  year  ago).  ..a  life  style  that  connotes 
constant  striving,  frequent  reverses,  ultimate  achievement  and,  all  too 
often,  the  gastrointestinal  manifestations  of  psychic  tension.  For  this 
kind  of  patient  — with  no  demonstrable  pathology — consider  the  many 
advantages  of  Valium  (diazepam). 

One.  The  pronounced  calming  action  of  Valium  helps  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 

Two.  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist. 

Three.  Valium  is  usually  well  tolerated.  In  proper  maintenance 
dosages,  it  seldom  dulls  the  senses  or  interferes  with  functioning. 

Four.  When  psychic  tension  precludes  sleep,  an  h.s.  dose  added  to  the 
t.i.d.  schedule  helps  assure  a restful  night’s  sleep. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Vfl  I i U ITI  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 
to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


K he  can  remember  breakfast, 
he  can  remember  Renese-R 

Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a EM.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Only  one  tablet  a day  helps  bring  the  diastolic 

F te 

V2> 


| polythiazide  2 mg.  c reserpine  0.25  mg 


. 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine— Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz- 
ards to  the  fetus.  The  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions:  Since  all  diuretic  agents  may 
reduce  serum  levels  of  sodium,  chloride,  and 
potassium,  patients  should  be  observed  regu- 
larly for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro- 
intestinal disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate 
effects  of  hypokalemia.  Should  hypokalemia 
occur  or  be  suspected,  foods  high  in  potas- 
sium may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.) 
or  oral  potassium  supplements  administered 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
ance even  in  previously  normal  patients  or 
decrease  PBI  levels  without  signs  of  thyroid 
disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
may  decrease  the  arterial  responsiveness  to 
norepinephrine.  The  antihypertensive  effects 
of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

Reserpine — Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine— Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
—0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1,000. 

More  detailed  professional  information  avail - 'if 
able  on  request. 
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soothing 

relief  for 
hair-raising 
cough 


enyl  ill 

EXPECTORANT 

Each  fluidounce  contains:  80  mg.  Benadryl s (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains' 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5'-b  alcohol. 
An  anti  tussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  reflet 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleasarg 
raspberry  flavor  makes  benylin  expectorant  easy  to  take. 
precautions;  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre-  i 
scribing  benylin  expectorant. 

adverse  REACTIONS:  Side  reactions  may  affect  the  ner\'ous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,16oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit.  Michigan  48232 
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■ A better-tolerated  quinidine  molecule  — lower  incidence  of  local 
G.I.  irritation  than  with  quinidine  sulfate 

■ Many  patients,  unable  to  tolerate  quinidine  sulfate,  may  be 
converted  to  normal  sinus  rhythm  with  quinidine 
polygalacturonate 

■ Not  a sustained-release  form  of  quinidine  — indicated  for  both 
conversion  and  maintenance 

■ Flexible  dosage  permits  the  physician  to  retain  control  of 
conversion  by  dosage  adjustment  when  necessary 


BRIEF  SUMMARY  — INDICATIONS : Prevention  and  termination  of  atrial  fibrillation,  atrial  flutter, 
I atrial  premature  contractions,  paroxysmal  atrial  tachycardia,  paroxysmal  ventricular  tachycardia,  pre- 
' mature  ventricular  contractions.  CONTRAINDICATIONS:  1)  Absolute:  Complete  atrioventricular  heart 
block  or  history  of  previous  sensitivity  reactions.  2)  Relative:  Partial  a-v  and  bundle  branch  block,  severe 
cardiac  failure  and  hypertrophy,  chronic  valvular  disease,  subacute  bacterial  endocarditis,  acute  infection, 
advanced  age.  PRECAUTIONS:  The  same  as  with  all  quinidine  salts.  Frequent  ECG  recommended; 
discontinue  drug  if  ECG  shows  conduction  system  defects.  Decrease  dosage  if  signs  of  cinchonism  develop. 
Initial  therapeutic  dose  should  be  used  as  test  dose  for  possible  hypersensitivity.  COMPOSITION : Each 
CARDIOQUIN  Tablet  (quinidine  polygalacturonate  275  mg.)  is  equivalent  in  quinidine  content  to  3 grains 
quinidine  sulfate.  DOSAGE  AND  ADMINISTRATION : See  PDR,  pp.  946-947.  Detailed  information  and 
references  available  to  physicians  on  request. 

THE  PURDUE  FREDERICK  COMPANY  / Yonkers,  New  York 

> ^COPYRIGHT  1964,  1967,  THE  PURDUE  FREDERICK  COMPANY 


to  restore  normal  sinus  rhythm 
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the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 

Contraindications:  Porphyria  or  sensitivity 
to  barbiturates.' 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (}A  §r0  to  30  mg.  gr.) 
t.i.d.  or  q.i.d.  ^ 

Available  for  daytime  sedation:  Tablets,  15  mg. 

04  gr.),  30  mg.  ( p2  gr.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  04  gr.),  30  mg.  (34  gr.). 

McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 


Me  NEIL 


Do  you  have  patients 
who  try  to  hide  frustration 
behind  conformity? 


J-OU  see  many  depressed  patients 
who  hide  their  real  anxieties  behind 
a smoke  screen  of  pretense. 

The  more  they  try  to  conceal  reality, 
the  more  entrenched  the  disturbances 
become.  The  role  they  assume  is  not 
adequate  to  suppress  their  inner 
turmoil.  Unchecked,  the  turmoil 
finds  expression  in  other  symptoms. 


They  want  your  help  and  Aventyl 
HC1  can  help  you. 

Whether  depression  is  open  or 
secretive,  Aventyl  HC1  assists  in 
relieving  the  symptoms  and  the  state  of 
depression  itself.  It  may  aid  in  removing 
the  emotional  distortions  and,  in  lifting 
the  depression,  help  patients  face, 
accept,  or  change  their  life  patterns. 

Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 

Helps  remove  the  symptoms, 
lift  the  depression, 
and  release  the  patient 

Aventyl' HCl 

Nortriptyline  I Iydrochloridc 

(See  last  page  for  prescribing  information.) 


Aventyl  IIC1 

Nortriptyline  Hydrochloride 

Description:  Aventyl  HC1  is  a safe 
and  effective  agent  for  treatment  of 
mental  depression,  anxiety-tension 
states,  and  psycliophysiological  gastro- 
intestinal disorders.  It  is  not  a mono- 
amineoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholin- 
ergic effects  of  Aventyl  HC1  are  milder 
than  those  of  related  antidepressants. 
Indications:  Depressive  reactions 
(alone  or  accompanied  by  anxiety)  as- 
sociated with  such  presenting  symp- 
toms as  depression,  anxiety,  tension, 
insomnia,  restlessness,  disinterest,  and 
irritability. 

Psychophysiological  gastrointesti- 
nal disorders  and  symptomatic  reac- 
tions in  childhood  (e.g.,  enuresis). 
Contraindications:  Hypersensitivity 
to  the  drug;  concurrent  use  with  a MAO 
inhibitor  or  use  within  two  months  after 
the  MAO  inhibitor  is  discontinued. 
Warnings:  Use  in  convulsive  or  hy- 
potensive states  should  be  closely  fol- 
lowed by  the  physician. 

At  present,  data  are  insufficient  to 
recommend  the  drug  during  preg- 
nancy. The  possibility  of  a suicidal  at- 
tempt in  a depressed  patient  should 
always  be  considered. 

There  have  been  rare  reports  of 
agranulocytosis,  jaundice,  hypotension, 


tremor,  urinary  retention,  thrombocy- 
topenic purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recom- 
mended. 

Cardiovascular  complications,  in- 
cluding myocardial  infarction  and  ar- 
rhythmias, have  been  reported  occa- 
sionally with  related  drugs.  Patients 
with  cardiovascular  disease  should  be 
given  Aventyl®  HC1  (nortriptyline  hy- 
drochloride, Lilly)  under  close  obser- 
vation and  in  low  dosage.  This  drug, 
like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  pro- 
long the  conduction  time,  as  mani- 
fested by  first-degree  AV  block. 
Precautions:  Because  of  its  anticho- 
linergic activity,  Aventyl  HC1  should 
be  administered  cautiously  in  patients 
with  glaucoma  or  a propensity  for 
urinary  retention.  Use  Aventyl  HC1 
with  care  in  conjunction  with  sym- 
pathomimetic or  anticholinergic  drugs. 
Epileptiform  seizures  or  troublesome 
patient  hostility  may  occur.  Aventyl 
MCI  used  alone  in  schizophrenic  pa- 
tients may  result  in  an  exacerbation  of 
the  psychosis. 

Concomitant  use  of  Aventyl  HC1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relax- 
ant) has  not  been  thoroughly  studied. 
If  these  treatments  are  used  together, 
the  physician  should  be  aware  of  pos- 
sible added  adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  oper- 
ate dangerous  machinery  or  drive  a 
vehicle.  Concurrent  ingestion  of  other 
C.N.S.  drugs  or  alcohol  may  potentiate 
the  adverse  effects  of  Aventyl  HC1. 

Patients  receiving  a tricyclic  anti- 
depressant (e.g.,  nortriptyline)  may 
respond  poorly  to  hypotensive  agents 
such  as  guanethidine. 

Adverse  Reactions:  The  following 
have  been  ol  served  or  reported  follow- 
ing the  use  of  Aventyl  HC1:  dryness 
of  mouth,  drowsiness,  constipation, 
dizziness,  tremulousness,  confusional 
state,  ataxia,  disorientation  and  hallu- 
cinations, restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state, 
tachycardia,  blurred  vision,  epigastric 
distress,  sweating,  peculiar  taste,  black 
tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  pares- 
thesia, nausea  and  vomiting,  adynamic 
ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diar- 
rhea, nocturia,  inner  nervousness, 
anxiety  and  panic,  ankle  and  orbital 
edema,  hypotension,  hypertension,  im- 
potence, night  mares,  palpitation,  numb- 
ness, peripheral  neuropathy,  photosen- 
sitization, extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

1 1 a bit  u at  ion  or  withdrawal  symp- 
toms have  not  been  reported. 
Administration  and  Dosage:  Aven- 
tyl HC1  is  administered  orally  as 
Pulvules®  or  liquid.  Dosage  should  be 
individualized.  The  following  general 
principles  are  applicable. 


Aventyl  HC1  is  preferably  given  in 
gradually  increasing  doses:  1 Pulvule 
(10  mg.)  twice  the  first  day,  1 Pulvule 
three  times  the  second  day,  and  1 Pul- 
vule four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  ef- 
fects are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day,  the  pa- 
tient can  be  given  25  mg.  twice  the 
first  day,  25  mg.  three  times  the  second 
day,  and  25  mg.  four  times  daily  there- 
after. 

If  minor  side-effects  develop,  reduce 
the  dosage.  If  side-effects  of  a more 
serious  nature  or  allergic  manifesta- 
tions develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive 
nature,  give  10  mg.  three  or  four  times 
a day;  for  severe  depressions,  100  mg. 
daily. 

Dosages  above  100  mg.  daily  seem 
to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adi'lts— 20  to  100  mg.  daily 

Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg.— 1 or  2 Pulvules 
one  to  four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to 
10  cc.)  one  to  four  times 
daily 

Children— 1 to  2 mg.  per  Kg.  or  10  to 
75  mg.  daily 

Pulvules:  25  mg.— Ages  seven  to 
twelve,  1 Pulvule  one  to 
three  times  daily 
10  mg.— Ages  three  to  six, 

1 Pulvule  one  to  three 
times  daily 

Ages  seven  to  twelve,  1 or 

2 Pulvules  one  to  three 
times  daily. 

Liquid:  Ages  three  to  six,  1 tea- 
spoonful (5  cc.)  one  to 
three  times  daily 
Ages  seven  to  twelve,  1 to 
2 teaspoonfuls  (5  to  10  cc.) 
one  to  three  times  daily 

Maintenance  medication  is  neces- 
sary until  it  is  evident  that  the  depres- 
sion cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based 
upon  the  history  of  previous  depres- 
sions, the  removal  of  the  precipitating 
factors  in  the  environment,  or  a recog- 
nition that  the  patient  is  able  to  man- 
age his  affairs.  It  is  advisable  to 
continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

IIow  Supplied  : Liquid  Aventyl®  HCI 
(nortriptyline  hydrochloride,  Lilly),  10 
mg.  (equivalent  to  base)  per  5 cc.,  in 
pint  bottles. 

Pulvules  Aventyl  HCI, .10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100 
and  500.  [ooicse] 

Additional  information  available  to 
physicians  upon  request.  800376 


Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 


Medical  Meetings 


Antibiotic  therapy 
topic  of  lecture 

The  New  York  Polyclinic  Medical  School 
and  Hospital  is  sponsoring  a lecture  on  “Ad- 
vances in  Antibiotic  Therapy”  by  Louis  Z. 
Cooper,  M.D.,  Department  of  Pediatrics,  New 
York  University  School  of  Medicine,  to  be  held 
on  March  4,  from  8:00  to  10:00  p.m.,  in  the 
Wyeth  Amphitheatre  of  New  York  Polyclinic 
Medical  School  and  Hospital. 

Tumors  of  skin 
topic  of  lecture 

The  Division  of  Dermatology,  Department  of 
Medicine,  of  the  State  University  of  New  York 
Downstate  Medical  Center,  is  sponsoring  a 
lecture  on  “Fibrous  and  Histiocytic  Tumors  of 
the  Skin”  to  be  held  on  March  5,  at  10:00 
a.m.,  in  the  second  floor  conference  room  of 
“F”  Building,  Kings  County  Hospital  Center, 
451  Clarkson  Avenue,  Brooklyn,  New  York. 
Guest  speaker  will  be  Lewis  Shapiro,  M.D., 
associate  clinical  professor  of  dermatology, 
Columbia  University  College  of  Physicians  and 
Surgeons. 

Lecture  on  urokinase 
and  pulmonary  embolism 

“Urokinase  and  Pulmonary  Embolism”  will 
be  the  topic  of  the  annual  Alpha  Omega  Alpha 
Lecture  to  be  given  by  Sol  Sherry,  M.D.,  pro- 
fessor and  chairman,  Department  of  Internal 
Medicine,  Temple  University  School  of  Medi- 
cine, on  March  17,  at  4:00  p.m.,  in  the  first 
floor  lecture  hall  of  the  Basic  Sciences  Build- 
ing, Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  New  York. 

Heart  transplantation 
topic  of  lecture 

Denton  A.  Cooley,  M.D.,  of  Baylor  Univer- 
sity College  of  Medicine,  Houston,  Texas,  will 
present  the  Arthur  Master  Lectureship,  “Heart 
Transplantation  in  Man:  Its  Therapeutic  and 
Other  Importance,”  at  the  Blumenthal  Audi- 
torium, The  Mount  Sinai  Hospital,  New  York 
City,  on  Tuesday,  March  18,  at  8:30  p.m. 

Seminar-workshops  on 
facial  plastic  surgery 

Facial  skin  surgery,  rhinoplasty,  and  otoplasty 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


will  be  the  subjects  for  three  postgraduate 
seminar-workshops,  sponsored  by  the  American 
Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  to  be  held  at  Cook  County  Graduate 
School  of  Medicine,  Chicago,  and  Mount  Sinai 
Hospital  School  of  Medicine,  New  York  City, 
on  April  26  through  May  2. 

Two  seminars  scheduled  for  Cook  County  are 
designed  primarily  for  physicians  who  teach 
residents  in  head  and  neck  plastic  surgery, 
and  physicians  experienced  in  rhinoplasty, 
otoplasty,  and  facial  skin  surgery  who  want  to 
perfect  their  surgical  technics.  The  first,  on 
facial  skin  surgery,  will  take  place  April  22 
through  26;  the  second,  on  advanced  rhino- 
plasty and  otoplasty,  will  follow  from  April  27 
through  May  2.  The  seminar  at  Mount  Sinai, 
with  Irving  B.  Goldman,  M.D.,  as  director,  is 
on  “Basic  Rhinoplasty  and  Otoplasty,”  and  is 
designed  primarily  for  specialists  who  are 
practicing  in  these  fields. 

Postgraduate  course  on 
genitourinary  radiology 

The  Department  of  Radiology  of  the  Albert 
Einstein  College  of  Medicine  announces  a post- 
graduate course  in  genitourinary  radiology 
from  May  12  through  16.  The  course  is 
planned  for  radiologists,  urologists,  and  other 
physicians  interested  in  the  genitourinary  sys- 
tem and  will  consist  of  lectures  directed  toward 
the  practical  aspect  of  specialized  diagnostic 
procedures  as  well  as  a review  of  present-day 
concepts  of  genitourinary  radiology.  Film  in- 
terpretation panels  will  emphasize  the  approach 
to  diagnostic  problems. 

For  further  information  contact:  Milton 

Elkin,  M.D.,  program  director,  genitourinary 
radiology  postgraduate  course,  Albert  Einstein 
College  of  Medicine,  Bronx,  New  York  10461. 

Conference  on  spinal 
cord  injury 

The  seventeenth  conference  on  “Spinal  Cord 
Injury,”  sponsored  by  the  Spinal  Cord  Injury 
Center  of  the  Veterans  Administration  Hos- 
pital, The  Bronx,  will  be  held  at  the  Veterans 
Administration  Hospital,  First  Avenue  at  East 
24th  Street,  New  York  City,  on  September  29 
and  30  and  October  1. 

For  further  information  write  to:  Haskel 

Elis,  M.D.,  chief,  physical  medicine  and  re- 
habilitation service,  Veterans  Administration 
Hospital,  130  West  Kingsbridge  Road,  Bronx, 
New  York  10468. 
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DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 


By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium...  0.03  ml.— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUEL  LOU  D 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 
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Books  Received 


The  following  booku  were  received  during  the  month  of  November,  1968  * 


Local  and  Systemic  Complications  of  Rheuma- 
toid Arthritis.  By  James  William  Hollings- 
worth, M.D.  Quarto  of  175  pages,  illustrated. 
Philadelphia.  W.  B.  Saunders  Company,  1968. 
Cloth,  $10. 

Lymphography  of  the  Cervical  Lymphatic  Sys- 
tem. By  U.  Fisch,  Zurich.  Quarto  of  179 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1968.  Cloth,  $15. 

Meniere’s  Disease.  Edited  by  Jack  L.  Pulec, 
M.D.  A Symposium  Reprinted  From  The  Oto- 
laryngologic Clinics  of  North  America — October 
1968.  Octavo  of  715  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company.  1968. 
Cloth,  $15. 

The  Principles  and  Practice  of  Medicine.  By 
Sir  Stanley  Davidson,  M.D.  Ninth  edition. 
Octavo  of  1,341  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1968. 
Cloth,  $11.75. 

Anatomical,  Functional  and  Surgical  Considera- 
tions. The  “Sphincters”  of  the  Digestive  Sys- 
tem. By  Liberato  J.  A.  Didio,  M.D.,  and 
Marion  C.  Anderson,  M.D.  Octavo  of  255 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1968.  Cloth,  $15. 

The  Human  Bronchial  Circulation  in  Health  and 
Disease.  By  Leon  Cudkowicz,  M.D.  Octavo 
of  424  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1968.  Cloth, 
$18. 

Clinical  Chemical  Pathology.  By  C.  H.  Gray, 
M.D.  Fifth  edition.  Duodecimo  of  238  pages, 
illustrated.  London,  Edward  Arnold,  Ltd., 
(Baltimore,  The  Williams  & Wilkins  Com- 
pany), 1968.  Cloth,  $7.75. 

Treatment  of  Hemorrhagic  Disorders.  Edited 
by  Oscar  D.  Ratnoff,  M.D.  Octavo  of  242 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1968. 
Cloth,  $8.50. 

Female  Urology.  By  Houston  S.  Everett,  M.D., 
and  John  H.  Ridley,  M.D.  Quarto  of  238 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1968. 
Cloth,  $10.50. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader 
interest. 


Cervical  Spondylosis  and  its  Neurological  Com- 
plications. By  Bernard  H.  Smith,  M.D. 
Quarto  of  231  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1968.  Cloth,  $12. 

Etiology  and  Prevention  of  Cancer  in  Man.  By 
E.  V.  Cowdry,  M.D.  Quarto  of  420  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1968.  Cloth,  $15. 

Instructions  for  Patients.  By  H.  Winter  Grif- 
fith, M.D.  Quarto  of  670  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Loose  Leaf,  $25. 

The  Complete  Psychiatrist:  The  Achievements 
of  Paul  H.  Hoch,  M.D.  Edited  by  Nolan  D.  C. 
Lewis,  M.D.,  and  Margaret  O.  Strahl,  M.D. 
Octavo  of  723  pages.  Albany,  N.Y.,  State  Uni- 
versity of  New  York  Press,  1968.  Cloth,  $10. 

B.  F.  Skinner:  The  Man  and  His  Ideas.  By 
Richard  I.  Evans,  Ph.D.  Duodecimo  of  140 
pages.  New  York,  E.  P.  Dutton  & Co.,  Inc., 
1968.  Cloth,  $4.50. 

Cancer:  A Manual  for  Practitioners.  Edited 
by  Thomas  W.  Botsford,  M.D.  Fourth  edition. 
Octavo  of  408  pages.  Boston,  American  Cancer 
Society,  Massachusetts  Division,  1968.  Cloth, 
$3.00. 

Hearing  Mechanisms  in  Vertebrates.  A Ciba 
Foundation  Symposium.  Edited  by  A.  V.  S. 
de  Reuck  and  Julie  Knight.  Octavo  of  320 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1968.  Cloth,  $12. 

The  Mentally  Abnormal  Offender.  A Ciba 
Foundation  Symposium.  Edited  by  A.  V.  S. 
de  Reuck  and  Ruth  Porter.  Octavo  of  260 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1968.  Boards,  $10. 

Ciba  Foundation  Study  Group  No.  32.  Cystic 
Fibrosis.  Edited  by  Ruth  Porter  and  Maeve 
O’Connor.  Duodecimo  of  150  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1968. 
Boards,  $3.95. 

Clinical  Obstetrics  and  Gynecology.  Volume  11 
Number  3,  September  1968.  Oral  Contraception. 
Edited  by  Celso-Ramon  Garcia,  M.D.  Dynam- 
ics and  Abnormalities  of  Puberty.  Edited  by 
Alvin  F.  Goldfarb,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper 
& Row,  1968.  Published  quarterly  (four  num- 
bers a year).  Cloth,  $18  per  year. 
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Syntex  announces 

\<‘w  hormone  ratio 

ill  km<los;u;<k 

oral  contraception 

Xoriiiyl 

1^80 

(norethindrone  1 mg  with  mestranol  0.08  mg) 

21&28 


woman. 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 + 80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol  (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 


*4i  \ 


The 


woman 
iei*  regimen 

inttor  liniAT  Dna/'tiiro  n£iv  ^ ^ nro  / > ri  t rn/innlii-n  1 r- 


&h 

No  matter  how  effective  her  v — ^oral  contraceptive  is 
if  she  forgets,  she  loses  the  protection  she's  striving  for. 


Norinvl®  1+80  gives  her  the  easiest  regimen  choice  possible: 
either  21- day  (3  weeks  on.  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 

are  replaced  by  weekdays  - the 

lives  her  life.  ^ 

liewMemoretie 

Norinyl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars  . . .just  the 
beautiful  Memorette  for  her  convenience. 


U80 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

31  & 38 

day  regimens 


ONTR  ABDICATIONS 

1.  Patients  with  thrombophlebitis, 
hromboembolic  disorders,  cerebral  apo- 
tlexy,  or  with  a past  history  of  these  con- 
iitions. 

2.  Patients  with  markedly  impaired 
iver  function. 

3.  Patients  with  known  or  suspected 
arcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
•strogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
deeding. 

AARNBCS 

1.  The  physician  should  be  alert  to  the 
■arliest  manifestations  of  thrombotic  dis- 
trders  (thrombophlebitis,  cerebrovascu- 
ar  disorders,  pulmonary  embolism,  and 
etinal  thrombosis!.  Should  any  of  these 
accur  or  be  suspected,  the  drug  should  be 
liscontinued  immediately. 

Studies  conducted  in  Great  Rritain  and 
•eported  in  April  1968  estimate  there  is 
t seven-  to  tenfold  increase  in  mortality 
ind  morbidity  due  to  thromboembolic 
liseases  in  women  taking  oral  contracep- 
ives.  In  these  controlled  retrospective 
;tudies,  involving  36  reported  deaths  and 
38  hospitalizations  due  to  "idiopathic” 
hromboembolism,  statistical  evaluation 
ndicated  that  the  differences  observed 
yetween  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  Dl'F.  TO 
THROMBOEMBOLIC  DISEASE  IN  L'SERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

! Users  of  Oral 
[ Contraceptives 

1.5/100.000 

3 9/100.000 

47/100  000 

Nonusers 

0.2/100.000 

0 5/100.000 

5/100.000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
know  n to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Hash  (allergic) 

Kise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 
sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 
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Medical  News 


Pancreatic  tumors  subject 
of  study 

Physicians  are  requested  to  refer  patients 
with  pancreatic  tumors  and  watery  diarrhea 
for  a study  being  conducted  by  the  Metabolic 
Diseases  Branch  of  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  at  the  Clini- 
cal Center,  National  Institutes  of  Health, 
Bethesda,  Maryland.  The  Institute  is  also  in- 
terested in  obtaining  tumor  tissue,  serum,  or 
urine  from  such  patients  for  assay. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study,  or  who 
have  material  for  assay,  should  write  to:  Robert 
S.  Gordon,  Jr.,  M.D.,  Clinical  Center,  Room 
9N-222,  National  Institutes  of  Health,  Be- 
thesda, Maryland  20014.  The  telephone  num- 
ber is  496-4181,  area  code  301. 

Regional  centers  set  up 
to  treat  kidney  disease 

Four  regional  research  and  treatment  centers 
and  six  satellite  treatment  units  have  been  set 
up  by  the  New  York  State  Health  Depart- 
ment’s Kidney  Disease  Institute  in  less  than  a 
full  year  of  operations.  Three  other  satellite 
units  are  participating  by  training  medical 
personnel  in  the  care  of  patients  with  kidney 
disease,  and  a fifth  regional  center  in  Albany 
will  be  fully  functioning  early  this  year.  All 
are  under  the  over-all  supervision  of  George 
E.  Moore,  M.D.,  the  Health  Department’s 
director  of  research. 

The  Kidney  Disease  Institute  was  estab- 
lished January  1,  1968,  to  develop  a compre- 
hensive program  to  combat  kidney  disease 
through  the  combined  and  correlated  efforts  of 
State  and  local  governments,  the  medical  pro- 
fession, universities,  hospitals,  and  various 
organizations  and  individuals. 

Under  Article  27-D  of  the  Public  Health 
Law,  as  enacted  by  the  1967  Legislature,  the 
Institute  is  empowered  to  survey  treatment 
facilities  and  community  needs  in  the  State, 
to  develop  research  into  all  aspects  of  kidney 
disease,  to  develop  technics  for  mass  screening 
for  the  early  detection  of  kidney  disorders,  to 
develop  better  methods  of  medical  care  in- 
cluding improved  and  more  economical  dialysis 
equipment,  to  evaluate  the  need  for  more 
education  and  training  of  professional  per- 
sonnel in  the  care  and  treatment  of  kidney 
disease,  and  to  contract  with  individuals,  or- 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 
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ACHROMYCIN  V 

TETRACYCLINE 

Contraindication:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Suspected  tetracycline-sensitive  infection? 

tVhile  waiting  for  the  results  of  the  sensitivity  test, 
>tart  the  therapy  likely  to  succeed... 


dthough  of  course  it  can’t  replace  routine 
ensitivity  testing,  your  prescription  for 
►CHROMYCIN1  V,  in  a way,  provides  the  ultimate 
est  of  therapy  under  rigorous  in  vivo  conditions. 

Because  ACHROMYCIN  V is  effective  in 
reating  so  many  common  infections—  caused  by 
trains  of  tetracycline-sensitive  organisms— 
oesn’t  stat  dosage  of  this  time-tested  antibiotic 
lake  good  sense? 


ACHROMYCIN®  V 


TKTRACYCLINK 

The  price  differential 
is  inconsequential. 


►—Proscribing  Information 


AN  IMPORTANT  MESSAGE  ON  SPUTUM  CYTOLOGY 


C SYSTEM  ^ 

^Clion  Kit -fo< 


Sputum  Cytology— practical  and  economical  as  a routine  diagnostic 
aid  for  the  detection  of  lung  cancer  to  be  used  in  conjunction  with 
other  diagnostic  techniques  (such  as  roentgenology  and  broncho- 
scopy) in  industry,  hospitals,  community  health  centers,  and  private 
practice. 
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AN  AID  TO  THE  MEDICAL 
COMMUNITY : Sputum  cy- 
tologic screening  is  an  aid 
in  lung  cancer  detection 
when  used  with  profes- 
sional judgment  as  part  of 
the  diagnostic  workup  of 
the  patient. 

Pulmonary  exfoliative  cytology  is 
a useful  diagnostic  aid  when  used 
in  conjunction  with  other  diag- 
nostic techniques  in  early  lung 
cancer  detection;  however,  prob- 
lems in  sputum  collection,  diffi- 
culties in  preparation,  and  ex- 
penses involved  have  made  it 
impractical  for  routine  screening. 
As  a consequence,  it  has  not  been 
used  to  the  fullest  in  private,  in- 
dustrial, and  public  health  pro- 
grams. The  CYTEC®  System  of 
Sputum  Cytology  helps  overcome 
most  of  these  problems. 

The  CYTEC  System  is  sputum 
cytology  with  rapidity 

Developed  by  Nuclear  Research 
Associates,  Inc.,  the  CYTEC  Sys- 
tem provides  reliable  collection, 
preservation,  separation,  and  con- 
centration of  cells  as  well  as  auto- 
mated staining,  all  with  accuracy, 
uniformity,  speed,  and  simplicity. 

This  System  has  been  tested  for 
the  last  few  years  in  industrial  and 
commercial  pilot  investigation 
programs  as  well  as  in  numerous 
major  hospitals. 

CYTEC  is  simple,  convenient 
and  easy  to  use 

The  CYTEC  System  provides  a 
sputum  collection  kit  containing 
a plastic  test  tube  with  a built-in 
funnel  which  facilitates  the  col- 
lection of  early-morning  “deep 
cough”  specimens.  A tight-fitting 
cap  creates  a leak-proof  receptacle 
containing  a preservative/fixative 
which  eliminates  the  need  for 
refrigeration. 


The  patient  simply  collects  the 
sputum  produced  by  early-morn- 
ing "deep  coughs,”  on  four  sep- 
arate days,  closes  the  test  tube  and 
returns  it  to  his  physician,  medi- 
cal director  at  his  place  of  employ- 
ment, or  public  health  officer  who 
can  then  send  it  in  the  self-con- 
tained mailer  directly  to  our  Ca 
Detection  Laboratories  for  analy- 
sis. Reports  will  be  returned  only 
to  the  designated  physician.  Photo- 
micrographs showing  morpho- 
logic cellular  changes,  if  present, 
accompany  the  physician’s  report. 

CYTEC  can  be  obtained 
only  through  the  medical 
community 

CYTEC  is  being  offered  only  to 
practicing  physicians  including 
medical  directors  of  industrial, 
community,  and  public  health 
programs.  It  is  being  offered  as  a 
diagnostic  aid  to  be  used  in  con- 
junction with  other  techniques. 
CYTEC  screening  results  serve  as 
indicators  for  possible  further 
workup. 


Professional  information 
available  on  request. 

Ca  Detection  Laboratories 

12  Nevada  Drive 

New  Hyde  Park,  N.Y.  11040 


A few  words  about  Nuclear 
Research  Associates,  Inc., 
and  its  Ca 

Detection  Laboratories 

Nuclear  Research  Associates,  Inc. 
is  an  interdisciplinary  organiza- 
tion of  physicians,  physicists,  biol- 
ogists, chemists,  and  engineers 
working  in  the  physical,  biolog- 
ical, and  medical  sciences.  The  Ca 
Detection  Laboratories  represents 
a portion  of  Nuclear’s  recently 
established  biomedical  division 
and  is  devoted  to  research  and 
technology  in  the  cancer  detec- 
tion field.  CYTEC  is  the  first  de- 
velopment to  be  offered  to  the 
medical  community  by  the  bio- 
medical division.  Others  are  on 
their  way. 


CYTEC®  is  a registered  trademark 
of  Nuclear  Research  Associates,  Inc. 
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A SPECIAL  INVESTMENT 
MANAGEMENT  SERVICE 


Creative,  vital  management, 
oriented  to  asset  growth  for  a 
limited  number  of  individuals, 
trusts,  estates,  pension  funds  and 
others  with  sizable  portfolios. 

Loeb,  Rhoad  es  stresses  per- 
formance by  marshaling  its  full 
investment  resources  for  the  use 
of  the  portfolio  manager, 
a highly  motivated  pro- 
fessional who  translates 
the  firm's  capabilities  into 


a dynamic  program  directed 
toward  the  clients’  objectives. 
Ch  arges  are  on  an  agreed 
fee  basis. 

You  are  invited  to  write  for 
a description  of  our  Investment 
Management  Service.  Address 
Department  IM-D. 


LOEB,  RHOADES  & CO. 

42  WALL  STREET,  NEW  YORK  10005 

MEMBERS  NEW  YORK  STOCK  EXCHANGE  & OTHER  PRINCIPAL  EXCHANGES 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psy- 
chotherapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs, 
social  service  work  with  families,  family  therapy  and  an  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of 
each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School 
Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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ganizations,  and  government  units  as  required 
to  carry  out  the  intent  and  purposes  of  the 
Article. 

Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner,  reported  that  an  institute  survey 
of  facilities  in  the  State  for  the  diagnosis, 
evaluation,  and  treatment  of  severe  kidney 
disease  showed  serious  shortages  of  equipment 
for  hospital  dialysis  and  of  trained  manpower 
to  operate  and  monitor  the  equipment.  Serious 
shortages  of  home  dialysis  facilities  were  also 
found.  “There  is  clearly  a need  for  greater 
emphasis  on  training  personnel  for  the  con- 
templated expansion  of  kidney  treatment  facili- 
ties throughout  the  State,”  Dr.  Ingraham  said. 

Eight  grants  of  State  funds  have  been 
approved  for  research  projects  in  New  York 
City,  Middletown,  Albany,  Rochester,  and 
Buffalo.  Other  research  projects  are  under  way 
in  the  Counties  of  Albany,  The  Bronx,  Erie, 
Kings,  Monroe,  Nassau,  New  York,  Onondaga, 
Orange,  Otsego,  Queens,  and  Westchester. 

Phase  I of  Brooklyn  Hospital’s 
building  program  completed 

The  Brooklyn  Hospital  dedicated  Phase  I of 
its  $30  million  building  program  on  December 
12,  1968,  as  part  of  a master  plan  to  introduce 
modern  health  care  to  the  Borough’s  Fort 
Greene  community. 

The  Radiology  Department  includes  eight 
rooms  to  be  used  for  diagnostic  procedures; 
two  rooms  for  special  procedures,  such  as  heart 
catheterization  and  other  delicate  probes  of 
body  organs;  two  rooms  for  special  therapy, 
such  as  deep  x-ray  and  cobalt  treatment;  a 
laboratory  for  cardiac  study,  a dark  room  for 
processing  films  within  two  minutes,  plus  offices 
for  staff  members. 

Innovations  in  the  Dietary  Department  in- 
cluded batch  cooking,  a technic  used  by  large 
hotels  and  airlines.  An  automatic  conveyer 
belt  for  soiled  trays;  large  tilting  skillets,  a 
Schnell  cutter,  and  walk-in  storage  freezer 
make  it  easier  and  far  more  economical  to  serve 
more  than  2,000  meals  per  day. 

With  the  completion  of  Phase  II  construc- 
tion, just  getting  under  way,  the  Phase  I build- 
ing will  grow  from  5 to  13  stories.  When  all 


phases  of  construction  are  completed,  within 
five  years,  the  bed  capacity  of  The  Brooklyn 
Hospital  will  have  been  increased  from  406 
to  674. 

Foundation  to  support  research 
in  lupus  erythematosus 

The  Lupus  Erythematosus  Foundation,  Inc. 
was  formed  for  the  purpose  of  assisting  physi- 
cians interested  in  doing  research  in  lupus 
erythematosus. 

Applications  for  support  should  be  sent 
before  March  15,  1969,  to  Max  J.  Weinstein, 
M.D.,  chairman  of  the  medical  advisory  board, 
Lupus  Erythematosus  Foundation,  Inc.,  171 
Bon  Air  Avenue,  New  Rochelle,  New  York 
10804.  Allocations  are  made  only  to  institu- 
tions in  the  New  York  City  area,  due  to  limited 
availability  of  funds. 

Cancer  genetics  subject 
of  study 

The  medical  genetics  section  of  the  Depart- 
ment of  Preventive  Medicine  and  Public  Health 
at  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska,  is  interested  in  the  study  of 
patients  showing  an  increased  incidence  of  any 
histological  variety  of  cancer  in  their  families. 
Of  particular  interest  is  the  cancer  family 
syndrome,  characterized  by:  (1)  increased 

frequency  of  adenocarcinoma  of  all  sites,  par- 
ticularly of  the  colon  and  endometrium,  (2) 
early  age  at  onset  of  cancer,  (3)  increased 
occurrences  of  multiple  primary  malignant 
neoplasms,  and  (4)  autosomal  dominant  in- 
heritance. 

Physicians  with  patients  known  to  have  a 
familial  career  background  may  write  to  Henry 
T.  Lynch,  M.D.,  associate  professor  and  chair- 
man, Department  of  Preventive  Medicine  and 
Public  Health,  Creighton  University  School  of 
Medicine,  657  North  27th  Street,  Omaha, 
Nebraska  68131. 

Physicians  are  invited  to  cooperate  in  these 
studies  which  will  include  a genealogical  and 
medical  investigation  of  the  entire  kindred  in 
each  case.  All  information  obtained  will  be 
shared  with  family  physicians  to  facilitate 
cancer  control. 
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Ovulen-2/ 

Each  tablet  contains  ethynodiol  diacetate  I mg  , mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  ‘‘shopping  day,"  “bridge  day” 
or  “housecleaning  day,"  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

Jbe  same  Ovule m in  the  same  lotv  dosage. .. 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  'Jbree  Weeks  On — One  Week  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681*2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  "idio- 
pathic’ * thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category’ 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0-5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study .- 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives  • 
hepatic  function:  increased  sulfobromophthalein  and  other  tests,  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X,  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T3  uptake  values;  metyrapone  test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 

G.D.  Searle  & Cor,  P.O.  Box  5110,  Chicago,  Illinois  60680 


Qvylen-2/ 

three  weeks  on.,. one  week  off 


SEARLE 


Month  in  Washington 


A House  Ways  and  Means  Committee  mem- 
ber introduced  on  the  first  day  of  the  new 
Congress  a bill  that  would  provide  Federal 
income  tax  credits  to  help  individuals  buy 
private  health  insurance.  The  legislation  (H.R. 
19),  sponsored  by  Representative  Richard 
Fulton  (Democrat,  Tennessee),  was  similar  in 
principle  to  a plan  which  would  finance  the 
purchase  of  health  insurance  by  utilizing  tax 
credits,  which  was  approved  by  the  American 
Medical  Association’s  House  of  Delegates  at 
San  Francisco  last  June  and  reaffirmed  at 
its  meeting  in  Miami  Beach  last  December. 

Fulton  said  he  considered  his  bill  “at  least 
an  opener”  for  hearings.  “Certainly  before 
expanding  any  Federal  program.  I believe  it 
worthwhile  to  explore  the  use  of  the  private 
sector  and  our  tax  system,”  Fulton  said. 

The  Fulton  bill  provides  that  individuals 
with  incomes  of  $2,500  or  less  and  families 
with  incomes  of  $5,000  or  less  would  receive 
$150  vouchers  from  the  Federal  government 
per  eligible  individual  for  the  purchase  of 
health  insurance.  The  family  maximum  allow- 
ance would  be  $400. 

In  the  case  of  a taxpayer  with  an  income 
between  $2,500.01  and  $5,000  or  a family  with 
an  income  between  $5,000.01  and  $7,500,  the 
credit  would  be  75  per  cent  per  eligible  in- 
dividual with  a maximum  allowance  of  $400 
per  family. 

In  the  case  of  a taxpayer  with  an  income  of 
$5,000.01  to  $7,500  or  a family  with  an  income 
between  $7,500.01  and  $10,000,  the  credit 
would  be  50  per  cent  per  eligible  individual 
with  a maximum  allowance  of  $400  per  family. 
In  the  case  of  a taxpayer  with  an  income 
exceeding  $7,500.01  or  a family  with  an  in- 
come exceeding  $10,000.01,  the  credit  would  be 
25  per  cent. 

At  San  Francisco,  the  House  of  Delegates 
adopted  as  approved  AMA  policy  “the  prin- 
ciple of  graduated  income  tax  credits  for  pre- 
miums paid  for  adequate  health  insurance.” 
A resolution  adopted  at  the  meeting  in  Miami 
Beach  called  on  the  AMA  to  “vigorously 
promote  the  enactment  of  Federal  legislation 
implementing”  the  plan. 

* * * 

A special  commission  on  health  facilities 
concluded  that  government  and  private  enter- 
prise must  cooperate  to  organize  the  nation’s 
health  resources  into  effective,  efficient,  and 
economical  community  systems  of  comprehen- 
sive health  care  for  all  persons.  The  National 
Advisory  Commission  on  Health  Facilities, 
established  in  October,  1967,  drafted  its  re- 

Prepared  by  the  Washington,  D.C.,  Office  of  the 
American  Medical  Association. 


port  to  President  Johnson  in  general  terms 
and  did  not  make  any  recommendations  for 
legislation.  James  Z.  Appel,  M.D.,  a former 
president  of  the  American  Medical  Association 
and  a commission  member,  said  the  family 
physician  would  be  the  ideal  “point  of  entry” 
to  a community  health  system,  but  there  are 
not  enough  of  them. 

A summary  of  the  report  included  the 
following: 

“America’s  health  care  systems  should 
combine  private  and  public  responsibility. 
Facilities  and  systems  will  vary  from  com- 
munity to  community  in  accordance  with 
local  capacities  and  local  needs,  but  guiding 
principles  should  govern  the  effort  to  develop 
effective  and  efficient  health  care  systems. 

“1.  These  systems  should  be  organized  to 
assure  appropriate  points  of  entry  into  and 
continuity  of  health  care  services. 

“2.  Every  citizen  should  have  ready  access 
to  quality  health  care. 

“3.  States,  regions,  local  communities,  and 
all  health  institutions  should  carry  out  con- 
tinuous planning. 

“4.  Both  those  who  provide  and  consume 
health  services  should  participate  in  the  de- 
cisions. 

“5.  All  levels  of  health  care  should  be  in- 
terdependent.” 

* * * 

A report  by  the  U.S.  Health,  Education,  and 
Welfare  Department  to  Congress  recommended 
that  preventive  health  care  services  not  be 
added  to  Medicare  benefits  at  this  time.  The 
report  cited  the  following  reasons  for  the 
negative  recommendation:  administrative  con- 
straints, inability  to  estimate  costs,  limited 
experience  with  automated  multiphasic  health 
screening  examinations,  and  an  inadequate 
supply  of  health  professional  personnel. 

The  report  was  one  of  three  requested  by 
Congress  last  year  and  submitted  before  the 
change  in  Administration. 

A second  report  dealt  with  coverage  of 
mental  illness  under  Medicare  but  did  not 
include  any  recommendations. 

The  third  reviewed  qualifications  of  per- 
sonnel under  current  Medicare  regulations. 
It  stated  that,  because  of  an  acute  manpower 
shortage  in  the  field,  physical  therapists  should 
be  considered  to  be  qualified  if  they  could 
establish  an  adequate  level  of  competency. 
HEW  is  developing  a proficiency  examination. 

HEW  recommended  that  licensed  practical 
nurses  not  be  allowed  to  serve  as  nurses  re- 
sponsible for  the  total  nursing  care  at  an 
extended  care  facility.  It  also  recommended 

continued,  on  page  528 


526  New  York  State  Journal  of  Medicine  / February  15,  1969 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a new  reason 
for  prescribing  Mellaril 

r ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 
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“But  I have  always  figured  the  world  could  use 
more  of  the  type  of  people  we  raise  here  in  West- 
chester.” 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River.  New  York  10985  . 4 06-8 


that  no  changes  be  made  in  the  regulations 
that  set  minimal  standards  for  independent 
laboratory  personnel. 

* * * 

The  premium  rate  for  Medicare  supple- 
mentary insurance  covering  physicians’  fees 
(Plan  B)  will  remain  at  the  present  rate, 
$4.00  each  for  the  individual  beneficiary  and 
the  Federal  government,  until  July  1,  1970. 

The  Johnson  Administration’s  secretary  of 
Health,  Education,  and  Welfare,  Wilbur  J. 
Cohen,  decided  against  an  increase  although 
the  Social  Security  Administration’s  chief 
actuary  had  advised  that  an  anticipated  rise 
in  physicians’  fees  called  for  an  increase  of 
40  cents  each  for  the  beneficiary  and  the 
government. 

Cohen  again  asked  physicians  to  show  “un- 
usual restraint”  in  setting  fees.  He  urged  that 
physicians  and  patients  cooperate  “in  eliminat- 
ing unnecessary  utilization  of  physicians  serv- 
ices” and  asked  carriers  and  intermediaries  to 
carefully  review  claims  during  the  next  eight- 
een months. 

* * * 

The  Food  and  Drug  Administration  pro- 
posed that  six  widely  prescribed  antibiotic 
drug  combinations  be  taken  off  the  market  on 
the  grounds  that  they  fail  to  live  up  to  their 
claims  of  effectiveness.  The  drugs  and  their 
manufacturers  were:  Albamycin  G.U.,  Al- 

bamycin-T  capsules  and  granules,  and  Panalba 
capsules,  granules,  and  drops — Upjohn  Com- 
pany; Achromycin  nasal  suspension — Lederle 
Laboratories;  Mysteclin  F capsules,  syrup, 
and  pediatric  drops,  and  Mysteclin  F-125 
capsules — E.R.  Squibb  & Sons  Inc. 

The  drug  companies  were  given  thirty  days 
to  respond  before  F.D.A.’s  final  action.  The 
F.D.A.  order  could  be  appealed  to  the  courts. 

Two  of  the  drug  companies  promptly  pro- 
tested the  F.D.A.  proposal  in  public  comments. 
An  Upjohn  Company  spokesman  said  his 
company’s  combinations  are  superior  to  the 
major  constituents  alone.  A spokesman  for 
E.R.  Squibb,  Inc.  said  Mysteclin  F had  wide 
acceptance  among  physicians  and  a proper 
place  in  medical  practice.  A spokesman  for 
Lederle  Laboratories  said  Achromycin  was  not 
a major  sales  product  and  declined  to  com- 
ment on  what  the  company’s  official  response 
would  be. 


continued  from  page  512 

The  Medical  Clinics  of  North  America.  Vet- 
erans Administration  Hospitals  Number.  No- 
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Zimmerman,  M.D.,  Guest  Editors.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Published  Bi-Monthly  (six  numbers  a year). 
Cloth,  $21  per  year. 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
I nesium  hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
p a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
; action  of  simethicone3. 

f Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth); one  or  twoteaspoonsful 
W to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

| References:  1.  Merck  & Co..  Merck  Chemical  Division:  Antacid  Literature  Survey.  Rahway.  New  Jersey. 
' (MM3041 , R-1286-K  REV  463.)  2.  Danhof.  I E..  report  on  file.  3.  Hoon.J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description : V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phenoxymethyl  penicillin. 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections:  infec- 
tions caused  by  sensitive  strains  of  staphylococci:  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever;  and  prevention  of  bacterial 
endocarditis  after  tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  diugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all.  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  ol  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  ol  penicillin  may  be  associated  with  the  overgrowth  of  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported:  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  ( see  Warnings). 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range.  125  mg.  (200.000  units) 
three  times  a day  to  500  mg.  (800.000  units)  every  four  hours.  For  infants.  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  for  prophylaxis  ol  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets. 
U.S.P.).  1 25  mg.  (200,000  units).  250  mg.  (400.000  units),  and  500  mg.  (800.000 
units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pediatric,  lor  Oral  Solu- 
tion, 125  mg.  (200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«2bs>»]  8oot9s 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Colorectal  polyps 

The  term  “polyps”  should  be  limited  to 
an  intraluminal  undiagnosed  growth  prior 
to  microscopic  examination.  The  most 
common  intestinal  polyp  is  the  “adenoma” 
(smooth  or  villous)  which  is  a gland-like 
structure.  Its  greatest  clinical  significance 
resides  in  its  controversial  relationship  to 
carcinoma;  this  problem  is,  at  present,  in 
a state  of  man-made  confusion  which  is 
unfortunate. 

Histologic  evidence  for  malignant  trans- 
formation was  first  claimed  in  Europe  as 
far  back  as  1891.  This  claim  since  has  been 
periodically  voiced  on  other  continents. 
While  this  opinion  predominated  for  some 
time  there  has  always  been  a healthy 
minority  opinion  against  transformation 
from  adenoma  to  carcinoma.  In  the 
United  States,  Samuel  Earle,  as  early  as 
1911,  and  Pennington,  in  1923,  had  found 
no  clinical  or  other  evidence  that  adenomas 
became  malignant.  Pennington  stood  his 
ground  alone  in  opposition  to  such  con- 
temporary medical  giants  as  Mallory, 
Lockhart-Mummery,  and  W.  J.  Mayo. 
Recent  clinical  and  histologic  studies  sup- 
port the  theory  of  nontransformation  of 
adenomas  into  carcinomas;  it  has  been 
held  that  the  cancer  potential  of  the 
adenoma  is  no  greater  than  that  of  the  sur- 
rounding mucosa.  There  is  clinical  evi- 
dence that  this  also  may  be  true  of  the 
villous  (papillary)  adenoma  which  is  con- 
sidered by  some  workers  as  the  “villain” 
and  has,  therefore,  had  a “bad  press”  as 
far  as  the  cancer  potential  goes.  The  only 
uncontroversial  feature  about  the  adenoma 
is  that  it  is  controversial. 

This  stand  is  subject  to  change,  of  course, 
whenever  the  newer  histochemical,  elec- 
tronmicroscopic,  and  other  recent  sophis- 
ticated investigations  bring  forth  solid 
evidence  in  favor  of  transformation.  To 
date  such  confirmation  has  not  only  been 
lacking  but  there  is  no  unanimity  of  inter- 


pretation of  the  meager  results  of  these 
studies  among  the  involved  researchers. 

The  present  confusion  is  the  result  of 
numerous  factors.  Absence  of  communica- 
tion is  one,  and  very  serious.  The  clinician 
and  the  pathologist  do  not  understand  each 
other  and  do  not  always  (but  should)  talk 
the  same  language.  Many  sophisticated 
pathologists  themselves  are  unclear  and  do 
not  agree  among  each  other  as  to  the  pre- 
cise histologic  criteria  of  malignancy;  in 
doubtful  cases  some  pathologists  render  a 
diagnosis  of  malignancy  largely  in  fear  of 
missing  one.  The  morphologic  process  (the 
static  factor)  is  frequently  as  misinterpreted 
as  the  biologic  process  (the  dynamic  factor) 
about  which  we  know  so  little.  If  the  pro- 
fessional pathologists  cannot  agree  among 
themselves,  how  can  they  expect  agreement 
among  clinicians?  One  is  reminded  of  the 
adage  “the  expert  is  seldom  in  doubt,  but 
frequently  in  error.” 

The  contemporary  literature  reports  an 
incidence  of  asymptomatic  adenomas  vary- 
ing from  1.6  per  cent  to  12  per  cent  in  the 
general  population.  The  percentage  is  in- 
creased to  70  per  cent  in  necropsy  material 
when  a magnifying  lens  is  employed. 
Little,  if  any,  consideration  has  been  paid 
to  the  observation  that  in  elderly  indi- 
viduals adenomas  may  be  the  natural 
product  of  the  aging  process. 

The  concept  that  “every  adenoma  re- 
moved is  a carcinoma  prevented”  has  led 
to  the  wholesale  recommendation  for  re- 
moval of  adenomas,  even  in  sub-risk  pa- 
tients. Theoretically,  this  means  surgical 
intervention  in  1 of  every  2 patients  who 
are  sixty  years  old  with  a possible  iatrogenic 
risk  and  mortality  far  in  excess  of  the  risk 
of  cancer. 

Those  who  do  not  believe  in  transforma- 
tion of  adenomas  into  invasive  killing 
cancer  nevertheless  advocate  removal  for 
microscopic  diagnosis  of  all  lesions  (total 
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biopsy)  situated  within  the  reach  of  the 
conventional  sigmoidoscope  (25  cm.  or  10 
inches  long).  If  the  lesion  is  benign,  com- 
plete therapy  is  simultaneously  or  auto- 
matically achieved.  Lesions  situated  above 
the  reach  of  the  sigmoidoscope  are  indi- 
vidualized. Pedunculate  lesions  are  re- 
moved through  a colotomy  incision  if  they 
cause  significant  bleeding  and/or  abdom- 
inal cramps.  In  the  absence  of  these  symp- 
toms or  in  poor-risk  patients,  this  lesion 
does  not  have  to  be  removed  immediately 
on  recognition.  Watchful  waiting  or 
even  a modicum  of  therapeutic  neglect  is 
justified  in  the  poor-risk  patient.  On  the 
other  hand,  if  the  presence  of  a sessile 
lesion,  regardless  of  its  size,  an  intestinal 
resection  (a  cancer  operation)  is  preferred 
so  as  not  to  miss  the  golden  opportunity  of 
removal  of  an  unrecognized  or  latent  polyp- 
oid early  invasive  cancer.  This  policy  is 
especially  applied  to  the  normal-risk  pa- 
tient. If  the  lesion  proves  to  be  benign, 
resection  is  still  warranted  as  intestinal 
continuity  is  reestablished.  Preoperative 
periodic  radiographic  observation  of  the 
lesion  for  growth  (hence  possible  malig- 
nancy) is  not  without  risk.  Absence  of 
proof  is  no  proof  of  absence.  Nor  is  this 


Insurance  acceptability 


By  relying  on  actuarial  risk  tables  available, 
most  insurance  companies  are  able  to  insure 


procedure  acceptable  to  the  average  intel- 
ligent patient  who  abhors  equivocation  or 
indecisiveness. 

For  emphasis,  an  additional  word  about 
the  villous  adenoma:  This  lesion  is  con- 

sidered dangerous  because  it  may  contain 
an  invasive  cancer,  but  not  because  it  is  a 
percursor  of  malignancy.  It  should,  how- 
ever, be  stressed  that  until  convincing  proof 
becomes  available,  the  coexistence  of  in- 
vasive carcinoma  with  villous  adenoma  is 
considered  guilty  by  association  and  not 
guilty  by  transformation — a coincidence 
and  not  a complication.  This  tenet  man- 
dates a conservative  therapeutic  approach. 
Thus  anal  sphincters  are  saved  in  the  treat- 
ment of  totally  benign  rectal  villous 
adenomas  regardless  of  size  or  those  that 
contain  an  area  of  nonin vasive  (cytologic) 
cancer.  A number  of  intestinal  surgeons 
have  recently  adopted  this  policy.  If  fol- 
lowing this  conservative  procedure  a co- 
existing invasive  carcinoma  is  discovered, 
especially  in  the  depth  or  base,  an  ab- 
dominoperineal resection  of  the  rectum  is 
performed  without  regard  to  the  preserva- 
tion of  the  anal  sphincter.  The  few  days 
thus  lost  have  never  been  unsalutary  in  the 
general  scheme  of  things. — R.T. 


practically  everyone  who  applies  for  life  in- 
surance protection. 

The  Mutual  Life  Insurance  Company  of  New 
York  has  recently  stated  that  it  finds  almost  90 
per  cent  standard,  extra  premium  about  8 per 
cent  of  the  time,  and  only  2 per  cent  uninsurable 
individuals  on  any  basis. 
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In  childhood  diarrheas 


• careful  supervision 

• electrolyte  replacement 

• specific  anti'infective 
therapy  and 

LOMOTIL 

tablets/liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


LOMOTIL  in  conjunction  with  specifically 
indicated  medical  management  may  be  life 
saving  in  children  with  severe  diarrhea  asso- 
ciated with  such  conditions  as  acute  infec- 
tions, gastroenteritis,  drug  therapy  and  food 
poisoning. 

Lomotil  lowers  the  excessive  intestinal  propul- 
sion characteristic  of  diarrhea.  This  reduction  of 
precipitate  intestinal  flow  allows  a normal  or 
more  nearly  normal  reabsorption  of  fluid  and 
electrolytes  and  counteracts  the  dehydration  so 
hazardous  to  children. 

This  specific,  well  localized  pharmacologic  ac- 
tivity controls  both  acute  infectious  diarrheas  and 
long-term  functional  and  organic  diarrhea  with 
unsurpassed  promptness,  convenience  and 
efficiency. 

PROMPT  * EFFECTIVE  • CONVENIENT 


Warnings:  Lomotil  should  be  used  with  caution  in  patients 
taking  barbiturates  and  with  caution,  if  not  contraindicated, 
in  patients  with  cirrhosis,  advanced  liver  disease  or  impaired 
liver  function. 

Precautions:  Lomotil  is  a Federally  exempt  narcotic  with 
theoretically  possible  addictive  potential  at  high  dosage;  this 
is  not  ordinarily  a clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  addicting  drugs.  Rec- 
ommended dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  accidental 
overdosage  occur,  signs  may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia;  continuous  observation 
is  necessary. 

Adverse  Reactions:  Side  effects  reported  with  Lomotil  ther- 
apy include  nausea,  sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort,  headache,  angioneurotic 
edema,  giant  urticaria,  lethargy,  anorexia,  numbness  of  the 
extremities,  atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and  coma 
may  occur  with  overdosage. 


Dosage:  The  recommended  initial  daily  dosages,  given  in 
divided  doses  until  diarrhea  is  controlled,  are  as  follows: 


Children:  Total  Daily  Dosage 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.)  I J £ 

6-12  mo. . . V2  tsp.  q.i.d.  (4  mg.)  £ J | i 

1- 2 yr V2  tsp.  5 times  daily  (5  mg.)  £ £ £ £ £ 

2- 5 yr 1 tsp.  t.i.d.  (6  mg.)  £ | £ 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  £ £ £ £ 

8-12yr 1 tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: 2 tsp.  5 times  daily  (20  mg.)  i£  n it  ££  ££ 

or  2 tablets  q.i.d. 

•Based  on  4 cc  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 
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She  is  She  is  67. 

When  she  needs  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 


Dt  iiiflhvlolilorUlracyclinp  HC1 300  mg 
and  Nystatin  300,000  units 
CAPSULE-SHAPED  TABLETS  Lrderte 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  mondial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  riew  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  ( rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  «39 
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Direct  surgical  occlusion  of  the  middle 
cerebral  artery  in  dogs  and  other  animals 
has  afforded  the  most  effective  experimen- 
tal technic  for  stimulation  of  human 
stroke.1*2  Such  efforts  were  not  always  as- 
sociated with  reproducible  neurologic  defi- 
cits, however.  Manipulation  and  retraction 
of  the  brain  superimposed  undesired 
trauma  which  could  not  be  controlled. 
Sundt  and  Waltz3  recently  described  a 
retro-orbital  extradural  approach  to  the 
base  of  the  brain  in  cats  which  did  not 
require  cerebral  manipulation.  We  have 
adapted  this  technic  to  a transorbital  ap- 
proach in  dogs. 

As  a result  of  this  change  in  technic,  few 
neurologic  deficits  have  been  encountered. 
It,  therefore,  became  necessary  to  employ 
other  tools  in  an  effort  to  determine 

* Supported  in  part  by  U.S.  Public  Health  Service  Grant 
HE  07832-05. 

t Present  address:  University  of  Connecticut  Health 

Center,  School  of  Medicine,  Hartford  Plaza,  Hartford,  Con- 
necticut 06105. 


whether  or  not  a dog’s  cerebral  circulation 
was  altered  at  all  by  occlusion  of  a middle 
cerebral  artery.  Two  such  methods  are 
described  here.  They  are  Batson’s4  num- 
ber 17  anatomic  corrosion  specimens  and 
the  digital  autofluoroscope.5  It  has  become 
apparent  that  the  latter  device  offers  im- 
portant advantages  for  evaluation  of  cere- 
bral circulation  in  the  human  being  as  a 
result  of  this  and  other  work  recently 
reported.0 

Methods 

Mongrel  dogs  were  used.  Each  animal 
was  anesthetized  with  sodium  pentobarbi- 
tal and  positioned  on  his  back.  The  left 
periorbital  region  was  prepared  for  sur- 
gery. The  palpebrae  were  incised  and 
the  orbital  contents  removed.  Control  of 
ophthalmic  artery  bleeding  was  occasionally 
difficult.  The  temporal  muscle,  which  in 
the  dog  constitutes  the  lateral  wall  of  the 
orbit,  was  depressed  to  provide  better  expo- 
sure of  the  bony  orbit.  Portions  of  the 
ethmoidal  and  frontal  bones,  superior, 
lateral,  and  inferior  to  the  optic  foramen, 
were  removed  creating  a 2-cm.  opening. 
The  middle  cerebral  artery  was  found  to 
be  about  1 cm.  from  the  dura  and  could  be 
reached  without  retraction  of  the  temporal 
lobe  since  with  the  dog  on  its  back  the 
cranial  contents  fall  away  from  the  base 
of  the  skull.  The  middle  cerebral  artery 
was  occluded  by  application  of  a silver 
clip  followed  by  electric  cautery  to  that 
clip.  Penetrating  branches  of  the  middle 
cerebral  artery  were  spared  by  using  this 
method.  Postoperative  neurologic  observa- 
tions were  conducted  daily  until  each 
animal  wTas  sacrificed.  All  animals  had 
occlusion  of  the  middle  cerebral  artery  con- 
firmed by  corrosion  preparations  utilizing 
the  technic  of  intra-arterial  (carotid  and 
vertebral)  injection  of  Batson’s  number  17 
anatomic  corrosion  compound. 

Cerebral  blood  flow  in  the  distribution  of 
the  occluded  middle  cerebral  artery  was 
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qualitatively  compared  with  that  of  the 
opposite  hemisphere  in  3 animals  by  use 
of  the  autofluoroscope.  This  is  a device 
which  has  294  sodium  iodide  crystals  ar- 
ranged in  a 14  by  21  rectangular  array  6 by 
9 inches  in  size.  Each  crystal  is  coupled  in 
a unique  fashion  by  translucent  resin 
(Lucite)  light  pipes  to  facilitate  good  sig- 
nal position  resolution.  A magnetic  core 
memory  permits  storage  of  1,000  counts 
per  crystal  location  which  is  transferred 
to  magnetic  tape  or  for  display  to  a cath- 
ode ray  tube.  After  injection  of  an  appro- 
priate isotope,  accumulated  counts  at  0.2- 
second  intervals  can  record  a dynamic 
picture  of  the  isotope  flow  through  a given 
area  situated  over  the  crystals.  A mem- 
ory-flagging system  has  been  devised 
which  consists  of  a light-sensitive  element 
which  emits  a signal  when  placed  over  a 
given  resolution  element  on  the  oscillo- 
scope display  and  flags  the  corresponding 
core  position.  The  accumulated  counts 
within  the  flagged  area  can  then  be  trans- 
ferred to  a strip  chart  recorder. 

A vertebral  artery  was  injected  with  10 
millicuries  of  technetium-99  m as  pertech- 
netate  (half-life  technetium  six  hours). 
Isotope  activity  was  monitored  within  the 
brain  as  the  dogs  lay  in  a supine  position 
with  the  neck  extended.  By  flagging  the 
desired  area  of  middle  cerebral  artery  dis- 
tribution in  each  hemisphere,  a qualitative 
picture  of  cerebral  blood  flow  was  ob- 
tained in  addition  to  photographed  oscillo- 
scope representation. 

Results 

Seventeen  dogs  had  surgical  occlusion  of 
the  middle  cerebral  artery  via  the  transor- 
bital approach.  Ten  of  these  were  ob- 
served for  five  days.  A triad  of  neurologic 
symptoms  have  been  previously  described 
which  appeared  after  a subtemporal  ap- 
proach to  the  middle  cerebral  artery.7'9 
Those  were:  (1)  ipsilateral  circling,  (2) 

contralateral  hemiparesis,  and  (3)  con- 
tralateral homonymous  field  defect.  In 
our  group  of  10,  all  verified  as  having 
their  middle  cerebral  arteries  occluded,  5 
showed  no  neurologic  symptoms  except  for 
slight  contralateral  posterior  weakness. 
Four  others  had  minimal  ipsilateral  cir- 
cling movements,  and  1 had  a field  defect. 


FIGURE  1.  Dog  14.  Corrosion  specimen. 
(A)  Top  view.  Left  middle  cerebral  artery  oc- 
cluded. No  gross  vascular  abnormalities  iden- 
tified. (B)  Basilar  view.  Left  middle  cerebral 
vessel  occluded.  Note  gap  in  plastic  at  site  of 
occlusion.  ACA  = anterior  cerebral  artery, 
MCA  = middle  cerebral  artery,  ICA  = internal 
carotid  artery,  PCA  = posterior  cerebral  artery. 

No  animal  demonstrated  the  triad. 

Corrosion  specimens  from  this  group,  al- 
though clearly  demonstrating  the  occluded 
middle  cerebral  vessel,  were  useless  in  ef- 
forts to  determine  the  presence  or  absence 
of  vascular  deficiencies  distally  (Fig. 
1).  Four  animals  sacrificed  at  intervals  of 
twelve  to  thirty-six  hours  after  occlusion 
were  free  of  any  gross  vascular  deficiencies 
as  defined  by  the  plastic  corrosion  technic. 
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FIGURE  2.  (A)  Dog  14.  Autofluoroscope  record  of  vertebral  artery  injection  of  TcU9m  in  dog  with 

left  middle  cerebral  artery  occlusion.  Corrosion  specimen  of  this  brain  presented  in  Figure.  1.  This 
photograph  is  at  0 time  and  bolus  of  radioactivity  seen  in  vicinity  of  vertebral  artery.  Minimal 
activity  already  outlines  basilar  vessel.  Dots  placed  so  that  regions  compared  by  actual  counts 
can  be  easily  identified  (Fig.  5).  (B)  Post  injection  0.2  second.  Right  temporal  lobe  can  be 

identified  but  not  left. 


FIGURE  3.  (A)  Post  injection  0.4  second.  Circle  of  Willis  well  defined.  Left  temporal  region 

remains  less  well  defined  than  right.  (B)  One  second  post  injection. 


Three  animals  were  studied  with  the  au- 
tofluoroscope one  to  two  hours  after  left 
middle  cerebral  artery  occlusion.  One 
study  was  unsatisfactory  because  of  techni- 
cal problems.  In  the  remaining  two,  pic- 
torial evidence  of  reduced  radioactive  con- 
centration in  the  vicinity  of  the  left 
temporal  lobes  could  be  identified.  Figures 
2,  3,  and  4 represent  the  isotope  flow  pat- 
tern in  one  such  animal,  dog  14.  The  nose 
points  to  the  top  of  each  photograph.  One 
is  therefore  viewing  the  brain  base  upper- 
most and  the  cerebral  hemispheres  nearest 
the  crystal  complex.  The  dots  represent 
the  sites  from  which  counts  were  obtained 
at  0.2-second  intervals.  The  count  rates 
were  then  transferred  to  a strip  graph  re- 


corder, and  Figure  5 represents  the  direct 
readout.  The  count  from  the  left  temporal 
lobe,  site  of  middle  cerebral  artery  occlu- 
sion, is  represented  by  the  broken  line. 
The  mirror  image  on  the  right  is  repre- 
sented by  the  solid  line.  It  can  be  seen 
that  counts  peaked  at  about  three  seconds 
on  the  right  but  remained  essentially  flat 
on  the  left.  This  can  be  seen  pictorially  if 
the  areas  about  the  dots  are  compared. 
The  area  of  intense  radioactivity  is  local- 
ized to  the  major  vessels  beginning  first  in 
the  vertebral  artery  in  Figure  2 A (left) 
and  passing  rapidly  to  the  basilar  artery, 
Figure  2B  (right),  and  circle  of  Willis, 
Figure  3B  (right).  The  temporal  lobe  re- 
gions fill,  but  to  a much  lesser  extent  on 
the  left  (Figs.  2 and  3). 


February  15,  1969  / New  York  State  Journal  of  Medicine  539 


FIGURE  4.  Post  injection  3.2  seconds.  At  about  this  point  peak  count  rate  has  occurred  in  right 
temporal  region  (Figure  5).  (B)  Eleven  seconds  post  injection.  Residual  activity  remains  in  brain 

stem. 


TIME  (SECONDS) 


FIGURE  5.  Actual  radioactive  counts  recorded 
from  region  of  temporal  lobes  bilaterally  during 
course  of  injection  of  Tc99m  in  dog  14.  Counts 
recorded  every  0.2  second  for  period  of  thirty- 
five  seconds.  Photographic  reproduction  of 
oscilloscope  patterns  at  each  point  in  time  could 
also  be  obtained.  These  data  still  available, 
having  been  recorded  on  tape. 

We  feel  that  such  data  demonstrate  well 
the  reduced  isotope  flow  in  the  region  of 
the  occluded  middle  cerebral  artery. 

We  feel  that  the  autofluoroscope  effec- 
tively portrayed  the  vascular  state  in  2 
dogs  shortly  after  occlusion  of  a middle  cer- 
ebral artery  in  each.  It  is  equally  apparent 
that  such  flow  alterations  are  temporary  or 
are  unassociated  with  development  of  neu- 
rologic defects  despite  proof  of  middle  cere- 
bral artery  occlusion. 

Comment 

Previous  technics  for  middle  cerebral  ar- 
tery occlusion  in  dogs  have  perhaps  induced 
undue  trauma  in  the  cortex.  For  this  rea- 
son a neurologic  deficit  appeared  which  was 
not  an  accurate  picture  of  arterial  occlusion 
alone.  “The  effect  of  the  collateral  circula- 


tion on  the  size  of  the  infarct  (and  hence 
neurologic  deficit)  is  modified  by  the  state 
of  the  contiguous  capillary  network  at  the 
time  of  occlusion.”10  Vascular  spasm,  edema, 
or  direct  mechanical  trauma  may  have 
clouded  previous  reported  efforts. 

Plastic  corrosion  specimens  effectively 
demonstrated  major  vessel  occlusion  but 
failed  to  reveal  any  gross  alterations  in  the 
filling  of  the  distal  middle  cerebral  artery 
tree.  This  does  not  rule  out  microscopic  or 
in  vivo  alterations,  however.  In  the  dog 
collateral  circulatory  routes  appear  suffi- 
cient to  protect  against  significant  cerebral 
infarctions  when  measured  by  this  technic. 

The  autofluoroscope  appears  to  be  the 
most  sensitive  and  effective  technic  for 
evaluation  of  cerebral  circulation,  at  least 
as  employed  in  this  study.  It  is  possible  to 
select  a region  of  the  brain  and  observe  the 
isotope  events  which  occur  within  the  vas- 
culature of  that  region  over  a selected  time 
period.  Without  repeating  the  injection, 
similar  observations  can  be  made  in  adja- 
cent areas.  Isotope  count  rates  can  then  be 
compared  and  regions  of  slower  or  absent 
circulation  identified.  Data  are  preserved 
on  tape  for  further  study  at  any  time. 

Summary 

Neurologic  deficits  were  minimal  in  17 
dogs  in  which  a middle  cerebral  artery  was 
occluded  via  a transorbital  approach.  In 
these  animals,  plastic  corrosion  specimens 
showed  no  gross  vascular  filling  alterations 
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in  the  presence  of  middle  cerebral  artery 
occlusion.  The  digital  autofluoroscope  in  2 
animals  indicated  that  at  least  a transient 
blood  flow  alteration  had  been  produced. 
This  latter  device  appears  to  offer  excellent 
advantages  in  the  study  of  human  cerebral 
circulation. 
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corded  for  licenses  medically  restricted  because 
of  diabetes,  epilepsy,  and  other  conditions.  The 
violation  rate  for  the  heart  disease  group  was 
statistically  lower.  While  the  total  accident 
and  violation  rates  were  higher  in  the  medi- 
cally restricted  group,  the  accident  and  viola- 
tion rates  for  the  men  in  the  group  were 
actually  lower  than  for  the  general  driving 
population,  and,  for  the  women,  higher.  Much 
of  the  magnitude  of  accident  rates  for  women 
is  due  those  in  the  group  from  thirty -six  to 
fifty  years  of  age.  Their  rate  was  three  times 
the  figure  for  the  same  age  group  in  the 
general  population  of  licensed  drivers. 

While  no  hard  and  fast  conclusions  can  be 
drawn  from  the  results  of  the  study,  some 
possible  meanings  were  suggested:  (1)  Drivers 
in  some  groups  are  apparently  able  to  com- 
pensate for  a given  handicap.  For  example, 
persons  with  visual  deterioration  had  some- 
what lower  accident  rates  than  the  general 
driving  public;  (2)  in  some  drivers,  as  those 
with  sudden  epileptic  seizures,  the  hazard  may 
be  increased;  (3)  driving  exposure  may  be  an 
important  factor.  For  example,  persons  with 
a chronic  disease  may  drive  less  but  have 
more  accidents;  and  (4)  some  handicapped 
drivers,  fearful  of  insurance  cancellation,  may 
attempt  successfully  to  settle  without  filing  an 
accident  report. 
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/\  LTHOUGH  steroids  are  used  extensively 
and  empirically  in  the  treatment  of  various 
diseases,  the  exact  mechanisms  of  their  ac- 
tions remain  obscure.  Several  lines  of  in- 
vestigation which  are  being  carried  out 
currently  indicate  that  hormones  may  act 
by  influencing  membrane  permeability, 
transport  of  metabolites,  enzymic  systems, 
allosteric  macromolecules,  gene  function,  or 
adenosine  3',5'-monophosphate  forma- 
tion.1-3 The  hypothesis  which  has  been  in- 
vestigated most  actively  is  that  of  hor- 
monal activation  of  repressed  genes  or  mes- 
senger theory  of  hormone  action.  The 
theory  is  based  on  the  observation  that  hor- 
mones stimulate  protein  and  RNA  (ribo- 
nucleic acid)  synthesis,  induce  chromoso- 
mal puffing,  and  increase  template  activity 
of  chromatin.1-46 

According  to  this  hypothesis,  hormones 
influence  DNA  (desoxyribose  nucleic  acid) 
transcription  by  interacting  with  compo- 
nents of  the  cell  nuclei  and  nuclear 
membrane,  namely,  DNA,  histones,  acidic 
proteins  (phosphoproteins),  RNA,  or 
phospholipids.47  On  the  other  hand,  con- 
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FIGURE  1.  Genetic  transcription  and  RNA 
polymerase. 

trol  of  protein  synthesis  could  be  exercised 
at  the  level  of  translation  of  messenger 
RNA  and  need  not  be  limited  to  the  tran- 
scription of  DNA  to  messenger  RNA;  that 
is,  insulin  and  growth  hormone  may  alter 
the  ability  of  ribosomes  to  bind  to  messen- 
ger RNA.3  The  purpose  of  this  review  is 
to  examine  the  evidence  for  the  localization 
of  hormones  in  the  nuclei,  the  interaction 
of  hormones  with  various  nuclear  compo- 
nents, and  the  specificity  of  action  of  hor- 
mones on  gene  transcription. 

Sites  of  hormone  action 
on  gene  function 

Since  hormones  have  markedly  diverse 
effects  on  the  metabolism  of  tissues,  each 
hormone  should  influence  a specific  process 
or  locus  in  transcription  to  account  for  its 
specificity  of  action.  The  action  of  hor- 
mones on  the  cell  nuclei  may  be  determined 
by  the  presence  or  absence  of  specific  recep- 
tors which  interact  with  the  hormones. 
Since  the  template  activity  of  DNA  may 
be  altered  by  its  interaction  with  the  asso- 
ciated nuclear  proteins  and  RNA,  it  seems 
that  hormones  may  regulate  DNA  template 
activity  or  gene  action  by  modifying  the 
interaction  of  DNA  with  nuclear  proteins 
or  by  controlling  the  acetylation,  methyla- 
tion,  and  phosphorylation  of  the  nuclear 
proteins  (Fig.  I).48'57  Although  methyla- 
tion  of  nucleic  acids  has  been  demonstrated 
and  may  influence  DNA  transcription,  its 
biologic  significance  is  uncertain.58  Hor- 
mones may  act  by  altering  methylation  of 
DNA  and  transfer  RNA,  but  such  studies 
have  not  been  reported. 

Localization  of  hormones 
in  cell  nuclei 

Studies  with  labeled  steroids  showed  that 
17  beta-estradiol,  cortisol,  aldosterone,  and 
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testosterone  are  localized  in  cell  nuclei  or  in 
the  nuclear  membrane.39-71  The  hormones, 
however,  are  bound  initially  and  mainly  to 
plasma  membranes,  cytoplasmic  protein,  or 
mitochondria  rather  than  to  the  nuclei. 
Since  hormones  must  interact  with  the 
plasma  membrane  and  cytoplasmic  proteins 
to  be  transported  to  the  nucleus,  their 
effects  on  the  nucleus  may  become  mani- 
fested after  a lap  period.  Such  a transport 
system  is  suggested  by  the  report  that  the 
interaction  of  estradiol  with  uterine  tissue 
involves  an  extranuclear  receptor  to  form  a 
9.5S  complex  and  5S  complex  in  the 
nucleus.63-69  The  extranuclear  complex  may 
be  transformed  into  the  nuclear  complex. 
It  is  noteworthy  that  ecdvsone  (insect  hor- 
mone), which  stimulates  RNA  synthesis  and 
induces  the  puffing  phenomenon  in  Chirono- 
mus,  has  not  been  shown  to  be  localized  in 
the  nucleus  or  at  the  site  of  the  puffing.2 
It  does,  however,  increase  significantly  the 
mean  electric  resistance  of  nuclear  mem- 
brane envelopes  of  chironomid  salivary 
gland  cells.72  This  failure  to  demonstrate 
nuclear  localization  of  ecdysone  may  be 
caused  by  the  low  concentration  of  hor- 
mone required  to  induce  the  puffing  phe- 
nomenon. 

Interaction  with  DNA 

The  interaction  of  hormones  with  DNA 
was  demonstrated  by  measuring  the  affinity 
of  calf  thymus  DNA  for  steroids  by  equi- 
librium dialysis  and  gel  filtration.73-74  The 
affinity  constant  of  DNA  with  testosterone 
was  greater  than  that  with  17  beta-estra- 
diol, and  the  values  obtained  with 
denatured  DNA  were  higher  than  those 
with  native  DNA.  The  interaction  of  hor- 
mones with  DNA  was  further  demonstrated 
by  their  effects  on  the  Tm  (thermal  dena- 
turation)  of  deoxyribonucleoprotein  and 
DNA  from  human  placenta.75  Estrone, 
17  beta-estradiol,  cortisol,  insulin,  somato- 
tropin, and  epinephrine  altered  the  Tm  of 
DNA  suggesting  that  the  activation  of 
genes  by  hormones  occurred  by  promoting 
the  separation  of  complementary  strands 
of  specific  segments  of  the  DNA  and  not  by 
affecting  DNA-histone  interaction.75  How- 
ever, the  possibility  that  hormones  may  act 
by  altering  DNA-histone  interaction  was 
suggested  by  the  observation  that  testoster- 
one lowered  the  Tm  of  reconstituted  rat 


prostatic  nucleohistone  but  did  not  lower 
the  Tm  of  DNA  alone  or  of  rat  liver  nucleo- 
histone.78 The  influence  of  testosterone  on 
the  thermal  denaturation  of  DNA  is  depend- 
ent on  the  tissue  and  class  of  histones,  that 
is,  lysine-rich  histones  from  the  prostate 
gland.  Feigelson  and  Feigelson,77  however, 
reported  that  corticosterone,  cortisol,  and 
cortisone  in  vitro  did  not  alter  the  melting 
profile  of  rat  liver  DNA.  Since  thermal 
denaturation  of  DNA  is  influenced  markedly 
by  variations  in  experimental  conditions, 
the  results  should  be  considered  with  reser- 
vations. 

These  studies  suggest  that  some  hor- 
mones may  alter  DNA-template  activity 
by  interacting  directly  with  DNA.  Inter- 
action by  intercalation  is  unlikely  because 
ring  D of  steroids  is  puckered.78  The  DNA- 
steroid  interaction  is  probably  by  hydro- 
phobic  forces  although  hydrogen  bonding 
and  pi-election  attraction  may  also  be  in- 
volved.73 That  steroids  interact  to  a 
greater  extent  with  denatured  DNA  than 
with  native  DNA  suggests  that  steroids 
may  interact  with  the  bases  or  phosphate 
groups  of  the  single-stranded  DNA  by  a 
mechanism  such  as  hydrogen  bonding.73-74 

Interaction  with  histones 

Particular  fractions  of  histones  have 
been  postulated  as  repressors  of  gene  func- 
tion since  they  have  an  affinity  for  certain 
sequences  in  DNA  and  inhibit  its 
transcription. 47-48-51-55-79'83  Hormones  may 
displace  histones  from  binding  sites  to  re- 
lease specific  sequences  of  DNA  for 
transcription.  The  interaction  of  hor- 
mones with  nuclear  histones  was  demon- 
strated by  the  finding  that  the  major 
portion  of  testosterone  which  localized  in 
the  cell  nuclei  of  the  duck  preen  gland  was 
bound  to  the  histone  component  of  the  eu- 
chromatin  fraction.71  Testosterone  was 
shown  to  interact  principally  with  the  ly- 
sine-rich histones  of  rat  ventral  prostate 
and  levator  ani  muscle.84-83  In  contrast, 
only  small  amounts  of  the  steroid  were 
found  to  be  bound  to  histones  obtained  from 
the  liver  or  spleen,  indicating  that  the  bind- 
ing capacity  is  dependent  on  the  source  of 
the  histones.  The  interaction  of  corticoste- 
roids with  histones  was  suggested  by  the 
finding  that  the  toxic  effects  of  histones  ad- 


February  15.  1969  / New  York  State  Journal  of  Medicine  543 


ministered  to  adrenalectomized  rats  can  be 
ameliorated  by  cortisol86  and  that  histones 
inhibit  the  hydrocortisone-induced  increase 
in  enzyme  activities.63  However,  cortisol 
did  not  reverse  the  inhibiting  influence  of 
histones  on  RNA  polymerase  activity  in 
vitro.86  The  binding  of  glucocorticoids  to 
histones  was  demonstrated  to  occur  to  a 
greater  extent  with  the  arginine-rich  his- 
tones and  DNA  at  neutral  pH.84’85-87-89  On 
the  other  hand,  significant  interaction 
between  prednisolone  and  lysine-rich  his- 
tones of  calf  thymus  occurs  in  an  alkaline 
medium.90  The  binding  appears  to  involve 
the  interaction  of  histones  with  the  free 
glucocorticoid  and  the  21-dehydro  derivative. 
Prednisolone  is  slowly  degraded  to  21-dehy- 
droprednisolone  in  phosphate  buffer.90'91 
The  interaction  of  histone  with  prednisolone 
takes  place  probably  by  van  der  Waal’s 
forces  and  with  21-dehydroprednisolone  by 
Schiff  base  formation.90  Histones  interact 
principally  with  the  21-dehydro  deriva- 
tive.9091 Although  21-dehvdrocortisol  is  a 
substrate  for  the  21-hydroxysteroid  dehy- 
drogenase obtained  from  the  sheep  liver, 
bovine  adrenal  glands,  and  human  placenta, 
the  physiologic  role  of  21-dehydro  deriva- 
tives has  not  been  established.92 

When  measured  by  equilibrium  dialysis, 
thyroxin  and  tri-iodothyronine  interact 
with  whole-calf  thymus  histones.93  The 
binding  is  not  dependent  on  any  specific  his- 
tone component.  That  thyroid  hormones 
require  a long  lag  period  to  stimulate  nu- 
clear RNA  synthesis  suggests  that  the 
action  of  thyroid  hormones  on  RNA  syn- 
thesis is  indirect.94 

Acetylation  of  histones  may  play  a role 
in  the  regulation  of  RNA  synthesis  and 
was  augmented  in  hormone-treated  animals 
but  not  in  adrenalectomized  controls.48'49 
On  the  other  hand,  no  preferential  uptake 
of  radioactive  acetate  was  observed  in  the 
chromosomal  puffing  which  represents  gene 
activation  in  Drosophila.95  Although  this 
finding  suggests  that  acetylation  of  histones 
does  not  play  a general  role  in  the  regula- 
tion of  RNA  synthesis  in  Drosophila,  this 
conclusion  may  not  be  valid  because  the  fix- 
ation used  extracts  preferentially  arginine- 
rich  and  acetylated  histones.96’97  Theoret- 
ically, hormones  could  influence  methylation 
and  phosphorylation  of  histones,  but  no  such 
study  has  yet  been  reported. 


Interaction  with 
nuclear  acidic  proteins 

Labeled  estradiol  administered  to  rats 
was  found  to  localize  in  the  nuclei  of  the 
uterus59'60-63’65'67-69  and  was  probably  asso- 
ciated with  the  acid  labile  nonhistone 
component  of  the  deoxyribonucleoprotein 
complex.64  There  was  interaction  of 
17  beta-estradiol  with  the  nuclear  acidic 
protein  fraction  and  equivocally  with  the 
basic  components  of  the  receptor  protein 
purified  from  dimethylbenzanthracene-in- 
duced  rat  mammary  tumor,  uterine  epithe- 
lium, anterior  pituitary,  and  kidney.65  This 
nuclear  receptor  protein  may  be  identical 
with  the  5S  complex  reported  by  Jensen  et 
al.63 


Summary 

The  elucidation  of  the  mechanism  of  ac- 
tion of  hormones  is  of  importance  to 
establish  a rational  basis  for  their  thera- 
peutic use.  Since  hormones  stimulate 
RNA  and  protein  synthesis  and  influence 
cell  nuclei  function,  they  may  act  by  modi- 
fying gene  activity.  The  specific  action  of 
each  hormone  on  tissue  metabolism  and  its 
regulation  of  gene  function  may  be  depend- 
ent on  its  interaction  at  a particular  locus 
of  DNA  transcription.  The  hormones  may 
interact  with  nuclear  membrane,  DNA,  his- 
tones, RNA,  acidic  proteins,  and  phospho- 
lipids or  influence  acetylation,  methylation, 
and  phosphorylation  of  nuclear  proteins. 
Only  a few  hormones  have  been  demon- 
strated to  interact  directly  with  deoxyribo- 
nucleoprotein complex,  thus  indicating  a 
possible  locus  of  action  in  altering  DNA 
transcription.  Testosterone  and  glucocorti- 
coids may  influence  DNA  transcription  by 
interacting  with  lysine-rich  histones  of 
prostate  gland  and  the  arginine-rich  his- 
tones of  thymus  and  liver,  respectively. 
Gene  activity  may  be  altered  by  17  beta- 
estradiol  binding  with  the  nuclear  mem- 
brane or  acidic  protein  of  uterus.  Although 
thyroid  hormones  interact  with  histones, 
their  influence  on  DNA  transcription  is 
probably  indirect.  It  is  uncertain  how 
other  hormones  influence  gene  transcription 
since  the  evidence  for  their  interaction  with 
deoxyribonucleoprotein  complexes  has  not 
been  conclusive. 
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Addendum 

Further  evidence  that  cortisol  may  acti- 
vate chromatin  was  presented  by  Stack- 
house,  Chetsanga,  and  Tan*1  who  showed 
that  cortisol  21-phosphate  increases  the 
template  capacity  of  rat  liver  chromatin  by 
10  to  12  per  cent  as  measured  by  its  ability 
to  incorporate  labeled  uracil  monophosphate 
into  RNA  in  the  presence  of  transcriptase 
from  Micrococcus  lysodeikticus. 

Libby98  recently  demonstrated  that  17 
beta-estradiol  may  regulate  chromatin  ac- 
tivity by  stimulating  the  acetylation  of 
histones.  The  incorporation  of  acetate  into 
the  slow  arginine-rich  histones  of  rat  uterus 
was  stimulated  by  the  in  vitro  addition  of 
17  beta-estradiol  to  the  supernatant  frac- 
tion. The  greatest  stimulation  was  ob- 
served at  a concentration  of  10-7M. 

Cortisol  incubated  with  isolated  rat  liver 
nuclei  stimulates  RNA  synthesis.99-101 
The  stimulation  is  partly  due  to  an  in- 
crease in  the  template  activity  of  the  chro- 
matin.101 Concomitant  with  the  increase 
in  template  activity,  there  is  an  increase 
in  the  availability  of  SH  groups  of  the 
nuclei  protein.100  The  rate  of  acetylation 
or  methylation  of  the  basic  nuclear  pro- 
teins remained  unchanged.100  The  stimu- 
lation of  RNA  synthesis  by  hormones  may 
be  subsequent  to  an  effect  on  the  phos- 
phorylation of  histones.  Such  a mech- 
anism is  supported  by  the  finding  of 
Langan102  that  adenosine  3',5'-monophos- 
phate  increases  the  rate  of  histone  phos- 
phorylation catalyzed  by  a liver  enzyme. 
The  hormones  whose  actions  are  believed 
to  be  mediated  by  cyclic  AMP  are  ACTH, 
glucagon,  epinephrine,  and  others.103 

On  the  other  hand,  there  are  several 
reports  indicating  that  cortisol  incubated 
in  vitro  with  isolated  nuclei  was  unable 
to  stimulate  RNA  synthesis.86'104  105  In 
these  studies  nuclei  isolated  from  trans- 
plantable human  tumor,  H.  Emb.  Rh 
number  1 were  incubated  with  corti- 
sol104; rat  liver  nuclei  with  triamcinolone 
diacetate  (9  alpha-fluoro-16  alpha-hydroxy 
prednisolone  diacetate)105  and  cortisone.86 
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Physicians  in  City 
twice  U.S.  ratio 

New  York  City  has  more  than  twice  as  many 
physicians  as  the  United  States  as  a whole, 
according  to  a recent  study:  about  28  physi- 
cians for  every  10,000  persons,  compared  with 
13  for  each  10,000  for  the  nation  as  a whole. 

The  study,  which  covered  the  pre-Medicare 
and  Medicaid  years  1959  to  1966,  showed  that 
the  number  of  physicians  practicing  here  rose 
by  20  per  cent  during  the  study  period — 11 
per  cent  higher  than  the  average  national  in- 
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crease — while  the  number  of  City  residents 
remained  essentially  the  same. 

Despite  a tripling  in  the  number  of  City 
physicians  engaged  in  nonpatient  care  activities 
such  as  teaching  and  research,  there  are  more 
physicians  per  capita  who  treat  patients  than 
there  were  a decade  ago — 25  for  every  10,000 
persons  as  compared  with  12  in  the  nation  as 
a whole. 

The  study,  whose  findings  were  compiled  in 
a report  by  the  Urban  Research  Center  at 
Hunter  College  of  the  City  University  of  New 
York,  was  prepared  for  the  City’s  Department 
of  Health  as  a guide  in  developing  new  sys- 
tems for  the  provisions  of  medical  care. 
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shoulder  pain  following  cerebral  vascular 
accident  is  found,  only  on  erect  films  of  the 
shoulder,  to  result  from  subluxation  at  the 
glenohumeral  joint.  Competent  management 
protects  the  patient  from  developing  late 
sequelae  and  permanent  damage. 


chest  radiograph  made  at  the  bedside 
(Fig.  1A).  Several  days  later,  an  erect 
film  demonstrated  shoulder  subluxation 
(Fig.  IB).  It  became  readily  apparent 
that  only  on  erect  films  of  the  shoulder 
can  one  see  subluxation  at  the  glenohu- 
meral joint. 


Shoulder  pain  is  a frequent  complaint  of 
patients  following  a cerebral  vascular 
accident.  Various  syndromes  have  been 
postulated  in  the  medical  literature  to 
explain  the  pain  often  seen  in  these  patients. 
These  include  shoulder-hand  syndrome, 
sympathetic  dystrophy,  frozen  shoulder, 
and  shoulder  instability.  Such  diversity 
has  resulted  in  difficulty  for  the  clinician 
faced  with  the  problem  of  proper  diagnosis 
on  which  to  base  his  treatment.  Correct 
diagnosis  will  enable  patients  to  receive 
intelligent  therapy  with  a resultant  decrease 
in  late  sequelae. 

Roentgenograms  of  these  patient’s  shoul- 
ders invariably  fail  to  reveal  any  abnor- 
malities. Subluxation  at  the  glenohumeral 
joint  is  occasionally  seen,  however,  on 
routine  chest  examination.  A case  was 
initially  encountered  which  demonstrated 
a normal  shoulder  configuration  on  a supine 


Method 

All  patients  referred  during  the  past 
several  months  by  the  department  of  re- 
habilitation medicine  because  of  shoulder 
pain  after  a cerebral  vascular  accident  were 
asked  to  return  for  re-examination.  Fif- 
teen patients  whose  supine  radiographs 
were  interpreted  as  normal  were  re-ex- 
amined in  the  erect  position,  and  8 were 
found  to  have  shoulder  subluxations  (Figs. 
2 and  3).  Erect  radiographs  of  the 
shoulder  were  made  routinely  on  the  next 
25  consecutive  patients  with  hemiplegia 
admitted  to  Kings  County  Hospital  Cen- 
ter, and  16  were  found  to  have  shoulder 
subluxation. 


Comment 

An  upper  motor  neuron  lesion  initially 
produces  flaccid  paralysis  with  muscle 


FIGURE  1.  Films  of  left  shoulder.  (A)  Portable  supine  chest  film  reveals  shoulder  to  be  normal.  (B) 
Erect  chest  film  one  week  later  shows  subluxed  shoulder. 


548  New  York  State  Journal  of  Medicine  / February  15,  1969 


FIGURE  2.  Films  of  right  shoulder.  (A)  Erect 
chest  film  reveals  shoulder  to  be  subluxed.  (B) 
Normal  shoulder  configuration  in  supine  position. 

weakness.  Approximately  90  per  cent  of 
patients  with  a stroke  initially  have  flac- 
cidity  of  the  involved  area,  some  for  only 
twenty-four  hours  or  less.  The  integrity 
of  the  shoulder  joint  depends  to  large 
measure  on  muscular  support.  After  a 
stroke  there  is  downward  subluxation  of 

I the  humerus  because  of  loss  of  normal  mus- 
cle tone.  This  results  in  distention  of  the 
normal  joint  capsule,  stretching  of  the 
muscle,  and  finally  irreversible  subluxa- 
tion. The  weight  of  the  arm  itself  is 
enough  to  sublux  the  shoulder,  producing 
severe  pain.  If  this  subluxation  is  not 
adequately  managed,  it  will  result  in  the 
eventual  formation  of  a frozen  shoulder. 


In  hospitals  where  medical  teams  apply 
proper  physiatric  therapy  to  support  the 
flaccid  shoulder  early  in  the  hospital  course, 
the  incidence  of  subluxation  has  been  re- 
ported to  be  as  low  as  2 to  5 per  cent. 
Where  support  of  the  shoulder  is  neglected, 
the  incidence  of  residual  subluxation  may  be 
approximately  75  per  cent  or  even  higher. 

Steinbrocker^first  described  the  “shoul- 
der-hand syndrome.”  The  etiology  of  the 
pain  associated  with  this  syndrome  has  been 
ascribed  by  various  authors  to  many  dif- 
ferent causes.  These  have  included  sym- 
pathetic dystrophy2-4  and  changes  of 
thalamic  origin.5  Most  orthopedic  text- 
books omit  any  mention  of  hemiplegic  pain 
or,  if  mentioned,  generally  include  it  with 
the  shoulder-hand  syndrome.  Najenson 
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FIGURE  4.  (A)  Supine  shoulder  examination  with- 
in normal  limits.  (B)  Same  patient  as  in  (A)  re- 
veals obvious  subluxation  in  erect  shoulder  film. 


and  Pikielny6  were  the  first  to  suggest  sub- 
luxation as  the  cause  of  the  pain  seen  in 
these  patients.  They  found,  in  a retro- 
spective study,  that  two  thirds  of  their 
cases  with  severe  paralysis  had  subluxation 
of  the  glenohumeral  joint. 

Only  two  reports  in  the  recent  literature 
mention  shoulder  subluxation  in  the  hemi- 
plegic patient.6'7  This  might  be  thought 
surprising  in  view  of  the  fact  that  more 
than  half  of  the  patients  in  this  study  were 
found  to  have  subluxed  shoulders  during 
the  acute  phase  of  a stroke.  On  further 
examination,  however,  this  oversight  can 
be  attributed  to  the  radiographic  technic 
usually  used  in  most  hospitals.  Routine 
shoulder  roentgenograms  in  these  difficult 
patients  are  invariably  taken  in  the  supine 
position.  In  this  position,  the  shoulder 


FIGURE  5.  Film  of  same  patient  as  in  Figure  4 
with  arm  in  abduction  reveals  normal  shoulder 
configuration. 


joint  will  regain  its  normal  anatomic  rela- 
tionship (Fig.  4A  and  B),  and  thus  the 
diagnosis  will  be  missed.  Abduction  will 
also  reduce  a subluxation  (Fig.  5). 

Conclusion 

Shoulder  pain  experienced  by  patients 
with  hemiplegia  is  frequently  caused  by 
subluxation  of  the  glenohumeral  joint. 
This  subluxation  is  caused  by  the  weight 
of  the  arm  pulling  downward  without 
the  usual  support.  Stretching  and  tearing 
of  the  capsule  occurs,  with  subluxation  the 
end  result.  Most  patients  have  some  de- 
gree of  shoulder  subluxation  following  a 
stroke.  Only  the  erect  examination  of 
the  shoulder  will  permit  an  accurate  radio- 
logic  appraisal  of  the  status  of  the  gleno- 
humeral joint.  This,  together  with  com- 
petent management  by  the  physiatrist, 
will  protect  the  patient  from  developing 
late  sequelae  and  permanent  damage. 
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The  primary  purpose  of  this  report  is  to 
summarize  and  correlate  our  present  under- 
standing of  immunology  with  the  clinical 
findings  in  allergic  disease  of  the  immedi- 
ate hypersensitivity  type.  Allergies  of  im- 
mediate hypersensitivity  are  those  diag- 
nosed by  the  wheal  and  flare  skin  tests. 
The  immunologic  findings  to  be  described 
were  determined  in  man  and  are  therefore 
directly  applicable  to  human  allergy.  A 
vast  amount  of  data  accumulated  from  ani- 
mal experimentation  are  not  included  since 
their  application  to  allergic  conditions  in 
man  is  questionable. 

It  will  become  apparent  that  our  under- 
standing of  the  role  of  antibodies  in  aller- 
gic disease  is  still  fragmentary.  Perhaps 
some  deficiencies  in  our  present  understand- 
ing of  the  function  of  antibodies  will  be 
clarified  by  additional  information  about 
the  effect  of  nonimmunologic  factors  in 
allergy.  Cautious  simplification  and  specu- 
lation are  resorted  to  where  immunologic 
data  which  would  provide  a complete  pic- 
ture are  not  available. 
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The  casual  reader  is  almost  always,  and 
the  experienced  researcher  is  frequently, 
confused  by  the  profusion  of  antibodies  de- 
scribed in  the  literature.  In  the  text,  I 
have  attempted  to  simplify  this  profusion 
by  lumping  antibodies  with  similar  charac- 
teristics where  preliminary  evidence  war- 
rants it,  recognizing  that  future  reports 
may  nullify  this  procedure  to  some  extent. 

Immunoelectrophoresis  is  one  method 
currently  used  to  define  antibodies.  Five 
immunoglobulins  of  the  immune  system 
have  been  identified:  IgE  (immunoglobu- 

lin E),  IgG  (immunoglobulin  G),  IgM 
(immunoglobulin  M),  IgA  (immunoglobulin 
A),  and  IgD  (immunoglobulin  D).  A sec- 
ond method  of  definition  uses  the  name  of 
the  technic  employed  to  quantitate  or  dem- 
onstrate the  antibody.  For  example,  anti- 
bodies which  cause  red  blood  cells  to 
agglutinate  in  laboratory  tests  are  called 
hemagglutinating  antibodies.  It  is  readily 
apparent  that  one  specific  antibody  could  be 
measured  by  many  different  tests  and  con- 
sequently labeled  with  the  name  of  each  of 
the  tests.  In  fact,  this  seems  to  be  the 
case  in  many  instances.  Third,  antibodies 
may  be  defined  by  their  properties,  such  as 
heat-stabile  or  heat-labile. 

In  discussing  the  function  of  antibodies 
in  immediate  type  hypersensitivity,  I will 
speak  primarily  of  the  SSA  (skin-sensitiz- 
ing antibody)  and  the  BA  (blocking 
antibody).  Neither  of  these  antibodies  has 
been  isolated,  so  they  are  identified  only  by 
their  known  properties. 

Recent  evidence  suggests  that  the  SSA 
is  located  in  the  IgE  fraction  of 
serum.1  SSA  is  destroyed  by  mild  heating, 
has  a sedimentation  constant  of  7 to  13S, 
and  does  not  pass  through  the  placenta.  It 
is  unique  among  antibodies  of  the  immuno- 
globulin class  because  it  also  fixes  to 
cells.  Other  “antibodies”  which  have  simi- 
lar characteristics  are  those  which  release 
histamine  from  white  blood  cells  incubated 
with  antigen  in  vitro  or  can  be  transferred 
to  monkey  skin  or  the  human 
appendix.  Finally,  the  quantity  of  IgE  in 
a serum  for  a specific  antigen  correlates 
well  with  the  amount  of  SSA  present  in 
that  serum.  For  simplicity,  these  various 
“antibodies”  are  considered  as  representing 
the  classical  skin-sensitizing  antibody. 


February  15,  1969  / New  York  State  Journal  of  Medicine  551 


The  blocking  antibody  is  located  in  the 
IgG  fraction  of  serum.  It  is  not  destroyed 
by  mild  heating,  has  a sedimentation  con- 
stant of  7S,  and  passes  through  the 
placenta.  Like  SSA,  it  is  found  in  the 
serum.  However,  it  differs  from  SSA 
in  that  it  does  not  fix  to  cells.  Other  “anti- 
bodies” having  similar  characteristics  are 
precipitating,  iodine-131  binding  (of 
Farr),  hemagglutinating,  and  muscle-sen- 
sitizing (Schultz-Dale).  In  one  serum,  the 
titer  of  one  of  these  antibodies  as  deter- 
mined by  one  technic  usually  parallels  the 
titer  as  determined  by  another.  For  in- 
stance, those  sera  with  the  highest  block- 
ing antibody  titers  also  had  the  highest 
hemagglutinating  titers  and  caused  pas- 
sive cutaneous  anaphylaxis  when  trans- 
ferred to  guinea  pig  skin.2  Those  sera 
with  the  lowest  blocking  titers  had  low 
hemagglutinating  titers  and  did  not  cause 
passive  cutaneous  anaphylaxis  in  guinea 
pigs.2  Such  consistencies  suggest  that  all 
of  the  “antibodies”  measured  by  these 
technics  may  be  one  and  the  same  or  at 
least  closely  related.  It  should  be  recog- 
nized that  some  discrepancies  in  the  cor- 
relation of  titers  for  the  different  tech- 
nics do  exist.  The  reasons  for  these  dis- 
crepancies are  not  known.  They  may,  for 
example,  indicate  molecular  variations  in 
a similar  antibody  as  expressed  by  dif- 
ferent individuals  or  possibly  the  same 
class  of  antibodies  produced  at  different 
times  during  immunization.  Since  the 
similarities  are  more  prominent  than  the 
differences,  there  is  a good  possibility  that 
these  antibodies  are  the  same  or  at  least 
that  their  function  is  similar.  Therefore, 
for  simplicity,  they  are  classified  as  block- 
ing antibody  in  this  presentation  since 
many  of  the  clinical  findings  to  be  described 
were  defined  by  measurements  of  blocking 
titers. 

Suggested  function  of  antibodies 
in  allergic  disease 

SSA  (TgE)  is  almost  always  associated 
with  diseases  of  immediate  hypersensitivity 
and  is  thought  to  initiate  mechanisms  caus- 
ing symptoms  when  the  antigen  is 
present.  All  evidence  accumulated  to  date 
suggests  that  it  is  the  antibody  which 
causes  allergic  rhinitis  and  anaphylactoid 
reactions.  It  is  strongly  implicated  as 


causative  in  acute  urticaria  but  probably  is 
much  less  important  or  not  at  all  significant 
in  the  pathogenosis  of  chronic  urticaria. 
The  etiologic  importance  of  SSA  in  allergic 
asthma  is  more  difficult  to  substantiate 
since  it  may  be  present  in  high  titer  in 
sera  of  many  patients  who  do  not  have 
asthma  when  exposed  to  antigen  specific 
for  the  antibody.  On  the  other  hand,  when 
asthma  occurs  in  a patient  after  exposure 
to  a specific  antigen,  SSA  specific  for  that 
antigen  is  almost  always  present.  The  role 
of  SSA  in  eczema  is  not  known. 

Whereas  SSA  appears  to  be  a pathologic 
antibody,  BA  (IgG)  appears  to  afford  pro- 
tection against  reactions  of  the  immediate 
hypersensitivity  type,  but  only  in  specified 
conditions.  The  most  important  function 
of  BA  is  to  inhibit  the  occurrence  of  sys- 
temic or  anaphylactoid  reactions  when  anti- 
gen is  administered  by  injection.  Although 
some  studies  suggest  that  BA  may  prevent 
or  decrease  the  symptoms  of  allergic  rhi- 
nitis, most  indicate  only  minimal  or  no  pro- 
tective effect.  The  role  of  BA  in  asthma  is 
not  known,  but  because  of  some  data,  we 
might  speculate  that  BA  may  be  an  effective 
protective  mechanism  in  asthma. 

Much  less  is  known  regarding  the  rela- 
tionship of  IgM  antibodies  to  allergic 
disease.  Complexes  of  penicillin  IgM  anti- 
bodies and  penicillin  may  cause  late-occur- 
ring maculopapular  eruptions  and  diffuse 
erythematous  reactions  after  penicillin  ther- 
apy.3 

IgA  and  IgD  have  not  been  studied 
enough  to  determine  their  function  in  the 
allergic  reaction.  Several  years  ago,  IgA 
was  thought  to  contain  the  SSA,  a theory 
now  abandoned.  A modified  IgA  has  been 
identified  in  secretions  of  the  nose,  saliva, 
bronchi,  and  intestine.  Although  its  func- 
tion in  these  secretions  is  not  known,  To- 
masi  et  al .4  suggested  that  IgA  secretory 
antibody  may  be  a local  defense  mechanism 
preventing  infection. 

Measurement  of  skin-sensitizing 
and  blocking  antibodies 

Fifty  years  ago  Prausnitz  and  Kiistner5 
discovered  that  if  the  serum  of  an  allergic 
individual  is  injected  intradermally  in  a 
nonallergic  volunteer,  the  site  injected  will 
react  as  the  donor’s  skin  does  if  challenged 
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with  allergens.  This  technic  is  called  pas- 
sive transfer,  and  the  antibody  transferred 
is  SSA.  The  titer  of  SSA  is  determined  in 
the  same  way  except  that  dilutions  of  the 
serum  are  injected.  The  titer  of  SSA  is 
the  reciprocal  of  the  greatest  dilution 
which  will  still  react  when  challenged  after 
transfer.  From  this  definition,  the  titer  of 
SSA  is  a measure  of  the  quantity  of  SSA 
in  the  patient’s  serum.  Passive  transfer  is 
reproducible  and  extremely  sensitive  if  per- 
formed by  experienced  personnel. 

The  skin  test  performed  on  the  patient 
himself  also  provides  information  concern- 
ing SSA.  In  general,  a wheal  and  erythema 
at  the  skin  test  site  developing  within  fif- 
teen minutes  after  antigen  is  injected  indi- 
cates the  presence  of  SSA.  However,  the 
wheal  and  erythema  are  only  final  patho- 
logic expressions  of  a series  of  events  ini- 
tiated by  the  antigen-antibody  complex. 
Many  intermediary  steps,  such  as  the  pres- 
ence and  release  of  chemical  mediators,  are 
also  required.  Some  variation  in  the  quan- 
titative aspects  of  the  intermediary  steps  is 
to  be  expected  from  one  individual  to  an- 
other. Consequently,  the  immediate  type 
of  skin  test  is  an  excellent  qualitative  indi- 
cator of  SSA,  but  it  provides  only  a 
semi-quantitative  assay  for  the  amount 
of  circulating  SSA  present.  Furthermore, 
SSA  is  unique  in  that  it  fixes  to  tissues 
in  addition  to  being  a circulating  antibody. 
The  property  which  accounts  for  its  tissue- 
fixing ability  could  vary  in  individuals  com- 
pounding the  difference  between  that  circu- 
lating and  that  located  in  the  epidermal 
tissue.  Nevertheless,  in  two  thirds  of  cases, 
a direct  relationship  exists  between  tissue- 
fixed  and  circulating  SSA. 

Blocking  antibody  is  also  determined  by 
passive  transfer,  but  since  it  neither  fixes 
to  nor  sensitizes  human  skin,  a special  tech- 
nic is  required  for  its  demonstration.  BA 
is  defined  as  the  quantity  of  antigen  a spe- 
cific serum  will  neutralize. 

Two  important  characteristics  relating  to 
the  measurement  and  clinical  importance  of 
antibodies  should  be  considered.  The  first 
of  these  is  specificity  and  the  second  is  af- 
finity. 

Each  type  of  antigen  has  its  own  distinct 
chemical  configuration.  When  the  immune 
system  is  stimulated  by  an  antigen,  anti- 
bodies formed  will  be  related  to  that 
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FIGURE  1.  Relationship  of  symptoms  of  hay 
fever  during  the  ragweed  pollinating  season  to 
titer  of  ragweed  SSA.  Each  circle  represents 
result  in  1 patient.  Severity  of  hay  fever 
calculated  from  symptoms  reported  and  medi- 
cation used  during  ragweed  pollinating  season: 
The  higher  the  number,  the  more  severe  the 
disease. 

antigen’s  specific  configuration.  For  ex- 
ample, SSA  and  BA  specific  for  ragweed 
will  be  synthesized  following  appropriate 
stimulation  with  ragweed  antigens.  Vary- 
ing amounts  of  cross  reactivity  between 
some  antigens  do  exist  because  of  partial 
similarities  in  their  chemical  structures. 
The  degree  of  cross  reactivity  among  anti- 
gens varies  according  to  the  similarity  in 
their  structure. 

An  antibody  and  its  specific  antigen  are 
attracted  to  each  other.  The  degree  of  at- 
ti’action  is  called  affinity.  Affinity  varies 
for  different  antibodies.  BA  has  greater 
affinity  for  its  specific  antigen  than  SSA 
specific  for  the  same  antigen.  Conse- 
quently, if  SSA  and  BA  are  mixed  together 
with  their  specific  antigens,  the  antigen  will 
bind  preferentially  to  the  BA. 

Allergic  rhinitis  and 
anaphylactoid  reactions 

Much  of  the  data  regarding  SSA  and  BA 
have  been  obtained  from  patients  with  al- 
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lergic  rhinitis.  Anaphylactoid  reactions 
are  sometimes  seen  in  patients  with  aller- 
gic rhinitis  during  their  treatment  with 
injections  of  antigens.  Therefore,  the  oc- 
currence of,  relationship  to  symptoms,  and 
effect  of  treatment  on  SSA  and  BA  are 
discussed  under  allergic  rhinitis  and  ana- 
phylactoid reactions. 

Relationship  of  titer  of  SSA  to 
SYMPTOMS.  In  allergic  rhinitis  a definite 
relationship  has  been  demonstrated  between 
the  titer  of  SSA  and  the  severity  of  nasal 
symptoms.6  Figure  1 illustrates  this  find- 
ing by  comparing  the  severity  of  hay  fever 
in  ragweed-sensitive  patients  during  the 
ragweed  pollinating  season  to  titer  of  SSA. 
In  most  patients,  high  titers  of  SSA  were 
associated  with  more  symptoms  and  greater 
use  of  medication,  while  patients  with  lower 
titers  generally  had  fewer  symptoms  and 
used  no  medication. 

In  the  vast  majority  of  individuals  who 
develop  SSA,  symptoms  do  not  occur  with 
average  clinical  exposure  to  the  antigen. 
The  lack  of  symptoms  in  these  cases  is  prob- 
ably related  to  the  fact  that  these  patients 
synthesize  only  small  quantities  of  SSA. 
In  this  respect  Connell  and  Sherman7  re- 
ported for  ragweed  sensitivity  that  symp- 
toms of  allergic  rhinitis  generally  became 
apparent  only  when  the  patient  had  an  SSA 
titer  of  10  or  greater;  patients  with  titers 
of  less  than  10  usually  did  not  have  clinical 
symptoms.  Not  all  patients,  however,  re- 
acted in  this  manner.  A number  had 
symptoms  when  the  antibody  titer  was 
less  than  10,  while  others  who  had  very 
high  titers  did  not  have  hay  fever.  One 
explanation  for  the  finding  of  symptoms 
in  patients  with  low  antibody  titers  was 
recently  described.8  These  patients  were 
sensitive  to  many  antigens.  Exposures  to 
one  specific  antigen  which  caused  symptoms 
made  them  more  susceptible  at  that  time  to 
other  antigens  they  were  allergic  to  even 
though  antibody  titers  for  these  antigens 
were  low.  This  phenomenon  seems  to  occur 
primarily  because  of  changes  in  tissue  re- 
sistance rather  than  the  degree  of  immu- 
nologic sensitivity.  It  illustrates  that  other 
factors,  in  addition  to  immunologic  reac- 
tants, affect  the  allergic  reaction. 

A second  major  allergic  syndrome, 
anaphylactoid  reactions,  is  related  to 
SSA.  Most  anaphylactoid  reactions  are 


precipitated  by  injections  of  antigens,  but 
they  may  also  occur  when  antigens  are 
ingested.  In  general,  whether  or  not  sys- 
temic reactions  occur  depends  on  the  pa- 
tient’s titer  of  SSA,  titer  of  BA,  to  be  dis- 
cussed later,  and  the  dose  of  antigen 
injected.  Patients  with  high  titers  of  SSA 
can  tolerate  only  minute  amounts  of  anti- 
gen by  injection  or  ingestion;  larger  doses 
will  cause  systemic  reactions.  One  clinical 
example  of  this  phenomenon  is  the  patient 
who  is  so  sensitive  that  he  has  an  anaphy- 
lactic reaction  when  skin  tested  with  an 
antigen.  Patients  with  low  titers  of  SSA 
tolerate  significantly  larger  amounts  of  an- 
tigen with  no  reaction. 

When  do  skin-sensitizing  antibodies  of 
allergic  DISEASE  appear?  Synthesis  of 
SSA  requires  competent  immunologic  cells 
and  sufficient  exposure  to  antigen.  It  is 
probable  that  nonimmunologic  factors,  such 
as  infection,  may  enhance  antibody  forma- 
tion. Some  individuals  seem  more  prone 
to  produce  SSA  than  others.  This  char- 
acteristic most  likely  depends  on  heredi- 
tary factors  not  yet  identified. 

At  birth,  SSA  is  not  normally  present. 
The  absence  of  SSA  in  the  newborn  child 
is  caused  by  either  lack  of  antigenic  ex- 
posure in  utero  or,  more  likely,  by  the 
incompetence  of  an  immature  immuno- 
logic system.  If  SSA  is  present  in  mater- 
nal serum,  it  will  not  traverse  the  normal 
placenta.  In  rare  cases  where  it  is  found 
in  cord  blood,  the  placenta  has  probably 
been  compromised  by  disease  or  injury, 
permitting  a leak  of  maternal  serum  into 
the  fetal  circulation. 

At  some  time  during  life,  contact  with 
antigens  occurs.  Such  contact  may  stimu- 
late the  production  of  SSA  “sensitization.” 
Sensitization  may  develop  on  the  first  ex- 
posure, but  more  often  occurs  only  after 
repeated  contact.  Using  ragweed  pollen 
as  an  example  of  this  phenomenon,  aller- 
gic rhinitis  may  develop  after  exposure 
during  one  ragweed  pollinating  season, 
but  more  frequently  occurs  only  after  mul- 
tiple seasons.  A review  of  200  patients 
with  ragweed  hay  fever  showed  that  the 
onset  of  symptoms  occurred  between  the 
ages  of  seventeen  and  thirty-seven  years 
in  two  thirds  of  the  patients,  even  though 
they  had  been  exposed  to  ragweed  pollen 
every  fall  since  birth.  The  finding  that 


554  New  York  State  Journal  of  Medicine  / February  15,  1969 


FIGURE  2.  Hypothetical  titers  of  SSA  during 
life  in  different  classes  of  patients  (information 
used  in  this  composite  derived  from  studies  of 
ragweed  SSA).  (A)  Sensitization  of  low  level; 
symptoms  absent  or  mild.  (B)  Moderate  levels 
of  antibody;  symptoms  usually  moderate.  (C) 
High  levels  of  antibody  generally  associated  with 
severe  symptoms.  (D)  Sensitization  occurred, 
antibody  levels  present  for  some  time  associated 
with  symptoms,  decrease  in  symtoms  may  re- 
sult from  spontaneous  decrease  in  antibody 
titer  (speculation). 

sensitization  may  require  frequent  contact 
could  indicate  that  other  factors  in  addition 
to  and  occurring  simultaneously  with  the 
exposure  to  antigen  may  be  required  before 
sensitization  takes  place. 

What  changes  occur  in  titers  of  SSA 

AFTER  ANTIBODY  SYNTHESIS  BEGINS  ? Figure 
2 illustrates  a hypothetical  curve  of  the  titer 
of  SSA  during  life  as  suggested  by  our 
studies.  SSA  is  absent  at  birth.  During  the 
early  stages  of  sensitization,  it  is  present 
in  low  titers  and  the  patient  is  asympto- 
matic. The  length  of  this  stage  is  quite 
variable  in  different  individuals.  In  some  it 
may  be  as  short  as  a few  days,  while 
in  others  titers  remain  inconsequential 
throughout  life.  These  latter  patients  have 
positive  skin  test  results  yet  experience  no 
symptoms  when  exposed  to  the  antigen.  In 
other  patients  repeated  exposures  cause  an 
increase  in  the  titer  of  antibody,  the  amount 
formed  varying  from  individual  to  individ- 
ual. Eventually  the  titer  reaches  a plateau, 
the  height  of  which  varies  for  different 
patients.  Additional  exposures  to  the  anti- 
gen may  temporarily  elevate  the  titer,  but 
in  time  it  will  usually  return  to  the  level 
of  the  original  plateau. 

What  happens  to  the  titer  of  ssa  over 

A PROLONGED  PERIOD  IN  THE  ABSENCE  OF 
treatment?  Almost  nothing  is  known  of 
long-term  changes  in  antibody  titers  in  un- 
treated patients.  Some  patients  have  had 


symptoms  of  allergic  rhinitis  for  periods 
extending  up  to  fifty  years  with  little  or  no 
change  in  the  severity  of  symptoms  during 
these  years.  In  the  patients  with  a long 
history  of  hay  fever  that  I studied,  titers  of 
SSA  were  elevated.  Although  titers  were 
not  determined  at  an  earlier  time  in  these 
individuals,  it  seems  likely  that  they  had 
significant  levels  of  antibody  during  the 
years  of  symptoms.  In  15  patients  that  I 
followed  for  a period  of  three  years,  titers 
of  SSA  were  essentially  unchanged  in  12 
and  increased  significantly  in  3.  Titers  did 
not  decrease  in  any  of  these  15.  It  would 
seem  then  that  in  many  patients,  titers  of 
SSA  remain  elevated  in  the  absence  of 
treatment.  On  the  other  hand,  some  pa- 
tients who  have  had  allergic  rhinitis  for 
varying  periods  may  abruptly  or  gradually 
become  asymptomatic.  Most  likely  these 
patients  had  SSA  at  one  time,  but  for  un- 
known reasons  synthesis  of  antibody 
spontaneously  decreased  or  ceased.  Un- 
doubtedly, all  three  possible  events  can 
occur;  in  the  absence  of  specific  treatment 
titers  may  increase,  remain  stationary,  or 
decrease.  Of  critical  importance  and  as 
yet  unknown  is  the  frequency  of  these  var- 
ious changes. 

How  DOES  INJECTION  TREATMENT  AF- 
FECT TITERS  of  SSA?  Since  the  titer  of 
SSA  appears  to  determine  to  some  extent 
whether  or  not  a patient  will  have  allergic 
rhinitis  and  the  severity  of  the  disease,  it 
is  important  to  know  the  effect  of  injec- 
tions of  specific  antigen  on  the  titer.  Con- 
nell and  Sherman9  determined  the  titer 
of  SSA  on  one  occasion  in  a large  num- 
ber of  patients  who  had  been  treated  with 
injections  of  aqueous  ragweed  extract 
for  varying  periods  of  time  (Fig.  3).  The 
average  titer  was  high  before  and  during 
the  early  years  of  therapy.  Lower  titers 
were  generally  found  in  those  patients 
treated  for  longer  periods.  This  finding 
suggested  that  treatment  caused  a decrease 
in  titer.  One  serious  criticism  of  the  study 
is  that  SSA  was  determined  on  only  one  se- 
rum specimen  from  each  patient  at  some 
time  during  the  time  he  was  treated. 

In  a second  more  critical  study,  titers  of 
SSA  were  determined  in  the  same  patients 
before  and  during  two  to  four  years  of 
therapy.10  Titers  of  SSA  did  not  change 
during  the  first  year  of  treatment  but  de- 
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FIGURE  3.  Changes  in  titer  of  ragweed  SSA 
during  treatment  with  injections  of  aqueous  rag- 
weed extract.  Dash  line  indicates  results  in  369 
patients,  each  of  whom  was  titered  on  only  one 
occasion  at  some  time  after  initiation  of  treat- 
ment.9 Solid  line  denotes  changes  in  21  pa- 
tients, all  of  whom  had  titers  determined  before 
treatment  initiated  and  at  various  times  during 
treatment.10 

creased  in  one  half  of  the  patients  treated 
for  two  to  four  years.  The  decrease  in  ti- 
ter found  in  this  investigation  is  also 
shown  in  Figure  3 and  paralleled  the  de- 
crease shown  in  the  previous  study.  A 
variability  of  response  to  treatment  was 
seen  among  different  patients.  Twelve  of 
21  patients  showed  a decrease  in  titer; 
7 showed  no  change,  while  in  2 there  was 
a suggestion  that  the  titer  increased  dur- 
ing treatment.  The  variability  of  changes 
in  titer  of  SSA  with  treatment  is  com- 
patible with  the  differing  clinical  re- 
sponses seen  in  practice.  We  recognize 
that  many  patients  have  excellent  sympto- 
matic improvement  following  therapy, 
while  others  experience  little  or  no 
change:  in  a few,  symptoms  even  appear 

to  worsen  during  treatment. 

The  finding  of  a decrease  in  the  titer  of 
SSA  in  some  patients  and  the  time  at 
which  this  decrease  occurs  is  consistent 
with  the  clinical  reports  of  improvement  in 
allergic  rhinitis.11’12  In  general,  there  is 
little  change  in  symptoms  during  the  first 
year  of  treatment.  In  the  second,  third, 
and  fourth  years,  increasing  improvement 
occurs  with  each  succeeding  year. 

Thus,  SSA  is  the  underlying  cause  of 
symptoms  in  allergic  rhinitis;  injection 
therapy  causes  a decrease  in  SSA,  thereby 
decreasing  symptoms.  The  decrease  in  ti- 
ter caused  by  injection  therapy  is  called 


“hyposensitization.”  Hyposensitization  ap- 
pears to  resemble  the  state  of  “immune  tol- 
erance” produced  in  animals  by  injection  of 
antigens.  The  mechanism  producing 
immune  tolerance  is  not  known,  but  it  most 
likely  involves  suppression  of  antibody  pro- 
duction. 

When  do  blocking  antibodies  appear? 
Unlike  SSA,  which  does  not  pass  the  pla- 
cental barrier,  the  blocking  class  of  anti- 
bodies, if  present  in  maternal  blood,  passes 
through  the  placenta  and  appears  in  the 
fetal  circulation.  However,  BA  transferred 
in  this  way  is  merely  present  as  a result 
of  passively  transferred  maternal  antibody 
and  will  disappear  from  the  infant’s  cir- 
culation in  a few  months. 

Later  in  life,  environmental  exposure  to 
antigen,  such  as  inhalation  of  pollen,  rarely 
produces  detectable  levels  of  circulating  BA. 
However,  if  antigen  is  injected,  BA  begins 
to  appear  in  the  circulation  in  a few  weeks, 
and  titers  continue  to  rise  if  injections  are 
continued  at  weekly  intervals.  This  effect 
of  injections  might  be  thought  of  as  “im- 
munization.” When  injections  of  antigen  are 
stopped,  blocking  levels  begin  to  fall  in  90 
per  cent  of  the  patients  and  in  four  months 
decrease  to  little  more  than  pretreatment 
levels.  In  10  per  cent  of  patients,  blocking 
titers  do  not  decrease  after  treatment  is 
stopped  but  continue  to  remain  at  high 
levels  for  a variable  period  of  time.  I have 
seen  several  patients  whose  blocking  titers 
were  still  markedly  elevated  two  years  after 
the  last  injection  of  antigen. 

The  amount  of  BA  produced  after  injec- 
tions varies  from  one  individual  to  another; 
some  synthesize  extremely  large  quantities 
even  after  minimal  injection  treatment, 
while  in  others  only  small  quantities  are 
produced  even  after  prolonged  therapy  with 
large  doses  of  antigen.  The  controlling 
factor  in  determining  the  amount  of  anti- 
body produced  may  be  related  to  genetics 
and  is  probably  also  dependent  on  dose  and 
route  of  administration  of  the  antigen  and 
the  use  of  adjuvants.  As  an  example  of 
the  latter,  one  injection  of  an  emulsion  of 
aqueous  antigen  in  oil  stimulates  greater 
production  of  BA  than  multiple  injections 
of  aqueous  antigen  alone.  SSA  is  found 
only  in  allergic  individuals,  but  BA  will  be 
produced  in  any  individual,  allergic  or  not, 
following  injections  of  antigen.  Figure  4 
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FIGURE  4.  Occurrence  of  blocking  antibody 
illustrating  effect  of  injections  of  antigen  on 
titer  (see  text  for  additional  information). 

summarizes  the  titer  of  BA  in  relation  to 
antigen  exposure. 

What  is  the  function  of  blocking 
antibody?  Blocking  antibody  has  never 
been  shown  to  produce  disease.  One  of  its 
properties,  a greater  affinity  for  antigen 
than  SSA,  suggests  that  one  function  of 
BA  is  the  neutralization  of  antigen  which 
serves  as  a protective  mechanism.  Indeed, 
our  studies  suggest  that  BA  does  protect 
the  patient  by  neutralization  of  antigen 
when  antigen  is  injected.9  The  danger  of 
an  anaphylactoid  reaction  occurring  fol- 
lowing an  antigen  injection  in  patients 
who  have  little  or  no  blocking  antibody  is 
related  to  their  sensitivity  (titer  of  SSA). 
When  the  titer  of  SSA  is  low,  little  danger 
of  an  anaphylactic  reaction  exists;  but  for 
patients  with  greater  degrees  of  sensitiv- 
ity, the  danger  of  a severe  reaction  in- 
creases. However,  when  titers  of  BA  are 
high,  the  possibility  of  a systemic  reac- 
tion occurring  following  injection  of 
antigen  is  minimal  regardless  of  the  pa- 
tient’s sensitivity.  These  findings  also  ex- 
plain why  increasing  doses  of  antigen  are 
tolerated  during  a course  of  injection 
therapy.  At  the  start  of  therapy  BA  is  ab- 
sent, and  only  small  doses  of  antigen  are 
tolerated.  As  therapy  continues,  blocking 
antibody  is  synthesized,  and  the  dose  of  an- 
tigen injected  may  be  increased  even 
though  the  sensitivity  of  the  patient  re- 
mains at  high  levels. 

Do  HIGH  LEVELS  OF  BA  ALSO  PROTECT  THE 
PATIENT  AGAINST  INHALED  ANTIGEN?  In 
patients  with  ragweed  hay  fever,  titers  of 
BA  were  compared  with  hay  fever  symp- 
toms (Fig.  5).  Patients  with  higher  levels 
of  BA  had  slightly  fewer  symptoms  than 
those  with  lower  titers,  but  the  difference 
was  not  statistically  significant.6  Thus,  in 


FIGURE  5.  Relationship  of  symptoms  of  hay 
fever  during  ragweed  pollinating  season  to  titer 
of  ragweed  BA.  Each  circle  represents  result 
in  1 patient. 

allergic  rhinitis  where  antigen  enters 
through  the  nasal  membrane,  BA  had  mini- 
mal protective  properties. 

What  possible  hypothesis  explains  the 
fact  that  BA  is  only  partially  effective  in 
protecting  against  antigen  which  lands  on 
the  nasal  mucosa,  yet  is  much  more  effec- 
tive in  protecting  against  antigen  which  is 
injected?  The  answer  to  this  fundamental 
question  is  not  known.  The  localization 
and  concentration  of  antibodies  may  pro- 
vide a partial  theoretical  explanation. 
Blocking  antibody  does  not  fix  to  tissues 
but  is  primarily  found  in  the  circulation 
and  in  the  extracellular  spaces.  SSA  is 
in  the  circulation  and  also  fixes  to  tissues. 
It  has  been  demonstrated  in  the  superficial 
tissues  of  the  skin,  and  is  undoubtedly 
similarly  situated  in  the  nasal  membrane.13 
In  allergic  rhinitis  antigen  enters  through 
the  nasal  membrane.  Thus,  it  is  con- 
ceivable that  a SSA-antigen  complex  could 
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be  formed,  causing  an  allergic  reaction  in 
the  superficial  nasal  tissue  before  BA, 
which  is  present  only  in  lower  concentra- 
tions in  these  tissues,  can  neutralize  the 
antigen.  On  the  contrary,  antigen  which 
is  injected  must  first  be  transported  to  dis- 
tant organs  to  produce  a systemic  reaction. 
During  transport  antigen  will  be  neutral- 
ized by  the  large  amounts  of  BA  in  the 
circulation,  decreasing  the  incidence  and 
severity  of  systemic  reactions. 

The  immunology  of  allergic  rhinitis  may 
be  summarized  as  follows : SSA  is  the 

pathologic  antibody  and  causes  the  allergic 
reaction  when  antigen  is  present.  Injec- 
tion therapy  causes  clinical  improvement 
slowly,  over  a period  of  years,  by  decreasing 
SSA  (hyposensitization).  BA,  on  the 
other  hand,  is  formed  after  injections  of 
antigen  are  administered  (immunization) 
and  decreases  when  injections  are  stopped. 
Since  BA  has  a much  greater  affinity  for 
antigen  than  SSA,  it  will  neutralize  antigen 
when  both  antibodies  and  antigen  are  pres- 
ent simultaneously,  explaining  the  protec- 
tive action  of  BA  in  inhibiting  generalized 
reactions  when  antigen  is  injected.  Be- 
cause of  anatomic  considerations,  it  is 
thought  that  antigen  entering  the  body 
through  mucous  membrane  may  react  with 
SSA  in  an  area  of  low  BA  concentration. 
In  this  case,  even  though  titers  of  BA  are 
high  in  the  systemic  circulation,  patients 
may  have  significant  symptoms  of  hay 
fever. 

Although  blocking  antibody  itself  does 
not  cause  disease,  it  is  possible  that  in  cer- 
tain circumstances  BA-antigen  complexes 
may  be  pathologic.  One  such  example  is 
serum  sickness.  Arbesman  et  at.14  showed 
that  most  patients  who  had  high  titers  of 
hemagglutinating  antibody,  assumed  to  be 
blocking  antibody  in  this  report,  to  horse 
serum  developed  serum  sickness  following 
an  injection  of  tetanus  antitoxin.  Serum 
sickness  rarely  followed  injections  of  teta- 
nus antitoxin  in  patients  with  low  hemag- 
glutinating titers.  These  findings  suggest 
that  BA-antigen  complexes  caused  serum 
sickness. 

The  horse  serum  example  might  profita- 
bly be  used  to  explain  some  of  the  complexi- 
ties of  allergy.  In  a patient  who  has  a 
positive  skin  test  result  to  horse  serum,  in- 
dicating presence  of  SSA,  an  anaphylactoid 


reaction  will  quite  likely  follow  an  injection 
of  horse  serum.  If  he  has,  instead,  a high 
hemagglutinating  titer,  accelerated  serum 
sickness  will  follow  an  injection  of  horse 
serum.  Theoretically,  if  a positive  skin 
test  result  and  high  hemagglutinating  titer 
are  both  present  and  horse  serum  is  given, 
the  hemagglutinating  antibody  will  prevent 
an  anaphylactoid  reaction  but  may  well 
cause  accelerated  serum  sickness. 

Insect  allergy 

Anaphylactoid  reactions  to  insect  stings 
are  receiving  widespread  attention  at  this 
time.  It  is  believed  that  the  antibody  re- 
sponsible for  the  occurrence  of  insect  hy- 
persensitivity is  also  a specific  SSA.  Fol- 
lowing injections  of  insect  extract,  the  same 
antibody  changes  described  in  allergic  rhi- 
nitis are  believed  to  occur.  The  immuno- 
logic mechanism  which  prevents  systemic 
reactions  in  sensitized  individuals  after  in- 
sect stings  is  the  BA  system.  The  insect 
injects  the  antigen  locally.  The  antigen 
must  enter  the  circulation  and  be  dissem- 
inated throughout  the  body  to  the  various 
shock  organs  before  a systemic  reaction  of 
any  consequence  can  occur.  If  the  patient 
has  high  circulating  levels  of  BA,  the  in- 
sect antigen  will  be  neutralized  as  it  is 
absorbed  into  the  circulation,  and  a sys- 
temic reaction  will  not  occur.  Thus,  even 
though  allergic  rhinitis  and  insect  allergy 
exhibit  the  same  basic  immunology,  in  the 
case  of  allergic  rhinitis  “hyposensitization” 
produced  by  injections  causes  improvement. 
In  insect  allergy,  the  BA  or  “immunization” 
is  the  most  important  factor  in  determining 
the  patient’s  resistance  during  the  first  year 
or  two  of  injection  therapy,  and  only  later 
does  hyposensitization  decrease  the  likeli- 
hood of  anaphylactic  reactions. 

Insect  allergy  offers  one  clinical  enigma 
that  may  easily  be  explained  by  antibody 
titers.  This  enigma  is  the  variability  of 
response  which  can  occur  in  some  patients 
after  a sting.  An  insect  sting  may  cause 
anaphylaxis  in  one  patient,  yet  a second 
sting  at  a later  date  may  cause  no  symp- 
toms, not  even  a local  reaction.  Such  a se- 
quence is  totally  incomprehensible  clinically 
but  is  reasonable  when  analyzed  using 
the  immunologic  principles  previously  de- 
scribed. In  the  hypothetical  case  cited 
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the  subject  became  sensitized  (SSA)  fol- 
lowing stings  many  years  before.  Now, 
when  stung  again,  anaphylaxis  occurs  be- 
cause SSA  is  present  but  BA  is  not.  The 
patient  is  fortunate  enough  to  recover  from 
the  acute  manifestations  of  anaphylaxis. 
The  sting  which  caused  the  reaction  is  like 
any  other  injection  of  antigen  and  will 
stimulate  the  synthesis  of  BA,  the  amount 
formed  varying  in  different  patients.  If 
enough  BA  is  produced  and  is  present  in 
sufficient  quantities  when  the  second  sting 
occurs,  it  will  prevent  anaphylaxis  at  the 
time  of  the  second  sting. 

Penicillin  allergy 

Levine3  has  demonstrated  that  almost  all 
people  who  receive  injections  of  penicillin 
will  develop  antipenicillin  antibodies.  In 
the  majority  of  cases,  these  are  BA  (IgG), 
but  in  some  SSA  to  penicillin  is  produced. 
Whether  or  not  a systemic  reaction  occurs 
following  a subsequent  penicillin  exposure 
depends  on  the  amounts  of  these  anti- 
bodies present.  In  general,  the  same  prin- 
ciples described  for  anaphylactoid  reac- 
tions may  be  applied. 

Asthma 

What  are  the  immunologic  mecha- 
nisms of  ASTHMA?  It  has  generally  been 
assumed  that  SSA  is  the  pathologic  anti- 
body which  causes  the  symptoms  of 
asthma.  This  assumption  is  based  on  the 
finding  that  patients  who  have  asthma  af- 
ter exposure  to  a specific  antigen  almost  al- 
ways have  a positive  skin  test  result  and 
SSA  specific  for  that  antigen.  However,  a 
serious  objection  to  this  theory  is  that 
many  patients  have  high  titers  of  SSA  for 
specific  antigens  but  never  have  asthma 
when  exposed  to  these  antigens.  As  an  ex- 
ample, one  of  my  patients  has  elevated 
titers  of  SSA  for  both  grass  and  ragweed 
antigens.  When  this  patient  is  exposed  to 
grass  pollen  she  has  hay  fever  and  asthma, 
but  when  exposed  to  ragweed  pollen  she 
has  only  hay  fever.  This  case  illustrates 
that  the  presence  of  SSA  alone  does  not 
necessarily  mean  that  a patient  will  have 
asthma  when  exposed  to  the  antigen  and 
suggests  that  additional  mechanisms  or  dif- 
fering circumstances  are  required  for  the 
occurrence  of  an  asthmatic  attack.  One 


possible  explanation  is  that  the  tissue-fixing 
sites  of  the  SSA  molecule  may  be  tissue- 
specific.  In  one  case,  one  type  of  SSA  will 
fix  to  nasal  mucosa  while  another  type  will 
fix  to  bronchial  tissue,  and  so  on.  Or  an  as 
yet  undiscovered  antibody  usually  present 
when  SSA  is  also  present  may  be  the  spe- 
cific antibody  for  asthma.  Needless  to  say, 
the  problem  is  a major  one,  and  little 
positive  evidence  exists  to  suggest  the  im- 
munologic and  nonimmunologic  mechanisms 
operative  in  asthma. 

How  DOES  INJECTION  THERAPY  AFFECT 
ASTHMA?  Improvement  following  injection 
therapy  in  allergic  rhinitis  occurs  progres- 
sively but  slowly  when  treatment  is  admin- 
istered over  a number  of  years.  Strangely 
enough,  in  asthma,  if  the  incriminating  an- 
tigen can  be  identified  and  specific  injection 
therapy  instituted,  the  response  is  often 
dramatic,  with  marked  improvement  occur- 
ring during  the  first  year  of  treatment. 
The  mechanism  causing  improvement  is 
not  known.  The  fact  that  the  response  is 
dramatic,  rapid,  and  associated  with  the 
time  when  titers  of  BA  are  elevated  sug- 
gests that  BA  could  be  the  immunologic 
mechanism  responsible  for  improvement. 
Similarly,  many  patients  with  pollen  asthma 
who  had  fewer  symptoms  after  institution 
of  injection  therapy  may  rapidly  relapse 
after  therapy  is  terminated.  The  relapse 
could  be  associated  with  the  decrease  in 
titer  of  BA  known  to  occur  when  injection 
treatment  is  stopped. 

In  summary,  injection  treatment  pro- 
duced two  major  changes.  One  is  “hypo- 
sensitization” or  "partial  immune  toler- 
ance.” The  manner  in  which  immune 
tolerance  occurs  is  not  known.  The  most 
likely  explanation  is  a decrease  in  the  syn- 
thesis of  SSA.  The  second  major  result  of 
injection  therapy  is  “immunization”  or  the 
synthesis  of  a protective  antibody. 

Conclusion 

The  immunologic  mechanisms  responsible 
for  clinical  improvement  vary  for  different 
diseases.  In  hay  fever,  hyposensitization 
appears  to  be  the  most  important  protective 
mechanism. 

In  this  report  an  attempt  has  been  made 
to  relate  the  clinical  aspects  of  allergic  dis- 
ease of  the  immediate  hypersensitivity  type 
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to  immunologic  findings.  In  some  patients 
with  allergic  conditions  the  immunologic 
findings  often  explain  the  clinical  picture, 
while  in  others  immunologic  data  are  in- 
sufficient to  account  for  the  patient’s  dis- 
ease. It  is  becoming  more  and  more  ap- 
parent that  the  pathophysiology  of  allergic 
disease,  in  addition  to  the  immunologic  re- 
sponse, includes  among  other  things,  altera- 
tions in  tissue,  changes  in  cells,  and  release 
of  chemical  mediators.  Thus,  a complete 
explanation  of  the  allergic  event  awaits  evi- 
dence from  studies  employing  these  other 
disciplines. 
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New  York,  New  York  10019 

References 

1.  Ishizaka,  K.,  Ishizaka,  T.,  and  Hornbrook,  M.  M.: 
Physico-chemical  properties  of  human  reaginic  antibody. 
IV.  Presence  of  a unique  immunoglobulin  as  a carrier  of 
reaginic  activity,  J.  Immunol.  97:  75  (1966). 

2.  Connell,  J.  T.,  and  Sherman,  W.  B.:  Relationship  of 
passive  cutaneous  anaphylaxis  to  antibodies  in  the  serum  of 
ragweed  hay  fever  patients  after  injection  treatment,  ibid.  94: 
498  (1965). 


Postmenopausal  bleeding 

A review  of  the  records  of  401  patients  with 
postmenopausal  bleeding,  reviewed  by  J.  C. 
Pacheco,  M.D.,  and  R.  D.  Kempers,  M.D.,  in 
Obstetrics  and  Gynecology  32:  40  (July)  1968, 
revealed  that  underlying  malignant  conditions 
were  present  in  71  patients  (18  per  cent)  and 
benign  lesions  in  330  (82  per  cent).  More 
common  than  the  rest  were  endometrial  polyps 
(23  per  cent),  atrophic  endometrium  (20  per 
cent),  and  endometrial  cancer  (16  per  cent). 
In  the  total  group  of  malignant  conditions,  the 
frequency  of  the  latter  was  striking  (63  of  the 
71  cases).  The  other  8 were  scattered  through 
cervical  cancer  (4  patients);  leiomyosarcoma, 
1;  mesodermal  mixed  tumor  of  the  uterus,  1; 
and  ovarian  cancer,  2.  It  was  found  that  bleed- 
ing specifically  caused  by  estrogen  therapy 
occurred  in  28  patients  (7  per  cent  of  the 
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total).  Ninety-three  patients  had  received 
such  therapy. 

Records  were  reviewed  for  all  postmeno- 
pausal bleeding  in  patients  seen  in  1960  and 
1965;  all  these  included  were  at  least  two 
years  beyond  the  cessation  of  menses  at  the 
time  of  dilatation  and  curettage.  The  1960 
group  included  220  patients;  the  1965  group 
181.  The  patients  were  forty-five  years  or  more. 

The  incidence  of  malignant  conditions  as  a 
cause  of  postmenopausal  bleeding  ranged  from 
5.4  to  76  per  cent  in  the  years  1930  to  1968. 
The  figure  of  approximately  18  per  cent  re- 
ported for  malignant  conditions  of  the  uterine 
fundus,  cervix,  or  the  ovary  in  this  series  is 
less  than  the  incidence  reported  in  most  other 
literature.  But  the  ratio  of  neoplasia  in  the 
uterine  corpus  to  that  in  the  uterine  cervix 
was  16:1,  far  greater  than  that  usually  re- 
ported. 
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Infiltration  of  tissue  with  little  pain  has 
become  possible  by  use  of  a high-pressure 
needleless  syringe  hypospray  (Dermo-Jet), 
and  several  reports  of  possible  application 
of  this  technic  have  been  published.1'10  At 
the  Department  of  Dermatology  at  Roswell 
Park  Memorial  Institute,  Buffalo,  New 
York,  there  has  been  great  interest  in  the 


topical  chemotherapy  of  cutaneous  neo- 
plasms. The  possibility  of  employing  the 
hypospray  injections  for  administration  of 
chemotherapeutic  agents  has  therefore  been 
investigated. 

Material  and  methods 

To  simulate  the  properties  of  medication 
in  suspension  and  to  permit  easy  visualiza- 
tion of  the  effects  of  the  hypospray,  India 
ink  was  used  in  the  study.  A single  in- 
strument, number  8476,*  was  filled  with 
waterproof  India  ink  (Higgins  4465)  and 
the  injections  were  made  with  the  instru- 
ment held  perpendicular  to  the  surface  and 
with  the  tip  just  touching  the 
skin.  Injections  of  tumors  were  made 
with  the  hypospray  applied  to  the  middle  of 
the  lesion.  Human  cadavers  coming  to 
postmortem  examination  less  than  twelve 
hours  following  death  were  used  through- 
out the  investigation. 

Results 

The  photomicrographs  of  tissue  subjected 
to  the  hypospray  injections  demonstrate  the 
results  better  than  words. 

Comment 

Factors  which  have  been  previously 
reported  to  influence  penetration  and  distri- 

* Distributed  by  the  Robbins  Instrument  Company, 
Chatham,  New  Jersey  07928. 


FIGURE  1.  (A)  Skin  overlying  seventh  rib  in  anterior  axillary  line.  Ink  distributed  throughout 

dermis  only.  (B)  Skin  of  chest.  Ink  found  mainly  in  subcutis.  Note  entrance  track  and  vacuoles 
destroying  normal  architecture. 
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FIGURE  2.  Basal  cell  epithelioma  of  right 
cheek.  Ink  spares  tumor  and  is  found  pre- 
dominately below  neoplasm. 


FIGURE  3.  Injection  into  carcinoma  metastatic 
to  liver.  Ink  found  mainly  along  linear  track. 


FIGURE  4.  (A)  Magnification  of  Figure  IB 

showing  entrance  track  and  invaginated  epithe- 
lium. (B)  Skin  of  sole.  Dislocated  piece  of 
keratin  embedded  in  dermis  by  force  of  jet. 


bution  of  injected  material  are:  construc- 

tion of  the  jet,  the  strength  of  the  spring 
used,  the  size  of  the  nozzle  orifice,  the  angle 
and  distance  between  the  instrument  and 
the  skin,  the  pressure  exerted  by  the  tip  of 
the  instrument,  the  basic  character  of  the 
tissue  injected,  the  injected  material,  and 
so  on.1’2 

Except  for  the  use  of  different  tissues,  it 
was  attempted  to  maintain  the  factors  men- 
tioned constant.  Thus  the  variations  in 
distribution  observed  are  intrinsic  to  the 
technic  itself.  It  can  be  seen  in  Figure  1 
that  the  depth  of  penetration  of  injected 


material  was  not  constant  and  that  the  dis- 
tribution of  injected  material  was  non- 
homogenous,  sparing  certain  structures, 
while  infiltrating  others  at  the  same  level 
(Fig.  2).  Depending  on  the  consistency  of 
the  tissue,  the  injected  material  may  be  lo- 
calized along  a narrow  tract  instead  of 
being  distributed  diffusely  (Fig.  3).  There- 
fore proper  infiltration  of  friable  or  soft- 
tissue  masses  may  not  be  achieved  even 
with  multiple  injections.  Pieces  of  tissue 
may  be  embedded  deeply  in  underlying  tis- 
sue by  force  of  the  jet  (Figs.  1 (right)  and 
4). 
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Conclusions 

In  spite  of  the  recommended  use  of  the 
hypospray  in  the  treatment  of  accessible  re- 
current malignant  tumors,'1  it  appears 
from  this  study  that  the  hypospray  is  pres- 
ently not  suitable  for  treatment  of 
neoplasms.  The  lack  of  homogenous  distri- 
bution of  injected  medication  might  easily 
lead  to  the  sparing  of  the  entire  tumor  or 
portions  of  the  tumor,  even  when  the  lesion 
is  well  circumscribed.  In  addition,  this 
study  has  showm  that  in  some  instances  su- 
perficially lying  cells  may  be  forced 
downward  into  the  underlying  tissue  by  the 
force  of  the  jet.  The  implications  of  this 
for  the  treatment  of  neoplastic  lesions  need 
no  further  elaboration.  These  observations 
are  neither  an  exhaustive  nor  a detailed  ac- 
count of  the  factors  influencing  the  distri- 
bution of  liquids  injected  by  the 
hypospray.  However,  they  do  reveal  some 
important  shortcomings  of  this  instrument 
when  used  as  a tool  in  the  therapy  of  neo- 
plastic disease. 

Summary 

To  study  the  distribution  of  material 
injected  by  the  hypospray,  India  ink  was 


Acute  neuropathic  arthropathy 

Writing  in  Radiology  90:  1159  (June)  1968, 
A.  Norman,  M.D.,  H.  Robbins,  M.D.,  and  J.  E. 
Milgram,  M.D.,  emphasize  the  extremely  rapid 
destructive  phase  of  the  acute  neuropathic 
joint  and  the  importance  of  early  recognition  of 
radiographic  changes  in  acute  neuropathic 
arthropathy. 

Of  8 patients  reviewed,  4 were  male  and  4 
female,  ranging  in  age  from  twenty-six  to 
sixty-nine  years.  The  underlying  neurologic 
disorders  included  tabes  dorsalis,  diabetic 
neuropathy,  and  multiple  sclerosis.  In  1 pa- 
tient, syringomyelia  was  suspected.  A correct 
diagnosis  was  not  made  initially  in  any  case. 
Included  were  cellulitis  of  the  right  arm,  mild 
hypertrophic  arthritis  complicated  by  septic 
arthritis,  trauma  with  ecchymoses  of  the  arm, 
ankle  sprain,  osteoarthritis,  pyoarthrosis  of  the 
ankle  and  foot,  and  no  diagnosis.  An  acute 
arthropathy  should  be  suspected  when  the 
radiograms  demonstrate  bony  detritus  in  the 


used  on  normal  and  diseased  skin  of 
cadavers.  The  results  obtained  indicate 
some  possible  shortcomings  and  complica- 
tions inherent  in  the  use  of  this  technic. 
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soft  tissue,  particularly  in  association  with  joint 
effusion,  soft-tissue  swelling,  or  both.  The  ap- 
pearance of  para-articular  bony  detritus  is  a 
reliable  early  sign  provided  no  joint  infection 
or  advanced  osteoarthritic  changes  are  present. 
When  neurologic  changes  are  known  to  be 
present,  instability  of  the  stressed  joint  demon- 
strated by  roentgenography  is  additional  evi- 
dence of  a neuropathic  disorder. 

Neuroarthropathic  joints  are  complications 
of  a variety  of  neurologic  conditions,  most  fre- 
quent of  which  are  tabes  dorsalis,  diabetes 
mellitus,  and  syringomyelia.  Tabes  was  once 
the  most  frequent  primary  condition,  but  dia- 
betes has  come  up  rapidly  and  now  may  be 
equal  or  more  frequent  in  occurrence.  Iatro- 
genically,  insensitivity  to  joint  pain  may  be 
induced  by  corticosteroid  administered  intra- 
articularly  or  orally,  resulting  in  the  “dis- 
organized joint.”  Miscellaneous  underlying 
causes  of  neuropathic  arthropathy  are  perni- 
cious anemia,  spinal  cord  and  peripheral  nerve 
injury,  the  neuropathy  of  leprosy,  late  yaws, 
and  multiple  sclerosis. 
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T rigeminal  neuralgia  is  rather  infre- 
quent, extremely  painful,  and  characterized 
by  intense,  ticlike  paroxysmal  attacks  of 
pain  experienced  in  the  distribution  of  one, 
two,  or  all  three  divisions  of  the  trigeminal 
nerve.  The  pain  usually  occurs  unilater- 
ally, twice  as  often  on  the  right  side,  and 
bilaterally  in  only  5 per  cent  of  cases. 1 The 
painful  paroxysms  are  frequently  provoked 
by  a light  touch  of  the  face,  a blow  of  air,  or 
other  trigger  mechanisms,  such  as  brushing 
the  teeth,  shaving,  eating,  or  drinking. 

The  only  disease  which  has  a known  rela- 
tionship to  primary  trigeminal  neuralgia  is 
multiple  sclerosis.  Trigeminal  neuralgia 
develops  in  3.42  to  8 per  cent3  of  patients 
with  multiple  sclerosis,  whereas  multiple 
sclerosis  eventually  develops  in  0.494  to  4.7 
per  cent5  of  patients  with  trigeminal  neural- 
gia.6 In  some  of  these  patients  a sclerotic 
plaque  has  been  demonstrated  at  the  en- 
trance zone  of  the  trigeminal  nerve  into  the 
pons.6 

While  the  cause  of  this  disorder  in  most 


TABLE  I.  Age  at  onset  and  sex  distribution 
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2 
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0 

Total 

3 

3 

17 

21 

27 

19 

4 

cases  remains  unknown,  it  is  currently  sus- 
pected that  a combination  of  degenerative 
changes  in  the  gasserian  ganglion  and 
mechanical  compression  by  a prominent 
petrous  ridge  or  an  aberrant  branch  of 
the  superior  cerebellar  artery  may  be  in- 
volved in  the  production  of  this  pain.7 
Gardner8  believed  that  these  factors  pro- 
duced demyelination  which  in  turn  caused  a 
short  circuiting  of  efferent  fibers  with 
afferent  pain  fibers,  so  that  innocuous  tac- 
tile stimuli  to  the  face  may  cause  abnormal 
discharges  of  the  pain  fibers  producing  an 
attack.  King9  and  Black,  Anderson,  and 
Abraham,10  on  the  other  hand,  produced 
paroxysmal  facial  pain  secondary  to  tactile 
stimulation  in  monkeys  by  alumina  gel  in- 
jections into  the  descending  spinal  nucleus 
in  the  brain  stem. 

The  diagnosis  of  trigeminal  neuralgia  is 
based  on  the  typical  symptoms  and  the  usual 
absence  of  any  abnormal  neurologic  signs. 
The  pain  almost  always  involves  the  second 
and  third  divisions  of  the  nerve,  the  first 
division  being  affected  in  only  2 to  5 per 
cent  of  cases. 11  While  roentgenograms  of 
the  skull  are  usually  the  only  further  test  re- 
quired in  establishing  the  diagnosis,  in 
young  patients  pneumoencephalography 
may  be  advisable,  since  most  cases  of  true 
trigeminal  neuralgia  occur  after  the  age  of 
forty  (Table  I).12 
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TABLE  li.  Results  of  long-term  therapy  with 
carbamazepine  in  70  patients 

Duration  of  Therapy 


Results 

6 to  12 
Months 

1 to  2 
Years 

2 to  3 
Years 

Symptom-free 

21 

20 

5 

Improved 

4 

8 

2 

Unchanged 

3 

6 

1 

Total 

28 

34 

8 

Therapy  of  trigeminal  neuralgia 

Medical.  Many  drugs  have  been  em- 
ployed in  the  treatment  of  trigeminal 
neuralgia.  Until  recently,  the  only  agent 
showing  any  definite,  although  temporary, 
effect  on  the  course  of  this  disorder  was 
diphenylhydantoin  (Dilantin).13  This 
drug  has  been  shown  to  raise  the  trigger 
threshold  for  pain,14  but  was  incapable  of 
shortening  an  attack.15  Clinically,  di- 
phenylhydantoin will  often  bring  about  a 
termination  of  attacks  within  twenty-four 
hours  of  its  first  administration  with  the  re- 
currence of  attacks  forty-eight  to  seventy- 
two  hours  after  the  drug  is  discontinued.13 
Unfortunately,  neuralgic  attacks  recur  with 
continued  use  of  the  drug. 

In  1962  Blom, 17  while  testing  a new  anti- 
epileptic drug,  carbamazepine  (Tegretol), 
found  that  this  drug  inhibited  the  respon- 
siveness of  the  trigeminal  nerve.  He  there- 
fore decided  to  use  carbamazepine  in  the 
treatment  of  trigeminal  neuralgia.  In  1963 
Blom18  reported  that  in  40  patients  treated 
with  carbamazepine,  36  became  free  of  pain 
in  one  day,  while  22  of  these  remained 
symptom-free  for  six  to  fifteen  months.  In 
a larger  series  of  94  patients  reported  by  the 
senior  author,12  it  was  found  that  the  im- 
mediate analgesic  effect  was  very  good  in  83 
patients,  while  11  remained  unchanged. 
Long-term  therapy  in  70  patients  for  six 
months  to  three  years  maintained  46  of 
these  patients  pain-free,  while  another  14 
were  improved  (Table  II).  The  latter  had 
no  acute  attacks  but  from  time  to  time 
experienced  a feeling  of  discomfort  in  the 
formerly  affected  area.  Of  further  interest 
was  a group  of  22  patients  who  had  previ- 
ously undergone  intracranial  surgery  for 
trigeminal  neuralgia  and  later  suffered  with 
recurrent  pain.  Nineteen  of  these  patients 
experienced  amelioration  of  the  pain  within 


TABLE  III.  Results  of  long-term  therapy  with 
carbamazepine  in  patients  previously  subjected  to 
surgery 

Duration  of  Therapy  — — ■ — ■ » 


Result* 

6 to  12 
Women 

Months 

Men 

1 to  2 Years 
Women  Men 

2 to  3 Years 
Women  Men 

Symptom- 

free 

i 

3 

4 

1 

2 

2 

Improved 

2 

1 

0 

1 

0 

0 

Unchanged 

1 

I 

0 

0 

0 

0 

— 

- 

— 

— 

— 

— 

Total 

4 

5 

4 

2 

2 

2 

two  days  after  the  treatment  with  carba- 
mazepine, and  13  patients  in  this  group  re- 
mained symptom-free.  Nine  of  these,  who 
had  undergone  surgery  previously,  re- 
mained free  of  pain  for  a period  of  one  to 
three  years  (Table  III).  This  result  is  in 
contrast  to  the  experience  of  Spillane19  who 
observed  a lack  of  beneficial  effect  of  carba- 
mazepine in  patients  subjected  to  surgery 
for  trigeminal  neuralgia. 

Carbamazepine  is  administered  as  a 200- 
mg.  tablet,  usually  three  times  a day,  but 
occasionally  up  to  1,200  mg.  a day  are  re- 
quired to  terminate  an  attack.  During  the 
first  few  days  of  treatment,  headache, 
fatigue,  and  nausea  may  occur,  but  the  side- 
effects  usually  disappear  within  two  to  three 
days  despite  continuation  of  the  drug.  In 
this  series  24  patients,  most  of  whom  were 
over  sixty  years  of  age,  complained  of  these 
symptoms,  but  only  6 patients  required 
withdrawal  of  the  drug  for  this  reason. 
One  eighty-two-year-old  woman  experienced 
tremor  and  ataxic  gait  with  a dose  of  600 
mg.  of  carbamazepine;  but  when  the  dose 
was  reduced  to  300  mg.  a day,  these  symp- 
toms disappeared  and  she  remained  free  of 
pain.  One  thirty-five-year-old  woman  was 
free  of  pain  on  600  mg.  daily,  but  postural 
hypotension  associated  with  a first-degree 
heart  block  developed.  The  drug  was 
withdrawn  and  the  electrocardiogram  be- 
came normal  again.  The  third  unusual 
complication  encountered  was  thrombo- 
cytopenia in  a twenty-seven-year-old  man 
after  three  weeks  of  therapy  with  1,200  mg. 
of  carbamazepine  daily.  Withdrawal  of 
the  drug  resulted  in  a return  of  the  throm- 
bocyte count  to  normal  within  one  week. 

In  7 patients  pain  recurred  after  two  to 
three  years  despite  continuous  therapy. 
At  this  time  an  increase  in  dosage  failed  to 
alter  the  attacks. 
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Surgical.  In  patients  who  fail  to  re- 
spond to  medical  therapy,  surgery  must  be 
considered.  The  simplest  procedure  used 
in  the  past  was  avulsion  or  alcohol  injection 
of  the  supraorbital,  infraorbital,  and  mental 
branches  of  the  trigeminal  nerve.  This 
therapy  is  unsatisfactory  because  of  rapid 
regeneration  of  these  peripheral  nerves. 
The  gasserian  ganglion  itself  may  be  in- 
jected with  various  agents  by  inserting 
needles  under  roentgenographic  control. 
When  this  is  done,  recurrences  are  less  fre- 
quent and  are  delayed  for  at  least  one  year. 
Absolute  alcohol  was  first  used  for  gas- 
serian ganglion  injection  by  Hartel  in 
1912. 20  Ecker  and  Perl21  reported  long- 
lasting  relief  in  85  per  cent  of  more  than  100 
patients.22  Hot  water  injections  have  been 
used  with  similar  results.  23-24  At  present 
we  prefer  to  use  phenol  (5  per  cent  in  gly- 
cerin) as  described  by  Jefferson,25  because 
only  a partial  sensory  loss  is  produced, 
while  pain  relief  is  comparable  to  that  ob- 
tained with  alcohol  and  hot  water.  Schiir- 
mann26  destroyed  the  gasserian  ganglion  by 
thermocoagulation  with  only  2 per  cent  of 
patients  experiencing  recurrence. 

Open  surgical  technics  for  controlling  this 
disease  have  included  the  subtemporal,  ret- 
rogasserian  section  of  Horsley,  Taylor,  and 
Colman,27  Hartley,28  and  Frazier,29  with 
sparing  of  the  motor  root  as  proposed  by 
Tiffany, 30  and  the  posterior  fossa  rhizotomy 
of  Dandy.31  More  recently,  to  preserve 
facial  sensation,  Sjoqvist32  devised  the 
medullary  tractotomy,  and  Taarnhoj33  de- 
scribed simple  decompression  of  the  retro- 
gasserian  portion  of  the  nerve.  This  latter 
procedure  produces  no  neurologic  deficit, 
but  recurrence  of  pain  has  been  noted  in  40 
per  cent  of  the  patients.34 

The  most  recent  surgical  procedure,  a 
transtentorial,  retrogasserian  rhizotomy  of 
the  portio  major,  has  been  developed  by 
Jannetta  and  Rand.35  Using  microsurgical 
technic,  they  found  that  the  trigeminal  root 
can  be  separated  into  three  portions:  the 

portio  minor  or  motor  root,  the  portio  inter - 
medius  subserving  light  touch,  and  the 
portio  major  conveying  pain  and  tempera- 
ture impulses.  Section  of  this  latter  por- 
tion preserves  tactile  facial  sensation  and 
the  corneal  reflex  while  alleviating  the  pain- 
ful attacks.  Results  with  this  procedure 
are  promising,  but  only  long-term  follow-up 
will  determine  its  actual  value. 


Comment 

Based  on  the  foregoing  information,  a 
logical  and  effective  approach  to  the  treat- 
ment of  trigeminal  neuralgia  can  now  be  for- 
mulated. First,  effective  medical  therapy 
is  now  available.  The  patient  should  be 
started  on  600  mg.  daily  of  carbamazepine 
and  the  dose  should  be  increased  to  1,200 
mg.  after  two  days  if  no  beneficial  effect  is 
noted.  At  this  higher  dosage  twice  weekly 
platelet  and  leukocyte  counts  must  be  ob- 
tained. It  has  proved  fruitless  to  raise  the 
dose  above  1,200  mg.  daily,  because  attacks 
which  did  not  respond  to  1,200  mg.  never 
responded  to  even  higher  dosage.  If  an 
effect  is  obtained  with  1,200  mg.  daily, 
gradual  reduction  of  dosage  to  a mainte- 
nance level  of  600  mg.  daily  can  be  achieved 
within  seven  to  ten  days.  In  elderly  pa- 
tients it  is  wise  to  begin  with  300  mg.  daily 
(0.5  tablet  three  times  a day)  and  reach  600 
mg.  daily  only  after  four  to  six  days.  The 
maintenance  dose,  if  effective,  should  be 
continued  for  at  least  two  to  three  years. 

In  some  patients,  especially  when  pain 
has  recurred  while  on  carbamazepine  ther- 
apy, good  relief  may  be  obtained  by  adding 
diphenylhydantoin  in  a dosage  of  300  mg. 
daily. 

If  medical  therapy  fails,  an  attempt  at 
blocking  the  gasserian  ganglion  with  phenol 
should  be  undertaken.  This  will  usually 
provide  more  than  one  year  of  relief  and  can 
easily  be  repeated  if  pain  recurs.  The  elec- 
trocoagulation method  has,  however,  also 
yielded  very  satisfactory  results  in  the 
hands  of  Schiirmann.26 

Finally,  intracranial  surgery  may  be  used. 
If  the  microsurgical  section  of  the  portio 
major  will  result  in  long-lasting  relief  of 
trigeminal  pain,  it  is  the  operation  of  choice. 
Otherwise,  the  decompressive  operation  of 
Taarnhoj  should  be  used,  especially  in  young 
patients  in  whom  preservation  of  facial  sen- 
sation is  extremely  desirable. 

Only  when  all  of  the  aforementioned 
modalities  fail  to  secure  freedom  from  pain, 
should  a retrogasserian  section  of  the 
trigeminal  nerve  be  employed  with  its 
attendant  facial  anesthesia. 

Summary 

The  current  concepts  of  the  causes  and 
diagnosis  of  trigeminal  neuralgia  were 
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briefly  reviewed.  Medical  therapy,  now  of 
definite  value  with  the  advent  of  carbamaze- 
pine,  was  discussed.  The  various  surgical 
procedures  which  are  available  today  are 
described,  and  our  approach  to  the  treat- 
ment of  trigeminal  neuralgia  is  indicated  in 
sequential  order  as  follows:  (1)  earba- 

mazepine,  (2)  carbamazepine  plus  diphenyl- 
hydantoin,  (3)  phenol  injection  of  the  gas- 
serian ganglion,  (4)  section  of  the  portio 
major,  (5)  decompression  of  the  retrogas- 
serian  root,  and  (6)  retrogasserian  root  sec- 
tion. 
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Seizures,  Abnormal  Chest  Roentgenogram, 
and  Fulminating  Clinical  Course 


Case  history 

Joseph  Kessler,  M.D. : A fifty-six-year- 
old  white  male  clerk  was  admitted  to  Lenox 
Hill  Hospital  by  police  ambulance,  following 
a seizure  in  a doctor’s  office  while  under- 
going cystoscopy. 

The  patient  had  a history  of  a urethral 
stricture  secondary  to  gonorrhea  which 
periodically  required  urethral  dilatation. 
On  the  day  of  his  admission  to  Lenox  Hill 
Hospital  he  underwent  a routine  cystoscopy 
in  a physician’s  office.  When  the  urethra 
was  anesthetized  with  lidocaine  hydrochlo- 
ride and  the  cystoscope  was  passed,  the  pa- 
tient had  a generalized  seizure.  He  was 
unconscious  for  a few  minutes,  bit  his 
tongue,  and  lost  bladder  control.  By  the 
time  the  ambulance  arrived,  the  patient  had 
regained  consciousness  and  was  able  to 
dress  himself.  Prior  to  cystoscopy  he  com- 
plained of  having  occipital  headaches. 
There  was  also  a weight  loss  of  40  pounds, 
part  of  it  voluntary,  during  the  preceding 
few  months.  There  was  no  associated  past 
or  present  history  of  head  trauma,  nausea 
or  vomiting,  fever,  chills,  night  sweats,  or 
hemoptysis.  The  patient  denied  any  past 
history  of  seizures  or  epilepsy.  However, 
his  personal  physician  stated  that  the  pa- 
tient had  undergone  a personality  change 
recently,  and  psychiatric  consultation  had 
been  advised  and  refused. 

The  past  history  revealed  mild  labile  hy- 
pertension for  several  years  and  exogenous 
obesity.  He  was  right-handed.  There  was 
no  history  of  diabetes  mellitus,  tuberculosis, 


asthma,  or  rheumatic  fever.  The  family 
history  was  noncontributory.  His  past  op- 
erations included  a cholecystectomy  for  gall- 
stones and  a right-sided  thoracotomy  dur- 
ing World  War  II  for  a bullet  wound  of  the 
right  side  of  the  chest.  No  allergies  were 
elicited;  he  smoked  one  pack  of  cigarets  a 
day  for  years  and  was  a social  drinker. 
His  only  medications  were  chlorthiazides 
for  hypertension  and  amphetamine  for 
weight  control. 

Physical  examination  revealed  the  patient 
to  be  a heavy-set,  slightly  obese,  middle- 
aged  white  male  lying  quietly  in  bed  in  no 
distress.  The  patient  was  lethargic  and 
completely  disoriented  as  to  time  and  place 
and  changed  his  history  from  minute  to 
minute.  The  blood  pressure  was  100  sys- 
tolic and  60  diastolic  in  both  arms,  the  pulse 
was  96  per  minute  and  regular,  respirations 
22  per  minute,  and  temperature  99.2  F. 

Examination  of  the  head,  ears,  and  neck 
revealed  no  abnormality.  The  pupils  were 
equal  and  reacted  to  light,  the  fundi  were 
normal,  and  the  neck  was  supple.  There 
was  no  cranial,  orbital,  or  cervical  bruits. 
There  was  no  lymphadenopathy,  skin  rash, 
or  ecchymoses.  The  lungs  were  clear  to 
percussion  and  auscultation.  A healed, 
right  midanterior  chest  scar  was  present. 
The  heart  rhythm  was  regular,  and  there 
were  no  murmurs.  There  was  a well-healed 
right  upper  quadrant  scar  on  the  abdominal 
wall.  The  abdomen  was  soft,  obese,  and 
nontender,  and  no  intra-abdominal  masses 
were  palpated.  No  liver,  kidney,  or  spleen 
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FIGURE  1.  Admission  electrocardiogram  revealing  T-wave  flattening  in  leads  I,  aVI,  V6  and  Vc. 


were  palpated.  Rectal  examination  was 
within  normal  limits.  There  was  no  cyano- 
sis, clubbing,  or  edema  of  the  extremities. 
The  neurologic  examination  was  normal  ex- 
cept for  the  organic  mental  syndrome  al- 
ready alluded  to.  During  the  examination 
a sudden  grand  mal  seizure  with  a focal 
onset  developed.  He  threw  himself  back- 
ward across  the  bed,  became  stiff  with  flex- 
ion of  the  left  arm  at  the  elbow,  the  right 
arm  extended,  and  the  head  turned  to  the 
left.  The  eyes  deviated  to  the  left,  and  the 
patient  went  into  a tonoclonic  convulsion 
with  frothing  at  the  mouth,  tongue  biting, 
and  urinary  incontinence.  This  lasted  for 
one  to  two  minutes  and  subsided  without 
therapy.  The  deep-tendon  reflexes  were 
absent  in  the  upper  extremities  and  present 
in  the  lower  extremities  postictally. 

The  hemoglobin  was  12.1  Gm.  per  100  ml. 
and  the  hematocrit  39.  The  white  blood 
cell  count  was  14,356  per  cubic  millimeter 
with  81  neutrophils  of  which  6 per  cent 


were  nonsegmented,  13  per  cent  were  lym- 
phocytes, and  6 per  cent  were  monocytes. 
The  urinalysis  contained  from  20  to  30  white 
cells  with  no  albumin.  The  erythrocyte 
sedimentation  rate  was  68  millimeters  per 
hour.  The  result  of  the  serologic  test  for 
venereal  disease  was  negative.  The  blood 
sugar  was  103  mg.  per  100  ml.  The  sodium 
was  137,  potassium  4.2,  chloride  100,  and 
bicarbonate  25.5  mEq.  per  liter.  The  cal- 
cium was  9.4  mg.  per  100  ml.,  phosphorus 
3.1  mg.  per  100  ml.,  and  alkaline  phospha- 
tase 11.4  King-Armstrong  units. 

An  electrocardiogram  revealed  T wave 
flattening  in  leads  I,  aVI,  and  V5  and  V6 
(Fig.  1).  There  was  a normal  sinus  rhythm 
with  an  axis  of  plus  30  degrees.  A urine 
culture  was  negative.  A spinal  tap  was 
performed  revealing  an  opening  pressure  of 
210  cubic  millimeters  of  water,  the  fluid 
was  clear,  and  there  were  106  white  blood 
cells  of  which  61  per  cent  were  neutrophils 
and  39  were  lymphocytes.  Results  of  the 
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FIGURE  2.  Admitting  chest  film  showing  old 
thoracotomy  on  right  and  ill-defined  parenchymal 
density  in  right  lower  side  of  chest. 


Pandy  test  were  negative.  The  spinal  fluid 
protein  was  140  mg.  per  100  ml.  The  glu- 
cose was  56  mg.  per  100  ml.  with  a simul- 
taneous blood  sugar  of  108  mg.  per  100  ml. 
and  the  chloride  was  710  mg.  per  100  ml. 
A Gram  stain,  acid-fast  smear  and  stain, 
and  India  ink  stain  produced  negative  re- 
sults. Routine  and  several  fungal  cultures 
of  the  spinal  fluid  were  negative.  Serologic 
examination  of  the  spinal  fluid  revealed  no 
abnormality,  and  the  colloidal  gold  curve 
revealed  no  abnormal  zones. 

A single  posteroanterior  chest  roent- 
genogram revealed  a partially  removed 
right  posterior  sixth  rib  with  regeneration 
(Fig.  2).  An  infiltrative  process  was  seen 
in  the  midfield  of  the  right  lung;  the  right 
costophrenic  angle  was  obliterated,  and 
both  pulmonary  arteries  were  prominent. 
Roentgenograms  of  the  skull  were  normal. 
Electroencephalograms  revealed  low  volt- 
age with  wandering  slow  waves  at  1 to  2 
per  second  over  both  hemispheres  (Fig.  3). 
There  was  no  alpha  rhythm  present.  A 
mercury-203  brain  scan  contained  an  ab- 
normal localization  of  radioactivity  in  a 
rather  large  and  irregular  area  of  the  left 
frontal  lobe  (Fig.  4,  top).  The  lateral 
scan  was  unsatisfactory  because  of  the  pa- 
tient’s inability  to  cooperate  (Fig.  4B, 
bottom).  A tomogram  of  the  right  side  of 
the  chest  on  the  fourth  hospital  day  dem- 
onstrated an  ill-defined  parenchymal  den- 
sity in  the  right  midlung  field  that  ap- 


peared to  have  a central  area  of  radio- 
lucency  (Fig.  5).  A small  amount  of 
scattered  calcification  was  present  within 
the  density. 

On  admission  to  the  hospital  the  patient 
was  given  diphenylhydantoin  sodium  and 
phenobarbital  intramuscularly.  By  the  fol- 
lowing morning  he  was  still  confused,  dis- 
oriented, and  noncooperative.  He  com- 
plained of  severe  posterior  occipital  head- 
aches and  vomited  his  food.  The  left  pupil 
was  now  larger  than  the  right  one  (5  to  3 
mm.),  but  both  pupils  reacted  to  light.  The 
fundi  were  normal  and  the  reflexes  intact 
without  any  Babinski  responses.  There 
was  some  deficit  on  rapid  rhythmic  move- 
ments of  the  right  hand  but  no  extremity 
drift.  By  the  third  hospital  day  he  was 
even  more  lethargic  and  incontinent  of 
urine.  There  had  been  no  additional  seiz- 
ures since  his  admission,  but  a temperature 
of  100.6  F.  developed.  His  concentration 
was  poor,  and  he  could  not  do  serial  7’s  or 
spell  his  name  backward.  Late  that  day  a 
right-sided  tonoclonic  focal  seizure  was 
again  observed,  involving  the  arm,  hand, 
shoulder,  and  face.  On  the  following  day 
neurologic  examination  was  unchanged  ex- 
cept for  a right  extremity  drift. 

A left  percutaneous  common  carotid  ar- 
teriogram with  local  anesthesia  was  per- 
formed on  the  fifth  hospital  day.  The  in- 
ternal and  external  carotid  arteries  within 
the  cervical  region  were  normal.  There 
was  a shift  of  the  anterior  cerebral  artery 
from  the  left  to  right,  most  pronounced  in 
the  proximal  portion  of  the  anterior  cere- 
bral artery  and  its  branches  (Fig.  6). 
There  was  no  tumor  stain.  The  middle 
cerebral  artery  was  normal,  but  a slight 
delay  in  circulation  was  present.  There 
was  also  slight  irregularity  of  the  ascending 
frontal  parietal  branches  of  the  posterior 
parietal  region  (Fig.  7).  A pneumoen- 
cephalogram showed  nonfilling  of  the  cere- 
bral ventricles.  On  the  morning  of  the 
sixth  hospital  day  the  patient  had  dilated 
pupils  bilaterally,  the  left  greater  than  the 
right;  the  left  pupil  was  eccentric  and 
fixed.  There  was  a flaccid  quadriplegia 
present.  The  patient  was  prepared  for 
open  craniotomy,  but  in  the  succeeding 
hours  his  general  condition  deteriorated, 
and  he  expired  quietly  on  the  evening  of 
his  sixth  hospital  day. 
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FIGURE  3.  (A,  top,  and  B,  bottom)  Multichannel  electroencephalogram  showing  low  voltage  and  wan- 
dering slow  waves  at  1 to  2 per  second  over  both  cerebral  hemispheres.  No  alpha  rhythm  present; 
phase  reversals  present  in  occipital  region. 


Discussion 

Mortimer  F.  Shapiro,  M.D.*:  Perhaps 

the  major  hazard  to  the  discusser  in  a 
clinicopathologic  conference  is  the  fact  that 
a case  has  been  selected  for  presentation 
which  is  in  itself  suspicious.  It  implies 
that  there  is  something  medically  unusual 
about  it,  and  one  falls  into  the  pattern  that 
may  be  called  CPC  gamesmanship.  The 
rules  go  something  like  this:  “Since  all 
available  evidence  leads  to  the  conclusion 
that  this  must  be  a simple  case  of  a rush  of 

‘Attending  in  Neurology,  Lenox  Hill  Hospital. 


bilious  humors  to  the  brain,  this  obviously 
cannot  be  the  diagnosis ; otherwise  this  case 
would  never  have  been  selected  for  a clinico- 
pathologic conference.  Therefore,  since 
it  is  quite  unlikely  and  improbable  that  this 
is  a case  of  a rush  of  bilious  humors  away 
from  the  brain,  that  is  clearly  the  diagnosis 
that  I must  make.” 

Or  the  situation  can  clearly  deteriorate 
into  an  analogy  of  that  old  Yiddish  joke 
about  the  two  peddlers  who  meet  each  other 
unexpectedly  on  a train.  The  first  asks  the 
second  where  he  is  going  and  is  told  that  he 
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FIGURE  4.  Brain  scans.  (A,  top)  Anteroposte- 
rior and  (B,  bottom)  lateral  views  showing  multi- 
ple areas  of  increased  radioactivity  in  left  cere- 
bral hemisphere. 


FIGURE  5.  Laminagram  of  right  lower  portion 
of  chest  demonstrating  two  well-defined  cavities. 


is  going  to  Minsk.  Thereupon  the  ques- 
tioner, enraged,  hits  the  other  fellow  over 
the  head  and  shrieks,  “Liar!  How  can  you 
try  to  fool  me  like  this?  You  tell  me  you 
are  going  to  Minsk  in  order  for  me  to  be- 
lieve that  you  are  really  going  to  Pinsk, 
but  I know  that  you  are  going  to  Minsk,  so 
why  do  you  lie  to  me  by  telling  the  truth?” 


FIGURE  6.  Left  carotid  angiogram,  anteropos- 
terior view,  with  shift  of  anterior  cerebral  artery 
to  right  side. 


Perhaps  the  best  way  to  proceed  with  the 
exegesis  of  the  text  of  this  clinicopathologic 
conference  is  to  approach  the  data  chrono- 
logically as  though  we  were  seeing  the  pa- 
tient as  the  illness  progresses  step  by  step. 

First,  let  us  consider  the  prodromes  of 
the  acute  illness.  We  have  a middle-aged 
man  who  complains  of  headache  and  some 
weight  loss,  who  has  undergone  some  per- 
sonality change  of  sufficient  intensity  to 
warrant  psychiatric  consultation.  These 
symptoms  have  lasted  several  months. 

Headache  is  perhaps  the  commonest  of  all 
neurologic  symptoms  and,  certainly  as  an 
isolated  complaint,  is  most  often  a reflection 
of  emotional  tension.  After  investigation, 
only  a small  percentage  of  prolonged  head- 
aches prove  to  have  an  organic  origin.1 
The  text  indicates  that  the  weight  loss  is 
greater  than  one  would  have  expected  from 
ordinary  dieting.  However,  the  weight 
loss  may  have  been  emotionally  determined 
or  may  be  the  effect  of  some  systemic 
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FIGURE  7.  (A,  top)  Left  lateral  view  of  carotid 

angiogram  (Fig.  6)  showing  irregular  course  of 
branches  of  ascending  frontoparietal  arteries. 
(B,  bottom)  Enlargement  of  lateral  view  showing 
irregularity  in  course  of  multiple  branches  of  as- 
cending frontoparietal  arteries  which  indicates 
displacement. 

metabolic  dysfunction,  such  as  is  often 
seen  in  neoplastic  disease  or  in  chronic  in- 
fection. 

The  personality  change  is  ill-defined : 
some  difficulty  in  concentration,  untidiness, 
and  irritability.  These  may  represent 
purely  functional  changes,  such  as  one  sees 
in  the  endogenous  depressions  common  at 
this  age,  or  the  personality  change  may  be 
more  ominous  and  represent  the  impact  of 


some  physically  noxious  process  on  the  func- 
tion of  the  central  nervous  system.  At  this 
stage,  therefore,  only  loose  speculation  is 
possible  about  the  prodromes. 

Next,  however,  this  individual  has  a grand 
mal  seizure  while  undergoing  cystoscopy. 
Now,  for  the  first  time,  we  can  say  with 
certainty  that  something  organically  patho- 
logic is  happening  in  this  patient’s  central 
nervous  system.  The  causes  of  convulsions 
are  myriad.  However,  in  the  context  of  the 
protocol,  three  possibilities  appear  high  in 
the  order  of  probability.  The  seizure  may 
have  been  a reaction  to  the  lidocaine  hydro- 
chloride. Even  though  it  is  assumed  that 
his  urologist  previously  had  used  a cocaine 
derivative  locally,  it  is  possible  for  an  in- 
sensitive individual  suddenly  to  become  sen- 
sitive to  lidocaine  hydrochloride  and  suffer 
a grand  mal  seizure  and  a drop  in  blood 
pressure.  It  is  also  possible  that  coincident 
with  cystoscopy  this  patient  had  cerebral 
embolization.  Embolizations  not  infre- 
quently are  announced  by  convulsion  and 
a mild  degree  of  shock.  However,  there  is 
a well-respected  dictum  in  neurologic  diag- 
nosis that  when  an  individual  in  middle  age 
has  a convulsion  for  the  first  time,  the  neu- 
rologist must  actively  rule  out  the  presence 
of  an  intracranial  mass  lesion,  which  is  the 
third  possibility. 

After  the  seizure  the  individual  was  con- 
fused and  disoriented.  Since  this  state 
persisted,  one  may  not  speculate  that  this 
was  routine,  transient  postictal  confusion. 
Rather,  one  must  conclude  that  a threshold 
in  the  base  line  function  of  the  central 
nervous  system  had  been  irreversibly  trans- 
gressed, and  that  cerebral  decompensation 
represented  more  than  the  transient  elec- 
trical storm  of  an  epileptic  seizure.  In 
addition,  on  the  day  of  admission  this  pa- 
tient had  a second  grand  mal  seizure.  At 
this  point  then  we  can  most  certainly  dis- 
card the  hypothesis  that  lidocaine  hydro- 
chloride sensitivity  alone  could  cause  the 
seizure  and  are  forced  to  concentrate  on  the 
other  two  possibilities,  namely,  cerebral  em- 
bolization or  a mass  lesion.  Skipping  my 
chronologic  order,  I should  like  to  point  out 
that  metabolic  causes  for  seizures,  such  as 
hypoglycemia,  uremia,  hypocapnia,  and  so 
on,  are  all  eliminated  as  etiologic  possibili- 
ties by  the  normal  blood  chemistries. 

A spinal  tap  was  done  on  the  day  of  ad- 
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mission.  Among  other  things  the  results 
eloquently  demonstrate  that  an  intracranial 
pathologic  process  has  been  active  for  some 
time  before  the  first  seizure.  The  spinal 
fluid  protein  was  140  mg.  per  100  ml.  We 
are  ignorant  of  the  exact  pathophysiology 
which  produces  elevation  of  cerebrospinal 
fluid  protein.  We  can,  however,  say  that 
such  a marked  evaluation  speaks  for  a 
pathologic  process  existing  in  the  central 
nervous  system  for  much  longer  than  one 
day.  This  eliminates  embolization  at  the 
time  of  the  cystoscopy  as  a sole  cause  of  the 
seizures  and  clinical  course  thus  far.  With 
the  knowledge  that  the  pathologic  condition 
of  the  central  nervous  system  had  been 
present  for  some  time,  we  must  also  accept 
that  this  man’s  headache,  personality 
change,  and  weight  loss  have  been  the  re- 
flections of  organic  disease.  Additionally, 
with  elimination  of  the  possibility  of  lido- 
caine  sensitivity  and  embolization  as  causes 
for  this  patient’s  problem,  we  must  increas- 
ingly become  concerned  with  the  possibility 
that  we  are  dealing  with  an  intracranial 
mass  lesion.  Furthermore,  if  we  postulate 
the  weight  loss  as  indicative  of  some  sys- 
temic disease,  we  must  be  suspicious  that  if 
an  intracranial  mass  lesion  is  present  it  is 
likely  to  be  metastatic. 

We  find  there  is  a pleocytosis  present  in 
the  spinal  fluid — 106  white  blood  cells  of 
which  61  per  cent  are  polymorphonuclear 
leukocytes.  The  uppermost  limit  of  normal 
is  usually  considered  to  be  5 cells,  all  of 
which  are  lymphocytes.  Such  an  abnormal 
cell  count  as  we  have  here  could  theoreti- 
cally represent  either  infection  or  irritation 
of  the  meninges  or  ependyma. 

Let  us  consider  infection.  We  can  dis- 
card the  possibility  of  bacterial  or  fungal 
meningitis  since  the  glucose  in  the  cerebro- 
spinal fluid  is  normal,  not  only  absolutely 
but  also  in  its  ratio  to  a simultaneously  de- 
termined blood  glucose.  Most  bacterial  and 
fungal  meningitides  reduce  sugar.  Occa- 
sionally in  an  early  meningitis  we  do  not 
at  first  see  significant  sugar  reduction. 
However,  an  early  meningitis  would  not  ex- 
plain the  elevated  cerebrospinal  fluid  pro- 
tein. 

A cell  count  in  the  cerebrospinal  fluid, 
such  as  we  have  here,  may  be  found  early 
in  some  viral  infections.  However,  we  may 
also  discard  this  hypothesis,  since  most 


viral  infections  do  not  produce  a significant 
rise  in  cerebrospinal  fluid  protein.  The 
fact  that  the  results  of  Gram  stain  and  cul- 
tures are  negative  does  not  signify  very 
much.  Not  infrequently  we  encounter  this 
both  in  bacterial  and  fungal  meningitides. 

Having  eliminated  the  possibility  of  bac- 
terial, fungal,  or  viral  meningo-encephalitis 
to  explain  the  findings  in  the  cerebrospinal 
fluid,  we  are  left  with  the  probability  that 
the  pleocytosis  represents  a reaction  to  irri- 
tation. Mass  lesions  abutting  on  or  involv- 
ing the  meninges  or  ependymal  lining  of 
the  ventricular  system  may  produce  such  a 
pleocytosis.  Such  a lesion  could  either  be 
neoplastic  in  our  context  or  infectious,  such 
as  an  abscess. 

Let  us  turn  to  the  question  of  clinical 
localization  in  the  brain  of  such  a lesion  or 
lesions.  Neither  the  clinical  neurologic  ex- 
amination nor  the  form  of  the  convulsions 
observed  offer  us  significant  leads  at  this 
stage  in  the  problem.  One  can  only  con- 
clude clinically  that  there  is  bilateral  cere- 
bral dysfunction. 

At  this  point  I would  like  to  review  the 
electroencephalogram  which  does  not  help 
in  the  problem  of  localization  (Fig.  3).  It 
is  a severely  abnormal  electroencephalo- 
gram with  waves  at  one  to  two  per  second 
over  both  hemispheres.  While  there  are 
phase  reversals  in  the  left  occipital  region, 
the  voltages  from  the  right  cerebrum  are 
severely  depressed  and  are  almost  in  a 
straight  line.  One  cannot  even  conclude 
from  this  tracing  which  side  is  more  ab- 
normal. One  can  say  only  that  this  is  a 
recording  from  a severely  malfunctioning 
brain. 

When  a brain  scan  is  done,  however,  data 
pertinent  to  localization  are  first  obtained. 
There  is  an  area  of  increased  uptake  that 
is  large  and  irregular  in  the  left  frontal 
lobe.  Furthermore,  in  both  the  lateral  and 
anteroposterior  brain  scans  there  seem  to  be 
additional  areas  of  increased  uptake  in  the 
upper  parietal  regions.  These  represent 
regions  in  which  the  blood-brain  barrier 
has  broken  down.  This  brain  scan  is  con- 
sistent then  with  the  presence  of  either 
multiple  metastases,  multiple  abscesses,  or 
perhaps  both.  Would  you  agree,  Dr.  Pez- 
zulli  ? 

Fred  Pezzulli,  M.D.:  Yes,  the  brain 

scans  are  quite  striking  and  show  several 
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areas  of  increased  radioactivity  (Fig.  4). 
One  rather  large  area  is  located  deep  in  the 
left  frontal  lobe,  and  there  is  a broad  band 
of  increased  radioactivity  occupying  a large 
portion  of  the  left  frontoparietal  region 
with  accentuated  accumulation  posteriorly. 

Dr.  Shapiro:  Let  me  now  depart  from 

my  parochial  province  and  concede  to  the 
medical  and  surgical  departments  that  there 
is  a body  attached  to  the  brain.  In  this 
attempted  synthesis,  I am  confronted  with 
the  need  to  recognize  that  there  is  signifi- 
cant disease  present  outside  the  central 
nervous  system,  and  by  the  logic  of  parsi- 
mony I must  try  to  connect  this  disease 
with  whatever  is  happening  inside  the  head. 
The  peripheral  white  blood  count  is  elevated 
to  14,356  per  cubic  millimeter  with  81  per 
cent  polymorphonuclear  leukocytes  of  which 
6 per  cent  are  segmented.  Occasionally, 
one  may  see  an  elevation  of  the  white  blood 
cell  count  and  a shift  to  the  left  after  a 
seizure.  However,  this  explanation  is  in- 
adequate here.  Not  only  is  the  white  count 
elevated  but  also  the  sedimentation  rate 
which  is  68  millimeters  per  hour.  In  addi- 
tion, there  is  a low-grade  fever.  Logically 
one  must  integrate  these  three  and  view 
them  as  systemic  reflections  of  a disease 
process  outside  the  central  nervous  system. 
Perhaps  the  crux  of  this  mystery  is  in  the 
enigma  of  the  chest  roentgenogram.  Would 
Dr.  Pezzulli  please  show  them  now. 

Dr.  Pezzulli:  The  admitting  chest  x- 

ray  film  reveals  post-thoracotomy  changes 
in  the  right  hemithorax  (Fig.  2).  The 
sixth  rib  has  been  resected  and  shows  per- 
iosteal regeneration.  There  is  tenting  of 
the  diaphragm  and  obliteration  of  the  cos- 
tophrenic  sulcus.  Of  more  current  in- 
terest, however,  is  an  ill-defined  parenchy- 
mal density  in  the  right  lower  part  of  the 
chest  overlying  and  partially  obscured  by 
the  eighth  rib.  The  remainder  of  the  chest 
film  is  noncontributory.  There  is  no  evi- 
dence of  hilar  adenopathy  or  cardiac  en- 
largement. 

Dr.  Shapiro  : There  is  an  ill-defined  in- 

filtrative lesion  in  the  midfield  of  the  right 
lung.  The  nature  of  this  is  speculative. 
This  could  represent  a neoplasm  such  as 
alveolar  carcinoma,  or  it  could  be  evidence 
of  a chronic  infectious  process.  More  re- 
motely, it  could  represent  lymphoma  or 
possibly  pulmonary  infarction.  One  may 


speculate  that  this  lesion  had  been  there  for 
some  time.  In  this  context  I doubt  that  the 
scattered  calcifications  reported  are  signifi- 
cant, as  they  are  also  present  outside  the 
lesion. 

In  any  case,  it  is  noteworthy  that  the  first 
chest  films  show  no  cavitation.  Tomograms 
taken  four  days  later,  however,  show  defi- 
nite cavity  formation.  Would  you  agree, 
Dr.  Pezzulli,  and  may  we  now  see  them. 

Dr.  Pezzulli:  Chest  tomography  was 

done  four  days  after  discovering  the  ab- 
normal parenchymal  density  in  the  right 
lower  part  of  the  chest  (Fig.  5).  Two  well- 
defined  cavities  are  noted  within  the  den- 
sity. Their  walls  are  slightly  thickened, 
and  the  inner  margins  are  relatively 
smooth.  A small  amount  of  surrounding 
parenchymal  infiltrate  is  noted  medially. 
It  is  interesting  to  speculate  as  to  whether 
or  not  these  cavitations  were  present  on 
admission.  I can  offer  only  an  educated 
guess  and  will  say  that  they  were  not. 

Dr.  Shapiro:  Cavitation  appearing  this 

rapidly  can,  I believe,  best  be  interpreted, 
against  the  background  of  an  elevated  white 
blood  count,  sedimentation  rate,  and  low- 
grade  temperature,  as  indicating  the  devel- 
opment of  a lung  abscess  caused  by  pyo- 
genic bacteria.  At  this  stage  then  we  have 
evidence  of  lung  abscess,  possibly  super- 
imposed on  carcinoma  or  chronic  infection 
and,  in  addition,  evidence  of  multiple  lesions 
in  the  left  cerebrum. 

Let  us  now  go  back  chronologically  and 
try  to  understand  the  patient’s  course.  On 
the  second  hospital  day  he  was  still  con- 
fused, disoriented,  and  complained  of  severe 
occipital  headache.  He  vomited  food,  and 
it  was  noted  that  his  left  pupil  was  larger 
than  the  right.  The  vomiting  suggests, 
among  other  things,  that  the  intracranial 
pressure  may  have  been  rising.  The  dila- 
tation of  the  left  pupil  is  ominous.  It  sug- 
gests compression  of  the  left  third  nerve, 
possibly  as  it  passes  between  the  free  and 
attached  borders  of  the  tentorium.  The 
mechanism  of  the  pupillary  dilatation  is 
probably  an  implication  of  the  parasympa- 
thetic pupillary  dilator  fibers  carried  in  the 
oculomotor  nerve.  Such  compression  of  the 
nerve  may  well  be  caused  by  beginning 
herniation  of  the  hippocampal  gyrus  or  the 
medial  portion  of  the  temporal  lobe  through 
the  incisure  of  the  tentorium. 
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On  the  third  hospital  day  he  was  more 
lethargic,  suggesting  further  cerebral  de- 
compensation, possibly  as  a result  of  still 
further  increase  of  intracranial  pressure. 
Later  that  day  there  was  further  clinical 
evidence  of  major  involvement  of  the  left 
cerebrum  in  the  form  of  a right-sided  Jack- 
sonian seizure.  The  drift  of  the  right  arm 
noted  after  the  seizure  suggests  that  the 
left  pyramidal  tracts  were  compromised. 
On  the  fifth  hospital  day  a left  carotid 
angiogram  was  done.  Would  Dr.  Pezzulli 
now  demonstrate  this? 

Dr.  Pezzulli:  A left  carotid  angiogram 

reflects  changes  quite  consistent  with  the 
abnormalities  noted  on  the  brain  scan.  In 
its  more  valuable  aspects  an  angiogram  can 
provide  information  not  found  on  a scan, 
particularly  with  reference  to  the  histo- 
pathologic nature  of  the  lesion.  In  this 
instance  I am  afraid  that  this  is  not  the 
case.  We  see  evidence  of  multiple  mass 
lesions  displacing  vessels  but  no  clue  as  to 
the  nature  of  the  lesions.  On  the  antero- 
posterior projection  there  is  displacement 
of  the  anterior  cerebral  artery  to  the  op- 
posite side.  The  round  configuration  of  the 
artery  indicates  that  the  mass  is  adjacent 
to  the  vessel  and  hence  in  the  frontal  lobe 
(Fig.  6). 

On  the  lateral  view  there  is  an  irregu- 
larity in  the  course  of  multiple  branches  of 
the  ascending  frontoparietal  arteries  indi- 
cating displacement  (Fig.  7A,  top). 
There  is  no  evidence  of  neoplastic  vessels, 
abnormal  vascular  stain,  or  early  venous 
drainage.  An  enlargement  of  the  lateral 
view  shows  this  more  clearly  (Fig.  7B, 
bottom).  The  last  films  of  the  series 
taken  six  seconds  after  injection  show  that 
we  are  still  in  the  late  arterial  and  early 
capillary  phase.  This  is  indicative  of  de- 
layed circulation  time  consistent  with  in- 
creased intracranial  pressure. 

Dr.  Shapiro:  In  summation  the  left  an- 

terior cerebral  artery  is  markedly  shifted 
from  left  to  right,  particularly  in  its  more 
proximal  portions.  Against  the  back- 
ground of  the  information  we  already  pos- 
sess, this  is  pathognomonic  of  a mass  lesion 
of  the  left  frontal  lobe.  It  is  to  be  noted, 
from  an  angiographic  viewpoint,  that  the 
lesion  is  relatively  avascular.  That  is  to 
say  that  there  are  no  abnormal  vessels  such 
as  are  often  seen  in  metastatic  neoplasm, 


arteriovenous  shunts  such  as  are  fre- 
quently found  in  a glioblastoma,  nor  is 
there  a blush  such  as  is  sometimes  seen  in 
other  tumors.  We  have  also  noticed  that 
there  is  some  spreading  of  the  distal,  as- 
cending portions  of  the  parietal  branches 
of  the  middle  cerebral  artery.  This  is  con- 
sonant with  the  abnormal  radioactivity  of 
the  brain  scan  and  confirms  the  presence 
of  at  least  two  lesions  in  the  left  hemi- 
sphere. 

We  have  no  information  about  the  right 
cerebrum,  since  a right  brachial  or  carotid 
angiogram  was  not  done.  We  cannot  rule 
out  the  possibility  that  there  may  be  addi- 
tional lesions  in  the  right  hemisphere.  Al- 
though the  angiogram  gives  us  considerable 
information,  it  does  not  help  us  to  decide 
whether  brain  abscess,  neoplasm,  or  both 
are  present.  By  the  way,  the  increase  in 
circulation  time  can  be  understood  as  a 
reflection  of  increased  intracranial  pres- 
sure. 

A pneumoencephalogram  was  attempted, 
but  no  air  entered  the  ventricular  system. 
One  can  draw  no  conclusions  from  this. 
Authorities  differ  in  their  interpretation  of 
nonfilling.  For  example,  Taveras  and 
Wood,2  who  wrote  one  of  the  definitive  text- 
books on  neuroradiology,  state  that  in  50 
per  cent  of  cases  in  which  pneumoencepha- 
lography demonstrates  no  filling  of  the  ven- 
tricular system,  a tumor  is  present.  On 
the  other  hand,  Robertson,3  who  is  cer- 
tainly a leading  authority  on  pneumoen- 
cephalography, asserts  that  nonfilling  has 
no  clinical  implications.  The  pneumoen- 
cephalogram, therefore,  does  not  help  us. 

The  day  following  these  procedures,  the 
patient’s  condition  deteriorates  further. 
Bilaterally  dilated  pupils  develop.  The  left 
pupil,  which  is  mode  dilated  than  the  right, 
is  also  eccentric  and  fixed.  He  becomes 
quadriplegic.  One  may  construe  these  de- 
velopments as  indicating  further  pressure 
on  the  third  nerves  and  decompensation  of 
the  brain  stem,  possibly  caused  by  further 
herniation  of  the  brain. 

He  dies  quietly  on  the  sixth  day.  I 
would  suspect  the  cause  of  death  was  her- 
niation of  the  medial  temporal  lobes 
through  the  incisure  of  the  tentorium,  with 
compression  laterally  of  the  upper  brain 
stem  and  severe  disruption  of  circulation  of 
the  entire  brain  and  possibly  the  pretectum. 
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We  have  concluded  that  this  man  had  an 
infiltrating  limp  lesion  possibly  present  for 
some  time,  but  which  within  four  days  of 
his  hospital  admission  showed  signs  of 
abscess  formation.  We  also  have  evidence 
that  there  are  multiple  mass  lesions  in  the 
left  cerebrum.  Further,  we  have  concluded 
that  the  pathologic  intracranial  condition 
has  been  present  indolently  for  some  time 
prior  to  admission.  We  have  also  con- 
cluded that  this  indolent  course  changed 
suddenly  and  dramatically,  starting  with  a 
seizure  and  culminating  in  death  in  six 
days.  We  have  also  presumed  that  the 
causes  of  death  were  rapidly  rising  intra- 
cranial pressure  and  herniation  of  the  brain 
through  the  tentorial  incisure,  compromis- 
ing brain  stem  function. 

Let  us  now  try  to  identify  what  the  in- 
tracranial mass  lesions  may  have  been. 
There  are  three  possibilities:  neoplasm, 

brain  abscess,  or  both. 

Let  us  consider  neoplasm,  both  primary 
and  metastatic.  It  seems  to  me  unlikely 
that  we  are  dealing  with  a primary  brain 
neoplasm  for  two  reasons.  First,  primary 
brain  neoplasms  almost  invariably  appear 
singly,  and  here  we  have  evidence  of  at  least 
two  mass  lesions.  Second  and  most  impor- 
tant from  a methodologic  viewpoint,  we 
would  like  to  connect  the  lung  disease  with 
the  intracranial  disturbance. 

Metastatic  neoplasms,  particularly  those 
from  the  lung,  are  often  multiple  and  may 
produce  an  angiographic  picture  and  a 
brain  scan  similar  to  those  we  have  here. 
Metastatic  neoplasms  may  also  produce  a 
cerebrospinal  fluid  pleocytosis  and  a high 
cerebi’ospinal  fluid  protein.  They  may  also 
produce  seizures  and  a severe  organic  men- 
tal syndrome.  However,  under  ordinary 
circumstances  it  would  be  quite  extraordi- 
nary for  metastatic  neoplasms  to  produce 
a course  so  acutely  fulminating  that  death 
occurred  six  days  from  the  first  definitive 
neurologic  sign.  Therefore,  it  seems  to  me 
unlikely  that  metastatic  neoplasm  alone  can 
be  the  sole  explanation  for  this  man’s 
course  and  death. 

Let  us  now  consider  whether  bi'ain  ab- 
scess could  fit  the  picture.  We  have  evi- 
dence that  a lung  abscess  was  present. 
Lung  abscesses  do  metastasize  to  the  bi’ain, 
usually  in  the  foi'm  of  septic  emboli. 
Septic  embolization  or  cerebritis,  which  is 


usually  the  initial  reaction  to  septic  emboli- 
zation, often  pi-ecipitates  seizures.  Meta- 
static brain  abscesses  are  commonly  multi- 
ple. Brain  abscesses  often  produce  the 
cerebrospinal  fluid  pictui-e  of  pleocytosis 
with  no  reduction  in  sugar.  Occasionally, 
they  may  produce  a rise  in  cerebx-ospinal 
fluid  protein.  Since  bi’ain  abscesses  pro- 
duce considei’able  contiguous  edema,  mul- 
tiple abscesses  can  produce  the  distorted 
angiographic  pattern  w’e  have  been  shown. 
Although  bi’ain  abscesses  do  not  usually 
show  any  angiographic  evidence  of  ab- 
normal vascularity,  histologically  there  is 
considerable  capillax-y  engorgement  ai’ound 
their  periphery,  and  there  is  breakdown  of 
the  blood  brain  barrier  in  and  around  the 
abscesses,  so  that  commonly  the  brain 
scan  l’eveals  positive  findings. 

Brain  abscesses  may  progress  in  an  indo- 
lent, slowly  progressive,  or  rapidly  progres- 
sive fashion.  Death  from  brain  abscess 
usually  occurs  in  one  of  two  ways:  The 

abscess  may  rupture,  or  there  may  be  pen- 
etration  of  the  infection  through  the  con- 
taining wall  of  fibrin,  fibrocytes,  polymor- 
phonuclear leukocytes,  and  glia  into  the 
ventricular  system  or  the  subarachnoid 
space.  This  causes  overwhelming  menin- 
gitis and  shock.  This  clearly  did  not  occur 
with  our  patient. 

The  second  mode  of  death  from  abscess 
can  be  steady  increase  in  the  size  of  the 
abscess  or  extent  of  the  cerebritis,  rapid 
increase  of  edema,  and  herniation  of  the 
bi'ain.  Brain  stem  function  becomes  pro- 
gressively and  rapidly  compromised.  Such 
a course  is  very  similar  to  the  one  this 
patient  followed.  Therefore,  brain  abscess 
seems  to  be  the  major  etiologic  possibility 
to  explain  the  inhospital  neurologic  deteri- 
oration and  death. 

However,  when  we  consider  the  total 
course  of  this  patient’s  illness,  it  is  ap- 
parent that  there  are  two  distinct  phases, 
and  that  we  must  explain  both  these  phases. 
The  first  is  indolent,  lasting  several  months, 
and  is  characterized  by  headache,  weight 
loss,  and  the  development  of  an  organic 
mental  syndrome.  The  second  phase  is 
acute  and  malignant,  terminating  in  death 
six  days  after  hospitalization.  Brain  ab- 
scess in  my  opinion  could  most  certainly 
account  for  the  acute  phase.  However,  I 
am  uneasy  about  attributing  the  indolent 
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phase  to  brain  abscess. 

Although  I have  said  that  brain  abscesses 
may  be  indolent,  and  although  it  is  true 
that  from  time  to  time  at  autopsy  we  find 
scars  of  an  old  abscess  that  has  been  asymp- 
tomatic or  has  caused  transient  or  episodic 
symptoms  such  as  a seizure,  in  the  main, 
brain  abscesses  are  usually  relatively  acute, 
dramatic  illnesses.  This  is  so  because,  in 
contrast  to  abscesses  elsewhere  in  the  body, 
there  is  a paucity  of  fibrous  tissue  to  pro- 
mote early  encapsulation,  and  also  because 
the  surrounding  parenchyma  is  so  highly 
vulnerable  to  the  noxious  processes  attend- 
ant on  cerebritis  and  abscess  formation. 
Therefore,  even  though  brain  abscess  seems 
to  be  the  logical  cause  for  the  acute  phase 
of  this  man’s  illness,  one  feels  uneasy  at- 
tempting to  explain  the  initial  indolent 
course  on  the  basis  of  a chronic  brain  ab- 
scess. 

At  this  stage  I find  myself  properly  hung 
on  the  horns  of  a dilemma.  One  horn  is 
that  metastatic  brain  neoplasm  could  ex- 
plain the  indolent  prodromal  phase  of  this 
man’s  illness  and  would  be  consonant  with 
the  laboratory  and  x-ray  data.  However, 
it  is  difficult  to  accept  metastatic  neoplasm 
as  an  explanation  for  the  malignant  phase. 
The  other  horn  of  the  dilemma  is  that 
metastatic  brain  abscess  is  perhaps  not 
likely  to  produce  the  indolent  prehospitali- 
zation course  but  is  a perfectly  good  expla- 
nation for  the  inhospital  malignant  phase. 

From  the  roentgenograms  alone  it  was 
not  possible  to  determine  whether  the  infil- 
trating lesion  of  the  lung  was  carcinoma- 
tous or  infectious.  It  was  fairly  certain 
though  that  no  matter  what  it  was,  a pyo- 
genic abscess  developed  in  the  lung.  If  the 
lung  lesion  was  not  neoplastic  but  infectious 
alone,  then  one  can  eliminate  the  concept  of 
metastatic  intracranial  neoplasm.  This 
speculation  does  not  help,  for  one  is  left 
trying  to  explain  the  entire  course,  both  in- 
dolent and  fulminant,  as  caused  by  brain 
abscess.  If,  on  the  other  hand,  the  original 
lung  disease  is  neoplastic,  one  is  confronted 
by  a logically  horrifying  monster,  the  ab- 
dominable  double  cause,  metastatic  intra- 
cranial neoplasm  to  explain  the  indolent 
phase  and  metastatic  brain  abscess  to  ex- 
plain the  fulminant  phase,  both  metastases 
originating  from  the  lung. 

Although  the  double  explanation  appears 


very  seductive,  it  has  to  be  resisted.  At 
this  state  the  task  becomes  one  of  picking 
the  less  improbable  cause  to  explain  disease 
of  the  lung  and  brain  and  both  the  indolent 
and  acute  course.  I believe  this  man  had  a 
chronic  pulmonary  infection,  which  went  on 
to  lung  abscess,  and  also  had  chronic  meta- 
static brain  abscesses.  The  original  seizure 
may  have  been  fresh  septic  embolization 
from  the  lung  to  the  brain  in  which  chronic 
indolent  abscesses  were  already  present,  or 
the  original  seizure  may  simply  have  been 
the  result  of  growth  or  leakage  from  a 
previously  indolent  abscess.  I believe  that 
death  was  due  to  compromise  of  brain  stem 
function  by  increasing  intracranial  pres- 
sure from  the  abscesses  and  cerebritis, 
possibly  producing  herniation  of  the  brain 
stem. 

Clinical  diagnoses 

1.  Intracranial  mass  lesion  or  lesions? 
( multiple ) 

2.  Lung  infiltration  with  abscess  forma- 
tion 

Dr.  Shapiro’s  diagnoses 

1.  Chronic  pulmonary  infection  with  lung 
abscess 

2.  Metastatic  brain  abscesses 

Michael  S.  Bruno,  M.D.:  I would  now 

like  to  open  the  conference  for  discussion. 
Are  there  any  questions  about  the  protocol 
or  the  presentation  so  far? 

Robert  C.  Schleussner,  M.D. : How 

usual  is  it  for  a lung  abscess  cavity  to  form 
within  six  days? 

Walter  W.  Fischer,  M.D.:  An  acute 

lung  abscess  can  certainly  form  within  six 
days.  By  the  radiologic  criteria  the  pres- 
entation was  one  of  a tumor  rather  than 
of  an  abscess,  and  as  such  I would  have 
expected  more  signs  of  obstruction  and 
localized  emphysema.  However,  this  was 
not  the  case. 

Dr.  Bruno:  The  radiologist  stated  that 

the  shadow  in  the  lower  field  of  the  right 
lung  was  behind  a rib  on  the  posteranterior 
view,  and  from  this  I suspect  that  he  was 
not  sure  that  the  cavity  there  was  not  pres- 
ent initially.  The  laminagrams,  by  virtue 
of  the  different  technic,  obviate  this  and 
hence  may  have  merely  outlined  the  abscess 
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cavity  better. 

Robert  P.  Gearhart,  M.D. : Yet  we  see 

no  wall  to  the  cavities  on  the  roentgeno- 
gram, just  the  infiltrations.  Any  cavitary 
lesion  that  developed  this  rapidly  would 
have  to  have  an  obstructive  element  as  a 
causative  or  precipitating  factor,  and  none 
appears. 

Dr.  Bruno:  I would  like  to  ask  Lester 

Honig,  M.D.,  who  was  the  ward  attending 
on  this  service,  what  the  staff’s  feelings 
were  about  the  case. 

Lester  J.  Honig,  M.D. : We  believed  the 

patient  had  carcinoma  of  the  lung  with 
cerebral  metastases.  To  be  ruled  out,  how- 
ever, was  a lung  abscess  with  secondary 
cerebral  abscesses. 

Dr.  Bruno:  Dr.  Shapiro,  you  stated 

that  the  spinal  fluid  glucose  finding  of  56 
mg.  per  100  ml.  with  a simultaneous  blood 
glucose  of  108  mg.  per  100  ml.  was  normal. 
Is  this  entirely  correct? 

Dr.  Shapiro:  That  is  not  a significant 

difference,  Dr.  Bruno.  The  low  normal 
spinal  fluid  glucose  for  our  laboratory  is  40 
mg.  per  100  ml.,  and  the  ratio  of  cerebro- 
spinal fluid  glucose  to  blood  glucose  may 
vary  normally  in  a ratio  of  from  2:3  to  1 :3. 

Dr.  Bruno:  This  patient  was  seen  in 

neurosurgical  consultation  by  Juan  Negrin, 
M.D.,  and  I wonder  what  he  thought  of  the 
patient’s  illness  and  hospital  course. 

Juan  Negrin,  M.D.:  Dr.  Shapiro’s  ex- 

cellent discussion,  based  on  the  clinical  data 
just  presented,  is  complete  and  comprehen- 
sive. However,  to  arrive  at  a correct  diag- 
nosis in  a patient  who  becomes  suddenly  ill, 
is  unidentified  when  admitted,  and  is  un- 
able to  give  any  history,  is  a somewhat 
different  experience.  Shortly  after  this  pa- 
tient was  admitted  to  Lenox  Hill  Hospital 
he  became  acutely  ill,  reached  a terminal 
stage  rapidly,  and  died  suddenly. 

A critical  review  of  three  lumbar  punc- 
tures gave  us  a diagnosis  and  an  explana- 
tion for  his  sudden  death.  The  increased 
pressure  of  the  first  lumbar  puncture  indi- 
cated the  presence  of  an  intracranial  mass, 
and  the  fluid  was  clear.  The  persistently 
increased  pressure,  abnormal  cell  count,  and 
increased  protein  in  the  grossly  normal 
spinal  fluid  of  the  second  lumbar  puncture 
was  consistent  with  a meningitic  septic  re- 
action superimposed  on  an  intracranial 
mass.  The  spinal  fluid  of  the  third  tap 
was  very  cloudy,  almost  purulent.  This 


was  obtained  at  the  time  of  pneumoen- 
cephalography. This  finding  suggested 
that  the  cerebral  mass  had  ruptured  its 
purulent  contents  into  the  ventricular  sys- 
tem, producing  an  acute  ventriculitis  and 
pan  meningitis.  Such  a development  is  usu- 
ally accompanied  by  extensive  acute  cere- 
bral edema,  subsequent  uncal  herniation, 
and  medullary  compression.  When  this 
happens,  death  occurs  almost  immediately, 
as  in  this  case. 

The  only  history  available  revealed  that 
before  admission  to  the  hospital  the  patient 
had  a grand  mal  seizure,  a not  unusual  find- 
ing in  cerebral  abscess.  It  happens  in  over 
50  per  cent  of  brain  abscesses.  The  brain 
scan  in  the  anteroposterior  view  demon- 
strated a mass  in  the  left  frontal  lobe  (Fig. 
4A,  top).  This  location  was  the  reason  for 
the  right  hemiparesis  that  became  more 
severe  after  two  grand  mal  seizures. 

The  findings  on  the  left  carotid  arterio- 
gram were  consistent  with  a left  frontal 
mass  and  another  possible  mass  in  the 
parietal  region.  To  establish  definitely 
whether  or  not  multiple  lesions  were  pres- 
ent, a pneumoencephalogram  was  attempted 
to  obtain  additional  information.  As  often 
happens,  for  reasons  not  always  clear,  no 
air  entered  the  ventricular  system.  How- 
ever, the  spinal  fluid  obtained  at  the  time 
of  the  pneumoencephalogram  was  most  re- 
vealing as  just  mentioned. 

Roentgenographic  studies  of  the  chest, 
including  tomograms,  demonstrated  a pa- 
renchymal nonspecific  mass  in  the  right 
lung  field  with  a cavity  in  its  center,  prob- 
ably an  abscess.  We  had  to  assume,  there- 
fore, that  the  patient  had  a metastatic  brain 
abscess,  perhaps  even  multiple  abscesses. 
The  question  is  whether  it  was  produced  by 
a septic  metastatic  neoplasm  or  by  a meta- 
static brain  abscess.  Roentgenograms 
could  not  give  us  a definite  answer,  but, 
statistically,  metastatic  brain  abscesses 
are  more  frequent  in  a purulent  pulmonary 
focus. 

Without  a history,  as  in  this  case,  it  was 
impossible  to  date  the  age  of  the  abscess. 
The  accumulation  of  radiopaque  dye  in  the 
capillary  venous  stage  of  the  arteriogram 
suggested  to  me  that  if  it  were  a brain 
abscess,  a good  capsule  had  formed  with  a 
hyperemic  pericapsular  arteriolar  and  ve- 
nous hyperplasia  layer  with  stasis,  which 
retained  a greater  amount  of  dye  than 
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nearby  structures.  Therefore,  we  assumed 
that  this  patient  had  a chronic  metastatic 
abscess  from  the  right  lung  to  the  left 
frontal  lobe,  perhaps  multiple,  probably  bac- 
terial in  origin  (streptococcal  and  pneumo- 
coccal), and  multilocular,  which  ruptured 
into  the  ventricular  system  with  subsequent 
immediate  ventriculitis,  acute  edema,  uncal 
herniation,  medullary  compression,  and 
death. 

Dr.  Bruno:  Thank  you,  Dr.  Negrin. 

Jerome  Block,  M.D.,  would  like  to  make 
some  comments. 

Jerome  M.  Block,  M.D.:  I would  like 

to  commend  Dr.  Shapiro  on  a fine  discussion 
of  this  interesting  patient,  and  I agree 
with  him  and  Dr.  Negrin  that  the  diagnosis 
in  this  case  was  multiple  brain  abscesses 
of  metastatic  origin.  I would  like  to  com- 
ment further  on  the  seizure  focus.  The 
protocol  stated  that  the  seizure  began  with 
the  patient’s  eyes  turned  to  the  left,  and 
the  right  arm  extended  later.  The  typical 
attitude  toward  irritative  brain  lesions  is 
that  the  head  and  eyes  turn  to  the  opposite 
side  in  90  per  cent  of  the  cases,  and  in  10 
per  cent  the  head  and  eyes  turn  toward 
the  same  side.  If  so,  his  lesion  or  lesions 
should  have  been  in  the  right  cerebral  hem- 
isphere. In  the  postictal  stage,  however, 
the  reverse  reasoning  is  true.  Therefore,  I 
believe  the  patient  had  multiple  lesions 
present  in  both  the  right  and  left  cerebral 
hemispheres.  The  other  interesting  fact  is 
that  brain  tumors,  particularly  those  near 
the  ependyma,  may  have  pleocytosis  of  the 
spinal  fluid  without  any  infection  or  in- 
flammation being  present. 

Dr.  Bruno:  I would  agree  with  all  that 

has  been  said  so  far  and  add  that  in  about 
25  per  cent  of  patients  with  a cerebral  ab- 
scess no  primary  site  of  infection  is  present. 
In  a series  of  99  cases  of  cerebral  abscess, 
reviewed  by  Loeser  and  Scheinberg,4  13  pa- 
tients had  symptoms  and  signs  suggestive 
of  an  intracranial  mass  without  the  slight- 
est indication  of  the  origin  of  the  infection 
present.  Such,  however,  was  not  the  case 
presented  here.  The  other  general  truism 
is  that  brain  abscesses  of  metastatic  origin 
are  more  common  in  the  cerebral  hemi- 
sphere than  in  the  cerebellum  or  the  brain 
stem.  The  most  common  infecting  agents 
are  staphylococci,  streptococci,  and  pneumo- 
cocci, but  fungi  and  parasites  such  as 
amebae  can  produce  cerebral  abscesses  as 


well.  Sixty  of  the  patients  studied  by 
Loeser  and  Scheinberg  were  afebrile,  and 
only  those  with  active  meningitis  had  a 
febrile  response  of  significance.  About  67 
per  cent  of  the  patients  had  no  leukocytosis, 
but  the  erythrocyte  sedimentation  rate  was 
increased  in  75  per  cent  of  the  cases. 
Many  of  these  patients  can  have  a normal 
cerebrospinal  fluid  without  any  pleocytosis 
and  negative  cultures,  as  Dr.  Shapiro  men- 
tioned. The  angiographic  study  will  usu- 
ally reveal  an  avascular  intraparenchymal 
mass  lesion,  and  on  roentgenograms  of  the 
skull  air  may  sometimes  be  seen  in  the 
actual  abscess  cavity.  Are  there  any  fur- 
ther comments? 

Daniel  E.  Schapiro,  M.D. : The  person- 

ality change  in  the  preceding  six  months  in 
this  patient  is  very  important  in  the  clinical 
evaluation  of  the  patient  and  added  to  the 
difficulty  in  the  attending’s  evaluation  of 
the  case  on  the  ward.  The  only  other  sug- 
gestion I might  have  is  that  multiple  lum- 
bar punctures  or  even  daily  punctures 
might  have  helped  the  physicians  to  come 
to  a diagnosis  earlier  in  the  clinical  course. 

Dr.  Bruno  : I would  now  like  to  turn 

the  conference  over  to  Theodore  Kim,  M.D., 
who  will  discuss  the  pathology. 

Theodore  H.  Kim,  M.D.:*  At  autopsy 
the  main  lesions  were  found  in  the  heart, 
lungs,  and  brain.  The  combined  weight  of 
the  lungs  was  1,200  Gm.  Both  lungs  were 
moderately  firm,  and  the  parenchyma  was 
slightly  fibrotic.  In  the  central  portion  of 
the  right  middle  lobe  we  found  a consoli- 
dated, firm,  partially  fibrotic  lesion  which 
measured  6 cm.  in  its  greatest  diameter  and 
contained  a few  small,  irregularly  shaped 
abscesses  ranging  from  1 to  3 cm.  in  diam- 
eter. The  abscesses  contained  dark  brown- 
ish, liquefied,  necrotic  tissue  debris.  The 
inner  wall  of  the  cavity  was  lined  with  very 
ragged  necrotic  tissue.  Cultures  from  the 
necrotic  material  grew  out  Staphylococcus 
aureus,  streptococcus,  and  some  gram-nega- 
tive bacilli.  Microscopic  examination  of 
the  lung  abscesses  revealed  bacterial  colo- 
nies in  the  purulent  exudate.  The  inner 
surface  was  lined  by  a thick  zone  of  granu- 
lation tissue  with  heavy  acute  and  chronic 
inflammatory  cell  infiltration  and  an  exten- 
sive proliferation  of  blood  vessels  (Fig.  8A, 
left).  There  were  some  multinucleated 
giant  cells  in  the  granulation  tissue,  pre- 

* Adjunct  in  Pathology,  Lenox  Hill  Hospital. 
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FIGURE  8.  (A,  left)  Lung  abscess  surrounded  by  thick  fibrous  inflammatory  granulation  tissue  wall. 

(B,  right)  Brain  abscess  lined  by  hyperemic  granulation  tissue. 


sumably  representing  foreign  body  reac- 
tion to  aspirated  material.  The  surround- 
ing lung  parenchyma  was  consolidated, 
fibrotic,  and  also  contained  a considerable 
degree  of  acute  and  chronic  inflammatory 
reaction.  Sections  of  the  remaining  por- 
tion of  the  lung  revealed  an  active,  chronic 
pneumonic  process,  predominantly  involv- 
ing the  interstitial  tissue,  but  many  alveoli 
also  contained  inflammatory  exudate.  The 
left  cerebral  hemisphere  was  markedly  soft 
and  enlarged  with  a considerable  shift  of 
the  midline  toward  the  right.  Moderate 
flattening  of  the  entire  brain  surface  was 
evidence  of  increased  intracranial  pres- 
sure. Section  of  the  left  frontal  lobe  re- 
vealed multiple,  irregular  abscesses  rang- 
ing between  2 and  4 cm.  in  diameter  which 
contained  a dark  brownish  liquid  material. 

Microscopic  examination  of  these  ab- 
scesses demonstrated  purulent  exudate  con- 
taining many  bacterial  colonies  similar  to 
those  found  in  the  lung  abscesses.  The 
brain  abscesses  were  lined  by  a fibroblastic 
wall  and  were  surrounded  by  a broad  zone 
of  hyperemia  with  a significant  acute  and 
chronic  inflammatory  cellular  reaction  (Fig. 
8B,  right).  There  was  mild  glial  reaction 
peripheral  to  the  abscess  wall  with  prolif- 


eration of  both  astrocytes  and  glial  cells. 
A striking  feature  of  abscess  formation  in 
the  brain  is  the  proliferation  of  fibroblasts 
as  demonstrated  in  this  case.5  In  de- 
structive lesions  in  the  brain  without  sup- 
puration, fibroblastic  activity  is  rare.6  The 
meninges  overlying  the  abscesses  were 
covered  by  a thick  purulent  exudate  (Fig. 
9).  The  heart  showed  marked  arterio- 
sclerosis with  a complete  old  segmental 
occlusion  of  the  anterior  descending 
branch  of  the  left  coronary  artery  and  an 
old  fibrotic  infarct  of  the  anterolateral 
wall  of  the  left  ventricle.  The  remaining 
organs  were  essentially  normal  except  for 
the  slightly  dilated  urinary  bladder. 

DR.  BRUNO:  Any  closing  remarks,  Dr. 

Shapiro  ? 

Dr.  Shapiro  : I must  still  maintain  that 

a brain  abscess  or  abscesses  are  usually 
acute,  and  that  it  is  rather  unusual  to  have 
symptoms  for  months. 

Dr.  Bruno  : That  history,  as  mentioned 

before,  may  be  questioned.  The  patient 
was  admitted  through  our  emergency  room 
where  he  was  brought  by  ambulance.  He 
was  critically  ill,  and  so  the  history  had  to 
be  pieced  together  from  his  family,  local 
physician,  and  urologist  who  were  taking 
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FIGURE  9.  Meninges  covered  by  thick  fibri no- 
purulent  exudate  (x  110). 


care  of  him  and  knew  him.  Dr.  Fischer, 
would  you  like  to  make  any  comments  in 
closing? 

Dr.  Fischer:  The  history  of  the  pa- 

tient’s war  trauma  years  ago  and  thoracot- 
omy with  rib  resection  suggests  he  may 
have  had  a lung  decortication  for  a trau- 
matic hemothorax  or  removal  of  a foreign 
body.  Was  there  any  evidence  of  lung  re- 
section at  the  time  of  autopsy? 


Dr.  Kim  : There  are  no  comments  in  the 

autopsy  protocol  to  this  effect  by  the  prose- 
cutor. The  abscess  mass  in  the  right  lung 
was  well  encapsulated  and  had  no  communi- 
cation with  the  bronchi,  and  no  foreign 
body  was  found  there. 

Dr.  Fischer:  In  closing,  I would  like 

to  say  that  it  is  rarely  necessary  to  resect 
acute  lung  abscesses  now,  since  they  re- 
spond to  concentrated  antibiotic  therapy. 
However,  if  significant  bronchiectasis  or 
cavity  formation  with  lung  parenchymal 
tissue  destruction  is  present  on  bronchog- 
raphy, surgical  resection  may  be  warranted. 

Final  anatomic  diagnoses 

1.  Active  chronic  pneumonitis,  predomi- 
nantly interstitial  type 

2.  Multiple  lung  abscess,  right  middle  lobe 

3.  Secondary  multiple  brain  abscesses  in 
left  frontal  lobe 

U.  Suppurative  meningitis 

5.  Marked  coronary  arteriosclerosis  with 
an  old  segmental  occlusion  of  the  anterior 
descending  branch  of  the  left  coronary  ar- 
tery and  old  myocardial  infarction  of  the 
left  ventricle 
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Anesthetic  Problems  in  Patients 
on  Maintenance  Dialysis 


Increasing  numbers  of  patients  are  being 
maintained  on  intermittent  renal  dialysis. 
At  present,  the  population  of  patients  on 
dialysis  in  the  United  States  is  estimated 
at  approximately  1,500,  and  it  is  predicted 
that  this  number  may  increase  to  4,000  by 
1970. 1 Patients  on  dialysis  require  opera- 
tive intervention  for  a wide  variety  of  surg- 
ical conditions,  although  the  majority  of 
operations  relate  to  the  primary  disease, 
such  as  establishment  or  revision  of  arterio- 
venous shunts,  bilateral  nephrectomy,  or 
renal  homotransplantation. 

The  following  case  report  describes  the 
anesthetic  management  of  a patient  on  di- 
alysis during  bilateral  nephrectomy  and 
renal  homotransplant. 

Case  report 

A thirty-eight-year-old  man  with  chronic 
renal  disease  secondary  to  pyelonephritis  was 
admitted  to  the  hospital  for  revision  of  his 
forearm  shunt  when  a suitable  cadaver  kidney 
became  available  for  transplantation.  Because 
of  increasing  hypertension  with  signs  of  ure- 
mia and  encephalopathy,  the  patient  had  been 
treated  with  biweekly  hemodialysis  for  the  past 
nine  months.  He  was  also  on  maintenance  doses 
of  hydralazine  hydrochloride  (Apresoline)  and 
digoxin.  At  the  time  of  operation,  he  was 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  January  22,  1968.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  fourth  Monday  of  each  month. 


thii’ty-six  hours  postdialysis  and  had  had  no 
oral  food  intake  for  seven  hours.  Physical  ex- 
amination revealed  a thin,  chronically  ill  man 
who  was  alert  but  very  anxious.  Blood  pres- 
sure was  220/110  mm.  Hg,  pulse  rate  80  and 
regular,  and  temperature  normal.  The  heart 
was  enlarged,  but  no  murmurs  were  audible, 
and  the  lungs  were  clear.  The  electrocardio- 
gram result  was  consistent  with  left  ventricu- 
lar hypertrophy  and  strain.  Chest  radiogram 
showed  normal  findings.  There  was  no  urine 
output.  Laboratory  data  were  as  follows: 
hematocrit  29,  hemoglobin  9.2  Gm.  per  100  ml.; 
serum  sodium  137,  potassium  5.1,  and  chlorides 
97  mEq.  per  liter;  and  blood  urea  nitrogen  42. 

Following  medication  with  atropine  0.3  mg. 
intravenously,  the  patient  was  given  oxygen 
by  mask  for  five  minutes.  Anesthesia  was  then 
induced  with  thiopental  sodium  100  mg.,  in- 
jected over  a two-minute  period,  followed  by 
administration  of  1 volume  per  cent  halothane 
in  5 L.  of  oxygen.  Endotracheal  intubation  was 
performed  with  ease  after  injection  of  30  mg. 
of  succinylcholine,  and  anesthesia  was  main- 
tained with  nitrous  oxide  (3  L.) -oxygen  (2  L.) 
and  halothane  in  concentrations  varying  be- 
tween 0.2  and  0.5  volume  per  cent.  Since  spon- 
taneous respirations  resumed  six  minutes  fol- 
lowing the  injection  of  succinylcholine,  it  was 
deemed  safe  to  employ  a 0.1  per  cent  solution 
of  the  drug  by  intermittent  drip  whenever 
needed;  a total  of  350  mg.  of  succinylcholine 
was  infused  over  the  course  of  six  and  one-half 
hours  of  anesthesia.  The  following  parameters 
were  monitored:  direct  arterial  pressure,  cen- 
tral venous  pressure,  electrocardiogram,  rectal 
temperature,  and  urinary  output.  Since  trans- 
plantation of  the  kidney  preceded  the  nephrec- 
tomies, urine  output  started  after  approxi- 
mately two  and  one-half  hours  of  surgery. 
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Estimated  blood  loss  was  1,800  ml.  Fluid 
therapy  consisted  of  650  ml.  of  dextrose  in 
water  and  2,000  ml.  of  warmed  blood.  In  addi- 
tion, mannitol,  12.5  Gm.,  was  administered 
intravenously  forty-five  minutes  after  com- 
pletion of  the  transplant.  The  patient  left  the 
operating  room  fully  awake  and  with  all 
reflexes  present. 


Comment 

The  patient  on  dialysis  is  typically  ane- 
mic, slightly  azotemic,  biochemically  unsta- 
ble, and  prone  to  infection.  He  may  be  an- 
uric  to  severely  oliguric  but  not  clinically 
uremic.1  He  is  often  debilitated,  severely 
hypertensive,  has  cardiomegaly  with  or 
without  signs  of  congestive  failure,  and 
tends  to  bleed  easily  because  of  hepariniza- 
tion or  other  anticoagulant  therapy.2  Spe- 
cific anesthetic  problems  relate  to  (1)  his 
preoperative  preparation,  (2)  his  medica- 
tions, and  (3)  his  sensitivity  to  volume 
overload.  If  surgery  is  elective,  dialysis 
with  regional  heparinization  on  the  day 
before  surgery  is  recommended  as  well 
as  restoration  of  his  hematocrit  approxi- 
mately to  the  25  per  cent  level  using  packed 
cells.1  Hypertension  and  congestive  heart 
failure  should  be  controlled  and  breathing 
exercises  initiated.2  If  surgery  is  to  be 
done  on  an  emergency  basis,  as  most  cadav- 
er organ  transplants  are,  the  patient  may 
have  to  be  anesthetized  soon  after  ingestion 
of  a meal,  adding  the  hazard  of  pulmonary 
aspiration  of  stomach  contents  to  the  list  of 
problems.  If  dialysis  was  completed  short- 
ly before  the  emergency  procedure,  the 
blood  level  of  potassium  will  be  normal,  be- 
low 5.5  mEq.  per  liter,  but  the 
cholinesterase  will  be  low.  On  the  other 
hand,  if  the  last  dialysis  was  done  more 
than  three  days  before  operation,  blood 
urea  nitrogen  and  potassium  concentrations 
may  be  high.  Potassium  intoxication  pos- 
sibly constitutes  the  greatest  single 
hazard.  In  regard  to  medications,  antihy- 
pertensive drugs  accentuate  the  danger  of 
hypotension  during  anesthesia,  while  digi- 
talis preparations  may  favor  the 
development  of  arrhythmias.  It  should  be 
kept  in  mind  that  hyperpotassemia  may 
mask  digitalis  toxicity.  Since  the  patient 
on  dialysis  is  accustomed  to  a reduced  red 
blood  cell  mass,  attempts  to  bring  the  he- 


matocrit to  normal  levels  may  induce  car- 
diac failure.1 

Most  patients  on  dialysis,  because  they 
are  already  conditioned  to  the  operating 
room  environment,  require  little,  if  any, 
sedation.  Small  doses  of  drugs  degradated 
by  the  liver,  such  as  meperidine  (Demerol), 
25  to  50  mg.,  or  secobarbital  (Seconal),  are 
recommended.1  However,  atropine  should 
be  administered  in  every  instance  to  mini- 
mize the  occurrence  of  bradycardia.2  Minor 
surgical  procedures  should  be  performed 
under  local  anesthesia  without  a vasocon- 
strictor.1 For  major  abdominal  operations, 
the  choice  of  anesthesia  lies  between  con- 
tinuous spinal  or  extradural  block  and  light 
general  anesthesia.  Spinal  block  is  prefer- 
able to  extradural  because  the  higher  drug 
requirement  of  the  latter  adds  to  the  danger 
of  drug  toxicity.2  Light  general  anesthesia 
is  best  accomplished  with  nitrous  oxide- 
oxygen  supplemented  with  either  low  con- 
centrations of  halothane  or  small  doses  of 
thiopental  or  neuroleptanalgesics.2  Cyclo- 
propane, diethyl  ether,  and  methoxyflurane 
have  been  employed  successfully  but  are  not 
considered  the  agents  of  choice.3  Cyclopro- 
pane has  hypertensive  and  arrhythmic  prop- 
erties, diethyl  ether  produces  metabolic 
acidosis,  and  prolonged  methoxyflurane  ad- 
ministration has  been  followed  by  high  out- 
put renal  failure  in  patients  with  preopera- 
tive normal  kidney  function.4 

Since  patients  on  dialysis  generally  have 
poor  muscle  tone,  the  need  for  muscle  relax- 
ants  is  greatly  reduced.  Of  the  relaxants 
in  common  use,  gallamine  (Flaxedil)  and 
decamethonium  (Syncurine)  are  contraindi- 
cated because  they  are  largely  eliminated 
unchanged  in  the  urine.  Succinylcholine  is 
uniformly  considered  safe  for  endotracheal 
intubation.  However,  there  is  some  uncer- 
tainty as  to  whether  succinylcholine  or 
d-tubocurarine  is  preferable  for  prolonged 
use.  Succinylcholine  is  hydrolyzed  almost 
completely  to  products  occurring  normally 
in  the  body,  but  the  degradation  is  depen- 
dent on  the  presence  of  pseudocholinester- 
ase which  may  be  diminished  due  to 
dialysis.  The  amount  of  succinylcholine 
necessary  to  establish  a desired  effect  may 
be  decreased  by  the  simultaneous  use  of 
hexafluorenium  (Mylaxen),  provided  hal- 
othane is  not  employed ; with  halothane, 
cardiac  arrhythmias  may  occur.  As  to  the 
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fate  of  d-tubocurarine,  the  kidneys  normal- 
ly provide  the  major  avenue  of  elimination 
although  the  liver  is  able  to  contribute  an 
alternate  route  should  renal  excretion  be 
reduced.5  Nevertheless,  prolonged  action 
and  recurarization  in  the  postoperative  pe- 
riod were  reported  in  patients  undergoing 
kidney  transplantation.6  Some  of  the  anti- 
biotics commonly  taken  by  patients  on  di- 
alysis (neomycin  and  kanamycin),  per  se, 
cause  neuromuscular  block  and  are  known 
to  potentiate  the  effects  of  the  muscle  relax- 
ants. 

Blood  volume  replacement  must  be  man- 
aged carefully.  Use  of  large  amounts  of 
fluid  is  discouraged.  Blood  loss  should  be 
replaced  with  warmed  whole  blood  as  it  is 
lost.1-2  Cold  blood  should  be  avoided  as  it 
increases  the  serum  potassium  concentra- 
tion. 

Continuous  monitoring  of  circulatory 
parameters  is  important  during  the  course 
of  anesthesia : arterial  pressure  to  note 

sudden  changes  in  blood  pressure,  electro- 
cardiogram to  detect  arrhythmias  and  rapid 


unexplained  elevations  in  potassium  levels, 
and  central  venous  pressure  to  guide  fluid 
replacement.  The  most  effective  manage- 
ment of  these  patients  toward  an  optimal 
result  resides  predominantly  in  the  coordi- 
nated teamwork  of  nephrologist,  surgeon, 
and  anesthesiologist. 
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Genetic  control 
of  drug  levels  in  man 

In  vivo  half-lives  of  certain  drugs  such  as 
phenylbutazone,  bishydroxycoumarin  (Dicu- 
marol),  and  antipyrine  show  great  variation  in 
different  individuals,  feel  E.  S.  Vesell,  M.D., 
and  J.  G.  Page,  M.D.,  writing  in  Science  161 : 
72  (July  5)  1968.  Why  these  differences  in  the 
rate  of  drug  metabolism  should  exist  has  not 
been  explained.  Evidence  that  the  variability 
in  half-life  is  genetically  rather  than  environ- 
mentally determined  emerged  from  a compara- 
tive study  of  identical  and  fraternal  twins,  all 
given  antipyrine.  The  identical  (monozygotic) 
twins  showed  significantly  less  variability  in 
antipyrine  half-life  than  the  genetically  differ- 
ent subjects  (fraternal  or  dizygotic  twins).  In 
the  36  twins  (18  pairs)  studied,  antipyrine 
half-lives  varied  from  5.1  to  16.7  hours.  Four- 
teen pairs  of  twins  had  previously  been  tested 
in  a similar  fashion  with  phenylbutazone.  No 
significant  correlation  between  half-lives  for 
the  two  drugs  could  be  detected. 

As  determined  by  blood  grouping  of  18  pairs 
of  twins  who  volunteered  for  the  study,  9 pairs 


were  identical  and  9 pairs  fraternal.  All  were 
over  twenty-one  years  old,  all  were  healthy, 
and  none  had  received  any  drugs  for  several 
weeks  before  the  study.  Of  the  9 sets  of  identi- 
cal twins,  12  individuals  in  6 pairs  lived  in 
different  households.  After  the  administration 
of  a dose  of  antipyrine,  18  mg.  per  kilogram  of 
body  weight,  blood  samples  were  drawn  at 
intervals  of  three,  six,  nine,  and  twelve  hours, 
and  the  blood  assayed  for  antipyrine.  Two  in- 
dividuals were  given  a second  dose  six  weeks 
later  to  see  whether  or  not  the  rate  of  drug 
metabolism  was  different  at  that  time.  It  was 
the  same. 

Half-lives,  in  hours,  of  the  drug  for  both  sets 
of  twins  were  tabulated.  In  the  fraternal  twins, 
the  half-life  varied  from  5.1  to  16.7  hours.  In 
the  identical  twins,  the  half-life  range  was  6.9 
to  14.9  hours.  However,  in  13  individuals  in 
the  identical  group,  the  antipyrine  half-life 
range  was  10.3  to  12.8,  with  a majority  eleven 
to  11.5  hours.  Fourteen  pairs  of  these  twins 
had  previously  been  tested  in  the  same  way  for 
phenylbutazone  metabolism.  Knowledge  of  an 
individual’s  genetically  dependent  half-life 
might  be  used  to  improve  the  therapeutic 
effectiveness  and  avoid  the  toxic  side-effects  of 
many  drugs,  it  was  suggested. 
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Gait  Disturbance 
and  the  Ear 


Case  history 

Carl  W.  Braun,  M.D.:  This  sixty-five- 

year-old  white,  right-handed  woman  had 
the  onset  of  unsteady  gait  at  the  age  of 
forty.  Seventeen  years  later  at  the  age 
of  fifty-seven  she  noted  decreased  hear- 
ing in  her  right  ear  unassociated  with 
tinnitus.  She  was  admitted  to  another 
hospital  at  age  fifty-nine  for  her  gait 
disturbance.  An  evaluation  including  a 
myelogram  was  noncontributory.  Her  gait 
continued  to  deteriorate  and  became  as- 
sociated with  urinary  urgency  and  in- 
continence. The  patient  was  admitted  to 
St.  Luke’s  Hospital  on  April  11,  1968,  for 
evaluation  of  her  imbalance. 

General  physical  examination  was  within 
normal  limits.  The  neurologic  examination 
showed  an  alert,  intelligent  woman  in  no 
acute  distress.  Her  gait  was  broad  based 
and  shuffling  with  a tendency  to  fall 
backward.  There  was  evidence  of  de- 
creased hearing  in  the  right  ear.  The  re- 
mainder of  the  cranial  nerve  examination 
was  within  normal  limits.  Motor  strength 
and  sensation  were  intact.  There  was  no 
dysmetria  or  dysdiadochokinesia.  Reflex 
testing  showed  an  increased  left  knee  and 
ankle  jerk  with  a flat  plantar  response  on 
the  left. 

Routine  laboratory  studies  including 
complete  blood  count,  urinalysis,  calcium 
phosphorus,  bilirubin,  serum  glutamic  oxalo- 
acetic transaminase,  blood  urea  nitrogen, 
alkaline  phosphatase,  and  fasting  blood 


sugar  were  all  within  normal  limits.  Lum- 
bar puncture  showed  a normal  pressure 
with  no  cells:  protein  85  mg.  per  100  ml., 

glucose  63  mg.  per  100  ml.,  serologic  tests 
for  syphilis  were  negative.  Audiometries 
revealed  a perceptive  hearing  loss  in  the 
right  ear  in  the  higher  frequencies  with 
very  poor  speech  discrimination.  Recruit- 
ment was  present  while  tone  decay  was 
absent.  Hallpike  caloric  tests  were  per- 
formed which  showed  a right  canal  paresis. 


Radiographic  discussion 


Kuo  York  Chynn,  M.D.:  Complete 

roentgenographic  studies  of  the  skull  and 
chest  and  an  intravenous  pyelogram  show 
normal  findings.  Special  roentgen  views  of 
the  internal  auditory  canals  consist  of  Sten- 
ver’s,  modified  Towne’s,  transorbital 
(Schuller  II),  and  basal  projections.  These 
show  no  osseous  destruction  or  widening  of 
the  auditory  canals  or  meati  (Fig.  1).  A 
fractional  pneumoencephalogram  reveals  a 
capacious  left  CPA  (cerebellopontine  angle) 
cistern  (Fig.  2).  The  third  ventricle  and 
the  visualized  part  of  the  fourth  ventricle 
are  in  the  midline  and  dilated.  In  spite  of 
several  attempts  in  hyperextension  and  hy- 
perflexion position,  air  filling  of  the  right 
CPA  cistern  remains  incomplete  (Fig. 
2A).  Finally,  after  the  head  was  tilted 
some  70  degrees  toward  the  left  and  8 cc. 
more  air  injected,  a rounded  soft  tissue 
mass,  slightly  lobulated  in  appearance  in  its 
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FIGURE  1.  (A,  top)  Stenver’s  and  (B,  bottom) 

modified  Towne  views  reveal  internal  auditory 
canal  and  meatus  to  be  within  normal  limits. 


upper  margin,  could  be  clearly  outlined  in 
the  right  CPA  cistern  (Fig.  2B).  The  tu- 
mor measures  about  1.5  cm.  in  diameter. 

The  aqueduct  is  in  the  midline,  but  the 
vallecula  is  shifted  to  the  left  side.  The 
ventricular  system,  including  the  fourth 
ventricle,  is  markedly  dilated,  and  the  hy- 
drocephalus is  of  the  communicating  type, 


perhaps  related  to  the  slight  but  long- 
standing elevation  of  spinal  fluid  protein. 

The  most  likely  radiologic  diagnosis  is 
acoustic  neuroma.  Other  possibilities  such 
as  meningioma,  cholesteatoma,  glioma,  or 
metastases,  although  less  likely,  cannot  be 
entirely  excluded  from  consideration. 

Surgical  discussion 

Robert  W.  Schick,  M.D. : The  posterior 

fossa  was  entered  by  means  of  a unilateral 
craniectomy  with  the  patient  in  a semi- 
prone  position.  A catheter  was  first  placed 
in  the  lateral  ventricle.  The  intracranial 
pressure  was  found  to  be  normal.  At  no 
time  was  ventricular  decompression  neces- 
sary. 

In  the  right  cerebellopontine  angle,  a 
lime-sized  yellowish-grey  firm  encapsu- 
lated tumor  was  found,  having  all  the  gross 
characteristics  of  an  acoustic  neurinoma. 
This  tumor  was  entirely  inti'acranial  in  lo- 
cation, and  it  grossly  deformed  and  dis- 
placed the  brain  stem. 

The  dissecting  microscope  was  used. 
The  facial  nerve  could  not  be  immediately 
identified.  The  tumor  capsule  was  cir- 
cumferentially incised,  and  the  contents 
were  gutted  with  scoops.  The  residual  tu- 
mor was  then  sufficiently  mobile  so  that, 


FIGURE  2.  Pneumoencephalograms.  (A,  left)  Initial  film  after  several  attempts  in  hyperflexion 
and  hyperextension  position  reveals  large  left  cerebellopontine  cistern.  Air  filling  of  right  CPA  cistern 
was  unsuccessful.  (B,  right)  Air  injection  with  head  tilted  to  left  reveals  soft  tissue  tumor  out- 
lined by  right  CPA  cistern  (arrows).  Note  midline  position  of  aqueducts  and  dilation  of  third  and 
lateral  ventricles. 
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FIGURE  3.  (A,  left)  Interlacing  bundles  of  spindly  cells  with  palisaded  nuclei.  Whorls  are  occasion- 
ally seen.  Less  cellular  area  present  in  lower  left  corner.  (B,  right)  Whorl  resembling  a Verocay 
body. 


FIGURE  4.  (A,  left)  In  loose-textured  area  are  some  nuclear  pleomorphism  and  hyperchromatism. 

(B,  right)  Many  blood  vessels  have  hyaline  perivascular  cuffs. 


when  it  was  retracted  interiorly,  the  facial 
nerve  could  be  seen  lying  on  the  superior 
surface  of  the  capsule.  It  was  greatly  at- 
tenuated and  splayed  out.  Dissecting 
medially  from  the  internal  auditory  meatus 
the  tumor  was  elevated  from  the  capsule, 
but  in  doing  so  it  ruptured.  The  tumor 
was  completely  removed. 

Pathologic  discussion 

Petra  Banogan,  M.D. : Several  irregu- 

lar grayish  fragments  of  tissue,  3 to  1 mm. 
in  diameter,  were  submitted  for 
study.  Large  areas  are  composed  of  inter- 
lacing bundles  of  spindly  cells  with  pali- 
saded nuclei  (Fig.  3A).  Occasionally  these 
cells  are  arranged  in  whorls  (Verocay  bod- 
ies, Fig.  3B).  There  are  also  areas  which 
are  less  cellular  in  which  the  cells  are  apo- 
lar  and  haphazardly  arranged.  In  these 
cells  the  fibrocollagenous  background  is 
heavily  vacuolated  (Fig.  4A).  Blood  ves- 


sels have  hyalinized  perivascular  cuffs  (Fig. 
4B).  The  apolar  cells  have  some  degree  of 
nuclear  pleomorphism  with  hyperchroma- 
tism, but  no  mitoses  are  seen. 

Comment 

Dr.  Chynn  : This  case  is  presented  not 

because  of  its  rarity,  but  rather  because  of 
its  late  diagnosis  which  unfortunately  is 
common  in  acoustic  neuroma.  Recent  ad- 
vance in  microsurgery  demands  much  ear- 
lier diagnosis  and  presents  a new  challenge 
to  the  radiologist.1-2 

Radiologic  examination  should  include  a 
complete  series  of  views  (transorbital,  mod- 
ified Towne,  Stenver,  and  basal)  designed 
specifically  for  internal  auditory  canals  and 
meati.  Utmost  attention  should  be  paid  to 
technic,  quality,  and  projection.  Too  often, 
the  study  consists  of  only  routine  skull  se- 
ries plus  two  poorly  positioned  Stenver’s 
views.  This  incomplete  study  tends  to 
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mislead  and  give  the  referring  physician  a 
false  sense  of  security,  thus  delaying  fur- 
ther study  for  many  months  or  years. 

Second,  modern  tomographic  equipment 
with  “fine  cut"  should  be  widely  employed 
as  a supplementary  tool.® 

Finally,  it  must  be  pointed  out  that 
despite  the  aforementioned  plain  films 
and  tomograms  some  25  per  cent  of 
acoustic  neuromas  may  still  escape  de- 
tection.3 When  unilateral  neurosensory 
hearing  loss  exists,  neuroradiologic  contrast 
studies  should  always  be  seriously  consid- 
ered, namely,  fractional  pneumoen- 
cephalogram,4 pantopaque  cisternogram,6-8 
and  pneumotomogram  of  internal  auditory 
canal.7 

The  choice  of  procedure  depends  mainly 
on  the  location  of  the  tumor,  whether  still 
intracanalicular  or  already  involving  the 
cerebellopontine  angle  and,  of  course,  on 
the  skill  and  experience  of  the  radiologist. 

Dr.  Banogan  : Tumors  of  the  eighth 

cranial  nerve  have  been  referred  to  by  var- 
ious names  but  are  probably  best  consid- 
ered to  be  neurilemmomas.  They  usually 
occur  between  the  second  and  fifth  decades, 
rarely  in  children,  and  there  is  no  sex 
predominance.  Most  frequently  they  arise 
from  the  auditory  branch  of  the  eighth 
nerve  but  may  also  affect  the  cochlear 
branch.  They  may  occur  as  solitary  tu- 
mors but  occasionally  are  part  of  the 
presentation  of  Recklinghausen’s  disease. 

They  not  only  interfere  with  hearing  but 
also  cause  symptoms  by  mechanical  pres- 
sure in  the  cerebellopontine  angle. 

Their  histologic  features  are  similar  to 
those  seen  in  neurilemmomas  arising  from 
peripheral  nerves.  The  cell  pattern  is  vari- 
able, but  two  distinct  patterns  can  usually 
be  recognized.  The  Antoni  A areas  are 
solid  and  are  composed  of  interlacing  bun- 
dles of  fibers  with  palisading  of  nuclei  with 
occasional  whorled  areas  suggestive  of 
tactile  corpuscles  (Verocay  body).  The 
Antoni  B areas  are  relatively  less  cellular 
with  a loose  fibrous  stroma  sometimes  con- 
taining microcysts.  The  cells  are  haphaz- 
ardly arranged  in  these  areas,  and  there 
may  be  pigment-containing  histiocytes  and 
foamy  cells.  The  foamy  cells  are  regarded 
by  some  as  phagocytes,  by  others  as  degen- 
erating tumor  cells. 

A recent  article  by  Fisher  and  Vuzevski8 


indicates  that  the  sheath  of  Schwann  cell  is 
the  origin  of  the  predominant  cell  of 
neurilemmomas  and  points  out  that  the 
structural  differences  between  neurilemmo- 
mas and  neurofibromas  is  related  to  quanti- 
tative variations  in  the  collagen  content  of 
the  two  tumors.  The  authors  note  that  the 
ultrastructural  features  of  neurilemmoma 
(Schwannoma)  are  similar  despite  their 
anatomic  site  of  origin. 

Carcinoma  in  neurilemmomas  located  in- 
tracranially  and  intraspinally  is  almost 
unknown  unless  the  tumor  occurs  as  part  of 
neurofibromatosis  in  Recklinghausen’s 
disease.  Since  this  patient  does  not  have 
Recklinghausen’s  disease,  we  believe  there 
will  be  no  problem  of  cancer;  and  if  there 
is  recurrence,  it  will  be  the  result  only  of 
incomplete  excision. 

Dr.  Braun  : The  patient’s  postoperative 

course  was  complicated  by  a profound  fa- 
cial paresis  as  well  as  a leakage  of  cerebral 
spinal  fluid  through  the  nose.  On  July  3, 
1968,  a right  facial  accessory  nerve  anasto- 
mosis was  performed.  The  patient’s  rhi- 
norrhea  persisted,  and  on  July  12  the  right 
internal  canal  was  packed  with  muscle. 

The  patient’s  gait  improved  considerably 
with  physical  therapy.  There  was  urinary 
urgency  and  incontinence  postoperatively 
which  necessitated  catheterization  via  a 
Foley  catheter.  Two  and  a half  months  af- 
ter surgery  the  patient  was  transferred  to 
a rehabilitation  center  for  further 
training.  At  that  time  she  was  using  a 
walker.  There  was  no  improvement  of  the 
right  facial  paresis  at  the  time  of  her  dis- 
charge. 
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Following  Hysterectomy 
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T his  report  is  concerned  with  3 patients 
who  experienced  nonpuerperal  galactorrhea 
following  hysterectomy.  Two  of  the  pa- 
tients were  taking  oral  progestins  at  the 
time  of  surgery;  1 was  not.  Galactorrhea 
following  gynecologic  surgery  is  rare,  how- 
ever, and  has  been  reported  following  hys- 
terectomy,1,2 hysterectomy  combined  with 
oophorectomy,3-5  and  apparently  oophorec- 
tomy alone.6 

Of  recent  interest  is  the  development  of 
galactorrhea  in  patients  who  were  taking 
varied  doses  of  progestins.7,8  Paradox- 
ically, a progestin  has  been  used  to  suppress 
abnormal  lactation  in  the  Chiari-Frommel 
syndrome.9 

While  the  factors  that  are  responsible  for 
abnormal  lactation  range  from  certain 
types  of  drug  therapy  to  thoracico-abdom- 
inal  surgery,  neoplasms,  and  degenerative 
diseases,  and  have  recently  been  re- 
viewed,10,11  the  occurrence  of  galactorrhea 
in  patients  who  have  been  taking  oral  pro- 
gestins at  the  time  of  gynecologic  surgery 
has  not  previously  been  reported. 
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Case  reports 

Case  1.  A twenty-five-year-old  Negro 
female,  para  3-0-3-3,  was  seen  with  a three- 
month  history  of  menorrhagia,  pelvic  pain, 
and  an  abdominal  mass.  Her  last  preg- 
nancy had  been  one  year  prior  to  admission. 
She  had  attempted  to  breast-feed  her  first 
child  without  success,  and  therefore  bottle- 
fed  all  3 children.  Physical  examination 
of  the  breasts  gave  normal  results,  and 
pertinent  physical  findings  were  limited  to 
the  pelvis.  The  uterus  was  ten  to  twelve 
weeks  gestational  size,  firm,  and  asym- 
metrically enlarged.  The  clinical  impres- 
sion was  dysfunctional  uterine  bleeding 
secondary  to  leiomyomata  uteri.  On  June 
3,  1966,  a total  abdominal  hysterectomy 
was  performed.  The  adnexa  were  normal. 
On  the  fourth  postoperative  day,  the  pa- 
tient complained  of  tender,  leaking  breasts 
(Fig.  1A).  She  was  discharged  on  the  fifth 
postoperative  day  on  no  treatment.  Ex- 
amination of  the  specimen  sent  to  the  pa- 
thology laboratory  was  an  “enlarged,  bulky 
uterus,  with  hypertrophy  of  the  medium- 
sized and  large  arteries,  lined  with  prolif- 
erative endometrium.”  On  the  fifteenth 
postoperative  day,  the  patient  reported  that 
secretions  could  no  longer  be  expressed  from 
her  breasts.  Visual  field  and  neurologic 
examinations  were  within  normal  limits. 

Case  2.  A thirty-three-year-old  white 
female,  para  3-0-0-3,  who  had  last  delivered 
four  and  a half  years  prior  to  admission, 
was  seen  with  a one  and  one-half-year 
history  of  symptomatic  pelvic  relaxation. 
She  had  been  taking  norethindrone  with 
mestranol  (Ortho-Novum)  for  purposes  of 
contraception  for  one  year  prior  to  admis- 
sion, and  two  months  prior  to  admission 
she  had  had  a minor  episode  of  break- 
through bleeding.  She  attempted  to 
breast-feed  her  first  child  but  without  suc- 
cess. All  3 children  were  bottle-fed.  On 
April  29,  1966,  a vaginal  hysterectomy  and 
anterior  and  posterior  colporrhaphy  were 
performed.  Her  postoperative  course  was 
uncomplicated,  and  she  was  discharged  on 
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FIGURE  1.  Demonstration  of  galactorrhea  in  patients  following  hysterectomy  without  extirpation  of  ovaries. 
(A)  Case  1 had  not  taken  progestins.  (B)  Case  3 had  taken  progestins  up  until  time  of  surgery. 


the  seventh  postoperative  day.  On  the 
eleventh  postoperative  day,  she  reported 
that  the  lactation  which  had  developed  on 
the  fifth  postoperative  day  seemed  to  be 
subsiding  and  sought  advice  as  to  the  dura- 
tion of  its  clinical  course.  On  the  twelfth 
postoperative  day,  the  lactation  had  sub- 
sided without  treatment.  The  uterus 
showed  proliferative  endometrium  and 
chronic  cervicitis.  Neurologic  examination 
and  visual  fields  were  reported  having 
normal  results. 

Case  3.  A twenty-seven-year-old  white 
female,  para  3-0-1-3,  who  had  last  delivered 
four  years  prior  to  admission,  was  admitted 
for  total  abdominal  hysterectomy  because 
of  persistent  abnormal  cytologic  smears. 
Four  months  prior  to  this  admission,  a cold 
conization  of  the  cervix  had  been  performed 
because  of  abnormal  cytologic  studies  of 
the  uterine  cervix.  The  coned  tissue  was 
reported  to  be  atypical  squamous  meta- 
plasia. Her  recovery  from  that  procedure 
had  been  uncomplicated.  She  had  been 
taking  norethynodrel  with  mestranol 
(Enovid)  5 mg.,  twenty-six  months  pre- 
viously without  experiencing  side-effects. 
Norethynodrel  with  mestranol  and  nor- 
ethindrone  with  mestranol  2 mg.  had  been 
used  for  two  months  each  in  the  interval 
between  the  procedures.  All  her  children 
had  been  bottle-fed.  Examination  of  the 
breasts  showed  normal  findings  and  that  of 
the  uterus  showed  hypertrophy  and  scarring 
of  the  cervix.  On  May  17,  1966,  a total 
abdominal  hysterectomy  with  excision  of  a 
wide  vaginal  cuff  was  performed.  On  the 
third  postoperative  day  the  breasts  were 
tender,  and  on  the  fourth  postoperative  day 
there  were  copious  amounts  of  milk  flowing 


from  both  breasts  (Fig.  IB).  The  galactor- 
rhea subsided  spontaneously  on  the  twenty- 
first  postoperative  day.  Carcinoma  in 
situ  was  found  in  the  uterine  cervix.  Neu- 
rologic examination  and  visual  fields  were 
normal. 

Material  and  data 

Between  January  1,  1965,  and  June  30, 
1966,  there  were  104  hysterectomies  per- 
formed at  Sheppard  Air  Force  Base  Hospi- 
tal. Of  these  104  patients  71  had  never 
taken  oral  progestins,  13  had  taken  oral 
progestins,  2 had  taken  conjugated  estro- 
gens but  were  not  taking  medication  at  the 
time  of  surgery,  and  18  patients  were 
taking  oral  progestins  at  the  time  of  sur- 
gery. 

Of  these  18  patients,  7 were  taking  nor- 
ethindrone  with  mestranol,  the  drug  that 
both  patients  who  developed  galactorrhea 
had  been  taking  at  the  time  of  surgery. 

Of  the  71  patients  who  had  never  taken 
oral  progestins,  only  1 had  a profile  similar 
to  the  patient  who  had  never  taken  proges- 
tins and  who  developed  galactorrhea. 
This  was  a thirty-year-old  para  1 -0-0-1  who 
had  dysfunctional  bleeding  and  myomata 
uteri  with  a secretory  endometrium. 

Comment 

We  will  allude  to  recent  experimental 
work  to  explain  our  cases  of  abnormal 
lactation.  Our  discussion  will  be  theo- 
retical and  not  based  on  our  own  laboratory 
investigation. 

Lactation  is  a complicated  physiologic 
process  requiring  the  established  integrity 
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FIGURE  2.  Possible  mechanism  for  abnormal  lactation.  (A)  Cases  2 and  3.  (B)  Case  1. 


of  the  central  nervous  system,  the  endo- 
crine glands,  and  the  end  organs.  The 
presence  of  sex  steroids,  as  well  as  other 
hormones,  is  known  to  be  necessary  for 
normal  lactation  to  occur.  From  the 
pituitary,  prolactin,  and  more  recently,  a 
prolactin-inhibiting  factor  described  by 
Mietes,  have  been  shown  to  play  a part  in 
the  mechanism  of  lactation.12  In  seeking 
an  explanation  for  the  lactation  in  patients 
who  were  taking  progestins  at  the  time  of 
surgery,  we  have  conjectured  that  the 
equilibrium  between  prolactin  and  pro- 
lactin-inhibiting factors  is  upset  by  the 
sudden  withdrawal  of  progestins  combined 
with  the  physiologic  stress  and  psychologic 
effects  of  surgery  (Fig.  2A).  Figure  3(2) 
diagramatically  illustrates  the  sequence  of 
these  events. 

Of  the  5 previously  reported  cases  of  non- 
puerperal  galactorrhea  following  pelvic 
surgery,  4 patients  had  leiomyomata  uteri 
and  1 had  dysfunctional  uterine  bleeding. 
The  latter  patient  had  experienced  bother- 
some and  prolonged  galactorrhea  for  two 
years  prior  to  surgery  and  will  be  excluded 
from  the  following  discussion.  The  re- 
maining patients  all  had  total  abdominal 
hysterectomy,  and  3 had  removal  of  the 
adnexa.  Three  of  these  patients  were 
Negro. 

The  estrogenic  dependency  of  leiomy- 
omata for  growth  is  a frequently  observed 
clinical  phenomenon,  and  growing  myomata 
are  frequently  associated  with  hyperes- 
trinism.  Our  patient  may  have  had  hy- 
perestrinism,  as  was  reflected  by  abnormal 


uterine  growth,  dysfunctional  uterine  bleed- 
ing, and  proliferative  endometrium.  In 
addition,  Abe  and  Villee13  have  reported 
the  presence  of  a uterine  growth-promoting 
substance  which  potentiates  the  effect  of 
estrogen  on  uterine  growth  and  possibly 
other  estrogen-sensitive  target  organs. 
This  may  enhance  the  prolactin-inhibiting 
effect  of  estrogen  on  the  pituitary  gland 
(Fig.  2B). 

To  summarize  the  apparent  nature  of  the 
galactopoietic  mechanism  in  a patient 
physiologically  responsive,  Figure  3(1)  es- 
tablishes an  equilibrium  state.  If  this  sys- 
tem is  challenged  by  the  intake  of  oral  pro- 
gestins, there  is  a shift  toward  the  side  of  pro- 
lactin inhibition  (Fig.  3(2A)).  The  response 
could  then  be  one  of  three  alternatives  (Fig. 
3(2B)).  Either  the  output  of  prolactin 
may  increase,  the  output  of  endogenous 
prolactin-inhibiting  substance  may  be  de- 
creased, or  a combination  of  both  alterations 
may  occur.  In  the  recovery  phase  (Fig. 
3(2C)),  with  the  sudden  removal  of  either 
exogenous  hormones  or  myometrium-con- 
taining estrogen-potentiating  substance, 
there  may  be  relative  excess  of  prolactin 
which  would  cause  hormone-primed  mam- 
mary tissue  to  secrete  milk.  Homeostatic 
mechanisms  would  then  recreate  an  equi- 
librium. 

To  carry  this  one  step  further,  if  the 
equilibrium  state  is  challenged  by  the  in- 
gestion of  large  doses  of  progestins,  pro- 
lactin inhibiting  factor  itself  may  be  inhib- 
ited to  a greater  extent  than  prolactin, 
which  in  relative  excess  could  cause  the 
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FIGURE  3.  Schematic  representation  of  central  control  of  lactation. 


responsive  end  organ  to  lactate. 

In  addition,  the  central  nervous  system 
effects  of  individual  synthetic  progestins, 
as  well  as  biologic  variability  of  response, 
may  explain  the  enigmatic  nature  of  ga- 
lactorrhea. 

Summary 

The  appearance  of  nonpuerperal  galactor- 
rhea in  posthysterectomy  patients  is  a rare 
occurrence.  The  fact  that  2 of  the  3 pa- 
tients reported  herein  were  taking  oral 
progestins  at  the  time  of  surgery  lends  the 
analysis  of  this  phenomenon  to  some  in- 
teresting speculations  in  the  light  of  recent 
laboratory  studies. 
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Acute  mastoiditis  is  rather  uncommon 
today.  Occasionally,  these  cases  are  seen 
in  underprivileged  persons.  More  often 
the  chronic  ear  problems  come  to  the  otolo- 
gist and  there  are  cases  that  have  been  a 
problem  over  a period  of  years.  Antibi- 
otics have  cured  the  acute  cases  almost  at 
the  onset  of  the  infection. 

The  family  physician  is  the  first  to  see 
and  treat  many  of  these  cases.  Complica- 
tions may  set  in  before  the  family  doctor 
can  realize  the  change  in  the  ear,  and  these 
require  more  skilled  supervision.  In  the 
past,  many  otologists  could  attest  to  this 
fact  especially  in  cases  of  serous  otitis. 

Where  antibiotics  have  been  prescribed 
over  a long  period  of  time,  the  drum  does 
not  appear  normal  even  though  no  abscess 
may  have  developed,  and  there  may  be 
conductive  hearing  loss.  Masking  of  acute 
mastoiditis  by  antibiotics  is  a known  fact, 
although  such  occurrences  are  rather  un- 
common. Much  more  uncommon  are  the 
sequelae  of  mastoiditis.  These  may  be 
lateral  or  cavernous  sinus  thrombosis, 
labyrinthitis,  facial  paralysis,  meningitis, 
and  brain  abscess.  With  the  advent  of 
antibiotic  therapy  during  the  past  genera- 
tion, few  of  these  complications  are  seen. 

Lederer1  feels  that  ear  cases  that  extend 
into  the  third  and  fourth  week  usually  in- 
volve a mastoid.  He  also  states  that  facial 
paralysis  may  occur  any  time  in  the  course 
of  middle  ear  or  mastoid  disease,  even  at 


the  onset  of  an  acute  otitis  media.  He  adds 
that  surgery  is  not  necessary  unless  the 
paralysis  does  not  clear  up  after  myringot- 
omy. He  feels,  though,  that  paralysis 
that  occurs  in  the  third  week  of  an  acute 
middle  ear  suppuration  or  during  the  course 
of  chronic  suppurative  otitis  media  is  an 
indication  for  surgery.  Lederer1  lists  ab- 
solute indications  for  operation  in  acute 
mastoiditis  as:  duration  of  the  otitis  me- 

dia into  the  fourth  week;  persistent  or  sud- 
den rise  of  temperature;  profuse  discharge 
or  its  sudden  cessation;  persistent  pain, 
especially  when  disturbing  sleep;  tender- 
ness or  pressure  over  the  mastoid;  evidence 
of  intracranial  complications;  sinking  of 
the  posterior-superior  canal  wall;  swelling 
over  the  mastoid  or  in  the  neck;  and 
marked  hearing  impairment. 

The  relative  indications  for  operation  he 
points  out  are:  continuation  of  suppura- 

tion after  six  to  ten  weeks;  pain,  although 
its  absence  does  not  contraindicate  opera- 
tion; increasing  hearing  impairment;  and 
tinnitus  or  dizziness. 

Physical  indications  for  surgery  as  noted 
by  Lederer1  are:  otitis  media,  when  ac- 

companied early  in  its  course  by  meningitis; 
and  panotitis  (general  otitis)  in  which  iso- 
lated cells  over  the  lateral  sinus  are  in- 
volved. 

According  to  House2  one  of  the  indica- 
tions for  surgical  drainage  of  mastoid  ear 
cells  by  mastoidectomy  is  “if  there  is  not  a 
clinical  improvement  after  10  to  14  days  of 
adequate  intensive  therapy,  and  if  symp- 
toms of  threatened  complications  develop.” 
He  adds,  however,  that  if  the  patient  shows 
signs  of  improvement  with  conservative 
management,  surgery  can  be  postponed. 

The  only  reference  by  Jackson  and  Jack- 
son3  to  the  facial  nerve  involvement  is  that 
paralysis  due  to  acute  otitis  may  respond  to 
myringotomy.  Perusal  of  the  hospital 
records  by  Eggston  and  Wolff4  of  100  otitis 
media  and  mastoid  cases  showed  that  the 
symptoms  clinically  were  not  uniform 
among  this  group.  The  cases  of  otitis  me- 
dia they  reviewed  microscopically  showed 
that  all  involved  the  mastoids  although 
only  19  of  the  entire  number  of  cases  had 
the  clinical  symptoms  of  mastoid  tender- 
ness. 

The  following  case  presentation  is  one 
of  acute  otitis  media  extending  over  a six- 
week  period  with  a moderate  hearing  loss, 
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FIGURE  1.  Mastoid  x-rays  show  involvement  and  clouding  of  left  mastoid  cells  indicative  of  acute  left 
mastoiditis. 


facial  paralysis  which  became  evident  after 
approximately  four  to  five  weeks  of  treat- 
ment by  her  family  doctor,  and  an  involve- 
ment of  the  mastoid  cells  as  seen  in  the  mas- 
toid x-ray  films  (Fig.  1). 


Case  report 

On  October  3,  1966,  a twenty-two-year- 
old  female  came  to  my  office  with  the  com- 
plaint of  a slight  discharge  from  the  left 
ear  for  some  time  and  that  she  could  not 
hear  too  well  in  that  ear.  She  had  visited 
her  family  doctor  for  one  month,  once  a 
week,  and  during  the  last  week,  prior  to 
coming  to  me,  she  had  visited  him  twice. 
She  had  been  on  antibiotics  most  of  the 
time  she  was  under  the  doctor’s  care,  but 
no  smear  for  bacteriology  had  been  taken 


nor  did  she  know  what  antibiotic  had  been 
prescribed.  She  experienced  no  dizzy  spells 
or  headaches. 

Her  history  of  childhood  diseases  was 
measles,  mumps,  and  chicken  pox.  She 
gave  no  history  of  early  ear  problems.  At 
the  age  of  eight  she  had  had  her  tonsils  and 
adenoids  removed  because  of  frequent  colds 
and  infected  tonsils.  On  examination  she 
showed  a facial  weakness  of  the  left  side  of 
her  face  involving  all  the  peripheral  facial 
nerve  branches  (Fig.  2).  She  had  some 
mild  mastoid  tenderness  in  the  region  of  the 
mastoid  process.  (Mastoid  tenderness  may 
be  slight  or  even  absent  because  of  the  anti- 
biotics.) Her  temperature  was  99  F.  The 
nose  and  throat  examination  was  not  sig- 
nificant. 

Her  left  ear  canal  was  inflamed  and  ten- 
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FIGURE  2.  Weakness  of  left  side  of  face  is  noted 
involving  all  peripheral  branches  of  facial  nerve  on 
that  side. 


der  but  maintained  a uniform'outline.  The 
drum  had  a mottled  appearance  with  a 
slight  purulent  discharge  noted  at  the  pos- 
terior inferior  quadrant.  A smear  was 
taken  for  bacteriology,  culture,  and  sensi- 
tivity. The  report  showed  a growth  of 
Staphylococcus  aureus.  Tests  showed  sus- 
ceptibility to  kanamyacin,  triacetyloleando- 
mycin  (TAO),  chloramphenicol  (Chloromy- 
cetin), and  methicillin  (Staphcillin),  and  re- 
sistance to  the  rest  of  the  antibiotics.  X- 
ray  films  of  the  mastoid  were  taken  on 
October  6 at  Misericordia  Hospital  and 
showed  “clouding  of  left  mastoid  air  cells” 
and  a diagnosis  of  acute  left  mastoiditis  was 
reported  (Fig.  1). 

A myringotomy  was  performed  under  the 
microscope,  and  the  purulent  material  pres- 
ent in  the  middle  ear  was  carefully  suc- 
tioned.5 She  was  put  on  sodium  nafcillin 
(Unipen)  and  then  chloramphenicol,  250 
mg.  four  times  a day.  She  also  was  given  a 
nasal  spray  to  shrink  the  mucous  mem- 
branes of  her  nose.  Infected  material 


FIGURE  3.  Pictures  of  patient  taken  on  October  22,  1966. 


FIGURE  4.  Comparative  international  standards  (ISO)  audiometric  evaluations  in  two-week  period.  (A) 
October  6.  (B)  October  22.  (o  = right  ear;  x = left  ear) 
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FIGURE  5.  Follow-up  x-ray  films  taken  October  29,  1966.  In  comparison  to  x-rays  films  taken  October  6, 
1966,  these  represent  a clearing  of  left  mastoid  cells. 


present  in  the  pharyngeal  opening  of  the 
eustachian  tube  was  suctioned  to  permit 
better  drainage  from  the  middle  ear. 

Because  the  drum  closed  prematurely,  a 
second  myringotomy  was  performed  three 
days  after  the  initial  incision,  and  the  mid- 
dle ear  again  was  suctioned  carefully.  This 
was  repeated  on  October  10,  and  the  myr- 
ingotomy this  time  was  extended  inte- 


riorly to  create  a larger  fenestra  in  the  drum 
and  permit  better  drainage.  The  patient 
felt  improved,  and  the  tenderness  over  the 
mastoid  disappeared.  She  seemed  to  feel 
that  her  lip  “was  going  back  over  one 
tooth,”  as  she  put  it,  and  that  she  was  able 
to  salivate  less  from  the  left  side  of  her 
mouth.  The  left  side  of  her  lip  also  seemed 
to  be  more  active  as  far  as  her  lip  closure 
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was  concerned.  We  took  pictures  of  the 
patient  for  our  records  on  October  22  (Fig. 
3).  Comparative  international  standards 
(ISO)  audiometric  evaluations  were  taken 
on  October  6 and  October  22  (Fig.  4).  The 
improvement  was  noted  in  a little  over  a 
two-week  period. 

There  was  also  a slight  hearing  loss  in  the 
right  ear  as  well,  but  her  ear  showed  some 
improvement  compared  with  the  original 
audiometric  reading. 

On  October  29,  follow-up  x-ray  films  of 
the  mastoids  were  taken  again  at  the  hos- 
pital and  the  report  was  as  follows:  “Films 
of  the  mastoid  bones  now  show  the  left  mas- 
toid air  cells  to  be  clearly  outlined  without 
evidence  of  fluid  or  bone  destruction.  In 
comparison  to  the  examination  of  October 
10,  1966,  this  represents  clearing  on  the  left. 
The  right  mastoid  bone  is  within  normal 
limits  as  it  has  been  previously  (Fig.  5). 

Impression:  The  previous  changes 

which  probably  represented  fluid  in  the 
mastoid  air  cells  related  to  an  acute  mas- 
toiditis now  have  resolved. 


Summary 

Although  the  clinical  management  of  this 
patient  might  appear  contrary  to  the  mod- 
ern teaching  concepts,  this  patient  was 
saved  radical,  extensive  mastoid  surgery. 

Management  of  variations  of  routine 
mastoid  involvement  depends  largely  on 
the  skill  and  individual  judgment  of  the 
otologist. 

724  Pelham  Parkway  South 
The  Bronx,  New  York  10462 
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Abstracts  in  Interlingua 


Moskowitz,  H.,  Goodman,  C.  R.,  Smith,  E. 
Balthazar,  E.,  Mellins,  H.  Z.:  Espalda 

hemiplegic  ( anglese ),  New  York  State  J.  Med. 
69:  548  (15  de  februario)  1969. 

Dolores  del  espalda  occurrente  post  accidentes 
cerebro- vascular  es  recognoscibile  solo  in  radio- 


grammas  del  espalda  a postura  erecte — como 
resultato  de  subluxation  in  le  articulation  gleno- 
humeral. Un  competente  programma  total  de 
tractamentos  protege  le  patiente  ab  le  disvelop- 
pamento  de  sequellas  tardive  e damno  per- 
manente. 
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Special  Article 


Maternal  Deaths  Associated 
with  Induction  of  Labor** 

MERTON  C.  HATCH,  M.D. 
Syracuse,  New  York 

Professor  (Clinical)  Emeritus,  Department  of 
Obstetrics  and  Gynecology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse 


The  Central  New  York  Maternal  And 
Perinatal  Mortality  Study  has  been  making 
a study  of  maternal  mortality  rates  in 
New  York  State  for  some  time.  This  study 
is  directed  by  the  Committee  on  Maternal 
and  Child  Welfare  of  the  Medical  Society 
of  the  State  of  New  York  and  is  supported 
by  The  Empire  State  Medical,  Scientific, 
and  Educational  Foundation,  Inc.,  Albany, 
New  York. 

As  we  have  studied  and  classified  these 
records  of  maternal  mortality  rates,  we 
have  been  impressed  with  the  association 
between  induction  of  labor  and  maternal 
death.  From  a group  of  795  maternal 
deaths,  it  was  found  that  in  104  cases 
labor  had  either  been  induced  or  had  been 
stimulated.  Sixty-seven  patients  had  in- 
duced labor,  and  37  had  stimulated  labor. 
We  do  not  necessarily  mean  to  imply  that 
the  induction  or  stimulation  was  the  cause 
of  the  maternal  death. 

Our  studies  have  also  suggested  that 
there  are  two  common  patterns  to  be  found. 
The  more  common  pattern  is  induction 
followed  by  rupture  of  the  uterus  resulting 
in  death,  and  the  other  pattern  is  acute 

* Central  New  York  Maternal  and  Perinatal  Mortality 
Study. 

t Supported  by  the  State  of  New  York  Department  of 
Health  through  a grant  from  the  Empire  State  Medical, 
Scientific,  and  Educational  Foundation,  Inc.,  Albany,  New 
York. 


respiratory  failure  due  to  amniotic  fluid 
embolism.  The  2 cases  which  are  to  be 
presented  will  serve  to  illustrate  these 
patterns.  No  one  knows  how  many  have 
had  these  complications  not  resulting  in 
death. 

Case  reports 

Case  1.  This  patient  was  a thirty-six- 
year-old  gravida  7 at  term.  She  had  been 
treated  for  preeclampsia  superimposed  on 
hypertensive  disease  for  some  time  before 
admission  to  the  hospital.  The  record 
simply  states  that  she  had  been  treated 
with  diuretics.  On  admission  to  the  hos- 
pital she  was  said  to  have  a 3 plus  albu- 
minuria, a blood  pressure  of  160/120,  and 
edema.  Almost  immediately  on  admission 
labor  was  induced  by  artificial  rupture  of 
the  membranes,  and  fifteen  minutes  later 
oxytocin  (Pitocin)  drip  was  started  intra- 
venously. No  mention  of  monitoring  was 
made  in  the  record.  Three  hours  after 
admission  she  was  spontaneously  delivered 
of  a living  male  weighing  over  8 pounds. 
Immediately  following  delivery  she  began 
to  bleed  profusely.  This  was  not  con- 
trolled by  oxytoxic  drugs.  The  uterus  was 
not  explored.  At  this  time,  blood  was  sent 
for  typing  and  cross-matching.  This  blood 
was  not  administered  until  two  hours  after 
delivery,  at  which  time  2 units  were  given. 
The  patient  expired  three  and  a half  hours 
after  delivery.  Autopsy  was  performed 
and,  not  surprisingly,  revealed  a ruptured 
uterus  with  intraperitoneal  hemorrhage. 

Comment.  The  first  failure  was  lack  of 
control  of  the  preeclampsia.  This  may 
have  been  partly  a failure  of  the  patient  to 
cooperate,  and  it  may  have  been  partially 
because  of  physician  failure.  There  is 
usually  some  of  each.  The  only  mention  of 
any  attempt  to  control  the  toxemia  was  the 
mention  of  the  use  of  diuretics.  This,  of 
course,  is  only  a minor  factor  in  control. 
Generally  good  prenatal  care  can  prevent 
preeclampsia  or  at  least  control  it  to  the 
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extent  that  it  does  not  result  in  the  death  of 
the  fetus  or  the  mother.  The  second  error 
in  the  management  of  this  case  was  the 
immediate  induction  of  labor  without  any 
period  of  time  for  study  and  stabilization 
of  the  toxemia  by  the  usually  accepted 
medical  regimen.  We  believe  that  the 
patient  should  be  medically  managed  until 
stabilization  is  secured.  This  usually  will 
require  forty-eight  to  seventy-two  hours. 
Then  and  only  then  should  consideration  be 
given  to  the  termination  of  the  pregnancy. 
This  was  completely  ignored  in  this  case. 
There  is  no  mention  in  the  records  of  this 
patient  as  to  monitoring  once  the  oxytocin 
was  started.  The  standards  for  monitoring 
this  procedure  are  well  known,  so  they  will 
not  be  repeated  here.  The  next  question  of 
bad  judgment  is  connected  with  the  age  and 
the  gravidity  of  this  patient.  We  realize 
that  opinions  do  vary  on  this  subject. 
We  feel  that  any  patient  over  thirty-five 
years  of  age  and  more  than  gravida  4 is  a 
candidate  for  a ruptured  uterus  when  re- 
ceiving oxytocin  stimulation.  This  does 
not  imply  that  it  should  never  be  done,  but 
it  does  require  every  safeguard.  Following 
the  induction  by  artificial  rupture  of  the 
membranes,  immediate  stimulation  was 
started  by  means  of  the  oxytocin  drip. 
We  realize  that  opinions  vary  in  regard  to 
this.  However,  there  is  usually  a physio- 
logic latent  period  after  rupture  of  the 
membranes,  and  we  believe  that  six  to 
eight  hours  should  elapse  before  stimulation 
is  started.  If  the  case  has  been  well  chosen 
for  induction  of  labor,  most  patients  will 
have  established  good  labor  by  the  end  of 
this  period  of  time  and  no  stimulation  will 
be  required.  If  a real  indication  exists  for 
the  termination  of  pregnancy  and  if  the 
conditions  are  not  quite  ideal  for  induction 
by  artificial  rupture  of  the  membranes,  it  is 
often  better  treatment  to  terminate  the 
pregnancy  by  abdominal  delivery.  These 
conditions  will  be  discussed  later.  The 
next  serious  error  in  the  management  of  this 
patient  was  the  failure  to  have  blood  avail- 
able. One  of  the  first  steps  in  this  type  of 
case,  and  in  many  other  situations,  is  to 
have  the  patient  typed  and  cross-matched. 
We  just  cannot  afford  to  wait  until  the 
need  arises,  but  must  have  blood  available 
whether  we  end  up  needing  it  or  not. 
After  delivery  there  was  a failure  to  explore 
the  uterus.  Many  authorities  today  be- 


lieve that  every  uterus  should  be  routinely 
explored  following  the  delivery  of  the 
placenta.  Certainly  in  such  a case  as  this 
with  stimulation,  rapid  delivery,  and  un- 
controllable postpartum  hemorrhage,  ex- 
ploration of  the  uterus  is  mandatory.  If 
this  had  been  done  and  the  diagnosis  of 
ruptured  uterus  made,  blood  replacement 
and  hysterectomy  might  well  have  saved 
this  patient’s  life. 

Case  2.  This  patient  was  a thirty-year- 
old  para  6-0-1-4.  She  was  at  term  and  was 
admitted  to  the  hospital  not  in  labor.  She 
was  said  to  be  apprehensive.  Vaginal 
examination  revealed  that  the  cervix  was 
somewhat  dilated.  The  membranes  were 
ruptured  artificially,  and  oxytocin  was 
started  immediately  by  intravenous  drip. 
Uterine  contractions  began  almost  imme- 
diately, and  a half  hour  later  the  patient 
suddenly  was  unable  to  breathe.  There 
was  cyanosis  and  loss  of  pulse,  blood  pres- 
sure, and  consciousness.  Despite  heroic 
efforts  the  patient  expired,  one  and  a half 
hours  after  admission  to  the  hospital. 
Postmortem  section  was  not  attempted. 
The  postmortem  examination  was  reported 
as  probable  amniotic  fluid  embolism.  This 
was  equivocal. 

Comment.  There  was  no  apparent  valid 
indication  to  induce  labor  for  this  patient. 
This  patient  was  said  to  be  apprehensive. 
This  should  have  been  managed  by  careful 
discussion  and  explanation  to  the  patient. 
Perhaps  a mild  sedative  would  have  been  in 
order.  Usually  when  the  attending  physi- 
cian understands  the  situation  and  when  he 
can  differentiate  between  Braxton  Hicks 
contractions  and  early  latent  labor,  he  can 
explain  these  things  to  the  patient  and  allay 
her  fears.  It  seems  to  me  that  one  of  the 
real  problems  is  teaching  students  and 
house  officers  this  type  of  understanding. 
The  physician  himself  must  understand 
that  latent  labor  may  often  consume  many 
hours,  that  this  is  physiologic,  and  does  not 
require  stimulation  or  heroic  measures. 
When  once  the  physician  understands  these 
things  and  can  diagnose  them  correctly, 
he  is  usually  able  to  explain  the  situation  to 
his  patient  and  allay  her  fears.  Too  many 
physicians  and  too  many  patients  today  are 
in  too  much  of  a hurry.  After  artificial 
rupture  of  the  membranes  to  induce  labor  in 
this  patient,  oxytocin  stimulation  was 
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started  at  once.  As  was  mentioned  under 
the  discussion  of  the  first  case,  we  would 
prefer  to  wait.  In  summary,  this  patient 
was  induced  with  no  apparent  indication, 
and  then  oxytocin  stimulation  started  at 
once  instead  of  waiting  for  a few  hours.  If 
she  had  been  reassured,  given  sedatives,  and 
the  spontaneous  onset  of  labor  awaited,  she 
might  well  have  been  alive  and  well  today. 
We  can  raise  a question  as  to  whether  there 
is  more  apt  to  be  amniotic  fluid  embolus  if 
stimulation  is  started  immediately  after  arti- 
ficial rupture  of  the  membranes  than  when 
some  time  is  allowed  to  elapse.  It  seems 
entirely  reasonable  that  the  almost  imme- 
diate and  often  forceful  contractions  which 
go  with  oxytocin  stimulation  could  very 
well  force  amniotic  material  into  the  ma- 
ternal circulation.  If  the  amniotic  fluid 
were  allowed  to  drain  off  without  pressure 
for  some  time  before  stimulation,  perhaps 
there  would  be  less  chance  of  any  of  it 
entering  the  maternal  circulation. 

Induction  of  labor 

We  shall  dispense  with  any  discussion  of 
elective  induction  of  labor  in  short  order. 
We  do  not  sponsor  it.  Indicated  induction 
of  labor  has  a definite  place  of  value  in  the 
present-day  practice  of  obstetrics.  Any 
situation  in  which  the  continuation  of  the 
pregnancy  involves  serious  risk  to  the  life 
or  the  welfare  of  either  the  mother  or  the 
fetus  may  justify  the  termination  of  the 
pregnancy.  Conditions  such  as  the  late 
toxemia  of  pregnancy  after  stabilization  has 
been  established,  certain  cases  of  iso- 
immunization (Rh),  and  certain  cases  of 
actual  or  potential  diabetes  in  the  mother 
(altered  glucose  metabolism  in  pregnancy) 
are  the  more  common  indications.  Other 
indications,  of  course,  do  exist. 

Criteria  which  must  be  satisfied 
before  induction.  There  must  be  valid 
indication  for  induction  as  mentioned. 
There  must  be  assurance  that  this  particu- 
lar fetus  can  be  safely  delivered  through 
this  maternal  pelvis.  In  other  words,  there 
must  be  no  fetopelvic  disproportion.  The 
past  history,  if  there  have  been  other 
deliveries,  the  clinical  mensuration  of  the 
pelvis,  the  evaluation  of  pelvic  capacity  by 
sterile  pelvic  examination,  and  the  use  of 
x-ray  pelvimetry  can  give  us  the  required 
assurance. 


A definite  diagnosis  of  a favorable  pre- 
senting part,  usually  vertex,  well  fixed  into 
the  inlet  of  the  pelvis,  must  be  made. 
Sterile  pelvic  examination  determines  these 
things.  A favorable  condition  of  the  lower 
uterine  segment  and  cervix  (ripeness)  must 
be  present.  Sterile  pelvic  examination  also 
establishes  this  criterion.  If  this  is  not 
favorable  and  the  indication  for  termination 
is  valid,  abdominal  delivery  may  be  pre- 
ferred to  a long  and  difficult  induction. 

Consultation  should  be  mandatory  before 
any  induction  is  undertaken.  This  also 
applies  to  stimulation.  This  should  be 
carried  out  with  a mature  clinician,  of  the 
rank  of  attending  physician,  whenever 
possible.  The  consultant  should  review 
the  history  with  the  attending  physician 
and  should  actually  examine  the  patient, 
ideally  with  the  attending  physician,  at  the 
time  of  the  sterile  pelvic  examination.  In 
general,  there  should  be  no  fee  involved  for 
this  service.  Each  physician  with  the  rank 
of  attending  should  assume  this  as  a part  of 
his  responsibility  to  the  service.  In  some 
smaller  localities  where  this  is  impractical, 
perhaps  this  should  be  a part  of  the  duty  of 
the  regional  consultants  of  the  State 
Medical  Society.  Consultation  of  this  type 
may  have  prevented  the  2 maternal  deaths 
which  have  been  presented.  The  obstetric 
services  where  we  practice  have  employed 
this  type  of  consultation  for  many  years 
with  very  gratifying  results. 

Methods  of  induction.  Generally 
speaking,  when  the  criteria  mentioned  have 
been  established,  we  employ  artificial  rup- 
ture of  the  membranes  as  the  method  of 
choice  for  induction.  It  is  done  at  the  time 
of  the  sterile  pelvic  examination  if  all  of  the 
conditions  mentioned  have  been  fulfilled. 
We  then  await  the  spontaneous  onset  of 
contractions  for  six  to  eight  hours.  In  the 
vast  majority  of  cases,  labor  will  be  well 
established  during  this  period  of  time,  and 
no  further  steps  will  be  required.  How- 
ever, if  labor  does  not  ensue,  we  may  then 
elect  to  employ  stimulation  by  the  intra- 
venous drip  method  using  oxytocin  (Pitocin 
or  Syntocinon).  If  stimulation  is  em- 
ployed, the  attending  physician  is  required 
to  be  present  in  some  part  of  the  hospital. 
The  patient  is  constantly  attended  by  a 
mature  resident  or  the  attending  physician 
who  constantly  monitors  the  contractions, 
the  fetal  heart,  and  all  of  the  vital  signs  of 


February  15,  1969  / New  York  State  Journal  of  Medicine  601 


the  patient.  Properly  typed  and  cross- 
matched  blood  should  be  available  on  the 
labor  floor.  The  nursing  service  is  always 
alerted  and  has  the  necessary  setup  readily 
available  for  abdominal  intervention  in  case 
there  is  a rupture  of  the  uterus. 

Summary 

In  a study  of  795  maternal  deaths  in 
New  York  State,  104  were  associated  with 
induction  or  stimulation  of  labor.  Sixty- 
seven  were  induced  labor,  and  37  were 
stimulations  of  labor.  Two  patients  have 
been  presented:  One  died  of  hemorrhage 

from  a ruptured  uterus  in  association  with 
induction  of  labor.  The  other  patient 
died  from  probable  amniotic  fluid  embolism 
in  association  with  induction  of  labor. 


Criticism  was  made  concerning  the  ap- 
parent errors  in  management  of  these  cases. 
As  to  the  elective  induction  of  labor,  we  do 
not  sponsor  it.  Indications  for  induction  of 
labor  and  the  criteria  to  be  fulfilled  before 
induction  were  presented  and  discussed. 

Consultation  before  induction  or  stimula- 
tion was  defined  and  discussed.  A strong 
plea  is  presented  to  make  this  type  of  con- 
sultation mandatory. 

In  conclusion,  we  believe  that  careful  at- 
tention to  the  criteria  which  have  been  out- 
lined in  connection  with  the  induction  of 
labor,  re-enforced  by  mandatory  consul- 
tation, could  well  save  many  maternal  lives 
each  year. 
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Abstracts 


Moskowitz.  H.,  Goodman,  C.  R.,  Smith, 
E.,  Balthazar,  E.,  and  Mellins,  H.  Z.:  Hemi- 
plegic shoulder,  New  York  State  J.  Med.  69: 
548  (Feb.  15)  1969. 

Shoulder  pain  following  cerebral  vascular  ac- 


cident is  found,  only  on  erect  films  of  the 
shoulder,  to  result  from  subluxation  at  the  gle- 
nohumeral joint.  Competent  management  pro- 
tects the  patient  from  developing  late  sequelae 
and  permanent  damage. 
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Necrology 


Harry  Agris,  M.D.,  of  Brooklyn,  died  on  Janu- 
ary 2 at  the  age  of  seventy-five.  Dr.  Agris 
graduated  in  1917  from  Long  Island  College 
Hospital.  Retired,  he  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Howard  Barber,  Jr.,  M.D.,  of  Mount 
Sinai,  retired,  died  on  January  6 at  the  age 
of  fifty-three.  Dr.  Barber  graduated  in  1941 
from  New  York  University  School  of  Medicine. 
He  was  a consulting  surgeon  at  Central  Suffolk 
Hospital  Association  (Riverhead)  and  St. 
Charles  Hospital  (Port  Jefferson).  Dr.  Barber 
was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Maria  Blume,  M.D.,  of  New  York  City,  died  on 
December  24,  1968,  at  the  age  of  seventy.  Dr. 
Blume  received  her  medical  degree  from  the 
University  of  Jena  in  1928.  She  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Melvin  Boigon,  MJ).,  of  New  York  City,  died 
on  January  1 at  the  age  of  forty-eight.  Dr. 
Boigon  graduated  in  1946  from  the  University 
of  Toronto  Faculty  of  Medicine.  The  first 
psychoanalyst  to  contribute  his  services  to  the 
Karen  Horney  Clinic,  he  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurol- 
ogy (Psychiatry)  and  a member  of  the  Ameri- 
can Psychiatric  Association,  the  Academy  of 
Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Domenick  Andrew  Bonanno,  M.D.,  of  New  York 
City,  died  on  December  15,  1968,  at  the  age  of 
seventy-one.  Dr.  Bonanno  graduated  in  1921 
from  Fordham  University  School  of  Medicine. 
He  had  been  an  assistant  attending  chest  phy- 
sician at  Harlem  Hospital  Center  and  Harlem 
Hospital  Center  Outpatient  Department. 

Harold  Edward  Clark,  M.D.,  of  New  York  City, 
died  on  January  4 at  the  age  of  seventy-one. 
Dr.  Clark  graduated  in  1923  from  Columbia 


University  College  of  Physicians  and  Surgeons. 
He  had  been  director  of  the  emergency  depart- 
ment at  University  Hospital,  a former  professor 
of  surgery  at  New  York  University  School  of 
Medicine,  and  an  attending  surgeon  at  Bellevue 
Hospital.  Dr.  Clark  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  New  York  Surgical  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moses  Cohen,  M.D.,  of  Charlottesville,  Virginia, 
formerly  of  Jackson  Heights,  died  on  December 
27,  1968,  at  the  age  of  seventy.  Dr.  Cohen 
graduated  in  1920  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a con- 
sulting obstetrician  and  gynecologist  at  Queens 
General  Hospital.  Dr.  Cohen  was  a Diplomate 
of  the  American  Board  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

John  P.  J.  Cummins,  M.D.,  of  Ticonderoga,  died 
on  October  28,  1968,  at  the  age  of  ninety-four. 
Dr.  Cummins  graduated  in  1897  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
was  a member  of  the  Essex  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Jack  William  Garnant,  M.D.,  of  West  Nyack 
and  Nyack,  died  on  December  12,  1968,  at  the 
age  of  forty-eight.  Dr.  Garnant  graduated  in 
1951  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a senior  attend- 
ing pediatrician  at  Nyack  Hospital,  an  assistant 
attending  pediatrician  at  Vanderbilt  Clinic,  and 
a consulting  pediatrician  at  Letchworth  Village 
(Thiells)  and  Tuxedo  Memorial  Hospital 
(Tuxedo  Park).  Dr.  Garnant  was  a member 
of  the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ross  D.  Helmer,  M.D.,  of  Jordanville,  died  on 
January  2 at  the  age  of  eighty-seven.  Dr. 
Helmer  graduated  in  1904  from  Syracuse  Uni- 
versity College  of  Medicine.  Retired,  he  for- 
merly had  been  assistant  superintendent  at 
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Utica  State  Hospital.  Dr.  Helmer  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  Utica  Academy 
of  Medicine  (and  a former  president),  the 
Herkimer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Manfred  B.  Joshua,  M.D.,  of  New  York  City, 
died  on  December  10,  1968,  at  the  age  of 
seventy.  Dr.  Joshua  received  his  medical  de- 
gree from  the  University  of  Frankfurt  in  1923. 

Robert  Arthur  Lonngren,  M.D.,  of  Ogdensburg, 
died  on  November  4,  1968,  at  the  age  of  forty- 
five.  Dr.  Lonngren  graduated  in  1952  from 
State  University  of  New  York,  Downstate 
Medical  Center.  He  was  an  attending  surgeon 
at  the  A.  Barton  Hepburn  Hospital.  Dr. 
Lonngren  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  St. 
Lawrence  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Milbank,  M.D.,  of  New  York  City,  died 
on  January  8 at  the  age  of  eighty-eight.  Dr. 
Milbank  graduated  in  1904  from  Cornell  Uni- 
versity Medical  College.  He  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Daniel  Molinoff,  M.D.,  of  Smithtown,  died 
on  December  21,  1968,  at  the  age  of  sixty- 
three.  Dr.  Molinoff  graduated  in  1932  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  attending  obste- 
trician and  gynecologist  at  Smithtown  General 
Hospital.  Dr.  Molinoff  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  Baker  Post,  M.D.,  of  Ballston  Spa,  died 
on  November  10,  1968,  at  the  age  of  eighty. 
Dr.  Post  graduated  in  1911  from  Albany  Medi- 
cal College.  He  was  chief,  emeritus,  of  the 
medical  staff  at  Benedict  Memorial  Hospital. 
Dr.  Post  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Saratoga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacques  Cope  Presner,  M.D.,  of  New  York  City, 
died  on  December  22,  1968,  at  the  age  of 
sixty-seven.  Dr.  Presner  graduated  in  1925 
from  McGill  University  Faculty  of  Medicine. 
He  was  a senior  assistant  attending  urologist 
at  Lenox  Hill  Hospital  Outpatient  Department. 


Dr.  Presner  was  a member  of  the  American 
Geriatrics  Society,  the  Pan-American  Medical 
Association,  the  American  Public  Health  As- 
sociation, the  Industrial  Medical  Association, 
the  New  York  State  Society  of  Industrial 
Medicine,  the  New  York  State  Society  for 
Medical  Research,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leo  Remes,  M.D.,  of  New  York  City,  died  on 
December  2,  1968,  at  the  age  of  seventy-two. 
Dr.  Remes  received  his  medical  degree  from 
the  University  of  Lausanne  in  1950,  in  1917  the 
degree  of  Doctor  of  Dental  Surgery  from  Uni- 
versity and  Bellevue  Hospital  Medical  Col- 
lege, and  in  1944  the  degree  of  Master  of 
Public  Health  from  Columbia  University.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sylvan  J.  Safian,  M.D.,  of  New  York  City,  died 
on  December  15,  1968,  at  the  age  of  fifty-seven. 
Dr.  Safian  received  his  medical  degree  from  the 
University  of  Bologna  in  1937.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Vladimir  E.  Smith,  M.D.,  of  Brooklyn,  died  on 
December  1,  1968,  at  the  age  of  sixty-four. 
Dr.  Smith  graduated  in  1930  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Spatz,  M.D.,  of  Jamaica,  died  on  Decem- 
ber 17,  1968,  at  the  age  of  seventy-four.  Dr. 
Spatz  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1921.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Louis  Milton  Suchoff,  M.D.,  of  New  York  City, 
died  on  October  22,  1968,  at  the  age  of  eighty. 
Dr.  Suchoff  graduated  in  1915  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  Radiological  Society  of 
New  York  State,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Donald  Edgar  Swift,  M.D.,  of  Aberdeen,  North 
Carolina,  formerly  of  Brooklyn,  died  on  Janu- 
ary 1 at  the  age  of  sixty.  Dr.  Swift  graduated 
in  1931  from  Syracuse  University  College  of 
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Medicine.  He  was  a consulting  ophthalmolo- 
gist at  Methodist  Hospital  of  Brooklyn.  Dr. 
Swift  was  a Diplomate  of  the  American  Board 
of  Ophthalmology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology. 

Karl  Vogel,  M.D.,  of  New  York  City,  died  on 
January  8 at  the  age  of  ninety-one.  Dr.  Vogel 
graduated  in  1900  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
a consulting  physician  at  St.  Luke’s  Hospital 
Center.  Dr.  Vogel  was  a Fellow  of  the  Ameri- 
can College  of  Physicans  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New 
York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sigmund  Weinberger,  M.D.,  of  Jackson  Heights, 
died  on  December  13,  1968,  at  the  age  of 
ninety.  Dr.  Weinberger  received  his  medical 
degree  from  the  University  of  Heidelberg  in 
1902.  He  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Catherine  Ida  Wickham,  M.D.,  of  Brooklyn, 
died  on  October  11,  1968,  at  the  age  of  sixty- 
nine.  Dr.  Wickham  graduated  in  1931  from 
The  Medical  School,  University  of  Chicago. 
She  was  an  associate  physician-in-psychiatry  at 

Cause  and  treatment 
of  trigeminal  neuralgia 

Over  an  eight-month  period,  10  patients  with 
acute  exacerbations  of  classical  cryptogenic 
trigeminal  neuralgia  were  treated  solely  by 
manual  correction  of  mandibular  defects,  re- 
ports L.  B.  Carney,  M.B.,  in  Neurology  17 : 
1143  (December)  1967.  The  maneuver  con- 
sisted primarily  of  manual  retraction  of  the 
jaw.  Six  patients  became  asymptomatic  within 
one  week  and  4 within  one  month  from  initia- 
tion of  therapy  after  gradual  diminution  in  the 
frequency  and  severity  of  pain  during  the 
intervening  period. 

In  the  series  were  3 women  and  7 men 
ranging  in  age  from  fifty-eight  to  seventy-five. 
All  had  mandibular  protrusion,  usually  with 
lateral  deviation  of  the  jaw  during  mouth  open- 
ing, away  from  the  painful  side  of  the  face. 
Many  of  the  defects  were  subtle,  becoming 
apparent  only  when  the  patient  was  observed 
eating.  Overcorrection  of  the  mandibular  ab- 
normalities brought  initial  rapid  pain  relief 
which  recurred  when  the  jaw  was  released. 
The  pain  could  be  aggravated  or  started  again 
by  further  forcible  jaw  protrusion  or  lateral 
deviation  to  the  side  away  from  the  pain;  that 


Letchworth  Village  (Thiells).  Dr.  Wickham 
was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  M.  Williams,  3d,  M.D.,  of  New  York  City, 
died  on  January  4 at  the  age  of  thirty-seven. 
Dr.  Williams  graduated  in  1960  from  Temple 
University  School  of  Medicine. 

Alex  Cecil  Zarchy,  M.D.,  of  Hewlett,  died  on 
December  29,  1968,  at  the  age  of  fifty-three. 
Dr.  Zarchy  graduated  in  1938  from  the  State 
University  of  Iowa  College  of  Medicine.  He 
was  an  attending  pediatrician  at  St.  Joseph’s 
Hospital  (Far  Rockaway).  Dr.  Zarchy  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Emanuel  Zeilender,  M.D.,  of  Ridgewood,  died 
on  January  2 at  the  age  of  sixty.  Dr.  Zeilender 
received  his  medical  degree  from  the  University 
of  Prague  in  1934.  He  was  an  assistant  attend- 
ing obstetrician  and  gynecologist  at  Wyckoff 
Heights  Hospital.  Dr.  Zeilender  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

is,  by  purposely  exaggerating  the  defect.  All 
patients  had  complete  general  and  neurologic 
examinations,  including  delineation  of  trigger 
zones  and  any  abnormalities  of  the  maxillo- 
mandibular relationships.  All  had  routine 
laboratory  studies  and  stereoscopic  chest  and 
complete  skull  x-ray  films.  All  were  observed 
while  chewing.  Drugs  for  trigeminal  neuralgia 
were  withdrawn,  and  no  surgical  procedures 
were  attempted  during  the  trial  period.  Over- 
correction, primarily  by  means  of  manual  re- 
traction of  the  jaw,  was  performed  by  the 
examiner  on  the  initial  visit.  Because  many 
patients  showed  deviation  of  the  jaw  to  the 
side  away  from  the  pain,  the  direction  of  the 
push  frequently  had  to  be  toward  the  painful 
side  to  correct  both  defects  simultaneously. 
The  pressure  was  started  before  and  main- 
tained during  mouth  opening.  Rapid  relief  of 
pain  identified  the  corrective  position.  The 
patient  was  then  trained  to  duplicate  the 
maneuver  for  ten  minutes,  three  times  daily. 
Most  patients  achieved  adequate  mandibular 
retraction  by  pressing  the  closed  fist  against  the 
jaw,  leaving  the  mouth  open  and  relaxed.  In 
some  elderly  patients,  retraction  was  more 
easily  achieved  by  having  the  patient  supine 
with  a pillow  under  his  neck  while  someone 
else  pressed  gently  on  the  patient’s  chin. 
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Books  Received 


The  following  hooks  were  received  during  the  month  of  December , 1968  * 


Diagnosis  of  Surgical  Disease.  Volumes  I,  II 
& III.  By  Richard  T.  Shackelford,  M.D. 
Quarto  of  2,131  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1968.  Cloth, 
$72.50  the  set. 

An  Introduction  to  the  History  of  General  Sur- 
gery. By  Richard  Hardaway  Meade.  Quarto 
of  403  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1968.  Cloth,  $17. 

Symposium  on  Ocular  Therapy.  Volume  III. 
Edited  by  Irving  H.  Leopold,  M.D.  Quarto  of 
142  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1968.  Cloth,  $13. 

Mind  as  a Tissue.  Edited  by  Charles  Rupp, 
M.D.  Octavo  of  357  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1968.  Cloth,  $16.50. 

The  Geographic  Pathology  of  Atherosclerosis. 
Edited  by  Henry  C.  McGill,  Jr.,  M.D.  Quarto 
of  193  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1968.  Cloth, 
$8.25. 

Oxygen  Transport  in  Blood  and  Tissue.  Edited 
by  D.-W.  Lubbers,  U.  C.  Luft,  G.  Thews,  and 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selec- 
tion for  review  is  made  on  the  basis  of  merit  and  reader 
interest. 


Peptic  ulcer 


Peptic  ulcer,  thought  to  be  unusual  in  child- 
hood, over  the  past  ten  years  has  increased  in 
children  under  age  sixteen.  This  was  especially 
noted  in  teen-age  boys  from  a high  socioeco- 
nomic background,  children  of  parents  with  a 


E.  Witzleb.  Quarto  of  264  pages,  illustrated. 
Stuttgart,  Georg  Thieme  Verlag,  (N.Y.,  Inter- 
continental Medical  Book  Corp.),  1968.  Cloth, 
$14.75. 

Fundamentals  of  Biostatistics.  By  Stanley 
Schor,  Ph.D.  Octavo  of  312  pages,  illustrated. 
New  York,  G.  P.  Putnam’s  Sons,  1968.  Cloth, 
$8.95. 

Continuing  Medical  Education:  A New  Em- 
phasis. By  Patrick  B.  Storey,  M.D.,  John  W. 
Williamson,  M.D.,  and  C.  Hilmon  Castle,  M.D. 
Octavo  of  128  pages,  illustrated.  Chicago, 
American  Medical  Association,  1968.  Paper, 
$1.50. 

Early  Treatment  of  Severe  Burns.  Consulting 
Editor  Charles  L.  Fox,  Jr.  Octavo  of  543 
pages,  illustrated.  New  York,  The  New  York 
Academy  of  Sciences,  1968.  Paper,  $22.50. 
(Annals  of  The  New  York  Academy  of  Sci- 
ences, Vol.  150,  Art.  3). 

The  Pediatric  Patient  — 1968.  Coordinating 
Editor  Sarah  R.  Gustafson,  Ph.D.  Consulting 
Editor  David  Baird  Coursin,  M.D.  Octavo  of 
317  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1968.  Cloth. 

A Manual  of  Simple  Burial.  By  Ernest  Mor- 
gan. Fourth  Edition.  Octavo  of  64  pages. 
Burnsville,  N.C.,  The  Celo  Press,  1968.  Paper, 
$1.00. 


mixed  religious  background,  or  from  homes 
where  there  are  marital  problems  or  where 
parents  have  peptic  ulcer.  This  may  point 
to  the  greater  awareness  that  it  is  a childhood 
condition,  that  the  rate  is  increasing,  or  a com- 
bination of  both. 

Study  findings  support  the  hypothesis  specu- 
lated by  several  investigators  that  stresses  from 
modern  urban  society  are  the  important  factor. 
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Physician  statistics 
in  New  York  City 

New  York  City  has  28  physicians  per  10,000 


population  as  compared  with  a 13-  to  10,000 
ratio  for  the  nation  as  a whole. 

In  the  City,  persons  in  the  lowest-income 
families  see  a physician  an  average  of  6.6  times  a 
year  compared  with  an  average  4.2  for  families 
with  higher  incomes. 


NEW  YORK  MEDICAL  COLLEGE 

offers 

Clinical  Seminars  in  the  Pathophysiology  of 
Hypertension  and  Renal  Disease 
Electrolyte  and  Acid-Base  Disorders 

The  seminars  present  the  latest  concepts  of  altered  physiologic  mechanisms  in  hyper- 
tension, renal  disease  and  electrolyte  disorders. 

The  discussion  of  physiologic  mechanisms  is  designed  to  assist  in  the  interpretation  of 
diagnostic  procedures  and  facilitate  individualized  appropriate  treatment  in  each  clinical 
entity. 

Course  is  under  the  direction  of  Dr.  Norman  Deane 
Wednesdays,  7:30-9:30  P.M.  March  5-April  23,  1969  Tuition  $100 
For  additional  information:  Jane  C.  Wright.  M.D.,  Associate  Dean,  Division  of  Post- 
eraduate  Education,  New  York  Medical  College,  1249  Fifth  Avenue,  New  York,  N.Y. 
10029 


STEROID  ANALYTICAL  SERVICES 


U rine- Plasma-Tissues 


over  6 years’  experience  using  highly  sen- 
sitive double-isotope  derivative  techniques 
as  a service  to  hospitals,  clinicians  and 
research  investigators.  For  details,  vials  and 
shipping  containers,  simply  specify  the 
test(s)  by  postcard  and  refer  to:  Packet  703. 


Aldosterone* 

11-Desoxycorticosterone  (DOC) 
Corticosterone  (B) 

Cortisol  (F)*  f 
11-Desoxycortisol  (S) 
Testosterone* 

Progesterone* 


'Excretory  and  Secretory, 
f Metabolic  Clearance  Rate 
tracers  provided  on  request. 


Biomedical  Assay  Laboratories  Div. 

New  England  Nuclear  Corporation 

15  Harvard  Street,  Worcester,  Mass.  01608,  Telephone  (617)  791-0911 
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Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  15th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 


608 


Index  to  Advertised  Products 


Antacids 

Mylanta  (Stuart  Company) 


Antibiotics 

Achromycin  . 

(Lederle  Labs..  Div.  Amer.  Cyanamid  Co.) 518-519 

V-Cillin  K (Eli  Lilly  & Company) 530 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 536 


Antibiotics,  oral 

Pfizerpen  (Pfizer  Laboratories) 612 


Antidiarrheals 

Cantil  (Lakeside  Laboratories) 4th  cover 

Dia-Quel 

(International  Pharmaceutical  Corp.) 510-511 

Lomotil  (G.  D.  Searle  & Company) 535 


Antihypertensive  diuretics 

Renese-R  (Pfizer  Laboratories) 498-499 


Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 523 


Cardiac  rhythm  regulators 

Cardioquin  (Purdue  Frederick  Company) 503 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


WM/tlH 


Diagnostic  aids 

Cytec  system 

(Nuclear  Research  Associates) 520-521 

Histoplasmin  Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 528 

Tuberculin  Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 609 

Diagnostic  laboratory  services 

Steroid  analysis  services 

(New  England  Nuclear  Corp.) 607 

Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 501 

Hormones 

Ovulen-21  (G.  D.  Searle  & Company) 525 

Mood  elevators 

Aventyl  (Eli  Lilly  & Company) 506-507,  508 


Nasal  decongestants 

Ornade  (Smith  Kline  & French  Laboratories). . .3rd  cover 


Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 513,  514-515, 516,  517 

Sedatives 

Butisol  (McNeil  Laboratories) 505 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 527 

Valium  (Roche  Laboratories) 2nd  cover-497 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad, 
uates  have  sound  professional  skills.  Free  Placement  Servlcc- 

Mandl  School  i5A  Vv%Wu00'9 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-1774 
EST.  1924-  Licensed  by  the  State  *f  New  Y»rk 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $$22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae 
in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % NYSJM. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  years  beginning  July  1969.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience  in 
meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  out-patient  setting.  Stipend  $15,000  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


SENIOR  STAFF  PYSCHIATRIST,  FULL  TIME,  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.,  06840. 


MEDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
corporation  having  well  rounded  preventive  health  pro- 
grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
fidence. Box  720,  % NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice,  suburban  area  of  New  York.  Salary 
first  year  $18,000  to  $20,000  depending  on  qualifications. 
Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
necessary.  Box  764,  % NYSJM. 


GENERAL  PRACTICE:  NASSAU  COUNTY,  N.Y.,  55 

minutes  from  N.Y.C.  Center  of  culture.  Associate  with 
2 men  in  busy  family  practice;  office,  hospital  and  nursing 
homes.  No  O.B.  Excellent  nearby  hospitals.  Salary 
$18,000  per  yr.  to  start,  then  partnership;  own  medical 
bldg,  with  all  facilities.  Call  S.  Thierman  M.D.,  (516) 
PY  8-8011. 


GENERAL  PRACTITIONER:  TOWN  OF  6,000  IN 

the  Adirondacks  requires  a general  practitioner.  In 
addition  to  private  practice,  position  of  plant  doctor  with 
large  corporation  is  available.  Area  is  one  of  great  scenic 
beauty.  Good  fishing,  hunting  and  boating.  Summer  and 
winter  sports.  New,  centralized  school,  chain  grocery 
stores,  churches  of  all  denominations  in  town.  Box  766, 
% NYSJM. 


PHYSICIAN,  LICENSED  N.Y.  STATE,  FOR  MODERN 
geriatric  home  in  Riverdale.  Salary  commensurate  with 
experience.  Write  to:  Box  531-B,  20  West  43  St.,  N.Y., 
N.Y.  10036. 


PHYSICIANS  WANTED— CONT’D 


MEMBER  OF  NEWLY-DEVELOPING  MEDICAL  CEN- 
t«r  in  Saranac  Lake,  New  York,  wishes  qualified  internist 
as  associate.  Two  hours  south  of  Montreal.  Information 
on  request.  Francis  B.  Trudeau,  M.D.,  Saranac  Lake, 
New  York. 


ASSOCIATE  MEDICAL  DIRECTOR,  BOARD  CERTI- 
fied  or  eligible,  for  major  financial  institution  in  New  York 
City.  Modem  facilities  include  X-ray,  laboratory,  and 
emergency  equipment.  If  interested  in  practicing  medi- 
cine on  9 to  5 basis,  with  4 weeks  vacation  and  in  provid- 
ing for  retirement  through  excellent  pension  and  deferred 
profit  sharing  plans,  investigate  this  opportunity.  Start- 
ing salary  to  $26,000;  very  good  fringe  benefits.  Box 


HEALTH  COMMISSIONER  FOR  COUNT  OF  45,000 
Upstate  New  York.  M.P.H.  desirable,  but  not  required. 
Well  established  department.  Pleasant,  progressive 
community  with  excellent  schools  and  university  college. 
30  minutes  to  Upstate  Medical  Center  on  Interstate 
Expressway  #81.  Ski  developments  and  resorts  in  this 
Finger  Lakes  area  provide  year  around  recreation.  Write 
County  Health  Department,  City  Hall,  Cortland,  N.Y. 
13045. 


PHYSICIANS  AND  DENTISTS  INTERESTED  IN 
joining  professional  Alcoholic  Anonymous  Group,  write  to 
Physicians  Group,  % AA  Intergroup,  337  E.  33  Street, 
New  York  N.Y.  10016,  or  Box  779,  NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  TO  JOIN 
modern  expanding  department  in  500  bed  Syracuse,  N.Y. 
hospital.  All  varieties  of  anesthesia  on  fee  for  service. 
Full  partnership  after  one  year.  Ample  vacation  and 
meeting  time  provided.  Write  R.  A.  Atkinson,  M.D., 
Dept,  of  Anesthesiology,  Syracuse  Memorial  Hospital, 
Syracuse,  N.Y.  13200. 


MEDICAL  DIRECTOR;  A LARGE  NEW  YORK  Fi- 
nancial organization  is  in  need  of  an  internist  licensed  in 
New  York.  $25/$35,000.  Fee  paid.  Mr.  Longson, 
Wehinger  Agency,  150  Broadway,  New  York,  N.Y.  10038. 
Phone  (212)  CO  7-4540. 


LOCUM  TENENS:  JULY  AND  AUGUST.  GENERAL 
practice,  no.  Ob.,  village  and  suburban  area,  upstate  New 
York.  Practice  income  of  $500  weekly  guaranteed.  Oppor- 
tunity for  later  association.  Complete  curriculum  vitae 
in  reply;  interview  later.  This  is  a pleasant  community 
nearby  to  hospitals  and  medical  center.  Box  775, 
r/„  NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible.  First  year  salary  $25,000  plus  bonus.  Early 
full  partnership,  Poughkeepsie,  N.Y.  Region  growing 
and  pleasant  to  live  in.  Hospitals  and  caliber  of  medicine 
are  excellent.  Inquire;  Vincent  P.  Russo,  M.D.,  28 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel.  (914) 
471-5210. 


EQUIPMENT 


FOR  SALE:  ONE  G.  E.  MAXIMAR  “100”,  SUPER- 

ticial  X-ray  therapy  equipment,  complete  with  accessories. 
Write:  Albin  V.  Kwak,  M.D.,  35  Muskingum  St.,  Depew, 
New  York  14043. 
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PHYSICIANS  WANTED— CONT’D 


TWO  GENERAL  SURGEONS  AND  ONE  INTERNIST 
for  two  year  overseas  assignment.  Hoard  certified,  over 
35,  salary  and  related  benefits.  One  surgeon  required  for 
service  in  Caribl»ean  area  available  immediately;  surgeon 
and  internist  for  Afghanistan  July  1969.  Interested  parties 
contact  MEDICO,  a Service  of  CAKE.  660  First  Ave., 
New  York,  N.Y.  10016.  Call  (212)  686-3110. 


GENERAL  HOSPITAL  EMERGENCY  ROOM.  NORTH- 
em  N.Y.  needs  surgeon  or  surgically  experienced  N.Y. 
licensed  G.P.  to  cover  accident  room.  Flexible  time 
arrangement  allows  full  week  on,  full  week  off  if  desired. 
Write:  Executive  Director,  CV/PH  Medical  Center, 

Plattsburgh,  N.  Y.  12901. 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P.,  all  special- 
ties. Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  will  assist  in  assuring  success.  New 
a/c  office  available,  new  building.  A.  M.  Huberman, 
D.D.S.,  184  Larkfield  Rd..  E.  Northport,  N.Y.  11731. 
(516)  AN  1-4477. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  locum-tenens  during  the  months  of  January.  February. 
March.  April,  May,  June  and  July  at  one  week  or  greater 
intervals  for  hospital  coverage,  upstate  New  York.  Liberal 
terms.  Box  770,  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  251  W.  42nd  St.,  New  York,  N.  K.  10036. 
LO  5-2943. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  % 
NYSJM. 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


RADIOLOGIST  AVAILABLE  FULL-TIME.  ROUTINE 
X-ray  diagnosis,  moderate  volume.  No  special  pro- 
cedures or  isotopes.  Could  assist  at  therapy.  Salary 
commensurate.  Age  52,  American  bom,  university 
trained,  certified  10  yrs.  Seeks  pleasant  atmosphere  in 
N.Y.C.  metropolitan  area  office,  clinic,  hospital,  possibly 
industry.  Box  772,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  WANTS  TO 
cover  Saturday  hospital  or  office  practice  in  Metropolitan 
New  York  City.  Box  774,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE:  BABYLON  VILLAGE.  DR.  RETIRED. 

10  rm.  home  plus  5 rm.  attached  office*.  Choice  corner 
on  main  at.  Greenhouse  patio.  For  home  office  or  2,000 
sq.  ft.  floor  apace  easily  used  for  prof,  offices;  some  furn.  & 
equipment.  Will  hold  large*  mortgage.  (516)  669-1567, 
or  Box  778.  % NYSJM. 


SHIRLEY,  LONG  ISLAND:  NO  DOCTORS;  POPIJLA- 
tion  area  30,000;  3 hospitals.  Modern  home,  large 

equipped  offices,  even  for  small  group.  Main  highway, 
centrally  located.  Immediate  high  income.  f,ow  price, 
eaay  terms.  Extraordinary,  rare  opportunity  to  atari 
practice  or  change  location.  Retiring.  Write:  Francis 

Remy,  M.D.,  State  Hospital,  Central  Islip,  N.Y. 


SUBURBAN  EIGHT  ROOM  AIR  CONDITIONED 
office.  Waiting,  consultation,  3 treatment,  X-ray,  lab, 
developing  rooms;  beautifully  decorated.  Twenty  year 
general  practice  grossing  sixty  thousand.  Three  closeby 
hospitals.  Long  term  lease,  option  to  buy  or  sell  for 
real  estate  value  and  fair  value  equipment.  31/*  room 
ideal  apartment  above  office.  Box  776,  % NYSJM. 


EAST  HAMPTON:  NEW  ALL  ELECTRIC  HOUSE  ON 
wooded  acre,  2 levels  and  basement;  garage,  5 bedrooms; 
air  cond.;  fireplace;  sundecks;  privacy;  easy  walk  to 
bay  and  harbor  beaches.  Call  (516)  GR  5-2281,  or  write: 
J.  P.  Miller,  Box  805,  Patchogue,  N.Y.  11772.  Other 
new  houses  available  in  same  area. 


RUMFORD,  MAINE:  HOUSE,  3 BEDROOMS,  2 

baths,  2-car  garage;  modernized  kitchen;  wall  to  wall 
carpeting;  winterized- Andersen  windows.  */•*  acre  par- 
tially wooded,  in  heart  of  vacation  land.  Hospital  nearby. 
$40,000.  James  Higgins,  M.D.,  100  Claydon  Rd.,  Garden 
City,  N.  Y.  11530.  Call  (516)  248-0285. 


PRACTICE  WANTED 


G.P.,  AGE  41,  WITH  11  YEARS  OF  EXPERIENCE  IN 
private  practice.  Due  to  deterioration  in  present  neigh- 
borhood, wishes  to  relocate  to  East  Side  of  Manhattan, 
preferably  60’s  or  70’s.  Seeking  affiliation  with  an  active 
practice  with  view  to  eventual  partnership  or  outright 
purchase.  Box  773,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


PRACTICE  FOR  SALE:  INCOME  BETWEEN  40,000 

50,000.  Fully  equipped  office,  newly  redecorated,  of 
retiring  general  practitioner  in  active  practice  for  30  yrs. 
Possibility  of  home  and  office  or  office  alone.  Terms 
available.  Call  Albany  collect  (518)  489-1906,  I.  Drapkin, 
M.D.,  110  Fairlawn  Ave.,  Albany,  N.  Y. 


FOR  SALE:  EYE,  EAR,  NOSE  AND  THROAT,  40 

years  practice,  office  and  house.  Still  active.  Gerald  E. 
Pauley,  M.D.,  94-60  220  St.,  Queens  Village,  N.Y.  11428. 
Phone  HO  5-3113. 
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LABOR  ATORIE 
DIVISION 

New  York.  N.Y.  10' 


The  tab  is  as  small  as  the  tablet!  Only  pennies  per  dose! 

One-third  to  one-half  less  than  another  leading  penicillin  G tablet.* 

And  they’re  one-half  to  one-third  smaller  than  other  leading  brands  . . . 
an  important  consideration  for  your  younger  and  older 
patients  with  “pill  swallowing”  problems. 

Tiny  as  they  are,  each  Pfizerpen  Tablet  bears  both  the  Pfizer 
imprint  and  the  dosage  strength:  200,000,  250,000  and 
400,000  units.  Dispensing  is  more  accurate — much  safer. 

Why  prescribe  a more  expensive  brand? 

It’s  no  better.  Just  bigger.  Harder  to  swallow. 

In  more  ways  than  one.  Pfizerpen — from  the 
manufacturer  who  first  made  penicillin  generally 
available  for  clinical  practice. 

Also  available:  Pfizerpen  Powder  for  Syrup,  400,000 
units/ 5 cc.  reconstituted.  Bottles  of  80  cc.  and  150  cc. 

•Based  on  manufacturers’  published  direct  price  to  retailer 
per  single  bottle  of  100  tablets. 
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NEW  YORK  CITY  AREA 


SUNDAY-MARCH  2 

9:30  a.m.  — 4:00  p.m. 

The  New  York  State  Medical  Assistants 
Association 

New  York  University  Medical  Center 
550  First  Avenue 

Educational  Seminar  for 
Medical  Assistants/Secretaries 

NEW  VIEWS  AND  REVIEWS 

for  information,  please  contact:  Renie  H.  Ganzenmuller, 
12  Kalmia  Street,  E.  Northport,  N.Y.  11731. 


March  3,  1969  / March  7,  1969 

New  York  University  Medical  Center 
550  First  Avenue 

Symposium  on 

ARTHRITIS  AND  RELATED  DISORDERS 

FEE:  $125  CREDIT:  C-l 
Apply  to  Office  of  the  Recorder  at  the  above  address 


March  3,  1969  / March  7,  1969 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

Columbia-Presbyterian  Medical  Center 
21  Audubon  Avenue,  Suite  305 

12th  ANNUAL  INSTITUTE  FOR 
PHYSICIANS  IN  INDUSTRY 

Address  inquiries  to  Eric  R.  Osterberg,  M.D.,  Director 
Program  of  Continuation  Education  at  the  above  address. 


March  3,  1969  / March  24,  1969 

9:00  a.m.  — 10:00  a.m.,  Mon.  & Thur. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 

DERMATOLOGY  IN  GENERAL  PRACTICE 

SAMUEL  M.  PECK,  M.D.,  ARTHUR  W.  GLICK,  M.D., 
IRWIN  KANTOR,  M.D.,  LEONARD  KORNBLEE,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  C-l 

Address  inquiries  to  the  Registrar 


March  3,  1969  / April  24,  1969 

10:00  a.m.  — 1 1 :00  a.m.,  Mon.  & Thur. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 


OCCUPATIONAL  DERMATOLOGY 

SAMUEL  M.  PECK,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


March  3,  1969  & March  10,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  at  Elmhurst 

79-01  Broadway,  Elmhurst,  Queens 

March  3 

Clinical  Pathological  Conference 

March  10 

Grand  Rounds 

New  Agents  for  the  Treatment  of 
Cardiogenic  Shock 

LESLIE  KUHN,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY-MARCH  3 

7:00  p.m. 

Silik  H.  Polayes  "Slide-of-the-Month"  Club, 
Regional  Pathology  Society 
Pathology  Conference  Room 
The  Brooklyn  Hospital  Division 
Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue 
Brooklyn 


8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmol 

ogy 

2 East  103rd  Street 

PHOTO-COAGULATION  AS  A 
TREATMENT  FOR  DIABETIC 
RETINOPATHY 

PAUL  C.  WETZIG 
Colorado  Springs,  California 


March  3,  1969  / for  five  weekly  sessions 

8:30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  62nd  Street 

PLEASURES  AND  PAINS  OF 
ADOLESCENTS 

B.  JOAN  HARTE,  M.D. 

CREDIT:  C-l 


March  4,  1969  & March  11,  1969 

9:00  a.m.  — 10:00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck,  Queens 
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TUESDAY-MARCH  4 


March  4 

Diseases  of  the  Esophagus 

ROBERT  LOWY,  M.D. 

March  11 

Peptic  Ulcer  Disease:  Complications 
and  Therapy 

ROBERT  LOWY,  M.D. 


March  4,  1969  & March  11,  1969 

9:00  a.m.,  Tuesdays 

St.  Vincent's  Hospital  and  Medical  Center 
Mother  Loretto  Bernard  Auditorium 

Cronin  Building 
153  West  11th  Street 

Pediatric  Conferences 

March  4 

The  Maltreatment  Syndrome 

VINCENT  J.  FONTANA,  M.D. 

March  11 

Congenital  Malformations 

THEODORE  KUSHNICK,  M.D. 

New  Jersey  College  of  Medicine 
CREDIT:  C-l 


March  4,  1969  & March  11,  1969 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

March  4 

Spinal  Cord  Lesions 

JAY  ROSENBLUM,  M.D.,  New  York  Infirmary 
A.  H.  KIRSHENBAUM,  M.D.,  Beth  Israel  Hospital 

March  11 

Megaloblastic  Anemia  with  Neurologic 
Manifestations 

EDWARD  REISNER,  M.D. 

St.  Luke's  Hospital,  New  York  City 


March  4,  1969  / April  8,  1969 

1:00  p.m.  — 2:30  p.m.,  Tuesdays 

The  Page  and  William  Black 
Post-Graduate  School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 

PSYCHODIAGNOSTICS  FOR 
PSYCHIATRISTS 

FRED  BROWN,  Ph.D. 

FEE:  $50 


MARCH  4,  1969  / MARCH  6,  1969 
Columbia  University  School  of  Public 
Health  and  Administration 

21  Audubon  Avenue  — Suite  305 

PREVENTION  NARCOTICS  ADDICTION 

FEE:  $75  CREDIT:  C-l 


7:00  p.m 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

Presentations  of  Cases 

Members:  7:00  p.m.  — 7:45  p.m. 

Nonmembers:  7:45  p.m.  — 8:30  p.m. 

From  the  Departments  of  Dermatology  of: 

a.  Columbia-Presbyterian  Medical  Center 
CARL  T.  NELSON,  M.D. 

b.  Roosevelt  Hospital 

ROYAL  M.  MONTGOMERY,  M.D. 

c.  St.  Luke's  Hospital 

ALEX  W.  YOUNG,  JR.,  M.D. 


March  4,  1969  & March  11,  1969 

8:00  p.m.,  Tuesdays 

U.S.  Public  Health  Service  Hospital 

Bay  and  Vanderbilt  Streets 
Staten  Island 

EYE  CARE  IN  GENERAL  PRACTICE 
March  4 

The  Ocular  Examination 
March  11 

Ocular  Emergencies 

NO  FEE  CREDIT:  C-l 


March  4,  1969  / for  five  sessions 

8:30  p.m.,  Tuesdays 

The  American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

Orientation  Course  in 

KAREN  HORNEY'S  HOLISTIC 
APPROACH  TO  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYSIS 

For  further  information  write  to  the  Dean: 

HARRY  GERSHMAN,  M.D.,  at  the  above  address. 


WEDNESDAY-MARCH  5 

3:30  p.m. 

French  Hospital 

330  West  30th  Street 
Blum  Auditorium 

Lecture  on  Clinical  Management  of  Cancer 

CERVIX,  UTERUS,  OVARY 

LEON  TANCER,  M.D. 

NO  FEE  CREDIT:  C-l 
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8:30  p.m. 

The  New  York  Academy  of  Medicine,  Sec- 
tion on  Physical  Medicine  and  Rehabili- 
tation with  New  York  Society  of  Physical 
Medicine  and  Rehabilitation 

2 East  103rd  Street 

TREATMENT  OF  PARKINSONISM  WITH 
L-DOPA 

MELVIN  D.  YAHR,  M.D. 

Columbia  University  P & S 


WEDNESDAY-MARCH  5 

9:00  p.m. 

The  Bronx-Lebanon  Hospital  Center 
Concourse  Division 

Grand  Concourse  and  Mt.  Eden  Parkway 
Bronx 

7 2th  Annual  Tillie  S.  Bergman  Lectue 

AUTO  CRASH  INJURIES;  PREVENTION 
AND  TREATMENT 

PRESTON  A.  WADE,  M.D. 

Cornell  University  Medical  College 


Pediatric  Allergy  Conferences 

March  6 

Life-Threatening  Aspects  of  Asthma- 
Toxic  and  Allergic  Reactions 

JOSEPH  H.  FRIES,  M.D. 

Downstate  Medical  Center 

March  13 

Complement  and  Other  Nonspecific 
Factors  in  Immunity 

FERNANDO  MORENO-PAGAN,  M.D. 

CREDIT:  C-l 


March  6,  1969  / May  22,  1969 

4:30  p.m.  — 6:00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 

HYPNOSIS  FOR  THE  PHYSICIAN  AND 
DENTIST 

ELLIOT  N.  WINEBERG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-l 


THURSDAY-MARCH  6 

9:00  a.m.  — 10:00  a.m. 

New  York  Infirmary 

Stuyvesant  Square  East  and  15th  Street 
Toscanini  Conference  Room,  3rd  Floor 

THE  MANAGEMENT  OF  THE  DIABETIC 
SURGICAL  PATIENTS 

WINIFRED  C.  LOUGHLIN,  M.D. 

New  York  University  Hospital 

March  6,  1969  & March  13,  1969 

10:00  a.m.  — 12:00  noon,  Thursdays 

Teachers  College  and  the  School  of  Public 
Health  and  Administrative  Medicine  of 
Columbia  University 

Lenox  Hill  Hospital 
1086  Lexington  Avenue 

Work  Conference  for  School  Physicians 

March  6 

Psychosexual  Development 
(Pre-school  Years) 

M.  J.  ARONSON,  M.D. 

March  13 

Psychosexual  Development 
(School  years) 

M.  J.  ARONSON,  M.D. 

CREDIT:  C-l 


March  6,  1969  & March  13,  1969 

11:00  a.m.,  Thursdays 
St.  Vincent's  Hospital  and  Medical  Center 
Cronin  Building,  Room  508 


March  7,  1969  & March  14,  1969 

4:00  p.m.  — 5:00  p.m.,  Fridays 

Columbia  University  P & S 

Francis  Delafield  Hospital 
99  Fort  Washington  Avenue 

March  7 

Chemotherapeutic  Studies  with 
Asparaginase 

JOSEPH  H.  BURCHENAL,  M.D. 

Sloan-Kettering  Institute  for  Cancer  Research 

March  14 

Collagen  or  Hydroxyproline  Metabolism 

ELIJAH  ADAMS,  M.D. 

University  of  Maryland  School  of  Medicine 


March  10,  1969  / April  28,  1969 

3:00  p.m.  — 5:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 

STRABISMUS 

EDWARD  L.  RAAB,  M.D. 

FEE:  $80 


MONDAY-MARCH  10 

4:30  p.m. 

Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 
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RECONSTRUCTIVE  PROCEDURES  FOR 
RADIAL  NERVE  PALSY 

J.  WILLIAM  LITTLER,  M.D. 


8:30  p.m. 

New  York  Academy  of  Gastroenterology 
and  the  New  York  Chapter  of  American 
College  of  Gastroenterology 

2 East  103rd  Street 

Joint  Meeting 

1.  Long  Term  Results  of  Treatment  in 
Tropical  Sprue 

MARGOT  SHINER,  M.D. 

Central  Middlesex  Hospital,  London 

2.  Natural  History  and  Treatment  of  Giar- 
diasis of  the  Small  Intestine 

ARTHUR  LINDNER,  M.D. 

N.Y.U.  College  of  Medicine 


WEDNESDAY-MARCH  12 

8:30  p.m. 

Society  of  Medical  Psychoanalysis 
2 East  1 03rd  Street 

ASPECTS  OF  PASSIVITY:  FEMININE 
IDENTIFICATION  IN  THE  MALE 

ANITA  I.  BELL,  M.D. 

Discussants: 

MARVIN  DRELLICH,  M.D.,  RICHARD 
YASMAJIAN,  M.D.  and  BARRY  SINGER,  M.D. 


March  13,  1 9 69  / March  15,  1969 

9:00  a.m.  — 5:00  p.m.,  Thurs.  & Fri. 

9:00  a.m.  — 12:00  noon,  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

RECENT  DEVELOPMENTS  IN 
OBSTETRICS  AND  GYNECOLOGY 

SAUL  B.  GUSBERG,  M.D.  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  C-l 


THURSDAY-MARCH  13 

5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Blumenthal  Auditorium 
Fifth  Avenue  at  99th  Street 

Annual  I.  C.  Rubin  Lecture 


THE  HEALTH  OF  THE  FETUS  DURING 
LABOR 

PROFESSOR  STANLEY  G.  CLAYTON 
King's  College  Hospital  Medical  School 
University  of  London 


8:00  p.m. 

Brooklyn  Neurological  Society 
Downstate  Medical  Center 

Basic  Science  Building,  2nd  floor 
450  Clarkson  Avenue,  Brooklyn 

EFFECT  OF  ENDOCRINES  ON  BRAIN 
FUNCTION 

DONALD  H.  FORD,  Ph.D. 

Downstate  Medical  Center 


March  13,  1969  / for  five  weekly  sessions 

8:30  p.m.,  Thursdays 

American  Institute  for  Psychoanalysis 
Karen  Horney  Clinic  Building 

329  62nd  Street 

THE  NEUROTIC  AND  HIS  FAMILY: 
INTRODUCTION  TO  FAMILY  THERAPY 

PAUL  FRANKLIN,  M.D. 

NO  FEE  CREDIT:  C-l 


FRIDAY-MARCH  14 

8:00  p.m. 

Pinel  Institute 

Staten  Island  Family  Service 
25  Victory  Boulevard,  Staten  Island 

PARENTAL  ATTITUDE  AS  CAUSE  OF 
MENTAL  ILLNESS-AN  ASSIMILATIVE 
THEORY 

I.  EMERY  BREITNER,  M.D. 

For  registration  contact: 

SID  HERLING,  MSW.,  Admin.  Dir. 


ALBANY  AREA 


Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Teaching  Day  Schedule 

The  March  schedule  of  Teaching  Days  is  as  follows: 

March  6,  1969— A Teaching  Day  in  Pul- 
monary Diseases 

Registration  8:45  a.m. 

Tuition  $20.00 

March  13,  1969— A Teaching  Day  in  Cancer 

Registration  8:45  a.m. 

Tuition  $20.00 
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March  20,  1969— A Teaching  Day  in  Pedi- 
atrics-Infectious Diseases 

Registration  10:00  a.m. 

Tuition  $20.00 

March  27,  1969— A Teaching  Day  in  Neuro- 
surgery 

Registration  10:00  a.m. 

Tuition  $20.00 

CREDIT:  C-l 


NASSAU  COUNTY 


WEDNESDAY-MARCH  5 

1 1 :00  a.m. 

Nassau  Hospital 

Mineola 

THE  BACKGROUND  AND  CURRENT 
STATUS  OF  THE  SEARCH  FOR  VIRUSES 
IN  HUMAN  LEUKEMIA  AND 
LYMPHOMA 

FRANK  RAUSCHER,  JR.,  M.D. 

National  Cancer  Institute,  Bethesda 


March  6,  1969  & March  13,  1969 

1 1 :30  a.m.,  Thursdays 

Meadowbrook  Hospital 
East  Meadow 

Pediatric  Conferences 

March  6 

Clinical  Pathological  Conference 
March  13 

Prolonged  Neonatal  Obstructive 
Jaundice 

MERVIN  SILVERBERG,  M.D. 

Bronx-Lebanon  Hospital  Center 


MONDAY-MARCH  10 

8:00  p.m. 

Long  Island  Jewish  Hospital 
New  Hyde  Park 

Ophthalmology  Education  Program 

SELECTED  TOPICS  IN  STRABISMUS 

JOSEPH  GOLDSTEIN,  M.D. 

Downstate  Medical  Center 


RADIO  IN  NEW  YORK  CITY 


Mondays  7:05  a.m.;  Fridays  7:05  a.m.  & 9:50  p.m. 
National  Science  Network 
Radio  Station  WNCN  104.3  FM 


Medical  Week  and  Doctors  News  Report 

A radio  program  designed  and  written  specifically  for 
physicians.  It  includes  a concise  summary  of  the  latest 
news  from  the  world  of  medicine  and  advance  listings 
of  the  time  and  place  of  medical  meetings  in  the 
metropolitan  area.  It  is  presented  in  the  morning  and 
evening  every  Friday,  and  repeated  the  following 
Monday  morning.  10  minutes  each  program. 


March  3,  1969  & March  10,  1969 

12:00  noon  — 1:00  p.m.,  Mondays 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES 
FOR  PHYSICIANS 

Station  WRVR-FM  106.7  me. 

March  3 

Diagnosis  and  Treatment  Conference 
Albany  Medical  College 

March  10 

Antibodies  in  Fact,  Fiction  and  Future 

ROBERT  L.  PERKINS,  M.D.,  SAMUEL  SASLAW,  M.D. 

Ohio  State  University  College  of  Medicine 


RADIO  IN  ALBANY  AND 
CANTON 


March  3,  1969  / March  14,  1969 

12:00  noon  — 1:00  p.m.,  Mon.  — Fri. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES 
FOR  PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me.  (Tuesdays  only) 

March  3 & 6 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 

March  4,  5,  & 7 

Practical  Approaches  to  Some  Common 
Skin  Problems 

STURE  A.  M.  JOHNSON,  M.D. 

University  of  Wisconsin  Medical  School 

March  10  & 13 

Antibiotics  in  Fact,  Fiction  and  Future 

ROBERT  L.  PERKINS,  M.D. 

SAMUEL  SASLAW,  M.D. 

Ohio  State  University  College  of  Medicine 

March  11,  12  & 14 
Title  to  be  announced 

DHODANAND  KOWLESSAR,  M.D. 

Jefferson  Medical  College  of  Philadelphia 
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IMPORTANT  NOTICE 

For  the  benefit  of  those  physicians  who 
wish  to  qualify  for  participation  in  the 
New  York  Medical  Assistance  Program 
(Medicaid)  by  means  of  the  Continuing 
Medical  Education  Program,  WHAT  GOES 
ON  will  endeavor  to  designate  all  courses 
which  will  qualify  for  Category  1 credits  as 
C-l  courses.  The  requirements  for  physicians 
qualifying  on  a continuing  medical  education 
basis  are:  During  each  3 year  period  they 
must  take  at  least  50  hours  in  Category  1 
(formal  courses  are  marked  C-l). 


TELEVISION 

The  State  University  of  New  York 
REPORTS  TO  THE  PHYSICIAN  II 


PHYSICIANS’  PLACEMENT  OPPORTUNITIES 

(Continued  from  last  issue) 

MINEVILLE,  N.  Y.,  Essex  County.  Plant  Physician  and 
Surgeon  for  Republic  Steel  Corporation. 

CONTACT:  OSCAR  GREENE,  M.D.,  Mineville,  N.  Y.  1 2956. 

Tel.  (518)  942-3333,  or  MR.  WILLIAM  A.  BLOMSTRAN, 
District  Manager,  Republic  Steel  Corporation,  Port 
Henry,  N.  Y.  1 2974.  Tel.  942-661  1 

PORTVILLE,  N.  Y.,  Cattaraugus  County.  Internist  and 
Pediatrician  needed  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer 

Medical  Center,  Portville,  N.  Y.  14770.  Tel.  (716) 
XF  3-8776. 

SENECA  FALLS,  N.Y.,  Seneca  County.  General  Practi- 
tioner, Internist  and  Pediatrician. 

CONTACT:  MR.  WAYNE  L.  YEARICK,  Administrator, 

Seneca  Falls  Hospital,  Seneca  Falls,  New  York  13148. 
Tel.  (3 15)  568-9401 


Please  make  the  following  corrections  in  the  lists  which  were 
published  in  the  December  and  January  issues  of  WHAT 
GOES  ON: 


Tuesdays,  6:30  p.m.  - 7.00  p.m. 

WSKG  Channel  46,  Binghamton;  WNED-TV  Channel  17, 
Buffalo;  WXXI  Channel  21,  Rochester;  WMHT  Channel 
17,  Schenectady;  WCNY-TV  Channel  24,  Syracuse. 

Tuesdays,  7.00  p.m.  - 7:30  p.m. 


Under  Lake  Placid,  N.  Y.,  change  the  name  of  the  con- 
tact to:  MR.  JOHN  WATT,  Chairman,  Physician-Re- 

cruitment Committee,  Lake  Placid  Club,  Essex  County, 
N.  Y.  1 2946. 

Under  Webster-Penfleld,  N.  Y.,  correct  the  spelling  of 
the  name  KENNETH  HUGHES,  M.D. 


WNYC-TC  Channel  31,  New  York  City 

CLINICAL  VIROLOGY 


March  11: 
March  18: 
March  25: 
April  1: 
April  8: 
April  15: 
April  22: 
April  29: 


The  Nature  of  Viruses 
Laboratory  Aspects,  Part  I 
Laboratory  Aspects,  Part  II 
Respiratory  Diseases 
Exanthematous  Diseases,  Part  I 
Exanthematous  Diseases,  Part  II 
Hepatitis 

Systemic  Diseases 


NEW  JERSEY 


EAST  ORANGE,  N.  J.,  needs  an  Assistant  Chief  for  a Pul- 
monary Disease  Service,  or  ward  physician.  Active, 
1 60-bed  service,  affiliated  with  Medical  School. 
CONTACT:  MAURICE  J.  SMALL,  M.D.,  Chief,  Pulmonary 

Disease  Service,  VA  Hospital,  East  Orange,  N.  J. 
07019.  Tel:  (201 ) 676-1  000,  Ext.  220. 


EVENTS  RECEIVED  AFTER  DEADLINE 


Moderator:  MARVIN  L.  BLOOM,  M.D. 


TELEPHONE  LECTURE  NETWORK 
WESTERN  NEW  YORK  AND 
ERIE  COUNTY,  PA. 


March  5,  1969  / March  26,  1969 

5:00  p.m.,  Wednesdays 

Manhattan  Eye  Ear  Throat  Hospital 

210  East  64th  Street 
Ophthalmology  Lectures 

March  5 


March  4 

Drug  Induced  Blood  Dyscrasias 

ALFRED  M.  STEIN,  M.D. 

March  1 1 

Chemotherapy  in  Gynecologic 
Malignancies 

MYROSLAW  M.  HRESCHYSHN,  M.D. 

Speakers  are  from  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

For  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 
Telephone  Lecture  Network 
Health  Organization  of  Western  New  York  Inc. 
2211  Main  Street,  Buffalo,  N.Y.  14214 


Oculocutaneous  Syndrome 

DAN  GORDON,  M.D. 

March  12 

Diseases  of  the  Conjunctive 

PETER  MARIS,  M.D. 

March  19 

Anisometropia  and  Aniseikonia 

ARTHUR  LINKSZ,  M.D. 

March  26 

Ophthalmic  Pathology 

PAUL  HENKIND,  M.D. 
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ALBANY  AREA 


THURSDAY— MARCH  6 

8:45  o.m.  Registration 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Huyck  Auditorium 

CONCEPTS  OF  INTERSTITIAL 
PULMONARY  DISEASES 


1.  Pulmonary  Function  in  Lung  Cancer 

JAMES  H.  CULLEN,  M.D. 

VA  Hospital,  Albany 

2.  The  Pulmonary  Manifestation  of  Con- 
nective Tissue  Disorder 

GORDON  L.  SNYDER,  M.D. 

Boston  University  School  of  Medicine 

3.  The  Pathophysiology  of  Interstitial  Pul- 
monary Disease 

GILES  FILLEY,  M.D. 

University  of  Colorado  School  of  Medicine 

4.  Boeck’s  Sarcoid 

ROBERT  L.  MAYOCK,  M.D. 

University  of  Pennsylvania 
School  of  Medicine 

FEE:  $20  CREDIT:  C-l 


NIAGARA  FALLS 


SATURDAY— MARCH  8 

8:30  a.m.  Registration 

Niagara  Falls  Academy  of  Medicine 

Parkway  Inn 

23rd  ANNUAL  CLINICAL  DAY 

1.  An  Introduction:  Pathologic  Physiology 

and  the  Explosion  in  Diagnostic  Methods 

WILLIAM  A.  SODEMAN,  M.D. 

JefFerson  Medical  College 

2.  Is  Your  Patient  Euthyroid? 

SIDNEY  H.  INGBAR,  M.D. 

Harvard  Medical  School 

3.  The  Future  of  Liver  Function  Tests 

A.  WENDELL  MUSSER,  M.D. 

Duke  University  Medical  Center 

4.  Lipids,  Lipoproteins,  and  Atherosclerosis 

ROBERT  I.  LEVY,  M.D. 

National  Heart  Institute 

5.  Multiple  System  Chemical  Profiles 

D.  MURRAY  YOUNG,  M.D. 

Toronto  General  Hospital 

6.  Drugs,  Chemicals,  and  Activities  that 
Affect  Laboratory  Results 

Co-Sponsor:  Niagara  County  Chapter  AAGP 

FEE:  $7.50  CREDIT:  C-l 
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TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  “nerves.” 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


T9I7A 


U.S.  PATENT  NO.  3,001,910 


l/«9 


If  he  can  remember  breakfast, 
he  can  remember  Renese-R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a PM.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Only  one  tablet  a day  helps  bring  the  diastolic 

Ftef 

V2> 


f polythiazide  2 mg.  c reserpine  0.25  mg. 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine — Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age  : Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz-  | 
ards  to  the  fetus.  The  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and  ‘ 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions:  Since  all  diuretic  agents  may 
reduce  serum  levels  of  sodium,  chloride,  anc 
potassium,  patients  should  be  observed  regu-l 
larly  for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro- 
intestinal disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate 
effects  of  hypokalemia.  Should  hypokalemia  | 
occur  or  be  suspected,  foods  high  in  potas- 
sium may  be  added  to  the  diet  (bananas,  j 
apricots,  citrus  fruit  juice,  prune  juice,  etc.)  ( 
or  oral  potassium  supplements  administered  « ( 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs  j; 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
ance even  in  previously  normal  patients  or 
decrease  PBI  levels  without  signs  of  thyroid 
disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
may  decrease  the  arterial  responsiveness  to 
norepinephrine.  The  antihypertensive  effects 
of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

Reserpine— Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine — Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
—0.25  mg.  reserpine),  blue.  Bottles  of  100 
and  1,000. 

More  detailed  professional  information  avail- 
able on  request. 


LABORATORIES  DIVISION 

New  York.  N Y.  10017 
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nTz*  ' 

delivers  relief  of  nasal  symptoms 


The  first  spray- 1 or  2 squirts-of  nTz  opens  the  infe- 
rior part  of  the  common  meatus.  The  second  spray,  a 
few  minutes  later,  shrinks  the  turbinates  to  promote 
adequate  sinus  drainage  and  ventilation— to  help  pre- 
vent sinusitis.  Dosage  may  be  repeated  every  three  or 
four  horns. 

The  fact  is,  xTz  is  more  than  a simple  vasocon- 
strictor. It  contains : 

Neo-Synephrine1®  HC1  0.5%,  a decongestant  of 
unexcelled  efficacy  (in  full  adult  strength)  to  shrink 
nasal  membranes  and  allow  comfortable  breathing. 

Thenfadil*  HC1  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1:5000,  an  excellent  wetting  agent 
and  antiseptic  preservative  to  aid  rapid  spread  of 
the  components. 

xTz,  for  temporary  relief  of  nasal  symptoms,  is 
well  tolerated,  but  overdosage  should  be  avoided. 

Available:  nTz  Nasal  Spray  in  squeeze  bottles  of 
20  ml.;  nTz  Solution  in  bottles  of  1 oz.  with  dropper. 


H//rrfhrvp 
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When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic 
patient,  she  may  be  susceptible 
to  mondial  overgrowth. 

That’s  why  she  needs  the  extra 
protection  of  Tetrex-F  whenever 
tetracycline  therapy  is  indicated. 
Tetrex-F  provides  well-tolerated  tet- 
racycline phosphate  complex  for  the 
bacterial  infection  — nystatin  to  help 
prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION.  For  complete  infor- 
mation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetracy- 
cline-sensitive organisms,  in  patients  with  increased 
susceptibility  to  monilial  infections.  Contraindications: 
The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  W arnings:  Photodynamic  reactions 
have  been  produced  by  tetracyclines.  Natural  and  arti- 
ficial sunlight  should  be  avoided  during  therapy.  Stop 
treatment  if  skin  discomfort  occurs.  With  renal  im- 
pairment, systemic  accumulation  and  hepatotoxicity 
may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precau- 
tions: Bacterial  superinfections  may  occur.  Infants 
may  develop  increased  intracranial  pressure  with  bulg- 
ing fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly 
for  3 months.  Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  der- 
matitis, and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  q.i.d.  Continue  for  10  days  in  Beta- 
hemolytic  streptococcal  infections.  Administer  one  hour 
before  or  two  hours  after  meals.  Supplied:  Capsules, 
bottles  of  16  and  100.  Each  capsule  contains  tetracy- 
cline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HC1  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles. 

A.H.F.S.  Category  8:12 


Whenever  monilia  may 
threaten  tetracycline  therapy 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


7 
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Each  fluidounce  contains:  80  mg. 
Benadryl * (diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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Hygroton can  work  a long  day  too 

chlorthalidone  in  edema  and  hypertension 

Just  one  tablet  in  the  morning  can  often  help  control 
edema  and  hypertension  in  the  evening. 

A smooth  way  to  move  out  excess  sodium  and  water. 

It  can  cause  side  effects. 

And  it's  contraindicated  in  cases  of  hypersensitivity 
to  the  drug  and  severe  renal  or  hepatic  diseases. 

Geigy  Before  writing  it  for  your  patients,  please  review 

the  prescribing  information. 

It's  summarized  on  the  next  page. 


in  edema  and  hypertension 

A little  Hygroton'can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersen- 
sitivity and  most  cases  of 
severe  renal  or  hepatic 
diseases. 

Warning:  With  the  adminis- 
tration of  enteric-coated 
potassium  supplements, 
which  should  be  used  only 
when  adequate  dietary 
supplementation  is  not  practi- 
cal, the  possibility  of  small- 
bowel  lesions  (obstruction, 
hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Sur- 
gery for  these  lesions  has  been 
required  frequently  and 
deaths  have  occurred.  Discon- 
tinueenteric-coated  potassium 
supplements  immediately  if 
abdominal  pain,  distention, 
nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur. 

Use  with  caution  in  pregnant 
women  and  nursing  mothers 
since  the  drug  may  cross  the 
placental  barrier  and  appear 
in  cord  blood  and  since  thia- 
zides may  appear  in  breast 
milk. The  drug  may  result  in 
fetal  ®r  neonatal  jaundice', 
thrombocytopenia,  and  pos- 
sibly other  adverse  reactions 
which  have  occurred  in  the 
adult.  When  used  in  women  of 
childbearing  age,  balance 
benefits  of  drug  against  pos- 
sible hazards  to  fetus. 


Precautions:  Antihypertensive 
therapy  with  this  drug  should 
always  be  initiated  cautiously 
in  postsympathectomy  pa- 
tients and  in  patients  receiving 
ganglionic  blocking  agents, 
other  potent  antihypertensive 
drugs  or  curare.  Reduce  dos- 
age of  concomitant  antihyper- 
tensive agents  by  at  least  one- 
half.  Because  of  the  possibility 
of  progression  of  renal  dam- 
age, periodic  determination  of 
the  BUN  is  indicated.  Discon- 
tinue if  the  BUN  rises  or  liver 
dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipi- 
tated. 

Electrolyte  imbalance,  sodium 
and/or  potassium  depletion 
may  occur.  If  potassium  deple- 
tion should  occur  during  ther- 
apy, the  drug  should  be  dis- 
continued and  potassium 
supplements  given,  provided 
the  patient  does  not  have 
marked  oliguria. 

Take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea, 
gastric  irritation,  vomiting, 
anorexia,  constipation  and 
cramping,  dizziness,  weak- 
ness, restlessness,  hypergly- 
cemia, glycosuria,  hyperuri- 
cemia, headache,  muscle 


cramps,  orthostatic  hypoten- 
sion, which  may  be  potentiated 
when  chlorthalidone  is  com- 
bined with  barbiturates,  nar- 
cotics or  alcohol,  aplastic 
anemia,  leukopenia,  thrombo- 
cytopenia, agranulocytosis, 
impotence,  dysuria,  transient 
myopia,  skin  rashes,  urticaria, 
purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis 
when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop 
after  prolonged  administra- 
tion. Other  reactions  reported 
with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg. 
with  breakfast  daily  or  100  mg. 
every  other  day. 

Availability:  White,  single- 
scored  tablets  of  100  mg.  and 
aqua  tablets  of  50  mg.,  in 
bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see 
the  complete  prescribing 
information. 


Geigy  Pharmaceuticals 
Division  of  „ 

Geigy  Chemical  Corporation  | 
Ardsley,  New  York  10502  5 


Books  Received 


Pathology  of  Leukemia.  By  George  D. 
Amromin,  M.D.  Quarto  of  448  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1968.  Cloth,  $26.50. 

The  pathologic  and  clinical  picture  of  leu- 
kemia has  been  dramatically  altered  with  the  ad- 
vent of  chemotherapeutic  and  antibiotic  agents. 
Autopsy  findings,  bone  marrow  studies,  and 
sections  and  smears  of  tissue  now  reflect  not 
only  the  original  pathologic  process  but,  also,  the 
therapeutic  as  well  as  the  destructive  effects  of 
the  agents  used. 

To  describe  these  changes  and  to  contrast  the 
“old”  with  the  “new”  pathology,  the  author  has 
documented  in  detail  the  pathologic  picture  of 
604  autopsies  personally  performed  on  patients 
with  leukemia.  The  bulk  of  this  volume  is 
descriptions  of  the  gross  pathology  and  histo- 
pathology  of  each  of  the  organ  systems,  con- 
trasting the  picture  in  treated  and  untreated 
cases,  and  pinpointing  when  possible  those 
changes  due  to  treatment.  All  the  material  is 
meticulously  illustrated  and  its  value  is  en- 
hanced by  pertinent  references  to  the  literature. 
A valuable  section  on  physiopathologic  changes 
rounds  out  this  section  of  the  book. 

In  addition  to  his  personal  contribution,  the 
author  has  included  sections  on  electron  micros 
copy  of  normal  and  leukemic  cells,  histochemical 
enzymology  of  leukemic  cells,  cytogenetics,  and 
problems  of  bleeding  and  clotting  contributed  by 
four  collaborators  who  are  experts  in  these  fields. 
These  chapters  are  the  more  exciting  since  they 
present  material  that  is  new,  and  in  some  meas- 
ure unfamiliar.  The  histopathologic  material, 
on  the  other  hand,  is  available  (with  a consider- 
able expenditure  of  effort)  in  any  good  pathology 
department. 

The  author  and  his  collaborators  should  be 
congratulated  on  their  thoughtful  organization 
of  the  mass  of  data  presented  in  this  volume. 
Irving  B.  Wexler,  M.D. 

The  Surgical  Management  of  Rheumatoid 
Arthritis.  By  Robert  L.  Preston,  M.D. 
Quarto  of  579  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1968.  Cloth, 
$23.50. 

There  is  an  increased  interest  in  the  surgical 
approach  to  rheumatoid  arthritis.  For  some 
time  now  reconstructive  surgery  has  been 
studied  in  many  centers  and  Dr.  Preston  is  one 
of  the  pioneers  in  orthopedic  surgery  for  this 
disease. 

Recently,  the  question  of  early  synovectomy 
for  rheumatoid  arthritis  has  received  consider- 
able attention,  and  Currier  McEwen,  M.D.,  who 
has  written  introductory  chapters  on  the  medical 


management  of  rheumatoid  arthritis  for  this 
book,  is  one  of  the  leaders  in  this  study. 

It  is  of  particular  interest,  therefore,  to  the 
orthopedic  surgeon  that  this  book  is  published  at 
this  time.  It  contains  valuable  sections  on  the 
anatomy  of  joints,  their  proper  examination,  and 
both  physical  medical  and  orthopedic  manage- 
ment. The  illustrations  add  considerably  to  the 
clarity  of  the  presentation. 

Most  physicians  interested  in  rheumatoid 
arthritis,  and  certainly  all  orthopedic  surgeons, 
should  read  this  book  and  then  evaluate  for 
themselves  the  place  of  surgery  in  the  manage- 
ment of  rheumatoid  arthritis.  Charles  M. 
Plotz,  M.D. 

The  Negligent  Doctor.  By  Charles  Kramer. 
Octavo  of  250  pages.  New  York,  Crown  Pub- 
lishers, Inc.,  1968.  Cloth,  $5.95. 

The  author,  a prominent  attorney  recognized 
as  an  authority,  begins  by  outlining  the  basic 
tenets  of  the  law  governing  medical  malpractice. 
He  then  relates  dramatically,  using  excerpts 
from  actual  trial  transcripts,  some  nine  cases  of 
his  own  wherein  he  skillfully  (by  distorting  im- 
probable remote  possibilities  into  indisputable 
absolute  fact)  succeeded  in  convincing  the  jury 
to  award  substantial  damages  to  his  clients. 
Although  in  every  instance  he  managed  to  pro- 
cure a medical  “expert”  (of  which  there  is  a cur- 
rent plethora)  to  testify  against  the  doctor,  he 
repeatedly  conjured  up  the  “conspiracy  of 
silence”  canard.  He  ignores  the  legal  paradox 
that  the  doctor-defendent  is  tried  before  a jury, 
not  of  his  own  peers  (physicians),  but  by  the 
peers  of  the  patient-plaintiff. 

He  states,  “My  book,  quite  simply,  has  two 
basic  objectives:  to  alert  the  victims  of  medical 

negligence,  and  to  remind  the  medical  profession 
that  it  has  pledged  itself  to  exert  care,  wisdom, 
and  professionalism  in  its  treatment  of  those  who 
have  entrusted  their  health  and  very  life  to  its 
abilities.”  His  primary  objective  is  blatant 
solicitation. 

Current  medical  media  are  replete  with  count- 
less cases  of  malpractice  along  with  admonition 
on  how  to  avoid  them,  so  the  gratuitous  “re- 
minder,” from  this  source  will  hardly  be  appre- 
ciated by  physicians.  Milton  B.  Spiegel,  M.D. 

Use  of  Interpretation  in  Treatment.  Edited 
by  Emanuel  F.  Hammer,  Ph.D.  Quarto  of 
379  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1968.  Cloth,  $16.75. 

Thirty-four  articulate  and  reflective  psycho- 
therapists, in  addition  to  Dr.  Hammer,  have 

continued  on  page  636 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract  Ili 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring  H 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and  I 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti  ij 
cholinergic  effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management... an  ^ 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  o 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  kee 
both  ulcer  symptoms  and  anxieties  under  control  — usually  1 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


’/ 

precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  ancM 
protective  measures  necessary.  Variable  effects  on  blood  coagiM 
lation  have  been  reported  very  rarely  in  patients  receiving  the  I 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  ■ 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not  I 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  I 
elderly  and  debilitated.  These  are  reversible  in  most  instances  P 
by  proper  dosage  adjustment,  but  are  also  occasionally  observr  I 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  beeL 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  I] 
constipation,  extrapyramidal  symptoms,  increased  and  de-  U 
creased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast  M 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 11 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc[|| 
tion  have  been  reported  occasionally  with  chlordiazepoxide  ■ 
hydrochloride,  making  periodic  blood  counts  and  liver  functions 
tests  advisable  during  protracted  therapy.  Adverse  effects  re-  I 
ported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Libra  M 
therapy  is  combined  with  other  spasmolytics  and/or  low  residiM 
diet. 


jara  Roche 

I LABORATORIES 

Division  ol  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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continued  from  page  633 

written  individual  chapters  in  an  attempt  to 
describe  the  rationale  of  their  own  clinical  proce- 
dures. The  authors  have  sought  to  evaluate  the 
concept  of  interpretation  in  treatment.  Essen- 
tially, the  writers  tend  to  define  the  term 
(interpretation)  as  some  illumination  from  the 
therapist  to  the  patient  so  that  the  latter  may 
gain  a little  more  of  an  inner  sense  of  what  his 
life  below  the  surface  is  all  about.  The  dy- 
namically oriented  psychotherapist  t herefore  uses 
interpretations  to  foster  insight  with  the  objec- 
tive that  the  patient  can  achieve  a maximum 
degree  of  independence  through  an  awareness  of 
himself. 

Dr.  Nicholas  Hobbs  has  written  a very  inter- 
esting paper  doubting  the  basic  efficacy  of  inter- 
pretations. He  feels  that  the  therapist  does 
not  have  to  be  right  in  his  interpretations,  but 
merely  convincing.  The  best  psychoanalyst 
need  not  be  the  most  brilliant  interpreter.  Like 
the  good  novelist  or  poet,  he  may  be  the  one  who 
sees  few  wounds  which  he  does  not  also  know  as 
his  own. 

Edwin  Kasin,  M.D.,  has  presented  a provoca- 
tive chapter  stating  that  most  patients  are 
helped  regardless  of  the  theoretic  orientation  of 
the  therapist.  He  stresses  the  concept  of  active 
nurturing  as  the  more  important  tool  for  ther- 
apy. Dr.  Kasin  believes  that  the  psychoanalyst 
must  be  more  available  as  a warm  human  being 
to  assist  in  the  mature  nurturing  of  his  patients. 
Interpretations  given  in  a formal,  austere  rela- 
tionship between  patient  and  therapist  become 
sterile  and  unproductive. 

The  book  is  a valuable  publication  for  the 
psychiatrist  who  seeks  a stimulating  challenge  to 
the  old  standardized  concepts  of  the  role  of 
interpretation  in  therapy.  It  will  have  more 
appeal  for  the  practitioner  who  has  had  many 
years  of  clinical  experience  as  a psychotherapist. 
Morton  M.  Golden,  M.D. 

Racial  and  Geographical  Factors  in 
Tumour  Incidence.  Edited  by  A.  A.  Shivas. 
Quarto  of  291  pages,  illustrated.  Edinburgh, 
Edinburgh  University  Press  (Baltimore,  The 
Williams  & Wilkins  Company),  1967.  $11. 

Cancer  is  indeed  curable.  And  preventable. 
The  present  work  affirms  this  conviction  and  sug- 
gests some  possible  explanations.  Comprising 
the  papers  read  at  the  Second  Symposium  of  the 
Pfizer  Foundation  of  the  Post-Graduate  Medical 
School,  University  of  Edinburgh  in  1966,  it  con- 
sists principally  of  descriptive  epidemiologic 
studies,  together  with  laboratory  observations 
relating  to  the  role  of  viral  and  other  agents  in 
the  neoplastic  process.  Experts  from  several 
countries,  developing  and  developed,  provide 
enlightening  and  often  intriguing  information  on 
a variety  of  topics  grouped  into  related  areas: 
The  General  Problem;  Burkitt’s  Tumour;  Car- 
cinoma of  the  Stomach;  Epidemiological 
Studies;  Nasopharyngeal  Carcinoma;  Kaposi’s 
Sarcoma;  and  Experimental  and  Epidemiolog- 
ical Observations  in  Domestic  Animals.  The 
three  chapters  representing  Dr.  Burkitt’s  experi- 


ence in  Africa,  Racial  and  Geographic  Factors  in 
Tumour  Incidence,  Pathological  Criteria  of 
Malignancy,  The  Epidemiology  of  Gastric 
Cancer,  and  Cancer  Incidence  in  Singapore, 
seem  particularly  pertinent.  The  material  on 
comparative  oncology  also  is  a timely  inclusion 
among  an  outstanding  collection  which  under- 
scores, in  addition  to  the  difficulties  of  pinpoint- 
ing geographic,  cultural,  and  genetic  influences, 
the  ecologic  eccentricity  of  the  political  bound- 
aries that  mar  the  moving  mosaic  of  mankind. 

This  book  generates  promise,  while  sustaining 
interest.  The  physician’s  inbred  and  intuitive 
impulse  to  inquiry — his  covenant  of  curiosity 
with  concern — is  applied  to  increasingly  profit- 
able pursuits.  The  exponential  increments  in 
laboratory  science,  statistical  technology,  and 
especially  in  public  transport  and  support,  are 
synthesizing  clinical  and  geographic  medicine 
into  an  effective  instrument  for  investigation. 
The  epidemiologist  never  had  it  so  good. 
Hopefully,  the  same  may  soon  also  be  said  for 
the  cancer  victim — actual  and  potential — who 
has  the  greatest  stake  in  this  urgent  undertaking. 
Robert  W.  Hillman,  M.D. 

Medical  Sociology.  By  David  Mechanic. 
Octavo  of  504  pages.  New  York,  The  Free 
Press,  1968.  Cloth,  $9.95. 

The  author  has  national  prominence  and  is  the 
well-seasoned  professor  of  medical  sociology  and 
mental  health  at  the  University  of  Wisconsin. 
He  has  written  many  articles  and  several  other 
good  texts  on  these  subjects,  and  is  an  editor  of 
the  Journal  of  Health  and  Social  Behavior  as  well 
as  of  Trans-  Action . He  offers  broad  considera- 
tion of  current  knowledge  of  medical  sociology 
with  evidences  of  meticulous  care  in  the  selection 
of  facts  culled  from  a vast  compilation  of  experi- 
ence and  data  from  others  as  evidence  by  his 
writings  and  excellent  references. 

The  book  is  divided  into  three  parts:  the  first 

is  on  orientation  in  sociology;  the  second  con- 
cerns methodologic  orientations  with  special 
emphasis  on  social  stress;  and  the  thud,  is  on 
practitioner-patient  relationship.  Appendices 
on  sources  of  power  of  lower  participants  and 
perspectives  for  therapeutic  intervention  in  the 
care  of  the  mentally  ill  are  practical  worthy  ad- 
ditions. Since  more  is  to  be  accomplished  in  the 
future,  the  book  reveals  the  avenues  of  approach 
for  advancement  in  our  knowledge  and  pragmatic 
achievements.  Any  one  interested  in  medical 
sociology  will  profit  from  this  splendid  book. 
Bernard  Seligman,  M.D. 

Clinical  Radiation  Pathology.  Volume  I 

and  II.  By  Philip  Rubin,  M.D.,  and  George 
W.  Casarett,  Ph.D.  Quarto  of  1,057  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1968.  Cloth,  $45.  the  set. 

The  authors,  Philip  Rubin,  M.D.,  is  professor 
of  therapeutic  radiology  and  radioisotopes,  and 
George  W.  Casarett,  Ph.D.,  professor  of  radia- 
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price-popular  ireatment  lor  back  pains 
ps  to  have  the  seventh  son  of  a seventh  son 
pnd  or  walk  on  the  patient's  back 


The  pain  ol  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


ir  headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


A realistic 
approach 
to  pain 
i relief 


Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 

May  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  VJ|9 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1/2. 

keeps  the  promise 
of  pain  relief 

|B.W.  & Co.'  narcotic  products  are  t 

[Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

Apr  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
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tion  biology  and  biophysics,  University  of  Roch- 
ester School  of  Medicine,  have  attempted  in 
every  chapter  to  include  the  clinical  manifesta- 
tions, diagnosis,  treatment,  and  prognosis. 
While  different  chapters  include  the  radiation 
biology  of  various  tissues,  there  are  certain 
chapters,  which  deal  with  entire  organ  systems, 
for  example,  alimentary  tract,  urinary  tract, 
male  and  female  genital  tract,  respiratory  and 
cardiovascular  systems,  central  nervous  system, 
organs  of  special  senses,  endocrine  glands,  and 
hematopoietic  tissues  and  blood.  Each  chapter 
starts  with  the  annotations  of  the  literature. 
The  bibliography  includes  the  authors  who  have 
defined  various  radiobiology  concepts  until 
1967. 

An  effort  has  been  made  to  describe  as  com- 
pletely as  possible  various  processes  and  provide 
basic  elementary  information  about  anatomy 
and  physiology  of  various  organ  systems.  This 
kind  of  information  is  valuable  to  any  student  of 
basic  biology,  but  may  be  slightly  redundant  for 
more  advanced  students  and  professional  per- 
formers. Occasionally  there  are  some  uncon- 
ventional concepts  of  pathology  such  as  arterio- 
capillary  fibrosis  or  stressing  the  significance  of 
edema  in  the  development  of  fibrosis. 

Both  volumes  contain  many  good  gross, 
anatomic,  microscopic,  and  radiologic  illustra- 
tions and  diagrams,  which  greatly  clarify  various 
subjects.  This  work  will  be  useful  to  radiobiolo- 
gists, who  have  had  no  training  in  medicine, 
because  of  the  simplicity  in  the  presentation  of 
anatomy  and  physiologic  functions  the  subject 
becomes  quite  easily  understandable.  It  will  be 
also  useful  for  radiotherapists,  radiologists,  and 
pathologists,  J.  V.  Klavins,  M.D. 

Nephrons  and  Kidneys.  By  Jean  Oliver, 
M.D.  Folio  of  116  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  1968.  Cloth,  $28. 

This  excellent  book-atlas  is  a fitting  culmina- 
tion of  Dr.  Oliver’s  monumental  work  on  micro- 
dissection and  staining  of  the  nephron.  It  con- 
tains detailed  descriptions,  painstakingly-pre- 
pared illustrations  of  the  various  stages  of 
nephron  development,  and  very  carefully  traces 
the  evolution  and  structure  of  the  renal  compo- 
nents. 

The  second  half  of  the  book-atlas  consists  of 
27  large  plates  and  superimposed  detailed  sheets 
which  illustrate  the  renal  apparatus  from  a two- 
and  one-half-month  old  fetus  to  adult  matura- 
tion. The  book  and  its  plates  are  a solid  addi- 
tion to  the  basic  structure  of  nephrology  and,  as 
such,  will  surely  soon  be  found  in  every  medical 
and  reference  library.  Isaac  S.  Friedman, 
M.D. 
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Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin.  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 

works  deep  in  muscle  to  improve  circulation 
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See  adjacent  page  for  brief  summary  of  prescribing  information. 


Book  Notes 


Orthopedic  Diseases.  By  Ernest  Aegerter, 
M.D.,  and  John  A.  Kirkpatrick,  Jr.,  M.D. 
Third  edition.  Quarto  of  906  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $23. 

In  this  book,  the  authors  look  at  bone  disease 
from  the  standpoint  of  its  altered  morphology 
and  physiology  and  try  to  interpret  these  in 
terms  of  symptomatology  and  roentgenography. 
As  diseases  must  be  understood  if  they  are  to  be 
treated  successfully,  the  book  is  concerned  with 
the  understanding  of  the  diseases  that  affect  the 
musculoskeletal  system. 

The  authors  admit  that  very  little  original 
material  is  presented  and  that  almost  all  of  it 
can  be  found  in  published  papers  if  the  searcher 
will  spend  the  time  and  energy.  The  virtue  of 
this  volume,  then,  is  in  the  availability  of  this 
material.  Also,  there  is  no  pretense  at  com- 
pleteness, for  that  would  remove  it  from  the  field 
of  practical  usage.  It  is  intended  for  the  cli- 
nician who  wants  to  increase  his  diagnostic 
efficiency,  for  the  perplexed  radiologist  and 
pathologist,  and  for  the  young  specialist  and 
medical  student. 

Several  important  changes  and  additions  have 
been  made  in  this  edition:  six  chapters  have 

been  combined  and  correlated  for  faster  reading 
and  clearer  continuity;  radiologic  detail  has 
been  expanded  and  strengthened;  a chapter 
on  diseases  of  skeletal  muscle  has  been  added. 

The  authors  feel  now  that  the  title  more 
realistically  denotes  the  content  of  the  book. 
Thus,  in  expanding  the  content  they  hope  that 
they  have  not  strayed  from  its  original  ob- 
jective— to  be  a readable,  trustworthy,  easy-to- 
reach  source  for  information  on  the  orthopedic 
diseases. 

Clinical  Endocrinology.  II.  Edited  by  Ed- 
win B.  Astwood,  M.D.,  and  Carl  E.  Cassidy, 
M.D.  Octavo  of  844  pages,  illustrated.  New 
York,  Grune  & Stratton,  1968.  Cloth,  $29.75. 

Since  the  publication  of  volume  1 eight  years 
ago,  endocrinology  has  forged  ahead  at  such  a 
pace  as  to  outdistance  most  of  the  medical 
sciences — including  even  the  field  of  biochem- 
istry. This  and  countless  other  developments 
provided  an  impelling  reason  for  bringing  out  a 
second  volume. 

This  second  volume  is  in  no  sense  a revision 
of  the  first.  Instead,  its  intent  is  to  bring  the 
subject  up  to  date  and  to  fill  some  gaps  that 
were  unavoidably  left  before.  Like  the  earlier 
volume,  each  of  the  chapters  has  been  written 
by  an  expert  who  has  personally  contributed  to 
his  subject  and  has  a particular  interest  in  it. 
The  62  chapters  have  been  grouped  into  seven 


sections  which  nearly  parallel  the  eight  used 
before. 

The  former  volume  proved  useful  to  internists 
and  to  practitioners  of  medicine  interested  in 
endocrinology,  and  it  was  well  received  by 
medical  students,  house  officers,  and  research 
fellows  seeking  up-to-date  opinions  by  authori- 
ties in  this  field.  The  editors  hope  that  a warm 
reception  also  will  be  accorded  this  second 
undertaking. 

Pediatric  Therapy.  By  Harry  C.  Shirkey, 
M.D.  Third  edition.  Quarto  of  1,294  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany. 1968.  Cloth,  $25. 

In  this  new  edition,  the  number  of  subjects  and 
contributors  has  been  increased  by  adding  the 
contributions  of  those  who  have  distinguished 
themselves  in  their  areas  of  competence.  Some  of 
the  new  chapters  included  are:  “Drugs  Excreted 
in  Breast  Milk,”  “Rabies,”  and  “Newborn 
Special  Care.” 

Again,  the  emphasis  is  on  treatment.  How- 
ever, precise  diagnosis  is  stressed  throughout 
and  is  further  supported  by  photographs  that 
relate  the  treatment  less  to  pages  and  more  to 
people  (infants  and  children). 

Also,  complete  treatment  of  the  child  is  en- 
couraged, and  consideration  is  given  to  all 
t hose  who  contribute  to  his  more  complete  care. 

Cross  references  direct  the  reader  to  related 
subjects  without  requiring  frequent  use  of  the 
index. 

How  to  Interpret  Electrocardiograms  in 
Terms  of  Vectors.  By  Emanuel  Goldberger, 
M.D.  Octavo  of  187  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1968.  Cloth, 
$10.50. 

The  material  in  this  book  represents  the  author’s 
own  published  and  unpublished  work  in  electro- 
cardiography and  vectorcardiography,  as  well 
as  the  published  reports  of  numerous  other  in- 
vestigators. At  the  end  of  each  chapter,  a list 
of  pertinent  references  is  given. 

The  author  has  tried  to  present  electrocardiog- 
raphy and  vectorcardiography  from  an  over-all 
holistic  viewpoint,  so  that  the  interrelation- 
ships, rather  than  the  artificial  separations  be- 
l ween  bipolar  and  unipolar  leads  and  between 
electrocardiograms  and  vectorcardiograms,  can 
be  understood. 

Neuroradiology  Workshop.  Volume  III: 
Non -Neoplastic  Intracranial  Lesions.  By 

Leo  M.  Davidoff,  M.D.,  Harold  G.  Jacobson, 
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SPECIAL  FEATURE 

Programmed  Individual  Teaching  Machines 

For  the  first  time  at  any  state  medical  society  meeting — 

LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  par- 
ticipation— question  and  answer  session.  A new  approach 
to  post  graduate  education. 
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M.D.,  and  Harry  M.  Zimmerman,  M.D. 
Quarto  of  577  pages,  illustrated.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $34.75. 

The  two  previous  volumes  in  this  series  were 
devoted  to  the  radiologic  study  of  craniocerebral 
neoplastic  tumors.  The  present  volume  repre- 
sents an  effort  to  deal  with  the  neuroradiologic 
aspects  of  all  other  cranial  and  intracranial 
lesions,  including  not  only  non- neoplastic  mass 
lesions  like  epidural,  subdural,  and  intra- 
cerebral hematomas  and  brain  abscesses,  but 
also  many  other  intracranial  conditions  which 
may  be  traumatic,  vascular,  infectious,  con- 
genital, degenerative,  and  such  in  origin,  and  in 
which  radiologic  studies  can  make  positive  con- 
tributions to  the  speed  and  accuracy  of  diag- 
nosis. 

This  work  again  is  a joint  effort  by  the  mem- 
bers of  the  Departments  of  Radiology,  Neuro- 
surgery, Neurology,  and  Neuro pathology  of  the 
Montefiore  Hospital  and  Medical  Center.  It 
follows  the  plan  of  the  preceding  volumes, 
namely,  to  present  the  transcribed  and  edited 
tape-recorded  proceedings  of  their  regularly 
scheduled  Friday  morning  combined  con- 
ferences. The  participants  in  these  conferences 
consisted  of  an  ever-changing  group  of  residents, 
with  a fairly  stable  group  of  attending  phy- 
sicians. 

Fundamentals  of  Psychiatry.  By  Ian  Greg- 
ory, M.D.  Second  edition.  Quarto  of  647 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1968.  Cloth,  $13. 

The  first  edition  of  this  book  was  published  in 
1961  and  was  intended  to  serve  as  an  introduc- 
tion to  clinical  psychiatry  for  medical  students 
as  well  as  a concise  but  comprehensive  summary 
of  scientific  information  for  physicians  in  other 
fields.  The  main  goal  of  the  present  volume  is 
essentially  the  same. 

The  first  half  of  this  new  edition  contains 
general  principles  of  psychopathology  and  their 
application  in  clinical  psychiatry.  A historical 
introduction  is  followed  by  chapters  on  defini- 
tion, description,  and  classification;  dynamics, 
development,  and  etiology;  psychiatric  and 
psychologic  evaluation;  psychosocial  and  or- 
ganic therapies;  and  preventive  and  legal  as- 
pects of  psychiatry.  The  second  half  is  devoted 
to  a more  detailed  consideration  of  various 
psychiatric  syndromes  confronting  the  phy- 
sician. 

Various  forms  of  illustrating  have  been  em- 
ployed for  purposes  of  clarification,  including 
tables,  figures,  and  many  case  histories.  The 
latter  are  drawn  from  all  age  groups  and  walks 
of  life  and  are  intended  to  illustrate  the  applica- 
tion of  various  treatments,  as  well  as  descrip- 


tion, dynamics,  and  multiple  factors  in  etiology 

Gradwohl’s  Legal  Medicine.  Edited  by 
Francis  E.  Camps,  M.D.  Second  edition. 
Quarto  of  740  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1968. 
Cloth,  $27. 

This  book  has  been  almost  completely  rewritten 
and  redesigned  to  emphasize  the  fact  that  in  the 
future  statements  from  textbooks  will  be  quoted 
in  court  on  the  basis  of  the  latest  scientific  facts 
rather  than  on  a tradition  or  reputation.  This 
does  not  mean  that  Gradwohl’s  original  ob- 
jectives have  been  discarded  but  that  the  in- 
tention has  been  to  stimulate  advances  in  the 
specialty. 

Although  it  has  been  impossible  to  cover  all 
the  differences  in  legislation  of  North  America 
and  the  British  Isles,  an  attempt  has  been  made 
to  illustrate  some  of  them,  for  basically  most  of 
the  problems  are  the  same.  Thus,  a comparison 
of  the  various  medicolegal  systems  has  been  in- 
cluded and,  as  a background,  a more  complete 
history  of  legal  medicine  than  was  included  in 
the  first  edition. 

The  newer  specialties,  such  as  forensic  psy- 
chiatry, have  been  reinforced,  and  the  more 
exciting  developments  in  immunoserology  and 
odontology  have  been  included,  with  some  in- 
dication of  their  future  possibilities.  Certain 
omissions  in  the  previous  edition  have  been 
remedied  and  chapters  on  “Firearms”  and 
“Drowning”  are  now  included. 

Noyes’  Modern  Clinical  Psychiatry.  By 
Lawrence  C.  Kolb,  M.D.  Seventh  edition. 
Quarto  of  638  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1968.  Cloth,  $9.00. 

This  seventh  edition  continues,  in  general, 
the  emphases  of  the  preceding  ones.  To  the 
previous  contents  has  been  added  a new  chapter 
concerned  with  the  presently  known  neuro- 
physiologic mechanisms  related  to  behavior. 
This  chapter,  “The  Brain  and  Behavior,”  de- 
scribes those  processes  related  to  arousal  and 
satiation,  sleep  and  wakefulness,  alimentation, 
sexuality,  and  aggressivity,  as  well  as  the 
neurophysiologic  and  neurochemical  hypothesis 
of  value  in  thinking  of  memory  and  learning. 

In  the  clinical  chapters,  a new  section  has  been 
added  on  the  behavior  disturbances  consequent 
to  use  of  the  hallucinogenic  agents.  There  is 
also  described  the  specific  psychologic  defects 
and  the  advances  in  pathologic  understanding  of 
the  senile  psychoses. 

To  the  chapter  on  psychotherapy  there  have 
been  added  sections  on  behavior  and  family 
therapy.  Elsewhere  the  reader  of  successive 
editions  will  find  all  areas  brought  abreast  of 
useful  practice  and  knowledge  in  psychiatry. 


642  New  York  State  Journal  of  Medicine  / March  1,  1969 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

T HE  SPARTANS  MERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 
SPECIAL  EXERCISES ! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


|G  IS  GREATEST  IN  THE  MONTHS : 
JANUARY- FEBRUARY  and  MAY- JUNE. 

OVERWEIGHT  PEOPLE  f ' ex? , 

— ARE  LEAST  \ ‘T:  * ; ' • I 
^.INTERESTED  U , KL 
///  IN  WET  IN  g . ~ ~ ; vT  ■ 
\ DECEMBER. 


T^Cost  of 

AMBAR  EXTENTABS 

is  approximately  f 

\ Ott-HALF  THAT  OF 

CITHER  LEADING  V* 
APPEHTE  \ 
^—^SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
M LONG-TERM  THERAPY! 


-&b*5** 


TS$5*f  Oiigyiiv  OiJilJiky 

D — ’ FACT  £ LEGEND 


■ 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
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Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
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"Elementary,  my  dear 

“SYNTH RO ID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE... AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine — 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  T3  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 
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Holmes!* 


It’s  elementary. . . 

Synthroid 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son’s Disease  (chronic  subcortical  insufficiency),  Simmond’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient's  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema, the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0.1-1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N F , in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 
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New  technic  speeds  recovery 
following  sterilization 

A new  surgical  technic  now  in  use  at  Down- 
state  Medical  Center  reduces  both  the  hospital 
stay  and  the  recovery  period  of  women  under- 
going tubal  sterilization.  The  technic,  which 
cuts  to  two  days  the  usual  five-  to  ten-day  stay, 
hinges  on  two  procedures:  (1)  the  artificial 
distention  of  the  peritoneal  cavity  by  the  in- 
stallation of  carbon  dioxide,  and  (2)  the  use  of 
a laparascope  that  employs  fiber  optics  to  allow 
the  surgeon  to  view  the  contents  of  the  peri- 
toneal cavity.  This  procedure  requires  only  a 
1-cm.  incision  in  the  abdomen  to  insert  the 
laparascope  and  another  small  puncture  a few 
inches  away  for  the  surgical  instruments,  rather 
than  the  usual  6-cm.  incision. 

The  shortened  hospital  stay  is  especially 
valuable  to  women  with  a number  of  children. 
These  mothers  no  longer  have  the  problem  of 
finding  someone  to  look  after  the  children  dur- 
ing the  relative  lengthy  hospital  stay,  and 
they  no  longer  face  the  one  or  two  weeks  forced 
inactivity  formerly  required  even  after  they 
returned  home. 


Training  program  offered 
in  diabetes  mellitus 

The  Diabetes  Center  of  New  York  Medical 
College  is  sponsoring  a training  program  in 
“Experimental  and  Clinical  Research  in  Dia- 
betes Mellitus”  which  will  begin  July  1.  Two 
traineeships  are  available  for  one  to  two  years, 
and  one  year  of  training  can  be  applied  to 
fulfill  the  requirement  of  the  American  Board 
of  Internal  Medicine. 

Applicants  must  have  an  M.D.  degree  and 
two  or  more  years  of  postgraduate  training. 
The  course  will  include  hormonal,  metabolic, 
and  structural  studies  in  animals  with  spon- 
taneous diabetes;  studies  of  lipids  and  protein 
catabolism  in  perfused  rat  liver;  turnover 
studies  of  glomerular  basement  membrane  of 
the  rat;  relationship  of  insulin  degradation  to 
metabolic  activity;  effect  of  growth  hormone 
on  insulin  action;  factors  involved  in  the  pro- 
gression of  spontaneous  microangiopathy  of 
experimental  animals;  dynamics  of  nutrients  in 
placental  perfusion;  biochemical  studies  of 
newborn  babies  of  mothers  with  diabetes,  ges- 
tational diabetes,  prediabetes,  and  chemical 
diabetes. 

For  further  information  and  registration  con- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
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chotherapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs, 
social  service  work  with  families,  family  therapy  and  an  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of 
each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School 
Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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tact:  Rachmiel  Levine,  M.D.,  chairman,  De- 

partment of  Medicine,  or  Rafael  A.  Camerini- 
Davalos,  M.D.,  director,  diabetes  center,  New 
York  Medical  College,  1249  Fifth  Avenue,  New 
York,  New  York  10029. 

Inhaling  aerosol  propellant 
found  to  be  deadly 

Inhaling  the  aerosol  propellant  from  the 
spray  cans  in  which  various  kinds  of  household 
products  are  packaged  can  be  a deadly  game. 
At  least  36  deaths  have  been  caused  in  less 
than  two  years  by  the  sniffing  of  the  propellant 
gas,  usually  a chemical  known  as  fluorocarbon- 
12,  by  young  people  who  were  apparently  look- 
ing for  a temporary  intoxicating  effect. 

“Sniffing  the  propellant  from  an  aerosol 
spray  preparation  appeals  to  some  youths, 
perhaps  because  they  mistakenly  equate  it  with 
glue  sniffing,  or  with  sniffing  the  concentrated 
vapors  of  other  products,”  said  Harold  C. 
Hodge,  M.D.,  chairman,  Department  of  Phar- 
macology, University  of  Rochester.  He  pointed 
out  that  the  solvent  vapors  from  a glue,  al- 
though also  potentially  harmful,  are  not  nearly 
so  dangerous  as  those  from  the  highly  pres- 
surized spray  cans,  in  which  the  gas  is  released 
in  a much  more  concentrated  foim. 

“It  cannot  be  said  too  strongly — and  young 
people  should  take  note  of  this — that  inhaling 
almost  pure  propellant  can  be  quickly  fatal. 
The  lethal  effects  are  not  mysterious,  and  death 
may  come  from  one  of  several  causes,”  he  said. 

The  most  frequent  cause  of  death  is  believed 
to  be  the  disruption  of  the  normal  pumping 
action  of  the  heart.  This  heart  failure  results 
from  sensitization  of  the  heart  muscle  by  the 
fluorocarbon.  When  the  heart  is  in  a highly 
sensitive  state,  it  may  react  to  the  body’s 
normal  production  of  adrenalin  by  going  into 
fibrillation,  a rapid  and  disorganized  beat  that 
cannot  move  blood  through  the  circulatory 
system. 

It  is  believed  that  few  deaths  from  inhaling 
propellants  may  have  been  due  to  the  freezing 
of  air  passages  in  cases  in  which  the  highly 
pressurized  gas  had  condensed  and  was  partly 
in  liquid  form  at  the  time  of  inhalation.  The 
rapid  evaporation  of  the  liquid  in  the  windpipe 
could  freeze  and  block  that  airway. 

Community  medicine  at  the 
Meyer  Hospital 

A new  49-bed  community  medicine  facility, 


established  at  the  E.  J.  Meyer  Memorial  Hos- 
pital,  Buffalo,  is  a joint  venture  between  the 
hospital  and  the  Department  of  Medicine  at 
the  State  University  of  New  York  at  Buffalo. 
It  is  serving  to  close  the  gap  between  a better 
understanding  of  the  patient  and  how  his 
problems  affect  him  and  the  community. 

Patients  who  are  in  need  of  further  hospital- 
ization for  chronic  or  convalescent  care  follow- 
ing acute  illness  and  those  who  need  profes- 
sional help  to  return  to  the  community  are 
referred  to  this  facility.  The  facility  hopes  to 
find  out  why  these  patients  keep  coming  back 
with  the  same  problems.  It  is  community, 
as  taxpayers  and  as  family  members,  who  must 
pay  a high  cost  for  not  closing  the  gap. 

States  the  new  facility’s  director,  Earl  H. 
Noble,  M.D.,  “we  feel  that  the  most  effective 
way  to  shorten  a patient’s  hospital  stay  and 
return  him  to  the  community — within  the 
limitations  imposed  on  him  by  his  medical 
problem — is  to  bring  together  all  the  profes- 
sionals in  one  area  to  look  after  him.” 

A team  of  physicians,  nurses,  nurses  aides, 
occupational  and  physical  therapists,  medical 
sociologist,  social  workers,  psychologist,  psy- 
chiatrist, chaplain,  and  others  meet  at  weekly 
conferences  where  they  pool  their  information 
about  the  patient.  Collectively,  they  develop 
a treatment  program  that  covers  not  only  medi- 
cal care  but  a plan  to  organize  the  patient’s 
life  around  his  medical  problem.  They  also 
determine  the  place  in  the  community,  such  as 
home,  a nursing  facility,  or  the  Erie  County 
Home,  that  will  most  benefit  the  patient. 

This  facility  serves  as  a pilot  project  where 
the  team  approach  assures  the  patient  of  a 
continuity  of  treatment,  a program  of  rehabili- 
tation if  necessary,  and  the  feeling  that  some- 
one cares.  It  includes  a 12-bed  rheumatology 
unit  and  will  soon  add  a pulmonary  rehabilita- 
tion unit. 


Personalities 

Named.  Ivan  L.  Bennett,  Jr.,  M.D.,  former 
deputy  director  of  Office  of  Science  and  Tech- 
nology, as  vice-president  for  health  affairs  of 
New  York  University. 

Elected.  John  L.  Pool,  M.D.,  New  York  City, 
as  president  of  the  New  York  Academy  of 
Medicine. 

Retired.  Harvey  Gollance,  M.D.,  a member  of 
the  New  York  City  Department  of  Hospitals 
for  thirty-four  years,  as  Deputy  Commissioner 
of  Department  of  Hospitals. 
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give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description : V-Cillin  K.  the  potassium  salt  of  V-Cillm®  (phenoxymethyl  penicillin, 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections;  infec- 
tions caused  by  sensitive  strains  of  staphylococci;  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever;  and  prevention  of  bacterial 
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Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  of  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported:  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis:  urticaria; 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  [see  Warnings). 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg.  (200.000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants.  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  for  prophylaxis  of  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied : Tablets  V-Cillm  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets. 
U.S.P  ).  125  mg.  (200.000  units).  250  mg  (400.000  units),  and  500  mg.  (800.000 
units). 

V-Cillm  K®  (potassium  phenoxymethyl  penicillin.  Lilly),  Pediatric,  for  Oral  Solu- 
tion. 125  mg  (200,000  units)  and  250  mg.  ( 400.000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o**s«m]  sooiva 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 


650 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 


COPYRIGHT  1969  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


March  1,  1969  Volume  69  Number  5 


“ Dedicated  to  the  continuing  education  of  the  physician ” 


69th  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 
George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
•Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Herbert  Conway,  M.D. 
‘Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 

Alfred  Gilman,  Ph.D. 
Alfred  A.  Hartmann,  M.D. 
‘Louis  M.  Hellman,  M.D. 

Milton  Helpern,  M.D. 
Gertrude  M.  Hyde,  M.D. 


Alfred  P.  Ingegno,  M.D. 
‘Ralph  F.  Jacox,  M.D. 
Leslie  A.  Kuhn,  M.D. 
‘Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
‘Valentino  D.  B.  Mazzia,  M.D. 
‘George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 
Richard  H.  Orr,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D- 
Paul  Reznikoff,  M.D. 


John  R.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
‘Bjorn  Thorbjarnarson,  M.D. 
‘Robbrt  Turell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
Philip  M.  Winslow,  M.D. 
‘Frank  M.  Woolsby,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D 
‘Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania 18042.  Copyright  1969  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1954  are  $2.00  per  copy; 
from  1954  to  1963,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 
sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East — Joseph  A. 
Mullaney;  Midwest — Robert  O.  Linberg;  and 
Pacific  Coast — Melvin  B.  Tyler. 


651 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  U/2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  tests.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader) . 
Each  journal  reference  must  include  author  (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


652  New  York  State  Journal  of  Medicine  / March  1,  1969 


Editorials 


Expansion  of  first-year  enrollment:  17  medical  schools* 


The  previous  issue  of  Datagrams  ana- 
lyzed the  experience  of  those  medical 
schools  which  were  the  first  to  be  awarded 
federal  funds  under  the  Health  Education 
Assistance  Act  of  1963  (PL  88-129)  for  the 
construction  of  teaching  facilities.1  This 
report  is  concerned  with  the  experience  of 
nine  established  and  eight  new  medical 
schools  which  were  approved  and  funded  in 
the  following  six  months  of  FY  65. 2 

The  nine  established  schools  planned  to 

* datagrams:  vol.  10.  no.  4 October.  1968. 


increase  their  first-year  classes  by  a total  of 
190  students  at  a cost  of  $57.7  million  for 
the  teaching  facility  alone.  Of  this  amount, 
$31.6  million  (54  per  cent)  was  awarded  by 
the  Federal  government.3  Three  years 
later,  the  September,  1968,  first-year  en- 
rollment of  these  schools  increased  to  913 
places — 25  short  of  the  planned  938  (Fig.  1). 
Assuming  that  the  present  rate  of  expansion 
will  continue  at  this  slower  pace,  total  ex- 
pansion will  not  be  achieved  by  1970  as  pre- 
dicted, but,  by  1971  or  1972. 

During  FY  65,  applications  were  ap- 
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proved  and  funded  for  eight  new  medical 
schools.  The  total  cost  of  the  teaching 
component  for  these  schools  was  $68.7 
million  of  which  62  per  cent,  $42.8  million, 
was  provided  by  the  Federal  government. 
By  1970,  the  combined  goal  of  these  schools 
was  a total  enrollment  of  517  first-year 
medical  students.  In  1968,  the  planned 
level  was  342.  As  seen  in  Figure  2,  these 
schools  are  approximately  70  places  short, 
reporting  269  new  places  in  1968.  How- 
ever, should  the  present  rate  of  growth 
continue,  the  goal  of  517  places  should  be 
delayed  no  more  than  one  year. 

The  24  medical  schools  discussed  in  this 
and  the  September,  1968,  Datagrams  had 
planned  a total  expansion  of  885  new  places 


by  1970.  Although  most  of  the  schools  re- 
port delays  in  their  building  programs  at 
present,  the  combined  record  shows  that  in 
1968  the  schools  are  approximately  100 
places  short  of  the  predicted  figures  for 
first-year  class  expansion. 
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For  the  victim  of  Meniere’s 
Syndrome  a Dramamine 
Supposicone  or  injection  usually 
provides  prompt  control  of  the 
vertigo  as  well  os  the  nausea 
and  vomiting.  Once  the  acute 
attack  has  subsided,  the  patient 
may  be  maintained  on 
Dramamine  Liquid  or  Tablets. 


Precaution s Dramomine,  notably 
nontoxic  itself,  may  mask  the  ototoxic 
symptoms  of  certain  ontibiotics. 
Patients  should  be  cautioned  against 
operating  automobiles  or  dangerous 
machinery  because  of  possible 
drowsiness. 

How  Supplied:  Tablets,  50  mg., 
scored,  yellow;  bottles  of  100  and 
1,000,  packets  of  12.  Liquid,  12.5  mg 
per  4 cc..  pint  bottles.  Supposicones®. 
100  mg. , boxes  of  12.  Ampuls,  con- 
stricted. 1 cc.,  50  mg.;  boxes  of  5 
and  25.  Vials,  rubber-capped,  serum 
type,  5 cc..  250  mg;  boxes  of  6 and  25. 
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DRAMAMINE® 
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Ampuls  ond  Vials  (for  I.M.  or  I.V.  use) 
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DECLOSTATIN  300 


Dp  methvlchlortrtracydinp  H(1  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Udfrle 


h.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy  — the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness : Because  its  antibacterial  component 
is  DECLOMYCI N®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Linder  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations.,In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
h.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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T HE  PROPER  TIME  for  surgical  interven- 
tion in  aortic  insufficiency  is  guided  by 
the  natural  progression  of  this  valvular 
lesion.  Further  information  about  the 
clinical  course  of  aortic  insufficiency  under 
modern  medical  therapy  will  aid  in  select- 
ing patients  for  aortic  valve  replacement 
and  assist  in  evaluating  the  results  of  car- 
diac surgery. 

The  long  asymptomatic  period  of  aortic 
insufficiency  has  been  well  documented.1-8 
After  the  onset  of  cardiac  symptoms,  a 
rapid,  progressive  downhill  course  has  been 
reported.6-10  However,  other  studies  have 
indicated  that  a more  prolonged  postsymp- 
tomatic  phase  occurs  with  mean  survival 
times  of  five  years  or  longer.4'5  7'11-12 

This  report  presents  a retrospective 
chart  review  and  a clinical  evaluation  of 
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44  patients  with  isolated  or  predominant, 
hemodynamically  significant  aortic  insuffi- 
ciency. The  progression  and  prognosis  of 
the  disease  while  under  medical  treatment 
is  reviewed.  The  clinical  course  after  the 
development  of  cardiac  symptoms  is  par- 
ticularly evaluated. 

Material  and  methods 

The  course  of  44  patients  with  isolated 
or  predominant,  hemodynamically  signifi- 
cant aortic  insufficiency  was  reviewed.  The 
diagnosis  was  established  by  standard  cath- 
eterizations of  the  right  and  left  sides  of 
the  heart  including  selective  aortic  cinean- 
giography in  34  patients13  and  by  accepted 
clinical  criteria  in  10  patients.4  Eight  of 
the  44  patients  had  minimal  mitral  insuffi- 
ciency. Patients  with  other  additional  val- 
vular deformities  were  excluded. 

Ventricular  enlargement  on  the  left  side 
was  determined  by  electrocardiographic14 
and  roentgenographic  criteria.15  Left  axis 
deviation  was  defined  by  Grant’s16  criteria. 
Functional  classification  was  determined  by 
the  criteria  of  the  New  York  Heart  Asso- 
ciation.17 

The  44  patients  were  divided  into  three 
groups : Group  A,  8 asymptomatic  pa- 

tients; Group  B,  10  symptomatic  patients 
whose  course  was  altered  by  cardiac  sur- 
gery; and  Group  C,  26  symptomatic  pa- 
tients under  medical  therapy. 

Asymptomatic  time  was  defined  as  the 
time  from  diagnosis  of  aortic  insufficiency 
to  the  onset  of  the  first  cardiac  symptom. 
Postsymptomatic  time  was  defined  as  the 
time  from  onset  of  the  first  cardiac  symp- 
tom to  death  or  present  observation.  Post- 
symptomatic  time  related  to  specific  cardiac 
symptoms  was  similarly  defined. 

Results 

The  clinical  characteristics  of  the  patient 
groups  are  shown  in  Table  I.  Sixty-eight 
per  cent  of  the  patients  w’ere  twenty-six  to 
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TABLE  I.  Clinical  characteristics  of  patient  group 


Age  Groups 
(Years) 

Patien 

Number 

ts 

Per  Cent 

RHD 

CHD 

-Cause* 

SHD 

ASHD 

15  to  25 

It 

25 

6 

5 

0 

0 

26  to  45 

15 

34 

12 

2 

1 

0 

46  to  60 

15 

34 

12 

1 

1 

1 

Over  60 

3 

7 

2 

0 

1 

0 

Totals 

44 

100 

32 

(72.6) 

1 00  ^ 
00 

3 

(7) 

1 

(2.3) 

* RHD  = rheumatic  heart  disease, 
arteriosclerotic  heart  disease.  Numbers 

CHD  = congenital  heart  disease, 
in  parantheses  indicate  per  cent. 

SHD  = 

syphilitic  heart  disease. 

and  ASHD  = 

TABLE  II.  Asymptomatic  time  from  diagnosis  to  onset  of  initial  cardiac  symptom 


Average 
Asymptomatic 
Time  (Years) 

Range 

(Years) 

Number 

Died 

Patient  Groups 

Number 

Per  Cent 

Group  A,  asymptomatic  patients 

8 

18.1 

10.5 

2 to  22 

0 

Group  B,  symptomatic  patients, 

surgical  treatment 

10 

22.7 

21.9 

0 to  36 

3 

Group  C,  symptomatic  patients, 

medical  therapy 

26 

59.2 

20.0 

0 to  47 

7 

TABLE  III.  Twenty-six  symptomatic  patients  under  medical  therapy  (Group  C);  postsymptomatic  time 

related  to  New  York  Heart  classification 


New  York 
Heart 

Classification 

Average 

Age 

(Years) 

Average  Post- 
symptomatic 
Time 
(Years) 

Range 

(Years) 

Number 

Died 

Number 

Per  Cent 

II 

7 

27.0 

42.0 

5.4 

2 to  11 

1 

III 

9 

34.6 

48.3 

5.1 

1 to  18 

0 

IV 

10 

38.4 

45.5 

6.3 

2 to  22 

6 

Totals 

26 

100.0 

7 

sixty  years  of  age.  The  predominant  cause 
was  rheumatic  heart  disease  (72.6  per 
cent).  Seven  of  the  8 patients  with  con- 
genital aortic  insufficiency  were  under  forty- 
five  years  of  age.  Thirty-one  patients  (72 
per  cent)  were  men,  and  13  patients  (28 
per  cent)  were  women. 

The  asymptomatic  time  in  the  three 
groups  is  shown  in  Table  II.  The  average 
asymptomatic  times  for  Group  A,  Group  B, 
and  Group  C were  10.5  years,  21.9  years, 
and  20.0  years,  respectively.  Group  A pa- 
tients were  still  asymptomatic  at  the  time 
of  this  report. 

The  postsymptomatic  time  related  to  car- 
diac functional  classification  in  the  26 
symptomatic  patients  under  medical  ther- 
apy is  presented  in  Table  III.  The  average 


postsymptomatic  times  for  Class  II,  Class 
III,  and  Class  IV  were  5.4  years,  5.1  years, 
and  6.3  years,  respectively.  One  Class  II 
patient  died  after  cardiac  catheterization. 
No  Class  III  patient  died.  Six  of  the  10 
Class  IV  patients  died,  5 within  two  years 
after  the  onset  of  cardiac  symptoms.  Two 
of  these  patients  had  evidence  of  rheumatic 
activity,  1 patient  had  subacute  bacterial 
endocarditis,  and  2 patients  had  syphilitic 
heart  disease.  The  ages  at  time  of  death 
were  seventeen  and  thirty-four  years  for 
the  patients  with  rheumatic  activity,  forty- 
four  years  for  the  patient  with  endocarditis, 
and  fifty-four  and  fifty-six  years  for  the 
patients  with  syphilitic  heart  disease.  The 
age  of  the  sixth  Class  IV  patient  who  died 
was  fifty-five  years. 
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TABLE  IV.  Twenty-six  symptomatic  patients  under  medical  therapy  (Group  C);  postsymptomatic  time 

related  to  specitic  cardiac  symptoms 


Specific  Symptom 

Patients 

Number 

(26)  Per  Cent 

Average  Post- 
symptomatic 
Time 
(Years) 

Range 

(Years) 

Number 

Died 

(7) 

Angina  pectoris 

8 

30.7 

3.3 

0.2  to  10 

2 

Syncope 

6 

23.1 

6.2 

2.0  to  11 

0 

Left-sided  ventricular  failure 

25 

96.1 

4.8 

1.0  to  22 

6 

Biventricular  failure 

14 

53.8 

2.8 

1 .0  to  9 

5 

Pulmonary  edema 

7 

26.8 

2.9 

0.6  to  10 

2 

TABLE  V. 

Thirty-four  patients  under  medical  treatment  (Groups  A and  C);  postsymptomatic  time  and 
New  York  Heart  classification  related  to  electric  axis 

New  York 
Heart 
Classifica- 
tion 

Number 

of 

Patients 

Normal  El 
Average 
Post- 
sympto- 
matic 
Time 
(Years) 

Number 

of 

Patients 

Range 

(Years) 

Died 

(Num- 

ber) 

Number 

of 

Patients 

Average 

Post- 

sympto- 

matic 

Time 

(Years) 

Range 

(Years) 

Died 

(Num- 

ber) 

I 

8 

7 

0 

0 

0 

1 

0 

0 

0 

II 

7 

7 

5.4 

2 to  21 

1 

0 

0 

0 

0 

III 

9 

6 

7.0 

2 to  18 

0 

3 

1.2 

1 to  1.6 

0 

IV 

10 

4 

10.0 

4 to  22 

1 

6 

4.0 

0.6  to  7 

5 

Totals 

34 

24 

2 

10 

5 

The  postsymptomatic  time  related  to  spe- 
cific cardiac  symptoms  in  the  26  sympto- 
matic patients  under  medical  therapy  is 
presented  in  Table  IV.  The  average  post- 
symptomatic  times  were:  biventricular 

failure,  2.8  years;  pulmonary  edema,  2.9 
years;  angina  pectoris,  3.3  years;  ventricu- 
lar failure  on  the  left  side,  4.8  years; 
and  syncope,  6.2  years.  The  ranges  of 
postsymptomatic  times  were : biventricu- 

lar failure,  one  to  nine  years;  pulmonary 
edema,  six  months  to  ten  years;  angina 
pectoris,  two  months  to  ten  years;  ven- 
tricular failure  on  the  left  side,  one  to 
twenty-two  years;  and  syncope,  two  to 
eleven  years.  Five  of  the  7 patients  who 
died  had  biventricular  failure,  and  1 had 
isolated  ventricular  failure  on  the  left  side. 
Angina  pectoris  was  present  in  only  2 of 
the  7 patients.  There  were  no  deaths  asso- 
ciated with  syncope. 

The  relationship  of  the  electric  axis  to 
the  postsymptomatic  time  and  cardiac  func- 
tional capacity  in  the  34  patients  under 
medical  treatment  (26  symptomatic  and  8 
asymptomatic)  is  shown  in  Table  V.  Only 
1 of  15  patients  in  Class  I I had  left 


axis  deviation.  The  one  death  in  this 
group  occurred  after  cardiac  catheteriza- 
tion. The  average  postsymptomatic  time  in 
Class  II  was  5.4  years.  Left  axis  deviation 
was  present  in  9 of  the  19  patients  in  Class 

III  and  IV.  Five  of  the  6 patients  in  Class 

IV  who  died  had  left  axis  deviation.  The 
average  postsymptomatic  time  in  Class  III 
and  IV  patients  with  a normal  axis  was  8.2 
years.  The  average  postsymptomatic  time 
in  Class  III  and  IV  patients  with  left  axis 
deviation  was  3.1  years. 

Forty-two  of  44  patients  had  left  ven- 
tricular enlargement  by  either  electrocar- 
diographic or  roentgenographic  criteria. 
There  was  no  correlation  between  the  pres- 
ence of  enlargement  and  the  clinical  course 
of  the  44  patients. 

Comment 

The  present  study  included  only  patients 
with  significant  aortic  insufficiency  and  was 
characterized  by  a predominance  of  rheu- 
matic heart  disease  (72.6  per  cent).  There- 
fore, the  following  discussion  and  conclu- 
sions relate  mainly  to  hemodynamically 
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significant  aortic  insufficiency  of  rheumatic 
etiology.  The  predominance  of  men  to 
women  in  a ratio  of  2.5:1  concurs  with 
previous  communications.4’6-10 

Numerous  authors  have  reported  a pro- 
longed asymptomatic  period  in  patients 
with  aortic  insufficiency  of  rheumatic  or 
luetic  etiology.1-8  The  present  study  con- 
firms these  observations  and  illustrates  the 
difficulty  in  predicting  the  time  of  onset  of 
cardiac  symptoms.  The  duration  of  the 
asymptomatic  period  could  not  be  correlated 
with  either  the  cause  of  the  heart  disease 
or  the  objective  criteria  of  ventricular  en- 
largement on  the  left  side. 

The  symptomatic  phase  of  aortic  insuffi- 
ciency has  been  considered  to  be  ominously 
progressive,  with  early  development  of  in- 
capacity and  death.7-10  However,  Segal, 
Harvey,  and  Hufnagel4  and  Grant5  reported 
relatively  prolonged  survival  times  after 
the  onset  of  cardiac  symptoms,  with  mean 
postsymptomatic  periods  of  6.4  and  5.1 
years,  respectively.  The  present  series  is 
in  agreement  with  these  latter  observations. 
The  majority  of  the  patients  underwent  a 
relatively  stable  symptomatic  phase  of  con- 
siderable duration  with  modern  medical 
therapy.  The  26  patients  under  medical 
treatment  had  a mean  postsymptomatic 
time  of  5.7  years,  with  only  7 deaths  at 
the  time  of  this  report.  Fifteen  of  the 
surviving  19  patients  were  in  function 
Class  II  or  III  by  the  New  York  Heart  As- 
sociation criteria.  Survival  up  to  twenty- 
mo years  after  the  onset  of  cardiac  symp- 
toms was  noted. 

The  development  of  angina  pectoris,  syn- 
cope, or  congestive  heart  failure  is  a poor 
prognostic  sign  in  aortic  stenosis18  and  has 
been  considered  of  equal  significance  in  aor- 
tic insufficiency.6-10  After  the  onset  of  an- 
gina pectoris  in  aortic  insufficiency,  an  88 
per  cent  mortality  rate  within  one  to  two 
years  had  been  reported.6  However,  Segal, 
Harvey,  and  Hufnagel4  recorded  mean  post- 
symptomatic  times  for  angina  pectoris  and 
congestive  heart  failure  of  4.6  and  6.6 
years,  respectively.  In  the  present  study, 
the  clinical  course  after  the  onset  of  these 
symptoms  was  relatively  prolonged,  with 
mean  postsymptomatic  times  from  3.3  years 
for  angina  pectoris  to  6.2  years  for  syn- 
cope. Nine  of  the  26  patients  under  medi- 
cal therapy  had  symptoms  of  congestive 


heart  failure  for  more  than  five  years.  The 
maximum  duration  of  symptoms  ranged 
from  nine  to  twenty-two  years.  There  were 
no  deaths  in  patients  with  syncope  and  a 
25  per  cent  mortality  rate  in  those  with 
angina  pectoris  and  ventricular  failure  on 
the  left  side.  Five  of  the  6 patients  who 
died  with  congestive  heart  failure  had  signs 
and  symptoms  of  biventricular  failure. 

The  occurrence  of  rheumatic  activity  or 
bacterial  endocarditis  in  aortic  insufficiency 
results  in  an  exacerbation  of  symptoms 
and  a rapid  progression  of  the  clinical 
course.4  Similarly,  the  course  of  conges- 
tive heart  failure  in  patients  with  syphilitic 
etiology  is  rapidly  downhill. 4>7>8’10  Five  pa- 
tients in  the  present  series  with  rheumatic 
activity,  bacterial  endocarditis,  or  syphilitic 
heart  disease  died  within  two  years  after 
the  onset  of  cardiac  symptoms.  This  is  in 
marked  contrast  with  the  prolonged  and 
relatively  stable  clinical  course  in  the  rest 
of  the  patient  group. 

A significantly  higher  surgical  mortality 
rate  with  aortic  valve  replacement  surgery 
has  been  reported  in  patients  with  aortic  in- 
sufficiency who  had  left  axis  deviation  and 
anterolateral  peri-infarction  block.19’20  In 
the  present  study,  10  of  the  44  patients  had 
left  axis  deviation.  These  10  patients  had 
a shorter  postsymptomatic  time,  a poorer 
functional  activity  classification,  and  a 
higher  mortality  rate.  The  data  in  this 
small  group  suggest  that  left  axis  deviation 
is  a poor  prognostic  sign  in  patients  with 
aortic  insufficiency. 

Conclusions 

The  clinical  course  under  medical  therapy 
of  44  patients  with  isolated  or  predomi- 
nant, hemodynamically  significant  aortic  in- 
sufficiency is  reviewed.  The  predominant 
cause  was  rheumatic  heart  disease.  The 
asymptomatic  phase  of  the  disease  averaged 
twenty-one  years  and  could  not  be  corre- 
lated with  the  cause  of  the  heart  disease  or 
the  presence  of  ventricular  enlargement  on 
the  left  side.  After  the  onset  of  cardiac 
symptoms,  a relatively  stable  period  of  con- 
siderable duration  occurred  under  medical 
therapy.  The  26  symptomatic  patients  who 
did  not  undergo  cardiac  surgery  had  a mean 
postsymptomatic  time  of  5.7  years,  with 
only  7 deaths.  Fifteen  of  the  19  surviving 
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patients  were  in  functional  Class  II  or  III 
at  the  time  of  this  report.  Even  in  the 
presence  of  angina  pectoris,  syncope,  or 
ventricular  failure  on  the  left  side,  the  ma- 
jority of  patients  remained  relatively  com- 
fortable and  stable  for  many  years. 

The  following  factors  indicated  a poor 
prognosis  with  a more  rapid  progression  to 
disability  and  death:  (1)  signs  and  symp- 

toms of  biventricular  failure;  (2)  evidence 
of  rheumatic  activity;  (3)  occurrence  of 
bacterial  endocarditis;  (4)  onset  of  conges- 
tive failure  in  syphilitic  aortic  insufficiency; 
and  (5)  presence  of  left  axis  deviation  on 
the  electrocardiogram. 

The  relatively  prolonged  and  stable  post- 
symptomatic  course  in  the  majority  of  the 
patients  with  aortic  insufficiency  suggests 
that  there  is  usually  no  urgency  for  aortic 
valve  replacement  surgery  after  the  onset  of 
cardiac  symptoms.  Until  long-term  follow- 
up patients  with  prosthetic  aortic  valves  is 
available,  surgical  intervention  in  patients 
with  aortic  insufficiency  should  be  limited 
to  those  patients  with  a progression  of  their 
disease  while  on  medical  therapy. 
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Every  fatal  attack  of  asthma  starts  with 
a single  wheeze.  Yet  the  early  stage  of  an 
attack  of  asthma  is  commonly  approached 
therapeutically  in  a nonchalant  manner. 
In  part  this  may  be  caused  by  the  fre- 
quency with  which  these  attacks  tend  to 
occur  in  chronic  asthma,  but  occasionally  it 
results  from  the  misconception  that  asthma 
rarely  shortens  life.  Not  only  is  this  in- 
correct, but  there  is  evidence  that  the  death 
rate  from  asthma  is  rising,  particularly  in 
young  people.1-3  It  must  be  of  concern 
that  this  increase  is  occurring  at  a time 
when  more  effective  therapy  is  available, 
and  it  is  therefore  pertinent  to  examine 
critically  every  facet  of  our  approach  to  the 
patient  with  asthma.  The  first  line  of  de- 
fense and  at  the  same  time  the  therapeutic 
agents  most  open  to  abuse  are  the  adren- 
ergic aerosols.  This  survey  is  concerned 
with  the  problems  and  failures  that  may  oc- 
cur with  their  use.  The  specific  manage- 
ment of  the  hypersensitivity  state  will  not 
be  discussed,  for  this  is  properly  the  role  of 
the  allergist  who  should  be  consulted  in  the 
management  of  a patient  with  asthma. 
For  the  purposes  of  this  discussion,  the 
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broad  definition  of  asthma  adopted  by  the 
American  Thoracic  Society4  will  be  used 
whenever  asthma  is  essentially  a disease 
characterized  by  airway  hyperreactivity. 

Although  the  effects  of  adrenergic 
aerosols  were  known  before  World  War  I, 
the  introduction  of  aerosol  therapy  on  a 
practical  basis  is  generally  credited  to 
Graeser  and  Rowe5  who  in  1935  constructed 
an  effective  hand  atomizer  and  introduced 
the  use  of  1 per  cent  epinephrine.  Over 
the  years  this  method  of  delivering  an  ad- 
renergic agent  has  been  applied  with  con- 
siderable success  to  a wide  variety  of  disor- 
ders characterized  by  diffuse  and  reversible 
airway  obstruction.  Until  recently  the 
development  of  side-effects  secondary  to  the 
deposition  of  adrenergic  aerosols  has  been 
considered  an  inconvenience  better  avoided. 
In  fact,  these  side-effects  frequently  are 
taken  as  a therapeutic  end-point  indicating 
that  an  effective  quantity  of  aerosol  has 
been  introduced.  That  some  patients  ap- 
peared addicted  to  their  nebulizers  and  used 
them  to  excess  was  noted,  thought  unde- 
sirable, but  unhappily  sometimes  taken  no 
more  seriously  than  a severe  case  of  thumb 
sucking. 

But  since  1966,  several  disquieting  re- 
ports have  appeared  suggesting  an  asso- 
ciation between  sudden  death  in  asthma 
and  the  excessive  use  of  adrenergic  aero- 
sols.6-8 This  association  does  not  neces- 
sarily imply  a causal  relationship,  but  at 
least  it  does  indicate  the  severity  of  the 
asthmatic  attacks  for  which  they  were 
being  taken.  Lockett9  has  suggested  that 
cardiac  standstill  may  be  the  mode  of  death 
following  the  excessive  absorption  of  an  ad- 
renergic drug,  and  she  has  demonstrated  an 
increased  cardiac  sensitivity  to  isoproter- 
enol in  the  cat  heart-lung  preparation  sub- 
jected to  pulmonary  circuit  obstruction.  A 
similar  mode  of  death  has  been  noted  in 
patients  with  status  asthmaticus.10  Re- 
cently it  has  been  shown  that  a fall  in 
arterial  oxygen  tension  may  occur  following 
the  inhalation  of  isoproterenol  by  the  asth- 
matic subject.11’ 12  This  may  be  due  to  a 
disturbance  of  a homeostatic  mechanism 
that  reduces  the  perfusion  of  poorly  venti- 
lated lung  units. 

However,  the  question  that  must  be 
asked  is  why  these  patients  inhale  their 
aerosols  to  excess  and  how  this  problem 
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FIGURE  1.  Form  of  response  curve  (continu- 
ous line)  to  inhaled  bronchodilator  at  different 
levels  of  airway  obstruction  in  asthmatic  patient 
with  hypothetic  maximum  FEVi  of  4 L.  Dotted 
line  indicates  response  that  would  be  achieved 
at  severe  degrees  of  obstruction  were  this  all 
rapidly  reversible  with  sympathomimetic  agents. 
Small  curve  to  left  illustrates  form  of  response 
curve  anticipated  in  a similar  patient  with  a 
large  element  of  fixed  anatomic  obstruction. 
(After  Hume  and  Gandevia.13) 

may  be  avoided.  The  causes  may  be  con- 
sidered under  four  headings: 

1.  Reduced  magnitude  of  response 

Inflammation  and  plugging  of  airways 
Acidosis 

Beta-adrenergic  receptor  blockade 

2.  Reduced  duration  of  response 

3.  Idiosyncratic  response 

4.  Increased  obstruction 

Tracheobronchial  collapse 
? direct  irritant  effect 

Reduced  magnitude  of  response 

Hume  and  Gandevia13  studied  the  re- 
sponse to  an  aerosol  of  isoproterenol  over 
many  months  in  a group  of  asthmatic  sub- 
jects, using  as  their  index  of  airway 
obstruction  the  amount  of  air  that  could  be 
exhaled  in  the  first  second  of  a forced  vital 
capacity  maneuver,  usually  known  as  FEVj 
(the  forced  expiratory  volume  in  one 
second).  They  plotted  the  initial  FEV, 
against  the  increment  in  the  FEVj  that  was 
obtained  with  an  inhalation  of  isoproter- 
enol (Fig.  1).  They  noted  that  when  the 
obstruction  was  mild,  the  initial  FEVi  plus 
the  increment  was  fairly  constant.  When, 
however,  the  airway  obstruction  became 


more  severe,  the  increment,  instead  of  con- 
tinuing to  increase,  gradually  decreased,  so 
that  at  very  severe  degrees  of  obstruction 
the  increment  was  small.  They  also  noted 
that  a similar  bell-shaped  curve  occurred  in 
patients  with  emphysema,  but  that  as  a re- 
sult of  fixed  airway  obstruction  the  maxi- 
mum FEVj  was  markedly  reduced, 
displacing  the  curve  to  the  left.  These 
data  may  be  explained  on  the  basis  that  in- 
creased smooth  muscle  tone  is  the  major 
factor  at  the  lesser  degrees  of  airway  ob- 
struction, whereas  at  the  greater  degrees  of 
obstruction  additional  factors,  such  as  mu- 
cus plugging  of  the  lumen  and 
inflammatory  changes  in  the  walls  of  the 
airways,  are  superimposed. 

Two  other  factors  should  be  considered 
in  this  category.  First,  when  respiratory 
failure  is  present,  a decreased  responsive- 
ness to  sympathomimetic  drugs  may  be  at- 
tributable to  acidosis,  and  it  can  be  treated 
effectively  with  sodium  bicarbonate  along 
the  lines  reported  by  Mithoefer  and 
associates.14- 15  However,  chronic  refrac- 
tory asthma  may  occur  without  significant 
arterial  acidemia,  and  at  this  stage  therapy 
with  sodium  bicarbonate  is  not  indicated. 
Second,  the  lack  of  response  to  adrenergic 
aerosols  may  be  due  to  the  development  of 
beta-adrenergic  receptor  blockade.  Many 
responses  to  adrenergic  stimulation  have 
been  found  to  be  abnormal  in  the  asthmatic 
patient,16-17  supporting  the  hypothesis  that 
they  have  a functional  autonomic  anomaly 
interpretable  as  partial  beta-adrenergic  re- 
ceptor blockade.  Furthermore,  the  admin- 
istration of  beta-adrenergic  receptor  block- 
ing agents  results  in  greater  responses  to 
antigen  challenge  in  atopic  subjects18  and 
may  precipitate  frank  asthma  in  the  asth- 
matic subject.19  It  is  important  to  re- 
member that  the  atopic  subject  has  this 
increased  sensitivity  to  beta-adrenergic  re- 
ceptor-blocking agents,  for  not  only  is  their 
use  contraindicated  in  the  asthmatic  patient 
but  it  has  also  been  shown  in  animals  that 
isoproterenol  is  rapidly  metabolized  to  3- 
methoxy  isoproterenol,20  a weak  beta- 
adrenergic  receptor  antagonist.21  An  ac- 
cumulation of  this  substance  may  explain 
the  reduced  chronotropic  effect  of  inhaled 
or  injected  isoproterenol  in  subjects  regu- 
larly inhaling  large  amounts  of  isopro- 
terenol by  aerosol.22 
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FIGURE  2.  Time  course  response  curve  to  in- 
haled placebo  (saline-propylene  glycol)  and  iso- 
proterenol (maximum  delivered  dose  2.5  mg. 
isoproterenol)  aerosols  delivered  over  ten-minute 
period  (shaded  area)  in  patients  with  asthmatic 
bronchitis. 

Shortened  duration  of  response 

The  duration  of  the  response  to  adren- 
ergic aerosols  is  commonly  measured  in 
patients  with  asthma  or  asthmatic  bronchi- 
tis who  are  in  relative  remission.  Such  a 
study  is  illustrated  in  Figure  2 and  was 
performed  in  a group  of  subjects  with  asth- 
matic bronchitis,  the  placebo  and  the  adren- 
ergic aerosols  being  administered  over  the 
ten-minute  interval  indicated  by  the  shaded 
area.  Studies  performed  in  this  manner 
are  useful  for  comparing  different  drugs 
and  modes  of  therapy.  This  time-response 
curve  is  typical  for  this  type  of  subject,  and 
under  these  circumstances  isoproterenol 
had  a duration  of  effect  lasting  up  to  ninety 
minutes.  However,  if  asthmatic  subjects 
are  challenged  with  an  antigen  to  which 
they  are  sensitive,  Altounyan23  has  shown 
that  the  degree  and  duration  of  protection 
and  thus  the  duration  of  response  may  be 
only  fifteen  to  thirty  minutes.  This  is  con- 
sistent with  the  common  finding  among  pa- 
tients with  severe  asthma  who  inhale  from 
their  nebulizers  every  fifteen  to  thirty  min- 
utes. 

Idiosyncratic  or  rebound  response 

A third  cause  of  failure  of  adrenergic 
aerosols  is  an  idiosyncratic  response.24 
This  may  be  considered  analogous  to  the 
rebound  response  seen  in  the  nasal  mucosa 
after  the  repeated  topical  application  of 


FIGURE  3.  Time  course  response  curve  to  in- 
haled placebo  (saline-propylene  glycol)  and  iso- 
proterenol (maximum  delivered  dose  2.5  mg. 
isoproterenol)  aerosols  delivered  as  in  Figure  2 
to  patient  exhibiting  idiosyncratic  or  rebound 
response.  Whereas  deposition  of  placebo 
caused  transient  fall  in  FEV1f  isoproterenol 
caused  normal  rise  in  FEV!  that  was  followed 
by  delayed  onset  of  severe  airway  obstruction. 
Clinically,  complaints  of  wheezing  and  dyspnea 
were  not  made  until  after  three-hour  determina- 
tion indicating  severity  of  obstruction  that  may 
develop  and  be  tolerated  in  some  patients  before 
help  is  sought..  (Permission  from  Ann.  Int. 
Med. 


vasoconstrictor  agents.  In  contrast  to  the 
more  usual  form  of  the  response  curve 
shown  in  Figure  2,  that  illustrated  in  Fig- 
ure 3 was  noted  in  a subject  who  had  an  ex- 
plosive exacerbation  of  previously  mild 
asthma  that  could  not  be  relieved  until  all 
aerosol  therapy  was  withdrawn.  Following 
administration  of  the  adrenergic  aerosol,  a 
normal  bronchodilator  response  was  fol- 
lowed by  the  development  of  severe  airway 
obstruction.  To  date  asthma  has  been  pre- 
cipitated in  4 subjects  in  this  manner  and 
has  also  occurred  in  2 of  them  in  milder 
form  following  epinephrine  inhalation.  The 
attacks  produced  were  indistinguishable 
from  a clinical  attack  of  asthma  for  which 
the  same  aerosol  would  normally  be  con- 
sidered appropriate  therapy.  Depending  in 
part  on  the  dose  delivered,  the  shortest  time 
in  which  this  reaction  has  occurred  is  ninety 
minutes  and  the  longest  eight  hours.  One 
subject  required  repetitive  challenge  to  pre- 
cipitate frank  asthma,  although  single  chal- 
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lenge  would  produce  a consistent  but 
delayed  rise  in  airway  resistance. 

When  asthma  has  been  precipitated  in 
this  way,  it  has  tended  to  be  prolonged  and 
in  one  instance  persisted  for  one  week  until 
corticosteroid  therapy  was  initiated.  How 
frequently  this  form  of  response  occurs  re- 
mains to  be  defined.  However,  if  these  pa- 
tients are  sought,  they  may  be  found  among 
those  with  severe  refractory  asthma  who 
are  using  aerosols  to  excess.25  Over  the 
last  four  years,  14  patients  fulfilling  the 
latter  criteria  have  been  admitted  to  the 
Syracuse  Veterans  Administration  Hospital 
and,  when  in  remission,  were  challenged 
with  isoproterenol.  Frank  asthma  devel- 
oped in  4,  and  2 other  patients  had  delayed 
physiologic  deterioration  following  chal- 
lenge. This  response  was  not  produced  in 
a group  of  mild  or  well-controlled  asth- 
matic patients,26  and  the  response  appears 
to  be  blocked  by  corticosteroids. 

Adrenergic  aerosols  as  an  immediate 
cause  of  airway  obstruction 

A fourth  cause  of  failure  with  adrener- 
gic aerosols  may  be  due  to  the  development 
of  increased  airway  obstruction  as  a result 
of  the  therapeutic  action  or  the  deposition 
of  the  aerosol  material.  Occasional  pa- 
tients state  that  they  cannot  tolerate  adren- 
ergic aerosols  because  their  breathing  im- 
mediately becomes  more  difficult.  Kennedy 
and  Thursby-Pelham27  have  remarked  that 
there  is  a small  group  of  individuals  who 
are  consistently  made  worse  by  epinephrine 
inhalation.  This  effect  may  be  due  to  the 
relaxation  of  smooth  muscle,  so  that  the 
airways  behave  like  an  easily  collapsed 
Starling  resistor.  Olsen  and  Hale28  have 
reported  that  decreases  in  the  maximal 
midexpiratory  flow  may  occur  when  in- 
haled isoproterenol  makes  the  trachea 
and  bronchi  more  compressible  without 
eliminating  peripheral  obstructions.  This 
phenomenon  is  more  likely  to  occur  when 
secretions  prevent  the  effective  deposition 
of  the  therapeutic  aerosol  in  the  distal  air- 
ways, and  it  could  explain  the  apparently 
greater  symptomatic  improvement  occa- 
sionally obtained  with  systemic  adrenergic 
agents,  for  under  these  circumstances  a 
more  evenly  distributed  bronochodilator 
effect  may  be  achieved. 


There  is  only  indirect  evidence  from 
pathologic  studies  that  adrenergic  aero- 
sols may  act  as  local  irritants.  In  1939, 
Galgiani  and  co-workers29  noted  that  fol- 
lowing prolonged  exposure  to  epinephrine 
aerosols,  desquamation  and  inflammatory 
changes  occurred  in  the  tracheal  mucosa  of 
both  the  rabbit  and  cat,  and  that  similar 
changes  were  produced  in  the  trachea  of  a 
tuberculous  patient  similarly  medicated  for 
forty-eight  hours  before  death.  In  1948, 
Benson  and  Perlman30  noted  in  a survey  of 
their  asthmatic  patients  that  the  mortality 
rate  was  considerably  higher  in  those  us- 
ing aerosol  therapy.  Furthermore,  at  au- 
topsy they  noted  that  aside  from  the  ex- 
pected histologic  changes,  infection  and 
squamous  metaplasia  appeared  to  occur 
particularly  commonly  in  those  who  had 
used  adrenergic  aerosols  to  excess.  It 
should  be  pointed  out  that  today  this  is  a 
not  uncommon  finding  in  asthma,  but  in 
the  rather  sparse  literature  prior  to  the 
1930’s,  loss  of  cilia,  goblet  cell  hyperplasia, 
or  shredding  of  the  epithelium  were  the 
more  commonly  described  surface  changes. 
If  these  changes  can  be  attributed  to  local 
irritation  from  the  aerosols,  it  must  be  re- 
membered that  in  the  asthmatic  patient  the 
airways  are  already  hyperreactive  to  the 
deposition  of  particulate  matter  and  may 
also  be  under  challenge  if  these  aerosols 
are  taken  for  the  relief  of  antigen-induced 
asthma. 

These  then  are  the  shortcomings  and  the 
hazards  of  adrenergic  aerosol  therapy. 
They  result  in  large  part  from  the  failure 
to  achieve  smooth  control  of  the  asthmatic 
state,  and  many  times  this  failure  may  be 
attributable  to  an  undue  reliance  being 
placed  on  medications  that  are  relatively 
ineffective  at  the  levels  of  airway  obstruc- 
tion present.  It  is  pertinent  to  discuss  how 
this  may  come  about. 

Stages  of  treatment 

The  treatment  of  an  asthmatic  attack 
may  be  considered  in  three  stages,  each 
representing  an  increasing  degree  of  sever- 
ity of  the  attack.  First,  the  patient  usu- 
ally has  medication  that  may  enable  him  to 
overcome  the  initial  episodes  of  wheezing 
and  dyspnea.  This  medication  may  be  in 
various  forms,  but  by  far  the  most  rapid 
and  often  the  greatest  relief  may  be  ob- 
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tained  with  an  adrenergic  aerosol.  By  re- 
peated dosing  if  necessary,  the  patient  may 
be  able  to  control  and  reverse  a simple 
attack.  In  most  instances  and  in  the  well- 
controlled  asthmatic  patient  this  should 
suffice.  When,  however,  this  medication 
fails,  the  patient  seeks  help  from  his  physi- 
cian at  the  home,  office,  or  emergency 
room.  In  time  the  transfer  to  the  physi- 
cian tends  to  be  delayed  because  the  patient 
from  past  experience  feels  competent  to 
handle  the  attack  himself,  because  he  does 
not  wish  to  be  burdensome,  or  because  he 
senses  a barrier  has  developed  between 
himself  and  the  physician  as  the  result  of 
repeated  attacks  and  house  calls.  In  this 
regard  it  is  particularly  unfortunate  that 
asthmatic  attacks  tend  to  occur  at 
night.  Thus  as  time  goes  on,  by  continued 
self  medication  the  patient  tends  to  over- 
dose himself.  More  important,  the  attacks 
may  increase  in  severity  so  that  each  is 
more  difficult  to  overcome,  and  the  patient 
requires  hospital  admission  with  increasing 
frequency  and  for  increasing  periods.  The 
therapeutic  goal  is  to  prevent  or  reduce  the 
incidence  of  the  minor  attacks  and  to  abort 
the  sequence  of  events  leading  to  status 
asthmaticus. 

First,  it  is  necessary  to  define  the  main- 
tenance requirements  of  the  patient  appro- 
priate to  the  severity  of  the  asthma.  These 
requirements  will  commonly  vary  through 
the  year  in  a reproducible  manner  depend- 
ing on  the  clinically  significant  allergies  of 
the  individual  patient.  The  aim  must  be  to 
obtain  smooth  control,  and  it  may  be  found 
that  at  one  season  intermittent  corticos- 
teroid therapy  may  be  required,  whereas 
for  the  rest  of  the  year  the  therapeutic 
requirements  may  be  satisfied  with  simple 
therapy  such  as  ephedrine  on  an  occasional 
basis.  These  requirements  are  best  docu- 
mented with  repeated  determinations  of 
some  ventilatory  function  test  sensitive  to 
airway  obstruction,  and  most  commonly  this 
will  be  the  spirogram.  With  such  a test  it 
is  possible  to  define  the  level  at  which  the 
patient  can  perform  his  day-to-day  tasks, 
possible  seasonal  variations,  and  the  re- 
sponse to  therapy.  In  this  day  and  age,  it 
is  no  more  appropriate  to  manage  a patient 
with  chronic  asthma  solely  by  listening  to 
him  wheeze  than  it  is  to  manage  a patient 
with  anemia  by  a casual  inspection  of  the 


conjunctiva.  When  a satisfactory  level  can 
be  maintained,  the  patient  may  be  in- 
structed how  to  overcome  a simple  attack 
with  the  correct  use  of  aerosols.  The  orig- 
inal intention  behind  the  introduction  of 
adrenergic  aerosols  was  to  provide  a 
method  of  administering  epinephrine  con- 
veniently and  in  a form  that  would  provide 
rapid  relief.  They  should  not  be  used  to 
replace  other  forms  of  therapy,  and  the 
patient  must  be  strictly  instructed  not  to 
place  undue  reliance  on  them.  One  might 
consider  the  aerosol  cartridge  as  being 
equivalent  to  400  or  so  injections  of  epine- 
phrine and  every  bit  as  dangerous.  Finally, 
there  must  be  no  barrier  between  the 
physician  and  the  patient  with  asthma. 
The  psychologic  requirements  of  the  asth- 
matic subject  are  peculiar  and  great,  for  it 
should  be  remembered  that  he  suffers  from 
a disease  that  to  all  intents  and  purposes 
throttles  him  from  time  to  time. 

However,  severe  asthmatic  attacks  may 
occur,  and  patients  will  be  admitted  who 
have  overdosed  themselves  with  aerosols. 
At  this  point,  when  the  magnitude  and 
duration  of  the  response  to  adrenergic 
aerosols  are  reduced  to  the  degree  they 
are  used  to  excess,  I believe  they  should 
be  withdrawn.  It  is  then  absolutely  man- 
datory to  substitute  other  and  more  effec- 
tive management,  and  usually  this  will  be 
corticosteroids,  preferably  on  an  intermit- 
tent basis  and  monitored  with  repeated  de- 
termination of  ventilatory  function.31  Van 
Metre  and  Lopez32  have  recently  reported 
that  over  a nine-month  period  they  found 
18  patients  who  were  using  6 to  50  times 
the  recommended  dose  of  isoproterenol  and 
in  whom  all  the  usual  forms  of  therapy 
were  ineffective  until  the  aerosols  were  dis- 
continued. Furthermore,  in  those  subjects 
I have  studied  there  was  a decreased  medi- 
cation requirement  and  less  severe  asthma 
following  aerosol  withdrawal,  whereas  the 
medication  requirements  tended  to  rise  if 
excessive  aerosol  inhalation  was  continued.25 

It  may  be  argued  that  some  response  to 
an  adrenergic  aerosol  is  better  than  none, 
and  this  argument  is  particularly  applied  to 
the  management  of  status  asthmaticus.  I 
believe  the  evidence  is  against  this  practice, 
and  it  has  been  my  experience  that  status 
asthmaticus  is  more  easily  managed  with- 
out aerosol  therapy. 
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Summary 

Asthma  is  a disease  state  with  a broad 
spectrum  of  precipitating  causes  and  wide 
range  of  severity.  The  manifestation  of 
this  disease  is  reversible  airway  obstruc- 
tion, and  the  therapeutic  management  of 
this  must  be  tailored  to  each  individual  pa- 
tient and,  if  possible,  monitored  with  an 
objective  study  of  ventilatory  function.  It 
is  necessary  to  ensure  that  our  management 
given  optimum  and  smooth  control  and  that 
it  does  not  lead  to  a worsening  of  the  pa- 
tient’s disease  state. 

References 

1.  Speizer,  F.  E.,  Doll,  R.#  and  Heaf,  P.:  Observations 

on  recent  increase  in  mortality  from  asthma,  Brit.  M.  J.  1: 
335  (Feb.  10)  1968. 

2.  Richards,  W.,  and  Patrick.  J.  R.:  Death  from 

asthma  in  children.  Am.  J.  Dis.  Child.  110:  4 (1965). 

3.  Gandevia,  B.:  Pressurized  aerosols  in  asthma,  Brit. 

M.  J.  2:  441  (May  13)  1967. 

4.  Definitions  and  classification  of  chronic  bronchitis, 

asthma  and  pulmonary  emphysema:  A statement  by  the 

Committee  on  Diagnostic  Standards  for  Non-tuberculous 
Respiratory  Diseases.  American  Thoracic  Society,  Am. 
Rev.  Reap.  Dis.  85:  762  (1962). 

5.  Graeser,  J.  B.,  and  Rowe,  A.  H.:  Inhalation  of 

epinephrine  for  the  relief  of  asthmatic  symptoms.  J.  Allergy 
6:  415  (1935). 

6.  Van  Metre.  T.  E.,  Jr.:  Death  in  asthmatics,  Tr. 

Am.  Clin.  & Climatol.  A.  78:  58  (1966). 

7.  Greenberg,  M.  J.,  and  Pines.  A.:  Pressurized  aer- 
osols in  asthma,  Brit.  M.  J.  1:  563  (Mar.  4)  1967. 

8.  Speizer,  F.  E..  Doll,  R.,  Heaf,  P.,  and  Strang,  L.  B.: 

Investigation  into  use  of  drugs  preceding  death  from  asthma. 
Brit.  M.  J.  1:  339  (Feb.  10)  1968. 

9.  Lockett,  M.  F.:  Dangerous  effects  of  isoprenaline 

in  myocardial  failure.  Lancet  2:  104  (1965). 

10.  Shapiro,  J.  B.,  and  Tate,  C.  F.:  Death  in  status 

asthmaticus:  A clinical  analysis  of  eighteen  cases,  Dis. 

Chest  48  : 484(1965). 

11.  Field,  G.  B.:  The  effects  of  posture,  oxygen,  iso- 

proterenol and  atropine  on  ventilation- perfusion  relation- 
ships in  the  lung  in  asthma,  Clin.  Sc.  32:  279  (Apr.)  1967. 

12.  Palmer,  K.  N.  V.,  and  Diament,  M.  L.:  Effect  of 

aerosol  isoprenaline  on  blood-gas  tensions  in  severe  bronchial 
asthma.  Lancet  2:  1232  (Dec.  9)  1967. 


13.  Hume,  K.  M.,  and  Gandevia,  B.:  Forced  expiratory 

volume  before  and  after  isoprenaline,  Thorax  12:  276  (1957) . 

14.  Mithoefer,  J.  C.,  Runser,  R.  H.,  and  Karetzky,  M.  S.: 

The  use  of  sodium  bicarbonate  in  the  treatment  of  acute 
bronchial  asthma.  New  England  <).  Med.  272:  1200  1965 

I . Miihocfer.  J.  Porter,  W.  F.,  and  Karetzky,  M. 

S.:  Indications  for  the  use  of  sodium  bicarbonate  in  the 
treatment  of  intractable  asthma,  Respiration  25:  201 

(1968). 

16.  Cookson,  D.  U.,  and  Reed,  C.  E.:  A comparison  of 

the  effects  of  isoproterenol  in  the  normal  and  asthmatic 
subject.  Am.  Rev.  Reap.  Dis.  88:  636  (1963). 

17.  Cohen,  E.  P.,  Petty,  T.  L.,  Szentnanyi,  A.,  and  Priest, 

R.  E.:  Clinical  and  pathological  observations  in  fatal 

bronchial  asthma,  Ann.  Int.  Med.  62:  103  (1965). 

18.  Ovellette,  J.  J.,  and  Red,  C.  E.:  The  effect  of  partial 

beta  adrenergic  blockade  on  the  bronchial  resj>on8e  of  hay 
fever  subjects  to  ragweed  aerosol.  J.  Allergy  39:  160  iMar.  > 

1967. 

19.  McNeill,  R.  S.:  Effect  of  a beta  adrenergic- receptor 

blocking  agent.  Propranolol,  on  asthmatics,  Lancet  2:  1101 

(1964). 

20.  Hertting,  G.:  The  fate  of  3H-iso-proterenol  in  the 

rat,  Biochem.  Pharmacol.  13:  1119  (1964). 

21.  Philippot,  E.,  Bacq,  Z.  M.,  and  Sulman,  F.  G.: 

Actions  du  1 (3-m6thoxy-4-oxyph6nyl)-l-hydroxy-2-isopropyl- 
aminoethane  (3-m6thoxy-isoproterenol),  Arch,  intemat. 
pharmacodyn.  156:  234  (1965). 

22.  Paterson,  J.  W.,  Conolly,  M.  E.,  Davies,  D.  S.,  and 

Dollery,  C.  T.:  Isoprenaline  resistance  and  the  use  of 

pressurized  aerosols  in  asthma,  Lancet  2:  426  (Aug.  24) 

1968. 

23.  Altounyan,  R.  E.  C.:  Variation  of  drug  action  on 

airway  obstruction  in  man,  Thorax  19:  406  (1964). 

24.  Keighley,  J.  F.:  Iatrogenic  asthma  associated  with 

adrenergic  aerosols,  Ann.  Int.  Med.  65:  985  (1966). 

25.  Idem : Effect  of  aerosol  withdrawal  in  chronic  re- 

fractory asthma,  in  preparation. 

26.  Golden,  R.  S.,  Woodin,  W.  G.,  and  Keighley,  J.  F.: 
Unpublished  observations. 

27.  Kennedy,  M.  C.  S.,  and  Thursby-Pelham,  D.  C.: 

Some  adrenergic  drugs  and  atropine  methonitrate  given  by 
inhalation  for  asthma:  A comparative  study,  Brit.  M.  J.  1: 

1018  (1964). 

28.  Olsen,  C.  R.,  and  Hale,  F.  C.:  Paradoxical  decreases 

of  forced  expiratory  flow  after  a bronchodilator  aerosol,  Tr. 
26th  V.  A.  Armed  Forces  Pulmonary  Disease  Research  Con- 
ference, January  1967,  p.  40. 

29.  Galgiani,  J.  V.,  Proescher,  F.,  Dock,  W.,  and  Tainter, 

M.  L.:  Local  and  systemic  effects  from  inhalation  of  strong 

solutions  of  epinephrine,  J.A.M.A.  112:  1929  (1939). 

30.  Benson,  R.  L.,  and  Perlman,  F.:  Clinical  effects  of 

epinephrine  by  inhalation,  J.  Allergy  19:  129  (1948). 

31.  Walsh,  S.  D.,  and  Grant,  I.  W.  B.:  Corticosteroids 

in  treatment  of  chronic  asthma,  Brit.  M.  J.  2:  796  (1966). 

32.  Van  Metre,  T.  E.,  Jr.,  and  Lopez,  A.:  Possible 

adverse  effects  of  chlorpromazine  and  excessive  isoproter- 
enol in  status  asthmaticus,  abstracted,  J.  Allergy  39:  109 

(Feb.)  1967. 


March  1,  1969  / New  York  State  Journal  of  Medicine  667 


Unilateral  Upper 
Urinary  Tract 
Obstruction  and 
Arterial  Hypertension* 

DAVID  T.  SCHWARTZ,  M.D. 

New  York  City 

From  the  Squier  Urological  Clinic  and  the 
Department  of  Urology,  Columbia  University 
College  of  Physicians  and  Surgeons 


W hile  case  of  hypertension  associated 
with  ureteral  obstruction  have  been  re- 
ported, the  actual  incidence  of  arterial  hy- 
pertension caused  by  ureteral  obstruction  is 
not  known.1’2  To  see  whether  or  not  ure- 
teral obstruction  is  regularly  associated 
with  hypertension,  the  incidence  of  hyper- 
tension was  investigated  among  patients 
listed  under  ureteral  obstruction  in  the  di- 
agnostic index  of  Presbyterian  Hospital. 
Any  effect  of  decrease  in  renal  excretory 
function  which  alone  might  contribute  to 
hypertension  was  eliminated  by  including 
only  cases  with  unilateral  upper  urinary 
tract  obstruction  and  a normal  contralateral 
kidney. 

Materials  and  methods 

The  clinical  records  of  patients  admitted 
to  the  Columbia-Presbyterian  Medical  Cen- 
ter from  January,  1952,  through  July,  1966, 
were  reviewed.  Cases  with  bilateral  upper 
tract  obstruction,  abnormal  kidney  contra- 

♦Supported  in  part  by  Grant  HE  10011-02  from  the 
National  Heart  Institute. 


TABLE  I.  Causes  of  unilateral  upper  urinary  tract 
obstruction  in  350  patients 

Duration  of 

- — Obstruction — n / Patients s 


Cause 

Acute 

Chronic 

Total 

Per  Cent 

Stone 

Ureter 

20 

24 

44 

12.6 

UPJ* 

X 

2 

3 

0.9 

Stricture 

After  radiation 

1 

5 

6 

1.7 

Postoperative 

0 

17 

17 

4.9 

Secondary  to  stone 

previously  passed 

0 

5 

5 

1.4 

Tuberculosis 

0 

22 

22 

6.3 

Other  inflammation 

0 

1 

1 

0.3 

Congenital 

Ureter 

1 

48 

49 

14.0 

UPJ* 

3 

132 

135 

38.6 

Extrinsic 

Obstruction  tumor 

4 

36 

40 

11.4 

Retroperitoneal 

fibrosis 

0 

2 

2 

0.6 

Ureterocele 

1 

1 

2 

0.6 

Intrinsic 

Obstruction  tumor 

0 

1 

1 

0.3 

Unknown 

0 

23 

23 

6.6 

— 

— 

— 

— 

Totals 

31 

319 

350 

100.0 

* Ureteropelvic  junction. 


lateral  to  the  obstruction,  severe  ipsilateral 
pre-existing  renal  disease,  and  cases  with 
lower-tract  obstruction  were  excluded.  All 
patients  had  radiographic  or  pathologic  evi- 
dence of  significant  upper-tract  obstruction. 
No  additional  review  of  cases  indexed 
under  specific  causes  of  obstruction  was 
done. 

Two  consecutive  blood  pressure  record- 
ings over  150/90  mm.  Hg  taken  in  the  ab- 
sence of  pain,  dyspnea,  or  tachycardia  were 
required  to  consider  a patient  hypertensive. 
The  criteria  for  sustained  hypertension 
have  been  outlined  previously.3 

Cases  were  considered  acutely  obstructed 
if  the  onset  of  symptoms  or  evidence  of  ob- 
struction was  within  one  week  of  the  re- 
cording of  blood  pressure.  After  a one- 
week  duration,  obstruction  was  considered 
chronic.4  No  differentiation  was  made  be- 
tween complete  and  partial  obstruction. 

Results 

Among  the  records  available  for  exami- 
nation, 350  patients  with  unilateral  upper 
urinary  tract  obstruction  were  found.  The 
distribution  according  to  cause  of  obstruc- 
tion is  given  in  Table  I.  Thirty-one 
patients  had  obstruction  for  less  than  one 
week,  while  319  were  chronically  obstructed. 
Nineteen  of  the  319  patients  with  chronic 
obstruction  and  16  of  the  31  patients  with 
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TABLE  II.  Distribution  of  hypertension  among  252 
patients  over  age  thirty-five,  with  unilateral 
upper-tract  obstruction 

Duration  of 
Obstruction 

• (Cases) 

<One  >One 


Condition 

Week 

Week 

Hypertensive,  due  to  ob- 
struction (normotensive 
prior  to  obstruction,  hy- 
pertensive during  ob- 
struction, normotensive 
with  relief  of  obstruction) 

9 

3 

Hypertensive,  probably  due 
to  obstruction  (blood 
pressure  not  known  prior 
to  obstruction) 

5 

3 

Hypertensive,  not  due  to 
obstruction.  No  change 
in  blood  pressure  with  re- 
lief of  obstruction 

i 

6 

Known  to  have  been  hy- 
pertensive before  ob- 
struction 

0 

3 

Other  cause  of  hyperten- 
sion documented 

0 

1 

Normotensive 

15 

206 

Totals 

30 

222 

acute  obstruction  were  hypertensive  at  the 
time  of  discovery  of  the  obstruction. 

Direct  comparison  between  these  two 
groups  of  patients  was  not  possible  from 
these  data,  however,  because  the  mean  age 
among  the  patients  with  hypertension,  53.3 
years,  was  higher  than  the  mean  age  of  the 
315  patients  with  normal  blood  pressures, 
42.2  years.  To  avoid  the  possibility  that 
the  appearance  of  hypertension  was  simply 
caused  by  age,  the  incidences  of  hyperten- 
sion among  patients  with  acute  and 
patients  with  chronic  obstruction  were 
compared,  using  only  data  from  patients 
thirty-five  years  of  age  and  older  (Table 
II).  This  gave  a mean  age  of  fifty-two 
years  for  both  normotensive  and  hyperten- 
sive patients. 

Of  the  252  patients  over  age  thirty-five, 
30  had  acute  upper-tract  obstruction.  Nine 
of  these  30  patients,  all  with  ureteral  stones 
and  known  to  have  been  normotensive  prior 
to  obstruction,  were  hypertensive  during 
the  one  or  two  weeks  of  obstruction,  until 
nephrectomy,  or  (1  case)  with  progression 
to  the  chronic  phase.  There  were  6 addi- 
tional patients  with  acute  obstruction  and 


% 

HYPERTENSIVE 


(<  I WEEK)  (>  I WEEK) 

FIGURE  1.  Incidence  of  arterial  hypertension 
among  252  patients  with  unilateral  upper  uri- 
nary tract  obstruction.  Clear  bars  indicate  in- 
cidence of  all  hypertensive  patients  at  time  of 
study;  solid  bars  indicate  incidence  of  patients 
known  to  be  normotensive  prior  to  obstruction 
and  normotensive  after  relief  of  obstruction. 

hypertension  but  whose  blood  pressure  was 
not  known  prior  to  obstruction. 

Among  the  222  patients  with  chronic  ob- 
struction, there  were  only  3 with  known 
normal  blood  pressures  before  obstruction, 
hypertension  after  obstruction,  and  a re- 
turn to  normal  pressure  with  relief  of  the 
obstruction.  There  were  an  additional  13 
patients  who  had  hypertension,  but  this 
was  not  necessarily  caused  by  their 
obstruction.  Either  their  blood  pressures 
were  not  known  before  obstruction  or  they 
failed  to  return  to  normal  pressures  after 
relief  of  obstruction  or  nephrectomy. 

The  incidence  of  hypertension  because  of 
acute  obstruction,  then,  was  30  per  cent, 
while  that  caused  by  chronic  obstruction 
was  1.35  per  cent.  These  relations  are  il- 
lustrated in  Figure  1. 

The  mean  systolic  and  diastolic  arterial 
blood  pressures  among  patients  with  acute 
obstruction  (165/102  mm.  Hg)  did  not  dif- 
fer from  those  among  chronically  obstructed 
hypertensive  patients  (166/104  mm.  Hg). 

Comment 

Nine  of  the  30  patients  (30  per  cent)  in 
this  series  who  had  acute  unilateral  upper 
urinary  tract  obstruction  also  developed  a 
mild  but  significant  arterial  hypertension 
which  disappeared  with  relief  of 
obstruction.  Among  patients  with  chronic 
unilateral  upper-tract  obstruction,  however, 
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the  incidence  of  hypertension  was  no 
greater  than  that  found  among  a com- 
parably aged  random  population.5 

There  are  experimental  and  clinical  data 
to  indicate  how  acute  upper-tract  obstruc- 
tion might  cause  arterial  hypertension. 
Megibow,  Katz,  and  Rodbard6  produced  a 
rise  of  blood  pressure  in  dogs  with  uni- 
lateral ureteral  clamping  which  lasted  only 
up  to  fifty  days.  During  the  acute  phase 
of  ureteral  obstruction,  Suki  et  al*  demon- 
strated a fall  in  glomerular  filtration  rate 
which  was  far  greater  than  the  fall  in  max- 
imum tubular  excretory  capacity  for  para- 
aminohippuric  acid,  their  measure  of  tubu- 
lar transport  capacity.  The  changes  in 
renal  handling  of  sodium  and  water,  and 
the  increase  in  maximum  tubular  excretory 
capacity  for  paraaminohippuric  acid-glo- 
merular filtration  rate  produced  by  acute 
ureteral  obstruction  were  like  those  seen  in 
unilateral  renal  artery  stenosis.  However, 
with  chronic  ureteral  obstruction,  over  one 
week  in  duration,  the  maximum  tubular  ex- 
cretory capacity  for  paraaminohippuric 
acid-glomerular  filtration  rate  was  less  than 
in  the  control  normal  kidney.  These  data 
indicated  that  there  was  relative  cortical 
ischemia  during  the  first  week  of  obstruc- 
tion, but  thereafter  there  was  increased 
perfusion  of  a progressively  reduced  renal 
mass. 

That  this  cortical  ischemia  leads  to 
renin  release  has  been  shown  in  dogs  by 
Vander  and  Miller.7 

A reduction  in  renal  cortical  blood  flow 
with  acute  ureteral  obstruction  has  been 
demonstrated  in  human  beings  by  Munck, 
Ladefoged,  and  Pederson,8  and  the  in- 
creased release  of  renin  from  the 
hydronephrotic  kidney  has  been  reported  by 
Tobian0  and  Simon  and  del  Greco.10 

These  studies  suggest  that  relative  corti- 
cal ischemia  occurs  during  acute  ureteral 
obstruction,  while  cortical  mass  is  still  well 
preserved,  and  leads  to  renin  release  and 
arterial  hypertension. 

However,  once  the  renal  cortex  has  atro- 
phied, there  is  no  longer  cortical  under- 
perfusion, and  unilateral  obstruction  of 
this  chronic  nature  is  not  associated  with 
hypertension. 

In  animal  experiments  the  degree  of 
ureteral  obstruction,  diet,  state  of  hydra- 
tion, and  other  parameters  known  to  influ- 


ence blood  pressure  can  be  controlled,  and 
the  absence  of  pre-existing  renal  disease 
can  be  confirmed.  Among  patients,  how- 
ever, the  degree  of  ureteral  obstruction 
may  vary,  and  renal  parenchymal  lesions 
which  could  contribute  to  ischemia  might 
be  present  before  the  onset  of  ureteral  ob- 
struction, but  in  degree  insufficient  alone  to 
cause  hypertension.  For  this  reason,  we 
would  expect  the  duration  of  cortical  is- 
chemia after  the  onset  of  ureteral  obstruc- 
tion, and  thus  the  severity  and  duration  of 
hypertension,  to  vary  among  patients. 

Thus,  the  patient  who  has  a mild  ob- 
struction but  who  shows  virtually  no  corti- 
cal atrophy  might  still  have  an  ischemic 
cortex  and  may  remain  hypertensive  for 
many  years. 

If  hypertension  due  to  ureteral  obstruc- 
tion is  renin-mediated,  then  an  assay  of 
plasma  renin  or  angiotensin  should  indicate 
whether  or  not  relief  of  the  obstruction 
would  reverse  hypertension.  Such  studies 
were  not  done  on  the  patients  reported  here 
but  were  done  on  the  patients  reported  by 
Simon  and  del  Greco.10  Relief  of  the  ob- 
struction in  their  patients  brought  the 
blood  pressure  and  the  plasma  renin  activ- 
ity to  normal. 

Among  our  patients  with  acute  ureteral 
obstruction,  where  concomitant  renal  dis- 
ease was  excluded,  the  hypertension  which 
occurred  was  mild  and  short-lived.  In  sim- 
ilar studies  which  have  not  excluded  con- 
comitant renal  disease,  on  the  other  hand, 
sustained  hypertension  has  been  found.  In 
Meine’s2  autopsy  series  and  in  experimental 
animals,6  sustained,  severe  hypertension 
has  been  associated  with  unilateral  hydro- 
nephrosis only  with  concomitant  pyelone- 
phritis or  uremia.  These  two  conditions 
decrease  renal  perfusion  and  thus  contrib- 
ute to  continued  renal  ischemia  despite 
cortical  atrophy.  These  considerations  sug- 
gest that  the  appearance  of  sustained  severe 
hypertension  with  unilateral  upper  urinary 
tract  obstruction  indicates  pre-existing  dis- 
ease in  one  or  both  kidneys.  If  hyperten- 
sion subsequently  appears  in  the  same  pa- 
tients without  outflow  obstruction,  then  one 
should  suspect  that  a pre-existing  renal  dis- 
ease has  progressed  sufficiently  to  alone 
cause  hypertension,  and  such  a renal  cause 
for  his  arterial  hypertension  should  be 
searched  for. 
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Summary 

Among  30  patients  with  unilateral  upper 
urinary  tract  obstruction  of  less  than  a 
one-week  duration,  9 (30  per  cent)  became 
mildly  hypertensive  with  the  onset  of  ob- 
struction and  returned  to  normal  pressures 
with  relief  of  obstruction.  Among  222  pa- 
tients with  unilateral  upper  urinary  tract 
obstruction  of  more  than  a one-week  dura- 
tion, 19  (8.5  per  cent)  were  mildly  hyper- 
tensive, and  only  3 (1.5  per  cent)  of  these 
were  known  to  have  been  normotensive 
prior  to  obstruction.  These  data  suggest 
that  acute  unilateral  ureteral  obstruction  is 
associated  with  mild  hypertension,  while 
chronic  unilateral  ureteral  obstruction 
alone  is  not. 
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Circulatory  Collapse 


Case  history 

Anand  Mittal,  M.D. : A sixty-nine- 

year-old  Chinese  male  was  admitted  to  the 
hospital  through  the  emergency  department 
with  complaints  of  malaise  and  weakness 
for  two  weeks. 

The  medical  history  was  difficult  to  obtain 
because  of  a language  barrier.  Informa- 
tion from  his  private  physician  indicated 
that  in  November,  1967,  the  patient  had 
fallen  and  subsequently  had  experienced 
pain  in  the  right  knee  and  in  the  right 
scapular  area.  He  had  been  seen  in  the 
outpatient  clinic  of  a large  medical  center 
where  he  also  complained  of  pain  in  the  left 
hip  region  with  radiation  to  the  lateral 
aspect  of  the  left  thigh,  calf,  and  foot. 
Physical  examination  at  that  time  revealed 
that  the  patient  was  perspiring  profusely 
and  was  in  considerable  pain.  The  blood 
pressure  was  200/80.  He  preferred  to  lie 
on  his  right  side  with  his  left  knee  and  hip 
in  flexion.  Straight-leg  raising  was  re- 
stricted on  the  left  side;  there  was  pain  on 
any  motion  of  the  right  shoulder.  Ex- 
amination in  the  orthopedic  section  of  the 
clinic  revealed  no  localized  low-back  pain ; 
there  was  no  evidence  of  a cerebrovascular 
accident.  X-ray  examinations  were  re- 
quested, but  the  patient  did  not  return  for 
further  diagnostic  tests. 

Three  months  later  the  patient  noted  the 
onset  of  anorexia,  loss  of  weight,  and  pro- 
gressive weakness  with  vague  generalized 
pain  in  the  joints.  He  also  apparently  ex- 
perienced chills,  felt  feverish,  developed  a 
cough  with  sputum,  and  complained  of  pain 


in  the  right  foot;  but  accurate  historical 
details  could  not  be  further  obtained. 
Within  three  weeks  of  the  onset  of  these 
symptoms,  the  patient  consulted  his  private 
physician  who  found  an  enlarged  liver  and 
referred  him  to  this  hospital  for  admission. 

Family  history  and  past  history  were 
noncontributory  but  limited  in  details. 
There  appeared  to  be  no  clear-cut  history  of 
illness  prior  to  the  fall  four  months  previ- 
ously. 

On  admission,  his  blood  pressure  was 
110/70;  the  pulse  was  84,  the  respirations 
26  per  minute,  and  the  temperature  102  F. 
The  patient  was  elderly  but  still  fairly  well 
nourished.  There  was  no  evidence  of  dys- 
pnea nor  other  acute  distress.  There  were 
several  small  subcutaneous  elastic  nodules 
scattered  over  the  face  and  several  bluish 
nodular  areas  on  the  right  flank.  The  teeth 
were  badly  decayed.  The  lungs  were  clear 
to  percussion  and  auscultation.  The  heart 
did  not  appear  to  be  enlarged  on  percus- 
sion ; the  point  of  maximal  impulse  was  in 
the  fifth  interspace  inside  the  midclavicular 
line;  the  heart  sounds  were  of  fair  quality, 
with  a harsh  blowing  Grade  III/VI  systolic 
murmur  at  the  apex  not  transmitted  into 
the  axilla.  No  murmurs  were  audible  at  the 
base.  The  liver  edge  was  firm  and  non- 
tender, 3 fingerbreadths  below  the  right 
costal  margin ; the  spleen  was  not  palpable. 
No  masses  or  tenderness  were  noted  in  the 
abdomen.  Several  small  shotty  lymph 
nodes  were  palpable  in  both  inguinal  re- 
gions. The  rectal  examination  gave  nega- 
tive results.  The  left  femoral  arterial 
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pulse  could  not  be  felt;  the  right  femoral 
and  both  dorsalis  pedis  pulses  were  palpa- 
ble. There  was  no  edema. 

The  urine  was  cloudy  with  a specific 
gravity  of  1.014  and  a 3 plus  albumin  test 
result;  the  microscopic  examination  showed 
5 to  8 white  blood  cells,  3 to  5 red  blood 
cells,  and  5 to  8 large  granular  casts  per 
high-power  field.  The  hemoglobin  was  12 
Gm.  per  100  ml.  and  the  hematocrit  37 ; 
the  white  blood  cell  count  was  15,700  per 
cubic  millimeter  with  80  per  cent  segmented 
forms,  8 per  cent  nonsegmented  forms,  11 
per  cent  lymphocytes,  and  1 per  cent  mono- 
cytes. The  prothrombin  time  was  15  sec- 
onds (control  13  seconds).  The  true  glu- 
cose was  160  mg.,  the  blood  urea  nitrogen 
55  mg.,  and  the  uric  acid  8.3  mg.  (normal 
4 to  7)  per  100  ml.  The  carbon  dioxide 
content  was  21  mEq.  (normal  24  to  32), 
the  serum  potassium  4.1  mEq.,  the  serum 
sodium  138  mEq.,  and  the  serum  chlorides 
96  mEq.  per  liter.  The  direct  serum  bili- 
rubin was  0.6  mg.,  the  total  bilirubin  1.1 
mg.  (normal  0.2  to  0.8)  per  100  ml.  The 
thymol  turbidity  was  1.2  units  (normal  0 
to  2)  and  the  cephalin  flocculation  test 
2 plus.  The  alkaline  phosphatase  was  4.3 
units  (normal  0 to  4)  and  the  acid  phos- 
phatase 2.7  units  (normal  0 to  4).  The 
serum  glutamic  oxaloacetic  transaminase 
glutamic  pyruvic  transaminase  27  units 
(normal  1 to  40),  and  the  lactic  acid  dehy- 
drogenase 430  units  (normal  200  to  600). 

Two  blood  cultures  grew  out  coagulase 
positive  Staphylococcus  aureus. 

The  chest  x-ray  film  revealed  the  heart 
to  be  normal  in  size  and  the  aorta  to  be 
tortuous  and  dilated  in  its  ascending  por- 
tion (Fig.  1).  The  lung  fields  were  clear. 
The  results  of  the  electrocardiogram  were 
within  normal  limits. 

During  his  three-day  hospital  course,  the 
patient’s  temperature  fluctuated  between 
100  and  103  F.;  terminally  his  temperature 
was  98  F.  Repeated  blood  pressure  obser- 
vations indicated  a range  of  from  110  to 
115/70.  The  patient  coughed  occasionally, 
and  several  times  blood-tinged  sputum  was 
noted.  Repeated  physical  examinations  re- 
vealed scattered  moist  rales  at  both  lung 
bases,  persistence  of  the  systolic  murmur 
I at  the  cardiac  apex,  and  no  change  in  the 
i abdominal  findings.  The  patient  was 


treated  only  symptomatically  for  elevation 
of  his  temperature. 

Early  on  the  morning  of  the  third  hos- 
pital day  the  patient  complained  of  being 
unable  to  void  and  suddenly  became  dia- 
phoretic, with  disappearance  of  palpable 
pulses  and  apparent  cardiac  arrest.  Efforts 
at  resuscitation  were  unsuccessful,  and  the 
patient  was  pronounced  dead  fifty-four 
hours  after  admission. 


Discussion 

William  T.  Foley,  M.D.*:  First  I will 

summarize  this  history  and  give  you  my 
thoughts  afterward.  We  are  told  that  this 
patient  is  a sixty-nine-year-old  Chinese 
man  with  a language  barrier.  When  I 
first  looked  at  this  protocol  I wondered  if 
my  presence  here  reflected  not  only  my  spe- 
cial interest  in  the  pathologic  diagnosis, 
whatever  that  may  prove  to  be,  but  also  my 
experience  as  an  interpreter  of  things 
Chinese.  I taught  in  the  Hong  Kong  Uni- 
versity Medical  College  in  South  China  for 
several  years  and  later  at  the  Peking  Union 
Medical  College  in  North  China.  As  I re- 
viewed this  case,  I recalled  facets  of  medi- 
cine in  China  which  might  help  us  in  this 
case.  Anyone  in  China  who  lives  to  the  age 
of  sixty-nine  is  really  unusual.  Few  people 
ever  reach  that  age,  because  of  all  sorts  of 
hazards.  One  must  first  develop  an  im- 
munity to  many  enteric  diseases  and  para- 
sitic infestations.  Lurking  in  the  back- 
ground are  always  tuberculosis  and  syphilis. 
Tuberculosis  is  often  a fatal  disease  in 
China,  but  if  the  native  Chinese  survives 
tuberculosis,  he  faces  the  second  great 
killer  which  is  syphilis.  Syphilis  in  my 
experience  in  China  was  widespread  and 
devastating.  I suspect  that  this  man  of 
sixty-nine  years  of  age  had  a good  chance 
of  harboring  some  scars  of  syphilis  in  him 
and  some  of  tuberculosis  as  wTell. 

I find  the  history  limited  and  hence  not 
too  helpful.  This  is  unfortunate  because, 
by  and  large,  a very  careful  study  of  the 
patient’s  history  leads  us  to  the  correct  di- 
agnosis 60  to  80  per  cent  of  the  time. 
Next,  of  course,  in  value  is  the  physical 
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examination.  After  that,  the  x-ray  film 
studies,  and  finally  the  clinical  laboratory 
findings  offer  us  additional  help. 

We  are  deprived  of  a thorough  history, 
but  we  are  told  that  he  had  an  injury  a few 
months  before  admission.  He  was  taken 
to  an  excellent  clinic  where,  no  doubt,  he 
was  examined  carefully  and  told  that  he  did 
not  have  a cerebral  vascular  accident  nor 
any  obvious  evidence  of  broken  bones. 
Prior  to  that  time  he  seemed  to  have  been 
perfectly  well,  and  he  was  also  fairly  well 
until  several  weeks  before  admission  to  this 
hospital.  When  he  finally  consulted  his 
private  physician,  he  was  found  to  have  an 
elevated  temperature  and  an  enlarged  liver. 
For  these  reasons  he  was  admitted  to  this 
hospital  and  was  dead  two  and  one-half 
days  thereafter.  Now  a disease  which 
knocks  a man  down  in  two  and  one-half 
days  must  be  quite  a severe  one. 

What  causes  an  enlarged  liver  in  South- 
ern Chinese  people?  When  I was  working 
there,  it  was  caused  mainly  by  a special 
little  parasite  called  the  liver  fluke,  Clonor- 
chis  sinensis.  Every  person,  without  ex- 
ception, in  South  China  at  that  time  had 
C.  sinensis,  an  infestation  which  may  last 
for  years.  I have  seen  this  condition  in 
Chinese  people  who  have  died  here  in  New 
York  and  who  have  not  been  near  China  for 
fifty  years.  We  used  to  think  that  it  was 
this  liver  fluke  that  gave  rise  to  carcinoma 
of  the  liver,  a fairly  common  neoplasm 
found  in  people  in  South  China.  Later  on 
in  North  China,  when  I worked  in  the  Pe- 
king Union  Medical  College,  we  observed 
no  liver  flukes  in  our  patients  with  the  ex- 
ception of  those  South  China  people  who 
had  emigrated  north ; and  yet  we  saw  a tre- 
mendous number  of  cases  of  carcinoma  of 
the  liver.  So  it  is  obvious  that  liver  flukes 
were  not  the  sole  cause  of  this  type  car- 
cinoma among  the  Chinese  people.  What 
part  of  China  did  this  patient  come  from? 

Harry  Fong,  M.D. : About  95  per  cent 

of  the  older  Chinese  people  in  the  China- 
town area  come  from  Canton,  Kwangtung 
province  in  South  China,  although  with  the 
recent  influx  of  immigrants  via  Hong  Kong, 
many  originate  in  the  northern  provinces. 
This  man  came  to  the  United  States  forty- 
four  years  ago,  no  doubt  from  Kwangtung 
province. 

Dr.  Foley  : Be  that  as  it  may,  I think 


that  liver  carcinoma,  if  present  in  this 
patient,  would  be  only  an  incidental  find- 
ing. We  have  a patient  who  was  violently 
ill  with  a high  fever  and  who  died  two  and 
one-half  days  after  admission — altogether, 
not  the  expected  symptoms  of  the  usual  case 
of  carcinoma  of  the  liver.  Notoriously, 
patients  with  carcinoma  of  the  liver  become 
cachetic  and  jaundiced,  while  the  liver  is 
found  to  be  irregular  to  palpation. 

We  are  told  that  blood  cultures  grew  out 
Staph,  aureus,  coagulase  positive.  We 
might  suspect  a contamination  of  the  cul- 
tures except  that  not  one  but  two  cultures 
showed  such  growth.  So  we  must  believe 
that  this  man  had  a staphylococcus  infec- 
tion in  his  blood  stream  and  a “hospital 
staph”  infection  at  that.  As  was  noted,  his 
febrile  illness  long  preceded  his  admission 
to  this  hospital.  Could  he  have  initially 
contacted  this  particular  organism  at  the 
other  hospital  several  months  previously? 
Such  a situation  would  be  unusual  but  not 
beyond  the  realm  of  reasonable  possibility. 

Now  we  are  also  told  that  on  physical 
examination  his  right  femoral  pulse  could 
not  be  palpated  but  the  left  femoral  pulse 
could  be.  If  one  can  feel  the  femoral  pulse 
on  one  side,  the  corresponding  pulse  can 
usually  be  felt  on  the  other  side.  The  dor- 
salis pedis  pulses  were  palpable  in  both 
feet.  This  is  confusing  because  if  one 
cannot  feel  the  femoral  pulse  any  pulse 
below  the  femoral  is  usually  absent.  There 
are  occasions  when  a patient  can  have  an 
occlusion  of  the  iliac  or  femoral  artery  and 
have  sufficient  collateral  development  around 
this  block  so  that  the  pulses  in  the  feet  can 
be  felt.  However  it  takes  months,  some- 
times years,  for  a person  with  an  occluded 
femoral  or  iliac  artery  to  develop  such  good 
collateral  flow.  I must  remain  skeptical  of 
that  particular  observation  in  this  patient. 

We  are  told  about  the  findings  on  a chest 
x-ray  film  which  leads  me  to  think  of 
another  type  of  disease  that  I used  to  see  in 
China.  Before  I discuss  that,  could  we  re- 
view the  film? 

John  Batillas,  M.D.:  The  x-ray  ex- 

amination is  limited  to  a single  frontal 
view  of  the  chest  which  was  obtained  in  the 
emergency  room  at  the  time  of  his  admis- 
sion (Fig.  1).  The  lung  fields  and  costo- 
phrenic  angles  are  clear.  The  heart  is 
slightly  enlarged.  The  aorta  is  tortuous 
and  diffusely  dilated  in  its  transverse  and 
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FIGURE  1.  Chest  x-ray  film  taken  on  admis- 
sion showing  aortic  dilatation  overlying  upper 
part  of  left  lung  field. 


descending  thoracic  portions.  In  addition, 
there  is  evidence  of  atherosclerotic  calcific 
plaques  in  the  aortic  knob,  and  their  loca- 
tion suggests  that  there  is  thickening  or 
widening  of  the  wall  of  the  aorta.  Slight 
deviation  of  the  trachea  to  the  right  is  also 
observed,  secondary  to  the  pressure  of  the 
aorta. 

Dr.  Foley  : Was  there  evidence  of  pul- 

monary tuberculosis? 

Dr.  Batillas  : No,  there  was  not. 

Dr.  Foley  : Was  there  any  evidence  of 

lymph  node  enlargement? 

Dr.  Batillas:  No,  no  hilar  node  en- 

largement. 

Dr.  Foley  : Syphilitic  vasculitis  is  a 

vanishing  clinical  entity  in  this  country. 
Many  of  you  may  be  unaware  of  what  a 
common  event  it  was  in  China  to  see  syphi- 
lis of  the  aorta  with  aneurysmal  dilatation. 
Syphilis  is  one  of  the  diseases  that  damages 
the  intima  and  media  of  the  aorta  and,  in 
turn,  leads  to  atherosclerosis  in  that  vessel. 
In  general,  I believe  that  atherosclerosis  is 
not  a primary  disease  but  tends  to  occur 
whenever  the  artery  is  damaged  from  what- 
ever cause ; for  example,  a congenital  anom- 
aly such  as  coarctation,  inflammation  such 
as  syphilis,  trauma,  or  a grafting  proce- 
dure, all,  in  time,  become  atherosclerotic. 
If  patients  develop  rheumatic  fever  and 


have  damaged  valves,  the  valves  become 
atherosclerotic.  Atherosclerosis  is  a non- 
specific type  of  response.  The  artery  can 
react  only  in  a certain  way. 

In  this  case  I would  suspect  syphilitic 
aortic  aneurysm,  although  in  China  a pe- 
culiar type  of  aneurysm  was  liable  to  oc- 
cur. Most  of  the  syphilitic  aneurysms  seen 
in  patients  in  the  western  hemisphere  are 
located  in  the  thoracic  aorta,  whereas  in 
patients  in  China  the  syphilitic  aneurysms 
occurred  largely  below  the  diaphragm,  and 
above  the  renal  arteries,  in  the  area  where 
today  we  commonly  see  atherosclerotic 
aneurysms. 

In  this  case,  whether  you  would  diagnose 
this  as  an  aneurysm  would  depend  on  your 
definition  of  terms.  We  are  not  told  of 
finding  any  vascular  abnormalities  in  the 
abdomen  nor  do  we  have  an  x-ray  film  of 
the  abdomen.  The  description  of  the  ab- 
dominal examination  mentions  the  liver  and 
the  femoral  arteries  but  does  not  mention 
abnormal  pulsations  or  palpable  mass.  But 
there  is  some  hint  in  the  clinical  course  of 
the  patient  that  urges  us  to  consider  aneu- 
rysm. The  patient  died  rather  suddenly; 
he  went  into  shock,  tried  to  void  urine  un- 
successfully, developed  a cold  sweat,  and 
died;  a sequence  of  events  that  does  occur 
in  a patient  with  a ruptured  aneurysm. 
Could  we  correlate  these  findings  with  the 
infection  in  the  blood  stream?  It  is  true 
that  these  aneurysms  become  lined  with 
laminated  mural  thrombi,  and  these  areas 
are  apt  to  harbor  bacteria,  forming  mycotic 
aneurysms.  Would  that  help  us  to  explain 
the  occluded  femoral  artery?  Often  with 
aneurysms  we  get  either  further  athero- 
sclerotic deposit  which  could  block  off  the 
femoral  artery  or  the  occlusion  could  be  due 
to  a femoral  embolus  from  the  mural 
thrombus  within  the  aneurysm.  I have 
little  to  support  this  diagnosis  except  to  tell 
you  that  in  a sixty-nine-year-old  male, 
living  in  his  own  native  China,  a ruptured 
syphilitic  aneurysm  would  be  one  of  the 
leading  causes  of  death.  I offer  this  diag- 
nosis with  the  complications  which  I have 
mentioned.  I may  be  badly  mistaken,  but 
it  makes  more  sense  to  me  than  anything 
else. 

Yat  Ting  Moy,  M.D.:  If  this  patient 

had  had  a dissecting  aneurysm  the  femoral 
artery  occlusion  could  be  explained,  as  well 
as  the  rest  of  the  clinical  picture. 
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FIGURE  2.  (A)  (Left)  Heart  and  aorta  with  exposed  lumen;  probe  A-A  indicates  site  of  intimal  tear 
and  perforation  and  probe  B-B  demonstrates  re-entry  point,  C,  in  descending  thoracic  aorta.  (B) 
(Middle)  Longitudinal  section  of  left  iliac  artery  demonstrating  main  lumen,  A,  and  endothelialized 
dissecting  channel,  B,  (hematoxylin  and  eosin  stain).  (C)  (Right)  Schematic  diagram  of  aorta  il- 
lustrating extent  of  dissection  (shaded  area),  re-entry  sites,  and  intimal  tear  with  vegetations. 


Dr.  Foley:  Yes,  that  is  a good  point, 

but  a dissecting  aneurysm  should  cause  a 
great  deal  more  pain  than  this  patient 
seemed  to  experience. 

John  T.  Flynn,  M.D.:  At  the  time  of 

admission,  this  patient  was  not  obtunded, 
there  was  no  loss  of  consciousness ; but 
there  was  inability  to  communicate  because 
of  language  difficulties,  and  so  we  are  not 
entirely  sure  about  the  factor  of  pain. 

Dr.  Moy  : Would  you  expect  the  dorsalis 

pedis  pulse  to  be  palpable  where  the  femoral 
artery  was  blocked  ? 

Dr.  Foley  : If  the  femoral  artery  is 

blocked,  I do  not  anticipate  finding  any 
palpable  pulse  below  the  point  of  obstruc- 
tion. If  the  observations  on  these  pulsa- 
tions were  correct,  then  they  could  occur 
only  if  he  had  time  to  develop  collateral 
circulation,  and  he  did  not  have  enough 
time,  as  far  as  I can  judge. 

Dr.  Flynn  : So  that  a factor  of  time 

might  explain  this? 

Dr.  Foley  : I have  seen  people  with  an 

occluded  femoral  pulse  who  did  not  have  a 
dorsalis  pedis  pulse  but  who  redeveloped  a 
dorsalis  pedis  pulse  six  months  to  a year  or 
two  years  later,  but  not  in  a period  of  a 
few  weeks. 

Clinical  diagnoses 

1.  Probable  rupture  of  aortic  aneurysm 

2.  Staphylococcus  septicemia;  ? mycotic 
aneurysm  of  aortic  arch 


Dr.  Foley’s  diagnoses 

1.  Probable  syphilitic  aneurysm  of  aorta, 
with  superimposed  Staphylococcus  endaor- 
titis  and  rupture 

2.  ? Liver  infestation,  C.  sinensis 

Pathologic  report 

Basil  Moumgis,  M.D.:  At  autopsy  we 

noted  that  this  man  was  certainly  not  ca- 
chectic ; he  measured  5 feet  3 inches  in 
height,  he  weighed  an  estimated  120  pounds 
and  was  slight  in  build  but  well-developed. 
On  opening  the  abdomen,  we  found  the 
liver,  although  not  enlarged,  was  pushed 
downward  with  its  edge  5 cm.  below  the 
costal  margin.  In  the  thoracic  region,  we 
found  2,000  cc.  of  blood-tinged  fluid  ad- 
mixed with  clotted  blood  in  the  pleural 
space  on  the  left  side.  The  entire  upper 
lobe  of  the  left  lung  was  loosely  adherent 
to  the  chest  wall  and  almost  completely  con- 
solidated. Although  the  pericardium  and 
the  heart  were  normal,  the  aortic  arch  and 
a portion  of  the  descending  thoracic  aorta 
were  enveloped  by  a large  mass  of  blood. 
Careful  examination  of  the  ascending  aorta 
showed  only  minimal  evidence  of  athero- 
sclerosis. All  of  the  major  branches  to  the 
head  and  neck  and  to  the  upper  extremities 
were  completely  patent.  Just  distal  to  the 
origin  of  the  left  subclavian  artery,  we 
found  a large  area  of  hemorrhagic  necrosis 
of  the  aortic  wall.  At  this  site  a probe 
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FIGURE  3.  High-power  view  of  aortic  thrombus 
at  site  of  perforation  with  darkly  stained  bac- 
terial colonies  (Bismarck  brown  stain)  (x  275). 


could  be  easily  passed  from  the  aortic 
lumen  into  the  opening  of  an  aortic  dissec- 
tion which  continued  distally  as  a double- 
barreled  structure.  The  probe  was  able  to 
pass  from  this  hemorrhagic  area  down 
along  the  outer  channel  of  the  double-bar- 
reled aorta  and  re-enter  the  main  channel 
in  the  abdominal  portion  of  the  aorta  (Fig. 
2).  Microscopically  the  interstitial  dissect- 
ing channel  was  completely  lined  by  endo- 
thelial cells  (Fig.  2B).  In  all,  there  were 
three  separate  smooth  re-entry  openings : 
one  at  the  level  of  the  lower  thoracic  aorta, 
another  small  one  about  the  level  of  the 
renal  arteries,  and  a third  in  the  left  iliac 
artery  (Fig.  2C).  The  iliac  artery  did  not 
appear  to  be  occluded,  but  the  altered  blood 
flow  may  have  possibly  been  compensated 
by  a collateral  circulation  to  the  distal  por- 
tion of  the  extremity.  The  intimal  tear  in 
the  upper  aorta  presented  a ragged  appear- 
ance at  its  margins  and,  as  previously 
noted,  was  associated  with  a great  amount 
of  hemorrhage.  Our  postmortem  culture 
of  this  hemorrhagic  mass  produced  a pure 
growth  of  Staph,  aureus,  coagulase  positive, 
as  was  found  in  the  antemortem  blood  cul- 
tures (Fig.  3).  There  was  no  dilatation  at 
the  root  of  the  aorta.  Furthermore,  the 
aortic  dissection  did  not  extend  proximally. 
There  was  no  dissection  of  the  main 
branches  of  the  abdominal  aorta,  such  as 
the  renal,  celiac,  or  superior  mesenteric 
arteries;  only  the  left  iliac  artery  was  in- 
volved. The  over-all  structural  vascular 
changes,  in  addition  to  the  lack  of  other 


clinical  findings,  do  not  lead  us  to  believe 
that  this  represented  Marfan’s  syndrome. 

Inasmuch  as  the  lumen  of  the  secondary 
channel  was  completely  lined  by  endothelial 
cells  and  the  re-entry  openings  were  smooth, 
it  is  apparent  that  these  dissecting  channels 
were  present  for  a period  of  time.  I am 
afraid  that  from  the  histological  appear- 
ance alone  I would  be  unable  to  date  the 
time  of  dissection,  although  it  is  not  difficult 
to  conceive  that  it  could  be  correlated  with 
his  visit  to  the  university  clinic  several 
months  prior  to  his  admission  to  this  hospi- 
tal. We  did  several  stains  for  acid  muco- 
polysaccharides and  found  strongly  positive 
reactions  in  the  subendothelial  regions  of 
the  secondary  aortic  channel.  This  is  in- 
dicative of  an  active  depolymerization  proc- 
ess and/or  immature  connective  tissue 
which  suggests  the  dissection  was  not  too 
remote,  certainly  not  in  terms  of  years.1 
Again  this  would  be  consistent  with  the 
events  in  November,  as  noted  in  the  pro- 
tocol. We  found  also  small  but  distinct 
foci  which  gave  positive  results  for  acid 
mucopolysaccharides  within  the  media  of 
the  noninvolved  portion  of  the  aorta, 
imparting  structural  and  histochemical 
changes  consistent  with  Erdheim’s  cystic 
medial  necrosis.  Although  the  cause  of  this 
disease  is  unknown,  it  is  suggested  that  the 
usually  nonvulnerable  elastic  tissue  breaks 
down  prematurely  resulting  in  weakness  of 
the  vessel  wall.  This  degenerative  change 
can  most  likely  be  related  to  a genetic  de- 
fect, especially  in  the  absence  of  any  mor- 
phologic evidence  of  a specific  etiologic 
agent.  In  essence,  then,  we  were  dealing 
with  a man  who  had  a dissecting  aneurysm 
with  complete  recanalization  and  endo- 
thelialization  in  the  outer  aortic  channel. 
He  subsequently  developed  a bacterial  end- 
aortitis  at  the  margin  of  the  initial  tear 
and  finally  sustained  an  aortic  rupture  into 
the  left  side  of  the  pleural  cavity.  In  the 
literature  on  dissecting  aneurysm,  few  arti- 
cles mention  bacterial  invasion  as  a compli- 
cation.2 Another  interesting  aspect  to  this 
case  was  the  microscopic  finding  in  the 
kidneys.  We  found  a generalized  glomeru- 
lar involvement  characterized  by  both  exu- 
dative and  proliferative  changes  (Fig.  4A). 
While  generalized  glomerulitis  can  be  ob- 
served in  group  A hemolytic  streptococcus 
infections,  only  a limited  number  of  cases 
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FIGURE  4.  (A)  (Left)  Section  of  kidney  showing  exudative  and  proliferative  glomerulitis  (hematoxylin 

and  eosin  stain)  (x  175).  (B)  Representative  section  of  kidney  showing  sclerosis  in  arteriole  (arrow) 

(hematoxylin  and  eosin  stain)  (x  190). 


have  been  associated  with  staphylococcus 
septicemia.3  The  generalized  glomerulone- 
phritis correlates  well  with  the  albuminuria 
and  the  presence  of  granular  casts.  In- 
cidentally, there  is  sufficient  evidence  of 
arteriolar  nephrosclerotic  changes  to  ac- 
count for  the  history  of  hypertension  (Fig. 
4B).  The  absence  of  any  vegetative 
growths  in  the  heart  permit  us  to  assume 
that  the  source  of  the  staphylococcus  septi- 
cemia was  most  likely  from  the  hemor- 
rhagic endaortitis.  The  heart  showed  no 
remarkable  changes.  The  microscopic  find- 
ings within  the  left  lung  indicated  an  acute 
severe  pneumonitis.  Despite  the  extensive 
infiltrate  of  polymorphonuclear  leukocytes, 
there  was  no  evidence  of  necrosis  which  is 
usually  characteristic  of  staphylococcus 
pneumonia.  Hemorrhagic  changes  were 
noted  only  in  the  peripheral  parenchyma  of 
the  left  lung  and  pleura,  suggesting  that 
these  changes  were  secondary  to  the  in- 
fected ruptured  aneurysm  (Fig.  5).  An 
occasional  basophilic-staining  bacterial  col- 
ony could  be  demonstrated  in  the  pleura  but 
not  in  any  of  the  lung  fields,  per  se. 

Bacterial  endaortitis  complicating  a dis- 
secting aneurysm  is  a rare  phenomenon, 
and  only  an  occasional  case  can  be  sifted 
out  of  the  literature.  I found  2 cases 
similar  to  this  one:  One  was  a man  who  in 
the  course  of  his  aortic  dissection  developed 
a cord  transection  and  became  paraplegic 
with  repeated  urinary  tract  infections  over 
a six-month  period.4  At  autopsy  bacterial 
vegetations  were  demonstrated  around  the 
site  of  perforation  in  the  aorta.  The  other 
case  of  bacterial  endaortitis  with  dissecting 


FIGURE  5.  Low-power  view  of  left  lung  show- 
ing pleural  hemorrhage  (right)  associated  with 
bronchopneumonia  (left)  hematoxylin  and  erosin 
stain). 

aneurysm  was  complicated  by  a septic  ar- 
thritis of  the  knee.5  The  few  other  cases 
reported  were  of  straight-forward  mycotic 
aneurysms,  not  of  the  dissecting  variety. 

Dr.  Flynn  : Dr.  Moumgis,  would  it 

seem,  from  the  pathologist’s  standpoint, 
that  if  we  had  cured  the  infection  we  would 
have  prolonged  this  patient’s  life? 

Dr.  Moumgis:  This  case  involved  a 

necrotizing  type  of  bacterial  organism.  I 
wonder  whether  or  not  this  might  have 
somehow  created  an  irreversible  situation, 
because  the  aortic  tissues  already  showed 
microscopic  evidence  of  considerable  necro- 
sis and  acute  inflammation  in  the  area  that 
finally  ruptured  into  the  pleural  cavity.  By 
contrast,  the  distal  parts  of  the  dissecting 
aneurysm  were  intact  and  apparently  well 
healed. 
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Dr.  Flynn  : Dr.  Foley,  do  you  think 

that  this  condition  could  be  called  a true 
mycotic  aneurysm? 

Dr.  Foley  : As  so  often  happens  in 

medicine,  we  are  impaled  by  our  own  ter- 
minology. Everything  depends  on  what  is 
our  definition  of  mycotic  aneurysm.  If  we 
use  the  term  in  referring  to  an  aneurysm 
which  develops  at  the  site  of  a previous 
intravascular  infection,  then,  of  course,  this 
case  would  not  fit  into  that  category.  On  the 
other  hand,  we  can  define  a mycotic  aneu- 
rysm as  an  aneurysm  on  which  an  infection 
has  become  superimposed,  and  that  is  what 
we  are  dealing  with  in  this  case.  The 
added  feature  here  is  the  variety  of  the 
pre-existing  vascular  disease,  a dissecting 
aneurysm  with  superimposed  infection,  fur- 
ther localized  weakening  of  the  wall,  and 
finally  rupture. 

Incidentally,  we  have  some  brave  sur- 
geons who  have  tackled  the  so-called  chronic 
dissecting  aneurysms  with  attempts  to  re- 
place the  defective  part  of  the  aorta  with 
synthetic  grafts.  In  our  department  at 
The  New  York  Hospital  we  have  tried  sev- 
eral times  with  no  success.  Recently  De- 
Bakey  reported  a total  of  44  “successes,” 
by  which  term  he  means  that  the  patient 
survives  the  operation  and  the  immediate 
hospital  period.6  I do  not  know  how  many 
attempts  he  and  surgeons  in  other  institu- 
tions have  made,  but  the  mortality  rate  is 
high.  On  the  other  hand  some  of  our  pa- 
tients in  whom  we  have  been  able  to  demon- 
strate the  lesion  on  angiogram  have  been 
followed  up  for  some  years  thereafter. 
One  patient  in  our  vascular  clinic  was  ob- 
served for  six  years  after  his  dissecting 
aneurysm  was  diagnosed,  but  that  is  most 
unusual.  The  majority  of  these  people, 
when  the  aneurysm  dissects,  die  within 
twenty-four  hours. 

Dr.  Moumgis  : About  25  per  cent  of 

them  die  within  the  first  twenty-four  hours, 
50  per  cent  within  two  or  three  days,  and 
75  per  cent  at  the  end  of  two  weeks.2 

Dr.  Foley  : One  finding  in  the  history 

that  should  have  encouraged  me  to  think 
more  seriously  of  dissecting  aneurysm  in 
the  differential  diagnosis  was  the  blood 
pressure  of  200/80  recorded  at  the  uni- 
versity medical  center  clinic  in  November. 
I initially  interpreted  the  high  blood  pres- 
sure as  a reflex  response  to  pain,  but  in 
view  of  the  pathologic  findings,  he  probably 


did  have  a true  systolic  hypertension  which 
together  with  medial  necrosis  led  to  this 
dissecting  aneurysm.  Was  there  any  evi- 
dence of  a hypothyroid  state? 

Dr.  Moumgis:  No,  there  was  no  mor- 

phologic evidence  of  it;  however,  he  had 
an  adenoma  of  the  thyroid. 

Dr.  Foley  : Barr  and  Foster7  ascribe 

some  of  them  to  a hypothyroid  state. 

Harry  Fong,  M.D. : Terminally  we  find 

that  this  man  had  acute  bronchopneumonia. 
We  could  assume  from  the  bacteriologic 
findings  that  it  was  a staphylococcus  pneu- 
monia, which  is  prone  to  necrotize.  Is  it 
possible  that  a necrotic  area  of  the  pneu- 
monic lesion  might  have  ruptured  sub- 
pleurally  in  the  immediate  area  of  the  aortic 
arch?  So  that  instead  of  dying  of  an  in- 
fected dissecting  aneurysm  which  ruptured, 
he  might  have  died  of  an  extravasation 
from  the  pneumonic  lesion. 

Dr.  Moumgis:  His  lung  might  have 

been  the  initial  source  of  the  infection  in 
his  blood  stream;  but  the  evidence  which 
speaks  against  the  lung  as  the  source  of 
hemorrhage  is  the  tremendous  number  of 
bacterial  colonies  and  vegetations  at  the 
site  of  perforation,  on  the  inner  or  luminal 
side  of  the  aorta  around  the  so-called  orig- 
inal intimal  tear.  I think  it  was  the  aorta 
that  w’as  primarily  involved  in  the  process 
of  rupture  rather  than  the  pleura  or  the 
lung  itself.  Of  course  there  had  to  be  a 
pleural  tear  or  he  would  not  have  developed 
a hemothorax.  Admittedly  there  was  ac- 
tive inflammation  and  necrosis  all  through 
the  wall  of  the  aorta ; but  the  finding  of  so 
much  bacterial  change  in  the  intimal  side 
of  the  aorta  at  the  precise  point  of  rupture 
speaks  for  a process  which  was  initiated 
within  the  aortic  dissection  primarily. 

Dr.  Flynn  : Could  you  estimate  the  age 

of  the  vegetations? 

Dr.  Moumgis  : I would  say  they  were  in 

the  acute  stage,  a week  or  two  old  at  the 
most. 

Dr.  Flynn:  Dr.  Foley,  today  we  hear 

much  about  the  use  of  antihypertension 
medication  in  the  treatment  of  dissecting 
aneurysm.  The  potential  danger  of  such 
medication  in  the  presence  of  aortic  dis- 
section wras  suggested  to  us  by  one  of  our 
patients  with  Marfan’s  syndrome.  The 
process  of  his  extensive  dissecting  aneu- 
rysm almost  completely  occluded  the  circu- 
lation of  the  left  kidney  by  extending  into 
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the  main  renal  artery.  The  kidney  main- 
tained minimal  function,  but  if  we  had 
further  lowered  his  systemic  blood  pres- 
sure, would  we  not  have  put  such  a kidney 
in  further  jeopardy? 

Dr.  Foley  : We  face  this  all  the  time  in 

patients  with  vascular  diseases.  In  an  in- 
dividual with  hypertensive  vascular  disease, 
atherosclerosis,  and  vascular  narrowings  or 
occlusions  in  various  parts  of  the  body,  if 
we  drop  the  systemic  pressure  we  may  ag- 
gravate the  patient’s  symptoms.  We  may 
precipitate  cerebral  ischemic  attacks,  or  in 
someone  with  intermittent  claudication  we 
may  decrease  the  blood  flow  to  the  legs  even 
more.  Similarly,  if  we  reduce  the  blood 
flow  to  the  kidney  we  may  get  into  serious 
trouble. 

Henry  Sampson,  M.D. : Is  it  true  that 

syphilitic  aneurysms  do  not  rupture  as 
easily  as  arteriosclerotic  ones?  Those  who 
have  had  experience  with  luetic  heart  dis- 
ease know  that  very  often  the  first  symptom 
of  a luetic  aneurysm  may  be  dysphagia  or 
dyspnea  because  of  mechanical  pressure. 
Such  patients  can  go  on  for  a long  time  but 
ultimately  die  because  of  aggravation  of  the 
symptoms  I mentioned,  rather  than  because 
of  rupture  itself. 

Dr.  Foley  : I think  that  is  quite  true, 

but  some  syphilitic  aneurysms  still  rupture. 

Dr.  Karpas  : Could  this  tendency  to 

rupture  be  related  more  closely  to  the  ana- 
tomic location  of  the  aneurysm,  in  thorax 
or  abdomen,  rather  than  to  the  etiologic 
agent  which  caused  the  aneurysm? 

Dr.  Foley  : Any  attempt  to  answer  that 

question  would  be  afflicted  with  all  the 
biases  that  are  unavoidable  in  either  ne- 
cropsy studies  or  clinical  studies.  In  the 
latter,  we  have  to  set  certain  arbitrary 
criteria  as  to  what  we  call  an  aneurysm  on 
x-ray  film  or  angiography,  and  even  then 
how  sure  can  we  be  of  the  etiologic  agent 
without  the  pathologic  specimen  in  hand? 
Be  that  as  it  may,  in  one  autopsy  series  in 
this  country  it  was  found  that  12  per  cent 
of  the  atherosclerotic  aneurysms  and  11  per 
cent  of  the  luetic  aneurysms  had  ruptured. R 
With  the  arteriosclerotic  type,  20  per  cent 
of  those  located  above  the  diaphragm  had 
ruptured,  while  12  per  cent  of  those  below 


the  diaphragm  had  ruptured.  Similarly, 
with  the  luetic  variety,  12  per  cent  of  those 
in  the  thorax  had  burst,  while  none  of  those 
in  the  abdomen  had  done  so.  These  figures, 
for  what  they  may  be  worth,  would  suggest 
that  anatomic  location  has  something  to  do 
with  the  tendency  to  rupture. 

Winslow  Edgerly,  M.D. : Have  we  re- 

solved the  question  of  the  absent  left  fem- 
oral pulse  and  the  good  distal  pulses? 

Dr.  Moumgis  : Of  course,  an  anatomic 

study  of  the  collateral  circulation  in  the 
patient’s  left  leg  would  be  out  of  the 
question,  except  by  means  of  injecting 
radiopaque  dye.  All  I can  offer  is  that  the 
dissecting  aneurysm  did  extend  down  into 
the  left  iliac  artery  a few  centimeters  and 
had  reperforated  back  into  the  lumen. 
Perhaps  that  would  restore  the  distal  pres- 
sure to  some  extent. 

Final  diagnosis 

1.  Dissecting  aneurysm  of  the  thoracic 
and  abdominal  aorta,  old,  recanalized,  with 
extension  into  the  left  iliac  artery 

2.  Acute  staphylococcus  endaortitis  at  the 
site  of  the  original  intimal  tear,  with  ne- 
crosis and  rupture  of  the  thoracic  aorta 

3.  Bronchopneumonia,  upper  lobe  of  the 
left  lung 

A.  Glomerulonophritis  diffuse,  exudative 
and  proliferative,  secondary  to  acute  bac- 
terial endaortitis 

5.  Arterionephrosclerosis 
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Value  of  Preoperative 
Electrocardiogram 


A PREOPERATIVE  ELECTROCARDIOGRAM  is  gen- 
erally  required  for  patients  over  the  age  of 
fifty  years.  The  following  case  report  il- 
lustrates the  value  of  routine  preoperative 
electrocardiography  in  a younger  patient. 

Presented  and  discussed  at  a conference  held  at  the  Hospi- 
tal of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  October  28,  1968.  Clinical  Anesthesia  Con- 
ferences are  held  on  the  fourth  Monday  of  each  month. 


Case  report 

A forty-three-year-old  white,  thin  woman 
was  scheduled  for  hysterectomy  because  of 
bleeding  fibroids.  She  had  been  in  good  health 
until  approximately  eight  months  previously 
when  she  began  to  have  increasing  menomet- 
rorrhagia.  Results  of  a physical  examination 
were  negative  except  for  enlargement  of  the 
uterus.  The  heart  was  normal  in  size,  and  no 
murmurs  were  heard.  Blood  pressure  was 


FIGURE  1.  (A,  left)  First  electrocardiogram  shows  normal  sinus  rhythm,  intraventricular  conduction 

disturbance,  and  nonspecific  ST-T  abnormalities,  (B,  center)  Second  electrocardiogram  reveals  no  in- 
traventricular conduction  disturbance,  but  nonspecific  T-wave  abnormalities  persist.  (C,  right)  Third 
electrocardiogram  discloses  T-wave  abnormalities  less  marked. 
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130/84  mm.  Hg,  pulse  72  and  regular,  hemo- 
globin 8.8  Gm.  per  100  ml.,  and  hematocrit  30. 
Serum  electrolytes,  urine  analysis,  and  chest 
radiogram  results  were  within  normal  limits. 
The  patient  was  known  to  have  chronic  sec- 
ondary anemia  of  moderate  degree,  and  it  was 
planned  to  replace  blood  during  surgery. 
However,  the  operation  was  postponed  when 
routine  electrocardiography  showed  “normal 
sinus  rhythm;  intraventricular  conduction  dis- 
turbance; nonspecific  ST-T  wave  abnormali- 
ties” (Fig.  1A).  Assuming  a relationship  be- 
tween the  cardiac  abnormality  and  anemia,  1 
unit  of  whole  blood  was  given.  A repeat 
electrocardiogram  on  the  following  day  re- 
vealed that  “the  intraventricular  condition  dis- 
turbance has  disappeared;  nonspecific  T-wave 
abnormalities  persist”  (Fig.  IB).  Hemoglobin 
was  now  10.6  Gm.  per  100  ml.  and  hematocrit 
34.  Another  unit  of  blood  was  transfused. 
One  day  later,  the  third  electrocardiogram  dis- 
closed that  “the  T-wave  abnormalities  are  less 
marked”  (Fig.  1C).  Hemoglobin  had  risen  to 
12  Gm.  per  100  ml.  and  hematocrit  to  37.  To- 
tal abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy  were  performed  unevent- 
fully under  endotracheal  cylopropane-oxygen 
anesthesia;  muscle  relaxation  was  achieved  by 
an  intermittent  0.1  per  cent  succinylcholine 
infusion.  The  electrocardiograph  was  moni- 
tored continuously  and  remained  unchanged 
throughout  the  procedure.  One  L.  of  lactated 
Ringer’s  solution  and  500  ml.  of  blood  were 
given  during  surgery.  The  postoperative 
course  was  uncomplicated,  and  the  patient  was 
discharged  on  the  twelfth  day. 

Comment 

Preoperative  electrocardiograms  are  valu- 
able for  two  reasons.  First,  the  pathologic 
condition  may  lend  itself  to  specific  treat- 
ment or  may  demand  special  anesthetic 
considerations  as  in  the  case  just  reported. 
Second,  when  myocardial  infarction  is 
suspected  during  the  postoperative  period, 
a preoperative  tracing  may  be  useful  for 
comparison.  An  electrocardiogram  taken 
shortly  after  the  infarct  may  not  show 
diagnostic  signs,  whereas  serial  tracings 
may  demonstrate  progressive  changes.1 
Whether  this  patient’s  cardiac  disturbance 
was  caused  solely  by  the  chronic  anemia  or 
whether  coronary  sclerosis  contributed,  can- 
not be  determined  with  certainty.  How- 


ever, since  no  treatment  other  than  blood 
was  employed,  and  since  the  disturbance 
decreased  in  relation  to  the  increase  in 
hemoglobin,  one  may  postulate  that  the 
primary  cause  was  myocardial  hypoxia 
secondary  to  low  oxygen-carrying  capacity 
of  prolonged  duration. 

Blood  transfusion  to  increase  hemoglobin 
mass  is  not  without  its  own  risks.  The  in- 
cidence of  transfusion-associated  viral  hepa- 
titis rises  with  the  number  of  units  of 
blood  administered.  Mosley2  reported  an 
incidence  of  16.9  per  cent  for  1 unit  of 
whole  blood;  this  rose  to  30.7  per  cent 
when  3 to  5 units  were  given.  The  need 
for  blood  replacement  in  patients  with 
chronic  bleeding  may  be  reduced  by  iron 
therapy  in  the  preoperative  period.  Fur- 
thermore, packed  cells  appear  preferable 
to  whole  blood  in  the  treatment  of  chronic 
anemia  because  of  less  danger  of  circulatory 
overload,  less  exposure  to  the  virus  of 
hepatitis,  and  less  risk  from  antibodies 
present  in  the  donor’s  plasma.3'5 

Summary 

A routine  preoperative  electrocardiogram 
in  a forty-three-year-old  woman  with 
chronic  moderate  anemia  secondary  to 
bleeding  fibroids  revealed  an  intraventricu- 
lar conduction  defect  and  nonspecific  ST-T 
wave  changes.  Both  abnormalities  dis- 
appeared following  transfusion  of  2 units 
of  blood.  Electrocardiography  is  a simple, 
inexpensive  modality  which  should  be  used 
in  the  preoperative  work-up  of  all  adult 
patients. 
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QUESTION  37.  This  tracing  is  a continuous  lead  Vj.  At  the  beginning  of  the  lower  strip,  carotid 
massage  was  applied.  What  is  the  interpretation? 


QUESTION  38.  The  upper  electrocardiogram  was  obtained  from  a sixty-five-year-old  man  admitted 
to  the  hospital  with  vague  chest  discomfort.  Following  admission,  severe  protracted  chest  pain 
developed.  The  lower  tracing  was  obtained  forty-eight  hours  later. 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  37.  In  the  upper  strip,  the 
QRS  complexes  are  approximately  0.12  sec- 
ond in  duration  and  vary  slightly  in 
form.  The  rate  is  110  per  minute  and 
slightly  irregular.  No  P waves  are 
visible.  The  rhythm  is  either  a supraven- 
tricular tachycardia  with  aberrant  ventric- 
ular conduction  or  ventricular  tachycardia. 
During  carotid  massage  (bottom  strip)  the 
ventricular  rate  slows,  and  atrial  flutter  is 
now  identifiable  by  the  presence  of  rapid 
undulations  of  the  base  line  (F  waves).  The 
slowing  of  the  ventricular  rate  is  a result 
of  increased  vagal  tone  which  delays  con- 
duction in  atrioventricular  junctional  tissue. 
The  three  QRS  complexes  appearing  during 
carotid  sinus  massage  have  a normal  dura- 
tion because  of  improved  intraventricular 
conduction  secondary  to  slowing  of  the  ven- 
tricular rate.  On  release  of  the  carotid 


sinus,  the  rapid  ventricular  rate  with  aber- 
rant conduction  resumes. 

Abnormal  QRS  complexes  often  appear 
during  supraventricular  tachyarrhythmias. 
If  P waves  are  not  visible,  these  tachy- 
cardias may  resemble  ventricular  tachy- 
cardia. When  the  mechanism  of  a tachy- 
cardia is  obscure,  an  electrocardiogram 
during  carotid  sinus  massage  may  be  help- 
ful. The  maneuver  should  be  performed 
with  electrocardiographic  monitoring. 

Question  38.  The  upper  electrocardio- 
gram is  within  normal  limits.  The  lower 
tracing  shows  deeply  inverted  T waves 
in  leads  I,  II,  aVl,  a Vf,  and  V2  to  V6.  Note 
the  symmetrically  shaped  “cove  plane”  T 
waves  in  V2  to  V4.  The  Q-T  interval  is 
markedly  prolonged,  measuring  0.46 
second.  In  the  absence  of  Q waves,  such 
tracings  are  characteristic  of  intramural 
myocardial  infarction  or  protracted 
ischemia.  Serial  electrocardiograms  and 
clinical  observations,  including  blood  en- 
zyme determinations,  are  essential  in 
making  a differential  diagnosis  of  my- 
ocardial ischemia  as  opposed  to  infarction. 
In  this  patient,  the  clinical  course  confirmed 
the  diagnosis  of  infarction. 
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and  Dr.  Mitty),  SL  Vincent's  Hospital  and 
Medical  Center;  Professor  of  Clinical  Surgery,  New 
York  University  School  of  Medicine  (Dr.  Nealon) 

During  the  last  weeks  of  the  year  1968, 
patients  with  acute  appendicitis  who  came 
to  this  hospital  were  found  to  be  in  a much 
more  advanced  stage  than  is  usually 
seen.  Coincident  with  this  increased  inci- 
dence of  perforated  appendicitis  was  an  out- 
break of  influenza,  Hong  Kong  influenza, 


that  had  reached  epidemic  proportions  in 
New  York  City.  This  outbreak  of  influenza 
appears  either  directly  or  indirectly  to  have 
influenced  the  stage  of  appendicitis  seen  in 
our  hospital. 

From  November,  1968,  to  December  15, 
1968,  we  saw  14  patients  with  acute  appen- 
dicitis, and  9 of  them  proved  to  have  per- 
forated appendicitis  or  abscess  formation; 
1 had  gangrenous  appendicitis.  Of  these 
10  patients  with  advanced  disease,  7 were 
thought  to  have  Hong  Kong  influenza 
(Table  I).  Of  these  7 patients,  4 had 
treated  themselves  and  3 patients  were 
treated  by  their  local  physicians.  At  sur- 
gery, of  the  9 patients  with  perforation, 
5 had  abscess  formation  found.  All  these 
patients  had  prolonged  postoperative  con- 
valescence with  several  patients  developing 
wound  infections  and  other  complications. 

Over  the  last  four  years  the  incidence  of 
acute  appendicitis  which  had  gone  on  to 
perforation  at  our  hospital  has  l’anged  from 
24  to  30  per  cent  (Table  II). 

The  incidence  in  the  six  weeks  in  No- 
vember and  December,  1968,  was  64  per 
cent.  This  is  a much  higher  percentage 
than  was  seen  in  previous  years.  In  re- 
viewing the  material,  we  are  in  no  position 
to  state  today  that  the  influenza,  if  present, 
aggravated  the  appendicitis.  However,  we 
are  impressed  by  the  frequency  with  which 


TABLE  I.  Data  on  10  patients  with  advanced  disease 


Case 

Number 

-—Influenza  Diagnosed  by— * 
Physician  Patient 

No 

Influenza 

Perforation  Abscess  Gangrene 

1 

1 

1 

2 

... 

1 

1 

3 

1 

1 

4 

1 

1 

5 

• . . 

1 

1 

6 

... 

1 

. . . 

1 

7 

... 

... 

1 week 

1 

(physician) 

8 

... 

1 

• . • 

1 

9 

• . . 

• . . 

3 days 

1 

(physician) 

10 

1 

1 
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TABLE  II.  Incidence  of  acute  appendicitis  at  St. 
Vincent’s  Hospital  and  Medical  Center 
of  New  York 


Number  of  Total  Acute 


Perforated  Appendicitis 


Year 

Appendices 

Number 

Per  Cent 

1964 

27 

103 

25 

1965 

29 

119 

24 

1966 

26 

74 

30 

1967 

23 

79 

29 

the  possibility  of  influenza  was  considered 
by  both  patients  and  physicians.  This  ap- 
pears to  have  resulted  in  confusion  in  the 
diagnosis  of  acute  appendicitis  and  to  have 
allowed  the  progression  of  the  disease  to 
perforation.  While  the  title  would  appear 


Natural  death  at  wheel 

A study  of  1,026  drivers  dying  within  a 
quarter  of  an  hour  of  single-vehicle  accidents 
revealed  that  115  (15  per  cent  died  of  natural 
causes.  Of  these,  94  per  cent  died  of  heart 
disease,  primarily  arteriosclerosis  of  the  coro- 
nary arteries.  This  was  reported  in  J.A.M.A. 
205  : 266  (July  29)  1968,  by  I.  West,  M.D., 
et  al.  Of  the  146  who  died  of  heart  disease, 
some  information  on  the  condition  before  death 
was  available  in  106,  of  whom  only  64  were 
aware  that  they  had  heart  disease.  Seven  of 
the  106  had  diabetes.  Of  the  64  who  knew  that 
they  had  heart  disease,  only  17  were  known 
by  next  of  kin  to  have  been  under  the  care  of  a 
physician  at  the  time  of  the  accident.  Eleven 
had  complained  of  chest  pain  within  twenty- 
four  hours  of  death.  Eleven  had  commercial 
operators’  licenses,  and  all  these  apparently 
had  met  the  medical  requirements  for  the 
permit.  In  this  group,  commercial  operator 
representation  was  7 per  cent,  as  against  2.5 
per  cent  (male)  in  the  general  licensed  driver 
population.  Nine  men  were  driving  large  trucks 
at  the  time  of  death. 

The  total  study  population  consisted  of  1,026 
drivers  who  died  within  fifteen  minutes  of  a 
single-vehicle  accident.  The  sources  of  the 
data  were  police  reports;  death  certificates; 
coroner,  autopsy,  and  laboratory  reports;  and 
questionnaires  from  near  relatives.  The  acci- 
dents were  classified  by  the  driver’s  age  and 


to  illustrate  a similar  culpability  for  both 
physician  and  patient,  taking  the  properly 
diagnosed  cases  treated  earlier  into  consid- 
eration, the  accuracy  of  the  physician  is  in 
keeping  with  our  long-term  results. 

Conclusion 

Patients  seen  in  the  latter  part  of  1968 
tended  to  delay  the  diagnosis  of  acute  ap- 
pendicitis because  they  confused  the  symp- 
toms for  those  of  influenza.  As  a result, 
twice  as  many  appendices  were  found  per- 
forated at  operation. 
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sex,  area  of  occurrence,  month,  time  of  day, 
type  of  vehicle,  and  injuries  both  to  the  driver 
and  passengers.  The  questionnaire  sought  in- 
formation on  (1)  whether  or  not  the  deceased 
knew  of  his  condition  and  how  long;  (2)  if  he 
were  under  a physician’s  care  for  the  condi- 
tion; (3)  what  medications  were  taken;  and  (4) 
whether  or  not  he  had  diabetes. 

The  youngest  of  the  drivers  was  twenty- 
seven,  the  oldest  seventy-nine.  Two  thirds  of 
this  natural  death  group  were  between  fifty 
and  seventy  years  of  age.  The  natural  death 
accidents  occurred  mainly  between  6:00  A.M. 
and  8:00  P.M.  Deaths  involving  alcoholic  blood 
levels  occurred  in  accidents  mainly  after  mid- 
night. Thirty  of  the  drivers  were  operating 
trucks  of  one  type  or  another;  27  of  the  total 
occurred  on  major  highways.  The  majority 
of  the  accidents  occurred  in  the  less  congested 
areas.  To  reduce  the  nmber  of  accidents  caused 
by  drivers  dying  of  heart  disease  while  operat- 
ing vehicles,  it  was  recommended  (1)  getting 
a more  accurate  picture  of  the  dimension  of 
the  problem  by  adequate  postmortem  examina- 
tion; (2)  advising  all  patients  with  heart  dis- 
ease about  their  fitness  to  drive;  (3)  requesting 
reporting  of  heart  disease  on  driver  license 
applications;  and  (4)  identifying  drivers  who 
have  latent  or  asymptomatic  coronary  insuffi- 
ciency and  are  unaware  of  it  by  requiring 
drivers  over  forty  years  of  age  to  submit  to  a 
medical  examination  each  time  their  licenses 
come  up  for  renewal. 
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sions  of  the  oral  mucosas  for  long  periods 
of  time,  much  longer  than  heretofore  has 
been  possible. 
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Attempts  to  treat  acute  and  chronic  le- 
sions of  the  oral  mucous  membranes, 
particularly  those  which  are  characterized 
by  erosions  and  ulcerations  such  as  dequa- 
mative  stomatitis,  recurrent  ulcerative  sto- 
matitis, erythema  multiforme,  pemphigus, 
and  so  forth,  with  topical  medications 
have,  over  the  years,  been  severely  ham- 
pered by  the  difficulty  in  maintaining  such 
medications  at  the  site  of  the  lesion (s)  for 
prolonged  periods. 

This  report  is  concerned  with  a new  LLL 
(long-lasting  lozenge)  vehicle  protectant 
formulation.  At  present,  the  material  of 
which  it  is  composed  is  methyl  cellulose 
(Methocel).t  It  is  designed  especially  for 
maintaining  drugs  on  the  surfaces  of  le- 

* This  study  was  supported  in  part  under  contract 
DA-49-193-MD-2618  with  the  U.S.  Army  Medical  Research 
and  Development  Command. 

t Supplies  for  experimental  purposes  by  Forest  Labora- 
tories, New  York,  New  York,  and  formulated  according 
to  their  new  long-lasting  carrier  process. 


Study  of  dissolution  duration 
time  in  volunteer  subjects 

Initial  studies  involving  at  least  104  vol- 
unteer dental  and  dental  hygiene  students 
including  1,688  clinical  trials  of  LLL  indi- 
cate that  this  vehicle  can  maintain  medica- 
tions at  lesional  sites  for  a mean  period 
ranging  from  sixty-eight  to  one  hundred 
ninety  minutes  or  longer,  the  differing  du- 
rations being  dependent  on  the  degree  of 
movement  of  oral  tissues,  the  “washing 
action”  of  saliva,  the  area  in  which  the  LLL 
is  held,  the  population  of  subjects  and/or 
patients  studied,  and  obviously,  the  weight 
of  the  lozenge,  usually  720  mg. 

Since  the  most  important  property  of  the 
LLL  is  that  of  an  extremely  slow  rate  of 
dissolution,  it  is  obvious,  therefore,  that 
this  formulation  offers  the  following  po- 
tential advantages  over  previously  used 
vehicles:  (1)  increased  contact-duration 

time  of  the  tissues  with  the  active  compo- 
nent; (2)  increased  effectiveness  of  the 
active  components  by  maintenance  of  higher 
concentrations  at  the  desired  site;  (3)  de- 
creased amount  of  active  material  which 
need  be  administered  at  any  one  time;  (4) 
decreased  total  amount  of  medication  ad- 
ministered, which,  in  certain  instances, 
would  be  desii-able  from  a systemic-activ- 
ity point  of  view;  and  (5)  marked  protec- 
tive action. 

In  still  another  clinical  study  of  7 dental 
hygiene  students,  it  was  unequivocally 
demonstrated  that  the  exact  location  in  the 
mouth  in  which  the  lozenge  was  allowed  to 
dissolve  without  movement  did  very  consid- 
erably affect  the  mean  dissolution  time, 
which  was  found  to  be,  for  example,  3.25 
hours  in  the  mucobuccal  fold,  1.36  hours  in 
any  desired  area  with  movement,  and  3.36 
hours  in  the  floor  of  the  mouth  in  the  inci- 
sor midline  region.  In  other  studies  it  was 
concluded  that  the  dissolution  time  of  this 
LLL  was  not  appreciably  affected  by  pe- 
riodic bathings  with  iced  liquids ; it  was 
also  adequately  demonstrated  that  as  the 
weight  is  increased,  the  dissolution  time  in- 
creases, for  instance,  with  one  lozenge  pos- 
sessing a mean  dissolution  time  of  over  an 
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TABLE  I.  Average  dissolution  duration  period 
of  LLL 


Total 

Number  of 
Patients 

Total 

Number  of 
LLL 

Mean  Dissolution 
Duration  Time 
(0.1-Gm.  Lozenge, 
in  Minutes) 

15 

15 

22 

15* 

256f 

12 

8t 

21 

132  f 

15 

274f 

35 

28 

40 

44 

4 

40 

13 

* A total  of  15  patients  participated  in  these  trials, 
t Subgroupings  represent  formulations  of  different  ther- 
apeutic agents. 


hour  and  a half,  almost  twice  the  mean  dis- 
solution time  of  a second  lozenge  one  half 
the  weight  of  the  first  lozenge. 

Study  of  dissolution  duration 
time  in  patients 

To  determine  the  average  dissolution  du- 
ration time  of  LLL  in  various  regions  of 
the  mouth  and  under  varying  circumstances 
of  use,  a variety  of  clinical  trials  were  car- 
ried out. 

Our  investigations  reported  herewith,  to 
determine  dissolution  duration  time  in  pa- 
tients, included  4 different  clinical  studies 
of  LLL.  The  average  dissolution  duration 
period  of  LLL  in  the  mouths  of  patients  in 
these  studies  is  shown  in  Table  I. 

Corroboration  of  the  data  shown  in  Table 
I in  respect  to  the  dissolution  time  has 
been  obtained  from  our  experiences  with  41 
additional  patients,  who,  during  the  course 
of  active  treatment  with  LLL  for  one  or 
another  reason,  were  found  to  exhibit  simi- 
lar dissolution  duration  periods. 

Study  of  protectant  properties  of  LLL 

During  the  course  of  our  investigations, 
it  was  found  that  LLL  possessed  still  an- 
other desirable  physical  property,  namely, 
that  of  coating  the  surface  of  a lesion  with 
a thin  adherent  protectant  film.  This  pro- 
tectant action  of  the  LLL  was  demonstrated 
during  the  treatment  of  erosive  or  ulcera- 
tive lesions  of  the  mouth  wherein  treatment 
with  nonmedicated  LLL  resulted  in  im- 
provement (healing)  of  certain  lesions  and 
where  the  latter  was  deemed  to  be  caused 
entirely  by  the  action  of  the  LLL  which 
protected  the  lesions  from  the  constant  irri- 


tants of  the  mouth.  The  conclusion  that 
nonmedicated  LLL  exerted  a desirable  pro- 
tectant action  was  based  on  the  results  of 
administering  this  formulation  to  3 patients 
with  recurrent  ulcerative  stomatitis,  1 with 
geographic  tongue,  7 with  erosive  lichen 
planus,  6 with  lichen  planus,  2 with  denture 
stomatitis,  3 with  desquamative  gingivitis, 
11  with  idiopathic  glossodynia,  2 with  oral 
erythema  multiforme,  1 with  chronic  be- 
nign pemphigoid,  1 with  hyperkeratosis, 
and  1 with  an  essentially  undiagnosed,  mas- 
sive, fixed,  oral  ulcerative  condition. 

The  improved  symptoms  were  especially 
noted  in  patients  who  were  suffering  from 
erosive  or  ulcerative  lesions  of  the  oral  cav- 
ity, such  as  erosive  lichen  planus,  desqua- 
mative gingivitis,  recurrent  ulcerative  sto- 
matitis, erythema  multiforme,  and  so 
forth.  The  relief  was  described  by  pa- 
tients as  “decreased  soreness,”  “increased 
comfort,”  “less  pain,”  and  so  forth.  The 
duration  of  symptomatic  relief  paralleled 
closely  the  time  during  which  the  LLL  re- 
mained in  contact  with  the  lesions  and  was 
in  keeping  with  whatever  degree  of  im- 
provement had  resulted  therefrom.  As 
was  expected,  no  subjective  improvement 
was  observed  in  patients  who  were  seen 
with  geographic  tongue,  denture  stomatitis, 
hyperkeratosis,  and  so  forth. 

Unexpectedly  but  gratifyingly,  more  than 
minimal  subjective  improvement  was  noted 
in  some  patients  suffering  from  burning 
tongue  (glossodynia  of  emotional  origin) 
who  were  also  placebo  treated  with  LLL. 
However,  it  was  concluded  that  whatever 
subjective  relief  was  obtained  was  more 
likely  caused  by  a true  placebo  effect  of  a 
very  superior  nature  owing  to  the  prolonged 
dissolution  duration  time,  one  which  pro- 
vided an  unusually  prolonged  treatment 
“action,”  insofar  as  the  patient  was  con- 
cerned. 

Study  of  vehicle  properties  of  LLL 

This  phase  of  the  over-all  studies  dealing 
with  the  desirable  properties  and  uses  of 
LLL  was  aimed  particularly  at  determining 
their  usefulness  as  a vehicle  for  applying 
topically  active  medications  to  the  surfaces 
of  oral  lesions.  Although  a variety  of  ac- 
tive agents  have  been  individually  incorpo- 
rated in  LLL  and  have  been  used  clinically 
with  more  or  less  success,  as  described 
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later,  our  conclusions  regarding  the  vehicle 
property  of  this  lozenge  are  especially 
based  on  the  incorporation  of  the  corticos- 
teroid triamcinolone  acetonide  in  LLL. 
The  43  patients  who  were  treated  with  0.25 
mg.  triamcinolone  acetonide  in  LLL  in- 
cluded 14  with  erosive  oral  lichen  planus.  G 
with  oral  erythema  multiforme,  5 with  re- 
current ulcerative  stomatitis,  5 with  lichen 
planus,  4 with  desquamative  gingivitis  or 
stomatitis,  3 with  idiopathic  glossodynia,  2 
with  pemphigus,  1 with  hyperkeratosis 
with  an  associated  irritation,  1 with 
chronic  benign  pemphigoid,  1 with  chronic 
discoid  lupus  erythematosus,  and  1 with  an 
essentially  undiagnosed  fixed  ulcerative 
condition. 

The  improvement  obtained  in  the  latter 
patients  as  a group  through  the  use  of 
triamcinolone  acetonide  LLL,  which  has 
been  reported  on  by  one  group  in  detail  in 
an  accompanying  report,  was  considered  to 
be  a pronounced  suppressant,  ameliorative, 
or  curative  effect  depending  on  the  nature 
of  the  lesion.*  It  is  emphasized  that,  un- 
doubtedly, some  of  the  improvement  was 
properly  attributable  to  the  protectant  ac- 
tion of  the  vehicle  as  described,  but  the 
comparison  of  findings  resulting  from  the 
use  of  placebos  as  opposed  to  medicated 
formulations  (many  patients  received 
both)  left  no  doubt  regarding  the  greater 
beneficial  action  of  the  corticosteroid  LLL 
formulation. 

In  still  another  clinical  study,  being  pre- 
pared for  publication,  4 mg.  of  triamcino- 
lone were  incorporated  in  LLL  and  admin- 
istered to  patients  whose  oral  lesions  were 
unusually  severe  and  serious.  Included  in 
this  series  were  1 patient  with  widespread 
erythema  multiforme,  1 with  pemphigus,  1 
with  an  essentially  undiagnosed  massive 
fixed  oral  ulcerative  condition,  and  1 with 
desquamative  gingivitis.  It  was  found 
that  the  markedly  higher  dosage  of  corti- 
costeroid exerted  a desirable  and  necessary 
systemic  therapeutic  action  as  well  as  a lo- 
cally beneficial  action  resulting  in  improve- 
ment which  could  not  be  obtained  through 
the  action  of  the  0.25-mg.  triamcinolone 
acetonide  LLL,  the  action  of  which  was,  ex- 
pectedly, purely  topical. 

* Zegarelli,  E.  V.,  Kutscher,  A.  H.,  and  Mehrhot,  A.: 
Long-lasting  lozenges  containing  triamcinolone  acetonide  in 
the  treatment  of  erosive  lichen  planus  of  the  oral  mucosae: 
preliminary  report.  New  York  State  J.  Med.,  in  press. 


As  stated,  other  active  agents  have  been 
incorporated  in  LLL  and  have  been  used  to 
impressive  advantage.  However,  a consid- 
erable number  of  additional  clinical  investi- 
gations will  be  necessary  before  it  would  be 
proper  to  draw  over-all  conclusions  in 
their  regard. 

One  or  more  of  the  various  properties  of 
LLL  have  otherwise  been  used  to  considera- 
ble advantage:  in  18  subjects  and/or  pa- 

tients when  used  as  a vehicle  for  the  topical 
oral  application  of  dibucaine,  in  8 patients 
for  the  topical  application  of  prednisolone, 
in  4 patients  for  the  topical  administration 
of  systemic  doses  of  prednisolone,  in  2 sub- 
jects for  the  topical  application  of  benzo- 
caine,  and  in  1 patient  for  the  application 
of  nystatin  (Mycostatin). 

Still  other  active  agents  which  have  been 
incorporated  in  the  LLL  vehicle  and  whose 
effectiveness  is  to  be  investigated  include 
epinephrine,  gentian  violet,  and  carbon 
black. 

Side-effects 

The  vehicle  components  of  the  LLL  have 
been  demonstrated  in  the  past  to  be  free  of 
deleterious,  toxic,  or  allergenic  actions.  No 
clinically  significant  evidences  of  irritation, 
side-reactions,  or  toxicity  attributable  to 
LLL  have  been  observed  either  locally  or 
systemically  following  single  or  repeated 
use  of  the  unmedicated  or  medicated  LLL 
in  any  subject  or  patient  investigated  thus 
far. 

Summary 

A variety  of  clinical  studies  have  demon- 
strated that  LLL  (a  new  long-lasting 
lozenge)  possesses  at  least  three  highly  de- 
sirable properties  for  intraoral  topical 
use:  (1)  It  exhibits  a very  slow  rate  of 

dissolution  in  the  oral  cavity;  (2)  it  exerts 
a protectant  action  by  forming  a thin  coat- 
ing over  the  surfaces  of  mucosal  lesions ; 
and  (3)  it  serves  as  an  excellent  vehicle  for 
applying  certain  active  medications  to  the 
surfaces  of  oral  lesions. 

No  clinical  evidences  of  untoward  effects 
attributable  to  the  LLL  have  been  encoun- 
tered. 

Acknowledgment.  Grateful  acknowledgment  is  made 
of  the  assistance  of  Frank  E.  Beube,  D.D.S.,  and  Ferdinand 
Tuoti,  D.M.D. 


March  1,  1969  / New  York  State  Journal  of  Medicine  689 


Accidental  Ingestion  of 
Endodontic  Instruments 

Barbed  Broach 


Case  Reports 


DAVID  FAEGENBURG,  M.D. 

Mineola,  New  York 
HAROLD  CHIAT,  M.D. 
Mineola,  New  York 
HAROLD  LUDMAN,  M.D. 
Mineola,  New  York 

From  the  Departments  of  Radiology 
and  Medicine,  Nassau  Hospital 


Endodontics,  or  root  canal  dentistry, 
involves  the  painstaking  removal  of  the 
viable  portion  or  pulp  of  the  tooth.  After 
gaining  access  to  the  pulp  by  use  of  a 
motor-driven  rotary  dental  drill,  the  en- 
dodontist  must  resort  to  the  use  of  slender, 
hand-held  instruments  to  complete  its  re- 
moval. These  instruments  are  inserted  into 
the  pulp  and  are  gently  turned  between 
the  thumb  and  forefinger.  With  each  turn 
or  portion  of  a turn,  a small  amount  of  the 
pulp  is  detached  and  removed.  At  various 
stages,  the  operator  may  take  dental  radio- 
graphs with  the  instrument  in  place. 

The  instruments  themselves  are  approxi- 
mately 1 1/4  inches  long  and  are  no  thicker 
than  a straight  pin.  Each  is  twisted  by 
means  of  a knurled  handle.  The  operating 
ends  of  the  instrument  are  designed  for 
specific  purposes,  the  files  and  rasps  having 
relatively  smooth  contours,  while  the 
barbed  broaches  have  numerous  sharp, 
spike-like  projections  and  are  extremely 
prickly  to  sight  and  touch  (Fig.  1).  When 
brushed  against  a piece  of  flannel,  the  files 
and  rasps  slide  smoothly,  while  the  barbed 
broaches  adhere  instantly  and  are  difficult 
to  remove. 
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FIGURE  1.  Artist’s  sketch  of  barbed  broach. 
Number  of  barbs  drastically  reduced  for  diagram- 
matic purposes. 

To  prevent  accidental  ingestion  or  aspira- 
tion, the  dentist  will,  whenever  possible, 
isolate  the  involved  tooth  with  a stretchable 
rubber  dam.  Occasionally,  the  dam  cannot 
be  applied  for  geographic  reasons.  Addi- 
tionally, the  dam  may  be  torn  during 
manipulation.1  In  either  event,  whenever 
the  route  between  the  endodontic  instru- 
ment and  the  pharynx  is  not  occluded  by  an 
intact  dam,  the  danger  of  accidental  inges- 
tion is  heightened. 
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FIGURE  2.  Casel.  Water-soluble  gastrointestinal 
contrast  medium  (Gastrografin)  gastrointestinal 
series  performed  on  sixteen-year-old  girl.  Foreign 
body  arrested  at  pylorus.  This  confirmed  sur- 
gically. 


FIGURE  3.  Case  1.  Supine  film  of  abdomen  in 
same  patient  as  in  Figure  2.  Endodontic  drill  seen 
in  epigastrium.  Barbs  too  small  to  be  recognized 
roentgenographically. 


Perhaps  the  most  critical  factor  in  acci- 
dental ingestion  occurs  while  dental  radio- 
graphs are  taken.  During  these  brief  pe- 
riods, the  instrument  is  left  in  the  tooth 
without  control  by  the  operator’s  fingers. 
Any  swallowing  or  speaking  action  on  the 
part  of  the  patient  is  apt  to  dislodge  the 
instrument,  and  aspiration  or  ingestion  are 
likely  to  occur. 

The  prognosis  for  the  passage  of  any 
foreign  body  depends  on  a number  of 
factors:  the  size  and  shape  of  the  object, 

the  size  of  the  visceral  lumen  relative  to  the 
object,  the  magnitude  and  direction  of 
forces  applied  to  the  object,  and  the  pres- 
ence or  absence  of  intestinal  outpocketings 
in  which  the  object  might  lodge.  The 
areas  of  relative  constriction  within  the 
gastrointestinal  tract  are  the  cricopharyn- 
geus  muscle,  esophageal  indentations  by 
the  aorta  and  left  main  bronchus,  the 
esophagogastric  junction,  the  pylorus,  the 
ileocecal  valve,  and  the  anus.  Out-pouch- 
ings  such  as  hiatal  hernias,  diverticula  in- 


cluding Meckel’s  diverticulum,  the  ap- 
pendix, and  surgically  created  blind  loops 
represent  stagnant  detours  which  may  trap 
foreign  bodies.2 

It  is  our  feeling  that  the  likelihood  of 
complete  passage  of  an  endodontic  drill  is 
dependent  largely  on  the  configuration  of 
its  operating  end.  Files  and  rasps,  being 
smoothly  contoured,  present  no  greater 
hazard  than  a straight  pin.  Having  only 
one  pointed  end,  the  likelihood  of  impaction 
is  statistically  small.  The  barbed  broach, 
however,  presents  many  such  points  to 
mucosa.  Once  impaled,  peristaltic  forces 
are  likely  to  cause  the  adherence  of  a 
greater  and  greater  number  of  these  points 
resulting  in  progressively  stronger  adhesion 
rather  than  dislodgement. 

Management 

The  patient  who  swallows  an  endodontic 
instrument  should  have  roentgenograms 
of  the  neck,  chest,  and  abdomen  as  soon  as 
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FIGURE  4.  Case  2.  Supine  film  of  abdomen  in 
twenty-six-year-old  woman.  Endodontic  drill  seen 
in  right  lower  quadrant.  At  surgery  this  proved  to 
be  lodged  in  appendix. 

possible  after  the  event.  These  should  be 
repeated  at  twenty-four-hour  intervals. 
If  there  is  no  change  in  position  during  any 
twenty-four-hour  period,  impaction  should 
be  assumed  and  surgery  contemplated. 3 
A gastrointestinal  series,  small-bowel  study, 
or  barium  enema  may  help  pinpoint  the 
exact  site  of  the  object  (Fig.  2). 

When  a barbed  instrument  is  ingested 
spontaneous  passage  is  unlikely,  and  a 
favorable  outcome,  without  surgery,  should 
not  be  predicted. 

Case  reports 

Case  1.  A sixteen-year-old  female  stu- 
dent was  seen  on  November  11,  1965, 
following  the  accidental  ingestion  of  a 
dental  broach.  X-ray  films  at  the  time 
showed  the  foreign  body  to  be  in  the  epi- 
gastric region  (Fig.  3).  The  patient  was 
asymptomatic. 

The  following  day  an  upper  gastrointes- 
tinal series  was  performed  using  water- 
soluble  opaque  material.  This  showed  the 


FIGURE  5.  Case  3.  Endodontic  drill  in  right  upper 
quadrant.  This  remained  unchanged  in  position 
for  three  days  prior  to  surgery. 


drill  to  be  in  the  region  of  the  pylorus. 
The  patient  was  operated  on  the  same 
evening,  and  a 1-inch  gastrotomy  incision 
was  made  directly  over  the  foreign  body. 
The  object  was  embedded  in  the  mucosa 
of  the  posterior  wall  of  the  stomach  just 
proximal  to  the  pylorus.  It  was  removed 
from  the  mucosa  with  little  difficulty.  Her 
postoperative  course  was  uneventful,  and 
she  was  sent  home  on  the  fifth  postoperative 
day. 

Case  2.  A twenty-six-year-old  house- 
wife was  seen  by  one  of  the  authors  (H.L.) 
with  the  history  of  having  swallowed  an 
endodontic  instrument  three  days  earlier. 
The  patient  stated  that  she  had  been  having 
root  canal  work  performed  by  her  dentist. 
During  the  process,  a broach  had  been  left 
in  place  while  x-ray  films  were  taken.  As 
the  dental  film  was  being  removed  from  the 
patient’s  mouth,  the  instrument  was  dis- 
lodged and  swallowed  by  the  patient. 
Following  this,  the  patient  had  complained 
of  discomfort  in  the  right  lower  quadrant, 
particularly  aggravated  by  meals. 
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The  physical  examination  gave  normal 
results.  Stool  specimens  were  guaiac  nega- 
tive. 

An  abdominal  roentgenogram  approxi- 
mately seventy-two  hours  following  the 
accident  demonstrated  a metallic  foreign 
body  in  the  right  lower  quadrant  (Fig.  4). 
Since  the  patient’s  symptoms  were  minimal, 
films  were  made  at  weekly  intervals  for 
three  weeks.  These  showed  no  change  in 
the  position  of  the  foreign  body.  Twenty- 
six  days  following  ingestion,  a laparotomy 
was  performed.  The  foreign  body  was 
lodged  within  the  appendix.  Appendec- 
tomy was  performed.  Recovery  was  un- 
eventful. 

Case  3.  A forty-year-old  male  gagged 
during  an  endodontic  procedure.  A broach 
was  dislodged  and  ingested. 

Abdominal  films  made  during  the  next 
three  days  showed  progress  through  the 
gastrointestinal  tract.  The  instrument 
then  remained  stationary  in  the  region  of 
the  proximal  transverse  colon  (Fig.  5). 

Surgery  was  performed  on  the  eighth  day 
following  ingestion.  The  broach  was  at- 
tached to  the  mucosa  of  the  transverse 


colon.  It  was  removed  without  difficulty. 


Summary 

Hand-held  endodontic  instruments  are 
occasionally  ingested  during  the  course  of 
root  canal  dentistry.  Relatively  smooth, 
straight  instruments,  such  as  the  file  or 
rasp,  are  unlikely  to  cause  difficulty.  On 
the  other  hand,  barbed  instruments  are 
very  likely  to  become  arrested  in  their 
course  because  of  the  multiplicity  of  tiny 
barbs.  When  such  a foreign  body  does  not 
advance  in  the  gastrointestinal  tract  in  any 
given  twenty-four-hour  period,  surgical  in- 
tervention is  indicated. 
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and  bilateral  cases  were  considered  to  be 
very  rare.7-8  Bilateral  hernias,  however, 
are  not  rare  particularly  among  people 
with  chronic  bronchopulmonary  disease.6 

Reports  of  cervical  lung  hernias  indicate 
that  their  location  is  almost  always  in  the 
supraclavicular  fossa.6-8  These  are  mani- 
fested clinically  by  localized  bulging  of 
crepitant  soft  tissue  above  the  clavicle  and 
radiographically  by  localized  protrusion  of 
the  aerated  lung  above  the  thoracic  inlet. 

Pulmonary  hernias  with  soft-tissue  pro- 
trusion in  the  suprasternal  fossa,  rather 
than  in  the  supraclavicular  area,  are  ap- 
parently very  rare.  Fathers9  reported  1 
such  case  in  a four  and  one-half-year-old 
girl  with  a chronic  cough.  We  have  re- 
cently observed  a similar  patient  in  whom 
there  was  spontaneous  bilateral  herniation 
of  the  pulmonary  apices  causing  bulging 
of  the  cervical  soft  tissues  in  the  midline 
in  the  suprasternal  fossa. 

Case  report 


Associate  Radiologist  (Dr.  Giovanniello), 
Attending  Radiologists  (Dr.  Bartone  and  Dr.  Grieco), 
Methodist  Hospital  of  Brooklyn 


P art  of  the  lung,  with  its  pleural  cover- 
ing, may  herniate  above  the  thoracic  inlet, 
through  the  thoracic  cage,  or  across  the 
mediastinum.  A true  pulmonary  hernia- 
tion via  the  diaphragm  is  not  likely  to  occur 
because  of  the  existing  thoracoabdominal 
pressure  relationships. 1 The  commonly  ac- 
cepted classification,  along  with  the  per- 
centage incidence  of  various  types  of  pul- 
monary hernias,  other  than  mediastinal, 
based  on  258  cases  reported  in  the  literature 
up  to  September,  1966,  is  as  follows:2-6 

A.  According  to  location 

1.  Cervical  (35  per  cent) 

2.  Thoracic  (65  per  cent) 

B.  According  to  etiology 

1.  Congenital  (18  per  cent) 

2.  Acquired  (82  per  cent) : spontane- 

ous or  idiopathic  (29  per  cent), 
traumatic  (52  per  cent),  and 
pathologic  (1  per  cent) 

These  figures  appear  to  be  askew  since 
cervical  lung  hernias  are  probably  more 
common  than  the  relative  and  total  figures 
suggest.2*6  At  one  time,  unilateral  cervical 
hernias  were  thought  to  be  rather  unusual, 


A painless  bulge  above  the  suprasternal 
fossa  in  the  midline  suddenly  developed  in 
an  eleven-year-old  white  girl  while  she  was 
laughing  approximately  two  weeks  prior  to 
admission.  Thereafter  she  was  able  to 
reproduce  the  bulge  at  will  by  coughing, 
blowing,  or  laughing.  She  was  otherwise 
asymptomatic.  At  three  years  of  age,  the 
patient  had  received  radiation  therapy  of 
unknown  quality  and  quantity  for  an  en- 
larged thymus.  At  four  years  of  age,  the 
patient  had  measles  associated  with  a severe 
cough  which  persisted  for  several  weeks. 

On  physical  examination  there  was  an 
ovoid,  soft,  crepitant  protuberance  meas- 
uring approximately  4 by  6 cm.  in  the 
suprasternal  fossa,  which  made  its  appear- 
ance on  suddenly  increasing  the  intratho- 
racic  pressure  by  blowing,  coughing,  or  Val- 
salva’s maneuver.  During  quiet  respira- 
tion, the  bulge  reduced  completely.  The 
overlying  skin  was  normal.  No  abnormal- 
ity was  elicited  in  either  the  supraclavicular 
area  nor  in  the  lateral  areas  of  the  neck. 

The  routine  roentgenograms  of  the  chest 
were  normal.  No  evidence  of  any  congeni- 
tal anomaly  was  observed  at  the  thoracic  in- 
let. The  tracheal  walls  were  visualized  by 
instillation  of  oily  propyliodone  (Dionosil) 
and  this  contrast  tracheogram  was  normal. 
With  Valsalva’s  maneuver,  cinefluoroscopy 
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FIGURE  1.  Films  with  and  without  Valsalva  ma- 
neuver. (A)  Bulging  soft  tissues  and  herniated  pul- 
monary apices  with  increased  intrathoracic  pres- 
sure by  Valsalva  maneuver.  (B)  Return  to  normal. 


and  roentgenograms  of  the  neck  in  the 
lateral  and  oblique  projections  demon- 
strated bilateral  cervical  herniation  of  the 
lung  which  reduced  spontaneously  during 
normal  respiration.  The  apex  of  each  lung 
was  noted  to  protrude  well  above  the  thoracic 


inlet,  reaching  the  level  of  the  superior 
margin  of  the  seventh  cervical  body  (Fig. 
1),  and  extending  in  a paratracheal 
and  paraesophageal  position  bilaterally. 
The  bulge,  visible  and  palpable  in  the 
suprasternal  fossa,  did  not  contain  any 
aerated  lung  tissue  and  was  most  likely  pro- 
duced by  forward  displacement  of  the  mid- 
line soft  tissues  of  the  neck  by  the  herniated 
pulmonary  apices.  Despite  the  lack  of 
aerated  lung  within  the  suprasternally  pro- 
tuberant soft  tissues,  definite  crepitation 
was  felt. 

The  patient  was  seen  again  six  months 
later,  and  the  clinical  and  roentgen  findings 
remained  essentially  unchanged. 

Comment 

It  is  commonly  believed  that  cervical  pul- 
monary herniations  have,  as  a predisposing 
cause,  a defective  Sibson’s  fascia.*89 
This  fascia  forms  a diaphragm  for  the  supe- 
rior thoracic  aperture,  is  pyramidal-shaped, 
and  spreads  out  fanlike  from  the  transverse 
process  of  the  seventh  cervical  body  to  the 
inner  border  of  the  first  rib,  and  in  this  way 
protects  the  cervical  dome  of  the  pleura 
which  is  closely  associated  with  its  under- 
surface. 10 

It  should  be  noted  that  normally  in  thin 
individuals  with  long,  slender  necks,  the 
pulmonary  cupulae  may  rise  just  above  the 
thoracic  inlet,  and  this  might  present  some 
diagnostic  difficulties  in  cases  of  possible 
pulmonary  herniation.6  This  is  apparently 
not  seen  normally  in  individuals  of  other 
habitus.  In  our  patient  the  symptoms  and 
signs  were  clear  cut  and,  in  addition,  she 
was  somewhat  heavy,  with  a short,  thick 
neck. 

In  all  probability  the  present  case  is 
idiopathic.  There  is,  however,  a remote 
possibility  that  subtle  changes  in  the  tissues 
following  radiation  therapy  for  enlarged 
thymus  may  have  been  a contributing  or 
predisposing  factor,  possibly  aggravated  by 
the  later  attack  of  measles  with  severe 
cough. 

Summary 

A case  of  bilateral,  cervical  hernia  of  the 
lung  is  reported,  which  was  manifested 
clinically  by  a rare  sign  of  midline  soft  tis- 
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sue  protrusion  in  the  suprasternal  fossa  and 
radiographically  by  herniation  of  each  pul- 
monary apex  above  the  thoracic  inlet.  It 
could  be  produced  at  will  by  increasing 
the  intrathoracic  pressure,  and  it  reduced 
itself  during  quiet  respiration. 
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Anticoagulant  therapy  and 
acute  abdominal  disease 


A serious  and  potentially  fatal  complication 
of  anticoagulant  therapy  is  hemorrhage  into 
the  wall  and  mesentery  of  the  bowel,  causing 
acute  abdominal  pain  and  often  signs  and 
symptoms  of  intestinal  obstruction.  The  con- 
dition can  be  diagnosed  radiologically  provided 
the  physician  is  aware  of  the  possibility  of  the 
condition.  Once  such  a diagnosis  is  made,  treat- 
ment is  conservative  only;  because  of  this, 
awareness  of  the  condition  is  important  so  that 
unnecessary  surgery  be  avoided,  feels  D.  C. 
Herbert,  writing  in  the  British  Journal  of 
Surgery  55:  353  (June)  1968. 

The  average  age  of  the  88  patients  used  in 
this  study  was  sixty-two  years.  Two-thirds 
had  a history  of  myocardial  infarction.  There 
appeared  to  be  no  relationship  between  the 
duration  of  anticoagulant  therapy  and  the 
onset  of  symptoms;  in  1 patient  the  symptoms 
followed  therapy  of  only  two  weeks.  Most  of 
the  common  anticoagulant  drugs  were  impli- 
cated. Because  of  the  intestinal  obstruction, 
dyscrasia,  and  underlying  cardiovascular  con- 
dition, the  picture  is  obscure,  but  should  be 
considered  in  any  patient  on  anticoagulant 
therapy  with  abdominal  symptoms.  Paracente- 
sis abdominis  and  radiographs  have  been  used 
to  identify  the  condition.  The  radiologist 
should  be  informed  that  the  patient  is  on  anti- 
coagulant therapy.  Features  to  look  for  on 
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plain  films  are  the  presence  of  multiple  dilated 
loops  of  bowel  with  fluid  levels,  generalized 
haziness  of  the  film  due  to  hemoperitoneum, 
and  presence  of  a “thick  bowel”  sign.  Barium 
studies  show  a rigid,  narrow  segment  of  bowel 
with  an  intact,  coarsened  mucosal  pattern; 
there  may  also  be  evidence  of  extrinsic  pres- 
sure on  the  stomach  and  duodenum  because  of 
the  extension  of  retroperitoneal  hematoma. 
That  intramural  hematoma  of  the  bowel  is 
reversible  has  been  established.  Full  resolution 
takes  about  three  weeks.  The  obstruction  is 
best  managed  conservatively,  although  resec- 
tion is  indicated  if  the  involved  segment  be- 
comes gangrenous.  Prothrombin  time  could  be 
corrected  by  intravenous  vitamin  K.  Nasogas- 
tric suction  should  be  started,  with  intravenous 
replacement  therapy  and  correction  of  anemia 
that  develops  during  such  therapy.  If  there 
are  no  signs  of  improvement  in  two  to  three 
days,  the  diagnosis  must  be  revised;  persist- 
ence of  abdominal  signs  may  be  because  of 
some  other  condition.  If  surgery  is  mistakenly 
done,  the  patient  should  be  spared  the  hazard 
of  an  anastomosis. 

Of  the  88  patients,  47  were  treated  con- 
servatively, and  in  all  of  these  recovery  was 
rapid.  Of  the  41  undergoing  surgery,  38  had 
bowel  resection.  Five  of  the  latter  died.  The 
hazards  of  myocardial  infarction  must  be  bal- 
anced against  those  of  resuming  anticoagulant 
therapy.  In  5 patients  in  whom  anticoagulant 
management  was  restored,  3 had  recurrent 
hematomas.  On  the  other  hand,  deaths  from 
myocardial  infarction  were  reported  after  the 
stoppage  of  anticoagulant  drugs. 
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It  has  been  known  that  a lesion  in  the 
subthalamus  and  brain  stem  may  induce 
involuntary  motor  activity  in  experimental 
animals  as  in  human  beings.1-4  We  wish 
to  report  the  occurrence  of  involuntary 
movements  in  a patient  after  an  attempted 
high  cervical  percutaneous  chordotomy. 
To  our  knowledge,  this  is  the  first  case  of 
involuntary  movement  appearing  after  a 
high  cervical  lesion. 

Case  report 

A seventy-three-year-old  white  female 
was  admitted  on  April  11,  1967,  with  a 
diagnosis  of  metastatic  breast  cancer  and 
intractable  pain  involving  chiefly  the  left 
hip  and  lumbosacral  area.  A radical  mas- 
tectomy had  been  performed  in  April,  1960. 
She  was  readmitted  in  June,  1962,  because 

* Present  address:  2076  N.W.  Johnson  Street,  Apt.  202, 

Portland,  Oregon  97209. 


of  pulmonary  metastases.  From  1962  until 
December,  1964,  androgen  therapy  was  em- 
ployed. In  December,  1964,  a bilateral 
adrenalectomy  was  performed.  In  1965 
radiation  therapy  was  employed  in  the  left 
femur  because  of  pain  and  metastatic 
disease.  From  that  point  on,  she  had  com- 
plained of  severe  pain  in  the  left  hip  and 
left  leg.  There  were  no  other  neurologic 
deficits  apparent.  She  had  been  a known 
diabetic  individual  for  approximately  two 
years  during  which  time  she  required  1,000 
mg.  of  tolbutamide  (Orinase)  daily.  Under 
these  conditions,  the  diabetes  was  ap- 
parently well  controlled. 

On  admission,  the  neurologic  examination 
was  entirely  within  normal  limits.  On 
April  17,  1967,  a right  high  cervical  per- 
cutaneous radio-frequency  chordotomy  was 
attempted.  The  patient’s  obesity  and  short 
stature  made  it  difficult  to  identify  accu- 
rately the  needle  placement.  Immediately 
after  a lesion  had  been  placed,  involuntary 
movements  involving  all  four  extremities 
were  observed.  This  involuntary  activity 
was  present  at  rest  but  increased  markedly 
when  the  patient  became  emotionally 
aroused  or  when  she  attempted  voluntary 
movement.  The  left  extremities  demon- 
strated periodic  bursts  of  movement  on  the 
order  of  once  every  two  to  three  minutes, 
consisting  of  fairly  slow  inside  rotation  of 
the  arm  with  flexion  in  the  elbow  and  wrist 
and  athetoid  positioning  of  the  fingers. 
Similar  changes,  although  less  pronounced, 
were  observed  in  the  left  leg  (Fig.  1A). 
In  addition,  the  patient  had  occasional 
intermittent  bilateral  but  predominantly 
right-sided  resting  tremor  with  a frequency 
of  five  times  per  second  (Fig.  IB).  When 
voluntary  activity  was  attempted  with  the 
left  arm,  a severe  intention  tremor  replaced 
the  involuntary  activity.  This  tremor  was 
particularly  pronounced  when  she  reached 
for  an  object  and  less  so  when  she  attempted 
to  touch  her  nose.  There  was  also  a mini- 
mal intention  tremor  on  the  right  side. 

Neurologic  examination  failed  to  reveal 
any  significant  changes  in  the  cranial 
nerves.  There  was  a slight  weakness  of  the 
left  arm  and  leg  but  without  a Babinski’s 
reflex.  Sensory  examination  of  the  right 
extremities  was  within  normal  limits. 
Proprioceptive  function  was  almost  entirely 
absent  on  the  left.  Pain  and  temperature 
sensation  was  preserved  on  both  sides. 
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FIGURE  1.  Surface  electromyographic  recordings.  (A)  Arrows  indicate  involuntary  spasm  of  muscles. 
(B)  Typical  five  times  per  second  resting  tremor. 


Touch  and  pressure  were  minimally  im- 
paired on  the  left.  As  a result  of  this  evalu- 
ation, it  appeared  that  a lesion  had  been 
placed  chiefly  in  the  left  posterior  column 
and  left  spinal  cerebellar  tract  with  some 
damage  to  the  right  posterior  column 
present  also. 

Comment 

An  apparently  misplaced  lesion  in  the 
spinal  cord  at  the  level  of  the  first  and 
second  cervical  vertebrae  induced  ipsilateral 
right-sided  five  times  per  second  resting 
tremor  and  a contralateral  left-sided  dys- 
tonic  athetoid-like  activity  with  severe 
intention  tremor.  Anatomic  verification  of 
the  lesion  site  has  not  been  performed  since 
the  patient  is  still  alive,  but  neurologic 
examination  allows  us  to  assume  that  the 
site  involved  is  chiefly  the  left  posterior 
column  and  spinal  cerebellar  tract  with 
minimal,  if  any,  encroachment  on  the 
pyramidal  tract.  Complete  normal  sensa- 
tion for  pain  and  temperature  would  indi- 
cate that  the  anterior  lateral  part  of  the 
cervical  cord  was  spared. 

It  would  appear  that  such  a lesion  as 
described  in  an  aged  patient  suffering  from 
diabetes  and  advanced  arteriosclerosis, 
therefore  prone  to  basal  ganglia  disorders, 
was  apparently  sufficient  to  release  involun- 
tary movements.  On  the  left  where  there 
was  apparently  severe  damage  to  the  pos- 
terior column,  dystonic-like  movements  pre- 
dominated, whereas  on  the  right  with 
apparently  less  severe  damage,  resting 
tremor  was  the  main  phenomenon.  It  is 
our  conclusion,  therefore,  that  the  depletion 
and  distortion  of  proprioceptive  input  in 
this  patient  with  some  predisposition  for 


basal  ganglia  disorder  may  evoke  involun- 
tary activity.  It  seems  significant  that 
damage  to  the  proprioceptive  input  was 
done  suddenly.  As  is  well  known,  degen- 
erative, slowly  developing  changes  within 
the  spinal  cord  do  not  produce  or  trigger 
involuntary  activity. 

One  of  us  has  previously  shown  that  the 
modification  of  the  proprioceptive  input 
inhibits  parkinsonian  tremor  and  modifies 
the  pattern  of  involuntary  movement.5  It 
has  also  been  reported  that  a lesion  in  the 
ventrolateral  nucleus  and  zona  incerta  per- 
formed in  parkinsonian  patients  for  contra- 
lateral tremor  may  transiently  increase 
resting  tremor  on  the  ipsilateral  side.  Thus 
it  seems  logical  to  assume  that  impairment 
of  proprioceptive  input  may  result  in 
certain  conditions  in  release  of  involuntary 
activity. 

In  our  case  on  the  main  side  of  involve- 
ment of  posterior  column  predominant  were 
dystonic-like  movements,  parallel  to  severe 
intention  tremor  and  practically  complete 
lack  of  proprioception.  Resting  tremor  was 
predominant  on  the  other  much  less  im- 
paired side.  This  interesting  fact  indicates 
that  probably  pacemaker  for  parkinsonian 
tremor  has  been  released  by  the  depletion 
of  the  contralateral  proprioceptive  input, 
as  depletion  of  the  input  to  the  ventro- 
lateral side  may  release  transient  resting 
tremor. 

Dystonic-like  movements  may  appear  in 
a situation  of  complete  lack  of  propriocep- 
tion, yet  in  our  case  the  movement  range 
and  violence  seemed  too  great  to  accept  this 
explanation.  It  seems  rather  that  sudden 
interruption  of  proprioceptive  input  in  the 
presence  of  compensated  basal  ganglia  im- 
pairment released  some  brain  stem  motor 
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mechanisms  resulting  in  this  type  of  invol- 
untary activity.  We  do  realize  that  our 
present  patient  would  be  much  more  valu- 
able with  an  anatomic  verification  of  the 
location  of  the  lesion,  and  when  the  patient 
expires  because  of  primary  malignant 
disease,  we  will  try  to  obtain  histologic 
data.  Yet,  we  feel  that  just  the  fact  that 
involuntary  activity  was  induced  by  high 
cervical  lesion  is  interesting  enough  to  be 
presented. 

Summary 

A case  of  involuntary  movements  induced 
by  a first  and  second  cervical  vertebral 


high-frequency  lesion  has  been  presented 
and  possible  pathomechanism  discussed. 
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Letters  to  the  Editor 


Proper  lighting  for 
examining  eye  grounds 

To  the  Editor:  I have  found  a very  helpful  way 
of  examining  eye  gi-ounds  while  doing  physical 
examinations.  I have  never  seen  it  explained 
like  this,  but  the  secret  is  to  turn  off  all  over- 
head lights  and  use  a small,  fairly  bright  light 


placed  in  another  corner  of  the  room.  This 
light  should  be  low,  level,  and  face  the  floor. 
One  author  said  to  turn  the  lights  down  low. 
This  will  not  do  it. 

I hope  you  will  find  this  information  useful. 

George  D.  Hoffeld,M.D. 
North  Brevard  Medical  Center 
P.O.  Box  5692 
Titusville,  Florida  32780 
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When  nature  opposes,  everything  else  is  in  vain, 
but  when  Nature  leads  the  way  to  what  is  most  ex- 
cellent, instruction  in  the  Art  takes  place. — - 
Hippocrates,  The  Law,  4th  Century  B.C. 

Bones  develop  in  the  mesodermal  germ 
layer  as  a sequel  to  the  deposition  of  min- 
eral salts  in  the  connective  tissue  or  in  a 
previously  formed  cartilage  model.  Long 
bones  are  formed  in  cartilage  by  a process 
known  as  endochondral  ossification.  Long 
bones  grow  in  length  at  the  epiphysial 
plates  at  either  end  and  circumferentially 
under  the  periosteum  and  endosteum. 
Bone  abnormality  may  be  produced  in  the 


A 


FIGURE  1.  (A)  Photograph  of  patient  compared 
with  normal  female  of  approximately  same  age 
and  weight.  (B)  Roentgenogram  of  forearms 
shows  radius  bone  to  be  osteodystrophic  while 
ulna  bone  remains  intact. 


fetal  period  by  intrauterine  pressure  or  ex- 
ternal trauma  while  certain  parts  of  the  orga- 
nism are  still  in  the  formative  stage.  Fol- 
lowing birth,  disease  and/or  trauma  can 
modify  the  development  of  all  or  part  of  an 
individual  to  produce  a condition  similar 
to  one  caused  by  genetic  factors  but  not 
present  in  the  genetic  pattern. 

The  study  of  any  deformity  in  an  indi- 
vidual must  be  based  on  genetic  back- 
ground if  it  is  not  a result  of  physical  action. 
The  study  of  genetics  clearly  delineates 
that  multiple  factors  are  involved  in  dif- 
ferent degrees  in  the  evolution  of  a com- 
plete individual. 


Case  report 

A nineteen-year-old,  white,  college  stu- 
dent, 155  cm.  in  height  and  weighing  134 
pounds,  was  seen  in  the  employe  clinic  of 
the  Mount  View  Hospital.  There  were 
no  physical  complaints.  On  physical  ex- 
amination it  was  noted  that  both  of  her 
forearms  were  approximately  15  cm.  in 
length  (Fig.  1A).  The  remainder  of  the 
physical  examination  was  unrevealing  with 
the  exception  of  nearsightedness  in  both 
eyes. 
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Roentgenographic  studies  of  the  fore- 
arms showed  the  radius  hone  to  lie  osteo- 
dystrophic  while  the  ulna  bone  remained 
intact  (Fig.  IB).  Roentgenographic  films 
were  then  made  of  the  skull,  chest,  and 
lower  leg  bones.  These  showed  normal 
development  and  no  evidence  of  disease. 

Past  history  was  not  remarkable,  and 
the  individual  was  quite  capable  of  carry- 
ing out  her  work  assignment  as  a student 
dietician.  There  was  no  history  of  trauma 
or  childhood  injury  to  either  arms.  Both 
wrists  and  elbow  joints  had  normal  func- 
tion. 

Family  history  revealed  her  mother  and 
maternal  grandfather  to  have  short  arms 
and  her  sister,  brother,  father,  and  paternal 
grandfather  normal-size  forearms.  Her 
grandfather  had  died  of  cardiovascular 
disease  many  years  ago.  The  mother  and 
other  members  of  the  family  would  not 
allow  roentgenograms  or  laboratory  studies. 

Menstruation  had  begun  at  age  twelve 
years;  there  were  no  signs  of  mental  re- 
tardation, and  the  individual,  a student 
dietician,  has  a B average  for  her  first  year 
of  college  studies.  Her  brother  and  sister 
are  also  B average  students. 

Biochemical  determinations  for  calcium, 
phosphorus,  alkaline  phosphatase,  blood 
glucose,  and  urea  nitrogen  were  within 
normal  limits.  Hematologic  studies  gave 
normal  results  as  did  an  electrocardiogram. 
Cytogenetic  study  revealed  abnormal  chro- 
mosomes in  the  D group,  with  enlarged 
satellites  on  one  of  the  abnormal  chromo- 
somes. Whether  or  not  this  is  related  to 
skeletal  defect  is  difficult  to  say  without 
further  studies  on  the  other  members  of 
the  family.  The  reported  chromosome 
count  was  46  (33  cells)  and  46  plus  acen- 
tric fragment  (1  cell)  and  the  karyotype; 
female  (XX),  with  D/?  translocation. 

Comment 

In  the  opinion  of  Warkany,1  this  condi- 
tion is  apparently  an  atypical  chondro- 
dystrophy characterized  by  deformity  of 
the  radius  but  not  of  the  ulna  and  is  prob- 
ably related  to  Madelung’s  disease.2  Un- 
doubtedly this  case  presents  an  example  of 
genetic  factors  which  result  in  incoordina- 


tion between  developing  processes,  thereby 
resulting  in  a fully  formed  deformity.* 
Without  sufficient  research  into  more 
members  of  this  particular  family,  it  can  be 
concluded  from  those  affected  that  this  is  a 
dominant  heterozygous  trait.  Since  the 
paternal  side  of  the  family  was  not  affected, 
the  individual  appears  to  be  heterozygous 
for  this  trait.  The  importance  of  genetics 
to  medicine  is  well  understood,  and  the 
importance  of  those  conditions  in  which 
genetic  factors  play  a primary  role  has  in- 
creased as  better  understanding  of  in- 
fectious or  nutritional  processes  and  their 
treatment  has  become  known.  The  mu- 
tant gene  should  be  considered  as  a specific 
etiologic  agent.  The  predictability  of  a 
clinical  picture  in  genetic  disorder  in  which 
the  gene  acts  from  within  is  similar  to  that 
of  an  infectious  disease  in  which  the  etio- 
logic agent  invades  from  the  environment.4 

There  are  two  general  groups  of  chromo- 
some abnormalities:  those  involving  the 

sex  chromosome  and  those  which  concern 
the  autosomes.  A single  additional  auto- 
some  determines  the  most  severe  congenital 
defects  and  is  usually  incompatible  with 
life.  The  belief  that  mechanical  factors 
act  on  the  fetus  to  cause  deformity  has 
been  held  since  the  days  of  Hippocrates 
and  still  takes  its  stand  equally  with  more 
recent  theories. 

In  accordance  with  mendelian  law, 
many  diseases  of  man  occur  in  families 
in  a characteristic  pattern.  We  feel  this 
case  is  noteworthy  and  of  medical  interest. 
We  know  of  no  similar  cases  published  in 
the  literature. 

Acknowledgment.  The  writers  are  indebted  to  Prof. 
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Foundation,  Cincinnati  College  of  Medicine,  for  assistance 
and  advice,  and  to  Sally  Kelly,  M.D.,  Division  of  Labora- 
tories and  Research,  State  of  New  York  Department  of 
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study. 
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T HE  SIMULTANEOUS  OCCURRENCE  of  two 
distinct  primary  malignant  neoplasms, 
while  uncommon,  is  certainly  not  rare. 1-3 
However,  the  development  of  a metastasis 
from  a malignant  tumor  to  a second  malig- 
nant or  benign  tumor  occurs  with  con- 
siderably less  frequency.  Gore  and  Barr,4 
in  reviewing  instances  of  metastatic  spread 
of  one  malignant  tumor  to  another  malig- 
nant tumor,  noted  that  the  host  site  in  14 
of  21  cases  was  a nonmetastasizing  but 
histologically  malignant  hypernephroid  re- 
nal carcinoma.  Wheelock,  Frable,  and 
Urnes6  reported  2 additional  cases  of  malig- 
nant tumors  metastasizing  to  renal  cell 
carcinomas  and  found  that  three  fourths  of 
the  cases  reviewed  in  the  literature  had 
likewise  metastasized  to  renal  carcinomas. 
This  is  of  interest,  given  the  relative  infre- 
quency of  these  tumors.6’7  Concerning 
metastasis  of  malignant  neoplasms  to 
benign  ones,  Ortega,  Li,  and  Shimkin8  in  a 
review  of  41  reported  cases  found  that  15 
were  to  thyroid  adenomas  and  10  to  adrenal 
cortical  adenomas.  The  rather  select 
group  of  host  location  sites  seen  in  most 

♦Present  address:  Department  of  Pathology,  University 

Hospital,  BB218,  Seattle,  Washington  98105. 


cases  has  been  variously  explained  by  dif- 
ferent authors.  Among  the  allegedly  in- 


FIGURE  1.  Parathyroid  adenoma.  (A)  Low-power 
view  of  adenoma  (A)  and  remaining  compressed 
parathyroid  tissue  (P).  Metastatic  focus  barely  de- 
tected (arrow).  (B)  Medium-power  view  demon- 
strating adenoma  (A),  distinct  fibrous  capsule  (C), 
and  compressed  parathyroid  tissue  (P).  (C) 

Higher  magnification  revealing  clear  differentiation 
between  regular  clear  cells  of  parathyroid  adenoma 
(left)  and  anaplastic  features  of  metastatic  tumor 
cells  (right)  (X  15).  (Hematoxylin  and  Eosin  Stain) 


702  New  York  State  Journal  of  Medicine  / March  1,  1969 


volved  factors  were:  production  at  other 
tumor  sites  of  substances  antagonistic  to  a 
second  neoplasm,9  the  relatively  rich  vascu- 
larity of  the  host  tumor  sites  and  their  lack 
of  fibrosis,*  and  the  noncompetitive  aerobic 
metabolic  route  (true  too,  to  a large  ex- 
tent, in  dormant  renal  cell  carcinomas)  in 
the  host  tumors.  10 

The  present  report  describes  a para- 
thyroid adenoma  as  host  site. 


Case  report 

A fifty-five-year-old  Negro  female,  grav- 
ida 11,  para  6,  was  admitted  to  Columbia- 
Presbyterian  Medical  Center  for  a slowly 
growing,  firm,  painless  mass  in  the  left 
breast,  known  to  be  present  for  five  months. 
Previous  history  included  sporadically 
treated  hypertension  and  an  untreated 
goiter.  Physical  examination  revealed  a 
5-  by  4-cm.  hard,  fixed  mass  directly  su- 
perior to  the  left  nipple.  A firm  left  axil- 
lary node  was  palpable.  Histologic  ex- 
amination of  the  breast  mass  revealed  a 
poorly  differentiated  adenocarcinoma. 
Because  of  cardiovascular  disease  and  a 
poor  airway  secondary  to  thyromegaly, 
surgery  was  deferred.  She  was  treated 
with  radiotherapy  to  the  left  breast  and 
axilla  with  moderately  good  initial  re- 
sponse. The  patient  died  eighteen  months 
later  with  widespread  metastatic  disease. 

Postmortem  examination.  Gross. 
Examination  revealed  metastatic  tumor 
involving  lungs,  adrenal  glands,  hypoph- 
ysis, vertebrae,  and  many  axillary,  cervi- 
cal, abdominal,  and  inguinal  lymph  nodes. 

Microscopic.  Histologic  examination 
confirmed  the  gross  findings.  Of  interest 
was  the  presence  of  a metastatic  focus 
within  a well-circumscribed  clear  cell  ade- 
noma in  one  of  the  parathyroid  glands 
(Fig.  1A).  The  cells  of  the  adenoma  were 
of  moderate  size  and  displayed  the  usual, 
rather  abundant,  pale  cytoplasm.  No 
mitotic  figures  were  found.  The  capsule 
separating  the  adenomatous  from  the  nor- 
mal parathyroid  tissue  was  conspicuous 
(Fig.  IB).  Within  the  adenoma,  an  ill- 
defined  focus  of  malignant  epithelial  cells 
was  apparent  (Fig.  1C).  The  pattern 
of  the  metastatic  neoplasm  resembled  the 
breast  primary  as  well  as  some  of  the  other 
metastases. 


Comment 

The  occurrence  of  breast  carcinoma, 
metastatic  in  a parathyroid  adenoma,  has 
not,  to  our  knowledge,  been  previously  re- 
ported. Walther11  reported  a case  of 
breast  carcinoma  metastatic  to  a parathy- 
roid clear  cell  carcinoma.  The  diagnosis  in 
this  case  is,  however,  difficult  to  assess  and 
therefore  remains  questionable. 

It  appears  noteworthy  that  the  tumors 
thyroid  and  adrenal  adenomas  and  renal 
carcinomas)  that  most  frequently  play  host 
to  metastasis  are  indeed  richly  vascularized 
and  frankly  endocrine  or  endocrine-like 
in  architecture.  These  features  are  cer- 
tainly shared  by  the  parathyroid  adenoma 
in  this  report. 

In  our  case,  the  presence  of  a parathyroid 
adenoma  was  clinically  unsuspected.  The 
patient  did  have  abnormal  serum  calcium- 
phosphorus  levels,  but  these  were  attrib- 
uted, perhaps  correctly,  to  the  osseous  me- 
tastases. 

Summary 

A case  of  metastatic  breast  carcinoma 
involving  a clinically  unsuspected  adenoma 
of  the  parathyroid  gland  is  reported. 
Various  factors  pertinent  to  the  develop- 
ment of  tumor  metastasis  to  other  benign 
or  malignant  neoplasms  are  discussed. 

Acknowledgment.  The  authors  are  grateful  to  Mrs. 
Kathleen  Bishop  for  most  valuable  secretarial  help. 


References 

1.  Bugher,  J.  C.:  Probability  of  chance  occurrence  of 

multiple  malignant  neoplasms,  Am.  J.  Cancer  21:  809 
(1934). 

2.  Mider,  G.  B.,  Schilling,  J.  A.,  Donovan,  J.  C.,  and 

Rendall,  E.  S.:  Multiple  cancer;  a study  of  other  cancers 

arising  in  patients  with  primary  malignant  neoplasms  of  the 
stomach,  uterus,  breast,  large  intestine,  or  hematopoietic 
system,  Cancer  5:  1104  (1952). 

3.  Watson,  T.  A.:  Incidence  of  multiple  cancer,  ibid. 

6:  365  (1953). 

4.  Gore,  I.,  and  Barr,  R.:  Metastasis  of  cancer  to 

cancer,  A.M.A.  Arch.  Path.  66:  293  (1958). 

5.  Wheelock,  M.  C.,  Frable,  W.  J.,  and  Umes,  P.  D.: 
Bizarre  metastases  from  malignant  neoplasms.  Am.  J.  Clin. 
Path.  37:  475  (1962). 

6.  Saphir,  O.:  A Text  on  Systemic  Pathology,  New 

York,  Grune  & Stratton,  Inc.,  1958,  p.  452. 

7.  Willis,  R.  A.:  Pathology  of  Tumors,  3rd  ed.,  Wash- 

ington, D.C.,  Butterworth,  Inc.,  1960,  p.  458. 

8.  Ortega,  P.,  Li,  I.  Y.,  and  Shimkin,  M.:  Metastasis 

of  neoplasms  to  other  neoplasms,  Ann.  West.  Med.  & Surg. 
5:  601  (1951). 

9.  Pribek,  R.  A.:  Metastasis  of  cancer  to  cancer.  A 

case  report,  J.A.M.A.  179:  168  (1962). 

10.  Warburg,  O.:  On  the  origin  of  cancer  cells,  Science 

123:  309  (1956). 

11.  Walther,  H.  E.:  Krebsmetastasen,  Basel,  Benno 

Schwabe  & Co.,  1948,  p.  172. 


March  1,  1969  / New  York  State  Journal  of  Medicine  703 


Cardiobacterium  Hominis 
Endocarditis 


ARTHUR  I.  SNYDER,  M.D. 

New  York  City 
PAUL  D.  ELLNER,  PH.D. 

New  York  City 

Instructor  in  Medicine  (Dr.  Snyder),  Associate 
Professor  and  Co-Director,  Diagnostic  Microbiology 
Service  (Dr.  Ellner),  College  of  Physicians  and 
Surgeons  of  Columbia  University 


In  1962  Tucker  et  al.1  reported  on  4 cases 
of  endocarditis  caused  by  a Pasteurella-like 
organism.  These  isolates  were  designated 
as  “Group  II-D”  by  the  Communicable 
Disease  Center,  Atlanta,  Georgia,  and  were 
described  as  gram-negative  pleomorphic 
bacteria  that  grew  optimally  in  an  elevated 
carbon  dioxide  atmosphere.  Subsequent 
to  Tucker’s  report,  two  additional  isolates 
were  acquired  by  the  Communicable  Dis- 
ease Center,  both  from  cases  of  endocarditis, 
bringing  the  total  number  of  isolates  from 
this  disease  to  six.  These  bacteria  were 
studied  by  Slotnick  and  Dougherty2  who 
characterized  the  group  and  proposed  the 
name  Cardiobacterium  hominis  for  this 
organism.  The  present  report  describes 
an  additional  case  of  this  rare  entity. 

Case  report 

On  January  13,  1967,  a fifty-three-year- 
old  housewife  was  admitted  to  the  Colum- 
bia-Presbyterian  Medical  Center  with  the 
complaint  of  fever  of  four  weeks’  duration. 
Six  years  prior  to  admission  on  routine 
physical  examination  the  heart  was  entirely 
normal.  In  March,  1966,  the  patient  had 
dental  prophylactic  treatment,  followed  by 
additional  dental  procedures  the  following 


month.  Four  months  prior  to  admission 
she  noted  the  onset  of  fatigability,  recurrent 
night  sweats,  generalized  arthralgia,  and 
persistent  pain  in  the  right  flank.  The 
following  month  temperature  elevations  as 
high  as  104  F.  were  noted,  and  the  patient 
consulted  a physician  who  detected  a heart 
murmur.  The  patient  continued  to  have 
marked  malaise  and  fatigability  and  noted  a 
10-pound  weight  loss. 

At  the  time  of  admission  the  patient  was 
in  no  acute  distress  but  appeared  chroni- 
cally ill.  She  denied  any  history  of  rheu- 
matic fever,  chorea,  or  severe  systemic  ill- 
ness during  her  childhood.  The  blood 
pressure  was  100 /70  mm.  Hg,  the  pulse  rate 
was  80  per  minute  and  regular,  respirations 
16  per  minute,  and  the  temperature  was  102 
F.  (38.9  C.).  There  was  a small  petechial 
lesion  in  the  inferior  conjunctival  fold  of  the 
left  eye.  The  ocular  fundi  were  normal. 
The  lungs  were  clear  by  percussion  and 
auscultation.  The  heart  was  not  enlarged, 
and  the  point  of  maximal  impulse  was 
within  the  nipple  line.  A harsh  apical 
systolic  murmur,  grade  IV/VI,  was  heard 
with  no  presystolic  or  diastolic  components. 
Basal  heart  sounds  were  normal.  The  liver 
was  not  enlarged,  but  a soft  spleen  tip  was 
palpable  2 or  3 fingerbreadths  below  the  left 
costal  margin.  The  remainder  of  the 
examination  was  within  normal  limits. 

Laboratory  values  included  a hemoglobin 
of  10.7  Gm.  per  100  ml.,  red  blood  cell 
count  3,800,000  per  cubic  millimeter, 
platelet  count  260,000  per  cubic  millimeter, 
white  blood  cell  count  9,200  per  cubic 
millimeter  with  a normal  differential,  and  a 
erythrocyte  sedimentation  rate  of  72  mil- 
limeters per  hour.  Urinalysis  was  normal 
except  for  a few  pus  cells  and  showed  no 
growth  on  culture.  Blood  urea  nitrogen 
was  19  mg.  per  100  ml.,  serum  iron  40 
micrograms  per  100  ml.,  serum  total  iron 
binding  capacity  225  micrograms  per  100 
ml.,  and  serum  haptoglobin  normal. 
Roentgenographic  examination  showed  the 
heart  and  lungs  to  be  normal.  X-ray  film 
of  the  abdomen  revealed  an  enlarged  spleen. 
The  electrocardiogram  showed  T-wave  in- 
version in  lead  aVf  and  low  and  inverted  T 
waves  in  lead  II.  Five  of  six  blood  cultures 
taken  during  the  first  two  days  of  admission 
grew  out  a small  pleomorphic  gram-nega- 
tive rod  after  five  days  of  incubation. 

On  the  seventh  hospital  day,  the  patient 
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was  started  on  40  million  units  of  intrave- 
nous penicillin  and  2 Gm.  per  day  of  intra- 
muscular streptomycin.  Within  twenty- 
four  hours  the  upper  limit  of  the  patient’s 
daily  temperature  was  100.2  F.  (38  C.)  as 
compared  with  102  F.  (38.9  C.)  just  before 
treatment.  After  one  week  the  daily  dose 
of  streptomycin  was  lowered  to  1 Gm. 
After  seventeen  days  of  intravenous  penicil- 
lin, the  treatment  was  replaced  by  fortified 
procaine  penicillin  G (Duracillin)  intra- 
muscularly, 4 million  units  daily  for  the  next 
eleven  days.  At  this  time  it  was  deter- 
mined that  the  organism  was  susceptible  to 
less  than  0.01  units  of  penicillin  per  mil- 
liliter. 

After  four  weeks  the  penicillin  and  strep- 
tomycin were  discontinued.  The  patient 
remained  afebrile  during  the  following  week 
in  the  hospital.  There  were  no  further 
embolic  phenomena.  There  was  no  change 
in  the  physical  examination  of  the  heart, 
and  the  electrocardiogram  returned  to  an 
entirely  normal  tracing.  The  patient  was 
discharged  with  no  limitation  on  her 
physical  activity. 

On  March  8,  1967,  the  patient  was  ex- 
amined in  the  office.  She  had  no  fever  and 
had  gained  5 pounds  since  her  hospital 
discharge.  Examination  revealed  a grade 
IV/VI  apical  systolic  murmur.  The 
blood  count  was  entirely  normal,  and  the 
erythrocyte  sedimentation  rate  was  23  mm. 
per  hour.  A blood  culture  was  sterile. 

Bacteriology.  The  organism  appeared 
in  broth  as  pleomorphic  gram-negative  rods 
which  failed  to  grow  on  an  aerobic  blood 
agar  plate  but  grew  on  the  same  medium  in 
the  anaerobic  jar.  Subsequent  studies 
showed  that  it  grew  well  in  the  humid  car- 
bon dioxide  incubator.  Blood  was  not 
required  for  growth,  but  carbon  dioxide 
or  a moist  atmosphere  was  necessary. 
Gram  strains  confirmed  the  organism  to  be 
a gram-negative  rod  with  intracellular 
gram-positive  granules. 

The  organism  was  nonmotile  and  failed 
to  grow  on  eosin  methylene  blue,  Mac- 
Conkey’s,  or  cetrimide  agar  even  in  a 
humid  atmosphere.  Acid  without  gas  was 
produced  after  seventy-two  hours  from 
dextrose,  maltose,  sucrose,  and  mannitol, 
but  lactose  was  not  fermented.  No  change 
was  produced  in  O-F  media  or  on  10  per  cent 


lactose  slants.  The  triple  sugar  iron  agar 
reaction  was  acid  tliroughout  without  hy- 
drogen sulfide  but  hydrogen  sulfide  was 
detected  with  lead  acetate  paper.  The 
isolate  gave  positive  test  results  for  indol, 
methyl  red,  catalase  (weak),  and  oxidase; 
nitrate  reduction,  Voges-Proskauer,  Sim- 
mond’s  citrate,  urea,  and  gelatin  hydrolysis 
all  showed  negative  results. 

Susceptibility  to  penicillin,  erythromy- 
cin, oxacillin,  streptomycin,  chlorampheni- 
col, tetracycline,  kanamycin,  colistin,  ampi- 
cillin,  and  cephalothin  was  demonstrated 
by  the  disk  method.  The  patient’s  serum 
agglutinated  the  organism  to  a titer  of 
1 : 256.  The  isolate  was  tentatively  identi- 
fied as  Cardiobacterium  hominis,  and  sub- 
cultures were  sent  to  the  Communicable 
Disease  Center  and  I.  J.  Slotnick,  Ph.D., 
both  of  whom  confirmed  the  identification. 

Comment 

Slotnick3,4  prepared  an  antiserum  specific 
for  Cardiobacterium  hominis,  and  using 
fluorescent  antibody  methods  he  was  able  to 
detect  this  organism  in  the  upper  respira- 
tory tract  of  the  majority  of  normal  in- 
dividuals. He  also  isolated  the  organism 
from  stool  specimens  but  not  from  the  geni- 
tourinary tract.  He  was  unable  to  detect 
circulating  antibodies  in  persons  harboring 
this  organism  and  concluded  that  Cardio- 
bacterium hominis  is  a member  of  the  in- 
digenous commensal  flora.  Injection  of 
the  organism  into  laboratory  animals  pro- 
duced no  evidence  of  disease. 

Although  this  patient  had  no  known  pre- 
existing heart  disease,  one  can  speculate 
on  the  possible  role  the  dental  work  played 
in  producing  a bacteremia  with  subsequent 
localization  of  the  microorganisms  on  a 
slightly  damaged  mitral  valve. 
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T HE  DECREASE  IN  the  number  of  physicians 
in  the  rural  counties  of  the  Rochester,  New 
York,  region  has  become  a matter  of  con- 
cern to  both  physicians  in  these  counties 
and  to  the  general  public.  This  change,  ex- 
pressed as  the  ratio  of  physicians  to  popu- 
lation, is  shown  in  Table  I. 

It  has  been  shown  that  a high  proportion 
of  1930  graduates,  and  presumably  adjacent 
classes,  completing  medical  school  during 
the  depression,  were  in  general  practice  or 
in  full-time  salaried  positions.1  This  has 
been  attributed  to  the  financial  burden  of 
the  training  necessary  for  specialty  prac- 
tice. It  has  been  shown  that  the  rural 
areas  gained  some  physicians  between  1930 
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Project  in  Area  Wide  Planning  supported  by  a grant  from 
the  U.S.  Public  Health  Services.  Project  HM0026601. 
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TABLE  I.  Ratio  of  physicians  to  100,000  population 


County 

1905 

1920 

1940 

1960 

Allegany 

116 

169 

171 

76 

Chemung 

175 

129 

117 

120 

Livingston 

160 

111 

117 

64 

Monroe 

112 

120 

131 

185 

Ontario 

177 

151 

137 

132 

Orleans 

142 

125 

126 

53 

Schuyler 

214 

130 

92 

80 

Seneca 

145 

110 

89 

53 

Steuben 

145 

125 

105 

93 

Wayne 

135 

121 

117 

74 

Yates 

116 

169 

171 

76 

and  1940  but  lost  heavily  in  the  next 
decade.  This  wras  attributed  to  a tendency 
for  rural  areas  to  hold  physicians  in  pe- 
riods of  economic  depression  and  lose  them 
in  periods  of  prosperity.2  The  increase  in 
physicians  in  four  of  these  nine  rural  coun- 
ties during  the  period  1920  through  1940 
may  reflect  this  trend. 

The  physician-to-population  ratios  in 
1960,  the  last  census  year,  for  the  nine  ru- 
ral counties  varied  from  53  to  132  per 
100,000  with  a median  of  74.  For  the 
United  States  at  that  time  the  ratios  of 
non-Federal  physicians  per  100,000  civil- 
ians were  82.4  for  counties  adjacent  to  met- 
ropolitan areas  and  86  for  isolated  semi- 
rural  counties,  the  two  categories  into  which 
these  nine  rural  counties  fall.3  Seven  of 
these  nine  counties  were  below  these  na- 
tional ratios.  This  situation  seems  to  ob- 
tain in  most  of  the  counties  of  Upstate  New 
York  according  to  Edward  C.  Hughes,  M.D., 
formerly  chairman  of  the  Committee  on 
Rural  Services  of  the  Medical  Society  of 
the  State  of  New  York,  and  is  most  severe 
in  the  farm  areas. 

Another  index  of  physician  replacement 
is  the  median  age  of  physicians  in  a given 
area  as  compared  with  national  figures.4 
If  the  median  age  in  a test  area  is  higher 
than  the  national  median  age  for  compara- 
ble areas,  then  it  can  be  assumed  that  the 
physician  replacement  has  not  been  ade- 
quate. 
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TABLE  II.  Distribution  of  physicians  by  type  of 
practice,  degree  of  specialization,  and 
date  of  graduation  (per  cent) 


Type  of  Practice 

1919 

to 

1929 

1930 

to 

1939 

1940 

to 

1945 

1946 

to 

1955 

1956 

to 

1964 

Specialists 

Large  community 

Solo 

77 

38 

39 

39 

26 

Informal  association 

7 

19 

23 

20 

22 

Group  or  clinic 

7 

14 

16 

16 

26 

Not  appropriate 

7 

29 

23 

25 

26 

Small  community 

Solo 

0 

50 

0 

37 

0 

Informal  association 

0 

17 

0 

0 

33 

Group  or  clinic 

25 

17 

50 

50 

(T7 

Not  appropriate 

75 

17 

50 

13 

0 

Generalists 

Large  community 

Solo 

100 

100 

75 

86 

80 

Informal  association 

0 

0 

0 

0 

20 

Group  or  clinic 

0 

0 

0 

14 

0 

Not  appropriate 

0 

0 

25 

0 

0 

Small  community 

Solo 

90 

100 

100 

33 

50 

Informal  association 

0 

0 

0 

17 

17 

Group  or  clinic 

10 

0 

0 

50 

33 

Not  appropriate 

0 

0 

0 

0 

0 

The  median  age  of  physicians  for  all  nine 
counties  is  fifty-one.  In  the  United  States 
as  a whole,  median  ages  were  47.1  for  adja- 
cent counties  and  46.3  for  semirural 
counties.3  The  median  age  for  all  physi- 
cians engaged  in  private  practice  in  the 
United  States  in  1962  was  47. 3. 5 The  me- 
dian age  then  for  these  nine  counties  was 
appreciably  above  those  national  figures 
and,  in  fact,  in  none  of  the  nine  counties 
was  the  median  age  below  the  national  and 
State  figures,  suggesting  inadequate  re- 
placement of  physicians. 

New  York  State  gained  in  physician-to- 
population  ratio  in  the  period  1940  to  1949, 
but  lost  in  1950  to  1959.  For  the  United 
States  the  population  increased  more  rap- 
idly than  did  the  number  of  physicians  in 
that  first  period  and  less  rapidly  in  the 
second.6  During  these  periods,  though,  the 
loss  of  physicians  was  steady  in  the  rural 
counties  studied. 

There  have  been  definite  changes  in  med- 
ical practice  during  the  period  covered  by 
this  study.  The  proportion  of  physicians 
in  the  United  States  engaged  in  private 
practice  has  declined  from  85  per  cent  in 
1931  to  66  per  cent  in  1962.  The  number 
of  general  practitioners  decreased  from 
76.1  per  cent  in  that  first  year  to  30.6  per 
cent  in  1962. 7 In  a recent  study  it  has 
been  shown  that  83  per  cent  of  the  phy- 
sicians in  these  rural  counties  were  in 


private  practice  and  66  per  cent  were  in 
general  practice.8  Other  data  have  shown 
that  of  the  post-World  War  II  medical 
graduates  going  into  these  rural  counties, 
an  increasing  per  cent  were  in  group  prac- 
tice and  in  specialties  (Table  II). 

Opinions  vary  regarding  the  number  of 
physicians  that  will  be  available  in  future 
years.  It  has  been  said  that  there  will  be  a 
deficit  of  9,500  by  1975  and  a failure  to 
maintain  the  present  physician-to-popula- 
tion  ratio.9  In  another  report  it  was  stated 
that  the  increasing  need  for  physicians  was 
because  of  population  growth,  increasing 
use  of  medical  services,  and  changing  pat- 
terns of  service.  It  was  also  noted  that 
there  was  a greater  physician  use  by  chil- 
dren and  by  older  people.  It  was  the  opin- 
ion of  that  commission  that  to  maintain  the 
present  ratio  of  physicians  to  population,  a 
total  of  330,000  physicians  would  be  needed 
in  1975.  This  will  require  an  increase  of 
almost  50  per  cent  in  the  output  of  medical 
graduates.10  At  the  presently  projected 
rate  of  graduation  of  physicians,  the  ratio 
of  physicians  to  population  in  1975  will  be 
125.9  instead  of  the  desired  132.4  to  main- 
tain the  present  ratio.11 

Efficiency  of  medical  practice  has  in- 
creased because  of  improvement  in  commu- 
nication and  transportation  so  that  the 
scattered  distribution  of  physicians  in  rural 
areas  is  less  necessary,  and  presumably  a 
physician  can  be  in  contact  with  more  pa- 
tients in  a day.  On  the  other  hand,  it  is 
unlikely  that  the  time  per  patient  necessary 
to  render  high-quality  care  can  be  shrunk 
appreciably,  although  the  greater  use  of 
paramedical  personnel  can  improve  the 
efficiency  of  the  physician.  The  increasing 
number  of  older  people  will  add  to  the  case 
load  as  well  as  will  the  effects  of  better 
education,  higher  income,  fewer  farm  fami- 
lies, and  more  health  insurance.  The  fac- 
tors leading  to  efficiency  and  the  need  for 
fewer  physicians  are  opposed,  then,  by 
these  latter  influences  so  that  any  predic- 
tions as  to  need  would  be  highly  specula- 
tive. 

In  addition  to  the  physician-to-population 
trends,  certain  other  patterns  have  been 
observed.  These  seem  to  relate  the  ebb  and 
flow  of  the  physician  population  to  social, 
economic,  and  population  phenomena.  A 
nationwide  study  covering  the  1920’s  and 
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TABLE  III.  Gain  or  loss  of  physicians  by 
population  of  towns  (1960) 


Town 

Population 

Total 

Towns 

Towns 

with 

Physi- 

cians 

Towns 
Losing; 
1905  to 
1960 

Towns 
Gaining; 
1905  to 
1960 

1,000 

37 

i 

15 

0 

1,000  to 

1,999 

51 

17 

33 

1 

2,000  to 

2,999 

27 

18 

19 

1 

3,000  to 

3,999 

16 

15 

8 

2 

4,000  to 

4,999 

5 

5 

4 

0 

5,000  to 

5,999 

3 

3 

2 

1 

6,000  to 

6,999 

8 

8 

6 

1 

8,000  to 

8,999 

1 

1 

0 

1 

9,000  to 

9,999 

2 

2 

1 

1 

11,000  to  11,999 

2 

2 

1 

1 

15,000  to  15,999 

1 

1 

0 

1 

17,000  to  17,999 

1 

1 

0 

1 

19,000  to  19,999 

1 

1 

0 

1 

23,000  to  23,999 

1 

1 

0 

1 

1930’s  demonstrated  that  physicians  tended 
to  concentrate  in  counties  of  increasing 
population  and  above  average  wealth.12 

In  the  Rochester  region,  the  towns  pro- 
gress from  those  with  populations  under 
1,000,  with  few  gaps,  to  those  with  popula- 
tions of  24,000.  There  are  then  two  larger 
communities,  one  of  above  50,000  and  one 
of  about  600,000.  Using  1960  census  data, 
a table  was  set  up  giving  the  number  of 
towns  in  order  of  population  with  the  num- 
ber of  these  towns  having  physicians  and 
the  number  gaining  or  losing  physicians  in 
the  study  period  (Table  III).  The  two 
large  communities  are  excluded.  It  can  be 
seen  that  there  is  a cutoff  point  at  popula- 
tions below  3,000.  Almost  every  commu- 
nity above  that  population  has  one  or  more 
physicians,  while  below  3,000  there  is  a 
rapid  decrease.  The  table  shows  further 
that  communities  losing  physicians  during 
the  study  period  exceed  those  gaining  phy- 
sicians until  a population  threshold  of  8,000 
is  reached.  Of  the  13  communities  gaining 
physicians,  all  but  four  were  hospital  towns 
suggesting  the  importance  of  hospitals  in 
attracting  physicians.  It  is  interesting  to 
note  that  of  the  four  nonhospital  towns 
gaining  physicians,  three  are  small  college 
towns  and  the  other  is  a suburb  of  a larger 
community.  During  the  study  period  there 
was  a reduction  in  the  number  of  towns 
with  physicians  which  ranged  from  a 30 
per  cent  loss  in  the  least  affected  county  to 
a loss  of  73  per  cent  in  the  most  affected. 
There  is  some  evidence  that  those  physi- 
cians remaining  in  nonhospital  towns  in 
1960  were  older  than  those  in  the  hospital 
towns,  but  the  difference  is  not  great. 


Present  study 

Because  of  the  pre-World  War  II  findings 
relating  density  of  physician  population  to 
economic  and  population  factors,4  and  also 
because  of  our  own  subjective  observations, 
it  was  decided  to  see  if  there  was,  at  the 
present  time,  any  such  relationship.  Using 
census  data  and  data  from  the  New  York 
State  Department  of  Commerce,  certain  in- 
formation relating  to  economics  and  to  pop- 
ulations was  tabulated  for  each  town  in  the 
11-county  region.  This  information  has 
been  classified  in  two  ways : by  towns  los- 

ing or  gaining  physicians  and  by  hospital 
service  areas  losing  or  gaining  physicians. 
Hospital  service  areas  are  drawn  on  the 
basis  of  grouping  towns  in  which  20  per 
cent  or  more  of  the  population  admitted  to 
a hospital  in  one  year  enter  a local  hospital. 
The  experience  here  has  been  that  hospital 
service  areas  do  not  conform  to  county 
lines,  so  we  are  relating  our  data  to  the 
geographic  areas  noted  earlier  rather  than 
to  counties. 

Several  population  variables  were  ex- 
amined. Those  showing  the  most  prom- 
ise were:  (1)  per  cent  of  population  in 

agriculture;  (2)  median  school  years  of 
population;  (3)  per  cent  of  population  com- 
pleting high  school;  (4)  median  income; 
and  (5)  per  cent  of  population  moving  to  a 
new  home  in  the  town  during  1954  to  1960. 

These  five  variables  were  tabulated  for 
each  town  in  the  11-county  region  using 
New  York  State  Department  of  Commerce 
material  as  a source. 

There  appeared  to  be  two  different  ways 
of  relating  the  change  in  physician  popula- 
tion to  the  variables  mentioned.  Statistically 
significant  differences  were  found  when  the 
change  in  number  of  physicians  was  related 
to  the  variables  town  by  town  as  well  as 
when  the  ratio  of  physicians  to  population 
was  related  to  the  variables  service  area  by 
service  area. 

Relating  the  number  of  physicians  to 
these  variables  town  by  town  is  the  sim- 
plest but  probably  the  less  accurate  method 
since  the  population  served  by  one  or  more 
physicians  is  almost  certainly  greater  than 
the  immediate  town  population  in  rural 
and  semirural  areas.  All  towns,  excluding 
those  never  having  physicians  in  the  period 
1940  to  1960,  were  divided  into  three 
classes : those  towns  showing  an  increase 
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TABLE  IV.  Relationships  of  community  character- 
istics town  by  town  with  the  physician  population 
1940  to  I960 


Classification 

Towns  With 
Increase  in 
Physicians 

Towns  With 
Static 
Physician 
Population 

Towns 

Losing 

Physicians 

Per  cent  of  population 
in  agriculture 

6.5 

12.7 

15.8 

Median  school  years 

11.4 

10.5 

10.2 

Per  cent  of  population 
completing  high 
school 

47.5 

38.9 

38.6 

Median  income  in 
dollars 

5,776 

5,284 

6,138 

Per  cent  of  population 
moving  during  1954 
to  1960 

48.2 

42.9 

42.2 

in  the  number  of  physicians,  those  with 
approximately  the  same  number  of  physi- 
cians, and  those  showing  loss  of  physicians. 

Table  IV  shows  the  relationships  of 
the  five  variables  to  the  three  classes  of 
communities.  For  all  five  variables,  the 
difference  between  means  is  significant  for 
towns  gaining  physicians  versus  towns 
with  the  same  number  of  physicians  as  well 
as  for  towns  gaining  physicians  versus 
towns  losing  physicians.  There  are  no  sig- 
nificant differences  between  towns  with  the 
same  number  of  physicians  and  those  losing 
physicians.  This  table  indicates,  then,  that 
the  towns  with  a relatively  high  percentage 
of  the  population  in  agriculture,  low  me- 
dian school  years,  low  percentage  of  high 
school  graduates,  low  median  income,  and 
low  per  cent  moving  in  1954  to  1960  are  in 
an  unfavorable  position  when  it  comes  to 
obtaining  or  retaining  physicians. 

Faced  with  the  defects  already  mentioned 
in  this  comparison,  it  was  decided  to  at- 
tempt the  other  approach,  that  of  physi- 
cian’s service  areas.  Since  there  were  no 
direct  data  on  the  territories  served  by 
each  physician  in  the  region,  the  assump- 
tion was  made  that  the  service  area  of  the 
physician  is  approximately  that  of  the  serv- 
ice area  of  the  hospital  in  wThich  he  is  a 
staff  member. 

The  mean  of  each  of  the  five  variables 
for  all  towns  within  a given  service  area 
was  determined.  Town  populations  in  the 
service  area  of  each  hospital  were  totaled 
for  the  years  1940,  1950,  and  1960  and 
the  percentage  change  in  population  de- 
termined. The  number  of  physicians  in 
each  service  area  rather  than  in  each  town 
or  each  county  was  established  and  con- 


verted into  a ratio  of  physicians  to  10,000 
population  for  each  service  area. 

Getting  the  mean  of  the  variables  for 
each  service  area  meant  grouping  data 
from  towns  with  populations  of  less  than 
1,000  with  much  larger  towns.  This  led  to 
a consideration  of  weighting  the  variables 
on  the  basis  of  the  differences  in  population 
size.  It  was  decided  to  add  a factor  of  one 
for  population  steps  of  1,000,  so  the  figure 
for  a town  of  less  than  1,000  was  un- 
changed, the  figure  for  a town  of  1,000  to 
1,999  was  multiplied  by  two,  and  so  on. 
Table  V shows  both  the  weighted  and  the 
unweighted  variables. 

Using  the  physician-to-population  ratio, 
four  groups  of  service  areas  were 
defined:  (1)  service  areas  with  an  abso- 

lute loss  of  physicians;  (2)  service  areas 
maintaining  the  physician  population  but 
increasing  the  general  population  so  there 
was  a decreasing  ratio  of  physicians  to  pop- 
ulation but  an  approximate  one-to-one 
replacement  of  physicians;  (3)  service  areas 
with  an  absolute  gain  of  physicians;  and 
(4)  service  areas  maintaining  physicians 
with  little  change  in  the  general  population. 

Table  V shows  that  in  all  categories 
service  areas  with  an  absolute  gain  of  phy- 
sicians were  superior  to  the  other  three 
groups  by  having:  (1)  lowest  per  cent  of 

population  in  agriculture,  (2)  highest  edu- 
cational rating,  (3)  highest  median  income, 
and  (4)  greatest  mobility  of  population. 

Similarly,  the  service  areas  with  absolute 
loss  of  physicians  showed:  (1)  the  high- 

est per  cent  of  population  in  agriculture, 
(2)  the  lowest  index  of  education,  (3)  the 
lowest  median  income,  and  (4)  the  least 
mobile  population. 

The  two  intermediate  groups  show  mixed 
relationships  with  each  other.  The  service 
areas  maintaining  a physician-to-population 
ratio  with  no  appreciable  change  in  the  to- 
tal population  excelled  only  in  educational 
indices  and  wrere  in  a less  favorable  posi- 
tion as  far  as  per  cent  of  population  in  ag- 
riculture, median  income,  and  mobility  of 
population  in  relation  to  service  areas 
maintaining  physician  population  but  in- 
creasing general  population. 

The  most  statistically  significant  differ- 
ences are  between  the  most  and  the  least 
favorable  groups.  The  differences  between 
the  intermediate  groups  and  the  two  ex- 
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TABLE  V.  Relationships  of  community  characteristics  by  service  areas  with  the 
physician-to-population  ratio* 


Classification 

Service 

Areas 

Losing 

Physicians 

Service 

Areas 

Maintaining 
Physician 
Population 
and  Increasing 
Total 
Population 

Service 

Areas 

Gaining 

Physicians 

Service 

Areas 

Maintaining 
Physician 
Population 
and  with 
Static  Total 
Population 

Per  cent  of  population  in  agriculture 

13.30 

11.64 

5.12 

13.25 

(16.2) 

(15.9) 

(9.5) 

(23.9) 

Median  school  years 

10.08 

10.55 

11.2 

11.0 

(10.1) 

(10.5) 

(10.67) 

(10.45) 

Per  cent  of  population  completing 

35.8 

38.6 

43.9 

43.1 

high  school 

(35.0) 

(38.3) 

(39.5) 

(39.7) 

Median  income  in  dollars 

5,151 

5,836 

6,002 

5,293 

(5,020) 

(5,630) 

(5,669) 

(4,904) 

Per  cent  of  population  moving  dur- 

41.4 

45.3 

47.8 

43.8 

ing  1954  to  1960 

(41.4) 

(44.8) 

(46.5) 

(39.0) 

Per  cent  of  population  change 

1940  to  1950 

6.6 

10.9 

11.07 

3.7 

1950  to  1960 

7.1 

14.8 

11.87 

0.4 

* Top  figures  of  each  set  are  weighted  ones. 


treme  groups  are  real  but  less  marked. 
The  differences  between  the  two  intermedi- 
ate groups  are  not  significant  in  this  sample. 

Conclusions 

The  implications  of  these  economic,  so- 
cial, and  demographic  factors  in  relation  to 
health  care  in  the  semirural  counties  of  this 
region  should  now  be  considered.  The 
number  of  medical  graduates  each  year  will 
apparently  not  catch  up  with  the  general 
population  increase  in  the  country  as  a 
whole  for  several  years.  Of  those  graduat- 
ing, presumably  increasing  proportions  will 
go  into  teaching,  research,  and  salaried 
positions  not  involving  private  practice.7 
This  will  reduce  the  pool  of  young  physi- 
cians actively  thinking  about  practice.  An 
earlier  study  done  in  this  region  has  shown 
that  the  most  important  factor  influencing 
physicians  into  going  into  small-community 
practice  is  the  idea  of  small-community  liv- 
ing followed  in  importance  by  the  likelihood 
of  developing  a busy  practice  earlier  and 
the  need  for  physicians  in  smaller  communi- 
ties.8 This  study  has  also  shown,  as  have 
other  studies,  that  physicians  practicing  in 


small  communities  are  apt  to  have  origi- 
nated in  a small  community.  The  pool  of 
new  physicians  then  possibly  interested  in 
small-community  practice  seems  largely  re- 
stricted to  physicians  coming  from  small 
communities  who  like  small-community  liv- 
ing, feel  the  need  for  physicians  in  those 
communities,  and  wish  to  establish  a busy 
practice  early.  With  our  present  educa- 
tional and  population  trends,  this  will  be 
a small  pool. 

It  can  be  assumed  that  the  physician  in- 
terested in  small-community  practice  will 
investigate  several  communities  on  the  basis 
of  how  they  meet  his  idea  of  small-com- 
munity living,  their  need  for  a physician, 
and  the  prospects  of  his  developing  a busy 
practice  early.  It  is  known  also  that  there 
are  secondary  factors  which  appear  impor- 
tant to  recent  medical  graduates : nega- 

tively, the  possibility  of  having  too  large  a 
work  load  and  inability  to  get  adequate  time 
off  in  a small  community  and  positively,  the 
opportunity  to  practice  with  an  established 
physician.8  The  obvious  trend  toward 
nonreplacement  of  physicians  in  the  less  fa- 
vorably situated  communities  suggests  that 
prospective  practitioners  are,  in  fact,  influ- 
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enced  by  unfavorable  social,  economic,  and 
demographic  characteristics. 

It  has  been  shown  that  there  are  differ- 
ences in  utilization  of  physicians  by  small- 
community  inhabitants.13  In  an  extensive 
study  done  in  this  same  region  several  years 
ago,  it  was  demonstrated  that  families  with 
relatively  low  social,  educational,  and  eco- 
nomic standing  were  less  apt  to  relate  to 
physicians  easily  and  early  in  health  care 
problems.  The  National  Health  Survey  has 
shown  that  utilization  of  health  resources  is 
lower  in  populations  with  many  farm  fami- 
lies.14 It  has  also  been  pointed  out  that  the 
most  generally  recognized  socioeconomic  in- 
fluence on  physician  utilization  is  income.15 
The  National  Health  Survey  has  also  shown 
that  the  volume  of  physician  visits  is  less 
for  low-income  families  and  families  in 
which  the  head  of  the  family  is  relatively 
uneducated. 

It  is  generally  accepted  that  the  utiliza- 
tion of  hospitals,  and  presumably  then  of 
physicians,  is  greater  by  persons  with 
health  insurance,  and  the  National  Health 
Survey  has  confirmed  this.  One  nation- 
wide study  found  fewer  farm  families  had 
health  insurance.16  A study  of  a county  in 
Upstate  New  York  found  that  health  in- 
surance coverage  for  farm  families  ap- 
peared to  be  a function  of  ability  to  pay 
rather  than  of  need.17  This  then  intro- 
duces another  factor  which  might  affect 
physician  population,  for  with  the  advent 
of  Medicare  and  Medicaid  and  other  forms 
of  assistance,  there  may  be  increasing  de- 
mands for  care  by  those  not  previously 
insured.  It  cannot  be  said  that  low-income 
groups  need  less  health  care  because  the 
National  Health  Survey  has  shown  that 
persons  in  the  lower  income  groups  have 
higher  rates  of  disability  because  of  illness 
and  injury  than  those  with  larger  family 
incomes.  Presumably  the  groups  with  low 
utilization  of  health  services  are  con- 
strained either  by  economic  factors,  by 
custom,  or  by  lack  of  knowledge. 

It  is  probably  safe  to  say  then  that  the 
health  needs  of  rural  and  semirural  areas 
are  equivalent  to  those  of  more  urban 
areas.  That  physicians  do  not  settle  read- 
ily in  these  areas  is  understandable  from  a 
socioeconomic  point  of  view.  This  brings 
us  to  the  question  of  how  health  needs  may 
be  met  in  the  future. 


Recommendations 

The  communities  which  are  marginal 
from  the  point  of  view  of  physician-to-pop- 
ulation  ratio  and  in  a middle  position  on 
the  social,  economic,  and  demographic  scale 
could  consider  various  means  of  boosting 
the  number  of  physicians.  It  must  be  a to- 
tal community  effort.  The  physicians  of 
the  community  must  not  only  feel  the  need 
for  another  physician  but  must  also  go 
further.  It  is  known  that  most  of  the 
young  physicians  surveyed  in  this  region 
felt  that  working  with  an  established  phy- 
sician was  desirable  from  the  point  of  view 
of  work  load  and  of  financing.  This 
weighs  the  odds  then  in  the  direction  of 
communities  with  medical  groups  or  physi- 
cians willing  to  take  a new  man  into 
partnership.  There  is  no  question  but  that 
the  towns  with  good  community  hospitals 
will  be  in  a more  favored  position.  Office 
buildings  adjacent  to  the  hospital  improv- 
ing the  physician’s  logistics  are  an 
attraction.  If  the  community  as  a whole 
wants  a physician,  then  the  community 
must  be  as  active  as  it  would  be  in  trying 
to  attract  a new  industry. 

The  number  of  physicians  going  into  the 
less  favored  communities  might  be  in- 
creased by  adequate  state  loan  plans  for 
medical  students  based  on  an  agreement  to 
practice  in  certain  towns  for  certain  pe- 
riods if  the  loan  is  to  be  forgiven.  Prob- 
ably no  incentive  plan  will  make  recruiting 
for  rural  areas  completely  successful  since 
the  attractions  of  urban  communities  are 
too  great;  however,  a well-thought  out  pro- 
gram might  help.  Parenthetically,  it  ap- 
pears that  nations  with  highly  federalized 
health  services  have  been  no  more  success- 
ful in  their  efforts  to  attract  physicians  to 
unfavorable  areas  than  we. 

What  are  the  possible  solutions  for  the 
small  communities  that  realistically  cannot 
expect  to  replace  the  physicians  they  are 
now  losing? 

The  establishment  of  rural  health  centers 
visited  by  physicians  from  larger  medical 
centers  and  by  the  physicians  remaining  in 
the  area  is  a likely  possibility.  Physicians 
in  the  specialties  of  internal  medicine,  pe- 
diatrics, and  obstetrics-gynecology  would  in 
this  way  be  available  during  most  of  the 
week  both  as  primary  physicians  and  as 
consultants.  Physicians  experienced  in 
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general  practice  or  coming  out  of  the  new 
family  medicine  programs  developing  in 
some  hospitals  should  find  these  centers  at- 
tractive sites  for  practice.  These  latter 
physicians  should  have  the  opportunity  of 
spending  one  day  a week  in  a larger  medi- 
cal center  working  in  a clinical  field  of 
their  choice. 

The  best  possible  use  should  be  made  of 
nurses  and  paramedical  personnel  working 
with  the  physicians  in  the  health  center 
and  visiting  patients  in  the  home.  Experi- 
mental programs  using  nurses  as  clini- 
cians to  see  patients  in  the  clinic  or  in  the 
home  are  already  under  way.  Physicians’ 
assistants  are  being  trained  and  their  role 
in  patient  care  evaluated.  The  rural 
health  center  should  be  an  ideal  base  of 
operation  for  nurses  and  physicians’  as- 
sistants. 

Transportation  of  emergency  cases  and 
of  those  chronically  disabled  should  be  ele- 
vated to  a much  higher  level  of  efficiency 
and  proficiency  by  interrelating  networks 
of  helicopters  and  emergency  vans  contain- 
ing sophisticated  equipment  and  manned  by 
highly  trained  emergency  care  technicians. 
The  emergency  care  technicians  may  be 
called  on  to  make  judgments  relating  to 
priority  and  disposition  in  certain  injury 
and  illness  situations,  since  they  may  be  the 
only  health  care  personnel  available  nights 
and  week  ends  in  many  rural  areas.  Com- 
munication and  transportation  in  the  field 
of  health  service  might  well  be  a state-wide 
function  which  could  be  implemented  by 
some  of  the  recent  health  legislation. 

Planning  for  more  integrated  and  sophis- 
ticated rural  health  service  could  be  done  in 
Upstate  New  York  in  the  regions  estab- 
lished for  comprehensive  health  planning 
in  conjunction  with  the  New  York  State 
Health  Planning  Commission.  To  be  suc- 
cessful, though,  the  planning  will  have  to 
include  the  district  branches  of  the  Medical 
Society  of  the  State  of  New  York,  certain 


county  medical  societies,  and  the  university 
medical  centers.  These  key  organizations 
could  very  appropriately  start  communicat- 
ing with  each  other  now  and  be  laying  the 
groundwork  for  future  planning. 
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the  principal  psychiatric  service  to  a popu- 
lation of  1.2  million  people,  corresponding 
roughly  to  the  eastern  two  thirds  of  the 
Borough  of  Queens.  The  Children’s  Clinic, 
one  department  of  a busy  general  psy- 
chiatric service,  offers  consultation  to  the 
other  hospital  services  as  well  as  to  the 
outside  community.  It  is  staffed  by  four 
psychiatrists,  two  psychologists,  and  five 
social  workers,  plus  a psychiatric  consultant 
who  is  present  one-half  day  a week. 


Psychiatric  Service 
to  Community 

Pilot  Program  for 
Its  Extension 

CHARLES  J.  RABINER,  M.D. 

Jamaica,  New  York 
SOL  NICHTERN  M.D. 

Glen  Oaks  New  York 

Acting  Director,  Department  ot  Psychiatry  and  Chie, 
of  Children’s  Clinic,  Queens  Hospital  Center-Hillside 
Hospital  Affiliation,  Jamaica,  New  York  (Dr.  Rabiner); 

Director  of  Child  and  Adolescent  Psychiatry, 
Hillside  Hospital,  Glen  Oaks,  New  York  (Dr.  Nichtern) 

A CHALLENGING  problem  in  planning  a 
psychiatric  clinic  facility  is  achieving  the 
optimal  use  of  professional  time.  In  addi- 
tion to  the  demand  for  direct  clinic  service, 
there  is  a developing  community  pressure 
for  the  professional  individual  to  leave  the 
confines  of  the  clinic.  As  there  is  a severe 
limitation  of  available  man  power,  it  can 
easily  be  seen  that  a choice  must  be  made 
in  regard  to  the  most  effective  utilization 
of  professional  time. 

This  choice  was  faced  by  the  Children’s 
Clinic,  Department  of  Psychiatry,  Queens 
Hospital  Center-Hillside  Hospital  Affilia- 
tion, a New  York  City  municipal  hospital. 
Although  the  department  is  eventually 
slated  to  service  a population  area  of  200,- 
000,  at  the  present  time  it  is  responsible  for 


Initial  attempts  at  consultation 

When  this  clinic  began  in  1965,  there 
was  a great  demand  for  direct  clinical 
service.  Available  psychiatric  services  for 
children  in  the  Borough  of  Queens  had 
been  minimal.  To  care  for  the  patients 
properly  it  was  deemed  necessary  to  ex- 
tend a therapeutic  program  into  the  com- 
munity, since  the  establishment  of  a new 
psychiatric  facility  would  not  end  the 
problem  of  inadequate  clinical  services. 
Moreover,  traditional  child  guidance  clinic 
practices  would  not  meet  the  psychiatric 
needs  of  the  area.  Thought  was  given  to 
the  best  way  of  recruiting  other  profes- 
sional groups  in  the  community  into  a 
total  therapeutic  program.  It  was  initially 
decided  to  use  psychiatrists  as  consultants 
to  various  community  agencies.  These 
psychiatrists  were  to  leave  the  clinic  and 
provide  consultation  to  various  care-giving 
agencies  in  the  community. 

After  a survey  it  was  believed  that  one 
of  the  most  readily  available  sources  of 
professional  time  in  the  community  existed 
with  the  Department  of  Welfare.  In  an 
attempt  to  involve  the  welfare  workers, 
hospital-based  psychiatrists  offered  con- 
sultation services  at  the  welfare  center. 
These  sessions  consisted  of  meetings  with 
welfare  workers  to  give  them  an  oppor- 
tunity to  discuss  their  clinics  with  a psychi- 
atrist. The  intent  was  not  to  offer  direct 
psychiatric  service  but  hopefully  to  sen- 
sitize the  caseworkers  to  some  of  the  psychi- 
atric difficulties  of  their  clients.  A second- 
ary goal  was  to  help  the  caseworker 
utilize  existing  psychiatric  facilities  to 
better  advantage.  As  the  weekly  seminars 
progressed,  a definite  trend  to  the  case 
presentations  developed.  Instead  of  uti- 
lizing the  sessions  to  enlarge  their  per- 
spective of  psychiatric  knowledge  and 


March  1, 1969  / New  York  State  Journal  of  Medicine  713 


their  awareness  of  mental  health  problems, 
the  workers  attempted  to  substitute  the 
psychiatric  consultation  for  their  own 
departmental  supervision  and  repeatedly 
raised  specific  questions  regarding  the 
application  of  welfare  procedures  to  clients. 
What  to  do  at  this  minute  took  precedence 
over  the  general  question  of  what  can  be 
learned  from  this  client  that  can  be  applied 
to  other  clients.  To  see  if  these  results  re- 
lated to  the  specific  consultant,  a different 
consultant  was  substituted  at  the  end  of 
six  months,  but  there  was  no  change. 

Another  trial  involving  a different  agency 
occurred  when  an  opportunity  arose  to 
set  up  a consultation  service  in  a low-in- 
come housing  area.  After  several  explor- 
atory meetings  with  the  housing  personnel, 
it  was  decided  to  have  a psychiatrist  and  a 
psychologist  visit  the  project  one  morning 
a week.  A part-time  social  worker  from 
the  Department  of  Housing  cooperated 
in  the  project.  The  primary  objective 
here  was  not  to  provide  client-centered 
consultation  but  rather  agency  and  con- 
sultee-oriented  consultation.  Initially,  the 
psychiatrist  met  with  the  directors  of  the 
various  helping  agencies  on  the  premises, 
such  as  the  day  nursery,  old-age  center, 
man  power-retraining  program,  and  the 
housing  police,  and  later  expanded  the 
meetings  to  include  staff  workers.  All  of 
these  people  expressed  appreciation  for 
being  included  in  the  psychiatric  consul- 
tation. However,  in  each  instance  the 
consultation  program  was  underutilized. 
It  was  the  opinion  of  the  consultants  that 
the  agency  directors  were  guarded  and 
evasive  in  their  contacts  with  the  program, 
and  it  became  apparent  that  the  agency 
directors,  expecting  criticism  rather  than 
professional  help,  feared  the  consultants. 
One  director  expressed  his  feelings  with  the 
question,  “How  come  we  are  so  lucky  as  to 
be  blessed  by  your  presence?” 

A third  experience  within  the  community 
occurred  when  the  hospital  received  a 
request  to  discuss  the  psychiatric  service  of 
the  housing  project  at  a meeting  of  a civil 
rights  group.  This  invitation  was  ac- 
cepted, and  the  speaker  described  the 
experiences  at  the  housing  project.  In- 
stead of  discussing  the  relative  merits  of 
the  clinical  program,  the  audience  was 
highly  critical  of  the  consultant  for  not 
having  solved  the  entire  gamut  of  social 


problems  common  to  minority  groups. 
Topics  ranged  from  rat-infested  housing 
to  inappropriate  remarks  by  white  school 
principals  to  the  then  current  state  of  the 
Meredith  march  in  Mississippi.  The  orig- 
inal purpose  of  exchanging  ideas  about 
the  most  effective  way  to  set  up  a psychi- 
atric clinic  in  a housing  project  became 
lost.  The  speaker’s  role  and  identity  as  a 
psychiatrist  was  equally  submerged. 

Use  of  clinic  conference 

Following  these  experiences  there  was 
some  reflection  on  the  idea  of  extending  the 
therapeutic  concept  into  the  community. 
It  was  believed  that  the  plan  was  valid, 
but  perhaps  the  method  was  at  fault. 
Could  there  be  a better  way  to  reach  the 
care-givers  in  the  community?  The  ini- 
tial efforts  were  costly  in  terms  of  time  and 
energy  and  not  particularly  productive. 
In  each  experience,  the  community 
agencies  requested  an  extension  of  direct 
clinical  service.  The  trouble  seemed  to 
begin  when  the  psychiatrist  abdicated  his 
role  of  physician  to  the  individual  and 
adopted  the  sole  image  of  consultant  to  the 
community.  Another  approach  to  the 
problem  would  be  to  bring  other  profes- 
sional disciplines  from  the  community  into 
the  clinical  setting,  using  the  medical 
model  to  demonstrate  an  approach  to 
patient  care.  The  weekly  staff  conference 
of  the  Children’s  Clinic  was  utilized  for  this 
purpose.  This  weekly  meeting,  the  major 
teaching  conference  of  the  clinic,  is  at- 
tended by  all  of  the  clinic  personnel,  several 
professional  people  from  other  depart- 
ments of  the  hospital,  and  psychiatric 
residents.  The  conference  is  patterned 
after  the  medical  teaching  model  and  in- 
volves the  presentation  of  a case  history, 
a direct  interview  with  the  child  and  the 
family  in  the  presence  of  the  entire  staff, 
followed  by  a discussion  of  the  case  among 
the  professionals  in  attendance. 

Several  members  of  the  staff  objected 
to  the  presence  of  the  community  pro- 
fessional individual  at  the  conference. 
They  believed  that  the  level  of  sophisti- 
cation of  the  conference  would  be  lowered 
and  that  the  confidence  of  the  patient 
would  be  violated.  After  careful  consid- 
eration of  these  objections  it  was  decided 
to  go  ahead  with  a pilot  program. 
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Guidance  counselor  program 

Since  the  school  system  represents  the 
largest  organized  community  agency  in- 
volved with  the  care  of  children  and  is  the 
clinic’s  chief  referral  source  for  direct 
clinical  service,  the  initial  phase  of  the 
program  involved  the  school  guidance 
counselor.  There  are  130  public  schools  in 
the  geographic  area  of  the  hospital.  At 
the  time  the  project  was  initiated,  there 
were  90  guidance  counselors  serving 
most  of  these  schools.  These  counselors 
were  rotated  through  the  weekly  staff 
conferences,  five  at  a time.  The  con- 
ferences were  not  altered  in  any  way,  and 
the  guidance  counselors  were  encouraged  to 
participate  in  the  discussion.  After  a 
year,  a questionnaire  was  distributed  to 
these  counselors  to  evaluate  the  impact 
of  the  program.  Questions  were  asked 
pertaining  to  their  background  training, 
reactions  to  the  program,  and  particularly 
to  their  reaction  to  the  presence  of  the 
child  at  the  staff  conference.  In  addition, 
an  examination  of  the  referrals  to  the 
clinic  from  the  schools  was  made  to  deter- 
mine whether  or  not  any  changes  in  their 
referral  procedures  had  taken  place.  The 
following  is  a summary  of  our  findings. 

Results 

The  guidance  counselors  of  the  City  of 
New  York  are  teachers  who  have  had 
additional  training  in  guidance.  They 
have  a wide  range  of  duties  in  the  school, 
some  of  which  include  acting  as  liaison 
between  school,  home,  and  community 
and  conferring  with  pupils  on  curricular, 
extracurricular,  and  personal  problems. 

Eighty-six  of  90  guidance  counselors  who 
attended  our  meetings  responded  to  our 
questionnaire.  Although  57  counselors  in- 
dicated they  had  attended  previous  case 
conferences  at  the  Bureau  of  Child  Guid- 
ance and  other  hospital  and  social  agen- 
cies, it  was  clear  from  casual  comments  and 
follow-up  personal  contacts  that  the  over- 
whelming majority  had  not  ever  been 
exposed  to  a conference  in  which  the  pa- 
tient was  interviewed  face  to  face  before 
the  conferees.  Half  of  the  guidance  coun- 
selors said  they  were  concerned  about  the 
direct  exposure  of  the  patient  and  family 
to  the  group.  Eighteen  guidance  coun- 
selors spontaneously  added  a comment  on 


the  returned  questionnaire  suggesting  the 
use  of  a one-way  mirror.  Seventy-one 
stated  that  the  opportunity  to  observe 
the  psychiatric  interview  of  the  child  and 
parent  gave  them  insight  into  psychiatric 
procedures,  and  68  believed  that  it  would 
help  them  in  counseling  children.  Fifty 
guidance  counselors  believed  they  could 
improve  their  screening  of  referrals  of 
other  cases  to  psychiatric  facilities  follow- 
ing their  attendance  at  the  conference. 
Fifty-nine  believed  they  had  gained  under- 
standing of  the  contribution  of  the  psychi- 
atrist, 45  of  the  psychologist,  and  47  of  the 
social  worker.  Thirty  people  believed 
they  had  acquired  specific  information 
that  would  be  helpful  in  working  with  other 
students  and  parents,  and  47  sensed  that 
they  had  gained  more  understanding  on 
how  to  implement  their  findings  within  the 
school  program. 

The  most  dramatic  result  of  the  program 
was  that  the  school  referrals  rapidly  be- 
came most  appropriate  to  a point  at  which 
few  could  be  weeded  out  at  intake.  Pre- 
viously, many  referrals  were  made  which 
bypassed  the  school’s  own  educational 
diagnostic  resources,  clinical  services,  and 
other  community  social  agencies. 

More  important,  however,  was  a marked 
heightening  in  the  guidance  counselor’s 
efforts  in  carrying  through  hospital  recom- 
mendations and  eagerness  to  work  co- 
operatively in  behalf  of  children  referred 
to  the  clinic. 

Comment 

As  the  demands  for  psychiatric  service 
increases,  it  becomes  more  evident  that 
traditional  child  guidance  services  will 
never  be  able  to  meet  the  needs  of  the 
community.  It  is  also  clear  that  there 
are  professional  people  already  functioning 
in  the  community  as  care- givers.  It  is  in 
our  best  interest  to  incorporate  all  the 
members  of  the  professional  community 
into  a therapeutic  team.  To  do  this  re- 
quires the  preservation  of  the  role  of  the 
psychiatrist  as  a physician,  the  proper 
training  of  the  community  professional 
individual,  and  a better  system  of  pro- 
fessional communication. 

One  method  of  approach  to  this  problem 
consists  of  utilizing  the  hospital-based 
clinic  setting.  It  was  our  experience  that 
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when  the  school  guidance  counselor  was 
included  in  the  Children’s  Clinic  con- 
ference, the  results  were  most  successful. 
By  participating  with  members  of  the 
clinic  in  a regular  clinic  conference  the 
guidance  counselor  was  able  to  meet  the 
various  members  of  the  clinic  team  and  to 
understand  the  specific  functions  of  each 
member.  This  provided  the  foundation  of 
a good  working  relationship.  Recommen- 
dations made  by  the  psychiatric  consult- 
ant during  the  case  conference  were  readily 
accepted  by  the  guidance  counselor.  The 
rapid  implementation  of  the  recommenda- 
tions of  the  clinic  into  the  school  pro- 
gram gave  further  evidence  of  the  in- 
creased rapport  between  the  school  and  the 
clinic.  This  appeared  to  be  an  economi- 
cally sound  approach,  because  the  staff 
conference  was  not  changed  to  accommodate 
the  guidance  counselor.  No  additional 
expenditure  of  professional  time  was  neces- 
sary. 

A very  different  experience  occurred 
when  the  psychiatrist  left  the  confines  of 
the  clinic  and  attempted  to  recruit  the 
community  professional  personnel  at  their 
respective  agencies.  In  each  instance  the 
expectation  of  the  people  at  the  community 
agency  proved  too  unrealistic.  A prin- 
cipal difficulty  appeared  to  be  a loss  of  the 
psychiatrist’s  identity  as  he  attempted  to 
move  into  the  community.  As  community 
consultation  was  offered  to  the  workers 
of  the  Department  of  Welfare,  they  de- 
manded that  the  available  consultant 
function  in  a role  as  a decision  maker. 
They  requested  that  the  psychiatrist  act 
as  a supervisor  for  their  casework  and  offer 
direct  help  in  terms  of  individual  cases. 
At  the  housing  project  the  administrators 
of  the  agency  responded  to  the  psychi- 
atrist as  an  investigator  and  defensively 
reacted  to  this  image.  The  members  of  a 
civil  rights  group  responded  to  the  psychi- 
atrist as  though  he  were  a symbol  of  the 
social  conflicts  of  our  time.  The  role  of 


the  physician  had  become  obscured,  and  it 
was  as  if  by  leaving  the  clinical  service 
behind  the  psychiatrist  also  left  his  iden- 
tity. The  medical  model  of  the  phy- 
sician had  been  lost. 

Another  interesting  result  of  our  pilot 
program  concerned  itself  with  the  training 
of  the  community  professional  group.  It 
is  most  interesting  to  note  that  18  of  the 
86  counselors  requested  the  use  of  a one- 
way mirror.  Half  of  the  counselors  were 
concerned  by  the  psychiatric  interview  of 
the  child  and/or  parent  in  the  presence  of  a 
group.  Since  face-to-face  interviews  are 
an  intricate  part  of  the  daily  activity  of  the 
school  guidance  counselor,  it  would  seem 
that  many  guidance  counselors  have  had 
inadequate  preparation  in  the  technics  of 
interviewing.  In  addition,  many  indicated 
that  this  was  their  first  exposure  to  the 
workings  of  a psychiatric  clinic.  Since 
much  of  the  work  of  school  guidance  coun- 
selors is  concerned  with  working  with  dis- 
turbed children,  it  appears  that  training 
in  understanding  and  implementing  psychi- 
atric recommendations  are  very  much  in 
need. 

Summary 

Two  methods  of  extension  of  psychi- 
atric service  to  the  community  are  de- 
scribed. Initially,  consultants  left  the 
confines  of  a children’s  psychiatric  clinic 
to  establish  a liaison  with  other  profes- 
sional groups  in  the  community.  The 
results  of  these  attempts  were  not  en- 
couraging. A different  approach  consisted 
of  the  incorporation  of  the  community 
care-givers  into  the  hospital-based  clinic 
setting.  A specific  pilot  program  involved 
bringing  the  school  guidance  counselor 
into  the  weekly  clinical  teaching  con- 
ference of  the  Children’s  Psychiatric 
Clinic.  The  result  of  this  study  suggests 
that  a new  look  be  taken  at  the  function  of 
the  psychiatrist  in  relation  to  the  commu- 
nity. 


716  New  York  State  Journal  of  Medicine  / March  1,  1969 


Future  of  Medicine* 

WILLIAM  B.  RAWLS,  M.D. 

New  York  City 

Consultant  in  Medicine,  St.  Clare’s 
Hospital  and  Consultant  in  Medicine 
(Arthritis),  New  York  Polyclinic  Hospital 

T he  future  of  medicine  is  a uany- 
faceted  problem  and  one  that  cannot  be 
solved  by  considering  only  a few  of  its 
facets.  Any  solution  or  suggestions  that  I 
might  make  must  be  viewed  as  temporary 
and  experimental. 

Lawrence,1  in  an  editorial,  stated,  “It  is 
necessary  to  recognize  that  certain  prob- 
lems are  insoluble  now.  Man,  nevertheless, 
cannot  give  up  hoping  for  the  perma- 
nent solution  for  the  problems  that  beset 
him.  We  must  not,  at  the  same  time  in 
reaching  for  the  impossible,  forfeit  the 
possible.”  This  is  the  problem  facing  med- 
icine today.  We  cannot  hope  for  a perma- 
nent solution  to  all  our  problems  but  must 
have  vision  enough  to  separate  the  insoluble 
from  the  soluble. 

In  the  Old  Testament,  Proverbs,  chap- 
ter 19,  verse  18,  reads,  “Where  there  is 
no  vision,  people  perish.”  Also,  Albert 
Schweitzer  said,  “Man  has  lost  the  capacity 
to  foresee  and  forestall.  He  will  end  by 
destroying  the  earth.”  It  is  time,  there- 
fore, that  we  pause  and  review  the  past, 
analyze  the  trends  of  the  present,  and  plan 
for  the  future.  In  making  recommenda- 
tions for  the  future,  however,  we  must  see 
that  they  are  implemented,  for  as  Plato 
stated,  “The  beginning  is  the  most  impor- 
tant of  the  work.”  (Plato  42^  to  347  B.C., 
The  Republic .) 

* Delivered  at  the  Luncheon  Meeting  of  the  American 
Therapeutic  Society,  San  Francisco,  California,  June  1968. 


The  future  of  medicine  will  be  affected 
by  the  future  of  the  country,  and  there  are 
many  things  occurring  in  this  nation  which 
might  affect  the  future.  Conklin,2  in  an 
editorial,  expresses  this  concern — 

This  is  a troubled  nation.  Lawlessness 
controls  the  streets  and  mutual  distrust 
characterizes  our  people.  We  are  divided 
into  groups:  rich  and  poor,  conservative 
and  liberal,  hawk  and  dove,  labor  and  man- 
agement, north  and  south,  young  and  old. 
Our  Constitution  guarantees  the  pursuit  of 
happiness;  but  if  you  stop  to  think,  this 
pursuit  of  happiness  has  led  to  more  and 
more  individuals  in  mental  institutions,  the 
pursuit  of  knowledge  to  vagueness  on  issues 
that  should  be  clear,  the  security  to  an 
ever-intensifying  sense  of  individual  sub- 
mergence and  the  loss  of  identity,  the  pur- 
suit of  wealth  to  an  ever-increasing  large 
indebtedness,  and  the  pursuit  of  health  to 
the  rapidly  rising  consumption  of  pills, 
potions,  and  pots.  This  baffling  fact  is  oc- 
curring in  a nation  with  the  greatest  ma- 
terial abundance  ever  known  by  any  people 
at  any  time  in  the  history  of  mankind,  and 
also  in  a nation  where  education  levels  are 
high  and  scientific  achievement  fantastic. 

Further,  Winston  Churchill  in  1949  stated, 
“Little  did  we  guess  that  what  has  been 
called  the  ‘century  of  the  common  man’ 
would  witness  as  its  outstanding  feature 
more  common  men  killing  each  other  with 
greater  facilities  than  any  other  five  centu- 
ries put  together  in  the  history  of  the 
world?”3  What,  then,  is  the  present  trend 
and  what  does  the  future  hold? 

Stern4  stated,  “Medicine  being  an  ex- 
pression of  science  and  science  a part  of 
knowledge,  the  proper  study  of  the  growth 
of  medicine  is  in  relation  to  the  growth  of 
science  and  of  man  generally.”  I think 
perhaps  Terence5  has  stated  this  more  suc- 
cinctly, “I  am  a man  and  nothing  that  con- 
cerns a man  do  I deem  a matter  of  indiffer- 
ence to  me.” 

It  will  take,  however,  more  than  our 
efforts  to  bring  total  health  care  to  the 
people.  It  will  require  motivation  on  the 
part  of  that  vast  number  of  people  we  call 
the  public  and  a better  understanding  as  to 
what  motivates  people  to  want  to  do  things 
for  themselves.  Dwight  Metzler,6  deputy 
commissioner  of  health  of  New  York, 
speaking  last  fall  at  the  seminar,  “Man  is 
Destroying  Himself — Can  This  Be  Pre- 
vented?,” under  the  auspices  of  the  In- 
stitute on  Man  and  Science  of  which  I had 
the  privilege  of  being  chairman,  stated, 
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“There  is  nothing  to  gain  in  dropping  a 
man  into  the  Garden  of  Eden  unless  he  can 
be  motivated  and  educated  how  he  will  use 
it.”  “We,”  he  said,  “need  to  instigate  an 
educational  program  aimed  at  motivating 
the  future  citizens  to  want  to  understand 
and  appreciate  and  to  work  for  the  things 
they  want.”  I believe  that  unless  we  can 
motivate  people  to  want  to  work  for  better 
health  care,  our  job  will  be  impossible. 

Since  any  one  facet  of  man’s  environment 
may  affect  his  health,  I shall  consider  his 
total  environment. 

Inflation  and  cost  of  medical  care 

I would  like  to  quote  from  a speech  by 
the  late  Bernard  M.  Baruch7  which  he 
made  at  the  launching  of  United  Medical 
Service  in  New  York  City  over  twenty 
years  ago.  He  stated,  “The  greatest  dan- 
ger you  doctors  have  to  face  is  inflation  be- 
cause with  inflation  the  cost  of  all  services 
and  materials  will  increase  to  the  extent 
that  you  will  have  to  continually  increase 
the  premiums  until  the  time  will  come 
when  the  public  will  be  unable  to  pay  these 
premiums.” 

What  are  the  basic  reasons  for  such  an 
increase?  One  dollar  in  1939  would  pur- 
chase the  same  amount  of  service  or  goods 
as  $2.38  in  1968;  on  this  basis,  a hospital 
room  that  would  cost  $30  a day  in  1939 
would  cost  $71.40  a day  in  1968  because  of 
inflation  alone.  There  are,  however,  other 
factors.  In  1939,  nurses  worked  twelve 
hours  a day  and  a six-day  week.  They 
now  work  eight  hours  a day  and  a five-day 
week.  In  addition  to  the  lessened  hours, 
they  also,  as  a rule,  take  care  of  fewer 
people.  There  has  also  been  a spiral  of 
wage  increase.  For  example,  the  minimum 
wage  law  for  hospital  workers  is  $1.00  an 
hour  effective  February  1,  1967,  increasing 
15  per  cent  each  year  until  1971  when  it 
will  be  $1.60  per  hour.  It  is  estimated 
that  62  per  cent  or  more  of  all  hospital 
costs  are  for  personnel  wages.  Between 
1967,  the  beginning  of  the  minimum  wage 
law,  and  1971,  the  cost  of  personnel  will  in- 
crease 34.61  per  cent,  which  again  will  add 
considerably  to  hospital  costs. 

Interns  and  residents  in  1939  received  a 
mere  pittance  if  they  received  any  remu- 
neration at  all  and  certainly  not  anywhere 


approaching  that  received  by  personnel 
in  industry  with  comparable  training.  I 
imagine  there  are  some  who  did  not  receive 
any  remuneration,  only  room,  board,  and 
laundry  during  their  hospital  training.  At 
the  present  time,  the  range  for  interns  and 
residents  is  somewhere  between  $5,000  and 
$8,000  per  year,  but  I happen  to  know  de- 
mands are  being  made  in  some  areas  for  a 
range  of  $12,000  to  $18,000  per  year  for  in- 
terns and  long-term  residents  plus  other 
benefits  amounting  to  another  $2,500.  Add 
to  these  the  addition  of  many  complicated 
biochemical  tests,  complicated  and  long  op- 
erations requiring  teams  of  surgeons  and 
nurses,  and  the  many  advances  in  other 
fields  that  require  costly  equipment,  and 
one  can  readily  account  for  the  increase  of 
hospital  costs.  It  is  estimated  that  hospi- 
tal costs  in  the  near  future  will  probably 
range  between  $100  to  $125  per  day,  and 
they  will  continue  to  increase  as  long  as  in- 
flation continues  and  as  the  spiral  of  wages 
continues  upward. 

All  these  factors  also  affect  physicians’ 
fees.  If,  for  example,  a physician  charged 
$5.00  for  an  office  call  in  1939,  he  would 
have  to  charge  $11.90  per  visit  at  the  pres- 
ent time  to  be  earning  the  same  amount  he 
did  in  1939  even  though  he  has  had  an  ad- 
ditional twenty  years  of  experience. 

In  1950  the  total  medical  care  ex- 
penditure was  $8.79  billion.  The  per- 
centage of  the  medical  care  expenses  in 
1950  for  physicians  and  dentists  was  40  per 
cent  of  the  total  $8.79  billion.  In  1966  the 
total  expenditure  for  medical  care  was 
$31.25  billion.  The  cost,  however,  for  phy- 
sicians and  dentists  had  dropped  from  40  to 
36  per  cent  of  the  total  over-all  cost  of  med- 
ical care.  The  cost  of  drugs  was  20  per 
cent  of  the  cost  of  medical  care  in  1950  and 
only  16  per  cent  in  1966.  Hospital  costs, 
on  the  other  hand,  were  23  per  cent  of  the 
total  cost  of  medical  care  in  1950  and  31 
per  cent  in  1966,  an  increase  of  8 per  cent 
whereas  drugs  and  sundries  and  physicians’ 
and  dentists’  fees  all  dropped.  This  is  a 
Consumer  Index  Report  of  1966  and  gives  a 
true  picture  of  health  care  which  we  do  not 
often  receive  from  those  who  talk  about 
cost. 

Overpopulation 

It  required  800,000  to  a million  years  for 
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the  population  of  the  earth  to  reach  its 
present  3 billion  mark.  By  the  year  2000, 
in  only  thirty-one  years,  less  than  half  of 
the  estimated  life  expectancy,  it  is  expected 
to  reach  the  6 billion  mark  or  more.  It  is 
estimated  that  100  million  babies  born 
in  1967  did  not  have  enough  to  eat. 
Overpopulation  leads  to  hunger,  air  and 
water  pollution,  overcrowding,  lack  of 
space  for  recreation,  epidemics,  and  so 
on.  Hunger  also  makes  people  desperate 
and  has  led  to  many  wars  and  revolutions; 
in  addition,  the  population  explosion  is 
greatly  responsible  for  our  lack  of  sufficient 
health  personnel,  and  in  considering  the  fu- 
ture of  medicine  we  cannot  ignore  this 
problem. 

If  the  present  population  explosion  con- 
tinues, approximately  2 per  cent  per  year, 
it  is  estimated  that  in  about  six  hundred 
and  fifty  years  man  will  have  1 square  foot 
of  space  each.  Father  John  A.  O’Brien,8 
Ph.D.,  Professor  of  Theology,  University  of 
Notre  Dame,  stated, 

Last  fall  I was  privileged  to  participate  in 
a three  day  seminar  of  about  thirty  of  the 
nation’s  top  scientists  headed  by  the  re- 
nowned nuclear  physicist,  Dr.  Edward 
Teller,  chief  architect  of  the  atomic  bomb. 
Sponsored  by  The  Institute  on  Man  and 
Science,  the  seminar  discussed  the  general 
theme,  “Can  Man  Be  Prevented  From  De- 
stroying Himself.”  With  great  competence 
and  earnestness,  the  scientists  zeroed  in  on 
such  topics  as  air  and  water  pollution  and 
the  danger  from  radiation  and  chemicals 
in  the  human  race.  They  then  concentrated 
on  population  explosion  with  the  threat  of 
world  famine  leading  to  revolutions  and 
nuclear  and  global  war  and  annihilation 
of  human  life  on  this  planet  . . . Here 
are  the  simple  but  grim  facts  outlined  by 
the  conference:  One  half  of  the  world’s 

population  suffers  from  outright  hunger. 
Two-thirds  suffer  from  undernourishment. 
Each  year  the  total  is  increased  by  50 
million.  Without  some  regulation  of  con- 
ception, all  other  measures  are  doomed  to 
failure.  A statement  of  conviction  signed  by 
39  Nobel  Prize  winners  presented  to  the 
Secretary  General  of  the  United  Nations 
declared:  “In  spite  of  technological  ad- 

vances, the  earth  cannot  provide  much 
longer  enough  food  and  minerals  for  a 
population  which  is  increasing  more  than 
geometrically.  Unless  a favorable  balance 
of  population  and  resources  is  achieved  with 
a minimum  of  delay,  there  is  in  prospect  a 
dark  age  of  human  misery,  famine,  under- 
education, and  unrest  which  could  generate 
growing  panic,  exploding  into  wars  fought 


to  appropriate  the  dwindling  means  of  sur- 
vival.” This  is  the  conclusion  which  reflects 
the  general  consensus  of  the  conference  as 
it  does  virtually  all  scientists  throughout  the 
world. 

Environment 

When  man  was  created,  he  had  three 
requirements:  air,  earth,  and  water.  For 

all  the  progress  man  has  made  since  he 
was  created,  he  still  needs  these  three 
resources.  Even  when  he  goes  off  into 
space,  he  must  carry  water  and  air  with 
him  and  earth  in  the  form  of  his  machine. 

The  Task  Force  on  Environmental  Health 
and  Related  Problems  in  June,  1967,  stated, 
“Fifty  million  Americans  drink  water  that 
does  not  meet  public  health  service  drink- 
ing water  standards.”  Dwight  Metzler,6 
deputy  commissioner  of  health  of  New 
York  State,  stated,  “Water  pollution  control 
is  a key  challenge  facing  man  if  he  is  to 
survive  in  his  technological  world,  where 
enough  water  of  good  enough  quality  is  his 
greatest  resource  need.  People  are  the 
common  denominator  in  the  problem  of 
plentiful  water  and  polluted  water.  More 
people  mean  more  water  needs,  and  people 
and  pollution  are  synonymous.  If  it  were 
not  for  the  computer  and  the  technological 
advances,  we  could  never  hope  to  reclaim 
our  water.” 

The  U.S.  Public  Health  Service  has  stated 
that  the  air  in  almost  every  major  city 
in  the  United  States  contains  enough  sulfur 
dioxide  to  increase  the  incidence  of  heart 
and  respiratory  diseases.  The  President, 
in  his  message  to  Congress  on  “Protecting 
our  National  Heritage,”  stated,  “Ordinarily 
air  in  most  large  cities  is  filled  with  tons  of 
pollutants : carbon  monoxide  from  gaso- 

line, diesel,  and  jet  engines,  sulfur  oxides 
from  factories,  apartment  houses  and 
power  plants,  nitrogen  oxides,  hydrocarbons, 
and  a broad  variety  of  other  compounds, 
and  these  poisons  steadily,  insidiously, 
damage  virtually  everything  that  exists.” 
Barry  Commoner,  Ph.D.,9  professor  of 
biology  at  Washington  University,  stated, 
“We  have  come  to  a turning  point  in 
the  human  habitation  of  the  earth.  The 
environment  is  a complex  subtly  balanced 
system,  and  it  is  this  integrated  whole 
which  receives  in  fact,  all  the  separate  in- 
sults and  pollutants.  Never  before  in  the 
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history  of  this  planet  has  its  thin  life  sup- 
porting surface  been  submitted  to  such  di- 
verse, harsh  and  potent  agents.  I believe 
that  accumulative  effects  of  these  pollu- 
tants, their  interactions  and  amplifications 
can  be  fatal  to  the  complex  fabric  of  the 
biosphere.” 

Medical  education 

Since  the  Flexner  report,  the  medical 
schools  have  devoted  their  time  in  trying  to 
reach  the  highest  scientific  levels  possible 
in  training  of  physicians.  In  doing  this, 
they  have  forgotten  the  community  and  the 
patient  and  have  increased  the  length  of 
training  beyond  what  is  necessary.  The 
goal  of  the  educator  is  to  train  physicians 
to  give  better  medical  care,  and  it  is  a laud- 
able one.  However,  they  have  inadver- 
tently created  a situation  where,  in  many 
instances,  they  have  defeated  their  in- 
tent. They  have  made  little  or  no  effort 
or  plans  to  train  individuals  to  treat  the  pa- 
tient as  a whole,  to  take  care  of  the  ordi- 
nary ills,  or  to  be  the  adviser  to  the 
family.  They  have  failed  to  institute  a 
system  of  continuing  medical  education, 
and  the  following  quotations  will  substanti- 
ate these  statements:  Leonard  D.  Fen- 
ninger,  M.D.,10  of  the  U.S.  Department 
of  Health,  Education,  and  Welfare,  stated, 
“Medical  schools  in  the  past  have  not 
invited  their  students  to  think  about  cul- 
tural, economic,  social,  and  political  fac- 
tors that  influence  the  health  and  lives  of 
men.  As  a result,  a ‘skewed  perspective’  is 
shaped  by  clinical  training  almost  exclu- 
sively confined  to  the  acute  general 
hospital.” 

Chester  Keefer,  M.D.,11  estimated  that 
students  at  Boston  University  with  a six- 
year  course  were,  as  a rule,  equal  to  those 
who  had  received  an  eight-year  course.  I 
am  certain  that  the  medical  training  could 
be  contracted  into  nine  years  instead  of 
twelve,  and  the  student  could  be  given  the 
same  training  in  medicine  as  he  is  given 
today.  The  Medical  Tribune  further  quoted 
Robert  G.  Page,  M.D.,12  associate  dean  of 
the  University  of  Chicago,  in  an  address 
before  the  meeting  of  the  Association  of 
American  Medical  Colleges.  “He  urged  the 
medical  schools  to  shuck  off  their  dreadful 
complacency.”  He  further  stated  that, 


A new  breed  of  highly  motivated  and  in- 
tellectually superb  freshmen  are  finding  the 
medical  schools  dull,  stultifying,  demeaning, 
and  so  on,  and  if  medical  enducators  would 
glance  at  modern  college  curriculums,  they 
would  become  aware  of  their  ignorance. 
With  few  exceptions,  medical  schools  have 
been  unaware  of  the  expansion  of  the  science 
curriculums  in  the  colleges  and  the  effect 
this  has  had  on  medical  training.  The  medi- 
cal colleges  have  not  been  responding  ade- 
quately to  the  impact  of  changes  in  pre- 
medical education,  . . . and  such  innovations 
as  the  medical  faculties  have  brought  about 
have  been  merely  maneuvers  within  the 
isolated  ivory  tower. 

Richard  M.  McGraw,  M.D.,13  professor  of 
medicine,  University  of  Minnesota  Medical 
School,  in  discussing  medical  care,  stated, 
“Although  medical  schools  can  help,  they 
will  be  unable  to  shape  the  pattern  of  medi- 
cal care  by  themselves  ....  This  may  be 
because  they  have  lost  touch  with  society’s 
needs,  and  have  also  lost  much  of  their  co- 
herence, identity,  and  autonomy.  Today’s 
faculties  are  often  so  far  removed  from 
medical  practice  and  care  as  to  be  unable  to 
make  judgments  on  the  basis  of  first  hand 
experience.”  The  Student  American  Medi- 
cal Association,  at  its  annual  meeting  in 
1967,  after  reviewing  the  Citizens  Commis- 
sion on  Graduate  Medical  Education,  the 
Millis  Report,  the  American  Academy  of 
General  Practice  Report,  the  core  content 
of  Family  Practice,  and  the  Ad  Hoc  Com- 
mittee of  the  AMA,  meeting  challenges  of 
Family  Practice,  agreed  that  a total-care 
physician  is  necessary  and  adopted  the  fol- 
lowing points:  (1)  A careful  look  must  be 

taken  at  medical  education  from  the  begin- 
ning of  premedical  studies  in  college  to 
completion  of  residency;  (2)  there  is  much 
unnecessary  duplication  in  this  period;  (3) 
many  medical  courses  repeat  that  which  is 
learned  during  premedical  training;  (4) 
internship  may  be  just  a repetition  of  the 
senior  year;  and  (5)  the  first  year’s  resi- 
dency program  repeats  much  of  what  the 
internship  program  contained. 

They  recommended  that  the  duplica- 
tions mentioned  be  eliminated  and  that 
all  students  be  exposed  to  family  prac- 
tice. Indiana  and  Duke  Universities  have 
compressed  their  two  years  of  preclin- 
ical  years  into  one.  They  have  allowed  six- 
teen months  of  clinical  and  applied  science 
teaching  and  clerkship,  allowing  one  and 
one-half  years  for  elective  studies.  David 
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D.  Rutstein,  M.D.,14  professor  and  chair- 
man of  the  Department  of  Preventive  Med- 
icine, Harvard  Medical  School,  stated  that 
in  1960  he  suggested  two  sets  of  admission 
criteria  and  two  types  of  curriculums;  one 
was  to  be  for  students  designed  to  be 
trained  as  specialists  and  research  and  an- 
other for  those  who  wished  to  become  gen- 
eral physicians.  “The  proposal,”  he  said, 
“was  greeted  with  a howl  of  pain  from  the 
deans  of  medical  schools.”  Donald  F. 
Cameron,  M.D.,1B  associate  dean  of  the 
University  of  Alberta  faculty  of  medicine, 
suggested  that  schools  in  Canada  were  de- 
veloping multiple-track  programs  aimed  at 
encouraging  individualized  areas  of  com- 
petence and  knowledge.  Thomas  B. 
Turner,  M.D.,10  dean  of  the  Johns  Hopkins 
University  School  of  Medicine,  stated  that 
the  uniformity  of  the  more  comfortable 
and  placid  era  is  gone,  and  extensive  exper- 
imentation with  curriculum  patterns 
makes  it  inevitable  that  the  educational  ex- 
periences of  medical  students  will  vary 
enormously  within  the  same  schools  and 
from  one  school  to  another.  Stamford  Uni- 
versity, Johns  Hopkins,  Yale,  and  many 
other  schools  are  now  experimenting  with 
changes  in  their  curriculums  and  are  al- 
lowing flexibility  and  periods  for  elective 
studies.  Robert  J.  Glaser,  M.D.,17  vice 
president  for  Medical  Affairs  and  dean  of 
the  Medical  School  of  Stamford  University, 
stated  that  their  plans  recognized  there 
were  to  be  independence  and  flexibility  as- 
sociated with  a core  curriculum  that  in- 
cludes essential  instruction  for  all. 

George  T.  Harrell,  M.D.,18  dean.  College 
of  Medicine,  Pennsylvania  State  Univer- 
sity, Milton  S.  Hershey  Medical  Center,  in 
the  annual  lecture  before  the  American 
Academy  of  General  Practice,  stated 

The  education  of  the  practitioner  and 
health  scientists  is  concerned  with  the  study 
of  living  things,  but  in  medicine,  we  are 
concerned  chiefly  with  one  species,  the 
human  being.  The  practice  of  medicine  is 
concerned  with  single  individuals.  The  pa- 
tient does  not  wish  to  be  treated  as  a 
statistic  from  a group  approach  but  as  an 
individual — a person.  The  emphasis  on  the 
educational  program  should  be  on  the  indi- 
vidual, whether  he  be  student,  patient,  or 
physician-teacher. 

The  humanities  have  become  as  im- 
portant as  the  biologic  sciences.  Teaching 
should  be  directed  toward  the  development 


of  a pattern  of  thinking  and  approach  to 
problem  solving.  The  emphasis  should  be 
on  individual  learning  on  the  part  of  the 
student.  The  basic  medical  sciences  are  a 
continuum  or  spectrum  with  the  areas  of 
knowledge  shading  off  one  into  another;  there- 
fore, a multidisciplinary  approach  should 
be  taken  throughout  the  curriculum. 

Dr.  Harrell  has  also  taken  general  practi- 
tioners in  Hershey,  appointed  them  to  the 
university  staff,  and  is  using  them  in  dem- 
onstrating long-term  family  care.  They 
are  on  the  teaching  staff.  The  student  is 
thus  exposed  to  continuing  family  care. 

A group  of  investigators  in  Texas  stated 
that  admissions  criteria  tend  to  systemati- 
cally unselect  students  who  may  be  inter- 
ested in  humanism  and  concluded  that  the 
tendency  in  many  medical  schools  is  toward 
the  selection  of  one  type  student  that  will 
do  well  by  one  criterion  of  success.  Yet 
we  might  ask,  do  not  the  needs  of  medicine 
in  a changing  society  such  as  ours  call  for 
the  education  of  a variety  of  types  of  medi- 
cal students,  some  who  will  be  relatively 
low  achievers  but  who  are  strong  in  hu- 
manistic beliefs  and  practices,  while  others 
might  be  chosen  because  they  will  be  shin- 
ing examples  in  clinical  medicine  and  look 
like  the  laboratory  scientists  of  the  future, 
and  still  others  because  they  demonstrate 
that  special  creativity  which  is  known  to  be 
altogether  unrelated  to  grade  getting  abil- 
ity. 

Government  and  welfarism 

Premier  W.  Ross  Thatcher19  of  Sas- 
katchewan stated,  when  he  took  over  the 
government  of  Saskatchewan  after  con- 
trol for  twenty  years  by  the  socialists,  that 
“We  found  that  there  is  nothing  wrong 
with  socialism  except  that  it  doesn’t 
work.”  He  stated  that  the  cost  of  hospital- 
ization plans  skyrocketed  from  7.5  million 
dollars  to  74  million  dollar’s  annually.  A 
medical  care  program  which  was  intro- 
duced about  four  years  before  he  took  over 
was  rising  at  the  rate  of  10  per  cent  an- 
nually. 

Milford  0.  Rouse,  M.D.,20  at  the  clinical 
meeting  of  the  American  Medical  Associa- 
tion in  Houston,  Texas,  in  1967,  stated, 
“The  future  of  the  individual  citizen  and 
patient  care  and  the  methods  by  which  they 
are  made  available  to  all  the  people  do  not 
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depend  on  our  efforts  alone.  They  depend 
also  on  the  future  attitude  of  the  nation  to- 
ward free  enterprise;  on  the  degree  of 
future  national  respect  for  individual  initi- 
ative ; and  on  the  extent  of  future  over-all 
acceptance  of  the  concept  that  personal  sat- 
isfaction and  personal  benefit  are  to  be 
gained  principally  through  personal  en- 
deavor.” Whatever  our  plans  for  the  fu- 
ture may  be,  if  we  become  a welfare  state 
or  if  government  takes  over  the  health  care 
of  the  people,  any  plans  we  make  on 
the  basis  of  private  enterprise  will  be  for 
nought.  Any  plans  I suggest  will  be  on  the 
basis  of  private  enterprise  in  cooperation 
with  government. 

Socioeconomics 

Unfortunately,  there  are  only  a few  phy- 
sicians who  are  fully  conscious  of  the 
socioeconomic  aspects  of  medicine.  I am 
sure  you  have  heard  the  statement,  “I  am 
not  interested  in  belonging  to  the  County 
or  State  Medical  Society  because  they  are 
too  politically  minded  or  they  are  only  a po- 
litical organization,”  or  some  physicians 
berating  some  medical  organization,  and  so 
on.  For  example,  a few  weeks  ago  on  tele- 
vision, it  was  my  misfortune  to  hear  an  in- 
dividual who  is  an  administrator  of  a large 
hospital  in  New  York  City  state  that  the 
last  twenty  years  were  a sad  chapter  in  the 
history  of  the  AMA.  If  one  wished  to  en- 
gage in  a controversy,  it  could  also  be 
stated  that  the  last  twenty  years  are  a sad 
chapter  in  the  history  of  hospitals.  For 
example,  J.  Douglas  Colman,21  president  of 
the  Associated  Hospital  Service  of  New 
York,  stated,  ‘‘Hospitals  have  been  built  for 
reasons  that  had  nothing  to  do  with  the 
health  needs  of  the  population.”  He  also 
stated,  “Hospital  services  and  inhospital 
medical  care  are  not  structured  profession- 
ally, organizationally,  or  financially  to 
encourage  continuing  care.  As  a result, 
we  have  economically  costly  duplication, 
and  so  on.”  I do  not  wish  to  criticize  the 
hospitals  because  I am  aware  of  their  many 
problems  and  the  financial  difficulties  that 
most  have  experienced,  but  I would  suggest 
that  he  who  lives  in  a glass  house  should 
not  throw  stones.  Unfortunately,  there 
are  individuals  who,  because  of  their  own 
inadequacies,  must  have  whipping  boys 


and  who  engage  only  in  destructive  criti- 
cism. There  is  no  place  in  medicine  for 
this  individual;  there  is  only  a place  for 
doers.  I would  like  to  quote  a statement 
made  by  the  Connecticut  State  Medical 
Society:  “In  a democracy,  one  must  influ- 

ence enough  of  his  constituency  to  his  point 
of  view  if  his  point  of  view  is  to  be 
accepted.”  If  you  or  I have  viewpoints  in 
conflict  with  our  local  society  and  we  can- 
not convince  enough  of  the  membership  of 
this  society  to  our  point  of  view,  we  must 
remember  that  in  a democracy,  the  ma- 
jority rules.  Our  influence  in  the  field  of 
socioeconomics  will  grow  only  to  the  extent 
that  we  convert  others  to  our  point  of 
view.  It  is  vital  that  we  become  involved 
in  all  phases  that  have  to  do  with  health 
care.  For  who  but  the  physician  will  be 
able  to  direct  most  of  the  medically  oriented 
program?  We  have  been  educated  in  an 
environment  that  develops  attitudes  and  at- 
tributes that  help  provide  quality  medical 
care.  These  acquired  attitudes  and  attrib- 
utes, however,  are  in  conflict  with  the  idea 
that  the  medical  profession  actively  partici- 
pate in  the  rapidly  changing  patterns  for 
rendering  health  care.  Our  training  is  the 
most  protracted  and  exacting  given  any 
profession,  and  we  are  trained  to  act  as  in- 
dividuals for  we  must  think  and  act  as 
individuals.  It  is  this  training  as  a scien- 
tist and  an  individual  and  the  lack  of 
training  in  the  socioeconomic  field  that 
has  made  many  in  the  medical  profession 
resistant  to  change.  The  medical  profes- 
sion as  a whole  has  been  unaware  of  some 
of  the  social  changes  taking  place  in  Amer- 
ica and  has  exhibited  little  or  no  interest  in 
politics  or  socioeconomics  and  has  failed  to 
understand  that  because  of  the  explosive 
advances  in  the  health  field,  the  population 
explosion,  and  so  on,  it  may  require  a new 
approach  to  the  delivery  of  health  care.  It 
has  been  the  progress  of  medicine  that  has 
brought  about  many  of  our  problems.  The 
population  explosion  has  accentuated  the 
manpower  problem.  The  rapidity  of  scien- 
tific advances  has  made  what  is  true  today 
is  past  tomorrow.  This  rapid  advance  has 
made  adjustments  difficult  and  permanent 
adjustments  almost  impossible,  and  tempo- 
rary expediency  has  to  be  adopted.  In  the 
past,  the  development  of  a change  and  im- 
pact and  final  resolution  could  be  studied  at 
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leisure.  This  is  no  longer  true,  rapid  deci- 
sions and  changes  are  frequently  necessary, 
and  we  have  not  adapted  ourselves  to  this 
rapid  change.  I,  therefore,  believe  that  a 
well-selected,  highly  competent,  broad-based 
planning  committee  is  necessary  for  medi- 
cine if  we  are  to  meet  this  challenge.  C.  T. 
Hardwick,  Ph.D.,22  Michigan  State  Medi- 
cal Society  consultant  on  Economics  in 
Medicine,  stated,  “The  physician  must  be 
better  prepared  to  discuss  and  orient  the 
socioeconomic  questions  involved  in  health 
care.  Furthermore,  he  must  take  an  active 
role  in  determining  the  direction  of  social 
movements  and  join  and  assume  leadership 
in  community,  social  and  political  groups. 
For  it  has  been  said,  spectators  have  little 
or  no  influence  on  the  outcome  of  the  race.” 
Milford  0.  Rouse,  M.D.,23  president  of 
the  AMA,  stated, 

It  is  only  if  the  members  of  the  county 
medical  societies  carry  their  share  of  the 
load  as  responsible  citizens  that  their  fellow 
citizens  will  look  to  them  as  advisors  in 
matters  of  health.  We  are  faced  with  a 
difficult  situation.  Individually,  the  patients 
want  their  physicians’  advice  and  assistance 
in  regaining  health  and  as  a whole  are 
sympathetic  to  the  physicians  individually 
but  quite  often  are  favorable  to  the  changes 
which  physicians  oppose.  We  must,  there- 
fore, do  more  than  just  practice  medicine. 
We  must  join  the  social  groups  and  try 
and  orient  the  attitudes  towards  social 
changes  because  development  depends  upon 
suggestions  and  ideas  and  the  programs  of 
the  future  can  be  only  influenced  by  us 
if  we  recognize  and  take  part  in  those 
social  changes.  Our  destiny  can  no  longer 
be  considered  as  an  individual  separated 
from  society  but  only  as  a part  of  the  total 
social  dynamics. 

Will  we  be  a follower  in  the  socioeco- 
nomic forces  affecting  our  practice  or  will 
we  be  a leader  in  determining  our  role  in 
the  changing  aspects  of  health  care?  Dr. 
Rouse  further  stated  that  what  the  AMA 
and  the  individual  physicians  do  within 
the  next  few  years  will  determine  where 
the  leadership  of  medicine  will  reside  and 
whether  or  not  freedom  of  medicine  will 
endure. 

Capitalism  or  free  enterprise  is  a great 
deal  more  than  just  a system  for  seeking 
financial  gains  ...  It  is  a principle  which 
holds  that  any  citizen  is  entitled  to  a reward 
commensurate  with  his  work.  That  entitle- 
ment in  exchange  for  effort  furnishes  the 
stimulus  that  motivates  the  citizen  to  do 


his  very  best  in  whatever  he  undertakes. 
Medicine  . . . has  made  outstanding  progress 
in  the  past  because  the  physicians,  research- 
ers, academicians,  and  all  members  of  the 
medical  profession  have  been  free  to  follow 
their  pursuits  as  they  saw  fit.  They  have 
not  been  forced  to  work  for  the  state  or 
for  the  glory  of  a party,  but  they  have  been 
free  to  work  for  the  patient  and  for  the 
furtherance  of  their  professional  skills. 

Charles  L.  Hudson,  M.D.,24  on  retiring  as 
president  of  the  American  Medical  Associa- 
tion, stated,  “The  AMA  cannot  survive  un- 
less it  accommodates  itself  to  the  changing 
society  as  it  is  today.”  He  stated,  “We 
must  identify  ourselves  with  that  society  so 
well  that  it  will  instinctively  turn  to  us  for 
guidance  in  health  affairs  with  confidence 
that  we  will  satisfy  its  needs  and 
demands.”  He  identified  one  of  the  great- 
est challenges  facing  the  medical  profession 
as  its  ability  to  organize  community  health 
care,  but  he  said,  “The  task  is  one  for 
which  we  are  not  psychologically  well 
prepared.”  I know  that  many  physicians 
declare  they  are  not  interested  in  politics 
but  I find  this  hard  to  believe.  I believe, 
as  Aristotle25  has  stated,  “Man  is  by  nature 
a political  animal.”  Unfortunately,  how- 
ever, man  too  often  sees  only  the  part  of 
the  political  arena  that  affects  him  person- 
ally and  does  not  see  the  broad  aspect  and 
its  effect  on  society  as  a whole. 

What  will  be  the  effect  of  our  retirement 
policy  on  the  future  of  medicine?  As  life 
expectancy  increases,  there  will  be  an  ever- 
increasing  number  over  the  age  of  sixty- 
five.  To  quote  Bertrand  de  Jouvenel,26  “We 
are  ‘richer’  in  the  most  unambiguous  form 
of  wealth — years  of  life.  Our  society  has 
gained  longevity  but  has  not  yet  found 
what  to  do  with  it.”  In  an  editorial  I 
stated,  “The  age  selected  as  proper  for 
retirement  also  becomes  an  economic  fac- 
tor. What  effect  does  forced  retirement 
have  and  what  effect  will  it  have  on  our 
economic  welfare?  In  1850,  only  1 out  of 
every  38  persons  lived  to  be  sixty-five  or 
more.  Today,  1 out  of  every  12  reaches 
sixty-five  or  more;  by  1975  this  figure  will 
be  1 out  of  every  9.”  27 

The  computer  in  medicine  is  undoubtedly 
here  to  stay.  It  can  be  very  valuable  in  re- 
lieving the  physician  of  a great  deal  of 
detail.  It  can  correlate  different  signs  and 
symptoms,  perhaps  review  case  histories, 
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and  can  be  used  with  a special  typewriter 
that  can  simultaneously  produce  a typewrit- 
ten report  of  what  the  computer  has  given 
as  its  report.  In  routine  and  repetitive  ex- 
aminations or  observations,  such  as  electro- 
cardiograms, electroencephalograms,  and 
perhaps  x-ray  films,  the  medical  computers 
may  assume  major  roles  in  the  future 
when  it  comes  to  detail,  figures,  and  so 
on.  However,  there  is  one  thing  we  must 
remember:  The  computer  can  bring  forth 

answers  only  from  material  fed  to  it  by  hu- 
man beings.  It  cannot  think,  and  it  cannot 
substitute  for  a well-trained  physician.  It 
cannot  evaluate  medical  data  and,  in  my 
opinion,  can  never  substitute  for  the  physi- 
cian in  the  understanding  that  he  must 
bring  to  the  patient  but  it  can  help  reduce 
the  personnel  required,  and  we  must  use 
every  available  resource  to  help  bring  bet- 
ter care  to  the  people.  There  is  now  a 
computer  that  can  engage  in  teaching  and 
can  immediately  tell  a student  when  his  an- 
swer is  wrong,  and  the  answers  are  so  fast 
that  it  can  be  used  for  several  students  or 
several  groups  at  a time. 

It  was  reported  that  John  J.  Woodward, 
M.D.,28  manager  of  Upjohn’s  Research 
Computer  Center,  stated  that  a new  com- 
puter will  significantly  reduce  the  time  it 
takes  to  develop  new  and  more  effective 
drugs.10  The  new  computer  is  supposed  to 
be  able  to  predict  how  the  body  will  re- 
spond to  a new  drug  before  it  is  given  to 
volunteers  in  experiments.  “Once  we  de- 
termine exactly  where  a drug  goes  after  it 
enters  the  body,”  he  added,  “we  can  calcu- 
late the  resulting  changes  in  body 
chemistry.” 

I found  the  following  notation : “Com- 

puterized robot  will  help  medical  students. 
Sim  one  is  a robot  with  a beating  heart 
and  throbbing  pulse.  It  breathes,  blinks 
its  eyes,  and  responds  typically  to  drug 
injections  and  administration  of  oxygen. 
Described  by  its  inventors  as  the  most 
complex  medical  teaching  tool  ever  de- 
vised, the  plastic  robot  is  linked  with  a 
computer  which  flashes  a warning  light 
when  a student  does  anything  wrong  and 
even  grades  a student’s  performance.” 

The  future  as  I see  it 
and  recommendations 

We  are  not  sitting  in  isolation,  safe  and 


secure  and  in  control  of  a segment  of 
society.  We  are  witnessing  revolutionary 
changes  not  only  in  the  scientific  aspect  but 
in  the  socioeconomic  aspects  of  medicine  as 
well.  Ray  McKeown,29  former  trustee  of 
the  American  Medical  Association,  stated, 
“It  is  too  early  for  anyone  to  establish 
what  the  course  of  the  revolution  will  be. 
Revolution  is  but  adaptability  to  change. 
The  unchangeable  and  unadaptable  crea- 
tures of  another  age  we  find  in  mu- 
seums while  those  creatures  who  were 
adaptable  are  still  with  us.”  If  we  are 
adaptive  and  eliminate  our  divisiveness, 
implement  and  make  available  to  the  public 
the  great  scientific  and  technological  ad- 
vances that  are  available,  and  anticipate 
and  work  for  the  socioeconomic  changes 
that  will  be  the  consequence  of  these  ad- 
vances, then  there  will  be  no  need  for  us  to 
be  concerned  about  the  future  status  of 
the  medical  profession  in  our  modern  so- 
ciety. We  must  cope  with  and  direct  the 
changes  that  occur.  We  must,  however, 
recognize  that  the  scientific  and  the  so- 
cioeconomic aspects  are  inseparably  bound 
together.  Although  we  have  made  tremen- 
dous scientific  advances,  we  have  more  or 
less  been  at  a standstill  in  the  socio- 
economic field.  We  have  been  too  slow  in 
recognizing  our  responsibility  and  have  lost 
a great  deal  of  time  and  a substantial  part 
of  our  prerogatives.  The  challenge  is  now 
facing  us,  and  a negative  approach  is 
useless.  If  a new  form  of  medical  care, 
health  service,  or  a new  way  of  rendering 
health  services  is  being  planned,  then  let’s 
see  that  we  as  physicians  play  a part  in 
this  planning.  In  planning  for  the  future, 
the  basic  principle  should  be  freedom  for 
the  individual,  freedom  for  the  physician 
and  the  health  personnel,  as  well  as  free- 
dom for  the  recipient  of  such  care. 
Page,30  in  an  editorial  stated, 

The  problem  as  I see  it  is  not  for  medicine 
to  turn  its  back  on  change  but  rather  to 
accept  it  only  after  mature  deliberation. 
The  danger  lies  in  that  the  phrenetic 
activists  who  want  to  do  something  if  only 
because  there  are  things  to  do.  Progress 
is  likely  only  if  there  is  a healthy  mix  of 
aggressive  action  by  innovators  with  the 
loyal  opposition  of  skeptics.  The  one  with- 
out the  other  will  only  make  us  repeat  the 
mistakes  history  shows  have  already  been 
made.  As  we  see  a crossroads  appearing 
in  our  intellectual  maps,  we  must  make  the 
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right  decision  because  the  road  may  be 
marked  dead  end. 

In  another  editorial  Page"  stated,  In  an 
era  in  which  teamwork,  cooperation,  and 
submergence  of  self  are  a way  of  life,  I 
raise  the  caution  signal!  This  is  in  defense 
of  individuals,  the  need  and  right  to  be  so 
at  a formative  period  in  society  where  a 
wrong  step  will  insure  the  rule  of  the  great 
average,  a great  mediocrity.  ...  If  the 
geneticists  and  eugenecists  prevail,  we  may 
become  interchangeable,  standardized  units. 
The  difficulty  is  for  science  to  formulate  any 
mechanism  by  which  this  thing  we  call  self 
is  created  and  retained.  Yet  the  individual 
is  the  supreme  product  of  democracy. 

In  discussing  the  fact  that  there  are 
some  who  proclaim  that  private  practice 
is  dead,  he  said, 

If  it  is,  then  we  must  find  a way  that 
combines  the  necessary  economy  of  time 
and  money  with  the  maintenance  of  the 
individual.  My  concern  is  that  the  indi- 
vidual not  get  lost  in  the  wealth  of  bigness, 
community  medicine,  regional  programs  and 
anonymity  in  publication,  cooperative  in- 
vestigations, missions,  and  all  endeavors  that 
collectivize  our  thinking.  Remember  that 
the  universe  was  made  without  the  concur- 
rence of  a committee  and  it  took  only  six 
days  and  then  a day  of  rest. 

He32  suggests  among  other  things  that 
the  loss  of  a “loyal”  opposition  especially 
in  dealing  with  the  government  is  a disas- 
ter and  second,  money  is  essential  but  it 
makes  no  discoveries  except  that  of  a per- 
son who  greatly  wants  power.  And  third, 
the  need  of  our  product  just  as  with  the 
atomic  bomb  has  given  medicine  a singular 
position  and  correspondingly  a great  op- 
portunity to  shape  its  own  destiny.  Dr. 
Page  advises  us  to  take  this  opportunity. 
Freedom  of  the  individual  then  should  be 
the  basic  principle  in  planning  any  health 
care  for  the  future. 

Further  concentration  of  medical  care  is 
not  only  not  necessary  but  detrimental.  I 
would  like  to  quote  from  a report  by 
Dennis.33 

Not  many  months  ago  a fine  story  broke 
at  the  Medical  Center.  The  papers  all 
carried  it — the  same  superb  surgeon  who 
had  re-implanted  the  avulsed  arm  of  Okla- 
homa State  University’s  Bob  Swafford  had 
just  performed  the  first  successful  operation 
in  Oklahoma  for  the  transposition  of  all  the 
great  vessels  to  the  heart.  It  was  a worthy 
story  and  I am  proud  of  our  surgeon  and 
his  team.  The  story  you  did  not  get  may 
have  had  more  meaning.  At  almost  the 


same  time  a child  was  rushed  to  Children’s 
Hospital  from  a small  community  only  sixty 
miles  away — she  was  dead  on  arrival. 
Autopsy  demonstrated  the  cause  of  death 
to  be  pneumococcic  pneumonia — one  that 
could  have  been  treated  with  one  injection  of 
penicillin — but  she  lived  in  a small  com- 
munity that  no  longer  had  a doctor.  This, 
to  me,  is  an  intolerable  paradox. 

Let  me  illustrate  again.  Soon  after  I 
became  dean  I was  visited  by  a man  who 
at  the  time  was  on  the  board  of  the  State 
Regents  for  Higher  Education.  He  found  it 
difficult  to  understand  why  I could  not  order 
a doctor  to  set  up  practice  in  his  home 
town — a town  that  no  longer  has  a doctor. 
I could  not  help  him  much,  but  he  helped 
me.  His  parting  comment  was,  “Doctor,  do 
you  have  any  idea  what  it  is  like  to  go  to 
bed  at  night  and  know  that  if  anything 
happened  to  you  or  your  loved  one  that  you 
wouldn’t  have  the  slightest  idea  of  how  nor 
where  to  call  for  help?”  His  plea  reflected 
a basic  human  need  that  has  become  ob- 
scured by  a sophisticated  scientific  world. 

To  feel  secure  the  human  being  needs 
the  comfort  of  knowing  to  whom,  where, 
and  how  to  turn  when  sick,  in  pain,  or 
troubled.  His  emotional  stability  requires 
an  identification  with  someone  he  can  call 
his  “family  doctor” — -and  this  might  be  any 
kind  of  doctor. 

Dr.  Dennis  is  doing  something  about 
bringing  care  to  have-not  rural  areas.  He 
is  establishing  community  health  centers 
which  will  consist  of  professional  offices, 
treatment  rooms  for  a minimum  of  three 
physicians,  and  appropriate  space  for  sup- 
porting paramedical  workers.  The  center 
will  be  an  integral  part  of  the  university’s 
teaching  program  as  an  extension  of  the 
division  of  family  medicine.  Each  physi- 
cian in  the  health  center  will  be  expected 
to  spend  two  or  three  days  each  month 
at  Oklahoma  Medical  Center.  They  will 
spend  this  time  both  as  teachers  and 
students.  They  will  have  academic  contact 
with  students,  interns,  residents,  and  active 
staff  and  attend  ward  rounds,  conferences, 
and  so  on.  Sabbatical  time  from  the 
center  will  be  arranged  so  they  can  partici- 
pate in  larger  and  more  formal  education 
programs.  In  addition  to  helping  the 
health  center  physician  to  keep  abreast  of 
new  methods,  it  will  also  give  the  faculty  a 
chance  to  acquaint  themselves  with  the 
everyday  problems  in  medical  practice  and 
provide  insight,  sympathy,  and  respect  for 
the  family  physicians  and  also  to  stimulate 
the  interest  of  the  undergraduate  students, 
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interns,  and  residents.  One  or  more  resi- 
dents in  family  medicine  will  be  assigned  to 
the  center  who  will  spend  a specified  time 
at  the  center.  Teaching  consultants,  both 
those  who  are  part-time  practicing  physi- 
cians on  the  medical  center  faculty  and 
full-time  professors,  will  be  assigned  sched- 
uled visits  to  the  center.  The  medical 
school  is  not  going  to  go  into  the  practice 
of  medicine.  Their  interest  is  “how  best 
to  utilize  paramedical  personnel  in  a rural 
community,  how  to  attract  high-caliber 
physicians,  how  to  utilize  such  a program 
for  teaching  purposes,  research  in  the  pack- 
aging and  delivery  of  health  services,  and 
how  best  to  promote  exemplary  care  in 
‘have-not’  medical  care  areas.  This  could 
and  should  be  done  in  a manner  acceptable 
to  other  physicians,  acceptable  economically 
and  socially  to  both  the  receiver  and  the 
provider  and  remain  consistent  with  the 
principles  of  a free  society.”  This,  in  my 
opinion,  is  the  true  function  of  a university 
medical  center  and  one  which  I have  long 
advocated. 

John  F.  Davis,  M.D.,34  director  of  the  In- 
ternational Institute  of  Medical  Electronics 
and  Biological  Engineering,  stated, 

It  is  not  sufficient  to  practice  today’s  medi- 
cine only  in  the  great  teaching  hospitals  of 
the  world.  By  planned  use  of  new,  but 
perfecting  technology  in  electronic  instru- 
mentation, communication,  and  data  sys- 
tems, many  advanced  procedures  now  found 
only  in  these  centers  of  excellence  can  be 
brought  to  the  majority  of  the  world  hos- 
pitals. By  coordination  of  services  and  by 
planning  under  systems  and  network  con- 
cepts, we  can  now  usher  in  an  era  in  which 
no  civilized  community  should  feel  isolated 
from  the  best  of  medical  care. 

In  Look  magazine,  it  is  stated,  “In  a quiet 
conference  room  near  the  center  of  the 
security-tight  Lockheed  Missiles  and  Space 
complex  in  Palo  Alto,  California,  Kenneth 
Larkin  outlined  the  contribution  the  infor- 
mation sciences  might  make  toward  solving 
urban  ills.”  35  The  problem  of  health  care, 
for  instance,  is  not  one  of  medical  re- 
search. It  has  prospered  and  has  made 
great  progress.  Yet  large  sections  of  our 
population  get  zero  health  care.  When  you 
come  right  down  to  it,  the  problem  lies  in 
the  health  care  delivery  system,  not  in 
knowing  what  to  do  but  in  how  to  get  it 
done.  We  have  put  together  a working  as- 
sociation with  parts  of  the  medical  profes- 


sion and  the  Mayo  Clinic.  We  began  with 
over  100,000  work  sample  measurements  in 
one  hospital  alone  to  find  out  qualitatively 
where  the  monies  go,  the  limitation  of  per- 
sonnel, why  the  long  waiting  lines,  and  so 
on.  We  postulated  a system,  a nationwide 
series  of  computer  centers  to  serve  urban 
areas.  We  are  in  the  process  of  installing 
the  first  part  of  that  system.  It  will  take 
on  the  not  so  modest  task  of  putting  in 
computer  format  the  entire  body  of  medical 
knowledge,  and  we  are  going  to  get  that 
done.  It  holds  the  promise  that  any  physi- 
cian anywhere  in  the  United  States,  no 
matter  how  or  where  he  was  trained,  will 
have  the  information  to  practice  at  the 
highest  level  of  the  art.  We  can  begin  to 
see  a great  many  other  ways  to  increase 
even  more  considerably  the  productivity  of 
our  health  system.  Even  with  our  in- 
creased number  of  medical  graduates  each 
year,  it  will  be  impossible  to  keep  up  with 
the  population.  The  adoption  and  the  full 
use  of  the  auto-analyzer,  the  computer 
along  with  other  technologic  advances,  plus 
programming  will  allow  us  to  eliminate  the 
present  shortage  of  medical  personnel  and 
also  allow  us  to  keep  up  in  the  future.  We 
should  start  now  to  use  them. 

Instead  of  centralization,  there  should  be 
decentralization.  The  large  centers  and 
universities  should  be  teaching  centers  and 
used  for  that  purpose  only.  The  rare  or 
complicated  case,  such  as  open-heart  sur- 
gery, and  so  on,  could  be  referred  to  a 
medical  center,  but  every  person  should  not 
be  forced  to  leave  his  home  to  obtain  medi- 
cal care.  Good  medical  care  can  and  should 
be  available  locally. 

One  of  the  most  pressing  problems  facing 
us  is  the  need  to  define  the  specific  role  of 
the  hospital,  the  medical  school,  and  the 
physician  rendering  care.  We  must  recog- 
nize the  new  concept  that  all  people  of  all 
economic  levels  are  entitled  to  the  best 
of  medical  care  and  that  this  might 
demand  some  new  methods  of  distribu- 
tion. Medical  schools  must  and  will  be- 
come aware  of  the  necessity  for  change 
in  medical  education  to  meet  the  demands 
for  the  care  of  the  patient  and  the  com- 
munity and  as  is  necessary  for  us,  they 
must  not  be  resistant  to  all  change.  The 
hospitals  have  also  failed  to  recognize  that 
changes  are  necessary  and  failed  to  recog- 
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nize  that  hospitals  should  be  a cooperative 
effort  between  the  physicians  and  the  gov- 
erning personnel  of  the  hospital.  Hospital 
boards  have  failed  to  recognize  that  physi- 
cians can  be  of  help  in  the  proper  func- 
tioning of  a hospital,  as  most  foundations 
have  done,  and  have  persistently  refused 
to  allow  physicians  on  their  govern- 
ing boards,  and  many  have  persistently 
refused  to  adopt  due  process  in  relation  to 
staff  tenure.  Government,  industry,  and 
the  public  are  also  to  blame;  if  not,  why 
has  inflation  been  allowed  to  continue 
unchecked?  Why  weren’t  efforts  made  to 
control  air  and  water  pollution?  Why  do 
industry  and  cities  and  villages  pour 
hundreds  of  tons  of  pollutants  into  the  air 
and  dump  sewage  into  our  rivers,  and  why 
have  our  cities  been  allowed  to  get  into  de- 
plorable conditions?  This  is  not  all  the 
fault  of  the  medical  profession.  It  is  the 
fault  of  every  segment  of  our  society.  We 
should  quit  throwing  stones  at  each  other, 
admit  that  problems  exist,  throw  out  the 
carpers,  unite  our  efforts,  and  get  on  with 
the  enormous  job  that  faces  us. 

In  the  future,  the  period  of  training  for 
a physician  will  be  shortened  to  a com- 
bined college-medical  school  period  of  six 
years.  Medical  education  will  become  mul- 
tifaceted ; more  and  more  of  the  basic  sci- 
ence now  taught  in  medical  school  will  be 
taught  in  high  school  or  college.  The  two 
preclinical  years  will  be  compressed  into 
one  year  or  even  less,  clinical  teaching  will 
probably  begin  in  the  first  and  certainly  in 
the  second  year,  and  a certain  amount  of 
scientific  subjects  basic  to  all  will  be  taught 
in  a period  of  from  one  to  one  and  one-half 
years.  The  remainder  of  the  time  will  be- 
come elective.  By  elective,  I mean  the  stu- 
dent will  be  able  to  branch  off  into  the  area 
that  he  is  most  interested  in  following, 
but  instruction  must  continue.  The  clinical 
clerkship  will  be  equal  to  the  present 
internship.  During  the  elective  period,  the 
educational  program  will  be  multifaceted 
and  allow  for  the  training  of  the  research 
scientist,  the  practitioner,  and  so  on.  The 
medical  schools  will  adjust  their  curricu- 
lums  to  meet  the  needs  of  bringing  care  to 
the  people,  and  they  will  assume  the  role  of 
the  center  for  both  undergraduate  and 
graduate  training.  They  will  experiment 
with  methods  of  rendering  medical  care  in 


cooperation  with  the  hospitals  and  the  med- 
ical profession  as  partners  in  a common 
undertaking.  The  cost  of  hospitals  will 
continue  to  soar.  It  will  be  impossible  to 
admit  patients  to  a hospital  except  those 
with  severe  illnesses  under  our  present 
setup.  But  this  will  change.  There  will 
be  smaller  hospitals  where  the  more  com- 
plicated procedures  will  not  be  attempted. 
The  hospitals  will  change,  and  there 
will  be  three  types  of  care,  all  con- 
nected as  one  unit.  There  will  be  the 
hospital  for  severe  illnesses,  surgical  care, 
or  those  requiring  extensive  care.  Only 
those  who  are  confined  to  bed  will  be 
admitted.  The  second  in  this  complex  will 
be  for  those  with  minor  illnesses  or  not 
requiring  extensive  care.  This  would  in- 
clude postoperative  care  after  the  first  two 
or  three  days,  postcoronary  care,  and  so 
on.  There  will  be  a great  amount  of  self- 
service  involved.  Patients  needing  a diag- 
nostic work-up  before  surgery,  and  so  on 
would  be  admitted  to  this  unit  and  trans- 
ferred to  the  acute  care  unit  only  when 
ready  for  surgery.  There  will  be  an  ex- 
tended-care unit  where  those  requiring  care 
for  long  periods  can  be  admitted  and  proba- 
bly classed  as  a nursing  home  or  extended- 
care  unit. 

The  medical  profession  will  become  mind- 
ful of  the  socioeconomics  involved  in  our 
complex  society.  They  will  cooperate  with 
the  hospitals  and  medical  schools,  govern- 
ment, and  so  on,  in  working  out  plans  for 
the  future  but  will,  as  Page30  pointed  out, 
maintain  a healthy  opposition  to  those 
plans  that  in  their  judgment  seem  unwise 
and  will  continue  to  insist  that  the  personal 
relationship  between  patient  and  physician 
be  maintained  and  that  the  freedom  of  the 
individual,  the  patient,  physician,  and  so 
on,  be  maintained.  The  high  scientific 
standards  and  the  rapid  scientific  advances 
will  continue  and  at  an  ever-increasing 
pace.  There  will  be  a multiplicity  of  places 
for  rendering  needed  care,  each  adapted  to 
a specific  problem  or  area.  There  will  be 
group  practice  of  many  types  and  health 
complexes  in  some  deprived  areas,  but  pri- 
vate practice  and  solo  practice  will 
continue.  As  has  happened  in  this  society, 
town  and  gown  and  all  those  interested  in 
rendering  good  medical  care  will  cooperate. 

I would  like  to  quote  a statement  I made 
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in  1948  in  an  address  on  the  future  of 
medicine:  “In  medicine  in  the  future, 

there  must  be  cooperation  of  government, 
the  medical  profession,  industry,  and  labor 
but  the  proper  mixture  is  the  $64  ques- 
tion.” 36 

In  closing,  I would  like  to  state  that  Per- 
icles said,  “The  secret  of  liberty  is 
courage.”  This  applies  to  us  because  the 
future  of  medicine  depends  on  the  courage 
we  display  today. 

136  East  57tii  Street 
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Sebastian  Bertuglia,  M.D.,  of  Ridgewood,  died 
on  January  2 at  the  age  of  sixty.  Dr.  Ber- 
tuglia graduated  in  1935  from  Long  Island 
College  of  Medicine.  He  was  an  assistant 
attending  ophthalmologic  surgeon  at  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Bertuglia  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Bodenheimer,  M.D.,  of  Brooklyn,  died 
on  January  8 at  the  age  of  seventy-two.  Dr. 
Bodenheimer  received  his  medical  degree  from 
the  University  of  Hamburg  in  1923.  He  had 
been  an  assistant  attending  physician  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Boden- 
heimer was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

E.  Calvin  Cheek,  M.D.,  of  New  York  City,  died 
on  January  12  at  the  age  of  forty-five.  Dr. 
Cheek  graduated  in  1953  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Carleton  Montgomery  Cornell,  M.D.,  of  Cam- 
bridge, died  on  January  20  at  the  age  of  fifty- 
seven.  Dr.  Cornell  graduated  in  1937  from 
Cornell  University  Medical  College.  He  was 
chief  surgeon  at  Mary  McClellan  Hospital. 
Dr.  Cornell  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Surgical  Society,  the  Washington  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

Isadore  Drapkin,  M.D.,  of  Albany,  died  on  Jan- 
uary 11  at  the  age  of  sixty-three.  Dr. 
Drapkin  received  his  medical  degree  from  the 
University  of  Bern  in  1935.  He  was  an  as- 
sistant attending  general  practitioner  at  Me- 
morial Hospital  and  an  attending  physician 
at  Memorial  Hospital  Outpatient  Department. 
Dr.  Drapkin  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  Americal  Medi- 
cal Association. 

Max  A.  Goldzieher,  M.D.,  of  New  York  City, 
died  on  January  11  at  the  age  of  eighty-five. 


Dr.  Goldzieher  received  his  medical  degree 
from  the  University  of  Budapest  in  1906.  He 
was  a consulting  physician  at  Goldwater  Me- 
morial Hospital.  Dr.  Goldzieher  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Hirsch  Loeb  Gordon,  M.D.,  of  New  York  City, 
died  on  January  19  at  the  age  of  seventy-two. 
Dr.  Gordon  received  his  medical  degree  from 
the  University  of  Rome  in  1934.  He  was  an 
associate  attending  psychiatrist  (affiliate)  at 
Bird  S.  Coler  Memorial  Hospital  and  Home 
and  Metropolitan  Hospital.  Dr.  Gordon  was 
a member  of  the  American  Geriatrics  Society, 
the  American  Psychiatric  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Neil  Scott  Gordon,  M.D.,  of  Lockport,  died  on 
May  17,  1968,  at  the  age  of  fifty-three.  Dr. 
Gordon  graduated  in  1940  from  Queen’s  Uni- 
versity Faculty  of  Medicine,  Kingston,  On- 
tario. He  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine,  Inc.  (Public 
Health),  a Fellow  of  the  American  College  of 
Preventive  Medicine,  and  a member  of  the 
American  Public  Health  Association,  the  New 
York  Academy  of  Preventive  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Halperin,  M.D.,  of  Brooklyn,  died  on 
January  12  at  the  age  of  eighty-three.  Dr. 
Halperin  graduated  in  1907  from  Long  Island 
College  Hospital  and  also  received  a medical 
degree  from  the  University  of  Vienna  in  1924. 
He  was  a consulting  obstetrician  and  gynecol- 
ogist at  Bi’ookdale  Hospital  Center.  Dr.  Hal- 
perin was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jetti  Katz,  M.D.,  of  New  York  City,  died  on 
January  20  at  the  age  of  seventy-one.  Dr. 
Katz  received  her  medical  degree  from  the 
University  of  Vienna  in  1926.  She  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Frank  Thomas  Kerrigon,  M.D.,  of  New  York 
City,  died  on  January  14  at  the  age  of  sixty. 
Dr.  Kerrigon  graduated  in  1933  from  Long 
Island  College  of  Medicine.  He  was  a staff 
physician  at  the  Veterans  Administration  Hos- 
pital Outpatient  Clinic  and  former  chief  of  the 
Gastroenterology  Clinic  there. 

John  Charles  Kilroe,  M.D.,  of  New  York  City, 
died  on  January  13  at  the  age  of  seventy. 
Dr.  Kilroe  graduated  in  1926  from  Columbia 
University  College  of  Physicians  and  Sur- 
geons. Retired,  he  was  a consulting  obste- 
trician and  gynecologist  at  Lenox  Hill  Hospi- 
tal. Dr.  Kilroe  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Norman  George  Konicoff,  M.D.,  of  Cedarhurst 
and  Arverne,  died  on  January  13  at  the  age  of 
forty-four.  Dr.  Konicoff  graduated  in  1950 
from  New  York  Medical  College.  He  was  an 
attending  obstetrician  and  an  associate  at- 
tending gynecologist  at  Peninsula  General 
Hospital  and  an  associate  attending  obstetri- 
cian and  gynecologist  at  St.  Joseph’s  Hospital 
(Far  Rockaway).  Dr.  Konicoff  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  and  a mem- 
ber of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Kresky,  M.D.,  of  Rockville  Centre,  died 
on  January  2 at  the  age  of  eighty-six.  Dr. 
Kresky  graduated  in  1907  from  Cornell  Uni- 
versity Medical  College.  He  was  a consult- 
ing physician  emeritus  at  Maimonides  Hospital 
of  Brooklyn  and  a consulting  physician  at 
Kings  County  Hospital  Center.  Dr.  Kresky 
was  a member  of  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Barney  Lifshey,  M.D.,  of  The  Bronx,  died  on 
January  16  at  the  age  of  sixty-nine.  Dr. 
Lifshey  graduated  in  1924  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  an  assistant  adjunct  physician 
(off  service)  at  Bronx-Lebanon  Hospital  Cen- 
ter. Dr.  Lifshey  was  a member  of  the  Amer- 
ican Academy  of  General  Practice,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Thomas  Pack,  M.D.,  of  New  York  City, 


died  on  January  23  at  the  age  of  seventy.  Dr. 
Pack  graduated  in  1922  from  Yale  University 
School  of  Medicine.  He  was  an  emeritus  sur- 
geon at  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  a consulting  physician  in 
neovascular  disease  at  United  Hospital  (Port 
Chester),  a consulting  surgeon  at  the  New  York 
Infirmary,  St.  Vincent’s  Medical  Center  at 
Richmond  (Staten  Island),  Harlem  Hospital 
Center,  Arden  Hill  Hospital  (formerly  Goshen 
Hospital),  Good  Samaritan  (Suffern),  and 
Huntington  Hospitals,  a consulting  physician 
in  neoplastic  disease  at  Yonkers  General  Hospi- 
tal, an  honorary  surgeon  at  Elizabeth  A.  Hor- 
ton Memorial  (Middletown)  and  Tuxedo  Memo- 
rial (Tuxedo  Park)  Hospitals,  and  a consulting 
neoplastic  physician  at  St.  Francis  Hospital 
(Port  Jervis).  Dr.  Pack  was  a Diplomate  of 
the  American  Board  of  Radiology  (Therapeu- 
tic Radiology),  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Ameri- 
can Association  for  Cancer  Research  the 
American  Association  of  Pathologists  and  Bac- 
teriologists, the  American  Radium  Society,  the 
New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

Rocco  Leopold  Paoletta,  M.D.,  of  The  Bronx, 
died  on  January  10  at  the  age  of  sixty-one. 
Dr.  Paoletta  received  his  medical  degree  from 
the  University  of  Naples  in  1936.  He  was  an 
attending  physician  in  thoracic  and  cardio- 
vascular diseases  at  St.  Barnabas  Hospital  for 
Chronic  Diseases.  Dr.  Paoletta  was  a Fellow 
of  the  American  College  of  Angiology  and  a 
member  of  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  H.  Rachlin,  M.D.,  of  Long  Beach,  died 
on  January  25  at  the  age  of  ninety-one.  Dr. 
Rachlin  graduated  in  1900  from  Cornell  Uni- 
versity Medical  College.  He  was  a consulting 
emeritus  orthopedic  surgeon  at  Maimonides 
Hospital  of  Brooklyn  and  Jewish  Chronic  Dis- 
ease Hospital.  Dr.  Rachlin  was  a member  of 
the  American  Academy  of  Oi’thopaedic  Sur- 
geons, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Frank  P.  Redmond,  M.D.,  of  Haverstraw,  died 
on  December  28,  1968,  at  the  age  of  sixty-four. 
Dr.  Redmond  graduated  in  1928  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  surgeon  at  Letchworth 
Village  (Thiells)  and  an  honorary  consulting 
surgeon  at  Nyack  Hospital.  Dr.  Redmond 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Rockland  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
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of  New  York,  and  the  American  Medical  As- 
sociation. 

Emanuel  Schatzberg,  M.D.,  of  The  Bronx,  died 
on  January  12  at  the  age  of  sixty-eight.  Dr. 
Schatzberg  received  his  medical  degree  from 
the  University  of  Vienna  in  1925.  He  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Ariel  Schultz,  M.D.,  of  The  Bronx,  died 
on  January  13  at  the  age  of  seventy.  Dr. 
Schultz  graduated  in  1924  from  the  University 
of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  He  was  an  as- 
sociate attending  physician  in  internal  medicine 
(off  service)  at  Bronx-Lebanon  Hospital  Cen- 
ter. Dr.  Schultz  was  a member  of  the  Clinical 
Society,  New  York  Diabetes  Association,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Charles  Stein,  M.D.,  of  New  York  City 
and  Yonkers,  died  on  January  1 at  the  age  of 
seventy-nine.  Dr.  Stein  graduated  in  1911 
from  the  University  of  Pennsylvania  School 
of  Medicine.  He  was  a consulting  orthopedic 
surgeon  at  Trafalgar  Hospital.  Dr.  Stein  was 
a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ursula  G.  Stewart,  M.D.,  of  Floral  Park,  died 
on  January  8 at  the  age  of  seventy-seven.  Dr. 
Stewart  graduated  in  1918  from  Syracuse  Uni- 
versity College  of  Medicine.  She  was  a mem- 
ber of  the  American  Psychiatric  Association, 
the  Nassau  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Hans  Taterka,  M.D.  of  New  York  City, 
died  on  January  17  at  the  age  of  seventy-three. 
Dr.  Taterka  received  his  medical  degree  from 
the  University  of  Breslau  in  1920.  He  had 
been  director  of  Electroencephalography  at 
University  Hospital  and  a clinical  professor 
of  psychiatry. 

Philip  Michael  Tuths,  M.D.,  of  Valley  Stream, 
died  on  January  16  at  the  age  of  fifty-one. 
Dr.  Tuths  graduated  in  1943  from  Long  Island 
College  of  Medicine.  He  was  an  associate 
attending  physician  in  general  practice  at 
Mercy  Hospital  (Rockville  Centre).  Dr.  Tuths 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Asso- 
ciation. 

Clarence  Bryant  Vogt,  M.D.,  of  Sarasota, 
Florida,  formerly  of  Broklyn,  died  on  Septem- 
ber 11,  1968,  at  the  age  of  eighty-five.  Dr. 
Vogt  graduated  in  1907  from  Syracuse  Uni- 
versity College  of  Medicine.  Retired,  he  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Leonard  Paul  Wershub,  M.D.,  of  New  York 
City,  died  on  January  14  at  the  age  of  sixty- 
eight.  Dr.  Wershub  graduated  in  1927  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  President  of  the  Medical 
Board  at  Flower  and  Fifth  Avenue  Hospitals, 
he  was  an  attending  urologist  at  Flower  and 
Fifth  Avenue  and  Metropolitan  Hospitals  and 
Bird  S.  Coler  Memorial  Hospital  and  Home, 
and  a consulting  urologist  at  Physicians  Hos- 
pital. Dr.  Wershub  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  Amei’ican  Urological  Associa- 
tion, the  Pan-American  Medical  Association, 
the  New  Yoi'k  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  C.  Yeomans,  M.D.,  of  Greenvale,  died 
on  January  22  at  the  age  of  ninety-seven.  Dr. 
Yeomans  graduated  in  1900  from  Cornell  Uni- 
versity Medical  College.  He  was  a Diplomate 
of  the  American  Boai'd  of  Colon  and  Rectal 
Surgery,  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  Yoi’k,  and  the  American 
Medical  Association. 


Sidney  Zeichner,  M.D.,  of  Bi’ooklyn,  died  on 
January  22  at  the  age  of  fifty- two.  Dr. 
Zeichner  graduated  in  1940  from  the  Royal 
College  of  Physicians  and  Sui’geons,  Univer- 
sity of  Edinburgh  Faculty  of  Medicine.  He 
was  an  attending  obsteti'ician  and  gynecologist 
at  Bi-ookdale  Hospital  Center  and  had  recently 
been  appointed  senior  consultant  on  maternal 
welfare  and  family  planning  to  the  City  Health 
Commissioner.  Dr.  Zeichner  was  a Diplomate 
of  the  American  Boai’d  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow 
of  the  American  College  of  Surgeons,  a Fel- 
low of  the  International  College  of  Surgeons, 
and  a member  of  the  American  Geriatrics  So- 
ciety, the  American  Public  Health  Association, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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PHYSICIANS  WANTED— CONT’D 


Opportunities  in 

MEDICAL 

CONSULTATION 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae 
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PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
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MEDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
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grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
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Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
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and  pleasant  to  live  in.  Hospitals  and  caliber  of  medicine 
are  excellent.  Inquire:  Vincent  P.  Russo,  M.D.,  28 

Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel  (914) 
471-5210. 


GENERAL  HOSPITAL  EMERGENCY  ROOM,  NORTH- 
ern  N.Y.  needs  surgeon  or  surgically  experienced  N.Y. 
licensed  G.P.  to  cover  accident  room.  Flexible  time 
arrangement  allows  full  week  on,  full  week  off  if  desired. 
Write:  Executive  Director,  CV/PH  Medical  Center, 

Plattsburgh,  N.  Y.  12901. 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P. , all  special- 
ties. Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  will  assist  in  assuring  success.  New 
a/c  office  available,  new  building.  A.  M.  Huberman, 
D.D.S.,  184  Lark  field  Rd.,  E.  Northport,  N.Y.  11731, 
(516)  AN  1-4477. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  locum-tenens  during  the  months  of  January,  February, 
March,  April,  May,  June  and  July  at  one  week  or  greater 
intervals  for  hospital  coverage,  upstate  New  York.  Liberal 
terms.  Box  770,  % NYSJM. 


RESEARCH  PSYCHIATRIST- — EXCELLENT  OPPOR- 
tunity  for  experienced,  well  trained,  Board  eligible  or 
certified,  individual  to  assume  responsibilities  for  research 
program  in  psychopharmacology  in  State  Mental  Hospital 
Research  facility.  Civil  Service  status  with  all  benefits. 
Salary:  $24,105  to  $25,300  depending  on  qualifications. 
Augmentation  of  income  and  academic  affiliation  possible. 
Contact  Vincent  T.  Zetena,  Personnel  Dept.,  Station  H, 
Central  Islip  State  Hospital,  Central  Islip,  N.Y.,  phone 
(516)  234-6262,  ext.  2103. 


HEALTH  COMMISSIONER,  NIAGARA  COUNTY, 
population  250,000,  Western  New  York.  Experience  and 
training  of  Health  Officer  required.  New  York  State 
license  or  eligibility  for  New  York  State  licensure.  Salary 
open.  Mileage  allowance  and  full  fringe  benefits.  For 
details,  write  Ralph  W.  Lewis,  D.V.M.,  7323  Rochester 
Rd.,  Lockport,  N.Y.  14094. 


INTERNIST,  BOARD  ELIGIBLE.  VACANCY  FOR 
rivate  practicing  internist.  Expanding  100  bed,  general 
ospital  located  in  the  southern  tier  oi  New  York  State. 
Present  internist  will  soon  retire.  Lucrative  opportunity. 
Guarantee  and  office  facilities  first  year.  Relatively 
young  medical  staff  consists  of  specialists  in  all  fields. 
G.  J.  Semple,  Admin.,  Tioga  General  Hospital,  37  N. 
Chemung  St.,  Waverly,  N.  Y.  14892. 


ACTIVE  GENERAL  AND  SURGICAL  PRACTICE. 
Wishes  to  semi-retire  leading  to  complete  retirement. 
Brooklyn.  Wants  young  associate.  Box  785,  % NYSJM. 


% NYSJM. 
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PHYSICIANS  WANTED— CONT'D 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
ringer  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  l>enefits.  Can 
l>ay  moving  expenses.  License  in  any  state  required. 
Equal  oppty.  Employer.  Contact  Director  of  Chief  of 
Staff.  VAH,  Canandaigua.  N.  Y.  14424. 


LOCUM  TENENS:  JULY  AND  AUGUST.  GENERAL 
practice.  Upstate  New  York  village  and  suburban  area. 
Practice  income  of  $500  weekly  guaranteed.  No  OB. 
Living  quarters  available.  Opportunity  for  later  asso- 
ciation. Box  782,  c'c  NYSJM. 


RADIOLOGIST.  CERTIFIED  OR  ELIGIBLE.  FOR 
third  partner  in  busy  department  of  general  hospital. 
Pleasant  community  near  three  universities.  All  summer 
and  winter  activities.  Frank  T.  Moran,  M.D.,  Auburn 
Memorial  Hospital,  Auburn,  N.Y.  13021. 


PSYCHIATRIST— ASSISTANT  TO  DIRECTOR  OF 
Research,  excellent  opportunity  for  dynamic.  Board  certi- 
fied or  eligible  individual.  Primary  responsibilities  are 
the  administration  and  coordination  of  State  Mental 
Hospital  research  facility,  neuropsychopharmacologically 
oriented.  Possible  opportunities  to  augment  income  and 
academic  appointment.  Civil  Service  status  with  all 
benefits.  Salary:  $24,105  to  $25,300  depending  on  quali- 
fications. Contact  Vincent  T.  Zetena,  Personnel  Dept., 
Station  H,  Central  Islip  State  Hospital.  Central  Islip,  N. 
Y.,  phone  (516)  234-6262,  ext.  2103. 


INTERNIST,  LOVELY  EXPANDING  WESTCHESTER 
suburb,  near  Manhattan,  welcomed  by  internist.  Give 
resume.  Box  780,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED  GENERAL  PRACTICE  FOR 
sale.  25  year  old  practice  of  deceased  physician.  Excel- 
lent opportunity.  Reasonable  and  flexible  terms.  Lo- 
cated in  East  Bronx.  Call  288-5664,  or  write  Box  781, 
Vc  NYSJM. 


LUCRATIVE  GENERAL  PRACTICE  FOR  SALE: 
Fully  equipped  offices  and  treatment  rooms  in  Medical 
Arts  Building.  Large  gross  built  up  over  10  years.  X-ray, 
etc.  Specialties  covered  by  other  professional  men. 
Many  accredited  hospitals  nearby.  Parking  facilities. 
Reply:  Albert  B.  Gins,  36  West  44th  St.,  New  York, 
N.  Y.  10036. 


EQUIPMENT 


FOR  SALE:  ONE  G.  E.  MAXIMAR  “100”,  SUPER- 
ficial  X-ray  therapy  equipment,  complete  with  accessories. 
Write:  Albin  V.  Kwak,  M.D.,  35  Muskingum  St.,  Depew, 

New  York  14043. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  F.A.C.A., 
desires  position  south  or  southeast  New  York  State. 
Box  784,  % NYSJM. 


RADIOLOGIST  AVAILABLE  FOR  LOCUM  TENENS, 
2 to  3 weeks  in  March  or  April,  on  percentage  basis. 
Box  783,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  % 
NYSJM. 


RADIOLOGIST  AVAILABLE  FULL-TIME.  ROUTINE 
X-ray  diagnosis,  moderate  volume.  No  special  pro- 
cedures or  isotopes.  Could  assist  at  therapy.  Salary 
commensurate.  Age  52,  American  born,  university 
trained,  certified  10  yrs.  Seeks  pleasant  atmosphere  in 
N.Y.C.  metropolitan  area  office,  clinic,  hospital,  possibly 
industry.  Box  772,  % NYSJM. 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE:  BABYLON  VILLAGE.  DR.  RETIRED. 

10  rm.  home  plus  5 rm.  attached  office.  Choice  comer 
on  main  st.  Greenhouse  patio.  For  home  office  or  2,000 
sq.  ft.  floor  space  easily  used  for  prof,  offices;  some  furn.  & 
equipment.  Will  hold  large  mortgage.  (516)  669-1567, 
or  Box  778,  % NYSJM. 


SHIRLEY,  LONG  ISLAND:  NO  DOCTORS  POPULA- 
tion  area  30,000;  3 hospitals.  Modem  home,  large 

equipped  offices,  even  for  small  group.  Main  highway, 
centrally  located.  Immediate  high  income.  Low  price, 
easy  terms.  Extraordinary,  rare  opportunity  to  start 
practice  or  change  location.  Retiring.  Write:  Francis 

Remy,  M.D.,  State  Hospital,  Central  Islip,  N.Y. 


SUBURBAN  EIGHT  ROOM  AIR  CONDITIONED 
office.  Waiting,  consultation,  3 treatment.  X-ray,  lab, 
developing  rooms;  beautifully  decorated.  Twenty  year 
general  practice  grossing  sixty  thousand.  Three  closeby 
hospitals.  Long  term  lease,  option  to  buy  or  sell  for 
real  estate  value  and  fair  value  equipment.  3l/j  room 
ideal  apartment  above  office.  Box  776,  % NYSJM. 


86TH  ST.,  COR.  W.  7TH  ST.,  BROOKLYN.  4 ROOM 
ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medic- 
aid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


67  STREET,  34  EAST.  MODERN  DOCTORS  BUILD- 
ing.  Sublet  completely  furnished  suite  for  1 or  2 doctors. 
Immediate  occupancy.  Call  535-6165  between  10  a.m. 
and  5 p.m. 


NEW  ROCHELLE:  LARGE,  8 ROOM  MEDICAL 

office  for  lease  or  sub-lease.  Rent  reasonable;  extras 
included.  Call  (914)  NE  2-5526. 


RUMFORD,  MAINE:  HOUSE,  3 BEDROOMS,  2 

baths,  2-car  garage;  modernized  kitchen;  wall  to  wall 
carpeting;  winterized -Andersen  windows.  8/4  acre  par- 
tially wooded,  in  heart  of  vacation  land.  Hospital  nearby. 
$40,000.  James  Higgins,  M.D.,  100  Claydon  Rd.,  Garden 
City,  N.  Y.  11530.  Call  (516)  248-0285. 
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The  tab  is  as  small  as  the  tablet!  Only  pennies  per  dose! 

One-third  to  one-half  less  than  another  leading  penicillin  G tablet.* 
And  they’re  one-half  to  one-third  smaller  than  other  leading  brands 
an  important  consideration  for  your  younger  and  older 
patients  with  "pill  swallowing”  problems. 

Tiny  as  they  are,  each  Pfizerpen  Tablet  bears  both  the  Pfizer 
imprint  and  the  dosage  strength:  200,000,  250,000  and 
400,000  units.  Dispensing  is  more  accurate — much  safer. 

Why  prescribe  a more  expensive  brand? 

It’s  no  better.  Just  bigger.  Harder  to  swallow. 

In  more  ways  than  one.  Pfizerpen — from  the 
manufacturer  who  first  made  penicillin  generally 
available  for  clinical  practice. 

Also  available:  Pfizerpen  Powder  for  Syrup,  400,000 
units/ 5 cc.  reconstituted.  Bottles  of  80  cc.  and  150  cc. 

•Based  on  manufacturers'  published  direct  price  to  retailer 
per  single  bottle  of  100  tablets. 

Tablets 

Pfizerpen 

lotassium  penicillin 


. * 
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NEW  YORK  CITY  AREA 


March  17,  1969/ March  19,  1969 

9:00  a.m.-5:00  p.m.,  Mon. -Wed. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 

LABORATORY  METHODS  IN 
BLOOD  BANKS 

RICHARD  E.  ROSENFIELD,  M.D.,  et  al 
Mount  Sinai  School  of  Medicine 
FEE:  $100 


March  17,  1969/March  21,  1969 

9:00  a.m.-5:00  p.m.,  Mon.-Fri. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

CLINICAL  NEUROLOGY 

MORRIS  B.  BENDER,  M.D.,  and  Staff 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-l 


MONDAY— MARCH  17 

New  York  Roentgen  Society  in  affiliation 
with  The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

4:30  p.m. — 5.-30  p.m.  Hosack  Hall 

Diagnostic  Session 

CASES  FEATURING  SPECIAL 
PROCEDURES 

Moderator 

JOHN  EVANS,  M.D. 

New  York  Hospital 

Panelists 

KURT  AMPLATZ,  M.D. 

University  of  Minnesota 
KENT  ELLIS,  M.D. 

Columbia-Presbyterian  Medical  Center 
MURRAY  BARON,  M.D. 

Mount  Sinai  School  of  Medicine 

4:30  p.m. — 5:30  p.m.  Room  441 

Therapy  Session 

1.  Preoperative  Radiation  for  Operable 
Cancer  of  the  Lungs:  Preliminary 
Report  of  a National  Veterans  Admin- 


istration Randomized  Study 

BERNARD  ROSWIT,  M.D. 

Bronx  V.A.  Hospital 

2.  Effect  of  Radiation  Therapy  on  Patients 
with  Carcinoma  of  the  Lungs  Whose 
Inoperability  was  Established  at 
Exploratory  Thoracotomy 

RUTH  GUTTMANN,  M.D. 

Francis  Delafield  Hospital 

7:00  p.m.  - 8.00  Hosack  Hall 

Residents'  Quiz 
Quizmaster 

SAMUEL  L.  BERANBAUM,  M.D. 

N.Y.U.  School  of  Medicine 

8.00  p.m. — 9.00  p.m. — Hosack  Hall 

CORONARY  ARTERIOGRAPHY 

KURT  AMPLATZ,  M.D. 


8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  of  Ophthalmology 

2 East  103rd  Street 

1.  Nystagmus  with  Strabismus: 

Surgical  Management 

ABRAHAM  SCHLOSSMAN,  M.D. 

Downstate  Medical  Center 

Discussant:  EDWARD  A.  DUNLAP,  M.D. 

Cornell  University  Medical  College 

2.  Corneal  Pigmentation  Secondary  to 
Glaucoma  Therapy 

ANDREW  P.  FERRY,  M.D. 

Mount  Sinai  School  of  Medicine 
Discussant:  MARTIN  E.  CORWIN,  M.D. 

New  Jersey  College  of  Medicine 

The  John  M.  McLean  Memorial  Lecture 

FLUORESCEIN  ANGIOGRAPHY  IN  THE 
STUDY  OF  RETINAL  DISEASE 

EDWARD  W.  NORTON,  M.D. 

University  of  Miami  School  of  Medicine 
Coral  Gables,  Florida 


March  18,  1969  & March  25,  1969 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  3rd  floor 
Stuyvesant  Square  East  and  15th  Street 

March  18 

Clinicopathological  Conference 
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March  25 

Massive  Bleeding  of  the  Upper  G.l. 
Tract  Due  to  Dieulafoy’s  Erosion 
ROBERT  PFEFFER,  M.D. 

N.Y.U.  School  of  Medicine 


March  18,  1969/March  20,  1969 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine  and 
the  New  York  City  Department  of  Health 

21  Audubon  Avenue 

THE  UNMET  NEED  IN  MENTAL 
RETARDATION:  A COMPREHENSIVE 
PROGRAM 

CREDIT:  C-l 


March  18,  1969/May  20,  1969 

5:00  p.m.— 6:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARCHAK,  M.D. 

MANSHO  T.  KHILNANI,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


TUESDAY— MARCH  18 

8:00  p.m. 

The  New  York  Academy  of  Medicine 
Sections  on  Orthopedic  Surgery  and 
Surgery  (combined  meeting) 

2 East  103rd  Street 

SYMPOSIUM  ON  SURGICAL  SHOCK 

1.  Pathophysiology  of  Surgical  Shock 

SOLOMON  G.  HERSHEY,  M.D. 

Albert  Einstein  College  of  Medicine 

2.  Management  of  the  Acutely  Injured 
Patient 

LOUIS  R.M.  DEL  GUERCIO,  M.D. 

Albert  Einstein  College  of  Medicine 

3.  Surgical  Shock  in  Elderly  and 
Debilitated  Patients 

WILLIAM  C.  SHOEMAKER,  M.D. 

Mount  Sinai  School  of  Medicine 


4.  Panel  Discussion 

KENNETH  C.  FRANCIS,  M.D.,  Moderator 
N.Y.U.  School  of  Medicine 

SOLOMON  G.  HERSHEY,  M.D. 

LOUIS  R.M.  DEL  GUERCIO,  M.D. 
WILLIAM  C.  SHOEMAKER,  M.D. 


8:30  p.m. 

Medical  Society  of  the  County  of  Kings 
and  The  Academy  of  Medicine  of 
Brooklyn 

Downstate  Medical  Center 

Basic  Science  Building  (Lecture  Hall  No.  1) 

450  Clarkson  Avenue,  Brooklyn 

Stated  Meeting 

SHOCK 

RICHARD  LILLEHEI,  M.D. 

University  of  Minnesota  Medical  School 


March  18,  1 969/ for  five  sessions 

8:30  p.m.,  Tuesdays 

The  American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  NEWER  PSYCHOBIOLOGY:  SOME 
APPLICATIONS  IN  MEDICAL  PRACTICE 

CREDIT:  C-l 


TUESDAY— MARCH  18 

8:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Blumenthal  Auditorium 
The  Mount  Sinai  Hospital 
Fifth  Avenue  at  99th  Street 

Annual  Arthur  Master  Lecture 

CARDIAC  TRANSPLANTATION  IN 
MAN:  ITS  THERAPEUTIC  AND 
OTHER  IMPORTANCE 

DENTON  A.  COOLEY,  M.D. 

Baylor  University  College  of  Medicine 
Houston,  Texas 


March  19,  1969/ April  23,  1969 

8:00  a. m.— 10:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PSYCHIATRIC  ASPECTS  OF 
GENERAL  PRACTICE  FOR  THE 
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COMMUNITY  PHYSICIAN 

LESLIE  FINE,  M.D.,  DAVID  N.  GRAUBERT,  M.D. 
Maimonides  Medical  Center 

CREDIT:  C-l 


March  7 9,  1969/March  22,  7 969 

9:00  a.m.  - 5:00  p.m.,  Wed.-Fri. 

9:00  a.m.  - 12:00  noon,  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

SURGERY  OF  THE  ESOPHAGUS  AND 
ESOPHAGOGASTRIC  REGION 

ALLAN  E.  KARK,  M.D.  and  Associates 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


WEDNESDAY— MARCH  19 

1 1 :00  a.m. 

Hillside  Hospital 

82-68  164th  Street 
Jamaica 

SUICIDOLOGY 

SEYMOUR  PERLIN,  M.D. 

Johns  Hopkins  Hospital 


March  7 9,  1969/ April  23,  1969 

3:00  p.m.-5:00  p.m.,  Wednesdays 
8:30  p.m.— 10:30  p.m.,  Wednesdays 

Medical  Society  of  the  County  of  Kings, 

Brooklyn  Psychiatric  Society,  and 
Kings  County  Chapter  of  AAGP 

PSYCHIATRIC  SEMINARS  FOR  THE 
PRIVATE  PRACTITIONER 

1.  Clinical  Workshop 

MATTHEW  BRODY,  M.D.,  ABBOTT  LIPPMAN,  M.D., 
BERNARD  SHULMAN,  M.D. 

2.  Racial  Problems  in  Medical  Practice 

HAROLD  BERSON,  M.D.,  ALEXANDER  LEVINE,  M.D. 

3.  Psychosexual  Problems  in  General 
Practice 

WILLIAM  KAPULER,  M.D., 

ABRAHAM  PERLSTEIN,  M.D. 

4.  General  Psychiatric  Problems  of 
Private  Practice 

JULIUS  BUCHWALD,  M.D.,  ELMA  COMER,  M.D., 
EDWARD  KENT,  M.D.,  HAYMOND  NADELL,  M.D., 
HARRY  PERLOWITZ,  M.D.,  EDWARD  PINNEY,  Jr., 
M.D.,  ADELE  STREESEMAN,  M.D.,  SIDNEY 
TAMARIN,  M.D.,  GEORGE  TRAIN,  M.D. 


5.  Psychedelic  Drugs  and  Adolescent 
Problems 

MORRIS  BROZOVSKY,  M.D.,  JOSEPH  HABER,  M.D., 
HAROLD  KLEIN,  M.D. 

6.  Pharmacological  Approach  to 
Emotional  Problems 

WILFRED  DORFMAN,  M.D.,  PASQUALE 
LOTESTA,  M.D.,  JAMES  RAPPA,  M.D. 

7.  Emotional  Problems  of  Medicaid 
Patients 

LEWIS  GLICKMAN,  M.D.,  MILTON  KURIAN,  M.D. 

8.  Sexual  Revolution  and  Medical  Practice 

MORTON  M.  GOLDEN,  M.D. 

CREDIT:  C-l 

12  hours  of  Category  1 AAGP 
Please  write  to:  Training  Program 
Director,  MORTON  M.  GOLDEN,  M.D.,  36 
Grace  Court,  Brooklyn  N.Y.  11201 


WEDNESDAY— MARCH 

3:30  p.m. 

19 

French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

Clinical  Management  of  Cancer 

G.  U.  CANCER 

RICHARD  AMELAR,  M.D. 
CREDIT:  C-l 

4:00  p.m.-5:00  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue,  Brooklyn 

CHEMICAL  NATURE  OF  THE  BINDING 
SITES  OF  ANTIBODY  MOLECULES 

DAVID  PRESSMAN,  M.D 

8:00  p.m. 

Italian  Hospital  Staff  Conference 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
106th  Street  and  Fifth  Avenue 

Case  Presentation  of: 

OPHTHALMOLOGICAL  DIAGNOSIS  OF 
CRANIAL  VASCULAR  DISEASE 

MILES  A.  GALIN,  M.D. 
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800  p.m.— 10:00  p.m. 

The  Mount  Sinai  Hospital,  Department 
of  Hematology 

Blumenthal  Auditorium 
99th  Street  ond  Fifth  Avenue 

Nathan  Rosenthal  Hematology  Seminar 

UNBALANCED  HEMOGLOBIN 
SYNTHESIS  AND  HEMOLYSIS  IN 
THALASSEMIA 

DAVID  G.  NATHAN,  M.D. 

Harvard  Medical  School 
ARTHUR  BANK,  M.D. 

Columbia  University  P & S 

Moderator 

PAUL  A.  MARKS,  M.D. 

Columbia  University  P & S 


March  20,  1969  and  March  27,  1969 

10:00  a. m.— 12:00  noon,  Thursdays 

Teachers  College  and  the  School  of  Public 
Health  and  Administrative  Medicine  of 
Columbia  University 

Lenox  Hill  Hospital 
1086  Lexington  Avenue 
Achelis  Building,  Room  8 

March  20 

Panel  of  N.Y.C.  District  Coordinators 
for  Family  Living,  Including  Sex  Educa- 
tion Curriculum — Review  of  the 
program  in  practice.  Role  of  School 
Physicians  in  Referral  and  Counseling 
M.  FITZGERALD,  M.D. 

March  27 

Sex  Education  in  the  Home;  Language 
and  Sex  Education 

J.  L.  MALFETTI,  M.D.,  L.  Q.  CRAWLEY,  M.D. 

CREDIT:  C-l 

' 

I 

, THURSDAY— MARCH  20 

8:00  p.m. 

I 

The  Dermatological  Society  of  Greater 
1 New  York 

I 2 East  103rd  Street 

PATHOLOGY  OF  THE 
CONNECTIVE  TISSUE 

DR.  RAUL  FLEISCHMAJER,  Chairman 
Hahnemann  Medical  College 


March  24,  1 969/March  28,  1969 

9:00  a. m.— 5:00  p.m.,  Mon.-Fri. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

GASTROENTEROLOGY 

HENRY  D.  JANOWITZ,  M.D.  and  Associates 

FEE:  $100  CREDIT:  C-l 


MONDAY— MARCH  24 

4:30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

RECONSTRUCTIVE  PROCEDURES  FOR 
MEDIAN  NERVE  PALSY 

J.  WILLIAM  LITTLER,  M.D. 


March  24,  1969/June  9,  1969 

5:00  p.m.— 6:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

DIFFERENTIAL  DIAGNOSIS  IN 
RADIOLOGY  OF  THE  CHEST 

COLEMAN  B.  RABIN,  M.D. 

BERNARD  S.  WOLF,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


MONDAY— MARCH  24 

8:30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

Pediatric  Lecture 

CONGENITAL  DYSLEXIA 
A DEVELOPMENTAL  VIEWPOINT 

LAWRENCE  T.  TAFT,  M.D. 

Albert  Einstein  College  of  Medicine 


March  26,  1969/March  28,  1969 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 
with  New  York  State  and  New  York 
City  Departments  of  Health 

21  Audubon  Avenue 

COMPREHENSIVE  HEALTH  PLANNING 
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WEDNESDAY— MARCH  26 

4:00  p.m.-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue,  Flushing 
Pediatric  Guest  Lecture 

HYPOGLYCEMIA— NEWBORN  PERIOD 

JOHN  C.  SINCLAIR,  M.D. 

Columbia-Presbyterian  Hospital 


8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

GUILLAUME  DUPUYTREN:  HIS 
CHARACTER  AND  CONTRIBUTIONS 

ROBERT  M.  GOLDWYN,  M.D. 

Harvard  Medical  School 


8:30  p.m. 

Association  for  the  Advancement 
of  Psychoanalysis 

2 East  103rd  Street 

THE  MEETING  OF  THE  INNER  AND 
THE  EXTERNAL  WORLD:  IN 
SCHIZOPHRENIA,  EVERYDAY  LIFE 
AND  CREATIVITY 

SILVANO  ARIETI,  M.D. 

New  York  Medical  College 


THURSDAY— MARCH  27 

9:00  a.m.-10:00  a.m. 

New  York  Infirmary 

Toscanini  Conference  Room,  3rd  floor 
Stuyvesant  Square  East  and  15th  Street 

RECENT  ADVANCES  IN  THERAPY  FOR 
BREAST  CANCER 

ALFRED  A.  FRACCHIA,  M.D. 

Memorial  Hospital 


9:30  a.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

ALCOHOLISM 

NED  BARON,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 
CREDIT:  C-1 


8:30  p.m. 

New  York  Ontoanalytic  Association 

2 East  63 

IS  PSYCHOANALYTICAL  LANGUAGE 
OBSOLETE  IN  OUR  TIMES? 

LOUIS  E.  DE  ROSIS,  M.D. 

THOMAS  S.  LANGNER,  M.D. 

HERBERT  HOLT,  M.D. 

ANDREW  K.  BERNATH,  M.D. 


ALBANY  AREA 


March  20,  7969  and  March  27,  7969 

Albany  Medical  College  Department 
of  Postgraduate  Medicine 

Huyck  Auditorium 
Teaching  Days 

March  20 

Pediatrics — Infectious  Diseases 

March  27 

Neurosurgery 

CREDIT:  C-1  FEE:  $20  each  course 


BUFFALO  AREA 


FRIDAY— MARCH  21 

State  University  of  New  York  at  Buffalo 
School  of  Medicine,  Department  of 
Pediatrics 

Hotel  Stuyvesant 
Star-Lit  Terrace 

8:15  a m.  Registration 

1.  Introduction.  Detection  of  Heart 
Disease  in  the  Newborn 

EDWARD  C.  LAMBERT,  M.D. 

2.  Clinical  Guide  to  Diagnosis  of 
Congenital  Heart  Disease 

RICHARD  D.  ROWE,  M.D. 

Johns  Hopkins  University  School  of  Medicine 

3.  Laboratory  Diagnosis  of  Congenital 
Heart  Disease 

PETER  VLAD,  M.D. 

4.  Syndrome  with  Heart  Diseases 

HENRY  R.  WAGNER,  M.D. 

5.  Innocent  Heart  Murmurs 

DR.  VLAD 

6.  Rheumatic  Fever 

CHARLOTTE  FERENCZ,  M.D. 
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7.  Medical  Management  of  Heart 
Disease 

DR.  LAMBERT 

8.  Heart  Failure 

DR.  WAGNER 

9.  Surgical  Management  of  Congenital 
Heart  Disease 

SAMBAMURTHY  SUBRAMANIAN,  M.B. 

10.  Panel  Discussion.  Questions  and 
Answers  with  the  above  speakers 

CREDIT:  C-l  FEE:  $30 


March  26,  1969  & March  27,  1969 

State  University  of  New  York  at  Buffalo 
School  of  Medicine,  Department  of 
Obstetrics  and  Gynecology 

Hotel  Stuyvesant 
Star-Lit  Terroce 

8:15  a.m.  Registration 

1.  Applied  Genetics  in  Gynecology  and 
Obstetrics 

VINCENT  J.  CAPRARO,  M.D. 

2.  Viral  Diseases  as  They  Relate  to 
Obstetrics 

E.  PETER  ISAACSON,  M.D. 

3.  Mind  over  Menses 

MORRIS  UNHER,  M.D. 

4.  Observations  in  Culdoscopy  and 
Hysterosalpingography 

RONALD  E.  BATT,  M.D. 

5.  Discussion.  Questions  and  Answers 

CLAYTON  T.  BEECHAM,  M.D. 

The  Geisinger  Medical  Center 
Danville,  Pennsylvania 

Afternoon  Session 

1.  Present  Status  of  Intrauterine 
Transfusion 

KENNETH  R.  NISWANDER,  M.D. 

2.  Counseling  in  Gynecologic  Practice 

DR.  UNHER 

3.  Breast  Problems  in  Adolescence  and 
Childhood 

DR.  CAPRARO 

4.  Common  Sense  Management  of 
Infected  Abortion 

MAURICE  R.  DEWEY,  M.D. 

5.  Discussion.  Questions  and  Answers 
DR.  BEECHAM 


Thursday  morning 

1.  Five  Years  Experience  with  the  Loop 
at  Planned  Parenthood  Center 

JACK  LIPPES,  M.D. 

2.  A Follow-Up  of  Patients  Who  Have 
Had  Therapeutic  Abortion 

DR.  NISWANDER 

3.  What  Happened  to  the  Incompetent 
Cervical  Os? 

CARMELO  S.  ARMENIA,  M.D. 

4.  Urinary  Estriol  Significance  in 
Obstetrics 

NORMAN  G.  COUREY,  M.D. 

5.  Discussion.  Questions  and  Answers 

DR.  BEECHAM 

Thursday  Afternoon 

1.  The  Choice  of  Operation  for  Genital 
Prolapse 

DAVID  H.  NICHOLS,  M.D. 

2.  Changing  Patterns  in  Gynecologic 
Cancer 

JOHN  B.  GRAHAM,  M.D. 

3.  Prophylactic  Oophorectomy — Pros  and 
Cons 

CLYDE  L.  RANDALL,  M.D. 

4.  Discussion.  Questions  and  Answers 

DR.  BEECHAM 

CREDIT:  C-1  FEE:  $60 


NASSAU  COUNTY 


March  19,  1969  and  March  26,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

COMMON  PROBLEMS  OF  THE 
NEONATAL  PERIOD 

March  19 

Prenatal  Diagnosis  of  Postnatal 
Conditions 

GERALD  ENTE,  M.D. 

March  26 

Concept  of  I.C.U.  Premature  Unit  with 
Equipment  Demonstration  and 
New  Techniques 

NEIL  M.  PALLADINO,  M.D. 
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March  20,  1969  and  March  27,  1969 

11:30  a.m.,  Thursdays 
Meadowbrook  Hospital 
East  Meadow 

Pediatric  Conferences 

March  20 

Sickle  Cell  Anemia 

JANET  R.  WATSON,  M.D. 

Downstate  Medical  Center 

March  27 

Juvenile  Rheumatoid  Arthritis 

ALBERT  W.  GROKOEST,  M.D. 

Columbia  University  P & S 


WEDNESDAY— MARCH  26 

1 1 :00  a.m. 

North  Shore  and  Long  Island  Jewish 
Hospitals,  Departments  of  Obstetrics  and 
Gynecology 

270-05  76th  Avenue 
New  Hyde  Park 

RAPE 

JAMES  L.  BREEN,  M.D. 

New  Jersey  College  of  Medicine 


SYRACUSE  AREA 


THURSDAY— MARCH  27 

9:00  a.m.  Registration 

State  University  of  New  York  at  Syracuse 

Upstate  Medical  Center 
750  East  Adams  Street 

5th  Annual  Postgraduate  Course 
on  School  Health  Problems 

Upstate  Medical  Center  and  New 
York  State  Assn,  of  School  Physicians 

1.  Relationships  of  School  Health  Services 
to  Neighborhood  Health  Centers 

JOHN  W.  WOOD,  M.D. 

Neighborhood  Health  Center,  Syracuse 

2.  Film  “Looking  at  Children”  Metropolitan 
Life  Insurance  Company 

3.  The  Abused  Child  and  the  School 

C.  GEORGE  MURDOCK,  M.D. 

Syracuse  Public  Schools 

4.  Can  A School  Doctor  Cure  Our 
Educational  Ills? 

WILLIAM  W.  WAYSON,  Ph.D. 

Croton  School,  Syracuse 


Afternoon  Session 

1 . Relationships  of  School  Health  Services 
to  Health  Education 

JOHN  S.  SINACORE,  Ed.D. 

Bureau  of  Health  Education,  N.Y.S. 

Department  of  Education 

2.  Panel  Discussion  of  Current  Problems 
in  School  Health  and  Summary  of 
Recent  Activities  of  New  York  State 
Association  of  School  Physicians  and  the 
School  Health  Committee  of  the  Medical 
Society  of  the  State  of  New  York 

C.  GEORGE  MURDOCK,  M.D.,  Moderator 
JEAN  C.  SMITH,  M.D. 

School  Health  Service,  Chenango  Bridge 

PHYLLIS  E.  SAMSON,  B.S. 

School  Nurse-Teachers,  Syracuse 

CREDIT:  C-l  FEE:  $10 


RADIO  IN  NEW  YORK  CITY 

Monday  7:05  a.m.:  Fridays  7:05  a.m.  & 9:50  p.m. 

National  Science  Network 

Radio  Station  WNCN  104.3  FM 

MEDICAL  WEEK  AND  DOCTORS  NEWS 
REPORT 

A radio  program  designed  and  written  specifically 
for  physicians.  It  includes  a concise  summary  of 
the  latest  news  from  the  world  of  medicine  and 
advance  listings  of  the  time  and  place  of 
medical  meetings  in  the  metropolitan  area.  It  is 
presented  in  the  morning  and  evening  every  Friday, 
and  repeated  the  following  Monday  morning. 

10  minutes  each  program. 


March  17,  1969  and  March  28,  1969 

12:00  noon-1 :00  p.m.,  Mondays 

Albany  Medical  College  of  Union  University 

Station  WRVR-FM  106.7  me. 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS  IN  NEW  YORK  CITY 

March  17 

Radiotherapy  and  Oral  Cancer 

ISADORE  LAMPE,  M.D. 

University  of  Michigan  Medical  School 

March  24 

New  Approaches  to  the  Problem  of 
Carcinoma  of  the  Urinary  Bladder 

MARVIN  WOODRUFF,  M.D. 

Albany  Medical  College 

CREDIT:  C-l  will  be  allowed  if  attendance 

is  recorded  in  a Hospital 
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RADIO  IN  ALBANY  AND 
CANTON,  NEW  YORK 


March  17,  1969 /March  28,  1969 

12:00  noon-1 :00  p.m.,  Mon.-Fri. 

Albany  Medical  College  of  Union 
University 

TWO-WAY  RADIO  CONFERENCES 
FOR  PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me. 
(Tuesdays  only) 

March  17  & 20 

Radiotherapy  and  Oral  Cancer 

ISADORE  IAMPE,  M.D. 

University  of  Michigan  Medical  School 

March  18,  19  & 21 

To  be  announced 

March  24  & 27 

New  Approaches  to  the  Problem  of 
Carcinoma  of  the  Urinary  Bladder 

MARVIN  WOODRUFF,  M.D. 

Albany  Medical  College 

March  25,  26  & 28 

A Common  Clinical  Problem: 
Depression 

BERNARD  BERKOWITZ,  M.D. 

ALAN  M.  KRAFT,  M.D. 

N.  MICHAEL  MURPHY,  M.D. 

JOHN  NILSEN,  M.D. 

Albany  Medical  College 

CREDIT:  C-l  will  be  allowed  if  attendance 

taken  in  Hospital 


DEADLINE  DATES  FOR  1969 
WHAT  GOES  ON 

March  17,  1969  May  1969 

April  15,  1969  June  1969 

May  15,  1969  July  1969 

June  16,  1969  August  1969 

July  15,  1969  September  1969 

August  15,  1969  October  1969 

September  15,  1969  November  1969 

October  15,  1969  December  1969 

Please  send  copy  to  THE  EDITOR,  WHAT  GOES  ON, 
Medical  Society  of  the  State  of  New  York,  750  Third 
Avenue,  New  York,  N.Y.  10017. 


TELEVISION 


March  18,  1969  8 March  25,  7 969 
State  University  of  New  York 

Televised  Continuing  Education  Series 

REPORTS  TO  THE  PHYSICIAN 

Tuesdays,  6:30-7:00  p.m. 

WSKG  Channel  46,  Binghamton;  WNED-TV  Channel 
17,  Buffalo;  WXXI  Channel  21,  Rochester;  WMHT 
Channel  17,  Schenectady;  WCNY  Channel  24,  Syracuse 

Tuesdays,  7:00— 7:30  p.m. 

WNYC-TV  Channel  31,  New  York  City 

CLINICAL  VIROLOGY 
March  18 

Laboratory  Aspects,  Part  I 
March  25 

Laboratory  Aspects,  Part  II 


TELEPHONE  LECTURE 
NETWORK  WESTERN  NEW 
YORK  AND  ERIE  COUNTY,  PA. 


Health  Organization  of  Western  New  York 
March  18 

Differential  Diagnosis  of  Dizziness 

DANIEL  J.  FAHEY,  M.D. 

State  University  of  New  York  at  Buffalo 

March  25 

Sympathetic  Amines  and  Blocking 
Agents  in  the  Management  of 
Cardiovascular  Disorders 

F.  J.  KLOCKE,  M.D. 

State  University  of  New  York  at  Buffalo 

For  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 
Telephone  Lecture  Network 

Health  Organization  of  Western  New  York,  Inc. 

2211  Main  Street,  Buffalo,  N.  Y.  14214 
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PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 

Recent  requests  for  Physcians 

BATH,  N.Y.,  Steuben  County.  General  Surgeon  wanted. 

CONTACT:  JAMES  J.  SANFORD,  M.D.,  Bath,  New  York 

14810.  Tel.  (607)  PR  6-2832. 


ELMIRA,  N.Y.,  Chemung  County.  Need  four  Board 
Eligible  Pediatricians. 

CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  W.  Water 

Street,  Elmira,  N.Y.  14905. 


FULTON,  N.Y.,  Oswego  County.  General  Practitioner 
and  Specialist  in  Urology. 

CONTACT:  EUGENE  W.  ANTHONY,  M.D.,  Fourth  Street, 

Fulton,  N.Y.  13069  or  MR.  LOUIS  C.  BROWN,  Adminis- 
trator, Lee  Memorial  Hospital. 


MAINE,  N.Y.,  Broome  County.  General  Practitioner 
partnership. 

CONTACT:  MORRIS  EBER,  M.D.,  2 Church  Street,  Maine, 

N.Y.  13802.  Tel.  UN  2-3251. 


MARGARETVILLE,  N.Y.,  Delaware  County.  One  or  two 
General  Practitioners  and/or  Specialists  in  Internal 
Medicine.  New  hospital  will  be  completed  in  July 
1969. 

CONTACT:  MR.  RICHARD  E.  ANDERSON,  Administrator, 

Margaretville  Memorial  Hospital,  Margaretville,  New 
York  12455. 


MINEVILLE,  N.Y.,  Essex  County.  Plant  Physician  and 
Surgeon  for  Republic  Steel  Corporation. 


CONTACT:  OSCAR  GREENE,  M.D.,  Mineville,  New  York 

12956.  Tel.  (518)  942-3333  or  MR.  WILLIAM  A. 
BLOMSTRAN,  Dist.  Mgr.,  Republic  Steel  Corporation, 
Port  Henry,  N.Y.  Tel.  (518)  942-6611. 


PORTVILLE,  N.Y.,  Cattaraugus  County.  Internist  and 
Pediatrician  needed  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medi- 

cal Center,  Portville,  N.Y.  14770. 


SENECA  FALLS,  N.Y.,  SENECA  COUNTY.  G.P.,  Internist 
and  Pediatrician. 

CONTACT:  MR.  WAYNE  L.  YEARICK,  Admin.,  Seneca 

Falls  Hospital,  Seneca  Falls,  N.Y.  13148.  Tel.  (315) 
568-9401. 


NEW  YORK  CITY,  N.Y.  Internist-Cardiologist  wanted  by 
insurance  company. 

CONTACT:  DONALD  O.  SCHULTZ,  M.D.,  245  Park 

Avenue,  New  York,  N.Y.  10017.  Tel.  (212)  Mu  7- 
1870. 


BROOKLYN,  N.Y.,  Kings  County.  General  Practice  Asso- 
ciate for  heavy  practice. 

CONTACT:  DR.  KATZ,  Pitkin  Medical  Center,  1746 

Pitkin  Avenue,  Brooklyn,  N.Y.  11212.  Tel.  (212)  342- 
0666. 


NEW  YORK  CITY,  N.Y.  Psychiatrists  and  retired  G.P.'s 
wanted. 

CONTACT:  DANIEL  D.  SPARKS,  M.D.,  Manhattan  State 

Hospital,  Ward's  Island,  N.Y.  10035.  Tel.  (212)  369- 
0500,  ext.  278  or  279. 


BRONXVILLE,  N.Y.,  Westchester  County.  ENT  Associate 
needed. 

CONTACT:  EDWIN  I.  CLEVELAND,  M.D.,  130  Pondfield 

Road,  Bronxville,  N.Y.  10708.  Tel.  (914)  DE  7-1441. 
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Events  Received  after  Deadline 
MONDAY— MARCH  17 

4 : 00  p.m. 

Annual  Alpha  Omega  Alpha  Lecture 

First  Floor  Lecture  Hall,  Basic  Sciences  Bldg. 
Downstate  Medical  Center 
450  Clarkson  Avenue,  Brooklyn 

UROKINASE  AND  PULMONARY 
EMBOLISM 

SOL  SHERRY,  M.D. 

Temple  University  School  of  Medicine 


8:15  p.m. 

Psychoanalytic  Association  of  New  York 

2 East  103rd  Street 
Symposium 

PSYCHOANALYTIC  TREATMENT  OF 
ULCERATIVE  COLITIS 

MELITTA  SPERLING,  M.D.,  Chairman 
Downstate  Medical  Center 

Panel: 

LAWRENCE  DEUTSCH,  M.D. 

IRA  MINTZ,  M.D. 

OTTO  SPERLING,  M.D. 

March  20,  1 969  to  March  27,  1 969 


5:00—6:00  p.m.,  Thursdays 

New  York  Medical  College 

Department  of  Ophthalmology 
Flower  and  Fifth  Avenue  Hospitals 
Fifth  Avenue  and  1 06th  Street 

March  20 

Diagnosis  and  Treatment  of  Vertical 
Muscle  Palsies 

DONALDSON  MANLEY,  M.D. 

Temple  University  School  of  Medicine 

March  27 

Newer  Concepts  of  Ophthalmic 
Plastic  Surgery 

ALSTON  CALLAHAN,  M.D.,  President 
The  Eye  Foundation  Hospital 


March  21,  1 969  and  March  28,  1969 

4:00-5:00  p.m.,  Fridays 

Francis  Delafteld  Hospital 

Columbia  University  P & S 
99  Fort  Washington  Avenue 

March  21 

Polynucleotide  Confirmation  and  the 
Substrate  Specificity  of  Pancreatic 
Ribonuclease 

EDWARD  REICH,  M.D. 

Rockefeller  University 

March  28 

The  Molecular  Basis  of  Immunity 

FELIX  M.  HAUROWITZ,  M.D. 

Indiana  University 


WEDNESDAY— MARCH  26 

2:30  p.m. 

The  Radiological  Society  of 
New  York  Medical  College 

Flower-Fifth  Avenue  Hospitals 
College  Auditorium 
1 249  Fifth  Avenue 

BEGINNING  SOPHISTICATION  IN 
ORGAN  SCANNING 

ALEX  GOTTSCHALK,  M.D. 

University  of  Chicago 


BUFFALO 


March  28,  1969  and  March  29,  1 969 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Norton  Union  Conference  Theater,  Campus 
Spring  Clinical  Days 

MEDICAL  HANGUPS  AND 
HAPPENINGS 

CREDIT:  C-l 
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NEWBURGH 


UTICA 


March  19,  1969  and  March  26,  1969 

1 :30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 

Newburgh 

Visiting  Faculty  Seminars 

March  19 

Experiences  in  Thoracic  Surgery 
in  Elderly  Patients 

RIENTS  VAN  DER  WOUDE,  M.D. 

March  26 

Diagnosis  and  Treatment  of  the 
Myeloproliferative  Diseases 

MARTIN  C.  ROSENTHAL,  M.D. 

Mount  Sinai  College  of  Medicine 

CREDIT:  C-1 


THURSDAY— MARCH  20 

1 : 30  p.m. 

The  Central  New  York 
Academy  of  Medicine 
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Valium  (diazepam)  t.i.d.  and  h.s. 

B.A.  ( cum  laude)...V. P (at  thirty-two)... symbols  that  illuminate  the 
quality  of  a life... the  satisfactions  of  achievement,  as  well  as  its 
price... the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient  — with  no 
demonstrable  pathology  — consider  the  singular  benefits  of  Valium 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  still-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  efiective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hvperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 
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Talwin®  Brand  of  pentazocine  (as  lactate) 
Potent,  non-narcotic  analgesic  for  parenteral  use 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ot  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  at- 
tributable to  the  use  of  Talwin  have  been  seen  in  extensive  reproduc- 
tive studies  in  animals;  however,  like  all  new  drugs,  Talwin  should 
be  given  with  caution  to  pregnant  women.  A large  number  of  patients 
in  labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However, 
as  with  other  strong  analgesics,  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be 
administered  only  with  caution  and  in  low  dosage  to  patients  with 
respiratory  depression  (e  g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 
Dependence  Potential.  Talwin  is  not  classified  as  a narcotic.  It  is 
not  subject  to  narcotic  controls,  based  on  the  results  of  findings  in 
direct  addiction  tests,  substitution  tests  in  morphine  addicts,  and 
single-dose  tests  in  hospitalized  narcotic  addicts  completely  with- 
drawn from  drugs.  It  does  not  substitute  for  morphine  in  subjects 
who  are  physically  dependent  on  morphine  and  does  not  prevent 
withdrawal  symptoms.  Chronic  administration  of  parenteral  Talwin 


was  disliked  by  hospitalized  opiate  addicts.  Talwin  is  a mild  na 
antagonist  and  some  patients  previously  given  a narcotic  fo 
month  or  longer  had  mild  withdrawal  symptoms  when  it  was  rep 
with  Talwin.  After  a short  period  of  adjustment  these  patients  u 
continued  to  take  Talwin.  and  relief  of  pain  was  satisfactory. 


Abrupt  discontinuance  following  excessive  use  of  parenteral  T r 
has  resulted  in  symptoms  such  as  abdominal  cramps,  elevated, 
perature,  rhinorrhea,  restlessness,  anxiety,  and  lacrimation. 
have  occurred  primarily  in  patients  with  a history  of  narcotii 
abuse.  In  prescribing  parenteral  Talwin  for  chronic  use,  partic 
if  the  drug  is  to  be  self-administered,  the  physician  should  taki  ■ 
cautions  to  prevent  increases  in  dose  and  frequency  of  injectif,f:: 
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the  patient  and  to  prevent  the  use  of  the  drug  in  anticipation  o ’ 
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rather  than  for  the  relief  of  pain. 

A,  nvs: 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  |;> 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarelj  »t;. 
administration  of  Talwin  to  patients  receiving  opiates  for  a 
time.  Intolerance  or  untoward  reactions  are  seldom  observed] 
administration  of  Talwin  to  patients  who  have  received  single 
or  who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests . 
not  indicated  that  Talwin  causes  or  increases  renal  or  hepatic,, 
pairment,  the  drug  should  be  administered  with  caution  to  pa  tece 
with  such  impairment.  Extensive  liver  disease  appears  to  predi’t 
to  greater  side  effects  (e  g.,  marked  apprehension,  anxiety,  dizz  I)  lr, 
sleepiness)  from  the  usual  clinical  dose,  and  may  be  the  res  if.. 
decreased  metabolism  of  the  drug  by  the  liver. 


Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  per 
cine)  should  be  used  with  caution  in  patients  with  myocardi 
farction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effe 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  withhe> 
tion  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
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Adverse  Reactions:  The  most  commonly  occurring  reactions  are 
sea,  vertigo  (dizziness  or  lightheadedness),  vomiting,  euphoria. 
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(as  lactate) 

ATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  age+  of  the  patient 


Ann  should  not  be  used  for  patients  with 
sased  intracranial  pressure, 
injury  or  pathologic  brain  conditions 

il  sufficient  experience  is  gained,  it  should  not 
jministered  to  children  under  12  years  of  age. 


, uently  occurring  reactions  are  — respiratory:  respiratory  de- 
on,  dyspnea,  transient  apnea  in  a small  number  of  newborn 
p whose  mothers  received  Talwin  during  labor;  cardiovascular 
Story  depression,  shock,  hypertension;  psychiatric:  alteration 
od  (nervousness,  apprehension,  depression,  floating  feeling), 
is;  gastrointestinal:  constipation,  dry  mouth;  dermatologic  in- 
i'- g local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
ra.  dermatitis  including  pruritus;  others:  urinary  retention,  head- 
• ■ paresthesia,  alterations  in  rate  or  strength  of  uterine  contrac- 
1 buring  labor. 

. r reported  reactions  include  — neuromuscular  and  psychiatric: 
J p tremor,  insomnia,  disorientation,  hallucinations;  gastroin- 
p I:  taste  alteration,  diarrhea  and  cramps;  ophthalmic:  blurred 
L nystagmus,  diplopia,  miosis;  others:  tachycardia,  nodules  and 
; |tion  at  injection  site,  drug  dependency  with  withdrawal  symp- 
i iweakness  or  faintness,  chills,  moderate  transient  eosinophilia, 
i Ic  reactions  including  edema  of  the  face, 
e and  Administration:  Adults.  Excluding  Patients  in  Labor. 
ge  recommended  single  parenteral  dose  is  30  mg.,  by  intra- 
llar.  subcutaneous,  or  intravenous  route:  may  be  repeated 
-I  Ithree  to  four  hours.  Pain  has  been  relieved  in  most  patients 
:i  jot  more  than  three  doses  daily  Infrequently,  selected  patients 
:l  jeceived  single  doses  as  high  as  60  mg  As  with  most  parenteral 
1 when  frequent  daily  injections  are  needed  over  a prolonged 

1,  intramuscular  administration  is  preferable  to  subcutaneous, 
iition,  constant  rotation  of  sites  (e  g . the  upper  outer  quad- 
of  the  buttocks,  midlateral  aspects  of  the  thighs,  and  the 
f areas)  is  recommended. 

: fs  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been 
:ommonly  administered.  An  intravenous  20  mg.  dose  has  given 
bte  pain  relief  to  some  patients  in  labor  when  contractions 
, ie  regular,  and  this  dose  may  be  given  two  or  three  times  at 
5 three-hour  intervals,  as  needed. 

Jen  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
; inder  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand 
* tazocine)  in  this  age  group  is  not  recommended. 


a potent  injectable  analgesic  — 
may  be  used  in  place 
of  morphine,  meperidine 
and  other  narcotics 

Talwin  acts  as  rapidly  as  morphine;  its 
duration  of  action  may  sometimes  be 
less.  Relief  of  pain  with  Talwin  usually 
lasts  three  hours  or  longer. 

Less  constipation  than  with  morphine 
Less  urinary  retention  than  with  morphine 
Less  risk  of  severe  respiratory  depression 
than  with  morphine 
Less  nausea  than  with  meperidine 
Less  vomiting  than  with  meperidine 
Less  diaphoresis  than  with  meperidine 

(For  details  of  Adverse  Reactions  to  Talwin 
see  Brief  Summary,  below.) 

With  Talwin  — no  narcotic  controls 

Talwin  does  not  require  a narcotic  prescription 
or  narcotic  records.  The  World  Health  Organi- 
zation Expert  Committee  on  Dependence-Pro- 
ducing Drugs  concluded  that  “...there  was  no 
need  at  this  time  for  narcotics  control  of  pen- 
tazocine [Talwin]  internationally  or  nationally." 

( WHO  Tech.  Rep.  Ser..  no.  343,  1966,  p.  6.) 

Talwin  relieves  pain  of  all  types  and  all  degrees 
in  acute  and  chronic  disorders. 

86%  of  medical  and  of  surgical  patients  ob- 
tained excellent  to  good  relief  with  Talwin 
30  mg.  administered  parenterally. 


CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with 
soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Means  of  main- 
taining proper  oxygenation  should  be  available  in  case  of  overdosage 
or  respiratory  depression,  and  methylphenidate  (Ritalin®)  should  be 
administered  parenterally.  The  usual  narcotic-antagonists,  such  as 
nalorphine,  are  not  effective  respiratory  stimulants  for  depression 
due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin  (brand  of  penta- 
zocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin  (brand  of 
pentazocine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben 
as  preservative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 
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Costs  only  pennies  per  dose!  Up  to  I7°b  less  than 
other  leading  penicillin  G powders  for  syrup.* 

400,000  units/5  cc.  reconstituted.  Tastes  like  butterscotch- 
caramel  candy.  By  Pfizer — who  first  made  penicillin 
generally  available  for  clinical  practice. 

Pfizerpen.  Easy  to  take.  In  more  ways  than  one. 

Bottles  of  80  cc.  and  150  cc. 

Also  available:  Pfizerpen  Tablets;  200,000,  250,000 
and  400,000  units. 

•Based  on  manufacturers’  published  direct  price  to  retailer  per  single 
bottle  of  80  cc.  (400,000  units/ 5 cc.). 


Pfizerpen 

potassium  penicillin  G 


Pfizerpen 
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oothing 

relief  for 
hair-raising  j 
cough 


enylm 

EXPECTORANT 

Each  fluidounce  contains:  80  mg.  Benadryl (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1 i 10  grain  menthol;  and  5 °'o- alcohol , 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  expectorant  tends  to  inhibit  cough  retie. 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleas 
raspberry  flavor  makes  BENYLIN  expectorant  easy  to  take . 
PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed  , 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre-  j 
scribing  BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS : Side  reactions  may  affect  the  nervous,  gastro-  . 
intestinal,  and  cardiovascular  systems.  Drow siness.  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz„  16  oz„  and  1 gal. 

Parke,  Davis  & Company,  Detroit.  Michigan  48232 
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Ovulen  -21 

Each  tablet  contains  cthynodiol  diacetatc  1 mg  , mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day,”  “bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

Jbe  same  Ovulen  in  the  same  low  dosage. . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jbree  Weeks  On — One  Week  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  knowm  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681-2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  “idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100  000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  ftbromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary' embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives 
hepatic  function:  increased  sulfobromophthalein  and  other  tests;  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X,  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  ami 
decrease  in  T3  uptake  values,  metyrapone  test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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G.D.  Searle  & Cor,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


Ovulen-2Z 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0. 1 mg. 

three  weeks  on... one  week  off 
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DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preserv  ative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml —Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide...  0.15  mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  lOSt  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  Li.d.  or  q.i.d.  Usual  children's  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DQJfOOM 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUEL  LOUD 


INTERNATIONAL  PHARMACEUTICAL  CORP. 

Warrington,  Pennsylvania  18976 
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It’s  (^Mostly Eve’s  Problem 


CYSTITIS  and  other  urinary  tract  infections  ( including 

the  potentially  dangerous  “silent”  bacteriuria ) occur  primarily  in 

women  and  female  children. 

THIOSULFIL  Forte  (sulfamethizole) 

provides  prompt,  effective  control  of  the  uropathogens— and  is  well 
tolerated,  especially  in  long  term  therapy  so  often  required. 

• specific . . . rapid  transport  to  site  of  infection  to  combat  uropathogens 

• short-acting . . . rapid  renal  clearance  to  prevent  buildup  of  toxic 
concentrations 

• lowest  degree  of  acetylation  or  inactivation  of  all  urinary  sulfonamides 
. . . thus,  more  free  agent  available  to  fight  infection 


Other  advantages:  rapid  absorption; 
negligible  penetration  into  red  blood 
cells;  no  loading  or  priming  doses 
required;  noncumulative;  the  most 
soluble  sulfonamide  in  general  use; 
crystalluria  and  hematuria  virtually 
eliminated;  well  tolerated,  rarely  pro- 
ducing side  effects.  When  side  effects 
are  noted,  they  are  transient,  seldom 
requiring  discontinuance  of  therapy. 


Brief  Summary 

INDICATIONS:  Treatment  of  cystitis, 
urethritis,  pyelitis,  pyelonephritis,  and 
prostatitis  due  to  bacterial  infection 
amenable  to  sulfonamide  therapy;  prior  to 
and  following  genitourinary  surgery  and 
instrumentation;  prophylactically,  in 
patients  with  indwelling  catheters, 
ureterostomies,  urinary  stasis,  and  cord 
bladders. 

THIOSULFIL  (sulfamethizole)  has  been 
found  effective  against  the  following 


urinary  tract  pathogens:  Proteus  vulgaris, 
Pseudomonas  aeruginosa,  Escherichia  coli, 

Streptococcus  fecal  is,  Escherichia 
intermedium,  and  Aerobacter  aerogenes. 

In  individual  cases,  sensitivity  of  the 
organisms  may  vary.  Sensitivity  tests, 
preferably  by  the  tube  dilution  method, 
should  be  done  first,  for  guidance  as  to 
alternate  therapy  in  case  THIOSULFIL 
Forte  (sulfamethizole)  does  not  control 
the  infection. 

CONTRAINDICATION:  A history  of 
sulfonamide  sensitivity. 

WARNING:  Because  of  the  high 
solubility  in  body  fluids  of  sulfamethizole 
in  its  free  and  acetyl  forms,  the  hazards  of 
renal  tubule  obstruction  are  minimized. 
The  usual  precautions  generally  exercised 
with  sulfonamides  should,  however,  be 
observed.  In  those  rare  instances  where 
exanthemata,  urticaria,  nausea,  emesis, 
fever,  hemolytic  anemia,  or  significant 
hematuria  are  encountered,  administration 
should  be  discontinued. 


SUGGESTED  DOSAGES:  Suggested 
range  of  dosage— Adults:  1 or  2 tablets 
(0.5  Gm.-l.O  Gm. ) three  or  four  times 
daily. 

An  initial  dosage  of  3 Gm./day  for  two 
weeks  will  usually  bring  the  infection 
under  control.  Where  longer  therapy  is 
necessary,  2 Gm./day  has  been 
successfully  employed.  Patients  with 
incurabie  chronic  infections  may  require 
only  0.5  Gm./day  to  remain  indefinitely 
symptom-free. 

SUPPLIED:  No.  786— Each  tablet 
contains  sulfamethizole  0.5  Gm.  (scored), 
in  bottles  of  100  and  1,000.  ALSO 
available:  No.  914— Suspension— Each 
5 cc.  (teaspoonful)  contains 
sulfamethizole  0.25  Gm.,  in  bottles  of  4 
and  16  fluidounces.  Usual  Dosage— Adults: 
0.5  Gm.  four  times  daily.  Infants:  (up  to 
20  lb. ) 25  to  30  mg.  per  pound  per  day  in 
four  divided  doses.  Children:  (20  to  50 
lb.)  up  to  150  mg.  four  times  daily;  (50  to 
75  lb.)  up  to  300  mg.  four  times  daily; 
(over  75  lb.)  adult  dose. 


an  excellent  first  choice 

Thiosulfil  Forte 

Brand  of 

sulfamethizole  0.5  Gm. 

specific  for  urinary  tract  infections 


AYERST  LABORATORIES 

New  York,  N.Y.  10017  • Montreal,  Canada 


Where  pain  is  part  of  the  problem 

Thiosulfil-A  Forte 

Each  tablet  contains: 

Sulfamethizole  0.5  Gm. 

Phenazopyridine  HC1  50.0  mg. 

Contraindications:  1 ) A history  of  sulfonamide  sensitivity  and 
2)  due  to  the  phenazopyridine  HC1  component,  renal  and 
hepatic  failure,  glomerulonephritis,  and  pyelonephritis  of  preg- 
nancy with  gastrointestinal  disturbances. 

Warning:  See  THIOSULFIL  Forte  (sulfamethizole). 
Suggested  Dosages:  Usual  dosage:  Adults:  2 tablets,  four  times 
daily.  Children  (9  to  12  years):  1 tablet,  four  times  daily. 
Supplied:  No.  783— THIOSULFIL-A  Forte  Tablets— Each 
tablet  contains  sulfamethizole  0.5  Gm.  and  phenazopyridine 
HC1  50.0  mg.,  in  bottles  of  100  and  1,000. 
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Books  Reviewed 


Hereditary  Disorders  of  Erythrocyte  Metab- 
olism. Edited  by  Ernest  Beutler,  M.D. 
Quarto  of  343  pages,  illustrated.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $9.00. 

This  book  is  a compilation  of  lectures  and  the 
subsequent  discussions  held  by  a large  group  of 
physicians,  geneticists,  and  biochemists,  at  the 
City  of  Hope,  Duarte,  California. 

The  symposium  was  hosted,  as  well,  by  Dr. 
Beutler  who  was  able,  obviously,  to  knowledge- 
ably put  this  volume  together.  These  lectures 
were  organized  to  stimulate  workers  in  the  field 
and  further  study  the  hereditary  metabolic  dis- 
orders of  the  erythrocyte.  Advanced  biochem- 
ical methodology  is  presented.  This  is  a com- 
plex field  that  resists  simple  comprehension  and 
this  text  requires  a basic  knowledge  of  the  field. 
Only  with  this  presumption  may  one  appreciate 
the  valuable  information  contained  in  the  book. 

This  book  is  recommended  for  the  geneticist, 
chemist,  and  hematologist.  It  is  also  a refer- 
ence source  to  pointed  metabolic  information 
re  red  cell  metabolism.  Alan  N.  Morrison, 
M.D. 

Ambulatory  Pediatrics.  Edited  by  Morris 
Green,  M.D.,  and  Robert  J.  Haggerty,  M.D. 
Quarto  of  970  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1968.  Cloth,  $22.50. 

This  book  is  different.  It  is  not  the  ordinary 
formal  textbook  on  pediatrics.  It  is  a large  vol- 
ume with  double-columned  pages,  containing 
appropriate  essays  by  117  authors.  The  subject 
matter  includes  a body  of  information  so  all-in- 
clusive that  it  precludes  adequate  review. 

The  eminent  editors  call  it  a new  type  of  pedi- 
atric textbook;  one  that  embodies  pediatric 
knowledge  which  is  most  important  and  interest- 
ing to  those  physicians  and  ancillary  profes- 
sionals who  are  attempting  to  provide  compre- 
hensive health  care  to  children  in  solo,  private 
group  offices,  and  in  community  health  centers. 
The  approach  emphasizes  recognition  of  prob- 
lems early  and  the  application,  as  far  as  it  is  pos- 
sible, of  preventive  measures.  The  usual  de- 
tailed formal  descriptions  of  diseases  and  their 
pathophysiologic  bases  are  abbreviated. 

A discussion  of  the  analysis  and  treatment  of 
symptoms;  of  the  management  of  growth  and 
development;  of  social  problems,  and  of  the  care 
of  children  with  long-term  and  episodic  illnesses 
from  the  standpoint  of  office  and  outpatient 
clinic  care  make  up  most  of  the  book. 

An  article  is  included  which  discusses  the 
proper  use  of  the  telephone  in  pediatric  practice. 
However,  it  fails  to  point  out  the  medicolegal 
hazards  of  the  use  of  this  important  but  frustrat- 
ing instrument. 

In  the  section  on  social  and  on  psychologic 


problems,  the  suggestion  is  made  that  the  pedia- 
trician might  involve  himself  in  the  resolution 
of  these  problems.  Actually  the  urban  pedia- 
trician has  only  time  to  recognize  the  problem 
and  refer.  He  now  finds  it  difficult  for  time  to 
eat,  shave,  and  sleep.  Probably,  when  the  fed- 
erally proposed  millenium  arrives,  things  will  be 
better. 

At  present,  the  mass  health  hysteria  and  the 
undermining  of  the  use  of  common  sense,  caused 
by  the  constant  harping  on  health  matters  by 
the  mass  media,  the  public  health  pundits,  and 
the  eight-hour-a-day  paid  jobs  amateur  health 
professionals,  has  blown  up  the  community’s 
supposed  health  needs  to  senseless  proportions. 

However,  one  cannot  conceive  that  any  pri- 
vate or  health  center  library  could  be  without 
this  book.  Kenneth  Jennings,  M.D. 

Depression:  Clinical,  Experimental,  and 

Theoretical  Aspects.  By  Aaron  T.  Beck, 
M.D.  Octavo  of  370  pages.  New  York,  Hoe- 
ber  Medical  Division,  Harper  & Row,  1967. 
$10.50. 

Aaron  T.  Beck,  M.D.,  is  a psychoanalytically 
trained  psychiatrist  and  an  associate  professor  of 
psychiatry  at  the  medical  school  of  the  Univer- 
sity of  Pennsylvania.  His  book  contains  a 
critical  evaluation  of  the  literature  on  depres- 
sion. He  refines  the  concept  and  correlates  it 
with  his  discovery  of  “masochistic  dreams”  in 
depressed  patients  and  the  cognitive  thinking  in 
depressed  patients.  From  research-based  work, 
he  has  developed  a theory  and  psychothera- 
peutic treatment  of  depression. 

While  Beck  has  found  incomprehensible 
Freud’s  formulations  for  depression,  and  he  has 
not  clarified  the  relation  between  psychotic  and 
mild  depression  nor  eliminated  the  possibility  of 
“transference”  cures  in  his  cases,  these  objec- 
tions do  not  detract  from  the  positive  contribu- 
tion to  psychiatry  that  this  book  represents. 
It  is  recommended  for  every  psychiatrist  who 
treats  depressed  patients.  Edward  L.  Pinney, 
Jr.,  M.D. 

Progress  in  Gastroenterology.  Volume  I. 

Edited  by  George  B.  Jerzy  Glass,  M.D.  Quarto 
of  520  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1968.  Cloth,  $29.50. 

This  first  volume  is  edited  authoritatively.  It 
contains  20  papers  by  32  authors.  All  are  ex- 
perienced in  their  particular  field.  There  is 
special  emphasis  on  the  stomach  with  additional 
coverage  of  the  esophagus,  small  intestine,  colon, 
and  pancreas.  A special  section  is  devoted  to 
angiography  in  diseases  of  the  gastrointestinal 
tract. 

continued  on  page  764 
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privilege  —Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88 — 
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Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  1 2 hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  of  drowsiness. 
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This  work  is  not  presented  as  an  all-inclusive 
textbook  of  gastroenterology.  Specific  subjects 
have  been  selected  which  essentially  represent 
recent  advances  in  this  field.  These  include 
both  clinical  and  technical  contributions  in 
gastric  chemistry,  diagnostic  cytology,  physi- 
ology, pathology,  gastrophotography  and  cine- 
gastroscopy,  electron  microscopy  of  the  gastric 
mucosa,  radiologic  features  and  immune  mecha- 
nisms in  colitis.  It  is  a textbook  covering  basic 
science  and  selected  entities  in  gastroenterology. 

For  physicians  particularly  interested  in  gas- 
troenterology, this  volume  is  highly  recom- 
mended. It  affords  an  excellent  opportunity  to 
become  abreast  with  recent  progress  in  gastro- 
enterology. Milton  J.  Matzner,  M.D. 

Current  Concepts  in  Breast  Cancer,  Edited 
by  Albert  Segaloff,  M.D.,  Kenneth  K.  Meyer, 

M. D.,  and  Selma  DeBakey,  B.A.  Octavo  of 
377  pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1967.  Cloth,  $16.50. 

Current  Concepts  in  Breast  Cancer  is  a record 
of  the  proceedings  of  the  symposium  on  breast 
cancer  held  July,  1966,  at  the  Ochsner  Medical 
Center,  New  Orleans,  Louisiana.  Thirty-five 
participants,  each  noted  for  unusual  expertise  in 
an  aspect  of  the  breast  cancer  problem,  partici- 
pated. Five  important  major  relevant  subjects 
were  discussed:  basic  biology,  discriminants, 

responses  to  therapy,  tumor  biology  and  ther- 
apy. 

Like  so  many  discussions  on  cancer,  some  of  the 
material  is  conjectural,  experimental,  or  of  an 
apparently  contradictory  nature.  However, 
the  discussions  are  practical,  frequently  clinical, 
and  of  importance  to  all  those  who  have  a spe- 
cial interest  in  the  theoretical  and  work-a-day 
handling  of  breast  cancer  patients. 

The  book  is  expensive  for  a modest-size  vol- 
ume. This  is  an  example  of  the  inflated  cost  of 
purchasing  volumes  for  one’s  library.  This  is 
not  meant  to  be  a reflection  on  the  value  of  its 
contents.  Mortimer  R.  Camiel,  M.D. 

Testimony  of  Two  Men.  By  Taylor  Cald- 
well. Quarto  of  605  pages.  Garden  City, 

N. Y.,  Doubleday  & Company,  1968.  Cloth, 
$6.95. 

This  major  novel  by  a mature  authoress  has 
emerged  after  five  years.  It  shows  a good  grasp 
of  psychology,  medical  practice,  and  politics. 
A brilliant  persecuted  physician  (“complex  and 
capricious  healer”);  a “laughing  girl  (china 
doll)”  wife;  a brother,  ingratiating  and  cor- 
rupt; his  somber,  innocent,  and  heroic  niece; 
a grandiose  protective  mother;  a young  Johns 
Hopkins  physician  associate;  and  many  others 
are  all  caught  in  the  mire  of  two  powerful  and 
venal  politicians.  She  extols  the  martyrdom  of 
the  elder  modern  early  twentieth  century 


physician  against  nineteenth  century  opposition 
and  ignorance.  This  well-told  narration  with  an 
historical  basis  warrants  perusal  when  a novel  is 
in  order;  the  involved  personalities  are  worthy 
of  study.  Bernard  Seligman,  M.D. 

Perspectives  in  Leukemia.  Edited  by  Wil- 
liam Dameshek,  M.D.,  and  Ray  M.  Dutcher, 
Ph.D.  Quarto  of  302  pages,  illustrated.  New 
York,  Grune  & Stratton,  1968.  Cloth,  $12.50. 

This  book  is  a series  of  papers  presented  under 
the  auspices  of  the  Leukemia  Society  of  America 
at  a symposium  in  New  Orleans  in  December, 
1966.  There  are  19  contributors  in  all,  with  an 
introduction  by  Kenneth  Endicott. 

In  essence,  the  question  of  whether  leukemia  is 
a virus  disease,  is  the  most  important  considera- 
tion. In  the  mouse  it  is  definitely  a virus  and 
establishes  the  possibility  of  cure  by  vaccine. 
But  the  age  old  question  still  remains,  “Is  a man 
a mouse?”.  Secretly,  we  hope  so  for  the  sake  of 
the  leukemias. 

This  book  makes  worthwhile  reading. 
Maurice  Morrison,  M.D. 

Cleft  Palate:  A Multidiscipline  Approach. 

Edited  by  Richard  B.  Stark,  M.D.  Quarto 
of  339  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1968.  Cloth,  $16. 

This  book  presents  views  of  the  St.  Luke’s 
Cleft  Palate  Clinic  staff  concerning  the  man- 
agement of  facial  clefts.  Dr.  Stark  is  at- 
tending surgeon  in  charge  of  plastic  surgery, 
and  director  of  the  Cleft  Palate  Clinic  at  St. 
Luke’s  Hospital  Center.  He  is  eminently 
qualified  by  training,  experience,  and  special 
interest  to  compile  such  a volume.  There  are 
24  chapters,  a bibliography,  and  an  index. 

The  book  has  many  clear  illustrations  and 
is  well  written.  Its  scope  is  comprehensive 
and  it  should  find  an  important  place  in  the 
library  of  each  person  who  is  involved  in  the 
treatment  of  cleft  lip  and  cleft  palate  patients. 
Raymond  Shapiro,  M.D. 

Etiology  and  Prevention  of  Cancer  in  Man.  By 
E.  V.  Cowdry,  M.D.  Quarto  of  420  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1968.  Cloth,  $15. 

The  author,  an  eminent  pathologist,  is 
meticulously  looking  for  immunologic  and 
preventive  measures  and  finding  the  known 
carcinogens  that  lend  themselves  to  preventive 
measures.  The  precise  array  of  figures  and 
the  detailed,  orderly  arrangement  of  material 
by  this  veteran  oncologist  places  it  as  a vital 
textbook  for  this  decade  to  be  used  as  a 
reference  book  in  every  cancer  library. 
Bernard  Seligman,  M.D. 
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Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 -(-  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol (80  micrograms  instead  of  the  usual 
50).  This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it  s the  woman  who  must  accept  her 
oral  contraceptive. 
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CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
ar  disorders,  pulmonary  embolism,  and 
etinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

I Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
t seven-  to  tenfold  increase  in  mortality 
ind  morbidity  due  to  thromboembolic 
liseases  in  women  taking  oral  contracep- 
ives.  In  these  controlled  retrospective 
tudies,  involving  36  reported  deaths  and 
>8  hospitalizations  due  to  “idiopathic” 
hromboembolism,  statistical  evaluation 
ndicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
ignificant. 

The  conclusions  reached  in  the  studies 
re  summarized  in  the  table  below  : 

lOMPARISON  OF  MORTALITY  AND 
IOSPITALIZATION  RATES  DI  E TO 
HROMBOEMBOLIC  DISEASE  IN  USERS  AND 
■ ON USERS  OF  ORAL  CONTRACEPTIVES 
N BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Ora! 
ontracepiives 

1.5/100.000 

3 9/100.000 

47/100.000 

Nonusers 

0.2/100.000 

0 5/100.000 

5/100.000 

No  comparable  studies  are  yet  avail- 
ble  in  the  United  States.  The  British 
ata,  especially  as  they  indicate  the  mag- 
itude  of  the  increased  risk  to  the  in- 
ividual  patient,  cannot  be  directly  ap- 
lied  to  women  in  other  countries  in 
hich  the  incidences  of  spontaneously  oc- 
arring  thromboembolic  disease  may  be 
fferent. 

2.  Discontinue  medication  pending  ex- 
nination  if  there  is  sudden  partial  or 
implete  loss  of  vision,  or  if  there  is  a 
idden  onset  of  proptosis,  diplopia  or  mi- 
aine.  If  examination  reveals  papillede- 
a or  retinal  vascular  lesions,  medication 
,ould  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
les  in  pregnancy  has  not  been  demon- 
fated,  it  is  recommended  that  for  any 
tient  who  has  missed  two  consecutive 
iriods,  pregnancy  should  be  ruled  out 
fore  continuing  the  contraceptive  regi- 
en.  If  the  patient  has  not  adhered  to  the 
jescribed  schedule,  the  possibility  of 
iegnancy  should  be  considered  at  the 
pe  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
ents  in  oral  contraceptives  has  been 
fentified  in  the  milk  of  mothers  receiv- 
g these  drugs.  The  long-range  effect  to 
e nursing  infant  cannot  be  determined 
this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 

Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T3  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 
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For  patients  who  can’t  take  plain  amphetamine 

Desbutal  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride.  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 
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Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
I lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1,000  calories. 
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BRIEF  SUMMARY 

Desoxy n G rad  u m et  “ 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

Desbutal  lOGradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is  I 
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Books  Received 


The  following  books  were  received  during  the  month 
of  February,  1969* 


Clinical  Toxicology  of  Commercial  Prod- 
ucts: Acute  Poisoning.  By  Marion  N. 

Gleason,  M.Sc.,  Robert  E.  Gosselin,  M.D., 
Harold  C.  Hodge,  Ph.D.,  and  Roger  P.  Smith, 
Ph.D.  Third  edition.  Quarto  of  1,428  pages. 
Baltimore,  The  Williams  & Wilkins  Co.,  1969. 
Cloth,  $24.50. 

Textbook  of  Medical  Treatment.  Edited 
by  Sir  Derrick  Dunlop,  M.D.,  Stanley  Alstead, 
M.D.,  and  Alastair  G.  Macgregor,  M.D. 
Eleventh  edition.  Quarto  of  720  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone  Ltd., 
(Baltimore,  The  Williams  & Wilkins  Company), 

1968.  Cloth,  $13. 

The  Physician  and  the  Law.  By  Rowland 
H.  Long,  LL.M.  Third  edition.  Octavo  of 
433  pages.  New  York,  Appleton-Century- 
Crofts,  1968.  Cloth,  $9.50. 

Progress  in  Neurology  and  Psychiatry. 
Volume  XXIII.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  629  pages.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $26.50. 

Legal  Implications  of  Emergency  Care. 

By  Neil  L.  Chayet,  LL.B.  Octavo  of  342 
pages.  New  York,  Appleton-Century-Crofts, 

1969.  Cloth,  $6.95. 

Modern  Fertility  Guide:  Practical  Advice 

for  the  Childless  Couple.  By  Marie  Pichel 
Warner,  M.D.  Octavo  of  244  pages,  illustrated. 
New  York,  Funk  & Wagnalls,  1968.  Cloth, 
$5.95. 

Cooking  for  your  Celiac  Child.  By  Char- 
lotte Baum  Sheedy  and  Norman  Keifetz. 
Octavo  of  244  pages.  New  York,  The  Dial 
Press  Inc.,  1969.  Cloth,  $5.95. 

What  You  Can  Do  About  Cancer.  By 

Joseph  C.  Maroon,  M.D.  Octavo  of  194 
pages,  illustrated.  Garden  City,  N.Y.,  Double- 
day & Company,  Inc.,  1969.  Cloth,  $5.95. 

Water  and  Electrolyte  Metabolism  and 
Acid-Base  Balance.  By  Edward  Muntwyler, 
Ph.D.  Quarto  of  169  pages,  illustrated.  St. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 
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Louis,  The  C.  V.  Mosby  Company,  1968. 
Paper,  $5.85. 

Medical  Stamps.  Volume  3.  Edited  by 
E.  Willis  Hainlen,  M.D.  Octavo  of  87  pages, 
illustrated.  Milwaukee,  American  Topical  As- 
sociation, Inc.,  1968.  Paper,  $5.00.  (Hand- 
book No.  63) 

Drugs  in  Current  Use  and  New  Drugs — 

1969.  Edited  by  Walter  Modell,  M.D.  Octavo 
of  201  pages.  New  York,  Springer  Publishing 
Company,  Inc.,  1969.  Paper,  $3.25. 

Scientific  Writing.  By  LesterS.  King,  M.D., 
and  Charles  G.  Roland,  M.D.  Duodecimo 
of  132  pages,  illustrated.  Chicago,  American 
Medical  Association,  1968.  Paper,  $1.00. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  un- 
related diseases  as  TB,  leukemia, 
pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applica- 
tor as  the  first  step  in  differential 
diagnosis  and  as  a routine  step  in 
physical  examinations  for  the  perma- 
nent records  of  your  patients. 


Clinical  Obstetrics  and  Gynecology. 
Volume  11  Number  4.  December  1968. 
Cumulative  Index  1966-1968.  Heart 
Disease  in  Pregnancy.  Edited  by  George 
Schaefer,  M.D.  Evaluation  of  Fetal  En- 
vironment. Edited  by  Allan  B.  Weingold, 
M.D.  Octavo.  Illustrated.  New  York,  Hoe- 
ber  Medical  Division,  Harper  & Row,  Pub- 
lishers, 1968.  Published  quarterly  (four  num- 
bers a year).  Cloth,  $18  per  year. 


HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactionsare  rare, 
but  may  occur.  Vesiculation,  ulceration  or 
necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used 
with  caution  in  patients  known  to  be  aller- 
gic to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

lederle  laboratories 

A Division  of  American  Cyanamid 

Company,  Pearl  River,  New  York 

473-9 


Allergy  in  U.S. 


Of  the  total  population  of  the  United  States,  5 
per  cent  are  said  to  be  allergic  to  penicillin 
alone,  while  an  increasing  number  are  becoming 
allergic  to  detergents,  cosmetics,  plastics,  and 

other  new  drugs. 


Each  Cough  Calmer ' M contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7 5 mg 
A H Robins  Company,  Richmond,  Virginia  23220 
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Book  Notes 


Anatomy  for  Surgeons:  Volume  1,  the 

Head  and  Neck.  By  W.  Henry  Hollinshead, 
Ph.D.  Second  edition.  Quarto  of  619  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1968.  Cloth, 
$20. 

This  second  edition  attempts  to  present,  as  did 
the  first  edition,  anatomic  facts  and  concepts 
concerning  the  head  and  neck  that  are  of  par- 
ticular interest  to  the  surgeon.  It  is  not  in- 
tended to  be  a complete  descriptive  anatomy, 
but,  rather,  to  serve  both  as  a ready  reference  in 
which  the  surgeon  can  find  general  descriptions 
and  as  a review  of  anatomic  details  not  other- 
wise readily  available  to  him  without  wide  read- 
ing outside  his  own  special  field. 

While  no  attempt  has  been  made  to  describe 
the  indications  for,  or  detailed  technic  of,  specific 
operations,  accounts  of  the  anatomic  and 
physiologic  details  underlying  specific  surgical 
procedures  have  been  given  throughout. 

Entirely  new  to  this  volume  is  the  descrip- 
tion of  the  skeletal  anatomy  of  the  calvaria, 
cranial  fossae,  facial  skeleton,  mandible,  and 
bony  palate.  In  all  of  the  chapters,  numerous 
minor  revisions  have  been  made  to  incorporate 
up-to-date  clinical  findings  and  applications 
where  appropriate. 

Science  and  Psychoanalysis.  Volume  XII. 
Animal  and  Human.  Edited  by  Jules  H. 
Masserman,  M.D.  Octavo  of  277  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1968. 
Cloth,  $12.75. 

This  book  explores  the  comparative  value  of 
feral  observations  and  animal  experiment 
studies  in  relation  to  their  significance  with  re- 
gard to  “normal”  human  conduct,  its  vicis- 
situdes and  variations,  and  the  indissolubly 
concurrent  “biologic”  and  “psychologic” — 
somatopsychic,  or  better,  biodynamic — - 
rationale  for  treating  deviations  that  may  be 
termed  “neurotic”  or  “psychotic.” 

The  text  is  divided  into  four  parts:  Develop- 

ment; Ethologic  and  Experimental  Studies; 
Human  Correlations;  and  Clinical  Considera- 
tions. Many  graphs,  tables,  and  illustrations 
supplement  the  text  and  reference  lists  are  in- 
cluded at  the  end  of  each  chapter. 

Science  and  Psychoanalysis.  Volume  XIII. 
The  Dynamics  of  Dissent.  Edited  by  Jules 
H.  Masserman,  M.D.  Octavo  of  176  pages. 
New  York,  Grune  & Stratton,  1968.  Cloth, 
$8. 

This  book  is  concerned  with  man’s  rational  or 
irrational  rebellions  against  physical,  social,  and 
philosophic  duress.  As  the  editor  points  out, 


whenever  we  apprehend  major  threats  to  our 
physical  well-being,  or  to  the  cultural-political 
alliances  we  consider  necessary  to  our  social 
security,  or  to  our  cherished  philosophic- 
theologic  faiths,  we  progressively  express  “dis- 
sent,” act  in  “protest,”  and,  if  desperate,  be- 
come “violent.” 

These  are  the  basic  concepts  and  ranges  of 
human  behavior  that  the  contributors  to  this 
volume  explore:  from  a baby’s  first  protest 

against  a hostile  environment,  through  a pa- 
tient’s complaints  about  his  complexes,  to  the 
virulent  distaste  most  people  feel  toward  the 
violence  of  war. 

The  Principles  and  Practice  of  Medicine. 

Edited  by  A.  McGehee  Harvey,  M.D.,  Leighton 
E.  Cluff,  M.D.,  Richard  J.  Johns,  M.D., 
Albert  H.  Owens,  Jr.,  M.D.,  David  Rabinowitz, 
M.D.,  and  Richard  S.  Ross,  M.D.  Seventeenth 
edition.  Quarto  of  1,472  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1968. 
Cloth,  $22.50. 

In  1892  the  first  edition  of  Sir  William  Osier’s 
textbook  was  published  and  in  it  he  covered, 
single-handed,  the  entire  field  of  medicine. 
His  book  was  well  received  both  as  a scientific 
work  and  as  a contribution  to  literature. 

This  new  edition  is  not  a revision  of  Dr. 
Osier’s  great  book.  Nor  is  it  the  product  of  a 
single  author.  Rather,  it  is  the  product  of  a 
single  department  in  which  the  preservation  of  a 
heritage  of  clinical  excellence  has  been  a major 
goal. 

There  are  several  excellent,  comprehensive 
textbooks  on  medicine  already  available.  How- 
ever, the  editors  decided  that  there  was  a need 
for  a different  type  of  textbook,  one  which  would 
complement  the  existent  encyclopedic  texts. 
This  text  emphasizes  clinical  problems  rather 
than  disease  entities.  It  attempts  to  describe 
and  define  the  way  in  which  the  experienced 
physician  approaches  the  solution  and  manage- 
ment of  such  problems. 

Textbook  of  Psychiatry  for  Medical  Prac- 
tice. By  Charles  K.  Hofling,  M.D.  Second 
edition.  Octavo  of  630  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1968. 
Cloth,  $10. 

This  new  edition  reflects  the  principal  advances 
and  new  concerns  of  psychiatry  that  have  de- 
veloped during  the  past  five  years.  There  is  an 
entirely  new  chapter  on  community  psychiatry, 
as  well  as  a new  section  on  family  therapy. 
Also,  the  chapter  on  child  psychiatry  has  been 
rewritten  extensively.  The  questions  of  the 
etiology  of  the  major  psychoses  are  presented 

continued  on  page  776 
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with  due  weight  given  to  both  sociologic  (family) 
theories  and  biochemical  theories. 

The  reading  audience,  for  whom  this  book  is 
intended  primarily,  are  medical  students  and 
practitioners  of  general  medicine  and  nonpsy- 
chiatric specialties. 

The  Neonate  with  Congenital  Heart  Dis- 
ease. By  Richard  D.  Rowe,  M.B.,  and  Ali 
Mehrizi,  M.D.  Major  Problems  in  Clinical 
Pediatrics — Volume  V.  Octavo  of  445  pages 
illustrated.  Philadelphia,  W.  B.  Saunders  Com" 
pany,  1968.  Cloth,  $12.50. 

The  authors  feel  that  there  is  a fairly  wide- 
spread view,  often  regrettably  encouraged  by 
cardiologists  unfamiliar  with  neonatal  pediat- 
rics, that  the  mere  presence  of  heart  disease  in 
an  ill  newborn  suggests  inability  to  survive. 
They  feel  that  the  fallacy  of  this  view  lies  in  the 
fact  that  it  is  only  a partial  truth.  There  can  be 
little  question  that  such  a clinical  picture  usually 
spells  serious  disease,  but  it  does  not  necessarily 
imply  inevitable  disaster. 

This  monograph  is  not  an  encyclopedia  con- 
taining all  possible  presentations  of  congenital 
heart  malformation  in  newborn  infants.  Rather, 
it  is  meant  to  reflect  the  authors’  experience  with 
the  most  regularly  encountered  malformations 
and  to  touch  meaningfully  on  the  most  impor- 
tant of  the  rarer  malformations. 

This  text  should  be  very  helpful  to  those  med- 
ical practitioners  who  have  to  be  concerned  with 
the  care  of  the  very  young. 

Radioactive  Nuclides  in  Medicine  and 
Biology.  By  Solomon  Silver,  M.D.  Third 
edition.  Quarto  of  539  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1968.  Cloth, 
$12.50. 

In  the  six  years  that  have  passed  since  the  previ- 
ous edition,  the  progress  in  what  has  come  to  be 
termed  “nuclear  medicine”  has  been  amazing  and 
encompasses  every  area  of  medicine,  clinical  and 
experimental.  This  text,  as  before,  is  limited  to 
practical  clinical  applications  and  mathematical 
treatments  have  been  reduced  to  a minimum. 

The  author  feels  that  this  volume  may  well 
represent  the  last  attempt  at  a single-authored 
text  in  this  rapidly  expanding  field.  Whether 
this  effort  is  wise  must,  of  course,  be  left  to  the 
reader. 

Today’s  Health  Guide.  Edited  by  W.  W. 
Bauer,  M.D.  Revised  edition.  Quarto  of 
624  pages,  illustrated.  Chicago,  American 
Medical  Association,  1968.  Cloth,  $5. 

Like  the  previous  edition,  this  is  a guide  to  sound 
living  practices  and  a volume  of  general  informa- 
tion about  health  maintenance  and  disease  pre- 
vention. It  is  not  a compendium  of  home  rem- 
edies and  do-it-yourself  medicine  which  char- 
acterized some  “doctor  books”  of  an  earlier 
period.  It  has  been  prepared  by  physicians  and 
other  scientists  highly  qualified  in  their  fields 


and  has  been  reviewed  by  other  authorities  to 
achieve  optimum  scientific  accuracy. 

Proprioceptive  Neuromuscular  Facilita- 
tion. By  Margaret  Knott,  B.S.,  and  Dorothy 
E.  Voss,  B.Ed.  Second  edition.  Quarto  of 
225  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1968.  Cloth,  $9.50. 

More  than  a decade  has  passed  since  the  first 
edition  of  this  work — now  a classic  in  both 
kinesiology  and  treatment — was  published. 
Physical  therapists  who  wish  to  have  clear-cut 
guidelines  on  the  treatment  of  specific  disabilities 
such  as  hemiplegia,  cerebral  palsy,  and  various 
orthopedic  conditions  will  be  disappointed  in 
this  edition.  Treatment  must  be  designed  for 
the  individual  patient,  and  the  design  must  be 
based  on  general  principles  and  an  understand- 
ing of  normal  motor  behavior.  A list  of  “clin- 
ical applications,”  many  of  which  are  case  re- 
ports, have  been  included  in  the  “Suggested 
Readings.”  They  cannot,  however,  provide  a 
recipe  for  the  treatment  of  any  patient. 

The  illustrations  for  the  first  edition  have  been 
retained  with  minor  changes,  and  new  drawings 
of  total  patterns  are  presented. 

Bone.  By  Franklin  C.  McLean,  M.D.,  and 
Marshall  R.  Urist,  M.D.  Third  edition  revised 
and  enlarged.  Octavo  of  314  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press,  1968. 
Cloth,  $8.50. 

In  the  thirteen  years  since  the  first  edition  ap- 
peared, there  has  been  rapid  progress  in  many 
aspects  of  the  subject  matter  of  this  book,  as 
there  has  been  in  most  branches  of  medical 
science.  In  reflecting  this  progress,  the  third 
edition  represents  an  extensive  revision  amount- 
ing, for  the  most  part,  to  a complete  rewriting. 
The  previous  organization,  however,  has  been 
retained,  and  an  entirely  new,  final  chapter  en- 
titled “Evolution  of  Bone”  has  been  added. 

The  contents  of  the  book  have  been  much  ex- 
panded, and  this  has  meant  a material  increase  in 
the  size  of  the  book  and  in  the  number  of  illustra- 
tions. The  subtitle  of  the  book  has  been 
changed  to  “Fundamentals  of  the  Physiology  of 
Skeletal  Tissue,”  which  is  more  descriptive  of  its 
contents. 

The  Lung  and  its  Disorders  in  the  Newborn 
Infant.  By  Mary  Ellen  Avery,  M.D.  Second 
edition.  Major  Problems  in  Clinical  Pedi- 
atrics— Volume  I.  Octavo  of  285  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1968.  Cloth,  $9.50. 

The  purpose  of  the  first  edition  and  now  the 
second  one  is  to  bring  related  material  on  the 
lung  and  its  disorders  in  the  newborn  infant  in 
one  volume  to  serve  the  clinician  and  the  in- 
vestigator, whose  common  aims  are  sometimes 
obscured  by  their  different  approaches.  A new 
chapter  on  “Roentgenographic  Evaluation  of 
the  Chest”  has  been  added.  Also,  many'prob- 
lems  omitted  from  the  first  edition — mediastinal 
masses  is  one  example — -have  been  included. 


776  New  York  State  Journal  of  Medicine  / March  15,  1969 


Medical  Meetings 


Skin  diseases  topic  of  lectures 

The  division  of  dermatology  of  the  Depart- 
ment of  Medicine  of  Downstate  Medical  Center 
is  sponsoring  the  following  lectures  to  be  held  on 
April  2:  9:00  a.m.,  “Occupational  Diseases  of 
the  Skin,”  Gerald  Gellin,  M.D.,  U.S.  Public 
Health  Service;  and  10:00  a.m.,  “RNA- 

Mediated  Pigment  Induction  in  Amelanotic 
Malignant  Melanocytes,”  George  Lipkin,  M.D., 
associate  professor  of  dermatology,  New  York 
University  School  of  Medicine. 

The  meetings  will  be  held  in  the  second  floor 
conference  room,  “F”  Building,  Kings  County 
Hospital,  451  Clarkson  Avenue,  Brooklyn. 

Drug  receptors  and  classification 
topic  of  lecture 

The  Visiting  Professor  Lecture  on  “Drug 
Receptors  and  Drug  Classification”  will  be 
given  by  Heinz  O.  Schild,  professor  and  head 
of  the  Department  of  Pharmacology,  University 
College,  University  of  London,  on  April  21,  at 
4:00  p.m.,  in  the  first  floor  lecture  hall,  Basic 
Sciences  Building,  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brooklyn. 

Augustus  B.  Wadsworth  lecture 
to  be  given  in  Albany 

The  twentieth  Augustus  B.  Wadsworth 
Lecture  is  to  be  given  at  the  Division  of  Lab- 
oratories and  Research,  New  York  State 
Department  of  Health,  Albany,  on  May  15, 
at  8:00  p.m.  Claude  E.  Dolman,  research 
professor  of  bacteriology  and  immunology  at 
the  University  of  British  Columbia,  Vancouver, 
Canada,  is  to  speak  on  “The  Life  and  Work  of 
Theobald  Smith.” 

The  lectureship  was  established  in  1950  by 
the  staff  of  the  Laboratories  and  the  Council 
of  the  New  York  State  Association  of  Public 
Health  Laboratories,  to  honor  Doctor  Wads- 
worth who  was  director  of  the  laboratories 
from  1914  to  1945. 

Seminar  on  contact  lenses 

The  eighth  annual  Advanced  Contact  Lens 
Seminar,  sponsored  by  the  Post-Graduate 
Institute  of  the  New  York  Eye  and  Ear  In- 
firmary, will  be  held  on  May  24.  The  morning 
sessions  will  be  devoted  to  the  discussion  of 
soft  lenses  and  aphakia.  The  afternoon  sessions 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 
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will  cover  methods  of  fitting  lenses  on  persons 
with  keratoconus,  corneal  grafts,  astigmatism, 
and  children. 

Guest  speakers  will  include  the  following: 
Robert  Welsh,  M.D.,  Miami,  Florida;  Herbert 
Gould,  M.D.,  New  York  City;  Richard  Keats, 
M.D.,  Columbus,  Ohio;  Joseph  Bitonte,  tech- 
nician, Columbus,  Ohio;  John  Espy,  M.D., 
New  York  City;  David  S.  Friendly,  M.D., 
Washington,  D.C.;  and  Whitney  G.  Sampson, 
M.D.,  Houston,  Texas. 

Tuition  fee  is  $50  which  includes  luncheon 
and  reception.  Residents  may  attend  without 
charge. 

For  further  information  and  registration 
write  to:  Jane  Stark,  registrar,  Post-Graduate 
Institute,  New  York  Eye  and  Ear  Infirmary, 
310  East  14th  Street,  New  York,  New  York 
10003. 

Annual  health  conference  cancelled 

Cancellation  of  the  1969  session  of  the  Annual 
Health  Conference,  a yearly  meeting  of  State 
and  local  public  health  personnel,  was  an- 
nounced by  Hollis  S.  Ingraham,  M.D.,  New 
Y ork  State  Health  Commissioner. 

Dr.  Ingraham  called  the  cancellation  of  this 
year’s  conference,  which  had  been  scheduled  for 
May  25  through  28  at  Lake  Placid,  “regrettable 
but  necessary.”  He  said  the  officers  of  the 
Annual  Health  Conference  had  recommended 
the  cancellation  to  curtail  travel  expenses 
because  of  the  necessity  to  effect  all  possible 
economies  in  the  operation  of  New  York  State 
this  year. 

Symposium  on  osteoporosis 

The  Metabolic  Endocrine  Laboratory,  divi- 
sion of  medicine,  and  the  division  of  rehabilita- 
tion medicine,  Montefiore  Hospital  and  Medical 
Center,  is  sponsoring  a Symposium  on  Oste- 
oporosis: Advances  in  Physiology,  Pathology, 
and  Therapy  to  be  held  on  June  25  and  26. 

For  further  information  contact:  Nat  Sam- 
off,  education  coordinator,  division  of  re- 
habilitation medicine,  Montefiore  Hospital  and 
Medical  Center,  111  East  210th  Street,  Bronx, 
New  York  10467. 

Course  on  research  instrumentation  offered 

A three-week  summer  course  in  Research 
Instrumentation  will  be  conducted  at  Poly- 
technic Institute  of  Brooklyn  for  educators. 


engineers,  medical  research  workers,  and  sci- 
entists from  all  technical  fields  who  need  working 
knowledge  of  electronic  instrumentation  as 
applied  to  problems  in  research. 

The  course  will  be  held  from  July  19  through 
August  9 on  the  Polytechnic  Institute  campus 
at  333  Jay  Street,  Brooklyn.  The  course  is 
supported  in  part  by  the  National  Science 
Foundation  under  its  college  teacher  programs. 
There  are  no  specific  prerequisites  beyond  a 
basic  understanding  of  college  physics. 

Applicants  should  register  at  the  earliest 
possible  date.  The  closing  date  for  considera- 
tion of  applications  for  support  from  the 
National  Science  Foundation  is  April  1. 

For  further  information  contact:  Professor 

Kenneth  Jolls,  office  of  special  programs,  Poly- 
technic Institute  of  Brooklyn,  333  Jay  Street, 
Brooklyn,  New  York  11201. 


Immunological  research  and  diagnosis 
topic  of  course 

The  Center  for  Immunology,  State  University 
of  New  York  at  Buffalo,  will  present  a three- 
week  course  on  current  methods  of  immuno- 
logical research  and  diagnosis  from  July  21 
through  August  8.  It  will  consist  of  practical 
laboratory  exercises  supplemented  by  dem- 
onstrations, lectures,  and  discussions  designed 
to  provide  the  participant  with  a survey  of 
presently  available  methodology  and  insight 
into  the  underlying  immunological  principles. 
The  following  topics  will  be  included:  antigen 
preparation  methods,  gel  diffusion  precipitation, 
passive  agglutination,  immunofluorescence, 
mixed  agglutination,  complement  levels,  com- 
plement fixation,  localized  hemolysis  in  gel, 
blood  group  determination  and  compatibility 
testing,  immediate  hypersensitivity,  delayed 
hypersensitivity,  transplantation,  and  tissue 
typing. 

To  give  maximum  opportunity  for  individual 
instruction,  attendance  will  be  limited  to  20 
participants.  The  course  will  be  held  on  the 
campus  of  the  State  University  of  New  York 
at  Buffalo.  Tuition  is  $300.  Limited  fellow- 
ship support  can  be  provided  to  applicants  in 
financial  need.  The  course  is  supported  in 
part  by  a grant  from  the  World  Health  Or- 
ganization. 

For  further  information  and  registration 
write  to:  Professor  N.  R.  Rose,  Center  for 

Immunology,  Room  321,  Sherman  Hall,  State 
University  of  New  York  at  Buffalo,  Buffalo, 
New  York  14214. 
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Month  in 
Washington 


An  F.C.C.  (Federal  Communications  Com- 
mission) proposal  to  ban  cigaret  advertising  on 
radio  and  television  put  the  issue  squarely  before 
Congress  again. 

In  1965,  Congress  outlawed  any  Federal  or 
state  controls  on  cigaret  ads  as  a provision  of  the  i 
legislation  that  made  mandatory  that  cigaret 
packages  carry  the  warning:  “Caution:  Cig- 

aret Smoking  May  be  Hazardous  to  Your 
Health.”  Proponents  of  the  electronic  adver- 
tising ban  contend  that  the  package  warning 
does  not  make  enough  impact. 

Even  before  the  F.C.C.  announcement,  some 
members  of  Congress  were  saying  that  the  pro- 
vision outlawing  Federal  and  state  controls  over 
cigaret  advertising  should  be  allowed  to  expire 
on  June  3.  However,  congressional  reaction  to 
the  F.C.C.  ruling  was  mixed. 

The  American  Medical  Association’s  House  of 
Delegates,  at  its  meeting  in  Miami  Beach  last 
December,  declined  to  approve  a resolution 
condemning  cigaret  advertising  on  television. 
Instead,  it  adopted  a resolution  urging  that 
AMA  members  “play  a major  role  against 
cigaret  smoking  by  personal  example  and  by 
advice  regarding  the  health  hazards  of  smok- 
ing.” The  adopted  resolution  also  made  it 
Association  policy  that  the  AMA  “discourage 
smoking  by  means  of  public  pronouncements 
and  educational  programs”  and  “take  a strong 
stand  against  smoking  by  every  means  at  its 
command.” 

Anticipating  censorship  charges,  which 
came  promptly  from  the  tobacco  and  broad- 
casting industries  and  some  members  of  Con- 
gress, the  F.C.C.  said  in  announcing  its  pro- 
posal: 

We  believe  that  in  the  case  of  such  a threat 
to  public  health,  the  authority  to  act  is 
really  a duty  to  act.  We  stress  again  that 
our  action  is  limited  to  the  unique  situation 
and  product;  that  we  are  unaware  of  any  i 
other  product  commercials  calling  for  such 
action,  and  expressly  disclaim  any  intention  to 
so  proceed  against  other  product  commercials. 

* * * 

A nationwide  increase  in  deaths  from  pneu- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 
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monia  was  attributable  to  the  “Hong  Kong  flu” 
epidemic,  the  Federal  government  reported. 

“Pneumonia-influenza  deaths  increased  over 
what  was  expected  normally  over  the  time  the 
influenza  epidemic  was  active,”  Public  Health 
Service  Surgeon  General  William  H.  Stewart, 
M.D.,  said,  adding  that  the  deaths  resulted 
from  all  kinds  of  pneumonia  and  that  the 
increase  was  “almost  universal  across  the 
country.” 

The  National  Communicable  Disease  Center 
in  Atlanta  said  that  the  deaths  caused  by 
pneumonia-influenza  are  one  measurement  of 
the  severity  of  an  influenza  epidemic.  Reports 
from  122  cities  during  the  eight  weeks  ended 
February  1 show  5,270  more  deaths  from 
pneumonia-influenza  than  the  number  normally 
predictable  during  that  period.  The  epidemic 
then  was  “on  a downtrend,”  according  to  the 
Communicable  Disease  Center. 

* * * 

Robert  H.  Finch,  the  new  secretary  of  HEW 
(U.S.  Department  of  Health,  Education,  and 
Welfare),  is  giving  health  care  costs  a high 
priority  in  tackling  the  department’s  problems. 

Even  before  he  was  sworn  in  as  secretary, 
Finch  made  an  unannounced  call  on  chairman 
Wilbur  D.  Mills  (Democrat,  Arkansas),  of  the 
House  Ways  and  Means  Committee,  which  has 
jurisdiction  over  HEW’s  Medicare  and  Medi- 
caid programs.  Finch  afterwards  said  his 
staff-  would  confer  with  Mills’  staff"  to  consider 
legislation  or  regulations  that  could  combat 
higher  health  care  costs.  “His  staff  and  my 
people  are  going  into  this  to  see  what  we  can 
do  about  the  skyrocketing  costs — especially 
hospital  costs  where  70  per  cent  of  the  costs 
are  labor,”  Finch  said. 

The  former  California  lieutenant  governor 
said  he  was  thinking  about  the  pilot  program  in 
his  native  state — which  he  called  a paramedical 
program — whereby  long  stays  in  the  hospitals 
are  shortened  by  putting  people  in  intensive  care 
centers.  If  hospital  stays  could  be  shortened, 
he  said,  ‘massive  savings  would  result.” 

Mills  was  reported  as  favoring  broadened 
Medicare  benefits  or  hospital  care  to  cover 
disabled  workers  who,  by  nature  of  their 
disabilities,  receive  Social  Security  payments — 
but  because  they  are  under  sixty-five  years  old — 
are  ineligible  for  Medicare.  He  also  was  re- 
ported to  be  concerned  over  increases  in  hospital 
charges  and  doctors’  fees. 

Several  members  of  Congress  have  expressed 
concern  over  increases  in  the  Federal  costs  of 
Medicare  and  Medicaid.  The  Johnson  admin- 
istration’s budget  for  fiscal  1970,  starting  next 
July  1,  allots  $6.9  billion,  up  $636  million,  for 
Medicare  and  $3  billion,  up  $600  million,  for 
Medicaid. 

A bill,  introduced  by  Senator  George  Aiken 
(Republican,  Vermont),  with  Senate  Majority 
leader  Mike  Mansfield  (Democrat,  Montana) 
and  Senator  Winston  Prouty  (Republican, 
Vermont),  as  coauthors,  would  do  away  with 
the  present  “usual  and  customary  charge 
concept,”  place  all  physicians  on  assignment, 


and  reimburse  them  through  the  average  pay- 
ment for  the  same  service  provided  by  the 
local  Blue  Shield  plan.  The  deductible  clause 
and  co-insurance  would  be  eliminated,  among 
many  other  changes. 

The  Labor  Department  reported  that  medical 
costs,  including  both  hospital  costs  and  physi- 
cians’ fees,  rose  7.3  per  cent  for  the  calendar 
year  1968. 

Finch  said  the  Nixon  administration’s  HEW 
budget  requests  would  be  about  the  same  size 
as  the  $17.5  billion  submitted  by  the  Johnson 
administration,  but  there  would  be  changes 
within  the  over-all  total.  Estimated  total 
Federal  spending  in  the  health  field  will  rise  to 
$18.3  billion. 

HEW  said  that  national  spending  for  health 
care,  both  by  government  and  private  sources, 
continued  to  rise  in  fiscal  1968.  The  total  for 
1968  was  $53.1  billion,  $33.7  billion  by  private 
and  $19.4  billion  by  government  sources. 
This  compared  with  $47.9  billion  ($32.2  billion 
by  private  and  $15.7  by  government  agencies) 
for  fiscal  1967.  In  fiscal  1960,  it  was  $26.4 
billion,  $20  billion  by  private  and  $6.4  billion 
by  government  sources. 

* * * 

The  Defense  Department  will  call  up  437 
physicians,  23  osteopaths,  and  25  optometrists 
in  1969  in  the  lowest  draft  of  doctors  in  seven 
years.  The  total  of  485  medical  men  is  com- 
pared with  1,126  drafted  in  1968,  2,329  in  1967, 
2,596  in  1966,  and  2,830  in  1965. 

“The  stabilization  of  the  buildup  of  forces 
associated  with  the  Vietnam  war  and  with  a 
large  number  of  volunteers”  made  it  possible  to 
keep  the  doctors  draft  low,  a statement  issued 
from  the  Pentagon  said.  All  of  the  physicians 
will  go  into  the  Army.  Some  of  the  osteopaths 
and  optometrists  will  go  into  other  services. 
None  will  go  into  uniform  until  July. 

* * * 

The  National  Research  Council  charged  that 
most  ambulances  in  the  United  States  are  not 
“providing  emergency  care  to  the  critically 
injured.”  It  cited  a lack  of  equipment,  sup- 
plies, and  untrained  attendants. 

The  Council  said  that  “hearses  and  station 
wagons,  commonly  used  as  emergency  vehicles,” 
do  not  carry  the  necessary  equipment  or  provide 
the  space  for  such  equipment  “for  the  carrying 
out  of  modern  resuscitative  procedures  either  at 
the  scene  of  an  accident  or  during  transporta- 
tion.” It  said  “action  must  be  taken  to 
develop  and  enforce  nationwide  standards  for 
ambulance  service,”  because  accidental  injuries 
are  the  leading  cause  of  death  during  the  first 
half  of  a person’s  life  span. 

“Only  10  states  have  statutes  prescribing  the 
equipment  to  be  carried  by  an  ambulance,  and 
the  Federal  guidelines  for  motor  safety  do  not 
cover  the  special  features  necessary  to  safe 
transport  of  the  critically  ill  or  injured  person,” 
the  council  reported. 

The  National  Research  Council  is  a subsidiary 
of  the  National  Academy  of  Sciences,  an  orga- 
nization created  by  a congressional  charter  in 
1863. 


780  New  York  State  Journal  of  Medicine  / March  15,  1969 


now 
she  can 
cope~* 


thanks  to 


the  "daytime  sedative"  for 
everyday  situational  stress 
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dependable  oral  penicillin  therapy 


V-Cillin  K , Pediatric 

Potassium  Phenoxymethyl  Penicillin 

Description : V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phenoxymethyl  penicillin, 
Lilly),  combines  acid  stability  with  immediate  solubility  and  rapid  absorption. 
Higher,  more  rapid  serum  levels  are  obtained  than  with  equal  oral  doses  of  peni- 
cillin G. 

Indications:  Streptococcus,  pneumococcus,  and  gonococcus  infections:  infec- 
tions caused  by  sensitive  strains  of  staphylococci;  prophylaxis  of  streptococcus 
infections  in  patients  with  a history  of  rheumatic  fever;  and  prevention  of  bacterial 
endocarditis  after  tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphylaxis  which  may 
prove  fatal  unless  promptly  controlled.  This  type  of  reaction  appears  more  fre- 
quently in  patients  with  a history  of  sensitivity  reactions  to  penicillin  or  with 
bronchial  asthma  or  other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen  for  inhalation)  for 
immediate  allergic  manifestations  and  antihistamines  and  corticosteroids  for  de- 
layed effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly  positive 
history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high  parenteral  dos- 
age schedules,  frequent  evaluation  of  the  renal  and  hematopoietic  systems  is  recom- 
mended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  (including 
sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of  penicillin-insensi- 
tive organisms.  In  such  cases,  discontinue  administration  and  take  appropriate 
measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  common 
with  oral  penicillin  than  with  intramuscular  forms,  manifestations  of  penicillin 
allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a significant  index  of 
sensitization.  The  following  hypersensitivity  reactions  have  been  reported;  skin 
rashes  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
and  reactions  resembling  serum  sickness,  including  chills,  fever,  edema,  arthralgia, 
and  prostration.  Severe  and  often  fatal  anaphylaxis  has  occurred  [see  Warnings). 
Hemolytic  anemia,  leukopenia,  thrombocytopenia,  and  nephropathy  are  rarely  ob- 
served side-effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants.  50  mg. 
per  Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions  for  prophylaxis  of  strepto- 
coccus infections,  surgery,  gonorrhea,  and  severe  infections. 

How  Supplied : Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl  Penicillin  Tablets. 
U.S.P.).  125  mg.  (200,000  units),  250  mg.  (400,000  units),  and  500  mg.  (800.000 
units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pediatric,  for  Oral  Solu- 
tion, 125  mg.  (200,000  units)  and  250  mg.  ( 400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [cuzssrA]  sooi98 
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Editorials 


Memorial  to  Solomon  Schussheim,  M.D. 


The  Academy  of  Medicine  of  Brooklyn, 
New  York,  has  established  a living  memo- 
rial to  one  of  its  most  distinguished  sons. 
Solomon  Schussheim,  M.D.,  died  suddenly 
on  May  25,  1968.  He  was  a practicing 
surgeon  and  at  the  tune  of  his  death  was  a 
Councilor  of  the  Medical  Society  of  the 
State  of  New  York,  a delegate  from 
Brooklyn  to  that  body,  and  a delegate  to 
the  American  Medical  Association. 

Dr.  Schussheim  had  served  his  county 
and  State  Medical  Societies  long  and 
faithfully. 

He  was  a past  president  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Academy  of  Medicine  of  Brooklyn,  Inc., 
and  a trustee  of  the  Society  to  the  time  of 
his  death.  He  literally  devoted  his  life  to 
organized  medicine  and  to  defending  the 
ideals  of  the  private  practice  of  medicine. 


He  edited  The  Bulletin  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Academy  of  Medicine  of  Brooklyn,  Inc. 
Dr.  Schussheim  was  a director  of  United 
Medical  Service  and  a director  of  the 
Southern  New  York  Health  and  Hospital 
Planning  Council.  He  attained  the  highest 
position  of  trust  in  being  appointed  to  the 
Grievance  Committee  of  the  New  York 
State  Department  of  Education. 

His  gay  and  zestful  presence  always 
enlivened  deliberations.  It  is  fitting  that 
the  Academy  will  seek  funds  to  establish  a 
trust  in  Dr.  Schussheim’s  memory  which 
will  endow  a lectureship  and  award  in  the 
field  of  the  socioeconomics  of  medicine. 

Dr.  Schussheim’s  stimulus  in  this  subject 
of  ever-increasing  importance  will  thus  be 
felt  down  through  the  years.  His  truth 
goes  marching  on. 


Joint  statement  on  alcoholism  by  the  American  Bar 
Association  and  the  American  Medical  Association 


The  American  Bar  Association  and  the 
American  Medical  Association,  recognizing 
that  alcoholism  is  a major  health  problem 
and  is  an  illness  due  to  multiple  causes, 
often  beyond  the  control  of  the  individual, 
now  affirm  that  alcoholics  are  entitled  to 
the  same  rights  and  privileges  in  law  and 
the  same  opportunity  for  medical  treatment 
which  are  accorded  to  persons  with  other 
illnesses  or  diseases,  and  make  the  following 
declarations  consistent  with  this  affirma- 
tion. 

1.  Alcoholism  should  be  regarded  as 
an  illness  in  medical  and  hospital  care 
insurance  contracts,  and  be  subject  to 
benefits  comparable  to  those  which  apply 
to  other  chronic  illnesses. 


2.  General  hospitals,  both  public  and 
private,  should  accept  on  a nondiscrim- 
inatory  basis,  for  both  inpatient  and  out- 
patient care,  patients  diagnosed  as  al- 
coholics. This  principle  was  approved  by 
tbe  AMA  House  of  Delegates  in  1956  and 
reaffirmed  in  1966. 

3.  Schools  of  medicine  and  hospital 
training  programs  should  develop  courses 
of  instruction  in  the  prevention,  causes, 
and  diagnosis  and  treatment  of  alco- 
holism. 

4.  State  governments  should  adopt  new 
comprehensive  legislation  covering  the 
problems  of  alcoholism  and  public  in- 
toxication. In  recognition  of  recent  federal 
court  decisions,  such  legislation  should 
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find  that  public  intoxication  in  itself  is 
not  a crime,  and  that  alcoholism  is  a 
chronic  illness.  It  should  provide  for 
adequate  diagnostic,  treatment,  and  re- 
habilitation services  for  alcoholics  and  for 
civil  commitment  for  treatment  rather 
than  prosecution.  It  also  should  provide 
for  civil  commitment  in  those  cases  where 
the  defendent  is  acquitted  of  an  accusation 
of  a crime  on  the  ground  of  alcoholism. 

5.  State  and  local  bar  and  medical 
associations  should  appoint  committees  on 
alcoholism  where  such  committees  do  not 
now  exist.  These  committees  should  meet 
jointly  on  a regular  basis  to  consider 
problems  of  alcoholism  in  their  geographic 
areas  and  recommend  appropriate  action 
to  the  proper  authorities  of  the  American 
Medical  Association  and  the  American 
Bar  Association. 

Activities  recommended  for  the  con- 
sideration of  state  and  local  associations 
include: 

(a)  Encouraging  the  development  of 
adequate  community  facilities,  both 
public  and  private,  for  the  proper 
treatment  of  alcoholism.  Such  facilities 
should  include  clinics,  detoxication  ser- 
vices, hospitals  and  half-way  houses. 


(6)  Working  with,  and  helping  to 
finance,  other  organizations  active  in 
public  education  programs  on  alcoholism 
such  as  affiliates  of  the  National  Council 
on  Alcoholism. 

(c)  Cooperating  with  appropriate  local 
authorities  in  the  maintenance  and 
conduct  of  special  educational  programs 
under  court  auspices  such  as  “honor 
classes”  or  “schools”  for  alcoholism 
prevention,  as  exemplified  by  the  one 
existing  in  San  Francisco.  The  purpose 
of  such  programs  is  to  provide  pertinent 
information  on  the  subject  of  alcoholism 
to  persons  involved  with  the  law  because 
of  their  use  of  alcohol. 

(d)  Providing  trial  judges  with  guide- 
lines on  diagnosis  and  treatment  of 
alcoholism,  especially  judges  in  courts 
dealing  with  domestic  relations  who 
frequently  find  that  alcoholism  is  a 
predominant  or  complicating  problem  in 
divorce  and  child  custody  cases. 

(e)  Advocating  the  adoption  of  model 
state  legislation  relating  to  the  legal 
rights  and  medical  management  of  al- 
coholics. 

This  was  approved  by  the  AMA  Board 
of  Trustees  on  June  20,  1968. 
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In  childhood  diarrheas 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective 
therapy  and 

LOMOTIL 

tablets/liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Warnings:  Lomotil  should  be  used  with  caution  in  patients 
taking  barbiturates  and  with  caution,  if  not  contraindicated, 
in  patients  with  cirrhosis,  advanced  liver  disease  or  impaired 
liver  function. 

Precautions:  Lomotil  is  a Federally  exempt  narcotic  with 
theoretically  possible  addictive  potential  at  high  dosage;  this 
is  not  ordinarily  a clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  addicting  drugs.  Rec- 
ommended dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  accidental 
overdosage  occur,  signs  may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia;  continuous  observation 
is  necessary. 

Adverse  Reactions:  Side  effects  reported  with  Lomotil  ther- 
apy include  nausea,  sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort,  headache,  angioneurotic 
edema,  giant  urticaria,  lethargy,  anorexia,  numbness  of  the 
extremities,  atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and  coma 
may  occur  with  overdosage. 


LOMOTIL  in  conjunction  with  specifically 
indicated  medical  management  may  he  life 
saving  in  children  with  severe  diarrhea  asso- 
ciated with  such  conditions  as  acute  infec- 
tions, gastroenteritis,  drug  therapy  and  food 
poisoning. 

Lomotil  lowers  the  excessive  intestinal  propul- 
sion characteristic  of  diarrhea.  This  reduction  of 
precipitate  intestinal  flow  allows  a normal  or 
more  nearly  normal  reabsorption  of  fluid  and 
electrolytes  and  counteracts  the  dehydration  so 
hazardous  to  children. 

This  specific,  well  localized  pharmacologic  ac- 
tivity controls  both  acute  infectious  diarrheas  and 
long-term  functional  and  organic  diarrhea  with 
unsurpassed  promptness,  convenience  and 
efficiency. 

PROMPT  • EFFECTIVE  • CONVENIENT 


Dosage:  The  recommended  initial  daily  dosages,  given  in 
divided  doses  until  diarrhea  is  controlled,  are  as  follows: 


Children:  Total  Daily  Dosage 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.) • 1 | 

6-12  mo.  . .V2  tsp.  q.i.d.  (4  mg.) 

1- 2 yr Vz  tsp.  5 times  daily  (5  mg.)  i | | J | 

2- 5y r 1 tsp.  t.i.d.  (6  mg.)  1 1 1 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  1 H 1 

8-12yr 1 tsp.  5 times  daily  (10  mg.)  | j | | J 

Adults: 2 tsp.  5 times  daily  (20  mg.)  il  ti  11  11 11 

or  2 tablets  q.i.d. 

•Based  on  4 cc  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 
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To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  mondial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLO MY CIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  pholoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  ( rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro: 
priate  therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans,  i 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  (fairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  *^38 
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T here  have  been  relatively  few  propo- 
nents of  elective  open-heart  surgery  for 
repair  of  the  stenotic  mitral  orifice.  The 
unpredictable  quality  of  repair  achieved  on 
the  stenosed  mitral  valve  under  closed  con- 
ditions led  us  to  abandon  “blind”  surgery 
in  April,  1965.  One  hundred  three  patients 
with  predominant  mitral  stenosis  were  op- 
erated on  consecutively  by  open  cardiotomy 
with  cardiopulmonary  bypass  through  July, 
1967.  The  anatomic  and  physiologic  re- 
sults and  the  low  operative  mortality  rate 
suggest  the  superiority  of  the  open  technic 
over  closed  commissurotomy. 

Material  and  methods 

One  hundred  three  patients  with  rheu- 
matic heart  disease  and  predominant  mitral 
stenosis  were  operated  on  between  April, 
1965,  and  July,  1967.  Table  I shows  the 
age  and  sex  distribution  among  the 
cases.  Progressive  cardiac  insufficiency 
unresponsive  to  medical  management  was 
evident  in  all  but  1 case.  Table  II  indi- 
cates the  clinical  manifestations  and  major 


TABLE  1. 

Age  and  sex  distribution  of  103  patients 
with  mitral  stenosis 

Age 

(Years) 

Female 

Male 

Total 

11  to  19 

2 

0 

2 

20  to  29 

3 

1 

4 

80  to  39 

14 

5 

19 

40  to  49 

31 

7 

38 

50  to  59 

24 

8 

32 

60  to  69 

7 

1 

8 

Totals 

81 

22 

103 

TABLE  II.  Clinical  manifestations  and 
preoperative  complications 

Indications 

Number 

Preoperative  clinical  manifestations 

Dyspnea 

102 

Atrial  fibrillation 

78 

Congestive  heart  failure 

60 

Fatigue 

48 

Peripheral  edema 

39 

Orthopnea 

31 

Pulmonary  edema 

16 

Hemoptysis 

14 

Angina 

7 

Cyanosis  at  rest 

3 

Major  preoperative  complications 

Arterial  embolism 

27 

Pulmonary  embolism 

10 

Bacterial  endocarditis 

7 

preoperative  complications  determined  by 
history  and  previous  hospitalization.  Some 
patients  are  listed  in  more  than  one  catego- 
ry. 

Distribution  of  the  patients  according  to 
the  New  York  Heart  Association  functional 
classification  was  as  follows : Class  I, 

none;  Class  II,  26;  Class  III,  62;  and  Class 
IV,  15. 

Previous  surgery  had  been  performed  on 
24  patients  as  shown  in  Table  III.  The  au- 
thors performed  only  one  of  these  proce- 
dures. 

Associated  valvular  lesions  as  diagnosed 
by  physical  examination,  catheterization, 
angiography,  or  at  surgery  are  illustrated 
in  Table  IV.  These  data  ignore  insignifi- 
cant degrees  of  mitral  insufficiency. 
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TABLE  III.  Previous  operations 


Operation  Number 


Closed  mitral  commissurotomy  21* 

Talc  poudrage  of  pericardium  2 

Pericardiotomy  only  1 

Closure  of  atrial  catheter  perforation  1 


* One  patient  had  two  previous  closed  operations. 

Cardiac  catheterization  was  performed 
before  operation  in  78  of  the 
cases.  Pulmonary  artery  systolic  pressures 
between  0 and  30  mm.  Hg  were  found  in  10 
patients;  31  and  50  mm.  Hg  in  34;  51  and 
70  mm.  Hg  in  26;  and  over  71  mm.  Hg  in 
8.  Cardiac  indices  in  53  patients  were : 
less  than  1.5  L.  per  minute  per  square 
meter  in  6;  1.5  to  2 in  16;  2.1  to  2.5  in  17; 
and  more  than  2.5  in  14  patients. 

Operative  technic 

A Temptrol  disposable  oxygenator  was 
used  46  times;  a rotating  disk  oxygenator 
was  used  in  57  cases.  Perfusions  were 
normothermic  and  at  maximal  flow  rates, 
usually  more  than  2.5  L.  per  square  meter 
of  body  surface  per  minute.  Perfusion 
blood  was,  in  most  instances,  freshly  drawn 
and  heparinized  on  the  morning  of 
surgery.  Some  patients  were  perfused 
with  reconstituted,  citrated  bank 
blood.  Hemodilution  to  25  per  cent  of  vol- 
ume was  accomplished  with  5 per  cent  glu- 
cose in  Ringers  lactate  solution.  Mannitol, 
THAM,  isoproterenol,  calcium  chloride,  in- 
sulin, glucose,  and  potassium  were  added  to 
the  perfusion  blood  as  indicated.  The  per- 
fusate was  routinely  monitored  with  acid- 
base  determinations  and  blood  oxygen 
tensions.  The  operative  field  was  flooded 


with  carbon  dioxide  when  a cardiac  cham- 
ber was  open. 

Primary  operations  and  the  one  tertiary 
procedure  were  performed  through  a pos- 
terolateral thoracotomy  on  the  left  side 
with  single-catheter  cannulation  of  the 
right  atrium  as  described  in  a previous 
report.1  The  secondary  operations  were 
performed  from  the  right  side.  Several 
procedures  were  done  through  median  ster- 
notomies. 

During  the  first  72  operations,  a 
ventricular  vent  on  the  left  side  was 
used.  This  practice  was  subsequently 
discontinued.  Atrial  thrombi  were  man- 
aged very  carefully  to  avoid  embolic 
complications.  The  mitral  orifice  was  oc- 
cluded with  packing  until  thrombectomy 
and  irrigation  of  the  atrium  was 
completed.  The  mitral  leaflets  were  re- 
tracted, and  the  line  of  leaflet  fusion  and 
chordal  support  was  determined.  Direct- 
vision  incisional  commissurotomy  was  car- 
ried through  scar  or  calcium  into  supple 
tissue  at  the  mitral  annulus.  Fused  chor- 
dae tendineae  were  separated  by 
dissection.  All  impediments  to  the  full 
diastolic  separation  of  the  leaflets  were 
liberated.  Valve  function  was  determined 
visually,  by  palpation  in  the  empty  or  full 
heart,  and  by  atrioventricular  pressure 
studies. 

Evacuation  of  residual  air  from  heart 
and  aorta  was  accomplished  by  needle 
aspiration.  Cardiopulmonary  bypass  was 
ended  when  cardiac  action  was  vigorous 
and  the  patient’s  blood  volume  was  restored 
to  a maximal  level.  Mean  right  and  left 
atrial  pressures  were  observed  at  100  cc. 
increments  of  transfusion  from  the 
oxygenator.  Transfusion  was  terminated 


TABLE  IV.  Associated  valvular  lesions  in  103  patients  with  predominant  mitral  stenosis 


Classification  Number 


Mitral  stenosis  63 

Mitral  stenosis  and  mitral  insufficiency  6 

Mitral  stenosis  and  aortic  insufficiency  16 

Mitral  stenosis  and  tricuspid  insufficiency  6 

Mitral  stenosis,  aortic  stenosis,  and  aortic  insufficiency  6 

Mitral  stenosis,  mitral  insufficiency,  and  aortic  insufficiency  2 

Mitral  stenosis,  aortic  stenosis,  aortic  insufficiency,  and  tricuspid  stenosis  1 

Mitral  stenosis,  mitral  insufficiency,  aortic  insufficiency,  and  tricuspid  insufficiency  1 

Mitral  stenosis,  aortic  insufficiency,  and  tricuspid  stenosis  1 

Mitral  stenosis,  aortic  stenosis,  aortic  insufficiency,  and  tricuspid  insufficiency  1 

Totals  103 
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at  atrial  mean  pressures  of  about  20  mm. 
Hg  or  when  heart  function  appeared  to  be 
satisfactory. 

Postoperative  treatment 

Patients  received  volume-controlled  as- 
sisted ventilation  via  an  endotracheal  tube 
until  the  first  postoperative  morning.  If 
the  clinical  state  and  blood  gas  studies  were 
satisfactory  after  a trial  of  unassisted 
breathing,  the  tube  was  removed.  If  indi- 
cated, intubation  was  continued  up  to  sev- 
enty-two hours,  after  which  tracheotomy 
might  be  performed.  Electrocardiogram, 
urine  output,  electrolytes,  and  central 
venous  pressure  were  routinely  monitored. 

Results 

Anatomic.  Abnormal  conditions  of  the 
valve  in  these  cases  were  classified  accord- 
ing to  the  degree  of  abnormality  and  the 
difficulty  of  conservative  repair  of  the 
valve.  Type  A valves  are  pliable,  free  of 
calcification,  and  have  no  chordopapillary 
obstructive  element.  Type  B valves  are  fi- 
brotic  and  may  have  spotty  calcification  or 
mild  chordopapillary  disease.  Type  C 
valves  are  more  heavily  scarred ; calcifica- 
tion or  subvalvular  disease,  if  present,  is 
moderate  to  severe.  Among  the  103  cases 
there  were  24  type  A,  56  type  B,  and  23 
type  C valves.  Of  the  reoperated  valves,  2 
were  type  A,  16  were  type  B,  and  2 were 
type  C. 

In  96  cases,  both  the  anterior  and  poste- 
rior commissures  were  completely  mobilized, 
and  any  fused  chordae  tendineae  were 
freed.  In  7 instances  only  one  commissure 
was  opened,  and  the  result  was  considered 
satisfactory  palliation  in  lieu  of  valve 
replacement.  Pressure  studies  confirmed 
the  absence  of  gradient  in  4 of  5 instances 
which  were  studied.  Mitral  insufficiency 
was  repaired  in  13  patients.  Tricuspid  an- 
nuloplasty  for  insufficiency  was  performed  4 
times.  Tricuspid  commissurotomy  for 
stenosis  was  performed  twice. 

Thirty-one  left  atrial  thrombectomies 
were  performed.  Of  these,  12  were  re- 
quired among  the  27  patients  who  had  had 
an  embolus  before  operation.  Among  the 
76  patients  who  had  not  previously  had  an 
embolus,  19  were  required.  The  ascending 
aorta  was  cross-clamped  16  times,  and  elec- 


TABLE  V.  Complications 


Complication 

Number 

Respiratory  (diffusion,  ventilation,  or 
secretion) 

7 

Low  cardiac  output  syndrome 

6 

Transient  neurologic  deficit 

4 

Transient  psychosis 

3 

Wound  infections 

3 

Brachial  plexus  injury  due  to  pressure 
or  traction 

3 

Tracheostomy 

2 

Reoperation  for  bleeding 

2 

Spontaneous  abortion 

1 

tive  ventricular  fibrillation  was  used  4 
times  to  facilitate  operative  exposure.  No 
deleterious  effects  were  observed  in  these 
20  cases. 

Nine  out  of  the  20  patients  with  mitral 
restenosis  had  been  previously  operated  on 
in  this  clinic.  Records  were  studied  to  de- 
termine the  adequacy  of  the  original 
procedures  and  whether  or  not  the  abnor- 
mal condition  of  the  valve  had  changed  in  a 
mean  of  ten  years  between  operations.  In 
5 cases  a single  commissure  had  been 
opened ; in  3 the  mitral  repair  was  not 
specified  but  was  opened  to  “ 1 y2 
fingerbreadths.”  One  patient  had  had  a bi- 
commissural  opening.  In  none  of  the  9 
instances  was  there  a significant  change  in 
abnormal  conditions  of  the  valve  between 
operations.  Eight  patients  were  judged  to 
have  had  inadequate  previous  closed 
commissurotomies.  In  the  one  instance 
where  both  commissures  had  previously 
been  opened,  the  restenosis  was  mild  and 
clinical  deterioration  was  ascribed  to  my- 
ocardial factors.  All  had  bicommissural 
mobilization  at  reoperation. 

Physiologic.  Atrioventricular  pressure 
studies  across  the  mitral  valve  before  and 
after  commissurotomy  were  available  in  74 
cases.  Four  cases  showed  a persistence  of 
the  atrioventricular  gradient  after  repair, 
and  in  only  1 of  these  was  there  considered 
to  be  an  anatomic  basis  for  the 
finding.  The  significance  of  data  immedi- 
ately after  bypass  is  difficult  to  determine 
without  knowledge  of  the  simultaneous  car- 
diac output. 

Major  complications.  Complications  are 
listed  in  Table  V.  The  2 patients  who 
were  reoperated  for  hemorrhage  had  exten- 
sive pleural  adhesions  that  required 
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dissection.  “Transient  neurologic  deficit” 
includes  hemiparesis,  muscle  weakness, 
visual  field  defect,  and  aphasia.  Conduc- 
tion defects,  tachycardias,  or  arrhythmias 
were  frequent  and  are  not  shown. 

Mortality  rates.  Two  deaths  occurred 
on  the  second  postoperative  day,  an  opera- 
tive mortality  rate  of  1.9  per  cent.  A 
fifty-nine-year-old  male,  New  York  Heart 
Association  Class  III,  a primary  case,  who 
underwent  commissurotomy  and  thrombec- 
tomy, died  from  low  cardiac  output 
associated  with  previously  undiagnosed  ar- 
teriosclerotic heart  disease,  myocardial  fi- 
brosis, and  infarction.  A fifty-year-old 
male,  Class  III,  with  mitral  restenosis,  sus- 
tained cerebral  damage  from  thrombotic 
emboli.  A massive  thrombus  adherent  to  a 
calcified  atrial  wall  fragmented  during  re- 
moval, and  a shaggy  endocardium 
remained.  The  fragments  nearly  occluded 
the  filters  of  the  intracardiac  suction 
system.  Cerebral  deterioration  was  noted 
electroencephalographically  during  bypass, 
and  the  patient  died  without  regaining  con- 
sciousness. 

A late  hospital  death  occurred  on  the 
thirty-fifth  day  following  operation.  The 
fifty-three-year-old  Class  IV  female’s  post- 
operative cardiac  status  was  satisfactory, 
but  chronic  ventilatory  and  pulmonary  in- 
sufficiency caused  death  despite  tracheot- 
omy and  assisted  ventilation. 

Comment 

Open  cardiotomy  allowed  us  to  perform 
satisfactory  incisional  commissurotomies 
anteriorly  and  posteriorly  in  96  of  103 
patients.  In  7 cases  only  one  commissure 
was  completely  opened,  but  the  result,  al- 
though suboptimal,  represented  a com- 
promise that  was  deemed  superior  to 
replacement  of  the  valve.  Partial  opening 
of  a commissure  does  not,  in  our  opinion, 
make  a contribution  toward  a lasting  hemo- 
dynamic result.2  We  do  not  recognize  it  as 
a therapeutic  procedure.  On  the  evidence 
of  our  palpatory  and  visual  findings  during 
careful  incisional  commissurotomy,  it  is  not 
until  the  incision  is  carried  to  the  annulus 
and  fused  chordae  are  mobilized  that  a con- 
tribution is  made  toward  restoration  of 
valve  function.  When  the  incision  is 
completed  at  the  second  commissure,  the 
function  of  the  entire  valve  is  dispropor- 


tionately further  improved.  In  1955  Bailey3 
advised  against  single  commissurotomy,  and 
in  1961  Harken  et  al ,4  reported  this  technic 
to  be  associated  with  a high  frequency  of 
restenosis. 

In  this  series,  all  valves  were  restored  to 
as  near  to  normal  function  as  was  permit- 
ted by  their  abnormal  condition.  This  has 
not  been  done  with  complete  regularity  in 
any  series  of  mitral  valve  operations  per- 
formed under  closed  conditions.  The 
incidence  of  avoidable,  incomplete  valvot- 
omy  in  this  series  is  zero.  None  of  the  pa- 
tients was  left  with  hemodynamically  sig- 
nificant mitral  dysfunction. 

We  were  able  to  examine  nine  valves  at 
reoperation  approximately  ten  years  after 
closed  commissurotomy  and  compare  the 
original  surgical  description  of  the  valve 
■with  its  present  condition.  No  important 
pathologic  changes  were  observed  in  this 
group.  Eleven  other  patients  had  valves 
that  were  well  suited  for  repair  at 
reoperation.  It  was  our  impression  that 
inadequate  closed  surgery  was  the  major 
cause  of  restenosis.  The  problem  of  res- 
tenosis is,  however,  complex,  and  only  after 
further  study  will  the  superiority  of  any 
surgical  method  be  demonstrated. 

The  incidence  of  left  atrial  thrombi  was 
30  per  cent,  higher  than  usually  cited. 
Atrial  thrombi  were  more  common  among 
patients  with  arterial  emboli  (12  out  of  27 
cases)  than  among  patients  with  no  emboli. 

Complications  occurred  which  result 
from  cardiac  surgery  regardless  of  method; 
none  were  related  uniquely  to  cardiopul- 
monary bypass. 

The  incidence  of  “low  cardiac  output 
syndrome”  decreased  rapidly  in  the  second 
half  of  the  series  for  reasons  which  are  not 
now  clear. 

The  operative  mortality  rate  of  1.9  per 
cent  is  agreeably  low.  This  contrasts  with 
others  who  attest  to  the  higher  incidence  of 
complications  and  deaths  which  follow 
open-heart  surgery.5  As  a group,  Class  IV 
patients  tolerated  open-heart  operation  as 
well  as  the  other  clinical  classes  of  heart 
disease.  Out  of  the  15  patients  in  this 
group,  14  were  salvaged  because  of  circula- 
tory support  during  surgery  and  because  of 
good  hemodynamic  result  at  the  mitral 
valve.  The  late  hospital  death  was  caused 
by  pulmonary  insufficiency  and  defied  our 
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best  efforts  at  assisted  ventilation  and  air- 
way care.  The  cardiac  result  in  this  in- 
stance was  excellent. 

There  are  not,  in  our  opinion,  any 
contraindications  to  cardiopulmonary  by- 
pass.6 All  patients  referred  for  operation 
were  perfused. 

Summary 

Open-heart  surgery  for  mitral  stenosis 
was  performed  on  103  patients  con- 
secutively. Complete  anterior  and  pos- 
terior commissurotomy  was  achieved  in  96 
cases.  Thirty-one  atrial  thrombectomies 
were  performed,  and  19  associated  valvular 
lesions  were  repaired.  Two  operative 
deaths  occurred  for  a mortality  rate  of  1.9 
per  cent.  One  late  death  was  the  result  of 
noncardiac  causes. 

Open  mitral  commissurotomy  with  cardio- 
pulmonary bypass  permits  the  surgeon  to 


perform  an  unhurried,  visually  guided,  con- 
trolled complete  mobilization  of  all  valve 
components.  Atrial  thrombus  is  removed 
when  encountered,  and  minor  degrees  of 
mitral  insufficiency  are  easily  corrected. 
The  safety  and  other  advantages  of  open- 
heart  technic  suggest  its  superiority  over 
“blind”  methods. 
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T here  are  several  acute  abnormal  cardiac 
states  that  may  cause  sudden  death.  The 
more  common  are  cardiac  arrest  caused  by 
sudden  onset  of  sinus  standstill  or  complete 
atrioventricular  block  and  uncontrollable 
ventricular  fibrillation.  In  some  of  these 
cases  electrocardiographic  monitoring  may 
warn  of  possible  development  of  these  con- 
ditions and  indicate  steps  to  be  taken  to 
prevent  their  occurrence.  If  any  one  of 
these  conditions  actually  occurs,  it  often 
can  be  helped  by  proper  medication,  cardiac 
massage,  the  pacemaker,  or  cardioversion, 
depending  on  the  type  of  abnormality.  All 
these  conditions  have  received  a great  deal 
of  study  in  recent  years  resulting  in  saving 
many  lives  which  were  otherwise  lost  pre- 
viously. 


Rupture  of  the  heart  that  may  occur  in 
the  course  of  acute  myocardial  ischemia 
and  infarction  as  a cause  of  sudden  death 
has  not  received  sufficient  attention  to  date. 
The  reason  is  that  no  specific  premonitory 
signs  or  symptoms  have  been  established 
which  would  point  to  its  possible  occurrence 
and  prevention.  I believe  that  if  we  care- 
fully analyze  certain  predisposing  and  ex- 
citing factors  operative  in  the  production 
of  this  fatal  accident,  and  if  we  bear  this 
accident  in  mind  in  the  treatment  of  myo- 
cardial ischemia  and  infarction,  we  may 
prevent  sudden  death  from  this  cause  in 
many  cases. 

This  report  is  based  on  a careful  ante- 
mortem and  postmortem  study  of  11  cases 
of  rupture  of  the  heart  and  a review  of 
the  literature.  Eight  of  them  were  re- 
ported in  a previous  article  and  are  sum- 
marized here  with  3 additional  cases.1 
Based  on  this  study,  I will  attempt  to 
analyze  the  various  predisposing  and  ex- 
citing causes,  the  mechanism,  and  possible 
prevention  of  this  rapid  cause  of  death. 

Incidence 

The  frequency  of  cardiac  rupture  re- 
ported in  the  literature  varies  between 
about  7 and  14  per  cent  of  autopsy  cases 
of  myocardial  infarction.  Jetter  and 
White,2  on  the  other  hand,  found  rupture 
of  the  heart  in  16  (73  per  cent)  of  22  cases 
of  infarction  in  a mental  institution.  They 
considered  this  unusually  large  incidence 
to  be  caused  by  emotional  strain  and  by  a 
lack  of  clear-cut  symptoms  pointing  to  the 
presence  of  infarction.  More  recently, 
Gorokhovski3  reported  autopsy  findings  of 
2,655  cases  of  infarction  where  only  72 
cases  or  about  2.7  per  cent  showed  rupture 
of  the  heart.  This  markedly  lower  inci- 
dence may  perhaps  be  due  to  different  en- 
vironmental conditions  and  personality 
traits  of  their  patients.  Inasmuch  as  the 
reports  in  the  literature  are  based  only  on 
autopsy  cases,  the  actual  incidence  of  rup- 
ture of  the  heart  may  be  greater. 

Areas  of  rupture 

The  most  common  areas  of  rupture  are 
the  free  walls  of  the  left  ventricle,  the 
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anterior  twice  as  frequently  as  the  posterior 
wall.  It  often  affects  also  the  apical  portion 
and  occasionally  the  adjacent  portion  of  the 
interventricular  septum.  Primary  rupture 
of  the  interventricular  septum  is  uncom- 
mon and  usually  does  not  cause  instant 
death.  Most  patients  survive  days,  weeks, 
or  much  longer.  A case  of  a five-year  sur- 
vival was  reported  by  Wood  and  Livezey.4 
In  rarer  instances,  rupture  may  be  confined 
to  the  papillary  muscle,  Craddock  and 
Mahe5  collected  43  such  cases  from  the 
literature,  in  34  of  which  myocardial  in- 
farction was  the  cause. 

Causes  of  rupture 

There  appear  to  be  definite  predisposing 
and  exciting  causes  of  rupture  of  the  heart. 
The  predisposing  causes  point  to  arterial 
hypertension,  age  and  sex  of  the  patient, 
and  age  of  the  acute  myocardial  abnormal 
condition.  The  exciting  causes  point  to 
physical  and  emotional  strain  and  misuse 
of  drugs. 

Arterial  hypertension.  Rupture  of  the 
heart  occurs  about  three  times  more  fre- 
quently in  hypertensive  than  in  normoten- 
sive  individuals.  Even  if  the  blood  pres- 
sure is  normal  or  subnormal  during  an 
acute  cardiac  insult,  if  there  is  a previous 
history  of  hypertension,  we  should  consider 
the  possibility  that  rupture  of  the  heart 
may  occur.  This  is  particularly  true  if 
the  blood  pressure  is  above  normal  during 
the  acute  phase. 

The  reason  for  greater  vulnerability  of 
the  heart  in  hypertensive  patients  is  that 
in  the  left  ventricular  hypertrophy  which 
ensues,  the  individual  heart  muscle  cell 
outspaces  in  thickness  its  capillary  blood 
supply,  causing  nutritional  and  anoxic  dis- 
turbances of  the  heart  muscle  and  pre- 
disposing to  greater  cardiac  injury  by  an 
acute  insult. 

Age  of  individual.  Rupture  of  the  heart 
in  infarction  has  never  been  observed  in 
normal  individuals  under  thirty-nine  years 
of  age.  After  forty  years,  rupture  occurs 
with  increasing  frequency  as  age  pro- 
gresses. This  is  because  of  the  natural 
progressive  deterioration  of  the  heart 
muscle  with  increasing  age  as  was  shown 
by  Cohn.6  This  makes  the  heart  more  vul- 
nerable to  acute  injury. 

Sex.  Rupture  of  the  heart  is  more  fre- 


quent in  females  than  in  males.  Whereas 
the  frequency  of  myocardial  infarction  is 
about  four  and  one-half  times  greater  in 
males  than  in  females,  rupture  of  the  heart 
is  at  least  as  common  in  women  as  in  men. 
In  Gorokhovski’s3  series,  the  incidence  was 
7.6  per  cent  females  to  3.9  per  cent  males. 
The  higher  incidence  in  women  is  probably 
because  of  the  more  frequent  occurrence  of 
hypertension  and  of  higher  emotional  states 
among  them. 

Age  of  infarction.  In  all  reported  cases, 
rupture  occurred  in  areas  of  fresh  infarc- 
tion and  never  in  organized  infarcts  except 
in  ventricular  aneurysm  where  rupture  may 
occur  many  years  later.7  In  our  11  pa- 
tients, 7 developed  rupture  within  three  to 
forty  hours,  1 within  three  days,  2 within 
four  days,  and  1 seven  days  after  the  onset 
of  infarction.  Edmondson  and  Hoxie8 
found  the  average  time  between  onset  of 
infarction  and  rupture  to  be  7.4  days.  In 
only  2 per  cent  did  it  occur  after  the  six- 
teenth day. 

Possible  exciting  causes.  In  3 of  our 
11  patients,  rupture  of  the  heart  occurred 
while  on  a bedpan,  a fourth  collapsed  while 
walking  back  from  the  bathroom  during  the 
night  without  the  knowledge  of  an  at- 
tendant, and  in  a fifth,  a highly  emotional 
female,  it  occurred  while  moving  around 
excitedly  in  bed  during  an  episode  of  severe 
pain.  She  suddenly  went  into  shock  and 
died  without  responding  to  therapy.  A 
sixth  patient  had  had  an  attack  of  severe 
abdominal  pain  the  night  before  admission. 
His  physician  made  a diagnosis  of  possible 
acute  pancreatitis,  and  the  patient  I'emained 
home  overnight.  On  admission  the  follow- 
ing morning,  he  suddenly  collapsed  and  died 
in  about  fifteen  minutes,  not  responding  to 
therapy.  A seventh  patient  died  imme- 
diately after  admission  to  the  hospital, 
probably  because  of  the  strain  of  trans- 
portation. In  the  rest  of  the  cases,  no 
definite  exciting  cause  could  be  elicited 
from  the  history  except  overfeeding  and 
careless  use  of  drugs. 

It  is  regrettable  that  most  of  the  re- 
ported cases  in  the  literature  are  based 
primarily  on  autopsy  findings  with  very 
little,  if  any,  information  on  events  that 
occurred  before  death. 

Coronary  and  myocardial  abnormal 
conditions.  In  our  11  patients,  3 showed 
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acute  coronary  thrombosis  in  the  anterior 
descending  branch  of  the  left  coronary 
artery  and  a moderate  to  marked  degree  of 
atheromatosis.  No  gross  myocardial  in- 
farction was  present,  but  there  were  scat- 
tered necrotic  areas  and  linear  hemorrhagic 
ragged  tears  of  the  anterior  wall  of  the 
left  ventricle  in  2 cases  and  of  the  postero- 
lateral wall  in  the  third  case.  Four  cases 
showed  coronary  thrombosis  and  gross 
myocardial  infarction  with  linear  hem- 
orrhages. Four  other  cases  showed  coro- 
nary atheromatosis  but  no  thrombosis.  In 
2 of  these  there  was  a large  atheromatous 
plaque  in  the  upper  part  of  the  anterior 
descending  branch  of  the  left  coronary 
artery,  almost  but  not  quite  occluding  the 
lumen.  Areas  of  softening  of  the  myo- 
cardium and  irregular  hemorrhagic  areas 
extending  from  the  endocardium  to  the 
ruptured  area  of  the  pericardium  were 
found.  In  2 cases  the  atheromatosis  in  the 
coronary  arteries  was  relatively  mild.  The 
causes  of  the  structural  myocardial  damage 
here  are  not  clear.  They  appear  to  be 
general  constitutional  derangements  rather 
than  coronary  disease  alone.  Of  these, 
emotional9  and  other  reflex  factors,  meta- 
bolic and  biochemical,10  appear  to  play  their 
part. 

Mechanism  of  rupture 

The  mechanism  of  rupture  of  the  heart 
in  acute  myocardial  ischemia,  ischemic 
necrosis,  and  gross  infarction  appears  to 
be  based  on  hemodynamic  changes  in  the 
heart  in  the  process  of  contraction  and 
relaxation.  During  ventricular  systole,  in- 
traventricular pressure  caused  by  contrac- 
tion of  the  normal  portion  of  the  heart 
muscle  produces  an  aneurysm-like  expansion 
or  bulging  of  diseased  areas.  In  a kineto- 
cardiographic  study  of  42  patients  with 
myocardial  infarction,  Suh  and  Eddleman11 
demonstrated  aneurysmal  bulges  or  para- 
doxic outward  motions  in  the  diseased  areas 
in  all  patients.  These  continued  through- 
out the  hospital  stay  in  78  per  cent  of 
patients.  Four  patients  who  died  and  were 
examined  at  autopsy  showed  no  aneurysms, 
indicating  that  bulging  during  life  was 
physiologic  in  nature.  Impaired  contrac- 
tility is  evidently  the  cause  of  the  expansile 
area  during  systole,  and  suction  apparently 
occurs  in  the  involved  area  causing  in- 


crease in  pressure  and  rupture  of  the 
arterioluminal  and  the  arteriosinusoidal 
vessels.  Dissecting  hematomas  thus  occur, 
working  their  way  through  the  entire  thick- 
ness of  the  myocardium.  They  also  induce 
tearing  of  the  diseased  myocardium.  The 
spreading  dissection  is  similar  to  that  of  a 
dissecting  aneurysm  of  the  aorta. 

Diagnosis  of  rupture 

Inasmuch  as  rupture  of  the  heart  is 
rapidly  fatal,  there  are  usually  no  specific 
signs  or  symptoms  in  most  cases  by  which 
it  can  be  recognized.  Its  diagnosis  should 
be  suspected  in  infarction  if  abnormal 
sounds  or  murmurs  develop  suddenly  before 
the  patient  goes  into  shock.  Nuzum12  ob- 
served a case  of  rupture  of  the  heart, 
proved  by  autopsy,  who  showed  cycles  of 
normal  heart  sounds  alternated  with  harsh 
systolic  murmurs  before  death.  Bishop  and 
Logue13  observed  that  a loud  systolic  mur- 
mur and  thrill  in  the  fourth  and  fifth  inter- 
spaces close  to  the  sternum  before  death 
proved  to  be  caused  by  rupture  of  the  heart. 
To  date,  however,  rupture  of  the  heart  is 
still  a postmortem  diagnosis. 

In  view  of  the  fact  that  some  autopsies 
performed  soon  after  death  show  clotted 
as  well  as  fresh  blood  in  the  pericardial 
cavity,  we  must  assume  that  in  such  cases 
a slow  leak  occurred  for  a variable  period 
before  death,  and  a fatal  outcome  was 
caused  by  a sudden  expansion  of  the  rup- 
tured area.  I therefore  believe  that  if 
treatment  is  carefully  instituted  before  a 
fatal  attack,  healing  of  a small  rupture  of 
the  pericardial  surface  may  occur,  with 
recovery.  I have  recently  observed  a sev- 
enty-three-year-old male  who  developed, 
two  days  after  the  onset  of  infarction,  a 
harsh,  recurring  systolic  murmur  over  the 
left  precordium  with  a to-and-fro  friction 
rub  and  drop  in  systolic  blood  pressure 
from  130  to  85.  Under  absolute  rest  and 
avoiding  the  use  of  vasopressor  drugs,  the 
signs  gradually  subsided  and  he  recovered. 
In  the  absence  of  autopsy  findings  we  can- 
not be  sure  that  rupture  actually  occurred, 
but  the  findings  are  suggestive.  It  is  con- 
ceivable that  a small  amount  of  clotted 
blood  in  the  pericardial  cavity  may  produce 
a friction  rub,  and  a small  rupture  may 
produce  a systolic  murmur.  Sealing  of  a 
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small  perforation,  by  a local  thrombus  at 
the  site,  with  organization  is  a possibility. 

The  immediate  mechanism  of  sudden 
death  in  rupture  of  the  heart  is  a rapid 
accumulation  of  a large  amount  of  blood 
in  the  pericardial  cavity  with  no  time  given 
for  stretching  of  the  parietal  pericardium. 
This  causes  compression  of  the  thin-walled 
atria  and  of  the  superior  and  inferior 
venae  cava  with  obstruction  to  venous  in- 
flow of  blood  into  the  heart  and  stoppage 
of  the  circulation. 

Treatment.  The  treatment  of  cardiac 
rupture  is  preventive.  The  possible  pre- 
disposing and  exciting  factors  likely  to 
cause  this  fatal  accident  should  be  borne  in 
mind  in  acute  myocardial  infarction  or 
ischemia.  Rest  and  avoidance  of  careless 
drugging  are  essential. 

Rest.  Strict  confinement  to  bed  for  at 
least  two  to  three  weeks  is  most  essential 
in  predisposed  individuals.  No  unneces- 
sary manipulation  of  the  patient  by  the 
nurse  or  other  attendants  should  be  allowed. 
Food  should  be  limited  to  a minimum  to 
avoid  overdistention  of  the  gastrointestinal 
tract  which  may  induce  detrimental  reflex 
effects  on  the  diseased  heart.  A low- 
caloric  diet  also  minimizes  metabolic  ac- 
tivities which  strain  the  cardiovascular  sys- 
tem. All  nerve  tension  such  as  business 
activities  and  annoying  family  disturb- 
ances must  be  kept  away  from  the  patient, 
and  proper  psychotherapy  and  reassurance 
are  essential. 

Drug  therapy.  Drug  therapy  should  be 
used  with  utmost  care.  No  digitalis  is  to 
be  employed  if  there  is  no  pulmonary  edema 
or  atrial  fibrillation  with  a rapid  ventricular 
rate.  When  such  disturbances  are  present, 
only  enough  of  the  drug  should  be  admin- 
istered to  help  overcome  the  congestive 
failure  or  to  slow  the  ventricular  rate 
within  normal  limits.  Diuretics  will  often 
serve  better  than  digitalis  in  the  milder 
grades  of  pulmonary  edema.  The  mere 
presence  of  some  congestive  rales  at  the 
bases  of  the  lungs  requires  no  therapy  if 
there  is  no  dyspnea  or  acceleration  of  the 
respiratory  rate.  Oxygen  is,  of  course, 
necessary  if  dyspnea  and  respiratory  em- 
barrassment are  present. 

Quinidine  therapy  may  be  tried  when 
frequent  ectopic  beats  develop  and  disturb 
the  patient.  Its  use  is  essential  when  atrial 


FIGURE  1.  (A  (top))  Teleoroentgenogram  of 
chest,  posteroanterior  position.  Some  pul- 
monary emphysema,  considerable  cardiac  en- 
largement, and  localized  aneurysmal  bulge  (ar- 
row) on  left  border  above  apical  region  of  heart. 
(B  (bottom))  Electrocardiogram.  Remains  of  old 
anteroseptal  myocardial  infarction  and  fresh  in- 
farct of  anterolateral  wall.  Regular  sinus  rhythm, 
110  beats  per  minute,  P-R  conduction  0.16  sec- 
ond, and  QRS  0.08  second. 

or  ventricular  tachycardia  occurs.  In  my 
experience,  arrhythmias  are  relatively  un- 
common if  proper  rest  and  dietary  care  are 
carefully  carried  out.  I never  use  quinidine 
or  digitalis  therapy  “prophylactically.”  I 
also  never  use  medication  to  raise  the  blood 
pressure  if  it  drops  transiently  in  the 
course  of  the  disease,  even  to  as  low  as  85 
systolic.  Vasopressor  drugs  are  to  be  used 
only  when  shock  is  evident. 

The  question  whether  or  not  anticoagu- 
lant therapy  is  one  of  the  causes  of  cardiac 
rupture  cannot  be  answered  with  definite- 
ness. Aarseth  and  Lange14  found  that  rup- 
ture of  the  heart  occurs  twice  as  frequently 
in  patients  who  received  anticoagulant  ther- 
apy as  among  those  who  did  not  receive 
it.  They  also  observed  under  anticoagulant 
therapy  5 instances  of  hemopericardium 
without  rupture.  It  is  perhaps  safer  not 
to  use  anticoagulants  in  cases  where  cardiac 
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rupture  is  a possibility  unless  there  are 
specific  indications  for  their  use. 

Case  report 

The  following  case  illustrates  the  misuse  of 
drugs  as  possible  precipitating  factors  in  rup- 
ture of  the  heart. 

A seventy-six-year-old  white  male  had  long- 
standing arteriosclerotic  hypertensive  heart 
disease,  a chronic  productive  cough,  occasional 
asthmatic  attacks,  and  one  episode  of  myo- 
cardial infarction  five  years  previously,  with 
apparently  good  functional  recovery.  On  the 
night  before  the  present  admission  to  the  hos- 
pital, he  experienced  severe  chest  pain  on  the 
anterior  side  for  several  hours  and  some  re- 
spiratory embarrassment.  His  blood  pressure 
was  170/110,  heart  rate  134,  and  respiratory 
rate  24  per  minute.  The  heart  was  enlarged 
and  the  sounds  of  poor  quality.  He  was  ad- 
mitted to  the  hospital  the  following  morning. 

On  the  first  hospital  day  he  had  “wheezing” 
respiration  and  a productive  cough,  tempera- 
ture 101.5  F.,  serum  glutamic  oxalopyruvic 
transaminase  170  units,  serum  lactic  acid  dehy- 
drogenase 2,120  units,  white  blood  cell  count 
15,100  with  a differential  of  83  per  cent  poly- 
morphonuclear leukocytes,  and  a sedimentation 
rate  with  a 5-mm.  drop  in  one  hour.  Fasting 
blood  sugar  was  154  mg.  per  100  ml.  and 
carbon  dioxide  20  mEq.  per  liter.  An  x-ray 
film  of  his  chest  showed  some  pulmonary 
emphysema,  considerable  cardiac  enlargement, 
and  a localized  aneurysmal  bulge  on  the  left 
border  above  the  apical  region  (Fig.  1A  (top)). 
An  electrocardiogram  showed  the  remains  of  an 
old  anteroseptal  myocardial  infarction  and  a 
fresh  infarct  of  the  anterolateral  wall  of  the 
left  ventricle  (Fig.  IB  (bottom)).  The  rhythm 
was  of  regular  sinus  origin,  rate  about  110  beats 
per  minute,  P-R  conduction  time  0.16  second, 
and  QRS  conduction  time  0.08  second. 

His  physician  ordered  one  dose  of  0.5  mg. 
digoxin  and  3 grains  of  quinidine  three  times 
a day  the  first  day  and  2 doses  of  0.5  mg. 
digoxin  and  3 grains  of  quinidine  three  times 
a day  the  second  day  of  hospitalization.  The 
blood  pressure  on  that  day  dropped  to  108/75. 
Apparently  because  of  this  drop  in  pressure 
and  of  the  “wheezing”  breathing,  he  was  given 
triamcinolone  (Aristocort),  a glucosteroid, 
V a cc.  (20  mg.)  intramuscularly.  He  also  re- 
ceived 3 rectal  aminophylline  suppositories,  7V2 
grains  each,  and  2 doses  of  10  mg.  each  of 
chlordiazepoxide  hydrochloride  (Librium)  dur- 
ing that  day.  The  patient  was  reported  to 
show  improvement  in  respiration  and  blood 
pressure  which  rose  to  140/84.  At  about 
4:00  A.M.  of  the  patient’s  beginning  third  hos- 
pital day,  he  suddenly  expired. 

Essential  autopsy  findings.  The  heart 
weighed  550  Gm.  The  valves  were  intact. 
The  right  coronary  artery  showed  moderate 
atheromatosis  and  the  left  coronary  artery 
marked  atheromatosis  with  one  area  where  it 


almost,  but  not  quite,  occluded  its  lumen.  No 
coronary  thrombosis  was  found.  The  peri- 
cardial cavity  was  filled  with  fresh  clotted 
blood.  The  muscle  of  the  posterolateral  sur- 
face of  the  left  ventricle  was  softened,  and 
there  was  a laceration  of  the  endocardial  sur- 
face in  that  area  extending  through  the  thick- 
ness of  the  wall  in  a raggedy,  tortuous  manner 
and  communicating  with  two  lacerations  of  the 
visceral  pericardial  surface.  The  right  pleural 
cavity  was  obliterated  by  fibrous  adhesions, 
and  the  lung  appeared  to  be  collapsed  with  its 
bronchus  containing  an  abundance  of  tenacious 
mucoid  exudate.  The  left  lung  was  emphy- 
sematous and  crepitant  throughout. 

It  is  evident  from  the  history  in  this  case 
that  the  respiratory  manifestations  were 
caused  primarily  by  pulmonary  disease  and  not 
by  heart  failure  caused  by  the  complication  of 
myocardial  infarction.  The  respiratory  symp- 
toms were  of  long  standing,  there  was  no 
evidence  of  pulmonary  edema  during  the  acute 
cardiac  disease,  and  none  was  found  at  au- 
topsy. There  was  also  no  undue  increase  in 
heart  rate  or  disturbances  in  heart  rhythm. 
The  use  of  digitalis  and  quinidine  was  there- 
fore unnecessary  and  was  most  likely  the  main 
cause  of  the  rupture.  The  use  of  the  steroid, 
probably  intended  for  control  of  the  asthmatic 
breathing  and  to  raise  the  blood  pressure,  was 
another  contributing  cause.  The  blood  pres- 
sure was  temporarily  raised  before  death,  and, 
from  a mechanical  viewpoint,  was  deleterious. 

Summary 

Rupture  of  the  heart  is  a relatively  fre- 
quent cause  of  sudden  death  in  myocardial 
infarction.  It  occurs  more  often  in  hyper- 
tensive individuals,  in  females,  during  the 
acute  stage  of  myocardial  damage,  in  indi- 
viduals who  receive  anticoagulant  therapy, 
and  in  those  over  thirty-nine  years  of  age. 
These  may  be  considered  predisposing 
causes.  The  exciting  causes  are  physical 
and  emotional  strain  and  the  careless  use 
of  potent  drugs. 

The  underlying  coronary  abnormal  con- 
dition may  be  thrombosis,  atheromatosis 
without  thrombosis,  and,  in  occasional  cases, 
very  little  structural  coronary  disease.  The 
mechanism  of  rupture  is  an  aneurysm-like 
expansion  of  the  diseased  portion  of  the 
myocardium,  caused  by  systolic  contraction 
of  the  normal  portion,  causing  suction,  in- 
creased pressure,  and  rupture  in  the  ar- 
terioluminal  and  arteriosinusoidal  vessels, 
thus  setting  up  dissecting  hematomas  which 
spread  from  the  endocardial  to  the  peri- 
cardial surface.  Death  is  caused  by  a sud- 
den large  rupture  of  the  visceral  peri- 
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cardium,  with  no  time  for  the  parietal 
pericardium  to  stretch.  Rapid  accumula- 
tion of  blood  in  the  pericardial  cavity  which 
ensues  causes  compression  of  the  atria  and 
the  venae  cava,  interfering  with  the  return 
of  the  blood  to  the  heart  thus  stopping  the 
circulation.  Rupture  may  be  anticipated 
if  the  patient  is  carefully  observed  and  the 
causes  are  kept  in  mind.  Absolute  rest,  in 
the  true  sense  of  the  word,  and  avoidance 
of  careless  drugging  may  prevent  rupture. 

255  Eastern  Parkway 
Brooklyn,  New  York  12238 
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T HE  development  of  the  coronary  care 
unit  represents  one  of  the  most  significant 
advances  in  hospital  practice  in  the  past 
five  years.  The  high  incidence  of  coronary 
artery  disease  and  its  staggering  mortality 
rate  have  persisted  in  spite  of  significant 
advances  in  cardiology.  A mortality  rate 
of  about  30  per  cent  has  endured  for  those 
hospitalized  with  myocardial  infarction.1-2 
Experience  with  resuscitation  made  it  clear 
that  some  of  these  deaths  might  be  pre- 
ventable if  the  deranged  rhythm  were 
treated  promptly  and  aggressively.3  To 
achieve  this  required  electronic  equipment 
and  a grouping  of  patients.  Day1-2  opened 
his  coronary  care  unit  in  Kansas  City  to 
achieve  a deliberate  and  constant  monitor- 
ing of  cardiac  rhythm  in  the  patient  with 
myocardial  infarction.  Since  Day,  many 
others  have  followed  with  units,  but  most 
of  these  are  in  teaching  hospitals  and  medi- 


FIGURE  1.  Arrangement  of  beds  and  cubicles 
in  coronary  care  unit. 


cal  centers.  Less  than  three  years  after 
Day1-2  and  Meltzer4  pioneered  this  dramatic 
departure  from  the  previous  mode  of  ther- 
apy, we  initiated  our  own  program  of 
intensive  care  for  the  victim  of  myocardial 
infarction,  opening  our  coronary  care  unit 
on  April  1,  1966.  While  the  coronary  care 
unit  has  become  a well-established  fact,5-6 
its  role  is  less  clearly  defined  in  a commu- 
nity hospital  without  house  staff  or  full- 
time cardiologists  in  attendance. 

Description  of  coronary  care  unit 

The  coronary  care  unit  was  constructed 
by  renovating  an  existing  facility  at  the 
end  of  a medical  wing.  It  was  completely 
divorced  from  the  already  functioning  in- 
tensive care  unit.  Six  beds  were  provided 
for  direct  monitoring  of  the  acutely  ill  pa- 
tient. These  beds  were  arranged  in  sound- 
proof, glass-partitioned  cubicles,  measuring 
approximately  12  by  8 feet,  in  a large  room 
in  direct  vision  of  the  nursing  staff  (Fig. 
1).  Four  progressive-care  beds  were  ar- 
ranged in  a semiprivate  fashion  imme- 
diately adjacent  to  the  main  monitoring 
unit.  The  patients  were  admitted  directly 
on  special  multipositional  litter-type  beds, 
on  which  they  remained  for  their  period  of 
acute  intensive  observation. 

The  acute  observation  cubicles  were  pro- 
vided with  individual  bedside  monitors  for 
electrocardiographic  monitoring,  piped-in 
oxygen,  wall-mounted  blood  pressure  cuffs, 
and  an  individual  power  supply.  There  was 
a central  nursing  station  with  an  individual 
slave  oscilloscope,  pulse  meters,  and  alarm 
systems  for  each  bed.  Such  items  of  sup- 
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portive  equipment  as  a mobile  crash  cart 
fitted  with  defibrillator,  a synchronizer  for 
cardioversion,  a battery-powered  pacemaker 
for  both  the  transvenous  and  external  pac- 
ing, positive-pressure  breathing  bag,  a 
Rennett  automative  ventilating  apparatus, 
endotracheal  and  tracheostomy  setups, 
hand  laryngoscopy  equipment,  and  emer- 
gency drug  and  eardiopress  equipment  for 
external  cardiac  massage  were  also  pro- 
vided. Ancillary  backup  equipment  in  case 
of  unit  equipment  failure  was  at  hand. 

Nursing  staff 

It  was  recognized  at  the  outset  that  the 
role  of  the  nurses  in  such  a unit  was  funda- 
mental. The  nurse  in  a coronary  care  unit 
must  be  able  to  recognize  the  major  compli- 
cations of  a myocardial  infarction,  and 
having  done  so,  exercise  judgment  born  of 
knowledge  as  she  chooses  the  correct  ther- 
apy. Killip  and  Kimball6  stated  it  well : 
“The  nurse  is  frequently  the  only  trained 
professional  at  the  bedside  during  im- 
portant clinical  events.”  With  this  in 
mind,  a training  course  was  planned.  Al- 
though it  has  been  varied  slightly,  it  is 
this  curriculum  which  has  been  given  to 
56  nurses  in  5 formal  classes  in  an  eighteen- 
month  period.  Twenty-six  nurses  were 
trained  for  our  hospital  and  the  others 
for  hospitals  intending  to  start  their  own 
units. 

The  course  covered  an  eight-week  period 
and  included  the  following : background 
discussion  of  pathophysiology  and  phar- 
macology involved  in  myocardial  infarction, 
two  weeks  in  each  of  the  infusion  and 
inhalation  therapy  departments  as  well  as 
that  of  electrocardiology,  demonstrations 
and  training  in  cardiopulmonary  resuscita- 
tion, fifty  hours  of  didactic  lectures  in  elec- 
trocardiology, with  particular  attention  to 
recognition  and  classification  of  cardiac 
arrhythmias,  and  practice  demonstration  of 
bedside  nursing  technic  peculiar  to  cardio- 
vascular nursing.  The  formal  training  was 
a responsibility  of  the  department  of  elec- 
trocardiology. 

On  opening  the  unit,  we  had  a perma- 
nently assigned  well-trained  cadre  of  gradu- 
ate nurses.  Each  shift  was  staffed  with  2 
registered  nurses  and  a permanent  an- 
cillary staff  consisting  of  a practical  nurse 


and  nursing  aides.  These  latter  were  also 
indoctrinated  in  limited  cardiovascular 
procedures  and  have  proved  of  immeasura- 
ble help  in  the  management  of  the  patient 
load. 

General  policies 

The  unit’s  governing  body  was  a com- 
mittee consisting  of  the  chief  of  medicine 
as  chairman,  3 members  of  the  department 
of  electrocardiology,  and  3 members  of  the 
senior  medical  attending  staff.  Admitting 
privileges  were  open  to  all  the  members  of 
the  general  medical  staff,  and  the  admitting 
physician  was  primarily  responsible  for  the 
care  and  direction  of  his  private  patient 
in  the  coronary  care  unit.  The  patients 
were  admitted  on  a bed-availability  basis 
and  at  the  discretion  of  their  private  physi- 
cians. The  chief  of  the  medical  service 
was  responsible  for  the  direction  and  oc- 
cupancy of  the  unit.  Rhythm  strips  were 
taken  every  two  hours,  and  these,  as  well  as 
standard  electrocardiograms,  were  inter- 
preted by  the  members  of  the  department 
of  electrocardiology,  who  were  also  avail- 
able for  consultation  as  desired  by  the 
attending  physician. 

It  is  there  that  the  coronary  care  unit 
of  the  community  hospital  without  house 
staff  or  full-time  cardiologist  takes  its  im- 
mediate departure  from  the  university  or 
medical  center  hospital  facility,  since  it  is 
evident  that  for  the  most  part,  the  profes- 
sional coverage  of  the  unit  must  lie  in  the 
hands  of  the  registered  nurse  and  her  as- 
sistants. She  is  empowered,  then,  to  act 
under  certain  specific  emergency  situations 
in  the  absence  of  an  attending  physician, 
and,  in  fact  of  operation,  it  was  the  nurses 
on  duty  who  intervened  in  the  majority  of 
the  emergency  situations. 

The  nurses  were  allowed  to  start  intra- 
venous infusions  and  insert  a polyethylene 
cannula.  In  fact,  part  of  the  standard 
procedure  of  the  unit,  as  established  by  the 
coronary  care  committee,  was  that  on  ad- 
mission, unless  ordered  otherwise  by  the 
attending  physician,  each  patient  had  an 
infusion,  preferably  through  a medicut. 
This  was  started  to  allow  a point  of  easy 
access  to  intravenous  medication.  The 
nurses  were  further  ordered  to  administer 
lidocaine  50  mg.  intravenously  on  the  ap- 
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TABLE  I.  Summary  of  mortality  rates  in  244  patients  with  proved  acute  myocardial  infarction  admitted 
to  the  coronary  care  unit  of  the  Glens  Falls  Hospital;  April,  1966,  to  October,  1967 


Patient 

Status 

Electric 

Failure 

Pump 

Failure 

Ventricular 

Rupture 

Pulmonary 

Embolus 

Total 

Per  Cent 

On  monitor 

6 

22 

3* 

i* 

32 

13.1 

After  transfer 

6 

M(2  to  7)  3.7  days 
H(5  to  33)  15  daysf 

3 

M(7  to  16)  11.3  days 
H(15  to  53)  28.6  daysf 

0 

3* 

M(5  to  11)  7.03  days 
H(16  to  63)  32.5  daysf 

12 

4.9 

Totals 

12 

25 

3 

4 

44 

18.0 

* Autopsy  data. 

f M = days  on  monitor,  H = total  hospital  stay. 


pearance  of  (1)  ventricular  tachycardia, 
(2)  premature  ventricular  contractions  at 
a frequency  of  6 or  more  per  minute,  (3) 
multiform  ectopic  beats,  (4)  salvos'  of  pre- 
mature beats,  or  (5)  premature  ventricular 
contractions  interrupting  the  T waves. 
They  were  also  given  permission  to  de- 
fibrillate  in  the  presence  of  ventricular 
fibrillation  in  the  absence  of  an  attending 
physician.  To  our  knowledge,  there  have 
been  no  errors  of  commission  or  morbidity 
by  virtue  of  allowing  the  nurses  to  ad- 
minister lidocaine  intravenously  or  to  de- 
fibrillate.  It  may  be  noted  that  these  were 
the  only  attempts  at  standardization  of 
treatment  procedures  suggested  in  the  unit 
and  that  these  met  with  no  opposition  from 
any  of  the  attending  physicians.  As  estab- 
lished by  the  coronary  care  committee, 
additional  urgent  therapeutic  efforts  are 
ordered  by  the  private  physician  as  indi- 
cated. 

Results 

Of  704  patients  admitted  to  the  coronary 
care  unit  during  this  eighteen-month 
period,  244  were  found  to  satisfy  the 
criteria  of  having  sustained  an  acute 
myocardial  infarction  by  the  following 
standard : compatible  positive  clinical  his- 
tory, development  of  a diagnostic  Q wave 
or  the  evolution  of  the  ST-  and  T-wave 
abnormalities  consistent  with  acute  myo- 
cardial infarction,  and  characteristic 
changes  in  the  serum  transaminase. 

Of  the  244  patients,  155  were  male  and 
89  female.  The  age  range  was  twenty- 
nine  to  eighty-four  years  for  the  males, 
with  a mean  of  62.6.  For  females,  this 
range  was  forty-two  to  ninety,  with  a mean 
age  of  64.8  years.  The  average  stay  in  the 
units  was  7.2  days,  and  the  total  hospital 
stay  was  twenty-five  days.  The  majority 


of  the  patients,  that  is  203,  were  admitted 
directly  to  the  unit  within  one  to  thirty-six 
hours  after  the  onset  of  pain.  Forty-two 
patients,  or  16.7  per  cent,  were  transferred 
from  elsewhere  in  the  hospital  into  the 
unit.  This  transfer  usually  occurred  at 
the  time  of  the  development  of  a myo- 
cardial infarct,  postoperatively,  or  because 
of  deterioration  in  a patient  known  to  have 
a myocardial  infarction.  Five  patients  ex- 
pired either  en  route  from  the  emergency 
room  of  the  hospital  or  from  the  trans- 
ferring ward,  before  definitive  therapy  was 
instituted,  and  are,  as  a consequence,  being 
omitted  from  this  report. 

A summary  of  the  mortality  figures  of 
the  244  patients  with  documented  myo- 
cardial infarction  is  outlined  in  Table  I. 
Thirty-two  patients,  or  13.1  per  cent  of  the 
series,  expired  while  being  monitored. 
These  32  may  be  subdivided  into  the  fol- 
lowing categories; 

1.  Six  were  considered  primary  electric 
failures.  These  were  major  arrhythmias 
occurring  in  the  absence  of  shock,  pul- 
monary edema,  or  as  a terminal  degenera- 
tion of  the  electric  system.  To  our 
knowledge,  primary  ventricular  standstill 
was  not  observed  in  these  244  patients. 

2.  Twenty-two  persons  expired  in  shock 
or  pulmonary  edema  and  were  felt  to  be 
principally  pump  failures.  All  but  3 of 
these  patients  had  varying  degrees  of  pul- 
monary edema  or  hypotension  on  admission 
to  the  unit.  In  addition,  there  were  4 
patients  who  expired  suddenly,  and  at 
autopsy  3 of  these  were  found  to  have 
ventricular  rupture  and  1 a massive  pul- 
monary infarction. 

3.  Twelve  patients,  or  4.9  per  cent,  after 
having  been  treated  in  the  unit,  expired 
in  the  general  hospital.  The  terminal 
event  in  these,  although  not  exactly  defined, 
may  be  surmised  from  the  preceding  hos- 
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TABLE  II.  Type  and  incidence  of  arrhythmias 


Arrhythmia 

Number  of 
Occurrences 

Supraventricular 

Sinus  tachycardia 

60 

Sinus  bradycardia 

11 

Atrial  tachycardia 

6 

Atrial  fibrillation 

23 

Atrial  flutter 

3 

Nodal  tachycardia 

7 

Ventricular 

Ventricular  ectopic  beats  (multi- 
form, multifocal,  bigeminy,  and 

frequent)* 

45 

Ventricular  tachycardia 

23 

Ventricular  fibrillation 

16 

Heart  block  (degrees) 

1 

14 

2 

6 

3 

8 

* Less  than  6 per  minute. 


pital  records,  or,  as  in  the  case  of  3 embolic 
deaths,  from  the  autopsy  data.  Six  of  these 
were  considered  to  be  primary  electric 
failures.  Their  clinical  courses  appeared 
to  be  satisfactory,  and  the  terminal  event 
occurred  quite  suddenly.  These  patients 
had  been  monitored  for  an  average  of  3.7 
days,  and  expired  on  the  fifteenth  hospital 
day  on  the  average.  The  remaining  3 
patients  appeared  to  have  expired  in  pul- 
monary edema  or  shock  as  evidenced  by 
their  clinical  records.  These  had  spent  an 
average  of  11.3  days  in  the  monitor  and 
had  expired  on  their  28.6  hospital  day,  on 
an  average. 

In  analyzing  the  arrhythmias  occurring 
in  this  series,  we  find,  as  in  many  of  the 
series  reported,  a great  majority  of  the 
patients,  that  is  74  per  cent,  sustained  one 
or  more  major  rhythm  disturbances.  (Table 
II). 6-10  This  is  exclusive  of  terminal 
arrhythmias  or  as  a resultant  pulmonary 
edema  or  drug  toxicity.  Twenty-six  per 
cent  of  patients  failed  to  exhibit  any  major 
arrhythmias  during  their  course  of  moni- 
toring. Ventricular  fibrillation  as  a pri- 
mary electric  event  occurred  in  16  patients, 
10  of  whom  were  defibrillated  successfully 
and  survived  to  leave  the  hospital. 

In  14  patients,  second-  or  third-degree 
heart  block  was  found ; 5 of  these  patients 
expired.  Temporary  transvenous  pace- 
makers were  used  in  12  patients,  9 of  whom 
had  acute  myocardial  infarction  with  sec- 
ond- or  third-degree  heart  block  (Table 


TABLE  III.  Transvenous  pacing 


Diagnosis 

Number 

of 

Patients 

Number 

of 

Catheters 

Passed 

Number 

Paced 

Chronic  heart  block 
with  Stokes- 
Adams  respira- 
tion 

3 

3 

3 

Heart  block  in 
acute  myocardial 
infarction 

9 

9* 

6 

— 

— 

- 

Totals 

12 

12 

9 

* Three  on  stand-by  basis. 

III).  Six  of  these  were  paced,  and  the 
remaining  3 were  on  stand-by  basis.  In 
the  3 additional  patients,  the  transvenous 
pacemaker  was  used  for  chronic  third- 
degree  heart  block  with  Stokes-Adams 
episodes.  The  transvenous  pacemaker  cath- 
eters were  passed  via  either  the  right 
jugular  or  the  right  basilic  vein  by  two 
members  of  the  department  of  electro- 
cardiology. In  general,  this  was  performed 
with  the  use  of  image  intensifier  fluoros- 
copy. However,  in  more  urgent  situa- 
tions, the  endocardiographic  guide  was 
used. 

Further  evaluation  of  the  arrhythmias  in 
relation  to  the  definitive  therapy  would  be 
difficult  in  a series  where  there  is  no 
standardization  of  treatment  procedure, 
and,  in  addition,  many  variables  contribute 
to  the  ultimate  outcome  which  may  not 
always  be  readily  accessible. 

Comment 

The  majority  of  deaths  in  myocardial  in- 
farction occur  in  the  first  week,  and  many 
patients  die  unexpectedly,  presumably  as 
the  result  of  an  acute  episode  of  fatal 
arrhythmia.  According  to  the  figures  pre- 
sented here  and  confirmed  on  review  of 
other  reports,  approximately  75  per  cent 
of  the  cases  have  arrhythmia  in  the  early 
days  of  the  illness.  Early  recognition  leads 
to  aggressive  therapy  and  significant  re- 
duction in  the  mortality  rate.  The  coro- 
nary care  unit  makes  such  surveillance  and 
the  therapeutic  intervention  possible.  In 
our  use,  there  has  been  a satisfying  im- 
provement in  the  mortality  rate.  If  10  of 
the  16  patients  who  had  primary  ventricu- 
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lar  fibrillation  had  not  been  successfully 
resuscitated,  the  mortality  rate  would  still 
be  only  22  per  cent.  This  would  suggest 
that  the  aggressive  treatment  of  the  pro- 
dromata  of  primary  ventricular  fibrillation, 
as  well  as  other  serious  arrhythmias,  was 
in  part  responsible  for  this  low  mortality 
rate.  Fully  cognizant  of  the  pitfalls  of 
such  a comparison,  we  point  out  that  the 
mortality  rate  for  myocardial  infarction 
treated  in  the  Glens  Falls  Hospital  in  the 
pre-coronary  care  unit  years  of  1964  and 
1965  was  32  per  cent,  as  compared  with 
18  per  cent  in  this  series. 

The  development  and  value  of  a coronary 
care  unit  in  a general  or  community  hos- 
pital depends  on  both  a well-planned  physi- 
cal plant  and  modern  electronic  equipment. 
These  are  of  limited  value,  however,  unless 
a group  of  dedicated,  motivated,  and  spe- 
cially trained  nurses  are  present  to  provide 
constant  care,  early  detection,  and  effective 
treatment. 

The  paramount  importance  of  a well- 
rehearsed  nursing  complex  is  emphasized 
when  one  realizes  that  of  the  10  of  our 
patients  successfully  defibrillated,  9 of 
these  procedures  were  carried  out  by  a 
nurse  without  a physician  in  attendance. 

It  is  a duty  and  function  of  any  coronary 
care  unit  to  maintain  training  programs. 
These  should  be  both  ongoing  for  those 
already  working  in  the  unit  and  introduc- 
tory for  those  entering  this  specialized  field 
of  nursing. 

We  also  feel  the  community  hospital  has 
an  important  obligation  in  training  person- 
nel for  use  in  newly  established  coronary 
care  units.  Perhaps  at  this  level,  its  great- 
est value  is  in  the  practical  application  of 
the  principles  of  cardiovascular  nursing  as 
well  as  individualized  tutoring  in  the  classi- 
fication and  recognition  of  arrhythmias. 


Summary 

A coronary  care  unit  was  established  in 
Glens  Falls  Hospital  on  April  1,  1966.  This 
is  a community  hospital  without  house  staff 
or  full-time  cardiologist.  In  the  eighteen- 
month  period  between  April  1,  1966,  and 
October  1,  1967,  704  patients  were  admitted 
to  the  unit.  Of  these,  244  were  proved  to 
have  acute  myocardial  infarction.  Forty- 
four  patients  expired,  32  while  in  the  unit 
and  the  remainder  in  the  general  hospital 
after  discharge  from  this  intensive  care 
area.  This  is  a mortality  rate  of  only  18 
per  cent. 

It  is  concluded  that  the  coronary  care 
unit  in  a community  hospital  without  house 
staff  or  full-time  cardiologist  is  an  effective 
means  of  reducing  the  mortality  rate  from 
acute  myocardial  infarction.  It  is  further 
concluded  that  the  value  of  the  trained 
nursing  staff  cannot  be  overemphasized. 
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TABLE  I.  Bilateral  hilar  or  mediastinal  lesions* 


Rationale  of  Routine 
Scalene  Node  Biopsy 
in  Pulmonary  Lesions 


HOOSHANG  BOLOOKI,  M.D.* 
Brooklyn,  New  York 
STANLEY  MINKOWITZ,  M.D. 

Brooklyn,  New  York 
KARL  E.  KARLSON,  M.D. 

Brooklyn,  New  York 
NORMAN  E.  AMER,  M.D. 
Brooklyn,  New  York 

Resident  in  Surgery  (Dr.  Bolooki),  Assistant 
Professor,  Department  of  Pathology  and  Chief,  Surgical 
Pathology  Service,  Institute  of  Pathology  (Dr. 
Minkowitz),  Kings  County  Hospital  Center,-  Professor, 
Department  of  Surgery  and  Director,  Thoracic 
Surgery  Service  (Dr.  Karlson),  Clinical  Assistant 
Professor,  Department  of  Surgery  (Dr.  Amer),  State 
University  of  New  York  Downstate  Medical  Center 


c 

OCALENE  LYMPH  NODE  BIOPSY  has  proved 
useful  in  the  diagnosis  of  a variety  of  pul- 
monary lesions.1-3  Since  Daniels’4  original 
description,  it  has  become  evident  that  pa- 
tients with  bronchogenic  carcinoma  and 
palpable  scalene  lymph  nodes  have  a high 
incidence  of  metastatic  disease  in  these 
nodes.2-5’6  However,  as  the  indications  for 
biopsy  broadened  to  include  nonpalpable 
nodes,  the  incidence  of  positive  scalene 
nodes  decreased.3-7 

This  review  of  462  scalene  node  biopsies 
performed  at  the  Kings  County  Hospital 
Center  during  an  eight-year  period,  1956  to 
1963,  confirms  that  scalene  node  biopsy  is  a 
useful  procedure  and  indicates  that  bilater- 

* Present  address:  Department  of  Thoracic  and  Car- 

diovascular Surgery,  University  of  Miami  School  of 
Medicine,  Miami.  Florida  33136. 


Condition 

Number 

Right 

Left 

Bilateral 

All  biopsies 

63 

63 

7 

3 

Nondiagnostic 

27 

21 

5 

1 

Diagnostic 

36(57) 

32(60) 

2 

2 

Carcinoma  of  lung 

6 

6 

0 

O 

Noncaseous  granuloma 

27 

23 

2 

2 

Caseous  granuloma  and 
others 

3 

3 

0 

0 

Palpable  nodes 

10 

5 

3 

2 

Diagnostic 

5(50) 

3(60) 

1 

1(60) 

Nondiagnostic 

5 

2 

2 

1 

Nonpalpable  nodes 

53 

48 

4 

1 

Diagnostic 

31(59) 

29(60) 

1(25) 

1 

Nondiagnostic 

22 

19 

3 

0 

* Figures  in  parentheses  represent  per  cent  positive  yield 
within  that  particular  subgroup. 


al  biopsy  will  increase  the  value  of  the 
procedure. 

Material 

A total  of  462  scalene  node  biopsies  were 
performed.  Scalene  nodes  were  palpable  in 
only  48  patients.  Twenty-two  biopsies 
were  bilateral,  with  nodes  palpable  unilat- 
erally in  7 of  these  cases.  In  all  cases  the 
nodes  and  the  fat  pad  located  beneath  the 
omohyoid  membrane  in  the  triangle  formed 
by  the  subclavian  and  internal  jugular 
veins  and  omohyoid  muscle  were  removed. 
All  the  biopsies  were  performed  by  the 
resident  staff.  No  major  complication  or 
death  attributable  to  scalene  node  biopsy 
was  encountered. 

The  results  are  tabulated  according  to 
the  locations  of  the  predominant  lesions  on 
the  chest  roentgenograms. 

Results 

Mediastinal  and  hilar  lesions.  A total 
of  117  node  biopsies  were  performed  for  le- 
sions located  in  the  hilar  or  mediastinal 
regions.  Forty-one  per  cent  of  all  nodes 
gave  positive  results. 

Sixty-three  biopsies  were  performed  for 
bilateral  hilar  lesions.  Fifty-three  were 
done  on  the  right  side  with  60  per  cent  of 
those  nodes  diagnostic,  and  7 were  done  on 
the  left  side  with  28  per  cent  positive 
(Table  I).  As  noted  in  the  tables,  a high 
incidence  of  noncaseous  granuloma  with 
negative  Ziehl-Neelson  stain,  considered 
compatible  with  the  diagnosis  of  sarcoido- 
sis, was  found. 

Thirty-one  biopsies  were  done  for  lesions 
located  in  the  right  hilum.  Thirty  of  these 
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TABLE  II.  Right  upper  lobe  lesions* 


Condition 

Number  Right 

Left 

Bilateral 

All  biopsies 

128 

120 

4 

4 

Nondiagnostic 

101 

97 

2 

2 

Diagnostic 

27(21) 

23(19) 

2(50) 

2(50) 

Carcinoma  of  lung 

10 

8 

1 

1 

Nongaseous  granuloma  13 
Caseous  granuloma  and 

12 

1 

0 

others 

4 

3 

0 

1 

Palpable  nodes 

15 

13 

1 

1 

Diagnostic 

3(20) 

2(15) 

1 

0 

Nondiagnostic 

12 

11 

0 

1 

Nonpalpable  nodes 

113 

107 

3 

3 

Diagnostic 

24(21) 

21(19) 

1 

2(60) 

Nondiagnostic 

89 

86 

2 

1 

* Figures  in  parentheses  represent  per  cent  positive  yield 
within  that  particular  subgroup. 


biopsies  were  on  the  right  side  with  26  per 
cent  positive. 

Of  23  biopsies  done  for  lesions  located  in 
the  left  hilum,  12  were  performed  on  the 
right,  with  1 being  positive.  Nine  biopsies 
were  done  on  the  left  side,  and  2 were  posi- 
tive. 

Right  lung  lesions.  A total  of  186 
biopsies  were  done  for  lesions  located  in  the 
right  lung  field.  Eight  per  cent  were 
positive.  Among  171  biopsies  on  the  right 
side,  17  per  cent  were  positive.  Among 
biopsies  on  the  left  side,  40  per  cent  (4  of 
10)  were  positive. 

Among  128  biopsies  (120  done  on  the 
right  side)  for  right  upper  lobe  lesions,  27 
were  positive  (21  per  cent).  The  per  cent 
of  diagnostic  biopsies  of  palpable  and  non- 
palpable  nodes  was  equal  (Table  II). 

Twenty-five  biopsies  were  done  for  right 
middle  lobe  lesions;  3 (12  per  cent)  positive 
nodes  were  found,  all  on  the  right  side. 

Thirty-three  nodes  were  biopsied  for  le- 
sions in  the  right  lower  lobe ; 10  per  cent  of 
biopsies  on  the  right  side  were  positive, 
and  40  per  cent  (2  of  5)  biopsies  on  the  left 
side  were  positive. 

Left  lung  lesions.  A total  of  159  node 
biopsies  were  done  for  lesions  in  the  left 
lung  fields.  Twenty-seven  per  cent  of 
biopsies  on  the  right  side  were  positive. 
Eleven  per  cent  of  biopsies  on  the  left  side 
were  positive.  Over  all,  22  per  cent  of  the 
nodes  examined  were  positive. 

Of  118  biopsies  done  for  the  lesions  lo- 
cated in  the  left  upper  lobe,  21  per  cent  were 
positive.  Forty-four  biopsies  on  the  right 
side  were  done  with  25  per  cent  being  posi- 
tive, opposed  to  15  per  cent  (of  67)  being 
positive  on  the  left  side  (Table  III). 

Forty-one  biopsies  were  performed  for 


TABLE  III.  Left  upper  lobe  lesions* 


Condition 

Number 

1 Right 

Left 

Bilateral 

All  biopsies 

118 

44 

67 

7 

Nondiagnostic 

93 

33 

57 

3 

Diagnostic 

25(21) 

11(25) 

10(14) 

4(57) 

Carcinoma  of  lung 

10 

2 

7 

1 

Noncaseous  granuloma 
Caseous  granuloma  and 

8 

6 

2 

0 

others 

7 

3 

1 

3 

Palpable  nodes 

14 

5 

8 

1 

Diagnostic 

8(57) 

2(40) 

5(62) 

1 

Nondiagnostic 

6 

3 

3 

0 

Nonpalpable  nodes 

104 

39 

59 

6 

Diagnostic 

17(16) 

9(23) 

5(8) 

3(50) 

Nondiagnostic 

87 

30 

54 

3 

* Figures  in  parentheses  represent  per  cent  positive  yield 
within  that  particular  subgroup. 


left  lower  lobe  lesions,  and  10  were 
positive.  Among  21  biopsies  on  the  right 
side,  7 were  positive  (33  per  cent).  Among 
biopsies  on  the  left  side,  1 was  positive. 

Bilateral  scalene  node  biopsies.  Al- 
though the  number  of  cases  with  bilateral 
biopsies  was  relatively  small  (22),  the  in- 
cidence of  positive  diagnosis  was  high  (50 
per  cent).  Palpable  nodes  did  not  yield  a 
higher  incidence  of  diagnostic  biopsies 
than  nonpalpable  nodes  when  bilateral  biop- 
sies were  done. 

Palpable  versus  nonpalpable  nodes. 
Generally  the  small  numbers  of  palpable 
nodes  in  the  various  regional  categories 
do  not  allow  significant  conclusions  to 
be  drawn  in  each  group  concerning  the 
value  of  this  finding.  The  total  number  of 
palpable  nodes  was  48  with  19  being  posi- 
tive, an  incidence  of  40  per  cent.  In  414 
cases  in  which  the  nodes  were  not  palpable, 
99  were  positive,  an  incidence  of  24  per 
cent. 

Comment 

An  interesting  aspect  of  this  series  is 
that  only  10  per  cent  of  the  nodes  were 
palpable.  Palpable  nodes  have  ranged 
from  13  to  30  per  cent  in  the  previously  re- 
ported series,  with  the  rate  of  positive  yield 
varying  widely  (Table  IV).10'12  Our  24 
per  cent  positive  yield  from  nonpalpable 
nodes  emphasizes  the  importance  of  scalene 
node  biopsy  even  when  the  nodes  are  not 
palpable.  Bilateral  scalene  node  biopsies 
yielded  the  highest  incidence  of  positive  di- 
agnosis even  when  the  nodes  were  not 
palpable.  When  the  primary  lesion  was  lo- 
cated in  a particular  lung  field,  the  highest 
percentage  yield  of  positive  diagnosis  was 
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TABLE  IV.  Comparative  results  of  scalene  node  biopsies  collected  from  literature 


Number  Per  Cent  Palpable  Nodes Nonpalpable  Nodes 

Author  of  Diag-  Per  Per  Per 


Biopsies 

nostic 

Number 

Cent* 

Positive 

Cent* 

Number 

Positive 

Cent* 

Lai  and  Poole  * 

112 

30 

15 

13 

15 

100 

97 

19 

20 

Williams  and  Webb  • 

128 

40 

17 

13 

16 

94 

111 

35 

31 

Higgins  and  Brownlee  ' 
Leekie,  McCormack,  and 

362 

27 

112 

30 

50 1 

76 

250 

18t 

13 

Walbaum  *•  t 

107 

7 

26 

24 

6 

23 

81 

1 

Skinner  ** 

186 

35 

67 

36 

44 

65 

119 

21 

17 

Mazur  and  Brinkman*  t 

117 

34 

64 

14 

22 

Present  series 

462 

25 

48 

io 

19 

40 

414 

99 

24 

* Figures  represent  per  cent  positive  yield  within  that  particular  subgroup, 
t Series  included  only  bronchogenic  carcinomas. 


from  scalene  node  biopsies  done  in  the  op- 
posite side  of  the  neck.  One  may  speculate 
on  the  significance  of  this  observation  be- 
cause in  most  cases  the  biopsy  was  done  on 
the  side  of  the  lesion,  making  the  num- 
ber of  contralateral  biopsies  relatively 
small.  This  finding  emphasizes,  however, 
the  likelihood  of  a diagnostic  specimen  on 
the  opposite  side  and  furnishes  argument 
for  bilateral  scalene  node  biopsy.  Rapid 
frozen  section  diagnosis  on  the  specimen  re- 
moved from  the  first  side  would  dictate 
whether  or  not  the  other  scalene  nodes 
should  be  excised. 

The  over-all  diagnostic  yield  of  scalene 
node  biopsy  in  this  series  was  25  per 
cent.  Palpable  and  nonpalpable  nodes  were 
diagnostic  in  40  and  24  per  cent 
respectively.  When  biopsies  were  done  bi- 
laterally, palpable  or  nonpalpable  nodes 
gave  consistently  over  50  per  cent  positive 
yield.  No  particular  conclusion  could  be 
drawn  from  this  study  to  confirm  the  im- 
portance of  the  lymphatic  pathways 
described  by  Rouviere  as  modified  by  Con- 
nar,13  and  lymphatic  drainage  appears  to 
be  sufficiently  unpredictable  that  bilateral 
scalene  node  biopsies  are  indicated  if  the 
procedure  is  to  be  undertaken  at  all  in  the 
absence  of  a palpable  node. 

Summary 

Four  hundred  and  sixty-two  scalene  node 
biopsies  performed  for  pulmonary  lesions 
in  an  eight-year  period  were  reviewed. 


Bilateral  scalene  node  biopsies  yielded  the 
highest  incidence  of  positive  diagnosis. 
The  highest  percentage  yield  of  positive 
diagnosis  for  a lesion  located  in  a particu- 
lar  lung  field  was  from  nodes  biopsied  from 
the  opposite  side  of  the  neck.  The  diagnos- 
tic value  of  biopsies  on  the  right  or  left 
sides  for  various  locations  of  pulmonary 
lesions  was  reported. 
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T he  Vinca  alkaloids  are  derived  from 
the  plant  Vinca  rosea  Linn  (periwinkle). 
The  periwinkle  is  a perennial  plant  which 
is  widely  cultivated  in  gardens  throughout 
the  world.  According  to  the  review  by 
Johnson  et  al.,1  this  plant  has  been  used 
in  indigenous  medicine  in  various  parts  of 
the  world.  Its  use  has  been  described  “in 
Brazil  as  an  infusion  of  the  leaves  to  con- 
trol hemorrhage  and  scurvy,  as  a mouth- 
wash for  toothaches  and  for  the  healing 
and  cleaning  of  chronic  wounds.  In  the 
British  West  Indies  it  has  been  used  to 
treat  diabetic  ulcer  and  in  the  Philippines 
it  was  reported  as  being  an  effective  oral 
hypoglycemic  agent.”1 

It  was  the  folklore  reputation  which  this 
plant  enjoyed  as  an  oral  hypoglycemic  agent 
that  stimulated  experimentation  in  two  dif- 
ferent laboratories.  One  of  these  groups 
included  Noble,  Beer,  and  Cutts  at  the 
University  of  Western  Ontario  and  the 
other,  a group  in  the  Lilly  laboratory,  in- 
cluded Johnson,  Wright,  Svoboda,  and 
Vlantis.1  Neither  group  could  substantiate 
hypoglycemic  activity  of  the  periwinkle 
derivatives,  but  the  Canadian  group  ob- 
served a peripheral  granulocytopenia  and 
bone  marrow  depression  in  rats  associated 
with  certain  alkaloidal  fractions.  This 
eventually  led  to  their  preparation  of  vin- 


blastine sulfate,  an  alkaloid  capable  of 
producing  an  antileukemic  effect  in  mice. 

Mode  of  action 

Numerous  observers  have  shown  that 
vinblastine  sulfate  produces  an  increase  in 
mitotic  index  in  human  bone  marrow,  hair 
follicle,  and  leukemic  and  solid  tumor  cells. 
This  metaphase  increase  has  been  found  in 
vivo  and  in  vitro  in  every  mammalian  cell 
system  tested.  The  evidence  indicates  that 
with  this  increase  in  mitotic  index,  “there 
is  no  over-all  increase  in  mitotic  activity 
but  rather  an  ‘arrest’  of  mitosis  at  the 
metaphase  stage.”2 

The  relationship  of  the  mitotic  inhibition 
to  toxicity  of  these  agents  and  to  their 
antitumor  properties  remains  obscure. 
Vaitkevicius  et  al.3  observed,  “Since  ar- 
rested metaphases  occur  with  equal  fre- 
quency in  tumors  regressing  during  vin- 
blastine therapy  and  in  resistant  tumors, 
metaphase  arrest  is  unlikely  to  be  the  sole 
mechanism  responsible  for  tumor  regression 
produced  by  vinblastine.” 

Frei  et  al.2  commented,  “The  mitotic 
and  cellular  destructive  effects  of  the  peri- 
winkle alkaloids  are  not  always  concordant. 
Thus  mitotic  accumulation  occurs  in  all 
rodent  systems  in  which  it  has  been  studied, 
but  the  antitumor  and  antileukemia  effects 
vary  markedly.” 

Vinblastine  sulfate  was  considered  to  be 
an  agent  that  blocked  cell  division  in  meta- 
phase without  interfering  with  desoxyri- 
bose  nucleic  acid  replication  or  premitotic 
events.  Recently  reported  data,  however, 
suggest  that  the  periwinkle  alkaloids  do 
exert  significant  effects  during  premitotic 
events  and  on  desoxyribose  nuclei  acid 
synthesis.4  Studies  by  Van  Lancker,  Flan- 
gas,  and  Allen5  and  Luyckx  and  Van 
Lancker6  indicated  that  twelve  hours  after 
injection  of  vinblastine,  the  rate  of  desoxy- 
ribose nucleic  acid  synthesis  is  approxi- 
mately ten  per  cent  of  normal.  Desoxyri- 
bose nucleic  acid  synthesis  resumes  a 
normal  rate  in  spleen  and  accelerated  rate 
in  bone  marrow  seventy-two  hours  after 
injection  of  the  antimetabolite.  These  bio- 
chemical changes  preceded  the  appearances 
of  morphologic  changes  in  the  spleen  and 
bone  marrow.  The  possibility  that  vin- 
blastine sulfate  interfered  with  the  elabo- 
ration of  a protein  necessary  for  desoxy- 
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ribose  nucleic  acid  synthesis  but  different 
from  thymidylic  kinase  and  desoxyribose 
nucleic  acid  polymerase  was  elucidated  in 
studies  of  regenerating  liver  desoxyribose 
nucleic  acid  synthesis. 

Clinical  application 

Vinblastine  sulfate  has  achieved  its 
major  clinical  use  in  the  treatment  of 
Hodgkin’s  disease  I will  review  the  ther- 
apy of  Hodgkin’s  disease  with  vinblastine 
sulfate  with  emphasis  on  the  following 
points:  (1)  dose,  (2)  administration  and 
storage,  (3)  toxicity,  and  (4)  clinical  re- 
sults. 

Treatment  of  Hodgkin’s  disease 
with  vinblastine  sulfate 

General  comment.  In  the  space  of  a 
few  years,  intravenously  administered  vin- 
blastine sulfate  has  had  the  distinction  of 
overcoming  early  adverse  publicity.7  Re- 
ports initially  indicated  that  a useful  effect 
could  be  obtained  with  vinblastine  sulfate 
only  at  the  risk  of  extreme  toxicity  and 
appreciable  mortality  rates.8  In  1964  it 
was  conceded  that  vinblastine  sulfate  “ap- 
pears to  be  a major  therapeutic  agent  in 
Hodgkin’s  disease.”9  By  1968  numerous 
publications  now  attest  to  the  usefulness  of 
intravenous  \inblastine  sulfate  for  the 
treatment  of  Hodgkin’s  disease.  Its  use  is 
characterized  by  a high  remission  rate,  a 
relatively  long  duration  of  remission  on 
maintenance  therapy,  a relative  ease  of  ad- 
ministration, and  lack  of  serious  tox- 
icity.10-12 

Historically,  oral  vinblastine  sulfate  was 
also  off  on  the  same  adverse  course.  In 
April,  1965,  it  was  reported  that  “the  drug 
is  unpredictable  and  not  particularly  effec- 
tive” when  taken  orally.13  Armstrong  et 
al.,x 4 however,  used  oral  vinblastine  sulfate 
effectively  in  a pregnant  patient  with 
Hodgkin’s  disease,  with  no  effect  on  the 
fetus.  Definite  usefulness  of  oral  vin- 
blastine sulfate  in  patients  responsive  to 
intravenous  vinblastine  sulfate  was  reported 
in  1966. 15 

The  Midwest  Cooperative  Chemotherapy 
Group  recently  reported  (August,  1967) 
that  “oral  vinblastine  was  an  effective  ther- 
apeutic agent  for  Hodgkin’s  disease.”16 


They  found  that  the  response  rate  between 
the  intravenous  route  and  the  oral  route 
was  similar  (57  per  cent  for  the  intra- 
venous route  and  51  per  cent  for  the  oral 
route).  They  concluded,  “Oral  administra- 
tion of  vinblastine  can  be  recommended  as 
an  effective  mode  of  therapy  for  dissemi- 
nated Hodgkin’s  disease.”16  Oral  vinblas- 
tine sulfate  remains  an  “experimental” 
drug,  however,  and  is  unavailable  for  gen- 
eral use. 

Intravenous  vinblastine  sulfate.  Dose 
schedule.  As  long  as  the  white  blood  count 
is  over  4,000  cells  per  cubic  millimeter,  a 
starting  dose  of  0.1  mg.  per  kilogram  may 
be  given.  If  a response  occurs,  there  is  no 
need  to  raise  the  dose  increment.  The  same 
dose  may  be  repeated  once  each  week.  As 
long  as  a response  is  present,  an  attempt  to 
repeat  the  dose  at  less  frequent  intervals  is 
indicated.  The  same  dose  may  be  repeated 
once  every  ten  days,  once  every  two  weeks, 
once  every  three  weeks,  and  so  on.  If  a 
relapse  occurs,  such  as  return  of  fever,  en- 
largement of  nodes,  drop  in  hemoglobin, 
and  so  on,  by  too  long  an  interval  between 
injections,  a higher  dose  may  be  tried  with 
the  same  interval.  In  most  cases,  however, 
shortening  of  the  interval  between  injec- 
tions is  probably  the  only  effective  means  to 
sustain  a remission.  To  allow  for  marrow 
recovery,  injections  are  not  usually  given 
more  frequently  than  once  a week. 

Most  patients  require  injections  once 
every  one  to  two  weeks  to  sustain  a remis- 
sion. There  are  a few  patients  whose 
tumor  response  is  sufficiently  favorable  that 
injections  of  vinblastine  sulfate  have  been 
given  only  once  every  three  to  eight  weeks, 
and  tumor  control  has  been  maintained. 
It  may  be  worth  while  to  determine  how 
long  each  individual  may  continue  in  com- 
fort prior  to  the  next  injection.  Unfortu- 
nately, with  regard  to  total  length  of  remis- 
sion, no  data  have  been  accumulated  to  de- 
termine whether  it  is  better  to  allow  an 
“escape”  prior  to  each  injection  or  to  at- 
tempt to  maintain  a “smooth”  remission. 
Data  have  been  gathered  that  indicate  that 
all  patients  with  active  Hodgkin’s  disease 
on  maintenance  vinblastine  sulfate  will  re- 
lapse if  the  injections  are  stopped.17- 18 
Even  after  a long  “smooth”  remission  of 
over  one  year  of  repeated  injections  of  vin- 
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blastine  sulfate,  stopping  the  drug  has  been 
met  with  relapse.  Since  the  use  of  vin- 
blastine sulfate  by  the  current  technics  is 
not  intended  nor  does  it  apparently  accom- 
plish eradication  of  the  Hodgkin’s  tumor,  it 
is  not  surprising  that  cessation  of  the  main- 
tenance therapy  leads  to  almost  certain  re- 
lapse. 

If  a response  is  not  apparent  within  one 
week  after  the  first  injection,  increasing  the 
dose  increment  by  50  per  cent  each  week 
may  effect  a response,  although  repeating 
the  same  initial  dose  may  be  equally  effec- 
tive. A four-  to  six-week  trial  of  weekly 
injections  may  be  necessary  to  determine 
whether  or  not  the  tumor  is  resistant  to 
vinblastine  sulfate  therapy.  Usually,  evi- 
dence of  leukocyte  depression  is  expected 
after  repeated  weekly  injections.  If  no 
tumor  response  is  apparent  at  this  point, 
the  patient’s  tumor  is  considered  resistant 
to  vinblastine  sulfate  alone. 

If  the  white  blood  count  remains  below 
4,000  per  cubic  millimeter,  one  week  after 
an  injection,  usually  no  further  therapy  is 
recommended  until  the  white  blood  count 
rises.  However,  this  “rule”  is  not  always 
applicable.  In  patients  on  maintenance  vin- 
blastine sulfate  therapy,  leukopenic  patients, 
with  white  cell  counts  from  2,500  to  4,000 
per  cubic  millimeter,  are  treated  with  lower 
doses  of  vinblastine  sulfate,  for  example, 
0.05  to  0.025  mg.  per  kilogram  to  avoid  an 
“escape”  from  remission  when  the  drug  is 
stopped  completely. 

It  should  be  emphasized,  however,  that 
leukopenia  is  not  a goal  of  therapy  with 
vinblastine  sulfate  in  the  treatment  of 
Hodgkin’s  disease.  There  has  been  “no 
definite  evidence  of  a correlation  between 
the  degree  of  leukopenia  and  the  beneficial 
effect.”19  Numerous  patients  have  attained 
a sustained  remission  without  leukopenia. 

Upper  limits  of  dose  have  not  been  abso- 
lutely established  in  man.  The  toxicity  ac- 
companying doses  of  0.45  mg.  to  6 mg.  per 
kilogram  given  over  a three-day  period  have 
been  severe  in  about  50  per  cent  of  patients. 
Frost,  Goldwein,  and  Bryan8  reported  severe 
leukopenia,  ileus  or  neuropathy,  and  septi- 
cemia in  5 out  of  9 patients  receiving  this 
dose,  while  4 patients  experienced  only  leu- 
kopenia at  this  dose  level. 

The  potential  for  eliciting  serious  side- 
effects  does  increase  with  higher  doses, 


whereas  tumor  response  rates  are  not  neces- 
sarily improved.  These  problems  still  re- 
main to  be  more  fully  investigated,  how- 
ever. The  possibility  that  patients  with 
asymptomatic  anatomically  limited  tumor 
(Stage  I A)  might  achieve  a “cure”  by  em- 
ploying high  doses  of  vinblastine  sulfate 
has  not  been  evaluated. 

Method  of  administration.  The  lyophil- 
ized  “plug”  of  10  mg.  vinblastine  sulfate 
may  be  diluted  with  water  or  saline  for  in- 
jection. The  concentration  of  the  solution 
is  a matter  of  convenience.  The  addition 
of  10  cc.  of  fluid  makes  a solution  with  1 
mg.  per  cubic  centimeter  which  is  a con- 
venient dose.  If  a patient  is  to  receive 
the  entire  10  mg.  or  has  poor  veins,  a more 
concentrated  solution  may  be  more  desir- 
able; for  example,  5 cc.  diluent  added  to 
the  10  mg.  lyophilized  “plug”  equals  2 mg. 
per  cubic  centimeter.  This  allows  for  a 
“shorter”  injection  and  may  be  more  con- 
venient. 

The  vinblastine  sulfate  solution  should  be 
injected  directly  into  an  accessible  vein. 
Preferably  the  vein  should  be  under  direct 
visualization  as  seen  through  the  skin. 
Hand  veins  and  forearm  veins,  therefore, 
may  be  more  desirable  than  antecubital 
fossa  veins.  The  purpose  of  this  direct  in- 
jection of  a superficial  vein  is  to  minimize 
the  inadvertent  subcutaneous  injection  of 
vinblastine  sulfate. 

Direct  injection  is  desirable  because  it  is 
quick  and  is  not  associated  with  any  known 
occurrence  of  chemical  phlebitis.  There  is 
no  need,  therefore,  to  set  up  an  intravenous 
apparatus  with  running  saline  or  dextrose 
and  water  to  “flush”  the  drug  from  the  vein 
lining  to  prevent  a chemical  phlebitis,  as 
with  nitrogen  mustard.  There  continue  to 
be  advocates  for  the  use  of  a “running  in- 
travenous apparatus”  for  the  administration 
of  vinblastine  sulfate.  In  over  1,000  injec- 
tions, I have  never  resorted  to  its  use.  In 
general  its  impracticality  in  the  physician’s 
office  or  clinic  outpatient  department  and 
lack  of  a good  indication  make  its  routine 
use  questionable.  Avoidance  of  subcutane- 
ous injection  is  imperative  because  this  does 
result  in  a severe  painful  local  reaction 
characterized  by  nodule  formation,  heat, 
and  redness  and  peripheral  neuritis.  This 
reaction  is  not  noted  at  the  time  of  injec- 
tion. Its  onset  is  delayed  by  as  much 
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TABLE  I.  Types  of  toxicity 


Type 

Symptom 

Hematologic 

Gastrointestinal 

Neurologic 

Skin  and  hair 
Others 

Leukopenia,*  thrombocytopenia! 

Nausea  and  vomiting,**  anorexia,!  diarrhea,**  constipation** 

Temporary  mental  depression,**  malaise,**  paresthesias,!  loss  of  deep-tendon 
reflexes** 

Epilation,**  local  skin  reaction  from  paravenous  infiltration* 

Epistaxis! 

* Depending  on  dose,  occurs  in  all  patients, 
t Rare. 

**  Variable,  may  be  dose-dependent,  difficult  to  evaluate. 

as  twenty-four  hours  after  the  injection. 
The  pain  may  last  for  weeks.  Sloughing 
of  the  skin  almost  never  occurs. 

Since  the  severity  of  this  reaction  is  dose 
dependent,  it  is  clear  that  at  the  first  sign 
of  subcutaneous  injection  of  vinblastine 
sulfate,  the  injection  should  be  stopped 
and  a new  injection  in  another  vein  should 
be  given  to  complete  the  therapy.  Failure 
to  recognize  a subcutaneous  injection  re- 
sults in  an  extraordinarily  painful  and  pro- 
longed neuritis  that  may  prevent  further 
injections  and  alienate  the  patient  from 
further  vinblastine  sulfate  therapy.  In 
this  regard,  the  “running  intravenous  ap- 
paratus’ may  only  supply  a false  security. 
Many  a “running  intravenous  apparatus” 
can  be  leaking  at  the  same  time.  One  of 
the  worst  local  reactions  I have  observed 
occurred  under  these  circumstances.  With 
direct  injection  the  “error”  is  usually 
readily  apparent,  and  the  reaction  may  be 
minimized  by  ending  the  injection  immedi- 
ately. 

The  physician  must  be  callously  objective 
about  his  observations  with  regard  to  in- 
advertent subcutaneous  injection  of  vin- 
blastine sulfate  and  must  avoid  continuing 
a “doubtful”  injection. 

The  use  of  a small-gauge  number,  needle 
25,  is  helpful  when  injecting  patients  with 
“small”  veins. 

Unused  vials  of  dry  vinblastine  sulfate 
may  be  stored  in  the  refrigerator  to  ensure 
extended  viability.  Once  a diluted  solution 
is  made  up,  potency  is  maintained  for  thirty 
days  if  the  solution  is  refrigerated.  The 
various  types  of  toxicity  are  shown  in 
Table  I. 

Despite  early  fears,  intravenous  vinblas- 
tine sulfate  has  proved  to  be  one  of  the  least 
toxic  drugs  in  our  chemotherapeutic  arma- 
mentarium. Leukopenia  is  probably  its 
only  consistent  toxicity,  and  it  is  unneces- 
sary to  achieve  that  to  achieve  a therapeutic 


response.  The  leukopenia  is  self-limited. 
Recovery  within  one  wreek  after  the  injec- 
tion is  the  expected  response.  Thrombo- 
penia  is  almost  never  encountered.  Nausea 
may  occur  from  three  to  twenty-four  hours 
after  the  injection.  It  does  not  always 
occur  at  the  same  dose  level  in  the  same 
patient,  but  higher  doses  are  associated 
with  a higher  incidence  of  nausea.  Nausea 
rarely  has  interfered  with  maintenance 
therapy. 

Partial  scalp  hair  loss  may  occur,  but  I 
have  never  seen  a single  case  of  complete 
hair  loss.  Most  instances  of  hair  loss  con- 
sist of  the  patient’s  reporting  thinning  of 
the  scalp  hair  or  an  increase  of  noticeable 
hair  loss  while  combing  or  brushing  the 
hair.  This  is  completely  reversible  if  the 
vinblastine  sulfate  is  stopped  or  the  dose  is 
reduced. 

Results  of  treatment.  Since  vinblas- 
tine sulfate  has  been  accepted  as  a non- 
experimental  agent,  its  routine  use  in  pa- 
tients writh  Hodgkin’s  disease  requiring 
systemic  chemotherapy  has  increased  con- 
siderably. It  may  be  used  readily  in  place 
of  the  traditional  nitrogen  mustard  in  pa- 
tients with  cord  compression  syndrome,  su- 
perior vena  cava  syndrome,  or  marked  sys- 
temic manifestations  such  as  fever,  malaise, 
sweats,  itching,  and  anorexia  who  require 
an  immediate  response.  This  “shift”  from 
nitrogen  mustard  to  vinblastine  sulfate  has 
been  “unofficial.”  Traditionally  nitrogen 
mustard  has  been  recommended  as  the 
initial  drug  of  choice.  Oddly,  enough,  how- 
ever, in  one  major  cancer  treatment  center, 
the  use  of  nitrogen  mustard  has  been  dras- 
tically reduced.  In  1959  and  1960  peak 
quantities  (958  and  928  vials)  of  nitrogen 
mustard  were  purchased,  and  in  1966  and 
1967  only  180  and  100  vials  were  purchased. 
In  1967,  for  the  first  time  in  ten  years,  vials 
of  nitrogen  mustard  were  returned  to  the 
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manufacturer  since  they  had  become  out- 
dated.20 No  change  in  tumor  incidence  had 
occurred  at  the  same  time,  while  the  use  of 
vinblastine  sulfate  and  other  alkylating 
agents  increased  considerably.  Peculiarly, 
I myself  have  not  used  nitrogen  mustard  in 
patients  with  Hodgkin’s  disease  for  the  past 
five  years. 

Despite  nitrogen  mustard’s  traditional 
place  in  the  treatment  of  patients  with 
Hodgkin’s  disease,  it  has  always  been  asso- 
ciated with  a potentially  poor  initial  re- 
sponse rate,  50  to  80  per  cent,  and  a short 
average  remission  time,  six  to  twelve 
weeks.21’ 22  Its  marrow  toxicity  is  consid- 
erable, and  it  is  difficult  to  administer.  It 
usually  has  been  employed  only  after  admit- 
ting patients  to  the  hospital. 

Vinblastine  sulfate  response  rates  are 
high,  75  to  90  per  cent,  and  the  remissions 
on  maintenance  are  long  with  an  average  of 
forty  weeks.10-12  Treatment  does  not  re- 
quire hospitalization. 

A typical  example  of  the  use  of  vinblas- 
tine sulfate  is  as  follows : An  eighteen- 

year-old  boy  with  daily  fever  and  debilita- 
ting sweats,  10-pound  weight  loss,  anorexia, 
malaise,  and  cough,  was  seen  as  an  out- 
patient for  consultation  after  three  weeks’ 
hospitalization  when  the  diagnosis  of  Hodg- 
kin’s disease  was  finally  established  by  a 
node  biopsy. 

The  patient  had  extensive  neck  and  axil- 
lary nodes.  Practically  the  entire  left  lung 
was  replaced  by  tumor.  Traditionally,  this 
patient  would  have  received  nitrogen  mus- 
tard and  would  have  continued  to  languish 
in  a hospital,  while  his  “future”  sank  along 
with  the  weight  of  the  growing  hospital 
chart.  Instead,  the  patient  received  vin- 
blastine sulfate  0.1  mg.  per  kilogram  intra- 
venously and  was  sent  home.  The  fever 
stopped.  The  cough  stopped.  His  appetite 
returned.  He  recovered  his  usual  sense  of 
well-being,  and  that  week  he  went  back  to 
school  to  take  his  Regents  exams.  The 
nodes  and  lung  infiltrate  receded.  He  con- 
tinued on  maintenance  chemotherapy  on  an 
outpatient  basis.  He  gained  sufficient 
strength  within  two  weeks  of  starting  vin- 
blastine sulfate  to  attend  the  high  school 
prom  and  now  has  completed  two  years  of 
college,  still  on  maintenance  chemotherapy. 
Further  hospitalization  has  so  far  been 
avoided. 


Unfortunately  the  tumor  has  not  been 
eliminated,  and  resistance  to  therapy  may 
develop  in  the  near  future.  A few  patients 
have  been  maintained  on  vinblastine  sulfate 
alone,  however,  for  more  than  five  years. 

The  rapidity  of  onset  and  lack  of  toxicity 
make  vinblastine  sulfate  an  ideal  agent  in 
cord  compression  syndrome  and  superior 
vena  cava  syndrome  in  patients  with  Hodg- 
kin’s disease.  Because  of  the  drug’s  rela- 
tive specificity  for  Hodgkin’s  tumor,  failure 
to  differentiate  Hodgkin’s  disease  from 
lymphosarcoma  or  reticulum  cell  sarcoma 
may  lead  to  many  failures  and  discourage- 
ment with  its  use.  All  lymphomas  are  not 
the  same  and  must  not  be  lumped  together 
too  casually.  With  agents  like  vinblastine 
sulfate  that  have  a narrow  therapeutic 
range,  proper  tumor  identification  is  espe- 
cially important.  The  traditional  use  of 
nitrogen  mustard,  which  may  be  “effective” 
against  all  the  lymphomas,  probably  has 
colored  our  thinking,  making  the  distinction 
among  the  various  “pathologic  cousins”  less 
important  before  than  it  is  now. 

Since  Stage  I and  II  A patients  have  been 
treated  almost  exclusively  with  radiation 
therapy,  practically  no  experience  with  vin- 
blastine therapy  exists  in  these  categories 
of  patients.  Since  we  are  now  attempting 
to  treat  Stage  III  patients  with  radiation 
therapy,  mantle  field  plus  inverted  Y field, 
the  experience  with  chemotherapeutic 
agents  is  being  limited  to  radiation  therapy 
failures  and  Stage  IV  patients.  In  general 
the  use  of  chemotherapy  has  been  palliative, 
but  it  is  not  too  optimistic  to  anticipate  the 
development  of  future  drugs  that  would 
“cure.”  The  relatively  spectacular  specific 
response  of  patients  with  Hodgkin’s  disease 
to  vinblastine  sulfate  should  encourage  us 
to  explore  its  mode  of  action  in  more  detail. 
This  might  lead  to  elucidating  the  Hodg- 
kin’s tumor’s  properties  as  well  as  finding 
new  agents  that  could  “take  over”  when 
resistance  develops  against  vinblastine  sul- 
fate. 

Recently  attempts  have  been  made  to 
compare  efficacy  of  response  between  the 
alkylating  agents  and  vinblastine  sulfate. 
One  study  reported,  “In  the  primary  induc- 
tion treatment  with  either  cyclophospha- 
mide or  vinblastine  sulfate  for  those  pa- 
tients with  no  prior  therapy,  54  per  cent 
of  the  patients  had  either  a complete  or 
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partial  remission  in  response  to  cyclophos- 
phamide. Seventy-five  per  cent,  on  the 
other  hand,  had  a complete  or  partial  re- 
sponse to  vinblastine  sulfate.  The  dif- 
ference is  statistically  significant  in  favor 
or  vinblastine  sulfate. 

On  the  other  hand,  if  a patient  had  any 
form  of  prior  therapy  with  drugs,  the  re- 
sponses to  either  drug  were  comparable.11 

This  of  course  still  does  not  actually  tell 
us  what  to  use  first,  vinblastine  sulfate  or 
some  other  agent.  We  now  have  a variety 
of  agents,  such  as  vinblastine  sulfate, 
chlorambucil,  cyclophosphamide,  nitrogen 
mustard,  triethylene-thiophosphoramide 
(Thio-Tepa),  vincristine,  procarbazine, 
and  1,3-Bis  (2-chloroethyl) -1-nitrosourea 
(BCNU).  The  use  of  combinations  of 
these  agents  or  a rotational  form  of 
therapy  may  prove  to  be  the  best  therapy. 
Certainly  no  data  exist  that  should  make 
us  cling  to  our  traditional  methods,  while 
some  experience  has  shown  that  the  rapid 
onset,  high  response  rate,  longer  remis- 
sions, and  lack  of  toxicity  make  vinblastine 
sulfate  a very  desirable  drug  to  use  as  the 
first  drug  of  choice. 

It  has  been  suggested  that  vinblastine 
sulfate,  or  the  combination  of  vinblastine 
sulfate  and  chlorambucil,  be  employed  be- 
fore the  more  toxic  agents  such  as  nitrogen 
mustard  or  procarbazine,  so  that  a switch 
could  be  more  readily  made  without  delay 
and  without  having  to  wait  for  the  marrow 
depression  to  recede.23  This  has  been  the 
practice  of  many  hematologists  and  chemo- 
therapists  in  recent  years.  What  is  best, 
remains  to  be  elucidated  by  more  careful 
study  however. 

In  my  practice,  once  chemotherapy  is  in- 
dicated, vinblastine  sulfate  has  been  used 
as  the  drug  of  choice,  then  chlorambucil  has 
been  added  when  resistance  developed,  then 
procarbazine  or  vincristine  has  been  used, 
and  finally  any  other  available  experimental 
drug  such  as  oral  vinblastine  sulfate,  1,3- 
Bis(2-chloroethyl)-l-nitrosourea,  or  colchi- 
cine or  combination  of  drugs.  It  seemed 
logical  to  use  vinblastine  sulfate,  as  the 
least  toxic  agent  with  the  highest  response 
rate  and  longest  remission  time,  as  the 
first  drug  of  choice.  This  approach  has 
not  been  scientifically  established,  however. 
Maybe  the  most  toxic  agent  should  be  used 
first ; maybe  after  the  patient  is  “cooled  off” 


with  an  injection  or  two  of  vinblastine  sul- 
fate, he  should  receive  nitrogen  mustard. 
Maybe  procarbazine  should  be  used  first,  or 
possible  combinations  of  drugs  should  be 
used  initially.  No  one  really  knows  which 
sequence  is  best  to  achieve  the  longest  re- 
mission. 

Effect  on  other  tumors.  On  review- 
ing the  various  reports  on  the  use  of  vin- 
blastine sulfate,  it  is  apparent  that  the  drug 
may  have  usefulness  against  other  tumors 
such  as  breast  or  ovary  tumors,  choriocar- 
cinoma, seminoma,  reticulum  cell  sarcoma, 
monocytic  leukemia,  lymphosarcoma,  lung 
tumors,  melanoma,  or  colon  tumors.17’ 19- 24-29 
For  the  most  part,  extended  useful  remis- 
sions have  not  been  maintained  in  any  but 
Hodgkin’s  tumor.  Extensive  investigation 
with  regard  to  dose  schedule  and  mainte- 
nance is  still  required  before  the  usefulness 
of  vinblastine  sulfate  against  these  other 
tumors  is  finally  established. 

Use  during  pregnancy.  All  attempts 
should  be  made  to  avoid  all  forms  of  therapy 
during  pregnancy,  especially  during  the  first 
trimester.  In  some  patients  with  Hodg- 
kin’s disease,  therapy  during  pregnancy 
cannot  be  avoided,  however.  Surprisingly, 
the  deleterious  effects  on  the  fetus  from 
agents  employed  to  treat  Hodgkin’s  disease 
have  been  conspicuous  by  their  absence. 
Only  an  extremely  limited  experience  is 
known,  however.30 

“A  pregnant  patient  with  progressive 
Hodgkin’s  disease  was  treated  with  vin- 
blastine sulfate  beginning  in  the  third 
trimester.  A sustained  remission  was 
effected.  No  . . . deleterious  effects 

have  been  observed  in  the  offspring, 
who  is  now  . . . [three  years  and  ten] 
months  old...  . In  patients  with  Hodg- 
kin’s disease  in  whom  chemotherapy  has 
been  employed,  nitrogen  mustard  and 
chlorambucil,  triethylene  melamine,  and 
desacetylmethycolchicine,  and  now  vin- 
blastine sulfate  have  all  been  used  success- 
fully without  deleterious  effects  on  the 
fetus.’’31 

Another  case  report  illustrates  the  use  of 
vinblastine  sulfate  and  combined  vinblastine 
sulfate  and  cyclophosphamide  in  a preg- 
nant patient  with  Stage  III  Hodgkin’s  dis- 
ease.32 Another  patient  “was  treated  with 
oral  vinblastine  sulfate  prior  to  and 
throughout  her  pregnancy.  She  delivered  a 
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normal  infant  at  full  term.”14  The  late 
effects  of  this  type  of  therapy  have  not 
been  elucidated.  No  immediate  deleterious 
effect  of  either  intravenous  or  oral  vin- 
blastine sulfate  has  been  noted  in  the  fetus. 

Summary 

Vinblastine  sulfate  has  become  one  of  the 
most  important  and  effective  chemothera- 
peutic agents  for  the  treatment  of  Hodg- 
kin’s disease.  A review  of  its  use  with 
regard  to  dose,  administration,  toxicity, 
and  results  of  therapy  is  presented. 

48  East  91st  Street 
New  York,  New  York  10028 
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Amebiasis  is  a disease  found  throughout 
the  world,  although  it  is  far  more  common 
in  the  tropics  and  particularly  tropical  war 
zones.  From  1946  to  1954,  when  the 
French  were  exerting  a major  effort  in 
Vietnam,  amebiasis  was  a common  medi- 
cal problem  second  in  incidence  only  to 
malaria.!  Amebiasis  continues  as  a fre- 
quently encountered  disease  among  Ameri- 
can soldiers  in  Vietnam.  The  diagnosis 
may  at  times  prove  difficult,  leading  to  de- 
lay in  the  onset  of  therapy.  The  com- 
plications which  may  accrue  from  such 
a delay  are  manifold:  amebic  hepatitis 

and  hepatic  abscess,  pleuropulmonary  ame- 
biasis, perforation  of  the  colon,  toxic  dilata- 
tion of  the  colon,  pericarditis,  and  brain  ab- 
scess, to  mention  some.1-0 

The  purpose  of  this  report  is  to  present 
one  aspect  of  the  spectrum  of  amebiasis, 
namely  acute  amebic  colitis  as  seen  in 
American  soldiers  in  Vietnam.  This  study 
was  a prospective  investigation  of  patients 
with  bloody  diarrhea  seen  at  the  93rd  Evac- 
uation Hospital  during  the  four-month  pe- 
riod from  October,  1966,  through  January, 
1967. 

Methods  and  materials 

Thirty-two  men,  whose  ages  ranged  from 
nineteen  to  forty-eight,  were  studied  utiliz- 
ing a standard  protocol  with  the  patient’s 

* At  present  Assistant  Attending  in  Medicine,  Catholic 
Medical  Center  Affiliation-Queens  Hospital  Center,  Jamaica, 
New  York,  and  Gastroenterologist,  St.  Mary’s  Hospital, 
Brooklyn,  New  York. 

t Excerpts  selected  and  translated  from  Le  Service  De 
Sante  En  Indochine  1946—1954 . 


history,  physical  findings,  hemogram,  and 
hepatogram.  The  stool  was  examined  for 
three  consecutive  days;  the  feces  were 
smeared  on  a glass  slide  soon  after  collec- 
tion and  examined  with  saline  and  iodine- 
stained  preparations. 

Sigmoidoscopy  findings  were  noted  on 
admission,  and  this  included  a rectal  swab 
through  the  sigmoidoscope  which  was  ex- 
amined in  the  same  manner  as  were  the 
routine  stool  examinations. 

The  proctosigmoidoscopic  observations 
were  classified  according  to  the  scheme  of 
Doxiades  and  Yiotas:7-8  Mild — redness, 
slight  edema,  smoothness,  and  granularity 
of  the  mucosa ; moderate — friable,  easily 
bleeding,  edematous  mucosa  with  mucus; 
and  severe — many  ulcerations  with  sponta- 
neous bleeding,  mucus,  and  exudate. 

Rectal,  liver,  and  small-bowel  biopsies 
were  performed  with  the  Turell  forceps, 
Menghini  needle,  and  Crosby  capsule 
respectively.  The  specimens  were  immedi- 
ately fixed  in  10  per  cent  formalin  solution 
and  embedded  in  paraffin ; subsequently  the 
paraffin  sections  were  stained  with  hema- 
toxylin and  eosin.  The  small-bowel  biop- 
sies failed  to  reveal  any  abnormality.  The 
liver  biopsies  revealed  changes  compatible 
with  the  diagnosis  of  amebic  hepatitis,  and 
these  data  are  being  prepared  for  future 
publication. 

The  rectal  biopsies  were  taken  from  a 
depth  of  8 to  15  cm.  and,  when  technically 
possible,  ulcerations  were  the  selected 
sites.  Stool  culture  for  bacteria  was  per- 
formed on  all  patients.  Barium  enema 
examination  wTas  performed  on  3 patients. 

Results 

The  symptoms  and  signs  of  the  patients 
in  the  study  group  are  depicted  in  Table  I. 

The  admission  laboratory  data  are  sum- 
marized as  follows : Seven  of  the  32  pa- 

tients had  white  cell  counts  greater  than 
10,000  per  cubic  millimeter,  and  2 of  these 
patients  had  strongyloidiasis  with  a corre- 
sponding eosinophilia.  Three  patients  had 
a hematocrit  less  than  40,  albeit  the  “nor- 
mal” readings  may  have  been  spuriously 
high  because  of  dehydration.  The  erythro- 
cyte sedimentation  rate  (Wintrobe)  was  15 
mm.  per  hour  or  greater  in  35.7  per  cent  of 
the  patients  studied.  The  serum  glutamic 
oxaloacetic  transaminase  and  serum  pyruvic 
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TABLE  I.  Symptoms  and  signs  in  32 
patients  studied 

Patients i 

Symptoms  Number  Per  Cent 


Abdominal  pain 

32 

100 

Diarrhea  (5  to  12  bowel 

movements  per  day) 

32 

100 

Blood  and  mucus  in  stools 

32 

100 

Fever  (oral  temperature 

greater  than  99  F.) 

13 

40.5 

Abdominal  tenderness,  es- 

pecially  left  lower  quad- 

rant 

32 

100 

Palpable  liver 

11 

34.3 

Hepatic  shock  tenderness 

18 

56.2 

TABLE  II.  Comparison  of  stool  examination  and 

smear  of  rectal  swab  in  32  patients 

Patients 

Positive  Results 

Number 

Per  Cent 

Stool  examination 

10 

31.2 

Rectal  swab 

23 

71.8 

transaminase  were  normal.  These  enzymes 
had  more  diagnostic  value  in  a previously 
studied  protozoan  disease.9  Only  1 patient 
had  a clearly  elevated  alkaline  phosphatase 
(12  Bodansky  units),  and  he  had  no  mani- 
fest evidence  of  hepatic  abscess. 

The  results  of  stool  examination  and 
smear  of  rectal  swab  through  the  sigmoido- 
scope are  compared  in  Table  II.  Table  III 
depicts  the  findings  noted  on  proctosig- 
moidoscopy. Patients  with  crateriform  le- 
sions and  patients  with  petechial-sized 
ulcerations  with  normal  intervening  mucosa 
were  included  under  Doxiades’  mild  cate- 
gory, and  those  with  few  ulcers  and  in- 
flamed edematous  mucosa  were  included 
under  the  moderate  category.7-8  Patients 
with  a ragged  mucosa  were  classified  as 
severe.  Rectal  biopsy  results  are  given  in 
Table  IV  and  Figure  1. 

The  stool  cultures  revealed  no  enteric 
pathogens  with  the  exception  of  2 cases  in 
which  Shigella  sonnei  were  grown.  Both 
of  these  patients  also  had  Entamoeba  histo- 
lytica in  their  stools.  The  barium  enema 
examination  gave  negative  results  in  the  3 
cases  in  which  it  was  performed. 

Comment 

Acute  amebic  colitis  begins  insidiously 
after  an  incubation  period  that  may  vary 
from  weeks  to  months.  Lower-abdominal 


TABLE  III.  Proctosigmoidoscopy  findings  in 
32  patients 


Category 

Number 

Patients 

Per  Cent 

Mild 

7 

21.8 

Moderate 

23 

71.8 

Severe 

2 

6.2 

TABLE  IV.  Results  of  rectal  biopsy 

P atients 

Category  Number  Per  Cent 


Biopsy  report  (27  patients) ; 
superficial  ulceration  with 
acute  and  chronic  in- 
flammation 

7 

25.9 

Acute  inflammation 

5 

18.5 

Chronic  inflammation 

4 

14.8 

Acute  and  chronic  inflam- 
mation 

5 

18.5 

Superficial  ulceration  with 
acute  and  chronic  in- 
flammation and  tropho- 
zoites of  E.  histolytica 
(Fig.  1) 

4 

14.8 

Normal  mucosa 

2 

7.4 

cramps  and  bloody  diarrhea  are  the  pre- 
dominant presenting  complaints.  Unlike 
shigellosis,  constitutional  symptoms  are  not 
common  in  the  absence  of  complications  of 
the  disease.  Except  for  tenderness  in  the 
left  lower  quadrant  and  hepatic  shock 
tenderness,  the  physical  examination  is 
unrevealing.  The  patient  is  usually  afe- 
brile, although  a low-grade  fever  is  not 
uncommon.  The  appearance  of  the  stool 
reflects  the  pathologic  process  in  the 
colon.  All  the  stools  examined  in  this 
study  were  grossly  bloody  and  contained 
varying  amounts  of  mucus,  depending  on 
the  severity  of  the  case.  On  microscopic 
examination,  particles  of  mucus  and  many 
red  blood  cells  and  white  blood  cells  were 
seen.  E.  histolytica  trophozoites  in  fresh 
preparations  often  contained  erythrocytes, 
and  the  type  of  motility  observed  was  a 
characteristic  flowing  movement  into  a sin- 
gle blunt  pseudopodium.  The  cysts  of  E. 
histolytica  were  occasionally  seen,  although 
the  vegetative  form  was  more  prevalent. 

The  routine  stool  examination  as  a means 
of  diagnosing  this  disease  is  inadequate. 
The  experience  gained  through  this  investi- 
gation and  the  experience  of  others  ex- 
emplify the  difficulty  connected  with  mak- 
ing a correct  diagnosis  by  this  means 
alone.6-10-12  The  material  obtained  by  the 
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FIGURE  1.  Rectal  biopsy  of  1 of  4 patients  with  positive  specimen  showing  inflammatory  cellular 
infiltration  and  trophozoites  of  E.  histolytica  (A(left))  X 150  (B  (right))  x 300  (hematoxylin  and 
eosin  stain). 


rectal  swab  at  endoscopy  is  more  valuable 
as  a diagnostic  aid,  and  the  exudate  from 
an  ulcer  or  the  wall  of  an  ulcer  should  be 
scraped  preferentially. 

Proctosigmoidoscopy  was  performed  in 
the  knee-chest  position,  and  a cathartic  or 
preparatory  enema  was  unnecessary.  Ab- 
normal mucosa  was  usually  discovered  soon 
after  the  obturator  of  the  sigmoidoscope 
was  removed.  Indeed,  all  of  the  patients 
had  lesions  in  the  rectum  and  rectosigmoid 
except  1 ; this  patient  had  moderate  proc- 
titis with  normal-appearing  mucosa  beyond 
the  rectosigmoid. 

The  biopsy  material  in  this  study  did  not 
give  the  diagnostic  yield  that  has  been  re- 
ported by  others.7’8’13’14  Perhaps  the 
yield  would  have  been  higher  if  pe- 
riodic acid-Schiff  staining  and  fluorescent 
microscopy  with  acridine  orange  were 
utilized.7’8’14*15 

The  immunologic  diagnosis  of  amebiasis 
has  received  considerable  emphasis  since 
Craig16  first  recognized  the  value  of  the 
complement-fixation  test  in  this  disease  in 
1929.  However,  there  have  been  wide  var- 
iations in  the  results  obtained  mainly  be- 
cause of  the  different  types  of  antigens 
used  and  technics  employed.17-19  Currently 


the  various  immunologic  tests  are  more 
reliable  in  diagnosing  hepatic  amebiasis 
than  they  are  in  diagnosing  acute  amebic 

colitis.18-20 

Nine  patients  in  this  series  had  negative 
stool  and  negative  rectal  swab  examination 
results.  They  were  diagnosed  as  having 
acute  amebic  colitis  on  the  basis  of  their 
clinical  presentation  and  proctosigmoido- 
scopic  findings  on  admission.  Seven  of 
these  patients  responded  well  to  the  treat- 
ment program.  The  last  2 patients  stud- 
ied, Cases  31  and  32,  failed  to  respond 
to  the  antiamebic  regimen  and  were  then 
felt  to  have  ulcerative  colitis.  These  2 pa- 
tients improved  following  steroid  therapy. 

The  factors  which  influence  and  facili- 
tate the  invasiveness  of  amebae  are  not 
well  understood21;  steroids  may  favor  this 
spread,  and  this  points  up  the  importance 
of  clearly  distinguishing  between  ulcerative 
colitis  and  amebic  colitis.15-21 

Treatment 

The  treatment  regimen  utilized  in  this 
study  consisted  of  a broad-spectrum  anti- 
biotic, a luminal-phase  drug,  and  a 
tissue-phase  drug : tetracycline,  500  mg. 
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four  times  a day  for  ten  days;  diodohy- 
droxyquin,  650  mg.  three  times  a day  for 
twenty-one  days;  and  chloroquine  phos- 
phate, 500  mg.  twice  a day  for  two  days, 
and  then  500  mg.  daily  for  fourteen 
days.  All  three  drugs  were  given  concomi- 
tantly, and  no  untoward  drug  reactions 
were  noted.  When  a tissue-phase  drug  is 
used  for  incipient  or  potential  extraintes- 
tinal  amebiasis,  I feel  that  chloroquine 
phosphate  is  adequate  and  safe  therapy. 
This  combination  of  antibiotics  and  chloro- 
quine phosphate  has  also  been  advocated 
by  others.22-24 

All  patients  were  kept  on  a low  residue 
diet  during  therapy.  Blanc,  Nosny,  and 
Giudieelli’s25  opinion  to  the  contrary  not- 
withstanding, pharmacologic  corks  were 
not  required  to  control  symptoms  once 
definitive  therapy  was  begun. 

Summary 

A prospective  analysis  of  32  cases  of 
bloody  diarrhea  in  U.S.  soldiers  in  Vietnam 
is  presented.  Thirty  of  these  cases  were 
diagnosed  as  acute  amebic  colitis  and  2 as 
ulcerative  colitis. 

A negative  stool  examination  result  does 
not  preclude  the  diagnosis  of  amebiasis. 
The  importance  of  sigmoidoscopy  with 
rectal  swab  examination  is  stressed  as  an 
invaluable  aid  in  evaluating  the  patient 
with  bloody  diarrhea. 

A treatment  regimen  is  outlined  which 
has  been  found  efficacious  and  safe  in  com- 
bating amebic  colitis. 

Early  diagnosis,  rather  than  one  by 
exclusion  or  chance,  is  emphasized  as  a 
means  of  decreasing  morbidity  and  mor- 
tality rates.  As  more  and  more  Americans 
return  from  Southeast  Asia,  amebiasis  will 
assume  even  greater  importance  as  a diag- 
nostic probability. 
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The  incidental  finding  of  a markedly 
increased  arterial  blood  oxygen  tension  in  a 
parturient  woman  following  routine  admin- 
istration of  analgesic  drugs  prompted  us  to 
study  the  effect  of  pain  relief  on  arterial 
blood  gases  and  ventilatory  patterns  during 
labor. 

Method 

Ten  unselected,  healthy,  pregnant  pa- 
tients at  term,  4 primigravidas  and  6 multi- 
gravidas, consented  to  the  insertion  of 
a polyethylene  catheter  into  a brachial 
artery.  All  had  attended  a prenatal  clinic, 
but  none  had  received  instruction  in  breath- 
ing exercises.  All  were  in  active  spon- 
taneous labor  with  the  cervix  5 to  7 
cm.  dilated,  and  none  had  been  given  any 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Sec- 
tion on  Anesthesiology,  February  13,  1968. 
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pain-relieving  drugs.  Two  blood  samples 
were  drawn,  five  to  ten  minutes  apart, 
prior  to  the  administration  of  meperidine 
hydrochloride  (Demerol).  In  8 women, 
Cases  1 to  8,  50  mg.  of  meperidine  hydro- 
chloride were  injected  intravenously  (25 
mg.  every  thirty  seconds)  ; and  in  2 women, 
Cases  9 and  10,  75  mg.  intramuscularly. 
Sampling  was  repeated  twice  following  the 
onset  of  pain  relief ; the  first  sample  was 
obtained  fifteen  to  twenty  minutes  after 
intravenous  or  thirty  to  thirty-five  minutes 
after  intramuscular  injection ; the  second 
sample  was  drawn  forty  to  forty-five  min- 
utes after  intravenous  or  sixty  to  sixty-five 
minutes  after  intramuscular  administra- 
tion. The  interval  of  at  least  fifteen  min- 
utes following  intravenous  injection  of  the 
drug  also  permitted  the  development  of  a 
steady  state  of  minute  ventilation.1  All 
samples  were  collected  anaerobically  into 
heparinized  glass  syringes  and  stored  at 
4 C.  until  analyzed.  The  arterial  oxygen 
tension,  arterial  carbon  dioxide  tension, 
and  pH  determinations  were  made  at  38  C. 
within  sixty  minutes  using  radiometer  elec- 
trodes and  analysis  system  model  27.  Base 
change  values  were  calculated  from  the 
nomogram  of  Siggaard-Andersen  et  al.2 

Respiratory  rates  were  determined  just 
prior  to  blood  sampling.  Tidal  volumes 
were  measured  concurrently  in  4 women 
using  a mask  and  Wright  ventilation  meter. 

All  sampling  and  respiratory  observa- 
tions were  made  in  the  intervals  between 
contractions. 

Results 

The  results  which  are  depicted  in  Table  I 
varied  on  an  individual  basis,  but  consis- 
tently showed  an  improvement  in  arterial 
blood  gases  and  ventilation  following  relief 
of  pain.  Of  significance  were  the  elevation 
in  oxygen  tension  observed  in  5 patients, 
Caes  1,  3,  4,  5,  and  9;  the  decrease  in  re- 
spiratory alkalemia  seen  in  3 patients,  Cases 
2,  4,  and  6 ; the  reduction  in  respiratory 
rate  noted  in  3 patients,  Cases  1,  3,  and  6 ; 
and  the  increase  in  tidal  volume  found  in  3 
patients,  Cases  2,  3,  and  5.  The  elevation 
in  arterial  oxygen  tension  observed  in  Cases 
8 and  10  may  have  been  attributable,  at 
least  in  part,  to  the  altered  ventilatory  pat- 
tern associated  with  the  second  stage  of 
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labor.  Base  change  varied  insignificantly 
in  the  individual  patient. 

Three  primigravidas  and  5 multigravidas 
required  no  further  analgesia  during  labor, 
while  1 primigravida  and  1 secundigravida 
received  one  additional  dose  of  meperidine 
hydrochloride  50  mg.  four  to  five  hours 
later.  Eight  of  the  women  were  delivered 
spontaneously  and  2 by  forceps.  Pudendal 
block  with  or  without  nitrous  oxide  analge- 
sia was  used  in  7 patients,  nitrous  oxide- 
methoxyflurane  (Penthrane)  anesthesia  in 
2,  and  a low  spinal  block  in  1.  All  infants 
had  a one-minute  Apgar  score  of  8 to  10 
and  a five-minute  score  of  10. 

Comment 

Pregnancy  is  associated  with  a progres- 
sive increase  of  ventilation  at  rest.  At 
term,  tidal  volume  is  augmented  approxi- 
mately 40  per  cent,  the  respiratory  rate  is 
elevated  by  one  to  two  breaths  per  minute, 
while  oxygen  consumption  rises  only  about 
20  per  cent  and  the  respiratory  quotient 
shows  no  systematic  change.3-4  An  incre- 
ment in  minute  ventilation  exceeding 
oxygen  consumption  indicates  hyperventila- 
tion. The  chronic  hyperventilation  of  preg- 
nancy is  not  attributable  to  altered 
mechanics  of  breathing  per  se  but  is  sec- 
ondary to  hormonal  influences  and  serves 
to  produce  an  optimal  environment  for 
the  fetus,  that  is,  a high  arterial  oxygen 
tension  and  a low  arterial  carbon  dioxide 
tension  with  a normal  pH.5  The  mean  end 
tidal  carbon  dioxide  tension  of  9 healthy 
women  was  34  mm.  Hg  from  the  thirty- 
fourth  week  of  gestation  to  term  compared 
with  40  mm.  Hg  three  months  post 
partum.6  The  probable  sequence  of  events 
was  outlined  by  Prowse  and  Gaensler5  as 
follows:  The  increase  in  tidal  volume 

causes  a drop  in  carbon  dioxide  tension 
which  is  compensated  for  by  renal  excre- 
tion of  bicarbonate  leading  to  a lowering  of 
the  plasma  bicarbonate  concentration  and 
an  adjustment  of  the  pH  to  normal  levels. 

The  fetus  in  utero  is  immediately  affected 
by  changes  in  maternal  blood  gas  ten- 
sions and/or  acid-base  metabolism.  When 
fetal  puppies  were  studied  in  a relatively 
undisturbed  state  in  utero  by  means  of 
polyethylene  catheters  inserted  into  their 
umbilical  vessels,  the  inhalation  of  8 per 


cent  oxygen  by  the  maternal  animal  caused 
her  arterial  oxygen  saturation  to  decline 
from  85  to  58  per  cent  and  the  umbilical  ar- 
tery blood  saturation  to  fall  from  40  to  19 
per  cent.7-8  Investigations  in  pregnant 
ewes  and  guinea  pigs  as  well  as  in  partu- 
rient women  indicate  that  prolonged  mater- 
nal hypocarbia  and  alkalemia  result  in 
fetal  hypoxia  and  fetal  metabolic  aci- 
dosis.9-11 Hyperventilation  of  22  preg- 
nant ewes  caused  a decrease  in  arterial  car- 
bon dioxide  tension  from  a mean  of  52  mm. 
Hg  to  a mean  of  23  mm.  Hg  with  a rise  in 
arterial  blood  pH  from  a mean  of  7.30  to  a 
mean  of  7.57.  Concomitantly,  the  oxygen 
tension  and  saturation  of  umbilical  vein 
and  carotid  artery  bloods  of  the  exterior- 
ized fetuses  fell  significantly,  although  the 
maternal  arterial  blood  oxygen  tension  was 
maintained  above  200  mm.  Hg.9  Thus,  hy- 
poxemia or  prolonged  alkalemia  of  the 
mother  should  be  avoided. 

Our  data  suggest  that,  in  response  to  the 
pain  and  apprehension  associated  with  la- 
bor, parturient  women  may  develop  abnor- 
mal blood  gas  tensions,  apparently  as  a 
result  of  breathing  very  rapidly  and/or 
with  low  tidal  volumes.  Shallow  breathing 
may  lead  not  only  to  decreased  alveolar  gas 
exchange  with  low  arterial  oxygenation  and 
retained  carbon  dioxide  (Cases  1 and  5) 
but  also  will  almost  invariably  lead  to 
atelectasis  with  increased  physiologic  shunt- 
ing.12 The  physiologic  shunt  refers  to 
that  part  of  the  cardiac  output  which 
has  not  participated  in  alveolar-capillary 
gas  exchange  and  is  returned  to  the  heart 
unoxygenated  causing  a decrease  in  arterial 
oxygen  tension  without  affecting  the  car- 
bon dioxide  tension  (Cases  3,  4,  and 
9).  Atelectasis  is  readily  reversed  by  a se- 
ries of  deep  breaths.12  It  appears  that  ei- 
ther decreased  gas  exchange,  increased 
shunting,  or  both  played  a role  in  the 
5 patients  whose  arterial  blood  oxygen 
tension  increased  following  pain  relief. 
Hyperventilation,  whether  caused  by  very 
rapid  or  excessively  deep  respirations,  is 
fraught  with  the  hazard  of  hypocarbia 
and  alkalemia.9-11  In  3 of  our  patients, 
a low  arterial  cai’bon  dioxide  tension 
was  raised  and  a high  pH  was  lowered 
following  the  administration  of  a moderate 
dose  of  meperidine  hydrochloride.  Since 
pain  counteracts  the  respiratory  depressant 
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effect  of  narcotics,13  one  may  recommend 
the  rational  administration  of  pain-reliev- 
ing drugs  during  labor  to  improve  blood 
gas  tensions  and  acid-base  metabolism  in 
those  women  who  react  to  the  pain  of  labor 
with  abnormal  ventilatory  patterns. 

Summary 

Arterial  blood  gas  values  and  respiratory 
rates  were  determined  in  10  healthy  preg- 
nant women  at  term  in  active  labor  before 
and  after  the  administration  of  meperidine 
hydrochloride  (Demerol),  either  50  mg. 
intravenously  or  75  mg.  intramuscularly. 
Tidal  volume  was  measured  concurrently 
in  4 patients.  Blood  gases  and  ventilation 
improved  with  the  onset  of  pain  relief.  Of 
significance  were  elevations  in  oxygen 
tension  in  5 patients,  a sustained  decrease 
in  respiratory  alkalemia  in  3 patients,  the 
reduction  of  rapid  respiratory  rates  in  3 
patients,  and  an  increase  in  tidal  volume 
in  3 patients.  The  rational  administration 
of  pain-relieving  drugs  during  labor  ap- 
pears to  be  beneficial  in  those  women  who 
react  to  pain  with  abnormal  ventilatory 
patterns. 
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Discussion 

M.  Finster,  M.D.*  New  York  City. 
Observations  by  Dr.  Marx  and  her  collab- 
orators that  women  in  labor  may  exhibit 
abnormal  ventilatory  patterns  and  blood 
gas  tensions  are  interesting  and  important. 
In  response  to  painful  uterine  contractions 
and  undue  anxiety  some  parturient  pa- 
tients became  markedly  hypoxic  because 
they  breathed  rapidly  and  shallowly.  As 
a result,  they  decreased  their  alveolar  venti- 
lation and  increased  their  intrapulmonary 
shunting. 

It  should  be  rewarding  to  pursue  this 
investigation  adding  measurements  of  fetal 
acid-base  parameters  in  blood  samples  ob- 
tained from  the  presenting  part  using  the 
technic  devised  by  Erich  Saling.  Thus 
fetal  condition  could  be  assessed  simultane- 
ously with  that  of  the  mother. 

It  is  of  note  that  administration  of  a 
narcotic  drug,  like  meperedine  hydro- 
chloride, led  to  improvement  in  respiratory 
patterns  and  oxygenation  of  mothers  in  the 
reported  group.  However,  for  the  sake  of 
the  newborn,  regional  anesthesia  should  be 
considered  in  preference  to  narcotics  for 
pain  relief  in  labor  to  avoid  the  risk  of 
superimposing  drug  depression  on  intra- 
uterine asphyxia. 

Severe  spontaneous  hyperventilation  dur- 
ing labor  is  another  untoward  response  to 
pain  observed  in  some  unmedicated  pa- 
tients. In  our  institution,  a very  appre- 
hensive mother  was  found  to  have  an 
arterial  carbon  dioxide  pressure  of  16  mm. 
Hg  and  a pH  of  7.64.  This  degree  of  re- 
spiratory alkalosis  did  not  occur  in  the 
group  studied  by  Dr.  Marx. 

* Assistant  Professor  of  Anesthesiology,  College  of  Physi- 
cians and  Surgeons,  Columbia  University. 
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P rimary  carcinoma  of  the  appendix, 
carcinoid  of  the  appendix,  as  well  as 
carcinoma  of  the  cecum  have  been  reported 
as  rarely  associated  with  acute  appendicitis. 
In  these  cases  the  usual  etiologic  factors  of 
obstruction  and  subsequent  infection  ex- 
plain the  associated  appendicitis.  Even 
rarer  still  is  the  association  of  an  acute 
suppurative  process  in  the  appendix  with 
metastatic  carcinoma  to  that  organ.  The 
case  presented  here  is  the  eighth  of  this 
type  reported. 

Case  report 

A seventy-seven-year-old  white  man  was 
admitted  to  Montefiore  Hospital  complain- 
ing of  pain  in  the  right  lower  part  of  the 
abdomen  of  twelve  hours’  duration.  He 
had  not  vomited  but  noted  loss  of  appetite 
and  nausea.  Prior  to  this  episode  he  had 
been  in  good  health. 

On  admission  he  was  in  acute  distress, 
reclining  in  a rigid  posture.  The  lower 


FIGURE  1.  Tumor  nodules  noted  in  wall  of  ap- 
pendix. They  are  composed  of  irregular  glands 
lined  by  tall  columnar  cells  with  large  hyperchro- 
matic  nuclei  (hematoxylin  and  eosin  stain). 


part  of  the  abdomen  was  tender,  and 
rigidity  was  more  marked  on  the  right. 
Rectal  examination  elicited  tenderness  an- 
teriorly on  the  right.  His  blood  pressure 
was  120/65  mm.  Hg,  pulse  rate  78  beats  per 
minute,  and  rectal  temperature  100.2  F. 
The  hematocrit  value  was  45,  with  white 
blood  cell  count  of  10,000  per  cubic  milli- 
meter, 70  per  cent  polymorphonuclear 
leukocytes,  and  30  per  cent  lymphocytes. 

One  hour  after  admission  he  was  prepared 
for  surgery.  The  preoperative  diagnosis 
of  acute  appendicitis  was  confirmed  when  a 
gangrenous  perforated  appendix  was  re- 
moved from  the  right  iliac  fossa.  Approxi- 
mately 100  cc.  of  purulent  foul-smelling 
fluid  were  aspirated,  and  the  pelvis  was 
thoroughly  lavaged  with  2 L.  of  normal 
saline.  Two  Penrose  drains  were  inserted 
and  the  abdomen  closed.  He  did  well,  and 
the  nasogastric  tube  was  removed  on  the 
third  day.  The  drains  were  shortened, 
and  the  wound  healed  primarily. 

Pathologic  examination  of  the  appendix 
showed  an  acute  gangrenous  perforated 
viscus  with  luminal  occlusion  which,  in 
addition  to  a massive  infiltration  of  acute 
inflammatory  cells,  showed  numerous  tumor 
nodules  in  the  walls  of  the  appendix 
impinging  on  the  lumen.  These  nodules 
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FIGURE  2.  Barium  enema  reveals  annular  con- 
stricting lesion  at  junction  of  sigmoid  and  descend- 
ing colon. 


were  composed  of  groups  of  irregular 
glands  lined  by  tall  columnar  cells  with 
large  hyperchromatic  nuclei  (Fig.  1).  The 
tumor  strongly  suggested  primary  origin  in 
the  large  intestine.  Two  weeks  after 
appendectomy,  a barium  enema  revealed  an 
annular  constricting  lesion  at  the  junction 
of  the  sigmoid  and  descending  colon  which 
had  the  appearance  of  a primary  adenocar- 
cinoma of  the  colon  (Fig.  2).  The  colon 
was  prepared  for  surgery  by  daily  saline 
enemas  and  forty-eight  hours  of  oral 
kanamycin  sulfate  (Kantrex),  1 Gm.  four 
times  a day.  Exploration  at  celiotomy 
revealed  a bulky  annular  tumor  of  the 
proximal  sigmoid  with  filmy  attachments 
to  the  anterior  wall  and  obvious  penetration 
of  the  tumor  to  the  serosa.  There  was  no 
ascites,  peritoneal  implant,  or  any  other 
evidence  of  metastatic  disease.  A sigmoid 
resection  was  performed  with  end  to  end 
anastomosis.  The  postoperative  course 
was  uneventful,  and  the  patient  was  dis- 
charged on  the  tenth  day.  Pathologic 
examination  of  the  specimen  demonstrated 
a segment  of  colon  showing  primary  infil- 
trating adenocarcinoma  witli  extension  into 
the  pericolic  fat  and  several  involved 
pericolic  lymph  nodes  (Fig.  3). 

Comment 

The  incidental  finding  of  metastatic 
carcinoma  in  the  appendix  has  previously 
been  described.  The  further  association  of 
acute  suppurative  appendicitis  with  meta- 
static disease  can  be  explained  by  the 


FIGURE  3.  Tumor  of  sigmoid  composed  of  well- 
formed  glands  showing  invasion  of  pericolic  fat  and 
characteristic  of  primary  adenocarcinoma  of  colon 
(hematoxylin  and  eosin  stain). 

luminal  obstruction  secondary  to  this  proc- 
ess. Pathologically,  all  reported  cases 
have  shown  a similar  microscopic  picture. 
The  mucosa  has  been  free  of  tumor  with 
infiltration  of  the  metastatic  tumor  into  the 
submucosa,  muscularis  mucosae,  and  sub- 
serosa causing  a narrowed  appendiceal 
lumen  with  the  presence  of  an  acute  inflam- 
matory process  distal  to  the  point  of 
obstruction.1  This  explanation  fulfills  the 
criteria  for  the  pathogenesis  of  acute 
appendicitis. 

The  experimental  work  of  Wangensteen 
and  Bowers2  coupled  with  observations  of 
human  cases  demonstrated  that  obstruction 
plays  an  important  role,  particularly  in 
gangrenous  and  perforating  cases. 

Obstruction  of  the  cecal  appendage  in 
dogs  was  always  followed  by  acute  inflam- 
mation. Obstruction  without  infection, 
where  the  appendix  had  previously  been 
washed  out,  or  infection  without  obstruc- 
tion, did  not  cause  inflammation.  The 
pressure  distention  occurs  first,  and  then 
the  injured  mucosa  is  invaded  by  bacteria. 
In  80  per  cent  of  all  cases,  the  obstruction  is 
secondary  to  a fecalith  or  concretion.  In 
this  case  the  luminal  occlusion  was  due  to 
obstruction  by  metastatic  tumor  and  sub- 
sequent suppurative  gangrene.  The  case 
presented  by  Oldfield  3 was  of  a forty-four- 
year-old  woman  who  had  undergone  a left 
radical  mastectomy  three  years  and  eight 
months  before  showing  signs  and  symptoms 
of  acute  appendicitis.  At  laparotomy  the 
appendix  was  perforated,  and  there  was 
metastatic  involvement  of  both  ovaries  and 
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tubes.  The  abnormal  finding  was  consist- 
ent with  the  primary  carcinoma  of  the 
breast.  In  another  case  the  primary  lesion 
was  not  discovered  in  the  ovary  until  one 
month  later.  Of  the  previously  described 
cases,  3 were  primary  in  the  breast 4 and 
1 each  in  the  kidney,5  lung,  stomach,6  and 
ovary.  In  all  but  1 of  these  cases,  the 
appendix  was  found  to  be  perforated  at  the 
time  of  laparotomy.  The  most  recent 
case  was  that  of  a patient  who  underwent  a 
left  radical  mastectomy.7  Acute  appendi- 
citis developed  in  this  patient  six  years 
later,  at  which  time  the  patient  was  receiv- 
ing intermittent  chemotherapy  for  meta- 
static disease  from  the  breast.  Microscopic 
examination  of  the  appendix  revealed 
metastatic  carcinoma  from  the  primary 
lesion  in  the  breast. 

Summary 

Acute  suppurative  appendicitis  associ- 
ated with  metastatic  carcinoma  is  rare,  and 


this  is  the  eighth  reported  case.  The 
findings  of  metastatic  disease  in  the  appen- 
dix led  to  a barium  enema  showing  an 
adenocarcinoma  of  the  left  side  of  the  colon 
which  was  resected.  The  appendicitis  seen 
in  these  cases  appears  to  be  caused  by 
obstruction  by  metastatic  tumor  and  sub- 
sequent infection  as  is  seen  with  a fecalith 
in  the  vast  majority  of  cases. 
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Since  the  introduction  of  the  antithy- 
roid medications  by  Astwood,1  propyl- 
thiouracil, methimazole  (Tapazole),  carbi- 
mazole  (Neomercazole),  and  potassium 
perchlorate  have  achieved  widest  use. 
Two  other  agents,  thiouracil  and  methyl- 
thiouracil,  are  no  longer  used  because  of 
their  toxicity.  Toxic  reactions  from  thiou- 
racil in  two  large  series  were  13  per  cent2 
and  15  per  cent3  and  from  methylthiouracil 
5 per  cent4  and  10  per  cent.5  The  most 
commonly  reported  reactions  are  skin 
rashes,  urticaria,  drug  fever,  leukopenia, 
and  agranulocytosis.  Less  frequent  com- 
plications are  nausea  and  vomiting,  hair 
loss,  lymphadenopathy,  neurologic  disturb- 
ances, jaundice  and  liver  disease,  thrombo- 
cytopenia, anemia,  hypoprothrombinemia, 
and  periarteritis.67  Three  cases  of  ar- 
thritis secondary  to  antithyroid  medication 
were  recently  encountered.  Because  the 
condition  has  been  poorly  documented  in 
the  medical  literature,  a review  of  this 
complication  is  presented. 

Case  reports 

Case  1 . A twenty-eight-year-old  mar- 
ried woman  was  seen  in  the  endocrine 
clinic  of  the  Coney  Island  Hospital  because 


of  palpitations  and  anxiety.  Hyperthyroid- 
ism had  been  diagnosed  two  months 
earlier  at  another  hospital,  and  propyl- 
thiouracil 300  mg.  per  day  was  prescribed 
but  was  taken  intermittently  for  only  one 
week.  In  the  past  she  had  had  a skin  rash 
while  receiving  sulfonamides.  Her  mother 
had  “arthritis.”  On  physical  examination, 
pulse  rate  was  120  per  minute,  and  blood 
pressure  was  150/70  mm.  Hg.  She  appeared 
anxious,  had  sweaty  palms,  and  a fine 
tremor  of  the  outstretched  hands.  The 
thyroid  gland  was  diffusely  enlarged. 
Hemoglobin  was  11.4  Gm.  per  100  ml., 
hematocrit  was  38,  and  white  blood  count 
was  9,000  per  cubic  millimeter  with  53  per 
cent  neutrophils,  2 per  cent  bands,  and  45 
per  cent  lymphocytes.  Serum  cholesterol 
was  152  mg.  per  100  ml.,  and  protein-bound 
iodine  was  11.6  micrograms  per  100  ml. 
Iodine-131  uptake  at  twenty-four  hours 
was  63  per  cent.  Methimazole  10  mg. 
every  eight  hours  was  prescribed,  and  two 
weeks  later  her  palpitations  had  decreased, 
her  weight  had  stabilized,  and  her  pulse 
rate  was  100  per  minute.  Three  weeks 
after  therapy  was  instituted,  she  developed 
hoarseness,  pain  on  swallowing,  and  an 
urticarial  rash.  Physical  examination  of 
the  pharynx  gave  normal  findings,  but 
there  was  erythema  of  the  anterior  side  of 
the  neck  and  point  tenderness  over  the 
cricoid  cartilage.  White  blood  count  and 
differential  were  normal.  She  was  taken 
off  methimazole  therapy  and  started  on 
aspirin.  The  following  day  she  noted 
warmth,  swelling,  and  redness  of  the  right 
knee,  and  subsequently  she  developed  pain 
in  the  right  wrist  and  hip.  Because  of 
persistent  symptoms,  she  was  admitted  to 
the  hospital.  On  examination  three  days 
after  discontinuing  methimazole,  tempera- 
ture was  101  F.,  pulse  rate  was  120 
per  minute,  blood  pressure  was  120/70 
mm.  Hg,  and  respirations  were  16  per 
minute.  The  thyroid  gland  and  the  tremor 
of  the  hands  were  unchanged.  The  right 
knee  was  warm,  tender,  and  swollen. 
There  was  tenderness  of  the  left  hand, 
right  wrist,  and  right  thigh. 

Hemoglobin  and  hematocrit  were  nor- 
mal. White  blood  count  varied  between 
5,900  per  cubic  millimeter  and  10,500  per 
cubic  millimeter  with  normal  differentials. 
Sedimentation  rate  was  23  mm.  per  hour 
(Wintrobe).  Antistreptolysin  type  O titer 
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was  100  Todd  units,  and  C-reactive  protein 
was  negative.  Serum  uric  acid,  calcium, 
phosphorus,  alkaline  phosphatase,  and  bili- 
rubin were  normal.  Three  lupus  erythema- 
tosus preparations  gave  negative  results 
as  did  antinuclear  antibodies  and  latex 
fixation.  Serum  electrophoresis  showed 
43  per  cent  albumin,  4 per  cent  alphai 
globulin,  17  per  cent  alpha.,  globulin,  17  per 
cent  beta  globulin,  and  19  per  cent  gamma 
globulin. 

Five  cc.  of  straw-colored  fluid,  terminally 
blood  tinged,  were  removed  from  the  right 
knee.  The  fluid  contained  many  red  blood 
cells.  No  white  blood  cells  or  crystals  were 
seen  on  microscopic  examination.  The 
mucin  clot  was  excellent. 

Phenobarbital,  120  mg.  per  day,  was 
prescribed.  Five  days  later  a pruritic 
erythematous  rash  developed,  and  pheno- 
barbital was  discontinued.  The  rash  dis- 
appeared in  five  days,  and  joint  symptoms 
diminished.  After  discharge  meprobamate 
was  prescribed,  and  several  weeks  later  the 
patient  developed  pain  in  her  knees  without 
swelling  and  a diffuse  erythematous  rash 
over  her  face  and  neck.  Laboratory  find- 
ings, including  sedimentation  rate,  anti- 
streptolysin type  O titer,  and  latex  fixation, 
remained  normal.  Meprobamate  was  dis- 
continued, and  the  arthralgias  and  rash 
disappeared.  She  has  since  become  euthy- 
roid after  a second  dose  of  I131. 

Case  2.  A sixty-three-year-old  married 
woman  was  seen  in  the  endocrine  clinic  at 
Maimonides  Hospital  because  of  weight 
loss,  increased  nervousness,  and  perspira- 
tion of  one  month’s  duration.  One  year 
earlier  she  had  been  told  that  she  had 
“thyroid  trouble,”  and  a half  pill  per  day 
was  prescribed  for  her  which  she  took  only 
sporadically.  The  patient  had  had  a 
duodenal  ulcer  in  the  past.  There  was  no 
family  history  of  thyroid  disease  and  no 
history  of  allergy  or  arthritis. 

Pulse  rate  was  100  per  minute,  and  blood 
pressure  was  150/60  mm.  Hg.  The  skin 
was  smooth  and  fine.  A lid  lag  was  pres- 
ent. The  thyroid  was  bilaterally  en- 
larged, one  and  a half  times  normal.  There 
was  a fine  tremor  of  the  hands  and  tongue. 
I131  uptake  at  twenty-four  hours  was  59 
per  cent,  and  protein-bound  iodine  was 
10.7  micrograms  per  100  ml.  Methim- 
azole,  10  mg.  three  times  a day,  was  pre- 


scribed. Two  weeks  later  she  developed 
pain,  swelling,  and  redness  of  both  knees. 
She  was  seen  by  another  physician  who 
treated  her  with  phenylbutazone  and 
meprobamate  and  told  her  to  discontinue 
methimazole.  One  week  later  residual 
tenderness,  redness,  and  warmth  were 
present  in  both  knees,  but  the  swelling  had 
disappeared.  Pulse  rate  was  100  per 
minute. 

Hemoglobin  was  12.2  Gm.  per  100  ml., 
hematocrit  was  38,  and  white  blood  count 
was  6,400  per  cubic  millimeter  with  64  per 
cent  neutrophils,  2 per  cent  bands,  30  per 
cent  lymphocytes,  1 per  cent  monocytes, 
and  3 per  cent  eosinophils.  Sedimentation 
rate  (Wintrobe)  was  37  mm.  per  hour. 
Serum  cholesterol  was  170  mg.  per  100  ml. 
Serum  uric  acid  and  calcium  were  normal. 
Latex  titration  test  result  was  positive  in 
1:20  dilution.  Three  lupus  erythematosus 
preparations  gave  negative  findings.  Se- 
rum protein  electrophoresis  showed  49  per 
cent  albumin,  3 per  cent  alphai  globulin,  9 
per  cent  alpha2  globulin,  11  per  cent  beta 
globulin,  and  28  per  cent  gamma  globulin. 
At  present  she  is  euthyroid  following 
therapy  with  I131. 

Case  3.  A forty-seven-year-old  married 
woman  was  admitted  to  Boston  City 
Hospital  because  of  painful  swollen  ankles. 
One  month  earlier  hyperthyroidism  had 
been  diagnosed,  for  which  she  was  given 
I131  and  started  on  propylthiouracil  400  mg. 
per  day.  Three  weeks  later  she  had  red- 
ness, swelling,  and  pain  over  the  left  dorsal 
metatarsal  joints.  Four  days  later  bi- 
lateral ankle  swelling  developed.  Oral 
temperature  two  days  before  admission  was 
101.8  F.  becoming  normal  on  600  mg. 
aspirin  every  four  hours,  but  with  no  im- 
provement in  joint  symptoms.  She  had 
had  a subtotal  thyroidectomy  at  age 
sixteen.  She  had  no  previous  allergies, 
and  there  was  no  family  history  of  arthritis. 

On  physical  examination  temperature 
was  100.4  F.,  pulse  rate  was  100  per  minute, 
and  blood  pressure  was  100/76  mm.  Hg. 
Lid  lag  and  a fine  tremor  of  her  tongue  and 
hands  were  present.  The  thyroid  gland 
was  three  times  normal  in  size,  and  a 2-cm. 
nodule  was  palpable  in  the  left  lobe. 
There  was  erythema,  swelling,  and  tender- 
ness over  the  left  dorsal  metatarsal  area 
and  over  both  ankles. 
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TABLE  I.  Patients  with  arthritis 


Authors 

Age 

(Years) 

Sex 

Drug  and  Dose 

Duration  of 
Therapy 

Previous 

Allergy 

Joint 

Manifestations 

Rash 

Williams  et  al. 12 

30 

F 

Thiouracil 
0.6  Gm.  per 
day 

10  days 

Not  known 

Stiffness,  swelling 
of  many  joints, 
especially  knees 

Urticaria 

Not 

known 

F 

Thiouracil 
0.6  Gm.  per 
day 

7 months 

Not  known 

Acute  polyar- 
thritis 

0 

Morgans13 

Not 

known 

F 

Methylthiouracil 
0. 6 Gm.  per 
day 

42  days 

Not  known 

Joint  effusions 

Not  known 

Wing  and 
Asper11 

27 

F 

Propylthiouracil 

27  months 

Not  known 

Migratory  poly- 
arthritis, left 
wrist,  right  meta- 
tarsal joints 

0 

Fraser  et  al.16 

55 

M 

Methimazole 
60  mg.  per  day 

4 weeks 

Not  known 

Pain,  swelling 
both  knees, 
right  wrist 

Purpura 

31 

F 

Methimazole 
60  mg.  per  day 

4 weeks 

Not  known 

Effusions  right 
knee  and  ankle 

Erythema 

marginatum 

Burrell, 

Fraser,  and 
Doniach16 

34 

F 

Carbimazole 
30  mg.  per  day 

10  days 

Sulfonamides 
and  penicillin 

Polyarthritis 

0 

Present  report 

28 

F 

Methimazole 
30  mg.  per  day 

4 weeks 

Sulfonamides 

Polyarthritis,  right 
knee  effusion 

Urticaria  and 
diffuse  ery- 
thema 

63 

F 

Methimazole 
30  mg.  per  day 

2 weeks 

0 

Swelling,  tender- 
ness both  knees 

0 

47 

F 

Propylthiouracil 
400  mg.  per  day 

3 weeks 

0 

Erythema,  swelling, 
tenderness  of 
both  ankles  and 
left  metatarsal 
joints 

0 

Hemoglobin  and  hematocrit  were  nor- 
mal. White  blood  count  was  4,500  per 
cubic  millimeter  with  58  per  cent  neutro- 
phils, 2 per  cent  bands,  30  per  cent  lympho- 
cytes, 8 per  cent  monocytes,  and  2 per  cent 
eosinophils.  Sedimentation  rate  was  48 
mm.  per  hour  (Wintrobe).  Serum  calcium, 
phosphorus,  bilirubin,  glutamic  oxaloacetic 
transaminase,  and  sulfobromophthalein 
sodium  retention  were  normal.  Total  pro- 
tein was  6.9  Gm.  per  100  ml.  with  43  per 
cent  albumin,  9 per  cent  alphai  globulin,  12 
per  cent  alpha2  globulin,  10  per  cent  beta 
globulin,  and  26  per  cent  gamma  globulin. 
Alkaline  phosphatase  was  7.4  units  per 
milliliter  (Bessey-Lowry).  Serum  uric  acid 
was  2.9  mg.  per  100  ml.  Antistreptolysin 
type  O titer  was  100  Todd  units,  latex 
fixation  test  result  was  negative,  and  a lupus 
erythematosus  preparation  gave  negative 
findings. 


Propylthiouracil  was  discontinued,  and 
aspirin  was  started  at  5.4  Gm.  per  day  and 
later  reduced  to  3.6  Gm.  per  day.  Fever 
resolved  in  one  day,  swelling  and  erythema 
of  the  joints  disappeared  in  five  days,  but 
pain  continued  for  two  weeks.  Six 
months  after  discharge,  she  developed  acute 
arthritis  of  both  wrists  and  metacarpo- 
phalangeal joints.  X-ray  films  of  the 
hands  showed  characteristic  changes  of 
rheumatoid  arthritis,  and  she  later  de- 
veloped joint  deformities  of  this  disease. 

Comment 

Arthritis  is  a rare  toxic  reaction  to  anti- 
thyroid drugs,  and  only  7 case  reports  have 
been  found  in  the  literature.  Several  large 
series  on  complications  of  antithyroid  medi- 
cation mention  such  toxicity  in  passing,2  6 8 
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secondary  to  antithyroid  medication 


White 

Blood 

Count 

Sedimentation 

(Per  Cent) 

Kate 

Temperature 

Segmented 

(Millimeters 

(F.) 

Neutrophils 

per  Hour) 

Albumin-Globulin 

Course  and  Complications 

Increased 

3,800(45) 

Not  known 

Not  known 

Symptoms  receded  in  10  days 

Slight 

Not  known 

Not  known 

Not  known 

Developed  rheumatoid  arthritis 

Not  known 

Not  known 

Not  known 

Not  known 

Associated  pericarditis 

100 

4,100(57) 

46 

3.6-1  1 

Diabetes  mellitus,  exophthalmos,  pleuritis,  pericar- 

ditis;  lupus  erythematosus  preparations  negative; 
developed  leukopenia  later  while  on  propylthioura- 
cil therapy 

98.6 

11,000(82) 

8 

1 .5-not  known 

Joint  symptoms  resolved  in  3 weeks  on  cortisone 

therapy.  Died  4 weeks  later  secondary  to  conges- 
tive heart  failure,  uremia.  Postmortem  diagnosis: 
chronic  bronchitis,  emphysema,  glomerulone- 
phritis 

101 

7,200(80) 

30 

3. 7-3. 6 

Throat  culture  negative,  symptoms  subsided  in  2 

days  on  salicylate  therapy,  agranulocytosis  de- 
veloped later  when  switched  to  carbimazole 

Not  known 

Not  known 

36 

Not  known 

Antihistamines  given;  arthritis  continued  1 month 

101 

5,900(68) 

23 

Serum  electrophoresis 

Antistreptolysin  type  0 titer  100,  C-reactive  protein 

43  per  cent  albumin, 

negative,  latex  fixation  negative,  lupus  erythxema- 

4 . 1 per  cent  alphai. 

tosus  preparation  negative  X3,  uric  acid  normal, 

16.6  per  cent  alphas, 

joint  fluids  negative,  joint  symptoms  abated  14  days 

16.6  per  cent  beta, 

19 . 7 per  cent  gamma 

after  stopping  methimazole 

Not  known 

6,400(66) 

37 

Serum  electrophoresis 

Latex  fixation  positive,  lupus  erythematosus  prepara- 

49  per  cent  albumin. 

tion  negative,  uric  acid  normal,  joint  pains  without 

3 per  cent  alphai,  9 

effusions  when  placed  on  phenylbutazone  and 

per  cent  alphas,  11 
per  cent  beta,  28  per 
cent  gamma 

meprobamate  therapy 

101.8 

4,500(58) 

48 

Serum  electrophoresis 

Antistreptolysin  type  0 titer  100,  latex  fixation  nega- 

43  per  cent  albumin. 

tive,  lupus  erythematosus  preparation  negative. 

9 per  cent  alphai, 

joint  effusions  resolved  in  5 days  on  aspirin  ther- 

12  per  cent  alpha:. 

apy  but  pain  continued  2 weeks;  developed  rheu- 

10  per  cent  beta,  26 
per  cent  gamma 
globulin 

matoid  arthritis  6 months  later 

while  others  omit  it  entirely.3  9,10  Stand- 
ard textbooks  of  pharmacology7,11  and  the 
manufacturer  of  methimazole  in  the  drug 
brochure  mention  only  arthralgias  and 
myalgias.  No  systematic  study  of  this  toxic 
syndrome  has  heretofore  been  published. 

The  findings  in  the  7 previously  reported 
cases  and  in  the  present  3 cases  are  sum- 
marized in  Table  I.  All  of  the  patients 
were  being  treated  for  hyperthyroidism. 
Nine  of  the  10  patients  were  women,  5 of  8 
were  in  the  late  third  or  early  fourth  decade 
which  is  consistent  with  the  sex  and  age 
distribution  of  hyperthyroidism. 17  Wil- 
liams et  al.lz  found  that  all  complications 
except  leukopenia  had  an  increased  inci- 
dence in  women. 

The  variable  time  of  onset  of  arthritis 
after  the  initiation  of  medication  and  the 
appearance  of  arthritis  after  reduction  of 


dosage  in  2 patients  suggests  that  the 
arthritis  is  the  result  of  hypersensitivity 
rather  than  of  dose-related  toxicity  (Table 
I).  In  8 of  the  10  cases,  the  dose  of  drug 
was  not  excessive.  In  the  2 cases  reported 
by  Fraser  et  al.,15  methimazole  was  given  in 
larger  doses,  60  mg.  per  day.  In  that  series 
all  types  of  toxicity  were  reported  with 
greater  frequency  with  higher  dosage;  6 
of  22  patients  receiving  60  mg.  per  day  had 
a drug  reaction,  but  34  patients  receiving 
30  mg.  per  day  had  no  drug  reactions. 

In  4 patients  from  whom  a history  was 
obtained,  2 had  other  drug  allergies.  Case 
1 had  multiple  allergies,  reacting  to  sulfon- 
amides, methimazole,  phenobarbital,  and 
meprobamate.  A history  of  previous  al- 
lergy was  also  obtained  in  29  per  cent  of 
patients  with  carbimazole-induced  toxic 
reactions. 16 
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An  allergic  manifestation  to  one  anti- 
thyroid drug  frequently  leads  to  a similar  or 
more  severe  toxic  reaction  to  a second 
antithyroid  drug.  In  1 case  of  Fraser  et 
al.,u  a patient  who  had  arthritis  and  a rash 
after  methimazole  developed  agranulocy- 
tosis when  carbimazole  was  substituted. 
Similar  events  have  been  reported  with 
other  toxic  reactions  to  antithyroid 
drugs.18'19  Therefore,  if  a patient  who 
manifests  an  adverse  reaction  to  an  anti- 
thyroid drug  needs  further  therapy  for 
hyperthyroidism,  other  antithyroid  drugs 
are  relatively  contraindicated,  and  alter- 
nate means  of  therapy  are  to  be  preferred. 

The  large  joints  were  most  frequently 
involved.  Effusions  were  found  mainly  in 
the  knees,  wrists,  and  ankles.  Joint  in- 
volvement was  multiple,  and  polyarthral- 
gias commonly  accompanied  the  poly- 
arthritis. The  joint  fluid  in  the  present 
case  was  normal,  except  for  red  blood  cells 
secondary  to  the  trauma  of  needle  punc- 
ture. The  joint  symptoms  in  most  cases 
lasted  one  to  four  weeks  after  therapy  was 
discontinued  and  were  not  affected  by 
specific  treatment  for  arthritis,  except  in 
1 patient  in  whom  aspirin  was  used.15 

Four  of  9 patients  had  nonspecific  skin 
reactions  associated  with  the  arthritis,  and 
7 of  8 patients  had  low-grade  fever.  Fever 
and  rash,  when  present,  disappeared 
promptly  when  the  drug  was  stopped. 

Two  of  7 patients  had  associated  leuko- 
penia, and  1 had  leukocytosis.  ' The 
patient  with  the  leukocytosis  also  had 
chronic  bronchitis  and  glomerulonephritis. 
Agranulocytosis  was  not  associated  with 
arthritis  in  any  of  the  cases  reported. 

The  sedimentation  rate  was  moderately 
elevated  in  6 of  7 cases.  Serum  globulins 
were  elevated  in  all  5 patients  tested,  but 
serum  protein  electrophoresis  on  our  pa- 
tients showed  elevation  of  no  specific 
globulin.  One  patient  had  elevation  of 
alpha2  and  beta  globulins,  another  had 
increased  gamma  globulin  alone,  and  the 
third  patient  had  increased  alpha i and 
gamma  globulins.  Lupus  erythematosus 
preparations  gave  negative  findings  in  the 
4 patients  tested.  The  latex  fixation  test 
result  also  was  not  significantly  elevated 
in  our  3 patients.  Elevated  sedimentation 
rates  and  globulin  fractions  suggest  the 
possibility  of  an  inflammatory  process. 
Williams  et  al . 12  reported  1 patient  who  had 


arthritis  after  therapy  with  thiouracil  for 
seven  months  and  who  subsequently  de- 
veloped rheumatoid  arthritis.  Case  3 in 
our  series  had  a similar  course  on  discon- 
tinuing propylthiouracil.  Conceivably  the 
arthritis  secondary  to  antithyroid  drugs 
represents  the  premature  precipitation  of 
rheumatoid  arthritis  in  patients  with  the 
underlying  disease  trait.  This  phenome- 
non may  be  akin  to  the  hydralazine 
hydrochloride-induced  lupus  diathesis. 20 
Alternately  the  hyperglobulinemia  may 
result  from  a nonspecific  immunologic  re- 
sponse to  inflammation,  and  the  subsequent 
development  of  rheumatoid  arthritis  may 
be  only  a coincidence. 

An  unusual  complication  developed  in 
Case  1.  While  on  methimazole  therapy 
the  patient  had  malaise,  hoarseness,  and 
pain  on  swallowing.  Localized  tenderness 
over  the  cricoid  cartilage  and  the  character- 
istic picture  of  cricoarytenoid  arthritis  were 
pointed  out  by  the  hospital’s  rheumatolo- 
gist. The  clinical  manifestations  of  cri- 
coarytenoid arthritis  have  most  frequently 
been  reported  in  association  with  rheuma- 
toid arthritis  and,  to  our  knowledge,  have 
never  been  reported  secondary  to  drug- 
induced  arthritis  in  general  or  to  antithy- 
roid medication  in  particular.21  Because  of 
the  present  observation,  the  diagnosis  of 
cricoarytenoid  arthritis  should  be  added  to 
the  differential  diagnosis  of  “sore  throat” 
in  the  patient  who  is  receiving  antithyroid 
medications. 

Summary 

Arthritis  secondary  to  antithyroid  drugs 
occurred  as  a distinct  entity  in  3 of  our 
patients  and  in  7 others  described  in  the 
literature.  Since  dosage  was  not  excessive 
in  most  cases  and  since  the  time  of  the  onset 
of  symptoms  was  variable,  antithyroid 
drug-induced  arthritis  seems  to  be  a hyper- 
sensitivity reaction.  If  antithyroid  medi- 
cation is  discontinued  because  of  a toxic 
reaction,  an  alternate  form  of  treatment  is 
indicated  in  the  hyperthyroid  patient. 
The  large  joints  had  effusions,  and  a rash 
and  fever  often  accompanied  the  arthritis. 
Sedimentation  rate  was  increased  in  5 of  6 
patients,  and  hyperglobulinemia  was  usu- 
ally present.  The  relationship  of  this 
syndrome  to  rheumatoid  arthritis  was 
discussed.  Cricoarytenoid  arthritis,  a pre- 
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viously  unreported  drug-induced  complica- 
tion, occurred  in  1 of  our  patients. 

Coney  Island  Hospital 
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Since  the  first  report  of  bronchiolar 
carcinoma  almost  one  hundred  years  ago, 
many  informative  reviews  have  appeared 
in  the  literature.  In  this  report,  we  wish  to 
present  an  instance  of  bronchiolar  car- 
cinoma which  varies  in  several  respects 
from  the  more  traditional  views  of  this 
disease.  It  is  not  the  purpose  of  this  re- 
port to  review  thoroughly  current  concepts 
concerning  pathogenesis;  rather,  we  shall 
allude  to  the  salient  features  of  this  condi- 
tion and  will  attempt  some  opinion  con- 
cerning contributory  factors  to  the  clinical 
course  in  our  case. 

Case  report 

A twenty-four-year-old  gravida  2,  para 
1 Japanese  female  who  had  never  been  a 
cigaret  smoker  was  seen  in  the  obstetric 
clinic  of  the  2845th  U.S.  Air  Force  Hospital 
for  the  first  time  in  July,  1966.  At  that 
time  the  history  and  physical  examination 
were  not  remarkable,  and  her  estimated 
date  of  confinement  was  January  9,  1967. 
On  October  7,  1966,  she  was  seen  for  routine 
prenatal  chest  x-ray  examination  which  re- 
vealed bilateral  pulmonary  infiltrates  and 
hilar  adenopathy.  Careful  questioning  of 

The  views  expressed  herein  are  those  of  the  authors  and  do 
not  necessarily  reflect  the  views  of  the  U.S.  Air  Force  or  the 
Department  of  Defense. 


the  patient  failed  to  reveal  any  symptoms 
whatsoever  such  as  cough,  sputum  produc- 
tion, chest  pain,  hemoptysis,  or  anorexia. 
The  patient  was  admitted  to  the  hospital 
on  the  same  date  for  evaluation,  at  which 
time  the  physical  examination  was  remark- 
able in  that  no  lymphadenopathy  was  noted, 
decreased  breath  sounds  at  the  base  on  the 
right  side  were  present,  and  an  intrauterine 
gestation  compatible  with  twenty-six  weeks 
was  noted.  No  liver,  spleen,  or  other 
palpable  abdominal  masses  were  present. 
Laboratory  examination  results,  including 
hemogram,  urinalysis,  renal  function,  liver 
profile,  serum  calcium,  phosphorus,  and 
uric  acid  were  all  normal.  The  hematocrit 
was  34,  and  the  stools  were  negative  for 
blood.  Cytologic  studies  from  bronchial 
washings  and  from  sputum  were  negative 
for  malignant  cells.  Sputum  smears  and 
cultures  for  acid-fast  bacilli  and  fungus  were 
negative.  Skin  tests  for  tuberculosis, 
histoplasmosis,  coccidioidomycosis,  and 
blastomycosis  were  negative.  Right  scalene 
node  biopsy  revealed  metastatic  carcinoma; 
the  primary  site  was  felt  to  be  probably 
pulmonary,  but  this  could  not  be  positively 
ascertained.  After  examination  of  the 
breasts,  thyroid,  and  abdomen  failed  to  re- 
veal any  masses  and  an  excretory  urogram 
gave  normal  findings,  it  was  felt  that  further 
diagnostic  procedures  should  be  withheld 
pending  delivery  of  the  fetus  since  the 
disease  was  obviously  inoperable.  In  mid- 
November  the  patient  developed  a pleural 
effusion  of  the  right  side.  Examination  of 
the  pleural  fluid  revealed  that  it  was 
grossly  bloody,  and  malignant  cells  were 
seen  on  cell  block;  however,  the  pleural 
biopsy  failed  to  reveal  any  abnormalities. 

On  November  27,  1966,  spontaneous 
labor  occurred  with  the  delivery  of  a pre- 
mature infant  weighing  3 pounds,  11 
ounces.  Following  the  delivery,  the  pa- 
tient’s course  was  progressively  downhill, 
and  despite  the  institution  of  cyclophospha- 
mide (Cytoxan)  therapy  both  intrave- 
nously and  intrapleurally,  death  occurred 
on  December  7,  1966,  following  rapid  de- 
terioration with  the  onset  of  marked 
dypsnea  almost  to  the  point  of  asphyxia 
over  the  four  hours  prior  to  her  demise. 
During  the  two  to  three  weeks  prior  to 
demise,  there  had  been  blood-tinged,  wa- 
tery, mucous  sputum  production  up  to  200 
to  300  cc.  per  day,  but  prior  to  that  time 
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no  symptoms  had  been  present.  At  no 
time  had  there  been  chest  pain,  cough,  or 
actual  hemoptysis. 

At  necropsy  all  pathologic  findings  were 
limited  to  the  thoracic  cavity,  other  than 
the  uterus  which  appeared  to  be  congested 
and  revealed  a site  of  recent  placental  im- 
plantation. No  evidence  of  a malignant 
lesion  was  present.  Histologically,  no 
evidence  of  syncytial  endometritis,  hy- 
datidiform  mole,  or  choriocarcinoma  was 
seen.  The  pleural  cavity  on  the  right  side 
revealed  500  cc.  of  bloody  fluid  and  200 
cc.  on  the  left  side.  The  lungs  were 
diffusely  nodular,  varying  from  several 
millimeters  to  several  centimeters  in  diam- 
eter and  were  light  pink  to  tan  in  color. 
The  nodules  were  diffuse  throughout  the 
lung  parenchyma  with  almost  no  area  of 
the  lung  spared.  The  parietal  pleura  was 
studded  with  tumor  implants.  Micro- 
scopic examination  revealed  neoplastic 
tissue  investing  the  alveoli  and  occasionally 
extending  into  terminal  bronchioles.  Cilia 
were  not  seen,  and  marked  mucus  produc- 
tion was  a very  prominent  part  of  the 
lesion.  In  a few  areas  of  the  terminal 
bronchioles  and  alveoli  a row  of  columnar 
epithelial  cells  could  be  seen  sweeping  into 
the  more  solid  neoplastic  tissue.  Within  a 
moderate-sized  pulmonary  artery,  there 
was  a well-formed  thrombus  which  had 
undergone  organization.  The  thrombus  was 
located  at  a site  where  the  neoplasm  was 
solid,  and  similarly  in  a few  small  divisions 
of  the  pulmonary  artery  organized  thrombi 
were  seen.  Sections  taken  from  the  pleura 
revealed  marked  proliferation  of  capillaries, 
fibroblastic  tissue,  and  some  destruction  by 
tumor.  Tmnor  thrombi  were  found  within 
the  lymphatic  vessels  along  the  pleural 
surfaces. 

Comment 

Malassez  in  1876 1 is  generally  accredited 
with  the  first  description  of  bronchiolar 
carcinoma.  At  autopsy,  a man  of  forty- 
seven  was  found  to  have  multiple  pea- 
sized nodules  throughout  the  lung  paren- 
chyma which  histologically  revealed  cylin- 
drical cuboidal  cells  growing  along  alveolar 
walls.  These  tumor  cells  exfoliated  into 
the  alveolar  spaces  without  disruption  of 
the  alveolar  pattern.  The  bronchi  them- 
selves, however,  were  free  of  tumor. 


Subsequently,  a number  of  reports  ap- 
peared in  the  early  decades  of  this  century, 
each  pointing  out  a slightly  different 
presentation.  Musser  in  1903-  described  a 
more  diffuse  form.  Here  the  disease  may 
involve  a single  lobe  or  an  entire  lung. 
Helley  in  19073  observed  a case  of  multiple 
nodular  growths  distributed  throughout 
both  lungs  which  he  termed  “adenomatous 
growth.”  Clearly  then,  this  disease  grossly 
may  appear  either  as  a nodular  multiple 
growth  distributed  throughout  one  or  both 
lungs  or  as  a diffuse  form,  suggesting 
coalescence  of  the  nodules.  In  1939 
Bonne4  pointed  out  the  resemblance  of 
this  lung  tumor  to  a disease  in  sheep  known 
as  jaagsiekte  which  has  aroused  interest 
among  medical  investigators  regarding  a 
possible  common  etiologic  agent  for  both 
diseases. 

Similarly  controversy  exists  as  to  whether 
this  tumor  is  of  multicentric  of  unicentric 
origin.  Storey,  Knudtson,  and  Lawrence5 
in  their  classic  review  of  more  than  200 
cases,  believed  that  these  carcinomas  arose 
from  a single  primary  lesion  which  then 
spread  to  other  sites  as  do  most  malignant 
tumors.  Bell6  and  other  authors  believed 
that  “hyperplasia”  of  alveolar  epithelium 
might  give  rise  to  localized  or  diffuse 
growth  which  then  formed  alveolar  cell 
tumors.  There  is  still  no  convincing 
evidence  offered  by  either  side  to  sub- 
stantiate their  claims.  In  our  case,  how- 
ever, definite  evidence  of  tumor  emboli 
was  demonstrated  pathologically.  This 
would  suggest  that  this  tumor  spread  first 
by  intrapulmonary  desquamation  of  malig- 
nant cells  and  bronchial  embolization  and 
second  by  lymphatic  spread  in  advanced 
disease.  Hewlett  et  alJ  have  previously 
advanced  a similar  theory.  This  concept 
is  the  major  basis  for  the  unicentric  theory 
of  tumor  origin. 

Clinical  aspects 

Incidence.  There  appears  to  be  no 
sexual  or  racial  predilection  in  bronchiolar 
carcinoma.  Formerly  this  condition  was 
considered  to  be  quite  rare.  However,  be- 
cause of  better  recognition  by  pathologists 
and  the  publication  of  a number  of  large 
series,  it  is  now  held  that  this  tumor  repre- 
sents about  5 per  cent  of  all  primary  pul- 
monary neoplasms . 5’ 8 “ 10  Similarly , the  ma- 
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FIGURE  1.  Chest  roentgenograms.  (A)  Roentgenogram  obtained  routinely  on  application  for  travel 
to  United  States  from  Japan  and  interpreted,  even  in  retrospect,  as  normal  study.  (B)  Roentgenogram 
obtained  as  part  of  our  obstetric  routine  at  approximately  twenty-six  weeks  gestation  showing  pulmonary 
infiltrates.  Patient  asymptomatic. 


jority  of  all  cases  occur  in  the  peak  cancer 
age  group  of  the  sixth  and  seventh  decades 
with  examples  being  reported  in  the  second 
and  tenth  decades  of  life.  The  median  age 
in  Storey,  Knudtson,  and  Lawrence’s5 
series  was  fifty-four.  Only  10  cases  under 
age  thirty  were  included. 

Symptoms.  The  most  common  symp- 
tom is  cough,  sputum  production,  and 
dyspnea.  Other  more  uncommon  symp- 
toms include,  as  might  be  expected,  chest 
pain,  weight  loss,  hemoptysis,  weakness, 
fever,  and  malaise.5,8-10  It  should  be 
emphasized  that  these  symptoms  are  not 
characteristic  of  bronchiolar  carcinoma  and 
can  be  found  in  any  pulmonary  condition, 
be  it  acute  or  chronic  disease. 

Physical  signs.  Physical  signs  found 
seem  to  be  related  only  to  the  degree  and 
location  of  the  disease.6,8-10  The  physical 
signs  are  in  no  way  distinctive,  and  an 
attempt  to  analyze  and  correlate  them  is 
useless.  A review  of  the  literature  indicated 
that  many  of  these  patients  are  seen  with 
a history  of  antecedent  pneumonia,  but  this 


is  in  no  way  helpful,  although  some  of  these 
investigators  feel  that  this  may  be  im- 
portant in  the  pathogenesis.8,10 

Radiographic  findings.  About  50  per 
cent  of  all  cases  will  show  either  a single 
peripheral  nodule  or  bilateral  nodules  in  all 
lobes  of  the  lungs.  The  remainder  of  the 
cases  show  either  scattered  infiltrates, 
pulmonary  effusions,  ill-defined  areas  of 
pneumonitis,  parahilar  masses,  or  consoli- 
dation of  one  or  more  lobes. 1 1 The  dif- 
ferential diagnosis,  therefore,  is  as  great  as 
the  number  of  conditions  that  might  show 
any  one  of  the  roentgenographic  findings. 
Representative  x-ray  films  in  our  case  are 
presented  (Figs.  1 and  2). 

Diagnostic  technics.  An  evaluation 
of  the  diagnostic  procedures  must  neces- 
sarily include  consideration  of  the  technical 
difficulty  in  carrying  out  the  procedure 
versus  the  probability  of  establishing  a 
diagnosis  from  the  procedure.  While  a 
chest  roentgenogram  is  of  the  highest 
priority,  it  will  be  of  little  help  in  establish- 
ing a diagnosis,  for  the  roentgenographic 
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FIGURE  2.  Chest  roentgenograms.  (A)  Massive  pleural  effusion  from  which  approximately  1,000  cc. 
bloody  fluid  with  malignant  cells  obtained.  (B)  Roentgenogram  after  one  of  several  thoracenteses.  (C) 
Roentgenogram  shortly  before  death,  showing  extensive  infiltrates  in  all  lung  fields. 


pattern,  as  previously  alluded  to,  may  resem- 
ble lobar  pneumonia,  bronchopneumonia, 
tuberculosis,  bronchogenic  carcinoma, 
sarcoidosis,  fungus  infections,  bronchiec- 
tasis, and  pneumoconiosis.  Perhaps  the 
simplest  procedure,  therefore,  is  the  cyto- 
logic examination  of  bronchial  secretions 
either  by  direct  examination  of  the  sputum 
or  by  bronchial  washings. 12  The  value  of 
bronchoscopy  will  be  primarily  to  secure 
washings  for  cytologic  examination  since 
a constant  gross  finding  is  the  absence  of 
tumor  in  the  major  bronchi.  In  those  pa- 
tients with  sputum  production,  especially 
those  with  the  classic  mucoid  sputum,  a 
direct  sputum  smear  is  often  diagnostic. 
Laboratory  tests  in  the  area  of  hematology 
and  chemistry,  as  well  as  systematic 
searches  for  associated  endocrinopathies, 
are  universally  unrewarding. 

Other  diagnostic  tools  include  regional 
node  biopsy,  pleural  biopsy,  and  cytologic 
examination  of  pleural  fluid,  if  present. 
While  these  technics  are  often  diagnostic, 
they  are  particularly  helpful  in  assessing 
the  operability  of  the  lesion.  The  use  of  the 
most  accurate  diagnostic  procedures  such 
as  mediastinoscopy,  open-lung  biopsy,  and 
thoracotomy,  will  in  large  measure  depend 
on  the  condition  of  the  patient  and  mor- 
bidity involved.  The  value  of  percutaneous 
needle  biopsy,  especially  in  nodular  lesions, 
has  recently  been  emphasized.13  It  would 
appear  that  this  is  a safe  and  accurate 
diagnostic  method. 


Etiology.  The  cause  of  this  lung 
carcinoma  has  remained  obscure.  There 
does  not  seem  to  be  a correlation  between 
cigaret  smoking  and  the  incidence  of  this 
tumor  as  has  been  suggested  for  some  other 
types  of  pulmonary  carcinoma.9  Some 
workers  have  alluded  to  the  rather  strik- 
ing histologic  similarity  of  this  disease  to 
the  suspected  viral  disease  of  sheep, 
jaagsiekte. 4,10  There  is,  however,  no  evi- 
dence to  suggest  that  bronchiolar  car- 
cinoma is  an  infectious  disease  associated 
with  a virus.  Attempts  to  isolate  a virus 
have  thus  far  been  unsuccessful.  Camp- 
bell14 and  other  workers  have  suggested 
that  chronic  irritation  of  the  lung  as  by  re- 
peated respiratory  infections  or  by  ex- 
posure to  irritants  might  trigger  the 
carcinogenic  mechanism.  He  observed  that 
when  mice  were  exposed  to  dust  and  tars  of 
various  kinds,  tumors  arose  in  bronchial 
cells  which  were  originally  benign.  Sub- 
sequently, after  continued  irritation,  these 
tumors  became  malignant. 

Comment 

Many  theories  have  been  advanced  con- 
cerning the  carcinogenic  process  in  various 
tumors.  Innumerable  investigators  have 
attempted,  unsuccessfully,  to  define  a re- 
lationship between  alterations  in  the  bio- 
chemical and  biophysical  environment  of  a 
particular  individual  with  and  without 
specific  disease  and  the  onset  of  a particular 
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tumor.  Furthermore,  attempts  to  correlate 
possible  genetic,  chemical,  bacterial,  and 
viral  factors  with  this  specific  tumor  have 
never  been  successful.  While  the  occur- 
rence of  bronchiolar  carcinoma  in  a preg- 
nant Oriental  female  may  be  mere  coinci- 
dence, one  cannot  help  drawing  some  atten- 
tion to  the  obvious  fact  that  her  death  oc- 
curred rather  precipitately  following  de- 
livery and  that  the  pregnancy  was  well 
tolerated  despite  evidence  of  extensive 
pulmonary  disease. 

Death  occurred  from  asphyxia  as  evi- 
denced by  almost  total  replacement  of  lung 
tissue  by  tumor  as  seen  at  necropsy.  It 
may  well  be  that  premature  labor  resulted 
from  alterations  in  metabolic  processes 
necessary  to  maintain  placental  function. 
No  doubt  the  factor  of  host  resistance  is  of 
great  significance  in  determining  survival 
time  and  clinical  course,  but  whether  or 
not  the  alterations  in  the  plasma  level  of 
thyroid  hormone,  mineral  corticoids  and 
glucocorticoids,  and  gonadotropins  asso- 
ciated with  pregnancy  played  a role  either 
in  the  growth  or  inhibition  of  this  tumor 
cannot  be  answered.  Certainly  a rationale 
for  use  of  adrenal  steroids  in  such  a situa- 
tion as  ours,  to  attempt  to  insure  a term 
delivery,  would  necessarily  depend  on 
some  conclusion  as  to  whether  or  not  tumor 
growth  might  be  accelerated  by  such  a 
drug.  It  would  seem,  from  our  case,  that 
tumor  growth  was  not  retarded  by  the  in- 
creased plasma  level  of  circulating  mineral 
corticoids  and  glucocorticoids  associated 
with  pregnancy. 

From  the  therapeutic  viewpoint,  the 
only  curative  therapy  known  at  present 
is  surgical  removal  of  the  entire  tumor 
area.  The  use  of  carcinostatic  agents  and 
high-voltage  irradiation  has  never  been 
shown  to  be  of  value  and  was  in  this  case 
contraindicated  because  of  the  pregnancy. 
In  those  situations  where  the  disease  is 
incurable  involving  a pregnant  individual, 


full  attention  to  insuring  a viable  infant 
should  receive  priority.  This  will  neces- 
sarily involve  maintaining  the  patient  in 
the  hospital  as  she  approaches  term  and 
formulating  a workable  plan  for  immediate 
cesarean  section  in  the  event  of  death  prior 
to  labor. 


Summary 

An  instance  of  bronchiolar  carcinoma 
is  presented.  The  salient  clinical  features 
of  this  disease  and  this  particular  instance 
are  reviewed.  The  difficulties  encountered 
in  work-up  and  management  with  special 
attention  to  the  occurrence  of  lung  cancer 
in  pregnancy  are  presented. 
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FIGURE  1.  Circumscribed  mass,  left  side  of 
lower  chest. 


T UMORS  OF  the  diaphragm  are  predomi- 
nantly metastatic,  the  most  frequent  pri- 
mary source  being  noncircumscribed  lung 
cancer.  Primary  tumors  of  the  diaphragm 
are  uncommon.  Since  Grancher’s1  first  re- 
port of  such  a lesion  one  hundred  years  ago 
about  90  cases  have  been  recorded.  Only  8 
of  these  were  of  nerve  tissue  origin.  A re- 
cent case  of  a primary  nerve  tissue  tumor 
of  the  diaphragm,  treated  surgically, 
prompted  a review  of  the  literature  and 
this  case  report. 

Case  report 

A sixty-five-year-old  white  male  had  been 
found  to  have  a left  intrathoracic  mass 
twelve  years  previously  when  it  was  seen 
for  the  first  time  on  a chest  film.  Slow  but 
progressive  increase  in  size  was  apparent 
on  successive  films  taken  in  the  subsequent 
years.  Because  of  the  rapid  growth  in  size 
of  the  mass  between  May  25,  1964,  and 
April  25,  1966,  he  was  referred  for  an  opin- 
ion as  to  its  nature  and  concerning  the 
advisability  of  surgical  intervention.  The 
patient  had  been  considered  to  have  either 
a diaphragmatic  hernia  or  an  intrathoracic 
tumor.  Radiographic  study  of  the  alimen- 
tary tract  in  May,  1966,  had  failed  to  reveal 
any  connection  between  the  mass  and  the 
stomach,  small  intestine,  or  colon.  The  pa- 
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tient  stated  that  if  the  lesion  was  a dia- 
phragmatic hernia  he  did  not  wish  to 
undergo  surgery  in  spite  of  the  fact  that 
incarceration  or  strangulation  might  occur 
at  some  future  date.  If,  however,  he  could 
be  convinced  that  it  was  an  intrathoracic 
mass,  possibly  neoplastic,  he  would  consent 
to  surgery.  He  was  advised  to  enter  the 
hospital  for  a pneumoperitoneum  which 
might  accurately  differentiate  these  two 
conditions. 

Other  than  being  apprehensive  because  of 
the  presence  of  this  radiographic  shadow, 
the  patient  was  absolutely  asymptomatic 
and  well.  On  physical  examination  and 
after  the  usual  laboratory  studies  no  other 
abnormalities  were  found.  An  electrocar- 
diogram revealed  only  nonspecific  T-wave 
changes.  Chest  x-ray  examination  showed 
the  lesion  to  be  a round,  sharply  circum- 
scribed homogeneous  mass  approximately  7 
cm.  in  diameter,  situated  at  the  left  base 
posteriorly  and  not  apparently  encroaching 
on  the  mediastinum  (Fig.  1).  On  fluoro- 
scopic examination  it  w’as  seen  that  the 
lesion  moved  with  the  diaphragm.  A pneu- 
moperitoneum wras  induced  and  showed 
that  the  lesion  was  not  a diaphragmatic 
hernia  but  a solid  mass  on  the  diaphragm, 
possibly  a primary  tumor  or  cyst  of  the 
diaphragm,  a circumscribed  neoplasm  of 
visceral  pleural  origin,  or  a large  circum- 
scribed pulmonary  neoplasm  attached  to  the 
diaphragm  (Fig.  2).  Under  these  circum- 
stances the  patient  agreed  to  thoracotomy. 
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FIGURE  2.  After  pneumoperitoneum,  mass 
seen  above  diaphragm. 

At  operation  on  June  14,  1966,  an  encap- 
sulated tumor  was  found  originating  from 
the  dome  of  the  left  hemidiaphragm.  The 
tumor  was  firm  in  consistency,  smooth,  and 
with  a mottled,  pink-gray-white  surface. 
It  was  adherent  to  the  adjacent  posterior 
pericardium,  the  overlying  lingula  of  the 
left  upper  lobe,  and  the  anterior  and  infe- 
rior aspects  of  the  left  lower  lobe.  Its  major 
blood  supply  consisted  of  many  small  vessels 
from  the  diaphragm  itself.  A biopsy  was 
taken  and,  on  frozen  section  examination, 
reported  as  most  likely  to  be  a tumor  of 
nerve  tissue  origin,  a neurofibroma.  The 
neoplasm  was  excised  in  continuity  with  its 
attached  diaphragmatic  bed.  The  edges  of 
the  defect  in  the  diaphragm  were  over- 
lapped by  interrupted  silk  mattress  sutures 
in  two  layers,  and  the  thoracotomy  was 
closed.  The  patient’s  postoperative  course 
was  entirely  uneventful. 

The  pathologist  reported  that  the  re- 
sected tumor  was  adherent  to  the  dia- 
phragm which  had  been  resected  with  it. 
The  tumor  measured  9.5  by  9 by  7 cm.  The 
surface  was  smooth  and  well  encapsulated 
(Fig.  3).  The  cut  surface  was  rubbery 
and  whorled  with  areas  of  cystic  and  hem- 
orrhagic degeneration.  Histologically,  two 
types  of  tissue  were  seen:  Antoni-type  A 

consisting  of  elongated  cells  arranged  in 
palisaded  and  whorled  formations  (Fig. 
4A  (left)),  and  Antoni-type  B,  with 
myxoid  stroma  and  microcyst  formulations. 
The  capillary  vessels  showed  a thick  collar 
of  hyalin  material  and  perivascular 
lymphocytic  infiltration  (Fig.  4B  (right)). 
The  diagnosis,  by  Ada  DeChabon,  M.D.,  as- 
sistant professor  and  assistant  pathologist 
at  the  New  York  Medical  College,  was 
benign  neurilemmoma. 


FIGURE  3.  Smooth  surface  with  attached  dia- 
phragm (right)  and  cut  section  (left)  of  en- 
capsulated tumor. 


Comment 

The  clinical  features  of  primary  dia- 
phragmatic tumors  have  been  reviewed 
elsewhere.2'5  With  very  few  exceptions, 
the  patients  are  middle  aged  or 
elderly.  Symptoms  occur  in  about  80  per 
cent  of  the  cases ; in  the  remainder,  the 
growth  is  discovered,  fortuitously,  by  x-ray 
films  or  at  necropsy.  While  no  absolute 
correlation  exists,  the  size  and  location  of 
the  mass  usually  has  some  bearing  on  the 
development  and  character  of  symptoms. 
Thus,  a large  lesion  is  more  likely  to  cause 
dyspnea,  and  one  on  the  left  side  can  be 
associated  with  esophagogastric  functional 
disorders.  Thoracic  and  subcostal  pain, 
nonproductive  cough,  and  dyspnea  are  the 
most  common  complaints. 

The  existence  of  a mass  is  sometimes 
sensed  by  the  patient ; occasionally  a palpa- 
ble external  bulge  may  be  present.  Ar- 
thralgia and  hypertrophic  osteoarthrop- 
athy occur  almost  exclusively  with  nerve 
tissue  tumors.  As  indicated  in  Table  I, 
joint  pains  and  clubbing  recede  after  re- 
moval of  the  neoplasm.  The  significance 
of  the  association  of  joint  symptoms  with 
intrathoracic  lesions  has  been  discussed 
in  detail  by  Van  Hazel13  and  by  Berg.14 

Tumors  of,  or  related  to,  the  diaphragm 
are  usually  detected  radiographically,  but  it 
is  difficult  or  even  impossible  to  decide  their 
true  nature  from  conventional  x-ray  films 
alone.  Gastrointestinal  and  colon  studies 
with  barium  will  reveal  the  presence  of  any 
of  these  organs  in  a hernia.  But  if  a her- 
nia contains  only  omentum  or  a part  of 
the  liver  (usually  only  in  an  eventration) 
the  barium  studies  often  will  fail  to  clarify 
the  situation. 
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FIGURE  4.  (A)  Antoni-type  A tissue  (hematoxylin 

palisades  and  in  bundles  running  in  different  planes 
(hematoxylin  and  esoin  stain).  Myxoid  and  collage 
phocytic  infiltration. 


and  eosin  stain).  Nuclei  and  fibers  arranged  in 
with  whorled  formation.  (B)  Antoni-type  B tissue 
n stroma,  microcystic  space  and  perivascular  lym- 


Pneumoperitoneum  is  a most  helpful  and 
innocuous  procedure  which  aids  in  differ- 
ential diagnosis.  Shadows  representing 
diaphragmatic  hernias  through  the  foramen 
of  Morgagni,  through  the  dome  of  the  dia- 
phragm, posteriorly,  or  even  esophageal 
hiatus  hernias  may  be  reduced  partially  or 


completely  after  induction  of  a pneumoperi- 
toneum,- and  the  collection  of  air  outlines 
the  inferior  aspect  of  the  diaphragm  and 
the  hernial  sac  on  subsequent  roentgen 
films;  where  no  peritoneal  sac  exists,  a 
pneumothorax  may  be  produced. 

Tumor  masses  within  the  chest,  whether 


TABLE  I.  Features  of  primary  tumors  of  the  diaphragm  of  nerve  tissue  origin  reported  in  the  literature 


Sex 

Age 

(Years) 

Lesion 

Site  of 
Lesion  in 
Diaphragm 

Clinical  Details 

M 

42 

Neurofibroma 

Right 

Chest  pain;  backache:  arthralgia:  clubbing  of  digits;  dry 
cough:  pleural  effusion.  Excision  by  thoracotomy  fol- 
lowed by  disappearance  of  all  symptoms,  including  club- 
bing and  arthralgia6 

M 

56 

Neurofibro- 

sarcoma 

Left 

Dry  cough:  exertional  dyspnea;  sense  of  fullness  and  weight 
in  chest  when  bending  forward;  fleeting  pains  and  stiff- 
ness in  joints  of  wrists,  fingers,  and  toes;  clubbing  of 
fingers;  left  lower  lobe  and  lingula  atelectatic  from  pres- 
sure. Excision  by  thoracotomy  followed  by  recession  of 
symptoms,  including  clubbing  and  arthralgia7 

F 

50 

Neurofibro- 

sarcoma 

Right 

Dull  ache  in  right  upper  abdomen  and  shoulder,  accentuated 
with  deep  breathing:  increasing  dyspnea;  weight  loss: 
anorexia;  constipation;  ankle  edema.  Fluoroscopy 
showed  mass  moving  synchronously  with  diaphragm. 
Pneumoperitoneum  disclosed  mass  to  be  supraphrenic. 
Bronchograms  suggestive  of  right  lower  lobe  atelectasis. 
Patient  died  before  operation.  Autopsy  confirmed 
clinical  findings7 

F 

26 

Neurofibroma 

Left 

Asymptomatic.  Mass  discovered  accidentally  by  chest 
x-ray.  Excision  by  laparotomy8 

F 

55 

Neuri- 

lemmoma 

Left 

Pain  in  chest  and  arm;  dyspnea;  dry  cough;  palpitations; 
peripheral  edema;  pleural  effusion;  weakness.  Excision  by 
thoracotomy.  Gradual  recession  of  symptoms  and  re- 
sumption of  normal  heartbeat9 

F 

5 

Neuri- 

lemmoma 

Left 

Painless  swelling  of  ankles  and  knees;  clubbing  of  fingers 
and  toes.  Excision  by  thoracotomy.  Recession  of 
clubbing  and  joint  swelling10 

M 

57 

Neurofibroma 

Right 

Pain  and  swelling  of  ankles  and  wrists;  fever;  clubbing  of 
fingers.  Excision  by  thoracotomy.  Disappearance  of 
clubbing  and  arthralgia11 

F 

40 

Neurofibroma 

Right 

Clubbing  of  fingers.  Excision  by  thoracotomy.  Complete 
recession  of  clubbing12 
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of  pulmonary  or  pleural  origin,  which  lie  in 
close  apposition  to  the  diaphragm,  may  or 
may  not  be  adherent  to  it  and  are  difficult 
to  differentiate  on  fluoroscopic  or  roentgen 
film  examination.  If  they  are  not  of  the 
diaphragm  or  adherent  to  it,  they  may 
move  with  it  but  on  inspiration  may  be- 
come somewhat  separated  from  it  by  expan- 
sion of  the  intervening  or  surrounding 
lung.  Large  peripheral  tumors  of  the  lung 
or  large  circumscribed  visceral  pleural  tu- 
mors adherent  to  the  diaphragm  cannot  be 
differentiated  from  tumors  of  the  dia- 
phragm by  roentgenography.  Thoracos- 
copy,15 artificial  pneumothorax,15'  16  or 
transpleural  needle  biopsy  are  usually  not 
necessary.  Some  lesions  arising  from  the 
undersurface  of  the  diaphragm  may  simu- 
late intraperitoneal  pathologic  states,17  or 
intrapleural  masses  may  insinuate  them- 
selves partly  into  the  abdomen  through  a 
breach  in  the  diaphragm.7-16  Subphrenic 
masses  may  be  brought  into  relief  by  a 
layer  of  air  separating  them  from  the 
diaphragm  after  induction  of  pneumoperi- 
toneum. 

Exploratory  thoracotomy,  accompanied 
now  by  minimal  morbidity  or  mortality,  is 
the  logical  procedure  for  definitive  diagno- 
sis when  all  else  fails.  Any  persistent 
shadow  indicating  a possible  tumor  is  an 
indication  for  surgical  intervention  because 
of  the  danger  of  malignancy  or  from  en- 
croachment on  surrounding  structures  by 
tumors  which  are  permitted  to  grow  to 
large  size.17  In  a number  of  instances  of 
unoperated  malignant  primary  diaphrag- 
matic neoplasms  found  at  autopsy,  it  was 
estimated  that  satisfactory  excision  might 
have  been  feasible  at  some  time  in  their 
evolution.7'  16'  18-22  Delay  in  surgical  re- 
moval serves  no  useful  purpose  if  the  pa- 
tient is  otherwise  well  and  there  are  no 
evidences  of  metastases. 

Summary 

A left  intrapleural  mass,  entirely  asymp- 
tomatic, was  observed  for  twelve  years 
under  the  assumption  that  it  represented  a 
diaphragmatic  hernia.  The  patient  was 
treated  surgically  because  of  the  recent 
rapid  increase  in  size  of  the  shadow  and  be- 
cause x-ray  films  after  induction  of  a pneu- 


moperitoneum showed  it  to  be  an  intratho- 
racic  tumor.  At  thoracotomy  it  was  found 
to  arise  from  the  diaphragm  and  to  be  ad- 
herent to  the  pericardium  and  lung.  It 
was  excised  intact  with  the  adherent  por- 
tion of  diaphragm.  Its  histologic  pattern 
was  that  of  benign  neurilemmoma.  This  is 
the  ninth  case  reported  in  the  literature  of 
a primary  tumor  of  the  diaphragm  of  nerve 
tissue  origin. 

The  clinical  features,  roentgenologic  as- 
pects, and  diagnostic  considerations  of 
primary  diaphragmatic  tumors  are  sur- 
veyed briefly.  Early  surgical  intervention 
is  recommended  for  diagnosis  and  definitive 
treatment. 
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T he  Federal  Cigarette  Labeling  and  Ad- 
vertising Act,1  which  controls  advertising 
and  the  package  warning  on  eigarets,  ter- 
minates on  July  1,  1969.  It  is  appropriate 
for  physicians  to  be  familiar  with  its  con- 
tents and  aware  of  possible  subsequent  con- 
gressional action  to  replace  this  act. 

The  need  for  more  active  physician 
interest  in  the  smoking  problem  also  is  sug- 
gested by  the  continued  rise  in  cigaret-re- 
lated  mortality  rates.  As  evidence  of  this 
rise,  the  lung  cancer  death  rate  increased 
94  per  cent  among  New  York  State  men 
and  145  per  cent  among  New  York  State 
women  during  the  period  1950  to  1966. 2 

Briefly,  the  current  act  contains  three 
major  provisions.  The  first  requires  inclu- 
sion of  the  warning  on  all  cigaret  packages 
sold  in  this  country  but  not  those  manufac- 
tured for  export.  The  second  limits  the 
power  of  the  individual  states  to  control 
cigaret  advertising.  The  third  requires 
periodic  reports  to  Congress  by  the 
Department  of  Health,  Education,  and  Wel- 
fare (“The  Surgeon  General’s  Report”)  and 
by  the  Federal  Trade  Commission. 

The  three  reports  of  the  surgeon  general 
have  ended  the  uncertainty  about  cigaret 
smoking  being  the  main  cause  of  lung  can- 
cer in  man.3-5  The  1968  report  also  pre- 
sented evidence  of  the  causal  relationship 
of  cigaret  smoking  to  lung  cancer  in  women ; 


the  adverse  effects  of  smoking  on  the 
heart;  the  significance  of  smoking  to 
the  development  of  chronic,  obstructive, 
bronchopulmonary  disease ; and  cancers  of 
the  larynx,  oral  cavity,  bladder,  and 
pancreas.  This  report  also  states  that 
“life  expectancy  among  young  men  is  re- 
duced by  an  average  of  eight  years  in 
‘heavy’  cigaret  smokers,  those  who  smoke 
over  two  packs  a day,  and  an  average  of 
four  years  in  ‘light’  cigarette  smokers, 
those  who  smoke  less  than  one-half  pack 
per  day.” 

Education,  including  the  influence  of 
physicians  on  their  patients  and  in  their 
communities,  will  of  course  be  the  ultimate 
method  of  applying  this  knowledge  about 
the  dangers  of  eigarets.  Since  education  is 
a long  process,  legislation  which  will  help 
by  limiting  advertising  and  strengthening 
the  present  warning  has  been  proposed  by 
the  Federal  Trade  Commission  to  replace 
the  expiring  law.  Discussion  of  this  rec- 
ommended legislation  will  no  doubt  take 
place  in  the  present  Congress. 

Federal  Trade  Commission 
recommendations 

The  present  warning  reads,  “Caution : 
cigarette  smoking  may  be  hazardous  to 
your  health.”  Public  acceptance  of  this 
warning  is  widespread.*  On  the  other 
hand,  few  people  believe  it  to  be  effective, 
and  the  Federal  Trade  Commission  has 
recommended  to  Congress  the  following 
legislation  :7 

1.  Section  4 of  the  Federal  Cigarette 
Labeling  and  Advertising  Act  should  be 
amended  by  changing  the  required  warning 
statement  to  read : 

“Warning:  Cigaret  Smoking  is  Danger- 

ous to  Health  and  May  Cause  Death  from 
Cancer  and  Other  Diseases.” 

2.  The  warning  statement  should  be  re- 
quired to  appear  in  all  advertisements  as 
well  as  on  all  cigaret  packages; 

* In  a national  survey  by  the  Opinion  Research  Coun- 
cil, sponsored  by  the  American  Cancer  Society  in  1968, 
only  14  per  cent  of  persons  thought  that  no  warning 
should  be  included  on  cigaret  packages.6 
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3.  A statement  setting  forth  the  tar  and 
nicotine  content  of  each  cigaret  should  be 
required  to  appear  on  the  package  and  in 
all  cigar.et  advertising; 

4.  Cigaret  advertising  on  television  and 
radio  should  be  banned  entirely.  Alterna- 
tively, cigaret  advertising  on  television  and 
radio  should  be  limited  as  to  the  hours  at 
which  it  may  appear;  the  extent  to  which 
it  may  appear;  and  the  types  of  programs 
on  which  it  may  appear; 

5.  Increased  appropriations  should  be 
made  to  the  Department  of  Health,  Educa- 
tion, and  Welfare  for  education  of  the 
public  (especially  young  people)  as  to  the 
health  hazards  of  smoking; 

6.  Appropriations  should  be  made  for  re- 
search under  the  direction  of  the  National 
Institutes  of  Health  on  the  development  of 
less  hazardous  cigarets. 

In  his  concurring  statement,  Commis- 
sioner Elman  of  the  Federal  Trade 
Commission,  said  that  a complete  ban  on 
television  and  radio  cigaret  advertising 
would  be  much  more  effective  than  re- 
quiring the  commercial  to  include  a 
warning.  In  support  of  this,  he  stated 
that  television  and  radio  commercials  were 
very  expensive,  and  no  manufacturer  would 
spend  a lot  of  money  for  a commercial 
with  a realistically,  adequate  warning  dis- 
suading the  public  from  buying  his 
product.  Support  for  this  advertising  ban 
has  also  come  from  many  other  groups  of 
responsible  citizens,  including  the  American 
Cancer  Society  and  the  Surgeon  General’s 
Task  Force  for  Smoking  and  Health.  The 
Task  Force  reasoned  that  it  is  unable  to  see 
how,  in  the  long  run,  a product  involving 
the  health  hazards  of  cigarets  can  continue 
to  be  advertised.8  The  Task  Force  ex- 
pressed well  the  wide-spread  feeling  among 


physicians  that  health  professionals  must 
set  an  example  of  “no  smoking”  by  them- 
selves and  staff,  and,  in  any  event,  never 
smoke  in  the  presence  of  patients ; they 
should  encourage  colleagues,  other  health 
personnel,  and  patients  to  stop  smoking; 
they  should  participate  in  smoking  and 
health  education  programs  in  their  com- 
munities and  voice  support  for  antismoking 
policies. 

This  brief  background,  it  is  hoped,  will 
stimulate  physicians’  interest  in  the  upcom- 
ing congressional  airing  of  possible  legis- 
lation about  cigaret  advertising.  Physi- 
cians are  also  encouraged  to  take  a 
leadership  role  as  individuals;  and  through 
their  medical  societies  to  meet  this  critical 
smoking  problem. 
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It  is  A rather  unusual  happenstance  for  a 
medical  article  to  be  written  by  a non- 
medical author,  to  be  published  in  a non- 
medical journal,  and  then  to  lie  fallow  for 
over  a decade  with  virtually  no  notice  taken 
of  its  existence  by  any  medical  men.  This 
becomes  even  more  unusual  when  the 
article  in  question  contains  data  of  more 
than  passing  interest  in  its  field. 

Admittedly,  however,  the  Proceedings  of 
the  Prehistoric  Society  is  not  a journal  com- 
monly found  even  on  esoteric  reading  lists 
in  medicine  despite  its  pre-eminence  in  the 
archeologic  literature.  At  a time  when 
medical  communication  is  bursting  its 
seams  with  important  scientific  informa- 
tion, it  may  entail  a bit  of  contrariness  to 
expect  a report  on  prehistoric  medicine  to 
attract  any  attention  from  its  heirs  so  far 
removed  in  time.  Nevertheless  the  article 
published  in  the  Proceedings  for  1955  by 
Dr.  J.  M.  de  Navarro,1  the  distinguished 
professor  of  archeology  and  ethnology  at 
Cambridge  University,  reporting  the  dis- 
covery of  a grave  belonging  to  an  ancient 
Celtic  doctor  of  the  third  century  B.C., 
does  deserve  some  long  overdue  medical 
recognition.  Apart  from  its  intrinsic  in- 
terest, it  may  possibly  subluxate  a few  of 
our  hoary  medical  traditions. 

In  actuality,  De  Navarro’s  article  was 
more  by  way  of  a rediscovery  and  a re- 
interpretation. The  grave  was  one  of 


eight  originally  discovered  in  1910  by 
Postinspektor  Sehild  during  an  inspection 
tour  of  his  property  in  Obermenzing,  a 
Bavarian  town  just  outside  of  Munich. 
His  find  excited  such  interest  among  local 
archeologists  that  a professional  investiga- 
tor from  the  State  Museum  of  Pre-  and 
Ancient  History  in  Munich  joined  him  in 
the  venture,  and  together  they  uncovered 
nine  more  gravesites  during  the  digging 
seasons  of  1913  and  1914.  When  they  had 
finished,  it  became  quite  evident  that  they 
had  discovered  the  cemetery  of  a pre- 
historic village  that  had  once  occupied  the 
area  in  or  near  Obermenzing.  The  grave 
yielding  the  greatest  number  of  artifacts 
was  assigned  the  number  7 in  the  usual 
archeologic  table  of  organization.  These 
artifacts  were  strewn  over  the  still  visible 
ashes  of  its  occupant  and  consisted  of  a 
knife,  a razor,  an  arm-ring,  a shield  boss,  a 
magnificent  sword  sheathed  in  a scabbard, 
and  three  other  iron  tools  which  neither 
Sehild  nor  his  archeologist  helpmate,  Von 
Merhart,  could  for  the  moment  identify. 
With  the  help  of  other  archeologists,  how- 
ever, the  three  unfamiliar  items  were  soon 
identified  as  surgical  instruments  and 
Obermenzing  7 as  the  final  resting  place  of  a 
prehistoric  surgeon. 

This  identification  was  considered  of 
sufficient  importance  locally  to  merit  a 
brief  report  in  the  Archiv  fiir  Anthropologie 
for  1913. 2 For  forty-two  years,  however, 
the  stir  created  in  Munich  never  eddied  out 
beyond  Bavarian  circles  except  for  a des- 
ultory reference  to  the  discovery  by  Karl 
Siidhoff,  the  founder  of  modern  medical 
historiography,  in  his  classic  text  published 
in  1921. 3 It  was  only  in  1955  that  the  re- 
vived saga  of  Obermenzing  7 began  in 
earnest,  when  De  Navarro  was  able  to 
identify  and  interpret  its  findings  more 
accurately  in  the  context  of  European  pre- 
history. Both  the  weapons  and  the  in- 
struments, he  states,  are  beyond  any  doubt 
Celtic  in  nature  and  date  from  what  the 
archeologists  call  the  middle  La  Tene  cul- 
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ture,  in  calendar  time  somewhere  between 
250  and  200  B.C. 

To  most  laymen,  even  the  more  in- 
terested, this  may  be  of  no  great  moment. 
What  after  all  do  a paltry  2,300  years  mean 
in  time  when  recent  ice  age  discoveries  date 
back  40,000  years,  and  especially  in  the 
awesome  face  of  Dr.  Leakey’s  discoveries 
in  the  Olduvai  Gorge  which  are  at  least  1 
million  years  old.  But  to  the  relatively  new 
breed  of  European  prehistorians  who  have 
sprung  up  since  World  War  II,  the  Ober- 
menzing  findings  are  of  great  importance. 
This  group  is  devoted  to  the  proposition 
that  the  origins  of  European  culture  must 
be  rechanneled  from  their  classic  Greco- 
Roman  orientation  to  include  the  rest  of 
Europe.  This  is  no  easy  task,  for  it  means 
the  displacement  of  a historical  tradition 
that  for  some  2,000  years  has  taught  us  that 
all  the  enduring  characteristics  of  western 
civilization,  its  philosophies,  literature,  art, 
music,  science,  and  medicine,  are  direct 
hand-me-downs  from  ancient  Greece  and 
Rome  with  little  or  no  contribution  from 
the  barbaric  Europeans  who  lived  in  the 
shadowland  outside  the  circum-Mediter- 
ranean  circle  of  light. 

Not  only  must  this  tradition  be  displaced, 
but  the  facts  to  achieve  it  must  be  labo- 
riously dislodged  from  records  without 
words,  from  mute  memorabilia  in  which 
every  cunning  twist  wrought  by  the  arti- 
ficer is  a code  more  difficult  to  break  than 
any  system  of  hieroglyphics  or  cuneiforms, 
and  in  which  the  archeologist  must  be  as 
much  the  artist  with  a genetic  sensitivity 
for  form  and  color  as  a scientist.  The 
medical  facts  dislodged  at  Obermenzing  by 
De  Navarro  are  typical  of  the  high  order 
of  art-science  being  brought  to  bear  on 
European  prehistory  by  the  new  breed, 
and  of  how  they  are  widening  the  circle 
of  light  beyond  the  Mediterranean  into  the 
heartland  of  Europe  to  find  the  deeper, 
darker  origins  of  western  civilization.  And 
of  all  the  ancient  peoples  now  entering  this 
charmed  circle,  the  Celts  are  probably  the 
most  strategic  for  the  reorientation  of 
European  cultural  origins. 

The  Celts 

The  Celts  are,  of  course,  no  strangers  to 
modern  westerners.  They  have  been  widely 
publicized  to  captive  audiences  for  2,000 


years  by  Caesar  as  the  redoubtable  enemies 
of  his  Gallic  wars.  Arthur  Pendragon  and 
Boadicea  are  the  most  heroic  figures  of  a 
Celtic  past  in  England,  as  are  the  ancient 
Piets  in  the  Scottish  tradition  of  harrying 
the  Anglo-Saxons  south  of  the  border.  St. 
Patrick  and  St.  Columban  have  both  earned 
Irish  immortality  for  having  founded  the 
Celtic  church  in  Ireland,  at  one  time  (be- 
tween 500  and  800  A.D.)  even  more  in- 
fluential than  the  Mother  Church  in  Rome 
for  its  missionary  work  among  the  pagans 
of  Northern  Europe.  Deirdre  and  Cuchu- 
lainn  have  long  been  enshrined  as  legendary 
figures  in  ancient  pre-Christian  European 
literature.  But  these  are  all  products  of 
relatively  recent  Celtic  civilizations,  when 
there  were  no  more  than  a handful  of  Celts 
in  Europe  who  were  restricted  to  the 
remote  northwestern  reaches  of  the  con- 
tinent. What  the  new  breed  of  archeol- 
ogists has  been  able  to  show  is  that  at  one 
time,  much  earlier  than  Caesar’s  invasion 
of  Gaul,  the  Celts  had  occupied  most  of 
continental  Europe,  and  that  this  one 
physical  fact  alone  implies  a Celtic  im- 
primatur on  the  genetic  and  cultural  struc- 
ture of  almost  all  of  modern  Europe. 

Their  first  traces,  in  fact,  date  back  to 
about  700  B.C.,  but  their  years  of  greatest 
glory  fell  between  500  and  150  B.C.  Dur- 
ing this  period  they  expanded  from  their 
original  base  in  the  Danube  valley  to  con- 
trol an  area  extending  from  the  Carpathians 
and  the  Elbe  River  westward  to  the  entire 
Atlantic  coastline,  and  from  the  Alps  north- 
ward to  the  British  Isles  and  the  North  Sea. 
This  control,  however,  was  more  ethnic  and 
linguistic  than  political.  They  were  es- 
sentially rural  folk,  farmers  and  cattlemen, 
banded  together  in  clans  and  tribes,  whose 
political  allegiance  went  no  further  than  the 
tribe,  and  whose  tribes  never  succeeded 
in  uniting  into  larger  political  units  except 
when  mortally  threatened  by  an  external 
enemy.  Had  such  political  togetherness 
actually  taken  place,  there  might  very  well 
have  been  a Celtic  rather  than  a Roman 
Empire  in  Europe  and  a very  different  face 
put  on  history. 

But  they  were  too  fiercely  independent 
and  too  quarrelsome  ever  to  have  con- 
federated their  tribes,  preferring  the  isola- 
tion of  their  small  villages  and  building 
their  larger  walled  towns  only  as  matters 
of  military  necessity.  For  they  were  a 
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lusty  brawling  people  who,  even  if  they  did 
prefer  isolation,  dearly  loved  a fight  and, 
when  the  occasion  presented  itself,  proved 
to  be  formidable  soldiers.  In  their  halcyon 
La  Tfene  era  they  were  able  to  deal  effec- 
tively not  only  with  the  Scythian  and 
Germanic  barbarians  on  their  eastern  bor- 
ders but  also  with  the  more  advanced 
civilizations  to  the  south.  In  the  early 
fourth  century  B.C.  they  invaded  northern 
Italy  and  ensconced  themselves  in  what  the 
Romans  knew  later  as  Cisalpine  Gaul,  even 
sacking  Rome  itself  in  390.  A century  later 
they  hacked  a swathe  of  devastation 
through  the  Balkans  into  the  Greek  penin- 
sula and  eventually  reached  Asia  Minor  to 
establish  a state  known  as  Galatia.1  There 
was,  however,  more  to  Celtic  culture  than 
agriculture,  cattle,  and  incessant  bloody 
warfare. 

They  were  also  vigorous  traders  who 
crisscrossed  Europe  in  all  directions,  bring- 
ing the  more  highly  civilized  Mediterranean 
peoples  amber,  iron,  tin,  salt,  furs,  dyes, 
and  grain,  and  returning  to  their  own  people 
with  such  finished  Mediterranean  products 
as  jewelry,  utensils  of  all  kinds,  and  wines. 
To  facilitate  this  trade  they  maintained 
tight  control  over  the  great  arterial  river 
systems  of  Europe — the  Danube,  the  Rhine, 
the  Rhone,  and  the  Seine— and  became  in 
effect  the  middlemen  of  ancient  Europe, 
the  sinews  that  bound  the  continent  to- 
gether for  four  hundred  years  before 
Ceasar’s  Gallic  adventure.  Yet  the  trade 
in  manufactured  goods  was  not  altogether 
unidirectional;  the  Celts  were  also  skilled, 
inventive  artisans  who  manufactured  their 
own  goods  for  the  Mediterranean  market. 
They  were  the  most  skilled  wheelwrights 
and  chariot  makers  in  the  ancient  world 
whose  hoop-tired  and  iron-tired  wheels 
and  well-balanced  chariots,  technologic 
feats  that  even  the  Romans  were  unable  to 
copy  successfully,  were  in  great  demand 
throughout  the  Mediterranean  world.  They 
were  also  remarkable  ironmongers,  famous 
for  their  ingots,  nails,  and  carefully  crafted 
metal  joints  which  were  important  com- 
modities in  the  Mediterranean-Near  East 
economy.  The  Celtic  product  that  was 
most  highly  prized,  however,  was  the  two- 
edged  La  Tene  sword,  a splendid  heat- 
tempered  weapon  ideally  suited  to  cavalry 
warfare. 

If  they  were  artisans,  they  were  also 


artists  whose  prime  medium  was  metal, 
but  who  did  as  well  in  wood,  pottery,  and 
stone.  Theirs,  writes  Piggott,6  “was  an 
art  style  new  to  Europe;  exciting,  mys- 
terious and  wholly  alien  to  the  Mediter- 
ranean world,  early  Celtic  art  is  one  of  the 
major  aesthetic  contributions  of  ancient 
Europe.”  Its  aim  was  not  the  accurate 
lifelike  reproduction  of  nature,  including 
man,  in  the  classic  style  of  the  Greco- 
Romans,  but  rather  a symbolic,  almost 
impressionistic  representation  that  seemed 
to  leave  it  to  the  beholder  to  draw  his  own 
interpretations.  This  is  the  source  of 
Piggott’s  mystery;  with  no  knowledge  of 
the  artist  or  his  intent,  the  modern  eye  sees 
only  a turmoil  of  dark  inner  forces  and  is 
impressed  by  the  inchoate  power  of  this 
fluid  sophisticated  Celtic  style.  All  of 
this  suggests  that  a people  capable  of  ex- 
pressing themselves  in  such  a unique  art 
style  could  not  have  been  altogether  the 
bloody  barbarians  that  Caesar  and  Tacitus 
labeled  them,  labels,  incidentally,  that  the 
authority  of  the  Greco-Roman  tradition 
had  fostered  until  well  into  the  modern  era. 
Add  to  that  the  intelligence  and  discipline 
necessary  to  control  the  communication 
arteries  of  ancient  Europe  and  to  deal 
effectively  with  the  economic,  if  not  the 
political,  centers  in  the  Mediterranean,  and 
there  emerge  the  outlines  of  a culture  that 
differ  materially  from  those  left  us  by 
Roman  publicity  agents  passing  as  his- 
torians. 

Archeologic  findings  indicate  that  the 
most  important  center  for  this  art  style 
was  located  on  the  eastern  shore  of  the 
Lake  of  Neuchatel  in  western  Switzerland, 
in  an  area  known  as  La  Tene  whose  name 
archeologists  have  adopted  as  the  identifica- 
tion code  for  the  entire  culture.  The  char- 
acteristic La  Tene  hallmarks  were  em- 
blazoned on  every  conceivable  item  of 
manufacture,  and  these  have  been  found 
in  such  wide  geographic  distribution  among 
European  archeologic  excavations  that  there 
is  no  doubt  about  either  the  actual  extent 
of  the  La  Tene  culture  itself  or  the  degree 
to  which  it  penetrated  the  Mediterranean 
world  by  export.  These  hallmarks  were 
also  emblazoned  on  the  surgical  instru- 
ments found  in  Obermenzing  7 and  were 
obviously  the  diagnostic  criteria  by  which 
De  Navarro  established  the  probable  life- 
time of  their  owner.  But  they  do  more 
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than  establish  a given  period  of  prehistoric 
time;  they  bring  up  the  rather  knotty  ques- 
tion of  what  manner  of  medical  culture  the 
owner  of  the  instruments  represented  and 
what  influence,  if  any,  it  may  have  had  on 
western  medical  traditions. 

Up  to  now  the  only  discernible  medical 
culture  among  the  La  Tene  Celts  has  lain 
hidden  in  the  shadows  of  the  druids.  This, 
if  anything,  was  a shamanist  culture  based 
on  religion  and  magic,5  and  with  more 
magic  in  its  complex  than  anything  else. 
Like  the  shamans  of  other  cultures,  the 
druids  may  have  used  drugs,  but  the  evi- 
dence can  only  be  guessed  at  by  rummaging 
through  the  folk  superstitions  of  western 
and  central  Europe. 

There  is  the  possibility  that  the  folklore 
adhering  to  such  pharmacophyta  as  helle- 
bore, mandrake,  and  belladonna  may  be 
Celtic  in  origin,  but  they  may  just  as  easily 
have  come  from  neolithic  or  Etruscan 
sources.  The  evidence  from  Obermenz- 
ing  7,  however,  throws  a fresh  new  cast  on 
European  medical  prehistory. 


Surgeon  of  Obermenzing 

At  the  time  the  surgeon  of  Obermenzing 
was  alive  and  practicing  his  profession, 
Bavaria  was  part  of  a region  known  as 
Noricum  and  was  inhabited  by  tribes  of 
cattle  breeding  Celts  who  were  noted  for 
their  freebooting  habits  and  their  military 
aggressiveness.  In  point  of  historical  fact 
the  Norican  Celts  were  the  ones  who  staged 
the  invasion  of  Po  valley,  converted  it  into 
the  Celtic  outpost  of  Cisalpine  Gaul,  and 
went  on  to  sack  Rome  in  390  B.C.  Con- 
sidering the  fact  that  Noricum  was  then  one 
of  the  richest  sources  of  iron  ore  in  Europe 
(Norican  steel  was  later  to  be  prized  by  the 
imperial  Romans  as  the  finest  available  for 
their  arms),  it  is  not  difficult  to  understand 
why  the  Norican  Celts  were  so  famous  for 
their  bellicosity. 

They  could,  moreover,  afford  to  abjure 
farming  because,  in  addition  to  the  fine 
pasturage  offered  their  cattle  by  the  land,  it 
was  also  rich  in  salt  and  gold  that  were  such 
lucrative  commodities  in  the  Mediterranean 
trade. 

The  Celts  of  Obermenzing  were  in  an  ex- 
cellent position  to  control  both  the  com- 
mercial and  military  traffic  with  their  Med- 


iterranean contemporaries,  situated  as  they 
were  near  the  center  of  the  western  water- 
shed of  the  Danube.  They  lived,  for  ex- 
ample, in  close  proximity  to  three  large 
north-south  tributaries  of  the  Danube: 
astride  the  Istar  (around  which  present-day 
Munich  is  built);  several  miles  east  of  the 
Lech;  and  several  miles  west  of  the  Inn. 
The  Danube  itself,  the  only  transconti- 
nental east-west  Ripuarian  highway  in 
Europe,  lay  but  40  miles  to  the  north,  and 
Brenner  Pass,  the  gateway  to  northern 
Italy,  lay  only  85  miles  to  the  south. 
Therefore,  having  helped  stage  the  Celtic 
invasion  of  Italy  in  the  early  fourth  cen- 
tury B.C.,  the  village  may  also  have  helped 
mount  the  Celtic  invasion  of  Switzerland, 
western  Germany,  and  France  through  the 
Danube  valley  about  500  B.C.,  if  one  reads 
the  archeologic  evidence  correctly.4  Even 
if  this  heyday  as  a military  power  may 
have  been  over  during  the  lifetime  of  the 
Obermenzing  surgeon  in  the  late  third  cen- 
tury B.C.,  the  Noricans  were  undoubtedly 
still  powerful  enough  to  intimidate  the 
Germanic  tribes  north  of  the  Danube  into 
submission  and  to  render  material  aid  to 
Hannibal  in  his  masterful  transalpine  in- 
vasion of  Italy  in  218  B.C.  Certainly  their 
commercial  prowess  had  not  diminished  by 
then,  if  one  is  to  judge  by  the  premium 
placed  on  Norican  beef,  salt,  and  gold,  in 
addition  to  their  steel,  by  their  Mediter- 
ranean contemporaries. 4 

The  most  important  military  missions 
assigned  the  men-at-arms  from  Obermenz- 
ing may  then  have  been  the  protection  of 
their  commercial  traffic  and  wars  with  any 
outlanders  attempting  to  “muscle  in”  on 
this  traffic. 

The  surgeon  of  Obermenzing  seems  to 
have  occupied  a position  of  uncommon  im- 
portance in  his  village.  Celtic  society  has 
traditionally  been  divided  by  historians 
into  the  three  strata  of  the  king  or  chief- 
tain, the  warrior  aristocracy,  and  the 
farmer-freemen;  but  recent  archeologic  evi- 
dence has  shown  that  there  was  a fourth 
class  ranked  between  the  warriors  and  the 
freemen.  This  consisted  of  the  profes- 
sional groups:  law  interpreters,  bards, 

artists,  and  physicians.6  Judging  from  the 
weapons  found  on  his  ashes  (De  Navarro1 
describes  the  sword  as  the  finest  La  Tene 
specimen  he  has  ever  seen),  the  surgeon 
was  a warrior  of  no  mean  talent  who  en- 
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FIGURE  1.  Weaponry  and  surgical  instruments 
from  grave  of  prehistoric  Celtic  military  surgeon  in 
Obermenzing  7,  Bavaria:  (1)  sword  in  scabbard; 
(2)  shield  boss;  (3)  spearhead;  (4)  surgical  probe; 
(5)  retractor  (two  views);  and  (6)  trephining  saw. 
Reprinted  from  Piggott,  S.:  Ancient  Europe, 

Chicago,  Aldine  Publishing  Company,  1965,  p. 
228. 

gaged  in  all  the  battles  fought  by  his  com- 
rades and  hence  must  have  contributed  to 
the  military  reputation  of  his  people.  He 
must,  therefore,  have  been  a most  invaluable 
member  of  his  society,  almost  if  not  actually 
an  aristocrat,  since  he  not  only  fought  but 
also  treated  the  wounded  as  they  fell. 
That  his  social  position  was  no  mere  local 
accident  but  probably  a standard  fixture  in 
Celtic  society  is  evidenced  by  the  discovery 
of  another  ancient  La  Tene  grave  con- 
taining both  weapons  and  surgical  instru- 
ments in  Hungary,  near  the  village  of  Kisk- 
oszeg 1 in  the  valley  of  the  eastern  Danube. 1 
The  military  surgeon  may  thus  have  been 
one  of  the  more  important  social  resources 
of  Celtic  culture,  as  he  still  is  in  our  own. 

From  the  studies  made  by  De  Navarro 
of  the  three  instruments  (Fig.  1),  the 
chances  are  that  the  surgeon  of  Obermen- 
zing was  an  excellent  surgeon,  superior  per- 


haps even  to  his  contemporary  Greek  and 
Roman  colleagues.  De  Navarro  not  only 
studied  these  instruments  carefully  in  situ 
at  the  State  Museum  in  Munich  but  also 
photographed  them  with  equal  care  and  re- 
studied them  with  the  expert  help  of  F.  d’- 
Abreu,  M.D.,  a London  surgeon,  on  his  re- 
turn to  England.  Their  joint  expertise 
has  established  one  of  the  instruments  as  a 
probe  which  could  also  have  seen  double 
duty  at  its  other  end  as  a cautery;  another 
instrument  with  a movable  wire  loop  at  one 
end  and  at  the  other  a rectangular  sheet  of 
iron  with  its  end  turned  slightly  upward 
was  identified  as  both  a wire  snare  and  a 
wound  retractor;  and  the  third  instrument 
was  recognized  as  a trephining  saw.  All 
the  other  archeologists  who  had  examined 
the  Obermenzing  instruments  prior  to  De 
Navarro’s  study1-3  had  assumed  that  they 
had  been  imported  from  Greece  via  the 
established  trade  routes,  most  probably 
from  Alexandria  where  an  important  school 
of  surgery  flourished  during  the  third  cen- 
tury B.C.,  but  De  Navarro’s  opinion  is 
quite  contrary.  He  has  utilized  his  vast 
knowledge  of  La  Tene  workmanship  to 
identify  these  instruments  as  Celtic  orig- 
inals, made  perhaps  in  the  Obermenzing 
village  itself,  perhaps  at  La  Tene,  but  cer- 
tainly the  products  of  the  craftsmanship 
invented  at  the  fountainhead  on  the  shores 
of  Lake  Neuchatel. 

But  De  Navarro  has  gone  beyond  the 
mere  establishment  of  the  instruments  as 
Celtic  originals.  By  an  assiduous  study  of 
all  the  Greek  and  Roman  surgical  instru- 
ments in  the  collections  at  the  British  Mu- 
seum, the  Wellcome  Historical  Museum, 
the  Musee  National  at  St.  Germain,  and 
pictures  in  all  the  relevant  archeologic  and 
medical  literature,  he  has  come  to  the  con- 
clusion that  these  instruments  are  different 
enough  from  their  Greco-Roman  counter- 
parts to  have  been  uniquely  Celtic  in  sur- 
gical concept  as  well  as  craftsmanship. 
The  probe  and  the  saw,  for  example,  are 
undoubtedly  copies  of  original  Alexandrine 
instruments,  but  they  have  certain  modifi- 
cations never  used  by  Mediterranean  sur- 
geons. The  rectangular  shank  and  the 
cautery  end  of  the  probe,  entirely  unknown 
in  existing  Greek  and  Roman  instruments, 
probably  gave  the  surgeon  a better  pur- 
chase on  the  instrument  and  allowed  him  to 
cauterize  as  he  probed.  The  trephining 
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saw  has  a long  shank  and  a short  blade  at 
right  angles  to  it,  again  unknown  in  ex- 
isting Mediterranean  instruments  which 
are  all  circular,  cuplike  affairs,  but  amaz- 
ingly close  in  design  to  the  more  advanced 
trephining  saws  of  the  Christian  era.  Ac- 
cording to  D’Abreu,1  this  design  obviated 
the  necessity  of  working  the  saw  in  a rotary 
fashion,  as  was  the  case  with  the  cuplike 
Greco-Roman  instruments,  and  therefore 
quite  markedly  reduced  the  trauma  to  skin 
and  skull. 

The  greatest  ingenuity,  however,  seems 
to  have  been  reserved  for  the  snare-re- 
tractor.  Although  retractors  were  well 
known  to  Greco-Roman  surgeons,  none  had 
loops  at  the  other  end;  moreover,  the  only 
known  Greco-Roman  looped  instruments 
are  eyed  probes  with  immobile  loops  too 
small  to  have  functioned  as  snares.  It 
would  appear  then  that  the  snare  technic 
was  an  innovation  of  Celtic  surgeons.  In 
D’Abreu’s  opinion,  the  snare  could  have 
been  used  not  only  to  remove  skin  tumors, 
by  avulsion  rather  than  excision,  but  also 
to  function  as  a hemostat  in  wound  sur- 
gery, so  that  in  the  heat  of  battle  it  could 
have  performed  double  duty,  namely,  to 
stop  bleeding  with  its  snare  and  then  to  re- 
tract the  wound  edges,  perhaps  in  the 
search  for  deeper  bleeding  points  or  in  ex- 
ploring for  foreign  bodies. 

The  Hungarian  cache  of  instruments 
from  Kiskoszeg  has  produced  additional 
evidence  for  presumptive  originality  of 
Celtic  surgical  concepts.  These  instru- 
ments, eight  in  all,  were  initially  discovered 
at  some  unknown  time  by  an  unknown 
digger  and  then  sold  by  a collector  to  the 
Berlin  Volkerkunde  (Ethnological  Mu- 
seum) in  1913,  at  which  time  it  had  been 
reported  in  the  archeologic  literature  by 
the  ubiquitous  Eberth  and  Siidhoff6  who 
seem  to  have  had  their  fingers  on  every  pulse 
of  medical  history.  Unfortunately,  this 
collection  disappeared  in  the  destruction  of 
the  Volkerkunde  during  the  World  War  II 
bombing  of  Berlin,  and  its  only  traces  are 
the  drawings  published  by  Siidhoff.  De  Na- 
varro and  D’Abreu  have,  however,  studied 
these  drawings  closely  and  agree  with  Siid- 
hoff’s  original  conjecture  that  they  com- 
prise an  amputation  set.6 

Here  again  the  instruments  are  obviously 
of  Celtic  manufacture  rather  than  Greek 
import,  but  none  of  them  seems  to  be  an 


original  Celtic  design  like  the  Obermenzing 
snare-retractor,  even  though  a few  of  them 
do  come  close.  Two  of  them,  for  example, 
appear  to  be  hooked  retractors  whose  other 
ends  could  have  been  used  for  other  pur- 
poses, one  as  a probe  and  the  second  as  a 
scalpel.  Hooked  retractors,  probes,  and 
scalpels  are,  of  course,  plentiful  in  the  ex- 
isting Greco-Roman  instrumentaria,  but 
in  no  instance  are  they  combined  into  single 
instruments.  Another  resembles  a double 
spatula,  common  enough  among  Roman 
instruments,  but  one  end  seems  broad 
enough  to  have  been  used  as  a periosteal 
elevator  according  to  D’Abreu,  whereas  no 
Greek  or  Roman  instrument  of  this  type 
even  hints  at  such  use.  Except  for  a larger 
cutting  edge,  the  saw  in  the  Hungarian 
cache  has  the  Obermenzing  design  but  be- 
cause of  this  difference  may  have  been  used 
for  amputations  rather  than  trephining. 
Like  the  Obermenzing  saw,  however,  one  of 
its  secondary  gains  was  certainly  reduced 
tissue  trauma. 

The  implication  to  be  drawn  from  this 
detailed  research  is  that  the  Obermenzing 
surgeon  and  his  colleague  from  Kiskoszeg 
were  indeed  skillful  surgeons  whose  over- 
whelming concerns  seem  to  have  been 
speed,  precision,  and  a respect  for  trau- 
matized tissue,  needs  that  have  always  been 
paramount  in  battlefield  surgery.  To  gain 
these  ends  they  not  only  modified  the  in- 
strumental designs  borrowed  from  the 
Alexandrines  into  double  instruments,  but 
they  also  invented  at  least  two  of  their  own, 
the  snare  and  the  straight  trephining  saw, 
instruments  which  never  found  counter- 
parts among  the  Greco-Romans  but  had  to 
wait  until  the  time  of  Theodoric  of  Bologna 
in  the  thirteenth  century  A.D.  to  join  the 
armamentarium.7  If  this  inventiveness  is 
a valid  assumption,  it  follows  that  these 
ancient  Celtic  surgeons  must  have  had  at 
least  one  other  characteristic  of  the  truly 
great  surgeon,  the  capacity  to  improvise 
new  technics  in  the  heat  of  a surgical  emer- 
gency which,  with  the  bloody  dynamics  of  a 
pitched  battle  as  an  additive,  might  even 
have  approached  surgical  genius.  It  fol- 
lows, too,  that  these  “barbarian”  Celts  may 
actually  have  been  greater  surgeons  than 
either  their  renowned  Alexandrian  contem- 
poraries or  the  Greco-Romans  who  sup- 
planted the  Alexandrine  school  in  later 
centuries. 
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Celtic  imprimatur? 

Given  the  overwhelming  Greco-Roman 
brand  on  the  historical  traditions  of  modern 
western  medicine,  it  would  be  impossible  to 
identify  an  independent  Celtic  imprimatur 
on  this  body  politic,  but  is  it  possible  to 
discern  traces  somewhere  in  the  corpus? 
Professional  historians  and  prehistorians, 
like  the  angels,  will  fear  to  tread  where 
amateurs,  like  the  fools,  rush  in  with  the 
enthusiasm  of  semi-ignorance.  For  one, 
it  is  illogical  to  postulate  a broad-based 
cultural  characteristic  different  from  neigh- 
boring higher  cultures  on  the  basis  of  evi- 
dence from  only  two  archeologic  excava- 
tions. Yet  despite  his  eminence  as  a pro- 
fessional, this  is  what  De  Navarro  suggests, 
even  if  he  does  clothe  his  suggestion  in  care- 
fully hedged  single  and  double  negatives, 
such  as  “That  La  Tene  surgery  owed  a debt 
to  Alexandrine-Hellenistic  influence  is  in 
itself  not  unlikely,”  and  “It  does  not  follow, 
however,  that  La  Tene  surgery  owed 
nothing  to  contemporary  Greek  influence.” 

For  another,  the  greatest  obstacle  to  any 
such  sweeping  postulate  is  the  fact  that  the 
ancient  Celts  were  an  unlettered  people  who 
did  not  own  an  alphabet  as  part  of  their 
workaday  equipment,  and  so  were  neither 
record  keepers  nor  writers.  This  is  the  un- 
bridgeable difference  between  history  and 
prehistory  for,  as  the  distinguished  Pig- 
gott5  puts  it,  “archeological  evidence  does 
not,  in  its  very  nature,  afford  us  the  mate- 
rial from  which  we  can  write  history,  in  the 
usual  accepted  sense  of  the  word”;  or  to 
quote  another  archeologic  axiom:  “The 

raw  material  of  prehistory  is  not  men,  but 
things.”4  Since  words  make  it  possible  for 
us  to  learn  how  a long-vanished  people  used 
things  and  ideas  to  create  a culture,  their 
lack  makes  it  difficult  to  recognize  even  the 
general  cultural  contributions  of  the  ancient 
Celts  to  modern  western  civilization.* 
How  much  more  difficult,  then,  is  it  to 
recognize  any  contribution  to  medical 
tradition,  particularly  when  the  only  evi- 
dence of  a medical  culture  among  the  La 
Tene  Celts  is  submerged  in  druidism.  If, 
however,  we  can  add  the  Celtic  surgeons  of 
pre-Roman  Europe  to  this  culture  and  as- 

* Most  prehistorians  agree,  however,  that  the  following 
traits  of  western  culture  are  Celtic  bequests:  (1)  the  feudal 

structure  of  medieval  Europe;  (2)  the  western,  especially 
Anglo-American,  genius  for  vehicular  engineering;  (3)  the 
western  tradition  of  epic  poetry  and  music;  (4)  trousers; 
and  (5)  the  cattle  ranch. 


sume,  with  De  Navarro,  that  they  were 
talented  and  ingenious  surgeons,  we  may 
possibly  discern  a thread  or  two  worth  fol- 
lowing into  Roman  and  Christian  Europe. 

It  is  an  established  historical  fact,  for 
example,  that  the  Roman  legions  did  not 
begin  to  use  military  surgeons  until  the 
first  century  A.D.,  and  that  the  surgeons 
inscribed  on  their  rolls  were  all  either 
Greeks  or  Celts.8  Since  Rome’s  major 
thrust  during  this  period  was  to  convert  the 
Gaul  that  Caesar  had  conquered  into  a 
viable  Roman  province,  and  since  the  Celts 
are  now  known  to  have  utilized  military 
surgeons  from  at  least  the  third  century 
B.C.,  it  is  not  unreasonable  to  suppose  that 
the  field  surgeon  had  been  one  of  the  many 
military  tactics,  including  mail  armor, 
cavalry  parade  formations,  cavalry  trou- 
sers, and  fortified  towns,  the  Romans  had 
borrowed  from  the  Gauls.  In  point  of  fact, 
Caesar’s  description  of  Gallic  military  be- 
havior during  the  battle  of  Gergovia  in  53 
B.C.  suggests  that  he  was  aware  of  surgical 
activity  on  the  field  among  their  units.9 
The  Roman  concept  of  military  hospitals 
followed  quickly  as  an  outgrowth  of  their 
adoption  of  the  military  surgeon,  and  per- 
haps it  is  more  than  just  coincidence  that 
the  best  of  these  installations  were  located 
in  areas  (Vienna,  Geneva,  and  Diisseldorf) 
that  had  still  been  Celtic  in  Caesar’s  day 
less  than  a century  previously.  There  is  no 
doubt  that  the  Roman  military  hospital 
contributed  heavily  to  the  evolution  of  the 
civilian  hospital  in  Christian  Europe,  so 
that  at  least  two  pathways  of  western  med- 
ical tradition,  the  military  surgeon  and  the 
hospital,  may  have  taken  a forked  course 
from  Celtic  surgery. 

But  this  is  more  properly  an  example  of 
acculturation,  whereby  the  Romans  bor- 
rowed a Celtic  characteristic  and  repaid  it 
later  to  the  western  European  descendants 
of  the  Celts  in  the  form  of  a highly  Roman- 
ized version  of  the  original.  It  would  be 
far  more  interesting  to  find  threads  that 
could  be  traced  directly  to  the  Celts,  where- 
upon we  are  immediately  faced  by  one  in- 
evitable question:  If  we  should  postulate 

that  surgical  talent  is  a dominant  Celtic 
trait,  why  did  medieval  and  Renaissance 
surgery  come  to  be  the  purview  of  such 
second  class  professionals  as  the  barber  sur- 
geons? The  answer  is,  of  course,  that  the 
barber  surgeon  was  an  artifact  forced  on  the 
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profession  by  papal  decree  in  1163,  with  the 
advice  and  consent  of  the  medical  estab- 
lishment and  its  antisurgical,  promedical 
heritage  from  the  Hippocratic  tradition. 
Up  to  that  time  most  of  the  blood-letting, 
minor  surgery,  and  wound  surgery  had  been 
performed  by  monks;  but  when  Pope  Alex- 
ander III  decided  that  the  shedding  of 
blood  was  to  be  an  act  forbidden  to  the 
clergy,  the  monks  relinquished  responsibil- 
ity for  these  procedures  to  the  barbers.7 
Most  physicians  of  the  time  disdained 
using  their  hands  in  any  therapeutic  pro- 
cedure and  much  preferred  the  more  cere- 
bral approaches  to  diagnosis  and  therapy, 
consequently  they  were  quite  content  to 
leave  surgery  to  the  barbers.  More  ger- 
mane to  the  question  is  the  fact  that  de- 
spite what  may  have  been  a conspiracy  be- 
tween clergy  and  internists  to  degrade  sur- 
geons, there  were  still  university  surgeons 
to  keep  the  scientific  tradition  of  surgery 
alive.  The  two  medical  schools  where 
this  tradition  burned  the  brightest  during 
the  six  hundred-year  hegemony  of  barber 
surgery  were  Bologna  and  Paris,  the  one  in 
the  heart  of  what  once  had  been  Cisalpine 
Gaul  and  the  other  named  for  the  Parish, 
the  Celtic  tribe  which  had  once  controlled 
the  great  waterway  of  the  Seine. 

Perhaps  there  was  a strand  or  two  of 
Celtic  DNA  (deoxyribonucleic  acid)  still 
operating  (genetically  and  surgically)  in 
those  days.  Hugo  of  Lucca,  Theodoric  of 
Bologna,  and  William  of  Saliceto,  the  three 
great  bulwarks  of  surgery  in  thirteenth  cen- 
tury Bologna,  were  all  northern  Italians 
born  where  the  Cisalpine  Gauls  had  for  cen- 
turies blocked  Rome’s  highway  to  empire. 
The  greatest  surgeon  in  thirteenth  century 
Paris  was  Lanfranchi,  a Milanese,  who  was 
followed  by  Henri  de  Mondeville,  born  in 
Normandy  where  the  Eburovices  had  once 
imperiled  Caesar’s  supply  lines  to  Britain. 
The  eminent  Guy  de  Chauliac,  who  had 
succeeded  De  Mondeville  to  the  chair  of 
surgery  in  Paris,  was  from  the  Auvergne 
where  the  Biturges  had  built  and  manned 
the  Celtic  fortress  town  of  Gergovia,  and 
where  Caesar  may  have  caught  his  first 
glimpse  of  Celtic  military  surgeons  in  the 
battle  that  cost  him  the  only  major  defeat 
of  his  Gallic  campaign.  Later  came  Am- 
broise  Par£,  among  the  greatest  surgeons  of 
all  time,  who  was  not  only  a peerless  mili- 
tary surgeon  but  also  a Breton  from  Fini- 


sterre,  the  country  where  the  Venetii  had 
kept  Caesar  from  a total  conquest  of  Gaul. 
It  might  not  be  irrelevant  to  point  out  that 
Laennec,  certainly  one  of  the  undisputed 
greats  among  internists,  had  won  the  cov- 
eted prize  in  surgery  during  his  student 
days  in  Paris  (“His  scalpel  stroke,”  said 
Dr.  Dubois,  his  examiner,  “was  beautiful” 10) 
and  never  failed  to  boast  of  this  achieve- 
ment; he,  too,  was  a Breton  from  Fini- 
sterre.  Another  great  surgeon  of  the  me- 
dieval Parisian  school  was  Jan  Yperman,  a 
Fleming  from  the  country  where  the  ancient 
Belgae  had  held  the  Romans  and  Germans 
at  bay  and  then  moved  northward  to  help 
populate  Celtic  Britain.  In  memory  of  his 
genius,  latter-day  Flemings  still  praise 
their  great  surgeons  as  “second  Ypermans”.7 

It  may  again  be  more  than  coincidence 
that  the  greatest  surgeon  in  medieval  Islam 
should  have  been  Albucasis,  born  not  in  the 
eastern  caliphate  but  in  Spain  where  Celtic 
culture  is  to  this  day  more  than  a mere  sub- 
surface phenomenon;  or  that  the  finest 
school  of  surgery  in  central  Europe  during 
the  eighteenth  and  nineteenth  centuries 
was  in  Vienna,  originally  a Celtic  trading 
village  in  the  center  of  the  Danube  valley 
heartland. 

Finally,  it  would  be  difficult  to  overlook 
the  many  Irishmen,  Scots,  and  Welsh- 
men— Celts  all — who  have  constituted 
the  formidable  British-American  schools 
of  surgery,  men  like  Smellie,  Colies, 
Cooper,  John  Bell,  Simpson,  and  Baillie  in 
the  British  wing,  and  Morgan,  McDowell, 
Sims,  Kelly,  Murphy,  and  Cushing  among 
the  Americans. 

There  may  be  other  medical  imprimatura 
hidden  among  the  Celtic  shards  strewn 
about  Europe,  but  for  the  present  they  are 
to  be  found  only  in  the  elusive  stuff  by 
which  living  folkways  are  made  and  trans- 
mitted and  not  in  the  more  durable  hard- 
ware of  archeology  or  the  written  record. 
Admittedly,  a few  hard  facts,  a few  tenuous 
extrapolations,  and  a dash  of  speculation 
based  on  the  fragile  strands  of  DNA  are 
hardly  enough  to  string  a bow  that  seeks  to 
challenge  the  Mediterranean  monolith  in 
medical  tradition. 

Nevertheless  the  challenge  has  been  of- 
fered, and,  archeologists  being  what  they 
are,  there  is  little  doubt  that  additional 
and  more  impressive  evidence  will  be  added 
in  the  future. 
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Conclusion 

Until  that  time,  however,  we  still  have 
the  fact  of  the  surgeon  in  Obernienzing  7 to 
conjure  with.  On  the  mute  testimony  to 
his  exploits  offered  by  his  snare-retractor, 
cautery-probe,  and  trephining  saw,  it  would 
not  be  premature  to  welcome  him  into  the 
charmed  circle  of  the  medical  immortals 
along  with  his  colleague  from  Kiskoszeg,  or 
to  thank  De  Navarro  for  having  enlivened 
the  circle  with  this  pair  of  spirited  Celts. 

1 Bradford  Road 
Mount  Vernon,  New  York  10551 
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Necrology 


Jenny  Brinitzer,  M.D.,  of  Great  Neck, 
retired,  died  on  February  17  at  the  age  of 
eighty-four.  Dr.  Brinitzer  received  her  medical 
degree  from  the  University  of  Kiel  in  1912. 

Harry  Gibel,  M.D.,  of  Valley  Stream,  died  on 
February  11  at  the  age  of  fifty-seven.  Dr. 
Gibel  graduated  in  1938  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  associate 
attending  physician  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Gibel  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sarah  R.  Kelman,  M.D.,  of  New  York  City, 
died  on  February  13  at  the  age  of  eighty-three. 
Dr.  Kelman  graduated  in  1917  from  Rush 
Medical  College,  the  University  of  Chicago. 
Retired,  she  had  been  a founder  of  the  Associa- 
tion for  the  Advancement  of  Psychoanalysis 
and  the  American  Institute  of  Psychoanalysis. 
Dr.  Kelman  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psy- 
chiatric Association,  the  Academy  of  Psycho- 
analysis, the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Lester  Moskowitz,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  eighty-one. 
Dr.  Moskowitz  graduated  in  1909  from  Long 
Island  College  Hospital.  He  was  an  associate 
attending  proctologist  emeritus  at  Jewish 
Memorial  Hospital,  an  attending  proctologist 
at  Italian  Hospital,  and  a consulting  proctologist 
at  Good  Samaritan  Hospital  (Suffem).  Dr. 
Moskowitz  was  a Diplomate  of  the  American 
Board  of  Colon  and  Rectal  Surgery,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  American  Proctologic  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Vernon  Eliot  Roth,  M.D.,  of  Marcellus,  died 
on  February  19  at  the  age  of  sixty-three.  Dr. 
Roth  graduated  in  1932  from  Syracuse  Univer- 
sity College  of  Medicine.  He  was  an  adjunct 
physician  in  general  practice  at  Community- 
General  Hospital  of  Greater  Syracuse.  Dr. 
Roth  was  a member  of  the  American  Academy  of 
General  Practice,  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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If  he  can  remember  breakfast, 
he  can  remember  Renese^R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a EM,  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine— Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing  Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination  w 
should  be  weighed  against  the  possible  haz-  di 
ards  to  the  fetus.  The  hazards  include  fetal  # 
or  neonatal  jaundice,  thrombocytopenia,  and  ar 
possibly  other  adverse  reactions  which  have  1 de 
occurred  in  the  adult. 

Precautions  : Since  all  diuretic  agents  may  | th 
reduce  serum  levels  of  sodium,  chloride,  and  m 
potassium,  patients  should  be  observed  regu-  ; nc 
larly  for  early  signs  of  fluid  or  electrolyte  of 
imbalance  (fatigue,  muscle  cramps,  gastro-  ! «y 
intestinal  disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt  Pa 

intake  or  digitalis  therapy  may  exaggerate  uk 
effects  of  hypokalemia.  Should  hypokalemia  j fer 
occur  or  be  suspected,  foods  high  in  potas-  | or 
sium  may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.) 
or  oral  potassium  supplements  administered 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs 
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when  used  concurrently.  Like  other  thiazide 
I diuretics,  polythiazide  may  cause  a rise  in 
| serum  uric  acid  levels,  disturb  glucose  toler- 
{ ance  even  in  previously  normal  patients  or 
I decrease  PBI  levels  without  signs  of  thyroid 
j disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
j may  decrease  the  arterial  responsiveness  to 
| norepinephrine.  The  antihypertensive  effects 
' of  the  drug  may  be  enhanced  in  the  post- 
I sympathectomy  patient. 

Reserpine — Avoid  or  use  cautiously  in 
| patients  with  a history  of  peptic  ulcer  or 
| ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
I or  quinidine.  Extreme  caution  is  needed  In 
I patients  with  a history  of  mental  depression. 

I If  depressive  symptoms,  confusion  or  parkin- 
I sonism  develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
i an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine— Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
—0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1 ,000. 

More  detailed  protessional  information  avail- 
able on  request. 
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Do  you  have  patients 
who  try  to  hide  frustration 
behind  conformity? 


ou  see  many  depressed  patients 
who  hide  their  real  anxieties  behind 
a smoke  screen  of  pretense. 

The  more  they  try  to  conceal  reality, 
the  more  entrenched  the  disturbances 
become.  The  role  they  assume  is  not 
adequate  to  suppress  their  inner 
turmoil.  Unchecked,  the  turmoil 
finds  expression  in  other  symptoms. 


Jdiey  want  your  help  and  Aventyl 
HC1  can  help  you. 

Whether  depression  is  open  or 
secretive,  Aventyl  HC1  assists  in 
relieving  the  symptoms  and  the  state  of 
depression  itself.  It  may  aid  in  removing 
the  emotional  distortions  and,  in  lifting 
the  depression,  help  patients  face, 
accept,  or  change  their  life  patterns. 

Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 

Helps  remove  the  symptoms, 
lift  the  depression, 
and  release  the  patient 

Aventyl*  HCl 

Nortriptyline  Hydrochloride 

(See  last  page  for  prescribing  information.) 


Aventyl  MCI 

Nortriptyline  Hydrochloride 

Description:  Aventyl  HC1  is  a safe 
and  effective  agent  for  treatment  of 
mental  depression,  anxiety-tension 
states,  and  psychophysiological  gastro- 
intestinal disorders.  It  is  not  a mono- 
amineoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholin- 
ergic effects  of  Aventyl  HC1  are  milder 
than  those  of  related  antidepressants. 
Indications:  Depressive  reactions 
(alone  or  accompanied  by  anxiety)  as- 
sociated with  such  presenting  symp- 
toms as  depression,  anxiety,  tension, 
insomnia,  restlessness,  disinterest,  and 
irritability. 

Psychophysiological  gastrointesti- 
nal disorders  and  symptomatic  reac- 
tions in  childhood  (e.g.,  enuresis). 
Contraindications : Hypersensitivity 
to  the  drug;  concurrent  use  with  a 
MAO  inhibitor  or  use  within  two 
weeks  after  the  MAO  inhibitor  is  dis- 
continued. 

Warnings:  Use  in  convulsive  or  hy- 
potensive states  should  be  closely  fol- 
lowed by  the  physician. 

At  present,  data  are  insufficient  to 
recommend  the  drug  during  preg- 
nancy. The  possibility  of  a suicidal  at- 
tempt in  a depressed  patient  should 
always  be  considered. 

There  have  been  rare  reports  of 
agranulocytosis,  jaundice,  hypoten- 


sion, tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  para- 
lytic ileus.  Periodic  laboratory  studies 
are  recommended. 

Cardiovascular  complications,  in- 
cluding myocardial  infarction  and  ar- 
rhythmias, have  been  reported  occa- 
sionally with  related  drugs.  Patients 
with  cardiovascular  disease  should  be 
given  Aventyl®  HC1  (nortriptyline  hy- 
drochloride, Lilly)  under  close  obser- 
vation and  in  low  dosage.  This  drug, 
like  members  of  its  group,  tends  to 
produce  sinus  tachycardia  and  to  pro- 
long the  conduction  time,  as  mani- 
fested by  first-degree  AV  block. 
Precautions:  Because  of  its  anticho- 
linergic activity,  Aventyl  HC1  should 
be  administered  cautiously  in  patients 
with  glaucoma  or  a propensity  for 
urinary  retention.  Use  Aventyl  HC1 
with  care  in  conjunction  with  sym- 
pathomimetic or  anticholinergic  drugs. 
Epileptiform  seizures  or  troublesome 
patient  hostility  may  occur.  Aventyl 
11C1  used  alone  in  schizophrenic  pa- 
tients may  result  in  an  exacerbation  of 
the  psychosis. 

Concomitant  use  of  Aventyl  I1C1  and 
ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relax- 
ant) has  not  been  thoroughly  studied. 
If  these  treatments  are  used  together, 
the  physician  should  be  aware  of  pos- 
sible added  adverse  effects. 

Patients  should  be  warned  about  the 
possibility  of  drowsiness  if  they  oper- 
ate dangerous  machinery  or  drive  a 
vehicle.  Concurrent  ingestion  of  other 
C.N.S.  drugs  or  alcohol  may  potentiate 
the  adverse  effects  of  Aventyl  HC1. 

Patients  receiving  a tricyclic  anti- 
depressant (e.g.,  nortriptyline)  may 
respond  poorly  to  hypotensive  agents 
such  as  guanethidine. 

Adverse  Reactions:  The  following 
have  been  ol  served  or  reported  follow- 
ing the  use  of  Aventyl  HC1:  dryness 
of  mouth,  drowsiness,  constipation, 
dizziness,  tremulousness,  confusional 
state,  ataxia,  disorientation  and  hallu- 
cinations, restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state, 
tachycardia,  blurred  vision,  epigastric 
distress,  sweating,  peculiar  taste,  black 
tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  pares- 
thesia, nausea  and  vomiting,  adynamic 
ileus,  rash,  itching,  delayed  micturi- 
tion, hunger  sensation,  flushing,  diar- 
rhea, nocturia,  inner  nervousness, 
anxiety  and  panic,  ankle  and  orbital 
edema,  hypotension,  hypertension,  im- 
potence, night  mares,  palpitat  ion,  numb- 
ness, peripheral  neuropathy,  photosen- 
sitization, extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

I la  hi  l uation  or  withdrawal  symp- 
toms have  not  been  reported. 
Administration  ami  Dosage:  Aven- 
tyl MCI  is  administered  orally  as 
Pulvules®  or  liquid.  Dosage  should  be 
individualized.  The  following  general 
principles  are  applicable. 


Aventyl  HC1  is  preferably  given  in 
gradually  increasing  doses:  1 Pulvule 
(10  mg.)  twice  the  first  day,  1 Pulvule 
three  times  the  second  day,  and  1 Pul- 
vule four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  ef- 
fects are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day,  the  pa- 
tient can  be  given  25  mg.  twice  the 
first  day,  25  mg.  three  times  the  second 
day,  and  25  mg.  four  times  daily  there- 
after. 

If  minor  side-effects  develop,  reduce 
the  dosage.  If  side-effects  of  a more 
serious  nature  or  allergic  manifesta- 
tions develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive 
nature,  give  10  mg.  three  or  four  times 
a day ; for  severe  depressions,  100  mg. 
daily. 

Dosages  above  100  mg.  daily  seem 
to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 
Usual  Recommended  Dosage 

Adults— 20  to  100  mg.  daily 

Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg.— 1 or  2 Pulvules 
one  to  four  times  daily 
Liquid:  1 to  2 teaspoonfuls  (5  to 
10  cc.)  one  to  four  times 
daily 

Children— 1 to  2 mg.  per  Kg.  or  10  to 
75  mg.  daily 

Pulvules:  25  mg.— Ages  seven  to 
twelve,  1 Pulvule  one  to 
three  times  daily 
10  mg.— Ages  three  to  six, 

1 Pulvule  one  to  three 
times  daily 

Ages  seven  to  twelve,  1 or 

2 Pulvules  one  to  three 
times  daily. 

Liquid:  Ages  three  to  six,  1 tea- 
spoonful (5  cc.)  one  to 
three  times  daily 
Ages  seven  to  twelve,  1 to 
2 teaspoonfuls  (5  to  10  cc.) 
one  to  three  times  daily 

Maintenance  medication  is  neces- 
sary until  it  is  evident  that  the  depres- 
sion cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based 
upon  the  history  of  previous  depres- 
sions, the  removal  of  the  precipitating 
factors  in  the  environment,  or  a recog- 
nition that  the  patient  is  able  to  man- 
age bis  affairs.  It  is  advisable  to 
continue  maintenance  therapy  for  sev- 
eral months  after  improvement. 

H ow  Supplied:  Liquid  Aventyl®  HC1 
(nortriptyline  hydrochloride,  Lilly), 
10  mg.  (equivalent  to  base)  per  5 cc., 
in  pint  bottles. 

Pulvules  Aventyl  11C1,  10  and  25 
mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  [oaieea*] 

Additional  information  available 
upon  request. 


Eli  Lilly  and  Company 
Indianapolis 
Indiana  46206 


Medical  News 


Drug-induced  systemic  lupus 
erythematosus  topic  of  study 

Physicians  are  requested  to  refer  patients 
for  a study  of  the  relationship  of  drugs  to  the 
induction  of  systemic  lupus  erythematosus 
being  conducted  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Certain  pharmacologic  agents,  such  as, 
hydralazine,  procainamide,  isoniazid,  and  vari- 
ous anticonvulsants,  are  capable  of  inducing  a 
lupus-like  syndrome  characterized  by  fever, 
arthralgias,  pleurisy,  pericarditis,  and  skin 
rashes.  The  serum  of  such  patients  contains 
antinuclear  factor  and  gives  a positive  test 
result  on  lupus  cell  preparation.  These  symp- 
toms will  often  subside,  and  the  serologic 
abnormalities  disappear  when  the  offending 
drug  is  removed. 

Patients  with  this  syndrome  may  have  an 
enhanced  predisposition  to  the  development  of 
spontaneous  systemic  lupus  erythematosus. 
From  10  to  20  ml.  of  serum  should  be  obtained 
from  such  patients  for  the  study  of  antinuclear 
antibodies.  In  certain  instances,  it  may  be 
desirable  to  hospitalize  selected  patients  at 
the  Clinical  Center  for  further  evaluation  of 
genetic  and  environmental  factors  contributing 
to  their  illness. 

Physicians  who  wish  to  have  their  patients 
considered  for  this  study  may  contact:  Norman 
Talal,  M.D.,  or  John  L.  Decker,  M.D.,  Clinical 
Center,  Room  9-N-  218,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  496-1257,  area  code  301. 

Notice 

Payment  to  civilian  sources  for  emergency 
professional  services  rendered  to  military  person- 
nel on  active  duty  (as  contrasted  to  retired,  or 
inactive  members  of  the  National  Guard  or  Re- 
serve) is  the  responsibility  of  the  Surgeon  of  the 
geographical  area  in  which  such  services  are  pro- 
vided. Collection  cannot  be  made  from  the 
Office  for  the  Civilian  Health  and  Medical  Pro- 
gram for  the  Uniformed  Services  (OCHAMPUS), 
Denver,  Colorado,  or  its  fiscal  agents,  who  are 
responsible  only  for  the  payment  of  medical  care 
rendered  to  authorized  dependents  and  retired 
military  personnel. 

When  a patient  is  identified  as  an  Army 
member,  on  active  duty,  notification  should  be 
made  immediately  by  telephone  to  the  ap- 
propriate Army  headquarters,  reporting  where 
the  individual  is  and  the  nature  of  the  treat- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


ment  required.  In  New  York  State  contact: 
Commanding  General,  First  U.S.  Army,  (atten- 
tion: Surgeon),  Fort  George  G.  Meade,  Mary- 
land 20755.  The  telephone  number  is  677-2566 
or  677-3616  weekdays,  and  677-4805  or  677-4826 
nights,  weekends,  and  holidays.  The  cost  of 
the  telephone  call  will  be  reimbursed  with  the 
other  charges. 

The  Army  headquarters  will  advise  the 
physician  about  the  administrative  manage- 
ment of  the  patient,  and  how  to  submit  the 
bills  for  services. 

Clinical  Center  to  study 
chronic  myelogenous  leukemia 

The  cooperation  of  physicians  is  requested  in 
a continuing  study  of  chronic  myelogenous 
leukemia  being  conducted  by  the  Medicine 
Branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Referral  of  patients  with  chronic  myelogenous 
leukemia  are  needed.  Patients  of  all  ages  with 
high  white  blood  cell  counts  and  platelet  counts 
are  needed  for  studies  of  newer  chemother- 
apeutic agents  and  as  a source  of  white  blood 
cells  and  platelets  for  in  vitro  and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  or  telephone: 
George  P.  Canellos,  M.D.,  Clinical  Center, 
Room  12N-236,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  496-4916,  area  code  301. 

Personalities 

Appointed.  Julius  E.  Stolfi,  M.D.,  clinical 
professor  of  medicine,  Downstate  Medical 
Center,  as  a member  of  the  Medical  Advisory 
Committee  to  the  Civil  Service  Department  of 
the  State  of  New  York  . . . Schuyler  G.  Kohl, 
M.D.,  professor  of  obstetrics  and  gynecology, 
Downstate  Medical  Center,  as  chairman  of  the 
Perinatal  Research  Committee  of  the  National 
Institute  of  Neurological  Diseases  and  Stroke, 
U.S.  Public  Health  Service  . . . Mathew  H.  M. 
Lee,  M.D.,  assistant  professor  of  clinical  re- 
habilitation medicine,  New  York  University 
Medical  Center,  as  director  of  Rehabilitation 
Medicine,  Gold  water  Memorial  Hospital. 

Elected.  Harold  Rifkin,  M.D.,  clinical  pro- 
fessor of  medicine,  Albert  Einstein  College  of 
Medicine,  as  president  of  The  New  York 
Diabetes  Association. 

Named.  Judith  H.  Rettig,  M.D.,  director, 
Manhattan  Metropolitan  Mental  Retardation 
Clinic,  as  assistant  commissioner  in  the  division 
of  mental  retardation  of  the  New  York  State 
Department  of  Mental  Hygiene. 
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So  he’ll  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 
But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic’ 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established ; therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Index  to  Advertised  Products 


Analgesics 

Phenaphen  (A.  H.  Robins  Company) 866 

Antacids 

Romach  (ROR  Chemical  Company) 779 

Antibiotics 

Achromycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 775 

Pfizerpen  (Pfizer  Laboratories) 753 

V-Cillin  K (Eli  Lilly  & Company) 782 

Anti  biotic-antimoni  Mats 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 788 

Antidiarrheals 

Dia-Quel 

(International  Pharamceutical  Corp.) 758-759 

Lomotil  (G.  D.  Searle  & Company) 787 

Antihypertensive  diuretics 

Renese-R  (Pfizer  Laboratories) 852-853 

Antispasmodic  for  leg  cramps 

Quinamm (National  DrugCompany) 777 

Antitussives 

Tussionex(Strasenburgh  Laboratories) 763 


Appetite  supressants 

Desbutal/Desoxyn  (Abbott  Laboratories). . . .770-771,  772 


Bronchopulmonary 

Robitussin  (A.  H.  Robins  Company) 773 


In  1967  almost  45,000  new  active 
cases  were  reported.  Isn’t  that  a good 
reason  to  make  tuberculin  testing  with 
the  white  LEDERTINE,M  Applicator  a 
routine  part  of  your  physical  exami- 
nations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


Diagnostic  aids 

Histoplasmin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 773 

Tuberculin  Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 861 

Diagnostic  laboratory  services 

Plasma  Renin  Activity 

(New  England  Nuclear  Corp.) 864 

Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 755 

Hematinics 

Fergon  (Breon  Laboratories) 775 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 779 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 854-855,  856 

Dexamyl  (Smith  Kline  & French  Laboratories). . .3rd  cover 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company) 865 

Non-addicting  analgesics  . 

Talwin  (Winthrop  Laboratories) 750-751 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 765,  766-767,  768,  769 

Ovulen-21  (G.  D.  Searle  & Company) 757 


“ Well , if  you  ask  me  we  used  to  get  a lot  sicker  for 
a lot  less.” 


Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 781 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-749 

T ranquilizer-analgesics 

Equagesic  (Wyeth  Laboratories) 858-859 

Urinary  antiseptics 

Thiosulfil  (Ayerst  Laboratories) 760-761 


TRAINED  MEDICAL  ASSISTANTS 

lo  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  Reids  for  43  years.  Our  grad, 
uates  have  sound  professional  skills.  Free  Placement  Service- 

Mandl  School  254  001 9 

175  Fulton  Ave.,  Heespatead,  L.l.  (516)  IV  1-S774 
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PHYSICIANS  WANTED— CONT’D 


Opportunities  in 

MEDICAL 

CONSULTATION 

IN 

Workmen’s  Compensation 

$19,320422,655 

Salary  Increase  Anticipated 
April  1,  1969 

Requires  3 Years  of  Practice  and 
New  York  State  License 

FOR  INFORMATION  WRITE: 

New  York  State  Department 
of  Civil  Service,  R-731A, 
Albany,  New  York  12226. 

NEW  YORK  STATE 


AN  EQUAL  OPPORTUNITY  EMPLOYER 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibil- 
ity of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % NYSJM. 


MEDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
corporation  having  well  rounded  preventive  health  pro- 
grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
fidence. Box  720,  % NYSJM. 


WANTED.  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice,  suburban  area  of  New  York.  Salary 
first  year  $18,000  to  $20,000  depending  on  qualifications. 
Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
necessary,  Box  764,  % NYSJM. 


PSYCHIATRIST  ASSISTANT  TO  DIRECTOR  OF 
Research,  excellent  opportunity  for  dynamic,  Board  certi- 
fied or  eligible  individual.  Primary  responsibilities  are 
the  administration  and  coordination  oi  State  Mental 
Hospital  research  facility,  neuropsychopharmacologically 
oriented.  Possible  opportunities  to  augment  income  and 
academic  appointment.  Civil  Service  status  with  all 
benefits.  Salary:  $24,105  to  $25,300  depending  on  quali- 

fications. Contact  Vincent  T.  Zetena.  Personnel  Dept., 
Station  H,  Central  Islip  State  Hospital,  Central  Islip,  N. 
Y.,  phone  (516;  234-6262,  ext.  2103. 


GENERAL  HOSPITAL  EMERGENCY  ROOM,  NORTH- 
em  N.Y.,  needs  surgeon  or  surgically  experienced  N.Y. 
licensed  G.P.  to  cover  accident  room.  Flexible  time 
arrangement  allows  full  week  on,  full  week  off  if  desired. 
Write:  Executive  Director,  CV/PH  Medical  Center, 

Plattsburgh,  N.Y.  12901. 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P.,  all  special- 
ties. Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  wifi  assist  in  assuring  success.  New 
a/c  office  available,  new  building.  A.  M.  Huberman, 
D.D.S.,  184  Larkfield  Rd.,  E.  Northport,  N.Y.  11731, 
(516)  AN  1-4477. 


RADIOLOGIST  BOARD  CERTIFIED  OR  ELIGIBLE 
for  locum-tenens  during  the  months  of  January,  February, 
March,  April,  May,  June  and  July  at  one  week  or  greater 
intervals  for  hospital  coverage,  upstate  New  York.  Liberal 
terms.  Box  770,  % N YS JM . 


RESEARCH  PSYCHIATRIST— EXCELLENT  OPPOR- 
tunity  for  experienced,  well  trained,  Board  eligible  or 
certified,  individual  to  assume  responsibilities  for  research 
program  in  psychopharmacology  in  State  Mental  Hospital 
Research  facility.  Civil  Service  status  with  all  benefits. 
Salary:  $24,105  to  $25,300  depending  on  qualifications. 

Augmentation  of  income  and  academic  affiliation  possible. 
Contact  Vincent  T.  Zetena,  Personnel  Dept.,  Station  H, 
Central  Islip  State  Hospital,  Central  Islip,  N.Y.,  phone 
(516)  234-6262,  ext.  2103. 


HEALTH  COMMISSIONER,  NIAGARA  COUNTY 
population  250,000,  Western  New  York.  Experience  and 
training  of  Health  Officer  required.  New  York  State 
license  or  eligibility  for  New  York  State  licensure.  Salary 
open.  Mileage  allowance  and  full  fringe  benefits.  For 
details,  write  Ralph  W.  Lewis,  D.V.M.,  7323  Rochester 
Rd.,  Lockport,  N.Y.  14094. 


INTERNIST,  BOARD  ELIGIBLE.  VACANCY  FOR 
private  practicing  internist.  Expanding  100  bed,  general 
hospital  located  in  the  southern  tier  of  New  York  State. 
Present  internist  will  soon  retire.  Lucrative  opportunity. 
Guarantee  and  office  facilities  first  year.  Relatively 
young  medical  staff  consists  of  specialists  in  all  fields. 
G.  J.  Semple,  Admin.,  Tioga  General  Hospital,  37  N. 
Chemung  St.,  Waverly,  N.Y.  14892. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits.  Can 
pay  moving  expenses.  License  in  any  state  required. 
Equal  oppty.  Employer.  Contact  Director  of  Chief  of 
Staff,  VAH,  Canandaigua,  N.Y.  14424. 


RADIOLOGIST,  CERTIFIED  OR  ELIGIBLE,  FOR 
third  partner  in  busy  department  of  general  hospital. 
Pleasant  community  near  three  universities.  All  summer 
and  winter  activities.  Frank  T.  Moran,  M.D.,  Auburn 
Memorial  Hospital,  Auburn,  N.Y.  13021. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible.  First  year  salary  $25,000  plus  bonus.  Early 
full  partnership,  Poughkeepsie,  N.Y.  Region  growing  and 
pleasant  to  live  in.  Hospitals  and  caliber  of  medicine  are 
excellent.  Inquire:  Vincent  P.  Russo,  M.D.,  28  Reade 

Place,  Poughkeepsie,  N.Y.  12601.  Tel  (914)  471-5210. 


LOCUM  TENENS  FOR  JULY  AND  AUGUST,  ROCHES- 
ter  area  village.  Guaranteed  practice  income  $500  weekly. 
Living  quarters  available.  No  OB.  Opportunity  for 
general  practice  association.  Curriculum  vitae  in  first 
letter.  Box  790,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


HANCOCK,  N.Y.  NEEDS  A GENERAL  PRACTI- 
tioner.  A rural  area  with  expresaway  to  cities.  Excellent 
school  system  and  4 churches.  Modern  hospital.  A fine 
place  to  live,  learn,  earn,  play  |?olf,  fish  and  hunt.  Re- 
quest a fact-sheet  for  details.  Val  J.  Iversen,  Chairman, 
Doctor  Procurement  Committee,  Hancock,  N.Y.  13783. 
Tel:  (607 > 637-2741. 


GENERAL  PRACTITIONER;  IMMEDIATE  OPENING 
available  for  one  or  two.  New.  modern  clinic-type  build- 
ing completely  equipped.  'Town  of  3,500  f>op.  is  shopping 
center  for  large  dairy  farm  area,  located  in  heart  of  beauli- 
ful  Mohawk  Valley,  on  N.Y.  Thruway.  Adirondack  and 
Catskill  mountains  within  short  drive.  Excellent  school 
system.  Good  hunting,  fishing,  golf,  swimming,  sailing, 
water  sports,  winter  sports  nearby.  Six  hospitals  within 
25  miles,  less  than  1 hour  to  major  cities.  Air-con- 
ditioned building  includes  suites  of  3 rooms  each  for  2 
physicians,  large  waiting  room,  receptionist’s  center,  large 
emergency  room.  X-ray  and  dark  room,  laboratory, 
visiting  specialist  room,  file  and  storage  room,  large  group 
meeting  room.  All  rooms  complete  with  furniture,  major 
and  minor  equipment  including  X-ray.  Minimal  rental 
agreement.  For  further  information  or  visit  appointment, 
write  Fort  Plain  Medical  Foundation.  2 Willett  St..  Fort 
Plain,  N.Y.  13339,  or  phone  secretary,  collect.  Fort  Plain 
994-0122. 


QUALITY  EAST  HARLEM  MEDICAL  GROUP  RE- 
quires  the  services  of  general  practitioners  and  specialists 
to  devote  on  morning  or  afternoon  session  weekly.  Highly 
rewarding  both  professionally  and  financially.  No  in- 
vestment other  than  your  professional  skills  and  a firm 
time  commitment.  Hox  789,  % N YSJM. 


M.D.  NEEDED  FOR  LARGE.  WELL  EQUIPPED  CO-ED  , 
summer  camp.  Three  R.N.’s  and  modern  infirmary.  I 
Nice  accommodations  for  wife  and  family,  if  any.  100  , 

miles  from  N.Y.C.  in  Berkshire  Mts.  Top  salary.  Split  i 
season  acceptable.  Camp  Pontiac,  221-01  Union  Tpke., 
Flushing.  N.Y.  11364.  Call  (212)  HO  4-7100. 


PROMINENT,  WELL  ESTABLISHED  EAST  HARLEM 
Medical  Group.  Full  range  of  specialties  represented,  all 
are  busy.  Unique  opportunity  for  practitioner  who  enjoys 
combining  his  specialty  with  administration  in  a social 
action  environment.  Substantial  capital  required  for 
purchase.  Box  788,  % N YSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SHIRLEY,  LONG  ISLAND:  NO  DOCTORS  POPULA- 

tion  area  30,000;  3 hospitals.  Modern  home,  large 

equipped  offices,  even  for  small  group.  Main  highway, 
centrally  located.  Immediate  high  income.  Low  price, 
easy  terms.  Extraordinary,  rare  opportunity  to  start 
practice  or  change  location.  Retiring.  Write:  Francis 

Remy,  M.D.,  State  Hospital,  Central  Islip,  N.Y. 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN.  4 ROOM 
ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


OFFICE  AVAILABLE.  APPROX.  600  SQ.  FT.  LESS 
than  5 yrs.  old;  completely  partitioned.  Waiting,  X-ray, 
examining,  lab  & consulting  rooms;  wall-to-wall  carpeting, 
air  cond.  Lincoln  Towers,  ideal  for  pediatrician,  podia- 
trist or  dentist.  Call  873-3355. 


FOR  RENT:  PHYSICIAN’S  FURNISHED,  4-ROOM 

office  near  transportation  and  hospital.  Ideal  as  second 
office,  or  for  young  man  starting  out.  Rent  $125  per 
month,  includes  electricity.  All  rooms  air-conditioned. 
Tel:  (212)  932-9889. 


Br.  Honduras,  C.A. 

Investment  — Vacations  or  Residence 
U.S.  Gov.  Investment 
Guarantee  (AID) 

Let  us  build  one  or  more  guest  houses  tor  you  in 
posh  new  international  hotel-resort  colony  with 
health-medical  complex  in  exotic  Caribbean 
Paradise  of  multi-colored  birds.  Maya  Ruins.  Big 
Game  hunting,  water  sports  and  exhilarating 
scenery.  Alternatives  for  leasing  to  hotel  organi- 
zation with  good  income  with  proviso  for  your 
vacations  or  for  your  own  permanent  sun-filled 
living.  Investments  from  $4,895.  C.  A.  McEvoy, 
P.  0.  Box  51741,  New  Orleans,  La. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  WELL 
appointed,  fully  equipped,  eight-room  medical  office, 
centrally  located  in  Hollis,  Flushing  area.  Call  (212) 
HO  4-6262. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  F.A.C.A., 
desires  position  south  or  southeast  New  York  State. 
Box  784,  % N YSJM. 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART- 
time  or  session  position,  only  in  Brooklyn.  Box  757,  % 
NYSJM. 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


SURGEON,  BOARD  CERTIFIED,  ELIGIBLE  THOR- 
acic  & cardiovascular  surgery,  University  trained,  military 
completed;  N.Y.  licensed;  desires  association  or  partner- 
ship with  established  surgeon  or  group.  Available  late 
1969.  E.  G.  Sermier,  M.D.,  University  Hospitals,  Cleve- 
land, Ohio  44106. 


BOARD  CERTIFIED  ANESTHESIOLOGIST,  F.A.C.A., 
seeks  position  in  teaching  institution,  New  York  City 
area.  Box  787,  % NYSJM. 


M.D.  48.  DESIRES  POSITION  WITH  REGULAR 
hours.  Will  consider  insurance,  public  health,  occupa- 
tional. New  York  license.  Location  Queens  or  Long 
Island,  N.Y.  Box  786,  % NYSJM. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  N.Y. 
State  license.  32.  desires  association  with  ophthalmologist 
in  New  York  City  or  suburbs  upon  completion  of  military 
service  August  1969.  Also  interested  in  part-time  teach- 
ing in  training  program.  Box  791,  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 
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HYPERTENSION? 

new  assay  service 

Plasma  Renin  Activity 

Method:  Rat  Bioassay* 

Sample  requirements:  . 5ml  heparinized  frozen  plasma 

Results:  By  phone  within  24  hours 

written  reports  within  3 days 

For  details  on  vials  and  polyfoam  shipping  containers 
simply  request  by  postcard:  Packet  702 

^ • Gunnells , Jr.,  J.C.  et  al.  Arch.  Int.  Med.  119:232(1967) 


Biomedical  Assay  Laboratories  Div. 

New  England  Nuclear  Corppration 

15  Harvard  Street,  Worcester,  Mass.  01608,  Telephone  (617)  791-0911 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psy- 
chotherapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs, 
social  service  work  with  families,  family  therapy  and  an  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  ana  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of 
each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School 
Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
dear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


7OR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

P TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H ROBINS  COMPANY  A-H'DOBINS 
RICHMOND,  VA.  23220  \ 1 
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Damage 


For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  1/4  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A H.  Robins  Company  >]  M HORIMC 
Richmond, Va.  23220  / 1 II  l/UDIIMD 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  ('A  gr.) , 1 6 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacet 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate, 
gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forminc 

The  compound  analgesic  that  calms  instead  of  caffeinate 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  u: 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindic 
tions:  Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  i 
phenacetin-containing  products  excessive  or  prolonged  use  should  t 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  coi 
stipation  and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3- 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsu 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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C-l  Credits 
March  15,  1969  / 


4:15  p.m. 


NEW  YORK  CITY  AREA 


April  1,  1969-April  15,  1969 

9:00—10:00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck,  Queens 

Postgraduate  Education 

April  1 

Biliary  Tract  Disease 
April  8 

Ulcerative  Colitis 
April  15 

Malabsorption,  Steatorrhea  and  Small 

Bowel  Disease 

Lecturer:  ROBERT  LOWY,  M.D. 


April  1,  1969  and  April  8,  1969 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

April  1 

Acute  Leukemia 

WILLIAM  DAMASHEK,  M.D. 

The  Mount  Sinai  Hospital 

April  8 

Klebsiella  Meningitis 

EMANUEL  APPELBAUM,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


Tuesday,  April  1 

4:00-6:00  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Basic  Medical  Sciences  with 
the  New  York  Society  of  Tropical  Medi- 
cine, the  Leonard  Wood  Memorial 
(American  Leprosy  Foundation)  and  the 
American  Leprosy  Missions 
2 East  103rd  Street 

Symposium  on 

LEPROSY-NEWER  CONCEPTS 

CHAPMAN  H.  BINFORD,  M.D.,  Moderator 
Leonard  Wood  Memorial,  Washington,  D.C. 


“Diabetes  Today”  of  the  Diabetes  Center 
New  York  Medical  College 

1249  Fifth  Avenue,  Room  R 1 1 3 

THE  REGULATION  OF  METABOLIC 
FUELS  DURING  PREGNANCY 

NORBERT  FREINKEL,  M.D. 

Northwestern  University  Medical  School 

CREDIT:  C-l 


8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

the  8th  Howard  Fox  Memorial  Lecture 

HEREDITARY  ICHTHYOSES 

PROF.  URE  W.  SCHUYDER 
Director  of  the  Skin  Clinic 
Heidelberg,  Germany 

Discussant: 

EUGENE  J.  CAN  SCOTT,  M.D. 

Temple  University,  Phila.,  Pa. 


Wednesday  April  2 

3:30  p.m. 

French  Hospital  Tumor  Service 

330  West  30th  Street 
Clinical  Management  of  Cancer 

HEAD  AND  NECK  CANCER 

EUGENE  FRIEDMAN,  M.D. 

CREDIT:  C-l 


April  2 1969  and  April  9,  1969 

Manhattan  Eye  Ear  Throat  Hospital 

210  East  64th  Street 

April  2,  5:00  p.m. 

New  Concepts  in  Electrophysiology  of 
the  Eye 

HAROLD  NAJAK,  M.D. 

April  9,  6:00  p.m. 

Lens  Induced  Glaucoma 

MARVIN  SEARS,  M.D. 
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Saturday,  April  5 

9:00  a.m. 

Misericordia-Fordham  Hospitals  Affiliation, 
Departments  of  Obstetrics  and  Gynecology 

School  of  Nursing — Room  B-16 
600  East  233rd  Street,  Bronx 

EXPERIMENTAL  CERVICAL  DYSPLASIA 

HAROLD  A.  KAMINETZKY,  M.D. 

New  Jersey  College  of  Medicine 


April  5,  1969  and  April  10,  1969 

New  York  Medical  College,  Dept,  of 

Ophthalmology 

Cohen  Research  Building,  Room  R-114 

106th  Street,  between  Fifth  and  Madison  Avenues 

April  5,  9:30—10:30  a.m. 

Genetic  and  Developmental  Aspects  of 
Anterior  Segment  Abnormalities 

MARVIN  L.  KWITKO,  M.D. 

Bellechase  Hospital,  Montreal,  Canada 

April  8,  5:00-6:00  p.m. 

The  Cause  and  Management  of  Vitreous 
Hemorrhage 

RICHARD  S.  RUIZ,  M.D. 

Baylor  University  College  of  Medicine 
Houston,  Texas 


April  7,  1969  and  April  14,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

April  7 

Clinical  Pathological  Conference 

April  14 

Grand  Rounds 

Rheumatoid  Disease:  Extra-Articular 

Manifestations 

HARRY  SPIERA,  M.D. 

Mount  Sinai  School  of  Medicine 


April  7,  1969  and  April  14,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

March 


April  7 

Surgical  Management  of  Ulnar  Paralysis 

J.  WILLIAM  LITTLER,  M.D. 

April  14 

The  Surgery  of  Dupuytren's  Contracture 

J.  WILLIAM  LITTLER,  M.D. 


April  7,  1969  / for  eight  weeks 

7: 00—9.00  p.m.,  Mondays 

Guttman  Institute 

2 East  87th  Street 

MAMMOGRAPHY  FOR  RADIOLOGISTS 

PHILIP  STRAX,  M.D. 

NO  FEE 


Monday,  April  7 

7:00  p.m. 

Silik  H.  Polayes  “Slide-of-the-Month” 
Club,  Regional  Pathology  Society 

Pathology  Conference  Room,  The  Brooklyn  Hospital 
Division  of  the  Brooklyn-Cumberland  Medical  Center 
121  DeKolb  Avenue 
Brooklyn 


8:00  p.m. 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

1.  Phaco-Emulsiflcation  of  the  Lens 

CHARLES  KELMAN,  M.D. 

2.  Current  Evaluation  of  Anterior 
Chamber  Lenses 

MILES  GALIN,  M.D. 


8:30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  New  Approach  to  the  Treatment  of 
Arrythmias 

KURT  J.  SHALSHA,  M.D. 

2.  Clinical  and  Biochemical  Studies  of 
Multiple  Myeloma  and  other  Plasma 
Cell  Dyscrasias 

E.  F.  OSSERMAN,  M.D. 

Columbia  University  P & S 

CREDIT:  C-1 
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9:00  p.m. 


8:30  p.m. 

New  York  Academy  of  Gastroenterology 
and  New  York  Chapter  of  American 
College  of  Gastroenterology 

2 East  103rd  Street — Room  20 
Panel  Discussion 

GASTRO-INTESTINAL  X-RAY  PROBLEMS 

RICHARD  H.  MARSHAK,  M.D. 

Mount  Sinai  Medical  School 


8:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
11  East  100th  Street 

Thoracic  Disease  Conference 

1.  Pulmonary  Changes  in  Riley-Day 
Syndrome 

IRWIN  GRIBETZ,  M.D. 

2.  Two  Simultaneous  Primary 
Bronchogenic  Carcinomas 

ALVIN  S.  TEIRSTEIN,  M.D. 

Paper  of  the  Evening 

RESPIRATORY  PROBLEMS  OF  THE 
NEWBORN 

MARY  ELLEN  AVERY,  M.D. 

Johns  Hopkins  University  School  of  Medicine 


Tuesday,  April  8 

8:30  p.m. 

The  New  York  Psychoanalytic  Institute 

2 East  103rd  Street 

FREUD  ANNIVERSARY  LECTURE 

CHARLES  FISHER,  M.D. 


8:30  p.m. 

The  New  York  Academy  of  Medicine  with 
the  New  York  Neurological  Society  and  the 
New  York  Society  of  Neurosurgery 

2 East  103rd  Street 

RECENT  STUDIES  ON  L-DOPA 
AND  PARKINSONISM 

MELVIN  D.  YAHR,  M.D. 

Columbia  University  P & S 

MENEK  GOLDSTEIN,  M.D. 

N.Y.U.  School  of  Medicine 

ARTHUR  F.  BATTISTA,  M.D. 

N.Y.U.  School  of  Medicine 

FLETCHER  H.  McDOWELL,  M.D. 

Cornell  University  Medical  College 


Queens  Pediatric  Society 

Sheraton  Tenney  Inn 
90-10  Grand  Central  Parkway 
East  Elmhurst 

OBSERVATIONS  ON  THE  CONTEMPORARY 
FAMILY 

DR.  WILLIAM  WATSON,  Prof,  of  Sociology 
University  of  Virginia 


Wednesday,  April  9 

11:00  a.m.,  12:30  p.m. 

Queens  Hospital  Center 

Triboro  Hospital  Conference  Room 

Ninth  Floor 

82-68  164th  Street 

BRIEF  PSYCHOTHERAPY 

LEWIS  R.  WOLBERG,  M.D. 

Postgraduate  Center  for  Mental  Health 

CREDIT:  C-l 


6:30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Anesthesiology  and 
Resuscitation 

2 East  103rd  Street 

PEDIATRIC  INTENSIVE  CARE 

ALAN  W.  CONN,  M.D. 

Hospital  for  Sick  Children 
Toronto,  Ontario,  Canada 

Discussant 

LAURENCE  FINBERG,  M.D. 

Montefiore  Hospital 


8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  Plastic  and  Reconstructive  Surgery 
with  the  New  York  Regional  Society  of 
Plastic  and  Reconstructive  Surgery 

2 East  103rd  Street 
Panel  Discussion 

CLEFT  PALATE:  WHAT  DO  YOU  DO, 

HOW,  WHEN,  AND  WHY? 

Moderator 

GEORGE  F.  CRIKELAIR,  M.D. 

Columbia  University  P & S 


870  New  York  State  Journal  of  Medicine  / March  15,  1969 

WGO-4 


Panelists 

ARTHUR  J.  BARSKY,  M.D. 

Albert  Einstein  College  of  Medicine 

BERTRAM  E.  BROMBERG.  M.D. 
Downstote  Medicol  Center 
JOHN  M.  CONVERSE,  M.D. 

N.Y.U.  School  of  Medicine 

DICRAN  GOUIIAN,  MR.,  M.D. 
Cornell  University  Medical  College 

MICHAEL  l.  IEWIN,  M.D. 

Montefiore  Hospitol 

ROBBY  MEIJER,  M.D. 

St.  Barnabos  Medical  Center 

LEONARD  R.  RUBIN.  M.D. 
Meadowbrook  Hospitol 

BERNARD  E.  SIMON,  M.D. 

Albert  Einstein  College  of  Medicine 

RICHARD  B STARK,  M.D. 

Columbia  University  P & S 


8:30  p.m. 

Society  of  Medical  Psychoanalysts 

2 Eost  103rd  Street 

EGO  AUTONOMY  AND  EGO  PATHOLOGY 

DAVID  BERES,  M.D. 

Discussants 

CHARLES  BRENNER,  M.D. 

SALO  ROSENBAUM,  M.D. 


8:30  p.m. 

Booth  Memorial  Hospital 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

COMBINED  CHEMOTHERAPY  OF 
SOLID  TUMORS 

EZRA  GREENSPAN,  M.D. 

Mount  Sinoi  School  of  Medicine 


April  11,  1969  and  April  12,  1969 

9:00  a. m.— 5:00  p.m.,  Friday 
9:00  a. m. —11:00  a.m.,  Saturday 

Department  of  Orthopaedics,  Hospital  for 
Joint  Diseases,  Mount  Sinai  School  of 
Medicine  Research  Institute 

Auditorium,  124th  Street  and  Madison  Avenue 
Second  Annual  Hand  Surgery  Symposium 

RESTORATION  OF  FUNCTIONAL 
ANATOMY  TO  THE  HAND 

LEE  W.  MILFORD,  M.D.,  Moderator 

For  information  contact:  Miss  Horowitz, 

TR  6-7000,  Ext.  515. 


Tuesday,  April  10 

1 1 :00  a.m. 

St.  Vincent’s  Hospital 

Cronin  Building,  Room  508 
153  West  11th  Street 

Pediatric  Allergy  Conference 

INSECT  ALLERGY 

JAMES  H.  BARNARD,  M.D. 

Roosevelt  Hospital 

CREDIT:  C-1 


Friday,  April  1 1 

1 1 :00  a.m. 

Flushing  Hospital  Ob/Gyn  Staff  Conference 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

CURRENT  MANAGEMENT  OF  GESTATIONAL 
TROPHOBLASTIC  NEOPLASMS 

JOHN  L.  LEWIS,  JR.,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 


Date  changed  to  April  3 

4:30  p.m. 


8:00  p.m. 

Pinel  Institute 


The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

RECENT  STUDIES  ON  THE  PILL 


Staten  Island  Family  Service 
25  Victory  Boulevard,  S.l. 

AN  ASSIMILATIVE  THEORY  OF  MENTAL 
DISORDERS 


RAYMOND  VAN  de  WIELE,  M.D.  '•  EMERY  BREITNER,  M.D. 

Columbia  University  P & S Lon9  lsland  Jew,sh  Hospital 

Please  register  with  Sid  Herling,  M.S.W.  at  the  above 
address. 
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Tuesday,  April  15 


Saturday,  April  12 

9:00  a.m.-12:00  noon 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

Basic  Science  Seminar 

THE  AUTONOMIC  NERVOUS  SYSTEM— 
NEWER  CONCEPTS  IN  PHYSIOLOGY 
AND  PHARMACOLOGY 

PAUL  H.  THOMAS,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 


April  14,  1969  and  April  15,  1969 
Full  time  Course 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

CARDIAC  AUSCULTATION 

J.  SCOTT  BUTTERWORTH,  M.D. 

EDMUND  H.  REPPERT,  M.D. 

CREDIT:  C-l 


April  14,  1969  / April  18,  1969 
Full  time 

Lenox  Hill  Hospital 

100  East  77th  Street 
Post  Graduate  Program 

HUMAN  ENDOCRINOLOGY— WITH 
EMPHASIS  ON  GYNECOLOGICAL  AND 
MEDICAL  ASPECTS 

HERBERT  S.  KUPPERMAN,  M.D. 

IVEN  S.  YOUNG,  M.D. 

FEE:  $150 

For  information  contact:  WILLIAM  D.  SICHER,  M.D., 

Coordinator  of  Medical  Education,  above  address 


April  14,  1969  / April  16,  1969 
Full  time 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue 

CONSULTATION  SKILLS 

For  information  contact:  ERIC  R.  OSTERBERG,  M.D., 

Dir.,  Program  of  Continuation  Education  at  the  above 
address 


9:00  a.m. 

St.  Vincent’s  Hospital 

Cronin  10  Auditorium 
153  West  1 1th  Street 

Pediatric  Conference 

CLINICAL  PATHOLOGICAL  CONFERENCE 

MILTON  J.  FINEGOLD,  M.D. 

St.  Vincent's  Hospital 

VIRGINIA  MITTY,  M.D. 

N.Y.U.  Medical  Center 


8:30  p.m. 

Society  for  Adolescent  Psychiatry 

Bellevue  Psychiatric  Hospital  Auditorium 
30th  Street  and  First  Avenue 

YOUTH  IN  POLITICAL  MOVEMENT  IN 
THE  1930’s  and  1960’s 

BENJAMIN  NELSON,  Ph.D. 

New  School  for  Social  Research 

Discussant 

AARON  ESMAN,  M.D. 


ALBANY 

Thursday,  April  3 

8:45  a.m..  Registration 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 

Huyck  Auditorium 
Teaching  Day 

PEDIATRIC  CARDIOLOGY 

FEE:  $20  CREDIT:  C-1 


BUFFALO  AREA 


Friday,  April  1 1 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine,  Department  of 
Neurology 

Meyer  Memorial  Hospital 

NEUROLOGY  SEMINAR  DAY 
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1.  The  Neurological  Examination 

BERNARD  H.  SMITH,  M.D. 

2.  Entrapment  Syndromes 
REINHOLD  E.  SCHIAGENHAUFF,  M.D. 

3.  Craniofacial  Pain 
CHARLES  F.  NICOl,  M.D. 

4.  Numbness  and  Tingling 
BERNARD  H.  SMITH,  M.D. 

5.  Stroke  Syndromes 

Clinical  and  Diagnostic  Aspects 

GILBERT  S.  ROSS,  M.D. 

Upstate  Medical  Center  at  Syracuse 

FEE:  $30  CREDIT:  C-1 

7 hours  by  AAGP 


NASSAU  COUNTY 


April  2,  1969  and  April  9,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road,  Plainview 

COMMON  PROBLEMS  OF  THE 
NEONATAL  PERIOD 

April  2 

Current  Concepts  on  Care  of 
Premature  Newborn 

LEONARD  MARINO,  M.D. 

April  9 

Current  Status  of  Neonatal 
Jaundice  and  Sepsis 

MILTON  AGULNEK,  M.D. 

CREDIT:  C-1 


Thursday,  April  10 

11:30  a.m. 

Meadowbrook  Hospital 

Radiology  Research  Auditorium 
East  Meadow 
Pediatric  Conference 

PULMONARY  SURVIVAL  AT  BIRTH 

EMILE  M.  SCARPELLI,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-1 


Saturday,  April  12 

10:00  a.m. 

Hofstra  University 

Phillips  Hall 
Hempstead,  L.l. 

ASSIMILATIVE  THEORY  OF  ANXIETY 

I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish  Hospital 


Monday,  April  14 

8:00  p.m. 

The  Long  Island  Jewish  Hospital 

New  Hyde  Park 

Ophthalmology  Education  Program 

RECENT  DEVELOPMENTS  IN  THE 
TREATMENT  OF  CORNEAL  DISEASES 

CLAES  H.  DOHLMAN,  M.D. 

Retina  Foundation,  Boston,  Mass. 


NEWBURGH 


April  2,  1969  and  April  9,  7 969 

1 :30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 
April  2 

Diagnosis  and  Treatment  of 
Dermatological  Conditions  Seen  in 
General  Medical  Practice 

MORRIS  LEIDER,  M.D. 

N.Y.U.  Medical  Center 

April  9 

Problems  in  Management  of  Electrolyte 
Disturbances 

S.  RAYMOND  GAMBINO,  M.D. 

Englewood  Hospital,  New  Jersey 

CREDIT:  C-1 


SYRACUSE 


Thursday,  April  10 

8:00  a.m. 

State  University  of  New  York  at  Syracuse 
Upstate  Medical  Center,  Department  of 
Urology 

750  Adams  Street 

IMMUNOLOGIC  ASPECTS  OF  RENAL 
TRANSPLANTATION 

GERALD  P.  MURPHY,  M.D. 

Roswell  Pork  Memorial  Institute 
Buffalo 
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TUESDAY,  APRIL  1 


WESTCHESTER 


April  7 7,  7 969  / April  20,  7 969 

New  York  State  Medical  Assistants  Assn. 

Hilton  Inn 
Tarrytown 

TENTH  ANNUAL  CONVENTION 

Write  for  program:  Miss  Rachel  Grimaldi,  c/o  John 

Taylor,  M.D.,  14  Studio  Arcade,  Bronxville,  N.Y. 

10708 


EVENTS  RECEIVED  AFTER  DEADLINE 
April  7,  1969  / April  15,  1969 

New  York  Polyclinic  Medical  School 

341-353  West  50th  Street 

Medical  Review  for  Medical  Practitioners 

April  1 

8-1  0 p.m. 

Acute  Cardiac  Emergencies  Indications 
for  Insertions  of  Pacemakers  and  Results 

JOSEPH  A.  GROSSMAN,  M.D. 

April  8 

8- 9  p.m. 

Enzymes  and  Myocardial  Infarction 

LUDWIG  KLEIN,  M.D. 

9- 1  0 p.m. 

Pulmonary  Emphysema  and  Its 
Management 

SIDNEY  DANN,  M.D. 

April  10 

8- 9  p.m. 

Hiatus  Hernia — Types,  Symptoms,  Diag- 
nosis, Complications,  Indications  for 
Surgical  Treatment 

WILLIAM  H.  CASSEBAUM,  M.D. 

9- 1  0 p.m. 

Recognition  of  Peripheral  Vascular  Dis- 
eases— Diagnostic  Tools,  Treatment  and 
Results 

VICTOR  BAUM,  M.D. 

April  15 

8- 9  p.m. 

What  the  General  Practitioner  Should 
Know  about  Colonic  Polyps  and  Tumors 

MAUS  W.  STEARNS,  JR.,  M.D. 

9- 1  0 p.m. 

Chemotherapy  and  Hypophysectomy  in 
Breast  Cancer 

LEO  D.  KLAUBER,  M.D. 

CREDIT:  C-l 


8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  1 03rd  Street 

TOWARD  A CONCEPTUAL  MODEL  OF 
RADICAL  AND  MILITANT  YOUTH:  A 

STUDY  OF  COLUMBIA  UNIVERSITY 
UNDERGRADUATES 

ROBERT  S.  LIEBERT,  M.D. 

Discussants  • 

HUGH  F.  BUTTS,  M.D. 

WILLARD  M.  GAYLIN,  M.D. 


WEDNESDAY,  APRIL  2 

9:00  a.m.-5:00  p.m. 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

CONFERENCE  ON  AUTOMATED  MULTI- 
PHASTIC  HEALTH  SCREENING 


WEDNESDAY,  APRIL  9 

8 : 00  p.m. 

Bronx  Pediatric  Society 

Montefiore  Hospital,  Rosenthol  Auditorium 
1 1 1 East  210th  Street,  Bronx 

RESIDENT’S  NIGHT 


SUNDAY,  APRIL  13 

1 : 00—5 : 00  p.m. 

Queens  County  Academy  of  AAGP 

Sheraton  Tenney  Inn 
La  Guardia  Airport 

DRUGS,  SEX  AND  PERVERSION 

1.  Hippies  and  Yippies 

S.  E.  FOCHIOS,  M.D. 

2.  Sexuality  and  Homosexuality  in  Ado- 
lescence 

MARTIN  SYMONDS,  M.D. 

3.  Topic  to  be  announced 

EDWARD  HORNICK,  M.D. 

4.  Transvestitism  and  Drugs 

LEO  WOLLMAN,  M.D. 
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MONDAY,  APRIL  14 

8 : 00  p.m. 

French  Hospital 

Blum  Auditorium,  330  West  30th  Street 

COMPUTERS  IN  MEDICINE:  FRIEND  OR 

FOE 

RALPH  L.  ENGLE,  JR.,  M.D. 

Cornell  Medicol  Community  Computer  Project 


TUESDAY,  APRIL  15 

4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

Alumni  Hall,  550  First  Avenue 

A PROGRAM  FOR  THE  TREATMENT  OF 
CARCINOMA  OF  THE  BREAST 

FRANCIS  D.  MOORE,  M.D. 

Harvard  Medical  School 


WEDNESDAY,  APRIL  16 

Brooklyn  Unit,  American  Cancer  Society 
New  York  City  Division 

Downstate  Medical  Center 

450  Clarkson  Avenue,  Brooklyn 

CANCER  DAY:  EARLY  CANCER 
DETECTION  AND  MANAGEMENT 


JOHNSON  CITY 


April  3,  1969/April  24 

11:00  a.m.,  Thursdays 

Upstate  Medical  Center  at  Syracuse 

Charles  S.  Wilson  Memorial  Hospital 
Clinical  Seminar 

April  3 

Parasitic  Diseases  in  South  Central  New 
York 

JUSTUS  MUELLER,  M.D. 

April  10 

Newer  Concepts  in  Obstructive 
Pulmonary  Emphysema 

ROBERT  GILBERT,  M.D. 

April  17 

Bacteremic  Shock 

PAUL  BUNN,  M.D. 

April  24 

Hemolytic  Anemias 

HENRY  BARTOS,  M.D. 

CREDIT:  C-l 


NASSAU  COUNTY 


WEDNESDAY,  APRIL  2 

11:00  a.m. 

Nassau  Hospital 

Mineola 

THE  DIAGNOSIS  AND  TREATMENT  OF 
POLYCYTHEMIA  VERA 

LOUIS  WASSERMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


BUFFALO 


Continuing  Medical  Education  Program 

School  of  Medicine 

State  University  of  New  York 

April  11:  Neurology  Seminar  Day 

May  15-16:  Anesthesia 
May  26-27:  Rehabilitation  of  the  Car- 
diac Patient 

CREDIT:  C-l 

For  information,  write:  221  1 Moin  Street,  Buffalo,  New 
York  14214 
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RADIO  IN  NEW  YORK  AND  NEW  JERSEY 

April  7,  1969  / May  5,  1969 

Clinical  Society,  New  York  Diabetes  Asso- 
ciation 

Professional  Education  Committee 
1 04  East  40th  Street 

Mondays:  12:00  noon  to  1 : 00  p.m. 

RADIO  STATION  WRVR-FM  (106.7  me) 

Can  be  received  on  any  FM  Radio.  The  first  30  minutes 
will  be  devoted  to  presentation;  the  last  30  minutes  to 
questions  and  answers. 

April  7 

Lipids  and  Diabetes 

NORTON  SPRITZ,  M.D.,  ARTHUR  HECHT,  M.D. 

April  14 

Nutrition  in  Diabetes 

IRA  LAUFER,  M.D.,  WINIFRED  C.  LOUGHLIN,  M.D. 

April  21 

Diabetic  and  Non-Diabetic  Acidosis 

RICHARD  MAHLER,  M.D. 

April  28 

Complications  in  the  Management  of  the 
Young  Diabetic 

ELSA  P.  PAULSEN,  M.D.,  HAROLD  COLE,  M.D. 

May  5 

Diabetic  Gangrene 

HOWARD  J.  KESSLER,  M.D.,  JOHN  V.  WALLER,  M.D. 

Two-way  radio  facilities  hove  been  contributed  by  the 
Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  and  are  available  by  invitation  at  the  following 
hospitals: 

IN  NEW  YORK 

Community,  Glen  Cove 
Franklin  General,  Valley  Stream 
Mary  Immaculate,  Jamaica 
St.  John's  Queens,  Elmhurst 
South  Side,  Bayshore 
White  Plains  Hospital 

IN  NEW  JERSEY 

Christ,  Jersey  City 
Elizabeth  General 
Passaic  General 
St.  Barnabas,  Livingston 
St.  Mary,  Hoboken 

CREDIT:  C-l  will  be  granted  if  attendance  is  reported 

by  the  hospital. 


PHYSICIANS’  PLACEMENT  BUREAU 


AFTON,  N.  Y.,  in  Chenango  County,  needs  a General  Practi- 
tioner to  share  a two-man  clinic  type  facility  equipped 
with  x-ray,  E.K.G.,  etc. 

CONTACT:  CHARLES  H.  GRAF,  M.D.,  Afton  Medical  Build- 
ing, Afton,  N.  Y.  1 3730.  Tel.:  639-2701. 


AVERILL  PARK,  N.  Y.,  Rensselaer  County,  General  Practi- 
tioner. 

CONTACT:  MR.  JAMES  F.  NISH,  Chairman  Medical  Com- 
mittee Sand  Lake  Area,  Miller  Hill  Road,  Averill  Park, 
New  York  12018. 


AVOCA,  N.  Y.,  Steuben  County.  General  Practitioner — 
Free  Office. 

CONTACT:  MR.  HARRY  E.  TAYLOR,  President  Lions  Club,  2 
Main  Street,  Avoca,  New  York  14809. 


BOONVILLE,  N.  Y.,  in  Oneida  County,  needs  a General 
Practitioner — contemplating  a Medical  Center. 

CONTACT:  VIRGINIA  RINGWALD,  R.D.  #2,  Boonville, 

N.  Y.  13309.  Tel.:  942-2006. 


BOSTON,  N.  Y.  Erie  County.  One  or  two  General  Prac- 
titioners. 

CONTACT:  MRS.  GLADYS  KOELMEL,  P.O.  Box  38,  Boston, 
N.  Y.  14025. 


BROCKPORT,  N.  Y.,  Monroe  County.  General  Practitioner. 

CONTACT:  MRS.  GEORGE  STACK,  40  Sweden  HI.,  Brock- 

port,  N.  Y.  14420.  Tel.:  (716)  637-4481. 


BROCTON,  N.  Y.,  Chautauqua  County,  General  Practitioner 
and  Specialist  in  any  field. 

CONTACT:  JAY  B.  OLSEN  (Mayor)  Highland  Avenue, 

Brocton,  N.  Y.  14716. 


CAPE  VINCENT,  N.  Y.,  in  Jefferson  County,  needs  a General 
Practitioner. 

CONTACT:  LYSLE  FAURET,  Town  Clerk,  Town  of  Cape 

Vincent,  Cape  Vincent,  N.  Y.  13616.  Tel.:  OL  4-5091. 


CARTHAGE,  N.  Y.,  Jefferson  County,  needs  doctors  with  a 
specialty  of  Anesthesiology,  Infernal  Medicine,  General 
Surgery  and  General  Practice. 

CONTACT:  G.  M.  GOULD,  Chairman,  Doctors'  Committee, 

128  North  Washington  Street,  Carthage,  N.  Y.  13619. 


CATO,  N.  Y.,  in  Cayuga  County,  needs  a General  Practi- 
tioner. 

CONTACT:  WALDO  McDOWELL,  Mayor,  Coto,  New 

York  13033.  Tel.:  626-2129. 


CHATEAUGAY,  N.  Y.,  in  Franklin  County,  needs  a General 
Practitioner. 

CONTACT:  JOHN  LYONS,  Treasurer,  Farmers’  National 

Bank,  Tel.:  497-3181  or  JOSEPH  J.  PEZZULO,  M.D., 

Main  Street,  Chateaugay,  N.  Y.  1 2920.  Tel.:  497-2941. 


876  New  York  State  Journal  of  Medicine  / March  15,  1969 


WGO-10 


CHERRY  VALLEY,  N.  Y.,  in  Otsego  County,  needs  a General 
Practitioner. 

CONTACT:  WILKIE  T.  MADDOX,  Secretary,  Chamber  of 

Commerce,  P.  O.  Box  65,  Cherry  Valley,  N.  Y.  13320. 
Tel.:  AN  4-6021. 


COHOCTON,  N.  Y.,  in  Steuben  County,  needs  a Genera 
Practitioner.  Sears  Foundation  put  up  new  medico' 
building  here. 

CONTACT:  RICHARD  L.  WAGNER,  Box  234,  Cohocton 

Area  Medical  Center,  Cohocton,  N.  Y.  14826.  Tel.: 
(716)  384-5512. 


COLTON,  N.  Y.,  St.  Lawrence  County,  needs  General  Prac- 
titioner. 

CONTACT:  MR.  GEORGE  TIFFANY,  Secretary,  Racquette 

Valley  Chamber  of  Commerce,  P.O.  Box  116,  Colton, 
N.  Y.  13625. 


COPENHAGEN,  N.  Y.,  Jefferson  County.  General  Practi- 
tioner. 

CONTACT:  MR.  FRANCIS  FOY,  Deer  River,  N.  Y.  13627. 

Tel.:  (315)688-2887. 


CORNING,  N.  Y.,  in  Steuben  County,  needs  a General  Practi- 
tioner and  Specialists  in  Internal  Medicine  and  Ortho- 
pedics. 

CONTACT:  Professional  Development  Committee,  Corning 

Hospital  Medical  Staff,  Corning  Hospital,  Corning,  N.  Y. 
14830.  Tel.:  (607)  XF  (6-4611. 


CORTLAND,  N.  Y.,  in  Cortland  County,  needs  the  services  of  a 
General  Practitioner  and  a Specialist  in  Internal  Medi- 
cine and  Ear,  Nose  and  Throot. 

CONTACT:  THEODORE  I.  JACOBUS,  M.D.,  6 Euclid  Avenue, 
Cortland,  N.  Y.  13045.  Tel.:  SK  6-6545. 


CROGHAN,  N.  Y.,  in  Lewis  County,  needs  a General  Prac- 
titioner immediately. 

CONTACT:  HARRY  NORTZ,  Mayor,  Village  of  Croghan, 

Box  149,  N.  Y.  13327. 


CUBA,  N.  Y.,  in  Allegany  County,  needs  a General  Practi- 
tioner and  a Specialist  in  General  Surgery. 

CONTACT:  Cuba  Memorial  Hospital,  West  Main  St.,  Cuba' 
N.  Y.  14727.  Tel.:  488. 


DANNEMORA,  N.  Y.,  in  Clinton  County,  needs  a General 
Practitioner. 

CONTACT:  WILLIAM  E.  DONAHUE,  Mayor,  Village  of 

Dannemora,  N.  Y.  12929.  Tel.:  492-3151. 


DELHI,  N.  Y.,  Delaware  County,  Needs  General  Practitioner 
and  Specialist  in  Obs-Gyn. 

CONTACT:  MR.  J.  P.  OLIVER,  86  Main  Street,  Delhi,  N.  Y. 
1 3753. 


ELLICOTTVILLE,  N.  Y.,  Cattaraugus  County,  General  Practi- 
tioner. 

CONTACT:  MR.  THOMAS  J.  COLAMONICO,  President, 

Chamber  of  Commerce,  Ellicottville,  N.  Y.  14731.  Tel.: 
699-2236. 


ELMIRA,  N.  Y.,  Chemung  County.  Four  Board  Eligible  Pedia- 
tricians. 

CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  W.  Water 

Street,  Elmira,  N.  Y.  1 4905. 


FORT  COVINGTON,  N.  Y.,  Franklin  County.  General  Practi- 
tioner. 

CONTACT:  MR.  THOMAS  C.  CAVANAUGH,  Supervising 

Principal,  Salmon  River  Central  School,  Fort  Covington, 
N.  Y.  1 2937. 


FULTON,  N.  Y.,  Oswego  County.  General  Practitioner  and 
Specialist  in  Urology. 

CONTACT:  EUGENE  W.  ANTHONY,  M.D.,  Fourth  Street' 

Fulton,  N.  Y.  1 3069  or  MR.  LOUIS  C.  BROWN,  Adminis- 
trator, Lee  Memorial  Hospital. 

GALWAY,  N.  Y.,  Saratoga  County.  General  Practitioner. 

CONTACT:  MR.  DAVID  GEARHART,  R.D.  #1,  Galway,  N.  Y. 
1 2074. 


GENESEO,  N.  Y.,  in  Livingston  County,  needs  a General 
Practitioner. 

CONTACT:  THE  REV.  R.  E.  HUTTON,  21  Main  Street, 

Geneseo,  New  York  1 4454. 


GOUVERNEUR,  N.  Y.,  St.  Lawrence  County,  needs  General 
Practitioner  and  a Specialist  in  Obstetrics  and  Gynecol- 
ogy. 

CONTACT:  W.  B.  VAN  SLYKE,  M.D.,  President,  Medical 

Staff  of  the  Edward  John  Noble  Hospital,  77  West 
Barney  Street,  Gouverneur,  N.  Y.  1 3642. 


GREENVILLE,  N.  Y.,  in  Greene  County,  needs  a General 
Practitioner. 

CONTACT:  KENNETH  BOTT,  M.D.,  Greenville,  N.  Y.  1 2083. 
Tel.:  (518)966-8112. 


GREENWOOD,  N.  Y.,  in  Steuben  County,  needs  a General 
Practitioner  immediately. 

CONTACT:  VIRGIL  H.  HUSSEY,  Greenwood,  N.  Y.  14839, 
Tel.:  225-4522  or  ORVILLE  MATTHEWS,  Tel.:  225- 

4575. 


HARPURSVILLE,  N.  Y.,  in  Broome  County,  needs  a General 
Practitioner. 

CONTACT:  MR.  WHITNEY  R.  TITUS,  Chairman,  Medical 

Committee,  R.D.  No.  2,  Harpursville,  N.  Y.  13787. 


HILTON,  N.  Y.,  in  Monroe  County,  needs  a General  Practi- 
tioner. 

CONTACT:  Village  of  Hilton,  Hilton,  N.  Y.  14468. 


HOLLAND  PATENT,  N.  Y.,  in  Oneida  County,  needs  a Gen- 
eral Practitioner  immediately. 

CONTACT:  MR.  RENO  A.  B.  VENTRE,  Chairman,  Holland 

Patent  Physician  Committee,  P.O.  Box  1 77,  Holland 
Patent,  N.  Y.  13354.  Tel.:  (315)  865-531  1 or  865- 
8633. 
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HIGHLANDS,  N.  Y.,  Orange  County,  General  Practitioner. 

CONTACT:  CHIEF  DANIEL  BONEBRAKE,  Town  Hall,  213 

Main  Street,  Highlands  Falls,  N.  Y.  10928. 


HOLLEY,  N.  Y.,  in  Orleans  County,  needs  a General  Prac- 
titioner. 

CONTACT:  ARNOLD  O.  RILEY,  M.D.,  68  Gidder  Street, 

Holley,  N.  Y.  14470.  Tel.:  (716)  638-6707. 


HUDSON,  N.  Y.,  in  Columbia  County,  needs  four  General 
Practitioners  and  a Specialist  in  Internal  Medicine. 

CONTACT:  JOHN  L.  EDWARDS,  M.D.,  555  Union  Street, 
Hudson,  N.  Y.  1 2534— and  E.  P.  GINOUVES,  M.D.,  356 
Union  Street,  Hudson,  N.  Y.  12534.  Tel.:  (518)  828- 
5145. 


INTERLAKEN,  N.  Y.  and  WATERLOO,  N.  Y.,  in  Seneca  County, 
need  a General  Practitioner. 

CONTACT:  CHARLES  M.  SMITH,  M.D.,  Secretary,  Seneca 

County  Medical  Society,  128  E.  Main  St.,  Waterloo, 
N.  Y.  13165. 


KEESEVILLE,  N.  Y.,  in  Essex  County,  needs  a General  Practi- 
tioner. 

CONTACT:  MR.  WILLIAM  W.  DOWNES,  President,  Chamber 
of  Commerce,  Keeseville,  N.  Y.  1 2944.  Tel.:  (51  8)  561- 
7000. 


LAKE  PLACID,  N.  Y.,  Essex  County,  needs  one  or  more  G.P.’j 
and/or  Specialists  in  Internal  Medicine,  Ophthalmology, 
Psychiatry,  etc. 

CONTACT:  MR.  LOUIS  P.  SCIBETTA,  Physician  Recruitment 
Center,  Placid  Memorial  Hospital,  Lake  Placid,  N.  Y. 
12946.  Tel.:  (518)  523-331  1. 


LEXINGTON,  N.  Y.,  Greene  County,  requires  a General 
Practitioner  or  a Specialist  in  Internal  Medicine. 

CONTACT:  Mr.  HAROLD  S.  RAGUE,  Lexington,  New  York 
12452.  Tel.:  (518)  989-6707. 


LONG  LAKE,  Hamilton  County,  N.  Y.,  needs  a General  Prac- 
titioner. 

CONTACT:  Medical  Procurement  Committee,  P.O.  Box 

83,  Long  Lake,  N.  Y.  1 2847. 


MARLBORO,  N.  Y.,  Ulster  County.  General  Practitioner. 

CONTACT:  Mr.  MICHAEL  CANOSA,  Town  Supervisor, 

Indian  Rd.,  Marlboro,  New  York  1 2542.  Tel.:  SW 
5-9561. 


MEDINA,  N.  Y.,  Orleans  County.  One  or  more  General 
Practitioners  and  Specialists  in  Urology  and  Cardiology. 
Medical  Scholarships  available  to  students. 

CONTACT:  ALLEN  J.  PEREZ,  JR.,  Adm.,  Medina  Memorial 

Hospital,  Medina,  N.  Y.  14103.  Tel.:  (716)  798-2000. 


MILLBROOK,  N.  Y.,  in  Dutchess  County,  needs  a General 
Practitioner.  New  Medical  Center  planned. 

CONTACT:  GORDON  MacKENZIE,  M.D.,  Millbrook,  N.  Y. 

12545.  Tel.:  (914)  677-3025. 


MONTICELLO,  N.  Y.,  Sullivan  County.  Pediatrician. 

CONTACT:  G.  GAVIS,  M.D.,  Monticello  Medical  Group, 

410  Broadway,  Monticello,  N.  Y.  12701.  Tel.:  (914) 
794-4900. 


MORAVIA,  N.  Y.,  in  Cayuga  County,  needs  a General  Prac- 
titioner. 

CONTACT:  C.  T.  YARINGTON,  M.D.,  6 West  Cayuga  St., 
Moravia,  N.  Y.  13118. 


NEWARK,  N.  Y.,  in  Wayne  County,  needs  a General  Practi- 
tioner and  Specialists  in  Psychiatry,  Pediatrics  and  In- 
ternal Medicine. 

CONTACT:  FRANK  R.  HENNE,  M.D.,  Director,  Newark  State 
School,  529  Church  Street,  Newark,  N.  Y.  1451  3. 


NEWARK  VALLEY,  N.  Y.,  in  Tioga  County,  General  Practi- 
tioner. 

CONTACT:  MRS.  HAROLD  BARTZ,  Secretary,  The  Doctor 

Committee,  R.D.  No.  1,  Box  22,  Newark  Valley,  N.  Y. 
1381 1. 


NEW  HAVEN,  N.  Y.,  in  Oswego  County,  needs  a General 
Practitioner. 

CONTACT:  MR.  VERNON  E.  RANK,  Box  84,  New  Haven, 

N.  Y. 


NICHOLS,  N.  Y.,  Tioga  County.  General  Practitioner. 

CONTACT:  JACKIE  LEACH,  Pamela  Drive,  Nichols,  N.  Y. 

13812. 


NORFOLK,  N.  Y.,  in  St.  Lawrence  County,  needs  a General 
Practitioner. 

CONTACT:  Development  Corporation  of  Norfolk,  Norfolk, 

N.  Y.  13668. 


NORTH  ROSE,  N.  Y.,  in  Wayne  County,  needs  Doctors  in  any 
field.  Has  new  Sears  Medical  Center. 

CONTACT:  BERNARD  FARNSWORTH,  Chamber  of  Com- 

merce, North  Rose,  N.  Y.  14516.  Tel.:  (315)  587-2291. 

NORTH  UTICA,  N.  Y.,  Oneida  County,  needs  a GP. 

CONTACT:  ROBERT  H.  CROSS,  M.D.,  1 509  Genesee  Street, 
Utica,  New  York  13501.  Tel.:  (315)  RA  4-5656. 


OLD  FORGE,  N.  Y.,  Herkimer  County,  General  Practitioner. 

CONTACT:  MRS.  BARBARA  G.  HALL,  Administrator,  Town  of 
Webb  Health  Center,  Old  Forge,  N.  Y.  13420. 


NOTICE 


The  editorial  department  of  WHAT  GOES  ON  regrets  that 
it  has  had  to  curtail  its  publication  of  New  Jersey  meetings 
and  courses  since  it  has  become  a part  of  the  NEW  YORK 
STATE  JOURNAL  OF  MEDICINE. 
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Set  the  example — 
have  periodic  health  examinations! 


simnlicit 


motion  study  shows;  ease  and  rapidity  of  use 
for  potent  bronchodilation  and  decongestion 


Older-style  units  must  be 
hurriedly  assembled  at  time 
of  patient's  need. 


Bronkometer  tpr  eliminates 
waste  motions.  Just  twist  away 
mouthpiece  and  press  top. 


twist  • press  • relief 


Bronkometer 

(isoetharine  0.6% ; phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


in  bronchial  asthma,  emphysema,  chronic  bronchitis 

• Always  ready  for  instant  use.  No  assembly,  no  loose  pieces. 

• Closed,  clean  dispenser.  Mouthpiece  stays  cleaner,  unit  can't 
activate  accidentally. 

• Requires  no  shaking.  Bronkometer  formula  is  a solution, 
not  a suspension. 

• Unique  formula  with  Isoetharinef  acts  with  minimal 
sympathomimetic  side  effects. 

t Dilabron®,  brand  of  isoetharine 


COMPOSITION:  Each  ml  of  solution  supplies  at 
the  mouthpiece  20  metered  doses  of  350  meg  iso- 
etharine methanesulfonate  (0.6%),  70  meg  phenyl- 
ephrine HCI  (0.125%)  and  30  meg  thenyldiamine 
HCI  (0.05%)  with  saccharin  and  menthol  plus  fluo- 
rochlorohydrocarbons  as  inert  propellants.  Pre- 
served with  ascorbic  acid  0.1%  and  alcohol  30%. 
RECOMMENDED  DOSAGE:  The  average  dose  is 
one  or  two  inhalations.  Occasionally,  more  may  be 
required.  It  is  important,  however,  to  wait  one  full 
minute  after  the  initial  one  or  two  inhalations  in 
order  to  be  certain  that  another  is  necessary.  In 
most  cases,  inhalations  need  not  be  repeated  more 
often  than  every  four  hours,  although  more  fre- 
quent administration  may  be  necessary  in  severe 
cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively 
free  of  toxic  side  effects,  too  frequent  use  may 
cause  tachycardia,  palpitation,  nausea,  headache, 
changes  in  blood  pressure,  anxiety,  tension,  rest- 
lessness, insomnia,  tremor,  weakness,  dizziness 


and  excitement  as  is  the  case  with  other  sympa- 
thomimetic amines.  Bronkometer  should  not  be 
administered  along  with  epinephrine  or  other  sym- 
pathomimetic amines  as  such  drugs  are  direct 
cardiac  stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if  desired. 
Dosage  must  be  carefully  adjusted  in  patients  with 
hyperthyroidism,  hypertension,  acute  coronary 
disease,  cardiac  asthma,  limited  cardiac  reserve 
and  in  individuals  sensitive  to  sympathomimetic 
amines,  since  over-dosing  may  result  in  tachycar- 
dia, palpitation,  nausea,  headache  or  epinephrine- 
like side  effects. 

HOW  SU  PPL  I ED:  Bronkometer  tpr  Actuator  and  10 
ml  Refill  (Code  No.  1184);  Bronkometer  10  ml 
Refill  only  (Code  No.  1183);  Bronkometer  10  ml 
Vial  with  Oral  Nebulizer  (Code  No.  1 193);  Bronko- 
meter 20  ml  Vial  with  Oral  Nebulizer  for  desk  or 
bedside  (Code  No.  1 182). 

MilWI  BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


The  tab  is  as  small  as  the  tablet!  Only  pennies  per  dose! 

One-third  to  one-half  less  than  another  leading  penicillin  G tablet.* 

And  they're  one-half  to  one-third  smaller  than  other  leading  brands  . . . 
an  important  consideration  for  your  younger  and  older 
patients  with  "pill  swallowing”  problems. 

Tiny  as  they  are,  each  Pfizerpen  Tablet  bears  both  the  Pfizer 
imprint  and  the  dosage  strength:  200,000,  250,000  and 
400,000  units.  Dispensing  is  more  accurate — much  safer. 

Why  prescribe  a more  expensive  brand? 

It’s  no  better.  Just  bigger.  Harder  to  swallow. 

In  more  ways  than  one.  Pfizerpen — from  the 
manufacturer  who  first  made  penicillin  generally 
available  for  clinical  practice. 

Also  available:  Pfizerpen  Poudcr for  Syrup,  400,000 
units  5 cc.  reconstituted.  Bottles  of  80  cc.  and  150  cc. 

’Based  on  manufacturers'  published  direct  price  to  retailer 
per  single  bottle  of  100  tablets. 
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heavenly  relie i 
for  unearthly  cough 


Benylin 

EXPECTORANT 


*■ 


> 


aptro 


Each  fluidounce  contains:  80  mg 
Benadryl  - (diphenhydramine 
hydrochloride,  Parke-Davis), 
12  grains  ammonium  chloride, 
5 grains  sodium  citrate, 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  fox 
control  of  coughs  due  to  colds  ox 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  1V2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a new  reason 
for  prescribing  Mellaril 

^ (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines.  I 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System- 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 
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Mr.  Asthmatic 
worries 

ajpt . 

about 
air... 


BRONKOTABS 


Gives  him  potent  bronchodilation 
...decongestion... 
expectorant  action 


Helps  relieve  his  attacks, 
helps  keep  him  free  of  attacks 


You  can  expect  more  from  Bronkotabs. 

It  bronchodilates,  but  its  extra  decongestant, 
expectorant  and  calming  actions  provide 
more  comprehensive  relief  for  the  asthmatic. 
He  worries  a great  deal  less  about  air 
when  he  is  on  Bronkotabs. 

TOR  RELIEF  or  ATTACKS  OF  ASTHMA.  CHRONIC  BRONCHITIS.  EMPHYSEMA 

BRONKOTABS* 

Cach  'ablat  contain*  aphadrlna  aultata  24  mg;  glyceryl  guaiacolata  100  mg;  theophylline 
ton  mg,  phenobarbitai  8 mg  (warning-may  be  habit-lo'ming);  thanyldlamlno  HCI  10  mg. 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not  t 
exceed  five  times  daily.  Children  over  six : one  half  adult  dose.  Dosag 
should  be  adjusted  to  the  severity  of  the  condition  and  response  of  th 
individual  patient. 

PRECAUTIONS:  With  Bronkotab  therapy,  sympathomimetic  sid 
effects  are  minimal,  and  there  are  none  of  the  dangers  of  side  effect 
associated  with  steroid  therapy.  However,  frequent  or  prolonged  us 
may  cause  nervousness,  restlessness  or  sleeplessness.  Bronkotab 
should  be  used  with  caution  in  the  presence  of  hypertension,  heai 
disease,  diabetes  or  hyperthyroidism. 

SUPPLIED : Bottles  of  100  and  1,000  scored  tablets. 


BREON  LABORATORIES  INC. 

90  Park  Avonuo,  Now  York,  N.  Y.  10016 


With  the 


ICIUINASE- 


nonpen1 


fonduuform'S 


broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


^hemolvt/c 

/ EPT°CO cci 


rj£vwoiv 


BfrCTEPO 


ST«epr 


3pC/ 


OCo 


-o  - 


staphvlococc. 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Sal  monel  lae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis ) and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg./ Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polycillin 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./Kg./day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60.  80  and  150 
ml.  bottles.  250  mg./  5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
ii-i/2/w  A. H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


hibadub  lubadllb 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 

Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  f ever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 

badubdub  lubadul 


Xnxiety  is  expected  in  the  cardiovascular 
jatient.  A little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
i:ardiovascular  symptoms,  your  help  may 
be  needed. 

slaturally,  you'll  want  to  reassure  the  patient. 

\nd  perhaps  prescribe  Equanil  (meprobamate) 
is  adjunctive  therapy.  It  helps  relieve  anxiety 
bnd  tension  specifically,  yet  gently. 

Almost  15  years’  use  has  shown  that  Equanil 
Is  usually  well  tolerated  as  well  as  effective, 
bide  effects  are  generally  limited  to  transient 
prowsiness;  serious,  therapy-interrupting  side 
effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
Known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 
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ONE  OF  THE  TRUE 
ATURAL  WONDERS 
OF  THE  WORLD. 


p rm 


Long  admired  as  just  a cow, 
she’s  finally  ready  to  take  herplace 
as  one  of  man’s  great  treasures. 

She  gives  us  milk.  Pure,  whole 
wonderful  milk. 

Unfortunately,  not  enough 
people  know  how  much  milk  and 
the  other  dairy  foods  contribute 
to  mankind. 

They  should  be  aware  that 
dairy  foods  supply  the  American 
diet  with  76%  of  its  calcium, 
44%  of  its  riboflavin,  38%  of 
its  phosphorus,  23%  of  its 
protein,  12%  of  its  vitamin  A 
value  and  10%  of  its  thiamine. 

And,  too,  that  milk  assumes  a 
vital  role  in  a complete  balanced 
diet  of  meat,  breads  and 
cereals,  fruits  and  vegetables 
and  dairy  foods. 

You  can  help.  You  can  inform. 
As  a professional,  people  will 
listen  to  you. 

If  you  don’t  have  all  the 
information  you  need,  we  can 
help. 

We  have  free  materials  for  you 
to  read  or  let  others  read.  All 
the  latest  on  milk’s  contribution 
to  a balanced  diet.  All  you  have 
to  do  is  send  for  them. 

Then,  together,  we  can  put 
the  noble  cow  on  her  rightful 
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DAIRY  COUNCIL  OF 
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Name  _ 
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Medical  Meeting ; 


Lecture  series  on  cancer 

The  Bronx-Lebanon  Hospital  Center  and  the 
American  Cancer  Society  are  sponsoring  a spring 
lecture  series  on  “Diagnostic  Advances  in  Can- 
cer Diagnosis”  to  be  held  on  May  13  and  20  and 
June  10,  at  9:00  P.M.,  in  Murray  Cohen  Au- 
ditorium, Concourse  Division,  Bronx-Lebanon 
Hospital,  Grand  Concourse  and  Mt.  Eden 
Parkway,  The  Bronx. 

The  topics  and  speakers  are  as  follows: 

— May  13,  “Diagnostic  Radiology:  Chest 

Tumors,”  Alfred  Bernstein,  M.D.,  director,  De- 
partment of  Radiology. 

— May  20,  “Diagnostic  Radiology:  Gastro- 
intestinal Tumors,”  Arnold  Freed,  M.D.,  as- 
sociate radiologist,  Department  of  Radiology. 

— June  10,  “Diagnostic  Cytology  in  Cancer; 
Gynecologic  Cytology,”  Ralph  Richart,  M.D., 
pathologist,  Sloan  Hospital  for  Women;  “Ex- 
tragenital Cytology,”  Steven  I.  Hajdu,  M.D., 
assistant  attending  pathologist,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases. 

Teratology  Society  to  meet 

The  ninth  annual  meeting  of  The  Teratology 
Society  is  to  be  held  on  July  7 through  11,  at 
Crystal  Mountain,  Washington  (near  Seattle). 

For  further  information  write  to:  Chester 

A.  Swinyard,  M.D.,  Ph.D.,  secretary-treasurer, 
The  Teratology  Society,  room  700,  345  East 
46th  Street,  New  York  City  10017. 

Postgraduate  course  in  applied 
gynecologic  pathology 

The  annual  postgraduate  course  in  Applied 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Gynecologic  Pathology,  sponsored  jointly  y 
The  State  University  of  New  York  Downst® 
Medical  Center  and  The  Long  Island  Jew:i 
Hospital,  will  be  held  on  fifteen  consecutie 
Thursdays,  from  1:00  to  4:00  p.m.,  beginniz 
August  7,  at  The  Long  Island  Jewish  Hospil  . 
New  Hyde  Park. 

The  course  will  stress  correlation  bet  wen 
clinical  aspects  and  pathology.  The  subjit 
matter  will  be  covered  by  lantern  slide  presenif 
tion,  scopicon  microscopic  projection,  a 1 
demonstration  of  gross  specimens.  The  fill 
portion  of  each  session  will  be  devoted  to  ini- 
vidual  examination  of  class  slides. 

The  following  staff  members  of  The  Lo  ( 
Island  Jewish  Hospital  and  Downstate  Medid 
Center  will  give  the  course:  Henry  I.  Colmel 

M.D.,  Alexander  H.  Rosenthal,  M.D.;  Jams 
I.  Berkman,  M.D.;  Donald  J.  Casper,  M.I; 
Norbert  Platt,  M.D.;  and  Alan  Gibstei, 
M.D. 

Registration  is  limited  to  20,  and  tuiti  i 
fee  is  $100.  Students  are  requested  to  provi) 
their  own  microscopes. 

Applications  should  be  sent  to:  Mrs.  Evel;i 

Bennett,  secretary,  committee  on  medical  edi 
cation,  The  Long  Island  Jewish  Hospital,  Nd 
Hyde  Park,  New  York  11040. 


Cytologists  to  meet 

The  seventeenth  annual  scientific  meeting 
the  American  Society  of  Cytology  will  be  he 
on  November  6 through  8,  at  the  Palmer  Hous 
Chicago,  Illinois. 

For  further  information  contact: 

Warren  R.  Lang,  M.D.,  secretary-treasurt 
7112  Lincoln  Drive,  Philadelphia,  Pennsylvan 
19119. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  tostay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  “it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 
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Books  Reviewed 


Instructions  for  Patients.  By  H.  Winter  Grif- 
fith, M.D.  Quarto  of  670  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Loose  Leaf,  $25. 

This  book  has  been  written  because  of  a lack 
of  exact  communication  between  physician  and 
patient.  “The  patients  do  not  remember  what 
their  doctors  tell  them.”  The  object  is  to 
present  the  patient  with  specific  printed  in- 
formation and  this  makes  it  possible  for  the 
busy  physician  to  ease  his  case  load.  The 
author  allows  one  to  copy  on  his  own  du- 
plicating machine;  however,  he  does  not  allow 
this  information  to  be  sold  except  through 
his  sources.  It  includes  all  the  fields  of  medi- 
cal practice.  Distinguished  consultants  aided 
in  compiling  this  work.  Information  and 
measurements  are  concisely  given  using  the 
customary  effective  measures  of  therapy. 
Diets,  illustrations,  and  index  are  included. 
The  format  is  excellent.  The  “compleat” 
physician  and  his  patients  will  profit  from 
this  work  in  his  hand.  Bernard  Seligman, 
M.D. 

Reconstructive  Anatomy:  A Method  for  the 

Study  of  Human  Structure.  By  Maurice 
Arnold,  M.B.  Quarto  of  529  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $10.75. 

The  basic  plan  of  this  new  book  of  human 
anatomy  is  to  build  up  the  structure  of  the 
body  from  its  skeletal  framework  in  the  dif- 
ferent regions  of  the  body.  This  is  done  by  a 
series  of  small,  line  drawings.  The  soft  tis- 
sues are  added  on  layer  by  layer  in  consecu- 
tive drawings  until  the  region  is  completely 
reconstructed. 

The  text  consists  almost  entirely  of  descrip- 
tions of  the  drawings,  calling  attention  to 
important  relationships  which  are  demon- 
strated. Although  the  principal  emphasis  of 
the  book  is  on  structural  relationships,  there 
are  short  descriptions  of  muscle  function  which 
are  concise  and  well  done. 

The  most  unique  feature  is  the  inclusion 
of  a 30-page  appendix  titled  “Principles  of 
Anatomy.”  This  is  divided  into  sections  on 
skeleton,  joints,  muscles,  nerves,  vessels,  and 
miscellaneous  structures.  Many  of  these  prin- 
ciples are  obvious,  even  to  the  novice,  but 
others  call  attention  to  facts  which  many 
experienced  anatomists  may  have  overlooked. 
Courses  in  gross  anatomy  are  often  criticized 
by  students  as  being  primarily  pure  memory 
work.  Dr.  Arnold  has  provided  many  ideas 
which  can  he  used  hy  either  teachers  or  stu- 


dents which  should  help  to  reduce  this  tedious 
aspect  of  anatomic  study. 

The  concept  of  building  the  body  from  the 
inside  out  is  also  quite  unique.  It  has  particu- 
lar value  in  relating  muscles  to  the  skeleton. 
The  greatest  disadvantage  is  that  this  is  not 
the  way  the  student  sees  the  human  body 
either  in  the  gross  anatomy  laboratory  or  in 
his  future  medical  practice.  For  this  reason, 
it  would  not  appear  to  be  ideal  as  a primary 
textbook  of  anatomy.  However,  it  certainly 
would  be  a valuable  addition  to  the  library  of 
any  teacher  of  gross  anatomy  and  also  would 
be  valuable  as  a second  source  of  information 
for  the  student.  George  B.  Talbert,  M.D. 

Surgery  of  Ptosis.  By  Sidney  A.  Fox,  M.D. 
Quarto  of  284  pages,  illustrated.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $15.75. 

In  this  book  the  author  aims  to  counteract 
a common  notion  among  ophthalmologists  that 
surgery  does  not  often  yield  satisfactory  cos- 
metic results.  He  tells  us  that  90  per  cent 
of  lid  ptosis  is  congenital  and  that  the 
anatomic  defect  is  mainly  a dystrophy  of  the 
levator  muscle.  Then  he  proceeds  to  explain 
his  method  of  determining  the  function  of  the 
levator  muscle  in  order  to  decide  how  much 
of  this  muscle  should  be  resected  surgically. 
The  book  is  well  written  and  well  illustrated. 

One  is  left  with  the  impression  that  the 
author  has  had  extensive  experience  in  this 
field  and  has  sufficient  faith  in  surgery  of 
ptosis  to  instill  such  confidence  in  his  readers. 
Emanuel  Krimsky,  M.D. 

Ultrastructure  of  the  Thyroid  Gland.  By 
A.  Lupulescu,  M.D.,  and  A.  Petrovici,  M.D. 
Quarto  of  168  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1968. 
Cloth,  $8.25. 

Lupulescu  and  Petrovici,  of  Bucharest,  have 
consolidated  their  many  contributions  to  the 
knowledge  of  the  ultrastructure  of  the  thyroid 
gland  with  those  of  other  internationalists. 

New  areas  of  research  in  this  “golden  age” 
of  cytology  have  been  probed  in  the  intracellu- 
lar functions  as  determined  by  cytology,  mor- 
phology, and  microbiochemical  investigations. 
In  the  near  future,  these  should  lead  to  more 
precise  information  in  the  early  detection  of 
disease  and  improved  therapy.  Electron 
microscopy  in  humans,  as  well  as  animals; 
the  normal  and  pathologic  gland ; and  the 
effects  of  various  drugs  and  factors  dependent 
on  pituitary  interrelationships  are  portrayed 

continued  on  page  902 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psy- 
chotherapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs, 
social  service  work  with  families,  family  therapy  and  an  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of 
each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  arc  now  available  on  grounds.  The  School 
Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville 
Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


A SPECIAL  INVESTMENT 
MANAGEMENT  SERVICE 


Creative,  vital  management, 
oriented  to  asset  growth  for  a 
limited  number  of  individuals, 
trusts,  estates,  pension  funds  and 
others  with  sizable  portfolios, 
Loeb,  Rhoad  es  stresses  per- 
formance by  marshaling  its  full 
investment  resources  for  the  use 
of  the  portfolio  manager, 
a highly  motivated  pro- 
fessional who  translates 
the  firm's  capabilities  into 


a dynamic  program  directed 
toward  the  clients'  objectives. 
Charges  are  on  an  agreed 
fee  basis. 

You  are  invited  to  write  for 
a description  of  our  Investment 
Management  Service.  Address 
Department  IM-D. 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient's  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year's  harvest. 


time  to  calm  the  patient's  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management ...  an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  "ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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Medical  News 


Clinical  scientist  winner  of 
Albion  0.  Bernstein,  M.D.,  Award 

Baruch  S.  Blumberg,  M.D.,  Ph.D.,  of  the 
Institute  for  Cancer  Research,  Philadelphia, 
Pennsylvania,  was  the  winner  of  the  1969, 
$1,500  national  Albion  O.  Bernstein,  M.D., 
Award,  given  by  Morris  J.  Bernstein  under  the 
auspices  of  the  Medical  Society  of  the  State  of 
New  York  “to  the  physician,  surgeon,  or  scien- 
tist who  shall  have  made  the  most  widely 
beneficial  scientific  discovery  in  medicine, 
surgery,  or  prevention  of  disease  during  the 
period  November  23,  1967,  to  November  23, 
1968.” 

At  the  opening  session  of  the  House  of 
Delegates  of  the  State  Medical  Society,  the 
award  was  presented  to  Dr.  Blumberg  in  recog- 
nition of  his  “discovery  of  a possible  virus, 
which  may  be  the  cause  of  hepatitis,  his  review 
of  man’s  varying  response  to  this  agent,  and  its 
relationship  to  Australia  antigen  (Au)  which 
has  provided  a synthesis  of  interrelationship 
between  host  and  infecting  agent  which  may  be  j 
applicable  to  many  diseases.” 

The  following  is  a synopsis  of  the  nomination 
submitted  by  Timothy  R.  Talbot,  Jr.,  M.D., 
of  the  Institute  for  Cancer  Research,  to  the 
Committee  on  Prize  Awards  of  the  State  Medi- 
cal Society: 

Baruch  S.  Blumberg,  M.D.,  Ph.D.,  has  made 
a contribution  to  medicine  over  the  past  year 
that  may  be  as  outstanding  as  any  other 
scientific  discovery  in  this  field  for  the  past 
several  decades.  His  discovery  of  a possible 
virus  which  may  be  the  cause  of  hepatitis 
primarily  following  blood  transfusion,  his 
reviewing  of  man’s  varying  degree  of  re- 
sponse to  this  agent,  and  the  dependence  of 
this  response  on  a combination  of  acquired 
and  inherited  factors,  has  provided  a syn- 
thesis of  the  interrelationships  between  the 
host  and  infecting  agent  which  may  be  ap- 
plicable to  many  diseases.  Certainly  this 
monumental  accomplishment  did  not  all 
come  about  in  one  year,  but  the  final  devel- 
opment of  his  studies  in  this  field  was  ac- 
complished during  the  past  year,  and  it  is 
during  this  time  that  he  has  been  able  to  fi- 
nalize the  concept. 

Dr.  Blumberg  has  had  a distinguished  career 
as  a clinical  research  scientist  with  a back- 
ground and  major  interest  in  population  genet- 
ics. The  technics  that  led  to  his  current  con- 
tribution were  developed  in  1961,  when  he 
conceived  of  the  notion  that  patients  who  had 

Material  for  inclusion  in  the  medical  news  section  must  ! 
he  received  six  weeks  prior  to  publication  date. 
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helps  alleviate 
these  symptoms 

intermittent  claudication,  pain,  ache,  spasm, 
paresthesias,  numbness,  coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger’s  disease),  diabetic  vas- 
cular disease,  night  leg  cramps,  Raynaud’s 
phenomenon  and  disease,  ischemic  ulcers, 
acrocyanosis,  acroparesthesia,  frostbite, 
livedo  reticularis,  thrombophlebitis,  cold 
feet /legs /hands 

Contraindication:  Acute  myocardial  infarc- 
tion. Precautions:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe  angina  pec- 
toris, thyrotoxicosis.  Adverse  Reaction: 
Occasional  palpitation.  Dosage:  Usual 
effective  dosage  Vi  to  1 tablet  t.i.d.  or  q.i.d.; 
increased,  if  necessary,  to  2 tablets  t.i.d.  or 
q.i.d.  Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased  gradu- 
ally to  1 cc.  one  or  more  times  daily,  as 
needed.  Supplied:  Tablets,  6 mg.,  scored; 
bottles  of  100  and  1000.  Parenteral,  5 mg. 
percc.,  1 cc.  ampuls  (5  per  box);  10  cc. 
multiple-dose  vials  (1  per  box).  Consult 
product  brochure. 


IMS 


USV  PHARMACEUTICAL  CORP 

New  York,  N.Y.  10017 

Producers  of  DBU-TD  (phenformin  HC1) 
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Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin.  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 

works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 

See  adjacent  page  for  brief  summary  of  prescribing  information. 
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received  many  blood  transfusions  would  develop 
antibodies  against  antigenic  components  of  the 
transfused  blood.  He  used  the  serum  from 
hemophiliac  patients  who  had  received  mul- 
tiple transfusions  to  search  for  polymorphisms 
of  human  serum  proteins,  and  has  been  re- 
sponsible for  the  development  of  this  field  with 
his  many  important  original  contributions.  It 
was  with  the  use  of  this  technic  that  he  hoped 
to  determine  differences  in  susceptibility  to 
disease  among  individuals  and  populations. 
His  discovery  of  Australia  antigen  in  1964 
provided  a major  step  in  this  direction.  The 
early  characterization  of  the  antigen  and  the 
production  of  a specific  antiserum  in  rabbits 
followed  soon  thereafter.  He  has  subsequently 
described  the  distribution  of  Australia  antigen 
in  many  different  populations  and  diseases. 

New  journal  of  ophthalmology  founded 

Ophthalmologists  and  members  of  allied 
disciplines  are  invited  to  submit  manuscripts 
on  theoretical,  experimental,  or  clinical  sub- 
jects, as  well  as  reports  of  regional  or  national 
society  meetings,  to  the  newly  founded  Annals 
of  Ophthalmology. 

The  policy  of  the  new  journal  includes  the 
following: 

1.  To  publish  the  many  articles  that  oph- 
thalmological  journals  printed  in  the  English 
language  now  must,  of  necessity,  reject  for  lack 
of  space. 

2.  To  reduce  the  time  lapse  between  sub- 
mission of  papers  and  their  publication,  thus 
expediting  the  availability  of  information.  The 
editors  will  endeavor  to  publish  manuscripts 
within  six  months  of  acceptance  date. 

3.  To  provide  a multidisciplinary  medium 
for  the  open  discussion  of  new  and  emerging 
ideas  in  all  phases  of  ophthalmology,  including 
minority  and  conflicting  viewpoints. 

4.  To  augment  the  professional  literature  on 
general  ophthalmology  by  the  rapid  dissemina- 
tion of  theoretical,  investigative,  medical,  and 
surgical  ophthalmology. 

The  editorial  consultant  is  Morris  Fishbein, 


M.D.,  and  the  editor  is  John  G.  Bellows,  M.D. 

Manuscripts  and  inquiries  are  to  be  mailed  to: 
editorial  correspondent,  Annals  of  Ophthal- 
mology, 30  North  Michigan  Avenue,  Chicago, 
Illinois  60602. 

Laboratory  of  reproductive 
pharmacology  designated  by  WHO 

The  World  Health  Organization  has  named 
The  Laboratory  of  Reproductive  Pharmacology 
of  the  New  York  Medical  College’s  Depart- 
ments of  Pharmacology  and  Obstetrics  and 
Gynecology  as  the  organization’s  International 
Reference  Center  for  the  Biology  of  Spermato- 
zoa. 

The  appointment  was  effective  January  1 and 
is  for  three  years.  Matthew  Freund,  M.D.,  pro- 
fessor of  pharmacology,  will  be  the  principal  in- 
vestigator and  head  of  the  center. 

The  World  Health  Organization  sets  up  in- 
ternational reference  centers  as  “banks”  of 
authoritative  and  up-to-date  information  in 
specific  areas  of  biology  and  medicine,  supports 
research  and  training  programs  in  these  lab- 
oratories, and  also  channels  requests  for  specific 
information  to  the  proper  international  refer- 
ence center. 

The  research  program  of  the  new  center  will 
concentrate  on  standardizing  study  methods 
for  rating  human  semen  and  testis  specimens  to 
provide  the  “reference  working  standard” 
necessary  for  determining  the  actual  relation- 
ship between  human  sperm  characteristics  and 
fertility.  The  center  will  also  coordinate  studies 
throughout  the  world  on  sperm  production  and 
output  and  on  the  effects  of  drugs  and  hormones 
on  spermatozoa. 

Personalities 

Appointed.  Julius  E.  Stolfi,  M.D.,  clinical 
professor  of  medicine,  Downstate  Medical  Cen- 
ter and  director,  Department  of  Medicine  of 
The  Brooklyn  Hospital  division  of  the  Brook- 
lyn-Cumberland  Medical  Center,  as  Associate 
Dean  for  Clinical  Affairs  at  the  State  University 
of  New  York  Downstate  Medical  Center. 
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. . . NUMBER  FOUR  OF  A SERIES 


GREAT  AMERICANS 
WHO  WERE 
uucruKs... 


Rufus  Henry  Gilbert 

(1832-1885) 

As  a Civil  War  surgeon  with  the  Union 
forces.  Dr.  Gilbert  rose  to  the  rank 
of  Medical  Director  of  the  Fourteenth 
Army  Corps.  A business  career 
consumed  his  attention  after  the  war 
and  he  became  a driving  force  in 
the  building  of  New  York’s  Sixth 
Avenue  Elevated  Railway. 


WE  AT  GHI  live  in  a City  from  which  the  Sixth  Avenue  El  is  no  more  than  a 
memory.  Present-day  New  York  is  a City  where  approximately  one  out  of  ten 
people  is  a GHI  subscriber.  And,  gradually,  other  sections  of  the  State 
are  beginning  to  feel  GHI’s  impact. 

We  urge  you  to  become  either  a GHI  Participating  Family  Doctor  or  a 
Participating  Physician  because  it  is  something  worth  doing. 

GHI’s  kind  of  health  insurance  is  based  on  free  choice  of  doctor,  fee  for 
service,  a variety  of  plans  including  some  with  a wide  scope  of  benefits,  and 
allowances  commensurate  with  what  is  acceptable  to  the  great  majority 
of  practicing  physicians.  Your  participation  will  help  to  perpetuate  the  best 
kind  of  health  insurance  that  has  been  devised. 

Join  the  over  10,000  doctors  who  now  participate  in  GHI’s  Plans.  Write  to  us 
today  for  more  information  about  why  and  how  you  should  participate  in  GHI. 
Do  it  now  — while  you’re  thinking  about  it! 


Group  Health  Insurance,  Inc./ 227  West  40th  Street,  New  York,  N.Y.  10018/ Phone:  564-8900 


Medical  Schools 


Albany  Medical  Center 

Recent  appointment.  Kevin  D.  Barron, 
M.D.,  was  appointed  chairman,  Department  of 
Neurology,  effective  March  1.  He  also  serves 
as  a professor  in  the  College’s  neurology  and 
pathology  departments  and  as  neurologist-in- 
chief  at  Albany  Medical  Center  Hospital. 

Albert  Einstein  College  of  Medicine 

New  educational  center  for  health  sciences. 

The  approval  of  a Federal  grant  for  $3,003,252, 
toward  construction  costs  of  a 15-story  educa- 
tional center  for  health  sciences,  will  rise  within 
the  year  as  a result.  Total  cost  of  the  center, 
including  renovation  of  the  adjacent  Forch- 
heimer  Science  Building,  the  main  preclinical 
teaching  facility  at  present,  is  estimated  at 
$8,055,535,  and  supplementary  funds  to  meet 
construction  costs  are  expected  from  the  State 
of  New  York.  The  new  building  will  be  con- 
nected on  three  levels  with  the  Science  Building 
and  will  be  known  as  the  Charles  C.  and  Beulah 
Bassine  Educational  Center  for  Health  Sciences. 
The  new  building  will  permit  the  enrollment  of 
each  medical  class  to  increase  from  100  to  120 
more  students;  expansion  of  the  Department  of 
Community  Health;  more  teaching  labora- 
tories; expansion  of  the  College’s  Audio  Visual 
Department  as  well  as  an  enlargement  of  the 
closed-circuit  TV  teaching  networks;  more  room 
for  student  services;  institution  of  a large  com- 
puter and  biomathematics  center;  and  space 
for  an  office  of  education  concerned  with  cur- 
riculum revision  and  evaluation. 

Two  deans  appointed.  Announcement  was 
made  recently  of  the  appointment  of  two  as- 
sociate deans.  William  H.  Glazier  was  named 
associate  dean  for  administration  and  Labe  C. 
Scheinberg,  M.D.,  associate  dean  for  academic 
clinical  affairs.  Mr.  Glazier  joined  the  staff 
as  coordinator  for  regional  medical  programs  in 
April,  1968.  Dr.  Scheinberg  has  been  a member 
of  the  faculty  since  1956,  and  became  cochair- 
man of  the  Department  of  Neurology  in  1964. 
He  is  in  charge  of  the  clinical  training  programs 
for  house  officers  and  medical  students. 

Downstate  Medical  Center 

Chapter  established.  A Chapter  of  Sigma  Xi 
has  been  approved  by  the  national  organization 
and  will  be  officially  inaugurated  in  the  spring. 
Presently,  there  are  151  members  and  the  co- 
presidents are  Chandler  McC.  Brooks  and 
James  B.  Hamilton. 

Recent  appointments.  Recent  appointments 


announced  have  been:  Alfred  Hellreich,  M.D., 
clinical  instructor,  Dermatology ; Donald  E. 
Wilson,  M.D.,  instructor,  Jacob  L.  Cohen, 
M.D.,  Robert  E.  Wolf,  M.D.,  clinical  instruc- 
tors, Medicine;  Arthur  H.  Wolintz,  M.D., 
clinical  assistant  professor,  Neurology;  George 
Gombos,  M.D.,  associate  professor,  Sheldon 
Pass,  M.D.,  clinical  instructor,  Ophthalmology; 
William  Berger,  M.D.,  Mauricio  Milhoua,  M.D., 
clinical  instructors,  Otorhinolaryngology;  Peter 
Ravitz,  M.D.,  clinical  instructor,  Plastic  Surgery ; 
James  T.  Holmes,  M.D.,  lecturer,  Burton  E. 
Brownstein,  M.D.,  instructor,  Psychiatry; 
Yung  H.  Son,  M.D.,  clinical  assistant  professor, 
Radiology ; Robert  C.  Steinman,  M.D.,  clinical 
instructor,  Rehabilitation  Medicine;  and  Howard 
Tykot,  M.D.,  clinical  instructor.  Surgery. 

Recent  promotions.  Young  J.  Kim,  M.D., 
assistant  professor,  Joseph  V.  Cresci,  M.D., 
Richard  Waltman,  M.D.,  clinical  associate  pro- 
fessors, Obstetrics  and  Gynecology;  Julius  Chalfin, 
M.D.,  clinical  assistant  professor,  Ophthalmology ; 
Platon  J.  Collipp,  M.D.,  clinical  professor, 
Pediatrics;  Martin  D.  Davis,  M.D.,  clinical  as- 
sistant professor.  Psychiatry;  and  Giovanna 
Rasile,  M.D.,  and  George  D.  Lamber,  M.D., 
instructors,  Rehabilitation  Medicine. 

Faculty  notes:  Tsung  O.  Cheng,  M.D.,  clini- 

cal assistant  professor  of  medicine,  was  elected 
secretary,  Committee  on  Cardiovascular  Physi- 
ology, American  College  of  Chest  Physicians; 
John  P.  Craig,  M.D.,  associate  professor  of 
microbiology,  was  elected  president,  New  York 
Society  of  Tropical  Medicine;  Melvin  J.  Gold- 
berg, M.D.,  assistant  professor  of  rehabilitation 
medicine,  was  elected  secretary,  Section  on 
Physical  Medicine  and  Rehabilitation,  Medical 
Society  of  the  County  of  Kings;  Cyril  J.  Jones, 
M.D.,  clinical  associate  professor  of  surgery, 
was  named  vice  chairman,  Temporary  State 
Commission  on  Vital  Organ  Transplants;  and 
Morton  A.  Schiffer,  M.D.,  clinical  associate 
professor  of  obsteterics  and  gynecology,  was 
appointed  a member,  Applicants  Committee  of 
the  American  College  of  Surgeons.  Bernard 
Gardner,  M.D.,  assistant  professor  of  surgery, 
has  been  appointed  to  the  Board  of  Directors, 
the  Research  Foundation  of  the  State  University 
of  New  York.  Adrian  Kantrowitz,  M.D.,  pro- 
fessor of  surgery,  has  been  awarded  the  “Com- 
munity Service  Award”  for  1969  of  the  Federa- 
tion of  Jewish  Philanthropies.  Tatsuji  Namba, 
M.D.,  instructor  of  medicine,  has  been  elected 
a member  of  the  Medical  Advisory  Board,  the 
Myasthenia  Gravis  Foundation.  Joseph  Wortis, 
M.D.,  associate  professor  of  psychiatry,  has 
been  appointed  to  the  advisory  board,  Willia 
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Hardgrow  Mental  Health  Clinic.  Harold 
Zarowitz,  M.D.,  clinical  associate  professor  of 
medicine,  has  been  elected  president-elect,  the 
New  York  Diabetes  Association. 

Grants.  Grants  received  during  the  month  of 
January  were:  two  from  The  Population 

Council  for  the  study  of  contraceptive  methods. 
Awards,  totaling  $1,714,139,  provided  for  16 
new  studies,  renewal  of  seven  studies  already  in 
progress,  and  one  supplement  were  also  re- 
ceived. 

Appointments.  Announcements  of  appoint- 
ments in  February  were:  Albert  B.  Eisenstein, 
M.D.,  professor  of  medicine;  to  the  rank  of  asso- 
ciate professor:  Stephen  J.  Seligman,  M.D.,  med- 
icine; to  the  rank  of  clinical  associate  professor: 
Arik  Brissenden,  M.D.,  psychiatry;  and  Jose 
Cara,  M.D.,  pediatrics.  Anne  C.  Carter, 
M.D.,  was  promoted  from  associate  professor  to 
professor  of  medicine;  Gerald  W.  Shaftan, 
M.D.,  from  associate  professor  to  professor  of 
surgery;  promoted  to  associate  professor  were: 
George  E.  Emmanuel,  M.D.,  and  Elaine  B. 
Feldman,  M.D.,  medicine;  Bernard  Gardner, 
M.D.,  and  Antonio  A.  Garzon,  M.D.,  surgery; 
Anthony  D.  Nicastri,  M.D.,  pathology;  Mar- 
garet G.  Robinson,  M.D.,  pediatrics;  Raul  C. 
Schiavi,  M.D.,  psychiatry;  George  Solish,  M.D., 
obstetrics  and  gynecology;  Mahfouz  H.  Zaki, 
M.D.,  environmental  medicine  and  community 


health;  and  to  the  rank  of  clinical  associate  pro- 
fessor: Joseph  V.  Cresci,  M.D.,  obstetrics  and 
gynecology;  Samuel  G.  Feuer,  M.D.,  rehabilita- 
tion medicine;  and  Richard  Waltman,  M.D., 
obstetrics  and  gynecology. 

Announcement.  The  Department  of  Surgery, 
Division  of  Ophthalmology,  will  hold  its  first 
annual  alumni  day  meeting,  Friday,  May  2, 
1969,  at  Downstate  Medical  Center.  The 
morning  session  will  offer  papers  presented  by 
members  of  the  faculty  under  the  direction  of 
R.  C.  Troutman,  M.D.,  and  former  graduates  of 
the  Division  of  Ophthalmology.  In  the  after- 
noon, interesting  and  diagnostically  difficult  pa- 
tients will  be  presented.  A dinner  will  be  held 
that  evening.  Further  information  can  be  ob- 
tained by  writing  to:  Albert  Homblass,  M.D., 
Chief  Resident,  Department  of  Surgery,  Divi- 
sion of  Ophthalmology,  State  University  of 
New  York  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Mount  Sinai  School  of  Medicine 

Pediatrics  chair  endowed.  A chair  in 
pediatrics  was  announced  in  March.  At  the 
ceremonies,  which  were  held  on  March  13, 
Horace  L.  Hodes,  M.D.,  director  of  pediatrics, 
The  Mount  Sinai  Hospital  since  1949,  was 
named  the  first  Herbert  H.  Lehman  Professor 
of  Pediatrics.  The  chair  was  made  possible  by 

continued  on  page  902 


April  1,  1969  / New  York  State  Journal  of  Medicine  899 


Elementary  my  dear 


“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE... AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine— 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  T3  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy'.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 


Holmes!* 


It’s  elementary. . . 


sodium  levothyroxine 


complete  thyroid 
hormone  therapy 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son's Disease  (chronic  subcortical  insufficiency).  Simmond’s  Dis- 
ease (panhypopituitarism)  or  Cushing's  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient's  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg..  0.1  mg..  0.15  mg..  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 
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a gift  from  Mrs.  Herbert  H.  Lehman.  Principal 
speaker  at  the  ceremony  was  Charles  A.  Jane- 
way, M.D.,  Thomas  Morgan  Rotch  Professor  of 
Pediatrics,  Harvard  Medical  School,  and  head, 
Department  of  Pediatrics,  The  Children’s 
Hospital,  Boston.  Other  speakers  were: 
George  James,  M.D.,  dean  of  the  School  and 
president  of  The  Mount  Sinai  Medical  Center; 
Milton  Steinbach,  president  of  the  School,  and 


Alfred  R.  Stem,  chairman,  the  Mount  Sinai 
Medical  School  Fund. 

New  York  Medical  College 

New  appointment.  Arthur  Linksz,  M.D.,  has 
been  appointed  clinical  professor  of  ophthalmol- 
ogy at  the  College  and  director  of  the  Depart- 
ment of  Ophthalmology  section  of  physiologic 
optics. 
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with  the  aid  of  labelled  atoms.  The  format  is 
excellent  and  the  last  half  of  the  book  contains 
brilliant  photographs.  While  it  is  written  for 
the  investigator,  the  ease  in  reading  and  inter- 
pretation makes  it  valuable  for  the  alert  clini- 
cian as  well.  Bernard  Seligman,  M.D. 

The  Gynecology  of  Childhood  and  Adoles- 
cence. By  John  W.  Huffman,  M.D.  Quarto 
of  574  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1968.  Cloth,  19.50. 

This  volume  has  been  written  in  response 
to  requests  from  many  pediatricians,  gyne- 
cologists, and  general  practitioners  for  a 
comprehensive  work  encompassing  the  gyne- 
cologic disorders  which  may  affect  infants, 
children,  and  adolescents.  Besides  presenting 
a digest  of  the  literature  describing  even  the 
most  unusual  diseases  of  this  type,  the  author 
has  added  his  valuable  comments  buttressed 
by  his  examination  of  nearly  4,500  premen- 
archal  and  adolescent  girls  in  the  gynecologic 
clinic  and  in  the  wards  of  the  Children’s 
Memorial  Hospital,  Chicago. 

A basic  knowledge  of  the  embryology  and 
development  of  the  internal  and  external 
genitalia  is  fundamental  to  an  understanding 
of  all  these  diseases  and  a generous  share  of 
the  book  is  given  over  to  these  subjects. 
Adequate  illustrations  have  been  added  to  the 
text  to  aid  understanding.  Congenital  anom- 
alies and  gynecologic  conditions  related  to 
hormonal  imbalance  are  thoroughly  explored. 
Again  the  wide  experience  of  the  author 
permits  the  addition  of  running  comments 
which  are  extremely  helpful  toward  dispelling 
some  of  the  confusion  inherent  in  these 
diseases. 

From  the  standpoint  of  practicing  pedia- 
tricians and  general  practitioners,  the  most 
useful  part  of  the  book  is  that  which  is  related 
to  functional  disorders  such  as  amenorrhea, 
dysmenorrhea,  and  leukorrhea.  The  discus- 
sion of  these  disturbances  and  the  suggestions 
for  their  treatment  are  practical  and  helpful. 

Probably  one  of  the  best  chapters  is  “Sex 
and  the  Teenager.”  The  advice  given  on  sex 
education  is  practical  and  excellent.  Unfor- 
tunately, the  author  joins  the  group  of  pro- 
fessional commentators  who  downgrade  the 
ability  of  the  average  pediatrician  and  general 
practitioner  relative  to  providing  sound  guid- 
ance in  these  matters,  because  the  medical 


schools  of  their  time  did  not  provide  formal 
courses  in  sex  education. 

These  critics  fail  to  recognize  that  the 
average  practicing  generalist  matures  by  ex- 
perience. A careful  reading  of  history  would 
solidly  affirm  that  the  average  general  prac- 
titioner deserves  the  major  credit  for  liberaliz- 
ing the  stilted  sex  education  of  the  mauve 
decade  and  also  for  advising  proper  restraint 
in  the  present  era  of  commercially  fostered 
licentious  glut. 

The  book  is  excellent  in  every  respect. 
Kenneth  Jennings,  M.D. 

Face-Lift  Operation.  By  John  Conley,  M.D. 
Quarto  of  122  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1968.  Cloth,  $19.75. 

The  purpose  of  this  book  has  been  to  de- 
scribe the  classic  face-lift  operation  and 
auxiliary  technics  that  may  complement  it, 
and  to  trace  the  development  of  esthetic  facial 
surgery  through  the  ages.  There  are  10 
chapters  with  many  photographs  and  line 
drawings  of  historic,  esthetic,  anatomic,  and 
surgical  considerations. 

Although  this  book  does  not  add  any  special 
new  technics  or  concepts  to  the  literature  on 
esthetic  surgery,  it  is  a reasoned  and  prac- 
tical statement  of  Dr.  Conley’s  philosophy  and 
technic  for  the  treatment  of  senescent  skin 
of  the  face  and  neck.  It  should  find  a useful 
place  in  the  library  of  the  plastic  surgeon  and 
dermatologist.  Raymond  Shapiro,  M.D. 

Determinants  of  the  Nurse-Patient  Relation- 
ship. By  Gertrud  Ujhely.  Octavo  of  271 
pages.  New  York,  Springer  Publishing  Com- 
pany, Inc.,  1968.  Paper,  $3.75. 

A wise  scholarly  nurse,  with  a broad  under- 
standing of  the  patient  physically  and  men- 
tally, discusses  the  important  phases  of  nurs- 
ing, teaching,  research,  and  service.  Her  psy- 
chiatric leanings  are  evident  by  her  conception 
of  the  psychologic  approach  and  common  sense 
control  of  patients  of  a psychiatric  nature, 
both  at  home  as  well  as  in  the  hospital.  She 
has  succinct  pertinent  solutions  of  the  numer- 
ous problems  of  the  nurse  and  patient.  This 
is  a book  for  every  nurse;  and  the  practicing 
physician,  too,  will  profit  from  the  practi- 
cal experiences  and  bibliographic  research. 
Bernard  Seligman,  M.D. 
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Advance  and  progress  in  the  field  of  operative 
surgery  have  marked  the  twenty-four  years 
since  publication  of  the  first  edition  of  this  book. 
Asepsis,  anesthesia,  and  hemostasis  are  much 
the  same,  however,  and  the  basic  technics  of 
cutting,  tying,  and  sewing  have  changed  little. 
The  significant  advances  have  consisted  pri- 
marily of  refinements  in  diagnostic  methods, 
better  preoperative  management,  more  precise 
support  during  the  period  of  anesthesia  and 
operation,  and  vastly  improved  postoperative 
care. 

As  in  prior  editions,  the  intent  has  been  to 
include  only  well-established  and  time-proved 
procedures  and  to  limit  the  material  to  one  vol- 
ume— thus  this  text  is  not  an  encyclopedic 
work.  The  plan  has  been  to  describe  basic 
surgical  technics  and  common  operative  pro- 
cedures as  well  as  specialty  surgery  by  means 
of  concise  narrative  description  and  a few  well- 
executed  illustrations.  Also,  an  effort  has  been 
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1968.  Cloth,  $11.90. 

The  fourth  edition  of  this  work  retains  the 
original  simple  format  of  the  previous  editions, 
thus  making  this  a volume  that  can  be  con- 
veniently used  at  the  bench.  The  clinical 
commentaries  have  been  expanded  for  the  bene- 
fit of  both  clinician  and  chemist,  and  in  the 
technical  discussions  an  attempt  has  been  made 
to  review  important  alternative  methods.  All 
the  methods  have  been  fully  revised  and  brought 
up  to  date.  A number  of  new  technics  are  in- 
cluded and,  in  view  of  the  rapidly  increasing 
interest  in  inherited  inborn  errors  of  metabolism, 
special  sections  are  devoted  to  appropriate 
screening  and  diagnostic  tests  for  mental  re- 
tardation, the  red  cell  enzyme  defects,  and  the 
glycogen  storage  and  lipid  storage  diseases. 

The  purpose  of  this  text  is  partly  to  demon- 
strate that  microliter  methods  can  be  simple, 
accurate,  and  often  time  saving,  in  addition  to 
affording  better  clinical  laboratory  services  for 
I sick  children. 
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Editorials 


Sources  of  support  for  regular  operating  programs: 
faculty  income* 


The  most  recent  financial  data  of  the 
Nation’s  medical  schools  indicate  that  in 
the  year  1966  to  1967,  fully  one  fifth  of  the 
$429,203,253  support  which  the  schools 
received  for  their  regular  operating  pro- 
grams was  derived  from  income  generated 
by  the  professional  activities  of  the  faculty. 
Although  there  is  reason  to  believe  that  not 
all  of  the  funds  thus  produced  find  their 
way  into  expenditures,  the  magnitude  of 
the  report  amounts  and  the  significant  role 
this  income  is  playing  in  offsetting  the 
expenses  of  basic  programs  should  not  go 
unnoticed.  The  reported  income  provided 
by  clinical  faculty,  medical  school  service 
funds,  and  the  professional  services  of 
teaching  hospitals  and  clinics  has  increased 
by  $62  million,  211  per  cent,  during  the 
nine-year  period  between  1958  to  1967. 
In  comparison,  support  from  ten  other 
sources,  including  tuition  and  fees  and 
endowment  income,  has  increased  by  132 
per  cent,  $192  million  i Fig.  1). 

Tuition  and  fees  and  endowment  income 
have  proportionately  decreased  as  primary 
sources  of  support  for  regular  programs. 
A shifting  of  the  relative  importance  of 
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PER  CENT 
INCREASE 


FIGURE  1.  Percentage  increase  in  sources  of 
support  for  regular  operating  programs  between 
1958  to  1959  and  1966  to  1967. 


these  sources  of  income  in  relation  to  total 
support  for  basic  operating  programs  can 
be  seen  in  Table  I.  In  1958,  24  per  cent  of 
the  funds  expended  were  obtained  from 
tuition  and  fees  and  endowment  income 
which  ranked  second  and  third,  respec- 
tively, in  importance.  By  1967,  tuition 


TABLE  I.  Sources  of  support  for  regular  operating  program  expenditures  by  percentage  and  rank 


Sources  of  Support 

Amount 

% 

Rank 

Amount 

" % 

Rank 

Tuition  & fees 

$ 24,368,278 

13.9 

2 

$ 43,943,788 

10.2 

4 

Endowment  income 

17,576,918 

10.1 

3 

28,016,439 

6.5 

6 

Teaching  hospitals  & clinics 

13,727,308 

7.9 

5 

46,789,800 

10.9 

3 

Medical  service  funds 

10,635,435 

6.1 

8 

30,247,655 

7.1 

5 

College  services 

5,259,981 

3.0 

11 

15,293,171 

3.6 

9 

Overhead  on  contracts  & grants 

13,339,212 

7.6 

6 

60,039,757 

14.0 

2 

Unrestricted  gifts  & grants 

10,960,387 

6.3 

7 

14,038,235 

3.3 

10 

State,  city,  & county  grants-in-aid  or  subsidies 

7,592,430 

4.3 

9 

8,265,103 

1.9 

11 

State  payments  or  subsidies  from  compacts  such  as 

WISCHE  & SREB 

573,342 

0.3 

12 

825,656 

0.2 

12 

Other  income 

6,501,150 

3.7 

10 

27,157,669 

6.3 

7 

State  appropriations 

49,778,410 

28.5 

1 

132,992,088 

31.0 

1 

Misc.  medical  college  reserves 

779,744 

0.2 

13 

Misc.  university  income  & reserves 

14,477,884 

8 3 

4 

20,814,148 

4.8 

8 

Total  Regular  Operating  Program  Expenditures 

$174,790,735 

100.0 

$429,203,253 

100.0 
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and  fees  moved  downward  to  fourth  place, 
while  endowment  income  fell  to  sixth 
place. 

Medical  college  expenses  paid  by  funds 
from  teaching  hospitals  and  clinics  have 
moved  upward  in  order  of  importance 
from  fifth  to  third  place,  constituting  11 
per  cent  of  funds  expended  for  basic 
programs  in  1967.  Likewise,  payments 
for  medical  services  provided  by  faculty 
doctors  ranked  fifth;  income  from  college 


American  Red  Cross  blood 
collection,  1967  to  1968 


During  the  fiscal  year  of  1967  to  1968,  the 
American  Red  Cross  collected  3,008,400  units 
of  blood,  an  increase  of  29,300  units  over  last 
year’s  collection. 

Whole  blood  was  distributed  for  patients  in 
4,300  hospitals  in  48  states,  the  District  of 
Columbia,  Puerto  Rico,  and  the  Virgin  Islands. 
Of  these  hospitals,  2,500  received  their  total 
supply  of  blood  from  this  source. 


services  advanced  from  the  eleventh  to  the 
ninth  rank. 

A second,  largely  unrecognized  contri- 
bution may  be  found  in  the  activities  or 
part-time  or  volunteer  clinical  faculty  in 
instructional  programs.  The  total  dollar 
value  of  these  manpower  contributions  is 
difficult  to  assess,  and,  therefore,  seldom 
measured.  Nevertheless,  with  the  growing 
attention  to  studies  of  the  costs  of  the  com- 
ponents of  medical  education,  this  major 
item  cannot  continue  to  he  overlooked. 


In  addition  to  whole  blood,  the  following 
blood  products  were  distributed:  serum  albu- 

min, 89,400  units  (100  ml.  25  per  cent); 
gamma  globulin,  653,200  units  (1  ml.) ; fibrino- 
gen, 4,400  units;  vaccinia-immune  globulin, 
1,900  units  (5  ml.) ; packed  red  cells,  147,700 
units  (275  ml.)  ; fresh  frozen  plasma,  59,500 
units  (225  ml.)  ; platelet-rich  plasma,  1,400 
units  (225  ml.)  ; platelet  concentrate,  20,500 
units  (25  ml.);  cryoprecipitate,  21,100  units 
(20  ml.)  ; and  antihemolitic  factor  concentrate, 
2,600  vials. 

The  gross  cost  of  all  blood  services  by  the 
national  organization  and  chapters  throughout 
the  states  was  $34,509,100. 
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T HIS  REPORT  PRESENTS  a technic  of  deliber- 
ate hypotension  utilized  during  surgery  of 
cerebral  aneurysm  in  10  patients.  Experi- 
ments have  been  performed  in  cats  to  eluci- 
date the  physiology  underlying  the  appar- 
ent safety  of  the  technic  in  human  beings. 

Technic  for  inducing  hypotension 

While  recovering  from  acute  bleeding, 
patients  are  prepared  for  surgery  with 
methylprednisolone  sodium  succinate 
(Solu-Medrol)  intramuscularly  1 mg.  per 
kilogram  in  4 divided  doses  per  twenty-four 
hours;  diphenylhydantoin  250  mg.  intra- 


muscularly twice  the  first  day  and  then  100 
mg.  three  times  a day;  phenobarbital  45  to 
60  mg.  intramuscularly  four  times  a day 
and  chlorpromazine  hydrochloride  25  to  35 
mg.  four  times  a day  to  produce  drowsi- 
ness; aminocaproic  acid  (Amicar)  1 Gm. 
per  hour  intravenously  to  a total  of  20  Gm. 
per  day;  and  500  cc.  of  low-molecular 
weight  (40,000)  dextran  per  day  intrave- 
nously. Hypothermia  is  not  utilized. 

All  other  medications  which  the  patient 
might  be  receiving  such  as  reserpine  (Ser- 
pasil),  digitalis,  and  so  on  are  continued 
through  the  day  of  surgery  with  the  excep- 
tion of  insulin  which  is  omitted  the  morn- 
ing of  surgery. 

Preanesthetic  medication  the  morning  of 
surgery  is  limited  to  diphenhydramine  hy- 
drochloride (Benadryl)  50  mg.  or  less  in- 
tramuscularly one  hour  before  induction  of 
anesthesia. 

The  patient  is  positioned  supine  and  hor- 
izontal on  the  operating  table,  a secure 
intravenous  route  for  Ringer’s  lactate  solu- 
tion is  established,  and  anesthesia  induction 
is  begun  by  mask  with  nitrous  oxide-oxy- 
gen, each  2.5  L.  per  minute,  plus  2 per  cent 
holothane  vaporized  through  a Vernitrol. 

Induction  is  slow  with  ventilation  first 
spontaneous,  then  assisted,  and  finally  con- 
trolled as  soon  as  possible.  During  the  in- 
duction, 150  Gm.  of  mannitol  are  adminis- 
tered intravenously.  Within  twenty  to 
twenty-five  minutes  endotracheal  intubation 
is  accomplished  under  direct  vision  utiliz- 
ing a tube  of  smaller  diameter  than  usual, 
that  is,  32  in  females  or  34  in  males.  In 
all  cases  except  3,  no  muscle  relaxant  was 
administered  for  intubation.  In  3,  20  mg. 
of  succinylcholine  chloride  were  adminis- 
tered intravenously. 

After  intubation,  controlled  ventilation 
and  airway  positive  pressure  are  main- 
tained with  a Bird  mechanical  respirator. 
Halothane  concentration  is  maintained  at 
2 per  cent.  Nitrous  oxide  concentration  is 
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maintained  at  roughly  50  per  cent  unless 
the  systolic  blood  pressure  is  50  mm.  Hg  or 
less,  in  which  case  only  oxygen  and  halo- 
thane  are  administered.  In  general,  the 
systolic  blood  pressure  can  be  lowered  and 
maintained  at  any  desired  level  by  increas- 
ing the  halothane  concentration,  the  mean 
airway  pressure,  or  the  duration  of  inspira- 
tion. Pressure  is  generally  maintained  at 
a systolic  between  30  and  60  mm.  Hg. 

Neostigmine  (Prostigmin)  is  adminis- 
tered in  a 100-microgram  dose  intrave- 
nously if  the  heart  rate  is  above  65  per 
minute.  This  drug  acts  within  five  minutes 
and  in  this  dosage  may  slow  the  heart  rate 
to  about  40  per  minute  for  as  long  as 
twenty  minutes.  About  twenty  minutes 
before  the  estimated  time  of  clipping  the 
aneurysm,  250  micrograms  of  neostigmine 
are  administered  intravenously  to  insure  a 
slow  heart  rate  during  the  actual  clipping 
of  the  aneurysm. 

After  the  aneurysm  is  clipped,  blood 
pressure  is  restored  to  normotensive  levels 
by  discontinuing  halothane,  by  lowering  the 
mean  airway  pressure,  and  by  increasing 
the  rate  of  infusion  of  Ringer’s  lactate 
solution.  Atropine  0.2  to  0.4  mg.  intrave- 
nously  will  correct  the  bradycardia  of  neo- 
stigmine. These  measures  usually  restore 
blood  pressure  and  correct  bradycardia 
within  five  minutes. 

The  remainder  of  the  surgery  is  com- 
pleted at  normotensive  blood  pressure 
levels  with  light  halothane  anesthesia  and 
assisted  respiration. 

All  patients  are  monitored  by  conven- 
tional means  and  with  electronic  devices 
including  an  oscillometric  blood  pressure 
cuff  on  the  arm,  intra-arterial  blood  pres- 
sure, central  venous  pressure,  urinary  out- 
put, electrocardioscope,  airway  pressure, 
and  duration  of  inspiration  and  expiration. 
In  addition,  blood  pH,  carbon  dioxide  ten- 
sion, oxygen  tension,  and  gas  carbon  di- 
oxide, oxygen,  and  halothane  concentra- 
tions are  monitored  in  selected  cases. 

From  May  15,  1967,  through  March  4, 
1968,  9 patients  with  cerebral  arterial 
aneurysms  and  1 with  an  intracranial  ar- 
teriovenous malformation  were  operated  on 
in  University  Hospital  of  New  York  Uni- 
versity Medical  Center,  Bellevue  Hospital 
Center,  and  the  New  York  Veterans  Ad- 
ministration Hospital  utilizing  deliberate 


profound  induced  hypotension  and  brady- 
cardia. 

Animal  studies 

Unpremedicated  cats  were  anesthetized 
with  1.5  per  cent  halothane,  93  per  cent 
oxygen,  and  5 per  cent  carbon  dioxide 
through  a cuffed  endotracheal  tube  under 
spontaneous  respiration.  Midexpiratory 
halothane  concentrations  were  monitored 
continuously  by  infrared  spectrophotometer 
(Godart),  midesophageal  and  rectal  temper- 
ature probes,  plus  an  electric  blanket  and  a 
radiating  heat  lamp  which  insured  mainte- 
nance of  normothermia.  The  femoral  ar- 
tery on  the  left  side  was  cannulated  and 
connected  to  a Statham  pressure  trans- 
ducer. Arterial  pressure  and  electrocar- 
diogram were  monitored  on  an  oscilloscope 
and  continuously  recorded.  Femoral  ar- 
tery and  veins  on  the  right  side  were  can- 
nulated to  permit  collection  of  arterial  and 
central  venous  blood,  carbon  dioxide  ten- 
sion, oxygen  tension,  and  pH  analysis. 

The  cats’  pupils  were  dilated  with  topical 
cyclopentolate  (Cyclogyl)  hydrochloride, 
and  the  cerebral  cortex  was  exposed  by  pa- 
rietofrontal craniotomy  on  the  left  side.  A 
funduscopic  camera  was  utilized  for  retinal 
photography,  and  a microscope-mounted 
camera  was  utilized  to  photograph  the  pial 
vessels  of  the  cortex.  Data  were  recorded 
at  normotensive  levels.  Then  respiration 
was  controlled  with  a 300/DO  Ohio  respira- 
tor set  at  airway  pressure  15-20/0-5  cm. 
water,  respiratory  rate  12  per  minute,  and 
inspiration  to  expiration  ratio  1:1  with  no 
respiratory  pause.  Halothane  concentra- 
tion was  increased  to  2 per  cent,  producing 
a profound  hypotension  of  45-20/30-15  mm. 
Hg  within  ten  minutes.  Over  a thirty- 
minute  period,  data  were  recorded.  After 
data  collection,  positive  airway  pressure 
was  discontinued.  Within  ten  minutes  ar- 
terial pressure  returned  to  normotensive 
levels,  and  data  were  again  collected.  Then 
the  blood  pressure  was  lowered  by  a 0.1  per 
cent  solution  of  trimethaphan  camphorsul- 
fonate  (Arfonad)  rapidly  infused  intrave- 
nously (1  cc.  per  minute  to  0.5  cc.  per 
minute).  Within  five  minutes  the  pressure 
was  50-40/30-20  mm.  Hg,  and  data  were 
again  collected.  Finally  halothane  and  tri- 
methaphan camphorsulfonate  were  discon- 
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TABLE  I.  Summary  of  cases;  human  data 


Case 

Num- 

ber 

Age 

(Years) 

Sex 

Type  of  Surgery  and 
Approach 

(Cerebral  Aneurysms) 

Progress  and/or 
Complication 

End  Result 

1 

60 

F 

Occlusion  of  inferior  cer- 
ebral artery;  trans- 
clival  approach 

Immediate  improve- 
ment of  cerebrospinal 
leak  on  continuous 
cerebrospinal  fluid 
drainage 

Death  twenty-fifth 
postoperative  day 
from  meningitis, 
bronchopneumonia, 
auricular  fibrillation 

o 

30 

F 

Occlusion  of  anterior 
communicating  artery; 
bifrontal  craniotomy 

Exacerbation  of  symp- 
toms followed  by 
recovery 

Discharged  thirty-first 
postoperative  day 
(no  deficit) 

3 

52 

M 

Occlusion  of  anterior 
communicating  artery; 
frontal  craniotomy, 
partial  left  frontal 
lobectomy 

Brief  period  of  motor 
deficit 

Discharged  thirty-first 
postoperative  day 
(no  motor  deficit) 

4 

15 

M 

Occlusion  of  right  me- 
dian cerebellum,  right 
temporal  craniotomy 
(mycotic  aneurysm, 
bacterial  endocarditis, 
anemia) 

Recovery 

Discharged  forty- 
seventh  postoperative 
day  (no  deficit) 

5 

28 

M 

Occlusion  of  anterior 
cerebral  artery;  bi- 
frontal craniotomy 

Recovery 

Discharged  fourteenth 
postoperative  day 
day  (no  deficit) 

6 

51 

M 

Occlusion  of  left  middle 
cerebellum,  left  tem- 
poral craniotomy, 
myocardial  infarction 
in  past 

Second  postoperative 
day  required  evacua- 
tion of  epidural  hem- 
atoma, 500  cc.  blood 
after  this  operation 

Discharged  twenty- 
second  postoperative 
day  (no  deficit) 

7 

40 

M 

Occlusion  of  left  poste- 
rior frontal  temporal 
craniotomy 

Recovery 

Discharged  twenty- 
fourth  postoperative 
(no  deficit) 

8 

48 

M 

Occlusion  of  posterior 
communicating  artery; 
right  frontal  temporal 
craniotomy.  Brain 
edematous  during  sur- 
gery. Blood  pressure 
high;  additional  man- 
nitol 150  Gm.  admin- 
istered, and  brain  be- 
came slack 

Swollen  tongue  (bitten) 
requiring  tracheotomy. 
Staphylococcus  pneu- 
moniae, thrombophle- 
bitis of  upper  extrem- 
ity 

Discharged  forty- 
seventh  postoperative 
day 

9 

33 

M 

Occlusion  right  Frazier 
craniotomy  (hyper- 
tensive on  reserpine) 

Recovery,  elevated  pres- 
sure requiring  tri- 
methaphan  camphor- 
sulfonate  twenty-four 
hours  immediately 
postoperative 

Discharged  (no  deficit) 

10 

15 

M 

Obliteration  of  arterio- 
venous malformation 
craniotomy 

Hemiparesis  before  sur- 
gery; speech  difficulty 

Discharged  and  trans- 
ferred to  rehabilita- 
tion 

tinued,  and  an  intravenous  infusion  of  10 
micrograms  per  cubic  centimeter  phenyl- 
ephrine was  begun.  When  the  blood  pres- 
sure was  at  105-110/60-90  mm.  Hg,  the  final 
set  of  data  was  collected. 


Results 

Tables  I,  II,  and  III  summarize  all  the  hu- 
man data.  Figure  1 is  a representative 
anesthesia  record.  Systolic  hypotension  to 
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TABLE  II.  Hypotension  and  blood  loss 


Duration  of 

Duration  of 

Profound 

Deep 

Hypo- 

Hypo- 

Estimated 

Case 

. — tension — ■ 

—tension — - 

Blood 

Num- 

(Min-  (mm. 

(Min-  (mm. 

Loss 

ber 

utes)  Hg) 

utes)  Hg) 

(ml.) 

1 

150 

65/50 

60 

40/? 

500 

2 

90 

60/40 

75 

40/20 

500 

3 

150 

70/40 

15 

42/20 

500 

4 

80 

70/40 

40 

30/? 

500 

5 

150 

50/30 

15 

30/? 

500 

6 

90 

75/50 

45 

35/? 

500 

7 

75 

75/60 

30 

40/? 

500 

8 

90 

40/? 

500 

9 

135 

65/40 

35 

40/? 

250 

10 

90 

20 

500 

a level  of  30  to  40  mm.  Hg  measured  intra- 
arterially and  bradycardia  to  40  beats  per 
minute  could  be  produced  by  this  technic 
in  all  patients.  Surgery  was  considerably 
facilitated,  the  brain  was  slack,  and  bleed- 
ing from  the  aneurysm  was  easily  con- 
trolled. Both  hypotension  and  bradycardia 
were  easily  reversed  after  definitive  sur- 
gery was  completed.  None  of  these  pa- 
tients suffered  any  morbidity  ascribable  to 


TABLE  III.  Pulse  rates  and  dose  of  neostigmine 


Case 

Num- 

ber 

Slowest  Pulse  Rate 
(Per  Minute) 

Neostigmine 
Total  Dose 
(mg.) 

1 

60 

Not  used 

2 

60 

1.5 

3 

50  for  20  minutes 

2.5 

4 

60 

Not  used 

5 

60 

1.5 

6 

40  for  25  minutes 

40  micrograms 

7 

40  for  20  minutes 

0.5 

8 

60 

1 

9 

50  for  50  minutes 

Not  used 

10 

60 

1 . 5 

the  technic,  and  there  were  no  related 
deaths.  Eight  of  the  10  patients  recovered 
from  the  surgery  uneventfully  and  with  no 
demonstrable  neurologic  deficit.  One  pa- 
tient required  evacuation  of  an  epidural 
hematoma  on  the  second  postoperative  day, 
following  which  he  fully  recovered.  One 
of  the  10  patients  died  on  the  twenty-fifth 
postoperative  day  of  meningitis,  septi- 
cemia, and  bronchopneumonia. 

Blood  gases  in  representative  cases  are 
presented  in  Table  IV.  It  is  manifest  that 


FIGURE  1.  Anesthetic  record  for  typical  case  of  profound  hypotension. 
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TABLE  IV.  Representative  blood  gases 


Carbon 

Gas 

Oxygen 

Dioxide 

Blood 

and 

Tension 

Tension 

Pressure 

pH  (mm.  Hg) 

(mm.  Hg) 

(mm.  Hg) 

Halothane 

7.43* 

260* 

26* 

Normotension 

7.69* 

425* 

12* 

50/30-40/? 

7.65* 

400* 

<10* 

80/? 

Preinduction 

7.44* 

73* 

42* 

7 . 35f 
Halothane 

36+ 

54+ 

7.69* 

435* 

<10* 

7.56+ 

52+ 

16+ 

30/? 

♦ Arterial, 
t Venous. 

a profound  respiratory  alkalosis  was  main- 
tained during  induced  hypotension.  In  the 

absence  of  cardiac 

output  and 

oxygen  con- 

sumption  studies,  no  meaningful  comment 
can  be  made  regarding  oxygenation. 


FIGURE  2.*  (A,  upper)  Control  observations.  (B, 
lower)  Photograph  shows  that  although  positive 
airway  pressure  eventuated  in  profound  hypoten- 
sion, retinal  and  pial-cortical  vessels  remain  un- 
altered. 


Cat  results 

The  results  presented  are  for  one  cat,  al- 
though all  the  findings  in  the  cats  were 
consistent.  The  detailed  cat  results  in- 
cluding electroencephalographic  record- 
ings will  be  presented  elsewhere. 

Before  induced  hypotension,  the  retinal 
and  pial  vessels  are  full  (Fig.  2A).  After- 
thirty  minutes  of  profound  hypotension  at 
45/30  to  20/15  mm.  Hg  for  thirty  minutes, 
the  retinal  and  pial  vessels  are  similar  to 
the  control  (Fig.  2B).  Nineteen  minutes 
after  positive  pressure  was  discontinued 
with  the  blood  pressure  at  100/70  mm.  Hg, 
the  retinal  and  pial  vessels  are  still  un- 
changed (Fig.  3A).  In  the  same  cat  pro- 
found hypotension  from  50/30  to  40/20  mm. 
Hg  was  induced  with  intravenous  trimetha- 
phan  camphorsulfonate.  Figure  3B  shows 
the  marked  constriction  in  the  retinal  and 
corticopial  vasculature.  Figure  3C  shows 
recovery  of  the  retinal  and  corticopial  vas- 
culature after  discontinuance  of  positive 
pressure,  halothane  and  with  infusion  of 
phenylephrine. 

Comment 

The  history  of  deliberate  hypotension  is 
well  known. By  1956  in  the  United 
States  it  seemed  that  the  technic  of  deliber- 
ate hypotension  would  be  best  abandoned.5 
However,  the  re-evaluation  by  Eckenhoff 
in  19626  revived  interest  in  the  technic  in 
the  United  States.7  Although  only  10  cases 
are  presented  in  this  report,  our  series  now 
exceeds  over  3,000  patients  who  underwent 
plastic  surgery,  radical  surgery  for  cancer, 
and  many  other  procedures.8  The  efficacy 
and  safety  of  the  technic  is  well  established 
and  encouraged  us  to  try  it  again  in  neuro- 
surgery where  this  particular  technic  now 
seems  to  be  successful. 

The  physiologic  basis  for  the  safety  of 
the  technic  is  not  understood  at  present. 
Although  airway  pressure  is  markedly  in- 
creased, central  venous  pressure  remains 
about  5 mm.  Hg.  Although  profound  hy- 
potension and  bradycardia  were  main- 
tained for  prolonged  periods,  brain  dam- 
age did  not  seem  to  occur.  Although  the 
inspired  concentration  of  halothane  was  2 
per  cent  for  prolonged  periods  of  time, 
overdosage  with  halothane  did  not  occur. 

Our  cat  work  seems  to  indicate  that  ade- 
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quate  tissue  perfusion  in  the  brain  and  fun- 
dus of  the  eye  is  better  maintained  with 
halothane  and  positive  airway  pressure  hy- 
potension than  with  trimethaphan  cam- 
phorsulfonate-induced  hypotension. 

The  administration  of  neostigmine  to 


FIGURE  3.*  (A,  upper)  Blood  pressure  restored  to 
normal  levels  after  airway  pressure  discontinued; 
retinal  and  corticopial  vessels  unchanged.  (B, 
bottom)  Hypotension  produced  by  intravenous  in- 
fusion of  trimethaphan  camphorsulfonate.  Note 
pallor  of  retinal  and  corticopial  bed.  (C,  right) 
Blood  pressure  was  elevated  by  discontinuing  el- 
evated airway  pressure,  halothane,  and  by  infusion 
of  phenylephrine.  Retinal  and  corticopial  vessels 
again  appear  normal. 

* Left  upper  photograph  is  of  retinal  vessels,  and  right 
upper  is  of  corticopial  vessels.  Right  lower  tracings  are 
electrocardiogram  located  over  intra-arterial  blood  pres- 
sure. Left  lower  region  contains  pertinent  information 
such  as  airway  pressure,  blood  gases,  and  so  on. 


slow  the  heart  seems  to  be  safe  and  to  en- 
hance the  efficacy  of  the  technic. 
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T he  problem  of  controlling  inconti- 
nence and  maintaining  effective  bladder 
hygiene  in  paraplegic  patients  with  upper 
motor  neurogenic  lesions  of  the  spinal  cord 
is  difficult  and  complex.  However,  since 
the  personal,  social,  and  economic  welfare 
of  such  patients  often  depends  on  the  solu- 
tion of  this  problem,  every  effort  should  be 
made  to  help  them  achieve  a catheter-free 
status.  A previous  article  has  reported  the 
favorable  results  of  conservative  treatment 
in  a group  of  Vietnamese  paraplegic  pa- 
tients with  lower  motor  neurogenic  lesions 
who  were  treated  at  the  Castle  Point 
Veterans  Administration  Hospital.1  The 
present  report  describes  the  urologic  prob- 
lems encountered  in  the  care  and  treatment 
of  a group  of  27  Vietnamese  paraplegic 
patients  with  upper  motor  neurogenic 
lesions. 

Although  a smaller  number  of  the  pa- 

* Present  address:  3333  N.E.  34th  Street,  Fort  Lauderdale, 
Florida  33308. 


tients  with  upper  motor  neurogenic  lesions 
achieved  a catheter-free  status  than  those 
with  lower  motor  lesions,  we  found  that 
proper  nursing  care,  informed  self-help  by 
the  patients,  and  understanding  by  the 
urologist  of  the  neurologic  bladder  prob- 
lems of  paraplegic  patients  were  essential  in 
producing  the  best  possible  therapeutic 
results  in  this  group  of  patients.  We 
strongly  recommended,  therefore,  the  es- 
tablishment of  teaching  programs  for  all 
nursing  personnel,  for  the  patients  them- 
selves, and  for  the  urologist. 

Instruction  of  nursing  personnel 

The  urologist  should  participate  actively 
in  the  formulation  and  execution  of  a teach- 
ing program  for  all  the  nursing  personnel, 
including  the  registered  and  practical 
nurses  and  especially  the  nurses’  aides. 
Close  collaboration  between  the  urologist 
and  the  nursing  service  will  not  be  easily 
established  for  many  reasons.  The  short- 
age of  nurses  in  hospitals  and  the  reluctance 
of  the  chief  of  the  nursing  staff  to  endorse  a 
program  that  might  constitute  an  encroach- 
ment on  her  domain  may  present  difficul- 
ties. The  complacency  of  the  directors  and 
chiefs  of  staff,  who  feel  that  patients  with 
spinal  cord  injuries  are  sure  to  be  hospital- 
ized for  long  periods,  results  in  apathy  and 
disinterest  that  affect  even  the  aides  who 
give  direct  care  to  the  patients. 

Instruction  of  patients 

All  aspects  of  bladder  training  and  hy- 
giene should  be  explained  to  the  patient 
either  by  the  urologist  or  by  a member  of 
the  nursing  staff.  The  urologist  should 
describe  the  type  of  bladder  that  the  pa- 
tient has,  as  determined  by  various  proce- 
dures such  as  the  ice  water  test,  cystom- 
etry, the  bladder  capacity  residual  test, 
cystoscopy,  and  roentgenographic  studies. 
A program  of  bladder  training  and  hygiene 
suitable  for  his  individual  type  of  bladder 
should  then  be  explained  in  detail  to  the 
patient.  Measures  to  lessen  urinary  in- 
continence and  means  of  starting  urination 
should  be  taught.  The  patient  must  also 
learn  to  examine  his  own  urine,  checking  at 
intervals  the  time,  color,  and  amount  of 
each  urination  and  performing  the  stat  test 
for  bacteriuria. 
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Professional  seminars 

The  Veterans  Administration,  the  leader 
in  establishing  spinal  cord  centers,  should 
set  up  seminars  for  the  nursing  staff  and 
urologists.  The  unfortunate  paraplegic  pa- 
tient, whose  numbers  are  always  increasing, 
can  through  competent  nursing  and  medical 
care  avoid  serious  complications,  increase 
his  longevity,  and  become  self-reliant  even 
to  the  point  of  obtaining  gainful  employ- 
ment. The  natural  tendency  of  the  urolo- 
gist untrained  in  the  neurologic  aspects  of 
paraplegia  is  to  employ  the  ileal  conduit  as 
the  quickest  and  least  costly  solution  to  the 
urologic  problems  of  the  paraplegic  in- 
dividual. This  method  of  treating  para- 
plegic patients  is  to  be  deplored  and  should 
not  be  undertaken  except  in  those  cases 
where  all  the  conservative  methods  have 
been  tried  without  success. 

Characteristics  of  upper 
motor  neurogenic  bladder 

In  the  classification  of  neurogenic  blad- 
ders by  Bors,2  when  the  lesion  is  above  the 
sacral  segment  of  the  cord  so  that  the  re- 
flex arc  of  urination  is  intact,  the  condition 
is  described  as  upper  motor  neuron  bladder. 
In  this  condition,  Which  is  also  called  supra- 
nuclear, reflex,  or  automatic  bladder,  in- 
voluntary or  automatic  urination  occurs  at 
more  or  less  regular  intervals.  The  time 
interval  is  influenced  by  intravesical  volume 
and  varies  from  one  to  several  hours. 
There  is  a loss  of  the  desire  to  ruinate  and, 
in  certain  cases,  an  aura  of  sweating,  head- 
aches, and  abdominal  discomfort  precedes 
urination.  The  so-called  “trigger  areas” 
supplied  by  the  sacral  segment  may  stimu- 
late urination.  Pinching  or  tapping  the 
skin  in  the  suprapubic  area,  the  perineum, 
the  inner  surface  of  the  thigh,  or  the  glans 
penis  and  rectal  stimulation  are  the  means 
used  to  start  urination.  A large  proportion 
of  these  bladders  are  inefficient  and  are  in 
the  imbalanced  class  of  bladders  as  demon- 
strated by  capacity  residual  tests.  * 

Bladder  training  and  hygiene 

Of  the  27  patients  with  upper  motor 
neurogenic  bladder  described  in  this  re- 

* Residual  urine  more  than  20  per  cent  in  the  hypertonic 
and  10  per  cent  in  the  hypotonic  bladder. 


port,  22  had  complete  and  5 incomplete 
transection  of  the  spinal  cord.  Each 
patient  was  given  a complete  neurologic  and 
urologic  examination  and  evaluation. 
After  elimination  of  any  pyuria  or  bacteri- 
uria,  nearly  all  patients  were  given  a trial 
off  catheter.  It  is  impossible  to  predict  a 
patient’s  bladder  capacity  from  the  neuro- 
logic examination.  The  bladder  capacity 
may  be  larger  than  normal,  the  hypotonic 
reflex  bladder;  but  more  often  it  is  small, 
the  hypertonic  or  spastic  bladder.  Fac- 
tors that  diminish  bladder  capacity  and 
which  must  be  eliminated  are  calculi, 
infection,  bladder  neck  obstruction,  and 
mass  reflexes  from  the  abdominal  mus- 
cles and  lower  extremities.  It  is  not 
unusual  to  find  a large  bladder  capacity 
even  in  a patient  with  complete  transection 
in  the  thoracic  segment  of  the  cord,  as 
illustrated  by  the  following  case. 

Bladder  capacity 

Case  1.  A patient,  age  thirty-six,  was 
injured  on  May  23,  1965.  After  almost  a year 
in  the  hospital  and  at  home,  the  patient,  whose 
incontinence  was  treated  part  of  the  time  by 
catheter  drainage  and  partly  by  cutting  holes 
in  his  mattress  to  avoid  wetting  it,  was  trans- 
ferred to  Veterans  Administration  Hospital, 
Castle  Point,  New  York,  April  21,  1966.  The 
level  of  injury  was  at  the  eighth  thoracic  ver- 
tebra, and  his  neurologic  evaluation  showed 
complete  transection  of  the  cord.  This  was  his 
third  war  injury,  and  he  had  had  a laminectomy 
at  the  seventh,  eighth,  and  ninth  thoracic  ver- 
tebrae by  a U.S.  Army  surgeon.  The  reason 
for  his  solo  transferral  to  Castle  Point  Veterans 
Administration  Hospital  was  the  great  service 
he  had  rendered  to  the  U.S.  Armed  Forces. 
He  was  very  pleasant,  extremely  cooperative, 
and  was  a great  help  in  maintaining  order  and 
discipline  among  the  other  Vietnamese  para- 
plegic patients.  Surprisingly,  his  bladder 
capacity  was  large.  A bladder  capacity  test 
performed  shortly  after  admission  showed  that 
he  had  urinated  460  cc.  with  a residual  volume 
of  175  cc.  After  a transurethral  resection  of 
the  bladder  neck  on  June  20,  1966,  a two-week 
trial  off  catheter  resulted  in  bilateral  hydro- 
nephrosis, which  necessitated  his  return  to 
catheter  drainage  (Fig.  1).  A bilateral  puden- 
dal block  on  August  9,  1966,  and  a phenol 
block  on  August  20,  1966,  were  unsuccessful. 
However,  an  alcohol  block  done  on  November 
15,  1966,  resulted  in  satisfactory  urination, 
and  the  patient  was  catheter-free  from  that 
date.  He  returned  to  Saigon  on  May  9,  1967, 
able  to  urinate  without  incontinence  and  with  a 
balanced,  bacteria-free  bladder.  His  last  re- 
sidual volume  was  only  15  cc.  after  urinating 
300  cc.  Repeated  urography  showed  no  return 
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FIGURE  1.  Case  1.  (A)  Marked  bilateral  hydronephrosis,  two  weeks  off  catheter  after  transurethral  re- 
section of  bladder  neck  and  phenol  block.  (B)  Urograph  taken  after  alcohol  block  and  four  weeks  off 
catheter  drainage. 


of  the  hydronephrosis.  This  patient  will  be 
confined  to  a wheel  chair  for  life;  his  bladder 
rehabilitation  was  unrelated  to  his  physical 
status. 


Other  technics 

To  increase  the  bladder  capacity  of  pa- 
tients with  spastic  bladders,  Comarr3  has 
advised  clamping  of  the  catheter  at  hourly 
intervals  with  straight  drainage  at  night. 
We  used  this  measure,  coupled  with  the 
administration  of  methantheline  < Ban- 
thine)  and  diazepam  (Valium)  to  lessen 
bladder  spasms,  in  an  effort  to  increase 
bladder  capacity.  Unfortunately,  the  pa- 
tients could  not  tolerate  this  procedure  for 
even  fifteen  to  twenty  minutes,  and  it  had 
to  be  discontinued  in  many  cases. 

The  patient  with  an  upper  motor  neuro- 
genic bladder  whose  abdominal  muscles  are 
intact  can  start  his  urination  by  straining  as 
well  as  by  using  other  stimuli.  Incon- 
tinence can  be  minimized  by  teaching  the 
patient  to  empty  his  bladder  before  every 
transferral,  as  from  bed  to  wheel  chair,  and 
by  recommending  use  of  a condom  urinal 
during  physiotherapy  and  for  social  events. 
The  patient  with  an  upper  motor  neuro- 
genic bladder  has  to  deal  with  incontinence 


more  than  the  patient  with  a lower  motor 
lesion,  but  with  proper  instruction  even 
these  patients  can  be  kept  socially  accepta- 
ble. The  amount  of  residual  urine  allowed 
in  the  upper  motor  neuron  bladder  is  20  per 
cent  in  the  spastic  and  10  per  cent  in  the 
hypotonic  or  large-capacity  bladders. 

The  bladder  capacity  of  paraplegic  pa- 
tients who  are  taken  off  catheter  drainage 
will  increase  after  varying  periods  of  time, 
provided  the  urine  is  free  of  infection. 
Patience  and  understanding  by  the  patient 
and  the  attendant  medical  personnel  are 
necessary  to  achieve  a catheter-free  status, 
but  the  result  is  well  worth  the  effort. 
Frequent  intravenous  pyelograms,  capacity 
residual  tests,  urinalyses,  and  urine  cul- 
tures are  essential  when  the  patient  is  first 
taken  off  the  catheter.  Bacteriostatic 
drugs  such  as  methenamine  mandelate 
( Mandelamine),  methenamine  (Hiprex), 
nalidixic  acid  iNegGram),  sulfisoxazole,  or 
nitrofurantoin  (Furadantin),  should  be 
administered,  and  the  patient  must  make 
tests  of  his  urine  to  be  sure  it  remains  acid. 

Vesicoureteral  reflux  is  no  contraindica- 
tion to  a catheter-free  status.  The  cause  of 
reflux  is  still  undetermined,  but  it  will  de- 
crease under  a catheter-free  status  provided 
infection  is  eliminated. 
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FIGURE  2.  Case  3.  (A)  Cystourethrogram  showing  marked  right  ureteral  reflux  and  minimum  on  left. 
(B)  Cystourethrogram  taken  after  patient  off  catheter  and  urine  sterile,  shows  no  reflux.  (C)  Intravenous 
urograph  taken  when  patient  off  catheter  drainage.  (D)  Cystogram  showing  marked  bilateral  reflux  similar 
to  what  occurred  in  patient  following  rhizotomy. 


Blocks  and  neurosurgical  procedures 

No  neurologic  surgical  procedures  that 
would  compromise  a satisfactory  bladder 
status  should  be  undertaken  in  patients 
with  spinal  cord  injuries.  Internal  puden- 
dal and  caudal  blocks  for  relief  of  bladder 


spasticity  were  tried  with  negative  results. 
Intraspinal  phenol  had  some  temporary 
value  but  never  resulted  in  complete  relief 
of  spasticity  or  improvement  in  bladder 
status.  Intraspinal  alcohol  was  unpre- 
dictable; in  the  6 cases  tested,  it  produced 
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FIGURE  3.  Case  5.  (A)  Cystourethrogram  showing  bladder-bowel  fistula.  (B)  Cystogram  showing  elimi- 
nation of  fistula. 


satisfactory  urination  in  2,  a fair  result  in  1, 
and  3 failures. 

Surgical  rhizotomies  were  performed  in  3 
patients  with  upper  motor  neuron  lesions 
and  in  1 patient  with  a lower  motor  neuron 
bladder.  The  results  of  this  operation, 
performed  in  most  instances  for  intractable 
pain,  were  at  the  expense  of  a satisfactory 
bladder  status  and  further  muscle  atrophy. 
Incontinence  was  increased  in  all  the  upper 
motor  neuron  bladders,  and  in  the  patient 
with  lower  motor  lesion  the  desire  to  urinate 
was  also  lost. 

Two  of  the  3 upper  motor  neuron  transec- 
tions  of  the  spinal  cord  are  detailed  to  dem- 
onstrate the  effect  rhizotomy  has  on  reflux 
and  the  other  to  show  the  least  reaction  that 
took  place  in  the  upper  motor  neuron 
bladders  following  this  operation. 

Upper  motor  neuron  transections 

Case  3.  A patient,  age  twenty-four,  was 
injured  on  June  28,  1945.  His  neurologic 
diagnosis  was  a complete  transection  at  the 
ninth  thoracic  vertebral  level.  He  arrived  at 
Castle  Point  Veterans  Administration  Hospital 
while  given  catheter  drainage.  Urography 
and  cystourethrogram  disclosednorma  1 renal 
function,  a moderately  dilated  right  ureter, 
and  a bilateral  ureteral  reflux  marked  on  the 
right  and  slight  on  the  left  (Fig.  2).  After 
a course  of  kanamycin  sulfate  therapy,  he  was 


taken  off  the  catheter  but  developed  pyelo- 
nephritis on  the  right  side  which  necessitated  a 
return  to  catheter  drainage  for  six  weeks.  He 
was  given  a second  trial  off  catheter,  and  this 
time  his  urine  remained  sterile.  He  urinated 
with  minimal  incontinence.  A cystourethro- 
gram was  taken  on  September  1,  1966,  and 
showed  no  reflux.  A bilateral  internal  pudendal 
block  was  performed  with  negative  results  on 
November  27,  1966.  An  obturator  neurec- 
tomy at  the  Bronx  Veterans  Administration 
Hospital  on  December  12,  1966,  resulted  in  in- 
creased bladder  capacity.  On  March  29,  1967, 
he  underwent  a laminectomy,  from  the  twelfth 
thoracic  to  third  lumbar  vertebrae,  with  an 
anterior  rhizotomy  at  the  twelfth  thoracic 
vertebra  and  a posterior  rhizotomy  from  the 
twelfth  thoracic  to  first  sacral  vertebrae  bilat- 
erally, at  the  Bronx  Veterans  Administration 
Hospital.  On  return  to  Castle  Point  Veterans 
Administration  Hospital,  his  urinary  status  was 
marked  by  very  frequent  urination  (every 
fifteen  minutes)  with  marked  incontinence.  A 
cystourethrogram  on  April  24,  1967,  disclosed  a 
marked  bilateral  reflux.  He  was  sent  home  to 
Saigon  with  catheter  drainage. 

Case  4.  A patient,  age  twenty-two,  was 
injured  on  May  24,  1965,  with  a complete 
transection  of  the  cord  at  the  ninth  thoracic 
vertebral  level.  On  November  9,  1965,  he  was 
admitted  to  Castle  Point  Veterans  Administra- 
tion Hospital  with  55  other  paraplegic  patients 
who  had  catheter  drainage.  Urography  showed 
good  renal  function,  a normal  upper  urinary 
tract,  and  undilated  ureters;  the  cystourethro- 
gram was  negative  for  reflux.  His  bladder  by 
cystometry,  ice  water  test,  and  capacity  residual 


April  1,  1969  / New  York  State  Journal  of  Medicine  923 


tests  was  classified  as  hypertonic  or  spastic. 
A trial  off  catheter  on  May  12,  1966,  showed 
his  frequency  to  be  forty-five  minutes  to  one 
hour,  with  incontinence  marked  on  any  activity; 
his  urine  remained  sterile.  Local  installations 
of  0.25  per  cent  tetracaine  (Pontocaine),  90  cc., 
and  a caudal  block  on  October  28,  1966,  had  a 
slight  beneficial  effect.  His  bladder  capacity 
increased  to  200  cc.,  and  his  incontinence  was 
lessened.  He  had  a laminectomy,  twelfth 
thoracic  to  third  lumbar  vertebrae,  with  an 
anterior  rhizotomy,  twelfth  thoracic  to  third 
lumbar  vertebrae,  and  a posterior  rhizotomy, 
twelfth  thoracic  to  first  sacral  vertebrae  bi- 
laterally, on  March  23,  1967,  at  the  Bronx 
Veterans  Administration  Hospital.  Although 
his  frequency  increased  and  resulted  in  slightly 
greater  incontinence,  his  urine  remained  sterile 
and  his  bladder  remained  balanced,  so  he  was 
not  returned  to  catheter  drainage.  He  is  at 
present  at  the  Bulova  School  of  Watchmaking, 
Woodside,  New  York,  and  from  all  reports  his 
urologic  condition  has  not  worsened. 


X-ray  studies  and  operations 

The  urologic  complications  disclosed  by 
roentgenographic  studies  for  all  the  27  pa- 
tients were:  1 case  of  renal  calculus,  1 

case  of  ureteral  calculus,  8 cases  of  bladder 
calculi,  and  4 cases  of  vesicoureteral  reflux. 
A bladder  bowel  fistula,  an  unusual  and 
probably  unique  finding  in  a paraplegic 
patient.  Case  5,,  was  discovered  by  cys- 
tourethrogram  (Fig.  3).*  The  patient’s 
chief  symptom  was  urochesia  and  not  fecal- 
uria.  At  operation,  a thin  band  connecting 
the  bladder  to  the  bowel  was  severed. 
There  was  no  evidence  of  diverticulitis  of 
the  colon.  The  patient  went  home  to 
Saigon  catheter-free  with  no  pyuria,  but  he 
still  had  bacteriuria.  His  bladder  was 
balanced,  and  its  capacity  was  large. 

In  Saigon,  5 laminectomies,  2 thoracoto- 
mies, and  1 suprapubic  cystostomy  were 
performed.  At  Castle  Point  Veterans 
Administration  Hospital,  7 cases  of  the  8 
bladder  calculi  were  removed  by  Lowsley 
forceps  and  the  eighth  by  suprapubic  cys- 
tostomy. A pyelolithotomy,  a uretero- 
lithotomy, 2 circumcisions,  closure  of  the 
bladder  bowel  fistula,  revision  of  a draining 
suprapubic  sinus,  a urethroplasty  for  a 
large  urethral  defect  caused  by  a hard 
rubber  catheter,  several  transurethral  re- 
sections of  the  bladder  neck,  and  a transure- 

* Search  of  the  literature  and  a personal  communication 
from  E.  Hors,  M.D.,  Chief  of  the  Spinal  Cord  Center,  Vet- 
erans Administration  Hospital,  Long  Beach,  California,  have 
confirmed  this  fact. 


FIGURE  4.  Case  6.  Intravenous  pyelography 
taken  after  ureterolithotomy  while  patient  still  on 
catheter  drainage.  Final  urography  on  discharge 
showed  improvement  in  function  of  right  kidney. 


tliral  unroofing  of  a large  subtrigonal 
bladder  diverticulum  were  performed.  The 
number  of  urologic  problems  that  one  pa- 
tient can  present  is  illustrated  by  the  follow- 
ing case  history. 


Multiple  problems 

Case  6.  A patient,  age  twenty-five,  who  was 
injured  on  April  25,  1965,  sustained  a complete 
transection  of  the  cord  at  the  seventh  thoracic 
vertebra.  He  was  febrile  while  in  Saigon  and 
also  on  his  arrival  at  Castle  Point  Veterans 
Administration  Hospital.  He  was  treated  for 
malaria,  but  an  intravenous  pyelogram  taken 
on  November  28,  1965,  revealed  a calculus  in 
the  right  midureter  with  no  renal  function 
on  that  side  (Fig.  4).  Cystoscopy  was  per- 
formed, but  the  ureteral  catheter  could  not  by- 
pass the  calculus.  According  to  the  operative 
report  on  November  30,  1965,  a pyelotomy  was 
performed,  but  the  operator  was  unable  to 
locate  the  calculus  and  interpreted  the  thick 
pus  to  be  the  calculus.  The  patient  was  very 
toxic,  and  he  developed  ulceration  of  the  buccal 
and  pharyngeal  membranes.  His  fever  con- 
tinued, and  he  was  first  seen  by  me  on  December 
12,  1965.  An  intravenous  pyelogram  disclosed 
the  calculus  to  be  in  the  inferior  calyx  of  the 
kidney,  and  the  kidney  now  showed  fair  function 
with  moderate  hydronephrosis.  There  was  a 
difference  of  opinion  about  the  advisability  of 
reopening  the  patient.  Cystoscopy  with  the 
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passage  of  a ureteral  catheter  failed  to  produce 
any  improvement  in  the  patient,  and  on  Decem- 
ber 22,  1965,  operation  revealed  a large  abscess 
that  almost  encircled  the  entire  kidney.  Since 
the  kidney  itself  was  markedly  necrotic,  ne- 
phrostomy and  drainage  of  the  perinephric  space 
were  performed  with  no  attempt  to  remove  the 
calculus.  Drainage  brought  immediate  im- 
provement. Irrigation  of  the  kidney  by  two 
ureteral  catheters  caused  the  calculus  to  move 
into  the  midureter.  The  patient  again  became 
febrile  and  toxic,  but  fortunately  a number  6 
ureteral  catheter  was  passed  without  disturbing 
the  calculus.  The  drainage  was  purulent,  but  it 
cleared  with  kanamycin  sulfate  administration 
plus  catheter  irrigations.  The  calculus  was 
then  easily  removed  from  the  midureter.  While 
he  was  seriously  ill,  the  patient  developed  a 
periurethral  abscess  with  a resultant  penoscrotal 
fistula.  All  attempts  by  endoscopy  and  x-ray 
examinations  to  locate  the  internal  or  urethral 
opening  were  unsuccessful.  A capacity  residual 
test  revealed  a residual  volume  of  35  cc.  after 
urinating  125  cc.,  but  he  dripped  500  cc.  of 
urine  through  the  scrotal  sinus.  The  diaper 
treatment  recommended  by  Comarr,3.4  which 
consists  of  wrapping  pads  about  the  opening 
with  pressure  on  the  fistula  during  urination, 
resulted  in  closure  of  the  penoscrotal  sinus  in 
two  days.  The  patient  was  sent  home  to  Saigon 
catheter-free.  His  bladder  capacity  was  275 
cc.,  and  he  had  a minimum  of  incontinence. 
Intravenous  pyelography  disclosed  that  right 
renal  function  was  fair;  the  kidney  appeared 
to  be  slightly  contracted. 

Two  of  the  penoscrotal  fistulas  closed  spon- 
taneously, and  one  closed  by  the  diaper  treat- 
ment. No  attempt  was  made  to  close  the  other 
two  fistulas  since  the  patient  was  on  permanent 
catheter  drainage. 

A letter  received  February  19,  1968,  from  this 
patient  illustrates  the  value  of  the  bladder 
teaching  program  by  the  nursing  personnel  and 
the  English  language  classes  started  by  Emil 


Ejercito,  M.D.,  chief  of  the  Spinal  Cord 
Center  at  Castle  Point  Veterans  Administration 
Hospital.  Part  of  the  letter  follows: 

My  kidney  seems  to  be  improved  though 
I can’t  find  medicine  here  except  that  I got 
from  you.  My  bladder  is  working  well,  I 
can  hold  longer  than  before  a little  bit.  The 
urine  is  clear.  I keep  up  my  PT  (physical 
therapy)  always  except  some  days  in  the 
Lunar  New  Year.  The  graft  of  my  bottom 
is  still  beautiful.  I hope  I can  keep  it  forever 
if  my  fate  runs  well. 

Another  thing  I must  tell  you  is  “Water 
drinking  matter”:  my  friend  always  laughs 

at  me  and  mock  that.  I am  Larkin’s  disciple 
when  I get  drinking  water;  that  means  I drink 
much  more  than  them.  I answer  them  that 
I will  ask  you  to  honor  me  a medal  of  “Much 
water  drinking.”  Can  you  agree  about  it? 
The  “wet  bed”  is  four  times  less  than  before 
thanks  to  experience — how  can  to  avoid  of 
making  “wet  bed.” 

Comment 

All  patients  did  not  have  a trial  period  off 
catheter  because  of  decubitus  ulcers,  but  18 
(66  per  cent)  of  the  27  patents  did 
achieve  catheter-free  status.  Patients  with 
markedly  imbalanced  bladders  had  to  be 
kept  on  catheter  drainage.  Even  though  a 
catheter-free  status  was  more  often  suc- 
cessful in  patients  with  incomplete  sever- 
ance of  the  cord,  the  completeness  of  the 
lesion  is  no  contraindication  to  a catheter- 
free  trial.  Four  of  the  5 patients  with  in- 
complete and  14  of  the  22  patients  with 
complete  transections  of  the  spinal  cord 
achieved  a catheter-free  status.  Detailed 
data  on  patients  are  shown  in  Table  I. 


TABLE  I.  Review  of  cases.  Additional  data* 


Case 

Num- 

Urologic 

Operations  in 

Operations  in 

Therapeutic 

Discharge 
Catheter 
Status  and 
Treatment 

ber  Site  of  Lesion 

Type 

Complications 

Saigon 

United  States 

Procedures 

Results 

1 Eighth  thoracic  Complete 
vertebra 


Pyelonephritis 


Laminectomy 
sixth  thoracic 
to  ninth 
thoracic  ver- 
tebra with 
extraction  of 
bullet  May 
21,  1965 


T ransurethral 
resection  of 
bladder  neck 
June  30,  1966 


Phenol  block 
first  to  second 
lumbar  ver- 
tebra August 
20,  1966. 
Alcohol  lumbar 
first  to  seventh 
sacral  vertebra 
November  15, 
1966 


Catheter-free  for 
five  and  one- 
half  months. 
Balanced 
bladder, 
sterile  urine. 
Alcohol  block 
successful  in 
establishing 
urination. 
Transurethral 
resection  of 
bladder  neck 
and  phenol 
blocks  were 
unsuccessful. 
No  urinary 
incontinence. 
See  detailed 
history 


( continued ) 
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TABLE  I.  (< continued ) 


Case 

Num- 
ber Site  of  Lesion  Type 


2 Sixth  to  seventh  Complete 
cervical  ver- 
tebra 


3 Ninth  thoracic  Complete 
vertebra 


4 Ninth  thoracic  Complete 
vertebra 


Urologic  Operations  in 

Complications  Saigon 


Bladder  calculi  None 


Urethral  reflux  None 


Bladder  calculi  None 


Operations  in 
United  States 

Therapeutic 

Procedures 

Discharge 
Catheter 
Status  and 
Treatment 
Results 

Bronx  V.  A. 

Bilateral  phenol 

Catheter  drain- 

Hospital:  re- 

December  6, 

age.  Left 

lease  flexor 

1965 

renal  de- 

origins  at 

terioration. 

elbow  March 

Results  of 

24,  1965. 

Bronx  V.  A. 

Z-plasty  of 

Hospital 

web  space 

operations 

with  release 

were  poor. 

of  contracture 

Phenol  block 

May  20,  1966. 

partially  re- 

Fusion  of  distal 

lieved  spas- 

interphalan- 

ticities. 

geal  and 

Spent  most 

N.P.  joints  of 

of  his  time 

left  thumb 

at  Bronx 

May  20,  1966; 

V.  A.  Hos- 

Stabilization  of 
first  meta- 
carpal bone" 
with  a Kirsh- 
ner  wire  July 
21,  1966. 
Vesical  litho- 

pital 

plaxy.  Lowsley 
forceps 

Bronx  V.  A. 

Bilateral  in- 

Catheter  drain- 

Hospital: 

temal  puden- 

age.  See 

obturator 

dal  block 

detailed 

neurectomy 

October  27, 

history 

December  12, 
1966. 

1966 

Laminectomy 
twelfth 
thoracic  to 
thirteenth 
lumbar  ver. 
tebra  with 
posterior 
rhizotomy  at 
twelfth  tho- 
racic vertebra 
and  anterior 
rhizotomy 
twelfth  tho- 
racic to  first 
sacral  ver- 
tebra bilat- 
erally March 
29,  1966. 

Castle  Point 
V.  A.  Hos- 
pital: rota- 
tion flap  for 
pressure  sore 
sacral  area 
December 
10,  1966. 

Exploration 
hematoma 
under  pedicle 
December  15, 
1965. 

Split- thickness 
graft  of  left 
buttock  Janu- 
ary 14,  1966. 

Bronx  V.  A. 

Caudal  block 

Catheter-free 

Hospital: 

October  28, 

13  months. 

Laminectomy 

1966.  Ponto- 

See  detailed 

twelfth  tho- 

caine  '/«  per 

history 

racic  to 

cent  instilla- 

thirteenth 
lumbar  ver- 
tebra. An- 
terior rhizot- 
omy bilateral 
twelfth  tho- 

tion 

{continued) 
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TABLE  I.  (continued ) 


Case 

Num- 

Urologic 

Operations  in 

Operations  in 

Therapeutic 

Discharge 
Catheter 
Status  and 
Treatment 

ber  Site  of  lesion 

Type 

Complications 

Saigon 

United  States 

Procedures 

Results 

5 Seventh  tho-  Complete  Ureteral  cal-  None 
racic  vertebra  cuius;  peno- 

scrotal fistula 


6 Tenth  thoracic  Complete  Bladder-bowel  None 
vertebra  fistula 


7 Tenth  thoracic  Complete  None 
vertebra 


Laminectomy 
fifth  thoracic 
vertebra,  no 
improvement 


8 Tenth  thoracic  Incomplete  None  None 

vertebra 


9 Third  thoracic  Complete  Right  renal  None 

vertebra  calculus. 

Penoscrotal 

fistula 


( continued ) 


racic  to  first 
sacral  ver- 
tebra March 
23,  1967. 

Castle  Point 
V.  A.  Hos- 
pital: right 
pyelotomy 
November  30, 
1966.  In- 
cision and 
drainage  of  a 
perinephric 
abscess  with 
nephrostomy 
December  22, 

1965. 

Ureterolithot- 
omy February 

1966.  Rota- 
tion flap 
sacral  area 
January  4, 

1967. 

Colostomy  and 
suprapubic 
cystostomy 
April  14, 

1966.  Ex- 
cision of  fis- 
tulous tract 
with  closure 
of  colostomy 
August  1, 
1966. 

Lengthening 
Achilles  ten- 
don May  16f 
1966.  Ob- 
turator neu- 
rectomy 
December  27, 
1966.  In- 
cision and 
drainage  of 
abdominal 
abscess  Janu- 
ary 6,  1967. 

Bilateral  ob- 
turator 
neurectomy 
March  31, 

1966.  Rota- 
tion flap 
sacral  area 
January  6, 

1967. 

Drainage  hema- 
toma of 
wound  Febru- 
ary 2,  1967, 
and  February 
3,  1967 

Rotation  flap 
trochanter 
November 
17,  1966. 
Rotation  flap 
sacrum  Janu- 
ary 17, 1967 

Right  pyelo- 
lithotomy 
December  21, 

1965.  Rota- 
tion flap 
sacrum 
November  30, 

1966.  As- 


Internul  puden- 
dal block 
September  30 
and  Novem- 
ber 19,  1966. 
Diaper  treat- 
ment for 
penoscrotal 
fistula 


None 


Alcohol  block 
first  to 
twelfth  lum- 
bar vertebra 
April  21,  1966 


None 


Alcohol  block 
December  2, 
1965 


Cutheter-free 
10  months. 
See  detailed 
history 


Catheter-free  4 
months. 
Balanced 
bladder  bac- 
teriuria  but 
no  pyuria. 
Operation 
bladder 
bowel  fistula 
successful 


Catheter  drain- 
age. Alcoho 
block  un- 
successful. 
Result  flaps 
poor 


Catheter  drain- 
age. Result 
rotation 
flaps  poor. 
Bladder  re- 
habilitation 
unsuccessful 
Catheter  drain- 
age. Result 
rotation  flaps 
poor.  No 
bladder  re- 
habilitation 
due  to  pres- 
sure sores. 
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TABLE  I . ( continued ) 


Case 

Num- 

Urologic 

Operations  in 

Operations  in 

Therapeutic 

Discharge 
Catheter 
Status  and 
Treatment 

her  Site  of  Lesion 

Type 

Complications 

Saigon 

United  States 

Procedures 

Results 

10  Third  thoracic  Complete 
vertebra 


11  Fourth  thoracic  Complete 
vertebra 


12  Twelfth  thoracic  Complete 
vertebra 


13  Eighth  thoracic  Complete 
vertebra 


14  Eighth  thoracic  Complete 
vertebra 


15  Twelfth  thoracic  Complete 
vertebra 


piration  mass 
in  abdomen 
April  19,  1966 


Bladder  calculi. 
Penoscrotal 
fistula.  Sub- 
trigonal  diver- 
ticulum. 
Pseudopolyps 
in  bladder 


Epididymitis. 

Penoscrotal 

fistula 


Debridement  of 
wound. 
Suprapubic 
cystostomy 
for  bladder 
calculi 


Thoracotomy 
February  13, 
1963 


Castle  Point 
V.  A.  Hos- 
ital:  vesical 
lithoplaxy 
February  11, 

1966. 

Transurethral 
resection  roof 
of  bladder 
diverticulum 
March  10, 

1967. 

Fulguration 
pseudopolyps 
bladder  May 
27,  1966. 

Incision  and 
drainage  left 
index  finger 
June  5,  1967 

Skin  graft 
coccygeal  re- 
gion January 
14,  1966 


Internal  puden- 
dal block 
October  27, 
1966 


Tetracaine  in- 
stillation 


Bladder  calculi. 
Bilateral  ure- 
teral reflux 


Bladder  calculi 


Epididymitis 


Epididymitis 


Debridement 
wound  with 
removal  of 
bullet. 
Suprapubic 
cystostomy 
for  calculi 


None 


Laminectomy 
fifth  lumbar 
vertebra 
October  13, 
1963 

Laminectomy 
fifth  lumbar 
vertebra 


Lengthening 
right  Achilles 
tendon  March 
15,  1966. 

Suprapubic 
cystostomy 
for  multiple 
bladder  cal- 
culi February 
17,  1966. 

Transurethral 
resection 
bladder  neck 
for  cystitis 
cystica  April 
12,  1966. 

Rotation  flap 
sacrum  Janu- 
ary 17,  1967. 
Vesical  litho- 
lapaxy  May  12, 
1967. 

Extraction 
bullet  chest 
wall  Septem- 
ber 6,  1966 

Biopsy  sacro- 
coccygeal 
area 


Bilateral  ob- 
turator 
neurectomy 


Tetracaine  in- 
stillation 


Phenol  block. 
Alcohol  block 
November  1, 
1966 


None 


None 


No  therapy 
for  peno- 
scrotal fis- 
tula. Cal- 
culus, no 
renal  func- 
tion on  single 
dose.  Slight 
hydro- 
nephrosis 
with  some 
distortion  of 
the  internal 
renal  pelvis 
following 
removal  of 
calculus 
Catheter  drain- 
age. Peno- 
scrotal fistula 
closed  on 
catheter 
drainage. 
Bladder 
rehabilita- 
tion un- 
successful 


Catheter-free  9 
months. 
Sterile  urine. 
Tetracaine 
installations 
helpful 
Catheter-free 
11  months. 
No  incon- 
tinence. 
Sterile  urine 


Catheter  drain- 
age. Marked 
reaction  to 
alcohol  block. 
Healing  flaps 
prolonged. 
Alcohol  block 
unsuccessful 
in  aiding 
urination 
Catheter-free 
11  months. 
No  incon- 
tinence. 
Sterile  urine 
Catheter-free 
for  12 
months. 


(continued) 
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TABLE  I.  ( continued ) 


Case 

Num- 

Urologic 

Operations  in 

()|>erations  in 

Therapeutic 

Discharge 
Catheter 
Status  and 
Treatment 

ber  Site  of  lesion 

Type 

Complications 

Saigon 

United  States 

Procedures 

Results 

16 


17 


18 


19 


20 


21 


22 


23 


Kighth  thoracic  Complete 
vertebra 


Fifth  thoracic  Complete 
vertebra 


Sixth  thoracic  Incomplete 
vertebra 


Seventh  tho-  Complete 
racic  vertebra 


Twelfth  thoracic  Complete 
vertebra 


Fifth,  sixth,  and  Incomplete 
seventh  cer- 
vical verte- 
brae 

Third  to  fourth  Incomplete 
cervical  ver- 
tebrae 


Fifth  to  sixth  Complete 
thoracic  ver- 
tebrae 


August  25, 

1966. 

Transurethral 
resection 
bladder  neck 
for  cystitis 
cystica  June 
10,  1966 

Incision  and 
drainage  |>eri- 
rectal  abscess 
March  24, 

1967.  Pinch 
graft  January 
14,  1966 

Kotation  flap 
sacrum 
December  14, 
1966.  Bronx 
V.  A.  Hos- 
pital. 

Laminectomy 
twelfth  thoracic 
to  third  lumbai 
vertebra  with 
anterior  and 
posterior 
rhizotomy 
December  5, 
1966 

None 


Alcohol  block 
first  to  second 
lumbar  ver- 
tebra Decem- 
ber 2,  1965 

None 


Phenol  block 


None 


Balanitis  |>eno- 
scrotal  fistula 


None 


Left  ureteral 
reflux.  Blad- 
der calculi 


None 


Octol»er  13, 
1963 


Debridement  of 
wound 


Debridement  of 
wound 


Laminectomy 
fourth  to  sixth 
thoracic  ver- 
tebra and 
thoracotomy 
August  1,  1965 
Laparotomy 
February  23, 
1965.  Pedi- 
cle rotation 
flap  for  pres- 
sure sore 

None 


Vesical  litho- 
lapaxy  Febru- 
ary 11  and 
25,  1966 


None 


Pudendal  block 
November  8, 
1966 


None 


None  Debridement  of  None  None 

wound 


None  None  Removal  bullet  None 

fragments  left 
arm  Decem- 
ber 28,  1967. 
Removal 
metallic  frag- 
ments left 
parieto- 
occipital area 
May  19,  1966 


Bladder  calculi.  Laminectomy 
Left  pyelo- 
nephritis 
priapism. 

Pseudopolyps 

bladder. 

Phimosis 


Rotation  flap  N one 

sacrum  Janu- 
ary 4,  1966. 
Circumcision 
February  24, 

1967.  Vesi- 
cal litholapaxy 
March  5, 

1966.  In- 
grown  toenail 
December  8. 


Sterile  urine 


Catheter-free 
9 months. 
Good  result 
from  alcohol 
block.  Sterile 
urine.  No 
incontinence 
Catheter-free 
4 months, 
hut  had 
better  con- 
trol before 
rhizotomy. 
Bacteriuria, 
but  no 
pyuria 


Catheter- free 
13  months. 
Had  catheter 
drainage  for 
only  1 
month 

Cathether-free 
11  months. 
Sterile  urine. 
Pedicle  rota- 
tion flap  in 
Saigon  good 
result 

Catheter-free 
one  year. 

No  incon- 
tinence. 
Sterile  urine 

Always  cathe- 
ter-free. No 
residual 
urine.  Sterile 
urine 

Always  cathe- 
ter-free. 
Catheter 
drainage  for 
only  3 
months 
following 
injury 

December  23, 
1963.  No 
residual 
urine.  Sterile 
urine 

Catheter-free 
4 months. 
Sterile  urine. 
No  incon- 
tinence 


(continued) 
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TABLE  I.  ( continued ) 


Discharge 

Catheter 

Case 

Status  and 

Num- 

Urologic 

Operations  in 

Operations  in 

Therapeutic 

Treatment 

ber 

Site  of  Lesion 

Type 

Complications 

Saigon 

United  States 

Procedures 

Results 

1966.  Ful- 
gu  ration 
pseudopolyps 
bladder  May 
17,  1966 

24 

Fourth  thoracic 

Complete 

Bladder  calculi. 

Laminectomy 

Circumcision 

Phenol  block 

Catheter  drain- 

vertebra 

Phimosis 

December  3, 

December  10, 

age.  Blad- 

1965.  Vesi- 

1965 

der  re- 

cal  litholapaxy 

habilitation 

January  27  and 

unsuccessful. 

May  27,  1966 

Pulmonary 
tuberculosis 
yielded  to 
therapy 

25 

Fifth  thoracic 

Complete 

Atrophied  right 

Drainage  left 

Rotation  flap, 

Alcohol  block 

Catheter-free 

vertebra 

testis 

side  of  thorax. 

right  tro- 

December  14, 

4 months. 

Incision  and 

chanter 

1966 

Slight  in- 

drainage. 

November 

continence. 

Abscess  of 

30,  1966 

Result  right 

testis 

trochanter 
flap  poor. 
Result  al- 
cohol block 
in  aiding 
urination 
fair 

26 

Eleventh  tho- 

Complete 

Anterior  ure- 

None 

Suprapubic 

Phenol  block 

Catheter-free 

racic  verte- 

thral  defect. 

cystostomy 

December  2, 

8 months. 

bra 

Penoscrotal 

May  26,  1966 

1965 

Ure  thro- 

fistula.  Re- 

Urethroplasty 

plasty  sue- 

flux  left  ureter 

May  31, 

cessful. 

1966,  failure. 

Penoscrotal 

Urethroplasty 

fistula  closed 

September 

spon- 

20,  1966. 

taneously. 

Lengthening 

Slight  in- 

Achilles  ten- 

continence. 

don,  left 

, 

Sterile  urine. 

December  5, 

Phenol  block 

1966 

relieved 

spasticity 

27 

Seventh  thoracic 

Complete 

None 

Thoracotomy 

Transurethral 

Phenol  block 

Catheter  drain- 

vertebra 

drainage  left 

resection 

second  to 

age.  Blad- 

hemothorax. 

bladder  neck 

third  lumbar 

der  re- 

Debridement 

May  24,  1966 

vertebra 

habilitation 

wound 

January  4, 
1966. 

unsuccessful 

Pudendal  block 

July  26  and 
August  9,  1966 

* Because  of  limited  laboratory  facilities  at  the  hospital,  the  urine  cultures  with  the  result  of  antibiotic  therapy  on  the  different 
pathogens  are  not  included  in  this  chart. 


Instead  of  performing  ileal  conduits 
indiscriminately  in  patients  with  upper 
motor  neurogenic  lesions,  every  effort 
should  first  be  made  to  attain  a catheter-free 
status  by  conservative  therapy.  When 
such  efforts  fail,  the  patient  should  be  kept 
on  urethral  catheter  drainage  with  proper 
catheter  care.  The  reuse  of  urethral 
catheters  and  disposable  irrigation  sets  is  to 
be  condemned.  The  chief  indication  for 
ileal  conduit  operation,  that  is,  vesicoure- 
teral reflux  with  recurrent  pyelonephritis, 
would  be  markedly  lessened  if  strict  hy- 
gienic precautions  were  observed  in  all 


paraplegic  patients  who  require  catheter 
drainage.  A large  number  of  patients  can 
he  taught  self-catheter  care,  the  proper  use 
of  the  different  solutions  for  instillations 
and  irrigations,  and  the  careful  use  of  bac- 
teriostatic drugs.  No  permanent  supra- 
pubic cystostomies  were  performed  in  any 
of  the  27  patients  in  this  study.  The  estab- 
lishment of  catheter  centers  in  large  cities 
would  solve  the  problem  of  the  patient  who 
is  unable  to  change  his  own  catheter. 

The  relief  of  intractable  pain  by  surgical 
rhizotomy  and  chordotomy  is  undeniable  if 
it  were  not  for  the  fact  that  increased  in- 
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continence  and  loss  of  almost  normal  urina- 
tion made  these  4 patients  very  unhappy. 
Other  forms  of  therapy,  such  as  occupa- 
tional and  psycho-  and  physical  therapy, 
should  be  given  an  adequate  trial.  Bors,2 
chief  of  the  Spinal  Cord  Center,  Long 
Beach,  California,  an  accepted  authority  on 
this  subject,  verified  this  opinion  against 
neurosurgery  procedures  in  a letter  written 
about  these  4 Vietnamese  patients. 

Summary 

The  urologic  problems  occurring  in  a 
group  of  27  Vietnamese  paraplegic  patients 
with  upper  motor  neurogenic  lesions  of  the 
spinal  cord,  who  were  treated  at  Castle 
Point  Veterans  Administration  Hospital, 
have  been  reviewed.  The  first  case  of  a 
bladder  bowel  fistula  in  a paraplegic  patient 
is  reported. 

The  importance  of  establishing  teaching 
programs  for  patients  and  professional  staff 
has  been  stressed.  The  desirability  of  ob- 
taining a catheter-free  status  to  provide 
social  acceptability  and  economic  inde- 
pendence is  just  as  important  in  patients 
with  upper  motor  neurogenic  lesions  as  it  is 


Typhoid  vaccine: 
vaccination  policies 


That  the  indications  for  typhoid  vaccination 
are  limited  is  a fact  deserving  wider  apprecia- 
tion. First,  typhoid  vaccine  is  not  nearly  as 
effective  as  vaccines  against  measles,  smallpox, 
poliomyelitis,  whooping  cough,  diphtheria,  and 
tetanus.  Second,  typhoid  fever  today  is  a rare 
disease.  Third,  medical  developments  over  the 
past  several  decades  have  made  effective  treat- 
ment possible.  In  1946  new  cases  reported  in 
the  United  States  totaled  over  3,000;  in  1965 
this  number  had  fallen  to  500.  At  present,  the 
American  Academy  of  Pediatrics  and  the  U.S. 
Public  Health  Service  recommend  typhoid  vac- 
cination under  these  conditions:  (1)  persons 
intimately  exposed  to  a known  carrier,  as 
would  occur  with  continued  household  contact; 
(2)  persons  who  travel  to  foreign  areas  where 
the  disease  is  endemic;  and  (3)  persons  in 
communities  or  institutions  where  there  is  an 
outbreak.  The  latter  situation  has  become  ex- 
tremely rare.  In  view  of  this,  P.E.  Schrag, 
M.D.,  writing  in  the  North  Carolina  Medical 
Journal  29:  336  (August)  1968,  feels  that  the 
typhoid  vaccine  is  still  given  in  numerous  situ- 


in those  with  lower  motor  transections  of 
the  cord.  However,  the  number  of  patients 
who  will  require  permanent  catheter  drain- 
age is  higher  in  the  former  type  of  lesion. 
No  neurosurgical  procedures  should  be  per- 
formed that  would  compromise  a satisfac- 
tory bladder  status  in  paraplegic  patients. 

The  conservative  treatment  of  traumatic- 
lesions  of  the  spinal  cord  as  outlined  by 
Bors-  and  Comarr3,  ^ yielded  satisfactory 
results  in  this  group  of  Vietnamese  para- 
plegic patients. 

333  N.E.  34th  Street 
Fort  Lauderdale,  Florida  33308 
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articles  on  the  Vietnamese  paraplegic  patients. 
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ations  where  it  is  of  questionable  value:  routine 
vaccination  of  schoolchildren,  food  handlers, 
poultry  plant  workers,  and  even  as  a prerequi- 
site for  a college  examination. 

The  impression  that  typhoid  fever  is  still  a 
common  disease  may  be  because  of  the  numer- 
ous cases  which  resemble  typhoid  but  are  in 
fact  caused  by  other  types  of  Salmonella, 
against  which  the  typhoid  vaccine  is  ineffective. 
These  illnesses  can  usually  be  differentiated 
from  typhoid  fever  only  by  laboratory  pro- 
cedures. Most  of  the  stool  or  blood  specimens 
from  suspected  typhoid  cases  turn  out  to  be 
due  to  a different  Salmonella  type. 

The  average  age  of  the  50  carriers  currently 
known  to  the  North  Carolina  Board  of  Health, 
to  use  an  example,  is  sixty-six  years;  a third 
are  over  seventy.  These  persons  are  visited  by 
public  health  nurses,  advised  to  avoid  food- 
handling occupations,  educated  in  hygienic 
habits  of  hand  washing  and  stool  precautions, 
required  to  submit  stool  specimens  at  regular 
intervals,  and  must  maintain  contact  with  the 
local  health  department.  Only  5 are  considered 
uncooperative.  While  there  is  no  reliable  way 
to  estimate  the  actual  number  of  carriers,  it  is 
believed  that  the  low  incidence  of  new  cases 
indicates  that  the  number  must  not  exceed 
several  hundred  in  the  author’s  state  at  the 
present  time. 
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Superficial 
Fascial  Flaps 
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Superficial  fascial  flaps  are  used  in  a 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Plastic  and  Reconstructive  Surgery,  February  13,  1968. 


(II)  Flaps  have  been  interdigitated.  (Ill)  Closure  with  Davey  buttons  and  pull-out  sutures  in  interdigitated 
flaps.  (IV)  Cross  section  of  superficial  fascia,  deep  fascia,  and  skin. 
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FIGURE  1.  Scar  edges  incised  and  outer  surface 
layers  cut  free  under  tension  with  number  15  blade 
(standard  Poulard  technic). 


fundamental  plastic  procedure  to  repair  de- 
formities resulting  in  healed  scars. 

The  depressed  deformities  of  the  face, 
extremities,  and  trunk,  resulting  from 
trauma  and  disease,  have  been  approached 
in  many  ways:  excision  and  closure;  in- 

sertion of  free  graft  materials  (bone,  carti- 
lage, fat,  and  fascial  dermal  grafts)  ; in- 
sertion of  plastics  (solids  and  enclosed 
liquids) ; and  injection  with  silicones. 


FIGURE  3.  (I)  Formation  of  flaps  by  undermining  of  skin  and  superficial  fascia.  (II)  Imbrication  of  flaps. 
(Ill)  Closure  with  retention  pull-out  sutures  in  superficial  fascial  flaps.  (IV)  Cross  section  of  superficial 
fascia,  deep  fascia,  and  skin. 


(Silicones  were  outlawed  in  1967  by  the 
Food  and  Drug  Administration.) 

The  use  of  superficial  fascial  flaps  from 
the  local  area  has  been  found  to  be  a most 
useful  procedure  for  the  repair  of  these 
defects.  This  procedure  is  also  useful  for 
covering  and  protecting  deep  structures 
while,  at  the  same  time,  restoring  contour. 
The  procedure  can  be  performed  anywhere 
on  the  body,  but  especially  on  exposed  sur- 
faces where  function  and  appearance  are 
of  primary  importance.  In  the  cases  with 
depressed  scars  and  overexposed  areas, 
such  as  the  face,  arms,  and  legs,  often  the 
attitude  has  been  to  avoid  any  elective 
reparative  surgery,  the  result  being  no 
better  than  the  original  deformity. 

Implants  have  offered  little  better  results 
with  unphysiologic  tissue  replacement  by  a 
substance  foreign  to  the  body. 

The  use  of  the  Z plasty,  or  interdigitat- 
ing  skin-flap  procedure,  has  been  advo- 
cated. But  this  leaves  three  scars  where 
one  existed  before  and  often  the  result  is 
not  acceptable. 

Local  tissues  can  be  used  in  the  superfi- 


cial fascial  flap  procedure,  and  they  create 
a less  conspicuous  depression,  spreading 
the  deformity  over  a greater  area.  This 
takes  advantage  of  the  superficial  fascia  of 
the  body.  In  defining  the  superficial  fascia, 
Cunningham*  wrote : 

The  superficial  fascia  (panniculus  adi- 
posus)  is  a continuous  sheet  of  areolar 
tissue  and  underlies  the  whole  skin  ex- 
cept at  the  eyelids,  penis,  and  scrotum ; 
and  is  more  or  less  impregnated  with 
fat.  In  the  adult  male  it  tends  to  in- 
crease on  the  abdomen,  breast,  and  but- 
tocks. It  forms  a thicker  subcutaneous 
layer  in  women  and  children  and  is 
mainly  responsible  for  their  more 
rounded  contours.  (They  have  smaller, 
smoother  bones  as  well.)  It  is  indeed  a 
secondary  sex  characteristic.  In  the 
average  it  accounts  for  18  per  cent  of 
body  wreight  in  men  and  28  per  cent  of 
body  weight  in  women.  Its  deep  sur- 

* Cunningham,  D.  J.:  in  Romanes,  G.  J.:  Textbook  of 

Anatomy,  10th  ed.,  London,  Oxford  University  Press,  1964, 
p.  269. 
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FIGURE  4.  Depressed  scar  of  arm.  (I)  Excision  of 
scar  undermining  superficial  fascia  and  formation 
of  multiple  interdigitating  flaps  in  superficial  fascia. 
(II)  Interdigitation  of  superficial  fascial  flaps.  (Ill) 
Closure  of  skin. 

face  which  is  membranous  is  in  loose 

connection  with  the  deep  fascia. 

Therefore,  in  depressed,  fixed  scars, 
where  a panniculus  of  fat  is  present  in  the 
vicinity,  the  procedure  of  choice,  in  my 
opinion,  is  interdigitating  the  superficial 
fascial  flaps. 

Surgical  principles 

The  surgical  principles  involved  are: 

1.  By  Poulard  procedure.  Excise  epi- 
thelial layer  of  the  scar  (Fig.  1). 

2.  By  sharp  dissection,  raise  a dermal 
flap  on  either  side  of  the  scar  and  incise 
down  to  the  deep  fascia  (Fig.  2). 

3.  Mobilize  the  superficial  fascia  from 
the  deep  fascia  and  plan  the  cutting  of  the 
flaps  to  best  repair  the  deformity  (Fig.  3). 

4.  Cut  the  superficial  fascial  flaps  so 
that  when  they  are  interdigitated  or  imbri- 
cated they  will  pull  the  skin  into  its  relaxed 
tension  line  and  relieve  some  tension  on  the 
skin  incision,  then  the  buried  scar  will  con- 
tract in  healing  and  relieve  some  of  the 
tension  on  the  epithelial  scar  (Fig.  4). 


FIGURE  5.  (I)  Imbrication  of  superficial  skin  flaps 
as  shown  in  Figure  3.  (II)  Modification  adaptable, 
using  superficial  skin  flaps  based  the  same  direc- 
tion. (Ill)  Superficial  skin  flaps  based  opposite. 
These  modifications  adaptable  to  situations  based 
on  blood  supply. 

5.  Suture  the  flaps  into  their  new  posi- 
tion. 

6.  Close  the  skin  incision  (Fig.  5). 

5 East  83rd  Street 
New  York,  New  York  10028 
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This  report  describes  a technic  which 
helps  to  relieve  the  symptoms  caused  by  cal- 
cific deposits  in  the  digits.  Symptom- 
producing  calcific  deposits  is  not  an 
everyday  complaint  in  general,  and  in  pa- 
tients with  scleroderma  it  is  not  the  usual 
presenting  symptom.  Calcinosis  is  an  en- 
tity which  may  be  found  with  or  without 
scleroderma,  and  fewer  than  half  the  cases 
of  calcinosis  cutis  circumscripta  are  asso- 
ciated with  scleroderma.  There  are  many 
systemic  diseases  which  can  resemble 
scleroderma  and  which  can  have  associated 
calcium  deposits.  There  are  also  other 
causes  that  have  been  classified  according 
to  injury  by  a known  or  unknown  agent  or 
by  metabolic  or  destructive  diseases.1  The 
net  result  is  the  same.  Calcific  masses  ap- 
pear in  the  digits,  invade  the  subcutaneous 
tissues  and  dermis,  with  eventual  sponta- 
neous rupture  and  breakdown  of  the  skin. 

There  is  limitation  of  joint  movement  be- 
cause of  the  rigid  subcutaneous  masses  and, 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Plastic  and  Reconstructive  Surgery,  February  13,  1968. 


frequently,  associated  pain  of  considerable 
extent.  A comprehensive  review  of  this 
subject  by  Cramer-  covered  all  of  the  im- 
portant relationships  between  calcium  and 
scleroderma  as  well  as  other  entities. 
Surgical  treatment  with  wide  and  deep 
excision  was  advised  only  for  disabling 
and  painful  wounds. 

Medical  therapy  has  not  had  a great  deal 
of  success  to  date  when  the  calcific  deposits 
have  become  so  extensive  as  to  limit  joint 
motion  or  cause  spontaneous  rupture 
through  the  skin.  Twenty  of  these  meth- 
ods have  been  listed  by  Berggren,3  who 
found  it  necessary  to  resort  to  surgery  for 
the  treatment  of  this  condition  and  who  ac- 
curately described  the  problems  involved. 
The  calcific  masses  infiltrate  the  dermis 
and  subcutaneous  tissues,  surround  the 
neurovascular  bundles,  and  erode  the  skin. 
This  causes  the  main  problem  in  surgical 
dissection,  which  is  the  loss  of  blood  sup- 
ply to  the  flaps  when  these  masses  are 
sharply  cut  from  the  skin  in  which  they 
are  imbedded.  The  few  small  septa  which 
remain,  although  distorted  by  the  calcium 
deposits,  are  adequate  to  keep  the  skin 
viable.  These  septa  are  unavoidably  sacri- 
ficed when  the  knife  traverses  the  tissues, 
and  much  of  the  circulation  to  the  flaps  is 
lost.  The  calcium  deposits  nestle  in  the 
skin  subcutaneous  areas  much  as  eggs  nes- 
tle in  a box.  The  results  of  surgery  are 
the  same  as  if  one  were  to  attempt  to  re- 
move the  eggs  from  the  box  by  cutting 
away  the  lid.  All  of  the  intervening  sup- 
ports are  removed  in  removing  the 
eggs.  A web  space  contracture  developed 
after  skin  slough  in  the  thumb  of  a patient 
under  treatment  with  this  method.3  A 
similar  development  occurred  in  the  case  to 
be  reported  here.  When  the  thumb  flap 
was  elevated,  it  soon  became  obvious  that 
to  remove  the  mass  would  make  the  flap  too 
long,  and  necrosis  would  surely  result. 
Necrosis  did  occur;  and  when  the  area 
healed,  several  other  digits  had  become  in- 
volved. Therefore,  the  thought  of  mutilat- 
ing these  fingers  also  by  surgery  posed  the 
immediate  problem. 

It  has  often  been  said  that  necessity  is 
the  mother  of  invention,  and  in  this  in- 
stance it  seemed  necessary  to  devise  some 
way  to  remove  the  calcific  eggs  from  the 
basket  and  leave  the  basket  behind.  The 
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idea  occurred  that  through  a small  incision 
a dental  burr  could  be  introduced  to  break 
up  the  calcium  which  could  then  be  irri- 
gated out  of  the  tissues.  Subsequently  sev- 
eral digits  were  operated  on  at  different 
times,  and  some  digits  several  times,  with 
considerable  success.  The  treatment  re- 
sulted in  minimal  postoperative  discom- 
fort, prompt  wound  healing,  and  consider- 
able improvement  in  the  over-all  function 
of  the  digits  involved.  Relief  from  drain- 
ing sinuses  and  from  the  pain  of  swelling 
was  gratifying  to  both  patient  and  sur- 
geon. 

Case  report 

Case  1.  A sixty-four-year-old  white  female 
was  referred  by  her  attending  physician  be- 
cause of  spontaneous  ulceration  of  the  skin  of 
the  distal  phalanx  of  the  right  thumb.  This 
had  resulted  in  an  ulcerated  area  which  failed 
to  heal.  In  addition,  the  patient  was  unable 
to  flex  the  proximal  or  distal  joints  of  the 
thumb.  She  also  noted  beginning  ulceration 
on  the  left  thumb.  The  past  history  revealed 
that  two  years  prior  to  this  the  patient  began 
to  experience  pain  in  her  finger  tips.  She  was 
examined  but  no  diagnosis  was  made.  One 
year  later  stomach  disturbances  and  difficulty 
in  swallowing  developed.  At  that  time  a diag- 
nosis of  scleroderma  was  made.  Cortisone  de- 
rivatives were  prescribed,  but  there  was  no 
regression  in  the  calcific  deposits.  On  the  con- 
trary, these  continued  to  persist  and  increase 
until  the  present  condition  had  been 
reached.  The  remainder  of  the  medical  his- 
tory was  routine,  and  there  was  nothing  to  sug- 
gest previous  extremity  or  visceral  involvement 
prior  to  her  initial  complaints  two  years  before. 

Examination  of  the  extremities  revealed 
multinodular  thickening  along  the  volar  aspect 
of  the  phalanges,  metacarpal  joints,  and 
across  the  joints  of  the  right  thumb.  There 
was  an  area  of  ulceration  over  the  volar  pad 
thumb  joints.  The  left  thumb  was  involved  but 
not  as  extensively,  and  the  calcium  deposits 
were  limited  to  the  distal  phalanx.  There  was 
no  ulceration  on  the  left  thumb.  The  index  and 
ring  fingers  of  the  right  hand  and  the  index, 
middle,  and  ring  fingers  of  the  left  hand  were 
also  involved  in  the  process. 

It  was  believed  it  was  impossible  for  this  ul- 
ceration to  heal  spontaneously  without  removal 
of  the  calcium  which  was  projecting  through 
the  skin,  and  the  open  wound  was  a source  of 
infection.  Therefore,  with  considerable  hesi- 
tancy and  due  consultation  with  the  referring 
physician,  arrangements  were  made  for  exci- 
sion of  the  masses.  In  December,  1961,  the 
first  operative  procedure  was  carried  out.  The 
thumb  was  incised  along  the  ulnar  border  of  the 
proximal  and  distal  phalanges  and  around  the 


undersurface  of  the  nail  to  the  radial  side. 
After  removing  only  a portion  of  the  mass,  it 
was  believed  that  the  skin  flap  was  so  thin  and 
of  such  length  that  viability  was  definitely  in 
question.  The  dissection  was  stopped,  and  the 
calcium  remaining  along  the  shaft  of  the  meta- 
carpal bones  was  left  in  place.  Passive  flexion 
of  the  proximal  and  distal  joints  was  possible, 
but  the  skin  had  limited  blood  supply.  The 
masses  in  the  right  index  and  ring  fingers  were 
also  removed  through  fish-mouth  incisions, 
since  it  had  been  impossible  to  free  the  deposits 
from  the  underlying  bone  and  overlying  skin 
through  the  original  one-sided  incision.  The 
patient  was  maintained  in  the  hospital  for  four 
days  postoperatively,  and  a small  hematoma 
was  removed  from  the  thumb.  There  was  some 
necrosis  at  the  tip,  but  it  was  not  a major 
problem  at  the  time  of  discharge.  Some  necro- 
sis also  occurred  along  the  edge  of  the  incision 
on  the  index  finger.  In  addition  to  the  prob- 
lem of  marginal  wound  necrosis,  there  was 
also  some  serous  fluid  discharge  along  the  su- 
ture lines.  The  thumb  did  poorly,  and  fourteen 
days  postoperatively  drainage  still  persisted, 
particularly  where  the  dissection  had  been 
stopped  and  the  calcium  had  been  left  behind. 
A small  blister  formed  which  eventually  re- 
sulted in  the  loss  of  4 mm.  of  skin  along  the  tip 
of  the  thumb.  Persistent  drainage  continued 
which  seemed  to  come  from  residual  calcific  de- 
posits. Five  weeks’  time  was  required  for  com- 
plete healing  of  the  thumb.  The  skin  was  thin 
and  adhered  directly  to  bone  at  that  time. 
Healing  of  the  index  and  ring  fingers  was 
reasonably  satisfactory. 

By  early  January,  1962,  the  index  finger  of 
the  left  hand  began  to  drain  spontaneously. 
Both  patient  and  surgeon  were  reluctant  to 
undertake  further  operative  procedures,  but  it 
was  obvious  that  something  had  to  be  done.  By 
March  the  left  thumb  had  become  perforated. 
Surgery  was  recommended  while  there  was  still 
some  remaining  subcutaneous  tissue  that  could 
be  salvaged.  The  right  thumb  had  had  no  sub- 
cutaneous tissue  to  speak  of;  apparently  all  of 
it  had  been  replaced  by  calcific  deposits. 

The  second  operative  procedure  was  per- 
formed in  May,  1962,  at  which  time  the  left 
thumb,  index,  middle,  and  ring  fingers  were 
treated.  Under  general  anesthesia  short  inci- 
sions were  outlined  on  the  ulnar  aspect  of  the 
thumb  and  the  radial  surface  of  the  distal 
phalanges  of  index,  middle,  and  ring  fingers. 
Using  tourniquet  control,  the  incisions  were 
carried  out,  and  the  skin  was  elevated  for  a 
short  distance.  The  calcific  masses  were  broken 
up  with  a dental  burr  and  flushed  with  saline  as 
required.  The  removal  was  quick,  easily  ac- 
complished, and  minimal  soft-tissue  damage 
seemed  apparent  from  the  burr.  It  was  possible 
to  preserve  the  irregular  septal  tissues  which 
before  had  been  completely  cut  away.  Post- 
operatively, within  one  week  all  fingers  were 
healed;  within  two  weeks  the  thumb  was  healed. 
The  fingers  had  good  bulk  to  them,  were  quite 
usable,  and  the  patient  was  able  to  wash  dishes 
again  without  difficulty. 
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There  was,  however,  persistent  difficulty 
with  the  right  thumb,  and  gradually  it  became 
evident  that  the  patient  would  require  addi- 
tional surgery,  but  this  was  no  longer  consid- 
ered with  apprehension  by  either  surgeon  or 
patient.  In  December,  1962,  one  year  after 
the  original  surgery,  the  calcific  masses  were 
removed  from  the  proximal  portion  of  the 
right  thumb,  tip  of  the  right  ring  finger,  left 
thumb,  left  index  finger,  and  left  middle 
finger.  Following  this  procedure,  all  wounds 
except  the  right  ring  finger  healed  within  four 
days.  The  ring  finger  healed  within  one  week, 
but  subsequently  some  swelling  and  drainage 
developed  in  the  left  middle  finger.  This  cleared 
up  within  two  weeks  post  surgery.  The  drain- 
age seemed  to  be  of  a serous  nature  and  de- 
veloped from  the  calcific  masses  which  were  not 
completely  removed.  The  wound  was  not  in- 
fected at  any  time.  In  January,  1963,  the  pa- 
tient’s fingers  were  all  healed,  and  there  was 
good  flexion  at  both  joints  of  the  right  thumb 
which  had  been  completely  immobile  prior  to 
surgery. 

Within  six  months  spontaneous  drainage 
from  the  right  index  finger  had  developed,  and 
other  areas  in  both  hands  had  increased 
deposits.  The  last  surgical  procedure  was 
performed  in  June,  1963,  at  which  time  several 
fingers  were  drilled  without  incident.  The  pa- 
tient was  followed  for  the  next  four  years  dur- 
ing which  some  additional  calcific  masses 
developed.  However,  these  never  reached  the 
point  of  draining  or  restricting  motion  suffi- 
ciently to  require  surgery.  The  patient  still 


suffei's  from  and  is  being  treated  for  her  vis- 
ceral scleroderma. 

Summary 

A technic  has  been  described  which  is 
simple,  straightforwai'd,  and  based  on 
sound  anatomic  considerations.  It  pro- 
vides for  the  removal  of  calcific  masses,  re- 
gardless of  their  cause,  when  they  ai'e 
found  in  subcutaneous  tissues  of  the 
extremities.  Wound  healing  is  prompt,  re- 
lief of  pain  is  marked,  and  impi-ovement  in 
function  is  satisfactory.  Until  such  time 
as  medical  therapy  prevents  or  relieves 
these  localized  pi’oblems,  which  occur  fre- 
quently  in  conjunction  with  systemic  dis- 
ease, it  is  hoped  that  this  sui’gical  proce- 
dure will  be  of  value. 

254  Church  Street 
Poughkeepsie,  New  York  12600 
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Case  history 

David  Mahon,  M.D.*:  A two-and- 

one-half-year-old  girl  has  been  ill  with 
recurrent  episodes  of  fever  and  wheezing 
for  a period  exceeding  one  year.  She  has 
been  admitted  to  the  hospital  for  these  com- 
plaints four  or  five  times  in  the  last  few 
months.  Between  admissions,  she  always 
reveals  a very  high  white  blood  cell  count 
which  ranges  between  20,000  and  55,000 
per  cubic  millimeter.  This  is  accompanied 
by  a pronounced  eosinophilia  varying  from 
40  to  85  per  cent. 

At  her  last  admission  she  was  febrile, 
with  tachypnea  and  tachycardia.  Inter- 
costal retractions  were  observed.  She  had 
diffuse  wheezes  in  both  lung  fields.  The 
liver  was  palpable  4 cm.  below  the  right 
costal  margin.  The  physical  examination 
was  otherwise  normal. 

Her  laboratory  data  revealed  a normal 
hematocrit  but  showed  a white  blood  count 
of  50,000  cells  per  cubic  millimeter  and  a 
58  per  cent  eosinophilia.  Her  alkaline 
phosphatase  exceeded  30  King-Armstrong 
units.  The  results  of  urinalysis  were  nega- 
tive. Complete  evaluation  by  an  allergist 
gave  negative  findings.  Many  stool  speci- 
mens for  ova  and  parasites  showed  no  ab- 
normality. Fungal  skin  tests  revealed 
no  abnormality. 

* Resident  of  Radiology,  Upstate  Medical  Center,  Syra- 
cuse, New  York. 


David  Cheris,  M.D.f:  Multiple  chest 
films  are  available  for  review.  The  initial 
examinations  made  in  September,  1967, 
show  a small  area  of  pulmonary  infiltrate  at 
the  left  base  either  in  the  lingula  or  in  the 
left  lower  lobe.  Later  in  the  same  month 
repeat  films  show  an  infiltrate  in  the  left 
lung  adjacent  to  the  heart.  Several  sets  of 
films  made  between  September,  1967,  and 
July,  1968,  show  questionable  areas  of 
patchy  infiltrate,  but  the  findings  on  these 
films  are  equivocal.  Films  of  the  chest 
made  in  mid-July,  1968,  show  abnormality 
at  the  left  base,  probably  in  the  posterior 
basal  segment  of  the  left  lower  lobe.  Four 
days  later  the  process  appears  somewhat 
more  extensive  and  there  is  again  involve- 
ment of  the  lingula.  A re-examination  in 
September,  1968,  again  shows  patchy 
infiltrate  in  the  left  lower  lobe  (Fig.  1). 
Throughout  the  film  sequence  I see  no  evi- 
dence of  lymphadenopathy  or  pleural  fluid. 
The  films  which  show  the  spleen  suggest 
that  it  is  not  enlarged. 

While  one  could,  in  this  case,  consider 
the  general  differential  diagnosis  of  re- 
current inflammatory  changes  in  a child’s 
lung,  it  would  seem  that  the  key  to  the 
diagnosis  in  this  patient  is  the  very  high 
white  blood  cell  count  and  the  marked 
eosinophilia.  The  child’s  problem  would 

t Clinical  Instructor  of  Radiology,  Upstate  Medical 
Center,  Syracuse,  New  York. 
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FIGURE  1.  Posteroanterior  films  of  chest  show 
patchy  area  of  parenchymal  infiltration  (arrows)  at 
left  base.  (A  and  B)  oblique  and  (C)  lateral  views. 


seem  to  fall  into  the  broad  group  of  pul- 
monary abnormalities  sometimes  referred 


to  as  the  LoefHer  syndrome.  The  most 
common  cause  for  this  condition  in  a child 
would  be  parasitic  infestation.  In  this 
case,  however,  stools  have  been  repeatedly 
negative  for  ova  and  parasites. 

Dk.  Mahon:  This  child  has  a history  of 
pica,  ingesting  soil  from  the  backyard. 
The  family  has  two  dogs,  and  it  appears 
that  the  soil  in  the  yard  has  been  contami- 
nated with  dog  feces. 

Dr.  Cheris:  Under  these  circumstances, 
the  diagnosis  should  be  visceral  larva  mi- 
grans. 

Dr.  Cheris’  diagnosis 

Visceral  larva  migrans 

Dr.  Mahon:  Muscle  and  liver  biopsies 
were  performed. 

Bedros  Markarian,  M.D. *:  We  orig- 

inally received  a muscle  biopsy  which  was 
free  of  lesion.  It  was  followed  by  a liver 
biopsy.  Serial  sectioning  of  this  specimen 
revealed  a single  focus  of  inflammation 
characterized  by  many  eosinophils  and 
neutrophilic  polymorphonuclear  leukocytes 
surrounding  foreign  body  giant  cells  (Fig. 
2A),  some  of  which  appeared  to  contain  a 
peculiar  pale  material  (Fig.  2B).  This  sub- 
stance was  interpreted  as  being  some  por- 
tion of  the  ingested  larva.  Polariscopic 
studies  were  negative. 

The  history  of  leukocytosis  with  marked 
eosinophilia  combined  with  the  knowledge 
that  parasite  eggs  of  Toxocara  canis  were 
found  in  the  feces  of  the  family  dog  were 
strong  factors  in  favor  of  the  diagnosis  of 
Toxocara  hepatitis  in  this  patient.  Sero- 
logic tests  performed  at  the  Communicable 
Disease  Center  in  Atlanta,  Georgia,  were 
positive  for  Toxocara  canis.  There  is  also 
an  elevated  anti-A  and  anti-B  titer  in  this 
patient  who  had  blood  type  O.  This  find- 
ing is  not  uncommon  in  this  disease  and 
appears  to  be  due  to  the  antigenic  similarity 
of  some  portion  of  the  larva  and  the  blood 
group  antigens. 

Prognosis  is  for  a chronic  benign  course 
in  the  absence  of  reinfection.  Ocular  in- 
volvement may  progress  to  loss  of  the  eye. 

Liver  biopsy  offers  the  best  hope  in  the 
diagnosis  of  visceral  larva  migrans.  The 
second  stage  larvae  from  the  ingested  eggs 

* Assistant  Professor  of  Pathology,  Upstate  Medical 
Center,  Syracuse,  New  York. 


April  1J1969  / New  York  State  Journal  of  Medicine  939 


t>  » _ *"  • 

Viflj 

* . 4> 


* *^«  «<  V*  • - 

tr\.  4*v 

v*>,  <V  ♦ / / 


FIGURE  2.  Photomicrographs.  (A)  Single  focus  of  inflammation  characterized  by  many  eosinophils  and 
polymorphonuclear  cells  surrounding  foreign  body  giant  cells  (X  105).  (B)  Giant  cells  some  of  which  ap- 
pear to  contain  pale  material  interpreted  as  being  portion  of  ingested  larva  (X  210). 


in  the  intestinal  lumen  penetrate  the  wall 
to  the  mesenteric  venules  and  lymphatics. 
Spread  is  then  to  the  liver  and  other  organs. 
There  is  an  eosinophilic  granulomatous 
host  reaction  to  the  larvae  at  these  sites 
and  subsequent  arrest  of  further  migration 
of  the  parasites.  Mok*  has  recently  writ- 
ten an  excellent  review  of  the  many  aspects 
of  this  disease  entity.  My  diagnosis  in  this 
case  is  visceral  larva  migrans  (Toxocara 
canis). 

E.  Robert  Heitzman,  M.D.f:  Visceral 

larva  migrans  apparently  constitutes  the 
most  common  cause  of  Loeffler’s  syndrome 
in  children.  As  Dr.  Markarian  has  stated, 

* Mok,  C.  H.:  Visceral  larva  migrans,  Clin.  Pediat.  7: 
565  (Sept.)  1968. 

t Professor  of  Radiology,  Upstate  Medical  Center,  Syra- 
cuse, New  York. 


this  infestation  is  due  to  the  dog  ascaris, 
but  the  syndrome  can  at  times  be  produced 
by  infestation  with  the  cat  ascaris.  I think 
it  is  worth  keeping  in  mind  that  in  children 
with  recurrent  pulmonary  infiltrates  and 
high  eosinophil  counts,  the  most  common 
cause  would  be  worm  infestation.  As  Dr. 
Markarian  further  stated,  involvement  of 
the  eye  with  Toxocara  canis  is  not  un- 
common, and  there  are  several  recorded 
instances  in  the  literature  in  which  enuclea- 
tion of  the  eye  was  performed  for  the 
presumptive  diagnosis  of  retinoblastoma 
only  to  have  the  pathologist  report  granu- 
lomatous disease  due  to  Toxocara. 

Final  diagnosis 

Visceral  larva  migrans 
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QUESTION  39.  The  top  electrocardiogram  was  obtained  following  a bout  of  chest  pain  in  a sixty-seven- 
year-old  man.  The  bottom  electrocardiogram  was  obtained  several  hours  later.  What  is  the  diagnosis,  and 
what  procedure  was  performed  between  the  two  tracings? 


QUESTION  40.  This  electrocardiogram  is  a continuous  V lead  obtained  during  a cardiac  procedure.  What 
is  the  interpretation,  and  what  diagnostic  procedure  is  being  performed? 
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ELUCIDATION 


Question  39.  In  the  top  tracing  the  P-R 
interval  is  prolonged  to  0.32  second,  and 
there  is  a second  P wave  superimposed  on 
the  S-T  segment.  These  alternate  P waves 
are  not  conducted.  The  rhythm  is  second- 
degree  heart  block  with  2:1  conduction. 
There  are  broad  Q waves  in  leads  III  and 
aVf  with  marked  elevation  of  the  S-T  seg- 
ments and  T-wave  inversions  in  leads  II, 
III,  and  aVf.  There  are  reciprocal  S-T 
depressions  in  leads  I and  aVl.  These 
abnormalities  are  characteristic  of  a recent 
inferior  wall  myocardial  infarct.  The  sec- 
ond tracing  was  obtained  following  inser- 
tion of  a transvenous  temporary  cardiac 
pacemaker  for  treatment  of  the  heart  block. 
The  heart  is  being  paced  from  the  right 
ventricle,  and  the  characteristic  pacemaker 


spike  and  distorted  ventricular  depolariza- 
tion waves  are  visible.  The  S-T  segments 
are  elevated  in  leads  II,  III,  and  aVf  with 
T-wave  inversion.  The  QRS  complexes  are 
distorted  by  the  pacemaker  impulse,  and 
their  interpretation  is  impossible.  Rarely, 
as  here,  S-T  and  T-wave  changes,  sugges- 
tive of  recent  myocardial  damage,  are  visi- 
ble despite  ventricular  pacing. 

Question  40.  The  patient  is  undergoing 
a pericardial  tap.  Using  an  alligator 
clamp,  the  V lead  is  attached  to  the  aspirat- 
ing needle.  The  patient  is  connected  as  for 
a regular  electrocardiogram,  and  the  V lead 
is  continually  monitored  during  aspiration. 
In  the  distal  half  of  the  first  strip  there  are 
marked  elevations  of  the  S-T  segment 
which  distort  the  QRS  complex.  These 
tracings  were  obtained  as  the  needle  struck 
the  underlying  epicardium.  The  current 
of  injury  disappeared  when  the  needle  was 
withdrawn  slightly  (end  of  bottom  strip). 
Pericardiocentesis  should  be  monitored  in 
this  fashion  to  minimize  the  possibility  of 
injury  to  the  heart. 


Accidental  falls 

More  than  20,000  people  in  the  United  States 
die  annually  from  injuries  sustained  in  acci- 
dental falls,  reports  the  Metropolitan  Life  In- 
surance Company.  This  toll,  exceeded  only  by 
that  from  motor  vehicle  accidents,  represents 
a death  rate  of  10  per  100,000  population. 

Twelve  million  persons  each  year  are  injured 
seriously  enough  in  falls  to  require  at  least 
one  day  of  restricted  activity  or  medical  atten- 
tion— a record  unmatched  by  any  other  type 
of  accident.  Moreover,  about  3 million  persons 
in  the  United  States  have  an  impairment  of 
the  back,  limb,  or  other  part  of  the  body, 
which  resulted  from  an  accidental  fall. 

The  death  rate  from  falls  increases  markedly 
with  age,  ranking  fifth  as  a cause  of  accidental 
fatalities  at  ages  under  twenty-five,  third  at 
ages  twenty-five  to  forty-four,  second  at  ages 
forty-five  to  seventy-four,  and  first  at  ages 
seventy-five  and  over.  At  the  advanced  ages, 
seventy-five  and  over,  the  number  of  persons 
killed  in  falls  is  three  and  a half  times  that 
killed  in  motor  vehicle  accidents. 

About  5,700  deaths  due  to  accidental  falls, 
or  more  than  a fourth  of  all  such  accidental 


fatalities,  occur  in  falls  on  the  same  level,  that 
is,  the  floor,  ground,  sidewalk,  or  street. 
Physical  weakness  or  impairment  in  the  vic- 
tims is  often  a contributing  factor.  Falls  on 
stairs  cause  about  2,000  deaths  annually,  falls 
from  ladders  result  in  more  than  300  deaths, 
and  over  3,000  additional  fatalities  are  at- 
tributed to  other  falls  from  one  level  to  an- 
other. 

Falls  in  and  about  the  home  take  approxi- 
mately 10,000  lives  and  injure  nearly  7 million 
others.  Residential  institutions,  with  their 
large  aged  population,  are  reported  as  the  site 
of  some  3,000  fatal  falls  a year.  Another 
1,000  persons  die  in  falls  on  streets  and  high- 
ways. Nearly  600  fatalities  each  year  result 
from  falls  in  factories,  mines,  quarries,  and 
other  industrial  sites. 

Fatal  accidental  falls  in  the  home  often  in- 
volve injuries  to  the  head.  This  is  indicated 
by  a review  of  the  1964-1965  death  claim 
records  of  insured  persons  aged  fifteen  to 
sixty-four,  who  died  in  accidental  falls  in  the 
home.  Over  70  per  cent  of  the  231  victims 
sustained  craniocerebral  injuries.  Factures  of 
the  lower  limb  were  suffered  by  about  one- 
eighth,  and  injuries  of  the  vertebral  column 
were  reported  in  nearly  a tenth  of  the  total. 
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Fever,  Precordial  Distress,  and 
Cardiac  Arrhythmias  with 
Healed  Pulmonary  Tuberculosis 


Case  history 

Ernst  Abelin,  M.D. : A sixty-six-year- 

old  white  male  hotel  clerk  was  admitted 
with  severe  anterior  chest  pain  and  short- 
ness of  breath  of  twenty-four  hours’  dura- 
tion. 

Six  years  previously  the  patient  had  been 
seen  in  the  outpatient  department  with 
complaints  of  lower  abdominal  pain  and 
nausea;  at  that  time  he  gave  a history  of 
diabetes,  easily  controlled  by  diet,  that  had 
existed  for  one  year.  He  had  had  hyper- 
tension for  the  preceding  three  years.  His 
past  history  included  pulmonary  tubercu- 
losis treated  by  pneumothorax  from  1933 
to  1936;  in  1947  he  had  undergone  a cho- 
lecystectomy and  appendectomy.  Physical 
examination  in  the  outpatient  department 
revealed  a blood  pressure  of  160/80  mm. 
Hg  and  a temperature  of  98.2  F.  The  find- 
ings of  the  general  examination  were  nega- 
tive except  for  slight  anisocoria.  The 
fasting  blood  sugar  was  normal.  The  clini- 
cal impression  was  gastritis,  and  the  pa- 
tient responded  to  symptomatic  therapy. 

Five  years  later,  the  patient  was 
admitted  the  first  time  because  he  had  sus- 
tained a physical  assault  with  trauma  about 
the  face ; he  fell  and  struck  the  occipital  re- 
gion of  the  scalp,  did  not  lose  consciousness, 
but  thereafter  complained  of  frontal 
headache.  At  that  time  he  gave  an  addi- 
tional history  of  inequality  of  the  pupils 
for  a period  of  twenty-six  years  and  a right 


facial  palsy,  usually  accentuated  by  emo- 
tional stress,  for  a period  of  three  years. 
During  these  three  years,  he  had  experi- 
enced anterior  chest  pain  on  exertion, 
which  was  controlled  by  nitroglycerine. 
There  was  no  history  of  scarlet  fever,  rheu- 
matic fever,  or  diphtheria.  The  patient 
denied  the  use  of  tobacco  or  alcohol,  and 
there  were  no  known  allergies. 

On  admission  to  the  hospital,  the  pa- 
tient’s blood  pressure  was  130/90  mm.  Hg, 
pulse  rate  90,  respirations  16  per  minute, 
and  the  temperature  98  F.  The  patient 
was  slightly  obese,  fully  conscious,  well-ori- 
ented, and  apparently  in  no  serious  dis- 
tress. There  was  evidence  of  a recently 
sutured  1-inch  laceration  over  the  occipital 
region  of  the  scalp.  Examination  of  the 
eyes  showed  the  left  pupil  to  be  larger  than 
the  right,  although  both  pupils  reacted  well 
to  light  and  accommodation.  The  cardiac 
examination  revealed  normal  sinus  rhythm 
with  a blowing  systolic  murmur  Grade  II 
to  VI  over  the  second  left  intercostal 
space.  The  lungs  wrere  clear,  and  the  abdo- 
men was  normal.  There  was  no  peripheral 
edema.  The  neurologic  examination  was 
normal  except  for  anisocoria  and  a right 
peripheral  facial  palsy. 

The  laboratory  examinations  included  a 
urinalysis  that  revealed  a specific  gravity 
of  1.020,  with  no  albumin  present,  a 2 plus 
sugar,  and  no  acetone.  Microscopic  urine 
examination  was  normal.  The  fasting  glu- 
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FIGURE  1.  Electrocardiogram  of  first  hospital 
admission,  suggesting  left  ventricular  hypertrophy 
and/or  ischemic  changes. 


cose  was  143  mg.  per  100  ml.;  the  blood 
urea  nitrogen,  creatinine,  hemoglobin,  he- 
matocrit, and  white  blood  cell  count  were 
normal.  The  spinal  fluid  was  grossly 
bloody  with  a glucose  level  of  88  mg.  and 
the  protein  15  mg.  per  100  ml. ; the  white 
blood  cell  count  was  20  per  cubic  milli- 
meter. The  red  blood  cells  were  too  nu- 
merous to  count.  Repeat  spinal  tap  showed 
xanthochromic  fluid  with  protein  500  mg. 
and  glucose  84  mg.  per  100  ml. 

Roentgenographic  examinations  revealed 
a linear  fracture  of  the  left  occipital  bone 
but  no  evidence  of  vertebral  fracture. 
X-ray  film  of  the  chest  revealed  fibrosis  and 
pleural  thickening  of  the  left  upper  lobe 
with  retraction  of  the  left  hilus  upward 
and  of  the  trachea  to  the  left  side.  The 
heart  could  not  be  clearly  evaluated  because 
of  the  fibrothorax. 

The  electrocardiogram  showed  sinus 
bradycardia,  left  ventricular  hypertrophy, 
with  minor  S-T  and  T-wave  abnormalities 
suggestive  of  ischemia  or  ventricular  hy- 
pertrophy (Fig.  1).  The  electroencephalo- 
gram showed  a diffuse  abnormality  with 
posterior  predominance  and  a right  occip- 
ital focal  accentuation. 

The  patient’s  hospital  course  was  gener- 
ally uneventful  with  relatively  few  symp- 
toms. There  were  no  localizing  neurologic 


signs  other  than  the  previously  noted  eye 
and  facial  changes.  The  Grade  II  to  VI 
systolic  murmur  at  the  base  was  repeatedly 
confirmed.  The  patient  remained  afebrile 
for  the  first  hospital  week  and  thereafter 
demonstrated  slight  temperature  eleva- 
tions with  a maximum  of  101  F. ; the  blood 
pressure  varied  from  130/70  to  170/90  mm. 
Hg.  The  patient  continued  to  improve  and 
was  discharged  after  sixteen  days. 

The  second  admission  occurred  five 
months  later.  Except  for  recurrent  ante- 
rior chest  pain  he  had  apparently  remained 
well  in  the  interval  until  the  day  before  the 
final  admission  when  unusually  severe  chest 
pain  and  shortness  of  breath  developed. 
Within  a few  minutes  after  reaching  the 
emergency  department,  he  collapsed  and  on 
prompt  cardiac  evaluation  was  found  to 
have  ventricular  fibrillation.  The  arrhyth- 
mia was  terminated  with  the  aid  of  electric 
shock,  and  the  patient  was  resuscitated  and 
admitted  immediately  to  the  intensive  care 
unit. 

Physical  examination  in  the  intensive 
care  unit  revealed  a blood  pressure  of 
140/100  mm.  Hg,  respirations  34,  pulse  140 
per  minute,  and  temperature  98.9  F.  The 
patient  was  conscious  but  unable  to  commu- 
nicate verbally  because  of  tracheal  intuba- 
tion. He  appeared  well  developed  and  well 
nourished;  the  skin  was  pale  and  clammy. 
The  neck  veins  were  prominent.  There 
were  bilateral  crepitant  inspiratory  rales 
and  rhonchi  throughout  both  lung  fields. 
The  heart  revealed  a rapid  regular  rhythm; 
no  murmurs  were  audible.  The  abdomen 
appeared  normal.  The  neurologic  exam- 
ination again  revealed  only  anisocoria. 

The  hemoglobin  was  13.8  Gm.  per  100 
ml.,  the  hematocrit  41,  the  white  blood  cell 
count  15,000  per  cubic  millimeter,  with  60 
per  cent  lymphocytes.  The  erythrocyte 
sedimentation  rate  was  77  mm.  per  hour 
(Westergren).  The  serologic  test  for  syph- 
ilis was  reactive  undiluted  on  the  second 
day  but  nonreactive  thereafter.  The  fast- 
ing blood  sugar  was  390  mg.,  the  blood  urea 
nitrogen  32  mg.,  and  the  uric  acid  9.4  mg. 
per  100  ml. ; the  carbon  dioxide  content  was 
31  mEq.,  potassium  3.1  mEq.,  sodium  146 
mEq.,  and  chlorides  102  mEq.  per 

liter.  The  cholesterol  was  254  mg.  per  100 
ml.;  the  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  30,  the  SGPT  (serum  glu- 
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FIGURE  2.  Initial  x-ray  film  of  chest  on  second  ad- 
mission, demonstrating  mediastinal  displacement, 
fibrotic  changes  in  left  upper  lung,  and  right  lower 
lobe  infiltration. 

tamic  pyruvic  transaminase)  46,  and  the 
LDH  (lactic  dehydrogenase)  260  units. 
The  antistreptolysin  titer  was  625  Todd 
units;  the  rheumatoid  factor  was  nonreac- 
tive. Urine  culture  revealed  no  growth  by 
the  fifth  day;  blood  culture  revealed  no 
growth  by  the  thirteenth  day.  The  sputum 
culture  showed  Aerobacter  species,  alpha 
hemolytic  streptococcus  (15  per  cent),  and 
Candida  albicans  (15  per  cent).  No  acid- 
fast  bacilli  were  seen  on  smear. 

Roentgenographic  examination  on  admis- 
sion revealed  the  marked  fibrotic  changes  in 
the  left  upper  lobe  with  deviation  of  the 
mediastinum  to  the  left  (Fig.  2).  A spotty 
infiltration  in  the  right  lower  lung  field 
suggested  a recent  pneumonic  infiltration ; 
a repeat  on  the  eleventh  hospital  day 
showed  no  changes.  Roentgenograms  of 
the  right  wrist  revealed  negative  findings; 
both  shoulder  areas  showed  calcific  tendoni- 
tis adjacent  to  the  greater  tuberosities. 

During  the  first  hospital  week  the  tem- 
perature rose  occasionally  to  101  F.  The 
patient  was  treated  with  levarterenol  bitar- 
trate (Levophed),  lidocaine  (Xylocaine),  di- 
goxin,  and  meralluride  (Mercuhydrin). 
Penicillin,  600,000  units  twice  daily,  was 
given  for  the  first  week  and  thereafter 
ampicillin,  250  mg.  three  times  a day.  The 


blood  pressure  was  maintained  at  140/100 
mm.  Hg.  The  endotracheal  tube  was  re- 
moved after  the  first  hospital  day. 

Laboratory  examinations  during  the  first 
hospital  week  showed  a continued  elevation 
of  the  fasting  blood  sugar  and  the  blood 
uric  acid;  the  serum  electrolytes  remained 
essentially  unchanged.  The  SGOT  level 
rose  to  180  and  gradually  fell  to  22  units; 
the  SGPT  fell  from  the  initial  46  units  to 
25  units;  the  LDH  level  rose  to  1,480  units 
on  the  second  hospital  day  and  thereafter 
dropped  to  normal  limits.  The  prothrom- 
bin time  was  14.9  seconds  (control  13.4 
seconds).  Results  of  repeat  urine  exami- 
nations were  essentially  negative,  while  the 
hemoglobin  and  hematocrit  remained  nor- 
mal. The  white  blood  cell  count  fell  grad- 
ually to  11,000  per  cubic  millimeter  with 
normal  differential  counts.  The  sputum 
culture  revealed  a predominant  organism 
of  the  Aerobacter  species. 

Electrocardiograms  during  the  first  hos- 
pital week  revealed  a variety  of  arrhyth- 
mias with  sinus  tachycardia  and  aberrant 
atrioventricular  conduction,  coupled  ven- 
tricular premature  contractions,  atrial  fi- 
brillation with  a rapid  ventricular  response, 
atrial  flutter  with  a 4:1  block,  and  intra- 
ventricular conduction  delay.  There  were 
no  progressive  changes  clearly  indicative 
of  a myocardial  infarction.  The  P-R  inter- 
val was  initially  normal  but  was  prolonged 
to  0.24  seconds  on  the  fourth  hospital  day 
(Fig.  3). 

The  patient  complained  of  soreness  of  the 
chest,  aggravated  by  respiration,  and  ten- 
derness along  the  lower  costal  margins. 
On  the  second  hospital  day  fine  crepitant 
rales  were  noted  over  the  right  base,  and  a 
pericardial  friction  rub  was  also  audible. 
These  latter  findings  disappeared  by  the 
fourth  hospital  day,  but  the  patient  began 
to  complain  of  pain  in  the  right  wrist,  to- 
gether with  tenderness  and  swelling  in  the 
second  metacarpophalangeal  joint  on  the 
right.  Colchicine  and  allopurinol  were 
given  daily  thereafter. 

During  the  second  hospital  week  the 
blood  uric  acid  dropped  to  4.9  mg.  per  100 
ml.  The  serum  bilirubin  was  0.7  mg.  (di- 
rect 0.3)  per  100  ml.  The  thymol  turbidity 
was  4 units,  the  cephalin  flocculation  a 
trace  positive;  the  total  serum  protein  was 
7.2  Gm.  per  100  ml.  (albumin  3.3  Gm.,  glob- 
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FIGURE  3.  Electrocardiogram  after  recovery  from 
ventricular  fibrillation. 

ulin  3.9  Gm.).  The  creatine  phosphokinase 
was  4 units  (normal  0 to  12),  and  hydroxy- 
butyric  dehydrogenase  was  240  units  (nor- 
mal 140  to  350  units).  The  alkaline  phos- 
phatase was  2.8  units  and  the  acid  phos- 
phatase 2.7  units,  n The  electrocardiogram 
revealed  reversion  of  auricular  flutter  to  a 
normal  sinus  rhythm  with  a P-R  interval  of 
0.24  seconds. 

The  patient  continued  to  complain  of 
cough  and  dyspnea;  during  the  second  hos- 
pital week  the  pain  in  the  right  wrist  had 
disappeared,  but  he  began  to  complain  of 
pain  in  the  left  shoulder  and  left 
wrist.  At  times  a loud  parasternal  friction 
rub  was  audible,  and  rales  were  noted  over 
both  lung  bases.  The  liver  became  palpa- 
ble and  slightly  tender,  without  peripheral 
edema.  Throughout  the  patient’s  hospital 
course  the  urine  remained  free  of  sugar;  no 
specific  therapy  for  diabetes  was  required. 

On  the  morning  of  the  fifteenth  hospital 
day  the  patient  suddenly  went  into  circula- 
tory collapse  with  cardiac  arrest  and  could 
not  be  resuscitated. 


Case  discussion 

-John  T.  Flynn,  M.D.*:  We  are  con- 

cerned here  with  the  case  of  a male  hotel 

* Director  of  Medicine,  Bee  km  an -Down  town  Hospital; 
Assistant  Professor  of  Clinical  Medicine,  Cornell  University 
Medical  College. 


clerk,  of  Caucasian  origin,  whose  medical 
background  included  mild  diabetes  mellitus 
and  pulmonary  tuberculosis  treated  by 
pneumothorax.  He  had  undergone  a chole- 
cystectomy and  was  reported  to  have  had 
hypertension  and  a fairly  clear-cut  history 
of  angina  of  effort  for  several  years.  There 
was  a history  of  anisocoria  for  twenty-five 
years  and  a right  facial  palsy  for  the  pre- 
ceding three  years.  He  came  under  our 
observation  originally  because  of  an  unex- 
plained episode  of  abdominal  pain  and 
nausea  in  1962  which  was  labeled  “gas- 
tritis.” There  is  nothing  in  the  history  to 
support  the  notion  of  alcoholism  as  the 
cause  of  the  gastritis.  The  abdominal  pain 
could  have  been  related  to  biliary  tract 
disease.  Inasmuch  as  the  symptom  was  not 
recurrent,  I believe  it  was  not  related  to  the 
terminal  course. 

His  first  admission  in  late  1967  was  occa- 
sioned by  head  trauma.  A skull  fracture 
was  seen  on  x-ray  film  and  was  probably 
recent,  although  radiologists  cannot  always 
distinguish  between  an  old  skull  fracture 
and  a more  recent  one.  We  will  assume  it 
was  a recent  fracture  related  to  the  bloody 
spinal  fluid  but  with  complete  recovery  of 
the  patient.  The  most  significant  feature 
of  this  admission  was  the  unexplained  fe- 
ver which  began  after  one  week  and  per- 
sisted thereafter  throughout  the  hospital 
course.  The  appearance  of  a systolic  mur- 
mur at  the  base  of  the  heart  was  notewor- 
thy and  had  not  been  previously  recorded. 
This  murmur  was  reported  in  both  the 
second  right  and  second  left  interspaces. 
With  the  displacement  of  the  mediastinal 
structures  to  the  left,  the  exact  source  of 
the  murmur,  whether  in  the  aorta  or  in  the 
pulmonary  artery,  remains  obscure. 

Five  months  later  the  patient  was 
readmitted  with  the  acute  onset  of  chest 
pain.  In  the  absence  of  a more  complete 
history,  I would  assume  that  he  was  rea- 
sonably well  in  the  interval  although  fever 
may  have  persisted.  After  experiencing 
chest  pain  and  dyspnea  for  one  day,  he  col- 
lapsed with  an  episode  of  ventricular  fibril- 
lation in  the  emergency  room,  was 
resuscitated  and  immediately  admitted  to 
the  intensive  care  unit.  Congestive  heart 
failure  was  later  observed  with  partial 
clearing  after  treatment.  During  the  early 
phase  of  this  hospitalization  the  patient  ex- 
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perienced  recurrent  auricular  arrhythmias, 
conduction  defects,  ventricular  premature 
contractions,  and  a pericardial  friction  rub; 
later,  he  was  persistently  febrile,  especially 
each  afternoon  and  evening.  His  illness 
terminated  in  cardiac  arrest. 

After  reading  the  case  protocol,  I as- 
sumed that  the  pathologist  did  not  intend 
to  surprise  us  with  an  isolated  finding  of 
interest  to  him  only  but  of  interest  to  all  of 
us  clinicians  as  well. 

My  initial  attack  on  this  problem  would 
be  to  determine  what  organs  were  most 
likely  not  involved  in  this  disease  process; 
these  negative  findings  will  be  helpful  later 
on.  The  renal  function  was  excellent  in 
spite  of  long-standing  diabetes;  therefore,  I 
think  we  can  reasonably  exclude  the  possi- 
bility of  a Kimmelstiel-Wilson  syndrome. 
Liver  function  was  also  excellent;  there 
was  some  hepatic  tenderness  associated 
with  congestive  failure.  The  biliary  tract 
disease  was  old.  apparently  not  recurrent, 
and  not  the  source  of  a bacteremia  termi- 
nally. The  biliary  tract  can  be  the  source 
of  such  an  infection  in  diabetes,  but  usu- 
ally in  a terminal  state,  and  wTith  positive 
cultures  for  gram-negative  organisms  from 
many  body  fluids.  So  I will  give  the  biliary 
tract  a clean  bill  of  health,  except  perhaps 
for  an  incidental  stone. 

The  central  nervous  system  attracts  our 
attention  with  a right  facial  palsy  of  three 
years’  duration  and  anisocoria.  There  are 
sympathetic  nerve  fibers  in  the  facial  nerve, 
but  they  supply  the  sphenopalatine  and  sub- 
maxillary ganglia  to  control  salivary  and 
lacrimal  gland  secretion  and  are  not  in- 
volved in  the  reactions  of  the  iris. 
Although  the  patient  attributed  aggra- 
vations of  his  facial  palsy  to  emotional 
disturbances,  I cannot  find  medical  confir- 
mation of  this  assertion.  The  head  injury 
involved  a skull  fracture,  which  I believe 
was  recent,  with  bloody  spinal  fluid  and  an 
abnormal  electroencephalogram.  I see  no 
relation  of  any  of  these  neurologic  events  to 
the  patient’s  terminal  course. 

Let  us  focus  on  the  positive  areas  of  the 
case  within  the  thorax.  Dr.  Batillas,  will 
you  review  the  x-ray  films  for  us  ? 

John  Batillas,  M.D. : The  chest  film  on 

the  initial  admission  in  November,  1967, 
demonstrates  a left  fibrothorax  and  retrac- 
tion of  the  heart  and  mediastinum  to  the 


left;  there  is  pleural  thickening  on  the 
right  but  no  evidence  of  active  disease.  On 
the  first  chest  film  at  the  final  admission 
five  months  later  wre  can  see  increased 
markings  and  infiltrative  densities  in  the 
right  lower  lung  field  in  addition  to  the 
changes  described  previously  (Fig.  2). 
Subsequent  films  taken  three  days  apart 
demonstrate  resolution  of  the  infiltration 
in  the  right  lower  lung  field. 

On  the  skull  film  there  is  a fracture  in 
the  left  occipital  region,  most  probably 
recent.  There  is  advanced  osteoarthritic 
change  in  the  cervical  spine;  the  lumbosa- 
cral spine  showed  minimal  changes.  Both 
shoulders  showed  peritendinitis  calcarea ; 
examination  of  the  hands  revealed  negative 
findings. 

Dr.  Flynn  : Was  there  no  significant 

progressive  shift  of  the  mediastinum  dur- 
ing this  second  admission  ? 

Dr.  Batillas  : I would  say  that  there 

has  been  no  increase  in  the  shift  since  the 
initial  film. 

Dr.  Flynn  : 1 believe  that  this  patient 

had  athex-osclerotic  coronary  disease,  with  a 
typical  clinical  pattern  of  recurrent  anginal 
pain  on  effox-t,  and  ventricular  fibrillation. 
I am  not  px-epared  to  rule  out  some  addi- 
tional precipitating  event,  such  as  a coro- 
nary  embolus.  The  electrocardiographic 
diagnosis  of  a x-ecent  myocardial  infarction 
in  this  patient  may  have  been  obscured  by 
the  px'esence  of  the  intraventricular  block. 
On  the  other  hand,  its  occurrence  is  sug- 
gested by  the  transient  auricular  fibrilla- 
tion and  auricular  flutter;  elevation  of  the 
SGOT,  SGPT,  and  LDH  levels;  and  con- 
gestive heax-t  failure.  A most  important 
fact  was  the  period  of  clinical  improvement 
during  the  last  ten  days  of  the  patient’s 
course,  with  clearing  of  the  inti'aventricu- 
lar  block  and  disappearance  of  most  of  the 
atrioventricular  block.  Part  of  the  electi'o- 
cardiographic  impx’ovement  may  have  been 
due  to  x-eduction  in  the  dosage  of  digitalis, 
but  the  patient’s  electx’ocardiogram  re- 
vex'ted  entirely  to  its  previous  pattern,  so 
that  one  could  hardly  expect  that  a massive 
infiltrative  disease  of  the  myocardium 
would  have  been  i-esponsible  for  this  entire 
pictui-e.  In  my  experience,  only  coronary 
disease  with  a recent  occlusion  of  a coro- 
nai'y  vessel  would  account  for  such  a 
sequence  of  clinical  events.  A myocardial 
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infiltration  to  a minor  degree  by  neoplasm 
would  be  only  an  incidental  finding. 

I find  it  difficult  to  interpret  the  low  R- 
wave  progression  in  the  electrocardiogram 
across  the  precordium  because  of  the  dis- 
placement of  the  heart  to  the  left.  Such 
changes  may  not  be  related  necessarily  to 
an  old  myocardial  infarction.  The  develop- 
ment of  an  S wave  in  lead  I suggests  a pro- 
gressive right  heart  strain,  possibly  due  to 
pulmonary  embolism  or  to  another  kind  of 
vascular  obstruction  in  the  lungs,  such  as 
progressive  narrowing  of  the  pulmonary 
artery.  The  case  protocol  suggests  a vari- 
able degree  of  hypertension,  but  the  use  of 
one  arm  only  for  blood  pressure  measure- 
ments is  not  specified,  nor  is  there  indica- 
tion of  the  time  relationships  of  these  blood 
pressure  readings  to  the  use  of  lidocaine 
and  levarterenol  bitartrate,  both  of  which 
will  directly  affect  the  blood  pressure  levels. 

The  question  of  valvular  disease  in  an 
older  person,  either  bacterial  or  marantic  in 
nature,  cannot  be  discarded  in  the  presence 
of  a basal  murmur  which  varies  in  inten- 
sity; but,  on  the  other  hand,  there  was  no 
associated  weight  loss,  anemia,  hematuria, 
or  petechia.  We  discover  an  incidental  en- 
docarditis so  often  at  postmortem  examina- 
tion that  I cannot  resist  mentioning  it. 
The  negative  blood  culture  could  be  com- 
patible with  a fungus  endocarditis,  with  a 
cell-wall  defective  microbial  variant  on  a 
heart  valve,  or  with  a marantic  endocar- 
ditis. 

In  chronic  tuberculosis  I must  consider 
myocardial  amyloidosis.  However,  97  per 
cent  of  patients  who  have  secondary  amy- 
loidosis due  to  tuberculosis  simultaneously 
have  active  turberculous  disease.1  I do  not 
believe  that  this  patient  had  active  progres- 
sive pulmonary  tuberculosis.  Also  there 
was  no  obvious  amyloid  involvement  of  the 
liver,  kidneys,  and  spleen.  I was  interested 
to  learn  that  in  amyloidosis  secondary  to 
pulmonary  tuberculosis,  the  liver  is  pal- 
pable in  only  about  60  per  cent  of  cases, 
and  the  spleen  is  palpable  in  only  45  per 
cent.1  The  kidneys  are  involved  with  poor 
concentration,  albumin,  and/or  casts  in 
about  80  to  85  per  cent.  Since  we  have  no 
serious  evidence  of  amyloid  involvement  of 
these  three  organ  systems,  I will  dismiss 
the  notion  of  myocardial  amyloidosis  as 
well.  As  I noted  before,  lymphoscarcoma 


or  pulmonary  neoplasm  massively  invad- 
ing the  myocardium  are  simply  not  com- 
patible with  the  clinical  course  of  this 
patient.  Tuberculosis  of  the  myocardium 
is  too  rare  to  consider.  A staphylococcic 
abscess  of  the  myocardium  admittedly 
could  have  been  reversed  by  the  use  of 
penicillin,  but  such  a condition  is  very  rare 
and  present  only  in  generalized  overwhelm- 
ing septicemia. 

The  one  question  I cannot  answer  is 
whether  Aschoff’s  nodules  are  present  in 
this  myocardium.  Certainly  the  presence 
of  fever,  a basal  systolic  murmur,  an  ele- 
vated antistreptolysin  titer,  elevated  eryth- 
rocyte sedimentation  rate,  joint  involve- 
ment, prolonged  atrioventricular  conduc- 
tion, and  pericarditis  would  make  out  a 
good  case  for  acute  rheumatic  involvement 
of  the  heart.  Maybe  I am  being  an  ostrich 
in  discounting  these  findings  as  positive 
evidence  of  acute  rheumatic  fever  in  a 
patient  of  this  age. 

I do  not  believe  the  aorta  was  damaged 
by  syphilis  in  spite  of  a serologic  test  show- 
ing reactivity,  but  I would  feel  more  secure 
in  dismissing  syphilitic  aortitis  if  the 
spinal  fluid  test  result  for  syphilis  on  the 
first  admission  was  negative. 

Basil  Moumgis,  M.D. : It  was  not  done. 

Dr.  Flynn  : Some  degree  of  atheroscle- 

rosis in  the  aortic  arch  with  calcification 
might  be  obscured  on  the  x-ray  film  by  the 
fibrothorax  and  by  the  displacement  and 
distortion  of  the  adjacent  structures. 

A factor  of  importance  to  the  clinical 
picture  was  any  physical  trauma  incidental 
to  resuscitation  procedures  administered 
because  of  the  episode  of  ventricular  fibril- 
lation. I would  suggest  that  the  pleuritic 
pain,  the  tenderness  over  the  costochondral 
cartilages,  and  possibly  the  pericardial 
friction  rub  may  have  been  secondary  to 
these  measures.  It  is  of  interest  to  note 
that  autopsy  findings  after  closed-chest 
resuscitative  efforts  reveal  minimal  or  no 
traumatic  changes  in  the  internal  organs 
except  for  minor  local  hemorrhage. 

Let  us  review  the  joint  symptoms.  The 
possibility  of  gout  is  reasonably  good,  with 
the  high  uric  acid  and  the  temporary  ag- 
gravation of  symptoms  early  in  allopurinol 
therapy.  The  calcific  tendonitis  is  harder 
to  relate  to  gout;  I find  no  clear-cut  state- 
ment in  Talbott’s2  book  that  calcific  tendon- 
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itis  in  the  subdeltoid  region  can  be  clearly 
blamed  on  gout.  Gout  in  this  case  remains 
a question  mark.  Obviously  some  of  the 
patient’s  shoulder  pain  could  be  related  to 
the  calcific  tendonitis  itself.  A shoulder- 
hand  syndrome  beginning  so  soon  after  a 
myocardial  infarction  would  be  unusual, 
but  it  can  happen  very  early,  within  a few 
days  after  a myocardial  infarction. 

As  far  as  my  interpretation  of  the  joint 
symptoms  is  concerned,  the  pathologist  can 
disprove  my  opinion  by  direct  examination 
of  the  joints,  by  the  absence  of  certain 
other  essential  pathognomonic  features,  or 
by  the  finding  elsewhere  of  a quite  differ- 
ent underlying  disease  process.  I am  go- 
ing to  suggest  that  the  joint  condition  in 
this  patient  might  have  been  an  acute  epi- 
sode of  pulmonary  hypertrophic  osteoar- 
thropathy; this,  we  will  come  back  to  later 
on.  The  pathologist  is  unlikely  to  disprove 
this  suggestion  unless  he  finds  Aschoff’s 
nodules  in  the  myocardium  and  no  evidence 
of  a pulmonary  neoplasm. 

Harold  Coppersmith.  M.D.:  Were  roent- 
genogram of  the  hands  or  wrists  taken? 

Dr.  Batillas:  The  bones  of  the  wrists 

and  hands  at  the  time  of  the  second  admis- 
sion were  normal  on  x-ray  film  except  for 
osteoarthritic  changes  in  the  distal  inter- 
phalangeal  joints.  Although  there  was 
nothing  to  suggest  hypertrophic  pulmo- 
nary osteoarthropathy,  the  x-ray  findings 
alone  do  not  rule  out  that  diagnosis. 

Dr.  Flynn  : Incidentally,  hypertrophic 

pulmonary  osteoarthropathy  can  be  associ- 
ated with  many  different  types  of  tumors 
of  the  lung  but  for  some  unknown  reason 
not  with  oat-cell  carcinoma  of  the  lung.3 

The  fever  in  this  case  still  intrigues  me 
and  could  be  due  to  congestive  heart  failure 
or  to  bronchopneumonia  at  the  right  base 
of  the  lung.  Could  there  have  been  reacti- 
vation of  tuberculosis  by  episodes  of  riot- 
ous living  about  which  we  have  no  history? 
We  do  have  a history  of  physical  assault 
and  battery,  but  we  have  no  indication  of  a 
way  of  life  which  might  lead  to  reactiva- 
tion of  tuberculosis.  The  sputum  showed 
no  acid-fast  bacilli  on  smear,  but  there  is 
no  report  of  an  acid-fast  culture  in  the 
case  protocol. 

Dr.  Moumgis:  No  such  culture  of  the 

sputum  was  made. 


Dr.  Flynn:  The  elevated  globulin,  the 

slightly  increased  number  of  lymphocytes 
in  one  of  the  differential  counts,  and  the 
elevated  sedimentation  rate  could  go  along 
with  reactivation  of  tuberculosis;  but  if 
there  is  a reactivation  here,  it  would,  in  my 
opinion,  be  secondary  to  another  condition 
which  is  invading  and  destroying  lung  tis- 
sue. 

The  chief  question  in  my  mind  is 
whether  a neoplasm  is  the  hidden  diagnosis 
in  this  case.  I am  strongly  impelled  to- 
ward the  diagnosis  of  an  alveolar  cell  or 
so-called  bronchiolar  carcinoma  arising  in 
the  heavily  scarred  left  upper  lung.  Of  all 
lung  cancers,  25  per  cent  arise  in  scars 
which  are  the  results  of  infarctions  or  tu- 
berculosis.4 Tuberculosis  may  be  present 
in  anywhere  from  35  to  75  per  cent  of  such 
alveolar  cell  neoplasms.5  This  particular 
cancer  is  a well-differentiated  often  mucus- 
secreting  adenocarcinoma  occurring  in  the 
periphery  of  the  lung  usually  close  to  the 
pleura,  characteristically  at  the  edge  of 
scars  and  invading  them  from  without. 
Such  scars  are  usually  associated  with 
local  pleural  retraction  and  are  heavily  in- 
filtrated with  anthracotic  pigment.  The 
associated  neoplasm  may  spread  as  infil- 
trates or  nodules  through  the  lung,  along 
the  lymphatic  channels  and  blood  vessels, 
and  into  the  pleura.  One  such  case  was 
reported  in  which  the  pericardium  was  in- 
filtrated by  tumor  cells  wnth  a resultant 
acute  hemorrhagic  fibrinous  pericarditis 
and  a loud  friction  rub. 

However,  in  the  present  case  the  peri- 
cardial friction  rub  could  be  related  to  a 
myocardial  infarction  and  could  have  been 
aggravated  by  the  trauma  of  resuscitation. 

Dr.  Coppersmith  : Was  this  patient 

subjected  to  cardiac  massage  or  was  he 
only  defibri Hated?  Perhaps  he  revived  be- 
fore massage  was  necessary. 

Dr.  Flynn  : It  is  a good  point,  but  I 

have  to  make  that  assumption  since  I have 
not  had  access  to  the  patient’s  chart. 

Massive  local  spread  can  occur  with  al- 
veolar cell  carcinoma,  although  a distant 
solitary  metastasis  may  actually  produce 
the  first  symptom  of  illness,  such  as  bone 
pain.5  Metastases  occur  also  to  the  brain, 
liver,  kidneys,  pancreas,  adrenals,  thyroid, 
and  pituitary.  Cytologic  study  of  sputum 
usually  reveals  negative  findings  except  in 
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the  extreme  terminal  phase  or  earlier  in  pa- 
tients whose  sputum  production  is  copious. 

My  final  diagnoses  then  include  diabetes 
mellitus,  mild;  pulmonary  tuberculosis, 
healed  and  inactive;  pulmonary  adenocarci- 
noma, alveolar  cell  or  bronchiolar  type, 
arising  in  a tuberculous  scar  of  the  left  up- 
per lobe  and  metastasizing  to  the  pericar- 
dium, right  lung,  regional  lymph  nodes, 
and  possibly  other  organs;  hypertensive 
vascular  disease  by  clinical  history;  ar- 
teriolar nephrosclerosis ; coronary  artery 
disease  due  to  atherosclerosis  with  angina 
pectoris  and  extensive  myocardial  fibrosis; 
probably  recent  myocardial  infarction;  an- 
isocoria  of  undetermined  nature;  an  old 
right  facial  palsy;  and  remote  cholecystec- 
tomy. 

Dr.  Coppersmith  : Are  you  assuming 

that  the  patient  had  an  acute  myocardial 
infarction,  or  do  you  believe  that  an  inva- 
sive neoplasm  from  the  lung  with  pericar- 
dial metastases  and  not  myocardial  in- 
volvement could  cause  ventricular  fibrilla- 
tion ? 

Dr.  Flynn  : In  this  hospital  in  the  in- 

stances in  which  we  have  seen  infiltrative 
disease  of  the  myocardium,  such  as  with 
lymphosarcoma,6  amyloidosis,7  or  sarcoido- 
sis,8 there  have  been  a variety  of  auricular 
arrhythmias  and  the  whole  gamut  of  con- 
duction defects  but  no  episodes  of  ventricu- 
lar fibrillation.  The  sequence  here  of  an- 
gina of  effort,  an  acute  attack  of  chest  pain, 
ventricular  fibrillation,  auricular  arrhyth- 
mias, conduction  defects,  congestive  fail- 
ure, a steady  improvement  almost  to  nor- 
mal, then  sudden  death  in  the  third  hospital 
week  is  so  typical  of  coronary  artery  dis- 
ease that  I cannot  seriously  consider  other 
major  causes  of  heart  disease. 

Dr.  Coppersmith  : I have  seen  instances 

of  invasion  of  the  pericardium  by  malig- 
nant disease  in  which  the  upper  layers  only 
of  the  myocardium  were  subject  to  focal 
pressure  by  the  malignant  condition.  Con- 
ceivably that  might  cause  ventricular 
fibrillation. 

Dr.  Flynn  : Conceivably,  yes ; but  in 

studying  this  particular  point,  I was  not 
entirely  surprised  to  find  that  the  common 
causes  of  ventricular  fibrillation  are  diffuse 
scattered  myocardial  fibrosis  from  any 
cause ; no  provable  heart  disease  at  all ; sur- 
gical procedures  during  anesthesia;  cardiac 


catheterization  and  other  diagnostic  proce- 
dures, such  as  angiography ; drug  toxicity ; 
asphyxiation ; and  hyperkalemia.  But  in- 
filtrative neoplastic  disease  as  the  sole 
cause  of  ventricular  fibrillation  has  escaped 
my  attention.9 

Paula  Seiler,  M.D.:  Why  could  tuber- 

culous pericarditis  not  have  developed? 

Dr.  Flynn  ; I cannot  deny  that  the  peri- 
carditis in  this  case  could  be  tuberculous; 
but  I found  no  serious  indication  of  reacti- 
vation of  tuberculous  infection  which  had 
been  completely  dormant  for  more  than 
thirty  years. 

Dr.  Coppersmith:  Most  causes  of  tu- 

berculosis of  the  pericardium  have  their  or- 
igin from  a regional  lymph  node  and  need 
not  have  any  overt  evidence  of  active  pul- 
monary disease.  An  individual  can  have 
quiescent  tuberculosis  for  many  years  and 
suddenly  have  a recrudescence  without  any 
known  precipitating  factor. 

Lewis  Bronstein,  M.D.:  Patients  with 

tuberculous  pericarditis  often  have  signs  of 
cardiac  tamponade,  which  this  record  does 
not  suggest.  Usually  in  acute  tuberculous 
pericarditis  there  is  a fairly  significant  per- 
icardial effusion. 

Stanley  Yormak,  M.D. : In  tuberculous 

pericardial  involvement,  most  often  there  is 
slow  appearance  of  an  effusion  without 
signs  of  tamponade.  The  absence  of  tam- 
ponade would  not  help  us  in  determining 
whether  there  was  an  effusion  or  not  or 
whether  tuberculosis  was  or  was  not  re- 
sponsible. 

Dr.  Flynn  : If  there  was  activation  of 

tuberculosis  in  this  patient,  I would  like  to 
identify  the  precipitating  event.  There  did 
not  seem  to  be  any  such  event  or  set  of  cir- 
cumstances; the  man  remained  well  nour- 
ished, not  anemic,  physically  active,  and  ap- 
parently not  given  to  serious  dissipation. 
Older  people  do  sometimes  tolerate  even  an 
actively  spreading  tuberculosis  with  mini- 
mal signs  and  symptoms,  but  I judged  this 
patient  not  to  be  the  victim  of  a reactivated 
infection.  There  used  to  be  a saying  in 
medicine:  “Pus  somewhere,  pus  nowhere, 

pus  under  the  diaphragm.”  In  this  case,  I 
would  like  to  paraphrase  that  quotation: 
“Disease  somewhere,  disease  nowhere,  sus- 
pect neoplasm.” 

Dr.  Yormak:  Would  you  consider  the 

possibility  of  a Pancoast  tumor  in  this  pa- 
tient? 
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Dr.  Flynn:  Pancoast’s  original  descrip- 
tion10 refei’red  to  a superior  sulcus  neo- 
plasma at  the  lung  apex,  which  caused 
shoulder  and  arm  pain  on  the  same  side, 
some  local  rib  destruction,  a Horner’s  syn- 
drome, and  muscle  atrophy  in  the  hand. 
Our  patient  did  not  have  these  findings; 
but  if  you  are  referring  to  a neoplasm  just 
below  the  apex,  I would  agree  that  I am 
committed  to  such  a diagnosis. 

Clinical  diagnoses 

1.  Arteriosclerotic  heart  disease 

2.  Recent  myocardial  infarction 

3.  Pneumonia,  right  lower  lobe 

4.  Diabetes  mellitus,  mild 

5.  Old  healed  pulmonary  tuberculosis 

Dr.  Flynn's  diagnoses 

1.  Arteriosclerotic  heart  disease  with  re- 
cent myocardial  infarction 

2.  Diabetes  mellitus  (history) 

3.  Pulmonary  tuberculosis,  left  upper 
lobe,  old,  healed,  inactive 

4-  ? Adenocarcinoma  of  lung  ( alveolar 
cell  type ) arising  in  old  tuberculous  scar  in 
left  upper  lobe 

Pathological  report 

Dr.  Moumgis  : Except  for  a Meckel’s 

diverticulum,  the  abdominal  viscera  were 
grossly  normal.  The  gallbladder  was  ab- 
sent. and  the  liver  and  spleen  showed  con- 
gestion. The  kidneys  exhibited  a granular 
surface  characteristic  of  nephrosclerosis. 
The  vessels  supplying  the  central  nervous 
system  contained  a slight  amount  of  ather- 
omatous deposits,  whereas  the  brain  itself 
showed  no  remarkable  changes.  We  were 
unable  to  find  any  evidence  of  a skull  frac- 
ture. 

The  lungs  were  edematous  and  con- 
gested; the  left  upper  lobe  was  atelectatic 
and  extensively  scarred  with  adhesions  to 
the  parietal  pleura.  This  was  apparently 
secondary  to  the  healed  tuberculous  proc- 
ess. We  were  unable  to  demonstrate  any 
evidence  of  recent  reactivation.  There  was 
slight  pericardial  effusion.  The  heart 
weighed  620  Gm.  with  hypertrophy  of  the 
left  ventricular  wall  which  measured  2.2 
cm.  in  thickness.  The  valves  appeared 


grossly  normal.  An  extensive  area  of  ne- 
crosis involved  the  anterior  septum  and  the 
anterior  part  of  the  left  ventricular  wall. 
There  was  marked  coronary  sclerosis.  A 
recent  thrombus  was  identified  occluding 
the  proximal  portion  of  the  anterior  de- 
scending branch  of  the  left  coronary 
artery.  Microscopically,  a recanalized 
thrombus  was  found  in  the  left  circumflex 
artery.  Several  irregular  and  extensive 
areas  of  fibrosis  were  noted  in  the 
septum.  I will  now  turn  the  discussion 
over  to  Bernard  Wagner,  M.D.,  who  will 
discuss  the  microscopic  findings  in  more 
detail. 

Bernard  Wagner,  M.D.*:  First,  I should 
point  out  that  cardiac  muscle  has  a limited 
variety  of  responses  to  disease-producing 
agents.  It  will  either  degenerate  slowly 
with  a process  we  call  a myopathy,  or  more 
rapidly  with  massive  necrosis,  commonly 
related  to  a coronary  occlusion.  Midway 
between  these  extremes  we  have  all  shades 
of  destruction  which  we  call  focal  cardiac 
necrosis.  In  the  case  under  discussion 
there  is  an  obvious  myocardial  infarction 
with  very  severe  coronary  artery  disease; 
however,  in  other  parts  of  the  heart  micro- 
scopically, the  question  of  a second  proc- 
ess was  raised.  Dr.  Flynn  touched  on  the 
possibility,  that  given  the  clinical  elements 
of  fever,  joint  pains,  elevated  sedimenta- 
tion rate,  pericarditis,  elevated  antistreptol- 
ysin titer,  and  cardiac  murmurs,  one  could 
make  a case  for  rheumatic  carditis  in  an 
elderly  individual.  To  make  a diagnosis 
of  rheumatic  carditis  histologically,  we 
often  fall  back  on  the  traditional  criteria 
which  were  originally  based  largely  on 
autopsy  data.  The  studies  of  Gross  and 
Ehrlich11  at  Mt.  Sinai  Hospital  and  of 
others12  gave  us  the  classical  criteria  for 
the  histologic  diagnosis  of  rheumatic  car- 
ditis in  children  who  died  following  acute 
fulminating  attacks.  But  with  the  advent 
of  heart  surgery,  the  pathologist  for  the 
first  time  has  access  to  biopsies  of  the  liv- 
ing heart  and  can  look  at  tissue  from  pa- 
tients who  survive.  Theoretically,  one  now 
can  study  the  natural  biologic  history  of 
rheumatic  myocarditis  in  living  patients. 
Early  reports  indicated  that  the  biopsies 
available  during  heart  surgery  showed 

* Professor  of  Pathology,  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York  City. 
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FIGURE  4.  (A)  (Left)  Low-power  view  of  subendocardial  region  of  left  ventricle.  Note  dense  collection  of 
cells  with  infiltration  of  stroma  (hematoxylin  and  eosin  stain).  (B)  (Right)  High-power  view  of  (A)  showing 
large  mononuclear  cells  surrounded  by  polymorphonuclear  leukocytes.  Aschoff  cells  are  not  present 
(hematoxylin  and  eosin  stain). 


lesions  termed  Aschoff  bodies  in  the  left 
atrial  appendage,  using  again  the  old  post- 
mortem criteria.  The  first  implication  was 
that  these  findings  indicated  rheumatic  ac- 
tivity, but  it  quickly  became  apparent  that 
these  histologic  criteria  did  not  match  at 
all  with  the  clinical  picture.  There  were 
two  possible  explanations:  (1)  that  the 

clinicians’  tools  were  too  insensitive  to  de- 
tect smoldering  rheumatic  carditis;  or  (2) 
the  criteria  used  by  the  pathologists  were 
incorrect.  As  regards  the  first  possibility, 
we  have  seen  many  children  in  our  rheu- 
matic fever  clinic  at  Rockefeller  Hospital 
who,  under  close  supervision,  show  what 
we  consider  to  be  rheumatic  activity,  which 
was  completely  undetected  until  a very 
special  clinical  effort  was  made.  The  pos- 
sibility exists  that  at  present  one  cannot 
clinically  detect  or  might  overlook  many 
instances  of  so-called  subclinical  or  sub- 
acute rheumatic  carditis.  The  second  pos- 
sibility is  that  the  pathologist  finds  some 
but  not  all  of  the  pathologic  characteristics 
of  rheumatic  carditis  and  interprets  the 
condition  as  rheumatic  in  origin  on  really 
insufficient  grounds. 

One  would  ordinarily  have  expected  in 
this  patient  a myocardial  hypertrophy  and 
a widespread  perivascular  fibrosis,  but,  in 
addition,  there  is  a cellular  infiltrate  in  and 
around  these  vessels  in  areas  distant  from 
the  myocardial  infarction  (Figs.  4 and 
5A).  This  infiltrate  is  the  more  intriguing 
part  of  this  case,  because  we  see  in  the 
connective  tissue  of  the  heart  some  pecu- 
liar-looking round  cells  in  which  the  nuclei 
have  an  odd  spidery  appearance  (Fig.  5B). 


When  this  cell  is  sectioned  transversely,  it 
has  the  appearance  of  the  so-called  owl- 
eyed cell,  also  termed  the  Anitschkow  cell. 
These  cells  tend  to  congregate  about  small 
vessels;  they  arise  from  the  mesenchyme 
and  are  unique  and  distinct  in  their  nuclear 
pattern. 

In  the  rheumatic  patient  these  cells  tend 
to  accumulate  cytoplasm,  may  become  mul- 
tinucleated,  and  then  are  called  Aschoff 
cells.  These  changes  are  unique  to  the 
rheumatic  process.  Anitschkow  cell  prolif- 
eration is  seen  in  patients  with  lupus 
myocarditis,  in  patients  with  rheumatoid 
arthritis  and  involvement  of  the  heart,  in 
hypersensitivity  carditis,  and  in  Coxsackie 
B 4 virus  myocarditis.  Such  cellular 
changes  can  be  produced  experimentally  by 
sulfa  drugs  and  by  stimulation  of  hypersen- 
sitivity mechanisms  with  appropriate  anti- 
gens. So  we  are  observing  in  this  heart  a 
nonspecific  cellular  response  which  could 
result  from  one  of  several  stimuli. 

The  standard  criteria  used  by  all  patholo- 
gists to  define  Aschoff  bodies  include  a 
change  in  collagen  fibers  of  the  heart  per- 
haps as  fibrinoid  material,  the  presence  of 
Anitschkow  cells,  and  obviously  of  Aschoff 
cells.12-13  Lymphocytes  and  plasma  cells 
may  be  present;  and  when  all  of  these  ele- 
ments are  identifiable,  the  diagnosis  is 
rheumatic  carditis.  If  the  Aschoff  body  is 
related  solely  to  rheumatic  heart  disease 
and  is  a response  to  the  streptococcus,  we 
ought  to  find  streptococcal  remnants  or 
metabolic  products  in  or  around  the  Aschoff 
body.  Such  is  not  the  case.  The  only  such 
constituent  in  the  fibrinoid  connective  tis- 
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FIGURE  5.  (A)  (Left)  Perivascular  inflammatory  cell  infiltrate.  Mixture  of  cell  types  and  associated 
adventitial  sclerosis  compatible  with  hypersensitivity  response  (hematoxylin  and  eosin  stain).  (B)  (Right) 
Higher-power  view  of  perivascular  infiltrate  characterized  by  prominence  of  Anitschkow  cells  (hematoxylin 
and  eosin  stain  X 285). 


sue  around  the  Aschoff  body  is  bound 
gamma  globulin  which  is  probably  an  anti- 
body to  a yet  unknown  antigen. 

In  the  case  under  discussion,  we  see  a 
proliferation  of  Anitschkow  cells  which  at 
first  glance  would  seem  to  suggest  rheu- 
matic carditis.  However,  this  proliferation 
of  cells  about  the  small  vessels  and  in  the 
stroma  may  be  seen  in  a variety  of  other 
conditions  and  is  not  specific  for  any  one. 
This  man  has  two  distinct  processes  in  the 
heart,  one  which  is  obviously  related  to  the 
coronary  arteriosclerosis  and  myocardial  in- 
farction, and  another  process,  not  as  yet 
classifiable,  which  looks  as  though  it  ought 
to  be  rheumatic  carditis  but  does  not  fulfill 
all  the  classic  criteria  histologically  and 
clinically.  We  are  probably  going  to  see 
more  of  this  type  of  lesion  in  the  future, 
and  I would  like  to  emphasize  again  the 
frequent  lack  of  correlation  in  such  cases 
between  what  the  pathologist  calls  histo- 
logic rheumatic  activity  and  what  the  clini- 
cian identifies  as  rheumatic  activity. 

Dr.  Flynn  : Dr.  Wagner,  can  you  tell 

us  the  frequency  of  Anitschkow  cell  prolif- 
eration which  can  be  expected  when  the 
heart  is  damaged  by  coronary  artery  dis- 
ease, for  example,  or  by  electric  counter- 
shock, or  by  the  trauma  of  resuscitation  ef- 
forts? 

Dr.  Wagner:  It  would  be  quite 

infrequent.  A certain  number  of  these 
cells  are  normally  present  in  heart  connec- 
tive tissue  and  would  appear  to  play  a vital 
role  in  maintaining  the  integrity  of  myofi- 
ber  membrane  activity  and  in  facilitating 
the  smooth  transmission  of  the  electrical 


impulse  from  cell  to  cell.  These  Anitsch- 
kow cells  appear  to  constitute  a specialized 
system,  analogous  to  glial  cells  of  the 
brain.  The  glial  cells  move  in  quickly  to 
clean  up  focal  areas  of  damage  in  the  nerv- 
ous system,  thus  insuring  its  continued 
smooth  electrical  activity.  Perhaps  these 
Anitschkow  cells  normally  have  a similar 
function  in  relation  to  heart  muscle;  but 
when  they  increase  in  number  and  cluster 
about  blood  vessels,  they  signal  the  pres- 
ence of  some  abnormal  condition,  often  not 
clearly  identifiable. 

Dr.  Coppersmith  : Since  this  patient 

had  arthralgia,  fever,  and  a high  antistrep- 
tolysin titer,  and  you  find  nodules  of 
proliferating  Anitschkow  cells,  why  would 
you  hesitate  to  diagnose  acute  rheumatic 
activity  ? 

Dr.  Wagner:  I had  the  opportunity  to 

study  a fatal  case  of  polyarthritis,  skin 
rash,  and  cardiac  damage  due  to  penicillin 
hypersensitivity.  We  found  similar  lesions 
in  the  patient’s  heart  in  the  region  of  the 
mitral  annulus  and  in  a perivascular  distri- 
bution, even  more  intensive  than  in  the  pa- 
tient being  discussed.  The  lesions  simi- 
larly did  not  match  the  classic  criteria  of 
Aschoff  bodies,  so  we  signed  the  case  out 
as  a hypei'sensitivity  myocarditis.  Yet  the 
specific  sites  in  this  patient’s  heart  where 
we  found  these  lesions  were  exactly  where 
you  see  Aschoff  bodies  and  where  these  un- 
usual cells  proliferate.  Maybe  this  is  an 
abortive  kind  of  rheumatic  activity.  We 
just  do  not  know,  but  we  are  now  in  the 
process  of  reassessing  histologically  what 
we  pathologists  call  rheumatic  activity.14 
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Charles  M.  Karpas,  M.D.:  If  this  pa- 

tient did  not  have  a fatal  myocardial  in- 
farction, it  is  possible  that  the  morphologic 
changes  of  this  hypersensitivity  myocardi- 
tis may  have  completely  resolved. 

Dr.  Wagner:  I believe  that  is  a strong 

possibility. 

Final  diagnoses 

1.  Arteriosclerotic  heart  disease  with  re- 
cent myocardial  infarctions 

2.  Hypersensitivity  myocarditis  (?  rheu- 
matic myocarditis)  cause  undetermined 

3.  Pulmonary  tuberculosis,  left  upper 
lobe,  healed,  inactive 

A.  Diabetes  mellitus,  mild  (history) 
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pharmaceuticals,  industrial  processes,  and  clin- 
ical applications,  may  sensitize  people  exposed 
to  it.  From  hydrazine  are  derived  isoniazid 
(Inh,  Niconyl,  Nydrazid,  Rimifon,  Tyvid,  and 
Apresoline)  and  phenelzine  dihydrogen  sul- 
phate (Nardil),  the  latter  an  antidepressant 
drug.  Systemic  administration  of  any  of  these 
drugs  to  persons  sensitized  to  hydrazine  hy- 
drochloride by  industrial  or  other  contact  may 
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had  been  sensitized  by  ammoniated  mercury 
who  later  took  mercurous  chloride  (Calomel). 

Patients  sensitized  by  external  exposure  to 
formaldehyde  may  react  with  a contact-type 
dermatitis  from  ingestion  of  hexamethylene- 
tetramine methanamine  (Urotropin)  which  lib- 
erates formaldehyde  in  an  acid  medium. 
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Hazards  Associated  with  Central 
Venous  Pressure  Monitoring 


Central  venous  pressure  monitoring, 
a valuable  guide  to  intravenous  fluid 
therapy,  is  employed  with  increasing  fre- 
quency in  the  operative  and  perioperative 
management  of  surgical  patients.  How- 
ever, the  method  is  not  without  certain 
hazards  as  illustrated  by  the  following 
5 case  reports. 

Case  reports 

Case  1.  A fifty-eight-year-old  woman  was 
scheduled  for  cholecystectomy  and  common 
duct  exploration.  In  the  operating  room,  a 
radiopaque  intravenous  catheter  placement 
unit  (Intracath)  was  inserted  through  an  ante- 
cubital  vein  of  the  right  forearm  and  advanced 
without  difficulty.  Suddenly,  the  patient  com- 
plained of  an  excruciating  pain  in  the  right  ear. 
A radiogram  was  taken  which  revealed  the 
catheter  to  be  lodged  in  the  right  internal  jugu- 
lar vein  (Fig.  1A).  The  catheter  was  with- 
drawn and  another  inserted  through  an  ante- 
cubital  vein  of  the  left  arm.  This  catheter 
passed  with  ease  into  the  superior  vena  cava,  as 
confirmed  by  manometric  response  to  respira- 
tion and  the  Valsalva  maneuver. 

Case  2.  A forty-six-year-old  cab  driver 
was  admitted  to  the  emergency  room  with 
multiple  stab  wounds.  Blood  pressure  could 

Presented  and  discussed  at  a conference  held  at  the  Hospi- 
tal of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  October  28,  1968.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  fourth  Monday  of  each  month. 


not  be  determined  by  auscultation,  but  palpa- 
tion of  the  radial  artery  revealed  a systolic 
pressure  of  approximately  60  mm.  Hg  and  a 
weak  pulse  of  120  beats  per  minute.  Blood 
loss  was  estimated  to  exceed  1,000  ml.  Physi- 
cal examination  showed  5 stab  wounds  in  the 
abdominal  wall,  2 in  the  right  thigh,  and  1 in 
the  back.  Breath  sounds  were  normal  bi- 
laterally, but  a pleural  friction  rub  was  heard 
on  the  left  side.  The  abdomen  was  soft,  and 
bowel  sounds  were  present. 

In  the  emergency  room,  the  patient  was  in- 
fused with  500  ml.  of  a plasma  expander  and 
300  ml.  of  type  O Rh  negative  blood.  His 
blood  pressure  rose  to  120/80,  and  his  general 
condition  improved  markedly.  A polyethylene 
catheter  was  inserted  into  the  right  subclavian 
vein.  Shortly  thereafter,  he  was  obviously 
dyspneic,  and  diminished  breath  sounds  were 
noted  on  the  right  side.  Chest  radiograms 
were  immediately  obtained  revealing  a pneumo- 
thorax on  the  right  and  suspicious  pneumo- 
mediastinum Fig.  IB).  The  catheter  was  with- 
drawn, and  air  was  aspirated  through  a needle 
inserted  into  the  right  pleural  cavity.  The 
right  lung  re-expanded.  The  patient  then  un- 
derwent a successful  exploratory  laparotomy 
and  made  a complete  recovery  from  both  his 
surgery  and  the  accidental  pneumothorax. 

Case  3.  A sixty-six-year-old  woman  was 
scheduled  for  right  hemicolectomy  with  a diag- 
nosis of  carcinoma  of  the  ascending  colon.  She 
was  emaciated  and  looked  older  than  her  stated 
age.  Pertinent  physical  findings  included  mild 
hypertension  (160  90  mm.  Hg)  and  a mod- 
erately enlarged  heart.  Electrocardiographic 
findings  were  normal  except  for  nonspecific 
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FIGURE  1.  X-ray  films.  (A)  Case  1.  Central  ven- 
ous pressure  catheter,  inserted  through  antecub- 
ital  vein  of  right  forearm,  lodged  in  right  internal 
jugular  vein.  (B)  Case  2.  Central  venous  cathe- 
ter, introduced  through  right  subclavian  vein,  pro- 
duced pneumothorax. 

S-T  wave  changes.  The  patient  was  premedi- 
cated with  atropine  0.3  mg.  She  arrived  in 
the  operating  room  with  a central  venous  pres- 
sure catheter  placed  through  a venous  cut- 
down  in  the  right  antecubital  fossa.  Since  her 
veins  were  difficult  to  cannulate,  it  was  decided 
to  start  a second  intravenous  infusion  after  in- 
duction of  anesthesia.  Blood  pressure  was 
170/100  mm.  Hg,  central  venous  pressure  6 
cm.  water,  and  the  electrocardiogram  showed  a 
regular  sinus  rhythm  of  92  per  minute.  Thio- 
pental sodium,  200  mg.,  was  injected  into  the 
central  venous  catheter.  Within  thirty  sec- 
onds, the  patient  lost  consciousness  and  cardiac 
activity.  An  endotracheal  tube  was  imme- 
diately inserted,  oxygen  administered  with 
intermittent  positive  pressure,  and  closed  car- 
diac compression  performed.  After  approxi- 


mately three  minutes  of  resuscitative  therapy, 
the  heart  began  to  beat  spontaneously,  and 
fifteen  minutes  after  the  episode,  the  vital  signs 
had  returned  to  normal.  The  operation  was 
cancelled.  Three  days  later,  the  patient  re- 
turned to  the  operating  room.  This  time,  a 
second  venous  cutdown  was  done  prior  to 
anesthetization.  Thiopental  sodium,  125  mg., 
administered  slowly  into  the  peripheral  intra- 
venous infusion,  sufficed  to  produce  the  desired 
state  of  semiconsciousness.  Anesthesia  was 
then  maintained  via  an  endotracheal  tube  with 
light  diethyl  ether  and  small  increments  of 
d-tubocurarine.  The  patient  underwent  anes- 
thesia and  surgery  satisfactorily. 

Case  4.  A thirty-eight-year-old  chronic 
alcoholic  patient  underwent  a portacaval  shunt 
procedure  under  endotracheal  nitrous  oxide- 
oxygen-halothane  anesthesia.  Central  and 
peripheral  venous  catheters  were  in  place. 
During  the  procedure,  the  peripheral  catheter 
became  dislodged,  and  nonwarmed  bank  blood 
was  pumped  through  the  central  route.  After 
transfusion  of  approximately  300  ml.,  the  elec- 
trocardiogram showed  bizarre  multifocal  ar- 
rhythmias. Aware  of  the  probable  cause  of 
the  cardiac  irregularities,  warming  of  the  blood 
was  immediately  instituted,  and  a new  periph- 
eral intravenous  catheter  inserted.  The 
operation  terminated  uneventfully. 

Case  5.  A sixty-four-year-old  man  had 
been  doing  well  in  the  recovery  room  for  four 
hours  following  femoral-popliteal  bypass  grafts 
when  he  developed  dyspnea.  In  an  attempt 
to  elucidate  the  diagnosis,  blood  was  sampled 
from  his  central  venous  catheter  for  blood-gas 
determination.  One  to  two  minutes  later,  a 
nurse  noted  that  air  entered  the  catheter  with 
each  inhalation  of  the  patient.  She  imme- 
diately withdrew  the  air  by  means  of  a syringe 
and,  then,  turned  the  stopcock  which  had  been 
left  open  to  the  atmosphere.  The  patient’s 
dyspnea  cleared  with  endotracheal  suctioning 
and  cough,  and  he  made  a good  recovery. 


Comment 

Complications  of  central  venous  pressure 
monitoring  are  related,  mainly,  to  difficul- 
ties in  the  placement  of  the  catheter  (Cases 
1 and  2)  or  to  the  presence  of  a direct 
route  to  the  heart  (Cases  3 to  5).  Inser- 
tion of  a plastic  catheter  into  the  superior 
vena  cava  can  be  accomplished  by  various 
methods;  the  most  commonly  used  tech- 
nics are  the  following:  (1)  threading  of  a 

14-inch-long  catheter  through  a branch  of 
a brachial  vein  by  percutaneous  puncture 
in  the  antecubital  fossa;  (2)  introduction 
of  an  8-inch-long  catheter  through  the 
right  external  jugular  vein;  and  (3)  place- 
ment of  an  8-inch-long  catheter  by  percu- 
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FIGURE  2.  "Dependent"  loop  will  decrease  dan- 
ger of  air  embolism. 

taneous  puncture  into  the  subclavian  vein 
on  either  side.  Although  the  catheter  can 
be  misdirected  with  any  approach,  pneumo- 
thorax or  hydrothorax  have  been  reported 
only  after  cannulation  of  the  subclavian 
vein.1-3  The  close  proximity  of  the  pleura 
to  the  subclavian  vein  accounts  for  this 
complication.  Therefore,  subclavian  can- 
nulization  should  be  reserved  for  cases 
where  neither  the  veins  of  the  upper  ex- 
tremities nor  the  right  external  jugular 
vein  are  accessible.  Furthermore,  the  tip 
of  the  catheter  should  lie  in  the  superior 
vena  cava,  not  in  the  right  atrium,  to 
avoid  catheter  thrombus  or  perforation 
of  the  cardiac  wall  secondary  to  damage  of 
the  myocardium. 4,5  This  consideration  is 
especially  important  when  central  venous 
catheterization  is  anticipated  for  prolonged 
durations.  Correct  localization  of  the 
catheter  tip  may  be  faciliated  by  radio- 
logic  means  (use  of  catheter  with  radi- 
opaque tip)4  or  by  electrocardiographic- 
guidance  (withdrawal  of  catheter  after 
obtaining  right  atrial  complexes).5 

When  drugs  are  injected  into  a periph- 
eral vein,  dilution  with  blood  occurs 
from  all  major  venous  sources  before  the 
left  side  of  the  heart  is  reached.  In  con- 
trast, a bolus  of  drug  injected  directly 
into  the  right  atrium  is  not  maximally 
mixed  during  its  passage  through  the  lesser 
circulation  and  may  enter  the  coronary 
arteries  in  a relatively  high  concentration. 
Furthermore,  unphysiologic  pH  ranges  of 
drugs  (pH  of  2.5  per  cent  thiopental  sodium 
equals  10.6)  may  affect  the  heart  in  a 
manner  similar  to  that  of  cold.6  When 


cold  blood  is  infused  into  a peripheral 
venous  route,  little  cooling  of  the  body  in 
general  and  the  heart  in  particular  is  noted 
until  after  3 to  4 units  have  been  given.7 
Subsequently,  as  the  esophageal  tem- 
perature falls  to  below  31  C.,  ventricular 
arrhythmias  develop,  and  at  27.5  C.  all 
cardiac  function  may  stop.8  Since  the 
temperature  of  bank  blood  averages  from 
6 to  10  C.  during  use  in  the  operating 
room,  a small  amount  transfused  directly 
into  the  heart  may  suffice  to  produce 
cardiac  difficulties.8  A central  venous 
catheter  is,  thus,  not  a rational  route  for 
the  administration  of  cardiodepressant 
drugs  or  nonwarmed  blood. 

Finally,  air  may  enter  a central  venous 
catheter  when  the  connections  are  faulty, 
while  the  patient  inhales  deeply.  Air 
emboli  have  occurred  in  this  fashion,  but 
the  hazard  can  be  decreased  by  fixing  the 
catheter  to  include  a dependent  loop  (Fig. 
2). 9 

Summary 

To  improve  the  safety  of  central  venous 
catheterization,  the  following  precautions 
are  recommended: 

1.  Insert  the  catheter  through  a vein 
in  the  antecubital  fossa  or  through  the 
right  external  jugular  vein.  Use  the  sub- 
clavian approach  only  when  none  of  the 
other  routes  is  accessible. 

2.  Locate  the  tip  of  the  catheter  in  the 
superior  vena  cava.  Placement  of  the 
catheter  tip  in  the  right  atrium  (or  ven- 
tricle) is  hazardous. 

3.  Avoid  use  of  the  central  venous 
catheter  for  the  administration  of  cardio- 
depressant drugs,  drugs  with  unphysio- 
logic pH,  or  blood  not  warmed  to  body 
temperature. 

4.  Prevent  the  development  of  air 
embolism  by  checking  all  connections  and 
by  fixing  the  catheter  to  include  a “de- 
pendent loop.” 
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New  high-potency  glycine- 
precipitated  antihemophilic 
factor  concentrate 


Thirteen  hemophiliac  patients  are  presented, 
in  a study  conducted  by  K.M.  Brinkhouse,  M.D. 
et  al.,  writing  in  J.A.M.A.  205:  613  (August 
26)  1968.  They  are  illusti-ative  of  the  use  of  a 
new  high-potency  glycine-precipitated  antihem- 
olytic  factor  (AHF)  (factor  VIII)  in  quiescent 
hemophilia,  spontaneous  hemorrhage,  surgery, 
and  hemophilia  with  a circulating  inhibitor.  The 
new  fraction,  containing  less  fibrinogen,  is  100 
to  400  times  purified.  It  is  stable,  readily  solu- 
ble, and  yields  concentrates  up  to  100  times 
more  potent  than  plasma.  It  apparently  causes 
no  immediate  untoward  side-reactions:  In  a 
surgical  case  in  this  series,  the  patient  received 
20,000  units,  an  amount  equal  to  20  L.  of  fresh 
frozen  plasma,  without  hypervolemia  or 
plasma  levels  in  excess  of  600  mg.  per  100  cc. 

The  subjects  described  were  (1)  a young 
man  with  severe  classical  hemophilia  in  the 
quiescent  phase,  (2)  11  patients  with  joint  or 
soft-tissue  hemorrhage,  and  (3)  2 patients 
with  classical  hemophilia  having  circulating 
inhibitor.  The  authors  feel  that  1 AHF  unit  is 
equivalent  to  the  amount  in  1 ml.  of  pooled 


normal  human  plasma.  One  unit  of  inhibitor  is 
the  amount  that  neutralizes  1 unit  of  AHF  in 
one  hour  at  37  C.  One  vial  of  the  new  material 
contains  1,050  AHF  units  with  relatively  low 
content  of  fibrinogen. 

The  new  AHF  concentrate,  in  all  but  1 case 
of  spontaneous  hemorrhage,  was  administered 
by  syringe.  Before  a tooth  extraction  proce- 
dure, 3,164  units  (120  ml.)  of  the  high-potency 
AHF  were  infused.  The  initial  infusion  brought 
the  plasma  level  to  80  per  cent  of  normal.  Sub- 
sequently, maximum  levels  reached  140  per 
cent  of  normal,  while  minimum  levels  during  an 
eighty-hour  period  after  the  operation  ranged 
from  20  to  50  per  cent.  The  dosage  was  ta- 
pered off  after  fifty  hours  and  discontinued  at 
one  hundred  fifty  hours.  The  total  dosage  was 
20,000  units. 

Apparently  prompt  cessation  of  hemorrhage 
occurred  in  all  of  the  11  hemorrhagic  cases.  In 
the  case  of  quiescent  severe  classical  hemo- 
philia, the  AHF  rapidly  reached  almost  25  per 
cent  of  normal  within  twelve  minutes,  after  in- 
jection by  syringe  of  791  units.  In  one  of  the 
circulating  inhibitor  cases,  infusion  of  7,200 
units  of  high-potency  AHF  brought  the  plasma 
level  to  50  per  cent  of  normal,  enough  for 
normal  hemostasis.  In  the  other  patient  no  free 
AHF  could  be  detected,  but  the  patient  greatly 
improved,  and  evidence  of  active  bleeding 
stopped. 
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Case  Reports 


Extradural  Spinal  Cyst 

Mechanism  of  Spinal 
Cord  Compression 

GOPAL  DAS.  M.D.* 
Livingston,  New  Jersey 

From  Saint  Barnabas  Medical  Center 


Extradural  spinal  cyst  was  first  de- 
scribed by  Elsberg,  Dyke,  and  Brewer.1 
Extensive  review  of  the  literature,  how- 
ever, reveals  Schmidt2  to  be  the  first  to  re- 
port a case.  Since  then,  observers  of  this 
disease  have  added  many  other  features  to 
the  original  description. 

A case  of  extradural  spinal  cyst  and  re- 
view of  the  literature  are  presented  here. 
The  mechanism  of  production  of  spinal 
cord  compression  also  is  discussed.  This 
case  is  unusual  in  that  the  patient  is  the 
oldest  of  the  reported  cases  to  date  and  the 
cysts  were  so  small  that  many  features  con- 
sidered classical  for  this  disease  were  ab- 
sent. In  the  absence  of  such,  the  diagnosis 
could  only  be  made  by  a high  degree  of 
suspicion  and  myelography. 

Case  report 

A sixty-seven-year-old  white  male  en- 
tered the  hospital  with  complaints  of  pro- 
gressive weakness  of  both  lower  limbs  for 
one  and  one-half  years  and  difficulty  in 
voiding  for  ten  years.  Ten  years  ago  he 
was  told  an  enlarged  prostate  caused  his 
urinary  trouble.  He  was  being  treated 
with  bladder  irrigations  by  a physician 
when  he  noticed  weakness  and  heaviness 

* At  present:  John  Kean  Fellow  in  Cardiology,  Depart- 
ment of  Medicine,  Saint  Barnabas  Medical  Center. 


of  his  left  leg.  Before  long,  the  right  leg 
became  involved  and  he  had  to  use  a cane 
to  walk.  The  weakness  progressed  and 
within  a few  months  he  needed  to  use  a 
walker.  Two  months  later  he  was  unable 
to  walk.  He  denied  any  history  of  pain 
or  paresthesia  in  his  legs  or  any  history  of 
trauma  to  the  vertebral  column.  A physi- 
cian prescribed  nicotinic  acid  and  vitamin 
B12  injections,  but  no  improvement  oc- 
curred. His  past  history  was  noncontribu- 
tory. 

On  physical  examination,  the  patient 
was  a healthy,  well-developed  male  of 
normal  intelligence.  The  pulse  was  86  per 
minute  and  regular;  the  blood  pressure 
was  130  80  mm.  Hg.  The  general  exam- 
ination of  the  systems  was  normal  except 
for  the  neurologic  evaluation. 

Neurologic  examination  revealed  no  ab- 
normalities in  the  cranial  nerves  and  upper 
extremities,  but  in  the  lower  limbs  power 
was  diminished  markedly  in  all  muscle 
groups,  the  left  more  involved  than  the 
right.  The  patellar  reflex  was  diminished 
bilaterally  and  the  ankle  reflexes  were  ab- 
sent. Plantar  response  was  extensor  on  the 
left  and  equivocal  on  the  right.  There  was 
marked  impairment  of  all  sensory  modali- 
ties in  the  lower  extremities,  the  left  more 
than  the  right  with  a sensory  level  around 
the  seventh  thoracic  vertebra  (Fig.  1). 

Laboratory  examination  revealed  the 
hemoglobin  to  be  14.5  Gm.  per  100  ml.; 
hematocrit,  43;  and  the  white  blood  cell 
count  of  6,100  per  cubic  millimeter  with  a 
normal  differential  count.  Fasting  blood 
glucose  and  blood  urea  nitrogen  was  78  mg. 
per  100  ml.  and  20  mg.  per  100  ml.  respec- 
tively. Urinalysis  was  normal,  and  VDRL 
result  was  nonreactive.  Gastric  analysis 
revealed  the  presence  of  free  hydrochloric 
acid.  X-ray  film  of  the  chest  was  normal. 
X-ray  films  of  the  spine  revealed  marked 
arthritic  changes  involving  the  whole 
spine.  Lumbar  tap  revealed  normal  pres- 
sure; there  was  no  block  on  manometric 
examination.  The  protein  was  88  mg.  per 
cent;  no  cells. 


April  1,  1969  / New  York  State  Journal  of  Medicine  959 


Marked  Sensory  Diminution  ♦♦  Konael 

Moderete  Sensory  Diminution  ♦ Diminished 

o Absent 
— JSqulTOoal 

FIGURE  1.  Reflex  and  sensory  changes  in  the 
patient. 

A myelogram  was  performed  with  20  cc. 
of  iophendylate  (Pantopaque)  injected 
through  the  third  lumbar  intervertebral 
space.  The  contrast  medium  moved  freely 
over  the  lumbar,  thoracic,  and  cervical 
regions,  and  there  was  no  evidence  of 
block.  In  the  dorsal  region,  there  were 
noted  two  localized  pouches  within  the 
canal  at  the  seventh  and  eight  thoracic 
vertebral  levels  (Fig.  2,  A and  B).  Repeat 
x-ray  films  of  the  spine  done  one  month  and 
ten  months  later  showed  persistence  of  the 
dye  in  these  cysts,  thus  confirming  the 
diagnosis  of  subarachnoidal  cysts  (Fig.  3). 

Comment 

A case  with  the  typical  history  and 
physical  findings  consistent  with  the  diag- 
nosis of  extradural  spinal  cyst  is  presented. 
However,  the  onset  of  the  disease  is  rather 
late  in  this  case  compared  with  the  re- 
ported cases  (Fig.  4).  In  spite  of  extensive 
objective  sensory  loss,  pain  and  other 
sensory  complaints  were  conspicuously  ab- 
sent. A plain  x-ray  film  of  the  spine,  how- 
ever, did  not  reveal  any  erosion  of  the 
pedicles,  enlarged  interpedicular  spaces,  or 
kyphosis  since  the  cysts  in  this  case  were 


small;  neither  were  there  any  paraverte- 
bral soft-tissue  shadows. 3 Spinal  tap  find- 
ings were  consistent  with  a space-occupying 
lesion,  and  the  absence  of  a spinal  block 
was  in  favor  of  smaller  cysts. 


Review  of  literature 

There  have  been  72  cases  of  extradural 
spinal  cysts  reported  in  the  literature  (Table 
I).  These  cysts,  once  thought  to  be  pe- 
culiar to  adolescents,  may  occur  at  any  age 
(Fig.  4).  Forty  per  cent  of  the  cases  be- 
came symptomatic  in  the  second  decade, 
the  range  extending  from  six  to  sixty-four 
years  of  age  with  a mean  age  of  eighteen 
years.  The  disease  is  twice  as  common  in 
males  as  in  females.  The  duration  of 
symptoms  may  be  as  short  as  a few  weeks 
but  more  commonly  extends  over  several 
years.  Elsberg,  Dyke,  and  Brewer1  place 
importance  on  a history  of  remission;  how- 
ever, only  one  third  of  the  reported  cases 
actually  had  remissions.  Such  remission 
differentiates  a cyst  from  a neoplasm  in 
which  remission  although  reported  is  very 
rare. 

The  neurologic  picture  is  that  of  cord 
compression  of  variable  severity.  The 
motor  signs,  progressive  spastic  paraplegia, 
are  usually  much  more  marked  than  the 
sensory.  Pain  is  interestingly  absent  or  of 
a minor  degree.8-10  Objective  evidence  of 
disturbance  of  sensations  is  slight  to 
moderate,  the  upper  level  of  which  is  at  the 
mid-thoracic  dermatome.  Three  cases  out 
of  4 of  cervical  cysts  in  the  literature  had 
Horner’s  syndrome.8’  11 

Bone  changes,  when  present,  resemble 
those  produced  by  tumors  of  the  spinal 
cord:  enlarged  interpedicular  spaces  and 

atropic  pedicles.  Jefferson’s  case  is  unique 
in  that  the  cyst  was  situated  so  far  poste- 
riorly as  to  erode  laminae  of  the  vertebral 
arch  without  causing  any  neurologic  dis- 
turbance. 12  Large  cysts  also  may  cast 
rounded  paravertebral  soft-tissue  shadows 
as  described  by  Dastur.3  Myelography 
reveals  the  size  of  the  cysts  only  when  they 
communicate  with  the  subarachnoidal 
space.  Fifty  per  cent  of  the  reported  cases 
in  whom  myelograms  were  done  had  com- 
municating cysts.  Since  not  all  cases  had 
myelograms,  it  is  felt  that  with  careful 
technic  many  more  cysts  would  have  been 
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filled  with  contrast  material.  Fifty  per 
cent  of  the  cases  had  subarachnoidal 
spinal  block  as  evidenced  by  myelography, 
manometries,  or  at  operation.  Spinal  fluid 
changes  are  usually  characteristic  of  spinal 
cord  compression.  The  lower  half  of  the 
dorsal  spine  is  by  far  the  most  frequent  site 
of  the  cysts  (Table  II).  The  upper  half  of 


FIGURE  2.  (A)  Posteroanterior  film  of  myelogram  done  on  admission.  (B)  Lateral  film  of  myelogram  done 
on  admission. 


FIGURE  3.  Lateral  film  of  the  spine  one  month 
later. 


the  dorsal  spine,  the  lumbar  spine,  and 
sacral  spine  are  involved  fairly  commonly 
while  cervical  cysts  are  rare.  As  a rule  the 
extradural  spinal  cysts  are  large  and  may 
extend  over  the  length  of  several  vertebral 
bodies.  Frequently  they  are  multiple  as 
in  this  case.  In  the  sacral  area,  an  extra- 
dural spinal  cyst,  a single  perineural  cyst, 
and  a meningocele  of  the  same  size  give 
identical  myelographic  patterns.  Only  his- 
tology in  such  cases  can  yield  the  correct 
diagnosis. 

Cloward13  and  Cloward  and  Bucy14  first 
mentioned  the  association  between  spinal 
extradural  cysts  and  kyphosis  dorsalis 
juvenilis  which  was  seen  in  50  per  cent  of 
the  cases.  In  some  cases,  kyphosis  ap- 
peared only  after  the  surgical  removal  of 
the  cysts13  or  became  worse  postopera- 


April  1,  1969  / New  York  State  Journal  of  Medicine  961 


FIGURE  4.  Distribution  of  extradural  cysts  in  dif- 
ferent age  groups.- 


tively. 16-  17  It  is  believed  that  the  bony 
vertebral  changes  which  lead  to  the  de- 
velopment of  the  kyphosis  are  caused  by 
stasis  of  venous  blood  from  pressure  of  the 
cysts  on  epidural  veins.  Postoperative 
appearance  or  progression  of  the  kyphosis 
is  attributed  to  lessened  resistance  to  the 
movement  of  the  spine  caused  by  laminec- 
tomy.15' 18 

Elsberg,  Dyke,  and  Brewer1  considered 
these  cysts  to  be  congenital  in  origin 
arising  as  a diverticulum  of  the  dura  or  as  a 
protrusion  of  the  arachnoid  through  a 
congenitally  weak  spot  in  the  dura  mater. 
Nugent,  Odom,  and  Woodhall11  also  favored 
this  theory.  Their  main  argument  in  favor 
of  this  is  the  work  of  Rexed19  and  Rexed  and 
Wennstrom20  who  found  an  area  of  intense 
proliferation  of  the  arachnoidal  tissue 
around  the  spinal  nerve  roots  which  were 
connected  to  the  cysts.  It  is  also  reason- 
able to  suppose  that  those  cysts  that  com- 
municate with  the  subarachnoid  space  near 
the  midline  are  congenital  in  origin.  Em- 
bryonic structures  fuse  in  the  midline  to 
cover  the  neural  tube  and  a minor  dis- 
turbance of  fusion,  status  dysraphicus, 
may  weaken  the  dura  and  predispose  to 


TABLE  I.  Analysis  of  reported  cases 


Source  Cases 


Wise  and  Foster  (1955) 4 34 

Smith  and  Chavez  (1958) 5 1 

Brunngraber  (I960)6  1 

Strang  and  Tovi  (1961)7  1 

Gortvai  (1963)8  27 

Lombardi  and  Morrello  (1963) 9 3 

Dastur  (1963) 3 3 

Lombardi  and  Passerini  (1963) 10  2 

Total  72 


TABLE  II.  Site  of  the  cysts 


Site  Number 


Cervical  4 

Cervical-thoracic  1 

Thoracic  44 

Thoracolumbar  8 

Lumbar  5 

Lumbosacral  2 

Sacral  8 

Total  72 


future  cyst  formation.  Balestrieri21  de- 
scribed a case  in  whom  an  extradural  cyst 
coexisted  with  another  congenital  abnor- 
mality, atresia  of  the  foramina  of  Luschka 
and  Magendie  (Dandy-Walker  syndrome). 
Gortvai8  also  reports  a case  in  whom  an 
association  of  subluxation  of  the  odontoid 
process  was  found.  Although  it  seems  that 
most,  if  not  all,  extradural  cysts  are  con- 
genital in  origin,  cases  have  been  reported 
in  which  cysts  arose  as  a direct  result  of 
trauma.22  Such  history  of  past  injury  is 
often  given  by  patients  harboring  these 
cysts.  Meredith23  found  hemosiderin  in 
the  cyst  walls  in  2 cases  with  previous  his- 
tory of  injury.  It  is  equally  feasible  that 
trauma  merely  calls  attention  to  an  already 
existing  cyst,  and  hemorrhage  in  it  may 
actually  aggravate  the  condition.  This 
also  may  have  been  the  cause  in  Meredith’s23 
cases.  A surgical  defect  of  the  dura 
mater  can  also  lead  to  formation  of  such 
cysts. 24-26 

Mechanism  of  spinal 
cord  compression 

Enlargement  of  the  cyst  to  cause  spinal 
cord  compression  has  been  postulated  on 
many  different  theories.  The  most  ac- 
cepted among  them  are  based  on:  (1)  hy- 
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I drostatic  pressure  of  the  cerebrospinal 
fluid;  (2)  osmosis  of  water  into  the  cyst; 
and  (3)  secretion  by  the  cyst  wall. 

Pressure.  To  compress  the  spinal  cord, 
the  pressure  in  the  cyst  must  rise  over  that 
of  the  subarachnoid  space.  As  long  as  a 
free  communication  exists  between  the  two 
it  is  not  possible  for  the  cyst  to  cause  spinal 
cord  compression.  Even  in  the  presence 
of  the  narrowing  of  the  mouth  of  the  cyst, 
the  hydrostatic  pressure  of  the  cerebro- 
spinal fluid  and  the  pressure  head  behind 
its  circulation  would  not  alter  this  con- 
sideration.27 In  fact,  emptying  of  the  cyst 
would  occur  according  to  Brenoullis’  the- 
ories and  the  Venturi  principle.27  O’Con- 
nell28 pointed  to  the  pulsatile  nature  of  the 
cerebrospinal  fluid  pressure  as  a cause  of 
distention,  but  this,  too,  should  result  in 
emptying  rather  than  distention  of  the  cyst 
as  long  as  the  communication  is  by  a simple 
opening.  In  the  presence  of  a valve  at  the 
opening  it  is  conceivable  that  erect 
posture,  straining,  coughing,  or  any  maneu- 
ver that  causes  a rise  in  cerebrospinal 
fluid  pressure  would  cause  the  fluid  to 
enter  the  cyst  and  become  trapped.  This 
would  explain  the  enlargement  of  the  cyst 
with  spinal  cord  compression  and  also 
why  such  cysts  with  increased  intracystic 
pressure  do  not  fill  on  routine  myelography. 
Straining  after  injection  of  the  dye  may 
force  the  dye  to  enter  the  cyst  and  thus  aid 
in  diagnosis. 

Osmosis.  If  the  osmotic  pressure  of  the 
fluid  in  the  cyst  is  higher  than  that  of  the 
cerebrospinal  fluid,  the  water  may  enter 
into  the  cyst  by  osmosis  and  may  cause  en- 
largement of  the  cyst.  But  for  this  to 
occur,  we  have  to  presume  that  the  cyst  is 
either  a closed  cavity  or  communicates 
with  a valvular  type  of  opening.  It  seems 
very  difficult  to  evaluate  this  theory  since 
there  are  no  data  in  the  literature  on  the 
composition  of  cyst  fluid  except  case  3 
reported  by  Gortvai8  in  whom  the  protein 
content  of  the  cyst  fluid  was  720  mg.  per 
100  ml.  in  contrast  to  that  of  35  mg.  per 
100  ml.  in  the  cerebrospinal  fluid  drawn  at 
lumbar  tap.  A valvular  opening  also  was 
demonstrated  in  this  case.  However,  as 
xanthochromia  of  the  cyst  fluid  is  often 
mentioned  in  the  literature,  it  is  conceivable 
that  the  osmotic  pressure  of  such  fluid  is 
higher  since  xanthochromia  implies  concen- 
tration. 


Secretion.  Histologic  examination  of 
the  cyst  wall  reveals  the  cyst  to  consist  of 
an  external  thickish  layer  of  dense  con- 
nective tissue,  often  lined  with  a thin 
meningothelial  membrane  in  which  there 
are  sometimes  cellular  accumulations  con- 
taining psammous  bodies  and  devoid  of 
secretory  cells. 

Conclusion 

These  cysts  seem  to  be  mainly  congenital 
in  origin.  A valve  at  the  opening  of  the 
cyst  is  required  to  cause  enlargement  of  the 
cyst  and  compression  of  the  spinal  cord 
since  a cyst  with  a simple  opening  cannot 
enlarge  or  cause  spinal  cord  compression. 
Osmosis  may  be  an  adjunct  to  the  enlarge- 
ment of  the  cyst. 

Summary 

One  case  of  extradural  spinal  cyst  is 
described  and  a review  of  the  literature  of 
72  cases  is  given.  The  mechanism  of 
spinal  cord  compression  is  discussed.  One 
third  of  the  cases  occurred  in  the  first  half 
of  the  teenages,  but  no  age  is  exempt. 
Most  lesions  occur  in  the  mid-thoracic 
region;  cervical  and  sacral  lesions  are  rare. 

The  majority  of  cases  present  compres- 
sion of  the  spinal  cord.  Pain  is  not  a 
presenting  feature.  The  occurrence  of 
remissions  is  helpful  but  not  diagnostic. 
Myelography  is  diagnostic  if  the  cyst  fills 
with  contrast  material. 

The  cysts  are  considered  to  be  congenital 
in  origin.  A valve  at  the  communication 
of  the  cyst  seems  to  be  essential  for  the 
production  of  cord  compression. 
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The  population  of  the  United  States  is  ex- 
pected to  reach  about  205,500,000  by  July, 
1970,  and  to  exceed  235  million  in  1980, 
according  to  the  Metropolitan  Life  Insurance 
Company.  These  estimates  stem  from  a recent 
study  which  indicated  that  the  population  at 
mid-1968  was  an  estimated  201,170,000  and 
the  labor  force  about  84,550,000. 

Population  growth  in  recent  years  reflects 
the  high  level  of  births  during  the  1950’s  and 
early  1960’s.  As  increasing  numbers  of  these 
children  reach  working  age  in  the  years  ahead, 
the  size  of  the  labor  force  will  grow  rapidly. 
The  forthcoming  rise  in  the  work  force  is 
expected  to  be  somewhat  more  rapid  than  the 
growth  in  the  total  population.  Between  1967 
and  1975,  the  labor  force  is  expected  to  in- 
crease by  14.6  per  cent  compared  with  a 13.9 
per  cent  rise  in  the  population.  This  pattern 
is  expected  to  continue — in  1980  the  number 
of  people  employed  or  seeking  work  may  reach 
101  million,  or  3 of  every  5 persons  at  ages 
sixteen  and  over.  Population  growth  is  likely 
to  contribute  all  but  7.5  per  cent  in  this  future 
expansion  of  the  labor  force,  with  increased 
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participation  rates  for  women  accounting  for 
the  remainder. 

Men  and  women  at  ages  twenty  to  twenty- 
four  and  twenty-five  to  thirty-four  will  con- 
stitute the  fastest  growing  segment  of  the 
work  force.  Between  1967  and  1980  workers 
in  these  age  groups  are  likely  to  increase  by 
about  40  and  60  per  cent,  respectively.  The 
gain  at  ages  twenty  to  thirty-four  will  account 
for  over  two  thirds  of  the  rise  in  the  total 
labor  force.  The  number  of  workers  ages 
thirty-five  to  forty-four  will  decline  until  about 
1975,  and  increase  thereafter.  For  those  aged 
forty-five  to  fifty-four,  the  reverse  will  be  true. 
Neverthless,  each  age  group  is  expected  to  be 
somewhat  more  numerous  in  1980  than  in  1967. 

The  growth  in  the  labor  force  is  expected 
to  be  greater  for  women  than  for  men;  the 
anticipated  increases  are  about  27  and  23  per 
cent,  respectively.  By  1980  some  42  per  cent 
of  the  women  are  likely  to  be  employed  or 
seeking  work.  This  reflects  the  fact  that  in- 
creasing numbers  of  women  are  returning  to 
the  labor  force  around  midlife.  At  ages  forty- 
five  to  fifty-four,  for  example,  working  women 
will  increase  by  13.5  per  cent,  even  though  the 
total  number  of  women  at  these  ages  will  actu- 
ally decline  slightly.  The  increases  are  ex- 
pected to  be  markedly  greater  at  ages  fifty-five 
to  sixty-four  and  past  age  sixty-five. 
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T HERE  IS  LITTLE  doubt  that  contamination 
introduced  by  the  use  of  indwelling  cathe- 
ters is  responsible  for  bacteriuria  and  that 
persistent  or  recurrent  bacteriuria  may  be 
the  precursor  to  pyelonephritis.  In  vaginal 
surgery,  however,  the  indwelling  catheter 
may  be  necessary  for  continuous  bladder 
drainage  and  is  preferable  to  frequent 
catheterizations.  The  dilemma  could  be  re- 
solved in  practice  by  the  use  of  a procedure 
which  would  protect  the  patient’s  urinary 
tract  against  iatrogenic  infection.  More- 
over, some  authorities  disagree  on  the  im- 
portance of  colony  counts  as  a prime  de- 
tector of  pyelonephritis  without  some  other 
evidence. 

Many  modalities  have  been  used  in  at- 
tempts to  control  the  bacterial  flora  of  the 
bladder  during  continuous  drainage  by 
catheter:  chemotherapy,  1-3  systemic  anti- 
biotic therapy,12  instillation  of  neomycin,4 


closed  drainage/'  gravity  drainage,*  bladder 
rinsing  with  neomycin-polymyxin,*  and 
drainage  by  suprapubic  cystotomy.7  Opin- 
ions on  the  efficacy  of  chemotherapy  vary 
from  good  to  poor.2-4 

Since  the  use  of  chemoprophylaxis  and, 
if  necessary,  chemotherapy  would  seem  to 
be  a simple  method,  especially  during  an 
acute  shortage  of  muses,  the  present  study 
was  carried  out  to  determine  its  efficacy. 

Method 

Three  groups  of  subjects  were  used,  each 
group  including  both  ward  and  private  pa- 
tients. All  were  catheterized  continuously 
for  the  period  shown,  beginning  at  the  time 
of  the  operative  procedure. 

Group  I — catheters  indwelling  for 
twenty-four  hours.  All  of  the  36  pa- 
tients in  Group  I underwent  cesarean  sec- 
tions and  had  catheters  indwelling  for 
twenty-four  hours.  Twenty-seven  patients 
had  primary  cesarean  operations  while  9 
had  elective  repeat  cesarean  sections. 

Of  the  27  patients  who  were  treated  pro- 
phylactically,  6 received  nitrofurantoin 
(Furadantin),  average  dosage  of  50  mg. 
four  times  a day,  and  21  received  tetra- 
cycline. The  latter  was  used  in  patients 
with  prolonged  rupture  of  membranes  and 
active  labor.  The  control  group  consisted 
of  the  9 patients  with  elective  cesarean 
sections.  Cultures  were  taken  on  insertion 
of  the  Foley  catheter,  on  removal  after 
twenty-four  hours,  and  again  after  six 
weeks  employing  clean,  midstream  catch 
specimens. 

Group  II — catheters  indwelling  for 
three  days.  Group  II  consisted  of  22 
patients  who  underwent  elective  cesarean 
sections  and  vaginal  plastic  procedures  and 
had  catheters  indwelling  for  three  days. 
There  were  13  control  patients  and  9 who 
received  prophylactic  chemotherapy.  Four 
of  the  latter  received  antibiotics  because  of 
morbidity  unrelated  to  the  genitourinary 
tract.  These,  however,  were  retained  in 
the  series  and  gave  negative  cultures  in  the 
six-week  specimen.  Each  of  these  patients 
had  three  cultures  taken  in  the  same  man- 
ner as  those  in  Group  I. 

Group  III — catheters  indwelling  for 
five  to  seven  days.  Thirty-eight  pa- 
tients were  subjected  to  either  vaginal 
plastic  operations  or  vaginal  hysterectomy 
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with  repair  and  had  catheters  indwelling 
for  from  five  to  seven  days.  The  great 
discrepancy  between  the  number  of  patients 
in  the  control  group  (10)  and  the  patients 
in  the  “prophylactic”  group  (28)  was  due 
to  the  reluctance  of  the  attending  physician 
to  omit  the  use  of  some  “protective”  mo- 
dality with  a catheter  indwelling  in  the 
bladder  for  as  long  as  one  week.  Of  the 
28  “protected”  patients,  3 received  anti- 
biotics because  of  fever  unrelated  to  the 
genitourinary  tract  but  were  retained  in 
this  series.  The  remainder  received  nitro- 
furantoin therapy,  which  was  continued 
for  ten  days  after  removal  of  the  catheter. 
Cultures  were  taken  on  insertion  of  the 
catheter,  on  removal,  and  six  weeks  later. 
If  the  cultures  gave  positive  results  at  six 
weeks,  an  additional  two-week  course  of 
nitrofurantoin  therapy  was  prescribed,  and 
cultures  were  repeated  four  weeks  later. 
Cultures  were  considered  positive  if  they 
contained  at  least  105  colonies  per  milliliter. 
All  cultures  were  prepared  and  read  by  the 
same  observer. 

Results 

Group  I — twenty-four  hours.  In 
Group  I,  of  the  36  first  specimens  of  urine, 
13  or  36  per  cent  gave  positive  results. 
Of  the  13  specimens,  9 were  in  the  “cov- 
ered” group.  Included  in  these  were  cases 
of  cephalopelvic  disproportion,  with  pro- 
longed rupture  of  membranes  which  could 
have  predisposed  the  patient  to  bladder 
contamination . 

After  twenty-four  hours,  only  3 cultures 
from  patients  in  the  “protected”  group 
showed  positive  results.  This  decrease 
perhaps  may  be  explained  by  an  adequate 
level  of  antibiotics  started  before  the 
cesarean  section  was  done.  At  six  weeks, 
6 of  the  treated  patients  showed  positive 
results.  In  the  control  group,  there  was 
no  change  in  the  number  of  cultures  which 
gave  positive  results  in  the  first  to  the 
second  or  in  the  second  to  the  third  speci- 
mens. These  patients  underwent  elective 
cesarean  sections  and  probably  had  asymp- 
tomatic bacilluria.  The  fact  that  there 
was  no  change  in  the  second  or  third  sam- 
ples indicates  that  very  little  contamina- 
tion results  from  a catheter  indwelling  for 
twenty-four  hours. 

Group  II — seventy-two  hours.  In 


Group  II,  of  22  patients,  5 showed  positive 
findings  in  the  first  urine  specimen.  Three 
of  the  specimens  which  showed  positive 
results  were  obtained  from  patients  who 
underwent  vaginal  hysterectomy  for  cysto- 
rectocele.  These  cases  were  included  be- 
cause the  catheter  was  indwelling  for  three 
days. 

The  patients  in  the  “prophylaxis”  group 
showed  definite  improvement,  so  that  only 
3 of  9 specimens  gave  positive  results  at 
removal  and  only  1 at  six  weeks.  How- 
ever, in  the  untreated  or  control  group, 
where  only  1 of  13  patients  showed  positive 
results  initially,  5 patients  showed  positive 
findings  at  six  weeks.  All  five  of  these 
showed  negative  results  after  a two-week 
course  of  nitrofurantoin  therapy. 

Group  III — five  to  seven  days.  In 
Group  III,  of  38  patients,  the  second  speci- 
men of  urine  showed  an  increase  in  bacil- 
luria regardless  of  treatment.  In  the  treated 
group  of  patients,  5 out  of  28  showed 
initially  positive  results,  7 (30  per  cent)  of 
the  remaining  23  gave  positive  findings  in 
the  second  specimen.  In  the  third  speci- 
men, only  4 (14  per  cent)  of  28  showed 
positive  results  after  six  weeks,  and  these 
gave  negative  findings  after  a second  two- 
week  course  of  nitrofurantoin  therapy. 
However,  in  the  control  group  of  10  pa- 
tients, where  all  showed  negative  results  in 
the  first  specimen,  4 (40  per  cent)  gave 
positive  findings  after  the  catheter  was 
removed.  Significantly,  3 (30  per  cent) 
showed  positive  results  at  six  weeks; 
these  cultures  showed  negative  findings 
after  a second  course  of  nitrofurantoin 
therapy. 

Bacteriology.  Escherichia  coli  was  the 
most  frequently  found  organism  in  this 
series,  accounting  for  more  than  75  per  cent 
of  the  cases.  Aerobacter  aerogenes,  Staphy- 
lococcus epidermis,  and  enterococcus  were 
the  next  most  frequently  isolated  bacteria. 
Wearing  a sanitary  napkin  during  the  post- 
operative period  might  predispose  a patient 
to  contamination  of  the  urethra  by  these 
organisms. 

Comment 

In  the  series  of  patients  in  the  twenty- 
four-hour  control  group,  with  catheters 
indwelling  for  twenty-four  hours,  there  was 
no  apparent  contamination.  There  were  3 
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TABLE  I.  Results  of  urine  cultures  associated  with  catheterization 


Group  (Study) 

Specimens 

-Results  of  Cultures 

Prophylaxis  Groups  — Control  Groups 
Negative  Positive  Negative  Positive 

I (one  day,  36 

On  insertion  of  catheter 

18 

9 

5 

4 

patients) 

On  removal  of  catheter 

24 

3 

5 

4 

Six  weeks  later 

21 

6 

5 

4 

II  (three  days,  22 

On  insertion  of  catheter 

5 

4 

12 

1 

patients) 

On  removal  of  catheter 

6 

3 

11 

2 

Six  weeks  later 

8 

1 

8 

5 

III  (five  to  seven  days, 

On  insertion  of  catheter 

23 

5 

10 

0 

38  patients) 

On  removal  of  catheter 

16 

12 

6 

4 

Six  weeks  later 

24 

4 

7 

3 

times  as  many  patients  in  the  protected 
group,  because  these  patients,  who  under- 
went primary  cesarean  sections  for  dis- 
proportion, were  given  antibiotics  or  chemo- 
therapy, either  prophylactically  or  thera- 
peutically for  morbidity.  An  apparent 
advantage  of  this  prophylactic  therapy  may 
be  evident  in  the  second  or  twenty-four- 
hour  sample  of  urine  (Table  I). 

In  the  three-day  series,  the  advantage  of 
chemotherapy  is  evident:  in  the  six- week- 
samples  of  urine  only  1 of  9 patients  showed 
positive  results  after  a two-week  course  of 
chemoprophylaxis,  while  5 of  13  patients  in 
the  control  group  showed  105  positive 
colony  counts  after  six  weeks.  These  gave 
negative  results  after  a two-week  course 
of  nitrofurantoin  therapy. 

The  five-to-seven  day  series  included  the 
largest  number  of  patients  (38),  and  only 
10  of  these  were  in  the  control  group.  Some 
evidence  that  chemoprophylaxis  was  bene- 
ficial seems  apparent.  In  the  “covered” 
group  contamination  increased  sharply  in 
the  second  specimen,  but  this  contamina- 
tion decreased  in  the  six-week  specimen  to 
only  4 of  28  cases  (Table  I).  These  gave 
negative  results  after  a second  course  of 
nitrofurantoin  therapy.  In  the  control 
series  the  percentage  of  contamination, 
40  per  cent  after  five  days,  is  the  same  as 
in  the  protected  group,  but  only  1 of  these 
bacteriuric  patients  showed  negative  find- 
ings after  six  weeks.  The  others  responded 
to  later  treatment. 

Conclusions 

1.  In  this  series  there  is  a moderately 
high  incidence  of  asymptomatic  bacilluria 


in  pregnant  women  at  term  pregnancy  and 
in  patients  with  cystoceles.  The  propor- 
tion among  pregnant  patients  at  term  ex- 
tends up  to  30  per  cent  and  varies  with  the 
nature  of  the  condition.  In  patients  with 
cystocele  the  incidence  of  bacilluria  was 
13  per  cent. 

2.  There  is  little  recognizable  bacterial 
contamination  after  a catheter  is  indwelling 
in  the  bladder  for  twenty-four  hours;  in 
seventy-two  hours,  however,  moderate  con- 
tamination takes  place.  This  worsens  if 
left  untreated  but  improves  with  chemo- 
therapy, which  should  be  maintained  for  at 
least  ten  days. 

3.  In  40  per  cent  of  the  five-to-seven-day 
group  of  patients,  contamination  takes 
place  in  spite  of  chemoprophylaxis.  It  is 
advisable  to  continue  chemotherapy  for  at 
least  two  weeks  after  the  catheter  is  re- 
moved. 

4.  Nitrofurantoin  was  a dependable 
chemotherapeutic  agent  for  treating  bacil- 
luria and  was  helpful  in  prophylaxis. 

5.  When  the  patient  is  protected  by 
chemotherapy,  an  indwelling  catheter  may 
be  used  with  relative  safety  provided  that 
satisfactory  follow-up  studies  are  carried 
out. 

6.  Although  other  more  complicated 
methods  may  result  in  less  initial  con- 
tamination, long-term  follow-up  studies 
will  be  required  to  determine  whether  or 
not  the  greater  effort  confers  any  added 
advantage. 

7.  Since  the  etiology  of  bacilluria  is 
varied  and  often  is  related  to  organic  dis- 
ease, rigid  criteria  should  be  used  to  deter- 
mine in  which  patients  the  disease  is 
strictly  related  to  the  use  of  the  catheter. 
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Summary 

1.  Ninety-six  patients  were  studied  to 
determine  the  effect  of  chemotherapeutic 
agents  or  antibiotics  in  limiting  bacterial 
contamination  of  the  bladder  during  use 
of  the  indwelling  catheter. 

2.  Some  benefit  was  apparent  in  terms 
of  reduced  contamination  in  the  second 
urine  specimen  in  patients  in  the  twenty- 
four-hour  and  seventy- two-hour  groups 
but  not  in  the  five-to-seven-day  group. 

3.  Definite  benefit  from  chemotherapy 
was  noted  in  the  specimens  taken  at  six- 
weeks. 

4.  Other  investigators  have  not  shown 
consistently  that  the  use  of  the  indwelling 
catheter  for  a short  period  of  time,  in  the 
absence  of  organic  disease,  causes  chronic 
bacilluria.  Therefore,  methods  of  con- 
trolling such  contamination  at  the  time 
of  elective  gynecologic  surgery  should  be 


Harlem  Hospital 

C.  A.  Ragan,  Jr.,  M.D.,  recently  appointed 
Director  of  Medical  Service  at  Harlem  Hospi- 
tal, has  recently  made  several  observations  con- 
trasting that  institution  and  Bellevue  Hospital, 
both  part  of  the  municipal  hospital  system  of 
the  City  of  New  York. 

Bellevue  Hospital,  situated  in  lower  Man- 
hattan, has  no  clearly  defined  community  as 
such,  while  Harlem  Hospital  obviously  identi- 
fies itself  with  the  community  of  Harlem. 
The  patient  population  at  Harlem  Hospital  is 


simple  and  practical  as  well  as  effective. 
Chemotherapy  or  chemoprophylaxis  seems 
to  fill  that  need.  Long-term  follow-up 
studies  should  be  continued. 
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much  younger  and  with  more  varied  diseases 
and  infections  of  every  variety.  Heroin  ad- 
diction is  a major  problem,  as  is  pulmonary 
tuberculosis. 

Bellevue  Hospital  has,  in  theory,  a larger 
bed  c;.  parity,  but  since  much  adding,  building, 
and  shifting  of  departments  is  carried  out  in 
both  hospitals,  true  statistics  cannot  be  had. 
Harlem  Hospital,  due  to  overcrowding,  has 
been  forced  to  use  corridor  beds,  a practice 
which  has  been  discontinued  in  Bellevue  Hospi- 
tal where  the  overflow  goes  into  subspecialty 
wards,  with  usually  empty  beds.  The  emer- 
gency area  census  is  approximately  the  same 
in  both  hospitals. 
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T he  occurrence  of  multiple  primary 
intracranial  neoplasms  of  diverse  histologic 
variety  is  rather  uncommon  except  in  the 
heredofamilial  disorders  referred  to  by 
Zulch1  as  the  “systematic  hamartoblasto- 
matoses”  (von  Recklinghausen’s  disease, 
von  Hippel-Lindau  disease,  and  tuberous 
sclerosis).  Reports  of  surgical  success  in 
attacks  on  multiple  tumors  of  both  menin- 
geal and  glial  origin  in  the  same  individual 
are  few,  excluding  the  group  mentioned. 
Unless  the  growths  were  contiguous  or  in 
very  close  proximity,  they  have  seldom 
been  diagnosed  during  life.2  The  present 
report  concerns  the  distinctly  rare  situation 
of  a meningioma  nestling  in  a concavity  of  a 
glioma  in  the  left  frontal  lobe. 

Case  report 

A sixty-year-old  right-handed  white 
housewife  and  former  schoolteacher  was 
admitted  to  the  hospital  on  December  23, 
1963.  The  history  was  given  by  her 
family  that  she  had  had  impairment  of 
memory,  confusion,  and  dizzy  spells  for 
three  months,  with  recent  progression  in 
severity.  One  year  before  admission  she 
had  complained  of  loss  of  ability  to  smell. 
This  had  been  attributed  to  nasal  polyps. 

Examination  showed  dementia,  dys- 
phasia, confusion,  and  lethargy  alternating 
with  euphoria.  Blood  pressure  was  150/80 


and  pulse  rate  60.  Olfaction  could  not  be 
properly  assessed.  Confrontation  visual 
fields  were  not  remarkable.  There  were 
flame-shaped  fundal  hemorrhages  and  pap- 
illedema. Movements  of  the  eyes  and 
pupil  reactions  were  normal.  The  other 
cranial  nerves  functioned  normally.  There 
was  a downward  drift  of  the  outstretched 
right  arm,  and  her  legs  buckled  beneath  her 
when  she  was  assisted  to  her  feet.  Indi- 
vidual limb  strength  was,  otherwise,  im- 
possible to  test.  There  was  a right  grasp 
reflex  and  Babinski’s  reflex  with  bilaterally 
symmetrical  deep-tendon  reflexes.  Coor- 
dination and  discriminatory  sensations 
could  not  be  tested.  Gross  sensory  percep- 
tion was  present  in  the  four  extremities. 

An  area  of  hyperostosis  in  the  frontal 
bone  on  the  left  side  as  seen  on  skull  x-ray 
films  aroused  suspicion  of  a meningioma. 
Abnormalities  on  carotid  angiograms  of 
the  left  side  were  consistent  with  a frontal 
parasagittal  vascular  neoplasm  on  the  left 
side  noted  on  the  brain  surface,  underlying 
the  enostosis.  Prominent  meningeal  ves- 
sels were  seen  in  the  suspect  area,  and  a 
cortical  artery  appeared  to  delimit  the 
periphery  of  a spherical  mass,  measuring 
about  5 cm.  in  diameter. 

On  December  24,  1963,  a frontal  craniot- 
omy flap  on  the  left  side  was  turned  down 
over  the  region  described.  A firm,  tan, 
circumscribed  tumor,  well  anterior  to  the 
rolandic  fissure,  had  grown  through  the 
dura  and  was  adherent  to  a 1.7-cm.  long 
enostosis  which  was  elevated  0.6  cm.  above 
the  inner  table  of  calvarium.  The  tumor 
itself  was  almost  avascular  and  lay  in  a 
crater  of  swollen  brain  in  the  parasagittal 
region  lateral  to  the  bridging  veins.  The 
circumferential  vessel  noted  on  the  angio- 
gram was  about  2 cm.  posterior  to  the 
tumor,  which  measured  only  1.6  by  1.3  cm. 
The  mass  had  burrowed  to  a depth  of  1 cm. 
into  the  underlying  cortex  but  was  readily 
separated  from  the  brain.  Cortex  in  and 
around  the  tumor  bed  was  covered  with  a 
dense  network  of  blood  vessels  which 
imparted  a purple-grey  color  to  the  brain 
surface.  This  area  felt  firmer  than  normal 
brain.  There  was  considerable  doubt  that 
the  small  tumor  removed  was  responsible 
entirely  for  the  angiographic  changes,  the 
intense  swelling  of  the  brain,  and  the  loss  of 
olfaction.  Further  exploration  was  carried 
into  the  adjacent  subdural  space  in  search 
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FIGURE  1.  First  operative  specimen.  Charac- 
teristic fibroplastic  meningioma  with  dystrophic 
calcification  in  spheroid  or  spear  form  (hematoxylin 
and  eosin  stain). 


of  satellite  tumors.  The  falx,  subfrontal 
region,  and  sphenoid  wing  were  inspected. 
No  other  extra  cerebral  mass  was  disclosed. 
Brain  tissue  for  microscopic  study  was 
taken  from  beneath  the  edge  of  the  tumor 
bed.  Some  of  the  specimens  removed  were 
firm  and  yellow,  while  others  were  soft  with 
brown  mottling  throughout.  An  oversize 
dural  graft  replaced  that  removed  with  the 
tumor.  The  bone  flap  was  sacrificed 
because  the  meningeal  tumor  had  invaded 
it  grossly. 

Microscopic  examination  revealed  a 
highly  cellular  meningioma  with  sparse 
psammoma  bodies,  onion  peel  patterns,  and 
scattered  areas  of  calcification  in  spheroid 
or  spear  form  (Fig.  1).* 

Mitotic  figures  were  not  seen.  No  areas 
of  necrosis  or  degeneration  were  present. 
There  was  no  invasion  of  brain  by  the 
meningeal  tumor  which  was  firmly  attached 
to  the  dura  mater  in  most  areas.  The 
brain  fragments  showed  intense  astrocytic 

* Microscopic  examination  done  by  Armed  Forces  Insti- 
tute of  Pathology,  Walter  Reed  Army  Medical  Center, 
Washington,  D.C.,  and  Wolfgang  Zeman,  M.D.,  neuro- 
pathologist, Indiana  University  Medical  Center,  Indianapolis, 
Indiana. 


gliosis  with  almost  complete  obliteration  of 
cortical  architecture.  One  examiner  called 
it  astrocytoma.  An  active  and  prolifer- 
ating vascular  stroma  was  seen  in  the 
tissue  taken  from  the  meningioma  bed 

(Fig.  2). 

Postoperative  course.  The  patient 
made  a complete  and  uncomplicated  re- 
covery. In  seven  days  she  was  fully 
oriented,  aware  of  her  recently  past 
behavioral  abnormalities,  and  able  to 
attend  to  all  of  her  own  needs.  She  was 
discharged  on  the  eleventh  postoperative 
day  with  plans  for  cranioplasty  at  an 
indefinite  future  date.  At  examination, 
one  month  later,  she  was  normal  neurolog- 
ically  except  for  the  inability  to  identify 
the  aromas  of  coffee  and  peppermint  which 
she  said  she  could  smell.  In  early  Feb- 
ruary, 1964,  she  had  a persistent  cold  with 
nasal  obstruction,  sneezing,  coughing,  and 
straining.  To  these  involuntary  Valsalva’s 
maneuvers  was  attributed  the  development 
of  a bulging  mass  in  area  of  the  missing 
calvarium.  Skull  x-rays  were  taken  to  rule 
out  the  possibility  of  pneumocephalus. 
Corrective  rhinologic  measures  failed  to 
cause  recession  of  the  encephalocele.  The 
patient  was  readmitted  to  the  hospital  on 
February  14,  1964,  because  of  growth  of  the 
herniating  mass  and  recurrence  of  head- 
aches, impairment  of  judgment,  and  dys- 
phasia. Confusion  and  lethargy  returned. 
Attempts  to  aspirate  cerebrospinal  fluid 
from  the  cranial  protuberance  were  non- 
productive. The  craniotomy  flap  was  re- 
opened on  February  19,  1964.  Following 
hyperventilation,  spinal  fluid  drainage,  and 
intravenous  urea,  the  bulge  did  not  soften 
or  regress  below  the  bone  level.  When  the 
dura  was  opened,  it  was  seen  that  neovas- 
cularization of  the  cortex  was  still  present. 
An  incomplete  prefrontal  lobectomy  was 
performed  through  hemorrhage-speckled, 
macerated,  and  firmly  nodular  tissue, 
grossly  indistinguishable  from  tumor.  The 
hernial  contents  were  excised  and  the  re- 
dundant dura  plicated. 

Second  operation,  pathologic  find- 
ings. The  tissue  removed  at  the  second 
operation  showed  a highly  cellular  neoplasm 
(Fig.  3).f  Necrosis  with  pseudopalisading 
and  mitoses  were  seen.  Vascular  prolifera- 

t Microscopic  examination  done  by  Armed  Forces  Insti- 
tute of  Pathology,  Walter  Reed  Army  Medical  Center, 
Washington,  D.C.,  and  Dr.  Zeman,  neuropathologist,  In- 
diana University  Medical  Center,  Indianapolis,  Indiana, 
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FIGURE  2.  First  operative  specimen  from  frontal  lobe  (hematoxylin  and  eosin  stain).  (Left)  Overgrowth 
of  cortex  by  neoplastic  cells,  predominantly  astrocytic  in  type.  Significant  vascular  proliferation.  (Right) 
Mature  astrocytic  cytology.  Highly  active  and  proliferative  vascular  stroma  (X200). 


tion  was  evident,  further  substantiating  a 
diagnosis  of  malignant  astrocytoma. 
These  findings  make  it  likely  that  the  intra- 
cerebral abnormality,  noted  at  original 
craniotomy,  was  also  malignant  although 
the  tissue  sampling  did  not  permit  such  a 


definite  diagnosis.  During  the  four  and 
one-half-week  period  after  this  operation, 
she  was  given  a course  of  x-ray  therapy 
consisting  of  a tumor  dose  of  4,000  r to  the 
left  anterior  quadrant  of  the  brain  through 
a four-field  arrangement.  She  recovered 


FIGURE  3.  Second  operative  specimen  (hematoxylin  and  eosin  stain).  (A)  Markedly  distended  abnormal 
vessels  and  some  pleomorphism  of  neoplastic  cells.  (B)  Small  area  of  necrosis  with  pseudopafisading. 
Cytology  predominantly  astrocytic,  but  some  anaplasia  in  evidence  (X135).  (C)  Numerous  mitotic  figures  in 
predominantly  astrocytic  cell  population  (X135). 
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fully  once  again.  When  last  seen  in  July, 
1964,  she  had  been  readmitted  with  scalp 
necrosis  and  infection.  She  gradually  de- 
teriorated and  expired  February,  1965,  in 
spite  of  a third  operation.  No  autopsy 
was  permitted. 

Comment 

Courville3  calculated  the  incidence  of 
multiple  intracranial  tumors  of  all  types  to 
be  4.3  per  cent.  This  included  the  numer- 
ous reported  cases  of  multiple  meningio- 
matosis,  gliomas  of  multicentric  origin,  and 
patients  with  one  of  the  “system  diseases” 
mentioned.  The  incidence  of  multiple 
primary  tumors  of  the  brain  of  diverse 
histologic  origin  is  far  lower.  The  sporadic 
cases  of  intracranial  meningioma  associated 
with  glioma  usually  have  been  uncovered  at 
autopsy.  The  patients  of  Gass  and  Van 
Wagenen4  and  Nagashima,  Nakashio,  and 
Fujino5  were  the  only  other  examples  of 
surgically  treated  contiguous  meningioma 
and  glioma  found  in  a review  of  the  English 
literature. 

Several  features  of  this  case,  although 
not  new,  are  worthy  of  note.  The  com- 
plementary diagnostic  procedures  of  angiog- 
raphy and  ventriculography,  on  which  the 
neurosurgeon  relies  so  heavily,  are  certainly 
subject  to  faulty  interpretation  “by  even 
the  most  competent  authorities.”6  The 
difficulty  sometimes  encountered  in  the 
gross  morphologic  as  well  as  the  histologic 
differentiation  of  astrocytoma  from  reactive 
gliosis  is  to  be  stressed.7,8  Retrospective 
examination  of  the  biopsy  fragments  re- 
vealed them  to  be  true  neoplasm  rather 
than  hyperplastic  gliosis  in  the  vicinity  of 
an  extracerebral  tumor.  The  possibility  of 
making  such  a diagnosis  by  rapid  section 
technic  and  sparing  the  patient  a second 
operation  would  have  been  remote  if  there 
was  not  unanimous  diagnosis  of  glioma 
even  by  permanent  section.  Most  neuro- 
surgeons would  probably  be  reluctant  to 
proceed  with  resection  of  dominant  frontal 
lobe  tissue  on  the  limited  conviction  of  a 
rapid  section  diagnosis  in  a case  such  as  this. 


The  question  arises  of  a causal  relation- 
ship between  the  two  tumors.  Rubin- 
stein8 discusses  this  hypothesis  at  length 
and  with  some  convincing  arguments. 
His  cases,  however,  were  sarcomas  which 
had  invaded  the  brain.  In  this  report  we 
are  dealing  with  a benign  meningioma. 
The  induction  of  neoplastic  changes  in 
tissues  adjacent  to  tumors  anywhere  in  the 
body  is  unproved,  and  the  occurrence  of 
contiguous  new  growths  in  the  field  of 
oncology  is  distinctly  unusual.  Although 
comments  regarding  pathogenesis  are  still 
speculative,  the  rarity  of  finding  intra- 
cranial tumors  of  glial  and  meningeal 
origin  in  apposition  suggests  that  it  is  a 
chance  association.  Yet  the  meningioma 
may  be  the  primary  irritant  resulting  in 
induced  neoplastic  changes  in  the  under- 
lying brain  tissue. 

The  zeal  and  dispatch  with  which  one 
pursues  investigation  and  even  reoperation 
for  unanticipated  persistence  or  recurrence 
of  symptoms  must  be  tempered  with  the 
knowledge  that  clinical  abnormalities  do 
not  always  regress  after  complete  removal 
of  even  small  tumors  compressing  neural 
tissue.  But  perhaps  tissue  should  be 
taken  from  the  bed  of  a meningioma,  if  that 
bed  exhibits  distinct  gross  abnormalities. 

742  Main  Street 
Niagara  Falls,  New  York  14301 
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Max  Simon  Suedfeld,*  also  'aiown  as 
Max  Nordau,  f was  a doctor  of  medicine, 
but  he  was  far  better  known  in  other  fields. 
He  had  so  many  vocations  and  avocations 
that  in  each  he  could  be  referred  to  as  “the 
other  Nordau.”  He  was  a physician  who 
practiced  medicine  and  had  office  hours. 
But  he  is  so  much  better  known  in  his  other 
pursuits  that  very  few  of  us  remember  him 
as  a doctor  of  medicine.  He  was  also  a 
social  critic,  sociologist,  journalist,  philoso- 
pher, novelist,  essayist,  art  critic,  and  poet. 
With  so  much  diversity,  how  much  of  his 
greatness  can  we  attribute  to  his  being  a 
doctor  of  medicine?  As  with  other  physi- 
cians who  labored  in  fields  removed  from 
their  own,  his  medical  vocation  can  be 
said  to  have  enriched  other  areas  in  which 
he  practiced.  His  career  as  a physician 
formed  an  integral  part  of  his  many-sided 
personality.  Every  field  of  endeavor  that 
he  touched  he  dissected  with  the  skill  of  a 
surgeon  with  his  scalpel.  His  daughter 
stated  that  he  could  not  be  appreciated  nor 
understood  as  a writer,  a journalist,  or  even 
a Zionist,  if  behind  these  different  phases 
of  his  talent  one  failed  to  see  the  dissector 
of  the  human  body.  At  the  age  of  forty- 
eight,  when  his  reputation  was  already  well 
established,  he  became  a very  ardent 
Zionist.  In  fact,  with  Theodor  Herzl  he 

* Literally  translated  as  southern  field.1 

f Northern  land. 


FIGURE  1.  Max  Nordau.  From  a portrait  by  his 
daughter. 


founded  the  World  Zionist  Organization 
(Fig.  1). 

The  physician 

Born  at  Budapest  in  1849,  Nordau  re- 
ceived his  medical  degree  there  in  1875 
from  the  University  of  Pest.  However, 
Paris  attracted  him  and  he  settled  there  in 
the  spring  of  1878.  In  that  year  Paris  was 
the  scene  of  a World  Exposition;  Nordau, 
having  written  articles  for  a famous  Buda- 
pest newspaper  in  preceding  years,  was 
sent  to  write  about  the  Paris  exposition. 
By  1878  when  he  went  to  Paris,  he  was  a 
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well-established  journalist  and  an  essayist 
on  profound  subjects.  In  1876  a professor- 
ship of  anthropology  had  been  offered  him 
in  Budapest,  but  he  declined  it.2  In  Paris, 
he  was  again  compelled  to  serve  at  a hos- 
pital to  have  his  medical  degree  validated, 
and  he  studied  with  the  famous  Charcot. 
He  received  a second  medical  diploma  in 
1882  in  Paris  and  began  to  build  up  a con- 
siderable medical  practice.  He  had  the 
duties  of  a practicing  physician,  and  his 
responsibilities  toward  his  patients  filled 
up  a good  part  of  his  day.  Nordau’s  prac- 
tice was  like  that  of  any  young  doctor. 
The  poor  people  of  the  neighborhood  came 
to  consult  with  him  with  implicit  faith  in 
his  knowledge.  In  time  the  carriage  trade 
also  came.  Nordau’s  fame  as  a physician 
soon  began  to  travel  beyond  the  area  of  his 
immediate  neighborhood  and  reached  the 
circles  of  the  German  Embassy  in  Paris.2 
Because  of  Charcot’s  influence  Nordau’s 
interest  in  medicine  was  oriented  toward 
psychiatry,  taking  special  interest  in  Char- 
cot’s experiments  in  hypnotism.  By  this 
time  many  of  his  famous  literary  works 
were  already  published.  One  book,  De- 
generation, attracted  to  him  a large  number 
of  half-lunatics  and  degenerates,  and  some, 
as  his  daughter  states,  were  actually  in- 
sane.3 In  some  cases  the  patients  came 
day  after  day  to  revere  this  great  literary 
giant,  and  it  took  all  the  doctor’s  acumen 
to  make  the  patients  go  home.  Because  of 
his  novels  and  essays  he  had  to  enter  into 
correspondence  with  many  people  whom 
he  never  saw.  He  often  had  to  give  much 
free  advice.  Some  of  these  requests  were 
so  moving  that  Nordau  had  to  answer. 
An  interesting  tale  is  told  of  Nordau’s 
advice  to  the  Hebrew  poet,  Schneur,  which 
illustrates  Nordau’s  method  of  “literary 
psychiatry.”2  The  poet  felt  disquieted, 
unstable,  depressed  to  the  point  of  despair. 
He  consulted  Nordau  who  listened  carefully 
and  then  said: 

Write  a diary,  an  utterly  sincere  diary 
without  foreign  phrases,  without  circumlocu- 
tions. You  must  analyze  yourself  in  absolute 
detail  and  not  lie  to  yourself,  and  above  all 
never  dream  of  publishing  what  you  write. 
The  diary  must  be  for  you  alone  and  must  be 
shown  to  no  one,  and  torn  up  when  you  are 
finished  with  it. 

The  poet  was  skeptical  at  first,  but  he 
obeyed,  and  at  the  end  of  a brief  period  of 


meticulous  self  analysis  he  felt  reinvigor- 
ated and  able  to  continue  his  creative  work. 

Originally  Nordau  lived  with  his  elderly 
mother  and  sister.  Later  in  life  he  married 
the  widow  of  a dear  friend,  who  bore  him  a 
daughter,  Maxa.  He  also  had  four  step- 
children whom  he  treated  as  his  very  own. 
His  daughter,  Maxa,  described  these  years 
of  practice  as  years  of  inner  peace  sur- 
rounded by  his  children,  his  white  mouse, 
his  cats,  and  all  those  familiar  and  cher- 
ished beings  and  things  which,  of  course, 
included  his  tremendous  library.  His  sis- 
ter also  lived  with  him  after  his  mother 
died.  Later,  he  moved  to  a larger  home  in 
Paris  where  he  continued  to  receive  patients 
three  times  a week  from  five  to  seven  in  the 
evening.  Saturdays  were  entirely  devoted 
to  the  free  patients  and  all  those  unfortu- 
nates who  came  to  Nordau  to  be  cured  of 
their  moral  or  physical  misery.  When  he 
became  a Zionist,  his  waiting  room  was 
filled  with  the  people  who  had  survived  the 
pogroms  in  Russia  and  Poland. 2 

An  interesting  sidelight  is  described  by 
his  daughter.  The  poor  people  came  in 
advance  and  sat  in  the  garden  or  in  the 
courtyard  around  the  fountain.  Once  the 
concierge  complained  about  the  shocking 
sight  of  men  undressing  and  washing  in 
public.  He  had  seen  a poor  patient  who 
took  advantage  of  the  waiting  period  to 
give  himself  a good  scrubbing  in  the  court- 
yard.2 

In  time,  Nordau  became  a physician  to 
the  German  ambassador  to  Paris.  When 
World  War  I began,  this  attachment  to  the 
German  embassy  weighed  heavily  against 
Nordau;  he  was  suspected  of  being  a 
Germanophile.  When  the  war  started,  he 
volunteered  his  services  to  the  hospitals  of 
Paris;  nevertheless,  he  was  ordered  to 
leave  France  and  settled  in  Spain  as  a 
refugee.  During  his  sojourn  in  Spain  and 
later  in  London,  he  ministered  to  refugees, 
to  poor  people,  and  to  some  of  his  old 
patients  who  chanced  to  be  in  those  coun- 
tries. 

To  his  great  gratification  he  was  made 
doctor  honoris  causa  of  the  Faculty  of 
Medicine  of  Madrid.  Medicine  enabled 
Nordau  to  penetrate  the  sources  of  life; 
and  even  though  he  did  not  fully  realize  it 
himself,  gave  extraordinary  intuition  to  his 
scholarly  studies.2 
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The  writer 

Zionism  came  to  Nordau  in  his  forty- 
eighth  year  when  he  had  already  reached 
the  height  of  his  creative  powers.  It  was 
not  the  sudden  embracing  of  a new  idea. 
All  his  previous  work  and  study  led  him  to 
the  concept  of  Zionism  for  the  Jewish 
people.  Max  Nordau  was  a newspaper 
correspondent  for  the  Frankfurter  Zeitung, 
Vossische  Zeitung  of  Berlin,  and  the  Neue 
Freie  Presse  of  Vienna.  He  was  a novelist, 
dramatist,  reporter,  and  most  of  all  a social 
critic.  He  was  the  author  of  The  Conven- 
tional Lies  of  our  Civilization 4 which  ap- 
peared first  in  1883  and  Paradoxes 5 which 
appeared  in  English  in  1895.  These  books 
brought  his  name  into  prominence  and 
aroused  controversy  throughout  the  world. 
They  supplied  such  critics  of  western 
civilization  as  Oswald  Spengler  and  Sig- 
mund Freud  with  important  ideas.  Nor- 
dau seemed  to  anticipate  Freudianism 
when  he  said  that  “All  is  a mutation  of 
love,”  adding  that,  “any  train  of  thought, 
any  expression  of  will,  failing  to  descend 
with  even  one  fiber  of  its  roots  down  into 
the  stratum  carrying  the  fountainhead  of 
the  sex  urge  remains  cold,  pale,  and  blood- 
less.”6 In  Degeneration  he  applied  the  de- 
generacy concept  introduced  into  science 
by  Lombroso7  to  the  domain  of  art  and 
literature.  He  called  Tolstoy,  Ibsen, 
Nietzsche,  and  Wagner  degenerates.  Ac- 
tually there  is  a disease  listed  in  the  medical 
dictionaries  as  Nordau’s  disease,  and  it 
refers  to  degeneracy  in  human  beings.8 

Discussing  emotions,  Nordau5  stated 
that  the  sudden  retraction  of  the  hand  and 
the  characteristic  contortions  of  the  face 
muscles  accompany  a sudden  pain  in  the 
hand.  Thus  sorrow  was  brought  to  visible 
expression  by  lowering  of  the  head,  a cer- 
tain appearance  of  the  face,  a particular 
tone  of  voice,  and  sobbing.  If  the  reader 
thinks  he  has  heard  this  before,  it  is  true. 
It  is  the  famous  James-Lange9  theory  of 
the  emotions  published  in  1885  by  these 
authors  and  also  in  the  same  year  by 
Nordau.  Sigmund  Freud’s  psychoanalytic 
study  of  Moses  used  Nordau’s  precedent. 
In  fact,  Freud  stated  that  he  was  urged  to 
write  the  psychoanalysis  of  Moses  by 
reading  Nordau’s  book,  The  Conventional 
Lies  of  Our  Civilization.  Nordau4  was  not 
a supernaturalist.  He  believed  that  what- 


ever good  we  accomplish,  we  accomplish 
in  this  world,  and  that  there  is  no  world  in 
the  hereafter. 

Zionist  movement 

Anti-Semitism  raised  its  ugly  head 
throughout  all  of  Europe  in  the  late  nine- 
teenth century.  One  may  ask  why  the 
Jews  were  put  in  this  light.  In  the  folklore 
of  the  countryside,  the  Jew  continued  to 
represent  the  true  incarnation  of  the  devil. 
The  peasantry  in  all  the  countries  of 
Europe  continued  to  believe  in  the  medi- 
eval conception  of  the  Jew  as  Christ  killer, 
as  a bloodsucker,  as  a well  poisoner.  Even 
Bismarck  succumbed  to  the  virus  of  anti- 
Semitism,  although  at  first  he  had  stayed 
completely  aloof  from  such  a concept. 
With  Bismarck’s  tacit  approval,  organized 
anti-Semitism  became  respectable  through- 
out Germany.  In  France  the  situation 
was  the  same;  purveyors  of  hatred  ap- 
peared throughout  the  country.10 

Anti-Semitism  in  France  did  not  have  as 
much  luck  as  it  had  in  Austria  and  Hungary 
until  the  failure  of  the  government-backed 
Panama  Canal  project,  which  was  riddled 
with  corruption  and  bribery.  Although  a 
number  of  Jewish  financiers  were  involved, 
there  were  many  more  non-Jewish  finan- 
ciers implicated  in  this  debacle,  so  much  so 
that  the  rightist  press  hastily  forgot  the 
Panama  Canal  incident. 10  Then  in  1894 
the  Dreyfus  affair  broke  suddenly  as  a 
scandal  in  France.  The  bitterness  and 
anti-Semitism  engendered  by  the  Dreyfus 
trial  made  Theodor  Herzl  believe  that  there 
was  no  real  haven  for  the  Jews  anywhere 
in  Europe.  If  such  a miscarriage  of  justice 
could  occur  in  liberal  France,  there  was 
surely  no  hope  in  any  other  country  of 
Europe.  Herzl  shared  his  great  dream 
with  Max  Nordau. 

Although  it  can  be  demonstrated  that  the 
World  Zionist  Organization  was  built  by 
Theodor  Herzl  with  Max  Nordau’s  help, 
it  is  certainly  not  true  that  they  were  the 
first  to  think  of  the  Zionist  concept.  One 
of  the  central  motifs  throughout  the  nine- 
teenth century  was  the  rise  of  nationalism: 
Italian,  German,  Balkan,  and  also  Jewish. 
Jewish  nationalism  first  made  itself  felt  in 
Russia  during  the  early  years  of  Alexander 
II’s  reign;  many  authors  cautioned  against 
the  dangers  of  Jewish  assimilation.  In 
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1852  Moses  Hess  wrote  a small  volume 
titled  Rome  and  Jerusalem  in  which  he  en- 
visioned a Jewish  nationalism  with  a re- 
juvenated Jewish  nation  in  Palestine. 10 
In  the  same  vein,  Leon  Pinsker,  M.D.,  a 
physician  from  Odessa,  wrote  a pamphlet 
entitled  Autoemancipation  in  which  he  ap- 
pealed to  Jewish  nationalism  as  an  answer 
to  the  anti-Semitic  terror  of  the  Russian 
pogroms.10  The  German,  Italian,  and 
Balkan  nationalist  movements  had  a sense 
of  history,  a common  folk  music,  and  a 
common  language,  but  they  also  had  ances- 
tral land.  For  the  Jewish  nationalists  this 
ancestral  land  was  Palestine.  The  thought 
of  Zion  or  Palestine  was  enshrined  in  the 
hearts  of  Jews  in  every  part  of  the  world. 
There  were  several  attempts  at  Jewish 
emigration  to  Palestine  following  the  czarist 
pogroms  in  1881.  In  1882  a small  group  of 
Russian  Jews  called  “Bilu”  went  to  Pales- 
tine where  they  fared  very  badly.  Another 
group  called  the  “Hoveve  Zion”  was 
slightly  more  successful. 10  In  1895  Theo- 
dor Herzl  in  reaction  to  the  terrible  anti- 
Semitic  outbursts  in  Russia  and  in  France 
thought  of  returning  the  Jewish  nation  to 
Zion. 

Herzl  was  the  son  of  assimilated  Hungar- 
ian-Jewish  parents  and  had  obtained  an 
excellent  legal  education  at  the  University 
of  Vienna.  At  that  time,  he  was  one  of  the 
most  brilliant  feuilletonists  in  central 
Europe.  He  was  a correspondent  of  the 
Neue  Freie  Presse,  the  most  distinguished 
newspaper  in  the  Hapsburg  empire.  In 
November,  1895,  he  discussed  his  plan  for  a 
Jewish  state  with  the  already  celebrated 
Jewish  author,  Max  Nordau,  M.D.11  The 
concept  of  a Jewish  homeland  moved  Nor- 
dau very  deeply.  According  to  Nordau’s 
biography  by  his  daughter,  he  clutched 
Herzl  in  his  arms  and  said,  “If  you  are  in- 
sane, we  are  insane  together.  Count  on 
me.”  In  Herzl’s  view  the  Jewish  state  was 
to  he  created  as  an  answer  to  anti-Semitism. 
The  deeply  rooted  facts  of  Jewish  national- 
ism, Jewish  cultural  traditions,  and  historic 
Jewish  affinity  for  Zion  did  not  occur  to 
him,  although  it  did  not  escape  Nordau. 
Herzl12  published  a pamphlet,  Der  Juden- 
staat  (The  Jewish  State),  which  pictured  a 
Jewish  homeland  in  which  Jews  would 
never  be  subjected  to  anti-Semitism.  Rus- 
sian Jews  especially  responded  with  enthu- 
siasm. It  was  like  a bolt  from  the  blue. 


To  many  Jews  it  appeared  that  Herzl  was  a 
Messiah.  Herzl11  and  Nordau  decided  to 
summon  a World  Zionist  Congress  to  give 
the  movement  for  a Jewish  state  a mass 
base.  Jews  from  all  over  Europe  and  even 
from  America  came  to  the  first  congress  in 
Basle  on  August  29,  1897.  Although 

Herzl  was  the  president,  Nordau  gave  the 
major  address  in  each  of  the  six  Congresses 
that  Herzl  headed  from  1897  to  1903.  In 
addition  he  gave  the  major  address  at  the 
following  four  congresses.  In  his  first 
address  Nordau  said  that  emancipation  had 
proved  to  be  an  illusion  for  the  Jew.  Jews 
everywhere  were  the  object  of  renewed 
hatred  and  contempt.  The  only  solution 
was  a state  of  their  own  in  Palestine. 

Herzl  was  determined  to  concentrate  on 
diplomatic  negotiations  for  a Jewish  na- 
tional home  with  the  Turkish  government 
which  controlled  Palestine.  He  was  con- 
vinced that  an  influential  contact  was  all 
that  was  necessary  to  get  the  cooperation 
of  the  Sultan.  He  met  the  Sultan’s  friend, 
Kaiser  Wilhelm  of  Germany,  through 
negotiations  with  Count  Von  Eulenberg. 
Even  though  he  met  the  Kaiser  in  Con- 
stantinople and  in  Palestine,  and  the 
Kaiser  seemed  well  disposed  to  his  idea, 
nothing  further  came  of  it.  He  used  all 
kinds  of  bribery  to  get  into  the  Sultan’s 
palace,  and  finally  through  Nordau’s  friend, 
Armin  Vambery,  an  apostate  Jew,  Herzl  at 
last  obtained  his  interview  with  the  Sultan 
in  May,  1901.  In  order  to  win  the  Sultan’s 
consent  to  a Jewish  state,  Herzl  promised 
the  Sultan  a method  of  eradicating  the 
Ottoman  public  debt  in  return  for  a charter 
for  the  Jews.  The  meetings  with  the  Sul- 
tan came  to  naught. 11  Nordau  himself  did 
not  think  much  of  this  political  maneuver- 
ing of  Herzl’s  but  was  obliged  to  concur  for 
the  sake  of  solidarity. 

Herzl  also  started  to  undertake  diplo- 
matic contacts  with  England.  In  1903 
Herzl  was  called  back  to  London  for  an 
interview  with  Joseph  Chamberlain,  British 
colonial  secretary,  who  promised  him  the 
territory  of  Uganda  to  settle  the  Jews  of 
eastern  Europe.  It  must  be  stated  that 
Nordau  and  also  Herzl  had  expected  oppo- 
sition from  the  Russian-Jewish  delegates  to 
the  congress  about  Uganda.  A tense  si- 
lence followed  Nordau’s  address  relevant  to 
Uganda.  He  called  it  a stopping-off  place, 
a night  station  on  the  way  to  Palestine. 
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But  the  reaction  of  the  Russian-Jewish 
delegation  could  not  be  quelled.  They 
walked  out  of  the  hall.  It  was  made  clear 
to  Herzl  for  the  first  time  how  profound  was 
the  yearning  for  Palestine  by  the  Russian 
Jews.  Herzl  died  on  July  3,  1904. 11  He 
had  done  his  best,  but  he  had  not  taken 
into  account  the  nationalism  of  the  eastern 
European  Jews. 

Although  Nordau  was  the  main  speaker 
at  the  next  four  Zionist  congresses,  he  had 
very  little  to  do  with  the  organization  after 
these  congresses.  He  did  not  attend  the 
1913  session  of  the  congress  at  all.  Still, 
when  the  Balfour  Declaration  was  pub- 
lished on  November  2,  1917,  Nordau  was 
immediately  thought  of  as  a possible  Prime 
Minister.  In  1919,  when  Nordau  was 
already  old  and  ailing,  he  came  forward 
with  a plan  for  the  immediate  settlement  in 
Palestine  of  the  first  half  million  immi- 
grants from  the  east  European  ghettos. 
The  whole  exodus  from  eastern  Europe  was 
to  take  place  in  about  ten  years.  The  first 
million  settlers  were  to  be  transferred, 
really  dumped,  in  Palestine  within  the  first 
year  or  less. 13  Weizmann14  thought  very 
little  of  this  Nordau  plan.  Yet  if  it  had 
been  put  into  practice,  many  millions  of 
Jewish  lives  would  have  been  saved.  Had 
Nordau’s  counsels  been  listened  to,  many 
of  the  6 million  who  lost  their  lives  in 
Hitler’s  furnaces  might  now  be  living  and 
working  in  Israel.  Max  Nordau’s  body 
was  transferred  to  Palestine.  Two  areas 
named  after  him  called  Nordia  and  Tel 
Nordau,  respectively,  are  now  both  parts  of 
Tel  Aviv  in  Israel.  If  Herzl  can  be  called 
the  Moses  of  the  Zionist  movement,  Nordau 
can  be  called  its  Aaron,  and  Weizmann  may 
be  termed  Latter-day  Saintists. 

One  might  summarize  this  presentation 


of  Dr.  Nordau  by  asking  witli  Trude  Weiss- 
Rosmarin 14 

. . . under  what  rubric  should  one  list  a 
Nordau  who,  while  practicing  medicine  and 
psychiatry,  held  responsible  and  exacting 
staff  positions  on  top-ranking  newspapers, 
wrote  poetry,  fiction,  and  drama  that  were 
widely  acclaimed,  authored  volumes  like  The 
Conventional  Lies  of  Our  Civilization ,*  Para- 
doxes,6  Degeneration ,3  The  Meaning  of  History , 6 
and  Morals  and  the  Evolution  of  Man,'6  which 
went  through  countless  editions  in  all  civil- 
ized languages  and,  besides  supplying  such 
later  critics  of  western  civilization  as  Oswald 
Spengler  and  even  Freud  with  important 
ideas,  evoked  intellectual  controversies  of  both 
heat  and  light?  And  then,  of  course,  there  is 
Nordau  the  Zionist  . . ,16 

161  Rugby  Road 
Brooklyn,  New  York  11226 

References 

1.  Salomon,  M.  I.:  Doctors  afield:  Max  Nordau,  New 

England  J.  Med.  274:  1258  (June)  1966. 

2.  Nordau,  A.,  and  Nordau,  M.:  Max  Nordau,  A 

Biography,  New  York,  The  Nordau  Committee,  1943. 

3.  Nordau,  M.:  Degeneration,  London,  Heinemann, 

1895. 

4.  Idem:  The  Conventional  Lies  of  Our  Civilization, 

Chicago,  L.  Schick,  1884. 

5.  Idem : Paradoxes,  Chicago,  L.  Shick,  1895. 

6.  Idem : The  Meaning  of  History,  London,  Rebman, 

1910. 

7.  Lombroso,  C.:  The  Man  of  Genius,  London,  Scott, 

1891. 

8.  Dorland’s  Illustrated  Medical  Dictionary,  23rd  ed., 
Philadelphia  and  London,  W.  B.  Saunders  Company,  1957,  p. 
926. 

9.  Lange,  C.  G.,  and  James,  W.:  The  Emotions,  Balti- 

more, Williams  & Wilkins  Company,  1922. 

10.  Sacher,  H.  M.:  The  Course  of  Modern  Jewish  His- 

tory, New  York,  Delta  Books,  1963. 

11.  Herzl,  T.:  Diaries,  edited  and  translated  by  M. 

Lowenthal,  New  York,  Grosset  & Dunlap,  1962. 

12.  Idem:  The  Jewish  State,  Berlin,  Juedischer  Verlag, 

1918. 

13.  Ben-Horin,  M.:  Max  Nordau,  Philosopher  of 

Human  Solidarity,  New  York,  Conference  on  Jewish  Social 
Studies,  1950. 

14.  Weizmann,  C.:  Trial  and  Error,  New  York,  Harper 

& Brothers,  1949. 

15.  Weiss-Rosmarin,  T.:  Max  Nordau:  Thoughts  on 

the  centenary  of  his  birth,  The  Jewish  Spectator  15:  6 (1949) 

16.  Nordau,  M.:  Morals  and  the  Evolution  of  Man 

London  and  New  York,  Cassell  and  Company,  1922. 


April  1,  1969  / New  York  State  Journal  of  Medicine  977 


Special  Article 


Physician  and 
Hospital  Costs* 

LEONARD  S.  ROSENFELD,  M.D. 

New  York  City 

Director,  Division  of  Medical  Services,  Health  and 
Hospital  Planning  Council  of  Southern  New  York,  Inc. 

One  of  the  important  public  issues  today 
is  the  reconciliation  of  expectations  of  the 
public  and  of  the  medical  profession.  Ob- 
viously, not  everybody’s  aspirations  can  be 
satisfied.  Certain  compromises  must  be 
made  for  the  common  good. 

In  recent  years,  and  particularly  since 
the  passage  of  the  Social  Security  amend- 
ments of  1965,  the  dialogue  between  the 
medical  profession  and  the  public  has 
focused  to  a large  extent  on  the  costs  and 
financing  of  medical  care.  This  report  is 
directed  at  one  part  of  this  issue,  namely, 
the  costs  of  hospital  care  and  the  role  of 
the  physician  in  determining,  and,  by  im- 
plication, controlling  these  costs. 

I approach  the  question  from  the  point 
of  view  of  the  planning  of  health  services 
and  the  attempt  to  reconcile  the  needs  of 
the  various  components  of  the  community 
in  developing  programs  which  would  assure 
optimum  use  of  available  resources  in 
meeting  health  needs. 

In  approaching  the  subject,  it  would  seem 
well  to  restate  several  self-evident  truths  to 
attempt  to  maintain  reasonable  perspective 
as  we  grapple  with  some  of  the  detailed 
aspects  of  the  problem.  First  of  all,  it  is 
obviously  difficult  to  segregate  the  re- 
sponsibility of  the  physician  from  that  of 
other  professions  in  determining  and  in 
controlling  costs  of  hospital  care.  Second, 

* Talk  delivered  at  Seminar  on  Hospital  Costs,  Medical 
Care  Section  of  Hospital  Council  of  Maryland,  Baltimore, 
Maryland,  June  15,  1968. 


hospital  care  represents  one  part,  albeit  an 
important  part,  of  the  full  spectrum  of 
community  health  services.  Utilization 
and  costs  of  hospital  care  are  affected  by 
the  adequacy  of  and  arrangements  for 
financing  of  other  aspects  of  health  care. 
Finally,  we  must  recognize  that  costs  must 
be  considered  within  the  context  of  the 
worth  of  health  services,  their  effectiveness, 
quality,  and  accessibility. 

Having  said  this,  we  must  also  recognize 
that  it  would  be  impossible  to  consider  the 
whole  range  of  factors  that  may  affect  cost 
in  a session  such  as  this.  Furthermore, 
many  of  the  questions  at  issue  involve  the 
social  sciences  as  much  as  the  medical 
sciences.  Only  in  recent  years  have  the 
social  sciences  and  their  research  methods 
been  brought  to  bear  to  any  substantial 
extent  in  studying  medical  care  systems. 
The  body  of  knowledge  so  far  developed  is 
fragmentary.  Nevertheless,  public  issues 
must  be  faced  and  policy  formulated  with 
the  best  perspective  that  can  be  mustered 
at  any  tune.  This  perspective  is  made  up 
of  a mixture  of  experience,  hypotheses,  and 
assumption;  proposals  are  motivated  by 
goals  and  value  systems. 

In  approaching  the  subject,  I have  at- 
tempted to  identify  major  problem  areas, 
alternatives,  and  strategy  and  to  consider 
the  role  of  the  physician  against  this  back- 
ground. 

It  would  take  volumes  and  would  be 
beyond  my  competence  to  examine  in  de- 
tail the  numerous  forces  at  work  which 
account  for  the  current  patterns  of  medical 
services  and  their  use  and  for  trends  which 
will  continue  to  influence  these  patterns  in 
the  future.  Nevertheless,  brief  reference 
to  some  of  these  forces  may  help  clarify 
some  of  the  current  issues  in  medical  care 
and  hospital  costs. 

Scientific  breakthroughs  and  technologic 
advances  are  occurring  at  an  accelerating 
rate.  The  trend  toward  specialization  con- 
tinues, and  increasingly  sophisticated  and 
radical  approaches  to  diagnosis  and  therapy 
become  accepted  practice.  These  trends 
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increase  the  need  for  capital  equipment 
and  ancillary  staff. 

An  expanding  population  with  the  great- 
est increases  occurring  among  the  depend- 
ent-age groups,  the  continuing  trend  to- 
ward urbanization,  and  the  absorption  of 
greater  numbers  of  women  into  the  labor 
force  all  exercise  an  effect  on  demand  and 
patterns  of  utilization  of  services. 

Other  factors  that  contribute  to  the 
rapidly  increasing  demand  for  services  are 
the  continuing  improvements  in  standard 
of  living,  the  elevation  of  levels  of  educa- 
tion, and  the  vast  communications  net- 
work. In  addition,  the  phenomenal  ex- 
pansion in  coverage  by  private  health  in- 
surance and  the  massive  program  of  public 
medical  care  of  the  past  few  years  have 
reduced  some  of  the  economic  barriers  to 
care. 

These  same  social  and  economic  trends 
affect  not  only  the  demand  for  services,  but 
also  account  for  the  rising  costs  of  various 
units  of  service. 

Medical  care  prices  are  increasing  at 
approximately  two  times  the  rate  of  all 
goods  and  services;  6.6  per  cent  in  1966  as 
compared  with  3.3  per  cent  rise  in  the 
consumer  price  index.  Consumer  expendi- 
tures more  than  tripled  between  1956  and 
1965  from  $8.5  billion  to  $28.1  billion. 

Since  1966,  the  average  per  diem  cost  of 
hospital  care  has  entered  a period  of  ex- 
ponential increase.  Between  1961  and 
1965,  costs  of  hospital  care  increased  at  a 
rate  of  about  6 per  cent  a year.  In  1966 
the  increase  was  16.5  per  cent,  and  a similar 
increase  was  experienced  in  1967.  Per 
diem  cost  increased  from  $38  in  1961  to 
some  $50  in  1966  to  approximately  $58  in 
1968.  Payroll  costs  have  been  rising  at  a 
more  rapid  rate  than  general  hospital  costs. 
In  response  to  increasing  demands  and  in- 
creasing standards,  employment  in  health 
services  increased  54  per  cent  between  1950 
and  1960  as  compared  with  14  per  cent  in- 
crease in  the  entire  economy. 

As  a result  of  these  trends  as  well  as  of 
the  general  increase  in  costs  of  goods  and 
services,  costs  of  medical  care  and  expendi- 
tures are  increasing  progressively.  Na- 
tional expenditures  for  medical  care  in  1967 
were  approximately  $50  billion,  6 per  cent 
of  the  gross  national  product,  as  compared 
with  some  $10  billion  in  1947. 

As  a nation  we  are  spending  more  on 


medical  care  than  any  other  country  in  the 
world:  approximately  $250  per  capita. 

One  third  of  this  is  spent  on  care  in  general 
hospitals.  Obviously,  we  place  a high  value 
on  health  services.  Ultimately  the  propor- 
tion of  our  gross  national  product  that  is 
devoted  to  health  service  and  the  distribu- 
tion of  this  support  among  various  aspects 
of  service  become  questions  of  public  under- 
standing and  value.  With  this  magnitude 
of  investment  in  any  service  and  particu- 
larly with  the  increasing  proportion  chan- 
neled through  the  government,  the  public 
has  a critical  interest  in  how  these  services 
are  organized — in  their  availability,  quality, 
and  economy. 

More  and  more  the  public  and  its  various 
institutions  are  going  to  examine  the  worth 
of  the  product. 

There  are  certain  obvious  deficiencies  in 
the  system.  We  know  that  there  are  sharp 
differences  in  availability  of  care  among  the 
various  geographic,  socioeconomic,  racial, 
and  ethnic  components  of  the  population. 
Studies  in  adequacy  of  prenatal  care,  dental 
care,  child  health  services,  and  ambulatory 
care,  generally,  show  vast  inequities  not 
only  in  availability  of  services  but  also  in 
the  standards  and  in  the  amenities  and 
dignity  in  the  environment  in  which  care  is 
provided.  There  is  clear  evidence  of  vast 
unmet  need  largely  concentrated  among 
disadvantaged  groups.  With  the  falling 
off  of  morbidity  and  mortality  rates  from 
infectious  disease  and  the  relative  increase 
in  importance  of  chronic  illness  and  dis- 
ability as  major  medical  problems,  we  are 
witnessing  the  paradox  of  increasing  poten- 
tialities of  medicine  at  the  same  time  the 
residue  of  unmet  need  for  medical  care  is 
also  increasing. 

In  spite  of  the  vast  health  programs  of 
the  Federal  and  state  governments  of  the 
past  few  years,  there  is  ample  evidence  of 
continuing  pressure  for  expansion  of  com- 
munity responsibility  for  provision  of 
services.  At  the  same  time  consumer  de- 
mands for  a greater  voice  in  expenditures 
and  programs  are  clear.  The  implications 
of  the  social  revolution  which  is  in  progress 
in  this  country  can  be  ignored  only  at  great 
peril.  The  establishment  as  currently  de- 
fined includes  not  only  government  and 
industry  but  community  institutions  and 
the  professions  as  well.  There  is  increasing 
criticism  of  the  medical  profession,  both 
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just  and  unjust,  because  of  its  fiscal  prac- 
tices. 

There  is  already  evidence  that  increases 
in  costs  in  excess  of  anticipated  levels  are 
endangering  some  of  the  basic  programs 
which  have  already  been  established,  par- 
ticularly those  under  Title  19.  The  cut- 
back in  Medicaid  in  New  York  State  has 
resulted,  in  New  York  City  alone,  in  the 
ineligibility  of  some  700,000  medically 
indigent  individuals  for  public  medical 
care,  particularly  those  between  the  ages 
of  twenty-one  and  sixty-five.  The  adjust- 
ments proposed  in  the  City  program  to 
accommodate  to  reduced  levels  of  sup- 
port are  adding  fuel  to  the  flames  of  social 
revolution.  Furthermore,  as  costs  climb 
faster  than  economic  potential,  larger  num- 
bers of  individuals  and  families  will  fall 
into  the  general  category  of  medically 
indigent. 

Critical  questions  would  appear  to  be: 
Who  is  responsible  for  rising  costs  of  hos- 
pital services,  and  what  avenues  are  open 
to  approaching  closer  the  goal  of  making 
maximum  use  of  available  resources  in 
meeting  urgent  health  needs.  What  steps 
should  be  contemplated  individually  and 
in  concert  by  the  various  responsible  parties 
and  groups? 

It  is  evident  that  the  medical  profession 
carries  a large  share  of  responsibility.  As 
indicated  in  the  announcement  of  this 
meeting,  the  physician  is  immediately  re- 
sponsible for  admission,  discharge,  and  the 
ordering  of  diagnostic  procedures,  medica- 
tions, supplies,  services,  and  equipment. 
It  has  been  suggested  that  70  per  cent  of 
the  cost  of  hospital  operations  is  at  the 
direction  of  the  physician.  One  might  go 
farther  and  state  that  100  per  cent  of  the 
cost  of  hospital  care  is  traceable  to  the 
medical  profession,  for  without  a medical 
profession  there  would  not  be  the  general 
hospital.  It  would  seem,  however,  that 
to  attempt  to  assign  a precise  responsibility 
in  quantitative  terms  is  an  attempt  to 
answer  the  wrong  question  with  tools  of 
measurement  which  do  not  exist.  The 
physician  as  an  individual  and  as  part  of  a 
group  must  respond  to  a system  of  expec- 
tations— public,  legal,  and  professional- — if 
he  is  to  survive  economically  and  legally. 
While  obviously  the  community  has  every 
right  to  expect  performance  at  the  highest 
possible  level  of  professional  responsibility, 


and  there  is  ample  evidence  that  this  situa- 
tion does  not  always  obtain,  it  would  seem 
that  for  the  most  part  there  is  no  simple 
prescription  for  the  economic  ills  of  the 
health  services.  Constructive  approach 
would  rather  seem  to  entail  a program  in 
various  parts  which  can  only  be  achieved 
through  the  close  cooperative  effort  of  the 
various  interested  and  responsible  profes- 
sions, institutions,  and  groups.  Medical 
care  in  the  community  is  an  ecologic  sys- 
tem. Changes  in  one  part  of  the  system 
are  ultimately  reflected  throughout  the 
system  and  should  be  planned  against  a 
perspective  of  its  broader  implications. 

Nevertheless,  the  medical  profession  by 
virtue  of  its  institutional  position  of  leader- 
ship in  the  health  services  and  of  its  power- 
ful position  in  development  of  health  serv- 
ices policy  and  structure  must  carry  a heavy 
load  of  responsibility  for  progress  and  ef- 
fectiveness of  services. 

This  is  particularly  true  in  the  structure 
of  hospital  services  and  in  the  resultant 
costs  of  these  services.  In  the  voluntary 
hospital  which  constitutes  the  backbone  of 
general  hospital  care  in  this  country,  the 
board  of  directors  is  given  the  authority 
and  the  responsibility  by  the  community 
for  the  design  and  adequacy  of  services  to 
meet  the  needs  of  the  community.  By 
virtue  of  special  competence  of  basic  im- 
portance to  the  hospital  program,  the  board 
traditionally  delegates  major  responsibili- 
ties to  the  medical  staff  organization  of  the 
institution.  A good  deal  of  evidence  has 
accumulated  over  the  past  thirty  to  forty 
years  during  which  our  current  problems 
have  been  generated  that  the  perceptions 
of  the  medical  profession  have  not  been 
acutely  attuned  to  community  aspirations 
and  needs.  At  national,  state,  and  com- 
munity levels,  the  profession  has  generally 
opposed  programs  designed  to  break  down 
barriers  to  health  services.  The  medical 
profession  opposed  the  recommendations 
of  the  Committee  on  Costs  of  Medical  Care 
in  the  early  thirties.  It  opposed  and  ulti- 
mately brought  about  restrictions  in  pre- 
payment coverage  under  Blue  Shield  in  the 
pioneering  programs  in  Michigan  and  Cali- 
fornia in  the  late  thirties.  The  American 
Medical  Association  was  convicted  of  in- 
fraction of  the  Sherman  Antitrust  laws  in 
the  Supreme  Court  decision  of  1943  in  the 
case  of  AMA  versus  the  Group  Health 
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Association,  a group  practice  prepayment 
plan  in  Washington,  D.C.  It  insisted  on 
universal  application  of  fee-for-service  pay- 
ments under  public  programs  even  in  situa- 
tions where  other  forms  of  payment  had 
been  functionally  established  over  the 
years. 

In  hospitals,  medical  staffs  often  do  not 
match  the  power  they  wield  with  wisdom 
and  statesmanship.  There  has  been  con- 
sistent opposition  to  admission  of  members 
of  medical  groups  to  the  medical  staff,  par- 
ticularly if  these  groups  are  associated  with 
prepayment  plans.  They  have  opposed 
and  generally  overridden  board  interests  in 
offering  the  use  of  facilities,  which  are 
underutilized,  to  group  practice  prepay- 
ment plan,  even  though  such  arrangements 
would  improve  the  economic  status  of  the 
institution  and  would  reduce  over-all  costs 
to  the  community.  They  have  urged  the 
development  of  specialized  facilities  in 
many  institutions,  although  there  already 
existed  other  facilities  in  communities  ade- 
quate to  meet  the  need.  In  general,  organ- 
ized medicine  has  moved  slowly  in  disci- 
plining those  of  its  members  who  obviously 
abuse  fee-for-service  payments  under  pro- 
grams of  public  medical  care.  In  hospital 
organization,  the  medical  staff  will  fre- 
quently restrict  and  oppose  efforts  of  the 
administrative  staff  in  management,  rather 
than  making  common  cause  in  dealing  with 
obviously  complex  and  difficult  problems. 
As  a result,  many  institutions  rather  than 
developing  a cohesive  organizational  struc- 
ture with  a high  level  of  coordination  and 
communication  are  often  split  with  no  clear 
allocation  of  responsibility  for  efficiency  of 
operation. 

Another  characteristic  of  hospital  organi- 
zation that  has  impeded  progress  toward 
the  goal  of  maximum  use  of  resources  for 
meeting  needs  is  that  of  the  autonomy  of 
the  institutions  which  has,  in  most  in- 
stances, resisted  effort  at  organizing  the 
various  facilities  in  the  community  into  a 
hospital  system. 

The  posture  of  the  medical  profession  on 
these  issues  is  often  traceable  to  lack  of 
perception  and  perspective.  While  in  other 
industries  technologic  change  is  followed 
by  adaptation  in  organization,  this  has  not 
been  the  case  in  the  health  services.  Fail- 
ures in  adaptation  to  change  ultimately 
place  in  jeopardy  not  only  community 


goals  but  also  the  image  and  credibility  of 
the  profession.  This  is  unfortunate  and 
could  be  tragic  in  a situation  in  which  the 
community  and  the  profession  are  ulti- 
mately interdependent. 

Major  issues 

Against  this  perspective,  I should  like  to 
touch  briefly  on  some  of  the  issues  and 
alternatives  that  lie  ahead:  costs  of  hos- 

pital services  and  the  posture  of  the  medical 
profession.  In  this  it  will  not  be  possible 
to  do  much  more  than  offer  an  agenda  for 
discussion.  Suggestions  are  drawn  from  a 
series  of  national  conferences  during  the 
past  year  organized  around  the  crises  in 
the  health  services.  They  are  drawn  from 
accumulating  experience  in  this  country 
and  abroad  and  from  personal  observation. 
Some  of  the  alternatives  may  be  awkward 
but  must  be  considered  in  light  of  social 
and  economic  trends  and  forces. 

Organization.  At  the  National  Con- 
ference on  Group  Practice  held  last  year, 
Surgeon  General  Stewart  stated,  “The 
present  crisis  of  unfilled  health  needs  in  the 
United  States  is  essentially  a crisis  of  or- 
ganization.”1 In  any  system  which  entails 
the  concerted  effort  of  persons  drawn  from 
various  disciplines  and  specialties,  organi- 
zation is  of  critical  importance.  Effective 
organization  entails  delineation  of  responsi- 
bilities for  essential  functions,  common 
understanding  of  roles,  effective  communi- 
cations, and  accountability  for  perform- 
ance. Organization  is  needed  not  only  at 
the  institutional  level,  but  at  the  com- 
munity, state,  and  national  levels  as  well. 

Obviously,  the  requirement  for  organiza- 
tion must  be  subordinated  to  the  value 
systems  and  political  structure  of  the  state. 
With  our  tradition  of  pluralism,  problems 
of  maintaining  coordination  and  effective 
organization  of  effort  toward  defined  goals 
in  the  health  services  are  more  difficult  than 
in  a political  system  in  which  there  is  a high 
degree  of  control  of  resources,  although 
there  are  obviously  other  advantages  in 
terms  of  maintaining  levels  of  initiative  and 
local  responsibility. 

Within  the  system  of  health  services, 
three  organizational  entities  are  particu- 
larly relevant  to  the  subject  of  this  dis- 
cussion. These  are  group  practice  and 
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prepayment,  the  hospital,  and  regional 
organization. 

Brief  reference  has  been  made  to  rela- 
tionships of  the  medical  staff  to  hospital 
organization.  Although  there  is  much 
that  has  and  can  be  said  about  these  rela- 
tionships, discussion  here  must  obviously 
be  limited.  The  picture  is  changing  as  in- 
creasing numbers  of  institutions  appoint 
full-time  medical  staffs.  These  physicians, 
in  general,  reflect  a higher  level  of  commit- 
ment to  the  institution  than  do  members  of 
the  visiting  staff  who  are  frequently  on  the 
staffs  of  several  institutions  and  must  divide 
their  time  among  a multiplicity  of  activi- 
ties. Those  institutions  that  have  full- 
time medical  staffs,  in  general,  receive 
higher  ratings  in  a variety  of  comparative 
studies  among  institutions.  Obviously, 
hospitals  that  have  full-time  staffs  are 
larger  and  generally  have  broader  range  of 
teaching  affiliations  and  commitments. 

The  concept  of  regional  organization  of 
health  facilities  was  first  proposed  almost 
fifty  years  ago  in  the  Dawson  report  in 
England.  Although  this  pattern  of  articu- 
lation of  facilities  and  services  within  func- 
tional geographic  areas  has  been  recom- 
mended repeatedly  in  studies  in  this  coun- 
try, limited  progress  has  been  made.  Such 
a program  as  the  Bingham  Associates  Fund 
centered  in  the  New  England  Medical 
Center  and  the  Rochester  Regional  Hos- 
pital program  are  the  only  two  in  the  coun- 
try that  have  reasonably  stood  the  test 
of  time. 

Support  under  the  Regional  Medical 
Program  legislation  provides  an  opportu- 
nity to  accelerate  progress  in  developing  a 
system  of  relationships  among  institutions 
to  assure  more  effective  use  of  specialized 
facilities  and  personnel.  Furthermore,  re- 
quirements under  Title  18  of  the  Social 
Security  amendments  regarding  approval 
of  extended  care  facilities  and  the  require- 
ments that  transfer  agreements  with  gen- 
eral hospitals  be  made  represents  another 
stimulus  to  more  effective  articulation  of 
facilities  and  services.  Nevertheless,  it 
seems  evident  that  stronger  incentives  in 
the  form  of  payment  policies,  accreditation 
standards,  as  well  as  area-wide  planning, 
will  be  required  if  a greater  degree  of  func- 
tional articulation  and  interdependence 
among  our  facilities  and  services  are  to 
develop.  Such  incentives  were  recom- 


mended by  the  Advisory  Committee  on 
Hospital  Effectiveness.2 

A form  of  organization  which  in  addition 
to  other  values  has  demonstrated  its  value 
in  reducing  levels  of  utilization  of  general 
hospital  care  is  group  practice  in  association 
with  comprehensive  prepayment.  Repeated 
observations  among  the  several  group  prac- 
tice prepayment  plans,  as  well  as  the  ex- 
perience under  the  Federal  Employee 
Health  Program,  has  demonstrated  that  in 
these  programs  the  level  of  utilization  of 
inpatient  service  is  30  to  50  per  cent  lower 
than  among  persons  who  receive  care  on  a 
solo  practice  fee-for-service  basis.  At  the 
current  costs  of  inpatient  service,  this  repre- 
sents a substantial  saving  which  is  used  to 
offset  the  additional  costs  of  ambulatory 
and  home  care.  By  removing  the  deterrent 
effects  of  deductibles  and  coinsurance,  pa- 
tients are  encouraged  to  take  advantage  of 
preventive  services  and  to  seek  care  early 
in  the  course  of  illness.  Most  diagnostic 
services  are  paid  for  on  an  ambulatory 
basis  so  that  there  is  little  incentive  for 
either  the  physician  or  the  patient  to  de- 
mand more  hospital  care  than  seems  to  be 
medically  essential. 

Another  advantage  of  group  practice 
organization  as  compared  with  solo  prac- 
tice is  its  potential  for  making  greater  and 
more  effective  use  of  ancillary  personnel. 
It  seems  obvious  that  a good  part  of  the 
work  load  the  physician  now  carries  could 
be  carried  by  properly  trained  and  super- 
vised nursing  and  other  assisting  personnel. 
The  experience  with  nursing  clinics  in  such 
centers  as  the  Massachusetts  General  Hos- 
pital and  the  Kansas  Medical  Center  in 
which  nurses  are  assigned  a much  broader 
range  of  medical  responsibility  for  patient 
supervision  offers  valuable  leads  toward 
resolution  of  some  of  our  manpower  prob- 
lems. 

Despite  the  apparent  values  of  group 
practice,  particularly  when  associated  with 
prepayment,  growth  has  been  slow.  Esti- 
mates indicate  that  there  were  some  3.3 
million  people  covered  by  group  practice 
prepayment  plans  in  1959  and  4.2  million 
in  1966.  Most  of  this  growth  is  attribut- 
able to  growth  in  the  Kaiser  Program 
which  increased  from  almost  900,000  to 
1.5  million  persons  during  the  same  period. 

The  slow  growth  has  been  attributed  to 
the  fact  that  a number  of  states  have  on 
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their  statute  books  legislation  which  re- 
strains the  development  of  this  form  of 
practice.  Furthermore,  development  of 
such  programs  requires  capital  for  both 
construction  and  initiation  of  operations. 
Finally,  somebody  or  some  organization 
must  take  the  initiative  and  assume  re- 
sponsibility for  proposal  and  development 
of  the  program.  Recent  expressions  of 
interest  among  insurance  companies  in 
underwriting  such  programs  may  contribute 
to  more  rapid  extension  in  the  future. 

With  the  increasing  concern  regarding 
the  costs  of  hospital  and  medical  care,  it 
would  seem  incumbent  on  all  responsible 
groups  to  inform  themselves  about  the 
issues  and  values  and  to  join  forces  in  de- 
veloping and  pursuing  a constructive  course. 
The  development  of  the  Columbia  Project 
under  the  aegis  of  the  Johns  Hopkins  Uni- 
versity would  represent  a sizeable  commit- 
ment to  this  pattern  of  practice  in  this  area 
and  would  deserve  the  support  and  interest 
of  the  medical  profession. 

It  is  very  likely  that  during  the  next 
few  years  we  will  see  substantial  incentives 
introduced  in  Federal  legislation  for  en- 
couragement of  group  practice  prepayment 
and  even  the  possibilty  that  there  will 
be  penalties  imposed  on  hospitals  and  other 
institutions  that  discriminate  against  ap- 
pointment of  group  physicians  to  hospital 
medical  staffs. 

Area-wide  planning.  It  is  a function 
of  planning  and  organization  of  community 
health  services  to  assure  maximum  returns 
for  expenditures  in  terms  of  availability, 
quality,  and  efficiency  of  service  in  ac- 
cordance with  community  goals.  The 
problem  is  how  can  the  several  health 
services  supported  by  various  sources 
(public,  fee-for-service,  prepayment,  phi- 
lanthropy, and  social  insurance)  and  de- 
veloped under  various  auspices  (Federal, 
state,  and  local  governments,  voluntary 
agencies,  and  proprietary  interests)  be 
brought  into  a common  framework  de- 
veloped according  to  sound  medical  and 
public  health  principles. 

The  planning  process,  particularly  in 
a large  metropolitan  community,  requires 
an  effective  forum  for  identification  of 
needs  and  inventory  of  resources;  for 
examination  of  alternatives  and  their 
economic,  geographic,  health,  and  social 
implications;  and  the  formulation  of  a 


plan  and  priorities.  Planning  should  pro- 
ceed as  a continuing  process,  both  as  a 
community-wide  effort  and  as  an  effort  in 
each  of  the  health  institutions  and  agencies. 
These  efforts  in  turn  should  be  coordinated 
and  articulated  with  planning  at  the  state 
and  national  level. 

Public  Law  89-749,  the  comprehensive 
health  planning  and  public  health  service 
amendments  of  1966,  provides  Federal 
support  for  comprehensive,  state,  regional, 
metropolitan,  and  other  community  plan- 
ning. It  provides  for  the  gradual  replace- 
ment of  categorical  support  with  support 
to  be  used  in  accordance  with  local  and 
state  estimates  of  needs  and  priorities. 
It  provides  a framework  within  which 
all  elements  of  health  programs  may  be 
considered  for  mutual  advice,  for  discus- 
sion of  needs  and  resources,  of  individual 
and  common  interests,  and  for  the  de- 
velopment of  mechanisms  for  allocation  of 
resources. 

The  medical  profession  has  an  obvious 
stake  in  the  planning  process  that  is  un- 
folding and  has  an  opportunity  and  an 
obligation  to  itself  and  the  community  to 
approach  questions  from  the  point  of  view 
of  public  interest.  To  assure  that  issues 
are  viewed  through  this  perspective,  the 
legislation  provides  that  a majority  of 
members  of  the  boards  and  committees 
set  up  under  this  legislation  represent  the 
community. 

There  will  be  no  lack  for  agenda  among 
the  comprehensive  planning  agencies  as 
they  get  organized.  Questions  relating 
to  hospital  planning  and  efficiency  such 
as  balance  in  ratios  of  hospital  beds  to 
accommodations  in  facilities  alternative 
to  general  hospital  care,  and  the  capacity 
and  distribution  of  special  facilities,  will 
all  come  up  for  review,  as  will  questions 
of  duplications  and  gaps  and  satisfactions 
and  dissatisfactions  in  the  current  system. 

Methods  of  payment  and  control. 
Criticisms  of  the  current  payment  policies 
both  for  inpatient  service  and  for  medical 
service  were  referred  to  earlier.  Major 
criticism  has  been  that  with  the  current 
system  of  hospital  payment  under  Medi- 
care, there  is  no  incentive  for  efficiency. 
Numerous  alternatives  in  patterns  of 
payment  have  been  suggested,  and  the 
Social  Security  administration  has  in- 
troduced grants  to  experiment  with  meth- 
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ods  of  payment.  Although  the  final  out- 
come of  these  discussions  is  not  yet  clear, 
there  appears  to  be  little  question  that 
basic  changes  will  be  made.  Annual 
program  and  budget  review  and  negotia- 
tion of  rate  of  payment  by  an  agency  repre- 
senting the  public  interest  would  appear 
to  hold  out  many  advantages  over  the 
current  system  of  payment  on  the  basis 
of  costs.  The  latter  offers  the  hospital 
no  guidance  or  incentives  and  leaves  pay- 
ment agencies  with  responsibility  for  pay- 
ment but  no  effective  voice  or  responsibility 
for  program. 

Likewise,  with  the  growing  interest  in 
comprehensive  rather  than  the  current 
episodic  pattern  of  care,  a great  deal  of 
consideration  will  be  given  to  alternative 
methods  of  remunerating  physicians,  par- 
ticularly those  working  in  group  and  in- 
stitutional settings. 

Efficiency  of  use  of  facilities.  In 
addition  to  attention  given  to  efficient 
use  of  hospital  facilities  in  discussion  of 
organization  and  planning,  the  subject 
deserves  special  attention.  Consideration 
is  being  given  by  industry  and  labor,  by 
insurance  companies,  both  commercial 
and  voluntary,  and  by  government  to  the 
importance  of  expanding  insurance  cover- 
age both  as  a move  in  the  direction  of  com- 
prehensive care  and  because  of  its  potential 
value  in  assuring  more  effective  use  of 
expensive  hospital  facilities  and  services. 
It  has  been  pointed  out  in  numerous 
forums  that  the  typical  pattern  of  health 
insurance  that  has  developed  in  this 
country  is  designed  more  as  a fiscal  ar- 
rangement than  as  a health  program,  more 
to  take  care  of  catastrophic  illness  than  to 
provide  comprehensive  care.  About  one 
third  of  private  expenditures  for  health 
care  are  now  covered  by  health  insurance. 
Deductibles,  coinsurance,  and  experience 
rating  tend  to  limit  use  of  out-of-hospital 
facilities  and  services.  Labor  has  long 
been  opposed  to  these  practices,  an  attitude 
in  which  it  is  joined  by  Walter  McNerney, 
president  of  the  Blue  Cross  Commission. 
These  are  questions  which  must  be  re- 
examined by  the  medical  profession  in 
terms  of  current  issues  and  values. 

Other  factors  which  affect  efficiency  of 
utilization  of  hospital  facilities  which 
have  come  up  for  discussion  and  will  be 
brought  more  sharply  to  issue  are  such 


questions  as  the  need  for  early  discharge 
planning,  both  in  general  hospitals  and  in 
extended  care  facilities;  development  of 
new  modalities  for  care  such  as  day  care 
centers  as  part  of  a broad  program  of 
geriatric  rehabilitation;  and  week-end 
operation  of  all  hospital  services  to  assure 
maximum  use  of  expensive  facilities. 

The  current  inadequacies  of  organized 
ambulatory  care  facilities  are  now  re- 
ceiving special  scrutiny.  The  crowding 
and  long  waiting  time,  the  inadequate 
amenities,  and  the  fractionation  and  poor 
standards  of  care  that  characterize  many 
of  our  organized  ambulatory  clinics,  even 
in  our  large  teaching  centers,  are  being 
brought  to  the  fore  for  critical  review. 
The  medical  profession  has  been  ques- 
tioned sharply  on  its  willingness  to  accept 
the  continuation  of  two  standards  of  care, 
public  and  private,  and  its  willingness  to 
accept  conditions  in  public  medical  facili- 
ties which  it  would  never  countenance  in 
private  practice.  There  is  good  evidence 
that  we  have  only  seen  the  beginning  of 
public  concern  with  these  inequities  in 
medical  care  and  the  move  in  public  policy 
formulation  toward  a single  system  of  care. 

Manpower  and  ancillary  staffing. 
The  increasing  demand  for  service  and  the 
rapidly  increasing  costs  are  focusing  na- 
tional attention  on  the  need  for  making 
more  effective  use  of  ancillary  personnel 
in  the  process  of  medical  care.  Examining 
the  medical  care  industry  from  the  point 
of  view  of  economics,  Fuchs3  observed  that 
unlike  other  industries  in  which  salary 
distribution  follows  a normal  curve  with 
relatively  small  numbers  at  the  extremes 
of  the  salary  scale,  in  medical  care  the 
income  distribution  is  bimodal.  There 
is  one  modal  point  in  the  range  of  $6,000 
to  $12,000  and  another  modal  point  at 
about  $30,000,  with  relatively  small  num- 
bers of  personnel  in  the  income  category 
of  $15,000  to  $20,000.  He  questions 
whether  or  not  this  indicates  a failure  to 
develop  and  use  personnel  trained  to 
carry  intermediate  levels  of  responsibility 
in  patient  management  and  in  organiza- 
tion. Numerous  experiments  are  now  go- 
ing on  in  training  and  use  of  nursing  and 
other  ancillary  personnel  in  carrying  greater 
responsibility  than  has  been  traditional. 
These  are  changes  to  which  the  medical 
profession  must  address  itself  and  in  which 
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it  must  be  prepared  to  share  responsibility. 
It  has  been  suggested  that  thought  should 
be  given  to  the  creation  of  schools  of  health 
rather  than  creation  of  separate  schools 
for  the  various  health  disciplines. 

As  part  of  the  extending  spectrum  of 
responsibility,  thought  is  being  given  to 
methods  of  training  patients  to  undertake 
a broader  range  of  responsibility  for  self- 
care.  This  has  been  the  practice  in  home 
health  services,  but  have  its  potentialities 
been  fully  explored  in  institutional  care? 

Conclusion 

The  foregoing  is  at  best  only  a partial 
agenda  of  items  which  are  currently  under 
review  at  the  Federal,  state,  and  local 
government  levels  and  among  voluntary 
agencies  and  institutions  throughout  the 
country.  We  are  in  the  midst  of  social 
revolution  to  which  the  medical  profession 
and  health  services  are  not  exempt.  Pos- 
sibly the  most  constructive  step  that 
organized  medical  staffs  of  hospitals  and 
the  medical  profession  at  large  could  take 
would  be  the  organization  of  systems  of 
seminars  and  discussion  groups  concerning 
the  problems  of  society  and  their  implica- 
tions for  medicine.  A committee  of  the 
New  York  Academy  of  Medicine  and  a 
subcommittee  on  social  policy  have  pro- 
vided an  important  forum  for  such  dis- 
cussions and  seminars  in  New  York  City 
for  a number  of  years.  The  problems  at 
issue  are  complex  and  of  like  importance 
to  the  community  at  large  and  to  the 
health  professions.  Adaptation  and  change 
will  be  demanded  of  all  sectors  of  the 
community.  It  would  be  unfortunate  in 


the  crucial  times  ahead  if  positions  were 
taken  and  decisions  were  made  on  the 
basis  of  anything  less  than  a sound  grasp 
of  the  issues  and  their  implications. 

For  the  same  reason,  research  in  the 
health  services  and  their  distribution, 
organization,  effectiveness,  quality,  and 
costs  should  be  pursued  vigorously.  The 
recently  established  National  Center  for 
Health  Services  Research  provides  a focus 
for  both  support  and  coordination  of  such 
effort.  Whereas  it  would  probably  not 
be  possible  for  each  institution  to  establish 
a research  unit  of  its  own  in  this  field, 
organized  medical  staffs  would  be  well 
advised  to  attempt  to  keep  abreast  of  the 
flow  of  information  and  assessments  that 
are  emanating  from  centers  where  such 
research  is  underway.  The  Johns  Hopkins 
School  of  Hygiene  is  developing  a power- 
ful resource  in  this  field  in  its  Department 
of  Health  Services  Administration.  This 
makes  available  an  excellent  source  of 
advice  on  organizing  programs  of  education 
in  the  social  and  organizational  aspects  of 
medical  and  hospital  care. 

3 East  54  Street 
New  York,  New  York  10022 
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Necrology 


Hans  E.  Bejach,  M.D.,  of  New  York  City,  died 
on  January  2 at  the  age  of  eighty.  Dr.  Bejach 
received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1914.  He  was  an  assistant 
attending  physician  at  Beekman-Downtown 
Hospital  and  Beekman-Downtown  Hospital 
Outpatient  Department.  Dr.  Bejach  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Murray  Berger,  M.D.,  of  New  York  City,  died 
on  January  26  at  the  age  of  sixty-eight.  Dr. 
Berger  graduated  in  1924  from  Tufts  Univer- 
sity School  of  Medicine.  He  was  an  attending 
plastic  surgeon  at  Madison  Avenue  Hospital. 
Dr.  Berger  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Merton  Leopold  Brown,  M.D.,  of  The  Bronx, 
died  on  December  8,  1968,  at  the  age  of  fifty- 
three.  Dr.  Brown  graduated  in  1943  from  New 
York  University  School  of  Medicine.  He  was 
an  associate  attending  physician  at  Morrisania 
City  Hospital,  an  adjunct  physician,  an  adjunct 
gastroenterologist,  and  an  adjunct  physician 
in  neoplastic  disease  at  Montefiore  Hospital 
and  Medical  Center,  and  an  attending  physician 
and  gastroenterologist  at  Jewish  Home  and 
Hospital  for  the  Aged.  Dr.  Brown  was  a Fel- 
low of  the  American  College  of  Angiology,  a 
Fellow  of  the  American  College  of  Gastro- 
enterology, and  a member  of  the  American 
Geriatrics  Society,  the  New  York  Academy  of 
Gastroenterology,  the  New  York  Cardiological 
Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gregory  Chvartazky,  M.D.,  of  Yonkers,  died 
on  January  4 at  the  age  of  sixty-nine.  Dr. 
Chvartazky  received  his  medical  degree  from 
the  University  of  Vienna  in  1928.  He  was  a 
member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Cohen,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  New  York  City,  died  on  January 
29  at  the  age  of  eighty-three.  Dr.  Cohen  grad- 
uated in  1907  from  Cornell  University  Medical 


College.  He  was  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Max  S.  Ittelson,  M.D.,  of  Brooklyn,  died  on 
December  26,  1968,  at  the  age  of  eighty-five. 
Dr.  Ittelson  graduated  in  1906  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  otolaryngologist  at  Mai- 
monides  Hospital  of  Brooklyn.  Dr.  Ittelson 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Siegfried  B.  Klein,  M.D.,  of  New  York  City, 
died  on  January  22  at  the  age  of  seventy-seven. 
Dr.  Klein  received  his  medical  degree  from  the 
University  of  Giessen  in  1917.  He  was  a mem- 
ber of  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Eugene  Lavell,  M.D.,  of  New  York 
City,  died  on  February  6 at  the  age  of  eighty. 
Dr.  Lavell  graduated  in  1913  from  Harvard 
University  Medical  College.  He  was  director 
emeritus  of  obstetrics  and  gynecology  at  St. 
Vincent’s  Hospital  and  Medical  Center  of  New 
York.  Retired,  Dr.  Lavell  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Ob- 
stetrical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Harvey  Levine,  M.D.,  of  Brooklyn  and 
New  York  City,  died  on  February  3 at  the 
age  of  forty-nine.  Dr.  Levine  graduated  in 
1943  from  Middlesex  College  of  Medicine  and 
Surgery,  Waltham,  Massachusetts,  and  in  1958 
received  his  Master  of  Public  Health  degree 
from  Columbia  University.  He  was  vice- 
president  in  charge  of  the  medical  depart- 
ment of  the  Health  Insurance  Plan  of  Greater 
New  York.  Dr.  Levine  was  a Diplomate  of 
the  American  Board  of  Preventive  Medicine, 
Inc.  (Public  Health)  and  a member  of  the 
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American  Public  Health  Association,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


John  C.  McClintock,  M.D.,  of  Albany,  died  on 
February  3 at  the  age  of  sixty-two.  Dr. 
McClintock  graduated  in  1929  from  the  State 
University  of  Iowa  College  of  Medicine.  He 
was  an  attending  surgeon  at  Memorial  and 
Albany  Medical  Center  Hospitals  and  Albany 
Medical  Center  Hospital  Outpatient  Depart- 
ment and  an  associate  clinical  professor  of 
surgery  at  Albany  Medical  College.  Dr. 
McClintock  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
American  Thyroid  Association  (president,  1962 
to  1963),  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Michael  Edward  Pulcino,  M.D.,  of  Rochester, 
died  on  December  10,  1968,  at  the  age  of  fifty- 
three.  Dr.  Pulcino  graduated  in  1943  from 
Marquette  University  School  of  Medicine.  He 
was  an  assistant  attending  physician  at  Gene- 
see Hospital.  Dr.  Pulcino  was  a member  of 


the  American  Academy  of  General  Practice, 
the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Miguel  Steinberg,  M.D.,  of  New  York  City, 
died  on  January  30  at  the  age  of  eighty.  Dr. 
Steinberg  received  his  medical  degree  from 
the  University  of  Zurich  in  1917.  Retix-ed,  he 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of 
the  American  Academy  of  Neurology,  the 
American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Zdenek  John  Vaclavik,  M.D.,  of  Binghamton 
and  Johnson  City,  died  on  February  3 at  the 
age  of  fifty-six.  Dr.  Vaclavik  received  his 
medical  degree  from  the  University  of  Ma- 
sarvk  in  1938.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Broome  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association 


Letters  to  the  Editor 


National  blood  resource  program 

To  the  Editor:  Reference  is  made  to  an  editoi-ial 

on  “The  National  Blood  Resource  Program” 
in  the  October  15,  1968,  issue  of  the  New  York 
State  Journal  of  Medicine. 

Cei'tainly  the  objectives  outlined  here  are 
laudable  and  needed  in  the  national  blood 
program.  What  is  not  mentioned,  however,  is 
the  vast  failure  of  our  blood  programs  to  supply 
adequate  amounts  of  whole  blood  and  cell 
packs  that  are  needed.  Also  not  mentioned  is 
the  alarming  rise  in  professional  donors  to  keep 
our  blood  banks  solvent. 

At  the  recent  meeting  of  the  American 
Association  of  Blood  Banks,  this  was  emphasized 
and  printed  in  the  New  York  Times.  No 


solution  is  offered.  This  may,  before  long, 
develop  into  a crisis  because  Medicare  is  buying 
approximately  a million  units  of  blood  a year 
and  health  insurance  carriers  are  offering  blood 
units  on  their  contracts  as  fringe  benefits. 

Isn’t  it  about  time  a realistic  blood  production 
program  was  devised  on  a nationwide  basis, 
offering  benefits  of  insurance  covei’age  to  those 
who  voluntarily  donate  blood  once  a year? 
We  would  soon  double  our  blood  supply,  which 
is  realistically  needed. 

Crichton  McNeil,  M.D. 

Director  of  Labox-atories 

Holy  Cross  Hospital 
1045  East  First  South 
Salt  Lake  City,  Utah  84102 
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PHYSICIANS  WANTED— CONT’D 


FOOD  AND  DRUG 
ADMINISTRATION 

Bureau  of  Medicine 
is  Seeking 

PHYSICIANS— Board  certified  or  Board  eligible  in 
various  specialties. 

The  Bureau  of  Medicine,  one  of  the  major  divisions 
of  FDA,  is  responsible  for  developing  medical  policy 
on  the  efficacy  and  safety  of  drugs,  medical  devices, 
and  substances  used  in  foods,  drugs,  cosmetics,  and 
hazardous  household  products.  The  individual  phys- 
ician is  assigned  to  one  of  four  major  subdivisions  of 
the  Bureau  and  reviews  and  evaluates  scientific  and 
clinical  data  relating  to  safety  and  efficacy  of  drugs, 
medical  devices,  and  substances. 

Starting  salary  $19,771  with  assured  periodic  in- 
creases; excellent  fringe  benefits;  professional  de- 
velopment programs;  equal  opportunity;  U.S.  citizen- 
ship required.  (Effective  July  1969  the  starting  salary 
is  expected  to  be  $21,621) 

Located  in  Arlington,  Virginia  in  modern  office- 
apartment-shopping  complex. 

Major  relocation  expenses  reimbursed. 

We  will  be  interviewing  in  New  York  City  April  30 
and  May  1.  To  arrange  an  interview  please  call  D.  M. 
Herschler  collect  on  703-557-3161. 

Or  write:  Bureau  of  Medicine,  P.O.  Box  2000,  Eads 
Station,  Arlington,  Virginia  22202. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibil- 
ity of  additional  income.  Include  complete  curriculum 
vitae- in  reply.  Box  630,  % N YSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply. 
Box  631,  % N YSJM. 


Cytopathologist-Pathologist 


San  Fernando  Valley,  California 

Active  office  practice  emphasizing  surgical 
pathology,  exfoliative  cytology.  Position  re- 
quires approx.  4-5  hours  daily.  This  is  an 
excellent  consulting  practice  with  minimum 
of  stress  and  excellent  salary  provisions. 
Kindly  contact  John  Gioscia,  Manager,  Can- 
cer Control  Center. 

Area  Code  (213)  985-1730 


MEDICAL  DIRECTOR  FOR  BUFFALO  PLANT  AND 
Internist  for  New  York  City  headquarters  of  national 
corporation  having  well  rounded  preventive  health  pro- 
grams. Salary  commensurate  with  training  and  experi- 
ence. Forward  resume  and  salary  requirements  in  con- 
fidence. Box  720,  % NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice,  suburban  area  of  New  York.  Salary 
first  year  $18,000  to  $20,000  depending  on  qualifications. 
Subsequent  partnership.  Complete  general  practice  in- 
cluding OB  and  minor  surgery.  New  York  State  license 
necessary,  Box  764,  % NYSJM 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P.,  all  special- 
ties. Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  will  assist  in  assuring  success.  New 
a/c  office  available,  new  building.  A.  M.  Huberman, 
D.D.S.,  184  Larkfield  Rd.,  E.  Northport,  N.Y.  11731, 
(516)  AN  1-4477. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits.  Can 
pay  moving  expenses.  License  in  any  state  required, 
Equal  oppty.  Employer.  Contact  Director  of  Chief  of 
Staff,  YAH,  Canandaigua,  N.Y.  14424. 


RADIOLOGIST,  CERTIFIED  OR  ELIGIBLE  FOR 
third  partner  in  busy  department  of  general  hospital. 
Pleasant  community  near  three  universities.  All  summer 
and  winter  activities.  Frank  T.  Moran,  M.D.,  Auburn 
Memorial  Hospital,  Auburn,  N.Y.  13021. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible.  First  year  salary  $25,000  plus  bonus.  Early 
full  partnership,  Poughkeepsie,  N.Y.  Region  growing  and 
pleasant  to  live  in.  Hospitals  and  caliber  of  medicine  are 
excellent.  Inquire:  Vincent  P.  Russo,  M.D.,  28  Reade 

Place,  Poughkeepsie,  N.Y.  12601.  Tel  (914)  471-5210. 


GENERAL  PRACTITIONER;  IMMEDIATE  OPENING 
available  for  one  or  two.  New,  modern  clinic-type  build- 
ing completely  equipped.  Town  of  3,500  pop.  is  shopping 
center  for  large  dairy  farm  area,  located  in  heart  of  beauti- 
ful Mohawk  Valley,  on  N.Y.  Thruway.  Adirondack  and 
Catskill  mountains  within  short  drive.  Excellent  school 
system.  Good  hunting,  fishing,  golf,  swimming,  sailing, 
water  sports,  winter  sports  nearby.  Six  hospitals  within 
25  miles.  Less  than  1 hour  to  major  cities.  Air-con- 
ditioned building  includes  suites  of  3 rooms  each  for  2 
physicians,  large  waiting  room,  receptionist’s  center,  large 
emergency  room,  X-ray  and  dark  room,  laboratory, 
visiting  specialist  room,  file  and  storage  room,  large  group 
meeting  room.  All  rooms  complete  with  furniture,  major 
and  minor  equipment  including  X-ray.  Minimal  rental 
agreement.  For  further  information  or  visit  appointment, 
write  Fort  Plain  Medical  Foundation,  2 Willett  St.,  Fort 
Plain,  N.Y.  13339,  or  phone  secretary,  collect,  Fort  Plain 
994-0122. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  2 internists  New  York  City  suburbs;  rapid  growth. 
Salary  open  leading  to  partnership.  Well  equipped  office; 
excellent  close  hospital  facilities.  Write  P.O.  Box  236, 
Hartsdale,  N.Y.  10530. 
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PHYSICIANS  WANTED— CONT’D 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1.600  bed,  predominantly  psy- 
chiatric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent.  30  days  of  annual  leave  and 
15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans,  and  other  fringe  l>enefits.  Can  pay  moving  ex- 

g?nses.  License  in  any  state  required.  Equal  Oppty. 

mployer.  Contact  Director  or  Chief  of  StafT.  VAH, 
Canandaigua,  N.Y.  14424. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months.  June  25  to  Sept.  5;  3 or  4 week  sec- 
tions; 5 or  6 days  pier  wk.  until  4 p.m.  Room  and  meals; 
$60  pier  diem.  New  York  license  required.  General  con- 
sultation and  first  aid  for  under- privileged  children  and 
mothers  aboard  the  Floating  Hospital.  Leaves  E.  23rd 
St.,  N.Y.C.,  8:30  daily.  St.  John’s  Guild,  1 East  42nd 
St..  N.Y.C.  1001  7. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


BOARD  CERTIFIED  ANESTHESIOLOGIST.  F.A.C.A.. 
seeks  position  in  teaching  institution.  New  York  City 
area.  Box  787,  % NYSJM. 


MISCELLANEOUS 


REST  HOME.  NEWLY  BUILT  IN  1968.  ESCAPE  TO 
beautiful  Hudson  Valley.  Enjoy  quiet  country  atmosphere 
in  luxurious,  air  conditioned,  soundproof  rooms:  excellent 
food;  diets  prepared.  Doctor  and  nurse  on  call.  Rec- 
reation room  and  cocktail  lounge  on  premises.  Edison 
Motor  Inn,  Rt.  55,  Poughkeepsie.  N.Y.  Tel:  (914) 

454-3080.  Write  for  brochure. 


PRACTICES  FOR  SALE  OR  RENT 


FOR  SALE:  A LABORATORY  DIAGNOSTIC  X-RAY 
and  clinical  pathology }.  Established  30  years.  Substantial 
income.  Fine  practice,  excellent  location  West  Side 
Manhattan.  Physician  only  may  apply.  Box  794,  % 


Manhattan.  East  Side 

PROFESSIONAL  CENTER. 
SUTTON  PLACE  AREA 

6,000  sq.  ft.  on  57th  Street  at  First  Avenue. 
Private  Entrances  on  both  56th  & 57th  Streets 

Top  location  for  complementing  medical  spe- 
cialties In  New  York’s  highest  income  area, 
with  thousands  of  affluent  families  within 
walking  distance. 

Space  can  be  laid  out  to  permit  central  recep- 
tion area,  separate  examining  rooms  and  of- 
fices. equipment  and  file  rooms.  Will  divide 
to  your  requirements. 

Attractive  rental 

Mr.  Mark  Blau  654  Madison  Ave.  TE  8-7700 


REAL  ESTATE  FOR  SALE  OR  RENT 


SHIRLEY.  LONG  ISLAND:  NO  DOCTORS  POPULA- 

tion  area  30,000;  3 hospitals.  Modern  home,  large 

equipped  offices,  even  for  small  group.  Main  highway, 
centrally  located.  Immediate  high  income.  Low  price, 
easy  terms.  Extraordinary,  rare  opportunity  to  start 
practice  or  change  location.  Retiring.  Write:  Francis 

Remy,  M.D.,  State  Hospital,  Central  Islip,  N.Y. 


86TH  ST.,  COR.  W.  7TH  ST.,  BROOKLYN.  4 ROOM 
ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


NEW  ROCHELLE:  LARGE  8 ROOM  MEDICAL 

office  for  lease  or  sub-lease.  Rent  reasonable;  extras 
included.  Call  (914)  NE  2-5526. 


BAY  SHORE,  LONG  ISLAND,  NEW  YpRK.  New 
professional  building  near  large  community  hospital. 
Excellent  opportunity  for  specialists  in  growing  area. 
2 suites  left.  Call  (516)  MO  5-7000. 


WEST  END  AVE.:  SUBLEASE  COMPLETELY  FUR- 

nished  office,  suitable  for  large  volume  of  patients.  Lg. 
waiting  rm.,  two  consult,  rms.,  records  room,  two  bath- 
rooms. Cambridge  E.C.G.;  no  X-ray.  Well  kept  bldg.; 
doorman — exclusive  use.  $400  a month.  Tel.  865-3221, 
6-8  p.m. 


MEDICAL  OFFICE  FOR  RENT,  NORTHERN  BERGEN 
County,  N.J.  On  main  road,  prime  location;  6 rooms, 
lab.,  and  bathroom.  Box  792,  % NYSJM. 


FOR  SALE:  DECEASED  DOCTOR’S  OFFICE  AND 

home,  Putnam  Valley,  N.Y.  Fully  equipped  office, 
furnished  home  45  miles  from  N.Y.C.  Vicinity  modern 
hospital,  beautiful  landscaped  grounds,  2 acres;  rights  to 
Lake  Peekskill;  brook  on  premises;  2-car  garage.  Will 
consider  lease  with  option  of  buying.  Mrs.  Minkin  (212) 
SU  7-3654,  or  (914)  LA  8-5582. 


WEST  86  ST.  SEPARATE  3 ROOM  FURNISHED 
office,  formerly  N-P.  Share  waiting  room  with  internist 
and  dentist.  Low  rental.  SU  7-4545. 
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a broad-spectrum  antibiotic  for  the  diabetic 


threat  or 
therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens... and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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NEW  YORK  CITY  AREA 


April  IS,  1969  / April  29,  1969 

9:00  a. m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room — Stuyvesant  Square  East  and  15th  Street 

April  15 

Clinicopathological  Conference 
April  22 

Lung  Abscess 

JOHN  McCLEMENT,  M.D. 

Bellevue  Hospital 

April  29 

Present  Day  Diagnosis  by  Computer 
Medicine — How  Does  This  Compare  To 
the  Old 

ISIDORE  SNAPPER,  M.D. 

V.A.  Hospital,  Brooklyn 

CREDIT:  C-1 


Tuesday,  April  15 

8 : 30  p.m. 

The  New  York  Society  for  Cardiovascular 
Surgery  with  the  cooperation  of  the  New 
York  Heart  Association 

2 East  103rd  Street 
Hosack  Hall 

21st  Annual  Meeting 

CURRENT  STATUS  OF  CAROTID  SURGERY 
IN  THE  MANAGEMENT  OF  CEREBRAL 
VASCULAR  DISEASE  (A  comparison  of 
medical  and  surgical  results) 

WILLIAM  S.  FIELDS,  M.D. 

University  of  Texas,  Houston 

CREDIT:  C-1 


Wednesday,  April  16 

9:00  a.m.-l  :00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

REHABILITATION  OF  THE  ARTHRITIC 

LAWRENCE  WISHAM,  M.D.,  FRANCES  DWORECKA, 
M.D.,  BEATRICE  KAPLAN,  M.D.,  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $5  CREDIT:  C-1 


11:00  a.m.-l  2 : 30  p.m. 

Hillside  Hospital 

75-59  263rd  Street 


Ptychiatric  Lecture 

PLACEBO  REACTION 

GILBERT  HONIGFELD,  Ph.D. 


3:30  p.m. 

French  Hospital  Tumor  Service 

330  West  30th  Street 
Clinical  Management  of  Cancer 

SKIN  CANCER  AND  MELANOMA 

CHARLES  McPEAK,  M.D. 

CREDIT:  C-1 


8:30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Urology 

2 East  103  rd  Street 

The  8th  Ferdinand  C.  Valentine  Award  and  Lecture 

ARTIFICIAL  ORGANS  VS. 

TRANSPLANTED  ORGANS 

WILLEM  KOLFF,  M.D. 

University  of  Utah  College  of  Medicine 


April  17,  1969  and  April  24,  1969 

10:00  a.m.-l  2:00  noon,  Thursdays 

Teachers  College  and  the  Columbia  Uni- 
versity School  of  Public  Health  and  Adminis- 
trative Medicine,  Lenox  Hill  Hospital 

1 086  Lexington  Avenue 
Achelis  Building,  Room  8 

Work  Conference  for  School  Physicians 
Family  Living  Including  Sex  Education 

April  17 

Masturbation;  Sex  Dreams  and  Phan- 
tasies; Homosexuality  Film:  "Homo- 

sexuality in  Men  and  Women” 

J.  L.  MALFETTI  AND  L.  Q.  CRAWLEY 

April  24 

Petting;  Coitus;  Continence;  Sublima- 
tion. Veneral  Disease.  Film:  "A  Quar- 
ter Million  Teenagers" 

J.  L.  MALFETTI  and  L.  Q.  CRAWLEY 

CREDIT:  C-1 


Thursday,  April  17 

11:00  a.m. 

St.  Vincent’s  Hospital 

Cronin  Building,  Room  508 
153  West  11  th  Street 

Pediatric  Allergy  Conference  | 

f] 

■1 


Glen  Oaks,  Queens 

994  New  York  State  Journal  of  Medicine  / April  1,  1969 

WGO-2 


CLINICAL  AND  IMMUNOLOGICAL  ASPECTS 
OF  RED  BLOOD  CELL  ANTIGEN  SYSTEMS 

ANGELO  FERRARA,  M.D. 


8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Pediatrics 

2 East  103rd  Street 

RESIDENTS’  NIGHT 

1.  Hypertension  of  Renal  Origin  in  a 
Two-Month-Old  Infant 

STEPHANIE  ROZE,  M.D. 

Flower  and  Fifth  Avenue  Hospitals 

2.  Total  Parenteral  Alimentation:  Indica- 
tions and  Complications-A  Case  Re- 
port 

RICHARD  ALAN  WALDMAN,  M.D. 

The  Mount  Sinai  Hospital 

3.  Case  Report  of  Rhabdomyolysis  and 
Myoglobinuria  with  Renal  Failure 

MICHAEL  WEISS,  M.D. 

Long  Island  Jewish  Hospital 

4.  Mixed  Leukocyte  Reaction  as  a Pos- 
sible Test  of  Zygosity  in  Twins 

MARK  PLATT,  M.D. 

Presbyterian  Hospital 

5.  Chronic  Granulomatous  Colitis 

REMEDIOS  CAPARAS,  M.D. 

Jewish  Hospital  of  Brooklyn 

6.  The  Syndrome  of  Ocular  Motor 
Apraxia 

PATRICIA  BAZEMORE,  M.D.,  GILLES  de  MEURON,  M.D. 
N.Y.U.  Medical  Center 


Sunday,  April  20 

2:00  p.m. 

Society  for  Clinical  and  Experimental 
Hypnosis 

45  East  65th  Street 

BEHAVIOR  THERAPY  AND  HYPNOSIS 

EDWARD  DENGROVE,  M.D. 


April  2 1,  1969  / April  26,  1969 
Columbia  University  P & S 

630  West  168th  Street 

COURSE  IN  HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D. 

FEE:  $300 

Registration  limited  to  15.  Write  MELVIN  D.  YAHR, 
M.D.,  Assistant  Dean  at  the  above  address. 


April  21,  1969  and  April  28,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services  City  Hospital 
Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

April  21 

Grand  Rounds 
Diseases  of  Porphyrin 
Metabolism 

RICHARD  LEVERE,  M.D. 

Downstate  Medical  Center 

April  28 

Grand  Rounds 

Diet,  Drugs  and  Exercise 

to  Prevent  Coronary  Heart  Disease 

GEORGE  CHRIST AKIS,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


Monday,  April  21 

4:00  p.m. 

State  University  of  New  York  Downstate 
Medical  Center 

First  floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue,  Brooklyn 

DRUG  RECEPTORS  AND 
DRUG  CLASSIFICATION 

HEINZ  O.  SCHILD,  Professor 
University  of  London,  England 


April  21,  1969  / April  28,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

428  West  59th  Street,  Winston  Room 

April  21 

Microsurgery  and  the  Repair  of  Pe- 
ripheral Nerves 

JAMES  W.  SMITH,  M.D. 

Cornell  University  Medical  Center 

April  28 

The  Surgical  Management  of  Volkmann’s 
Contracture 

J.  WILLIAM  LITTLER,  M.D. 


Monday,  April  21 

8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Ophthalmology 

2 East  103  rd  Street 
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1.  Training  of  Ophthalmologists  and 
Graduate  Technicians  in  Ophthal- 
mology in  Chile 

JUAN  ARENTZEN,  M.D. 

University  of  Chile,  Santiago 

2.  Congenital  Edematous  Corneal  Dys- 
trophy: Its  Relation  with  Mucopoly- 
saccharidoses 

ENRIQUE  MALBRAN,  M.D. 

Hospital  Italiano,  Buenos  Aires 

The  Charles  H.  May  Memorial  Lecture 

HERPES  SIMPLEX,  PAST  AND  PRESENT 

ALSON  E.  BRALEY,  M.D. 

University  of  Iowa 


April  23,  1969  / April  25,  1969 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue,  Brooklyn 

GRADUATE  COURSE  IN  OPHTHALMIC 
PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.,  et  al. 

FEE:  $100 

Registration  limited  to  8 students.  Contact  MR. 
FREDERICK  C.  UPTON,  Adm.  at  the  above  address. 


Wednesday,  April  23 

8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Historical  Medicine 

2 East  1 03rd  Street 

THE  HISTORY  OF  CLEFT  PALATE  REPAIR: 
WITH  SOME  RECENT  OBSERVATIONS 

LYNDON  A.  PEER,  M.D. 

St.  Barnabas  Medical  Center 


8 : 30  p.m. 

Association  for  the  Advancement  of  Psycho- 
analysis 

2 East  103rd  Street 

THE  MEDIUM  IS  THE  MESSAGE 
IN  PSYCHOANALYSIS 

J.  W.  VOLLMERHAUSEN,  M.D. 

American  Institute  for  Psychoanalysis 

Discussants: 

RALPH  SLATER,  M.D.,  Managing  Editor 
The  American  Journal  of  Psychoanalysis 
JOHN  L.  SCHIMEL,  M.D. 

William  Alanson  White  Institute 


April  24,  1969  and  April  25,  1969 
N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 
Ophthalmology  Course 

THEORY  AND  PRACTICE  OF  CONTACT 
LENSES 

DONALD  A.  FONDA,  M.D. 

FEE:  $75 


April  24,  1969  / April  26,  1969 
New  York  Roentgen  Society 

2 East  103  rd  Street 

ANNUAL  SPRING  CONFERENCE 


April  24,  1 969  / for  five  weekly  sessions 

8:30  p.m.,  Thursdays 

American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

PRACTICAL  APPLICATIONS  OF  THE 
PRINCIPLES  OF  PREVENTIVE  PSYCHIATRY 
IN  MEDICAL  PRACTICE 

HELEN  A.  DeROSIS,  M.D. 

CREDIT:  C-l 


Thursday,  April  24 

9:30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard,  Brooklyn 

ALCOHOLISM 

WALTER  HAINES  SMARTT,  M.D. 

Los  Angeles  County  Health  Dept. 

CREDIT:  C-l 


April  25,  1969  / April  29,  1969 

9:00  a.m.-5:00  p.m.,  Fri.-Tues. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

MORPHOLOGY  OF  SYSTEMIC  NUCLEAR 
MALIGNANCY-ASSOCIATE  CHANGES 
(MAC)  IN  TISSUES  AND  SMEARS 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 
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Friday,  April  25 

8:30  p.m. 

Psychoanalytic  Clinic  for  Training  and  Re- 
search, Columbia  University 

2 East  103rd  Street 

PREGNANCY  AS  A NORMATIVE  CRISIS: 
ITS  RESOLUTION  AND  THE  CONCEPT 
OF  MATURATION 

ARTHUR  VALENSTEIN,  M.O. 

Third  Annuol  John  B.  Turner  Lecturer 


Saturday,  April  26 

1 : 00-4 : 00  p.m. 

Interboro  General  Hospital 

2749-2771  linden  Boulevard,  Brooklyn 

Basic  Science  Seminar 

ADVANCES  IN  MEDICAL  IMMUNOLOGY 
AND  SEROLOGY 

ROBERT  STOCKMEt,  B.S. 

Philadelphia  College  of  Osteopathic  Medicine 

CREDIT:  C-l 


April  28,  1969  / May  2,  1969 

9:00  a.m.-5:00  p.m.,  Monday— Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

MICRONEUROSURGERY 

LEONARD  I.  MALIS,  M.D. 

Mount  Sinai  School  of  Medicine 

Guest  Lecturers: 

M.  PEARSON  DONAGHY,  M.D. 

The  University  of  Vermont 
JULES  HARDY,  M.D. 

The  University  of  Montreal 
LAWRENCE  POOL,  M.D. 

Columbia  Presbyterian  Hospital 
GAZI  YASARGIL,  M.D. 

Kantonsspital,  Zurich,  Switzerland 

FEE:  $150 


April  28,  1969  / May  2,  1969 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 

TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D. 

FEE:  $250 

Registration  limited  to  8.  Write:  MR.  FREDERICK 
C.  UPTON,  Adm.,  above  address. 


Monday,  April  28 

8 : 30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  1 96th  Street 
Pediatric  Conference 

THE  DIAGNOSIS  AND  MANAGEMENT  OF 
URINARY  TRACT  INFECTIONS  IN  CHILDREN 

CHESTER  MONROE  EDELMANN,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-l 


April  29,  1969  / May  8,  1969 

5:00—7:00  p.m.,  Tue.,  Wed.,  Thur. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

RADIUM  THERAPY 

SIDNEY  M.  SILVERSTONE,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


April  30,  1969  / May  14,  1969 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways,  Brooklyn 

CONTINUING  EDUCATION  IN  REHABILITA- 
TION MEDICINE  FOR  THE  COMMUNITY 
PHYSICIAN 

SIGMUND  FORSTER,  M.D.,  et  al 
Maimonides  Medical  Center  and 
Downstate  Medical  Center 

Address  correspondence  to:  CLARENCE  G.  ROBINSON, 

M.D.,  Dir.,  Medical  Education,  Coney  Island  Hospital  at 
the  above  address 

CREDIT:  C-l 


Wednesday,  April  30 

3:30  p.m. 

French  Hospital  Tumor  Service 

330  West  30th  Street 
Clinical  Management  of  Cancer 

LEUKEMIA 

GEORGE  FRANKEL,  M.D. 

CREDIT:  C-l 
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8:1  5 p.m. 

THE  SOCIETY  OF  INTERNAL  MEDICINE 
OF  THE  COUNTY  OF  NEW  YORK 

Cornell  University  Medical  College 
1 300  York  Avenue 

PERSONAL  RESPONSIBILITY  OF 
THE  PHYSICIAN  IN  PRACTICE 
Medical  and  Civic 

GERALD  D.  DORMAN,  M.D.,  Pres.  Elect 
American  Medical  Association 


8:30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

PSYCHOPATHOLOGY  OF  INEQUALITY 
ROUND  TABLE,  BERNARD  ROBBINS 
COMMITTEE 

SAMUEL  S.  KAUFMAN,  M.D.,  LEONARD  GOLD,  M.D., 
IRVING  J.  GRAIN,  M.D.,  LEONARD  FRANK,  M.D., 
LESTER  A.  GELB,  M.D.,  JEAN  B.  MILLER,  M.D.,  EDWIN 
ROBBINS,  M.D. 


8:30-10:00  p.m. 

The  Mount  Sinai  Hospital,  Department  of 
Hematology 

Blumenthal  Auditorium 
99th  Street  and  Fifth  Avenue 

Nathan  Rosenthal  Hematology  Seminar 

THE  THERAPEUTIC  MILLENIUM  AND  ITS 
PRICE-A  VIEW  FROM  THE  HEMOPOIETIC 
SYSTEM 

MAXWELL  M.  WINTROBE,  M.D. 

University  of  Utah  College  of  Medicine, 

Salt  Lake  City,  Utah 


ALBANY  AREA 


Thursday,  April  24 

8:45  a.m.  Registration 

Department  of  Post-Graduate  Medicine, 
Albany  Medical  College 

Huyck  Auditorium 
Teaching  Day 

DERMATOLOGY 

FEE:  $20  CREDIT:  C-l 


BUFFALO  AREA 


April  24,  1969  and  April  25,  1969 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Parkway  Inn,  Niagara  Falls 
A Symposium  by  the  Department  of  Medicine 

CLINICAL  NEPHROLOGY 

FEE:  $60  CREDIT:  C-l 

1 4 accredited  hours  AAGP 

Write  for  Program  and  registration  form  to:  Con- 

tinuing Medical  Education  Program,  Main  Street  Divi- 
sion, School  of  Medicine,  State  University  of  New  York 
at  Buffalo,  221  1 Main  Street,  Buffalo,  New  York  14214. 


NASSAU  COUNTY 


April  16,  1969  / April  30,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

COMMON  PROBLEMS  OF  THE  NEONATAL 
PERIOD 

April  16 

1.  Immunologic  Aspects  of  Early  Life 

2.  The  Virus,  the  Placenta,  and  the  New- 
born 

GERALD  MONDSCHINE,  M.D. 

April  23 

Practical  Genetics  as  Applied  to  the 
Newborn 

JACK  SHERMAN,  M.D. 

April  30 

Current  Status  of  Respiratory  Distress 
Syndrome 

GERALD  ENTE,  M.D. 

CREDIT:  C-l 


April  17,  1969  and  April  24,  1969 

11:30  a.m.,  Thursdays 

Meadowbrook  Hospital 

Radiology  Research  Auditorium, 

East  Meadow 

Pediatric  Conferences 

April  17 

Willis  Potts  Memorial  Lecture  (Program  to 
be  announced) 
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April  24 

Neurology  Teaching  Day 

LEATRICE  BOROFSKY,  M.D.,  Chairman 

CREDIT:  C-1 


Wednesday,  April  23 

11:00  a.m. 

North  Shore  Hospital  and  Long  Island  Jewish 
Hospital,  Departments  of  Obstetrics  and 
Gynecology 

North  Shore  Hospital 
Manhasset 

Joint  Staff  Conference 

THE  LOW  APGAR  BABY 

CHARLES  M.  STEER,  M.D. 

Columbia  University  P & S 

CREDIT:  C-1 


Thursday,  April  24 

9:00  a.m.-5:00  p.m. 

Nassau  Academy  of  Medicine  Education 
Committee 

McRae  Auditorium 
Meadowbrook  Hospital 
East  Meadow 

SEMINAR  ON  LEARNING  DISABILITIES 

Morning  Session 

Learning  Disabilities:  Identification,  Diag- 

nosis and  Medical  Management 

HERBERT  BIRCH,  M.D.,  Moderator 
Albert  Einstein  College  of  Medicine 

Afternoon  Session 

Psychoeducational  Aspects  of  Learning  Dis- 
abilities 

RICHMOND  PAINE,  M.D.,  Moderator 
Children's  Hospital,  Washington,  D.C. 

FEE:  $10  CREDIT:  C-1 

Write  for  Program  and  application  form:  Leatrice  G. 

Borofsky,  M.D.,  Meadowbrook  Hospital,  Department  of 
Pediatrics,  East  Meadow,  N.Y.  1 1 554. 


NEWBURGH 


April  16,  1969  and  April  23,  1969 

1 :30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 

Third  Floor  Classroom 


April  16 

Diagnostic  Procedures  in  Endocrine  Dis- 
turbances 

HERBERT  S.  KUPPERMAN,  M.D. 

N.Y.U.  School  of  Medicine 

April  23 

Inflammatory  Diseases  of  the  Large  Intes- 
tine 

GRAHAM  S.  JEFFRIES,  M.D, 

New  York  Hospital,  N.Y.C. 

CREDIT:  C-1 


POUGHKEEPSIE  FUTURE  EVENT 


Wednesday,  May  21 

9:00  a.m.-4:00  p.m. 

St.  Francis  Hospital 

Poughkeepsie 

A TEACHING  DAY  IN  PULMONARY 
DISEASE, 

HAHNEMANN  MEDICAL  SCHOOL  FACULTY 

1.  Pathophysiology  and  Therapy  of  Ob- 
structive Lung  Disease 

DAVID  SEGALL,  M.D. 

2.  Respiratory  Failure:  Diagnosis  and 

Management 

LEON  A.  KAUFFMANN,  M.D. 

3.  Use  and  Abuse  of  Inhalation  Therapy 

PAUL  B.  SOLNICK,  M.D. 

4.  Panel  Discussion 

5.  Diagnosis  and  Management  of  Pul- 
monary Embolism 

PATRICIA  GERMON,  M.D. 

6.  Prevention  of  Post-Operative  Pul- 
monary Problems 

ROBERT  F.  JOHNSTON,  M.D. 

7.  Panel  Discussion 

CREDIT:  C-1 


ROCHESTER 


Thursday,  April  17 

* Evening 

The  Rochester  Ophthalmological  Society 

University  Club 

CLINICAL  PROBLEMS  IN  CHIASMAL 
DIAGNOSIS 

JOHN  W.  HENDERSON,  M.D. 

University  of  Michigan 

* Preceded  by  an  afternoon  clinical  session  at  the  Uni- 
versity of  Rochester  Medical  Center. 
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SUFFOLK  COUNTY 


Wednesday — April  23 

9:00  a.m. — 4:00  p.m. 

Suffolk  County  Mental  Health  Board 
New  York  State  University  at  Stony  Brook 

WORKING  TOGETHER  FOR  THE 
RETARDED  IN  SUFFOLK  COUNTY 

STANLEY  P.  DAVIS,  Ph.D. 

EDWARD  P.  O’MALLEY,  M.D. 

Write  to:  CHRISTIAN  CAPUTO,  Maryhaven  School 

Port  Jefferson,  New  York  1 1 777 

8:00  p.m. 

Suffolk  County  Chapter  of  AAGP 
Suffolk  Academy  of  Medicine 

850  Veterans  Highway 
Hauppauge 

FOOD  AND  FITNESS 

ROBERT  HILLMAN,  M.D. 

Downstate  Medical  Center 


SYRACUSE 


April  17,  1969  and  April  24,  1969 

8:00  a.m.,  Thursdays 

Upstate  Medical  Center 

750  East  Adams  Street 

April  17 

Morbidity  and  Mortality  Conference 
April  24 

Interesting  Case  Presentations 


UTICA  AREA 


Thursday,  April  17 

8:00  p.m. 

The  Central  New  York  Academy  of  Medicine 

210  Clinton  Road 
New  Hartford 

RENAL  DISEASES  AND  TRANSPLANT 


1.  Renal  Transplant 

ALBERT  L.  RUBIN,  M.D. 

Cornell  University  Medical  College 

2.  Hemodialysis 

ELI  A.  FRIEDMAN,  M.D. 

Downstate  Medical  Center,  Brooklyn 


WESTCHESTER  COUNTY 


April  17,  1969  / April  20,  1969 

New  York  State  Medical  Assistants  Associa- 
tion 

Hilton  Inn 
Tarrytown 

TENTH  ANNUAL  CONVENTION 

FEE:  $30 

Write:  Miss  Rachel  Grimaldi,  Registration  Chairman, 

c/o  John  Taylor,  M.D.,  14  Studio  Arcade,  Bronxville, 
N.Y.  10708 


Wednesday,  April  30 

5:00  p.m. 

Grasslands  Hospital 

Medical  Education  Building,  Room  A 
(East  View  Hall) 

Valhalla 

HALOTHANE 

DAVID  M.  LITTLE,  JR.,  M.D. 

Hartford  Hospital,  Hartford,  Connecticut 


WESTCHESTER  COUNTY 
FUTURE  MEETING 


Wednesday,  May  7 

8:30  p.m. 

Westchester  Allergy  Society 

White  Plains  Hospital 
Winslow  Hall 
White  Plains 

Spring  Meeting 

THE  NATURAL  HISTORY  OF  ALLERGIC 
DISEASE  IN  CHILDREN 

DOUGLAS  E.  JOHNSTONE,  M.D. 

University  of  Rochester  School  of  Medicine 
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fatigue/’  or  insomnia.  In  fact,  such 
symptoms  may  be  relieved  as  psychic 
tension  is  lifted. 

Along  with  verbal  reassurance,  psychic 
support  with  Valium  may  help  restore  the 
patient’s  ability  to  cope  with  pressures 
that  frequently  cause  emotional  tensions. 


Vilium  (diazepam) 

2 mg,  5-mg,  10-mg  tablets 
helps  relieve  psychic  tension  and 
secondary  depressive  symptoms 


surveillance  because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 


sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  in- 
somnia, rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur, 
discontinue  drug.  Isolated  re-  pI  roche}-, 
ports  of  neutropenia,  jaun-  &^||  em  T~)  -L  _ 
dice,-  periodic  blood  counts  LC 

and  liver  funct.on  tests  advis-  Dlvisi0n  of  Hoffmann-La  Roche  Inc. 
able  during  long-term  therapy.  Nutley.  NewJersey07li0 


neWnonnar, 


c°tic  oral 


ar*algesic 


CT\  ‘Xspsea/s* 

\onstel 

Menmic  acid),  Parfce-Oav/s 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term  ! 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication-  pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of  i ! 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children  ! 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is  , 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease  - 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated  , 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day.  ' 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from  1 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema,  , 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira-  | 
tion.  Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 
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Ment 

comfort 


is  jour 
concern. 

Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experience 
□ Even  many  previously  intractable  cases  have  been  £ 
successfully  treated  with  SENOKOT  preparations 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination  . 

Dosage:  (preferably  at  bedtime)— Adults:  2 ^ _ 
tablets  (max.  4 tablets  b.i.d  ).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b i d.).  Supplied:  Bottles 

of  so  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 


Senokot  Tablets 


(standardized  senna  concentrate) 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine’  douching 

Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions.  ..relieve 
itchingand  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 

Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 

Write:  Harcliffe  Laboratories,  Inc.,  Dept.  900, 

423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


STOmAseptiNE 

* DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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if  cough 
serves  no  useful 
purpose 


"Tussionex0 

( Resin  complexes  of  Hydrocodone  and  Phcnylloloxamine ) 


. . . it  works 

(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

♦dosage:  Adults:  1 teaspoonful  (5cc.)  or  tablet  every  8- 12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  of  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  &Tiernan  Inc.,  Rochester,  N Y.  14623 

■ ■ ..  - .'Li < -v.'c  t*  T . . 


DIA  -quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tastinp,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas 'and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium...  0.03  ml— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide...  0.15  mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUEL  LOU  D 


INTERNATIONAL  PHARMACEUTICAL  CORP. 
Warrington,  Pennsylvania  18976 


Talwin®  Brand  of  pentazocine  (as  lactate) 
Potent,  non-narcotic  analgesic  for  parenteral  use 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  at- 
tributable to  the  use  of  Talwin  have  been  seen  in  extensive  reproduc- 
tive studies  in  animals;  however,  like  all  new  drugs,  Talwin  should 
be  given  with  caution  to  pregnant  women.  A large  number  of  patients 
in  labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However, 
as  with  other  strong  analgesics,  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be 
administered  only  with  caution  and  in  low  dosage  to  patients  with 
respiratory  depression  (e  g , from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 
Dependence  Potential.  Talwin  is  not  classified  as  a narcotic.  It  is 
not  subject  to  narcotic  controls,  based  on  the  results  of  findings  in 
direct  addiction  tests,  substitution  tests  in  morphine  addicts,  and 
single-dose  tests  in  hospitalized  narcotic  addicts  completely  with- 
drawn from  drugs  It  does  not  substitute  for  morphine  in  subjects 
who  are  physically  dependent  on  morphine  and  does  not  prevent 
withdrawal  symptoms.  Chronic  administration  ol  parenteral  Talwin 


was  disliked  by  hospitalized  opiate  addicts.  Talwin  is  a mild  narcot 
antagonist  and  some  patients  previously  given  a narcotic  for  01 
month  or  longer  had  mild  withdrawal  symptoms  when  it  was  replact 
with  Talwin.  After  a short  period  of  adjustment  these  patients  usual 
continued  to  take  Talwin,  and  relief  of  pain  was  satisfactory. 

Abrupt  discontinuance  following  excessive  use  of  parenteral  Talw 
has  resulted  in  symptoms  such  as  abdominal  cramps,  elevated  ter 
perature,  rhinorrhea,  restlessness,  anxiety,  and  lacrimation.  The: 
have  occurred  primarily  in  patients  with  a history  of  narcotic  dri. 
abuse  In  prescribing  parenteral  Talwin  for  chronic  use,  particular 
if  the  drug  is  to  be  self-administered,  the  physician  should  take  pri 
cautions  to  prevent  increases  in  dose  and  frequency  of  injection  I! 
the  patient  and  to  prevent  the  use  of  the  drug  in  anticipation  of  pa 
rather  than  for  the  relief  of  pain. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  I 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  wi 
administration  of  Talwin  to  patients  receiving  opiates  for  a she 
time.  Intolerance  or  untoward  reactions  are  seldom  observed  aft 
administration  of  Talwin  to  patients  who  have  received  single  dos< 
or  who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  ha 
not  indicated  that  Talwin  causes  or  increases  renal  or  hepatic  ir 
pairment,  the  drug  should  be  administered  with  caution  to  patien 
with  such  impairment.  Extensive  liver  disease  appears  to  predispo: 
to  greater  side  effects  (e.g.,  marked  apprehension,  anxiety,  dizzines 
sleepiness)  from  the  usual  clinical  dose,  and  may  be  the  result 
decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentaz 
cine)  should  be  used  with  caution  in  patients  with  myocardial  i 
farction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  ca 
tion  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 

Adverse  Reactions:  The  most  commonly  occurring  reactions  are:  na 
sea,  vertigo  (dizziness  or  lightheadedness),  vomiting,  euphoria. 


jlon-narcotic 

liihvin 

1 jiciitazorinc 

(as  lactate) 


HATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  aget  of  the  patient 


ralwin  should  not  be  used  for  patients  with 
creased  intracranial  pressure, 
pad  injury  or  pathologic  brain  conditions. 

Until  sufficient  experience  is  gained,  it  should  not 
p administered  to  children  under  12  years  of  age. 


: frequently  occurring  reactions  are  — respiratory:  respiratory  de- 
■ ession,  dyspnea,  transient  apnea  in  a small  number  of  newborn 
rfants  whose  mothers  received  Talwin  during  labor;  cardiovascular 
: rculatory  depression,  shock,  hypertension:  psychiatric:  alteration 
mood  (nervousness,  apprehension,  depression,  floating  feeling), 
earns;  gastrointestinal:  constipation,  dry  mouth;  dermatologic  in- 
uding  local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
ethora,  dermatitis  including  pruritus;  others:  urinary  retention,  head- 
; :he.  paresthesia,  alterations  in  rate  or  strength  of  uterine  contrac- 
. ons  during  labor. 

;arely  reported  reactions  include  — neuromuscular  and  psychiatric: 
yuscle  tremor,  insomnia,  disorientation,  hallucinations;  gastroin- 
:•  istinal:  taste  alteration,  diarrhea  and  cramps;  ophthalmic:  blurred 
sion,  nystagmus,  diplopia,  miosis;  others:  tachycardia,  nodules  and 
Iceration  at  injection  site,  drug  dependency  with  withdrawal  symp- 
)ms.  weakness  or  faintness,  chills,  moderate  transient  eosinophilia, 

‘ llergic  reactions  including  edema  of  the  face. 

■osage  and  Administration:  Adults,  Excluding  Patients  in  Labor. 
y.verage  recommended  single  parenteral  dose  is  30  mg.,  by  intra- 
tuscular,  subcutaneous,  or  intravenous  route;  may  be  repeated 
very  three  to  four  hours.  Pain  has  been  relieved  in  most  patients 
: /ith  not  more  than  three  doses  daily.  Infrequently,  selected  patients 
ave  received  single  doses  as  high  as  60  mg.  As  with  most  parenteral 
Irugs.  when  frequent  daily  injections  are  needed  over  a prolonged 
■eriod,  intramuscular  administration  is  preferable  to  subcutaneous. 
-;n  addition,  constant  rotation  of  sites  (e  g.,  the  upper  outer  quad- 
ants  of  the  buttocks,  midlateral  aspects  of  the  thighs,  and  the 
leltoid  areas)  is  recommended. 

- ,atients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been 
nost  commonly  administered.  An  intravenous  20  mg.  dose  has  given 
idequate  pain  relief  to  some  patients  in  labor  when  contractions 
; lecome  regular,  and  this  dose  may  be  given  two  or  three  times  at 
wo-  to  three-hour  intervals,  as  needed. 

Zhildren  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand 
5f  pentazocine)  in  this  age  group  is  not  recommended. 


a potent  injectable  analgesic  — 
may  be  used  in  place 
of  morphine,  meperidine 
and  other  narcotics 

Talwin  acts  as  rapidly  as  morphine;  its 
duration  of  action  may  sometimes  be 
less.  Relief  of  pain  with  Talwin  usually 
lasts  three  hours  or  longer. 

Less  constipation  than  with  morphine 
Less  urinary  retention  than  with  morphine 
Less  risk  of  severe  respiratory  depression 
than  with  morphine 
Less  nausea  than  with  meperidine 
Less  vomiting  than  with  meperidine 
Less  diaphoresis  than  with  meperidine 

(For  details  ot  Adverse  Reactions  to  Talwin 
see  Brief  Summary,  below.) 

With  Talwin  — no  narcotic  controls 

Talwin  does  not  require  a narcotic  prescription 
or  narcotic  records.  The  World  Health  Organi- 
zation Expert  Committee  on  Dependence-Pro- 
ducing Drugs  concluded  that  “...there  was  no 
need  at  this  time  for  narcotics  control  of  pen- 
tazocine [Talwin]  internationally  or  nationally." 

(WHO  Tech.  Rep.  Ser..  no  343,  1966,  p.  6.) 

Talwin  relieves  pain  of  all  types  and  all  degrees 
in  acute  and  chronic  disorders. 

86%  of  medical  and  of  surgical  patients  ob- 
tained excellent  to  good  relief  with  Talwin 
30  mg.  administered  parenterally. 


CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with 
soluble  barbiturates  because  precipitation  will  occur. 

Treatment  ol  Overdosage  or  Respiratory  Depression.  Means  of  main- 
taining proper  oxygenation  should  be  available  in  case  of  overdosage 
or  respiratory  depression,  and  methylphenidate  (Ritalin®)  should  be 
administered  parenterally.  The  usual  narcotic-antagonists,  such  as 
nalorphine  are  not  effective  respiratory  stimulants  for  depression 
due  to  Talwin. 

How  Supplied:  Ampuls  ol  1 ml.,  containing  Talwin  (brand  of  penta- 
zocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  ol  10  ml.,  each  1 ml.  containing  Talwin  (brand  of 
pentazocine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben 
as  preservative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 
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Winthrop  Laboratories 

New  York.  N.Y.  10016  i„».»i 
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Medical  Meetings 


Meeting  on  prevention  of  birth  defects 

The  National  Foundation-March  of  Dimes 
and  the  Committee  on  Maternal  and  Child  Care 
of  the  American  Medical  Association  is  sponsor- 
ing a meeting  on  May  5 and  6,  at  the  Statler 
Hilton  Hotel,  to  explore  ways  to  accelerate  the 
voluntary  health  organization’s  medical,  edu- 
cational, and  community  service  program  to 
prevent  birth  defects  and  infant  deaths. 

Virginia  Apgar,  M.D.,  vice-president  for 
medical  affairs  of  the  National  Foundation,  will 
be  the  keynote  speaker  and  an  AMA  representa- 
tive will  speak  on  “The  Voluntary  Opportunity 
for  Mutual  Assistance  and  Benefit.” 

For  further  information  write  to:  Porter 

Brashier,  The  National  Foundation,  315  Park 
Avenue  South,  New  York,  New  York  10010. 

Downstate  Medical  Center  alumni  to  meet 

The  following  scientific  program  by  members 
of  the  twenty-five-year  class  will  form  the  core 
of  the  annual  Alumni  Reunion  Day  at  State 
University  of  New  York  Downstate  Medical 
Center,  Brooklyn,  on  May  10. 

9:00  A.M.,  “Polymyalgia  Rheumatica:  Its 

Management  and  Prognostic  Significance,” 
Charles  M.  Plotz,  M.D.,  professor  of  medicine, 
Downstate  Medical  Center. 

9:30  a.m.,  “Adrenocortical  Dysfunction  in 
Diseases  of  the  Brain,”  Howard  P.  Krieger, 
M.D.,  clinical  professor  of  neurology,  Mt.  Sinai 
School  of  Medicine. 

10:00  a.m.,  “Fine  Structure  Alterations  of 
Conjunctival  Vessels  in  Patients  with  Sickle  Cell 
Disease,”  Austin  I.  Fink,  M.D.,  associate  pro- 
fessor of  ophthalmology,  Downstate  Medical 
Center. 

10:45  a.m.,  “Kerato-Acanthoma:  A Self- 

healing  Skin  Tumor;  Tinea  Tonsurans:  A New 
Form  of  Ringworm,”  John  D.  Krafchuk,  M.D., 
attending  dermatologist,  Meadowbrook  and 
Nassau  Hospitals. 

11:15  A.M.,  “Milk  Sickness,  The  Trembles — 
The  Pioneer’s  Plague  Revisited,”  Leonard  L. 
Madison,  M.D.,  professor  of  medicine,  Uni- 
versity of  Texas,  Southwestern  Medical  School 
at  Dallas. 

11:45  a.m.,  “Modern  Methods  of  Evaluating 
Candidates  for  Major  Pulmonary  Surgery,” 
Hector  W.  Benoit,  M.D.,  attending  thoracic 
surgeon,  Kansas  City  General,  Children’s 
Mercy,  and  St.  Luke’s  Hospitals,  Kansas  City, 
Missouri. 

1:00  P.M.,  (Luncheon)  “Pornography  or  the 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Radicalization  of  Youth,”  William  P.  Riley, 
M.D.,  pediatrician,  Mary  Immaculate  Hos- 
pital, Queens. 

Symposium  on  hand  surgery 

A symposium  on  “Surgery  of  the  Hand,” 
sponsored  by  the  Department  of  Surgery  of  the 
School  of  Medicine  State  University  of  New 
York  at  Buffalo,  is  to  be  held  May  10,  from 
9:00  a.m.  to  5:00  P.M.,  at  the  Hotel  Stuyvesant, 
Buffalo.  The  program  features  the  following 
topics  and  faculty  members  of  State  University 
at  Buffalo: 

“Surgical  Anatomy  of  the  Hand,”  Robert 
H.  Wilbee,  M.D.,  assistant  professor  of  surgery; 
“Amputations  and  Digital  Transplants,”  Joseph 
M.  Dziob,  M.D.,  assistant  clinical  professor  of 
surgery;  “Congenital  Deformities,”  Clement  A. 
DeFelice,  M.D.,  assistant  clinical  professor  of 
surgery;  “Surgery  for  Rheumatoid  Arthritis,” 
Peter  A.  Casagrande,  M.D.,  assistant  clinical 
professor  of  orthopedic  surgery;  “Infections,” 
Robert  H.  Wilbee,  M.D.;  “Fractures,”  Joseph 
M.  Dziob,  M.D.;  “Neurovascular  Injuries,” 
George  P.  Reading,  M.D.,  assistant  professor 
of  surgery;  and  “Tendon  Injuries,”  Robert  M. 
McCormack,  M.D.,  professor  of  plastic  surgery, 
University  of  Rochester  School  of  Medicine. 

Registration  fee  is  $30  and  includes  the  cost 
of  luncheon.  The  program  is  accepted  for  7 
accredited  hours  by  the  American  Academy  of 
General  Practice. 

For  further  information  and  registration 
write  to:  continuing  medical  education  pro- 

gram, State  University  of  New  York  at  Buffalo, 
2211  Main  Street,  Buffalo,  New  York  14214. 

Rheumatic  fever  topic  of  lecture 

The  second  Leo  M.  Taran  Foundation  Lec- 
ture sponsored  by  New  York  Medical  College 
is  to  be  held  on  May  15,  at  10:30  a.m.,  in  the 
sixth  floor  auditorium  of  Metropolitan  Hospital, 
97th  Street  and  First  Avenue,  New  York  City. 
Melvin  H.  Kaplan,  M.D.,  professor  of  medicine, 
The  School  of  Medicine  of  Western  Reserve 
University,  will  lecture  on  “The  Role  of  Im- 
mune Mechanisms  in  the  Pathogenesis  of  Rheu- 
matic Fever.” 

Symposium  on  vascular  diseases 

A “Symposium  on  Vascular  Diseases:  Recent 
Advances  in  Diagnosis  and  Treatment,”  spon- 
sored by  the  Montefiore  Hospital  and  Medical 
Center  and  Albert  Einstein  College  of  Medicine, 
is  to  be  held  on  May  26  through  28  at  the  Hotel 
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New  Yorker,  New  York  City.  The  symposium 
was  designed  to  attract  both  surgeons  and  the 
internists  with  interest  in  vascular  problems. 

Among  the  visiting  faculty  members  are  the 
following:  David  S.  Baldwin,  M.D.,  associate 
professor  of  medicine,  Norman  E.  Chase,  M.D., 
professor  of  radiology,  Jere  W.  Lord,  Jr.,  M.D., 
professor  of  clinical  surgery,  and  Frank  C. 
Spencer,  M.D.,  director  of  surgery.  New  York 
University  School  of  Medicine;  Allan  D.  Cal- 
low, M.D.,  professor  of  surgery.  Tufts  Uni- 
versity School  of  Medicine;  Charles  A.  Hufna- 
gel,  M.D.,  professor  of  surgery  and  director  of 
experimental  research  laboratory,  Georgetown 
University  School  of  Medicine;  Alfred  W. 
Humphries,  M.D.,  chief,  vascular  surgical 
service,  Cleveland  Clinic;  Robert  R.  Linton, 
M.D.,  assistant  clinical  professor  emeritus,  and 
Richard  Warren,  M.D.,  clinical  professor  of 
surgery,  Harvard  Medical  School;  Milton 
Mendlowitz,  M.D.,  clinical  professor  of  medi- 
cine, Mt.  Sinai  Medical  School;  John  Moossy, 
M.D.,  professor  of  pathology,  The  Bowman 
Gray  School  of  Medicine  of  Wake  Forest 
University;  George  C.  Morris,  Jr.,  M.D.,  as- 
sociate professor  of  surgery,  Baylor  University 
College  of  Medicine;  Fiorindo  A.  Simenone, 
M.D.,  professor  of  medical  science,  Brown  Uni- 
versity; Israel  Steinberg,  M.D.,  clinical  pro- 
fessor of  medicine  and  radiology,  and  Irving  S. 
Wright,  M.D.,  emeritus  professor  of  medicine, 
Cornell  University  Medical  College;  and  Otto 
H.  Trippel,  M.D.,  associate  professor  of  surgery, 
Northwestern  University. 

Tuition  is  $100.  For  further  information 
write  to:  Henry  Haimovici,  M.D.,  symposium 
chairman,  Montefiore  Hospital  and  Medical 
Center,  111  East  210th  Street,  Bronx,  New  York 
10467. 

Postgraduate  course  on  nerve  and  muscle 

A postgraduate  course  in  “Common  Clinical 
Problems  of  Nerve  and  Muscle,”  sponsored  by 
the  Saul  R.  Korey  Department  of  Neurology, 
the  Department  of  Rehabilitation  Medicine,  and 
the  Department  of  Medicine  of  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity and  the  Department  of  Orthopedics, 
Hospital  for  Joint  Diseases  and  Medical  Center, 
is  to  be  held  on  June  25  through  27. 

Registration  is  limited.  For  further  informa- 
tion write  to:  Alfred  J.  Spiro,  M.D.,  assistant 
professor  of  neurology  and  pediatrics,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity, 1300  Morris  Park  Avenue,  Bronx, 
New  York  10461. 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Books  Reviewed 


An  Introduction  to  Clinical  Anatomy  by 
Dissection  of  the  Human  Body.  By  R.  D. 

Laurenson,  M.D.  Octavo  of  522  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1968.  Cloth,  $9.50. 

This  combination  text  and  dissection  manual 
has  been  written  as  a means  of  bringing  to- 
gether dissection  of  the  cadaver  and  the  future 
application  of  the  knowledge  gained  by  this 
work  to  physical  diagnosis  and  surgery.  A 
second  purpose  of  the  book,  as  stated  by  the 
author,  is  to  reduce  the  amount  of  homework 
and  to  increase  the  ability  of  the  student  to 
learn  anatomy  in  the  laboratory. 

In  this  day  of  reduced  gross  anatomy  labo- 
ratory time,  which  is  very  common  in  modern 
medical  school  curricula,  these  purposes  are 
certainly  valid.  Dr.  Laurenson  is  to  be  com- 
mended for  pointing  up  the  clinical  importance 
of  many  aspects  of  anatomy  which  most  cer- 
tainly arouses  the  interest  of  the  freshman 
medical  student  and  makes  him  realize  that 
the  information  that  he  is  gaining  will  have 
real  importance  in  his  clinical  years  as  well  as 
in  his  future  practice. 

The  over-all  sequence  of  the  dissection,  as 
proposed  in  the  book,  is  reasonable  and  is 
clearly  designed  to  minimize  moving  the 
cadaver;  however,  the  discussion  in  each  chap- 
ter and  the  detailed  dissection  sequence  often 
follows  a rather  random  pattern  which  makes 
it  difficult  to  get  a clear  picture  of  the  anatomy 
of  a region.  If  the  clinical  applications  were 
incorporated  into  a clearer  description  of  dis- 
section procedures,  this  book  would  be  greatly 
improved. 

The  illustrations  are  not  numerous  but  they 
are  generally  clear,  simple,  line  drawings 
which  are  designed  to  illustrate  a specific 
point.  In  this  respect,  they  are  a valuable 
supplement  to  the  text. 

At  the  present  time  this  book  could  cer- 
tainly serve  as  a valuable  aid  to  the  gross 
anatomist  who  has  had  little  or  no  clinical 
experience.  However,  it  would  require  re- 
vision before  it  would  be  ideal  as  a student 
text.  George  B.  Talbert,  M.D. 

Schizophrenia  in  Children.  Collected  Pa- 
pers by  J.  Louise  Despert,  M.D.  Octavo  of 
215  pages.  New  York,  Robert  Brunner  Inc., 
1968.  Cloth,  $6.95. 

This  book  is  a collection  of  papers  written 
by  the  author  between  1937  and  1958.  Dr. 
Despert  is  a former  associate  professor  of 
clinical  psychiatry,  Cornell  University  Medical 
College,  who  has  contributed  much  to  the 
field  of  child  psychiatry,  especially  in  the  area 


of  childhood  schizophrenia. 

There  are  11  papers,  covering  a description 
of  childhood  schizophrenia,  its  early  recogni- 
tion, etiology,  and  differential  diagnosis  from 
obsessive  compulsive  neurosis,  infantile  autism, 
and  psychosis  in  mentally  defective  children. 
Other  papers  are  devoted  to  prophylaxis  and 
treatment,  including  psychotherapy. 

This  compilation  is  of  historical  value  and 
is  authoritative.  It  is  written  in  a clear,  un- 
dogmatic,  honest  manner  and  should  be  of 
value  to  students  and  practitioners  looking 
for  an  insight  into  childhood  schizophrenia. 
However,  the  reader  should  keep  in  mind  that 
there  are  other  methods  of  therapy  as  well. 
There  are  references  at  the  end  of  each  paper, 
which  permit  the  reader  further  opportunity 
to  study  the  work  of  others  in  this  field. 
Stanley  S.  Lamm,  M.D. 

Atlas  of  Fluorescence  Fundus  Angiography. 
By  Shinichi  Shikano,  M.D.,  and  Koichi  Shi- 
mizu, M.D.  Quarto  of  201  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $28. 

This  book  is  intended  to  show  that  by  in- 
ducing fluorescence  in  the  retinal  blood  vessels 
through  antecubital  vein  injection  of  fluores- 
cein much  information  can  be  revealed  about 
the  retinal  circulation,  impossible  through 
routine  fundus  inspection.  For  example, 
capillary  microaneurysms,  diabetic  retinopa- 
thies, chorioretinitis,  and  a variety  of  circula- 
tory and  inflammatory  retinal  disorders  open 
a new  field  for  clinical  investigation.  More 
specifically,  such  fluorescence  can  be  recorded 
photographically  and  thereby  provide  added 
clinical  information  in  macular  disease,  papil- 
ledema, embolism  of  the  central  retinal  artery, 
thrombosis  of  a retinal  vein,  toxoplasmosis, 
hypertensive  retinopathy,  and  central  serous 
retinopathy. 

The  illustrations  in  this  book  are  superb. 
The  accompanying  descriptions  are  simple 
and  explanatory.  The  fluorescence  from  fluo- 
rescein reaching  the  fundus  vessels  are  depicted 
photographically  by  illuminating  the  fundus 
using  a blue  light  and  by  selective  filtering 
of  the  fluorescence  through  an  adequate  filter 
system  before  the  camera  itself.  Four  types 
of  Japanese  fundus  cameras  were  selected  for 
this  beautiful  photographic  display.  The 
authors  have  presented  their  photographs  in 
black  and  white,  in  colors,  as  well  as  stereo- 
scopically. 

This  excellent  book  is  a tribute  to  Japanese 
opthalmology  and  will  be  referred  to  fre- 
quently by  our  American  colleagues.  Eman- 
uel Krimsky,  M.D. 
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Premarin 


necifically  designed 
for  estrogen 
replacement  in  the 

CONJUGATED  ESTROGENS  (equine) 


Premarin  (conjugated  estrogens— equine)  is  a naturally  occurring,  orally  active,  water-soluble  estro- 
gen presented  as  the  complete  equine  estrogen  complex,  caution:  In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during  this  1 week  rest  period).  In  the  male:  Continuous 
therapy  over  prolonged  periods  of  time  may  produce  gynecomastia,  loss  of  libido,  and  testicular 
atrophy,  available  in  4 potencies  for  individualized  treatment:  Tablets  — 2.5  mg.  (purple),  1.25  mg. 
(yellow),  0.625  mg.  (red),  0.3  mg.  (green);  bottles  of  100  and  1,000.  2.5  mg.  tablets  also  available  in  20’s. 

AYERST  LABORATORIES  New  York,  N.Y.  10017  . Montreal,  Canada  ^ 


803 


Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 


Aventyl  HCl  may  help  shorten  the  response 
gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

•Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 


AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysio  logical  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg. — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid;  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg.  — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCd,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  (obisbba] 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Book  Notes 


Harold  G.  WolfT’s  Stress  and  Disease.  Re- 
vised and  Edited  by  Stewart  Wolf,  M.D.,  and 
Helen  Goodell,  B.S.  Second  edition.  Octavo 
of  277  pages,  illustrated,  Springfield,  111., 
Charles  C Thomas,  1968.  Cloth,  $10. 

At  the  time  of  his  death  in  1962,  the  original 
author  had  gathered  much  material  for  this  new 
edition.  In  the  meantime,  also,  he  had  de- 
livered three  major  lectures  from  which  he 
planned  to  draw  heavily  for  the  text  of  the 
book.  The  organization  of  the  book  had  not 
gone  far  enough,  however,  to  make  it  possible 
for  a substitute  author  to  develop  Dr.  WolfT’s 
plan  without  doing  violence  to  it.  Therefore, 
the  revisers  and  editors  of  this  edition  thought 
it  wisest  to  stick  to  the  original  concept,  pre- 
senting the  experimental  data  but  broadening, 
somewhat,  the  interpretation  and  including 
considerable  material  from  the  three  lectures. 

The  scope  of  the  first  edition  has  been  enlarged 
to  include  a systematic  presentation  of  protec- 
tive, adaptive  reactions  in  all  of  the  body  sys- 
tems that  have  been  brought  under  study  by 
Harold  Wolff  or  his  former  pupils.  Also,  an 
attempt  has  been  made  to  bring  the  book  to- 
gether with  a consideration  of  the  mechanisms 
of  the  brain  as  they  relate  to  the  regulation  and 
control  of  the  organs  and  the  systems  of  the 
body  and,  thereby,  to  bodily  disturbances  and 
disease. 

Eugene  Wolff’s  Anatomy  of  the  Eye  and 

Orbit.  Revised  by  R.  J.  Last,  M.B.  Sixth 
edition.  Quarto  of  529  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $19. 

Since  the  appearance  of  the  last  edition  of 
Wolff’s  Anatomy  of  the  Eye  and  Orbit,  there  has 
been  a vast  increase  of  published  work.  This 
has  been  particularly  so  in  electron  microscopy. 
The  present  author  has  made  many  alterations 
and  additions  to  bring  this  edition  up  to  date 
while,  at  the  same  time,  keeping  the  original 
pattern  and  character  of  Wolff’s  own  work. 
There  are  many  additions  to  the  bibliography 
but  no  removals;  original  references  are  re- 
tained, if  only  for  their  historical  interest. 

Selected  Papers  on  Direct  Psychoanalysis. 
Volume  II.  By  John  N.  Rosen,  M.D.  Oc- 
tavo of  172  pages.  New  York,  Grune  & Strat- 
ton, 1968.  Cloth,  $6.50. 

This  volume  contains  seven  of  the  12  papers 
which  have  appeared  since  the  publication  of 
Direct  Analysis:  Selected  Papers  in  1953. 

Each  of  these  seven  papers  is  concerned  with 


an  aspect  of  direct  psychoanalysis,  or  with  an 
area  of  psychotherapy  in  general,  that  has  not 
been  covered  adequately  in  the  author’s  pre- 
vious papers  and  books.  Accordingly,  the 
reader  who  has  been  following  the  development 
of  direct  psychoanalysis  will  find  a considerable 
amount  of  new  material  in  these  pages. 

The  author  feels  that  the  papers  included  in 
this  volume  are  further  contributions  to  the 
common  cause  of  all  dedicated  psychothera- 
pists: the  understanding  and  treatment  of 

every  human  being  whose  neurosis  or  psychosis 
is  an  indication  of  his  suffering.  He  feels  that 
this  cause  is  important  enough  to  bring  psy- 
chiatrists together  despite  differences  in  train- 
ing, temperament,  or  technic. 

F-Q-R-S-T:  A Guide  to  Electrocardio- 

gram Interpretation.  By  Joseph  E.  F. 
Riseman,  M.D.  Fifth  edition.  Duodecimo 
of  321  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1968.  Cloth,  $9.95. 

This  edition,  like  its  predecessors,  is  planned  as  a 
practical  guide  for  interpreting  electrocardio- 
grams. It  is  meant  for  both  the  beginner  and 
the  practicing  physician.  The  text  is  arranged 
to  help  the  beginner  examine  an  unknown  trac- 
ing step  by  step,  in  “cookbook  fashion,”  and 
with  the  aid  of  common  sense  and  logical  reason- 
ing to  arrive  at  the  correct  electrocardiographic 
diagnosis  in  most  instances. 

It  differs  from  the  usual  textbook  on  electro- 
cardiography in  at  least  one  other  important 
respect:  there  is  no  discussion,  at  the  begin- 

ning, of  the  electrophysiologic  principles  under- 
lying electrocardiography,  including  the  direc- 
tion of  electrical  forces.  In  the  author’s  opin- 
ion, this  is  not  essential.  This  does  not  mean, 
however,  that  fundamental  electrophysiologic 
concepts  are  ignored.  They  are  called  on  when- 
ever they  can  clarify  or  simplify  the  process  of 
interpretation  and  make  it  easier  to  remember. 
However,  they  are  discussed  as  a whole  and 
summarized  at  the  end,  rather  than  at  the  be- 
ginning of  the  book. 

Textbook  of  Microbiology.  By  William 
Burrows,  Ph.D.  Nineteenth  edition.  Quarto 
of  974  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1968.  Cloth,  $21. 

The  present  volume  has  been  extensively  re- 
vised, with  changes  and  additions  ranging  from 
complete  rewriting  at  the  chapter  level,  through 
reorganization  of  a considerable  portion  of  the 
subject  matter,  to  new  and  completely  rewritten 
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sections.  The  chapter  on  medical  mycology 
is  entirely  new  and  with  new  illustrations.  The 
inclusion  of  bibliographies  at  the  end  of  each 
chapter,  initiated  in  the  preceding  edition,  has 
been  continued,  with  various  research  papers, 
reviews,  and  monographs  being  given  in  full, 
including  titles  in  the  original  language.  The 
author  feels  that  such  bibliographies,  current 
and  updated,  have  been  useful  for  their  original 
purpose — introducing  the  student  to  the  rich 
and  rewarding  literature  on  microbiology — and 
he  hopes  that  they  will  continue  to  fulfill  this 
intended  function. 

Antibiotic  and  Chemotherapy.  By  Law- 
rence P.  Garrod,  M.D.,  and  Francis  O’Grady, 
M.D.  Second  edition.  Octavo  of  475  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1968.  Cloth,  $12. 

Professor  Mary  Barber,  an  author  of  the  first 
edition  of  this  work,  died  in  1965,  and  the  re- 
sponsibilities of  her  authorship  have  now  been 
assumed  by  Professor  Francis  O’Grady.  The 
delay  in  producing  this  edition  is  in  part  a con- 
sequence of  Professor  Barber’s  death,  but  due 
also  to  the  fact  that  the  task  of  revision  was  ex- 
ceptionally heavy.  For  the  subject  of  this  text 
is  a rapidly  advancing  one  and  it  has  been  neces- 
sary to  include  descriptions  of  the  properties 
and  uses  of  44  antibiotics  or  other  agents  not 
referred  to  in  the  first  edition.  Also,  several 
chapters  have  been  wholly  or  largely  rewritten, 
two  are  new  and  all  the  remainder  have  been 
brought  up  to  date  by  the  addition  of  new  ma- 
terial. Some  descriptions  of  earlier  and  now 
more  familiar  work  have  been  condensed  or 
omitted,  but  the  length  of  the  book  has  increased 
nevertheless  by  nearly  100  pages. 

An  important  change  has  been  the  revision 
and  expansion  of  the  last  chapter  which  now 
contains  technical  instructions  for  all  the  usual 
methods  for  bacterial  sensitivity  tests  and  anti- 
biotic assays.  Such  a compendium  is  to  be 
found  nowhere  else,  and  some  of  its  numerous 
illustrations  are  unique. 

Christopher’s  Textbook  of  Surgery.  Edited 
by  Loyal  Davis,  M.D.  Ninth  edition.  Quarto 
of  1,493  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1968.  Cloth,  $21.50. 

In  this  edition  of  surgery,  the  primary  aim  of 
the  contributors,  all  authoritative  teachers,  is 
to  emphasize  the  basic  principles  of  the  surgical 
treatment  of  disease.  The  authors,  both  the 
new  and  the  continuing  ones,  have  been  asked 
to  concentrate  on  presentation  of  these  basic 
considerations  rather  than  on  the  technical 
details  of  operations.  Many  surgical  diseases 
involve  more  than  one  part  of  the  body.  There- 
fore, new  chapters  have  been  added  which  in- 
tegrate the  knowledge  of  these  disorders.  Thus, 
there  are  new  sections  on  oncology,  diseases  of 
degeneration,  congenital  diseases,  and  trauma. 
There  are  also  new  chapters  on  artificial  organs 
and  on  transplantation  of  tissues  and  organs. 
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A further  addition,  a chapter  titled  “The  Sur- 
geon,” gives  deserved  attention  to  education, 
ethics,  and  social  and  economic  factors  in  sur- 
gical practice. 

Clinical  Chemical  Pathology.  By  C.  H.  Gray, 
M.D.  Fifth  edition.  Duodecimo  of  238  pages, 
illustrated.  London,  Edward  Arnold,  Ltd., 
(Baltimore,  The  Williams  & Wilkins  Com- 
pany) , 1968.  Cloth,  $7.75. 

This  new  edition  has  undergone  considerable 
revision  in  order  to  bring  the  information  in 
the  ever  expanding  field  of  chemical  pathology 
up  to  date.  The  chapter  on  the  biochemical 
tests  in  endocrine  diseases  has  been  rewritten 
and  considerable  recent  work  has  been  intro- 
duced into  the  chapters  on  liver  function  and 
plasma  proteins.  All  except  five  of  the  re- 
maining chapters  have  received  minor  modi- 
fications. 

Zinsser  Microbiology.  By  David  T.  Smith, 
M.D.,  Norman  F.  Conant,  Ph.D.,  Hilda  Pope 
Willett,  Ph.D.,  et  al.  Fourteenth  edition. 
Quarto  of  1,281  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1968.  Cloth,  $22.50. 

In  general,  this  text  is  intended  for  the  be- 
ginning student  of  microbiology.  However, 
extensive  bibliographies  have  been  collected  for 
the  teacher*,  graduate  student,  and  the  medical 
student  who  is  going  to  see  patients  on  the 
wards  of  the  hospital. 

The  widely  held  belief  that  all  infections 
are  now  easily  controlled  with  the  numerous 
available  antibiotics  is  disproved  by  the 
authors  of  this  edition.  Evidence  is  presented 
to  show  that  plague,  cholera,  gonorrhea, 
syphilis,  salmonellosis,  and  the  atypical  types 
of  mycobacterial  infections  are  increasing. 
Also,  staphylococcal  infections,  infections  with 
the  gram-negative  bacilli  of  the  intestinal 
tract,  and  the  opportunistic  fungi  are  increas- 
ing at  an  alarming  rate.  This  increase  can 
be  attributed  partly  to  the  development  of 
resistance  to  antibiotics  and  partly  to  the  low- 
ering of  the  patient’s  basic  resistance  by  the 
increased  use  of  immunosuppressive  drugs. 

Several  new  features  are  presented  in  this 
edition:  In  immunology  the  introduction  has 

been  expanded  to  include  the  evolution  of  the 
antibody-producing  system;  new  chapters  have 
been  added  on  lectins  and  antibodies;  classi- 
fications of  antigens,  complement  and  heritable 
immunogenic  defects.  Also,  a new  chapter  on 
bacteriophage  has  been  included  in  this  section 
on  viruses. 


An  Atlas  of  Pelvic  Operations.  By  Langdon 
Parsons,  M.D.,  and  Howard  Ulfelder,  M.D. 
Illustrated  by  Mildred  B.  Codding,  A.B.,  M.A. 
Second  edition.  Folio  of  448  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $24. 
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In  1967  almost  45,000  new  active 
cases  were  reported.  Isn't  that  a good 
reason  to  make  tuberculin  testing  with 
the  white  LEDERTINE™  Applicator  a 
routine  part  of  your  physical  exami- 
nations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 
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That’s  why  Abbott’s  got  what  it  takes - 

a pill  and  a program  for  each  patient 


THE  PRODUCT-5  Different  Strengths 

For  smooth  appetite  control  plus  mood  elevation 

Desoxyrf  Gradumet 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 

a a 

5 mg.  10  mg. 

a 

15  mg 

For  patients  who  can't  take  plain  amphetamine 

Desbutaf  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

a 
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SIDE 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 
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Weight  Control 
Booklet 


Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 


done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1 ,000  calories. 
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ABBOTT 

BRIEF  SUMMARY 

DesoxyrT  Gradumet' 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DesbutallO  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is  I 
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The  authors  of  this  text  are  gynecologists. 
However,  this  Atlas  is  not  restricted  to  gyne- 
cologic procedures.  Therefore,  it  should  be 
of  use  to  surgeons  with  varying  interests  who 
find  themselves  operating  in  the  pelvic  area, 
and  not  simply  to  the  physician  who  limits 
his  practice  to  the  specialty  of  gynecology. 

Because  the  preoperative  diagnosis  of  pelvic 
conditions  may  not  be  accurate  at  all  times, 
on  occasion  the  surgeon  will  be  confronted 
with  unexpected  tissue  abnormalities.  For  this 
reason,  the  Atlas  includes  many  general  surgi- 
cal procedures  outside  the  field  of  what  is 
generally  considered  to  be  gynecologic  surgery. 
They  are  described  to  help  the  surgeon  deal 
with  these  problems  as  they  are  encountered. 
No  consideration  is  given  to  pre-  and  post- 
operative management.  This  is  a deliberate 
omission  as  this  is  not  a general  textbook  on 
surgery. 

Cancer:  A Manual  for  Practitioners.  Edited 

by  Thomas  W.  Botsford,  M.D.  Fourth  edition. 
Octavo  of  408  pages.  Boston,  American  Cancer 
Society,  Massachusetts  Division,  1968.  Cloth, 
13.00. 

The  purpose  of  this  manual  is  to  aid  practi- 
tioners in  the  early  diagnosis  of  cancer  and  to 
give  them  an  understanding  of  its  treatment 
and  prognosis.  Diagnosis  is  stressed  and  ac- 
cepted modes  of  treatment  are  discussed,  but 
no  attempt  is  made  to  go  into  the  technical 
details  of  cancer  therapy.  Medical  practi- 
tioners and  students  have  found  the  previous 
editions  useful,  and  it  is  anticipated  that  this 
edition  will  again  fulfill  an  educational  func- 
tion. This  edition  has  been  thoroughly  re- 
vised. Many  new  authors  have  contributed. 
Some  chapters  have  been  combined,  others 
eliminated,  and  new  ones  added.  Each  chapter 
has  been  written  by  an  author  competent  in 
his  field,  and  reflects  his  personal  knowledge 
and  experience. 

Pediatrics.  By  Henry  L.  Barnett,  M.D., 
with  the  collaboration  of  Arnold  H.  Einhorn, 
M.D.  Fourteenth  edition.  Quarto  of  1,847 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1968.  Cloth,  $24.50. 

This  fourteenth  edition  of  Pediatrics  (origi- 
nally, Holt’s  Diseases  of  Infancy  and  Child- 
hood) is  an  almost  entirely  new  textbook  of 
pediatrics  offering  more  extensive  discussions 
not  only  of  clinical  pediatrics,  but  also  of 
psychologic,  biochemical  aspects  of  diseases  of 
infants  and  children. 

The  importance  of  specialization  in  pediat- 
rics was  responsible  for  the  increased  em- 
phasis in  this  edition  on  mechanisms  underly- 
ing both  human  development  and  disease 
in  infants  and  children.  Also,  anticipated 
changes  in  patterns  of  child  health  services 
in  the  United  States,  with  foreseeable  modi- 
fications in  the  role  of  the  pediatrician,  sug- 
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gested  the  necessity  for  a textbook  of 
pediatrics  to  include  detailed  discussion  of 
mechanisms. 

Outstanding  specialists  in  pediatrics  have 
served  as  associate  editors  and  share  responsi- 
bility for  most  of  the  major  chapters.  They 
also  selected  contributors  for  their  sections 
and,  in  most  instances,  did  extensive  prelimi- 
nary editing. 

Current  Diagnosis — 2.  Edited  by  Howard 
F.  Conn,  M.D.,  and  Rex  B.  Conn,  Jr.,  M.D. 
Quarto  of  990  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1968.  Cloth,  $21.75. 

Since  the  publication  of  the  first  edition  two 
years  ago,  many  new  diagnostic  approaches 
have  been  developed.  As  a consequence,  an 
almost  complete  revision  of  the  text  has  been 
necessary.  The  general  plan  of  the  first  edi- 
tion has  been  retained.  Each  article  contains 
a definition  of  the  disease  entity,  a discussion 
of  the  presenting  signs  and  symptoms,  and  a 
description  of  the  physical  findings.  This  is 
followed  by  a detailed  discussion  of  laboratory 
tests  and  other  procedures  that  will  be  of 
assistance  to  the  physician  in  arriving  at  a 
definitive  diagnosis  or,  and  perhaps  equally 
important,  ruling  out  the  presence  of  the  con- 
dition under  consideration.  Thus,  the  book 
encompasses  not  only  the  new  but  also  the 
time-tested  older  diagnostic  procedures  in 
order  to  present  the  best  available  in  current 
medical  practice. 

The  editors  received  the  cooperation  of  over 
300  leading  medical  authorities  in  the  United 
States  and  abroad.  Each  contributor  was 
selected  not  only  for  his  interest  in  a particu- 
lar field  but  also  because  of  his  direct  involve- 
ment in  patient  care  in  order  that  his  con- 
tribution would  reflect  current  diagnostic 
practice. 
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Month  in  Washington 


The  American  Medical  Association  told  Con- 
gress that  the  Internal  Revenue  Service  acted 
arbitrarily  and  completely  ignored  facts  in  im- 
posing a tax  on  revenue  from  drug  advertising 
in  journals  of  tax-exempt  medical  associations. 

Bernard  D.  Hirsh,  AM  A general  counsel, 
testified  before  the  House  Ways  and  Means 
Committee  that  the  relation  between  the  tax- 
exempt  purposes  of  a medical  association, 
national  or  state,  and  the  drug  advertising  in  its 
journal  is  self-evident. 

“Drug  advertising  alerts  and  stimulates  the 
physician’s  interest  in  new  drugs  as  they  become 
available  and  also  serves  to  remind  him  of  the 
broad  spectrum  of  useful  time-proved  drugs,” 
Hirsh  said.  “Obviously  physicians  should  not 
and  do  not  rely  on  drug  advertisements  as  their 
principal  source  of  information,  but  drug 
advertisements  often  provide  an  important 
step  in  the  process  through  which  physicians 
become  educated  in  the  therapeutic  value  and 
risks  of  new  drugs  and  a wider  variety  of  useful 
drugs .... 

“No  other  advertising  provides  as  much 
complete  and  objective  information.” 

Hirsh  said  the  IRS  regulations  taxing  medical 
associations  on  their  advertising  revenues 
represent  an  attempt  to  change  the  law  without 
congressional  action.  The  IRS  officials  made  a 
mistake,  he  said.  “We  urge  that  this  mistake 
be  rectified  expeditiously  and  in  the  most 
practical  way  possible,”  Hirsh  said. 

Spokesmen  for  numerous  other  tax-exempt 
associations  joined  the  AM  A in  opposing  the 
tax  on  their  advertising  revenues.  These 
included  the  following:  American  College  of 

Physicians,  American  College  of  Obstetricians 
and  Gynecologists,  American  Psychiatric  Associ- 
ation, American  Dental  Association,  Boy  Scouts 
of  America,  Girl  Scouts  of  America,  American 
Chemical  Society,  and  Society  of  National 
Association  Publications. 

Representatives  of  commercial  publishing 
firms  contended  in  testimony  before  the  com- 
mittee that  the  previous  tax  exemption  gave  the 
journals  of  the  associations  an  unfair  advantage 
in  competition  for  advertising  dollars.  When 
the  IRS  announced  the  new  tax  regulations 
fifteen  months  ago,  it  stated  that  the  purpose  of 
the  regulations  was  not  to  raise  Federal  revenue 
but  to  remove  a competitive  advantage  of  the 
tax-exempt  associations. 

In  an  announcement  not  directly  connected 
with  the  House  committee  hearings,  the  IRS 
said  it  also  Ls  considering  taxing  the  income  that 
tax-exempt  associations  get  from  rental  of 
exhibit  and  display  space  at  conventions. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


* * * 

A special  advisory  committee  urged  an 
extensive  national  program  to  combat  alcohol- 
ism. The  National  Advisory  Committee  on 
Alcoholism  said  in  an  interim  report  that  atten- 
tion should  be  given  to  alcoholism  problems  in 
all  Federally  supported  health  and  welfare 
programs.  The  committee  also  recommended 
the  following:  Elimination  by  hospitals  of 

discriminatory  policies  denying  admission  to 
alcoholic  patients;  health  insurance  coverage 
for  alcoholic  persons;  increased  support  for 
research;  and  prevention  and  control  of 
alcoholism  as  a vital  part  of  national  highway 
safety  programs. 

The  advisory  committee  provides  advice 
and  guidance  to  the  Secretary  of  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
concerning  the  department’s  activities  related 
to  alcoholism.  Robert  Straus,  Ph.D.,  professor 
of  medical  sociology,  University  of  Kentucky 
Medical  School,  is  chairman  of  the  committee. 
It  was  created  in  October,  1966.  Its  members 
represent  all  sections  of  the  country  and  include 
experts  from  the  fields  of  medicine,  psychiatry, 
sociology,  vocational  rehabilitation,  law,  and 
public  health. 

“The  magnitude  of  the  problem  is  enormous,” 
Dr.  Straus  said.  “Our  country  has  more  than 
five  million  alcoholic  persons.  Their  suffering 
alone  is  intolerable,  but  the  need  for  increased 
action  is  made  even  more  imperative  by  the 
fact  that  affected  families  may  include  as  many 
as  20  million  Americans.” 

He  also  pointed  out  that  alcoholism  has  a 
tremendous  impact  on  business,  causing  ab- 
senteeism and  loss  of  productivity. 

* * * 

The  National  Institute  of  Mental  Health 
awarded  a first-year  grant  of  $250,000  for  a 
major  alcoholism  research  program  at  the  State 
University  of  New  York  Downstate  Medical 
Center,  Brooklyn. 

The  five-year  program  will  include  experi- 
mental and  clinical  studies,  training,  and  drug 
trials.  In  one  study,  60  newly  admitted 
patients  between  the  ages  of  twenty-five  and 
fifty-five  with  at  least  a five-year  history  of 
alcoholism  will  be  studied  to  determine  the 
effects  of  experimentally  induced  intoxication 
and  withdrawal  on  the  patients’  sleep  patterns, 
behavior,  and  biochemistry.  The  investigators 
will  focus  on  the  mechanisms  underlying  the 
development  of  physical  and  psychological 
dependence. 

Among  the  drugs  to  be  tested  are  haloperidol, 
dexoxadrol  hydrochloride,  disulfiram  (Anta- 
buse), paraldehyde,  and  chlordiazepoxide  hydro- 

continued  on  page  1033 
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Are  you  being 
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misunderstood? 


More  than  likely  you  are. 

A considerable  amount  of  your  time  is  spent  in 
instructing,  explaining  and  advising  to  help  your  patients 
understand,  and  thereby  gain  their  confidence  and 
cooperation.  This  is  an  important  part  of  patient  care.  It  is 
an  important  part  of  the  art  of  medicine. 

Why  is  it  so  time-consuming?  Because  there  is  often 
so  much  that  needs  to  be  said— more  than  the  patient  can 
take  in.  And  because  most  problems  or  illnesses  carry  an 
emotional  charge  which  interferes  with  both  listening  and 
comprehension.  Many  things  have  to  be  repeated  over  and 
over  to  a single  patient . . . and  then  over  and  over  to  other 
patients  with  similar  problems. 

Patients  retain  less  than  20%  of  what  is  said  in 
doctor-patient  counseling.  Even  this  little  bit  is  often 
confused  or  unclear. 

A new  way  to  improve  physician-patient  communications. 

Media  Medica  has  designed  programs  to  help  you 
carry  out  “consultation  therapy.”  All  of  these  programs 
apply  new  teaching  technology,  and  each  one  has  been 
tested  under  actual  physician-patient  conditions. 

You  will  find  that  the  M edia  Medica  concept 
represents  one  of  the  most  significant  forward  steps  in 
contemporary  medicine. 


Some  of  the  patient- 
instruction  programs 
now  available 
cover  these  subjects: 
Menopause 
Breast-Feeding 
Asthma 

Preparing  the  Child 
for  Hospitalization 
Available  soon: 
Angina 

Bottle  Feeding 

Colostomy 

Emphysema 

Hypertension 

Sex  and  the  Heart 

Stroke 


Find  out  more  about  MEDIA  MEDICA,  fill  out  and  mail  this  coupon: 


Media  Medica,  Inc. 

555  Fifth  Avenue 
New  York,  NY.  10017 

Name 

Address 

City State. 

Specialty 

Send  me  information  on  these  subjects: 


T MEDIA 
MEDICA 
INC. 
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Are  you  being  misunderstood? 


A whole  new  science  has  grown  up— to  provide 
a much-needed  service  to  the  medical  profession. 

A new  technology,  called  "behavioral 
teaching"  has  revolutionized  education.  It  is  the 
application  of  basic  principles  of  behavioral 
psychology  to  the  process  of  transferring  ideas  from 
one  mind  to  another  in  order  to  impart  knowledge, 
form  attitudes  and  influence— even  change— behavior. 

The  teaching  concepts  and  techniques 
developed  by  this  science  have  now  been  made 
available  to  the  physician  for  use  with  his  patients. 
Why  do  you  need  to  apply  these  new  methods  in  the 
instruction  of  certain  of  your  patients? 

Two  big  reasons: 

First— successful  therapy  often  depends  on 
patient  comprehension,  and  comprehension  depends 
on  successful  communication.  Your  instruction  must 
lead  to  understanding. 

Second— people  have  a limited  ability  to 
remember  what  you  tell  them.  Studies  have  show  n that 
they  remember  less  than  20%.  Even  the  part  they  do 
get  often  becomes  confused  and  unclear  in  their 
minds.  Even  continual  repetition  often  fails  to  solve 
the  problem. 

Media  Medica  puts  the  new  technology  to  work 
for  you. 

Media  Medica,  Inc.  ( MM I)  is  an  alliance  of 
experts  in  medical  education,  behavioral  science,  and 
communication.  Its  purpose  is  to  help  relieve  the 
physician’s  increasing  burden  by  creating  effective  and 
useful  programs  to  implement  and  reinforce  his 
counseling  ...  an  all-important  part  of  the  art  of 
medicine. 

MM  I products  are  scientifically  designed  and 
clinically  tested  elements  of  therapy.  They  are 
developed  to  achieve  precise  objectives  for  specific 
problems,  types  of  patient,  and  literacy  levels. 


Whatever  the  desired  response,  MMI 
programs  are  tested  at  all  stages  of  development,  and 
undergo  rigorous  validation  tests  to  assure  that  they 
achieve  that  response.  All  elements  are  revised  and 
retested  as  often  as  necessary  to  meet  the  highest 
standards  of  effectiveness. 

MMI  elements  take  many  forms.  In  addition 
to  printed  works  in  both  conventional  and  programmed 
instruction  form,  they  also  include,  for  example, 
cartoon  books,  phonograph  records,  and  films. 

You  will  find  that  a greater  effectiveness 
in  transmitting  information  to  patients  gives  you  more 
time  to  individualize  treatment  and  to  build 
stronger  rapport. 

Who’s  behind  Media  Medica? 

A majority  of  the  Corporate  Board  of 
Directors  of  Media  Medica  responsible  for  policy  are 
prominent  in  medicine  and  medical  education. 


Medical  members  of  the  Board: 
Bernard  V.  Dryer,  M.D. 
John  R Hubbard,  M.D. 
Amos  N.  Johnson,  M.D. 
Edward  C.  Rosenow,  Jr.,  M.D. 
Keith  R Russell,  M.D. 
Harry  A.  Towsley,  M.D. 

^ MEDIA 
IF  MEDICA 
T INC. 
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chloride,  alone  and  in  combination  with  a 
tranquilizer  and  an  antidepressant. 

* * * 

The  Federal  government  is  planning  to 
launch  a five-year,  nationwide  program  of 
inoculation  against  rubella,  or  German  measles, 
as  soon  as  a vaccine  is  licensed  and  available  in 
sufficient  quantities.  It  is  expected  a vaccine 
will  be  available  by  next  fall. 

Two  drug  manufacturers  had  announced, 
before  March  1,  the  development  of  a vaccine. 
Two  others  were  developing  one.  Merck  & 
Co.,  Inc.,  Rahway,  New  Jersy,  was  the  first  to 
announce  completion  of  testing  of  such  a 
vaccine.  The  Merck  vaccine,  which  is  of  the 
HPV-77  strain,  was  reported  to  be  95  per  cent 
effective  in  the  vaccination  of  18,000  children 
and  adults.  Merck  also  has  been  testing  a 
one-shot  vaccine  against  German  measles, 
common  measles,  and  mumps. 

Pepi  Inc.,  New  York  City,  said  that  it  had 
developed  a modified  live  virus  vaccine,  also  of 
the  HPV-77  strain,  for  the  disease  and  that, 
after  being  licensed,  it  would  be  marketed  by 
Philips  Roxane  Laboratories  and  Parke,  Davis 
& Company.  Pepi  said  initial  production 
would  be  primarily  a single-dose  vaccine  for  use 
in  pediatric  practice,  but  that  later  production 
would  include  dosage  forms  suitable  for  govern- 
ment-sponsored, mass-vaccination  programs. 

The  other  two  companies  developing  a rubella 
vaccine  are  Smith  Kline  & French  Laboratories, 
Philadelphia,  Pennsylvania,  and  Eli  Lilly  and 
Company,  Indianapolis,  Indiana.  Eli  Lilly 
and  Company  has  been  developing  an  HPV-77 
strain.  Smith  Kline  & French  Laboratories  was 
working  on  a Cendehill  strain.  It  had  proved  to 
be  95  per  cent  effective  in  inoculations  of  more 
than  25,000  persons,  according  to  the  manufac- 
turer. Another  vaccine,  using  a rubella  strain 
RZ  27-3,  has  been  developed  at  the  University 
of  Pennsylvania. 

* * * 

Representative  Ancher  Nelsen  (Republican, 
Minnesota)  has  introduced  legislation  calling 
for  the  same  Federal  tax  treatment  for  profes- 
sional corporations  of  physicians  organized 
under  state  law  as  for  business  corporations. 
“We  are  overdue  in  acting  to  guarantee  this 
same  right  of  organization  to  professional 
persons  that  we  have  always  given  other  forms 
and  types  of  businesses,”  Nelsen  told  the  House. 
He  noted  that  the  Federal  government’s 
so-called  Kintner  regulations  issued  in  1960 
primarily  keyed  taxation  of  professional  corpora- 
tions to  state  law. 

“As  a result,”  he  said,  “many  states,  Minne- 
sota included,  passed  laws  enabling  incorpora- 
tion under  these  regulations.  Assuming  the  air 
was  cleared,  many  corporations  were  formed. 


However,  in  1965,  the  Internal  Revenue  Service 
issued  new  regulations  reversing  its  position, 
which  if  upheld,  make  it  almost  impossible  to 
create  a professional  corporation,  regard  leas  and 
in  spite  of  state  laws  permitting  the  same. 

“No  business  can  operate  without  some  basis 
of  continuity  of  the  ground  rules.  If  any  set  of 
rules  should  be  stable,  the  rules  governing  the 
basic  tax  classification  of  businesses  for  tax 
purposes  should  be  stable  and  not  subject  to 
administrative  whim.  Businesses,  almost  with- 
out exception  -except  for  the  professions  with 
which  this  bill  deals  are  now  allowed  to  decide 
whether  to  adopt  the  partnership,  association, 
or  corporate  form  under  applicable  state  laws. 
There  is  no  logical  reason  for  denying  this  choice 
to  persons  who  are  rendering  personal  services  in 
the  medical  or  legal  fields.  Fairness  and  equity 
in  application  of  the  Federal  income  tax  laws 
demands  that  all  businesses  be  treated  alike  in 
this  sense. 

“The  only  apparent  reason  for  the  1965 
amendments  to  the  regulations  was  to  prevent  a 
possible  reduction  in  Federal  revenues.  I am 
certainly  convinced  that  thus  is  not  an  adequate 
reason  for  ignoring  years  of  legal  precedent  and 
congressional  intent  in  this  field.  Furthermore, 
the  providing  of  health,  pension,  and  profit- 
sharing  plans  through  tax  incentives  under  the 
corporate  structure  is  a worthy  objective  and  a 
legitimate  use  of  the  tax  laws.  Indeed,  I am 
advised  that  any  possible  total  tax  revenue  loss 
will  be  minimal  when  it  is  realized  that  most 
profits  will  be  ultimately  taxable,  even  though 
such  taxation  might  be  immediately  deferred. 

“The  position  taken  by  the  Internal  Revenue 
Service  in  1965  is  untenable.  It  violates 
fairness,  equity,  reasonableness,  years  of  legal 
precedent,  and  the  intent  of  Congress  as  to  the 
tax  treatment  of  business  organizations  operat- 
ing legitimately  under  state  law.  I would  urge 
all  my  colleagues  to  support  hearings  and 
passage  of  this  needed  legislation  at  the  earliest 
possible  date.” 

* * * 

Senator  Clinton  Anderson  (Democrat,  New 
Mexico)  introduced  a bill  to  tie  Medicare  and 
Medicaid  payments  to  hospitals  and  nursing 
homes  to  local  Blue  Cross  Plan  allowances. 
The  bill  complements  a measure  introduced  by 
Senator  George  D.  Aiken,  (Republican,  Ver- 
mont) earlier  this  year  which  ties  physicians’ 
charges  to  Blue  Shield  Plan  schedules.  Aiken 
cosponsored  Anderson’s  bill.  Cosponsoring  both 
bills  are  Senator  Mike  Mansfield,  (Democrat, 
Montana)  and  Senator  Winston  L.  Prouty 
i Republican,  Vermont).  Anderson  cosponsored 
Aiken’s  bill. 

Anderson  also  said  he  supports  the  idea  of 
Senator  John  J.  Williams  (Republican,  Dela- 
ware) that  Congress  should  give  Medicare  and 
Medicaid  programs  a close  look,  perhaps  a full- 
dress  investigation. 
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Editorials 


Application  activity  and  MCAT  data  of  applicants  to  the 
class  of  1967-1968* 


More  applications  were  submitted  to 
U.S.  medical  schools  for  classes  entering  in 
1967  to  1968  than  in  any  previous  year,  in- 
cluding the  previous  high  of  1949  to  1950, 
with  its  unusually  large  number  of  World 
War  II  veteran  applicants.  Tbe  18,724 
individuals  submitting  these  93,332  appli- 
cations represented  an  increase  of  3 per 
cent  over  the  previous  year  and  a rise  of  30 
per  cent  over  1960  to  1961.  These  same 
applicants  also  applied  to  more  schools,  an 
average  of  5 per  individual,  as  compared 
with  4.8  for  the  1966  to  1967  class. 

For  1967  to  1968,  9,702  or  52  per  cent  of 
all  applicants  were  offered  admission  and 
all  but  385  of  those  offered  admission 
actually  enrolled.  These  385  were 
promptly  replaced  by  other  applicants  and 
all  available  openings  were  filled  as  usual. 
For  this  entering  class,  539  new  places  were 
made  available,  114  by  four  new  medical 
schools  (Arizona,  Brown,  Hawaii,  and 
Pennsylvania  State)  and  425  by  the  90 
previously  existing  schools. 

With  respect  to  the  immediate  future, 
continued  growth  in  medical  school  ap- 
plicants is  predicted  on  the  basis  of  (a)  the 
substantial  increase  in  the  age  group 
eligible  for  application  to  medical  school, 

* datagrams,  vol.  10,  November  5,  1968. 


( b ) the  rise  in  the  number  of  students  in 
undergraduate  science  programs,  and  (c) 
the  relatively  favorable  Selective  Service 
deferment  status  of  medical  students  as 
compared  with  other  graduate  students. 

Table  I presents  a summary  of  applica- 
tion activity  for  each  of  the  first-year 
medical  school  classes  from  1960  to  1961 
to  1967  to  1968.  The  number  of  first- 
year  places  in  1967  to  1968  rose  significantly 
for  the  second  consecutive  year  to  a total 
freshman  enrollment  of  9,473.  This  trend 
will  continue  with  the  opening  in  1968  to 
1969  of  five  additional  schools  (Connecticut, 
University  of  California  at  Davis,  Uni- 
versity of  California  at  San  Diego,  Uni- 
versity of  Texas  at  San  Antonio,  and 
Mount  Sinai)  plus  two  more  schools 
(Louisiana  State  at  Shreveport  and  the 
Medical  College  of  Ohio  at  Toledo)  which 
are  accepting  classes  for  1969  to  1970. 

As  shown  in  Table  II,  the  proportion  of 
1967  to  1968  applicants  taking  the  Medical 
College  Admission  Test  (MCAT)  and  their 
average  scores  are  quite  similar  to  those 
obtained  by  applicants  in  previous  years. 
Thus  the  quality  of  the  applicant  pool,  as 
measured  by  the  MCAT,  continues  to  re- 
main at  a high  level. 

Recent  MCAT  examinee  figures  also 
forecast  a continued  rise  in  the  number  of 


TABLE  I.  Summary  of  application  activity,  1960-61  through  1967-68 


First- 

Year 

Class 

Total 

Applicants 

Applications 

per 

Applicant 

Total 

Applicants 

Accepted 

Applicants 

New 

Entrants 

First  Year 
Enrollment 

Per  Cent 
of  Total 
Applicants 
ccepted 

1960-61 

14,397 

3.8 

54,662 

8,560 

8,069 

8,298 

59.5 

1961-62 

14,381 

3.7 

53,834 

8,682 

8,143 

8,391 

60.4 

1962-63 

15,847 

3.7 

59,054 

8,959 

8,394 

8,642 

56.5 

1963-64 

17,668 

4.0 

70,063 

9,063 

8,565 

8,842 

51.3 

1964-65 

19,168 

4.4 

84,571 

9,043 

8,587 

8,836 

47.2 

1965-66 

18,703 

4.7 

87,111 

9,012 

8,554 

8,760 

48.2 

1966-67 

18,250 

4.8 

87,627 

9,123 

8,775 

8,991 

50.0 

1967-68 

18,724 

5.0 

93,332 

9,702 

9,314 

9,473 

51.8 

* Includes  previously  enrolled  students.  Enrollment  for  1960—61  and  1961-62  based  on  AAMC-AMA  Liaison  Questionnaire 
data;  that  for  1962—63  and  thereafter  based  on  AAMC  Applicant  Study  data. 
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TABLE  II.  Mean  MCAT  scores  of  accepted,  rejected,  and  total  applicants  1962-1963  through  1967-1968 


First 

Year 

Class 

Verbal 

Ability 

Mean  MC 

Quantitative 

Ability 

AT  Scores 

General 

Information 

Science 

No. 

Taking 

MCAT 

Percentage 
of  Total 
Applicants 

Total 

Applicants 

Accepted  Applicants 

1962-63 

544 

537 

541 

545 

8,920 

99.6 

8,959 

1963-64 

537 

552* 

549 

545 

9,021 

99.5 

9,063 

1964-65 

540 

567* 

561 

556 

9,015 

99.7 

9,043 

1965-66 

541 

583 

565 

549 

8,983 

99.7 

9,012 

1966-67 

549 

585 

566 

550 

9,102 

99.8 

9,123 

1967-68 

554 

596 

566 

565 

9,676 

99.7 

9,702 

Rejected  Applicants 

1962-63 

475 

464 

485 

460 

6,515 

94.6 

6,888 

1963-64 

484 

476* 

501 

467 

8,247 

95.8 

8,605 

1964-65 

481 

492* 

509 

473 

9,802 

96.8 

10,125 

1965-66 

473 

502 

511 

466 

9,324 

96.2 

9,691 

1966-67 

488 

510 

516 

478 

8,788 

96.3 

9,127 

1967-68 

496 

514 

514 

485 

8,580 

95.1 

9,022 

Total  Applicants 

1962-63 

515 

506 

517 

509 

15,435 

97.4 

15,847 

1963-64 

511 

516* 

526 

508 

17,268 

97.7 

17,688 

1964-65 

509 

528* 

534 

513 

18,817 

98.2 

19,168 

1965-66 

507 

542 

538 

507 

18,307 

97.9 

18,703 

1966-67 

519 

548 

541 

515 

17,890 

98.0 

18,250 

1967-68 

527 

558 

542 

527 

18,256 

97.5 

18,724 

* Figure  has  been  adjusted.  See  Sedlacek,  W.  E.,  “The  Study  of  Applicants  1965-66,”  Journal  of  Medical  Education,  Vol.  42, 
No.  1,  January  1967,  pp.  28—45. 


applicants.  In  1966,  19,707  individuals 
took  the  MCAT;  and  a total  of  18,256 
individuals  with  MCAT  scores  applied  for 
admission  to  U.S.  medical  schools  for  the 
fall  of  1967,  the  number  of  examinees  rose 
to  22,288  which  suggests  that  approxi- 
mately 20,000  individuals  submitted  ap- 
plications for  the  1968  to  1969  entering 
class. 


It  is  expected  that  some  26,000  students 
will  take  the  MCAT  during  1968  and 
that  about  23,000  will  apply  for  the  1969 
to  1970  entering  class. 

The  projected  size  and  quality  of  the 
applicant  pool  give  added  emphasis  to  the 
recent  joint  statements  by  the  AAMC  and 
the  AM  A,  which  have  urged  the  continued 
expansion  of  medical  school  enrollments. 
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Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propanthe- 
line bromide)  is  supplied  as  tablets  of  15  mg., 
as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient’s  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or 
intravenously. 
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She  is  oPEm^tecL  She  is  67. 

When  she  needs  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 

Demelhylchlortetraeycliiie  HC1 300  rag  # “1 

and  Nystatin  500.000  units  *■  I 

CAPS! IE-SHAPED  TABLETS  Lederle  J J • 1 • U_  • 

To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  therr 
apy  — the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 


Effectiveness:  Because  its  antibacterial  component 


is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  (nay  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Myocardial  infarction,  the  ruthless 
killer,  has  the  highest  mortality  rate  of 
any  single  disease.1  Statistics  sometimes 
reaching  astronomic  figures  are  staggering, 
and  the  apalling  mortality  rate  has  forced 
the  medical  profession  to  take  more  active 
measures  to  bring  this  down.  The  fact 
that  about  7,000  to  10,000  people  sustain 
acute  myocardial  infarction  every  day  in 
the  United  States  alone  and  that  about 
1,500  people  succumb  to  it  daily  should 
suffice  to  force  the  physician  to  arms.1 

The  fact  that  arrhythmias  are  very  com- 
mon during  the  early  stages  of  acute  myo- 
cardial infarction -_s  and  add  significantly 
to  the  morbidity  and  mortality  rates4-  9-11 
has  been  well  established.  The  other  es- 
tablished fact  is  that  the  mortality  rate  is 
highest  during  the  first  seventy-two  hours 
after  acute  myocardial  infarction.2-6 

*At  present:  Medical  Resident,  Metropolitan  Hospital. 

New  York,  New  York  10029. 


Coronary  care  units  utilizing  continuous 
electrocardiographic  monitoring,  electrical 
methods  of  cardioversion,  and  so  on,  have 
contributed  considerably  in  bringing  the 
mortality  rate  down.  These  units  are 
paying  rich  dividends  since  some  of  the 
more  fatal  arrhythmias  cast  their  shadows 
before,  in  the  form  of  more  benign  ar- 
rhythmias, and  prompt  treatment  at  this 
stage  is  rewarding.  2 

Aims  of  study 

This  study  was  undertaken  to  determine 
whether  or  not  there  is  any  correlation 
between  the  incidence  of  arrhythmias  in 
the  initial  stages  of  acute  myocardial  in- 
farction and  enzyme  elevations.  This  as- 
pect has  not  been  investigated  so  far,  al- 
though extensive  studies  have  been  made 
regarding  the  incidence  of  arrhythmias  in 
acute  myocardial  infarction  and  their  rela- 
tion to  age,  sex,  site  of  infarction,  and  so 
on.3-10-11 

Materials  and  methods 

All  patients  admitted  to  Mercy  Hospital 
coronary  care  unit  between  July  18,  1966, 
and  April  18,  1967,  a period  of  nine  months, 
who  satisfied  the  criteria  for  acute  myo- 
cardial infarction,  were  included  in  the 
study.  These  criteria  were:  (1)  prolonged 
chest  pain  within  forty-eight  hours  of 
admission  to  the  coronary  care  unit;  (2) 
electrocardiographic  evidence  consisting  of 
abnormal  Q waves  or  acute  current  of 
injury,  such  as  S-T  segment  elevation  fol- 
lowed by  evolutionary  changes  of  T-wave 
inversion;  (3)  elevation  of  serum  glutamic 
oxaloacetic  transaminase  above  40  units  in 
the  absence  of  any  hepatic  congestion; 
(4)  confirmation  by  autopsy  wherein 
macro-  and  microscopic  changes  of  fresh 
myocardial  infarction  were  seen;  and  (5) 
Q waves  not  being  necessary  when  typical 
S-T  elevation  was  present.3-9 

Blood  was  drawn  from  these  patients  as 
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TABLE  I.  Incidence  of  infarction 


Category 

N umber 

Male 

F emale 

Total  number  of 
admissions 

266 

172 

94 

Total  number  of 
infarctions 

94 

63 

31 

Percentage  of 
incidence  of 
infarction 

35 

67 

33 

soon  as  they  were  admitted  for  the  purpose 
of  determining  enzyme  elevations,  the  en- 
zymes being  serum  glutamic  oxaloacetic 
transaminase,  lactic  dehydrogenase,  serum 
glutamic  pyruvic  transaminase,  and  iso- 
enzymes of  lactic  dehydrogenase  in  a few 
patients.  This  was  repeated  daily  for  a 
minimum  of  three  days. 

A regular,  conventional,  12-lead  electro- 
cardiogram was  done  on  admission  and 
repeated  daily  for  at  least  three  days. 
The  enzyme  determinations  and  electro- 
cardiograms were  repeated  as  necessary. 

All  these  patients  were  continuously 
monitored  by  electrocardiogram.  Serum 
glutamic  oxaloacetic  transaminase  was  se- 
lected, although  nonspecific,  since  different 
studies  have  shown  its  simplicity  of  de- 


termination and  its  reliability  in  the  lab- 
oratory diagnosis  of  acute  myocardial  in- 
farction,91213 in  the  absence  of  centrilobu- 
lar  necrosis  of  liver,14  and  when  other  more 
specific  enzymes  like  serum  alpha  hydroxy- 
butyrate  dehydrogenase,  creatine  phos- 
phokinase, 14-17  and  iso-enzymes  of  lactic 
dehydrogenase18  could  not  be  determined. 

The  peak  elevation  of  serum  glutamic 
oxaloacetic  transaminase  was  classified  into 
5 groups:  (1)  low,  below  50  units;  (2) 

moderately  low,  between  50  and  100  units; 
(3)  moderately  high,  between  100  and  300 
units;  (4)  high,  between  300  and  500  units; 
and  (5)  very  high,  above  500  units. 

Arrhythmias  were  classified  into  two 
groups,  major  and  minor.  The  major 
group  consisted  of  (1)  ventricular  tachy- 
cardia, ventricular  fibrillation,  multiple 
premature  ventricular  contractions  (more 
than  5 per  minute),  and  ventricular  bi- 
geminy  and  trigeminy;  (2)  atrial  fibrilla- 
tion, atrial  flutter,  and  atrial  tachycardia; 
(3)  nodal  rhythm  and  nodal  tachycardia; 
and  (4)  conduction  in  the  atrioventricular 
block  more  than  first  degree,  persistent 
sinus  bradycardia  or  sinus  tachycardia, 
and  left  bundle  block. 

The  minor  group  consisted  of  occasional 


FIGURE  1.  Age,  sex,  and  incidence  of  infarction  and  mortality  rates. 
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TABLE  II.  Over  all  incidence  of  arrhythmias  in 
94  infarctions 


Condition 

• Patients — 

Number  PerCent 

Arrhythmias 

Major 

53 

56 

Minor 

27 

29 

No  arrhythmias 

14 

15 

premature  ventricular  contractions,  pre- 
mature atrial  contractions,  transient  sinus 
bradycardia  or  sinus  tachycardia,  and 
first-degree  atrioventricular  block.  Infarc- 
tions were  classified  into  4 groups  accord- 
ing to  the  site  involved:  anteroseptal,  in- 
ferior, anterior,  and  other  (or  combined). 

Comment 

Out  of  the  266  patients  admitted  to  the 
coronary  care  unit  during  the  nine  months 
of  study,  94  satisfied  the  criteria  for  acute 
myocardial  infarction  and  were  included 
in  the  study.  This  constituted  an  acute 
myocardial  infarction  incidence  rate  of  35 
per  cent  of  the  patients  admitted  to  the 
coronary  care  unit  (Table  I).  The  young- 
est patient  was  thirty-four  years  old  and 
the  oldest  was  eighty-two  years,  the  av- 
erage being  fifty-nine  years. 

The  highest  incidence  of  infarction  was 
in  the  fifth  decade  in  the  male  and  the  sixth 
in  the  female  (Fig.  1).  The  male  to  female 
ratio  was  3 : 1 in  the  fourth  decade,  6 : 1 in 
the  fifth,  1 : 4 in  the  sixth,  and  1 : 1 in  the 
seventh  decade.  The  mortality  rate  was 
highest  in  the  seventh  decade  in  both 
sexes. 

The  patients  were  monitored  for  periods 
varying  from  six  hours  to  twenty-four 
days,  the  average  being  five  days  and  three 
hours,  or  one  hundred  twenty-three  hours. 

Eighty  patients  developed  various  ar- 
rhythmias, the  total  incidence  being 
85  per  cent  (Table  II).  Fifty-three  pa- 
tients (66  per  cent  of  all  arrhythmias)  had 
major  arrhythmias,  and  27  patients  (34 
per  cent  of  all  arrhythmias)  had  minor 
ones.  When  the  arrhythmias  were  cate- 
gorized into  major  and  minor  groups  and 
correlated  with  serum  glutamic  oxaloacetic 
transaminase  levels,  the  relationship  shown 
in  Table  III  was  obtained. 

Major  arrhythmias  were  seen  more 
often  in  patients  whose  peak  serum  glu- 


TABLE  III.  Over  all  incidence  of  arrhythmias 
versus  peak  serum  glutamic  oxaloacetic 
transaminase  levels 


Condition 

Num- 

ber 

of 

Patients 

Average 
Peak  Serum 
Glutamic 
Oxaloacetic 
Transami- 
nase Level 

Per  Cent 
Direct 
Relation 

Arrhythmias 

Major 

53 

157 

67 

Minor 

27 

62 

100 

No  arrhythmias  14 

73 

73 

tamic  oxaloacetic  transaminase  level  was 
between  100  and  300  units.  Minor  ar- 
rhythmias were  seen  mostly  in  patients 
with  less  than  100  units  of  serum  glutamic- 
oxaloacetic  transaminase.  The  group  with 
major  arrhythmias  had  an  average  peak 
serum  glutamic  oxaloacetic  transaminase 
level  of  157  units.  There  was  67  per  cent 
direct  correlation;  that  is,  67  per  cent  of 
the  patients  with  acute  myocardial  in- 
farction who  developed  major  arrhythmias 
in  the  initial  stages  of  acute  myocardial 
infarction  had  their  average  peak  serum 
glutamic  oxaloacetic  transaminase  levels 
between  100  and  300  units.  The  other 
33  per  cent  had  either  less  than  100  units 
of  serum  glutamic  oxaloacetic  transaminase 
or  higher  than  300  units.  The  group 
with  the  minor  arrhythmias  had  an  av- 
erage peak  serum  glutamic  oxaloacetic- 
transaminase  level  of  62  units,  and  the 
percentage  of  direct  correlation  was  100 
per  cent;  that  is,  all  the  patients  who  had 
minor  arrhythmias  during  the  initial  stages 
of  acute  myocardial  infarction  had  serum 
glutamic  oxaloacetic  transaminase  levels  be- 
low 100  units. 

The  group  which  did  not  have  any  ar- 
rhythmias had  an  average  peak  serum 
glutamic  oxaloacetic  transaminase  level  of 
73  units,  and  the  percentage  of  direct  cor- 
relation was  73  per  cent;  that  is,  only  73 
per  cent  of  the  patients  who  did  not  have 
any  arrhythmias  during  the  initial  stages 
of  acute  myocardial  infarction  had  peak 
serum  glutamic  oxaloacetic  transaminase 
levels  below  100  units.  The  other  27  per 
cent  had  serum  glutamic  oxaloacetic  trans- 
aminase levels  above  100  units. 

It  was  noted  that  patients  with  acute 
myocardial  infarction,  who  developed  com- 
plications like  shock,  hypotension,  pul- 
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FIGURE  2.  Incidence  of  major  arrhythmias  versus  peak  serum  glutamic  oxaloacetic  transaminase 
levels. 


monary  edema,  and  congestive  failure,  did 
not  develop  any  arrhythmias  as  long  as  the 
enzyme  levels  stayed  down.  It  was  also 
noted,  interestingly  enough,  that  patients 
with  very  high  enzyme  elevation  did  not 
have  any  arrhythmias  until  terminally. 
Three  cases  are  presented  to  substantiate 
the  observations  mentioned. 

Case  reports 

Case  1.  A forty-three-year-old  white  male 
was  admitted  to  the  coronary  care  unit  with 
history  of  chest  pain  six  hours  prior  to  admis- 
sion. The  electrocardiogram  showed  acute 
anterior  myocardial  infarction.  The  patient 
went  into  shock,  recovered  promptly  with 
treatment,  later  developed  congestive  failure, 
and  was  digitalized. 

The  peak  serum  glutamic  oxaloacetic  transam- 
inase level  was  79  units.  The  only  arrhythmia 
he  had  was  a few  premature  ventricular  con- 
tractions. He  is  now  doing  well,  six  months 
after  the  myocardial  infarction. 

Case  2.  A white  female  of  seventy-nine 
years  was  admitted  to  the  coronary  care  unit 
with  chest  pain  four  hours  prior  to  admission. 
The  electrocardiogram  showed  acute  anterior 
myocardial  infarction.  Her  peak  serum  glu- 
tamic oxaloacetic  tramsaminase  level  was  1,089 
units.  She  did  not  have  any  arrhythmias  while 
in  the  coronary  care  unit,  was  transferred  out 


of  the  unit  after  three  days,  and  was  found  dead 
in  bed  two  days  later.  Autopsy  revealed  mas- 
sive necrosis  of  the  left  ventricular  wall  from 
the  base  to  the  apex,  two-thirds  septum,  and 
lateral  wall. 

Case  3.  A fifty-five-year-old  white  female 
whose  electrocardiogram  showed  an  acute 
anteroseptal  infarction  had  a peak  serum 
glutamic  oxaloacetic  transminase  level  of  846 
units.  She  went  into  shock,  renal  shutdown,  and 
left  ventricular  failure  and  lived  for  three  days 
without  any  arrhythmias  until  finally  she  died 
of  ventricular  fibrillation. 

Comment.  A guess  can  be  hazarded  for  the 
latter  2 cases  to  the  effect  that  because  of  the 
massive  necrosis,  there  may  not  be  any  irritable 
focus  in  the  myocardium.  The  evidence  is  too 
flimsy  to  draw  any  definite  conclusions  at  this 
time.  An  interesting  study  in  experimental 
animals  has  shown  the  peak  serum  glutamic 
oxaloacetic  transaminase  levels  reached  in  acute 
myocardial  infarction  depend  on  the  amount  of 
myocardial  necrosis. 19  A direct  correlation  be- 
tween the  peak  level  of  serum  glutamic  oxaloace- 
tic transaminase  and  arrhythmias  was  noticed. 
Maximum  incidence  of  major  arrhythmias  was 
in  patients  who  had  moderate  high  serum 
glutamic  oxaloacetic  transaminase  elevation, 
that  is,  between  100  and  300  units.  Patients 
whose  peak  serum  glutamic  oxaloacetic  transam- 
inase elevation  was  below  100  units  had  either 
minor  arrhythmias  or  none  at  all. 

Figure  2 shows  the  correlation  between  the 
major  arrhythmias  and  the  peak  serum  glu- 
tamic oxaloacetic  transaminase  levels  in  various 
sites  of  myocardial  infarctions  and  in  both  sexes. 
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FIGURE  3.  Incidence  of  minor  arrhythmias  versus  peak  serum  glutamic  oxaloacetic  transaminase 
levels. 


Anteroseptal  infarction 

In  anteroseptal  infarction  in  the  male, 
out  of  the  7 patients  who  had  major  ar- 
rhythmias during  the  initial  stages  of 
myocardial  infarction,  4 had  peak  serum 
glutamic  oxaloacetic  transaminase  levels  be- 
tween 100  and  300  units,  the  percentage  of 
direct  correlation  being  67  per  cent.  The 
other  3 patients  had  serum  glutamic  oxalo- 
acetic transaminase  levels  either  below  100 
or  above  300  units.  In  anteroseptal  in- 
farction in  the  female,  9 patients  had  major 
arrhythmias,  and  all  of  them  had  peak 
serum  glutamic  oxaloacetic  transaminase 
levels  between  100  and  300  units,  making 
the  percentage  of  direct  correlation  100 
per  cent.  In  inferior  infarction  in  the  male, 
out  of  the  13  patients  who  had  major  ar- 
rhythmias, 11  had  serum  glutamic  oxaloace- 
tic transaminase  levels  between  100  and 
300  units,  and  the  percentage  of  direct  cor- 
relation was  85  per  cent.  The  poorest 
correlation  was  seen  in  inferior  infarction 
in  the  female,  where  in  4 of  the  patients 
who  had  major  arrhythmias,  only  1 had  a 
peak  serum  glutamic  oxaloacetic  trans- 
aminase level  between  100  and  300  units, 
and  hence  the  percentage  of  correlation 
was  only  25  per  cent.  The  best  percentage 
of  direct  correlation  was  seen  in  the 


anteroseptal  infarction  in  the  female,  in- 
ferior infarction  in  the  male,  and  anterior 
infarction  in  the  male. 

Figure  3 demonstrates  the  percentage  of 
direct  correlation  between  peak  serum 
glutamic  oxaloacetic  transaminase  levels 
and  minor  arrhythmias.  Most  of  the  pa- 
tients who  had  minor  arrhythmias  during 
the  initial  stages  of  acute  myocardial  infarc- 
tion had  peak  serum  glutamic  oxaloacetic 
transaminase  levels  of  less  than  100  units. 

In  anteroseptal  infarction  in  the  male,  all 
the  10  patients  who  had  minor  arrhythmias 
had  peak  serum  glutamic  oxaloacetic  trans- 
aminase levels  less  than  100  units,  and  the 
percentage  of  direct  correlation  was  100 
per  cent.  One  hundred  per  cent  direct 
correlation  was  seen  also  in  anteroseptal 
infarction  in  the  female,  inferior  infarction 
in  the  female,  and  anterior  infarction  in 
both  the  male  and  the  female.  More  than 
80  per  cent  direct  correlation  was  seen  in 
inferior  infarction  in  the  male  and  mixed 
infarction  in  the  male. 

Further  studies  may  be  helpful  in  de- 
termining the  optimum  duration  of  mon- 
itoring. Patients  with  moderately  high 
serum  glutamic  oxaloacetic  transaminase 
levels  may  have  to  be  monitored  longer 
than  the  others. 
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Enzyme  elevations  when  determined 
more  often  might  be  helpful  in  not  only 
assessing  the  patient  but  also  in  predicting 
the  arrhythmias.  It  may  also  be  helpful  in 
settling  a bed-priority  problem  in  the 
coronary  care  unit. 

Enzyme  elevation  determination  might 
achieve  prediction  value  and  help  to  save 
“the  hearts  that  are  too  good  to  die.” 

Summary 

Ninety-four  patients  with  acute  myo- 
cardial infarction  were  monitored  in  Mercy 
Hospital  coronary  care  unit  for  an  average 
of  one  hundred  twenty-three  hours. 
Eighty-five  per  cent  had  various  arrhyth- 
mias, 66  per  cent  of  which  were  major. 

A direct  correlation  between  peak  serum 
glutamic  oxaloacetic  transaminase  level  and 
arrhythmias  was  seen.  Maximum  in- 
cidence of  major  arrhythmias  was  seen  in 
patients  who  had  peak  serum  glutamic 
oxaloacetic  transaminase  levels  between  100 
and  300  units.  Most  of  the  patients  who 
had  minor  arrhythmias  had  peak  serum 
glutamic  oxaloacetic  transaminase  levels  be- 
low 100  units. 

Draper  Hall, 
1918  First  Avenue 
New  York,  New  York  10029 
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Clinical  use  of  the  circulation  time  has 
been  hampered  by  reliance  on  indicators 
providing  subjective  end  points.  Although 
such  end  points  are  reproducible  in  a given 
subject,12  it  has  been  established  that  there 
may  be  a significant  variation  between 
objectively  recorded  and  subjectively  re- 
ported results. 3,4 

Dees  et  al.  - have  compared  the  circulation 

* Supported  in  part  by  Public  Health  Service  Project 
Grant  CH  34-35  B65. 


time  as  obtained  with  magnesium  sulfate 
and  Evans  blue  dye  in  a group  of  normal 
individuals.  An  excellent  correlation  be- 
tween the  objective  and  subjective  technics 
was  established. 

In  the  course  of  a long-term  study  of 
chronic  heart  failure,  an  opportunity  was 
provided  to  extend  this  observation  to 
patients  with  heart  disease. 

It  is  the  purpose  of  this  report  to  compare 
the  subjective  end  point  produced  by 
magnesium  sulfate  with  the  simultaneously 
determined  objective  end  points  measured 
with  the  radioisotope  1 131  (iodine-131)  in  a 
group  of  patients  with  varying  degrees  of 
cardiac  decompensation. 

Method 

Circulation  time  measurements  were 
carried  out  as  part  of  a study  of  congestive 
heart  failure  in  the  clinic  population  of  a 
voluntary  hospital.  All  subjects  were  ex- 
amined supine,  fasting,  and  after  ten 
minutes  of  rest  on  a stretcher,  in  the  study 
room  of  the  radioisotope  laboratory. 

A mixture  of  IHSA  (human  serum 
albumin  iodinated  with  I131),  8 to  15 
microcuries,  and  2 ml.  of  20  per  cent 
magnesium  sulfate  was  injected  rapidly 
into  an  arm  vein  after  the  arm  had  been 
both  abducted  and  elevated  at  angles  of 
30  degrees  from  the  trunk.  The  basilic 
venous  system  was  characteristically  used. 
The  patients  were  free  of  any  upper-arm 
constriction,  and  the  tourniquet  was  left 
off  for  sixty  seconds  prior  to  injection. 

No  verbal  signal  of  the  injection  was 
made  to  avoid  exciting  the  patient  which 
has  frequently  been  noted  when  a “count- 
down” method  is  employed  by  the  physi- 
cian performing  the  injection.  All  time 
intervals  were  measured  from  a strip  chart 
recorder  running  at  6 inches  per  minute,  f 
An  assistant  marked  the  time  of  injection, 
which  was  always  completed  within  one 
second,  and  recorded  the  subjective  end 
point,  which  was  characteristically  sharp. 
Since  the  same  subjects  were  studied 
repeatedly,  the  end  point  became  well 
known  to  each  subject  during  the  course  of 
study. 

The  objective  end  points  were  recorded 
by  a standard  collimated  2-inch  sodium 

f Texas  Instrument  galvanometer  recorder,  Dallas,  Texas. 
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iodide  (T)  scintillation  crystal*  directed 
toward  the  angle  of  the  jaw  at  such  an 
angle  as  to  “view”  the  carotid  circulation 
and  the  base  of  the  tongue.4  The  output 
of  the  probe-ratemeter  system,  operated 
with  a time  constant  of  two  seconds,  was 
recorded  on  the  strip  chart  described. 
The  curve  of  rising  concentration  was 
subsequently  analyzed  for  the  time  interval 
between  injection  and  the  point  when  one 
half  of  the  peak  concentration  was  achieved. 
This  method  of  measuring  the  objective 
circulation  time  has  been  previously  re- 
ported to  provide  an  easily  measurable 
end  point  in  the  midportion  of  the  rising 
concentration,  when  build-up  intersects 
most  acutely  with  the  time  axis.4  5 The 
time  of  half-peak  concentration  has  the 
additional  advantage  of  agreeing  closely 
with  most  of  the  subjective  arm-to-tongue 
circulation  time  indicators,  thus  facilitating 
an  objective-subjective  comparison  of  the 
type  reported  in  this  study. 

Results 

Individual  circulation  time  studies,  224  in 
number,  were  carried  out  in  100  different 
subjects.  To  disclose  any  possible  differ- 
ences in  the  degree  of  correlation  in  rela- 
tively normal  and  in  clearly  abnormal 
studies,  the  statistical  correlations  were 
calculated  separately.  For  the  purpose  of 
this  analysis,  IHSA  circulation  times  under 
twenty  seconds  were  arbitrarily  considered 
normal  and  those  twenty  seconds  or  greater 
abnormal. 

Eighty-seven  individual  circulation  time 
measurements  were  made  in  which  the 
IHSA  time  was  less  than  twenty  seconds. 
The  mean  magnesium  sulfate  circulation 
time  was  16.7  seconds,  with  a range  of 
twelve  to  twenty-six  seconds.  The  com- 
parable mean  IHSA  circulation  time  simul- 
taneously determined  in  the  same  subjects 
was  16.4  seconds,  with  a range  from  ten  to 
twenty  seconds. 

The  magnesium  sulfate  circulation  time 
varied  from  four  seconds  less  to  eight 
seconds  longer  than  the  objectively  re- 
corded end  point.  The  mean  magnesium 
sulfate  circulation  time  was  0.3  second 
greater  than  the  mean  of  objective  IHSA 

* Nuclear-Chicago  Corp.,  Des  Plaines,  Illinois:  I)S  5 

probe,  132  B spectrometer,  and  1620  ratemeter. 
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FIGURE  1.  Correlation  of  magnesium  sulfate  and 
I HSA  circulation  times  (seconds). 

circulation  times.  Sixty-seven  per  cent  of 
the  magnesium  sulfate  times  were  within 
2.2  seconds,  or  13.8  per  cent,  of  the  IHSA 
circulation  times.  Figure  1 illustrates  this 
degree  of  correlation.  The  coefficient  of 
correlation  was  0.844,  calculated  for  circu- 
lation times  twenty  seconds  and  less  than 
twenty  seconds. 

In  137  measurements  in  which  IHSA 
circulation  time  was  twenty  seconds  or 
over,  a mean  magnesium  sulfate  time  of 
30.1  seconds,  (range  sixteen  to  fifty-six 
seconds)  was  recorded.  When  simultane- 
ous individual  measurements  were  com- 
pared with  each  other,  a standard  deviation 
of  4.6  seconds  was  found,  representing 
14.3  per  cent  of  the  mean  objective  circula- 
tion time.  The  coefficient  of  correlation 
was  0.56,  calculated  separately  for  objective 
circulation  times  of  over  twenty  seconds. 

Comment 

The  circulation  time  affords  a simple 
index  of  the  cardiac  output  and  the  central 
blood  volume.  Congestive  heart  failure 
is  characterized  by  a decrease  in  cardiac 
output  and  an  increase  in  the  “central” 
blood  volume,  f From  the  relationship 

“Central”  Blood  Volume 

Circulation  Time  ~ 

Cardiac  Output 

it  may  be  seen  that  a fall  in  cardiac  output, 
an  increase  in  central  blood  volume,  or 
both,  will  increase  the  circulation  time.6 
This  measurement,  therefore,  is  sensitive  to 

t A physiologic  rather  than  anatomic  compartment,  de- 
fined as  the  volume  of  blood  contained  between  the  venous 
injection  site  and  the  arterial-capillary  sensing  site,  including 
all  “temporally  equidistant”  blood  volumes. 
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either  or  both  of  the  most  clear-cut  hemo- 
dynamic changes  of  congestive  heart  fail- 
ure. Correctly  applied,  this  bedside  tech- 
nic may  provide  information  of  diagnostic7 
and  therapeutic*  value. 

Unfortunately,  clinical  study  of  the 
circulation  time  has  been  based  on  the  use 
of  subjective  end  point  indicators.  Varia- 
tion in  patient  threshold  has  introduced  a 
variable  of  noncardiac  origin,  widening  the 
range  of  normal  values,  and  thus  limiting 
the  resolution  of  the  method  to  aid  in 
discrimination  of  borderline  heart  failure, 
where  the  test  should  have  its  greatest 
clinical  significance.4 

The  current  investigation  uses  a well- 
evaluated  objective  method  as  the  standard 
and  defines  the  magnitude  of  the  non- 
hemodynamic  variable  when  magnesium 
sulfate  is  used  as  an  indicator.  The 
objective  or  true  circulation  time  may  he 
estimated  clinically  from  the  magnesium 
sulfate  end  point  with  a standard  deviation 
of  14  per  cent.  Thus  a measured  circula- 
tion time  of  twenty  seconds  may  be  con- 
sidered as  “20  ± 3 seconds,”  providing  a 
confidence  limit  of  established  dimension. 
This  variation  between  the  subjective  and 
objective  circulation  times  holds  through- 
out the  range  of  circulation  times  which 
were  encountered,  between  ten  and  fifty 
seconds.  End  points  greater  than  fifty 
seconds  probably  do  not  measure  a first 
transit  end  point  and  suggest  either  an 
error  in  technic  or  such  a failing  circulation 
that  the  test  is  not  a diagnostic  necessity. 

Side-effects.  Unlike  the  major  toxicity 
reported  with  other  indicators, 7,9,10  no 
significant  side-effects  have  been  reported 
for  magnesium  sulfate  in  the  doses  utilized 
for  measurement  of  the  circulation  time.11 
Our  experience  with  over  450  injections 
supports  this  observation.  Indeed,  three 
repeated  injections  within  five  minutes 
have  not  led  to  adverse  effects.  No  hypo- 
tensive episodes  were  recognized  in  this 
study,  although  others  have  noted  transient, 
asymptomatic  falls  in  blood  pressure. 11 
It  is  important  that  magnesium  sulfate  has 


no  reputation  for  anaphylaxis.  Most  of 
the  injections  made  in  this  study  were  in 
fully  digitalized  patients;  no  synergistic 
effects  were  seen. 

Summary 

Simultaneous  objective  and  subjective 
circulation  times  were  measured  on  224 
occasions  in  a group  of  100  patients  with 
varying  degrees  of  congestive  heart  failure. 
In  both  “normal”  and  “abnormal”  circula- 
tion times  the  subjective  circulation  time 
with  magnesium  sulfate  correlates  with  the 
IHSA  (human  serum  albumin  with  Iiai) 
end  point  with  a standard  deviation  of  14 
per  cent. 

Considering  the  major  toxicity  reported 
with  other  indicators  and  the  adequate  cor- 
relation between  magnesium  sulfate  circu- 
lation times  and  simultaneous  objectively 
measured  values,  magnesium  sulfate  would 
appear  to  be  acceptable  for  the  bedside 
study  of  the  circulation  time. 
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T he  introduction  of  the  anterior  ap- 
proach in  the  management  of  fracture  dis- 
locations of  the  cervical  spine  has  vastly 
improved  the  outlook  for  patients  with  this 
unfortunate  condition.  The  work  of  Smith 
and  Robinson1  and  Bailey  and  Badgley2 
first  drew  attention  to  the  applicability 
of  the  anterior  approach  in  cervical  frac- 
ture dislocation,  but  it  remained  for  Clo- 
ward3  to  popularize  the  concept.  The  de- 
velopment by  Cloward4  of  a standard  opera- 
tive approach  with  instruments  of  his  own 
design  has  been  the  most  significant  ad- 
vance in  the  treatment  of  this  condition 
since  the  introduction  of  skull  tongs  for 
skeletal  traction  by  Crutchfield  in  1933. 5 
Shortly  after  the  publication  of  Cloward’s 
work,  Verbiest6  of  Holland  described  an 
anterior  approach  with  the  use  of  combined 
bridge  onlay  and  inlay  grafts  secured  by 
wire  fixation  to  afford  fusion.  This  tech- 
nic has  not  gained  widespread  use  in  this 
country. 

In  the  following  series,  7 cases  of  acute 
fracture  dislocation  of  the  cervical  spine 
are  presented.  One  case  of  acute  central 
disk  herniation  without  fracture  disloca- 
tion is  included  because  of  the  similarity  in 


history,  physical  findings,  and  operative 
treatment. 

The  operative  technic  is  essentially  as 
described  by  Cloward  with  the  exception 
of  the  last  case  in  which  severe  fragmenta- 
tion required  the  near  total  removal  of  the 
fifth  cervical  vertebra  with  the  adjacent 
intervertebral  disks.  A discogram  was 
not  used  since  the  degree  and  location  of 
trauma  makes  it  obvious  where  the  lesion 
is.  Myelography  is  extremely  hazardous 
in  these  patients,  and  none  was  done  pre- 
operatively. 

All  patients  underwent  surgery  in  skeletal 
traction.  As  the  hole  is  being  drilled  be- 
tween the  vertebral  bodies,  the  skeletal 
traction  is  reduced  to  approximately  8 
pounds.  This  prevents  undue  stress  on  the 
spinal  cord  which  may  be  subject  to  stretch- 
ing or  disruption  in  patients  in  whom  there 
is  major  loss  of  bony  and  ligamentous  sup- 
port in  the  area  of  the  lesion. 

At  the  present  time,  patients  are  con- 
tinued in  skeletal  traction  postoperatively 
for  approximately  two  weeks  with  7 to 
8 pounds.  This  limits  the  patient’s  mo- 
tion and,  it  is  hoped,  will  prevent  angula- 
tion of  the  cervical  spine.  It  is  believed 
that  this  amount  of  traction  will  not  pre- 
dispose to  extrusion  of  the  bone  graft. 
Patients  are  permitted  out  of  bed  in  a 
four-poster  brace  which  is  worn  until  there 
is  evidence  of  bony  union,  usually  in  eight 
to  sixteen  weeks  The  brace  is  not  worn 
during  recumbency. 

Case  reports 

Case  1.  The  patient  was  operated  on  by 
the  author  during  his  residency.  This  forty- 
three-year-old  female  was  involved  in  an  auto- 
mobile accident  in  which  she  suffered  a frac- 
ture dislocation  of  the  sixth  cervical  vertebra 
on  the  seventh  cervical  vertebra  (Fig.  1A). 
The  neurologic  picture  was  essentially  a Brown- 
Sequard  syndrome  with  motor  weakness  on  the 
right  and  sensory  symptoms  on  the  left.  The 
right  lower  extremity  was  entirely  paralyzed. 
There  was  motion  in  the  right  hand,  but  the 
grip  was  extremely  feeble.  Crutchfield  tongs 
were  inserted,  and  a lumbar  puncture  revealed 
clear  fluid  with  normal  manometric  pressures. 

The  patient’s  neurologic  condition  remained 
essentially  static,  and  on  the  fourteenth  day 
post  trauma,  the  interspace  between  the  sixth 
and  seventh  cervical  vertebrae  was  explored 
through  an  anterior  approach.  On  exposing 
the  space,  massive  trauma  in  this  area  was  ob- 
served. The  intervertebral  disk  was  grossly 
disrupted,  and  loose  disk  fragments  were  easily 
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Figure  1.  Case  1.  (A)  Fracture  dislocation  of  sixth  cervical  vertebra  on  seventh  cervical  vertebra.  (B) 
Myelogram  shows  free  flow  of  dye.  (C)  Solid  fusion  demonstrated  four  years  postoperatively. 


removed  from  the  interspace.  The  posterior 
longitudinal  ligament  was  completely  disrupted 
and  could  not  be  identified.  The  cord  was 
pulseless,  and  in  the  right  lateral  gutter  there 
was  a large  piece  of  herniated  disk  wedged  firmly 
against  the  cord.  After  its  removal,  immediate 
pulsation  began  in  the  dura.  There  was  no 
dural  laceration,  and  the  dura  was  not  open. 
Intervertebral  body  fusion  was  performed  in 
the  usual  manner  with  bank  bone. 

Twenty-four  horn's  postoperatively,  the  ankle 
jerk  on  the  left  reappeared.  On  the  fifth  post- 
operative day,  there  was  improvement  in  motor 
function  of  the  right  upper  extremity.  By 
the  twentieth  postoperative  day,  the  patient 
still  had  a completely  paralyzed  right  foot  and  a 
severely  paretic  right  upper  extremity. 

Accordingly,  a cervical  myelogram  was  per- 
formed with  great  caution.  There  was  free 
flow  of  dye,  and  no  significant  abnormality  was 
encountered  (Fig.  IB).  On  the  twenty-fourth 
postoperative  day,  the  patient  exhibited  toe 
motion  in  all  the  toes  of  the  right  foot,  and  from 
that  point  on  she  showed  progressive  improve- 
ment in  the  function  of  the  extremities  of  the 
right  side.  On  discharge  from  the  hospital  on 
August  13,  1964,  the  patient  was  still  not  am- 
bulatory. 

She  was  followed  by  Thomas  Anderson, 
M.D.,  of  the  physical  therapy  department  and 
L.  W.  Hall,  M.D.,  of  the  orthopedic  depart- 
ment. When  last  seen  on  May  21,  1965,  the 
patient  exhibited  a considerable  degree  of  re- 
covery. A Brown-Sequard  syndrome  was  still 
present,  but  there  was  only  minor  weakness 
in  the  upper  extremity,  and  the  motor  deficit 
in  the  right  lower  extremity  was  limited  to  a 
foot  drop.  The  patient  was  able  to  walk  with  a 
cane  and  a foot-drop  brace.  She  was  self 
sufficient  in  her  own  care  and  was  able  to  per- 
form some  farm  chores.  A roentgenogram 
on  June  13,  1967,  showed  solid  fusion  in  the 
operative  area  (Fig.  1C). 

Comment.  This  patient’s  injury  exhibits 
the  typical  picture  of  a fracture  dislocation 
of  the  cervical  spine  as  the  result  of  a flexion 


injury.  The  prime  cause  of  the  neurologic 
deficit  was  secondary  to  the  ruptured 
intervertebral  disk.  This  was  a typical 
static  partial  lesion  and,  in  this  particular 
case,  a Brown-Sequard  syndrome.  In  re- 
trospect, the  patient  should  have  undergone 
surgery  as  soon  as  her  general  medical 
condition  permitted,  which  would  have 
been  on  the  ninth  day  after  injury  rather 
than  the  fourteenth. 

When  free  fragments  of  bone  are  not 
found  within  the  spinal  canal,  it  is  difficult 
to  assess  the  degree  which  fracture  dis- 
location of  the  bone  itself  plays  in  the  pro- 
duction of  neurologic  symptoms,  since  the 
patients  are  operated  on  in  skeletal  trac- 
tion with  satisfactory  alignment  of  the 
spine  already  established.  It  is  well  known 
that  some  patients  tolerate  chronic  sub- 
luxation without  neurologic  deficit,  whereas 
others  can  tolerate  virtually  no  impinge- 
ment on  the  spinal  canal.  Obviously,  the 
diameter  or  cross-sectional  area  of  the  canal 
is  of  critical  importance.  The  fact  that 
lumbar  puncture  showed  clear  fluid  without 
block  and  with  normal  protein  demon- 
strates that  this  procedure  has  very  limited 
value  as  a diagnostic  tool  and  indeed  may 
confuse  the  picture. 

Case  2.  This  sixty-six-year-old  violinist 
was  rendered  immediately  quadriplegic  in  an 
automobile  accident  on  November  8,  1964, 
in  which  his  sister  was  killed.  When  seen  in  the 
emergency  room  one  and  one-half  hours  after 
the  accident,  in  addition  to  complete  quadri- 
plegia,  there  was  a sensory  level  at  the  seventh 
cervical  vertebra.  X-ray  examination  showed 
a fracture  dislocation  of  the  fifth  cervical 
vertebra  on  the  sixth  cervical  vertebra  (Fig. 
2A).  Crutchfield  tongs  were  inserted,  and 
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within  twenty-four  hours,  the  patient’s  condi- 
tion improved.  He  was  able  to  lift  his  left 
leg  approximately  1 inch  off  the  bed  and  to  tense 
his  right  quadriceps.  There  was  faint  motion 
in  the  left  shoulder  girdle;  the  right  upper  ex- 
tremity remained  completely  paralyzed.  This 
condition  persisted  essentially  static  for  a period 
of  one  week. 

On  the  seventh  day  post  trauma  the  spinal 
cord  was  decompressed  at  the  level  of  the  fifth 
and  sixth  cervical  vertebrae.  The  anterior 
surface  of  the  vertebral  bodies  displayed  gross 
disruption  of  the  disk  space  between  the  fifth 
and  sixth  cervical  vertebrae.  The  standard 
half-inch  hole  was  drilled  at  the  interspace 
with  the  Cloward  instruments.  The  posterior 
longitudinal  ligament  was  identified  and  noted 
to  be  lacerated  in  several  places.  Bits  of  bone 
and  disk  were  driven  through  the  ligament  and 
against  the  dura.  The  fragments  were  removed, 
and  a careful  search  for  further  free  fragments 
was  made  but  none  was  found.  Traction  was 
gradually  increased  to  35  pounds,  and  the  bone 
graft  was  gently  tapped  into  place. 

Within  hours  of  the  operation,  the  patient 
was  able  to  move  his  right  hand,  and  the  other 
extremities  also  showed  significant  improve- 
ment. The  sensory  level  dropped  abruptly  from 
the  sixth  cervical  to  the  sixth  thoracic  vertebra. 
By  the  eighth  postoperative  day,  the  patient 
had  regained  almost  complete  control  of  his 
lower  extremities.  The  Foley  catheter  was 
removed,  and  he  was  able  to  void  spontaneously. 


The  strength  in  the  left  upper  extremity  im- 
proved to  its  pretraumatic  status.  The  patient 
was  now  able  to  make  a fist  with  the  right  hand 
and  was  ambulatory  on  the  tenth  postoperative 
day  in  an  orthopedic  collar.  Follow-up  roent- 
genograms showed  that  there  was  a 3-mm. 
subluxation  postoperatively,  and  accordingly 
the  patient  was  returned  to  complete  bed  rest 
for  a period  of  one  month.  At  the  end  of  that 
time  callus  formation  was  noted,  and  the  pa- 
tient was  again  ambulatory.  He  was  discharged 
three  months  later  to  the  Rehabilitation  Hos- 
pital at  West  Haverstraw,  New  York. 

By  December,  1966,  two  years  after  the  ac- 
cident, the  patient  was  entirely  self  sufficient. 
He  was  able  to  drive  his  own  car  and  had  re- 
turned to  work  as  a violinist.  Although  he  was 
unable  to  perform  professionally,  he  was  able 
to  continue  in  the  capacity  of  a teacher.  The 
patient  was  last  seen  on  May  11,  1968,  three  and 
a half  years  postoperatively.  He  was  able  to 
take  care  of  his  own  housekeeping.  The  pa- 
tient had  performed  professionally  in  outdoor 
concerts  in  Central  Park  in  the  summer  of 
1967. 

On  his  last  examination,  the  patient  had 
virtually  full  return  of  the  sensitivity  in  the 
finger  tips  of  both  hands.  There  was  no  limita- 
tion of  the  range  of  motion  in  the  neck.  The 
Collins  dynamometer  reading  was  140  in  the 
right  hand  and  120  in  the  left.  A repeat 
roentgenogram  of  the  cervical  spine  showed 
reversal  of  the  cervical  curve  (Fig.  2B).  There 
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FIGURE  3.  Case  4.  (A)  Roentgenogram  shows  decrease  in  disk  space  between  fifth  and  sixth  cervical 
vertebrae  without  evidence  of  fracture  dislocation.  (B)  Flexion  film  of  obvious  fracture  dislocation  at  fifth 
and  sixth  cervical  vertebrae.  (C)  Evidence  of  fusion  four  months  after  second  operation  for  extrusion  of 
bone  graft. 


was  faint  weakness  of  dorsiflexion  of  the  right 
foot.  However,  there  was  solid  fusion  with 
good  alignment. 

Comment.  The  mechanism  of  injury 
was  again  one  of  acute  flexion.  The  pri- 
mary cause  for  the  severe  cord  symptoms 
was  acute  disk  herniation.  Vigorous  treat- 
ment of  the  patient’s  severe  but  partial 
neurologic  deficit  returned  the  patient  to 
a useful  and  normal  life.  This  case  il- 
lustrates the  fact  that  these  patients  must 
be  permitted  to  ambulate  with  consider- 
able caution,  and  frequent  follow-up  roent- 
genograms should  be  taken.  Although  the 
patient  had  no  visible  bony  lesion  other 
than  that  which  was  described,  quite  likely 
there  was  significant  disruption  of  the 
spinal  ligamentous  attachments  which  con- 
tributed to  the  postoperative  subluxation. 

Case  3.  This  thirty-eight-year-old,  man, 
6 feet  6 inches  tall,  dove  head  first  into  a swim- 
ming pool  containing  3 feet  of  water  on  August 
8,  1965.  The  patient  struck  his  head  on  the 
concrete  bottom  and  was  rendered  immediately 
quadriplegic.  Within  thirty  minutes,  the 
quadriplegia  gradually  resolved.  By  the  time 
the  patient  was  admitted  to  the  hospital, 
he  was  moving  all  extremities.  The  neurologic 
picture  was  one  of  a partial  Brown-Sequard 
syndrome  with  the  level  at  the  fifth  cervical 
vertebra.  There  was  a profound  weakness 
of  the  right  upper  extremity  with  less  involve- 
ment of  the  leg.  The  extremities  on  the  left 
side  were  hypesthetic  to  pin  prick.  X-ray 
examination  disclosed  fracture  dislocation  of  the 
cervical  spine  at  the  sixth  and  seventh  cervical 
vertebrae.  The  patient  was  placed  in  Crutch- 
field tongs,  and  the  fracture  dislocation  was 
reduced. 

After  five  days  of  this  treatment,  the  patient 


failed  to  make  any  significant  improvement. 
On  the  fifth  hospital  day,  the  interspace  be- 
tween the  sixth  and  seventh  cervical  vertebrae 
was  explored  through  the  anterior  approach. 
There  was  a large  hematoma  in  the  longus  colli 
muscle  opposite  this  interspace  and  gross  frag- 
mentation of  bone.  There  was  a disk  frag- 
ment lying  anteriorly  which  was  easily  removed 
with  forceps.  The  posterior  longitudinal  liga- 
ment was  lacerated,  and  two  fragments  of  disk 
were  found  lying  against  the  dura  in  the  right 
lateral  gutter.  Removal  of  the  disk  was  fa- 
cilitated by  having  drilled  the  hole  to  the  right 
of  center.  The  nerve  route  was  visualized,  and 
careful  search  was  made  for  further  fragments. 
The  interspace  was  fused  in  the  usual  manner. 

Within  twenty-four  hours  of  surgery,  the 
patient  had  significant  increase  in  the  power 
of  the  right  handgrip.  The  last  examination 
was  on  February  13,  1967.  The  patient  was 
working  full  time  at  his  usual  job  which  in- 
volved loading  and  unloading  crates  in  a ware- 
house. The  Collins  dynamometer  reading  was 
180  on  the  right  and  250  on  the  left;  the  pa- 
tient was  right-handed.  There  were  mild 
residual  contractures  at  the  interphalangeal 
joints  and  moderate  atrophy  of  the  small  muscles 
of  the  right  hand.  The  patient  had  virtually 
full  extension  of  the  fingers. 

Comment.  This  again  is  a patient  with  a 
partial  neurologic  deficit  secondary  to 
acute  flexion  of  the  cervical  spine  with  disk 
herniation.  Recognition  of  the  Brown- 
Sequard  syndrome  foretold  that  the  disk 
fragments  were  most  likely  in  the  right 
lateral  gutter;  accordingly,  the  drill  hole 
was  placed  to  the  right. 

Case  4.  This  twenty-four-year-old  female 
suffered  a fracture  dislocation  of  the  fifth  and 
sixth  cervical  vertebrae  (Fig.  3A).  Films 
at  the  local  hospital  failed  to  reveal  fracture 
dislocation  on  the  routine  examination;  how- 
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ever,  subsequent  films  taken  in  flexion  and  ex- 
tension revealed  the  level  of  injury  (Fig.  3B). 

Examination  showed  a young  woman  in  acute 
distress  with  severe  neck  pain  and  paresthesia 
and  severe  weakness  in  both  upper  extremities. 
However,  there  was  no  evidence  of  involvement 
of  the  lower  extremities,  and  there  was  no 
sensory  level.  The  patient  was  able  to  void. 

She  was  placed  in  Crutchfield  tongs.  After 
six  days  of  skeletel  traction,  during  which  no 
significant  improvement  in  the  upper  extremi- 
ties occurred,  the  patient  was  taken  to  the  oper- 
ating room. 

The  interspace  between  the  fifth  and  sixth 
cervical  vertebrae  was  explored  through  the 
anterior  approach.  Complete  rupture  of  the 
disk  was  seen  at  this  level.  One  large  fragment, 
which  was  almost  the  size  of  the  tip  of  the  small 
finger,  pressed  against  the  dura.  The  offend- 
ing disk  fragments  were  removed,  and  the  opera- 
tion was  completed  in  the  usual  manner. 

Immediately  postoperatively  there  was 
marked  increase  in  power  of  both  upper  ex- 
tremities. The  patient  remained  in  skeletal 
traction  with  a 7-pound  weight  for  the  following 
three  weeks,  because  it  was  believed  that  there 
was  severe  instability  of  the  spine  with  as- 
sociated ligamentous  tears. 

One  month  postoperatively,  x-ray  examina- 
tion disclosed  extrusion  of  the  bone  plug. 
Therefore,  surgery  was  carried  out  again,  and 
the  same  bone  plug,  which  was  in  good  condi- 
tion, was  reinserted  and  countersunk  beneath 
the  levels  of  the  adjacent  vertebrae.  The  pa- 
tient spent  three  additional  weeks  at  bed  rest 
and  was  discharged  one  month  after  the  second 
operation. 

At  the  last  examination,  three  months  after 
hospital  discharge,  the  patient  was  fully  am- 
bulatory and  entirely  asymptomatic.  There 
was  no  evidence  of  motor  or  sensory  deficit. 
A roentgenogram  of  the  spine  showed  early 
fusion  (Fig.  3C). 

Comment.  Careful  review  of  the  original 
films  show  anterior  displacement  of  the 
fifth  cervical  vertebra  on  the  sixth  cervical 
vertebra  with  associated  narrowing  of 
the  interspace.  Films  taken  in  flexion 
and  extension  are  potentially  very  dan- 
gerous in  this  type  of  patient;  however, 
when  no  bony  injury  is  disclosed  and  symp- 
toms point  to  a fracture  dislocation, 
it  may  ultimately  be  more  dangerous  not  to 
take  these  films.  This  again  is  a flexion 
injury  and  is  very  graphically  displayed  by 
the  flexion  film.  This  case  demonstrates, 
as  in  the  other  7 cases  in  the  series,  that 
in  addition  to  its  effect  on  motor  symptoms, 
the  operation  produces  almost  immediate 
relief  of  the  severe  neck  pain. 

Case  5.  This  sixteen-year-old,  6-foot,  210- 
pound  boy  dove  into  a swimming  pool  with  less 
than  4 feet  of  water  and  struck  his  head  on  the 


FIGURE  4.  Case  6.  Patient  is  tipped  head  down. 
Arrow  marks  site  of  obstruction  at  fourth  and  fifth 
cervical  vertebrae. 


concrete  bottom  on  July  4,  1966.  The  patient 
was  immediately  paraplegic  and  severely  paretic 
in  both  upper  extremities.  There  was  a sen- 
sory level  at  the  first  thoracic  vertebra.  X-ray 
examination  revealed  a fracture  dislocation 
at  the  sixth  and  seventh  cervical  vertebrae. 
Crutchfield  tongs  were  inserted,  and  within 
twenty-four  hours  there  was  satisfactory  align- 
ment of  the  spine. 

During  the  next  four  days  there  was  no 
improvement;  therefore,  on  the  fourth  hospital 
day,  the  seventh  cervical  interspace  was  ex- 
plored through  an  anterior  approach.  The 
lower  half  of  the  sixth  cervical  vertebra  was 
lying  virtually  free  in  the  upper  portion  of  the 
interspace.  Several  large  fragments  of  disk 
had  ruptured  through  the  posterior  longitudinal 
ligament  and  were  lying  against  the  dura. 
These  were  easily  removed.  There  were  no 
bony  fragments  in  the  spinal  canal.  After  the 
disk  fragments  were  removed  from  the  anterior 
surface  of  the  dura,  a 0.5-cm.  longitudinal  lacera- 
tion was  seen  from  which  bloody  spinal  fluid 
issued.  This  laceration  was  enlarged  and  a 
limited  exploration  of  the  cord  performed. 
There  was  no  evidence  of  intradural  disk  frag- 
ments. There  was  moderate  bruising  but  no 
anatomic  disruption.  The  operation  was  corn- 
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pleted  in  (he  usual  manner  with  interbody 
fusion. 

Postoperatively,  there  was  no  improvement 
in  motor  function,  but  there  was  complete  re- 
lief of  previously  severe  pain  in  the  neck. 

The  patient  was  last  seen  on  November  14, 
1967.  At  that  time,  weak  to  fair  motion  had 
developed  in  all  muscle  groups  of  the  arms  and 
forearms.  There  was  some  faint  but  inef- 
fectual finger  movement  in  both  hands.  'The 
patient  remained  completely  paraplegic. 

Comment.  This  patient  was  functionally 
quadriplegic  before  surgery.  Although 
finger  motion  is  ineffectual,  improvement 
in  the  motor  status  of  the  arms  and  fore- 
arms make  this  patient  a candidate  for 
tendon  transplant  in  the  hands. 

Case  6.  This  fifty-one-year-old  male  was 
rendered  completely  quadriplegic  in  an  auto- 
mobile accident  on  October  9,  1966.  The  pa- 
tient complained  of  severe  pain  in  the  posterior 
cervical  area,  and  there  was  also  a compound 
fracture  of  the  left  ankle.  Approximately 
two  hours  after  the  injury,  the  patient  had  con- 
siderable return  of  power  in  both  lower  ex- 
tremities but  only  faint  and  feeble  return  of 
motion  to  the  upper  extremities.  Position 
and  vibration  sense  were  intact  throughout; 
however,  the  urinary  bladder  was  distended. 

Roentgenograms  of  the  cervical  spine  were 
noncontributory.  A lumbar  puncture  was 
performed  twenty-four  hours  post  trauma  and 
revealed  grossly  bloody  cerebrospinal  fluid 
without  evidence  of  block.  By  the  thirtieth 
day  after  injury,  the  patient’s  condition  was 
essentially  unchanged.  There  was  fair  motion 
in  the  lower  extremities.  The  Foley  catheter 
remained  in  the  bladder,  and  there  was  virtually 
a complete  brachial  diplegia.  Although  the 
patient  clinically  appeared  to  satisfy  the  cri- 
teria for  “the  syndrome  of  acute  central  cervical 
spinal  cord  injury,”  as  defined  by  Schneider,7 
it  was  still  suspected  that  he  might  be  harboring 
a ruptured  cervical  disk.  Therefore,  a myelo- 
gram was  performed  cautiously,  and  a persistent 
block  was  delineated  at  the  interspace  between 
the  fourth  and  fifth  cervical  vertebrae.  With 
the  patient  in  the  head  down  position  for  two 
minutes,  a small  amount  of  dye  finally  trickled 
along  the  lateral  margins  of  the  spinal  column 
and  passed  through  the  foramen  magnum  (Fig. 
4). 

On  the  thirty-first  day  post  trauma  the 
fourth  and  fifth  cervical  vertebral  area  was 
explored.  The  anterior  aspect  of  the  vertebral 
bodies  failed  to  disclose  any  abnormality. 
Midway  through  the  interspace  there  was  evi- 
dence of  disk  disruption.  Two  large  fragments 
were  removed  from  the  interspace;  and  when 
the  posterior  longitudinal  ligament  was  en- 
countered, a laceration  was  seen  through  which 
protruded  fragments  of  disk  pressing  against 
the  anterior  aspect  of  the  dura.  There  was 
no  laceration  of  the  dura.  The  operation  was 
completed  in  the  usual  manner.  Within  hours 


after  the  surgical  procedure,  the  patient  was 
able  to  lift  his  arms  off  the  bed. 

The  last  follow-up  report  was  through  the 
courtesy  of  Charlotte  Springer,  M.D.,  of  the 
Rehabilitation  Hospital  at  West  Haverstraw 
seven  months  after  the  injury  and  six  months 
after  surgery.  The  patient  was  able  to  make 
fists  with  both  hands  and  to  propel  his  own 
wheelchair.  His  upper  extremities  were  now 
stronger  than  the  lower  extremities;  however, 
he  was  still  significantly  quadriparetic.  The 
patient  was  able  to  shave  and  feed  himself  with 
the  aid  of  adaptive  equipment,  but  he  was  con- 
fined to  a wheelchair  existence. 

Comment.  This  patient  proves  that 
each  case  must  he  individually  and  com- 
pletely evaluated.  Experience  with  this 
patient  questions  the  validity  of  the  acute 
central  cervical  spinal  cord  syndrome. 
Unfortunately,  after  this  diagnosis  was 
made,  there  was  a delay  of  one  month  be- 
fore the  patient’s  true  pathologic  process 
was  uncovered.  It  may  be  inferred  that 
the  delay  in  performing  surgery  resulted  in 
an  outcome  which  was  far  from  optimal. 
It  was  recommended  that  all  patients 
suspected  of  having  this  syndrome  should 
be  subjected  to  early  myelography. 

Case  7.  This  seventeen-year-old  boy  was 
involved  in  an  automobile  accident  on  September 
18,  1966,  and  rendered  immediately  quadri- 
plegic. There  was  a sensory  level  at  the  fourth 
cervical  vertebra.  X-ray  examination  dis- 
closed a fracture  dislocation  at  the  fourth 
cervical  vertebra  (Fig.  5A).  After  three  days 
in  skeletal  traction,  there  was  no  improvement 
in  motor  function.  The  family  was  told  that 
it  was  unlikely  the  patient  would  ever  move  his 
extremities.  Both  the  patient  and  the  parents 
were  extremely  desirous  of  an  operative  ex- 
ploration. On  the  third  day  post  trauma,  the 
interspace  between  the  third  and  fourth  cervical 
vertebrae  was  explored  through  the  anterior 
approach.  The  primary  finding  at  surgery 
was  that  of  major  disk  rupture,  with  several 
large  fragments  compressing  the  anterior  aspect 
of  the  spinal  cord.  Although  there  was  evi- 
dence of  early  fusion  of  the  cervical  spine,  there 
was  no  change  in  motor  function  one  month 
later  on  transfer  to  the  West  Haverstraw  Re- 
habilitation Hospital  (Fig.  5B). 

The  patient  was  seen  in  follow-up  eight 
months  later  at  the  Castle  Point  Veterans  Ad- 
ministration Hospital.  There  was  considerable 
improvement  in  his  sensory  function.  The 
sensory  level  was  now  at  the  third  thoracic 
vertebra,  and  below  this  there  was  fair  apprecia- 
tion of  touch  and  position  sense  all  the  way  to 
the  toes.  He  had  rectal  sensation  on  defeca- 
tion. There  was  faint  flexion  and  extension 
at  both  elbows.  There  was  faint  finger  motion 
of  the  right  index  finger,  otherwise  there  was  no 
finger  motion  in  the  right  hand.  There  was 
fair  finger  motion  of  the  left  index  finger,  but 
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FIGURE  5.  Case  7.  (A)  Fracture  dislocation  at  third 
operative  site. 

the  rest  of  the  fingers  showed  no  motor  recovery. 
The  patient  could  bring  both  hands  up  to  his 
mouth.  Complete  motor  paralysis  in  both 
lower  extremities  persisted;  however,  there 
were  no  decubiti  and  no  respiratory  embarrass- 
ment in  the  recumbent  position. 

Comment.  The  decision  to  perform  sur- 
gery on  this  boy  with  complete  and  im- 
mediate quadriplegia  could  be  open  to 
considerable  criticism.  It  is  widely  ac- 
cepted that  a patient  with  sudden  and  com- 
plete traumatic  paraplegia  or  quadriplegia 
which  persists  longer  than  twenty-four 
hours  is  not  likely  to  regain  any  significant 
motor  function.  Nevertheless,  if  the  situa- 
tion with  this  desperate  group  of  patients 
is  to  be  improved,  selected  patients  should 
he  subjected  to  surgical  exploration  as  newer 
technics  become  available.  Although  the 
amount  of  recovery  in  this  patient  is 
minimal  to  be  sure,  he  is  by  no  means  com- 
pletely quadriplegic.  The  return  of  sen- 
sory function  has  been  a major  factor  in 
keeping  the  patient  free  of  decubiti.  This 
patient  can  now  bring  his  hands  to  his 
mouth;  and  although  he  lacks  the  sus- 
tained power  to  feed  himself,  it  is  hoped 
that  with  the  design  of  an  adaptive  device 
this  ability  may  ultimately  be  acquired. 


and  fourth  cervical  vertebrae.  (B)  Early  fusion  at 


Case  8.  This  sixteen-year-old  boy  was  ad- 
mitted to  the  hospital  for  the  treatment  of  ul- 
cerative colitis  when  he  jumped  from  the  foui’th 
floor  window  of  the  hospital.  The  patient  was 
immediately  quadriplegic  and  was  taken  to  the 
emergency  room.  He  was  over  6 feet  tall  and 
weighed  approximately  150  pounds.  There 
was  a sensory  level  at  the  seventh  cervical 
vertebra.  There  were  no  other  injuries. 

X-ray  examination  disclosed  fracture  dis- 
location at  the  fourth  and  fifth  cervical  vertebrae 
(Fig.  6).  It  was  believed  that  the  patient’s 
fracture  was  highly  unstable  and  that  spon- 
taneous fusion  might  not  occur.  It  was  also 
doubtful  that  the  patient  could  tolerate  a pro- 
longed course  in  Crutchfield  tongs. 

On  the  sixth  day  post  trauma,  surgery  was 
carried  out  through  the  anterior  approach. 
There  was  complete  disruption  of  the  fifth 
cervical  vertebra  with  major  herniation  of  the 
disks  between  both  fourth  and  fifth  and  fifth 
and  sixth  cervical  vertebrae.  Virtually,  the 
entire  fifth  cervical  vertebra  was  removed  be- 
cause of  severe  fragmentation.  After  this  was 
accomplished,  laceration  of  the  dura  was  ob- 
served at  the  level  of  the  fifth  and  sixth  cervical 
vertebrae,  and  the  disrupted  ends  of  the  cord 
were  seen  through  the  laceration.  The  stan- 
dard (Howard  fusion  could  not  be  used  in  this 
case.  Therefore,  with  the  help  of  Charles 
DeBold,  M.D.,  a long  strut  of  iliac  crest  bone 
was  used  for  fusion.  A groove  was  cut  in  the 
inferior  cortical  plate  of  the  fourth  cervical 
vertebra  and  one  in  the  superior  plate  of  the 
sixth  cervical  vertebra,  and  the  bone  graft 
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FIGURE  6.  Case  8.  (A)  Severe  comminution  and  posterior  displacement  of  fifth  cervical  vertebra.  (B) 
early  fusion  of  iliac  crest  strut  graft. 


was  gently  wedged  into  place  (Fig.  6).  Post- 
operatively,  there  was  no  change  in  the  patient’s 
neurologic  condition. 

Comment.  Patients  with  this  type  of 
lesion  still  carry  a dismal  prognosis.  Those 
patients  who  will  not  tolerate  prolonged 
skeletal  traction  or  in  whom  spontaneous 
fusion  appears  unlikely  are  candidates  for 
operative  fusion. 

In  1962,  Verbiest6  reported  on  the  first 
total  removal  of  the  vertebrae  secondary 
to  traumatic  disruption.  Although  re- 
ports in  which  complete  vertebral  bodies 
have  been  removed  are  few,  no  doubt  this 
has  been  performed  with  increasing  fre- 
quency since  the  anterior  approach  has 
been  popularized.  This  case  shows  that 
by  utilizing  the  anterior  approach,  vir- 
tually any  fracture  dislocation  of  the  cer- 
vical spine  can  be  fused  regardless  of  the 
degree  of  disruption  of  the  vertebral 
body.  Methyl-methacrylate  has  been  used 
for  vertebral  replacement  in  cases  of  tumor 
destroying  vertebral  bodies,  and  it  is 
possible  that  this  method  may  be  adaptable 
in  cases  in  which  the  body  is  traumatically 
destroyed.8 

Comments 

In  the  author’s  experience,  the  prime 
cause  of  spinal  cord  and  nerve  root  injury 


spine  and  rupture  of  the  posterior  longi- 
tudinal ligament.  Closed  therapeutic  ap- 
proaches, which  have  as  their  aim  realign- 
ment of  the  cervical  spine,  fail  to  appreciate 
that  the  herniated  disk  may  he  the  most 
important  offending  agent.  This  series 
demonstrates  that  the  significant  return 
of  neurologic  function  is  accomplished  not 
by  the  restoration  of  the  normal  alignment 
of  the  spine  but  by  the  extrication  of  the 
offending  ruptured  disk. 

The  superiority  of  the  anterior  approach 
to  laminectomy  in  view  of  the  dynamics  of 
the  lesion  is  obvious.  The  disk  rupture 
cannot  be  dealt  with  adequately  from  the 
posterior  approach,  and  the  danger  of 
further  injury  to  the  cord  is  increased.  In 
all  patients,  neck  pain  was  immediately 
relieved  postoperatively,  and  bony  fixation 
permitted  early  ambulation.  These  two 
features  are  not  possible  with  the  posterior 
approach.  The  work  of  Raynor  and  King- 
man,9  based  on  cadaver  dissections,  has 
shown  that  lateral  disk  ruptures  can  be 
well  handled  with  the  anterior  approach. 
Indeed,  they  have  demonstrated  that  by 
eccentrically  placing  the  drill  hole,  more 
nerve  root  is  visualized  than  by  the  stan- 
dard posterior  approach.  This  technic  is 
especially  useful  in  treating  a patient  with  a 
Brown-Sequard  syndrome  secondary  to 
fracture  dislocation.  Cloward4  has  demon- 
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strated  that  locked  facets  can  be  reduced  by 
introducing  an  instrument  into  the  inter- 
space once  the  disk  has  been  partially  re- 
moved. 

When  the  neural  arch  is  disrupted  and  a 
laminar  fracture  is  believed  to  be  the  prime 
factor  responsible  for  neurologic  deficit, 
the  posterior  approach  is  the  procedure  of 
choice.  It  would  seem,  however,  that  this 
occurs  far  less  than  the  flexion  injury  de- 
scribed previously. 

Occasionally,  both  injuries  may  occur 
in  the  same  patient.  A logical  approach 
in  such  circumstances  is  to  proceed  with 
the  anterior  approach  initially,  since  this 
method  also  stabilizes  the  spine  and  reduces 
the  possibility  of  further  cord  injury. 
After  a suitable  period  of  time,  myelog- 
raphy can  be  performed  cautiously  to 
determine  the  degree  of  impingement  of 
the  posterior  aspect  of  the  cord  by  bony 
fragments  if  any. 

127  Fulton  Avenue 
Poughkeepsie,  New  York  12603 


Cerebral  vascular  diseases 


Cerebral  vascular  diseases  are  a major  cause 
of  death  in  the  United  States,  ranking  third 
among  the  leading  causes,  and  accounting  for 
11  per  cent  of  the  deaths  from  all  causes  com- 
bined, according  to  the  Metropolitan  Life  In- 
surance Company. 

In  1965,  the  last  year  for  which  detailed 
official  figures  are  available,  more  than  200,000 
deaths  were  reported  as  caused  hy  vascular 
lesions  of  the  central  nervous  system,  with 
over  half  this  number  attributed  to  cerebral 
hemorrhage  and  about  a third  to  cerebral 
embolism  and  thrombosis. 

Deaths  from  cerebral  vascular  diseases  are 
concentrated  at  the  older  ages.  In  the  general 
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population  of  the  United  States  in  1965,  97 
per  cent  of  the  deaths  from  these  diseases 
occurred  at  ages  over  forty-five,  and  81  per 
cent  at  ages  over  sixty-five. 

In  the  general  population,  the  death  rate 
from  these  diseases  rose  from  45  per  100,000 
population  at  ages  forty-five  to  fifty-four  to 
430  at  ages  sixty-five  to  seventy-four. 

The  mortality  rate  from  cerebral  vascular 
diseases  is  considerably  higher  in  the  general 
population  than  among  Metropolitan  Life’s 
standard  ordinary  policyholders.  In  1965,  the 
age-adjusted  death  rate  in  the  general  popula- 
tion (73.1  per  100,000)  was  nearly  25  per  cent 
higher  than  among  these  policyholders  (58.7 
per  100,000).  Standard  ordinary  policyholders 
of  Metropolitan  Life  are  drawn  predominantly 
from  the  middle  class,  and  at  time  of  issue  of 
their  insurance,  are  ostensibly  in  good  health. 
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Pain  and  Swelling 
About  Eye 


Case  history 

Joseph  Martino,  M.D.*:  This  fifty- 

year-old  male  laborer  was  admitted  to  the 
hospital  with  pain,  swelling,  and  numb- 
ness around  the  left  eye  of  two  weeks’ 
duration.  This  progressed  until  he  was 
unable  to  open  the  eye.  He  was  seen  by 
his  private  physician  who  prescribed  oral 
penicillin  and  steroid  ophthalmic  drops. 
This  therapy  resulted  in  no  improvement. 
During  this  time,  the  patient  noticed 
increased  thirst  and  polyuria.  There  were 
no  fever  or  chills. 

Physical  examination  showed  diffuse 
pitting  edema  over  the  left  frontal  area. 
The  left  upper  eyelid  was  markedly  in- 
flamed, and  the  eye  was  swollen  shut. 
The  eye,  however,  was  visualized  with 
difficulty  and  appeared  normal.  The  nasal 
mucosa  was  pale  and  boggy  without  evi- 
dence of  free  pus.  The  remainder  of  the 
physical  examination  was  within  normal 
limits. 

Laboratory  data  showed  a hematocrit 
of  42  and  white  blood  cell  count  of  24,200 
per  cubic  millimeter  with  86  per  cent 
neutrophils.  Urinalysis  showed  4 plus 
sugar.  Acetone  was  present  in  the  urine. 
Fasting  blood  sugar  was  252  mg.  per 
100  ml. 

Two  days  following  admission,  a left 
frontal  sinus  trephine  was  performed,  and 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 


FIGURE  1.  Opacity  of  left  frontal  sinus  with  loss  of 
normal  mucoperiosteal  junction  along  upper  outer 
margin  of  sinus  (arrow). 


a left  frontal  pyocele  was  found.  Culture 
of  the  bone  fragments  yielded  no  growth. 

Frank  C.  Brownell,  M.D.f:  The 

films  available  for  review  are  from  two 
studies  of  the  paranasal  sinuses  done  ap- 
proximately twelve  days  apart.  The  initial 
examination  shows  the  right  frontal  sinus 
to  be  normal  while  the  left  frontal  sinus 
is  fairly  uniformly  opaque  (Fig.  1).  Some- 
times, differences  in  the  radiolucency  of 
the  frontal  sinuses  can  occur  because  the 
frontal  sinuses  are  asymmetrical  in  their 
anteroposterior  dimension.  The  lateral 
film  shows  that  this  is  not  the  case  in  this 

t Instructor,  Department  of  Radiology,  Upstate  Medical 
Center. 
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patient.  The  ethmoid  sinuses  appear  to 
be  more  dense  than  normal  bilaterally. 
A considerable  amount  of  mucosal  thick- 
ening is  seen  throughout  each  maxillary 
antrum.  The  sphenoid  sinus  appears  nor- 
mal. The  nasal  septum  is  deviated  to 
the  right. 

The  area  of  greatest  concern  is  the  left 
frontal  sinus.  The  mucoperiosteal  junc- 
tion is  lost  at  the  superolateral  margin  of 
the  sinus.  This  abnormality  raises  a 
definite  possibility  of  destruction  of  the 
frontal  bone  adjacent  to  the  upper  outer 
margin  of  the  left  frontal  sinus.  The 
mucoperiosteal  junctions  are  clearly  de- 
lineated throughout  the  right  frontal  sinus. 
It  is  also  evident  that  the  left  orbit  is  less 
radiable  than  the  right.  The  reason  for 
this  is  not  apparent  from  the  films. 

The  repeat  examination  made  twelve 
days  later  shows  evidence  of  the  drainage 
procedure  with  a plastic  tube  in  the  left 
frontal  sinus  (Fig.  2A).  Once  again  the 
left  orbit  appears  more  radiopaque  than 
the  right.  I also  have  the  impression  that 
there  are  many  margins  of  the  left  orbit 
that  are  very  poorly  defined.  It  is  also 
apparent  that  there  is  now  an  area  of 
rather  extensive  mottled  rarefaction  of 
the  left  frontal  bone  above  and  lateral  to 
the  left  frontal  sinus. 

I believe  that  the  thickened  mucous 
membrane  in  the  maxillary  antra  and  in 


the  ethmoid  sinuses  is  most  likely  the  result 
of  chronic  inflammatory  change  within 
the  sinuses.  On  the  first  examination, 
the  bone  destruction  at  the  superior  and 
lateral  margin  of  the  left  frontal  sinus 
might  be  due  to  carcinoma  or  to  osteo- 
myelitis. The  rapid  destruction  of  ad- 
jacent frontal  bone  in  the  subsequent 
twelve  days  certainly  makes  osteomyelitis 
by  far  the  most  likely  diagnosis  (Fig.  2B). 
Furthermore,  carcinoma  of  the  frontal 
sinuses  is  relatively  rare.  Probably  the 
increased  radiopacity  of  the  left  orbit  is 
due  to  edema  of  the  periorbital  soft  tissues, 
and  the  associated  hyperemia  may  have 
produced  some  relative  osteoporosis  to 
account  for  the  loss  of  sharp  definitions  of 
the  bony  margins  of  the  orbit. 

Dr.  Brownell’s  diagnosis 

Acute  Left  frontal  sinusitis  with  secondary 
acute  osteomyelitis  of  the  left  frontal  bone. 

Theodore  Perl,  M.D.*:  Acute 

frontal  osteomyelitis  is  a most  unusual 
entity  in  an  otherwise  healthy  individual. 
A recent  report  of  this  occurrence  sec- 
ondary to  mucormycosis  has  appeared  in 
the  radiologic  literature. 1 Since  this  was  a 
diabetic  patient  with  a fulminating  course, 

* Clinical  Associate  Professor.  Department  of  Radiology 
Upstate  Medical  Center. 


FIGURE  2.  (A)  Radiograph  twelve  days  later  shows  plastic  tube  (arrow)  draining  left  frontal  sinus.  There 
is  further  loss  of  mucoperiosteal  junction  along  entire  superior  margin  of  left  frontal  sinus.  Note  extensive 
bone  destruction  in  left  frontal  bone  (arrows).  (B)  Radiograph  in  somewhat  different  projection  again  shows 
area  of  extensive  frontal  bone  destruction  (arrows). 
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FIGURE  3.  Photomicrograph  shows  area  of  ne- 
crotic growth  with  large,  branching,  and  nonseptate 
hyphae  (arrow)  (X  285). 


both  common  associations  in  patients  with 
mucor  infections  of  the  paranasal  sinuses, 
I wonder  if  this  man’s  osteomyelitis  might 
not  have  been  secondary  to  this  fungus. 

Dr.  Martino:  Shortly  after  the  second 

sinus  examination,  the  patient’s  condition 
deteriorated,  and  surgical  intervention  was 
required.  Following  a left  carotid  angio- 
gram which  showed  no  evidence  of  epidural 
abscess,  surgery  was  undertaken  in  which 
a large  portion  of  the  left  frontal  bone  was 
resected. 


The  pathologic  diagnosis  was  chronic 
and  acute  sinusitis  with  phycomycotic 
osteomyelitis  of  the  left  frontal  bone. 


Comment 

E.  Robert  Heitzman,  M.D.f:  Re- 

view of  the  literature  reveals  a relatively 
large  number  of  articles  concerning  mucor- 
mycosis infection  of  cranial  facial  struc- 
tures.- 3 Although  saprophytic,  the  organ- 
isms may  gain  entry  through  the  nasal 
mucosa  in  situations  of  diabetic  acidosis  or 
extreme  debility.  Prolonged  antibiotic  or 
steroid  therapy  may  also  predispose  to 
infection  by  this  fungus.  The  clinical 
course  is  usually  acute  and  fulminating, 
but  early  recognition  of  the  true  nature  of 
the  process  can  lead  to  successful  treat- 
ment with  antifungal  agents  such  as 
amphotericin  B.'5  According  to  Green,1 
“Extension  beyond  these  facial  structures 
may  be  of  two  types,  both  rapidly  fatal: 
Fungal  invasion  of  multiple  small  arteries 
at  the  adjacent  under  surface  of  the  brain, 
or  fungal  invasion  of  the  carotid  arteries.” 

This  patient  treated  by  extensive  surgical 
resection  and  subsequently  by  ampho- 
tericin B recovered  from  his  disease.  This 
condition  should  be  considered  in  the  dif- 
ferential diagnosis  of  osteomyelitis  in- 
volving midline  facial  structures,  particu- 
larly in  the  diabetic  subject. 


Final  diagnosis 

Acute  and  chronic  left  frontal  sinusitis 
and  acute  osteomyelitis  left  frontal  bone 
secondary  to  mucormycosis. 


Pathologic  discussion 

Robert  Rohner,  M.D.*:  The  gross 

pathologic  specimen  consisted  of  several 
bony  fragments  and  bits  of  soft  tissue. 
Microscopically,  the  soft  tissue  showed 
sinus  membrane  with  acute  and  chronic 
inflammation.  Within  the  interstices  of 
the  bone  there  was  extensive  necrosis. 
Permeating  the  necrotic  areas  were  my- 
celian  forms,  the  hyphae  of  which  were 
large,  branching,  and  nonseptate  (Fig.  3). 
The  morphology  of  the  fungus  was  that 
of  a phycomycete. 

* Associate  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 
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Discussed  by  ERNEST  R.  ESAKOF,  M.D.,  and 
LAWRENCE  P.  SHEA,  M.D. 


Case  history 

Joseph  Kessler,  M.D.:  A twenty-five- 

year-old  Italian-born  accountant  was  ad- 
mitted to  Lenox  Hill  Hospital  for  the  first 
time  complaining  of  pleuritic  pain  of  the 
right  side  of  the  chest  of  three  weeks’ 
duration. 

The  patient  considered  himself  well  until 
the  chest  symptoms  developed  with  asso- 
ciated malaise,  moderate  fatigue,  and 
anorexia.  He  was  seen  by  his  personal 
physician  at  that  time,  and  a chest  roent- 
genogram was  reported  to  be  “negative” 
(Fig.  1).  He  was  placed  on  symptomatic 
treatment,  but  his  symptoms  persisted,  and 
he  began  to  complain  of  night  sweats  un- 
accompanied by  hemoptysis  or  significant 
weight  loss.  He  denied  having  had  any 
fever  or  chills  but  noted  that  he  was  more 
short  of  breath  than  usual.  A few  hours 
prior  to  admission  sharp  cramplike  pain 
developed  in  the  midabdomen  above  the 
umbilicus,  without  nausea  or  vomiting. 
There  was  no  prior  history  of  easy  bruising, 
bleeding,  or  chest  pain.  At  the  time  of 
admission  a routine  chest  roentgenogram 
taken  three  years  prior  to  admission  became 
available  for  comparison  study  and  showed 
entirely  normal  findings  (Fig.  2). 

The  past  history  revealed  no  known 
exposure  to  active  tuberculosis  and  no 
personal  or  family  history  of  diabetes 
mellitus,  hypertension,  asthma,  or  rheu- 
matic fever.  His  mother  died  of  breast 
carcinoma,  and  his  father  had  cirrhosis  of 


FIGURE  1.  Chest  x-ray  film  three  weeks  prior  to 
admission  with  enlarged  heart  in  transverse  di- 
ameter, elevated  right  side  of  diaphragm,  and 
blunted  right  costophrenic  angle. 


the  liver  and  died  of  a ruptured  spleen. 
There  was  no  history  of  foreign  travel, 
allergies,  or  close  exposure  to  pets,  and  no 
history  of  previous  surgery.  The  patient 
was  a nonsmoker  and  a social  drinker. 

He  was  a well-developed,  well-nourished, 
ill-appearing  young  white  male,  with  facial 
pallor,  in  no  acute  distress.  The  blood 
pressure  was  140  systolic  and  80  diastolic. 
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FIGURE  2.  Routine  normal  chest  x-ray  film  three 
years  prior  to  present  hospitalization. 


The  pulse  was  120  per  minute  and  regular, 
the  respirations  26  per  minute,  and  the 
rectal  temperature  100.2  F.  Examination 
of  the  head  and  neck  was  noncontributary 
except  for  rather  discrete,  soft,  nontender 
nodes  felt  in  the  right  supraclavicular  fossa 
and  left  side  of  the  neck.  Similar  small 
nodes  were  present  in  both  axillary  and 
inguinal  areas.  The  trachea  was  in  the 
midline,  and  the  neck  veins  were  flat. 
There  was  dullness  with  diminished  vocal 
fremitus  and  decreased  breath  sounds  over 
the  lower  two-thirds  of  the  right  lung. 
The  heart  rhythm  was  regular  with  no 
thrills  or  murmurs.  The  point  of  maximum 
impulse  was  in  the  fifth  intercostal  space  in 
the  midclavicular  line.  In  the  abdomen  a 
smooth,  nontender  liver  was  palpated  3 cm. 
below  the  right  costal  margin;  no  spleen 
or  kidney  could  be  identified.  The  rectal 
examination  revealed  no  abnormality. 
There  was  no  clubbing,  cyanosis,  or  edema 
of  the  extremities.  The  skin  was  absolutely 
clear,  and  the  neurologic  examination  find- 
ings were  within  normal  limits. 

The  hemoglobin  was  12.8  Gm.  per  100 
ml.  and  the  hematocrit  41.  The  white 
blood  cell  count  was  9,885  with  73  per  cent 
polymorphonuclear  neutrophils  of  which 
3 were  nonsegmented,  21  lymphocytes  (with 
3 Downey-type  cells),  4 monocytes,  and  2 
eosinophils.  The  erythrocyte  sedimenta- 
tion rate  was  68  mm.  per  hour,  and  the 


reticulocyte  count  was  0.6  per  cent.  The 
urinalysis  was  normal.  The  blood  urea 
nitrogen  was  11.5  mg.,  fasting  blood  sugar 
85  mg.,  and  uric  acid  4.1  mg.  per  100  ml. 
The  serum  sodium  was  135,  potassium  4.1, 
chloride  100,  and  bicarbonate  23.5  mEq. 
per  liter.  The  calcium  was  9.6  mg.  and 
phosphorus  3.6  mg.  per  100  ml.,  and  alka- 
line phosphatase  was  7.8  King-Armstrong 
units.  The  total  protein  was  6.7  Gm.  with 
3.6  Gm.  of  albumin  and  3.1  Gm.  of  globulin 
per  100  ml.  The  Venereal  Disease  Re- 
search Laboratory  titer  was  negative,  and 
t he  heterophil  titer  was  positive  in  a dilution 
of  1 : 14.  The  febrile  agglutinins  were  nega- 
tive and  the  cold  agglutinins  positive  in  a 
dilution  of  1 :4.  The  results  of  the  purified 
protein  derivative  intermediate  test  along 
with  blastomycin,  histoplasmin,  and  coccid- 
iodin  skin  tests,  and  the  histoplasmosis  latex 
test  were  all  negative.  Several  blood  cul- 
tures contained  no  growth,  and  random 
sputum  specimens  and  twenty-four-hour 
concentrates  had  no  acid-fast  bacilli  on 
staining  or  culture.  Test  results  for  lupus 
erythematosus  were  negative,  and  the  C 
reactive  protein  was  3 plus.  The  anti- 
streptolysin O titer  was  125  Todd  units. 

A liver  function  study  revealed  the 
prothrombin  time  to  be  fifteen  seconds  with 
a control  of  eleven  seconds,  the  serum 
glutamic  oxaloacetic  transaminase  15  units, 
the  serum  glutamic  pyruvic  transaminase 
21  units,  lactic  acid  dehydrogenase  600 
units,  cephalin  flocculation  plus  minus, 
thymol  turbidity  2 units,  and  total  bilirubin 
was  0.6  mg.  per  100  ml.  The  electro- 
cardiogram had  low  T waves  in  the  standard 
leads  and  right  axis  deviation  (Fig.  3). 
The  chest  roentgenogram  on  admission  re- 
vealed a large  amount  of  pleural  fluid  on 
the  right  side  (Fig.  4A).  There  was  an 
increased  density  shadow  at  the  inner  zone 
of  the  left  lung  which  partly  obscured  the 
lower  left  cardiac  border.  The  heart  ap- 
peared to  be  moderately  enlarged.  A flat 
film  of  the  abdomen  gave  normal  findings. 

A diagnostic  right  thoracentesis  was  per- 
formed on  the  second  hospital  day.  It 
contained  an  orange-colored  fluid  with  a 
specific  gravity  of  1.016,  a total  protein  of 
5.8  Gm.  and  glucose  of  21  mg.  per  100  ml., 
and  chlorides  of  113  mEq.  per  liter.  The 
Gram  stain  and  acid -fast  stain  results  were 
negative  as  were  routine  bacterial  and  acid- 
fast  cultures.  The  cell  block  and  millipore 
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FIGURE  3.  Initial  electrocardiogram  demonstrating  normal  sinus  rhythm,  low  T waves  in  standard  leads, 
and  right  axis  deviation. 

preparations  contained  some  lymphocytes.  No  malignant  tumor  cells  were  present, 

a few  mesothelial  cells,  and  histiocytes.  Three  days  later  the  clinical  examination 


FIGURE  4.  (A)  Admission  chest  film  with  massive  right  pleural  effusion  and  enlargement  of  sail-shaped 
density  obscuring  cardiac  shadow;  note  marked  internal  change.  (B)  Post-thoiacentesis  Bucky  chest 
teleoradiogram  demonstrating  infiltration  in  right  lower  lung  field. 
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FIGURE  5.  Tomographic  views.  (A)  Anterior  view  showing  scalloped  margin  of  mass.  (B)  Midplane  view 
showing  mediastinal  mass  projecting  at  least  2 cm.  beyond  left  ventricle. 


and  abdominal  flat  film  revealed  the  liver 
to  be  lower  in  position;  the  spleen  was  not 
enlarged.  An  intravenous  pyelogram  was 
normal.  The  patient  continued  to  be  short 
of  breath  with  tachycardia  persisting  even 
at  bed  rest.  His  low-grade  fever  remained. 
A therapeutic  right  thoracentesis  was  re- 
peated on  the  fourth  hospital  day  with  2,300 
cm.3  of  orange-colored  fluid  removed.  The 
chemical,  cytologic,  and  bacteriologic  exam- 
inations of  this  fluid  remained  unchanged. 
The  repeat  hemograms  contained  no  “Dow- 
ney cells”  or  other  abnormal  lymphocytes. 
An  esophagram  showed  normal  findings. 

The  post-thoracentesis  chest  film,  includ- 
ing Bucky  views,  showed  a considerable 
reduction  in  pleural  fluid  (Fig.  4B).  A 
moderate  amount  of  fluid  was  still  present 
at  the  right  base  of  the  lung  extending  along 
the  lateral  chest  wall.  The  outline  of  a 
highly  suggestive  nodular  lesion  in  the  right 
mid-  and  lower-lung  field  previously  ob- 
scured by  pleural  fluid  was  present.  The 
heart  remained  enlarged.  Tomograms  of 
the  left  side  of  the  chest  demonstrated  that 
the  lesion  was  lobulated,  homogeneous, 
and  anteriorly  located  (Fig.  5).  It  ap- 
peared to  extend  superiorly  to  the  medial 


mediastinal  area.  After  thoracentesis,  the 
patient  remained  dyspneic.  His  venous 
pressure  was  4.5  cm.  of  water  with  no  rise 
on  hepatic  pressure,  and  the  dehydrocholic 
acid  i Decholin)  circulation  time  was  ten 
seconds.  His  liver  remained  enlarged  about 
6 cm.  below  the  costal  margin.  Three  days 
after  thoracentesis,  dullness  persisted  at 
the  right  base  of  the  lung.  For  the  first 
time  pulsus  paradoxus  was  demonstrated 
with  a 10  to  15-mm.  Hg  drop  in  pressure  on 
inspiration  with  a decrease  in  pulse  volume. 
The  heart  sounds  were  muffled  and  the  neck 
veins  minimally  distended  when  the  patient 
was  recumbent.  On  his  eighth  hospital 
day,  under  operating  room  conditions,  a 
catheter  was  placed  in  the  right  pleural 
cavity,  and  3,000  cm.3  of  orange-colored 
fluid  were  removed.  The  patient’s  short- 
ness of  breath  was  still  not  relieved.  A 
pericardial  tap  was  next  performed  with 
removal  of  100  cm.3  of  yellow  fluid;  5 cm.3 
of  air  were  injected  into  the  pericardial  sac. 
The  surgeon’s  record  stated  “the  needle 
seemed  to  traverse  a thick  layer  of  tissue 
before  it  reached  the  pericardial  cavity.” 
The  cultures  (routine  and  acid-fast)  were 
negative,  and  there  were  no  abnormal  cells 
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FIGURE  6.  (A)  Chest  film  after  repeated  thoracenteses  and  after  instillation  of  air  into  pericardial  space. 
Thickness  of  mediastinal  mass  encasing  heart  is  better  defined.  (B)  Venous  angiogram  (early  phase) 
reidentifying  true  size  of  left  ventricle  and  tumor  mass. 


in  the  pericardial  fluid.  His  symptoms 
were  immediately  relieved  after  the  tap. 
The  post-tap  roentgenogram  revealed 
marked  thickening  of  the  pericardium 
measuring  2 cm.  along  the  visualized  left 
lateral  aspect  of  the  heart  (Fig.  6A). 

A venous  angiocardiogram  through  a 
catheter  placed  in  the  inferior  vena  cava 
via  the  right  femoral  vein  once  again  showed 
the  considerable  increase  in  the  distance 
between  the  outlined  portions  of  the  ven- 
tricle and  the  lateral  cardiac  margin  (Fig. 
6B).  There  was  an  increase  in  the  amount 
of  right  pleural  fluid  when  compared  with 
the  chest  film  taken  four  days  before.  The 
fluid  extended  to  the  apical  region  and  had 
a sharply  demarcated  medial  border.  There 
was  displacement  of  the  heart  and  major 
vessels  toward  the  left  side  by  the  pleural 
fluid.  A repeat  chest  film  six  days  later 
revealed  reaccumulation  of  the  fluid  at  the 
right  base  of  the  lung  with  considerable 
pleural  thickening  anteriorly,  posteriorly, 
and  laterally  (Fig.  7).  An  irregularly 
shaped  density  was  seen  in  the  right  mid- 
lung field.  The  heart  remained  enlarged, 
and  there  was  resorption  of  the  pericardial 
air  since  the  previous  study.  The  patient 
remained  mildly  dyspneic,  had  a low-grade 
temperature  (100  to  101  F.),  and  ran  a 
clinical  course  that  was  essentially  un- 


changed. An  operation  was  performed  on 
the  eighteenth  hospital  day. 

Discussion 

Ernest  R.  Esakof,  M.D.*:  In  review- 

ing the  protocol  of  the  patient  under  dis- 
cussion, it  is  quite  apparent  that  a severe 
and  rapidly  progressive  disease  had  de- 
veloped within  three  weeks  prior  to  admis- 
sion, although  the  number  of  complaints 
was  not  unusual.  Initially,  the  patient’s 
only  complaint  was  that  of  pain  on  the 
right  side  of  his  chest  and  a sensation  of 
feeling  out  of  sorts.  For  three  weeks  after 
seeing  his  local  physician,  increasing  dys- 
pnea, loss  of  weight,  and  low-grade  fever 
developed.  Significant  physical  findings  on 
admission  included  lymphadenopathy  in- 
volving the  left  side  of  the  neck,  both 
axillas,  and  inguinal  areas.  In  spite  of  the 
fact  that  lymphadenopathy  is  not  men- 
tioned again  in  the  protocol,  I believe  this 
to  be  an  important  finding,  and  it  will  be 
discussed  later. 1 The  patient  also  had 
physical  signs  consistent  with  a right 
pleural  effusion,  and  the  liver  was  palpable 
3 cm.  below  the  right  costal  margin.  In- 
deed the  question  arises  as  to  whether  the 

* Adjunct  in  Medicine,  Lenox  Hill  Hospital. 
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FIGURE  7.  Chest  x-ray  film  on  twelfth  hospital 
day  revealing  reaccumulation  of  pleural  fluid  with 
encapsulation.  Fibronodular  infiltration  in  right 
lower  lung  again  demonstrated. 

liver  was  truly  enlarged  or  whether  the 
pleural  effusion  had  depressed  the  right 
diaphragm,  causing  the  liver  to  be  palpable. 

It  is  quite  significant  that  the  patient 
had  very  little  in  the  way  of  abnormal 
hematologic  or  biochemical  findings. 

As  we  follow  this  patient’s  hospital 
course  it  is  noted  that  a right  thoracentesis 
was  performed  on  the  second  day.  The 
fluid  was  orange  in  color  and  was  apparently 
an  exudate.  Cytologic  study  of  this  fluid 
was  unremarkable.  The  patient  continued 
to  run  a low-grade  fever,  and  on  his  fourth 
day  a right  thoracentesis  was  repeated  for 
the  apparent  purpose  of  relieving  the 
patient’s  severe  dyspnea.  Once  again  the 
fluid  removed  was  carefully  examined  with 
entirely  negative  results.  Serial  roentgeno- 
grams revealed  that  the  right  pleural  effu- 
sion decreased.  Dyspnea  became  extreme, 
and  the  liver  was  further  enlarged.  A 
pulsus  paradoxus  developed  along  with 
clinical  and  radiologic  findings  consistent 
with  a pericardial  effusion.  Significantly, 
the  surgeon  performing  the  pericardiocente- 
sis traversed  a very  thick  layer  of  tissue 
before  reaching  the  pericardial  cavity. 
This  finding  is  very  significant  when  cor- 
related with  the  radiologic  findings.  Sub- 


sequently, additional  studies  were  carried 
out  to  delineate  further  the  abnormality 
that  existed.  Since  the  x-ray  films  are 
pertinent  for  discussion,  may  we  now  have 
them  demonstrated? 

Ekich  Eidknschenk,  M.D.:  The  ear- 

liest chest  film  available  was  taken  three 
years  before  admission  and  reveals  no 
abnormal  findings  (Fig.  2). 

Figure  1,  obtained  three  weeks  before 
admission,  shows  an  obvious  interval 
change  in  the  size  and  contour  of  the  heart. 
It  is  enlarged  in  the  transverse  diameter, 
and  there  is  smooth  rounding  of  its  right 
border,  extending  from  the  diaphragm  to 
the  level  of  the  aortic  arch.  The  left 
cardiac  border  is  straight  and  the  cardiac 
waist  obliterated.  The  aortic  knob  is  par- 
tially obscured.  The  configuration  of  the 
cardiac  shadow  is  not  that  usually  seen  in 
pericardial  effusion,  and  the  possibility  of 
a mediastinal  mass  is  suggested.  The  tra- 
chea is  in  the  midline.  Except  for  a small 
amount  of  peribronchial  infiltration  in  the 
medial  aspect  of  the  right  base,  the  lungs 
are  well  aerated  and  clear.  The  right  dia- 
phragm is  slightly  elevated,  and  there  is 
blunting  of  the  costophrenic  angle  by  a 
small  amount  of  fluid. 

On  admission  the  chest  roentgenogram 
shows  a dramatic  change  (Fig.  4A).  There 
is  a massive  effusion  in  the  right  side  of  the 
chest.  Furthermore,  there  is  a spectacular 
interval  enlargement  of  the  sail-shaped 
density  obscuring  the  cardiac  shadow. 
The  aortic  arch  is  completely  obliterated. 
The  left  border  of  this  mass  is  scalloped. 
The  trachea  remains  in  the  midline.  The 
visualized  portions  of  the  lungs  are  clear. 

A later  chest  film,  obtained  after  partial 
removal  of  the  effusion,  shows  an  area  of 
dense  infiltration  in  the  right  lower  lung 
field  previously  obscured  by  the  fluid  (Fig. 
4B).  There  are  no  other  changes. 

Subsequently,  tomographic  studies  were 
obtained.  They  show  that  the  mass  oc- 
cupies the  anterior  and  midmediastinum. 
A film,  taken  at  an  anterior  level  of  the 
chest,  quite  clearly  shows  the  scalloped 
margin  of  the  mass  lesion  (Fig.  5A). 

A tomographic  film,  obtained  from  the 
midplane  of  the  chest,  reveals  the  left 
border  of  the  heart  to  be  clearly  delineated 
from  the  mediastinal  mass,  which  is  seen 
to  project  beyond  the  left  ventricle  for  a 
distance  of  about  2 cm.  (Fig.  5B). 
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A chest  film  was  taken  a few  days  later 
following  repeated  thoracentesis  and  after 
a pericardial  tap  with  instillation  of  5 cm.3 
of  air  had  been  peiformed  (Fig.  6A).  It 
clearly  delineates  the  left  border  of  the 
heart  and  the  thickness  of  the  mediastinal 
mass.  The  dense  infiltration  previously 
demonstrated  is  no  longer  present,  but  there 
is  now  evidence  of  a streaky,  small,  nodular- 
appearing  infiltration  in  the  right  midlung 
and  base,  suggestive  of  pulmonary  involve- 
ment of  the  mediastinal  tumor  via  the 
lymphatic  channels.  The  right  border  of 
the  mediastinal  mass  is  now  clearly  seen 
and  has  a lobulated  appearance  similar  to 
that  on  the  left  side.  A venous  angiogram 
reidentifies  the  true  size  of  the  left  ventricle 
and  the  tumor  mass  surrounding  it  (Fig. 
6B). 

A film  taken  approximately  one  week 
later  shows  reaccumulation  of  fluid  at  the 
right  base  and  a sharply  delineated  density 
in  the  midlung  field,  representing  encapsu- 
lated fluid  (Fig.  7).  The  fibronodular  in- 
filtration in  the  right  lower  lung  is  again 
demonstrated,  and  there  is  now  evidence 
of  a lobulated  density  along  the  inferior 
aspect  of  the  lateral  chest  wall,  suggestive 
of  pleural  metastasis.  The  right  upper  and 
the  left  lung  remain  clear.  The  trachea  is 
in  the  midline.  The  air  in  the  pericardial 
sac  has  been  absorbed.  In  summary,  the 
radiographs  reveal  a rapidly  growing  neo- 
plasm situated  in  the  anterior  and  mid- 
mediastinum with  suggestive  right  pulmo- 
nary and  pleural  metastases  and  effusion. 

Dr.  Esakof:  From  the  history,  phys- 

ical examination,  and  x-ray  films  it  is  quite 
apparent  that  this  patient  had  a very 
rapidly  growing  process  within  the  chest, 
as  noted  on  these  films.  A very  significant 
finding  is  that  the  trachea  is  in  the  midline 
and  shows  no  evidence  of  lateral,  anterior, 
or  posterior  displacement.  This,  I believe, 
is  an  indication  that  the  patient  had  some 
fixation  of  the  mediastinum.  Usually,  when 
a benign  process  is  formed  in  association 
with  a large  pleural  effusion,  a contralateral 
mediastinal  shift  will  also  be  noted.  At 
this  point  it  is  also  worth  mentioning  again 
that  the  inferior  margin  of  the  liver  was 
well  below  the  right  costal  margin,  possibly 
displaced  by  fixation  of  the  mediastinum 
and  the  accumulation  of  fluid  in  the  right 
pleural  cavity.  This  fluid  contained  lym- 
phocytes, histiocytes,  and  mesothelial  cells. 


A tuberculous  effusion  most  commonly  is 
associated  with  a lymphocytic  pleocytosis.2 
The  negative  cytologic  studies  of  this  fluid 
do  not  exclude  the  possibility  of  a malignant 
condition.  The  roentgenograms  we  have 
seen  indicate  that  there  was  a rapidly  en- 
larging lobulated  mass  within  the  medias- 
tinum, apparently  arising  in  its  anterior  or 
central  portions.  The  mass  encroached  on 
the  pericardium  and  possibly  invaded  it 
directly.  Furthermore,  I believe  there  is 
some  evidence  in  the  roentgenograms  of  the 
right  lung  which  suggests  that  there  may 
well  have  been  lymphangitic  dissemination. 

Let  us  try  to  reconstruct  this  patient’s 
problem  up  to  the  point  of  surgery.  It  is 
apparent  that  a massive  tumor  arising  from 
the  anterior  mediastinum  was  present.  I 
do  not  propose  to  dissect  the  mediastinum 
anatomically  into  its  various  compartments 
but  will  discuss  those  conditions  that  could 
have  been  responsible  for  the  clinical  picture 
that  evolved,  restricting  attention  to  the 
anterior  mediastinum  It  will  also  not  be 
my  purpose  to  discuss  all  of  the  various 
tumors  of  the  anterior  mediastinum  that  are 
found. 3 Dermoid  cysts,  lipomas,  and  other 
benign  tumors  obviously  can  arise  in  the 
anterior  mediastinum,  but  I do  not  believe 
they  could  possibly  have  caused  this 
patient’s  symptom  complex.  It  should  al- 
ways be  mentioned  that  benign  tumors  of 
the  anterior  mediastinum  can  become 
malignant.  The  most  common  benign  an- 
terior mediastinal  tumors  in  order  of  fre- 
quency are  the  interthoracic  goiters,  thy- 
momas, dermoids,  teratomas,  and  peri- 
cardial cysts.  Bronchia]  cysts  and  lym- 
phoid tumors  are  usually  situated  centrally. 
I would  like  to  emphasize  that  when  a 
tumor  becomes  enlarged  in  this  area,  it  is 
sometimes  difficult  to  be  certain  whether 
it  arises  from  central  lymph  nodes  or  from 
the  anterior  mediastinum. 

Keeping  this  in  mind,  what  type  of 
tumor  could  progress  so  rapidly  in  a three- 
week  period,  involve  the  anterior  medi- 
astinum, obstruct  the  lymphatic  system, 
cause  a significant  pleural  effusion  of  the 
type  described,  grossly  involve  the  peri- 
cardium, and  probably  produce  far  more 
disease  than  we  can  detect  clinically  on  the 
x-ray  film?  I do  not  believe  we  are  dealing 
with  a substernal  aberrant  thyroid  car- 
cinoma. It  is  certainly  far  too  massive. 
While  suhsternal  thyroid  carcinoma  not 
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infrequently  causes  dyspnea,  it  is  almost 
invariably  due  to  tracheal  compression. 
Our  patient  was  extremely  dyspneic,  but 
physical  signs  of  tracheal  compression  were 
notably  absent. 

Could  this  patient  have  had  a malignant 
thymoma?  The  anterior  mediastinal  loca- 
tion is  certainly  typical.  This  patient  did 
not  manifest  any  symptoms  of  myasthenia 
gravis  which  is  commonly  associated  with  a 
malignant  thymoma.  Perry  and  Sellers' 
in  1963.  discussing  50  surgically  removed 
thymic  tumors,  found  16  of  them  had  been 
associated  with  myasthenia  gravis.  Of 
these,  they  considered  half  malignant  of 
the  epidermoid  type  and  half  benign  of  the 
lymphoepithelioma  type.  Of  the  remain- 
ing 34  not  associated  with  myasthenia 
gravis,  23  were  malignant.  These  tumors 
may  he  solid  or  cystic;  they  may  be  en- 
capsulated or  extremely  invasive,  soft,  and 
may  even  have  scattered  calcific  areas. 
These  calcific  areas  in  no  way  attest  in- 
nocence nor  does  the  possession  of  a capsule. 
The  description  of  the  tumors  indicates  they 
have  dense  fibrous  reaction  in  the  adjacent 
tissues  and  are  apt  to  erupt  through  to 
invade  neighboring  structures.  While  local 
invasion  may  be  rapid  and  severe,  me- 
tastases  are  infrequent.  When  metastases 
do  occur,  regional  lymph  nodes  in  the 
mediastinum  or  the  neck  are  most  fre- 
quently involved.  Distant  hematogenic 
metastases  are  uncommon.  The  statement 
that  thymomas  never  metastasize  is  not 
true.  Secondary  implants  are  found  on 
the  pleural  surfaces  or  reappear  after  resec- 
tion of  the  primary  growth.  Pleura,  lung, 
and  pericardium  may  be  invaded;  the 
great  veins  are  often  obstructed,  and  blood- 
stained pleural  effusions  are  not  uncommon. 
Eosinophilia  may  also  be  associated.  As 
I mentioned  before,  a significant  proportion 
of  cases  are  associated  with  myasthenia 
gravis.  When  this  association  does  occur, 
the  disease  is  likely  to  be  severe,  rapidly 
progressive,  and  not  responsive  to  any 
form  of  treatment.  Thymomas  may  he 
discovered  on  routine  radiography  or  be- 
cause of  the  development  of  mild  obstruc- 
tive symptoms.  Our  patient  may  have 
had  a thymoma,  but  the  fulminating  clinical 
course  makes  this  possibility  unlikely. 

I would  like  to  discuss  another  type  of 
tumor  which  could  have  produced  this 
clinical  and  radiologic  picture.  I refer  to 


a mesothelioma  and,  more  specifically,  to  a 
malignant  mesothelioma.  Malignant  meso- 
theliomas, either  epithelial  or  fibrosarco- 
matous  in  type,  can  be  discussed  as  a single 
group.  In  a review  of  37  cases  by  Ratzer, 
Pool,  and  Melamed, 1 22  patients  had  chest 
pain  as  their  initial  complaint.  Moreover, 
28  patients  of  this  group  had  chest  pain  as 
an  important  complaint  some  time  during 
the  course  of  their  illness.  The  pain  varied 
from  a dull  twinge  to  severe  ache  and  was 
located  on  the  side  of  the  tumor  mass. 
Ancillary  symptoms  most  frequently  en- 
countered in  this  disease  included  fatigue, 
anorexia,  malaise,  tightness  in  the  chest, 
weight  loss,  palpations,  night  sweats,  chills, 
frequent  colds,  asthmatic-type  attacks, 
sinusitis,  and  hoarseness.  Initially,  2 pa- 
tients had  spontaneous  pneumothorax. 
The  physical  findings  with  malignant  meso- 
thelioma vary  with  the  stage  of  the  disease. 
When  first  seen,  most  of  the  patients  had 
evidence  of  a pleural  effusion  of  the  involved 
hemithorax.  As  the  tumor  increased  in 
size,  signs  of  local  chest  involvement  be- 
came more  marked,  with  bulging  of  the 
intercostal  spaces  not  uncommon.  The 
local  tumor  growth  also  caused  depression 
of  the  diaphragm  and  displacement  of  the 
liver  or  the  spleen,  giving  an  impression  of 
hepatomegaly  or  splenomegaly.  Conges- 
tion and  edema  developed  late  in  the  course 
of  the  disease,  and  in  a few  patients  there 
was  swelling  of  the  upper  and  lower  ex- 
tremities due  to  compression  and  obstruc- 
tion of  the  superior  vena  cava,  inferior  vena 
cava,  or  both.  Supraclavicular  and  axillary 
lymph  node  enlargement,  subcutaneous 
nodules,  and  bone  tenderness,  all  secondary 
to  metastases,  were  present  in  several 
patients  late  in  their  illness.  Pleural  effu- 
sion was  discovered  initially  in  all  but  1 of 
the  patients  with  epithelial  mesothelioma, 
and  in  that  single  exception  pleural  nod- 
ules were  described,  but  unfortunately  the 
x-ray  films  were  no  longer  available  when 
these  cases  were  reviewed.  Pleural  effu- 
sions developed  in  12  of  15  patients  with 
fibrosarcomatous  mesotheliomas  at  some 
time  during  their  illness.  Pleural  fluid  in 
these  cases  is  either  serous  or  serosanguine- 
ous;  in  some  cases  it  is  frankly  bloody. 
The  vast  majority  of  all  cases  have  positive 
results  on  cytologic  study.  Mesotheliomas 
have  been  specifically  diagnosed  via  cyto- 
logic study  of  pleural  effusion  by  Koss.6 
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The  result  of  a cytologic  study  of  the 
sputum  in  these  cases  is  invariably  nega- 
tive. I believe  that  many  of  the  findings 
in  our  case  could  be  ascribed  to  a malignant 
mesothelioma.  However,  there  are  two 
major  points  in  our  case  that  speak  against 
malignant  mesothelioma  as  a diagnosis: 
the  rapid  rate  of  growth  which  is  unusual 
and  the  negative  cytologic  studies. 

At  this  point  I would  like  to  discuss 
another  possible  cause  of  our  patient’s 
problem,  namely,  the  lymphomas.  Within 
this  group  we  have  Hodgkin’s  disease, 
lymphosarcoma,  and  reticulum  cell  sar- 
coma. I am  sure  Hodgkin’s  disease  is  far 
the  commonest  tumor  we  see  today  that 
could  cause  this  clinical  picture.7  How- 
ever, I do  not  wish  to  discuss  any  of  these 
tumor  groups  individually,  since  I believe 
any  of  the  three  could  be  quite  correct. 
The  tumor  arises  from  within  the  anterior 
mediastinum  and  is  grossly  lobulated. 
There  appears  to  be  early  lymphangitic 
involvement  of  the  lungs  which  may  be 
retrograde.  This  tumor  had  a very  rapid 
development  and  was  markedly  progressive 
in  the  three  weeks  prior  to  admission  and 
in  the  eighteen-day  period  of  hospitaliza- 
tion. The  patient,  twenty-five  years  of 
age,  is  young,  and  he  had  a low-grade  fever. 
He  also  had  night  sweats  and  anorexia. 
These  are  consistent  with  the  diagnosis  of 
lymphoma.  Those  of  you  who  are  familiar 
with  this  problem,  I am  sure,  have  seen 
many  cases  with  massive  anterior  medias- 
tinal involvement.  While  it  is  not  unusual 
to  find  some  involvement  of  the  peri- 
cardium at  autopsy,  prominent  pericardial 
invasion  is  somewhat  unusual  in  lymphoma. 
When  it  does  occur,  it  is  more  common  in 
lymphosarcoma.  These  tumors  can  be 
bulky  and  do  grow  rapidly.  Hodgkin’s 
disease  and  lymphosarcoma  can  cause 
prominent  pleural  effusion.  With  pleural 
effusion  due  to  lymphomas  it  has  been 
noted  that  cytologic  study  generally  pro- 
duces positive  results  in  75  per  cent  of 
cases.8  It  should  be  noted  that  lymphoid 
tissue  is  abundant  about  the  bronchial 
tubes,  at  the  point  of  branching  of  the 
bronchi  between  the  cartilages,  and  also  in 
the  muscular  coats  of  the  bronchial  walls. 
It  is  not  unusual  for  the  lung  to  become 
secondarily  involved  in  lymphoma,  which 
is  a mediastinal  disease  primarily.  There 
is  great  question  as  to  whether  or  not 


primary  lymphomas  originate  within  the 
lung.  In  1941  Vieta  and  Craver9  reviewed 
335  cases  personally  observed;  not  one  of 
these  cases  definitely  started  in  lung 
parenchyma.  Of  51  cases  autopsied,  74 
per  cent  had  involvement  of  mediastinal 
lymph  nodes.  There  was  parenchymal  in- 
volvement in  47  per  cent  of  the  cases,  and 
29  per  cent  had  pleural  involvement. 
There  were  no  observed  cases  in  which  the 
pleura  was  initially  involved. 

I believe  our  patient  had  a lymphoma. 
It  is  very  difficult  to  determine  whether 
he  was  suffering  from  lymphosarcoma  or 
Hodgkin’s  disease.  However,  I do  believe 
there  are  some  points  which  should  be  con- 
sidered in  an  attempt  to  differentiate  the 
two.  It  has  been  reported  that,  when 
lymphosarcoma  invades  the  intrathoracic 
structures,  involvement  is  widespread,  with 
the  formation  of  large  masses  of  neoplastic 
tissue.  Temperature  is  often  prominent  in 
Hodgkin’s  disease  and  not  infrequently  is 
persistent  and  intermittent  reaching  be- 
tween 102  and  104  F.  In  this  patient  a 
low-grade  fever  of  just  over  100  F.  was 
present.  It  should  be  noted  that  lympho- 
sarcoma is  a proliferative  disease,  and  that 
Hodgkin’s  disease  is  a proliferative  and 
lytic  disease.  I would  certainly  have  ex- 
pected higher  temperature  if  our  patient 
had  Hodgkin’s  disease,  considering  the 
extent  of  his  pathologic  condition.  The 
statistical  incidence  of  involvement  of  the 
mediastinum,  pericardium,  and  pleura  are 
very  similar  with  either  Hodgkin’s  disease 
and  lymphosarcoma.  In  regard  to  dis- 
placement of  adjacent  structures,  lympho- 
sarcoma usually  does  not  do  this,  in  spite 
of  extensive  disease,  until  very  late  in  the 
course  of  illness. 10  As  I indicated  earlier, 
it  is  often  impossible  to  differentiate  be- 
tween the  various  forms  of  lymphoma. 
However,  the  course  of  the  disease  described 
in  our  patient,  the  low-grade  fever,  the 
fixation  of  the  mediastinum,  and  the  mas- 
sive involvement  including  the  medias- 
tinum, pericardium,  lungs,  and  pleura 
favor  the  diagnosis  of  lymphosarcoma.  It 
is  also  likely  that  there  was  involvement  of 
the  peripheral  lymph  nodes  as  well. 

Michael  S.  Bruno,  M.D.:  Since  a 

report  by  Vieta  and  Craver9  is  mentioned 
by  our  discussor,  and  I see  Dr.  Vieta  in  the 
audience,  I wonder  whether  or  not  he 
would  like  to  add  any  comments. 
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John  O.  Vieta,  M.D.:  I agree  with  the 

diagnosis  proposed  by  Dr.  Esakof.  Large 
masses  in  the  chest  without  deviation  of  the 
trachea  are  compatible  with  lymphoma tous 
disease.  When  there  is  an  associated 
pleural  reaction  of  consequence  and  involve- 
ment of  the  pericardium  as  well,  lympho- 
sarcoma is  more  likely.  At  autopsy,  masses 
of  tumor  extending  from  the  thoracic 
outlet  to  the  diaphragm  may  be  found  in 
patients  afflicted  with  lymphosarcoma  in 
whom  roentgenograms  did  not  indicate  or 
reveal  the  true  extent  of  the  process. 
Another  important  clinical  finding  is  that 
dyspnea  is  often  extreme  and  dispropor- 
tionate to  the  x-ray  findings. 

Dr.  Bruno:  Thank  you  Dr.  Vieta.  At 

this  point  I would  like  to  call  on  Frode 
Jensen,  M.D.,  to  make  some  comments, 
as  he  was  the  attending  physician  of  record. 

Frode  Jensen,  M.D.:  At  the  outset  1 

would  like  to  state  that  the  patient’s  initial 
chest  x-ray  film  in  February  was  not  read 
as  “negative”  as  the  protocol  states,  but 
that  the  patient  thought  his  roentgenogram 
showed  negative  results  and  so  stated  on 
his  admission  to  our  hospital.  I would  like 
to  reserve  any  further  comments  until  after 
we  have  heard  from  our  pathologist. 

Dr.  Bruno:  At  this  point  I would  like 

to  ask  Anthony  Yiavasis,  M.D.,  the  resident 
physician  who  assisted  at  the  initial  opera- 
tion, to  tell  us  what  was  found  and  done. 

Anthony  A.  Yiavasis,  M.D.:  A left 

anterior  thoracotomy  incision  was  made  in 
the  fifth  intercostal  space  because  of  con- 
strictive pericarditis.  It  was  obvious,  how- 
ever, that  a tumor  mass  involved  the  entire 
mediastinum.  The  incision,  therefore,  was 
extended  across  the  sternum  and  into  the 
right  anterior  chest  wall.  The  entire  tho- 
racic cavity  was  then  exposed  by  means  of 
two  rib  spreaders.  The  tumor  mass  was 
found  to  reach  from  the  innominate  veins 
down  to  the  level  of  the  diaphragm.  It 
was  8 cm.  thick,  encasing  the  entire  anterior 
pericardium,  and  extended  laterally  around 
the  pericardium  to  the  level  of  the  pulmo- 
nary veins.  There  was  no  apparent  tumor 
involvement  of  either  the  superior  or 
inferior  vena  cava;  there  was,  however, 
extensive  involvement  of  the  right  parietal 
pleura. 

Large  sections  of  the  tumor  were  re- 
moved anteriorly,  allowing  for  opening  of 
the  pericardium.  A large  amount  of  fluid 


was  found  within  the  pericardial  cavity, 
which  was  under  moderate  tension.  The 
phrenic  nerves  were  both  identified  on 
either  side  of  the  pericardium,  were  also 
encased  in  the  tumor,  and  were  subse- 
quently dissected  free.  Most  of  the  tumor 
mass  around  the  pericardium  and  anterior 
mediastinum  was  removed,  chiefly  by  blunt 
dissection.  Report  on  the  frozen  section 
was  possibly  lymphoma  or  thymic  tumor. 
A large  portion  of  the  right  parietal  pleura 
was  removed  because  of  its  involvement  by 
the  tumor  process.  The  right  lung  showed 
evidence  of  chronic  compression.  The  peri- 
cardium was  removed,  bilaterally,  to  the 
level  of  the  pulmonary  veins,  from  the  dia- 
phragm to  the  reflection  over  the  aortic 
arch.  At  the  end  of  the  procedure  the 
heart  was  entirely  free  with  good  expansion 
of  both  lungs.  Approximately  1,200  Gm. 
of  tumor  were  removed. 

Dr.  Bruno:  Thank  you  Dr.  Yiavasis. 

Would  you  say  that  the  tumor  was  an 
anterior  or  medial  mediastinal  mass.  Dr. 
Eidenschenk? 

Dr.  Eidenschenk:  I would  rather  not 

classify  it  as  being  one  or  the  other.  The 
upper  mediastinum  is  clear,  and  in  other 
views  it  appears  to  be  anteriorly  located. 
I suspected  rather  that  it  was  overlying  the 
pericardium  and  therefore  medially  located. 

Clinical  diagnosis 

Malignant  anterior  mediastinal  tumor 

Dr.  Esakof's  diagnosis 

Lymphosarcoma  involving  the  medias- 
tinum, pericardium,  and  right  pleura 

Dr.  Bruno:  Laurence  P.  Shea,  M.D., 

will  now  demonstrate  the  pathologic  pic- 
ture. 

Pathologic  report 

Laurence  P.  Shea,  M.D.*:  The  surgi- 

cal specimen  cons:sted  of  portions  of  a 
mediastinal  mass  and  segments  of  peri- 
cardium. The  mediastinal  mass  was  com- 
posed of  several  large  pieces  of  tissue  which 
formed  an  aggregate  that  measured  25  by 
20  by  7 cm.  and  weighed  1,056  Gm.  The 
external  surfaces  were  coarsely  nodular  in 

* Associate  Pathologist,  Lenox  Hill  Hospital. 
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FIGURE  8.  (A)  External  view  of  aggregated  mediastinal  mass  showing  coarsely  nodular  surface.  (B)  Cur 
surfaces  of  pericardial  segments  showing  attached  masses  with  glistening  fleshy  surfaces. 


some  areas  and  partly  covered  by  a thin 
congested  fibrous  membrane  (Fig.  8A). 
The  firm,  fleshy  cut  surfaces  were  mainly 
pinkish-tan  or  grayish-tan  and  glistening. 
They  were  interspersed  with  reddish  foci  of 
hemorrhage  and  opaque  yellowish-white 
areas  of  apparent  necrosis  measuring  up  to 
4 cm.  in  diameter.  The  cut  surfaces  showed 
no  evidence  of  lobulation  in  the  interior  of 
the  mass. 

The  greatly  thickened  pericardial  frag- 
ments measured  approximately  20  by  15  by 
1 cm.  in  aggregate.  Their  inner  surfaces 
were  smooth.  Their  cut  surfaces  were 
pinkish-gray  and  resembled  those  of  the 
larger  mass  (Fig.  8B).  Microscopic  exami- 
nation of  the  mediastinal  mass  showed 


diffuse  infiltration  of  fibrous  and  adipose 
tissue  by  atypical  lymphoid  cells  ranging  in 
diameter  from  approximately  1 to  2 times 
that  of  a small  mature  lymphocyte  (Fig.  9). 
The  cytoplasm  of  these  cells  was  scanty. 
The  nuclei  of  the  smaller  cells  had  a dense 
chromatin  pattern.  The  larger  cells  were 
moderately  vesicular.  Mitotic  figures  were 
infrequent  in  the  lymphoid  cells.  The  sec- 
tions of  the  parietal  pericardium  revealed 
dense,  diffuse  infiltration  of  the  fibrous 
tissue  by  similar  cells.  I believe  these  are 
the  findings  of  a malignant  lymphoma  of  the 
lymphocytic  type. 

Dr.  Bruno:  Would  Dr.  Jensen  now  fill 

us  in  on  the  patient’s  course  immediately 
postoperatively  and  since  that  time? 


V-V 
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FIGURE  9.  Microscopic  sections.  (A)  Mediastinal  mass  showing  diffuse  infiltration  of  fibrous  tissue  by  fre- 
quently enlarged,  slightly  irregular  lymphoid  cells.  (B)  Another  area  of  mediastinal  mass  in  which  adipose 
tissue  infiltrated  by  atypical  lymphoid  cells,  some  of  which  have  vesicular  nuclei  of  immature  appearance. 
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Dr.  Jensen:  The  patient  has  had 

cobalt-60  irradiation  postoperatively  and 
was  discharged  three  weeks  after  surgery 
without  any  complications.  He  did  well  at 
home  without  any  startling  recurrences, 
and  he  was  no  longer  short  of  breath. 
Complete  blood  and  platelet  counts  were 
normal.  However,  two  weeks  later  (five 
weeks  postoperatively)  he  was  again  dysp- 
neic,  pale,  had  a purpuric  eruption  over  his 
extremities,  as  well  as  an  enlarged  liver 
and  spleen.  There  was  ascites,  and  the 
right  pleural  effusion  had  also  recurred. 
His  hemoglobin  now  was  6.9  Gm.  per  100 
ml.,  with  a total  white  blood  cell  count  of 
168,000  of  which  92  per  cent  were  lympho- 
blasts. There  were  25  per  cent  nucleated 
red  blood  cells  and  40,000  platelets  present. 
He  was  readmitted  to  the  hospital  and 
transfused  with  packed  cells  and  platelets. 
Prednisone  and  cytosine  arabinoside,  90  mg. 
intravenously  for  his  1.85  M.2  of  body 
surface,  were  started.  On  this  regimen  he 
improved  tremendously.  In  four  to  five 
days  his  appetite  increased,  and  he  felt 
better.  Since  that  time  he  has  had  an 
extended  hospital  stay;  his  spleen  has 
decreased  in  size  as  did  his  liver.  The 
ascites  and  mild  right  pleural  effusion  still 
persist.  He  has  required  daily  platelet 
transfusions  without  which  his  platelet 
count  falls  to  the  40,000  range.  He  has 
had  several  consultants  in  hematology  who 
approved  with  the  management. 

John  V.  Waller,  M.D.:  How  much 

prednisone  did  the  patient  receive,  Dr. 
Jensen? 

Dr.  Jensen:  Initially  100  mg.  a day 

which  was  gradually  decreased  to  60  mg.  a 
day. 

Dr.  Bruno:  I believe  Donald  K.  Briggs, 
M.D.,  was  one  of  the  physicians  also  con- 
cerned with  the  patient’s  management,  and 
I wonder  if  he  would  like  to  add  anything. 

Donald  K.  Briggs,  M.D.:  The  patient 

had  a recent  sternal  marrow  aspiration  done 
after  his  treatment  with  the  cytosine 
arabinoside.  Very  interestingly  he  had  a 
myeloblastic  picture  which  is  a rare  com- 
plication of  treatment  with  cytosine  arabi- 
noside. The  sternal  marrow  revealed  wide- 
spread infiltration  with  abnormal  cells  be- 
longing principally  to  the  lymphocytic 
series,  but  a number  were  monocytic  in 
appearance.  Megakaryocytes  were  sparse 
and  platelets  were  rare.  The  erythropoie- 


sis  was  bizarre  with  a combined  normo- 
blastic and  megaloblastic  picture. 

Dr.  Bruno:  Cytosine  arabinoside  hy- 

drochloride or  cytarabine  and  its  analogues 
inhibit  desoxyribonucleic  acid  biosynthesis. 
Reports  in  the  literature  of  patients  treated 
with  this  drug  have  revealed  their 
hone  marrow  to  show  erythrohyperplasia. 
Megaloblastic  changes  with  an  increase  in 
the  mitosis  index  are  not  uncommon.  The 
megaloblastic  cell  changes  are  due  to  a 
doubling  in  desoxyribonucleic  acid  content, 
as  karyometric  and  Feulgen  staining  for 
desoxyribonucleic  acid  have  shown.  It 
seems  our  patient’s  process  has  behaved 
like  a lymphosarcoma  that  rapidly  dis- 
seminated and  a lymphoblastic  leukemia 
peripheral  blood  picture  developed.  It  has 
been  estimated  that  by  the  time  a leukemia 
patient  is  ill  enough  for  his  disease  to  be 
diagnosed,  he  usually  has  10 12  (or  1 trillion) 
leukemia  cells  in  his  blood. 

Dr.  Kessler:  I wonder  what  role  in 

this  propagation  his  postoperative  cobalt-60 
treatment  may  have  played.  The  patient 
had  received  1,344  rads  anteriorly  and 
posteriorly  to  the  mediastinum  and  694 
rads  to  the  nodes  on  the  left  side  of  his 
neck.  The  other  question  is  what  role  did 
the  anterior  radiation  to  the  sternal  area 
play  in  altering  the  bone  marrow? 

Dr.  Bruno:  I would  say  that  this 

hematologic  picture  is  not  unusual  after 
irradiation  of  a bulky,  soft  tissue  tumor 
such  as  a lymphosarcoma.  In  fact,  the 
term  lymphosarcomatous  leukemia  or  leu- 
kosarcoma  has  been  attached  to  this  phe- 
nomenon. 

Are  there  any  closing  comments  that 
you  would  like  to  make,  Dr.  Fischer? 

Walter  W.  Fischer,  M.D.:  The  pro- 

tocol stated  that  several  lymph  nodes  were 
palpable,  and  I wondered  why  a lymph 
node  biopsy  was  not  performed.  I imag- 
ine that  the  nodes  were  either  not  thought 
to  be  significant,  or  the  fulminating  nature 
of  this  patient’s  problems  demanded  a more 
direct  attack.  Another  diagnostic  con- 
sideration here,  short  of  thoracotomy,  might 
have  been  a pericardial  needle  biopsy. 
This  could  have  been  done  at  the  time  of 
the  pericardial  tap. 

Dr.  Bruno:  I would  like  to  mention 

two  other  newer  technics  that  may  be  used 
for  the  demonstration  of  pericardial  fluid, 
namely,  radioactive  scanning  and  echo- 
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cardiography;  both  methods  are  recom- 
mended as  safe  and  reliable. 11  A radio- 
isotope photoscan  of  the  patient’s  heart 
superimposed  on  a simultaneous  chest  x-ray 
film  may  differentiate  an  enlarged  cardiac 
shadow  due  to  pericardial  effusion  from 
true  cardiomegaly.  With  echocardiography 
the  distance  between  the  two  “echoes” 
recorded  gives  a good  estimate  of  the  width 
interphase,  that  is  the  pericardial-epieardial 
distance.  However,  both  methods  would 
not  differentiate  a thickened  mass  of  peri- 
cardium due  to  tumor  invasion  from  a 
pericardial  effusion.  In  the  case  under 
discussion,  the  very  acute  nature  of  the 
problem  made  thoracotomy  a diagnostic 
and  therapeutic  necessity. 

Final  anatomic  diagnosis 

Malignant  lymphoma,  lymphocytic  type, 
involving  mediastinal  tissue  and  pericardium 
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L ONG-term  pacing  of  the  heart  by  im- 
planted pacemakers  is  now  widely  used  in 
the  treatment  of  patients  with  heart  block. 
When  artificially  paced,  such  patients  have 
undergone  successfully  major  surgical  pro- 
cedures. There  has  been  little  experience, 
however,  in  regard  to  the  tolerance  of  these 
patients  to  the  stress  of  labor  and  spon- 
taneous delivery.  We  are  aware  of  only  5 
such  cases  reported  in  the  literature.1-4 
Another  patient,  who  was  delivered  by  ce- 
sarean section,  has  come  to  our  attention 
also.5  This  report  describes  a patient  with 
postsurgical  heart  block  and  an  implanted 
artificial  cardiac  pacemaker  who  had  an  un- 
eventful full-term  pregnancy  and  normal 
delivery. 


Case  report 

The  patient,  a nineteen-year-old  married 
female,  had  been  followed  at  The  Colum- 
bia-Presbyterian Medical  Center  since  she 
was  three  years  of  age  because  of  a cardiac 
murmur.  Her  physical  development  was 
normal.  Cardiac  catheterization  and  an- 
giocardiography, performed  when  the  pa- 
tient was  fourteen  years  old,  disclosed  a 
left-to-right  shunt  at  the  atrial  level.  The 
electrocardiographic  findings  were  compati- 
ble with  an  ostium  primum  atrial  septal 
defect.  In  February,  1963,  at  the  age  of 
fifteen,  the  cardiac  lesion  was  repaired 
using  extracorporeal  perfusion.  An  ostium 
primum  defect  with  a cleft  mitral  valve  was 
found.  The  septal  defect  was  closed  with  a 
prosthetic  (Teflon)  patch  and  the  mitral 
valve  was  repaired  by  suture.  The  initial 
postoperative  course  was  uneventful.  How- 
ever, on  the  fifth  postoperative  day,  com- 
plete heart  block  developed ; a ventricular 
rate  of  30  to  40  per  minute  was  established 
and  persisted.  The  patient  experienced 
syncope  when  ambulatory.  Eight  weeks 
after  the  original  operative  procedure  a 
Chardack-Greatbatch  epicardial  pacemaker 
(Medtronic,  model  number  5860,  rate  70 
per  minute)  was  implanted.® 

The  patient  was  readmitted  to  the  hospi- 
tal two  months  later  because  of  intermit- 
tent pacing.  This  was  found  to  be  due  to 
an  excessively  high  pacing  threshold  at  one 
electrode.  The  lead  of  this  electrode  was 
disconnected  from  the  pulse  generator ; and 
unipolar  pacing,  via  the  other  myocardial 
electrode,  was  established.  In  June,  1965, 
the  pulse  generator  was  replaced  electively 

The  patient  married  in  June,  1966.  In 
October,  she  was  found  to  be  pregnant. 
The  entire  antepartum  course  was  unevent- 
ful: her  heart  was  paced  at  a rate  of  70  per 
minute,  and  she  remained  asymptomatic. 
Her  expected  date  of  delivery  was  June  10, 
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1967.  It  was  planned  to  admit  her  to  the 
hospital  on  the  fifth  of  June. 

On  June  4,  1967,  labor  began.  She  was 
admitted  to  the  hospital  and  her  usual 
paced  cardiac  rate  of  70  per  minute  was 
present;  cardiac  monitoring  was  instituted. 
Regional  anesthesia,  using  a continuous  epi- 
dural block,  was  established.  Shortly  after 
rupture  of  the  membranes,  normal  delivery 
ensued  with  the  aid  of  low  forceps  extrac- 
tion. The  infant,  a 7-pound  boy,  appeared 
to  be  normal  and  healthy.  Continuous  car- 
diac monitoring  during  the  period  of  labor 
and  delivery  revealed  no  abnormalities  of 
cardiac  rhythm  and  all  vital  signs  remained 
within  the  normal  range.  The  patient  had 
an  uneventful  postpartum  course. 

Summary 

A nineteen-year-old  woman  with  post- 
surgical  complete  heart  block  and  an  im- 
planted cardiac  pacemaker  experienced 


Infection  with 
polyethylene  catheters 

A prospective  study,  reported  by  R.N.  Col- 
lins, M.D.,  et  al.,  in  New  England  Journal  of 
Medicine  279:  340  (August  15)  1968,  using  176 
hospital  patients  getting  intravenous  therapy 
via  213  catheterizations,  indicated  that  local 
infection  and  bacteremia  constitute  a signifi- 
cant hazard  in  the  use  of  polyethylene  cathe- 
ters. It  was  suggested  that  their  use  be  re- 
stricted to  valid  indications.  In  those  patients 
where  they  must  be  used,  the  skin  area  should 
be  shaved  and  thoroughly  prepared  with  iodine 
and  alcohol,  with  use  of  sterile  gloves  and 
drapes.  The  catheter  should  be  firmly  anchored 
at  the  puncture  site  to  prevent  embolization 
and  minimize  damaging  movement.  A topical 
ointment  containing  polymyxin  B,  neomycin, 
and  bacitracin,  while  not  experimentally  evalu- 
ated in  this  connection,  might  be  expected  to 
give  considerable  local  protection.  The  original 
dressing  of  the  puncture  should  be  dated  and 
inspected  daily.  The  catheter  should  he  re- 
moved as  early  as  the  patient’s  condition 
permits,  since  the  risk  of  infection  increases 
with  duration  of  use.  Phlebitis  at  the  puncture 
site  is  an  indication  for  removal,  even  though 
it  is  not  necessarily  an  indication  of  local  in- 
fection. 


normal  pregnancy  and  delivery. 

The  course  of  the  pregnancy  was  un- 
eventful and  the  stress  of  labor  was  well 
tolerated.  There  were  no  changes  in  car- 
diac rate  or  rhythm  throughout  the  period 
of  pregnancy  or  delivery. 

630  West  168th  Street 
New  York,  New  York  10032 
(Dr.  Gerst) 
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The  176  patients  were  from  4 general  medi- 
cal and  surgical  wards.  There  were  slightly 
more  females  than  males,  and  the  mean  age 
was  fifty-eight.  Followed  were  a total  of  213 
individual  polyethylene  catheters  used  to  ad- 
minister fluids  and  medications.  Each  ward 
was  visited  daily;  protocol  cards  were  com- 
pleted for  each  patient.  The  progress  of  all 
patients  was  followed  for  twenty-four  hours 
after  catheter  removal.  At  the  time  of  removal, 
the  presence  or  absence  of  phlebitis  was  noted. 
Sterile  technic  was  maintained,  and  a 2-  to 
3-inch  tip  was  cut  from  the  catheter  and 
dropped  directly  into  a test  tube  of  sterile 
blood  broth.  These  tubes  were  processed  in 
the  usual  way  for  identification  of  bacterial 
growths. 

Phlebitis  complicated  39  per  cent  (marked 
erythema,  induration,  and  palpable  venous 
cord).  As  determined  by  culture,  less  than  half 
of  the  phlebitis  patients  (43  per  cent)  had  a 
positive  catheter  tip  result  on  culture,  indi- 
cating that  phlebitis  per  se  is  not  a reliable 
indication  of  local  infection.  Of  the  total  cathe- 
ters used,  73  (34.3  per  cent)  yielded  organisms. 
As  controls,  15  unused  catheters  were  cul- 
tured: no  organisms  were  found.  Staphylococ- 
cus albus,  Klebsiella,  Enterobacteriaceae,  and 
Pseudomonas  aeruginosa  accounted  for  about 
two  thirds  of  all  isolates. 
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Lung  cancer  wears  many  masks.1  One 
of  the  most  unusual  of  these  is  that  of  a 
thin-walled  cyst  which  is  shown  in  a chest 
x-ray  film.  The  case  reports  which  follow 
have  proved  this  deception  to  be  fatal  in 
one,  but  the  other  has  been  managed  ag- 
gressively and  the  patient  is  still  alive. 

Case  reports 

Case  1.  A fiftv-one-year-old  white  male, 
government  employee,  who  had  smoked  one 
package  of  cigarets  a day  for  more  than 
twenty  years,  and  who  had  traveled  and 
lived  in  various  regions  of  the  United 
States,  was  admitted  to  Memorial  Hospital 
for  Cancer  and  Allied  Diseases  on  July  19, 
1966,  with  bilateral  diffuse,  parenchymal  le- 
sions discovered  in  a chest  survey.  In 
1961,  in  San  Francisco,  a routine  chest  x- 
ray  film  showed  a circular,  thin-walled 
ring,  4 cm.  in  diameter,  in  the  lower  field 
of  the  right  lung,  which  was  interpreted 
as  a coccidioidal  granuloma.  In  1963,  no 
change  was  noted  and  it  was  considered  to 
be  “probably  an  old  coccidioidomycosis  cav- 

* Supported  in  part  by  Franklin  H.  Kissner  and  The 
Dyson  Foundation  and  by  gifts  in  memory  of  Lewis  Cow- 
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FIGURE  1.  Case  1.  Thin-walled,  ring  density, 
shown  in  right  lower  lung  field,  interpreted  as 
old  coccidioidomycosis  cavity. 


ity  which  is  inactive  at  this  time;  there  is 
no  change  in  appearance  in  the  past  twro 
years”  (Fig.  1).  In  1964  and  1965,  fol- 
low-up chest  x-ray  films  showed  slowly  in- 
creasing thickening  of  the  wall  of  the 
ring  and  some  satellite  infiltrates  (Fig. 
2).  Again,  this  wTas  regarded  as  a coccid- 
ioidal lesion;  and  since  the  patient  was 
asymptomatic,  nothing  further  wras  done. 
However,  in  January,  1966,  he  began  hav- 
ing a morning  cough  which  was  productive 
of  some  dirty,  brown  sputum.  By  June, 
1966,  he  had  lost  15  pounds.  At  that  time 
a new  chest  x-ray  film  showed  diffuse,  bi- 
lateral, parenchymal  infiltration,  and  there 
were  palpable  bilateral  supraclavicular 
lymph  nodes  (Fig.  3).  One  of  these  lymph 
nodes  was  found  to  contain  metastatic 
adenocarcinoma.  The  patient  was  started 
on  radiation  and  chemotherapy  but  died 
three  months  later  of  wdde-spread  cancer. 

Case  2.  A forty-nine-year-old  Negro 
softball  coach  who  had  smoked  one  and  a 
half  packages  of  cigarets  a day  for  over 
twenty  years,  was  admitted  to  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  on 
July  11,  1966,  with  a chance  x-ray  film  find- 
ing of  a round,  thin-walled  ring  (4  cm.  in 
diameter)  in  the  midfield  of  the  right  lung 
(Fig.  4).  The  sputum  and  bronchial  wash- 
ings w7ere  negative  for  acid-fast  facilli, 
fungi,  and  malignant  cells.  Skin  test  results 
for  coccidioidomycosis  and  histoplasmosis 
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FIGURE  2.  Case  1.  (A,  left)  Over  two-year  period,  increasing  thickening  of  wall  of  ring  noted,  but 

previous  clinical  interpretation  of  coccidioidomycosis  maintained.  (B,  right)  Patient  kept  under  obser- 
vation. 


FIGURE  3.  Chest  x-ray  film  taken  June,  1966, 
showing  diffuse  bilateral  parenchymal  infiltration. 


were  negative  but  showed  a positive  reac- 
tion with  the  intermediate  strength  of  puri- 
fied protein  derivative.  An  exploratory  tho- 
racotomy was  performed  which  revealed  that 
there  was  a 5-cm.  firm  mass  with  superficial 
umbilication,  located  at  the  superior  seg- 
ment of  the  right,  lower  lobe.  The  aspiration 
biopsy  was  reported  to  be  carcinoma.  A 
right  radical  pneumonectomy  was  per- 
formed, and  the  specimen  showed  epider- 
moid carcinoma  of  the  lung  with  negative 
nodes. 


mm  ‘ mu 


FIGURE  4.  Round,  thin-walled  ring  in  right, 
mid-lung  field. 


Comment 

The  roentgenographic  appearance  of  lung 
cancer  varies  considerably.  When  it  ap- 
pears in  the  unusual  guise  of  a thin-walled 
ring,  it  is  easy  for  the  physician  to  make 
an  error  of  presumption,  for  in  that  form  it 
resembles  a lesion  of  fungal  origin  or  a sol- 
itary, pulmonary  cyst.33  The  first  patient 
presented  a history  of  having  lived  in  var- 
ious areas  in  which  fungal  diseases  are 
known  to  exist.  This  fact  undoubtedly  cre- 
ated a bias  in  diagnosis  not  unlike  one  that 
physicians  specifically  trained  in  tubercu- 
losis or  cancer  must  consciously  overcome, 
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the  tendency  to  think  in  terms  of  their  cur- 
rent special  interest.4 

A clinical  history,  therefore,  should  be 
elicited  that  searches  not  only  for  possible 
environmental  influences  but  also  for  per- 
sonal ones  as  well.  After  all,  although  liv- 
ing in  areas  endemic  for  fungal  diseases  is 
important,  a history  of  prolonged  cigaret 
smoking  or  contact  with  tuberculosis  is 
equally  so. 

Previous  chest  x-ray  films  should  be  ob- 
tained when  possible  for  comparison  with 
the  current  x-ray  films  and,  in  particular, 
any  thickening  of  the  cyst  wall  should  be 
noted.  At  physical  examination  a particu- 
lar search  should  be  made  for  extrathoracic 
evidences  of  any  of  these  diseases,  particu- 
larly for  lymph-node  enlargement  in  the 
supraclavicular  areas. 

Skin  sensitivity  tests  for  fungal  diseases, 
and  at  different  strengths  for  tuberculosis, 
should  be  performed  routinely.  If  sputum 
is  produced,  this  should  be  examined  for 
cancer  cells  as  well  as  for  acid-fast  bacilli 
and  fungi. 

Skin  tests  can  be  helpful  and  mis- 
leading. If  the  results  are  negative  (as 
they  were  in  these  patients),  one  then 
could  pi'oceed  to  consider  other  conditions 
which  had  seemed  unlikely  at  first.  If  the 
test  results  are  positive,  they  do  not  neces- 
sarily mean  that  the  disease  they  disclose  is 
the  only  one  present.  Further  confirma- 
tion of  the  skin  test  results  may  be  done  by 
bronchoscopy  with  bronchial  washings  taken 
for  cells  and  fungi.  The  scalene  lymph 
nodes  removed  should  be  studied  for  their 
histologic  structure  and  their  bacterial  con- 
tent, and  cultures  should  be  made  from 
them. 


If  the  weight  of  clinical  evidence,  includ- 
ing skin  tests,  is  unmistakably  positive,  a 
dilemma  arises  as  to  whether  or  not  total 
diagnostic  reliance  can  be  placed  on  them, 
for  it  is  by  no  means  rare  that  benign  dis- 
eases of  the  lung  can  coexist  with  cancer  of 
that  organ.1  If  conservative  management  is 
used,  it  should  be  done  with  the  knowledge 
that  cancer  can  appear  most  insidiously  in 
this  area,  and  one  should  be  on  a constant 
lookout  for  this  possibility  by  using  serial 
roentgenographic  observations,  sputum 
washings,  and  other  studies. 

Summary 

It  would  seem  from  the  study  of  these  2 
patients  that  the  best  course  is  an  aggres- 
sive one  and  that  an  exploratory  thoracot- 
omy should  be  performed  when  solitary, 
ring-like  shadows  of  this  type  are 
found.  If  they  are  benign,  their  excision 
is  often  curative;  if  malignant,  there  is  an 
improved  chance  for  survival.  This  is 
graphically  evident  in  these  2 cases.  Co- 
incidentally, Case  2 was  seen  for  the  first 
time  shortly  after  the  study  of  Case  1. 
Since  we  had  been  alerted  to  this  problem, 
Case  2 was  handled  with  expedition  and  a 
chance  for  cure  was  enhanced. 
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|VI  yelofibrosis  is  an  uncommon,  but  not 
rare,  anatomic  lesion  in  the  adult 
population. 1-6  This  disturbance  occurs 
most  often  as  part  of  the  myeloproliferative 
syndrome,  particularly  in  association  with 
agnogenic  myeloid  metaplasia  but  may  also 
be  seen  in  carcinoma,  metastatic  to  bone 
marrow,14  and  tuberculosis.5  6 The  paucity 
of  cases  reported  in  the  pediatric  literature 
would  suggest  that  myelofibrosis  is  by  com- 
parison an  exceedingly  rare  diagnosis  in 
children  since  only  23  cases  could  be  ob- 
tained from  the  literature.7'8-14  Of  the  re- 
ported pediatric  cases,  8U-13  were  associ- 
ated with  myeloid  metaplasia  and 
(ji.h.hi  i2.i3,i5  with  acute  leukemia. 

The  purpose  of  this  article  is  to  indicate 
that  myelofibrosis,  in  fact,  may  be  more 
common  in  the  pediatric  age  group  and  at- 
tempts to  explain  why  this  lesion  may  have 
been  overlooked. 
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Standard  hematologic  tests  were  carried 
out  as  described  by  Cartwright.16  Bone 
marrow  aspirations  were  performed,  except 
where  indicated,  on  the  posterior  iliac  crest 
and  stained  with  Wright-Geimsa  stain. 
Biopsies  were  performed  under  local  an- 
esthesia from  the  posterior  iliac  crest  using 
a Vim-Silverman  needle.17  Specimens  were 
fixed  in  10  per  cent  formalin  and  stained 
with  hematoxylin  and  eosin  and  trichrome 
for  evaluation  of  the  connective  tissue  con- 
tent.18 No  postoperative  care  was  required 
for  either  procedure,  and  there  were  no 
untoward  effects. 

Case  reports 

Case  1.  A five-year-old  white  male  was 
admitted  to  The  Brookdale  Hospital  Center 
on  May  8,  1967,  complaining  of  weakness 
and  fever.  Physical  examination  revealed 
a pale  child  but  no  enlarged  lymph  nodes 
nor  organomegaly.  The  initial  blood  count 
indicated  pancytopenia  with  a platelet 
count  of  100,000  per  cubic  millimeter. 
Three  bone  marrow  aspirations  were  at- 
tempted from  both  posterior  iliac  crests 
but  all  were  nonproductive.  Bone-mar- 
row biopsy  revealed  myelofibrosis  and 
acute  leukemia.  The  patient  subsequently 
underwent  an  open  biopsy  of  the  right 
tibia  which  revealed  infiltration  with  blast 
cells.  One  month  later,  because  the  liver 
had  enlarged  and  the  platelet  count  dropped 
significantly  with  the  development  of  pur- 
pura, the  patient  was  started  on  40  mg.  of 
prednisone  daily.  Lack  of  response  to  this 
therapy  prompted  a dose  of  vincristine,  0.5 
mg.  per  kilogram  intravenously  two  weeks 
later.  Ten  days  following  this,  the  bone 
marrow  was  easily  aspirated  from  the  pos- 
terior iliac  crest,  and  there  was  no  evidence 
of  acute  leukemia. 

A repeat  iliac  crest  biopsy,  however, 
showed  persistent,  though  reduced,  focal 
fibrosis.  Another  bone-marrow  aspiration 
performed  after  six  weeks  was  normal  and 
the  patient  was  discharged  subsequently  on 
prednisone,  20  mg.  a day.  The  hemogram 
was  essentially  normal,  and  the  physical  ex- 
amination failed  to  reveal  evidence  of 
hepatomegaly.  The  patient  is  followed  in 
the  outpatient  clinic  at  present.  The  im- 


1080  New  York  State  Journal  of  Medicine  / April  15,  1969 


pression  based  on  the  serial  bone-marrow 
aspirations  was  that  the  degree  of  fibrosis 
diminished  significantly. 

Case  2.  An  eight-year-old  Negro  child 
was  admitted  to  the  hospital  on  November 
12,  196(5,  with  fever  and  diffuse  joint 
pain.  The  positive  physical  findings  in- 
cluded diffuse  lymphadenopathy,  a 3-finger- 
breadth  spleen,  and  a 2-fingerbreadth 
liver.  The  hemoglobin  was  6 Gm.  per  100 
ml.  and  the  white  cell  count  was  8,400  per 
cubic  millimeter  with  8 per  cent  blasts. 
Platelets  were  adequate.  The  bone  mar- 
row was  replaced  with  blasts.  The  patient 
was  started  on  prednisone  and  then  given 
vincristine  1.5  mg.  weekly  for  three  doses. 
She  was  readmitted  to  the  hospital  in 
December  at  which  time  the  spleen  was  not 
palpable,  but  the  liver  was  felt  2 finger- 
breadths  below  the  right  costal  margin  as 
a "remitting  marrow.”  As  a participant  in 
a leukemia  protocol,  the  patient  subse- 
quently was  admitted  on  four  occasions 
and  each  time  she  received  intrathecal 
methotrexate. 

The  patient  returned  in  July,  1967,  with 
fever  and  joint  pain.  The  bone  marrow  as- 
piration once  again  showed  complete  re- 
placement with  blasts,  and  the  biopsy 
showed  myelofibrosis  and  acute  leukemia. 
V incristine  and  methotrexate  were  reinsti- 
tuted. The  child  underwent  a remission 
and  at  present  is  being  followed  in  the  out- 
patient clinic. 

Case  3.  A thirteen-month-old  Negro 
male  was  admitted  because  of  fever  and  up- 
per respiratory  symptoms.  The  major 
physical  findings  were  fever  and  rales.  No 
organomegaly  or  lymph  node  enlargement 
was  noted.  Bronchopneumonia  was  diag- 
nosed. The  hemoglobin  was  4.9  Gm.  per 
100  ml.,  white  cell  count  11,000  per  cubic 
millimeter  with  51  polymorphonuclear  leu- 
kocytes and  47  per  cent  lymphocytes.  Two 
nucleated  red  cells  were  seen.  The  plate- 
lets were  adequate.  Hypochromia,  poikilo- 
cytosis,  and  anisocytosis  were  observed. 
The  patient  was  given  a liquid,  oral,  iron 
preparation  and  antibiotics.  The  hemo- 
globin on  discharge  was  7.4  Gm.  per  100 
ml.  Because  of  persistent  rales,  the  pa- 
tient was  readmitted  two  months  later.  At 


that  time,  the  hemoglobin  was  7.8  Gm.  per 
100  ml.,  the  hematocrit  26.  Platelets  were 
described  as  adequate.  The  white  cell 
count  was  normal  with  82  per  cent  lympho- 
cytes. Bone-marrow  aspiration  from  the 
right  posterior  iliac  crest  was  not  produc- 
tive, and  a biopsy  was  performed.  The 
biopsy  revealed  marked  myelofibrosis,  but 
there  were  no  other  associated  pathologic 
findings.  The  patient  was  discharged  to  be 
followed  in  the  outpatient  clinic,  but  has 
failed  to  return. 

Case  4.  A five-year-old  Negro  female 
was  admitted  with  a history  of  anorexia, 
intermittent  abdominal  pain,  and  fever  for 
one  month.  The  positive  findings  were  dif- 
fuse nontender  lymph  node  enlargement 
and  hepatosplenomegaly.  There  were  no 
petechiae.  The  hemoglobin  was  4.7  Gm. 
per  100  ml.  The  white  cell  count  was 
11,000  per  cubic  millimeter  with  99  per 
cent  of  the  cells  identified  as  lymphoblasts, 
and  the  platelet  count  was  44,800.  The 
bone-marrow  aspiration  revealed  a totally 
blastic  marrow.  No  biopsy  was  performed. 
The  course  was  a rapid,  downhill  one  de- 
spite treatment  with  prednisone,  antibi- 
otics, and  fresh  blood.  The  child  died  fol- 
lowing an  episode  of  gastrointestinal 
bleeding  two  weeks  after  her  admission  to 
the  hospital.  The  autopsy  examination 
confirmed  acute  leukemia.  The  bone  mar- 
row obtained  from  the  postmortem  ex- 
amination when  stained  one  year  later 
with  Masson’s  trichrome,  showed  marked 
myelofibrosis. 

Case  5.  A three  and  one-half-year-old 
white  boy  was  admitted  on  December  14, 
1958,  because  of  anorexia  and  weight 
loss.  Significant  physical  findings  at  that 
time  were  pallor,  ecchymoses,  and  spleno- 
megaly. The  diagnosis  of  acute  blastic 
leukemia  was  made  on  the  basis  of  a pe- 
ripheral blood  smear  demonstrating  blasts, 
thrombocytopenia,  and  diffuse  blastic  in- 
volvement of  the  marrow.  Steroid  therapy 
produced  prompt  remission  of  the  clinical 
and  morphologic  findings  within  ten  days. 
At  that  time,  the  child  was  placed  on  50 
mg.  of  6-mercaptopurine  a day.  He  was 
readmitted  five  years  later  complaining  of 
fever  and  cough  having  been  maintained 
on  6-mercaptopurine  in  variable  doses 
during  the  interim.  Despite  a normal 
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peripheral  blood,  the  marrow  showed  total 
replacement  with  blasts,  and  a spinal  tap 
revealed  leukemic  cells  in  the  fluid. 
Therapy  induced  an  additional  remission 
for  one  year  after  which  time  he  developed 
severe  thrombocytopenia,  massive  gastro- 
intestinal bleeding,  and  died.  Postmortem 
examination  revealed  cerebral  hemorrhage 
and  diffuse  leukemia.  The  bone  marrow, 
when  retrospectively  trichrome  stained, 
demonstrated  severe  myelofibrosis. 

Comment 

The  diagnosis  of  myelofibrosis  was  con- 
firmed in  our  patients  by  demonstrating  the 
specific  tinctorial  properties  of  collagen  in 
the  biopsy  specimens.17  It  is  evident  from 
the  case  reports  that  the  ability  to  aspirate 
bone  marrow  is  not  sufficient  evidence  to 
conclude  that  myelofibrosis  is  not  present. 
The  final  decision  as  to  its  presence  or 
absence  rests  with  the  results  of  the  spe- 
cific connective-tissue  stain  of  a biopsy 
specimen.  One  cannot  rely  on  hematoxylin 
and  eosin  sections  alone,  even  at  autopsy, 
since,  as  illustrated  in  Cases  4 and  5,  the 
diagnosis  of  myelofibrosis  was  made  only 
after  the  pathologist  had,  at  our  request, 
employed  trichrome  stains  on  postmortem 
material. 

The  high  yield  of  myelofibrosis  in 
nonautopsied  cases  possibly  relates  to  the 
frequency  with  which  we  perform  Vim-Sil- 
verman  needle  biopsies  of  the  posterior  il- 
iac crest  marrow.  This  technic  has  not 
been  attended,  in  our  hands,  by  any  greater 
incidence  of  morbidity  than  the  usual 
bone-marrow  aspirations.  It  can  be  per- 
formed on  outpatients  and  obviates  the 
need  for  the  conventional  open  biopsy  with 
its  requirement  for  general  anesthesia  and 
operating  room  facilities.  This  technic  ap- 
parently has  not  been  used  to  any  extent  by 
others  practicing  pediatric  hematology. 
Our  results  strongly  indicate  that  more 
frequent  marrow  biopsies  in  children  are 
warranted,  particularly  when  leukemia  is 
present. 

Myelofibrosis  or  its  variant,  myeloscler- 
osis, may  be  found  with  two  other  related 
clinical  pictures:  acute  myelofibrosis  and 

malignant  myelosclerosis.19'20  Acute  mye- 
lofibrosis presents  a clinical  picture  quite 
similar  to  chronic  myelofibrosis  with  or- 


ganomegaly but  has  a much  shorter  course, 
and  death  occurs  within  a few  months. 
Malignant  myelosclerosis,  on  the  other 
hand,  lacks  organomegaly  but  does  have  a 
similar,  rapid,  and  unremitting  fatal 
course.  Neither  of  these  two  clinical  pic- 
tures was  present  in  our  children. 

The  findings  in  the  first  case  indicate 
that  in  acute  leukemia  of  childhood,  the  fi- 
brotic  component  already  may  be  present 
at  the  time  leukemia  is  first  diagnosed. 
Cases  2 and  3,  unfortunately,  were  not 
biopsied  before  therapy  so  that  the  time  of 
onset  of  myelofibrosis  is  not  known.  Cases 
4 and  5 were  diagnosed  only  at  postmortem 
and  after  therapy. 

Case  1 is  of  particular  interest  because 
the  myelofibrosis  appeared  to  regress  fol- 
lowing vincristine  therapy.  Since  myelo- 
fibrosis may  be  quite  patchy,  the  possi- 
bility that  focal  areas  might  have  been 
missed  in  the  post-treatment  biopsies  must 
be  considered.  On  the  other  hand,  we  did 
perform  multiple  biopsies  from  both 
crests,  both  before  and  after  treatment, 
and  were  impressed  with  the  diminution 
in  fibrosis  following  therapy.  Since  myelo- 
fibrosis has  been  previously  regarded  by 
most  as  an  irreversible  lesion,  it  is  hoped 
that  this  report  will  stimulate  others  to 
evaluate  the  possibility  that  vincristine 
may  have  a beneficial  effect  on  myelo- 
fibrotic lesions.3’19  Case  3 was  clearly 
different  from  the  other  children  at  the 
time  we  saw  him,  since  myelofibrosis  was 
not  found  to  be  associated  with  organo- 
megaly or  acute  leukemia  but  appeared 
rather  to  be  an  isolated  finding.  It  is  un- 
fortunate that  up  to  the  present  time  we 
have  not  been  able  to  obtain  a follow-up 
study  on  this  child. 

Summary 

In  a two-year  period,  five  children  were 
found  to  have  myelofibrosis.  This  surpris- 
ingly large  number  of  cases  is  attributed  to 
the  frequency  with  which  we  perform 
Vim-Silverman  biopsies  of  the  posterior  il- 
iac crest  and  the  use  of  specific,  connec- 
tive-tissue stains  on  these  biopsies  as  well 
as  postmortem  bone  marrows  to  ascertain 
the  presence  of  myelofibrosis. 
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Medical  Arts  and  Letters 


William  Carlos  Williams,  M.D. 

(1883-1963) 

Physician  as  Poet* 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Director  of  Laboratories,  Knickerbocker  Hospital; 

Associate  Professor  of  Pathology 
New  York  Medical  College 

IVIen  of  letters  and  physicians  have  an 
interest  in  those  who  pursued  careers  in 
letters  along  with  their  medical  work. 
One  of  the  time-honored  technics  of  medi- 
cine is  known  as  the  “case  method,”  a 
summary  of  a patient’s  medical  biography 
arranged  more  or  less  in  historical  sequence; 
in  fact,  we  call  it  “taking  a history.”  It 
will  not  be  out  of  place,  therefore,  if  an 
account  of  William  Carlos  Williams,  M.D., 
is  prefaced  by  a brief  description  of  the 
circumstances  of  his  life. 

The  most  convenient  source  is  his  own 
autobiography,  published  in  1951,  a dozen 
years  before  he  died.  Autobiography  can 
be  as  revealing  for  its  omissions  and  dis- 
tortions as  for  what  it  states,  and  Dr. 
Williams  wrote  his  autobiography  with  the 
ear  of  a litterateur  rather  than  that  of  a 
literary  historian.  The  book  succeeds  in 
presenting  an  attractive  picture  of  a vital 
man,  what  he  thought,  and  how  he  felt. 
It  is  anecdotal  in  method,  and  one  sees  the 
image  of  Dr.  Williams  diffracted  through  a 
multifaceted  prism  of  short  sketches,  a 
flash  of  light  here,  a dab  of  local  color 
there.  The  autobiography  will  earn  no 
praise  from  pedants  nor  from  the  feuil- 
letonists of  the  minutiae  of  literary  history. 
I ts  chronology  is  haphazard;  certain  events 
are  not  precisely  defined  in  time  and  space; 

* I* resented  at  The  English  Institute,  Columbia  Uni- 
versity, September  9,  1966. 


unidentified  people  appear  and  disappear. 
Yet  the  outline  of  Dr.  Williams’  life  is  clear. 


Early  life  and  education 

He  was  born  in  1883  in  Rutherford,  New 
Jersey,  then  a small  town  on  the  Erie 
Railroad,  some  eight  miles  southeast  of 
Paterson,  the  county  seat  of  Passaic 
County.  His  entire  life  centered  around 
Rutherford;  he  grew  up  there,  went  to 
public  school  there,  married  a Rutherford 
girl,  practiced  medicine,  reared  his  children, 
wrote  his  poems,  plays,  and  novels,  all  in 
Rutherford.  In  an  age  of  great  social 
mobility  William  Carlos  Williams  remained 
fixed  and  stable.  We  associate  his  name 
with  a single  town  more  than  any  American 
poet  since  the  Concord  school.  His  father 
was  an  Englishman  who  never  became  an 
American  citizen.  He  was  employed  as  an 
executive  by  a New  York  mercantile  house 
and  occasionally  had  to  take  prolonged 
business  trips  to  South  America.  How- 
ever, he  established  himself  and  his  family 
in  Rutherford,  serving  as  the  superin- 
tendent of  the  local  Unitarian  Sunday 
School  for  almost  twenty  years.  His  wife, 
the  physician-poet’s  mother,  was  a Hurrard 
from  Martinique,  of  mixed  French  and 
Spanish  descent;  her  native  tongue  was 
Spanish,  and  she  gave  her  first-born  son 
the  middle  name  Carlos  in  honor  of  her 
eldest  brother.  The  Williamses  were  not 
affluent  but  able  to  live  in  comfort;  they 
had  enough  to  educate  their  two  boys  and 
for  a certain  amount  of  foreign  travel. 

Dr.  Williams  describes  what  seems  to  be, 
or  seemed  to  him,  a normal,  healthy  boy- 
hood in  a small  American  town  at  the  end  of 
the  nineteenth  century:  the  bandstand  in 
the  park,  the  streetcar  running  along  the 
main  street,  the  boys  in  corduroy  knicker- 
bockers, and  the  girls  with  braided  hair  in 
gingham  shirtwaists.  Yet  he  describes 
incidents  which  would  make  a psychiatrist’s 
nose  twitch;  Williams  persisted  in  drinking 
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milk  from  his  bottle  until  he  was  six;  his 
mother  had  a peculiar  seizure  disorder 
during  which  she  claimed  to  have  second 
sight:  she  would  also  “whale  hell  out  of  us 
with  anything  she  could  lay  her  hands  on”; 
his  father’s  half-brother  suffered  from  a 
form  of  religious  paranoia  and  once 
frightened  him  deeply  by  attacking  one  of 
his  playmates.  Williams  had  no  sisters  or 
female  cousins  and  was  plagued  by  an  in- 
tense curiosity  about  female  genitalia. 
Oddly  enough,  these  traumas  which  he  re- 
counts so  guilelessly  never  seem  to  have 
bothered  him  very  much.  It  was  all  part  of 
a normal  boyhood  in  a small  American 
town,  just  as  normal  as  blueberry  pie. 

In  1897,  when  his  father  had  to  go  to 
Buenos  Aires  for  a business  trip  lasting  over 
a year,  Williams’  mother  took  him  and  his 
younger  brother  to  Europe.  The  boys  went 
first  to  the  Chateau  de  Lancy  school  near 
Geneva,  then  spent  several  months  in 
Paris.  When  they  returned  in  1899,  they 
were  sent  to  the  Horace  Mann  School, 
then  on  Morningside  Heights  at  120th 
Street.  He  went  directly  from  prep  school 
into  medical  school,  sans  college.  This 
lacuna  may  account  for  his  nonintel- 
lectualism.  Who  among  us  could  write,  or 
would  if  it  were  true,  as  Williams  did  in  his 
seventh  decade:  “Only  yesterday  . . . did 

I realize  for  the  first  time  that  the  deriva- 
tion of  the  adjective  venereal  is  from  Venus! 
And  I a physician  practicing  medicine  for 
the  past  forty  years.”  Whether  his  pre- 
paratory schooling  was  well  rounded  or  not, 
Williams  matriculated  at  the  University 
of  Pennsylvania  School  of  Medicine  in  1902 
and  received  his  M.D.  degree  there  in  1906. 

The  years  in  Philadelphia  proved  to  be 
decisive.  Here  Williams  made  friends  with 
Ezra  Pound,  a dominant  influence,  and 
with  Hilda  Doolittle  (the  poet  H.D.),  whose 
father  was  professor  of  astronomy  at  the 
University.  It  was  under  their  encourage- 
ment and  influence  that  he  first  began  to 
write.  Until  this  time  he  had  had  only  a 
conventional,  alert  schoolboy’s  approach 
to  literature.  He  enjoyed  reading,  but 
most  of  it  was  “on  assignment”  and  very 
little  of  it  was  spontaneous.  He  certainly 
had  not  previously  set  himself  to  writing 
as  a deliberate  vocation.  Also,  while  in 
medical  school,  he  made  friends  with 
Charles  Demuth,  the  first  of  many  con- 
temporary painters  whom  he  was  to  num- 


ber among  his  intimates.  In  addition,  he 
met  John  Wilson,  an  older  man,  who  was 
also  a painter.  On  occasion  he  would  visit 
Wilson’s  studio,  be  given  an  easel,  a canvas, 
some  paint,  and  brushes  and  then  try  his 
hand  at  painting.  He  became  interested  in 
the  theater  and  participated  in  campus 
theatricals.  Up  to  this  time  neither 
Williams  nor  anyone  else  believed  he  had 
the  talent  to  become  a creative  artist.  Yet 
by  his  last  year  in  medical  school  he  had  be- 
gun work  on  what  he  describes  as  “an 
Endymion-like  long  romantic  poem.” 
Mercifully,  and  with  good  judgment,  he 
burnt  it  a couple  of  years  later,  but  it  was  a 
start. 

Following  medical  school,  Williams  re- 
turned to  New  York  for  his  hospital  train- 
ing. He  spent  a year  at  French  Hospital, 
then  on  34th  Street  between  Ninth  and 
Tenth  Avenues,  followed  by  a year  at  the 
Nursery  and  Child’s  Hospital  at  61st 
Street  and  Tenth  Avenue,  just  above  Hell’s 
Kitchen.  Traditionally,  the  life  of  a house 
officer  in  a hospital  in  a big  city  is  filled 
with  lurid  anecdotes,  and  the  West  Side 
of  Manhattan  need  take  a back  seat  to  no 
other  area  for  the  rich  variety  of  tabloid 
type  human  drama  which  Williams  en- 
countered and  recounts  with  such  gusto. 
Even  as  he  learned  the  art  of  medical 
practice  and  the  rudiments  of  surgery,  how 
to  deliver  women,  and  take  care  of  their 
babies,  he  continued  to  write  poems. 
Toward  the  end  of  his  houseship  he  became 
betrothed  to  Florence  Herman  whom  he 
married  three  years  later.  Between  his 
hospital  appointments  and  the  time  he  set 
up  practice  he  went  on  an  extended  trip  to 
Europe,  visiting  Ezra  Pound  in  London, 
meeting  Yeats  and  other  figures  on  the 
London  literary  scene,  as  well  as  seeing  his 
brother  Ed,  who  was  studying  architecture 
in  Rome,  and  the  glories  of  Italian  Renais- 
sance painting,  sculpture,  and  architecture. 
He  does  not  tell  us  whether  he  showed  any 
of  his  poems  to  Pound  or,  if  so,  what  Pound 
thought  of  them. 

The  physician 

Williams  decided  to  go  into  general 
practice  in  Rutherford,  believing  that  the 
demands  of  a city  practice  would  take  time 
from  writing.  This  proved  to  be  a wise  de- 
cision, as  general  practice  in  Passaic 
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County  is  no  great  tax  on  the  intellect  and 
does  provide  one  with  a certain  amount  of 
raw  human  material.  In  1910  his  first 
office  was  the  old  kitchen  pantry  of  his 
parents’  house;  the  front  hall  served  as  a 
waiting  room.  Before  beginning  practice 
he  had  had  a local  printer  publish  his  first 
volume  of  verse,  a paperbound  pamphlet 
titled  Poems.  It  appeared  in  1909,  and 
four  copies  were  sold  at  25  cents  each. 
His  practice  increased;  by  the  end  of  1912 
he  was  able  to  marry  and  set  up  light  house- 
keeping next  door  to  his  parents.  The 
next  year,  when  his  wife  was  already  seven 
months  pregnant,  they  bought  the  com- 
modious house  at  9 Ridge  Road  in  Ruther- 
ford which  was  to  serve  as  their  home  and 
his  office  for  the  next  fifty  years.  Williams’ 
interest  in  pediatrics  had  been  stimulated 
by  his  year  at  the  Nursery  and  Child’s 
Hospital,  and  he  continued  to  enrich  his 
skills  in  that  field,  then  in  its  infancy,  by 
working  as  a volunteer  at  Babies’  Hospital 
in  New  York  three  afternoons  a week,  then 
at  the  Post-Graduate  Medical  School  and 
Hospital.  In  later  years,  although  his 
practice  was  general,  it  always  had  a higher 
proportion  of  obstetric  and  pediatric  pa- 
tients than  was  usual.  He  retired  from 
active  practice  in  1951  following  his  first 
cerebrovascular  accident.  Although  his 
health  gradually  failed  over  the  next 
twelve  years,  he  continued  to  write  poetry, 
and  his  work  of  this  time  included  some  of 
his  finest  pieces,  in  some  aspects  his  richest 
vintage. 

The  poet 

The  period  before  World  War  I was 
marked  in  literature  by  the  rise  of  free 
verse  and  the  imagist  school  in  poetry  and 
in  visual  art  by  the  impact  of  the  Armory 
show  of  French  impressionist,  postim- 
pressionist, fauve,  and  cubist  paintings 
(1913).  These  two  movements  comple- 
mented each  other.  Williams  had  close 
friends  in  both  fields,  and  his  poetry  ex- 
hibits these  influences.  He  became  a 
frequent  visitor  at  Alfred  Stieglitz’s  studio 
in  New  York.  He  met  Walter  Arensberg, 
that  sympathetic  patron  of  both  modern 
poetry  and  painting.  Among  his  painter 
friends  were  Charles  Sheeler,  Marsden 
Hartley,  William  Zorach,  and,  to  a lesser 


degree,  Marcel  Duchamp  and  Man  Ray. 
In  Greenwich  Village  he  was  on  close  terms 
with  Maxwell  Bodenheim,  Lola  Ridge, 
Louise  Bogan,  Marianne  Moore,  and  Alfred 
Kreymborg.  He  even  played  the  male  lead 
in  Kreymborg’s  play,  Mushrooms,  when 
it  was  put  on  by  the  Provincetown  Players 
in  MacDougal  Street.  Other  friends  in- 
cluded Malcolm  Cowley  and  Kenneth 
Burke,  whom  Williams  visited  many  times 
in  later  years  at  his  home  in  rural  New 
Jersey.  His  poems  were  printed  in  a 
variety  of  half-forgotten  little  magazines 
of  the  decade.  Through  the  influence  of 
Ezra  Pound,  Williams’  second  book  of 
poems,  The  Tempers,  was  published  in 
London  in  1913.  Somehow,  during  the 
war  years  he  managed  to  write  enough 
poems  for  three  books,  Al  que  quiere.  Sour 
Grapes,  and  Kora  in  Hell,  for  each  of  which 
he  paid  the  Four  Seas  Company  of  Boston 
something  in  the  neighborhood  of  $250  to 
print.  Some  of  his  better  poems  appeared 
in  The  Dial,  in  Others,  and  in  Harriet 
Monroe’s  Poetry.  Yet  poetry  and  the 
literary-artistic  swim  was  only  part  of  his 
life.  He  always  returned  from  New  York 
refreshed,  ready  to  take  up  the  daily  round 
of  medical  practice  in  Rutherford,  de- 
livering babies,  diagnosing  childhood  dis- 
eases, and  taking  care  of  the  sick,  the 
wounded,  and  the  depraved. 

With  complete  candor  Williams  lets  us 
into  the  secrets  of  his  workshop.  He  ex- 
plains the  advantage  of  having  his  roots  in 
Rutherford  and  his  friends  in  New  York: 

There  is  a great  virtue  in  such  an  isolation. 
It  permits  a fair  interval  for  thought.  That 
is,  what  I call  thinking,  which  is  mainly 
scribbling.  It  has  always  been  during  the  act 
of  scribbling  that  I have  gotten  most  of  my 
satisfactions. 

For  example,  he  describes  afternoon  visits 
to  Kenneth  Burke  forty  miles  west  of 
Rutherford  in  Andover,  New  Jersey: 

All  afternoon  would  be  spent  in  argument, 
we  hugging  our  glasses  of  applejack.  Reac- 
tivated, I’d  go  home  to  the  eternally  reward- 
ing game  of  scribbling.  Thought  was  never 
an  isolated  thing  with  me;  it  was  a game  of 
tests  and  balances,  to  be  proved  by  the  written 
word.  Then  would  come  the  trial.  The 
poem  would  be  submitted  to  some  random 
editor,  or  otherwise  meet  its  fate  in  the 
world  . . . 

When  and  where,  after  such  forays,  did  I or 
could  I write?  Time  meant  nothing  to  me.  I 
might  be  in  the  middle  of  some  flu  epidemic. 
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the  phone  ringing  day  and  night,  madly,  not  a 
moment  free.  That  made  no  difference.  If 
the  fit  was  on  me  ...  I would  be  like  a woman 
at  term;  no  matter  what  else  was  up,  that 
demand  had  to  be  met. 

Five  minutes,  ten  minutes,  can  always  be 
found.  I had  my  typewriter  in  my  office 
desk.  All  I needed  was  to  pull  up  the  leaf 
to  which  it  was  fastened  and  I was  ready  to 
go.  I worked  at  top  speed.  If  a patient 
came  in  at  the  door  while  I was  in  the  middle 
of  a sentence,  bang  would  go  the  machine  I 
was  a physician.  When  the  patient  left,  up 
would  come  the  machine.  My  head  de- 
veloped a technic  . . . Finally,  after  eleven  at 
night,  when  the  last  patient  had  been  put  to 
bed,  I could  always  find  the  time  to  bang  out 
ten  or  twelve  pages.  In  fact,  I couldn’t  rest 
until  I had  freed  my  mind  from  the  obsessions 
which  had  been  tormenting  me  all  day. 
Cleansed  of  that  torment,  having  scribbled,  I 
could  rest. 

One  gets  no  scent  here  of  “profound 
emotion  recollected  in  tranquility.”  One 
is  even  left  with  the  uneasy  feeling  that  a 
goodly  number  of  such  poems,  or  scrib- 
blings,  were  sent  off  in  the  following  morn- 
ing’s mail  to  that  hypothetic  random 
editor  “to  meet  their  fate  in  the  world.” 
It  is  evident  that  Williams  wrote  on  im- 
pulse, and  it  is  fortunate  that  he  was  a man 
of  good,  warm,  humanitarian  impulses. 
One  can  even  construct  hypothetic  jacket 
blurbs;  “Written  at  white  heat,  Dr. 
Williams’  poems  lay  bare  the  human  soul  as 
surely  as  with  a scalpel,”  or  “Untrammeled 
by  convention,  Dr.  Williams’  sure  sense  of 
poetic  imagery  captures  those  rare  mo- 
ments of  insight  . . . .”  Somehow,  such 
words  as  “incisive,”  “well-disciplined,”  and 
“poetic  scrutiny  of  both  the  cosmos  and 
this  world”  do  not  occur  to  one.  It  is  a 
happy  coincidence  in  time  that  Williams’ 
“method”  or  work  habits  happened  to 
flourish  in  that  period  in  literary  and  artistic 
history  when  freedom  of  form,  of  expres- 
sion, and  of  experimentation  were  all 
highly  valued.  In  terms  of  the  aspirations 
of  his  times  and  the  requirements  of  his 
contemporaries  we  must  account  him  a suc- 
cessful poet.  If  Williams  did  not  take  the 
time  or  make  the  effort  to  revise  and  re- 
write, there  is  a class  of  reader  which  does 
not  feel  obliged  or  even  stimulated  to  re- 
read. 

One  can  readily  see  how  the  exigencies 
of  medical  practice  determined  his  work 
habits.  Thus,  his  most  frequent  form  of 
literary  utterance  would  be  the  short  lyric 


poem,  the  result  of  the  inspiration  of  the 
moment.  His  friend  Kenneth  Burke  de- 
scribes him  as  “master  of  the  glimpse.” 
It  is  somewhat  less  obvious  that  there  is  an 
element  in  the  nature  of  general  medical 
practice  which  has  something  in  common 
with  the  sort  of  lyric  that  Williams  ex- 
celled in.  The  general  practitioner  does 
not  have  much  time  for  reflection.  He  is 
confronted  at  any  hour  of  the  day  or  night 
with  a medical  problem  in  medias  res.  He 
deals  with  the  here  and  the  now,  the  visible, 
tangible,  audible,  percussible,  smellable, 
and  even  tastable.  There  is  no  time  for  a 
lengthy  prologue;  he  has  to  make  full  use 
of  his  five  senses,  come  to  a decision 
about  the  nature  of  the  problem,  and  plan  a 
course  of  action.  This  is  what  Williams 
did  as  a doctor  and  what  he  did  as  a poet. 
His  visual  images  are  in  the  form  of  adroit 
linear  sketches;  almost  never  do  we  find  a 
finished  landscape.  His  ear  is  attuned  to 
the  main  melody;  rarely  do  we  encounter 
subtle  verbal  harmonies,  rarely  any  coun- 
terpoint of  ideas  matched  against  the  main 
theme.  His  poetic  vocabulary  is  based  on 
simple  words  and  short  phrases;  this  was 
the  style  in  which  he  communicated  to  his 
patients;  this  was  the  style  in  which  he 
communicated  to  his  readers.  In  many  re- 
spects one  can  draw  an  analogy  between 
Williams  and  Chekov,  who  was  also  a 
general  practitioner  of  medicine.  Chekov, 
too,  opens  his  stories  in  medias  res;  the 
incident  itself  is  often  the  entire  story. 
Chekov,  too,  communicates  in  simple 
language,  by  a direct  gesture,  a short 
phrase;  the  action  on  the  surface  is  de- 
signed to  reveal  the  character  beneath. 
Yet  in  all  fairness  it  must  be  pointed  out 
that  Chekov  was  incomparably  the  greater 
artist,  a writer  with  a much  wider  range; 
but  Chekov  finally  gave  up  medical  prac- 
tice and  devoted  his  full  time  to  writing. 

Chekov  was  ahead  of  his  times,  won  few 
honors,  and  died  young.  Williams  was 
attuned  to  his  times,  won  many  honors,  and 
lived  to  a ripe  old  age;  during  his  last  years 
he  could  have  posed  as  the  Sage  of  Ruther- 
ford, a Grand  Old  Man  of  avant-garde 
American  literature.  The  record  shows 
that  he  won  the  Guarantor’s  award  from 
Poetry  in  1924  and  the  Dial  prize  in  1926. 
His  long  poem,  Paterson,  won  the  National 
Book  award  for  poetry  in  1950.  He  was 
given  the  Gold  Medal  for  poetry  by  the 
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National  Institute  of  Arts  and  Letters  in 
1963  and,  also  posthumously,  the  Pulitzer 
Prize.  By  the  time  he  died  he  had  pub- 
lished about  40  books  of  poetry,  short 
stories,  and  plays. 

What  Williams  claimed  for  himself  in 
his  Autobiography  was  a special  advantage 
accruing  to  a physician-poet,  the  unique  in- 
sight of  the  humane,  practicing  physician 
who  also  has  a literary  gift: 

My  “medicine”  was  the  thing  that  gained 
me  entrance  to.  . . (the)  secret  gardens  of  the 
self.  It  lay  there,  another  world,  in  the  self. 
I was  permitted  by  my  medical  badge  to  fol- 
low the  poor,  defeated  body  into  those  gulfs 
and  grottoes.  And  the  astonishing  thing  is 
that  at  such  times  and  in  such  places — foul  as 
they  may  be  with  the  stinking  ischiorectal 
abscesses  of  our  comings  and  goings — just 
there,  the  thing,  in  all  its  greatest  beauty, 
may  for  a moment  be  freed  to  fly  for  a 
moment  guiltily  about  the  room.  In  illness, 
in  the  permission  I as  a physician  have  had 
to  be  present  at  deaths  and  births,  at  the 
tormented  battles  between  daughter  and  dia- 
bolic mother,  shattered  by  a gone  brain  just 
there — for  a split  second  from  one  side  or 
the  other,  it  has  fluttered  before  me  for  a 
moment.  . . 

It  is  possibly  for  his  sometimes  less  than 
articulate  feeling  for  human  values  that  we 
consider  Williams  as  a source  of  inspiration. 
It  would  be  empty  rhetoric  to  ask  what 
“the  thing”  is,  but  it  is  a sensation  of 
presence  which  many  people  have  ex- 
perienced. 

The  selection  of  points  of  merit  in 
Williams’s  poetry  is  bound  to  be  subjective 
and  arbitrary.  I have  always  been  struck 
by  the  strong  influence  on  Williams  of 
styles  in  the  visual  arts.  One  can  document 
this  by  noting  his  close  friendship  with 
many  painters,  his  frequent  allusions  to 
specific  pictures  in  his  poems  ( Pictures  from 
Breughel),  but  possibly  best  in  his  own 
lines: 

I,  a writer,  at  one  time  hipped  on 
painting,  did  not  consider 
the  effects,  painting. 

It  is  not  unusual  for  poetry  to  influence 
painting;  thousands  of  pictures  have  been 
turned  out  to  illustrate  a literary  theme. 
But  the  reverse  situation  is  uncommon. 
Painting,  by  the  inherent  limit  of  canvas 
and  frame  and  by  the  fact  that  the  entire 
work  is  exposed  at  one  view,  tends  to  he 
static;  poetry  and  prose  extend  in  time  and 
have  a sense  of  movement.  Cubism 


managed  to  eliminate  the  spatially  fixed 
viewpoint,  examining  a subject  from  many 
angles,  even  seeing  around  corners.  The 
technic  involved  reducing  the  subject  to  its 
essentials  of  profile,  form,  and  volume,  then 
reorganizing  them  into  a meaningful  con- 
figuration. Even  as  cubism  succeeded  in 
creating  static  images  from  a shifting  eye- 
point,  futurism  and  vorticism  created  the 
illusion  of  movement  within  a fixed  frame. 
The  best  example  of  the  latter  is  Duchamp’s 
“Nude  Descending  a Staircase,”  the  most 
publicized  item  in  the  Armory  show,  a 
picture  Williams  cites  by  name  on  more 
than  one  occasion.  Williams  continues  his 
poem,  “Raindrops  on  a Briar”: 

. . . painting, 

for  that  reason,  static,  on 

the  contrary  the  stillness  of 
the  objects—  the  flowers,  the  gloves — 
freed  them  precisely  by  that 
from  a necessity  merely  to  move 

in  space  as  if  they  had  been — 
not  children!  but  the  thinking  male 
or  the  charged  and  deliver- 
ing female  frantic  with  ecstasies; 

served  rather  to  present,  for  me, 
a more  pregnant  motion  . . . 

Williams  has  a close  affinity  with  Chagall 
whom,  so  far  as  I recall,  he  does  not  men- 
tion in  any  of  his  poems.  Chagall’s  chosen 
milieu  is  based  on  his  recollections  of  his 
youth  in  Vitebsk,  much  as  Williams’s 
frame  of  reference  is  the  Rutherford- 
Paterson  area  of  his  boyhood  and  young 
manhood.  In  addition  to  the  “how  dear  to 
my  heart  are  the  scenes  of  my  childhood” 
motif,  both  Chagall  and  Williams  share  a 
sentimental-imaginative  treatment  of  the 
mundane  objects  associated  with  it. 

A stock  example  of  the  impact  of 
analytic  cubism  on  poetry  is  Wallace 
Stevens’s  “Thirteen  Ways  of  Looking  at  a 
Blackbird”;  the  title  alone  is  a dead  give- 
away. Williams  has  an  even  greater  num- 
ber of  poems  than  Stevens  which  would 
qualify  as  notes  for  a painting.  Some  are 
influenced  by  his  early  imagist  experiments, 
hut  it  would  he  rash  to  classify  any  given 
poem  as  impressionist,  cubist,  vorticist, 
or  other  form.  The  frequently  anthologized 
poem,  “The  Yachts,”  is  intensely  visual, 
combining  a shifting  eyepoint  with  a sense 
of  movement.  Part  of  its  beginning  sug- 
gests a seascape  in  the  pictorial  tradition 
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extending  from  Turner  through  Boudin  to 

Dufy: 

Mothlike  in  mists,  scintillant  in  the  minute 
brilliance  of  cloudless  days,  with  broad 
bellying  sails 

they  glide  to  the  wind  tossing  the 
green  water 

from  their  sharp  prows  while  over  them 

the  new  crew  crawls 

and  like,  solicitously  grooming  them, 

releasing, 

making  fast  as  they  turn,  lean  far 
over  and  having 

caught  the  wind  again,  side  by  side, 
head  for  the  mark.  . . 

Another  type  of  canvas  is  seen  in 
Williams’  pictorial  skill  in  depicting  the 
muted  landscape  of  “Spring  Strains”;  the 
palette  is  softer  and  the  brush  strokes 
delineate  the  subject  more  precisely: 

In  a tissue-thin  monotone  of  blue-grey  buds 
crowded  erect  with  desire  against  the  sky- 
tense  blue-grey  twigs 
slenderly  anchoring  them  down,  drawing 
them  in — 

two  blue-grey  birds  chasing 
a third  in  circles,  angles, 
swift  convergings  to  a point  that  burets 
instantly! 

Vibrant  bowing  limbs 
pull  downward,  sucking  in  the  sky 
that  bulges  from  behind,  plastering  itself 
against  them  in  packed  rifts,  rock  blue 
and  dirty  orange! 

But — 

(Hold  hard,  rigid  jointed  trees!) 
the  blinding  and  red-edged  sun-blue — 
creeping  energy,  concentrated 
counterforce — welds  sky,  buds,  trees, 
rivets  them  in  one  puckering  hold!  . . . 

This  passage  is  imagism  at  its  trivial 
best,  but  Williams  is  more  incisive  when  he 
gives  us  the  direct,  undeveloped  image  in 
“The  Falls”  in  Paterson: 

The  Falls,  combed  into  straight  lines 
from  that  rafter  of  a rock’s  lip.  . . 

Yet  curiously,  the  poems  taken  directly 
from  famous  paintings  seem  stiff  and  un- 
convincing. “The  Dance,”  modelled  after 
Breughel’s  Kermesse,  is  merely  a short  de- 
scription, all  on  the  surface,  and  the  ten 
poems  which  comprise  the  Pictures  from 
Breughel  rarely  transcend  the  literal.  We 
learn  something  about  Williams’  character 
when  we  find  that  the  pictures  he  chooses 
from  Breughel  are  chiefly  the  scenes  of 
peasant  life  and  the  children’s  games; 
apparently  he  was  not  attracted  by  the 
other  side  of  Breughel,  the  bitter,  satiric 


illustrations  of  biblical  and  classical  maxims, 
nor  by  the  Bosch-like  imagery  of  his  private 
inferno.  Williams  seems  to  have  chosen 
the  “wholesome”  pictures  over  those  which 
might  have  given  a hint  about  Breughel’s 
morbid  introspection. 

Music  also  inspired  Williams  to  poetic 
outbursts.  He  recorded  his  reactions  to 
Brahms’s  First  Piano  Concerto  and  to  the 
bells  of  the  local  Catholic  church.  The 
campanile  sounds  a cheerful  note: 

Tho’  I’m  no  Catholic 
I listen  hard  when  the  bells 
in  the  yellow-brick  tower 
of  their  new  church 

ring  down  the  leaves 
ring  in  the  frost  upon  them 
and  the  death  of  flowers 
ring  out  the  grackle.  . . 

. . . Let  them  ring 
for  the  eyes  and  ring  for 
the  hands  and  ring  for 
the  children  of  my  friend 

who  no  longer  hears 
them  ring.  . . 

One  does  not  doubt  that  the  bells  are 
ringing  for  Williams  as  he  drives  by  the 
church  on  his  way  to  the  hospital.  It  even 
suggests  tinnitus.  By  contrast,  “The 
Desert  Music”  is  a long  and  more  ambitious 
poem  concerning  a trip  to  Mexico  when  he 
was  old  and  ailing,  in  the  mood  to  be  re- 
stored by  warmth,  sunshine,  and  colorful 
native  music  and  dances.  Parts  of  the 
poem  are  awkward  and  musically  naive,  un- 
intentionally; but  the  concluding  quatrain 
affirms  a sound  biologic  attitude: 

And  I could  not  help  thinking 
of  the  wonders  of  the  brain  that 
hears  the  music  and  of  our 
skill  sometimes  to  record  it. 

I do  not  think  a poet  who  was  neither  a 
biologist  nor  a physician  would  have  stated 
his  conclusion  in  quite  that  way. 

His  poem,  “The  Orchestra,”  is  probably 
the  most  characteristic  of  his  style  in  the 
years  between  1939  and  his  death.  It  em- 
ploys the  triadic  stanza  with  the  measured 
line  and  the  variable  foot.  A profitable 
subject  for  a doctoral  thesis  done  with  the 
aid  of  a computer  might  be  a statistical 
analysis  of  the  norm  and  deviation  from 
this  formal  and  metrical  device.  Williams 
began  experimenting  with  it  in  the  mid- 
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1920’s  in  Paterson,  for  free  verse  was  by 
then  as  dead  as  Queen  Anne.  Over  the 
years  he  perfected  his  personal  use  of  this 
rhetorical  device,  and  in  his  hands  it 
proved  to  be  an  effective  way  of  making 
those  statements  about  man  and  the  world 
which  he  chose  to  make.  One  may  prof- 
itably compare  his  broken  line  with  the 
brush  strokes  of  Van  Gogh  or  the  pointil- 
lisms of  Seurat.  I would  not  go  so  far  as 
to  say,  as  one  critic  has,  that  Williams’ 
“poetic  line  is  organically  welded  to 
American  speech  as  muscle  to  bone,”  inas- 
much as  American  speech  is  quite  varie- 
gated in  its  rhythms  and  patterns,  so 
varied  as  to  defy  ready  classification.  In 
all  fairness  to  Williams,  I do  not  think  he 
ever  came  out  and  said  that  his  triadic 
stanza  with  its  measured  line  and  variable 
foot  was  distinctively  American.  Maybe 
he  was  too  polite  to  come  out  and  say  that 
otherwise  well-intentioned  critics  were  talk- 
ing nonsense.  What  Williams  actually  did 
say  in  his  lecture,  “An  Approach  to  the 
Poem,”  before  the  English  Institute  in 
1954  was: 

We  must  break  down 
the  line 
the  sentence 

to  get  at  the  unit  of  the  measure  in  order  to 
build  again. 

This  was  the  nature  of  his  break  with 
traditional  verse  forms  and  conventional 
prosody.  He  amplified  his  idea  of  “mea- 
sure” as  follows: 

What  we  today,  I believe,  are  trying  to  do 
is  not  only  to  disengage  the  elements  of  the 
measure  but  also  to  seek  what  we  believe  is 
there:  a new  measure  or  a new  way  of 

measuring  ...  a poem  that  will  be  com- 
mensurate with  the  social,  economic  world  in 
which  we  are  living  as  contrasted  with  the 
past  that  will  return  to  us  our  sense  of  reality 
in  the  poem.  It  is  in  many  ways  a different 
world  from  the  past  calling  for  different 
“signs,”  “terms”  of  different  scope,  if  we  are 
to  make  that  which  was  recognizable  also  to 
us  today.  We  are  nosing  along  a mysterious 
coast  line  and  have  not  yet  broached  the  con- 
tinent. An  attitude  toward  it  is  all  I am 
proposing.  . . 

He  makes  no  hard  and  fast  rule  about  the 
triadic  stanza,  the  measured  line,  and  the 
variable  foot. 

Let  us  return  to  “The  Orchestra”  with 
its  triadic  stanza.  It  is  not  a perfect  poem 
by  any  means,  but  after  seven  introductory 
triads  Williams  sounds  his  theme: 


Ah,  ah,  and  ah! 

together,  unattuned 
seeking  a common  tone. 

Love  is  that  common  tone 
shall  raise  his  fiery  head 
and  sound  his  note. 

Then  Williams  develops  the  theme: 

The  purpose  of  an  orchestra 
is  to  organize  those  sounds 
and  hold  them 
to  an  assembled  order 
in  spite  of  the 

“wrong  note.”  Well,  shall  we 
think  or  listen?  Is  there  a sound  addressed 
not  wholly  to  the  ear? 

And  after  a few  more  stanzas  of  musical 
development,  he  states  his  coda: 

Now  is  the  time 

in  spite  of  the  “wrong  note” 

I love  you.  My  heart  is 
innocent. 

And  this  the  first 
(and  last)  day  of  the  world 
The  birds  twitter  now  anew 
but  a design 

surmounts  their  twittering. 

It  is  a design  of  a man 
that  makes  them  twitter. 

It  is  a design. 

Surely  this  is  an  ennobling  sentiment. 
One  listens  to  an  orchestra  and  thinks  of 
love  as  the  motive  force  of  art,  that  love 
and  art  are  in  some  way  welded  to  the 
order  imposed  on  sound  by  music  written 
for  an  orchestra,  that  this  love  with  art 
and  with  order  creates  a cosmos  broad 
enough  to  encompass  a few  “wrong  notes.” 
One  is  not  quite  certain  what  the  “wrong 
note”  implies;  is  it  like  Whitman’s  “bar- 
baric yawp,”  does  it  imply  human  error 
and  fallibility,  or  does  it  indicate  that  in 
even  the  best-ordered  cosmos  there  is  some 
unresolved  discordant  element?  However, 
despite  the  “wrong  note”  we  learn  that 
Williams  loves  someone  (a  previously  un- 
specified “you”  appears  at  line  76),  and 
his  heart  is  innocent.  This  great  love  affair 
takes  place  on  the  first  and  last  day  of  the 
world  (“But  our  beginnings  never  know 
our  ends/  Why  have  we  not  developed  into 
friends?”)  whenever  that  day  is,  and  then 
the  birds  twitter,  one  gathers  in  apprecia- 
tion of  this  man-made  cosmos,  and  one 
hopes  in  tune  with  the  music  of  the  orches- 
tra with  love  and  with  order.  It  is  all  very 
nice,  and  I am  sure  there  are  a great  many 
people  who  can  derive  meaning  and  pleasure 
from  it.  I find  the  thought  at  once  simplis- 
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tic,  stated  in  an  unnecessarily  confused 
manner,  and  marred  by  such  flat-toned 
phrases  as  “The  purpose  of  an  orchestra  is 
to  organize  those  sounds  and  hold  them  to 
an  assembled  order ...”  which  sounds 
like  a poorly  written  definition  in  a pre- 
tentious textbook. 

Williams  is  best  enjoyed  as  an  imagist- 
impressionist  poet.  His  much  quoted 
short  poem,  “The  Red  Wheelbarrow,”  is 
typical  of  this  purely  denotative  vein: 


So  much  depends 
upon 

a red  wheel 
barrow 

glazed  with  rain 
water 

beside  the  white 
chickens 


Unfortunately,  he  does  not  choose  to  tell 
us  what  precisely  depends  on  the  red 
wheelbarrow,  and  the  reader  is  left  to  sup- 
ply his  own  conclusion,  whether  rightly  or 
wrongly.  I am  reminded  of  Gerard 
Manley  Hopkins’  comment  on  poems  by 
R.  W.  Dixon,  “He  is  faulty  by  a certain 
vagueness  of  form,  some  unpleasing  rhymes, 
and  most  by  an  obscurity — partly  of 
thought,  partly  of  expression — suggesting 
a deeper  meaning  behind  the  text,  without 
leaving  the  reader  any  decisive  clue  to  find 
it.”  Williams  is  not  obscure  because  of  his 
vocabulary  or  syntax.  His  images,  like  the 
red  wheelbarrow,  are  optically  precise,  but 
the  associations  he  has  with  it  are  neither 
explicit  nor  clearly  formulated  in  his  own 
mind.  Granted  that  some  poets  may  be 
excessively  rational,  even  to  the  point  of 
being  unfeeling,  but  Williams  often  goes  to 
the  other  extreme,  an  excess  of  feeling  or 
sympathy  with  the  subject  of  his  poem  at 
the  expense  of  adequate  reasoning  about  it. 
There  is  a considerable  body  of  readers  who 
do  not  find  that  very  much  of  importance 
depends  on  the  red  wheelbarrow.  In  such 
instances  Williams  fails  to  convince  us  of 
the  value  of  his  predicate. 

Williams  wrote  a number  of  poems  to 
prominent  figures  of  the  day.  The  list  is 
quite  revealing:  one  to  Ezra  Pound,  an 

“Elegy  for  D.  H.  Lawrence,”  another  elegy 
to  “Ford  Madox  Ford  in  Heaven”;  these 
make  an  oddly  assorted  set  of  literary  bed- 
fellows. The  one  to  Pound  is  weak  and  the 
elegy  for  Lawrence,  though  deeply  felt. 


cannot  be  rated  a success.  However, 
“Ford  Madox  Ford  in  Heaven”  must  be 
ranked  as  one  of  Williams’s  more  attractive 
pieces;  it  shows  one  of  his  rare  flashes  of 
good  humor  in  poetry.  Although  in  his 
private  life  he  was  usually  an  amusing  con- 
versationalist, he  took  pains  to  conceal  his 
charming  wit  and  humor  when  he  wrote 
poetry.  I never  cease  to  be  amazed  at  the 
masks  some  people  will  don  when  they  wear 
their  “public  face.”  It  begins  with  the 
lines: 

Is  it  any  better  in  Heaven,  my  friend  Ford, 
than  you  found  it  in  Provence? 

and  closes  with 

Provence!  the  fat  assed  Ford  will  never 
again  strain  the  chairs  of  your  cafes, 

pull  and  pare  for  his  dish  your  sacred  garlic, 
grunt  and  sweat  and  lick 

his  lips.  Gross  as  the  world  he  has  left  to 
us  he  has  become 

a part  of  that  of  which  you  were  the  known 
part,  Provence,  he  loved  so  well. 

The  elegy  on  Ford  was  written  in  1940  at 
the  request  of  the  editors  of  Furioso  in 
which  it  first  appeared.  It  is  not  written 
in  Williams’  habitual  broken  rhythms  but 
has  a more  conventionally  elegiac  flow. 
One  may  question  whether  Williams  did 
not,  on  this  occasion,  drop  his  self-conscious 
stance  of  creating  his  own  verse  rhythms, 
whether  traditional  speech  patterns  were 
more  deeply  built  into  his  auditory  imagina- 
tion than  he  would  care  to  confess,  or,  con- 
versely, whether  he  deliberately  adopted  a 
new  posture  for  the  occasion.  As  an  elegy 
it  is  free  from  the  customary  pompous 
nonsense,  and  the  reader  can  be  grateful 
that  medical  training  does  enable  a poet  to 
consider  the  body  of  a dead  friend  with 
some  objectivity.  Doctors  see  too  much 
of  death  to  mourn  in  the  usual  way. 

Other  personages  to  whom  Williams 
addressed  poems  were  Sibelius  in  a poem 
titled  “Tapiola,”  Albert  Einstein  in  a 
poem  titled  “St.  Francis  Einstein  of  the 
Daffodils” — the  comparison  eludes  me — 
and,  curiously,  one  “To  the  Ghost  of 
Marjorie  Kinnan  Rawlings.”  The  gallery 
is  small  and  rather  selective,  especially 
when  one  considers  all  the  prominent  peo- 
ple Williams  knew.  I am  a bit  surprised 
not  to  find  one  on  Albert  Schweitzer,  the 
only  man  in  Africa  in  the  1960’s  who  could 
wear  a pith  helmet  and  get  away  with  it; 
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but  Schweitzer  did  outlive  Williams,  and 
possibly  Dr.  Williams  thought  it  improper 
to  pass  poetic  comment  on  a fellow  practi- 
tioner while  he  was  still  alive  and  in  active 
practice.  “The  Crimson  Cyclamen”  is 
Williams’  tribute  in  fawn  colors  to  the 
memory  of  his  friend  Charles  Demuth,  an 
able  American  painter  who  died  of  diabetes 
before  the  discovery  of  insulin. 

There  are  some  items  one  does  not  find 
in  Williams’  poems,  at  least  not  to  any 
conspicuous  degree.  One  does  not  find 
satire.  An  occasional  flash  of  good  humor, 
an  occasional  use  of  irony,  not  usually 
adroitly  managed,  as  found  in  the  re- 
iterated refrain  “Beautiful  Thing  ...” 
in  “Episode”  from  Book  III,  Paterson, 
which  is  heard  thirteen  times  in  a poem  of 
140  short-footed  lines;  but  deliberate 
satire  is  outside  Williams’  range.  Satire  is 
born  of  an  intolerable  pain  and  anger  at  the 
foibles  of  the  world,  sometimes  coupled 
with  a desire  to  reform  it.  Williams  ac- 
cepted the  world  as  he  found  it.  He  was 
not  unaware  of  its  shortcomings  and  social 
injustices;  he  merely  did  not  use  it  as  a sub- 
ject for  poetry.  In  this  respect  he  differed 
sharply  from  John  Arbuthnot,  M.D.,  and 
Tobias  Smollett.  Yet  oddly,  Arbuthnot’s 
contemporaries  praised  him  even  as  Wil- 
liams’ did  him  for  his  “sense  of  humanity.” 
Therefore,  it  is  not  necessarily  a sense  of 
humanity  that  stays  the  poet’s  hand  from 
satire;  it  may  be  a lack  of  aptitude  for  it. 
Williams  wrote  few  poems  of  social  criti- 
cism; one  recalls  the  lamentable  verses  on 
Sacco  and  Vanzetti  titled  “Impromptu: 
The  Suckers”  (1927).  I quote  the  third 
and  fourth  stanzas: 

Why  in  the  hell  didn’t  they  choose  some  other 
kind  of  “unprejudiced  adviser”  for  their 
death  council?  instead  of  sticking  to  that 
autocratic  strain  of  Boston  backwash,  except 
that  the  council  was  far  from  unprejudiced 
hut  the  product  of  a rejected,  discredited 
class  long  since  outgrown  except  for  use  in 
courts  and  school,  and  that  they 
wanted  it  so — 

Why  didn’t  they  choose  at  least  one  decent 
Jew  or  some  fair-minded  Negro  or  anybody 
but  such  a triumvirate  of  inversion,  the 
New  England  aristocracy,  bent  on  working  off 
a grudge  against  you,  Americans,  you 
are  the  suckers,  you  are  the  ones  who  will 
be  going  up  on  the  eleventh  to  get  the  current 
shot  into  you,  for  the  glory  of  the  state 
and  the  perpetuation  of  abstract  justice — 


Everyone  who  was  anyone  in  1926  and 
1927  was  writing  about  Sacco  and  Vanzetti, 
and  Williams’  polemics  are  not  so  disastrous 
as  some  of  the  ephemera  of  the  period. 
My  only  cavil  is  why  was  he  so  uncritical 
as  to  include  it  in  the  New  Directions  book, 
Selected  Poems,  published  in  1949.  As  a 
doctor,  Williams  may  have  buried  his 
mistakes;  as  a poet,  he  published  them. 

There  are  also  a few  collateral  remarks 
about  labor  problems  and  strikes  in  Pater- 
son, but  Williams  cannot  be  considered  a 
“social  poet”  in  any  sense.  There  is  just 
about  enough  social  conscience  in  his  poems 
to  show  that  he  read  the  morning  papers 
and  knew  when  people  were  being  mis- 
treated. 

Another  element  conspicuously  lacking 
in  Williams’  poems  is  medical  material. 
We  get  occasional  whiffs  of  the  medical 
world  in  “An  old  lady  dying  of  diabetes  . .” 
“By  the  road  to  the  contagious  hos- 
pital . . . ,”  and  an  occasional  allusion  to 
nurses  or  patients.  But  these  notations 
merely  represent  the  physical  world  Dr. 
Williams  moved  in.  His  poems  are  not 
about  medicine,  a disease,  or  the  impact  of 
illness  on  a given  individual,  real  or 
hypothetic.  True,  Marin  Marias  (1656- 
1728),  a French  baroque  composer,  did 
write  “Tableau  de  l’Operation  de  la 
Taille,”  a musical  description  of  an  opera- 
tion for  gallstones,  and  George  Onslow 
(1784-1853)  an  Anglo-French  composer 
did  compose  “Le  Quintette  de  la  Balle,” 
in  which  he  describes  his  emotions  after  an 
accident  in  1829  when  he  was  hit  in  the  side 
of  the  face  by  a spent  bullet  while  hunting 
wolf.  But  these  works  are  not  artistically 
successful.  I scarcely  think  that  the 
A.M.A.  would  have  commissioned  Dr. 
Williams  to  write  a set  of  verses  in  honor 
of  National  Gallbladder  Week.  One  mod- 
est exception  is  a poem  titled  “Le  Medecin 
Malgre  Lui,”  but  its  subject  is  the  poet’s 
role  in  life  rather  than  the  substance  of 
medicine: 

Oh  I suppose  I should 
wash  the  walls  of  my  office 
polish  rust  from  my  instruments  and 
keep  them 
definitely  in  order 
build  shelves  in  the  laboratory 
empty  out  the  old  stains  . . . 

Who  can  tell?  I might  be 
a credit  to  my  Lady  Happiness 
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and  never  think  anything 

but  a white  thought! 

The  prose  writer 

Williams  reserved  his  medical  material 
for  his  short  stories.  He  published  three 
collections  of  them:  The  Knife  of  the  Times 
(1932),  Life  Along  the  Passaic  River  (1938), 
and  Make  Light  of  It  (1950).  The  stories 
are  in  the  form  of  short  sketches  and  anec- 
dotes, the  characters  are  drawn  with  swift 
linear  strokes,  and  the  dialogue  is  “natural.” 
Williams  was  a good  observer  of  the  daily 
life  around  him,  had  some  insight  into  the 
motivation  and  manners  of  the  lower  and 
lower-middle  classes  in  the  Rutherford- 
Paterson  milltown  area,  and  a good  ear  for 
their  actual  speech,  much  better  than  in 
his  poems.  Many  of  the  stories  deal  with 
the  sick,  the  damaged,  the  deranged,  and 
the  deviated.  They  show  that  Williams 
was  a good  doctor  and  knew  his  patients. 
They  do  not  show  that  he  was  a very  good 
short  story  writer;  he  had  a knack  for 
turning  out  the  sort  of  short  piece  which 
was  popular  with  editors  in  the  avant- 
garde  little  magazine  press  of  the  late 
1920’s,  1930’s,  and  even  the  1940’s.  “The 
Use  of  Force”  describes  his  efforts  to  get  a 
six-year-old  girl  with  suspected  diphtheria 
to  open  her  mouth  so  he  can  look  down  her 
throat;  as  a symbolic  rape  it  fails  to  satisfy. 
Another  story,  “A  Night  in  June,”  de- 
scribes the  delivery  at  her  home  of  a 
stocky  Italian  multigravida  with  varicose 
veins.  Their  realism  is  obvious,  but  they  do 
not  rise  above  that  level.  One  of  the  more 
interesting  stories  is  titled  “A  Descendant 
of  Kings.”  It  deals  with  the  misfortunes 
of  a young  man  who  had  quite  a career  as  a 
stud,  but  who  became  impotent  after  he  was 
double-crossed  by  a school  teacher  from 
Boston.  He  managed  to  recover  a moiety 
of  his  potency  after  he  was  gored  by  a bull. 
I suppose  one  is  intended  to  read  into  this 
story  some  of  the  symbolism  of  Adonis 
gored  by  a boar,  but  the  innumerable 
ordinary  female  bodies  that  this  young 
man,  named  “Stewie,”  worked  over  are  not 
quite  surrogates  for  Venus,  nor  are  his  in- 
numerable ordinary  rough-and-tumble  rolls 
in  the  hay  quite  sufficient  in  quality  to  be  a 
votive  offering  to  a latter-day  goddess  of 
beauty.  The  business  of  being  gored  by  a 
bull  suggests  imperfectly  assimilated  and 


undigested  Ernest  Hemingway,  somewhat 
watered  down,  and  the  information  sup- 
plied somewhat  gratuitously  that  “Stewie” 
had  a partially  successful  career  as  a banjo 
player  does  not  add  stature  to  his  image  as  a 
symbol;  in  fact,  it  lends  a somewhat 
ludicrous  note  to  the  tale. 

Nonetheless,  one  must  infer  that  the 
reputation  Williams  had  for  his  interest  in 
people  derives  largely  from  these  short 
stories  and  from  the  fact  that  reviewers  and 
critics  knew  that  he  was  a practicing 
physician.  Van  Wyck  Brooks  speaks  of 
him  as  “insatiably  interested  in  human 
nature”  and  also  of  “the  doctor’s  tender 
sympathetic  feeling.”  To  digress  briefly, 
during  the  late  1930’s  and  early  1940’s  one 
of  the  common  catch  phrases  was  “Do  you 
like  people?”  The  socially  desirable  an- 
swer was  “Yes,  I like  people!”  We  see 
this  attitude  reflected  in  such  books  as 
Carl  Sandburg’s  The  People,  Yes.  It  was 
the  era  of  the  common  man!  Predictably 
Williams’  “sense  of  humanity”  was  an 
approved  value  of  that  particular  cultural 
trend.  However,  alternative  views  are 
possible.  I can  recall  answering  one 
psychologist  who  asked  me  whether  I 
“liked  people”  with  the  blunt  comment, 
“Some  yes,  others  no!”  I seriously  question 
whether  an  indiscriminate  liking  for  people 
is  a virtue;  it  is,  rather,  a confession  of  un- 
critical acceptance.  Yet  this  may  be  one 
reason  why  Williams  went  into  general 
practice,  and  I became  a pathologist.  He 
was  willing  to  accept  the  world  and  people 
in  it  as  they  were;  I reserve  the  right  to  re- 
view them  under  the  microscope  and  look 
daily  at  their  weaknesses,  faults,  malforma- 
tions, and  diseases. 

Let  us  consider  briefly  his  two  books 
which  reputable  critics  praise  most  highly. 
The  first  is  a book  of  prose  titled  In  the 
American  Grain  and  the  second  a long  poem 
in  five  books  titled  Paterson.  To  write  In 
the  American  Grain,  Williams  took  off 
about  nine  months  to  a year  from  practice 
in  1923  to  1924.  His  stated  purpose  was 
“to  give  the  impression,  an  inclusive  defini- 
tion, of  what  these  men  of  whom  I am 
writing  have  come  to  be  for  us.  That  they 
have  made  themselves  part  of  us  and  that 
that  is  what  we  are.  I want  to  make  it 
clear  that  they  are  us,  the  American 
make-up,  that  we  are  what  they  have  made 
us  by  their  deeds  and  so  remain  in  the 
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American  ...”  This  is  what  he  told  his 
publisher,  Charles  Boni,  who  then  added 
the  word  “grain.” 

In  the  American  Grain  can  easily  and 
accurately  be  called  a poet’s  slices  of 
historical  life.  Unlike  the  books  of  short 
lyric  poems  it  cannot  be  considered  as  a 
collection  of  outbursts  turned  out  on  the 
typewriter  in  between  patients  and  house 
calls.  It  was  worked  and  reworked,  and 
we  must  assume  that  its  effects  are  de- 
liberate. It  would  be  puerile  and  superbly 
irrelevant  to  point  out  that  history  written 
by  a poet  is  not  the  same  thing  as  history 
written  by  a historian.  One  has  no  right  to 
expect  an  increment  to  one’s  body  of 
factual  knowledge;  one  may  legitimately 
expect  new  insights  from  a mind  untram- 
meled by  academic  conventions.  To  some 
extent  Williams  delivers  the  goods.  How- 
ever, one  must  take  into  account  that  he 
himself  was  a first-generation  American 
and  was  trying  to  determine  his  own  na- 
tional heritage.  Put  crudely,  this  is  “what 
America  means  to  me.”  Williams’  canvas 
is  contained  in  some  20  sketches  or  word 
pictures  (I  hesitate  to  call  such  lyric  prose 
by  the  mundane  label,  essays)  covering  a 
rather  idiosyncratic  selection  of  characters. 
Again,  the  omissions  are  as  revealing  as  the 
inclusions.  Seven  of  the  sections  deal  with 
the  early  explorers:  Eric  the  Red,  Colum- 
bus, Cortez,  Ponce  de  Leon,  DeSoto, 
Raleigh,  and  Champlain;  three  with  early 
Massachusetts:  the  Pilgrims,  Thomas  Mor- 
ton of  Merrymount,  and  Cotton  Mather; 
and  six  deal  with  the  Revolution  and  early 
Federal  period:  Father  Rales,  Daniel 

Boone,  George  Washington,  Benjamin 
Franklin,  John  Paul  Jones,  and  Aaron 
Burr.  Only  two  of  the  sections  deal  with 
nineteenth  century  matters,  a longish 
essay  on  Poe,  and  a single  page  on  Abraham 
Lincoln.  One  looks  in  vain  for  Jefferson, 
Lewis  and  Clark,  John  Quincy  Adams, 
Jonathan  Edwards,  Alexander  Hamilton, 
John  Marshall,  and  others.  However,  one 
cannot  expect  a systematic  treatment  of 
history  or  biography  from  a poet. 

The  result  of  a lack  of  system  and  a 
cubist’s  shifting  eyepoint  is  a rather  un- 
even book.  The  word  picture  titled  “The 
Destruction  of  Tenochtitlan”  dealing  with 
Cortez  and  Montezuma  is  a splendid  piece 
of  lyrical  exposition,  certainly  one  of  the 
most  eloquent  short  pieces  of  its  decade 


and  a masterpiece  of  American  prose.  It  is 
both  informative  and  emotionally  moving; 
it  should  be  required  reading  for  academic 
historians.  However,  the  lyric  piece  on 
Sir  Walter  Raleigh  has  little  information 
and  is  so  excessively  rhapsodic  that  it  fails 
to  convince  or  move.  The  piece  on  Eric  the 
Red  seems  to  arise  from  Williams’  imagina- 
tion; it  is  the  scenario  for  a myth  opera. 
Much  of  the  chapters  on  Cotton  Mather 
consist  of  excerpts  from  the  witchcraft 
trials;  the  chapter  on  Benjamin  Franklin 
includes  91/2  pages  from  Poor  Richard’s 
Almanac  followed  by  4y2  pages  of  notes  by 
Williams;  the  chapter  on  John  Paul  Jones 
is  a reprint  of  his  letter  to  Franklin,  then 
our  ambassador  to  Paris,  after  the  battle 
between  the  Bon  Homme  Richard  and  the 
Serapis.  It  runs  to  15  pages  and  is  pre- 
sented plain  without  comment.  It  is 
pleasant  to  see  that  Dr.  Williams  can 
select  significant  passages  for  an  anthology, 
but  this  is  scarcely  the  task  of  a poet- 
historian. 

One  of  the  most  stimulating  chapters 
deals  with  Pkre  Sebastian  Redes,  the  French 
Jesuit  (1689-1723).  Williams  points  out 
clearly  that  the  conflict  between  British 
and  French  colonists  was  largely  based  on 
religion,  the  Puritans  against  the  Jesuits, 
religion  tempered  by  commercial  self  in- 
terest. He  does  not  quite  say  that  it  is  the 
backbone  of  Boston,  but  that  is  an  in- 
escapable conclusion.  Likewise,  the  chap- 
ter in  defense  of  Aaron  Burr  is  praise- 
worthy. One  rarely  hears  the  motivation 
of  Burr’s  enemies  called  to  question. 
These  two  chapters  alone  can  be  used  as  a 
text  to  illuminate  the  thesis  that  the  victor 
manages  to  rewrite  history  in  terms  favor- 
able to  himself. 

Many  critics  have  praised  the  concluding 
piece  on  Abraham  Lincoln.  Frankly,  I 
find  it  offensive.  The  key  passage  reads  as 
follows: 

It  is  Lincoln  pardoning  the  fellow  who  slept 
on  sentry  duty.  It  is  the  grace  of  the  Bixby 
letter.  The  least  private  would  find  a 
woman  to  caress  him,  a woman  in  an  old 
shawl — with  a great  bearded  face  and  a 
towering  black  hat  above  it,  to  give  an 
unearthly  reality. 

Accustomed  as  we  are  to  metaphysical 
imagery,  here  we  have  two  of  the  stock 
images  of  the  American  dream,  Abe  Lincoln 
and  mother,  fused  into  one.  Somehow,  I 


1094  New  York  State  Journal  of  Medicine  / April  15,  1969 


have  never  thought  of  Abe  Lincoln  as  a 
mother  figure.  The  two  images  are 
“yoked  by  violence  together,”  but  the 
yoking  is  so  violent  that  it  manages  to 
garotte  them  both.  Mercifully  the  piece 
on  Lincoln  is  less  than  400  words  long.  It 
was  written  at  the  suggestion  of  Charles 
Boni,  the  book’s  first  publisher. 

It  is  not  improper  to  emphasize  that  In 
the  American  Grain  was  not  composed  in 
bits  and  snatches;  Williams  took  off  time 
to  write  it.  He  moved  into  New  York 
with  his  wife  and  worked  hard  at  the 
library;  he  went  up  to  Boston  and  Salem 
for  the  material  on  Cotton  Mather  and 
the  witchcraft  trials,  using  them  again  in 
his  play  Tituba's  Children  written  in  1950. 
Yet  despite  the  full  application  of  his  time, 
one  still  finds  the  deliberate  use  of  a dis- 
junctive style  of  exposition,  almost  like  a 
nervous  tic  intruding  itself  into  otherwise 
well-coordinated  behavior.  Some  readers 
may  find  this  to  be  an  “artistic  effect,”  but 
others  find  it  a bit  distracting  to  con- 
tinuity, and  I am  old-fashioned  enough  to 
side  with  the  latter. 

Paterson 

Williams’  most  highly  praised  work  is  the 
long  poem  Paterson.  It  occupied  a long 
period  in  his  creative  activity  and  repre- 
sents the  culmination  of  many  years  of 
thinking  about  the  theme.  Originally,  the 
plan  called  for  four  books;  these  appeared 
in  print  from  1946  through  1951,  but  a 
fifth  book  was  published  in  1958,  and  frag- 
ments for  a sixth  were  found  in  Williams’s 
papers  after  his  death.  It  is  not  easy  to 
state  in  simple  terms  precisely  what  the 
subject  of  this  magnum  opus  is.  The 
framework  is  set  for  a free  discursive  treat- 
ment of  the  Paterson-Rutherford-Passaic 
area,  its  history,  geography,  some  of  its 
more  interesting  personages,  and  the  poet’s 
reactions  to  his  local  fragment  of  the 
cosmos.  However,  it  goes  beyond  these 
obvious  limits  into  the  uncharted  spaces  of 
his  imagination.  Time  and  space  do  not 
permit  any  analysis  of  the  lengthy  poem; 
however,  its  technic  is  that  of  alternating 
philosophic,  or  quasiphilosophic,  and  lyric 
passages  of  verse  with  prose  passages. 
The  prose  passages  may  be  anything 
Williams’  fancy  dictates:  geographic  notes, 
old  newspaper  stories,  snatches  of  local 


history,  anecdotes,  letters  received,  and 
so  on.  It  is  an  enormous  canvas,  and  far 
more  than  any  of  his  shorter  poems  it  re- 
veals the  breadth  of  the  man.  His  verbatim 
use  of  newspaper  quotations  recalls  the 
method  used  in  contemporary  collages  in 
which  variously  shaped  pieces  of  the  daily 
paper  are  cut  out  and  pasted  on  the  canvas 
as  an  integral  part  of  the  picture.  Williams, 
the  poet,  identifies  himself  with  Paterson, 
the  place,  and  the  numerous  fragments  do 
constitute  his  “dome  of  many-coloured 
glass,”  his  set  of  particulars  posed  against 
his  vision  of  the  universal.  One  could  cite 
any  number  of  individual  passages  of  great 
beauty  and  great  strength.  Nonetheless,  it 
remains  a defective  masterpiece.  Finely 
written  as  many  sections  are,  the  poem  as  a 
whole  lacks  cohesive  organization,  a de- 
fect in  a work  so  long  and  so  complex. 
One  might  paraphrase  Williams’s  revealing 
line  from  “The  Orchestra”:  “Is  there  a 

sound  addressed /not  wholly  to  the  ear?” 
and  have  him  ask:  Is  there  a thought  ad- 
dressed not  wholly  to  the  mind?  I imagine 
that  he  would  answer  yes,  and  possibly  this 
is  his  idea  of  the  transformation  of  nature 
into  poetry;  the  poet’s  ideas  derived  from 
nature,  that  is,  the  physical  world  around 
him,  the  people  in  it,  and  the  diverse 
stimuli  which  daily  assail  his  sensorium, 
are  worked  on  by  the  poet’s  imagination  to 
produce  a sequence  of  words  and  phrases 
(poetry)  which  contains  something  over  and 
above  the  mental  processes  involved.  It  is 
a defensible  attitude,  even  an  admirable 
one.  Yet,  for  a poem  so  long  (the  paper- 
back edition  contains  268  pages  for  the 
five  completed  books)  some  structural  plan 
is  a necessity. 

I am  not  the  only  person  to  complain  of 
an  inability  to  grasp  it.  In  Book  IV, 
published  in  1951,  Williams  quotes  a letter 
to  him  signed  by  A.G.,  undoubtedly  the 
young  Allen  Ginsberg,  that  other  Paterson 
poet,  who  writes: 

...  I seldom  dig  exactly  what  you  are  doing 
with  cadences,  line  length,  sometimes  syntax, 
etc.,  and  cannot  handle  your  work  as  a solid 
object — which  properties  I assume  you 
rightly  claim.  I don’t  understand  the 
measure.  . . 

It  was  generous  and  perceptive  of  Williams 
to  publish  in  full  the  letter  of  this  young 
writer,  then  obscure,  as  part  of  the  res 
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gestae  of  his  own  poem.  But  it  is  not  only 
a matter  of  cadence,  line  length,  syntax. 
It  is  the  “measure,”  using  the  word  a bit 
more  broadly  than  Ginsberg  may  have  in- 
tended. It  is  very  difficult  to  achieve  a 
rounded  view  or  even  a perspective  on 
Paterson  to  fit  the  various  pieces  into  a 
unified  pattern.  One  has  the  forlorn  feeling 
that  one  will  always  know  Williams’ 
masterpiece  better  from  passages  quoted  in 
critical  glosses,  sections  culled  for  antholo- 
gies, than  from  reading  and  rereading  the 
poem  as  he  gave  it  to  us. 

Playwright 

I shall  say  nothing  about  Williams  as  a 
playwright,  for  I am  not  qualified  to  have 
an  opinion.  It  should  be  recorded  that 
Many  Loves  was  successfully  performed  in 
1959  by  the  Living  Theatre  led  by  Julian 
Beck  and  Judith  Malina.  It  received  con- 
siderable favorable  notice  even  from  the 
traditionally  blase  New  York  drama  critics. 
An  earlier  play,  Tituba's  Children  (1950), 
based  on  the  Salem  witchcraft  trials,  pre- 
ceded Arthur  Miller’s  The  Crucible  on  the 
same  subject  by  three  years.  Never  identi- 
fied with  any  political  movement,  Williams 
was  intelligent  enough  to  recognize  the 
dangers  of  security  checks,  McCarthyism, 
and  inquisitorial  methods. 

Comparison  with  other  artists 

It  would  be  very  easy  to  compare 
Williams  to  both  Wallace  Stevens  and 
Charles  Ives,  two  other  American  artists 
who  wrote  poems  or  composed  music  with 
some  success  (it  came  to  Ives  only  after  his 
death),  but  who  earned  their  livings  by 
work  not  related  to  or  derived  from  their 
esthetic  interests.  They  have  certain 
features  in  common.  Virgil  Thomson  dis- 
cusses the  economic  determinism  of  musical 
style,  pointing  out  that  the  work  of  a com- 
poser who  lives  by  nonmusical  jobs  or 
earned  income  from  nonmusical  courses  is 
marked  by  the  absence  of  professionalism,  is 
essentially  naif: 

The  naif  makes  up  his  music  out  of  whole 
cloth  at  home.  He  invents  his  own  esthetic. 
When  his  work  turns  out  to  be  not  unplayable 
technically,  it  often  gives  a useful  kick  in  the 
pants  to  the  professional  tradition.  The 
music  of  Modest  Moussorgsky,  of  Erik  Satie, 


and  of  Charles  Ives  did  that  very  vigorously 
indeed. 

The  nai'fs  show  no  common  tendency  in 
stylistic  orientation.  Their  repertory  of  syn- 
tactical device  is  limited  to  what  they  can 
imitate  plus  what  they  make  up  for  them- 
selves. They  are  like  children  playing  along 
. . . They  put  Dante  to  music,  and  Shake- 
speare, Dialogues  of  Plato,  the  Book  of 
Revelation.  They  interpret  these  in  terms  of 
familiar  folklore,  remembered  classics,  and 
street  noises.  They  derive  their  melodic 
material  from  hymns  and  canticles,  from 
jazz-ways  and  darn-fool  ditties.  They  quote 
when  they  feel  like  it.  They  misquote  if  they 
prefer.  They  have  none  of  the  professional’s 
prejudices  about  “noble”  material  or  about 
stylistic  unity  ...  Its  clarity  is  a shock  to  the 
professional  mind.  It  doesn’t  hesitate  about 
being  lengthy  or  about  being  brief,  and  it  ne- 
glects completely  to  calculate  audience  psy- 
chology. It  is  not  made  for  audiences.  As 
Tristan  Tzara  said  of  Dada,  it  is  “a  private 
bell  for  inexplicable  needs.”  It  is  beyond 
mode  and  fashion.  It  is  completely  per- 
sonal . . . 

Mr.  Thomson  has  already  applied  his 
remarks  to  Ives.  To  some  extent,  not 
completely,  they  can  be  applied  to  Williams 
and  Stevens.  They  both  invented  their 
own  “esthetic.”  They  did  kick  tradition 
in  the  pants;  in  this  they  had  good  com- 
pany among  poets;  Ives  was  almost  alone 
among  musicians  at  his  time  in  this  coun- 
try. Neither  Williams  nor  Stevens  had 
any  preconceived  ideas  about  stylistic 
unity;  Williams  certainly  did  not  hesitate 
to  be  very  long  ( Paterson ) or  very  brief 
(several  hundred  short  lyrics).  For  both, 
poetry  was  a private  bell  for  inexplicable 
needs,  beyond  fashion,  completely  per- 
sonal. I question  seriously  the  idea  that 
their  work  was  not  made  for  audiences. 
It  is  a commonplace  of  sociology  that  the 
minority  of  today  is  the  majority  of  to- 
morrow. True,  neither  Williams  nor  Ste- 
vens had  audience  reaction  in  mind,  unless 
we  include  as  audience  a handful  of  friends 
and  a few  editors;  but  their  poems,  like 
Ives’s  music,  can  be  read  or  played  for 
audiences,  and  I think  the  audience  is  in- 
creasing. Time  has  a way  of  winnowing 
out  those  works  which  are  relevant  for  the 
time  of  winnowing.  Many  of  Williams’ 
poems  are  ephemeral  and  deserve  to  be  for- 
gotten; however,  a fair  number  are  very 
fine  poems  indeed  and  will  be  remembered; 
the  precise  poems  which  will  be  valued  in 
one  decade  may  not  seem  so  good  in  the 
next;  others  will  take  their  place.  The 
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point  Mr.  Thomson  does  not  quite  make 
about  the  naif  is  that  his  freshness  and 
originality  do  have  a value  for  all  time. 
Such  poetry  or  music  is  a countereddy  in 
the  stream  of  its  times,  valuable  to  the 
student  of  literary,  musical,  or  pictorial 
movements,  valuable  in  that  some  of  its 
ideas  and  elements  do  become  incorporated 
into  the  “main  stream”  of  esthetic  produc- 
tion of  a later  generation.  Much  as  I take 
exception  to  Williams’  lack  of  discipline, 
lack  of  self  criticism,  to  the  fact  that  he 
published  many  lesser  poems  when  he  did 
not  depend  on  them  for  his  livelihood,  at  his 
best  he  has  an  individual  note  of  personal 
eloquence  and  a personal  vision  which  will 
always  be  admired.  However,  pundits  will 
always  disagree  on  the  particular,  that  is, 
which  poems  represent  the  best  of  Williams. 

Needless  to  say  the  comparison  with 
Ives  can  only  be  general;  they  worked  in 
different  media.  The  similarity  with  Ste- 
vens could  be  studied  more  closely,  and  it  is 
not  surprising  that  Stevens  and  Williams 
were  good  friends,  each  respecting  the 
other’s  goals  and  methods,  each  noting 
privately  his  view  of  the  other’s  subjec- 
tivism. However,  it  is  obvious  on  casual 
inspection  that  Williams  was  more  con- 
cerned with  the  external  world,  the  here  and 
the  now,  the  daily  experience,  whereas 
Stevens  was  occupied  with  the  landscape 
of  his  own  imagination.  I leave  it  to 
others  more  apt  at  detecting  influences  and 
interactions  to  dissect  the  details. 

Williams  was  not  the  sort  of  man  to 
write  manifestos  or  issue  pompous  pro- 
nunciamentos  about  the  nature  of  poetry. 
One  very  rarely  finds  him  making  the 
broad  generalization  or  tacking  his  credo 
to  a masthead.  Even  as  one  rereads  the 
five  issues  of  Contact,  a magazine  he  edited 
with  Robert  McAlmon  in  1920  to  1923, 
one  fails  to  find  evidence  that  he  was  ever 
willing  to  define  a policy  or  set  up  a plat- 
form. One  might  even  say  that  he  “played 
by  ear”  and  not  be  too  far  off  the  track. 
However,  on  one  occasion,  when  his  guard 
was  down,  he  did  write  the  following 
sentence: 

To  each  thing  its  special  quality,  its  special 
value  that  will  enable  it  to  stand  alone. 
When  each  poem  has  achieved  its  particular 
form  unlike  any  other,  when  it  shall  stand 
alone — then  we  have  achieved  our  language. 
We  have  said  what  it  is  in  our  minds  to  say. 


The  remark  occurs  on  the  jacket  of  a phono- 
graph record  in  which  Williams  reads  some 
16  of  his  shorter  poems.  It  is  a statement 
of  particularism,  individual  content  de- 
termining form,  and  the  subject  matter 
determining  the  language. 

1 think  we  must  remember  that,  although 
it  now  sounds  strangely  remote,  when 
Williams  first  began  writing  poetry,  there 
was  a good  deal  of  controversy  about  what 
was  and  what  was  not  suitable  thematic 
material.  Even  in  the  early  years  of  this 
century  conservative  critics  generally  had 
the  idea  that  some  subjects  were  suitable 
to  be  treated  poetically  and  others  were  not. 
Up  to  a generation  previously  the  same 
argument  was  applied  in  painting.  Manet’s 
Olympia  was  a break  with  tradition  not 
only  in  technic  but  in  choice  of  subject.  It 
is  somewhat  more  difficult  to  date  the  con- 
cept of  “free  choice  of  subject  matter”  in 
literature.  A novelist  was  accorded  more 
latitude  than  a poet.  Matthew  Arnold’s 
high  seriousness  was  a widely  held  credo 
in  both  English  and  American  schools  of 
literary  judgment  at  the  turn  of  the  cen- 
tury. The  battle  for  freedom  of  choice  of 
material  in  poetry  was  still  to  be  fought 
and  won.  It  was  a good  fight  and  I am 
glad  it  was  won.  Nowadays  the  idea  that 
we  judge  a poem  by  how  successfully  it  has 
fulfilled  the  poet’s  aims  is  so  well  entrenched 
that  we  forget  how  much  ink  was  spilt  over 
this  right. 

However,  there  is  one  very  practical 
limitation  to  be  considered.  Unless  a 
given  poem  has  something  new  or  impor- 
tant to  say,  has  a new  technic,  a mode  of 
statement  that  causes  the  reader  to  restruc- 
ture his  cognitive  field,  it  will  have  a hard 
time  rising  above  the  limit  set  by  its 
material.  If  one  writes  poems  about  the 
trivial,  the  mundane,  the  ephemeral,  there 
is  a high  statistical  probability  or  risk  that 
the  poem  itself  will  be  trivial,  mundane, 
and  ephemeral.  The  flame  of  poetic  genius 
does  not  burn  evenly;  it  is  a series  of 
sparks  interspersed  with  some  sputterings. 
Williams  is  not  the  only  poet  whose  output 
is  uneven.  However,  with  few  exceptions 
he  avoided  major  themes  and  issues;  he  was 
deliberately  particular,  and  his  visual  and 
intellectual  range  was  usually  limited  tc 
the  world  around  him.  It  is  not  surprising 
that  he  should  have  a low  batting  average. 
Even  in  his  most  important  poem,  Paterson , 
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there  is  a limitation  inherent  in  the  subject 
matter,  the  choice  of  a theme.  Plainly, 
many  readers  are  not  especially  interested 
in  Paterson,  New  Jersey.  A declining 
milltown  and  its  purlieus,  the  minutiae  of 
its  local  history,  its  landscape,  even  its 
people  are  not  very  edifying  or  exciting 
matters  in  and  of  themselves.  Paterson  is 
on  a side  road  if  not  at  the  end  of  a blind 
alley;  continuing  the  baseball  analogy, 
singularly  appropriate  for  a writer  so 
self-consciously  American,  it  is  a Class  D 
minor  league  town,  and  the  Passaic  River 
is  not  much  more  than  an  old  millstream  to 
most  readers.  That  Williams  can  make 
Paterson  exciting  at  all,  even  in  part,  is  a 
tribute  to  his  sympathy  with  his  subject 
and  his  skill. 

He  is  able  to  communicate  a great  deal  of 
his  own  personal  feeling  about  it  as  a place 
and  his  role  as  a poet  in  it.  Likewise, 
in  the  dozen  or  two  successful  shorter 
poems  he  does  make  an  occasional  clean 
base  hit,  and  in  these  poems  he  does  speak 
with  an  authoritative  original  voice  in 
them;  he  does  manage  to  say  what  it  is  in 
his  mind  to  say,  and  it  would  be  a kindness 


to  judge  him  on  his  best  efforts.  For  the 
remainder,  all  one  can  say  is  that  he  was  a 
warm  genuine  human  being,  a very  nice 
man  who  enjoyed  the  art  of  writing. 

Prof.  Mark  Linenthal  speaks  of  Williams’ 
“aesthetic  proximity  to  his  subject”  as 
contrasted  with  the  usual  esthetic  distance 
the  poet  or  painter  places  between  himself 
and  his  subject.  One  might  compare  this 
intimacy  with  that  of  the  doctor  at  his 
patient’s  bedside;  the  doctor  is  closely 
involved  with  his  patient,  engaged  much  as 
the  poet  with  his  poem,  yet  he  must  pre- 
serve at  the  same  time  a sense  of  detach- 
ment and  objective  judgment.  Despite 
the  risks  inherent  in  such  proximity, 
Linenthal  is  satisfied  that  Williams  gives 
the  reader  “the  moment  of  revelation,  not 
the  thing  revealed.”  Yet  Williams  was 
more  concerned  with  the  poetic  process 
than  the  finished  product.  This  is  one 
reason  why  Williams  is  of  paramount  value 
to  Professor  Linenthal  whose  area  is  poetry 
in  the  workshop;  the  common  reader  is  a 
consumer  and  is  likely  to  form  his  judgment 
on  the  finished  product:  the  container  and 
the  thing  contained. 
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In  1966  a survey  was  conducted  by  the 
New  York  State  Society  of  Anesthesiolo- 
gists of  the  availability  and  utilization  of 
anesthesia  personnel  in  the  hospitals  of 
New  York  State.  This  survey  was  a 
corollary  of  one  conducted  by  the  American 
Society  of  Anesthesiologists  in  1964. 1 The 
latter  survey  was  broad  in  base  but  did  not 
deal  with  the  specifics  that  were  the  concern 
of  the  present  survey.  The  specific  goals  of 
the  New  York  State  Society  of  Anesthesiolo- 


TABLE  I.  Hospitals  returning  questionnaires 


Number 

Per  Cent 

of  Hospi- 

Hospitals 

tals  in 

in 

Location 

Study 

Area 

New  York  City 

103 

65 

Rest  of  State 

187 

62 

Located  in  rural  counties  111 

64 

Located  in  urban  counties  76 

60 

Totals 

290 

63 

gists’  survey  were  to  secure  information  con- 
cerning: (1)  the  personnel  providing  anes- 
thesia services  in  New  York  State;  (2)  the 
qualifications  of  these  persons;  and  (3)  the 
deficit  in  available  anesthesia  personnel. 

A pre-tested,  suitably  designed  question- 
naire was  distributed  to  each  of  the  hos- 
pitals in  New  York  State.  The  list  of 
hospitals  was  supplied  by  the  State  of  New 
York  Department  of  Health.  The  data 
were  accumulated  and  tabulated  by  the 
Office  of  Electronic  Data  Processing  of  the 
health  department.  In  the  State,  410 
hospitals  constituted  the  total  available 
sample,  with  353  replying.  Sixty-three 
questionnaires  were  discarded  because  of 
inadequate  data  and/or  a change  in  status 


TABLE  II.  Statistics  of  surveyed  hospitals 


Hospital 
Bed  Size 

Number  of 
Hospitals  in 
Category 

Number  of 
Operations 
per  Clinical 
Bed,  1965 

Number  of 
Beds  per 
Operating 
Room 

Number  of 
Deliveries 
per  Clinical 
Bed  in 
1965 

Number  of 
Operations  per 
Operating  Room 
in  1965 

1 to  24 

3 

19 

18 

13 

562.5 

25  to  49 

13 

10 

24 

4 

237.5 

50  to  99 

56 

12 

31 

4 

362 . 96 

100  to  149 

42 

16 

36 

6 

552.08 

150  to  199 

32 

15 

38 

5 

608 . 84 

200  to  249 

38 

14 

51 

6 

657.19 

250  to  299 

19 

17 

46 

5 

745.61 

300  to  349 

15 

15 

49 

7 

852.5 

350  to  399 

9 

16 

52 

6 

723.8 

400  to  449 

14 

18 

60 

5 

681.82 

450  to  499 

5 

12 

50 

5 

578.13 

500  to  999 

22 

7 

66 

3 

394.00 

1,000  and  over 

13 

3 

94 

4 

144.93 
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TABLE  III.  Surveyed  individuals  administering  anesthetics  by  category  and  by  qualification 

-— — Rest  of  State 


Category  and 
Qualification 

-—-Total  — 
Num-  Per 
her  Cent 

New  York  City 
Num-  Per 
ber  Cent 

-—Total — - 
Num-  Per 
ber  Cent 

-—Urban • 

Num-  Per 
ber  Cent 

- — Rural — • 
Num-  Per 
ber  Cent 

Anesthesiologists 

1,420 

53.7 

863 

58.4 

557 

47.9 

374 

58.2 

183 

34.5 

Board-certified 

614 

23.2 

342 

23.1 

272 

23.4  : 

L73 

27  4 

99 

18.7 

Board-qualified 

454 

17.2 

286 

19.4 

168 

14.4 

118 

18.7 

50 

9.4 

College-certified 

352 

13:3 

235 

15.9 

117 

10.1 

83 

13.1 

34 

6.4 

Other  physicians 

345 

13.1 

77 

5.2 

268 

23.0 

65 

10.3 

203 

38.2 

Physician  anesthe- 

335 

12.7 

75 

5.1 

260 

22.3 

62 

9.8  : 

L98 

37.3 

tists 

College-certified 

10 

0.4 

2 

0.1 

8 

0.7 

3 

0.5 

5 

0.9 

Residents 

294 

11.1 

255 

17.2 

39 

3.4 

39 

6.2 

0.0 

First  year 

102 

3.9 

87 

5.9 

15 

1.3 

15 

2.4 

0.0 

Second  year 

120 

4.5 

99 

6.7 

21 

1.8 

21 

3.3 

0.0 

Other 

72 

2.7 

69 

4.6 

3 

0.6 

3 

0.5 

0.0 

Registered  nurses 

539 

20.4 

256 

17.3 

283 

24.3 

143 

22.6 

140 

26.4 

CRNA* 

430 

16.3 

237 

16.0 

193 

16.6 

102 

16.1 

91 

17.2 

Not  certified 

87 

3.3 

11 

0.8 

76 

6.5 

27 

4.3 

49 

9.2 

Students 

22 

0.8 

8 

0.5 

14 

1.2 

14 

2.2 

0.0 

Other  categories 

44 

1.7 

28 

1.9 

16 

1.4 

11 

1.7 

5 

0.9 

Doctors  of  dental 

surgery 

28 

1.1 

18 

1.2 

10 

0.9 

6 

0.9 

4 

0.7 

Technicians 

11 

0.4 

6 

0.4 

5 

0.4 

5 

0.8 

0.0 

Other 

5 

0.2 

4 

0.3 

1 

0.1 

1 

0.2 

Totals 

2,642 

100.0 

1,479 

100.0 

1,163 

100.0 

632 

100.0 

531 

100.0 

* Certified  by  American  Association  of  Nurse  Anesthetists. 


to  nursing  homes.  This  left  290  utilizable 
questionnaires  or  63  per  cent  of  the  total 
sample.  This  63  per  cent  is  a statistically 
valid  sample.  It  proportionately  repre- 
sents hospitals  of  all  sizes  and  all  geographic 
locations.  Table  I illustrates  the  returns 
by  area.  Columns  1 and  2 of  Table  II 
delineate  these  surveyed  hospitals  by  bed 
size. 

Results  of  survey 

The  results  of  this  survey  have  con- 
tributed greatly  to  an  understanding  of  a 
major  problem  confronting  the  specialty  of 
anesthesiology.  This  problem  is  whether 
or  not  the  personnel  is  sufficient  to  render 
anesthesia  care  in  the  State. 

As  illustrated  in  Table  III,  there  were 
2,642  individuals  administering  anesthesia 
in  the  State.  The  individuals  in  the  group 
are  further  characterized  in  Table  III 
according  to  their  training  and  location. 
There  are  two  certifying  bodies  which  grant 
specialty  status  to  physicians  practicing 
anesthesiology.  The  American  Board  of 
Anesthesiology  certifies  physicians  only 
after  a minimum  of  two  years  of  residency 
training  and  three  years  of  clinical  prac- 


tice. * The  American  College  of  Anesthesi- 
ologists certifies  physicians  after  one  year 
of  formal  training.  Nurses  administering 
anesthesia  are  certified  by  the  American 
Association  of  Nurse  Anesthetists  after 
formal  training.  In  1965  there  were  1,068 
anesthesiologists  who  were  either  board- 
certified  or  eligible  for  certification  in  the 
surveyed  group.  Board-eligible  anesthesi- 
ologists are  those  who  have  conformed  to 
the  training  requirements  of  the  American 
Board  of  Anesthesiology  but  have  not  yet 
completed  the  examination  process  of  the 
Board.  This  represents  34  per  cent  of  all 
surveyed  anesthesia  personnel  in  New  York 
State.  Reference  to  Table  III  will  show  that 
there  were  345  physicians  whose  prime 
interest  was  not  anesthesiology  but  who 
practiced  anesthesiology,  and  of  this  group 
10  were  American  College  of  Anesthesiolo- 
gists certified.  All  other  categories  are  self- 
explanatory.  The  American  Society  of  An- 
esthesiologists’ survey  estimated  a nation- 
wide group  of  3,000  individuals  who  adminis- 
tered approximately  15  per  cent  of  the  total 
anesthetics.  F urther,  the  American  Society 
of  Anesthesiology  found  them  unidentifiable 

* American  Hoard  of  Anesthesiology  requi  remen  to  for 
certification  have  changed  since  the  initiation  of  this  survey. 
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TABLE  IV.  Surveyed  hospitals  by  size  and  location 


Hospital  Size; 
Number  of  Beds 

Total 

New  York 
City 

Total 

Rest  of  State 
Urban 

Rural 

1 to  24 

7 

7 

3 

4 

25  to  49 

13 

2 

11 

1 

10 

50  to  99 

60 

8 

52 

12 

40 

100  to  149 

43 

14 

29 

8 

21 

150  to  199 

32 

11 

21 

11 

10 

200  to  249 

38 

17 

21 

11 

10 

250  to  299 

19 

8 

11 

4 

7 

300  to  349 

15 

5 

10 

8 

2 

350  to  399 

9 

3 

6 

4 

2 

400  to  449 

14 

8 

6 

5 

1 

450  to  499 

5 

3 

2 

1 

1 

500  to  999 

22 

15 

7 

7 

1,000  and  over 

13 

9 

4 

1 

3 

Totals 

290 

103 

187 

76 

111 

TABLE  V.  Surveyed  persons  administering  anesthetics  by  category  and  hospital  size  in  New  York  City 


Other 


Hospital  Size; 
Number  of  Beds 

Number  of 
Hospitals 

Total 

Anesthesi- 

ologists 

Physi- 

cians 

Residents 

Nurses 

Other 

1 to  24 

25  to  49 

2 

6 

3 

3 

50  to  99 

8 

33 

26 

3 

3 

1 

100  to  149 

14 

83 

50 

18 

13 

2 

150  to  199 

11 

70 

45 

14 

11 

200  to  249 

17 

162 

109 

8 

4 

37 

4 

250  to  299 

8 

73 

52 

5 

4 

11 

1 

300  to  349 

5 

58 

34 

2 

9 

12 

1 

350  to  399 

3 

53 

24 

2 

18 

8 

1 

400  to  449 

8 

90 

53 

10 

9 

18 

450  to  499 

3 

62 

44 

1 

7 

9 

1 

500  to  999 

15 

404 

211 

10 

95 

81 

7 

1,000  and  over 

9 

385 

212 

4 

106 

52 

11 

Totals 

103 

1,479 

863 

77 

255 

256 

28 

as  to  background;  however,  they  believed 
that  the  majority  were  physicians.  The 
New  York  State  Society  of  Anesthesiolo- 
gists’ survey  is  the  first  large  survey  that 
fully  categorized  anesthesia  personnel  ac- 
cording to  their  training.  This  included 
dentists,  technicians,  and  only  5 others  who 
would  be  in  this  unidentifiable  group. 

As  is  well  known  and  illustrated  by 
Table  IV,  there  are  more  large  hospitals  in 
the  urban  areas  of  the  State  than  there  are 
in  the  rural  areas.  Correspondingly,  there 
was  a greater  concentration  of  trained 
physicians  specializing  in  anesthesiology 
in  the  urban  areas  and  especially  in  New 
York  City  (Tables  V,  VI,  and  VII).  Eight 
hundred  sixty-three  anesthesiologists  were 
reported  in  New  York  City  with  only  557 
in  the  rest  of  the  State.  New  York  City 
accounts  for  60  per  cent  of  anesthesiologists 
in  New  York  State.  In  1960  the  Census 


Bureau  reported  that  New  York  City  con- 
tained only  46.5  per  cent  of  the  total  popu- 
lation of  the  State.  New  York  City  con- 
tained 35.5  per  cent  of  all  the  hospitals  in 
the  State.  New  York  State  contained 
approximately  9 per  cent  of  the  1960 
national  population  and  yet  had  at  least  17 
per  cent  of  the  nation’s  American  Board 
of  Anesthesiologists  diplomates  within  the 
surveyed  group.2  New  York  State  had  11 
per  cent  of  the  nation’s  American  College 
of  Anesthesiologists  diplomates  within  the 
surveyed  group.3  Therefore,  it  is  obvious 
that  New  York  State  was  relatively 
abundantly  supplied  with  the  most  highly 
trained  anesthesia  personnel. 

The  total  number  of  surveyed  anesthetics 
(surgical  and  obstetric)  administered  in 
New  York  State  in  1965  was  approximately 
1 million.  Inhospital  anesthetics  for  den- 
tal surgery  are  part  of  the  reported  cases 
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TABLE  VI.  Surveyed  persons  administering  anesthetics  by  category  and  hospital  size  in  New 
York  State  exclusive  of  New  York  City  but  in  urban  counties 


Hospital  Size;  Number  of 

Anesthesi- 

Other 

Number  of  Beds  Hospitals 

Total 

ologists 

Physicians  Residents 

Nurses 

Other 

1 to  24 

3 

4 

3 

1 

25  to  49 

1 

3 

2 

1 

50  to  99  12 

35 

12 

15 

8 

100  to  149 

8 

42 

27 

8 

7 

150  to  199  11 

56 

32 

18 

5 

1 

200  to  249  11 

67 

50 

3 

1 

13 

250  to  299 

4 

37 

22 

8 

7 

300  to  349 

8 

105 

69 

3 

9 

20 

4 

350  to  399 

4 

46 

31 

1 

7 

6 

1 

400  to  449 

5 

72 

41 

8 

23 

450  to  499 

1 

17 

13 

4 

500  to  999 

7 

147 

74 

22 

47 

4 

1 , 000  and  over 

1 

1 

1 

Totals  76 

632 

374 

65 

39 

143 

11 

TABLE  VII.  Surveyed  persons 

administering  anesthetics  by  category  and  hospital  size 

in  New  York 

State  exclusive  of  New  York  City  and  urban  counties* 

Hospital  Size; 

Number  of 

Anesthesi- 

Other 

Number  of  Beds 

Hospitals 

Total 

ologists 

Physicians 

Nurses 

Other 

1 to  24 

4 

9 

8 

1 

25  to  49 

10 

43 

2 

25 

16 

50  to  99 

40 

135 

24 

72 

39 

100  to  149 

21 

83 

34 

34 

15 

150  to  199 

10 

77 

31 

29 

17 

200  to  249 

10 

61 

30 

4 

25 

2 

250  to  299 

7 

55 

25 

13 

17 

300  to  349 

2 

11 

11 

350  to  399 

2 

22 

7 

12 

3 

400  to  449 

1 

12 

2 

6 

4 

450  to  499 

1 

12 

12 

1,000  and  over 

3 

11 

5 

3 

3 

Totals 

111 

531 

183 

203 

140 

5 

* No  hospitals  in  the  500-  to  999-bed  size  and  no  residents  in  this  study. 


for  each  surveyed  hospital,  whether  they 
be  administered  by  a physician  or  a dentist. 
Table  III  includes  the  category  of  dentists 
administering  anesthesia.  An  incidental 
finding  of  the  survey  was  that  approxi- 
mately 30  per  cent  of  all  obstetric  anes- 
thetics were  administered  by  obstetricians. 
If  all  cases  were  divided  evenly  among  only 
anesthesia  personnel,  this  would  mean  380 
cases  per  individual  per  year.  An  extensive 
review  of  clinical  experience  reveals  that  a 
feasible  case  load  for  an  anesthesiologist  is 
estimated  to  be  850  cases  per  year.  Theo- 
retically, the  number  of  surveyed  board- 
certified,  eligible,  or  college-certified  anes- 
thesiologists practicing  in  New  York  State, 
of  which  there  are  1,420,  could  provide 
anesthetic  services  for  all  of  the  anesthetics 
surveyed  in  1965.  This  volume  of  practice 
(704)  cases  would  still  not  fulfill  each  anes- 
thesiologist’s anticipated  potential. 


The  survey  revealed  that  there  were 
1,445  operating  rooms  in  the  responding 
hospitals.  Table  II  breaks  this  figure 
down  according  to  hospital  size  and  the 
number  of  operations  performed  in  each 
operating  room  in  1965.  It  is  easily  seen 
that  very  few  operating  rooms  are  used  to 
full  capacity.  Assuming  that  there  are 
approximately  two  hundred  fifty-five  days 
of  scheduled  surgery  (365  minus  104 
weekend  days  and  10  hospital  holidays) 
very  few  operating  rooms  had  four  opera- 
tions per  day.  The  intermediate-size  hos- 
pitals, 200  to  400  beds,  tend  to  have  the 
best  utilization  statistics.  Many  of  the 
larger  hospitals  in  the  State  have  teaching 
programs  in  surgery  and  anesthesiology 
which  would  tend  to  prolong  surgery  and 
thus  explain  the  underutilization  of  facili- 
ties. The  average  operating  room  in  the 
State  was  utilized  for  655  operations  in 
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TABLE  VIII.  Further  survey  and  breakdown 


Breakdown  of 
Expressed  Needs 
of  105  Surveyed 
Hospitals 

Number  of 
Surveyed 
Hospitals 

Number 
of  Re- 
quested 
Personnel 

Anesthesiologists 

78 

137 

Physician  anesthetists 

19 

24 

Nurse  anesthetists 

40 

78 

Other 

10 

36 

1965.  This  is  less  than  three  operations 
per  working  day,  and  this  figure  includes 
all  emergency  cases.  Therefore,  there  is 
inadequate  utilization  of  operating  room 
facilities.  Concurrently,  if  anesthesia  per- 
sonnel are  required  to  be  available  to  staff 
these  operating  rooms,  these  people  will 
also  be  underutilized.  This  is  demon- 
strated by  the  fact  that  in  1965  in  small, 
1-  to  200-bed,  hospitals  each  individual 
administering  anesthesia  cared  for  247 
cases  per  year.  In  medium,  200-  to  400- 
bed,  hospitals  each  individual  administering 
anesthesia  cared  for  425  cases  per  year.  In 
large,  400-  and  over-bed,  hospitals  each 
individual  administering  anesthesia  cared 
for  287  cases  per  year.  These  figures  must 
be  related  to  the  anesthesiologist’s  poten- 
tial of  850  cases  per  year. 

As  further  evidence  of  inadequate  plan- 
ning for  the  provision  of  operating  facilities 
and  hospital  beds,  there  is  the  fact  that  the 
survey  revealed  that  105  hospitals  expressed 
needs  that  totaled  275  additional  anesthesia 
persons  (Table  VIII).  This  need  can  only 
exist  because  of  the  underutilization  of 
facilities  and  personnel. 

Conclusion 

This  survey  has  demonstrated  that  a 
situation  that  has  been  widely  accepted  as 
existing  and  static  should  be  reviewed  by 
all  interested  authorities.  The  survey  has 
delineated  the  personnel  providing  anes- 
thesia services  in  New  York  State.  It  has 
classified  these  persons  according  to  training 
and  has  ascertained  deficits  in  available 
personnel. 

It  is  commonly  thought  that  New  York 
State,  along  with  the  other  states  in  the 
country,  has  a real  deficit  in  anesthesia 
personnel. 

However,  our  statistics  do  not  support 


this  conclusion.  The  real  problem  is  one 
of  utilization  and  distribution.  The  survey 
has  demonstrated  how  poorly  the  operating 
room  complement  of  the  average  hospital 
is  utilized.  Directly  related  to  this  is  the 
underutilization  of  anesthesia  personnel. 
The  maldistribution  of  anesthesiologists 
and  allied  persons  is  obvious  from  the 
quoted  figures.  The  failure  of  most  anes- 
thesiologists to  function  at  their  full  poten- 
tial is  apparent  and  regrettable. 

Stated  requests  for  additional  personnel 
provide  further  evidence  of  the  afore- 
mentioned ills  and  seem  inappropriate. 

The  present  survey  presents  data  which 
permit  valid  generalizations  to  the  existing 
national  situations.  Among  these  is  the 
fact  that  there  must  be  an  underutilization 
of  anesthesia  personnel  and  operating  rooms 
in  rural  areas  of  America  as  there  is  in  rural 
areas  of  New  York  State.  Presumably 
there  may  well  be  a maldistribution  of 
anesthesiologists  and  allied  personnel. 

Many  hospitals  plan  operating  schedules 
in  a horizontal  fashion,  thus  utilizing  many 
operating  rooms  in  early  hours  and  few  if 
any  in  the  latter  part  of  the  working  day. 
Vertical  scheduling  using  fewer  areas  simul- 
taneously but  for  the  entire  working  day 
would  certainly  produce  better  utilization 
statistics. 

Further  hospital  planning  must  be  con- 
cerned with  regional  health  care  facilities. 
This  would  be  one  approach  to  the  problem 
of  maldistribution  of  anesthesia  personnel. 
This  viewpoint  has  already  been  proved 
successful  by  military  experience.4 

On  the  basis  of  the  New  York  State 
Society  of  Anesthesiologists’  survey,  a final 
conclusion  is  that  the  assumed  shortage  of 
anesthesia  personnel  in  the  State  is  un- 
doubtedly more  apparent  than  real  with 
regard  to  actual  numbers  of  individuals. 
The  core  of  the  situation  lies  in  the  obvious 
maldistribution  and  underutilization  of 
these  people. 
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C URRENT  UNDERSTANDING  of  the  physiol- 
ogy of  respiration  began  with  the  discovery 
of  the  circulation  of  the  blood  by  William 
Harvey  in  the  seventeenth  century.  The 
completion  of  the  modern  theory  of  respira- 
tion was  dependent  on  the  discovery  of  the 
different  atmospheric  gases:  carbon  diox- 

ide by  Black  in  1759,  hydrogen  by  Caven- 
dish in  1766,  nitrogen  by  Rutherford  in 
1772,  and  oxygen  by  Priestley  and  Scheele 
in  1771  and  Lavoisier  in  1775. 

Life  cannot  exist  in  a human  being  if 
breathing  stops.  The  only  way  to  sustain 
the  life  of  an  individual  in  whom  respira- 
tion has  ceased  is  to  produce  movement  of 
air  into  the  lungs.  Early  attempts  at  arti- 
ficial respiration  included  breathing  or 
blowing  into  the  victim’s  nostrils  with  a 
small  bellows  or  rolling  a drowned  person 
over  a cask  or  suspending  him  by  the  heels. 

The  principle  of  artificial  respiration  by 
pressure  on  the  thoracic  cage  was  intro- 
duced by  Hall  in  1856.  The  Hall  method 
consisted  of  rolling  the  patient  from  a 
prone  to  a side  position  combined  with 
pressure  on  the  back.  The  following  year, 
Silvester  modified  this  technic  by  placing 
the  victim  on  his  back  and  applying  pres- 
sure to  the  anterior  side  of  the  chest  wall. 

In  1893  Schafer  published  his  method  of 
resuscitation.  This  prone  pressure  technic 
of  artificial  respiration  was  introduced  into 
the  United  States  shortly  after  the  turn  of 
the  century  and  was  the  method  of  choice 
for  many  years.  The  Schafer  technic  of 
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resuscitation  was  superseded  by  the  back 
pressure-arm  lift  method  and  most  recently 
by  the  mouth-to-mouth  technic.  Mechanical 
devices  designed  to  restore  or  aid  in  respi- 
ration are  of  course  desirable  when  avail- 
able and  applicable  to  the  situation  at  hand, 
but  as  an  emergency  first  aid  measure  noth- 
ing can  replace  mouth-to-mouth  breathing 
or  other  manual  technics  to  move  air  into 
the  lungs. 

Biblical  history 

Perhaps  the  earliest  accounts  of  the  ap- 
plication of  the  mouth-to-mouth  method  of 
resuscitation  can  be  found  in  two  incidents 
related  in  the  Old  Testament.  In  chapter  4 
of  II  Kings  are  described  some  of  the  won- 
derful acts  of  Elisha  the  prophet.  One  of 
these  acts  was  to  promise  the  birth  of  a son 
to  a barren  woman  from  the  town  of  Shu- 
nam  who  gave  hospitality  to  Elisha.  The 
prophecy  of  Elisha  was  fulfilled  but  was 
followed  by  the  tragic  death  of  the  boy  as 
we  are  told  in  verses  17  to  20 : “And  the 

woman  conceived  and  bore  a son  at  that 
season,  when  the  time  came  round,  as  Eli- 
sha had  said  to  her.  And  when  the  child 
was  grown,  it  happened  on  a day,  that  he 
went  out  to  his  father  to  the  reapers.  And 
he  said  unto  his  father : ‘My  head,  my 

head.’  And  he  said  to  his  servant:  ‘Carry 

him  to  his  mother.’  And  when  he  had 
taken  him,  and  brought  him  to  his  mother, 
he  sat  on  her  knees  till  noon,  and  then  died.” 

Most  Biblical  commentators  interpret  the 
child’s  illness  to  have  been  sunstroke  since 
this  was  the  boy’s  first  exposure  to  the 
fiercely  hot  middle  eastern  sun.  The 
child’s  revival  by  Elisha  is  described  later 
in  the  same  chapter,  verses  34  to  35 : “And 

he  went  up  and  lay  upon  the  child,  and  put 
his  mouth  upon  his  mouth,  and  his  eyes 
upon  his  eyes,  and  his  hands  upon  his 
hands;  and  he  crouched  over  him;  and  the 
child  sneezed  seven  times,  and  the  child 
opened  his  eyes.” 

1969 


Some  interpret  this  incident  as  purely  of 
miraculous  connotation.  Radak  ( Rabbi 
David  Kimchi,  1160  to  1235),  however, 
states  that  Elisha  attempted  to  breathe  on 
the  child  to  provide  warmth  from  his  natu- 
ral body  heat  that  emanated  from  his 
mouth  and  eyes.  Radak  further  states  that 
most  miracles  are  performed  with  direction 
and  guidance  from  worldly  and  natural 
actions.  Metzudath  David  (Rabbi  David 
Altschul,  seventeenth  century)  states  that 
Elisha  tried  to  pour  some  of  the  life  of 
his  own  body  into  the  limbs  of  the  child. 
Ralbag  (Rabbi  Levi  ben  Gershon,  1288  to 
1344)  gives  an  identical  interpretation  but 
adds  “.  . . he  (Elisha)  did  this  after  he 
prayed.”  Ralbag,  similar  to  Radak,  thus 
seems  to  consider  a combination  of  natural 
and  miraculous  events  as  having  contributed 
to  the  child’s  revival. 

Another  incident  nearly  identical  to  that 
of  Elisha  and  the  Shunammite  woman’s 
child  is  described  in  the  seventeenth  chap- 
ter of  I Kings.  Here  prophet  Elijah,  the 
predecessor  of  Elisha,  warns  King  Ahab  of 
Israel  (reigned  876  BCE  to  854  BCE)  of  a 
drought  which  will  last  for  several 
years.  To  escape  the  drought,  Elijah  trav- 
eled to  Zarephath  where  he  received  hospi- 
tality from  a sinful  widow  who  had  an  only 
son.  The  Bible  then  relates  (I  Kings  17:17 
to  22)  : 

And  it  came  to  pass  after  these  things 
that  the  son  of  the  woman,  the  mistress  of 
the  house,  fell  sick;  and  his  sickness  was  so 
sore,  that  there  was  no  breath  left  in  him. 
And  she  said  unto  Elijah:  “what  have  I to 
do  with  thee,  0 thou  man  of  G’d?  Art  thou 
come  unto  me  to  bring  my  sin  to  remem- 
brance and  to  slay  my  son?”  And  he  said 
unto  her:  “Give  me  thy  son.”  And  he  took 

him  out  of  her  bosom,  and  carried  him  up 
into  the  upper  chamber,  where  he  abode,  and 
laid  him  upon  his  own  bed.  And  he  cried 
unto  the  Lord,  and  said:  “0  Lord  my  G’d, 

hast  thou  also  brought  evil  upon  the  widow 


whom  I sojourn,  by  slaying  her  son?”  And 
he  stretched  himself  upon  the  child  three 
times,  and  cried  unto  the  Lord,  and  said : 
“O  Lord  my  G’d,  I pray  thee,  let  this  child’s 
soul  come  back  into  him.”  And  the  Lord 
hearkened  unto  the  voice  of  Elijah,  and  the 
soul  of  the  child  came  back  into  him,  and  he 
revived. 

The  phrase  “there  was  no  breath  left  in 
him”  is  interpreted  by  Josephus  ( Antiqui- 
ties 8,  13:3)  to  mean  that  he  appeared  to  be 
dead.  Most  Biblical  commentators,  how- 
ever, including  Rashi  (Rabbi  Solomon  ben 
Isaac,  1040  to  1105),  Ralbag,  Metzudath 
David,  and  Radak  consider  the  boy  actually 
to  have  died.  Metzudath  David  remarks 
that  the  verse  “and  he  stretched  himself 
upon  the  child”  means  that  Elijah  placed 
his  mouth  on  the  child’s  mouth  and  his  eyes 
on  the  child’s  eyes  just  as  Elisha  did  to  the 
son  of  the  Shunammite  woman.  Radak 
again  states  that  this  was  done  to  breathe 
onto  the  boy  and  warm  him  with  Elijah’s 
natural  body  warmth.  Ralbag  also  sup- 
ports this  viewpoint  and  further  remarks 
that  it  was  as  if  the  prophet  wished  to 
transfer  the  breath  of  his  limbs  to  the 
limbs  of  the  child. 

Conclusion 

These  two  Biblical  narratives  seem  to  de- 
scribe accurately  and  vividly  the  mouth-to- 
mouth  method  of  resuscitation.  It  seems 
entirely  plausible  and  reasonable  to  inter- 
pret these  anecdotes  in  this  fashion  without 
denying  one’s  faith  in  the  miraculous  Di- 
vine intervention  on  behalf  of  the  two 
victims.  In  these  two  instances,  a most 
unique  method  of  resuscitation  was  perhaps 
first  utilized  and  which  only  now,  twenty- 
eight  hundred  years  later,  is  fully  recog- 
nized and  universally  adopted. 

4802  Tenth  Avenue 
Brooklyn,  New  York  11219 
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Eulogy  in  memory  of  Eli  H.  Rubin,  M.D. 

To  the  Editor.  We  are  assembled  here  to  com- 
memorate the  passing  of  Eli  H.  Rubin,  M.D., 
chairman  of  the  Section  on  Chest  Diseases  of 
the  Medical  Society  of  the  State  of  New  York, 
who  was  to  preside  at  this  meeting.  I come 
here  to  speak  not  only  for  the  membership  of 
this  Section  but  also  as  a representative  of  the 
American  College  of  Chest  Physicians  in  which 
he  had  held  the  office  of  president  of  the  New 
York  Chapter  and  through  which  I had  the  good 
fortune  to  know  him. 

We  miss  Dr.  Rubin  today,  and  we  shall  con- 
tinue to  miss  his  inspiring  presence  at  our  meet- 
ings, where  he  gave  unstintingly  to  us  from  his 
enormous  store  of  knowledge. 

To  me,  Dr.  Rubin  was  the  great  teacher — one 
who  delighted  in  sharing  with  others  the  infor- 
mation he  had  culled  from  a life  dedicated  to 
the  study  and  understanding  of  pulmonary  dis- 
eases. This  he  did  with  an  enthusiasm  born  of 
his  deep  and  never- waning  interest  in  all  phases 
of  chest  disease,  which  sparkled  with  especial 
brilliance  in  his  discourses  on  the  clinical  as- 
pects. 

His  enthusiasm  as  a teacher  was  matched  only 
by  his  avidity  as  a student.  That  part  of  his 
life  that  was  not  spent  in  disseminating  his 
knowledge  was  occupied  in  acquiring  it.  The 
tremendous  amount  of  information  that  he 
accumulated  is  stored  in  two  textbooks  on  chest 
diseases,  written  with  his  brother,  Morris  Rubin, 
M.D.,  the  first  published  in  1948  and  the  other 
published  more  recently.1.2 

Dr.  Rubin  concentrated  his  last  years  on 
applying  his  knowledge  to  unravelling  clinical 
problems.  To  this  he  brought  to  bear  the  per- 
tinent facts  selected  from  his  inexhaustible  fund 
of  information,  together  with  an  objective  analy- 
sis for  which  he  had  a special  talent.  He  pro- 
pounded these  problems  in  his  own  inimitable 
way,  in  teaching  groups  of  students  and  in 
presenting  his  material  to  his  confreres. 

HLs  interest  in  clinical  medicine  led  him  into  a 
broader  field,  the  study  of  thoracic  abnormali- 
ties in  relation  to  diseases  of  the  body  as 
a whole.  These  studies  he  combined  in  his 
informative  and  thought-provoking  book.  The 
Lung  as  a Mirror  of  Systemic  Disease.3 

The  application  of  data  on  thoracic  abnormali- 
ties to  more  generalized  diseases  continued  and 
culminated  in  a new  book,  The  Lung  in  Systemic 
Diseases,  which  was  just  completed  and  is  soon 
to  be  published.4 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
DiaeaaeH  of  the  Cheat,  February  11,  1969. 


The  products  of  this  life  Dr.  Rubin,  a 
seeker  after  knowledge  and  a giver  of  this 
knowledge,  has  bequeathed  to  us.  He  has  left  a 
further  legacy — a charming  wife,  talented  chil- 
dren, and  a distinguished  brother,  but  it  remains 
for  us  to  carry  on — to  learn  and  to  teach  in  his 
place. 

Coleman  B.  Rabin,  M.D., 
President,  American  College  of  Chest  Physicians 
1176  Fifth  Avenue 
New  York,  New  York  10029 
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Ghetto  medicine 

To  the  Editor.  The  State  Legislature  has  prop- 
erly interested  itself  in  the  provision  of  medical 
care  in  the  ghetto  (Lent  Committee).  The 
committee,  at  public  hearings  has  heard  many 
suggested  solutions  to  this  problem,  including 
those  mentioned  in  a highly  commendable 
article  by  our  president,  Walter  Heldmann, 
M.D. 

These  areas  in  our  cities  have  been  doubly 
cursed.  On  the  one  hand  sickness  is  rampant, 
and  on  the  other  physicians  are  loathe  to  prac- 
tice there.  Such  neighborhoods  are  dangerous 
to  live  or  work  in.  Some  of  these  areas  have 
not  had  a new  physician  for  many  years. 

Suggestions  to  alleviate  these  unfortunate 
conditions  have  included  (1)  the  offering  of  a 
guaranteed  income  to  physicians  who  will  settle 
in  such  areas,  with  no  takers  to  speak  of,  and 
(2)  the  construction  of  clinics — fees  to  both  to 
be  paid  by  Medicaid. 

The  New  York  State  Society  of  Internal 
Medicine  asked  me  to  present  some  ideas  to  the 
committee.  While  the  following  ideas  have 
been  reviewed  by  several  officers  of  the  Society, 
they  do  not  represent  the  opinion  of  the  or- 
ganization as  a whole. 

Clinic  buildings  are  impressive,  but  traver- 
tine, marble,  and  chromium  do  not  cure  dis- 
ease. Doctors  do!  Clinic  medicine  has  been 
identified  with  charity  medicine.  It  deserves 
this  opprobrium  for  it  is  usually  of  inferior 
quality.  It  has  been  the  purpose  of  those  who 
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have  framed  recent  medical  legislation  to  recog- 
nize only  one  class  of  medical  care  for  the  sick. 
The  cry  heard  in  this  State,  as  well  as  in  Wash- 
ington, has  been,  “There  must  be  no  second- 
class  patient.”  Clinic  care  is  second-class 
medical  care. 

Why? 

There  is  little  continuity  in  treatment  by 
physicians  who  are  hired  to  staff  these  institu- 
tions. Most  of  the  physicians  will  usually  re- 
main only  a short  time,  until  they  can  save 
enough  to  enter  private  practice.  If  they  do 
work  full  time  in  the  clinic,  they  do  not  have  the 
opportunity  to  follow  up  their  patients  in  the 
hospital.  This  is  the  very  problem  that  has 
bedeviled  the  British  National  Health  Service. 
Some,  but  not  all,  physicians  who  remain  in  the 
clinic  will  do  so  to  buy  security  rather  than  op- 
portunity, seeking  a sinecure  with  little  responsi- 
bility, easy  hours,  and  a “soft  berth”  rather 
than  service  to  patients.  This  does  not  augur 
well  for  establishing  the  best  medical  care. 

Contrarily,  private  practitioners  of  medicine 
must  be  devoted  to  the  care  of  their  individual 
patients.  Were  they  not,  then-  clientele  would 
disappear.  They  must  either  be  present  them- 
selves or  provide  adequate  coverage  at  all  times. 
This  is  first-class  medical  care;  the  kind  I am 
sure  each  member  of  the  committee  provides  for 
himself  and  his  family.  There  is  much  more  to 
the  practice  of  medicine  than  matching  treat- 
ment to  diagnosis.  The  true  physician  must 
serve  his  patients  as  friend,  counselor,  and  con- 
fidant. Such  relationships  are  not  established 
quickly.  They  practically  never  appear  in 
clinic  practice. 

Were  clinics  constructed  in  ghetto  areas, 
staffing  would  present  a difficult  and  expensive 
obstacle.  The  New  York  State  Narcotic  Con- 
trol Commission  has  encountered  much  diffi- 
culty in  finding  appropriate  personnel  for 
their  new  facilities.  The  cost  is  enormous. 
Recent  issues  of  the  Journal  of  the  American 
Medical  Association  carry  advertisements  offer- 
ing physicians  $30,000  or  more  per  year.  Nurses 
are  even  scarcer  and  similarly  expensive.  Thus, 
additional  clinic  facilities  would  be  a costly 
method  of  providing  inferior  medical  care. 

Some  may  argue  that  physicians  will  not 
settle  in  slum  areas.  This  is  probably  true. 
The  hazards  of  this  kind  of  practice  are  enor- 
mous; the  rewards  scientifically,  emotionally, 
and  economically  are  few.  Physicians  making 
house  calls  are  robbed,  mugged,  and  often 
beaten.  Many  dare  not  visit  patients  without 
police  protection. 

But  it  is  not  necessary  to  locate  physicians’ 
offices  in  the  midst  of  slums.  Every  ghetto 
area  is  crisscrossed  with  means  of  public  trans- 
portation. Only  a few  minutes  away,  there  are 
more  than  enough  physicians  to  cater  to  the 
needs  of  these  patients.  The  necessity  for  a 
physician’s  office  to  be  on  each  corner  has  gone 
the  way  of  the  little  red  school  house.  Adequate 
transportation  has  made  both  obsolete.  Even 
small  community  hospitals  have  been  found  to 
be  unnecessary  and  costly,  since  expensive 
equipment  must  be  duplicated  in  each  such 


institution.  On  the  other  hand  giving  carfare 
to  these  patients  is  cheaper  than  erecting  ex- 
pensive buildings  with  their  inevitable  high 
overhead  costs. 

Groups  of  physicians  can  band  together  to 
render  such  service.  In  each  of  these  groups, 
however,  the  patient  does  have  his  own  physi- 
cian, and  he  can  either  leave  the  doctor  or  the 
entire  group  if  he  is  not  satisfied.  The  com- 
munity health  clinic  does  not  offer  the  patient 
this  opportunity.  There  is  nowhere  else  to  go 
if  the  patient  is  not  pleased. 

Why,  then,  have  ghetto  patients  not  visited 
physicians  in  nearby  nonslum  areas?  Ob- 
viously, because  they  cannot  afford  it.  The 
Federal  government  found  the  solution  to  a 
similar  problem  with  the  establishment  of  Medi- 
care. Elderly  patients  applied  to  their  own 
physician  when  they  needed  help,  thereby 
establishing  a normal  proper  relationship  with  a 
doctor  of  their  own  choice.  The  doctor  is  paid 
by  the  patient  or  the  government  after  mutual 
agreement. 

You  will  note  that  Medicare  patients  are  not 
second-class  patients  in  any  doctor’s  office  be- 
cause, either  directly  or  indirectly,  they  pay  the 
usual  and  customary  medical  fees.  Even  in 
this  State  we  have  established  the  truth  of  this 
age-old  dictum,  “You  get  what  you  pay  for.” 
When  Dr.  Oliva  set  up  the  Social  Security  Dis- 
ability Determination  Program  here,  some  of  us 
discussed  this  matter  with  him.  He  quickly 
agreed  that  if  he  were  to  obtain  information  that 
was  valuable  and  accurate,  his  agency  would 
have  to  be  prepared  to  pay  for  it.  This  has 
been  a successful  undertaking.  Much  the  same 
can  be  said  for  medical  care  under  Workmen’s 
Compensation.  Many  years  ago  the  Legisla- 
ture abolished  the  “compensation  doctor”  by 
giving  the  injured  workman  free  choice  of 
physicians.  Should  we  reinstitute  this  dis- 
carded device  to  care  for  the  indigent  sick? 

In  short,  quality  medical  care  in  this  country 
has  always  been  achieved  through  free  choice 
of  physician,  the  doctor  being  chosen  by  the 
most  important  person  involved — the  patient. 

Medicine’s  creed  has  not  changed  for  cen- 
turies. It  is  “To  cure  sometimes,  to  relieve 
often,  to  comfort  always.”  Public  clinics  rarely 
do  this. 

Herbert  Berger,  M.D. 

The  Berger  Clinic 
7440  Amboy  Road 

Tottenville,  Staten  Island,  New  York  10307 


The  dull  note 

To  the  Editor:  A great  time  saver  for  a physi- 

cian in  a busy  general  practice  and  a great  aid  in 
the  treatment  of  patients  is  what  I call  the  “dull 
note.”  It  is  merely  a mild  percussion  of  the 
posterior  surface  of  the  lung  in  several  of  the 
upper  and  lower  regions  of  the  dorsal  thoracic 
area. 

A slightly  dull  sound  is  produced  on  a mild 
percussion,  indicating  to  me  that  the  patient  is 
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ill  with  either  viral  or  bacterial  infection.  It  is 
most  commonly  present  in  the  patient  who  has 
a cold  or  influenza.  X-ray  films  usually  show 
negative  results,  perhaps  a small  area  with 
intense  markings  in  the  hilar  region,  or  a faint 
cloudiness  at  one  of  the  bases. 

If  the  patient  returns  the  following  day  and 
says  he  does  not  feel  much  better,  I find  the 
dull  note  is  still  percussable  in  both  the  upper 
and  lower  dorsal  areas  of  the  lung.  In  those 
who  say  they  are  much  better  but  still  feel  a 
little  ill,  I usually  find  that  the  upper  lobes  of  the 
lung  no  longer  have  a dull  note  but  are  slightly 
resonant. 

In  those  who  have  a Mycoplasma  infection 
and  if  neither  tetracycline  or  erythromycin  have 
been  administered,  we  find  that  the  dull  note 
is  still  present  over  the  entire  upper  and  lower 
dorsal  areas. 

Antihistamines  alone,  either  single  or  mul- 
tiple doses,  do  not  clear  the  condition  but  if 
given  in  conjunction  with  an  antibiotic  are 
quite  helpful.  In  those  patients  who  insist 
that  the  “flu”  they  had  in  September  is  still 
with  them  months  later,  and  there  are  many 
such  cases,  antibiotics  are  given  for  a little 
longer  than  for  the  three  days  maximum  for  a 
cold.  The  patients  are  then  given  antihista- 
mine therapy,  usually  of  a triple  kind,  for 
several  months.  In  these  patients  the  dull 
note  disappears  after  several  weeks  and  does 
not  return  even  though  the  patient  may  be 
exposed  to  reinfection  by  other  members  of  the 
family. 

I do  not  know  how  to  explain  the  phenom- 
enon, but  I do  know  that  the  dull  note  is  often 
present  in  patients  with  other  conditions  besides 
colds;  sometimes  it  is  an  infection  that  is 
outside  the  respiratory  tract. 

I first  noticed  the  dull  note  in  children  with 
one  of  the  exanthemata  even  though  results 
found  in  lung  and  bronchial  areas  and  on  the 
x-ray  films  were  negative. 

I am  sure  that  those  who  use  this  as  a diag- 
nostic sign  will  find  it  valuable.  I have. 

George  D.  Hoffei.d,  M.D. 

North  Brevard  Medical  Center 
Titusville,  Florida  32780 


Secretarial  education  experiment 

To  the  Editor:  A unique  experiment  in  the 

education  of  medical  secretaries  in  the  State  is 
taking  place  in  Utica.  Francis  Chanatry, 
M.D.,  has  turned  his  offices  into  a classroom  for 
15  medical  secretarial  students  from  Mohawk 
Valley  Community  College. 

The  future  secretaries,  who  will  receive  their 
Associate  in  Arts  degree  in  May,  will  tour 
Dr.  Chanatry’s  office  facilities,  studying  the 
daily  medical  and  clerical  functions  of  a physi- 
cian’s office.  Dr.  Chanatry  will  discuss  the 


varied  roles  of  a medical  secretary  in  both  a 
private  doctor’s  office  and  in  hospital  work. 

Ciel  Lonon 

Mohawk  Valley  Community  College 
1101  Sherman  Drive 
Utica,  New  York 

Benjamin  Rush,  William  Shippen,  Jr., 
and  Mark  Akenside 

To  the  Editor:  Benjamin  Rush  (1745-1813)  and 

William  Shippen,  Jr.  (1736-1808),  prominent 
early  American  physicians,  studied  abroad 
before  the  War  of  Independence  and  came  into 
contact  with  poet-physician  Mark  Akenside 
(1721-1770),  who  was  described  at  length  by 
Ober1  in  the  December  15,  1968,  issue  of  the 
New  York  State  Journal  of  Medicine. 
Rush  made  his  mark  as  a patriot  and  is  still 
regarded  as  the  father  of  American  psychiatry. 
Shippen  taught  anatomy  and  practiced  obstet- 
rics. Both  were  involved  in  the  beginning  of 
the  first  American  medical  school.  They  cared 
little  for  one  another  and  clashed  spectacularly 
over  the  administration  of  military  medical 
affairs  during  the  Revolutionary  War.  It  is  of 
interest  that  among  their  differences  is  the 
assessment  of  Akenside  whom  they  encountered 
at  St.  Thomas’s  Hospital  in  London. 

Shippen,  in  his  diary  of  July  28,  1759,  referred 
to  Akenside  as  “a  very  judicious,  kind  physi- 
cian.” Shippen’s  biographer  is  inclined  to  call 
Akenside  “a  minor  poet  and  probably  a minor 
physician”  and  mentions  his  reputation  as  being 
gruff  and  bearish  with  patients  and  colleagues.2 
Rush,  in  his  autobiography,  described  Akenside 
as  “distant  and  formal  in  his  behavior  to  the 
students,”  in  comparison  with  another  attending 
physician,  Richard  Huck  Saunders,  M.D.,  who 
was  “communicative  and  friendly.”3 

John  Coakley  Lettsom,  M.D.,  (1744-1815), 
well  known  in  London,  was  mentioned  by  Ober 
in  his  study  of  Akenside.  Ober  said  Lettsom 
regarded  Akenside  as  the  most  supercilious  and 
unfeeling  physician  he  had  ever  met.  This 
impression  is  generally  shared  by  others. 
Lettsom  regarded  Akenside  as  petulant,  pom- 
pous, and  ruthless  with  pupils  and  patients. 
A more  complete  description  of  Akenside  by 
Lettsom  may  be  found  in  his  biography  by 
Abraham.4 

Jerome  M.  Schneck,  M.D. 
26  West  9th  Street, 

New  York  City  10011 
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Use  for  needle  covers  from 
disposable  syringes 

To  the  Editor:  I have  found  good  use  for  the 

needle  covers  from  disposable  syringes.  Nurses 
put  them  in  their  pockets  and  then  bring  them 
to  the  laboratory  where  they  deposit  them  in  a 
box  set  aside  for  this  purpose. 


Maternal  mortality  rates 

The  continuing  decline  in  maternal  mortality 
rates  over  the  past  thirty-five  years  is  one  of  the 
important  achievements  in  medicine  and  public 
health  during  this  century,  according  to  the 
Metropolitan  Life  Insurance  Company. 

In  1967,  the  latest  year  for  which  figures  are 
available,  there  were  1,020  maternal  deaths  in 
the  United  States,  while  births  for  the  year  to- 
taled over  3.5  million.  This  represents  a ma- 
ternal death  rate  of  28.9  per  100,000  live  births, 
evidencing  a persistent  downward  trend  from 
the  maternal  mortality  rate  of  619.1  per  100,000 
live  births  registered  in  1933,  when  there  were 
nearly  13,000  maternal  deaths,  and  births  were 
near  the  2 million  mark.  It  is  particularly 
noteworthy  that  maternal  mortality  rates  have 
decreased  while  the  number  of  births  has  been 
at  a high  level. 

Maternal  mortality  rates,  recorded  in  the 
United  States  since  1915,  showed  little  change 
until  1936  when  a sharp  drop  became  apparent 
following  more  pointed  efforts  by  the  medical 
and  public  health  authorities  to  make  child- 


They are  then  used  to  obtain,  by  capillary 
action,  a drop  of  urine  for  microscopic  examina- 
tion and  then  discarded. 

George  D.  Hoffelu,  M.l). 

North  Brevard  Medical  Center 
P.  ().  Box  6692 
Titusville,  Florida  32780 


bearing  safer.  Advances  in  medicine,  such  as 
sulfonamides  and  antibiotics  to  control  in- 
fections and  the  use  of  blood  and  blood  substi- 
tutes to  treat  hemorrhage,  were  key  factors  in 
the  continuing  decline  in  maternal  mortality 
rates.  In  addition,  better  prenatal  and  post- 
natal care  became  more  generally  available. 

Maternal  death  rates  in  the  United  States 
have  sometimes  been  compared  unfavorably 
with  corresponding  rates  in  other  countries. 
The  United  States,  however,  because  of  its  size, 
population,  and  diversity,  should  be  regarded  as 
a continent  and  not  as  a relatively  small  homo- 
geneous area.  A comparison  of  the  maternal 
mortality  rate  in  the  United  States  in  1963  to 
1965  with  those  of  the  Western  European 
countries  combined  indicates  that  the  rate 
of  33.6  per  100,000  live  births  in  this  country  is 
markedly  lower  than  the  51.7  per  100,000  for 
Western  Europe. 

There  are  many  parts  of  the  United  States, 
such  as  New  England  region  or  the  states  of 
Minnesota,  Wisconsin,  Iowa,  and  Washington, 
where  maternal  mortality  rates  are  distinctly 
less  than  20  per  100,000  live  births  or  below  the 
lowest  rates  reported  for  any  country  in  Europe. 
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Alexander  Edwin  William  Ada,  M.D.,  of 

New  York  City,  died  on  February  28  at  the 
age  of  sixty-seven.  Dr.  Ada  graduated  in 
1926  from  Queen’s  University  Faculty  of  Medi- 
cine, Kingston,  Ontario.  He  was  a consulting 
surgeon  at  Phelps  Memorial  Hospital  Associa- 
tion (North  Tarrytown)  and  St.  Luke’s  Hospi- 
tal, and  a consulting  thoracic  surgeon  at  Law- 
rence Hospital  (Bronxville).  Retired,  Dr.  Ada 
was  a Diplomate  of  the  American  Board  of 
Thoracic  Surgery  (Affiliate  of  the  American 
Board  of  Surgery),  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Amer- 
ican Association  for  Thoracic  Surgery,  the  New 
York  Academy  of  Medicine,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York 
Surgical  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hasim  Alyot,  M.D.,  of  Oneonta,  died  on 
February  7 at  the  age  of  forty-nine.  Dr.  Alyot 
received  his  medical  degree  from  the  University 
of  Istanbul  in  1940.  He  was  a consulting 
urologist  at  Chenango  Memorial  Hospital 
(Norwich)  and  an  attending  urologist  at  the 
Aurelia  Osborn  Fox  Memorial  Hospital.  Dr. 
Alyot  was  a member  of  the  Otsego  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Floyd  Burrows,  M.D.,  of  Syracuse,  died  on 
January  4 at  the  age  of  ninety-three.  Dr. 
Burrows  graduated  in  1897  from  Syracuse 
University  College  of  Medicine.  He  was  an 
emeritus  dermatologist  at  Crouse-Irving  Hospi- 
tal. Dr.  Burrows  was  a member  of  the  Syra- 
cuse Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  C.  Campbell,  M.D.,  of  Canisteo,  died 
on  February  20  at  the  age  of  eighty- two.  Dr. 
Campbell  graduated  in  1909  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He 
was  retired. 

Joseph  Edward  Cascio,  M.D.,  of  Woodhaven, 
died  on  February  2 at  the  age  of  seventy-two. 
Dr.  Cascio  graduated  in  1921  from  Fordham 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Louis  Chargin,  M.D.,  of  New  York  City, 
died  on  March  6 at  the  age  of  eighty-eight. 
Dr.  Chargin  graduated  in  1902  from  the  Uni- 
versity of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was 
an  emeritus  clinical  professor  of  dermatology 
at  the  Mount  Sinai  School  of  Medicine  and  a 
consulting  dermatologist  and  syphilologist  at 
The  Mount  Sinai  Hospital  and  the  Bronx- 
Lebanon  Hospital  Center.  Dr.  Chargin  was 
a Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  American 
Dermatological  Association,  the  American  Acad- 
emy of  Dermatology,  the  Society  for  Investi- 
gative Dermatology,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hugo  Engel,  M.D.,  of  New  York  City,  died  on 
February  26  at  the  age  of  seventy-five.  Dr. 
Engel  received  his  medical  degree  from  the 
University  of  Vienna  in  1919.  He  was  a con- 
sulting neuropsychiatrist  at  Fordham  Hospital 
and  chief  psychiatrist  at  the  Armed  Forces 
Entrance  and  Examining  Station,  Whitehall 
Street,  New  York  City.  Dr.  Engel  was  a 
Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a mem- 
ber of  the  American  Academy  of  Neurology, 
the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Frank,  M.D.,  of  Eugene,  Oregon,  for- 
merly of  Ilion,  died  on  February  23  at  the  age 
of  eight  three.  Dr.  Frank  received  his  medical 
degree  from  the  University  of  Wurzburg  in 
1910.  Retired,  he  had  been  an  attending 
urologist  at  Ilion  Hospital  (now  the  Mohawk 
Valley  General  Hospital).  Dr.  Frank  was  a 
member  of  the  Herkimer  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Goldring,  M.D.,  of  New  York  City, 
died  on  September  19,  1968,  at  the  age  of 
seventy-four.  Dr.  Goldring  graduated  in  1919 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the 
American  Society  of  Clinical  Hypnosis,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Raphael  Landau,  M.D.,  of  New  York  City, 
died  on  February  26  at  the  age  of  sixty-one. 
Dr.  Landau  received  his  medical  degree  from 
the  University  of  Freiburg  in  1932.  He  was 
an  adjunct  physician  in  neoplastic  disease  at 
Montefiore  Hospital  and  Medical  Center. 
Dr.  Landau  was  a Fellow  of  the  American  Col- 
lege of  Chest  Physicians  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  Anthony  Longo,  M.D.,  of  Yonkers, 
died  on  February  8 at  the  age  of  sixty-five.  Dr. 
Longo  received  his  medical  degree  from  the 
University  of  Rome  in  1933.  He  was  an  as- 
sociate attending  physician  at  St.  John’s  River- 
side Hospital.  Dr.  Longo  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Yonkers  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clyde  Everett  Maxwell,  M.D.,  of  Waverly, 
died  on  February  10  at  the  age  of  forty.  Dr. 
Maxwell  graduated  in  1955  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
attending  surgeon  at  Tioga  County  General 
Hospital.  Dr.  Maxwell  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber (and  secretary  and  treasurer)  of  Tioga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Howard  Millstein,  M.D.,  of  New  York  City, 
died  on  March  4 at  the  age  of  sixty-three.  Dr. 
Millstein  graduated  in  1930  from  Yale  Uni- 
versity School  of  Medicine.  He  was  an  as- 
sistant attending  pediatrician  at  Jewish  Me- 
morial Hospital  and  an  associate  attending 
pediatrician  at  St.  Elizabeth’s  Hospital.  Dr. 
Millstein  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edgar  McClain  Neptune,  M.D.,  of  Syracuse, 
died  on  December  21,  1968,  at  the  age  of 
seventy.  Dr.  Neptune  graduated  in  1926 
from  Harvard  University  Medical  School.  He 
was  a senior  surgeon  at  Syracuse  Memorial 
Hospital  and  Community-General  Hospital  of 
Greater  Syracuse.  Dr.  Neptune  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a 
Fellow  of  the  Amei*ican  College  of  Surgeons, 
and  a member  of  the  American  Association  for 
the  Surgery  of  Trauma,  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Philip  Palew,  M.D.,  of  Jackson  Heights,  died 
on  February  26  at  the  age  of  seventy.  Dr 
Palew  graduated  in  1923  from  Long  Island  Col- 
lege Hospital.  He  was  a consulting  ortho- 
pedic surgeon  at  Queens  Hospital  Center  and 
St.  John’s  Queens  Hospital.  Dr.  Palew  was  a 
Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons. 

Charles  Edward  PanofT,  M.D.,  of  Brooklyn, 
died  on  February  6 at  the  age  of  ninety.  Dr. 
PanofT  graduated  in  1903  from  Long  Island 
College  Hospital.  He  had  been  a senior  urolo- 
gist (off  ward  service)  at  Brookdale  Hospital 
Center.  Dr.  Panofif  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the 
American  Urological  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  George  Reilly,  M.D.,  of  New  York 
City,  died  on  February  19  at  the  age  of  forty- 
seven.  Dr.  Reilly  graduated  in  1946  from 
Yale  University  School  of  Medicine.  He  was 
an  associate  attending  neurosurgeon  at  the 
Hospital  for  Joint  Diseases  and  an  assistant 
attending  surgeon  at  Flower  and  Fifth  Avenue 
Hospitals.  Dr.  Reilly  was  a Diplomate  of  the 
American  Board  of  Neurological  Surgery  and  a 
member  of  the  Harvey  Cushing  Society. 

Albert  Speed,  M.D.,  of  New  York  City,  died 
on  January  21  at  the  age  of  seventy-five.  Dr. 
Speed  received  his  medical  degree  from  the 
University  of  Budapest  in  1918. 

Oscar  Tannenbaum,  M.D.,  of  New  York 
City,  died  on  February  25  at  the  age  of  fifty- 
eight.  Dr.  Tannenbaum  graduated  in  1937 
from  Vanderbilt  University  School  of  Medicine. 
He  was  an  associate  attending  physician  at 
Beth  Israel  Hospital.  Dr.  Tannenbaum  was 
a Fellow  of  the  American  College  of  Angiology 
and  a member  of  the  American  Geriatrics  So- 
ciety, the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Touriel,  M.D.,  of  New  York  City, 
died  on  February  4 at  the  age  of  seventy-six. 
Dr.  Touriel  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  un- 
related diseases  as  TB,  leukemia, 
pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE'U  Applica- 
tor as  the  first  step  in  differential 
diagnosis  and  as  a routine  step  in 
physical  examinations  for  the  perma- 
nent records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare, 
but  may  occur.  Vesiculation,  ulceration  or 
necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used 
with  caution  in  patients  known  to  be  aller- 
gic to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  New  York 
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“ You  the  floating  nurse  today?” 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  For  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad, 
uates  have  sound  professional  skills.  Free  Placement  Service- 

Mandl  School  ^TmlM^10019 

175  Fulton  Art.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924-  Licensed  by  the  State  of  New  York 
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PHYSICIANS  WANTED— CONT’D 


FOOD  AND  DRUG 
ADMINISTRATION 

Bureau  of  Medicine 
is  Seeking 

PHYSICIANS— Board  certified  or  Board  eligible  in 
various  specialities. 

The  Bureau  of  Medicine,  one  of  the  major  divisions 
of  FDA,  is  responsible  for  developing  medical  policy 
on  the  efficacy  and  safety  of  drugs,  medical  devices, 
and  substances  used  in  foods,  drugs,  cosmetics,  and 
hazardous  household  products.  The  individual  phys- 
ician is  assigned  to  one  of  four  major  subdivisions  of 
the  Bureau  and  reviews  and  evaluates  scientific  and 
clinical  data  related  to  safety  and  efficacy  of  drugs, 
medical  devices,  and  substances. 

Starting  salary  $19,771  with  assured  periodic  in- 
creases; excellent  fringe  benefits;  professional  de- 
velopment programs;  equal  opportunity;  U.S.  citizen- 
ship required.  (Effective  July  1969  the  starting  salary 
is  expected  to  be  $21,621) 

Located  in  Arlington,  Virginia  in  modern  office- 
apartment-shopping  complex. 

Major  relocation  expenses  reimbursed. 

We  will  be  interviewing  in  New  York  City  April  30 
and  May  1.  To  arrange  an  interview  please  call  D.  M. 
Herschler  collect  on  703-557-3161. 

Or  write:  Bureau  of  Medicine,  P.O.  Box  2000,  Eads 
Station,  Arlington,  Virginia  22202. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibil- 
ity of  additional  income.  Include  complete  curriculum 
vitae-in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


LONG  ISLAND,  N.  SHORE.  ESPECIALLY  FINE 
opportunity.  Fast  growing  area  needs  G.P.,  all  specialties. 
Busy  dentist,  psychiatrist  in  building.  Overworked 
physicians  in  area  will  assist  in  assuring  success.  New  a/c 
office  available,  new  building.  A.  M.  Huherman,  D.D.S., 
184  Larkfield  Rd.,  E.  Nortnport,  N.Y.  11731,  (516)  AN 
1-4477. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans  and  other  fringe  benefits.  Can 
>ay  moving  expenses.  License  in  any  state  required, 
Oqual  oppty.  Employer.  Contact  Director  of  Chief  of 
Staff,  VAH,  Canandaigua,  N.Y.  14424. 


RADIOLOGIST,  CERTIFIED  OR  ELIGIBLE  FOR 
third  partner  in  busy  department  of  general  hospital. 
Pleasant  community  near  three  universities.  All  summer 
and  winter  activities.  Frank  T.  Moran,  M.D.,  Auburn 
Memorial  Hospital,  Auburn,  N.Y.  13021. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  2 internists  New  York  City  suburbs;  rapid  growth. 
Salary  open  leading  to  partnership.  Well  equipped  office; 
excellent  close  hospital  facilities.  Write  P.O.  Box  236, 
Hartsdale,  N.Y.  10530. 


CANADAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600  bed,  predominantly  psy- 
chiatric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent.  30  days  of  annual  leave  and 
15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans,  and  other  fringe  benefits.  Can  pay  moving  ex- 
penses. License  in  any  state  required.  Equal  oppty. 
Employer.  Contact  Director  of  Chief  of  Staff,  VAH 
Canandaigua,  N.Y.  14424. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714) 
827-3000. 


MEDICAL  DIRECTOR:  NEW  96  BED  PROTOTYPE 

extended  care  facility  opened  September  1968.  Emphasis 
on  clinical  practice.  Board  eligible  or  Board  certified,  in- 
ternal medicine.  Remuneration  negotiable.  Resume  in 
reply  to  Sister  Mary  Michele,  R.S.M.,  Administrator, 
Uihlein  Mercy  Center,  Lake  Placid,  New  York  12946. 


YOUNG  INTERNIST  OR  G.P.  TO  ASSOCIATE  WITH 
established  practitioner  in  lower  Manhattan.  A tre- 
mendous opportunity  exists  for  an  ambitious  and  diligent 
man  or  woman  who  enjoys  city  living.  Salary  $24,000 
for  first  year.  Box  796,  % NYSJM. 


WANTED:  GENERAL  PRACTITIONER  URGENTLY 

needed  by  attractive  community  on  the  beautiful  St. 
Lawrence  River.  Excellent  hunting,  fishing,  summer  and 
winter  sports.  Located  near  200-bed  hospital.  Furnished 
office  and  high  income  potential.  Write  Box  5,  Morris- 
town, New  York  13664,  or  Box  798,  % NYSJM. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York 
State.  Large  surgical  and  referral  practise  in  population 
area  of  approx.  125,000.  Short  distance  from  Cornell, 
Syracuse,  Rochester.  Salary  negotiable  first  year  with 
rapid  progression  to  full  partner.  Box  797,  % NYSJM. 


CAMP  PHYSICIAN:  FOR  STANDARDS  ACCREDITED 
member  of  Association  of  Private  Camps  and  American 
Camping  Association.  350  campers:  co-ed.  Pocono 

Mountains.  Modern  infirmary,  three  registered  nurses. 
Salary  and  exchange  for  children.  June  29th  to  August 
29th.  Background  confidential.  Camp  Colang,  4 Park 
Ave.,  New  York,  N.  Y.  Call  (212)  LO  3-7640. 


GENERAL  PRACTITIONER:  BE  YOUR  OWN  MAN, 

enjoy  living,  working.  Beautiful  country,  recreation  fa- 
cilities and  good  time  off.  Lucrative  practice  opportunity. 
Norfolk,  New  York,  5,500  pop.  School  and  town  health 
officer  positions  included.  An  ideal  place  to  raise  your 
family.  Henry  J.  Dobies,  M.D.,  Doctors  Clinic,  Massena, 
New  York. 
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PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  FULL  OR  PART-TIME  FOR 
active  obstetrical  service.  Schedule  of  coverage  llexable. 
Regional  anesthesia  utilized  in  over  80  per  cent  of  cases. 
Ideal  position  for  semi-retired  man  or  anesthesiologist 
studying  for  the  Boards.  Income  negotiable.  Contact: 
A.  Diaz..  M.D.,  Anes.  Dept.,  Nassau  Hospital,  Mineola, 
N.  Y.  Call  (516)  742-4200. 


WANTED:  INTERNIST  OR  GENERAL  PRACTI 

lioner  to  join  a general  practitioner  and  surgeon  in  small 
town.  Excellent  small  community  hospital  next  door  to 
office.  Large  practice.  Box  799,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


GENERAL  SURGEON  SEEKS  ASSOCIATION  WITH 
Board  Surgeon  with  university  affiliation,  in  or  within  easy 
driving  range  of  N.Y.  City.  Financial  consideration  of 
secondary  importance.  Box  795,  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp..  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


TIME  WANTED  ON  HOSPITAL  COMPUTER  IN  NEW 
York  City  area  for  programming  pathology,  genetics  and 
case  history  data-processing.  A.  A.  Abad,  M.D.,  Lincoln 
Hospital,  Bronx,  N.  Y.  10454. 


PRACTICES  FOR  SALE  OR  RENT 


FOR  SALE:  A LABORATORY  (DIAGNOSTIC  X-RAY 

and  clinical  pathology).  Established  30  years.  Sub- 
stantial income.  Fine  practice,  excellent  location  West 
Side  Manhattan.  Physician  only  may  apply.  Box  794, 
% NYSJM. 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE- 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


PROSPEROUS  GENERAL  PRACTICE  (PRIVATE, 
Medicare,  Medicaid)  plus  industrial  practice.  Unique 
opportunity  for  sale,  rent  or  associate.  Reason — retiring: 
gross  $55-60,000.  Unbelieveable  conditions.  Call  (212) 
EV  6-3498. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SHIRLEY,  LONG  ISLAND:  NO  DOCTORS  POPULA- 

tion  area  30,000;  3 hospitals.  Modem  home,  large 

equipped  offices,  even  for  small  group.  Main  highway, 
centrally  located.  Immediate  high  income.  Low  price, 
easy  terms.  Extraordinary,  rare  opportunity  to  start 
practice  or  change  location.  Retiring.  Write:  Francis 

Remy,  M.D.,  State  Hospital,  Central  Islip,  N.Y. 


14TH  STREET  PRIME  AREA 

CHOICE  PROFESSIONAL  SUITE 

1600  SQUARE  FEET  • WILL  BUILD  TO  SUIT 

21-Story  Air-Conditioned  Building.  Subway  en- 
trance at  corner.  24-hour  doorman. 

77  7th  Avenue,  Mr.  Foster  (212)  WA  9-0646 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN.  4 ROOM 

ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


FOR  SALE:  DECEASED  DOCTOR'S  OFFICE  AND 

home,  Putnam  Valley,  N.Y.  Fully  equipped  office, 
furnished  home  45  miles  from  N.Y.C.  Vicinity  modern 
hospital,  beautiful  landscaped  grounds.  2 acres;  rights  to 
Lake  Peekskill;  brook  on  premises;  2-car  garage.  Will 
consider  lease  with  option  of  buying.  Mrs.  Minkin  (212) 
SU  7-3654,  or  (914)  LA  8-5582. 


WEST  86  ST.  SEPARATE  3 ROOM  FURNISHED 
office,  formerly  N-P.  Share  waiting  room  with  internist 
and  dentist.  Low  rental.  SU  7—4545. 


MODERN  MEDICAL  BLDG.  IN  DESIRABLE  AREA. 
Ideal  for  ENT,  Pediatrics,  Neuro,  Uro,  Psych.  There  are 
2 nearby  hospitals  and  good  opportunities.  Ronald  Feld- 
man, M.D.,  Oyster  Bay  Rd,  East  Norwich,  N.Y.  11732. 
(516)  922-6546. 


BINGHAMTON,  N.Y.— RIVERSIDE  DRIVE,  AREAS 
finest  address.  Palatial  5 Bedroom  Colonial,  formal  dining 
room,  sun  room  ultra  kitchen,  4 full  plus  2l/s-baths,  3 fire- 
places, office,  consulting  and  examing  rooms,  over  1 acre, 
professionally  landscaped  lot.  Asking  $80,000.  Call  Mr. 
Roof  (Jack  Haines  Realtor)  607-748-1541. 


ATTRACTIVE  5-ROOM  AIR-CONDITIONED  PHYSI- 
cians  office  at  430  East  86  Street,  New  York  City,  is  avail- 
able due  to  enforced  retirement.  Separate  street  entrance. 
Will  rent  with  or  without  furnishings  and  equipment. 
Phone  (212)  RE  4-4092  or  UN  1-0922  for  appointment. 


NEW  YORK— DUTCHESS  COUNTY— OFFICE  SPACE 
available  immediately  in  new  professional  building  occupied 
by  DDS,  orthodontist,  and  psychiatrist.  All  Specialties 
needed  for  big  middle  income  area.  Dr.  Martin  Rabin,  65 
South  Clinton  St.,  Poughkeepsie,  N.Y.  12603.  914-454- 

0322. 


FOR  SALE:  FLUSHING,  HILLCREST,  N.  Y.  Doc- 

tor’s residence,  comerhouse,  brick,  semi-detached,  on 
Main  Street.  3 bedrooms;  den  (or  office),  finished  base- 
ment, garage,  sunroof,  garden.  $45,000.  Tel.  (212) 
AX  1-9575,  or  657-4263. 


RYE  TOWN-PORTCHESTER,  WESTCHESTER 
County,  N.Y.  Professional  space  available  in  new  luxury 
6-story  elevator  apartment  building,  fully  rented.  Prime 
residential  area.  The  Imperial,  377  Westchester  Avenue, 
corner  Leicester  Street,  Portchester,  N.Y.  or  phone  (914) 
939-6099. 
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Photo  professionally  po 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels-orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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NEW  YORK  CITY 


May  1,  1969  I May  3,  1969 
Cornell  University  Medical  College 

Department  of  Radiology 
New  York  Hospital 
1 300  York  Avenue 

Post  Graduate  Course 

PEDIATRIC  RADIOLOGY— NEWER 
ASPECTS  OF  PEDIATRIC 
NEOPLASTIC  DISEASES 

DAVID  BAKER,  M.D.,  Columbia  University 
WALTER  BERDON,  M.D.,  Columbia  University 
HARRY  BISHOP,  M.D.,  U.  of  Pa.,  Medical  School 
MRS.  HELEN  BROWN,  Cancer  Advisory  Council,  Cal. 
SIDNEY  CARTER,  M.D.,  Columbia  University 
AMOS  CHRIST!,  M.D.,  Vanderbilt  U.  Medical  School, 

J.  S.  DUNBAR,  M.D.,  McGill  U.  Medical  School, 

ROBERT  GOOD,  M.D.,  U.  of  Minn.,  ROBERT  W.  MILLER, 
M.D.  National  Cancer  Institute,  LAURANCE  PICKET, 
M.D.,  Yale  U.  Medical  School,  EDWARD  B.  SINGLETON, 
M.D.,  Baylor  U.  Medical  School,  MELVIN  TAFFT,  M.D., 
Boston  Children’s  Medical  Center 

FEE:  $75 

Inquiries  to:  HERMAN  GROSSMAN,  M.D.,  Dept,  of 

Radiology,  New  York  Hospital-Cornell  Medical  Center, 
525  East  68th  Street,  N.Y.,  N.Y.  10021. 


May  1 , 1969  and  May  8,  1969 

1 0:00  a.m.— 1 2:00  noon,  Thursdays 

Teachers  College  and  the  School  of  Public 
Health  and  Administrative  Medicine  of 
Columbia  University 

Lenox  Hill  Hospital 
1 086  Lexington  Avenue 
Achelis  Building,  Room  8 

Work  Conference  for  School  Physicians  Family  Living 
Including  Sex  Education 

May  1 

Standards  of  Sexual  Conduct; 

The  Sexual  Revolution? 

P.  LEHMANN,  M.D. 

Film:  The  Merry-Go-Round 

Filmstrip:  Sex:  A Moral  Dilemma  for 

Teenagers 

CREDIT:  C-l 

May  8 

Community  Agencies — Mental  Health 
and  Medical  Resources 

F.  B.  AMOS,  M.D.,  E.  R.  OSTERBERG,  M.D.  and  R.  E. 
ROTHERMEL,  M.D. 

Review  and  Evaluation;  Summary  of  the  School  Phy- 
sician's Role  in  Programs  of  Family  Living  Including  Sex 
Education  L Q.  CRAWLEY,  M.D.,  M.  E.  FITZGERALD, 
M.D.,  J.  L MALFETTI,  M.D.  and  M.  K.  SMITH,  M.D. 


May  1,  1969  / May  8,  1969 
New  York  Medical  College 

Department  of  Ophthalmology 

Room  R-l  14,  Cohen  Research  Building 

1 06th  Street  between  Fifth  and  Madison  Aves. 

May  1,  5:00-6:00  p.m. 

Techniques  and  Interpretation  of 
Fluorescein  Angiography 

J.  DONALD  M.  GASS,  M.D. 

University  of  Miami  Medical  School 

May  2,  4:00-5:00  p.m. 

Safeguards  in  Cataract  Surgery 

NORMAN  JAFFE,  M.D. 

University  of  Miami  Medical  School 

May  8,  5:00-6:00  p.m. 

Genetic  Eye  Diseases 

MORTON  F.  GOLDBERG,  M.D. 

National  Center  for  Chronic 
Disease  Control,  Arlington,  Va. 


THURSDAY,  MAY  1 

8 : 30  p.m. 

Hospital  for  Joint  Diseases 

Research  Institute  Auditorium 
1919  Madison  Avenue  (1  23rd  St.) 

Milton  L.  Kramer  Memorial  Lecture 

RECENT  STUDIES  IN  CALCIUM 
METABOLISM 

HERTA  SPENCER,  M.D. 

V.  A.  Hospital,  Hines,  Illinois 


FRIDAY,  MAY  2 

The  Department  of  Surgery,  Division  of 
Ophthalmology  of  the  State  University  of 
New  York  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

FIRST  ANNUAL  ALUMNI  DAY  MEETING 

Write  to:  ALBERT  HORNBLASS,  M.D.,  Chief  Resident,  at 
the  above  address. 


May  2,  1969  and  May  3,  1969 

The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
Central  Park  South 

SECOND  CONFERENCE  ON  THE  LASER 

LEON  GOLDMAN,  M.D.,  Director 
Laser  Laboratory 
The  Children’s  Hospital  Research 
Foundation,  Cincinnati,  Ohio 
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MONDAY,  MAY  5 


May  3,  1969  / May  12,  1969 

9:00  a.m.-6:00  p.m.,  Sat.-Mon. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

RHINOPLASTY  AND  OTOPLASTY 

IRVING  B.  GOLDMAN,  M.D.  and  Staff 
FEE:  $400 


SATURDAY,  MAY  3 

Department  of  Ophthalmology  of  the  New 
York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
Fifth  Avenue  at  1 06th  Street 

One  Day  Seminar 

DIAGNOSIS  AND  THERAPY  OF 
DISORDERS  OF  THE  VITREOUS 

NORMAN  S.  JAFFE,  M.D. 

University  of  Miami  School  of  Medicine 


May  5,  1969 /May  8,  1969 

2 : 30—5 : 00  p.m. 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

EXTERNAL  DISEASES  OF  THE  EYE 

FREDERICK  H.  THEODORE,  M.D. 

FEE:  $50 

For  additional  information  and  application,  please 
write  the  Office  of  the  Recorder 


MONDAY,  MAY  5 

7 :00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month  Club” 
Pathology  Society 

The  Pathology  Conference  Room 
The  Brooklyn  Hospital 
121  DeKalb  Avenue 
Brooklyn 


MONDAY,  MAY  5 

8 : 00  p.m. 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103  rd  Street 

TENSILE  STRENGTH  OF 
CORNEAL  GRAFTS 

PROFESSOR  K.  HRUBY 
Vienna,  Austria 


8:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Administration  Building — 6th  floor 
North  side  of  1 00th  St.  off  5th  Avenue 

Thoracic  Disease  Conference 

1.  Spherical  Pulmonary  Nodules  in 
Hodgkin’s  Disease 

OSCAR  H.  FRIEDMAN,  M.D.  and  MARTIN  J.  WEINER, 
M.D. 

2.  Putrid  Lung  Abscess  with  Empyema — 
Surgical  Management 

GERARD  A.  KAISER,  M.D. 

Paper  of  the  Evening 

RESPIRATORY  INSUFFICIENCY  IN 
WAR  CASUALTIES 

RICHARD  L SIMMONS,  M.D. 

University  of  Minnesota 


May  6,  1969  and  May  13,  1969 

9:00  a. m.,  Tuesday 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

May  6 

Diabetes  in  Pregnancy 

WINIFRED  LOUGHLIN,  M.D. 

N.Y.U.  School  of  Medicine 
CREDIT:  C-l 

May  13 

Pituitary  Apoplexy 

ROBERT  GITTLER,  M.D. 

Beth  Israel  Hospital 


May  6,  1969  / May  8,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 
Full-Time  Course 

THE  DEVELOPMENT  OF 
PARAMEDICAL  PROFESSIONALS 

Please  write  to  Program  of  Continuation  Education  in 
Public  Health,  above  address. 


TUESDAY,  MAY  6 

8:00  p.m. 

Section  on  Allergy  of  the  Medical  Society 
of  the  County  of  Kings  and  Academy  of 
Medicine  of  Brooklyn 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 
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PATHOLOGY  OF  ASTHMA 

DAVID  M.  SPAIN,  M.D. 

Brookdale  Hospital  Center 

CREDIT:  C-l 


May  7,  1969  / May  9,  1969 
N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

CURRENT  CONCEPTS  IN  CLINICAL 
ONCOLOGY 

FREDERICK  M.  GOLOMB,  M.D.,  Chairman 
FEE:  $100  CREDIT:  C-l 

Write  to  Office  of  the  Recorder. 


May  7,  1969  / May  9,  1969 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

3-DAY  CONCENTRATED  AND 
PRACTICAL  COURSE  IN  SURGERY 
OF  THE  CORNEA 

A.  BENEDICT  RIZZUTI,  M.D. 

FEE:  $150 

Apply  to  Mr.  F.  C.  Upton,  Administrator,  at  the  above 
address. 


WEDNESDAY,  MAY  7 

12:00  noon-5: 00  p.m. 

Long  Beach  Memorial  Hospital 

455  East  Bay  Drive 
Long  Beach 

Teaching  Day 

ROLE  OF  RADIOLOGY  IN  DIAGNOSIS 

1.  New  Horizons  in  Radio  Isotope 
Scanning 

PERRY  R.  MANDEL,  M.D. 

Nassau  Hospital 

2.  Recent  Advances  in  Diagnosis  of 
Gastro-lntestinal  Diseases 

RICHARD  H.  MARSHAK,  M.D. 

Mount  Sinai  School  of  Medicine 

3.  Practical  Applications  of  Angiography 

HAROLD  MOSKOWITZ,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


May  7,  1969  / June  1 1,  1969 

2:30  p.m.,  Wednesdays 

State  University  of  New  York  Downstate 
Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

REHABILITATION  MEDICINE 

JOSEPH  G.  BENTON,  M.D.,  et  al 


FEE:  $20  CREDIT:  C-l 

Address  correspondence  to:  CHARLES  M.  PLOTZ,  M.D. 
Director,  Office  of  Continuing  Education,  at  the  above 
address. 


May  7,  1969  / June  4,  1969 

3:30  p.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

DIABETES  AND  ITS  COMPLICATIONS 

CHARLES  M.  PLOTZ,  M.D.,  MARTIN  G.  GOLDNER, 
M.D.,  et  al 

FEE:  $20  CREDIT:  C-l 


THURSDAY,  MAY  8 

4 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

THE  PROBLEM  OF  CAUSE  AND 
TREATMENT  OF  FULMINANT  LIVER 
FAILURE 

CHARLES  S.  DAVIDSON,  M.D. 

Harvard  Medical  School 


THURSDAY,  MAY  8 

8 : 30  p.m. 

Booth  Memorial  Hospital 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

Recent  Trends  in  the 
Management  of  Cancer 

TRENDS  IN  THE  TREATMENT 
OF  RECTAL  CANCER 

STUART  QUAN,  M.D. 

Memorial  Hospital 
Discussant; 

JAMESON  L.  CHASSIN,  M.D. 


SATURDAY,  MAY  10 

9:00  a.m.-12:00  noon 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

Seminar  for  the  G.P. 

REGIONAL  CLINICAL  ANATOMY  OF 
THE  ABDOMEN  AND  THORAX 

ANGUS  G.  CATHIE,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

CREDIT:  C-l 
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SATURDAY,  MAY  10 

8 : 30  p.m. 

Society  for  Clinical  and  Experimental 
Hypnosis 

45  East  65th  Street 

RATIONAL  EMOTIONAL  THERAPY 
AND  HYPNOSIS 

ALBERT  ELLIS,  Ph.C. 


SUNDAY,  MAY  11 

The  Brookdale  Hospital  Center  in 
Affiliation  with  Columbia  University  P & S 

Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

Seminar 

MULTIPHASIC  HEALTH  SCREENING 

LEO  GITMAN,  M.D. 

For  information  call  or  write: 

STANLEY  STARK,  M.D.,  Associate  Director, 

Medical  Education  Program,  above  address 


May  12,  1969  / May  23,  1969 

5:00-7:00  p.m.,  Mon.  Wed.  Fri. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

MEGA  VOLTAGE  THERAPY 

JOHN  BOLAND,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


TUESDAY,  MAY  13 

8:30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 


Film  Wilh  Commentary 

MOTHER-CHILD  INTERACTION: 
FEEDING  AND  TENSION  TOLERANCE 
AT  SIX  MONTHS 

SYLVIA  BRODY,  M.D.,  SIDNEY  AXELRAD,  M.D. 


May  13  / for  five  weekly  sessions 

8 : 30  p.m.,  Tuesday 

The  American  Institute  for  Psychoanalysis 

Karen  Homey  Clinic  Building 
329  East  62nd  Street 

PSYCHOTHERAPY  WITH  CHILDREN 
AND  ADULTS 

GERALD  T.  NILES,  M.D. 

CREDIT:  C-1 


WEDNESDAY,  MAY  14 

3 : 30  p.m. 

French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

Clinical  Management  ef  Cancer 

LYMPHOMA 

DANIEL  CHOY,  M.D. 

CREDIT:  C-1 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

Auditorium,  New  York  Medical  College 
1 06th  Street  Entrance 

SOME  PROBLEMS  IN  CURRENT 
PSYCHOANALYTIC  THOUGHT 

JACOB  A.  ARLOW,  M.D. 


TUESDAY,  MAY  15 

8 : 00  p.m. 

The  Brooklyn  Society  of  Internal  Medicine 
State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

PULMONARY  EMPHYSEMA:  PRESENT 
DAY  MANAGEMENT 

A.  L LOOMIS  BELL,  JR.,  M.D. 

St.  Luke's  Hospital  Center 


ALBANY 


THURSDAY,  MAY  15 

8 : 00  p.m. 

Division  of  Laboratories  and  Research 

New  York  State  Department  of  Health 
The  20th  Augustus  B.  Wadsworth  lecture 

THE  LIFE  AND  WORK  OF  THEOBALD 
SMITH 

CLAUDE  E.  DOLMAN,  M.D. 

University  of  British  Columbia 
Vancouver,  Canada 
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BUFFALO  AREA 


SATURDAY,  MAY  10 

8:15  a.m.  Registration 

School  of  Medicine,  State  University  of 
New  York  at  Buffalo 

Hotel  Stuyvesant,  Starlit  Terrace 

SURGERY  OF  THE  HAND 

Saturday  Morning 

1.  Surgical  Anatomy  of  the  Hand 

ROBERT  H.  WILBEE,  M.D. 

2.  Amputations  and  Digital  Transplants 

JOSEPH  M.  DZIOB,  M.D. 

3.  Congenital  Deformities 

CLEMENT  A.  DeFELICE,  M.D. 

4.  Surgery  for  Rheumatoid  Arthritis 

PETER  A.  CASAGRANDE,  M.D. 

Saturday  Afternoon 

1.  Infections 

ROBERT  H.  WILBEE,  M.D. 

2.  Fractures 

JOSEPH  M.  DZIOB,  M.D. 

3.  Neurovascular  Injuries 
GEORGE  P.  READING,  M.D. 

4.  Tendon  Injuries 

ROBERT  M.  McCORMACK,  M.D. 

University  of  Rochester  School 
of  Medicine 

FEE:  $30  CREDIT:  C-l 


May  15,  1969  and  May  16,  1969 

9:00  a.m.-5:00  p.m. 

School  of  Medicine,  State  University  of 
New  York  at  Buffalo 

Hotel  Stuyvesant  Starlit  Terrace 

A SYMPOSIUM  ON  ANESTHESIA 

Thursday  Morning 

1.  The  Liver,  Kidney,  and  Halogenated 
Agents 

RICHARD  N.  TERRY,  M.D. 

2.  The  Diabetic  Surgical  Patient 

LAWRENCE  A.  FROHMAN,  M.D. 

3.  Electrical  Hazards 
BENTON  D.  KING,  M.D. 

4.  Problems  of  Drug  Tolerance  and 
Cross-Tolerance 

PETER  K.  GESSNER,  Ph.D. 

5.  Vaporizors  and  Inadvertent  Admixture 
of  Anesthetic  Agents 

ROBERT  J.  SCHUDER,  M.D. 

Thursday  Afternoon 

Equipment  Malfunction 

GEORGE  F.  CONNELL,  M.D. 

VENTILATION  PROBLEMS  DURING 
ANESTHESIA 


1.  Evaluation  of  Ventilatory  Adequacy 

a)  Clinical,  JOHN  I.  LAURIA,  M.D. 

b)  Laboratory,  JOHN  M.  BAKER,  M.D. 

2.  Prolonged  Effects  of  Muscle  Relaxants 
— Monitoring  and  Treatment 

ROSS  MARKELLO,  M.D. 

3.  Technics  of  Intubation  in  the  Conscious 
Patient 

JACOBUS  MOSTERT,  M.D.  and 
BENTON  D.  KING,  M.D. 

HYPOXIA  DURING  ANESTHESIA 

1.  Etiology  and  Prophylaxis 

PETER  M.  WINTER,  M.D. 

2.  Recognition 

JOHN  M.  BAKER,  M.D. 

3.  Anesthesia  for  the  Cancer  Patient 

JACOBUS  MOSTERT,  M.D. 

Friday  Morning 

1.  Drug  Overdose  with  Suicidal  Intent 

JOHN  M.  BAKER,  M.D. 

2.  Clinical  Application  of  Inhalation 
Therapy 

JACOB  S.  ISRAEL,  M.D. 

Upstate  Medical  Center  at  Syracuse 

3.  Aerosol  Drugs 
JEROME  J.  MAURIZI,  M.D. 

4.  Fluid  Balance  in  the  Traumatized 
Patient 

JOHN  R.  BORDER,  M.D. 

Friday  Afternoon 

1.  Pharmacologic  Effects  of  Massive 
Doses  of  Morphine  in  Clinical 
Anesthesia 

EDWARD  LOWENSTEIN,  M.D. 

Harvard  Medical  School 

2.  A Rational  Approach  to  Oxygen 
Toxicity 

PETER  M.  WINTER,  M.D. 

3.  Management  of  the  Crushed  Chest 

JOHN  I.  LAURIA,  M.D. 

4.  Regional  Anesthesia  for  the  Upper 
Extremities 

BENTON  D.  KING,  M.D. 

FEE:  $60  CREDIT:  C-l 

Please  contact:  Continuing  Medical  Education  Program, 
Main  Street  Division,  State  University  of  New  York 
at  Buffalo,  221  1 Main  Street,  Buffalo,  N.Y.  14214 


JOHNSON  CITY 


May  1,  1969  / June  5,  1969 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

CLINICAL  LECTURES  IN  SURGERY 

CREDIT:  Approved  for  credit  at  AAGP 
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4.  Management  of  Cancer  of  the 
Esophagus 

IRVING  SHINER,  M.D. 

New  York  Medical  College 

Afternoon  Session 


NASSAU  COUNTY 


May  1,  1 969  / May  15,  196 

1 1 : 30  a.m.,  Thursdays 

Meadowbrook  Hospital 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 


Pediatric  Conferences 

May  1 

Clinical  Pathological  Conference 
May  8 

Radiologic  Point  of  View — Urinary  Tract 
Infection 

NORMAN  L AVNET,  M.D. 

Albert  Einstein  College  of  Medicine 

May  15 

Practical  Management  of  Diabetes 
Mellitus— 1969 

HENRY  DOLGER,  M.D. 

Mount  Sinai  School  of  Medicine 


SATURDAY,  MAY  10 

10:00  a.m. 

Long  Island  Jewish  Hospital 

270-05  76th  Avenue 
New  Hyde  Park 

GROUP  GUIDANCE  FOR  PHYSICIANS  ON 
EMOTIONAL  PROBLEMS  OF  MEDICAL 
PRACTICE 

I.  EMERY  BREITNER,  M.D. 


PLATTSBURGH  AREA 


SATURDAY,  MAY  10 

9:00  a.m. 

Clinton,  Essex  and  Franklin  County 
Medical  Societies* 

State  University  College  of  Plattsburgh 
Plattsburgh 

CANCER  DAY  PROGRAM 

Morning  Session 

1.  Mammography  in  Breast  Cancer 

HERMAN  C.  ZUCKERMAN,  M.D. 

Mount  Sinai  College  of  Medicine 

2.  Diagnosis  and  Treatment  of  Uterine 
Cancer 

MAGIN  SAGARRA,  M.D. 

New  York  Medical  College 

3.  Newer  Diagnostic  Techniques  in  the 
Evaluation  of  Gastro-lntestinal 
Malignancy 

STEPHAN  RHEINGOLD,  M.D. 

Columbia  University  P & S 


1.  Pathologic  Fractures 

LEO  ARTHUR  GREEN,  M.D. 

New  York  Medical  College 

2.  Treatment  of  Intractable  Pain 

JUAN  NEGRIN,  M.D. 

Kings  Park  State  Hospital 

3.  Gastric  Cancer 

EUGENE  F.  BALANGERO,  M.D. 

St.  Michel  Hospital 

4.  Lung  Cancer 

VICTOR  C.  DelUCCIA,  M.D. 

New  York  Medical  College 

5.  Acoustic  Neuroma 

WILLIAM  R.  UPDEGRAFF,  M.D. 

Vossar  and  St.  Francis  Hospital 

6.  Chemotherapy 

ROBERT  D.  SULLIVAN,  M.D. 

Lahey  Clinic  Foundation 

* Sponsored  by  New  York  State  Surgical  Division, 
United  States  Section  International  College  of  Surgeons 

CREDIT:  C-l 


UTICA  AREA 


THURSDAY,  MAY  15 

1 : 30  p.m.  Registration 

Central  New  York  Academy  of  Medicine 

21  0 Clinton  Road 
New  Hartford 

CANCER  TEACHING  DAY 

LEMUEL  BOWDEN,  M.D.,  Moderator 

1.  Cancer  of  Oral  Cavity  and  Neck  and 
Surgical  Approaches 

DONALD  P.  SHEDD,  M.D. 

Roswell  Park  Memorial  Institute 

2.  Pitfalls  in  the  Treatment  of  Breast 
Cancer 

GUY  F.  ROBBINS,  M.D. 

Memorial  Sloan-Kettering,  New  York  City 

3.  Role  of  Radiation  Therapy  in  the  Cure 
and  Palliation  of  Cancer 

WALTER  T.  MURPHY,  M.D. 

Buffalo  General  Hospital 

4.  Malignancies  of  the  Infant  and  Child 

LAWRENCE  K.  PICKETT,  M.D. 

Yale  University  School  of  Medicine 

5.  Cancer  of  the  Colon 

JOHN  L.  MADDEN,  M.D. 

St.  Clare’s  Hospital,  New  York  City 

CREDIT:  C-l 

After  Dinner  Speaker 

1.  Current  and  Pending  Legislation 
Related  to  Surgical  Practice 

RALPH  S.  EMERSON,  M.D.,  New  York 

2.  Panel  Discussion 
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EVENTS  RECEIVED  LATE 


SYRACUSE  AREA 


May  1,  1969  and  May  8,  1969 

8 : 00  a.m.,  Thursdays 

Upstate  Medical  Center 

Room  6500,  750  Adams  Street  East 

May  1 

Combined  Hormone  Control  and  Radical 
Prostatectomy  in  Treatment 

H.  L.  BOYD,  M.D. 

University  of  Rochester  Medical  School 

May  8 

Urinary  Incontinence  in  Females 

ROBERT  NESBITT,  Jr.,  M.D. 

CREDIT:  C-l 


WESTCHESTER  COUNTY 


WEDNESDAY,  MAY  14 

3 : 00-5 : 30  p.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  C 
Valhalla 

BRONCHIECTASIS  IN  CHILDHOOD 

CHARLES  D.  COOK,  M.D. 

Yale  Medical  School 

CREDIT:  C-l 


THURSDAY,  MAY  15 

4 : 00  p.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  C 
Valhalla 

HYPERNATREMIA  AND  HYPONATREMIA 

JACK  GROSSMAN,  M.D. 

Hospital  for  Joint  Diseases 

CREDIT:  C-l 


WESTCHESTER  COUNTY 
FUTURE  MEETING 


WEDNESDAY,  MAY  7 

8:30  p.m. 

Westchester  Allergy  Society 

White  Plains  Hospital 
Winslow  Hall 
White  Plains 

Spring  Meeting 

THE  NATURAL  HISTORY  OF  ALLERGIC 
DISEASE  IN  CHILDREN 

DOUGLAS  E.  JOHNSTONE,  M.D. 

University  of  Rochester  School  of  Medicine 

CREDIT:  C-l 


Owing  to  the  fact  that  you  have  been  receiving  so  few 
notices  of  meetings  and  courses  of  late,  we  decided  to  pub- 
lish all  of  the  events  received  after  deadline. 


May  2,  1969  / May  9,  1969 

4:00-5:00  p.m.,  Fridays 

Columbia  University  P & S 

Francis  Delafield  Hospital 
99  Fort  Washington  Avenue 

May  2 

Carcinogenesis  by  RNA  Viruses 

HOWARD  M.  TEMIN,  Ph.D. 

University  of  Wisconsin 

May  9 

Antigen  in  Human  Colon  Cancer 

PHIL  GOLD,  M.D. 

McGill  University 

Supported  by  the  American  Cancer  Society, 
New  York  City  Division 


SATURDAY,  MAY  3 

8:00  a.m.-5:00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Main  Auditorium,  Room  C 103 
106th  Street  and  Fifth  Avenue 

Ophthalmological  Seminar 

DIAGNOSIS  AND  THERAPY  OF 
DISORDERS  OF  THE  VITREOUS 

Moderator 

NORMAN  S.  JAFFE,  M.D. 

Fee:  $35  includes  lunch; 

$1  5 For  residents 

advance  registration  required 


MONDAY,  MAY  5 

8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  The  Gastrointestinal  Tract  in  Sclero- 
derma 

S.  L.  BERANBAUM,  M.D. 

2.  The  Diagnosis  and  Management  of 
Chronic  Liver  Disease 

JOSEPH  POST,  M.D. 

CREDIT:  C-l 
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SATURDAY,  MAY  10 


4:30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

1.  Reconstruction  Procedures  for  the  Con 
genitally  Absent  Thumb 

J.  WILLIAM  LITTLER,  M.D. 

2.  Local  Flaps  and  Fingertip  Injuries 

ROBERT  W.  BEASLEY,  M.D. 

N.Y.U.  Medical  Center 


WEDNESDAY,  MAY  7 

6:30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Resuscitation 
2 East  103rd  Street 

RESIDENTS’  NIGHT 


8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Physical  Medicine  and  Rehabilitation 
with  the  New  York  Society  of  Physical  Medi- 
cine and  Rehabilitation 

2 East  1 03rd  Street 

ANNUAL  RESIDENTS’  NIGHT 


THURSDAY,  MAY  8 

11:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

Cronin  Building,  Room  508 
153  West  1 1th  Street 

Pediatric  Allergy  Conference 

NEW  DEVELOPMENT  IN  THE 
PATHOPHYSIOLOGY  OF  ASTHMA 

JOHN  WARAKSA,  M.D. 

CRECIT:  C-1 


9:00  p.m. 

The  Coney  Island  Hospital 
Auditorium 

Ocean  and  Shore  Parkways 
Brooklyn 

12th  Annual  Philip  Ingram  Nash  Memorial  Lecture 

THE  FUTURE  OF  MEDICINE  IN 
THE  UNITED  STATES 

IVAN  L BENNETT,  JR.,  M.D. 

N.Y.U.  Medical  Center 


8 : 50  a.m. 

State  University  of  New  York 
Downstate  Medical  Center 

First  Floor  Lecture  Hall 

450  Clarkson  Avenue,  Brooklyn 

ALUMNI  DAY  TO  FEATURE 
PRESENTATIONS  BY  CLASS  OF  ’44 

BENJAMIN  A.  ROSENBERG,  M.D.,  Chairman 


MONDAY,  MAY  12 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

PATHOGENESIS  OF  PERNICIOUS 
ANEMIA  AND  ITS  RELATIONSHIP  TO 
MALABSORPTION 

VICTOR  HERBERT,  M.D. 

Mount  Sinai  School  of  Medicine 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Orthopedic  Surgery 
2 East  103rd  Street 

ANNUAL  RESIDENTS’  NIGHT 


WEDNESDAY,  MAY  14 

8 : 30  p.m. 

Adelphi  Hospital  Medical  Staff 

Fifty  Greene  Avenue 
Brooklyn 

Progress  in  Therapeutics 

CORONARY  HEART  DISEASE 
AND  ITS  PREVENTION 

LAZARUS  MARCUS,  M.D.,  Moderator 
PAUL  DUDLEY  WHITE,  M.D. 

Harvard  Medical  School 
CHARLES  K.  FRIEDBERG,  M.D. 

New  York 

FREDERICK  H.  EPSTEIN,  M.D. 

Michigan 

CREDIT:  C-1 
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BUFFALO 


May  12,  1969  / May  16,  1969 

State  University  of  New  York  at  Buffalo 

School  of  Medicine 

REFRESHER  SEMINAR  IN  PEDIATRICS 
FOR  GENERAL  PRACTITIONERS 

Note:  Applications  for  enrollment  of  New  York  physi- 

cians must  be  made  through  the  offices  of  county  or 
city  departments  of  health  or  district  health  officers. 
Others  should  direct  inquiries  to  Dr.  Selig  H.  Katz, 
Director,  Bureau  of  Maternal  and  Child  Health,  State  of 
New  York  Department  of  Health,  Albany,  N.Y.  12206. 

CREDIT:  C-l 


SCHENECTADY 


THURSDAY,  MAY  8 

9:00  a.m.  Registration 

Sunnyview  Hospital 

(next  to  Ellis  Hospital) 

MULTIPLE  SCLEROSIS 
DIAGNOSIS  AND  MANAGEMENT 

NO  FEE  CRECIT:  C-l 


DEADLINE  DATES  FOR  1969 
WHAT  GOES  ON 

January  15,  1969 March  1969 

February  17,  1969 April  1969 

March  17,  1969 May  1969 

April  15,  1969 June  1969 

May  15,  1969 July  1969 

June  16,  1969 August  1969 

July  15,  1969 September  1969 

August  15,  1969 October  1969 

September  15,  1969 November  1969 

October  15,  1969 December  1969 

Please  send  copy  to  THE  EDITOR,  WHAT  GOES  ON,  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  N.Y.  10017. 


SUFFOLK  COUNTY 


WEDNESDAY,  MAY  2 

9:00  a.m.-4:00  p.m. 

Suffolk  County  Mental  Health  Board 

Meadowbrook  Hospital 
East  Medow 

BI-COUNTY  MENTAL  HEALTH  CONFERENCE 
ON  SERVING  THE  UNSERVED 

BERTRAM  PEPPER,  M.D.,  FREDERICK  B.  CHARATAN, 
M.D.,  and  EDWARD  P.  O’MALLEY,  M.D. 

Contact:  Nassau  County  Mental  Health  Board 


May  6,  1 969 /for  eight  sessions 

8:30—10:45  a.m.,  Tuesdays 

Suffolk  County  Chapter  of  AAGP  and  The 
State  University  of  New  York  at  Stony  Brook 
Health  Sciences  Center  with  Meadowbrook 
Hospital,  Division  of  Cardiology 

The  Suffolk  Academy  of  Medicine 
850  Veterans  Memorial  Highway 
Hauppauge 

Course  in 

ESSENTIALS  OF  ELECTROCARDIOGRAPHIC 
ANALYSIS 

FEE:  $30  For  AAGP  Members 

$50  For  nonmembers 

Write:  Louis  J.  Kovacs,  Ex.  Dir.,  at  the  above  address 
CREDIT:  C-l 


TUESDAY,  MAY  6 

8:00  p.m. 

The  Suffolk  County  Pediatric  Society  and  the 
Department  of  Pediatrics  of  the  Albert  Ein- 
stein College  of  Medicine 

Huntington  Hospital 
270  Park  Avenue 
Huntington 

Annual  Pediafric  Night 

1.  The  Diagnosis  and  Treatment  of 
Urinary  Tract  Infections 

CHESTER  M.  EDELMANN,  JR.,  M.D. 

2.  Intestinal  Obstruction  of  the  Newborn 

KEITH  SCHNEIDER,  M.D. 

3.  Clinical  Application  of  Antiviral 
Agents 

JULES  TITELBAUM,  M.D. 

PHYSICIANS’  PLACEMENT 

Physicians’  Placement  notices  will  be  published  in  full 
during  the  summer  months  if  space  permits 


NOTICE 

For  the  benefit  of  those  physicians  who  wish  to  qualify  for 
participation  in  New  York  State’s  Program  of  Medical  As- 
sistance to  the  Needy  (Medicaid)  by  means  of  the  approved 
continuing  medical  education,  WHAT  GOES  ON  will  en- 
deavor to  designate  all  courses  which  will  qualify  for  Cate- 
gory 1 credits  as  C-l  courses.  The  requirments  for  physi- 
cians qualifying  on  a continuing  medical  education  basis 
are:  During  each  three-year  period  they  must  take  at  least 
50  hours  in  Category  1.  (Acceptable  courses  are  marked 
C-l) 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N.Y.  10017  YUkon  6-5  757 


"WHAT  GOES  ON" 
IN  MEDICINE 


As  a past  reader  of  “What  Goes  On,”  an  official  publication  of  the  Medi- 
cal Society  of  the  State  of  New  York,  we  believe  you  are  interested  in  the 
latest  information  about  postgraduate  courses  and  medical  lectures,  and  we 
are  taking  this  opportunity  to  advise  you  that  reprints  of  “What  Goes  On” 
are  now  available. 


Starting  January  1,  1969,  “Wffiat  Goes  On”  became  a feature  of  the  New 
York  State  Journal  of  Medicine  which  is  published  twice  a month.  This  will 
allow  a two  to  four  week  lead  time  for  the  general  practitioners  and  specialists 
to  plan  ahead  for  important  meetings  and  courses  which  are  published  in 
“What  Goes  On.” 


We  can  now  offer  you,  in  limited  quantities,  “What  Goes  On”  reprints 
(as  published  in  the  New  York  State  Journal  of  Medicine).  There  will  be  an 
annual  subscription  rate  of  $3.00  to  cover  the  cost  of  the  reprint  and  first 
class  mailing  or  you  may  subscribe  to  the  New  York  State  Journal  of  Medicine 
for  $7.50  and  receive  its  outstanding  scientific  articles  as  well  as  “Wffiat  Goes 
On.” 


NORMAN  S.  MOORE,  M.D.,  Director 
Division  of  Scientific  Activities 


WHAT  GOES  ON  IN  MEDICINE 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date. 


Name No.  of  Subscriptions. 

Attention  Title  

Address  

City State  Zip  . 

□ $3.00  check  enclosed  for  "WHAT  GOES  ON" 

□ $7.50  check  enclosed  for  "NEW  YORK  STATE  JOURNAL  OF  MEDICINE" 
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Patient 

comfort 


concern. 

Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation.  (, 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach's  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experience 
□ Even  many  previously  intractable  cases  have  been  N 
successfully  treated  with  SENOKOT  preparations 

□ Virtually  free  of  side  effects  at  proper. 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination  . 

Dosage:  (preferably  at  bedtime)  — Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  so  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Company.  Yonkers.  New  York  10701 

Senokot  Tablets 


(standardized  senna  concentrate) 


© COPYRIGHT  1969,  THE  PURDUE  FREDERICK  COMPANY  366S9 
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a broad-spectrum  antibiotic  for  the  diabetic 


threat or 

therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  tocontrol  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: jnay  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HQ  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  ya.U.nnRINC 

RICHMOND.  VA  23220  /l  H /UDIIMi 
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as  easy 

asNTz 


An  easy  solution  to  the 
problem  of  nasal  symptoms  of  hay 
fever,  colds  and  sinusitis 

easy  to  prescribe:  just  write  nTz  Nasal  Spray, 
easy  to  recommend:  just  say  nTz  Nasal  Spray, 
easy  to  use:  just  one  spray  in  each  nostril, 
quickly  followed  by  a second  spray.  Repeat 
q.  3 h.  or  q.  4 h.  for  temporary  relief, 
easy  to  dispense:  the  outer  sleeve  of  the  pack- 
age  is  removable  for  easy  application  of 

! prescription  label, 
easy  to  remember:  as  easy  as  nTz  . 


nTz 

'—WHO  Hf-iimp*'" 
***** *«..  USP)  MC 

w o IX.  jrpk.w*  ( 


W>27 


ItoSfMVtvin**  I*"*  * 
(MCJOiV 
■ * 
ia  mi*  * 
lO.usn  i moo  i 
«...  «<  o>  l«c» 
mat  m»\,d  h«W  * «*'»  5 
• 4 »«n  m mM  Sm  onoto' 


But  more  than  a 
simple  vasoconstrictor: 


prescribe 

nTz 

Nasal  Spray 

(contains  Neo-Synephrine) 


nTz  Nasal  Spray  affords  the  well-known  benefits 
of  Neo-Synephrine®,  0.5  per  cent,  the  more  potent 
solution  (adult  strength)  in  a carefully  balanced 
formula  which  includes: 

Neo-Synephrine  (brand  of  phenylephrine)  HCI 
0.5  percent,  decongestant 
Thenfadil?  (brand  of  thenyldiamine)  HCI  0.1  per 
cent,  antihistamine 

Zephiran^'  (brand  of  benzalkonium,  as  chloride, 
refined)  Cl  1 :5000,  wetting  agent 
Available:  nTz  Nasal  Spray  in  squeeze  bottles  of 
20  ml.;  nTz  Solution  in  bottles  of  1 oz.  with  dropper. 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother's 
milk  in  composition  and  assimilation,  much  like  cow's  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac's  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


cB&olfet  and  §awf)^«S 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.  A. 
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These  four  charts  are  from 
a controlled  study  on 
the  MANAGEMENT  of 
SECONDARY 
HYPERLIPEMIA 
with  CIRRHOSIS  of 
the  LIVER 

(using  Lipo-K  therapy.  ) 


NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY  NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY 


ntrolled  Study  Group  showed  an  Average  Cholesterol 

ction  of  42%  Without  Side  Effects  and  with  Residual 
isterol  Control  after  ceasing  Lipo-K  capsule  medication. 


SEE  P.D.R.  Page  807 

Full  information  is 
available  on  request. 


Dosage:  One  Capsule  Four  Times  Daily. 


Caution; 

No  side  effects  or  Contraindications  to  date 
Normal  precautions  should  be  maintained. 


Supply: 

CAPSULES  FOR  ORAL  AOMINISTRATIO! 
in  UNITS  of  30,  100,  500  and  1000. 


22  LAWTON  STREET  * NEW  ROCHELLE,  N.Y. 


Books  Received 


The  following  books  were  received  during  the  month  of  March,  1969.* 


Nerves  and  Nerve  Injuries.  By  Sydney 
Sunderland,  M.D.  Quarto  of  1,161  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1968.  Cloth,  $32.75. 

Liver  Biopsy  Interpretation.  By  Peter  J. 
Scheuer,  M.D.  Quarto  of  138  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins 
Company.  1968.  Cloth,  $15.50. 

Prognostic  Factors  in  Breast  Cancer. 

Edited  by  A.  P.  M.  Forrest,  M.D.  and  P.  B. 
Kunkler,  M.D.  Proceedings  of  First  Tenovus 
Symposium  Cardiff  12th-14th  April,  1967.  Oc- 
tavo of  482  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1968.  Cloth, 
$14.75. 

Atlas  of  Otorhinolaryngology  and  Broncho- 
esophagology.  By  Walter  Becker,  M.D., 
Richard  A.  Buckingham,  M.D.,  Paul  H.  Holin- 
ger,  M.D.,  Gunter  W.  Korting,  M.D.,  and 
Francis  L.  Lederer,  M.D.  Edited  by  Walter 
Becker,  M.D.  Quarto  of  315  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $75. 

Todd-Sanford  Clinical  Diagnosis  by  Lab- 
oratory Methods.  Edited  by  Israel  David- 
sohn,  M.D.  and  John  Bernard  Henry,  M.D. 
Fourteenth  edition.  Quarto  of  1,308  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1969.  Cloth,  $24. 

Collateral  Circulation  in  Clinical  Surgery. 

Edited  by  D.  E.  Strandness,  Jr.,  M.D.  Octavo 
of  633  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1969.  Cloth,  $18.50. 

Current  Therapy  1969.  Edited  by  Howard  F. 
Conn,  M.D.  Quarto  of  945  pages.  Philadel- 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


phia,  W.  B.  Saunders  Company,  1969.  Cloth, 
$15. 

Anatomy  of  the  Newborn:  An  Atlas.  By 

Edmund  S.  Crelin,  Ph.D.  Quarto  of  256 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1969.  Cloth,  $24. 

Bronchial  Carcinoma.  By  B.  T.  LeRoux, 
Ch.M.  Quarto  of  143  pages,  illustrated.  Edin- 
burgh, E.  & S.  Livingstone,  Ltd.,  (Baltimore, 
The  Williams  & Wilkins  Company),  1968. 
Cloth,  $10.50. 

Practical  Management  of  the  Allergic 
Child.  By  Vincent  J.  Fontana,  M.D.  Octavo 
of  371  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1969.  Cloth,  $15. 

Human  Labor  and  Birth.  By  Harry  Oxorn, 
M.D.  and  William  R.  Foote,  M.D.  Second 
edition.  Octavo  of  538  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1968.  Paper, 
$8.50. 

Medicine  on  Trial.  By  Dannie  Abse.  Quarto 
of  352  pages,  illustrated.  New  York,  Crown 
Publishers,  Inc.,  1969.  Cloth,  $10. 

Poisons  In  Your  Food.  By  Ruth  Winter. 
Octavo  of  248  pages,  illustrated.  New  York, 
Crown  Publishers,  Inc.,  1969.  Cloth,  $5.95. 

Birth  Control  and  Love.  By  Allen  F.  Gutt- 
macher,  M.D.  Octavo  of  337  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1969. 
Cloth,  $6.95.  (The  second  revised  edition  of 

The  Complete  Book  of  Birth  Control,  1961.) 

Assessment  of  Cerebral  Palsy.  Volume  I. 
Muscle  Function,  Locomotion  and  Hand 
Function.  By  K.  S.  Holt,  M.D.  Octavo  of 
214  pages,  illustrated.  London,  Lloyd-Luke, 
Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1965.  Cloth,  $9.00. 
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GREAT  AMERICANS 
WHO  WERE 


Crawford  Williamson  Long 

(1815-1878) 

While  still  an  extremely  young 
physician.  Dr.  Long  was  the  first  to 
use  ether  to  induce  unconsciousness 
during  surgery.  A subsequent  opera- 
tion performed  by  another  American 
surgeon  received  earlier  recognition, 
but  it  is  to  Dr.  Long  that  the  credit 
must  go. 


WE  AT  GHI  have  also  had  our  share  of  pioneering.  Since  we  were  founded 
back  in  1938,  we  were  the  first  in  the  area  to  create  a successful  program 
to  pay  for  medical  care  in  the  hospital,  first  to  provide  paid-in-full  benefits 
for  home  and  office  care,  and  first  to  provide  service  benefits  for 
short-term,  ambulatory  psychiatric  care. 

Volunteer,  nonprofit  health  insurance  can  only  survive  as  we  know  it 
while  it  has  the  support  of  participating  doctors.  Your  participation 
will  be  beneficial  to  you  because  you  will  become  a part  of  an  organization 
that  is  an  integral  part  of  the  lives  of  over  one  million  New  Yorkers.  It  will  be 
beneficial  to  us  because  one  of  GHI's  unique  advantages  is  the  “service” 
feature  implemented  by  its  participating  doctors. 

Write  to  us  today  for  more  information  about  why  and  how  you  should 
participate  in  GHI.  Do  it  now -while  you're  thinking  about  it! 


Group  Health  Insurance,  Inc.  / 227  West  40th  Street,  New  York,  N.  Y.  10018  / Phone:  564-8900 
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"Elementary  my  dear 

“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE... AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine— 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  Tj  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 
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Holmes!' 


It’s  elementary. . . 

Synthroid 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son's Disease  (chronic  subcortical  insufficiency),  Simmond's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient’s  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema, the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg..  0.1  mg..  0.15  mg.,  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053  10/68  rsoe 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management ...  an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  "ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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Book  Notes 


The  Principles  and  Practice  of  Medicine.  By 
Sir  Stanley  Davidson,  M.D.  Ninth  edition. 
Octavo  of  1,341  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1968, 
Cloth,  $11.75. 

The  phenomenal  sales  of  this  textbook,  first 
published  in  1952,  still  continue  to  exceed  all 
expectations  of  those  concerned  with  its  pub- 
lication. No  less  than  nine  editions  and  eight 
large  r-eprints  have  appeared  during  the  past 
sixteen  years.  In  this  latest  edition,  each 
section  has  been  carefully  revised  and  brought 
up  to  date.  Considerable  additions  have  been 
made,  especially  to  the  sections  on  nutritional 
disoi’ders,  diseases  of  the  pancreas,  and  dis- 
eases of  the  liver  and  biliary  tract.  The  sec- 
tion on  psychological  medicine  has  been  re- 
written and  expanded.  This  change  has  been 
prompted  by  the  fact  that  with  the  introduc- 
tion of  the  new  psychotropic  drugs  many 
patients  suffering  from  organic  or  functional 
psychoses  are  now  treated  in  their  homes  by 
their  family  doctors.  Such  patients  are  also 
encountered  in  the  medical  and  surgical  wards 
of  general  hospitals. 

By  careful  editing  it  has  been  possible  to 
reduce  the  size  of  this  edition  slightly  despite 
a considerable  expansion  of  the  section  on 
psychological  medicine.  Of  interest,  also,  is 
the  fact  that  the  production  of  a large  number 
of  copies  has  enabled  the  publishers  to  market 
the  book  at  a very  modest  price  which  differs 
little  from  that  charged  five  years  ago. 


Halloween  costumes 
a fire  hazard 

It  has  recently  been  cautioned  that  parents, 
allowing  their  children  to  go  trick-or-treating  on 
Halloween,  should  fireproof  the  childrens’ 
costumes  by  soaking  them  in  a mixture  of  3 
quarts  warm  water,  7 ounces  of  borax,  and  3 
ounces  of  boric  acid. 


(NYLIDRIN  HC1) 


helps  alleviate 
these  symptoms 

intermittent  claudication,  pain,  ache,  spasm, 
paresthesias,  numbness,  coldness 

associated  with 
these  peripheral 
vascular  disorders 

arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger’s  disease),  diabetic  vas- 
cular disease,  night  leg  cramps,  Raynaud’s 
phenomenon  and  disease,  ischemic  ulcers, 
acrocyanosis,  acroparesthesia,  frostbite, 
livedo  reticularis,  thrombophlebitis,  cold 
feet/ legs /hands 

Contraindication:  Acute  myocardial  infarc- 
tion. Precautions:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe  angina  pec- 
toris, thyrotoxicosis.  Adverse  Reaction: 
Occasional  palpitation.  Dosage:  Usual 
effective  dosage  Vi  to  1 tablet  t.i.d.  or  q.i.d.; 
increased,  if  necessary,  to  2 tablets  t.i.d.  or 
q.i.d.  Parenterally,  0.5  cc.  by  subcutaneous 
or  intramuscular  injection;  increased  gradu- 
ally to  1 cc.  one  or  more  times  daily,  as 
needed.  Supplied:  Tablets,  6 mg.,  scored; 
bottles  of  100  and  1000.  Parenteral,  5 mg. 
percc.,  1 cc.  ampuls  (5  per  box);  lOcc. 
multiple-dose  vials  (1  per  box).  Consult 
product  brochure. 


USV  PHARMACEUTICAL  CORP 

New  York,  N.Y.  10017 

Producers  of  DBI®-TD  (phenformin  HC1) 
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Cold  feet 
can  be 
more  than 
skin  deep 


Because  cold  extremities  may  be  a symptom  of  impaired  blood  flow  in 
deeper  peripheral  tissues,  “skin  deep”  vasodilators  may  not  be  enough. 

Arlidin,  unlike  peripheral  vasodilators  that  act  primarily  on 
superficial  vessels,  increases  blood  flow— deep  down— through  an 
unusual  double  action: 

1 . Arlidin,  like  exercise,  dilates  arteries  and  arterioles  in  skeletal  muscle. 

2.  Arlidin,  like  exercise,  increases  cardiac  output— an  action  un- 
common in  a peripheral  vasodilator,  but  important  in  helping  to 
prevent  marked  blood-pressure  changes  during  vasodilation. 


These  exercise-like  benefits  help  relieve  not  only  coldness  but  also 
more  deep-seated  symptoms  of  peripheral  vascular  disease  such 
as  intermittent  claudication,  night  leg  cramps,  pain,  ache  and  spasm. 

works  deep  in  muscle  to  improve  circulation 

(NYLIDRIN  HC1) 


See  adjacent  page  for  brief  summary  of  prescribing  information. 


Necrology 


Edward  Asrican,  M.D.,  of  Kings  Park,  died 
on  December  7,  1968,  at  the  age  of  seventy. 
Dr.  Asrican  received  his  medical  degree  from 
the  University  of  Berlin  in  1923.  He  was  a 
member  of  the  American  Psychiatric  Associa- 
tion. 

Charles  Battaglia,  M.D.,  of  Buffalo,  died  on 
August  2,  1968,  at  the  age  of  eighty-four.  Dr. 
Battaglia  graduated  in  1906  from  the  University 
of  Buffalo  School  of  Medicine. 

Irwin  Alfred  Cole,  M.D.,  of  Clearwater, 
Florida,  formerly  of  Batavia,  died  on  February 
1 at  the  age  of  seven ty-four.  Dr.  Cole  gradu- 
ated in  1920  from  the  University  of  Buffalo 
School  of  Medicine.  Retired  in  1962,  he  had 
formerly  served  as  an  attending  surgeon  at  St. 
Jerome  and  Genesee  Memorial  Hospitals.  Dr. 
Cole  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Buffalo  Academy 
of  Medicine. 

Robert  Edward  Dixon,  M.D.,  of  New  York 
City,  died  on  February  8 at  the  age  of  thirty- 
nine.  Dr.  Dixon  graduated  in  1955  from  the 
University  of  Edinburgh  Faculty  of  Medicine. 
He  was  a member  of  the  Academy  of  Psychoso- 
matic Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Angelo  Dolce,  M.D.,  of  Buffalo,  died 
on  February  14  at  the  age  of  sixty-one.  Dr. 
Dolce  graduated  in  1934  from  Marquette 
University  School  of  Medicine.  He  was  chief 
dermatologist  at  Sisters  of  Charity  Hospital  of 
Buffalo,  Emergency  Hospital  of  the  Diocese  of 
Buffalo,  and  Buffalo  Columbus  Hospital,  and 
an  associate  attending  dermatologist  and  syphi- 
lologist  at  Edward  J.  Meyer  Memoiial  Hos- 
pital. Dr.  Dolce  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a 
member  of  the  American  Academy  of  Derma- 
tology, the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  George  Farris,  M.D.,  of  Kenmore, 
died  on  January  5 at  the  age  of  sixty-four. 
Dr.  Farris  graduated  in  1930  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Mil- 
lard Fillmore  Hospital.  Dr.  Farris  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists, 


and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Josef  Gerstmann,  M.D.,  of  New  York  City, 
died  on  March  23  at  the  age  of  eighty-one. 
Dr.  Gerstmann  received  his  medical  degree 
from  the  University  of  Vienna  in  1912.  He  was 
a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the 
American  Psychiatric  Association,  the  American 
Academy  of  Neurology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Albin  V.  Kwak,  M.D.,  of  Depew,  died  on 
November  1,  1968,  at  the  age  of  fifty-eight. 
Dr.  Kwak  graduated  in  1934  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a 
clinical  assistant  physician  in  general  practice 
at  Millard  Fillmore  Hospital.  Dr.  Kwak  was 
a member  of  the  American  Academy  of  Derma- 
tology, the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
American  School  Health  Association,  the  Aero- 
space Medical  Association,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Milton  Le  Vine,  M.D.,  of  Schenectady,  died 
on  March  18  at  the  age  of  fifty.  Dr.  Le  Vine 
graduated  in  1946  from  the  University  of 
Michigan  Medical  School.  He  was  an  associate 
attending  radiologist  at  St.  Mary’s  (Troy) 
Hospital  and  an  attending  radiologist  at  Cohoes 
Memorial  Hospital.  Dr.  Le  Vine  was  a Diplo- 
mate of  the  American  Board  of  Radiology  and  a 
member  of  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  George  Novek,  M.D.,  of  Utica,  died 
on  March  6 at  the  age  of  sixty.  Dr.  Novek 
graduated  in  1934  from  Syracuse  University 
College  of  Medicine.  He  was  a senior  attending 
gynecologist  and  an  attending  physician  in 
radium  therapy  at  St.  Elizabeth  Hospital. 
Dr.  Novek  was  a member  of  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  Spencer  Park,  Jr.,  M.D.,  of 

New  York  City,  was  killed  on  March  15  in  the 
crash  of  a medical  evacuation  helicopter  in  the 
Demilitarized  Zone,  Korea,  at  the  age  of  thirty- 
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four.  Dr.  Park  graduated  in  1961  from  the 
University  of  Buffalo  School  of  Medicine. 

Robert  H.  Ralph,  M.D.,  of  New  York  City, 
died  on  March  4 at  the  age  of  thirty-nine.  Dr. 
Ralph  received  his  medical  degree  from  the 
University  of  Geneva  in  1957.  He  was  an 
assistant  attending  physician  at  City  Hospital 
Center  at  Elmhurst  and  a senior  clinical  assis- 
tant attending  physician  at  The  Mount  Sinai 
Hospital.  Dr.  Ralph  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  Rosenberg,  M.D.,  of  Brooklyn,  died 
on  March  1 at  the  age  of  sixty-five.  Dr. 
Rosenberg  received  his  medical  degree  from 


Cardiovascular  screening 
for  school  athletics 


There  exists  a problem  of  possible  unwar- 
ranted exclusion  of  certain  children  from  nor- 
mal and  desirable  physical  activities  because  of 
the  overconcern  of  parents,  children,  and 
teachers  about  mild  and  fairly  common  cardio- 
vascular findings.  In  pointing  out  the  dif- 
ference between  athletic  screening  and  case 
finding,  C.  Ferencz,  M.D.,  writing  in  Journal  of 
School  Health  38:  483  (October)  1968,  deplores 
a tendency  to  exaggerate  the  importance  of 
relatively  common  phenomena  of  scant  clini- 
cal importance  while  really  serious  heart  dis- 
ease is  often  missed.  Common  findings  on 
cardiac  screening,  usually  insufficient  cause  for 
barring  children  from  physical  exercise,  include 
innocent  functional  murmurs;  elevated  systolic 
but  normal  diastolic  blood  pressure;  transient 
sharp  chest  pains,  as  opposed  to  the  angina  of 
aortic  stenosis  or  severe  carditis  or  pericarditis; 
shortness  of  breath;  fainting;  and  sinus  ar- 
rhythmia, which  is  common  in  young  children. 
Findings  which  require  further  evaluation  are 
organic  murmurs  which  may  be  caused  by  con- 
genital malformations  of  the  heart,  rheumatic 
carditis  and  lheumatic  heart  disease,  or  co- 
arctation of  the  aorta. 

Two  categories  of  children  who  should  not 


the  University  of  Vienna  in  1931.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Saul  Schlossman,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  seventy-two. 
Dr.  Schlossman  graduated  in  1922  from  Univer- 
sity and  Bellevue  Hospital  Medical  School. 
He  was  an  associate  attending  surgeon  at  the 
Hospital  for  Joint  Diseases  (off  service).  Dr. 
Schlossman  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


take  physical  education  are  listed.  The  first 
are  those  in  whom  a sudden  or  even  fatal  com- 
plication could  occur  during  severe  exertion, 
such  as  patients  with  congenital  or  acquired 
heart  block  who  may  be  susceptible  to  a 
Stokes-Adams  attack;  and  patients  with 
severe  aortic  or  subaortic  stenosis  or  idiopathic 
hypertrophy  of  the  left  ventricle.  Also  in- 
cluded are  cyanotic  children  whose  handicap 
is  usually  obvious,  and  patients  with  advanced 
stages  of  other  conditions  seldom  encountered 
unexpectedly:  Ebstein’s  anomaly  of  the  tri- 

cuspid valve,  endocardial  fibroelastosis,  and 
Eisenmenger’s  complex. 

The  second  group  consists  of  children  with 
significant  cardiac  overloading  at  rest.  These 
include  patients  with  myocarditis-  -rheumatic, 
viral,  nephritic,  or  idiopathic — in  whom  restric- 
tion of  activities  will  be  directly  related  to 
severity  of  involvement  and  speed  of  recovery, 
and  patients  with  valvular  disease  in  whom 
there  is  significant  hemodynamic  alteration. 

No  restriction  of  activity  is  necessary  in  (1) 
children  with  a past  history  of  rheumatic  fever 
with  or  without  carditis  in  whom  the  heart  is 
clinically  normal  or  who  have  only  mild  residual 
heart  disease;  (2)  children  with  congenital  mal- 
formations of  the  heart,  such  as  pulmonic 
stenosis,  mild  aortic  stenosis,  septal  defects, 
patent  ductus,  and  mild  or  palliated  tetralogy 
of  Fallot;  and  (3)  children  who  have  undergone 
successful  cardiac  surgery,  unless  specifically 
excluded. 
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A little  Hygroton 

chlorthalidone 


< 


Y • 66  7 *. 


can  work  a long  diuretk  day 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 

Check  the  prescribing  information.  It's  summarized  on  the  next  page.  Geigy 


A little  Hygrotori  can  work  a long  diuretic  day 


chlorthalidone 


Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 

Contraindications:  Hypersen- 
sitivity and  most  cases  of 
severe  renal  or  hepatic 
diseases. 

Warning:  With  the  adminis- 
tration of  enteric-coated 
potassium  supplements, 
which  should  be  used  only 
when  adequate  dietary 
supplementation  is  not  practi- 
cal, the  possibility  of  small- 
bowel  lesions  (obstruction, 
hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Sur- 
gery for  these  lesions  has  been 
required  frequently  and 
deaths  have  occurred.  Discon- 
tinue enteric-coated  potassium 
supplements  immediately  if 
abdominal  pain,  distention, 
nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur. 

Use  with  caution  in  pregnant 
women  and  nursing  mothers 
since  the  drug  may  cross  the 
placental  barrier  and  appear 
in  cord  blood  and  since  thia- 
zides may  appear  in  breast 
milk.  The  drug  may  result  in 
fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  pos- 
sibly other  adverse  reactions 
which  have  occurred  in  the 
adult.  When  used  in  women  of 
childbearing  age,  balance 
benefits  of  drug  against  pos- 
sible hazards  to  fetus. 


Precautions:  Anti  hypertensive 
therapy  with  this  drug  should 
always  be  initiated  cautiously 
in  postsympathectomy  pa- 
tients and  in  patients  receiving 
ganglionic  blocking  agents, 
other  potent  anti  hypertensive 
drugs  or  curare.  Reduce  dos- 
age of  concomitant  anti  hyper- 
tensive agents  by  at  least  one- 
half.  Because  of  the  possibility 
of  progression  of  renal  dam- 
age, periodic  determination  of 
the  BUN  is  indicated.  Discon- 
tinue if  the  BUN  rises  or  liver 
dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipi- 
tated. 

Electrolyte  imbalance,  sodium 
and/or  potassium  depletion 
may  occur.  If  potassium  deple- 
tion should  occur  during  ther- 
apy, the  drug  should  be  dis- 
continued and  potassium 
supplements  given,  provided 
the  patient  does  not  have 
marked  oliguria. 

Take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea, 
gastric  irritation,  vomiting, 
anorexia,  constipation  and 
cramping,  dizziness,  weak- 
ness, restlessness,  hypergly- 
cemia, glycosuria,  hyperuri- 
cemia, headache,  muscle 


cramps,  orthostatic  hypoten- 
sion, which  may  be  potentiated 
when  chlorthalidone  is  com- 
bined with  barbiturates,  nar- 
cotics or  alcohol,  aplastic 
anemia,  leukopenia,  thrombo- 
cytopenia, agranulocytosis, 
impotence,  dysuria,  transient 
myopia,  skin  rashes,  urticaria, 
purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis 
when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop 
after  prolonged  administra- 
tion. Other  reactions  reported 
with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg. 

with  breakfast  daily  or  100  mg. 
every  other  day. 

Availability:  White,  single- 
scored  tablets  of  100  mg.  and 
aqua  tablets  of  50  mg.,  in 
bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see 
the  complete  prescribing 
information. 


Geigy  Pharmaceuticals 
Division  of  ^ 

Geigy  Chemical  Corporation  j? 
Ardsley,  New  York  10502 


Medical  Meetings 


Air  pollution  control 
association  to  meet 

The  Air  Pollution  Control  Association  will 
hold  its  62nd  annual  meeting  on  June  22  through 
26  at  The  Americana,  New  York  City. 

The  theme  of  the  meeting  is  “Clean  Air 
Through  Cooperative  Action,”  and  the  chair- 
man is  Austin  N.  Heller,  air  resources  commis- 
sioner of  the  City  of  New  York. 

Course  on  electromyography 
and  electrodiagnosis 

The  Department  of  Rehabilitation  Medicine, 
Center  for  Chronic  Disease,  New  York  Medical 
College,  under  the  direction  of  Osvaldo  Migli- 
etta,  M.D.,  associate  professor,  and  Joseph 
Rogoff,  M.D.,  clinical  professor,  is  sponsoring 
a one-week  course  in  Electromyography  and 
Electrodiagnosis  on  October  6 through  10. 

This  course  is  for  physicians  only  and  is 
planned  to  provide  detailed  instruction  in  the 
principles,  technics,  and  instrumentation  involved 
in  electromyography  and  electrodiagnosis.  The 
curriculum  will  consist  of  the  following: 
Fundamentals  of  Nerve  and  Muscle  Physiology: 
Electrical  Activity  of  Nerve  and  Muscle;  Elec- 
tronics; Instrumentation;  Physiologic  Basis 
Clinical  Application;  and  Clinical  Laboratory. 

Enrollment  is  limited,  and  applications  must 
be  submitted  by  September  10.  Tuition  fee  is 
$150.  A limited  number  of  scholarships  cover- 
ing travel  to  New  York  and  maintenance  on  a 
per  diem  basis  may  be  available. 

For  further  information  write  to:  Mrs.  A.  J. 

Washington,  Jr.,  Department  of  Rehabilitation 
Medicine,  New  York  Medical  College,  Bird  S. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Coler  Hospital,  Welfare  Island,  New  York, 
New  York  10017. 

Cancer  chemotherapy  topic  of  course 

A one-week  course  in  Cancer  Chemotherapy 
will  be  offered  by  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  and  Sloan-Kettering  Insti- 
tute for  Cancer  Research  from  October  13 
through  18. 

The  course  will  include  lectures  and  demon- 
stration of  screening  methods;  pharmacologic 
technics;  methods  for  the  clinical  evaluation  of 
potential  chemotherapeutic  agents;  and  a re- 
view of  the  chemistry,  pharmacologic  effects, 
and  clinical  applications  of  the  polyfunctional 
alkylating  agents,  the  antimetabolites,  steroid 
hormones,  and  miscellaneous  agents  in  the 
treatment  of  cancer.  The  course  is  principally 
designed  for  physicians  interested  in  chemo- 
therapy. 

Enrollment  is  limited,  and  tuition  fee  is  $100. 

For  further  information  write  to:  David  A. 

Karnofsky,  M.D.,  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  44  East  68th  Street,  New 
York,  New  York  10021. 

Symposium  on  forensic  medicine 

Sponsored  by  the  Office  of  the  Chief  Medical 
Examiner  of  the  City  of  New  York,  The  Depart- 
ment of  Forensic  Medicine  of  New  York  Univer- 
sity, The  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  State  Department  of 
Health,  the  seventh  Symposium  of  Forensic 
Medicine  for  physician  coroners,  medical  exam- 
iners, and  forensic  pathologists  throughout  the 
State  of  New  York,  and  for  medical  examiners 
and  investigators  in  the  City  of  New  York  will 
be  held  on  October  18  and  19  at  the  Office  of  the 
Chief  Medical  Examiner  of  the  City  of  New 
York,  520  First  Avenue,  New  York  City. 
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Parasitic  disease  drug  service  available 

When  a Florida  dentist  who  had  returned 
from  an  African  safari  last  November  was  found 
to  have  a form  of  African  sleeping  sickness,  he 
was  quickly  given  a drug,  Suramin,  provided 
by  the  National  Communicable  Disease  Center, 
Atlanta,  Georgia. 

Suramin  is  one  of  10  antiparasitic  drugs,  either 
unlicensed  or  not  readily  available  in  this 
country,  which  are  kept  on  hand  on  an  emer- 
gency basis  by  the  Communicable  Disease 
Center. 

David  J.  Sencer,  M.D.,  director  of  the  Center, 
described  the  Parastic  Disease  Drug  Service 
which  has  been  established  to  satisfy  the  grow- 
ing demand  for  such  drugs.  “With  increasing 
involvement  of  Americans  in  tropical  areas  and 
more  sophisticated  medical  diagnosis,  it  is 
likely  that  the  number  of  requests  for  anti- 
parasitic drugs  will  increase,”  Dr.  Sencer  said. 

The  Center  dispensed  drugs  178  times  in 
1968,  its  first  year  of  operation.  The  diseases 
for  which  the  drugs  are  used  as  treatment  are 
all  rare  in  the  United  States,  although  many  of 
them  are  common  in  other  areas  especially  the 
tropics. 

Many  of  the  drugs,  while  not  licensed  in  the 
United  States,  have  been  used  extensively  else- 
where. The  Food  and  Drug  Administration 
permits  the  Parasitic  Disease  Drug  Service  to 
supply  each  drug  to  requesting  physicians  on  an 
investigational  basis.  In  many  cases,  availa- 
bility of  the  drug  is  a matter  of  life  or  death  to 
the  patient. 

The  drugs  thus  far  available  are: 

1.  Astiban,  for  treatment  of  schistosomiasis 
when  caused  by  Schistosoma  hematobium  and 
Schistosoma  mansoni.  In  most  cases,  Astiban 
can  be  given  to  ambulatory  patients  over  a 
short  period  of  time. 

2.  Bithionol,  for  treatment  of  paragonimia- 
sis, found  in  Southeast  Asia,  West  Africa,  and 
Northwestern  South  America. 

3.  Dehydroemetine,  for  intramuscular  or 
subcutaneous  use  in  treatment  of  severe  in- 
testinal amebiasis  and  extraintestinal  amebia- 
sis, that  is,  liver  abscess.  Dehydroemetine  is 
less  toxic  than  emetine  and  equally  effective. 

4.  Mel  B,  for  the  treatment  of  sleeping 
sickness  when  there  is  central  nervous  system 
involvement.  This  disease  is  prevalent  in 
many  areas  of  sub-Saharan  Africa. 

5.  Niclosamide  for  cestode  infections  due  to 
Taenia  saginata,  Hymenolepis  nana,  and  Di- 
phyllobothrium  latum.  This  drug  can  be 

Man-rial  for  inclusion  in  the  medical  news  section  must  he 
received  six  weeks  prior  to  publication  date. 
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given  to  ambulatory  patients  and  is  relatively 
nontoxic. 

6.  Parenteral  chloroquine  for  treatment  of 
pernicious  Plasmodian  falciparum  malaria  in 
which  the  strain  is  sensitive  to  chloroquine; 
and  parenteral  quinine  for  treatment  of  the 
same  infection  when  the  strain  is  resistant  to 
chloroquine.  Both  of  these  drugs  are  licensed 
and  commercially  available  in  the  United  States 
but  are  sometimes  difficult  to  obtain  rapidly. 

7.  Pentamidine  isethionate,  for  treatment  of 
the  early  stages  of  African  sleeping  sickness  due 
to  Trypanosoma  gambiense;  and  for  Pneumo- 
cystis carinii  pneumonia,  a serious  infection 
seen  in  newborns,  debilitated  infants,  and  adults 
with  altered  immunologic  response,  usually  in 
association  with  a malignant  disease.  This 
disease,  whose  epidemiology  is  not  understood, 
is  on  the  increase.  The  Service  provided  drug 
treatment  for  more  than  100  cases  in  1968. 

8.  Pentostam,  for  the  treatment  of  leish- 
maniasis (kala-azar,  oriental  sore,  and  es- 


pundia).  These  infections  occur  in  many  areas 
of  the  tropics. 

9.  Suramin,  for  treatment  of  the  early 
stages  of  sleeping  sickness  due  to  Trypanosoma 
rhodesiense  and  for  treatment  of  onchocerciasis, 
usually  in  combination  with  diethylcarbama- 
zine. 

Telephone  inquiries  should  be  made  to  the 
Parasitic  Disease  Drug  Service,  National  Com- 
municable Disease  Center,  Atlanta,  Georgia. 
The  telephone  number  is  633-3311,  area  code 
404;  nights,  holidays,  and  weekends  633-217  6. 

Personalities 

Appointed.  Calvin  H.  Norman,  Jr.,  M.D.. 
formerly  chairman,  education  committee,  K.  B. 
Reynolds  Hospital,  Durham,  North  Carolina, 
as  associate  radiologist  at  St.  Mary’s  Hospital, 
Brooklyn.  . .Morton  B.  Wallach,  M.D.,  formerly 
assistant  director,  Ci’eedmoor  State  Hospital, 
as  director  of  Brooklyn  State  Hospital. 
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Editorials 


Paperwork — tell  it  with  precision 


It  has  been  said  that  Army  regulations 
were  designed  by  geniuses  to  be  executed 
by  morons.  A third  party  reading  over 
reports  submitted  by  some  physicians 
would  gather  that  the  physicians  had  a 
reverse  opinion  regarding  the  paperwork 
expected  of  them. 

Although  it  might  seem  that  the  mount- 
ing questionnaires  were  designed  by  mor- 
ons, it  is  not  so.  Dwight  L.  Wilbur,  M.D., 
president  of  the  AMA,  has  this  to  say: 

We  are  well  beyond  the  day  when  medicine 
consisted  only  of  one  physician  and  one  pa- 
tient. Now  there  are  many  elements — pa- 
tients, physicians,  other  health  professionals, 
allied  technicians,  hospitals,  medical  schools, 
insurance  companies,  prepayment  programs, 
and  every  level  of  government.  We  have 
the  challenge  of  accommodating  the  legiti- 
mate interests  of  all  of  them  without  destroy- 
ing or  minimizing  the  personal  aspect  of 
medical  care.  * 

There  has  been  a conscientious  effort  on 
the  part  of  third  parties,  who  have  to  make 
administrative  decisions  on  physicians’  re- 
ports, to  simplify,  streamline,  and  shorten 
these  necessary  reports.  This  effort  at 
foreshortening  requires  great  precision  on 
the  part  of  the  physician  imparting  the 

* Wilbur.  D.  L.:  Medicine  as  the  leader  of  change.  Bull. 
Am.  Coll.  Physicians  9:  428  (Oct.)  1968 


information.  Much  paperwork  is  of  a 
fiscal  nature  and  is  designed  for  the  eyes  of 
the  auditors.  These  experts  are  cold  and 
impersonal:  they  want  to  know  what  the 

money  was  spent  for.  (The  above  may  be 
a dangling  participle,  but  it  is  placed  here 
to  prevent  the  dangling  payee.) 

There  is,  however,  another  class  of  paper- 
work which  calls  for  careful  thought  with 
precision.  This  is  the  form  that  inquires 
about  disability.  Here  the  patient’s  com- 
fort and  very  life  may  be  at  stake.  There  is 
nothing  more  frustrating  to  the  reviewer 
than  to  pore  over  a report  of  this  nature 
with  whole  areas  left  blank  and  other  ques- 
tions answered  irrelevantly  or  equivocally. 
Where  rehabilitation  of  a disabled  person 
is  a possibility,  this  should  be  emphasized: 
there  is  always  a place  for  this  recommen- 
dation. If  the  reviewer  with  the  power  to 
set  the  train  of  rehabilitation  in  motion  has 
to  read  between  the  lines,  the  patient  may 
miss  out  through  no  fault  of  his  but  be- 
cause of  misfunction  of  the  reporting  phy- 
sician and  misinterpretation  by  the  review- 
ing physician. 

Thoroughness  and  precision  can  mitigate 
the  curse  of  paperwork,  which,  to  be  sure, 
we  will  always  have  with  us. 
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Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOM Y CIN'*  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  i 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  1 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been  , 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions  > 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  800  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Among  anesthesiologists  and  surgeons 
who  care  for  the  desperately  ill  patients 
undergoing  cardiac  surgery,  there  is  a con- 
tinuing interest  in  finding  a method  of  pro- 
viding good  preoperative  psychic  sedation 
without  doing  concomitant  harm  to  the 
physiologic  status  of  the  patient.  The 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  13,  1968. 


work  of  Pierce  and  Garofalo1  prompted  a 
review  of  our  patients’  records  and  a reap- 
praisal of  our  clinical  impressions.  The 
results  did  not  parallel  theirs,  and  a study 
was  organized  that  would  investigate  the 
effects  of  the  preanesthetic  medications 
most  frequently  administered  to  patients 
undergoing  cardiac  surgery  in  our  hospital. 
In  the  course  of  this  study  it  was  fortui- 
tously discovered  that  if  the  arterial  oxygen 
tension  of  the  blood  following  premedica- 
tion was  known,  the  need  for  prolonged 
postoperative  ventilatory  assistance  could 
be  predicted  accurately  prior  to  surgery. 

Materials  and  methods 

The  40  patients  studied  were  unselected 
and  consecutively  chosen  from  a group  of 
adults  who  had  congenital  or  acquired 
cardiac  lesions  and  who  were  scheduled  for 
either  closed-heart  surgery  or  open-heart 
surgery  using  cardiopulmonary  bypass. 
The  patients  ranged  in  age  from  seventeen 
to  sixty-eight  years.  All  were  classified 
as  anesthetic  risks  3 or  4.  They  were 
divided  into  four  groups  of  10  patients 
each:  Group  A received  morphine  sulfate 

in  a dosage  which  ranged  from  8 to  15  mg., 
Group  B received  meperidine  hydrochloride 
50  to  100  mg.,  Group  C received  secobar- 
bital 75  to  200  mg.,  and  Group  D received 
morphine  sulfate  6 to  10  mg.  and  secobar- 
bital 50  to  100  mg.  All  groups  received 
atropine  sulfate  in  a dosage  range  of  0.2 
to  0.4  mg.  Atropine  was  chosen  instead 
of  scopolamine  because  it  has  no  effect 
on  the  sensorium  and  produces  minimal 
changes  in  pulmonary  function.2  The 
dose  of  drug  varied  with  age,  weight,  and 
the  personality  of  the  patient.  The  drugs 
and  the  dosage  range  were  those  that  had 
been  in  common  use  for  cardiac  surgical 
patients  in  our  hospital  and  were  chosen 
because  it  had  been  the  clinical  impression 
in  the  past  that  they  provided  psychic  seda- 
tion with  minimal  harmful  depressant 
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TABLE  I.  Group  A — studies  in  patients  receiving  morphine  sulfate 


Case 

Number 

Surgery 

Age 

(Years) 

Weight 

(Pounds) 

Sex 

PA  pr. 
mm. 
Hg 

Mor- 

phine 

Sulfate 

(mg.) 

Effect 

PO2 

(mm. 

Hg) 

O2 

Sat. 

(Per 

Cent) 

PC02 

(mm. 

Hg) 

pH 

Arterial 

Blood 

Pro- 

longed 

Post- 

operative 

Ventila- 

tion 

1 

MVR 

53 

113 

F 

50/30 

8 

Moderate 

86 

95 

49 

7.42 

2 

MVR 

33 

100 

F 

36  10 

8 

Light 

90 

95 

50 

7.45 

3 

AVR 

38 

112 

F 

34/12 

10 

Light 

84 

94 

49 

7.40 

4 

AVR  and  MVR 

50 

105 

F 

79/40 

10 

Light 

56 

73 

37 

7.39 

Yes 

5 

AVR 

29 

183 

M 

14/5 

15 

Light 

94 

97 

45 

7.38 

6 

MVR 

53 

137 

F 

54/10 

10 

Moderate 

61 

91 

55 

7.41 

Yes 

7 

MV  plasty 

30 

113 

F 

30/3 

12 

Moderate 

90 

95 

45 

7.45 

8 

CMC 

64 

147 

F 

36/7 

10 

Heavy 

89 

98 

49 

7.40 

9 

MVR 

22 

91 

F 

33/5 

12 

Heavy 

80 

96 

51 

7.35 

10 

AVR 

34 

210 

M 

NR 

15 

Heavy 

74 

90 

54 

7.34 

* PA  pr.  = Pressure  in  pulmonary  artery  measured  during  cardiac  catheterization 

O2  Sat.  = per  cent  saturation  of  hemoglobin  in  arterial  blood 

PO2  = tension  of  oxygen  in  arterial  blood 

PCO2  = tension  of  carbon  dioxide  in  arterial  blood 

MVR  = mitral  valve  replacement 

AVR  = aortic  valve  replacement 

MV  plasty  = mitral  valvuloplasty 

CMC  = closed  mitral  commissurotomy 

NR  = data  not  recorded 


effects.  All  patients  received  their  medica- 
tion by  intramuscular  injection  one  hour 
prior  to  being  taken  to  the  operating  room. 

Twelve  patients  had  arterial  blood  gas 
analysis  in  the  course  of  other  studies  while 
they  were  not  under  the  influence  of  medi- 
cation, and  these  data  have  also  been  in- 
corporated into  this  study. 

Prior  to  induction  of  general  anesthesia, 
a cutdown  was  done  on  the  brachial  or 
radial  artery  using  infiltration  analgesia. 
A polyethylene  catheter  was  placed  in  the 
artery  for  the  purpose  of  obtaining  blood 
samples  and  monitoring  arterial  pressure. 
The  catheter  was  attached  to  a transducer 
and  an  Electronics  for  Medicine  12-channel 
monitor.  All  arterial  blood  samples  were 
collected  in  heparinized  syringes,  and  the 
analyses  were  done  immediately.  Carbon 
dioxide  tension  and  pH  were  determined 
by  the  method  of  Astrup  et  al.3  utilizing 
the  nomogram  of  Andersen  and  Engel. 4 
Oxygen  tension  was  determined  with  a 
Clark  electrode  adapted  to  the  Astrup  ap- 
paratus. Oxygen  saturation  of  the  hemo- 
globin was  determined  with  an  American 
Optical  Company  oximeter.  All  equip- 
ment was  standardized  before  use,  and 
appropriate  corrections  for  atmospheric 
conditions  were  made. 

Blood  samples  were  drawn  when  the 
patient  had  been  resting  supine  on  the 
operating  table  for  thirty  minutes,  that  is, 
one  and  one-half  hours  after  administration 
of  medication.  Attempts  to  measure  tidal 
and  minute  volumes  were  abandoned  be- 


cause the  patients  became  agitated  and  hy- 
perventilated. It  was  apparent  that  this 
procedure  might  destroy  the  validity  of  the 
study  rather  than  add  useful  information. 
Patients  who  did  not  have  successful  local 
analgesia  were  eliminated  from  the  study 
since  patients  in  all  groups  awakened  when 
they  felt  pain. 

The  pulmonary  artery  pressures  recorded 
in  Tables  I to  IV  were  those  taken  during 
the  patient’s  most  recent  preoperative  car- 
diac catheterization  studies.  The  effect 
of  preanesthetic  sedation  was  reported 
“light”  if  the  patient  appeared  alert  or 
talkative,  “moderate”  if  he  dozed  but 
could  be  easily  aroused,  and  “heavy”  if  he 
slept  and  was  difficult  to  arouse. 

Postoperative  ventilatory  assistance  was 
recorded  as  prolonged  if,  at  the  end  of 
forty-eight  hours,  the  ventilator  could  not 
be  removed  for  a period  of  one  hour  or 
longer. 

Results 

All  patients  arrived  in  the  operating 
room  appearing  comfortable.  The  skin 
was  warm  and  dry.  Arterial  blood  pres- 
sures remained  within  10  mm.  Hg  of  the 
patients’  normal  pressures  as  recorded  on 
the  ward.  No  patient  had  a respiratory 
rate  of  less  than  15  per  minute.  Respira- 
tory distress  was  absent,  and  cyanosis  was 
not  apparent  in  any  patient. 

Tables  I to  IV  list  the  data  collected  in 
the  four  groups  of  patients  studied.  Groups 
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TABLE  II.  Group  B— studies  in  patients  receiving  meperidine  hydrochloride* 


Case 

Numl>er 

Surgery 

Age 

(Years) 

Weight 

(Pounds) 

Sex 

PA  pr. 
mm. 
Hg 

Mep- 
erdine 
1 lydro- 
chloride 
(mg.) 

Effect 

POs 

(111m. 

Hg) 

Oj 

Sat. 

(Per 

Cent) 

PCOj 

(mm. 

Hg) 

pH 

Arterial 

Blood 

Pro- 

longed 

Post- 

operative 

Ventila- 

tion 

1 

Repair  SAS 

22 

151 

M 

30/9 

75 

Light 

92 

96.5 

49 

7.48 

2 

MVR 

37 

1(M) 

F 

140/61 

100 

Moderate 

56 

88 

46 

7.35 

Yes 

3 

AVR-MVR 

51 

125 

M 

65/1 

50 

Heavy 

74 

95 

34 

7.36 

Yes 

4 

AVR-MVR 

17 

115 

M 

52/32 

75 

Light 

82 

95 

53 

7 . 36 

5 

MVR 

47 

116 

F 

30/17 

50 

Moderate 

72 

90 

43 

7.36 

6 

AVR-MVR 

41 

127 

F 

50/7 

50 

Light 

58 

83 

51 

7.42 

Yes 

7 

Repair  S.  Vais. 

34 

120 

M 

29/4 

100 

Moderate 

90 

97 

50 

7.34 

8 

AVR 

68 

111 

F 

24/1 

75 

Moderate 

80 

96 

35 

7.38 

9 

AVR-MVR 

49 

130 

F 

29/3 

100 

Moderate 

76 

94 

52 

7.37 

10 

Repair  AS1) 

52 

109 

F 

24/4 

75 

Light 

87 

97 

57 

7.42 

* PA  pr.  = pressure  in  pulmonary  artery  measured  during  cart! 

Oj  Sat.  * per  cent  saturation  of  hemoglobin  in  arterial  blood 

PO?  = tension  of  oxygen  in  arterial  blood 

PCO2  = tension  of  carbon  dioxide  in  arterial  blood 

SAS  = subaortic  stenosis 

MVR  = mitral  valve  replacement 

AVR  = aortic  valve  replacement 

S.  Vais.  = sinus  of  Valsalva 

ASI)  = atrial  septal  defect 

iac  catheterization 

TABLE 

III.  Group  C— 

-studies  in  patients  receiving  secobarbital 

* 

Case 

Number 

Surgery 

Age  Weight 

(Years)  (Pounds) 

Sex 

PA  pr. 
(mm. 
Hg) 

Seco- 

barbital 

(mg.) 

Effect 

POj 

(mm. 

Hg) 

Oj 

Sat. 

(Per 

Cent) 

PCOr 

(mm. 

Hg) 

pH 

Arterial 

Blood 

Pro- 

longed 

Post- 

operative 

Ventila- 

tion 

1 

AVR 

40 

151 

M 

NR 

150 

Heavy 

82 

97 

49 

7.40 

2 

MVR 

30 

110 

F 

57/14 

100 

Heavy 

66 

90 

49 

7.37 

Yes 

3 

CMC 

26 

170 

F 

85/6 

150 

Moderate 

102 

98 

41 

7.37 

4 

AVR 

43 

157 

M 

27/7 

150 

Moderate 

85 

96 

40 

7.41 

5 

AVR-MVR 

51 

115 

F 

38/1 

100 

Moderate 

62 

88 

54 

7.33 

Yes 

6 

MVR 

27 

124 

F 

22/11 

75 

Light 

96 

98 

43 

7.36 

7 

MVR 

45 

143 

F 

72/29 

100 

Light 

56 

92 

66 

7.27 

Yes 

8 

MVR 

36 

113 

F 

85/12 

150 

Moderate 

67 

96 

45 

7.39 

Yes 

9 

MVR 

52 

120 

F 

67/40 

75 

Heavy 

70 

94 

48 

7.40 

Yes 

10 

AVR 

34 

210 

M 

NR 

200 

Heavy 

102 

98 

36 

7.41 

* PA  pr.  = pressure  in  pulmonary  artery  measured  during  cardiac  catheterization 

O2  Sat.  = per  cent  saturation  of  hemoglobin  in  arterial  blood 

PO2  = tension  of  oxygen  in  arterial  blood 

PCO2  = tension  of  carbon  dioxide  in  arterial  blood 

AVR  = aortic  valve  replacement 

MVR  = mitral  valve  replacement 

CMC  = closed  mitral  commissurotomy 

NR  = data  not  recorded 


A,  B,  and  D each  had  2 patients  with  an 
arterial  oxygen  tension  of  70  mm.  Hg  or 
less  after  premedication,  but  Group  C 
where  no  narcotic  was  used  had  5 patients 
in  this  category.  Of  these  11  patients, 
only  2 appeared  heavily  sedated;  the 
others  were  all  rated  “light”  or  “moderate.” 
All  patients  with  severe  pulmonary  hyper- 
tension had  an  oxygen  tension  of  70  mm. 
Hg  or  less.  However,  all  patients  with  an 
oxygen  tension  of  70  mm.  Hg  or  less  did  not 
have  severe  pulmonary  hypertension,  but 
they  all  had  mitral  valve  disease  and  2 had 
aortic  valve  disease  as  well.  All  patients 
who  had  an  arterial  oxygen  tension  of  70 
mm.  Hg  or  less  needed  prolonged  post- 


operative ventilatory  assistance.  Only  1 
patient  with  a reading  of  higher  than  70 
mm.  Hg  (patient  3 in  Group  B — oxygen 
tension  74  mm.  Hg)  required  prolonged 
ventilatory  assistance. 

Table  V shows  that  only  those  patients 
who  had  an  arterial  oxygen  tension  of  70 
mm.  Hg  or  less  after  premedication  had  a 
significant  fall  in  oxygen  tension  compared 
with  determinations  made  before  premedi- 
cation. In  all  other  patients  there  were 
only  minimal  changes. 

Table  VI  indicates  that  secobarbital  in 
the  dosage  given  here  and  a combination  of 
it  with  morphine  provide  the  best  psychic 
sedation  since  only  2 of  10  patients  in  these 
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TABLE  IV.  Group  D — studies  in  patients  receiving  morphine  sulfate  and  secobarbital 


Pro- 


longed 

Mor-  O2  Post- 


Case 

Num- 

ber 

Surgery 

Age 

(Years) 

Weight 

(Pounds) 

Sex 

PA  pr. 
(mm. 

Hg) 

phine 

Sulfate 

(mg.) 

Seco- 

barbital 

(mg.) 

Effect 

PO2 

(mm. 

Hg) 

Sat. 

(Per 

Cent) 

PC02 

(mm. 

Hg) 

pH 

Arterial 

Blood 

operative 

Ventila- 

tion 

1 

MVR 

53 

126 

F 

25/16 

8 

50 

Light 

92 

96.5 

49 

7.48 

2 

MVR 

43 

135 

M 

85/30 

10 

75 

Moderate 

66 

NR 

39 

7.50 

Yes 

3 

MVR 

38 

120 

F 

48/5 

8 

100 

Moderate 

86 

97 

45 

7.39 

4 

PDA 

48 

140 

F 

39/13 

10 

100 

Heavy 

106 

99.5 

39 

7.47 

5 

AVR 

27 

122 

F 

18/2 

8 

75 

Heavy 

90 

95 

50 

7.38 

6 

AVR-MVR 

56 

95 

F 

43/20 

6 

100 

Heavy 

72 

95 

53 

7.33 

7 

Repair  ASD 

23 

99 

F 

28/11 

10 

100 

Light 

82 

94 

50 

7.33 

8 

MVR 

45 

135 

M 

92/35 

8 

100 

Moderate 

64 

90 

41 

7.39 

Yes 

9 

Repair  ASD 

44 

135 

F 

16/5 

6 

75 

Heavy 

100 

NR 

39 

7.45 

10 

AVR 

20 

176 

M 

20/3 

10 

100 

Heavy 

99 

98 

40 

7.45 

* PA  pr.  = pressure  in  pulmonary  artery  measured  during  cardiac  catheterization 

O2  Sat.  = per  cent  saturation  of  hemoglobin  in  arterial  blood 

PO2  = tension  of  oxygen  in  arterial  blood 

PCO2  = tension  of  carbon  dioxide  in  arterial  blood 

MVR  = mitral  valve  replacement 

PDA  = division  and  suture  patent  ductus  arteriosus 

AVR  = aortic  valve  replacement 

ASD  = atrial  septal  defect 

NR  = data  not  recorded 


TABLE  V.  Studies  in  patients  before  and  after 
premedication* 


Group,  Drug, 
and  Case 
Number 

Before 

Pre- 

medica- 

tion 

After 

Pre- 

medica- 

tion 

Change 

After 

Pre- 

medica- 

tion 

A,  morphine 

4 

80 

56 

— 24f 

7 

94 

90 

-4 

10 

80 

74 

-6 

B,  meperidine 

hydrochloride 

1 

92 

92 

0 

2 

71 

56 

— 15  f 

C,  secobarbital 

3 

94 

102 

+ 8 

4 

85 

85 

0 

6 

96 

96 

0 

8 

85 

67 

— 18  f 

D,  morphine  and 
secobarbital 

2 

84 

66 

— 18  f 

7 

90 

82 

-8 

8 

90 

64 

— 26f 

* Arterial  oxygen  tension  (mm. 

Hg). 

t Patients  who  needed  prolonged  postoperative  ventilatory 
assistance. 

groups  were  classified  “light”  whereas  4 of 
10  patients  in  each  of  the  other  two  groups 
were  considered  “light.” 


Table  VII  indicates  that  there  is  no  re- 
lationship between  the  degree  of  psychic 
sedation  and  the  arterial  oxygen  tension 
following  premedication.  Although  it  ap- 
pears from  the  data  that  Group  D patients 
have  the  highest  arterial  blood  oxygen 
tension  and  Group  B the  lowest,  it  cannot 
be  concluded  that  Group  D’s  medication 
had  the  least  harmful  effect  and  Group  B’s 
the  most.  It  can  be  seen  from  the  data  in 
Tables  I to  V that  whether  or  not  there  is  a 
sharp  fall  in  arterial  oxygen  tension  depends 
on  the  patient’s  condition  and  not  on  the 
type  of  medication. 

Tables  VIII  to  XI  show  that  a statistical 
analysis  of  the  data  proved  that  the  dif- 
ferences among  the  groups  in  arterial  oxy- 
gen tension,  oxygen  saturation,  carbon  di- 
oxide tension,  and  pH  were  not  significant. 

Comment 

For  years  physiology  textbooks  have 
stated  that  the  normal  oxygen  tension  of 
arterial  blood  is  95  mm.  Hg.5  Raine  and 
Bishop6  recently  studied  normal  subjects 
and  found  that  in  those  under  forty  years 
of  age,  the  oxygen  tension  was  95.3  mm.  Hg, 


TABLE  VI.  Effect  of  preanesthetic  sedation  in  all  groups 


Effect 

A,  Morphine 

B,  Meperidine 
Hydrochloride 

C,  Secobarbital 

D,  Morphine, 
Secobarbital 

Light 

4 

4 

2 

2 

Moderate 

3 

5 

4 

3 

Heavy 

3 

1 

4 

5 
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TABLE  VII.  Average  arterial  oxygen  tension  after  premedication 

Group  and  Medication 

B,  Meperidine  D,  Morphine, 


Effect 

A,  Morphine 

Hydrochloride 

C,  Secobarbital 

Secobarbital 

All  Groups 

Light 

81 

79  7 

76 

87 

80  1 

Moderate 

79 

74.8 

79 

72 

76.2 

Heavy 

81 

74 

80 

93  4 

82.1 

Totals 

80.3 

76  2 

78.3 

84.1 

79.2 

TABLE  VIII.  Statistical  analysis — arterial  oxygen  tension  after  premedication  (mm.  Hg)* 


( 1 rou  ps 

Category  A B C D Total 


Mean  80.4  76.7  78.8  85.7  80.4 

Standard  deviation  12.25  11.68  16.14  13.83  13.98 


* F test  result  = 0.72;  not  significant  at  0.01  or  0.05  levels. 


TABLE  IX.  Statistical  analysis — arterial  oxygen  saturation  after  premedication*  (Per  Cent)! 


Grou))s 

Category  A B C D Total 


Mean  92  4 93.15  94  7 95  62  93  97 

Standard  deviation  6.87  4.43  3 41  2.42  4.74 


* Per  cent  oxygenation  of  hemoglobin. 

t F test  result  = 0.95;  not  significant  at  0.01  or  0.05  levels. 


TABLE  X.  Statistical  analysis — arterial  carbon  dioxide  tension  after  premedication  (mm.  Hg)* 


Category  A 

Groups 

B 

C 

D 

Total 

Mean  48 . 4 

47 

47.1 

44  5 

46.75 

Standard  deviation  4 . 89 

7.21 

8.03 

5.26 

6.63 

* F test  result  = 0.56;  not  significant  at  0.01  or  0.05  levels. 

TABLE  XI.  Statistical  analysis — arterial  pH  after  premedication* 

Category  A 

Groups 

B 

C 

D 

Total 

Mean  7 . 399 

7.379 

7.371 

7.417 

7.3915 

Standard  deviation  0.035 

0.047 

0.0418 

0 . 058 

0.049 

* F test  result  = 1.82;  not  significant  at  0.01  or  0.05  levels. 


while  in  a similar  group  over  forty  years  of 
age,  the  oxygen  tension  was  88.2  mm.  Hg. 
Stephen  and  Talton7  studied  a group  of 
patients  undergoing  elective  surgical  pro- 
cedures, mostly  intra-abdominal,  and  not 
under  the  influence  of  sedatives.  In  ar- 
terial blood  they  found  a relatively  normal 
range  of  pH  and  carbon  dioxide  tension. 
However,  there  was  a wide  range  of  oxygen 
tension  values,  the  majority  of  which  were 
less  than  95  mm.  Hg.  Under  fifty  years 
of  age,  the  average  oxygen  tension  was 
87  mm.  Hg,  and  over  fifty  years  of  age,  the 


average  oxygen  tension  was  79  mm.  Hg. 
The  average  arterial  oxygen  tension  in  the 
cardiac  patients  in  this  study  following 
premedication  was  79.2  mm.  Hg.  Only 
a third  of  our  patients  were  over  fifty  years 
of  age,  and  the  level  of  oxygen  tension  in 
our  cases  was  more  related  to  mitral  valve 
disease  and  associated  pulmonary  abnor- 
malities than  the  age.  It  is  apparent  that 
no  one  has  yet  defined  normal  arterial 
oxygen  tension  in  general,  and  certainly 
not  in  patients  undergoing  cardiac  surgery. 
Since  we  did  not  wish  to  subject  our  pa- 
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tients  to  arterial  puncture  unless  it  was 
considered  necessary  in  the  course  of  the 
diagnostic  evaluation,  only  12  patients  had 
determinations  prior  to  receiving  pre- 
anesthetic sedation,  but  it  was  clear  from 
review  of  their  data  that  most  patients  fol- 
lowing premedication  of  the  type  used  here 
would  not  show  a significant  fall  in  arterial 
oxygen  tension.  Those  who  did  show  a 
sharp  decrease  did  so  because  of  their  dis- 
ease and  not  because  of  the  type  of  medi- 
cation used. 

Pierce  and  Garofalo1  also  studied  a group 
of  patients  undergoing  cardiac  surgery. 
They  found  that  following  pentobarbital, 
meperidine  hydrochloride,  and  prometha- 
zine hydrochloride  premedication,  the  ar- 
terial oxygen  tension  fell  from  a mean  of 
83.81  to  67  mm.  Hg,  but  when  patients 
were  given  pentobarbital  alone,  the  oxygen 
tension  changed  from  a mean  of  77.7  to 
80  mm.  Hg.  The  mean  arterial  oxygen  ten- 
sion of  all  groups  in  this  study  after  pre- 
medication was  80.4  mm.  Hg.  No  one  of 
the  groups  in  our  study  can  he  compared 
with  their  heavily  medicated  patients 
since  our  patients  were  all  mildly  sedated 
by  comparison.  Even  their  control  or 
pentobarbital  group  received  generally 
much  larger  doses  than  our  secobarbital 
group.  However,  their  mean  oxygen  ten- 
sion of  80  mm.  Hg  following  premedication 
with  pentobarbital  correlates  with  the 
mean  oxygen  tension  of  80.4  mm.  Hg  for  all 
groups  in  this  study.  Boutros  and  Weisel8 
studied  patients  undergoing  thoracotomy. 
Before  premedication  the  mean  arterial 
oxygen  tension  in  one  group  was  80  mm. 
Hg  and  after  premedication  74  mm.  Hg. 
In  a second  group  studied,  the  values  were 
82  and  80  mm.  Hg  respectively.  The  pre- 
anesthetic sedation  used  in  their  study  was 
an  average  dose  of  morphine  of  8.9  mg. 
and  scopolamine  0.35  mg.  Pierce  and 
Garofalo1  decry  the  routine  use  of  narcotics 
in  premedication  because  of  the  depressant 
effect  on  respiration,  and  they  state  that 
satisfactory  sedation  can  be  attained  with 
barbiturates  alone.  Our  results  indicate 
that  either  secobarbital  or  secobarbital  and 
morphine  together  provided  predictably 
good  psychic  sedation  without  depression, 
and  that  when  arterial  oxygen  tensions 
dropped  to  dangerously  low  levels  follow- 
ing medication,  it  was  caused  primarily  by 
the  presence  of  mitral  lung  disease. 


^Pierce  and  Garofalo1  found  no  significant 
change  in  pH  or  carbon  dioxide  tension 
after  premedication  even  in  their  heavily 
sedated  group.  The  pH  and  carbon  dioxide 
tension  values  in  this  study  were  all  rela- 
tively normal  except  for  1 patient.  This 
was  true  even  in  those  patients  with  arterial 
oxygen  tensions  of  70  mm.  Hg  or  less  and  is 
undoubtedly  because  of  the  fact  that  the 
diffusion  coefficient  of  carbon  dioxide  is 
much  greater  than  that  of  oxygen. 

It  has  been  shown  that  morphine  and 
probably  meperidine  hydrochloride  as  well, 
even  in  doses  which  do  not  grossly  depress 
ventilation,  may  depress  the  reflex  urge  to 
take  intermittent  deep  breaths  and  so 
ultimately  affect  the  arterial  oxygen  ten- 
sion.9 However,  barbiturates  may  depress 
the  heart,  and  recent  work  has  been  re- 
ported which  indicates  that  appreciable  re- 
ductions in  arterial  oxygen  tension  can  be 
caused  by  reductions  of  cardiac  output.10-11 

Twelve  patients  required  prolonged  con- 
tinuous ventilatory  assistance;  11  of  these 
had  arterial  oxygen  tensions  of  70  mm.  Hg 
or  less  following  premedication.  Of  these 
11  only  5 had  arterial  oxygen  tensions  mea- 
sured without  premedication,  and  of  these 
5,  4 had  arterial  oxygen  tensions  between 
80  and  90  mm.  Hg  prior  to  sedation.  It 
has  been  concluded  from  these  data  that  if 
the  arterial  oxygen  tension  following  pre- 
anesthetic sedation  is  70  mm.  Hg  or  less, 
prolonged  postoperative  ventilatory  as- 
sistance will  most  probably  be  mandatory. 
At  the  termination  of  surgery,  a naso- 
tracheal tube  has  been  left  in  patients  in 
whom  it  has  been  estimated  that  respira- 
tory assistance  will  be  required  for  forty- 
eight  hours  or  less.  A tracheostomy  has 
been  performed  instead  if  ventilatory  as- 
sistance beyond  forty-eight  hours  has 
seemed  likely.  This  information  may  he 
useful  in  making  the  decision. 

Summary 

Forty  adult  patients  undergoing  cardiac 
surgery  were  studied  to  see  what  effect 
various  types  of  preanesthetic  sedation  had 
on  arterial  oxygen  tension.  It  was  found 
that  secobarbital  alone  or  in  combination 
with  small  doses  of  morphine  provided  the 
most  reliable  and  good  psychic  sedation. 
There  was  no  relationship  between  the  type 
of  medication  and  the  level  of  oxygen  ten- 
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sion.  Eleven  patients  had  arterial  oxygen 
tensions  of  70  mm.  Hg  or  less;  all  had 
mitral  valve  disease  and  moderate  to  severe 
pulmonary  hypertension;  all  required  pro- 
longed postoperative  ventilatory  assis- 
tance. It  is  apparent  that  patients  with 
severe  mitral  valve  disease  and  associated 
pulmonary  abnormalities  will  show  a 
marked  decrease  in  arterial  oxygen  tensions 
following  even  light  preanesthetic  seda- 
tion. Furthermore,  it  is  possible  to  use 
the  tension  of  oxygen  in  the  arterial  blood 
following  sedation  and  prior  to  surgery  as 
one  of  the  criteria  for  predicting  the  need 
for  prolonged  postoperative  ventilatory 
assistance. 
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Discussion 

Elliott  Jacobson,  M.D.,  The  Bronx, 
New  York.  The  recurrent  problem  of  pre- 
medication is  still  with  us.  Dr.  Lipton’s 
interesting  study  is  very  timely.  In  con- 
trast to  other  reports,  Dr.  Lipton’s  study 
indicates  that  it  is  possible  to  achieve  satis- 
factory premedication  without  significant 
depression  of  arterial  oxygen  tensions,  ex- 


cept in  those  patients  with  elevated  pul- 
monary artery  pressures.  It  is  unfortunate 
that  it  was  not  possible  to  obtain  control 
values  prior  to  premedication  in  more  than 
5 of  the  12  patients  requiring  prolonged 
ventilation,  and  that  simultaneous  central 
venous  blood  gas  determinations  are  not 
available.  Significantly,  all  12  patients  had 
mitral  valve  disease  requiring  replacement, 
and  in  addition,  4 required  aortic  valve  re- 
placement. All  12  patients  had  elevated 
pulmonary  artery  pressures,  and  with  the 
exception  of  1,  all  were  within  the  range 
considered  indicative  of  pulmonary  hyper- 
tension. 

The  occurrence  of  low  arterial  oxygen 
tension  prior  to  anesthesia  in  patients  with 
mitral  disease  has  been  reported  by  Hallo- 
well,  Bendixen,  and  Laver.  l~3  However, 
they  did  not  present  determinations  taken 
prior  to  premedication.  Normally,  the  com- 
pensatory response  to  hypoxia  is  an  in- 
crease in  cardiac  rate  and  output,  along 
with  some  increase  in  ventilation.  In  the 
patients  with  mitral  disease  and  pulmonary 
hypertension,  the  pre-existing  disease  pre- 
sents a formidable  problem  in  limiting  the 
amount  of  compensation  possible.  If  there 
is  associated  calcific  aortic  or  coronary 
artery  disease,  a stormy  postoperative 
course  can  be  expected  which  may  have  an 
unwelcome  outcome.  Even  if  there  is  a 
good  surgical  repair  and  a proper  bypass 
and  cardiac  output  improves,  there  is  still 
the  limiting  factor  of  increased  pulmonary 
vascular  resistance.  In  the  absence  of 
catheterization  data,  it  is  not  possible  to 
determine  the  presence  and  extent  of 
pulmonary  hypertension  from  a single 
blood  gas  determination. 

We  have  observed  low  arterial  oxygen 
tension  in  patients  without  pulmonary  hy- 
pertension and  pulmonary  hypertension  in 
patients  with  an  acceptable  arterial  oxygen 
tension,  and  neither  required  prolonged 
postoperative  ventilation.  I would  like  to 
mention  very  briefly  some  observations  of 
our  own  about  this  which  were  noted  in 
the  course  of  our  study  of  central  venous 
oxygen  tensions  in  which  Jacobson  et  al .4 
have  collaborated.  Because  of  our  interest 
in  changes  in  central  venous  oxygen  tension, 
a group  of  20  patients  with  mitral  and  'or 
aortic  valvular  disease  had  simultaneous 
arterial  and  venous  blood  gas  determinations 
done  before  and  after  premedication  as  well  as 
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at  stated  intervals  throughout  the  course  of 
the  case.  Diphenhydramine  hydrochloride 
(Benadryl)  75  to  100  mg.  intramuscularly 
alone  was  used  as  premedication  in  our 
study.  Premedication  was  satisfactory, 
and  blood  gases  did  not  vary  significantly. 
In  2 patients,  1 with  aortic  stenosis  and 
the  other  with  mitral  insufficiency,  arterial 
oxygen  tensions  were  86  and  89  mm.  Hg 
respectively  before  premedication  and  70 
mm.  Hg  afterward.  Central  venous  oxygen 
tension  remained  above  30  mm.  Hg.  Neither 
patient  had  pulmonary  hypertension.  Both 
were  extubated  without  difficulty  within 
sixteen  hours  after  surgery.  While  central 
or  mixed  venous  oxygen  tension  is  not  the 
same  as  tissue  oxygen  tension,  it  neverthe- 
less does  indirectly  represent  the  extent  and 
direction  of  tissue  metabolism,  is  easily 
accessible,  and  when  compared  with  simul- 
taneous arterial  blood  gas  samples  provides 
a relatively  good  idea  of  what  the  patient’s 
cardiac  output  is.  Catheterization  data 
were  available  in  11  patients;  9 had  pul- 
monary hypertension.  None  required  pro- 
longed ventilatory  assistance.  All  had 
central  venous  oxygen  tension  above  30 
mm.  Hg.  One  patient  with  mitral  valve  re- 
placement could  not  be  included  in  this 
group  because  of  incomplete  data.  His 
central  venous  oxygen  tension  was  below 
30  mm.  Hg,  and  he  did  not  tolerate  extuba- 
tion,  was  reintubated  and  ventilated,  and 
died  on  the  fifth  postoperative  day.  Other 
investigators  have  also  noted  an  increase 
in  morbidity  and  mortality  rates  when 
central  or  mixed  venous  oxygen  saturation 


was  below  60  per  cent.  A low  arterial 
oxygen  tension  is  not  as  ominous  as  a low 
central  venous  oxygen  tension. 

Because  it  was  far  simpler  to  measure 
arterial  blood  pressure  than  to  determine 
cardiac  output,  many  physicians  have  be- 
come accustomed  to  equating  blood  pres- 
sure and  cardiac  output.  Fortunately,  this 
fallacy  is  rapidly  losing  ground.  However, 
with  the  increased  ability  to  measure 
arterial  oxygen  tension,  I wonder  if  we  are 
not  creating  a similar  situation  with  re- 
gard to  evaluating  pulmonary  function. 
Unfortunately,  cardiopulmonary  and  sys- 
temic relationships  are  far  too  complex  to 
permit  such  a simplified  approach.  A low 
preoperative  arterial  oxygen  pressure  is  a 
warning  that  something  is  amiss.  Its 
cause  must  be  determined  and  appropriate 
measures  undertaken.  Depending  on  the 
cause,  prolonged  ventilation  may  or  may 
not  be  required.  I would  like  to  compli- 
ment Dr.  Lipton  for  attempting  to  crystal- 
lize some  of  these  problems  and  for  her 
successful  management  of  a very  challeng- 
ing group  of  patients,  especially  those  in 
whom  pulmonary  artery  pressures  ap- 
proached systemic  pressures. 
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Diabetes  mellitus  is  a disease  char- 
acterized by  abnormal  carbohydrate  me- 
tabolism caused  by  a lack  of  insulin,  a 
hormone  made  in  the  pancreas,  which  is 
needed  to  convert  sugar  in  the  body  to 
energy.  The  disease  is  usually  inherited. 
Damage  to  the  pancreas  or,  less  com- 
monly, diseases  of  other  endocrine  glands, 
can  also  result  in  diabetes.  The  word 
“diabetes”  is  derived  from  Greek  and 
means  to  siphon  or  run  through;  “mellitus” 
is  Latin  for  honey.  The  name  is  descrip- 
tive since  the  major  symptom  of  the  disease 
is  excessive  urination  with  sweet  urine. 

History.  In  1889  a German  scientist 
named  Oscar  Minkowski  successfully  re- 
moved the  pancreas  from  a dog  and  noted 
that  the  dog  became  thirsty  and  urinated 
frequently.  The  urine  contained  glucose, 
and  the  level  of  glucose  in  the  blood  was 

* First  edition:  Dube,  A.  H.:  Diabetes  teaching  manual 

for  patients  and  hospital  personnel.  New  York  State  J. 
Med.  62:  3754  (1962). 


elevated.  In  1921  a thirty-two-year-old 
Canadian,  Frederick  Banting,  with  the 
help  of  a sophomore  medical  student  at  the 
University  of  Toronto,  Charles  Best,  iso- 
lated a substance  from  the  pancreas  which 
abolished  all  the  symptoms  of  diabetes  and 
restored  the  blood  glucose  level  to  normal. 
This  substance  was  extracted  from  a par- 
ticular area  of  the  pancreas  called  the  islets 
of  Langerhans  and  was  originally  named 
“isletin.”  Insulin  (Uetin)  still  has  this 
name  on  the  label.  Shortly  after  the  sub- 
stance’s discovery,  the  name  was  changed 
to  insulin  because  earlier  investigators  had 
predicted  that  such  a substance  would  be 
found  and  had  already  named  it  insulin. 

Symptoms  and  their  causes.  Carbohy- 
drate is  the  main  source  of  food  energy  for 
the  body,  supplying  50  to  60  per  cent  of  the 
calories  in  the  average  American  diet. 
Starchy  foods,  fruits,  vegetables,  and  sweets 
are  the  main  sources  of  carbohydrate.  The 
remaining  calories  are  supplied  by  pro- 
teins and  fats.  Foods  such  as  meat,  milk, 
cheese,  and  eggs  contain  protein,  and 
butter,  vegetable  oils,  cream,  and  bacon 
provide  fat.  Protein  is  used  for  body-tissue 
building  and  fat  as  a reserve  source  of 
energy.  Under  normal  circumstances,  car- 
bohydrates are  converted  in  the  intestinal 
tract  to  glucose  which  is  absorbed  into  the 
blood  stream  and  carried  to  tissues  which 
convert  it  to  energy. 

In  diabetes  glucose  cannot  be  utilized 
and  accumulates  in  the  blood  (hyper- 
glycemia). As  the  glucose  levels  rise,  the 
kidney,  which  ordinarily  acts  as  a dam,  is 
unable  to  hold  the  glucose  back,  and  it 
spills  over  into  the  urine  (glycosuria). 
The  high  glucose  content  in  the  urine 
attracts  water  from  the  tissues,  and  large 
amounts  of  urine  are  passed  (polyuria). 
The  loss  of  water  causes  excess  thirst 
(polydipsia). 

In  addition,  since  glucose  is  not  being 
utilized,  food  is  wasted  with  weight  loss. 
There  is  great  hunger  with  increased  food 
intake  (polyphagia)  to  compensate  for  the 
caloric  loss,  but  since  this  food  cannot  be 
utilized,  weight  loss  continues.  The  cardi- 
nal symptoms,  therefore,  are  excessive 
thirst  and  urination  with  weight  loss  in  the 
presence  of  a great  food  intake. 

As  the  disease  progresses,  the  energy 
needs  of  the  body  must  be  met  by  other 
foods.  Proteins  are  converted  to  glucose 
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for  energy,  but  since  glucose  utilization  is 
depressed,  a more  direct  source  is  required. 
Fat  is  an  excellent  source  of  energy,  but 
when  fat  is  burned  in  large  quantity,  sub- 
stances called  ketones  accumulate  in  the 
blood  (ketosis).  If  ketones  accumulate  to 
such  an  extent  that  the  normal  chemical 
balance  in  the  body  is  disturbed,  an  acid 
condition  develops  (diabetic  acidosis).  If 
acidosis  remains  uncorrected,  it  proceeds 
to  coma  (diabetic  coma)  and  eventually  to 
death.  The  protein  breakdown  results  in 
a loss  of  muscle  strength  with  generalized 
weakness.  The  breakdown  of  protein  and 
fat  is  stopped  when  carbohydrate  utiliza- 
tion is  restored  with  insulin. 

Types  of  diabetes 

There  are  two  major  types  of  diabetes: 
The  first  is  the  maturity-onset  form  and  the 
second  the  juvenile.  Maturity-onset  or 
adult-type  diabetes  is  more  common, 
usually  starting  after  age  forty  and  ac- 
companied by  obesity.  There  is  a normal 
amount  of  insulin  present  in  the  pancreas 
and  in  the  blood,  but  for  reasons  as  yet 
unknown,  the  insulin  is  inactive.  Since 
insulin  is  present,  however,  this  form  of 
diabetes  is  apt  to  respond  to  the  oral  drugs 
for  diabetes. 

Juvenile  diabetes  usually  occurs  in  chil- 
dren but  can  occur  in  adults.  There  is  no 
insulin  present,  obesity  is  uncommon,  and 
diabetic  ketosis  occurs  readily.  This  type 
of  diabetes  does  not  respond  to  any  of  the 
oral  drugs  unless  insulin  is  also  admin- 
istered. 

Heredity 

Almost  all  patients  with  diabetes  have 
some  member  of  the  family  who  has  also 
had  the  disease.  Sporadic  cases  can  occur, 
but  the  disease  may  have  been  overlooked 
in  the  past.  The  familial  nature  of  the 
disease  indicates  that  the  disorder  is  trans- 
mitted genetically,  that  is,  genes  determine 
the  color  of  hair,  eyes,  and  may  transmit 
metabolic  diseases  such  as  diabetes.  Since 
only  a small  number  of  patients  develop 
diabetes  in  a given  family,  it  is  probably 
transmitted  as  a recessive  trait.  Members 
of  a family  may  carry  the  genes  for  diabetes 
without  ever  developing  the  disease.  The 


factors  which  cause  the  disease  to  become 
manifest,  that  is,  become  active  with 
symptoms  or  complications,  are  unknown. 

In  a general  way,  matings  between 
parents  with  no  diabetes  on  either  side  will 
produce  no  diabetic  offspring.  If  one 
parent  has  the  diabetic  gene  and  the  other 
none,  25  per  cent  of  the  children  may  de- 
velop diabetes.  If  both  parents  carry  the 
diabetic  gene,  50  per  cent  of  the  children 
are  likely  to  develop  diabetes,  and  if  both 
parents  actually  have  diabetes,  100  per 
cent  of  the  offspring  will  be  affected. 


Members  of  a family  may  carry  the 
tendency  toward  diabetes  without  develop- 
ing the  disease.  If  special  tests  indicate 
diabetes,  we  consider  it  latent  or  asymptom- 
atic diabetes.  On  the  other  hand,  if  all 
tests  show  negative  results  but  the  ten- 
dency in  some  way  is  still  present,  we  con- 
sider this  to  be  prediabetes. 

During  pregnancy,  diabetes  often 
emerges  for  the  first  time.  The  full  symp- 
toms, such  as  excessive  thirst  and  urina- 
tion, may  not  be  present,  but  there  is  often 
mild  glycosuria,  excessive  fluid  retention, 
a history  of  frequent  miscarriages,  toxemia 
of  pregnancy,  and  stillbirths.  A glucose 
tolerance  test  (a  special  test  with  a large 
oral  dose  of  glucose  and  hourly  blood  sugar 
tests  for  three  to  four  hours)  will  show  ab- 
normal results  during  pregnancy  but  usu- 
ally reverts  to  normal  after  the  pregnancy. 

For  some  unknown  reason,  large  babies 
are  associated  with  diabetes.  The  birth 
of  a baby  weighing  more  than  10  pounds 
points  toward  diabetes  in  the  mother, 
albeit  in  a latent  or  even  prediabetic  state. 
Mothers  giving  birth  to  large  babies  should 
be  thoroughly  evaluated  for  diabetes. 

Other  medical  conditions  may  also  herald 
the  latent  or  prediabetic  state,  but  these 
are  not  as  well  defined  as  pregnancy. 
Among  these  are  renal  glycosuria,  spon- 
taneous hypoglycemia,  cataracts,  and  pre- 
mature atherosclerosis  or  arteriosclerosis. 

The  oral  glucose  tolerance  test  will  de- 
tect many  cases  of  asymptomatic  diabetes. 
A more  sensitive  test  has  been  developed 
for  those  suspicious  cases  with  a normal 
glucose  tolerance  test  result.  Based  on  the 
knowledge  that  certain  stress  situations 
often  precipitate  frank  diabetes  or  ag- 


Latent  diabetes  and  prediabetes 
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gravate  existing  diabetes,  cortisone  lias  been 
administered  in  a carefully  standardized 
fashion  to  bring  out  an  underlying  diabetic 
abnormality.  For  example,  the  cortisone 
glucose  tolerance  test  may  show  abnormal 
results  in  close  relatives  of  known  diabetic 
individuals  when  a standard  oral  glucose 
tolerance  test  shows  normal  findings. 

Cures  and  remissions 

The  new  patient  with  diabetes  often 
asks  about  cures  for  diabetes.  Unlike 
many  diseases,  such  as  pneumonia  or 
typhoid  fever,  there  is  no  specific  drug  to 
eradicate  the  disease.  Insulin,  diet,  and 
the  newer  oral  hypoglycemic  drugs  are  all 
forms  of  treatment  which  need  to  be  con- 
tinued. The  genetic  abnormality  cannot  be 
cured  with  medicine,  but  nature,  in  ex- 
tremely rare  instances,  does  what  medicine 
cannot  do.  There  are  well-documented 
cases  of  patients  who  have  had  clear-cut 
diabetes,  usually  associated  with  acute 
diabetic  acidosis,  whose  diabetes  has  im- 
proved and  then  disappeared  completely. 
Even  after  many  years,  there  is  no  evidence 
of  diabetes  either  clinically  or  after  glu- 
cose tolerance  testing.  These  cases  remain 
medical  puzzles. 

Far  more  common  is  for  diabetes  to  go 
into  remission,  meaning  that  after  a period 
of  treatment  the  condition  improves.  Un- 
like the  situation  with  cures,  diabetes  can 
always  be  demonstrated  with  special  test- 
ing and  usually  gets  worse  after  a period  of 
poor  treatment.  A remission  is  a much- 
sought  goal  of  therapy.  In  diabetes  as- 
sociated with  obesity,  weight  reduction 
will  often  lead  to  a remission.  Early,  ag- 
gressive treatment  of  juvenile  diabetes 
frequently  induces  a remission.  When 
diabetes  is  in  remission,  treatment  should 
be  continued  since  good  control  is  easily 
achieved  during  this  phase. 

Treatment  goal 

The  treatment  of  diabetes  is  aimed  at 
the  restoration  of  the  disturbed  carbohy- 
drate, protein,  and  fat  metabolism  to 
normal.  Good  treatment  means  the  main- 
tenance of  normal  weight,  normal  activity, 
absence  of  glycosuria,  and  as  normal  a 
blood  sugar  as  can  be  achieved  without 


significant  hypoglycemia.  When  the  dia- 
betes is  mild  enough  to  require  no  insulin, 
whether  with  diet  alone  or  oral  agents,  the 
goal  is  a normal  blood  sugar,  since  hypo- 
glycemia is  not  apt  to  occur. 

At  the  famous  Joslin  clinic  in  Boston, 
there  is  a plaque  which  summarizes  the 
treatment  for  diabetes.  It  reads,  “diet, 
insulin  and  exercise.”  Now  oral  hypo- 
glycemic drugs  would  be  included.  We 
shall  discuss  each  factor,  starting  first  with 
diet. 

Diet 

Probably  for  the  large  majority  of  adult 
diabetic  patients,  the  elimination  of  obesity 
is  the  major  point  in  diet  treatment.  The 
removal  of  excess  weight  is  achieved  by 
using  a diet  with  fewer  calories  than  are 
needed,  forcing  the  body  to  burn  its  own 
fat  as  a source  of  energy.  Usually  a diet  of 
1,000  to  1,500  calories  is  prescribed,  al- 
though occasionally  more  restricted  diets 
are  needed.  Once  normal  weight  has  been 
achieved,  the  calories  are  increased  to  a 
level  that  will  maintain  ideal  body  weight. 
The  most  common  failure  in  management 
of  adult  diabetes  is  the  failure  to  restore 
the  weight  to  normal  or,  having  restored 
it  to  normal,  allowing  it  to  increase  again 
at  a later  time. 

For  nonobese  patients  or  for  patients  in 
whom  restoration  of  body  weight  to  normal 
does  not  correct  the  disturbed  metabolism, 
calculated  measured  diets  are  necessary. 
In  the  diabetic  diet  40  per  cent  of  the 
calories  are  supplied  as  carbohydrate, 
whereas  the  usual  American  diet  has  50 
to  60  per  cent  of  its  calories  coming  from 
carbohydrate.  Twenty  per  cent  of  the 
calories  are  supplied  as  protein  and  the  re- 
mainder as  fat.  At  the  present  time,  be- 
cause of  the  association  of  high  animal  fat 
diets  with  elevated  cholesterol  levels  and 
arteriosclerosis,  efforts  are  made  to  supply 
vegetable  fats  rather  than  animal  fats  and 
limit  meat  to  once  a day,  chicken  or  fish 
being  used  at  other  meals. 

Formerly,  after  the  diet  was  calculated, 
foods  were  carefully  weighed.  Now,  a 
simple  system  using  standard  household 
measures  has  largely  replaced  weighed  diets. 
This  system  is  known  as  the  “exchange 
system.”  Foods  are  broken  down  into 
basic  units  as  follows:  milk,  1 cup;  fat,  1 
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teaspoon;  meat,  1 ounce;  bread,  1 slice; 
fruit,  1 portion;  vegetable  A and  B,  1 cup 
and  V*  cup  respectively;  and  foods  that 
need  not  be  measured.  All  foods  have  been 
placed  in  these  seven  basic  categories. 
The  amounts  have  been  predetermined,  and 
any  food  in  each  category  can  be  sub- 
stituted for  another  food  in  that  category 
by  following  the  amounts  given  on  food 
lists  supplied  by  the  American  Diabetic 
Association  and  the  American  Dietetic 
Association  (Table  I). 

Patients  often  have  difficulty  in  estimat- 
ing ounces  of  meat,  chicken,  or  fish,  since 
these  are  the  only  foods  that  cannot  be 
estimated  with  standard  household  measur- 
ing devices.  Often  the  use  of  an  inexpensive 
scale  to  weigh  the  meats  after  cooking  is 
helpful  in  the  early  stages  of  treatment  so 
that  the  patient  gets  a good  idea  of  how 
much  meat,  chicken,  or  fish  makes  up  the 
4,  6,  or  however  many  ounces  that  have 
been  ordered.  In  older  patients,  I fre- 
quently use  a modified  diet  with  two  bread 
units  per  meal,  five  fruit  units  per  day, 
two  glasses  of  milk  per  day,  and  the  meat 
and  fat  groups  as  desired.  The  reason  for 
this  modification  is  that  older  patients  be- 
come easily  confused  even  with  a diet  as 
simple  as  the  exchange  program. 

The  insulins  used  nowadays  are  apt  to 
produce  afternoon  hypoglycemia.  To  off- 
set this  tendency,  most  patients  are  given 
a small  snack  in  the  afternoon.  In  patients 
who  require  a dose  of  insulin  at  night  and 
those  still  using  protamine  zinc  insulin 
(see  section  on  insulin)  as  the  only  insulin, 
a bedtime  feeding  is  necessary  to  prevent 
hypoglycemia  during  the  night.  Children 
require  feeding  at  midafternoon  and  bed- 
time; in  those  under  age  five  or  six,  an 
additional  feeding  in  midmorning  is  ad- 
visable. 

What  about  alcoholic  beverages?  Sensi- 
ble drinking  of  straight  liquor  is  not  harm- 
ful and  can  be  calculated  into  the  diet. 
Liquor  should  be  taken  straight  or  with 
water  or  soda.  There  should  be  an  absolute 
limit  of  2 to  3 ounces  under  any  circum- 
stances. The  heavy  consumption  of  alco- 
holic beverages  is  absolutely  contrain- 
dicated. Beer  and  mixed  drinks  should  be 
avoided.  The  occasional  cocktail  need  not 
be  calculated  into  the  day’s  diet.  Remem- 
ber, a hangover  in  a nondiabetic  individual 
causes  a flay  of  misery,  but  in  the  diabetic 


patient  the  accompanying  nausea  or  vomit- 
ing can  lead  to  diabetic  acidosis  or  severe 
hypoglycemia. 

Insulin 

Insulin  was  discovered  in  1921.  The 
original  pancreatic  extract  was  called 
regular  or  crystalline  insulin.  This  insulin 
was  quick  acting  and  lasted  for  a short 
period  of  time  (eight  hours)  and  had  to  be 
given  prior  to  each  meal.  In  the  1930’s 
insulin  was  combined  with  a protein, 
protamine,  and  later  with  globin,  another 
protein.  Protamine  zinc  insulin  was  the 
first  long-acting  insulin  available,  but  it 
acted  slowly  and  failed  to  correct  hyper- 
glycemia occurring  after  meals.  Globin 
insulin  was  an  intermediate  insulin  having 
a prolonged  and  quick  action,  but  it  did 
not  last  quite  twenty-four  hours.  In  1949 
NPH  (neutral  protamine  Hagedorn)  in- 
sulin, a stable  mixture  of  protamine  zinc 
insulin  and  regular  insulin  was  introduced 
by  H.  C.  Hagedorn,  M.D.  This  insulin 
had  a prolonged  action  as  did  protamine 
zinc  insulin,  but  because  of  the  regular 
insulin  present,  it  frequently  corrected  the 
postprandial  hyperglycemia.  In  1954  the 
lente  insulins  were  developed.  When  in- 
sulin was  combined  with  zinc,  the  action 
could  be  prolonged  without  adding  protein 
if  the  acidity  was  controlled.  Semilente 
insulin,  a quick-acting  form  resembling 
regular  insulin,  but  not  as  quick  and  longer 
lasting,  and  ultralente  insulin,  a slow-acting 
derivative  similar  to  protamine  zinc  insulin, 
were  produced.  Lente  insulin  is  a mixture 
of  the  two  insulins  and  has  an  action  similar 
to  NPH  insulin. 

For  routine  use,  the  available  insulins 
are  illustrated  in  Figure  1.  The  most 
satisfactory  insulins  are  NPH,  lente,  and 
globin  since  they  last  approximately 
twenty-four  hours  but  still  have  a fast- 
acting component  to  correct  postprandial 
hyperglycemia.  In  the  presence  of  diabetic 
acidosis  or  acute  infection,  a more  rapid- 
acting insulin  is  needed.  In  these  situa- 
tions, the  insulin  of  choice  is  regular  or 
crystalline  insulin.  When  a single  dose  of 
insulin  produces  insulin  reactions  (hypo- 
glycemia) before  the  fasting  blood  sugar 
is  controlled,  a second  smaller  dose,  usually 
of  the  same  type  of  insulin,  is  given  in  the 
evening.  This  procedure  is  most  frequently 
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TABLE  I.  Food  exchanges 


VEGETABLES 

Group  A — You  may  eat  any  amount  of  these  vegetables,  if  they  are  uncooked,  in  addition  to  1 serving  of  group  B.  But  if 
cooked,  only  a single  cupful  is  permitted  in  addition  to  1 serving  of  group  B.  If  you  wish,  you  may  have  an  additional  cupful  of 
group  A in  exchange  for  your  group  B serving: 


Asparagus 

Broccoli* 

Brussels  sprouts 

Cabbage 

Cauliflower 

Celery 

Chicory* 

Cucumber 


Eggplant 

Escarole* 

Greens 

Beet  geeens 

Chard 

Collards 

Dandelion 

Kale 

Mustard 


Poke 
Spinach 
Turnip  greens 
Lettuce 
Mushrooms 
Okra 
Parsley* 

Peppers*  green  or  red 
Radishes 


Romaine 

Rhubarb  (without  sugar) 

Sauerkraut 

String  beans  (young) 

Squash,  summer 

Tomatoes* 

Water  cress 


Group  B — One  serving  equals  */*  cup.  Carbohydrate,  7 Gm.;  protein,  2 Gm.;  calories,  36 

Beets  Onions  Pumpkin 

Carrots*  Peas,  green  Rutabagas 

* These  vegetables  have  a high  vitamin  A content.  At  least  one  serving  a day  should  lx?  used. 

BREADS.  VEGETABLES,  ICE  CREAM 

Each  serving  provides:  carbohydrate,  15  Gm.,  protein,  2 Gm..  calories,  68 


Bread.  1 slice,  biscuit,  roll, 
C 2 " diameter),  muffin.  1 
(2*  diameter),  corn- 
bread  l*/i " cube 
Flour,  2*/i  tablespoons 
Cereal,  cooked  Vs  cup 
Cereal,  dry  (flakes  or 
puffed)  */*  cup 
Rice  or  grits  cooked.  */• 
cup 

MEATS 

Each  serving  provides: 

Meat  and  poultry  (beef, 
lamb,  pork,  liver, 
chicken  and  so  on),  I 
slice  (3*  by  2"  by  1*) 
Cold  cuts.  1 slice  (4 x/tm 
square) 

MILK 


Apple.  1 small  (2”  diam- 
eter) 

Applesauce,  * ; cup 
Apricots,  dried.  4 halves 
Banana  V*  small 
Berries  (blackberries,  rasp- 
berries, strawberries**), 
1 cup 

Blueberries,  cup 


Spaghetti,  noodles,  and  so 
on,  */s  cup 
Crackers 
graham  (2) 
oyster  (20)  (*/i  cup) 
saltine  (5) 
soda  (3) 

round,  thin  (6  to  8) 
Vegetables 

beans  (lima,  navy,  and 


Frankfurter,  1 (8  to  9 per 
pound » 

Codfish,  halibut,  and  so 
on.  1 slice  {2"  by  2"  by 

1" 

Salmon,  tuna,  crab,  lob- 


Cantaloupe,  1 * (6"  diam- 
eter)** 

Cherries.  10  large 
Dates,  2 

Figs,  fresh.  1 large 
Grapefruit,  l/i  small** 
Grapefruit  juice.  Vs  cup 
Grapes,  12 


so  on)  dry,  cooked,  V* 
cup  peas  (split  and 
others)  dry,  cooked,  */* 
cup 

Baked  beans,  no  pork,  >/« 
cup 

Parsnips.  */i  cup 


ster,  •/«  cup 

Oysters,  shrimp,  clams,  5 
medium 

Sardines,  3 medium 
Cheese,  cheddar 

American,  1 slice  (31/-* 


Milk,  skim,  1 cupt 


Grape  juice,  l/\  cup 
Honeydew  melon,  (7" 
diameter) 

Mango,  Vs  small 
Orange,  1 small** 

Orange  ju»ce,  ‘/s  cup** 
Papaya,  medium 
Peach,  1 medium 


French  dressing.  1 table- 
spoon 

Mayonnaise,  1 tablespoon 


Mustard  (dry) 

Pickle  (unsweetened) 
Saccharin  and  other  non- 
caloric  sweeteners 


Squash,  winter 
Turnips 


Potatoes  sweet,  or  yams, 
'/ 4 cup;  white,  baked  or 
boiled,  1 (2"  diameter), 
white  mashed.  Vs  cup 
Sponge  cake,  plain,  \x/t" 
cube 

Ice  cream  (omit  2 fat  serv- 
ings), Vs  cup 


by  l'/t*  by  x/\") 

Cheese,  cottage,  V«  cup 
Egg,  1 

Peanut  butter,  1 table- 
spoon 


Buttermilk,  1 cupt 


Pear,  1 small 
Pineapple,  l/j  CUP 
Pineapple  juice,  - :<  cup 
Plums,  2 medium 
Prunes,  dried  2 
Raisins,  2 tablespoons 
Tangerine,  1 large** 
Watermelon,  1 cup 


Oil  or  cooking  fat,  1 table- 
spoon 

Nuts,  6 small 
Olives,  5 small 
Avocado.  (4"  diameter) 


Pepper  and  other  spices 

Vinegar 

Seasonings 

Low-calorie  soft  drinks 


**  These  fruits  are  rich  sources  of  vitamin  C; 


FATS 

Each  serving  provides:  fat.  5 Gm.,  calories,  45 


Butter  or  margarine,  1 
teaspoon 

Bacon,  crisp,  1 slice 
Cream,  light,  sweet  or 
sour,  2 tablespoons 


Cream,  heavy, 
spoon 

Cream  cheese, 
spoon 


FOODS  THAT  NEED  NOT  BE  MEASURED 
Insignificant  carbohydrate  or  calories 

Coffee 
Tea 

Clear  broth 
Bouillon  (fat  free) 


one  serving  a day  should  be  used. 

1 table- 
1 table- 


Lemon 

Gelatin  unsweetened) 
Rennet  tablets 
Cranberries  (unsweetened) 


protein,  7 Gm.,  fat,  5 Gm.,  calories,  73 


Each  serving  provides:  carbohydrate,  12  Gm.,  protein.  8 Gm.,  fat,  10  Gm.,  calories,  170 

Milk,  whole,  1 cup  Milk,  evaporated.  */s  cup 

Milk,  powdered,  l/\  cup 

t Add  2 servings  from  list  number  6 (Fats)  if  milk  is  fat-free. 

FRUITS 

Each  serving  provides:  carbohydrate,  10  Gm.,  calories.  40 


At  each  meal  you  may  have  as  many  servings  as  you  wish  from  this  list  of  foods,  since  these  foods  contain  an  insignificant 
number  of  calories. 
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PROTAMINE  ZINC 


FIGURE  1.  Insulin  available  for  routine  use. 


needed  in  juvenile  diabetic  patients  or  in 
adult  patients  whose  diabetes  is  difficult  to 
regulate.  The  use  of  the  two  doses  allows 
control  of  the  overnight  blood  sugar  rise 
and  reduces  the  risk  of  daytime  insulin  reac- 
tions. When  the  fasting  blood  sugar  is 
reasonably  normal  but  postprandial  hyper- 
glycemia still  a problem,  a more  rapid- 
acting insulin  such  as  regular  or  semilente 
is  added.  This  is  done  by  drawing  up  the 
short-acting  insulin  and  then  the  long- 
acting  insulin  in  the  same  syringe  and 
giving  them  as  a single  injection. 

All  insulin  comes  in  bottles  containing 
10  cc.  The  strength  of  the  insulin  is  ex- 
pressed in  units.  A unit  is  one-twenty- 
fourth  of  a milligram  of  pure  crystalline 
insulin.  There  are  two  strengths:  U-40, 

meaning  that  there  are  40  units  of  insulin 
per  cubic  centimeter,  or  U-80,  80  units  per 


y 20  40  60  80  U 40  

l__J!]|liillillMiilllillllillmijiiHimili  Jiniliiiiliiiilitilliililitiillilll  2 cc 
U40-2CC  Tuberculin  Type 

1 10  20  30  40  U 

L 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 III  1 ,rr 

U40-ICC  Tuberculin  Type 

/ 10  20  50  40  UNITS 

1 Z 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 cc 

1)40-  1 CC  Short  Type 

J 20  40  60  80  IOO  120  140  160  UNITS  ■ 

1 - lllll!llllllllllll{lllllllllllll[llllllllllllllllllllll!llll!lllllim  2 CC 

V USE  U 80  ONLY  

U80-2CC  Tuberculin  Type 

EZZZdniili  mil  mil  mil  iiiIiiiiIiiiiIhi  ill  ii  ilimli  mil  mil  mil  mil  inliiiil  , Cc 

U80-ICC  Tuberculin  Type 

f 20  40  60  80  UNITS 

CT  IniiliMiliiiililiil  i cc 

U80-ICC  Short  Type 

FIGURE  2.  Insulin  syringt 

iS. 

Busher  Automatic  Injector 
FIGURE  3.  Special  insulin  injectors. 


cubic  centimeter.  The  latter  is  used  when 
patients  require  more  than  40  units  of 
insulin  per  day.  Insulin  syringes  are  cal- 
ibrated for  U-40  or  U-80  insulin.  There 
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FIGURE  4.  Sites  of  insulin  injections. 


is  less  chance  for  error  if  the  syringe  which 
has  U-40  or  U-80  markings  only  is  used 
rather  than  a syringe  with  both  markings. 
Using  U-40  insulin  in  a U-80  syringe  or 
vice  versa  is  dangerous  because  of  the  high 
chance  for  a mistake  in  dose.  The  syringes 
in  Figure  2 illustrate  those  that  are  avail- 
able. We  prefer  the  tuberculin  type  sy- 
ringe because  the  markings  are  easier  to 
read,  but  if  the  Busher  automatic  injector 
is  used,  the  short  type  is  the  only  one  that 
will  fit  the  device.  If  more  than  80  units 
are  needed,  larger  syringes  are  available. 
In  Figure  3,  special  insulin  injectors  are 
illustrated.  A new,  very  expensive  device, 
Hypospray*)  jets  the  insulin  through  the 
skin  with  a fine  spray.  No  needle  is  used. 
Its  main  use  is  in  patients  with  hollowed- 
out  areas  on  the  body  from  insulin  injec- 
tions (insulin  atrophy).  The  Truset  in- 
sulin syringe  allows  the  dose  to  be  preset 
and  is  used  for  patients  with  limited  vision. 
The  Busher  automatic  injector  is  a trigger- 
operated  device  which  shoots  the  needle 
into  the  flesh  for  those  patients  who  can- 
not do  it  themselves. 

The  actual  injections  should  be  rotated 

* Manufactured  by  Hypospray  Division,  R.  P.  Scherer 
Corp.,  9425  Grinnell  Avenue,  Detroit,  Michigan  48213. 


from  side  to  side  using  the  arms,  legs,  but- 
tock, and  abdomen.  The  sites  are  shown 
in  Figure  4.  The  injections  are  given  sub- 
cutaneously by  pulling  up  the  fleshy  part 
of  the  skin  and  swiftly  inserting  the  needle, 
pulling  hack  on  the  plunger  to  see  if  any 
blood  is  aspirated,  and  then  injecting  the 
insulin.  Practice  makes  the  procedure 
simple  and  painless. 

Because  localized  areas  of  insulin  atrophy 
may  be  less  common  with  insulin  at  room 
temperature,  the  bottle  of  insulin  in  cur- 
rent use  is  kept  unrefrigerated.  Extra 
bottles  of  insulin  should  be  kept  in  the  re- 
frigerator and  not  be  used  beyond  the 
expiration  date.  Needles  are  numbered 
according  to  the  bore  (diameter);  the 
higher  the  number,  the  smaller  the  bore. 
Usually  number  25  or  26  needles  are  used 
with  a length  of  */2  inch.  If  there  is  a 
problem  with  insulin  leakage  through  the 
injection  hole,  a longer  needle  injected  at 
a right  angle  to  the  skin  is  helpful. 

Oral  hypoglycemic  drugs 

In  1942  a Frenchman  named  Janbon, 
while  trying  out  new  sulfa  drugs  for  the 
treatment  of  typhoid  fever,  found  a group 
of  sulfonylurea  compounds  which  lowered 
the  blood  sugar  in  normal  people.  These 
same  derivatives  were  later  found  to  lower 
the  blood  sugar  in  some  diabetic  patients. 

The  sulfonylurea  drugs  stimulate  the  re- 
lease of  the  patient’s  own  insulin  from  the 
pancreas.  They  also  decrease  the  amount 
of  glucose  that  the  liver  releases.  Unless 
the  pancreas  contains  insulin,  they  are  in- 
effective. For  this  reason  they  are  of  no 
value  in  juvenile  diabetic  patients,  since 
these  patients  have  no  insulin  in  their 
pancreas.  The  sulfonylureas  are  not  forms 
of  oral  insulin.  Insulin  given  orally  is  de- 
stroyed in  the  stomach. 

The  four  sulfonylurea  compounds  avail- 
able in  this  country  are:  tolbutamide 

(Orinase),  chlopropamide  (Diabinese), 
acetohexamide  (Dymelor),  and  tolazamide 
(Tolinase).  These  drugs  and  phenformin 
hydrochloride  (DBI),  another  chemically 
different  oral  hypoglycemic  agent,  are  il- 
lustrated in  Figure  5. 

Tolbutamide  is  available  in  500-mg. 
tablets.  Since  the  drug  is  inactivated  by 
the  liver,  it  works  over  an  eight-hour  period 
and  is  best  given  in  divided  doses,  usually 
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CHLORPROPAMIDE  250  mgm. 


TOLAZAMIDE  250  mgm. 
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ORINASE 

FIGURE  5.  Oral  hypoglycemic  drugs. 


before  breakfast  and  supper.  The  usual 
dose  range  is  two  to  six  tablets  daily. 
Hypoglycemia  is  infrequent  and  of  brief 
duration,  if  it  occurs. 

Chlorpropamide  is  available  in  100-  and 
250-mg.  tablets.  The  drug  tends  to  ac- 
cumulate since  it  is  more  slowly  excreted 
than  tolbutamide  and  is  not  inactivated 
by  the  liver.  The  usual  dose  is  100  to  500 
mg.  given  as  a single  dose  before  breakfast. 
If  hypoglycemia  develops,  it  is  apt  to  be 
prolonged  and  severe. 

Acetohexamide  comes  in  250-  and  500- 
mg.  tablets  and  tolazamide  in  100-  and 
250-mg.  tablets.  Both  drugs  are  altered 
by  the  liver,  but  the  products  remain  active. 
They  are  intermediate  in  potency  between 
tolbutamide  and  chlorpropamide,  being 
given  in  a single  dose  if  the  dose  is  small 
and  a divided  dose  if  the  amount  is  large. 
The  dose  range  is  250  to  1,500  mg.  for 
acetohexamide  and  100  to  750  mg.  for 
tolazamide.  Hypoglycemia  may  be  a 
problem  and  tends  to  be  more  prolonged 
than  with  tolbutamide  but  shorter  than 
chlorpropamide. 

The  sulfonylurea  drugs  are  of  greatest 
value  in  the  treatment  of  the  patient  with 
maturity-onset  diabetes  developing  over 
age  forty  and  present  for  only  a few  years. 


In  this  group  they  may  give  better  regula- 
tion than  insulin.  They  are  also  valuable  in 
the  younger  patient  with  asymptomatic 
diabetes.  In  this  type  of  patient  they  im- 
prove the  glucose  tolerance  test  result  and 
may  prevent  the  development  of  a more 
severe  form  of  diabetes.  Side-effects  and 
toxic  effects  have  been  few,  but  a major 
problem  has  been  that  after  a period  of  suc- 
cessful treatment,  the  drugs  lose  their 
effectiveness.  This  is  referred  to  as  sec- 
ondary failure,  and  the  cause  is  unknown. 
Improper  diet  and  failure  to  eliminate 
obesity,  however,  are  factors  which  are  in- 
volved. 

Phenformin  hydrochloride  is  another  oral 
hypoglycemic  drug  which  is  chemically  un- 
related to  the  sulfonylureas  and  acts  in  a 
different  way.  It  is  a biguanide  compound 
which  lowers  the  blood  sugar  by  altering 
special  enzymes  in  such  a way  that  glucose 
can  enter  the  tissues.  It  is  not  insulin 
and  does  not  stimulate  the  release  of  in- 
sulin. Insulin  must  still  be  present,  since 
phenformin  hydrochloride  lowers  the  blood 
sugar  but  does  not  correct  the  other  dis- 
turbances in  metabolism  produced  by 
diabetes. 

Phenformin  hydrochloride  is  supplied  as 
25-mg.  tablets  and  50-mg.  time-delay  cap- 
sules (DBI-TD).  The  drug  tends  to  cause 
gastric  irritation  at  high  dose  levels  and  is 
given  in  divided  doses  after  meals  to  offset 
this  tendency.  The  capsules  are  less  likely 
to  produce  gastric  upsets.  For  obese  pa- 
tients the  tablets  are  preferable,  since  the 
gastric  effects  may  help  to  curb  food  intake. 
The  dose  is  50  to  200  mg.  per  day.  The 
main  place  for  the  drug  is  in  the  manage- 
ment of  secondary  failure.  Many  patients 
in  this  group  will  promptly  improve  with 
the  addition  of  phenformin  hydrochloride 
to  the  sulfonylurea  drug  being  used.  In 
the  untreated  maturity-onset  patient,  the 
drug  tends  to  be  less  effective  than  the 
sulfonylureas.  In  patients  who  require 
insulin,  the  drug  may  sometimes  be  helpful 
in  stabilizing  a patient  whose  diabetes  is 
labile  with  wide  swings  from  too  low  a sugar 
level  to  too  high,  and  in  some  children  it 
may  help  reduce  the  amount  of  insulin 
needed. 

Remember,  these  drugs  are  not  inter- 
changeable! 

One  should  never  be  substituted  for 
another,  and  the  dose  should  not  be  al- 
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tered  except  on  t he  advice  of  the  patient’s 
physician. 

Exercise 

Exercise  lowers  the  blood  sugar  in  all 
diabetic  patients.  The  exact  reason  is  not 
apparent,  but  at  least  in  certain  animals  a 
substance,  as  yet  unidentified,  is  released 
into  the  blood  stream  from  working  muscle 
which  lowers  the  blood  sugar.  Exercise 
helps  to  maintain  a lower  blood  sugar, 
burn  up  excess  fat,  and  reduce  the  tendency 
toward  atherosclerosis.  Regular  exercise, 
particularly  jogging,  is  beneficial. 

Exercise  can  lead  to  hypoglycemic  reac- 
tions. On  a given  diet  and  standard  dose 
of  insulin,  hard  exercise  can  produce  a far 
lower  blood  sugar  than  would  ordinarily 
be  present.  When  vigorous  exercise  is 
anticipated,  for  example  a tennis  game, 
one  or  two  meat  sandwiches,  over  and  above 
the  normal  diet,  should  be  eaten.  In  addi- 
tion, extra  carbohydrate  may  be  needed 
if  the  exercise  is  prolonged.  Soft  drinks 
serve  this  purpose  since  they  are  so  readily 
available.  When  two  doses  of  insulin  are 
used  daily,  the  night  dose  can  be  reduced 
if  there  has  been  vigorous  exercise  during 
the  day. 

In  children,  the  effect  of  exercise  may  be 
profound.  The  midafternoon  feeding  is 
essential,  since  the  normal  activity  of 
children  is  vigorous.  Special  provisions 
should  be  made  for  gymnasium  days  at 
school.  Usually  a small  reduction,  such 
as  two  units,  in  the  morning  dose  of  insulin 
takes  care  of  the  problem.  Swimming  is 
particularly  apt  to  produce  hypoglycemia 
in  children,  and  extra  caution  should  always 
be  used  for  this  form  of  exercise. 

Complications 

An  understanding  of  the  major  problems 
in  diabetes  today  is  necessary  if  the  patient 
is  to  follow  the  diabetic  way  of  life.  There 
are  three  major  complications  of  diabetes: 
diabetic  involvement  of  the  eye,  diabetic 
changes  in  the  kidney,  and  diabetic  ab- 
normality of  the  nervous  system. 

The  first  of  the  complications  is  called 
diabetic  retinopathy  which  affects  the 
small  blood  vessels  in  the  back  of  the 
eye,  the  retina.  These  vessels  become 
weakened,  and  hemorrhages  and  exudates 


accumulate  in  the  eye.  Vision  is  often 
diminished  but  not  to  a severe  degree  un- 
less the  hemorrhages  are  into  the  chamber 
of  the  eye  with  extensive  scarring  leading 
to  a condition  called  retinitis  proliferans. 
In  New  York  State  approximately  12  per 
cent  of  all  causes  of  blindness  are  due  to 
diabetes. 

The  second  complication  involves  the 
kidneys  and  is  referred  to  as  diabetic 
nephropathy  or  Kimmelstiel-Wilson  syn- 
drome, the  name  of  the  two  men  who  first 
described  the  abnormality.  The  damage  is 
in  the  filtering  system  of  the  kidney,  the 
glomerulus.  Initially  there  are  no  symp- 
toms other  than  the  appearance  of  albumin 
in  the  urine  which  is  detected  by  special 
tests.  The  standard  urine  tests  for  sugar 
do  not  detect  albumin.  As  the  condition 
progresses,  hypertension,  edema,  and  ure- 
mia develop.  This  form  of  kidney  damage 
is  often  associated  with  pyelonephritis 
which  accelerates  the  progression  of  kidney 
failure.  Aggressive  treatment  of  any  uri- 
nary tract  infections  in  the  diabetic  pa- 
tient may  significantly  reduce  the  risk  of 
pyelonephritis. 

The  third  and  last  complication  is  dia- 
betic neuropathy,  a nonspecific  degenera- 
tive process  which  can  affect  all  portions  of 
the  nervous  system.  Neuropathy  most 
commonly  involves  peripheral  or  distant 
nerves  and  causes  pain  or  cramps  in  the 
legs,  especially  at  night.  Loss  of  feeling, 
burning  sensations,  and  a “pins  and 
needles”  feeling  are  common  symptoms. 
The  sympathetic  or  involuntary  nervous 
system  is  frequently  involved,  causing 
gastrointestinal  and  bladder  problems. 
The  main  gastrointestinal  symptom  is 
diarrhea  which  usually  occurs  at  night. 
The  bladder  symptom  is  an  inability  to 
urinate  caused  by  a distended,  weak  bladder 
which  will  not  empty  properly. 

The  first  two  diabetic  complications  are 
particularly  grim  since  we  have  limited 
understanding  as  to  why  they  arise  and  no 
satisfactory  form  of  therapy  once  they  de- 
velop. For  retinopathy  special  operations 
on  the  pituitary  gland  or  coagulation  of  the 
blood  vessels  which  are  leaking  may  be 
helpful.  For  nephropathy,  there  is  no 
special  treatment,  but  prevention  of  kidney 
infections  and  control  of  the  hypertension 
and  edema  will  prolong  life.  Diabetic 
neuropathy  has  a better  outlook.  Usually, 
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the  condition  improves  with  careful  diabetic 
regulation  over  a long  period  of  time.  The 
diarrhea  and  bladder  problems  can  be  con- 
trolled with  nonspecific  drugs  and  the  leg 
pains  with  narcotics. 

At  the  present  time  we  are  left  with  pre- 
vention as  our  main  goal  of  therapy.  The 
best  single  way  to  prevent,  or  at  least  re- 
duce, these  complications  is  to  control  the 
diabetes  carefully.  Relief  of  diabetic 
symptoms  is  not  enough.  Freedom  from 
glycosuria,  as  normal  a blood  sugar  as  can 
safely  be  achieved,  and  a regular  pattern 
of  life  are  the  goals.  Discovery  of  diabetes 
in  its  prediabetic  or  asymptomatic  stage 
with  appropriate  early  treatment  may  yield 
better  results  in  the  future. 

Insulin  reactions 

When  the  blood  sugar  drops  to  low  levels 
(hypoglycemia),  characteristic  symptoms 
develop  which  constitute  an  insulin  reac- 
tion. These  are  of  two  types:  first,  those 
due  to  the  low  blood  sugar  itself  affecting 


the  brain  or  nervous  system  (cerebral 
symptoms);  and  second,  those  due  to  a 
discharge  of  adrenaline  by  the  adrenal  gland 
to  overcome  the  low  blood  sugar.  The 
cerebral  symptoms  are:  headache,  usually 
on  arising;  mental  confusion;  blurred 
vision;  unconsciousness  (coma);  and  con- 
vulsions. 

The  adrenal  symptoms  are  usually  more 
prominent  than  the  cerebral  and  develop 
more  rapidly.  These  are:  marked  sweat- 
ing, trembling,  jitteriness,  great  hunger, 
rapid  pulse,  and  pallor. 

A special  situation  occurs  in  some  pa- 
tients at  night  when  the  blood  sugar  drops 
too  low  and  triggers  an  adrenal  response. 
Since  the  patient  is  sleeping,  the  symptoms 
go  unnoticed,  and  the  following  morning 
a high  blood  sugar  and  marked  glycosuria 
are  found.  An  increase  in  insulin  would 
only  make  the  condition  worse  because  the 
reason  for  the  high  blood  sugar  and  heavy 
glycosuria  is  actually  an  insulin  reaction 
occurring  during  the  night.  The  insulin 
needs  to  be  reduced.  This  rebound  type  of 
hyperglycemia  is  often  responsible  for  a 
patient’s  diabetes  being  labile  and  difficult 
to  regulate. 

In  children  insulin  reactions  may  come 
on  abruptly  and  be  manifested  by  a sudden 
change  in  behavior.  The  child  who  is  * 
playing  happily  and  becomes  irritable  and 
weepy  may  be  having  an  insulin  reaction. 

A sudden  change  in  behavior  accompanied 
by  pallor  in  a child  should  be  first  treated 
as  an  insulin  reaction  and  as  an  emotional 
upset  only  if  the  treatment  fails. 

The  treatment  of  an  insulin  reaction  is 
the  prompt  administration  of  glucose.  A 
readily  available  source  of  glucose  is  orange 
juice.  Table  sugar  and  candies  have  to 
he  converted  to  glucose  in  the  body  so  that 
they  are  slower  acting,  but  the  delay  is 
small,  and  fruit  juice,  candy,  soft  drinks, 
sugar  lumps,  and  so  on  are  all  satisfactory 
forms  of  therapy.  Standard  treatment  of 
an  insulin  reaction  is  one  glass  (8  ounces) 
of  orange  juice  sweetened  with  one  or  two 
tablespoons  of  table  sugar.  This  can  he 
repeated  at  five-  to  ten-minute  intervals 
until  the  patient  is  back  to  normal.  If 
the  reaction  is  severe,  the  patient  may  have 
no  memory  of  the  attack.  The  Cleveland 
Diabetes  Association  has  made  up  a tube 
of  “instant  glucose”  which  is  illustrated  in 
Figure  6 along  with  injectable  dextrose 
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(glucose)  and  glucagon.  “Instant  glucose” 
conies  in  a small  tube  which  is  easily  car- 
ried. It  acts  very  quickly  and  has  little 
tendency  to  cause  stomach  upset  which 
may  happen  with  orange  juice. 

What  should  he  done  for  the  unconscious 
patient  who  cannot  swallow?  Glucagon 
should  be  administered,  if  available  (see 
section  on  glucagon).  Otherwise,  the  pa- 
tient should  be  taken  to  the  nearest  hos- 
pital emergency  room  where  intravenous 
glucose  (dextrose  50  per  cent  in  Figure  6) 
is  always  available  for  administration. 
While  transporting  the  patient,  attempts 
can  he  made  to  spoon-feed  sugar  solution, 
or  if  “instant  glucose”  is  at  hand  to  squeeze 
some  between  the  gum  and  cheek.  Re- 
member, the  emergency  room  at  any  hos- 
pital is  prepared  to  treat  a severe  insulin 
reaction. 

Glucagon 

Glucagon  is  a hormone  derived  from 
certain  cells  in  the  pancreas  which  causes 
a rapid  discharge  of  glucose  from  the  liver 
into  the  blood  stream.  It  is  commercially 
available  as  a powder  containing  1 mg.  of 
glucagon  together  with  diluting  fluid  as 
shown  in  Figure  6.  Using  any  sterile 
syringe,  the  entire  amount  of  diluting  fluid 
is  injected  into  the  vial  containing  glucagon 
powder  causing  it  to  dissolve.  All  the  solu- 
tion is  then  drawn  into  the  syringe  and  in- 
jected into  the  tissues  in  the  same  way  as 
insulin.  Any  part  of  the  body  can  be  used. 
In  this  type  of  emergency,  the  inexperienced 
person  should  plunge  it  straight  into  a leg 
or  an  arm.  The  patient’s  own  insulin 
syringe  can  be  used.  The  amount  is  the 
entire  amount  of  solution  which  ordinarily 
is  1 cc.,  equivalent  to  the  40-unit  mark  on 
a U-40  syringe  or  80  on  a U-80  syringe. 

Glucagon  is  primarily  used  to  treat  the 
patient  who  is  unconscious  because  of  an 
insulin  reaction.  It  can  also  be  used  in  the 
patient  who  vomits  the  oral  sugar  solutions. 
After  an  injection  of  glucagon,  the  patient 
usually  awakens  in  five  to  ten  minutes. 
Since  the  effect  is  temporary,  oral  glucose 
should  be  given  as  soon  as  the  patient  is 
able  to  swallow.  Glucagon  should  not  be 
used  to  treat  a mild  reaction  with  a patient 
who  is  awake  and  not  vomiting.  All 
children  and  any  patients  who  have  a 
history  of  severe  reactions  with  uncon- 


sciousness should  have  glucagon  readily 
available.  A member  of  the  family  should 
be  familiar  with  its  use  and  where  it  is 
kept.  The  powder  lasts  a long  time,  having 
an  expiration  date  of  about  four  years. 

Diabetic  acidosis 

When  carbohydrate  cannot  be  utilized 
because  of  a lack  of  insulin,  the  body  burns 
fat  to  supply  energy.  As  more  and  more 
fat  is  burned,  ketone  bodies  accumulate  be- 
yond the  body’s  ability  to  dispose  of  them. 
These  ketones  are  organic  acids,  and  as  they 
pile  up,  the  body  acidity  increases.  In  an 
effort  to  get  rid  of  these  acids,  the  respira- 
tory rate  increases  with  deep  rapid  breath- 
ing called  “Kussmaul  breathing,”  for  the 
man  who  first  described  it.  If  the  situa- 
tion goes  unchecked,  coma  develops  and 
then  death. 

The  cause  for  diabetic  acidosis  is  not 
enough  insulin.  Failure  to  take  insulin  or 
an  infection  greatly  increasing  the  need  for 
insulin  are  the  usual  precipitating  reasons 
for  acidosis.  Often,  when  there  is  nausea 
or  vomiting  from  an  acute  gastroenteritis, 
the  patient  omits  his  insulin  because  he  has 
no  desire  for  food  and  thinks  he  won’t 
need  the  insulin  if  he  does  not  eat.  This  is 
a serious  mistake.  An  ordinary  gastro- 
enteritis may  greatly  increase  the  need  for 
insulin,  and  the  omission  of  a dose  greatly 
hastens  the  development  of  acidosis. 

Unlike  an  insulin  reaction  which  comes 
on  rapidly,  diabetic  acidosis  develops  more 
slowly  over  a period  of  hours  (from  six  to 
twelve).  The  initial  symptoms  are  nausea, 
vomiting,  weakness,  deep  breathing,  and 
drowsiness.  The  mouth  and  skin  become 
dry,  and  without  appropriate  treatment  the 
situation  can  rapidly  become  critical. 

Since  ketone  bodies  must  accumulate  for 
the  condition  to  develop,  early  detection 
of  their  presence  can  lead  to  correction  be- 
fore there  is  danger.  A simple  urine  test 
for  ketones  is  with  the  reagent  tablets 
(Acetest).  A bottle  of  these  tablets  is 
shown  in  Figure  7.  The  test  is  performed 
by  dropping  one  drop  of  urine  on  a ketone 
reagent  tablet  and  waiting  thirty  seconds. 
If  ketones  are  present,  the  tablet  turns 
from  its  normal  white  color  to  purple;  the 
more  ketones,  the  deeper  the  shade  of 
purple.  Ketone  bodies  may  also  be  present 
when  the  dietary  intake  has  been  reduced 
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FIGURE  7.  Urine  tests  for  sugar  and  acetone  and 
test  for  blood  sugar. 


or  after  a severe  insulin  reaction,  but  a 
strongly  positive  test  result  for  acetone 
combined  with  glycosuria  and  the  patient’s 
not  feeling  well  are  warning  signals  of 
diabetic  acidosis.  The  combination  of 
nausea,  vomiting,  and  a strongly  positive 
ketone  reagent  tablet  test  result  demands 
attention.  The  patient’s  physician  should 
be  contacted  immediately,  and  the  dose  of 
insulin  should  not  be  omitted.  While  the 
patient  is  at  home  the  urine  can  be  checked 
every  two  horns,  and  additional  doses  of 
10  to  20  units  of  regular  insulin  can  be 
given  until  the  ketones  disappear.  Clear 
broth  and  regular  ginger  ale  may  be 
tolerated  when  there  is  nausea  or  vomiting. 
Early  treatment  at  home  can  often  correct 
the  disorder  without  hospitalization.  But 
any  case  that  has  progressed  to  dehydration 
will  need  hospitalization.  Remember,  in- 
sulin should  not  be  stopped,  the  patient’s 
physician  should  be  contacted,  and  if  the 
patient  is  in  a strange  city,  the  hospital 
emergency  room  will  have  help  available 
to  treat  diabetic  acidosis. 

Urine  and  blood  sugar  tests 

Testing  the  urine  for  glucose  is  useful  in 
achieving  good  diabetic  regulation.  In 
the  severely  diabetic  patient,  the  urine 


should  be  tested  before  each  meal  and  at 
bedtime.  A single  voiding  is  sufficient  for 
routine  tests.  Under  special  conditions,  a 
second  voiding  may  give  additional  infor- 
mation. For  example,  the  patient  who  has 
an  insulin  reaction  on  arising  with  a 
strongly  positive  test  result  for  sugar  may 
actually  be  negative  at  the  time,  and  the 
positive  test  result  may  be  due  to  sugar 
which  has  spilled  over  earlier  in  the  even- 
ing and  remained  in  the  bladder.  A heavy 
spill  of  glucose  calls  for  an  additional  test 
for  acetone.  In  the  mildly  diabetic  pa- 
tient, one  test  per  day  taken  two  hours 
after  the  heaviest  meal,  either  lunch  or 
supper,  is  sufficient.  In  the  moderately 
diabetic  patient  group,  individual  programs 
can  be  worked  out,  but  one  that  is  often 
satisfactory  is  a daily  test  on  arising  plus 
a full  day  of  four  tests  once  weekly.  The 
results  of  these  tests  should  be  recorded, 
and  insulin  reactions  should  be  noted  on 
the  same  record.  The  patient  should  take 
this  chart  with  him  when  he  consults  his 
physician. 

There  are  three  commonly  used  tests 
for  sugar  in  the  urine:  Benedict’s  solution, 
urine  reagent  tablets  (Clinitest),  and  urine 
sugar  analysis  paper  (Tes-tape).  These  are 
shown  in  Figure  7,  and  the  directions  for 
use  are  in  Figure  8.  The  Benedict’s  and 
urine  reagent  tablet  methods  measure  all 
reducing  substances  and  are  not  specific 
for  glucose.  Urine  sugar  analysis  paper 
measures  only  glucose  and  is  preferable  for 
the  patient  who  has  delivered  a baby  and 
intends  to  breast  feed.  A form  of  sugar, 
galactose,  is  excreted  by  the  nursing  mother 
and  gives  a positive  Benedict’s  or  urine 
reagent  tablet  test  result  but  a negative 
test  result  with  urine  sugar  analysis  paper. 

For  routine  use,  we  prefer  the  urine 
reagent  tablet  or  urine  sugar  analysis  paper 
methods  because  they  are  convenient  and 
reasonably  accurate.  Bottles  of  urine 
reagent  tablets  must  be  kept  tightly 
stoppered  to  prevent  deterioration,  and 
they  must  be  kept  out  of  reach  of  children 
since  accidental  swallowing  can  result  in 
severe  burns  or  perforation  of  the  esophagus 
Reagent  strips  to  test  glucose  (Clinistix), 
similar  to  urine  sugar  analysis  paper,  and 
a reagent  strip  test  for  ketones  (Ketostix), 
are  also  available. 

Reagent  strips  for  blood  sugar  (Dextro- 
stix)  are  also  illustrated  in  Figure  7.  This 
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1.  BENEDICT'S  SOLUTION 


I TEASPOON  BENEDICT'S  SOLUTION 
PLUS  5 DROPS  OF  URINE 
BOIL  5 MINUTES 

> BLUE  GREEN  YELLOW  ORtNGE  RED 

0 It  2t  5 1 4 t 


2.  CLINITEST  TABLETS 


10  DROPS  OF  WATER 
PLUS  5 PROPS  OF  URINE 


T5 


BOILS  BY  ITSELF  I MINUTE 

BLUE  GREEN  YELLON-GREEN  ORANGE  MUODY ORANGE 

0 1+  2+  3 + 4 + 


3. TES-TAPE 

DIP  STRIP  OF  TAPE  IN  URINE  ANO  READ  IN  I MINUTE 


TELLOW 
LIGHT  GREEN 
DARK  GREEN 
BLUE  GREEN 
DARK  BLUE 


FIGURE  8.  Directions  for  urine  testing. 


test  uses  a drop  of  fingertip  blood  on  the 
end  of  a paper  strip.  After  one  minute  the 
blood  is  washed  off  and  the  color  compared 
to  a chart  with  known  blood  sugar  levels. 
The  test  is  very  helpful  for  determining 
too  low  versus  too  high  blood  sugar.  It 
lias  particular  value  for  the  patient  who 
has  insulin  reactions  with  little  or  no  warn- 
ing. In  this  group  of  patients  when  urine 
test  results  are  persistently  negative,  a 
blood  sugar  reagent  strip  test  will  show  if 
the  blood  sugar  is  dropping  too  low. 


Syringe  and  needle  care 

The  proper  care  of  insulin  syringes  and 
needles  simplifies  treatment  and  prolongs 
the  life  of  the  equipment.  We  recommend 
using  a glass  syringe  and  a sterile  disposable 
needle.  The  syringe  is  kept  in  a metal  con- 
tainer or  glass  jar  with  cotton  on  the  bot- 
tom. If  a nondisposable  needle  is  used,  it 
is  kept  in  the  same  container.  The  cotton 
is  saturated  with  rubbing  alcohol,  and 
enough  alcohol  is  used  to  cover  the  syringe 
and  needle.  When  ready  for  use,  the 
plunger  in  the  syringe  is  plunged  back  and 
forth  several  times  to  get  rid  of  the  ex- 
cess alcohol.  Once  a week,  the  container, 
syringe,  and  needle  are  boiled  for  five 
minutes  and  the  alcohol  changed.  When 
the  needle  becomes  dull,  it  should  be  re- 
placed. An  advantage  of  the  disposable 


DIRECTIONS. 

1.  PLACE  SYRINGE  (WITH  PLUNGER  REMOVED)  AND 
NEEDLE  IN  STRAINER.  SUBMERGE  IN  WATER  IN 
SAUCEPAN.  (THE  USE  OF  A STRAINER  IS  CON- 
VENIENT BUT  NOT  NECESSARY)  IF  NO  STRAINER 
IS  USED.  FOLD  A CLEAN  CLOTH  IN  BOTTOM  OF  PAN 
TO  PROTECT  THE  SYRINGE.  BOIL  FOR  FIVE  MINUTES. 


2.  REMOVE  ARTICLES  FROM  WATER.  IN  ASSEMBLING 
SYRINGE  AND  NEEDLE,  BE  SURE  TO  TOUCH  ONLY 
KNOB  OF  PLUNGER,  SIDE  OF  SYRINGE,  AND 
HUB  OF  NEEDLE. 


FIGURED.  Sterilization. 


needle  is  that  it  is  always  sharp  since  it  is 
usually  used  only  once;  but  for  patients  re- 
quiring two  injections  a day,  we  have  used 
the  same  disposable  needle  without  any 
problems.  If  the  syringe  becomes  caked 
on  the  inside  with  hard  water  deposits, 
soaking  the  syringe  in  vinegar  often  dis- 
solves the  deposits. 

Some  patients  prefer  to  boil  their  syringe 
daily.  This  can  be  done  by  placing  a 
strainer  in  a pot  of  boiling  water  as  shown 
in  Figure  9.  The  syringe  and  needle  are 
left  in  the  strainer  and  lifted  out  after  five 
minutes  of  boiling. 

Completely  disposable  syringe  and  needle 
combinations  are  available,  but  they  are 
expensive  for  daily  use.  They  are  of  par- 
ticular value  for  traveling  and,  of  course, 
can  be  used  daily  if  cost  is  not  an  item. 


Foot  care 

The  diabetic  patient  needs  special  foot 
care  because  of  diabetic  neuropathy  with 
decreased  sensation  in  the  feet,  poor  circu- 
lation, and  a heightened  susceptibility  to 
infection.  The  lack  of  sensation  coupled 
with  poor  circulation  can  convert  a casual 
foot  injury  or  infection  to  gangrene. 
Gangrene  leads  to  the  loss  of  a toe,  foot,  or 
even  a leg.  Careful  foot  care  can  almost 
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always  prevent  this  chain  of  events.  We 
recommend  the  following  foot  care  pro- 
gram: 

1.  Wash  feet  daily  in  warm  soapy 
water  (never  hot)  and  dry  carefully. 
Athlete’s  foot,  corns,  and  calluses  should  be 
treated  by  your  physician  or  podiatrist. 
If  the  skin  is  dry,  apply  baby  oil  or  some 
other  bland  cream.  Rough  skin  and  small 
calluses  can  be  smoothed  down  with  a 
pumice  stone. 

2.  Cut  nails  carefully  with  a sharp, 
special  toenail  clipper.  Cut  straight  across 
and  avoid  digging  into  the  corners.  If  the 
nails  become  very  thick,  they  should  be 
cut  or  ground  by  a podiatrist. 

3.  Don’t  walk  barefoot. 

4.  Break  in  new  shoes  gradually.  Don’t 
wear  tight  shoes.  For  hazardous  work, 
wear  safety  shoes. 

5.  Inspect  the  feet  each  day,  using  a 
mirror  if  necessary.  In  older  patients  with 
diminished  vision,  have  someone  else  in- 
spect the  feet.  It  is  easier  to  see  an  area 
of  infection  than  to  feel  it. 

Identification  tags 

All  diabetic  patients  should  carry  some 
form  of  identification  stating  name,  ad- 
dress, phone  number,  medication,  relative, 
and  physician.  In  the  event  of  an  accident 
or  insulin  reaction,  the  identification  card 
may  allow  bystanders  to  start  proper  treat- 
ment. The  usual  means  of  identification  is 
a wallet  card.  For  women  and  children  an 
identification  bracelet  or  necklace  is  pre- 
ferable. 

At  the  present  time,  the  Medic  Alert 
Foundation  in  Turlock,  California,  makes 
tags  available  for  $7.00,  together  with 
registration  of  pertinent  clinical  data.  The 
data  are  available  twenty-four  hours  per 
day  by  collect  call  from  anywhere  in  the 
country.  The  bracelet  or  necklace  is  made 
of  stainless  steel  or  sterling  silver  and  has  a 
red  emblem  with  the  words  “Medic  Alert” 
on  the  medallion.  On  the  back  of  the 
medallion  the  disorder  and  treatment  are 
engraved.  Similar  medallions  are  available 
in  many  drugstores. 

Physician  relationship 

The  diabetic  patient  will  be  under  the 
care  of  one  physician  for  a long  period  of 


time.  The  only  basis  for  a good  relation- 
ship is  honesty.  The  patient  should  not  be 
afraid  to  discuss  slip-ups,  and  the  physician 
should  give  him  a fair  appraisal  of  his 
progress.  The  patient  should  be  seen 
regularly;  for  the  well-regulated  diabetic 
patient  every  three  months  would  be 
average.  The  patient  should  know  that  the 
physician  or  someone  covering  his  practice 
is  always  available.  If  consultation  is  de- 
sired, arrange  it  through  one’s  own  phy- 
sician. In  this  day  of  specialization,  the 
patient  with  problems  often  finds  himself 
adrift  with  everyone  taking  care  of  a little 
part  of  him.  This  can  be  avoided  by  having 
the  patient’s  own  physician  maintain  re- 
sponsibility for  the  whole  patient. 

Miscellaneous 

The  American  Diabetes  Association, 
Inc.,  18  East  48th  Street,  New  York,  New 
York  10017,  publishes  an  excellent  maga- 
zine every  two  months  for  patients  called 
Forecast.  Diabetic  camps  are  available 
for  children,  and  listings  are  published  in 
Forecast.  Bequests  for  research  in  diabetes 
can  be  given  through  the  American  Dia- 
betes Association.  Another  publication  for 
Diabetic  patients  is  The  Diabetic,  510  , 
Plymouth  Avenue,  Minneapolis,  Minnesota 
55411,  which  is  published  quarterly. 

600  E.  Genesee  Street 
Syracuse,  New  York  13202 


Glossary 

Atherosclerosis  or  arteriosclerosis:  hardening 
of  the  arteries. 

Cataracts:  lens  opacities. 

Cc.:  cubic  centimeter,  a unit  of  measure- 

ment— that  is,  1 ounce  equals  30  cc. 

Cortisone:  a hormone  from  the  adrenal  gland 

which  raises  blood  sugar  by  converting  protein 
to  glucose. 

Diabetic  acidosis:  acid  condition  in  the  blood 

from  excess  ketones. 

Diabetic  coma:  unconsciousness  caused  by 

severe  diabetic  acidosis. 

Edema:  swelling  of  tissues. 

Endocrine  glands:  glands  which  make  hor- 

mones. 

Enzymes:  chemical  regulators. 

Esophagus:  food  tube. 

Exudates:  debris  from  destroyed  tissue. 

Gangrene:  dead  tissue. 

Glucose:  a type  of  sugar. 

Glycosuria:  sugar  in  the  urine. 
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Hormone:  a substance  made  in  a gland 

which  is  secreted  into  the  blood  stream  and  acts 
elsewhere  in  the  body. 

Hyperglycemia:  high  blood  sugar. 

Hypertension:  high  blood  pressure. 

Hypoglycemia:  low  blood  sugar. 

Insulin  atrophy:  hollowed-out  areas  of  flesh 

at  the  site  of  injection. 

Ketosis:  accumulation  of  ketones  due  to  the 

burning  of  fat  for  energy. 


Pallor:  pale  color. 

Polydipsia:  increased  thirst. 

Polyphagia:  large  appetite. 

Polyuria:  excess  urination. 

Postprandial:  after  a meal. 

Pyelonephritis:  infection  in  the  kidney. 

Renal  glycosuria:  sugar  in  the  urine  due  to  a 

low  kidney  barrier  to  glucose. 

Uremia:  kidney  failure  with  accumulation 

of  waste  products. 
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This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The  World 
Medical  Association  to  help  alleviate  the  lack  of  current  medical  publica- 
tions and  to  further  international  good  will.  Your  cooperation  in  this 
program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues 
in  other  countries,  we  can  assure  you,  will  prove  very  gratifying.  If  you 
wish  to  participate  in  this  program,  send  your  name,  address,  and  titles  of 
journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM, 
The  World  Medical  Association,  10  Columbus  Circle,  New  Ycrk,  New 
York  10019. 
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Aims  of  Joint 
Gynecologic, 
Dermatologic,  and 
Pathologic  Vulvar  Clinic 
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Assistant  Obstetrician  and  Gynecologist,  Mount 
Sinai  School  of  Medicine;  Clinical  Assistant 
Obstetrician  and  Gynecologist,  Elmhurst  City  Hospital 


F rom  Breisky’s1  original  description  of  the 
kraurotic  vulva  in  1885  until  ten  to  fifteen 
years  ago,  vulvar  skin  diseases  have  claimed 
no  intensive  interest  on  the  part  of  either 
gynecologist  or  dermatologist.  On  the 
contrary,  these  disorders  have  enjoyed  an 
unusual  obscurity,  whereas  modern  meth- 
ods of  investigation  and  evaluation  every- 
where have  elucidated  our  understanding 
and  knowledge  of  diseases  of  the  ovary,  cer- 
vix, and  uterus.  Perhaps  we  can  explain 
the  lack  of  gynecologic  application  to  the 
study  of  vulvar  skin  disorders  by  recogniz- 
ing that  although  the  area  involved  is 
genital,  the  tissue  concerned  is  skin. 
Training  in  epithelial  diseases  has  not  been 
included  in  our  specialty  programs  to  date. 
The  dermatologist,  on  the  other  hand,  has 
had  little  experience  with  vaginal  diseases 
and  their  management.  This  is  not  within 
his  realm. 

We  are  aware,  however,  that  many  vulval 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Sy  philology,  February  12,  1968. 


skin  conditions  are  solely  manifestations  of 
vaginal  disease.  We  are  also  cognizant  of 
the  fact  that  dermatologic  lesions  involving 
vulvar  skin  must  be  affected  by  superim- 
posed local  environmental  factors  such  as 
moisture,  occlusion,  mechanical  irritation, 
and  infection.  It  has  been  suggested  that 
the  vulval  skin  may  evidence  disease  pro- 
cesses in  a singular  way  because  these  afore- 
mentioned influences  are  peculiar  to  the 
location  of  vulvar  skin.  This  theory  is 
supported  by  the  work  of  Jeffcoate2  who 
found  that  dystrophic  vulvar  skin  trans- 
planted to  other  body  areas  became  normal, 
and  that  normal  skin  transplanted  to  a 
dystrophic  vulva  assumed  the  characteris- 
tics of  the  surrounding  epithelium.  Vulval 
skin  disorders  would  appear  then  to  involve 
two  specialties,  gynecology  and  dermatol- 
ogy, and  combined  attention  and  effort 
would  suggest  itself  as  an  avenue  toward 
greater  understanding  and  better  care. 
This  concept  constitutes  the  foundation  for 
a modern  vulvar  clinic. 

The  lack  of  attention  and  interest,  how- 
ever, has  been  only  one  factor  preventing 
progressive  understanding  and  organization 
of  vulval  skin  diseases.  We  have  been 
extremely  hampered  by  two  other  factors, 
the  first  being  our  legacy  of  confused  and 
confusing  terms,  kraurosis  and  leukoplakia. 
These  terms  have  functioned  like  Scylla 
and  Charybdis  to  confound  the  physician 
whose  interest  and  courage  have  led  him 
into  the  murky  and  deceitful  waters  of  our 
existing  literature.  This  body  of  literature 
constitutes  the  other  detrimental  factor 
which  blocks  progress. 

Kraurosis  and  leukoplakia  defined 

The  word  kraurosis  means  “brittle”  or 
“drying.”  It  was  introduced  in  1885  by 
Breisky1  in  a report  describing  vulvar 
changes  probably  caused  by  lichen  sclerosus 
et  atrophicus.  Correct  current  usage 
would  be  as  a term  descriptive  of  the  gross 
appearance  of  an  introitus  and/or  vulva  to 
denote  that  there  is  a shrinkage  and  con- 
tracture of  tissue  and  probably  atrophy  of 
the  skin.  It  does  not  impart  knowledge  of 
the  underlying  pathologic  process  nor  of  the 
etiologic  factors.  A kraurotic  vulva  may 
be  senile,  the  result  of  surgical  cicatrization, 
a radiation  effect,  or  involved  in  a dermato- 
logic disease  process  such  as  lichen  sclerosus 
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et  atrophicus.  The  cause  may  be  multiple. 
There  is,  however,  no  universal  agreement 
on  the  usage  of  this  term.  Wallace  and 
Whimster*  imply  senile  atrophy.  Hyman 
and  Falk^  restrict  the  term  for  what  may  he 
called  idiopathic  or  premature  shrinkage  of 
the  labia  and  introitus  without  concomi- 
tant thinning  of  the  skin.  They  suggest 
this  may  he  a form  of  scleroderma.  Other 
writers  use  the  term  for  the  atrophy  which 
may  exist  in  cases  of  lichen  sclerosus  et 
atrophius.5  Still  other  authors  presume 
further,  and  it  is  not  unusual  to  find  another 
disease  state  implied,  that  of  so-called 
leukoplakia.6 

We  are  all  aware  today  that  the  term 
leukoplakia  is  descriptive  of  the  gross  ap- 
pearance of  a lesion.  It  means  “white 
plaque.”  It  does  not  and  should  not  imply 
nor  impart  knowledge  of  the  nature  of  the 
lesion.  This  can  be  determined  only  by 
microscopic  examination.  Numerous  con- 
ditions such  as  vitiligo,  leukoderma,  psori- 
asis, lichen  planus,  lichen  sclerosus  et 
atrophicus,  lichen  simplex  chronicus,  sebor- 
rheic dermatitis,  and  others  may  appear  as 
“white  lesions.”7  8 To  call  any  or  all  of 
these  conditions  leukoplakia  is  to  elude 
diagnosis,  evade  proper  management,  and 
court  confusion.  The  unfortunate  abuse 
of  this  term  has  been  compounded  by  an 
implied  ominous  portent  of  malignant  po- 
tential. This  association  was  obtained 
since  1878  when  Schwimmer9  first  de- 
scribed white  lesions  of  the  mouth  and 
tongue  and  demonstrated  the  onerous  na- 
ture of  these  lesions.  The  malevolent 
effect  of  this  too-catholic  application  of 
the  term  leukoplakia  is  only  now  beginning 
to  be  appreciated. 

Current  interest  in  the  field  of  vulval 
skin  diseases  has  caused  us  to  reconsider 
what  was  previously  and  erroneously  as- 
sumed. A review  of  early  works  reveals 
that  few  lesions  were  subjected  to  biopsy 
and  fewer  were  observed  and  given  repeat 
biopsies.  Diagnoses  were  made  by  gross 
appearance,  and  surgical  management  to 
the  extreme  extent  of  vulvectomy  was  so 
elected.  We  must  remind  ourselves  that 
the  basic  principles  of  medical  thinking  are 
applicable  in  all  instances,  vulvas  not  to  be 
excluded. 

We  introduce  then  the  pathologist  as  an 
obvious  vital  member  of  any  vulvar  study 
group.  Without  histopathologic  diagnosis, 


we  cannot  hope  to  undo  the  past,  reorga- 
nize our  knowledge,  and  stride  significantly 
forward.  The  pathologist,  like  the  cli- 
nician, must  relegate  the  term  leukoplakia 
to  antiquity.  The  tendency  to  label  as 
leukoplakia  vulvar  biopsies  revealing  acan- 
thosis, hyperkeratosis,  parakeratosis,  and 
inflammatory  infiltration  persists  despite 
purifying  attempts  to  limit  the  usage 
specifically  to  instances  in  which  cellular 
atypia  is  demonstrated. 10  We  are  aware 
today  that  the  recognition  of  atypia  is  the 
key  to  management  of  vulvar  lesions. 

Jeffcoate2  and  McAdams  and  Kirstner11 
have  stressed  that  one  may  anticipate  ulti- 
mate malignant  alteration  in  instances  in 
which  atypia  is  evident  on  initial  biopsy. 
We  may  well  wonder  about  the  mysterious 
past  wherein  excellent  men  in  significant 
disagreement  with  each  other  have  de- 
scribed leukoplakia,  outlining  stages,  and 
anticipating  an  incidence  of  subsequent 
carcinoma  in  the  order  of  70  to  100  per 
cent.1213  How  much  leukoplakia  is  like 
the  unicorn,  about  whom  many  tales,  de- 
scriptions, and  even  drawings  exist,  al- 
though it  does  not  exist. 

Thorough  examination  and  evaluation 

Several  points  may  well  be  emphasized. 
First,  vulval  skin  disorders  merit  greater 
interest  than  has  been  extended  in  the  past. 
These  conditions  cause  much  needless  suf- 
fering to  countless  women.  Indifference 
cannot  be  justified  nor  condoned  by  ascrib- 
ing these  diseases  to  the  realm  of  psychoso- 
matic disorders.  This  is  as  wrong  as  the 
blind  hysteria  of  the  misguided  vulvectomy. 
The  lesions  are  distinct  and  real.  This 
can  be  and  should  be  demonstrated  by  care- 
ful evaluation.  Diagnosis  demands  the 
dignity  of  indicated  tissue  study  no  less 
than  do  the  other  organs  of  the  genital 
system.  Vulval  discomfort  is  neither  hu- 
morous nor  shameful.  A 3 to  5 per  cent2 
incidence  of  malignancy  initially  or  sub- 
sequently demonstrates  that  the  chronic 
vulvar  lesion  can  be  more  than  serious; 
it  can  be  lethal. 

Second,  the  degree  and  level  of  diagnosis 
and  management  would  be  elevated  by  the 
combined  efforts  of  the  gynecologist,  der- 
matologist, and  pathologist.  It  is  obvious 
that  the  dermatologist  and  the  gynecologist 
have  much  to  gain  from  each  other,  and 
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certainly  the  patient  would  gain  most. 
Knowledge  of  vulval  skin  disorders  can- 
not come  of  age  without  better  comprehen- 
sion and  organization,  and  this  can  be  ac- 
complished only  with  accurate  tissue  diag- 
nosis. 

Third,  a new  system  of  nomenclature 
must  be  considered  and  adopted,  one  based 
on  microdiagnosis  rather  than  on  diagnosis 
based  on  the  gross  specimen.  The  follow- 
ing classification  illustrates  the  system 
currently  used  by  the  Baylor  Vulval  Dis- 
ease Clinic.14  Notice  that  this  classifica- 
tion is  for  the  dystrophic  diseases  only. 
It  could  be  extended  to  include  the  in  situ 
lesions  and  true  carcinoma. 

Hypertrophic  lesions 

A.  Benign  lesions 

1.  Lichen  simplex  cronicus  (neuro- 
dermatitis) 

2.  Unclassified 

B.  A typical  hyperplasia  (dysplasia) 

Atrophic  lesions 

A.  Lichen  sclerosus  et  atrophicus 

B.  Senile  atrophy 

Mixed  dystrophy 

A.  Lichen  sclerosus  et  atrophicus  with  foci 
of  epithelial  hyperplasia 

Our  suggestions  for  those  interested  in 
establishing  or  reorganizing  a vulvar  disease 
clinic  are  as  follows: 

A selection  should  be  made  of  interested 
and  oriented  gynecologist,  dermatologist, 
and  pathologist.  Residents  should  be  af- 
forded this  excellent  opportunity  to  learn 
diagnosis  and  management  of  vulvar  skin 
disorders. 

A standard  questionnaire  should  be  used 
for  a complete  history  with  special  emphasis 
on  vulvar  aspects. 

Physical  examination  of  each  patient 
should  include  inspection  of  total  skin 
surfaces  to  establish  the  presence  or  absence 
of  a generalized  skin  disorder,  careful  in- 
spection of  the  vulvar  skin,  and  routine 
pelvic  examination.  A photograph  is 
taken  of  the  initial  appearance  of  the  vulva 
and  repeated  as  changes  become  evident. 
Thus  a permanent  record  is  available  for 
both  teaching  purposes  and  for  long-term 
follow-up  study. 

Recommended  routine  tests  are:  Maz- 

zini,  urinalysis,  complete  blood  count,  blood 


sugar  determination,  and  Papanicolaou 
smears.  In  addition  the  vulvar  skin  may 
be  stained  with  toluidine  blue.  We  ex- 
amine the  vaginal  secretion  for  cells  and 
for  signs  of  infection.  A culture  is  made  on 
Nickerson’s  medium  to  determine  if  Can- 
dida is  present.  Biopsies  of  vulvar  lesions 
are  taken  initially  and  at  indicated  inter- 
vals during  treatment  and  observation. 
The  chart,  photographs,  and  biopsy  slides 
are  kept  on  file  as  part  of  the  patient’s 
record  and  are  available  in  clinic  for  review 
and  comparative  study.  In  managing 
chronic  vulvar  disorders,  it  is  imperative 
that  a good  rapport  be  established  with  the 
patient  and  that  she  appreciates  the  interest 
of  the  physician,  that  she  will  be  improved 
if  not  cured,  and  that  she  must  return  for 
revisits  as  recommended. 

The  establishment  of  such  clinics  must 
bring  new  light  to  the  field,  increase  our 
understanding,  knowledge,  and  manage- 
ment, and  afford  us  the  gratification  of 
rendering  better  patient  care.  This  is  the 
aim  and  hallmark  of  all  physicians. 

11  Shrub  Hollow  Road 
Roslyn,  New  York  11576 
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Discussed  by  KURT  SHALSHA,  M.D. 


Chest  Pain,  Dyspnea,  and  Cyanosis 
with  Heart  Murmurs  and  History  of 
Streptococcal  Bacteremia 


Case  history 

Stephen  Hermele,  M.D.:  A sixty- 

five-year-old  white  male  radio  station  em- 
ploye was  admitted  to  the  hospital  with 
anterior  chest  pain  of  three  hours’  dura- 
tion. 

The  patient  had  been  told  very  early  in 
life  that  he  had  a heart  murmur  presum- 
ably due  to  rheumatic  heart  disease;  his 
past  history  and  family  history  were  other- 
wise noncontributory.  He  was  well  for 
many  years  until  April,  1967,  when  re- 
current diurnal  fever  developed  for  four 
weeks  and  recurrent  chills  for  one  week. 
He  was  admitted  to  a hospital  at  that  time, 
where  physical  examination  revealed  a high 
fever,  tachycardia  with  a regular  sinus 
rhythm,  and  a blowing  systolic  murmur 
over  the  entire  precordium  consistent  with  a 
diagnosis  of  mitral  insufficiency.  There 
were  diffuse  rhonchi  throughout  both  lung 
fields  which  cleared  after  coughing.  The 
liver  edge  was  slightly  below  the  right 
costal  margin  and  was  nontender;  the 
spleen  was  questionably  palpable  just  below 
the  left  costal  margin. 

Laboratory  examinations  at  that  time 
revealed  an  elevated  white  blood  cell  count 
with  an  increase  in  immature  polymorpho- 
nuclear leukocytes,  a high  sedimentation 
rate,  and  mild  anemia.  The  urinalysis 
showed  microscopic  hematuria.  Blood 
cultures  were  positive  for  alpha  hemolytic 
streptococcus.  A roentgenogram  of  the 
chest  showed  enlargement  of  the  heart 


with  prominence  of  the  pulmonary  vas- 
culature (Fig.  1A).  The  electrocardiogram 
revealed  regular  sinus  rhythm  and  a right 
bundle  branch  block.  The  blood  urea 
nitrogen  was  reported  as  27  mg.  per  100  ml. 

During  the  four  and  one-half  weeks  in  the 
hospital,  the  patient  was  treated  with  in- 
travenous penicillin  20  million  units  and 
streptomycin  1 Gm.  daily  for  twenty  days. 
The  patient  showed  marked  improvement, 
with  disappearance  of  fever  and  chills, 
and  was  discharged  after  thirty-three  days 
in  good  condition. 

During  the  next  ten  months,  the  patient 
remained  well;  although  for  an  undis- 
closed period  of  time,  he  had  been  taking 
digoxin  0.25  mg.  daily.  About  two  months 
before  his  admission  to  the  Beekman- 
Downtown  Hospital,  vague  intermittent 
distress  developed  over  the  precordium  on 
mild  exertion.  On  the  morning  of  the  day 
of  admission,  the  patient  experienced 
dizziness,  profuse  diaphoresis,  generalized 
weakness,  nausea,  and  poorly  localized 
retrosternal  pain.  The  weakness  became 
more  severe;  the  retrosternal  pain  in- 
creased in  severity,  and  the  patient 
promptly  sought  admission. 

On  admission,  the  blood  pressure  was 
80/50  mm.  Hg,  pulse  rate  110,  and  res- 
pirations 20  per  minute;  the  temperature 
was  97  F.  The  patient  was  well  developed 
and  well  nourished,  conscious,  coherent  but 
cyanotic,  sweating  profusely,  and  in  ob- 
vious distress.  The  cyanosis  was  gen- 
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FIGURE  1.  (A)  Cardiac  enlargement  and  prominent  pulmonary  vascular  markings  one  year  before  present 
admission.  (B)  Portable  film  on  admission  showing  enlarged  heart,  increased  bronchovascular  markings, 
and  bilateral  pulmonary  infiltrations. 


eralized  and  persistent  in  spite  of  nasal 
oxygen.  The  conjunctivae  appeared  pale. 
The  lungs  were  clear.  Cardiac  examina- 
tion revealed  a rate  of  110  per  minute;  the 
heart  sounds  were  muffled  and  of  a poor 
quality.  At  the  cardiac  apex  there  were 
blowing  systolic  and  diastolic  murmurs 
difficult  to  grade  in  intensity;  there  also 
appeared  to  he  a questionable  diastolic 
murmur  over  the  aortic  area.  The  liver 
edge  was  palpable  2 to  3 fingerbreadths 
below  the  right  costal  margin;  the  spleen 
and  kidneys  were  not  palpable.  The  skin 
over  the  extremities  was  mottled. 

The  patient  was  anuric;  a urine  speci- 
men could  not  be  obtained.  The  hemo- 
globin was  17  Gm.  per  100  ml.  The  true 
glucose  was  233  mg.  and  the  blood  urea 
nitrogen  34  mg.  per  100  ml.;  the  carbon 
dioxide  content  was  15.6  mEq.,  potassium  6 
mEq.,  and  sodium  135  mEq.  per  liter. 
The  initial  SGOT  (serum  glutamic  oxalo- 
acetic transaminase)  was  204  units  (normal 
1 to  27),  the  SGPT  (serum  glutamic 
pyruvic  transaminase)  270  units  (normal  1 
to  40),  and  the  LDH  (lactic  dehydrogenase) 
1,450  units  (normal  200  to  600).  Repeat 
SGOT  was  120  units,  the  SGPT  95  units, 
and  the  LDH  1,010  units. 

A portable  chest  x-ray  film  revealed  a 


markedly  enlarged  cardiac  silhouette  with 
increased  hilar  and  bronchovascular  mark- 
ings and  scattered  fluffy  infiltrations  in 
both  lung  fields  (Fig.  IB). 

The  electrocardiogram  revealed  elevated 
S-T  segments  in  leads  I,  aVl,  V6,  and  V6, 
with  right  bundle  branch  block,  and  possi- 
ble right  ventricular  hypertrophy  (Fig.  2). 
There  was  also  left  axis  deviation  and  a 
single  premature  atrial  contraction  in  V3. 
The  impression  was  acute  anterolateral 
myocardial  infarction. 

The  patient’s  hospital  course  was  one  of 
progressive  deterioration.  After  transfer 
to  the  intensive  care  unit  on  the  day  of  ad- 
mission, he  remained  profoundly  dyspneic, 
with  cold  clammy  perspiration  and  con- 
tinuing peripheral  cyanosis.  The  blood 
pressure  was  determined  as  70  mm.  Hg 
systolic  by  palpation  only.  The  neck  veins 
were  distended;  the  quality  of  the  heart 
sounds  remained  very  poor.  Attempts  to 
raise  the  patient’s  blood  pressure  with  in- 
travenous metaraminol  (Aramine)  were  not 
successful;  on  one  occasion  the  blood  pres- 
sure rose  to  102  mm.  Hg  systolic,  hut  for  the 
most  part  it  remained  below  80  mm.  Hg 
systolic,  unaffected  by  the  addition  of 
levarterenol  bitartrate  (Levophed).  Anu- 
ria persisted;  digoxin  0.25  mg.  was  given 
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FIGURE  2.  Elevated  S-T  segments  in  leads  I, 
aVl,  Vs,  and  V8;  right  bundle  branch  block,  possible 
right  ventricular  hypertrophy  pattern;  suspected 
acute  antero-lateral  myocardial  infarction. 


intravenously.  The  heart  rate  progres- 
sively increased  to  150  per  minute  by  late 
afternoon,  at  which  time  the  blood  pressure 
and  pulse  could  not  he  recorded  periph- 
erally. The  patient  lapsed  into  coma; 
heart  action  and  respiration  ceased  entirely 
fourteen  hours  after  admission. 

Discussion 

Kurt  Shalsha,  M.D.;  I will  begin  by 
asking  that  the  roentgenograms  be  re- 
viewed. 

John  Batillas,  M.D.:  The  intra- 

venous pyelograms  from  the  other  hospital 
taken  in  April,  1967,  looked  grossly  normal 
but  are  partially  obscured  by  a great  deal  of 
gas  throughout  the  intestinal  tract.  The 
chest  film  at  that  time  shows  that  the 
cardiac  silhouette  is  enlarged  with  mod- 
erate prominence  of  the  pulmonic  segment 
and  a somewhat  hypoplastic  aortic  knob. 
The  pulmonary  markings  are  increased  bi- 
laterally, and  the  hilar  regions  are  particu- 
larly prominent,  with  a disproportionate 
prominence  of  the  vascular  hilar  structures. 
This  appearance  could  represent  rheumatic 
heart  disease,  but  I would  favor  a diagnosis 
of  congenital  heart  disease,  more  specifi- 
cally a septal  defect,  either  ventricular  or 
atrial.  The  picture  does  not  suggest  a 
patent  ductus. 


The  only  film  that  we  obtained  during  his 
admission  to  our  hospital  in  May,  1968,  is  a 
portable  chest  roentgenogram  which  again 
shows  the  markedly  enlarged  cardiac  sil- 
houette and  considerable  prominence  of  the 
pulmonic  segments.  The  vascular  mark- 
ings have  increased  since  April,  1967,  and 
now  suggest  an  element  of  congestive  heart 
failure. 

Dk.  Shalsha;  Do  you  see  on  the  right 
side  a double  density  which  might  suggest 
that  the  left  atrium  was  especially  en- 
larged? 

Dk.  Batillas:  No.  As  a matter  of 

fact,  I am  using  the  absence  of  left  atrial 
enlargement  as  one  of  my  reasons  for  favor- 
ing a septal  defect  rather  than  rheumatic 
mitral  stenosis. 

Dr.  Shalsha:  Is  a prominent  right 

ventricular  hypertrophy  suggested  by  these 
films? 

Dr.  Batillas:  I think  there  is,  with 

encroachment  of  the  cardiac  shadow  on  the 
retrosternal  space  in  the  lateral  film. 

Dr.  Shalsha:  Anyone  discussing  this 

case  would  be  guided  by  the  clinical  data  in 
this  protocol  to  a consideration  of  two 
major  clinical  entities:  the  first,  rheu- 

matic heart  disease;  the  second,  congenital 
heart  disease.  I shall  indicate  why  I have 
discarded  the  idea  of  rheumatic  heart  dis- 
ease in  this  case. 

The  patient  had  no  clear  knowledge  of 
definite  rheumatic  heart  disease;  the 
history  of  an  acute  episode  of  rheumatic 
fever,  with  cardiac  and  joint  involvement,  is 
missing  in  this  case.  It  would  be  difficult  if 
not  impossible  to  accept  the  presence  of 
mitral  stenosis  since  childhood  with  almost 
no  symptoms  for  nearly  fifty  years.  Of 
course  it  must  be  admitted  also  that  in 
about  40  per  cent  of  patients  with  rheu- 
matic mitral  disease  there  may  be  no 
definite  history  of  acute  rheumatic  fever 
symptoms.  But  even  granting  that  one 
forgotten  attack  of  rheumatic  fever  is  pos- 
sible, it  would  still  be  remarkable  that  the 
patient  should  subsequently  have  no  evi- 
dence of  progression  of  his  mitral  stenosis 
nor  serious  hemodynamic  deterioration  over 
a course  of  fifty  years.  So  I am  forced  to 
abandon  the  idea  that  this  patient  had 
rheumatic  heart  disease. 

I am  further  impressed  by  the  fact  that 
this  pansystolic  murmur  was  almost  an  in- 
cidental finding  on  physical  examination 
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during  his  first  hospitalization.  The  pres- 
ence of  a pansystolic  murmur  since  child- 
hood would  fit  much  better  into  the  diagno- 
sis of  interventricular  septal  defect.  We 
know  that  interventricular  septal  defects  in 
the  membranaceous  portion  of  the  septum 
are  compatible  with  long  life  and  few 
symptoms,  whereas  defects  in  the  lower 
portion  of  the  interventricular  septum  have 
a much  less  favorable  prognosis.  Very 
much  depends  on  the  pressure  gradient  be- 
tween the  left  and  the  right  ventricle  with 
the  shunt  usually  being  directed  from  left 
to  right  and,  in  extraordinary  cases,  a shunt 
from  right  to  left.  In  the  absence  of  per- 
sistent cyanosis,  I would  favor  the  inter- 
ventricular septal  defect  most  probably  in 
the  membranaceous  area.  A left  to  right 
shunt  would  be  associated  with  right  ven- 
tricular hypertrophy  and  possibly  with 
pulmonary  stenosis.  Often  with  an  inter- 
ventricular septal  defect  and  right  ven- 
tricular hypertrophy  one  finds  right  bundle 
branch  block.  On  the  electrocardiogram 
in  Vi  and  V2  there  were  deep  Q waves,  sug- 
gestive of  a previous  anteroseptal  myo- 
cardial infarction.  The  right  bundle 
branch  block  and  the  tall  R waves,  which 
tend  to  decrease  across  the  precordium 
from  position  Vi  to  V6,  suggest  a right 
ventricular  hypertrophy;  but  I believe  also 
that  he  had  an  anterolateral  myocardial  in- 
farction of  recent  occurrence.  Unfortu- 
nately only  one  electrocardiogram  is  avail- 
able, so  we  have  no  opportunity  for  com- 
parative study. 

It  would  seem  very  likely  that  this  pa- 
tient succumbed  to  bacterial  endocarditis. 
I will  not  make  a distinction  between  the 
subacute  and  the  acute  forms  of  bacterial 
endocarditis,  based  only  on  the  duration  of 
symptoms.  I would  think  it  much  wiser  to 
base  such  a distinction  on  the  virulence  of 
the  organism  and  /or  on  the  character  of  the 
pathologic  lesion.  Usually  the  vegetations 
caused  by  Streptococcus  viridans  in  the 
subacute  form  of  the  disease  are  finely 
granular,  whereas  the  acute  lesions  caused 
by  alpha  hemolytic  streptococcus  are  more 
likely  to  be  ulcerative,  often  associated  with 
hemorrhagic  emboli.  Acute  bacterial  en- 
docarditis, of  course,  can  also  be  due  to 
pneumococci,  staphylococci,  and  even  gono- 
cocci. 

When  endocarditis  is  associated  with  a 
congenital  malformation,  the  site  of  the 


vegetations  depends  on  the  directions  of 
blood  flow  through  the  congenital  defect. 
I believe  we  are  dealing  with  a ventricular 
septal  defect,  Roget’s  disease,  with  bac- 
terial vegetations  on  the  right  side  of  the  in- 
terventricular septum.  The  complications 
of  such  a bacterial  endocarditis  might  in- 
clude mycotic  aneurysms,  perforations  of 
valve  cusps,  rupture  of  the  chordae 
tendineae,  and  further  enlargement  of  the 
defect  in  the  interventricular  septum. 
This  condition  would  thus  offer  one  possible 
explanation  for  the  patient’s  terminal 
course,  with  multiple  septic  emboli  to  the 
lungs.  It  has  been  reported  that  bacterial 
endocarditis  occurs  in  30  per  cent  of  cases  of 
interventricular  septal  defect.2  Another 
possibility  may  be  bacterial  endocarditis 
involving  the  mitral,  tricuspid,  and  aortic 
valves.  The  highly  friable  vegetations 
could  thus  find  their  way  into  this  patient’s 
lungs,  kidneys,  and  possibly  into  the  coro- 
nary arteries.  It  is  understandable  that  a 
man  sixty-five  years  of  age  could  have  a 
degree  of  coronary  artery  disease  which 
would  explain  the  evidence  of  myocardial 
infarction  which  he  showed  during  his 
course  in  the  hospital.  It  is  possible  that 
portions  of  the  aortic  cusps  may  have  been 
fragmented  as  is  suggested  by  the  occur- 
rence of  both  systolic  and  diastolic  mur- 
murs during  his  terminal  course.  The 
terminal  events  include  both  shock  and 
anuria,  although  an  appearance  of  shock 
might  be  imitated  by  acute  congestive  heart 
failure.  The  anuria  might  have  been  due 
not  only  to  embolic  phenomena  but  also  to  a 
severe  glomerulonephritis.  With  such  a 
catastrophic  course  of  events  the  occurrence 
of  septic  emboli  in  the  lungs  would  only  be 
an  incidental  finding. 

Right  or  wrong,  this  is  my  conception  of 
the  case,  and  I hope  I am  not  completely 
out  of  order. 

Lewis  Bronstein,  M.D.:  On  the  most 

recent  chest  x-ray  film,  Dr.  Batillas,  there 
seems  to  be  a prominence  of  the  left 
ventricle,  that  suggests  either  a ventricular 
aneurysm  or  such  a marked  right  ventricu- 
lar hypertrophy  that  the  whole  cardiac  sil- 
houette is  displaced  to  the  left.  If  that 
finding  were  present  in  the  earlier  film  in 
1967,  it  would  be  entirely  consistent  with  an 
interatrial  septal  defect  more  so  than  with 
an  interventricular  septal  defect. 

Dr.  Batillas:  I believed  that  the 
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prominence  of  the  left  cardiac  margin  was 
evident  on  the  earlier  film  but  to  a lesser 
degree.  The  cardiac  enlargement  is  gen- 
eralized although  predominantly  of  the 
right  ventricle.  Consequently,  I do  not 
think  I can  exclude  either  a ventricular 
aneurysm  or  a septal  defect. 

Dr.  Bkonstein:  I agree  that  this  pa- 

tient most  probably  had  bacterial  endo- 
carditis on  the  basis  of  a congenital  defect. 
I am  wondering  if  he  had  sustained  an 
earlier  myocardial  infarction  with  aneurysm 
of  the  left  ventricle.  Possibly  the  electro- 
cardiographic changes,  including  the  pre- 
cordial S-T  segment  elevations  which  Dr. 
Shalsha  pointed  out  to  us,  could  be  con- 
sistent with  a ventricular  aneurysm.  A 
ruptured  chorda  tendinea  or  a papillary 
muscle,  related  to  coronary  atherosclerosis 
or  bacterial  endocarditis,  could  be  responsi- 
ble for  the  clinical  picture  on  admission  and 
for  the  rapid  downhill  course.  The  other 
question  is  whether  or  not  the  previous 
septal  defect  became  very  much  enlarged 
because  of  the  bacterial  vegetations,  leading 
to  increased  intensity  of  the  apical  systolic 
and  diastolic  murmurs. 

Harold  Coppersmith,  M.D.:  It  is 

extremely  unusual,  in  fact  almost  unheard 
of,  to  have  vegetations  on  interatrial  septal 
defects,  whereas  quite  the  contrary  is  true 
for  interventricular  septal  defects.  So  I 
propose  that,  if  the  patient  did  have  bac- 
terial endocarditis,  it  was  not  on  the  basis  of 
an  interatrial  septal  defect,  which  is  a nega- 
tive approach  to  the  diagnosis.  Further- 
more on  the  pyelogram  at  the  time  of  his 
prolonged  fever  I see  no  evidence  of  splenic 
enlargement,  again  a negative  finding  as  far 
as  bacterial  endocarditis  is  concerned. 

As  I understand  Dr.  Shalsha’s  choice  of 
diagnoses,  the  first  one,  at  the  other 
hospital,  would  be  subacute  bacterial  endo- 
carditis; the  second  would  be  a very  recent 
myocardial  infarction  possibly  with  rupture 
of  a valve. 

Dr.  Shalsha:  That  is  correct. 

Henry  Sampson,  M.D.:  I would  like  to 

venture  another  possibility  as  the  im- 
mediate cause  of  death,  namely,  rupture  of 
an  aneurysm  either  of  the  aorta  or  of  the 
left  ventricle.  Anuria  can  occur  when  a 
dissecting  aneurysm  of  the  aorta  involves 
the  renal  arteries. 

John  T.  Flynn,  M.D.:  I do  not  chal- 

lenge Dr.  Shalsha’s  statement  that  rheu- 


matic cardiac  disease  should  show  more 
symptoms  over  a fifty-year  period,  but 
would  you  not  expect  congenital  heart  dis- 
ease also  by  this  age  to  do  the  same? 

Dr.  Shalsha:  I anticipated  this  objec- 

tion. Therefore,  I made  a distinction  be- 
tween the  interventricular  septal  defects 
which  are  very  high  in  the  membranaceous 
part  and  those  which  occur  lower  down  in 
the  septum.  A high  interventricular  septal 
defect  may  leave  the  patient  undisturbed 
for  a great  many  years. 

Dr.  Bronstein:  Again,  I would  like  to 

reiterate  that  on  the  chest  film  in  1967  the 
pattern  of  marked  vascular  prominence  in 
the  hilar  areas  is  more  in  keeping  with  con- 
genital heart  disease.  There  is  no  double 
density  within  the  cardiac  shadow,  and, 
with  this  degree  of  change  in  the  right 
hilum,  you  would  certainly  expect  more 
evidence  of  an  enlarged  left  atrium  if  rheu- 
matic mitral  stenosis  were  present. 

Clinical  diagnoses 

1.  ? Rheumatic  heart  disease,  mitral  steno- 
sis, and  insufficiency 

2.  Coronary  arteriosclerosis;  acute  myo- 
cardial infarction 

3.  History  of  streptococcus  septicemia, 
most  probably  bacterial  endocarditis 

Dr.  Shalsha’s  diagnoses 

1.  Congenital  heart  disease  with  inter- 
ventricular septal  defect  and  superimposed 
bacterial  endocarditis 

2.  Acute  myocardial  infarction,  ? secon- 
dary to  coronary  embolus 

3.  Right  ventricular  hypertrophy  due  to 
left-to-right  shunt 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  This  is  a case  of 

congenital  heart  disease  with  an  isolated 
interatrial  defect.  As  in  many  patients 
who  have  lived  a long  time  with  this  defect, 
it  was  difficult  to  say  exactly  whether  it  is  of 
the  primum  type,  one  in  which  there  is 
defective  progression  of  the  septum  pri- 
mum; or  whether  it  is  a secundum  type,  a 
defective  formation  of  the  septum  secun- 
dum with  a large  foramen  ovale.  Some- 
times the  defect  looks  like  a combination  of 
both,  but  such  an  appearance  is  due  mainly 
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FIGURE  3.  Atrial  septal  defect  (arrows).  (A)  Right  side  of  heart;  (B)  left  side.  Note  normal  endocardial 
surfaces  of  valves  and  septal  defect  margins. 


to  the  long-standing  shunt  of  blood  across 
the  septum  which  dilates  and  deforms  the 
opening  even  more.  This  atrial  septal  de- 
fect presented  a large  opening  of  about  3 to 
3V4  cm.  in  diameter  (Fig.  3). 

The  mitral  valve  shows  a very  slight 
thickening  of  the  edge,  not  sufficient  to  call 
it  rheumatic;  there  is  certainly  no  shorten- 
ing of  the  chordae,  no  mitral  stenosis,  and 
no  evidence  of  bacterial  endocarditis  either 
along  the  mitral  valve  or  around  the  edge 
of  the  septal  defect.  Nor  was  there  evi- 
dence of  anything  I could  call  a healed 
lesion  of  bacterial  endocarditis. 

The  right  ventricular  wall  was  markedly 
hypertrophic  and  measured  about  0.8  cm., 
almost  three  times  normal  thickness.  I 
dissected  this  heart  and  weighed  the  two 
ventricles  separately.  The  whole  heart 
weighed  about  550  Gm.,  and  the  right 
ventricle  alone  weighed  230  Gm. 

One  frequently  associated  finding,  as  in 
this  case,  is  the  hypoplastic  aorta,  which 
was  at  one  time  considered  a part  of  a 
congenital  defect.  Now  it  is  believed  to  be 
caused  by  the  long-standing  mechanical 
alterations  of  blood  flow  which  create  an 
apparent  rather  than  a true  hypoplasia  of 
the  aorta.  In  this  case  the  pulmonic  valve 
was  more  than  9 cm.  in  diameter,  whereas 
the  aortic  valve  was  only  6 cm.  in  diameter, 
a greater  difference  than  one  would 
normally  find. 

The  only  other  major  anatomic  finding 
that  is  consistently  involved  with  this 
lesion  is  one  which  is  a result  of  this  shunt. 
There  is  a tremendous  increase  in  intra- 


vascular pressure  in  the  lungs,  and  the 
pulmonary  arterial  tree  as  in  this  patient  is 
markedly  dilated,  often  with  some  streaks 
of  atherosclerosis  in  the  larger  vessels. 
Microscopically,  the  lungs  showed  marked 
muscular  hypertrophy  of  the  arterial  walls, 
especially  in  the  smaller  vessels,  no  doubt 
indicating  pulmonary  hypertension.  There 
were  many  so-called  heart  failure  cells  in 
the  lungs  and  a small  pleural  effusion, 
indicating  chronic  passive  congestion. 

This  patient  showed  rather  severe  coro- 
nary arteriosclerosis,  associated  with 
streaks  of  fibrosis  in  the  myocardium  both 
grossly  and  microscopically.  These  prob- 
ably represent  small  ischemic  areas,  but 
there  was  no  evidence  of  extensive  recent 
myocardial  damage. 

There  was  severe  chronic  passive  conges- 
tion of  the  liver.  The  kidneys  showed  no 
evidence  of  nephrosclerosis.  The  spleen 
weighed  210  Gm.  and  thus  was  only  slightly 
enlarged;  it  showed  only  acute  congestive 
changes.  Microscopically,  the  bone  mar- 
row was  extremely  hyperplastic,  compatible 
with  the  polycythemia. 

Interatrial  septal  defect,  according  to  the 
Mayo  Clinic  autopsy  series,  represents 
about  9 per  cent  of  isolated  congenital  de- 
fects and  is  certainly  known  to  be  com- 
patible with  long  life.2  More  than  half  of 
the  patients  in  that  series  who  survived  in- 
fancy were  more  than  fifty  years  of  age 
when  they  died.  I,  personally,  have  seen 
one  such  patient  who  was  eighty-two  years 
of  age. 

These  patients  do  not  become  cyanotic 
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until  late  when  they  go  into  congestive 
failure. 

Dr.  Coppersmith:  I would  like  to  know 

if  you  found  any  old  or  recent  evidence  of  a 
prostatic  abscess.  Some  cases  of  bac- 
teremia arising  from  prostatic  abscesses  are 
misdiagnosed  as  subacute  bacterial  endo- 
carditis. 

Charles  M.  Karpas,  M.D.:  1 concur 

with  Dr.  Coppersmith.  It  is  almost  incon- 
ceivable to  me  that  subacute  bacterial 
endocarditis  would  completely  resolve  itself 
with  no  residual  pathologic  findings. 
Therefore,  it  is  necessary  to  search  for  a 
source  of  infection  in  some  other  organ.  At 
first  I thought  of  an  occult  type  of  pyelo- 
nephritis, but  Dr.  Moumgis  could  not  find 
any  evidence  of  such  a condition.  The 
other  possibility,  as  Dr.  Coppersmith  sug- 
gested, is  an  abscess  in  the  prostate  as  the 
source  of  septic  emboli.  In  such  cases,  the 
isolation  of  an  organism  from  the  urine 
would  add  support  to  this  idea. 

Dr.  Moumgis:  I did  not  find  a prostatic 

abscess.  In  fact,  the  prostate  was  small 
and  was  remarkably  free  of  any  lesions, 
except  for  an  occasional  focus  of  nonspecific 
fibroplasia. 

Dr.  Flynn:  Are  you  saying,  Dr.  Cop- 

persmith, that  a prostatic  abscess  could  be 
due  to  an  alpha  streptococcus? 

Dr.  Coppersmith:  Yes.  One  case  that 

I observed  personally  had  been  diagnosed 
as  endocarditis  on  the  basis  of  fever,  a heart 
murmur,  and  a half  dozen  blood  cultures 
positive  for  Streptococcus  viridans.  Even- 
tually autopsy  showed  only  a prostatic 
abscess  from  which  Str.  viridans  was  iso- 
lated. 

Dr.  Flynn:  At  the  time  of  the  febrile 

episodes  in  the  other  hospital,  the  urine 
contained  albumin  and  cellular  elements, 
which  might  have  originated  in  an  infected 
prostate  rather  than  from  a focal  glomer- 
ulonephritis associated  with  bacterial  endo- 
carditis. 

Let  us  return  to  the  cardiac  lesion  in  this 
case.  Dr.  Paganelli,  what  anatomic  con- 
siderations Eire  important  here? 

Hugo  Paganelli,  M.D.:  I should  like 

to  mention  some  aspects  of  the  embryo- 
genesis  of  this  lesion.  The  two  atria  really 
form  one  chamber  in  early  embryonic  life, 
but  in  the  third  or  fourth  week  of  intra- 
uterine gestation  a septum  forms  on  the 
upper  dorsal  wall  of  the  common  atrium 


and  gradually  grows  downward  and  for- 
ward to  create  two  chambers  out  of  one. 
For  quite  some  time  there  remains  an  open- 
ing between  the  two  atria,  the  ostium 
primum,  below  and  anterior  to  the  advanc- 
ing edge  of  the  growing  septum.  If  the 
normal  growth  of  this  septum  continues, 
this  ostium  primum  will  completely  close 
over;  at  the  same  time  that  this  closure  is 
progressing,  a thinning-out  process  occurs 
higher  up  on  the  septum  which  eventually 
perforates  and  becomes  the  ostium  secun- 
dum. Eventually,  to  close  this  second 
opening,  a second  sheet  of  tissue  begins  to 
grow  down  just  to  the  right  of  the  first 
septum  and  finally  surrounds  the  second 
opening.  Normally,  just  after  birth,  this 
second  septum  should  close  over  the  second 
opening  or  ostium  secundum.  When  it 
fails  to  do  so,  we  find  the  so-called  ostium 
secundum  defect  that  this  patient  appeared 
to  have. 

There  are  several  reasons  why  this  pa- 
tient’s lesion  would  be  an  ostium  secundum 
defect,  in  spite  of  the  pathologist’s  uncer- 
tainty at  the  autopsy  table.  First,  the 
ostium  secundum  defect  is  by  far  the  more 
common  of  the  two  types  of  interatrial 
septal  defects  and  is  compatible  with  long 
life.  The  ostium  primum  defect  is  quite  a 
different  problem.  As  the  first  septum 
grows  downward,  it  should  eventually  meet 
and  fuse  with  the  endocardial  cushion  at  the 
upper  end  of  the  interventricular  septum 
right  where  the  annulus  of  the  mitral  valve 
should  fuse  with  the  annulus  of  the  tri- 
cuspid valve.  Thus  a failure  of  the  first 
interatrial  septum  to  complete  its  growth 
and  to  close  the  ostium  primum  is  liable  to 
be  associated  with  an  inadequate  fusion  of 
the  tricuspid  annulus  with  the  mitral 
annulus,  often  allowing  the  formation  of  a 
cleft  mitral  and  a cleft  tricuspid  valve. 

Richard  B.  Nolan,  M.D.:  Dr.  Paga- 

nelli’s  description  very  clearly  indicates 
why  an  ostium  primum  defect  produces  a 
high-grade  shunt  of  blood  from  the  ven- 
tricular chamber  into  the  atrial  chambers, 
so  that  not  only  does  such  a patient  hemo- 
dynamically  have  an  interatrial  septal  de- 
fect, but  he  also  has  both  mitral  and  tri- 
cuspid insufficiency.  Furthermore,  he  ex- 
hibits atrioventricular  conduction  defects, 
because  the  upper  portion  of  the  ventricular 
septum  is  involved.  By  contrast,  an  iso- 
lated ostium  secundum  defect,  which  ac- 
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counts  for  about  90  per  cent  of  atrial  de- 
fects, does  not  involve  a defective  endo- 
cardial cushion,  so  that  the  annulus  of  the 
mitral  and  tricuspid  valves  are  uninvolved, 
it  is  true  that  this  patient  had  a large  septal 
defect  of  the  secundum  variety,  which 
hemodynamically  allowed  a significantly 
abnormal  blood  flow,  but  at  a low  level  of 
pressure  in  both  auricles.  This  left-to- 
right  low-pressure  flow  hemodynamically 
accounts  for  the  fact  this  patient  lived  so 
long  and  could  be  symptom-free  until 
pulmonary  hypertensive  changes  ulti- 
mately developed. 

The  ostium  secundum  defect  was  the  first 
defect  that  was  successfully  attacked 
surgically,  with  a current  mortality  rate  of 
less  than  1 per  cent.3  Surgical  correction 
of  an  ostium  primum  defect,  on  the  other 
hand,  involves  not  only  closure  of  the  de- 
fect itself  but  also  reconstruction  of  the 
deformity  in  the  annulus  of  the  mitral  valve 
or  of  the  tricuspid  valve.  There  is  also 
need  to  avoid  the  production  or  aggravation 
of  atrioventricular  heart  block  at  the  time 
of  the  surgical  procedure. 

Dr.  Paganelli:  I would  like  to  point 

out  also  some  clinical  features  of  interatrial 
septal  defect  of  the  secundum  variety. 
Bacterial  endocarditis  on  an  atrial  septal 
defect  margin,  or  in  the  adjacent  auricles,  is 
almost  unknown  except  for  3 or  4 cases  in 
the  literature.4  However,  there  are  several 
additional  cases  in  which  bacterial  endo- 
carditis involved  the  tricuspid  and  pul- 
monic valves  in  the  presence  of  an  atrial 
septal  defect,  presumably  due  to  the 
roughening  effect  of  the  very  high  rate  of 
blood  flow  over  these  two  valves.  The  life 
expectancy  in  secundum-type  atrial  septal 
defects  generally  is  thirty-five  to  forty  years 
of  age,  with  eventual  congestive  heart 
failure  and  pulmonary  hypertension.  Ar- 
rhythmias may  occur,  particularly  paroxys- 
mal auricular  tachycardia  and  auricular 
fibrillation.  Below  the  age  of  five,  about 
25  per  cent  of  patients  will  be  undetected 
because  of  the  absence  of  murmurs. 

The  murmurs  in  the  heart  are  not  due  to 
the  blood  passing  through  the  septal  open- 
ing but  are  related  to  the  increase  in  blood 
flow  on  the  right  side  of  the  circulation. 
The  diastolic  rumble  over  the  lower  part  of 
the  precordium  and  at  the  apex  is  due  to  an 
excessively  rapid,  voluminous  flow  of  blood 
over  the  open  tricuspid  valve.  The  char- 


acteristic fixed  splitting  of  the  second  heart 
sound  is  simply  due  to  the  fact  that  the 
pulmonic  valve  under  all  circumstances 
persistently  closes  later  than  the  aortic 
valve. 

Dr.  Flynn:  Since  many  patients  live  to 

a ripe  old  age  without  any  symptoms,  let  us 
not  forget  that  the  prognosis  in  this  condi- 
tion is  often  excellent,  and  therefore  the 
decision  regarding  surgical  correction  is 
difficult  to  make.  The  patient  with  mild  to 
moderate  congestive  failure  and  a mild  to 
moderate  elevation  of  the  pulmonary  artery 
pressure  on  catheterization  seems  to  re- 
spond best  to  surgery.  When  there  is  ad- 
vanced pulmonary  hypertension,  correction 
of  the  defect  may  not  only  fail  to  help  but 
may  also  do  serious  harm. 

Dr.  Nolan:  If  a patient  has  a severe 

elevation  of  his  pulmonary  artery  pressure 
approaching  his  systemic  arterial  pressure, 
the  benefit  from  surgical  correction  is  often 
not  marked.  I have  seen  patients  who  at 
catheterization  have  an  extremely  high 
pressure  gradient  across  the  pulmonic 
valve,  up  to  35  to  40  mm.  Hg,  so  much  so 
that  you  are  tempted  to  think  in  terms  of 
pulmonic  stenosis. 

Actually  the  pressure  gradient  is  often 
related  simply  to  the  high  rate  of  blood 
flow  across  the  valve.  In  these  cases, 
closure  of  the  defect  will  often  cause  the 
pressure  gradient  across  the  pulmonic 
valve  to  disappear. 

Sometimes  the  left  ventricle  is  hypo- 
plastic in  the  presence  of  a large  interatrial 
defect,  since  most  of  the  blood  flow  is 
through  the  right  side  of  the  heart.  If  you 
close  the  defect,  you  suddenly  throw  the 
additional  burden  of  a very  large  blood 
volume  onto  a relatively  hypoplastic  left 
ventricle,  and  the  patient  may  do  very 
badly. 

Dr.  Bronstein:  If  during  the  admis- 

sion to  the  other  hospital  the  correct 
anatomic  diagnosis  had  been  made,  it  ap- 
pears probable  that  the  condition  might 
have  been  operable. 

Dr.  Nolan:  Well,  Dr.  Moumgis  did 

find  muscular  hypertrophy  in  the  vessels  in 
the  lungs,  which  would  suggest  pulmonary 
hypertension.  We  could  have  decided  the 
question  of  surgery  only  on  the  basis  of 
catheterization  findings,  which  unfortu- 
nately we  did  not  have  time  to  do.  You 
can  rely  only  on  a recent  catheterization 
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study,  because  pressures  progressively 
change,  and  the  ability  of  the  pulmonary 
vasculature  to  handle  an  increase  in  flow 
will  tend  to  diminish  over  a period  of  time. 

Dr.  Shalsha:  We  must  forgive  the 

doctors  at  the  other  hospital,  because  the 
clinical  evidences  of  bacterial  endocarditis 
were  so  overwhelming  as  to  make  them  dis- 
card consideration  of  an  interatrial  septal 
defect.  Likewise,  even  with  a diagnosis  of 
a congenital  defect,  it  would  he  a brave 
cardiovascular  surgeon,  indeed,  who  would 
wish  to  become  involved  with  endocardial 
tissue  that  had  an  apparent  proved  suscep- 
tibility to  bacterial  implantations.  Ad- 
mittedly, cardiac  surgeons  have  performed 
prosthetic  valve  operations  in  the  presence 
of  bacterial  valvular  vegetations  and  have 
had  remarkably  few  difficulties.5,6  In  such 
instances,  however,  the  need  for  operation 
was  so  imperative  as  to  override  all  other 
considerations.  With  our  case  at  the  other 
hospital  no  such  imperative  need  for  sur- 
gery was  manifest,  even  if  the  true  nature 
of  the  lesion  had  been  known.  The  very 
strong  impression  of  bacterial  endocarditis 
at  that  time  would  have  added  only  fur- 


ther discouragement  to  any  surgical  correc- 
tion of  the  defect. 

Final  anatomic  diagnoses 

1.  Congenital  heart  disease,  interatrial 
septal  defect,  secundum  type,  right  ventricular 
hypertrophy 

2.  Coronary  arteriosclerosis,  severe,  scat- 
tered myocardial  fibrosis 

3.  Muscular  hypertrophy  of  pulmonary 
arterioles,  secondary  to  diagnosis  number  1 

4.  Congesti ve  heart  failure 

5.  History  of  streptococcal  bacteremia, 
? secondary  to  prostatic  abscess 
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Coagulopathy  in  Pregnant  Woman 
Following  Car  Accident 


Obstetric  complications  such  as  abruptio 
placentae,  amniotic  fluid  embolism,  or  in- 
trauterine fetal  death  are  likely  to  initiate 
coagulopathy,  a defect  of  fibrin  clot.1 
These  complications  usually  occur  late  in 
pregnancy.2  Coagulopathy  developed  in  a 
woman  in  midpregnancy  following  a car 
accident,  was  recognized  promptly,  and 
treated  successfully  as  illustrated  in  the 
following  case  report. 

Case  report 

A nineteen-year-old  woman,  twenty-four 
weeks  pregnant,  was  admitted  to  the  obstetric 
department  with  profuse  vaginal  bleeding  one- 
half  hour  after  being  involved  in  an  automobile 
accident  in  which  she  sustained  blunt  trauma 
to  the  abdomen.  She  complained  of  dull  pain  in 
the  lower  part  of  the  abdomen  and  back  and 
stated  that  she  had  not  felt  fetal  movements 
since  the  accident. 

Physical  examination  revealed  a pale  woman 
with  blood  pressure  of  80/50  mm.  Hg  and  pulse 
rate  of  132.  The  uterus  was  enlarged  to  two 
finger-breadths  above  the  umbilicus  and  was 
tense  and  tender.  No  fetal  heart  sounds  were 
audible.  Liquid  blood  with  occasional  clots 
exuded  freely  from  the  cervix.  The  cervical  os 
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barely  admitted  a finger  tip.  Hematocrit  was  24 
and  hemoglobin  8.9  Gm.  per  100  ml.  Blood 
drawn  for  typing  and  cross-matching  did  not 
clot  readily,  and  a coagulation  work-up  re- 
vealed a fibrinogen  level  of  66  mg.  per  100  ml.; 
no  circulating  fibrinolysin  was  detected.  The 
patient  was  prepared  for  immediate  laparotomy 
with  the  presumptive  diagnosis  of  abruptio 
placentae. 

Following  the  intravenous  injection  of  0.4 
mg.  of  atropine,  and  with  whole  blood  and 
fibrinogen  being  rapidly  infused,  the  patient 
was  anesthetized  with  cyclopropane-oxygen  and 
maintained  in  a light  plane.  Succinylcholine, 
0.1  per  cent  intravenous  drip,  was  used  to  fa- 
cilitate endotracheal  intubation  and  to  provide 
muscular  relaxation.  Hysterotomy  disclosed  85 
per  cent  abruptio  with  the  uterine  cavity  filled 
with  blood  clots.  After  closure  of  the  uterine 
incision,  fresh  and  clotted  blood  was  noted  to 
well  up  in  the  upper  part  of  the  abdomen.  A 
ruptured  spleen  was  found  and  removed.  The 
patient  required  a total  of  3,500  ml.  of  blood 
and  8 Gm.  of  fibrinogen  to  replace  blood  loss 
and  restore  her  fibrinogen  level  to  normal.  At 
the  end  of  surgery,  her  clotting  time  was  five 
minutes,  and  her  fibrinogen  level  was  288  mg. 
per  100  ml.  She  made  an  uneventful  recovery. 


Comment 

The  coagulation  defects  in  pregnancy 
represent  hemolytic  reactions  with  diffuse 
clotting  and  marked  activation  of  the  fibri- 
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nolytic  system.-  Fibrinogen  is  depleted 
through  widespread  coagulation,  through 
destruction  of  fibrin  and  its  precursors  by 
fibrinolysis,  and  through  interference  with 
fibrin  polymerization  by  fragments  of  fibrin 
digestion  of  high  molecular  weight.1  Vari- 
ous terms  have  been  applied  to  these  condi- 
tions, notably  hypofibrinogenemia,  defi- 
brination, excessive  fibrinolysis,  and  more 
recently  consumptive  coagulopathy.  Re- 
gardless of  the  term  used,  the  condition 
implies  an  “exaggeration  of  the  normal 
scheme  of  coagulation  of  which  fibrinolysis 
is  the  final  phase.”1  The  typical  clotting 
profile  includes  decreased  levels  of  fibrino- 
gen, platelets,  and  factors  II,  V,  and  VII 
because  of  the  direct  action  of  thrombin. 
In  addition,  split  products  of  fibrinogen  or 
fibrin  may  be  present  because  of  secondary 
activation  of  the  fibrinolytic  system.3 
Clinically,  there  is  uterine  hemorrhage 
with  insufficient  clotting  as  well  as  bleed- 
ing from  the  mucous  membranes  and  sites 
of  venipuncture. 

Abruptio  placentae  ranks  first  among  the 
complications  of  pregnancy  which  are  asso- 
ciated with  the  risk  of  coagulopathy.4 
Fibrin  is  incorporated  into  a large  retro- 
placental  hematoma,  and  fibrinolysis  may 
be  stimulated  either  by  thromboplastin 
tissue  debris  absorbed  from  the  separated 
area  or  by  infusion  of  tissue  activator  sub- 
stances from  the  uterine  wall.12  The 
major  part  of  fibrinogen,  disappearing 
from  the  maternal  blood  stream  in  patients 
with  abruptio  placentae,  could  be  ac- 
counted for  as  fibrin  within  the  retro- 
placental  hematoma.5 

The  plasma  fibrinogen  level  rises  during 
the  course  of  gestation  from  an  average 
nonpregnant  value  of  250  to  350  mg.  per 
100  ml.  to  approximately  450  mg.  per  100 
ml.  at  term.  A level  below  150  mg.  per  100 
ml.  is  considered  potentially  hazardous,  and 
a level  below  100  mg.  per  100  ml.  is  always 
accompanied  by  a clotting  deficiency.4  Al- 
though the  determination  of  fibrinogen 
levels  is  not  a complicated  laboratory  pro- 
cedure, a fairly  rapid  diagnosis  of  clotting 
dysfunction  can  be  performed  without  any 
special  material.  A 5-ml.  sample  of  mater- 
nal blood  is  placed  into  a standard  test 
tube,  gently  agitated  four  or  five  times,  and 
observed  for  clotting.  Coagulation  is  de- 
fective if  a clot  does  not  form  within  six 


minutes,  or  if  the  clot  formed  is  soft  and 
lyses  within  one  hour.  The  presence  of  a 
circulating  fibrinolysin  is  confirmed  by 
mixing  equal  parts  of  maternal  unclotted 
blood  with  normally  clotted  control  blood; 
lysis  of  the  normal  clot  represents  a posi- 
tive result. 

Therapy  consists  of  replacement  of  blood 
and  fibrinogen,  reversal  or  prevention  of 
excessive  fibrinolysis,  and  correction  of  the 
underlying  disorder.  The  uterus  should  be 
emptied  by  the  most  rapid  route  available. 
If  delivery  from  below  is  not  imminent, 
laparotomy  should  be  performed.1  Fibrino- 
gen must  be  used  in  amounts  sufficient  to 
produce  a stable  clot.  To  elevate  fibrino- 
gen above  the  critical  level  of  100  mg.  per 
100  ml.,  a minimum  of  4 Gm.  of  fibrinogen 
dissolved  in  400  ml.  of  sterile  water  should 
be  infused  as  rapidly  as  possible.  If  clot- 
ting is  not  improved  significantly  within 
one  hour,  or  if  subsequent  determinations 
reveal  low  blood  levels,  an  additional  2 to 
4 Gm.  should  be  given.4  6 When  fibrinolysis 
is  evident,  epsilon-aminocaproic  acid 
(Amicar)  may  be  useful;  an  initial  prim- 
ing dose  of  5 Gm.  is  followed  by  1-Gm. 
doses  at  hourly  intervals.1  Recently,  the 
simultaneous  administration  of  fibrinogen, 
whole  blood,  and  heparin,  25  mg.  intra- 
venously, usually  followed  by  an  infusion 
in  eight  to  twelve  hours  of  125  mg.  in 
500  ml.  of  dextrose  solution,  has  been 
recommended  in  cases  of  proved  or  sus- 
pected consumptive  coagulopathy  to  depress 
the  enhanced  intravascular  coagulation. 
One  possible  exception  to  this  regimen  re- 
lates to  the  patient  requiring  major  surgical 
intervention.7  Heparin  should  also  be  given 
with  epsilon-aminocaproic  acid,  because  in- 
hibition of  fibrinolysis  may  I'esult  in  massive 
propagation  of  intravascular  clotting.8 

Anesthetic  management  of  the  bleeding 
obstetric  patient  must  be  designed  to  aid  in 
the  maintenance  of  circulatory  homeostasis 
and  to  prevent  additional  blood  loss  due  to 
uterine  relaxation.  A high  oxygen  concen- 
tration is  indicated  to  counteract  the  loss  of 
oxygen-carrying  erythrocytes  by  increasing 
the  amount  of  oxygen  dissolved  in  the 
plasma.  Cyclopropane  appears  to  be  a very 
suitable  agent.  Cyclopropane  is  adminis- 
tered with  a high  oxygen  concentration  and 
does  not  appreciably  affect  uterine  tone,  in 
contrast  to  other  potent  inhalation 
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agents.9  If  cyclopropane  is  not  available, 
nitrous  oxide  in  a 50  per  cent  mixture  with 
oxygen  or  low  concentrations  of  halothane 
or  methoxyflurane  may  be  substituted. 
Both  halothane  and  methoxyflurane  may 
cause  uterine  relaxation  even  in  low  con- 
centrations when  given  for  prolonged 
periods.9-11  Spinal  or  peridural  blocks 
should  not  be  employed  in  a patient  with 
hemorrhage  because  of  the  danger  of 
severe  arterial  hypotension  which  may  be 
difficult  to  control. 

Management  of  obstetric  conditions 
carrying  a high  risk  of  coagulopathy  “be- 
gins with  anticipation  and  frequent  clot 
evaluation.”1  This  case  demonstrates  that 
coagulation  defects  may  occur  at  any  time 
during  pregnancy,  and  that  awareness  of 
their  possibility  and  proper  therapy  will 
lead  to  a favorable  outcome. 
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QUESTION  41.  These  two  tracings  were  obtained  before  and  after  treatment  with  an  antiarrhythmic 
agent.  What  is  the  interpretation,  and  what  therapeutic  agent  had  been  used? 
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QUESTION  42.  The  initial  electrocardiogram  (A)  was  obtained  from  a twenty-four-year-old  woman  ad 
mitted  to  the  hospital  with  left  flank  pain  and  pyuria.  The  next  tracing  (B)  was  obtained  three  months 
later  following  a bout  of  severe  dyspnea  and  pleuritic  chest  pain.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  41.  The  tracing  dated  March 
29,  1960,  is  within  normal  limits;  there  is 
regular  sinus  rhythm.  Note  that  the  Q-T 
interval  is  normal,  and  there  are  no  signif- 
icant U waves.  In  the  tracing  dated 
September  27,  1960,  the  T wave  appears 
prolonged  in  lead  I.  On  careful  inspection, 
there  is  a prominent  U wave  superimposed 
on  the  T wave.  In  leads  V\  to  V4,  the  U 
wave  is  inverted  and  can  be  distinguished 
from  the  T wave.  The  patient  was  receiv- 
ing quinidine. 

Prominent  U waves  may  occur  during 


quinidine  therapy  and  are  not  evidence  of 
toxicity.  Hypokalemia  may  also  produce 
large  U waves. 

Question  42.  The  first  electrocardio- 
gram (A)  shows  regular  sinus  rhythm  and  is 
within  normal  limits.  The  second  (B) 
reveals  right  bundle  branch  block,  demon- 
strated by  a deep  S wave  in  leads  I,  II,  and 
V4  to  V6,  and  a late  broad  R wave  in  Vi  and 
V2.  The  development  of  right  bundle 
branch  block,  with  associated  T-wave 
inversions  in  the  precordial  leads,  Vi  and 
V2,  may  be  a manifestation  of  acute  cor 
pulmonale  secondary  to  pulmonary  emboli. 
In  this  patient,  the  diagnosis  of  pulmonary 
emboli  was  documented  by  pulmonary 
angiography.  Right  bundle  branch  block, 
however,  may  develop  in  a variety  of 
clinical  states. 
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| INSULIN  IS  ONE  of  the  most  important  hor- 
mones in  nutritional  interrelationships 
because  of  its  antidiabetic  and  lipogenic 
activity.  It  is  also  one  of  the  best  known 
polypeptide  hormones  which  can  be  ob- 
tained in  pure  chemical  form.  The  struc- 
ture of  the  insulin  molecule  has  been  deter- 
mined to  be  a complex  sequence  of  amino 
acids  in  two  unequal  chains  joined  by  disul- 
fide bridges ; its  physicochemical  properties 
also  have  been  thoroughly  investigated. 
However,  the  insulin  extracted  and  puri- 
fied from  the  pancreas  is  not  considered  to 
be  identical  to  the  insulin  in  the  blood. 
The  molecular  weight  of  the  pancreatic  in- 
sulin has  been  determined  at  approxi- 
mately 6,000  which  is  the  smallest  unit,  but 
insulin  may  exist  not  only  as  a monomer, 
dimer,  trimer,  but  also  as  a large  polymer 
in  the  blood.  This  problem,  the  state  of 
insulin  in  the  blood,  remains  to  be  eluci- 
dated together  with  insulin  assay  in  bio- 
logic fluids.  It  is  worth  while  to  review  the 
current  concepts  of  insulin  in  the  blood. 

Current  concepts 

The  most  classical  in  vivo  biologic  assay 
depends  on  the  blood  sugar-lowering  effect 
as  a quantitative  standard  of  insulin.  This 
is  still  used  for  determination  of  interna- 
tional units  of  insulin.  From  this  stand- 
point, the  results  obtained  from  the  in- 


geniously developed  radioimmunoassay  by 
Yalow  and  Berson1  several  years  ago  cannot 
be  called  a true  blood  insulin  level  unless 
the  insulin  level  obtained  by  immunologic 
methods,  applied  to  the  blood  sample,  can  be 
affirmed  to  be  equivalent  to  the  biologic  ac- 
tivity of  blood  insulin  in  vivo.  The  serum 
insulin  level  determined  by  immunoassay  is 
called  IRI  (immunoreactive  insulin),  and 
the  insulin  level  by  bioassay  is  called  ILA 
(insulin-like  activity).  There  is  no  abso- 
lutely specific  biologic  assay  method  for  in- 
sulin known.  For  instance,  radioactive 
carbon  dioxide  (C140.)  production  from  ra- 
dioactive carbon  (C14)  glucose,  the  most 
widely  used  in  vitro  bioassay,  using  excised 
rat  epididymal  fat  pad,  is  increased  by  oxy- 
tocin,2 growth  hormone,3  chymotrypsin,4 
phospholipase  C,5  ribonucleic  acid  and  ade- 
nylic acid,6  hyperosmolarity,7  and  so  on,  in 
addition  to  insulin.  ILA  includes  the  ac- 
tivities of  insulin,  its  inhibitors,  and  imita- 
tors present  in  the  blood  sample.  The  nor- 
mal values  of  ILA  obtained  by  various  in 
viti'o  biologic  methods,  reported  in  the  past, 
do  not  agree.  Biologic  activity  and  anti- 
genicity are  not  parallel  in  various  kinds  of 
insulin.  Even  if  insulin  extracted  from 
the  pancreas  should  specifically  respond  to 
insulin  antibody  in  vitro,  it  remains  to  be 
questioned  if  this  response  can  be  influ- 
enced by  any  factor  in  the  blood  stream,  or 
if  blood  insulin  has  the  same  immunologic 
characteristics  as  extracted  insulin.  A re- 
cent report  demonstrated  the  possibility  that 
an  insulin,  physicochemically  or  immuno- 
ehemically  different  from  crystalline  in- 
sulin, is  present  in  the  blood. 

Since  insulin  is  present  in  the  serum  in 
such  minute  quantities,  all  efforts  to  mea- 
sure it  accurately  require  concentration  and 
fractionation  of  sera  prior  to  assay.  Frac- 
tionation has  been  carried  out  using  cold 
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ethanol  or  zinc  salts,  and  biologic  assay  of 
individual  fractions,  using  Anderson,  Lind- 
ner, and  Sutton’s8  hypophysectomized  al- 
loxan rat,  has  been  attempted.9’10  Insulin- 
like activity  has  been  detected  in  the  pro- 
tein globulin  precipitate  (PGP)  fraction, 
by  the  zinc  salt  method,  and  in  the  II  and 
IV  serum  fractions,  separated  by  the  cold 
ethanol  method  of  Cohn.  Cohn’s  fractions 
II  and  IV  consist  mainly  of  beta  gamma 
globulin  and  lipoprotein.  It  was,  therefore, 
assumed  that  plasma  insulin  is  bound  to 
these  proteins.  The  insulin-like  activity  of 
these  fractions  was  lost  by  passing  them 
through  cationic  exchange  resins,  probably 
because  the  individual  proteins,  to  which 
the  insulin  is  bound,  are  adsorbed  to  the 
resin. 

Ion  exchange  resins  have  been  utilized 
extensively  to  separate  serum  fractions  pos- 
sessing insulin-like  activity  and  to  assay 
free  insulin.  Resin  radioimmunoassay  is 
based  on  the  absorbance  of  free  I131  (radio- 
active iodine)  insulin  in  veronal  buffer  by 
anion  exchange  resins.11  From  the  differ- 
ence of  absorption  of  serum  insulins  on  to 
Dowex  50  resin,  Antoniades  et  al.12  pro- 
posed that  free  and  bound  forms 
exist.  Bound  serum  insulin,  separated  by 
Antoniades  et  al.,  was  eluted  from  a Dowex 
50  column  by  acid  or  alkali.  This  author  and 
his  co-workers  demonstrated  that  guinea 
pig  anti-insulin  serum  inhibited  the  action 
of  free,  resin-unabsorbed  insulin,  but  not 
bound  insulin.  From  the  results  of  further 
studies,  employing  in  vitro  biologic  assay, 
they  postulated  that  bound  insulin  is  com- 
plexed  with  a basic  protein,  which  is 
readily  freed  by  treatment  with  an  adipose 
tissue  extract. 

It  was  found  that  in  fasting  nondiabetic 
subjects  most  of  the  serum  insulin  is  pres- 
ent in  the  bound  form.  Free  insulin  in- 
creases in  these  normal  subjects  after  in- 
travenous glucose.  Minimal  increases  in 
blood  sugar  normally  act  as  a trigger  caus- 
ing biologically  inactive  bound  insulin  to  be 
dissociated  from  the  basic  protein  and  to 
appear  in  the  free  form.  On  the  other 
hand,  in  diabetic  patients,  despite  the  hy- 
perglycemia, most  of  the  serum  insulin  re- 
mains in  the  bound  form.  This  abnormality 
of  the  insulin  dissociation  mechanism  has 
been  postulated  to  be  related  to  the  cause  of 
the  disease  by  Antoniades  et  al.n~ 21 


Serum  insulins  have  been  separated  by 
numerous  methods  including  Pevikon  zone 
electrophoresis,22  Sephadex  G50  columns,23 
and  continuous  flow  electrophoresis.24 
Different  names  have  been  applied  to  the 
serum  fractions  separated  by  these  various 
methods.  Thus  “big”  and  “little”  insulins 
were  described  by  Roth,  Gordon,  and 
Pastan.23  The  terms  suppressible  ILA  and 
nonsuppressible  ILA  have  also  been 
adopted,  because  separated  insulin  frac- 
tions differ  with  respect  to  their  activity 
after  treatment  with  anti-insulin  serum.22  25 

Samaan,  Fraser,  and  Dempster26  tried  to 
clarify  the  problem  of  the  forms  in  which 
insulin  exists  in  the  blood  by  further  use 
of  the  anti-insulin  serum  suppression 
method.  They  measured  the  serum  ILA  by 
the  rat  epididymal  fat-pad  method,  using 
radioactive  carbon  dioxide  or  radioactive 
carbon  fat  production  from  glucose-l-C14  as 
an  index  of  activity.  Then  they  studied 
the  influence  of  guinea  pig  anti-insulin  se- 
rum on  this  ILA.  In  their  early  studies 
the  insulin-like  activity  of  crystalline  insu- 
lin or  crude  insulin,  extracted  from  the 
pancreas  by  the  acid  ethanol  method,  typi- 
cal ILA,  was  completely  inhibited  by  anti- 
serum. Conversely,  the  insulin-like  ac- 
tivity of  normal  serum  or  an  acid  ethanol 
extract  of  normal  serum,  atypical  ILA,  was 
not  inhibited  by  antiserum.  They  success- 
fully separated  the  typical  serum  ILA  from 
the  atypical  serum  ILA  by  dialysis  through 
Visking  tubing  and  showed  by  this  method 
that  atypical  ILA  had  a molecular  weight 
of  more  than  30,000,  while  typical  ILA  had 
a lower  molecular  weight.  In  their  inves- 
tigations of  the  ILA  of  fasting  dog  sera, 
atypical  ILA  was  responsible  for  only  about 
10  per  cent  of  the  total  activity  of  the  se- 
rum from  the  pancreatic  vein.  After 
intravenous  glucose  injection,  the  total  ILA 
in  the  pancreatic  venous  blood  increased 
markedly,  but  the  major  increase  was  due 
to  typical  ILA.  This  suggested  that  insu- 
lin was  released  from  the  pancreas  in  a 
typical  form,  passed  through  the  liver, 
where  it  was  partially  modified  to  become 
atypical  ILA,  which  appeared  in  the  periph- 
eral blood. 

They  also  found  that  atypical  ILA  could 
be  changed  to  typical  ILA  by  exposing  it  to 
acid  ethanol. 

The  current  picture  remains  somewhat 


1202  New  York  State  Journal  of  Medicine  / May  1,  1969 


confused.  Samaan,  Fraser,  and  Demp- 
ster-'* claimed  that  atypical  insulin  was  not 
the  same  as  complexed  or  bound  insulin 
of  Antoniades.  Froesch  et  a/.25  have  re- 
ported “free”  insulin  in  the  blood  of  dia- 
betic patients  in  amounts  equivalent  to  that 
present  in  normal  subjects.  The  molecular 
weights  of  serum  insulin  fractions  have 
differed  accordinp  to  the  method  of  separa- 
tion. 

The  various  forms  of  insulin  in  the  blood 
may  soon  be  characterized.  Insulin  exists 
in  physicochemical  states  in  the  blood 
which  are  different  from  the  insulin  ex- 
tracted from  the  pancreas,  and  the  possibil- 
ity that  insulin  is  bound  to  a specific  pro- 
tein in  the  blood  can  be  postulated.  When 
insulin  is  added  to  a patient’s  serum  con- 
taining insulin  antibody  caused  by  repeated 
insulin  injections,  most  of  the  insulin  is 
taken  up  by  the  beta  gamma  globulin. 
Prout  et  at.21  carried  out  electrophoresis  on 
I131  insulin  added  to  serum  which  moved 
faster  than  albumin  toward  the  anode,  but 
I131  insulin  added  to  normal  serum  moved 
predominantly  to  the  area  occupied  by  the 
alpha!  globulin  and  to  a lesser  degree  to  the 
albumin  ax*ea.  In  the  serum  of  patients  hav- 
ing insulin  resistance  I131  insulin  moved  to 
the  gamma  globulin  zone.  These  workers 
further  proved  this  by  immunoagar  electro- 
phoresis and  named  alpha!  globulin  with 
binding  ability  in  normal  serum  an  “insulin- 
carrying protein.”  It  still  remains  unsolved 
whether  the  rabbit  antihuman  serum  that 
they  used  in  order  to  form  an  alpha  globulin 
precipitin  arc,  where  radioactivity  of  added 
I131  insulin  was  found,  contained  the  anti- 
body to  this  insulin. 

However,  it  is  almost  impossible  to  obtain 
a specific  antibody  reacting  only  with  in- 
sulin-carrying protein. 

The  experiment  by  Moloney28’29  concern- 
ing neutralizability  of  blood  insulin  by 
anti-insulin  showed  the  possibility  of  dif- 
ferent immunochemical  characteristics  be- 
tween blood  insulin  and  pancreatic  insulin 
and  at  the  same  time  suggested  that  the 
acid-ethanol  extraction  method  could 
change  blood  insulin  to  a neutralizable 
condition.  This  possibility  that  the  process 
of  extraction  or  purification  could  change 
immunologic  properties  of  insulin  was  also 
shown  by  Narahai'a  and  Williams.30  They 
explained  this  by  the  following  hypoth- 


esis: heterologous  antisera  neutralize 

only  typical  foi-ms  of  endogenous  insulin 
but  do  not  neutralize  atypical  forms 
because  of  masking  at  antigenic  sites 
where  the  antibody  is  bound.  One  of  these 
antigenic  sites  in  typical  insulin  might  be 
species  specific  and  the  other  unmasked 
site,  species  nonspecific.  Unmasking  of 
this  might  occur  in  the  pi’ocess  of  fi'eezing, 
thawing,  and  extraction  in  atypical 
insulin.  For  this  reason,  to  classify  typical 
and  atypical  ILA  or  suppressible,  nonsup- 
pressible  ILA  by  simply  adding  a certain 
amount  of  guinea  pig  antibovine  insulin  se- 
rum may  be  fallacious.  All  the  previously 
mentioned  repoi'ts  have  indicated  that  en- 
dogenous insulin  is  bound  to  cei'tain  serum 
protein  fractions  or  presents  diffex’ent  char- 
acteristics fx-om  purified  pancreatic  in- 
sulin. Berson  and  Yalow’s31-33  statements 
of  the  I’esults  obtained  fi'om  paper,  starch 
block,  and  starch  gel  electi’ophoresis  and 
from  ultracentrifugal  analysis  of  plasma 
containing  insulin  I131  have  failed  to  reveal 
any  evidence  for  the  binding  of  insulin  I131 
to  normal  plasma  proteins.  They  also  con- 
sidei’ed  that  a reversible  equilibrium  could 
not  be  established  between  bound  and  free 
insulin  since  measuring  levels  of  various 
dilutions  of  serum  agi'eed  well  in  radioim- 
munoassay. The  px-esence  of  bound  insulin 
which  is  not  suppressed  by  anti-insulin  sera 
and  is  undetectable  by  immunoassay  has  not 
been  dispx’oved.  Insulin-like  activity,  unde- 
tectable by  immunoassay,  may  not  always  be 
derived  fi-om  insulin  itself.  Anti-insulin 
serum  caused  severe  diabetic  symptoms  in 
various  animals.  This  means  that  all  the 
hormonally  active  endogenous  insulin  can 
bind  to  the  insulin  antibody.  Roth,  Gor- 
don, and  Pastan23  has  fui'ther  indicated 
that  thei’e  are  two  different  immunoreac- 
tive  insulins  in  the  sex'um  in  which  “big  in- 
sulin” might  be  a proinsulin. 

Summary 

Thex*e  ai'e  at  least  two  diffex*ent  fi’actions 
of  serum  which  demonsti’ate  insulin-like 
activity.  Whether  they  ai’e  insulin  or  not 
is  another  question.  Solving  this  confused 
status  of  insulin  in  the  blood  may  increase 
an  understanding  of  the  physiology  of  cai'- 
bohydrate  or  lipid  metabolism  and  patho- 
physiology of  diabetes  and  obesity. 
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1"  HE  ETIOLOGY  OF  Wegener’s  granulo- 
matosis is  in  doubt.  It  has  been  suggested, 
but  never  proved,  that  it  is  a hypersensi- 
tivity disorder,  falling  into  the  ever-widen- 
ing category  of  the  so-called  autoimmune 
diseases.  Wegener’s  granulomatosis  is  a 
triad  characterized  by  necrotizing  giant- 
cell granulomatosis  of  the  upper  respira- 
tory tract  and  lungs,  generalized  necrotiz- 
ing angiitis,  and  focal  glomerulitis.1  The 
mainstay  of  therapy  has  been  steroids,  al- 
though there  have  been  scattered  reports 
of  the  use  of  nitrogen  mustard,  6 mercap- 
topurine,  and  recently,  the  successful  use 
of  cyclophosphamide  by  Greenspan.2-3 
This  case  presentation  is  to  report  the 
first  successful  use  of  azathioprine,  to  our 
knowledge,  in  Wegener’s  granulomatosis.* 

* Since  this  report  was  first  prepared  on  May  5,  1966,  a 
report  has  appeared  by  Bouroncle.  B.  A.,  Smith,  E.  J.,  and 
Cuppage.  F.  E.:  Treatment  of  Wegener’s  granulomatosis 

with  Imuran,  Am.  J.  Med.  42:  314  (Feb.)  1967. 


Case  report 

The  patient,  a forty-two-year-old  Negro 
woman,  was  admitted  to  the  Lenox  Hill 
Hospital  on  April  16,  1965,  with  a swelling 
and  redness  of  the  paraocular  area  3 by  3 
cm.  just  medial  to  the  left  medial  canthus, 
and  mucopurulent  drainage  from  the  left 
nostril.  The  admitting  diagnosis  was 
acute  dacryocystitis.  The  abscess  drained 
spontaneously  on  April  17,  1965;  cultures 
were  negative.  Complete  blood  sugar  and 
urinalysis  on  April  17  were  within  normal 
limits.  X-ray  films  of  the  chest  on  May  10 
and  paranasal  sinuses  on  April  22  gave  neg- 
ative results. 

Treatment  with  sulfisoxazole  diolamine 
(Gantrisin  ointment),  an  ophthalmic  solu- 
tion, and  tetracycline  from  April  16  to  May 
16,  1965,  was  ineffective.  By  July  10  the 
paraocular  lesion  had  become  a deep  ulcera- 
tion, 3 by  1 cm.,  communicating  with  the 
nasal  cavity.  On  May  10,  a biopsy  of  the 
tissue  next  to  the  orifice  of  the  lacrimal 
duct  and  left  inferior  turbinate  was  re- 
ported as  showing  acute  and  chronic  in- 
flammation of  the  nasal  mucous  membrane 
which  was  characterized  by  granulation 
tissue  containing  numerous  lymphocytes, 
plasma  cells,  and  polymorphonuclear  neu- 
trophils. 

A biopsy  of  the  left,  infraorbital  region 
on  May  17,  however,  revealed  heavy,  in- 
flammatory cell  infiltration,  histiocytes,  nu- 
merous multinucleated  giant  cells,  and 
several  thick-walled  arterioles  with  consid- 
erable perivascular  inflammatory  cell  infil- 
tration and  some  suggestion  of  smudgy  de- 
generation consistent  with  Wegener’s  syn- 
drome (Fig.  1).  This  was  confirmed  by 
Arthur  Purdy  Stout,  M.D.  The  clinical 
course  of  the  patient  from  this  point  on  is 
graphically  represented  in  Figure  2. 

There  was  progression  of  disease  during 
the  period  from  May  10  to  June  7,  1965, 
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FIGURE  1.  Biopsy  of  left,  infraorbital  region,  May 
17,  1965.  Note  giant  cell  granuloma  and  necrotic 
arterial  wall  (X155). 


with  rapid  enlargement  and  ulceration  of 
the  paraocular  lesion  and  temperature 
which  rose  to  101  F. 

X-rays  films  on  May  17  revealed  destruc- 
tion of  the  superior  border  of  the  left  fron- 
tal sinus  and  the  superior  medial  aspect  of 
the  left  orbit.  Amethopterin,  7.5  mg. 
daily,  was  given  from  May  22  to  29,  1965, 
and  10  mg.  daily  from  May  29  to  June  7, 
1965.  Simultaneously,  prednisone  was 


started  at  45  mg.  daily  and  gradually  ta- 
pered to  15  mg.  daily  by  June  7.  Oral  sto- 
matitis appeared  on  June  7.  On  June  10, 
the  white  blood  cell  count  was  3,477,  and 
the  urinalysis  revealed  the  white  blood 
count  to  be  10  to  12  per  high-power  field. 
The  paraocular  lesion  continued  to  deteri- 
orate. 

The  prednisone  was  decreased  from  10 
mg.  to  5 mg.  daily,  from  June  7 to  17,  1965. 
On  June  18,  chills  were  experienced  and 
the  temperature  rose  to  102.6  F.,  then  sub- 
sided on  June  22  when  the  prednisone 
was  increased  to  60  mg.  daily.  On  June  21 
the  erythrocyte  sedimentation  rate  was  100 
mm.  per  hour.  When  the  prednisone  was 
reduced  to  20  mg.  daily,  the  temperature 
again  rose  to  102  F.  from  July  3 to  July  7, 
1965.  The  prednisone  was  increased  again 
to  40  mg.  daily,  and  the  temperature  sub- 
sided. 

A left  mediastinal  mass  was  seen  on  x- 
ray  films  on  July  7,  1965.  From  July  7 to 
11,  1965,  phenylbutazone,  400  mg.  daily, 
was  given  for  a mild,  bilateral,  superficial, 
femoral  thrombophlebitis,  which  then  sub- 
sided. 
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FIGURE  3.  Paraocular  lesions.  (A,  upper  left)  July  10,  1965,  3 X 1 cm.,  deeply  ulcerated.  (B,  upper  right) 
August  3,  1965,  1 X 0.5  cm.,  re-epithelization  from  inferior-medial  borders  apparent.  (C,  lower  left) 
September  1,  1965,  0.8  X 0.5  cm.  (D,  lower  right)  April  11,  1966,  0.1  X 0.1  cm. 


By  July  15,  it  was  apparent  that  the 
disease  was  progressing  in  the  paraocular 
and  mediastinal  areas,  despite  amethopterin, 
to  toxicity,  and  prednisone,  varying  from  5 
to  60  mg.  daily,  and  that  systemic  symptoms 
would  appear  whenever  prednisone  fell  be- 
low 20  mg.  daily.  From  April  16  to  July  15, 
1965,  the  patient’s  subjective  symptoms  were 
nonproductive  cough,  pain  in  the  paracular 
lesion,  anorexia,  and  malaise.  On  July  15, 
1965,  treatment  with  prednisone,  200  mg. 
daily,  and  azathioprine,  200  mg.  daily,  was 
begun. 

By  July  18,  the  patient  felt  well  for  the 
first  time  and  the  cough  and  pain  had 
disappeared.  On  July  20,  it  was  noted  that 
the  paraocular  lesion  was  beginning  to  heal 
from  the  edges  and  by  August  3 had  dimin- 
ished from  a pretreatment  size  of  3 by  1 
cm.  (Fig.  3A)  to  a triangular  lesion  mea- 
suring 1 by  0.5  cm.  (Fig.  3B).  Lamina- 
grams  on  July  16,  1965,  revealed  bilateral 
widening  of  the  superior  mediastinum,  two 
cavities  in  the  right  midlung  field,  1.5  cm. 
and  2 cm.  in  diameter,  and  a small  nodule 
on  the  right,  just  above  the  diaphragm 


(Fig.  4A  and  C).  By  July  23,  narrowing  of 
the  superior  mediastinum  and  a decrease  of 
the  2-cm.  diameter  cavity  to  1.5  cm.  were 
noted.  By  September  30,  1965,  forty-six 
days  after  the  new  therapeutic  regimen 
was  instituted,  laminagrams  of  the  chest 
showed  completely  negative  findings  (Fig. 
4B  and  D).  The  erythrocyte  sedimentation 
rate  had  fallen  from  100  mm.  per  hour  on 
June  21,  to  5 mm.  per  hour  on  July  25,  1965. 

An  intravenous  pvelogram  on  July  26, 
1965,  revealed  deformed  calyces  on  the 
right.  A left  renal  biopsy  on  July  30,  1965, 
yielded  normal  renal  tissue. 

On  August  3,  1965,  a left  Bartholin  ab- 
scess drained  spontaneously.  Azathioprine 
was  continued  at  200  mg.  daily,  but  the 
prednisone  was  gradually  reduced  to  20  mg. 
daily  by  August  26  and  discontinued  on 
September  13,  1965.  The  patient  continued 
to  improve.  The  paraocular  lesion  mea- 
sured 0.8  by  0.5  cm.  on  September  1,  0.5  by 
0.5  cm.  on  September  10,  and  0.4  by  0.2  cm. 
on  October  4,  1965  (Fig.  3C).  X-ray  films 
of  the  paranasal  sinuses  on  October  4 re- 
vealed healing  of  the  bone  lesions.  Serum 
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FIGURE  4.  Laminagrams.  (A,  upper  left)  July  16,  1965,  left  chest, revealing  cavity  at  4 cm.  (B,  upper 
right)  September  30,  1965,  cavity  at  4 cm.;  cavity  no  longer  seen.  (C,  lower  left)  July  16,  1965,  left  chest  re- 
vealing cavity  at  15  cm.  (D,  lower  right)  September  30, 1965,  at  15  cm.,  cavity  no  longer  seen. 


electrophoresis  on  September  1 showed  the  globulin  (21.9  per  cent  on  July  7,  1965)  to- 

return  of  a previously  elevated  alpha-2  ward  normal,  15.8  per  cent.  The  patient 
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was  discharged  on  October  10,  1965,  on  a 
maintenance  dose  of  azathioprine  200  mg. 
daily. 

Her  outpatient  course  to  November  27, 
1967,  was  characterized  by  a continued, 
slow  healing  of  the  paraocular  lesion,  al- 
though it  never  completely  closed.  On 
April  11,  1966,  it  was  0.1  by  0.1  cm.  in  di- 
ameter (Fig.  3D).  From  September  15, 
1965,  to  February  17,  1966,  a period  of  five 
months,  she  received  azathioprine  only  and 
was  symptom  free. 

On  August  30,  1966,  a sixth  nerve  paraly- 
sis on  the  left  side  appeared,  and  cleared 
after  four  months  of  BlL,  1,000  micrograms 
weekly. 

In  December  1966,  there  was  exacerba- 
tion of  disease  characterized  by  granulo- 
mas of  the  vocal  cords  and  two  new  cavi- 
ties in  the  right  lung,  which  responded  to 
azathioprine,  250  mg.,  and  prednisone,  200 
mg.  daily,  with  complete  disappearance  of 
all  lesions  by  February,  1967.  By  March 
9.  1967,  the  prednisone  had  been  reduced  to 
20  mg.  daily.  This  was  continued  un- 
changed with  azathioprine,  250  mg.  daily, 
to  November  27,  1967.  The  only  known 
lesion  present  then  was  a 2-mm.  diameter 
defect  in  the  left  medial  para-orbital  area. 

Summary 

This  patient’s  clinical  course  can  be  di- 
vided into  5 phases.  Phase  1,  April  16  to 
May  22,  1965,  was  the  rapid  progression  of 
disease.  Phase  2,  May  22  to  July  15,  1965, 
was  the  failure  of  amethopterin  and  pred- 
nisone in  controlling  the  disease.  Phase  3, 
July  15  to  September  13,  1965,  was  the  dra- 
matic reversal  of  disease  through  the 
combined  use  of  azathioprine  and  predni- 
sone in  high  dosage,  and  the  continuation 


of  improvement  as  prednisone  was  tapered 
to  below  levels  which  were  previously  asso- 
ciated with  exacerbation  of  disease.  Phase 
4,  September  13,  1965,  to  February  17, 
1966,  a period  of  five  months,  was  the  rela- 
tive quiescence  of  disease  on  azathioprine 
alone.  Phase  5,  February  17,  1966,  to  No- 
vember 27,  1967,  was  the  need  to  control 
the  disease  by  adding  prednisone  to  aza- 
thioprine. 

It  is  apparent  that  the  disease  process  in 
this  patient  has  not  been  cured  but  is  only 
being  suppressed.  We  have  never  been 
able  to  document  renal  involvement,  al- 
though this  might  be  suspected  from  the 
persistent  hematuria. 

The  dramatic  clinical  response,  with 
clearing  pulmonary  lesions  radiographi- 
cally, healing  of  bony  lesions  of  the  left 
frontal  sinus,  and  almost  complete  closure 
of  the  paraocular  defect,  and  fairly  good 
control  of  disease  for  twenty-eight  months 
following  the  use  of  the  immunosuppressive 
agent  azathioprine  and  steroids  in  large 
dosages,  lends  support  to  the  thesis  that 
Wegener’s  granulomatosis  is  a disorder  of 
antigen-antibody  interaction. 

Addendum 

Forty-five  months  later,  on  April  3,  1969, 
the  patient  continued  in  remission  on  pred- 
nisone, 15  mg.,  and  azathioprine,  250  mg. 
daily. 
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Hydranencephaly  is  an  infrequent  con- 
genital malformation  of  the  central  nervous 
system  and  defined  by  Potter1  as  “an  abnor- 
mality consisting  of  complete  or  almost 
complete  absence  of  the  cerebral  hemi- 
spheres, the  leptomeninges  and  dura  being 
completely  formed  and  occupying  their  nor- 
mal position  in  the  skull.” 

Cruveilhier2  is  credited  with  being  the 
first  to  describe  this  abnormality  of  the 
central  nervous  system.  The  term  “hydran- 
encephaly” was  coined  by  Spielmeyer  in 
1905. 3 Since  then,  other  names  used  to  de- 
scribe this  condition  are  hydro-encephalo- 
dysplasia,  gross  hydrocephalus,  severe  bi- 
lateral porencephalia,  and  hydrenceph- 
aly.4-7 

Hydranencephaly  in  twins  is  a rare 
occurrence.  To  the  best  of  our  knowledge 
the  only  other  report  is  by  Spielmeyer.3 
He  described  the  birth  of  female  twins  fol- 
lowing a normal  eight-month  gestation  of  a 
twenty-four-year-old  woman.  Each  infant 
weighed  about  2,400  Gm.  and  their  skulls 
appeared  normal.  The  twins  died  due  to 
respiratory  difficulties  on  the  second  and 
seventh  day,  respectively.  The  findings  at 
autopsy  of  the  first  twin  were  absence  of 
both  cerebral  hemispheres  with  only  a 
pedunculated  vesicle  anterior  to  the  pitu- 
itary fossa.  The  midbrain  and  cerebellum 
were  present,  however.  It  was  noted  that 
there  were  increased  vascularity  and  yel- 


lowish-red to  brownish  pigmentation  in  the 
covering  membranes.  In  the  second  twin, 
a sac  filled  with  blood-colored  fluid  (about 
280  cc.)  was  found  replacing  the  hemi- 
spheres. At  the  base  of  the  sac,  the  basal 
nuclei  with  choroid  plexus  were  present  as 
well  as  a normal  brain  stem  and  cerebel- 
lum. Here,  too,  the  meninges  showed  in- 
creased vascularization.  In  both  twins  the 
histologic  examination  revealed  blood  pig- 
ments and  heme  crystals  with  evidence  of 
old  and  recent  bleeding  and  neovascular- 
ization of  the  membranes.  The  vessels  of 
the  circle  of  Willis  on  the  base  of  the  skull 
were  intact.  Spielmeyer  concluded  from 
his  findings  that  the  abnormality  was 
caused  by  a hemorrhagic  destructive  pro- 
cess. 

We  also  encountered  hydranencephaly  in 
a pair  of  twins  in  which  the  diagnosis  was 
based  on  autopsy  findings  in  one  and  on 
roentgenologic  studies  of  the  other.  We 
want  to  report  these  with  a brief  review  on 
hydranencephaly. 

Case  report 

These  twins  were  born  on  July  30,  1964, 
to  a healthy,  twenty-year-old  Negro 
woman,  multigravada,  after  thirty-eight 
weeks  of  gestation.  The  pregnancy  was  un- 
eventful. 

Twin  1.  The  patient,  a male,  was  born 
weighing  3 pounds,  4 ounces.  Position  at 
birth  was  the  left  occipitoanterior.  Low 
forceps  were  used  to  deliver  the  baby. 
Resuscitation  was  necessary  and  the  infant 
started  to  breathe  after  one  to  three  min- 
utes. The  Apgar  score  was  1 to  5. 

The  infant  was  described  as  pale  but  not 
jaundiced.  Respiratory,  cardiovascular, 
genitourinary,  and  musculoskeletal  systems 
were  reported  within  normal  limits.  The 
head  was  normocephalic,  and  the  fontanels 
were  soft.  The  liver  was  palpable  1 cm. 
below  the  costal  margin.  The  hemoglobin 
was  7 Gm.  per  100  ml.  He  remained  in 
poor  condition  until  his  death  three  days 
later.  Immediately  prior  to  death,  his  res- 
piratory rate  was  30  per  minute  and  heart 
rate  was  140  beats  per  minute. 

The  abnormal  findings  at  autopsy  were 
restricted  to  the  central  nervous  system. 
The  appearances  of  the  skull,  dura,  and 
sinuses  were  normal.  No  subdural  hema- 


1210  New  York  State  Journal  of  Medicine  / May  1,  1969 


FIGURE  1.  Autopsy  finding  of  Twin  1.  Greater 
part  of  calvarium  is  removed  exposing  the  contents 
of  cranium.  Sphenoid  wing  (-»)  can  be  identified 
in  left  and  in  right  upper  area;  the  tentorium,  reveal- 
ing some  hemorrhage,  can  be  seen.  Malformed 
falx  (— •)  crosses  cranial  cavity  and  reaches  rudi- 
mentary occipital  lobe  (|).  In  center,  structures 
of  basal  ganglia  and  choroid  plexus  are  visible  ( 1 ). 
Most  of  these  structures  are  covered  by  a vascular, 
translucent  membrane. 


toma  was  present.  A large  amount  of 
yellowish,  cerebrospinal  fluid  filled  the 
cranial  cavity.  The  falx  was  incompletely 
developed.  There  was  absence  of  both  ce- 
rebral hemispheres.  On  the  base  of  the 
middle  fossa  was  a mass  of  brain  substance 
in  the  shape  of  the  basal  ganglia  and  the 
midbrain  and  rudimentary  occipital  lobe. 
Choroid  plexuses  could  be  identified  on 
top  of  the  midbrain  mass.  These  struc- 
tures were  covered  by  a vascular,  translu- 
cent, pial  membrane  (Fig.  1). 

Twin  2.  The  patient  was  a male,  second 
of  the  twins,  born  ten  minutes  later  than 
his  brother.  He  weighed  4 pounds,  3 
ounces.  Resuscitation  was  also  necessary. 
The  Apgar  score  was  rated  at  2 to  3. 

Physical  examination  revealed  a jaun- 
diced baby  with  slight  cyanosis  of  the 
extremities.  Respiratory,  cardiovascular, 
genitourinary,  and  musculoskeletal  systems 
were  considered  normal.  The  head  was  de- 
scribed as  normocephalic  and  the  fontanels 
as  patent  and  not  bulging.  No  neurologic 
abnormalities  were  found.  He  was  dis- 
charged thirteen  days  later  in  good  condi- 
tion. 

Three  months  later  the  child  was  re- 
admitted because  of  an  enlarging  head 
and  increased  ix*ritability.  Examination  of 
the  central  nervous  system  revealed  a 


FIGURE  2.  Septum  off  midline  accounted  for 
double  contour  of  air-fluid  level. 


slightly  irritable  child  and  the  head  circum- 
ference measured  43.7  cm.  Fontanels  were 
bulging.  Sunset-eye  sign  was  present  and 
the  pupils  were  equal  and  reacted  to 
light.  Extraocular  muscles  were  normal 
and  no  nystagmus  was  noted.  The  child 
appeared  to  notice  light  and  would  turn  in 
response  to  a loud  noise.  No  facial  asym- 
metry was  noted  and  the  corneal  reflexes 
were  described  as  intact.  He  was  moving 
all  extremities  spontaneously.  Tone  was 
reportedly  normal.  Deep  tendon  reflexes 
were  depressed.  Both  plantars  were 
flexor.  On  transillumination,  the  entire 
head  illuminated  and  light  could  be  seen 
through  both  pupils  (Japanese  lantern  ef- 
fect). 

Air  study  showed  findings  consistent 
with  hydranencephaly.  The  air  reached 
the  inner  cranial  vault  and  lacked  any  ven- 
tricular pattern.  A septum  off  the  midline 
accounted  for  the  double  contour  of  the 
air-fluid  level  and  did  not  represent  a ven- 
tricular system  (Fig.  2).  The  inverted 
lateral  film  showed  the  air  covering  the 
floor  of  the  middle  fossa.  In  the  center  of 
the  middle  fossa,  a nubbin  of  tissue  was 
outlined,  presumably  remnants  of  the  basal 
ganglia  and  midbrain  (Fig.  3). 

A cerebral  angiogram  (with  a catheter  in 
the  right  subclavian  artery  via  the  brachial 
artery)  showed  filling  of  the  right  vertebral 
artery  and  partial  filling  of  the  right  com- 
mon carotid  artery  in  the  neck.  Also,  fa- 


May  1,  1969  / New  York  State  Journal  of  Medicine  1211 


FIGURE  3.  Center  of  middle  fossa,  nubbin  of  out- 
lined tissue,  presumably  remnants  of  basal  gan- 
glia. 


cial  branches  supplied  by  the  external  ca- 
rotid artery  were  demonstrated.  Intracra- 
nially,  however,  there  was  only  filling  of  the 
basilar  and  right  posterior  cerebral  arte- 
ries, but  no  vessels  of  the  anterior  circula- 
tion were  identifiable  (Fig.  4). 


The  cerebrospinal  fluid  was  slightly 
xanthochromic,  and  the  protein  content  was 
126  mg.  per  cent.  He  was  discharged,  and 
the  parents  were  informed  of  the  grave 
prognosis. 

The  child  was  followed  in  the  outpatient 
clinic  until  the  age  of  one  year.  He  had 
developed  strabismus  and  a right  spastic 
hemiplegia  which  progressed  to  quadri- 
plegia.  He  was  blind  and  severely  re- 
tarded, and  his  head  circumference  on  last 
examination,  July  16,  1965,  was  571/2  cm. 
He  was  placed  in  an  institution  and  died 
shortly  thereafter.  Permission  for  an  au- 
topsy was  not  obtained. 

Comment 

The  clinical  findings  in  hydranencephaly 
are  well  known  and  have  been  fully 
reported.8-12  There  is  no  further  need  to 
enumerate.  The  infant  appears  normal  at 
birth  and  only  later  do  retardation,  increase 
in  head  size,  convulsive  activity,  and  hyper- 
irritability gradually  become  evident. 
Transillumination  of  the  head  with  the 
Japanese  lantern  effect  is  an  important 
clinical  criterion  for  the  diagnosis.10  Hill, 
Cogan,  and  Dodge13  have  described  in  de- 
tail the  ocular  signs  associated  with  hy- 
dranencephaly. The  delayed  appearance 
of  motor  retardation  and  spasticity  of  the 


FIGURE  4.  (A  and  B)  Intracranially,  only  filling  of  basilar  and  right  posterior  cerebral  arteries;  no  vessels 
of  anterior  circulation  identifiable. 
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limbs  in  our  second  twin  is  an  interesting 
observation,  but  owing  to  lack  of  autopsy 
findings  cannot  be  properly  explained. 
Death  usually  occurs  before  the  age  of  one. 

Intracranial  pressure  may  be  normal;  the 
fluid  can  be  clear,  xanthochromic,  or  blood 
tinged.  The  protein  content,  similarly,  can 
be  normal  or  elevated.  The  electroen- 
cephalogram shows  the  characteristic  ab- 
sence of  electrical  activity.10 

Roentgenograms  usually  show  a 
normal-size  skull  but  incomplete  ossifica- 
tion of  the  calvarial  bones.14  Air  study  is 
quite  characteristic:  The  air  reaches  the 

periphery  of  the  skull,  and  without  evi- 
dence of  a ventricular  pattern  and  on  the 
upside-down  view,  the  shadow  of  the  re- 
maining supratentorial  tissue  masses  are 
outlined  at  the  base  of  the  skull.10-14  At 
arteriography,  the  internal  carotid  artery  is 
frequently  hypoplastic;  the  circle  of  Willis 
is  intact  but  small;  the  anterior  cerebral 
artery  appears  straightened  and,  in  several 
cases,  the  anterior  and  middle  cerebral  ar- 
teries have  been  reported  to  be  vestigial.9-10 
The  sagittal  sinus  is  present,  and  the  pos- 
terior circulation  is  normal.  Frequently 
the  superficial  and  meningeal  vessels  are 
mistaken  for  cerebral  vessels.  Recently  iso- 
tope ventriculography  has  proved  an  effec- 
tive diagnostic  test  for  this  condition. 

The  internal  carotid  artery  in  the  neck 
and  its  intracranial  branches  could  not  be 
demonstrated  in  the  case  presented.  These 
findings  raised  the  question  of  whether  their 
absence  was  the  primary  cause  for  the  ab- 
sent cerebral  mantel,  or,  since  the  anlage  of 
the  latter  was  missing,  its  vascular  supply 
therefore  was  hypoplastic  or  completely  ab- 
sent.15 

Pathology.  The  following  structures 
are  usually  developed:  the  basal  ganglia, 

midbrain,  medulla,  and  almost  always  the 
cerebellum.  The  hemispheres  are  consist- 
ently absent.  The  olfactory  and  optic 
nerves  and  the  choroid  plexus  are  fre- 
quently present.8  Remnants  of  occipital  or 
frontal  lobes  may  be  found.  The  membrane 
lining  the  cavity  is  composed  of  immature, 
nervous-tissue  elements  and  the  adherent 
pia-arachnoid.  Hydranencephaly,  in  con- 
trast to  other  congenital  abnormalities,  is 
usually  not  associated  with  other  malforma- 
tions. 

Etiology.  The  cause  of  this  unfortu- 
nate condition  remains  controversial.  Vas- 


cular disturbance,  the  formation  of  cavern- 
ous spaces,-'1  thrombosis  of  deep  cerebral 
veins,111  or  insufficiency  causing  severe 
brain  destruction, 0-8  is  considered  the  re- 
sponsible factor.  X-ray  exposure  during 
pregnancy,  rubella  in  the  first  trimester, 
toxoplasmosis,  and  abnormal  activity  of  the 
choroid  plexus  have  been  blamed  as 
causes.9 

Hamby,  Krauss,  and  Beswick10  concluded 
that  because  the  meninges  and  cranium  are 
intact,  it  must  be  assumed  that  the  anlage 
of  the  neopallium  is  present  during  the  pe- 
riod of  formation  of  these  layers.  Rabl,8 
based  on  his  morphologic  studies,  assumed 
the  disease  to  be  due  to  the  disturbance  of 
development  in  the  matrix  leading  to  cell 
proliferation  of  the  spongioblasts  and, 
therefore,  felt  that  the  damage  occurs  at 
the  end  of  the  third  or  the  beginning  of  the 
fourth  month  of  gestation. 

Ingalls,  Curley,  and  Prindle17  were  able 
to  produce  various  central  nervous  system 
abnormalities  in  mice  by  maternal  anoxia 
at  various  stages  of  gestation. 

No  definite  etiology  has  been  established, 
and  it  seems  that  a combination  of  factors 
are  probably  involved:  heredity,  as  sug- 

gested by  sex  ratios  in  different  central 
nervous  system  abnormalities,  and  environ- 
ment, acting  at  a particular  stage  of 
embryonic  development. 

Summary 

Hydranencephaly  in  a pair  of  twins  is 
reported.  The  clinical  course,  the  radio- 
logic  and  pathologic  findings  of  hydranen- 
cephaly, and  its  etiology  are  briefly  re- 
viewed. 
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So-Called  Left 
Atrial  Rhythm 


FIGURE  1.  Case  1.  Third  hospital  day;  posterior 
wall  infarct,  prolonged  P-R  interval,  and  right 
bundle  branch  block. 
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Electrocardiographic  tracings  interpreted 
as  showing  atrioventricular  nodal  rhythm 
may  sometimes  display  P waves  with  an 
unusual  mean  electrical  axis.  Mirowski, 
Neill,  and  Taussig12  have  described  a P- 
wave  configuration  which  they  believed  to 
be  characteristic  of  an  impulse  originating 
in  the  left  atrium.  In  this  pattern  the 
mean  P axis  is  directed  upward,  rightward, 
and  perhaps  slightly  anteriorly,  resulting  in 
inverted  P waves  in  leads  II,  III,  aVf,  and 
V6  with  upright,  isoelectric  or  “dome-dart” 
P waves  in  lead  Vi ; in  lead  I the  P wave 
may  be  upright  or  inverted. 

The  upright  P wave  in  lead  I has  been 
explained  by  invoking  the  Burger  isosceles 
triangle  in  place  of  the  Einthoven  triangle. 
In  the  former,  the  line  passing  from  the 
right  arm  to  the  left  arm,  instead  of  run- 
ning horizontally  and  perpendicular  to  the 
long  axis  of  the  body,  is  sloped  sharply  up- 
ward and  to  the  left.  In  this  way  a P 
vector  directed  superiorly  and  to  the  right 
might  still  result  in  relative  positivity  of 
the  left  arm  as  compared  to  the  right  arm, 
hence  an  upright  P wave  in  lead  I.  In  the 
horizontal  plane  if  the  mean  P axis  is  di- 
rected toward  the  right,  it  will  then  result 
in  inverted  P waves  in  lead  V6  and  upright 
or  isoelectric  ones  in  lead  Vx. 
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FIGURE  2.  Case  1.  Eighteenth  hospital  day;  up- 
right P wave  in  Vi  and  inverted  P wave  in  V6,  typical 
of  "left  atrial  rhythm.” 


The  recent  chance  observation  of  this 
pattern  in  a preterminal  ninety-five-year- 
old  woman  prompted  the  present  study. 


Methods 

We  reviewed  a total  of  6,593  tracings 
taken  over  a two-year  period  in  a 200-bed 
community  hospital.  Records  filed  as  “A-V 
nodal  rhythm”  or  “coronary  sinus  rhythm” 
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FIGURE  3.  Case  2.  (A)  Initial  tracing,  showing  normal  sinus  rhythm,  biventricular  enlargement,  and  inter- 
ventricular conduction  defect.  (B)  Preterminal  tracing  showing  upright  P waves  in  V!  and  inverted  P waves 
in  V6,  characteristic  of  “left  atrial  rhythm.” 


were  scrutinized  for  P-wave  configuration 
in  the  precordial  leads  to  select  those  satis- 
fying the  criteria  just  described.  Tracings 
with  flat  or  diphasic  P waves  in  lead  V6 
were  excluded  as  were  those  with  indistinct 
changes.  Electrocardiograms  of  3 patients 
satisfied  the  required  criteria.  None  of  the 
patients  had  dextrocardia.  Brief  reports 
of  these  follow. 


day  showed  first-degree  heart  block  and  a 
wandering  pacemaker  (Fig.  1).  On  the 
eighteenth  hospital  day  a tracing  showed 
inverted  P waves  in  lead  V6  and  upright  P 
waves  in  lead  Vlt  characteristic  of  “left 
atrial  rhythm”  (Fig.  2).  The  patient  was 
treated  with  bed  rest,  oxygen,  and  antico- 
agulants; he  did  well  and  experienced  no 
complications.  A subsequent  tracing  re- 
vealed a return  to  normal  sinus  rhythm. 


Case  reports 

Case  1.  A fifty-four-year-old  white  man 
was  admitted  to  the  hospital  after  seven 
hours  of  precordial  pain  preceded  by  four 
months  of  dyspnea  on  exertion.  Physical 
examination  on  admission  revealed  a blood 
pressure  of  140/70  mm.  Hg,  a normal  left- 
sided heart  on  percussion,  and  no  specific 
cardiovascular  findings.  The  initial  elec- 
trocardiogram revealed  an  acute  posterior 
wall  myocardial  infarction  and  right  bundle 
branch  block.  Enzyme  studies  confirmed 
the  presence  of  acute  infarction.  An  elec- 
trocardiogram taken  on  the  third  hospital 


Case  2.  A ninety-five-year-old  white 
female  was  admitted  after  the  sudden  onset 
of  shortness  of  breath  in  the  absence  of 
chest  pain.  Physical  examination  on  ad- 
mission revealed  a blood  pressure  of  160/90 
mm.  Hg,  pulse  rate  90  per  minute,  and  pul- 
monary findings  characteristic  of  acute  pul- 
monary edema.  Percussion  revealed  a 
left-sided  heart.  The  initial  electrocar- 
diogram showed  normal  sinus  rhythm, 
right  and  left  ventricular  enlargement,  and 
an  intraventricular  conduction  delay  (Fig. 
3A).  The  patient  was  treated  with  oxy- 
gen, digitalis,  aminophylline,  and  paren- 
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FIGURE  4.  Case  3.  In  addition  to  P waves  typical 
of  "left  atrial  rhythm”  there  is  gradually  changing 
P wave  in  lead  II. 


teral  mercurials.  Although  she  showed 
marked  initial  improvement,  she  soon  be- 
came febrile  and  then  deteriorated.  She 
died  on  the  fourth  hospital  day.  Just  prior 
to  death  an  electrocardiogram  showed  in- 
verted P waves  in  lead  V6  and  upright  P 
waves  in  lead  Vlf  again  characteristic  of 
“left  atrial  rhythm”  (Fig.  3B).  Permission 
for  autopsy  was  not  obtained. 

Case  3.  A sixty-three-year-old  male 
Negro  was  hospitalized  because  of  postural 
giddiness.  The  past  medical  history  was 
noncontributory.  Physical  examination  re- 
vealed a regular  pulse  at  88  per  minute, 
blood  pressure  of  130/80  mm.  Hg,  and  a 
faint  systolic  murmur  over  the  aortic 
area.  The  laboratory  data  showed  a nor- 
mal hemogram,  blood  sugar,  blood  urea,  se- 


rum electrolytes,  electroencephalogram,  and 
roentgenogram  of  the  chest;  the  heart  was 
normally  located.  The  patient  was  dis- 
charged after  four  days  of  hospitalization 
and  was  given  symptomatic  medication. 
His  electrocardiogram  showed  upright  P 
waves  in  lead  Vt  and  inverted  P waves  in 
lead  V„  but,  in  addition,  displayed  a P wave 
of  varying  shape  in  lead  II  (Fig.  4). 


Comment 

Whether  the  pattern  described  really  rep- 
resents an  origin  of  the  P waves  from  a 
left  atrial  focus  is  open  to  serious 
disagreement.  As  an  example,  it  has  been 
asserted  that  atrioventricular  nodal  rhythm 
may  result  in  inverted  P waves  in  V6  and 
that  this  is  more  likely  to  occur  when  the  P 
wave  is  inverted  in  lead  I.8  Massumi  and 
Tawakkol'  stimulated  the  left  atrial  endo- 
cardium electrically  in  patients  by  means  of 
a transseptally  placed  catheter.  A variety 
of  mean  P-axis  directions  was  produced,  in- 
cluding those  similar  to  the  P axis  of  nor- 
mal sinus  beats  as  well  as  those  meeting 
the  criteria  for  presumed  left  atrial 
beats.  When  the  right  side  of  the  atrial 
septum  was  stimulated  near  the  coronary 
sinus  orifice,  the  resulting  P-wave  configu- 
ration was  also  unpredictable,  at  times 
closely  simulating  typical  left  atrial  P 
waves.  The  authors  emphasized  the  pos- 
terior relationship  of  the  left  atrium  to  the 
right  atrium  and  the  complexity  of  impulse 
conduction  through  not  only  the  atrial  mus- 
cle fibers  but  also  the  specialized  interatrial 
pathways  of  James.5-6  They  concluded  that 
the  criteria  for  left  atrial  rhythm  proposed 
by  Mirowski2  are  neither  specific  nor 
characteristic.  Although  these  studies  are 
subject  to  the  same  criticisms  directed  at 
all  similar  work  involving  electrical  stimu- 
lation, the  results  are  nevertheless  convinc- 
ing. 

In  the  present  study  the  first  case  illus- 
trates the  appearance  of  the  described  com- 
plexes in  a middle-aged  man  with  an  acute 
myocardial  infarct  and  prolonged  P-R 
interval.  The  second  case  portrays  the  ap- 
pearance of  this  type  of  P wave  in  an 
elderly  woman  with  advanced  heart  disease 
and  bundle  branch  block  just  prior  to 
death.  The  third  case  is  of  considerable 
interest.  The  precordial  leads  show-  the 
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typical  P wave  of  “left  atrial  rhythm,” 
whereas  the  standard  leads  exhibit  a grad- 
ual “downward”  shift  in  the  pacemaker 
from  the  sinus  node,  producing  a gradual 
shift  of  the  mean  P axis  to  the  left.  It 
seems  much  more  credible  that  the  pace- 
maker should  shift  to  the  lower  part  of  the 
right  atrium  or  atrial  septum  in  this  man- 
ner, than  that  it  should  move  into  the  left 
atrium. 

Thus  we  believe  this  case  lends  some  sup- 
port to  the  conclusions  of  Massumi  and 
Tawakkol.4 

Summary 

Of  6,593  electrocardiograms  reviewed  in 
a two-year  period,  three  tracings  were 
found  which  satisfied  previously  accepted 
criteria  for  left  atrial  rhythm,  namely,  P- 
wave  inversion  in  leads  II,  III,  aVf,  and  V6 
with  upright,  isoelectric  or  “dome-dart” 
configuration  in  lead  and  upright  or  in- 
verted P waves  in  lead  I. 

Although  it  had  been  stated  that  P waves 
satisfying  these  criteria  indicate  a left 


atrial  origin  of  the  electrical  activation, 
experimental  evidence  has  been  reviewed 
which  tends  to  show  that  similar  P waves 
may  be  produced  by  right  atrial  stimulation. 
Left  atrial  stimulation  often  results  in  P 
waves  which  differ  from  those  in  so-called 
left  atrial  rhythm. 

Although  the  present  illustrated  cases 
satisfy  the  criteria  for  left  atrial  rhythm, 
one  of  them  contains  features  which  to  us 
suggest  a right-sided  focus  as  an  origin 
for  the  P waves. 
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An  early  and  accurate  diagnosis  of 
Plasmodium  falciparum  malaria,  a dan- 
gerous but  curable  disease,  is  of  paramount 
importance  in  this  era  of  jet  planes  when 
traveling  from  one  corner  of  the  world  to 
the  other  is  so  rapid  and  easy.  Since  the 
definite  diagnosis  of  the  disease  depends 
on  the  demonstration  of  malarial  parasites 
in  the  peripheral  blood  smear,  the  examina- 
tion should  never  be  neglected  in  a suspect 
patient  who  has  returned  recently  from  a 
malarial  area.  An  unusual  case  of  P. 
falciparum  malaria,  diagnosed  and  treated 
in  Columbus  Hospital,  is  presented. 

Case  report 

A fifty-two-year-old,  American  Negro 
was  admitted  to  Columbus  Hospital  on 
December  15,  1967,  because  of  three  days’ 
marked  weakness  and  one  day  with  loose 
stools  which  were  mixed  with  blood.  The 
patient,  who  had  worked  as  a longshore- 
man instructor  in  Kenya  for  about  two 
years,  arrived  in  New  York  City  by  plane 
on  December  8,  1967.  He  had  been  in 
fairly  good  health  in  Africa  except  for 
occasional  diarrhea,  which  had  been  con- 
trolled by  medicines  received  from  the 
local  dispensary.  Past  history  was  not  sig- 
nificant except  that  he  had  been  rejected 
from  the  Marine  service  in  1944  for  a 

* Present  address:  New  York  Infirmary,  Stuyvesant 

Square  East  and  15th  Street,  New  York,  New  York  10003. 


“cardiac  murmur.”  He  presented  a posi- 
tive history  of  recent  heavy  alcohol  con- 
sumption. 

Physical  examination  on  admission 
revealed  a well-built,  well-nourished  man 
who  was  lethargic,  irritable,  and  pale.  He 
had  an  oral  temperature  of  99  F.,  pulse 
rate  was  102  per  minute,  respiration  was 
22  per  minute,  and  the  blood  pressure  was 
115/65  mm.  Hg.  He  was  markedly  ane- 
mic. The  lungs  were  clear.  The  heart 
revealed  a localized,  low-pitched,  dia- 
stolic murmur  in  the  mitral  area,  but  there 
was  no  cardiomegaly.  The  abdomen  was 
distended;  the  liver  was  palpable  6 cm. 
below  the  costal  margin  in  the  midclavic- 
ular  line,  firm  in  consistency,  and  non- 
tender. The  spleen  was  just  palpable 
through  the  abdomen.  On  rectal  exami- 
nation internal  hemorrhoids  were  found. 

Admission  hemoglobin  was  6.6  Gm.  per 
100  ml.,  hematocrit  was  24,  the  white 
blood  cell  count  was  6,850  with  66  per  cent 
polymorphonuclearleukocytes,  lymphocytes 
31  per  cent,  and  monocytes  3 per  cent. 
Urine  showed  a trace  of  protein.  The 
stool  examination  was  strongly  positive  for 
occult  blood  and  negative  for  ova,  para- 
sites, and  cysts.  The  blood  urea  nitrogen 
was  13  mg.,  and  the  serum  bilirubin  was 
1.3  mg.  per  100  ml. 

There  was  a rise  in  temperature  on  the 
second  day  following  admission  which  was 
not  associated  with  chills.  Antipyretic 
measures  with  aspirin  and  alcohol  sponges 
were  of  no  value.  Bowel  movements 
became  more  frequent  and  at  this  time  the 
patient  began  to  complain  of  urinary  fre- 
quency as  well.  After  sending  blood 
sample  and  urine  specimens  for  culture 
he  was  placed  on  oral  ampicillin,  0.5  Gm. 
every  six  hours.  No  remission  of  tempera- 
ture was  noted,  and  the  patient  began  to 
show  signs  of  marked  prostration. 

When  the  temperature  rose  to  104.5  F., 
smears  of  peripheral  blood,  both  thick  and 
thin,  were  drawn.  Wright’s  stain  of  the 
smears  demonstrated  early  ring  forms  of 
Plasmodium  falciparum  malaria. 

Antimalarial  therapy  was  instituted  im- 
mediately with  four  tablets  of  chloroquin 
diphosphate  (Aralen),  each  tablet  con- 
taining 250  mg.  of  salt  with  150  mg.  of 
base,  given  orally  immediately,  and  two 
tablets  six  hours  later.  Considering  the 
seriousness  of  the  disease,  500  mg.  of 
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quinine  sulfate  were  given  intravenously 
with  50  cc.  of  5 per  cent  dextrose  in  saline. 
Six  hours  after  initial  therapy,  the  tempera- 
ture rose  to  105.4  F.,  and  the  patient  was 
placed  on  hypothermia  and  a second  dose, 
500  mg.,  of  quinine  sulfate  was  adminis- 
tered. The  patient  tolerated  the  quinine 
therapy. 

After  that  the  patient  ran  an  afebrile 
course.  Chloroquin  diphosphate  was  con- 
tinued for  three  more  days,  one  tablet 
twice  daily.  The  bloody  diarrhea  and 
urinary  disturbances  were  controlled.  Pe- 
ripheral blood  smears  tested  for  two  more 
days  were  negative  for  malarial  parasites. 
Urine  was  negative  for  free  hemoglobin. 
Sickle-cell  preparation  with  metabisulphite 
gave  negative  results.  The  hemoglobin 
was  normal,  as  shown  by  hemoglobin 
electrophoretic  pattern. 

The  patient  was  transfused  about  750 
cc.  of  packed  cells  within  three  days.  The 
hemoglobin  rose  to  9 Gm.  per  100  ml. 
Subsequently,  he  was  treated  with  ferrous 
gluconate,  300  mg.  orally  three  times  a day. 
Stool  examination  still  showed  a trace  of 
blood.  The  upper  gastrointestinal  series 
demonstrated  a deformed  duodenal  bulb 
with  a small  ulcer  crater  in  the  center.  He 
was  placed  on  an  ulcer  diet  and  an  antacid 
accordingly.  Liver  biopsy  showed  normal 
architecture.  Clinically,  the  liver  and 
spleen  were  no  longer  palpable  through  the 
abdomen. 

The  patient  was  discharged  on  January 
16,  1968,  when  his  hemoglobin  was  10.6 
Gm.  per  100  ml.  and  the  hematocrit  35. 
He  was  advised  to  visit  the  outpatient 
clinic  for  further  follow-up. 

Comment 

This  case  is  reported  with  a view  to  alert 
physicians  that  a recent  journey  is  im- 
portant to  the  history  of  a patient,  espe- 
cially with  the  unusual  manifestation  of 
malaria  in  a nonendemic  area.  The  clinical 
manifestation  of  this  would  be  quite  un- 
likely to  lead  a doctor  in  New  York  City 


to  consider  Plasmodium  falciparum  malaria 
at  the  time  of  the  patient’s  admission. 
The  subsequent  rise  in  temperature  and  the 
history  of  his  recent  return  from  an  endemic 
area  was  a clue  to  the  diagnosis. 

The  incubation  period  of  P.  falciparum 
malaria  is  considered  to  be  twelve  days. 
It  is  quite  interesting  to  remember  that  the 
interval  between  the  patient’s  departure 
from  Kenya  and  clinical  manifestations  of 
the  disease  falls  within  the  incubation 
period  of  this  particular  type  of  malaria. 
It  is  also  justifiable  to  consider  that  the 
absence  of  sickle-cell  trait  in  this  Negro 
patient  showed  a lack  of  a natural  im- 
munization against  P.  falciparum  malaria. 

Summary 

An  American  Negro  male,  who  had  been 
in  Kenya  for  about  two  years,  returned  to 
New  York  in  a state  of  fairly  good  health. 
Seven  days  after  his  arrival  he  was  ad- 
mitted to  the  hospital  for  extreme  weakness 
and  a day’s  loose  stools.  On  admission  he 
was  anemic  with  hepatosplenomegaly. 
Gradual  rise  of  temperature  without  re- 
mission, frequent  bloody  stool,  and  marked 
prostration,  shortly  after  admission,  were 
observed.  Peripheral  blood  smear  dem- 
onstrated early  ring  forms  of  P.  falciparum 
malaria.  He  did  not  have  sickle-cell  trait. 
Upper  gastrointestinal  series  demonstrated 
a small  duodenal  ulcer  which  was  treated 
by  an  ulcer  diet  and  an  antacid.  After  a 
month  of  hospitalization  he  was  discharged 
in  a good  physical  condition. 

Booth  House, 
Apt.  1 H,  318  East  15th  Street 
New  York,  New  York  10003 
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On  May  15,  1800,  King  George  III  en- 
tered the  Theatre  Royal  in  Drury  Lane, 
England,  as  it  was  filling  for  the  next  per- 
formance. When  the  audience  rose,  a 
pistol  was  aimed  at  the  royal  box  and  a 
shot  fired.  There  was  a brief  commotion, 
and  then,  without  any  harm  or  violence 
being  done  to  him,  the  assailant  was  taken 
to  a room  backstage  where  he  was  inter- 
rogated. He  was  visited  by  the  King  who, 
although  unharmed,  wanted  to  see  the 
person  responsible  for  his  near  death.  On 
June  26,  James  Hadfield,  the  would-be 
assassin,  was  tried  for  high  treason.1 
His  court-appointed  lawyer  was  the  Hon. 
Thomas  Erskine,  later  Lord  Chancellor  of 
England.2 

James  Hadfield  was  not  an  attractive 
figure  of  a man.  The  twenty-nine-year- 
old  ex-soldier’s  face  and  head  were  a mass  of 
disfiguring  battle  scars.3  But  his  appear- 
ance was  not  the  only  unusual  thing  about 
him.  His  manner  was  odd.  Immediately 
after  he  was  brought  to  the  back  room  at 
the  Drury  Lane  Theatre,  he  explained, 
“ . . . my  plan  is  not  to  take  away  my  own 
life,  I sought  thereby  to  get  rid  of  it  by 
other  means;  I did  not  mean  to  take  away 
the  life  of  the  King  but  I thought  this  at- 
tempt would  answer  my  purpose  as  well.”4 
Indeed,  when  George  III  went  backstage, 

Based  on  a report  read  at  the  spring  meeting  of  The  Medical 
Historical  Society  of  Western  New  York,  April  28,  1968, 
Buffalo,  New  York. 


Hadfield  greeted  him  with  “God  bless  your 
royal  highness;  I like  you  very  well; 
you  are  a good  fellow.  . . .”6 

Proceedings  of  trial 

When  Hadfield  came  to  trial,  the  prosecu- 
tion anticipated  that  the  defense  would 
maintain  that  Hadfield  was  insane  and 
therefore  should  not  be  held  responsible 
for  his  act.  In  his  opening  remarks  to  the 
jury,  the  Attorney  General  dwelt  on  the 
history  of  the  British  common  law  as  it 
pertained  to  criminal  responsibility  of  the 
insane  and  tried  to  define  its  philosophy 
and  purpose.6*  He  acknowledged  that 
the  seventeenth  century  British  jurist. 
Lord  Coke,  had  maintained  that  one  who 
is  non  compos  mentis  cannot  commit  high 
treason  or  other  crimes,  nor  can  he  be 
punished  for  his  actions  because  madness 
itself  is  its  own  punishment.!  While 
making  this  acknowledgement,  the  Attor- 
ney General  also  emphasized  the  qualifica- 
tion used  by  Lord  Coke,  “ . . . But  it  must  be 
an  absolute  madness.  . . .”  The  Attorney 
General  then  went  on  to  refer  to  the  seven- 
teenth century  Lord  Chief  Justice  Hale,7 
who,  in  a posthumously  published  work  in 
1736,  had  supported  the  position  that 
“perfect”  insanity  is  the  only  kind  of  in- 
sanity that  could  excuse  one  from  crimi- 
nal responsibility.  The  Attorney  General 
closed  his  opening  remarks  by  referring  to 
2 cases  in  the  eighteenth  century  which 
had  stressed  the  “perfect”  or  “total” 
insanity  requirement  and  in  which  the 
defendants  were  found  guilty  and  sentenced 
to  hang,  despite  reasonable  doubts  as  to 
their  sanity.8  9 

In  all  that  he  said,  the  Attorney  General 

* By  “common  law,”  we  mean  that  body  of  law  which  is 
determined  by  tradition  and  by  the  accumulated  decisions 
and  interpretations  of  judges  during  the  course  of  trials  and 
appeals,  rather  than  by  legislative  action. 

t The  principle  in  common  law,  then  as  now,  is  that  a 
crime  consists  of  two  ingredients:  the  guilty  intent  (mens 

rea)  and  the  act;  without  both,  there  is  no  common  law 
crime.  The  law  considers  that  madness  deprives  one  of  the 
ability  to  form  a guilty  intent. 
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had  been  correct.  What  he  did  not  say, 
however,  was  that  when  these  cases,  which 
had  been  cited  as  precedents,  were  tried, 
the  defendant  was  not  allowed  to  have  a 
lawyer  to  represent  him  and  conduct  his 
defense.  The  insane  prisoners  had  to  prove 
their  insanity  by  their  own  wit.  The  pros- 
ecution had  to  show  merely  one  jot  of  rea- 
son, one  indication  of  comprehension,  and 
the  ability  to  function  adequately  in  only 
one  area,  to  have  the  prisoner  found  legally 
responsible.  There  was  no  opposing  law- 
yer to  expose  the  farce  of  a ritual  with  a 
foregone  conclusion.  On  the  other  hand, 
an  accepted  principle  of  the  English  com- 
mon law  was,  and  is,  that  a man  is  held 
responsible  for  his  actions  only  when  they 
are  a product  of  his  free  will.  This  prin- 
ciple relates  to  the  requirement  of  guilty 
intent,  since  in  the  absence  of  free  will  the 
law  postulates  that  there  can  be  no  intent. 
Thus,  an  insane  man,  who  is  thereby  de- 
prived of  a free  will,  cannot  be  guilty  of  a 
common  law  crime. 

The  requirement  of  guilty  intent  and 
free  will  forces  us  to  take  quite  seriously 
what  might  otherwise  be  viewed  as  matters 
of  academic  or  philosophic  interest  only. 
Is  the  glass  half  full  or  half  empty?  Let 
a man’s  life  or  death  be  decided  by  the 
answer,  and  it  suddenly  becomes  an  awe- 
some and  sobering  problem,  rather  than 
one  whose  answer  simply  expresses  a point 
of  view.  Is  the  predominantly  diseased 
will,  with  a little  health,  a healthy  will? 
Is  the  predominantly  healthy  will,  with  a 
little  disease,  a diseased  will?  We  can 
distinguish  without  difficulty  the  difference 
between  night  and  day,  but  who  can  tell 
where  day  ends  and  dusk  begins,  or  where 
dusk  ends  and  night  begins? 

Lord  Hale10  had  recognized  the  diffi- 
culties posed  by  this  problem  and  had  at- 
tempted to  make  it  more  manageable  by 
calling  for  “perfect”  or  “total”  insanity 
as  the  only  kind  of  insanity  which  would 
make  a man  exeulpable.  He  acknowledged 
that  this  did  not  solve  the  problem,  for, 
as  he  said,  “It  is  very  difficult  to  define 
the  invisible  line  that  divides  perfect  and 
partial  insanity.  . . .”  The  distinction 

had  to  be  drawn,  however,  “ . . . lest  on  the 
one  side  there  be  a kind  of  inhumanity 
towards  the  defects  of  human  nature; 
or  on  the  other  side,  too  great  an  indulgence 
given  to  great  crimes.”10  Lord  Hale’s 


fear  of  “too  great  an  indulgence”  has  yet 
to  die  in  the  Anglo-American  culture,  per- 
haps justifiably,  perhaps  not. 

Erskine  had  to  respect  the  fears  of  the 
jury  that  they  might  be  too  lenient  with  a 
killer  and  yet  show  them  that  they  should 
acquit  Hadfield.  To  do  this,  he  had  to 
convince  them  that  if  they  acquitted  Had- 
field, they  would  not  be  issuing  an  in- 
vitation to  depraved  criminals  to  commit 
murder.  Erskine’s  solution  was  imagina- 
tive and  well  executed.  First,  to  under- 
mine the  authority  of  Lord  Hale’s  position, 
he  focused  on  the  concept  of  “perfect” 
insanity.  If  it  meant,  Erskine  said,  that 
the  defendant 

. . . must  be  in  such  a state  of  prostrated 
intellect,  as  not  to  know  his  name,  nor  his 
condition,  nor  his  relation  toward  others — 
that  if  a husband,  he  should  not  know  he  was 
married;  or  if  a father,  could  not  remember 
that  he  had  children;  nor  know  the  road  to 
his  house,  nor  his  property  in  it — then  no 
such  madness  ever  existed  in  the  world. 
It  is  idiocy  alone  which  places  a man  in  this 
helpless  condition ...  . In  my  experience 

with  the  insane,  . . . they  have  not  only  had 
the  most  perfect  knowledge  and  recollection 
of  all  the  relations  they  stood  in  towards 
others,  and  of  the  acts  and  circumstances 
of  their  lives,  but  have,  in  general,  been  re- 
markable for  subtlety  and  acuteness.  . . 

As  we  follow  the  speech  to  this  point, 
it  is  clear  that  Erskine  pits  his  personal 
experience  against  Lord  Hale’s  academic 
distinctions  and  authority.  Then,  as  if 
concerned  that  he  may  have  gone  too  far 
and  overstated  his  case,  he  adds,  “It  is 
true,  indeed,  that  in  some,  perhaps  in 
many  cases,  the  human  mind  is  stormed 
in  its  citadel,  and  laid  prostrate  under  the 
stroke  of  frenzy;  these  unhappy  sufferers, 
however,  are... in  a state  of  delirium 
from  fever.  . . . Such  persons,  and  such 
persons  alone  (except  idiots)  are  wholly 
deprived  of  their  understandings .... 
These  cases  are  not  only  extremely  rare, 
but.  . .there  can  be  but  one  judgement  con- 
cerning them.” u*  Erskine  continued:  “In 
other  cases,  reason  is  not  driven  from  her 
seat,  but  distraction  sits  down  upon  it 
along  with  her.  . .”  and  so  he  tells  the  jury 
that  insanity  often  coexists  with  reason. 
But  how  then  are  12  reasonable  men  to 

* Here  Erskine  refers  to  another  principle  in  common 
law,  that  a man  cannot  be  tried  for  a crime  unless  he  is  ca- 
pable of  understanding,  participating,  and  cooperating  in  his 
defense.  A delirious  individual  would  not  come  to  trial. 
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ketermine  the  presence  of  insanity?  Ers- 
dine  answered  this  by  saying, 

Delusion, ...  where  there  is  no  frenzy  or 
raving  madness,  is  the  true  character  of  in- 
sanity; and  where  it  cannot  be  predicated 
of  a man  standing  for  life  or  death  of  a crime, 
he  ought  not,  in  my  opinion,  to  be  acquitted 
....  I must  convince  you,  not  only  that  the 
unhappy  prisoner  was  a lunatic,  within  my 
own  definition  of  lunacy,  but  that  the  act  in 
question  was  the  immediate,  unqualified 
offspring  of  the  disease  (sic) ...  to  deliver  a 
lunatic  from  responsibility  to  criminal  jus- 
tice,. . .the  relation  between  the  disease  and 
the  act  should  be  apparent.  Where  the  con- 
nexion is  doubtful,  the  judgement  should 
certainly  be  most  indulgent,  from  the  great 
difficulty  of  diving  into  the  secret  sources 
of  a disordered  mind.11 

And  so  he  established  his  definition  of 
legal  insanity. 

But  now  Erskine  was  faced  with  proving 
that  Hadfield  conformed  to  this  definition. 
He  showed  the  jury  the  extensive  and  deep 
scars  about  Hadfield’s  head  and  neck.  He 
established  the  defendant’s  earlier  patriotic 
character  and  devotion  to  duty.  He  spoke 
of  the  battle  of  Roubaix,  near  Lille,  on 
May  18,  1794.*  Hadfield’s  fellow  soldiers 
described  how  he  got  the  wounds  that  were 
nearly  fatal  and  which  had  obviously 
damaged  the  substance  of  his  brain  and  his 
sanity.  Two  surgeons  and  one  physician 
testified  that  Hadfield’s  insanity  was  a 
result  of  his  wounds. 

Hadfield’s  wife  described  their  eight- 
month-old  son  and  Hadfield’s  devotion  to 
him.  She  then  told  the  court  how  Had- 
field had  come  bursting  into  their  bedroom 
Tuesday  night,  forty-eight  hours  before 
the  regicide  attempt,  cursing  their  infant 
son,  attempting  to  seize  him  and  dash  his 
head  against  the  wall.  She  told  how  her 
brothers  and  she  barely  had  been  able  to 
restrain  and  stop  him.  She  also  told  the 
court  the  details  of  the  delusion  which  led 
to  his  behavior  at  the  Drury  Lane  Theatre. 

Hadfield  knew  that  God  was  planning  on 
destroying  all  of  mankind.  He  knew, 
furthermore,  that  he  could  save  humanity 
by  sacrificing  his  life.  He  was  repelled  by 
the  thought  of  taking  his  own  life  and 
wanted  to  find  some  way  of  arranging  his 
death  without  being  responsible  for  it. 
Hadfield  told  his  inquisitors  immediately 

* The  battle  of  Roubaix  was  one  of  many  small  clashes 
that  took  place  between  England  and  France  in  the  last 
decade  of  the  eighteenth  century,  as  part  of  their  complex 
jockeying  for  position  in  a balance  of  power. 


after  he  was  apprehended  without  a strug- 
gle that  lie  intended  no  harm  to  the  King. 
Furthermore,  when  he  saw  the  King,  he 
greeted  him  with  affectionate  warmth. 
Hadfield  knew  that  simply  an  attempt  on 
the  King’s  life,  without  actually  harming 
him,  was  a serious  enough  crime  to  be 
punishable  by  death. 

The  defense  was  interrupted  by  Lord 
Chief  Justice  Kenyon,  who  said  that  un- 
less the  Attorney  General  could  produce 
contradictory  evidence,  it  was  clearly  an 
acquittal.  The  Lord  Chief  Justice  went 
on  to  say 

With  regard  to  this  law,  as  it  has  been 
laid  down ...  if  a man  is  in  a deranged  state  of 
mind  at  the  time,  he  is  not  criminally  answer- 
able  for  his  acts.  ...  I confess,  the  facts 
proved  by  the  witnesses . . . bring  home  con- 
viction to  one’s  mind,  that  at  the  time  he 
committed  this  offense, ...  he  was  in  a very 
deranged  state.  . . . (To  find  him  respon- 
sible) his  sanity  must  be  made  out  to  the 
satisfaction  of  a moral  man, . . . yet  if  the 
scales  hang  anything  like  even,  throwing  in 
a certain  proportion  of  mercy  to  the  party.12 

In  these  brief  remarks,  the  Chief  Justice 
laid  the  groundwork  for  the  recognition 
of  some  important  principles  and  develop- 
ment of  Anglo-American  law.  “If  a man 
is  in  a deranged  state  of  mind  at  the  time, 
he  is  not  criminably  answerable  for  his 
acts.  . . This  was  an  unequivocal  and 
forthright  statement  of  legal  principle 
which  intentionally  and  implicitly  de- 
manded re-evaluation  of  the  authority 
of  the  views  espoused  by  Lords  Coke  and 
Hale,  and  it  demanded  the  same  for  the 
precedents  of  the  eighteenth  century  trials. 
This  statement  was  reinforced  by  his  ex- 
plicit direction  that  if  there  is  reasonable 
doubt  about  the  weight  of  the  evidence, 
the  jury  should  add  “a  certain  proportion 
of  mercy  to  the  party.” 

Lord  Chief  Justice  Kenyon’s  demand 
that  the  defendant’s  “sanity  must  be  made 
out  to  the  satisfaction  of  a moral  man” 
recognized  the  problem  posed  by  the  legal 
presumption  of  sanity.  It  was  a state- 
ment that  the  presumption  of  sanity  is  a 
valid  one  in  criminal  procedures  unless 
there  is  sufficient  reason  to  doubt  the  sanity 
of  the  accused.  In  the  case  of  Hadfield, 
the  judge  felt  that  there  was  enough  doubt 
to  remove  the  grounds  for  this  presumption, 
and  then  it  became  part  of  the  prosecution’s 
obligation  to  prove  guilt. 
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It  was  clear  that  the  jury  would  find 
Hadfield  not  guilty.  The  transcript  of  the 
trial  records  conversation  between  Judge 
Kenyon,  Erskine,  and  the  Attorney  Gen- 
eral, concerning  the  fact  that  the  law  was 
not  satisfactorily  explicit  on  the  appropriate 
disposition  of  a man  who  committed  a 
criminal  act  but  was  not  criminally  an- 
swerable for  his  acts.  Mr.  Garrow,  a 
member  of  the  prosecution  team,  sug- 
gested: “Would  it  not  be  for  the  benefit 

of  posterity  if  the  jury  would  state  in 
their  verdict  the  grounds  upon  which  they 
gave  it,  namely,  that  they  acquit  the  pris- 
oner of  this  charge,  he  appearing  to  them 
to  have  been  under  the  influence  of  insanity 
at  the  time  the  act  was  committed?  There 
would  then  be  a legal  and  sufficient  reason 
for  his  future  commitment.” 13  That  was 
the  form  in  which  the  verdict  was  returned. 
A note  at  the  end  of  the  trial  transcript 
says:  “This  case  gave  rise  to  two  statutes 
of  40  George  III,  Chapters  93  and  94, 
by  virtue  of  the  latter  of  which  (for  the 
safe  custody  of  insane  persons  charged  with 
offenses)  Hadfield  was  continued  in  cus- 
tody.” 

Significance 

What  was  the  historic  significance  of  the 
Hadfield  trial?  On  one  hand,  it  demon- 
strates that  in  England,  at  least  some  law- 
yers and  laymen,  as  represented  by  the 
judges  and  the  12  jurors,  were  prepared 
to  accept  as  law,  in  1800,  that  a man  in  a 
deranged  state  of  mind  is  not  criminally 
answerable  for  his  acts,  and  that  the  burden 
of  proof  of  the  mental  state  of  the  accused, 
when  in  question,  rests  on  the  prosecutor. 

On  the  other  hand,  what  practical  or 
historic  influence  came  out  of  this  trial? 
Twelve  years  later,  John  Bellingham,  who 
was  clearly  delusional  at  the  time,  shot 
and  killed  Lord  Spencer  Perceval  on  May 
11.  Bellingham  was  arraigned,  tried,  con- 
victed, and  sentenced,  and  on  May  18, 
just  eight  days  after  the  shooting,  was  ex- 
ecuted. The  judge  charged  the  jury  with 
the  right  and  wrong  test  and  made  no  ref- 
erence to  the  trial  of  Hadfield  in  his 
charge. 14  Because  of  these  and  several 
other  aspects,  the  trial  of  Bellingham  might 
be  characterized  as  one  of  the  most  venge- 
ful ly  mismanaged  trials  in  the  history  of 
England’s  criminal  law  of  insanity.  In 


1840  Edward  Oxford  failed  in  his  attempt 
to  assassinate  Queen  Victoria.  At  this 
trial,  the  Bellingham  case  was  specifically 
disavowed  as  legal  authority  by  the  pros- 
ecutor, because  of  the  way  it  had  been  con- 
ducted.15 In  his  charge  to  the  jury.  Lord 
Chief  Justice  Denman  reaffirmed  the  ju- 
dicial position  of  Hadfield’s  trial  when  he 
said,  “If  some  controlling  disease  was,  in 
truth,  the  acting  power  within  him,  which 
he  could  not  resist,  then  he  will  not  be  re- 
sponsible.”15 

Only  three  years  later,  Daniel  M’Nagh- 
ten,  a psychotic  wood  turner  from  Glasgow, 
shot  and  killed  Edward  Drummond,  Prime 
Minister  Peel’s  private  secretary,  and  was 
acquitted  on  the  ground  of  insanity.  Pub- 
lic and  political  reaction  was  intense,  per- 
haps because  of  the  speculation  that  the 
Prime  Minister  had  been  the  intended  tar- 
get. 16  This  speculation  not  only  remained 
unproved,  but  the  evidence  also  suggests 
that  it  was  injected  into  the  trial  to  avoid 
giving  the  appearance  of  a senseless  or 
insane  crime.17  Feeling  ran  high,  and  the 
House  of  Lords  convened  the  chief  judges 
of  England.  Five  questions  were  put  to 
them  pertaining  to  the  criminal  law  of  in- 
sanity. The  judges’  answers  are  referred 
to  as  the  M’Naghten  rules. 18 

The  M’Naghten  rules,  as  they  relate  to 
our  discussion,  state  in  effect  that  every 
man  is  presumed  to  be  sane  until  the  con- 
trary is  clearly  proved;  that  the  defense 
of  insanity  requires  proof  that  at  the  time  of 
committing  the  act,  the  accused  was 
“labouring  under  such  a defect  of  reason 
from  disease  of  the  mind,  as  not  to  know 
the  nature  and  quality  of  the  act  he  was 
doing;  or  if  he  did  know  it,  that  he  did  not 
know  he  was  doing  what  was  wrong.” 

If  James  Hadfield  had  been  tried  with 
strict  adherence  to  the  M’Naghten  rules, 
he  could  not  have  been  acquitted.  He  not 
only  knew  that  it  was  wrong  to  shoot  at 
the  king,  but  he  also  knew  that  the  at- 
tempt was  a crime  punishable  by  death. 
He  would  not  have  committed  the  act 
except  for  his  awareness  of  and  ability  to 
appreciate  this  fact.  The  King  was  not 
involved  in  his  delusion,  and  the  act  could 
be  seen  as  a matter  of  choice,  following 
Hadfield’s  rejection  of  suicide  on  the  basis 
of  moral  right  and  wrong. 

Lord  Chief  Justice  Kenyon’s  remarks 
could  and  should  have  been  a landmark  in 
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the  medicolegal  history  of  Great  Britain. 
Unfortunately,  later  judges  ignored  them 
in  1843  and  formally  returned  to  the  earlier 
concepts  and  views  of  legal  insanity. 
When  the  M’Naghten  rules  were  formulated 
hy  the  chief  judges  of  England  acting  as  a 
body,  their  opinion  had  a weight  equivalent 
to  that  of  our  Supreme  Court,  despite  the 
noncourtroom  setting.  One  policy  they 
laid  down  was  that  the  law  assumes  sanity 
until  “clearly  proved”  otherwise.  The 
defendant  must  prove  he  did  not  have  the 
capacity  to  form  a guilty  intent.  In  ef- 
fect, the  accused  must  prove  his  innocence. 
This  opposes  the  other  legal  presumption 
of  innocence  until  guilt  is  proved  beyond  a 
reasonable  doubt.  In  America,  the  ques- 
tion of  whether  the  defendant  must  prove 
his  insanity,  or  the  prosecution  his  sanity, 
has  remained  a difficult  one  with  precedents 
and  rulings  varying  from  state  to  state. 

The  inability  to  distinguish  between 
right  and  wrong  as  the  sine  qua  non  for 
legal  insanity  was  re-established  in  the 
M’Naghten  rules  and  was  a backward 
step.  It  was  again  a call  for  “perfect” 
insanity  as  the  only  exculpable  insanity, 
with  the  specific  exception  that  an  in- 
dividual partially  insane  (a  controversial 
issue  yet),  cannot  be  guilty  of  a crime  if  he 
conducts  himself  in  the  same  manner  a 
“reasonable”  man  would,  given  the  details 
of  the  delusion  as  fact.  Few  could  char- 
acterize the  actual  import  of  this  ruling 
better  than  the  way  Ray  did: 

This  is  virtually  saying  to  a man,  “you 
are  allowed  to  be  insane;  the  disease  is  a 
visitation  of  Providence,  and  you  cannot 
help  it;  but  have  a care  how  you  manifest 
your  insanity;  there  must  be  method  in  your 
madness.  Having  once  adopted  your  de- 
lusion, all  the  subsequent  steps  connected 
with  it  must  be  conformed  to  the  strictest 
requirements  of  reason  and  propriety.  If 
you  are  caught  tripping  in  your  logic;  if 
in  the  disturbance  of  your  moral  and  intel- 
lectual perceptions  you  take  a step  for  which 
a sane  man  would  be  punished,  insanity  will 
be  no  bar  to  your  punishment.  In  short, 
having  become  fairly  enveloped  in  the  clouds 
of  mental  disorder,  the  law  expects  you  will 
move  as  discreetly  and  circumspectly  as  if  the 
undimmed  light  of  reason  were  shining  on 
your  path.”19 

Conclusion 

Why  did  the  case  of  Hadfield  not  have 
greater  influence  at  this  time?  Lord  Chief 


Justice  Kenyon’s  ruling  may  have  received 
less  careful  consideration  because  of  the 
obvious  insanity  of  Hadfield.  Un- 
doubtedly, another  factor  involved  was  that 
Hadfield  caused  no  harm  to  anyone  in  his 
attempt,  nor  did  Oxford  in  1840.  Be- 
cause their  attempts  had  been  harmless, 
their  threat  to  society  was  not  as  anxiety- 
provoking,  and  consequently  did  not  arouse 
as  pressing  a need  for  vengeance  or  re- 
taliation, as  in  the  cases  of  Bellingham  and 
M’Naghten.  Certainly,  the  text  of  the 
judge’s  charge  in  the  case  of  Bellingham 
makes  it  abundantly  clear  that  he  felt 
personally  threatened.20  There  is  also  the 
necessity  to  contrast  the  social  and  political 
climates  of  the  times.  The  question  of 
transient  social  situations  influencing  the 
interpretation  of  the  law  has  been  dis- 
cussed before  in  regard  to  the  M’Naghten 
trial. 17 

The  influence  of  the  Hadfield  trial  con- 
tinues to  diminish  with  time.  Viewed  in 
historic  perspective,  however,  it  can  serve 
as  a yardstick  for  modern-day  approaches. 
Hadfield  was  insane,  an  insane  man  tried 
in  a criminal  court,  who  was  demonstrably 
“rational”  and,  consequently,  criminally 
responsible  in  the  light  of  the  M’Naghten 
rules  and  their  variants.  It  gives  one 
pause  to  consider  that  one  hundred  sixty- 
eight  years  later  we  may  not  have  caught 
up  to  our  past. 

175  East  74th  Street 
New  York,  New  York  10021 
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Caplan’s  syndrome 


Reported  in  a recent  issue  of  Minnesota 
Medicine,  in  an  article  by  D.  E.  Dines,  M.D., 
and  L.  E.  Ward,  M.D.,  are  16  patients  with 
dust-induced  fibrosis  of  the  lungs  (pneumoconio- 
sis) associated  with  rheumatoid  arthritis  seen 
over  a ten-year  period  (1955-1964).  The  cause 
of  this  syndrome  is  not  known,  but  possibly  it 
may  be  hypersensitization  reaction  to  dust 
particles  in  rheumatoid  patients  in  whom  there 
is  already  a hyperimmune  state.  Pleural 
thickening  and  effusion  with  interstitial  fibrosis 
can  occur  in  rheumatoid  arthritis  patients  with- 
out exposure  to  dust,  but  characteristically  the 
fibrosis  is  not  of  the  nodular  type  seen  in 
Caplan’s  syndrome. 

Of  the  16  patients,  12  were  foundry  workers. 
The  others  were  a coal  miner,  a granite  polisher, 
a textile  mill  worker,  and  a factory  worker  long 
exposed  to  rubber  dust.  The  duration  of  ex- 
posure was  two  to  forty  years.  In  6 the  pul- 
monary fibrosis  preceded  the  joint  symptoms, 
and  in  10  it  developed  after.  All  patients  com- 
plained of  pain  and  stiffness  in  involved  joints; 
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all  said  they  tired  easily.  There  were  no  pul- 
monary symptoms  in  2;  the  other  14  had  a dry 
cough  and  shortness  of  breath  on  exertion. 
There  were  basilar  rales  on  auscultation  in  all. 
One  patient  had  digital  clubbing;  2 had 
rheumatoid  elbow  nodules.  Hands,  wrists, 
elbows,  knees,  and  ankles  were  involved  in  the 
rheumatoid  process.  Involvement  varied  from 
synovial  thickening  to  destructive  changes  with 
deformity.  There  was  no  apparent  correla- 
tion between  the  severity  of  lung  and  joint  in- 
volvement. 

Depending  on  the  degree  of  disability  from 
lung  and  joint  involvement,  treatment  should 
be  the  same  for  each  condition  as  if  it  existed 
alone.  Steroid  treatment  may  prevent  irre- 
versible pulmonary  hypertension  by  decreasing 
the  nodular  fibrosis.  The  use  of  broad-spec- 
trum antibiotics  with  each  upper  respiratory  in- 
fection to  prevent  a superimposed  pneumonitis 
is  important.  For  joint  symptoms,  the  general 
regimen  includes  physical  therapy,  rest,  salicyl- 
ates, indicated  orthopedic  measures,  and  atten- 
tion to  general  health.  If  steroids  are  used, 
prophylactic  isoniazid,  300  mg.  daily  after 
breakfast,  should  be  given  if  the  tuberculin  test 
result  is  positive. 


1226  New  York  State  Journal  of  Medicine  / May  1,  1969 


Medical  Arts  and  Letters 


Elias  Lonnrot,  M.D. 
(1802-1884) 

The  Kalevala 

WILLIAM  B.  OBER,  M.D. 

New  York  City 


Director  of  Laboratories,  Knickerbocker  Hospital; 

Associate  Professor  of  Pathology, 
New  York  Medical  College 


Most  Americans  first  heard  of  the  Kale- 
vala through  the  music  of  Jean  Sibelius. 
The  glowing  performances  by  Serge  Kous- 
sevitzky  and  the  Boston  Symphony  Orches- 
tra in  the  1920’s  and  1930’s,  both  in  con- 
cert and  on  records,  evoked  a landscape 
austere,  primeval,  and  compelling.  It  would 
have  been  difficult  in  the  1930’s  to  foresee 
that  Sibelius  might  decline  from  his  posi- 
tion of  eminence  in  the  musical  pantheon. 
The  adulation  of  such  critics  as  Constant 
Lambert  seemed  to  assure  him  immortality 
even  before  he  died.  Yet  Sibelius  lingered 
on  until  1957  by  which  time  the  moment 
of  his  greatness  had  flickered.  As  we  look 
back,  we  discover  that  the  famous  symphonic 
poems,  the  Four  Legends  from  the  Kalevala, 
Opus  22,  including  the  three  Lemminkainen 
pieces  and  “The  Swan  of  Tuonela,”  were 
composed  in  1893  to  1895  and  reflect  the 
late  flowering  of  the  romantic  idiom  in 
northern  Europe  rather  than  presage  the 
developments  which  dominate  the  main 
stream  of  twentieth  century  music.  Poh- 
jola’s  Daughter  was  written  in  1906,  coeval 
with  Arnold  Schoenberg’s  Kammersymp- 
honie,  Opus  9 ; the  influence  of  the  former 
has  proved  negligible,  of  the  latter  in- 
calculable. Tapiola  was  written  as  late 


as  1925.  It  is  easier  for  the  musical  ear  of 
the  1960’s  to  relate  Sibelius  to  Richard 
Strauss  than  to  Bartok,  Stravinsky,  or 
Schoenberg.  Indeed,  the  current  favorite 
among  nationalistic  composers  seems  to  be 
Dvorhak. 

Finland,  which  had  just  achieved  na- 
tional independence  after  World  War  I, 
wTas  known  to  average  Americans  chiefly 
through  Paavo  Nurmi,  the  Flying  Finn;  to 
the  intelligentsia  through  the  music  of  Si- 
belius; and  to  the  national  press  because 
Finland  paid  its  war  debts  when  other 
European  nations  were  welshing  on  theirs. 
The  last  item  appealed  to  many  conserva- 
tive minds,  vide  Calvin  Collidge’s  dictum 
about  the  other  European  nations,  “They 
borrowed  the  money,  didn’t  they?”  After 
World  War  II  the  sauna  became  the  leading 
export  of  Finnish  culture.  There  is  some- 
thing appealing  to  the  New  England  con- 
science about  a small,  industrious  nation 
which  is  clean  and  carefully  tots  up  the 
profit  and  loss.  Yet  much  as  Americans 
may  like  and  admire  the  Finns,  the  barrier 
of  the  Finno-Ugric  tongue  with  its  lack  of 
English  cognates  makes  it  difficult  to  grasp 
its  literature;  its  music  has  fared  some- 
what better. 

None  the  less,  the  Kalevala  is  one  of  the 
world’s  more  important  folk  epics.  No  stu- 
dent of  comparative  literature  can  overlook 
it,  and  it  has  particular  significance  for  the 
generation  after  Sir  James  Frazer  which  is 
concerned  with  mythopoeism.  Sibelius 
was  neither  the  first  nor  the  last  Finn 
to  derive  artistic  inspiration  from  the 
Kalevala.  Priority  must  be  awarded  to  Jo- 
han Schantz  (1835-1865)  whose  orchestral 
work  Kullervo  dates  from  about  1860. 
Kullervo,  a Hamlet-like  character,  is  one 
of  the  collateral  figures  in  the  Kalevala, 
and  his  legend  has  also  inspired  an  opera 
by  Armas  Launis,  born  in  1884,  and  a sym- 
phonic poem  by  Leevi  Madetoja,  born  in 
1887.  In  fact  Sibelius’s  first  Kalevala 
work  was  his  symphonic  poem  Kullervo, 
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Opus  7 (1892),  for  solo  voices,  chorus,  and 
orchestra ; it  remains  unpublished.  Other 
Finnish  composers  such  as  Oskar  and  Aare 
Merikanto,  father  and  son,  Erkki  Melartin, 
Unno  Klami,  and  Ahti  Sonninen  have  com- 
posed vocal,  instrumental,  or  orchestral  mu- 
sic inspired  by  episodes  from  the  Kalevala, 
but  quite  unexpectedly  one  finds  that  the 
influence  of  this  epic  has  extended  to  Italy; 
Luigi  Dallapiccola,  Italy’s  leading  composer 
of  this  century,  born  in  1904,  wrote  Due 
Liriche  dal  ‘Kaleivala’  in  1930  and  Tre 
studi  dal  ‘Kalewala’  in  1932,  both  works  for 
voice  and  chamber  orchestra. 

One  can  merely  allude  in  passing  to  the 
influence  of  the  Kalevala  on  the  paintings 
of  Akseli  Gallen-Kallela  and  on  Finnish  let- 
ters and  scholarship  in  general.  Somewhat 
closer  to  the  local  scene  is  the  well-known 
fact  that  Longfellow  borrowed  the  octosyl- 
labic, trochaic,  and  dactylic  meter  from  the 
Kalevala  for  his  poem  Hiawatha.  We  are 
told  that  Longfellow  borrowed  it  from  a 
German  translation  of  the  Kalevala,  but  in 
the  library  of  the  Craigie  House  in  Cam- 
bridge there  is  a version  in  Finninsh  and  a 
Finno-German  dictionary.  It  is  not  im- 
probable that  Longfellow,  who  had  consid- 
erable skills  as  a linguist,  may  have  tried  to 
translate  some  of  the  epic  poem  from  the 
original. 

Yet  comparatively  few  Americans  are 
acquainted  with  the  contents  of  the  Kalev- 
ala and  fewer  still  with  its  text,  even  in 
translation.  Until  recently  the  only  gener- 
ally available  English  translation  was  the 
one  dating  from  1907  by  W.  F.  Kirby.  Un- 
fortunately for  twentieth  century  read- 
ers, it  was  rendered  into  octosyllabic 
verse  in  a somewhat  pedestrian  idiom  re- 
flecting the  taste  of  the  conservative  aca- 
demicians of  the  end  of  the  nineteenth  cen- 
tury. It  has  the  sententiousness  of  Tenny- 
son and  the  opacity  of  Browning  at  their 
worst,  and  although  it  can  be  declaimed,  it 
is  not  poetic.  An  earlier  translation  into 
blank  verse  by  John  Martin  Crawford 
(1888)  met  with  no  general  acceptance.  A 
recent  translation  by  Francis  Peabody 
Magoun,  Jr.,*  is  an  accurate  rendition  into 
cadentila  prose.  Whatever  it  may  lack  in 
“poeticisms”  is  more  than  compensated 

* Lonnrot,  E.  The  Kalevala,  or  Poems  of  the  Kalevala 
District,  translated  hy  F.  P.  Magoun,  Jr.,  Cambridge,  Har- 
vard University  Press,  1963. 


for  by  its  accuracy  and  scholarship. 
Thanks  to  Professor  Magoun  the  Kalevala 
is  now  accessible.  It  is  even  readable  and, 
by  virtue  of  the  scholarly  apparatus,  a 
source  of  considerable  information,  hereto- 
fore available  only  to  those  fluent  in  Fin- 
nish. 

Early  life  and  education 

The  foregoing  is  by  way  of  preamble. 
The  man  who  compiled  the  50  poems  was 
Elias  Lonnrot,  a Finnish  physician.  No 
one  man  can  ever  create  single-handed  a 
national  literature,  but  Lonnrot  played  a 
unique  and  central  role  in  establishing  and 
preserving  the  Finnish  literary  heritage 
and  in  helping  codify  the  modern  Finnish 
language. 

Born  in  1802,  Lonnrot  grew  up  during 
the  period  (1808-1819)  when  Alexander  I 
of  Russia  wrested  Finland  from  Sweden 
which  had  governed  it  for  five  centuries. 
To  some  extent  Alexander’s  liberalism  gave 
Finland  more  autonomy,  but  inevitably 
Russian  hegemony  brought  ill-advised  re- 
pressive measures.  The  roots  of  Finnish 
libertarianism  and  nationalism  began  to 
develop  at  this  time,  and  the  difference  in 
language  was  a decisive  element  in  Fin- 
land’s struggle  for  independence.  For  five 
centuries  Swedish  had  been  the  official 
language  and  that  used  by  the  numerically 
small  educated  class ; the  Finno-Ugric  dia- 
lect prevailed  chiefly  in  the  sparsely  popu- 
lated rural  districts.  The  Finnish  philoso- 
pher Johan  Vilhelm  Snellman  (1806-1881), 
a contemporary  of  Lonnrot,  led  the  battle 
to  have  Finnish  adopted  as  an  official  lan- 
guage for  the  conduct  of  public  affairs. 
Lonnrot’s  publication  of  the  Kantele  and 
the  Kalevala  (1835-1836,  1849)  were  im- 
portant milestones  in  this  progress,  and 
the  victory  was  won  in  1863. 

One  of  a country  tailor’s  seven  children, 
Lonnrot  overcame  the  handicap  of  poverty 
to  enter  the  University  of  Turku  in 
1822.  He  helped  support  himself  by  work- 
ing as  an  apprentice  pharmacist  and  as  an 
assistant  to  the  local  district  doctor.  The 
thesis  for  his  master’s  degree  in  1827  was 
Vdinamoinen,  a Divinity  of  the  Ancient 
Finns.  He  decided  to  embark  on  a medical 
career  to  help  finance  his  continuing  in- 
vestigations into  early  Finnish  literature. 
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Before  entering  the  medical  school  at  Hel- 
sinki in  1828,  he  had  made  a long  field  trip 
to  Hame,  Savo,  and  Finnish  Karelia  to  col- 
lect folk  songs.  These  he  published  in  four 
fascicles  between  1829  and  1831  under  the 
title  Kantele  taikka  Suomen,  The  Harp,  or 
Old  and  Later  Poems  and  Songs  of  the 
Finnish  People,  a collection  of  90  old  and 
20  more  modern  lyrics.  In  1831  he  became 
secretary  of  the  Finnish  Literature  Society 
and  the  following  year  received  his  M.D. 
degree  from  the  University  of  Helsinki. 
His  doctoral  dissertation,  based  on  some 
of  the  magical  charms  and  incantations  he 
had  discovered,  reflected  his  interest  in 
myth  and  ethnograpyh;  it  was  titled  Magi- 
cal Medicine  of  the  Finns. 


Interest  in  Finnish  minstrelsy 

After  a brief  tour  of  duty  at  Oulo  in  the 
northern  reaches  of  the  Gulf  of  Bothnia, 
Lonnrot  was  appointed  in  1833  to  the  post 
of  district  medical  officer  for  Kajaani,  a re- 
mote district  of  eastern  Finland  near  Rus- 
sian Karelia,  a post  he  held  for  almost 
twenty  years.  His  initial  intent  was  to 
continue  publishing  the  Kantele  in  fasci- 
cles; but  as  his  explorations  continued,  he 
became  convinced  that  it  would  be  an  even 
better  idea  to  collect  all  the  songs  and  leg- 
ends he  could  and  assemble  them  in  a mean- 
ingful sequence.  He  made  several  field 
trips  in  his  own  spare  time  and  finally  as- 
sembled 32  long  poems  (12,078  lines)  into  a 
work  titled  The  Kalevala,  or  Old  Karelian 
Songs  from  Ancient  Times  of  the  Finnish 
People.  This  was  published  in  the  winter 
of  1835-1836  and  is  usually  referred  to  as 
Vanha  Kalevala  ( The  Old  Kalevala ).  An 
earlier  approximation  of  these  poems,  some 
5,052  lines,  was  published  from  Lonnrot’s 
notes  in  1929  as  Alku  Kalevala  ( The  Pro- 
to-Kalevala). 

The  Old  Kalevala  received  immediate 
recognition.  Granted  a year’s  absence 
from  his  medical  duties  and  supported  by  a 
traveling  grant-in-aid  from  the  Finnish 
Literature  Society  (equivalent  to  $500), 
Lonnrot  was  enabled  to  make  an  extended 
trip  to  the  Archangel  region,  Lapland,  and 
both  Finnish  and  Russian  Karelia  from 
September  1836  to  October  1837  to  collect 
more  of  the  old  Finnish  minstrelsy.  From 


this  trip  and  later  ones  he  was  able  to  col- 
late a large  group  of  lyrical  songs, 
published  as  Kanteletar  (The  Spirit  of  the 
Harp ) in  1840  and  to  revise  and  rearrange 
the  epic  poems  of  the  Old  Kalevala  for  a 
new  and  more  complete  edition  which  fin- 
ally appeared  in  1849.  The  epic  in  its  re- 
vised form  was  divided  into  50  poems  with 
a total  length  of  22,795  lines;  it  is  this  text 
which  Professor  Magoun  has  translated  as 
Poems  of  the  Kalevala  District.  It  con- 
tained not  only  new  narrative  material  but 
also  some  lyrical  sections  and  necessary 
transitional  passages,  all  in  the  ancient  tra- 
ditional octosyllabic  meter.  A notable  fea- 
ture is  Lonnrot’s  interpolation  of  ancient 
charms  and  spells  into  the  narrative  fab- 
ric; these,  too,  were  cast  into  the  tradi- 
tional meter. 

Interest  in  Finnish  language 

In  the  meantime  Lonnrot  had  become  in- 
terested in  Finnish  as  a language  and  be- 
gan to  collect  lexicographic  materials  illus- 
trating the  mutual  relationships  of  the 
Baltic  branches  of  the  Finno-Ugric 
dialects.  In  1840  the  Finnish  Literature 
Society  asked  him  to  take  over  the  comple- 
tion of  a projected  Finnish-Swedish  dic- 
tionary begun  by  Kaarle  Keckman  who  had 
died.  Although  he  received  a two-year 
leave  from  medical  duties  for  this  task  in 
1840,  then  a five-year  leave  in  1844,  the  dic- 
tionary of  some  200,000  entries  was  not 
published  until  1874  (Volume  I)  and  1880 
(Volume  II).  The  value  of  this  achieve- 
ment was  that  it  established  a standard 
Finnish  vocabulary  which  took  into  account 
the  different  dialects,  thereby  creating  the 
elements  for  a language  capable  of  express- 
ing modei'n  cultural  ideas.  During  the 
1840’s  and  early  1850’s  much  of  Lonnrot’s 
time  and  energy  was  devoted  to  writing 
contributions  for  and  editing  a variety  of 
Finnish  nationalistic  journals.  However, 
in  the  field  of  political  action  he  was  a mod- 
erate. 

When  M.  A.  Castren  died  in  1852, 
Lonnrot  was  named  to  succeed  him  as  pro- 
fessor of  Finnish  language  and  literature 
at  the  University  of  Helsinki.  He  resigned 
his  medical  position  and  assumed  his  new 
duties  in  the  fall  of  1853,  continuing  tenure 
through  1862.  During  this  period  he  was 
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occupied  with  didactic  and  administrative 
duties;  apart  from  a long  article  on  the  In- 
ari-Lapp  dialect,  most  of  his  publications 
were  short  scholarly  articles.  During 
these  years  he  was  closely  associated  with 
Snellman;  the  University  of  Helsinki  was  a 
hotbed  of  Finnish  nationalism. 

Interest  in  agriculture 

Among  the  many  strings  to  Lonnrot’s 
bow  was  an  interest  in  practical  agron- 
omy. In  1834,  when  first  assigned  to  Ka- 
jaani,  he  had  written  a pamphlet  titled 
Well-Intentioned  Advice  in  Crop-Failure 
Years  to  assist  the  peasants  during  hard 
times.  In  1857,  when  serving  as  professor 
of  language  and  literature,  he  was  sent  by 
the  government  to  the  northern  provinces 
to  direct  the  preparation  of  food  substi- 
tutes when  the  crops  had  failed ; the  result 
was  a booklet  titled  Advice  on  Using  Cer- 
tain Lichens  as  Food.  He  was  also  inter- 
ested in  the  immediate  practical  problems 
of  his  rural  patients.  As  a young  district 
doctor  he  had  written  The  Finnish  Peas- 
ant’s Home  Doctor  in  1839.  Even  when 
occupying  a chair  in  literature  he  did  not 
lose  interest  in  medicine  and  in  1857  pub- 
lished a book  on  infant  mortality  and  how 
to  reduce  it.  During  his  lifetime  he 
adapted  into  Finnish  several  popular  di- 
dactic books  on  hygiene,  temperance,  and 
decent  living  standards. 

When  he  retired  from  the  University  in 
1862,  Lonnrot  purchased  a farm  near  his 
birthplace  close  to  Lake  Haarjarvi  which  he 
turned  into  a model  farm.  He  devoted  the 
two  decades  of  his  retirement  to  a number 
of  tasks  including  serving  on  a committee 
to  revise  the  Finnish  Hymn  Book,  pub- 
lished in  1883,  and  the  completion  of  his 
work  on  the  large  Finnish-Swedish  dic- 
tionary. He  continued  to  work  over  his 
material  based  on  ancient  poetry  derived 
from  the  oral  tradition;  in  1880  he  pub- 
lished Suomen  kansan  muinaisia  loitsoruno- 
ja  ( Old  Metrical  Charms  of  the  Finnish 
People),  and  during  his  last  years  he 
worked  on  a new  arrangement  of  the  Kan- 
teletar  which  was  published  posthumously 
in  1887.  His  old  age  was  that  of  a patri- 
arch surrounded  by  his  family,  rising  above 
all  differences  of  opinion.  He  conducted 
religious  services  every  third  Sunday  at  the 


local  church ; his  house  was  a free  outpa- 
tient clinic  for  the  entire  county.  For  re- 
laxation he  would  sing  the  old  traditional 
songs  and  lays  accompanying  himself  on 
the  harp;  he  took  long  hikes,  swam  in  the 
lake,  and  skied  on  the  slopes  up  to  the  last 
year  of  his  life.  At  his  death  in  1884  the 
largest  portion  of  his  estate  went  to  found 
a school  of  home  economics  at  Sammatti, 
the  nearest  sizeable  town,  and  he  be- 
queathed his  literary  works  with  all  rights 
to  the  Finnish  Literature  Society. 

Stories  in  the  Kalevala 

Unlike  the  Icelandic  Eddas,  the  Kalevala 
is  not  the  work  of  a single  epic  poet,  nor 
like  the  Aeneid  or  the  Odyssey  does  it  deal 
with  the  adventures  of  a single  hero  and 
his  entourage.  Unlike  the  Iliad  and  the 
Nihelungenlied,  the  Kalevala  does  not  have 
a unified  plot  dealing  with  the  exploits  of 
an  aristocratic  group  of  warriors  engaged 
in  a power  struggle  and  their  transactions 
with  their  gods,  nor  like  the  Chanson  de 
Roland  and  the  Arthurian  romances  does 
it  deal  with  the  valorous  deeds  of  chivalry. 
The  Kalevala  is  the  conscious  and  deliber- 
ate arrangement  of  a group  of  epic  lays 
from  the  Karelia  district  concatenated 
into  a loosely  cohesive  narrative  by  a nine- 
teenth century  physician  who  served  as  re- 
corder, transcriber,  and  editor.  Lonnrot 
certainly  f urninshed  the  work  with  an  intro- 
duction and  an  epilogue  of  his  own  compo- 
sition, and  an  indeterminate  amount  of  in- 
terpolated transitional  material  is  of  his 
own  devising.  However,  unlike  Macpher- 
son’s  Ossian,  the  Kalevala  is  truly  based  on 
traditional  bardic  material;  Lonnrot  did 
not  make  it  up  from  his  own  imagination. 
Isolated  fragments  of  traditional  Finnish 
songs  had  been  published  during  the  eigh- 
teenth century,  and  even  in  the  1820’s  Rein- 
hold von  Becker  had  published  small  por- 
tions of  the  Vainamoinen  legend,  and 
Zachris  Topelius  had  published  some  tradi- 
tional ancient  songs.  Those  who  would 
question  the  general  authenticity  of  Lonn- 
rot’s Kalevala  by  comparing  it  with  the 
Ossianic  canard  do  not  know  their  Norse 
from  their  Erse.  Lonnrot  was  a careful 
craftsman  who  assimilated  the  meter,  ca- 
dence, and  declamatory  style  of  the  ancient 
songs  so  deeply  into  his  consciousness 
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that  one  cannot  distinguish  his  additions 
and  interpolations  from  the  material  he 
transcribed  without  reference  to  his  notes. 

The  unifying  element  in  the  Kalevala  is 
its  cast  of  characters,  a demotic  trio  of  folk 
heros,  Vainamoinen,  Lemminkainen,  and  II- 
marinen,  each  of  whom  appears  in  more 
than  one  legend,  relating  to  subsidiary 
characters  in  subplots.  Like  other  narra- 
tives and  ballads  handed  down  from  one 
generation  to  another  by  unlettered  singers, 
the  Kalevala  has  a rhetoric  based  on  the  re- 
peated use  of  certain  verbal  formulas,  the 
application  of  stock  epithets  to  the  charac- 
ters, and  a prosody  marked  by  parallelism 
and  repetition  of  individual  phrases.  Each 
of  the  principal  heroes  is  known  by  his 
epithet:  “steadfast  old”  Vainamoinen, 

who  is  depicted  both  as  a man  of  sagacity 
and  as  a compelling  singer  of  songs;  “reck- 
less” Lemminkainen  with  his  “far-roving 
mind,”  portrayed  as  the  man  of  action,  the 
bold  warrior  and  great  lover;  and  “crafts- 
man” Ilmarinen,  the  “eternal  smith”  who 
forged  the  “lids  of  heaven”  when  the  world 
was  created.  Each  of  these  three  heroes, 
in  one  portion  of  the  legend  or  another, 
sets  out  to  woo  and  win  the  hand  of  the 
beautiful  daughter  of  Louhi,  the  mistress 
of  the  North  Farm  (Pohjola),  a rich  dis- 
trict north  of  Kaleva,  which  is  almost  in- 
variably given  the  epithet  “gloomy,”  and 
which  appears  to  border  topographically 
on  Death’s  Domain  (Tuonela).  As  part  of 
the  trial  of  strength  in  these  courtships 
each  hero  is  assigned  tasks  almost  impos- 
sible of  successful  completion,  as  were  the 
labors  of  Hercules.  Ilmarinen,  who  forges 
the  magic  Sampo,  is  finally  successful  in 
his  quest.  The  forging  of  the  Sampo  is  de- 
scribed in  Poem  10.  After  building  a 
forge,  Ilmarinen  first  creates  a crossbow, 
then  a boat,  then  a heifer,  then  a plow. 
Dissatisfied  with  them,  he  destroys  each  in 
turn. 

At  the  end  of  the  third  day  craftsman  Il- 
marinen 

bent  down  to  look  at  the  bottom  of  his 
forge ; 

he  saw  that  a Sampo  was  being  born,  a lid 
of  many  colors  forming. 

The  craftsman  Ilmarinen,  eternal  smith, 

taps  away  fast,  pounds  away  spiritedly. 

He  forged  the  Sampo  skillfully:  on  one 

side  a grain  mill, 

on  the  second  side  a salt  mill,  on  the  third  a 
money  mill. 


Then  the  new  Sampo  ground  away,  the  lid 
of  many  colors  went  round  and  round; 

it  ground  a binful  in  the  dawn,  one  binful  of 
things  to  eat; 

it  ground  a second  of  things  to  sell,  a third 
of  household  supplies. 

Thus  the  dame  of  North  Farm  was  de- 
lighted. 

Some  authorities  consider  the  Sampo  to 
be  a symbol  of  man’s  spiritual  and  material 
advancement,  but  its  ability  to  produce 
grain  suggests  a fertility  symbol,  and  the 
fact  that  it  brought  success  in  courtship 
suggests  a sexually  symbolic  component  to 
this  tripartite  object  as  well.  The  Kale- 
vans  left  the  Sampo  at  North  Farm  where 
it  did  bring  prosperity.  Later,  after  the 
death  of  Ilmarinen’s  hard-won  bride  in  the 
Kullervo  subplot,  possession  of  the  Sampo 
became  a bone  of  contention  between  the 
Kalevans  and  the  Lapps,  essentially  a prize 
in  a commercial  war. 

In  Lonnrot’s  arrangement  of  the  poems 
the  unsuccessful  quests  for  Louhi  of  Pohj- 
ola’s  daughter  by  Vainamoinen  and  Lem- 
minkainen are  treated  at  length  before 
Ilmarinen’s  success  is  narrated.  The 
Lemminkainen  legend  is  the  basis  of  Sibel- 
ius’s orchestral  poems.  Ilmarinen  casts 
aside  his  first  wife  Kyllikki  who  has  proved 
unfaithful  to  him  and,  despite  his  mother’s 
warnings,  sets  out  for  North  Farm.  Louhi 
assigns  him  first  the  task  of  capturing  the 
Demon’s  elk;  failing  to  overtake  it  on  skis, 
he  finally  succeeds  in  capturing  it  by  chant- 
ing the  huntsman’s  charm  and  prayer.  His 
second  task  is  to  bridle  the  Demon’s 
fire-breathing  gelding.  He  succeeds  in  this 
and  is  then  sent  to  shoot  the  swan  in  the 
river  of  Death’s  Domain  (The  Swan  of 
Tuonela),  but  as  he  approaches  the  river  he 
is  treacherously  shot  by  Soppy  Hat,  the  de- 
spised cattle  herder,  who  uses  a cowbane- 
poisoned  tube.  Soppy  Hat  casts  Lemmin- 
kainen’s  body  into  the  river  where  the  son 
of  Death  cuts  it  into  pieces.  These  pieces 
of  Lemminkainen’s  body  are  miraculously 
retrieved  by  his  mother  who  has  Ilmarinen 
forge  a copper  rake  with  iron  teeth  a hun- 
dred fathoms  long;  she  sews  the  fragments 
together  bone  to  bone,  muscle  to  muscle, 
vein  to  vein,  and  restores  Lemminkainen  to 
life,  a striking  example  of  the  myth  of  the 
death,  dismemberment,  and  physical  res- 
urrection of  the  questing  romantic  hero. 

Steadfast  old  Vainamoinen  is  probably 
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the  single  most  important  character;  he  ap- 
pears in  many  different  roles  in  a variety 
of  episodes,  some  related  to  the  central 
quest  of  Louhi  of  Pohjola’s  daughter,  oth- 
ers not.  One  of  the  most  eloquent  episodes 
occurs  when  Vainamoinen,  Lemminkainen, 
and  Ilmarinen  set  out  to  recapture  the 
Sampo  from  the  North  Farm.  As  their 
boat  sails  down  a sacred  stream,  it  becomes 
impaled  on  the  back  of  a gigantic  pike; 
they  kill  the  pike,  cook  it,  and  eat  it,  and 
from  its  jawbone  (as  with  Samson)  Vain- 
amoinen makes  a harp  which  no  one  but  he 
can  play.  In  the  following  canto  he  suc- 
ceeds in  charming  all  the  denizens  of  the 
air,  earth,  and  sea  (compare  Orpheus  and 
others)  by  his  music.  His  own  tears  are 
transformed  into  beautiful  bluish  pearls. 
When  the  three  heroes  arrive  at  North 
Farm,  they  offer  to  share  the  Sampo  but 
assert  that,  if  they  cannot  get  half  its  use 
amicably,  they  will  take  it  by  force.  The 
mistress  of  North  Farm  does  not  wish  to 
share  her  prosperity  with  the  Kalevans 
and  offers  resistance.  Vainamoinen  plays 
his  harp  and  lulls  the  opposing  force  to 
sleep;  he  and  his  companions  remove  the 
Sampo  from  its  bed  in  a rocky  hill  and 
make  off  with  it  in  their  boat.  Three  days 
later  the  mistress  of  North  Farm  awakens, 
finds  her  Sampo  gone,  and  magically 
creates  a dense  fog  and  a fierce  gale  in 
which  Vainamoinen’s  harp  is  washed  into 
the  sea.  She  pursues  the  three  heroes, 
overtakes  them,  and  in  the  ensuing  sea  bat- 
tle, as  she  removes  the  Sampo  from  their 
boat,  it  is  dashed  to  pieces  by  the  sea.  The 
larger  fragments  sink  and  return  to  the 
primeval  sea;  Vainamoinen  manages  to 
save  a few  small  fragments  which  the 
waves  cast  ashore  and  preserves  them  as 
a hope  for  future  good  fortune.  He  then 
sets  out  to  sea  to  look  for  his  lost  pike’s 
jaw  harp  but  cannot  find  it  and  makes  him- 
self a new  one  out  of  birchwood,  which 
proves  equally  in  charming  the  beasts  and 
birds. 

The  Kullervo  subplot,  related  in  Poems 
31  through  36,  is  of  considerable  interest  to 
students  of  primitive  myth  and  comparative 
literature.  In  a Cain  and  Abel-like  feud 
over  fishing  traps  and  the  rights  to  the 
caught  fish,  Untamo  slays  Kalervo,  his 
brother,  and  puts  the  rest  of  his  clan  to  the 
sword.  One  maiden  survives;  she  is  preg- 


nant, and  her  son  Kullervo  is  soon  born. 
The  boy  grows  up  to  be  strong,  handsome, 
and  the  potential  avenger  of  his  father’s 
death.  Untamo,  the  wicked  uncle,  tries  to 
have  him  killed  but  fails.  He  finally  sells 
Kullervo  into  slavery  to  Ilmarinen.  Kul- 
lervo falls  afoul  of  Ilmarinen’s  wife,  the 
daughter  of  Louhi  of  North  Farm.  She 
sends  him  off  to  herd  cows  and  has  baked 
a loaf  of  bread  for  him  to  eat  but  has 
concealed  a stone  inside  it.  When  Kullervo 
tries  to  cut  the  bread,  he  breaks  his  knife. 
Kullervo  begins  to  weep : 

The  knife  was  my  only  brother,  the  blade 
my  only  love, 

an  object  got  by  my  father,  obtained  by  my 
parent. 

I broke  it  on  a stone,  struck  it  hard  on  a 
rock, 

on  the  loaf  of  the  bad  mistress,  on  what  the 
bad  woman  baked. 

With  what  shall  I now  pay  back  the  wom- 
an’s mockery,  the  woman’s  mockery,  the 
girl’s  derision, 

the  wretched  woman’s  food,  the  baking  of 
the  bad  whore? 

Kullervo  takes  his  revenge  on  Ilmarinen’s 
wife  by  driving  a pack  of  wolves  and  bears 
into  her  farmstead ; they  tear  her  to  pieces 
as  she  goes  out  to  milk  her  cows.  Kullervo 
flees;  in  his  wanderings  he  encounters  a 
green-robed  maiden  of  the  forest  who  tells 
him  that  his  father  and  mother,  a brother, 
and  two  sisters  are  still  alive.  The  maiden 
directs  him  to  their  new  home.  There  he 
is  welcomed  and  told  that  one  of  his  sisters 
had  been  lost  many  years  ago  when  she  set 
out  into  the  forest  to  pick  berries.  Now  in 
his  true  father’s  home,  Kullervo  shows  the 
effects  of  his  unkind  upbringing  and  proves 
maladroit  at  useful  work.  In  despair,  his 
father  sends  him  on  an  errand  to  pay  the 
taxes.  On  his  return  he  meets  a girl  and 
seduces  her;  they  exchange  information 
about  their  parentage,  and  soon  it  becomes 
clear  that  the  girl  is  his  lost  sister  and  that 
he  has  committed  incest.  The  girl  commits 
suicide  by  plunging  into  the  whirlpool  of  a 
river;  Kullervo  returns  home  filled  with 
guilt  and  shame.  He  departs  from  his  par- 
ents’ hearth,  travels  to  Untamo’s  domain, 
destroys  the  entire  clan,  burns  down  their 
buildings,  and  returns  home  to  find  it  de- 
serted except  for  his  dog,  and  there  com- 
mits suicide  by  falling  on  his  sword.  It  is 
not  difficult  to  recognize  some  of  the  ele- 
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ments  of  other  myths  and  legends  in  Kul- 
lervo’s  tragedy;  Oedipus,  Ajax,  Hamlet, 
and  even  Joseph  and  Potiphar’s  wife  all 
come  to  mind. 

Interspersed  among  the  poems  compris- 
ing the  Kalevala  are  any  number  of  pas- 
sages which  furnish  insight  into  the  daily 
life  of  the  early  Finns.  References  to 
handicrafts,  hunting,  fishing,  crop-raising, 
and  animal  husbandry  abound,  and  one  can 
derive  a composite  picture  of  life  in  a 
primitive  agrarian  society.  Even  more  re- 
vealing are  the  passages  dealing  with 
family  life.  After  the  description  of  the 
marriage  of  Ilmarinen  to  Louhi’s  daughter, 
four  successive  poems  deal  with  the  duties 
and  responsibilities  of  the  bride  and  groom, 
the  former  in  her  in-laws’  home.  Living 
together  in  such  close  quarters  created  its 
fair  share  of  interpersonal  conflicts.  With 
a quick  flash  of  wit,  as  relevant  in  the  mid- 
nineteenth century  as  it  is  today,  Lonnrot 
supplies  an  interpolation  of  his  own  which 
illuminates  the  young  bride’s  status; 

How  is  it  in  a girl’s  home?  A girl  in  her 
father’s  home 

is  like  a king  in  his  castle,  lacking  only  a 
sword. 

Differently  a poor  wretch  of  a daughter-in- 
law!  A daughter-in-law  in  her  husband’s 
home 

Is  like  a prisoner  in  Russia,  lacking  only  a 
guard. 

Clearly  the  simile  does  not  date  back  to  Fin- 
nish antiquity. 

Mythology  in  the  Kalevala 

Scattered  throughout  the  Kalevala  are  in- 
numerable magic  charms  and  incantations 
which  were  designed  to  be  intoned  or  de- 
claimed as  the  occasion  warranted.  Some 
of  these  are  purely  precatory,  asking  for 
success  in  hunting,  for  fertile  crop  sowing, 
and  the  usual  material  benefits  sought  by 
prayer.  A few  charms  are  propitiatory, 
but  the  Finnish  gods  are  not  usually  puni- 
tive. Other  charms  are  essentially  protec- 
tive; in  Poem  45  a passage  on  the  origin  of 
pestilences  is  followed  in  swift  succession 
by  a charm  for  a woman  in  labor,  a healer’s 
charm,  a sauna  bath  charm,  and  a set  of 
charms  against  pain.  The  obstetric  charm 
is  possibly  the  one  with  most  interest  for 
contemporary  readership : 


Maidenly  old  woman,  Nature’s  girl,  golden 
woman,  fair  one, 

you  who  are  the  oldest  of  women,  first 
mother  among  humans! 

Run  into  the  sea  up  to  your  knees,  into  the 
billows  up  to  your  belt  buckle; 

take  some  salve  from  a ruff,  some  slime 
from  a cusk, 

with  which  to  anoint  the  space  between  the 
bones,  to  stroke  along  the  sides, 

to  get  rid  of  the  maiden’s  torments,  the 
woman’s  belly  cramps, 

rid  of  this  severe  pain,  of  the  hard  labor 
pains. 

If  this  is  not  enough,  0 Ukko,  god  on  high, 

come  here  when  you  are  needed,  come  when 
you  are  summoned. 

Here  is  a maiden  in  torment,  a woman  with 
labor  pains 

in  the  midst  of  the  smoke  in  a sauna,  in  a 
community  bathing  house. 

Take  a golden  club  in  your  right  hand; 

then  smash  the  barriers,  break  any  door- 
jambs, 

twist  open  the  Creator’s  locks,  break  off  the 
interior  bolts 

for  a big  one  to  go  through,  a small  one  to 
go  through,  for  a feeble  one  to  go 
through. 

The  charm  is  not  without  its  pagan 
feeling;  it  is  addressed  to  Ukko,  the  most 
frequently  evoked  deity  in  the  Kalevala. 
He  is  an  elemental  god,  usually  a thunder 
god,  somewhat  related  to  Thor;  the  modern 
Finnish  word  “ukkonen”  means  thunder. 
Unlike  most  thunder  gods  in  other  myth- 
ologies, Ukko  is  often  appealed  to  for  pro- 
tection; the  pagan  Finns  did  not  seem  to 
seek  alliances  with  gods  to  vanquish  their 
enemies  or  impose  punitive  measures;  they 
were  perfectly  capable  of  settling  their 
earthly  affairs  themselves.  The  metaphor 
of  Ukko  acting  as  an  accoucheur  by 
breaking  down  the  doors  of  a sauna  is 
uniquely  Finnish. 

The  Kalevala  depicts  the  way  of  life  and 
its  ideals  in  pre-Christian  Karelia ; the  last 
canto,  Poem  50,  seems  to  prophesy  pagan- 
ism being  replaced  by  Christianity.  In  it 
the  maiden  Marjatta  gives  virgin  birth 
to  a son  who  is  baptized  king  of  Karelia. 
Vainamoinen,  who  suggests  putting  the 
child  to  death,  departs  in  a copper  boat 
suspended  midway  between  heaven  and 
hell,  similar  to  the  devil  Azza  who  is  sus- 
pended for  having  had  sexual  intercourse 
with  a mortal,  leaving  his  harp  and  his 
songs  as  a heritage,  saying 

Let  time  pass,  one  day  go,  another  come; 
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they  will  need  me  again,  be  looking,  waiting 
for  me 

to  fetch  a new  Sampo,  to  prepare  a new  in- 
strument, 

fetch  a new  moon,  free  a new  sun 
when  there  is  no  moon,  no  sun  nor  any 
worldly  joy. 

The  passage  describing  the  conception  of 
the  new  god  is  of  more  than  passing  in- 
terest. Marjatta  is  characterized  as  shy 
and  modest,  a virgin  who  practiced  her  vir- 
ginity with  ritualistic  compulsion : 

she  did  not  eat  the  eggs  of  a hen  defiled  by  a 
cock 

nor  the  flesh  of  a sheep  which  rams  had  had. 
Her  mother  ordered  her  to  go  milk;  she  did 
not  go  milk. 

She  uttered  these  words : no  girl  like  me 

will  touch  the  teat  of  that  cow  which  has 
been  mounted  by  bulls  . . . 

One  day  when  she  is  serving  as  a 
shepherdess,  a serpent  appears,  crawling  in 
the  grass,  and  shortly  thereafter  a whortle- 
berry growing  on  a bush  on  the  heath  calls 
out  and  asks  her  to  pluck  it  and  eat  it  be- 
fore the  serpent  should  swallow  it.  The 
whortleberry  was  rather  high  from  the 
ground,  so 

She  snatched  a club  from  the  heath  with 
which  she  knocked  the  berry  to  the 
ground. 

Then  indeed  the  berry  rose  from  the  ground 
to  the  fine  leather  uppers, 
from  the  fine  leather  uppers  to  the  lovely 
knees, 

from  the  lovely  knees  to  the  fine  apron. 

Then  it  wrent  up  to  the  belt  buckle,  from  the 
belt  buckle  to  her  breasts, 
from  her  breasts  to  her  chin,  from  her  chin 
to  her  lips; 

then  it  slipped  into  her  mouth,  made  a quick 
turn  onto  her  tongue, 

went  from  her  tongue  into  her  throat,  from 
there  slipped  into  her  belly. 

Her  mother  and  father  will  not  accept 
her  explanation  that  she  was  impregnated 
by  a whortleberry  ;*  they  cast  her 
out.  She  is  denied  shelter  and  a place  to 
give  birth  even  by  the  loathsome  Ruotus 
and  his  wife;  the  latter  suggests  she  take 
refuge  in  a horse  shed  (reference  to  the 
manger),  which  is  actually  where  she  does 
give  birth.  Presumably  this  legend  found 
its  way  into  Finland  along  with  the  first 

♦The  whortleberry  (Vaccinium  myrtillus),  also  known  as 
the  hurtleberry,  is  the  European  equivalent  of  the  huckleberry 
(Gaylussacia  baccata),  and  the  three  names  are  etymologi- 
cally cognate.  It  would  appear  that  Marjatta  was  impreg- 
nated by  Huckleberry  the  Finn. 


Christian  missionaries  in  the  eleventh  cen- 
tury and  was  incorporated  into  the  folk 
minstrelsy.  By  the  middle  of  the  twelfth 
century  Christianity  had  made  sufficient 
headway  in  Finland  to  warrant  sending  a 
bishop;  Finland’s  first  bishop  was  Henry, 
an  Englishman,  who  died  a martyr  in 
1155.  The  myth  of  a virgin  birth  is  com- 
mon to  many  primitive  and  pagan 
cults.  Sir  James  Frazer  writes 

Such  tales  of  virgin  mothers  are  relics  of 
an  age  of  childish  ignorance  when  men  had 
not  yet  recognized  the  intercourse  of  the 
sexes  as  the  true  cause  of  offspring. 

Even  though  this  generalization  may 
have  exceptions,  it  is  unlikely  that  the  elev- 
enth century  Finns  were  ignorant  of  the 
cause  and  effect  relationship  between  coitus 
and  parturition ; possibly  there  was  an  even 
earlier  myth  among  them  of  a virgin  birth 
which  later  became  confused  with  the 
Christian  legend,  disguised  and  overlaid  by 
its  trappings.  The  tale  in  the  Kalevala 
continues  with  an  episode  describing  how 
Marjatta’s  little  son  gets  lost  and  how  she 
finally  discovers  him  in  a fen,  like  Moses  in 
the  bulrushes.  In  the  next  section  Vain- 
amoinen  sits  in  judgment  on  the  child  and 
condemns  him  to  death,  but  the  boy  rebuts 
him  firmly,  as  did  Christ  among  the 
doctors.  At  this  juncture  Vainamoinen 
baptizes  him  King  of  Karelia,  announces 
his  departure,  and  sings  his  last  song. 

The  legend  of  a virgin  being  impregnated 
by  a whortleberry  is  no  different  from  that 
of  Moses  in  the  bulrushes  or  the  Annuncia- 
tion and  Virgin  Birth.  An  essential  ele- 
ment in  many  religions  seems  to  be  a re- 
quirement that  the  believer  should  accept 
as  an  article  of  faith  a myth  of  this  order 
which  is  biologically  impossible.  It  is 
much  to  the  credit  of  the  pagan  Finns  that 
they  adapted  the  tale  to  their  store  of  folk 
legends  and  songs  chanted  by  unlettered 
singers  rather  than  making  it  a test  of  reli- 
gious credulity  and  social  conformity.  The 
myths  in  the  Kalevala  seem  to  fit  into  a 
variety  of  categories.  Some  are  euhemer- 
ist,  deriving  from  a distortion  of  history; 
the  legendary  heroes  may  originally  in 
some  remote  epoch  have  been  real.  Others, 
such  as  the  virgin  birth,  may  have  been  de- 
rived from  a primitive  ritual.  Still  others, 
such  as  the  myths  of  the  world’s  creation, 
may  be  cognitionist,  an  attempt  to  explain 
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natural  phenomena  by  erroneous  scientific 
speculation.  Study  of  the  myths  of  the 
Kalevala  fails  to  support  any  of  the  rigidly 
exclusive  theories  of  mythopoeism ; they  are 
eclectic  in  nature  and  purpose. 

Comment 

It  is  fortunate  that  Lonnrot’s  investiga- 
tions into  the  folklore  of  Karelia  took  place 
before  the  encroachments  of  a mechanized 
and  industrialized  civilization  on  the  prime- 
val scene  would  have  made  unavailable  the 
retrieval  of  this  cultural  heritage.  In  one 
sense  our  own  culture  has  developed  mu- 


Prostatic carcinoma 
metastatic  to  bone 

Reporting  in  the  North  Carolina  Medical 
Journal  29:  164  (April)  1968,  W.  P.  Scott, 

M.D.,  states  that  up  to  the  time  of  reporting,  20 
patients  with  bone  metastases  from  prostatic 
carcinoma  have  been  treated  with  sodium 
fluoride.  In  these  patients,  bone  pain  was  no 
longer  amenable  to  hormones  or  radiation 
therapy  and,  in  most  cases,  was  no  longer 
affected  by  administration  of  narcotics.  All 
experienced  relief  from  pain,  ranging  in  effect 
from  satisfactory  to  dramatic.  After  the  first 
6 patients  were  given  100  mg.  sodium  fluoride 
daily,  relief  began  around  the  fourth  week  of 
treatment.  At  the  time  of  reporting,  4 of  the 
6 patients  needed  no  medication  for  pain,  and 
the  rest  needed  only  1 to  2 tablets  a day  oc- 
casionally. There  have  been  no  complications 
or  toxic  effects.  X-rays,  hemograms,  and  blood 
chemistry  values  all  have  remained  stable. 


seums  of  monuments  to  civilizations  whose 
continued  existence  progress  has  rendered 
impossible.  We  are  more  successful  at  pre- 
serving artefacts  such  as  potsherds  and 
inscriptions  than  in  the  continuity  of  an 
oral  tradition  of  myth  and  legand.  Lonn- 
rot’s  preservation  of  the  poetry  of  the 
Kalevala  not  only  stands  as  a monument  to 
his  personal  sturdy  virtues  but  also  fur- 
nishes us  with  a permanent  ethnographic 
record  of  a primitive  culture  at  the  mar- 
gins of  the  Indo-European  community. 

Acknowledgment.  The  author  acknowledges  with 
thanks  the  suggestion  of  Thelma  B.  Dunn,  M.D.,  of  the 
National  Cancer  Institute,  Bethesda,  Maryland,  that  he 
explore  this  subject. 


Only  the  first  6 patients  treated  with  sodium 
fluoride  were  tabulated.  Ranging  in  age  from 
sixty-four  to  seventy-six,  all  the  patients  had 
metastases  to  the  bone  from  cancer  of  the 
prostate  gland.  Areas  involved,  with  multiple 
sites  in  4 patients,  included  the  spine,  pelvis, 
ribs,  and  femur.  As  now  used,  the  capsules  of 
sodium  fluoride  were  prepared  from  100  mg.  of 
sodium  fluoride  analytical  reagent  and  sodium 
bicarbonate  filler.  On  the  present  schedule, 
patients  were  primed  with  100  mg.  of  sodium 
fluoride  daily  for  two  weeks  and  then  maintained 
on  a daily  dose  of  50  mg.  The  basic  laboratory 
work-up  consists  of  serum  calcium,  phosphorus, 
and  fluoride  acid  and  alkaline  phosphatase — 
blood  urea  nitrogen — and  complete  blood  count. 
So  far  there  have  been  no  significant  elevations 
of  the  serum  fluoride.  Fluoride  therapy  has 
been  extended  to  include  secondary  osteolytic 
and  a few  primary  bone  lesions.  At  present 
being  studied  are  the  effects  of  phosphate 
therapy  in  these  lesions,  both  with  and  without 
previous  or  concomitant  fluoride  therapy. 
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Special  Article 


Tools  of  Research 
— and  Its  Aims 

ROBERT  A.  FISCHL,  M.D., 
F.A.C.S.,  F.R.C.S. 
New  York  City 

Assistant  Clinical  Professor  in  Surgery  (Plastic 
Surgery),  Mount  Sinai  School  of  Medicine 


T HE  COMPUTER  is  with  US.  It  has  ar- 
rived, is  accepted,  and  has  been  embraced 
by  society  and  technology.  It  has  immea- 
surably increased  the  speed  of  statistical, 
analytic,  and  mathematical  processes.  It  is 
invaluable  in  many  large  accounting  and 
auditing  systems,  and  in  hospitals  it  is  in 
regular  use  for  auditing,  inventory  control, 
personnel  processing,  and  so  forth. 

In  many  fields  it  is  so  invaluable  that  it 
has  revolutionized  the  whole  process,  and  in 
many  it  has  speeded  up  work,  reduced  the 
need  for  manpower,  or  increased  the  whole 
sum  of  knowledge.  Great  good  has  come 
from  it,  and  much  benefit  will  continue  to 
accrue  from  it.  In  its  wake  it  is  leaving  a 
trail  of  paper  and  a mountain  of  facts  and 
statistics  derived  from  these  facts,  compu- 
tations based  on  the  statistics,  further 
deductions  based  on  these  computations, 
and  mountains  and  mountains  of  figures — 
some  understandable,  some  valuable,  but 
also  an  increasing  number  which  are  mere- 
ly disconnected  statistics  and  calculations 
with  no  relation  to  reality. 

In  our  enthusiasm  for  novelty,  in  our  ad- 
miration of  the  marvelous  benefits  of  the 
rapid  calculation  which  the  computer  can 
accomplish,  and  in  our  industrious  search 
for  more  information,  systematization,  clas- 
sification, statisticization,  and  further  com- 
plication of  the  data  which  we  amass  in  the 
charts  of  hospital  patients,  all  of  which 
come  from  isolated  clinical  observations, 


let  us  not  forget  the  methods  and  the  aims 
of  scientific  research,  and  above  all,  the 
methods  by  which  the  science  of  medicine 
was  advanced  in  the  past  and  is  advancing 
at  the  present  time. 

Let  us  not  forget  our  goals  and  the  direc- 
tions which  we  should  follow  to  reach  those 
goals. 

Usefulness  of  information 

Statistical  analysis  is  valuable  when  we 
wish  to  look  back  over  the  vast  experience 
which  may  have  been  accumulated  by  one 
individual,  by  one  group,  or  one  hospital,  or 
even  by  a large  group  of  hospitals,  particu- 
larly when  these  are  homogeneous  enough 
to  have  certain  uniform  standards.  This 
information  is  useful  in  reaching  certain 
conclusions  about  the  epidemiology,  inci- 
dence, or  perhaps  even  the  cause  of  a dis- 
ease or  clinical  entity,  and  can  be  very 
valuable  when  one  wishes  to  study  the 
natural  history  of  an  abnormal  process  or 
the  effect  of  specific  treatment.  It  will  tell 
us  a lot  about  survival  rates  and  may  even 
be  helpful  in  plotting  prognosis.  How- 
ever, a by-product  of  this  computer  analysis 
is  a large  mass  of  figures  which  have  no 
relation  to  the  problem  in  question.  In 
short,  we  obtain  a lot  of  useless  informa- 
tion. 

Recently,  this  useless  information  has 
been  making  itself  heard  at  scientific  meet- 
ings and  even  in  some  scientific  journals. 
Merely  to  have  had  a computer  and  to  have 
used  it  to  chew  up  mounds  of  accumulated 
data,  spewing  forth  columns  of  figures,  ar- 
ranged in  so-called  “tables,”  and  often  con- 
fused even  more  by  mathematical  and  sta- 
tistical hieroglyphics  which  are  becoming 
the  status  symbols  of  research-minded 
medical  investigators,  is  not  enough.  As  if 
it  were  not  enough  to  produce  an  almost 
illegible  table,  we  now  find  there  must  be  at 
least  one  column  expressed  as  the  logarith- 
mic equivalent,  and  the  confusion  factor, 
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far  from  aiding  enlightenment,  simply  adds 
to  the  confusion ! 

Let  us  be  on  the  lookout  for  these  com- 
puter addicts  and  tolerate  them  only  when 
they  tell  us  something  we  want  to  learn  or 
will  benefit  from  knowing.  Let  us  not 
allow  our  meetings  and  our  journals  to 
become  cluttered  with  this  useless  informa- 
tion which  is  the  ill-advised  and  unnatural 
effluvium  of  the  computer. 

Conclusion 

There  is  one  simple  test  for  the  value  of 
scientific  research.  Does  it  help  to  clear  up 
a question?  If  it  does,  it  should  be  able  to 
sum  it  up  in  simple  terms.  If  it  merely 


adds  words  and  figures  to  some  already 
known  data  without  explaining  anything, 
then  it  does  not  meet  our  requirements. 
The  best  advances  in  medicine  have  come 
from  simple  observations  and  from  deduc- 
tions which  have  simplified  masses  of 
known  facts.  When  someone  can  take  a 
mountain  of  unrelated  facts  and  simplify 
them  into  some  basic  rules,  he  has  truly 
advanced  the  cause  of  science.  But  when 
he  takes  a mountain  of  information,  turns 
it  into  even  bigger  mountains  of  figures, 
and  unloads  these  on  the  scientific  public, 
then  he  has  only  added  clutter. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae-in 
reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry,  1,600-bed,  predominantly  psychi- 
atric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent.  30  days  of  annual  leave  and 
15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans  and  other  fringe  benefits.  Can  pay  moving  expenses. 
License  in  any  state  required.  Equal  oppty.  Employer. 
Contact  Director  of  Chief  of  Staff,  VAH,  Canandaigua, 
N.Y.  14424. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  2 internists  New  York  City  suburbs;  rapid  growth. 
Salary  open  leading  to  partnership.  Well  equipped  office; 
excellent  close  hospital  facilities.  Write  P.O.  Box  236, 
Hartsdale,  N.Y.  10530. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


YOUNG  INTERNIST  OR  G.P.  TO  ASSOCIATE  WITH 
established  practitioner  in  lower  Manhattan.  A tremen- 
dous opportunity  exists  for  an  ambitious  and  diligent  man 
or  woman  who  enjoys  city  living.  Salary  $24,000  for  first 
year.  Box  796,  % NYSJM. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


GENERAL  PRACTITIONER:  BE  YOUR  OWN  MAN, 

enjoy  living,  working.  Beautiful  country,  recreation  facili- 
ties and  good  time  off.  Lucrative  practice  opportunity. 
Norfolk,  New  York,  5,500  pop.  School  and  town  health 
officer  positions  included.  An  ideal  place  to  raise  your 
family.  Henry  J.  Dobies,  M.D.,  Doctors  Clinic,  Massena, 
New  York. 


ANESTHESIOLOGIST,  FULL  OR  PART-TIME  FOR 
active  obstetrical  service.  Schedule  of  coverage  flexible. 
Regional  anesthesia  utilized  in  over  80  per  cent  of  cases. 
Ideal  position  for  semi-retired  man  or  anesthesiologist 
studying  for  the  Boards.  Income  negotiable.  Contact: 
A.  Diaz,  M.l).  Anes.  Dept.,  Nassau  Hospital,  Mineola, 
N.  Y.  Call  (516)  742-4200. 


PHYSICIANS  WANTED — CONT’D 


WANTED:  INTERNIST  OR  GENERAL  PRACTI 

tioner  to  join  a general  practitioner  and  surgeon  in  small 
town.  Excellent  small  community  hospital  next  door  to 
office.  Large  practice.  Box  799,  % NYSJM. 


ANESTHESIOLOGIST  WANTED  BY  EXPANDING 
275  bed  general  hospital.  N.Y.S.  license.  Board  eligible 
or  certified.  Fee  for  service.  Prefer  one  capable  of 
heading  up  projected  Pulmonary  Care  Unit.  Finger 
Lakes  area  N.Y.  State.  Box  801,  % NYSJM. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  GROWING 
roup  in  Long  Island  area.  Excellent  financial  opportunity, 
nclude  curriculum  vitae  in  reply.  Box  800,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 
year  community  oriented  dynamic  program  in  Metro- 
politan Detroit  area.  University  associations.  Teach- 
ing staff  of  Board  men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  research.  Modem 
physical  plant.  Salary  $10,666;  $11,185;  $12,132.  Five 
year  career  program  $12,155  to  $21,942.  Liberal  Civil 
Service  benefits.  Write:  Director  of  Education  and 

Research,  Northville  State  Hospital,  Northville,  Michigan 
48167. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  SMALL 
town  New  York  State.  New  hospital  with  modern  equip- 
ment, near  Toronto,  Niagara  Falls  and  Buffalo,  on  Lake 
Ontario.  Full  time,  head  department.  Fee  for  services 
plus  guaranteed  income.  Box  803,  % NYSJM. 


WANTED.  ANESTHESIOLOGIST,  BOARD  ELIGIBLE 
or  certified,  to  join  group  in  New  York  City  hospital. 
Fee  for  service.  Income  negotiable.  State  details  first 
letter.  Box  802,  % NYSJM. 


PEDIATRICIAN  WANTED  (ASSOCIATE).  PEDIA- 
trician  with  mushrooming  practice  seeks  Board  qualified 
or  Board  eligible  associate.  Located  55  miles  from  N.Y.C. 
Full  association  after  three  years.  Salary  $20,000.  Write 
Box  367,  Goshen,  New  York  10924. 


PHYSICIANS  WANTED:  GENERAL  PRACTICE  AND 
obstetrics.  Two  physicians  wanted  to  supplement  es- 
tablished general  surgeon  in  formation  of  medical  group. 
Salary  negotiable  but  at  least  $20,000  net  first  year  with 
partnership  options.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upper  New  York  State,  70  miles  from  capitol 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Many  opportunities  in  area  for  outdoors"  enthusiast 
including  skiing,  golf,  hunting,  fishing,  camping  and 
boating.  Expenses  for  interview  will  be  arranged.  Apply 
to  Box  805,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


ASST.  MEDICAL  DIRECTOR:  CAREER  OPPOR- 

tunity  in  N.Y.C.  life  insurance  co.  for  person  with  some 
training  in  internal  medicine.  Starting  salary  $20,000 
plus  excellent  lienefits.  Reply  with  curriculum  vitae  to 
Box  80-1,  r(  NYSJM. 


CAMP  DOCTOR.  CAMP  TRUDA,  OXFORD,  MAINE. 
100  girls.  R.N.  July  and  or  August.  Private  cabin. 
Edw.  Dihner,  1806  Temblethurst  Dr.,  Cleveland,  Ohio 
44121. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


GENERAL  SURGEON  SEEKS  ASSOCIATION  WITH 
Board  Surgeon  with  university  affiliation,  in  or  within  easy 
driving  range  of  N.Y.  City.  Financial  consideration  of 
secondary  importance.  Box  795,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


MISCELLANEOUS 


WANTED:  BACK  ISSUES  OF  PSYCHOANALYTIC 

Quarterly;  International  Journal  of  Psychoanalysis; 
Journal  of  the  American  Psychoanalytic  Association. 
M.  Hurwitz,  M.D..  124  E.  84th  St.,  New  York  City 
10028.  Tel:  (212)  988-7563. 


BUY 

SAYINGS  BONDS 


REAL  ESTATE  FOR  SALE  OR  RENT 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN.  4 ROOM 

ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


RYE  TOWN-PORTCHESTER.  WESTCHESTER  County 
N.Y.  Professional  space  available  in  new  luxury  6-story 
elevator  apartment  building,  fully  rented.  Prime  residen- 
tial area.  The  Imperial.  377  Westchester  Avenue,  corner 
Leicester  Street,  Portchester,  N.Y.  or  phone  (914)  939-6099. 


NEW  ROCHELLE:  LARGE  8 ROOM  MEDICAL  office 

for  lease  or  sub-lease.  Rent  reasonable;  extras  included. 
Call  t914)  NE  2-5526. 


OFFICE  SPACE  TO  SHARE  IN  EIGHT  ROOM,  COM- 
pletely  equipped  medical  oflice,  centrally  located  in  Hollis- 
Flushing  area.  Call  (212)  HO  4-6262. 


SPACE  AVAILABLE  IN  NEW  PROFESSIONAL  OF- 
fice  Building.  Suites  designed  to  suit.  Central,  con- 
venient location.  Air  conditioned.  Ample  parking.  For 
information  call  (914)  237-1661. 


WANTAGH:  RANCH,  7 rooms,  finished  basement,  with 

separate  house  on  grounds  suitable  for  office  or  in-laws. 
$39,000.  (516)  676-4040. 


“You  not  only  listen  better  than  my  psychiatrist, 
but  you  never  tell  me  to  give  up  drinking 
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‘NeosporirT  Ointment 

Polymyxin  B— Bacitracin  — Neomycin 


Overlapping,  broad  bactericidal  coverage. 

Nonirritant  ointment  base;  also  enhances  spreading  and  penetration. 


Each  gram  contains: 

'Aerosporin'® 

brand  Polymyxin  B Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum q.s. 


Contraindications:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components.  Do  not  use  in  the 
external  ear  canal  if  the  eardrum  is  perforated. 
Precautions:  As  with  other  antibiotic  products, 


prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appro- 
priate measures  should  be  taken  if  this  occurs. 
Articles  in  the  current  medical  literature  indicate 
an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  The  possibility  of  such  a reaction 
should  be  borne  in  mind. 

Available:  Tubes  of  1 oz.,  1 / 2 oz.  with  applicator 
tip,  1 / 8 oz.  with  ophthalmic  tip.  The  ointment  base 
and  the  formula  of  the  various  sizes  are  identical, 
but  only  the  1 /8  oz.  tube  should  be  used  for  oph- 
thalmic purposes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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NEW  YORK  CITY  AREA 


May  16,  1969  and  May  17,  1969 
The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
Central  Park  South 


May  16,  1969  and  May  17,  1969 

9 : 00  a.m. 

New  York  State  Osteopathic  Society 

Sheraton  Hotel 
Convention 

May  16 

1.  Sociological  Aspects  of  Drug  Addic- 
tion 

LEON  BRILL,  M.D. 

2.  Psychological  Aspects  of  Drug  Addic- 
tion 

LOUIS  LIEBERMAN,  M.D. 

3.  Hepatic  Manifestations  of  Drug  and 
Alcohol  Abuse 

GERALD  SCHARF,  M.D. 

4.  Dynamics  of  Alcoholism 

FRANK  HERZLIN,  M.D. 

5.  A Multidisciplinary  Approach  to  the 
Treatment  of  Alcoholism 

RUTH  FOX,  M.D. 

6.  Alcoholism:  Epidemic,  Sedative  Ad- 

diction 

EDWARD  GITLOW,  M.D. 

May  17 

1.  Sexual  Development  Problems  of  the 
Teenager  and  Adolescent 

M.  ROGINSKY,  M.D. 

2.  Psychosexual  Development  of  Teen- 
agers 

JACK  HERMAN,  M.D. 

3.  The  Orgasm  as  Related  to  Emotional 
and  Physical  Factors  as  Reported  by 
Masters  and  Johnson 

E.  KAPLAN,  M.D. 

4.  Paradoxical  Manifestations  of  Female 
Sexuality 

SALO  ROSENBAUM,  M.D. 

5.  Sexual  Problems  of  the  Married  Female 

D.  CHAPMAN,  M.D. 

CREDIT:  C-l 


THE  NATURE  AND  FUNCTION  OF 
PEROXISOMES 

JAMES  F.  HOGG,  Ph.D. 

Queens  College,  Flushing 
CHRISTIAN  R.  DeDUVE,  M.D. 

The  Rockefeller  Institute 


FRIDAY,  MAY  16 

8 : 30  p.m. 

William  Alanson  White  Psychoanalytic 
Society 

2 East  103rd  Street 

ANNUAL  HARRY  STACK  SULLIVAN 
LECTURE 

OTTO  ALLEN  WILL,  JR.,  M.D. 

Austen  Riggs  Center,  Stockbridge,  Mass. 


SATURDAY,  MAY  17 

9:00  a.m. — 5:00  p.m. 

The  Tropical  Disease  Center 

St.  Clare's  Hospital. 

415  West  15th  Street 

Symposia  on  Clinical  Tropical  Medicine 

Malaria 

KEVIN  M.  CAHILL,  M.D.,  Director 
The  Tropical  Disease  Center 


May  18,  1969 /May  22,  1969 

New  York  State  Academy  of  General  i 

Practice 

New  York  Hilton  Hotel 
21  st  Annual  Convention 

NEW  HORIZONS  IN  MEDICINE 

Special  Feature 

Programmed  Individual  Teaching 
Machines 

Live  Teaching  Clinics 

Live  Patients,  outstanding  demonstrators, 
audience  participation,  question  and 
answer  session.  A new  approach  to  post 
graduate  education. 

Write  for  reservations:  NYSAGP,  84  Main  St.,  Bingham- 
ton, N.Y.  13905.  (607)  722-2132. 

CREDIT:  C-l 
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May  19,  1969 /May  21,  1969 

The  New  York  Academy  of  Sciences 

Barbizon-Plazo  Hotel 
Control  Park  South 

NEW  DIMENSIONS  IN  LEGAL  AND 
ETHICAL  CONCEPTS  FOR  HUMAN 
RESEARCH 

IRVING  LADIMER,  S.J.D. 

Mount  Sinai  School  of  Medicine 


May  19,  1969/May  23,  1969 

The  American  College  of  Physicians 
N.Y.U.  Medical  School  and  Sf.  Vincent’s 
Hospital 

Cronin  10  Auditorium 
1 53  West  1 1 th  Street 

Course  on 

INTENSIVE  CARE  UNITS 

FEES:  $60  A.C.P.  Members 

$100  Non-members 

Apply  to:  EDWARD  C.  ROSENOW,  JR.,  M.D.,  Executive 
Director,  American  College  of  Physicians,  4200  Pine 
Street,  Philo.,  Pa.  19104 


May  19,  1969  and  May  26,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

May  19 

Combined  Staff  Conference 
Hereditary  Nephropathies 

LIONEL  MAILLOUX,  M.D.— Clinical  Aspects 
SEYMOUR  COHEN,  M.D.— Family  Studies 
EDITH  GRISHMAN,  M.D. — Pathologic  Aspects 

May  26 

Grand  Rounds 
Thrombocytopenic  Purpuras 

MARTIN  SANDERS,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  MAY  19 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 Easf  103rd  Street 

RESIDENTS’  PROGRAM  AND 
WILLIAM  WARNER  HOPPIN  AWARDS 


8 : 30  p.m. 

Psychoanalytic  Association  of  New  York 

2 East  1 03rd  Street 

ON  THE  ORIGIN  AND  FATE  OF  NEW 
IDEAS  IN  PSYCHOANALYSIS  (4th  Annual 
Freud  Anniversary  Lecture) 

RALPH  R.  GREENSON,  M.D. 

Los  Angeles  Psychoanalytic  Society 


TUESDAY,  MAY  20 

7 : 30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Obstetrics  and  Gynecology  with  the  New 
York  Gynecological  Society  the  New  York 
Obstetrical  Society,  and  the  Postgraduate 
Oncology  Symposium  Honoring  Alexander 
Brunschwig 

Princeton  Club,  15  West  43rd  Street 

DAMOCLES  AND  THE  ONCOLOGIST 

LANGDON  PARSONS,  M.D. 

Harvard  University 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  103rd  Street 

THE  ROLE  OF  CORE  GENDER  IDENTITY 
IN  THE  GENESIS  OF  PERVERSIONS 

HARRY  GERSHMAN,  M.D.  Dean 
American  Institute  for  Psychoanalysis 

Discussants: 

EDWARD  GENDEL,  M.D. 

American  Institute  for  Psychoanalysis 
LIONEL  OVESEY,  M.D. 

Columbia  University 


8 : 30  p.m. 

Medical  Society  of  the  County  of  Kings  and 
The  Academy  of  Medicine  of  Brooklyn 

1313  Bedford  Avenue 
Brooklyn 

CARDIAC  TRANSPLANTS 

MICHAEL  E.  DeBAKEY,  M.D. 

Baylor  University  College  of  Medicine 
Houston,  Texas 
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May  21,  1969 /June  25,  1969 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 


ALOIS  VASICKA,  M.D. 

Maimonides  Medical  Center 

Address  correspondence  to:  CLARENCE  G.  ROBINSON, 
M.D.,  Dir.,  Medical  Education. 

CREDIT:  C-l 


WEDNESDAY,  MAY  21 


FEE:  $5  CREDIT:  C-l 


11:00  a.m.-l  2 : 30  p.m. 

Hillside  Hospital 

75-59  263rd  Street 
Glen  Oaks,  Queens 

PSYCHOPHARMACOLOGY  OF  THE 
LITHIUM  ION 

SAMUEL  GERSHON,  M.D. 

N.Y.U.  Medical  Center 


3 : 30  p.m. 

French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

Clinical  Management  of  Cancer 

SYSTEMIC  MANIFESTATIONS 
OF  CANCER 

DANIEL  CHOY,  M.D. 

CREDIT:  C-l 


THURSDAY,  MAY  22 

11:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

Cronin  Building,  Room  508 
1 5 3 W est  1 1 th  Street 

Pediatric  Conference 

SECRETORY  IGA  SYSTEM 

FERNANDO  MORENO-PAGAN,  M.D. 


5 : 00-6 : 00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Room  R-114,  Cohen  Research  Bldg. 

1 06th  Street  between  5th  and  Madison  Aves. 

COMPLICATIONS  FOLLOWING 
CATARACT  AND  GLAUCOMA  SURGERY 

DAVID  PATON,  M.D. 

The  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Md. 


7 : 30  p.m. 

Eastern  Psychiatric  Research  Association 

46  Fifth  Avenue  (Dr.  David  Impastato’s  Office) 

1.  Film — Extrapyramidal  and  Other 
Movements  in  Mental  Hospital 
Patients — Symptoms  and  Treatment 

WOLFRAM  KEUP,  M.D. 

Brooklyn  State  Hospital 

2.  Symposium  on  Non-Convulsive 
Therapy 

a)  Quick  Therapeutic  Response  of 
Phobic  Patients  to  Augmented  Sedac 
Treatment 

EMERICK  FRIEDMAN,  M.D.,  Albany,  N.Y. 

b)  Successful  Sedac  Stimulant 
Replacement  for  ECT 

CHARLES  ANDERSON,  M.D.,  Hinsdale,  III. 

c)  Intense  Sedac  Stimulation 
Technique  for  Chronic  Psychotic 
Patients 

JOHN  M.  ERDOS,  M.D. 

Kings  Park  State  Hospital 


CONTINUING  EDUCATION  IN  OBSTET- 
RICS AND  GYNECOLOGY  FOR  THE 
COMMUNITY  PHYSICIAN 


9:00  a.m.-l  :00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

ANNUAL  TEACHING  CONFERENCE 
ON  ARTHRITIS 

SELVAN  DAVISON,  M.D.,  FRANCES  DWORECKA,  M.D., 
and  Associates 
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THURSDAY,  MAY  22 


8:00  p.m. 

Brooklyn  Neurological  Society 

Downsfate  Medicol  Center 
Basic  Science  Building,  2nd  floor 
450  Clarkson  Avenue 
Brooklyn 

SURGERY  OF  THE  PITUITARY  GLAND 

BRONSON  S.  RAY,  M.D. 

Cornell  University  Medical  Center 


9:30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

A REVIEW  OF  CLINICAL 
IMMUNIZATION  TODAY 

ROBERT  E.  WEIBEl,  M.D. 
University  of  Pennsylvania 
School  of  Medicine 

CREDIT:  C-1 


SATURDAY,  MAY  24 

1 : 00— 4:00  p.m. 

Interboro  General  Hospital 

2749— 2771  Linden  Boulevard 
Brooklyn 

Seminar  for  the  G.P. 

RECENT  ADVANCES  IN 
PHYSIOLOGICAL  CHEMISTRY 

ALBERT  P.  KLINE,  A.B. 

Philadelphia  College  of  Osteopathic  Medicine 
CREDIT:  C-1 


SATURDAY,  MAY  24 
New  York  Eye  and  Ear  Infirmary* 

310  East  14th  Street 

8th  ANNUAL  ADVANCED  CONTACT 
LENS  SEMINAR 

FEE:  $50 

Please  write  for  registration  and  program: 

JANE  STARK,  Registrar,  Post-Graduate  Institute,*  at  the 
above  address. 


May  25,  ]<?69/May27,  7969 

Maimonides  Medical  Center  and  Coney 
Island  Hospital  with  the  State  University  of 
New  York,  Downstate  Medical  Center  and 
the  Kings  County  AAGP 

Coney  Island  Hospital  Auditorium 
Ocean  ond  Shore  Parkwoys 
Brooklyn 

8th  ANNUAL  PEDIATRIC 
POSTGRADUATE  SYMPOSIUM 

Please  write  for  program:  MRS.  SHIRLEY  LASKY,  Regis- 
trar, Department  of  Pediatric  Services,  Maimonides 
Medical  Center,  4802  Tenth  Avenue 

CREDIT:  C-1  FEE:  $75 


May  26,  7969  and  May  27,  7969 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  and  49th  Street 

RHEUMATOID  FACTORS  AND  THEIR 
BIOLOGICAL  SIGNIFICANCE 

HARRY  BARTFELD,  M.D. 

St.  Vincent's  Hospital 


May  26,  7969  and  May  27,  7969 

Columbia  University  P & S 
Departments  of  Surgery  and  Anesthesiology 
in  association  with  the  Division  of  Medical 
Sciences,  National  Research  Council 

Alumni  Auditorium 
630  West  168th  Street 

Symposium  on 

FLUID  REPLACEMENT  IN  THE 
SURGICAL  PATIENT 

GEORGE  H.  HUMPHREYS,  II,  M.D.,  Conference  Chairman 


MONDAY,  MAY  26 

8 : 30  p.m. 

Jewish  Memorial  Hospital 

Solarium 

Broadway  and  1 96th  Street 
Pediatric  Conference 

SURGICAL  EMERGENCIES  IN 
THE  NEWBORN 

SCOTT  J.  BOLEY,  M.D. 

Albert  Einstein  College  of  Medicine 
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9:00  p.m. 

Bronx  Surgical  Society 

Concourse  Plara  Hotel 
Bronx 

PRESENT  STATUS  OF  RENAL 
TRANSPLANTATION 

ALAN  W.  ROBBINS,  M.D. 

LEWIS  BURROWS,  M.D. 

ALAN  KARK,  M.D. 

Mount  Sinai  Hospital  and  Medical  School 


TUESDAY,  MAY  27 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room,  third  floor 
Stuyvesant  Square  East  and  1 5th  Street 

CHRONIC  ACTIVE  HEPATITIS 

FENTON  SCHAFFNER,  M.D. 

The  Mount  Sinai  Hospital 

CREDIT:  C-l 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

PROBLEMS  IN  THE  PSYCHOANALYTIC 
THEORY  OF  AGGRESSION 

CHARLES  BRENNER,  M.D. 


WEDNESDAY  MAY  28 

5 : 00  p.m. 

The  New  York  Academy  of  Medicine  Sec- 
tion on  Occupational  Medicine  with  the 
New  York  State  Society  of  Industrial 
Medicine 

2 East  103rd  Street 

WHAT  IS  THE  LONG-TERM  RISK  OF 
EMPLOYING  DIABETICS 

GEORGE  GOODKIN,  M.D. 

Equitable  Life  Assurance  Society  of  the  U.S. 

CREDIT:  C-l 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Historical  Medicine 

2 East  1 03rd  Street 

THE  HISTORY  OF  UROSCOPY  AS 
ILLUSTRATED  BY  WORKS  IN  THE 


JOHN  A.  BENJAMIN  COLLECTION 
OF  MEDICAL  HISTORY 

MARTHA  TEACH  GNUDI 
UCLA,  California 


May  29,  1969 /June  1,  1969 

International  Association  for  Accident  and 
Traffic  Medicine 

Americana  Hotel 

Third  Triennial  Congress  on 

MEDICAL  AND  RELATED  ASPECTS 
OF  MOTOR  VEHICLE  ACCIDENTS 

MILTON  HELPERN,  M.D.,  Chairman 

Address  correspondence  to  520  First  Avenue,  New  York, 
N.Y.  10016 


BUFFALO  AREA 


May  26,  1969  and  May  27,  1969 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 

REHABILITATION  OF  THE 
CARDIAC  PATIENT 

Monday  Morning 

1.  Classification  of  Heart  Disease  and 
Physiologic  Classification 

ALBERT  C.  REKATE,  M.D. 

2.  Rehabilitation  of  the  Myocardial 
Infarction  Patient 

NANETTE  WENGER,  M.D. 

Emory  University  School  of  Medicine 

3.  Film:  The  Program  on  Rehabilitation 
of  the  Myocardial  Infarction  Patient  at 
Emory  University  School  of  Medicine 

NANETTE  WENGER,  M.D. 

4.  Myocardial  Infarction:  Case 
Presentations 

Moderator:  A.  C.  REKATE,  M.D. 

Dialogists:  L.  C.  GOLDEN,  M.D.,  MRS.  D.  L.  GOLL- 
NITZ,  H.  M.  MAISTELMAN,  MISS  C.  SATTELY,  MRS. 
J.  H.  SCHIFFERT,  DR.  WENGER  AND  F.  A.  WHITE- 
HOUSE,  Ed.D. 

Monday  Afternoon 

1.  Valve  Surgery:  Selection  of  Patients 

and  Outcome 
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Moderator:  A.  C.  REKATE,  M.D. 

Cardiologist:  DAVID  G.  GREENE,  M.D. 

Cardiac  Surgeon:  MURRAY  N.  ANDERSEN,  M.D. 

2.  Valve  Surgery:  Case  Presentations 

Moderator:  A.  C.  REKATE,  M.D. 

Diologists:  M.  N.  ANDERSEN,  M.D.,  MISS  V.  J. 

Blair,  J.  A.  Evanko  and  D.  G.  Greene,  M.D. 

Monday  Evening 

James  E.  King  Memorial  Lecture 
The  Medical  Man  as  Communicator 

HENRY  LEE  SMITH,  JR.,  Ph.D. 

Tuesday  Morning 

1.  An  Exercise  Program  for  the  Cardiac 
Patient 

Herbert  M.  Maistelman,  M.D. 

Columbus,  Ohio 

2.  The  Occupational  Therapist  in  Cardiac 
Rehabilitation 

CECELIA  SATTELY,  O.T.R. 

V.A.  Hospital,  Bronx,  New  York 

3.  Personal  Psychological  and  Family 
Effects:  Case  Presentations 

Moderator:  A.  C.  REKATE,  M.D. 

Diologists:  MRS.  B.  N.  CUTCHER,  MRS.  D.  L.  GOLL- 
NITZ,  S.  J.  STONE,  DR.  WENGER  AND  DR.  WHITE- 
HOUSE. 

Tuesday  Afternoon 

1.  The  Cardiac  Neurotic  with  or  without 
Heart  Disease 

F.  A.  WHITEHOUSE,  Ed.D. 

Hofstra  University 

2.  Summary:  General  Discussion 
Questions  and  Answers 

Above  Speakers 

FEE:  $30  CREDIT:  C-l 

Co-Sponsors:  Heart  Association  of  Western  New  York, 

Regional  Medical  Program  for  Western  New  York  and 
The  James  E.  King  Postgraduate  Medicine  Fund. 


NASSAU  COUNTY 


WEDNESDAY,  MAY  21 

11:30  a.m.-3:30  p.m. 

National  Foundation,  March  of  Dimes 

North  Shore  Hospital 
Community  Drive 
Manhasset 

SYMPOSIUM  ON  BIRTH  DEFECTS 

ALFRED  L.  FLORMAN,  M.D. 

N.Y.U.  School  of  Medicine 


STUART  S.  STEVENSON,  M.D. 

St.  Luke's  Hospital  Center 
ARTHUR  E.  MIRKINSON,  M.D. 

North  Shore  Hospital,  Manhasset 

NO  FEE 

For  further  information  and  reservations  contact  the 
March  of  Dimes,  1 46  Old  Country  Rood,  Mineola,  N.Y. 
Tel.  CH8-4950 


THURSDAY,  MAY  22 

11:30  a.m.,  Thursdays 

Meadowbrook  Hospital 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

CHILD  OBESITY:  TO  TR(EAT)  OR  NOT 

TO  TR(EAT) 

P.  J.  COLLIPP,  M.D. 

CREDIT:  C-1 


POUGHKEEPSIE 


WEDNESDAY,  MAY  21 

9:00  a.m.-4:00  p.m. 

St.  Francis  Hospital 

Poughkeepsie 

A TEACHING  DAY  IN  PULMONARY 
DISEASE,  HAHNEMANN  MEDICAL 
SCHOOL  FACULTY 

1.  Pathophysiology  and  Therapy  of 
Obstructive  Lung  Disease 

DAVID  SEGALL,  M.D. 

2.  Respiratory  Failure:  Diagnosis  and 

Management 

LEON  A.  KAUFFMANN,  M.D. 

3.  Use  and  Abuse  of  Inhalation  Therapy 

PAUL  B.  SOLNICK,  M.D. 

4.  Panel  Discussion 

5.  Diagnosis  and  Management  of 
Pulmonary  Embolism 

PATRICIA  GERMON,  M.D. 

6.  Prevention  of  Post-Operative 
Pulmonary  Problems 

ROBERT  F.  JOHNSTON,  M.D. 

7.  Panel  Discussion 

CREDIT:  C-l 
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SYRACUSE 


May  22,  1969 /May  29,  1969 

8:00  a. m.,  Thursdays 

Upstate  Medical  Center 

Department  of  Urology 

750  East  Adams  Street,  Room  6500 

May  22 

Urologic  Case  Presentations 
May  29 

Morbidity  and  Mortality 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


AVERILL  PARK,  N.Y.,  Rensselaer  County,  General  Practi- 
tioner. 

CONTACT:  Mr.  James  F.  Nish,  Chairman  Medical  Com- 

mittee Sand  Lake  Area,  Miller  Hill  Road,  Averill  Park, 
New  York  12018. 


CARTHAGE,  N.  Y.,  Jefferson  County,  requests  Doctors  with  a 
Specialty  of  Anesthesiology,  Internal  Medicine,  General 
Surgery  and  General  Practice. 


WESTCHESTER  COUNTY 


CONTACT:  MR.  G.  M.  GOULD,  Chairman,  Doctors’ 

Committee,  128  N.  Washington  Street,  Carthage,  N.  Y. 
13619. 


THURSDAY,  MAY  22 

9 : 00  a.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  C 
Valhalla 

GRANULOMATOUS  DISEASE  OF 
SMALL  AND  LARGE  BOWEL 

ARTHUR  LINDNER,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


FUTURE  EVENT  IN  NEW  YORK  CITY 


*June  2,  1969-Jane  6,  1969 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue 

COURSE  IN  PUBLIC  HEALTH 

*This  course  is  divided  into  three  one-week  sessions: 
June  2-5,  September  15-19,  and  December  8-12, 
1969. 


FEE:  $375 

Please  contact:  ERIC  R.  OSTERBERG,  M.D.,  Dir.,  Program 
of  Continuation  Education,  at  the  above  address. 


HERKIMER,  N.  Y.,  Herkimer  County,  need  at  least  two  G.P.'s 
and  Specialists  in  General  Surgery  and  OB/GYN. 

CONTACT:  MR.  GEORGE  A.  NUFFER,  JR.,  Administrator, 

Herkimer  Memorial  Hospital,  690  West  German  Street, 
Herkimer,  N.  Y.  1 3350.  Tel.  (315)  866-3330. 


DEADLINE  DATES  FOR  1969 
WHAT  GOES  ON 


December  16,  1968. 
January  1 5,  1 969 . . 
February  17,  1969.. 

March  17,  1969 

April  15,  1969 

May  15,  1969 

June  16,  1969 

July  15,  1969 

August  15,  1969.  . . 
September  1 5,  1 969 
October  15,  1969.  . 


February  1 969 
March  1 969 
April  1 969 
May  1969 
June  1969 
July  1969 
August  1 969 
September  1 969 
October  1 969 
November  1 969 
December  1 969 


I 

I 

f) 

'?! 


Please  send  copy  to  THE  EDITOR,  WHAT  GOES  ON  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  N.  Y.  10017. 
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ilium  (diazepam)  helps  protect  patients 
ainst  the  cumulative  effects  of  tension, 
prehension  or  situational  stress.  It  is 
ually  well  tolerated,  and  seldom  dulls  the 
,ises  or  interferes  with  function.  With 
,mg,  5-mg  and  1 0-mg  strengths,  dosage 
ay  be  adjusted  to  individual  needs. 


Vtliuma  iazepam) 

helps  relieve  psychic  tension  with 
associated  depressive  symptoms 


ne  individuals  under  careful  surveillance  because  of  their 
disposition  to  habituation  and  dependence.  In  pregnancy, 
ation  or  women  of  childbearing  age,  weigh  potential 
iefit  against  possible  hazard. 

< tcautions:  If  combined  with  other  psychotropics  or  anti- 
lvulsants,  consider  carefully  pharmacology  of  agents  em- 

' yed.  Usual  precautions  indicated  in  patients  severely 
>ressed,  or  with  latent  depression,  or  with  suicidal  ten- 
icies.  Observe  usual  precautions  in  impaired  renal  or 
’atic  function.  Limit  dosage  to  smallest  effective  amount  in 
erly  and  debilitated  to  preclude  ataxia  or  oversedation. 

le  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 


changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  inconti- 
nence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports 
of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver 
function  tests  advisable  dur- 
ing long-term  therapy. 


Roche 


LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY : PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications : PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions : Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day.  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  8s  Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 


PARKE-DAVIS 
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now 
she  can 
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thanks  to 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity 
to  barbiturates.' 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (34  gr.)  to  30  mg.  (34  gt.) 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg; 

04  gr-).  30  mg.  (34  gt.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  0 4 gt.),  30  mg.  (34  gt-). 


MCNEIL ) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions.  ..relieve 
itching  and  burning... reduce  malodor. . .and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 

Write:  Harcliffe  Laboratories,  Inc.,  Dept.  900, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


$IOmAsepiiNE„douchepowder 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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Sounds  ridiculous,  doesn't  it? 

But  what  if  everybody  in  this 
country  were  to  throw  their 
hands  up  in  despair  and  say  they 
don't  give  a hoot. 

Indeed,  there  would  he  no 
tomorrow. 

But  fortunately,  Americans 
have  a way  of  solving  their 
problems. 

And  that’s  just  what’s  going 
to  happen  in  these  troubled  times. 
Simply  because  it's  always  been 
an  American  tradition. 

Now,  how  can  you,  as  one  little 
ole  citizen  in  this  big.  wide 
country  of  ours,  be  of  any 
help? 

Ntell.  take  a minute  and 
think  about  a U.S.  Sav- 
ings Bond. 

That’s  right,  a U.S. 

Savings  Bond. 


No.  it  isn't  an  immediate 
remedy  for  all  our  ills.  But  it  helps. 

If  everybody  were  to  buy 
just  one  *25.00  Savings  Bond 
(cost  *18.75).  your  country  would 
be  stronger  economically  to 
wipe  out  some  of  those  scars 
we’ve  been  sporting. 

Of  course,  everybody  would 
be  helping  themselves,  too.  If  you 
were  to  sign  up  on  a Bond  purchase 
plan  where  you  work  or  bank, 
you’d  have  quite  a nice  nest  egg 
for  yourself  one  of  these  days. 

You’d  have  a lot  more  dollars  in 
the  kitty  for  things  like  college 
educations,  that  new  home,  or 
a secure  retirement. 

So  think  about  a U.S. 
Savings  Bond  today. 

And  then  go  out  and 
buy  one. 

Tomorrow. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds  & Freedom  Shares 


The  U.S.  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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Month  in  Washington 


The  U.S.  Department  of  Health,  Education, 
and  Welfare  issued  proposed  regulations  setting 
standards  for  rubella  vaccine,  making  it  possible 
for  it  to  be  ready  for  distribution  in  limited 
quantities  by  about  June  1. 

The  regulations  cover  production  methods, 
safety,  purity,  and  potency.  They  were  de- 
veloped by  the  Division  of  Biologic  Standards,  a 
unit  of  the  National  Institutes  of  Health. 
Final  regulations  could  be  published  as  early 
as  May  3.  Indications  were  that  two  manu- 
facturers would  have  a vaccine  ready  for  initial 
distribution  soon  after  the  regulations  had  been 
made  final. 

“This  means  that  we  are  one  step  closer  to 
the  prevention  of  a disease  that  has  caused  an 
untold  number  of  tragic  births,”  HEW  Secre- 
tary Robert  H.  Finch  said  when  the  proposed 
regulations  were  issued.  “We  are  moving 
ahead  to  combat  German  measles  in  the  quick- 
est manner  consistent  with  public  safety.” 

The  regulations  apply  to  vaccines  containing 
a live  virus  strain  known  as  HPV-77,  which  is 
grown  in  either  duck-embryo-  or  dog-kidney- 
cell culture  systems.  Experimental  vaccines 
produced  in  accordance  with  the  standards  have 
undergone  extensive  community  testing  in  the 
United  States  and  abroad.  Two  manufacturers, 
Merck,  Sharpe  & Dohme  and  Philips  Roxane 
Laboratories,  have  produced  vaccines  based  on 
this  strain. 

“We  hope  that  more  than  one  vaccine  will  be 
available,”  Robert  Q.  Marston,  M.D.,  director, 
National  Institutes  of  Health,  said.  “Regula- 
tions covering  the  use  of  other  virus  strains  and 
culture  media  for  rubella  vaccine  production 
will  be  formulated  on  the  basis  of  extensive  tests 
now  going  on.” 

Smith,  Kline  & French  Laboratories  has 
tested  widely  an  experimental  vaccine  contain- 
ing the  Cendehill  strain  of  rubella  virus. 

An  announcement  by  HEW  said: 

German  measles  is  a threat  to  susceptible 
pregnant  women  at  any  time,  but  the  threat 
increases  significantly  during  epidemic  years. 
One  of  the  most  tragic  and  disastrous  epi- 
demics to  hit  the  United  States  in  modern 
times  was  the  German  measles  epidemic  of 
1964—1965.  This  resulted  in  about  50,000 
abnormal  pregnancies.  About  20,000  infants 
were  born  with  such  crippling  defects  as 
mental  retardation,  heart  disease,  blindness, 
and  deafness.  The  remaining  30,000  preg- 
nancies terminated  in  miscarriage  or  still- 
birth. 

* * * 

The  Food  and  Drug  Administration  has  taken 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


the  first  step  to  halt  the  marketing  of  78  anti- 
biotic-combination products.  The  ultimate 
action  was  recommended  by  the  National  Re- 
search Council  of  the  National  Academy  of 
Sciences,  which  is  evaluating  the  effectiveness  of 
about  3,600  new  drugs  marketed  from  1938  to 
1962. 

Generally,  the  78  products  as  fixed  combina- 
tions were  found  to  be  ineffective  for  claims 
made  in  their  labeling.  The  FDA  emphasized 
that  this  does  not  necessarily  mean  that  either 
the  antibiotics  or  the  other  active  ingredients 
of  the  products  are  ineffective  when  used  alone. 

“But  the  use  of  two  or  more  active  ingredients 
in  the  treatment  of  a patient  who  can  be  cured 
by  one  is  irrational  therapy,”  said  Herbert  L. 
Ley,  Jr.,  M.D.,  Commissioner  of  Food  and 
Drugs.  “It  exposes  the  patient  to  an  un- 
necessary risk.  Antibiotics  should  be  used  like 
a rifle  rather  than  a shotgun.” 

The  majority  of  the  78  products  are  anti- 
biotic-sulfa  combinations  in  tablet,  capsule,  or 
liquid  form.  Also  included  are  16  penicillin- 
streptomycin  combinations  that  are  given  by 
injection.  Other  antibiotics  used  in  the  prepara- 
tions include  erythromycin,  neomycin,  tetra- 
cycline, chlortetracycline,  nystatin,  oxytetra- 
cycline,  oleoandomycin,  and  triacetyloleando- 
mycin.  In  addition,  some  of  the  preparations 
contain  analgesics,  vitamins,  or  other  in- 
gredients. 

The  antibiotics  combinations  are  the  products 
of  21  different  manufacturers,  including  Chas. 
Pfizer  & Co.;  Eli  Lilly  & Co.;  Lederle  Labora- 
tories, Division  of  American  Cyanamid  Co.; 
Bristol  Laboratories  Inc.,  Division  of  Bristol- 
Myers  Co.;  Merck  & Co.  Inc.;  E.  R.  Squibb  & 
Sons  Inc.,  a subsidiary  of  Squibb  Beech-Nut 
Inc.;  Upjohn  Co.;  Wyeth  Laboratories  Inc.; 
a subsidiary  of  American  Home  Products  Corp.; 
Abbott  Laboratories;  and  Hoffman-La  Roche 
Inc.  In  an  earlier  proposal  last  December,  the 
FDA  similarly  moved  against  products  mar- 
keted by  Squibb,  Lederle,  and  Upjohn  compa- 
nies. 

Many  of  the  affected  products  have  been 
promoted  widely  and  found  wide  acceptance  in 
the  medical  profession.  Several  of  the  manu- 
facturers promptly  said  they  would  contest  the 
FDA  ruling,  and  others  were  expected  to  oppose 
it  also.  The  manufacturers  were  given  thirty 
days  to  submit  any  new  data  on  efficacy  of  the 
products. 

There  were  12  products  in  the  first  series 
announced  last  December.  A decision  still  was 
pending  on  whether  or  not  manufacturers  of 
those  products  should  have  additional  time  to 
submit  evidence  of  efficacy. 

continued  on  page  1265 
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to  restore 
normal  sinus  rhythm 

CARDIOQUIN  TABLETS 

QUINIDINE  POLYGALACTURONATE 


■ A better-tolerated  quinidine  molecule— lower  incidence  of  local 
G.I.  irritation  than  with  quinidine  sulfate 

■ Many  patients,  unable  to  tolerate  quinidine  sulfate,  may  be  converted 
to  normal  sinus  rhythm  with  quinidine  polygalacturonate 

■ Not  a sustained-release  form  of  quinidine— indicated  for  both 
conversion  and  maintenance 

■ Flexible  dosage  permits  the  physician  to  retain  control  of  conversion  by 
dosage  adjustment  when  necessary 

BRIEF  SUMMARY  — INDICATIONS : Prevention  and  termination  of  atrial  fibrillation,  atrial  flutter, 
atrial  premature  contractions,  paroxysmal  atrial  tachycardia,  paroxysmal  ventricular  tachycardia,  pre- 
mature ventricular  contractions.  CONTRAINDICATIONS:  1)  Absolute:  Complete  atrioventricular  heart 
block  or  history  of  previous  sensitivity  reactions.  2)  Relative:  Partial  a-v  and  bundle  branch  block,  severe 
cardiac  failure  and  hypertrophy,  chronic  valvular  disease,  subacute  bacterial  endocarditis,  acute  infection, 
advanced  age.  PRECAUTIONS:  The  same  as  with  all  quinidine  salts.  Frequent  ECG  recommended;  dis- 
continue drug  if  ECG  shows  conduction  system  defects.  Decrease  dosage  if  signs  of  cinchonism  develop. 
Initial  therapeutic  dose  should  be  used  as  test  dose  for  possible  hypersensitivity.  COMPOSITION : Each 
CARDIOQUIN  Tablet  (quinidine  polygalacturonate  275  mg.)  is  equivalent  in  quinidine  content  to  3 grains 
quinidine  sulfate.  DOSAGE  AND  ADMINISTRATION : See  PDR,  p.  997.  Detailed  information  and  refer- 
ences available  to  physicians  on  request. 

Purdue  Frederick  The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 

© COPYRIGHT  1964,  1969,  THE  PURDUE  FREDERICK  COMPANY 
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Talvvin  by  injection  is  generally  as  effective  an  anal- 
gesic as  morphine  and  meperidine  in  equipotent  doses. 

However,  it  is  not  subject  to  narcotic  controls. 


From  both  the  patient’s 
and  the  doctor’s 
point  of  view- 

it’s  great  relief! 


Talwin 


brand  of  . • 

pentazocine 


(as  lactate) 


From  the  patient's  point  of  view  — 
it's  great  relief 

• Following  intramuscular  injection,  Talwin,  brand 
of  pentazocine  (as  lactate),  controls  pain  usually 
within  1 5 to  20  minutes— within  2 to  3 minutes  by 
I.V.  administration. 

• Talwin  is  generally  well  tolerated  systemically  and 
locally  even  by  elderly  or  very  ill  patients.  It  causes 
less  nausea  and  vomiting  than  meperidine;  less  con- 
stipation and  urinary  retention  than  morphine.1 

• Because  Talwin  has  little  or  no  effect  on  voiding 
ability,  it  does  not  complicate  therapy  in  elderly 
patients  with  prostatism  or  decompensated  bladders.2 

From  the  doctor's  point  of  view  — 
it’s  great  relief 

• Talwin  can  be  counted  on  to  relieve  pain  of  all  types 
in  acute  and  chronic  disorders*  as  dependably  as 
morphine  and  meperidine.1 

• Talwin  usually  relieves  pain  for  three  or  more  hours, 
a period  sometimes  less  than  that  of  morphine. 

• Talwin  has  many  advantages  over  morphine  and 
meperidine.  Talwin  is  relatively  free  from  the  severe 
respiratory  depression  associated  with  morphine  and 
shows  little  tendency  to  alter  cardiovascular  dynamics 
or  to  produce  hypotension.1 ' 

• Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
been  observed,  even  in  chronic  conditions.1 t 

• Talwin  requires  no  narcotic  prescription,  no  narcotic 
records,  no  narcotic  controls. 

"Talwin  should  not  be  used  for  patients  with  increased  intra- 
cranial pressure,  head  injury  or  pathologic  brain  conditions  in 
which  clouding  of  sensorium  is  undesirable. 
tFor  details  of  adverse  reactions  and  symptoms  noted 
following  abrupt  discontinuance  of  Talwin  after  excessive 
use,  see  adverse  reactions  and  precautions  in  Brief  Summary, 
following. 

References: 

1.  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

2.  Anderson,  E.  C.,  et  al  : J.  Urol.  96:584,  Oct.,  1966. 
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From  both  the  patient’s 
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it’s  great  relief! 
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Talwin® 

brand  of  pentazocine  (as  lactate) 

Potent,  non-narcotic  analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head 
Injury,  or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorium  is  undesirable.  Talwin  (brand  of  pentazocine) 
should  not  be  administered  in  these  cases,  since  drug-in- 
duced sedation,  dizziness,  nausea,  or  respiratory  depres- 
sion could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen  in 
extensive  reproductive  studies  in  animals;  however,  like  all 
new  drugs,  Talwin  should  be  given  with  caution  to  preg- 
nant women.  A large  number  of  patients  in  labor  have  re- 
ceived the  drug  with  no  adverse  reactions  other  than  those 
that  occur  with  commonly  used  strong  analgesics.  How- 
ever, as  with  other  strong  analgesics,  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or 
unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that 
Talwin  (brand  of  pentazocine)  may  cause  respiratory  de- 
pression should  be  considered  in  treatment  of  patients  with 
bronchial  asthma.  Talwin  should  be  admi  1 tered  only 
with  caution  and  in  low  dosage  to  patients  with  respiratory 
depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cya-  osis. 
Dependence  Potential.  Talwin  is  not  classified  a:,  a nar- 
cotic. It  is  not  subject  to  narcotic  controls,  based  on  the 
results  of  findings  in  direct  addiction  tests,  substitution 
tests  in  morphine  addicts,  and  single-dose  tests  in  hospital- 
ized narcotic  addicts  completely  withdrawn  from  drugs. 
It  does  not  substitute  for  morphine  in  subjects  who  are 
physically  dependent  on  morphine  and  does  not  prevent 
withdrawal  symptoms.  Chronic  administration  of  paren- 
teral Talwin  was  disliked  by  hospitalized  opiate  addicts. 
Talwin  is  a mild  narcotic  antagonist  and  some  patients 
previously  given  a narcotic  for  one  month  or  longer  had 
mild  withdrawal  symptoms  when  it  was  replaced  with 
Talwin.  After  a short  period  of  adjustment  these  patients 
usually  continued  to  take  Talwin,  and  relief  of  pain  was 
satisfactory. 

Abrupt  discontinuance  following  excessive  use  of  paren- 
teral Talwin  has  resulted  in  symptoms  such  as  abdominal 
cramps,  elevated  temperature,  rhinorrhea,  restlessness, 
anxiety,  and  lacrimation.  I hese  have  occurred  primarily 
in  patients  with  a history  of  narcotic  drug  abuse.  In  pre- 
scribing parenteral  Talwin  for  chronic  use,  particularly  if 
the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  prevent  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to  prevent  the  use 
of  the  drug  in  anticipation  of  pain  rather  than  for  the  re- 
lief of  pain. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  untoward 
reactions  are  seldom  observed  after  administration  of 
Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
tered with  caution  to  patients  with  such  impairment.  Ex- 


tensive liver  disease  appears  to  predispose  to  greater  side 
effects  (e.g.,  marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose,  and  may  be  the 
result  of  decreased  metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Reactions:  The  most  commonly  occurring  reac- 
tions are:  nausea,  vertigo  (dizziness  or  lightheadedness), 
vomiting,  euphoria. 

Infrequently  occurring  reactions  ar e — respiratory:  res- 
piratory depression,  dyspnea,  transient  apnea  in  a small 
number  of  newborn  infants  whose  mothers  received 
Talwin  during  labor;  cardiovascular:  circulatory  depres- 
sion, shock,  hypertension;  psychiatric:  alteration  of  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
dreams;  gastrointestinal:  constipation,  dry  mouth;  derma- 
tologic including  local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  including  pru- 
ritus; others:  urinary  retention,  headache,  paresthesia, 
alterations  in  rate  or  strength  of  uterine  contractions  dur- 
ing labor. 

Rarely  reported  reactions  include  — neuromuscular  and 
psychiatric:  muscle  tremor,  insomnia,  disorientation,  hal- 
lucinations; gastrointestinal:  taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystagmus,  diplopia, 
miosis;  others:  tachycardia,  nodules  and  ulceration  at  in- 
jection site,  drug  dependency  with  withdrawal  symptoms, 
weakness  or  faintness,  chills,  moderate  transient  eosino- 
philia,  allergic  reactions  including  edema  of  the  face. 
Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain  has 
been  relieved  in  most  patients  with  not  more  than  three 
doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg.  As  with  most  parenteral 
drugs,  when  frequent  daily  injections  are  needed  over  a 
prolonged  period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  rotation  of 
sites  (e.g.,  the  upper  outer  quadrants  of  the  buttocks,  mid- 
lateral aspects  of  the  thighs,  and  the  deltoid  areas)  is  rec- 
ommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  I 
been  most  commonly  administered.  An  intravenous  20 
mg.  dose  has  given  adequate  pain  relief  to  some  patients  ] 
in  labor  when  contractions  become  regular,  and  this  dose  j 
may  be  given  two  or  three  times  at  two-  to  three-hour  in- 
tervals, as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  t 
in  children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  sy-  j 
ringe  with  soluble  barbiturates  because  precipitation  will 
occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Means  of  maintaining  proper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin1)  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine,  ; 
are  not  effective  respiratory  stimulants  for  depression  due  1 
to  Talwin. 

How  Supplied:  Ampuls  of  / ml.,  containing  Talwin  (brand 
of  pentazocine)  as  lactate  equivalent  to  30  mg.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injection.  Boxes  of 
10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg. 
base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium  | 
chloride  and  1 mg.  methylparaben  as  preservative,  in 
water  for  injection.  Boxes  of  I . 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 j 
with  lactic  acid  and  sodium  hydroxide. 

i IA//rrf/u op  Winthrop  Laboratories,  New  York,  N.Y.  10016  j 
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The  FDA  can  halt  the  marketing  of  anti- 
biotic-containing preparations  by  deleting  them 
from  regulations  listing  the  antibiotic  drugs 
acceptable  for  certification.  Antibiotics  and 
insulin,  unlike  other  drugs,  must  be  certified  on 
a batch-by-batch  basis  before  they  can  be 
marketed. 

* * * 

Two  spokesmen  for  the  medical  profession 
asserted  before  a Senate  subcommittee  that  the 
policies  and  the  scientific  journals  of  their 
organizations  are  not  biased  in  favor  of  the 
prescription  drug  industry  because  of  the  drug 
advertising  revenue. 

Senator  Gaylord  Nelson  (Democrat,  Wis- 
consin), chairman  of  the  Senate  Monopoly 
Subcommittee,  which  is  making  a broad  study 
of  the  ethical  drug  industry,  accused  the  medical 
journals  of  following  the  pharmaceutical  in- 
dustry’s line  to  get  advertising  dollars. 

Both  Edward  R.  Annis,  M.D.,  a member  of 
the  AMA  Board  of  Trustees,  and  Maynard  I. 
Shapiro,  M.D.,  president  of  the  American 
Academy  of  General  Practice,  emphatically 
denied  the  charge.  Both  cited  the  high,  ob- 
jective advertising  standards  of  their  organiza- 
tions’ publications. 

“The  American  Medical  Association’s  pro- 
grams and  policies  have  never  been,  are  not  now, 
and  will  never  be  shaped  by  any  dependence  on 
the  drug  industry,”  Dr.  Annis  said.  “And  to 
assure  that  there  is  no  conflict  of  interest,  the 
AMA  has  consistently  separated  the  editorial 
management,  advertising  acceptance,  and  busi- 
ness management  of  each  of  its  scientific  publi- 
cations .... 

“We  believe  that  no  publication  surpasses 
our  own  standards  for  acceptable  advertising.” 

Senator  Nelson  sharply  criticized  the  Journal 
of  the  American  Medical  Association  as  to  the 
ads  it  carried  on  chloramphenicol  (Chloro- 
mycetin) after  the  drug  had  been  judged  to  be 
extremely  dangerous.  Dr.  Annis  acknowledged 
that  “one  Madison  Avenue  effort . . . slipped 
through  the  net”  of  AMA  advertising  standards. 
But  he  pointed  out  the  various  warnings  on  the 
drug  carried  in  the  editorial  content  of  JAMA 
and  other  AMA  publications. 

“Advertising  is  screened  by  a group  of 
physicians,  all  of  whom  we  consider  qualified 
to  perform  their  task,”  Dr.  Shapiro  said.  “We 
do  not  list  the  names  of  these  physicians  in  our 
magazines  because  we  believe  they  prefer  a de- 
gree of  anonymity.  All  are  medical  school 
faculty  members  and  all,  in  our  opinion,  are 
well  qualified  to  screen  pharmaceutical  ad- 
vertising.” 

Dr.  Shapiro  also  said  that  at  least  two  drug 
firms  had  canceled  ads  in  AAGP  publications 
after  they  had  carried  editorials  which  were  ad- 
verse to  the  companies. 

* * * 

The  Nixon  Administration  recommended  to 
Congress  that  the  Hill-Burton  hospital  con- 
struction and  improvement  program  be  changed 
to  permit  block  allocation  of  grant  funds  to 
states.  Since  enactment  of  the  first  Hill- 


Burton  legislation  in  1946,  Federal  grants  for  it 
have  been  earmarked  for  specific  purposes. 

In  a statement  to  the  House  Health  Sub- 
committee, Robert  H.  Finch,  HEW  secretary, 
said  the  nation’s  health  needs  had  changed 
since  the  Hill-Burton  program  was  started. 
Today’s  needs,  he  said,  are  twofold:  (1) 

modernization  or  replacement  of  existing  and 
obsolete  facilities  in  the  general  hospitals;  and 
(2)  Expansion  of  other  kinds  of  medical  facili- 
ties to  reduce  the  pressures  on  hospitals  and 
help  curb  skyrocketing  medical  costs. 

He  recommended  a $150  million  annual  grant 
authorization  for  construction,  replacement,  or 
modernization  of  the  most  critical  types  of 
health  facilities.  “Additionally,  we  recom- 
mend the  removal  of  the  existing  Hill-Burton 
categories  to  provide  a better  balance  of  health 
care  facilities  in  the  community  by  assisting 
those  kinds  of  facilities  which  have  traditionally 
been  neglected  or  in  short  supply,”  he  said. 

Expansion  of  neighborhood  health  center  pro- 
grams also  was  recommended.  The  HEW 

statement  said  it  was  required  to  meet  the  health 
needs  of  the  poor. 

H.  Phillip  Hampton,  M.D.,  Tampa,  Florida, 
testifying  for  the  AMA,  said  the  AMA  con- 
tinues its  long-standing  support  of  the  Hill- 
Burton  program  but  believes  that  “the  major 
need  that  exists  today  is  for  the  improvement 
and  effective  use  of  existing  facilities.” 

“Priority  for  modernization  and  the  upgrad- 
ing of  existing  facilities  will  lessen  the  strain  on 
the  available  supply  of  health  personnel  needed 
to  provide  services  obtained  in  hospitals  and  re- 
lated facilities,”  he  said. 

The  AMA  supported  a provision  in  one  of  the 
two  Hill-Burton  bills  before  the  subcommittee 
that  would  permit  states  to  transfer  funds  from 
one  allocation  to  another,  providing  “further 
elasticity  to  the  transfer  of  funds  from  construc- 
tion to  modernization.” 

The  AMA  opposed  as  unnecessary  the  estab- 
lishment of  Hill-Burton  priorities  for  construc- 
tion or  modernization  of  outpatient  facilities  or 
facilities  to  provide  comprehensive  health  care. 
Such  needs  should  be  met  through  other  laws 
already  enacted,  the  AMA  said.  Dr.  Hampton 
explained: 

“We  hope  to  make  this  point  clear.  We 
understand  the  part  played  by  hospital  out- 
patient departments  in  providing  a place  for 
necessary  services  to  a community  and  to  the 
role  played  in  teaching  and  training.  But  we 
believe  that  any  need  for  outpatient  facilities, 
separate  and  apart  from  the  hospital,  or  for 
free-standing  diagnostic  and  treatment  cen- 
ters, or  whatever  they  may  be  called,  can  be 
met  through  other  programs  which  provide 
Federal  assistance.  The  Hill-Burton  pro- 
gram is  not  the  appropriate  vehicle  for  grants 
or  priorities  for  such  separated  facilities. 
Nothing  has  been  demonstrated  which  indi- 
cates either  public  benefit  or  public  acceptance 
for  this  concept  of  providing  ambulatory 
medical  care  through  hospital  operated, 
rather  than  physician  operated,  neighbor- 
hood clinics.” 
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Medical  Meetings 


Conference  on  poison  control 

The  International  Conference  on  Poison  Con- 
trol, sponsored  by  the  American  and  European 
Associations  of  Poison  Control  Centers,  is  to  be 
held  at  The  Americana,  New  York  City,  on  June 
3 and  4. 

Cochairmen  of  the  conference  are  Roy  Gould- 
ing,  M.D.,  director,  Poisons  Reference  Ser- 
vice, London,  England,  and  president  of  the 
European  Association  of  Poison  Control  Cen- 
ters; and  Irving  Sunshine,  M.D.,  technical 
director,  Poison  Information  Center  of  the 
Cleveland,  Ohio,  Academy  of  Medicine,  and 
immediate  past  president  of  the  American  Asso- 
ciation of  Poison  Control  Centers.  Program 
chairman  is  Joel  J.  Alpert,  M.D.,  executive 
secretary  of  the  Poison  Information  Center, 
Boston,  Massachusetts. 

The  meeting  is  being  held  in  conjunction  with 
two  other  international  conferences,  the  Third 
Triennial  Congress  of  the  International  Asso- 
ciation for  Accident  and  Traffic  Medicine,  which 
will  take  place  at  The  Americana  on  May  29  to 
June  1 and  the  International  Conference  on 
Drug  Abuse  to  be  held  at  The  Americana  on 
June  2. 

The  International  Association  for  Accident 
and  Traffic  Medicine  of  which  Milton  Helpern, 
M.D.,  Chief  Medical  Examiner  of  New  York 
City,  is  president,  is  serving  as  the  secre- 
tariat for  all  three  meetings. 

The  first  of  the  three  half-day  sessions  of  the 
poison  control  conference  to  be  held  on  the 
morning  of  June  3,  will  feature  12  articles  on  the 
treatment  of  poisoning,  including  sewer  gas 
poisoning,  isonized  self-poisoning,  and  meproba- 
mate poisoning.  Three  of  the  reports  will  deal 
with  death  in  persons  with  acute  intoxication, 
conservative  management  of  persons  with  acute 
poisoning,  and  therapy  in  persons  who  have 
taken  overdoses  of  sedatives. 

The  second  session,  scheduled  for  the  after- 
noon of  June  3,  will  be  devoted  to  12  articles 
on  the  diagnosis  and  treatment  of  poisoning. 
These  will  deal  with  such  topics  as  rapid  analyses 
for  the  diagnosis  of  poisoning,  identification  of 
drugs  of  abuse  from  human  urine,  treatment  of 
acute  lead  intoxication,  propoxyphene  (Darvan) 
poisoning,  antidepressant  (tricyclic  group)  toxic- 
ity, Rosaniline-Mercurous  Nitrate,  a new 
chromogenic  spray  reagent  for  barbiturates  and 
related  compounds,  and  serendipitous  toxi- 
cological information. 

During  the  final  session,  on  the  morning  of 

Material  for  inclumon  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


June  4,  10  articles  will  be  presented  on  the  organ- 
ization and  prevention  of  poisoning,  such  as 
the  household  products  manufacturer’s  role  in 
poison  prevention,  safety  packaging  and  the 
prevention  of  childhood  poisoning,  the  pro- 
prietary drug  industry’s  role  in  safety  packag- 
ing, the  use  of  computers  in  poison  control 
centers,  the  work  of  the  European  poison  con- 
trol centers,  the  activities  of  the  U.S.  National 
Clearinghouse  for  Poison  Control  Centers,  and 
the  Canadian  Poison  Control  Reporting  Pro- 
gram. 

Among  the  speakers  will  be:  Frederick  P. 
Anderson,  M.D.,  Yale  University;  David 
Terman,  M.D.,  University  of  Colorado;  John 
Ruedy,  M.D.,  McGill  University,  Montreal; 
Louis  Roche,  M.D.,  University  of  Lyon,  France; 
Henry  Matthew,  M.D.,  Royal  Infirmary, 
Edinburgh,  Scotland;  F.  Pebay  Peyroula, 
M.D.,  M.  Gaultier,  M.D.,  and  E.  Fournier, 
M.D.,  Fernand  Widal  Hospital,  Paris;  Richard 
T.  Rappolt,  Sr.,  M.D.,  Department  of  Public 
Health,  San  Francisco;  D.  A.  L.  Bowen,  M.D., 
Charing  Cross  Hospital  Medical  School,  Lon- 
don, England;  A.  R.  Natarajan,  M.D.,  Chem- 
ical Examiners  Laboratory,  Madras,  India; 
Leo  R.  Goldbaum,  M.D.,  Armed  Forces  In- 
stitute of  Pathology,  Washington,  D.C.;  Georg 
Schmidt,  M.D.,  Tubingen,  West  Germany; 
Birgitta  Werner,  M.D.,  Karolinska  Institute, 
Stockholm,  Sweden;  Andre  Govaerts,  M.D., 
National  Center  for  the  Prevention  and  Treat- 
ment of  Poisonings,  Brussels,  Belgium;  Henry 
L.  Verhulst,  chief,  poison  control  branch,  U.S. 
Public  Health  Service;  and  E.  Napke,  M.D., 
medical  officer  in  charge,  poison  control  pro- 
gram and  drug  adverse  reaction  program,  De- 
partment of  National  Health  and  Welfare, 
Toronto,  Canada. 


Postgraduate  courses  for 
emergency  room  nurses 

The  third  annual  Postgraduate  Course  for 
Emergency  Room  Nurses  will  be  conducted 
September  25  through  27  at  the  Palmer  House 
hotel,  Chicago,  Illinois.  The  three-day  course 
will  be  held  at  the  Palmer  House  to  allow  ex- 
pansion of  enrollment  to  1,000  nurses,  not  only 
those  nurses  assigned  to  hospital  emergency 
rooms  but  also  those  who  meet  emergency  in- 
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Eleven  delicious  sodas. 
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jury  situations  in  their  affiliations  with  in- 
dustry and  schools. 

William  Hark,  Jr.,  M.D.,  is  assisting  in 
planning  the  program,  and  distinguished  spe- 
cialists will  comprise  the  faculty  for  a curriculum 
which  will  include  formal  lectures,  audio-visual 
presentations,  and  a series  of  seminars  to  give 
nurses  an  opportunity  to  pursue  various  subjects 
of  particular  interest. 

Advance  registration  is  required  and  should 
be  accompanied  by  the  tuition  fee  of  $60  which 
covers  three  full  days  of  scientific  sessions  and 
the  chairman’s  reception  and  banquet.  Regis- 
tration fees  and  inquiries  may  be  addressed  to 
George  T.  Anast,  M.D.,  55  East  Washington 
Street,  Chicago,  Illinois  60602. 


Scientific  papers  requested  by  association  of 
poison  control  centers 

Authors  are  invited  to  submit  original  articles 
for  consideration  for  the  scientific  program  of  the 
twelfth  annual  meeting  of  The  American  As- 
sociation of  Poison  Control  Centers,  to  be  held 
at  the  Palmer  House,  Chicago,  Illinois,  on 
October  20,  in  conjunction  with  the  1969  meet- 
ing of  the  American  Academy  of  Pediatrics. 

Abstracts  or  articles  are  to  be  sent  to  Matilda 
S.  Mclntire,  M.D.,  secretary,  American  Associa- 
tion of  Poison  Control  Centers,  Childrens 
Memorial  Hospital,  44th  and  Dewey  Avenue, 
Omaha,  Nebraska  68105,  no  later  than  August 
15,  1969. 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

‘Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 

■ 

25  mg.  f 10  mg.f  per  5 cc. 

tbase  equivalent 

AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


10  mg.  t 


See  next  page 

for  prescribing  information. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg. — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children-  1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg.  — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg.  Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypoinanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


llow Supplied:  Liquid  Aventyl®  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  [obicgsa] 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Cleft  palate  rehabilitation  team  established 

The  Hearing  and  Speech  Center  of  Children’s 
Hospital  and  Rehabilitation  Center,  Utica,  has 
coordinated  the  services  of  various  specialists 
to  establish  a Cleft  Palate  Rehabilitation  Team 
that  meets  every  month.  This  team  provides  a 
diagnostic  program  with  referral  of  patients  for 
treatment  by  the  specialists  involved  and  with 
follow  up  to  establish  the  further  needs  of  the 
individual  patient. 

The  specialists  involved  in  the  program  are: 
plastic  surgeons,  orthodontists,  dentists,  oral 
surgeons,  pediatricians,  psychologists,  social 
workers,  speech  pathologists,  and  audiologists. 
Patients  are  seen  who  have  a cleft  lip,  cleft 
palate,  combined  cleft  lip  and  palate,  transverse 
clefts,  oblique  clefts  of  the  face,  mandibular  dis- 
orders, or  other  bone  or  muscle  disorders  affect- 
ing communication,  mastication,  or  oral-facial 
appearance.  Adults  and  children  in  central  * 
New  York,  of  all  ages,  are  seen,  regardless  of  any 
previous  care  or  treatment  they  have  received. 


Personalities 

Named.  Norbert  J.  Roberts,  M.D.,  associate 
medical  director.  Standard  Oil  Company  of  New 
Jersey,  as  first  vice-president  of  the  Industrial 
Medical  Association. 

Installed.  Paul  F.  deGara,  M.D.,  clinical  pro- 
fessor of  pediatrics,  Cornell  University  Medical 
College,  as  president  of  the  American  College  of 
Allergists. 

Awarded.  Alexander  Brunschwig,  M.D.,  clin- 
ical professor  of  surgery,  emeritus,  Cornell 
University  Medical  College,  and  consultant  in 
gynecology,  Lenox  Hill  Hospital,  the  Ann 
Langer  Cancer  Research  Foundation  Award  for  i 
1968. 


Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

i=l;mm  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


May  15,  1969  / New  York  State  Journal  of  Medicine  1271 


Books  Reviewed 


Minority  Group  Adolescents  in  the  United 
States.  By  Eugene  B.  Brody,  M.D.  Octavo 
of  243  pages.  Baltimore,  The  Williams  & 
Wilkins  Company,  1968.  Cloth,  $8.25. 

This  book  consists  of  a series  of  research- 
based  paper,  dealing  with  adolescents,  who 
belong  to  important  minority  groups  in  the 
United  States:  Negro,  Puerto  Rican,  Mexi- 

can, Oriental,  and  the  American  Indian.  In 
each  instance,  the  author  is  a trained  ob- 
server, and  in  some  instances  he  is  a member 
of  the  described  minority  group. 

In  addition  to  the  problems  faced  by  all 
adolescents,  because  they  are  no  longer  chil- 
dren and  not  yet  adults,  there  are  those  that 
have  to  do  with  family  and  social  customs, 
racial  conflicts,  political,  economic,  and  indi- 
vidual psychologic  factors.  There  is  a valu- 
able reference  list  at  the  end  of  each  paper. 

This  book  will  give  the  reader  a better  un- 
derstanding of  the  United  States  as  it  is 
today,  and  as  it  appears  to  adolescents  of 
minority  groups.  It  should  be  read  by  all 
members  of  our  profession.  Stanley  S. 
Lamm,  M.D. 

Endocrines  and  Aging.  Compiled  and  edited 
by  Leo  Gitman,  M.D.  Octavo  of  305  pages, 
illustrated.  Springfield,  Charles  C Thomas, 
1967.  Cloth,  $12.50. 

This  is  a report  of  the  seventeenth  annual 
meeting  of  the  Gerontological  Society  held 
in  November,  1964.  The  changes  in  the  en- 
docrine organs,  and  their  hormonal  effects 
on  other  hormones,  the  central  nervous  sys- 
tem, the  adrenals,  the  cardiovascular  and  end 
organs  are  presented.  Many  interesting  inter- 
relationships are  noted.  The  ultimate  place 
of  hormones  in  geriatric  pharmacodynamics 
is  still  mainly  speculative  with  replacement 
therapy,  even  after  ovariectomy,  incomplete. 

The  chapter  on  behavior  in  endocrine  diseases 
is  interesting.  This  monograph  has  an  appeal 
for  those  interested  in  further  studies  includ- 
ing chromosomal,  environmental,  and  disease 
effects  in  the  aging.  Effects  of  hygienic 
measures  (exercise,  diet)  should  be  incorpo- 
rated. Bernard  Seligman,  M.D. 

Hypersensitivity:  Mechanisms  and  Manage- 

ment. By  William  B.  Sherman,  M.D.  Quarto 
of  443  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1968.  Cloth,  $18. 

Dr.  Sherman  is  the  director  of  the  Institute 
of  Allergy  at  Roosevelt  Hospital.  He  has 
written  a text  which  will  be  with  us  for  a 


long  time  to  come.  The  book  answers  a long- 
felt  need  for  an  up-to-date  source  work  to 
which  the  practicing  allergist  may  refer  with 
unreserved  confidence.  While  the  author 
modestly  states  that  the  work  is  slanted  to 
the  needs  of  the  general  practitioner  who 
treats  an  occasional  allergic  patient,  this 
reviewer  attests  that  the  specialist  in  allergy 
may  scan  it  with  considerable  profit  and  that 
he  will  find  good  and  rewarding  reason  to 
consult  it  on  many  an  occasion  in  the  future. 

The  author’s  main  stress  is  on  clinical  im- 
munology, this  being  of  paramount  interest  at 
the  present  time.  Dr.  Sherman’s  book  can 
serve  both  as  an  introduction  to  and  as  a 
reference  in  this  relatively  recent  development 
with  which  too  many  of  us,  who  are  clinical 
allergists,  lack  sufficient  knowledge.  His  per- 
sistence in  using  the  word  “atopy,”  after 
giving  it  a new  definition,  would  seem  to 
demonstrate  a desire  to  trace  the  evolution 
of  an  hypothesis  to  its  present  empirical 
phase. 

The  book  is  profusely  illustrated  and  is 
blessed  both  with  an  index  and  a special 
chapter  dealing  with  practical  considerations. 
In  this  reviewer’s  estimate,  this  valuable  text 
should  be  used,  studied,  and  referred  to  by 
every  allergist,  every  student  of  allergy,  and 
by  all  general  practitioners.  Harry  Leibo- 
witz,  M.D. 

The  Drug  Scene.  By  Donald  B.  Louria, 
M.D.  Octavo  of  214  pages.  New  York,  Mc- 
Graw-Hill Book  Company,  1968.  Cloth,  $5.95. 

This  timely  book  on  the  extensive  use  of 
drugs  is  written  by  a pragmatic  scientist  of 
repute  and  an  eminent  authority  on  drug  ad- 
diction as  well.  The  easy  availability  of  drugs 
in  the  United  States  is  of  grave  concern  in 
view  of  the  revolutionary  changes  in  our 
budding  population.  The  horrendous  presence 
of  these  drugs  is  felt  in  our  college  dormi- 
tories, a depot  of  our  precious  formative 
brains.  Even  the  children  in  the  high  schools 
of  our  middle  and  upper  classes  use  mari- 
huana. A certain  percentage  of  these  re- 
bellious souls  go  on  to  use  heroin,  LSD,  am- 
phetamines, and  other  drugs,  thereby  sinking 
to  the  level  of  those  in  some  areas  who  start 
with  heroin.  Passive,  albeit  proselytizing, 
hippies  resent  police  authority.  They  team 
up  with  mainliner  amphetamine-using  gangs 
or  heroin  users,  much  to  their  future  dismay 
and  torture;  several  have  died.  These  events 
may  have  started  the  death  knell  of  hippies. 

continued  on  page  1276 
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That’s  why  Abbott’s  got  what  it  takes- 

a pill  and  a program  for  each  patient 


THE  PRODUCT-5  Different  Strengths 

For  smooth  appetite  control  plus  mood  elevation 
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a 
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15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 
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Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  ealing  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1 ,000  calories. 

902110 


ABBOTT 

Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 


BRIEF  SUMMARY 

Desoxyn'  Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

Desbutal  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is 
often  transient.  902110 


1 continued  from  page  1272 

Louria  also  reviews  other  drugs,  explores 
the  London  and  Stockholm  scenes,  as  well 
as  other  distant  areas  that  have  the  knowl- 
edge to  keep  their  fortunes  favorable.  He 
also  discusses  treatment  attempts  for  those 
hooked,  future  problems,  and  recommendations. 
While  written  for  the  laity,  it  is  a must  for 
all  physicians.  It  should  be  a reference  book 
in  all  public  health  areas.  We  must  work 
to  achieve  an  answer  to  this  terrible  degrad- 
ing situation  if  we  are  to  survive  as  a nation 
in  a world  of  culture.  The  book  jacket  shows 
the  armamentarium  of  speed  that  kills.  Ber- 
nard Seligman,  M.D. 


An  Introduction  to  the  History  of  General 
Surgery.  By  Richard  Hardaway  Meade. 
Quarto  of  403  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1968.  Cloth,  $17. 

Surgery  and  medicine  are  fused  today  as 
essential  segments  in  the  healing  of  the  sick. 
In  the  past  they  were  distinctly  separate.  The 
history  of  surgery  has  received  scant  attention 
compared  to  medicine.  Much  of  this  criticism 
of  the  early  surgeons  is  justified  in  part.  The 
histories  of  surgery  have  been  mostly  concerned 
with  the  individuals  rather  than  the  ideas  of 
surgery. 

This  work  is  unique  in  the  method  of  approach 
used  by  the  author.  He  discusses  the  history  of 
general  surgery  by  a study  of  the  history  of  the 
surgery  of  a particular  organ  or  body  region. 
It  is  a most  inclusive  report  and  encompasses  a 
formidable  research  effort  by  the  author. 

The  work  is  divided  into  30  chapters  and 
includes  studies  of  the  history  of  surgery  of 
breast,  blood  vessels,  head  and  neck,  and  so 
forth.  The  author  also  has  a fine  chapter  on 
the  evolution  of  our  knowledge  of  anatomy, 
management  of  wounds  through  the  ages,  and 
the  barber  surgeons. 

The  bibliography  is  excellent,  and  the  author 
has  selected  the  most  authoritative  references. 
This  work  is  a wonderful  book  and  should  be  a 
part  of  the  library  of  every  present-day  surgical 
resident.  Alan  A.  Kane,  M.D. 


Cardiac  Diagnosis.  By  Noble  O.  Fowler, 
M.D.  Quarto  of  722  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1968.  Cloth,  $23.50. 

Dr.  Fowler  and  his  coauthors  have  produced 
an  excellent  book  on  cardiac  diagnosis  which 
should  he  very  useful  to  undergraduates,  house 
officers,  practitioners,  and  educators  alike. 
Each  chapter  is  written  by  an  authority  on  the 
j subject  covered  and  can  he  used  along  with  its 
bibliography  as  sound  reference  material.  In 
fact,  this  reviewer  used  the  book  in  preparation 
for  “Grand  Rounds,”  and  found  it  excellent. 
Edwin  P.  Maynard,  Jr.,  M.D. 
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There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 

URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 

URISED  is  safe ...  especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


No-Cal  Corp 1267 

Parke,  Davis  & Company 1252-1253 

Purdue  Frederick  Company 1261 


Each  blue-coated  tablet  contains  active: 
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Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 
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PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue:  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult, 
dose. 
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Book  Notes 


Textbook  of  Medical  Treatment.  Edited 
by  Sir  Derrick  Dunlop,  M.D.,  Stanley  Alstead, 
M.D.,  and  Alastair  G.  Macgregor,  M.D. 
Eleventh  edition.  Quarto  of  720  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone  Ltd., 
(Baltimore,  The  Williams  & Wilkins  Company), 
1968.  Cloth,  $13. 

The  most  conspicuous  physical  change  in  this 
new  edition  is  that  the  text  is  set  in  double 
columns,  a format  now  being  increasingly 
adopted.  The  whole  book  has  been  extensively 
revised  and  two  short  new  sections  have  been 
added  on  anticoagulants  and  ill  health  due  to 
drugs.  In  spite  of  these  additions,  appropriate 
deletions  of  what  has  become  inessential  have 
resulted  in  this  edition  being  somewhat  shorter 
than  its  predecessor. 

Psychotherapy  in  Action.  By  D.  Ewen 
Cameron,  M.D.  Octavo  of  228  pages.  New 
York,  Grime  & Stratton,  1968.  Cloth,  $8.50. 

In  an  earlier  volume  (1950)  on  General  Psycho- 
therapy, the  basic  concepts  and  procedures  of 
psychotherapy  were  brought  together  as  a 
means  of  consolidating  the  field.  The  present 
volume  is  concerned  principally  with  the 
theoretic  structure  of  general  psychotherapy 
and  with  the  procedures  which  are  beginning 
to  appear  based  thereon. 

Consideration  is  given  to  the  growing  inter- 
action of  psychotherapy  and  psychopharma- 
cology. These  are  both  leading  toward  a final 
ending  of  the  old  mind-body  dichotomy  and  the 
emergence  of  a new  and  highly  fruitful  synthesis. 

The  Physician  and  the  Law.  By  Rowland 
H.  Long,  LL.M.  Third  edition.  Octavo  of 
433  pages.  New  York,  Appleton-Century- 
Crofts,  1968.  Cloth,  $9.50. 

This  is  a textbook  for  practicing  physicians, 
lawyers,  and  students  of  medicine  or  law.  It 
affords  knowledge  of  the  rules  of  law  which 
govern  the  physician’s  conduct  in  the  physician- 
patient  relationship,  as  well  as  his  obligations  in 
other  aspects  of  the  practice  of  medicine. 

It  also  provides  help  for  the  physician  who 
must  appear  in  court  as  a witness  in  a case  in 
which  it  is  necessary  to  prove  facts  relating  to 
injury,  disease,  and  causal  relation  between  a 
wrongful  act  and  the  injury  or  death. 

Physiological  Chemistry  of  Lipids  in  Mam- 
mals. By  Edward  J.  Masoro,  Ph.D.  Octavo 
of  304  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1968.  Cloth,  $7.75. 


The  goal  of  this  book  is  to  provide  a basic 
understanding  of  the  biochemistry  of  lipids  in 
mammals  and  to  relate  this  knowledge  to  the 
physiology  of  the  normal  and  diseased  animal. 
This  is  approached  by  first  considering  the 
chemistry  of  the  lipids  found  in  mammals 
and  the  enzyme  systems  that  catalyze  the 
metabolism  of  these  lipids.  Next  comes  a 
consideration  of  the  dynamics  of  lipid  metabo- 
lism in  the  intact  mammal  in  relation  to  various 
physiologic  and  pathologic  conditions.  Finally, 
the  role  that  lipids  play  in  certain  physiologic 
and  pathologic  processes  is  discussed. 

Anatomical,  Functional  and  Surgical  Con- 
siderations. The  “Sphincters”  of  the  Diges- 
tive System.  By  Liberato  J.  A.  Didio,  M.D., 
and  Marion  C.  Anderson,  M.D.  Octavo  of  255 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1968.  Cloth,  $15. 

This  book  is  about  the  specialized  areas  in  the 
alimentary  tract  that  influence  the  direction 
or  rate  of  flow  of  material  into,  through,  or  out  of 
the  digestive  tube  and  how  they  may  be  altered 
by  disease  or  after  surgical  operations.  The 
authors  have  combined  descriptions  of  anatomy 
with  discussions  of  the  surgical  physiology  of 
transport  of  materials  through  the  alimentary 
tract.  Anatomists,  physiologists,  clinicians, 
and  surgeons  interested  in  the  gastrointestinal 
tract  should  find  this  book  stimulating  and 
interesting. 

A Manual  of  Electroneuromyography.  By 

Hyman  L.  Cohen,  M.D.,  and  Joel  Brumoik, 
M.D.  Quarto  of  178  pages,  illustrated.  Newr 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1968.  Cloth,  $10.50. 

This  is  a primer  of  clinical  electroneuromyog- 
raphy. The  use  of  this  technic  in  studying 
and  diagnosing  neurologic  disorder’s  has  been 
so  successful  that  the  number  of  laboratories  in 
medical  centers,  hospitals,  and  clinics  has  in- 
creased greatly.  The  early  detection  of  the 
neuropathy  of  diabetes  mellitus,  the  evaluation 
of  peripheral  nerve  damage  after  automobile 
accident,  war  injury,  or  industrial  mishap  are 
some  examples  of  the  daily  utilization  of  the 
method.  To  answer  all  of  these  needs,  the  au- 
thors have  prepared  a book  which  describes  the 
methodology  step  by  step. 

Tumors  of  the  Large  Bowel.  By  Raymond 
J.  Jackman,  M.D.,  and  Oliver  H.  Beahrs,  M.D. 
Major  Problems  in  Clinical  Surgery 
Volume  VIII.  Octavo  of  379  pages,  illustrated. 
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Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $13.50. 


In  this  volume,  the  authors  have  drawn  on  the 
vast  experience  of  the  Mayo  Clinic  to  set  in 
perspective  a modern  approach  to  the  care  of 
the  patient  with  a tumor  or  polyp  of  the  large 
intestine.  Their  experience  and  recommenda- 
tions will  be  of  interest  to  all  surgeons  working 
in  this  field.  Residents,  proctologists,  colon  and 
rectal  surgeons,  as  well  as  general  surgeons,  will 
find  this  volume  to  be  of  daily  practical  value. 

T U R Transurethral  Prostatectomy; 
Technique,  Hazards,  and  Pitfalls.  By 

George  Otto  Baumrucker,  M.D.  Octavo  of 
141  pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1968.  Cloth,  $9.50. 

Since  there  have  been  numerous  articles  on  the 
good  results  of  correct  transurethral  resection 
technic  of  the  prostate,  the  author  feels  that, 
for  a change,  one  should  consider  the  poor 
results  and  mishaps  that  can  and  have  occurred 
with  an  incorrect  technic.  One  of  the  purposes 
of  this  book,  therefore,  is  to  review  the  cause, 
prevention,  and  correction  of  these  mishaps. 
In  this  book,  TUR  refers  not  only  to  a resection 
of  the  prostate  gland  but  also  to  all  revisions  of 
the  obstructed  bladder  neck. 


In  1967  almost  45,000  new  active 
cases  were  reported.  Isn’t  that  a good 
reason  to  make  tuberculintestingwith 
the  white  LEDERTINE,M  Applicator  a 
routine  part  of  your  physical  exami- 
nations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 


*!***%  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


The  Treatment  of  Families  in  Crisis.  By 

Donald  G.  Langsley,  M.D.,  and  David  M. 
Kaplan,  Ph.D.  Octavo  of  184  pages.  New 
York,  Grune  & Stratton,  1968.  Cloth.  $7.50. 

The  mental  health  demonstration  project 
reported  in  this  book  is  an  example  of  the  com- 
munity mental  health  philosophy  which  seeks 
to  avoid  unnecessary  hospitalization  and  to 
keep  patients  functioning  in  their  usual  roles, 
and  which  focuses  on  the  family  as  a source  of 
strength  as  well  as  an  arena  of  problems. 
The  authors  have  demonstrated  that  brief  but 
immediately  available  treatment  will  keep  many 
patients  out  of  hospital.  Also,  if  their  estimates 
are  correct  that  family  crisis  therapy  can  be 
made  available  for  approximately  one-sixth  the 
cost  of  mental  hospital  treatment,  this  would 
have  very  significant  implications  for  planning 
mental  health  services. 

The  Spine:  A Radiological  Text  and  Atlas. 

By  Bernard  S.  Epstein,  M.D.  Third  edition. 
Quarto  of  730  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1969.  Cloth,  $35. 

This  new  edition  has  been  extensively  revised 
although  the  text  maintains  the  same  order  of 
presentation.  The  illustrations  have  been  in- 
creased by  use  of  new  material  covering  patients 
who  have  been  under  observation  in  the  last 
five  years.  Of  the  388  illustrations  in  the 
second  edition,  only  158  have  been  retained,  and 
324  new  ones  have  been  added,  including  studies 
of  anatomic  preparations  which  were  made  to 
show  areas  of  interest  in  better  detail  than 
before. 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 


A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  “ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-5 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr. 


Street  
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Darvon 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and/or  editor  (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
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may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
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Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
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Editorials 


A year  for  centennials 

It  so  happens  that  two  centennials  are 
being  marked  by  articles  in  this  issue  of  the 
Journal. 

Columbia  University’s  College  of  Physi- 
cians and  Surgeons  celebrates  its  two 
hundredth  anniversary  on  May  16,  1969. 
The  direct  descendant  of  King’s  College 
Medical  School  founded  in  New  York  City 
in  1769,  the  College  of  Physicians  and 
Surgeons  is  to  be  congratulated  not  only  for 
its  chronological  attainment  but  also  for 
its  lasting  contributions  to  medical  science 
and  education.  The  institution’s  greatness 
stems  from  the  fact  that  it  still  creates  the 


The  Journal  is  catching  up 

After  a devastating  hiatus  of  two 
months  due  to  a prolonged  strike  at  our 
printers,  we  are  pleased  to  note  that  the 
Journal  is  rapidly  recovering  toward  a 
normal  mailing  schedule.  At  this  time,  we 
are  about  one  month  behind.  We  expect 
that  by  July  1 our  mailing  will  be  cur- 
rent. 


environment  and  stimulus  for  progress  in 
the  field  of  medical  knowledge. 

A comparative  youngster,  but  said  to  be 
the  oldest  dermatological  society  in  the 
world,  the  New  York  Dermatological 
Society  celebrates  its  one  hundredth  anni- 
versary on  May  18,  1969.  An  elite  society, 
consisting  of  20  active  members  and  10 
honorary  members,  it  is  able  to  confine  its 
membership  to  leaders  and  originators. 

Anthony  C.  Cipollaro,  M.D.,  has  written 
a sensitive  and  affectionate  account  of  the 
Society  and  its  accomplishments  which 
we  are  privileged  to  print  in  honor  of  this 
historic  occasion. 


Everyone  concerned,  authors,  readers, 
advertisers,  and  Journal  staff,  have  been 
most  patient  and  cooperative  during  this 
trying  period.  We  extend  our  heartfelt 
thanks  to  all  and  not  least  to  the  Mack 
Printing  Company  for  its  successful  efforts 
to  get  the  presses  rolling  again  at  increased 
speed. 
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ANNUAL 


CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  8,  through  WEDNESDAY,  FEBRUARY  11 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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For  the  most  widespread  form  of  vaginitis 
the  most  widely  successful  therapeutic 
agent,  Flagyl,  is  clearly  indicated. 

In  trichomonal  vaginitis,  most  physicians 
have  reported  a cure-rate  of  95  per  cent  or 
more  with  Flagyl  w'hen  infected  male  part- 
ners are  treated  concurrently  and  when 
treatment  is  repeated  for  occasional  refrac- 
tory infections  in  women. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemically 
active  Flagyl  reaches  the  hidden  reservoirs 
of  reinfection  in  male  and  female  genitouri- 
nary tracts. 

Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  the  male  and  female. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  effects:  Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste  and  furry  tongue.  Gas- 


trointestinal disturbances,  flushing  and  headache 
sometimes  occur,  especially  with  concomitant  in- 
gestion of  alcohol.  The  taste  of  alcoholic  beverages 
may  be  altered.  Other  effects,  all  reported  in  an  in- 
cidence of  less  than  1 per  cent,  are  diarrhea,  dizzi- 
ness, vaginal  dryness  and  burning,  dry  mouth,  rash, 
urticaria,  gastritis,  drowsiness,  insomnia,  pruritus, 
sore  tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo,  in- 
coordination, ataxia,  abdominal  cramping,  consti- 
pation, stomatitis,  numbness  or  paresthesia  of  an 
extremity,  joint  pains,  confusion,  irritability,  weak- 
ness, cystitis,  pelvic  pressure,  dyspareunia,  fever, 
polyuria,  incontinence,  decreased  libido,  nasal  con- 
gestion, proctitis  and  pyuria.  Elimination  of  tricho- 
monads  may  aggravate  candidiasis. 


Dosage  and  Administration:  In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A 
vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal  in- 
sert should  be  placed  high  in  the  vaginal  vault  each 
day  for  ten  days;  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days  in 
conjunction  with  treatment  of  his  female  partner. 


Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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When  she  needs  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 


Oeiml  In  lrhlorlt-traryrlinr  HC1 300  mg 
and  \vs.talin  500.000  unils 
CAPSl  LE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOIVlY CIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  rnay  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. Iri  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  ^8sS9l 
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E have  evaluated  the  long-term 
antidiabetic  effect  of  acetohexamide  in 
diabetic  patients  who  have  previously  been 
receiving  other  forms  of  treatment.  In 
short-term  studies  we  have  compared  its 
effect,  in  single  and  divided  doses,  with  that 
of  a placebo.  In  other  studies  we  have 
evaluated  the  effect  of  adding  potassium 
chloride  to  the  sulfonylurea. 

Materials  and  methods 

For  the  long-term  studies,  48  patients 
were  selected  from  those  attending  the 
metabolism  clinic  of  Bellevue  Hospital. 
The  patients  had  been  attending  the  clinic 
approximately  every  two  months  and  had 
been  prescribed  a diabetic  diet  designed  to 
obtain  optimum  body  weight.  Forty-four 
had  been  receiving  treatment  with  tolbuta- 
mide and/or  phenformin  (DBI-TD)  for  at 
least  six  months  previously;  4 had  been 

* This  study  was  aided  by  National  Institutes  of  Health 
Grant  5 R01  AM  10632-01  END,  Bethesda,  Maryland. 


receiving  20  to  30  units  of  insulin  daily. 
Of  those  taking  tolbutamide,  4 were  taking 
0.5  to  1 Gm.  a day  and  the  others  2 to  3 
Gm.  a day;  those  receiving  phenformin 
were  taking  50  to  100  mg.  a day.  The 
dosage  of  acetohexamide  administered  was 
one  half  that  of  the  previous  tolbutamide 
dosage,  and  0.5  Gm.  was  substituted  for  50 
mg.  phenformin.  The  dosage  was  in- 
creased when  necessary  to  a maximum  of 
1.5  Gm.  daily.  Phenformin,  50  to  150  mg., 
was  added  in  several  subjects  when  the 
control  with  acetohexamide  alone  was 
inadequate. 

The  patients  were  seen  weekly  at  first, 
then  monthly,  and  then  at  two-  to  three- 
month  intervals  for  up  to  six  months. 
Daily  urine  records  were  kept  at  home,  and 
fasting  or  postprandial  blood  glucose  levels 
were  obtained  on  return  visits. 

Diabetic  control  was  graded  in  the  follow- 
ing way:  good  control — 75  per  cent  of 

postprandial  blood  glucose  levels  less  than 
150  mg.  per  100  ml.  and  75  per  cent  of 
urines  0 or  1 plus  glycosuria,  determined  by 
reagent  tablets  (Clinitest);  fair  control — 75 
per  cent  of  postprandial  blood  glucose 
levels  less  than  200  mg.  per  100  ml.  and  50 
per  cent  of  urines  0 or  1 plus  glycosuria; 
and  poor  control — all  others. 

Thirteen  other  maturity-onset  diabetic 
patients  were  selected  for  comparing  the 
acute  effect  of  acetohexamide  with  that  of  a 
placebo.  The  subjects  were  diabetic  in- 
dividuals treated  with  diet  alone  or  those 
who  were  responding  poorly  to  other  oral 
hypoglycemic  agents.  They  were  seen 
either  weekly  or  biweekly,  and  fasting 
blood  glucose  levels  were  determined  on 
each  visit.  Urine  records,  fasting  and 
postprandial,  were  kept  by  the  patients  at 
home.  After  two  to  three  weeks  of  obser- 
vation, prior  medication  was  discontinued, 
and  1 Gm.  of  acetohexamide  was  given 
every  morning.  Depending  on  the  effec- 
tiveness, the  dosage  was  changed  on  the 
next  visit  to  0.5  Gm.  or  increased  to  1.5  Gm. 
given  once  a day  or  in  divided  doses,  with- 
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TABLE  I.  Patients  previously  treated  with  tolbutamide,  phenformin,  or  insulin 


Initial  Diabetic  Control 
Good  Fair  Poor 


Tolbutamide 

3 


Phenformin 

1 

1 

Insulin 

1 3 


Diabetic  Control  During  Treatment 
with  Acetohexamide 
Good  Fair  Poor 


2* 


3** 


* One  with  added  phenformin  because  of  poor  result  with  acetohexamide  alone, 
t Alone. 

**  With  phenformin. 


TABLE  II.  Patients  previously  treated  with  tolbutamide  in  combination  with  phenformin 

- — • — Diabetic  Control  During  Treatment  with  Acetohexamide 

Initial  Diabetic  Control — • Alone — With  Phenformin 

Good  Fair  Poor  Good  Fair  Poor  Good  Fair  Poor 


2 ...  ...  1 . . . ...  1 

6 ...  1 1*  It  3*  If  1 

14  ...  . . 1 ...  3 10** 


* One  patient  fair  alone,  good  with  phenformin. 
t One  patient  poor  alone,  fair  with  phenformin. 

**  Seven  of  these  patients  needed  insulin  subsequently;  3 did  poorly  with  acetohexamide  alone. 


out  fixed  order.  If  the  diabetes  was  still 
inadequately  controlled,  25  mg.  of  phen- 
formin was  added  to  the  acetohexamide  and 
increased  to  a maximum  of  50  mg.  three 
times  a day.  For  one  week  during  the 
study,  the  patient  was  taken  off  all  medica- 
tion and  given  a placebo.  During  the  last 
week  of  the  study,  30  ml.  daily  of  a 25  per 
cent  solution  of  potassium  chloride  was 
added  to  the  previously  most  effective 
therapeutic  regimen. 

Results 

Long-term  studies.  The  results  are 
shown  in  Tables  I and  II.  In  those  pa- 
tients previously  treated  with  tolbutamide, 
diabetic  control  improved  in  4 of  11  who 
had  been  under  fair  control  and  in  4 of  6 
who  had  been  under  poor  control.  Control 
improved  in  1 patient  previously  treated 
with  phenformin  who  had  been  poorly  con- 
trolled. Those  who  had  been  under  good 
control  remained  well  controlled  with  aceto- 
hexamide. 

Most  of  the  patients  previously  treated 
with  tolbutamide  and  phenformin  had  been 
poorly  controlled.  Of  those  under  fair 
control,  half  were  better  controlled  with 


acetohexamide  and  phenformin.  One  did 
better  with  acetohexamide  alone,  and  1 did 
worse  with  acetohexamide  and  phenformin. 
Of  those  under  poor  control,  3 did  better 
with  acetohexamide  and  phenformin  and 
the  rest  remained  poorly  controlled. 

Three  patients  treated  with  insulin  and 
poorly  controlled  remained  poorly  con- 
trolled with  acetohexamide  and  phenfor- 
min (Table  I).  One  patient  under  fair 
control  with  insulin  was  similarly  controlled 
with  acetohexamide  alone. 

Short-term  studies.  The  changes  in 
blood  glucose  paralleled  closely  the  changes 
in  glycosuria.  In  11  of  the  13  patients, 
acetohexamide  alone  and  acetohexamide 
plus  phenformin  reduced  the  blood  glucose 
(Fig.  1).  The  reduction  was  the  same 
whether  acetohexamide  was  taken  the 
morning  of  the  blood  glucose  test  (6  pa- 
tients) or  twelve  or  twenty-four  hours  be- 
fore the  fasting  blood  glucose  level  was 
determined  (average  levels  127  mg.  per  100 
ml.  and  118  mg.  per  100  ml.;  probability 
greater  than  0.10). 

In  7 of  9 patients  a single  0.5-Gm.  dose  of 
acetohexamide  was  less  effective  than  a dose 
of  1 Gm.  in  reducing  the  blood  glucose 
when  the  latter  was  given  in  one  dose 
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FIGURE  1.  Effect  of  various  doses  of  acetohexamide  with  and  without  addition  of  phenformin  or  potas- 
sium chloride.  Each  period  one  or  two  weeks.  Zero  line  represents  fasting  blood  glucose  after  one  week 
of  placebo  therapy.  Patient  F had  4 plus  glycosuria  during  placebo  therapy  and  took  acetohexamide  last 
four  days;  her  fasting  blood  glucose  arbitrarily  taken  as  320  mg.  per  100  ml.  Six  patients  took  acetohex- 
amide the  morning  of  fasting  blood  glucose  determination. 


TABLE  III.  Comparison  of  single  and  divided 
doses  of  acetohexamide;  average  fasting  blood 
glucose  (milligrams  per  100  ml.) 

Dose  and 

Number  of  - — ■ -Acetohexamide 

Experi-  One  Two 

ments  Dose  Doses  Change* 


1 Gm. 
9 

137 

143 

Plus  11 

1 . 5 Gm. 
11 

187 

169 

(p  >0.10) 

Minus  11 

(p  >0.10) 


* Change  in  blood  glucose  in  same  patient,  using  blood 
glucose  on  one  dose  as  the  control  level. 

(average  levels  175  and  147  mg.  per  100 
ml.,  probability  less  than  0.05).  One  and 
1.5  Gm.  were  equally  effective.  Admin- 
istering the  latter  in  divided  doses  was  not 
more  effective  than  administering  it  in  one 
dose  (Table  III).  In  poorly  controlled 
patients,  the  addition  of  phenformin  ap- 
peared to  aid  the  reduction  in  blood  glucose. 

Acetohexamide  was  most  effective  at 
higher  initial  blood  glucose  levels  (Fig.  2A). 
The  relationship  of  the  initial  blood  glucose 
level  to  the  hypoglycemic  effect  of  the  most 
effective  drug  treatment  is  seen  in  Figure 
2B.  Two  patients  with  control  levels  of 
155  and  160  mg.  per  100  ml.  had  little  ef- 
fect from  the  drug. 

The  addition  of  potassium  chloride 
potentiated  the  hypoglycemic  effect  of  the 
acetohexamide  in  8 of  11  patients  (Table 
IV).  The  change  is  highly  significant  when 
calculated  using  each  subject  as  his  own 
control. 

Comment 

It  appears  that  acetohexamide  is  as 
effective  as  tolbutamide  in  the  approximate 
dosage  of  0.5  Gm.  acetohexamide  to  1 Gm. 
tolbutamide  in  the  control  of  maturity- 
onset  diabetic  patients  and  that  it  is  in- 
effective, as  are  other  sulfonylureas,  in 
insulin-dependent  diabetic  patients. 1-3 
Our  results  confirm,  in  addition,  that  aceto- 
hexamide and  phenformin  may  be  more 
effective  in  patients  poorly  controlled  with 
tolbutamide  and  phenformin.4 

Results  of  drug  treatment  are  notoriously 
difficult  to  evaluate  in  long-term  studies  in 
ambulatory  patients  since  rigid  supervision 
alone  of  diabetic  patients  promotes  better 
diabetic  control.  The  effectiveness  of 


FIGURE  2.  Relationship  of  initial  blood  glucose 
level  to  hypoglycemic  effect  of  (A)  1 Gm.  aceto- 
hexamide given  in  single  dose.  Initial  level  is 
fasting  level  after  one  week  of  placebo  therapy; 
and  (B)  most  effective  drug  treatment  as  depicted 
in  Figure  1. 


TABLE  IV.  Effect  of  potassium  supplement  on 
fasting  blood  glucose  in  11  diabetic  patients  taking 
acetohexamide;  decrease  in  milligrams  per  100  ml. 


Before 

During 

F ormula 

Potassium 

Potassium 

Mean  ± S.E.M. 

50  ± 16 

73  ± 12 
(p  <0.005*) 

* Calculated  using  each  patient  as  his  own  control. 


acetohexamide  was  clearly  shown  in  the 
short-term  studies  by  the  close  correlation 
between  the  initial  blood  sugar  and  the 
effect  of  treatment  and  by  the  deterioration 
of  diabetic  control  in  the  more  severely 
diabetic  patient  when  a placebo  was  sub- 
stituted. The  persistence  of  control  in  the 
milder  diabetic  patient  during  placebo 
treatment  is  consistent  with  observations 
that  a placebo  is  as  effective  as  most  oral 
therapy  in  some  26  to  31  per  cent  of  dia- 
betic patients.5,6 

The  maximum  effective  dose  of  aceto- 
hexamide appears  to  be  1 Gm.  administered 
in  a single  dose.  Its  effectiveness  when 
given  in  a single  dose  reflects  its  persistence 
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in  the  body  in  a metabolically  active  form 
for  a prolonged  period  and  constitutes  a 
practical  advantage  for  the  patient  who 
might  forget  to  take  divided  doses.7 

The  importance  of  potassium  in  carbo- 
hydrate metabolism  has  recently  been 
emphasized,  and  it  has  been  suggested  that 
improvement  of  glucose  tolerance  in  matu- 
rity-onset diabetic  patients  might  indicate 
the  presence  of  hyperaldosteronism.8  Our 
subjects  were  asymptomatic  diabetic  in- 
dividuals, and  almost  all  showed  improve- 
ment when  potassium  was  added  to  the 
antidiabetic  drug.  This  suggests  that  the 
potassium  aided  glucose  utilization  or 
provoked  insulin  secretion.  It  should  be 
mentioned  that  potassium  deficiency  in 
normal  individuals  reduces  glucose  toler- 
ance,9 and  that  potassium  administration 
to  uremic  subjects  in  whom  body  potassium 
is  reduced  increases  insulin  secretion  and 
improves  glucose  tolerance. 10 
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The  New  York  Dermatological 
Society  is  the  oldest  dermatologic  society 
in  the  world.  On  May  18,  1969,  it  will  be 
exactly  one  hundred  years  since  its  found- 
ing. During  this  first  century  of  its  exis- 
tence its  members  have  been  instrumental 
in  the  organization  of  some  regional  and 
all-American  nation-wide  dermatologic  so- 
cieties. Its  members  have  contributed  in 
many  ways  to  the  development  of  the 
American  School  of  Dermatology  which  at 
present  is  exceeded  in  excellence  and  scien- 
tific accomplishments  by  none  other  in  the 
world. 

Foundation  of  society 

The  first  meeting  of  the  New  York  Der- 
matological Society  was  held  at  the  home  of 
Henry  Daggett  Bulkley,  M.D.,  on  May 
18,  1869.  The  idea  of  a society  devoted  to 
the  exchange  of  views  pertaining  to  der- 
matology was  first  conceived  by  Faneuil 
D.  Weisse,  M.D.  The  original  letter  an- 
nouncing the  meeting  was  signed  by  the 
following  physicians:  Faneuil  D.  Weisse, 

PreHented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  February  10,  I960. 


Henry  D.  Bulkley,  Henry  G.  Piffard,  and 
Foster  Swift.  The  letter  stated: 

The  objects  of  the  New  York  Dermatologi- 
cal Society  shall  be  to  afford  all  those  in- 
terested in  this  most  important  department  of 
medicine  an  opportunity  for  a free  exchange 
of  their  opinions  and  methods  of  practice  and 
to  contribute  American  experience  and  in- 
vestigations to  the  fast  accumulating  stock  of 
our  knowledge  of  diseases  of  the  skin. 

The  founding  physician  members  who 
attended  the  first  meeting  were  F.  D. 
Weisse,  H.  D.  Bulkley,  William  H.  Draper, 
Alexander  W.  Stein,  G.  A.  Winston,  Fred- 
erick Zinsser,  H.  G.  Forbes,  R.  W.  Taylor, 
J.  H.  Ripley,  Charles  I.  Pardee,  S.  A.  Ra- 
borg,  and  A.  S.  Hunter.  This  was  a small 
group  of  men  who  at  that  time  were  in- 
terested in  dermatology.  Incidentally, 
many  of  these  had  acquired  their  derma- 
tologic skills  in  Paris,  London,  or  Vienna. 
There  were  no  well-established  centers  for 
the  study  of  dermatology  in  the  United 
States  at  that  time.  During  all  of  these 
one  hundred  years,  the  New  York  Derma- 
tological Society  has  remained  a small  so- 
ciety. Its  active  membership  rarely  ex- 
ceeded 20  members.  It  made  up  in  quality 
what  it  lacked  in  quantity. 

The  first  president  of  the  New  York 
Dermatological  Society  was  Henry  Dag- 
gett Bulkley,  M.D.,  and  the  secretary  was 
Faneuil  D.  Weisse,  M.D.  A constitution 
was  drawn  up  and  adopted,  and  many  of 
the  provisions  were  retained  in  subsequent 
revisions.  If  anything,  the  constitution 
is  simpler  today  than  it  was  originally.  It 
originally  provided  for  corresponding  mem- 
bers. This  class  of  membership  was 
dropped,  and  now  there  are  only  two  classes 
of  membership.  They  are  active  and  honor- 
ary. Originally  a candidate  for  member- 
ship was  required  to  submit  an  inaugural 
thesis.  This  requirement  for  membership 
no  longer  exists.  The  rule  requiring  a 
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thesis  was  rescinded  in  1949.  It  was 
thought  that  a curriculum  vitae  is  a more 
accurate  indication  of  a candidate’s  scien- 
tific attainments  than  a thesis.  Active 
membership  is  limited  to  20  and  honorary 
membership  to  10.  Even  the  simplified 
current  constitution  contains  stringent 
restrictions  making  membership  in  the  New 
York  Dermatological  Society  very  selective. 

At  first  an  interest  in  dermatology  was 
the  only  requirement  for  membership. 
Later  modifications  of  the  constitution  and 
bylaws  required  enforced  participation  and 
attendance,  or  a fine  was  imposed.  These 
rules  have  been  relaxed  in  recent  years. 
However,  the  practice  of  entertaining  the 
members  after  the  scientific  and  business 
sessions  was  the  subject  of  an  amendment 
to  the  bylaws  in  1890:  “In  case  any  mem- 

ber whose  duty  it  shall  become  to  entertain 
the  society  upon  a given  date  shall  fail  to  do 
so  personally  or  by  a substitute  provided 
by  himself,  he  shall  thereby  forfeit  his  mem- 
bership to  the  society.”  Now  one  hundred 
years  after  the  founding  of  the  society  the 
host  still  provides  the  major  portion  of  the 
scientific  program,  the  meeting  place,  and 
the  entertainment  which  is  usually  dinner 
at  a fine  club,  hotel,  or  restaurant. 

The  membership  of  the  New  York  Der- 
matological Society  has  always  consisted 
of  men  who  were  pioneers  and  leaders  in  all 
medical  activities.  Thus  Henry  D.  Bulk- 
ley,  M.D.,  the  first  president  of  the  New 
Y ork  Dermatological  Society,  was  probably 
the  first  American  dermatologist,  and  he 
organized  the  first  clinic  for  the  treatment 
of  skin  diseases  in  the  United  States.  This 
was  the  Broome  Street  Infirmary  for  Dis- 
eases of  the  Skin  established  in  New  York 
City  in  1836.  He  was  attending  physician 
to  the  New  York  Hospital  from  1848  to 
1872.  He  was  a founder  of  the  New  York 
Academy  of  Medicine  in  1847  and  its  presi- 
dent in  1870.  He  is  the  only  dermatolo- 
gist to  become  president  of  the  New  York 
Academy  of  Medicine.  He  was  president 
of  the  Medical  Society  of  the  County  of 
New  York  from  1860  to  1862  and  a delegate 
to  the  American  Medical  Association  in 
1864.  He  edited  the  first  book  on  skin 
diseases  published  in  this  country.  This 
was  the  Manual  of  Diseases  of  the  Skin  by 
Cazenave  and  Schedel1  in  1846.  Bulkley 
was  one  of  the  earliest  lecturers  on  derma- 
tology in  the  United  States.  He  delivered 


a series  of  lectures  at  the  College  of  Phy- 
sicians and  Surgeons  in  New  York  City  on 
January  24,  1842,  and  before  that  he  gave 
lectures  at  the  Broome  Street  Clinic.  Thus 
we  find  the  first  American  dermatologist  to 
he  a man  of  many  great  and  varied  talents. 
With  his  pleasing  personality  and  his  in- 
dustry and  devotion  to  his  chosen  profes- 
sion, he  was  a lecturer,  a teacher,  a writer, 
an  organizer  of  scientific  societies,  and  a 
founder  of  an  infirmary  and  a charitable 
society.  Also  he  was  an  administrator 
and  a lover  of  mankind.  Strangely,  these 
qualities  of  greatness  and  leadership  have 
filtered  down,  it  appears,  to  many  other 
members  of  the  New  York  Dermatological 
Society  who  succeeded  him. 

Founding  of  American 
Dermatological  Association 

A significant  chapter  in  the  history  of  the 
New  York  Dermatological  Society  deals 
with  the  leadership  of  its  members  in  the 
organization  of  other  medical  societies. 
The  American  Dermatological  Association 
was  founded  in  1876,  just  eight  years  after 
the  founding  of  the  New  York  Dermatolog- 
ical Society.  We  find  that  II  of  the  29 
founders  of  this  national  society  were  mem- 
bers of  the  New  York  Dermatological  So- 
ciety. These  physicians  were  L.  Duncan 
Bulkley,  son  of  Henry  Daggett  Bulkley  who 
had  died  in  1872;  Robert  Campbell,  Wil- 
liam H.  Draper;  George  H.  Fox,  father  of 
Howard  Fox  whom  many  of  you  knew; 
Carl  Heitzman;  Edward  L.  Keyes;  Henry 
G.  Piffard;  Andrew  R.  Robinson;  Robert 
W.  Taylor;  Robert  F.  Weir;  and  Faneuil 
D.  Weisse.  Of  these,  L.  Duncan  Bulkley, 
M.D.,  was  elected  first  secretary  of  the 
American  Dermatological  Association  and 
Dr.  Fox,  Dr.  Piffard,  Dr.  Robinson,  and 
Dr.  Taylor  served  as  president.  Other 
members  of  the  New  York  Dermatological 
Society,  who  at  various  times  were  elected 
president  of  the  American  Dermatological 
Association,  were  S.  Sherwell,  J.  A.  For- 
dyce,  P.  A.  Morrow,  E.  B.  Bronson,  G.  T. 
Jackson,  James  W.  Winfield,  Howard  Fox, 
George  M.  MacKee,  Fred  Wise,  C.  M.  Wil- 
liams, J.  Gardner  Hopkins,  George  C. 
Andrews,  George  M.  Lewis,  and  Anthony 
C.  Cipollaro. 

A change  in  the  constitution  of  the  Amer- 
ican Dermatological  Association  concerned 
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the  creation  of  the  office  of  treasurer.  This 
took  place  in  1930  and  George  M.  MacKee, 
M.D.,  was  elected  treasurer.  He  had  pre- 
viously served  as  vice-president  and  presi- 
dent of  the  American  Dermatological  Asso- 
ciation. He  held  this  office  until  1946,  and 
it  was  always  a member  of  the  New  York 
Dermatological  Society  who  was  elected 
to  this  important  post.  G.  M.  MacKee, 
M.D.,  was  succeeded  by  Eugene  Traub, 
M.D.  The  successive  treasurers  were  F. 
Coombes,  Carl  T.  Nelson,  J.  Lowry  Miller, 
and  Anthony  Domonkos.  The  first  his- 
torian of  the  American  Dermatological 
Association  was  G.  T.  Jackson,  M.D.,  in 
1915.  In  1916  he  was  succeeded  by  How- 
ard Fox,  M.D.,  who  held  this  important 
position  until  1948,  a period  of  thirty-two 
years,  when  he  was  succeeded  by  Paul, 
Bechet,  M.D.,2  who  held  this  position  until 
1954.  Like  Dr.  MacKee,  Dr.  Fox  had 
served  as  vice-president  and  president  of 
the  American  Dermatological  Association; 
and  his  father,  George  Henry  Fox,  was  the 
only  member  who  was  ever  elected  honor- 
ary president  of  the  American  Dermatolog- 
ical Association.  This  took  place  in  1925. 

These,  I believe,  are  outstanding  contri- 
butions by  the  members  of  the  New  York 
Dermatological  Society  to  the  American 
Dermatological  Association  and  to  the  de- 
velopment of  the  unsurpassed  school  of 
American  dermatology. 

Participation  in  other  organizations 

The  members  of  the  New  York  Dermato- 
logical Society  were  active  and  took  lead- 
ing positions  in  the  development  of  two 
other  national  dermatologic  societies. 
When  the  Society  for  Investigative  Derma- 
tology was  organized,  we  find  Dr.  MacKee 
and  Dr.  Fox  assuming  roles  of  leadership. 
Thus  Dr.  MacKee  was  its  first  president  in 
1937.  Other  members  of  the  New  York 
Dermatological  Society  who  served  as  presi- 
dent of  the  Society  for  Investigative  Der- 
matology were  Rudolph  Baer,  M.D.  and 
Carl  T.  Nelson,  M.D. 

The  largest  dermatologic  society  in  the 
world  is  the  American  Academy  of  Der- 
matology and  here,  too,  we  find  that  Dr. 
Fox  and  Dr.  MacKee  were  among  the 
founders.  The  first  president  was  Dr.  Fox 
in  1938.  There  have  been  other  members 


of  the  New  York  Dermatological  Society 
who  had  the  honor  and  distinction  to  serve 
as  president.  These  are  G.  M.  MacKee, 
1946;  G.  M.  Lewis,  1956;  A.  C.  Cipollaro, 
1959;  and  Carl  T.  Nelson,  1965.  These 
and  many  other  members  of  the  New  York 
Dermatological  Society  served  as  officers, 
directors,  committee  members,  lecturers, 
and  organizers  of  panel  discussions,  sym- 
posia, and  other  educational  activities. 

The  American  Board  of  Dermatology 
has  done  much  to  raise  the  general  level  of 
dermatologic  training  in  the  United  States. 
Prior  to  its  organization,  dermatologic 
training  was  haphazard  and  disorganized. 
The  Board  brought  stability  and  order  to 
dermatologic  education  in  the  United 
States  and  helped  organize  a plan  of  in- 
struction. Thus  training  centers  started 
to  crop  up  in  all  sections  of  the  country,  and 
today  the  training  of  an  American  der- 
matologist is  unsurpassed.  The  approved 
training  centers,  the  Board,  and  the  Acad- 
emy cooperate  on  a national  basis  to  sup- 
ply students  entering  the  field  of  derma- 
tology with  the  opportunity  to  improve 
themselves  in  a manner  found  in  no  other 
country. 

Here  again  we  find  members  of  the  New 
York  Dermatological  Society  taking  a lead- 
ing role  in  the  organization  of  the  American 
Board  of  Dermatology.  At  the  first  meet- 
ing held  in  New  Orleans  in  1932,  we  find 
among  the  founders  two  men  from  New 
York.  They  are  Dr.  MacKee  and  Dr.  Fox. 
Dr.  Fox  was  elected  president  of  the  Ameri- 
can Board  of  Dermatology.  Dr.  Lewis 
served  for  eleven  years.  During  all  these 
years  he  served  the  Board  first  as  assistant 
secretary  and  finally  as  president.  Dr. 
Cipollaro  served  on  the  Board  as  an  exam- 
iner for  nine  years,  one  of  these  as  secretary 
and  one  year  as  president.  Others  from 
the  New  York  Dermatological  Society  to 
serve  on  the  Board  were  Maurice  Costello, 
as  secretary,  J.  Gardner  Hopkins  and  Ru- 
dolph Baer,  as  examiners. 

The  role  played  by  members  of  the  New 
York  Dermatological  Society  in  the  organ- 
ization and  the  development  of  regional  and 
local  societies  and  of  international  con- 
gresses are  just  too  numerous  to  mention. 
Suffice  it  to  say  that  where  dermatology  was 
making  history,  there  was  sure  to  be  a mem- 
ber of  the  New  York  Dermatological  So- 
ciety on  the  spot. 
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Dermatologic  publications 

During  the  first  hundred  years  of  the 
existence  of  the  New  York  Dermatological 
Society,  many  of  its  members  distinguished 
themselves  in  the  literary  field.  Thou- 
sands of  articles  appearing  in  various  medi- 
cal journals  have  been  written  by  members 
of  the  New  York  Dermatological  Society. 
Even  though  Pusey3  wrote  on  page  138  of 
his  History  of  Dermatology  that  Henry  D. 
Bulkley  “wrote  little,”  I find  that  this 
first  president  of  the  New  York  Dermato- 
logical Society  edited  books,  medical  jour- 
nals, published  the  first  dermatological 
lectures,  and  contributed  many  articles  to 
medical  journals.  One  of  these  is  a mas- 
terpiece on  syphilis  in  children  in  which  he 
lucidly  traces  the  transmission  of  syphilis 
from  an  infant  to  a wet  nurse.  He  pub- 
lished articles  and  case  reports  in  the  New 
York  Journal  of  Medicine,  New  York  Medi- 
cal Gazette,  Proceedings  of  the  New  York 
Medical  and  Surgical  Society,  and  the  New 
York  Medical  Times. 4-6  He  was  editor  of 
the  New  York  Journal  of  Medicine  and  Col- 
lateral Sciences,  and  from  1853  to  1856  he 
was  editor  and  owner  of  the  New  York 
Medical  Times.  During  the  first  half  of  the 
nineteenth  century  there  were  no  American 
textbooks  on  dermatology,  and  so  Dr.  Bulk- 
ley  took  it  on  himself  to  edit  in  1846  the 
English  translation  by  Thomas  H.  Burgess 
of  the  Manual  of  Diseases  of  the  Skin,  by 
Cazenave  and  Schedel.1  In  1852  a second 
American  edition  was  published  with  addi- 
tional notes  by  Dr.  Bulkley.7  He  edited  a 
third  textbook  in  1851.  This  was  entitled 
Lectures  on  the  Eruptive  Fevers  by  George 
Gregory*  of  London.  Numerous  additions 
were  made  including  pathology  of  the  exan- 
thems, statistical  tables,  and  colored  plates 
showing  the  transmissions  of  cow  pox. 
Dr.  Bulkley  also  edited  A Catalogue  of  the 
Pathological  Cabinet  of  the  New  York  Hos- 
pital by  Robert  Ray,  Jr.9 

Henry  G.  Piffard,  M.D.,  published  his 
textbook  entitled  Elementary  Treatise  on 
Diseases  of  the  Skin  in  1876.  This  was 
thirty-one  years  after  Noah  Worcester’s 
book  was  published.  However,  Piffard 
was  unaware  of  Worcester’s  book,  and  for 
a time  Piffard  was  given  credit  for  having 
published  the  first  systematized  treatise  on 
skin  diseases  in  the  United  States.  In 
1877  Louis  A.  Duhring  published  his  excel- 


lent textbook  which  obtained  international 
recognition. 

To  deviate  for  a moment,  his  contem- 
poraries thought  of  Piffard  as  “the  brains.” 
They  used  such  adjectives  about  him  as 
“brilliant,”  “versatile,”  “interesting,”  “his 
energy,”  “his  driving  force,”  “subject  to 
erratic  impulses,”  “that  versatile  genius 
not  only  of  dermatology  but  of  so  many 
other  things.”  1 would  like  to  have  known 
him! 

In  1879  George  Henry  Fox  published 
Photographic  Illustrations  of  Skin  Diseases. 
This  was  a volume  of  48  different  diseases  of 
the  skin,  and  for  each  photograph  there 
were  two  pages  of  text.  A second  edition 
appeared  in  1881  and  a third  one  in  1885. 
Skin  Diseases  in  Children  was  published  in 
1897. 

Robert  W.  Taylor  wrote  a book  on 
syphilis  and  also  published  an  atlas  on 
syphilis. 

Edward  L.  Keyes  was  a member  of  both 
the  New  York  Dermatological  Society  and 
the  American  Dermatological  Association. 
However,  he  had  strong  attachments  for 
genitourinary  diseases.  With  William  H. 
VanBuren  he  collaborated  on  a textbook  on 
genitourinary  diseases  and  syphilis,  which 
remained  a classic  for  many  years. 

L.  Duncan  Bulkley,  M.D.,  like  his  father, 
was  energetic  and  a doer.  His  father,  as  I 
have  already  indicated,  founded  the  first 
dermatologic  clinic  in  the  country,  and 
L.  Duncan  Bulkley  with  others  founded  the 
New  York  Skin  and  Cancer  Hospital  in 
1883  which  was  destined  to  become  the 
largest  dermatologic  clinic  in  the  country. 
According  to  Bechet,2  he  wrote  six  or  eight 
textbooks  mostly  devoted  to  dermotherapy. 
Like  his  father  again,  who  was  a principal 
organizer  of  the  New  York  Dermatological 
Society,  the  younger  Bulkley  was  largely 
responsible  for  the  foundation  of  the  Section 
on  Dermatology  of  the  American  Medical 
Association  in  1888  and  was  chairman  at  its 
first  meeting. 

There  have  been  many  other  books  pub- 
lished by  members  of  the  New  York  Der- 
matological Society.  All  are  familiar  with 
the  popular  textbook  written  by  George 
Andrews,  which  has  had  several  editions, 
and  the  most  recent  one  in  collaboration 
with  Anthony  Domonkos.  The  book  on 
skin  tumors  by  Joseph  Jordan  Eller  has  en- 
joyed several  editions,  and  George  M.  Lewis 
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has  written  one  popular  textbook  for  stu- 
dents which  has  had  multiple  editions  and  a 
textbook  on  mycology  which  has  also  had 
several  editions.  Frank  Foster  who  pre- 
ceded George  Henry  Fox  as  professor  of 
dermatology  at  the  College  of  Physicians 
and  Surgeons  wrote  a four-volume  medical 
dictionary.  Jerome  Kingsbury  wrote  a 
very  fine  atlas  which  was  very  popular  in 
its  day,  and  Walter  J.  Highman  was  the 
author  of  a textbook  on  general  derma- 
tology. 

Walter  Highman  was  an  eloquent,  well- 
spoken  man  whose  tongue  could  be  as 
sharp  as  a razor  and,  when  the  occasion  de- 
manded it,  could  be  as  sweet  as  honey. 
I thought  of  him  as  brilliant  and  sound  in 
his  knowledge,  especially  of  dermatopa- 
thology.  It  was  fifty  years  ago  at  the  semi- 
centennial celebration  that  Highman  pro- 
tested the  separation  of  syphilis  from  der- 
matology by  internists.  Today  some  med- 
ical colleges  are  separating  dermatology 
from  dermatologists.  I say  to  each  his 
own;  internists  for  internal  medicine  and 
dermatologists  for  dermatology,  and  I 
mean  administratively,  too.  Highman 
said,  “In  one  medical  school  in  New  York 
an  attempt  is  being  made  to  separate 
syphilis  from  dermatology  and  to  place  it 
under  the  control  of  the  chair  of  internal 
medicine.  The  absurdity  of  this  is  patent 
enough  to  anyone  whose  experience  gives 
him  an  insight  into  the  knowledge  that  the 
average  internist  has  of  syphilis.”  These 
words  could  be  echoed  today  to  apply  to 
dermatology.  Fortunately,  both  the  in- 
ternists and  the  dermatologists  lost  syphilis 
to  penicillin.  Dermatology  can  remain 
under  the  control  of  dermatologists  if  they 
resist  administrative  encroachments  by 
internists. 

George  M.  MacKee  wrote  a hook  on  x- 
rays  and  radium  in  1920  which  was  used  as 
a standard  reference  book  both  by  derma- 
tologists and  radiologists  throughout  the 
world.  The  fourth  edition  of  this  book  was 
written  in  collaboration  with  Anthony  C. 
Cipollaro,  and  the  fifth  edition,  which  was 
published  in  1967,  was  jointly  written  by 
Anthony  C.  Cipollaro  and  Paul  Crossland. 
MacKee  and  Cipollaro  also  published  a 
hook  on  cancer  and  precancer  written  at  the 
request  of  the  American  Cancer  Society  in 
1937  and  published  by  the  American  Jour- 
nal of  Cancer.  There  were  two  American 


and  one  Spanish  editions  of  Skin  Diseases  in 
Children  written  by  MacKee  and  Cipollaro. 
Paul  Bechet2  wrote  History  of  the  American 
Dermatological  Association  in  1952. 
Costello  with  Richard  Gibbs  published  a 
book  on  diseases  of  the  palms  and  soles. 
Fred  Wise  and  Rudolph  Baer  served  for 
many  years  as  editors  of  the  Yearbook  of 
Dermatology . These  are  the  members  of 
the  New  York  Dermatological  Society  who 
readily  come  to  mind  as  having  written 
dermatologic  textbooks.  A careful  re- 
search of  the  literature  will  probably  reveal 
many  other  texts  written  by  members  of 
this  society. 

The  New  York  Dermatological  Society 
contributed  its  share  of  editors  to  the  lead- 
ing American  dermatologic  publications. 
The  American  Journal  of  Syphilography  and 
Dermatology  was  established  in  1870,  and 
its  editor  was  Morris  H.  Henry  of  New 
York.  In  1874  it  was  discontinued  and 
succeeded  by  the  Archives  of  Dermatology 
with  L.  D.  Bulkley  as  its  editor.  This  in 
turn  was  succeeded,  in  1882,  by  the  Jour- 
nal of  Cutaneous  and  Venereal  Diseases  with 
Henry  Piffard  and  Prince  A.  Morrow  as 
editors.  This  journal  continued  under 
changing  names  until  the  present.  John 
Fordyce,  George  MacKee,  and  Howard  Fox 
were  subsequent  chief  editors.  Numerous 
members  of  the  New  York  Dermatological 
Society  served  on  the  editorial  board  over 
the  years.  Some  of  the  men  that  come  to 
mind  are  Fred  Wise,  George  Lewis,  An- 
thony Cipollaro,  and  presently  Rudolph 
Baer  and  Carl  T.  Nelson.  The  chief  edi- 
tors of  Cutis  are  Eugene  Traub  and  John 
McCarthy.  There  are  other  journals  on 
which  members  of  the  New  York  Dermato- 
logical Society  served  as  editors. 

Thus  in  summary  I can  say  that  the 
members  of  the  New  York  Dermatological 
Society  have  distinguished  themselves  dur- 
ing these  past  one  hundred  years  in  the 
fields  of  medical  writing  and  editing.  I 
doubt  if  any  other  region  in  this  country 
or  any  other,  for  that  matter,  can  match  or 
supersede  the  accomplishments  of  this  small 
dermatologic  society. 

Academic  positions 

To  write  about  the  academic  accomplish- 
ments and  positions  held  by  various  mem- 
bers of  the  New  York  Dermatological 


1296  New  York  State  Journal  of  Medicine  / May  15,  1969 


Society  would  require  a small  volume. 
Suffice  it  to  say  that  during  any  year  of  the 
existence  of  the  New  York  Dermatological 
Society  there  have  always  been  several 
members  who  held  the  chair  of  dermatology 
at  various  medical  colleges  in  the  New 
York  area.  Some  members  held  profes- 
sorial positions  in  colleges  outside  of  the 
New  York  area.  One  of  these,  John  E. 
Lane  of  New  Haven,  was  professor  of  der- 
matology at  Yale  Medical  College;  How- 
ard Fox  was  professor  at  Dartmouth  Medi- 
cal College;  and  Charles  W.  Williams  and 
Eugene  Traub  were  professors  at  Vermont 
Medical  College.  In  any  one  year  most 
of  the  members  of  the  New  York  Dermato- 
logical Society  held  professorial  positions  at 
various  medical  colleges  or  were  heads  of 
departments  at  their  hospitals.  Thus  the 
high  academic  standing  of  the  members  of 
this  society  has  been  maintained  since  its 
inception. 

There  is  so  much  more  to  say  about 
events  and  people  who  have  contributed  to 
the  development  of  American  dermatology, 
but  time  does  not  permit  me  to  go  on. 

Avocations  of  members 

Some  of  the  members  of  the  New  York 
Dermatological  Society  became  famous  be- 
cause of  their  writings,  some  because  they 
were  good  teachers,  some  because  they  were 
good  organizers,  and  some  because  they 
were  “good  Joe’s.”  Many  had  a combina- 
tion of  these  qualities.  In  addition  to 
this,  some  had  interests  other  than  der- 
matology. Jerome  Kingsbury,  for  ex- 
ample, was  a well-known  balloonist,  and 
many  of  his  contemporaries  did  not  know 
this  until  a big  write-up  appeared  in  the 
daily  newspaper  or  a magazine  article. 
George  Miller  MacKee  had  a love  for  moun- 
tain climbing  and  was  a professional  basket- 
ball player.  Henry  Piffard  was  a canoeist. 
Joseph  Eller  was  a polo  player,  and  A.  Ben- 
son Cannon  was  a horseman  and  could  be 
seen  competing  in  horse  shows.  Prince 
Morrow  was  interested  in  morals,  and 
Walsh10  writes  in  his  History  of  Medicine  in 
New  York  that  “he  was  the  organizer  of  the 
Society  for  Social  and  Moral  Prophylaxis.” 
George  H.  Fox  was  a botanist  and  could 
give  the  botanical  name  of  almost  any 
flower,  tree,  or  shrub  that  crossed  his  path. 
I was  first  made  aware  of  this  when  riding 


in  his  convertible  with  his  son,  Howard, 
when  he  started  asking  me  questions  about 
the  plants  growing  along  the  roadside.  1 
must  confess  that  my  college  course  in  bot- 
any served  me  very  poorly  on  that  oc- 
casion. 

So  it  can  be  said  that  the  members  of  the 
New  York  Dermatological  Society  were 
not  only  experts  in  dermatology,  but  also 
many  attained  public  recognition  for  their 
skills  in  sports  and  their  interests  in  social, 
moral,  political,  and  civic  organizations. 

In  his  anniversary  address  at  the  semi- 
centennial celebration  of  the  New  York 
Dermatological  Society,  George  H.  Fox 
said. 

Many  societies  of  various  sorts  and  for  vari- 
ous reasons  are  frequently  started  with  a blare 
of  trumpets  and  die  of  inanition  as  soon  as  the 
initial  enthusiasm  cools.  The  New  York 
Dermatological  Society  will  continue  to  be  in 
years  to  come,  as  it  is  now,  the  oldest  derma- 
tologic society  in  the  world.  May  we  and  our 
successors  do  our  utmost  to  make,  it,  if  pos- 
sible, the  best  society. 

I wish  that  George  H.  Fox  could  hear  me 
say  that  his  prophecy  and  wish  have  come 
to  pass,  as  the  society  now  celebrates  its 
centennial  anniversary.  This  would  in- 
deed make  him  happy  and  warm  the  cockles 
of  his  heart. 

Although  the  New  York  Dermatological 
Society  has  always  been  a small  one,  it  has 
survived  for  one  hundred  years;  and  I dare 
say,  if  the  quality  of  its  membership  re- 
mains as  high  as  in  the  past,  it  will  go  on 
for  the  next  century,  and  the  next  one,  and 
the  next. 

The  society  survived  these  past  one  hun- 
dred years  because  it  was  a productive  so- 
ciety and  contributed  its  share  to  the  ever- 
expanding  medical  knowledge.  It  kept 
pace  with  all  the  new  developments  in  all 
fields  of  medicine  and  its  related  sociologic, 
political,  and  community  aspects.  Among 
our  members  even  now,  we  have  the  finest 
clinical  dermatologists  that  one  can  find 
anywhere  and  some  of  the  finest  research 
talent  of  our  era.  I see  the  future  of  the 
New  York  Dermatological  Society  in  a blaze 
of  glory  as  has  been  the  fact  these  past  one 
hundred  years. 
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T his  is  the  one  hundredth  anniversary 
of  the  New  York  Dermatological  Society 
and  because  of  this  various  members  of  the 
organization  have  written  historical  re- 
ports on  major  contributions  in  the  past 
one  hundred  years.  My  topic  is  the  his- 
tory of  bullous  dermatoses  and  the  changes 
during  the  existence  of  the  New  York  Der- 
matological Society. 

Early  history 

This  group  of  diseases  had  its  beginning 
long  before  the  one-hundred-year  history  of 
the  society.  The  first  time  the  word  pem- 
phigus was  recorded  is  by  Hippocrates  in 
400  B.C.  He  used  the  term  to  describe  a 
fever  listed  as  pemphigoid  fever.  This 
signified  something  related  to  the  original 
connotation  of  pemphix,  which  was  air, 
breath,  or  puff,  in  the  belief  that  these 
lesions  on  the  skin  were  produced  by  air 

Pr<*H**nU*d  at  the*  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  February  10,  1969. 


breathed  up  through  the  skin  causing  blis- 
ters. 

From  this  time  through  most  of  the  dark 
and  middle  ages,  people  copied  what  was 
said  before  about  pemphigus.  From  the 
time  of  the  Roman  Empire  and  even  until 
the  eighteenth  century  this  signified  gen- 
erally a pustule,  because  in  the  translation 
into  Latin  this  is  what  the  word  came  to 
mean. 

Galin  in  200  A.D.  spoke  also  of  the  fevers 
of  pemphigoides  “by  expansion  of  the  heat 
generates  pustules  in  the  mouth  which  are 
called  ‘phlykides’  by  the  Greeks.”  This 
was  probably  herpes  simplex  involving  the 
lips. 

Rhazes,  a well-known  Mohammedan 
physician  of  the  period  of  900  A.D.,  spoke 
also  of  blisters  similar  to  those  caused  by 
burns  usually  preceded  by  redness  and 
itching.  Many  of  these  are  eruptions  of 
short  duration,  recorded  by  physicians 
through  the  years  under  this  name.  These 
we  would  interpret  as  a contact  dermatitis 
due  to  various  plants  and  numerous  infec- 
tious and  viral  diseases. 

In  1730  DeSauvages  wrote  a classifica- 
tion of  diseases  which  included  pemphigus 
by  name.  This  was  an  eruptive  febrile 
illness  we  would  diagnose  as  one  of  the 
viral  diseases.  The  eruption  lasted  only 
several  weeks.  It  is  somewhat  difficult  to 
decide  whether  he  was  speaking  of  chicken 
pox  or  erythema  multiforme  since  his  de- 
scription is  not  completely  clear,  but  he  is 
the  first  to  classify  bullous  disease  and  em- 
ploy the  name  of  pemphigus. 

It  was  not  until  1777  that  David  Mc- 
Bride in  his  book  made  mention  of  pemphi- 
gus. One  of  the  cases  described  might  in 
our  modern  day  he  diagnosed  as  pemphigus 
vulgaris.  It  was  hundreds  of  years  before 
the  name  pemphigus  came  to  signify  a 
bullous  disease. 

In  1789  Wichmann  delivered  a series  of 
lectures  and  described  a chronic  bullous 
disease  that  was  probably  pemphigus  under 
the  title  of  “Pemphigus  Subaigu-malin.” 
He  had  already  made  some  differentiation 
between  the  chronic  nature  and  fatal  out- 
come of  pemphigus.  He  is  the  first  to 
differentiate  erythema  multiforme  as  a 
condition  of  shorter  duration. 

Willan,  who  some  people  believe  is  the 
father  of  modern  dermatology,  in  the  late 
1700s  wrote  a textbook  that  hail  case  re- 
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ports  of  bullous  diseases  which  would  fit 
in  the  present  concept  of  pemphigus. 

Gilibert  in  a monogram  in  the  early 
1800s  set  forth  a classification  of  bullous 
disease.  In  one  of  his  classifications  was 
pemphigus  chronique  which  is  certainly  the 
modern-day  pemphigus. 

The  confusion  in  most  of  the  early  litera- 
ture was  obviously  caused  by  men  report- 
ing cases  or  reviewing  the  work  of  someone 
else  who  had  written  years  before,  and  the 
terminology  did  not  correspond,  so  that 
errors  were  often  repeated. 

It  was  the  French  who  through  the  middle 
of  the  nineteenth  century  finally  developed 
the  concept  that  pemphigus  should  be 
divided  into  an  acute  and  a chronic  form. 
The  chronic  form  was  essentially  a bullous 
disease.  Many  authors  at  that  time  were 
attempting  to  split  off  some  minor  varia- 
tion. There  were  numerous  names  given 
to  pemphigus.  In  the  late  1870s  and  1880s 
it  was  noted  that  various  names  were  re- 
lated to  pemphigus,  particularly  pruritic 
pemphigus;  and  it  was  not  until  1884  that 
Louis  Duhring, 1 in  his  article  published  in 
the  Journal  of  the  A.M.A.,  was  able  to  take 
dermatitis  herpetformis  out  of  the  group  of 
pemphigus  and  present  it  as  a separate 
entity. 

Roughly  one  hundred  years  ago  in  1860 
Ferdinand  von  Hebra,  the  father  of  the 
German  school  of  dermatology,  in  his  Dis- 
ease of  the  Skin  broke  down  pemphigus 
into  the  acute  and  chronic  form.  He  also 
noted  that  pemphigus  occurred  in  infants. 
This  later  became  known  as  pemphigus 
neonatorum  which  was  contagious.  This 
book  recorded  300  patients  with  pemphigus 
who  were  in  hospitals  and  approximately 
100  more  patients  in  private  practice.  He 
estimated  that  the  mortality  rate  was  25 
per  cent  for  the  hospital  patients,  but  he 
admitted  that  he  did  not  have  complete 
follow-up  records.  Some  of  the  subsequent 
reports  showed  a mortality  rate  closer  to 
what  we  relate  to  the  precorticosteroid  era. 
These  studies  placed  the  mortality  any- 
where from  50  to  100  per  cent  of  those  pa- 
tients who  had  pemphigus  vulgaris  as  we 
know  it  today. 

At  this  time  the  various  different  types 
of  pemphigus  were  recognized.  Pemphigus 
foliaceus  was  described,  and  pemphigus 
vegetans  was  similarly  identified  as  the 
same  disease.  In  later  conditions  vegetat- 


ing lesions  would  occur  in  the  areas  where 
erosions  had  been;  and  sometimes  the 
lesion  would  change  and  exacerbate,  lead- 
ing to  the  death  of  the  patient  with  many 
bullous  lesions  on  the  body.  Hebra  noted 
in  his  book  that  erythema  multiforme  was 
unrelated  in  its  classical  form  to  the  disease 
called  pemphigus.  He  recognized  that 
erythema  multiforme  took  on  a virus-like 
characteristic,  had  a shorter  duration,  a 
much  better  prognosis,  and  sometimes 
recurred. 

In  1895  Osier-  in  his  classical  article  dis- 
cussed the  visceral  complications  of  ery- 
thema exudativa  multiforme,  but  his  de- 
scription is  that  of  purpura.  His  patients 
had  gastrointestinal,  liver,  spleen,  kidney, 
and  many  organ  system  involvements. 
He  was  able  to  collect  22  cases  from  the 
literature  plus  11  that  he  had  with  a mor- 
tality rate  of  20  per  cent. 

Classification  of  pemphigus 

It  was  not  until  1919  that  Thost3  dis- 
tinguished between  pemphigus  vulgaris, 
pemphigus  foliaceus,  pemphigus  vegetans, 
and  chronic  pemphigus  of  the  mucous  mem- 
branes leading  to  scarring  of  the  oral  mu- 
cosa and  scarring  and  shrinkage  of  the  eye- 
ball. 

It  was  in  1922  that  Stevens  and  Johnson4 
reported  2 cases  of  an  eruptive  fever  associ- 
ated with  stomatitis  ophthalmia.  Here 
they  set  forth  their  impression  of  erythema 
multiforme  involving  the  mucous  mem- 
branes particularly  of  the  eyes,  mouth,  and 
genitalia.  One  of  the  children  became  to- 
tally blind  from  this  condition  and  the  sub- 
sequent infection  in  his  eyes. 

The  first  patient  with  pemphigus  ery- 
thematodes  was  presented  by  Ormsby  and 
Mitchell5  before  the  Chicago  Dermato- 
logical Society  in  1921  as  a case  for  diag- 
nosis. It  was  five  years  later  that  Senear 
and  Usher6  reported  11  such  cases  that  had 
the  features  of  both  pemphigus  and  lupus 
erythematosus.  It  was  left  to  Ormsby7  to 
suggest  the  name  of  pemphigus  erythe- 
matosus. 

Through  all  this  time  we  have  been  im- 
pressed by  the  strict  clinical  classification  of 
these  bullous  diseases.  It  took  many 
years  before  the  complete  diagnostic  pic- 
ture, as  we  know  it  today,  could  be  brought 
forth. 
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The  final  step  in  the  differential  classifi- 
cation was  left  to  Civatte  in  1943s  when  he 
described  the  histologic  features  so  that  he 
could  differentiate  between  the  bullous 
form  and  pemphigus,  dermatitis  herpeti- 
formis, and  erythema  multiforme,  even 
though  it  might  have  been  impossible  to 
separate  them  on  a clinical  basis.  The 
primary  changes  in  pemphigus  occurred  in 
the  epidermis  and  consisted  of  the  dis- 
appearance of  the  intercellular  bridges  in 
some  areas.  The  epidermal  cells  thus  lose 
their  coherence  with  one  another,  a process 
referred  to  as  acantholysis.  Because  of 
this  acantholysis  clefts  form  within  the 
epidermis  which  by  their  enlargement  be- 
come bullae.  These  clefts  and  bullae  form 
most  commonly  between  the  basal  layer 
and  the  rest  of  the  epidermis,  although  they 
may  occur  in  the  upper  layers  of  the  epider- 
mis. Acantholysis  further  results  in  the 
detachment  of  the  epidermal  cells  singly 
and  in  clusters  which  then  lie  free  in  the 
cavity  of  the  bulla.  These  detached  epi- 
dermal cells  show  not  only  loss  of  their  in- 
tercellular bridges  but  also  signs  of  de- 
generation. The  nuclei  are  swollen  and 
spherical,  and  the  cytoplasm  is  homoge- 
nous; consequently,  these  cells  resemble 
balloon  cells  of  herpes  zoster.  Civatte 
found  acantholysis  and  the  degeneration  of 
epidermal  cells  in  pemphigus  vulgaris, 
pemphigus  foliaceus,  and  pemphigus  vege- 
tans. He  regarded  this  as  further  evidence 
that  these  forms  of  pemphigus  were  closely 
related  diseases.  He  also  observed  that 
acantholysis  was  not  seen  in  dermatitis 
herpetiformis  and  erythema  multiforme. 

In  1949  Tzanck  and  Aron-Brunetire9 
reported  their  findings.  They  scraped  the 
floor  of  a bulla  in  a patient  with  pemphigus 
and  stained  it  with  giemsa  stain.  This 
revealed  pemphigus  cells  which  were  large, 
round,  epidermal  cells  devoid  of  intercellu- 
lar bridges.  In  dermatitis  herpetiformis 
there  are  mainly  inflammatory  cells,  and 
these  typical  cells  were  not  seen. 

Therapy  in  pemphigus 

In  the  past  twenty-five  years  the  empha- 
sis has  switched  from  classification  to  ther- 
apy. In  1949  Costello  was  able  to  sup- 
press the  itching  anti  bullae  formation  in 
dermatitis  herpetiformis  with  sulfapyridine. 
He  later  found  that  sulfones  were  also  help- 
' ful. 


The  discovery  and  use  of  ACTH  and 
corticosteroids  in  pemphigus  have  de- 
creased the  mortality  rate  in  this  disease  to 
10  to  40  per  cent,  depending  on  the  institu- 
tion reporting  and  the  length  of  follow-up. 
Many  patients  are  now  free  of  the  disease 
and  taking  no  medication  for  many  years. 

Erythema  multiforme  has  also  changed  a 
great  deal.  We  have  seen  this  reported  as 
a toxic  reaction  to  many  causative  agents, 
such  as  deep  x-ray  therapy,  herpes  sim- 
plex virus,  drug  eruptions,  and  rheumatic 
fever  complex.  The  treatment  of  ery- 
thema multiforme  with  corticosteroids  has 
been  helpful  in  shortening  the  period  of 
morbidity. 

In  1967  Beutner,  Rhodes,  and  Hol- 
borow10  demonstrated  immunofluorescence 
between  the  cells  of  the  epidermis  in  pa- 
tients who  have  pemphigus  and  along  the 
basement  membrane  in  those  patients  who 
have  pemphigoid.  This  has  opened  a 
whole  new  era  in  the  study  of  bullous  dis- 
eases. It  has  not  only  given  us  an  addi- 
tional diagnostic  tool  which  will  further 
corroborate  the  histopathology  as  a means 
of  verifying  the  diagnosis,  but  it  also  has 
opened  up  a whole  new  area  for  further 
investigation. 

Summary 

Pemphigus  may  finally  be  considered  an 
autoimmune  disease.  If  this  occurs,  ad- 
vances in  therapy  for  this  condition  in  the 
future  will  directly  depend  on  the  advances 
in  tissue  and  organ  transplants.  We  may 
find  the  future  cure  for  this  disease  wrapped 
up  in  the  mysteries  of  cancer  and  many  of 
the  other  diseases  that  are  believed  to  be 
immunologic.  We  therefore  have  passed 
from  the  era  of  clinical  classification  to  the 
era  of  laboratory  investigation  of  the  de- 
finitive causes  of  these  diseases. 

It  is  not  outside  the  realm  of  possibility 
that  pemphigus,  particularly  with  the 
amount  of  interest  and  effort  being  ex- 
tended into  immunologic  disease  at  the 
present  time,  may  also  succumb  to  this 
huge  onslaught,  and  I believe  the  definitive 
therapy  for  this  condition  is  not  too  far  off. 

Certainly  a more  intriguing  disease  than 
dermatitis  herpetiformis  cannot  be  found. 
Here  is  a definite  clinical  picture  which, 
when  properly  treated  with  a sulfa  or  sul- 
fone  drug,  will  go  into  complete  remission. 


1300  New  York  State  Journal  of  Medicine  / May  15,  1969 


My  belief  is  that  someone  In  our  lifetime 
will  discover  the  answer. 
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Painful  Feet 

Modern  Ways  to  Manage 
Old  Problems 
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Dermatology  Service,  The  Roosevelt  Hospital 

Rinful  feet  have  plagued  man  ever 
since  he  came  down  from  the  trees  and  be- 
gan to  walk  erect,  thus  throwing  the  weight 
of  his  body  entirely  on  his  feet.  His  flex- 
ible feet  unfettered  by  shoes  distributed 
his  weight  evenly  over  the  metatarsals. 
His  only  foot  troubles  were  occasioned  by 
foreign  bodies,  such  as  thorns,  shells,  spines, 
coral,  or  anything  that  might  have  pierced 
his  tough,  thick  soles,  and  which  had  not 
been  completely  removed. 

Today,  despite  shoes  and  other  protec- 
tive covering,  feet  penetrated  by  foreign 
bodies  are  seen  by  the  dermatologist. 
What  appears  to  be  a tiny  wart  may  be  a 
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fine  bit  of  glass,  a hair,  a sea  urchin  spine, 
or  a bit  of  straw  which  has  become  so  deeply 
inbedded  that  a protective  callus  has 
formed.  Warts  also  may  start  at  the  site 
of  trauma  where  the  foreign  body  opened 
the  way  for  the  wart  virus. 

As  man  became  more  sophisticated,  he 
recognized  the  importance  of  comfortable 
feet.  Washing  and  anointing  the  feet 
with  oil  became  a daily  ritual.  In  some 
societies  a pillow  was  provided  for  the 
feet  rather  than  the  head,  since  the  feet 
were  subjected  to  greater  strain  than  the 
head  and  needed  more  tender  care. 

Today  a warm  foot  bath  with  bath  oil 
not  only  soothes  the  feet  but  also  comforts 
the  entire  body  and  tends  to  reduce  the 
keratotic  lesions,  prevent  painful  skin  fis- 
sures, and  helps  cramped  toes  return  to 
their  normal  position.  The  whirlpool 
foot  bath  is  beneficial  in  cases  in  which  im- 
proved circulation  will  hasten  cures. 

Causes  of  foot  disorders 

Cramped  toes  have  been  a problem  since 
shoes  were  invented.  The  first  foot  cover- 
ing, sandals  and  moccasins,1  neither 
cramped  nor  supported  the  foot.  Their 
main  function  was  to  protect  the  sole  and 
provide  warmth.  When  creative  man  con- 
sidered the  possibility  of  combining  decora- 
tion with  protection  of  feet  and  designed  a 
shoe,  foot  problems  increased.  Little  at- 
tention was  given  to  fitting  a shoe  to  a 
particular  foot.  No  distinction  was  made 
between  left  and  right  shoes.  The  only 
measurements  were  for  length  and  width. 
As  recently  as  18512  and  during  the  Civil 
War,  the  soldiers  were  issued  two  shoes 
without  regard  for  left  or  right  foot.  Since 
they  were  made  with  wide,  boxy  toes,  the 
shoes  probably  were  not  too  uncomfortable. 
Any  survey  of  styles  will  show  that  shoes 
had  little  concern  for  the  needs  of  the  hu- 
man foot,  such  as  those  with  elongated, 
turned-up  toes,  rigid  platforms,  constrictive 
lacings,  high  heels,  and  short  vamps. 

Today  dermatologists  are  treating  corns, 
calluses,  and  warts  which  can  be  attributed 
directly  to  the  recent  high-fashion  style 
of  needle-pointed  shoes  and  high-spike 
heels.  These  tortured  the  foot  out  of 
shape  almost  as  much  as  the  infamous 
Chinese  foot  bindings.  Where  the  dorsum, 
tips,  and  sides  of  the  toes  jammed  against 
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FIGURE  1.  (A)  Patient  demonstrates  that  foot  is  too  long  and  too  wide  for  shoe.  (B)  Short  first  metatarsal 
bone  or  Morton’s  toe. 


the  constrictive  shoe,  corns  developed. 
No  treatment  will  cure  these  corns  until 
the  feet  are  properly  fitted  with  noncon- 
strictive shoes. 

Dermatologists  can  educate  their  pa- 
tients to  wear  properly  fitting  shoes  by 
explaining  why  and  where  a shoe  does  not 
fit.  Outline  the  foot  on  paper  and  position 
the  shoe  over  the  outline.  An  even  more 
graphic  way  is  to  have  the  patient  place 
the  heel  in  the  shoe  and  the  rest  of  the  foot 
on  top  which  will  show  where  the  shoe  is 
too  short  and  too  narrow  (Fig.  1A). 

A shoe  can  fit  properly  and  still  cause 
trouble  if  the  lining  is  wrinkled  or  torn.  If 
the  insole  does  not  extend  completely  to  the 
edges  of  the  shoe,  it  will  leave  a gap  which 
can  irritate  the  toes  and  heels,  subsequently 
causing  calluses  and  corns.  This  is  espe- 
cially true  in  the  area  of  the  big  toe. 
Cracked  leather  uppers  and  insoles,  to- 
gether with  a nail  penetrating  the  insole  or 
outer  sole,  contribute  to  the  formation  of 
corns  and  calluses.  Holes  in  the  sole  allow 
the  penetration  of  foreign  bodies  to  irritate 
the  feet.  A worn  sole  or  heel  also  throws 
the  foot  off  balance  and  strains  the  meta- 
tarsal area.  These  old  problems  can  be  al- 
leviated by  educating  the  patient  to  keep 
his  feet  properly  shod  and  his  shoes  in  good 
condition. 


The  popular  stretch  hosiery  also  cramps 
the  toes  causing  corns  on  the  dorsums  and 
tips.  The  small,  narrow  foot  may  have 
sufficient  room  for  the  toes  to  lie  flat,  but 
the  longer,  wider  foot  will  have  the  toes 
turning  under  because  of  the  pressure  of 
the  elasticized  knit. 

Another  cause  of  the  painful  foot  is  an 
anatomic  anomaly,  a short,  first  metatarsal. 
Those  interested  in  tracing  the  incidence  of 
such  an  anomaly  can  look  at  sculpture  and 
paintings.  Artists  who  valued  realism  re- 
produced the  short  first  toe  and  longer 
second  one  of  their  models  (Fig.  IB). 
Some  of  Michelangelo’s  models  had  this 
anomaly.  It  cannot  be  termed  a definite 
abnormality  since  it  is  common,  is  trans- 
mitted in  family  strains,  and  is  found  in  all 
races.  Although  this  foot  structure  has 
been  noted  for  some  time,  little  has  been 
mentioned  in  dermatologic  literature. 

Morton  in  1935 3 wrote  the  first  article 
describing  the  short,  first  metatarsal  and 
pointed  out  how  this  contributes  to  painful 
feet.  A patient  with  Morton’s  toe  does 
not  have  a properly  balanced  foot  because 
the  shortened  first  metatarsal  bone  shifts 
the  leverage  stress  in  walking  to  the  base  of 
the  second  metatarsal  (Fig.  2).  This  shift 
of  balance  promotes  callus  formation  under 
the  second  or  third  head  with  none  under 


1302  New  York  State  Journal  of  Medicine  / May  15,  1969 


FIGURE  2.  (A)  Normal  foot  with  main  stress  on 
first  and  second  metatarsals.  (B)  Morton's  toe 
with  short  first  metatarsal  head  showing  main 
stress  on  second  metatarsal. 


the  first  head.  As  the  second  metatarsal 
head  is  furthest  forward  of  all  metatarsal 
heads,  it  acts  as  the  fulcrum  or  push-off 
point  in  walking.  In  time  the  shaft  of  the 
second  metatarsal  bone  thickens  to  ac- 
commodate the  added  pressure,  and  callus 
develops  on  the  sole  under  the  thickened 
metatarsal  shaft.  Subsequently,  corns  and 
warts  will  also  develop.  In  time  the  pain 
will  cause  the  patient  to  seek  relief.  Un- 
less the  dermatologist  recognizes  the  basic 


cause  of  the  callus,  no  permanent  relief  can 
he  given,  and  the  lesion  cannot  he  cured. 


Therapy 

Dr.  Morton  had  a simple  formula  for 
balancing  these  feet.  He  used  an  insole 
with  a tongue  extending  forward  to  accom- 
modate the  first  toe  with  a lift  (a  pad)  under 
the  first  metatarsal  head.  A better  way  is 
to  raise  the  head  of  the  first  metatarsal  by 
placing  a medial  or  Morton’s  pad  in  the 
shoe  under  the  first  head  and  cover  the 
entire  area  with  a thin  insole  (Fig.  3A).4 
This  will  shift  the  weight  so  that  it  is  more 
evenly  distributed  over  the  metatarsals. 

This  first  short  metatarsal  or  Morton’s 
toe  is  not  to  be  confused  with  that  described 
in  1875  by  Prof.  T.  G.  Morton  which  was  a 
metatarsalgia  caused  by  a neuroma  between 
the  second  and  third  metatarsal  heads. 

Correcting  the  inbalance  of  a Morton’s 
toe  will  also  help  in  the  treatment  of  corns 
and  warts  that  develop  in  the  calluses  under 
the  pressure  points.  Unless  the  pressure  is 
relieved,  the  corns,  warts,  and  calluses  will 
continue  to  return. 

Other  old  problems  that  respond  to  a new 
method  are  fissures  and  plantar  warts  on  the 
heels  which  can  be  cured  by  using  a plastic 
heel  cup  (Fig.  3B).4  Women  especially  suf- 
fer from  fissures  posterior  to  the  heel  during 
the  winter.  Wearing  the  heel  cup  keeps  the 
heel  warm  and  causes  a certain  amount  of 
sweating  which  helps  eliminate  dry  heels 


FIGURE  3.  (A)  Medial  (Morton’s)  pad  placed  in  shoe  under  first  metatarsal  head.  (B)  Plastic  heel  cup. 
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FIGURE  4.  (A)  Toe  sling.  Right,  felt  cylinder  in 
number  1 surgical  tube.  Left,  sling  completed. 
(B)  Toe  sling  raises  toes  to  relieve  pressure. 


and  subsequent,  fissures.  The  addition  of  a 
steroid  ointment  or  cream  inside  the  heel 
cup  also  helps. 

If  warts  are  located  only  on  the  plantar 
surface  of  the  heels,  they  respond  more 
quickly  when  a plastic  heel  cup  is  worn  to 


FIGURE  5.  (A)  Hammer  toe  sling.  Right,  shield- 
shaped felt.  Left,  shield  fastened  to  top  of  toe 
sling.  (B)  Hammer  toe  sling  in  place. 


keep  the  medication  in  place.  First,  pare 
the  warts,  then  swab  them  with  a saturated 
solution  of  trichloracetic  acid.  Next,  ap- 
ply a thin  coating  of  60  per  cent  salicylic 
acid  ointment.  The  ointment  base  con- 
tains a 5 per  cent  white  wax  in  petrolatum 
alba  which  prevents  the  ointment  from 
spreading.  Cover  with  the  heel  cup.  The 
patient  reapplies  the  ointment  daily  and 
replaces  the  heel  cup.  This  treatment  is 
efficacious  for  hyperkeratoses  about  the 
heel. 

For  corns  on  the  tips  of  the  toes  caused 
by  short  or  open-toed  shoes,  a toe  sling  is 
helpful.4  These  corns  usually  occur  on  the 
tips  of  one  of  the  middle  three  toes,  and  the 
slings  can  be  made  easily.  Cut  a cylinder 
from  3/s  inch  felt  long  enough  to  fit  under 
the  three  middle  toes.  Insert  this  cylin- 
der into  number  1 surgical  tube  (Surgitube) 
(Fig.  4A).  Place  the  felt  under  the  toes 
and  wrap  the  tube  over  the  toes  and  back 
under  the  felt.  Mark  it  so  that  when  ad- 
hesive is  wrapped  around  the  felt  securing 
the  sling,  the  oval  loop  will  fit  snugly  about 
the  three  middle  toes  (Fig.  4B).  The 
felt  under  the  toes  will  raise  them  so  that 
the  tips  will  not  touch  the  shoe  when  walk- 
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ing.  This  will  remove  pressure  on  the 
corn.  With  this  sling  the  corn  will  fre- 
quently disappear. 

For  the  conservative  treatment  of  a 
painful  hammer  toe,  the  same  type  of  sling 
is  made.4  A shield-shaped  piece  of  felt  is 
cut  slightly  narrower  than  the  three  middle 
toes  and  fastened  to  the  upper  part  of  the 
sling  with  adhesive  (Fig.  5A).  The  felt 
under  the  toes  lifts  them  to  avoid  pressure 
on  the  tips,  and  shield  protects  the  painful 
corn  on  top  of  the  hammer  toe  (Fig.  5B). 
A longer  or  wider  shoe  may  have  to  be 
worn  to  accommodate  these  slings. 

Summary 

As  long  as  men  and  women  follow  fash- 
ions and  wear  shoes  designed  for  eye  ap- 
peal rather  than  foot  comfort,  there  will  be 
painful  feet.  A Morton’s  toe  or  a short 
first  metatarsal  will  always  be  around  no 
matter  what  the  styles  are.  However, 
proper  padding  and  support  should  com- 
pensate the  inbalance  and  give  the  patient 
a comfortable  foot. 

57  West  57th  Street 
New  York,  New  York  10019 
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could  be  a simple  exercise  in  comparing 
“then”  with  “now.”  It  could  consist  of 
juxtapositioning  the  “haves”  and  the  “have 
nots.”  It  could  be  a sequential  discourse 
on  the  trials  and  errors  of  a century  of 
progress.  It  is  all  of  these  and  more. 

Early  dermatologic  therapy 

The  founders  of  the  New  York  Dermato- 
logical Society  were  “have  nots”  in  their 
lack  of  the  diagnostic  and  therapeutic  tools 
we  take  for  granted.  They  did  not  have 
diagnostic  and  therapeutic  x-ray  equip- 
ment; antibiotics;  modern  topical  and 
systemic  antifungal  agents;  cortisone  and 
other  hormones;  antimetabolites,  other 
than  arsenic;  transplant  technics;  ultra- 
violet apparatus,  including  Wood’s  light; 
vitamins;  electrosurgical  apparatus;  der- 
mabrasion tools;  supportive  laboratory 
tests;  or  photography. 

They  did  have  their  five  senses,  a time- 
honored  formulary,  and  broad  educational 
and  cultural  backgrounds.  As  an  example, 
listen  to  the  words  of  George  Henry  Fox, 
M.D.,1  written  over  ninety  years  ago: 

In  nearly  every  case  of  psoriasis  there  is 
undoubtedly  a morbid  condition  of  the  body 
economy,  an  ill-defined  something,  deeper 
than  the  scaly  patches.  . . . Local  applica- 
tions will  restore  the  skin  to  its  normal  state 
in  nearly  all  cases,  while  in  many  it  is  ex- 
tremely difficult  to  prevent  relapses,  even 
with  internal  treatment.  Most  cases  of 
psoriasis  demand  a combination  of  internal 
and  external  treatment,  but  where  the  general 
health  is  good,  local  treatment  is  of  chief  im- 
portance. In  estimating  the  value  of  any 
local  application  or  any  plan  of  treatment  it 
must  always  be  borne  in  mind  that  psoriasis 
is  rarely  stationary,  but  tends  to  improve  or 
to  disappear  completely  at  certain  seasons 
of  the  year.  The  value  of  any  remedy  can 
only  be  determined,  therefore,  by  observa- 
tion of  its  effects  on  a large  number  of  cases. 

In  the  local  treatment  of  psoriasis,  our  aim 
should  be  three-fold,  namely,  to  soothe  the 
skin,  to  soften  and  remove  the  scales,  and  to 
promote  absorption  of  the  infiltrated  patches. 
In  no  condition  of  the  skin  is  bathing  more 
important  than  in  psoriasis.  When  the 
psoriatic  patches  are  red,  itchy,  and  irritable, 
as  they  frequently  are,  the  mistake  is  too 
often  made  of  giving  arsenic  internally,  and 
applying  stimulating  applications  to  the 
diseased  skin.  It  is  far  better  in  such  cases 
to  prescribe  a daily  bath  with  inunction  of 
vaseline,  until  the  acute  inflammatory  symp- 
toms have  subsided. 

When  in  inveterate  cases  the  scales  are  like 
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plates  of  horny  armor,  they  need  to  be 
softened  by  painting  them  with  acetic  acid 
and  scraping  them  off  with  a curette,  or  by 
enveloping  the  limb  or  even  the  body  in  a 
close  fitting  garment  of  vulcanized  rubber 
cloth,  worn  with  the  smooth  side  next  to  the 
skin.  To  the  red  and  thickened  patches  now 
produced  may  be  applied  stimulating  remedies 
of  variable  strength.  Tar  has  been  most 
extensively  employed,  and  its  most  convenient 
form,  oil  of  cade,  is  a serviceable  application. 
It  should  be  rubbed  into  the  patches  in  its 
pure  state,  as  it  is  of  little  service  when 
diluted.  The  mercurial  preparations  used  in 
the  form  of  ointments  are  scarcely  inferior  to 
tar  in  their  effect  and  vastly  superior  as  re- 
gards to  cleanliness  and  comfort  to  the  patient. 
I rarely  use  anything  but  the  ointment  of 
ammoniated  mercury  on  the  face  and  scalp. 

Fox  describes  leukodermia  and  vitiligo 
in  an  essay  that  could  be  included  verbatim 
in  any  modern  textbook  and  concludes, 
“of  the  treatment  of  leucoderma  not  much 
that  is  encouraging  can  be  said.” 

Fox  recommends  the  following  program 
for  alopecia  areata  after  cautioning  that  its 
course  is  variable: 

The  local  treatment  consists  in  epilation  of 
the  loose  hairs  surrounding  the  bald  patch; 
in  occasional  blistering  of  the  bald  patch;  in 
frequent  shaving  of  the  new  growth  of  hair, 
and  in  the  persistent  use  of  various  strongly 
stimulating  remedies.  Blistering  and  shaving 
are  remedies  highly  esteemed  by  some,  but  it 
is  a question  whether  they  are  as  beneficial  as 
they  are  disagreeable.  I have  usually  dis- 
pensed with  them,  and  relied  mainly  on  the 
use  of  local  stimulants  such  as  strong  am- 
monia. If  the  odor  of  ammonia  is  objection- 
able, a lotion  of  equal  parts  of  cantharides  and 
bay  rum  may  be  applied  morning  and  night. 
A host  of  other  stimulating  remedies  have 
been  recommended,  but  they  all  act  in  the 
same  way.  There  is  no  benefit  to  be  de- 
rived from  changing  from  one  to  another,  ex- 
cept as  it  may  amuse  the  patient  or  curb  his 
impatient  desire  for  a speedy  cure. 

Thus  we  close  the  first  decade  of  the  New 
York  Dermatological  Society  awed,  I 
think,  by  the  clinical  ability  and  wisdom 
of  its  earliest  members. 

In  1900  the  New  York  Dermatological 
Society  entered  its  fourth  decade,  and  the 
Annual  Lecture  on  therapeutics  presented 
to  the  American  Medical  Association  sec- 
tion of  cutaneous  medicine  and  surgery  was 
given  by  L.  Duncan  Bulkley,  M.D.2  He 
is  the  son  of  a founder  of  the  New  York 
Dermatological  Society.  In  his  own  right 
Dr.  Bulkley  founded  the  Skin  and  Cancer 
Hospital,  was  a founder  of  the  American 


Dermatological  Association,  and  was  the 
first  chairman  of  the  AMA  section  on  cu- 
taneous medicine  and  surgery.  Dr.  Bulk- 
ley  stated: 

Very  much  has  been  reported  of  late  years 
in  the  line  of  therapeutics  of  diseases  of  the 
skin,  and  if  one  should  adopt  the  various  sug- 
gestions appearing  in  the  literature  there 
would  be  a never-ceasing  change  of  methods, 
which  certainly  would  not  be  of  service  in  the 
practical  management  of  cases.  F rom  a very 
considerable  experience  with  the  new  remedies 
and  old,  I would  therefore  utter  a word  of 
caution  against  the  too  ready  acceptance  of 
“therapeutic  hints”  which  are  so  over- 
abundant in  this  day  of  intense  restlessness 
in  every  field  of  human  activity. 

In  looking  over  my  address  of  four  years 
ago  I find  that  resorcin  and  ichthammol  have 
more  than  held  their  own.  I do  not  know 
whether  much  can  be  said  in  favor  of  sulfhydryl 
and  tumenol,  then  mentioned;  I seldom  em- 
ploy them  or  hear  of  their  use.  Peroxide  of 
hydrogen  is  used  with  increasing  confidence 
in  connection  with  many  ulcerative  conditions 
of  the  skin.  Chloralcamphor  and  camphor 
and  phenol  in  mineral  oil  (CamphoPhenique) 
are  still  regarded  as  valuable  antipruritics, 
and  lanolin,  cosmalin,  and  petroleum  jelly 
(Vaseline)  are  in  constant  use. 

Bulkley  then  reviews  the  advent  of 
x-ray  equipment  and  the  Finsen  ultraviolet 
light,  stating  that  little  is  known  of  their 
value  despite  extravagantly  favorable 
claims.  Incidentally,  the  first  American  to 
employ  the  Finsen  technic  was  a Brooklyn 
physician,  the  father  of  J.  Gardner  Hop- 
kins, M.D.,  a later  name  in  dermatology 
and  a future  president  of  the  New  York 
Dermatological  Society. 

Therapeutic  advances  in  dermatology 

If  we  were  to  try  to  choose  the  most 
significant  therapeutic  advance  in  a hun- 
dred years,  I believe  we  would  divide  in 
groups  favoring  antibiotics,  steroids,  and 
irradiation.  Without  a doubt,  however, 
the  use  of  irradiation  was  the  most  sus- 
tained of  all  therapeutic  advances  and 
occupied  center  stage  for  more  than  fifty 
years.  Roentgen,  Becquerel,  the  Curies, 
Rutherford,  and  others  achieved  immortal- 
ity for  their  founding  efforts.  In  dermatol- 
ogy the  names  of  three  great  New  York 
physicians,  G.  M.  MacKee,  M.D.,  A.  C. 
Cipollaro,  M.D.,  G.  C.  Andrews,  M.D.3,4 
stand  out  not  only  as  early  pioneers  in  the 
proper  use  of  radiation  but  also  as  firm 
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critics  of  its  misuse.  The  present  near 
eclipse  of  therapeutic  superficial  radiation 
is,  in  part,  the  inevitable  consequence  of 
progress,  but  it  is  also,  in  part,  a failure  to 
use  wisdom  in  applying  most  useful  knowl- 
edge. 

What  is  perhaps  the  most  straightfor- 
ward and  delightful  book  ever  written  in  the 
field  of  dermatology  was  by  Walter  James 
Higbman,  M.D.,  in  1921. & Dr.  Highman 
attacks  the  nomenclature  and  verbiage  of 
his  day;  and  while  he  pays  respect,  indeed 
“the  utmost  respect  for  venerable  tradi- 
tions,” he  proceeds  to  decimate  them.  I 
quote: 

Since  the  time  of  the  great  Viennese  Hebra 
until  recently,  dermatologists  have  bent  their 
efforts  in  the  direction  of  classifying  and 
arranging  dermatoses  mainly  according  to 
their  clinical  appearance.  Thus  there  has 
developed  among  dermatologists  a slavish 
attentiveness  to  the  minutest  details  of  skin 
manifestations  in  the  hope  that  by  constant 
and  further  analysis  of  the  lesions,  their 
groupings,  and  color,  and  so  on,  a satisfactory 
classification  or  understanding  of  the  diseases 
might  be  reached.  Hebra  was  not  a good 
bacteriologist  and  he  was  an  even  worse 
histologist. 

Highman  had  less  use  for  the  French 
School  which  he  believed  to  be  too  “inter- 
nally oriented.” 

The  superficial  fungous  diseases  were 
well  understood  in  Highman’s  time,  as 
were  most  of  the  presteroid  topical  reme- 
dies. Irradiation  was  widely  and  more 
rationally  used.  Electrosurgery  and  ultra- 
violet ray  therapy  were  widely  employed. 
Quacks,  such  as  the  infamous  Tricho  Insti- 
tute, however,  abounded,  since  both  the 
x-ray  machine  and  more  particularly  the 
ultraviolet  ray  were  adaptable  to  dramatic 
manipulations  by  fraudulent  practitioners. 
Fortunately,  education  of  the  public, 
stricter  laws  regulating  medical  practice, 
and  the  continued  vigilance  of  the  medical 
profession  gradually  reduced  the  gross 
abuse  of  these  valuable  modalities. 

Diet  was  pre-eminent  in  therapy.  If  we 
read  over  the  literature  of  the  twenties  and 
thirties,  dermatologic  and  general  medical, 
there  is  a tremendous  emphasis  on  diet, 
purgation,  and  focal  infection.  It  is  easy 
for  the  modern  physician  to  scoff  at  some 
of  these  ideas,  but  they  should  be 
viewed  in  the  context  of  their  time.  The 
most  advanced  of  all  the  basic  sciences  was 


bacteriology,  and  all  physicians  considered 
infections  the  most  dramatic  and  the  best 
understood  diseases.  Thus,  the  infection 
pendulum  understandably  swung  wide  of 
its  mark,  and  the  nonsterile  colon  and  en- 
larged tonsil  received  excessive  attention. 
The  rare  but  definite,  present-day  case  of 
focal  infection  causing  urticaria  or  the 
pustular  bacterid  of  Barber  and  Andrews  il- 
lustrates the  reverse  swing  of  the  pendu- 
lum. It  is  difficult  to  draw  any  attention 
to  this  now  unpopular  theory. 

Highman’s  text  is,  in  many  ways,  a 
masterpiece  of  truth  and  error.  It  cannot 
be  readily  condensed,  since  it  was  in  itself 
a condensation  of  all  of  dermatology.  A 
few  “pearls”  may  suffice.  Regarding 
pemphigus  Highman  wrote: 

All  of  the  thirty  cases  mentioned  above 
died.  Among  them  were  about  a dozen 
patients  with  pemphigus  vulgaris.  The  pa- 
tients may  survive  for  years  but  they  ulti- 
mately succumb  to  an  intercurrent  infection, 
cachexia,  or  a general  lighting  up  of  the 
disease. 

Salicylic  acid  and  Roentgen  therapy  have 
caused  amelioration  but  no  cures  of  the  disease 
(Darier’s  disease).  The  disease  is  harmless 
but  incurable. 

As  one  reviews  topical  therapy  in  this 
era  he  is  immersed  in  a confusion  of  new 
and  fleeting  remedies.  Many  of  the  new 
agents  were  refinements  or  variations  of  the 
old  standbys,  tar,  chrysarobin,  and  resor- 
cin. Many  new  and  gradually  more  ele- 
gant bases  for  active  ingredients  emerged. 
The  systemic  agents  employed  still  included 
arsenic,  but  both  syphilis  and  tuberculosis 
were  reasonably  although  tediously  treated. 
The  clinical  acumen  of  the  dermatologist 
of  the  era  perhaps  (I  hope  this  statement 
does  not  demean  our  present  standards) 
reached  an  all-time  peak.  A review  of  the 
discussions  of  the  New  York  Dermato- 
logical Society  is  humbling  and  instructive 
for  the  clinician. 

The  year  1940  was  without  question  the 
threshold  of  a new  and,  to  us,  the  modern 
era  of  dermatology,  indeed  of  all  medicine. 
As  the  New  York  Dermatological  Society 
entered  its  eighth  decade,  x-ray  films,  ra- 
dium, ultraviolet  rays,  vitamins,  electro- 
surgery, and  dermatologic  photography 
were  familiar  tools.  Histopathology  was 
advanced  and  achieved  its  proper  place  in 
diagnosis.  Sulfonamides  were  developed, 
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and  the  age  of  great  excitement  was  about 
to  dawn.  Penicillin  soon  followed  with 
dramatic  impact.  I need  not  continue  to 
unfold  the  successive  advances,  since  most 
of  you  have  lived  through  them,  and  they 
are  as  current  as  this  very  meeting. 

May  I close  with  an  explanation  and  an 
admonition.  I have  deliberately  omitted 
a review  of  the  therapy  of  syphilis,  un- 
doubtedly the  most  exciting  and  instruc- 
tive phase  of  therapy.  This  was  done  for 
two  reasons:  (1)  it  is  a story  in  itself, 
and  (2)  it  should  be  a familiar  one.  In 
inspecting  the  over-all  panorama  of  this 
fantastic  century,  one  is  left  with  two  sober- 
ing thoughts.  The  pioneers  of  our  special- 
ity were  literate,  devoted,  and  exacting 
physicians.  Despite  their  lack  of  modern 
tools,  many  of  them  could  enter  into  a 
present-day  discussion  of  a dermatologic 
diagnostic  problem  and  more  than  hold 
their  own.  We  owe  them  the  heritage  of 
clinical  dermatology  and  indeed  the  very 
existence  of  dermatology  as  a distinct  dis- 


cipline. Finally,  there  is  a tendency  today 
to  exalt  our  modern  tools  and  neglect  our 
clinical  talents.  Carried  to  an  extreme, 
many  of  the  clinical  abilities  of  the  past 
could  be  lost  to  posterity.  Let  us  hope 
that  our  interest  in  minute  technic  will 
not  lead  to  an  atrophy  of  disuse  of  clinical 
dermatology.  The  clinician  with  a broad 
base  of  experience  is  and  always  will  be 
needed. 

57  West  57th  Street 
New  York,  New  York  10019 
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T he  responsibilities  of  medical  practi- 
tioners for  care  of  the  sick  have  expanded 
considerably  in  the  last  decade,  both  in 
volume  and  complexity.  A natural  re- 
sponse has  been  to  use  computers  to  blunt 
the  impact  of  some  major  difficulties  which 
have  accompanied  these  changes.  Numer- 
ous computer  applications  have  been  at- 
tempted; some  have  succeeded,  while 
others  have  failed  to  achieve  their  initial 
goals.  Frequently,  as  a result  of  these 
failures,  unalterable  opposition  to  further 
similar  efforts  has  developed,  making 
additional  progress  exceedingly  difficult. 
This  report  describes  some  of  the  conse- 
quences of  physician  involvement  in  the 
proliferation  of  automation  and  cites  the 
advantages  of  perseverance  by  the  profes- 
sion in  this  activity. 

Some  of  the  elements  comprising  present 
medical  practice  include:  (1)  increasing 

client  volume;  (2)  advancing  technology; 
and  (3)  shortages  in  professional,  skilled, 
and  semiskilled  manpower. 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  February  15,  1968. 

* Automation  does  not  necessarily  mean  the  use  of  elec- 
tronic data  processing  equipment,  “a  computer,”  but  indi- 
cates a class  of  methods  and  machines  often  combined  to  re- 
peat simple  and/or  intricate  processes  rapidly,  and  in  the 
same  way  each  time,  according  to  a predesignated  scheme 
usually  called  a “program”  or  plan. 


It  is  interesting  to  note  that  these  items 
are  very  similar  to  problems  confronting 
various  American  industries.  Almost  with- 
out exception,  industrial  executives  have 
turned  to  automation*  for  alleviation  of 
substantial  management  pressures  and 
resolution  of  mounting  technical  difficul- 
ties. Thus,  it  is  not  unreasonable  to 
believe  that  the  same  technology  may  be 
applicable  in  medicine. 

The  general  goals  of  any  automated 
system  which  is  developed  as  a substitute 
and  or  enhancement  to  an  existing  practice 
should  be:  to  improve  the  quality  of  the 
product  or  service;  to  reduce  or  restrain 
a need  for  more  professional  and  skilled 
manpower;  and  to  provide  expedient 
handling  of  increasing  demands  for  the 
product  or  service.  These  objectives  must 
be  achieved  without  adding  dispropor- 
tionately to  the  costs  sustained  by  the 
consumer. 

A test  of  the  potential  for  automation  in 
medicine  has  been  undertaken  by  a number 
of  investigators  in  the  general  area  of 
hospital  medical  records,  mainly  to  provide 
physicians  with  patient  information  in  a 
timely,  concise  way  and  thereby  replace 
the  traditional  hospital  chart.  Systems 
personnel!  have  sought  to  reach  this  ideal 
in  one  of  two  ways. 

First  method 

One  approach  converts  present  manual 
technics  to  a machine  environment,  making 
only  those  changes  which  are  absolutely 
necessary  to  develop  the  desired  environ- 
ment. Sometimes  modification  of  a form 
occurs,  or  the  order  in  which  information 
is  handled  is  changed.  The  basic  result 
is  not  unlike  the  pre-existing  conditions, 
with  improvements  noted  in  greater  speed 
of  delivery,  better  legibility,  reduced  paper 
volume  as  a result  of  printing  or  typing 
rather  than  handwriting,  and  a capability 
to  manage  increasing  volumes  of  work. 
Sometimes  this  approach  is  taken  because 
it  is  expedient.  Fewer  man  hours  of  ex- 
pensive personnel  are  needed;  the  job  can 
be  completed  quickly,  and  major  disrup- 
tions in  routine  procedures  may  be  avoided. 

t The  term  is  applied  rather  loosely  to  both  professional 
and  technical  people  who  work  with  and  develop  work  for 
automation.  A system  is  a group  of  actions  which  are  co- 
ordinated to  produce  a desired  result. 


May  15,  1969  / New  York  State  Journal  of  Medicine  1309 


Disadvantages  are  numerous.  No  real 
examination  of  methods  and  materials 
takes  place.  Dollar  savings  may  be  over- 
looked in  that  costs  are  much  in  excess  of 
the  simple  value  of  automation.  “Business 
as  usual”  probably  is  very  inefficient  and 
perhaps  has  not  been  reviewed  recently. 
Present  practices,  most  likely,  are  an  evolu- 
tion of  irregular  adjustments  in  policy 
following  identification  of  single-instance 
difficulties.  The  hospital,  the  medical 
staff,  and  the  patients  do  not  enjoy  the  full 
potential  of  automation  and  systems  in 
this  way. 

Second  method 

A second  method  is  to  study  the  present 
work,  the  available  manpower  to  perform 
it,  and  the  information  or  action  used  to 
run  it.  All  necessary  steps  are  taken  to 
have  the  new  system  operate  better,  both 
materially  and  conceptually.  The  full 
cooperation  and  participation  of  interested 
parties  must  occur  in  this  approach.  Deci- 
sions are  made  and  priorities  discussed  and 
established.  Initially  most  nonsystems 
people  find  this  work  difficult,  foreign,  and 
too  demanding.  Later  they  learn  to  ap- 
preciate its  value  and  discover  that  it 
provides  unusual  opportunities  for  insight 
into  the  detailed  operation  of  different 
hospital  elements.  They  find  that  the 
complete  understanding  which  is  attained 
in  this  way  gives  an  amazingly  flexible  and 
firm  foundation  on  which  to  base  future 
decisions.  In  return  for  their  labors  comes 
the  reward  of  better,  easier  management. 

Another  aspect  which  deserves  attention 
is  the  error  checking  and  editing  capability 
which  comes  with  automation.  Most 
machines  possess  mechanical  or  electronic 
capabilities  that  can  be  used  for  this  pur- 
pose. Manual  technics  usually  do  not 
include  these  audit  routines.  From  the 
inclusion  of  these  actions  comes  an  im- 
provement in  the  quality  of  the  data  being 
handled  with  an  opportunity  for  com- 
mensurate enhancement  in  the  quality  of 
medical  practice. 

Complications 

Difficulties  sometimes  include  major 
turmoil  among  all  affected  participants 
when  the  new  system  is  introduced,  un- 


anticipated variables  for  which  planning 
has  been  incomplete,  disrupted  communica- 
tion pathways  which  require  immediate 
restoration,  and  temporarily  anguished 
people  who  must  work  more  rather  than 
less  “because  of  that  computer.”  For 
systems  where  there  are  occasional  in- 
teractions between  physician  and  machine 
rather  than  regular  service  relationships, 
the  frustration  may  be  very  great. 

There  are  ways  to  minimize  and  amelio- 
rate these  problems.  An  intensive  educa- 
tion program  is  very  helpful,  scheduled  as 
part  of  the  system  installation.  Simple 
concepts  and  procedures  should  be  used 
wherever  possible.  A good  system  will 
result  in  greater  efficiency  because  of  a 
reduction  in  the  complexities  which  have 
evolved  during  the  years  before  an  analysis 
was  performed. 

At  least  brief  mention  should  be  made  of 
costs.  Automation  is  expensive.  Equip- 
ment, personnel,  and  supplies  all  affect 
the  total  cost.  Only  rarely  can  an  auto- 
mated system  be  shown  to  save  money 
when  compared  with  the  existing  practice. 
However,  if  present  costs  are  extrapolated 
for  future  volumes,  the  cost  per  unit  of 
product  or  service  may  be  lower  with  auto- 
mation. Physicians  and  administrators 
who  expect  to  see  cash  savings  with  the 
onset  of  a new  system  most  often  will  be 
disappointed.  The  responsibility  of  the 
profession  is  to  evaluate  each  cost  incre- 
ment critically,  to  be  sure  that  the  antici- 
pated benefits  justify  the  costs. 

Conclusion 

Automation  has  a promising  potential 
for  medicine.  In  particular,  it  can  be  very 
effective  in  improving  the  delivery  of  health 
care.  Its  applications  should  not  be 
limited  to  billing  of  service  charges  or 
handling  of  hospital  records.  Any  part  of 
the  profession  which  is  burdened  by  acute 
manpower  shortages  or  superabundance  of 
paper  in  a manual  record  system  can  bene- 
fit. Frequently,  a computer  is  part  of  the 
automated  system,  but  there  are  many 
other  unique,  noteworthy  devices  which 
are  time  and  labor  saving. 

The  development  of  a truly  useful  system 
requires  the  attention  of  all  those  persons 
who  will  interact  with  it:  physician, 

administrator,  and  every  member  of  the 
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health  care  team.  This  is  not  an  easy  task; 
it  demands  energy  input  which  is  always 
greater  than  anticipated  when  the  job  is 
initiated.  New  and  different  types  of 
thought  processes  are  necessary.  However, 
the  ultimate  results  will  more  than  offset 
this  investment  if  care  has  been  exercised 
in  selecting  the  activity  to  be  studied, 
changed,  and  improved. 

Medical  practitioners  must  he  willing 
to  provide  their  share  of  the  total  effort 


Emergency  treatment  of 
acute  pulmonary  edema 

Acute  pulmonary  edema  is  associated  with  a 
number  of  conditions,  but  in  cardiac  patients 
it  is  common.  It  is  seen  in  association  with 
acute  myocardial  infarction,  mitral  valve  dis- 
ease, aortic  stenosis,  aortic  regurgitation, 
severe  hypertension,  and  occasionally  tachy- 
cardia or  pulmonary  embolism.  P.  Samet, 
M.D.,  writing  in  West  Virginia  Medical  Journal 
64:  442  (November)  1968,  lists  six  methods  of 
treatment:  (1)  sedation,  usually  with  mor- 

phine unless  contraindicated;  (2)  improvement 
of  myocardial  function  by  digitalization,  in- 
travenous therapy  being  generally  desirable. 
It  must  be  assured  that  the  patient  has  not 
been  getting  digitalis  for  at  least  two  weeks 
before  intravenous  preparations  are  given; 
(3)  use  of  newer  diuretic  agents  for  prompt 
diuresis,  such  as  intravenous  administration  of 
either  ethacrynic  acid  or  furosemide  which 
produce  diuresis  within  fifteen  or  twenty  min- 
utes; (4)  measures  to  decrease  venous  return 
and  right  ventricular  output,  especially  when 


needed  or  face  the  possibility  that  what- 
ever is  developed  ultimately  will  not  he 
responsive  to  the  real  needs  that  can  be 
best  known  and  described  by  them. 

Computers  can  help  medicine  meet  some 
of  the  practical  problems  of  the  profession. 
These  machines  have  been  helpful  to  others 
and  can  he  equally  beneficial  in  the  delivery 
of  truly  fine  health  care. 

One  Davis  Blvd. 

Tampa,  Florida  33606 


digitalization,  sedation,  and  diuresis  are  not 
effective  enough.  The  primary  measures  are 
rotating  tourniquets  and  phlebotomy,  the  lat- 
ter removing  500  ml.  of  blood  as  rapidly  as 
possible.  Positive  pressure  breathing  may  be 
used,  but  the  blood  pressure  must  be  watched 
for  serious  hypotension;  (5)  removal  of  precipi- 
tating and  aggravation  factors  such  as  tachy- 
arrhythmia, paroxysmal  hypotension,  arterial 
hypoxemia,  acidosis,  and  increased  work  of 
breathing.  Arterial  blood  gas  analysis  has 
become  necessary  in  patients  who  do  not  readily 
respond  to  treatment.  Respiratory  alkalosis, 
which  does  not  require  specific  therapy,  is  the 
most  common  acid-base  abnormality.  Meta- 
bolic acidosis  due  to  low  cardiac  output  is  cor- 
rected with  intravenous  sodium  bicarbonate. 
Respiratory  acidosis  is  infrequent;  it  requires 
inspiratory  positive  pressure  breathing,  intuba- 
tion, or  tracheostomy.  Arterial  hypoxemia  is 
corrected  by  inhalation  of  high  oxygen  mix- 
tures and  correction  of  the  pulmonary  edema. 
To  prevent  recurrent  pulmonary  edema,  sur- 
gical correction  of  aortic  and  mitral  valve 
disease  may  be  required;  and  (6)  proper  posi- 
tioning. The  patient  should  be  placed  in  the 
upright  sitting  position  unless  shock  is  present. 
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Although  many  disorders  of  renal  tubu- 
lar function,  both  hereditary  and  acquired, 
have  been  described  in  man,  none  has  been 
directly  ascribed  to  alcohol.  Shear,  Bon- 
kowsky,  and  Gabuzda1  have  recently  de- 
scribed renal  tubular  acidosis  in  patients 
with  cirrhosis;  however,  all  of  their 
patients  were  in  stable  condition.  We 
have  seen  2 patients  with  reversible  renal 
tubular  dysfunction  which  we  believe  is 
caused  by  alcohol  and/or  acute  reversible 
hepatic  disease. 

Case  reports 

Case  1.  An  eighteen-year-old  man  was 
seen  after  two  days  of  pleuritic  chest  pain 
on  the  right  side,  productive  cough,  and 
fever.  A history  of  heavy  alcohol  intake 
with  frequent  hinges  was  elicited.  The 
last  hinge  began  three  days  prior  to  admis- 
sion. He  denied  other  illnesses  or  the  use 
of  any  medications. 

On  admission  his  pulse  rate  was  120  per 
minute,  respiratory  rate  15  per  minute, 
blood  pressure  140/70  mm.  Hg,  and  rectal 


temperature  102  F.  He  was  agitated  and 
tremulous  with  icteric  sclerae.  The  find- 
ings on  examination  of  the  thorax  were 
consistent  with  consolidation  in  the  right 
lower  lung  field.  The  liver  was  palpable  4 
cm.  below  the  right  costal  margin.  The  re- 
mainder of  the  examination  was  unremark- 
able. 

Admission  laboratory  data  included 
hematocrit  30;  white  cell  count  8,000  with 
32  per  cent  neutrophils,  42  per  cent  band 
forms,  23  per  cent  lymphocytes,  and  3 per 
cent  monocytes;  and  platelet  count  26,000. 
The  serum  appeared  lipemic  with  a choles- 
terol of  465  mg.  per  100  ml.,  total  bilirubin 
11.1  mg.  per  100  ml.,  and  alkaline  phos- 
phatase 43  King-Armstrong  units.  Total 
protein  was  6 Gm.  per  100  ml.  with  43.5 
per  cent  albumin,  19  per  cent  alpha-1 
globulin,  14  per  cent  alpha-2  globulin, 
12.8  per  cent  beta  globulin,  and  20.7  per 
cent  gamma  globulin.  The  prothrombin 
time,  ceruloplasmin  levels,  serum  sodium, 
potassium,  chloride,  bicarbonate,  urea 
nitrogen,  calcium,  and  amylase  findings 
were  all  normal.  Urinalysis  showed  a 
specific  gravity  of  1.018,  pH  7,  protein 
3 plus,  glucose  2 plus,  and  the  sediment 
contained  10  to  15  granular  casts  per  high- 
power  field.  A chest  x-ray  film  showed  a 
right  middle  lobe  infiltrate.  Other  per- 
tinent data  are  shown  in  Table  I. 

Shortly  after  admission,  the  patient 
became  delirious  with  a rectal  temperature 
of  105  F.  He  was  treated  with  cephalothin 
and  slowly  improved.  The  hematocrit 
fell  to  20  and  slowly  rose;  liver  function 
returned  to  normal,  and  he  was  discharged 
asymptomatic  after  one  month  in  the 
hospital. 

Case  2.  This  patient  was  a thirty-five- 
year-old  man  with  a past  history  of  heavy 
alcohol  intake,  primarily  during  binges. 
He  was  admitted  because  of  nervousness, 
weakness,  vomiting,  and  abdominal  pain 
of  several  days’  duration,  after  two  weeks 
of  steady  alcohol  ingestion.  He  had  been 
admitted  to  a hospital  for  delirium  tremens 
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TABLE  I.  Pertinent  laboratory  data 


Case 

Blood  (mg. 

per  100  ml.) — ■» 

Number 

- — Serum  (mg. 

per  100  ml.) — * 

Urea 

* — Clearances*  (ml. 

per  minute) 

and  Day 

Phosphorus 

Uric  Acid 

Nitrogen 

Creatinine 

Phosphate 

Uric  Acid 

i 

3 

1.0 

1.6 

8 

6 

2.6 

1.0 

6 

0.8 

10 

3 9 

2.0 

10 

0.5 

19 

34 

25 

4 6 

4 3 

11 

4.7 

10.2 

6 

0.4 

6 

7 

1.0 

0 6 

5 

14 

2.4 

1.5 

4 

0.8 

21.2 

32 

28 

3.6 

3.3 

12 

0.9 

8.3 

13.3 

* Normal  values:  phosphate  clearance  10.8  -f-  2.7  ml.  |x*r  minute;  uric  acid  clearance  8.7  -f-  2.5  ml.  per  minute. 


two  years  and  five  years  previously.  The 
patient  denied  the  use  of  any  medications. 

On  admission  his  blood  pressure  was 
130  70  mm.  Hg,  pulse  rate  124  per  minute, 
respiratory  rate  12  per  minute,  and  tem- 
perature 98.6  F.  He  was  tremulous  and 
dehydrated  with  intense  scleral  icterus. 
The  liver  was  palpable  to  16  cm.  below 
the  right  costal  margin  and  nodular  but 
nontender.  The  remainder  of  the  exami- 
nation was  unremarkable. 

The  admission  hematocrit  was  24  and 
white  cell  count  21,300  with  a normal 
differential  and  platelet  count  of  140,000. 
The  serum  glutamic  oxalacetic  trans- 
aminase was  123  Karmen  units,  serum 
glutamic  pyruvate  transaminase  22  units, 
total  bilirubin  11.4  mg.  per  100  ml.,  alka- 
line phosphatase  20  King-Armstrong  units, 
and  prothrombin  time  seventeen  seconds, 
control  twelve  seconds.  The  total  protein 
was  8.4  Gm.  per  100  ml.  with  3.5  Gm.  per 
100  ml.  albumin  and  blood  sugar  150  mg. 
per  100  ml.  The  serum  amylase  sodium, 
chloride,  potassium,  bicarbonate,  urea 
nitrogen,  and  calcium  findings  were  normal 
as  was  the  urinalysis.  Chest  x-ray  film 
showed  a right  lower  lobe  infiltrate.  Per- 
tinent data  are  recorded  in  Table  I. 

Shortly  after  admission  his  temperature 
rose  to  105  F.  and  he  became  agitated. 
With  intravenous  fluids,  paraldehyde,  peni- 
cillin, and  methicillin  sodium  he  improved. 
Folic  acid  and  multivitamin  administra- 
tion was  followed  by  a brisk  reticulo- 
cytosis.  Peripheral  edema  and  ascites 
developed  but  responded  to  spironolactone 
and  hydrochlorothiazide.  His  liver  re- 
ceded gradually  in  size.  Slit-lamp  ex- 
amination disclosed  no  Kayser-Fleisher 
rings,  and  the  patient  was  discharged  on 
the  forty-seventh  hospital  day. 


Comment 

Renal  tubular  dysfunction  charac- 
terized by  variable  combinations  of  phos- 
phaturia,  uricosuria,  amino-aciduria,  and 
glucosuria  has  been  described  in  acquired 
and  inherited  diseases.  These  include  the 
ingestion  of  outdated  tetracycline,2  hyper- 
gammaglobulinemia, especially  that  asso- 
ciated with  myeloma,8  Wilson’s  disease, 
galactosemia,  glycogen-storage  disease, 
Milkman’s  syndrome,  heavy  metal  in- 
toxication, and  the  Lignac-Fanconi  syn- 
drome.4 A major  abnormality  in  these 
entities  is  thought  to  be  in  the  proximal 
tubule,  although  the  exact  mechanism 
remains  uncertain.  In  recent  years  it  has 
become  evident  that  the  tubular  acidoses 
can  be  divided  into  predominantly  proximal 
and  distal  varieties  and  that  in  “classical” 
renal  tubular  acidosis  the  primary  defect 
is  in  the  distal  tubule.5 

Renal  tubular  dysfunction  secondary 
to  alcohol  has  not  been  previously  de- 
scribed in  man,  although  the  development 
of  renal  tubular  acidosis  in  patients  with 
hepatic  cirrhosis  has  recently  been  reported 
by  Shear,  Bonkowsky,  and  Gabuzda.1  In 
addition,  Klatskin  and  Krehl6  described 
renal  tubular  damage  in  choline-deficient 
rats  following  the  exhibition  of  alcohol. 

In  our  cases,  a history  of  the  known 
causes  of  acquired  renal  tubular  dysfunc- 
tion was  not  elicited,  nor  were  any  uricos- 
uric or  phosphaturic  drugs  used.  The 
extraordinary  phosphate  (19  ml.  and  21.2 
ml.  per  minute)  and  uric  acid  (34  ml.  and 
32  ml.  per  minute)  clearances  ten  days  and 
two  weeks  after  admission,  with  return  of 
these  values  to  normal  by  the  end  of  one 
month,  define  the  defect  as  acquired  and 
reversible  rather  than  hereditary.  These 
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results  contrast  with  the  findings  of  Lieber 
et  al?  and  Maclachlan  and  Rodnan.8 
Both  groups  found  that  the  administration 
of  alcohol  to  patients  resulted  in  a rise  in 
serum  uric  acid  and  a decrease  in  urinary 
uric  acid  excretion.  Lieber  et  al?  suggest 
that  the  increase  in  blood  lactate  generated 
by  the  oxidation  of  alcohol  may  be  re- 
sponsible for  diminution  of  uric  acid 
excretion,  which,  in  turn,  leads  to  an  in- 
crease of  serum  urate.  The  lack  of  further 
confirmatory  data  in  our  patients  was  due 
to  the  transient  nature  of  their  disorder, 
their  critical  clinical  state,  and  our  failure 
to  recognize  the  significance  of  early 
laboratory  values. 

It  appears  that  these  patients  had  a 
reversible  abnormality  of  renal  tubular 
function  associated  with  alcoholism  and 
liver  disease.  Whether  this  represents  a 
direct  effect  of  alcohol  on  the  renal  tubules 
or  is  the  result  of  an  indirect  action  en- 
hanced by  dietary  deficiency,  as  suggested 
by  Klatskin  and  Krehl,6  or  liver  disease, 
is  unknown.  It  is  hoped  that  a prospec- 
tive analysis  of  similar  patients  will 
clarify  the  extent  and  cause  of  this  dis- 
order. 


Summary 

Two  patients  demonstrating  reversible 
hypophosphatemia,  hypouricemia,  and  ele- 
vated phosphate  and  uric  acid  clearances 
are  presented.  The  suggested  causal 
events  in  these  patients  were  excessive 
alcohol  ingestion  and  possibly  liver  disease. 
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Diabetes  Mellitus  and 
Cystitis  Emphysematosa 


Case  history 

Nancy  Wehner  Hoge,  M.D.:  The  pa- 

tient is  a seventy-three-year-old  Puerto 
Rican  woman  who  was  admitted  for  the 
third  time  to  St.  Luke’s  Hospital  on 
October  15,  1967,  because  of  polyuria, 


polydipsia,  blurring  of  vision,  nausea, 
vomiting,  and  dizziness.  Blood  sugar  was 
475  mg.  per  100  ml.  with  4 plus  glycosuria 
and  acetonuria.  She  had  been  a known 
diabetic  subject  for  three  years  under  un- 
certain control.  Except  for  dehydration. 


FIGURE  1.  (A  and  B)  Streaky  lucencies  of  gas  density  outline  wall  of  bladder.  Central  lucency  indicates  air 
within  lumen  of  bladder.  (C  and  D)  Cystography  shows  bladder  lumen  with  gas  shadows  in  bladder  wall. 
Note  "fingerprinting”  of  intramural  emphysematous  blebs. 
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FIGURE  2.  Numerous  round  to  oval  spaces  within 
a wide,  moderately  cellular  submucosa  lightly 
infiltrated  with  lymphocytes. 

physical  findings  were  normal.  Treatment 
for  mild  diabetic  acidosis  was  successfully 
accomplished. 

Other  pertinent  laboratory  data  included 
a count  of  30,000  white  blood  cells  per 
cubic  millimeter  with  a shift  to  the  right, 
and  her  urinalysis  showed  some  protein 
with  8 to  10  red  blood  cells  in  clumps. 
Urine  culture  was  positive  for  Aerobacter 
aerogenes.  Cystoscopy  and  roentgenog- 
raphy showed  cystitis  emphysematosa. 
The  patient  was  treated  for  urinary  tract 
infection  and  discharged. 

On  February  1,  1968,  she  was  readmitted 
with  nausea,  vomiting,  fever,  and  left 
flank  pain  radiating  to  her  suprapubic  area. 
Blood  sugar  was  279  mg.  per  100  ml.,  and 
the  white  blood  cell  count  was  25,500  per 
cubic  millimeter.  Urinalysis  showed  2 plus 
protein  with  many  red  and  white  blood 
cells  but  no  sugar.  Roentgenographically, 
she  was  found  to  have  persistent  cystitis 
emphysematosa.  The  urine  culture  was 
again  positive  for  A.  aerogenes  and  became 
sterile  after  treatment  with  kanamycin. 

Radiologic  discussion 

Dr.  Hoge:  The  radiographic  appear- 

ance of  cystitis  emphysematosa  is  usually 
that  of  a thin,  radiolucent  line  around  the 
circumference  of  the  bladder  wall.  Some- 
times, as  in  our  case,  the  radiolucency  is 
streaky  as  though  air  were  contained  within 
several  layers  of  the  bladder  interstitium. 


Our  patient  also  had  air  within  the  lumen 
of  the  bladder  (Fig.  1).  This  may  best  be 
demonstrated  as  an  air-fluid  level  on  the 
erect  roentgenogram  or  may  be  distin- 
guished from  air  in  the  rectum  by  barium 
enema. 

Pathologic  discussion 

Anna  Buskop,  M.D.:  There  are  two 

biopsy  specimens  each  less  than  2 mm.  in 
diameter.  They  do  not  include  muscle. 
Within  them  are  several  round  or  oval 
spaces  (Fig.  2).  In  situ  these  contained 
gas.  At  the  periphery  of  these  spaces 
there  are  flattened  histiocytes  and  fibro- 
cytes  (Fig.  3).  Rarely  multinucleated 
giant  cells  are  adjacent  to  the  spaces  (Fig. 
3A).  The  bladder  epithelium  is  stretched 
thin  over  one  surface  of  each  fragment. 
In  the  submucosa  surrounding  these  spaces 
there  is  an  excess  of  moderately  cellular 
fibrous  tissue  containing  foci  of  lympho- 
cytes. 

Comment 

Dr.  Hoge:  Cystitis  emphysematosa, 

the  presence  of  gas  vesicles  in  the  wall  of 
the  bladder,  has  been  arbitrarily  dis- 
tinguished from  pneumaturia,  the  presence 
of  gas  in  the  lumen  of  the  bladder.  There 
appears  to  be  no  justification  for  this  dis- 
tinction, since  they  would  appear  to  be 
different  and  occasionally  concomitant 
stages  of  the  same  disease  process  with  com- 
mon etiologic  factors. 

Of  71  cases  of  emphysematous  cystitis 
reported  in  the  literature  to  1961,  28  had 
glycosuria.1  Of  46  other  cases  of  primary 
pneumaturia,  29  had  glycosuria.  In  the 
early  literature,  glycosuria  was  not  a con- 
spicuous feature  of  this  disease,  although  in 
the  past  fifteen  to  twenty  years  almost  all 
cases  had  glycosuria,  usually  due  to  diabetes 
mellitus.  It  must  be  realized,  however, 
that  at  the  time  of  the  earlier  reported 
cases  diabetic  patients  did  not  live  long 
enough  for  bladder  neuropathy  to  de- 
velop. 

Most  reported  cases  showed  chronic  and 
recurrent  infection  of  the  urine  with 
Escherichia  coli  or  A.  aerogenes,  although 
in  other  cases  Bacillus  proteus,  Staphylo- 
coccus aureus,  Streptococci,  Nocardia,  and 
yeasts  have  been  found. 
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FIGURE  3.  (A)  Space  is  lined  by  flattened  histiocytes  with  multinucleated  giant  cell  near  upper  left  hand 
corner  of  space.  Overlying  epithelium  is  thin  but  intact.  (B)  Higher  magnification  shows  scattered  poly- 
morphonuclear leukocytes  and  lymphocytes  in  stroma  with  histiocytes  lining  space. 
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Gross  hematuria  along  with  frequency 
and  dysuria  is  common  especially  with  gas 
in  the  bladder  wall,  and  hemorrhagic 
cystitis  may  be  seen.  The  condition  is 
relatively  benign  unless  infection  remains 
uncontrolled.  The  air  in  the  bladder  may 
be  a transient  finding,  but  the  persistence 
of  gas  after  a few  days  of  treatment  in- 
dicates continued  infection. 

Other  associated  findings  have  been 
urinary  stasis  due  to  bladder  neuropathy, 
as  in  diabetes,  benign  prostatic  hyper- 
trophy, or  bladder  diverticula.  No  symp- 
toms may  exist  other  than  the  voiding  of 
darkly  stained  urine  and  the  passage  of  a 
few  gas  bubbles  at  the  end  of  urination. 

Glycosuria  is  not  essential  for  the  de- 
velopment of  gas  in  the  bladder;  infection 
is  always  present.  In  glycosuric  cases, 
cystitis  emphysematosa  will  occasionally 
clear  up  with  treatment  of  glycosuria  alone 
and  without  antibiotic  administration. 
The  mechanism  of  gas  formation  in  these 
cases  may  be  due  to  fermentation  of  glucose 
with  production  of  butyric  and  lactic  acid. 
In  nondiabetic  patients,  gas  production 
may  be  caused  by  the  breakdown  of  an 
abnormal  albumin  in  the  urine  or  by  an 
E.  coli  capable  of  acting  on  the  normal 
albumin. 

Clinically,  recognition  of  cystitis  emphy- 
sematosa is  of  importance,  since  the  fer- 
mentation of  glucose  leads  to  a false  low 
reading  on  urine  testing  and,  therefore, 
does  not  accurately  reflect  blood  sugar 
levels.  This  can  lead  to  a vicious  cycle  of 
poor  control,  higher  glucose  levels,  and 
further  infection  leading  to  further  fer- 
mentation. Since  the  patient  is  infre- 
quently aware  of  pneumaturia  or  rarely  re- 
ports it,  the  radiologist  may  be  the  first  to 
break  the  cycle,  unless  cystoscopy  is  in- 
cluded in  the  first  examination. 

In  1939,  Lund,  Zingale,  and  O’Dowd2 
presented  the  first  and  classical  description 
of  their  cystoscopic  findings  in  cytitis 
emphysematosa: 

The  bladder  mucosa  was  studded  with  small 
vesicles  varying  in  size  from  0.5  to  3.0  milli- 
meters and  arranged  in  clumps  and  linear 
formation.  The  walls  of  the  vesicles  were  ex- 
tremely thin  they  ruptured  easily  and  the 
released  air  rose  to  the  dome  of  the  bladder  as 


tiny  bubbles.  Interspaced  throughout  the 
mucosa  were  hemorrhagic  areas  of  0.125  to 

0. 5. centimeters  in  size.  The  remainder  of  the 
mucosa  was  normal  in  appearance.  The 
urine  was  cloudy  and  foul. 

Dr.  Buskop:  The  essential  features  of 

cystitis  emphysematosa  are  low-grade  in- 
flammation of  the  bladder  wall  with  gas- 
filled  spaces  usually  in  the  submucosa. 
These  small  cysts  may  be  single,  multiple, 
or  in  groups.  They  have  been  reported  to 
occupy  the  entire  mucosal  surface.  As  in 
the  present  case  their  lining  is  usually  com- 
pressed fibrous  tissue  or  macrophages,  but 
occasionally  there  are  endothelial  cells  sug- 
gesting lymphatic  spaces.  The  muscle  coat 
is  usually  normal.  Inflammatory  changes 
occur  in  the  tissue  around  the  cysts  and 
are  usually  mild.  The  mucosa  overlying 
the  cysts  may  be  superficially  eroded  or 
may  be  intact  although  stretched. 

Prior  to  1932,  the  reported  cases  were  all 
from  postmortem  examinations.3  Since 
that  time  many  cases  have  been  diagnosed 
roentgenologically  or  cystoscopically,  but 
few  biopsies  have  been  done.4  Stasis, 
diabetes,  and  the  presence  of  bacteria  are 
all  factors  in  the  development  of  cystitis 
emphysematosa.  As  indicated  by  Dr. 
Hoge,  the  disease  can  occur  in  the  absence 
of  diabetes  but  never  in  the  absence  of 
bacterial  infection.  While  this  is  a rare 
disease,  it  is  important  in  diabetic  patients, 
because  discrepancies  of  urine  and  blood 
sugar  values  may  lead  to  difficulty  in  con- 
trol of  diabetes,  in  that  low  urine  glucose 
values  may  lead  to  undertreatment  of 
diabetes. 

It  is  of  interest  in  our  present  case  that 
the  patient’s  diabetes  was  under  good  con- 
trol until  her  bladder  infection  was  treated. 
She  is  presently  being  seen  in  the  diabetic 
clinic.  Her  urinary  symptoms  have  sub- 
sided and  her  diabetes  is  well  regulated. 
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Hazards  Associated  with 
Ethylene  Oxide  Sterilization 


P ACIAL  INJURY  resulting  from  an  anes- 
thesia  mask  which  had  been  soaked  in  a 
concentrated  solution  of  germicide  (O- 
Syl)  was  described  in  1962. 1 Povidone- 
iodine  (Betadyne),  antibacterial  emulsion 
(pHisoHex),  and  ethylene  oxide  were  men- 
tioned as  satisfactory  agents  for  producing 
asepsis  of  anesthesia  equipment. 

In  recent  years,  ethylene  oxide  has  be- 
come increasingly  popular  for  the  steriliza- 
tion of  equipment  too  large  for  other  meth- 
ods (ventilators,  anesthesia  machines)  as 
well  as  for  the  sterilization  of  rubber  and 
plastic  goods  which  are  damaged  by  heat 
and  not  adequately  disinfected  by  cold 
methods.  However,  ethylene  oxide  sterili- 
zation may  also  cause  injuries  to  the  skin 
and  mucous  membranes  as  demonstrated 
by  the  following  2 case  reports. 

Case  1.  A forty-three-year-old  woman  un- 
derwent vaginal  surgery  for  one  hour  and  ten 
minutes  under  nitrous  oxide-oxygen  anesthesia 
with  intermittent  increments  of  2.5  per  cent 
thiopental  sodium.  A face  mask  and  oro- 
pharyngeal airway  were  used.  At  the  end  of 
anesthesia,  the  rim  of  the  mask  was  outlined  on 
the  patient’s  face,  that  is,  all  skin  which  had 
been  in  contact  with  the  mask  was  swollen  and 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  October  28,  1968.  Clinical  Anesthesia  Con- 
ferences are  held  on  the  fourth  Monday  of  each  month. 


erythematous.  Two  small  vesicles  were  present 
on  the  bridge  of  the  nose.  The  affected  area 
was  washed  with  physiologic  saline  and  treated 
with  application  of  hydrocortisone  ointment 
for  the  next  three  days  until  the  erythema  dis- 
appeared. The  face  mask  had  been  sterilized 
with  ethylene  oxide  and  aired  for  two  days. 

Case  2.  A fifty-four-year-old  healthy  man 
received  endotracheal  cyclopropane-oxygen 
anesthesia  for  uncomplicated  cholecystectomy. 
On  regaining  consciousness,  he  complained  of  a 
severe  pain  in  his  throat.  Shortly  thereafter, 
he  began  to  cough  repeatedly.  The  coughing 
spells  increased  in  severity  and  became  as- 
sociated with  bronchospasm  and  “asthmatic 
attacks.”  Laryngoscopic  examination  showed 
inflammation  of  all  structures  which  were  seen. 
The  patient  was  placed  in  a humidified  oxygen 
tent.  Corticoids  and  bronchodilating  drugs 
were  administered  both  parenterally  and  by 
manual  aerosol  spray.  He  remained  critically 
ill  for  three  days  and  then  improved  steadily. 
He  had  not  had  any  history  of  asthma  prior  to 
this  event  nor  has  he  had  any  recurrence  in  the 
fifteen  months  since  the  operation.  The  endo- 
tracheal tube  had  been  sterilized  with  ethylene 
oxide  and  aired  for  only  one  day. 


Comment 

Ethylene  oxide  is  a highly  toxic  gas 
which,  if  not  eliminated  after  sterilization, 
may  produce  severe  irritation  to  tissues. 
In  addition  to  its  own  toxicity,  it  forms 
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ethylene  glycol  with  moisture  and  ethylene 
chlorohydrine  with  chlorine  atoms.  Botli 
these  products,  irritants  also,  are  absorbed 
into  the  sterilized  object  from  which  they 
elude  slowly.  The  rate  of  dissipation  of 
ethylene  oxide  and  its  irritant  by-products 
depends  on  a variety  of  factors,  such  as, 
the  type  and  thickness  of  material  being 
sterilized,  the  duration  and  temperature 
of  aeration,  and  the  material  used  for  wrap- 
ping the  sterilized  item.  The  rate  of 
elusion  is  decreased  with  increasing  thick- 
ness of  tubing.  At  room  temperature, 
dissipation  usually  takes  from  five  to  seven 
days,  but  aeration  at  50  C.  reduces  the 
time  to  from  five  to  eight  hours.  Finally, 
polyethylene  wrappings  slow  the  elusion 
rate,  while  paper  or  cloth  wraps  permit 
more  rapid  dissipation.2 

Equipment  made  of  polyvinyl  chloride 
presents  an  additional  danger.  Steriliza- 
tion of  this  plastic  by  gamma  irradiation 
forms  hydrochloric  acid.  Subsequent  ster- 
ilization with  ethylene  chloride  produces 
appreciable  amounts  of  ethylene  chloro- 


hydrine which  eludes  with  great  diffi- 
culty.3 

The  following  recommendations  should 
be  strictly  followed: 

1.  Allow  for  adequate  aeration  follow- 
ing ethylene  oxide  sterilization,  that  is, 
from  five  to  eight  days  at  room  tempera- 
ture, or  better,  from  five  to  eight  hours  at 
50  C.  in  a properly  designed  aerator  with 
bacterial  filters. 

2.  Wrap  items  in  paper  or  cloth,  not  in 
polyethylene. 

3.  Never  sterilize  with  ethylene  oxide 
any  polyvinyl  chloride-containing  article 
previously  sterilized  by  irradiation. 

Acknowledgment.  The  committee  is  indebted  to 
Leslie  Rendell-Baker,  M.D.,  for  providing  this  information. 
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P rimary  carcinoma  of  the  fallopian  tube 
is  a rare  gynecologic  malignant  condition. 
The  recent  occurrence  of  4 cases  at  two 
neighboring  hospitals  stimulated  our  in- 
terest in  this  disease.  The  combined  gy- 
necologic admissions  of  the  two  hospitals  as 
of  December  31,  1966,  were  22,780 

resulting  in  an  incidence  of  tubal  carcinoma 
of  1:5,500  (Table  I).1-4  Another  parame- 
ter is  the  incidence  by  cases  of  primary  gy- 
necologic cancer.  At  one  of  the  hospitals 
(Long  Island  Jewish  Hospital),  294  such 
cases  were  recorded  by  the  tumor  registry 
between  January  1,  1960,  and  December  31, 
1966.  Assuming  a more  or  less  constant 
influx  of  gynecologic  cancer,  we  arrive,  by 
extrapolation,  at  the  figure  of  519  during 
the  term  of  this  study  or  an  incidence  of 
approximately  0.38  per  cent.  This  com- 
pares with  rates  ranging  from  0.16  to  1.11 
per  cent  reported  in  the  literature.5 

The  first  description  of  a case  of  primary 
carcinoma  of  the  uterine  tube  has  been 
credited  to  Renaud  in  1847.  Orthmann,  in 
1888,  first  published  a thorough  description 
of  the  disease.3-6  In  1945  Mitchell  and 
Mohler7  compiled  449  cases  from  the 
literature.  Hu,  Taymor,  and  Hertig4  in- 
creased the  total  to  478  cases  prior  to 
1950.  The  ensuing  decade  was  reviewed 
by  Sedlis5  who  added  232  cases.  In  1965, 


TABLE  I.  Incidence  of  tubal  carcinoma  by  gyne- 
cologic admissions 


Author 

Year 

Gyneco- 

logic 

Admiasiona 

Number 

of 

Caaea 

Approxi- 

mate 

Incidence 

Fullerton1 

1940 

22,330 

4 

1:5,500 

Ayre2 

1945 

30,000 

2 

1:15,000 

Finn  and  Javert* 

1949 

20,617 

6 

1 : 3 , 500 

Hu,  Taymor,  and 
Hertig4 

1950 

90,611 

12 

1 :7 ,500 

Cohn.  Koaaano, 
and  Fenton 

1967 

22,780 

4 

1:5,500 

Jones6  added  70  cases  from  the  English  lan- 
guage literature,  for  a sum  of  780.  We 
have  been  able  to  find  106  cases  reported  in 
English  since  Jones’  article.8-21  With  the  4 
cases  added  here,  the  total  reaches  a mini- 
mum of  890. 

Case  reports 

Case  1.  The  patient,  a seventy-one-year- 
old  para  4-0-4-4,  was  admitted  to  the  Long 
Island  Jewish  Hospital  on  April  7,  1962, 
because  of  a yellow  vaginal  discharge  which 
had  changed  to  frank  vaginal  bleeding. 
The  duration  of  symptoms  was  from  two  to 
three  weeks.  Examination  revealed  a 20 
by  10-cm.  right  adnexal  mass.  Cytologic 
examination  revealed  negative  findings.  On 
April  17,  1962  dilatation,  curettage,  and  la- 
paratomy  were  performed  revealing  the 
obvious  appearance  of  a carcinoma  of  the 
right  tube  which  was  adherent  in  the  pos- 
terior cul-de-sac  and  to  the  surrounding 
structures,  principally  the  right  pelvic 
wall.  Total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  were  per- 
formed. 

The  pathologic  report  revealed  a markedly 
enlarged  (15  by  5 cm.),  deformed  right 
fallopian  tube  having  the  gross  appearance 
of  a cornucopia,  normal  in  size  at  the  cor- 
nual end  but  progressively  increased  in  di- 
ameter as  the  fimbriated  end  was  ap- 
proached (Fig.  1A).  On  opening  the  tube, 
it  was  occupied  by  a cast  of  tumor  which 
apparently  originated  from  the  tubal  mu- 
cosa of  several  broad  areas.  The  right 
ovary  was  normal.  The  uterus  and  left 
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FIGURE  1.  Case  1.  (A,  Top)  Gross  specimen  of 
tube  distended  with  tumor  which  has  grown 
through  lateral  end.  (B,  Bottom)  Microscopic 
view  showing  alveolar-medullary  adenocarci- 
noma. 


tube  and  ovary  were  also  normal.  Micro- 
scopically, anaplastic  infiltrating  adenocar- 
cinoma of  the  right  fallopian  tube  with 
serosal  invasion  were  revealed  (Fig.  IB). 
The  uterus,  left  tube,  and  both  ovaries  were 
atrophied  and  uninvolved. 

The  patient  had  a stormy  postoperative 
course  and  was  discharged  May  1, 
1962.  Radiotherapy  was  not  utilized.  In 
October,  1964,  tumor  recurrence  in  the 
pelvis  was  noted.  Triethylenethiophosphor- 
amide  (Thio-Tepa)  was  given  without 
benefit.  Her  course  continued  steadily 
downhill,  and  the  patient  expired  in  a nurs- 
ing home,  three  years  and  eight  months 
after  surgery. 

Case  2.  This  sixty-two-year-old  para  0- 
0-1-0  was  admitted  to  the  Long  Island  Jew- 
ish Hospital  on  May  12,  1962,  because  of  an 
abdomino  pelvic  mass.  Approximately  two 
months  before,  the  patient  became  aware  of 
a mass  in  the  right  lower  quadrant.  There 
was  no  vaginal  bleeding  or  discharge.  Pain 
was  noted  in  the  region  of  the  mass  only 
during  the  few  days  before  hospital  entry. 


FIGURE  2.  Case  2.  Microscopic  view  of  typi- 
cal papillary  adenocarcinoma  of  tubal  mucosa. 


The  patient  had  had  syphilitic  infection 
at  twenty-two  years  of  age,  with  reversal 
of  the  positive  serologic  reaction  on 
treatment.  The  following  year  she  under- 
went an  induced  abortion  followed  by  se- 
vere pelvic  infection. 

Abdominal  examination  revealed  a firm, 
transversely  elongated  mass  in  the  right 
lower  quadrant.  On  pelvic  examination, 
the  uterus  was  completely  retroflexed  and 
incorporated  with  a large  right  adnexal 
mass  (15  by  5 cm.)  continuous  with  the  ab- 
dominal tumor.  The  results  of  Papanico- 
laou smears  were  negative. 

At  laparotomy,  the  findings  were  as 
follows : The  lateral  two  thirds  of  the 

right  tube  were  markedly  distended  and 
purplish  in  color.  The  medial  one  third  of 
the  tube  was  small  and  atrophic.  The 
right  ovary  appeared  normal  and  was  found 
in  the  crook  of  the  retort-shaped  tubal 
mass,  which  measured  11  by  5 cm.  The 
left  tube  and  ovary  were  atrophic,  as  was 
the  uterus.  Both  tubes  appeared  closed  at 
the  fimbriated  ends  and  adherent  to  the  lat- 
eral pelvic  walls.  Total  abdominal  hyster- 
ectomy and  bilateral  salpingo-oophorectomy 
were  performed. 

The  pathologic  report  of  the  gross  speci- 
men was  the  same  as  described  at 
operation.  Microscopically,  the  tube  con- 
sisted of  a fibrous  wall  containing  a layer 
of  smooth  muscle  with  a rather  chronically 
inflamed  fibrotic  layer  corresponding  to  the 
submucosa.  On  this  was  a lining  mucosa 
which  in  some  areas  had  a low  cuboidal  ap- 
pearance, while  in  areas  corresponding  to 
the  grossly  papillary  zones,  the  mucosa 
showed  stratification  of  tall  columnar  epi- 
thelium and  papillary  formations  having 
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FIGURE  3.  Case  3.  (A,  Top)  Gross  specimen  of 
tumor  nodules  within  hydrosalpinx.  (B,  Bottom) 
Microscopic  view  of  nodules  of  adenocarcinoma 
arising  from  tubal  mucosa  suggesting  mixed 
papillary-alveolar-medullary  pattern. 

the  appearance  of  papillary  adenocarcinoma 
(Fig.  2).  The  structure,  as  described, 
would  correlate  with  a hydrosalpinx  in 
which  carcinoma  had  developed. 

The  diagnosis  established  papillary  aden- 
ocarcinoma of  right  fallopian  tube  without 
extension  to  the  serosa;  healed  chronic  sal- 
pingitis; normal  ovaries  bilaterally;  and 
atrophy  of  the  uterus  and  cervix. 

The  postoperative  course  was  benign. 
The  patient  was  discharged  on  the  eighth 
postoperative  day.  She  has  been  followed 
closely  since,  with  no  evidence  of  recurrence 
when  last  seen  in  1966,  four  years  after 
surgery. 

Case  3.  The  patient,  a forty-eight-year- 
old  white  para  0-0-0-0,  three  years  post- 
menopausal, was  admitted  to  the  North 
Shore  Hospital  on  March  27,  1966,  because 
of  an  asymptomatic  15  by  10-cm.  left 
“ovarian”  mass. 


Cytologic  findings  were  negative.  The 
past  history  revealed  that  sterility  was 
involuntary.  Insufflation  disclosed  blocked 
tubes.  Total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  were  per- 
formed. The  findings  were  as  follows; 
bilateral  hydrosalpinx,  larger  on  the  left; 
the  ovaries  and  uterus  appeared  normal 
with  the  exception  of  a small  intramural 
myoma  of  the  uterus. 

The  pathologic  examination  revealed 
large  left  hydrosalpinx  (15  by  7 cm.)  con- 
taining two  firm,  gray,  granular  areas  aris- 
ing from  the  mucosal  surface  (Fig.  3A), 
and  a collapsed,  cystically  dilated  right  ovi- 
duct (7  by  2 cm.).  Microscopically,  the 
two  granular  masses  in  the  left  tube,  de- 
scribed as  arising  from  the  lining  of  the  di- 
lated oviduct,  presented  features  of 
carcinoma  characterized  by  zones  in  which 
broad  sheets  of  closely  packed  epithelial 
cells  were  present  associated  with  a scat- 
tering of  small,  irregular,  glandular  lumina 
(Fig.  3B).  In  the  more  superficial  por- 
tions, multilayered  epithelium  of  this  type 
covered  coarse  papillary  projections.  On 
microscopic  examination,  a third  focus  of 
carcinoma  on  the  mucosal  surface,  not  ob- 
served grossly,  was  found  a short  distance 
removed,  but  distinctly  separate  from  the 
smaller  of  the  two  masses.  Elsewhere,  the 
histologic  picture  was  that  of  a hydrosal- 
pinx. A section  of  the  right  oviduct  pre- 
sented flattening  of  the  mucosa,  fusion  of 
the  villus  folds,  a scattering  of  mononuclear 
cells,  and  an  increase  in  fibrous  tissue. 

The  pathologic  diagnoses  were  as  fol- 
lows: carcinoma  and  hydrosalpinx  of  the 

left  oviduct;  chronic  salpingitis,  consistent 
with  hydrosalpinx,  of  the  right  tube ; leio- 
myoma of  the  uterus;  and  both  ovaries 
normal. 

The  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  on  the  sixth 
postoperative  day.  She  has  been  followed 
since  discharge  without  any  suggestion  of 
recurrence. 

Case  4.  This  fifty-one-year-old  para  1- 
0-4-1  was  admitted  to  North  Shore  Hospital 
on  January  8,  1967,  because  of  persistent 
postmenopausal  vaginal  staining  and  a cys- 
tic mass  in  the  left  cul-de-sac.  In  March, 
1966,  the  patient  had  experienced  an  epi- 
sode of  vaginal  staining  six  years  post 
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menopause.  A curettage  of  the  uterus  was 
performed  at  another  hospital  with  benign 
findings.  Staining  continued  thereafter, 
and  a 6-cm.  left  adnexal  mass  was  then 
discovered.  Cytologic  findings  were  nega- 
tive. On  the  day  following  her  second 
admission,  curettage  and  examination  un- 
der anesthesia  were  performed,  with 
confirmation  of  the  mass  on  the  left 
side.  Laparotomy  was  carried  out  immedi- 
ately, and  chronic  pelvic  inflammatory  dis- 
ease with  left  hydrosalpinx  were  found. 
Total  abdominal  hysterectomy  and  bilat- 
eral salpingo-oophorectomy  were  then  per- 
formed. 

The  pathologic  report  stated  that  the 
left  fallopian  tube  (7  by  6 cm.)  was  dilated 
cystically  at  the  lateral  end  (Fig.  4A).  A 
3 by  4-cm.  fleshy,  friable  mass  was  found 
attached  to  the  tubal  wall.  The  right  tube, 
both  ovaries,  and  the  uterus  were  grossly 
normal. 

Microscopically,  sections  of  the  tumor 
mass  in  the  left  fallopian  tube  showed  pap- 
illary poorly  differentiated  carcinoma  pre- 
senting a plexiform  pattern  (Fig.  4B). 
The  tumor  was  continuous  with  the  flat- 
tened epithelium  lining  the  rest  of  the 
fallopian  tube.  It  penetrated  into  the 
deeper  aspect  of  the  wall  of  the  fallopian 
tube.  A marked  chronic  inflammatory 
process  was  found  in  all  sections  of  the 
tube.  The  right  fallopian  tube  showed 
marked  chronic  inflammatory  reaction  and 
a moderate  degree  of  fibrosis  of  the  wall. 

Diagnoses  included  the  following:  car- 

cinoma of  the  left  fallopian  tube;  severe, 
bilateral,  and  chronic  salpingitis;  normal 
ovaries  bilaterally. 

The  postoperative  course  was  essentially 
uncomplicated.  The  patient  was  dis- 
charged January  19,  1967. 

Selection  of  cases 

The  accepted  pathologic  criteria  for  the 
diagnosis  of  primary  tubal  carcinoma  are 
those  laid  down  by  Finn  and  Javert  in 
19493 : 

I.  Gross  appearance.  The  tubes,  at 
least  in  the  distal  portion,  are  grossly 
abnormal.  The  dilated  fimbriated  end  may 
be  occluded  and  resemble  chronic  salpin- 
gitis. There  is  a papillary  growth  in  the 
endosalpinx.  The  uterus  and  ovaries  are 
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FIGURE  4.  Case  4.  (A,  Top)  Cross  specimen  of 
uterus,  ovary,  and  enlarged,  deformed  tube. 
(B,  Bottom)  Microscopic  view  showing  mixed 
pattern,  mainly  solid. 


either  grossly  normal  or  are  affected  by 
a lesion  other  than  cancer. 

II.  Microscopic  findings.  The  epithe- 
lium of  the  endosalpinx  is  replaced  in  whole 
or  in  part  by  adenocarcinoma.  The  histo- 
logic character  of  the  cells  resembles  the 
epithelium  of  the  endosalpinx.  The  endo- 
metrium and  ovaries  are  normal ; affected 
by  a benign  lesion;  or  contain  a malignant 
lesion  that,  by  its  small  size,  distribution, 
and  histologic  characteristics,  appears  to  be 
metastatic  from  the  tube.  The  prime  in- 
volvement is  in  the  endosalpinx;  the  peri- 
salpinx  and  the  lymphatics  of  the  muscu- 
laris  and  the  mesosalpinx  are  rarely  in- 
volved. 

All  the  cases  in  this  series  fulfill  the  cri- 
teria just  mentioned.  In  none  was  there 
metastasis  to  the  uterus  or  the 
ovaries.  Fifty  per  cent  of  Hu,  Taymor, 
and  Hertig’s4  cases  were  metastatic  to  the 
ovary  as  were  10  per  cent  of  Sedlis’ 
cases.5  A number  of  patients  with  simul- 
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taneous  papillary  adenocarcinoma  of  tube 
and  ovary,  discharged  from  the  hospital 
with  a diagnosis  of  primary  tubal  carci- 
noma, have  been  re-evaluated.  On  review, 
all  were  considered  cases  probably  of  pri- 
mary carcinoma  of  the  ovary  and  rejected 
from  the  study. 

Pathology 

The  gross  appearance  of  the  tube  in  all  4 
cases  was  characteristic,  being  described  as 
retort-shaped,  cornucopia-like,  or  cystically 
dilated.  In  3 of  the  cases  the  extreme  dis- 
tention of  the  tube  could  be  accounted  for 
by  the  accumulation  of  neoplastic  tissue. 
However,  in  Case  3 the  carcinoma  was  so 
small  that  the  cystic  distention  of  the  tube 
must  be  attributed  to  the  chronic  inflam- 
matory disease  which  similarly  affected  the 
opposite  tube.  In  3 cases  the  fimbriated 
end  of  the  tube  was  obviously  occluded.  In 
Case  1 tumor  was  growing  through  the 
fimbrated  end,  and  previous  inflammatory 
closure  of  the  distal  end  could  not  be  ascer- 
tained, the  opposite  tube  being  normal.  In 
all  cases  the  site  of  origin  of  the  tumor  was 
typical ; it  originated  in  the  lateral  two 
thirds  of  the  tube,  with  the  medial  third 
remaining  essentially  normal. 

Hu,  Tavmor,  and  Hertig4  considered  the 
microscopic  findings  and  classification  at 
length.  After  commenting  on  the  numer- 
ous classifications  found  in  the  literature, 
they  proposed  the  following : grade  I,  pap- 

illlary;  grade  II,  papillary-alveolar;  and 
grade  II,  alveolar-medullary.  It  was  their 
conclusion  that  a papillary  pattern  was  the 
fundamental  form  of  the  tumor  and  that 
alveolar  and  medullary  forms  represented 
later  stages  of  growth.  They  associated 
increasing  anaplasia  and  invasion  with  the 
microscopic  change  from  the  papillary  to 
the  more  solid  forms,  and  correlated  the 
pathologic  grading  with  clinical  results. 
Our  Case  1 would  correspond  with  grade 
III,  being  a solid,  highly  anaplastic  growth, 
with  only  slight  tendency  toward  alveolar 
formation,  and  vigorously  invading  the 
tubal  wall.  Case  2 is  a characteristic 
grade  I papillary  adenocarcinoma  seen  to 
arise  from  a low  cuboidal  epithelium.  In 
Case  3,  despite  the  very  small  size  of  the  le- 
sions, broad  sheets  of  closely  packed  epi- 
thelial cells,  a scattering  of  small,  irregular, 


glandular  lumina,  and  considerable  invasion 
of  the  oviduct  wall  were  noted,  in  addition 
to  the  more  superficial,  coarse  papillary  pat- 
tern. In  this  instance  there  is  evidence  of 
all  three  grades,  and  a classification  of 
grade  II  could  be  assigned.  Microscopi- 
cally, Case  4,  which  presented  both  solid  and 
papillary  elements  and  invaded  but  did  not 
penetrate  the  tube,  would  probably  be  rep- 
resentative of  grade  II  as  well. 

The  spread  of  adenocarcinoma  of  the 
tube  appears  mainly  to  be  by  direct  exten- 
sion through  the  fimbriated  extremity  to 
the  pelvic  peritoneum.  The  ovary  and  the 
uterus  are  the  most  frequent  sites  for 
metastasis.  Distant  metastases  appear  to 
be  uncommon.  In  Case  1 there  was  obvious 
direct  growth  through  the  lateral  portion 
of  the  tube  into  the  pelvic  wall.  The  re- 
maining 3 cases  were  apparently  limited 
to  the  involved  tube,  although  there  were 
inflammatory  pelvic  adhesions  in  all.  No 
metastases  were  found  at  the  time  of  oper- 
ation in  any  case.  A vaginal  tumor  devel- 
oped later  in  Case  1,  but  this  probably  was 
a direct  extension  of  the  previously  pal- 
pated, local  pelvic  recurrence. 

Hanton  et  al ,16  noted  the  difficulty  in 
histologic  classification  (Broder’s)  because 
of  the  striking  mixture  of  grades  of  malig- 
nancy and  histologic  pattern.  They  found 
no  correlation,  unlike  Hu,  Taymor,  and 
Hertig4,  between  the  histologic  appearance 
of  the  predominant  cells  and  the  patient’s 
survival. 

The  high  incidence  of  associated  salpingi- 
tis has  been  stressed  in  the  literature.  It 
has  been  argued  that  the  chronic  inflamma- 
tory disease  may  be  a predisposing  factor, 
and  this  has  been  vigorously  denied.  It  is 
pointed  out  that  pelvic  inflammatory  dis- 
ease is  common,  and  tubal  cancer  is  ex- 
tremely rare.  It  is  also  noted  that  the  in- 
flammation may  be  secondary  to  the  tumor 
rather  than  the  reverse.  Three  of  our  4 
cases  presented  evidence  of  chronic  bilat- 
eral salpingitis  with  unilateral  tumor.  One 
had  severe  bilateral  salpingitis  and  three 
small  tumor  growths  on  the  one  side.  This 
patient  had  been  involuntarily  sterile  due  to 
“blocked  tubes”  on  clinical  investigation. 
Another  presented  a definite  history  of 
severe  pelvic  infection  many  years  before. 
It  would  appear  that  in  these  cases,  at  least, 
the  salpingitis  preceded  the  carcinoma. 
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Pelvic  tuberculosis  has  also  been  sug- 
gested as  an  etiologic  factor.  There  was 
no  evidence  of  tuberculosis  in  any  of  our 
patients. 

Case  3 is  of  special  interest  in  its  demon- 
stration of  three  small,  distinctly  separate, 
but  pathologically  identical  adenocarcino- 
mas within  the  same  tube.  The  carcinoma 
in  Case  1 is  also  described  as  originating 
from  several  areas  of  the  tubal  mucosa. 
These  findings  would  tend  to  support  a 
theory  of  multifocal  origin  in  the  case  of 
bilateral  or  multiple  tumors. 

The  closure  of  the  fimbriated  end  of  the 
tube,  present  in  3 of  our  patients,  has  been 
cited  as  a protective  factor  in  preventing 
early  spread  of  malignancy  to  the  pelvis, 
thus  affording  an  improved  prognosis.  In 
Case  1 invasion  of  the  pelvic  wall  through 
the  lateral  portion  of  the  tube  was  obvious. 
It  is  impossible  to  state  with  certainty 
whether  the  fimbriated  end  had  been  sealed 
prior  to  invasion.  It  may,  however,  be 
suspected  that  the  ostium  was  open  since 
the  contralateral  tube  was  normal,  in  con- 
tradistinction to  the  other  3 cases,  all  of 
which  exhibited  chronic  salpingitis  bilater- 
ally. 

Clinical  data 

Age.  The  greatest  incidence  of  primary 
tubal  carcinoma  lies  between  forty  and 
sixty  years  of  age,  with  a mean  of  fifty- 
two;  the  reported  range  is  from  twenty  to 
eighty.1  Our  patients  were  seventy-one, 
sixty-two,  forty-eight,  and  fifty-one  years 
of  age. 

Menstruation.  All  4 patients  reported 
here  were  in  the  postmenopausal  period. 

Parity.  The  patient  in  Case  1 was  para 
4-0-4-4.  In  Case  2 the  patient  was  preg- 
nant on  but  one  occasion  and  had  an  in- 
duced abortion  resulting  in  a severe  pelvic 
infection.  She  was  thereafter  sterile,  pre- 
sumably on  the  basis  of  the  bilateral  chronic 
salpingitis  found  at  pathologic  examination. 
The  patient  in  Case  3 was  nulligravid  be- 
cause of  “blocked  tubes.”  Although  the 
patient  in  Case  4 had  only  one  living  child, 
she  gave  a history  of  five  pregnancies. 
This  50  per  cent  nulliparity  is  in  accord 
with  the  review  of  Sedlis.5  The  dispropor- 
tionately high  incidence  of  infertility  has 
been  related  to  the  salpingitis  so  frequently 


found,  and  may  lend  weight  to  the  theory 
that  the  chronic  inflammation  in  these  pa- 
tients precedes  the  carcinoma. 

Signs  and  symptoms 

Bleeding,  pain,  discharge,  and  abdominal 
mass  or  enlargement  are  the  most  common 
symptoms,  listed  in  the  usual  order  of 
frequency.  The  bleeding  may  be  postmeno- 
pausal, intermenstrual,  or  appear  as  dis- 
coloration of  discharge.  As  Jones6  points 
out,  the  frequent  occlusion  of  the  fimbri- 
ated end  of  the  tube  coincident  with  the 
patency  of  the  proximal  end  leads  to  dis- 
charge of  accumulated  fluid  into  the  uterus 
and  vagina.  Without  distal  closure  of  the 
tube,  the  blood  and  discharge  contained 
within  the  tube  would  be  more  likely  to 
drain  into  the  pelvis. 

The  pain  has  been  described  variously  as 
dull  or  sharp,  colicky  or  persistent.  It  has 
been  suggested  that  the  cramplike  pain  is 
associated  with  tubal  peristalsis  as  the  tube 
empties  itself.  The  more  persistent  pain  is 
said  to  indicate  local  attachment  or  inva- 
sion. 

Vaginal  discharge  is  the  third  most  com- 
mon symptom.  The  frequency  of  this  con- 
dition on  a benign  basis  in  “normal” 
women  renders  this  symptom  of  little  diag- 
nostic value  as  such.  However,  profuse, 
watery,  clear,  or  blood-stained  discharge 
has  been  repeatedly  stated  to  be  of  diagnos- 
tic significance.  It  is  necessary  to  note 
that  this  symptom  may  be  found  in  the  be- 
nign hydrosalpinx  and  is  not  pathognomonic 
of  carcinoma  of  the  tube.  The  term  “hy- 
drops tubae  profluens”  has  been  assigned  to 
such  profuse  discharge  when  it  occurs  in 
spurts,  as  would  occur  with  the  sudden 
emptying  of  a distended  tube.  The  most 
detailed  description  of  this  syndrome  re- 
quires that  relief  of  pain  and  the  disappear- 
ance of  a pelvic  mass  accompany  the  sudden 
copious  flow  from  the  vagina.  Latzko  is 
usually  credited  with  naming  “hydrops 
tubae  profluens”  and  pointing  out  its  sig- 
nificance in  the  diagnosis  of  tubal  carci- 
noma.5 

Enlargement  of  the  abdomen  is  infre- 
quently noticed  by  the  patient.  It  is  said 
to  be  a sign  of  advanced  disease  when  it 
does  occur.  One  patient  of  this  series 
(Case  2)  noted  a large  mass  in  the  lower 
part  of  the  abdomen  herself  for  a period  of 
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at  least  two  months  before  hospitalization. 
This  mass  was,  in  fact,  the  large  tumor- 
containing  tube  and  gave  rise  to  discomfort 
only  just  prior  to  admission.  There  was  no 
bleeding.  Of  interest  is  the  fact  that  the 
carcinoma  in  this  case  was  confined  to  the 
tube,  and  that  this  patient  is  living  and 
well,  more  than  four  years  postoperatively. 

Of  the  remaining  3 patients,  1 was 
asymptomatic  and  was  admitted  because  of 
a pelvic  mass  found  on  routine  examina- 
tion. One  patient  presented  herself  with 
postmenopausal  bleeding  alone.  The  last 
was  admitted  because  of  a thick,  yellow 
vaginal  discharge  which  changed  to  post- 
menopausal bleeding.  Strangely,  this  pa- 
tient did  not  complain  of  pain  although  the 
tumor  had  already  progressed  through  the 
tubal  wall  into  the  pelvis.  Thus,  it  is  seen 
that  none  of  our  patients  presented  the 
“classic  triad”  of  symptoms:  discharge, 

bleeding,  and  pain.  Nor  was  there  any 
suggestion  of  “hydrops  tubae  profluens.” 

The  physical  examination  almost  always 
reveals  a pelvic  mass  or  masses.  On  many 
occasions,  the  palpable  mass  has  turned  out 
to  be  that  of  benign  disease,  such  as  uter- 
ine myomas  or  pelvic  inflammation,  with 
the  carcinoma  an  accidental  finding  at  sur- 
gery or  at  pathologic  examination.  All  4 
patients  in  this  series  had  definite  adnexal 
masses  at  examination. 

Diagnosis 

Carcinoma  of  the  tube  is  rarely  diag- 
nosed before  surgery.  The  disease  occurs 
so  infrequently  that  the  clinician  seldom 
considers  it  in  a differential  diagnosis. 
Moreover,  all  the  symptoms,  bleeding,  pain, 
discharge,  and  pelvic  mass,  appear  routinely 
as  the  product  of  benign  disease  or  of  can- 
cer of  other  pelvic  organs.  None  of  our 
cases  was  diagnosed  preoperatively. 

Certain  clinical  suggestions  have  been  of- 
fered in  an  attempt  to  improve  diagnostic 
performance  in  this  condition.  Postmeno- 
pausal bleeding  requires  prompt  curettage 
and  cervical  biopsy.  The  persistence  of 
bleeding  thereafter  should  alert  one  to  the 
possibility  of  tubal  carcinoma.  Under  these 
conditions,  Sedlis5  advises  exploratory  lapa- 
rotomy even  in  the  absence  of  adnexal 
masses. 

The  routine  use  of  the  Papanicolaou 


smear  test  may  be  of  great  value  in  early 
diagnosis  of  tubal  cancer.22-24  Since  the 
proximal  end  of  the  tube  is  usually  open 
and  tubal  contents  are  thus  shed  into  the 
vagina,  it  might  be  expected  that  a sig- 
nificant number  of  positive  smears  will 
result.  However,  in  our  series  there  were 
no  positive  smears.  The  finding  of  a posi- 
tive cytologic  reaction  coupled  with  nega- 
tive results  from  cervical  biopsy  and  en- 
dometrial curettage  must  alert  one  to  cancer 
higher  in  the  genital  tract  and  thus  may 
require  laparotomy.  Various  methods  to 
improve  the  yield  of  positive  smears  have 
been  suggested,  including  cervical  capping 
or  bed  rest  before  obtaining  the  specimen. 
Cul-de-sac  aspiration  and  “washing”  tech- 
nics have  also  been  suggested. 

Hysterosalpingography  has  been  proposed 
by  some  as  a diagnostic  aid  but  has  been 
condemned  by  others  because  it  would  likely 
disseminate  the  disease.  Visualization  of 
the  pelvis  by  culdoscopy  or  laparoscopy  may 
aid  in  arriving  at  a diagnosis. 

Treatment  and  survival 

The  accepted  mode  of  treatment  is  total 
abdominal  hysterectomy  and  bilateral 
salpingo-oophoretomy.  Many  believe  that 
operation  should  be  followed  by  external 
radiation.  Two  thirds  of  the  patients  in 
the  large  series  gathered  by  Sedlis5  were  so 
treated.  Engstrom25  has  suggested  bilat- 
eral salpingo-oophorectomy,  retaining  the 
uterus  to  serve  as  a radium  carrier,  plus 
external  radiation.  In  Frankel’s26  series, 
radiation  appeared  to  exert  no  beneficial  ef- 
fect, but  there  does  not  appear  to  be  suffi- 
cient material  to  warrant  a conclusion  as  to 
the  best  mode  of  treatment.  Five-year 
survival  rates  of  40  per  cent  are  given  by 
Hu,  Taymor,  and  Hertig,4  and  Dougherty, 
Cotton,  and  Braby.14  Sedlis5  gives  a rate 
of  34  per  cent  over  a five-year  period. 

All  the  patients  reported  by  us  were 
treated  by  total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy.  Ir- 
radiation was  not  utilized.  The  first  of 
our  patients,  who  had  obvious  pelvic  spread, 
presented  clinical  evidence  of  local  recur- 
rence at  thirty  months  and  expired  forty- 
eight  months  after  surgery.  The  second 
patient  is  alive  and  well  at  the  time  of  writ- 
ing, almost  five  years  postoperatively.  The 
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remaining  2 patients  underwent  surgery  re- 
cently and  provide  no  significant  follow-up. 

Comment 

The  obvious  aim  in  the  treatment  of  can- 
cer is  early  diagnosis  and  early  treatment. 
However,  in  carcinoma  of  the  tube  we  are 
dealing  with  a malignant  condition  so  rare 
that  the  clinician  is  not  likely  to  think  of  it, 
and  with  symptoms  so  nonspecific  that  sus- 
picion is  not  aroused.  Therefore,  it  ap- 
pears doubtful  that  the  frequency  of  early, 
correct  diagnosis  will  improve  unless  some 
new  mode  of  investigation  is  applied  to  the 
problem. 

Culdoscopy  and  laparoscopy  may  be  of 
value  in  demonstrating  a tubal  enlargement 
in  cases  of  obscure  pain  or  bleeding  with 
negative  findings  on  pelvic  examination. 
Positive  cytologic  findings  not  confirmed  by 
diagnostic  curettage  and  cervical  biopsies, 
may  be  clarified  by  the  visualization  of 
small  nonpalpable  lesions  of  the  adnexae. 
When  an  adnexal  mass  is  palpated,  endo- 
scopy may  distinguish  between  tubal  and 
ovarian  enlargement. 

The  role  of  pelvic  inflammatory  disease  is 
intriguing.  It  is  agreed  that  its  coinci- 
dence with  tubal  carcinoma  is  dispropor- 
tionately high.  However,  there  is  contro- 
versy regarding  whether  or  not  it  precedes 
or  follows  the  malignant  condition,  and,  if 
the  pelvic  inflammatory  disease  precedes, 
whether  or  not  it  predisposes  to  cancer. 
Needless  to  say,  we  draw  no  conclusion  from 
our  small  series.  However,  3 of  our  4 cases 
strongly  suggest  pre-existing  bilateral  sal- 
pingitis. It  is  interesting  to  note  that 
these  3 patients  appeared  to  have  no  spread 
beyond  the  tube,  whereas  the  remaining  pa- 
tient, with  no  evidence  of  salpingitis,  pre- 
sented invasion  of  the  pelvic  wall  through 
the  later  tubal  end.  These  findings  would 
appear  consistent  with  the  suggested  “pro- 
tective” role  of  pelvic  inflammatory  disease 
in  sealing  the  fimbriated  ends  of  the  tube. 

Summary 

Four  cases  of  primary  adenocarcinoma  of 
fhe  tube  have  been  presented,  and  the  clini- 
cal and  pathologic  features  of  the  disease 
have  been  considered.  The  disease  is  ex- 


tremely rare,  and  preoperative  diagnosis  is 
unlikely.  The  suggested  treatment  is  total 
abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy. 
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P eri arteritis  nodosa  as  described  by 
Kussmaul  and  Maier1  is  a rare  but  distinct 
entity.2  Not  until  forty  years  after  their 
original  description  was  a case  reported 
in  the  English  language  literature.3  Only 
one  prior  report  of  periarteritis  nodosa  has 
been  associated  with  salt-losing  nephritis.4 
The  purpose  of  this  communication  is  to 
present  the  second  such  case. 

* Supported  by  National  Institutes  of  Health  Grant  HE- 
09130-03,  Bethesda,  Maryland. 

t Present  address:  U.S.  Air  Force  School  of  Aerospace 

Medicine  (SMP),  Brooks  Air  Force  Base,  San  Antonio, 
Texas  78235. 


Case  report 

A fifty-three-year-old  housewife  was  first 
seen  at  the  Mary  Imogene  Bassett  Hospital 
in  May,  1955.  She  complained  of  three 
episodes  of  severe  muscular  weakness 
accompanied  by  nausea  and  anorexia 
during  the  previous  two  months.  Each 
episode  had  lasted  five  to  seven  days. 
Eight  months  prior  to  the  onset  of  these 
episodes,  she  had  passed  a left  renal  cal- 
culus spontaneously.  She  also  had  lost  13 
pounds  in  the  three  weeks  immediately 
prior  to  admission.  For  several  years  she 
had  been  drinking  3 to  4 quarts  of  water  a 
day  and  sleeping  on  two  pillows  because 
she  felt  dizzy  if  her  head  was  not  elevated. 
Much  milder  episodes  of  muscular  weak- 
ness similar  to  those  described  had  been 
occurring  for  at  least  the  preceding  ten 
years.  During  the  first  pregnancy,  nine 
years  earlier,  she  had  had  no  change  in 
symptoms.  However,  during  the  second 
pregnancy,  one  year  later,  the  episodes 
of  weakness  became  more  severe.  The 
pregnancy  had  been  uncomplicated  other- 
wise. 

At  the  age  of  ten  years  she  had  had  acute 
rheumatic  fever  without  apparent  recur- 
rence or  sequelae.  Her  family  history  was 
significant  in  that  her  mother  had  had  an 
unknown  form  of  renal  disease  complicated 
by  hypertension  and  subsequently  had 
died  from  a cerebrovascular  accident. 

Course.  On  admission,  her  blood  pres- 
sure was  105/64  mm.  Hg.  She  had  gen- 
eralized severe  muscle  weakness,  decreased 
skin  turgor,  and  deep-tendon  reflexes  with 
absent  knee  and  ankle  jerks  bilaterally. 
A Trousseau’s  sign  was  present.  No  other 
abnormalities  were  noted.  Urinalysis  re- 
vealed a specific  gravity  of  1.008,  pH  6, 


TABLE  I.  Initial  and  final  blood  and  urine  chemistry  values 


Category  Tested 

✓ — May,  1955 — * 
Initial  Final 

✓ — June,  1962 — * 
Initial  Final 

^ — March,  1963 — * 
Initial  Final 

^ — October,  1964 — * 
Initial  Final 

Blood  urea  nitrogen  mg.  per  100  ml. 

58 

38 

130 

60 

147 

46 

126 

150 

Serum 

Sodium  mEq.  per  liter 

130 

137 

129 

140 

130 

146 

126 

137 

Potassium  mEq.  per  liter 

2.0 

3.2 

2.8 

4.4 

2.7 

4.5 

3.6 

5.1 

Chloride  mEq.  per  liter 

93 

93 

89 

105 

88 

108 

89 

94 

Carbon  dioxide  mEq.  per  liter 

17 

29 

12 

21 

3 

23 

4 

21 

Calcium  mEq.  per  liter 

3.1 

4.3 

4.3 

4.8 

5.2 

4.9 

4.3 

4.5 

Phosphorus  mM.  per  liter 

3.9 

4.7 

4.2 

1.5 

4.8 

1.6 

2.9 

Urine 

Volume  cc.  per  twenty-four  hours 

2,760 

2.680 

1,140 

3,110 

3,150 

3,850 

2,800 

2,550 

Sodium  mEq.  per  twenty-four  hours 

105 

147 

73 

233 

296 

320 

336 

219 

(daily  supplement  mEq.) 

(0) 

(50) 

(0) 

(166) 

(166) 

(249) 

(249) 

(166) 

Potassium  mEq.  per  twenty-four  hours 

10 

17 

9 

71 

26 

146 

28 

60 

Chloride  mEq.  per  twenty-four  hours 

77 

104 

56 

202 

252 

289 

196 

137 
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and  1 plus  proteinuria.  On  microscopic 
examination,  she  had  no  red  blood  cells 
but  3 to  8 white  blood  cells  per  high-power 
field,  coarse  granular  casts,  and  many 
epithelial  cells.  The  hematocrit  reading 
was  43. 

She  had  azotemia,  hyponatremia,  hypo- 
kalemia, hypochloremia,  hypocalcemia,  and 
hyperphosphatemia  with  excess  urinary  loss 
of  electrolytes.  Pertinent  initial  and  final 
blood  and  urine  chemistry  values  for  each 
of  the  patient’s  admissions  are  listed  in 
Table  I.  A Thorn  test  showed  normal 
depression  of  the  eosinophil  count  after 
ACTH  injection.  Bone  x-ray  films  at 
this  time  also  showed  normal  results. 
She  did  well  on  a regular  hospital  diet 
with  sodium,  potassium,  and  calcium  salt 
supplements,  which  she  was  to  take  after 
discharge. 

Readmission  was  required  ten  days  later 
with  the  recurrence  of  symptomatic  hypo- 
kalemia and  hyponatremia.  She  had 
stopped  taking  her  salt  supplements  three 
days  after  going  home.  These  were  re- 
sumed, and  she  was  discharged.  When 
seen  three  weeks  later  as  an  outpatient, 
she  was  asymptomatic,  and  the  serum 
electrolytes  and  blood  urea  nitrogen  find- 
ings were  normal.  She  was  not  seen  again 
until  June,  1962,  when  she  was  admitted 
because  of  severe  weakness  that  had 
caused  her  to  be  bedridden  for  two  weeks 
and  a 20-pound  weight  loss  over  a six- 
month  period.  During  the  interval  be- 
tween admissions,  attacks  of  weakness 
were  infrequent  and  mild,  although  she 
continued  to  have  polydipsia  without 
salt  craving. 

Now  she  was  emaciated  and  had  a supine 
blood  pressure  of  115/75  mm.  Hg  that  fell 
to  80/0  mm.  Hg  on  standing.  The  skin 
was  diffusely  pigmented,  but  the  mucous 
membranes  were  not.  The  hematocrit 
reading  was  now  33.  An  arterial  blood 
study  revealed  a pH  of  7.45,  carbon  dioxide 
tension  19  mm.  Hg,  and  oxygen  tension 
87  mm.  Hg.  Skull  x-rays  showed  de- 
mineralization, and  now  the  previously 
normal  serum  alkaline  phosphatase  was 
elevated.  She  was  treated  as  before  and, 
except  for  the  development  of  erythema 
nodosum,  did  well;  the  postural  hypo- 
tension disappeared. 

During  the  next  nine  months  she  was 
followed  in  the  outpatient  clinic  and  re- 


mained azotemic,  anemic,  and  hypokalemic. 
Peripheral  edema  developed,  and  the 
sodium  supplement  had  to  be  balanced 
delicately  between  6 and  9 Gm.  per  day 
to  prevent  symptoms  of  weakness  or  signs 
of  fluid  accumulation. 

In  March,  1963,  she  was  readmitted 
because  of  severe  weakness,  dehydration, 
and  dyspnea.  Peritoneal  dialysis  was  in- 
stituted to  relieve  severe  uremia,  and  after 
twenty  hours  and  24  L.  of  fluid  exchange, 
she  showed  marked  improvement  in  the 
chemical  and  clinical  states. 

She  did  poorly  for  the  next  twenty 
months,  and  numerous  admissions  were  ad- 
vised but  refused  by  the  patient.  Sub- 
cutaneous and  retinal  hemorrhages,  ar- 
thralgias, a tender  nodule  overlying  the  left 
radial  artery,  and  ulceration  of  the  finger- 
tips developed. 

Her  final  admission  was  in  October,  1964, 
because  of  gangrene  of  the  fingertips. 
She  was  severely  symptomatic  from  the 
salt  deficiency,  but  she  improved  markedly 
with  intravenous  and  oral  diet  supple- 
ments. The  gangrene  was  treated  non- 
surgically,  and  she  was  discharged.  Ten 
days  later  she  died  suddenly.  An  autopsy 
was  performed  four  hours  after  death. 

During  each  hospitalization,  urine  cul- 
tures were  done.  Catheter  specimens  were 
consistently  negative,  whereas  catch  speci- 
mens never  had  a pure  culture  or  sig- 
nificant colony  count.  The  urine  specific 
gravity  was  not  higher  than  1.010,  and  the 
pH  was  not  lower  than  5.5.  Albuminuria 
was  not  more  than  1 to  2 plus,  and  a few 
red  blood  cells  were  seen  on  the  spun 
sediment  on  only  one  occasion. 

Autopsy  findings.  Gross  examination 
revealed  an  emaciated  woman  with  de- 
hydrated skin  and  gangrene  of  the  finger- 
tips of  the  right  hand.  The  lungs  were 
normal  in  weight,  but  approximately  one 
third  of  both  lower  lobes  were  atelectatic. 
The  pulmonary  vessels  were  normal.  Each 
pleural  cavity  contained  400  cc.  of  fluid, 
but  the  pleura  itself  was  normal.  The 
heart  was  enlarged  and  weighed  485  Gm. 
The  coronary  arteries  were  distinctly 
nodular  and  had  areas  of  focal  calcification. 
The  major  branches  of  the  mesenteric 
arteries,  particularly  the  superior  mesen- 
teric artery,  also  showed  fine  nodularity 
and  calcification  extending  well  into  the 
third  ramification.  The  splenic  artery  was 
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FIGURE  1.  Mesenteric  artery.  Focal  necrosis, 
disruption,  and  subsequent  calcification  of  mus- 
cular coats  and  destruction  of  internal  elastic 
membrane  occurred.  Aneurysmal  dilatation  re- 
sulted (hematoxylin  and  eosin  stain). 

tortuous  and  dilated.  The  renal  arteries 
became  nodular  about  2 cm.  beyond  their 
origin  and  also  displayed  irregular  cal- 
cification. 

The  kidneys  were  small;  the  left  weighed 
120  Gm.  and  the  right  100  Gm.  Both 
kidneys  contained  multiple  cortical  cysts, 
the  largest  measuring  2 cm.  in  diameter. 
Each  kidney  contained  numerous  calculi, 
the  largest  measuring  3.3  cm.  in  diameter. 
Chemical  analysis  showed  that  they  con- 
tained oxalate,  calcium,  and  phosphate. 
Demarcation  between  medulla  and  cortex 
was  obscured,  but  there  were  no  gross 
areas  of  infarction. 

The  parathyroid  glands  were  diffusely 


enlarged  and  weighed  12  Gm.  The  adrenal 
glands  were  normal  in  appearance  and 
weight.  The  brain  was  not  examined. 

Microscopic  examination  revealed  active 
resorption  of  vertebral  bone  spicules  and 
fibrous  replacement.  The  pulmonary  ar- 
teries and  veins  were  normal,  as  was  the 
pulmonary  architecture  except  for  the 
areas  of  atelectasis.  The  parathyroid 
glands  showed  marked  hyperplasia  com- 
patible with  a compensatory,  rather  than 
a primary,  process.  The  myocardium  had 
numerous  small  foci  where  there  had  been 
degeneration  of  muscle  fibers  and  deposi- 
tion of  calcium.  There  was  slight  fibrosis 
in  such  areas  but  no  inflammatory  cell 
response.  The  coronary  arteries  showed 
focal  necrosis  of  the  walls,  particularly 
of  the  internal  elastic  membranes,  and 
some  aneurysmal  dilatation  without  rup- 
ture. The  nodular  areas  of  dilatation 
contained  fibrous  tissue  without  any  active 
inflammatory  process.  Branches  of  the 
mesenteric  and  splenic  arteries  exhibited 
changes  similar  to  those  seen  in  the  cor- 
onary arteries  (Fig.  1).  No  thrombi  and 
no  active  inflammatory  process  were  seen. 

The  kidneys  were  the  site  of  extensive 
pyelonephritis  (Fig.  2).  No  areas  of  in- 
farction could  be  discerned.  Relatively 
few  normal  glomeruli  and  associated  tubules 
could  be  recognized.  Glomeruli  were 
fibrotic  and  had  areas  of  fibrinoid  degen- 
eration. Others  showed  atrophy  and  hyper- 
cellularity.  Tubules  showed  atrophy,  dila- 
tation, cast  formation,  and  flattening  of 


FIGURE  2.  Kidneys.  (A)  Chronic  pyelonephritis  evidenced  by  tubules  filled  with  "colloid”  casts  (hem- 
atoxylin and  eosin  stain  X 240).  (B)  Radical  scar  containing  atrophic  tubules  and  interstitial  lymphocylic 
infiltrates.  Adjacent  tubules  show  compensatory  dilatation  and  hypertrophy  (methenamine  silver  and 
hematoxylin  and  eosin  stain). 
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the  tubular  cells.  The  interstitial  tissue 
had  considerable  fibrous  scarring  and  an 
active  inflammatory  process.  Some 
branches  of  the  major  renal  arteries 
showed  evidence  of  the  same  disease 
process  as  described  in  the  coronary  and 
mesenteric  arteries.  In  addition,  some 
branches  contained  organized  thrombi  and 
abundant  hemosiderin.  More  recent 
thrombotic  material  was  superimposed  oc- 
casionally. There  was  no  active  inflamma- 
tion in  the  vessel  walls.  The  vascular 
findings  were  felt  to  be  consistent  with 
those  seen  in  periarteritis  nodosa. 

Comment 

Periarteritis  nodosa  involves  the  kidney 
more  frequently  than  any  other  organ. 
Renal  involvement  as  a necrotizing  glom- 
erulitis,  or  merely  as  nodular  lesions  of 
large  and  medium-sized  muscular  arteries 
that  result  in  parenchymal  infarction  and 
scarring,  occurs  in  more  than  80  per  cent 
of  cases.6,6  In  these  patients,  renal  failure 
is  the  most  common  cause  of  death.7  The 
patient  presented  never  became  hyper- 
tensive, perhaps  because  of  the  persistent 
negative  salt  balance.  Therefore,  she  did 
not  have  the  arteriolar  lesions  often  seen 
in  this  disease.  Periarteritis  nodosa  is 
associated  frequently  with  an  acute  dif- 
fuse glomerulonephritis,8,9  one  form  of 
which  has  been  termed  “microscopic  poly- 
arteritis.”10  Occasionally  it  is  associated 
with  subacute  glomerulonephritis,9, 11  but 
rarely  with  chronic  glomerulonephritis.12,13 
No  association  has  been  noted  between  it 
and  pyelonephritis. 

Renal  failure  is  characterized  by  a reduc- 
tion in  the  amount  of  sodium  filtered  and 
reabsorbed  by  the  nephron.14,15  There- 
fore, a state  of  sodium  balance  is  main- 
tained. A significant  glomerular-tubular 
imbalance  rarely  occurs,  and  a syndrome 
of  hyponatremia,  dehydration,  increasing 
azotemia,  hypotension,  severe  weakness, 
and  anorexia  develops.  If  sodium  is  not 
given  in  adequate  amounts  to  replace  the 
deficit  created,  death  results.  This  syn- 
drome, termed  salt-losing  nephritis,  was 
first  suggested  in  1929, 16  but  was  not  fully 
recognized  and  described  until  1944. 17 
It  usually  occurs  secondary  to  chronic 
pyelonephritis. 18 


Urine  cultures  obtained  in  the  salt- 
wasting  phase  are,  as  demonstrated  by  this 
patient,  frequently  unrewarding.19  The 
case  presented  illustrates  the  episodic 
nature  of  the  syndrome.  Because  of  the 
inability  of  the  kidney  to  handle  sodium, 
a delicate  state  of  sodium  balance  exists. 
With  too-vigorous  replacement,  a state  of 
sodium  depletion  may  readily  become  one 
of  excess  that  is  manifested  by  edema  for- 
mation. 

As  mentioned  before,  only  one  previous 
report  had  associated  periarteritis  nodosa 
with  salt  wasting.4  The  patient  was  also 
a female;  this  is  unusual,  for  periarteritis 
nodosa  occurs  four  times  more  frequently 
in  men  than  in  women.20  In  the  case 
reported  previously,  as  in  the  one  presented 
here,  the  patient  had  had  pre-existing 
renal  disease  and  acute  nephritis  at  the 
age  of  twelve  years.  She  had  had  toxemia 
of  pregnancy  five  years  prior  to  admission 
and  another  episode  of  acute  nephritis 
one  year  before  the  clinical  onset  of  salt 
losing.  Therefore,  she  probably  had  an 
associated  nephrosis  (tubular  nephritis) 
etiologically  distinct  from  the  periarteritis 
nodosa.  She  also  had  tuberculosis,  which 
is  of  interest  because  of  the  suggested 
etiologic  relationship  between  hypersensi- 
tivity to  the  tubercle  bacillus  and  peri- 
arteritis nodosa.21  She  was  hypertensive 
and  also  had  renal  hypertensive  necrotizing 
arteriolitis. 

It  is  assumed  that  this  patient’s  salt 
wasting  was  secondary  to  pyelonephritis. 
The  assumption  is  made  because  of  the 
duration  of  the  symptoms  and  the  known 
association  of  the  two  entities.  The  current 
survival  statistics  for  periarteritis  nodosa 
do  not  indicate  its  presence  at  the  onset 
of  the  salt  loss. 11  The  onset  of  peri- 
arteritis nodosa  was  probably  marked  by 
the  rising  and  persistently  elevated  blood 
urea  nitrogen.  It  has  been  suggested, 
however,  that  there  is  an  increased  sus- 
ceptibility of  the  potassium-depleted  kid- 
ney to  infection.22 

In  view  of  this,  one  could  speculate 
that  the  patient  reported  here  may  have 
had  a particularly  slowly  progressive 
form  of  periarteritis  nodosa  that  mani- 
fested itself  by  salt  loss  until  it  was  com- 
plicated by  pyelonephritis  with  the 
subsequent  uremic  course.  The  lack  of 
an  active  inflammatory  process  in  any  of 
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the  arterial  lesions  at  the  time  of  death 
is  the  basis  of  this  conclusion. 

Summary 

In  a patient  who  had  periarteritis 
nodosa  associated  with  salt-losing  nephri- 
tis, salt-losing  nephritis  was  assumed  to 
lie  secondary  to  chronic  pyelonephritis. 
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1882,  Meckel  reported  several  cases  of 
accessory  lobe  of  the  liver,1  and  in  1915, 
Forni  and  Cullen  reviewed  early  publica- 
tions which  described  this  condition.2 

Three  previous  cases  have  been  reported 
in  which  accessory  lobe  of  the  liver  re- 
quired surgical  intervention.  All  of  them 
were  in  the  upper  part  of  the  abdomen,  and 
in  each  case  the  proper  diagnosis  was  made 
at  laparotomy. 3 ~6 

The  case  described  is  one  of  a twisted, 
pedunculated  accessory  lobe  of  the  liver, 
situated  in  the  lower  part  of  the  abdomen 
and  pelvic  cavity.  A search  of  the  litera- 
ture has  failed  to  reveal  any  similar  report. 


From  the  Departments  of  Obstetrics  and  Gynecology, 
Pathology,  and  Surgery,  Harlem  Hospital  Center  and 
Columbia  University  College  of  Physicians  and  Surgeons 


Congenital  abnormalities  of  the  liver 
are  seldom  of  clinical  importance  and 
rarely  require  treatment.  Accessory  lobe 
of  the  liver  is  usually  an  autopsy  diagnosis 
or  an  incidental  finding  at  surgery.  In 


Case  report 

At  wenty-three-year-old,  para  2-0-1-2, 
Negro  female  was  admitted  to  the  gyne- 
cology ward  at  Harlem  Hospital  Center  on 
August  18,  1966,  at  2:00  p.m.,  with  severe 
pain  in  the  right  lower  quadrant.  There 
had  been  an  uncomplicated  delivery  six 
months  before  this  admission. 

The  present  illness  commenced  three  days 
prior  to  admission  and  consisted  of  localized 


FIGURE  1.  Supine  and  upright  x-ray  films  of  abdomen.  (A)  Large  circumscribed  mass  visualized  with 
colonic  displacement.  (B)  Fluid  levels  in  mid-descending  colon. 
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. (B)  Lobe  transsected. 


FIGURE  2.  (A)  Accessory  lobe  of  liver,  attached  to  vascular  pedicle 


FIGURE  3.  Histologic  examination  of  accessory 
lobe  of  liver  under  low  power.  Hepatic  lobular 
pattern  apparent. 


progressive  pain,  most  severe  in  the  right 
lower  quadrant,  and  associated  with  chills 
and  fever.  No  previous  attack  of  a similar 
nature  was  reported.  The  temperature  on 
admission  was  99.6  F.,  and  relevant  findings 
were  confined  to  the  pelvis  and  abdomen. 

A soft  tender  mass  was  found  in  the 
right  lower  quadrant  extending  to  the 
umbilicus.  Rebound  tenderness  and  guard- 
ing were  absent.  The  pelvic  examination 
was  normal  except  in  the  right  adnexal 
area  were  a smooth,  soft,  tender  mass,  15 
by  20  cm.,  was  found.  The  left  adnexa 
was  tender,  but  there  was  no  mass.  Diagno- 
sis of  ovarian  tumor  and/or  tubo-ovarian 
abscess  were  considered. 

Laboratory  data.  The  white  blood 
cell  count  was  9,000  per  cubic  centimeter 
and  the  hematocrit  was  35.  A supine  and 
upright  x-ray  of  the  abdomen  showed 
fluid  levels  in  the  small  bowel  and  lateral 
bowel  displacement  by  a large  mass  occupy- 
ing the  lower  part  of  the  abdomen  (Fig.  1). 

The  patient’s  condition  deteriorated  on 
the  fifth  day  following  admission.  The 


mass  was  enlarging,  abdominal  distention 
increased,  and  the  temperature  rose  to 
103  F.  A laparotomy  was  performed  at 
10:15  p.m.,  on  August  23,  1966,  with  a 
preoperative  diagnosis  of  right  tubo-ovarian 
abscess  or  appendiceal  abscess. 

A large,  pedunculated,  smooth,  bluish 
mass  measuring  23  cm.  in  greatest  diameter 
was  found  to  occupy  the  lower  part  of  the 
abdomen.  The  pedicle  was  10  cm.  long, 
originated  from  the  under  surface  of  the 
liver,  and  was  twisted.  It  was  clamped, 
cut,  and  the  mass  excised.  The  remainder 
of  the  abdominal  contents  showed  no 
abnormalities. 

The  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  well. 

The  excised  mass  was  bluish-brown  in 
color,  measured  23  by  15  by  4.5.  cm.,  and 
was  covered  by  a capsule,  beneath  which 
numerous  blood  vessels  could  be  seen  (Fig. 
2A). 

The  consistency  of  the  mass  was  firm 
at  the  periphery  but  soft  in  the  center 
(Fig.  2B).  Several  lymph  nodes  could  be 
recognized  within  the  structures  of  the 
pedicle.  The  cut  surface  showed  a dark 
red  spongy  area  which  was  markedly 
friable.  Microscopic  examination  revealed 
infarcted,  necrotic,  and  congested  liver 
tissue.  The  better-preserved  areas  ex- 
hibited the  architecture  of  normal  func- 
tional liver  (Fig.  3). 

Summary 

Congenital  liver  anomalies  are  rare,  vary 
in  size,  are  usually  of  little  clinical  im- 
portance, and  most  frequently  are  found 
only  at  autopsy.  Occurrence  of  this  rare 
anomaly  as  an  emergency  condition  on  a 
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gynecologic  service  has  not  been  reported 
previously. 

An  unusual  case  of  accessory  lobe  of  the 
liver,  with  twisted  pedicle  producing  in- 
farction and  acute  symptomatology,  is  re- 
ported. The  case  is  unusual  because  of  the 
large  size,  pelvic  location,  and  torsion  re- 
quiring emergency  surgical  management 
which  was  uncomplicated. 


Myths  about  safety  belts 


Safety  belts  have  been  proved  valuable  in 
reducing  injury  and  saving  lives,  an  estimated 
8,000  to  10,000  annually,  on  the  nation’s  high- 
ways, yet  claims  that  they  are  dangerous  still 
persist,  reports  an  article  in  Journal  of  the 
Medical  Association  of  the  State  of  Alabama 
(October)  1968. 

One  such  falsehood  states  that  seat  belts 
cause  severe  abdominal  injuries.  A study  by 
the  Automotive  Crash  Injury  Research  Project 
at  Cornell  Aeronautical  Laboratory  showed 
that  “a  significant  risk  of  injury  rarely  exists 
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from  seat  belts,  except  in  accidents  in  which  the 
individual  would  almost  certainly  be  killed  if 
he  were  not  wearing  a seat  belt.” 

While  abdominal  injuries  occurred  in  5 per 
cent  of  the  accidents  studied  by  the  Laboratory, 
only  0.1  per  cent  of  those  injuries  were  severe. 
It  is  believed  that  most  of  these  severe  injuries 
would  have  been  fatalities  if  the  injured  person 
had  not  worn  a seat  belt. 

Another  persistent  myth  is  that  a passenger 
is  likely  to  be  trapped  in  a burning  or  sub- 
merged automobile  by  a seat  belt.  Actually, 
a person  has  a better  chance  of  remaining  con- 
scious and  extricating  himself  from  the  vehicle 
if  he  is  wearing  a safety  belt.  In  addition, 
less  than  1 per  cent  of  car  accidents  involve 
fire  or  submersion. 
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T he  English  literature  contains  over 
750  reports  of  carcinoid  tumor.  This 
lesion  has  now  been  described  in  the 
bronchus1  and  ovary,2  in  addition  to  the 
alimentary  tract.  Several  authors  have 
commented  on  its  occurrence  throughout 
the  entire  gastrointestinal  tract.3,4  To 
our  knowledge,  however,  there  has  not 
been  a report  of  this  lesion  occurring  as  a 
primary  esophageal  neoplasm.  We  are, 
therefore,  reporting  this  case  of  carcinoid 
tumor  arising  in  the  esophagus. 

Case  report 

A fifty-six-year-old  male  was  admitted 
to  Montefiore  Hospital  and  Medical  Cen- 
ter on  November  17,  1965,  with  a seven- 
week  history  of  increasingly  severe  dys- 
phagia, weight  loss,  and  ability  to  swallow 
only  very  soft  foods.  No  other  contribu- 
tory symptoms  were  present. 

Past  history  included  addisonian  anemia, 
diagnosed  in  1957,  which  had  responded  to 
the  usual  treatment.  One  year  before 

* Present  address:  Naval  Hospital,  U.S.  Navy  Con- 

struction Battalion  Center,  Port  Hueneme,  California 
93041. 

t Present  address:  Director  of  Surgery,  The  Jewish 

Hospital,  Cincinnati,  Ohio  45229. 


w 

FIGURE  1.  Gastrointestinal  series  x-ray  film 
demonstrating  extramucosal  lesion  with  intact 
mucosa  in  distal  part  of  esophagus. 


admission,  he  was  found  to  have  diabetes. 
This  was  controlled  by  oral  hypoglycemic 
therapy. 

Blood  counts  and  chemistries  were  within 
normal  limits. 

Esophagram  and  cineradiography  re- 
vealed that  the  lower  third  of  the  esoph- 
agus demonstrated  a stricture  just  above 
the  cardioesophageal  junction  (Fig.  1). 
The  lumen  was  slightly  eccentric,  and  the 
mucosa  appeared  intact.  There  was  no 
evidence  of  a mass.  A small  hiatus  hernia 
was  present.  The  presence  of  a radio- 
lucency,  probably  food,  above  the  stric- 
ture indicated  a partial  esophageal  obstruc- 
tion. The  fundus  of  the  stomach  was 
normal. 

At  esophagoscopy,  the  mucosa  was  in- 
tact and  no  lesion  was  seen,  but  there  was  a 
firm  obstruction  36  cm.  from  the  incisor 
teeth.  A biopsy  taken  from  this  site 
demonstrated  a mucosal  lining  and  mus- 
cularis  mucosae.  Tumor  cells  (not  identi- 
fied any  further),  characterized  by  clear 
cells  with  hyperchromatic  nuclei,  were 
present  in  the  muscularis  and  submucosal 
layers. 

The  abdomen  was  explored  through  a 
left  thoracoabdominal  incision.  The  stom- 
ach, appendix,  colon,  and  liver  were  nor- 
mal. At  the  cardioesophageal  junction, 
a hard  lesion,  which  appeared  to  be  a large 
lymph  node,  was  firmly  attached  to  the 
wall  of  the  esophagus.  The  mass  was 
freed  in  continuity  with  the  esophagus. 
A segment  of  the  right  pleura  was  removed 
during  this  procedure,  and  a small  collec- 
tion of  pus  was  encountered.  Esophago- 


May  15,  1969  / New  York  State  Journal  of  Medicine  1337 


FIGURE  2.  Submucosal  section  of  esophagus 
demonstrating  infiltration  with  homogeneous  cells 
with  clear  cytoplasm  and  eccentric  nuclei  con- 
sistent with  carcinoid. 

gastrectomy,  pyloroplasty,  and  esophago- 
gastrostomy  were  performed. 

The  resected  specimen  consisted  of  the 
esophagus  and  gastric  fundus  with  a tumor 
involving  the  esophagus  and  periesophageal 
lymph  nodes.  Histologic  study  revealed 
sheets  of  uniform  cells  with  hyperchromatic 
nuclei  infiltrating  the  submucosa  and  mus- 
cularis  mucosae  (Fig.  2).  The  overlying 
mucosa  was  intact.  The  lymph  nodes  were 
invaded  by  similar  tumor  cells.  An  argen- 
taffin stain  showed  negative  results.  The 
gastric  mucosa  was  atrophic  with  no  pari- 
etal cells  visualized.  The  pathologic  di- 
agnosis was  carcinoid  tumor  of  the  esoph- 
agus, either  primary  or  secondary,  with 
involvement  of  mediastinal  lymph  nodes. 

Postoperatively,  the  patient  developed  a 
leak  at  the  esophagogastric  anastomosis. 
The  resulting  empyema  necessitated  tube 
drainage.  A laparotomy  was  performed 
since  a temporary  jej unostomy  was  re- 
quired. Being  acutely  aware  of  the  path- 
ologic diagnosis,  the  abdomen  was  thor- 
oughly explored  a second  time  to  uncover  a 
possible  extraesophageal  primary  site  for 
the  carcinoid  tumor,  but  none  was  found. 

Prior  to  discharge  from  the  hospital,  an 
upper  gastrointestinal  series  with  small 
bowel  follow-through  and  barium  enema 
showed  negative  results.  Examination  of 
the  urine  for  5-hydroxyindolacetic  acid 
was  within  normal  limits. 

The  patient  had  remained  well,  and  no 
hepatomegaly  or  gastrointestinal  symp- 
toms, diarrhea,  or  flushing  had  developed. 
However,  six  months  following  discharge, 
he  was  admitted  to  another  hospital  and 


died  suddenly  of  a coronary  occlusion 
Permission  for  autopsy  was  not  obtained. 

Comment 

The  term  carcinoid  was  coined  by  Obern- 
dorfer,5  who  believed  this  was  a benign 
lesion.  Lubarsch,6  in  1888,  regarded  this 
lesion  as  an  atypical  primary  carcinoma  of 
the  intestine.  Kultschitzky7  first  described 
the  cell  type.  Gosset  and  Masson8  found 
that  these  cells  when  stained  with  silver 
compounds  showed  positive  results  and 
thus  called  them  argentaffin.  The  great- 
est concentration  of  these  cells  is  found  in 
the  appendix  and  terminal  small  intestine, 
but  similar  cells  may  be  found  in  the 
mucous  membrane  from  the  esophagus  to 
anus.9  This  corresponds  to  the  clinical 
occurrence  of  carcinoid  tumors,  since  over 
90  per  cent  of  the  reported  instances  are 
found  either  in  the  appendix  or  ileum.  The 
next  most  frequent  sites  of  occurrence  are 
in  the  rectum  and  stomach.  That  these 
lesions  may  be  multiple  rather  than  single 
has  been  recorded  by  Dockerty. 10  He  re- 
ported that  up  to  30  per  cent  of  the  patients 
may  have  multiple  tumors. 

Grossly  this  lesion  is  found  in  the  sub- 
mucosa of  the  bowel  wall. 11  In  the  esoph- 
agus, a submucosal  lesion  may  present 
evidence  of  obstruction.  Dysphagia  is 
the  most  common  symptom.  This  was 
manifest  in  our  patient.  The  roentgeno- 
gram and  pathologic  report  of  the  esoph- 
agus confirms  the  extra  mucosal  location 
of  the  lesion. 

The  malignant  nature  of  extra-appendi- 
ceal carcinoid  tumors  ranges  from  the 
generally  accepted  figure  of  10  per  cent412 
to  as  high  as  50  to  60  per  cent  in  some  other 
series.11-1314  Approximately  1 per  cent  of 
carcinoid  tumors  are  functional  as  detected 
by  an  elevated  blood  serotonin  level  or 
5-hydroxyindolacetic  acid  level  in  the 
urine.4  Our  patient  did  not  display  any 
evidence  of  a functioning  tumor,  nor  did 
he  have  elevated  5-hydroxyindolacetic 
acid  urinary  levels,  even  though  metastatic 
deposits  in  the  nodes  were  present  at 
thoracotomy. 

Although  these  lesions  are  sometimes 
extremely  small,  the  normal  findings  in  the 
appendix  and  ileum  at  two  laparotomies, 
the  normal  barium  enema,  and  small- 
bowel  series  make  the  abdomen  an  unlikely 
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source  of  the  carcinoid  neoplasm.  The 
bronchial  wall  has  not  been  completely 
excluded  as  the  source  of  the  tumor.  How- 
ever, the  absence  of  pulmonary  signs  and 
symptoms  and  repeated  normal  chest 
roentgenograms  make  this  an  unlikely 
source. 

Evidence  that  primary  esophageal  car- 
cinoid is  rare  is  noted  by  its  absence  in 
many  reviews  of  benign  and  malignant 
lesions  of  the  esophagus,15-17  as  well  as  in 
extensive  reviews  of  carcinoid  tu- 
mor.1-84-1218-21  The  localization  of  the 
tumor  in  the  submucosa  and  the  histologic 
characteristics  fit  well  with  these  descrip- 
tions of  carcinoid  tumor. 

Summary 

A patient  with  a primary  carcinoid  neo- 
plasm of  the  esophagus  has  been  discussed. 
The  obstructing  lesion  was  a tumor  of 
the  esophagus.  There  was  no  evidence  for 
any  functional  activity  of  the  tumor.  The 
presence  of  metastases,  even  though  con- 
fined to  the  regional  lymph  nodes,  con- 
firmed again  the  malignant  nature  of  ex- 
tra-appendiceal carcinoid  tumors. 
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Chlorprothixene  (Taractan)  is  a 
maj'or  tranquilizer  developed  for  the  treat- 
ment of  anxiety,  depression,  and  various 
psychotic  states.  The  reported  side-effects 
are  similar  to  chlorpromazine.  They  in- 
clude hepatic  dysfunction,  extrapyramidal 
syndromes,  convulsions,  drowsiness,  derma- 
titis, and  hematologic  disorders.1  The  fol- 
lowing case  report  demonstrates  the  oc- 
currence of  acute  oliguria  associated  with 
gross  hematuria  after  the  ingestion  of  at 
least  3,000  mg.  of  chlorprothixene  in  one 
dose. 

Case  report 

A thirty-three-year-old  male  cook,  who 
had  been  separated  from  his  wife,  was  ad- 
mitted to  the  Syracuse  Veterans  Adminis- 
tration Hospital  on  January  24,  1967,  at 
1:00  p.m.  in  a comatose  condition.  He  was 
last  seen  by  a member  of  his  family  the 
previous  day  at  7:00  a.m.  Police  officials 
found  the  patient  at  11:30  a.m.  in  an  un- 
conscious state  in  his  parked  car.  Medica- 
tion bottles  issued  by  the  Syracuse  Veterans 
Administration  Hospital  containing  several 
chlorprothixene  tablets  were  scattered 
about  in  tbe  car,  along  with  several  empty 
beer  cans.  The  patient  was  taken  to 
another  hospital,  60  miles  from  Syracuse, 
at  1:00  p.m.  where  he  was  noted  to  be  un- 
responsive, with  a blood  pressure  of 
150/90  mm.  Hg,  regular  pulse  80  per 
minute,  and  respirations  20  to  36  per 
minute. 

The  laboratory  data  included  the  follow- 


ing: white  blood  cells  14,100  per  cubic 

millimeter,  91  per  cent  polymorphonuclear 
leukocytes,  and  hematocrit  48.  Fourteen 
hours  after  admission  a Foley  catheter  was 
inserted  into  the  bladder,  and  500  cc.  of 
clear  urine  were  obtained.  A specific 
gravity  of  1.005  and  proteinuria  of  2 plus 
were  recorded,  and  a few  uric  acid  crystals 
were  noted  in  the  sediment.  Total  urine 
output  for  the  first  twenty-four  hours  of 
hospitalization  was  1,300  cc.  During  these 
twenty-four  hours  the  patient  experienced 
five  generalized  seizures.  He  was  treated 
with  a total  of  400  mg.  of  intramuscular 
diphenylhydantoin,  aqueous  penicillin  1.2 
million  units,  and  3,000  cc.  of  isotonic 
intravenous  fluids.  The  blood  pressure 
ranged  between  110  to  160  mm.  Hg  systolic. 
At  the  end  of  one  day’s  stay  in  the  hospital, 
the  patient,  accompanied  by  a nurse,  was 
transferred  by  ambulance  to  the  Syracuse 
Veterans  Administration  Hospital.  En 
route  another  convulsive  seizure  occurred, 
and  grossly  bloody  urine  was  noted  for  the 
first  time  in  the  urinary  drainage  tube. 

The  patient’s  past  medical  history  indi- 
cates that  he  had  been  admitted  to  the 
Syracuse  Veterans  Administration  Hos- 
pital on  four  occasions  from  1962  to  1965 
for  depressive  episodes,  acute  alcoholism, 
and  paranoid  ideation.  He  had  been  ad- 
mitted to  another  hospital  in  1960,  after 
he  had  attempted  suicide  by  slashing  his 
wrists.  A normal  urinalysis  was  recorded 
in  the  Syracuse  Veterans  Administration 
Hospital  in  February,  1965. 

Following  admission  to  this  hospital  on 
January  24,  1967  at  1:00  p.m.,  he  was  un- 
responsive to  deep  pain,  blood  pressure  was 
120/80  mm.  Hg.,  pulse  120  per  minute, 
respirations  32  per  minute,  and  tempera- 
ture 101.2  F.  There  was  no  clinical 

evidence  of  dehydration.  The  skin  was 
warm  and  dry.  The  pupils  were  widely 
dilated  and  reacted  sluggishly  to  light.  The 
fundoscopic  examination  was  noncontrib- 
utory. Tbe  jugular  veins  were  not  dis- 
tended. Scattered  coarse  rhonchi  were 
beard  in  the  chest.  The  heart  was  not  en- 
larged to  palpation  and  revealed  no  mur- 
murs, gallops,  or  thrills.  The  liver  was 
palpated  4 cm.  below  the  right  costal 
margin.  The  bowel  sounds  were  normo- 
active.  No  abdominal  bruits  were  heard. 
The  genitalia  were  normal.  The  rectal 
examination  revealed  a normal  prostrate 


1340  New  York  State  Journal  of  Medicine  / May  15,  1969 


TABLE  I.  Laboratory  data  collected  during  patient's  stay  at  the  Syracuse  Veterans  Administration  Hospital 


Hos- 

pital 

Day 

Intake 

(cc.) 

Output 

(cc.) 

Wt./ 

Kg. 

BUN 

(mg-/ 

100 

ml.) 

Crea- 

tinine 

(mg./100 

ml.) 

SGOT 

scpr 

Serum 

Na 

(mEq./ 

L.) 

Serum 

K 

(mEq./ 

L.) 

Cl 

(mEq./ 

L.) 

CO, 

(mEq./ 

L.) 

Hct. 

Specific 
G ravity 

i 

2.8(H) 

107 

35 

55 

41 

135 

;l  7 

97 

12 

42 

1.010 

2 

1 , 700 

334 

71.8 

42 

60 

39 

129 

4.0 

94 

16.5 

39 

3 

1 ,050 

623 

65 

10  6 

126 

5.2 

90 

16.5 

36 

4 

2,200 

1,056 

88 

13  8 

134 

5.3 

93 

16.5 

36 

5 

2,800 

1,981 

116 

145 

5.3 

105 

16.5 

1.010 

6 

7,000 

3,030 

130 

13.9 

147 

5.6 

109 

16  5 

1.010 

7 

6,430 

4,245 

102 

9.0 

140 

5.3 

107 

19.0 

35 

1.010 

8 

3, 600 

4,250 

67.7 

72 

5.0 

140 

4.9 

105 

21 

36 

1.010 

9 

4,890 

4,555 

65.9 

48 

3.0 

40 

48 

138 

5.1 

102 

23 

1 009 

10 

5,670 

5 , 7(H) 

66  4 

43 

138 

4.2 

1.010 

11 

4,580 

2,350 

66.4 

37 

141 

4.6 

1.003 

12 

4,750 

5 ,000 

66.8 

29 

1.004 

13 

4,020 

4,300 

68.2 

1.006 

14 

4 ,600 

6,393 

68  2 

1.3 

30 

32 

1.009 

15 

5,740 

3,350 

68  0 

1.009 

16 

5,160 

3,225 

68.0 

1.005 

17 

6,400 

5,950 

68  2 

1.005 

18 

16 

19 

20 

1.010 

and  a brown  stool  without  evidence  of 
visible  or  occult  blood.  A small  amount  of 
grossly  bloody  urine  was  noted  in  the  tub- 
ing connected  to  the  Foley  catheter.  No 
peripheral  edema  or  evidence  of  trauma 
were  seen  in  the  extremities.  The  deep 
tendon  reflexes  were  depressed  symmetri- 
cally, and  bilateral  plantar  extensor  reflexes 
were  noted.  Examination  of  the  urine  re- 
vealed a specific  gravity  of  1.010,  2 plus 
proteinuria,  and  numerous  red  and  white 
blood  cells.  No  casts  were  seen.  Other 
laboratory  data  are  depicted  sequentially 
in  Table  I. 

During  the  first  six  hours  of  hospitaliza- 
tion the  total  urinary  output  was  60  cc. 
There  was  no  increase  in  the  urinary  out- 
put following  a rapid  infusion  of  12.5  Gm. 
of  mannitol.  The  systolic  pressure  ranged 
from  140  to  160  mm.  Hg,  and  central 
venous  pressure  measured  by  a catheter  in- 
serted through  the  subclavian  vein  ranged 
from  12  to  18  cm.  of  water.  Intravenous 
fluids  were  restricted  to  1,000  cc.  daily. 

The  patient  experienced  three  generalized 
convulsive  seizures  during  the  first  forty- 
eight  hours  and  was  treated  with  one  dose 
of  sodium  amytal  intravenously,  100  mg. 
of  diphenylhydantoin  intramuscularly 
every  six  hocus,  and  5 cc.  of  paraldehyde 
intramuscularly  every  six  hours.  Although 
his  level  of  consciousness  improved  after 
twenty-four  hours,  he  remained  disoriented 
and  hyperirritable.  On  the  ninth  hospital 
day  he  was  ambulatory. 

Diuresis  began  on  the  fourth  hospital 
day.  The  endogenous  creatinine  clearance 


TABLE  II.  Results  of  spectrofluorometric  analysis 
of  patient's  blood  and  urine  for  chlorprothixene 


Drug  Concentrations 
(Micrograms  per  cubic 

Specimens 

centimeters) 

Urine 

54.3 

Plasma 

5.6 

Serum 

5.4 

Blood 

2.5 

was  found  to  be  32  cc.  per  minute  on  the 
seventh  and  132  cc.  per  minute  on  the 
eleventh  hospital  day.  Gross  hematuria 
cleared  on  the  fifth  hospital  day.  During 
the  period  of  oliguria  the  plasma  osmolality 
was  275  mOsm.  per  kilogram  compared  to 
a urine  osmolality  of  250  mOsm.  per  kilo- 
gram. At  the  time  of  discharge  from  the 
hospital  on  February  15,  1967  the  patient’s 
blood  urea  nitrogen  was  16  mg.  per  100 
ml.  His  urine  specific  gravity  remained 
at  1.010  after  the  first  twelve  hours  of  de- 
hydration. The  phenolsulfonphthalein 
test  showed  11  per  cent  excretion  of  the 
dye  in  the  first  fifteen  minutes  with  a 
fifteen-minute  volume  of  75  cc. 

On  January  25,  1967  twenty-four-hour 
collections  of  urine  and  blood  samples  were 
sent  to  the  Roche  Laboratories.  * Spectro- 
fluorometric and  thin-layer  chromatogra- 
phic analysis  revealed  the  presence  of  the 
drug  and  its  sulfoxide  derivative  in  the  high- 
est concentrations  recorded  by  the  firm’s 
laboratory.  The  data  are  presented  in 
Table  II. 

* Analyses  of  chlorprothixene  were  performed  by  J.  A.  F. 
DeSilva,  Ph.D.,  of  Roche  Laboratories. 
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CHLORPROTHIXENE 

FIGURE  1.  Structural  formulas  for  chlorpromazine 
and  chlorprothixene. 

Comment 

In  chronic  high-dosage  toxicity  trials 
with  the  drug  conducted  by  Roche  Labora- 
tories, oliguria  occurred  in  a single  dog, 
and  nonspecific  histologic  changes  were 
noted  in  rat  kidneys.2  Because  of  these 
unpublished  data,  the  initial  report  by  the 
American  Medical  Association  Council  on 
Drugs  in  1963  cites  anuria  as  a possible  side- 
effect  of  chlorprothixene.3  There  have 
been  many  reports  of  suicidal  and  ac- 
cidental ingestion  of  large  amounts  of 
chlorprothixene.4,5  Somnolence,  coma,  and 
seizures  are  the  most  frequently  mentioned 
manifestations  of  overdosage,  but  renal 
toxicity  has  not  been  previously  reported. 
In  the  absence  of  documented  hypotension, 
we  believe  that  the  single  large  dose  of 
chlorprothixene  was  responsible  for  the 
oliguria  and  hematuria  seen  in  this  patient. 

Little  information  concerning  the  metab- 
olism of  chlorprothixene  in  man  is  avail- 
able. A single  50-mg.  oral  dose  produces  a 
blood  level  of  0.04  mg.  per  cubic  centimeter 
in  eight  hours.  The  half-life  is  seventeen 
to  twenty-four  hours.6  A mean  of  12  per 
cent  of  an  oral  dose  is  excreted  in  the  urine 
mainly  as  a sulfoxide  derivative  in  twenty- 
four  hours.  In  the  stool,  however,  as  much 
as  40  per  cent  of  an  oral  dose  is  excreted  as 
the  sulfoxide  and  less  than  1 per  cent  as 
the  unchanged  drug.7  Nothing  is  known 
about  the  degree  of  protein  binding. 

The  toxicity  of  chlorprothixene  is  similar 
to  that  of  chlorpromazine.  Furthermore, 
it  resembles  chlorpromazine  structurally, 
the  difference  being  the  substitution  of  a 


carbon  atom  for  a nitrogen  atom  in  the 
central  ring  (Fig.  1).  When  given  in  large 
doses,  both  drugs  have  an  antidiuretic 
effect  on  water-loaded  rats.  The  mech- 
anisms of  this  action  may  relate  to  the 
central  stimulation  of  antidiuretic  hormone 
(ADH).8  However,  a diuretic  effect  follow- 
ing the  administration  of  chlorpromazine 
alone  has  been  described,  but  the  mech- 
anism is  again  unclear.9 

Healey,  Harrison,  and  Decker10  reported 
the  potent  uricosuric  effect  of  chlorpro- 
thixene, a property  it  does  not  share  with 
chlorpromazine,  and  suggested  a possible 
inhibition  of  renal  tubular  reabsorption  of 
uric  acid  by  the  drug  or  its  metabolites. 
Acute  oliguria  secondary  to  uric  acid 
nephropathy  is  associated  with  myelopro- 
liferative disorders  and  has  not  been  de- 
scribed as  a complication  associated  with 
overdosages  of  uricosuric  drugs.  To  date 
there  is  no  evidence  to  indicate  that  the 
uricosuric  effect  of  chlorprothixene  is  re- 
lated to  its  renal  toxicity. 


Summary 

Acute  oliguria  and  hematuria  with  sub- 
sequent recovery  is  described  in  a thirty- 
three-year-old  male  who  ingested  at  least 
3,000  mg.  of  chlorprothixene  in  a single 
dose.  The  absorption,  excretion,  metab- 
olism, and  known  renal  effects  of  chlorpro- 
thixene are  described. 

Kincheloe  Air  Force  Base  Hospital 
Kinross,  Michigan  (Dr.  Morgan) 


References 

1.  Welsh,  A.  L.:  The  newer  tranquilizing  drugs,  M. 

Clin.  North  America  48:  459  (1964). 

2.  Pepper,  J.  J.:  Personal  communication,  Roche 

Laboratories,  Nutley,  New  Jersey,  1967. 

3.  Council  on  Drugs:  Evaluation  of  chlorprothixene 

(Taractan),  J.A.M.A.  186:  144  (1963). 

4.  Plumb,  R.  L.,  and  Joseph,  S.  W.:  Ingestion  of  a toxic 

dose  of  chlorprothixene  by  a three-year  old:  Case  report,  J. 

Pediat.  65:  458  (1964). 

5.  Ravn,  J.:  Suicidalforsog  med  chlorprothixen,  Nord. 

Med.  65:  507  (1961);  abstracted,  Psychopharmacol.  Serv. 
Cent.  Bull.  1:  193  (1961). 

6.  Roche  Laboratories  Product  Reference  Manual,  1966, 
p.  146. 

7.  Allgen,  L.  G.:  Elimination  and  metabolism  of  pheno- 

thiazines  and  related  drugs,  Psychopharmacol.  Serv.  Cent. 
Bull.  2:  63  (1962). 

8.  Boris,  A.,  and  Stevenson,  R.  H.:  Effects  of  some 

psychotropic  drugs  upon  urinary  water  output,  Proc.  Soc. 
Exper.  Biol.  & Med.  115:  170  (1964). 

9.  Gaunt,  R.  J.,  Chart,  J.  J.,  and  Renzi,  A.  A.:  Inter- 

actions of  drugs  with  endocrines,  Ann.  Rev.  Pharmacol.  3: 
109  (1963). 

10.  Healey,  L.  A.,  Harrison,  M.,  and  Decker,  J.  L.: 
Uricosuric  effects  of  chlorprothixene,  New  England  J.  Med. 
272:  526  (1965). 


1342  New  York  State  Journal  of  Medicine  / May  15,  1969 


Coronary  Insufficiency 
Due  to  Secondary 
Hyperlipoproteinemia 

YUNG  CHING  CHU,  M.D. 
Lockport,  New  York 
WILLIAM  M.  DOYLE,  M.T.  (A.S.C.P.) 

Lockport,  New  York 
ALBERT  G.  CONNETTE,  M.D. 

Lockport,  New  York 

Supervising  Physician  (Dr.  Chu),  Principal 
Laboratory  Technician  (Mr.  Doyle),  Attending 
Physician  (Dr.  Connette),  Mount  View  Hospital 


Myocardial  infarction  is  the  single 
most  common  cause  of  death  in  the  United 
States  at  the  present  time.  Infarction 
occurs  when  a portion  of  the  heart  muscu- 
lature is  deprived  of  blood  supply,  usually 
as  a consequence  of  generalized  athero- 
sclerosis. The  cause  and  pathogenesis  of 
atherosclerosis  are  not  universally  accepted, 
but  large  amounts  of  lipids,  particularly 
cholesterol  and  its  esters,  are  almost  invari- 
ably identified  in  the  atheroma.  The 
chemical  composition  and  distribution  of 
lipids  within  the  atheroma  closely  parallel 
the  chemical  composition  and  distribution 
of  the  serum  lipids,  suggesting  the  possibil- 
ity that  serum  lipids  are  in  some  way  depos- 
ited or  accumulated  in  the  arterial  walls  to 
create  the  atheroma.  The  striking  role 
which  infiltration  by  lipids  and  cholesterol 
play  in  the  formation  of  occlusive  thrombi 
has  stimulated  studies  on  the  value  of 
measurement  of  serum  lipids  as  prognosti- 
cators of  coronary  artery  disease. 1 

Hyperlipoproteinemia  can  be  categorized 
into  two  major  subdivisions  on  the  basis  of 
etiology.2  Primary  hyperlipoproteinemia 
is  usually  considered  familial,  while  secon- 
dary hyperlipoproteinemia  is  an  expression 
of  altered  metabolism  caused  by  some  rec- 
ognizable disease  such  as  hypothyroidism 
or  nephrotic  syndrome.  Primary  hyperli- 
poproteinemia is  seen  in  patients  who  are 
apparently  homozygous  for  a rare  mutant 


gene  which  regulates  the  activity  of  clearing 
enzyme  or  enzymes.  This  is  the  only  bio- 
chemical defect  currently  recognized. 

Five  types  of  hyperlipoproteinemia  may 
be  distinguished  by  ultracentrifugation, 
electrophoresis,  and  biochemical  analysis. 
Fredrickson,  Levy,  and  Lees2  described 
these  different  types  of  hyperlipoprotein- 
emia in  an  adequate  convenient  method, 
avoiding  the  unhandy  confusing  nomencla- 
ture which  is  so  difficult  in  communication. 

Hyperlipemia  (hyperglyceridemia  severe 
enough  to  cause  lactescene  in  plasma)  is 
easily  recognized  but  sometimes  casually 
disregarded,  either  by  failure  of  the  labora- 
tory to  report  this  phenomenon  or  the  fail- 
ure of  the  physician  to  follow  through 
with  further  studies.  Hyperlipemia  is  a 
characteristic  of  at  least  two  of  the  five 
types  of  hyperlipoproteinemia  described  by 
Fredrickson,  Levy,  and  Lees.2  The  obser- 
vation of  milky  or  lactescent  plasma  or  se- 
rum should  certainly  alert  the  physician  to 
further  studies  of  total  lipids  and  lipid 
components. 

Although  treatment  with  selective  diet 
may  reduce  hyperlipoproteinemia,  various 
pharmacologic  factors  such  as  pancreatic 
lipotropic  factor  (Lipo-K),3-4  nicotinic  acid,® 
and  clofibrate  (Atromid  S)6  can  assist  in  the 
satisfactory  management  of  hyperlipopro- 
teinemia. 

The  purpose  of  this  case  report  is  to 
describe  a case  of  secondary  hyperlipopro- 
teinemia due  to  hypothyrodism  in  a patient 
with  coronary  disease  with  an  inverted  T 
wave  which  reverted  to  normal  with 
recession  of  the  hyperlipoproteinemia. 

Case  report 

The  patient  was  a forty-eight-year-old 
Negro,  male,  single,  and  a factory  worker. 
He  was  admitted  to  this  hospital  with  the 
complaint  of  chest  pains  of  five  hours’  dura- 
tion. The  chest  pain  extended  from  the 
left  side  across  the  back  and  continued 
down  both  arms.  Physical  examination 
disclosed  a well-developed,  well-nourished 
man  complaining  of  pain  in  his  chest.  The 
blood  pressure  was  140/90  mm.  Hg,  pulse 
68,  temperature  98.6  F.,  and  respiration  16. 

Heart  and  lungs  were  unremarkable. 
The  liver  was  palpable  3 fingerbreadths 
below  the  right  costal  margin.  The  re- 
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FIGURE  1.  Normal  electrocardiogram,  April  3, 
1967.  Regular  sinus  rhythm,  rate  83,  PR  0.14 
second,  QRS  0.06  second,  QT  0.38  second.  Mean 
frontal  plane  axis  about  50  degrees. 


mainder  of  the  physical  examination  was 
within  normal  limits.  The  patient  did  not 
smoke  and  indulged  in  only  a small  amount 
of  social  drinking.  Two  years  prior  to 
admission  the  patient  had  had  a peptic 
ulcer.  Family  history  revealed  no  chronic 
or  inherited  diseases.  A tentative  diag- 
nosis of  myocardial  infarction,  spontaneous 
pneumothorax,  or  possible  liver  disease  was 
made. 

Hospital  course:  The  initial  blood 

sample  showed  the  serum  to  be  lactescent. 
Total  lipids  were  1536  mg.,  triglycerides  451 
mg.,  phospholipids  568  mg.,  and  total 
cholesterol  357  mg.  per  100  ml.  Thyroxine 
by  column  chromatography  was  ordered 
but  had  to  be  sent  to  a reference  laboratory. 
The  fasting  blood  sugar,  blood  urea  nitro- 
gen, and  urinalysis  gave  normal  results. 
The  leukocyte  and  differential  counts  were 
within  normal  limits.  The  serum  glutamic 
oxaloacetic  transaminase  was  1,040  sigma 
units,  lactic  dehydrogenase  725  sigma  units, 
alpha-hydroxybutyric  dehydrogenase  5 sig- 
ma units,  and  creatine  phosphokinase  11 
sigma  units.  Twenty-four  hours  later  the 
serum  glutamic  oxaloacetic  transaminase 
had  dropped  to  110  units  and  the  alpha- 
hydroxybutyric  dehydrogenase  increased  to 
105  units,  while  the  creatine  phosphokinase 
remained  in  the  normal  range  and  was 
reported  as  2 units.  A sulfobromophtha- 
lein  sodium  determination  showed  38  per 
cent  dye  retention  at  forty-five  minutes. 
Alkaline  phosphatase  was  within  normal 
limits.  Protein  electrophoresis  showed  in- 
creased alpha  globulin  with  a normal 
albumin-globulin  ratio.  Lipoprotein  elec- 
trophoresis was  unsatisfactory  because  of 
technical  procedure. 

The  initial  electrocardiogram  showed 
normal  findings  (Fig.  1).  Repeat  electro- 


FIGURE  2.  Electrocardiogram,  April  4,  1967. 

Regular  sinus  rhythm,  rate  62,  PR  0.14  second. 
Mean  frontal  plane  axis  about  55  degrees.  In- 
verted T waves  in  Vi,  V2,  V3,  V4,  and  aVi.  These 
changes  consistent  with  epicardial  injury  of  an- 
teroseptal  wall. 
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FIGURE  3.  Electrocardiogram  back  to  normal, 
April  15,  1967.  Regular  sinus  rhythm,  rate  75,  PR 
0.14  second,  QRS  0.6  second,  QT  0.36  second. 
Mean  frontal  plane  axis  about  25  degrees.  T 
waves  upright  in  Vi,  V2,  V3,  V4,  and  aVi. 


cardiogram  after  twenty-four  hours  showed 
a definite,  inverted  T wave  in  leads  V),  V2, 
V3,  V4,  and  aVi,  which  suggested  an  antero- 
septal  wall  consistent  with  subendocardial 
ischemia  or  infarction  (Fig.  2).  No  pro- 
longation of  the  P-R  interval  or  low  voltage 
of  the  QRS  complexes  was  noted.  X-ray 
film  of  the  chest  showed  negative  results, 
and  the  heart  was  of  normal  size.  Tuber- 
culin skin  test  with  old  tuberculin  1 : 1000 
and  1 : 100  showed  negative  results. 

The  patient  was  given  pancreatic  lipo- 
tropic factor  2 cc.  (2.4  mg.)  intramuscularly 
three  times  daily.  At  thirty-six  hours  after 
admission,  the  blood  serum  was  no  longer 
lactescent.  Because  of  the  past  history  of 
peptic  ulcer,  anticoagulant  treatment  was 
contraindicated.  Symptomatic  treatment 
and  bed  rest  were  prescribed  plus  pancreatic 
lipotropic  factor  2 cc.  (2.4  mg.)  intramus- 
cularly four  times  daily  until  seventeen 
days  after  admission. 

On  repeat  electrocardiogram  eleven  days 
later,  it  was  noted  that  the  T waves  in  V,, 
V2,  V3,  V4,  and  aVi  returned  to  an  upright 
position  and  were  essentially  normal  (Fig. 
3).  A fourth  electrocardiogram  taken  sev- 
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enteen  days  after  admission  also  showed 
normal  findings. 

The  thyroxine  result  by  column  chroma- 
tography was  1.3  micrograms  per  100  ml.  as 
iodine  (normal  values  2.9  to  6.4  micrograms 
l>er  100  ml.  was  reported  nine  days  after 
the  patient’s  admission.  This  test  was 
performed  in  another  laboratory.  The 
low  value,  1.3  micrograms  per  100  ml.,  indi- 
cated the  patient’s  hyperlipoproteinemia  as 
probably  due  to  hypothyroidism.  Other 
thyroid  studies  indicated  low  normal  limits, 
and  thyroid  extract  was  added  to  the 
therapeutic  regimen. 

Twelve  days  after  admission,  */<  grain  of 
thyroid  extract  was  given  daily  with  a 
gradual  increase  to  l/2  grain  twice  daily. 
The  serum  glutamic  oxaloacetic  transamin- 
ase was  30  units,  alpha-hydroxybutyric 
dehydrogenase  70  units,  creatine  phospho- 
kinase  7 units,  and  the  lactic  dehydrogenase 
300  units. 

The  blood  sugar  remained  in  the  normal 
range  during  the  course  of  hospitalization. 
The  sulfobromophthalein  sodium  test  re- 
peated on  the  eighteenth  day  of  hospitaliza- 
tion showed  8 per  cent  dye  retention  at 
forty-five  minutes. 

On  the  twelfth  day  after  admission  with 
daily  treatment  with  pancreatic  lipotropic 
factor,  the  total  lipids  were  870  mg.,  tri- 
glycerides 113  mg.,  phospholipids  296  mg., 
and  total  cholesterol  318  mg.  per  100  ml., 
all  of  which  are  within  the  normal  range. 
After  the  fourth  week  of  admission  the  total 
cholesterol  level  dropped  to  206  mg.  per  100 
ml.,  which  could  be  related  to  thyroid  ex- 
tract medication. 

Comment 

Numerous  hypotheses  regarding  the 
causes  of  arteriosclerosis  relate  its  origin  to 
a disturbance  in  lipid  metabolism.  The- 
ories of  the  cause  of  arteriosclerosis  may  be 
divided  among  those  who  postulate  the 
primary  change  to  be  in  the  artery  and 
those  who  insist  the  primary  change  is  in 
the  plasma.7  Lipids  have  claimed  the 
attention  of  investigators  more  than  any 
other  component  of  plasma.  Four  groups 
of  lipoprotein  are  indicated  in  the  cause  of 
coronary  atheroma:  (1)  the  chylomicrons, 

(2)  the  low-density  lipoproteins,  (3)  the 
high-density  alpha-lipoproteins,  and  (4)  the 
fatty  acids.  The  role  of  cholesterol  is 


probably  related  to  the  lipoproteins  with 
which  it  is  associated.8  ® Hypothyroidism 
is  probably  the  most  common  disease  in 
which  hyperlipoproteinemia  is  a secondary 
manifestation.  Myxedema  can  be  accom- 
panied by  large  increases  in  beta-lipopro- 
tein concentrations. 

The  association  of  angina  pectoris  with 
myxedema  was  noted  by  Zondek.10  The 
literature  on  the  association  between  angina 
pectoris  and  myxedema  is  scant.  More 
frequently,  the  angina  pectoris  appears  only 
after  the  institution  of  thyroid  therapy  and 
the  elevation  of  the  basal  metabolic  rate. 

Andrus11  reported  that  myxedema  coro- 
nary artery  disease  occurred  more  fre- 
quently in  the  female  than  in  the  male  and 
that  coronary  thrombosis  in  myxedema  is 
not  expected.  Nikkila  and  Karlsson 12  found 
no  difference  in  the  thyroid  status  between 
a “coronary”  and  “noncoronary”  group  of 
patients,  but  in  patients  with  myxedema, 
coronary  artery  disease  was  reported  as 
more  frequently  in  the  female  than  in  the 
male.  Myxedema  has  its  highest  incidence 
at  the  age  when  atherosclerosis  is  most 
common.  Its  symptoms  are  usually  rever- 
sible with  thyroid  therapy. 

It  is  generally  believed  that  atherosclero- 
sis develops  earlier  and  with  greater  fre- 
quency and  intensity  in  cases  of  myxedema 
than  in  other  diseases  which  have  been  re- 
lated to  altered  lipid  metabolism. 

In  the  diagnosis  of  myxedema,  serum 
cholesterol  is  usually  above  350  mg.  per 
100  ml.,  but  this  is  not  a reliable  diagnostic 
index  of  hypothyroidism. 10  However,  lipid 
patterns  differ  in  coronary  artery  disease 
and  hypothyroidism;  the  serum  cholesterol 
is  usually  elevated  in  hypothyroidism 
with  relatively  normal  triglyceride  levels, 
whereas  in  coronary  disease  abnormal  ele- 
vations of  triglycerides  occur  more  com- 
monly than  increases  in  cholesterol.13 

Liver  enlargement  in  this  patient  was 
probably  due  to  secondary  hyperlipopro- 
teinemia, and  the  excessive  fatty  deposits 
in  the  liver  caused  poor  function  of  this 
organ.  With  the  control  of  hyperlipopro- 
teinemia, the  accumulation  of  the  fatty 
deposits  in  the  liver  and  plasma  were 
greatly  reduced,  and  the  liver  became  a 
clearing  factor,  eliminating  the  disturbances 
of  lipid  metabolism.  Consequently,  three 
weeks  following  hospitalization,  the  sulfo- 
bromophthalein sodium  test  result  dropped 
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from  38  per  cent  to  8 per  cent  dye  retention 
at  forty-five  minutes. 

The  frequency,  severity,  and  precocity  of 
coronary  atherosclerosis  in  disease  associa- 
ted with  hyperlipoproteinemia  add  consid- 
erable support  to  the  lipid  theory  of  ath- 
erosclerosis. In  hypercholesterolemic  pa- 
tients, there  is  a remarkably  high  incidence 
of  angina  pectoris  and  coronary  occlusion 
at  an  early  age  because  of  severe  coronary 
atherosclerosis. 14  Fredrickson,  Levy,  and 
Lees2  found  lack  of  evidence  of  accelerated 
coronary  artery  disease  in  a study  of  35 
patients  with  familial  type  I hyperlipopro- 
teinemia. 

In  this  patient  there  was  no  elevation  of 
the  alpha-hydroxybutyric  dehydrogenase 
and  creatine  phosphokinase  which  are  more 
specific  of  the  enzymes  for  heart  muscle. 
The  increase  in  lactic  dehydrogenase  and 
serum  glutamic  oxaloacetic  transaminase  is 
attributed  to  liver  disease,  most  probably  in 
this  case  excess  fat  in  the  liver  resulting  in 
poor  liver  function. 

Conclusion 

Usually  in  hypothyroidism  the  lipid  pat- 
tern shows  increased  cholesterol  with  rela- 
tively normal  triglyceride  levels,  whereas 
in  coronary  disease,  an  abnormal  elevation 
in  triglycerides  occurs  more  commonly. 

This  patient  had  no  clinical  hypothyroid 
symptoms  such  as  cardiac  enlargement  or 
electrocardiographic  abnormalities.  X-ray 
revealed  the  heart  to  be  of  normal  size. 
There  were  no  clinical  evidences  of  heart 
failure. 

In  this  patient  the  electrocardiogram  on 
the  twelfth  day  of  hospitalization  showed  a 
return  to  a normal  pattern,  and  the  inverted 
T wave  had  returned  to  an  upright  position. 
During  these  first  twelve  days  the  patient 
was  not  treated  with  thyroid  extract. 
Management  was  conservative,  with  only 
pancreatic  lipotropic  factor  being  adminis- 
tered. The  administration  of  x/4  grain  of 
thyroid  extract  given  on  the  twelfth  day 
after  admission  could  scarcely  be  respon- 
sible for  the  reversion  of  the  T wave  in  the 
electrocardiograph  taken  a day  later  (Fig. 
3).  There  was  no  prolongation  of  the  P-R 
interval,  and  a normal  heart  rate  was  indi- 
cated on  all  three  electrocardiograms. 

With  the  control  of  hyperlipoproteine- 


mia, the  lowering  of  lipids,  and  the  return 
to  normal  of  the  third  and  fourth  electro- 
cardiograms, we  made  a diagnosis  of  secon- 
dary hyperlipoproteinemia.  In  addition, 
we  believe  this  patient  has  atherosclerosis 
secondary  to  hypothyroidism.  We  cannot 
cure  the  atherosclerosis,  but  we  can  prevent 
a further  progression  of  this  condition  and 
possible  future  complications. 

It  is  currently  held  that  lipotropic  agents 
are  ineffective  in  the  prevention  and  man- 
agement of  hypercholesteremia  or  coronary 
atherosclerosis. 10 

It  is  our  opinion  that  the  pancreatic  lipo- 
tropic factor  can  aid  in  the  management 
of  hyperlipoproteinemia,  and  in  the  case 
of  this  particular  patient,  this  substance 
will  be  maintained  until  thyroid  replace- 
ment treatment  is  effective.3  4 

The  patient  was  discharged  on  1/2  grain 
thyroid  extract  twice  daily,  plus  pancreatic 
lipotropic  factor  1.2  mg.  orally,  four  times 
daily  under  the  care  of  his  personal  physi- 
cian. 
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T he  increasing  emphasis  on  compre- 
hensive care  within  the  past  decade  has 
resulted  in  a challenge  to  develop  new  con- 
cepts in  medical  education.1  This  is  par- 
ticularly true  of  rotating  and  mixed  intern- 
ships where  a separation  of  disciplines  and 
a lack  of  comprehensiveness  frequently 
exist.  Many  currently  offered  intern  pro- 
grams have  been  criticized  for  neglecting 
the  concept  of  a planned  curriculum.  It  is 
important,  therefore,  when  planning  pro- 
longed specialty  training,  to  integrate  the 
first  postgraduate  year  with  the  future  in- 
terests of  the  intern.2  The  development 
of  the  straight  internship  has  been  a step 
in  this  direction.  To  develop  basic  medi- 
cal disciplines  during  surgical  specialty 
training,  however,  a period  of  experience 
on  a medical  service  seems  essential.  The 
latter  is  not  available  except  in  mixed  or 
rotating  programs,  and  a full  twelve-month 
exposure  to  internal  medicine  is  rarely  an 
acceptable  alternative  for  a young  surgeon. 

The  inherent  surgical  nature  of  our 
hospital,  as  will  be  stated  later,  combined 
with  the  recognition  of  the  need  to  co- 
ordinate the  goals  and  motivations  of  the 
young  graduate,  suggested  that  an  experi- 
ment attempting  to  combine  a medical- 
surgical  year  might  have  broad  applica- 
tions in  new  surgical  training  programs.3 
A plan  was  developed  in  which  interns 
were  assigned  patients  by  geographic  lo- 


cation so  that  both  medical  and  surgical 
patients  were  included  in  their  daily  case 
load.  The  concept  that  people  were  ad- 
mitted to  a hospital  because  of  a disease 
or  an  abnormal  process  was  emphasized. 
Too  often  the  label  of  a specific  service 
narrows  the  approach  of  the  intern  and 
prevents  comprehensive  patterns  of  care. 
In  addition,  it  was  felt  that  greater  inter- 
disciplinary cooperation  might  result  in  an 
expanded  experience  for  the  intern  as  well 
as  improved  care  of  medical  problems  on 
the  surgical  service  and  surgical  problems 
on  the  medical  service. 

The  basic  understanding  of  details  of 
pre-  and  postoperative  care,  the  therapy  of 
electrolyte  abnormalities  and  fluid  balance, 
and  the  management  of  patients  in  the 
intensive  care  unit  were  considered  ex- 
amples of  problems  lending  themselves  to 
the  development  of  a cooperative  educa- 
tional pattern  in  a small,  intimate  hospital. 
In  this  first  year  basic  surgical  and  medical 
concepts  of  care  were  to  be  stressed,  de- 
creasing emphasis  on  surgical  technics 
which  were  to  be  more  intensively  ex- 
perienced on  the  resident  level. 

Although  the  design  of  the  plan  seemed 
to  have  merit,  the  program  was  abandoned 
after  a two  and  a half-month  trial  because 
of  an  inability  to  coordinate  the  needs  of 
the  two  services  with  a learning  experience 
for  the  interns.  The  design  of  this  com- 
bined program  is  reported,  and  the  proba- 
ble reasons  for  its  failure  are  described. 

Details  of  program 

The  Hospital  for  Joint  Diseases  is  a 
330-bed  hospital  emphasizing  orthopedics. 
Seventy-five  beds  are  assigned  to  medicine 
and  pediatrics,  75  beds  to  general  surgery 
and  its  subspecialties,  and  the  remainder 
of  the  beds  to  orthopedics. 

With  the  beginning  of  Medicare  and 
Medicaid  funding,  the  large  wards  were 
discontinued,  and  semiprivate  and  private 
rooms  were  made  available  throughout 
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Time 

Monday 

Tuesday 

Wednesday  Thursday 

Friday 

8:00-9:00 

X-ray 

Grand 

Conference 

Surgical 

8:30-9:30 

Conference 

(4th  Tuesday) 

9:00-10:00 

Surgical  Resident  and  Intern  Rounds 

10:00-11:00 

Medical  Resident  and  Intern  Rounds 

11:00-12:00 

Grand  Medical 

Conference 

12:00-1:00 

1:30  3:00 

Medical  Attending  Rounds 

3:00-4:00 

Weekly  Surgical 

Journal  Club 

Medical- 

House  Staff 

(monthly) 

Surgical 

Conference 

Seminar 

4:00-6:00 

Surgical  Attending  Rounds 

FIGURE  I.  Intern  calendar. 


the  entire  institution.  Patients  admitted 
through  the  clinic  and  emergency  room 
were  assigned  to  two  floors  where  the  teach- 
ing services  have  primary  responsibility. 
Medical  or  surgical  patients  were  ad- 
mitted to  the  remaining  hospital  floors  by 
their  private  physician.  The  pediatric 
department  was  separately  located.  All 
patients  were  actively  utilized  in  the  teach- 
ing programs. 

Six  interns  are  accepted  by  the  hospital 
each  year,  almost  all  of  whom  plan  to  con- 
tinue in  an  orthopedic  residency.  When 
the  program  was  begun,  each  intern  was 
assigned  to  a geographic  area  related  to 
the  anticipated  number  of  admissions  but 
designed  to  provide  coverage  for  all  medi- 
cal and  surgical  patients  excluding  ortho- 
pedic patients.  These  did  not  partici- 
pate in  this  experiment.  Each  intern 
was  instructed  to  maintain  a maximum 
assignment  of  about  25  patients.  If  more 
than  that  number  were  admitted  to  the 
geographic  area  for  which  he  was  responsi- 
ble, the  medical  or  surgical  resident  was 
to  assume  some  of  the  intern’s  responsi- 
bilities, particularly  with  respect  to  more 
convalescent  patients. 

A calendar  of  daily  rounds  was  pub- 
lished as  well  as  those  conferences  on  both 
medicine  and  surgery  which  the  interns 
were  to  attend  (Fig.  1).  Because  interns 
were  expected  to  participate  in  the  rounds 
and  conferences  of  both  programs,  es- 
pecially when  their  patients  were  to  be 
presented,  schedules  were  carefully  pre- 
pared to  avoid  any  conflicts. 


For  four  weeks  the  interns  were  indoctri- 
nated in  detail  with  the  proposed  goals 
and  aims  of  the  plan.  It  was  stressed  that 
histories  and  physical  examinations  per- 
formed by  interns  on  surgical  patients 
were  to  be  as  complete  as  they  were  on 
medical  patients.  Thus,  after  a careful 
examination  by  the  intern  of  either  a 
medically  or  surgically  admitted  patient, 
the  respective  resident  of  that  service  was 
notified,  and  together  they  were  to  develop 
recommendations  for  work-up  and  therapy. 
Study  and  treatment  of  private  patients 
were  to  be  arranged  with  the  approval  of 
the  attending  physician.  In  the  event 
that  a medical  patient  had  a surgical 
problem,  the  surgical  resident  was  also  to 
be  notified  without  a formal  consultation. 
The  reverse  was  also  true.  It  was  antici- 
pated that  in  creating  this  concept  not  only 
could  greater  communication  take  place 
between  the  medical  and  surgical  services 
and  their  subspecialties,  but  also  that  clini- 
cal problems  would  be  explored  in  greater 
depth  by  both  teaching  programs. 

Development  of  conflicts 

Very  early,  a series  of  problems  de- 
veloped in  providing  the  basic  needs  of  the 
medical  and  surgical  services.  In  a surgi- 
cally oriented  institution,  a tendency  for 
the  interns  to  obey  surgical  staff  to  the 
neglect  of  medical  patients  took  place. 
The  latter  occurred  partly  because  interns 
were  assigned  to  assist  at  surgery  too  fre- 
quently. Despite  limitations  outlining  a 
need  to  relate  surgical  scrubs  to  clinical 
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rather  than  technical  experience,  interns 
were  often  assigned  patients  from  their 
floors  for  expediency  hy  the  chief  resident. 
This  resulted  in  instances  when  t lie  floors 
were  almost  completely  depleted  of  avail- 
able interns.  Finally,  it  was  pointed  out 
that  during  critical  or  emergency  situations 
if  a very  sick  patient  required  intern  treat- 
ment on  the  floors,  scrubbing  for  that  in- 
tern would  have  to  be  delayed  or  omitted. 
At  times,  however,  this  too  was  ignored. 

Detailed  discussions  revealed  that  re- 
sistance on  the  part  of  the  house  staff 
was  based  on  the  novelty  of  the  program 
and  awareness  that  surgical  scrubs  would 
be  decreased.  Other  bases  for  conflict 
were  also  noted.  The  sudden  recognition 
by  residents  that  there  were  now  twice  as 
many  interns  assigned  to  them  resulted  in 
frequent  orders  to  perform  spinal  taps, 
venous  pressures,  dressing  changes,  and 
other  menial  tasks  that  first-year  residents 
had  ordinarily  cooperated  in  carrying  out. 
Interns  were  also  asked  to  make  rounds 
on  surgical  patients  to  whom  they  were 
not  assigned,  neglecting  medical  aspects 
of  care.  As  a result,  the  intern  burden 
became  one  which  was  not  conducive  to  a 
learning  experience.  In  addition,  it  was 
often  inconvenient  for  attending  physi- 
cians and  surgeons  to  make  rounds  during 
the  periods  scheduled  in  the  prepared 
calendar.  As  a result  of  the  latter,  re- 
emphasis of  the  need  for  coordination  of 
medical  and  surgical  rounds  and  con- 
ferences was  continuously  required  to 
maintain  an  equitable  distribution  of  the 
intern’s  time.  Repeated  meetings  were 
held  to  discuss  in  detail  when  and  where 
the  interns  would  be  available.  Despite 
this,  no  real  improvement  occurred.  The 
combination  of  all  the  factors  mentioned 
in  a climate  in  which  change  did  not  seem 
forthcoming  led  to  the  abandonment  of 
the  program. 

Comment 

The  need  for  new  patterns  of  training  in 
which  a team  approach  to  comprehensive 
patient  care  is  stressed  suggests  that 
analysis  of  both  unsuccessful  and  successful 
inhospital  educational  programs  is  manda- 
datory.4  Therefore,  the  concept  of  a 
twelve-month,  combined  medical-surgical 
internship  under  certain  circumstances 


continues  to  deserve  study.  The  lessons 
from  our  lack  of  success  revolve  around  a 
number  of  basic  elements  inherent  in  the 
programs  of  internal  medicine  and  surgery. 
Resident  advancement  to  higher  levels 
involving  more  sophisticated  subspecialties 
tends  to  produce  a status  consciousness 
which  relegates  the  service  needs  of  pa- 
tients from  the  resident  to  the  intern  level. 
When  residents  of  different  services  require 
the  aid  of  the  same  intern,  a proper  per- 
spective must  be  prearranged  if  inter- 
disciplinary cooperation  can  be  expanded 
into  a learning  experience.  This,  in  turn, 
requires  a comprehensive  understanding  of 
the  goals  of  the  program  by  all  of  the  mem- 
bers of  the  respective  services  and  the 
complete  cooperation  of  the  chiefs  of  ser- 
vice. It  requires,  in  addition,  one  in- 
dividual to  whom  authority  can  be  desig- 
nated across  service  barriers  so  that  inter- 
service conflicts  may  be  resolved  without 
antagonism  or  the  need  for  long,  time- 
wasting  discussions. 

The  interdisciplinary  areas  occurring 
in  both  medicine  and  surgery  are  easily 
understood  on  an  intellectual  level  during 
prearrangement  preparations  for  such  a 
program.  Habits,  however,  are  not  so 
easily  broken,  and  one  of  the  principal 
reasons  for  failure  was  the  need  for  recog- 
nizing the  requirements  of  the  opposite 
service  and  learning  to  rearrange  old- 
fashioned  patterns.  The  menial  tasks 
mentioned  could  have  been  accomplished 
easily  with  an  interservice,  cooperative 
effort. 

Instead,  residents  and  attending  physi- 
cians tended  to  vie  for  a greater  por- 
tion of  the  intern’s  time,  resulting  in  an 
unbalanced  work  schedule.  Finally,  since 
most  of  the  interns  were  surgically  oriented, 
it  was  natural  for  medical  needs  to  be 
overlooked. 

It  became  apparent  that  a period  of  a 
one-month  indoctrination  was  insufficient 
to  lay  the  groundwork  for  such  a new  con- 
cept. A minimum  of  a year  of  careful 
preparation  along  with  detailed  agreement 
by  the  chiefs  of  service  of  the  exact  goals  of 
the  program  combined  with  a real  desire 
to  make  the  program  work  would  appear 
to  be  required  for  success. 

Recognition  of  the  goals  of  the  intern 
should  not  be  minimized.5  The  surgically 
oriented  or  medically  oriented  intern  has 
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often  planned  his  future  by  the  time  he 
first  crosses  the  hospital  threshold.  In 
too  many  programs  this  vision  may  be- 
come tunnelled  within  a relatively  short 
period  of  time.  Although  medical  school 
curricula  may  require  greater  challenges 
of  the  student  in  the  future,  broadening 
his  concepts  so  as  to  be  able  to  interpret 
knowledge  from  different  disciplines  at  an 
early  hospital  training  level,  there  still 
remain  too  many  young  men  with  a naivete 
that  requires  direction,  supervision,  and 
depth  of  purpose.6-8  To  this  end  an  inte- 
grated program  will  depend  on  the  degree 
of  stimulation  that  can  be  developed  across 
specialized  divisions  of  care.  Its  success 
will  also  be  related  to  the  degree  to  which 
experiences  from  different  disciplines  can  be 
coordinated  into  basic  scientific  concepts 


and  adapted  to  the  long-range  goals  of  the 
intern. 

1919  Madison  Avenue 
New  York,  New  York  10035 
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; 


FIGURE  1.  Columbia  College,  engraved  by  Tiebout 
after  A.  Anderson  (1790).1  Courtesy  of  the  New 
York  Historical  Society,  New  York. 


On  May  16,  1769,  the  first  commence- 
ment of  the  new  King’s  College  Medical 
School,  later  Columbia  College  (Fig.  1) 
and  the  direct  ancestor  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
was  held.1  A distinguished  audience  was 
assembled  in  the  pews  of  Trinity  Church 
for  this  occasion,  including  the  College 
faculty,  former  graduates  in  the  arts,  the 
governors  of  the  College,  Gov.  Sir  Henry 
Moore,  Bart.,  members  of  His  Majesty’s 
Council,  and  other  military  and  civilian 
dignitaries.  The  church  is  shown  in  Fig- 
ure 2. 2 

Robert  Tucker  and  Samuel  Kissam  were 
the  two  candidates  for  the  degree  of 
bachelor  of  medicine.  They  each  had  com- 
pleted an  apprenticeship  to  an  established 
practitioner  before  beginning  study  in 
November,  1767,  when  King’s  College 
Medical  School  had  officially  opened.  In- 
struction had  been  given  by  a distinguished 
faculty  of  six,  all  graduates  of  British 
medical  schools:  Samuel  Clossy,  M.D., 

professor  of  anatomy;  Peter  Middleton, 
M.D.,  professor  of  physiology  and  pa- 
thology; John  Jones,  M.D.,  professor  of 
surgery,  who  was  the  foremost  surgeon  in 
the  colonies  and  wrote  the  first  American 
treatise  on  surgery;  James  Smith,  M.D., 
professor  of  chemistry;  John  V.  B.  Ten- 
nant, M.D.,  professor  of  materia  medica 


TRINITY  CHURCH  AS  ENLARGE!*. 


rrsr 

FIGURE  2.  Trinity  Church,  New  York  (1790).2 
Courtesy  of  the  New  York  Historical  Society,  New 
York. 

and  midwifery;  and  the  outstanding  phy- 
sician of  the  era,  Samuel  Bard,  M.D.,  pro- 


May  15,  1969  / New  York  State  Journal  of  Medicine  1351 


FIGURE  3.  Samuel  Bard,  M.D.,  printed  by  A. 
Paul,  1822.  King’s  College  in  background. 


fessor  of  the  theory  and  practice  of  physic 
(Fig.  3).  To  the  College  of  Philadelphia 
Medical  School  goes  the  credit  of  conferring 
the  first  bachelor  of  medicine  degree  in 
1768,  although  there  is  doubt  whether  or 
not  this  modest  system  of  instruction 
founded  in  1765  really  met  the  usual 
standards  for  a medical  school  of  the 
times.3 

Ceremony 

The  weekly  issue  of  The  New  York 
Mercury  described  the  commencement  cere- 
monies as  follows: 

On  Tuesday  last  our  annual  COMMENCE- 
MENT was  held  in  this  City.  The  Proces- 
sion, which  was  larger  and  more  solemn  than 
usual,  began  to  move  at  10  o’clock,  from 
KING’S  COLLEGE  to  TRINITY 
CHURCH.  . . 

The  COMMENCEMENT  was  opened  by 
Dr.  [Myles]  COOPER  with  Prayers:  After 

which  he  introduced  the  Exercises  by  a very 
nervous  and  elegant  Latin  Oration.  The 
Candidates  then  proceeded  in  the  following 
Order. 

SALUTATORY  ORATION,  Latin,  by  Mr. 
NICOLL.  ON  BENEVOLENCE,  English, 
by  Mr.  VARDILL.  DE  IMITATIONE, 
by  Mr.  COOPER.  On  the  EMPLOYMENT 
of  TIME,  by  Mr.  BEEKMAN.  De  Utilitate 
Artium  et  Scientiarum,  by  Mr.  BARCLAY. 
MEDICAL  DISSERTATION,  by  Mr. 
Tucker.  Do.  by  Mr.  Kissam. 

The  President  then  conferred  the  following 


DEGREES.  CALEB  COOPER,  A.B. 
ROBERT  TUCKER,  M.B.,  SAMUEL 
KISSAM,  M.B. 

Immediately  before  the  Time  of  conferring 
Degrees,  the  PRESIDENT  left  his  Seat,  and 
was  succeeded  by  SAMUEL  BARD,  M.D., 
who  delivered  a most  animated  Speech,  con- 
taining Advice  to  the  Gentlemen  who  were 
to  be  graduated  in  MEDICINE:  At  the 

Conclusion  of  which  he  took  Occasion  to 
urge,  with  great  Pathos  and  Strength  of 
Argument,  the  Necessity  of  establishing  a 
regular  HOSPITAL  in  this  CITY,  for  the 
Reception  of  the  poor  Sick;  and  set  the 
Advantages  resulting  from  such  an  INSTI- 
TUTION, in  the  most  striking  Point  of 
Light.  . . 

N.  B.  Messrs.  TUCKER  and  KISSAM, 
are  the  first  Gentlemen  who  have  been 
graduated  in  PHYSIC  at  this  COLLEGE. 
Then-  extensive  Knowledge  in  that  Branch  of 
Science,  uncovered  in  their  Dissertations,  and 
the  very  critical,  public  Examinations  which 
they  underwent,  previous  to  the  COM- 
MENCEMENT did  much  Honour  to  their 
own  Abilities  as  well  as  to  the  different  Pro- 
fessors in  Medicine,  who  had  the  Care  of  their 
Education;  and  is  an  happy  Presage  of  the 
future  Utility  of  the  Institution.4 

This  speech  was  a major  milestone  in 
the  origins  of  New  York  Hospital!  Im- 
mediately after  the  ceremony,  back  in 
King’s  College,  Sir  Henry  Moore  presented 
another  strong  plea  for  establishing  such  a 
hospital  and  took  up  an  on-the-spot  collec- 
tion, raising  nearly  £1,000.  Later  a petition 
signed  by  Dr.  Jones,  Dr.  Middleton,  and 
Dr.  Bard  was  presented  and  approved  by 
Lt.  Gov.  Cadwallader  Colder  and  the 
council.  Governor  Dunmore,  who  had 
succeeded  the  late  Sir  Henry  Moore,  signed 
the  charter  in  the  name  of  George  III, 
June  13,  1771,  creating  the  Society  of  the 
Hospital  of  the  City  of  New  York  in 
America,  subsequently  shortened  to  the 
Society  of  the  New  York  Hospital. 

Appropriately,  Dr.  Bard  was  selected  to 
be  the  first  attending  staff  physician.  Thus 
he  realized  his  long-sought  goal  to  establish 
a hospital  whose  wards,  clinics,  and  operat- 
ing rooms  would  combine  both  the  care  of 
impoverished  patients  with  the  instruction 
of  medical  students.6 

The  candidates  for  bachelor  of  medicine 
had  passed  the  following  stringent  qualifi- 
cations: Each  was  to  be  matriculated  as  in 
the  universities  in  England  and  to  have  a 
degree  in  the  arts,  although  proficiency  in 
Latin  and  natural  philosophy  could  be 
substituted.  The  course  of  study  was 
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normally  three  years  hut  could  he  shortened 
to  two  for  those  candidates  who  had  com- 
pleted a three-year  apprenticeship  to  a 
reputable  practitioner.  The  degree  of 
Doctor  of  Medicine  could  he  subsequently 
conferred  after  one  year  of  additional  study 
if  the  candidate’s  age  exceeded  twenty-two 
years  and  also  if  he  had  published  one 
treatise  on  a medical  subject.8 

The  commencement  address  by  Dr. 
Bard15  decried  the  previous  lack  of  sys- 
tematic medical  instruction: 

That  this  country  has,  ever  since  its  Dis- 
covery and  Settlement,  labored  under  the 
greatest  Disadvantages  from  the  imperfect 
Manner  in  which  Students  have  been  in- 
structed in  the  Principles  of  Medicine  ...  is  a 
Truth  which  cannot  be  contested,  and  of 
which  many  unhappy  Families  have  severely 
felt  the  fatal  Effects.  . .* 

The  candidates  were  exhorted  to  raise  the 
standards  of  medical  ethics  from  the  rather 
low  levels  that  seemed  to  be  prevailing. 

On  no  pretense  whatever,  practice  those 
little  Arts  of  Cunning  and  Dissimulation, 
which  to  the  Scandal  of  the  Profession  have 
been  too  frequent  amongst  us.  . . . Do  not 
pretend  to  Secrets,  Panaceas  and  Nostrums.  . . 
for  if  you  are  possessed  of  any  valuable 
Remedy,  it  is  . . . your  Duty  to  divulge  it, 
that  as  many  as  possible  may  reap  the  Bene- 
fit... . Let  your  prescriptions  be  simple  .... 
And  as  it  is  probable  from  the  Mode  of  Prac- 
tice in  this  Country  that  you  will  not  only  be 
Prescribers,  but  likewise  the  Dispensers  of 
your  Medicines,  let  your  Integrity  be  proof 
against  temptation  of  unnecessarily  multiply- 
ing your  prescriptions,  and  Trust  rather  to  the 
Liberality  of  your  Patients,  than  to  the  quan- 
tity of  your  Physic,  for  your  Reward.6 

Dr.  Bard  urged  the  candidates  to  review 
critically  their  medical  practices  and  con- 
tinuously to  seek  new  knowledge  in  words 
that  have  remained  valid  through  the 
years. 

Do  not  therefore  imagine  that  from  this 
time  your  Studies  are  to  cease;  so  far  from  it, 
you  are  to  be  considered  as  but  just  entering 
upon  them  and  unless  your  whole  lives  are 
one  continuous  Series  of  Application  and 
Improvement,  you  will  fall  short  of  your 
Duty  . . . 

In  a profession  where  the  Object  is  of  so 
great  Importance  as  the  Life  of  a Man,  you 
are  accountable  for  the  Errors  of  Ignorance, 
unless  you  have  embraced  every  oppor- 
tunity of  obtaining  Knowledge  ...  You  must 
spend  your  Days  in  assiduous  Inquiries  . . . 
(or)  fall  short  of  your  Duty  . . . 

Whenever  you  shall  be  so  unhappy  as  to 
fail  in  your  Endeavors  to  relieve,  let  it  be 


your  constant  Aim  to  convert  particular  Mis- 
fortunes into  general  Blessings,  by  carefully 
inspecting  the  Bodies  of  the  Dead,  inquiring 
into  the  Causes  of  Diseases  and  thence 
improving  your  own  Knowledge,  and  making 
further  and  useful  Discoveries  in  the  healing 
Art. 

Samuel  Kissam,  M.D. 

The  best  known  of  the  two  graduates  was 
Samuel  Kissam,  who  was  born  in  Cow 
Neck,  now  Man  basset,  Long  Island,  in 
1745,  the  seventh  child  of  Joseph  Kissam, 
a justice  of  the  peace,  and  Deborah  White- 
head  Kissam.  Samuel  was  known  to  have 
studied  under  the  Rev.  Samuel  Seabury  in 
Hempstead,  Long  Island,  nearby,  but  little 
else  is  known  regarding  his  other  prelimi- 
nary education.  Undoubtedly  he  had  served 
an  apprenticeship,  but  the  name  and  loca- 
tion of  his  medical  mentor  to  whom  he  was 
apprenticed  has  not  survived.7 

After  graduation  Samuel  left  temporarily 
for  Paramaribo  in  Surinam  in  the  Dutch 
West  Indies,  but  apparently  never  re- 
turned. It  is  not  clear  why  he  left  New 
York  where  his  family  was  already  well 
established,  particularly  his  older  brother 
Benjamin  Kissam,  a well-regarded  and 
successful  Manhattan  lawyer  with  whom 
John  Jay  served  his  apprenticeship.  Fur- 
thermore, had  he  stayed,  he  would  have 
had  the  advantage  of  being  among  only  a 
very  few  doctors  of  medicine  (King’s  Col- 
lege actually  conferred  that  degree  only 
twice).  Although  there  were  evidently  a 
number  of  New  Yorkers  in  the  Dutch 
West  Indies  as  a result  of  continuation  of 
the  strong  commercial  ties  between  the 
various  Dutch  maritime  centers,  neverthe- 
less, Samuel  apparently  had  difficulty 
establishing  himself  in  Surinam  and  wrote 
back  to  a close  friend,  John  Jay,  about  his 
difficulties: 

My  Dear  Jay  1769 

My  prospects  I confess  are  not  the  best  nor 
perhaps  the  worst  in  the  world.  I have  al- 
ready some  Business  & my  Friends  are  not 
without  Hopes  of  my  getting  more,  & from 
their  encouragement  I have  a Tollerable  flow 
of  Spirits  in  general.  But  yet  am  not  en- 
tirely free  of  Intervals  of  Dejection. 

I am  Dear  John, 
yours 
Sam1  Kissam8 

Apparently  because  his  practice  was 
slow  in  growing,  his  despondent  spirits 
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continued,  and  he  wrote  Jay  the  following 
year  a similar  letter. 

Paramaribo,  May  31,  1770 
...  I have  very  little  prospects,  my  Dear 
Jay,  of  doing  anything  greatly  to  my  Ad- 
vantage in  this  Country:  unless  some  acci- 

dental Circumstance  should  through  me  in 
fortune’s  way,  I don’t  believe  I shall  continue 
here  very  long.  Should  I quit  this  place 
whither  it  would  be  in  my  Interest  to  return 
to  New  York,  I can  not  tell:  however  I 

strongly  suspect  I shan’t  come  that  way  for 
some  time. 

Sam1  Kissam8 

Samuel  Kissam  was  awarded  the  degree 
of  doctor  of  medicine  in  May,  1771,  the 
second  to  receive  an  M.D.  degree  from 
King’s  College.  For  his  thesis  he  submitted 
a study  of  a South  American  plant:  “The 
Anthelmintic  Quality  of  Phaseolus  Zura- 
tensis  Siligra  Hirsuta  or  ‘Cow-Itch’.”9 
In  this  thesis,  the  first  publication  to  emerge 
from  this  medical  school,  he  described  the 
results  of  some  interesting  pharmacologic 
observations.  He  made  the  assumption 
that  the  earthworm  was  similar  to  those 
worms  that  infest  man.  Using  them  as  a 
laboratory  model,  he  then  applied  an  ex- 
tract of  the  plant  directly  onto  the  worms 
“when  motionless  and  undisturbed.  In 
every  instance,  the  moment  cow-itch 
touched  them,  they  discovered  signs  of 
pain,  by  immediate  and  brisk  agitation, . . . 
(and)  slow  inevitable  death.”  He  at- 
tempted to  localize  its  irritating  effect  by 
an  experiment  on  himself.  By  itself,  when 
applied  to  the  skin,  it  produced  no  irrita- 
tion, nor  was  it  irritating  to  the  skin  when 
mixed  with  molasses;  the  addition  of 
saliva,  however,  regularly  produced  irrita- 
tion. From  these  data  he  concluded  that 
the  irritant  actions  of  the  drug  on  the  worms 
depended  on  mixing  with  the  mucus  of  the 
stomach.  He  also  reported  his  clinical  ex- 
periences with  the  plant  extract,  stressing 
that  it  was  well  tolerated  and  quite  effec- 
tive: “I  am  confident  of  both  its  safety  and 
utility....”  This  study  of  clinical  and 
experimental  pharmacology  in  the  late 
eighteenth  century  has  an  impressively 
modern  flavor  and  deserves  a prominent 
place  in  the  history  of  pharmacology. 

Despite  an  improvement  in  his  practice, 
his  next  letter  to  Jay  still  reflected  a tone 
of  nostalgic  feeling  for  his  New  York 
friends: 


Dear  Jay 

My  prospects,  my  Dear  Jay,  grow  Dayly 
more  flattering  and  give  me  reason  to  hope 
that  a few  years  will  put  a Period  to  the 
Necessity  of  my  Continuance  in  this  Place  . . . 
I feel  much  the  want  of  conversation  of  a few 
who  used  to  constitute  great  part  of  my  hap- 
piness. 

Sam1  Kissam8 

Jay’s  reply  is  the  only  one  that  has  sur- 
vived in  the  Jay-Kissam  correspondence. 

New  York,  Aug.  27,  1771 

Dr.  Kissam, 

I am  glad  to  hear  that  your  Prospects  daily 
open  more  fair  & hope  your  success  will 
shortly  be  adequate  to  your  Merit  .... 
With  respect  to  (my)  Business  I am  as  well 
circumstanced  as  I have  Right  to  expect  .... 
God  Bless  you,  my  Dr.  Sam. 

J.  Jay8 

In  the  next  and  last  letter,  Samuel  wrote 
to  congratulate  Jay  on  his  appointment  to 
the  Continental  Congress  in  a most  interest- 
ing document. 

Surinam,  Oct.  31,  1775 

Dear  Jay 

I was  particularly  happy  my  Dear  Jay 
when  I saw  your  name  in  the  list  of  Delegates 
for  the  Continental  Congress:  not  only  your 

abilities  would  encourage  you  to  the  most 
distinguished  honors;  but  because,  as  I knew 
your  sentiments  were  favorable  to  Liberty 
and  the  Public  Good,  it  convinced  me  that 
the  Spirit  of  Freedom  . . . prevailed  among 
those  who  conferred  on  you  their  Suffrage. 

The  distress’d  Situation  of  America  has 
hitherto  given  me  uneasiness  but  by  the 
almost  divine  conduct  of  your  Congress,  the 
apprehension  of  danger  Begins  to  diminish, 
and  I think  . . . that  Great  Britain  has  pass’d 
the  Meridian  of  her  Glory,  And  why  should 
not  America  (like  the  Phenix)  arise  to  a Great 
Empire  from  the  ashes  of  its  mother.  I have 
no  more  to  say  only  that  I wish  you  health  & 
prosperity. 

Sam1  Kissam8 

After  these  prophetic  comments,  no 
further  information  on  Samuel  Kissam  has 
been  found. 

Robert  Tucker,  M.D. 

The  other  member  of  the  first  graduating 
class,  Robert  Tucker,  received  his  M.D. 
degree  in  May,  1770.  He  was  the  first 
physician  to  be  completely  trained  in 
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America.  There  are  no  further  records  of 
him  remaining. 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue 
and  114th  Street 
New  York,  New  York  10025 
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A detailed  odyssey 

The  convening  of  the  New  York  State  Medi- 
cal Society  February  9 at  the  Americana  coin- 
cided with  New  York  City’s  severest  and  most 
crippling  snowstorm  in  two  decades.  What- 
ever is  memorable  in  programs,  parties,  and 
exhibits,  nature  indelibly  stamped  this  163rd 
annual  convention. 

While  most  physicians  and  exhibitors  were 
comfortably  housed  at  the  convention  site  or 
near  it,  others  had  to  face  the  rigors  of  getting 
into  and  out  of  the  city  that  memorable  Sun- 
day the  snow  zeroed  in.  Readers  who  are 
accustomed  to  the  petty  annoyances  and  frus- 
trations of  car  travel  can  identify  with  the  mis- 
haps and  final  victory  of  one  adventurer  that 
night.  Although  this  non-heroic  odyssey 
was  accomplished  by  a detail  man,  it  was  a 
human  experience  and,  therefore,  crossed  pro- 
fessional fines. 

Let’s  call  the  wanderer  Gromley,  a name  un- 
distinguished in  race,  creed,  color,  or  product  of 
choice. 

Gromley  arrived  at  the  Americana  at  9:15 
Sunday  morning,  three-quarters  of  an  hour 
late.  Although  not  habitually  punctual,  he  is 
capable  of  meeting  special  time  requirements. 
The  roads  at  7:30  a.m.  were  already  slippery 
and  heavy  with  snow.  You  didn’t  have  to 
work  for  the  New  York  City  Sanitation  Depart- 
ment to  recognize  a “snow  emergency.” 

After  a pleasant  day  talking  with  doctors  and 
ogling  the  No-Cal  gal,  Gromley  set  out  for 
home.  He  left  without  benefit  of  the  New 
York  Times  editorial  of  February  11,  but  had 
the  satisfaction  of  seeing  things  for  himself. 
Since  the  West  Side  Drive  was  probably 
blocked  with  drifts,  Gromley  sought  out  the 
New  York  State  Thruway  by  using  the  city’s 
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internal  roads.  Flexible  and  ready  to  adjust, 
he  altered  his  course  ten  times  before  he  reached 
the  Thruway’s  entrance  at  138th  Street  in  The 
Bronx.  He  had  covered  this  part  of  the  jour- 
ney in  about  an  hour.  Although  he  had  seen 
many  stuck  cars,  he  had  not  seen  one  snow 
plow.  It  was  6:00  p.m. 

With  a comfortable  feeling  of  security,  he 
drove  along  Major  Deegan  Boulevard.  This 
sense  of  security  was  only  slightly  sapped  when 
he  remembered  that  his  radio  had  announced 
the  closing  of  the  Thruway.  That  couldn’t  be. 
Present  fortune  concealed  a troublesome  future. 

Good  fortune  turned  her  back  at  Van  Cort- 
land Park.  Two  stuck  trucks  blocked  further 
progress.  Egress  there  put  him  in  an  unknown 
country.  Self-reliance  is  a virtue  but  only 
serviceable  when  you  know  what  you’re  doing. 
Uncertain  and  only  now  lonely,  he  moved  with 
the  crowd.  Later  he  would  remember  that 
safety  is  not  always  found  in  numbers. 

The  crowd  was  slowly  winding  its  way  to 
Broadway,  a viable  artery  to  Yonkers.  The 
driver  didn’t  know  Yonkers  except  what  he 
saw  of  it  from  his  window  on  Major  Deegan 
Boulevard,  but  at  least  it  was  a way.  Some 
goal  is  better  than  none  at  all. 

With  motor  running  he  waited  with  the  rest 
on  the  hill  for  the  trouble  ahead  to  clear  itself. 
Gromley  had  not  given  up  altogether  the  idea 
of  being  his  own  man.  There  could  be  another 
way.  When  a pretty,  young  Riverdale  girl 
assured  him  he  could  beat  all  of  this  by  taking  a 
left  and  getting  on  another  main  artery,  he 
did  not  hesitate.  In  less  than  two  blocks  he 
l'egretted  the  move.  Directly  ahead  and  to  the 
left  cars  were  spinning  their  wheels.  The 
road  to  the  right  was  a dead  end.  Ahead  was 
the  direction  he  was  supposed  to  go;  so,  on  the 

continued  on  page  1358 
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Letters  to  the  Editor 


Obsolescence  of  hospital 

To  the  Editor:  The  recent  years  have  witnessed 

the  development  of  an  interesting  paradox  in 
our  concepts  of  medical  care.  As  hospitals 
have  grown  larger  and  more  complex,  their  pri- 
mary function,  the  care  of  the  sick,  has  been 
progressively  subordinated  to  more  impressive 
and  newsworthy  activities.  Research,  teach- 
ing, and  community  welfare  programs  have  all 
contributed  to  spiraling  hospital  costs  without 
tangible  benefit  to  the  individual  patient.  The 
term  “hospital”  has  gradually  been  denigrated 
and  replaced  by  a hyphenated  designation  end- 
ing in  “medical  center,”  thereby  connoting  a 
sphere  of  variegated  activities. 

The  insatiable  requirements  of  medical  centers 
and  medical  schools  for  teaching  material  has 
led  to  a multiplicity  of  affiliations  with  munici- 
pal and  volunteer  hospitals,  often  with  uni- 
lateral advantages.  Teaching  and  clinical  re- 
search programs  formerly  dependent  on  ward 
patients  now  utilize  semiprivate  patients  and 
even  private  patients  with  the  reluctant  co- 
operation of  their  attending  physicians. 

Concomitant  with  the  growth  of  the  medical 
center  complexes  has  been  the  expansion  of  the 
full-time  concept  in  clinical  departments  as 
well  as  in  laboratories.  Originally  conceived 
as  a progressive  measure  to  improve  standards 
of  education  in  medical  schools,  the  employment 
of  full-time  physicians  is  gaining  acceleration 
in  many  hospitals  because  of  the  availability  of 
large  numbers  of  research-oriented  physicians, 
the  prestigious  status  of  university  or  affiliated 
hospital  positions,  and  the  greatly  augmented 
emoluments  due  to  accessibility  of  public  funds. 

Personalized  care 

The  prestige  and  influence  of  our  neighboring 
medical  centers  has  presented  a temptation  to 
convert  Doctors  Hospital  into  a similar  struc- 
ture. Unfortunately,  to  do  so  would  compel  us 
to  relinquish  a very  valued  commodity — per- 
sonalized medical  care.  This  is  no  idealistic 
illusion.  It  is  a realistic  entity  by  which  we  en- 
deavor to  provide  the  patient  with  the  most 
modern  diagnostic  and  therapeutic  facilities  in 
an  environment  that  insures  privacy  and  dignity 
in  illness. 

We  are  a unique  institution  in  the  sense  that 
our  only  function  is  to  provide  good  medical 
care.  We  have  no  affiliations  with  medical 
schools,  we  have  no  research  grants,  and  we  em- 

Presidential  Address  at  Annual  Meeting  of  Attending  Staff, 
Doctors  Hospital,  New  York  City,  March  20,  1969. 


ploy  no  publicity  agents.  On  the  other  side  of 
the  ledger,  we  do  have  something  that  other 
institutions  lack,  namely,  an  adequate  supply 
of  attractive  and  comfortable  private  rooms 
where  physician  and  patient  may  consult  quietly 
and  where  the  patient  is  protected  from  the 
unavoidable  nosocomial  hazards  of  hospitaliza- 
tion. We  also  have  quiet  corridors,  lobbies  un- 
cluttered by  crowds  of  relatives  waiting  for 
regimented  visiting  hours,  and  the  assurance 
that  a patient  admitted  for  surgery  will  have 
surgery  on  a prescheduled  day  and  not  have  to 
wait  a week  or  longer  as  often  occurs  elsewhere. 

Although  we  are  smaller  in  total  bed  capacity 
than  our  neighboring  medical  centers,  we  have 
far  more  private  beds  than  the  vast  majority 
of  them.  It  is  also  significant  that  our  charges 
to  the  patient  are  lower  because  he  does  not  have 
to  pay  for  services  unrelated  to  his  care.  We 
also  have  a far  greater  degree  of  cooperation  and 
esprit  de  corps  among  the  members  of  the  staff 
because  of  the  absence  of  authoritative  full- 
time chiefs  of  services  and  the  inevitable  in- 
trigues that  accompany  the  maneuvers  of 
hospital  power  politics. 


Comment 

Students  must  be  taught,  medical  problems 
must  be  solved  by  research,  large  numbers  of 
patients  must  have  access  to  hospital  treatment, 
and  medical  centers  must  provide  these  services. 
There  is  also  a very  important  place  in  our 
system  of  medicine  for  institutions  whose  chief 
function  is  to  provide  good  personalized  medical 
care.  This  is  a very  precious  commodity  to 
the  patient  and  his  family.  To  the  hospital  it 
offers  a challenge  to  maintain  the  highest 
standards  in  all  departments  to  achieve  that  ob- 
jective consistently. 

Hippocratic  medicine  is  more  than  two 
thousand  years  old,  and  the  modern  medical 
center  is  only  a few  decades  old.  It  is  possible 
that  many  changes  may  take  place  in  the  future 
and  that  the  medical  centers  may  eventually 
emulate  institutions  like  Doctors  Hospital 
rather  than  vice  versa.  The  concept  of  ward 
patients  has  already  disappeared  and  has  been 
replaced  by  semiprivate  care.  As  patients  be- 
come more  knowledgeable  and  more  insured,  by 
private  or  government  agencies,  they  will 
ultimately  demand  private  care,  and  the  medical 
centers  will  have  to  provide  it. 

Milton  B.  Rosenblatt,  M.D. 
1040  Fifth  Avenue 
New  York,  New  York  10028 
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assumption  that  one  stuck  car  is  better  than 
five  Gromley  drove  in.  He  waited  until  he 
realized  for  the  first  time  that  progress  was 
impossible  and  abandonment  a natural  course. 
In  backing  out,  he  rammed  a snowbank,  but 
with  the  help  of  neighbors  and  a passing  teen- 
ager who  understood  more  of  automotive 
physics  than  Gromley,  he  was  once  again  in 
line  on  the  Broadway  hill. 

A daring  maneuver  which  failed  gave  him 
the  opportunity  to  call  home,  have  a drink  and 
dinner.  Renewed  and  confident,  he  spun  out 
of  his  rut  leaving  behind  two  disappointed  boys 
who  had  come  by  to  sell  a push.  Similar 
young  salesmen  offered  help  in  other  sections  of 
Yonkers  as  he  sought  a navigable  road  leading 
eastward  into  southern  Connecticut,  but  Grom- 
ley wasn’t  buying.  Do-it-yourself  driving  had 
placed  him  on  another  hill,  and  he  was  not  to 
peak  for  four  and  a half  hours.  There  was  no 
turning  back.  Even  if  it  were  physically  pos- 
sible, where  would  he  go  then? 

He  waited  in  line.  Cars  churned  up  past  him 
to  the  right  and  to  the  left  only  to  get  bogged 
down  in  the  hard-driven  snow.  Like  fat  flies 
at  a screen,  they  buzzed  and  buzzed  but  went 
nowhere.  Eventually  most  freed  themselves 
and  made  it  to  the  top.  At  4 : 00  a.  m.  Gromley 
pulled  up  at  a motel  behind  the  Yonkers  Race- 
way. No  vacancy.  He  enjoyed  his  coffee, 
made  a second  call  home,  and  disregarded  the 
advice  of  the  motel  handyman  to  sit  tight  in 
his  car.  “Big  hill.”  “You’ll  bust  up  your 
car.”  “No  way  through.” 

Because  sitting  it  out  was  the  only  other 


choice,  Gromley  went  on  his  way.  He  raced 
up  that  hill  and  entered  the  well-plowed  streets 
of  Mount  Vernon  where  the  highway  depart- 
ment men  had  not  “preferred  not  to  work  on 
Sunday.”  The  Boston  Post  Road  was  his 
goal,  but  after  more  chasing  his  own  tail  he 
accepted  the  invitation  of  a Pelham  Manor 
policeman  to  spend  the  rest  of  the  night  in  the 
station.  Others  were,  he  reasoned. 

Sitting  on  a hard  chair  with  arms  folded  on  a 
table,  Gromley  lowered  his  head  on  his  arms 
and  tried  to  shut  out  the  light  of  the  bright 
incandescent  lamp  that  hung  overhead.  It 
must  be  their  third-degree  room,  he  thought. 
Anyway,  if  they  had  made  the  station  more 
comfortable  taxpayers  would  have  complained. 

Despite  slamming  doors  and  grating  chairs, 
he  dozed  off  for  an  hour.  It  was  now  6:30 
Monday  morning.  Refreshed,  he  got  up. 
Daylight  was  breaking.  A tinge  of  red  with 
that  soft,  light  green  above  it  began  to  reveal 
the  aftermath  of  a blustering,  snow-driven 
night.  Roads  and  buildings,  mantled  in 
snow,  had  shrunk.  The  busy,  main  artery 
that  Gromley  had  known  was  but  a country 
road.  But  men  had  worked  around  the  clock, 
some  twice  around  the  clock,  to  lay  open  a path 
for  those  forced  to  travel. 

The  journey  ended,  Gromley,  more  for- 
tunate than  many,  returned  home  with  fretful 
annoyances  buried  in  the  snow  miles  away  and 
hours  ago. 

Gerard  C.  Reed 

15  Center  Drive 

Old  Greenwich,  Connecticut  06870 
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Necrology 


David  Adler,  M.D.,  of  New  York  City,  died  on 
March  27  at  the  age  of  eighty-five.  Dr.  Adler 
graduated  in  1904  from  Long  Island  College 
Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Woods  Babcock,  M.D.,  of  New  York 
City,  died  on  October  23,  1968,  at  the  age  of 
eighty.  Dr.  Babcock  graduated  in  1913  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  otolaryngologist 
at  Presbyterian  Hospital.  Dr.  Babcock  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology, and  a member  of  the  American  Laryn- 
gological.  Rhinological  and  Otological  Society, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nicholas  Paul  Bartha,  M.D.,  of  Long  Island 
City,  died  on  March  24  at  the  age  of  sixty-five. 
Dr.  Bartha  graduated  in  1925  from  Boston 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Henry  Beckley,  M.D.,  of  New  York 
City,  died  on  March  25  at  the  age  of  sixty-four. 
Dr.  Beckley  graduated  in  1934  from  Creighton 
University  School  of  Medicine.  He  was  director 
of  medical  services  of  the  Colgate-Palmolive 
Company  and  a consultant  in  research  medicine, 
St.  Charles  Hospital,  Port  Jefferson.  Dr. 
Beckley  was  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Society  for  Investiga- 
tive Dermatology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Victor  Berger,  M.D.,  of  Woodstock, 
Vermont,  formerly  of  New  York  City,  died  on 
March  17  at  the  age  of  seventy-nine.  Dr. 
Berger  received  his  medical  degree  from  the 
University  of  Innsbruck  in  1913  and  in  1943 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  In  1959  he  retired  as  an  assistant 
professor  from  New  York  University  School  of 
Medicine.  Dr.  Berger  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Leopold  Henry  Berliner,  M.D.,  of  Drexel 
Hill,  Pennsylvania,  formerly  of  New  York  City, 
died  on  January  29  at  the  age  of  eighty-seven. 
Dr.  Berliner  graduated  in  1905  from  Cornell 
University  Medical  College.  He  had  been  a 
consulting  pathologist  at  Lincoln  Hospital. 
Dr.  Berliner  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leon  Blum,  M.D.,  of  Rockaway  Beach  and 
Cedarhurst,  died  on  March  6 at  the  age  of 
sixty.  Dr.  Blum  graduated  in  1932  from  Long 
Island  College  of  Medicine.  He  was  an  attend- 
ing physician  at  Peninsula  General  Hospital. 
Dr.  Blum  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Robert  Emery  Brennan,  M.D.,  of  Louisville, 
Kentucky,  formerly  of  New  York  City,  died  on 
March  31  at  the  age  of  ninety.  Dr.  Brennan 
graduated  in  1900  from  the  University  of  Louis- 
ville School  of  Medicine.  He  was  an  honorary 
surgeon  at  St.  John’s  Queens  Hospital.  Dr. 
Brennan  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Stephan  Robert  Brunauer,  M.  D.,  of  New 

York  City,  died  on  November  20,  1968,  at  the 
age  of  eighty-one.  Dr.  Brunauer  received  his 
medical  degree  from  the  University  of  Vienna 
in  1912.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Adaleen  Eloise  Burnett,  M.D.,  of  Valhalla, 
died  on  March  22  at  the  age  of  forty-one.  Dr. 
Burnett  graduated  in  1957  from  State  University 
of  New  York  College  of  Medicine  at  Syracuse. 
She  was  clinical  director  of  psychiatry  at  Grass- 
lands Hospital,  Valhalla.  Dr.  Burnett  was  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Eugene  Henry  Coon,  M.D.,  of  Hempstead,  re- 
tired, died  on  March  5 at  the  age  of  seventy- 
eight.  Dr.  Coon  graduated  in  1927  from 
Syracuse  University  College  of  Medicine.  He 
was  a consulting  otorhinolaryngologist  at  Mead- 
owbrook  Hospital  and  an  honorary  member  of 
the  medical  staff  at  Nassau  Hospital.  Dr.  Coon 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery,  the  Nassau  Academy  of 
Medicine,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Horace  Daniel  De  Witt,  M.D.,  of  New  York 
City,  died  on  February  28  at  the  age  of  forty- 
three.  Dr.  De  Witt  graduated  in  1950  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  assistant  attending 
psychiatrist  at  Presbyterian  Hospital.  Dr.  De 
Witt  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Frank  James  Faggione,  M.D.,  of  New  York 
City  and  Jamaica,  died  on  March  12  at  the  age 
of  sixty-nine.  Dr.  Faggione  graduated  in  1928 
from  Cincinnati  Medical  College.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Laurent  Feinier,  M.D.,  of  Brooklyn,  died  on 
April  1 at  the  age  of  seventy-six.  Dr.  Feinier 
graduated  in  1916  from  Long  Island  College 
Hospital.  He  was  a consulting  neurologist  at 
Brooklyn-Cumberland  Medical  and  Lutheran 
Medical  Centers,  an  attending  neurologist  at 
Long  Island  College  Hospital,  and  a consulting 
neuropsychiatrist  at  St.  John’s  Episcopal  Hos- 
pital and  the  House  of  St.  Giles  the  Cripple. 
Dr.  Feinier  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  American  Neurological  Association, 
the  American  Psychiatric  Association,  the  New 
York  Neurological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Elias  Gordon,  M.D.,  of  New  York  City,  re- 
tired, died  on  April  7 at  the  age  of  seventy.  Dr. 
Gordon  graduated  in  1922  from  the  University 
of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  He  had  been  an 
associate  attending  roentgenologist  at  Monte- 
fiore  Hospital  and  Medical  Center.  Dr.  Gordon 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Philip  Conrad  Hacker,  M.D.,  of  Albany,  died 
on  April  5 at  the  age  of  eighty-one.  Dr.  Hacker 
graduated  in  1910  from  Albany  Medical  College. 
He  was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Felix  Lawrence  Ittleman,  M.D.,  of  Great 
Neck,  died  on  March  24  at  the  age  of  fifty-seven. 
Dr.  Ittleman  graduated  in  1935  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine.  He 
was  an  assistant  attending  physician  at  North 
Shore  Hospital,  Manhasset.  Dr.  Ittleman  was 
a member  of  the  Nassau  County  Medical 
Society,  The  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Issac  Krieger,  M.D.,  of  New  York 
City,  died  on  March  25  at  the  age  of  eighty. 
Dr.  Krieger  received  his  medical  degree  from 
the  University  of  Bonn  in  1912.  He  was  an 
emeritus  associate  physician  at  Lenox  Hill 
Hospital.  Dr.  Krieger  was  a Fellow  of  the 
American  College  of  Gastroenterology  and  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Stanley  Morawski,  M.D.,  of  Brooklyn, 
died  on  April  30,  1968,  at  the  age  of  fifty.  Dr. 
Morawski  graduated  in  1942  from  Long  Island 
College  of  Medicine.  He  was  an  assistant 
attending  physician  at  Queens  Hospital  Center. 
Dr.  Morawski  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jonas  Norman  Muller,  M.D.,  of  New  York 
City,  died  on  March  26  at  the  age  of  forty-nine. 
Dr.  Muller  graduated  in  1943  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Metropolitan 
Hospital  and  chairman  of  preventive  medicine 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Muller  was  a Diplomate  of  the  American  Board 
of  Preventive  Medicine,  Inc.  (Public  Health), 
a Fellow  of  the  American  College  of  Preventive 
Medicine,  a director  of  the  New  York  Academy 
of  Preventive  Medicine,  and  a member  of  the 
American  Public  Health  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Horace  O.  Muscato,  M.D.,  of  Buffalo,  died  on 
February  25  at  the  age  of  eighty.  Dr.  Muscato 
graduated  in  1913  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  emeritus 
chief  of  dermatology  and  syphilology  at  Buffalo 
Columbus  Hospital.  Dr.  Muscato  was  a mem- 
ber of  the  American  Academy  of  Dermatology, 
the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Joseph  Norman  Orenstein,  M.D.,  died  on 
April  2 at  the  age  of  fifty-three.  Dr.  Orenstein 
graduated  in  1941  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  an 
assistant  attending  physician  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Orenstein  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Kurt  Michael  Pola,  M.D.,  of  New  York  City, 
died  on  April  7 at  the  age  of  seventy-two.  Dr. 
Pola  received  his  medical  degree  from  the 
University  of  Berlin  in  1921.  He  was  an  as- 
sociate attending  physician  at  Bird  S.  Coler 
Memorial  Hospital  and  Home,  an  associate 
attending  physician  (affiliate)  at  Metropolitan 
Hospital,  and  an  assistant  attending  physician 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Pola  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Hilmert  Albert  Ranges,  M.D.,  of  New 

Rochelle,  died  on  March  29  at  the  age  of  sixty- 
three.  Dr.  Ranges  graduated  in  1934  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  director  of  medicine  at  New 
Rochelle  Hospital  and  an  attending  physician 
in  cardiology  at  the  Veterans  Administration 
Hospital,  The  Bronx.  Dr.  Ranges  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Anna  Rosenow,  M.D.,  of  New  York  City, 
died  on  March  17  at  the  age  of  eighty-three. 
Dr.  Rosenow  received  her  medical  degree  from 
the  University  of  Breslau  in  1910. 

Martin  Cyril  Rosenthal,  M.D.,  of  New  York 
City  and  Scarsdale,  died  on  March  27  at  the  age 
of  forty-seven.  Dr.  Rosenthal  graduated  in 
1945  from  New  York  University  School  of 
Medicine.  He  was  an  associate  attending 
hematologist  at  The  Mount  Sinai  Hospital,  a 
consulting  hematologist  at  the  Elizabeth  A. 
Horton  Memorial  (Middletown),  Vassal-  Broth- 
ers (Poughkeepsie),  St.  Luke’s  (Newburgh) 
Hospitals,  and  City  Hospital  Center  at  Elm- 
hurst. Dr.  Rosenthal  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  International  Society  of  He- 
matology, the  New  York  County  Medical  So- 


ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hugo  Schueller,  M.D.,  of  New  York  City, 
died  on  April  3 at  the  age  of  ninety-four.  Dr. 
Schueller  received  his  medical  degree  from  the 
University  of  Vienna  in  1900.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Daniel  Schultheis,  Sr.,  M.D.,  of  Smithtown, 
died  on  April  2 at  the  age  of  seventy-seven.  Dr. 
Schultheis  graduated  in  1917  from  Cornell 
University  Medical  College. 

Edgar  Eginton  Stewart,  M.D.,  of  Port 
Chester,  retired,  died  on  March  26  at  the  age  of 
eighty-seven.  Dr.  Stewart  graduated  in  1906 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  William  Tintera,  M.D.,  of  Yonkers  and 
Katonah,  died  on  March  30  at  the  age  of  fifty- 
seven.  Dr.  Tintera  graduated  in  1937  from 
St.  Louis  University  School  of  Medicine.  He 
was  a member  of  the  American  Geriatrics  So- 
ciety, the  Westchester  Academy  of  Medicine, 
the  Yonkers  Academy  of  Medicine,  the  Clinical 
Society,  New  York  Diabetes  Association,  the 
Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Smith  Walker,  M.D.,  of  Jamaica, 
died  on  March  12  at  the  age  of  seventy-eight. 
Dr.  Walker  graduated  in  1915  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  urologist  at  Flushing  Hospital 
and  Medical  Center,  Queens  Hospital  Center, 
and  Jamaica  Hospital.  Dr.  Walker  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Kenneth  Bremner  Wright,  M.D.,  of  South- 
ampton, died  on  April  6 at  the  age  of  fifty- 
three.  Dr.  Wright  graduated  in  1941  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  surgeon  at 
Southampton  Hospital  Association.  Dr.  Wright 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  Helds  for  43  years.  Our  grad, 
uates  have  sound  professional  skills.  Free  Placement  Service. 
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EST.  1924-  Licensed  by  the  State  of  New  York 


1363 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae-in 
reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry,  1,600-bed,  predominantly  psychi- 
atric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent.  30  days  of  annual  leave  and 
15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans  and  other  fringe  benefits.  Can  pay  moving  expenses. 
License  in  any  state  required.  Equal  oppty.  Employer. 
Contact  Director  of  Chief  of  Staff,  VAH,  Canandiagua, 
N.Y. 14424. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-G.yn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


GENERAL  PRACTITIONER:  BE  YOUR  OWN  MAN, 

enjoy  living,  working.  Beautiful  country,  recreation  facili- 
ties and  good  time  off.  Lucrative  practice  opportunity. 
Norfolk,  New  York,  5,500  pop.  School  and  town  health 
officer  positions  included.  An  ideal  place  to  raise  your 
family.  Henry  J.  Dobies,  M.D.,  Doctors  Clinic,  Massena, 
New  York. 


WANTED:  INTERNIST  OR  GENERAL  PRACTI- 

tioner  to  join  a general  practitioner  and  surgeon  in  small 
town.  Excellent  small  community  hospital  next  door  to 
office.  Large  practice.  Box  799,  % NYSJM. 


ANESTHESIOLOGIST  WANTED  BY  EXPANDING 
275  bed  general  hospital.  N.Y.S.  license.  Board  eligible 
or  certified.  Fee  for  service.  Prefer  one  capable  of 
heading  up  projected  Pulmonary  Care  Unit.  Finger 
Lakes  area  N.Y.  State.  Box  801,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  community  oriented  dynamic  program  in  Metro- 
politan Detroit  area.  University  associations.  Teach- 
ing staff  of  Board  men,  psychoanalysts,  professors,  out- 
standing visiting  lectures.  Active  research.  Modern 
physical  plant.  Salary  $10,666;  $11,185;  $12,132.  Five 
year  career  program  $12,155  to  $21,942.  Liberal  Civil 
Service  l>enefits.  Write:  Director  of  Education  and 

Research,  Northville  State  Hospital,  Northville,  Michigan 
48167. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  GROWING 
group  in  Long  Island  area.  Excellent  financial  opportunity, 
include  curriculum  vitae  in  reply.  Box  800,  % NYSJM. 


PEDIATRICIAN  WANTED  ASSOCIATE).  PEDIA- 
trician  with  mushrooming  practice  seeks  Board  qualified 
or  Board  eligible  associate.  Located  55  miles  from  N.Y.C. 
Full  association  after  three  years.  Salary  $20,000.  Write 
Box  367,  Goshen,  New  York  10924. 


PHYSICIANS  WANTED:  GENERAL  PRACTICE  AND 

obstetrics.  Two  physicians  wanted  to  supplement  es- 
tablished general  surgeon  in  formation  of  medical  group. 
Salary  negotiable  but  at  least  $20,000  net  first  year  with 
partnership  options.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upper  New  York  State,  70  miles  from  capitol 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Many  opportunities  in  area  for  outdoors’  enthusiast 
including  skiing,  golf,  hunting,  fishing,  camping  and 
boating.  Expenses  for  interview  will  be  arranged.  Apply 
to  Box  805,  % NYSJM. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months.  June  25  to  Sept.  5;  3 or  4 week  sec- 

tions; 5 or  6 days  per  wk.  until  4 p.m.  Room  and  meals; 
$60  per  diem.  New  York  license  required.  General  con- 
sultation and  first  aid  for  under-privileged  children  and 
mothers  aboard  the  Floating  Hospital.  Leaves  E.  23rd 
St.,  N.Y.C. , 8:30  daily.  St.  John’s  Guild,  1 East  42nd 
St.,  N.Y.C.  10017. 


LOCUM  TENENS  FOR  JULY  AND/OR  AUGUST 
1969  to  cover  several  first  class  mid  town  hotels  in  New 
York  City.  General  practitioner  or  internist.  Box  809, 
% NYSJM. 


GENERAL  PRACTITIONER  pR  INTERNIST  FOR 
family  practice  in  association  with  a general  practitioner 
and  an  internist.  Salary  $25,000  to  $30,000  depending  on 
qualifications.  Future  partnership.  Five  minutes  from 
250-bed  general  hospital  in  beautiful  suburban  area  on 
South  Shore  of  Long  Island.  Forty  miles  from  New  York 
City.  Excellent  schools,  shopping,  and  cultural  facilities. 
Phone  (516)  799-7700  or  write:  P.O.  Box  428,  Massapequa, 
New  York  11758. 


ADMINISTRATOR  FOR  25  BED  HOSPITAL.  SEND 
complete  details  to  John  P.  Oliver,  Delhi  Hospital,  Andes 
Rd.,  Delhi,  N.Y.  13753. 


PHYSICIAN  WANTED:  MALE  OR  FEMALE,  FOR 

July  and  August.  Licensed.  For  Bernarr  Macfadden 
Spa  in  Dansville,  N.Y.  Free  room  and  board.  Earn 
approx.  $2,000.  Phone  (212)  LA  4-2330  or  write  to  320 
WeHt  34th  St.,  New  York,  N.Y.  10001. 
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PHYSICIANS  WANTED— CONT’D 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  FOR  EMERGENCY  ROOM  IN  90  RED 
community  hospital  in  central  Connecticut.  Forty  hour 
week;  weekends  free  if  desired.  Full  cooperation  from 
panel  of  staff  physicians  who  cover  E.R.  remaining  time. 
Must  be  eligible  for  Connecticut  license.  About  $30,000 
per  year.  Reply:  Joseph  Zimerman,  M.l).,  P.O.  Box 

867,  Meriden,  i !onn.  06 1 io. 


EMERGENCY  ROOM  PHYSICIANS.  MAJOR  RESORT 
area;  modern  hospital  and  emergency  room.  Guaranteed 
income,  fringe  benefits,  hours  flexible.  Contact  Admin- 
istrator, Saratoga  Hospital.  Saratoga  Springs.  N.Y. 
12866.  Tel:  (518)  584-6000. 


PSYCHIATRIST  WANTED  TO  BE  DIRECTOR  AND  TO 
establish  a Mental  Health  Program  in  Herkimer  County. 
Ne*  York.  Population  70,000,  > prime  recreational  area 
of  the  Adirondack  Mountains.  60  miles  west  of  the  Albany 
Medical  ('enter,  and  60  miles  east  of  the  Upstate  Medical 
Center  of  Syracuse.  Salary  $28-30, (XX)  depending  upon 
qualifications.  Vacation.  |>ension  and  other  Civil  Service 
benefits.  For  information:  Donald  R.  Davidson  II, 

M.D.,  Chairman,  42  West  St.,  Ilion,  N.Y.  13357. 


WANTED:  PATHOLOGIST  INTERESTED  IN  FOR- 

ensic  pathology.  Prior  forensic  experience  not  essential. 
Modern  medical-legal  system.  Complete  laboratory 
facilities.  Third  year  residents  to  Board  certified  path- 
ologists eligible  for  appointment.  New  York  State  license 
required.  State  experience.  Reply  Box  808,  % N YSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % N YSJM. 


PHYSICIAN  COMPLETING  MILITARY  OBLIGATION 
July  1969  wishes  to  associate  with  general  practitioner, 
internist  or  emergency  room  group,  preferably  in  the 
Poughkeepsie,  New  York  area.  Box  807,  % NYSJM. 


OBSTETRICIAN-GYNECOLOGIST,  UNIVERSITY 
trained.  Board  eligible,  desires  group  or  association  in 
N.Y.  City  area.  Available  July  1969  on  completion  of 
residency.  Military  obligation  completed.  Box  1519, 
Fifth  Avenue  Hotel,  New  York,  N.Y.  10011. 


RADIOLOGIST.  BOARD  CERTIFIED.  Lengthy  experi- 
ence. F.A.C.R.  Capable  and  energetic.  Write  Box 
806,  % NYSJM. 


LOCUM  TENENS  WANTED:  RADIOLOGIST,  N.Y.S. 
license,  Board  exams  June  1969,  seeks  locum  tenens  from 
July  4,  1969— July  29,  1969.  Reply:  D.A.  May,  M.D., 
400  Brookline  Ave.,  19-F,  Boston,  Mass.  02115. 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN.  4 ROOM 

ground  fioor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


RYE  TOWN  PORTC HESTER,  WESTCHESTER  County 
N.Y.  Professional  space  available  in  new  luxury  6-story 
elevator  apartment  building,  fully  rented.  Prime  residen- 
tial area.  The  Imperial,  377  Westchester  Avenue,  corner 
1 Leicester  Street,  Portcheeter,  N.Y.  or  phone  (914)939-6099. 


OFFICE  SPACE  TO  SHARE  IN  EIGHT  ROOM,  COM- 
pletely  equip|>ed  medical  office,  centrally  located  in  Hollis- 
Flushing  area.  Call  (212)  HO  4-6262. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


MADISON  AVE.  AT  91  STREET.  SEPARATE  STREET 
entrance;  very  well  equipped,  suitable  for  specialist  or 
G.P.  Call  SA  2-6048  between  10  and  1. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


QUALIFIED  LABORATORY  TECHNICIAN  FOR  25 
bed  hospital.  Apply  to  Mrs.  Elizabeth  Braymer,  Ad- 
ministrator, Delhi  Hospital,  Andes  Rd.,  Delhi,  New  York 
13753. 


BUY 

SAYINGS  BONDS 
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The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA's  1 18th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation's  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today’s  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming. 

Reserve  new  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  • JULY  13-17,  1969 
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NEW  YORK  CITY  AREA 


June  2,  1 969  / June  6,  1 969 
September  15,  1969  / September  19,  1969 
December  8,  1969  / December  12,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

THREE  WEEK  COURSE  IN  PUBLIC  HEALTH 

FEE:  $375 

Write;  ERIC  R.  OSTERBERG,  M.D.,  Director,  at  the 
above  address.  Tel:  (212)  568-4334 

MONDAY,  JUNE  2 

The  International  Conference  on  Drug  Abuse 

Americana  Hotel 

HON.  LARRY  ALAN  BEAR,  Chairman 

For  information  write:  International  Conference  on 

Drug  Abuse,  520  First  Avenue,  New  York,  N.Y.  10016 


June  2,  1969  / September  5,  1969 

9:00  a.m.-4  : 00  p.m.,  Monday-Friday 

New  York  Polyclinic  Medical  School 

341-353  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM  IN 
PREPARATION  FOR  ECFMG  AND  STATE 
BOARD  EXAMINATIONS 

For  information  and  fee,  please  contact  the  Office  of 
the  Dean,  at  the  above  address. 


June  2,  1969  / June  13,  1969 

9:00  a.m.-5 : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

STAPES  SURGERY 

SAMUEL  ROSEN,  M.D. 

JOSEPH  L.  GOLDMAN,  M.D. 

Mount  Sinai  School  of  Medicine 
FEE:  $400 


MONDAY,  JUNE  2 

4 : 30  p.m. 

Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

REGIONAL  ANESTHETIC  IN  HAND 
SURGERY 

WILLIAM  NEWMEYER,  M.D. 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  Hemolytic  Processes  in  Human  Car- 
cinoma 

LUCIE  ADELSBERGER,  M.D. 

2.  Ulcerative  Colitis  Engrafted  on  Diver- 
ticular Disease  of  the  Colon 

SAMUEL  L.  BERANBAUM,  M.D. 

3.  Apoplexy  in  the  Inner  Ear  as  a Cause 
of  Sudden  Deafness 

JOSEPH  BERBERICH,  M.D. 

4.  Surgical  Treatment  of  Benign  Acan- 
thosis Nigricans 

HELEN  O.  CURTH,  M.D. 

5.  Two  Unusual  Cases  of  Arteriovenous 
Fistulas 

ROBERT  H.  GOETZ,  M.D. 

6.  Roentgenological  Studies  in  a Case  of 
Linitis  Plastica  of  the  Stomach 

FRANZ  J.  LUST,  M.D. 

7.  The  Problem  of  Treatment  of  In- 
operable Gastric  Carcinoma 

HELMUTH  NATHAN,  M.D. 


TUESDAY,  JUNE  3 

9 : 00  a.m. 

St.  Vincent’s  Hospital 

Cronin  Building,  Mother  Loretto  Bernard  Auditorium  153 
West  11  th  Street 

Pediatric  Conference 

ILLICIT  DRUG  USAGE  IN  ADOLESCENCE 

DONALD  LURIA,  M.D. 

New  Jersey  College  of  Medicine 


June  3,  1969  / June  10,  1969 

9 : 00-1  0 : 00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

June  3 

Alveolar  Cell  Carcinoma 

GEORGE  ZAK,  M.D. 

N.Y.U.  School  of  Medicine 

June  10 

Subdural  Hematoma 

A.  H.  KIRSHENBAUM,  M.D. 

Beth  Israel  Hospital 

CREDIT:  C-l 
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June  3,  1969  / June  4,  1969 

International  Conference  on  Poison  Control, 
Misuse  of  Drugs,  Household  Products, 
Hazardous  Substances,  Pesticides 

Americana  Hotel 

Co-Chairmen: 

ROY  GOULDING,  M.D. 

IRVING  SUNSHINE,  M.D. 

For  information  write:  International  Conference  on 

Poison  Control,  520  First  Avenue,  New  York,  N.Y.  10016. 


June  4,  1969  / June  25,  1969 

12:00  noon,  Wednesdays 

Margaret  Sanger  Research  Bureau 

19  West  16th  Street,  Seminar  Room 

READING  AND  DISCUSSION  OF 
UTEROSALPINGOGRAMS 

MILDRED  E.  WARD,  M.D.  and 
STAFF  CLINICIANS 


WEDNESDAY,  JUNE  4 

3 : 30  p.m. 

French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

Clinical  Management  of  Cancer 

MISCELLANEOUS:  CHORIOCARDIOMA 
WILMS,  M.M. 

DANIEL  CHOY,  M.D. 

CREDIT:  C-l 


June  4,  1969  / June  7,  1969 

New  York  Fertility  Research  Foundation 

1 23  East  89th  Street 

CULDOSCOPY  AND  INFERTILITY 

MAXWELL  ROLAND,  M.D. 

MARTIN  J.  CLYMAN,  M.D. 

ALBERT  DECKER,  M.D. 

AND  STAFF 

FEE:  $250 


THURSDAY,  JUNE  5 

5 : 00—7 : 00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Fifth  Avenue  at  1 06th  Street 

CLINICO-PATHOLOGIC  CORRELATIONS 
OF  SOME  OF  THE  SECONDARY  GLAU- 
COMAS 

MELVIN  G.  ALPER,  M.D. 

HAROLD  I.  RODMAN,  M.D. 

George  Washington  University  Medical  School 

CREDIT:  C-l 


June  9,  1969  / June  20,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

THE  VOLUNTARY  HEALTH  AGENCY  IN 
THE  COMMUNITY 

For  information  contact:  Program  of  Continuation 

Education  in  Public  Health  at  the  above  address. 
Tel.  568-4334. 


TUESDAY,  JUNE  10 

8 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

A CONSIDERATION  OF  THE  NATURE  OF 
THOUGHT  IN  CHILDHOOD  PLAY 

ELEANOR  GALENSON,  M.D. 


WEDNESDAY,  JUNE  11 

11:00  a.m.-l  2 : 30  p.m. 

Queens  Hospital  Center 
Triboro  Hospital 

Conference  Room,  9th  Floor 
Jamaica 

NEW  YORK  STATE  PRIORITY  FOR  COM- 
MUNITY MENTAL  HEALTH  SERVICES 

BERTRAM  PEPPER,  M.D.,  Associate  Commissioner  New 
York  State  Department  of  Mental  Hygiene 


THURSDAY,  JUNE  12 

4 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

PATHOGENESIS  OF  GASTRIC  MUCOSAL 
DISEASE 

GRAHAM  JEFFRIES,  M.D. 

Cornell  University  Medical  College 

CREDIT:  C-l 


8 : 30  p.m. 

Booth  Memorial  Hospital 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

CURRENT  MANAGEMENT  OF  CANCER 
OF  THE  SKIN 

ALFRED  KOPF,  M.D. 

N.Y.U.  School  of  Medicine 

Discussant 

EUGENE  L BRONSTEIN,  M.D. 

CREDIT:  C-l 
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8 : 30  p.m. 

American  Medical  Society  on  Alcoholism 

Winston  Conference  Room,  Main  Floor 
Roosevelt  Hospital 
428  West  59th  Street 

BEHAVIORAL  STUDIES  IN  ALCOHOLISM 

NANCY  MELLO,  Ph.D. 

St.  Elizabeth’s  Hospital 
Washington,  D.C. 

CREDIT:  C-1 


ROCKLAND  COUNTY 


June  6,  1969  / June  13,  1969 

9:00-10:00  a.m.,  Fridays 

New  York  State  Rehabilitation  Hospital 

Route  9W,  West  Haverstraw 

June  6 

Rehabilitation  Medicine  Presentation 
June  13 
Scolioses 

FREDERICK  GORDON,  M.D. 

CREDIT:  C-1 

WESTCHESTER  COUNTY 


WEDNESDAY,  JUNE  11 

5 : 00  p.m. 

Grasslands  Hospital 

Medical  Education  Building 
Eastview  Hall,  Conference  Room  A 
Valhalla 

THE  TRAINING  OF  EDUCATION  IN  THE 
FIELD  OF  ANESTHESIOLOGY 

HAMILTON  S.  DAVIS,  M.D. 

University  of  California 


THURSDAY,  JUNE  12 

4 : 00  p.m. 

Grasslands  Hospital 

Medical  Education  Building 
Eastview  Hall,  Conference  Room  C 
Valhalla 

HYPERTHYROIDISM  IN  PREGNANCY 

GERARD  BURROWS,  M.D. 

Yale  University  School  of  Medicine 

CREDIT:  C-1 


TELEPHONE  LECTURE  NETWORK 
WESTERN  NEW  YORK  AND 
ERIE  COUNTY,  PA. 


11:00  a.m.-l  2 : 30  p.m.,  Tuesdays 

June  3 

Obesity — How  Are  Emotional  Factors 
Involved? 

JIMMIE  HOLLAND,  M.D. 

June  10 

Drugs  Used  in  Emotional  Disturbances 

HAROLD  J.  LEVY,  M.D.,  B.  SALABAN,  M.D.,  and 
RODERICK  E.  CHARLES,  M.D. 

June  17 

Value  of  Bed  Rest  and  Estriol  Levels  in 
High  Risk  Pregnancies 

NORMAN  G.  COUREY,  M.D. 

CREDIT:  C-1 

for  information  please  contact: 

JOSEPH  L.  REYNOLDS,  Coordinator 
Telephone  Lecture  Network 

Health  Organization  of  Western  New  York,  Inc. 

2211  Main  Street,  Buffalo,  N.  Y.  14214 


BUFFALO  FUTURE  EVENT 


October  2,  1 969/October  9,  1 969 

State  University  of  New  York  at  Buffalo 

Executive  Motel,  Buffalo 

SECOND  SYMPOSIUM  ON  USE  OF 
COMPUTERS  IN  CLINICAL  MEDICINE 

Please  write  to:  Continuing  Medical 

Education,  SUNYAB,  221  1 Main  Street, 

Buffalo,  N.  Y.  14214 


1370  New  York  State  Journal  of  Medicine  / May  15,  1969 

WGO-4 


Premarin 


CONJUGATED  ESTROGENS  (equine) 


Premarin  (conjugated  estrogens— equine)  is  a naturally  occurring,  orally  active,  water-soluble  estro- 
gen presented  as  the  complete  equine  estrogen  complex,  caution:  In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during  this  1 week  rest  period).  In  the  male:  Continuous 
therapy  over  prolonged  periods  of  time  may  produce  gynecomastia,  loss  of  libido,  and  testicular 
atrophy,  available  in  4 potencies  for  individualized  treatment:  Tablets  — 2.5  mg.  (purple),  1.25  mg. 
(yellow),  0.625  mg.  (red),  0.3  mg.  (green);  bottles  of  100  and  1,000.  2.5  mg.  tablets  also  available  in  20’s. 

AYERST  LABORATORIES  New  York,  N.Y.  10017  . Montreal,  Canada  M 


. . . NUMBER  SIX  OF  A SERIES 


GREAT  AMERICANS 
WHO  WERE 
DOCTORS... 


John  Kearsley  Mitchell 

(1792-1858) 

After  sailing  on  three  voyages  to 
China  and  the  East  Indies  as  ship’s 
surgeon.  Dr.  Mitchell  set  up  practice 
in  Philadelphia  and  joined  the 
faculty  of  the  Philadelphia  Medical 
Institute.  He  is  known  primarily  as 
the  author  of  "Saint  Helena,  a Poem 
by  a Yankee."  and  "Indecision,  a 
Tale  of  the  Far  West  and  Other 
Poems." 


We  AT  GHI  know  little  about  the  writing  of  poetry.  But  when  it  comes  to 
writing  contracts  that  protect  over  one  million  New  Yorkers,  we  are 
professionals.  We  ask  you  to  join  us  as  a Participating  Family  Doctor  or  a 
Participating  Physician.  This  will  be  a reciprocally  satisfactory  relationship. 
For  you,  there  will  be  the  feeling  of  accomplishment  that  comes  with  belonging 
to  a group  that  extends  quality  medical  care  to  many  thousands  of  people. 

For  us,  there  will  be  a strengthening  of  the  “service-benefit”  feature 
that  is  at  the  core  of  our  existence. 

Join  the  approximately  10,000  doctors  who  now  participate  in  GHI's  Plans. 
Write  to  us  today  for  more  information  about  why  and  how  you  should 
participate  in  GHI.  Do  it  now  — while  you’re  thinking  about  it! 


Group  Health  Insurance,  Inc. /227  West  40th  Street,  New  York,  N.Y.  10018/ Phone:  564  8900 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  "it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 
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nTz 

Nasal  Spray 


Vhen  pollens  fly,  just  one  or  two  squirts  of  nTz 
n each  nostril,  followed  in  a few  minutes  by  a 
second  spraying,  shrinks  swollen  nasal  pas- 
sages almost  on  contact.  And  breathing  comfort 
ollows.  The  antihistamine  component  of  nTz 
ielps  combat  the  allergic  reaction  and  lessen 
•hinorrhea,  sneezing  and  itching;  its  antiseptic 
/vetting  agent  promotes  rapid  spread  of  com- 
Donents. 

vTz  Nasal  Spray  affords  the  well-known  bene- 
its  of  Neo-Synephrine  in  a carefully  balanced 
ormula  which  includes; 


nasal  spray 


tf//nthrop 


W/rrf/rrop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride, 
refined)  Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every 
three  or  four  hours  as  needed.  nTz  is  for  tem- 
porary relief  of  nasal  symptoms  and  overdosage 
should  be  avoided.  Available  in  squeeze  bottles 
of  20  ml.  and  1 oz.  bottles  with  dropper. 
Winthrop  Laboratories,  New  York,  N Y.  10016 
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Average 

Cholesterol 


Reduction 

u/tfcfa 


^ SAFE,  EFFECTIVE, 
CHOLESTEROL  LOWERING  AGENT 
Indicated  in: 


ARTERIOSCLEROSIS 
ATHEROSCLEROSIS 
THROMBOPHLEBITIS 
FATTY  CIRRHOSIS 


TOTAL  LIPIDS  Mg.  % CHOLESTEROL  Mg.  % PHOSPHOLIPIDS  Mg.  % TRIGLYCERIDE  Mg.  % 


These  four  charts  are  from 

a controlled  study  on 

the  MANAGEMENT  of 

SECONDARY 

HYPERLIPEMIA 

with  CIRRHOSIS  of 

the  LIVER 

(using  Lipo*K  therapy. ) 


NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY 


NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY 


Average  Cholesterol 
s and  with  Residual 

, 

capsule  medication. 

Dosage:  One  Capsule  Four  Tim 
Caution: 

No  side  effects  or  Contraindic 
Normal  precautions  should  be 
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A face  only  a 
mother  could  love. 


T^uyii 


That’s  just  the  problem. 

A mother’s  love  tells  her  her 
children  need  m ilk.  Real  milk. 

But  who  tells  a mother  why? 

You  can.  As  a professional, 
she’ll  listen  to  you. 

You  can  tell  her  that  milk 
and  the  other  dairy  foods  pro- 
vide over  75%  of  the  calcium 
in  the  American  food  supply. 
Calcium  for  bone  strength. 

And  protein  (the  kind  that 
contains  all  the  essential  amino 
acids)  for  soft  tissue  growth 
and  maintenance. 

Explain  the  vital  role  that 
dairy  foods  play  in  a balanced 
diet  for  her  whole  family. 

If  you  need  more  facts,  we 
can  help.  We  have  all  the  latest 
information  on  milk. 

Free  pamphlets  and  booklets. 
Newer  knowledge  of  milk. 

All  waiting  for  you. 

With  it,  you  can  help  add 
a little  understanding  to  love. 


■\Ve  Real  Milk  Story 

DAIRY  COUNCIL  OF 
METROPOLITAN  NEW  YORK 
202  EAST  44th  STREET 
NEW  YORK,  N.  y.  10017 
Name . 


Position  - 
Address . 

City 

State 


* 


Elementary,  my  dear 

“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE. ..AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

‘‘IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine — 

T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is  1 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  T3  at  the 
cellular  level.  Wratson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 
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Holmes** 


It’s  elementary. . . 

Synthroid 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 


Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son’s Disease  (chronic  subcortical  insufficiency),  Simmond’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient’s  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 


DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 
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Announcement 


1969  District  Branch  Meetings 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

AND 

Eighth 


Ninth 


Date 


Place 


Sunday,  February  9 The  Americana, 

New  York  City 


Monday,  Tuesday, 
Wednesday,  Thurs- 
day, Friday,  Satur- 
day, Sunday,  Mon- 
day, November  3,  4, 
5,  6,  7,  8,  9,  10 


Pierre  Marques  Hotel, 
Acapulco,  Mexico 


Friday,  Saturday,  Buck  Hill  Inn, 

Sunday,  September  Buck  Hill  Falls,  Pennsylvania 
5,  6,  7 


Thursday,  Friday,  Concord  Hotel, 

Saturday,  Sunday,  Kiamesha  Lake,  New  York 
October  2,  3,  4,  5 


Monday,  February  10  The  Americana, 

New  York  City 
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International 

Symposium 

VII  V31C 

June  25  and  26,  1969 

up  VI  uaw 

For  further  information, 

1 

or  Co-Chairman 

Montefiore  Hospital  and 

on  participants  and 

JEROME  S.  TOBIS,  M.D. 

Medical  Center 

subjects,  write  or  call 

Division  of 

1 1 1 East  210th  Street, 

Program  Chairman 

Rehabilitation  Medicine 

Bronx,  New  York  10467 

URIEL  S.  BARZEL,  M.D. 

Montefiore  Hospital 

Metabolic  Endocrine 

and  Medical  Center 

Laboratory 

Telephone:  (212)  920-4321 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Da  n on 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


900252 


Additional  information 
available  upon  request. 

Ell  Lilly  and  Company 
Indianapolis.  Indiana  46206. 
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Editorials 


Two  important  communications  from  the  American 
Medical  Association 


The  first  communication  from  the  AM  A 
is  a copy  of  a resolution  as  finally  passed  by 
the  House  of  Delegates  at  the  Clinical 
Convention  in  December,  1968,  and 
adopted  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
at  its  annual  meeting  in  February,  1969. 

This  resolution  number  48  is  entitled 
“Definition  of  Terms:  Usual,  Customary, 

Reasonable.”  It  puts  these  commonly  dis- 
cussed terms  on  a solid  semantic  basis, 
understandable  to  all,  whether  lay  or 
professional. 

The  resolution  is  as  follows: 

Whereas,  There  is  a rapidly  increasing 
number  of  programs  for  financing  health 
services,  based  on  the  usual,  customary, 
and  reasonable  concept  for  payment  of 
physicians’  services;  and 

Whereas,  It  is  in  the  best  interest  of  the 
public  and  physicians  of  the  country  that  a 
national  definition  of  the  terms  usual, 
customary,  and  reasonable  be  formulated  by 
the  American  Medical  Association;  there- 
fore be  it 

Resolved,  That  the  American  Medical 
Association  adopt  the  following  definitions 
and  distribute  them  to  all  state  medical 
associations  for  their  individual  considera- 
tion and  guidance: 

Usual  is  defined  as  the  “usual”  fee  which 
is  charged  for  a given  service  by  an 
individual  physician  in  his  personal 
practice  (that  is,  his  own  usual  fee)] 
Customary  is  defined  as  that  range  of 
usual  fees  charged  by  physicians  of 
similar  training  and  experience  for  the 
same  service  within  a given  specific 
limited  geographic  or  socioeconomic  area; 
Reasonable  is  defined  as  a fee  which 
meets  the  above  two  criteria,  or,  in  the 
opinion  of  the  responsible  local  medical 
association’s  review  committee,  is  justi- 
fiable in  the  special  circumstances  of  the 


particular  case  in  question;  and  be  it 
further 

Resolved,  That  whenever  these  terms  are 
used  in  contracts  or  laws  that  they  be 
specifically  defined  in  those  documents. 

The  intended  meaning  of  these  words  is 
clear  and  without  nuance. 

The  second  communication  calls  atten- 
tion to  abuses  that  may  occur  in  the  dis- 
closure of  professional  income  derived  from 
public  work.  The  auditors  have  every 
right  to  this  information,  but  beyond  that 
it  should  be  regarded  as  classified.  Where 
abuses  are  suspected,  they  should  be  passed 
on  without  fanfare  to  the  local  medical 
society  to  act  on,  after  due  process  of  peer 
evaluation. 

The  second  communication  is  as  follows: 
SUBJECT:  Information  Requested  on 

Physician  Payments  Under  Title  19  Pro- 
gram. 

The  Committee  on  Finance  of  the  U.S. 
Senate  is  studying  the  status  and  operation 
of  Medicaid  and  Medicare  programs. 
Currently,  the  Committee  staff  is  compiling 
data  on  Title  19  operations  which  it  is 
requesting  through  the  official  state  agency 
in  the  respective  states.  We  have  been 
notified  of  such  requests  by  two  state 
associations,  and  this  memo  is  to  inform  you 
about  these  developments. 

The  specific  information  sought  is  the 
name  and  provider’s  number  of  each  health 
care  practitioner  and  supplier  who  was  paid 
$25,000  or  more  from  Title  19  funds  during 
the  calendar  year  1968.  Of  the  43  juris- 
dictions with  Title  19  programs  in  opera- 
tion, including  the  District  of  Columbia, 
Guam,  Puerto  Rico,  and  the  Virgin  Islands, 
16  Blue  Shield  Plans  serve  as  the  fiscal 
agency.  The  request  from  the  Senate 
Finance  Committee  has  been  discussed  with 
the  National  Association  of  Blue  Shield 
Plans,  which  has  informed  all  member  plans 
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of  the  approach  being  used  to  obtain 
information.  It  lias  suggested  that  the 
local  Plan  with  a fiscal  role  seek  consulta- 
tion with  the  appropriate  medical  associa- 
tion and  that  consideration  be  given  to  the 
development  of  joint  or  separate  news 
releases. 

It  is  suggested  that  all  news  releases  on 
this  subject  should  emphasize  that  any 
listing  of  physicians’  names  does  not  mean 
that  the  physician  has  abused  the  program. 
Further,  that  services  identified  to  one 
physician  in  a group  or  with  several 
associates  could  reflect  services  provided 
by  more  than  one  practitioner.  Appropri- 
ate releases  immediately  will  serve  to 
counteract  potentially  damaging  news  sto- 
ries resulting  from  the  Senate  Finance 
Committee  study  and  hearings  expected  to 
be  held  currently. 

Although  National  Association  of  Blue 
Shield  Plans  has  urged  its  local  Plans  to 
consult  the  medical  profession,  in  those  27 
jurisdictions  where  state  fiscal  agencies  are 
responsible,  you  may  wish  immediately  to 
contact  the  state  agency  to  determine  the 
type  of  information  it  has  provided  to  the 
Senate  Committee. 

AMA  policy  encourages  appropriate  ac- 
tion in  any  cases  where  physicians  are  found 
to  have  received  improper  payments.  The 
House  of  Delegates  and  the  Judicial  Council 
have  declared  that  “the  charging  of  an 
excessive  fee  is  unethical.”  Last  June,  the 
Board  of  Trustees  urged  all  state  and  local 
medical  societies  “to  act  swiftly  and  firmly 

Horror-scopes 

Beginning  with  this  issue  we  present  as  a 
“Special  Article”  the  first  in  a series  of 
reminders  on  the  matter  of  professional 
liability  loss,  commonly  known  as  the 
malpractice  suit. 

These  articles  will  he  directed  to  various 
specialty  groups  beginning  with  general 
surgery  and  following  up  with  anesthesiol- 
ogy, orthopedics,  obstetrics  and  gynecol- 
ogy, internal  medicine,  and  pediatrics. 

These  articles  are  the  end  result  of  a 
three-year  study  which  analyzed  all  new 
and  closed  files  involving  potential  or  actual 
malpractice  claims  in  the  State  of  New 
York  handled  by  The  Employers  Insurance 


in  all  instances  of  known  exploitation  and 
excessive  charges  for  health  care  that  may 
occur  in  their  jurisdictions.”  The  concept 
of  peer  review  has  been  aggressively 
promoted;  however,  it  is  proper  for  a 
physician  to  establish  the  fee  which  he 
charges  to  any  patient  for  the  professional 
services  rendered,  with  recognition  of  the 
fact  that  a duly  constituted  local  and  state 
medical  society  committee  of  his  peers  may 
appropriately  review  and  pass  on  the  equity 
and  justice  of  his  charge.  This  is  the 
channel  most  appropriate  to  judging  the 
propriety  of  physicians’  fees  and  questions 
related  to  proper  utilization  of  facilities  and 
services. 

The  existence  of  peer  review  functions 
and  policy  positions  relating  to  ethical 
conduct  cannot,  of  course,  preclude  the 
publication  of  news  stories  which  may 
result  in  confusion,  misinterpretation,  and 
unwarranted  assumptions  in  individual 
cases.  The  intent  of  this  informational 
memorandum  is  to  acquaint  you  with  the 
methods  being  employed  to  gather  informa- 
tion for  these  studies  and  to  suggest  that 
you  contact  your  state  fiscal  agent  or 
agency.  You  will  be  notified  of  related 
activities  as  they  come  to  our  attention. 

The  medical  profession  numbers  few 
rascals.  One  does  not  tear  down  a good 
house  to  eliminate  a colony  of  termites. 
One  attacks  them  where  they  are.  Elimi- 
nation of  the  colleague  of  bad  faith  is  the 
function  of  his  collective  colleagues.  Let 
us  keep  this  process  strong. 


of  Wausau.  They  are  written  by  the 
medical  director  of  the  Company  especially 
for  this  Journal. 

The  tragic  episodes  that  are  described 
show  that  failure  to  communicate  with  the 
patient  and  failure  to  look  beyond  the 
narrow  field  of  specialization  are  as  disas- 
trous as  failure  in  technic. 

The  stories  are  not  recommended  for 
bedtime  reading  but  for  the  reflective 
period  which  every  practitioner  should 
provide  in  his  daily  schedule. 

These  articles  are  a sort  of  breviary  for 
specialists  and  if  read  and  heeded  in  that 
spirit  should  make  for  peace  of  mind. 
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Mechanical  ventilators  are  used  after 
open-heart  surgery  to  augment  inadequate 
spontaneous  ventilation  and  to  spare  the 
patient  the  work  of  breathing.1  In  most 
instances  it  is  possible  to  provide  adequate 
alveolar  ventilation,  and  hence  satisfactory 
blood  gas  tensions  of  carbon  dioxide  and 
oxygen,  by  suitable  adjustment  of  the 
ventilator  and  the  concentration  of  oxygen 
in  the  inspired  gas  mixture.  Despite 
optimal  adjustment  of  a ventilator,  for  a 
variety  of  reasons,  it  may  be  difficult  to 
achieve  adequate  alveolar  ventilation. 
This  situation  may  be  associated  with  or 
caused  by  failure  of  synchronization  of  the 
patient’s  respiratory  rhythm  with  that  of 
the  ventilator. 

Although  normally  the  oxygen  utilized 
by  the  respiratory  muscles  represents  only 
1 to  2 per  cent  of  total  basal  oxygen  con- 
sumption,2 in  patients  who  have  undergone 
open-heart  surgery  this  fraction  may  ex- 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  13,  1968. 


ceed  50  per  cent. 3 Therefore,  synchroniza- 
tion of  a patient’s  respiratory  rhythm  with 
that  of  a ventilator  will  decrease  the  oxygen 
consumed  by  the  respiratory  muscles  and 
consequently  will  lead  to  an  increase  in 
available  oxygen  to  the  remaining  tissues. 
Similarly,  total  carbon  dioxide  production 
by  the  respiratory  muscles  will  also  be 
decreased.  Ultimately,  this  will  result 
in  satisfactory  arterial  tensions  of  carbon 
dioxide  in  the  presence  of  a decreased 
alveolar  ventilation  and  a decreased  mean 
intrathoracic  pressure.  Synchronous 
breathing  itself  will  tend  to  lower  the  mean 
intrathoracic  pressure  required  for  a par- 
ticular level  of  alveolar  ventilation.  A low 
mean  intrathoracic  pressure  increases  car- 
diac output  and  pulmonary  capillary  filling, 
thus  facilitating  blood  gas  exchange. 4 This 
sequence  of  events  is  a further  advantage 
of  synchronous  breathing.  In  the  face 
of  asynchronous  breathing,  a mechanical 
ventilator,  because  of  its  design  charac- 
teristics, may  not  have  the  driving  power 
necessary  to  deliver  the  requisite  tidal 
volume  in  the  time  allotted  for  the  in- 
spiratory cycle.  This  results  in  hypo- 
ventilation. 

For  these  reasons,  an  attempt  was  made 
to  elucidate  the  factors  which  predispose  to 
asynchronous  breathing  in  patients  who 
had  undergone  open-heart  surgery.  In 
this  respect,  the  role  of  pre-existing  cardio- 
pulmonary abnormal  condition,  nature  of 
the  operation,  acid-base  disturbances,  type 
of  anesthesia,  and  the  mode  of  ventilation 
were  investigated. 

Material  and  methods 

Forty-nine  patients  who  had  undergone 
open-heart  surgery  were  studied.  Seven- 
teen were  males  and  32  were  females,  and 
their  mean  age  was  46.1  ± 1.66  years. 
It  was  explained  to  the  patients  prior  to 
surgery  that  mechanical  ventilation  would 
be  used  postoperatively.  Anesthesia  con- 
sisted of  nitrous  oxide-oxygen  and  d-tubo- 
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curarlne  supplemented  with  thiopental 
sodium  and  meperidine  hydrochloride  (27 
cases),  droperidol  and  fentanyl  citrate  (12 
cases),  or  thiopental  sodium  and  halo- 
thane  (10  cases).  The  types  of  surgery 
performed  are  listed  in  Table  I.  Metabolic 
acidosis  developing  during  or  after  extra- 
corporeal circulation  was  carefully  cor- 
rected. All  patients  were  ventilated  with 
Engstrom  respirators  through  cuffed  oral 
endotracheal  tubes.  Respiratory  rate  was 
maintained  at  16  per  minute  in  patients 
fifteen  years  of  age  and  older  and  at  20 
per  minute  in  patients  ten  to  fourteen 
years  of  age.  Initially,  the  ventilators 
were  set  to  deliver  150  per  cent  of  the 
volume  requirements  predicted  from  the 
nomogram  of  Engstrom  and  Herzog.5 
This  nomogram  relates  ventilation  to  age, 
body  surface,  and  a compression  factor. 
During  the  entire  observation  time,  ven- 
tilation was  performed  with  a mixture  of  60 
per  cent  oxygen  and  40  per  cent  nitrogen. 

After  ten  and  forty  minutes  of  mechani- 
cal ventilation,  pH,  oxygen  tension,  carbon 
dioxide  tension,  and  base  excess  or  deficit 
were  determined  on  arterial  and  central 
venous  blood  samples.  Arterial  blood  and 
central  venous  pressure  and  heart  rate 
were  also  recorded  at  the  same  time  blood 
samples  were  withdrawn.  In  addition, 
the  degree  of  responsiveness,  presence  of 
apprehension,  restlessness,  sweating,  cyano- 
sis, and  medications  administered  were 
recorded. 

If  the  arterial  carbon  dioxide  tension  was 
greater  than  45  mm.  Hg  at  the  tenth  and 
fortieth  minute  of  mechanical  ventilation, 
the  ventilators  were  readjusted  to  increase 
alveolar  ventilation  by  increasing  delivered 
volumes  by  20  per  cent.  Similarly,  ven- 
tilation was  decreased  by  20  per  cent  if 
arterial  carbon  dioxide  tension  was  less 
than  25  mm.  Hg. 

Results 

Asynchronous  breathing  was  encoun- 
tered in  only  2 cases.  Both  patients  were 
restless  and  hypocarbic.  In  one  instance 
meperidine  hydrochloride  and  in  the  other 
halothane  was  used  to  supplement  anes- 
thesia. The  patients’  breathing  became 
synchronized  with  the  ventilator  within 
ten  minutes  of  the  intravenous  administra- 
tion of  100  micrograms  per  kilogram  of 


TABLE  I.  Operations  performed 


Procedure 

N umber 
of  Cases 

Aortic  valve  replacement 

11 

Mitral  valve  replacement 

6 

Mitral  commissurotomy  or  annulo- 

plasty 

22 

Mitral  valve  replacement  and  aortic 

exploration 

1 

Mitral  commissurotomy  and  tri- 

cuspid  exploration 

2 

Aortic  valve  replacement  and  mitral 

commissurotomy 

1 

Interatrial  septal  defect 

3 

Interventricular  septal  defect 

1 

Interatrial  septal  defect  and  mitral 

annuloplasty 

1 

Aortic  valvular  commissurotomy 

1 

droperidol.  Apprehension,  sweating,  or 
cyanosis  were  not  present  in  any  of  the 
patients,  except  in  one  instance  when 
cyanosis  of  the  head  and  neck  developed  at 
the  fortieth  minute  of  mechanical  ventila- 
tion and  persisted  for  about  one  hour. 
At  the  tenth  and  fortieth  minutes  of  me- 
chanical ventilation,  35  and  45  patients 
respectively  were  sufficiently  alert  to  obey 
commands.  The  heart  rates,  systolic  blood 
and  central  venous  pressures,  and  the 
results  of  blood  gas  and  acid-base  analyses 
determined  at  these  times  are  summarized 
in  Table  II. 

To  keep  the  arterial  carbon  dioxide 
tension  between  25  and  45  mm.  Hg,  it  was 
necessary  to  increase  ventilation  at  the 
tenth  minute  in  6 and  to  decrease  it  in  3 
patients.  For  the  same  reason,  ventilation 
had  to  be  increased  in  1 patient  at  forty 
minutes. 

Comment 

Prior  to  this  study  ventilation  of  this 
group  of  patients  had  not  been  standard- 
ized, and  there  was  a considerable  difference 
of  opinion  among  the  various  personnel 
involved  in  the  postoperative  ventilatory 
care  of  these  patients  regarding  actual 
ventilatory  requirements  needed  and  the 
ventilator  settings  necessary  to  accomplish 
adequate  ventilation.  Formerly,  asyn- 
chronous breathing  was  encountered  fre- 
quently. Under  the  circumstances  of  this 
study,  asynchronous  breathing  was  seldom 
a problem,  and  it  can  be  concluded  that 
patients  after  open-heart  surgery  will 
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TABLE  II.  Circulatory,  blood  gas,  and  acid-base  determinations 

Minutes  of  Mechanical  Vent ilat ion 

10 , 40 


Parameter 

Mean 

Standard 

Error 

Range 

Mean 

Stands  rd 
Error 

Range 

Heart  rate  (beats  per  minute) 

106  6 

1 94 

(60  to  150) 

98  4 

3 41 

(76  to  160) 

Systolic  blood  pressure  (mm.  Hg) 
Central  venous  pressure  (centi- 

129.7 

3 94 

(70  to  190) 

120  8 

3.25 

(70  to  170) 

meters  water) 

11  5 

0 56 

(4  to  20) 

12.0 

0.46 

(3  to  18) 

Arterial  oxygen  tension  (mm.  Hg) 

215.6 

13  9 

(82  to  450) 

206.0 

12.3 

(80  to  430) 

Venous  oxygen  tension  (mm.  Hg) 
Arterial  carbon  dioxide  tension 

43  6 

1 90 

(20  to  80) 

42.8 

2.47 

(20  to  70) 

(mm.  Hg) 

Venous  carbon  dioxide  tension 

35  9 

1.06 

(22  to  51) 

35.5 

0.94 

(25  to  48) 

(mm.  Hg) 

43  6 

1.07 

(27  to  60) 

43.8 

0.98 

(28  to  55) 

Arterial  pH 

7.41 

0 016 

(7.21  to  7.58) 

7.44 

0.012 

(7.32  to  7.57) 

Venous  pH 

Arterial  base  deficit  (D)  or  excess 

7.36 

0.014 

(7.20  to  7.47) 

7.37 

0.015 

(7.27  to  7.49) 

B 

Venous  base  deficit  (D)  or  excess 

1 1(D) 

0.25 

(6.5(D)  to  5.0(E) 

0.46(D) 

0 06 

(5.5(D)  to  7.0(E) 

(E) 

1.4(D) 

0.23 

(6.5(D)  to  5.0(E) 

0.81(D) 

0. 18 

(5.5(D)  to  6 . 0((E 

tolerate  controlled  ventilation  without 
asynchronous  breathing  if  careful  attention 
is  paid  to  their  ventilatory  requirements. 
When  an  Engstrom  ventilator  is  used,  a 
minute  volume  of  150  per  cent  of  the 
amount  predicted  from  the  Engstrom- 
Herzog  nomogram  is  appropriate  for  its 
initial  setting.  Only  rarely  was  it  neces- 
sary to  change  the  delivered  volume  because 
of  hyper-  or  hypocarbia.  In  the  2 cases 
when  asynchronous  breathing  occurred 
despite  apparently  adequate  ventilization, 
the  intravenous  injection  of  droperidol 
rectified  this  situation.  An  initial  FIO> 
(inspired  oxygen  concentration)  of  60  per 
cent  resulted  in  normal  or  above  normal 
arterial  oxygen  tension.  It  is  therefore 
recommended  that  mechanical  ventilation 
should  be  started  with  this  FI02  at  the 
outset  to  avoid  hypoxemia.  After  this, 
FIOo  should  be  increased  or  decreased, 
depending  on  arterial  oxygen  tension  and 
the  clinical  picture. 
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Discussion 

Stanley  W.  Weitzner,  M.D.,  Valley 
Stream,  New  York.  The  authors  have 
presented  a retrospective  study  of  well- 
monitored  patients  receiving  ventilator 
therapy  after  open-heart  surgery.  Al- 
though they  present  a thoughtful  discussion 
of  the  desirability  of  synchronous  mechani- 
cal ventilation  and  stated  their  intention 
to  “elucidate  the  factors  which  predispose 
to  asynchronous  breathing,”  it  would 
appear  they  decided  before  the  study  that 
inadequate  ventilation  was  the  cause  for 
asynchrony.  They  then  initiated  their 
investigation  using  values  obtained  from 
the  Engstrom-Herzog  nomogram  that  were 
increased  by  50  per  cent.  Perhaps  the 
cause  or  causes  of  asynchrony  would  have 
been  made  clearer  had  Dr.  Duncalf  and  Dr. 
Frank  investigated  the  details  of  the 
frequent  cases  of  asynchronous  breathing 
they  encountered  prior  to  this  study. 
Nevertheless,  the  findings  they  report  are 
well  taken  and  clearly  document  the  often- 
repeated  statement  that  the  nomogram 
was  not  constructed  for  postsurgical  pa- 
tients. Engstrom  and  Herzog6  state  in 
their  original  report  that  “the  nomogram, 
which  is  designed  for  the  maintenance  of 
normal  arterial  carbon  dioxide  tension 
equals  40  mm.  Hg,  is  derived  from  the 
standard  metabolism  for  individuals.  ...” 

In  our  clinical  practice,  we  have  noted 
two  types  of  asynchronism  between  patient 
and  ventilator.  The  first  and  most  com- 
mon is  encountered  at  the  beginning  of 
therapy.  In  most  cases,  this  is  remedied 
by  monitoring  the  exhaled  volume,  which 
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really  represents  what  the  ventilator  de- 
livers plus  what  the  patient  inhales  on  his 
own.  The  difference  between  this  and 
what  the  ventilator  is  set  to  deliver  is  added 
to  the  volume  to  be  delivered.  This  is 
especially  easy  to  do  with  the  Engstrom 
ventilator  since  there  is  a spirometer  con- 
nected after  the  expiratory  nonrebreathing 
valve,  and  there  is  an  accessory  inspiration 
port  through  which  the  patient  may  inspire 
(air)  in  excess  of  what  the  ventilator  de- 
livers. This  iterative  process  needs  to  be 
repeated  only  once  or  twice  before  the 
machine  volume  and  the  patient’s  exhaled 
volume  are  equal  and  the  patient  is  under 
control.  Only  occasionally  is  a narcotic 
needed  to  achieve  machine  control  of 
ventilation. 


Canard  about  women  drivers 


Perhaps  the  oldest  joke  in  twentieth  century 
America  is  the  woman  driver  put  on,  according 
to  The  Travelers  Insurance  Companies  annual 
booklet  on  highway  accident  statistics.  Of  the 
68,000  drivers  involved  in  fatal  accidents  in  1968, 
only  10,000  were  women.  However,  a Travelers 
spokesman  notes  that 

The  big  gun  in  this  battle  of  the  sexes  is  the 
canard  that  women  are  emotionally  incapable 
of  handling  a car  in  an  emergency,  or  that  an 
ignorance  of  anything  mechanical  makes  it 
impossible  for  them  to  understand  how  to 
drive  safely.  Some  women  do  get  rattled 


The  second  type  of  asynchronism  occurs 
in  brain-damaged  patients.  In  this  group, 
despite  chronic  asynchronism,  we  have  been 
able  to  maintain  normal  blood  gases  and 
have  not  noticed  any  untoward  circulatory 
effects. 


If  one  were  to  rely  only  on  a nomogram 
and  a predetermined  inspired  oxygen 
concentration,  the  excessively  high  oxygen 
tensions  or  the  occasional  undesirably  low 
carbon  dioxide  tension  shown  in  Table  II 
would  occur  far  too  frequently.  Of  course, 
blood  gas  analysis,  as  the  authors  indicate, 
should  always  be  the  final  determinant  of 
optimal  ventilator  adjustment. 


easily;  some  women  are  bewildered  by  nuts 
and  bolts.  And  precisely  the  same  can  be 
said  for  some  men. 

Statistics  in  the  booklet  prove  many  reasons 
why  cars  crash:  speed  too  fast  for  conditions; 

driving  on  the  wrong  side  of  the  road;  did  not 
have  the  right  of  way;  cutting  into  a line  of  traf- 
fic; passing  on  curve  or  hill;  passing  on  wrong 
side;  failure  to  signal  and  improper  signaling; 
reckless  driving,  and  so  on.  Sex  of  the  driver 
is  not  a proved  reason. 

“The  fact  is,”  the  spokesman  said,  “there 
are  many  more  male  drivers  who  drive  many 
more  miles  than  the  average  female.  Until 
we  have  figures  indicating  the  number  of  miles 
driven  by  male  versus  female,  the  woman- 
driver  joke  will  remain  no  more  than  a put  on.” 
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Relatively  few  viruses  are  known  to  in- 
fect the  female  genital  tract.  Of  these, 
only  Herpesvirus  hominis  (herpes  simplex 
virus)  can  presently  be  regarded  as  a 
common  cause  of  genital  infection.  Rarely, 
the  reproductive  organs  may  be  the  site  of 
infection  with  variola,  vaccinia,  and  herpes 
zoster-varicella  viruses.  Another  genital 
disease  of  probable  viral  etiology  is  con- 
dyloma acuminatum,  but  the  causative 
agent  has  not  yet  been  isolated. 

In  view  of  the  many  new  viruses  which 
have  been  isolated  from  the  respiratory  and 
alimentary  tracts  in  recent  years,  the  ques- 
tion has  arisen  whether  or  not  the  female 
genital  tract  might  also  harbor  a number  of 
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previously  unrecognized  viruses.  Thus  far, 
attempts  to  demonstrate  new  genital  tract 
viruses  by  means  of  ordinary  tissue  culture 
technics  have  not  been  productive.1-* 
However,  recent  successes  in  isolating 
cytomegalovirus  from  the  female  reproduc- 
tive organs  suggest  the  possibility  that,  by 
application  of  newer  culture  methods,  other 
viral  agents  might  be  identified. 1 "6 

Exfoliative  cytologic  screening 
for  occult  viral  infections 

An  alternative  to  large-scale  employment 
of  virologic  technics  in  the  investigation  of 
occult  genital  tract  viral  infections  is  the 
utilization  of  exfoliative  cytology  as  a 
screening  procedure,  reserving  culture 
methods  for  confirmation  of  cytologic  find- 
ings. Exfoliative  cytology  is  a reliable  and 
relatively  simple  laboratory  diagnostic 
technic.  Cytologic  screening  is  widely 
used  in  early  cancer  detection,  especially  in 
gynecologic  practice.  The  Papanicolaou 
cytologic  smear  is  also  well-known  as  an  aid 
to  the  diagnosis  of  certain  nonviral  infec- 
tions of  the  lower  genital  tract,  such  as 
trichomoniasis  and  moniliasis.  Studies  of 
the  viral  cytopathology  of  the  female  genital 
tract,  on  the  other  hand,  have  only  recently 
been  reported.7-12 

Our  experience  with  exfoliative  cytology 
as  a means  of  detection  of  unsuspected 
venereal  Herpesvirus  hominis  infection  has 
clearly  demonstrated  the  value  of  this  ap- 
proach. Using  this  method,  we  have  found 
that  genital  herpes  occurs  much  more  fre- 
quently than  previously  recognized. 13  At 
Grady  Memorial  Hospital  the  prevalence 
rate  of  cellular  changes  compatible  with 
herpetic  infection  in  Papanicolaou  smears 
has  been  0.5  per  cent  of  approximately 
45,000  women  screened.  The  specificity  of 
the  cytologic  findings  has  been  validated  by 
virologic  studies  in  both  human  beings  and 
experimental  animals.2  Since  cytologic  de- 
tection is  dependent  on  the  presence  of 
active  herpetic  infection  which  usually  lasts 
for  no  more  than  two  to  three  weeks,  the 
true  incidence  undoubtedly  is  much  greater 
than  that  revealed  in  random  cytologic 
smears. 

In  the  past,  genital  herpetic  infection  has 
been  regarded  by  both  gynecologists  and 
dermatologists  as  primarily  a disease  of  the 
vulva  in  females.  Our  studies  have  shown, 
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however,  that  venereal  herpes  frequently 
involves  the  lower  genital  tract  in  its  en- 
tirety, and  in  many  instances  the  infec- 
tion is  actually  localized  to  the  cervix. 
It  has  recently  been  demonstrated  that 
venereally  transmitted  herpes  virus,  des- 
ignated Type  2 Herpesvirus  hominis,  is 
antigenically 14,15  as  well  as  biologically15,16 
distinct  from  most  herpes  virus  strains  re- 
covered from  nongenital  sites  (Type  1 
Herpesvirus  hominis).  In  cases  of  occult 
genital  tract  infection,  as  revealed  in 
Papanicolaou  smears,  it  is  possible  to  re- 
cover Type  2 virus  from  the  cervix  or 
vaginal  pool,  provided  the  patient  is 
studied  soon  enough  after  the  initial  cyto- 
logic detection.  Such  patients  usually 
have  transient  herpetic  lesions  of  the  cervix 
and/or  the  vagina.  Thus,  the  term  “herpes 
progenitalis,”  which  implies  only  external 
genital  involvement,  is  a misnomer  when 
applied  to  venereal  herpes  in  the  female 
patient. 

Importance  of  viral  studies  of 
female  genital  tract 

Why  do  we  need  to  learn  more  about  viral 
infections,  particularly  occult  viral  infec- 
tions, of  the  female  genital  tract?  One 
reason  is  the  possibility  of  virus  transmis- 
sion from  an  asymptomatic  mother  to  her 
fetus  or  newborn  infant.  Although  a con- 
siderable amount  of  interest  has  been  shown 
in  the  problem  of  transplacental  transmis- 
sion of  viruses  such  as  rubella  virus  and 
cytomegalovirus,  relatively  little  attention 
has  been  directed  toward  the  possibility  of 
direct  contamination  of  the  infant  with 
viruses  harbored  by  the  mother  in  her  re- 
productive organs. 

This  gap  in  our  knowledge  has  existed 
despite  the  fact  that  a relationship  has  long 
been  recognized  between  maternal  genital 
and  newborn  infections  with  other  microbial 
agents.  Examples  of  such  newborn  infec- 
tions are  gonorrheal  ophthalmia  and  inclu- 
sion conjunctivitis,  both  of  which  may  be 
acquired  by  the  infant  from  an  asymp- 
tomatic mother  during  the  birth  process. 
Only  recently  has  it  become  apparent  that  a 
genital  mode  of  transmission  also  accounts 
for  neonatal  herpes,  a frequently  fatal  dis- 
ease of  the  newborn  infant. 12, 17  Moreover, 
we  now  have  some  evidence  of  a possible 


relationship  between  maternal  genital 
herpes  and  the  occurrence  of  abortion. 18 

Apart  from  the  problem  of  virus  trans- 
mission from  mother  to  fetus,  there  is  a 
more  fundamental  reason  why  we  need  to 
expand  our  knowledge  of  viral  infections  of 
the  female  genital  organs.  The  suspicion  is 
growing  rapidly  that  viruses  may  be  eti- 
ologically  related  to  some  human  diseases 
which  have  not  heretofore  been  regarded  as 
infectious,  such  as  chronic  neurologic  dis- 
eases and  cancer.  With  regard  to  the  lat- 
ter, recent  advances  in  tumor  virology  and 
viral  immunology  strongly  suggest  that 
certain  common  viruses  of  man,  particularly 
those  having  the  property  of  latency,  may 
he  carcinogenic  under  appropriate  circum- 
stances.19 For  a variety  of  reasons,  gyne- 
cologic tumors,  especially  those  of  the 
vulva,  vagina,  and  uterus,  are  uniquely 
suited  to  the  investigation  of  virus-tumor 
relationships  in  the  human  being.  Indeed, 
several  virus-tumor  associations  suggestive 
of  a possible  cause-and-effect  relationship 
have  been  described  in  gynecologic  pa- 
tients. 

Association  of  gynecologic  tumors 
with  viruses  and  virus-like  agents 

It  has  been  recognized  for  a number  of 
years  that  certain  venereal  diseases  are  pre- 
cancerous  in  a significant  percentage  of 
cases.  To  a considerable  extent,  we  are 
indebted  to  the  pathologist  Edgar  Pund, 
M.D.,  for  this  knowledge.20  As  an  out- 
growth of  a study  of  the  pathology  of 
venereal  diseases,  Pund  and  his  group  at  the 
Medical  College  of  Georgia  obtained  evi- 
dence that  both  lymphogranuloma  ve- 
nereum and  granuloma  inguinale  could  lead 
to  atypical  squamous  epithelial  changes  and 
ultimately  to  carcinoma  of  the  vulva,  the 
penis,  and  the  anorectum. 20,21  These  work- 
ers further  suggested  that  condyloma  acumi- 
natum might  have  the  same  potentiality.20 
The  malignant  potential  of  all  three  of  these 
infectious  diseases  for  the  vulva  has  since 
been  confirmed  by  other  investigators,  in- 
cluding Saltzstein,  Woodruff,  and  Novak22 
at  the  Johns  Hopkins  Hospital;  Mickal, 
Andonie,  and  Dougherty23  at  Charity  Hos- 
pital of  Louisiana;  and  Birch24  at  Grady 
Memorial  Hospital. 

Traditionally,  the  precancerous  nature  of 
such  diseases  has  been  attributed  to  non- 
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specific  chronic  inflammation,  rather  than 
to  the  infectious  agent  itself.  In  the  light 
of  present-day  understanding  of  tumori- 
genesis,  this  may  have  been  a naive  view- 
point. While  the  precise  mechanisms  of 
tumorigenesis  remain  to  he  elucidated, 
studies  in  cellular  biology  have  pointed  to 
the  importance  of  specific  influences  of  viral 
genetic  material  on  cellular  genetic  func- 
tions in  virus-induced  cancers.-5  Presum- 
ably, similar  specific  biochemical  inter- 
ferences with  normal  genetic  control  of  cell 
growth  and  development  are  operative  in 
cancers  induced  by  other  carcinogenic 
agents. 

It  is  believed  that  condyloma  acumi- 
natum is  caused  by  an  agent  similar  to  the 
virus  of  common  skin  warts.  Recently, 
suggestive  evidence  has  been  presented  that 
the  wart  virus,  which  has  generally  been 
thought  to  cause  only  benign  papillomatous 
growths,  may  give  rise  to  skin  cancers 
(epidermodysplasia  verruciformis)  in  some 
susceptible  individuals.-6  The  agents  of 
lymphogranuloma  venereum  and  granulo- 
ma inguinale,  although  not  true  viruses, 
may  be  said  to  be  “virus-like”  organisms,  on 
account  of  such  properties  as  their  inability 
to  grow  in  vitro  except  in  tissue  culture. 
In  fact,  the  agent  of  lymphogranuloma 
venereum  was  formerly  classified  with  the 
viruses  but  is  now  considered  to  be  inter- 
mediate between  the  true  viruses  and  the 
rickettsiae. 

Perhaps  it  is  not  too  highly  speculative  to 
suggest  that  some  of  the  other  precancerous 
conditions  of  the  vulva  may  yet  turn  out  to 
be  caused  by  viruses  or  virus-like  agents. 
Precancerous  vulvar  leukoplakia,  desig- 
nated “hyperplastic  vulvitis”  by  Woodruff 
and  Baens,27  is  pathologically  a hyper- 
trophic and  hyperkeratotic  lesion,  with 
varying  degrees  of  squamous  atypia. 
Could  this  lesion,  like  some  cutaneous 
papillomatous  lesions,  also  be  caused  by  a 
virus?  In  this  regard,  it  is  of  interest  that 
latent  Herpesvirus  hominis  has  been  iso- 
lated from  a carcinoma  of  the  vulva  which 
arose  in  an  area  of  leukoplakia.1  While 
this  finding  does  not  prove  that  the  virus 
produced  the  cancer,  it  cannot  be  entirely 
dismissed  as  a purely  coincidental  associa- 
tion. 

Another  reported,  although  as  yet  uncon- 
firmed, virus-tumor  association  in  gyneco- 
logic patients  is  that  of  a type  3 adenovirus 


with  the  benign  uterine  tumor,  leiomy- 
oma.28 It  may  be  noted  that  type  3 
adenovirus  has  been  found  to  be  oncogenic- 
in  newborn  banisters,29  although  its  tumori- 
genic  activity  is  less  than  that  of  certain 
other  adenovirus  types,  such  as  Types  12 
and  18.  While  we  are  presently  unaware  of 
any  adenovirus  isolations  from  the  lower 
genital  tract,  cellular  changes  resembling 
those  described  in  adenovirus-infected  tis- 
sue culture  cells  have  occasionally  been  ob- 
served in  Papanicolaou  smears  at  Grady 
Memorial  Hospital.8 

In  our  own  work  with  venereally  trans- 
mitted, or  Type  2,  Herpesvirus  hominis,  we 
have  been  very  much  interested  in  pre- 
liminary observations  revealing  an  associa- 
tion of  cytologically  detected  herpetic- 
cervicitis  with  histologically  confirmed  cer- 
vical squamous  dysplasia  and  carcinoma.9 
Further  documentation  of  this  association  is 
currently  being  sought,  and  studies  are  also 
in  progress  in  an  attempt  to  learn  whether 
Type  2 has  an  oncogenic  capability  in  ex- 
perimental animals.  Our  pursuit  of  such 
studies  has  been  encouraged  by  the  results 
of  numerous  epidemiologic  investigations 
suggesting  that  cervical  cancer  may  be 
fundamentally  a venereal  disease  of  viral 
etiology.30 

Conclusion 

The  possible  etiologic  relationship  of  viral 
infections  of  the  female  genital  tract  to 
gynecologic  neoplasia,  and  the  significance 
of  such  genital  infections  during  pregnancy 
as  a cause  of  fetal  and  neonatal  disease,  are 
beginning  to  be  explored.  In  our  hands 
exfoliative  cytology  has  proved  to  be  a very 
useful  tool  in  the  study  of  occult  genital  in- 
fection with  at  least  one  viral  agent, 
namely.  Type  2 Herpesvirus  hominis. 
Coupled  with  modern  virologic  methods, 
this  approach  promises  to  facilitate  the  ad- 
vancement of  our  knowledge  of  this  and 
perhaps  other  occult  virus  infections  of  the 
female  reproductive  organs. 
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ies. The  toll  was  up  from  the  53,000  killed  a 
year  earlier.  At  the  same  time,  automobile 
accidents  were  responsible  for  injuries  to  some 

4.400.000  persons  in  1968,  an  increase  of  more 
than  200,000  from  the  previous  year. 

The  booklet,  titled  Alcoholocaust,  points  to  a 
study  by  the  United  States  Department  of 
Transportation  which  concludes  that  “the  use  of 
alcohol  by  drivers  and  pedestrians  leads  to 
some  25,000  deaths  and  a total  of  at  least 

800.000  crashes  in  the  United  States  each  year.” 

It  notes,  however,  that  the  reader  must  read 
between  the  lines  of  classifications  in  the  statisti- 
cal tables:  “Speed  too  fast  for  conditions,” 
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“On  wrong  side  of  road,”  “Reckless  driving,” 
“Drove  off  roadway,”  “Did  not  have  right  of 
way,”  to  find  the  evidence  of  drinking  and  driv- 
ing. 

“A  dead  driver  can’t  be  asked  to  heel-and- 
toe  or  take  a breath  or  blood  test,”  a spokesman 
said.  “The  injured  driver  frequently  needs 
swift  emergency  treatment.  Technical  exami- 
nation for  alcohol  in  his  blood  stream  must  come 
later  when  the  aberrant  ingredient  has  been  di- 
luted or  has  disappeared  altogether,”  he  added. 

According  to  a statistical  table  titled  “Ac- 
tions of  Drivers  Associated  With  Deaths.  . . ; ” 
speed  too  fast  for  conditions  accounted  for  more 
than  40  per  cent  of  the  deaths;  on  wrong  side  of 
road,  14  per  cent;  reckless  driving,  14  per  cent; 
drove  off  roadway,  12  per  cent;  did  not  have 
right  of  way,  13  percent. 

The  statistics  in  the  booklet  were  compiled 
from  reports  of  state  motor  vehicle  departments 
across  the  nation. 
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It  is  said  that  almost  every  skin  disease 
of  the  adult  may  appear  in  the  child,  and 
furthermore  that  almost  every  general  skin 
disease  may  appear  on  the  vulva.  Never- 
theless, there  are  certain  modifying  factors 
concerning  vulvar  conditions  in  the  child. 

Problem  areas  and  conditions 

The  vulva  of  the  child  is  unprotected. 
It  lacks  the  labia  majora  fat  pads  and  adult 
hair  (Fig.  1).  The  introitus  and  anus  are 
closer  in  childhood.  The  child  is  often 
lacking  in  proper  local  hygiene.  Further- 
more, the  local  heat,  moisture,  and  friction 
tend  to  cause  local  maceration  of  skin  and 
infection.  Current  preliminary  study  indi- 
cates high  skin  bacterial  counts  in  the  per- 
ineal area  and  introitus. 

The  vulva  is  susceptible  to  trauma.  A 
ten-year-old  child  fell  from  a chair  and 
sustained  a midline  laceration  between  the 
urethral  meatus  and  clitoris.  Local  pres- 
sure was  unsuccessful  in  stopping  the  500- 
ml.  blood  loss,  and  the  area  had  to  be 
sutured  in  the  operating  room. 

Pyodermas  are  a common  problem  be- 
cause of  exposure  of  the  area,  lack  of  proper 
protective  clothing,  and  secondary  scratch- 
ing with  dirty  fingernails. 

The  histologic  section  of  the  vaginal 
wall  of  a child  shows  a thin,  atrophic 
mucosa  which  lacks  glycogen,  has  a neutral 
pH,  and  is  very  susceptible  to  bacterial 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
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FIGURE  1.  Normal  vulva  in  four-year-old  patient. 
Vulva  lacks  adult  protective  labial  fat  pads  and 
pubic  hair.  It  is  susceptible  to  trauma. 


infection  (Fig.  2).  It  makes  a good  cul- 
ture medium  for  the  gonococcus  organism 
which  is  transmitted  in  children  by  non- 
sexual  methods:  soiled  towels,  and  so  on. 

In  children  there  may  be  primary  vagi- 
nitis and  secondary,  lesser  severe,  vulvitis. 
Primary  vaginitis  may  be  caused  by  foreign 
bodies  which  result  in  a bloody,  foul  vaginal 
discharge.  We  have  seen  a ball  of  rolled- 
up,  blackened  toilet  tissue  emerging  from 
the  vagina  and  a hair  pin  in  the  vagina. 
A variety  of  small  objects  including  sand 
have  also  been  removed  from  this  area. 
Vaginoscopy  may  be  necessary  for  per- 
sistent symptoms.  It  is  believed  that 
trichomonad  vaginitis  is  rare  before 
puberty;  however,  we  have  seen  half  a 
dozen  cases  in  a short  time.  We  have  also 
found  that  upper  respiratory  tract  infec- 
tious organisms  can  be  cultured  from  the 
vagina.  Presumably  they  are  spread  by 
contaminated  hands.  We  have  heard  some 


FIGURE  2.  Childhood  vaginal  mucosa  thin  and 
makes  good  bacterial  culture  medium. 
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FIGURE  3.  Polyp  of  anterior  part  of  hymen. 
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old  clinicians  say  that  they  cured  the 
vaginitis  by  tonsillectomy! 

The  hymen  sometimes  causes  problems, 
as  in  a case  of  bizarre,  imperforate  hymen  in 
a child  with  a mucocolpos.  A two-day- 
old  child  was  born  with  a protruding  tab 
of  posterior  hymen  which  turned  yellow 
and  underwent  atrophy.  There  was  a 
normal  vaginal  discharge  present.  Figure 
3 is  that  of  a two-year-old  child  whose 
hymenal  growth  did  not  regress,  and  she 
has  a 3-cm.  long  polyp. 

Sometimes  after  a crying  spell  a child 
will  develop  a friable,  bloody,  painful  mass 
at  the  introitus.  This  is  often  found  to  be 
a prolapsed,  infarcted  urethra. 

Primary  vulvitis  often  occurs  with  a 
secondary  vaginitis.  This  is  more  common 
than  the  primary  vaginitis  and  is  the  most 
frequent  problem  in  pediatric  gynecology. 
In  either  case  there  is  often  found  pruritus, 
scratching,  secondary  infection,  and  ad- 
herent medication.  Dermal  pigmentation 
of  the  introitus  and  periurethral  area  is  a 
normal  variation  in  Negro  children. 

There  may  be  congenital  nevi  of  the 
vulva  such  as  a flat,  vascular  nevus  of  the 
left  inner  labium  major,  in  1 patient,  or  a 
hemangioma.  Figure  4 is  that  of  a child 
with  hemangiomas  throughout  the  pelvic 
area  including  the  sacral  skin,  hemorrhoidal 
area,  capillary  hemangiomas  of  the  hymen 
and  urethra,  and  cavernous  hemangiomas 
of  the  clitoris  and  bladder. 

A predisposing  factor  in  diaper  rash  is 
the  use  of  plastic  diaper  covers  which  keep 
the  child  dry  and  are  attractive.  Un- 
fortunately, they  increase  the  local  body 
temperature,  contain  the  urine,  and  ex- 
coriate the  skin.  Diapers  must  be  changed 
frequently  and  the  area  kept  aired.  “Late 


FIGURE  4.  Hemangiomas  of  pelvic  area  including 
sacral  skin,  hemorrhoids,  hymen,  urethra,  clitoris, 
and  bladder. 

diaper  rash”  occurs  in  the  child  with 
enuresis  who  develops  a secondary  vulvitis. 

Inflammation  of  the  introitus  often  re- 
sults from  pinworm  infestation  which  is 
another  general  factor  in  causing  vulvo- 
vaginitis. The  diagnosis  is  made  by  early 
morning  perianal  swabbing  and  micro- 
scopic search  for  ova.  Smegma  around 
the  clitoris  often  dramatizes  the  fact  that 
poor  hygiene  is  the  leading  cause  of  vul- 
vitis. Nonspecific  acute  vulvitis  might 
suggest  allergy,  trauma,  sandpile  irriation, 
or  detergent  reaction.  Nonspecific  chronic 
vulvitis  has  been  found  in  a ten-year-old 
girl.  We  were  surprised  to  find  this  chronic 


FIGURE  5.  Acute  moniliasis  of  vulva  extending  to 
perianal  area  in  diabetic  child. 


condition  in  a child,  but  in  retrospect  she 
had  a dermatomyositis,  and  perhaps  this 
was  a predisposing  factor.  The  gross 
appearance  of  these  conditions  unfortun- 
ately usually  does  not  give  the  cause. 

Intertrigo  may  he  seen  as  a primary  or 
secondary  factor.  It  is  more  marked  in 
the  creases  of  the  groin  where  there  is 
friction  and  maceration.  Similar  lesions 
may  appear  under  the  breasts  of  obese 
adolescents.  This  lesion  should  he  differen- 
tiated from  atopic  dermatitis,  formerly 
called  eczematous  dermatitis. 

Another  complicating  factor  may  he  a 
localized  lichen  simplex  or  neurodermatitis 
with  lichenification  and  thickening  of  the 
skin  with  intense  pruritus. 

Acute  Monilia  infection  of  the  vulva 
gives  pruritic,  red,  elevated  moist  areas 
with  satellite  extensions  and  may  progress 
into  a chronic  phase.  Figure  5 shows 
perianal  extension  of  moniliasis  in  a diabetic- 
child.  Monilia  excoriation  in  a child 
often  recurs,  perhaps  because  of  reinfee 
tion  by  Monilia-containing  stool.  A four- 
teen-month-old  child  had  a brown,  ele- 
vated, granulomatous-appearing  lesion  on 
the  left  labium  major  present  for  one  year. 
It  was  excised  and  found  to  be  a Monilia 
granuloma  ( Fig.  6).  Shortly  thereafter,  an 
analogous  lesion  appeared  on  the  right 
labium  and  then  over  the  pubic  area. 

“Agglutination  of  the  labia  minora” 
is  a condition  frequent  in  office  pediatric 
practice.  Because  of  an  unnoticed  vul- 
vitis, the  epithelium  of  the  labia  seals 
together.  Figure  7,  of  a fifteen-month- 
old  child,  shows  that  the  term  is  a misnomer 
since  the  labia  minora  are  free  but  the 
inner  introitus  is  agglutinated.  In  older 
children  with  progressive  involvement  of 


FIGURE6.  Monilia  granuloma. 


FIGURE  7.  So-called  ‘'agglutination  of  labia  mi- 
nora” in  fifteen-month-old  child. 


the  labia,  this  condition  usually  occurs 
between  the  ages  of  two  and  seven.  It  may 
be  confused  with  a congenital  absence  of 
the  vagina.  Rarely  it  may  cause  urinary 
obstruction  and  infection. 

Seborrhea  may  develop  at  adolescence 
and  be  severe  enough  to  cause  a seborrheic- 
dermatitis.  It  appears  to  parallel  the 
timing  of  facial  acne.  Psoriasis  has  to  be 
differentiated.  Sebaceous  cysts  of  the 
vulva,  infected  cysts,  and  comedones  are 
also  commonly  seen. 

Unfortunately,  pediculosis  pubis  is  be- 
coming more  prevalent,  in  part  because  of 
sexual  activity  at  adolescence  and  in  part 
from  infected  blankets  and  sheets  of 
“hippies.”  This  is  a localized  condition, 
and  microscopic  identification  of  the  crab 
louse  should  be  made.  It  has  to  be 
differentiated  from  scabies  which  may 
affect  different  areas  of  the  body  as  well. 

Children  may  develop  a primary  luetic 
lesion  by  sleeping  with  and  physical  con- 
tact with  infected  persons.  Children  may 
also  show  syphilids  of  the  vulva  and  con- 
genital luetic  rashes. 

Recently  a pediatrician  called  me  about 
a nine-year-old  girl  with  persistent  pruritus 
of  four-years’  duration.  With  tongue  in 
cheek,  I said  over  the  telephone  it  must  be 
“lichen  sclerosus  et  atrophicus.”  Happily 
for  me,  I was  correct.  There  are  only 
about  50  reported  cases  in  children;  how- 
ever, I suspect  it  is  more  frequent  than 
generally  believed.  Figure  8 shows  the 
lesion  to  be  symmetrical,  involving  the 
vulva  and  perianal  areas  with  a shiny, 
white,  thin  skin  and  some  narrowing  of  the 
introitus.  The  mother  said  the  condition 
first  had  appeared  as  “blood  blisters”  four 
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FIGURE  8.  Lichen  sclerosus  et  atrophicus  in 
nine-year-old  child  showing  symmetrical  shiny,’ 
white,  thin  skin  and  narrowing  of  introitus. 


years  previously  after  bicycle  riding.  With 
minimal  trauma,  there  were  areas  of 
ecchymoses.  Biopsy  confirmed  the  lesion 
with  areas  of  subepithelial  degeneration 
and  loss  of  elastic  tissue. 

Lesions  of  herpes  simplex  are  small 
multiple  ulcerations,  often  confluent  and 
lenticular  with  a shaggy,  necrotic  base.  If 
this  is  the  first  attack,  there  may  be  a 
marked  systemic  reaction  with  high  fever, 
local  edema,  and  adenopathy.  Such  was 
the  case  in  a twelve-month-old  infant 
(Fig.  9).  Children  may  also  develop 
herpes  zoster. 

One  year  previously,  because  of  bleeding, 
a ten-year-old  girl  was  found  to  have  a 
tumor  of  the  vulva  which  was  excised. 
She  was  now  seen  for  the  first  time  because 
of  recurrent  bleeding.  There  was  a granu- 
lar polypoid  growth  whose  sessile  base  was 
between  the  urethra  and  clitoris  (Fig.  10). 
It  was  excised  and  considered  to  be  a 
squamous  papilloma  consistent  with  con- 
dyloma accuminata,  which  is  relatively 
rare  in  childhood.  Subsequently  there 
were  two  other  smaller  recurrences.  Be- 
cause of  a Papanicolaou  stain  slide  suggest- 
ing carcinoma  in  situ,  the  case  was  re- 
viewed. There  were  atypical  cells,  and 
the  diagnosis  of  Bowen’s  disease  was  made, 


FIGURE  9.  Herpes  simplex  with  small,  lenticular, 
multiple,  confluent  ulcerations  with  necrotic  base 
and  marked  systemic  reaction  in  twelve-month-old 
child. 

the  earliest  case  our  pathologist  has  seen. 

Summary 

The  most  common  problem  in  derma- 
tologic vulvar  conditions  in  children  is 
nonspecific  vulvitis  secondary  to  poor 
hygiene  in  an  exposed  area,  physical  or 
chemical  trauma,  allergy,  moniliasis,  or 
vaginitis  (pinworms,  foreign  body,  tricho- 
monads,  and  gonorrhea).  Any  general 
dermatologic  disease  such  as  carbuncles, 
boils,  impetigo,  hemangioma,  verruca, 
herpes  simplex,  seborrhea,  psoriasis,  lichen 
sclerosus,  and  exanthemas  may  also  affect 
the  skin  of  the  vulva.  Agglutination  of 
the  labia  minora  is  unique  to  the  child. 
Vulvar  problems  in  the  child  are  often 
complicated  by  maceration  from  moisture, 
secondary  infection  from  scratching,  and 
secondary  vaginitis;  they  are  made  con- 
fusing by  adherent  medication  and  lack  of 
an  adequate  history.  1 East  89th  Street 


FIGURE  10.  Recurrent  granular  polypoid  growth 
between  urethra  and  clitoris  which  on  histologic 
examination  showed  Bowen’s  disease. 
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Jaundice,  Ascites,  and 
Hepatomegaly 
Recurrence  in  Chinese  Male 


Case  history 

Joseph  Kessler,  M.D.:  A fifty-four- 

year-old  male  Chinese  waiter  entered 
Lenox  Hill  Hospital  with  painless  jaundice 
which  had  persisted  for  the  four  preceding 
months. 

The  patient  stated  that  he  had  been 
under  the  care  of  a physician  for  the  past 
three  years,  and  during  that  time  he  had 
been  told  he  had  gallstones  and  parasites. 
He  was  treated  for  the  parasites,  and  the 
results  of  subsequent  stool  examinations 
were  reportedly  negative.  He  was  ad- 
vised that  a cholecystectomy  was  not  in- 
dicated because  of  the  absence  of  symptoms 
during  this  period.  However,  four  months 
prior  to  admission  to  Lenox  Hill  Hospital 
a sense  of  abdominal  fullness  and  indiges- 
tion associated  with  some  pain  over  the 
entire  abdomen  developed.  At  that  time 
he  noticed  slight  jaundice  as  well  as  dark- 
ening of  his  urine.  There  had  been  no 
fever,  chills,  weight  loss,  or  pruritus.  He 
was  admitted  to  another  hospital;  his 
jaundice  apparently  cleared  the  day  after  he 
entered.  However,  because  of  an  ab- 
normal cholecystogram  an  exploratory  lap- 
arotomy was  performed.  At  the  time  of 
surgery  the  liver  was  noted  to  be  enlarged 
and  cirrhotic,  and  the  gallbladder  con- 
tained stones.  The  common  duct  was  not 
enlarged  or  obstructed.  A cholangiogram 
taken  in  the  operating  room  was  interpreted 
as  normal  ( Fig.  1).  A cholecystectomy  and 
liver  biopsy  were  performed.  The  pa- 


tient did  well  postoperatively  and  did  not 
receive  any  blood  while  in  the  hospital. 
His  appetite  was  good,  and  he  was  dis- 
charged on  no  medication. 

* Fifty-one  days  postoperatively,  jaundice 
reappeared  along  with  darkening  of  the 
urine.  He  again  denied  any  abdominal 
pain,  chills,  fever,  nausea,  or  vomiting. 
His  stools  were  clay-colored,  his  appetite 
was  good,  and  there  was  no  pruritus.  The 
patient  denied  hematemesis,  melena,  or 
food  intolerance.  He  admitted  to  a ten- 
pound  weight  loss  over  the  past  six  months 
and  an  increase  in  his  abdominal  girth. 
He  denied  any  contact  with  hepatotoxins 
or  noxious  fumes,  and  his  only  medications 
were  multivitamins,  nutrients  (Sustagen), 
and  antacids.  An  upper  gastrointestinal 
series,  including  right-angle  studies  and 
small-bowel  films  with  cinefluorographic 
technic  using  television  monitoring,  re- 
vealed thickening  of  the  duodenal  mucosal 
folds  (Fig.  2).  There  was  no  enlargement 
of  the  retrogastric  or  retroduodenal  space. 
The  small-bowel  series  showed  a rapid 
transit  time  without  any  intrinsic  ab- 
normalities. The  patient  was  then  ad- 
mitted to  Lenox  Hill  Hospital  for  further 
evaluation. 

The  past  history  revealed  that  the  pa- 
tient was  a nonsmoker  and  nondrinker.  He 
worked  as  a waiter  for  many  years.  He 
was  born  in  China  and  had  lived  in  the 
United  States  for  the  past  twenty  years. 
There  was  no  past  history  or  family  history 
of  tuberculosis,  jaundice,  asthma,  diabetes 
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FIGURE  1.  Operating  room  cholangiogram  per- 
formed four  months  previously  at  another  institu- 
tion interpreted  as  "normal.”  Filling  defect  seen 
in  lower  common  bile  duct. 

mellitus,  hepatitis,  hypertension,  or  rheu- 
matic fever.  He  denied  any  allergies,  and 
the  only  surgical  history  was  the  described 
cholecystectomy  for  cholelithiasis. 

The  patient  was  a thin,  middle-aged 
Chinese  male  looking  chronically  ill  and 
deeply  jaundiced.  The  blood  pressure  was 
110  systolic  and  70  diastolic.  The  pulse  was 
84  per  minute  and  regular.  Respirations 
were  18  per  minute  and  the  temperature 
99  F.  Examination  of  the  head  revealed 
scleral  icterus  and  icterus  of  the  mucous 
membranes  and  undersurface  of  the 
tongue.  The  eyes  were  otherwise  normal. 
The  skin  was  an  olive  green  color.  The 
neck  was  supple,  and  the  thyroid  was  not 
palpable;  there  was  no  venous  engorgement 
nor  significant  lymphadenopathy.  The 

lungs  were  clear  to  percussion  and  ausculta- 
tion. The  heart  rhythm  was  regular,  and 
there  were  no  murmurs.  There  was  a well- 
healed  horizontal  scar  on  the  right  upper 
quadrant  of  the  abdominal  wall.  The 

abdomen  was  softly  distended  and  non- 
tender. Shifting  dullness,  flank  dullness, 


and  a fluid  wave  were  present.  A firm, 
hard,  somewhat  irregular  nontender  liver 
was  ballotted  8 to  10  cm.  below  the  right 
costal  margin.  No  kidney  or  spleen  was 
palpated.  There  were  no  transmitted  pul- 
sations, bruits,  hums,  or  rubs  in  the  ab- 
domen, and  no  collateral  circulation  pattern 
was  present  on  the  abdominal  wall.  Exam- 
ination of  the  skin  disclosed  two  small 
telangiectases  but  no  spider  angiomas. 
The  escutcheon  was  normal.  The  rectal 
examination  revealed  a clay-colored  stool 
that  was  positive  for  blood  without  any 
other  abnormalities.  The  testes  measured 
4 cm.  at  their  greatest  diameter.  There  was 
2-plus  pitting  edema  in  the  extremities 
but  no  clubbing  or  cyanosis.  The  dorsalis 
pedis  and  femoral  pulses  were  palpated 
equally  bilaterally.  There  was  no  evidence 
of  palmar  erythema,  ecchymoses,  or  pete- 
chiae.  A neurologic  examination  was 
normal  except  for  increased  symmetrical 
deep-tendon  reflexes  without  any  abnormal 
reflexes.  The  patient  was  oriented,  and  no 
asterixis  could  be  elicited. 

The  hemoglobin  was  11.6  Gm.  and  the 
hematocrit  35.  The  white  blood  cell  count 
was  11,800  with  78  per  cent  polymorpho- 
nuclear neutrophils  of  which  6 per  cent 
were  nonsegmented,  9 per  cent  lymphocytes, 
9 per  cent  monocytes,  3 per  cent  eosinophils, 
and  1 per  cent  basophils.  The  erythrocyte 
sedimentation  rate  was  80  mm.  per  hour, 
and  the  reticulocyte  count  was  5.5  per 
cent.  The  platelet  count  was  142,000  per 
cubic  millimeter,  the  capillary  bleeding  and 
clotting  times  were  normal,  and  the 
Coombs’  test  for  antibodies  showed  a 
trace.  The  Venereal  Disease  Research 
Laboratory  titer  was  negative.  A urinalysis 
was  amber  colored  with  a specific  gravity 
of  1.010;  there  was  a trace  of  albumin 
but  no  glucose  or  acetone.  Examination  of 
the  sediment  revealed  10  to  12  white  blood 
cells  and  5 to  10  red  blood  cells  per  high- 
power  field.  The  specimen  was  strongly 
positive  for  bile  and  negative  for  urobilino- 
gen. The  electrocardiogram  revealed  a 
normal  sinus  rhythm  at  a rate  of  84  with  a 
few  atrial  premature  contractions.  The 
serum  glutamic  oxaloacetic  transaminase 
was  182  units,  the  serum  glutamic  pyruvic 
transaminase  72  units,  and  the  lactic  acid 
dehydrogenase  was  420  units  per  milliliter. 
The  prothrombin  time  was  19  seconds  with 
a control  of  13  seconds,  representing  a 
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FIGURE  2.  (A  to  D)  Upper  gastrointestinal  series  with  thickening  of  duodenal  mucosal  folds. 


prothrombin  content  of  30  per  cent.  The 
total  cholesterol  was  144  mg.  per  100  ml. 
with  97  mg.  per  100  ml.  free  cholesterol, 
representing  76.5  per  cent  and  47  mg.  of 
cholesterol  esters.  The  cephalin  floccula- 
tion was  4 plus  at  forty-eight  hours  and  the 
thymol  turbidity  3 units.  The  total  bili- 
rubin was  24.8  mg.  with  16.7  mg.  per  100 
ml.  direct  bilirubin.  The  calcium  was  8.3 
mg.  per  100  ml.,  phosphorus  2.9  mg.  per 
100  ml.,  and  the  alkaline  phosphatase  47.1 
King-Armstrong  units. 

The  total  protein  was  6.1  Gm.  with  an 
albumin  of  1.2  Gm.  and  globulin  4.9  Gm. 
per  100  ml.  The  paper  protein  electro- 


phoresis revealed  an  albumin  of  41.7  per 
cent,  alpha-1  globulin  5 per  cent,  alpha-2 
globulin  11.7  per  cent,  beta  globulin  11.7 
per  cent,  and  gamma  globulin  30  per  cent. 
The  blood  urea  nitrogen  was  20  mg.  per  100 
ml.,  the  fasting  glucose  73  mg.  per  100  ml., 
and  the  lipase  was  0.5  Russell  units.  The 
total  lipids  were  885  mg.  per  100  ml. 
Random  stool  specimens  contained  moder- 
ate amounts  of  blood,  no  bile,  and  no  ova  or 
parasites.  There  was  a small  number  of 
starch  granules,  a moderate  number  of  un- 
digested meat  fibers,  and  many  neutral  fat 
globules  present.  No  fatty  acid  crystals 
were  seen.  The  results  of  several  blood 
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FIGURE  3.  Admission  roentgenogram  of  chest 
with  high  diaphragms  and  decreased  aeration 
at  left  base.  Small  amount  of  fluid  present  at 
left  base;  small  linear  area  of  atelectasis  seen  at 
right  base.  Elongated  aorta  has  faint  calcifica- 
tions in  wall. 

cultures  were  negative.  A twenty-four- 
hour  stool  collection  was  negative  for 
urobilinogen. 

The  chest  roentgenogram  on  admission 
revealed  high  diaphragms  with  decreased 
aeration  and  a small  amount  of  fluid  at  the 
left  base  (Fig.  3).  A small  amount  of  linear 
atelectasis  was  present  at  the  right  base. 
The  aorta  was  elongated  and  contained 
faint  calcification  within  its  walls.  An 
intravenous  cholangiogram  revealed  all  the 
dye  to  be  excreted  by  the  kidneys.  A 
selective  celiac  arteriogram  and  intra- 
aortic injection  revealed  that  the  intra- 
hepatic  branches  of  the  left  and  right 
hepatic  arteries  were  attenuated  and  re- 
duced in  number  (Fig.  4A).  A small 
vascular  blush  at  or  near  the  hepatic  hilus, 
consisting  of  a conglomeration  of  small 
tortuous  vessels,  was  present  (Fig.  4B). 
This  blush  appeared  to  be  supplied  from  a 
branch  of  the  left  hepatic  artery  and  per- 
sisted throughout  the  arterial  phase  with- 
out any  truncation  of  the  small  vessels  or 
arteriovenous  shunting  there.  A rose 
bengal  I131  (radioactive  iodine)  liver  scan 
demonstrated  radioactivity  rather  unevenly 
distributed  throughout  a very  large  amor- 
phous area  (Fig.  5).  In  the  central  portion 
the  radioactivity  was  less  than  in  the 
periphery. 

The  patient  was  placed  on  a low-salt, 
low-protein  diet  with  caloric  supplements 
and  given  phytonadione  intramuscularly. 
Periodic  mercaptomerin  (Thiomerin)  in- 
jections were  ineffective  in  obtaining  a 


FIGURE  4.  (A)  Selective  celiac  arteriogram  at  two 
seconds.  Note  attenuation  and  reduction  in  num- 
ber of  intrahepatic  branches  of  left  and  right 
hepatic  arteries.  Small  vascular  blush  at  or  near 
hepatic  hilus  seen.  (B)  Detailed  view  of  right  upper 
quadrant  section  from  celiac  arteriogram.  Con- 
glomeration of  small  tortuous  vessels  near  hepatic 
hilus  seen  with  vascular  blush  persisting  through- 
out arterial  phase.  No  truncation  of  small  vessels 
or  arteriovenous  shunting  present. 

diuresis.  On  his  eighth  hospital  day  a 
percutaneous  transhepatic  cholangiogram 
demonstrated  marked  diffuse  dilatation  of 
many  of  the  hepatic  radicals  (Fig.  6).  A 
large  irregular  filling  defect  involving  the 
common  hepatic  duct,  extending  into  the 
proximal  segments  of  both  right  and  left 
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FIGURE  5.  Liver  scintillogram  revealing  uneven 
distribution  of  radioactivity  throughout  large  amor- 
phous area.  In  central  portion  radioactivity  less 
than  in  periphery,  and  upper  portion  uptake  prob- 
ably represents  heart  concentration. 

hepatic  ducts,  was  seen.  In  addition,  on 
the  delayed  films  there  was  filling  of  a 
markedly  dilated  common  duct  down  to  a 
point  approximately  4 cm.  proximal  to  the 
ampulla  of  Vater.  Within  the  dilated  duct 
there  was  a large,  well-demarcated  radio- 
lucent  filling  defect  with  dilatation  proxim- 
ally.  The  distal  4 cm.  of  the  common  duct 
was  of  normal  caliber,  and  spillage  of  the 
dye  into  the  duodenum  occurred  on  the  de- 
layed films.  On  his  tenth  hospital  day  the 
patient  was  disoriented  with  the  deep- 
tendon  reflexes  more  hyperactive  bilater- 
ally. A flapping  tremor  was  elicited  with 
extension  of  the  hand.  He  was  afebrile, 
and  there  was  no  fector  hepaticus. 

The  serum  sodium  was  126,  potassium 
2.3,  chlorides  86.5,  and  bicarbonate  20  mEq. 
per  liter.  The  total  bilirubin  was  26.8  mg. 
and  the  direct  bilirubin  18.6  mg.  per  100 
ml.  The  plasma  ammonia  was  1.8  micro- 
grams per  milliliter.  The  I131  serum 
albumin  blood  volume  was  3.8  L.  The 
hemogram  was  unchanged  from  that  on  ad- 
mission. He  was  placed  on  intravenous 
fluids  with  multivitamins  and  potassium 
replacement.  Neomycin  enemas  and  oral 
neomycin  were  prescribed.  High  colonic 
irrigations  along  with  albumin  (Albumisol) 
and  salt-poor  albumin  were  added.  Over 


FIGURE  6.  Delayed  film  in  percutaneous  trans- 
hepatic  cholangiogram  with  marked  diffuse  dila- 
tation of  hepatic  radicals.  Large  irregular  filling 
defect  in  common  hepatic  duct  extending  into  prox- 
imal segments  of  both  right  and  left  hepatic  ducts 
seen.  Common  bile  duct  dilated  and  large,  well- 
demarcated,  radiolucent  filling  defect  with  dilata- 
tion proximally  seen  4 cm.  from  ampulla  of  Vater. 

the  next  ten  days  he  responded  to  this 
regimen  with  good  daily  urine  volumes,  and 
he  became  more  alert  and  aware  of  his  sur- 
roundings. His  liver  flap  and  tremor  dis- 
appeared. However,  hepatomegaly,  as- 
cites, and  peripheral  edema  persisted.  On 
his  twentieth  hospital  day  the  hemoglobin 
was  10.1  Gm.,  and  the  hematocrit  was  30. 
The  white  blood  cell  count  was  15,200  with 
90  per  cent  polymorphonuclear  neutrophils 
of  which  1 per  cent  was  nonsegmented,  8 
per  cent  lymphocytes,  and  2 per  cent 
eosinophils.  The  sodium  was  134,  potas- 
sium 3.7,  chlorides  108,  and  bicarbonate  20 
mEq.  per  liter.  The  total  protein  was  5 
Gm.  with  an  albumin  of  1.9  Gm.  and 
globulin  of  3.1  Gm.  per  100  ml.  The 
prothrombin  time  was  17  seconds  with  a 
control  of  12  seconds  representing  a pro- 
thrombin content  of  40  per  cent.  The 
total  bilirubin  was  37.5  mg.  with  20.6  mg. 
per  100  ml.  being  direct  bilirubin.  The 
alkaline  phosphatase  was  38.2  mg.  King- 
Armstrong  units.  The  amylase  was  192 
Somogyi  units.  The  serum  glutamic  oxalo- 
acetic transaminase  was  216  units,  the 
serum  glutamic  pyruvic  transaminase  122 
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units,  and  the  lactic  acid  dehydrogenase 
was  510  units  per  milliliter. 

Because  of  the  further  increase  in  his 
abdominal  girth  secondary  to  the  ac- 
cumulation of  peritoneal  fluid,  a therapeutic 
paracentesis  with  an  indwelling  abdominal 
catheter  left  in  place  was  performed.  The 
fluid  was  bile-stained  yellow  but  clear. 
Daily  cautious  removal  of  several  hundred 
cubic  milliliters  of  this  fluid  was  done.  An 
operation  was  performed  on  the  twenty- 
third  hospital  day. 

Discussion 

William  J.  Eisenmenger,  M.D.*:  This 
is  the  story  of  a fifty-four-year-old  Chinese 
male  with  known  cholelithiasis  for  three 
years,  who  became  jaundiced,  had  a 
cholecystectomy,  and  then  four  months 
later  was  admitted  to  Lenox  Hill  Hospital 
because  of  a recurrence  of  jaundice. 

At  the  time  of  his  previous  admission 
elsewhere  he  was  jaundiced,  had  dark 
urine,  and  complained  of  indigestion,  ab- 
dominal fullness,  and  diffuse  abdominal 
pain.  At  laparotomy  his  liver  appeared 
cirrhotic,  and  the  gallbladder  contained 
many  calculi.  The  common  duct  was  not 
enlarged,  and  a cholangiogram  taken  in  the 
operating  room  was  interpreted  as  normal. 

Two  months  postoperatively  jaundice 
and  dark  urine  recurred,  without  pain, 
chills,  fever,  or  pruritus.  Two  months 
later  he  was  admitted  to  Lenox  Hill  Hos- 
pital. His  liver  was  found  to  be  enlarged  8 
to  10  cm.  below  the  costal  margin,  and  it 
was  described  as  “firm,”  “hard,”  and 
“somewhat  irregular.” 

Thus  on  admission  to  Lenox  Hill  Hospital 
the  patient  presented  the  problem  of  re- 
current jaundice  within  a few  months  after 
cholecystectomy.  In  such  a situation  a 
number  of  possibilities  come  to  mind: 

1.  Did  this  jaundice  reflect  progression 
of  his  cirrhosis?  This  happens  in  patients 
with  cirrhosis  in  the  postoperative  period, 
but  this  is  usually  an  immediate  postopera- 
tive problem. 

2.  Hepatotoxic  drugs  such  as  chlorpro- 
mazine  (Thorazine)  or  potentially  hepato- 
toxic anesthetic  agents  such  as  halothane 
(Fluothane)  would  have  to  be  considered. 

3.  Viral  hepatitis  would  have  to  be 

* Attending  in  Medicine,  Lenox  Mill  Hospital. 


strongly  considered,  but  fortunately  no 
blood  transfusions  were  given  during  the 
first  operation. 

4.  Recurrent  jaundice  could  be  related 
to  the  cholelithiasis  with  calculi  in  the  com- 
mon duct  which  were  not  detected  on  the 
operative  cholangiogram. 

5.  Finally,  with  jaundice  recurring  in 
this  manner  one  must  consider  the  pos- 
sibility that  at  the  time  of  the  previous 
surgery  an  obstruction  was  present  but  not 
detected  in  the  bile  ducts  either  at  the 
ampulla  of  Vater,  at  the  bifurcation  of  the 
common  duct,  or  within  the  parenchyma 
of  the  liver.  This,  of  course,  is  a most  im- 
portant area  for  the  surgeon  to  investigate 
in  any  patient  in  whom  the  cause  for 
jaundice  is  not  clearly  localized  in  the  lower 
duct  system  and  is  best  done  by  means  of 
a good  operative  cholangiogram.  This 
was  performed  and  it  was  reported  as 
normal.  Subsequent  review  of  this  cholan- 
giogram shows  that  the  lower  common  duct 
is  normal,  but  it  also  shows  dilatation  of 
the  proximal  bile  ducts  throughout  the 
liver.  Would  Dr.  Pezzulli  demonstrate 
these  films? 

Fred  Pezzulli,  M.D.:  I would  like 

briefly  to  review  the  films  taken  prior  to 
the  patient’s  admission  to  Lenox  Hill  Hos- 
pital. An  operating  room  cholangiogram 
was  done  at  another  institution  and  inter- 
preted as  normal  (Fig.  1).  In  reviewing 
these  films  I do  not  believe  this  is  an  ac- 
curate interpretation.  There  is  a rather 
generalized  dilatation  of  the  intra-  and 
extrahepatic  bile  ducts.  In  addition  there 
is  a smooth,  well-defined  oval  filling  defect 
at  the  junction  of  the  common  hepatic  and 
common  bile  ducts.  Below  this  point  con- 
trast material  outlines  a distal  common 
bile  duct  of  relatively  normal  caliber  and 
passes  into  the  duodenum.  I would 
interpret  this  study  as  showing  a partial 
extrahepatic  obstruction  of  the  bile  ducts 
secondary  to  an  intraluminal  mass  (Fig.  1). 

An  upper  gastrointestinal  series  demon- 
strates a normal  stomach  and  a somewhat 
thickened  duodenal  mucosal  pattern  with- 
out evidence  of  extrinsic  pressure  (Fig.  2). 

The  roentgenogram  of  the  chest  on  ad- 
mission to  Lenox  Hill  Hospital  shows  the 
cardiovascular  structures  to  be  normal. 
There  is  slight  elevation  of  the  right  hemi- 
diaphragm,  linear  atelectasis  at  the  right 
base,  and  a small  amount  of  fluid  in  the  left 
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costophrenic  angle  (Fig.  3). 

Michael  S.  Bruno,  M.D.:  The  opera- 

tive  cholangiogram  done  elsewhere  was 
verbally  reported  as  normal  to  us  as  were 
the  other  data  that  will  come  out  later. 

Dr.  Eisenmenger:  Were  the  peripheral 
ducts  in  the  liver  also  dilated? 

Dr.  Pezzulli:  That  is  correct,  Dr. 

Eisenmenger. 

Dr.  Eisenmenger:  This  then  is  ob- 

viously a most  important  bit  of  information, 
and  it  illustrates  the  necessity  of  gathering 
together  all  the  available  basic  data  in  the 
work-up  of  any  complex  case  and  not  re- 
lying on  submitted  reports,  especially  of 
the  verbal  variety.  With  this  bit  of  in- 
formation we  now  see  that  an  adequate  ex- 
planation for  his  jaundice  four  months 
previously  was  present  although  unrecog- 
nized at  the  time  of  the  original  surgery. 
As  a result,  much  of  the  speculation  about 
the  recurrence  of  jaundice  becomes  ir- 
relevant, assuming  the  basic  cause  is  the 
same  as  I believe  it  is. 

We  now  have  evidence  that  the  patient 
had  a partial  bile  duct  obstruction  which 
progressed  in  a four-month  period  and  re- 
sulted in  severe  jaundice  with  bilirubin 
levels  of  24  and  eventually  37  mg.  per  100 
ml.  The  lack  of  pruritus  with  obstructive 
jaundice  of  this  severity  might  raise  some 
question.  It  should  be  recalled  that  at  the 
time  of  previous  surgery  this  patient  was 
also  found  to  have  cirrhosis  of  the  liver. 
During  the  present  admission  we  see  labora- 
tory evidence  of  considerable  hepatocellular 
dysfunction  with  a serum  albumin  of  1.2 
Gm.  per  100  ml.  and  a blood  cholesterol 
of  only  144  mg.  per  100  ml.  of  which  only 
33  per  cent  was  ester ified  despite  almost 
complete  obstruction.  With  such  a de- 
ficiency of  hepatocellular  function  one 
might  also  assume  the  patient  had  a de- 
ficiency in  the  hepatic  production  of  bile 
acids  which  are  considered  the  cause  of 
pruritus.  Hence  the  lack  of  pruritus  in 
obstructive  jaundice  associated  with  severe 
hepatocellular  insufficiency  is  not  surpris- 
ing. 

The  next  problem  I would  like  to  consider 
is  a determination  of  the  nature  and  extent 
of  the  common  bile  duct  obstruction.  Pos- 
sibilities that  come  to  mind  include  com- 
mon duct  calculi,  neoplasm,  and  possibly 
mechanical  obstruction  of  the  duct  sys- 
tem by  parasites  in  view  of  the  previous 


history  of  parasitic  disease  and  his  ethnic- 
background.  Accordingly,  appropriate 
tests  were  carried  out  which  were  quite  in- 
formative. 

Pfirst,  an  intravenous  cholangiogram  was 
attempted.  Perhaps  this  was  worth  try- 
ing, but,  as  one  would  suspect  with  this  de- 
gree of  jaundice,  the  ducts  were  not  vis- 
ualized. The  next  procedure  was  trans- 
femoral  celiac  arteriography.  This  is  a pro- 
cedure which  is  generally  well  tolerated, 
and  it  is  quite  useful  in  studying  a problem 
such  as  this.  How  useful  it  was  in  this 
case  can  be  seen  from  a review  of  the  films. 
Would  Dr.  Pezzulli  show  these  films  now? 

Dr.  Pezzulli:  A percutaneous  ab- 

dominal aortogram  was  done  with  the 
Seldinger  catheter  technic. 

The  study  demonstrates  some  attenua- 
tion of  the  peripheral  intrahepatic  branches 
and  a well-defined  vascular  blush  overlying 
the  right  twelfth  rib  approximately  in  the 
region  of  the  liver  hilus  (Fig.  4A).  An  en- 
larged view  of  that  general  area  defines 
the  blush  more  clearly  (Fig.  4B).  An 
additional  study  was  a rose  bengal  I131  liver 
scan  demonstrating  hepatomegaly  and  a 
large,  ill-defined  area  of  decreased  radio- 
activity in  the  central  portion  of  the  right 
lobe  of  the  liver  (Fig.  5). 

Dr.  Eisenmenger:  The  arteries  in  the 

peripheral  areas  of  the  liver  are  not  unlike 
those  seen  in  cirrhosis  of  the  liver.  The 
more  important  abnormality,  however, 
from  a diagnostic  point  of  view,  is  in  the 
region  of  the  hilum  where  the  hepatic 
arteries  are  noted  to  deviate  from  their 
normal  course  around  an  area  where  a 
vascular  blush  is  visualized.  This  finding 
provides  strong  evidence  of  a tumor  at  or 
near  the  hilum,  a finding  which  fits  the 
clinical  picture  quite  well. 

In  the  area  of  the  vascular  blush  noted 
on  the  arteriogram  there  was  considerably 
decreased  uptake  of  radioactivity  on  liver 
scan.  This  finding  supports  the  suspicion 
of  a tumor  mass  in  this  area.  The  other 
areas  of  decreased  uptake  noted  throughout 
the  liver  could  represent  metastatic  lesions 
or  possibly  abscesses  secondary  to  the  ob- 
structive jaundice. 

Thus  at  this  point  we  have  considerable 
evidence  suggesting  that  this  man  had  a 
tumor  at  the  hilum  of  the  liver  causing  ob- 
structive jaundice.  The  evidence  includes 
the  findings  on  (1)  physical  examination, 
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and  (2)  the  earlier  operating  room  cholan- 
giogram,  celiac  arteriogram,  and  liver  scan. 
I cannot  visualize  any  pathologic  process 
other  than  a tumor  which  would  account 
for  all  these  findings.  Thus  I will  confine 
my  remaining  remarks  to  considerations  re- 
lating to  the  possible  nature  of  this  tumor: 

A metastatic  tumor  to  the  liver  is  a pos- 
sibility. However,  we  have  no  support  for 
such  a diagnosis.  At  laparotomy  four 
months  previously  no  tumor  was  noted  in 
the  abdominal  cavity. 

A tumor  arising  in  a gallbladder  in  which 
cholelithiasis  was  present  could  give  this 
picture,  but  this  should  have  been  de- 
tected at  the  time  of  surgery  four  months 
previously. 

Finally,  we  come  to  a primary  tumor  of 
the  liver,  that  is,  a hepatoma.  There  is  a 
clear  association  between  the  cirrhosis  and 
the  development  of  carcinoma  of  the  liver. 
Most  adult  patients  in  whom  a hepatoma 
develops  have  pre-existing  cirrhosis  which 
this  patient  was  known  to  have.  In  addi- 
tion, we  know  that  our  patient  was  Chinese, 
and  this  group  of  people  have  an  unusually 
high  incidence  of  carcinoma  of  the  liver. 
In  Berman’s1  monograph  it  is  noted  that  of 
all  types  of  carcinoma  found  at  autopsy, 
the  incidence  of  hepatoma  in  the  United 
States  is  2.5  per  cent,  and  in  Europe  it  is  1.2 
per  cent.  Of  all  types  of  carcinoma  found 
at  autopsy  in  the  Chinese,  the  incidence  of 
primary  carcinoma  of  the  liver  is  33  per 
cent.  Hence,  there  is  good  reason  to  con- 
sider that  this  patient’s  tumor  was  a 
primary  carcinoma  of  the  liver. 

One  other  bit  of  information  is  noted  in 
the  protocol  that  contributes  significantly 
to  the  story.  We  are  told  that  he  had 
parasitic  disease  which  was  treated  three 
years  previously  and  again  on  his  admission 
to  the  hospital  four  months  previously. 
Also  the  biopsy  of  the  liver  at  the  time  of 
the  initial  surgery  demonstrated  a granulo- 
matous lesion  surrounding  the  remnants  of 
an  egg.  I was  not  at  all  sure  initially  about 
the  identity  of  this  ovum,  but  1 was  told 
that  subsequently  the  stool  parasites  were 
identified  as  Clonorchis  sinensis.  This 
happens  to  be  the  parasite  that  would 
best  fit  the  entire  clinical  picture  already 
discussed.  C.  sinensis,  otherwise  known 
as  the  Chinese  liver  fluke,  is  widely  distrib- 
uted throughout  China  and  Japan  and 
the  adjoining  countries.  As  much  as  75 


per  cent  of  the  population  in  some  areas  of 
Japan  have  clonorchiasis.  The  excreted 
ovum  develops  partly  in  the  snail  and  then 
burrows  under  the  scales  of  certain  fish 
where  it  encrusts.  The  ingestion  of  raw  or 
inadequately  cooked  fish  brings  the  cyst 
into  the  intestinal  tract  of  man  where  the 
adult  worm  is  released  and  migrates  up  the 
common  duct  into  the  biliary  system  where 
it  grows  to  maturity.  With  many  worms 
in  the  bile  duct  system  after  repeated  in- 
festations, serious  disease  develops.  The 
bile  duct  epithelium  undergoes  marked 
hyperplasia,  and  eventually  adenomatous 
lesions,  cholangitis,  abscesses,  cirrhosis,  and 
ascites  develop.  Hepatic  carcinoma  of  the 
bile  duct  type  eventually  may  develop.2 

With  the  demonstration  of  the  eggs  of 
C.  sinensis  there  is  little  reason  to  mention 
the  other  common  liver  fluke,  namely. 
Fasciola  hepatica,  which  causes  somewhat 
of  a comparable  clinical  picture.  The  same 
applies  to  the  blood  fluke,  Schistosoma 
japonieum,  which  is  common  in  mainland 
China  and  also  gives  rise  to  cirrhosis  and 
possibly  may  lead  to  neoplasm. 

We  have  now  reached  the  point  at  which 
a second  operation  has  to  be  considered  if 
one  is  to  determine  the  nature  of  the  ob- 
structive lesion.  It  is  certainly  desirable, 
if  possible,  to  determine  the  position  and 
extent  of  the  obstruction  in  the  biliary 
system.  In  such  jaundice  the  only  practical 
method  is  a percutaneous  transhepatic 
cholangiogram,  which  was  performed  on 
the  eighth  hospital  day.  Before  discussing 
the  results,  a few  words  about  this  pro- 
cedure are  in  order.  A 7-inch  20-gauge 
needle  is  introduced  through  the  skin  just 
under  the  costal  margin  in  the  right  mid- 
clavicular  line  into  the  substance  of  the 
liver  in  the  hope  of  finding  a major  bile 
duct  into  which  contrast  material  is  in- 
jected. A dilated  obstructed  duct  is  ob- 
viously more  easily  found  than  a normal 
duct.  In  the  New  York  Hospital  series  re- 
ported in  1966,  the  procedure  was  com- 
pleted successfully  in  93  per  cent  of  those 
with  dilated  ducts  and  in  only  43  per  cent 
of  those  with  normal  ducts.3  In  watching 
this  procedure  being  carried  out  over  the 
past  ten  years,  I have  gained  a healthy  re- 
spect for  the  useful  information  it  can  give 
in  certain  complex  cases,  as  well  as  a realiza- 
tion of  the  dangers  involved.  These  dan- 
gers are  summarized  in  the  1966  New  York 
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Hospital  report  covering  144  patients.  One 
died  as  a result  of  the  procedure,  5 patients 
who  had  surgery  immediately  after  the 
procedure  had  a mixture  of  blood  and  bile 
in  the  peritoneal  cavity  amounting  to  500 
cc.  or  less,  and  2 patients  had  between  800 
and  1,000  cc.  1 cite  these  figures  not  to 
condemn  this  excellent  procedure,  if  it  is 
properly  performed,  hut  as  a note  of  cau- 
tion. Because  of  the  potential  risks,  how- 
ever, I agree  with  the  guidelines  currently 
in  operation  at  the  New  York  Hospital 
and  elsewhere  which  restrict  this  procedure 
exclusively  to  patients  already  scheduled 
for  surgery  immediately  afterward.'  In 
general,  if  a tense  obstructed  duct  is  en- 
tered, surgery  is  carried  out  as  scheduled. 
If,  on  the  other  hand,  a normal  duct  system 
is  visualized  with  no  obstructing  lesion, 
surgery  may  he  deferred.  In  such  a case 
the  patient  must  be  observed  very  care- 
fully; because  while  the  danger  of  bile 
peritonitis  does  not  exist,  there  is  still  al- 
ways the  danger  of  hemorrhage. 

In  this  present  case  I would  certainly 
have  agreed  that  this  cholangiogram  should 
be  done,  but  only  if  the  patient  was  ready 
and  scheduled  for  surgery  immediately 
thereafter. 

The  excellent  results  obtained  with  this 
procedure  in  this  case  were  mentioned  be- 
fore, hut  I would  like  Dr.  Pezzulli  to  demon- 
strate the  films. 

Dr.  Pezzulli:  A percutaneous  trans- 

hepatic  cholangiogram  was  done  and  dem- 
onstrates several  findings  of  interest.  Ir- 
regular bulbous  dilatation  of  the  intra- 
hepatic  bile  ducts  is  noted  particularly  in 
the  peripheral  segments.  As  the  ducts  con- 
verge toward  the  hilum  there  is  relative 
narrowing  with  associated  scalloping  of 
their  margins  suggestive  of  extrinsic  pres- 
sure. There  is  marked  dilatation  of  a seg- 
ment of  extrahepatic  bile  duct  followed  by  a 
well-defined  oval  radiolucent  filling  defect. 
The  distal  common  bile  duct  shows  mod- 
erate dilatation  with  a small  amount  of 
contrast  material  passing  into  the  duo- 
denum (Fig.  6). 

Dr.  Eisenmenger:  How  wide  would 

you  say  the  common  bile  duct  was,  Dr. 
Pezzulli? 

Dr.  Pezzulli:  We  estimated  its  size  to 
be  2.5  by  3 cm.  long  by  1.5  cm.  in  its 
largest  medial  diameter. 

Dr.  Eisenmenger:  Thus  we  again  see 


evidence  of  an  obstructive  lesion  in  the 
upper  common  duct  with  marked  peripheral 
dilatation  of  the  entire  biliary  duct  system. 
It  is  tempting  to  speculate  that  the  oval 
mass  visualized  in  the  upper  common  duct 
is  an  adult  parasite.  These  parasites  grow 
up  to  a size  of  about  20  by  5 mm.,  and  sucli 
a parasite  could  contribute  to  the  bile  duct 
obstruction.  I would  expect  the  major 
part  of  the  obstruction  to  be  caused  by  the 
irritative  reaction  of  the  bile  ducts  to  the 
parasite,  with  hyperplasia  of  the  bile  duct 
epithelium,  to  the  point  of  development  of 
carcinoma  at  the  site  visualized  on  the 
arteriogram  anti  cholangiogram.  Primary 
carcinoma  of  the  liver  in  the  Chinese  is 
usually  ±80  per  cent  of  the  liver-cell  type; 
but  when  it  is  directly  related  to  infesta- 
tion with  C.  sinensis,  it  is  usually  carcinoma 
of  the  duct  type  as  previously  mentioned. 

Thus  at  surgery  I would  expect  the 
surgeon  found: 

Clinical  diagnoses 

1.  Obstructive  jaundice  secondary  to  bile 
duct  carcinoma 

2.  C.  sinensis  infection,  treated,  inactive ? 
with  granulomas  of  the  liver 

Dr.  Eisenmenger’s  diagnoses 

1.  C.  sinensis  obstruction  of  biliary  tract 
causing  jaundice 

2.  ? Primary  bile  duct  carcinoma 

3.  Liver  cirrhosis  secondary  to  C.  sinensis 
obstruction 

Dr.  Bruno:  Thank  you,  Dr.  Eisen- 

menger. At  this  point  I would  like  to  open 
the  discussion  to  questions  and  comments. 

Karl  R.  Paley,  M.D.:  I would  like  to 
state  that  the  interpretation  of  the  liver 
scan  was  reported  to  show  a large  liver 
with  scattered,  central,  highlighted  areas 
that  were  not  consistent  with  dilated 
biliary  ducts  but  more  with  tumor  in- 
filtration there.  However,  I admit  the 
distinction  would  be  hard  to  make  using 
the  scan  alone  without  any  superimposition 
of  the  arteriogram  and  transhepatic  cholan- 
giogram on  it.  You  will  notice  too  that  as 
occurs  often  with  liver  disease,  the  heart 
shadow  on  top  of  the  liver  scan  becomes  ap- 
parent because  of  less  I131  taken  up  by  the 
liver. 

Arthur  Dishman,  M.D.:  I would  like 
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to  ask  Dr.  Eisenmenger  if  he  thinks  a 
hepatic  vein  thrombosis  in  addition  to  the 
hepatoma  might  exist  because  of  the  ab- 
sence of  a large  spleen. 

Dr.  Eisenmenger:  A history  of  the  sud- 
den development  of  ascites  might  have  sug- 
gested this  possibility.  There  is  little  sup- 
port here  for  a hepatic  vein  thrombosis. 

Peter  Immordino,  M.D.:  I wonder 

why  Dr.  Eisenmenger  suggested  the  patient 
had  a tumor  of  bile  ducts  rather  than  of  the 
liver  cells  themselves. 

Dr.  Eisenmenger:  There  is  a high 

incidence  of  liver  cell  tmnors  (hepatomas) 
in  the  Chinese,  5 to  6 times  greater  than  the 
average;  but  since  the  patient  had  C. 
sinensis  in  his  stool,  he  probably  had  an 
active  process  in  the  bile  duct  system  as 
well.  With  the  tumor  blush  demon- 
strated on  the  celiac  arteriogram,  the  rather 
common  association  of  these  parasites  with 
a proliferative  or  adenomatous  type  reac- 
tion that  later  progresses  to  a bile  duct 
adenocarcinoma  is  brought  to  mind. 

Dr.  Bruno:  This  patient  was  under  the 
care  of  Dr.  Ling,  and  I wonder  if  he  has 
any  comments  to  add. 

William  S.  M.  Ling,  M.D.:  Our 

thoughts  were  essentially  similar  to  those 
of  Dr.  Eisenmenger.  We  were  wondering 
about  the  nature  of  the  complete  biliary 
tract  obstruction  which  this  man  had.  As 
you  have  heard,  we  were  informed  by  the 
hospital  where  this  man  had  his  cholecys- 
tectomy for  gallstones  that  he  had  normal 
findings  on  a postoperative  cholangiogram 
and  that  the  ova  of  C.  sinensis  were  found 
in  his  stool.  We  believed  that  he  had  an 
extrahepatic  biliary  tract  obstruction  due 
either  to  a neoplasm,  stone,  or  parasites. 
Because  of  the  large  radiolucent  defect  seen 
in  the  dilated  common  duct  in  the  percuta- 
neous transhepatic  cholangiogram,  we  could 
not  exclude  the  possibility  of  a stone  or 
parasites,  although  this  patient’s  progres- 
sive deterioration  while  under  observation 
did  not  seem  to  he  in  keeping  with  the  latter 
two  possibilities.  I was  reminded  at  this 
time  of  a case  I had  seen  of  a thirty-seven- 
year-old  Chinese  male  who  was  operated  on 
at  another  institution  in  1953  for  a common 
duct  stone  with  cholangitis  and  bile  stasis. 
This  man  returned  six  years  later  again  with 
jaundice  and  epigastric  pain.  An  intra- 
venous cholangiogram  now  showed  com- 
mon duct  dilatation  with  “stones.”  When 


the  common  duct  was  opened,  three  adult 
clonorchid  worms  popped  into  view  and 
were  seen  actively  wiggling  in  the  operative 
field  to  the  utter  amazement  and  surprise 
of  the  surgeons.  The  radiolucent  defects 
in  the  intravenous  cholangiogram  in  this 
case  were  due  to  the  parasites.  Because 
this  patient’s  condition  was  hopeless,  opera- 
tive intervention  was  decided  on  to  de- 
termine the  nature  of  the  underlying  ob- 
struction and  to  see  if  the  obstruction  could 
be  relieved. 

Dr.  Bruno:  Were  the  worms  moving  in 
rhythm? 

Dr.  Ling:  No,  they  were  not.  The 

clue  to  the  parasite  on  the  operating  room 
cholangiogram  or  even  on  an  intravenous 
cholangiogram  would  be  the  presence 
of  oval  filling  defects  and  not  rounded 
ones  as  occur  in  choledocholithiasis.  The 
C.  sinensis  is  a large  parasite  and  may 
persist  for  twenty-five  years  or  more  in 
the  biliary  system;  20,000  worms  or 
more  have  been  found  at  any  one  time. 
The  parasite  is  endemic  in  Korea,  Japan, 
Southern  China,  and  also  in  Vietnam. 
However,  in  1945,  6,000  Jewish  refugees 
were  infected  with  them.  A clinicopath- 
ologic  conference  several  years  ago  de- 
scribed a case  in  a Caucasian,  bringing  to 
mind  the  not  uncommon  association  in  oc- 
cidentals. 

Dr.  Bruno:  Thank  you  Dr.  Ling. 

Would  Dr.  Moreno,  the  surgeon  of  record, 
bring  us  up-to-date  and  tell  us  what  was 
found  at  the  time  of  operation? 

Augusto  Moreno,  M.D.:  The  first 

operative  cholangiogram  was  not  available 
at  the  time  we  were  involved  in  making  our 
initial  diagnosis,  and  hence  the  necessity 
for  doing  a transhepatic  cholangiogram.  I 
agree  with  Dr.  Eisenmenger  in  that  I 
usually  schedule  the  patient  for  surgery 
at  the  time  I do  the  procedure.  At  ex- 
ploratory laparotomy  the  common  bile 
duct  was  bound  with  numerous  adhesions 
that  had  to  be  freed.  After  this  a dilata- 
tion 3 cm.  in  length  and  2 cm.  in  diameter 
in  the  duct  became  visible.  The  duct  felt 
soft,  and  with  this  in  mind  we  expected  to 
find  parasites  inside.  However,  on  opening 
the  duct,  soft  friable  tissue  was  present 
there  filling  the  lumen.  A specimen  was 
sent  for  a frozen  section  and  reported  as 
containing  an  adenocarcinoma  of  the  com- 
mon bile  duct.  With  the  aid  of  spoons  and 
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FIGURE  7.  Operating  room  cholangiogram  at 
Lenox  Hill  Hospital  again  reveals  dilated  bile  ducts 
and  filling  defect  in  dilated  common  bile  duct. 
Dye  seen  to  enter  duodenum. 


dilators  we  tried  to  clean  out  both  hepatic 
ducts  which  were  also  dilated  and  elongated, 
but  we  were  not  too  successful  because  of 
the  extent  of  tumor  involvement  which 
was  widespread.  A T tube  was  inserted. 
An  operating  room  cholangiogram  recon- 
firmed the  previous  findings  on  the  trans- 
hepatic  cholangiogram  (Fig.  7). 

Postoperatively  it  took  three  to  four 
days  before  bile  drained  from  the  T tubes. 
The  rest  of  his  hospital  course  was  pro- 
gressively downhill.  He  expired  on  his 
eighth  postoperative  day  with  marked 
jaundice  and  in  hepatic  decompensation. 

Dr.  Bruno:  I would  like  to  state  at  this 
point  that  Dr.  Eisenmenger  had  more  in- 
formation than  we  had  while  treating  this 
patient.  There  was  a time  interval  before 
the  slides,  operating  room  cholangiogram, 
and  discharge  summary  could  be  obtained 
from  the  other  hospital.  This  is  one  in- 
stance in  which  the  discusser  of  a clinico- 
pathologic  conference  had  more  informa- 
tion than  the  physicians  who  were  re- 
sponsible for  the  patient’s  care.  The  other 
point  is  that  if  one  undertakes  the  procedure 
of  transhepatic  percutaneous  cholangiog- 
raphy, one  must  be  prepared  to  explore 
the  abdomen  within  twelve  hours  or  so  if  an 
obstruction  is  found,  because  of  the  likeli- 
hood of  bile  peritonitis  in  patients  with 
complete  obstruction. 

Dr.  Kessler:  Yet  those  who  advocate 

the  procedure  say  there  is  little  danger  of 


bleeding  or  bile  peritonitis  if  one  leaves  a 
small  polyethylene  catheter  in  place. 

Dr.  Bruno:  I do  not  think  anyone  in 

our  institution  has  had  enough  experience 
to  say  “yes”  or  “no”  to  that.  A point  that 
bothers  me  is  the  assumption  that  intra- 
hepatic  liver  disease  exists  if  the  trans- 
hepatic cholangiographic  findings  are  nor- 
mal. One  then  is  making  a diagnosis  of 
parenchymal  liver  disease  on  the  basis  of  a 
negative  test  finding.  Transjugular  chol- 
angiography is  another  method  which  offers 
t he  advantages  of  percutaneous  cholangiog- 
raphy without  the  disadvantages  of  bile 
peritonitis  or  bleeding  into  the  peritoneum. 
It  is  a more  difficult  procedure,  from  a 
technical  point  of  view  however,  and  has 
not  been  widely  accepted  for  that  reason. 
Would  Dr.  Shea  show  the  pathologic  find- 
ings now. 

Lawrence  P.  Shea,  M.D.*:  The  first 

surgical  specimen  consisted  of  several 
biopsy  fragments  removed  from  the  com- 
mon bile  duct.  Microscopic  examination 
revealed  a moderately  well-differentiated 
adenocarcinoma  projecting  from  the  inner 
surface  of  the  common  bile  duct  and  deeply 
invading  its  muscular  wall.  The  epithelial 
neoplasm  consisted  of  atypical  columnar 
cells  which  lined  tortuous  glandular  spaces 
(Fig.  8A).  The  enlarged,  hyperchromatic 
nuclei  were  pleomorphic  and  frequently 
contained  mitotic  figures.  In  the  tumor 
there  were  small  foci  of  necrosis.  The 
fibrous  stroma  contained  collections  of 
polymorphonuclear  neutrophils  and  macro- 
phages. 

Microscopic  examination  of  the  second 
specimen,  a biopsy  wedge  of  liver  tissue, 
showed  distorted  regenerating  hepatic  lob- 
ules lacking  central  veins  (Fig.  8B). 
There  was  moderately  increased  nuclear 
pleomorphism  of  the  parenchymal  cells 
and  severe  generalized,  intracanalicular  bile 
stasis  (Fig.  8C).  The  fibrotic  periportal 
spaces  contained  increased  numbers  of  bile 
ductules  (Fig.  8D).  In  the  fibrous  tissue 
there  were  foci  of  lymphocytes  and  poly- 
morphonuclear neutrophils.  In  one  peri- 
portal area  a circular  space  several  times 
the  diameter  of  a bile  ductule  was  filled 
with  granular  yellow-brown  bile  pigment. 
The  fibrous  wall  of  this  space  was  devoid 
of  an  epithelial  lining.  Macrophages  in 

* Associate  Pathologist,  Lenox  Hill  Hospital. 
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FIGURE  8.  (A)  Biopsy  fragments  from  common  bile  duct  revealing  adenocarcinoma  of  common  bile  duct. 
Irregular  glandular  structures  formed  by  atypical  columnar  epithelium  (X295).  (B)  Section  of  liver  biopsy 
showing  portion  of  regenerative  parenchymal  nodule.  Space  in  periportal  area  filled  with  bile  pigment 
(X120).  (C)  Higher  magnification  of  hepatic  parenchyma  showing  severe  intracanalicular  bile  stasis  (X 
295).  (D)  Periportal  space  of  liver  showing  fibrosis  and  regenerated  bile  ductules  (X295). 


the  adjacent  fibrous  tissue  contained  similar 
pigment.  None  of  the  sections  of  liver  con- 
tained parasitic  forms. 

Dr.  Bruno:  Was  a serrnn  immuno- 

electrophoresis  done? 

Dr.  Kessler:  No,  there  was  no  men- 

tion of  that  on  the  chart.  Why  do  you  ask 
that  question,  Dr.  Bruno? 

Dr.  Bruno:  A recent  report  has  stressed 
the  usefulness  of  serum  immunoelectro- 
phoresis  as  a further  means  of  differentiat- 
ing extrahepatic  obstructive  jaundice  from 
intrahepatic  jaundice  and  types  of  cir- 
rhosis.6 A progressive  increase  of  the  im- 
munoglobulin-A  fraction  was  found  to 
parallel  the  increase  of  the  beta-gamma 
bridging  phenomenon.  The  highest  levels 
of  immunoglobulin-A  and  immunoglobu- 
lin-M  fractions  were  found  in  the  post- 
hepatitic cases  rather  than  in  those  with 
Fvaennec’s  cirrhosis.  The  other  association 
was  made  by  Osserman7  in  his  discussion  of 
dysproteinemias  of  the  myeloma  type  in 
patients  without  clinically  evident  primary 
plasma  cell  proliferative  disease.  He  found 


33  per  cent  to  have  primary  lesions  of 
epithelial  cell  origin.  In  particular  in  his 
series  a patient  with  common  bile  duct 
carcinoma  showed  an  M spike  in  the  slow- 
gamma  range.  A larger  report  revealed 
another  case  of  bile  duct  carcinoma  as- 
sociated with  the  dysproteinemia  of  the 
myeloma  type.8 

Dr.  Kessler:  What  about  the  likeli- 

hood of  making  an  etiologic  diagnosis  from 
a liver  biopsy  that  reveals  opercula  in  it? 

Dr.  Bruno:  Unless  the  subterminal 

spine  can  be  seen  in  the  biopsy  of  the  liver 
making  a diagnosis  of  Schistosoma  mansoni, 
then  further  identification  of  the  ova  is  not 
really  possible.  All  the  pathologist  can 
say  is  that  there  is  a liver  parasite  present; 
a stool  examination  may  be  of  help  as  far 
as  identification  of  ova  is  concerned,  but  it 
can  also  mislead  one.  The  diagnostic 
tetrad  of  fever,  tender  hepatomegaly, 
eosinophilic  leukocytosis,  and  stools  posi- 
tive for  specific  ova  becomes  obvious. 
Treatment  consists  of  chloroquine  hydro- 
chloride in  a dose  of  0.5  Gm.  three  times  a 
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day  for  three  to  six  weeks.  In  33  per  cent 
of  cases  this  results  in  a cure.9  Treatment 
with  gentian  violet  or  potassium  antimony 
tartrate  may  also  he  tried  in  other  cases. 
When  the  diagnosis  is  suspected  but  the  re- 
sults of  stool  examination  (sedimentation) 
are  negative,  then  duodenal  intubation  may 
demonstrate  the  ova.  More  recently  Im- 
munoelectrophoresis, int  radermal,  and  com- 
plement fixation  tests  have  been  developed 
which  help  in  establishing  the  diagnosis. 

Dr.  Kessler:  What  about  the  patient 

with  long-standing  disease? 

Dr.  Bruno:  Asthenia,  anemia,  spleno- 

megaly, and  urticaria  are  found  more 
frequently  in  these  patients.  If  untreated, 
death  may  occur  as  a result  of  liver  failure 
or  bleeding  esophageal  varices.  The  pro- 
cedure of  choice  in  patients  with  extra- 
hepatic  biliary  obstruction  is  common  duct 
exploration  and  removal  of  the  flukes  if 
present,  followed  by  cholecystectomy  and 
sphincterotomy.  Rarely  will  a tumor  of  the 
hepatic  or  common  duct  be  found.  In  any 
case  medical  therapy  should  also  be  given 
to  such  a patient.  If  a diagnosis  has  not 
been  made  after  six  weeks  of  jaundice,  a 
laparotomy  should  be  carried  out. 10  This 
is  the  usual  recommendation  that  is  made. 
The  only  lesion  that  can  be  identified  with 
certainty  by  transhepatic  cholangiography 
is  extrahepatic  obstruction  as  this  case 
points  out;  but  it  cannot  finally  exclude 
this  since  the  failure  may  have  been  in 
puncturing  a duct. 

Dr.  Kessler:  My  final  question,  Dr. 

Bruno,  is  what  is  known  about  extrahepatic 
malignant  bile  duct  tumors? 

Dr.  Bruno:  In  general  they  are  rela- 

tively common.'-  Neibling,  Dockerty,  and 
Waugh11  reported  on  the  incidence  of  210 
cases  in  which  surgery  was  performed  on 
the  biliary  tract  during  the  period  1937 
through  1946.  Of  90  patients,  14  had 
carcinoma  of  the  common  hepatic  duct. 
Kuwayti  et  al.l~  in  1957  described  63  cases 
from  the  autopsy  files  of  the  Mayo  Clinic 
for  the  years  1915  through  1953.  There 
was  an  incidence  of  1 case  per  381  autopsies. 
The  common  hepatic  duct  was  involved  in 
15  cases.  In  most  series  males  predominate, 
and  they  are  usually  elderly.  Metastases 
are  grossly  observable  at  operation  in  more 
than  60  per  cent  of  the  cases.  The  average 
survival  time  after  operation  in  Neibling’s 
series  was  three  to  four  months.  The  tumor 


is  usually  a low-grade  mucin-producing 
adenocarcinoma  which  diffusely  invades 
the  duct  wall  and  which  involves  the 
perineural  lymphatics  in  more  than  60 
per  cent  of  cases. 

Getting  back  to  this  patient.  Dr.  Ling 
asked  me  to  see  him  in  consultation  early 
in  his  hospital  course.  At  that  point  it  was 
obvious  that  he  had  intrinsic  liver  disease 
as  well  as  an  extrahepatic  obstruction.  I 
could  not  believe  that  he  had  a normal  liver 
four  months  prior  to  his  admission  to 
Lenox  Hill  Hospital,  when  the  cholecys- 
tectomy was  done.  The  possibility  of  a 
complicating  hepatoma  was  also  considered. 
When  the  data  from  his  other  hospital  ad- 
mission finally  arrived,  the  real  possibility 
of  C.  sinensis  infestation  with  bile  duct 
carcinoma  became  apparent  and  was  sug- 
gested as  one  diagnostic  possibility.  I 
wonder  if  Dr.  Ling  can  fill  us  in  further  on 
the  epidemiology  and  the  more  recent  ex- 
perimental studies  with  C.  sinensis. 

Dr.  Ling:  This  case  made  both  Dr. 

Bruno  and  me  wonder  about  the  causal  re- 
lationship between  clonorchiasis  and  bile 
duct  carcinoma  and  hepatoma.  Inquiry 
revealed  that  certain  pertinent  observa- 
tions had  been  made  in  Hong  Kong  relative 
to  clonorchiasis.  There  it  was  found  that 
42  per  cent  of  the  cats  and  65  per  cent  of  the 
human  population  in  Hong  Kong  were  in- 
fested with  C.  sinensis,  so  that  there  was 
ample  opportunity  to  study  this  disease. 
Furthermore  it  was  noted  that  the  patho- 
logic changes  in  clonorchiasis  are  in  the 
nature  of  desquamation,  hyperplasia,  aden- 
omatous tissue  formation,  and  sometimes 
even  stricture  in  the  second  order  bile  ducts 
caused  by  the  mechanical  and  chemical 
irritation  by  these  worms.  Clonorchiasis 
does  not  cause  cirrhosis  of  the  liver.  These 
changes  in  the  bile  ducts  can  be  followed 
by  the  development  of  carcinoma  of  the 
bile  duct  spontaneously  in  man,  the  cat, 
and  the  dog,13  and  can  be  reproduced  ex- 
perimentally in  the  cat,14  and  the  manner  of 
development  and  structure  of  this  type  of 
carcinoma  is  identical  with  its  human  coun- 
terpart. In  contrast  to  the  frequency  with 
which  C.  sinensis  has  been  associated  with 
the  development  of  carcinoma  of  the  bile 
duct  is  the  observation  that  this  infestation 
does  not  bear  any  relationship  to  the  de- 
velopment of  primary  hepatoma. 15  Thus 
primary  hepatoma  is  seen  with  great 
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frequency  in  Taiwan  even  though  clonor- 
chiasis  is  almost  nonexistent  there. 

Dr.  Bruno:  The  motion  of  the  worms 

is  the  primary  irritant,  but  chemical  agents 
aggravate  this.  Desquamation  of  the 
epithelial  cells  is  the  first  histologic  change, 
and  then  regeneration  occurs.  The  con- 
tinuous desquamation  and  regeneration 
lead  to  hyperplasia.  Adenomatous  tissue 
formation  results,  and  this  may  progress 
to  malignant  changes  or  retrogress  and  be 
replaced  by  connective  tissue. 

Another  postulated  cause  for  the  malig- 
nant degeneration  is  the  structural  sim- 
ilarity between  bile  acids  and  the  carcino- 
gen, methylcholanthrene.  The  prolonged 
exposure  to  stagnant  bile  may  be  re- 
sponsible for  the  malignant  changes.  Fort- 
ner and  Leffall16’17  implanted  pellets  of 
methylcholanthrene  into  the  gallbladders 
of  dogs  and  cats  and  subsequently  found  a 
few  gallbladder  cancers,  but  their  studies 
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are  not  conclusive.  Gillman,  Gilbert,  and 
Spence18  compared  the  changes  in  paradi- 
methylaminoazobenzene  (butter  yellow')- 
fed  rats  with  rats  in  which  all  or  part  of  the 
biliary  tract  had  been  totally  obstructed. 
Two  weeks  of  complete  obstruction  of  the 
common  bile  duct  produced  virtually  the 
same  hyperplasia  as  that  seen  in  rats  that 
had  received  the  dye.  There  were  similar 
changes  in  baboons  and  monkeys;  but  the 
progression  to  precancerous  hyperplasia  did 
not  occur  in  the  obstructed  livers,  and  thus 
the  similarity  to  butter  yellow-fed  animals 
did  not  continue.  What  role  this  plays  in 
man  can  only  be  speculated  on. 

Final  anatomic  diagnoses 

1.  Adenocarcinoma  of  common  bile  duct 

2.  Biliary  cirrhosis 

3.  Clonorchis  sinensis  infection  of  the 
liver  ( inactive ?) 


10.  Bourke,  J.  B.,  Cannon,  P.,  and  Ritchie,  H.  D.: 
Laparotomy  for  jaundice,  Lancet  2:  (Sept.  9)  1967. 

11.  Neibling,  H.  A.,  Dockerty,  M.  B.,  and  Waugh,  J. 

M.:  Carcinoma  or  the  extrahepatic  bile  ducts,  Surg.  Gynec. 

&Obst.  89:  429  (1949). 

12.  Kuwayti,  K.,  Baggenstoss,  A.  H.,  Stouffer,  M.  D., 

and  Priestley,  J.  T.:  Carcinoma  of  the  major  intrahepatic 

and  the  extrahepatic  bile  ducts  exclusive  of  the  papilla  of 
Vater,  ibid.  104:  357  (1957). 

13.  Chang,  H.  P.,  and  Hou,  P.  C.:  Hepatic  clonorchiasis 

and  carcinoma  of  the  bile  duct  in  a dog,  J.  Path.  Bact.  88: 
365  (1965). 

14.  Idem : Pathological  changes  in  the  intrahepatic 

bile  ducts  infested  with  clonorchis  sinensis,  ibid.  89:  357 

(1965). 

15.  Sing,  J.  L.,  et  al .:  Clinical  study  on  primary  car- 

cinoma of  the  liver  in  Taiwan,  Am.  J.  Digest.  Dis.  (N.S.) 
12:  1036, 1967. 

16.  Fortner,  J.  G.:  The  experimental  induction  of  pri- 

mary carcinoma  of  the  gallbladder.  Cancer  8:  689  (1955). 

17.  Fortner,  J.  G.,  and  Leffall,  L.  D.:  Carcinoma  of  the 

gallbladder  in  dogs,  ibid.  14:  1127  (1961). 

18.  Gillman,  J.,  Gilbert  C.,  and  Spence,  I.:  Some  factors 

regulating  the  structural  integrity  of  the  intrahepatic  bile 
ducts  with  special  reference  to  primary  carcinoma  of  the 
liver  and  vitamin  A,  ibid.  7:  1109  (1954). 
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Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  43.  These  two  tracings  were  obtained  at  forty-eight-hour  intervals  following  admission  of  a 
fifty-three-year-old  man  complaining  of  chest  pain.  What  is  the  interpretation? 


QUESTION  44.  What  is  the  rhythm?  This  is  lead  II. 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  43.  The  initial  tracing  shows 
regular  sinus  rhythm  with  S-T  slightly 
elevated  and  T wave  symmetrically  in- 
verted in  leads  Vi  to  V4.  On  the  subsequent 
tracing,  the  T-wave  inversions  have  re- 
verted to  normal,  and  the  patient  now  has 
a normal  electrocardiogram.  Such  tran- 
sient inversions  of  precordial  T waves  can 
be  seen  with  acute  myocardial  ischemia  or 


anterior  wall  infarction.  The  rapid  return 
to  normal  is  unusual  with  infarction.  Ad- 
ditional laboratory  and  clinical  observa- 
tions are  necessary  to  aid  in  the  dif- 
ferential diagnosis. 

Question  44.  The  ventricular  rate  is 
totally  irregular.  Atrial  activity  can  be 
seen  preceding  each  beat,  but  the  P waves 
vary  in  direction  and  size.  Some  of  the  P 
waves,  such  as  the  one  superimposed  on  the 
T wave  following  the  second  QRS  com- 
plex, are  not  conducted.  The  rhythm  is 
sinus  tachycardia  and  arrhythmia  with  a 
wandering  pacemaker  and  frequent  pre- 
mature atrial  contractions,  some  of  which 
are  not  conducted.  This  rhythm  has  been 
called  multifocal  atrial  tachycardia. 


Correction 

Inadvertently  the  electrocardiogram  (B)  of  Figure  1,  page  797, 
was  placed  upside  down.  This  occurred  in  the  article  by  Sigler, 
L.  H.:  Sudden  death  due  to  cardiac  rupture  in  myocardial 
ischemia  and  infarction;  causes,  mechanism,  and  possible  pre- 
vention, New  York  State  J.  Med.  69:  794  (Mar.  15)  1969. 
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Vitamin  D Dependent 
Calcium-Binding  Protein 

Current  Concepts 

LEMUEL  D.  WRIGHT,  Ph.D. 
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From  the  Graduate  School  of  Nutrition, 
Cornell  University 

Rickets  was  first  used  in  1634  as  a term 
to  describe  a disease  that  was  common  in 
England.  It  was  studied  in  detail  by 
several  physicians  in  England  around  1640. 
During  the  eighteenth  century  codliver  oil 
came  into  use  for  the  treatment  of  rickets. 
With  the  rapid  industrialization  of  the 
nineteenth  century  rickets  became  wide- 
spread among  children  in  cities.  By  1870  it 
was  reported  that  one  third  of  the  children 
of  poor  families  in  cities  like  London  and 
Glasgow  had  obvious  rickets.  It  is  of  in- 
terest that  two  supposedly  contradictory 
hypotheses,  both  of  which  are  now  known 
to  be  correct,  were  advanced  concerning  the 
cause  of  rickets.  One  group  held  that  the 
disease  is  of  dietary  origin,  while  the  other 
group  held  that  rickets  is  due  to  a lack  of 
sunshine. 

Laboratory  studies 

Rickets  was  produced  experimentally  in 
dogs  by  Edward  Mellanby  in  1921  by  feed- 
ing special  diets.  He  found  that  feeding 
codliver  oil  to  afflicted  animals  cured  the 
condition.  At  that  time  it  was  presumed 
that  the  cure  could  be  attributed  to  vitamin 


A.  However,  a year  later  McCollum  and 
associates  showed  that  the  vitamin  A po- 
tency of  codliver  oil  could  be  destroyed 
without  effect  on  the  factor  responsible  for 
the  cure  of  rickets.  McCollum  called  the 
antirachitic  factor  of  codliver  oil  vitamin  D. 
In  1924  Hess  in  New  York  and  Steenbock 
at  the  University  of  Wisconsin  showed  in- 
dependently that  food  not  initially  anti- 
rachitic could  be  made  so  by  ultraviolet 
irradiation.  A number  of  vitamin  Ds  have 
been  characterized,  and  the  chemistry  in- 
volved in  the  conversion  of  provitamin  Ds 
into  active  vitamins  is  fairly  well  under- 
stood. 

It  has  been  known  since  around  1844  that 
rickets  is  a calcium-deficiency  disease.  As 
a consequence  of  the  vitamin  deficiency, 
absorption  of  calcium  and  phosphorous  is 
impaired,  and  excessive  amounts  are  ex- 
creted in  the  feces.  In  rickets  the  serum 
level  of  calcium  is  low  while  the  serum  level 
of  phosphorous  is  normal.  As  a conse- 
quence of  low-serum  levels  of  calcium  the 
supply  of  calcium  to  the  bones  is  depleted. 
In  addition,  the  blood  level  of  alkaline 
phosphatase  is  increased,  further  interfering 
with  the  deposition  of  calcium  as  calcium 
triphosphate  in  the  bones.  Histologically, 
the  deposition  of  calcium  at  the  epiphysis- 
diaphysis  junction  has  been  thoroughly 
studied. 

In  spite  of  a considerable  fund  of  knowl- 
edge concerning  the  practical  aspects  of 
rickets,  the  pathologic  characteristics  of  the 
deficiency  and  the  chemistry  of  the  vitamin 
D group,  the  molecular  biology  of  rickets 
has  remained  obscure  until  recent  years. 
This  ignorance  of  the  exact  function  of 
vitamin  D has  been  a source  of  considerable 
embarrassment  to  biochemists  and  nutri- 
tionists who  have  taken  pride  in  the  ad- 
vances that  have  been  made  in  understand- 
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ing  the  mechanism  of  action  of  the  water- 
soluble  vitamins. 

The  dearth  of  knowledge  relative  to  the 
actual  mechanism  of  action  of  the  vitamin 
Ds  is  due  to  a number  of  reasons.  In  the 
first  place,  no  simple,  reliable,  and  accurate 
methods  have  been  available  for  the  mea- 
surement of  vitamin  D.  The  so-called 
“line  test”  for  vitamin  D is  cumbersome, 
time  consuming,  expensive,  and  possibly 
inaccurate  unless  skillfully  done.  On  the 
other  hand,  excellent  methods  exist  for  the 
rapid,  accurate,  and  sensitive  determination 
of  the  water-soluble  vitamins.  Some  of 
these  methods  are  microbiologic,  some  are 
physical,  and  some  are  chemical,  but  all  are 
eminently  satisfactory.  In  the  second 
place,  only  higher  animals  suffer  from 
rickets,  hence  the  biochemistry  of  vitamin 
D must  be  studied  in  higher  species.  On 
the  other  hand,  the  water-soluble  vitamins 
appear  to  function  in  every  cell  of  every 
living  thing.  Thus  there  are  available  a 
variety  of  “simple”  systems  both  cellular 
and  subcellular  for  the  study  of  the  water- 
soluble  vitamins. 


Mechanism  of  vitamin  D action 

The  last  few  years  have  seen  a real  break- 
through in  our  understanding  of  the 
mechanism  of  action  of  vitamin  D.  In 
1964  Eisenstein  and  Passavoy  showed  that 
the  administration  of  excess  vitamin  D 
causes  a transient  hypercalcemia  due  to 
stimulation  of  the  resorption  of  bone  min- 
eral by  the  vitamin.  This  effect  was  not 
seen  when  the  laboratory  animal  had  been 
given  actinomycin  D previous  to  the  vita- 
min D.  Actinomycin  D is  a well-known 
inhibitor  of  protein  biosynthesis.  Actino- 
mycin D (there  is  no  relationship  between 
actinomycin  D and  vitamin  D)  is  believed 
to  inhibit  protein  synthesis  by  associating 
with  the  genetic  machinery  of  the  cell  and 
inhibiting  the  formation  of  an  appropriate 
messenger  RNA  (ribonucleic  acid).  The 
finding  of  Eisenstein  and  Passavoy  implies 
that  vitamin  D is  concerned  with  the  bio- 
synthesis of  a particular  protein  that  is  con- 
cerned with  the  transport  of  calcium, 
particularly  with  the  transport  of  calcium 
across  the  intestinal  barrier. 

This  review  is  concerned  with  some  of  the 
aspects  of  the  discovery,  isolation,  char- 


acterization, and  biochemistry  of  this  pro- 
tein which  is  described  as  the  “vitamin  D- 
induced  calcium-binding  protein.”  The 
work  summarized  here  has  won  for  Robert 
H.  Wasserman,  Ph.D.,1-8  Professor  of 
Physical  Biology,  Cornell  University,  the 
1969  Mead  Johnson  award  in  nutrition 
administered  by  the  American  Institute  of 
Nutrition. 

Wasserman  and  his  group  observed  in 
1963  that  the  distribution  of  radiocalcium 
between  the  soluble  phase,  supernatant,  and 
insoluble  phase,  debris,  of  homogenates  of 
intestinal  mucosa  depends  on  the  vitamin  D 
status  of  the  donor  animal.  Considerably 
more  radiocalcium  remained  in  the  soluble 
phase  of  homogenates  from  vitamin  D- 
treated  chicks  than  in  the  soluble  phase 
from  rachitic  animals.  Initially,  the  reason 
for  this  difference  was  not  clear,  but  the 
development  of  a sensitive  assay  for  detect- 
ing the  capacity  of  soluble  substances  to 
bind  calcium  aided  in  understanding  this 
phenomenon.  The  assay  involves  the  mix- 
ing in  a buffer  of  a cation  exchange  resin, 
radiocalcium  (calcium-45)  and  an  aliquot 
of  the  supernatant  fraction  of  an  intestinal 
homogenate.  Following  the  mixing,  the 
supernatant  solution  after  centrifugation  of 
the  resin  is  counted  in  a radioisotope 
counter.  The  higher  the  count  the  higher 
the  concentration  of  a soluble-binding  sub- 
stance in  the  test  sample  that  competes 
with  the  resin  to  bind  calcium  ions. 

Using  the  assay  described  to  follow  frac- 
tionation, Wasserman  and  colleagues  have 
isolated  the  vitamin  D-dependent  calcium- 
binding protein  from  chick  intestinal  mu- 
cosa. The  purification  procedure  involved 
the  use  of  ammonium  sulfate  precipitation, 
gel  filtration  on  Sephadex  G-100,  and 
preparative  disk  electrophoresis.  The  mo- 
lecular weight  of  the  calcium-binding  pro- 
tein was  found  to  be  about  28,000  by  cali- 
brated gel  filtration  and  about  25,000  by 
equilibrium  sedimentation.  The  formation 
constants  between  calcium-binding  protein 
and  calcium,  strontium,  and  barium  ions 
are  2.6  X 105  M -1,  3.9  X 104  M-1,  and 
5.8  X 103  M_1,  respectively.  Thus  the 
protein  has  more  affinity  for  calcium  than 
for  strontium  and  barium.  One  molecule 
of  protein  binds  one  atom  of  alkaline  earth. 
The  protein  is  relatively  high  in  the  acidic 
amino  acids,  aspartic  and  glutamic  acids. 
As  a consequence  the  protein  migrates 
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toward  the  anode  ahead  of  extraneous  pro- 
teins on  electrophoresis. 


Vitamin  D and  calcium  metabolism 

Although  information  concerning  the  bio- 
chemistry and  physiology  of  the  vitamin 
D-dependent  calcium-binding  protein  is 
still  incomplete,  a few  studies  have  been 
made.  In  these  studies  the  chick  has  been 
the  laboratory  animal.  Rickets  is  readily 
induced  in  the  chick,  and  the  relative  cost 
of  chicks  versus  laboratory  rats  or  dogs 
makes  the  chick  a desirable  animal  for  the 
study  of  vitamin  D and  calcium.  Calcium- 
binding protein,  originally  detected  in 
vitamin  D-treated  rachitic  chicks,  is  also 
present  in  normally  raised  chicks;  how- 
ever, the  concentration  of  calcium- binding 
protein  in  the  vitamin  D-treated  rachitic 
chick  mucosa  exceeds  that  in  normal  mu- 
cosa. Absorption  of  calcium-47  by  a 
duodenal  loop  and  the  calcium-binding  pro- 
tein content  of  duodenal  mucosa  decreases 
at  a similar  rate  when  chicks,  given  a single 
dose  of  vitamin  D,  are  placed  on  a rachito- 
genic  diet.  Chicks  adapted  to  a low- 
calcium  intake  absorb  more  calcium  and 
have  a greater  concentration  of  duodenal 
calcium-binding  protein  than  chicks  on  a 
normal  diet.  This  latter  finding  is  of 
special  significance  in  view  of  the  fact  that 
there  are  populations  subsisting  without 
apparent  ill  effects  on  diets  so  low  in  calcium 
that  one  would  predict  that  negative  cal- 
cium balances  should  result.  Further,  the 
content  of  mucosal  calcium-binding  protein 
is  greater  in  younger  than  more  mature 
birds,  the  same  in  pullets  and  cockerels  of 
the  same  age,  and  greater  in  laying  than  in 
nonlaying  hens.  These  last  three  observa- 
tions are  also  of  especial  interest.  Osteo- 
malacia and  osteoporosis  in  human  subjects 
are  primarily  seen  in  old  age,  and  the  ex- 
periments of  Wasserman  suggest  that  the 
biosynthesis  of  the  calcium-binding  protein 
may  diminish  with  old  age,  leading  to  a de- 
crease in  calcium  absorption  and  ultimately 
to  a negative  calcium  balance  in  spite  of  the 
dietary  intake  of  calcium  that  would  have 
sufficed  at  an  earlier  age.  Similarly,  at 
least  in  the  young  of  the  species,  there 
appears  to  be  no  sex  difference  in  the 
amount  of  calcium-binding  protein  elabo- 
rated. It  would  have  seemed  in  the  process 


of  evolution  from  lower  forms  having  no  use 
for  vitamin  D and  calcium,  at  least  for  bone 
formation,  that  the  female  would  have 
developed  a greater  storage  capacity  for 
calcium  in  anticipation  of  future  needs. 
Apparently  this  is  not  the  case,  and  it  is 
only  when  the  demands  for  a sudden  in- 
crease in  calcium  metabolism,  for  example, 
laying  versus  nonlaying  hens,  are  forced  on 
an  animal  that  the  synthesis  of  calcium- 
binding protein  is  increased.  Increased 
absorption  of  calcium  may  not  be  able  to 
keep  up  with  the  demands  for  calcium  on 
the  part  of  the  laying  hen  or  on  the  fetus  in 
a pregnant  woman. 

With  the  newer  knowledge  of  a role  of 
vitamin  D in  the  biosynthesis  of  a special 
calcium-binding  protein  that  functions  and 
the  transport  and  metabolism  of  calcium, 
Wasserman  has  outlined  a summary  of  our 
present  understanding  of  vitamin  D and 
calcium  metabolism  as  follows: 


Intake  of  dietary  vitamin  D 
1 1 

Intestinal  absorption  of  the  vitamin 

I 2 

Transfer  of  the  vitamin  to  the  target  tissue 
(for  example,  intestinal  cells) 

1 3 

Transformation  to  an  active  metabolite 
1 4 

Localization  of  the  metabolite  in  the  nucleus 
i 5 

Interaction  with  the  genetic 
machinery  of  the  cell 

i 6 

Nuclear  synthesis  of  a messenger  RNA 
1 7 

Transfer  of  RNA  to  ribosomes 

l 8 

Synthesis  of  a vitamin  D-dependent  protein 
l 9 

Translocation  of  the  protein  to  the  appropriate 
cellular  site(s) 

1 10 

Enhanced  absorption  of  calcium 


Reactions  1 and  2 of  the  summary  are 
essentially  self  explanatory.  Vitamin  D, 
like  other  nutrients,  must  be  absorbed  and 
arrive  at  the  site  of  action.  With  respect  to 
reaction  3,  with  the  recent  availability  of 
labelled  vitamin  Ds  together  with  modern 
chromatographic  technics  it  has  been  pos- 
sible to  show  that  vitamin  D is  transformed 
in  the  animal  to  a more  polar  compound, 
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that  is,  more  water  soluble,  which  has  a 
somewhat  greater  biologic  activity  than  the 
parent  molecule.  This  derivative  was 
recently  isolated  and  identified,  and  appears 
to  be  25-hydroxy-calciferol,  identical  to 
activated  7-dehydrocholesterol  except  that 
a hydrogen  atom  on  carbon-25  is  replaced 
by  a hydroxyl  group.  Similarly  with  the 
use  of  radioautographic  technics  it  can  be 
shown  that  the  active  metabolite  is  loca- 
lized in  the  nucleus  (reaction  5).  That  the 
active  vitamin  D is  concerned  with  the 
protein-synthesizing  capacity  of  the  cell  in 
accordance  with  reactions  6,  7,  8,  and  9, 
seemed  established  from  the  work  of 
Wasserman  and  colleagues.  This  vitamin 
D-induced  calcium-binding  protein  then  is 
transported  to  locations  that  are  concerned 
with  the  transport  and  metabolism  of  cal- 
cium. In  the  case  of  the  intestinal  tract, 
the  special  protein  is  effective  in  enhancing 
the  absorption  of  calcium. 

It  is  refreshing  that  at  long  last  the 
molecular  biology  of  vitamin  D and  calcium 
metabolism  is  beginning  to  become  un- 
raveled. It  can  be  expected  that  knowl- 
edge of  the  vitamin  D-induced  calcium- 


binding protein  will  be  of  considerable  help 
in  understanding  diseases  of  calcium  metab- 
olism other  than  rickets. 

Cornell  University 
Ithaca,  New  York  14850 
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Identical  twin  sisters,  with  monozygocity 
which  was  confirmed  by  matching  of  25 
blood  types,  developed  myocardial  infarcts 
at  ages  sixty  and  sixty-one,  respectively. 
Both  patients  had  systolic  hypertension. 
They  had  undergone  surgery  for  uterine 
polypi  and  a cataract  in  the  left  eye.  A 
significant  difference  between  them  in- 
volved osteitis  deformans  in  one. 

This  report  emphasizes  the  similar  age  of 
onset  of  clinical  coronary  disease  in  both 
twins. 

Few  reports  of  monozygotic  twins  with 
ischemic  heart  disease  are  available  in  the 
literature.  In  1958,  Benedict1  could  find 
only  4 sets  of  twins  with  coronary  involve- 
ment in  both  twins.  The  author  added  a 
set  of  identical  female  twins  who  developed 
an  anginal  syndrome  at  age  forty-one.  In 
1962,  Sulser  and  Koller2  described  2 pairs 
of  monozygotic  twins  with  evidence  of  cor- 
onary insufficiency  in  1 twin  of  each  pair, 
the  other  twin  apparently  free  of  demon- 
strable coronary  disease. 

Sidd  et  al.3  described  wTide-spread,  severe 
coronary  disease  in  identical  twin  brothers, 
age  forty-three.  Their  study  included  a 


match  of  29  blood  types,  identical  for 
both  patients,  and  coronary  angiography. 
These  authors  found  a total  of  11  sets  of 
twins  with  coronary  disease  in  the  avail- 
able literature,  their  case  increasing  the 
total  to  12,  and  Douglas,4  subsequently, 
added  3 more  sets  of  twins.  The  present 
case  is  the  second  in  the  literature  in  which 
identical  physical  appearance  has  been  con- 
firmed by  extensive  blood  matching.  The 
coexistence  of  Paget’s  disease  in  1 of  the 
twins  adds  interest  to  this  case  report. 

Case  reports 

Twin  1.  The  patient  was  examined  first 
in  December,  1961,  at  the  age  of  sixty. 
Three  days  previously  she  had  had  a pain 
in  the  chest,  with  radiation  to  both  shoul- 
ders, which  persisted  all  day.  There  had 
been  no  antecedent  chest  distress.  A 
cholecystectomy  had  been  done  eleven  years 
previously;  a uterine  polyp  had  been  re- 
moved many  years  ago ; and  hypertension 
had  been  reported  six  years  previously. 
The  patient  was  employed  as  a housekeeper, 
and  she  had  never  used  tobacco. 

The  family  history  included  1 sibling,  her 
identical  twin  sister.  Her  husband  was 
arthritic.  She  had  had  no  pregnancies.  Her 
mother  died  at  the  age  of  seventy  of  dia- 
betes and  her  father  at  the  age  of  fifty-nine 
of  heart  and  kidney  disease. 

On  physical  examination  her  height  was 
58V2  inches,  weight  117  pounds,  and  blood 
pressure  186/90.  A small  patch  of  xanthe- 
lasma was  noted. 

The  heart  was  not  enlarged  to  percussion 
and  the  rate  and  rhythm  were  normal.  A 
soft,  systolic  blowing  murmur  of  Grade  II 
over  VI  intensity  was  audible  at  the 
apex.  The  lungs  wrere  clear.  A cholecys- 
tectomy scar  was  present ; otherwise  an  ab- 
dominal examination  gave  negative  results. 
The  extremities  were  normal. 

The  electrocardiograms  are  presented  in 
Figure  1.  Evidence  of  myocardial  isch- 
emia and  anterolateral  infarction  is  pres- 
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FIGURE  1.  (A)  Electrocardiogram  of  Twin  1 taken  December  29,  1961.  (B)  Tracing  taken  September  21, 
1967. 
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ent.  Urinalysis  gave  negative  results.  A 
roentgen  study  of  the  chest  was  unremark- 
able except  for  a slight  prominence  of  the 
aortic  knob. 

Following  recovery  from  the  myocardial 
infarct,  the  patient  had  no  further  angina 
and  at  no  time  did  she  complain  of  dyspnea 
or  palpitation.  In  1964,  she  spontaneously 
passed  a renal  calculus.  At  that  time  a 
cataract  of  the  left  eye  was  observed,  and  a 
similar  lesion  was  found  in  her  twin 
sister.  However,  Paget’s  disease  of  the 
right  leg  appeared,  and  this  was  associated 
with  a rise  in  the  blood  alkaline 
phosphatase.  No  evidence  of  Paget’s  dis- 
ease was  found  in  her  twin  sister. 

When  last  seen,  on  September  21,  1967, 
the  patient  was  asymptomatic  and  her 
blood  pressure  was  166/90.  No  positive 
findings  were  demonstrable  except  for  the 
ocular  abnormal  condition  and  a bony  de- 
formity of  the  right  tibia.  The  laboratory 
data  are  given  in  Table  I. 

Twin  2.  The  patient  was  first  examined 
on  June  13,  1962.  She  was  seen  at  the  age 
of  sixty-one  because  of  pressure  in  the  epi- 
gastrium three  days  previously.  There 
was  radiation  to  the  throat,  back,  and 
shoulders.  Symptoms  subsided  after  sev- 
eral hours  but  recurred  two  days  later. 
Prior  attacks  were  denied  as  was  distress 
on  exertion. 

The  past  history  included  surgery  for 
glaucoma  five  months  previously  and  the  re- 
moval of  a polyp  of  the  womb  years  ago. 

The  patient  had  been  divorced  thirty 
years  ago,  had  never  remarried,  and  had 
had  no  pregnancies.  She  worked  as  a re- 
ceptionist in  a physician’s  office.  She  had 
never  smoked. 

On  physical  examination  her  height  was 
58V2  inches,  weight  was  122  pounds,  and 
blood  pressure  130/80.  There  were  no  posi- 
tive findings  except  for  a soft,  blowing  sys- 
tolic murmur  of  Grade  II  over  VI  intensity 
audible  at  the  apex. 

The  electrocardiograms  are  presented  in 
Figure  2.  They  suggest  a nontransmural, 
anterolateral,  myocardial  infarct.  Roent- 
gen study  of  the  chest  showed  no  abnor- 
mality. 

The  patient  had  no  subsequent  chest  dis- 
tress, and  the  physical  findings  remained 
stable  except  for  a blood  pressure  rise  to 


TABLE  1. 

Chemistry  analysis 

Tests  Performed 

Normal  Range* 
(Per  100  Ml.) 

Patient 
Twin  2 

Patient 
Twin  1 

Cholesterol  f 

160  to  250  mg. 

255 

224 

Triglycerides** 

50  to  150  mg. 

68 

6!) 

Cholesterol,  total 

150  to  300  mg. 

260 

235 

Calcium 

9 to  11.5  mg. 

10.3 

10.7 

Phosphorus,  inorganic 

3 to  4 . 5 mg. 

3.6 

3.2 

Bilirubin,  total 

0 .1  to  1.0  mg. 

0.6 

0.6 

Albumin 

3.5  to  5. 0 Gm. 

3.8 

3.6 

Total  protein 

6 0 to  8.0  Gm. 

7.4 

6.8 

Uric  acid 

2.5  to  7.5  mg. 

5.3 

5.  1 

Urea  nitrogen 

10  to  20  mg. 

21 

23 

Glucose 

80  to  120  mg. 

80 

85 

Lactic  dehydrogenase 

Up  to  240 

115 

110 

(units) 

Alkaline  phosphatase 

4 to  17  (King- 

17 

39 

Armstrong 

units) 

Serum  glutamic 

15  to  45 

13 

13 

oxaloacetic 

(Karmen 

transaminase 

units) 

* Normal  range  on  the  Technicon  SMA-12  Autoanalyzer, 
t Abell,  L.  L.,  Levy,  B.  B.,  Brodie,  B.  B.,  and  Kendall, 
F.  E.:  Simplified  method  for  the  estimation  of  total  cho- 

lesterol in  serum  and  demonstration  of  its  specificity,  J.  Biol. 
Chem.  195:  357  (1952). 

**  Van  Handel,  E..  and  Zilversmit,  I).  B.:  Micromethod 
for  the  direct  determination  of  serum  triglycerides,  J.  Lab.  & 
Clin.  Med.  50:  152  1951  Performed  by  Paul  Samuel, 

M.D.) 

170/90.  In  August,  1962,  surgery  was  per- 
formed for  glaucoma.  A cataract  appeared 
in  the  left  eye  which  was  similar  to  the  le- 
sion found  in  her  twin  sister. 

The  laboratory  data  are  presented  in 
Table  I. 


Comment 

Monozygocity  of  the  twins  presented  is 
confirmed  by  the  matching  of  blood  types 
which  are  presented  in  Table  II.  A study 
of  monozygotic  twins  presents  an  opportu- 
nity to  differentiate  between  chromosomal 
and  environmental  factors.  While  the  total 
number  of  cases  of  ischemic  heart  disease 
available  in  the  literature  is  small,  the  simi- 
larity of  the  age  in  each  twin  at  which  cor- 
onary disease  was  initially  diagnosed  is 
impressive.  In  5 of  8 sets  of  twins  di- 
rectly available  for  study,  each  twin  has  pre- 
sented evidence  of  coronary  disease  within 
three  years  of  the  same  age.  The  differ- 
ences in  the  severity  of  the  disease  in 
identical  twins  is  equally  impressive.  Cer- 
tainly, conclusive  evidence  concerning  the 
relative  roles  of  heredity  and  environment 
are  not  at  hand.  However,  the  data  sup- 
port the  role  played  by  heredity  in  coro- 
nary disease  and  suggest  the  interesting 
hypothesis  that  the  age  at  which  coronary 
atherosclerosis  begins  may  be  determined 
genetically  and  that  environmental  factors 
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Electrocardiogram  of  Twin  2 taken  June  12,  1967.  (B)  Tracing  taken  September  21, 1967 


TABLE  II.  Blood  studies 

Blood  Type 


Patient 

Ai 

BHD 

C E 

I c 

e Cw 

f M 

N 

S 

S 

Ll 

Le®  Le^ 

p 

K 

Fy» 

Twin  2 

+ 

- + 

+ 

- + 

+ - 

+ - 

+ 

+ 

+ 

+ 

- + 

+ 

+ 

- 

Twin  1 

+ 

- - + 

+ 

- + 

+ - 

+ - 

+ 

+ 

+ 

+ 

- + 

+ 

+ 

- 
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such  as  diet,  stress,  and  cigaret  smoking  in- 
fluence the  rate  of  progression  of  the  dis- 
ease. The  actual  onset  of  histologic  evi- 
dence of  atherosclerosis  need  not,  of 
course,  coincide  with  the  onset  of  clinical 
disease. 

The  occurrence  of  Paget’s  disease  in  just 
1 twin  favors  the  concept  that  osteitis  de- 
formans is  an  acquired  syndrome,  not  an 
hereditary  predisposition.  The  absence  of 
Paget’s  disease  in  this  respect  seems  more 
significant  than  would  be  its  presence  in 
both  members  of  a set  of  twins.  No  study 
of  Paget’s  disease  in  monozygotic  twins,  in 
whom  monozygocity  has  been  confirmed 
by  blood  matching,  was  found  in  the 
literature.  Dickson,  Camp,  and  Ghormley5 
mention  an  instance  of  Paget’s  disease  of 
the  tibia  in  each  of  identical  twins,  without 
further  description.  Aschner,  Hurst,  and 
Roizona  report  a set  of  identical  twins  with 


Soap  pathoallergy 

Although  the  incidence  of  photoallergy  due  to 
soaps  containing  antibacterial  salicylamides  and 
related  compounds  is  probably  low,  it  never- 
theless presents  a growing  medical  problem, 
reports  W.  Mitchell  Sams,  Jr.,  M.D.  in  the 
Mayo  Clinic  Proceedings  43:  783  (November) 
1968. 

For  the  past  eighteen  months  all  patients  at 
this  facility  with  dermatitis  involving  primarily 
the  exposed  areas  have  been  photopatch  tested, 
a technic  using  long-wave  ultraviolet  light. 
After  formulation,  each  compound  is  applied  to 
the  patient’s  back  in  duplicate  circles  1 cm.  in 
diameter  and  covered  with  Elastopatch.  One 
set  will  be  phototested;  the  other  are  controls 
or  contact  patch  tests.  The  patient  is  told  to 
make  sure  to  avoid  the  sun  as  much  as  possible 
and  wear  a heavy  shirt  if  he  must  go  outside. 
Six  to  twenty-four  hours  later  all  patches  are 
removed,  but  only  one  set  is  exposed  to  long- 
wave ultraviolet  light  (320-400  mm.)  from  a hot 
quartz  lamp  filtered  through  window  glass  at  a 
distance  of  30  inches  for  five  minutes.  Reac- 
tions at  test  and  control  sites  are  read  at  twenty- 
four  and  forty-eight  hours.  A positive  reaction 
at  the  test  site  will  be  ideally  associated  with  a 
negative  one  at  the  control  or  contact  site,  but 
sometimes  the  patient  is  moderately  contact- 
allergic  to  the  compound.  The  photocontact 


proved  Paget’s  disease  in  one  member 
and  diagnosis  by  inference  in  the  other. 
Martin7  reports  a set  of  identical  twins 
with  generalized  Paget’s  disease  in  one 
and  postmortem  evidence  of  involvement  of 
the  spine  in  the  other. 
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reaction  will  be  clearly  more  intense  than  the 
one  at  the  control  site. 

Photosensitive  patients  showed  mild  ery- 
thema to  severe  eczematous  eruptions.  Al- 
though a patchy  rash  on  the  trunk  and  other 
covered  areas  is  not  uncommon,  the  eruption  is 
limited  to  exposed  areas,  characteristically 
sparing,  however,  the  upper  eyelid  and  sub- 
mental  area.  In  cases  of  long  standing,  the  skin 
is  thickened.  Almost  always  the  patients  are 
over  forty  years  old. 

The  difficulty  is  not  so  much  the  acute  reac- 
tion in  the  majority  of  patients  because,  if  the 
condition  is  recognized,  it  subsides  when  the 
use  of  the  offending  substance  is  stopped.  The 
trouble  is  that  a significant  number  of  these 
patients  become  persistent  photoreactors  and 
remain  highly  sensitive  to  sunlight  months  or 
years  after  exposure  to  the  offending  agent  is 
stopped. 

In  all,  75  persons  were  tested,  20  of  whom  re- 
acted to  1 or  more  of  the  antibacterial  com- 
pounds. Most  of  the  20  patients  were  photo- 
sensitive to  more  than  1 compound.  Positive 
phototest  reactions  were  recorded  as  follows: 
tetrachlorosalicylanilide,  8 of  18;  bithionol,  9 of 
19;  tribromosalicylanilide,  13  of  20;  and  to  1 or 
both  of  the  dibromosalicylanilides,  13  of  20. 
Two  were  mildly  photosenstive  to  hexachloro- 
phene  alone,  and  1 was  mildly  sensitive  to  tri- 
chlorocarbanilide  alone. 
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|N  1956,  Harris  et  al.1  reported  the 
first  known  patient  with  spontaneously 
occurring,  refractory,  hypochromic-micro- 
cytic anemia  in  whom  a dramatic  hema- 
tologic remission  followed  the  administra- 
tion of  pyridoxine.  In  1964,  Horrigan 
and  Harris'-  reviewed  72  cases  of  pyri- 
doxine-responsive  anemia  and,  since  then, 
several  additional  case  reports  have  ap- 
peared in  the  literature.  These  patients 
have  shown  clinical  and  laboratory  fea- 
tures of  the  primary  hypersideremic  (sidero- 
blastic) anemias,  which  include  a hypo- 
chromic-microcytic anemia,  accompanied 
by  hyperferremia,  hemosiderosis,  and 
ringed  sideroblasts  in  the  hone  marrow. 3 
There  has  been  no  abnormal  hemoglobin  on 
electrophoresis  and  a response  to  pyridoxine 
has  been  characteristic.  There  is,  some- 
times, an  hereditary  factor  in  this  disease 
and  transmission  seems  to  depend  on  an 
x-linked  recessive  gene.4  The  purpose  of 
this  report  is  to  present  another  case  of 
this  unusual  condition  in  a middle-aged 
man  who  had  hematologic  abnormalities 
twelve  years  before  the  correct  diagnosis 
was  made. 


A fifty-two-year-old  Jewish  white  male 
was  seen  by  a physician  in  December, 
1953,  because  of  weakness,  tiredness,  and 
pallor.  His  hemoglobin  then  was  re- 

corded as  47  per  cent  of  normal.  An 
upper  gastrointestinal  series,  barium  enema, 
and  three  stools  tested  for  occult  blood 
were  negative.  He  was  treated  with 
iron  without  significant  improvement  and 
three  months  later  was  referred  to  a 
hematologist  because  of  persistent  anemia. 
The  hemoglobin  had  risen  only  to  12.2 
Gm.  per  100  ml.,  but  the  hematocrit  was 
46  and  the  reticulocyte  count  was  0.6 

per  cent.  The  smear  showed  marked 
variation  in  size  and  shape  of  the  red 
cells  with  severe  hypochromia  and  micro- 
cytosis. The  bone  marrow  was  normal. 

His  anemia  was  thought  to  be  due  to 
recurrent,  although  undocumented,  gas- 
trointestinal hemorrhage,  and  he  was 

treated  with  a hematinic  concentrate 
with  intrinsic  factor  containing  iron,  vi- 
tamin Bio,  liver-stomach  concentrate,  and 
folic  acid  (Trinsicon)  and  a multivitamin 
preparation  in  which  was  included  5 mg.  of 
pyridoxine  (Theragran).  He  took  these 
medications  daily  for  the  next  twelve 
years.  Yearly  blood  counts  thereafter 
were  said  to  be  normal,  and  a hematocrit 
recorded  in  November,  1964,  was  42. 

In  August,  1965,  the  patient  was  ad- 
mitted to  the  Beth  Israel  Hospital  and  a 
right  nephro-ureterectomy  was  performed 
for  what  proved  to  be  an  impacted  uric 
acid  calculus.  Postoperatively,  his  hema- 
tocrit was  32  and  his  hemoglobin  was 
9.5  Gm.  per  100  ml.  Several  tests  on  the 
stools  were  negative  for  occult  blood. 
The  red  blood  cells  again  showed  marked 
hypochromia,  microcytosis,  and  great  var- 
iation in  size  and  shape.  There  were 
target  cells  and  occasional  cells  with 
basophilic  stippling.  The  platelet,  white 
cell,  and  differential  counts  were  normal. 
The  reticulocyte  count  on  admission  was 
6.8  per  cent  but  during  the  next  five  days 
ranged  from  0.2  to  0.7  per  cent.  Follow- 
ing 4 blood  transfusions  the  reticulocyte 
count  rose  to  between  2 and  6.6  per  cent. 
Serum  iron  content  before  transfusion  was 
135  micrograms  per  100  ml.  with  a total 
iron-binding  capacity  of  282  micrograms 
per  100  ml.  A hone  marrow  aspirate 
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showed  normoblastic  erythroid  hyperplasia 
with  increased  iron  stores.  Ringed  sidero- 
blasts  were  present.  Red-cell  osmotic  fra- 
gility, Ham  test,  urine  urobilinogen,  blood 
urea  nitrogen,  fasting  blood  sugar,  serum 
bilirubin,  protein  electrophoresis,  and  al- 
kaline phosphatase  results  were  all  normal. 
Indirect  Coombs’  test  result  was  1 plus, 
but  this  later  returned  to  normal.  He 
was  discharged  nineteen  days  after  surgery 
on  no  medications,  the  hematinics  having 
been  discontinued  since  admission. 

During  the  next  thirteen  weeks  the 
hemoglobin  concentration  fell  from  11.4 
Gm.  per  100  ml.  on  discharge  to  7 Gm. 
per  100  ml.,  and  the  hematocrit  fell  from 
39  to  24.  Reticulocyte  counts  during  this 
time,  however,  remained  less  than  1 per 
cent,  and  the  serum  iron  content  rose  to 
276  micrograms  per  100  ml.  with  a total 
iron-binding  capacity  of  340  micrograms 
per  100  ml.  There  was  no  blood  in  the 
stools.  Serum  cholesterol  was  237  mg. 
per  100  ml.,  and  leukocyte  alkaline  phos- 
phatase was  normal. 

On  November  23,  1965,  pyridoxine  was 
begun,  100  mg.  by  mouth  daily,  and  a 
brisk  response  followed  (.Fig.  1).  During 
the  next  seven  weeks  the  hemoglobin 
rose  to  14.8  Gm.  per  100  ml.  and  the 
hematocrit  to  47.  The  serum  iron  content, 
one  week  after  pyridoxine  therapy  was 
started,  was  106  micrograms  per  100  ml. 
with  a total  iron-binding  capacity  of  510 
micrograms  per  100  ml.  The  red  blood 
cells  became  normochromic  although  slight 
to  moderate  variation  in  size  and  shape 
persisted  (Fig.  2). 

Pyridoxine  therapy  was  stopped  at  the 
end  of  eight  weeks.  The  hemoglobin 
and  hematocrit  values  continued  to  rise, 
reaching  a maximum  of  15.4  Gm.  and  49 
Gm.  per  100  ml.,  respectively,  two  weeks 
after  cessation  of  therapy.  These  values 
remained  stable  until  thirteen  weeks  later 
when,  after  a twenty-eight-day  period 
while  the  patient  was  lost  to  follow-up,  the 
hemoglobin  had  fallen  to  10.6  Gm.  per 
100  ml.,  and  the  hematocrit  to  32.  Serum 
iron  content  at  this  time  was  282  micro- 
grams per  100  ml.,  with  a total  iron- 
binding capacity  of  299  micrograms  per 
100  ml.  Pyridoxine,  1 mg.  intramuscu- 
larly, was  administered  for  three  days, 
and  no  worsening  of  the  anemia  was 
noted.  Then  pyridoxine  5 mg.,  by  mouth, 
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FIGURE  1.  Hematology  data  during  two  trials  of 
pyridoxine  therapy. 


was  given  daily  with  a prompt  reticulo- 
cytosis  (Fig.  1). 

On  the  seventh  and  eighty-fifth  days 
after  pyridoxine  was  discontinued,  the 
patient  was  given  2 Gm.  of  L-tryptophan 
by  mouth,  and  determinations  were  made 
for  urinary  metabolites  of  tryptophan. 
These  results  were  normal  except  for  an 
isolated  increase  in  urinary  acetylkynure- 
nin.  * 

There  had  been  no  history  of  anemia  in 
the  patient’s  family.  A brother  had  died 
of  Hodgkin’s  disease.  The  patient’s  die- 
tary habits  were  good  and  his  bowel 
habits  were  normal.  He  denied  excessive 
alcoholic  intake.  Physical  examination  did 
not  reveal  peripheral  neuropathy,  hep- 
atomegaly, or  splenomegaly. 

Comment 

It  seems  probable  that  the  anemia,  for 
which  this  patient  had  been  treated  for 
twelve  years  preceding  the  diagnosis  of 
pyridoxine-responsive  anemia,  was  the  first 
manifestation  of  that  same  disease.  Al- 
though his  hemoglobin  in  1954  was  12.2 
Gm.  per  100  ml.,  the  blood  smear  showed  a 
disproportionate  degree  of  hypochromia, 
microcytosis,  and  poikilocytosis.  Treat- 

♦The  authors  are  grateful  to  James  M.  Price,  M.D., 
University  Hospital,  University  of  Wisconsin  Medical 
Center,  Madison,  for  carrying  out  these  studies. 
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FIGURE  2.  Upper  left,  pretreatment  peripheral  blood  smear  demonstrating  marked  variation  in  size  and 
shape  of  red  blood  cells.  Upper  right,  after  four  days  of  pyridoxine  (100  mg.  daily);  note  increase  in  well- 
filled  macrocytes.  Lower  left,  after  seventeen  days  of  treatment,  a few  microcytes  and  teardrop  forms  re- 
main. Lower  right,  after  thirty-five  days  of  treatment,  rare  helmet  cell  and  teardrop  cell  are  visible. 


ment  with  iron  was  ineffective  until  a 
hematinie  containing  5 mg.  of  pyridoxine 
was  added  to  the  regimen,  and  he  had 
hematologic  remission  as  long  as  he 
continued  the  medication.  That  this  was 
an  adequate  dosage  of  pyridoxine  for 
him  was  suggested  by  the  dramatic  re- 
sponse to  this  amount  following  a per- 
mitted relapse. 

He  relapsed  between  twelve  and  fourteen 
weeks  after  discontinuing  the  initial 
course  of  therapy.  In  previously  reported 
cases,  remissions  have  lasted  from  ten 
days  to  five  months  after  the  vitamin  was 
discontinued,  with  most  patients  relapsing 
between  two  and  four  months.66  The 
degree  of  this  patient’s  anemia  at  the  time 
of  hospitalization  for  ureteral  obstruction 
has  been  puzzling  since  he  had  continued  to 
take  the  multivitamin  preparation  until 
just  before  admission.  It  may  be  that 
amount  of  pyridoxine  was  not  adequate  in 
time  of  stress  or  that  an  infection  was 
involved. 


The  daily  biologic  requirement  for  this 
vitamin  has  not  been  definitely  established, 
although  a minimum  has  been  estimated  to 
be  between  1.5  to  2.5  mg.  per  day  for 
adults.7  The  hematologic  responses  to 
various  dosages  of  pyridoxine,  as  indicated 
in  the  literature,  have  been  quite  variable. 
In  most  cases  dosages  have  been  large 
(50  to  100  mg.  per  day)  and  the  least 
effective  dosages  have  not  been  deter- 
mined. However,  remissions  have  been 
observed,  as  in  the  present  case,  with 
amounts  as  low  as  2.5  and  5 mg.  daily.8-10 

It  has  been  clear  in  most  cases  that 
dietary  deficiency  or  intestinal  malabsorp- 
tion of  pyridoxine  have  not  been  involved 
in  the  pathogenesis  of  pyridoxine-respon- 
sive  anemia.  Abnormalities  of  tryptophan 
metabolism  which  are  characteristic  of 
those  in  experimental  pyridoxine  deficiency 
have  been  present,  however,  in  11  of  27 
recorded  cases  in  which  they  were  looked 
for.2  The  tryptophan-loading  test  in  our 
patient  was  normal  except  for  an  isolated 
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increase  in  urinary  acetylkynurenin.  The 
significance  of  an  elevation  of  this  me- 
tabolite alone  is  not  known. 11 

Precise  etiologic  mechanisms  have  not 
yet  been  clearly  defined,  and  the  diversity 
of  clinical  manifestations  in  previous  cases 
suggest  that  several  different  mechanisms 
may  be  involved.  The  role  of  pyridoxal 
phosphate,  a metabolieally  active  product 
of  pyridoxine,  in  heme  synthesis  has  been 
clearly  shown,12  and  it  is  evident  that  a 
deficiency  in  one  of  several  metabolic 
reactions  in  which  it  is  involved  could 
bring  about  the  observed  hematopoietic 
abnormalities.913' 14 

This  patient  demonstrated  a prompt 
response  to  treatment  with  pyridoxine. 
Within  three  weeks  of  the  start  of  therapy 
the  hematocrit,  and  three  weeks  later  the 
hemoglobin,  became  normal.  Even  when 
the  red  blood  cells  had  become  well  hemo- 
globinated,  however,  the  blood  smear 
showed  moderate  disturbances  of  red 
blood  cell  morphologic  structure.  Tear- 
drop-shaped cells,  ovalocytes,  microcytes, 
and  macrocytes  persisted.  A similar 
optimal  response  with  normalization  of 
hemoglobin  and  hematocrit  was  attained 
in  30  of  the  72  of  Horrigan  and  Harris’s2 
collected  cases;  in  no  patient,  however, 
has  red  blood  cell  morphologic  structure 
been  completely  corrected.  This  suggests 
that  the  hematopoietic  defect  is  not  a 
simple  deficiency  of  pyridoxine. 

A humoral  factor  distinct  from  pyri- 
doxine has  been  implicated  by  Erslev, 
Lear,  and  Castle.15  Their  patient  de- 
veloped a reticulocytosis  following  in- 
fusions of  sedimented  red  blood  cells  and 
of  plasma  but  not  after  washed  red  blood 
cells,  suggesting  the  presence  of  a substance 
in  normal  plasma  which  corrected  the 
deficiency.  Our  patient  also  developed  a 
reticulocytosis  following  administration  of 
whole  blood,  but  it  was  not  sustained  long 
enough  to  correct  his  anemia.  Studies 
demonstrating  a substance  in  crude  liver 
extract,  that  is  distinct  from  pyridoxine 
and  which  is  effective  in  producing  a 
remission,  is  further  evidence  that  factors 


as  yet  unknown  may  be  involved  in  the 
pathogenesis  of  pyridoxine-responsive 
anemia. 10 

Summary 

A patient  with  pyridoxine-responsive 
anemia  is  presented  in  whom  an  excellent 
hematologic  remission  was  demonstrated 
with  a small  dosage  of  pyridoxine.  The 
absence  of  significant  evidence  of  hemo- 
siderosis and  the  apparent  long  duration 
of  subclinical  disease  probably  was  due  to 
the  faithful  daily  ingestion  of  a multi- 
vitamin preparation  containing  5 mg.  of 
pyridoxine. 

Tufts  Hematology  Laboratory 
818  Harrison  Avenue 
Boston,  Massachusetts 
02118  (Dr.  Bennett) 
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During  recent  years  the  use  of  dialysis 
has  increased  rapidly  as  a therapy  for 
acute  poisoning.  Peritoneal  dialysis  is  a 
convenient  technic,  rapidly  available  in 
most  hospitals.  The  procedure  may  be 
life-saving  for  an  acutely  intoxicated  child 
who  has  ingested  potentially  lethal  quanti- 
ties of  a drug. 

The  present  report  describes  peritoneal 
dialysis  therapy  in  children  who  were 
acutely  poisoned  with  amitriptyline  hydro- 
chloride and  perphenazine.  Amitriptyline 
hydrochloride  is  shown  to  be  definitely 
nondialyzable. 

Case  reports 

Case  1.  This  was  the  first  hospitaliza- 
tion for  an  eight-year-old  Caucasian  male 
who  was  found  unconscious  approximately 
two  hours  prior  to  admission.  An  empty 
bottle,  which  had  contained  21  tablets 
(25  mg.)  of  amitriptyline  hydrochloride 
(525  mg.  total),  was  found  nearby. 

He  had  complained  of  precordial  pain 
and  shortness  of  breath  for  one  year  and 
had  been  treated  in  another  hospital  with 
tranquilizers.  His  mother  had  been  told 
that  his  illness  was  psychophysiologic.  He 
had  been  reared  by  his  mother  since  his 
parents  were  separated  six  years  ago.  He 
was  a third-grade  student  and  had  been 
extremely  depressed  for  the  past  few 
months  as  a result  of  moving  to  a different 
neighborhood  and  changing  schools.  His 


mother  had  been  taking  amitriptyline 
hydrochloride  as  treatment  for  a “nervous” 
condition. 

At  the  time  of  admission  he  was  breath- 
ing deeply  and  rapidly  and  was  semi- 
comatose,  responding  only  to  painful  stim- 
uli. Blood  pressure  was  140/80,  heart  rate 
100  per  minute,  respiratory  rate  40  per 
minute,  and  temperature  98  F.  He 
weighed  60  pounds.  His  pupils  were  small 
and  sluggishly  reactive  to  light.  Muscle 
tone  was  slightly  diminished,  and  deep- 
tendon  reflexes  were  hypoactive  but  equal 
bilaterally.  The  plantar  responses  were 
extensor. 

Laboratory  data.  Serum  electrolytes, 
blood  count,  blood  urea  nitrogen,  calcium, 
phosphorus,  albumin,  globulin,  serum  glu- 
tamic oxalopyruvic  transaminase,  serum 
glutamic  pyruvic  transaminase,  and  serum 
lactic  acid  dehydrogenase  studies  all  gave 
normal  results.  His  urine  contained  1 plus 
protein.  Microscopic  examination  of  the 
urine  revealed  4 to  5 white  blood  cells  and 
2 to  3 red  blood  cells  per  high-power  field. 
His  urine  was  normal  by  the  fifth  hospital 
day,  and  other  laboratory  studies  remained 
within  normal  limits. 

Hospital  course.  His  stomach  was  im- 
mediately lavaged  with  2,000  cc.  5 per 
cent  dextrose  in  1:3  normal  saline  solution. 
No  tablets  were  noted  in  the  gastric  as- 
pirate. Fluids  were  given  intravenously 
and  included  1 mg.  per  kilogram  of  mannitol. 
Approximately  one-half  hour  after  ad- 
mission (two  and  a half  hours  after  the 
probable  drug  ingestion),  peritoneal  dialy- 
sis was  begun  using  a peritoneal  dialysis 
solution  (Dianeal)  with  1.5  per  cent  dex- 
trose, and  5 mEq.  of  potassium  chloride 
were  added  to  each  bottle.  Dialysis  was 
continued  for  ten  hours  (Table  I).  Am- 
pieillin  (100  mg.  per  kilogram  every 
twenty-four  hours)  was  given  intravenously 
beginning  at  the  time  of  peritoneal  dialysis. 

For  the  next  five  hours  he  remained 
semicomatose  but  had  brief  transient 
periods  of  excitability.  His  blood  pressure 
varied  from  100  to  140/70  to  100,  his  heart 
rate  varied  from  140  to  160  per  minute,  and 
his  rectal  temperature  remained  at  98  F. 
During  this  time  he  became  quite  pale  and 
was  given  a transfusion  of  whole  blood. 

After  100  ml.  had  been  given  he  de- 
veloped a generalized  maculopapular  rash, 
and  the  transfusion  was  terminated.  The 
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TABLE  1. 

Dialysis  data 

Hour 

Peritoneal  Dialysis 
- — Solution  (ml.) — • 
In  Out 

Urine  (ml.) 

1 

2,120 

1,500 

75 

2 

1,620 

1 , 700 

0 

3 

1 ,620 

1,750 

0 

4 

2,120 

2,150 

25 

5 

2,120 

2,150 

0 

6 

2,120 

2,000 

15 

7 

2,210 

2,300 

15 

8 

2,120 

2,300 

30 

9 

2,120 

1,900 

15 

10 

2,120 

2,400 

10 

rash  disappeared  after  thirty  minutes. 
Approximately  eight  hours  after  admission, 
he  improved  and  was  able  to  recognize  his 
mother.  After  ten  hours  of  hospitalization, 
he  was  able  to  respond  to  questioning.  At 
this  time,  a transient  maculopapular  rash 
again  developed. 

Approximately  twenty  hours  after  ad- 
mission, his  temperature  rose  to  102  F. 
and  he  was  noted  to  have  mild  respiratory 
distress.  His  abdomen  appeared  distended 
and  was  tender.  Rebound  tenderness  was 
absent,  and  bowel  sounds  were  normal. 
During  the  next  six  hours  fever  continued, 
and  he  developed  signs  of  an  acute  surgical 
abdominal  condition.  A paracentesis  was 
performed,  and  500  cc.  of  cloudy  brownish 
fluid  were  removed.  Microscopic  examina- 
tion of  the  fluid  revealed  many  neutrophils 
but  no  organisms.  By  the  following  day 
cultures  of  the  fluid  had  grown  enterococci, 
Proteus  mirabilis,  Escherichia  coli,  and 
Staphylococcus  aureus  coagulase  4 plus. 
Roentgen  examination  after  twenty-eight 
hours  of  hospitalization  revealed  a dis- 
tended stomach  and  distended  loops  of 
small  bowel  with  fluid  levels.  A large 
amount  of  free  air  was  noted  under  the 
dome  of  the  diaphragm.  At  this  time  the 
patient  had  generalized  abdominal  tender- 
ness, with  rebound  tenderness  mainly  in 
the  lower  quadrants.  Bowel  sounds  were 
absent.  Temperature  was  102.8  F.,  and 
the  white  blood  cell  count  was  12,000  per 
cubic  millimeter.  Kanamycin  sulfate  (15 
mg.  per  kilogram  every  twenty-four  hours) 
was  given  intramuscularly,  and  the  dose 
of  intravenous  ampicillin  was  increased  to 
300  mg.  per  kilogram  every  twenty-four 
hours. 

Exploratory  laporatomy  done  thirty 
hours  after  admission  revealed  300  cc.  of 


thick,  yellow,  purulent  fluid  in  the  peri- 
toneal cavity.  Careful  exploration  of  the 
small  bowel,  colon,  stomach,  and  duodenum 
failed  to  reveal  a perforation.  An  incidental 
appendectomy  was  performed,  and  the 
peritoneal  cavity  was  irrigated  with  normal 
saline  solution  and  100  cc.  of  1.4  per  cent 
kanamycin  sulfate.  Microscopic  examina- 
tion of  the  appendix  revealed  Enterobius 
vermicularis. 

The  hospital  course  was  subsequently 
uneventful.  He  was  given  one  dose  of 
pyrvinium  pamoate  and  was  discharged  to 
the  care  of  his  mother  and  a psychiatrist 
on  the  eighth  hospital  day. 

Amitriptyline  hydrochloride  assay.  Ali- 
quots of  100  ml.  from  each  hourly  portion  of 
the  dialysis  fluid  that  had  been  removed 
from  the  patient  revealed  a total  of  only  0.5 
mg.  The  first  attempts  at  assay  showed  so 
little  amitriptyline  hydrochloride  that  the 
laboratory  was  forced  to  pool  in  groups  of  3 
and  concentrate  the  fluid  prior  to  the  assay. 
The  quantity  of  amitriptyline  hydro- 
chloride in  successive  dialysis  fluid  aliquots 
tended  to  decrease,  but  the  total  amounts 
were  so  small  that  the  laboratory  could  not 
establish  this  point  with  certainty.  The 
amount  of  amitriptyline  hydrochloride  re- 
moved by  peritoneal  dialysis  was  only  0.09 
per  cent  of  the  total  ingested  dose  of  525 
mg. 

Case  2.  This  was  the  first  hospitaliza- 
tion of  a two-year-old  Caucasian  female 
who  was  found  eating  a tablet  containing 
amitriptyline  hydrochloride  and  perphen- 
azine. Approximately  15  such  tablets  were 
missing.  She  was  immediately  given  10 
cc.  of  ipecac  syrup  by  her  parents,  failed  to 
vomit,  and  was  rushed  to  the  hospital. 

On  admission  she  was  pale  and  unrespon- 
sive to  all  but  very  painful  stimuli.  Her 
pupils  were  small  and  sluggishly  reactive  to 
light.  Muscular  tone  and  deep-tendon  re- 
flexes were  diminished.  She  weighed  27 
pounds.  Temperature  was  97.2  F.,  pulse 
124,  respiratory  rate  24,  and  blood  pressure 
80/50. 

Laboratory  data.  Serum  electrolytes, 
blood  counts,  blood  urea  nitrogen,  blood 
sugar,  and  urine  were  all  normal  and  re- 
mained so  throughout  hospitalization. 

Hospital  course.  Her  stomach  was  im- 
mediately lavaged  with  2,000  cc.  5 per  cent 
dextrose  in  1 : 3 normal  saline  solution,  and 
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fluids  were  given  intravenously.  Peritoneal 
dialysis  was  begun  shortly  after  admission. 
Potassium  (4  mEq.)  was  added  to  each 
1,000-cc.  bottle  of  peritoneal  dialysis  solu- 
tion with  1.5  per  cent  dextrose. 

During  the  next  seven  hours,  her  condi- 
tion remained  essentially  unchanged,  after 
which  she  became  more  responsive  and 
recognized  her  surroundings.  The  peri- 
toneal dialysis  was  discontinued.  She 
continued  to  improve  and  was  discharged 
thirty-six  hours  after  admission. 

Comment 

These  children  had  amitriptyline  hydro- 
chloride intoxication  and  survived  in  spite 
of  peritoneal  dialysis,  since  this  drug  is 
shown  to  be  nondialyzable. 

Amitriptyline  hydrochloride  is  a fre- 
quently prescribed,  effective  antidepres- 
sant. At  present  10  case  reports  appear  in 
the  medical  literature  which  describe  poi- 
soning from  this  drug, 1-11  and  2 of  them 
occurred  in  children.1,10 

One  case  involved  a fifteen-month-old 
child  who  died  after  accidently  ingesting 
approximately  1,250  mg.  of  the  drug.  The 
second  report  described  a four-year-old 
child  who  developed  symptoms  after  in- 
gesting 75  mg.  of  the  drug  and  survived. 
Sunshine  and  Yaffe10  reported  a case  which 
was  treated  unsuccessfully  with  peritoneal 
dialysis. 

Using  amitriptyline  hydrochloride  with 
carbon-14,  Diamond12  was  able  to  demon- 
strate that  one  half  to  one  third  of  the 
drug  is  excreted  in  the  urine  within  the 
first  twenty-four  hours  of  ingestion.  Only 
a very  small  percentage  of  the  free  drug  is 
excreted  unchanged  in  the  urine  after  the 
administration  of  high  doses.  Two  me- 
tabolites identified  as  desmethyl-10-hy- 
droxyamitriptyline  and  10,  11  dihydroxy- 
amitriptyline  have  been  isolated  from  the 
urine. 13  At  present  it  is  known  that 
amitriptyline  hydrochloride  is  metabolized 
by  hydroxylation  and  n-demethylation,  al- 
though other  processes  might  be  involved.12 
The  median  lethal  dose  in  mice  is  280  mg. 
per  kilogram  orally  and  28  mg.  per  kilo- 
gram intravenously.  Dogs  given  daily 
doses  of  20  to  40  mg.  per  kilogram  for  six 
months  are  reported  to  have  had  no  signs 
of  toxicity.1  Pyridostigmine  bromide  in 
small  doses,  about  0.010  mg.  per  kilogram, 
has  been  reported  to  reduce  the  fatality 


rate  in  mice  who  received  lethal  doses  of 
amitriptyline  hydrochloride.7 

Perphenazine  and  amitriptyline  hydro- 
chloride (Etrafon)  is  a combination  of 
psychotherapeutic  agents  used  for  the 
treatment  of  mental  and  emotional  dis- 
orders. Each  tablet  contains  25  mg.  of 
amitriptyline  hydrochloride  and  2 mg. 
perphenazine.  The  child  described  was 
seen  two  months  before  the  boy  described 
in  Case  1,  and  unfortunately  we  were  un- 
able to  assay  the  dialysis  fluid.  The  first 
case  illustrates  the  fact  that  amitriptyline 
hydrochloride  is  not  dialyzable,  and  it  is 
known  that  phenothiazines  as  well  as 
perphenazine  are  not  dialyzable. 14 

Summary 

Case  histories  of  acute  intoxications  with 
amitriptyline  hydrochloride  and  amitripty- 
line hydrochloride  and  perphenazine  are 
presented.  Both  children  survived  follow- 
ing peritoneal  dialysis.  The  finding  of  only 
trace  amounts  of  amitriptyline  hydro- 
chloride in  the  dialysis  fluid  establishes  the 
fact  that  dialysis  is  not  an  effective  treat- 
ment for  an  overdose  with  amitriptyline 
hydrochloride. 

Meadowbrook  Hospital 
East  Meadow,  New  York  11554 
(Dr.  Collipp) 
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T he  purpose  of  this  report  is  to  present  a 
rare  case  of  retrovesical  miillerian  duct 
cyst  associated  with  ipsilateral  renal  agene- 
sis, causing  symptoms  of  prostatism  in  a 
forty-four-year-old  male  who  was  treated 
with  transperitoneal  excision  of  this  anom- 
aly. Congenital  genitourinary  tract  anom- 
alies rank  as  the  predominant  congenital 
anomalies  in  human  organs.  However, 
anomalies  of  the  miillerian  duct  structures 
are  rarely  reported.  The  following  case 
presents  two  embryologic  anomalies:  retro- 
vesical cystic  formation  of  the  miillerian 
duct  and  unilateral  agenesis  of  the  right 
kidney. 

Embryologically,  during  the  fifth  week, 
the  wolffian  and  miillerian  ducts  longi- 
tudinally traverse  the  germinal  ridge.  Fol- 
lowing degeneration  of  mesonephros,  the 
mesonephric  (wolffian)  duct  and  some  of  its 
tubules  ultimately  become  the  vas  deferens 
and  the  duct  of  the  epididymis  in  the  male 
and  Gartner’s  duct  in  the  female. 

On  interruption  prior  to  the  development 
of  the  duct,  the  duct  structures  might  cause 


a retroperitoneal  cyst.  Generally,  the 
retrovesical  miillerian  cyst  or  cyst  of 
seminal  vesicles  is  rare.  According  to  the 
literature,  15  cases  of  the  cyst  of  seminal 
vesicle  (Landes  and  Ransom)  and  2 cases 
of  miillerian  cysts  have  been  reported 
(Culbertson’s),  but  no  cases  of  miillerian 
duct  cysts  associated  with  unilateral  renal 
agenesis  have  been  described. 1 -7 

The  unilateral  agenesis  of  the  right  kid- 
ney may  be  caused  by  the  failure  of  the 
renal  bud  or  nephrogenic  blastoma  to  form 
the  kidney. 

Case  report 

A forty-one-year-old  white  unmarried 
male  was  transferred  to  the  Veterans  Ad- 
ministration Hospital,  Wilmington,  Dela- 
ware, from  another  community  hospital 
for  treatment  of  symptoms  of  prostatism 
and  bilateral  chronic  epididymitis.  The 
patient  had  a history  of  enuresis  until  the 
age  of  eight.  Puberty  occurred  at  the  age 
of  fourteen.  Sexual  relations  were  de- 
scribed as  normal.  There  was  no  history  of 
renal  disease.  He  had  been  treated  for 
schizophrenia  with  satisfactory  results.  He 
had  experienced  the  symptoms  of  prostat- 
ism for  the  last  ten  years  with  recent  in- 
crease of  frequency  and  hesitancy  in 
ruination,  slowness  of  the  urinary  stream, 
burning  sensation,  nocturia  three  to  five 
times,  and  so  on. 

Physical  examination  revealed  a forty- 
one-year-old,  well-nourished,  well-de- 
veloped man  in  no  acute  distress.  No  ab- 
dominal mass  was  noted.  The  genitalia 
were  normal,  except  for  bilateral  enlarge- 
ment of  the  epididymides  which  were 
chronically  inflamed.  A rectal  digital 
examination  revealed  normal  sphincters. 
Bulbocavernosus  tests  gave  normal  results. 
The  prostate  gland  was  of  normal  size  and 
consistency  and  was  not  tender  to  palpa- 
tion. There  was  an  approximately  8-  to 
10-cm.,  nontender,  smooth,  soft  cystic  mass, 
fluctuant  and  well  encapsulated,  extending 
upward  from  the  apex  of  the  prostate 
gland  in  the  midline.  The  seminal  vesicles 
were  not  palpable.  The  patient  was 
catheterized,  and  no  stricture  or  obvious 
obstruction  was  encountered.  Residual 
urine  was  240  cc. 

Urinalysis  revealed  a moderate  number 
of  white  and  a few  red  blood  cells.  A cul- 
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ture  of  urine  did  not  grow  any  bacteria. 
Hemogram,  blood  urea  nitrogen,  creatinine, 
and  the  remaining  electrolytes  were  within 
normal  limits.  Chest  x-ray  and  electro- 
cardiogram also  gave  normal  results.  Ex- 
cretory urograms  revealed  nonfunction  of 
the  right  kidney  (Fig.  1A).  A barium 
enema  and  gastrointestinal  series  were  in- 
terpreted as  normal.  An  intermittent 
radioisotope  renal  scan  revealed  nonex- 
cretion of  the  mercury  from  the  right  kid- 
ney even  with  twenty-four-hour  follow-up 
photoscan  (Fig.  IB).  Sigmoidoscopy  re- 
vealed no  abnormalities.  Cystourethro- 
scopy,  under  topical  anesthesia,  revealed  the 
distal  urethra  to  be  normal.  The  verumon- 
tanum  was  of  normal  size  and  position. 
The  prostatic  urethra  and  bladder  neck  were 
markedly  elevated  and  distorted.  Ob- 
servation of  the  bladder  revealed  it  to  be 
trabeculated  and  with  moderate  cellulae 
formation.  There  was  no  evidence  of  stone, 
tumor,  or  diverticulum.  The  trigone,  as 
well  as  the  base  of  the  bladder,  was 
markedly  distorted  and  elevated  by  an 
extrinsic  mass.  Following  intravenous  in- 
jection of  indigo  carmine,  the  left  ureteral 
orifice  was  identified,  but  the  right  ureteral 
orifice  could  not  be  seen.  The  bladder 
mucosa  over  the  trigone  and  the  base  of 
the  bladder  was  extremely  congested.  The 
vesical  outlet  was  practically  obstructed 
by  the  extrinsic  lesion.  Percutaneous 
seminal  vesiculogram  was  performed  which 
revealed  the  left  vas  deferens  and  the  left 
seminal  vesicle  to  be  visualized  adequately. 
The  right  vas  deferens  was  also  visualized, 
but  the  right  seminal  vesicle  did  not  fill 
adequately,  and  there  was  an  obvious  mass 
which  compressed  the  right  seminal  vesicle 
and  distorted  the  left  one,  as  seen  in  Figure 
2A.  Aortography  was  performed  and 
showed  no  obvious  evidence  of  a right  renal 
artery  (Fig.  2B). 

Transperitoneal  exploration  of  the  right 
upper  tract  and  excision  of  the  retrovesical 
cyst  were  performed  through  a paramedian 
incision  on  the  right  side.  As  the  peri- 
toneum was  opened,  an  obvious  mass  was 
noted  intruding  into  the  peritoneal  cavity 
in  the  cul-de-sac.  After  the  posterior  layer 
of  the  peritoneum  was  opened,  the  cystic 
mass  was  estimated  at  10  to  12  cm.  in 
dimension  (Fig.  3).  The  mass  was  then 
freed  from  the  surrounding  tissue  with 
sharp  and  blunt  dissection  and  had  no 


FIGURE  1.  Right  kidney.  (A)  Excretory  urogram 
reveals  nonfunction.  (B)  Intermittent  radioisotope 
renal  scan  reveals  nonexcretion  of  mercury  even 
with  twenty-four-hour  follow-up  photoscan. 
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FIGURE  2.  (A)  Right  vas  deferens.  Seminal  vesicle  on  right  side  does  not  fill  adequately,  and  there  is 
obvious  mass  compressing  seminal  vesicle  on  right  and  distorting  it  on  left  side.  (B)  Aortograph  shows 
no  obvious  evidence  of  right  renal  artery. 


FIGURE  3.  Cystic  mass  10  to  12  cm.  in  dimension. 


attachment  to  the  seminal  vesicle,  prostate 
gland,  rectum,  or  bladder,  and  it  was  re- 
moved en  bloc  without  any  difficulty. 
The  retroperitoneal  space  on  the  right  was 
then  explored  and  revealed  a rudimentary 
blind-ending  ureter  with  absence  of  the 
right  kidney.  The  ureter  had  also  no  con- 
nection with  the  lower  urinary  tract.  The 
postoperative  course  was  uneventful.  The 
symptoms  of  prostatism  were  remarkedly 
improved.  Residual  urine,  two  weeks  post- 
operatively,  was  found  to  be  25  cc. 

Comment 

In  the  female  miillerian  duct  anomalies 
are  not  uncommon.  In  the  male  the  only 
normal  anatomic  remnant  of  the  miillerian 
duct  would  be  the  appendix  of  Morgagni 
and  organs  of  Giraldes.  Any  embryologic 
changes  before  degeneration  of  the  miil- 
lerian  duct  might  cause  midline  retrovesical 
miillerian  cyst,  which  is  extraordinarily 
rare.  The  differential  diagnosis  of  miiller- 
ian duct  cyst  and  cyst  of  seminal  vesicles 
can  be  made  by  seminal  vesiculogram  or 
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needle  aspiration  and  cystogram.  Sperma- 
tozoa are  present  in  the  cyst  of  seminal 
vesicle. 

Treatment 

In  symptomatic  cases,  the  treatment  of 
choice  is  excision  of  cyst,  transperineally 
and  transsacrally  or  transvesically,  and  we 
present  the  transperitoneal  technic  with 
additional  advantages:  (1)  Adequate  ex- 

posure can  be  obtained,  and  excision  or 
marsupialization  of  cyst  can  be  performed 
with  satisfactory  results;  (2)  upper  urinary 
tract  can  be  examined  as  well;  and  (3)  the 
chance  of  impotence  with  this  technic  is 
much  lower  than  that  of  transperineal  or 
transsacral  procedures. 

The  needle  aspiration  of  cyst  has  also 
been  advocated  by  some  authors.  In 
asymptomatic  cases  the  treatment  would 
be  only  of  academic  interest. 

Summary 

A forty-one-year-old  white  male  was 
seen  with  symptoms  of  prostatism.  Urolo- 


gic  workup  revealed  a midline  retrovesical 
mullerian  duct  cyst  associated  with  uni- 
lateral renal  agenesis  and  right  rudimen- 
tary ureter.  He  was  treated  with  trans- 
peritoneal excision  of  the  cyst  with  good 
results. 

Veterans  Administration  Hospital 
Wilmington,  Delaware  19805 
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It  is  now  an  accepted  fact  that  VBAI 
(vertebral-basilar  artery  insufficiency,  pro- 
duces periodic  brain  stem  dysfunction  with 
a diverse  clinical  picture.  Recent  reports 
emphasize  vertigo  as  the  major  manifesta- 
tion of  this  insufficiency.1  From  our 
experience  we  have  a strong  impression  that 
the  symptom  of  vertigo  is  epileptic  in 
nature.  To  demonstrate  the  validity  of 
this  statement,  rigid  criteria  were  used  in 
arriving  at  these  diagnoses.  The  criteria 
for  the  diagnosis  of  vertebral-basilar  artery 
insufficiency  has  been  well  outlined  by 
Williams2  and  a more  detailed  review  made 
by  Williams  and  Wilson.3  We  accepted 
only  those  patients  with  angiographic 
evidence  of  this  condition.  Angiography 
is  not  always  necessary  or  practical  to  arrive 
at  this  diagnosis  and  therefore  limits  our 
series. 

Vertigo  is  a very  specific  condition  in 
which  the  environment  or  the  subject  seems 
to  rotate.  It  is  purely  subjective  but  may 

* Present  address:  Yale  New  Haven  Hospital,  333  Cedar 
Street,  New  Haven,  Connecticut. 


lie  associated  with  objective  signs.  Pa- 
tients usually  refer  to  vertigo  as  dizziness, 
but  this  is  a very  vague  and  indefinite 
term  and  refers  to  many  conditions.  Thus, 
it  becomes  necessary  for  the  examiner  to 
determine  the  exact  nature  of  the  condition 
from  which  the  patient  suffers. 

In  this  study  we  concerned  ourselves 
with  true  vertigo  and  not  with  other  vague 
conditions  known  as  dizziness.  Epilepsy 
is  defined,  according  to  Russell  Brain,1 
as  “a  paroxysmal  and  transitory  disturb- 
ance of  the  function  of  the  brain  which 
develops  suddenly,  ceases  spontaneously 
and  exhibits  a conspicuous  tendency 
to  recur.”  The  vast  majority  of  these 
disturbances  can  be  confirmed  by  electro- 
encephalography, but  this  is  by  no  means 
invariable.  We  raised  the  accuracy  of  our 
diagnoses  by  also  including  clinical  seizure 
activity. 

A review  of  all  patients  admitted  to  the 
Edward  J.  Meyer  Memorial  Hospital  from 
1957  to  1967  with  the  triad  of  angiographic- 
evidence  of  VBAI,  vertigo,  and  a seizure 
disorder  revealed  that  only  8 cases  fulfilled 
the  rigid  criteria. 

Case  reports 

Case  1.  A sixty-two-year-old  white 
man  came  to  the  neurology  clinic  in 
November,  1964,  because  of  “dizzy  spells.” 
For  approximately  two  months  he  had  been 
having  these  spells  which  he  described  as 'a 
sensation  of  the  room  and  objects  spinning 
around  i vertigo)  and  also  drop  attacks. 
These  episodes  would  last  from  a few 
seconds  to  ten  or  more  minutes.  They 
were  precipitated  mainly  by  sudden 
changes  of  head  position.  The  frequency 
was  variable  at  the  beginning  but  by  the 
time  of  admission  he  was  experiencing 
about  20  episodes  per  day.  These  episodes 
were  associated  with  a blurring  of  vision 
and  intermittent  tinnitus.  He  also  de- 
scribed localized,  uncontrollable  shaking 
movements  of  the  left  arm  which  began 
at  about  the  same  time  as  the  dizzy  spells. 
These  movements 'occurred  during  the  day 
with  a frequency  of  about  ten  per  month. 
On  three  separate  occasions  he  was  found 
unconscious  and  these  were  related  to  his 
dizzy  spells.  He  did  not  know  how  long 
he  remained  unconscious  since  he  lived 
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alone.  He  denied  any  incontinence  or 
tongue  biting.  ' 

Examination  revealed  only  restricted 
neck  movements  and  a questionable  left 
Babinski  reflex.  While  in  the  hospital, 
he  continued  to  complain  of  episodic 
vertigo  associated  especially  with  changes 
of  head  position.  An  electroencephalo- 
gram revealed  sharp  waves  over  both 
temporal  areas  which  were  interpreted  as 
epileptogenic  foci.  Skull  films  were  normal, 
and  an  examination  of  the  cervical  spine 
revealed  moderate  spondylosis.  Pancere- 
bral angiography  revealed  encroachment 
on  the  left  vertebral  artery  at  the  level 
of  the  fifth  to  sixth  cervical  vertebrae  by  an 
osteophytic  spur  when  the  head  was  turned 
to  the  left.  This  disappeared  on  turning 
to  the  right  or  in  the  neutral  position. 
Audiograms  revealed  a mixed  bilateral 
deafness.  The  final  clinical  diagnoses  were: 
vertebral-basilar  artery  insufficiency;  cer- 
vical spondylosis;  bitemporal  epilepto- 
genic foci;  and  deafness  of  undetermined 
causes.  He  was  given  diphenylhydantoin 
and  phenobarbital  and  advised  against 
sudden  movements  of  the  head  or  body. 
Since  discharge  in  1964,  he  has  had  rare 
dizzy  spells  and  only  an  occasional  drop 
attack.  He  has  ceased  complaining  of 
shaking  movements  of  the  left  hand  and  is 
presently  taking  medication. 

Case  2.  A sixty-nine-year-old  white 
man  was  first  seen  in  1964  complaining 
of  “severe  dizziness  and  headaches”  of 
three  weeks’  duration.  He  described  the 
dizziness  as  the  sensation  of  spinning  or 
staggering,  as  if  he  were  intoxicated.  It 
occurred  when  looking  upward  and  occa- 
sionally when  turning  the  head  from  side 
to  side.  Associated  with  the  dizziness 
were  diplopia  and  dimming  of  vision.  He 
also  complained  of  bifrontal  headaches 
which  were  intermittent  in  nature  and 
were  aggravated  by  coughing  and  sneezing. 
They  were  a steady  dull  ache  and  were 
not  relieved  by  analgesics.  Occasionally 
they  might  last  for  twenty-four  hours. 
There  also  had  been  occasional  episodes 
of  nausea  and  emesis.  Of  possible  per- 
tinence was  the  fact  that  ten  years  be- 
fore he  had  had  exactly  the  same  symp- 
toms, only  milder  in  character  and  lasting 
about  ten  minutes.  Tinnitus  had  been  an 
intermittent  complaint  for  the  past  six 


years.  About  one  year  before  admission 
he  developed  uncontrollable  episodes  of 
shaking  of  the  right  arm  and  leg.  This 
movement  was  diurnal  and  localized. 

Examination  revealed  limitation  of  neck 
movement  in  all  directions.  Cranial  nerve 
function  was  normal.  The  right  arm 
lagged  on  straight  arm  raising.  The  grips 
were  good  bilaterally  but  better  left  than 
right.  Sensory  modalities  were  intact. 
The  knee  and  ankle  jerks  were  absent 
whereas  the  deep  reflexes  in  the  upper 
extremities  were  equal  and  active.  A 
right  Babinski  reflex  was  noted  and  was 
questionable  on  the  left.  Abdominal  re- 
flexes were  absent. 

An  electroencephalogram  revealed  both 
sharp  waves  and  a slow  wave  disorder  over 
the  left  temporal  area.  Skull  films  showed 
a 1-mm.  displacement  of  the  calcified 
pineal  gland  to  the  left  (probably  insignif- 
icant). Moderate  spondylosis  involving 
the  entire  cervical  spine  was  noted  except 
at  the  second  to  third  cervical  vertebral 
level.  There  was  marked  spurring  at  the 
fourth  to  fifth  and  at  the  fifth  to  sixth 
cervical  vetebral  levels.  A brain  scan  was 
normal.  Pancerebral  angiography  re- 
vealed some  redundancy  of  the  left  verte- 
bral artery  near  its  origin.  The  right 
vertebral  artery  was  small  and  partially 
occluded  at  the  midcervical  level.  There 
was  also  stenosis  of  the  left  internal  carotid 
artery  at  its  origin.  The  cerebrospinal 
fluid  was  normal. 

He  was  placed  on  diphenylhydantoin, 
phenobarbital,  and  sodium  warfarin.  Since 
discharge,  in  1964,  he  had  had  only  one 
dizzy  attack  without  autonomic  signs,  and 
this  was  caused  by  a sudden  movement  of 
the  head.  There  had  been  no  localized 
seizures  since  then.  In  1967,  anticoagula- 
tion had  to  be  stopped  because  of  a systemic 
bleeding  episode. 

Case  3.  A sixty-six-year-old  white  man 
was  first  seen  in  June,  1961,  with  a history 
of  a sudden  episode  of  nausea  and  emesis 
after  which  he  lost  consciousness.  His  wife 
stated  that  he  was  unconscious  for  about 
five  minutes,  and  the  patient  had  no  rec- 
ollection of  this  event.  His  wife  also 
noticed  that  his  left  leg  twitched  in  his 
sleep,  but  again  the  patient  had  no  knowl- 
edge of  this  action.  Prior  to  the  episode 
of  nausea  and  emesis  he  claimed  that  a 
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feeling  of  lightheadedness  came  over  him 
in  which  the  room  was  moving. 

The  pertinent  physical  findings  revealed 
a marked  limitation  of  lateral  neck  move- 
ment. Cranial  nerve  function  was  normal 
except  for  weakness  of  the  left  lower  side 
of  the  face.  Motor  and  sensory  function 
was  intact  over  the  entire  body.  Abdomi- 
nal reflexes  were  present  symmetrically. 
The  deep  reflexes  were  brisk  bilaterally.  A 
left  Babinski  and  a questionable  right  Bab- 
inski  response  was  noted.  The  electroen- 
cephalogram revealed  a moderately  severe 
slow  wave  disorder  over  both  temporal  areas 
and  in  addition  sharp  waves  in  the  right  tem- 
poral region  which  were  interpreted  as  rep- 
resenting an  epileptogenic  focus.  Skull 
films  demonstrated  a minor  degree  of  basilar 
invagination.  Moderate  spondylosis  was 
demonstrated  at  the  fifth  to  sixth  and 
sixth  to  seventh  cervical  vertebral  levels. 
Vertebral  angiography  revealed  an  osteo- 
phytic  impression  on  the  medial  aspect  of 
the  left  vertebral  artery  at  the  fifth  to  sixth 
cervical  vertebral  level.  The  left  vertebral 
artery  was  much  larger  than  the  right. 
Spinal  fluid  was  normal. 

The  patient  was  given  diphenylhydan- 
toin,  and  he  took  this  medicine  for  about 
four  years.  During  this  period  he  was 
asymptomatic  and,  therefore,  decided  to 
stop  the  medication.  Since  1965  he  has 
had  no  symptoms. 

Case  4.  A sixty-six-year-old  white 
woman  was  first  seen  in  January,  1965, 
because  of  severe  dizzy  spells  of  six  weeks’ 
duration.  They  were  associated  with 
sweating,  nausea,  and  the  sensation  of  rota- 
tion in  space.  She  had  no  warning  that 
such  a spell  was  approaching,  but  she  could 
precipitate  such  an  attack  if  she  made  a 
sudden  change  in  head  position.  She 
stated  that  she  was  unconscious  on  three 
separate  occasions,  each  lasting  for  several 
hours  during  this  six-week  period.  There 
was  no  history  of  tinnitus,  headache, 
seizures,  or  visual  changes. 

On  examination  a very  noticeable  port- 
wine  nevus  was  noted  over  the  right  temple 
area  but  was  unassociated  with  intracranial 
calcification.  The  neurologic  examination 
was  considered  normal  except  for  some 
limitation  of  neck  movement.  The  elec- 
troencephalogram revealed  sharp  waves  in 
the  left  temporal  region  indicating  an 


epileptogenic  focus.  In  addition,  a mild 
slow  wave  abnormality  was  noted  bi- 
temporally.  There  was  a mild  to  moderate 
spondylosis  at  the  fifth  to  sixth  and  sixth 
to  seventh  cervical  vertebral  levels.  Pan- 
cerebral angiography  revealed  kinking  in 
the  vertebral  vessels.  There  was  slight 
stenosis  at  the  origin  of  the  right  vertebral 
artery,  and  this  vessel  was  laterally  dis- 
placed at  the  fifth  to  sixth  cervical  vertebral 
level  by  bony  spurs.  The  left  vertebral 
artery  was  very  tortuous. 

She  was  initially  placed  on  diphen- 
hydramine hydrochloride  (Benadryl)  and 
advised  against  sudden  movements. 
Following  her  discharge  in  1965  she  experi- 
enced several  dizzy  spells.  In  June,  1967, 
this  medication  was  stopped,  and  she  was 
started  on  diphenylhydantoin.  Since  then 
she  has  remained  asymptomatic,  even 
when  challenged  by  sudden  neck  move- 
ments which  previously  would  have  pre- 
cipitated an  attack. 

Case  5.  A forty-seven-year-old  white 
man  was  admitted  in  September,  1962,  with 
the  chief  complaint  of  “spells.”  He  charac- 
terized these  as  a sensation  of  spinning  in 
space,  shaking  of  the  fingers  of  both  hands 
which  then  progressed  up  the  arms  and, 
ultimately,  he  lost  consciousness  for  about 
one  hour.  These  spells  had  begun  about 
four  years  previously  and  had  a frequency 
of  one  every  two  months.  His  aura  was 
the  sudden  onset  of  profuse  sweating  which 
was  followed  very  shortly  by  the  attack. 
He  could  not  abort  these  attacks.  There 
was  a past  history  of  heavy  alcohol  con- 
sumption, and  about  ten  years  ago  he  had 
been  found  to  have  diabetes  mellitus  which 
required  daily  insulin. 

On  examination  he  was  a thin  male  with 
normal  vital  signs.  The  liver  was  en- 
larged, nontender,  and  was  felt  7 cm.  from 
the  right  costal  margin.  A spleen  tip  was 
also  felt.  Neurologically  he  had  a coarse 
tremor  of  the  hands.  Gait  and  station  were 
considered  normal.  Neck  movement  was 
limited  in  all  directions.  Cranial  nerve 
function  was  normal.  There  was  some 
loss  of  associated  movements  when  walk- 
ing; the  left  arm  did  not  swing  as  well  as 
the  right.  Aside  from  this,  motor  function 
was  normal.  Sensory  testing  revealed  a 
dissociated  loss  of  pain  and  vibration  over 
both  hands.  The  deep  reflexes  were 
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diminished  in  the  upper  extremities,  brisk 
at  the  knees,  and  sluggish  at  the  ankles. 
A right  Babinski  reflex  was  noted. 

The  electroencephalogram  revealed  a 
severe  diffuse  slow  wave  disorder  but  no 
signs  of  an  epileptogenic  focus.  Skull 
films  showed  normal  results.  Cervical 
spine  films  demonstrated  spondylosis  es- 
pecially marked  at  the  fifth  to  sixth  cervical 
vertebral  level  with  a marked  retrolisthesis. 
Pancerebral  angiography  demonstrated 
severe  extrinsic  impressions  on  the  verte- 
bral arteries,  and  this  was  most  marked  in 
response  to  position  changes  of  the  head. 
Myelography  revealed  a severely  narrowed 
ceivical  canal  especially  at  the  level  of  the 
fifth  to  sixth  cervical  vertebral.  Spinal 
fluid  was  clear  and  had  a slight  elevation 
of  the  protein  content. 

He  was  started  on  diphenylhydantoin 
and  advised  to  have  an  anterior  cervical 
fusion.  He  returned  in  October,  1962, 
for  the  neurosurgical  procedure.  The  sur- 
gery was  successful,  and  the  postoperative 
course  was  uneventful.  In  March,  1963, 
he  was  readmitted  for  follow-up  studies. 
During  this  period  of  time  he  had  in- 
frequent dizzy  spells.  Repeat  neurologic 
examination  revealed  that  the  right  plantar 
had  reverted  to  normal.  A repeat  angio- 
gram showed  improvement  of  the  compres- 
sion on  the  right  vertebral  artery.  The 
medication  has  been  continued  up  to  the 
present,  and  clinically  he  is  asymptomatic. 

Case  6.  A fifty-three-year-old  white 
man  was  admitted  to  the  hospital  in 
June,  1962,  because  of  a “spinning  sensa- 
tion.” On  the  day  of  admission  he  had 
just  finished  some  heavy  work  and  was 
sitting  down  when  “everything  began  to 
spin.”  He  had  to  support  himself  to  avoid 
falling.  He  then  began  to  sweat  profusely, 
and  this  was  followed  by  nausea  and 
emesis.  He  was  brought  to  the  hospital, 
and  by  this  time  the  symptoms  had  slowly 
subsided.  Further  questioning  revealed 
that  he  had  suffered  transient  episodes  of 
numbness  on  the  left  side  of  the  body  for 
about  two  years,  but  there  was  no  associ- 
ated weakness  or  jerking  movements.  He 
had  had  hypertension  for  eight  years  and 
was  on  appropriate  therapy. 

Examination  revealed  an  anxious  male 
who  veered  slightly  to  the  left  when  walk- 
ing. Neck  movements  were  limited  in  all 


directions.  Cranial  nerve  function  was 
normal  except  for  some  nystagmus  on  left 
lateral  gaze.  Motor  testing  revealed  some 
lagging  of  the  right  arm  on  straight-arm 
raising.  Sensory  function  was  normal. 
The  deep  reflexes  on  the  right  side  of  the 
body  were  brisker  than  on  the  left.  Bi- 
lateral Babinski  was  noted. 

The  electroencephalogram  revealed  sharp 
waves  over  both  central  areas,  more  marked 
on  the  right.  Skull  films  were  normal,  and 
there  was  minimal  spondylosis  at  the  fourth 
to  fifth  and  sixth  to  seventh  cervical  verte- 
bral levels.  The  ligamentum  nuchae  was 
calcified  at  the  fourth  to  fifth  cervical  verte- 
bral level.  Pancerebral  angiography  demon- 
strated a stenotic  origin  of  the  right  verte- 
bral artery.  He  was  started  on  pheno- 
barbital  and,  since  1962,  he  has  had  only 
infrequent  attacks  of  paresthesia.  There 
have  been  no  episodes  of  vertigo. 

Case  7.  A seventy-nine-year-old  white 
woman  was  admitted  to  the  hospital  in 
September,  1963,  with  the  chief  complaint 
of  dizziness  and  nausea.  She  had  had  an 
episode  of  severe  vertigo  six  hours  prior  to 
admission.  A friend  noted  that  when  the 
patient  turned  to  the  left  and  looked  up- 
ward, she  suddenly  began  to  complain 
that  the  room  was  spinning.  After  this 
she  developed  intermittent  attacks  of 
nausea  and  emesis.  She  found  that  slight 
head  movements  would  bring  on  this 
spinning  sensation,  and,  as  a result,  she 
kept  her  head  flexed  in  one  position.  Per- 
tinent past  history  revealed  she  had  had  a 
similar  attack  in  1961,  manifested  by 
severe  vertigo,  nausea,  emesis,  double 
vision,  and  difficulty  with  speech.  There 
was  no  past  history  of  seizures  or  syncope. 

On  examination  there  were  no  signs  of 
head  trauma.  The  neck  was  supple  with 
some  limitation  of  movement  to  the  right 
and  on  extension.  A friction  rub  was 
heard  at  the  cardiac  apex.  No  organo- 
megaly was  noted  in  the  abdomen.  The 
neurologic  examination  was  unremarkable 
except  for  some  slight  nystagmus  on  lateral 
gaze  to  both  sides  and  a slight  weakness  of 
the  left  lower  side  of  the  face. 

The  hospital  course  was  somewhat 
stormy.  She  received  digitalis  because 
of  atrial  fibrillation.  An  electroencephalo- 
gram demonstrated  an  epileptogenic  focus 
in  the  left  temporal  region.  She  was  then 
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started  on  diphenylhydantoin.  Within 
three  days  the  episodes  of  vertigo  were 
noted  to  he  less  frequent  and  less  severe. 
She  was  doing  well  until  the  tenth  hospital 
day  when  she  suddenly  developed  pain  in 
the  lower  part  of  the  abdomen,  weakness 
of  both  legs,  and  incontinence.  Within  a 
few  hours  an  abdominal  emboleetomy  was 
performed,  and  a large  saddle  embolus  was 
found.  After  the  operation  the  blood 
pressure  was  noted  to  be  low,  and  a vaso- 
pressor was  given  with  a fairly  good 
response.  However,  she  died  on  the 
second  postoperative  day.  At  autopsy 
the  brain  had  several  atheromatous  plaques 
in  the  vertebral-basilar  circulation. 

Case  8.  A fifty-eight-year-old  white 
man  was  seen  in  October,  1964,  because 
of  dizzy  spells  which  had  been  present  for 
about  eight  months.  These  spells  con- 
sisted of  lightheadedness,  motion  in  space, 
and  a reeling  gait.  Nausea  and  emesis 
were  associated  with  these  spells.  His 
past  health  had  been  excellent  until  one 
year  prior  to  this  admission  when  he  had 
had  a viral  meningitis.  The  course  was 
uneventful.  There  was  no  history  of 
seizures,  but  there  had  been  intermittent 
episodes  of  tinnitus  and  diplopia. 

On  examination  this  man  swayed  to  the 
left  when  standing  or  walking.  Lateral 
nystagmus  was  seen  bilaterally.  The  deep 
reflexes  were  brisker  on  the  left,  and  a 
right  Babinski  was  present.  An  electro- 
encephalogram revealed  an  epileptogenic 
focus  in  the  left  temporal  region  associ- 
ated with  a mild,  slow  wave  disorder 
bitemporally.  Pneumoencephalograms 
revealed  cortical  atrophy.  A left  vertebral 
angiogram  demonstrated  a markedly  tort- 
uous basilar  artery.  The  spinal  fluid  was 
normal.  He  was  started  on  diphenyl- 
hydantoin and  phenobarbital,  and  since 
discharge  he  has  had  relatively  few  attacks. 


Conclusion 

Vertigo  is  the  most  frequent  early  symp- 
tom associated  with  VBAI  (vertebral- 
basilar  arterial  insufficiency)  of  the  brain 
stem.1  In  fact,  vertigo  may  be  the  only 
symptom  in  some  attacks. 1,6  Vertigo  aris- 
ing from  disease  of  the  nervous  system 
does  not  differ  in  quality  from  that  which 


arises  as  a result  of  disease  of  the  inner  ear. 
It  consists  of  a sensation  of  movement, 
either  of  the  environment  or  of  the  patient. 
The  patient  is  unsteady,  and  if  unsupported 
he  may  fall.  Some  attacks  of  vertigo 
occur  so  suddenly  and  are  so  violent  that 
the  patient  is  thrown  to  the  floor  without 
warning,  and  such  an  attack  may  he  mis- 
taken for  a convulsion.  Vertigo  is  com- 
monly associated  with  nausea  and  emesis. 
In  fact,  one  would  be  suspicious  of  the 
accuracy  of  the  diagnosis  if  a severe  episode 
thought  to  be  an  attack  of  vertigo  were  not 
associated  with  these  autonomic  symp- 
toms.6 On  the  other  hand,  many  patients 
subject  to  violent  attacks  of  true  vertigo 
also  suffer  from  minor  attacks  of  the  same 
kind  in  which  they  are  not  nauseated.7 
Although  a vestibular  center  has  been 
postulated  in  the  superior  temporal  gyrus, 
primary  vestibular  impulses  probably  reach 
the  cortex  in  the  form  of  secondary  elabo- 
rated afferents  with  information  from  the 
proprioceptors  in  muscles,  joints,  and  from 
the  visual  receptors.  Penfield8  reported 
only  two  instances  of  vertigo  during  cortical 
stimulation  in  a series  of  108  temporal 
lobe  explorations.  It  would  appear  from 
this  work  that  searching  for  an  organized 
vestibular  center  in  the  cerebral  hemi- 
spheres would  be  fruitless.  The  literature 
on  vertebral-basilar  artery  insufficiency 
usually  emphasizes  the  occurrence  of  ver- 
tigo. 

Vertigo,  which  was  almost  entirely 
rotatory,  occurred  in  four  fifths  of  Brad- 
shaw and  McQuaid’s9  series  of  54  cases  of 
VBAI.  In  Loeb  and  Meyer’s10  cases  of 
VBAI,  vertigo  was  noted  in  45.5  per  cent 
and  was  particularly  frequent  following 
sudden  postural  changes.  It  was  an  iso- 
lated symptom  in  10  per  cent  of  the  cases. 
A review  of  the  literature  was  unreward- 
ing as  regards  any  specific  study  or  attempt 
to  control  with  anticonvulsants  the  ver- 
tiginous attacks  in  patients  with  VBAI. 
Even  though  our  series  is  small,  we  feel 
that  the  results  are  quite  interesting  and, 
perhaps,  may  be  generalized  into  larger 
clinical  trials.  The  vast  majority  of  our 
patients  had  several  attacks  with  vertigo 
as  the  major  manifestation.  These  at- 
tacks, by  their  very  nature,  must  make  one 
consider  the  possibility  of  a seizure  dis- 
order, and  this  was  easily  demonstrated 
in  our  patients.  Anticonvulsants  should 
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be  tried  to  see  if  there  is  any  change  in  the 
frequency  or  intensity  of  the  symptoms. 

In  caring  for  patients  with  these  symp- 
toms several  points  must  be  kept  in  mind. 
First,  the  diagnosis  of  temporal  lobe  epi- 
lepsy must  be  considered  in  any  patient 
suffering  from  vertiginous  attacks.  Second, 
patients  with  vertebral-basilar  artery  in- 
sufficiency have  episodes  of  ischemia  pre- 
cipitated by  neck  movements;  if  this 
occurs  for  a crucial  period  of  time,  ischemic 
areas  will  arise  which  in  turn  will  lead  to  an 
irritative  focus.  Therefore,  one  should  not 
be  surprised  that  patients  with  VBAI  have 
seizures  or  variants  thereof.  Third,  anti- 
convulsants have  a place  in  the  treatment 
of  the  vertigo  associated  with  VBAI  since 
this  is  epileptic  in  nature.  Of  notable 
interest  is  the  lack  of  symptoms  in  the 
treated  patients  when  challenged  by  neck 
movements.  Prior  to  treatment  this  would 
have  precipitated  an  attack.  Bauer, 
Wechsler  and  Meyer,  in  1961, 11  studied  the 
effect  on  the  electroencephalogram  of 
carotid  compression  with  and  without 
rotation  of  the  head  in  a group  of  patients 
with  angiographic  evidence  of  VBAI.  In 
10  cases  the  resting  records  were  normal, 
while  the  remaining  8 showed  diffuse  theta 
changes  as  the  principal  abnormality. 
With  compression  and  rotation  of  the 
head,  7 cases  developed  alterations  mainly 
in  the  temporal  and  parietal  areas.  The 
occurrence  of  seizures  and  the  intensifica- 
tion of  signs  and  symptoms  with  this 
procedure  makes  it  unsuitable  as  a method 
of  revealing  electroencephalographic  ab- 
normalities in  patients  with  vertebral- 
basilar  artery  insufficiency. 

Since  vertigo  may  be  epileptic  in  nature, 
a trial  of  anticonvulsants  should  be  con- 


sidered in  any  patient  with  vertebral- 
basilar  artery  insufficiency  who  suffers 
from  vertiginous  attacks. 

Summary 

Vertebral-basilar  artery  insufficiency  is 
being  diagnosed  with  increasing  frequency. 
The  symptoms  are  protean,  but  vertigo  is 
the  major  manifestation.  Vertigo  was 
considered  an  epileptic  manifestation  and 
was  treated  by  anticonvulsants.  In  our 
series  of  8 patients  the  vertiginous  attacks 
were  controlled  successfully.  It  would 
appear  that  a trial  of  anticonvulsants 
would  be  useful  in  treating  those  patients 
suffering  from  vertiginous  attacks  who 
have  vertebral-basilar  artery  insufficiency. 
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P ROFESSIONAL  LIABILITY  INSURANCE 
rates,  ever  on  the  rise,  have  become  a 
major  concern  to  physicians  everywhere. 
As  an  underwriter  of  this  type  of  insurance, 
we  are  partners  in  this  concern.  Con- 
sequently, a review  of  malpractice  actions, 
involving  physicians  practicing  in  the 
State  of  New  York,  was  made  in  an 
attempt  to  identify  the  problems  and  to 
assist  physicians  in  their  control. 

In  reviewing  the  files  involving  general 
surgeons,  various  patterns  emerged.  We 
found  that  malpractice  activities  tended 
to  group  themselves  primarily  around 
communications  and  relationships,  al- 
though technics  and  procedures  were  also 
involved.  These  groupings  are  presented 
along  with  representative  case  studies  for 
consideration.  It  is  our  intent  to  point  out 
some  of  the  actions  to  avoid  as  well  as 
those  which  should  be  taken. 

Need  for  listening 

In  this  busy  complex  world  people-to- 
people  relationships  have  collapsed.  We 
are  often  too  busy  to  listen,  really  listen 
to  the  concerns  of  others.  We  hear  the 
sounds  others  make,  we  read  the  warnings 
written,  but  we  fail  “to  give  heed  to  or  to 
give  regard  with  care,”  which  is  what 
Webster  says  listening  is.  Patients  com- 
plain, warnings  are  written,  but  all  too 


frequently  nobody  is  really  listening. 

Case  1.  A male  patient  seventy  years  old, 
had  diabetes  and  hypertension  and  had  been 
under  the  care  of  his  personal  physician  for  an 
appendiceal  abscess.  The  treatment  included 
drainage  of  the  appendiceal  abscess  in  June, 
1961,  appendectomy  in  December,  1962,  and 
insulin  and  reserpine  for  diabetes  and  hyper- 
tension. During  this  eighteen-month  period, 
the  patient  repeatedly  complained  of  pain  in 
his  legs.  These  complaints  were  recorded  in  the 
physician’s  office  records,  the  progress  notes, 
and  in  the  nurses’  notes  of  the  hospital  records. 
But  not  until  a foot  drop,  discoloration  of  the 
great  toe,  and  absence  of  pulse  in  both  feet 
developed  was  the  eighteen-month-old  com- 
plaint really  heard.  Neurologic  consultation 
was  obtained,  and  the  diagnosis  of  diabetic 
neuritis  and  thromboangiitis  obliterans  of  the 
lower  extremity  was  made.  A short  time  later, 
gangrene  developed  in  both  feet,  and  both  legs 
were  amputated  at  the  midthigh.  Expert 
medical  testimony  affirmed  that  the  delay  in 
following  up  and  evaluating  the  patient’s 
complaints  of  leg  pains  was  an  important 
contributing  factor  to  the  need  for  bilateral 
above-knee  amputations. 

Case  2.  This  patient  came  to  Dr.  A’s 
office  with  complaints  of  rectal  bleeding, 
fatigue,  and  weight  loss.  Three  years  prior, 
Dr.  A had  excised  anal  fissures  and  hemorrhoids. 
Vitamin  Bt  and  vitamin  B]2  were  given  to  the 
patient  with  instructions  to  return  in  one 
month.  Following  this,  monthly  visits  were 
made  because  rectal  bleeding  and  weight 
loss  continued.  Six  months  after  the  first 
visit,  the  patient  complained  of  pain  in  his 
abdomen.  Anoscopy  was  earned  out,  multiple 
fissures  and  hemorrhoids  were  seen,  and  another 
excision  was  done.  During  the  following  year, 
the  patient  was  seen  on  a bimonthly  basis. 
During  one  of  these  visits,  fissures  were  again 
found  and  were  treated  with  injections  of 
quinine  and  urea. 

However,  the  chronic  bleeding  continued. 
Then  Dr.  A went  on  vacation,  and  the  patient 
was  seen  by  Dr.  B who  covered  for  Dr.  A. 
Dr.  B,  on  hearing  the  history  of  continuing 
rectal  bleeding,  performed  a sigmoidoscopy 
and  found  two  chronic,  unhealed  areas  where 
surgery  had  been  done  over  one  year  ago.  In 
addition,  a new  lesion  was  found  at  the  recto- 
sigmoid junction.  This  lesion  was  found  to  be 
malignant  on  biopsy.  On  his  return  from 
vacation,  an  abdominoperineal  resection  and 
colostomy  were  done  by  Dr.  A. 

Would  earlier  diagnosis  of  the  lesion  have 
changed  the  treatment  of  choice  from  an 
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abdominoperineal  resection  to  a less  radical 
procedure?  The  county  medical  society,  in  its 
review  of  the  case,  pointed  out  that  the  dis- 
regard of  the  bleeding  from  the  rectum  led  to 
the  delay  and,  in  turn,  to  the  resection. 

Case  3.  A married  woman,  with  a diagnosis 
of  multiple  uterine  fibroids,  was  admitted  to  the 
hospital  and  a panhysterectomy  was  performed. 
Postoperatively  the  nurse’s  notes  on  four 
consecutive  days  contained  entries  of  “dribbling 
urine  around  the  catheter  . . . still  dribbling  . . . 
urine  seepage  around  catheter.”  Without  in- 
vestigating the  cause  of  the  urine  seepage, 
the  catheter  was  removed,  and  routine  hospital 
discharge  followed. 

Intermittently  during  the  next  four  weeks, 
the  patient  was  seen  in  the  physician’s  office 
complaining  of  watery  vaginal  discharge.  Fi- 
nally, she  re-entered  the  hospital  for  a work-up 
and  exploratory  laparotomy.  A fistula  be- 
tween the  left  ureter  and  the  vagina  was  found, 
necessitating  a ureterectomy  and  nephrectomy. 
To  top  things  off,  during  the  recovery  period 
for  this  surgery,  hepatitis  developed  which 
required  a lengthy  hospital  stay  and  recovery 
period. 

Tunnel  vision 

The  narrowing  of  perception  that  causes 
one  to  look  at  the  patient  as  a specialty 
problem  rather  than  as  a total  human 
being,  complex  and  variable,  is  known  as 
tunnel  vision.  This  narrow  outlook  causes 
a failure  to  recognize  the  need  for  the 
assistance  of  another  physician’s  opinion, 
for  consultation,  and  for  further  diagnostic 
studies,  and  to  look  beyond  the  first  and 
obvious  causal  factors. 

Case  4.  A man  was  brought  to  the  hospital 
with  an  abdominal  bullet  wound.  The  x-ray 
film  disclosed  that  the  bullet  was  lodged  near 
the  spine.  The  surgeon  opened  the  abdomen 
and  found  a large  amount  of  blood  in  the  ab- 
dominal cavity.  He  located  a lacerated  liver, 
which  appeared  to  be  the  major  source  of 
hemorrhage,  and  repaired  it.  However,  he 
explored  no  further  for  other  possible  sources  of 
bleeding.  The  surgeon  then  removed  the  bullet 
and  closed  the  incision.  Several  hours  later 
the  patient  went  into  shock.  The  dressings 
were  saturated  with  fresh  blood,  therefore, 
the  patient  was  returned  to  surgery.  At  this 
second  exploratory  procedure,  fecal  material 
was  found  in  the  abdomen,  and  further  ex- 
ploration revealed  a large  hole  in  the  intestine. 
This  discovery  came  too  late;  the  patient  died 
in  the  operating  room. 

Case  5.  A thirty-seven-year-old  woman 
sustained  a fracture  of  the  neck  of  the  femur  in  a 
fall  in  the  yard  of  her  home.  She  was  admitted 
to  the  hospital  under  the  care  of  a general 
surgeon.  The  patient  was  placed  in  traction, 
and  eleven  days  later  a Smith-Petersen  nail 


was  inserted  in  the  hip.  Postoperative  progress 
notes  stated  “nailing  not  entirely  satisfactory.” 
The  postoperative  x-ray  report,  dated  the  day 
of  surgery,  read  “the  head  seems  to  be  rotated 
forward  and  is  not  engaged  by  the  nail.” 
The  surgeon  waited  three  weeks  and  then 
sought  orthopedic  consultation.  The  ortho- 
pedist removed  the  nail  and  then  chose  to  treat 
the  nonunion  with  a prosthesis. 

Case  6.  This  forty-year-old  woman  was 
admitted  to  the  hospital  for  gallbladder  surgery. 
During  the  procedure  a cystic  mass  was  felt  in 
the  lower  part  of  the  abdomen  which  was 
thought  to  be  an  ovarian  tumor.  In  the  initial 
admission  history  and  physical  examination, 
the  patient  said  that  she  had  had  a “partial 
hysterectomy,”  and  menstrual  periods  had 
occurred  in  the  past  three  months.  Additional 
surgery  was  recommended  for  the  ovarian 
mass  which  was  performed  several  weeks  later. 
Two  atrophic  ovaries  were  found  and  “the  mass” 
turned  out  to  be  the  uterus  within  which  fetal 
parts  were  palpable.  Some  months  later  the 
patient  was  delivered  of  a normal,  healthy 
infant. 

Danger  of  haste 

Damage  to  other  anatomic  structures 
during  the  course  of  a surgical  procedure 
has  led  to  serious  trouble,  even  to  the 
deaths  of  patients.  The  clock  cannot  be 
beaten.  The  little  time  you  save  by  hurry- 
ing can  be  costly  to  both  you  and  the 
patient.  Take  that  extra  time,  know  where 
you  are,  what  you  are  cutting,  where  you 
are  putting  that  suture,  and  what  struc- 
tures might  be  surrounding  your  operative 
site. 

Case  7.  This  patient  had  a relatively 
minor  condition,  a chronic  ulcer  on  her  leg. 
Conservative  methods  failed  to  bring  about 
any  measure  of  improvement.  It  was  decided 
to  excise  the  ulcer  and  perform  a lumbar 
sympathectomy.  During  the  recovery  period 
the  patient  experienced  renal  failure  and 
died.  Autopsy  revealed  that  the  left  ureter 
had  been  removed  when  it  was  mistakenly 
identified  as  part  of  the  sympathetic  chain. 

Case  8.  A three-year-old  infant  with  a 
congenital  heart  disease,  tetralogy  of  Fallot, 
entered  the  hospital  for  a Blalock  procedure. 
The  operation  appeared  to  go  well.  However, 
the  patient  survived  only  three  hours.  The 
parents  consented  to  an  autopsy  which  revealed 
that  the  left  subclavian  artery  had  been  in- 
correctly joined  to  the  pulmonary  vein  instead 
of  the  pulmonary  artery. 

Case  9.  A young  girl  entered  the  hospital 
with  a diagnosis  of  “hyperthyroidism,  toxic 
thyroid.”  After  thyroidectomy  was  performed, 
the  patient  was  noted  to  have  respiratory 
difficulty,  therefore,  a tracheotomy  was  per- 
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formed.  During  convalescence  it  became  ap- 
parent that  the  child  was  unable  to  speak 
above  a whisper.  A specialist  in  otorhino- 
laryngology was  called  in,  and  it  was  his 
opinion  that  there  was  complete  paralysis  of 
the  vocal  cord  on  the  right  and  partial  paralysis 
on  the  left.  In  addition,  it  was  believed  that 
the  damage  was  permanent.  Expert  testimony 
introduced  at  the  trial  stated  that  there  was 
little  question  but  that  the  laryngeal  nerves 
had  been  severed  during  thyroidectomy,  leaving 
the  child  with  a permanent  speech  handicap. 

Sincerity  toward  patients 

Often  patients  are  not  too  happy  with 
the  results  of  surgery,  especially  when,  in 
their  eyes,  there  has  been  little  or  no 
improvement.  The  difference  to  the  pa- 
tient is  not  how  technically  successful  the 
procedure,  but  how  much  better  he  feels. 
In  considering  surgery,  a number  of 
questions  should  be  asked:  What  are  the 
chances  for  improvement  from  the  pa- 
tient’s viewpoint?  Have  all  the  alter- 
natives been  clearly  explained  to  the 
patient?  Has  the  patient’s  age  and  gen- 
eral condition  been  considered  in  the 
evaluation?  Have  all  the  diagnostic  pro- 
cedures needed  for  a clear  picture  of  the 
patient’s  condition  been  carried  out? 

Case  10.  A nineteen-year-old  boy  wanted  a 
tattoo  removed  from  his  wrist.  The  physician 
told  him  that  the  tattoo  could  be  removed  with 
no  problem,  that  only  a small  scar  would  remain, 
and  that  even  this  would  fade  in  time.  The 
tattoo  was  removed,  but  the  scar  thickened, 
and  a keloid  formed.  This  necessitated  a skin 
graft  for  removal.  The  suit  charged  the 
physician  with  not  producing  results  as  ex- 
pected or  guaranteed. 

Case  11.  The  parents  of  a sixteen-year-old 
boy  discussed  their  son’s  problem  of  enlarged 
breast  tissue  with  a physician.  He  assured 
them  that  the  tissue  could  be  excised  and  that 
this  excision  would  take  care  of  the  problem. 
The  parents  consented  to  the  surgery,  since 
this  was  the  only  alternative  presented  to 
them.  However,  the  results  of  the  surgery 
left  the  youngster  with  as  great  a problem  as 
he  had  had  prior  to  the  procedure.  There 
were  prominent  scarring  and  marked  concavity. 

Clarity  in  communication 

The  need  for  a visit  to  the  physician  is  a 
traumatic  experience  for  most  people. 
They  are  afraid  of  the  verdict.  They 
are  afraid  that,  from  their  point  of  view, 
something  is  seriously  wrong;  that  they 
might  need  surgery;  that  they  might  have 


cancer;  that  they  might  die.  This  fear  is 
present  in  all  patients  to  a greater  or 
lesser  degree  and  is  compounded  when 
the  physician  confirms  their  fears  by  some- 
thing said  or  not  said.  The  explanations 
and  instructions  given  are  somehow  shorted 
out,  because  in  fear  it  is  bard  to  think  of 
anything  other  than  the  fear. 

Consider  giving  the  patient  written  in- 
structions or  explanatory  materials  that 
can  be  read  later  in  a more  familiar  sur- 
rounding to  reinforce  the  oral  instruction 
or  explanation  Be  sure  to  make  that  ex- 
planation in  terms  or  words  that  can  be 
easily  understood  by  the  patient.  Assure 
the  patient,  but  give  him  a fair  evaluation 
of  his  condition.  Remember,  the  patient 
is  looking  for  positive  answers;  explain  ac- 
cordingly. Handle  the  patient  and  his 
family  as  you  would  want  yourself  or  your 
family  to  be  handled.  Be  ready  and  will- 
ing to  explain  again.  An  informed  patient 
is  a better  patient,  so  be  sure  you  are  both 
tuned  in  on  the  same  wave  length. 

Case  12.  A thirteen-year-old  boy  sustained 
a leg  fracture  while  playing  ball.  He  was 
taken  to  the  emergency  room  of  a local  hospital, 
where  roentgenograms  indicated  fractures  of 
both  the  tibia  and  fibula.  The  physician 
reduced  the  fractures  and  applied  a long-leg 
plaster  cast.  In  their  anxiety  over  their  son, 
the  only  instruction  the  parents  heard  the 
physician  give  them  was  that  they  should  call 
the  physician’s  office  for  an  appointment  so 
that  the  boy  could  be  seen  in  three  weeks. 
The  patient,  an  active  youngster,  began  weight 
bearing  before  the  three  weeks  were  up.  This 
caused  some  displacement  and  necessitated 
realignment  at  a later  date.  The  boy  was 
left  with  a half-inch  shortening  of  the  leg. 
The  parents  charged  the  physician  with  not 
telling  them  that  their  son  was  not  to  walk 
on  the  cast  prior  to  the  first  check-up,  thereby 
causing  the  need  for  realignment  and  the 
shortening  of  the  leg. 


Case  13.  A female  patient  in  the  hospital, 
recuperating  from  an  appendectomy,  com- 
plained to  her  husband  on  the  first  postoperative 
day  that  she  was  not  getting  enough  to  eat. 
That  night  her  husband  brought  her  salami, 
cole  slaw,  potato  salad,  and  pastrami  which 
she  promptly  ate.  She  suffered  with  severe 
indigestion  and  episodes  of  nausea  and  vomiting. 
During  one  such  episode,  a wound  dehisence 
occurred.  The  patient’s  husband  charged  that 
the  physician  and  hospital  were  negligent  in 
not  giving  the  patient  sufficient  instructions  as 
to  why  she  was  on  such  a limited  diet. 
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Responsibility  of  surgeon 

The  operative  site  should  be  doubly 
checked  before  an  incision  is  made,  and  the 
incision  carefully  inspected  before  closure. 
The  surgeon  may  be  held  responsible  for 
sponges,  instruments,  and  needles  left  in 
the  wound,  no  matter  what  the  count. 
He  may  be  held  responsible  if  he  operates 
at  the  wrong  site,  no  matter  what  the 
reason.  He  is  responsible  for  his  medical 
orders  and  possibly  for  their  execution. 

Case  14.  A female  patient  entered  the 
hospital  for  a bowel  resection  because  of  a 
malignant  tumor  and  for  removal  of  her  non- 
functioning  gallbladder.  The  surgery  was  done 
and  the  patient  was  discharged  from  the 
hospital.  Several  months  later,  symptoms 
of  another  bowel  obstruction  developed,  and 
metastasis  of  the  malignant  condition  was 
feared.  She  underwent  surgery  again.  Bowel 
obstruction  was  found  but  no  metastasis. 
A lap  sponge  left  during  the  original  surgery 
caused  the  obstruction. 

Case  15.  A seven-year-old  girl  was  admitted 
to  the  hospital,  and  a tonsillectomy  and  ade- 
noidectomy  were  done.  The  physician  ordered  a 
drug  to  be  given  postoperatively  to  diminish 
bleeding.  No  special  precautions  or  directions 
were  given  for  its  administration.  Following 
the  injection  into  the  buttock,  a foot  drop 
developed.  The  surgeon  told  the  parents  that 
the  condition  was  only  temporary  and  that  he 
did  not  know  what  caused  the  foot  drop.  When 
the  condition  persisted,  the  parents  took  the 
child  to  another  physician.  Neurologic  con- 
sultation led  to  a diagnosis  of  loss  of  motor 
function  of  the  lateral  popliteal  (common 
peroneal  branch)  nerve  resulting  in  a permanent 
foot  drop.  On  checking  back  into  the  cir- 
cumstances, it  was  learned  that  the  literature 
on  the  drug  gave  the  following  warning: 
“Caution  should  be  exercised  in  making  I.M. 
injections  to  prevent  damage  to  nerve  sheaths 
and  trunks.  In  small  children  choose  a site 
where  the  nerve  supply  is  limited  and  exercise 
care  in  the  depth  of  the  injection.”  The 
physician  had  not  adequately  checked  into  the 
literature  on  this  new  drug  and  had  not  passed 
on  the  warning  of  any  special  precautions. 

Case  16.  On  a routine,  periodic  physical 
examination,  a male  patient  was  found  to  have 


a nodule  in  the  right  lobe  of  the  thyroid  gland. 
After  a series  of  diagnostic  studies,  it  was 
recommended  that  the  nodule  be  removed. 
The  patient  was  admitted  to  the  hospital  for  a 
right  hemithyroidectomy.  The  surgeon  did  a 
left  hemithyroidectomy  and  then  told  the 
patient  that  he  now  has  a nodule  in  the  re- 
maining lobe,  the  right,  and  that  it  should  be 
removed. 

Critic’s  choice 

Too  many  physicians  are  contributing  to 
the  rising  cost  of  malpractice  insurance  by 
rashly  criticizing  previous  treatment  given 
to  a patient  by  another  physician.  We 
estimate  that  65  per  cent  of  all  malpractice 
actions  are  triggered  by  just  such  criticism. 
The  tragedy  of  these  situations  is  that,  if 
the  critic  had  been  presented  with  all  the 
facts  and  the  same  set  of  circumstances,  he 
very  well  could  have  selected  the  same 
choice  of  treatment  and  ended  up  with  the 
same  results. 

There  is  legitimate  criticism;  there  is  a 
time  and  a place  for  it,  but  only  when  all 
the  facts  have  been  gathered.  If  a man’s 
work  needs  to  be  judged,  let  it  be  done  in  a 
recognized  medical  or  legal  body  or  in  a 
face-to-face  confrontation  between  the  phy- 
sicians involved.  The  purpose  of  criticism 
should  be  improved  patient  care.  Criticism 
by  word  of  mouth,  gesture,  or  facial  ex- 
pression of  the  treatment  or  lack  of  treat- 
ment by  another  physician  should  be 
avoided.  Discretion  should  be  used  in 
speaking  to  other  members  of  the  medical 
or  paramedical  team. 

All  the  facts  we  have  reported  may  sound 
old  hat,  but  accidents  continue  to  happen. 
Most  of  the  reported  cases  happened  to 
surgeons  of  long  standing  who  probably 
said  it  could  not  happen  to  them,  but  it 
did.  Only  constant  awareness  of  these  old, 
familiar  problems  and  consistent  preventive 
efforts  can  lessen  the  chances  of  these 
accidents  happening. 
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By  any  definition  of  the  term,  Anton 
Pusinelli,  M.D.,  must  be  charged  with  being 
one  of  nature’s  noblemen.  He  was,  in  no 
particular  order  of  priority,  an  excellent 
clinician,  the  gentlest  of  souls  with  a specific 
affinity  for  the  sick  and  the  underprivileged, 
a devoted  pater  familias,  a patriotic  Saxon, 
and  a lover-sponsor  of  the  arts  with  a 
specific  affinity  for  music.  In  his  time  he 
was  the  foremost  pediatrician  of  Dresden, 
no  mean  feat  when  one  realizes  that  in  his 
time  pediatrics  had  not  yet  become  a 
recognized  specialty  but  was  still  a pro- 
fessional subdivision  somewhere  between 
internal  medicine  and  bacteriology,  and 
that  for  this  anomaly  he  was  appointed 
Physician-in-Ordinary  to  the  King  of 
Saxony  and  a knight  of  the  Royal  Saxon 
Order  of  Merit.1  Yet  despite  these  con- 
siderable achievements,  which  were  all  of 
the  locum  tenens  variety,  it  is  highly 
problematic  that  Dr.  Pusinelli  would  have 
made  history,  medical  or  general,  on  his 
merits  alone.  He  did  after  all  contribute 
nothing  of  real  importance  to  medicine 
either  in  the  clinic  or  the  laboratory,  and 
remained  all  his  life  a respectable  burgher 
of  Dresden  with  little  inclination  to  do 
more  than  good  for  patients,  king,  and 
country.  But  then,  Dr.  Pusinelli  managed 
to  become  entangled  with  Richard  Wagner, 
and  thereby  succeeded  in  hanging  his 


escutcheon  in  some  minor  gallery  of  music 
history. 

The  Wagner  mystique 

The  portent  of  an  involvement  with 
Wagner  is  perhaps  no  longer  as  electrify- 
ing as  it  once  was.  Few  historical  figures 
have  had  their  lives  so  thoroughly  plucked 
that  upwards  of  100  biographies  and  1,000 
articles  had  found  their  way  into  print  by 
1932. 2 Musicians,  musicologists,  critics, 
and  ordinary  sensation  hunters  have  re- 
peatedly pored  over  the  6,000  letters  Wag- 
ner wrote  during  his  lifetime  and  the  almost 
as  many  letters  written  by  his  correspon- 
dents to  or  about  him,  and  no  longer  have 
any  new  lurid  finds  to  report.2  Popular 
interest  in  his  music  has  abated  consider- 
ably in  the  past  twenty  years  or  so,  partly 
because  there  are  no  Heldentenors  to  re- 
place Lauritz  Melchior,  partly  because  of 
Hitler’s  ecclesiastic  frenzy  for  the  music  and 
the  Nazi  antics  of  the  Wagner  family 
during  the  long  Teutonic  night  of  the 
thirties  and  forties.  Nevertheless,  there 
was  a time  not  too  long  ago  when  just  to 
breathe  the  name  of  Wagner  was  to 
transubstantiate  the  sluggish  molecules  of 
expired  air  into  particles  charged  with 
charisma. 

This  was  a time  when  a rather  pretty 
but  bovine  Swiss  hausfrau  named  Mathilde 
Wesendonck  was  invested  with  immortality 
merely  because  the  receptacle  she  pro- 
vided for  Wagner’s  lust  was  claimed  to  be 
the  nidus  for  Tristan  und  Isolde.  It  was 
also  a time  when  a third-rate  German 
actress  named  Minna  Planer  joined  the 
company  of  Medea  and  Anne  Boleyn 
merely  because  she  had  married  Wagner 
and  then  spent  the  rest  of  her  life  playing 
duets  of  marital  discord  with  him;  and 
when  an  addlepated  fourth-rate  king, 
Ludwig  of  Bavaria,  could  earn  himself  the 
undying  soubriquet  of  “The  Mad”  simply 
because  he  had  lavished  a royal  ransom  on 
Wagner’s  dreams.  But  it  was  a time,  too, 
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when  Hans  von  Biilow,  one  of  the  great 
conductors  of  the  nineteenth  century,  would 
be  remembered  only  because  he  had  been 
cuckolded  by  Wagner,  and  when  Eduard 
Hanslick,  belatedly  regarded  today  as  one 
of  the  most  perceptive  esthetes  and  musi- 
cologists of  His  day,  was  memorialized  only 
because  he  had  bitterly  opposed  Wagner 
in  his  capacity  as  critic  for  the  Vienna 
Neue  Presse  and  had  been  lampooned  for 
His  efforts  as  the  comic  villain  Beckmesser 
in  Die  M eister singer . 

It  was,  in  short,  a time,  beginning  im- 
mediately after  Wagner’s  death  in  1883 
and  ending  a scant  twenty-five  years  ago, 
of  head-hunting.  Every  figure  who  had 
ever  crossed  Wagner’s  life  was  tracked, 
snared,  and  pinioned  to  a cross  of  inquiry 
where  all  his  or  her  secrets  were  rifled  for 
evidence  of  any  connection  with  the  master. 
When  this  head-hunting  frenzy  reached  its 
peak  in  the  1920s,  the  hunters  suddenly 
realized  that  Cosima  Wagner,  the  com- 
poser’s second  wife  and  dowager  priestess 
of  the  Wagner  cult,  had  long  been  attempt- 
ing to  collect  all  letters  written  by  or  to  her 
husband  and  had  been  assiduously  deleting 
all  material  she  considered  inimical  to  his 
memory  before  licensing  them  for  publica- 
tion. It  was  at  this  point  that  Dr.  Pusinel- 
li’s  escutcheon  was  finally  hung  in  the 
gallery  of  “Wagneriana.” 

There  were,  it  seems,  a number  of  reposi- 
tories that  refused  to  yield  their  caches  of 
letters  to  Cosima,  and  she  was  not  above 
hurling  threats  at  their  owners  if  they  ever 
so  much  as  contemplated  publication  with- 
out first  submitting  the  letters  to  her  edi- 
torial scrutiny.  One  such  transgressor, 
for  example,  was  Elsa  Ulig,  daughter  of  a 
violinist  in  the  Dresden  Court  Orchestra 
who  had  been  unmercifully  bilked  by 
Wagner.  When  Elsa  refused  to  relinquish 
her  father’s  letters  to  the  Wagner  estate 
and  began  preparations  to  publish  them 
on  her  own,  Cosima  imperiously  informed 
her  that, 

We  alone  are  entitled  to  that.  I hope  I am 
mistaken  in  my  misgivings  that  there  is  some- 
thing here  that  bodes  no  good,  but  I thought  I 
had  better  warn  you!  I repeat  my  advice 
that  you  destroy  the  copies.3 

Karl  Pusinelli,  M.D.,  Anton’s  son,  was 
another  recalcitrant  whose  refusal  to  heed 
the  dowager  was  possibly  the  most  dis- 
turbing of  all  to  Cosima’s  concept  of  the 


Wagner  mystique.  When  this  aspect  of 
her  machinations  became  public  news,  the 
anti  faction  among  the  Wagnerian  head- 
hunters sensed  a hero  in  the  making,  and 
when  a few  of  Anton  Pusinelli’s  letters  to 
other  correspondents  about  Wagner  were 
leaked  from  other  sources,  their  intuitive 
feelings  became  convictions. 

But  their  champion  was  long  in  ma- 
terializing; whereas  Elsa  Ulig  braved 
Cosima’s  wrath  by  allowing  several  of  her 
father’s  letters  to  he  published  by  German 
newspapers  between  1885  and  1897,  Dr. 
Karl  was  the  more  craven  of  the  two  and 
died  holding  his  fire.  It  was  not  until  1930, 
two  years  after  Cosima’s  death,  that  the 
Pusinelli  family  authorized  the  publication 
of  Wagner’s  letters  to  Anton.  When  they 
did  appear  it  was  with  all  the  panoply  of  a 
triumphal  entrance  via  a single  compre- 
hensive volume1  rather  than  in  the  at- 
tenuated newspaper  trickle  of  the  Ulig 
letters,  which  of  course  best  suited  the 
purposes  of  the  anti-Wagnerians  because 
they  now  had  prime  facie  evidence  of 
Wagner’s  personal,  if  not  his  artistic, 
perfidy.  The  role  thrust  by  history  on 
Anton  Pusinelli  quite  without  his  approval 
is,  however,  not  an  enviable  one.  No  one, 
least  of  all  a proud  and  accomplished 
physician,  would  relish  being  used  as  a 
cat’s-paw  by  historians  and  forced  by  them 
to  play  the  part  of  a sycophant  and  martyr 
even  if  the  lead  actor  were  one  of  the  in- 
candescent geniuses  of  all  time. 

For  with  all  the  calumny  that  has  been 
heaped  on  Wagner  during  and  after  his  life- 
time, none — not  even  his  most  virulent 
calumnists — will  deny  his  genius.  Those 
who  consider  his  operatic  plots  and  char- 
acters nothing  hut  improbable  mythical 
balderdash  will  still  admit  that  his  music 
does  transfigure  balderdash  into  artistic 
magnificence;  and  those  who  refuse  to 
succumb  to  his  music  will  nevertheless  ad- 
mit the  sweep  and  grandeur  of  its  sound, 
while  those  who  call  its  sound  mere  noise 
will  concede  that  it  is  noise  constructed 
with  technical  genius.  Even  those  who  hate 
all  that  Wagner  “stands  for  ” will  he  forced 
by  history  to  concede  that  he  was  the  giant 
fulcrum  of  Romantic  music:  he  began  to 

shake  music  loose  from  its  servitude  to  the 
key  signature;  he  made  the  orchestra  a 
virtuoso  instrument;  he  began  the  move- 
ment to  force  operatic  vocal  music  to  obey 
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the  dictates  of  speech  music;  and  he  re- 
enrolled opera  among  the  theatrical  arts. 
He  was,  among  his  other  accomplishments, 
the  inventor  of  several  brass  instruments, 
the  first  conductor  to  turn  his  back  on  the 
audience,  the  lirst  theater  architect  to 
lower  the  orchestra  pit  out  of  sight  of  the 
audience,  and  the  first  opera  impresario  to 
establish  special  schools  to  train  singers 
for  his  operatic  roles.  But,  above  all,  he  so 
polarized  music  that  his  great  antagonists — 
Debussy,  Moussorgsky,  Schoenberg,  and 
Stravinsky — might  not  have  fulfilled  their 
own  geniuses,  thereby  creating  the  main 
stream  of  twentieth  century  music,  had 
they  not  had  Wagner  to  react  against. 

Nor  indeed  would  there  have  been  any 
calumny  without  his  genius,  since  Wagner 
operated  on  a rather  simple  principle:  if 
mankind  wanted  the  fruits  of  this  genius, 
it  would  have  to  secure  him  against  all  want 
and  provide  him  with  every  conceivable 
animal  comfort  he  craved,  without  charge 
or  reprimand.  The  incredible  fact  of  the 
matter  is  how  much  of  mankind  complied 
with  his  demands,  although  not  always  as 
willingly  as  he  would  have  liked,  and  that 
his  charisma  was  the  mousetrap  that  lit- 
tered the  path  to  his  door  with  an  uncom- 
mon melange  of  lights-o’-love,  cuckolds, 
sadomasochists,  sycophants,  sybarites,  and 
psychopaths.  But,  contrary  to  what  most 
music  historians  would  have  us  believe, 
Herr  Konigler  Hofrat  Doktor  Anton  Pusi- 
nelli  did  not  sign  on  with  this  Cook’s  crew 
in  any  of  these  categories.  He  was,  if  any- 
thing, not  a cat’s-paw  but  a militant  janis- 
sary in  his  relationship  with  Wagner  who, 
like  Franz  Liszt,  another  non-felipod  sup- 
porter, fought  valiantly  to  keep  Wagner 
inviolate  for  his  music  despite  the  com- 
poser’s knavery  and  regardless  of  the  socio- 
economic consequences.  If  in  this  role  he 
was  primarily  a moneybags  and  a pro- 
curator and  only  secondarily  a physician, 
it  was  only  because  he  considered  the  music 
worth  the  man  and,  therefore,  the  man 
worth  his  devoted  stewardship.  Wagner, 
of  course,  made  deft  use  of  him  in  all  three 
roles,  and  in  his  maneuvers  to  separate 
Pusinelli  from  his  money  one  could  suspect 
that  the  perenially  poor  Richard  was  only 
honing  his  technic  in  preparation  for  bigger 
bags  like  Otto  Wesendonck  and  King 
Ludwig  of  Bavaria. 

Insofar  as  Pusinelli  the  physician  was 


concerned,  Wagner  made  little  use  of  him 
for  his  own  ills  but  traded  rather  on  Dr. 
Anton’s  prestige  and  influence  for  extra- 
corporeal purposes.  In  point  of  fact,  there 
were  only  two  occasions  on  which  Wagner 
employed  Pusinelli’s  professional  services 
for  himself:  one  for  underwriting  a life  in- 
surance policy2  and  the  other  for  certify- 
ing to  a Wagnerian  double  hernia  so  that 
the  master  could  resign  from  the  Dresden 
communal  guard.4  In  actuality  Wagner, 
although  he  suffered  from  a number  of 
chronic  diseases,  rarely  made  use  of  any 
physician  for  his  own  purposes  and  seemed 
quite  content  to  diagnose  and  treat  him- 
self. An  integral  part  of  his  therapeutic- 
regimen  was  to  confide  his  many  infirmities 
to  his  various  friends  and  correspondents, 
and  he  took  particular  license  in  his  con- 
fidences to  Pusinelli,  exposing  Pusinelli  to  a 
fuller  anamnesis  than  was  provided  any 
of  the  others.  Thus  we  learn  more  about 
his  alternating  diarrhea  and  constipation, 
his  headaches,  his  arthralgias,  his  gastral- 
gias,  his  depressions,  and  his  erysipelas 
from  his  letters  to  Pusinelli,1  and  we  may 
begin  to  suspect  that  the  erysipelas  was 
nothing  of  the  sort  but  rather  an  atopic 
dermatitis  that  flared  whenever  he  collided 
with  the  world  around  him:  a somatic 

beacon,  as  it  were,  to  signal  his  psychogenic 
distress  and  to  justify  his  demands  for 
succor.  Cosima  Wagner  may  well  have 
sensed  this  when  she  wielded  her  red  pencil 
on  all  the  available  Wagner  correspondence 
because  the  few  of  her  husband’s  letters  to 
Pusinelli  that  she  was  able  to  lay  hands  on 
bear  large  gaps  where  Wagner’s  illnesses 
are  concerned. 

But  then,  she  was  heavy-handed  with 
the  red  pencil  wherever  Pusinelli  was 
implicated,  so  that  many  revealing  refer- 
ences to  the  good  doctor  in  her  husband’s 
correspondence  with  other  people  were 
ochred  out  of  existence.  She,  of  course,  de- 
stroyed most  of  Pusinelli’s  letters  to 
Wagner,  but  in  all  fairness  it  must  be  ad- 
mitted that  she  was  not  alone  in  her 
malfeasance.  For  some  unknown  reason 
the  Pusinelli  family  did  away  with  Dr. 
Anton’s  diaries,  records  which  he  had  kept 
faithfully  for  the  greater  part  of  his  life. 
For  all  the  importance  musicologists  and 
historians  have  attached  to  him,  therefore, 
Anton  Pusinelli  still  speaks  to  us  in  a 
muffled  voice  from  out  of  a half-masked 
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face  and  all  too  often  can  be  heard  only  in 
the  shrill  excited  tenor  of  Richard  Wagner, 
his  genie. 

The  curriculum  vitae 

Carl  Franz  Anton  Pusinelli  was  born  in 
Dresden  on  January  10,  1815,  the  eldest 
son  of  an  Italian  merchant  who,  like  so 
many  of  his  compatriots,  had  fled  the 
grinding  poverty  of  Italy  for  more  affluent 
pastures  elsewhere  in  Europe.  The  elder 
Pusinelli  died  when  Anton  was  thirteen, 
leaving  the  boy  the  sole  support  of  his 
mother  and  five  sisters.  Fortunately 
Francesco  Chiappone,  another  Italian  mer- 
chant, assumed  the  guardianship  of  the 
boy  in  deference  to  his  friendship  with  the 
dead  father  and  enabled  Anton  to  enter 
the  Kreuzschule.  Wagner,  two  years 
Anton’s  senior,  attended  the  same  school 
at  the  same  time,  but  the  two  never  met. 
From  there  Anton  went  on  to  study  medi- 
cine at  the  University  of  Leipzig  where  he 
received  his  medical  degree  in  1838.  By 
an  identical  coincidence,  Wagner  also 
studied  music  at  the  University  during  that 
period,  but  again  the  two  failed  to  meet. 
Following  his  graduation  Pusinelli  took 
several  postgraduate  courses  at  the  famous 
Allgemeines  Krankenhaus  in  Vienna  for 
two  months,  took  a turn  around  Italy,  and 
then  made  his  way  back  to  Dresden  in 
June,  1839,  to  set  up  practice. 

He  began  his  practice  as  a parish  doctor 
in  one  of  Dresden’s  poorer  neighborhoods  on 
the  conviction  that  his  primary  responsi- 
bility lay  in  helping  the  poor  under  the 
auspices  of  the  church,  and  in  his  case  at 
least  virtue  was  its  own  reward  when  his 
careful  sympathetic  treatment  of  the  under- 
privileged spread  his  reputation  to  the 
more  prosperous  strata  of  Dresdeners. 
Within  three  years  he  was  forced  to  move 
his  practice  out  of  his  original  parish  to 
accommodate  his  more  affluent  patients, 
although  he  never  lost  his  contact  with  the 
poor.  By  1842  he  felt  secure  enough  to 
marry  Bertha  Chiappone,  the  daughter  of 
his  guardian,  to  whom  he  remained  pas- 
sionately devoted  for  the  rest  of  his  life. 

As  Pusinelli’s  clinical  experience  grew, 
his  gentle  compassion  for  the  disadvantaged 
channeled  his  interests  toward  pediatrics 
and  soon  gained  him  pre-eminence  in  a 
field  which  few  in  medicine  had  as  yet 


attempted  to  practice  as  a specialty.  Al- 
though he  appears  to  have  popularized 
smallpox  vaccination  in  Dresden  and  to 
have  been  instrumental  in  organizing  a 
free  hospital  for  children  in  that  city,4  he 
apparently  did  little  teaching  and  no  re- 
search. From  what  the  records  show,  and 
they  are  sparse  indeed,  he  achieved  his  pre- 
eminence on  the  basis  of  his  clinical  ability 
and  his  social  conscience.  These  qualities 
were  obviously  striking  enough  for  the 
royal  Saxon  government,  and  more  than 
enough  for  King  Johann  himself  for  he  was 
made  a knight  of  the  Royal  Saxon  Order  of 
Merit  in  1860,  and  when  two  of  the  King’s 
children  fell  ill  in  1867  with  what  seems  to 
have  been  meningitis,  Pusinelli  was  called 
to  attend  them  but  found  them  in  extremis 
when  he  arrived.1  He  grappled  valiantly 
with  the  inevitable,  and  when  death  had 
become  a certainty,  consoled  the  bereaved 
parents  with  all  the  empathy  at  his  com- 
mand. In  gratitude  the  King  gave  him  a 
lifetime  appointment  as  Physician-in-Or- 
dinary  to  the  royal  household  and  the  title 
of  Konigler  Hofrat,  a more  exemplary 
honor  than  would  appear  on  the  surface 
since  Pusinelli  was  of  Italian  extraction  at 
a time  when  all  Italians  were  suspect  to  all 
Germans,  and  since  he  was  also  a close 
friend  of  Wagner  who  was  then  an  exile 
forbidden  ever  to  enter  Saxony  again  be- 
cause of  his  part  in  the  abortive  revolu- 
tion of  1849. 

Pusinelli  was  above  all  a cultured  man 
of  arts  and  letters,  but  it  was  his  historic 
fate  to  have  been  especially  drawn  to  music. 
When  he  opened  his  practice  in  1839  he 
also  joined  the  Liedertafel,  a men’s  choral 
society  which  at  the  time  was  considered 
the  best  in  Europe,  and  became  heavily 
involved  with  the  Dresden  Opera.  At 
home  music  was  his  chief  family  activity 
and  all  seven  of  his  children  became  good 
musicians.  For  a time  he  even  considered 
a violinist’s  career  for  his  oldest  son  Karl 
(with  Wagner’s  encouragement)  until  the 
boy  decided  the  issue  for  himself  by  elect- 
ing to  study  medicine.  What  Pusinelli 
valued  as  his  most  important  contribution 
to  music  came  toward  the  end  of  his  life 
when  he  organized  the  Wagner  Society 
in  Dresden  for  the  propagation  of  the 
master’s  music  and  mystique,  in  both  of 
which  the  society  was  eminently  success- 
ful.4 


1454  New  York  State  Journal  of  Medicine  / June  1,  1969 


The  encounter 

It  was  Pusinelli’s  fine  baritone  that  led 
him  to  meet  Wagner,  hut  there  was  no 
tinge  of  fateful  inevitability  about  the 
initial  encounter.  In  fact  it  might  never 
have  occurred  had  not  Wagner,  an  alumnus 
of  the  Dresden  Opera,  decided  in  1842  to 
return  from  Paris  to  the  scene  of  his 
apprenticeship  to  supervise  the  mounting 
of  his  Riemi.  The  opera  scored  such  a re- 
sounding success  in  Dresden  that  when  the 
senior  kapellmeister  died  shortly  after- 
ward, the  management  immediately  offered 
Wagner  the  post.  Even  then  he  would  not 
have  remained  if  the  management,  with 
the  hearty  approval  of  King  Friedrich 
August  II,  had  not  salted  the  offer  with  a 
munificent  annual  salary  of  1,500  thalers 
and  a promise  to  produce  his  latest  opera, 
The  Flying  Dutchman.  His  sights,  as  al- 
ways, were  trained  on  grander  arenas,  but 
London  and  Paris  had  rejected  him,  and 
the  hard  bite  of  poverty  offered  him  no 
alternative.  Included  in  his  duties  as 
court  kapellmeister  was  the  conductorship 
of  the  Liedertafel  with  Pusinelli,  of  course, 
in  its  ranks. 

The  main  reason  for  the  Liedertafel’s 
existence  was  its  participation  in  the  yearly 
Sangerfest,  the  traditional  pan-Germanic 
song  contest,  which  in  July  of  1843  was 
scheduled  for  Dresden.  As  soon  as  Wagner 
accepted  his  kapellmeister  post  he  pre- 
pared for  the  contest  by  composing  the 
Love-feast  of  the  Apostles,  a large  choral 
work  for  1,200  male  voices  and  an  orchestra 
of  100,  and  putting  it  into  immediate  re- 
hearsal. It  was  during  this  rehearsal 
period  that  Pusinelli,  already  greatly  taken 
with  Rienzi  and  the  few  excerpts  he  had 
heard  from  The  Flying  Dutchman,  was 
captivated  by  Wagner’s  dynamic  charm; 
but  he  made  no  effort  to  meet  the  composer 
until  several  months  after  rehearsals  began. 
This  was  the  occasion  of  Wagner’s  thirtieth 
birthday  (May  22,  1843)  when  the  entire 
Liedertafel  decided  to  render  him  an  evening 
serenade  in  homage  for  the  work  he  had 
done  with  them.  Pusinelli  was  so  carried 
away  by  his  apotheotic  fervor  that  he 
rushed  impulsively  into  Wagner’s  house 
at  the  completion  of  the  serenade  to,  in 
Wagner’s  own  words  written  some  twenty- 
five  years  later,5  “express  to  me  personally 
his  hearty  and  sincere  attachment.”  The 


great  man  then  goes  on  to  say, 

We  soon  entered  upon  a quiet  friendship 
from  which  we  derived  a mutual  benefit  . . . 
His  financial  position  was  very  good  and  his 
ready  self-sacrifice  enabled  him  to  give  me 
substantial  succour  and  bound  me  to  him 
by  many  heartfelt  obligations. 

Pusinelli’s  version,  written  from  the  same 
point  of  retrospect,  has  a somewhat  dif- 
ferent ring: 

It  was  a presentment  of  Richard’s  greatness 
that  attracted  me  to  him  from  the  very  be- 
ginning, for  in  those  days  I did  not  yet  under- 
stand him.1 

The  friendship  waxed  quickly  after  the 
meeting,  especially  since  the  two  men  lived 
near  each  other  on  Marienstrasse  and 
Wagner  made  certain  to  flatter  the  phy- 
sician in  Pusinelli  by  allowing  such  pro- 
fessional intimacies  as  a prescription  for 
mineral  waters  and  a special  diet.  Wagner, 
however,  soon  began  to  teeter  on  the  brink 
of  bankruptcy,  a situation  that  would  soon 
become  chronic.  In  anticipation  of  a good 
box  office  from  Rienzi  throughout  Germany, 
an  auspicious  premiere  of  the  Dutchman  in 
Dresden,  and  an  offer  from  Vienna  to 
launch  Tannhauser,  then  being  completed, 
he  took  to  living  on  a scale  far  in  excess  of 
his  kapellmeister’s  salary.  But  his  three 
great  expectations  failed  to  materialize: 
his  compatriots  chose  not  to  cleave  to 
Rienzi,  the  Dresden  Opera  delayed  their 
launching  of  the  Dutchman,  and  the 
Viennese  failed  to  exercise  their  option  on 
Tannhauser.  Faced  with  the  need  to  re- 
linquish his  high  standard  of  living,  Wagner 
could  see  only  one  alternative  and  began 
to  apply  his  masseters  to  all  his  available 
friends,  of  whom  Pusinelli  was  the  first. 
The  loan  was  quickly  forthcoming,  and 
with  his  usual  fulsome  gratitude,  carefully 
underscored  by  the  first  use  of  the  familiar 
“du”  in  his  correspondence  with  Pusinelli, 
Wagner  wrote  in  December,  1844: 

You  may  surely  count  on  the  fulfillment  of 
my  promise  to  pay  back  the  150  thalers  which 
you  loaned  me  today,  by  Easter  of  next  year 
at  the  latest.  Is  it  not  truly  disgusting — to 
have  need  of  money?  Why  can’t  we  do  with- 
out it?1 

Not  only  was  the  loan  not  repaid  by 
Easter  of  1845  but  the  record  shows  that 
it  was  not  settled  until  1873,  and  then  only 
after  it  had  been  cancelled  by  Pusinelli.2 
The  record  also  shows  that  Wagner  con- 
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tinued  to  dun  Pusinelli  at  regular  intervals 
to  the  accompaniment  of  a continuous 
counterpoint  of  promises  that  each  loan 
would  be  the  last,  as  in  this  letter  dated 
March  31,  1836: 

I would  like  to  ask  my  dear  friend  whether, 
by  making  a little  sacrifice,  he  can  help  me 
out  again  by  letting  me  have  500  rh  [Reich- 
sthaler]  for  four  weeks — until  the  end  of 
April  ....  Dear  friend,  if  it  please  God,  this 
is  the  last  time  that  I shall  trouble  you  with 
such  a request,  which  as  always  I have  made 
only  with  great  reluctance  .... 

P.S.  Could  you  perhaps  let  me  have  100 
rh  today?1 

The  coup  de  grace  for  which  Wagner  had 
apparently  been  cultivating  Pusinelli  came 
two  years  and  several  thousand  thalers 
later.  This  was  an  intricate  business  deal 
which  Wagner’s  most  distinguished  biog- 
rapher, the  late  dean  of  English  music 
critics,  Ernest  Newman,  considered  nothing 
short  of  brilliant,  so  brilliant  in  fact  that 
Mr.  Newman  felt  he  could  not  do  justice  to 
it  in  his  four-volume  biography  and  re- 
ferred his  readers  to  other  sources  for  the 
full  flavor  of  Wagner’s  financial  genius. 
Very  briefly — and,  a la  Newman,  in- 
adequately- Wagner  had  attempted  to 
realize  some  quick  capital  by  having  the 
well-known  publishing  house  of  Breitkopf 
and  Hartel  publish  the  orchestral  and  piano 
scores  of  Rienzi,  the  Dutchman,  and 
Tannhduser  for  broadcast  sale  throughout 
Germany.  The  firm  refused,  but  Wagner 
had  by  then  decided  that  such  a publishing 
venture  was  the  only  way  he  could  create  a 
demand  for  his  operas  at  the  same  time  that 
he  earned  some  desperately  needed  money. 
He  signed  an  agreement  with  a Dresden 
bookstore  owner  named  C.  F.  Meser 
wherein  Meser  would  publish  the  scores 
with  Wagner’s  capital  and  sell  them  for  a 
10  per  cent  commission  on  the  profits. 
The  working  capital,  a matter  of  2,000 
thalers,  came  of  course  directly  from 
Pusinelli.  Unfortunately,  Meser  was  not  an 
effective  salesman  and  the  venture  lost 
money  from  the  very  outset,  whereupon 
Wagner  turned  again  to  Pusinelli  and 
offered  him  the  copyrights  to  all  three 
operas  for  an  additional  3,000  thalers. 
“You  will  by  this  means,”  he  wheedled, 
“secure  the  only  guarantee  of  recovering 
gradually  what  you  have  loaned  to  me.” 

Up  to  this  point  (July  of  1848)  Pusinelli 
had  responded  enthusiastically  to  each  of 


Wagner’s  calls  for  subsidy,  had  gallantly 
refused  to  demand  repayment,  and  had  on 
occasion  even  urged  money  on  Wagner.  At 
this  juncture,  however,  he  began  to  have 
misgivings  and  for  the  first  time  his  voice 
penetrates  loudly  and  clearly  above  the 
petulant  overtones  of  his  genie.  In  a letter 
to  Wagner’s  lawyer  he  writes  that  the  pay- 
ment of  3,000  thalers,  in  addition  to  Wag- 
ner’s existing  indebtedness  of  5,800  tha- 
lers, would  amount  to  a total  debt  of  al- 
most 9,000.  His  own  earnings  would  be 
unable  to  tolerate  this  risk,  which  would 
mean  that 

I would  have  to  dip  into  my  wife’s  private 
capital,  and  this  I refuse  to  do.  My  friend- 
ship for  W — , my  great  regard  for  his  talent, 
my  enthusiasm  for  his  art,  must  not  mislead 
me  into  any  further  unwarranted  steps  . . . 
Although  I may  lose  much,  very  much,  by 
doing  so — I shall  have  to  console  myself  with 
the  conviction  that  I have  been  enthusiastic 
over  an  ideal  and  that  I am  paying  dearly 
for  an  enthusiasm,  a lofty  enthusiasm.1 

But  Wagner  was  not  to  be  put  off  so 
easily  and  very  shortly  concocted  an  alter- 
nate scheme.  If  Pusinelli  were  to  join 
forces  with  two  other  major  creditors — an 
actor  named  Hans  Kriete  and  the  oboist 
of  the  Dresden  Orchestra,  Franz  Hieben- 
dahl — they  could  form  a business  entente 
with  Meser  in  which  the  bookseller  would 
be  responsible  for  the  publication  and  sale 
of  the  scores  while  they  would  manage  the 
finances,  extracting  the  monies  owed  them 
from  the  profits  and  remitting  whatever 
remained  to  Wagner.  As  evidence  of  his 
good  intent,  Wagner  offered  the  “literary” 
rights  in  the  three  operas  to  Pusinelli  as 
collateral  for  the  debts  owed  the  good  doc- 
tor. The  palpable  sobriety  of  this  new 
arrangement  reinstated  much  of  his  de- 
linquent faith  in  his  genie,  and  Pusinelli 
agreed.  Certainly  the  stewardship  of 
operatic  masterpieces  (which  he  was  too 
honorable  to  formalize  in  writing)  and  the 
nurturing  of  a fourth,  Lohengrin,  then  in 
the  act  of  creation,  were  too  exalted  to  re- 
fuse now  that  no  further  investment  seemed 
necessary. 

Thus  began  a comedy  of  errors  which  was 
to  cost  Pusinelli  an  additional  10,000  thalers 
before  it  had  run  its  course.  Wagner  was 
forced  to  flee  Dresden  for  various  points 
west  in  May  of  1849  (owing  at  that  time  a 
total  indebtedness  of  20,000  thalers)  be- 
cause of  his  part  in  the  revolutionary  up- 
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rising  that  spring,  never  to  return.2  With- 
out his  gadfly  presence  to  spur  Meser  the 
bookseller  into  whatever  scant  marketing 
talents  he  could  muster,  the  “business” 
lapsed  into  even  deeper  deficits.  Their 
patience  exhausted,  first  Hiehendahl  and 
then  Kriete  brought  suits  against  Wagner 
for  the  debts  the  business  would  mani- 
festly never  repay,  and  in  each  instance  the 
master,  far  from  the  scene  of  litigation, 
asked  Pusinelli  to  settle  the  dispute  by 
buying  each  of  them  out;  and  the  good 
janissary,  bound  by  honor  to  his  unwritten 
agreement  and  by  his  devotion  to  the  cause 
of  musical  art,  complied  without  a grumble. 
When,  however,  it  became  apparent  after 
five  years  or  so  of  exile  that  Wagner  might 
never  return  to  Saxony,  the  entire  corps 
of  creditors  in  Dresden  and  Leipzig  began 
to  sue  for  their  money,  and  again  Pusinelli 
rose  to  the  occasion  by  undertaking  to 
settle  each  suit  as  it  erupted,  but  in  the 
process  he  discovered  a very  curious  state 
of  affairs  which  Wagner  had  quite  delicately 
abstained  from  bringing  to  his  attention. 
Many  of  these  creditors  had,  it  appeared, 
been  promised  some  share  in  the  three 
operas  so  that  in  each  instance  Pusinelli, 
according  to  Wagner,  was  merely  “protect- 
ing” his  proprietary  rights  by  “buying  out” 
each  claimant’s  share.  By  1857  Wagner 
could  finally  assure  Pusinelli  that  he  was  the 
sole  owner  of  the  copyrights  for  the  operas; 
to  assuage  the  bitter  taste  of  deception,  he 
even  promised  the  doctor  full  rights  in 
Tristan  und  Isolde  which  was  then  pro- 
gressing famously  in  Zurich  under  the 
combined  aegis  of  the  Wesendoncks:  Ma- 
thilde  for  the  amatory,  husband  Otto  for 
the  monetary,  only  to  request  Pusinelli  a 
year  later  to  renounce  this  interest  in  favor 
of  Breitkopf  and  Hartel. 

In  1859,  however,  the  good  janissary 
finally  threw  down  his  arms  and  sur- 
rendered. Weary  of  being  badgered  by 
insatiable  creditors  and  appalled  by  the 
drain  on  his  finances  so  blithely  engineered 
by  his  feckless  genie,  Pusinelli  sold  his  rights 
in  the  three  operas  for  3,000  thalers  and 
relinquished  whatever  claim  he  might  have 
made  to  a slightly  shopworn  operatic  im- 
mortality. When  he  learned  from  other 
sources  that  Tannhduser  and  Lohengrin 
were  doing  quite  well  elsewhere  in  Germany 
and  that  Wagner  probably  could  have  dis- 
charged many  of  his  debts  from  current 


royalties,  his  ardor  for  the  great  man  under- 
went considerable  cooling.  Wagner,  for 
his  part,  was  outraged  that  Pusinelli  should 
take  the  responsibilities  as  janissary  so 
lightly  and  should  refuse  to  devote  the 
lion’s  share  of  his  modest  fortune  to  his, 
Wagner’s,  support;  yet  he  was  never  one 
to  manumit  any  devotee  completely.  Even 
while  he  swore  complete  severance  from 
Pusinelli’s  friendship,  he  was  planning 
another  assignment  well  calculated  to  re- 
kindle the  doctor’s  devotion. 

Minna  Wagner 

Having  decided  to  settle  in  Zurich  in 
1851,  Wagner  shortly  became  involved  in 
one  of  his  characteristic  triquetra:  his 

historic  love  affair  with  Mathilde  Wesen- 
donck,  the  composition  of  Tristan  und 
Isolde  as  the  creative  offshoot  of  the  idyl, 
and  the  discovery  of  the  affair  by  the  two 
supernumeraries,  his  wife  Minna  and  Herr 
Wesendonck.  The  cuckolded  husband,  a 
rich  silk  merchant  with  a reputation  for 
aggressive  business  instincts,  was  surpris- 
ingly unwilling  to  disturb  the  status  quo, 
but  Frau  Wagner  took  a more  conven- 
tional view  of  things  and  was  on  the 
verge  of  exposing  the  affair  to  a waiting 
world.  As  always,  Wagner  managed  to 
find  a convenient  escape  hatch  which  in 
this  instance  proved  to  be  his  wife’s  heart 
disease.  Writing  to  Pusinelli  from  Venice 
on  November  1,  1858,  he  sounded  the 
tocsin  about  the  worsening  of  Minna’s 
cardiac  symptoms,  without  of  course  dis- 
closing the  emotional  disturbances  that 
were  manifestly  aggravating  her  sympto- 
matology, and  the  interference  of  her  illness 
with  the  glories  of  the  second  act  of 
Tristan.  He  implored  Pusinelli  to  take 
Minna  under  his  wing  when  she  returned 
to  Dresden,  as  return  she  must.  “Be  her 
physician,  her  adviser,  helper — if  you  can,” 
he  pleaded,  “her  comforter  if  you  cannot.” 
Pusinelli  was  unable  to  resist  the  dual  op- 
portunity of  freeing  his  genie  from  at  least 
one  more  mundane  care  so  that  he  could 
devote  his  energies  to  completing  one  more 
masterpiece,  and  of  performing  a humani- 
tarian service  for  a sick  patient,  with  the 
result  that  Frau  Minna  arrived  in  Dresden 
within  the  month. 

Although  not  important  in  itself,  Minna 
Wagner’s  heart  disease  nevertheless  throws 
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some  interesting  clinical  sidelights  on  the 
whole  convoluted  mass  of  spicy  Wagneri- 
ana.  Considering  Wagner’s  shabby  treat- 
ment of  his  first  wife,  the  fact  of  Minna’s 
heart  disease  further  ebonizes  his  already 
considerable  reputation  as  a blackguard; 
the  exact  degree  of  ebonization  depends 
only  on  when  he  first  knew  she  had  a 
cardiac  condition.  In  his  autobiography5 
Wagner  admits  to  having  entertained  his 
first  suspicion  sometime  in  1850  when  they 
had  already  endured  fourteen  years  of 
marital  strife.  Since  these  memoirs  have 
long  since  been  established  as  something 
less  than  reliable  for  autobiographic  ac- 
curacy, it  is  remarkable  that  Wagner 
huffs — both  pros  and  antis — have  made  no 
real  attempt  to  verify  his  statement  and  to 
determine  whether  or  not  he  had  in  fact 
treated  her  so  abominably  even  in  the  face 
of  his  long-standing  knowledge  of  her  heart 
disease.  Had  they  done  so  they  might  also 
have  discovered  some  facts  that  might 
have  shed  light  on  the  etiology  of  the  dis- 
ease, if  only  for  the  edification  of  a curious 
medical  posterity.  As  it  stands  now  there 
is  no  evidence,  in  all  the  known  letters  to 
and  from  Wagner,  Minna,  and  their  in- 
numerable corps  of  correspondents,  that 
she  suffered  any  cardiac  symptoms  prior 
to  1850  or  that  there  were  any  episodes  in 
her  early  life  that  could,  for  example,  have 
implicated  rheumatic  fever  or  hyperthy- 
roidism as  possible  causes.  If  one  were  to 
hazard  a guess  the  only  logical  conclusion 
would  he  hypertension  which,  in  view  of 
the  enormous  emotional  stresses  to  which 
Wagner  had  subjected  Minna  from  the 
very  outset  of  their  life  together,  is  a con- 
siderably educated  one. 

There  is  no  doubt  that  she  had  heart 
disease  and  that  the  last  eight  years  or  so 
of  her  life  (she  died  at  fifty-seven)  were 
spent  in  slow  drowning  from  a rising  tide 
of  congestive  failure.  From  1858  onward 
her  many  letters  to  her  friends  and  family 
carry  ample  evidence  of  this1,3;  in  a letter 
to  Dr.  Pusinelli  in  January,  1861,  for  in- 
stance, she  describes  not  only  her  hitter 
troubles  with  her  husband  hut  her  palpita- 
tions, dyspnea,  cold  swollen  limbs,  anxiety, 
insomnia,  and  anorexia. 1 From  this  point, 
too,  Pusinelli — having  assumed  responsi- 
bility for  her  medical  management — veri- 
fied the  diagnosis  in  several  letters  and  in 
his  discussions  of  her  treatment  throws 


some  interesting  light  on  the  practice  of 
cardiology  in  the  mid-nineteenth  century.1 
In  1859  he  claims  to  have  alleviated  her 
disease  with  a grape  cure,  and  in  1862  he 
writes  Minna  that  he  prefers  the  water  cure 
at  Bad  Reichenhall  to  digitalis  because  the 
drug  “is  only  useful  as  a palliative,  while 
the  ‘cure,’  with  its  means  for  healing,  will 
bring  about  a radical  recovery.” 

Neither  is  there  any  doubt  that  Pusinelli 
inherited  a difficult  clinical  problem  in 
Minna  and  that  he  acquitted  himself  well, 
particularly  for  a pediatrician.  Among  her 
many  psychosomatic  problems,  she  had  be- 
come addicted  to  laudanum  over  the 
previous  five  years  following  its  initial  pre- 
scription by  a doctor  in  Zurich  for  her 
dyspnea  and  insomnia.  Within  six  months 
after  Pusinelli  had  taken  over  her  thera- 
peutic management,  not  only  had  he  re- 
lieved Minna’s  congestive  failure  (his 
regimen  included  dieto-  and  balneotherapy 
in  addition  to  the  ephemeral  grape  cure) 
but  he  had  weaned  her  successfully  from 
her  opiate  addiction.  By  the  summer  of 
1859  both  Minna  and  Wagner,  as  well  as 
several  of  their  correspondents,  were  lavish 
in  their  praise  of  Pusinelli’s  professional 
competence,  to  the  point  that  by  the  fall 
Wagner  was  ready  to  reaccept  her  into 
his  fold. 

The  reason  given  by  the  great  man  in 
his  autobiography  was  that,  her  illness  now 
under  control,  he  was  ready  to  provide  her 
with  the  marital  sustenance  she  so  badly 
needed.  In  actuality  the  reason  may  have 
been  something  else  again.  Otto  Wesen- 
donck  had  at  last  been  forced  to  take  formal 
recognition  of  his  cuckolding  and  in  the 
process  had  made  Zurich  uninhabitable  for 
Wagner.  After  a year  or  so  of  wandering 
through  Europe,  Wagner  decided  in  the 
fall  of  1859  to  settle  permanently  in  Paris 
and  obviously  needed  a domestic  base  in 
which  he  could  be  fed  and  pampered 
properly.  For  some  inexplicable  reason, 
he  just  happened  to  be  between  mistresses 
for  the  moment  and  having  no  other 
feminine  resource  but  his  wife,  he  wrote 
Pusinelli  in  October,  1859,  asking  the  doctor 
to  relinquish  Minna.  The  letter  is  full  of 
idealistic  reasons  that  this  change  of  venue 
would  accrue  to  her  advantage  and  would 
manage  to  ring  true  were  it  not  for  a 
singular  proviso  near  the  end: 
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A great  reason  for  my  wife’s  disquieted  con- 
dition lies  in  the  discontinuance  of  my  sexual 
relations  with  her,  which  gradually  came 
about  entirely  of  itself,  simply  as  a result  of 
her  poor  state  of  health.  I do  not  believe 
that  I have  to  accuse  her  of  a passionate 
sensuality  . . . nevertheless  I consider  it  im- 
portant, in  view  of  the  irresponsible  condition 
of  one  so  diseased  mentally,  for  you,  as  a 
physician,  to  impose  a strict  prohibition  in 
regard  to  this  indeed,  you  can  half-jokingly 
turn  it  against  me — a prohibition  in  which  she 
must  consider  herself  as  well  as  me.1 

Pusinelli  was  understandably  reluctant 
to  allow  Minna’s  return  to  her  husband  and 
although  he  complied  with  Wagner’s  re- 
quest, he  issued  a stern  admonition  to  him 
to  treat  her  gently  and  considerately,  end- 
ing his  letter  with:  “In  your  own  hands, 
above  all,  you  have — and  I must  say  it — 
the  weal  and  woe  of  your  wife.”  The  au- 
thority of  his  warning  apparently  carried 
some  weight.  For  several  months  after 
Minna’s  reunion  with  her  husband  their  life 
together  was  idyllic,  but  then  Wagner  re- 
turned to  his  old  socioeconomic  habits,  she 
returned  to  her  congestive  failure.  By 
January  of  1861  her  cardiac  status  had 
deteriorated  so  alarmingly  that  Pusinelli 
was  forced  to  insist  she  take  a rest  cure  at 
the  spa  in  Soden.  In  the  summer  of  that 
year  the  poor  woman,  quite  patently  at  her 
wit’s  end,  chose  to  return  to  Pusinelli’s  care 
in  Dresden  rather  than  to  her  husband’s  in 
the  small  Bavarian  town  of  Bieberich;  he 
had  since  resumed  his  wandering. 

Wagner  entered  no  objection  to  this  re- 
arrangement; he  had  recently  met  a well- 
to-do,  unattached,  and  winsome  young  lass, 
the  daughter  of  a deceased  Viennese 
lawyer,  named  Mathilde  Maiter  and  was 
seriously  considering  legalizing  this  erotic 
encounter  and  at  the  same  time  acquiring 
her  inheritance.  The  only  obstacle  was,  of 
course,  Minna,  and  after  a year  of  cogitation 
he  resolved  this  difficulty  by  asking  Pusi- 
nelli to  broach  the  subject  of  a divorce  to  his 
patient.  At  this  point  the  devotion  of  this 
faithful  janissary  reached  its  high  water 
mark. 

A pediatrician  who  had  dedicated  his  en- 
tire professional  life  to  the  welfare  of  chil- 
dren, Pusinelli  had  recently  had  to  endure 
the  inconsolable  tragedy  of  watching  help- 
lessly as  his  seven-year-old  son  Eric  died  of 
a cerebral  hemorrhage. 1 At  the  same 
time — and  with  the  most  acerbic  irony,  in 
view  of  Wagner’s  current  demands — he  and 


Minna  had  conducted  a successful  appeal  to 
King  Johann  of  Saxony  to  grant  Wagner 
amnesty  for  his  revolutionary  activities  of 
1849. 7,8  There  was,  additionally,  his  ex- 
pressed clinical  conviction  that  Minna’s 
precarious  cardiac  status  contraindicated 
the  levying  of  this  demand  at  this  time, 
especially  since  she  was  then  undergoing 
dehydration  therapy  at  the  Bad  Reichen- 
hall  spa.  Yet  despite  this  personal  turmoil 
and  his  other  heavy  personal  and  profes- 
sional responsibilities,  Pusinelli  energeti- 
cally complied  with  his  genie’s  request,  and 
when  Minna  angrily  refused  the  proposal  he 
did  not  halt  his  probing  but  tried  again  and 
again  to  convince  her.  In  one  letter  to  her 
dated  August  17,  1862,  he  even  assumed 
complete  responsibility  for  the  proposal,  in- 
sisting that  the  idea  was  not  Wagner’s  but 
his  and  that  his  motivation  was  entirely  her 
well-being. 1 

Minna  continued  steadfastly  to  deny 
Wagner  a divorce,  but  bis  need  for  one  was 
as  short-lived  as  his  infatuation  with 
Fraulein  Maier.  A new  love,  destined  to 
be  the  one  enduring  liaison  of  his  life,  with 
Cosima  von  Biilow,  the  wife  of  conductor 
Hans  and  the  illegitimate  daughter  of 
Franz  Liszt,  had  begun.  Her  offering  to 
him  consisted  of  more  than  just  her  own 
considerable  eroticism,  which  unlike  Frau- 
lein Maier’s  was  offered  freely  and  without 
regard  for  husband  and  children;  it  in- 
volved intellectual  sustenance  of  the  type 
that  had  made  her  father  one  of  the  lesser 
geniuses  of  nineteenth  century  music.  It 
may  have  been  more  than  coincidence,  then, 
that  his  genius  was  now  beginning  to 
flower:  Das  Rheingold  and  Die  Walkure 

had  been  completed  and  needed  only  the 
ministrations  of  a financial  angel  to  spring 
to  life;  sketches  for  Siegfried  lay  at  his 
elbow;  Tristan  had  been  successfully 
launched;  Die  Meistersinger  was  in  the 
process  of  creation,  and  Lohengrin,  Tann- 
hauser,  and  The  Flying  Dutchman  were 
enjoying  unprecedented  successes  through- 
out Europe.  Moreover,  disciples  and  syco- 
phants by  the  score  were  beginning  to 
gather  wherever  he  held  his  court  of  the 
moment.  Not  only  the  divorce  but  Minna 
herself  were  forgotten  in  the  combined 
glories  of  a new  erotic  and  illicit  love  and 
the  beginning  vindication  of  his  art.  It 
was  certainly  not  difficult  to  erase  Minna 
from  his  everyday  fife,  for  she  was  under  the 
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care  of  his  faithful  Pusinelli.  And  when 
she  fell  into  dire  financial  straits  in  1864, 
Pusinelli  was  only  too  willing  to  assume  her 
financial  burdens  as  well  (at  Wagner’s  re- 
quest, with  the  well-worn  promise  of  repay- 
ment from  future  royalties)  to  the  pleasant 
overtones  of  640  thalers  monthly,  notwith- 
standing the  fact  that  mad  King  Ludwig  of 
Bavaria  had  begun  to  stuff  Wagner’s 
pockets  with  money  and  had  given  him  the 
finest  hotel  in  Munich,  the  Jochum,  at 
royal  expense. 

There  is  every  evidence  that  Pusinelli 
exerted  every  effort  to  keep  his  charge  alive 
and  well,  but  her  heart  disease  progressed 
inexorably,  and  she  died  in  severe  conges- 
tive failure  in  the  early  morning  of  January 
25,  1866,  entirely  alone  except  for  her 
anguished  concierge.1, 3,5,7  Pusinelli  was 
out  on  his  nightly  rounds  and  could  not  be 
reached,  arriving  at  her  lodgings  several 
hours  after  she  had  made  her  tortured 
exitus.  After  notifying  Wagner  by  tele- 
gram of  his  wife’s  death,  the  devoted 
janissary  arranged  for  her  proper  burial  and 
for  a modest  tombstone  only  to  receive  a 
post  facto  telegram  from  the  bereaved 
spouse  requesting  him  to  undertake  both. 
Whereupon  Pusinelli  sat  himself  down  to 
write  Wagner  a long  letter  describing 
Minna’s  last  days;  whether  this  was  a letter 
of  consolation  or  of  sharp  remonstrance  will 
never  be  known,  for  this  letter  has  never 
been  recovered  and  was  reportedly  de- 
stroyed by  Cosima  Wagner  in  1900  in  what 
seems  to  have  been  a veritable  purge  of  un- 
flattering letters  to  and  from  the  great 
man. 1 

Whatever  the  nature  of  the  letter, 
Pusinelli’s  fealty  to  Wagner  remained  un- 
flagging. Several  weeks  after  Minna’s 
death  an  item  appeared  in  the  M'Unchner 
Volksbote  accusing  Wagner  of  having  ne- 
glected his  wife  financially  as  well  as  spir- 
itually during  her  last  years  and  pointing 
out  that  this  was  hardly  the  type  of  man  to 
merit  support  by  public  funds  from  the 
royal  Bavarian  treasury.  The  anti- Wagner 
faction  among  King  Ludwig’s  ministers 
seized  this  opportunity  to  demand  that 
Wagner  be  stripped  of  his  privileges  and 
emoluments  and  ousted  from  Bavaria, 
especially  since  Wagner  was  known  to  be 
living  with  Cosima  but  without  benefit  of 
her  divorce  from  Hans  von  Biilow.  Once 
more  the  good  Pusinelli  stepped  into  the 


breach.  In  an  open  letter  to  the  Volksbote 
published  on  February  16,  1866,  he  elo- 
quently denied  all  the  allegations  made  by 
the  newspaper  on  the  basis  of  his  own  eye- 
witness testimony  as  Frau  Wagner’s  physi- 
cian: 

Then  can  this  talk  of  bitter  distress  be 
true?  Surely  not!  On  the  contrary,  Frau 
Wagner  enjoyed  a very  comfortable  and  care- 
free existence  through  the  alimony  granted  by 
her  husband  ....  This  is  the  way  the  man 
behaved  whom  the  Munchner  Volksbote  will 
not  tire  of  persecuting.1 

But  not  even  the  impressive  legend 
“Stiftarzt;  Knight  of  the  Royal  Saxon 
Order  of  Merit”  after  Pusinelli’s  signature 
was  of  much  avail  in  this  encounter. 
There  was  now  full  public  disclosure  of  the 
extent  to  which  Hans  von  Biilow,  a favorite 
at  court,  was  being  deceived;  Cosima  had 
recently  borne  a daughter,  Isolde,  who  was 
suspected  (and  correctly)  of  being  Wagner’s 
and,  therefore,  conceived  under  von  Bil- 
low’s nose.  King  Ludwig  had  no  choice 
but  to  demand  that  Wagner  and  his  consort 
leave  Munich,  and  just  in  time,  it  would 
seem,  to  spare  the  sensibilities  of  the  good 
burghers  of  Munich  any  further  outrage. 
In  another  year,  and  still  three  years  before 
she  would  divorce  von  Biilow  to  marry 
Wagner,  Cosima  was  to  bear  her  Richard 
another  daughter. 

Coda 

Except  for  one  other  assignment,  Wagner 
seemed  to  have  little  further  use  for  Pusi- 
nelli’s services  from  this  episode  in  1866 
until  the  doctor’s  death  in  1878.  This  last 
task  was  assigned  Pusinelli  in  1872  when 
Wagner  suggested  that  he  form  a Wagner 
society  in  Dresden  for  the  primary  purpose 
of  evangelizing  the  Wagnerian  gospel,  but 
also  for  the  ulterior  purpose  of  soliciting 
contributions  for  the  building  of  the  Wag- 
nerian shrine-to-be,  the  Festspielhaus  in 
Bayreuth  (and,  presumably,  the  building  of 
Villa  Wahnfried,  the  Wagner  family  manor, 
nearby).  As  an  added  incentive,  Wagner 
promised  to  address  the  society  and  perhaps 
conduct  a concert  of  his  works  when  and  if 
it  had  enrolled  a sufficient  membership,  and 
under  this  spur  Pusinelli  worked  with 
might  and  main  to  organize  what  was 
eventually  to  be  the  largest  and  most  suc- 
cessful Wagner  society  in  Germany.  When 
a large  enough  membership  had  been  as- 
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sured,  and  a considerable  bounty  collected 
for  the  Bayreuth  shrine,  Wagner  set  the 
date  for  his  appearance  before  the  faithful. 
The  day  before  the  meeting,  however,  he 
sent  a rather  curt  telegram  to  Pusinelli  can- 
celling the  seance  in  favor  of  other  business. 
Pusinelli’s  anguish  at  having  his  great  ex- 
pectations dashed  is  poignantly  mirrored  in 
a letter  to  Wagner  which  inexplicably 
escaped  Cosima’s  red  pencil  in  later  years, 
but  the  anguish  lacks  the  bite  of  anger  and 
reveals  only  the  despair  of  rejection. 

Still,  Pusinelli’s  Wagnerian  ardor  was  not 
diminished  thereby.  The  faithful  janis- 
sary, aging  and  exhausted  by  what  seems  to 
have  been  a thromboangiitis  obliterans  that 
forced  him  to  retire  from  active  practice  in 
1874,  had  now  apparently  turned  into  the 
sycophant  “Wagnerophiles”  and  “Wagner- 
ophobes”  both  have  always  painted  him. 
The  few  letters  to  Wagner  that  are  extant 
from  this  period  are  full  of  abject  adoration, 
maudlin  currying  words  that  seem  to  writhe 
in  obeisance  and  have  none  of  the  strength 
and  forthrightness  of  his  earlier  letters. 
When  the  Master  favored  him  with  one  of 
the  100  private  printings  of  My  Life,*  he 
responded  with  a letter  describing  it  as  a 
twin  masterpiece  of  the  art  of  prose  and  the 
science  of  historiography;  yet  he,  as  witness 
to  many  of  the  events  described  by  Wagner, 
must  have  known  how  fast  and  loose  the 
composer  had  played  with  the  truth,  how 
many  important  facts  had  been  omitted  or 
distorted.  When  he  received  private  print- 
ings of  the  Parsifal  libretto  and  of  Wagner’s 
various  literary  works,  his  answering  letters 
were  full  of  uncritical  praise  for  the  flawless 
prose,  the  faultless  idealism,  the  pure 
Germanic  flame,  including  the  anti-Sem- 
itism, of  the  theses.  There  is  regretfully, 
at  least  for  the  sake  of  a triumphant  finale, 
no  evidence  of  intellectual  doubt  in  these 
letters,  no  sign  that  he  had  participated  in 

* By  the  provisions  of  Wagner’s  will.  My  Life  was  not 
published  until  thirty  years  after  Wagner’s  death,  a time  when 
most  of  his  principal  antagonists  would  have  long  since  left  the 
field  and  would  not  be  available  to  challenge  his  statements. 


any  intellectual  give  and  take  with  Wagner 
either  by  agreement  or  dissent,  as  there  is  in 
his  earlier  letters.  It  is  possible,  however, 
that  there  were  such  letters  but  that  Cosima 
had  obliterated  them  in  her  several  purges. 

Nor  did  the  janissary  ever  again  reap- 
pear, even  for  a brief  moment,  to  replace  the 
sycophant  in  the  few  years  remaining  to 
Pusinelli.  He  died  on  March  31,  1878,  at 
the  age  of  sixty-three,  with  Wagner  still 
apparently  uppermost  in  his  last  conscious 
minutes.  Even  his  alleged  last  words  have 
the  same  declamatory  ring  as  those  of  the 
dying  Tristan  or  Tannhauser:  “My  Rich- 

ard, oh  my  Richard,  how  you  have  had  to 
fight,  how  you  have  been  misjudged.  Only 
the  next  centuries  will  know  how  to  value 
you!  And  you  were  my  friend!”1,6 

The  funeral  was  an  impressive  one  and 
had  in  its  cortege  King  Johann,  his  Queen 
and  his  children,  the  Ministers  of  State,  and 
a host  of  colleagues,  friends,  and  patients. 
“My  Richard”  was,  however,  conspicuous 
by  his  absence,  but  he  did  write  to  Frau 
Pusinelli  and  for  once  in  his  logorrheic  life 
was  relatively  speechless:  “Thus  a great 

heart  has  stopped  beating!”  he  said,  quite 
simply.  “Here,  we  are  desolated.”1  It 
may  just  have  been  an  overflow  of  emotion 
from  the  first  act  of  Parsifal  just  then  com- 
pleted. On  the  other  hand,  it  could  truly 
have  been  his  openhearted  grief  at  the  loss 
of  the  one  friend  whose  loyalty  his  cruel 
whimsy  had  never  been  able  to  dislodge. 
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Henry  Aronson,  M.D.,  of  New  York  City, 
died  on  January  21  at  the  age  of  eighty-seven. 
Dr.  Aronson  graduated  in  1906  from  Cornell 
University  Medical  College.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Dwight  Turney  Bonham,  M.D.,  of  Rockville 
Centre,  retired,  died  on  April  14  at  the  age  of 
eighty.  Dr.  Bonham  graduated  in  1931  from 
Jefferson  Medical  College  of  Philadelphia.  He 
was  an  honorary  chief  of  medicine  at  South 
Nassau  Communities  Hospital,  a consulting 
physician  at  Mercy  Hospital,  and  a consulting 
cardiologist  at  Nassau  Hospital.  Dr.  Bonham 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Cardiovascular  Diseases); 
a Fellow  of  the  American  College  of  Cardiology, 
the  American  College  of  Chest  Physicians,  the 
American  College  of  Gastroenterology,  the 
American  College  of  Physicians;  and  a member 
of  the  American  Geriatrics  Society,  the  New 
York  Gastroenterological  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Henry  Collins,  M.D.,  of  New  York 
City,  died  on  April  18  at  the  age  of  seventy-one. 
Dr.  Collins  graduated  in  1923  from  University 
and  Bellevue  Hospital  Medical  College. 

Jacob  Damashek,  M.D.,  of  Brooklyn,  died 
on  March  23  at  the  age  of  sixty.  Dr.  Dama- 
shek received  his  medical  degree  from  the  Uni- 
versity of  Prague  in  1934.  He  was  an  attending 
physician  in  general  practice  at  Unity  Hospital. 
Dr.  Damashek  was  a member  of  the  American 
Academy  of  General  Practice,  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Emanuel  Irving  Diamond,  M.D.,  of  New 

York  City,  died  in  March  at  the  age  of  seventy- 
four.  Dr.  Diamond  graduated  in  1918  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a consulting  obstetrician  and 
gynecologist  at  New  York  Infirmary  and  an 
attending  obstetrician  and  gynecologist  at 
Beth  Israel  Hospital.  Dr.  Diamond  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Alexander  Julius  Dubinsky,  M.D.,  of  New 

York  City,  died  on  April  4 at  the  age  of  sixty- 
one.  Dr.  Dubinsky  graduated  in  1935  from  the 
University  of  London  Faculty  of  Medicine. 
He  was  an  adjunct  surgeon  in  ophthalmology  at 
Beth  Israel  Hospital.  Dr.  Dubinsky  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Harry  Ernest  Faver,  M.D.,  of  Buffalo,  died  on 
November  26,  1968,  at  the  age  of  seventy-one. 
Dr.  Faver  graduated  in  1927  from  Queens 
University  Faculty  of  Medicine,  Kingston, 
Ontario.  He  was  an  attending  psychiatrist  at 
the  Edward  J.  Meyer  Memorial  Hospital  and  a 
consulting  psychiatrist  at  Millard  Fillmore 
Hospital.  Dr.  Faver  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louise  Ross  Gowanloch,  M.D.,  of  Kings 
Park,  died  on  March  4 at  the  age  of  seventy. 
Dr.  Gowanloch  graduated  in  1929  from  Rush 
Medical  College. 

Sol  Grossman,  M.D.,  of  New  York  City, 
died  on  March  26  at  the  age  of  sixty-seven. 
Dr.  Grossman  graduated  in  1928  from  Long 
Island  College  Hospital.  He  was  an  adjunct 
physician  at  Montefiore  Hospital  and  Medical 
Center.  Dr.  Grossman  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Frederick  Harting,  M.D.,  of  New 

York  City,  died  on  April  12  at  the  age  of  sixty- 
nine.  Dr.  Hartung  graduated  in  1922  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  physician  at 
Bellevue  and  University  Hospitals  and  an 
associate  professor  of  clinical  medicine  at  New 
York  University  School  of  Medicine.  Dr. 
Hartung  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  American  Rheumatism  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Abraham  Holzman,  M.D.,  of  The  Bronx, 
died  on  April  22  at  the  age  of  seventy-one. 
Dr.  Holzman  graduated  in  1921  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Michael  JaflTer,  M.D.,  of  New  York  City,  died 
on  November  17,  1968,  at  the  age  of  eighty-two. 
Dr.  Jaffer  graduated  in  1908  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  Industrial  Medical  Associ- 
ation, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Percival  Kane,  M.D.,  of  Brooklyn, 
died  on  March  27  at  the  age  of  sixty-five.  Dr. 
Kane  graduated  in  1926  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  assistant  attending  endocrinologist 
and  an  assistant  attending  physician  in  diabetes 
at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn.  Dr.  Kane  was  a member  of  the 
Clinical  Society,  New  York  Diabetes  Associa- 
tion. 

Jacob  Henry  Linden,  M.D.,  of  Cherry  Valley, 
died  on  December  2,  1968,  at  the  age  of  eighty- 
six.  Dr.  Linden  graduated  in  1907  from  Albany 
Medical  College. 

Samuel  N.  Moses,  M.D.,  of  Fullerton,  Cali- 
fornia, formerly  of  Brooklyn,  died  on  January 
21  at  the  age  of  eighty-seven.  Dr.  Moses  re- 
ceived his  medical  degree  from  the  University 
of  Freiburg  in  1907.  He  was  an  emeritus  as- 
sistant physician  at  Maimonides  Hospital  of 
Brooklyn.  Dr.  Moses  was  a member  of  the 
American  Geriatrics  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Arthur  Patrick  Muldoon,  M.D.,  of  Niagara 
Falls,  died  on  February  10  at  the  age  of  seventy- 
one.  Dr.  Muldoon  gx-aduated  in  1926  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Niagara  Falls  Academy  of 
Medicine,  the  Niagara  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  Amei-ican  Medical  Association. 


Anthony  A.  Nasif,  M.D.,  of  Brooklyn,  died  on 
February  7 at  the  age  of  sixty-four.  Dr.  Nasif 
graduated  in  1932  from  Long  Island  College  of 
Medicine.  He  was  an  assistant  attending 
physician  in  colon  and  rectal  surgery  at  Brook- 
lyn-Cumberland  Medical  Center.  Dr.  Nasif 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


William  Thomas  Roberts,  M.D.,  of  Buffalo, 
died  on  October  30,  1968,  at  the  age  of  fifty- 
three.  Dr.  Roberts  graduated  in  1942  from  the 
School  of  Medicine  of  the  University  of  Chicago. 


Elmer  Schusdek,  M.D.,  of  Long  Island  City, 
died  on  March  25  at  the  age  of  seventy-five. 
Dr.  Schusdek  received  his  medical  degree  from 
the  University  of  Budapest  in  1919.  He  was  a 
member  of  the  general  practice  staff  at  Boule- 
vard Hospital.  Dr.  Schusdek  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Sol  L.  Shandalow,  M.D.,  of  Brooklyn,  died 
on  April  4 at  the  age  of  sixty-four.  Dr.  Shanda- 
low graduated  in  1935  from  New  Yoi-k  Uni- 
versity Medical  College.  He  was  an  associate 
attending  sui-geon  at  Community  Hospital  of 
Brooklyn  and  Prospect  Heights  Hospital  Pavil- 
ion. Dr.  Shandalow  was  a Fellow  of  both  the 
American  College  of  Angiology  and  the  Inter- 
national College  of  Surgeons,  and  a member  of 
the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Michael  Tramontana,  M.D.,  of  Brooklyn, 
died  on  Api'il  12  at  the  age  of  sixty-one.  Dr. 
Ti'amontona  l'eceived  his  medical  degree  from 
the  University  of  Rome  in  1936.  He  was  an 
assistant  attending  physician  in  general  prac- 
tice  at  Wyckoff  Heights  Hospital.  Dr.  Tra- 
montana was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient's  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year's  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management. . .an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 

jSfj  Roche 

1 LABORATORIES 

Division  ol  Holfmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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tIie“Action”gap 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  “procto”  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”...and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 


1466 


A SPECIAL  INVESTMENT 
MANAGEMENT  SERVICE 


Creative,  vital  management, 
oriented  to  asset  growth  for  a 
limited  number  of  individuals, 
trusts,  estates,  pension  funds  and 
others  with  sizable  portfolios. 

Loeb,  Rhoad  es  stresses  per- 
formance by  marshaling  its  full 
investment  resources  for  the  use 
of  the  portfolio  manager, 
a highly  motivated  pro- 
fessional who  translates 
the  firm’s  capabilities  into 


a dynamic  program  directed 
toward  the  clients’  objectives. 
Charges  are  on  an  agreed 
fee  basis. 

You  are  invited  to  write  for 
a description  of  our  Investment 
Management  Service.  Address 
Department  IM-D. 


LOEB,  RHOADES  & CO.  r 


42  WALL  STREET,  NEW  YORK  10005 

MEMBERS  NEW  TORE  STOCK  EXCHANGE  t OTHER  PRINCIPAL  EXCHANGES 
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SUBSCRIPTION  ORDER  FORM 

New  York  Slate  Journal  of  Medicine 
Attn:  Circulation  Dept. 

750  Third  Ave.,  New  York,  N.  Y.  10017 


24 


Issues 
Per  Year 


PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions  57.50  one  year; 


Canada,  Mexico  & 
other  foreign 


$9.00  one  year; 


Interns  & Residents:  Special  rates  on  request. 

Name 


Payment  enclosed 


$22.50  (3)  years 
$27.00  (3)  years 


Address 

please  print 

City  & State 

Zip 

Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
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Classified  Advertising  Rates 

Effective  January  1 , 1 965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 


Please  Print 


Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 Ocf  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50«f  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 


Aspirin  (Bayer  Company) 1373 

Darvon  (Eli  Lilly  & Company) 1386 


Antibiotics 


Neosporin 

(Burroughs  Wellcome  & Company) 4th  cover 

Tetrex-F  (Bristol  Laboratories) 1472 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 1392 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cholesterol  lowering  agents 

Lipo-K  (Marcen  Laboratories) 1377 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1371 

Foods 

Milk  (National  Dairy  Council) 1379 

Oral  contraceptives 

Enovid  (G.  D.  Searle  & Company) 1391 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 1380-1381 

Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories) 1375 

T ranquilizers 

Equanil  (Wyeth  Laboratories) 1384-1385 


HaD>Brooke  Hoapita)  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT.  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  I'he  Joint  Commission  on 

Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Mou,  M.D.  Leo  II.  Berman,  M.I). 

Psychiatrist-In-Chirf  Medical  Director 

Elisabeth  Solomon 
Executive  Director 


NEED  QUICK  RESPONSE? 
W ant  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  iXew  York 
State  Journal  of  Medicine. 


Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories). 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED — CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possibility 
of  additional  income.  Include  complete  curriculum  vitae  in 
reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry,  1,600-bed,  predominantly  psychi- 
atric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent.  30  days  of  annual  leave  and 
15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans  and  other  fringe  benefits.  Can  pay  moving  expenses. 
License  in  any  state  required.  Equal  oppty.  Employer. 
Contact  Director  of  Chief  of  Staff,  VAH,  Canandiagua, 
N.Y.  14424. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


ANESTHESIOLOGIST  WANTED  BY  EXPANDING 
275  bed  general  hospital.  N.Y.S.  license.  Board  eligible 
or  certified.  Fee  for  service.  Prefer  one  capable  of 
heading  up  projected  Pulmonary  Care  Unit.  Finger 
Lake*  area  N.Y.  State.  Box  801,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 
year  community  oriented  dynamic  program  in  Metro- 
politan Detroit  area.  University  associations.  Teach- 
ing staff  of  Board  men,  psychoanalysts,  professors,  out- 
standing visiting  lectures.  Active  research.  Modem 
physical  plant.  Salary  $10,666;  $11,185;  $12,132.  Five 
year  career  program  $12,155  to  $21,942.  Liberal  Civil 
Service  benefits.  Write:  Director  of  Education  and 

Research,  Northville  State  Hospital,  Northville,  Michigan 
48167. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  GROWING 
group  in  Long  Island  area.  Excellent  financial  oportunity, 
include  curriculum  vitae  in  reply.  Box  800,  % NYSJM. 


PEDIATRICIAN  WANTED  (ASSOCIATE).  PEDIA- 
trician  with  mushrooming  practice  seeks  Board  qualified 
or  Board  eligible  associate.  Located  55  miles  from  N.Y.C. 
Full  association  after  three  years.  Salary  $20,000.  Write 
Box  367,  Goshen,  New  York  10924. 


PHYSICIANS  WANTED:  GENERAL  PRACTICE  AND 
obstetrics.  Two  physicians  wanted  to  supplement  es- 
tablished general  surgeon  in  formation  of  medical  group. 
Salary  negotiable  but  at  least  $20,000  net  first  year  with 
partnership  options.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upper  New  York  State,  70  miles  from  capitol 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Many  opportunities  in  area  for  outdoors’  enthusiast 
including  skiing,  golf,  hunting,  fishing,  camping  and 
boating.  Expenses  for  interview  will  be  arranged.  Apply 
to  Box  805,  % NYSJM. 


PHYSICIAN  WANTED:  MALE  OR  FEMALE,  FOR 

July  and  August.  Licensed.  For  Bernarr  Macfadden 
Spa  in  Dansville,  N.Y.  Free  room  and  board.  Earn 
approx.  $2,000.  Phone  (212)  LA  4-2330  or  write  to  320 
West  34th  St.,  New  York,  N.Y.  10001. 


GENERAL  PRACTITIONER  OR  INTERNIST  FOR 
family  practice  in  association  with  a general  practitioner 
and  an  internist.  Salary  $25,000  to  $30,000  depending  on 
qualifications.  Future  partnership.  Five  minutes  from 
250-bed  general  hospital  in  beautiful  suburban  area  on 
South  Shore  of  Long  Island.  Forty  miles  from  New  York 
City.  Excellent  schools,  shopping,  and  cultural  facilities. 
Phone  (516)  799-7700  or  write:  P.O.  Box  428,  Massapequa, 
New  York  11758. 


EMERGENCY  ROOM  PHYSICIANS.  MAJOR  RESORT 
area;  modem  hospital  and  emergency  room.  Guaranteed 
income,  fringe  benefits,  hours  flexible.  Contact  Admin- 
istrator, Saratoga  Hospital,  Saratoga  Springs,  N.Y. 
12866.  Tel:  (518)  584-6000. 


PSYCHIATRIST  WANTED  TO  BE  DIRECTOR  AND  TO 
establish  a Mental  Health  Program  in  Herkimer  County, 
New  York.  Population  70,000,  a prime  recreational  area 
of  the  Adirondack  Mountains.  60  miles  west  of  the  Albany 
Medical  Center,  and  60  miles  east  of  the  Upstate  Medical 
Center  of  Syracuse.  Salary  $28-30,000  depending  upon 
qualifications.  Vacation,  pension  and  other  Civil  Service 
benefits.  For  information:  Donald  R.  Davidson  II, 

M.D.,  Chairman,  42  West  St.,  Ilion,  N.Y.  13357. 


WANTED.  PATHOLOGIST  INTERESTED  IN  FOR- 
ensic  pathology.  Prior  forensic  experience  not  essential. 
Modern  medical-legal  system.  Complete  laboratory 
facilities.  Third  year  residents  to  Board  certified  path- 
ologists eligible  for  appointment.  New  York  State  license 
required.  State  experience.  Reply  Box  808,  % NYSJM. 


ORANGE  COUNTY,  N.  Y.  NEEDS  PSYCHIATRIST - 
director.  Community  Mental  Health  Services.  Construc- 
tion beginning  on  approved  Comprehensive  Mental  Health 
Center  at  Goshen.  Staffing  grant  submitted.  Three 
on-going  out-patient  clinics.  Active  liaison  with  schools, 
agencies.  Orange  County,  1 hour  from  N.  Y.  C.,  is  one 
of  the  fastest  growing  counties;  beautiful  countryside, 
varied  recreation.  35-hour  week,  many  fringes,  private 
practice  after  hours  O.K.  Salaried  part-time  consultant- 
ships  available.  Get  in  touch  with  Theodore  W.  Neumann, 
Jr.,  Chrmn.,  Mental  Health  Board,  at  Falkirk  Hospital, 
Central  Valley,  N.  Y.  10917.  (914)  928-2256,  or  John 

H.  Melville,  ACSW,  Asst,  to  the  Director,  Box  527, 
Goshen,  N.  Y.  10924.  (914)  294-6185. 
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PHYSICIANS  WANTED— CONT’D 


PHYSICIAN  WANTED:  ANESTHESIOLOGIST,  FULL 

time,  qualified  or  eligible,  or  part  time.  New,  small,  ac- 
credited progressive  hospital  in  lower  Hudson  Valley.  1 
hour  from  New  York  City.  Fee  for  service  or  guarantee. 
New  modern  office  suite  available  on  hospital  grounds. 
Box  813,  NYSJM. 


OCCUPATIONAL  PHYSICIAN.  POSITION  AVAIL 
able  in  large  manufacturing  plant  located  mid  New  York 
State  for  an  applicant  certified  in  internal  medicine  or 
well-trained  ana  experienced  in  this  field.  Position  offers 
a challenge  to  a well-motivated  individual  interested  in 
health  evaluation  and  preventive  medicine.  Join  3 full- 
time physicians  in  a busy,  modern  clinic;  hours  are  reg- 
ular, Siilary  is  liberal,  benefits  are  excellent;  an  equal  op- 
portunity employer.  Box  810,  c\  NYSJM. 


POTSDAM,  N.  Y.— COLLEGE  PHYSICIAN.  NO 
nights  or  Sundays.  No  hours  when  college  is  not  in  ses- 
sion. All  college  fringe  benefits  apply.  Much  free  time 
in  summer.  Contact:  Dean  of  Students.  Clarkson  Col- 

lege. Potsdam,  N.  Y.  13676.  Tel:  (315)  268-6472. 


URGENTLY  NEEDED.  GENERAL  PRACTITIONER, 
Long  Lake.  N.  Y.,  central  Adirondacks.  Resort  area. 
Excellent  central  school.  Ambulance  service.  Office 
available  at  present.  Attractive,  guaranteed  annual 
salary  as  Town  Health  Officer,  plus  income  from  private 
practice.  Near  modern  hospital.  Write:  Medical  Pro- 

curement Committee,  Box  83,  Long  Lake,  N.Y.  12847. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  c/c  NYSJM. 


OBSTETRICIAN-GYNECOLOGIST.  UNIVERSITY 
trained.  Board  eligible,  desires  group  or  association  in 
N.Y.  City  area.  Available  July  1969  on  completion  of 
residency.  Military  obligation  completed.  Box  1519, 
Fifth  Avenue  Hotel,  New  York,  N.Y.  10011. 


BOARD  ELIGIBLE  SURGEON  THORACIC  & CARDIO- 
vascular)  desires  part  time  or  full  time  position.  N.  Y 
license.  Box  812,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  4 YRS. 
university  training,  extensive  clinical  and  teaching  ex- 
perience including  21  2 yrs.  of  pediatric  anesthesia  and 
ICU  supervision,  seeks  fee  for  service,  group  or  association. 
Will  consider  other  arrangements.  Upper  N.  Y.  State 
preferred.  Please  give  details  in  your  offer.  Box  814. 
% NYSJM. 


INTERNIST,  45,  BOARD  QUALIFIED,  BROADLY 
trained  with  interest  in  cardiology,  desires  position  with 
other  internist,  group  or  hospital  based  practice.  Avail- 
able August  1969.  Box  811,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


86TH  ST.,  COR:  W.  7TH  ST..  BROOKLYN.  4 ROOM 

ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  op|»osite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


RYE  TOWN  — PORTC  HESTER,  WESTCHESTER 

County  N.Y.  Professional  space  available  in  new  luxury 
6-story  elevator  apartment  building,  fully  rented.  Prime 
residential  area.  The  Im|>erial.  377  Westchester  Avenue, 
comer  l^eicster  Street,  Portchester,  N.  Y.  or  phone  (914) 
939-6099. 


OFFICE  SPACE  TO  SHARE  IN  EIGHT  ROOM,  COM- 
pletely  equipped  medical  office,  centrally  located  in  Hollis- 
Flushing  area.  Call  (212)  HO  4-6262. 


NEW  ROCHELLE:  LARGE  8 ROOM  MEDICAL  OF- 

fice  for  lease  or  sub-lease.  Rent  reasonable;  extras  in- 
cluded. Call  (914)  NE  2-5526. 


DOCTOR  S OFFICE  AVAILABLE.  APPROXIMATELY 
600  sq.  ft.  luxury  building,  Lincoln  Towers  (Lincoln  Cen- 
ter area).  Completely  partitioned  into  waiting  room, 
examining  room.  X-ray  room,  laboratory  and  consultation 
rooms.  Wall-to-wall  carpeting,  air  cond.  Ideal  for 
pediatrician,  podiatrist,  or  dentist.  Contact:  Walter 

Taub,  M.D.,  (212)  TR  3-3355. 


200  CENTRAL  PARK  SOUTH,  1375  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


FOR  SALE  OPHTHALMOLOGIST  RETIRED  AFTER 
28  years,  offers  small  building  in  choice  location  consisting 
of  office  and  three  apartments.  Office  equipment  and 
furnishings  available  if  desired.  Shortage  of  ophthal- 
mologists in  area,  but  suitable  any  professional.  Im- 
mediate occupancy.  D.  K.  Binder,  M.D.,  708  Union  St.. 
Schenectady,  N.  Y.  12305.  Call  evenings  (518)  346-1366. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


SURGICAL-GENERAL  PRACTICE,  SUBURBAN 
Northern  New  Jersey,  for  sale.  W.  Bauer,  M.D.,  33 
Halsted  St.,  Newton.  New  Jersey.  Call  collect  (201) 
383-5454. 


FOR  SALE:  MEDICAL  PRACTICES.  ALL  STATES. 

Over  40  practices  for  sale  in  California  alone.  We  can  sell 
your  G.P.  or  specialty  practice  and  help  you  relocate  any- 
where in  the  U.S.  For  information  contact  Professional 
Practice  Sales,  Two  Penn  Plaza,  Suite  1500,  New  York 
City,  (212)  947-3013.  Nationwide  Clearing  House  for 
Sale  of  Medical  Practices.  All  inquiries  confidential. 
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a broad-spectrum  antibiotic  for  the  diabetic: 


threat or 
therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Resolutions 


Number 

Title 

Introduced  by 

Page 

69-1 

Support  for  Hospital  Schools  of  Nursing 

Queens 

1670 

69-2 

Amendments  to  Bylaws  to  Provide  for  Election 
of  District  Branch  Nominees  as  AMA  Dele- 
gates 

Monroe 

1676 

69-3 

Fees  for  Specialists  in  Dermatology  Under  Medi- 
caid 

Chautauqua 

1566 

69-4 

Codification  of  Laws  Pertaining  to  the  Dead  Hu- 
man Body  and  the  Uniform  Anatomical  Gift 
Act 

Queens 

1538 

69-5 

Amendment  to  Bylaws  to  Change  Term  of  Office 
of  Trustees 

Nassau  and  Suffolk 

1677 

69-6 

Formation  of  Joint  Medical  Society-Bar  Associa- 
tion Malpractice  Screening  Committee 

Nassau  and  Suffolk 

1538 

69-7 

Recommendations  on  Closer  Consultation  Be- 
tween the  Medical  Society  of  the  State  of  New 
York  and  the  State  Legislators 

Nassau  and  Suffolk 

1659 

69-8 

Expansion  of  Opportunities  for  Medical  Educa- 
tion in  New  York  State 

Nassau  and  Suffolk 

1590 

69-9 

Revision  of  Article  28  of  the  New  York  State 
Public  Health  Law 

Monroe 

1676 

69-10 

Elimination  of  Special  Qualifications  for  General 
Practitioners  Under  Medicaid 

Queens 

1560 
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69-11 

Rescinding  of  Mandatory  AMA  Membership 

Monroe 

1677 

69-12 

Listing  of  Physicians  in  Brochures  of  Charitable 
or  Nonprofit  Organizations 

Joseph  G.  Zimrrng 

1678 

69-13 

Physician  Ownership  of  Optical  Lens  Dispensing 
Shops  or  Pharmacies 

Joseph  G.  Zimring 

1678 

69-14 

Payment  of  Usual,  Customary,  and  Prevailing 
Fees  for  Medical  Services  Rendered  in  Ex- 
tended Care  Facilities 

Queens 

1563 

69-15 

Recommended  Changes  in  the  Medicaid  Fee 
Schedule 

Monroe 

1566 

69-16 

Amendment  to  Article  19  of  State  Education 
Law  to  Eliminate  Annual  In-School  Physical 
Examinations 

Monroe 

1598 

69-17 

Legislation  for  Establishment  of  Clinical  De- 
partments of  General  or  Family  Practice  in 
State-Supported  Schools  of  Medicine 

Nassau  and  Suffolk 

1582 

69-18 

Judicial  Council  of  AMA  to  Receive  All  Com- 
plaints on  Discrimination 

Monroe 

1673 

69-19 

Specialty  Group  Representation 

Section  on 

Anesthesiology 

1569 

69-20 

Fees  and  Billing  for  Medical  Services  Under 
Workmen’s  Compensation  Law 

Section  on 

Anesthesiology 

1504 

69-21 

Publishers  of  Capitol  News  Commended 

Queens 

1660 

69-22 

House  Staff  Physicians  and  the  State  Medical 
Society 

Kings 

1539 

69-23 

Administration  of  Medicaid  Program 

Kings 

1567 

69-24 

Patients  in  Teaching  Hospitals 

Kings 

1568 

69-25 

Participation  of  Community-Based  Physicians 
on  Hospital  Governing  Boards 

Kings 

1671 

69-26 

Establishing  and  Staffing  of  Departments  of 
Community  Medicine  by  Hospitals  on  a Fee- 
for-Service  Basis 

Kings 

1569 

69-27 

Qualification  of  Physicians  by  State  Medical 
Society  for  Participation  in  State  Health  Pro- 
grams 

Broome 

1560 

69-28 

Proposed  Improvements  in  the  State  Motor  Ve- 
hicle Law 

Broome 

1574 

69-29 

Allowances  for  Outpatient  Medical  Services  in 
Proposed  Health  Security  Act 

Chautauqua 

1505 

69-30 

Establishment  of  Clinical  Departments  of  Gen- 
eral Practice  in  New  York  State  Medical 
Schools 

Kings 

1582 

69-31 

Proposed  Compulsory  Health  Insurance  Legisla- 
tion 

Orange 

1505 

69-32 

Amendments  to  Bylaws  to  Change  the  Term 
“Malpractice  Insurance”  to  “Professional 
Liability  Insurance” 

Erie 

1678 

69-33 

Insurance  Claim  Forms  to  Show  Physicians 
Usual  Charges 

Erie 

1506 

69-34 

Exclusion  of  Nonpsychotic  Senile  Patients  from 
State  Mental  Institutions 

Erie 

1575 

69-35 

Admitting  Privileges  to  Maternity  Floors 

Erie 

1592 

69-36 

Formation  of  an  Interspecialty  Committee 

Section  on  Plastic  and 
Reconstructive  Surgery 

1569 

69-37 

Establishment  of  Usual,  Customary,  and  Rea- 
sonable Fees  and  Direct  Billing  Procedures 
under  Workmen’s  Compensation 

Section  on  Plastic  and 
Reconstructive 
Surgery 

1505 

69-38 

Therapeutic  Abortions  and  Repeal  of  All  Abor- 
tion Laws 

Olaf Severud 

1660 

69-39 

Physician  Representation  on  Hospital  Govern- 
ing Boards 

Essex 

1671 

69-40 

Legislation  Affecting  Professional  Liability  In- 
surance 

New  York  State  Society 
of  Anesthesiologists 

1539 

69-41 

Budget  and  Finance  Committee  for  the  AMA 

N ew  Y ork 

1540 

69-42 

Specialty  Group  Representation  on  Policy  and 
Negotiating  Committee  for  Government  Sup- 
ported Health  Plans 

Oneida 

1570 
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Page 

69—43 

Grievance  Procedures  and  Appeal  from  Decisions 
Made  by  Third  Party  Intermediaries 

Joseph  Chibnik 

1506 

69-41 

Disapproval  of  Sex  Education  in  Public  Schools 

Essex 

1596 

69-45 

Physician  Services  in  Needed  Areas 

Monroe 

1661 

69-46 

Qualifications  for  the  Practice  of  Medicine  in 
Government  Supported  Health  Programs 

Suffolk 

1561 

69-47 

Quarterly  or  Semiannual  Payment  of  Medical 
Society  Dues 

Monroe 

1539 

69-48 

Discontinue  Recommending  Physician  Partici- 
pation in  Medicaid  Program 

Broome 

1571 

69-49 

Abolition  of  Regulation  Requiring  Monthly  Phy- 
sician’s Visit  to  Patients  in  Extended  Care 
Facilities 

Albany 

1576 

69-50 

Specialty  Group  Representation 

Section  on  Pathology, 
Clinical  Pathology, 
and  Blood  Banking 

1570 

69-51 

Listing  in  the  Medical  Directory  of  New  York 
State  of  the  Various  Local  Medical  Specialty 
Societies 

David  H.  Klasson 

1556 

69-52 

Legislation  Providing  Legal  Immunity  for  Mem- 
bers of  Utilization  Committees  and  County 
Medical  Societies 

Bronx 

1676 

69-53 

Health  Related  Facilities  Code  (Subchapters  B 
and  G of  the  State  Hospital  Code) 

Monroe 

1576 

69-54 

Payment  for  Contract  Laboratory  Services  by 
the  New  York  State  Medicaid  Program 

Bronx 

1565 

69-55 

Disapproval  of  No-Income  Limit  Service  Benefit 
Contracts  with  Fixed  Fee  Schedules 

Bronx 

1507 

69-56 

Support  for  the  Proper  Administration  of  the  Usu- 
al, Customary,  and  Prevailing  Fee  Concept 

Bronx 

1564 

69-57 

Payment  by  the  New  York  State  Medicaid  Pro- 
gram for  Taking  of  Papanicolaou  Smears 

Bronx 

1566 

69-58 

Opposition  to  Auditing  of  Physicians’  Records 

Bronx 

1568 

69-59 

Opposition  to  Continuance  of  Inadequate  In- 
come Level  Contracts  with  Fixed  Fee  Sched- 
ules by  United  Medical  Service 

Bronx 

1507 

69-60 

Submission  of  Updated  Fee  Profiles  to  Medicare 
Intermediaries 

Bronx 

1564 

69-61 

Council  Committees 

Walter  T.  Heldmann 

1617 

69-62 

Payment  of  Individual  Full  Fees  by  United  Med- 
ical Service  for  Medicare  Patients  Examined 
and  Treated  in  Extended  Care  Facilities 

Bronx 

1563 

69-63 

Opposition  to  Secondary  Licensure 

Bronx 

1561 

69-64 

Usual  and  Customary  Fees  Under  the  Medicaid 
Program 

Bronx 

1567 

69-65 

Voluntary  Health  Insurance  in  New  York  State 

Bronx 

1507 

69-66 

Opposition  to  the  Continued  Inclusion  of  Chiro- 
practors as  Providers  of  Service  Under  the 
State  Medicaid  Program 

Bronx 

1570 

69-67 

Commendation  of  Ralph  S.  Emerson,  M.D.,  and 
His  Committee  on  Medical  Aspects  of  Sports 

Fifth  and  Sixth  District 
Branches 

1490 

69-68 

Substitution  of  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure  for  Robert's  Rules  of  Order 

Carl  Goldmark,  Jr. 

1678 

69-69 

Establishment  of  Clinical  Departments  of  Gen- 
eral Practice  in  State-Supported  Medical 
Schools 

Section  on  General 
Practice 

1583 

69-70 

Development  and  Application  of  the  Planned 
State-Wide  Relative  Value  Study 

Nassau  and  Suffolk 

1508 

69-71 

Guiding  Principles  re  Delivery  of  Medical  Care 
Services 

Chemung 

1509 

69-72 

To  Permit  Life  Membership  on  Reaching  Age 
Sixty 

Suffolk 

1679 

69-73 

Rescinding  of  Mandatory  AMA  Membership  by 
Constitutional  Amendment 

Queens 

1679 

69-74 

Extension  of  the  Life  of  the  Temporary  State 
Commission  on  the  Study  of  Problems  Relat- 
ing to  Transplantation 

Queens 

1537 
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T itle 

Introduced  by 

Page 

69-75 

State  Medical  Society  to  Retain  Counsel  to  De- 
termine the  Legality  of  Corporate  Practice  of 
Medicine 

Queens 

1675 

69-76 

Municipal  and  State  Hospitals  and  Private  Pa- 
tient Care 

Kings 

1673 

69-77 

Expression  of  Confidence  in  Building  Committee 
of  the  State  Medical  Society 

Kings 

1643 

69-78 

Participation  of  Voluntary  Staff  Physicians  in 
the  Determination  of  Professional  Policies  in 
Accredited  Hospitals 

Kings 

1674 

69-79 

Fee-for-Service  Payment  for  Care  Rendered  by 
Hospital-Based  Salaried  Physicians 

Kings 

1675 

69-80 

“Hot  Line”  Communication  on  “Secondary  Li- 
censure” 

Queens 

1613 

69-81 

Incentives  for  Medical  Students  After  Gradua- 
tion to  Practice  as  Generalists,  Pediatricians, 
and  Internists 

Westchester 

1590 

69-82 

Hospital  Inspections  for  Accreditation 

Herkimer 

1672 

69-83 

Physicians’  Responsibility  in  Usual  and  Cus- 
tomary Fee  Programs 

Westchester 

1510 

69-84 

Evaluation  of  Small  Hospitals  for  Accreditation 

Herkimer 

1672 

69-85 

Containment  of  Cost  of  Medical  Services 

Onondaga 

1510 

69-86 

Adjustment  of  Medicaid  Fees  to  the  Usual  and 
Customary  Payment  Concept 

Westchester 

1567 

69-87 

Use  of  Patient  Identification  Cards  in  Billing  for 
Medical  Services 

Westchester 

1671 

69-88 

Amendment  of  Section  130  of  the  General  Mu- 
nicipal Law  of  the  State  of  New  York  to  Per- 
mit Duly  Licensed,  Salaried  Physicians  Other 
Than  Interns  and  Residents,  to  Collect  Fees 
for  Medical  Services  Rendered  to  Their  Pri- 
vate Patients. 

Erie 

1673 

69-89 

Amendment  to  Education  Law  re  Physical  Ther- 
apists 

Section  on  Physical 
Medicine  and 
Rehabilitation 

1591 

69-90 

Increase  in  Facilities  for  Training  Laboratory 
Technicians 

Queens 

1591 

69-91 

Immunity  From  Suits  for  Libel  and  Defamation 
of  Character  for  Investigation  and  Review 
Committee  Activities 

First  District  Branch 

1675 

69-92 

Establishment  of  Departments  of  General  Prac- 
tice in  Tax-Supported  Medical  Schools 

Queens 

1583 

69-93 

Preservation  and  Expansion  of  Hospital  Schools 
of  N ursing 

Lester  J.  Candela 

1670 

69-94 

Amendment  to  Bylaws  to  Specify  Procedure  for 
Extending  the  Privilege  of  the  Floor  of  the 
House  of  Delegates  to  Nonmembers 

Queens 

1679 

69-95 

Physicians’  Responsibility  in  Usual  and  Cus- 
tomary Fee  Programs 

N ew  Y ork 

1510 

69-96 

Criteria  For  Revision  of  Abortion  Laws 

N ew  Y ork 

1660 

69-97 

Realignment  of  the  District  Branches 

George  T.  C.  Way 

1679 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting 

February  9 through  13,  1969 


The  163rd  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  The  Americana,  Seventh 
Avenue,  and  52nd  Street,  New  York  City,  on  Sunday,  February  9, 
1969,  at  2:10  p.m.;  on  Tuesday,  February  11,  1969,  at  2:00  p.m.; 
on  Wednesday,  February  12,  1969,  at  9:00  a.m.  and  at  2:00  p.m.; 
and  on  Thursday,  February  13,  1969,  at  9:00  a.m.;  George  Himler, 
M.D.,  Speaker;  John  H.  Carter,  M.D.,  Vice-Speaker;  Carl  Gold- 
mark,  Jr.,  M.D.,  Secretary;  Joseph  G.  Zimring,  M.D.,  Assistant 
Secretary. 


Opening  Proceedings 

Invocation  and  National  Anthem 

. . Speaker  Himler  introduced  Rabbi  Harry 
Halpern,  member  of  the  New  York  City  Com- 
mission on  Human  Rights,  visiting  professor 
of  pastoral  theology  at  the  Jewish  Theological 
Seminary  of  America,  and  former  president  of 
the  New  York  Board  of  Rabbis  and  of  the 
National  Rabbinical  Assembly  of  America, 
who  gave  the  invocation.  This  was  followed 
by  the  National  Anthem  . . 

Report  of  Reference  Committee  on  Credentials 

. . . C.  Joseph  Delaney,  M.D.,  chairman  of 
the  Committee  on  Credentials,  reported  that 
154  delegates  were  registered;  Secretary  Gold- 
mark  reported  that  a quorum  was  present. 
Speaker  Himler  then  declared  the  163rd  session 
of  the  House  of  Delegates  open  for  the  trans- 
action of  business.  . . 

Memorial  Tribute 

. . .Speaker  Himler  read  the  names  of  the 
deceased  members  of  the  House  of  Delegates,  as 
follows: 

Albany  County:  Homer  L.  Nelms,  county 

delegate  1951  to  1955;  John  C.  McClintock, 
councillor  1956  to  1965; 

Broome  County:  Charles  D.  Squires,  county 
delegate  1948; 

Columbia  County:  John  L.  Edwards,  county 
delegate  1938  to  i944,  1946  to  1951,  and  1954 

* A verbatim  copy  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  at  the  Headquarters  Office  of  the  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  New  York  10017. 


to  1956;  district  delegate  1957;  vice-president 
1953; 

Erie  County:  William  J.  Orr,  delegate  of 
Section  on  Pediatrics  1944,  1945,  1946,  1949, 
1950;  district  delegate  1947  and  1948; 

Greene  County:  Mahlon  H.  Atkinson,  district 
delegate  1942  and  1943; 

Kings  County:  Solomon  Schussheim,  county 
delegate  1947  to  1963;  councillor  1964  to  1968; 

Nassau  County:  Everett  Colgate  Jessup, 

district  delegate  1946  and  1947; 

New  York  County:  Elaine  P.  Ralli,  county 
delegate  1952; 

Niagara  County:  Thomas  Edwin  O’Brien, 

county  delegate  1957; 

Oswego  County:  Kent  Wood  Jarvis,  county 
delegate  1957  to  1968; 

Queens  County:  Francis  G.  Riley,  district 

delegate  1944;  county  delegate  1946  to  1948; 

Tioga  County:  Frederick  K.  Shaw,  county 
delegate  1955  to  1957. 

. . The  House  of  Delegates  rose  and  stood 
for  a moment  of  silence  in  memory  of  their 
departed  confreres.  . . 

Introduction  of  New  Delegates 

. . Speaker  Himler  introduced  the  following 
new  delegates  who  were  applauded  by  the 
House: 

County  Delegates 

Joseph  R.  Saab,  Erie 
Vincent  A.  Lacovara,  Kings 
George  S.  Craft,  New  York 
Aaron  O.  Wells,  New  York 
William  C.  Stein,  Jr.,  Niagara 
Orin  A.  Wahl,  Orange 
Marcus  A.  Wuerschmidt,  Oswego 
Franz  L.  Ebstein,  Queens 
Eugene  Moskowitz,  Westchester 
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District  Branch  Delegates 
Sidney  N.  Miller,  Ninth 
Section  Delegates 

Bernard  B.  Siegel,  Queens,  Allergy 
Thomas  J.  Doyle,  New  York,  Industrial 
Medicine  and  Surgery 

David  W.  Brewer,  Onondaga,  Otolaryngol- 
ogy 

Joseph  A.  Tamerin,  New  York,  Plastic  and 
Reconstructive  Surgery 
Jack  J.  Goldman,  Westchester,  Preventive 
Medicine  and  Public  Health 
Samuel  H.  Madell,  New  York,  Radiology 
Alfred  M.  Markowitz,  New  York,  Surgery 

Approval  of  Minutes  of  1968  Meeting 

. . .The  minutes  of  the  February,  1968,  session 
were  approved  as  published  in  the  June  1,  1968, 
issue  of  the  New  York  State  Journal  of 
Medicine.  . . 

Reference  Committees 

. . . Speaker  Himler  announced  that  the  refer- 
ence committees  for  the  1969  House  of  Dele- 
gates were  as  follows: 

Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 

Joseph  F.  Shanaphy,  Richmond 

Fritz  Landsberg,  Schuyler 

John  J.  Noonan,  Rensselaer 

Walter  F.  Harrison,  Jr.,  Warren 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Harold  T.  Golden,  Herkimer,  Chairman 
Reid  R.  Heffner,  Westchester 
Vincent  J.  Tesoriero,  Kings 
Reginald  R.  Steen,  Nassau 
Herbert  A.  Laughlin,  Chautauqua 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 
Workmen’s  Compensation 
Occupational  Health 
Labor  Health  Facilities 
OEO  Clinics 

Proposed  Health  Insurance  Law 

Albert  H.  Douglas,  M.D.,  Queens, 

Chairman 

Thomas  S.  Bumbalo,  Erie 
Maurice  J.  Elder,  St.  Lawrence 
Charles  M.  Smith,  Seneca,  Seventh  District 
Branch 


Keith  Guthrie,  Jr.,  New  York* 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical 
Care 
Ethics 

Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Mediation  and  Insurance  Claims  Re- 
view 

Medical  Review 
Nursing 

Utilization  Review 

Technical  Advisory  to  .State  Health 
Department 

David  Kershner,  Kings,  Chairman 
Robert  B.  Wallace,  Oneida 
Mary  H.  Spalding,  New  York 
Gerald  L.  Glaser,  Monroe 
George  G.  McCauley,  Tompkins 

Medicare  ( Title  18)  and  Medicaid  ( Title  19) 

Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Stanley  H.  Greenwald,  New  York,  Chairman 
Norton  M.  Luger,  Queens 
Daniel  Friedman,  Suffolk 
Wallace  M.  Sheridan,  Westchester 
John  L.  Clowe,  Schenectady 

Public  Health  and  Education 

Commission  on  Public  Health  and 
Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Data  Processing  in  Medicine 

Diseases  of  the  Eye 

Environmental  Health 

Forensic  Medicine 

General  Practice 

Hard  of  Hearing  and  the  Deaf 

Health  Aspects  of  Ionizing  Radiation 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Hygiene 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 

State-wide  Committee  on  Comprehen- 
sive Health  Planning 
Empire  State  Medical,  Scientific  and 
Educational  Foundation 
Albert  B.  Accettola,  Richmond,  Chairman 
Clarence  W.  Hogans,  New  York 

• Appointed  after  first  session. 
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Herbert  E.  Joyce,  Erie 
Francis  A.  Stephens,  Albany 
Paul  M.  De  Luca,  Broome 

Scientific  Activities  and  Publications 

Journal 
What  Goes  On 
Archives  and  History 
Prize  Essays 
Convention 
Physicians’  Placement 
District  Branches 
NASA,  Liaison  with 
Richard  D.  Eberle,  Onondaga,  Chairman 
Saul  Zucker,  Bronx 
Charles  D.  Sherman,  Jr.,  Monroe 
Andrew  W.  Lawrence,  Suffolk 
Edgar  P.  Berry,  New  York 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
Assistants  Association 
George  L.  Collins,  Jr.,  Erie,  Chairman 
A.  W.  Martin  Marino,  Jr.,  Section  on  Gastro- 
enterology and  Proctology 
Thomas  P.  Hamilton,  Jefferson 
Abraham  W.  Freireich,  Nassau 
George  T.  C.  Way,  Dutchess 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 
New  York  Delegation  to  AMA 
Research  and  Planning 
Thomas  M.  Flanagan,  Chenango,  Chairman 
Harry  H.  Epstein,  Queens 
Alan  L.  Goldberg,  Bronx 
Adrian  C.  Lamos,  Kings 
John  H.  Wadsworth,  Schoharie 

Sergeants-at-Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Leo  J.  Swirsky,  Kings 

John  A.  Kalb,  Broome 

H.  Sherman  Hirst,  Dutchess 

John  T.  Donovan,  Jr.,  Niagara 

Tellers 

James  A.  Moore,  Albany,  Chairman 
Philip  J.  Hust,  Delaware 
Wayne  C.  Templer,  Steuben 
Charles  M.  Kapp,  Bronx 
Louis  J.  Wagner,  Rockland 

Referral  of  Reports  and  Supplementary  Reports 

. . On  motion  of  Secretary  Goldmark,  the 
reports  and  supplementary  reports  of  officers, 


trustees,  commissions,  committees,  and  district 
branches,  both  published  and  distributed,  were 
referred  to  the  appropriate  reference  committee 
without  reading  . . 

Addresses  to  the  House 

President-Elect  of  the  American 
Medical  Association* 

. . .Speaker  Himler  introduced  Gerald  D. 
Dorman,  M.D.,  New  York,  President-Elect 
of  the  American  Medical  Association  and  a 
member  of  this  House  of  Delegates.  Doctor 
Dorman  addressed  the  House  as  follows: 

Mr.  Speaker,  officers  on  the  dais,  fellow  mem- 
bers, and  friends  of  this  House  of  Delegates, 
it  is  always  good  to  come  home,  and  having 
been  in  25  states  since  September,  it  is  good  to 
be  here  among  my  own  people. 

Abraham  Lincoln  once  said,  “If  we  would  act 
anew,  we  must  think  anew  and  disenthrall  our- 
selves from  the  outmoded  beliefs  and  actions  of 
the  past.”  We  have  both  the  right  and  duty 
to  fight  for  the  preservation  of  those  traditions 
and  principles  which  we  believe  are  essential 
to  good  medical  care,  to  continuing  medical 
programs,  and  to  sound  and  responsible  govern- 
ment. 

I think  that  we  have  but  a single  objective, 
and  that  objective  is  the  best  care  of  our  pa- 
tients. In  achieving  this  objective,  we  have 
different  ideas,  and  that  is  good  because  we  have 
different  patients.  But  the  objective  is  one, 
and  in  tracing  that  objective,  we  must  have 
unity.  It  is  on  that  subject  that  I wish  to  speak 
to  you  today. 

We  cannot  have  unity  unless  we  have  com- 
munications. The  AMA  has  to  communicate 
with  everyone  of  its  members,  and  as  of  the 
end  of  December,  1968,  there  were  217,212 
members  of  the  American  Medical  Association. 
New  York  State  has  been  one  of  the  greatest 
supporters  of  the  AMA,  and  with  its  member- 
ship, which  you  have  just  voted  to  continue  on 
an  automatic  basis,  you  represent  some  27,000 
physicians,  or  more  than  10  per  cent  of  the 
Association.  Your  influence  and  your  voice, 
therefore,  will  be  heard. 

One  of  the  problems  that  we  have  had  has 
been  splintering,  and  the  AMA  has  been  study- 
ing the  problem  of  specialty  societies,  each 
interested  in  its  particular  area,  and  often 
speaking  with  a separate  voice.  The  Board  of 
Trustees  had  a request  from  the  specialty 
societies  to  form  an  interspecialty  committee, 
which  was  formed  and  now  comprises  22  mem- 
bers. This  group  meets  regularly  and  is  em- 
powered to  make  authoritative  recommenda- 
tions to  the  Board  of  Trustees.  It  also  re- 
ceives the  actions  and  plans  of  the  AMA,  so 
that  committee  members  can  carry  information 
back  to  their  own  sections.  It  has  already  been 
mentioned  that  the  American  Medical  Associa- 
tion and  the  Association  of  American  Medical 

* Dr.  Dorman  addressed  the  House  at  the  Sunday  after- 
noon session. 
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Colleges  have  joined  together  to  work  for  an 
increase  in  manpower  to  bring  medical  care  to 
all  our  people  throughout  the  country.  They  are 
working  on  increasing  the  output  of  our  medical 
schools  and  the  number  of  medical  colleges. 
This  year,  with  five  new  schools,  we  now  have 
99  and  17  more  are  on  the  drawing  boards. 
They  are  also  working  for  recruitment  as  well  as 
output. 

The  AM  A has  liaison  with  the  American 
Hospital  Association,  and  the  president  and 
president-elect  of  each  of  those  organizations 
meet  periodically.  Our  next  meeting  is  to  be 
held  on  April  3.  We  also  have  liaison  with 
other  associations,  such  as  the  Bar  Association 
and  many  other  professional  societies.  The 
Quinn  report  to  the  AMA,  recommends  that  the 
specialty  societies  work  more  closely  with  the 
sections  of  the  AMA  and  take  a direct  interest 
in  who  are  the  officers  of  the  sections,  who  are 
the  representatives  in  the  House  of  Delegates  of 
those  sections  and,  perhaps,  appoint  them 
directly  from  the  specialty  societies,  and  also 
upgrade  the  quality  of  the  programs  in  the 
sections. 

But,  the  unity  that  I referred  to  goes  beyond 
the  specialty  societies  to  the  states  and  coun- 
ties. How  we  achieve  unity  and  transmit  in- 
formation back  and  forth  is  something  that  the 
AMA  has  spent  a lot  of  time  and  energy  on 
and  has  studied  very  closely.  The  AMA  has 
always  directed  its  resources  toward  trying  to 
inform  the  physicians  and  the  public  about 
its  activities  and  its  policies. 

Our  efforts  are  to  inform,  educate,  and  to 
build  bridges  of  understanding  and  cooperation 
between  the  AMA,  the  state  and  local  societies, 
and  individual  physicians  through  communica- 
tions. I don’t  need  to  tell  you  that  our  means 
of  communication  include  the  following:  the 

Journal  of  the  American  Medical  Association, 
the  10  specialty  journals,  the  AMA  News 
and  Today's  Health,  the  13  major  publications 
of  the  AMA,  as  well  as  24  million  pamphlets 
published  annually  on  1,400  topics,  which  are 
available  not  only  to  you  but  to  your  friends  who 
may  not  be  members.  There  are  also  a thou- 
sand meetings  a year  on  the  Association’s 
different  programs.  We  have  writers  for 
television  releases  and  for  newspaper  and 
magazine  articles. 

Another  important  means  of  communication 
is  through  close  personal  contact  by  the  field 
staff,  the  president  and  president-elect,  and 
other  AMA  representatives  in  the  field;  this 
should  be  developed  to  an  even  greater  extent. 
In  striving  to  improve  communications,  we 
conducted  a survey  last  year  in  this  area.  The 
most  important  single  recommendation  of  this 
survey  was  that  we  use  first-class  for  our  mail- 
ings. You  may  be  interested  to  know  that  one 
mailing,  just  for  the  postage  alone,  would  cost 
$14,000.  If  we  sent  each  of  our  members  one 
message  each  month,  the  cost  to  the  AMA  for 
postage  would  be  about  $150,000  a year. 

I am  amazed  to  discover  in  my  travels  that 
so  many  physicians  know  so  little  about  the  one 
national  professional  organization  to  which  they 


belong.  Even  the  people  who  should  know 
what  goes  on  at  the  AMA  do  not  know  it. 
You  hear  that  we  are  an  autocracy,  and  that 
we  cannot  have  the  real  voice  of  the  people 
heard.  These  are  rumors  that  have  been 
spread  not  by  us  but  by  the  newspapers  and  by 
the  news  media.  I was  very  much  impressed 
when  my  brother,  who  practices  obstetrics  in 
Pittsfield,  Massachusetts,  and  his  wife  came  to 
the  AMA  meeting  last  spring  when  I was 
elected  president-elect.  When  my  sister-in- 
law  returned  to  the  local  Berkshire  area,  she 
spread  the  word  that  the  AMA  is  not  an  autoc- 
racy, that  when  the  House  meets  any  member 
of  the  House  can  address  it,  and  that  any 
member  of  the  AMA  can  speak  before  the 
reference  committees.  After  seeing  the  House 
of  Delegates  in  action,  she  was  one  of  our  best 
emissaries. 

Unity  of  purpose,  unity  of  direction,  and  unity 
of  action  are  essential  to  the  preservation  of 
our  professional  freedom  and  achievement  of 
our  professional  goals.  Of  course,  disagree- 
ments do  arise,  and  this  is  healthy.  I think 
they  should  be  heard  and  resolved  within  the 
house  of  medicine  and  not  dragged  before  the 
public,  so  that  when  we  get  before  the  public 
we  can  speak  with  a single  voice.  The  times 
have  thrust  a great  challenge  on  the  profession 
of  medicine.  That  challenge  is  leadership. 
You  don’t  have  to  accept  that  challenge, 
gentlemen.  If  you  want  to  be  followers  and 
oysters,  you  can  be  that.  But,  we  cannot 
sit  back  and  just  try  to  be  good  doctors,  hoping 
to  escape  the  forces  of  change  around  us. 
More,  much  more,  is  demanded  of  us  if  we  are 
to  fulfill  our  proper  role  in  society.  We  must 
exercise  aggressive,  responsible,  and  construc- 
tive leadership  in  planning  and  developing  the 
future  organizational  structure  of  medicine 
and  in  shaping  the  manner  in  which  health  care 
will  be  delivered  to  the  American  people. 

We  have  certain  projects  going  forward  in 
other  areas  besides  the  projects  that  you  have 
heard  about  from  Ed  Hughes  and  Walter 
Heldmann  and  from  our  various  committees. 
There  is  a privately  financed  and  supported 
community  health  center  in  Wakita,  Oklahoma, 
set  up  as  a pilot  project  to  extend  and  improve 
rural  health  care  that  was  dedicated  by  Dr. 
Dwight  Wilbur  in  September.  At  a cost  of 
$600,000,  they  have  set  up  a clinic  with  three 
doctors  from  the  University  of  Oklahoma 
Medical  Center  and  with  interns  and  residents 
helping  out.  The  clinic  complex  is  completed 
by  a nursing  home  and  pharmacy.  I didn’t 
hear  a murmur  when  I said  $600,000,  but  the 
kicker  is  that  not  one  cent  of  this  was  tax 
money.  This  was  all  done  through  private 
enterprise;  about  half  was  financed  through 
bond  issues  and  half  through  the  purchase  of 
stock  by  the  local  community. 

In  Kansas,  another  rural  health  plan  was 
developed  in  three  stages.  It  was  federally 
sponsored  through  OEO,  the  state  and  county 
societies  then  went  to  work,  and  with  the 
assistance  of  the  local  individuals  the  plan  was 
established.  We  have  about  300  localities 
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where  the  OEO  has  been  working  with  compre- 
hensive planning  groups,  and  of  these  about  47 
are  in  rural  areas.  Most  of  these  have  been 
working  with  the  county  societies  and  student 
health  organizations.  There  has,  however, 
tended  to  be  a loss  of  continuity  because  of 
changes  in  personnel  and  membership  of  the 
regional  medical  programs. 

We  must  not  allow  our  health  care  to  he 
eroded  by  ill-conceived  schemes  foisted  on  us 
and  the  public.  It  is  you  people  who  know 
what  will  work  in  your  area. 

The  world  situation  is  such  that,  in  some 
countries,  because  of  the  divided  voice  of  the 
medical  profession,  government  stepped  in  and 
gave  to  the  people  what  they  felt  was  the  best 
medical  care  that  they  could  give.  The  doc- 
tors in  these  countries  realized  too  late  that 
they  should  have  been  in  on  the  original 
planning  to  help  solve  the  problems  that  were 
innate  in  the  types  of  programs  that  were 
developed.  Just  last  summer  when  I was  at 
the  World  Medical  Assembly,  the  Belgian 
people  said  to  me,  “send  someone  to  Europe 
to  see  the  problems  that  we  had  when  we  let 
government  take  over,  because,  once  they  take 
over  you  lose  the  freedom  to  practice  as  your 
professional  training,  experience,  and  judgment 
indicate  you  should.”  We  sent  our  secretary, 
our  chairman  of  the  Council  on  Medical  Serv- 
ices and  one  of  his  assistants,  and  a member 
of  the  Council  on  Legislative  Activities  to 
Brussels  last  November.  When  they  left,  they 
said  they  didn’t  know  precisely  why  they  were 
going  except  that  Gerry  Dorman  said  they 
should.  When  they  returned  to  report  to  the 
Board  of  Trustees,  they  indicated  that,  as  a 
result  of  this  trip  they  realized  why  we  must  keep 
in  contact  with  our  foreign  confreres  and  how 
they,  from  their  experiences,  can  point  out 
some  of  the  pitfalls  we,  too,  may  ultimately 
face. 

There  is  a place  for  everyone  in  the  American 
Medical  Association.  It  is  not  just  for  the  solo 
practitioners  of  medicine,  but  also  for  the  educa- 
tors of  our  next  generation,  for  our  adminis- 
trators, and  for  the  men  in  governmental  and 
military  medicine  and  in  public  health.  There 
is  no  other  organization,  but  the  AMA,  that 
expands  a big  enough  umbrella  to  unify  all  the 
members  of  the  profession.  The  physician  who 
resigns  his  AMA  membership  or  who  refuses 
to  join  as  a matter  of  principle  only  weakens  his 
own  voice.  Let  us  have  the  stimulation  of 
disagreement.  We  will  be  all  the  better  for  it, 
but  in  disagreements,  let  us  behave  like  the 
professionals  that  we  are.  Let  us  bring  to 
disagreements  the  positive  and  constructive 
thinking  that  leads  to  greater  strength.  Let  us 
not  dissipate  the  strength  of  medicine’s  voice 
when  it  is  most  needed. 

Next  July,  in  this  building,  the  AMA  will 
hold  its  annual  meeting.  I would  beg  and 
invite  most  of  you  to  be  present  at  that  time. 
I ask  those  of  you  who  are  doubters  of  the  AMA 
to  have  your  confreres  come  to  the  reference 
committee  meetings  when  they  meet  here  in 
New  York  City.  I would  also  invite  you  to 


my  inauguration,  which  will  take  place  on 
July  16  at  5:00  p.M.  The  Woman’s  Auxiliary 
will  inaugurate  their  president  earlier  that 
afternoon,  and  we  have  decided  that  a joint 
reception  will  be  held  that  evening  for  the 
president  of  the  Woman’s  Auxiliary  and  the 
president  of  the  AMA  to  show  a continued 
strength  of  the  bond  between  our  sister  organiza- 
tion and  ourselves.  I hope  you  can  all  be  there 
with  us. 

Thank  you. 

Report  on  Physicians’  Home* 

. . .Speaker  Himler  introduced  Waring  Willis, 
M.D.,  president  of  Physicians’  Home,  who 
addressed  the  House  as  follows: 

This  opportunity  to  talk  to  you  again  about 
Physicians’  Home  is  greatly  appreciated.  Last 
year,  the  history  and  operation  of  the  Home 
were  reviewed.  This  occasion  will  be  utilized 
to  give  you  additional  and  more  intimate 
details  of  the  month-to-month  decisions  made 
by  the  trustees  and  the  board  of  directors. 

It  would  be  difficult  to  choose  a subject  for 
presentation  to  this  body  which  carries  a more 
personal  connotation  than  Physicians’  Home. 
Its  basic  eligibility  requirements  are  predicated 
solely  on  the  needs  of  the  individual  and  the 
practice  of  medicine  within  the  Medical  Society 
of  the  State  of  New  York.  While  constant 
efforts  to  accomplish  individual  plans  for  future 
financial  security  are  most  creditable,  New 
York  physicians  are  fortunate  to  have  the 
additional  protection  of  Physicians’  Home  in 
case  of  misfortune  in  later  years.  No  amount 
of  insurance  premiums  or  annuity  costs  can 
purchase  the  sympathetic  understanding  and 
potential  relief  in  extremes,  which  it  may 
provide. 

In  the  uncertainties  of  the  future,  few  physi- 
cians can  fail  to  recognize  the  significance  of 
Physicians’  Home  to  themselves  and  to  col- 
leagues and  the  importance  of  maintaining  and 
expanding  its  facilities  and  resources.  The 
indigency  of  guests  usually  has  resulted  from 
illness,  disabling  accident,  unwise  investments, 
or  the  excess  of  longevity  over  the  physician’s 
planning.  Sometimes,  the  aid  given  by  the 
corporation  is  temporary,  to  tide  the  guest  over 
a difficult  period;  usually,  it  is  permanent  and 
continuous  during  the  remaining  years  of  his 
life.  Some  guests  have  been  maintained  for 
periods  extending  to  fourteen,  fifteen,  and  six- 
teen years. 

Physicians’  Home  is  legally  required  to  limit 
its  aid  to  cases  of  indigency  among  physicians 
and  their  wives,  widows,  and  needy  minor 
children,  which  is  construed  to  mean  the 
absence  of  resources  sufficient  to  afford  com- 
fortable and  refined  living  conditions.  The 
corporation  insists,  of  course,  that  sons  and 
daughters,  legally  and  morally  obligated  to. 
support  the  applicant,  fulfill  the  obligation  to 
the  extent  feasible.  Traditionally,  the  institu- 
tion has  always  had  a clear  conception  of  its 
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benevolence  for,  and  only  for,  physicians  who 
have  spent  a considerable  portion  of  their  lives 
in  the  practice  of  medicine  within  the  State. 
Its  basic  requirements  for  eligibility  have 
accordingly  been  that  the  physician  involved 
should  be  a citizen  of  the  United  States,  has 
practiced  medicine  in  the  State,  and  has  been  a 
member  of  the  Medical  Society  of  the  State 
of  New  York  for  ten  consecutive  years.  Bene- 
ficial aid  is  in  the  form  of  monthly  checks  sent 
to  each  guest  and  is  keyed  to  the  budget  of  the 
guest.  The  amount  granted  is  designed  to 
cover,  after  allowing  for  any  other  income  or 
support  available  to  the  guest,  all  proper 
financial  requirements  of  the  guest.  The 
corporation  provides  on  occasion  for  extraor- 
dinary or  emergency  expenses,  including 
reasonable  funeral  expenses  of  guests  to  the 
extent  that  the  family  is  unable  to  do  so.  How- 
ever, resources  have  never  permitted  realistic 
contributions  toward  the  cost  of  hospital  and 
custodial  care  of  infirm  guests. 

Monthly  checks  to  guests  vary  in  amount, 
depending  on  financial  requirements  under  the 
guest-approved  budget  and  the  extent  of  his  or 
her  outside  income  or  other  support.  Pres- 
ently, checks  range  between  $250  and  $325 
per  month.  During  our  last  fiscal  year  ending 
September  30,  1968,  we  assisted  96  guests,  and 
the  amount  of  aid  given  was  $140,385.  We 
had  8 deaths  during  that  time.  In  October, 
1968,  we  had  88  previous  guests  and  7 new 
beneficiaries  on  our  list,  and  at  the  rate  of  aid 
we  are  giving  at  present,  we  will  spend  $150,000 
in  this  fiscal  year. 

It  is  surprising  how  much  money  is  given  to 
an  individual  over  a period  of  years.  Our 
oldest  beneficiary  (in  length  of  time  she  has 
received  help)  has  been  on  our  list  for  twenty- 
seven  years  and  has  received  $25,090.  A 
physician,  and  his  widow,  who  had  been  director 
of  a department  in  one  of  the  large  New  York 
medical  centers,  received  $18,000  in  eight  years. 
A widow,  whose  husband  had  at  one  time  been 
president  of  the  Medical  Society  of  the  State 
of  New  York,  received  $17,000  in  eight  years. 
A particularly  unique  situation  is  one  in  which 
we  helped  two  children,  ages  thirteen  and  fifteen, 
whose  father,  a physician,  died  suddenly  of  a 
heart  attack.  Their  mother  had  died  five 
years  previously.  A cousin  of  the  late  doctor 
was  appointed  guardian  of  the  children,  and 
she  and  her  husband  were  willing  and  did  give 
them  a home.  However,  they  could  not  supply 
the  necessary  funds  to  meet  all  their  expenses, 
so  Physicians’  Home  is  doing  just  that  by 
allotting  $250  monthly. 

The  honor  and  appreciation  of  our  guests  is 
unbounded.  Our  guests,  as  a group,  represent 
a splendid  cross  section  of  the  highest  personal 
qualities  of  the  profession.  Last  year,  we  had 
two  guests  who  paid  back  to  the  corporation 
the  full  amount  of  help  they  had  received,  for 
on  their  death,  they  had  small  estates.  One 
guest  remitted  about  half  of  what  she  had 
received.  Just  recently,  we  were  repaid  $1,350, 
the  exact  amount  given  a couple  because, 
while  they  were  trying  to  dispose  of  their 


property,  they  did  not  have  sufficient  funds 
to  meet  their  current  expenses.  When  the 
property  was  sold,  they  repaid  the  amount 
immediately. 

Since  1954,  the  corporation  has  solicited  the 
entire  membership  of  the  Medical  Society  of 
the  State  of  New  York  for  an  annual  member- 
ship contribution  of  $10  or  more.  The  response 
each  year  has  disclosed  a strong  and  progressive 
upward  trend,  in  both  the  total  amount  of  funds 
provided  and  in  the  number  of  contributing 
physicians.  This  annual  solicitation  has  en- 
abled us  to  considerably  expand  the  activities 
and  benevolences  of  the  institution  and  to 
strengthen  its  facilities  for  future  service. 
Accordingly,  the  ordinary  income  of  the  corpora- 
tion is  derived  from:  (1)  contributions  received 
annually  directly  from  members  and  is  the 
largest  source  of  income;  (2)  the  voluntary 
assessment  of  $2.00  collected  by  the  component 
county  societies;  (3)  donations  from  the 
Woman’s  Auxiliary;  and  (4)  income  from  the 
endowment  fund  of  the  corporation. 

For  the  fiscal  year  ending  September  30, 
1968,  the  balance  sheet  showed  the  following: 
Number  of  beneficiaries  96 

Beneficial  aid  $140,385 

Income  from  contributions  (all 

sources)  93,334 

Deficit  made  up  by  income 

from  invested  funds  47,051 

It  is  the  general  policy  of  the  trustees  to 
utilize  each  year,  in  extending  beneficial  aid 
to  guests,  all  ordinary  income  of  the  corpora- 
tion from  contributions  and  the  major  portion 
of  income  from  the  endowment  fund  (after 
providing,  of  course,  for  the  necessary  adminis- 
trative and  corporate  expenses).  In  recent 
years,  since  the  ordinary  income  from  con- 
tributions has  been  at  a higher  level,  it  has 
been  the  practice  of  the  trustees  to  set  aside  as  a 
general  reserve,  a portion  of  investment  income 
as  a cushion  available  for  beneficial  aid  during 
less  prosperous  periods.  The  endowment  funds 
are  maintained  in  high-grade  bonds  and  stocks 
and  in  a savings  account.  All  assets  of  the 
corporation  are  in  the  custody  of  the  Manu- 
facturers, Hanover  Trust  Company  of  New 
York  City,  which  is  the  financial  counsel  to  the 
trustees  in  all  investment  matters.  Its  books 
of  account  and  financial  affairs  are  audited  by 
Price,  Waterhouse  and  Company,  and  their 
report  thereon  is  presented  at  each  annual 
meeting  of  the  members. 

The  corporation  is  a charitable  institution 
registered  with  the  Department  of  Social  Serv- 
ices under  the  Laws  of  New  York  and  exempt 
from  income  taxes  under  ruling  of  the  Depart- 
ment of  Internal  Revenue.  It  duly  files  its 
annual  reports  with  these  State  and  Federal 
agencies. 

Your  contributions  this  fiscal  year  to  date 
have  been  most  encouraging.  New  York 
physicians  may  be  proud  of  the  past  accomplish- 
ments of  the  corporation.  The  extent  to  which 
you  may  broaden  its  benevolences,  reduce 
anxiety  and  brighten  the  sunset  years  of  the 
members  within  the  profession,  depends  pri- 
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marily  on  your  continued  interest  and  support, 
and  I am  sure  it  will  continue. 

President  of  the  Woman’s  Auxiliary* 

. . .Speaker  Himler  introduced  the  president 
of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  Mrs.  Albert 
M.  Biglan,  who  addressed  the  House  as  follows: 

It  is  my  privilege,  as  president,  to  bring 
greetings  from  your  State  Auxiliary  and  also  to 
report  on  its  activities.  This  presentation  has 
become  a tradition.  We  believe  that  this  is  as 
it  should  be.  Thank  you. 

The  president  also  had  the  opportunity  to 
submit  an  oral  interim  report  to  your  council 
on  September  25.  Specific  facts  have  been 
submitted  to  our  adviser,  Dr.  Henry  Fineberg, 
who  also  reports  about  us  to  you. 

Now  for  a quick  review,  and  this  is  a kind  of 
philosophy:  The  simplest  of  truths  need  to  be 
repeated,  lest  they  be  taken  for  granted  and 
their  value  as  well  as  their  very  existence 
become  lost. 

We  believe  that  the  federation  of  thousands 
of  medical  societies  which,  in  these  United 
States,  form  the  54  state  societies  of  the  Ameri- 
can Medical  Association  is  the  one  place  where 
members  of  American  medicine  can  speak  out. 
The  organization  of  the  Woman’s  Auxiliary  to 
the  AM  A was  set  up  in  1922  and  the  New  York 
Auxiliary  in  1936  (with  charter  member  coun- 
ties, such  as  my  own  County  of  Suffolk).  This 
made  possible  a studied  effectiveness  of  this 
built-in  public  relations  concern.  This  concern 
comes  about  in  a doctor’s  family  at  the  time  of 
the  marriage  vow.  The  bride  marries  the 
profession  as  well  as  the  man.  She  becomes, 
many  times  with  no  conscious  choice,  the  link 
between  her  husband  and  the  public — a precious 
trust. 

From  our  organizational  beginning,  the 
following  aims  and  purposes  of  the  Auxiliary, 
national,  state,  and  county,  became  essentially 
the  same  as  those  of  organized  medicine  and 
these  have  remained  constant:  (1)  to  assist  the 
medical  societies  in  their  program  for  the 
advancement  of  medicine  and  public  health, 
and  (2)  to  encourage  friendly  relations  and 
mutual  understanding  among  families  of  physi- 
cians. With  our  theme  this  year,  “Be  an  Ally 
of  American  Medicine,”  this  administration 
restated  faith  in  these  objectives. 

The  Auxiliary  is  the  one  organization  that 
wives  and  widows  of  all  doctors  (paid  up  mem- 
bers), regardless  of  specialty  practice,  can  join. 
The  Auxiliary  program  is  ever  tested  against 
the  objectives  just  enumerated.  The  fact  that 
the  Auxiliary  program  is  continuous  and  con- 
sistent demonstrates  the  truth  of  its  raison 
d’etre.  The  “How-to-do-it”  kits  set  up  by  the 
National  Auxiliary  were  composed  with  doctor 
approval.  National  and  State  Auxiliary  leaders 
coordinate  activities  and  translate  to  the  coun- 
ties on-going  projects.  There  is  the  reminder,  at 
all  times,  that  all  Auxiliary  activity  is  subject 
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to  the  approval  of  the  corresponding  medical 
Society,  never  forgetting  that  the  county  is 
autonomous. 

If  I have  succeeded  in  making  you  believe 
what  I have  just  told  you,  you  may  understand 
how  the  Auxiliary  is  an  arm  of  the  Medical 
Society  body  and  cannot  become  independent. 
A doctor  knows  that  proper  use  of  a body 
member  strengthens  it  and  makes  it  healthy 
and  vigorous.  He  also  knows  that  through 
neglect,  disregard,  or  disuse  the  member  can 
become  wasted. 

This  president  has  taken  this  time  with  these 
facts  because  something  is  wrong.  The  Medical 
Society  of  the  State  of  New  York  is  the  mightiest 
in  the  nation,  and  in  its  number  of  over  27,000 
in  62  counties,  its  Auxiliary  membership  is 
4,876  in  42  counties.  In  California,  the  doctor 
membership  is  24,000,  the  Auxiliary  10,000. 
In  Pennsylvania,  the  doctor  members  total 
11,000  and  the  Auxiliary  6,000. 

As  I have  learned  in  my  travels,  I have  kept 
our  adviser  informed  concerning  the  medical 
society-auxiliary  relationship  in  other  states. 
In  one  of  our  neighboring  states,  the  written 
consent  of  the  husband  of  an  auxiliary  member 
about  to  become  president  is  sought  by  that 
medical  society.  This  gives  the  “prince  consort” 
not  only  status,  but  recognition  of  his  contribu- 
tion to  organized  medicine,  in  sacrificing  the 
services  of  his  wife  as  she  serves  his  profession. 

Doctors,  we  in  New  York  need  your  under- 
standing and  encouragement,  as  well  as  money 
support.  Once  before,  we  told  you  this  year 
that  too  long  has  the  Auxiliary  work  been  done 
by  too  few,  with  the  same  few  doctor  husbands 
supporting  the  work  as  well  as  the  dues.  We 
believe  that  all  doctor  members,  male  or  female, 
married  or  not,  share  in  the  benefits  from  our 
work  and,  therefore,  should  have  the  privilege 
of  contributing  toward  our  efforts.  We  also 
need  the  membership  and  active  participation 
of  more  of  your  wives. 

This  is  a critical  time  for  the  New  York 
Auxiliary.  This  administration  inherited  a 
deficit  budget  and  a negative  vote  on  a raise  of 
$1.00  per  year  in  dues.  This  administration 
also  inherited  a slashed  budget,  at  a time  when 
all  costs  have  risen;  it  is  an  established  fact 
that  all  prices  were  raised  more  rapidly  in  1968 
than  at  any  time  in  American  history.  This 
slash  happened  after  the  present  administration 
had  already  been  committed  to  serve.  For 
example,  the  allowance  for  the  Fall  Conference 
was  reduced  from  $400  in  1967-1968  to  $250 
in  1968-1969.  The  president’s  allowance  was 
budgeted  at  an  amount  lower  than  that  allowed 
for  this  office  during  the  past  several  years,  with 
the  allowance  for  attendance  at  the  national 
convention  in  San  Francisco  reduced  from 
$500  in  1963-1964  to  $200  in  1968-1969. 
Auxiliary  work  could  only  be  achieved  at  per- 
sonal expense.  Loss  of  top  leaders,  either 
through  illness  of  themselves  or  in  the  family, 
and  sometimes  death  caused  an  increased 
burden.  Positive  thinkers  may  refer  to  prob- 
lems as  challenge  and  challenge  as  opportunity. 
I am  realistic  enough  to  say  we  have  had  prob- 
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lems.  It  was  our  task  not  only  to  justify  a dues 
increase  but  our  very  existence. 

The  raise  in  AMA  Auxiliary  dues  from  $2.00 
to  $4.00  per  year  became  a reality  at  the  na- 
tional convention  held  in  June,  in  San  Francisco. 
This  1968-1969  House  of  Delegates,  with  this 
president  presiding,  opens  tomorrow  morning 
and  will  be  faced  with  voting  a dues  increase  to 
a total  of  $8.00  to  cover  the  $4  each  for  the 
national  assessment  and  the  State  dues,  as 
recommended  by  the  State  Auxiliary  Finance 
Committee  and  the  Board  of  Directors.  A 
more  liberal  budget  will  also  be  proposed.  Dis- 
cussion and  voting  take  place  on  Wednesday 
morning.  Dr.  Hughes,  Dr.  Heldmann,  Dr. 
Fineberg,  and  Dr.  Willis  will  address  us  to- 
morrow morning.  We  anxiously  await  their 
message. 

Mayor  Lindsay,  in  his  st.ate-of-the-city 
message,  said  that  political  leaders  tend  to 
report  accomplishments,  not  failures.  He  had 
the  courage  to  report  failure.  This  president 
has  judged  that  there  was  no  choice  except  to 
tell  you  the  actual  state  of  the  State  Auxiliary. 
Failure  is  in  the  fact  that  the  final  membership 
count  is  increased  only  by  2,  in  spite  of  the  fact, 
for  example,  that  my  own  county,  Suffolk,  has 
37  new  members.  Dedicated  leaders  are  not 
being  replaced.  In  counties  where  a president 
has  served  for  sometimes  two  or  three  years 
because  she  has  not  been  able  to  find  any  one 
to  take  her  place,  that  county  has  become  lost  to 
the  State  Auxiliary  with  the  termination  of  that 
year. 

New  York  Auxiliary  leadership  has  been  an 
awesome  task  in  past  years.  The  special 
challenges  of  this  year  have  exacted  absolute 
devotion  and  dedication  on  the  part  of  many. 
Experiences  have  run  the  gamut  in  the  spending 
of  emotions,  intellect,  and  judgment,  not  to 
mention  physical  output.  If  we  have  succeeded 
in  being  effective,  like  virtue,  I suppose  that  will 
be  its  own  reward. 

Your  Auxiliary  has  continued  to  serve  you  by 
staffing  an  exhibit  at  the  New  York  Exposition, 
as  sponsored  by  you;  in  health  education  and 
safety;  recruitment  in  allied  health  professions; 
international  health  activities;  support  of 
health  legislation;  financial  support  of  Physi- 
cian’s Home  ($4,003.32),  AMA-ERF  ($9,- 
528.37),  Project  Hope,  and  health  career 
scholarships,  as  will  be  revealed  in  poster  dis- 
plays and  oral  reports  at  this  convention. 
Statistical  reports  from  36  of  the  42  counties 
are  already  in  my  possession. 

Besides  the  traditional  projects,  the  New 
York  Auxiliary  also  reports  the  following; 

1.  Promotion  of  total  membership; 

2.  More  than  90  personal  appearance  days 
of  the  president; 

3.  Study  and  evaluation  of  Auxiliary  proce- 
dures, with  recommendations; 

4.  Clarification  of  procedural  detail; 

5.  Contractual  services  of  an  accountant; 

6.  Inclusion  of  paid  stenographic  assistance 
for  the  president  in  the  1969-1970  budget,  as 
well  as  other  increased  allowances  for  officers 
and  chairmen; 


7.  Regional  workshop  meetings  in  Garden 
City,  West  Point,  Buffalo,  Albany,  and  Water- 
town  (a  pilot  project  in  its  third  year) ; 

8.  Appearance  and  speech  by  the  president 
at  the  Council,  annual  meeting,  and  luncheon  of 
the  New  York  State  Association  of  Medical 
Assistants; 

9.  Smoking  and  PAP  smear  surveys  con- 
ducted among  its  members  in  conjunction  with 
the  New  York  State  Department  of  Health 
(for  which  we  have  already  had  National 
Auxiliary  recognition) ; 

10.  Presentation  of  a resolution  in  support 
of  the  AMA  Auxiliary  campaign  against  violence 
as  shown  on  television  and  in  motion  pictures; 

11.  Inclusion  of  a press  release,  written  by 
the  president,  in  each  delegate’s  packet  to 
send  to  home  town  newspapers,  with  a report 
of  work  done  at  the  convention,  demonstrating 
that  the  Auxiliary  is  a service  organization  as 
well  as  a reliable  health  education  resource; 

12.  The  presence  of  a representative  dele- 
gated by  Governor  Nelson  A.  Rockefeller  at  all 
sessions  and  social  events  of  this  Auxiliary 
convention;  and 

13.  Election  of  this  president  to  the  1968- 
1969  Nominating  Committee  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

We  thank  you  for  the  services  of  the  staff 
of  the  State  Medical  Society. 

We  thank  you  for  our  adviser,  Dr.  Fine- 
berg, who  has  given  us  great  counsel  and  who 
has  been  patient  with  us  all  year. 

We  thank  you,  Dr.  Hughes,  for  having  worked 
along  with  us  and  for  giving  us  encouragement 
so  often. 

We  thank  you  for  underwriting  our  magazine, 
Distaff. 

We  also  thank  you  for  the  promised  space 
for  the  Auxiliary  in  the  new  Medical  Society 
offices  which  are  about  to  be  built.  Can  we 
dream  about  the  consideration  of  a business 
study  of  the  Auxiliary  and  also  the  services  of  an 
executive  secretary  to  relieve  the  president, 
the  corresponding  secretary,  recording  secre- 
tary, and  treasurer  as  well  as  the  conference  and 
convention  chairmen  of  administrative  detail? 

I thank  the  Auxiliary  for  the  highest  gift  they 
can  bestow,  the  presidency,  and  also  for  the 
privilege  of  continuing  to  serve  you  and  the 
profession  of  my  late  husband,  Albert  M.  Biglan, 
M.D. 

My  thanks  are  best  expressed  in  the  service 
I have  tried  to  give. 

President  of  the  New  York  State  Medical 
Assistants  Association* 

. . Speaker  Himler  introduced  Mrs.  Virginia 
H.  Greenwood,  president  of  the  New  York 
State  Medical  Assistants  Association,  who 
addressed  the  House  as  follows: 

Thank  you  for  inviting  me  to  speak  today. 
Since  this  is  my  first  Medical  Society  Conven- 
tion, I confess  I spent  many  anxious  hours 
casting  about  for  an  appropriate  topic.  For-  j 

* Mrs.  Greenwood  addressed  the  House  at  the  Sunday  I 
afternoon  session. 
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tunately  for  both  of  us,  I have  been  allotted  but 
five  minutes.  The  history  and  progress  of  our 
Association,  which  1 enjoy  talking  about, 
could  very  well  take  two  hours. 

So,  there  is  no  point  in  my  saying  that,  as  an 
association  of  medical  assistants,  our  only 
reason  for  being  is  to  serve  you  better.  It  would 
be  repetitious  if  I mentioned  that  we  continue 
to  study  at  home,  in  the  junior  colleges,  and 
through  State-wide  educational  seminars  to 
become  an  efficient  member  of  the  paramedical 
team.  You  know  all  this.  Those  of  you  who 
do  not,  cannot  have  in  your  office  a medical 
assistant  who  is  a member  of  our  Association. 
I could  discuss  with  enthusiasm  how  we  work 
together  through  our  county  organizations  in 
the  exchange  of  ideas  for  the  purpose  of  manag- 
ing your  offices  in  a precise  and  orderly  fashion. 
But,  you  are  aware  of  all  this,  as  you  are  aware 
of  our  progress  over  these  past  ten  years. 

No.  I finally  decided  that  I would  simply  say, 
“thank  you.”  Thank  you  for  encouraging  us 
to  organize.  Thank  you  for  the  many  kind- 
nesses you  extend  to  us  so  cheerfully  throughout 
the  year.  Thank  you  for  the  wise  and  patient 
advisers  you  provide  for  our  guidance.  Thank 
you  for  your  understanding  as  we  continue  to 
strive  toward  professionalism.  You  have  done 
so  much  for  us,  and  we  are  most  grateful. 
Please  continue  to  stand  behind  us  for  another 
ten  years.  I promise  you,  we  medical  assistants 
will  repay  you  with  loyalty,  efficiency,  and  de- 
votion to  your  patients  and  to  the  community 
in  which  you  play  such  an  important  role. 

Thank  you. 

Introduction  of  Guestsf 

. . .Speaker  Himler  introduced  the  following 
guests  from  neighboring  state  medical  societies, 
who  addressed  the  House  and  were  applauded: 

Norman  H.  Gardner,  M.D.,  president, 
Connecticut  State  Medical  Society  (Carlton  E. 
Wertz,  M.D.,  host); 

Asa  C.  Adams,  M.D.,  president,  Maine 
Medical  Association  Thurman  B.  Givan,  M.D., 
host) ; 

John  F.  Kustrup,  M.D.,  president,  Medical 
Society  of  New  Jersey  Frederick  A.  Wurzbach. 
Jr.,  M.D.,  host); 

George  E.  Farrar,  Jr.,  M.D.,  president, 
Pennsylvania  Medical  Society  Ralph  S.  Emer- 
son, M.D.,  host); 

Stanley  D.  Davies,  M.D.,  immediate  past 
president,  Rhode  Island  Medical  Society 
(Waring  Willis,  M.D.,  host). 


Award  Presentations** 

. . Speaker  Himler  introduced  President 
Hughes  who  made  the  following  award  presenta- 
tions: 

t Dr.  Kustrup  was  presented  at  the  Sunday  afternoon 
session;  Drs.  Adams,  Farrar,  and  Gardner  at  the  Tuesday 
afternoon  session;  and  Dr.  Davies  at  the  Wednesday  morning 
session. 


President’s  Citations  for  Distinguished 
Community  Service 

President  Hughes:  This  award  is  given  to 
physicians  for  outstanding  and  prolonged 
community  service  unrelated  to  and  beyond 
the  scope  of  their  professional  practice. 

It  is,  indeed,  this  kind  of  physician  who 
reflects  the  best  traditions  of  medicine.  By 
extending  his  hand  beyond  the  healing  arts,  he 
demonstrates  love  for  his  fellow  man  that  does 
not  depend  on  illness  to  complete  the  bond. 
He  is  a busy  man,  a dedicated  citizen,  who  yet 
finds  time  to  give  that  extra  bit  of  himself  that 
marks  him  distinctly  as  a human  being. 

It  has  been  my  pleasure  to  select  three  such 
physicians  to  receive  President’s  Citations  for 
1969. 

It  is  now  my  great  pleasure  to  present  Virgil 
B.  DeWitt,  M.D.,  of  Ulster  County.  You 
know,  when  we  first  received  this  notice  on  the 
conferee,  it  was  so  long  and  had  so  many  items, 
that  I can’t  begin  to  tell  you  what  they  were, 
but  I will  read  a short  resume  of  some  of  the 
things  he  has  been  doing. 

Although  one  of  the  busiest  practitioners  in 
Ulster,  Dr.  DeWitt  devoted  his  energies  to 
development  of  the  Children’s  Aid  Society 
Wallkill  Camp  of  which  he  is  presently  director. 
His  interest  in  youth  and  recreational  oppor- 
tunity also  led  him  to  spearhead  the  develop- 
ment of  Moriello  Park  in  New  Paltz  as  organizer, 
fund  raiser,  and  first  president  of  the  Board. 

Dr.  DeWitt  served  on  the  New  Paltz  Board 
of  Education,  was  president  of  the  Holland 
Society,  and  is  one  of  the  founders  of  the 
Delaware  and  Hudson  Canal  Society.  He  has 
served  as  president  of  the  New  Paltz  Men’s 
Club,  as  regional  chairman  of  the  Ulster  County 
Community  Chest,  and  as  chairman  of  the 
YMCA  building  drive.  He  is  a member  of 
the  Ulster  County  Air  Pollution  Commission. 

Perhaps  more  telling,  Dr.  DeWitt,  now  semi- 
retired,  devotes  time  to  driving  senior  citizens 
who  do  not  have  transportation  on  shopping 
trips  and  for  visits.  Last  month,  he  traveled  to 
Europe  to  visit  former  prisoners  he  befriended 
during  World  War  II.  He  has  sponsored 
several  of  them  in  this  country.  An  elder  of 
the  Consistory  of  the  Reformed  Church  of  New 
Paltz,  his  current  project  is  the  building  of  a 
religious  education  building  for  his  church. 

It  is  indeed  a great  pleasure  for  me  to  present 
this  citation  to  you.  Dr.  DeWitt,  for  the  wonder- 
ful work  that  you  are  doing. 

. . . The  House  rose  and  applauded . . . 

President  Hughes:  The  next  citation  is 

presented  to  Theodore  R.  Proper,  M.D.,  of 
Orange  County.  Dr.  Proper  is  a man  who 
believes  that  the  social  problems  of  the  com- 
munity are  the  concern  of  every  man  and, 

**  The  President’s  Citations  for  Distinguished  Community 
Service,  the  Vice-President’s  Medal,  the  Redway  Award, 
the  Journal  Distinguished  Service  Awards,  the  Empire 
State  Awards  for  Excellence  in  Medical  Reporting,  the 
Albion  O.  Bernstein  Award,  the  Merit  H.  Cash  Prize  Essay 
Award,  and  the  Fifty-Year  Citations  were  presented  at  the 
Sunday  afternoon  session;  the  Scientific  Exhibit  Awards 
were  announced  at  the  Tuesday  afternoon  session. 


June  1,  1969  / New  York  State  Journal  of  Medicine  1485 


conversely,  that  problems  of  every  man  are  the 
concern  of  the  community. 

We  are  advised  that  his  home  and  office  are 
in  the  ghetto  area  of  Newburgh.  He  is  an 
active  member  of  the  Urban  Renewal  Agency 
and  the  Citizens  Advisory  Committee  of  New- 
burgh. When  the  city  erupted  in  violence  in 
1967,  it  was  restored  to  calm  through  the  efforts 
of  Dr.  Proper  and  his  dedicated  colleagues. 

Dr.  Proper  has  also  saved  important  land- 
marks for  the  area  through  his  forthright  efforts 
as  president  of  the  board  of  trustees  of  the 
community’s  Landmarks  Commission. 

In  1967,  he  was  instrumental  in  securing  a 
$250,000  Ford  Foundation  matching  grant  to 
support  the  Mid-Hudson  Philharmonic  Orches- 
tra. As  a founder,  twenty  years  ago,  of  the 
Orange  County  Heart  Association,  he  has  been 
awarded  the  Silver  Distinguished  Achievement 
Medallion  by  the  American  Heart  Association. 
For  all  these  things,  he  has  earned  the  gratitude 
of  his  community. 

I am  going  to  tell  you  something  else  about 
him.  I think  he  may  have  forgotten  this,  but 
when  I was  a young  instructor  in  obstetrics, 
he  was  one  of  my  students.  One  night  we 
were  in  a “teaching-out”  phase,  and  while  we 
were  out  there,  the  house  caught  on  fire,  and  you 
and  I carried  the  mother  and  baby  off.  I forget 
where. 

. . . The  House  rose  and  applauded . . . 

President  Hughes:  The  final  recipient  of 
the  President’s  Citation  is  Philip  T.  Schlesinger, 
M.D.,  of  Warren  County.  Dr.  Schlesinger  will 
not  be  here  today,  and  it  is,  indeed,  a real 
privilege  to  present  this  citation  to  Dr.  Schle- 
singer’s  son,  David. 

Dr.  Schlesinger  and  a small  group  of  citizens 
founded  the  Community  Workshop  of  Glens 
Falls  for  physically  and  mentally  handi- 
capped persons.  With  his  own  funds,  he 
purchased  a factory  to  house  this  facility.  A 
visit  to  the  Community  Workshop  today  reveals 
the  impact  this  organization  is  making  on  the 
lives  of  many  families,  helping  them  to  achieve 
economic  independence  and  the  kind  of  self- 
respect  that  is  possible  only  with  training, 
evaluation,  and  employment. 

As  chairman  of  the  Citizens  Advisory  Com- 
mittee for  Adult  Education,  he  created  a valu- 
able program,  “Know  Your  Doctor,”  which  is  a 
series  of  lectures  by  family  physicians  and 
specialists  of  wide  interest  to  the  public. 

His  willingness  to  “break  the  mold”  in  his 
thinking  has  enlarged  the  vision  of  all  those 
who  have  worked  with  him. 

Dr.  Schlesinger  also  developed  a new  method 
of  instruction  in  mathematics  for  children  in 
elementary  and  secondary  schools.  Again,  at 
his  own  expense  in  time  and  materials,  Dr. 
Schlesinger  tutored  groups  of  students  and  has 
also  undertaken  the  development  of  an  acceler- 
ated mathematics  program  for  use  in  the  public 
schools. 

Thus,  we  honor  Dr.  Schlesinger  as  a teacher 
in  the  academic  sense  and,  by  his  example,  as  a 
teacher  in  service  to  mankind. 


It  is  indeed  a pleasure  to  present  this  award 
to  his  son. 

. . . The  House  rose  and  applauded . . . 

Vice-President’s  Medal 

President  Hughes:  It  is  now  my  pleasure 
to  present  the  Vice-President’s  Medal  to  Felix 
Ottaviano,  M.D.,  of  Madison  County,  in 
recognition  of  outstanding  service  to  the  Medical 
Society  of  the  State  of  New  York  during  the 
past  year.  I might  say  that  Dr.  Ottaviano 
has  been  a mountain  of  strength  in  his  area, 
not  only  as  a physician  but  as  an  attorney,  and 
many  decisions  have  been  made  by  him  after 
consultation  with  the  brethren  in  the  area. 
I want  to  thank  him  for  his  service  to  the 
Society. 

. . . The  House  rose  and  applauded . . . 

Redway  Award 

President  Hughes:  The  citation  of  the 

eighth  annual  Laurance  D.  Redway  Medal 
and  Award  for  excellence  in  medical  writing  in 
the  New  York  State  Journal  of  Medicine 
during  the  year  1968  is  made  to  John  Gran 
Gorman,  M.D.,  director  of  the  blood  bank  at 
Columbia-Presbyterian  Medical  Center,  for  his 
article  that  appeared  in  the  May  15,  1968,  issue 
of  the  Journal,  entitled  “Rh  Immunoglobulin 
in  Prevention  of  Hemolytic  Disease  of  New- 
born Child.” 

This  important  paper  untangled  the  skein 
of  events  leading  to  hemolytic  disease  of  the 
newborn  and  described  successful  experiments 
to  block  these  events  by  using  passive  antibody 
to  cause  immunosuppression. 

The  importance  from  a public  health  stand- 
point in  the  use  of  Rh  immunoglobulin  in 
mothers-at-risk  was  stressed.  The  way  is  open 
to  remove  one  more  disease  from  the  morbidity 
and  mortality  tables. 

This  paper  was  the  Wadsworth  Address  of 
1967.  The  fact  that  it  transposed  to  the 
printed  page  with  no  difficulty  whatsoever  is  a 
tribute  to  the  order  and  clarity  in  which  it  was 
presented. 

It  is  indeed  a great  pleasure  to  grant  this 
award  to  you,  Dr.  Gorman. 

. . The  House  rose  and  applauded  as  Dr. 
Gorman  left  the  podium . . . 

Journal  Distinguished  Service  Awards 

President  Hughes:  I will  ask  Gertrude  M. 
Hyde,  M.D.,  to  come  to  the  dais. 

This  award  for  Distinguished  Service  is  made 
to  Gertrude  M.  Hyde,  M.D.,  for  ten  years  of 
unfailing  and  competent  service  on  the  Associate 
Editorial  Board  of  the  Journal. 

A highly  respected  pediatrician,  her  advice 
on  matters  in  the  field  has  been  invaluable. 
Dr.  Hyde  founded  and  has  run  the  Preventive 
Medicine  and  Health  Clinic  for  foster-home 
children  for  Westchester  County  for  the  past 
twenty  years.  This  clinic  has  been  a model  for 
others  in  the  country. 

The  Journal  is  proud  of  its  association  with 
Dr.  Hyde  and  distinctly  honored  in  making  this 
award. 
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We  are  indeed  proud  and  happy  to  present 
this  award  to  you,  Dr.  Hyde. 

. . The  House  rose  and  applauded  . . 

President  Hughes:  The  recipient  of  the 
next  Distinguished  Service  Award,  Arthur  M. 
Master,  M.D.,  cannot  be  present,  and  his 
award  will  be  received  by  Isadore  Rosenfeld, 
M.D.  I will  ask  Dr.  Rosenfeld  to  come  to  the 
dais. 

This  award  for  Distinguished  Service  is  made 
to  Arthur  M.  Master,  M.D.,  for  sixteen  years  of 
generous,  superior  service  on  the  Associate 
Editorial  Board  of  the  Journal. 

Dr.  Master,  a renowned  authority  in  cardiol- 
ogy, has  been  unstinting  in  making  his  vast 
knowledge  and  experience  available  to  the 
editors.  His  guidance  has  been  particularly 
valuable  in  this  period  of  burgeoning  new 
developments  in  the  approach  to  cardiovascular 
problems. 

The  Journal  is  deeply  indebted  to  Dr. 
Master  for  these  long  years  of  valued  friendship. 

I wish  you  would  extend  our  congratulations 
to  Dr.  Master,  and  thank  you  for  taking  the 
award  for  him. 

...The  House  applauded  as  Dr.  Rosenfeld 
left  the  podium . . . 

Empire  State  Awards  for  Excellence  in 
Medical  Reporting 

President  Hughes:  In  the  absence  of  the 
Commissioner  of  Health,  Hollis  S.  Ingraham, 
M.D.,  who  has  been  delayed  by  the  storm,  I 
have  the  pleasure  of  presenting  the  Empire 
State  Awards  for  Excellence  in  Medical  Re- 
porting. Miss  Mildred  D.  Spencer,  one  of  the 
cowinners  of  First  Prize  is  the  only  one  of  the 
winners  who  is  present. 

The  Empire  State  Awards  for  Excellence  in 
Medical  Reporting  were  established  in  1960  to 
encourage  development  of  sound  medical  re- 
porting and  to  recognize  the  significant  con- 
tributions to  public  knowledge  of  health  made 
by  reporters  and  daily  newspapers  in  New  York 
State. 

The  Medical  Society  of  the  State  of  New 
York  cosponsors  the  competition  with  the  New 
York  State  Department  of  Health  and  depends 
on  nominations  made  by  county  medical  socie- 
ties, government  health  officers,  and  news- 
papers. 

This  year  the  first  prize  is  shared  by  two 
reporters  at  opposite  ends  of  New  York  State, 
Miss  Mildred  D.  Spencer  of  the  Buffalo  Evening 
News  and  David  R.  Zinman  of  Newsday  which 
is  published  on  Long  Island.  They  share  an 
honorarium  of  $500,  honoring  their  achievement 
during  the  calendar  year  1968.  The  second 
prize  has  been  awarded  to  Clifford  W.  Smith 
of  the  Rochester  Times-Union,  who  receives  a 
$250  honorarium.  Each  receives  a plaque  for 
their  journalistic  endeavor,  which  I am  now 
pleased  to  present. 

I might  add  that  Miss  Spencer  won  similar 
awards  in  1962  and  1966  and  is  the  first  three- 
time winner  since  the  competition  began  in 
1960.  Miss  Spencer,  who  joined  the  Buffalo 


Evening  News  staff  in  1941,  after  she  was  gradu- 
ated from  the  University  of  Illinois,  was  selected 
for  the  1969  award  on  the  basis  of  clippings  that 
included  a series  on  planned  parenthood  and 
another  on  problems  of  the  aged.  The  latter 
series,  titled  “After  65  What?”  dealt  with  the 
difficulties  faced  by  the  elderly  in  finding  nursing 
home  accommodations. 

Miss  Spencer  is  a member  of  the  Council  for 
the  Advancement  of  Science  Writing  and  a past 
president  of  the  National  Association  of  Science 
Writers. 

Miss  Spencer  was  nominated  for  the  Empire 
State  Award  by  Guy  D.  Alfano,  M.D.,  president 
of  the  Medical  Society  of  the  County  of  Erie, 
and  also  by  Paul  E.  Neville,  Buffalo  Evening 
News  editor. 

Miss  Spencer,  I am  very  happy  and  pleased 
to  present  this  award  to  you. 

. . . The  House  rose  and  applauded . . . 

President  Hughes:  Citations  and  Awards 
will  be  sent  to  the  following: 

Mr.  David  R.  Zinman  was  nominated  by 
David  R.  George,  Newsday  community  service 
manager.  Mr.  Zinman’s  scrapbook  contained 
series  on  new  vaccines,  persons  who  volunteer 
for  medical  experiments,  and  heart  transplants. 
In  his  heart  transplant  series,  Mr.  Zinman 
interviewed  Christiaan  Barnard,  M.D.,  by 
telephone  in  England,  as  well  as  Adrian  Kan- 
trowitz,  M.D.,  in  Brooklyn,  and  Denton 
Cooley,  M.D.,  and  Michael  DeBakey,  M.D., 
both  in  Houston,  Texas. 

Mr.  Zinman  joined  the  Newsday  staff  in 
Garden  City  in  1965,  after  working  six  years  for 
The  Associated  Press  in  New  Orleans.  While 
in  New  Orleans,  he  also  wrote  a book  on  Huey 
Long.  A graduate  of  Columbia  University, 
Mr.  Zinman  holds  a master’s  degree  from  the 
Columbia  School  of  Journalism. 

Mr.  Clifford  W.  Smith  is  the  author  of  a six- 
part  series  on  “When  the  Poor  Get  Sick.” 
In  researching  this  series,  he  interviewed  some 
50  persons  and  concluded  that  there  was  a need 
for  inner  city  health  care  facilities  of  the  type 
that  have  since  opened  in  the  Rochester  Neigh- 
borhood Health  Center.  His  series  helped 
generate  public  support  for  such  facilities. 
Mr.  Smith  was  nominated  by  John  L. 
Dougherty,  Times-Union  managing  editor. 

A graduate  of  Washington  and  Jefferson 
College  in  Washington,  Pennsylvania,  Mr. 
Smith  also  holds  a master’s  degree  from  the 
Columbia  School  of  Journalism.  Before  joining 
the  Times-Union  staff  eight  years  ago,  he  was  a 
reporter  for  the  Bethlehem  Globe-Times  in 
Bethlehem,  Pennsylvania,  and  the  Providence 
Journal  and  Bulletin  in  Providence,  Rhode 
Island. 

. . . The  House  applauded . . . 

Albion  O.  Bernstein  Award 

President  Hughes:  The  1969  Albion  O. 
Bernstein  Award  is  given  in  nationwide  com- 
petition to  “the  physician,  surgeon,  or  scientist 
who  shall  have  made  the  most  widely  beneficial 
discovery  in  medicine,  surgery,  or  prevention 
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of  disease  during  the  period  November  23, 
1967,  to  November  23,  1968.” 

The  award,  comprising  $1,500  and  a scroll, 
was  created  by  Mr.  Morris  J.  Bernstein,  of 
New  York  City,  in  memory  of  his  physician  sou 
who  died  in  a tragic  automobile  accident  while 
answering  a hospital  call  on  November  23, 
1940. 

The  award  was  first  presented  in  1962  to 
James  O.  Elam,  M.D.,  for  his  research  and 
development  of  the  mouth-to-mouth  resuscita- 
tion method,  which  is  employed  so  widely 
today.  The  award  was  last  presented  in  1963 
to  Herbert  A.  Kaufman,  M.D.,  for  introduction 
of  an  effective  treatment  of  virus  infections 
which  contain  DNA. 

I am  now  proud  to  present  the  1969  Albion  O. 
Bernstein,  M.D.,  Award  to  Baruch  S.  Blum- 
berg,  M.D.,  Ph.D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  who  receives  this  award 
for  his  discovery  of  a possible  virus  which  may 
be  the  cause  of  hepatitis;  his  review  of  man’s 
response  to  this  agent  and  its  relationship  to 
Australia  antigen  (Au)  has  provided  a synthesis 
of  interrelationship  between  the  host  and  the 
infecting  agent,  which  may  be  applicable  to 
many  diseases.  He  has  thereby  opened  new 
horizons  to  medicine. 

It  is  indeed  a privilege  to  present  this  to  you 
for  your  wonderful  work.  Congratulations. 

. . .The  House  rose  and  applauded  as  Dr. 
Blumberg  left  the  podium.  . . 


Merit  H.  Cash  Prize  Essay  Award 

President  Hughes:  This  award  will  be 

presented  by  Alfred  A.  Angrist,  M.D.,  Chair- 
man of  the  Prize  Essay  Committee. 

I might  explain  this  award  to  you  too.  It  is 
one  of  the  oldest  citations  on  record  in  the 
archives  of  the  Medical  Society  of  the  State 
of  New  York.  It  was  established  in  1863 
in  the  will  of  physician  Merit  H.  Cash,  who 
bequeathed  a $500  legacy  to  the  Medical 
Society  for  whatever  use  it  might  determine. 
A committee  that  year,  acting  with  some  knowl- 
edge of  Dr.  Cash’s  wishes,  recommended  that 
the  annual  interest  from  this  bequest  would  be 
used  to  support  a prize  essay  competition,  and 
the  prize  has  been  awarded  intermittently  over 
the  last  century.  This  $200  prize  award  is 
given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject  and  is 
limited  to  interns,  residents,  and  fellows  in 
hospitals  in  New  York  State. 

It  is  the  unanimous  decision  of  the  Awards 
Committee  that  the  1969  Merit  H.  Cash  Prize 
should  go  to  Erol  Gursel,  M.D.,  resident  in  the 
Department  of  Urology,  Columbia  University 
College  of  Physicians  and  Surgeons,  and  Francis 
Delafield  Hospital.  The  title  of  Dr.  Gursel’s 
essay  is,  “The  Effects  of  Diuretics  on  Renal 
and  Intestinal  Handling  of  Calcium.” 

Dr.  Gursel,  1 want  to  congratulate  you  for  a 
wonderful  piece  of  work. 

. . The  House  applauded  as  Dr.  Gursel  left 
the  podium . . . 


Fifty-Year  Citations 

President  Hughes:  It  is  our  pleasure  once  a 
year  to  honor  physicians  who  have  completed 
fifty  years’  dedication  to  the  practice  of  medi- 
cine, dating  from  their  graduation  from  medical 
school. 

These  are  the  revered  members  of  our  Society 
who  began  then  careers  at  the  close  of  World 
War  I,  when  the  world  was  hopeful  for  peace, 
and  the  tremendous  surge  of  scientific  advance- 
ment was  still  on  the  threshold.  They  have 
witnessed  little  change  in  the  affairs  of  men  in  a 
global  sense,  but  their  dedication  to  the  healing 
arts  and  the  advancement  of  medical  science 
in  the  intervening  years  has  been  one  of  hopeful 
signs  that  mankind  will  endure. 

This  year,  we  congratulate  147  physicians 
in  New  York  State,  and  individual  citations 
will  be  mailed  today  to  the  following: 

Bronx 

Abraham  Blankfein 
Maurice  A.  Egand 
Edward  Isidore  Gersh 
Isidore  Kennett  Mirkin 
Francis  L.  Morhard 
John  C.  Hayner 
Isidor  Mufson 

William  Francis  McDermott 
Solomon  S.  Rinkoff 
Rudolph  Rosenbaum 
Philip  Sacks 
Nathan  Schwartz 
Benjamin  Sherwin 
Joseph  Andrew  Taferner 
Curt  S.  Wachtel 
Aaron  Lionel  Winderman 
Frederick  A.  Wurzbach,  Jr. 

Broome 
Hugo  Lott 

Romeyn  Treadwell  Allen 
Martin  Weiss 
Cayuga 

Louis  DeWitt  Burlington 
Chautauqua 

Joseph  Rocco  LaPaglia 
Chenango 

Newton  Brachin 
Erie 

M.  Leon  Andrzejewski 
Herrmann  Eugene  Bozer 
Edgar  Coleman  Beck 
Norman  Charles  Bender 
Matthew  Lawrence  Carden 
Henry  Nathaniel  Goldstein 
Mesco  Joseph  Helminiak 
Henry  L.  Pech 
Virgil  Rocco  A.  Spano 
Ivorite  L.  Scruggs 
Egon  Streicher 
Essex 

Alphonzo  Rand  Goff 
Franklin 

Philip  Emanuel  Stamatiades 
Greene 

David  Rodier 
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Kings 

Morris  Astrachan 
Lewis  Rathbun  Adams 
Joseph  Altman 
John  Brinkman 
Samuel  Perkins  Bailey 
Morris  Cohen 
Jonathan  R.  C.  Cook 
David  Farber 
Benjamin  Feldman 
Emily  Vanore  Franklin 
Max  Michael  Goldstein 
Edwin  Joseph  Grace 
Harry  Goldberg 
Morris  N.  Josell 
Henry  Walter  Louria 
Harry  Robert  Litchfield 
Edwin  Post  Maynard,  Jr. 
Harry  Aaron  Mackler 
William  Liguori  O’Connell 
Max  Palinsky 
George  Henry  Roberts,  Jr. 
Morton  Seldowitz 
Louis  H.  Sigler 
Francis  Anthony  Sileo 
Edmund  Lester  Shlevin 
Einar  Andrew  Sunde 
Louis  Usen 
Leonid  Watter 
Matthew  Walzer 
Morris  M.  Weiss 
Charles  A.  Weymuller 
Robert  Arthur  Wilson 

Monroe 

Christopher  D’Amanda 
Charles  B.  F.  Gibbs 
C.  Stewart  Nash 

Nassau 

Frank  Edward  Barnes 
Fred  Henry  Herlitz 
Albert  N.  Meyerstein 

New  York 

Armenak  Alichania 
John  Battista  Ansalone 
Alvan  Leroy  Barach 
Edward  K.  Barsky 
David  Bloom 
Michael  Bruck 
Gustav  Bychowski 
Samuel  Lewis  Cohen 
Howard  Reid  Craig 
Robert  H.  F.  Dinegar 
Barnett  Dobrow 
Margaret  Douglas 
Max  Eagle 
Hugo  Engel 
Alice  Erlanger 
Samuel  Eschwege 
Auguste  H.  Falkenstein 
Solomon  Fineman 
Charles  Collins  Francis 
Louis  Fox 

Monroe  E.  Greenberger 
Frederick  William  Graef 
Herbert  H.  Gutstein 
David  Granger 
Mary  Ester  Harding 


Anatole  Kaminsky 
Emanuel  Manes  Klaften 
Percy  Klingenstein 
David  Mordecai  Levy 
Harold  Lusskin 
Sylvan  Dallas  Manheim 
Joseph  Norman  Nathanson 
Rose  Novakovsky 
Gertrude  Brown  Nicolson 
Girard  F.  Oberrender 
Henry  Reiff 
Michael  Ringer 
Saul  Alfred  Ritter 
Herman  F.  Sachs 
Alfred  Schattner 
Harold  Julian  Stewart 
Joel  Schweig 
Crete  Stohr 
Samuel  Schwartz 
Beverly  Chew  Smith 
Maximilian  M.  Sterman 
Oscar  A.  Ulrich 
Charles  Weinreb 
Walter  Waitzfelder 
Harry  S.  Weiss 
Willis  M.  Weeden 
Max  Wolf 
Ernst  B.  Weiner 
Niagara 

Emanuel  A.  Cortese 
Oneida 

Frank  H.  Valone 
Onondaga 

Joseph  Ernest  Delmonico 
Reuben  Lavine 
Clark  J.  Laus 
Gordon  D.  Hoople 
Orange 

Harry  Francis  Pohlmann 
Roswell  L.  Schmitt 
Queens 

Giuseppe  Gareri 
Louis  Joseph  Hershkowitz 
Jacob  Kroll 
Elmer  Schusdek 
Lester  Samuels 
Evan  W.  McLave 
Richmond 

Curtis  John  Becker 
Joseph  Paul  Takach 
Sullivan 

Harry  Golembe 
Ulster 

Ethel  Clarissa  Russell 
Westchester 

Joseph  Greenfield 
Louise  E.  Stauderman 

I now  ask  Frederick  A.  Wurzbach,  Jr.,  M.D.. 
Bronx  County,  our  distinguished  past  president 
and  himself  a fifty-year  practitioner,  to  step 
forward  and  receive  his  Citation  as  a personal 
representative  of  the  Class  of  1919. 

. . . The  House  rose  and  applauded . . . 
Scientific  Exhibit  Awards 

. . .Speaker  Hinder  introduced  Thurman  B. 
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Givan,  M.D.,  acting  chairman,  Subcommittee 
on  Scientific  Exhibit  Awards,  who  presented  the 
following  report: 

The  Scientific  Exhibit  Awards  are  given  in 
two  categories:  Group  I awards  are  made  for 
exhibits  of  individual  investigation  which  are 
judged  on  the  basis  of  originality  and  excellence 
of  presentation.  Group  II  awards  are  made  for 
exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the 
basis  of  presentation  and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research 
are: 

First:  “Surgery  of  Biliary  Tract:  Experi- 

mental and  Clinical  Study,”  John  L.  Madden, 
M.D.,  Bok  Y.  Lee,  M.D.,  and  Souhel  Kanda- 
laft,  M.D.,  St.  Clare’s  Hospital,  New  York 
City. 

Second:  “New  Method  of  Measuring  Myo- 
cardial Blood  Flow  in  Man,”  Richard  J.  Bing, 
M.D.,  Charles  Cowan,  M.D.,  and  Alberto 
Cohen,  M.D.,  Wayne  State  University  School 
of  Medicine,  Detroit,  Michigan. 

Honorable  Mention:  “New  Approach  to 

Thyroid  Hormone  Therapy,”  Herbert  A.  Selen- 
kow,  M.D.,  Marvin  S.  Wool,  M.D.,  and  Noel  I. 
Robin,  M.D.,  Harvard  Medical  School,  Boston, 
Massachusetts. 

The  awards  in  Group  II,  Clinical  Research, 
are  as  follows: 

First:  “Ischemic  Lower  Extremity,”  Howard 
C.  Baron,  M.D.,  and  Richard  T.  Purdy,  M.D., 
Jewish  Memorial  Hospital,  New  York  City. 

Second:  “Surgical  Diseases  Simulating  Ap- 

pendicitis,” Albert  B.  Lowenfels,  M.D., 
Michael  Rohman,  M.D.,  and  Barry  Altman, 
M.D.,  Grasslands  Hospital,  Valhalla. 

Honorable  Mention:  “Fluid  Mattress  in 

Management  of  Pressure  Sores,”  Herbert  L. 
Thornhill,  M.D.,  and  Martha  L.  Williams, 
R.N.,  Harlem  Hospital,  New  York  City;  and 
“Railroad  Medicine  from  1834-1969,”  Isadore 
Kaplan,  M.D.,  Chesapeake  and  Ohio-Baltimore 
and  Ohio  Railroad,  Baltimore,  Maryland. 

. . . The  House  applauded . . . 

Tributes 

. . .Speaker  Himler  announced  that  resolution 
69-67  would  be  presented  to  the  House  without 
referral  to  a reference  committee.  Resolution 
69-67  was  adopted  by  acclamation. 

The  resolution  follows: 

69-67,  Commendation  of  Ralph  S.  Emerson, 
M.D.,  and  his  Committee  on  the  Medical  Aspects 
of  Sports 

Introduced  by  Fifth  and  Sixth  District  Branches 

Whereas,  The  all-day  program  on  Medical 
Aspects  of  Sports,  held  on  February  8,  1969, 
was  exceptionally  well  planned  and  enthusias- 
tically received  by  the  650  physicians,  athletic 
coaches,  and  others  who  attended;  now  there- 
fore be  it 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  commendation  of  Ralph  S.  Emer- 


son, M.D.,  chairman,  and  his  committee,  on 
the  very  successful  program  on  Medical 
Aspects  of  Sports  held  on  Saturday,  February 
8,  at  The  Americana. 

House  Committee  on 
Constitution  and  Bylaws 

...Carl  Goldmark,  Jr.,  M.D.,  chairman, 
reported  as  follows: 

The  House  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Irving  L.  Ershler,  M.D Onondaga 

Gerald  L.  Glaser,  M.D Monroe 

Milton  J.  Greenberg,  M.D Washington 

Robert  E.  Healy,  M.D Westchester 

Swen  L.  Larson,  M.D Chemung 

Raymond  F.  Smith,  M.D Nassau 

Francis  A.  Stephens,  M.D Albany 

George  Himler,  M.D.,  ex  officio.  . . New  York 
John  H.  Carter,  M.D.,  ex  officio Albany 


William  F.  Martin,  Esq.,  ex  officio  New  York 
In  February,  1968,  four  resolutions  proposing 
changes  in  the  Society’s  Constitution  and  By- 
laws were  introduced  in  the  House  of  Dele- 
gates. 

On  September  24,  the  members  of  the  House 
Committee  on  Constitution  and  Bylaws  met, 
with  the  exception  of  Milton  J.  Greenberg, 
M.D.,  Gerald  L.  Glaser,  M.D.,  and  Robert  E. 
Healy,  M.D.,  who  were  excused.  Also  present 
at  the  meeting  were  Walter  T.  Heldmann,  M.D., 
president-elect ; Henry  I . F ineberg,  M . D . , execu- 
tive vice-president;  and  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president. 

Dr.  Goldmark  read  letters  from  the  three  com- 
mittee members  who  were  not  present,  in 
which  they  expressed  their  regrets  at  being  un- 
able to  attend  the  meeting  and  offered  general 
opinions  on  the  proposed  resolutions.  Dr. 
Goldmark  stated  that  these  letters  were  read 
to  record  their  opinions  but  that  they  would  not 
count  in  the  tabulation  of  the  vote,  since  the 
absent  members  could  not  actively  participate 
in  the  discussions  on  the  proposed  resolutions. 

The  committee  then  considered  the  resolutions 
in  numerical  order  and  reached  the  following  con- 
clusions and  recommendations: 

Resolution  68-19 — Amendment  to  By- 
laws to  Add  Requirement  for  Life  Member- 
ship; introduced  by  the  Medical  Society  of  the 
County  of  Kings. 

Whereas,  Many  more  members  than  ever 
are  elected  to  life  membership  in  the  Medical 
Society  of  the  State  of  New  York  on  reaching 
the  age  of  seventy;  and 

Whereas,  This  will  lead  to  an  imbalance 
in  the  membership  of  the  county  societies 
and  endanger  their  financial  support;  now 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  an  active  member  may  apply 
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for  life  membership  at  age  seventy  only  if 
he  has  been  a dues-paying  member  in  active 
practice  for  a period  of  at  least  ten  years,  as 
follows: 

Chapter  I,  Section  6,  by  adding  in  the 
first  sentence  following  the  word  “member- 
ship” the  following  words:  “If  he  has  been 

a dues-paying  member  in  active  practice 
for  a period  of  at  least  ten  years,”  so  that 
the  first  sentence  of  Chapter  I,  Section  6, 
will  then  read:  “An  active  member  in 

good  standing,  on  reaching  the  age  of 
seventy  years,  or  who  is  permanently 
disabled,  may  apply  for  life  membership 
if  he  has  been  a dues-paying  member  in 
active  practice  for  a period  of  at  least  ten 
years.” 

The  committee  noted  that  this  resolution, 
seeking  to  remedy  the  endangering  of  financial 
support  of  county  societies  by  an  “imbalance  in 
membership,  caused  by  the  fact  that  many 
more  members  than  ever  are  elected  to  life 
membership  at  age  70,”  would  limit  qualifica- 
tion for  life  membership  by  placing  a restriction 
of  ten  years  of  active  practice  and  dues  payment 
prior  to  application  for  life  membership.  It 
was  the  general  consensus  of  the  committee 
that  the  number  of  members  who  would  be  in- 
volved in  this  is  relatively  insignificant  and 
would  make  little  difference  in  alleviating  the 
problem  of  membership  and  financial  imbalance. 

The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  not  to  adopt  resolution  68-19. 

Resolution  68-27 — Rescinding  of  Man- 
datory AM  A Membership;  introduced  by 
Otsego  County  Medical  Society. 

Whereas,  Continued  compulsory  member- 
ship in  the  American  Medical  Association  for 
all  members  of  the  Medical  Society  of  the 
State  of  New  York  was  voted  by  the  House 
of  Delegates  at  the  annual  convention  in 
February,  1967;  and 

Whereas,  Dissatisfaction  with  certain 
policies  of  the  American  Medical  Association 
has  existed  in  many  component  county  medi- 
cal societies;  and 

Whereas,  Many  valuable  members  have 
felt  compelled  to  express  their  dissatisfaction 
with  the  American  Medical  Association  by 
resignation;  and 

Whereas,  The  volume  of  these  resignations 
has  been  between  15  and  20  per  cent  of  the 
membership  of  the  Medical  Society  of  the 
County  of  Otsego;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 
delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members  shall 


be  all  active  and  junior  members  in  good  stand- 
ing of  the  component  county  medical  so- 
cieties”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 

The  committee  recognizes  the  plight  of  the 
county  proposing  this  resolution  and  respects 
its  right  to  express  dissatisfaction  with  com- 
pulsory membership  in  the  American  Medical 
Association,  but  calls  attention  to  the  fact  that 
similar  resolutions  are  proposed  and  defeated 
year  after  year,  including  1968,  and  that  the 
whole  issue  of  compulsory  AMA  membership 
was  thoroughly  discussed  at  the  1967  House  of 
Delegates  and  that  the  House  voted  over- 
whelmingly to  retain  mandatory  membership. 

The  committee  recommends  disapproval  of  this 
resolution. 

John  W.  Latcher,  M.D.,  delegate  from  Otsego 
County  Medical  Society,  requested  permission 
to  withdraw  resolution  68-27. 

The  House  voted  unanimously  to  permit  Otsego 
County  Medical  Society  to  withdraw  resolution 
68-27. 


Resolution  68-46 — Amendment  to  By- 
laws Concerning  Privilege  of  Floor;  in- 
troduced by  the  Medical  Society  of  the  County 
of  Queens. 

Whereas,  Despite  the  lack  of  specific, 
applicable  mention  in  the  Medical  Society  of 
the  State  of  New  York  Constitution  and  By- 
laws or  in  Roberts  Rules  of  Order  Revised,  it  has 
been  alleged  that  a nondelegate,  except,  “by 
permission  of  the  Speaker  on  unanimous  vote 
of  the  Delegates,”  cannot  be  permitted  to 
address  the  floor;  and 

Whereas,  Such  a unanimous  vote  could 
not  be  meaningful  since  the  membership 
could  not  know,  a priori,  if  the  information 
they  are  to  accept  or  reject  is  pertinent  or 
essential;  and 

Whereas,  There  may  be  a qualified  non- 
delegate present  with  pertinent  information 
on  a specific  subject,  or  with  information 
necessary  to  correct  an  error  in  resolutions, 
reports,  or  other  proceedings,  not  previously 
presented,  which  might  be  useful  to  the 
delegates;  and 

Whereas,  It  would  not  be  practical  or 
proper  to  give  unlimited  privileges  of  the  floor 
to  nondelegates  who  might  request  it;  now 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Amend  Chapter  VIII  of  the  By- 
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laws  to  add  a new  section,  to  be  entitled 
Section  7,  as  follows: 

“Any  member  in  good  standing  of  the 
Society  may,  at  the  request  of  one  or  more 
delegates,  be  granted  permission  by  the 
Speaker  to  address  the  House  in  order  to 
present  information  to  it  and  the  general 
membership  concerning  a subject  or  sub- 
jects of  which  the  member  has  special 
knowledge  or  information.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  anyone  wanting  to  get  a 
message  to  the  House  can  do  so  by  going  to  the 
reference  committee  concerned  or  by  asking  the 
delegate  from  his  county  to  present  his  views 
to  the  House.  Dr.  Goldmark  reported  that  he 
had  spoken  to  the  Speaker  about  this  situation 
and  that  Dr.  Himler  had  stated  that  where  he 
felt  that  a nondelegate  had  some  valuable  in- 
formation to  bring  before  the  House,  he  would 
grant  him  the  privilege  of  the  floor  unless  there 
was  an  objection  to  this  ruling,  whereon  the 
matter  would  be  put  to  a vote. 

The  committee  recommends  disapproval  of  this 
resolution. 

The  House  voted  not  to  adopt  resolution  68-46. 

Resolution  68-55 — Amendment  to  By- 
laws to  Increase  Allotments  for  District 
Branch  Meetings;  introduced  by  Sixth  Dis- 
trict Branch. 

Whereas,  The  district  branches  are  in- 
tegral, functioning  units  of  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  In  recent  years  there  has  been  a 
resurgence  of  interest  in  the  activities  and 
functions  of  the  district  branches;  and 

Whereas,  The  cost  of  these  activities  far 
exceeds  the  maximum  annual  allowance  of 
$400  which  was  established  by  the  Medical 
Society  of  the  State  of  New  York  in  1936; 
now  therefore  be  it 

Resolved,  That  Chapter  IX,  Section  1 of  the 
Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  be  amended  by  substituting  the 
sum  of  $1,000  for  the  sum  of  $400  now  called 
for,  so  that  Chapter  IX,  Section  1,  third  sen- 
tence from  the  end,  will  then  read: 

“Each  district  branch  shall  be  entitled  to 
receive  a sum  not  to  exceed  $1,000,  ex- 
clusive of  the  work  done  by  the  secretary 
regarding  notices,  programs,  etc.,  to  defray 
the  expenses  of  such  district  branch,  pro- 
vided a proper  statement  of  such  expenses 
shall  have  been  presented  to  the  secretary.” 

The  committee  noted  that  the  section  of  the 
Bylaws  alloting  $400  to  each  district  branch  to 
defray  expenses  in  connection  with  the  operation 
of  activities  had  been  put  into  the  Bylaws  in 
1950  and  had  not  been  changed  since  that  time 
to  keep  pace  with  rising  costs  and  that  some  of 
the  district  branches  have  been  operating  at  a 
deficit.  During  the  discussion,  it  was  pointed 
out  that  not  all  of  the  districts  apply  for  their 
allotments  and  that  the  districts  do  not  auto- 
matically receive  their  individual  allotments, 


but  must  submit  itemized  bills  to  be  reimbursed 
by  the  State  Medical  Society.  The  committee 
expressed  the  feeling  that  an  increase  in  this 
allotment  would  strengthen  these  organiza- 
tions. 

The  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  resolution  68~55. 

Medical  Services 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  considered  the 
9 reports  and  14  resolutions  referred  to  it. 
Full  opportunity  was  afforded  to  those  who 
participated  in  the  public  hearings  to  present 
their  views. 

Following  the  open  hearings,  your  reference 
committee  reviewed  each  matter  carefully  in 
executive  session. 

Since  many  of  the  reports  and  resolutions 
used  the  terms,  “usual,  customary,  prevailing, 
and  reasonable,”  it  is  recommended  at  the 
outset  that  the  following  definitions  of  these 
terms,  as  adopted  by  the  American  Medical 
Association,  House  of  Delegates,  at  the  Miami 
meeting  (substitute  resolution  48),  be  accepted. 

1.  Usual  is  defined  as  the  “usual”  fee  which 
is  charged  for  a given  service  by  an  individual 
physician  in  his  personal  practice  (that  is,  his 
own  usual  fee ) . 

2.  Customary  is  defined  as  that  range  of 
usual  fees  charged  by  physicians  of  similar 
training  and  experience  for  the  same  service 
within  a given  specific  limited  geographic  or 
socioeconomic  area; 

3.  Reasonable  is  defined  as  a fee  which  meets 
the  above  two  criteria,  or,  in  the  opinion  of  the 
responsible  local  medical  association’s  review 
committee,  is  justifiable  in  the  special  circum- 
stances of  the  particular  case  in  question; 
and 

4.  Whenever  these  terms  are  used  in  con- 
tracts or  laws,  they  are  to  be  specifically  defined 
in  those  documents. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
adopting  American  Medical  Association  sub- 
stitute resolution  number  48,  defining  “usual,” 
“customary,”  and  “reasonable.” 

Commission  on  Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  following: 

Walter  Scott  Walls,  M.D.,  Chairman. . . .Erie 

George  Rehmi  Denton,  M.D.,  Vice-Chairman 
Albany 

Herbert  H.  Bauckus,  M.D Erie 

Dallas  E.  Billman,  M.D Steuben 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Robert  W.  Hurd,  M.D Oneida 

Robert  Elmer  Westlake,  M.D Onondaga 
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The  committees  of  the  Commission  have  had 
a very  busy  year,  as  can  readily  be  seen  from  the 
following  reports. 

The  Economics  Committee  has  continued 
with  the  revision  of  the  Relative  Value  Scale  for 
the  State  as  a whole.  This  is  no  easy  task,  and 
the  difficulty  of  finding  and  hiring  a suitable 
survey  agency  to  accomplish  this  task  has  taken 
much  of  the  committee's  time.  As  this  report 
is  being  written,  final  consideration  of  the 
method  of  carrying  out  this  survey  is  being 
made,  and  perhaps  by  the  time  this  report  is 
published,  a definitive  program  will  be  set  up. 

The  CHAMPUS  (Public  Law  614,  Depend- 
ent’s Medical  Care  Program)  negotiations  also 
have  consumed  considerable  time  during  the 
year,  and  it  is  with  some  relief,  generally,  that 
the  State  Medical  Society  relinquished  this  pro- 
gram, at  the  suggestion  of  the  government.  It 
is  now  being  directed  by  United  Medical  Service, 
Inc.,  of  New  York.  George  P.  Farrell’s  handling 
of  the  CHAMPUS  program  over  the  years  has 
been  outstanding,  and  he  deserves  the  thanks  of 
the  Society  as  a whole. 

It  would  be  repetitious  to  list  the  activities 
which  the  committees  have  carried  on  with  a 
high  degree  of  efficiency.  However,  I would  be 
remiss  in  not  calling  attention  to  the  loss  of 
Robert  Katz,  M.D.,  who  resigned  in  June  as  the 
director  of  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation.  One  of  his  last 
accomplishments  was  aiding  in  the  revision  of 
the  Workmen’s  Compensation  Fee  Schedule. 

During  the  year  the  chairman  and  the  vice- 
chairman  of  the  Commission  have  reported  on 
the  activities  of  the  various  committees  to  the 
Council.  Both  Dr.  Denton  and  I would  like  to 
bespeak  the  Society’s  thanks  on  behalf  of  the 
chairmen  and  members  of  these  committees  and 
of  the  staff  of  the  State  Medical  Society  for  their 
faithful  and  untiring  services.  We  would  like 
to  add  our  own  personal  thanks  for  the  outstand- 
ing work  done  during  the  past  year. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  noted  from  the 
report  of  the  Commission  on  Medical  Services 
that  the  Economics  Committee  is  bringing  to  a 
conclusion  a revision  of  the  Relative  Value 
Scale  for  the  State  as  a whole.  When  com- 
pleted and  with  local  conversion  factor,  this 
study  will  permit  definition  of  usual  and  cus- 
tomary fees  on  a community  basis.  Also  the 
CHAMPUS  program  has  been  turned  over  to 
United  Medical  Services,  Inc. 

Your  reference  committee  believes  that 
Walter  Scott  Walls,  M.D.,  George  Rehmi 
Denton,  M.D.,  and  George  P.  Farrell,  director 
of  the  Division  of  Medical  Services,  deserve 
commendation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Economics 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Robert  E.  Westlake,  M.D.,  Chairman 


Onondaga 

Carl  R.  Ackerman,  M.D Bronx 

Jeff  J.  Coletti,  M.D Nassau 

Robert  G.  Hicks,  M.D New  York 

Edward  Attarian,  M.D Albany 

Walter  F.  Harrison,  Jr.,  M.D Warren 

Harold  W.  Jayne,  M.D Delaware 

Harry  C.  Miller,  M.D Monroe 

Alfred  L.  George,  M.D Genesee 

Wallace  M.  Sheridan,  M.D. Westchester 


During  the  year,  the  committee  held  four 
meetings,  on  March  20,  May  22,  September  18, 
and  November  6. 

Relative  Value  Scale.  At  these  meetings, 
the  revision  of  the  Relative  Value  Scale  was  dis- 
cussed. With  the  approval  of  the  Council,  the 
committee  has  given  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc.  a 
description  of  the  fee  study  which  it  believes 
should  be  done.  The  revision  of  the  Relative 
Value  Scale  when  completed  will  enable  the 
State  Medical  Society  to  talk  about  “usual, 
customary,  and  prevailing  fees,”  with  the  use  of 
local  conversion  factors,  in  negotiations  with 
government  supported  health  plans. 

Dr.  Westlake  invited  representatives  of  seven- 
teen specialty  groups  to  attend  the  meetings  of 
September  18  and  November  6.  These  were 
“working”  meetings  to  review  the  committee’s 
proposal  to  evaluate  the  “usual,  customary,  and 
prevailing”  fees  in  New  York  State.  Satis- 
factory definitions  must  be  established,  both  for 
surgical  and  nonsurgical  procedures.  Dual 
terminology  will  be  eliminated.  When  the  study 
is  completed,  it  will  show  what  the  “usual, 
customary,  and  prevailing”  fee  is  on  a com- 
munity basis. 

There  was  considerable  discussion  regarding 
the  present  status  of  the  AMA  nomenclature, 
the  Current  Procedural  Terminology.  It  is 
understood  that  this  will  not  be  available  before 
March,  1969.  All  of  our  studies  should  be  con- 
sistent with  the  AMA  nomenclature;  however, 
any  nomenclature  which  is  not  included  in  the 
AMA  terminology  but  developed  by  State 
specialty  societies  should  be  considered  in  our 
study. 

A letter,  dated  August  21,  1968,  addressed  to 
Edward  C.  Hughes,  M.D.,  president,  from  Peat, 
Marwick,  Mitchell  and  Company,  certified  pub- 
lic accountants,  was  reviewed,  point  by  point,  by 
your  chairman  and  his  committee.  It  was  the 
consensus  that  their  proposal  would  obtain  the 
information  necessary  to  develop  a “usual, 
customary,  and  prevailing”  fee  scale,  and  the 
committee  recommended  that  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation, 
Inc.,  contract  with  Peat,  Marwick,  Mitchell  and 
Company  to  complete  this  study  with  the  modifi- 
cations of  the  plan  as  suggested  by  the  commit- 
tee. The  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc.,  will  be  responsible 
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for  the  funding  of  the  project. 

The  committee  suggested  that  the  Current 
Procedural  Terminology  be  used,  as  recom- 
mended by  the  Blue  Shield  Plans  who  are  to  be 
cosponsors  of  the  study.  It  is  estimated  that  it 
will  require  approximately  two  years  before  a 
final  report  is  available  and  that  the  cost  will  be 
$100,000,  to  be  shared  equally  by  the  Medical 
Society  of  the  State  of  New  York  and  members 
of  the  Associated  Blue  Shield  Plans  of  New  York 
State.  In  developing  the  information  necessary 
for  this  study,  direct  communication  will  be 
made  between  members  of  the  specialty  groups 
and  Peat,  Marwick,  Mitchell  and  Company. 
The  committee  recommends  that  specialty 
groups  obtain  current  procedural  terminology 
nomenclature  from  their  national  societies. 
Any  specialty  group  that  does  not  agree  with 
this  terminology  should  file  with  this  committee, 
within  one  month,  the  choice  of  terminology  to 
be  used  with  their  reasons.  The  committee  will 
decide  which  terminology  will  be  used. 

Dependents’  Medical  Care  Program  (Champ us) . 
The  Committee  considered  possible  guidelines 
for  the  “usual  and  customary”  fee  payment  of 
services  provided  under  the  CHAMPUS  program 
as  outlined  at  the  February  16  meeting  with 
Brigadier  General  Norman  E.  Peatfield,  execu- 
tive director,  and  Colonel  H.  William  Hayes, 
contracting  officer  for  the  Civilian  Health  and 
Medical  Program  of  the  Uniformed  Services  and 
the  officers  of  the  State  Medical  Society.  It  was 
the  consensus  that  inquiry  should  be  made  of 
all  Title  18,  Part  B Carriers,  in  the  State  of 
New  York  regarding  their  basis  of  payment  of 
“usual  and  customary”  fees. 

A letter  was  sent  to  the  following  carriers: 
United  Medical  Service,  Inc.,  New  York  City; 
Blue  Shield  of  Western  New  York,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Metropolitan  Life  Insurance  Company,  New 
York  City;  and  Group  Health  Insurance,  Inc., 
New  Y ork  City.  Responses  were  received  from 
all  carriers  indicating  this  information  could  not 
be  given  due  to  the  restrictions  under  which  the 
Plans  operate. 

On  April  5,  letters  were  sent  to  specialty 
groups  and  county  medical  societies  asking  them 
to  transmit  to  the  office  of  the  Bureau  of  Medical 
Care  Insurance  the  conversion  factor  best  de- 
scribing their  “usual  and  customary”  fees  when 
applied  to  the  State  Medical  Society  1965  Rela- 
tive Value  Scale.  Responses  received  showed 
a variant  factor  from  $4.00  to  $8.00. 

Colonel  William  H.  Hayes,  Colonel  Robert  H. 
Holzworth,  Major  Harry  C.  Shaffer,  and  John 
Zahn  of  the  Office  of  Dependents’  Medical  Care 
were  at  the  CHAMPUS  office  on  May  7,  8,  and  9 
to  review  its  present  status.  The  primary 
purpose  of  their  review  was  to  determine  if  pay- 
ments were  being  made  to  doctors  on  the  “usual, 
customary,  and  prevailing”  fee  concept  because 
several  complaints  and  Senatorial  investigations 
were  made  regarding  retirees  not  being  reim- 
bursed according  to  reasonable  and  customary 
fees  but  rather  according  to  a schedule  of  allow- 
ances determined  by  a Relative  Value  Scale  and  a 
conversion  factor.  The  information  which  had 


been  given  to  the  retirees  and  their  dependents 
was  that  they  would  be  reimbursed  “in  full” 
according  to  a prevailing  fee.  This  had  caused  a 
great  deal  of  misunderstanding  and  complaints 
to  members  of  congress. 

With  more  than  14,000  physicians  rendering 
service  under  the  program  it  would  be  manually 
impossible  to  establish  a profile  for  each  doctor 
to  determine  what  a “reasonable,  customary, 
and  prevailing”  fee  would  be,  even  with  the  in- 
formation received  from  the  county  medical 
societies  and  the  specialty  groups. 

On  May  9 Colonel  Hayes  and  Major  Shaffer 
discussed  the  problem  of  paying  “usual,  custom- 
ary, and  prevailing”  fees  with  Henry  I.  Fine- 
berg,  M.D.,and  George  P.  Farrell,  as  required  by 
the  Office  of  Dependents’  Medical  Care,  and  it 
was  suggested  by  Colonel  Hayes  that,  in  view  of 
the  fact  our  office  did  not  have  the  computerized 
equipment  to  administer  a “usual,  customary, 
and  prevailing”  fee  concept,  the  contract  be  dis- 
continued effective  June  28,  1968.  This  recom- 
mendation was  supported  by  the  Economics 
Committee  and  approved  by  the  Council  at  its 
May  16  meeting.  The  Office  of  Dependents’ 
Medical  Care  was  notified  to  that  effect. 

Matters  Referred.  Resolution  68-5,  Avail- 
ability of  Nursing  Home  Beds  for  Medicaid 
Patients,  was  referred  to  us  by  the  House  of 
Delegates.  The  committee  recommends  that 
this  be  referred  to  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Plans. 

The  committee  recommends  that  a letter  sub- 
mitted by  Jeff  J.  Coletti,  M.D.,  Nassau  County, 
a member  of  the  committee,  suggesting  that 
casualty  malpractice  coverage  for  physicians  in 
the  State  be  set  up  through  the  State  Insurance 
Commissioner,  be  referred  to  the  Malpractice 
Insurance  and  Defense  Board  with  the  strong 
endorsement  of  the  committee.  This  type  of 
coverage  would  result  in  a program  similar  to 
that  of  Workmen’s  Compensation. 

Retirement  Plans.  The  committee  con- 
sidered proposals  submitted  by  representatives 
of  Group  Insurance  and  Retirement  Plans. 
The  committee  recommends  that  these  plans  be 
considered  at  the  district  branch  or  local  county 
medical  society  level  and  not  be  sponsored  by 
the  Medical  Society  of  the  State  of  New  York. 

Acknowledgments.  Your  chairman  wishes 
to  express  his  appreciation  to  the  members  of  the 
committee  and  representatives  from  the  specialty 
groups  for  their  attendance  at  meetings  and  the 
splendid  cooperation  achieved  in  dealing  with 
rather  complicated  and  detailed  matters.  The 
chairman  also  wishes  to  thank  George  P.  Far- 
rell, director,  Division  of  Medical  Services,  and 
his  secretary,  Mrs.  Clementine  Thompson,  for 
their  fine  cooperation  in  preparing  and  sending 
notices  of  meetings  to  county  medical  societies 
and  specialty  groups.  Mr.  Farrell’s  advice  and 
guidance  was  a great  help  to  the  committee. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 
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Report  ok  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

In  addition  to  action  on  the  Relative  Value 
Scale  and  the  CHAM  PUS  program,  the  Eco- 
nomics Committee  recommends  that  the  problem 
of  nursing  home  beds  for  Medicaid  patients 
be  referred  to  the  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health 
Plans.  The  Economics  Committee  also  recom- 
mended that  plans  for  group  insurance  and 
retirement  be  considered  on  a district  branch 
or  county  society  level. 

The  work  of  this  committee,  under  the 
chairmanship  of  Robert  E.  Westlake,  M.D., 
and  George  P.  Farrell,  director,  is  commended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Liaison  with  Veterans  Administration 

To  the  House  of  Delegates , Gentlemen  : 

The  Subcommittee  on  Liaison  with  the 
Veterans  Administration,  of  the  Economics 
Committee,  consists  of  the  following  members: 

Herbert  H.  Bauckus,  M.D.,  Chairman. . Erie 

James  L.  Palmer,  M.D Broome 

S.  A.  Frankenthaler,  M.D.,  clinic  director, 
Veterans  Administration  Regional  Office,  252 
Seventh  Avenue,  New  York  City,  has  been 
contacted,  and  it  was  mutually  agreed  that  the 
letter  of  agreement  now  in  effect  be  continued 
for  the  period  ending  June  30,  1969,  and  your 
committee  so  recommends. 

In  the  past,  the  function  of  the  liaison  com- 
mittee with  the  Veterans  Administration  con- 
cerned the  agreement  which  provided  medical 
services  to  veterans  prior  to  the  present  Vietnam 
War.  However,  your  committee  has  been 
assured  by  Dr.  Frankenthaler  that  veterans 
returning  from  Vietnam  will  be  provided  medi- 
cal services  under  the  same  agreement  and 
conditions  which  are  now  in  effect  with  the 
Veterans  Administration. 

We  are  indebted  to  Walter  Scott  Walls, 
M.D.,  chairman.  Commission  on  Medical 
Services,  and  Robert  E.  Westlake,  M.D.,  chair- 
man, Economics  Committee,  for  their  support. 
The  subcommittee  also  expresses  its  apprecia- 
tion to  George  P.  Farrell  for  his  services. 
Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

This  subcommittee  recommends  that  the 
letter  of  agreement  now  in  effect  with  the 
Veterans  Administration  be  continued  for  the 
period  ending  June  30,  1969.  The  committee 
has  received  assurance  from  the  Veterans 
Administration  Regional  Office  that  veterans 
returning  from  Vietnam  will  be  provided  with 
medical  service  under  the  same  conditions  and 
agreements. 

Your  reference  committee  concurs  with  this 


recommendation  and  believes  that  Herbert  H. 
Bauckus,  M.D.,  chairman,  and  James  L. 
Palmer,  M.D.,  should  be  commended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is 


composed  of  the  following: 

Robert  W.  Hurd,  M.D.,  Chairman.  . Oneida 

Lucius  H.  Bugbee,  Jr.,  M.D Chautauqua 

Robert  D.  Fairchild,  M.D Onondaga 

Francis  J.  Loperfido,  M.D Bronx 

John  D.  Naples,  M.D Erie 

Harry  J.  Mellen,  M.D Albany 

Philip  M.  Standish,  M.D Ontario 

Kurt  Rosenberg,  M.D Queens 

William  C.  Porter,  Jr.,  M.D Suffolk 

Hilbert  Ziskin,  M.D Montgomery 

John  A.  Hollis,  M.D Chenango 


The  committee  held  two  meetings  during  the 
year,  on  June  6 and  November  7. 

Resolutions.  At  the  June  6 meeting,  the 
committee  considered  the  following  resolutions 
referred  to  it  by  the  Council  of  the  Medical 
Society  of  the  State  of  N ew  Y ork: 

1.  Resolution  68-10,  Revision  of  the  Stand- 
ards for  Approval  by  Medical  Society  of  the 
State  of  New  York  of  New  York  State  Medical 
Care  Plans,  would  eliminate  differentials  in  pay- 
ments to  participating  and  nonparticipating 
physicians  and  recommends  that  the  “standards 
for  approval,”  as  adopted  by  the  House  in  1961, 
be  studied  and  re-evaluated.  After  considerable 
discussion,  the  committee  decided  that  addi- 
tional information  should  be  obtained  from  the 
Blue  Shield  Plans  regarding  the  provisions  of 
contracts  and  payments  for  services  provided  to 
both  participating  and  nonparticipating  physi- 
cians, and  the  whole  matter  be  considered  at  the 
next  meeting  of  the  committee. 

2.  Resolution  68-34,  Insurance  Coverage  for 
Ambulatory  Prehospital  Workup,  was  approved 
in  principle.  From  information  provided  by  the 
Blue  Shield  Plans  in  the  State,  the  indication  is 
that  the  Plans  furnish  these  services  in  varying 
degrees  by  including  them  in  the  contract  di- 
rectly or  by  attaching  a rider. 

3.  Resolution  68-51,  Voluntary  Health  In- 
surance in  New  York  State,  requests  the  State 
Medical  Society  to  determine  the  requirements 
for  its  continued  support  of  the  voluntary  health 
insurance  programs,  with  due  emphasis  on  com- 
prehensive medical  care  and  payments  to 
physicians  of  the  usual,  customary,  and  prevail- 
ing fees.  The  committee  voted  to  petition  the 
Council  to  parallel  the  action  of  the  Blue  Shield 
Plans  in  urging  the  State  Superintendent  of  In- 
surance to  permit  payment  of  “usual,  customary, 
and  prevailing  fees”  on  all  contracts. 

Blue  Shield  Plans.  Since  the  June  6 meet- 
ing, the  chairman  has  contacted  the  managing 
directors  of  the  Blue  Shield  Plans  of  the  State, 
asking  for  their  suggestions  as  to  how  the  Com- 
mittee on  Medical  Care  Insurance  and  the  Blue 
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Shield  Plans  can  cooperate  more  effectively  in  an 
effort  to  adequately  meet  the  needs  of  today  and 
the  future  to  provide  a more  comprehensive 
medical  insurance  program.  Every  Plan  re- 
sponded to  the  chairman’s  letter.  The  commit- 
tee strongly  urges  that,  in  the  interest  of  the 
medical  profession  and  for  many  other  reasons, 
there  should  be  a realistic,  strong,  and  working 
rapport  between  the  State  Medical  Society  and 
the  Blue  Shield  Plans  in  the  State.  It  is  also 
suggested  that  recognition  be  given  to  the  fact 
that  the  Blue  Shield  Plans  in  offering  “paid-in- 
full”  service  benefits  are  tied  to  unrealistic  in- 
come levels  and  out-dated  fee  schedules. 

The  committee  recommends  that  all  Plans 
have  available  a standard  expanded  coverage 
program  comparable  to  that  being  provided 
understate  and  Federal  employe  programs. 

The  standardization  of  procedure  codes  and 
nomenclature  is  also  recommended  for  the  use  of 
all  groups  so  that  comparative  studies  and  sta- 
tistics have  definite  meaning. 

It  was  brought  to  the  attention  of  the  commit- 
tee that,  at  a recent  meeting  of  the  National 
Association  of  Blue  Shield  Plans,  a task  force  was 
established  to  determine  what  the  scope  of  bene- 
fits should  be  in  a reasonable  comprehensive 
health  plan.  From  70  to  80  Plans  offer  many 
different  types  of  benefits;  however,  every  plan 
wishing  to  use  the  Blue  Shield  emblem  must 
comply  within  the  next  two  years  with  the  scope 
of  benefits  recommended  by  the  task  force. 

The  committee  voted  to  meet  with  Blue  Shield 
Plan  representatives  in  the  near  future  to  discuss 
and  to  develop  a comprehensive  health  plan  with 
payment  for  doctors’  services  on  a usual  and 
customary  fee  basis.  After  meeting  with  the 
Plans,  the  committee  will  report  to  the  Council 
with  its  recommendations. 

Approval  of  Plans.  The  committee  recom- 
mends the  approval  of  all  seven  Blue  Shield 
Plans  in  New  York  State  and  is  happy  to  report 
that  the  differences  between  Monroe  and 
Chautauqua  County  Medical  Societies  have 
been  satisfactorily  resolved  with  their  respective 
Blue  Shield  Plans. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  the  members  of  the 
committee  for  their  cooperation,  to  George  P. 
Farrell,  for  his  assistance  and  guidance,  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial 
assistance. 

Respectfully  submitted, 

Robert  W.  Hurd,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Insurance  coverage  for  ambulatory  pre- 
hospital workup  was  approved  in  principle. 

The  committee  requested  the  Council  to  urge 
the  State  Superintendent  of  Insurance  to  permit 
payment  of  usual,  customary,  and  prevailing 
fees  in  all  voluntary  health  insurance  contracts 
(resolution  68-51,  item  3 of  committee’s  re- 
port) . 

The  committee  reported  progress  in  its  efforts 


to  collaborate  with  Blue  Shield  Plans  to  de- 
velop comprehensive  health  plans  with  pay- 
ment of  doctors’  services  on  a usual  and  cus- 
tomary-fee basis. 

The  committee  recommended  approval  of  all 
7 Blue  Shield  Plans  in  New  York  State. 

Robert  W.  Hurd,  M.D.,  chairman,  and  his 
committee,  merit  the  gratitude  of  the  Society 
for  their  efforts. 

Your  reference  committee  recommends  the 
adoption  of  this  report  with  the  substitution  of 
the  word  “reasonable”  for  the  word  “prevail- 
ing” in  item  3 of  resolution  68-51. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Bureau  of  Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Bureau  of  Medical  Care  Insurance 
operates  under  the  direction  of  the  Economics 
and  Medical  Care  Insurance  Committee,  com- 
ponents of  the  Commission  on  Medical  Serv- 
ices. George  P.  Farrell  is  director  of  the 
Division  of  Medical  Services  and  was,  until  July 
1,  1968,  administrative  officer  of  CHAMPUS 
(Public  Law  614,  Dependent’s  Medical  Care 
Program). 

Your  director  serves  as  adviser  to  these 
committees  and  also  to  the  Subcommittee  on 
Liaison  with  the  Veterans  Administration. 

Meetings.  Your  director  has  attended  all 
meetings  of  the  committees  and  has  also  at- 
tended the  following  meetings: 

February  21:  Spoke  before  the  Medical 

Assistants’  Conference,  Queens  County  Medical 
Society,  and  on  February  28,  the  Kings  County 
Medical  Society. 

September  24:  Attended  a meeting  at  the 
Cornell  Club,  called  by  the  president,  Edward 
C.  Hughes,  M.D.,  regarding  the  proposal  of 
Peat,  Marwick,  Mitchell  and  Company  for  a 
study  of  usual,  customary,  and  prevailing  fees. 

September  24  and  30:  Met  with  Milton  B. 
Philips,  M.D.,  and  Samuel  Frank,  M.D.,  to 
review  a Keogh-type  plan. 

October  5,  6,  and  7:  Attended  the  National 
Conference  of  Blue  Shield  Plans  in  Chicago. 

October  8:  Spoke  before  the  Rensselaer 

County  Medical  Society  at  Troy,  New  York; 
the  Franklin  County  Medical  Society  on  October 
16,  and  Putnam  County  Medical  Society  on 
December  14  regarding  consideration  of  the 
Keogh  plan. 

December  12:  Attended  a meeting  of  the 

Blue  Shield  of  Western  New  York  and  met  with 
Donald  R.  Robertson,  executive  director  of  the 
Genesee  Valley  Medical  Care,  Inc.,  on  Decem- 
ber 13. 

January  18:  Attended  the  Conference  of 

County  Medical  Society  Presidents  in  Syracuse. 

CHAMPUS.  During  the  period  from  Janu- 
ary 1,  1957,  to  June  30,  1968,  there  were  161,721 
claims  paid  to  physicians  in  the  amount  of 
$12,150,429,  representing  13,262  participating 
physicians. 

For  the  period  from  October,  1967,  through 
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TABLE  I.  Operation  of  Blue  Shield  and  Blue  Cross  Plans 


Location 

Earned  Premium 
Income 

Claims 

Expense 

Operating 

Expense 

Participating 

Physicians 

New  York 

$95,550,000 

$75,962,000 

$13,950,000 

20,119 

Buffalo 

28,828,524 

24 , 593 , 364 

2,513,901 

1,955 

Rochester* 

14,768,000 

13,650,000 

1 , 262 , 000 

1,432 

Albany 

9,528,334 

8,236,548 

1,277,013 

875 

Syracuse 

8,287, 866 

7,169,099 

927 , 006 

1 , 458 

Utica 

5,746,344 

4,651,651 

571,812 

797 

Jamestown 

1,028,549 

799,922 

136,350 

105 

Total 

$163,737,617 

$135,062,584 

$20,638,082 

26,741 

* Estimated 


TABLE  II.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 


- Membership » Per  Cent  of  • Increase 


Location 

Blue  Shield 

Blue  Cross 

Members 

Blue  Shield 

Blue  Cross 

New  York 

5,613,811 

7,946,380 

70  64 

363,811 

370,708 

Buffalo 

896.399 

920,865 

97  34 

31,826 

32,041 

Rochester 

760,981 

777,862 

97  83 

35,112 

32,729 

Albany 

419,322 

454,031 

92 . 35 

29 , 200 

29 , 188 

Syracuse 

331,181 

442,769 

74 . 75 

11,771 

11,201 

Utica* 

284,607 

267 , 706 

94  44 

6,547 

5,919 

Jamestown 

53,754 

60,055 

89.52 

7,550 

6,419 

W atertown 

32,579 

1,935 

8,360,055 

10,902,247 

76  68 

485,817 

490,140 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members.  Watertown  Blue  Cross  members  added  to  Utica  Blue  Cross 
members  in  calculating  percentage. 


May,  1968,  $8,780  was  paid  for  drugs  and 
$62,309  for  the  handicapped,  total  of  $12,- 
221,518. 

On  February  16,  I met  with  Brigadier  General 
Norman  E.  Peatfield,  executive  director,  and 
Colonel  William  H.  Hayes,  contracting  officer 
of  the  Office  for  Dependents’  Medical  Care. 

On  May  7 and  8,  I met  with  Colonel  William 
H.  Hayes,  Colonel  Robert  H.  Holzworth,  Major 
Harry  C.  Shaffer,  and  John  Zahn  of  the  Office 
for  Dependents’  Medical  Care.  The  primary 
purpose  of  this  meeting  was  to  review  the 
CHAMPUS  program  to  determine  if  payments 
were  being  made  to  doctors  on  a usual,  cus- 
tomary, and  prevailing  fee  basis  because  the 
information  that  had  been  given  to  the  retirees 
and  their  dependents  was  that  reimbursement 
would  be  made  on  this  basis. 

This  matter  was  discussed  by  Colonel  Hayes, 
Major  Shaffer,  Dr.  Fineberg,  and  myself  on 
May  9,  at  which  time  it  was  pointed  out  that 
pressure  was  being  exerted  by  the  assistant 
secretary  of  defense,  health  and  medicine, 
to  get  all  carriers  to  adopt  the  usual,  customary, 
and  prevailing  fee  concept.  It  was  suggested 
that  the  administrative  functions  be  transferred 
to  a fiscal  administrator  who  has  computer 
facilities  to  determine  the  usual,  customary,  and 
prevailing  fees. 

In  accordance  with  the  desire  expressed  by 
the  Office  for  Dependents’  Medical  Care  to 
terminate  the  CHAMPUS  contract,  the  Council 
voted  approval  to  terminate  this  contract  on 
May  16,  1968,  effective  June  30,  1968. 

As  administrative  officer  of  the  program  since 


January  1,  1957,  it  has  been  an  interesting  and 
rewarding  experience  to  have  had  the  oppor- 
tunity to  work  with  the  following  executive 
directors  of  the  program:  Major  General  Paul  I. 
Robinson,  MC;  Brigadier  General  Floyd  L. 
Wergeland,  MC;  Brigadier  General  W.  D. 
Graham,  MC;  Colonel  Bryan  C.  T.  Fenton, 
MC;  Major  General  James  H.  Forsee,  MC; 
Major  General  H.  W.  Doan,  MC;  and  Brigadier 
General  Norman  E.  Peatfield,  MC. 

I wish  to  especially  express  my  appreciation 
to  Colonel  William  H.  Hayes,  MSC,  contracting 
officer,  and  his  staff,  for  the  cooperation  and 
understanding  of  our  mutual  problems  in 
administering  the  program. 

On  July  1,  1968,  United  Medical  Service, 
Inc.,  took  over  the  administration  of  the 
CHAMPUS  program  and  agreed  to  accept  all 
of  the  employes  who  expressed  a desire  to  con- 
tinue working  with  the  program. 

I also  wish  to  express  my  thanks  and  apprecia- 
tion to  the  employes  who  worked  so  con- 
scientiously and  faithfully  while  the  program 
was  administered  by  this  office,  and  I would  be 
remiss  if  I did  not  also  express  my  appreciation 
to  the  members  of  the  Economics  Committee 
who  devoted  their  time  in  evaluating  medical 
claims  which  did  not  conform  to  a line  item 
and  which  required  special  evaluation  regarding 
fees,  particularly  Carl  R.  Ackerman,  M.D., 
Jeff  J.  Coletti,  M.D.,  and  Adelaide  Romaine, 
M.D. 

Blue  Shield.  Only  a progress  report  can  be 
presented  at  this  time  because  of  the  time 
required  to  accumulate  the  data  for  the  period 
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ending  December  31,  1968  (Tables  I and  II). 

Conclusion:  I wish  to  express  my  apprecia- 
tion to  Mrs.  Clementine  Thompson,  my  secre- 
tary, for  her  efficient  and  conscientious  services 
during  the  past  year. 

Respectfully  submitted, 
George  P.  Farrell,  Director 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the 
annual  report  of  the  Bureau  and  commends 
George  P.  Farrell,  director  of  the  Bureau,  for 
the  accomplishments  of  this  Bureau. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Workmen’s  Compensation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  of  Workmen’s  Compensation. 

The  committee  consists  of  the  following 
members: 

Frederic  W.  Holcomb,  Jr.,  M.D..  Chairman . . . 

Ulster 

Albert  M.  Schwartz,  M.D New  York 

Raymond  F.  Smith,  M.D Nassau 

Wyllys  A.  Dunham,  M.D Schenectady 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Kalb,  M.D Broome 

John  H.  Morton,  M.D Monroe 

Peter  A.  Casagrande,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

Robert  Katz,  M.D New  York 

Since  its  last  report  to  the  House  of  Delegates, 
the  committee  has  met  on  two  occasions  to  con- 
sider problems  relating  to  workmen’s  compensa- 
tion matters  and  to  advise  the  Medical  Society’s 
representatives  on  the  Workmen’s  Compensa- 
tion Board’s  Advisory  Committee  on  the  Medi- 
cal Fee  Schedule  and  Allied  Problems.  The 
committee  gave  serious  consideration  to  all  com- 
plaints and  suggestions  referred  by  members  as 
individuals  or  as  representatives  of  various 
specialty  groups. 

Problems  dealing  with  bills  submitted  by 
hospital-based  physicians  were  under  close 
scrutiny  by  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems. 
The  matter  was  referred  to  the  Hospital  Refer- 
ence Committee  of  the  New  York  Compensation 
Insurance  Rating  Board.  The  meeting  was 
called  to  consider  problems  arising  in  connection 
with  emergency  room  coverage  by  associations 
of  physicians  not  on  salary,  limiting  their  prac- 
tice to  emergency  medical  care  in  community 
hospitals.  The  Medical  Society  through  its 
representatives  voiced  objection  to  hospitals 
submission  of  bills  which  combine  charges  for 
hospital  and  medical  services  into  one  fee,  such 
charges  to  be  later  distributed  to  the  treating 
physicians.  The  matter  was  then  referred  to 
the  Inter-Departmental  Health  Economics 


Committee  of  the  Workmen’s  Compensation 
Board  which  ruled  the  following:  “After  July 

1,  1968,  no  costs  of  a contract.  . .will  be 
included  in  either  the  inpatient  rate  or  the  out- 
patient rate.  Physicians  will  be  paid  on  a fee- 
for-service  basis  at  80  per  cent  of  the  fees  in  the 
Medical  Fee  Schedule  for  inpatient  and  out- 
patient emergency  treatment.”  It  was  the 
Advisory  Committee’s  opinion  that  a physician 
giving  emergency  room  treatment  should  be  paid 
in  accordance  with  Code  0003,  which  in  the  pres- 
ent fee  schedule  is  listed  at  $6.50. 

Medical  Society  representatives  attended 
eight  meetings  of  the  Advisory  Committee  on 
the  Medical  Fee  Schedule  and  Allied  Problems 
during  the  past  year  and  participated  in  recom- 
mendations to  the  chairman  of  the  Workmen’s 
Compensation  Board  dealing  with  the  issues  of 
emergency  room  treatment,  payment  for  office 
visit  for  minor  procedures,  uniform  terminology 
compatible  with  that  promulgated  by  the 
American  Medical  Association,  legislation,  dis- 
tribution of  copies  of  reports  of  examination  by 
carrier’s  medical  consultant,  first-visit  fee  and 
arthrocentesis,  obligatory  chest  x-ray  films  taken 
in  hospitals  for  inpatients,  fees  for  x-ray  spe- 
cialists and  x-ray  fees  for  other  specialty  groups, 
and  notice  of  referee’s  decision  to  attending 
physician. 

Fee  Schedule.  The  recommendations  of  the 
committee,  approved  by  the  Council,  regarding 
many  items  in  the  workmen’s  compensation  fee 
schedule  were  accepted  by  the  chairman  of  the 
Workmen’s  Compensation  Board,  and  a new  fee 
schedule,  effective  July  1,  1968,  was  distributed 
to  all  authorized  physicians  by  the  Workmen’s 
Compensation  Board. 

Legislation.  The  committee  strongly  op- 
posed the  amending  of  Section  13-h  of  the 
Workmen’s  Compensation  Law  designed  to 
exempt  Veterans  Administration  hospitals  from 
the  provisions  of  the  law  dealing  with  medical 
care  rendered  at  wholly  tax-supported  hospitals. 
Despite  our  opposition  this  amendment  was 
passed  by  the  Legislature  and  was  signed  into 
law,  effective  May  14,  1968. 

The  committee  has  again  recommended  to  the 
Legislation  Committee  the  introduction  and 
support  of  various  legislative  amendments  de- 
signed to  improve  patient  care  and  to  eliminate 
some  objectionable  features  currently  contained 
in  the  Workmen’s  Compensation  Law.  Such 
items  include  the  extension  of  the  definition  of 
“compensation”  to  cover  medical  care,  the 
elimination  of  the  requirement  for  authorization 
under  the  Workmen’s  Compensation  Law  to 
certify  claimants  for  benefits  under  the  Disabil- 
ity Benefits  Law,  the  reimbursement  of  pay- 
ments to  physicians  by  compensation  claimants, 
and  the  addition  of  interest  at  the  legal  rate  for 
payments  withheld  for  an  unnecessarily  long 
time  interval. 

The  director  attended  a full  day’s  Legislative 
Hearing  on  the  Taylor  Law. 

Education.  News  of  New  York  was  utilized 
to  alert  physicians  to  the  distribution  of  a new 
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fee  schedule  which  became  effective  July  1, 1968. 

The  director  was  a guest  speaker  at  a sympo- 
sium sponsored  by  the  American  Management 
Association  for  medical  directors  and  industrial 
nurses.  He  also  was  invited  to  participate  in  a 
program  arranged  by  the  Medical  Assistants 
Association  of  the  State  of  New  York  for  their 
chapter  members  and  others  in  the  five  counties 
of  the  New  York  City  area.  Attendance  was  in 
proportion  to  the  membership  in  each  county, 
and  the  program  provoked  many  questions  from 
the  audience,  highlighting  some  of  the  difficulties 
encountered  in  the  filing  and  processing  of  forms 
for  various  types  of  medical  care  plans,  such  as 
Medicare,  Medicaid,  Blue  Shield,  CHAMPUS, 
and  Workmen’s  Compensation.  This  subject 
was  also  covered  by  the  director  at  his  annual 
lecture  course  for  medical  assistants  at  Rockland 
County  Community  College  and  before  a group 
of  medical  assistants  in  the  Saranac  Lake  area. 

Meetings  and  Liaison.  The  director  at- 
tended several  meetings  of  the  American 
Academy  of  Compensation  Medicine  and  par- 
ticipated in  a meeting  of  its  executive  board  to 
plan  the  program  for  its  annual  meeting  in 
November.  A series  of  symposia  will  be  held 
dealing  with  workmen’s  compensation  and 
medical-legal  matters  relating  thereto.  He  also 
attended  a conference  with  the  administrator  of 
business  management  and  personnel  of  the 
Workmen’s  Compensation  Board  regarding  the 
issuance  of  the  new  fee  schedule. 

The  director  participated  in  two  meetings  of 
the  Committee  on  Economics;  he  also  attended 
a symposium  on  “Comprehensive  Vision  Care 
in  a Labor  Medical  Center”  sponsored  by  the 
National  Maritime  Union  and  a dinner  honoring 
General  S.  E.  Senior  given  by  the  New  York 
Claims  Association.  He  also  addressed  the 
new  members  of  the  four-county  medical  soci- 
eties at  the  Central  New  York  Academy 
of  Medicine  in  New  Hartford.  The  meeting 
was  well  attended  and  presented  valuable 
first-hand  information  on  the  conduct  of 
medical  practice  in  the  four-county  area. 

The  director  attended  the  president’s  con- 
ference for  chairmen  of  commissions  and  com- 
mittees, in  Syracuse.  He  also  attended  a joint 
meeting  of  the  Hospital  Conference  Committee 
of  the  New  York  Compensation  Insurance  Rat- 
ing Board  and  the  Hospital  Association  of  the 
State  of  New  York  to  consider  problems  in  con- 
nection with  emergency  room  coverage  by  asso- 
ciations of  physicians,  who  are  not  on  salary,  and 
who  limit  their  practice  to  emergency  room  care 
in  community  hospitals.  He  was  present  at  a 
dinner  given  by  General  S.  E.  Senior,  chairman 
of  the  Workmen’s  Compensation  Board,  for 
members  of  several  committees  of  the  Board. 

Arbitrations.  During  the  preceding  twelve 
months,  77  arbitration  sessions  were  held 
throughout  the  State;  55  were  held  in  the  New 
York  City  area.  A total  of  1,769  cases  were 
submitted  for  arbitration.  Disputed  medical 
bills  amounted  to  $344,866.97.  Postponements 
deferred  the  settlement  of  231  cases,  and  1,038 
cases  were  settled  by  arbitration.  A total  of  500 


cases  were  settled  without  arbitration,  and  50 
were  brought  to  amicable  conclusion  by  direct 
negotiations  with  the  assistance  of  our  Division  of 
Workmen’s  Compensation. 

Appreciation.  The  chairman  wishes  to  ex- 
press his  regret  at  the  departure  of  Robert  Katz, 
M.D.,  as  director  of  the  Division  of  Occupa- 
tional Health  and  Workmen’s  Compensation. 
His  activities  and  leadership  during  the  eight 
years  he  was  on  the  staff  have  been  greatly  ap- 
preciated by  the  many  chairmen  who  have 
worked  with  him.  We  wish  him  every  success 
in  his  new  position  with  the  Equitable  Life 
Assurance  Society  of  the  United  States. 

The  chairman  also  wishes  to  express  his  deep 
appreciation  to  Miss  Alice  E.  Wheeler,  adminis- 
trative assistant  in  the  Division.  Her  responsi- 
bilities have  obviously  been  greatly  increased 
since  the  resignation  of  Dr.  Katz,  and  she  has 
been  solely  responsible  for  the  coordination  of 
the  committee’s  activities  in  the  interim. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman 

Workmen’s  Compensation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  recommendation  of  the  Committee  on 
Workmen’s  Compensation  to  substitute  the 
usual,  customafy,  and  prevailing  fee  in  place  of 
the  Workmen’s  Compensation  fee  schedule  was 
approved  by  the  Council  at  its  meeting  on 
November  21. 

The  chairman  of  the  Workmen’s  Compensa- 
tion Board,  General  S.  E.  Senior,  was  notified 
of  this  action  and  presented  it  to  the  Advisory 
Committee  for  the  Medical  Fee  Schedule  and 
Allied  Problems  of  the  Workmen’s  Compensa- 
tion Board,  at  its  meeting  on  February  6, 
1969.  The  Advisory  Committee  considered 
this  matter  and  recommended  that  action  be 
deferred  until  the  study  by  Peat,  Marwick, 
Mitchell  and  Company,  conducted  on  behalf 
of  the  State  Medical  Society,  is  completed. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

This  committee  was  instrumental  in  effecting 
a ruling  from  the  Workmen’s  Compensation 
Board  that,  “After  July  1,  1968,  no  costs  of  a 
contract  with  physicians  in  emergency  room 
groups . . . will  be  included  in  either  the  inpatient 
rate  or  the  outpatient  rate.  These  groups  of 
physicians  will  be  paid  by  the  carriers  on  a fee- 
for-service  basis  for  inpatient  and  outpatient 
emergency  treatment.  It  was  the  Advisory 
Committee’s  opinion  that  physicians  of  such 
emergency  room  groups  should  be  paid  in 
accordance  with  line  item  0003,  first  office  visit 
to  a general  practitioner,  which  in  the  present 
fee  schedule  is  listed  at  $6.50. 

A new  amended  fee  schedule,  effective  July  1, 
1968,  was  distributed  by  the  Workmen’s 
Compensation  Board. 
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The  committee  has  again  recommended  to  the 
State  Legislation  Committee,  that  it  introduce 
in  the  Legislature  and  support  various  amend- 
ments designed  to  improve  patient  care  and  to 
eliminate  some  objectionable  features  currently 
contained  in  the  Workmen’s  Compensation 
Law. 

During  the  year,  77  arbitration  sessions  were 
held  State-wide,  involving  1,769  cases.  The 
Division  of  Workmen’s  Compensation  par- 
ticipated in  the  settlement  of  50  cases  by  direct 
negotiation. 

Frederic  W.  Holcomb,  Jr.,  M.D.,  and  his 
committee,  have  performed  effectively  and 
deserve  commendation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Occupational  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Occupational  Health.  The  committee  con- 
sists of  the  following: 

Dallas  E.  Billman,  M.D.,  Chairman  . . Steuben 


Robert  H.  Baysinger,  M.D Jefferson 

James  J.  Brandi,  M.D Erie 

Peter  J.  DiNatale,  M.D Genesee 

Walter  J.  Gerstle,  M.D Albany 

Robert  P.  Jessup,  M.D Nassau 

Robert  E.  Sandroni,  M.D Schenectady 

Herbert  F.  Wendelken,  M.D Richmond 


During  the  twelve-month  period  since  its  last 
report  to  the  House  of  Delegates,  the  Committee 
met  on  two  occasions. 

The  planned  pilot  study  of  industrial  health 
resources  to  be  undertaken  by  a county  medical 
society  will  begin  in  November. 

In  anticipation  of  future  developments,  the 
committee  decided  to  gather  all  available  in- 
formation regarding  manpower  resources  in 
occupational  medicine.  County  medical  socie- 
ties will  be  requested  to  conduct  a survey  of 
their  membership,  similar  to  the  one  being  car- 
ried on  in  Albany  County.  With  the  coopera- 
tion of  the  county  medical  societies,  it  may  be 
possible  to  assemble  a State-wide  roster  of 
physicians  with  experience  or  interest  in  occu- 
pational medicine,  which  can  be  made  available 
on  request  to  those  interested. 

The  committee  discussed  the  possible  implica- 
tions of  the  Occupational  Health  and  Safety 
Act  of  1968,  which  is  currently  under  considera- 
tion by  congressional  committees. 

Each  committee  member  was  urged  to  attend 
his  area  conference  on  Comprehensive  Health 
Planning  programs,  sponsored  by  the  State 
Medical  Society.  The  need  for  physicians  to 
participate  in  these  conferences  is  urgent,  and  ex- 
perienced physicians  can  help  develop  these  pro- 
grams. 

The  committee  decided  to  take  no  action  on 
a proposed  occupational  health  guide  for  New 
York  State,  since  it  was  agreed  that  literature 
on  the  subject,  available  from  competent 
sources,  is  adequate  at  this  time. 

On  the  recommendation  of  the  committee,  the 


Industrial  Health  Award  was  presented  at  the 
1968  House  of  Delegates  to  the  Medical  De- 
partment of  Consolidated  Edison  “in  recognition 
of  its  contributions  and  achievements  in  further- 
ing the  objectives  of  industrial  safety.” 

The  committee  recommended  to  the  Council 
that  its  name  be  changed  from  Committee  on 
Industrial  Health  to  the  Committee  on  Oc- 
cupational Health.  At  its  meeting  on  June 
13  the  Council  approved  this  change. 

The  director  of  the  division  of  Occupational 
Health  and  Workmen’s  Compensation  was  the 
guest  lecturer  in  orientation  symposia  sponsored 
by  the  American  Management  Association  for 
Industrial  Nurses.  He  also  participated  in  a 
symposium  sponsored  by  the  Workmen’s  Com- 
pensation Board  on  “The  Functions  and  Re- 
sponsibilities of  the  County  Medical  Society.” 

Detailed  reports  on  the  following  meetings 
were  prepared  by  the  director  and  distributed  to 
all  chairmen  of  industrial  health  committees 
throughout  the  State:  A Symposium  on  Com- 
prehensive Vision  Care  in  a Labor  Medical 
Center,  sponsored  by  the  National  Maritime 
Union;  a Conference  on  “The  Role  of  Regional 
Medical  Programs  in  Industrial  Medicine,” 
sponsored  by  the  Continental  Research  In- 
stitute; two  joint  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York 
Academy  of  Medicine  and  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.;  the  annual 
meeting  of  the  New  York  State  Society  of  In- 
dustrial Medicine,  Inc.;  and  the  1968  American 
Industrial  Health  Conference  and  Annual 
Meeting  of  the  Industrial  Medical  Association, 
in  San  Francisco.  The  director  also  attended 
the  meetings  of  the  Committee  on  Industrial 
Medicine  of  the  Medical  Society  of  the  County 
of  New  York. 

A revised  Workmen’s  Compensation  medical 
fee  schedule  was  distributed  to  all  authorized 
physicians  by  the  Workmen’s  Compensation 
Board  in  July,  1968. 

A representative  from  the  staff  of  the  Medical 
Society  of  the  State  of  New  York  attended  a 
meeting  of  State  and  county  medical  society 
committees  on  occupational  health  with  mem- 
bers of  the  Council  on  Occupational  Health  of 
the  American  Medical  Association  held  during 
the  28th  Congress  on  Occupational  Health,  in 
New  York  City  in  September.  One  of  the  sub- 
jects discussed  was  the  Occupational  Health  and 
Safety  Act  of  1968  (H.R.  14816).  The  impres- 
sion was  that  the  American  Medical  Association 
objected  to  Federal  control,  as  outlined  in  the 
bill,  but  that  it  would  favor  financial  assistance 
from  the  Federal  government  with  implementa- 
tion of  programs  by  the  states.  Reference  was 
made  to  a period  in  1947  and  1950  when  match- 
ing grants  were  made  by  the  Federal  govern- 
ment which  resulted  in  the  best  period  of  prog- 
ress in  the  industrial  health  area. 

Dwight  L.  Wilbur,  M.D.,  president  of  the 
American  Medical  Association,  spoke  before  the 
congress  on  the  opening  day  and  urged  the  full- 
est cooperation  between  the  plant  physician  and 
the  patient’s  private  physician  in  Workmen’s 
Compensation  and  occupational  illnesses. 
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Robert  Katz,  M.D.,  director  of  the  Division 
of  Industrial  Health  and  Workmen’s  Com- 
pensation, resigned  from  the  staff  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  take 
another  position  in  New  York  City.  His  per- 
formance had  been  outstanding.  Our  com- 
mittee always  found  him  to  be  capable,  willing, 
and  pleasant,  and  we  trust  that  his  successor 
will  be  of  comparable  stature 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

With  the  assistance  of  county  medical  socie- 
ties, this  committee  anticipates  the  preparation 
of  a State-wide  roster  of  physicians  interested 
in  occupational  medicine. 

On  the  recommendation  of  the  committee, 
the  Council  changed  the  name  of  the  Committee 
on  Industrial  Health  to  the  Committee  on 
Occupational  Health. 

It  is  recommended  that  Dallas  E.  Billman, 
M.D.,  chairman,  and  his  committee  be  com- 
mended. 

The  retirement  of  Robert  Katz,  M.D.,  as 
director  of  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation,  is  noted  with 
regret.  He  has  been  succeeded  by  James  F. 
Higgins,  M.D.,  and  we  wish  him  success  in  his 
endeavors. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Labor  Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
member’s: 

William  H.  Foege,  M.D.,  Chairman 

New  York 

Theodore  Rosenthal,  M.D New  York 

Since  its  appointment  by  the  president  in 
1963,  this  committee  has  made  repeated  efforts 
to  establish  a working  liaison  with  the  leaders 
of  organized  labor  who  are  active  in  the  fields 
of  health  and  welfare.  The  members  of  the 
committee  have  always  been  individuals  who 
were  well  acquainted  with  the  labor  health 
movement  and  sympathetic  to  its  aims. 

The  committee  wrote  to  the  State  AFL-CIO 
to  inform  them  of  its  existence  and  of  its  desire, 
as  a representative  of  the  Medical  Society  of 
the  State  of  New  York,  to  cooperate  in  any 
attempts  that  might  be  made  to  solve  the 
medical  problems  of  the  members  of  organized 
labor  and  asked  that  this  information  be  trans- 
mitted to  the  individual  unions. 

When  the  listings  of  the  Labor  Health 
Centers  were  deleted  from  the  Medical  Directory 
of  New  York  State,  the  committee  conducted  a 
vigorous  campaign  for  reinstatement  of  these 
listings.  The  effort  was  successful  to  the  extent 
that  the  listings  were  not  only  reinserted  but 
were  given  a special  section. 


The  committee  compiled  statistics  on  the 
staff  and  activities  of  the  labor  health  centers. 
The  directors  and  business  administrators  were 
invited  to  submit  any  questions  on  which  a 
consensus  opinion  might  be  of  value  for  in- 
clusion in  the  committee’s  questionnaires. 

The  committee  organized  a course  of  instruc- 
tion in  radiology  for  labor  health  center  physi- 
cians which  was  given  at  the  State  Medical 
Society’s  headquarters  and  at  Society  expense. 
The  medical  directors  were  asked  to  suggest 
other  educational  efforts  that  might  be  helpful. 

The  committee  organized  a luncheon  meeting 
to  which  medical  directors  and  business  ad- 
ministrators of  the  health  centers  were  invited 
to  hear  a speaker  from  the  Central  Labor 
Council  and  to  discuss  questions  of  mutual 
interest. 

The  response  to  these  endeavors  has  been 
most  disappointing.  The  labor  organizations 
have  never  contacted  the  committee  to  propose 
the  continuation  of  any  of  these  activities. 
There  has  been  no  proposal  made  to  discuss 
problems  of  mutual  interest,  and  there  have 
been  no  requests  for  assistance. 

The  committee  feels  that  it  has  made  a sincere 
attempt  to  show  that  the  Medical  Society  of 
the  State  of  New  York  is  interested  and  willing 
to  cooperate  with  labor  groups  in  providing 
medical  care  for  union  members.  To  date, 
there  has  been  no  tangible  response,  and  it  is 
recommended  that  the  committee  be  put  on  an 
inactive  status,  possibly  to  be  reactivated  if  we 
are  asked  for  help  by  the  labor  unions  or  if  the 
officers  of  the  State  Medical  Society  find  that  a 
time  has  come  when  renewed  effort  by  a Com- 
mittee on  Labor  Health  Facilities  can  serve  a 
useful  purpose. 

The  committee  wishes  to  express  its  gratitude 
to  Robert  Katz,  M.D.,  and  Miss  Alice  E. 
Wheeler  for  their  invaluable  assistance  in  the 
work  of  the  committee. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Since  1963,  this  committee  has  unsuccessfully 
attempted  to  be  in  rapport  with  the  leaders 
of  organized  labor  who  are  active  in  the  fields 
of  health  and  welfare.  In  accordance  with  the 
committee’s  request,  your  reference  committee 
recommends  that  it  be  inactivated.  However, 
your  reference  committee  believes  that  efforts 
to  work  with  organized  labor  should  be  con- 
tinued and  that  the  problem  should  be  referred 
to  the  Council  for  assignment  to  another  com- 
mittee, possibly  the  Economics  Committee. 

William  H.  Foege,  M.D.,  chairman,  and 
Theodore  Rosenthal,  M.D.,  are  to  be  com- 
mended for  their  efforts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

0E0  Clinics 

To  the  House  of  Delegates,  Gentlemen : 
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The  membership  of  the  Ad  Hoc  Committee  on 
OEO  Clinics  consists  of  the  following: 

Walter  T.  Heldmann,  M.D.,  Chairman 


Richmond 

Carl  Goldmark,  Jr.,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

JohnE.  Lowry,  M.D Queens 

Thomas  W.  Mou,  M.D Onondaga 


Our  committee,  although  it  has  had  but  one 
opportunity  to  discuss  a concrete  proposal,  has 
recommended  the  following  guidelines  for  future 
involvement  in  this  area: 

1.  Develop  a closer  relationship  with  Office 
of  Economic  Opportunity,  Department  of 
Health,  Education,  and  Welfare  and  other 
government  agencies  so  that  these  projects  can 
be  studied  and  approved  or  disapproved  by  the 
local  county  medical  societies. 

2.  Have  someone,  nominated  by  the  appro- 
priate county  medical  society,  appointed  to 
serve  on  the  policy-making  board  of  these  clinics 
to  assure  high  quality  and  standards  of  medical 
care  at  the  centers. 

The  committee  also  recommended  that  a com- 
mittee of  the  State  Medical  Society  should  serve 
as  a source  of  information  to  the  county  medical 
societies,  to  educate  them  on  what  is  available 
through  this  program  and  aid  them  in  setting  up 
proper  local  committees  to  review  these  pro- 
posals. 

In  essence,  since  the  involved  areas  are  best 
served  by  physicians  in  the  local  areas,  the  Office 
of  Economic  Opportunity  has  been  advised  ac- 
cordingly. This  is  spelled  out  in  the  following 
letter  which  was  sent  to  Gary  D.  London,  M.D., 
director,  health  services  office,  Office  of  Eco- 
nomic Opportunity,  Washington,  D.C.,  on 
October  8. 

“Your  letter  of  September  20,  1968,  enclos- 
ing a copy  of  a grant  proposal  for  a Compre- 
hensive Health  Services  Program  in  the  Red 
Hook  section  of  Brooklyn,  has  been  referred  to 
me  to  inform  you  of  the  action  taken. 

“The  Medical  Society  of  the  State  of  New 
York’s  Ad  Hoc  Committee  on  OEO  Clinics 
discussed  this  at  great  length.  We  are  very 
appreciative  of  the  interest  shown  by  your 
office  in  seeking  the  opinion  of  “organized 
medicine.”  Please  be  assured  that  we  are 
prepared,  willing,  and  able  to  cooperate. 

“Since  our  expertise  lies  in  the  area  of 
medical  services,  we  limited  our  discussion  to 
the  methods  which  should  be  employed  in  set- 
ting up  such  a project.  The  area  in  which  this 
health  service  program  is  located  is  in  Kings 
County  (Brooklyn).  Therefore,  the  commit- 
tee decided  to  have  the  corresponding  county 
medical  society  review  it  and  report  back  to 
the  State  committee.  It  is  felt  that  in  that 
manner  involvement  by  the  doctors  in  this 
area,  including  the  community  involved,  will 
be  in  a better  position  to  offer  their  coopera- 
tion if  they  are  convinced  that  this  project  is 
necessary  and  can  be  of  real  help  to  the  people 
in  this  neglected  area. 

“Therefore,  if  you  will  bear  with  us  for  a 
liltle  while  longer,  you  will  receive  our  com- 


ments which  I know  will  be  most  objective 

and  useful.” 

The  committee  then  agreed  that  the  function 
of  the  Ad  Hoc  Committee  on  OEO  Clinics  has 
been  completed  by  its  study  and  recommenda- 
tions and  that  the  recommended  broadened 
functions  be  turned  over  to  a Council  committee. 
Your  committee  chairman  respectfully  suggests 
that  this  might  logically  fall  within  the  work  of 
the  Committee  on  Hospital  and  Professional 
Relations. 

This  committee  will  then  be  discharged  before 
the  annual  meeting,  if  the  Council  accepts  its  re- 
port. Your  chairman,  therefore,  would  like  to 
take  this  opportunity  to  thank  the  members  of 
this  committee  for  their  cooperation  and  work. 
He  would  also  like  to  acknowledge  with  grati- 
tude the  advice  of  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  the  efforts  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division  of 
Standards  of  Medical  Care,  and  Miss  Catherine 
H.  Renze,  his  secretary. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

The  committee  recommends  that  (1)  a closer 
relationship  between  government  agencies  and 
the  county  medical  societies  be  developed,  (2) 
a nominee  of  the  county  medical  society  serve 
on  the  policy-making  board  of  these  clinics, 
and  (3)  a committee  of  the  Council  serve  as  a 
source  of  information  and  education. 

The  committee  asked  to  be  discharged. 
However,  your  reference  committee  believes 
that  regional  health  planning  is  most  important, 
and  the  work  of  the  committee  should  be  con- 
tinued and  its  membership  expanded. 

Your  reference  committee  recommends  that 
the  Society’s  thanks  be  extended  to  Walter  T. 
Heldmann,  M.D.,  chairman,  and  his  committee 
for  their  efforts. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Proposed  Health  Insurance  Law 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed 
Health  Insurance  Law  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman.  Nassau 


George  Himler,  M.D New  York 

James  A.  Moore,  M.D Albany 

John  Lee  Clowe,  M.D Schenectady 

Robert  E.  Westlake,  M.D Onondaga 

Robert  W.  Smith,  M.D Broome 

Eli  A.  Leven,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Wallace  M.  Sheridan,  M.D Westchester 


The  year  1968  was  a milestone  in  the  history 
of  compulsory  health  legislation  in  New  York 
State,  not  so  much  in  what  bills  were  passed  but 
what  it  portends  for  the  future. 

Your  committee  studied  the  bills  presented  to 
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the  Legislature.  We  had  submitted  guidelines 
in  our  report  to  the  House  of  Delegates  in  1968 
to  the  effect  that  any  legislation  of  this  type 
should  be  patterned  after  Public  Law  89-97, 
Title  18,  Part  A and  Part  B (Medicare)  and 
should  be  limited  to  that  segment  of  the  popula- 
tion affected  by  the  rollback  in  Medicaid  eligibil- 
ity standards.  Our  suggestions  were  disre- 
garded by  the  Governor. 

The  Governor  submitted  a bill  called  the 
compulsory  Health  Security  Act,  S.  5417.  This 
bill  was  presented  to  the  public  as  a hospitaliza- 
tion insurance  program  “similar  to  Blue  Cross.” 
In  our  opinion  this  statement  was  a misrepresen- 
tation of  the  facts  as  they  were  outlined  in  S. 
5417.  Fortunately,  this  bill  died  in  committee. 
Industry  opposed  it  because  of  the  high  cost  to 
the  employer.  Labor  unions  opposed  it  because 
of  the  high  cost  to  the  employe  and  because  the 
bill  would  fragment  their  efforts  toward  a 
nationalized  compulsory  health  insurance  pro- 
gram. Organized  medicine  opposed  it  because 
it  would  “short  change”  the  public  and  would 
force  the  physicians  into  a hospital-based, 
clinic-type  practice.  Furthermore,  it  would 
eliminate  the  private  practice  of  medicine  in 
many  areas  throughout  the  State. 

Since  this  legislation  would  affect  some  four- 
teen million  people  in  New  York  State  and  is  of 
such  vital  concern  to  all  physicians  in  the  private 
practice  of  medicine,  we  are  including  the  fol- 
lowing “Critique  of  the  Compulsory  ‘Health 
Security  Act’  ” in  our  annual  report  to  warn  our 
colleagues  of  the  inherent  dangers  of  this  type  of 
legislation  and  to  alert  physicians  to  the  fact  that 
we  can  anticipate  more  of  the  same  in  the  near 
future. 

Critique  of  Compulsory  “ Health  Security 
Act”  (S.  5417).  While  the  intent  of  providing 
hospital  insurance  and  cost  controls  and  ac- 
counting is  laudable,  the  principles  and  contents 
embodied  in  this  legislation  are  unacceptable  in 
its  present  form  for  the  following  reasons: 

1.  This  legislation  channels  the  consumer 
into  the  hospital  which  is  the  most  expensive 
area  of  health  care  and  further  escalates  the  per 
diem  hospital  costs. 

2.  It  promises  the  consumer  a service  it  can- 
not deliver  because  of  shortages  of  key  medical 
and  other  health  personnel. 

Comment.  Recent  testimony  and  newspaper 
accounts  report  delays  of  several  weeks  in  x-ray 
and  other  diagnostic  examinations  in  outpatient 
departments  of  hospitals  in  our  major  cities 
because  of  the  shortage  of  radiologists,  patholo- 
gists, technicians,  and  others.  This  legislation 
will  direct  more  traffic  into  the  outpatient  de- 
partment and  further  compound  the  over- 
crowded conditions  with  additional  delay  and 
confusion. 

3.  This  legislation  is  being  presented  as  a 
hospital  insurance  program  comparable  to  Blue 
Cross  which  does  not  involve  the  physician. 
This  concept  is  fallacious  as  it  includes  many 
physician-services  such  as  the  following: 

A.  Under  the  Health  Insurance  Benefits 


provisions  listed  on  pages  9 and  10,  paragraph 
908  1 (H),  it  includes  the  services  of  anesthesi- 
ologists, pathologists,  and  radiologists  “pro- 
vided he  is  a salaried  employe  of  the  hospital 
or  by  a hospital  staff  member  with  whom  the 
hospital  has  a fiscal  arrangement.” 

Comment.  Every  hospital  which  participates 
in  Medicare  must  have  at  least  a fiscal  arrange- 
ment with  the  specialists  mentioned  to  identify 
the  administrative  and  professional  phases  of 
their  work.  Therefore,  these  physicians  in 
almost  every  accredited  hospital  in  the  State 
would  come  under  this  provision.  This  is  con- 
trary to  the  intent  of  Congress  to  protect  the 
rights  of  these  physicians  under  Medicare  and 
establishes  a new  and  double  standard. 

B.  Under  the  Health  Insurance  Benefits 
provisions  regarding  diagnostic  or  evaluation 
services,  outpatient  hospital  care,  and  surgery 
listed  on  page  11,  paragraph  908  5(b),  (c),  and 
(d),  the  specific  items  regarding  physician  serv- 
ices are  vague  and  subject  to  varied  interpre- 
tation of  responsibilities  and  obligations  of  the 
hospital  and  of  the  physician.  If  physicians’ 
services  are  not  included,  it  should  be  so 
stated. 

4.  The  proposed  commission  makes  no  provi- 
sion for  representation  of  practicing  physicians 
even  though  physician  services  are  vital  to  the 
success  of  the  program. 

5.  The  Act  violates  the  bill  of  rights  of  the 
consumer  and  the  physician  which  the  Congress 
has  clearly  defined  in  the  Medicare  law. 

Comment.  The  consumer  is  denied  the  right 
to  select  the  facility  of  his  choice,  such  as  the 
radiologist  or  laboratory,  for  his  diagnostic 
workup.  The  radiologist  or  pathologist  who 
maintains  a private  laboratory,  is  discriminated 
against  by  having  his  patients  channeled  into  the 
hospital  because  the  patients  lose  their  benefits 
if  they  use  other  than  hospital  facilities. 

6.  The  estimated  cost  of  this  package  ex- 
ceeds the  combined  Blue  Cross-Blue  Shield 
premiums  in  many  areas  of  the  State. 

7.  The  Act  attempts  to  solve  the  problem 
caused  by  the  change  in  eligibility  standards  of 
Medicaid  by  offering  a panacea  which  will  only 
stockpile  the  problems. 

Comment.  There  are  many  unanswered  ques- 
tions regarding  the  coverage  and  administration 
of  this  legislation.  The  interpretation  of 
ambiguous  sections  of  this  legislation  could  have 
a profound  effect  on  the  quality  of  medical  care 
and  delivery  of  services,  which  is  of  great  con- 
cern to  the  medical  profession.  There  has  been 
no  consultation  or  in-depth  study  with  the 
Medical  Society  of  the  State  of  New  York  on 
this  legislation.  The  unfortunate  experience 
with  the  administration  of  Medicaid  should 
have  served  some  useful  purpose  in  avoiding 
future  mistakes.  Adequate  preparations  to  iron 
out  the  wrinkles  in  this  legislation  is  in  order  at 
this  time. 

8.  Enactment  of  his  Act  in  its  present  form 
will  result  in  a “brain  drain”  of  vitally  needed 
medical  specialists  from  the  State. 
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Comment.  It  is  indeed  difficult  at  the  present 
time  to  recruit  radiologists,  pathologists,  and 
anesthesiologists  to  fill  the  positions  in  our 
hospitals.  If  these  specialists  are  forced  by  this 
legislation  to  become  salaried  hospital  employes, 
the  number  of  these  physicians  leaving  the  State 
will  accelerate. 

Conclusion.  The  general  concept  of  cost 
control  and  hospital  insurance  is  good.  The  fine 
print  in  this  Act  is  disturbing  and  at  times 
ambiguous. 

If  physicians’  services  in  the  outpatient  de- 
partment and  emergency  room  are  interpreted  to 
be  hospital  services,  as  expressed  by  the  general 
counsel  of  the  Joint  Legislative  Committee,  and 
if  the  cost  of  this  service  is  calculated  to  be  part 
of  the  hospital  per  diem  reimbursement  formula, 
the  physicians  would  become  hospital  employes. 
This  is  a distinct  change  in  the  delivery  of 
medical  services  and  would  wipe  out  the  private 
practice  of  medicine  in  many  areas  of  the  State. 
It  would  also  accelerate  the  “brain  drain,” 
which  is  already  taking  place  in  the  cities,  from 
the  State.  If  this  interpretation  is  correct,  this 
legislation  will  be  a “sleeper”  bill  with  disastrous 
consequences  for  the  people  of  New  York  State. 

Until  these  interpretations  and  many  others 
are  clarified,  we  must  strongly  oppose  S.  5417  in 
its  present  form,  as  we  are  convinced  this  legisla- 
tion is  not  in  the  consumer’s  interest. 

We  believe  this  legislation  is  focusing  on  the 
wrong  target.  Instead  of  attempting  to  estab- 
lish a new  system  with  new  concepts  to  cover 
most  of  the  population  in  New  York  State,  it 
would  be  more  prudent  to  address  legislation  to 
the  area  of  need,  the  low  income  segment  of  the 
population  affected  by  the  rollback  in  Medicaid 
eligibility  standards. 

At  the  February,  1968,  meeting  of  the  House 
of  Delegates,  it  was  recommended  that  a health 
insurance  program  be  established  for  that  seg- 
ment of  the  population  affected  by  the  Medicaid 
rollback  and  that  this  be  on  a cost-sharing  basis 
similar  to  Title  18,  Part  A (Hospital)  and  Part  B 
(Physicians’  Services).  The  Medicare  program 
has  been  successful,  has  earned  the  support  of 
the  public  and  the  physician,  and  has  preserved 
quality  medical  care.  Experience  has  been 
gained  by  the  insurance  carriers  and  administra- 
tive interpretations  have  been  clarified.  The 
Medicare  concept  could  be  extended  with  some 
modifications  to  include  these  Medicaid  patients 
and  have  a much  better  chance  of  success  than 
attempting  to  introduce  a foreign  concept  of 
health  care  to  cover  fourteen  million  people  thus 
aggravating  the  critical  shortage  of  physicians, 
who  are  essential  in  providing  health  services  for 
all  the  people  in  the  State  of  New  York. 

We  urge  the  Legislature  and  the  Governor  not 
to  consider  S.  5417  at  this  time,  to  reassess  its 
goals,  and  to  institute  a dialogue  with  the 
Medical  Society  of  the  State  of  New  York  to  the 
end  that  constructive  legislation  evolves  which 
will  serve  the  people  and  preserve  quality 
medical  care. 

At  the  time  this  report  is  being  submitted,  in 
late  September,  our  State  legislators  are  preoc- 
cupied with  the  November  elections.  There- 


after, we  can  anticipate  the  preparation  of  bills 
on  compulsory  or  universal  health  insurance. 
The  State  is  faced  with  an  $800-million  deficit 
from  Medicaid,  and  there  is  not  the  cushion  in 
the  State  budget  to  absorb  this  loss.  Some 
method  must  be  found  to  shift  this  cost  from  the 
State  to  industry  and  the  public.  We  would  be 
naive  if  we  were  to  assume  there  would  not  be 
another  round  in  the  struggle  to  institute  a cost- 
sharing compulsory  health  insurance  program. 

Your  committee  will  study  these  proposals  as 
they  emerge,  discuss  the  bills  with  appropriate 
organizations,  write  critiques  on  the  bills,  and 
report  to  the  State  Medical  Society. 

Acknowledgments.  We  would  be  remiss  if 
we  did  not  express  our  gratitude  to  the  members 
of  our  committee  for  their  helpful  participation 
in  our  activities. 

Your  chairman  also  acknowledges  with  ap- 
preciation the  assistance  rendered  to  him  per- 
sonally, as  well  as  to  the  committee,  by  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  Martin  J.  Tracey,  Esq.,  coordinator, 
Legislation  Activities,  and  the  secretarial  staff. 
We  also  wish  to  thank  George  W.  Foy,  Esq.,  and 
John  C.  Rice,  Esq.,  legislative  counsel,  for  their 
cooperation  and  help  in  our  endeavors. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

This  committee,  under  the  chairmanship  of 
Ralph  S.  Emerson,  M.D.,  devoted  considerable 
time  and  effort  to  an  analysis  of  the  Compulsory 
Health  Security  Act,  S.  5417,  submitted  by  the 
Governor,  which  died  in  committee.  The 
Legislature  and  the  Governor  have  been  urged 
to  extend  the  Medicare  concept  to  Medicaid. 

Your  reference  committee  wishes  to  commend 
Ralph  S.  Emerson,  M.D.,  and  his  committee, 
for  their  thoughtful  critique  and  for  their 
conscientious  efforts.  We  agree  that  similar 
legislation  will  probably  be  introduced  in  the 
near  future  and  that  continued  vigilance  is 
indicated. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-20.  Fees  and  Billing  for  Medical  Services 
Under  Workmen’s  Compensation  Law 

Introduced  by  Section  on  Anesthesiology 

Whereas,  Twenty-four  states  have  estab- 
lished a system  of  usual,  customary,  and 
reasonable  fees  for  medical  services  under 
Workmen’s  Compensation  Law;  and 

Whereas,  Medicare  and  many  Blue  Shield 
plans  reimburse  physicians  on  the  basis  of  usual, 
customary,  and  reasonable  fees;  and 

Whereas,  Organized  medicine  is  striving  to 
establish  usual,  customary,  and  reasonable  fees 
for  all  medical  services;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 


1504  New  York  State  Journal  of  Medicine  / June  1,  1969 


State  of  New  York  take  appropriate  steps  to 
establish  usual,  customary,  and  reasonable  fees 
for  services  rendered  under  the  Workmen’s 
Compensation  Law;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  action  to 
obtain  the  right  of  billing  the  patient  directly 
under  the  Workmen’s  Compensation  Law. 

69-37.  Establishment  of  Usual,  Customary,  and 
Reasonable  Fees  and  Direct  Billing  Procedures 
under  Workmen’s  Compensation 

Introduced  by  Section  on  Plastic  and  Recon- 
structive Surgery 

Whereas,  Twenty-four  states  have  estab- 
lished a system  of  usual,  customary,  and 
reasonable  fees  for  Workmen’s  Compensation; 
and 

Whereas,  Medicare  and  many  Blue  Shield 
plans  reimburse  physicians  on  the  basis  of  usual, 
customary,  and  reasonable  fees;  and 

Whereas,  Organized  medicine  is  striving  to 
establish  usual,  customary,  and  reasonable 
fees  for  all  medical  services;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  action  to 
establish  usual,  customary,  and  reasonable  fees 
for  services  rendered  under  the  Workmen’s 
Compensation  Law;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  action  to 
obtain  the  right  to  directly  bill  the  patient 
under  the  Workmen’s  Compensation  Law. 

Report  of  Reference  Committee  on 
Medical  Services.  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Resolutions  69-20  and  69-37  are  identical. 
Your  reference  committee  recommends  approval 
of  these  resolutions. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

69-29.  Allowances  for  Outpatient  Medical  Serv- 
ices in  Proposed  Health  Security  Act 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

Whereas,  The  pro  posed  Health  Security 
Act,  Senate  Bill  5417  (Rules),  of  March,  1968, 
would  discriminate  against  private  practitioners 
of  medicine,  particularly  in  certain  specialty 
practices,  by  providing  payment  for  laboratory 
and  x-ray  procedures  only  when  those  proce- 
dures are  performed  in  hospitals;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  clause  in  the 
proposed  Health  Security  Act,  Senate  Bill  5417 
(.Rules),  of  March,  1968,  which  would  provide 
payment  for  laboratory  and  x-ray  services  only 
when  they  are  performed  in  a hospital;  and  be 
it  further 

Resolved,  That  legislative  counsel  and  the 
Committee  on  State  Legislation  be  instructed 
to  work  for  the  deletion  of  this  discriminatory 
clause  from  the  bill. 


69-31.  Proposed  Compulsory  Health  Insurance 
Legislation 

Introduced  by  Medical  Society  of  the  County 
of  Orange 

Whereas,  The  Medical  Society  of  the  County 
of  Orange  has  been  advised  that  a bill  to  enact 
some  type  of  compulsory  or  universal  health 
insurance  has  been  or  will  be  introduced  in  the 
present  session  of  the  New  York  State  Legisla- 
ture; and 

Whereas,  The  Medical  Society  of  the  County 
of  Orange  continues  its  untiring  efforts,  on 
behalf  of  the  people  of  this  county  as  well  as  the 
whole  State  of  New  York,  to  improve  their 
health  and  welfare;  and 

Whereas,  Any  health  legislation  should  be 
financially  sound,  adequate  in  scope  of  services, 
and  administratively  functional;  and 

Whereas,  Social  programs  in  other  foreign 
countries,  such  as  Norway,  Great  Britain, 
Austria,  and  Czechoslovakia,  have  consistently 
exceeded  by  far  the  predicted  cost  estimates 
which  had  been  originally  proposed  to  the 
public;  and 

Whereas,  The  present  State  Medicaid  pro- 
grams have  proved  difficult  to  administer  be- 
cause of  many  factors,  including  its  grossly 
underestimated  costs  which  have  resulted  in 
budget  deficits  and  retrenchment,  varying  de- 
grees of  State  agency  efficiency  or  inefficiency, 
and  poor  interdepartmental  communication; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  that  accurate, 
objective  studies  be  conducted  by  the 
Governor’s  staff,  existing  qualified  agencies  of 
the  New  York  State  Departments  of  Health 
and  Social  Services,  or  appropriate  agencies 
designated  by  the  Legislature  to  determine  the 
adequacy  of  the  proposed  compulsory  or  univer- 
sal health  insurance  programs  in  terms  of  its 
benefits,  its  acceptability  to  labor  and  industry, 
and  its  professional  fee  structure  and  cost; 
and  be  it  further 

Resolved,  That  the  findings  of  the  study  be 
subjected  to  critical  review  by  government  and 
all  interested  groups  to  determine  its  advantages 
and  disadvantages  before  a compulsory  health 
insurance  program  is  put  into  effect;  and  be  it 
further 

Resolved,  That  if  a compulsory  health  in- 
surance program  is  enacted,  legislative  counsel 
and  the  Committee  on  State  Legislation  seek 
to  secure  the  incorporation  of  the  following 
features  into  the  legislation: 

1.  That  a person  from  birth  to  sixty-five 
years  of  age  must  have  been  a resident  of  New 
York  State  for  at  least  six  months  or  con- 
tinuously employed  in  this  State  for  at  least 
three  months  to  be  eligible; 

2.  That  all  licensed  insurance  companies  in 
New  York  State  be  eligible  to  underwrite  health 
insurance  policies; 

3.  That  the  policies  include  a $50  annual 
deductible  clause,  per  family  or  contract,  for  all 
services,  including  hospital  services; 

4.  That  premium  payments  be  exempt  from 
State  income  taxes; 
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5.  That  the  law  guarantee  subscribers  free 
choice  of  physician  and  hospital  facility;  and 

6.  That  professional  fees  be  based  on  the 
usual,  customary,  and  prevailing  rate  as  it  is 
employed  in  the  Medicare  program;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor  and  members  of  the  State 
Legislature,  and  that  this  resolution  be  referred 
to  the  Committee  on  State  Legislation  of  the 
Medical  Society  of  the  State  of  New  York 
for  appropriate  action. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Resolutions  69-29  and  69-31  deal  with  the 
proposed  Health  Security  Act,  Senate  Bill  5417 
(Rules),  which  died  in  committee. 

In  anticipation  of  the  introduction  of  similar 
legislation  in  the  future,  your  reference  com- 
mittee recommends  adoption  of  the  following 
substitute  resolution: 

Whereas,  Any  health  legislation  should  be 
financially  sound,  adequate  in  scope  of  serv- 
ices, and  administratively  functional;  and 
Whereas,  The  present  State  Medicaid 
programs  have  proved  difficult  to  administer 
because  of  grossly  underestimated  costs, 
budget  deficits,  and  other  difficulties  in 
administration;  and 

Whereas,  Public  Law  89-97,  Title  18, 
Part  A and  B Medicare,  has  functioned  effec- 
tively; now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  (1)  that  any 
compulsory  health  insurance  legislation  be 
patterned  after  Public  Law  89-97,  and  (2) 
that  it  be  limited  to  that  segment  of  the  popu- 
lation affected  by  the  rollback  in  Medicaid 
eligibility. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-33.  Insurance  Claim  Forms  to  Show  Physi- 
cians Usual  Charges 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  A great  many  physicians  make  it  a 
practice  to  bill  third-party  payment  programs 
in  accordance  with  established  fee  schedules  for 
such  programs,  rather  than  for  their  usual  and 
customary  fees;  and 

Whereas,  The  fee  allowances  of  such  pro- 
grams frequently  are  lower  than  the  billing 
physicians’  usual  and  customary  charges;  and 
Whereas,  The  ascertainment  by  third-party 
payers  of  usual  and  customary  charges  would  be 
facilitated  if  physicians  indicated  their  usual 
and  customary  charges  on  the  claim  forms; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  members 
that  when  billing  third  parties  which  pay  in 
accordance  with  fixed  fee  schedules,  such  bills 
should  show  the  billing  physician’s  usual  and 


customary  charges;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
mailed  to  each  member  of  the  Medical  Society 
of  the  State  of  New  York. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  following 
changes:  (1)  the  deletion  of  the  words  “and 

customary”  where  it  occurs  in  each  of  the  three 
Whereases  (the  reasons  for  this  are  quite  ob- 
vious, they  are  talking  about  the  physician’s 
usual  fee,  and  not  the  physician’s  customary  fee) ; 
and  (2)  the  substitution  of  the  following  for  the 
first  Resolved: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  members 
that  they  indicate  their  usual  fee  for  the 
services  rendered  in  all  bills  to  third  parties. 
Your  reference  committee  also  recommends 
the  deletion  of  the  second  Resolved  because  of 
the  cost  involved  and  needless  duplication, 
since  the  resolution  will  appear  in  the  June  1, 
1969,  issue  of  the  New  York  State  Journal 
of  Medicine. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-43.  Grievance  Procedures  and  Appeal  from 
Decisions  Made  by  Third  Party  Intermediaries 

Introduced  by  Joseph  Chibnik,  M.D.,  St. 
Lawrence,  as  an  individual 

Whereas,  Federal  and  state  laws  of  the  past 
several  years,  concerning  health  care  and 
medical  practice,  have  introduced  and  expanded 
the  role  of  third-party  intermediaries  in  the 
practice  of  medicine;  and 

Whereas,  These  third-party  intermediaries 
make  evaluations,  criticisms,  and  decisions  that 
involve  medical  judgments;  and 

Whereas,  These  evaluations,  criticisms,  and 
decisions  are,  in  many  cases,  made  by  lay  in- 
dividuals; and 

Whereas,  Decisions  so  reached  often  give 
rise  to  grievances  among  physicians;  and 

Whereas,  There  is  now  no  existing  appeal 
mechanism  from  decisions  made  by  third-party 
intermediaries  in  the  manner  described;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  create  a committee  and 
charge  it  with  the  following  responsibilities: 

1.  To  work  with  tbird-party  insurance 
carriers  and  government  paying  agencies  to 
develop  and  establish  criteria,  based  on  pro- 
fessional standards,  to  govern  their  decisions 
on  matters  pertaining  to  physicians; 

2.  To  hear  grievances  brought  to  it  by 
members  of  the  Medical  Society  of  the  State 
of  New  York  or  others;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  exert  its  full  prestige  and 
influence  to  support  the  findings  of  the  grievance 
committee  and  to  secure  redress  for  individuals 
deemed  to  have  legitimate  grievances. 
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69-55.  Disapproval  of  No-Income  Limit  Service 
Benefit  Contracts  with  Fixed  Fee  Schedules 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion and  the  Medical  Society  of  the  State  of 
New  York  have  continuously  supported  the 
principle  that  payment  for  medical  services 
should  be  based  on  usual,  customary,  and  pre- 
vailing charges  in  all  health  insurance  programs, 
both  voluntary  and  governmentally  sponsored; 
and 

Whereas,  The  National  Association  of  Blue 
Shield  Plans  had  made  it  a condition  for  con- 
tinued membership  by  its  member  plans  that 
they  have  comprehensive  programs  which 
provide  payment  on  the  basis  of  usual,  cus- 
tomary, and  prevailing  fees;  and 

Whereas,  The  present  no-income  level, 
service  benefit  contracts  with  fixed  fee  schedules 
are  patently  unsound  and  are  contrary  to  the 
principles  enunciated;  and 

Whereas,  The  Group  Health  Insurance  Inc. 
no-income  level,  service  benefit  contract  with  a 
fixed  fee  schedule  is  not  in  the  best  interest  of 
the  public  or  the  medical  profession;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  health  insurance 
contracts  that  set  no  ceiling  on  subscriber  in- 
come and  reimburse  on  the  basis  of  a fixed  fee 
schedule;  and  be  it  further 

Resolved,  That  Group  Health  Insurance,  Inc., 
which  has  such  a contract  in  effect,  be  urged 
to  develop  comprehensive  health  care  conti'acts 
based  on  usual,  customary,  and  prevailing  fees. 

69-59.  Opposition  to  Continuance  of  Inadequate 
Income  Level  Contracts  with  Fixed  Fee  Schedules 
by  United  Medical  Service 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  United  Medical  Service  still  re- 
tains totally  inadequate  service  benefits  con- 
tracts ($2,500  $4,000  and  $4,000  $6,000)  with 
inadequate  paid-in-full  benefits;  and 

Whereas,  These  contracts  have  for  years 
proved  not  to  be  in  the  best  interests  of  the 
subscriber,  the  physician,  or  the  carrier;  and 
Whereas,  The  continuation  of  these  con- 
tracts continues  to  force  subscribers  to  pay 
larger  out-of-pocket  expenses  for  their  medical 
care;  and 

Whereas,  Subscribers  are  not  adequately 
covered  for  many  needed  services  under  these 
contracts;  and 

Whereas,  The  continuation  of  these  con- 
tracts will  adversely  affect  the  continuance  of 
usual,  customary,  and  prevailing  method  of 
payment  and  of  its  extension  to  future  health 
insurance  contracts;  and 

Whereas,  United  Medical  Service  contends 
that  it  is  unable  to  discontinue  its  low  option 
$2,500/$4,000  contract  in  the  near  future 
because  the  State  Commissioner  of  Insurance 
is  opposed  to  such  action;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  provision 
by  Article  9-c  carriers  of  health  insurance  con- 


tracts that  reimburse  on  the  basis  of  fixed  fee 
schedules  related  to  subscriber  income;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  interest  in,  and 
approval  of,  comprehensive  health  care  in- 
surance plans  which  base  reimbursement  on 
usual,  customary,  and  prevailing  fees;  and  be  it 
further 

Resolved,  That  the  New  York  State  Super- 
intendent of  Insurance  be  apprised  of  these 
actions  and  that  the  Medical  Society  of  the 
State  of  New  York  urge  that  he  reverse  his 
position  and  permit  the  discontinuance  of  the 
United  Medical  Service’s  $2,500/$4,000  con- 
tracts. 

69-65.  Voluntary  Health  Insurance  in  New  York 
State 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Medicare  and  Medicaid 
programs  both  offer  a wider  scope  of  benefits 
than  current  Blue  Shield  programs  and  are 
being  used  as  yardsticks  to  measure  the  ade- 
quacy of  all  voluntary  health  insurance  pro- 
grams; and 

Whereas,  The  effects  of  inflation  seriously 
threaten  the  continued  soundness  of  the  volun- 
tary health  insurance  system  by  diminishing 
the  proportion  of  health  care  cost  that  is  covered 
by  cash  indemnity  contracts;  and 

Whereas,  There  is  an  increasing  public 
demand  for  more  comprehensive  health  in- 
surance benefits;  and 

Whereas,  In  the  past  several  years  most 
voluntary  health  insurance  contracts  have 
offered  only  few  additional  benefits  to  sub- 
scribers and  have  made  no  significant  increases 
in  physicians’  fee  schedules;  and 

Whereas,  The  Associated  Hospital  Service 
of  New  York  has  recently  inaugurated  an  experi- 
mental program  for  insurance  against  the  cost 
of  drugs;  and 

Whereas,  Many  of  the  voluntary  health 
insurance  plans  have  to  date  not  shown  suffi- 
cient evidence  of  sustained  and  progressive 
planning  to  meet  the  public’s  demand  for  a 
broader  spectrum  of  health  insurance  coverage; 
and 

Whereas,  There  has  been  no  indication  to 
date  that  the  Blue  Shield  Plans  in  New  York 
State  have  developed  any  comprehensive 
health  care  plans  for  community  rated  contracts 
based  on  the  usual,  customary,  and  prevailing 
fees  except  for  national  contracts;  and 

Whereas,  We,  as  physicians,  are  concerned 
with  the  conservation  of  the  health  care  dollar, 
the  equitable  distribution  of  health  services, 
and  the  provision  of  a range  of  health  insurance 
benefits  comparable  to  that  of  present  govern- 
ment supported  programs;  now  therefore  be  it 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York,  through  its  Commission 
on  Medical  Services  and  its  Medical  Care 
Insurance  Committee,  make  a determination 
of  its  standards  and  requirements  for  acceptable 
voluntary  health  insurance  programs;  and  be  it 
further 
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Resolved,  That  these  standards  and  require- 
ments include  the  spectrum  of  services  to  be 
covered,  with  due  emphasis  on  comprehensive 
care,  the  manner  in  which  services  are  to  be 
rendered,  and  payment  of  physicians  on  the 
basis  of  usual,  customary,  and  prevailing  fees; 
and  be  it  further 

Resolved,  That  the  continued  support  of  the 
Medical  Society  of  the  State  of  New  York  of 
voluntary  health  insurance  programs  be  con- 
tingent on  their  meeting  these  standards  and 
requirements;  and  be  it  further  ■ 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  ask  the  New  York  State 
Association  of  Blue  Shield  Plans  to  develop  a 
study  plan  of  this  problem  and  that  its  findings 
and  recommendations  be  presented  to  the  next 
session  of  the  House  of  Delegates,  in  February, 
1970,  for  action. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Resolutions  69-43,  69-55,  69-59,  and  69  65 
all  are  concerned  with  third-party  insurance 
programs. 

Your  reference  committee  recommends  adop- 
tion of  the  following  substitute  resolution: 

Whereas,  Recent  Federal  and  State 
legislation  have  expanded  the  role  of  third- 
party  intermediaries  in  the  practice  of  medi- 
cine; and 

Whereas,  The  American  Medical  Associa- 
tion and  the  Medical  Society  of  the  State 
of  New  York  have  continuously  supported 
the  principle  that  payment  of  medical  serv- 
ices should  be  based  on  usual,  customary, 
and  reasonable  charges  in  all  health  insurance 
programs,  both  voluntary  and  government 
sponsored;  and 

Whereas,  United  Medical  Service,  Inc., 
has  indicated  its  desire  to  phase  out  the  old 
service  benefits  contracts  ($2,500/$4,000  and 
$4,000/$6,000)  and  to  phase  in  usual  and 
customary  fees  under  responsible  control  of 
the  medical  profession;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  that  all  voluntary 
health  insurance  carriers  develop  compre- 
hensive health  care  contracts  based  on  usual 
and  customary  fees;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Superintendent  of  Insurance  to  permit  the 
discontinuance  of  the  $2,500/$4,000  con- 
tracts of  United  Medical  Service,  Inc.;  and 
be  it  further 

Resolved,  That  the  county  medical  societies 
be  urged  to  set  up  a peer  review  mechanism 
that  will  encompass  the  entire  spectrum  of 
>medical  care;  and  be  it  further 

Resolved,  That  the  Committee  on  Medical 
Care  Insurance  act  jointly  with  the  New 
York  State  Association  of  Blue  Shield  Plans 
to  study  the  problems  of  comprehensive 
medical  coverage  and  the  payment  of  usual, 


customary,  and  reasonable  fees  as  expedi- 
tiously as  possible. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
approving  the  substitute  resolution  ( Tuesday 
afternoon  session). 

The  House  voted  to  reconsider  the  substitute 
resolution  on  Wednesday  afternoon. 

The  House,  after  discussion,  voted  to  amend 
the  reference  committee's  substitute  resolution  by 
inserting  the  following  Resolved  between  the 
second  and  third  Resolveds:  That  the  no-income 
level,  service  benefit  contracts  with  fixed  fee 
schedules  based  on  hospital  accommodations, 
such  as  those  of  Group  Health  Insurance,  Inc., 
are  contrary  to  the  usual,  customary,  and 
reasonable  fee  concept  embodied  in  Medicare 
and  endorsed  by  the  American  Medical  Associa- 
tion and  the  Medical  Society  of  the  State  of 
New  York. 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended. 

69-70.  Development  and  Application  of  the 
Planned  State-Wide  Relative  Value  Study 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  With  the  approval  of  the  Council, 
the  Economics  Committee  has  given  the  Empire 
State  Medical,  Scientific,  and  Educational 
Foundation,  Inc.  authority  to  undertake  a 
study  of  the  State-wide  Relative  Value  Scale; 
and 

Whereas,  The  Relative  Value  Scale,  when 
revised,  would  enable  the  State  Medical  Society 
to  have  a base-line  for  discussion  of  “usual, 
customary,  and  reasonable  fees”;  and 

Whereas,  It  has  been  indicated  that  an 
accurate,  consistent  Relative  Value  Scale  is 
essential  to  future  negotiations  with  the  ad- 
ministrators of  government-supported  health 
plans;  and 

Whereas,  Satisfactory  definitions  must  be 
established  both  for  surgical  and  nonsurgical 
procedures  to  permit  future  negotiations  for 
“usual,  customary,  and  reasonable  fees”  on  a 
community  basis;  and 

Whereas,  There  are  regional  areas,  namely, 
urban,  suburban,  and  rural,  throughout  the 
State  in  which  socioeconomic  levels  are  different 
and  distinct;  how  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
instruct  the  Council  to  proceed  with  the  con- 
templated study  provided  that  there  be  periodic 
revisions  to  reflect  realistic  and  meaningful 
cost-of-living  indices;  and  be  it  further 

Resolved,  That  the  component  county  societies 
be  periodically  apprised  of  developments, 
progress,  and  the  implications  of  the  study; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates  urge 
the  Empire  State  Medical,  Scientific,  and  Educa- 
tional Foundation,  Inc.  and  the  accounting  firm 
undertaking  to  do  this  study  that  the  Relative 
Value  Scale,  as  finally  developed,  be  specifically 
constructed  to  reflect  meaningful  and  realistic 
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conversion  factors  which  would  be  applied  on  a 
geographic  basis  to  reflect  the  fiscal  realities  of 
medical  practice  locally. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  approval 
of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-71.  Guiding  Principles  re  Delivery  of  Medical 
Care  Services 

Introduced  by  Chemung  County  Medical 
Society 

Whereas,  The  number  of  groups  and 
agencies,  public  and  private,  which  profess 
interest  in  the  efficient  delivery  of  high  quality 
medical  care  to  all  persons  living  in  the  United 
States  is  increasing  year  by  year;  and 

Whereas,  It  is  recognized  that  each  of  these 
interested  agencies  must  actively  seek  and 
maintain  close  communication  and  consulta- 
tion with  the  others  if  the  common  goal  is  to  be 
pursued  cooperatively  and  for  the  benefit  of  all 
people;  and 

Whereas,  The  practicing  doctor  of  medicine, 
duly  licensed,  is  the  prime  deliverer  of  patient 
care  in  the  United  States  today  and,  hence,  is 
intensely  interested  in  all  proposals  that  may  be 
advanced  as  possible  methods  of  improving  the 
American  health  care  system,  whether  such 
proposals  are  initiated  by  his  own  professional 
organizations  or  by  other  interested  parties;  and 

Whereas,  Independent  or  unilateral  actions 
proposed  or  implemented  in  this  field  by  legis- 
lators, so-called  consumer  groups,  and/or 
health  planning  agencies  that  do  not  take  into 
full  account  the  opinions  and  professional 
expertise  in  patient  care  of  practicing  physicians 
are  prone  to  be  theoretical  in  concept  and  not  in 
keeping  with  time-tested  medical  principles 
which  have  received  wide  public  acceptance; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  certain  basic  prin- 
ciples regarding  the  delivery  of  high  quality 
medical  care,  established  by  the  Society’s 
House  of  Delegates  over  the  past  decade,  as 
follows: 

1.  That  communication  and  consultation 
with  the  Society  be  readily  available  at  all 
times  to  all  responsible  groups  and  agencies 
having  an  interest  in  matters  relating  to  the 
delivery  of  medical  care  services  and  to  the 
public  health. 

2.  That  medical  care  of  uniformly  high 
quality  be  available  to  all  persons  living  in  the 
United  States,  without  exception. 

3.  That  the  maintenance  of  high  quality 
in  medical  care  is  of  paramount  importance, 
and  that  all  other  considerations  are  secondary 
to  this  goal. 

4.  That  it  is  the  responsibility  of  each 
practicing  physician  to  help  limit  the  total  cost 
of  health  care  by  rendering  and  prescribing  only 


those  medical  goods  and  services  which  are 
necessary  for  optimum  care  of  his  patients. 

5.  That  the  practicing  Doctor  of  Medicine, 
duly  licensed,  is  the  prime  deliverer  of  patient 
care  to  the  people  of  the  United  States  and  has, 
with  his  colleagues,  the  responsibility  of  assuring 
that  such  care  is  of  high  quality. 

6.  That  each  practitioner,  as  an  individual, 
is  directly  accountable  for  his  professional  acts 
and  deportment  to  his  medical  peers  and  to 
authorized  licensing  agencies,  and  that  the 
public  interest  is  well  protected  by  such  account- 
ability. 

7.  That  nonphysician  control  of,  or  inter- 
ference with,  professionally  approved  medical 
care  policies  and  ethical  practices  is  contrary 
to  the  public  interest  and  should  be  prohibited 
by  law  at  all  levels  of  government. 

8.  That  whether  medical  services  are  pro- 
vided by  physicians  engaged  in  solo,  partner- 
ship, or  group  practice,  and  irrespective  of  the 
method  of  financing  such  services  that  obtains, 
the  patient  must  have  freedom  to  choose  his 
attending  physician  from  among  all  those 
qualified  and  available  in  and  to  his  community. 

9.  That  physicians,  except  for  emergency 
situations,  must  have  freedom  to  accept  or  not 
to  accept  a patient  for  professional  care;  and 
the  patient’s  attending  physician,  with  the 
patient’s  consent,  must  have  freedom  to  select 
consultants  among  all  those  qualified  and  avail- 
able in  and  to  his  community  area  of  practice. 
Assignment  by  any  third  party  or  patient  to 
physician  or  physician  to  patient,  made  without 
freedom  of  choice,  is  in  violation  of  this  principle 
and  cannot  be  approved. 

10.  That  units  of  organized  medicine,  prefer- 
ably at  the  county  medical  association  level, 
shall  have  in  being  appropriately  constituted 
committees  which  are  readily  available  to  all 
responsible  sources  to  receive,  review,  and 
render  peer  judgments  on  all  questions  having 
to  do  with  medical  ethics,  the  professional  acts 
and  fees  of  physician  members,  and  the  proper 
utilization  of  medical  and  related  services  ren- 
dered and/or  prescribed  by  member  physicians 
in  the  treatment  of  their  patients. 

11.  That,  if  self-employed  in  a solo,  partner- 
ship, or  group  practice  setting,  the  physician  is 
entitled  to  receive  from  his  patient,  or  on  behalf 
of  his  patient  from  a third  party,  payment  of 
his  self-determined,  usual  (full)  fees  for  services 
properly  rendered,  provided  that  such  usual 
fees  are  reasonable  in  that  they  fall  within  the 
levels  of  charges  obtaining  in  his  community 
area  of  practice  among  a substantial  majority 
of  physicians  of  equivalent  qualifications  for 
equivalent  services  rendered.  Corollary  to  this 
principle  is  the  guarantee  of  organized  medicine 
(in  New  York,  the  State  Medical  Society)  that 
if  a physician’s  fee  is  questioned  by  the  patient 
or  by  any  other  party  legitimately  concerned 
with  the  rendering  of  the  service  to  the  patient, 
such  question  shall  be  received  and  processed 
by  the  county  medical  association,  as  outlined 
in  paragraph  10,  and  that  the  judgment  of  the 
association  shall  be  binding  on  the  member. 
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Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  following 
changes:  (1)  delete  paragraph  8 with  the 

exception  of  the  words  “the  patient  must  have 
freedom  to  choose  his  attending  physician,” 
and  (2)  delete  the  following  words  from  the 
first  sentence  of  paragraph  11:  “payment  of  his 
self-determined,  usual  (full)  fees  for  services 
properly  rendered,  provided  that  such  usual 
fees  are  reasonable  in  that  they  fall  within  the 
levels  of  charges  obtaining  in  his  community 
area  of  practice  among  a substantial  majority 
of  physicians  of  equivalent  qualifications  for 
equivalent  services  rendered”  and  insert  the 
words  “payment  of  the  usual,  customary,  and 
reasonable  fees”  after  the  word  “party.” 

Paragraph  8 would  then  read  as  follows: 
“That  the  patient  must  have  freedom  to  choose 
his  attending  physician.” 

The  first  sentence  of  paragraph  11  would  then 
read  as  follows:  “That,  if  self-employed  in  a 
solo,  partnership,  or  group  practice  setting,  the 
physician  is  entitled  to  receive  from  his  patient, 
or  on  behalf  of  his  patient  from  a third  party, 
payment  of  the  usual,  customary,  and  reason- 
able fees.” 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-83.  Physician’s  Responsibility  in  Usual  and 
Customary  Fee  Programs 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  supports  the  usual  and  customary 
fee  concept  as  the  most  equitable  method  for 
both  patient  and  physician  in  providing  paid-in- 
full benefits  for  covered  services;  and 

Whereas,  Usual  and  customary  fee  programs 
will  appeal  to  the  public,  will  be  purchased,  and 
will  flourish  if  any  increase  in  the  cost  of  physi- 
cian care  bears  a reasonable  relationship  to  the 
cost  of  living  index;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  a policy  that  physi- 
cians’ fees  should  reflect  the  usual  and  customary 
charges  in  the  community,  except  under  unusual 
circumstances;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  physicians  to  guard 
against  fees  and  fee  increases  tending  to  in- 
crease the  usual  and  customary  range  signifi- 
cantly beyond  the  increase  in  the  cost  of  living 
index;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  of  its  component 
county  medical  societies  to  adopt  and  publicize 
this  policy  and  to  improve  or  set  up  mechanisms 
designed  to  implement  it. 

69-85.  Containment  of  Cost  of  Medical  Services 

Introduced  by  Onondaga  County  Medical 
Society 


Whereas,  There  has  been  a growing  concern 
among  the  taxpayers  of  New  York  State  about 
the  overwhelming  costs  of  the  Medicaid  pro- 
gram; and 

Whereas,  The  medical  profession  in  New 
York  State  has  been  and  always  will  be  con- 
cerned with  the  cost  of  medical  care  to  the 
residents  of  this  State;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  many  times  reaffirmed  the 
principle  of  usual,  customary,  and  reasonable 
fees  in  regard  to  all  third-party  payments  for 
physicians’  services;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  its  members  to  keep 
the  mode  of  the  usual  and  customary  fees  at 
or  below  a level  which  increases  only  with  the 
general  increase  in  the  cost  of  living;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  while  urging  its  members 
to  help  in  containing  the  cost  of  medical  care 
in  this  State,  shall  publicize  this  policy  to  each 
component  county  society  for  its  implementa- 
tion. 

69-95.  Physicians’  Responsibility  in  Usual  and 
Customary  Fee  Programs 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  supports  the  usual  and  customary 
fee  concept  as  the  most  equitable  method  for 
both  patient  and  physician  in  providing  paid-in- 
full  benefits  for  covered  services;  and 

Whereas,  Usual  and  customary  fee  programs 
will  appeal  to  the  public,  will  be  purchased,  and 
will  flourish  if  any  increase  in  the  cost  of  physi- 
cian care  bears  a reasonable  relationship  to  the 
cost  of  living  index;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  a policy  that  physi- 
cian’s fees  should  reflect  the  usual  and  customary 
charges  in  the  community,  except  under  unusual 
circumstances;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  physicians  to  guard 
against  fees  and  fee  increases  tending  to  in- 
crease the  usual  and  customary  range  signifi- 
cantly beyond  the  increase  in  the  cost  of  living 
index;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  all  of  its  component 
county  medical  societies  to  adopt  and  publicize 
this  policy  and  to  improve  or  set  up  mechanisms 
designed  to  implement  it. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Albert  H.  Douglas,  M.D.,  chair- 
man. 

Resolutions  69-83,  69-85,  and  69-95  are 
concerned  with  the  physicians’  responsibility 
in  maintaining  usual  and  customary  fee  pro- 
grams. Your  reference  committee  recommends 
that  they  be  adopted. 

The  House,  after  discussion,  voted  to  amend  the 
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final  Resolved  in  resolutions  69-83  and  69-95, 
which  are  identical,  by  deleting  the  words  “to 
improve  or  set  up  mechanisms  designed  to  imple- 
ment it”  and  inserting  the  following  words,  “to 
utilize  peer  review  committees  for  its  implementa- 
tion.” The  Resolved  would  then  read  as  follows: 
“That  the  Medical  Society  of  the  State  of  New 
York  urge  all  of  its  component  county  medical 
societies  to  adopt  and  publicize  this  policy  and  to 
utilize  peer  review  committees  for  its  implementa- 
tion. 

The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended,  thereby 
approving  resolution  69-85,  and  resolutions  69 
83,  and  69  95  as  amended. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 

Organization,  Policies,  and 
Legal  Matters 

Malpractice  Insurance  and  Defense 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

Westchester 

Thomas  M.  D’Angelo,  M.D.,  Vice-Chairman. 


Queens 

Raymond  S.  McKeeby,  M.D Broome 

A.  L.  Loomis  Bell,  M.D Kings 

John  J.  Della  Porta,  M.D Monroe 

Frank  H.  Peters,  M.D New  York 

David  Kershner,  M.D Kings 


Carl  Goldmark,  Jr.,  M.D.,  ex  officio 

New  York 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  counsel,  ex  officio 

New  York 

Frank  W.  Appleton,  indemnity  representa- 
tive, ex  officio New  York 

On  April  25,  the  Board  reported  to  the  Coun- 
cil as  follows: 

“Continuing  restrictions  on  the  availability 
of  malpractice  insurance,  not  only  in  New 
Y ork  State  but  throughout  the  country,  make 
it  of  primary  importance  that  the  Society’s 
program  be  maintained  on  a sound  financial 
basis.  If  this  is  to  be  accomplished,  pro- 
vision must  be  made  for  inflationary  trends  in 
losses,  and  measures  must  be  taken  to  cushion 
the  impact  of  unusually  high  individual 
losses,  from  which  we  cannot  reasonably  ex- 
pect to  remain  immune. 

“In  this  year’s  rate  revision,  the  Company 
is  initiating  a principle  new  to  its  malpractice 
rate-making  procedure  but  which  is  common 
to  such  procedures  in  most  other  liability 
coverage — recognition  of  the  trend  of  con- 
stantly increasing  case  costs  due  to  continuing 
inflation. 

“In  applying  the  principle  this  year,  how- 
ever, the  Company  is  adopting  a trend  factor 
of  only  1 per  cent  per  year,  applied  to  the  last 


three  expired  policy  years.  This  factor  ac- 
counts for  2 per  cent  of  the  proposed  over-all 
10  per  cent  increase,  to  become  effective  on 
September  1,  1968. 

“During  the  course  of  the  year,  the  Com- 
pany intends  to  examine  this  aspect  further 
and  will  probably  apply  more  realistic  factors 
in  future  revisions. 

“To  temper  the  effect  of  unusually  severe 
losses,  which  would  otherwise  have  to  be  in- 
cluded at  their  full  value  in  rate  making,  the 
Company  plans,  when  underwriting  circum- 
stances may  permit,  to  set  up  a contingency 
reserve  fund,  against  which  losses  of  over 
$100,000  will  be  charged.  Paid  losses  and 
reserves  in  excess  of  that  amount  would  then 
be  omitted  from  consideration  in  determining 
premium  rates. 

“The  Company  has  proposed  the  following 
revisions  of  current  premium  classes,  terri- 
torial divisions,  and  specialties.  A comparison 
of  old  and  new  rates  is  shown  in  Table  I. 

“Because  of  the  continued  adverse  experi- 
ence of  the  counties  in  the  Suburban  II  area 
(Suffolk,  Sullivan,  Rockland,  and  Ulster), 
these  counties  will  be  charged  the  same  rates 
as  the  counties  now  in  the  Metropolitan  area, 
except  for  specialists  in  premium  class  1A. 

“Distribution  of  the  proposed  rate  increase 
has  been  made  on  the  basis  of  the  past  loss 
experience  of  the  various  specialties,  as  well  as 
areas.  For  example,  the  specialties  of  neuro- 
surgery and  orthopedic  surgery  have  received 
the  highest  percentage  increase  and  will  con- 
tinue to  be  in  premium  class  1A.  A new  pre- 
mium class,  IB,  will  include  the  specialties  of 
plastic  and  reconstructive  surgery  and  of 
otolaryngology  with  cosmetic  plastic  surgery. 
Because  of  its  relatively  favorable  experience 
over  a period  of  years,  ophthalmology  will  be 
transferred  from  class  2 to  class  3,  which  in 
most  cases  will  result  in  a reduction. 

“A  substantial  reduction  in  the  additional 
premium  charge  for  electroshock  therapy  is 
being  made  because  of  declining  costs  arising 
out  of  the  use  of  this  modality.  A recent 
review  of  files  on  losses  shows  that  the  prac- 
tice of  neurology  has  become  a more  important 
factor  than  the  use  of  electroshock  therapy. 
The  specialties  of  psychiatry  and  neurology, 
previously  combined  in  one  premium  class, 
will,  therefore,  be  separated.  Specialists 
whose  practices  are  limited  entirely  to  psy- 
chiatry will  continue  in  premium  class  6,  while 
those  whose  practices  include  neurology  will 
be  placed  in  premium  class  4. 

“A  revision  of  the  definitions  of  general 
practice  and  major  surgery  and  general  prac- 
tice and  limited  major  surgery  will  have  the 
effect  of  making  it  more  difficult  to  qualify 
for  insurance  under  these  categories. 

“The  portion  of  paid  premiums  needed  for 
all  unallocated  expenses  including  taxes  is 
again  being  reduced.  This  will  have  a de- 
creasing effect  on  rate  level  and  will  permit 
the  Company  to  make  a higher  percentage 
(80.5  per  cent)  of  premiums  available  for 
losses. 
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TABLE  I.  Old  and  new  rates  for  $100,000/$300,000  limits 


- — M etropolitan — - 

- — Suburban  I — . 

- — Suburban  II — . 

- — Upstate — - 

Premium  Class 

Old 

New 

Old 

New 

Old 

New 

Old 

New 

1A  (Neurosurgery,  orthopedic 
surgery) 

IB  (Otolaryngology  including 

$1,168 

$1,542 

$931 

$1,168 

$1,013 

$1,419 

$617 

$758 

cosmetic  plastic  surgery  and 
plastic  and  reconstructive  sur- 
gery) 

1,168 

931 

1,013 

617 

1,029 

1,168 

754 

931 

902 

1,168 

472 

617 

1 (Anesthesiology,  surgical 

specialties  not  otherwise 
classified) 

1,029 

1,126 

754 

794 

902 

1,126 

472 

486 

2 (Proctology,  general  practice 
including  major  surgery) 

3 (Ophthalmology,  general  prac- 

615 

716 

454 

503 

561 

716 

285 

308 

tice  including  limited  major 
surgery) 

615 

454 

561 

285 

505 

587 

380 

420 

438 

587 

239 

259 

4 (Neurology,  radiology,  general 

practice,  and  specialties  in- 
cluding only  minor  surgery) 

143 

105 

163 

70 

297 

338 

231 

255 

283 

338 

139 

145 

5 (Internal  medicine,  pathology 

and/or  hematology,  general 
practice,  and  specialties  that 
do  not  include  surgery) 

217 

235 

155 

159 

209 

235 

103 

103 

6 (Psychiatry,  physical  medicine, 

preventive  medicine,  and  pub- 
lic health) 

143 

151 

105 

105 

163 

151 

70 

70 

Additional  Charges  ( State-wide ) 

Old 

New 

Superficial  x-ray  therapy 

$ 64 

$ 64 

Deep  and  superficial  x-ray  therapy 

105 

105 

Electroshock  therapy 

183 

60 

“It  may  be  appropriate  at  this  time  to 
point  out  that  the  Society  is  fortunate  in 
having  an  insurance  carrier  that  is  financially 
able  to  absorb  a considerable  loss  as  a result  of 
insuring  our  program  over  the  past  nineteen 
years  and  that  has  shown  a determination  to 
persevere  in  an  attempt  to  solve  the  problems 
of  increasing  costs.  The  following  brief  sum- 
mary shows  the  loss  ratios,  the  ratio  of  total 
loss  costs  to  total  premiums  collected,  over 
the  past  eighteen  completed  policy  years. 


Policy  Years 
1949-1960 
1961-1963 

1964 

1965 

1966 


Per  Cent 
96 
121 
123 
117 
142 


“While  it  is  true  that  these  percentages  for 
more  recent  years  may  be  improved  if  present 
reserves  prove  to  be  more  than  adequate,  very 
little  improvement  is  possible  for  the  years 
1949  to  1960,  for  which  nearly  90  per  cent  of 
total  costs  consists  of  paid  losses. 

“In  view  of  the  hazards  inherent  in  writing 
this  type  of  insurance  and  the  present  chaotic 
condition  of  the  malpractice  insurance  mar- 
ket, the  Board  wishes  to  commend  the  Com- 
pany for  the  restraint  shown  in  the  new  rate 


proposals  and  the  constructive  programs  ad- 
vanced for  meeting  future  contingencies. 

“The  Board  recommends  that  the  revisions 
outlined  be  approved  by  the  Council.” 

New  Rates.  Following  approval  of  this  re- 
port by  the  Council,  the  insurance  carrier  sub- 
mitted its  rate  schedule  to  the  New  York  State 
Insurance  Department  for  approval.  In  recog- 
nition of  the  observable  trends  in  the  loss  ex- 
perience, the  Insurance  Department  agreed  to 
the  propriety  of  placing  more  emphasis  on  the 
experience  of  the  most  current  year,  as  con- 
trasted with  the  oldest  year.  The  method  of 
recognition  was  pursued  by  applying  these 
weighting  factors  to  the  last  three  expired  policy 
years:  20  per  cent  to  the  oldest  policy  year,  30 
per  cent  to  the  middle  year,  and  50  per  cent  to 
the  latest  year.  When  rates  were  recalculated, 
using  these  factors,  the  result  was  slightly  higher 
than  the  original  over-all  10  per  cent  increase 
requested  but  the  Company  agreed  to  hold  to 
the  total  as  initially  calculated.  The  New 
York  State  Insurance  Department  preferred 
this  method  of  trend  recognition  rather  than 
the  procedure  originally  proposed. 

Underwriting.  In  its  1966  and  1967  annual 
reports,  the  Board  has  commented  on  the  impor- 
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tance  of  proper  underwriting  to  the  stability  of 
the  program.  A portion  of  the  Board’s  1966 
report  is  quoted  as  follows: 

“The  Society  has  charged  the  Board  with 
the  responsibility  of  determining  if  the  atti- 
tude, conduct,  method  of  practice,  or  loss 
experience  of  a member  makes  him  a greater 
than  normal  hazard  to  the  program.  The 
Board  may  conclude  that  a member  is  un- 
acceptable for  insurance  in  the  program  or 
that  he  is  acceptable  only  if  he  is  willing  to 
pay  a higher  than  normal  premium.  In 
arriving  at  its  conclusions,  the  Board  must  be 
guided  by  the  best  judgment  of  its  members, 
arrived  at  after  weighing  all  the  factors  that 
affect  insurability.” 

Rated-up  policies  have  been  written  ranging 
from  ll/«  to  10  times  the  normal  rate.  The 
determination  of  the  added  premium  is  not  the 
function  of  the  Malpractice  Insurance  and  De- 
fense Board  but  is  left  to  the  Company’s  under- 
writer. However,  the  higher  rate  agreed  to  by 
the  insured  and  the  Company’s  underwriter  is 
subject  to  approval  by  the  New  York  State 
Insurance  Department.  Also,  if  a member  feels 
the  rate  is  improper,  he  may  request  an  inter- 
view with  the  Board  members  to  review  the 
details  of  his  loss  experience. 

Rated-up  policies  are  reviewed  each  year  be- 
fore renewal.  Depending  on  developments  dur- 
ing the  year,  the  Board  might  approve  the 
underwriter’s  decision  to  drop  the  coverage  or 
the  premium  could  be  increased,  decreased,  or 
returned  to  normal  rate.  All  of  these  alterna- 
tives have  been  applied  during  the  past  years. 
Some  statistics  supplementing  this  are  as  fol- 
lows: 


needs  of  the  members  in  our  rapidly  changing 
society.  While  Jim  Arnold  will  be  sorely 
missed,  the  Society  and  its  members  are  for- 
tunate to  have  Frank  W.  Appleton  appointed 
by  the  Council  to  replace  him.  Frank  Apple- 
ton  has  been  assistant  Indemnity  Representa- 
tive since  1957  and  prior  to  that  assistant  claims 
manager  in  charge  of  malpractice  claims  with 
the  Society’s  carrier,  Employers  Mutuals  of 
Wausau.  The  Council  also  appointed  George 
A.  Wright,  Jr.,  and  Thomas  F.  X.  Baldwin, 
assistant  Indemnity  Representatives.  Both 
men  have  an  extensive  background  in  insurance 
and  have  been  playing  an  active  part  in  the 
program  over  the  past  years. 

Conclusion.  A great  many  things  have 
happened  in  the  malpractice  market  since  the 
Board’s  last  annual  report  was  made.  More 
and  more  doctors  realize  the  importance  of 
having  a sound  program  with  realistic  rates  to 
assure  its  stability.  As  of  July  31,  1968,  par- 
ticipation in  the  State  Society  program  in- 
creased to  a total  of  1,470  doctors  over  July  31, 
1967.  Malpractice  Insurance  is  Too  Expensive 
is  the  title  of  a booklet  on  the  program  distrib- 
uted by  the  carrier,  Employers  Mutuals  of 
Wausau. 

This  booklet  gives  a real  insight  into  the 
problems  of  writing  malpractice  insurance  under 
conditions  existing  today.  The  booklet  has 
been  distributed  to  all  physicians  insured  in  the 
program,  and  extra  copies  are  available  through 
the  office  of  the  Indemnity  Representative  or  at 
the  booth  set  up  for  the  program  in  the  tech- 
nical exhibits  section  at  the  State  Medical 
Society’s  annual  meeting.  We  urge  all  mem- 
bers to  visit  the  booth  and  all  are  invited  to  dis- 


Date,  As  of 
December  31,  1966 
December  31,  1967 
August  31,  1968 


Rated-Up  Policies 
18 
44 
110 


Additional  Premium  Charges 
for  Calendar  Year 
$15,997.00 
37,551.34 
86,343.36 


It  is  interesting  to  note  that  for  the  first  eight 
months  of  1968  the  number  of  doctors  who  have 
had  their  policies  rated  up  is  more  than  twice 
the  number  for  the  entire  year  of  1967.  This  is 
clearly  a reflection  of  the  Board’s  endeavor,  with 
the  assistance  of  the  Company’s  underwriter,  to 
keep  our  Society’s  insurance  and  defense  pro- 
gram viable. 

Acknowledgments.  The  Board  wishes  at 
this  time  to  pay  tribute  to  James  M.  Arnold 
who,  until  his  retirement  on  April  30,  1968,  had 
been  the  State  Society’s  Indemnity  Representa- 
tive since  1957.  In  addition  to  acting  as  broker 
and  agent,  Jim  Arnold  acted  as  malpractice 
insurance  advisor  to  the  Society  and  its  indi- 
vidual members  with  never-failing  courtesy  and 
sympathy  to  the  members’  problems  and  ques- 
tions. He  also  possessed  a high  degree  of 
insurance  acumen  in  the  management  of  the 
Society’s  malpractice  program  and  was  always 
in  the  forefront  of  efforts  to  modify  and  liberalize 
the  policy  contract  to  keep  pace  with  the  current 


cuss  matters  relating  to  malpractice  with  mem- 
bers of  the  Board  who  will  be  at  the  booth. 
Respectfully  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 
Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

We  have  considered  the  report  of  the  Mal- 
practice Insurance  and  Defense  Board,  pub- 
lished in  the  House  of  Delegates  Handbook, 
and  the  committee  wishes  to  commend  Arthur 
J.  Mannix,  Jr.,  M.D.,  and  the  members  of  the 
Board.  We  feel  that  this  is  one  of  the  most  time 
consuming  jobs  in  the  State  Society  and  cer- 
tainly one  of  the  most  important.  Their 
diligence  is  appreciated.  The  increase  in 
premiums  has  been  noted  and  seems  justified. 
We  are  pleased  to  see  that  the  membership 
participation  in  the  State  Society  program  has 
risen  from  70  per  cent  in  1966  to  approximately 
80  per  cent  in  1968.  To  every  member  of  the 
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House  of  Delegates,  we  recommend  the  close 
study  of  this  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-sixth  annual  report  as 
counsel  for  the  Medical  Society  of  the  State  of 
New  York.  When  I graduated  from  Columbia 
University  School  of  Law  in  June  of  1928,  I 
accepted  a position  with  Lloyd  Paul  Stryker, 
who  had  just  succeeded  George  W.  Whiteside 
as  counsel  for  the  Society.  The  firm  had  been 
Whiteside  and  Stryker,  and  Mr.  Whiteside  had 
resigned  to  become  a partner  in  the  Chad- 
bourne  firm. 

Among  Mr.  Stryker’s  associates  at  that  time 
were  Lorenz  J.  Brosnan,  attorney  for  the  So- 
ciety, and  Harold  Shapero  who  had  just  grad- 
uated from  Brooklyn  Law  School.  Several 
years  thereafter,  Mr.  Stryker  decided  that  he 
wanted  to  confine  his  activities  to  counsel  work 
in  a selected  group  of  cases,  and  as  that  would 
prevent  him  from  handling  the  increasing 
amount  of  malpractice  litigation  he  recom- 
mended as  his  successor,  Lorenz  J.  Brosnan. 
Harold  Shapero  then  went  with  Mr.  Stryker. 
I stayed  on  with  Mr.  Brosnan  and  immediately 
assumed  a heavy  burden  of  trial  work,  a great 
part  of  which  was  in  upstate  New  York.  My 
trial  engagements  throughout  the  State  has 
given  me  an  unparalleled  opportunity  to  meet 
members  of  my  own  profession  as  well  as  the 
medical  profession.  My  only  regret  is  that 
time  has  not  permitted  me  to  renew,  as  fre- 
quently as  I would,  the  many  ties  that  I 
cherish. 

Tom  Clearwater,  who  was  my  roommate  in 
law  school,  joined  our  staff  at  the  time  that  Mr. 
Stryker  left,  and  for  many  years  he  assisted 
Mr.  Brosnan  with  the  general  work  of  the  So- 
ciety. On  the  untimely  death  of  Lorenz 
Brosnan,  I was  appointed  counsel,  and  several 
years  later  when  Tom  Clearwater  died,  Robert 
J.  Bell,  who  had  joined  the  firm  in  1933,  became 
attorney  for  the  Society.  He  since  has  been 
with  us  constantly,  except  for  a period  of  time 
he  spent  as  a lieutenant  in  the  Navy  in  World 
War  II.  He  is  a trial  lawyer  of  superb  ability. 
As  I write  this  report,  I have  just  finished  a 
case  in  the  United  States  District  Court  for 
the  Southern  District,  and  both  the  judge  and 
the  clerk  went  out  of  their  way  to  tell  me  what 
a wonderful  person  they  think  Bob  is  and  how 
brilliantly  he  conducted  himself  in  the  successful 
defense  of  a case  he  had  just  finished  in  that 
part.  He  has  now  flown  up  to  the  western 
part  of  the  State  and  is  undertaking  the  manage- 
ment and  defense  of  a case  brought  by  a patient 
who  is  quadraplegic  after  spinal  surgery.  Many 
doctors  whom  he  has  defended  have  expressed 
to  me  their  deep  appreciation  of  his  skill  and 
sympathy  during  a time  of  great  stress. 

John  J.  DeLuca  has  been  stalwart  in  the  man- 
agement of  a myriad  of  our  office  problems  and 
has  handled  many  appeals.  He  has  been  with 


us  for  twenty-seven  years. 

We  were  extremely  fortunate  when,  at  the 
suggestion  of  Mr.  Stryker  who  had  then  decided 
to  go  into  quasi-retirement,  Harold  Shapero 
came  back  with  us.  He  is  a great  student  of 
the  law  and  a trial  lawyer  who  has  won  the 
respect  of  all  whom  he  meets.  Bob  and  Harold 
are  both  members  of  the  American  College  of 
Trial  Lawyers,  which  is  one  of  the  highest  honors 
that  can  be  conferred  on  a man  who  has  spe- 
cialized in  litigation. 

I am  particularly  proud  of  our  younger  gen- 
eration of  lawyers.  Donald  J.  Fager,  who  has 
been  with  us  since  he  graduated  with  honors 
from  New  York  University  School  of  Law, 
manages  our  office  in  Syracuse.  As  I write 
this  report  he  has,  within  the  month,  success- 
fully concluded  trials  in  Niagara  and  Broome 
Counties.  He  has  spoken  to  various  groups, 
such  as  the  Operating  Room  Nurses  of  Western 
New  York;  the  new  members’  indoctrination 
program  of  the  Oneida  County  Medical  Society 
and  Central  New  York  Academy  of  Medicine, 
Inc.,  and  the  Oneida  County  Bar  Association. 

Anthony  Louis  Schiavetti,  Francis  P.  Bensel, 
Daniel  Boone,  Jr.,  and  George  van  Setter  are 
new  seasoned  veterans  of  the  trial  arena. 
Robert  G.  Harley  has  aided  particularly  with 
our  increased  number  of  depositions  and  has 
tried  a number  of  civil  court  cases.  Walter  G. 
Alton,  Jr.,  a graduate  of  Yale  College  and 
Columbia  University  School  of  Law,  is  spending 
a period  of  time  in  our  Syracuse  office  where 
he  has  been  of  great  assistance  to  Donald  Fager 
in  helping  to  manage  the  office  and  in  handling 
examinations  before  trial.  Steven  C.  Mandell, 
who  managed  our  trial  calendar  while  complet- 
ing his  work  at  St.  John’s  Law  School,  is  now  a 
member  of  the  Bar,  and  he  has  the  task  of  ar- 
ranging the  time  schedules  of  everyone  in  the 
office.  Frances  Cassebaum,  who  was  with  us 
until  recently,  married  John  Galloway,  III,  a 
lawyer  in  White  Plains  and  shortly  thereafter 
resigned  from  the  staff.  We  were  very  pleased 
with  her  work. 

We  have  had  a recent  addition  to  our  staff, 
A.  Baisley  Sheridan,  whom  I have  known  for 
many  years.  After  being  associated  with  the 
Donovan,  Leisure,  Newton,  and  Irvine  firm, 
he  became  counsel  for  the  Intercontinental 
Hotel  Division  of  Pan  American  Airways  from 
which  post  he  retired  last  year.  His  varied 
experience  has  proved  of  great  help  to  me,  and 
he  attends  a number  of  examinations  before 
trial. 

In  addition  to  our  litigation  practice,  the 
work  of  the  office  concerns  itself  with  the  multi- 
plicity of  problems  of  the  Society,  including  at- 
tendance at  all  meetings  of  the  council.  Board 
of  Trustees,  and  House  of  Delegates  plus  many 
committee  meetings  of  the  Society.  We  attend 
the  meetings  of  the  Malpractice  Insurance  and 
Defense  Board,  and  we  are  at  scores  of  county 
and  district  malpractice  committee  meetings. 
Every  lawyer  in  the  office  has  a number  of  these 
assigned  to  him,  and  the  meetings  are  generally 
held  in  the  evening.  We  spoke  to  many  dif- 
ferent groups  in  the  medical  profession  over  the 
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past  year.  Just  as  I write  this  report,  I have 
come  from  the  biannual  meeting  of  the  American 
Medical  Association’s  symposium  for  counsel 
and  executive  officers  of  state  and  county 
medical  societies  at  which  I read  a paper  on  some 
of  the  problems  connected  with  hospital 
emergency  rooms. 

I was  appointed  by  the  president  of  the 
American  Bar  Association  to  a joint  committee 
of  that  organization  and  the  American  Medical 
Association  and  attended  a meeting  in  Chicago 
where  preparations  were  made  for  a spring 
symposium  for  several  thousand  doctors  and 
lawyers  to  be  held  in  Las  Vegas,  and  I have 
been  asked  to  arrange  that  part  of  the  program 
which  deals  with  the  general  subject  of  prophy- 
laxis in  the  field  of  medical  malpractice. 

Comparison  of  Malpractice  Statistics.  I think 
it  would  be  interesting  to  compare  today’s 
situation  in  the  field  of  malpractice  to  that  of  a 
few  years  ago.  In  looking  over  some  old 
records,  I find  that  when  George  Whiteside 
was  counsel  for  the  Medical  Society  in  1922  he 
reported  on  the  number  of  cases  instituted  as 
well  as  those  disposed  of  between  November  1, 
1921,  and  February  9,  1922.  There  were  11 
new  cases  brought  against  members  of  the 
Society,  and  the  number  of  cases  disposed  of  in 
that  period  was  14.  All  of  the  latter  were  dis- 
continued, dismissed,  or  tried  to  a successful 
conclusion  except  one  which  was  settled  during 
trial  for  $250. 

But  even  then  there  were  clouds  on  the  hori- 
zon. In  January,  1922,  a letter  written  by  Mr. 
Whiteside  to  the  Executive  Committee  of  the 
Council  of  the  Medical  Society,  reads  in  part: 

It  is  fast  becoming  a well-known  fact  that  the 
number  of  malpractice  actions  instituted  against 
physicians  are  rapidly  increasing.  This  condition 
does  not  apply  only  to  the  State  of  New  York,  but 
is  applicable  to  other  states  throughout  the  union 
and  also  in  foreign  countries,  and  while  the  number 
of  actions  are  increasing  the  amount  of  damages 
demanded  by  the  claimants  is  likewise  increasing. 
In  the  actions  instituted  between  September  1, 
1920,  and  December  31 , 1921 , the  amount  demanded 
in  damages  was  $2,436,752.30,  and  during  the  same 
period  the  amount  of  damages  demanded  in  the 
cases  which  were  disposed  of  was  $1,570,152.30 
leaving  $1,866,600  demanded  in  damages  by  the 
plaintiffs  in  the  actions  pending  on  January  1,  1922, 
this  being  an  average  of  about  $28,000  per  case. 

It  was  just  about  then  that  the  Malpractice 
Insurance  and  Defense  Board  was  instituted. 

During  1921  in  one  large  upstate  city  there 
were  281  members  of  the  Society  of  whom  139 
were  insured.  The  cost  of  a policy  ranged  from 
$18  for  limits  of  $5,000  15,000  to  $42.12  for 
$50,000,  100,000,  and  only  five  doctors  were 
insured  for  more  than  $25,000.  The  total 
premium  income  was  $3,209.40,  and  that  year 
there  was  paid  out  $19,283  so  that  a fairly 
substantial  raise  in  premiums  was  required  to 
avoid  complete  failure  of  the  plan. 

In  the  same  upstate  city,  current  premium 
rates  for  $100,000  300,000  coverage,  which  is  the 
least  amount  that  any  physician  should  carry, 
costs  a general  practitioner  $145,  a general 


surgeon  $468,  a plastic  surgeon  $617,  and  a 
neurosurgeon  and  orthopedist  $758.  In  New 
York  City  the  rates  for  the  same  coverage  range 
from  $300  to  $1,542. 

The  Wall  Street  Journal  recently,  in  a report 
from  Los  Angeles,  demonstrated  that  this  is 
by  no  means  a situation  unique  to  New  York 
and  said  in  part: 

First  Rise  in  fifteen  years:  'The  cost  has  to  go 

somewhere,’  said  a spokesman  for  the  Los  Angeles 
County  Medical  Association.  One  leading  Los 
Angeles  physician  is  being  forced  to  raise  his  fee  for 
the  first  time  in  fifteen  years  because  of  the  increase 
in  his  professional  Liability  insurance  premium,  ac- 
cording to  the  association  spokesman. 

Also  contributing  to  higher  medical  costs,  ac- 
cording to  the  association  spokesman,  will  be  the 
tendency  of  doctors  to  have  more  tests  made  than 
they  ordinarily  would  require.  This  can  be  ex- 
pected, he  suggested,  because  doctors  will  feel  the 
additional  or  more  extensive  tests  might  help  them 
in  their  defense  against  any  malpractice  suit  re- 
sulting from  the  treatment  of  the  patient. 

Spokesman  for  both  the  medical  profession  and 
the  insurance  industry  agree  that  the  higher  rates 
are  caused  by  the  increased  number  of  malpractice 
suits  being  filed  by  disgruntled  patients  and  the 
larger  settlements  being  made  both  in  and  out  of 
court. 

Among  the  same  6,000  doctors  in  Los  Angeles 
County  that  are  insured  through  one  Southern 
California  broker,  there  were  329  malpractice  claims 
filed  during  the  first  seven  months  of  1968,  up  from 
206  claims  in  the  year  earlier  period,  according  to 
a recent  article  by  Dr.  Crum  in  the  medical  associa- 
tion’s bulletin.  The  total  legal  and  settlement 
expenses  for  the  first  seven  months  of  1968  rose  to 
$1.3  million  from  $628,700  in  the  comparable  1967 
period. 

Current  Problems  in  the  Field  of  Malpractice 
Insurance.  The  American  Medical  Association 
has  a publication  called  Citation,  and  it  can  be 
ordered  by  writing  to  the  Law  Division  of  the 
AMA.  This  collates  most  of  the  medicolegal 
cases,  a considerable  number  of  which  are  in 
the  field  of  malpractice. 

Time  does  not  permit  a detailed  discussion  of 
all  the  current  problems  in  the  field  of  malprac- 
tice insurance.  I have  discussed  many  of 
them  in  past  annual  reports.  It  is  small  con- 
solation that  these  cases  are  being  brought 
against  not  only  doctors,  dentists,  nurses,  hos- 
pitals, osteopaths,  municipalities  and  sani- 
tariums, but  also  against  accountants,  corporate 
executives,  architects,  lawyers,  and  others. 

The  court  rulings  and  decisions  have  in- 
creasingly held  that  there  is  to  be  complete 
disclosure  beforehand,  even  to  the  extent  of 
compelling  the  defendant  doctor  to  testify  as 
an  expert.  The  myth  that  there  is  a conspiracy 
of  silence  which  makes  it  difficult  to  find  a 
doctor  who  wall  testify  for  the  plaintiff  is  one 
that  is  preserved  by  the  plaintiffs’  bar  as  a 
standard  gambit.  This  propaganda  is  laughed 
at  by  experienced  counsel  who  know  that  the 
name  of  the  game  is  "money.”  There  are 
plenty  of  physicians  available  to  testify  against 
their  brethren  provided  the  fee  is  adequate, 
and  many  of  these  physicians  are  well  versed 
in  their  field  and  seek  out  opportunities  to 
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testify.  They  are  constantly  lecturing  to  groups 
of  lawyers  on  the  technics  of  trying  a malprac- 
tice case. 

A law  firm,  the  members  of  which  are  con- 
stantly saying  that  they  turn  down  a great 
many  cases  and  only  take  the  ones  that  are 
practically  solid  gold,  recently  brought  a case 
against  a surgeon  who  treated  a young  lady 
who  had  been  in  an  automobile  accident.  She 
sustained  multiple  fractures,  bruises,  contu- 
sions, and  lacerations.  She  arrived  at  the 
hospital  in  a coma,  and  the  surgeon  worked 
on  her  for  four  hours  with  the  aid  of  several 
residents.  The  end  result  of  all  this  treatment 
was  perfect  except  that  a tendon  in  one  of  her 
fingers,  it  was  alleged,  had  not  been  completely 
repaired.  The  young  lady  was  back  at  work 
in  five  weeks,  and  all  of  her  expenses  were  paid 
by  the  large  corporation  for  which  she  worked 
as  a computer  operator.  Her  duties  as  an  op- 
erator were  in  no  way  impaired,  but  because  she 
had  no  one  else  to  sue,  the  law  firm  brought 
suit  in  the  sum  of  $250,000.  This  is  the  sort 
of  thing  that  makes  a mockery  of  the  law. 

I recently  received  announcements  of  special 
courses  that  will  be  given  for  plaintiffs’  lawyers 
who  wish  to  try  malpractice  cases,  and  the  fee 
is  $175.  The  same  organization  is  offering  a 
course  for  defendant’s  lawyers,  and  the  fee  is 
the  same.  In  each  course  the  audience  is 
limited  to  50,  and  I am  told  it  is  a sellout. 

It  is  my  opinion  that  the  State  Medical  So- 
ciety and  similar  groups  should  encourage  a 
study  in  depth  of  this  whole  problem  of  medical 
malpractice. 

It  is  vitally  important  to  the  medical  pro- 
fession that  a sound  program  of  malpractice 
insurance  be  available,  and  New  York  State 
with  splendid  management  from  the  Malprac- 
tice Insurance  and  Defense  Board  has  main- 
tained such  a program. 

What  is  the  situation  of  a doctor  who  does 
not  have  malpractice  insurance?  Some  years 
ago,  a distinguished  physician  and  hospital 
were  sued  for  alleged  improper  treatment  of  a 
newborn  child  with  resultant  brain  damage.  It 
is  to  be  remembered  that  any  suit  on  behalf  of 
a child  may  be  brought  up  to  age  twenty-four, 
as  the  statute  of  limitations  does  not  start  to 
run  until  one  reaches  his  majority.  The  lapse 
of  time  was  not  as  great  in  this  case,  but  the 
child  was  twelve  years  of  age  at  the  time  of 
trial.  During  the  period  the  infant  was  being 
treated,  the  doctor-defendant  for  the  only  time 
in  more  than  forty  years  of  practice  was  un- 
insured for  an  interval  of  two  months.  The 
liability  in  the  case  was  questionable,  but  the 
plight  of  the  child  was  extreme.  The  hospital 
had  a $100,000  policy  and  offered  it  all.  To 
avoid  a financial  catastrophe,  the  doctor  paid 
an  additional  $50,000.  If  there  was  any  doubt 
in  his  mind  as  to  what  a verdict  in  such  a case 
might  have  been,  there  was  returned  in  an 
adjacent  court  room  within  the  week  a verdict 
of  $500,000  against  one  of  our  great  hospitals 
for  a child  with  brain  damage.  The  case  is  on 
appeal. 


The  Mayo  Clinic  has  recently  instituted  a 
rule  and  implemented  it  with  a practical  tech- 
nic that  all  patients  must  be  x-rayed  postop- 
eratively  before  being  taken  to  the  recovery 
room.  This  is  long  overdue.  We  have  re- 
ceived a dreary  succession  of  cases  involving 
hemostats,  in  one  instance  three  in  number,  and 
the  second  for  gauzes  which  might  have  been 
discovered  and  removed  if  the  patient  had 
been  x-rayed  promptly.  Incidentally,  there  is 
a tendency  in  many  courts  to  hold  that  the 
statute  of  limitations  for  negligent  failure  to 
remove  a foreign  body  does  not  start  to  run 
until  discovery  of  the  same,  and  this  could  be 
many  years  later. 

Just  as  an  indication  of  some  of  the  large 
verdicts  that  have  been  returned,  a settlement 
in  San  Francisco  was  effected  in  the  sum  of 
$211,325  to  the  widow  and  three  children  of  a 
twenty-eight-year-old  barber.  His  death  re- 
sulted two  days  after  he  entered  the  hospital 
for  an  inflamed  hemorrhoid.  He  continued 
to  suffer  pain  and  developed  fever  for  which  he 
returned  to  the  hospital  the  following  day  and 
again  the  next  day  and  made  complaints. 
Cause  of  death  was  due  to  necrotizing  procto- 
colitis with  pyelophlebitis  and  septicemia,  in- 
flammation of  the  rectum,  colon,  portal  vein, 
and  hemorrhoidal  veins.  There  was  a $300,000 
recovery  in  San  Francisco  for  the  wrongful 
death  of  a 42-year-old  husband  earning  $15,000 
a year  who  left  a wife  and  two  children.  He 
developed  gas  gangrene  in  the  area  of  a digoxin 
injection.  He  went  to  the  defendant  hospital 
complaining  of  pain,  and  he  was  given  digoxin, 
and  he  died  the  following  day. 

To  divert  from  the  subject  of  large  verdicts 
for  a moment,  there  was  a pathetic  complica- 
tion in  the  trial  of  a particular  case  recently. 
An  elderly  doctor  from  a rural  area  came  to 
Federal  Court  in  New  York  to  defend  his 
treatment  of  a child.  The  hospital  record  had 
been  obtained  early  in  the  course  of  the  lawsuit 
and  a copy  furnished  to  both  sides,  but  when 
the  record  was  subpoenaed  to  court,  there  were 
two  pages  of  progress  notes  that  formed  no 
part  of  the  original  record.  The  age  of  the 
defendant  led  the  judge  to  seek  a disposition 
by  settlement  but  the  price  was  punitive,  being 
precisely  twice  the  amount  that  had  even  been 
asked  for  at  any  previous  time.  No  doctor 
should  seek  to  add  one  iota  of  comment  to 
either  his  office  record  or  the  hospital  record 
at  a subsequent  time.  Many  insurance  in- 
vestigators insist  on  immediately  photostating 
the  records  and  emphasize  to  the  client  that 
such  is  being  done.  Astute  counsel  for  a 
plaintiff  will  also  have  seen  a copy  of  a hospital 
record  at  the  earliest  date,  and  the  legal  mind 
is  particularly  apt  at  picking  up  changes  of  any 
kind  in  a record.  While  most  of  the  changes 
do  not  involve  any  kind  of  deliberate  deception, 
they  are  just  plain  harmful.  A doctor  helps 
himself  greatly  by  keeping  adequate  records 
especially  where  constant  supervision  is  needed 
in,  say,  the  reduction,  x-raying,  and  postre- 
duction care  of  fractures. 
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There  is  no  more  fitting  instance  that  I can 
give  of  the  time  and  effort  that  goes  into  the 
preparation  and  trial  of  a malpractice  case  than 
to  call  attention  to  a recent  case  which  was 
tried  in  Nassau  County,  then  was  heard  in 
the  Appellate  Division  of  the  Second  Depart- 
ment, and  finally  in  the  Court  of  Appeals. 
Harold  Shape ro  of  our  office  conducted  this 
trial  with  great  skill  for  the  defendant  physician. 
The  case  was  won  for  the  physician  in  the 
court  by  a jury  verdict  which  the  trial  judge 
refused  to  set  aside.  The  verdict  was  sustained 
in  the  Appellate  Division  by  a 4 to  1 vote. 
The  Court  of  Appeals  reversed  it  by  a 4 to  3 
vote.  Ironically,  this  found  a jury  in  favor  of 
the  physician  by  an  11  to  1 vote,  and  of  all  the 
Supreme  Court  judges  who  passed  on  the  case, 
eight  were  in  favor  of  the  doctor  and  five  were 
against  him,  but  it  was  the  one-vote  margin 
in  the  Court  of  Appeals  that  sent  the  case  back 
for  a new  trial.  The  majority  opinion  is  sum- 
marized in  Citation,  October  15,  1968  issue, 
and  is  worth  reading. 

However,  we  strongly  felt  that  the  dissenting 
opinion  in  this  case  by  Judge  Bergen  of  the 
Court  of  Appeals  was  much  the  sounder  de- 
cision. Among  other  things,  Judge  Bergen 
said: 

There  is,  thus,  no  proof  in  the  record  that  the 
administration  of  oxygen  could  cause  the  disease, 
but  no  proof  that  in  the  critical  period  of  the  first 
ten  days  after  birth  any  different  consequence  re- 
sulted from  a quantity  of  4 or  6 L.  Therefore, 
the  nurses’  notes  on  these  two  quantities  could  not 
become  a basis  of  liability  on  this  record. 

For  similar  reasons  the  complaint  against  the 
defendant  hospital  was  properly  dismissed  by  the 
trial  judge.  There  is,  as  the  hospital  argues  here, 
‘no  evidence  that  the  administration  of  6 L.  of 
oxygen  at  the  times  set  down  in  the  nurses’  notes 
caused  the  disease.’ 

The  hospital’s  procedures,  as  well  as  those  of  the 
physicians,  followed  accepted  standards  of  medical 
care  in  June  and  July  of  1953.  The  proof  was  that 
the  administration  of  supplementary  oxygen  was 
followed  in  many  of  the  leading  hospitals  at  that 
time. 

That  later  scientific  discovery  showed  some  other 
procedure  should  have  been  followed,  ought  not  to 
bring  home  a retroactive  liability,  either  to  physi- 
cian or  hospital.  The  prime  purpose  of  the  proce- 
dure was  to  save  the  lives  of  the  children;  that  later 
knowledge  showed  the  serious  side-effects  might 
have  been  avoided  and  ought  not  spell  out  liability 
under  this  record. 

Patient  Consent  to  Therapy:  The  Problem 

of  Informed  Consent.  I have  discussed  this  at 
length  in  recent  reports,  but  it  is  a matter  of 
great  moment  because  the  plaintiffs’  bar  is 
constantly  trying  to  liberalize  what  seems 
to  be  the  present  consensus  of  the  law.  Re- 
cently I read  from  cover  to  cover  the  Au- 
tumn, 1967,  issue  of  Duke  University’s  publica- 
tion, Law  and  Contemporary  Problems,  which 
was  devoted  to  “Medical  Progress  and  the 
Law.”  It  is  a fascinating  issue,  and  I would 
urge  you  to  get  a copy  for  your  hospital  library. 

The  same  Journal  has  a discussion  of  the 
case  of  Bowers  v.  Talmage,  decided  by  the  Third 


District  Court  of  Appeal  of  Florida  in  December, 
1963.  In  this  case  the  doctor  was  held  liable 
for  not  disclosing  the  serious  risks  in  the  pro- 
posed surgery.  The  plaintiff  was  a nine-year- 
old  boy  who  had  spells  and  was  taken  by  his 
mother  to  a neurologist.  The  neurologist  was 
in  doubt  as  to  whether  the  difficulty  was  emo- 
tional or  organic  and  suggested  that  an  arterio- 
gram be  done  rather  than  psychiatric  treatment. 
The  doctor  did  not  disclose  to  the  parents  that 
arteriograms  have  serious  side  effects  in  3 per 
cent  of  the  cases,  and  the  boy  ended  up  with  a 
partial  paralysis. 

The  case  of  Wilson  v.  Scott  is  another  one 
that  sounds  a warning.  This  case  involved  a 
stapedectomy  with  a vein  graft.  The  opera- 
tion was  relatively  new  and  considered  to  be  a 
delicate  and  complex  one.  After  the  operation, 
the  patient  experienced  vertigo,  instability, 
tinnitus,  and  a total  loss  of  hearing  in  his  left 
ear.  The  patient  said  that  he  had  not  been 
warned  of  any  of  these  hazards,  but  the  doctor 
testified  that  1 per  cent  of  the  patients  suffer 
from  a total  loss  of  hearing  as  a result  of  this 
operation,  and  it  is  “a  very  standard  procedure.” 
The  patient  also  testified  that  the  doctor,  in  dis- 
cussing the  probable  results,  told  him  about 
statistical  experiences  in  terms  of  “we,”  from 
which  he  inferred  that  the  doctor  had  performed 
this  specific  operation  previously.  Although 
the  doctor  had  performed  related  operations, 
his  experience  with  this  specific  procedure  had 
been  confined  to  operations  on  cadavers. 
The  court  said  in  part: 

“This  duty  is  based  on  the  patient’s  right 

to  information  adequate  to  him  to  exercise 

an  informed  consent  to  or  refusal  of  the  pro- 
cedure.” 

But  the  plaintiff  has  the  burden  of  proving 
by  expert  medical  evidence  what  a reasonable 
medical  practitioner  of  the  same  school  and  in 
the  same  or  similar  community  under  the  same 
or  similar  circumstances  would  have  disclosed 
to  his  patient  about  the  risks  incident  to  a 
proposed  diagnosis  or  treatment. 

Compensatory  and  Punitive  Damages.  Some 
years  back,  in  one  of  my  annual  reports,  I 
mentioned  that  more  than  occasionally  we 
will  find  a situation  where,  as  a result  of  an 
automobile  accident,  either  the  plaintiff  can- 
not collect  enough  from  the  driver  of  the  car 
or  the  company  insuring  the  car  feels  that  the 
injuries  were  greatly  aggravated  by  malpractice 
on  the  part  of  the  attending  physician.  Re- 
cently there  was  returned  a verdict  of  $407,500 
in  an  automobile  accident,  and  there  was  also 
a malpractice  case  against  the  treating  physi- 
cians and  a hospital.  Since  the  verdict  em- 
braced all  of  the  injuries  sustained  by  the 
patient,  a motion  was  made  to  dismiss  the  mal- 
practice case.  Meanwhile,  the  automobile  case 
was  settled  by  payment  of  a total  of  $190,000 
which  included  the  limit  of  the  automobile 
policy  of  $100,000  and  $90,000  by  the  defendant 
personally,  with  the  finding  that  “that  was  all 
that  in  good  conscience  could  be  obtained  from 
defendants  without  putting  them  into  absolute 
dire  financial  stress  had  there  been  execution  of 


June  1,  1969  / New  York  State  Journal  of  Medicine  1517 


the  judgment.”  As  to  the  motion  made  by  the 
defendant  doctors  to  have  the  case  dismissed, 
the  Court  said  in  part: 

“Here  there  is  no  dispute  that  plaintiff 
was  not  paid  the  amount  of  the  judgment  ob- 
tained by  him.  In  accepting  what  he  could 
get  from  the  judgment  debtor  and  the  latter’s 
carrier,  the  plaintiff  was  merely  getting  part 
payment  on  account  of  his  injuries.  He  did 
not  thereby  receive  ‘satisfaction’  from  the 
defendants  in  the  negligence  action.  To 
what  extent  the  moneys  received  by  plaintiff 
may  have  included  payment  for  the  ag- 
gravated injuries  cannot  be  determined  on 
this  motion.  . . . The  issues  presented,  im- 
possible of  disposition  by  the  Court  as  a 
matter  of  law  on  motion,  must  be  resolved 
by  the  trier  of  the  facts  upon  trial.” 
Attention  must  be  called  to  the  severe  duty 
placed  on  hospitals  and  physicians  to  see  that 
helpless  people  are  carefully  watched,  partic- 
ularly when  they  are  new  to  the  hospital  and 
unaccustomed  to  their  surroundings.  It  is 
said  that  upward  of  5,000  accidents  a year 
occur  to  patients  in  hospitals,  and  46  per  cent 
of  these  involve  falls  from  bed.  Chances  must 
not  be  taken.  Recently  we  defended  a fine 
institution  that  had  an  active  little  old  lady, 
who  came  in  with  one  eye  out,  to  be  operated 
on  for  glaucoma  in  the  other  eye.  She  was 
quite  firm  in  her  wish  to  go  to  the  bathroom 
instead  of  using  a bedpan.  A nurse  assisted 
her  to  the  bathroom  and  left  her  alone.  Another 
nurse  heard  a thump  and  went  in.  The  patient 
had  fallen  to  the  floor  and  broke  her  hip.  Prior 
thereto  a number  of  medications  had  been 
given  to  her,  the  net  effect  of  which,  we  are 
told,  was  to  slow  her  reflexes  and  make  her 
drowsy.  One  nurse  said  that  the  patient  had 
been  given  a cord  to  hold,  and  there  was  a 
button  she  could  push  if  she  got  into  trouble. 
A settlement  resulted. 

Legal  Problems  of  Hospital  Emergency  Rooms. 
Recently,  at  a meeting  in  Chicago  of  state 
and  county  medical  society  officers,  I spoke 
on  the  legal  problems  of  hospital  emergency 
rooms.  As  Louis  Lasagna,  M.D.,  says  in  his 
provocative  book,  Life,  Death  and  the  Doctor, 
these  are  increasing  significantly  because, 
“Some  hospitals  have  had  a 500  per  cent 
increase  in  emergency  room  traffic  since  World 
War  II,  with  a change  in  the  nature  of  the  visits 
from  true  emergencies  to  a more  or  less  repre- 
sentative cross  section  of  complaints,  many 
of  them  chronic  in  nature.” 

There  is  a discussion  of  the  general  law  as  it 
relates  to  emergency  room  treatment  contained 
in  American  Law  Reports  2d.  The  introductory 
remarks  in  the  section  entitled,  “Hospital’s 
liability  as  to  diagnosis  and  care  of  patients 
brought  to  emergency  ward,”  read  as  follows: 
“Surprisingly  few  cases  have  been  found 
involving  the  situation  here  considered,  that 
is,  the  liability  of  a hospital  for  negligence 
in  connection  with  the  care  and  treatment 
of  a patient  allegedly  brought  to  an  emergency 
room  or  ward.  In  most  of  these  cases  lia- 


bility has  been  denied,  either  on  the  theory 
that  the  defendant  was  not  chargeable  with 
negligence  under  the  circumstances  or  be- 
cause any  such  negligence  was  not  shown 
to  have  caused  injury.” 

But  that  is  not  our  experience.  I mentioned 
some  years  ago  the  Petry  case,  decided  in  1944, 
where  a patient  in  the  emergency  room  fell  off 
a table,  and  there  was  a monetary  recovery. 
In  another  case,  the  patient  went  to  the 
emergency  room  early  in  the  morning  in  a very 
apprehensive  state.  He  was  seen  by  a nurse 
who  called  a physician  in  the  group  practice  to 
which  the  patient  subscribed.  The  patient 
was  sent  home  and  told  to  come  back  the  next 
morning  only  to  die  of  a heart  attack  as  he  was 
climbing  the  stairs  after  he  reached  home. 
This  case  was  eventually  settled  by  a payment 
of  $45,000  by  the  hospital  and  $20,000  by  the 
physician. 

In  June,  1962,  we  had  a case  involving  a 
leading  voluntary  hospital  in  the  city  where  a 
five-year-old-child  was  brought  in  at  a time 
when  the  emergency  room  was  understaffed 
because  of  a hospital  party.  The  mother  of  the 
child,  who  was  not  particularly  literate,  was 
asked  to  fill  out  an  accident  form  and  give  the 
child’s  complaints.  The  mother  wrote  down 
that  the  boy’s  arm  bothered  him  and  showed 
bruises.  The  clerk  testified  that  after  the 
mother  had  filled  in  and  signed  the  history 
form,  she  said  to  the  clerk,  “Miss,  would  you  put 
‘head’  on  that  paper?”  The  clerk  then  was 
questioned  by  plaintiff’s  counsel  as  follows: 

Q.  “Had  the  boy  vomited  before  you  took 
this  sheet  to  the  doctor? 

A.  “Yes.” 

The  doctor  said  that  when  he  first  examined 
the  boy,  he  did  not  see  anything  wrong  except 
for  an  abrasion  of  the  shoulder,  but  then  in  his 
examination  before  trial  he  said  he  told  the 
mother:  “I  could  not  find  anything  seriously 

wrong  with  the  child  after  examining  him;  that, 
however,  one  never  knew  about  these  things. 
A car  accident  could  result  in  deep  injuries 
which  are  not  detectable  at  the  time;  that  she 
should  look  for  certain  signs  such  as  dizziness, 
nausea,  vomiting,  headache,  and  excessive 
sleepiness;  and  should  any  of  these  things 
occur  to  bring  the  child  right  back.”  The 
doctor  was  then  asked: 

Q.  “Were  you  aware  of  the  fact  that  the 
child  had  vomited  already? 

A.  “Yes,  it  says  so  in  the  record  here. 

Q.  “Well,  no,  forgetting  the  record,  were 
you  aware  of  the  fact  personally? 

A.  “Yes,  because  the  child  went  out,  and 
by  the  time  I came  out  to  speak  to  the  mother 
he  had  vomited  there.  That  was  the  first  time 
he  vomited  in  the  emergency  room.” 

Then  he  said  he  brought  the  child  back  and 
re-examined  him  thoroughly  and  found  nothing. 
He  said  he  had  seen  many  children  in  this  age 
group  vomit  after  this  type  of  trauma.  He 
said  he  did  not  record  the  second  examination 
because  it  was  substantially  the  same  as  the 
first.  The  testimony  of  the  nurse  revealed  that 
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the  emergency  room  was  very  busy  that  night, 
and  there  was  a shortage  of  stretchers  and 
“nurses  were  popping  in  and  out.’’  As  it 
turned  out,  most  of  the  staff  was  at  the  party. 
The  testimony  showed  that  the  doctor-de- 
fendant was  very  busy  that  night.  The  judge 
before  whom  we  had  a settlement  conference 
said  that  he  was  “outraged  that  this  boy  came 
in  vomiting  after  having  been  hit  by  a truck 
and  was  sent  home  only  to  come  back  in  a deep 
coma  and  die  after  a tracheotomy  was  done.” 
The  autopsy  showed  “a  moderate  hemorrhage 
over  the  left  frontal  temporal  and  parietal 
region.  There  was  a linear  fracture  of  the 
left  frontal  parietal  temporal  region,  measuring 
6 inches  in  length.  There  was  an  extradural 
hemorrhage  extending  over  the  left  frontal 
parietal  lobes  laterally  composed  of  clotted 
blood  which  weighs  70  Cm.”  While  it  is  true 
that  signs  of  an  impending  mass  such  as  an 
extradural  hemorrhage  may  come  about  slowly 
with  no  clear  suggestion  of  a head  injury,  an 
x-ray  film  should  have  been  taken.  Vomiting 
was  a danger  sign,  although  it  does  not  neces- 
sarily point  to  a skull  injury.  Settlement  was 
effected  by  a payment  of  $10,000  on  behalf  of 
the  carrier  for  the  truck,  and  $7,500  each  on 
behalf  of  the  physician  and  the  hospital. 

In  June,  1967,  the  emergency  room  of  a volun- 
tary hospital  had  brought  to  its  doors  a hotel 
waiter  who  had  had  a profound  seizure  which 
rendered  him  unconscious  for  a period  of  time 
and  from  which  he  rallied  when  he  reached  the 
hospital.  He  spoke  practically  no  English,  and 
an  interpreter  was  not  present.  He  was  in  the 
emergency  room  a total  of  twenty-seven 
minutes.  Diphenylhydantoin  (Dilantin)  was 
prescribed,  and  he  was  told  to  come  back  in  a 
few  days  for  a complete  physical  examination. 
Within  a short  period  of  time  he  was  found  be- 
headed on  the  tracks  at  an  uptown  subway 
station.  All  the  authorities  indicated  that 
this  was  not  the  way  to  treat  a suspected  epilep- 
tic and  particularly  one  who  is  alone  and  cannot 
speak  English.  A settlement  was  made. 

In  February,  1968,  in  Westchester  County, 
there  was  a $59,000  verdict  returned  against  a 
doctor  and  a hospital.  A young  married  girl, 
who  was  participating  in  a choral  group,  was 
hit  over  the  head  with  a heavy  object  by  one 
of  a group  of  ruffians  that  invaded  the  group. 
She  went  to  the  hospital  where  the  intern 
treated  the  laceration  and  discharged  her  with- 
out taking  an  x-ray  film.  When  she  got  home, 
she  was  sick,  and  her  husband  called  their 
doctor  only  to  find  that  he  was  out  of  town. 
A physician,  who  made  a practice  of  covering 
doctors  but  did  not  himself  carry  any  insurance, 
told  the  husband  to  take  her  to  the  hospital, 
and  he  would  meet  them  there.  We  repre- 
sented one  of  the  defendants  who  became  in- 
volved because  when  he  came  in  to  see  his  own 
patients  on  a Sunday  morning  one  of  the  nurses 
asked  him  to  look  at  the  girl  because  no  one 
had  seen  her.  Our  doctor  promptly  called 
the  covering  doctor  and  told  him  to  get  right 
down  to  the  hospital.  There  was  some  dispute 
as  to  which  doctor  said  he  would  call  in  a 


neurosurgeon,  but  at  any  rate,  the  girl  was  not 
operated  on  for  many  more  hours  and  now  suf- 
fers from  permanent  brain  damage. 

The  emergency  room  should  be  set  up  so  that 
a specialist  is  always  on  call,  and  it  is  becoming 
increasingly  clear  that  a hospital  may  not  wait 
on  the  whim  of  a private  doctor.  This  princi- 
ple was  established  in  the  Illinois  case  of  Darling 
v.  Charleston  Community  Memorial  Hospital 
wherein  the  court  stated  that  if  a nurse  is  aware 
that  a private  patient  of  a physician  on  the 
staff  is  not  receiving  prompt  and/or  adequate 
treatment,  it  is  the  duty  of  the  nurse  to  inform 
the  hospital  authorities  so  that  the  situation 
may  be  remedied  as  soon  as  possible. 

We  had  another  case  in  March,  1967,  which 
after  nine  days  of  trial  was  settled  for  a total 
of  $55,000;  $15,000  was  paid  on  behalf  of  the 
physician  and  the  balance  was  paid  on  behalf 
of  the  hospital.  The  doctor  who  had  a some- 
what tenuous  connection  with  a voluntary  hos- 
pital thought  the  patient  had  pneumonia.  He 
called  an  ambulance  and  left  a note  that  the 
patient  had  pneumonia.  The  admitting  phy- 
sician at  the  hospital  had  an  x-ray  film  taken, 
decided  the  patient  did  not  have  pneumonia, 
gave  her  an  injection  of  terramycin,  and  sent 
her  home.  The  private  physician  learned  noth- 
ing until  1:00  p.m.  the  next  day.  He  again  ar- 
ranged for  an  ambulance  but  it  took  hours,  and 
when  the  patient  was  taken  for  a second  time  to 
the  hospital,  she  was  told  they  did  not  have  any 
room  and  was  sent  to  a city  hospital  where  she 
died  of  pneumonia  within  a few  days. 

Recently  there  was  a $210,000  verdict  re- 
turned in  Nassau  County  against  a general 
practitioner,  a radiologist,  and  a hospital  which 
verdict  was  set  aside  by  the  trial  court,  and 
the  case  is  now  on  appeal.  It  involved  a strange 
factual  situation.  On  the  afternoon  of  April  12, 
1962,  the  deceased,  a salesman,  had  about  three 
alcoholic  drinks  with  an  associate  in  New  York 
City.  He  then  left  the  restaurant  about  5:30 
p.m.  and  took  a Long  Island  Railroad  train 
from  Pennsylvania  Station  to  go  home.  While 
driving  his  car  from  the  railroad  station  to  his 
home,  the  deceased  collided  with  the  rear  of  a 
standing  truck,  and  his  body  forcibly  struck 
the  steering  wheel.  He  was  taken  by  ambu- 
lance to  the  emergency  room  of  a large  hospital, 
arriving  about  7:20  p.m.  The  hospital  record 
shows:  "Possible  chest  injury;  cuts  around 

the  mouth.”  It  also  showed  that  he  was  the 
driver  of  a car  which  had  been  involved  in  a 
collision  with  a truck.  Thereafter,  an  intern 
spoke  to  him  and  treated  him  in  the  emergency 
room,  and  the  intern  recorded  the  following  on 
the  hospital  record:  "Patient  involved  in  auto 
accident — has  small  laceration  under  lip — - 
slight  tenderness  over  chest  otherwise  ortho- 
pedic examination  showed  negative  results — 
patient  admits  to  having  been  drinking  and 
smells  of  alcohol — pupils  equal  and  react  to 
light — no  motor  or  sensory  loss,  deep  tendon 
reflexes  were  hypoactive  but  equal — no  patho- 
logic reflexes.  Patient  refused  suture  of  lacera- 
tion. Wound  cleaned  and  dressed.  Patient 
referred  to  local  medical  doctor.”  The  patient 
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insisted  on  going  home  and  signed  the  following 
statement: 

“This  is  to  certify  that  T leave  the  hospital 
of  my  own  accord,  against  the  advice  and 
consent  of  the  attending  physicians,  and  I 
hereby  release  the  said  hospital  and  attending 
physicians  from  all  responsibility  in  the 
matter.” 

The  following  day  he  was  in  great  pain,  and 
he  and  his  wife  went  to  see  their  family  physi- 
cian, but  he  was  out  of  town.  After  a number 
of  calls,  they  went  to  see  another  doctor  who 
was  one  of  the  defendants.  He  examined 
the  patient  and  then  sent  him  to  the  defendant 
radiologist  whom  we  represented.  Our  de- 
fendant said  he  was  requested  only  to  take  a 
picture  of  the  chest,  but  the  referring  doctor 
said  that  he  had  requested  a picture  of  the  chest 
and  abdomen.  The  chest  x-ray  films  showed 
some  fractured  ribs  which  were  strapped.  The 
patient  then  went  home  and  despite  his  wife’s 
pleas  insisted  on  going  to  work  in  New  York 
City;  however,  he  did  not  feel  well,  and  he 
came  home  early  that  day  and  went  to  bed. 
No  doctor  was  called.  The  next  day  he  was  too 
ill  to  go  to  work,  but  the  following  day  against 
his  wife’s  entreaties,  he  again  insisted  on  going 
to  work,  and  did  so.  While  at  work  he  col- 
lapsed and  was  taken  by  ambulance  to  a city 
hospital  where  he  was  found  to  be  in  shock. 
He  was  given  emergency  treatment  and  was 
treated  there  from  his  admission  on  April  18  to 
June  26,  1962,  when  he  died.  On  admission 
to  the  last  hospital,  it  was  found  that  he  had  a 
pneumothorax,  but  it  was  not  until  shortly 
before  his  death  that  it  was  found  that  he  had  a 
traumatic  rupture  of  the  duodenum.  He  was 
a substantial  wage  earner  with  a large  family. 
No  action  was  brought  against  the  second 
hospital.  We  need  not  go  into  all  the  reasons 
the  judge  gave  for  setting  aside  the  verdict 
against  all  defendants.  But  it  is  interesting  to 
note  that  the  verdict  against  the  hospital  was 
set  aside  for  the  following  reasons: 

1.  His  insistence  on  leaving  the  hospital 
without  further  treatment. 

2.  His  signed  statement  that  he  was  leaving 
against  the  hospital’s  advice  and  consent  and 
was  releasing  the  hospital  from  all  responsibility. 

3.  His  seeing  his  own  doctor  on  the  hospital’s 
advice,  all  absolve  the  hospital  of  responsibility. 

Reforms  in  Malpractice  Law.  When  I was 
in  Chicago,  I learned  of  the  efforts  of  the 
California  Medical  Association  to  effect  by 
legislation  some  reforms  in  the  malpractice  law. 
One  which  the  Society  thought  it  would  have 
some  difficulty  in  implementing  was  passed, 
and  I think  it  is  a good  one.  It  will  make  un- 
available to  the  plaintiffs  the  reports  of  tissue 
committees,  review  committees,  and  other 
types  of  similar  reports.  This  has  merit  be- 
cause the  work  that  these  committees  do  is  for 
general  educational  purposes  and  to  give  the 
hospital  a better  opportunity  to  observe  its 


staff.  This  work  would  never  be  conducted 
with  candor  if  the  reports  could  be  made  part 
of  a lawsuit. 

In  California  they  are  also  anxious  to  have 
the  plaintiff  post  a bond  for  $500  in  a malprac- 
tice case  to  make  sure  that  some  costs  are  paid 
for  if  the  action  is  lost.  This  would  have  little 
chance  in  New  York  where  the  philosophy 
exists  that  people  should  be  able  to  sue  any- 
body and  pay  very  little  for  the  privilege. 

They  are  worried  about  the  doctrine  of  res 
ispa  loquitor;  namely,  if  an  untoward  result 
occurs,  the  defendant  is  called  on  to  produce 
an  adequate  defense.  (This  is  an  oversimplifi- 
cation but  space  does  not  permit  further  dis- 
cussion.) 

Finally,  I would  like  to  quote  from  a recent 
speech  by  The  Right  Honorable  Lord  Justice 
Edmund  Davies  at  The  Royal  Society  of 
Medicine  in  London.  In  his  talk  on  the  general 
subject  of  medicine  he  said:  “As  a dedicated 
hypochondriac,  I am  happiest  when  I find  my- 
self in  the  company  of  doctors.  Perhaps  that 
startling  confession  will  raise  the  spirits  a little, 
for  the  sad  and  simple  truth  is  that  not  every 
one  likes  medical  men.  And  that  is  no  new 
thing,  for,  of  course,  you  remember  the  sixteenth 
century  lines  of  John  Owen: 

“God  and  Doctor  we  alike  adore. 

But  only  when  in  danger,  not  before 

The  danger  o’er  both  are  alike  requited — - 

God  is  forgotten  and  the  Doctor  slighted.  ” 

Acknowledgments.  I am  most  grateful  to 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president,  whom,  I am  proud 
to  say,  was  with  our  office  for  many  years,  for 
their  kindly  consideration  of  me  at  all  times. 

To  the  members  of  the  Malpractice  Insurance 
and  Defense  Board  and  to  the  members  of 
various  county  malpractice  committees  through- 
out the  State,  we  express  our  appreciation  for 
the  patience  and  understanding  shown  in  their 
consideration  of  our  many  problems. 

James  Arnold,  who  formerly  was  in  charge  of 
H.  F.  Wanvig,  Inc.,  has  retired,  and  we  ex- 
tend our  best  wishes  to  him.  Frank  Appleton 
is  now  in  charge  of  the  Society’s  program,  and 
he  and  his  staff  continue  to  be  of  invaluable  help 
in  handling  the  initial  management  of  claims 
and  cases. 

The  Employers  Mutuals  of  Wausau  have 
continued  to  provide  us  with  extremely  able 
investigation  and  claim  management  in  all  parts 
of  the  State.  I would  particularly  like  to  ex- 
press my  gratitude  to  John  E.  Linster,  vice- 
president  of  the  Claim  Department,  as  well  as 
Messrs.  Marx,  Hanner,  Gordon,  Bourbeau, 
Andreotta,  A versa,  and  Vitacco,  of  the  New 
York  City  office,  who  untiringly  assist  us  in  the 
management  of  our  cases.  The  fine  upstate 
office  staff  includes  Mr.  Lester  in  the  Buffalo 
office  and  Messrs.  Bollman,  Duggan,  and  Byrne 
in  the  Syracuse  office. 

Finally,  I must  pay  tribute  to  the  legion  of 
doctors  who  have  been  of  immeasurable  help 
to  us  in  handling  the  complex  problems  which 
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we  are  faced  with  daily.  To  name  even  a score 
of  them  would  be  to  slight  the  others. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

The  report  of  legal  counsel  seems  quite  clear 
and  detailed.  Your  reference  committee  rec- 
ommends careful  study  of  this  report  by  the 
Society  members  and  wishes  to  thank  the 
Society’s  counsel  for  the  high  standard  which 
he  has  maintained  on  their  behalf  for  over  a 
quarter  century. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

New  York  Delegation  to  the  AMA  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  117th 
annual  convention  of  the  American  Medical 
Association,  held  in  San  Francisco,  California, 
June  16  to  20,  included: 

Delegates:  Renato  J.  Azzari,  M.D.,  James  M. 

Blake,  M.D.,  Charles  M.  Brane,  M.D.,  John 

L.  Clowe,  M.D.,  Albert  H.  Douglas,  M.D., 
Ralph  S.  Emerson,  M.D.,  Irving  L.  Ershler, 

M. D.,  Henry  I.  Fineberg,  M.D.,  John  M. 
Galbraith,  M.D.,  Thurman  B.  Givan,  M.D., 
Carl  Goldmark,  Jr.,  M.D.,  Walter  T.  Heldmann, 
M.D.,  Milton  Helpern,  M.D.,  George  Himler, 
M.D.,  R.  Scott  Howland,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  John  C. 
McClintock,  M.D.,  Norman  S.  Moore,  M.D., 
Bernard  J.  Pisani,  M.D.,  William  B.  Rawls, 
M.D.,  C.  Stewart  Wallace,  M.D.,  Walter  S. 
Walls,  M.D.,  Carlton  E.  Wertz,  M.D., 
William  L.  Wheeler,  Jr.,  M.D.,  Waring  Willis, 
M.D.,  and  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Alternate  Delegates:  Joseph  J.  Kaufman, 

M.D.,  George  J.  Lawrence,  Jr.,  M.D.,  and  John 
J.  Noonan,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D., 

Section  on  Laryngology,  Otology,  andRhinology; 
Maus  W.  Stearns,  Jr.,  M.D.,  Section  on  Colon 
and  Rectal  Surgery. 

AMA  Trustee:  Gerald  D.  Dorman,  M.D. 

State  Medical  Society  Staff:  J.  Richard 

Burns,  Esq.,  assistant  executive  vice-president; 
Guy  D.  Beaumont,  director,  Division  of  Com- 
munications; and  Gretchen  Wunsch,  executive 
assistant. 

County  Medical  Society  Executives:  Donald 

M.  Irish,  Monroe;  Robert  D.  Potter,  New  York; 
Hazel  Spadafora,  Kings;  and  Richard  Treccase, 
Erie. 

In  Memoriam.  Solomon  Schussheim,  M.D., 
was  among  the  group  of  deceased  AMA  dele- 
gates who  were  honored  by  a moment  of  silence 
at  the  opening  session  of  the  House  of  Dele- 
gates. At  its  first  meeting,  the  New  York 
Delegation  also  honored  the  memory  of  Dr. 
Schussheim  with  a moment  of  silence. 

The  delegation  held  several  meetings,  one  on 


Saturday,  June  18,  at  5:00  P.M.,  followed  by  a 
reception  and  dinner  at  7:30  P.M.;  an  executive 
session  on  Wednesday  evening;  and  three 
breakfast  conferences  on  Tuesday,  Wednesday, 
and  Thursday  mornings.  Informal  luncheons 
were  available  to  the  delegation  on  Tuesday, 
Wednesday,  and  Thursday. 

Candidates  for  various  openings  on  the  Board 
of  Trustees  appeared  at  the  breakfast  meetings 
and  addressed  the  delegation. 

Matters  coming  before  the  House  were  dis- 
cussed; actions  were  taken  on  specific  issues; 
and  assignments  were  made.  Plans  for  con- 
tinuing the  campaign  to  elect  Dr.  Dorman 
president-elect  of  the  AMA  were  announced. 

The  delegation  recorded  its  vote  in  favor  of  the 
right  of  the  vice-president  of  the  AMA  to  vote 
at  meetings  of  the  Board  of  Trustees. 

The  delegation  voted  to  support  the  resolution 
on  maintaining  the  present  wording  of  obituary 
notices  which  appear  in  the  Journal  of  the 
American  Medical  Association. 

Nomination  ( and  election ) of  Gerald  D.  Dor- 
man, M.D.,  for  President-Elect  of  the  AMA: 
A reception  for  Dr.  and  Mrs.  Dorman  was  held 
on  Monday  evening  at  6:00  p.m.  in  the  Gold 
Room  of  the  Fairmont  Hotel.  This  was  well 
attended. 

Dr.  Dorman  was  nominated  by  the  chairman 
of  the  New  York  delegation;  the  nomination 
was  seconded  by  16  state  delegations;  nomina- 
tions were  closed;  and  Dr.  Dorman  was  elected 
by  acclamation. 

Resolutions.  Three  resolutions  were  intro- 
duced by  the  New  York  delegation.  Actions 
taken  by  the  AMA  House  of  Delegates  were  as 
follows: 

1.  Resolution  33 — “Insurance  Coverage  for 
Ambulatory  Prehospitalization  Workup,”  re- 
ferred to  Reference  Committee  A (Warren  L. 
Bostick,  M.D.,  chairman). 

Action:  The  reference  committee  amended 

the  resolution  as  follows: 

Whereas,  Many  health  insurance  carriers 
do  not  provide  coverage  for  prehospitaliza- 
tion x-ray  and  laboratory  services  unless  done 
on  a hospital  inpatient  basis;  and 

Whereas,  Failure  to  provide  coverage  for 
prehospitalization  x-ray  and  laboratory  serv- 
ices on  an  outpatient  basis  frequently  leads 
to  unnecessary  utilization  of  scarce  and  costly 
hospital  beds;  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  endorse  the  principle  of  voluntary 
health  insurance  coverage  for  outpatient 
x-ray  and  laboratory  services  acceptable  to 
the  hospital  and  its  medical  staff  wherever 
performed  prior  to  a scheduled  hospital  ad- 
mission and  that  it  work  actively  to  make  this 
form  of  coverage  universal. 

The  House  adopted  this  resolution  as 
amended. 

2.  Resolution  34 — “Joint  Commission  on  Ac- 
creditation of  Schools  of  Nursing,”  referred  to 
Reference  Committee  C (Wendell  B.  Gordon, 
M.D.,  chairman).  The  text  of  the  resolution 
follows: 
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Whereas,  The  Medical  Society  of  the  State 
of  New  York,  in  the  past  and  as  recently  as 
March  28,  1968,  has  gone  on  record  as 
favoring  a Joint  Commission  on  Accredita- 
tion of  Schools  of  Nursing,  with  representation 
from  the  American  Medical  Association,  the 
American  Hospital  Association,  the  National 
League  for  Nursing,  and  the  American 
Nurses’  Association;  and 

Whereas,  The  Medidal  Society  of  the  State 
of  New  York  feels  that  the  responsibility 
for  the  maintenance  of  standards  of  nursing 
care  is  and  must  be  the  joint  responsibility 
of  the  nursing  and  medical  professions;  and 
Whereas,  The  policy  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  pre- 
cludes its  involvement  in  the  accreditation  of 
educational  programs;  therefore  be  it 

Resolved,  That  a separate  commission  with 
representation  from  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, the  National  League  for  Nursing,  and 
the  American  Nurses’  Association  be  estab- 
lished and  constitute  the  means  by  which 
accreditation  of  nursing  schools  becomes  the 
joint  responsibility  of  the  nursing  and  the 
medical  professions. 

Action:  The  House  of  Delegates  referred  this 

to  the  Board  of  Trustees  and  the  Committee  on 
Nursing. 

3.  Resolution  35 — “Financial  Support  by  the 
U.S.  Department  of  Transportation  for  Re- 
search, Production,  and  Testing  of  the  “New 
York  State  Safety  Sedan,”  referred  to  Reference 
Committee  H (Carroll  L.  Witten,  M.D.,  chair- 
man) . The  text  of  the  resolution  follows: 

Whereas,  New  York  State  has  spent  $400,- 
000  in  the  past  three  years  on  feasibility 
studies,  design,  and  production  plans  for  the 
New  York  State  Safety  Sedan;  and 

Whereas,  The  New  York  State  Safety 
Sedan  is  the  most  advanced  effort  to  in- 
corporate occupant  and  pedestrian  safety 
protection  into  automobile  design;  and 
Whereas,  The  New  York  State  Safety 
Sedan  will  be  an  extremely  useful  research 
tool  and  test  bed  for  numerous  safety  designs 
for  automobile  construction;  and 

Whereas,  Very  little  research  on  the  design 
and  effectiveness  of  automobile  safety  fea- 
tures is  being  conducted;  and 

Whereas,  Automobile  safety  designs  prom- 
ise to  be  the  most  effective  weapon  yet 
available  to  reduce  the  increasing  toll  of  auto- 
mobile accidents;  and 

Whereas,  The  motoring  public  of  the  en- 
tire nation  will  benefit  from  the  continued 
development  and  testing  of  the  New  York 
State  Safety  Sedan;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation, through  Alan  S.  Boyd,  secretary, 
U.S.  Department  of  Transportation,  and  Wil- 
liam Haddon,  Jr.,  M.D.,  director  of  the 
National  Highway  Safety  Bureau,  request  the 
Federal  Highway  Administration  to  provide 
funds  for  the  pilot  production  and  research 
testing  of  the  New  York  State  Safety  Sedan. 


The  following  explanatory  memorandum  was 
included  with  this  resolution. 

Financing  of  New  York  State 
Safety  Sedan 

There  are  many  approaches  to  automobile  safety 
which  is  now  one  of  the  nation’s  most  pressing  public 
health  problems.  Automobiles  kill  and  disable  the 
young  of  our  society,  those  about  to  enter  their  life’s 
work.  The  loss  is  at  least  as  great  as  that  from 
cancer  and  cardiovascular  diseases  which  strike  down 
the  older  and  retired  members  of  our  society. 

The  introduction  of  safety  designs  and  features  into 
automobile  construction  has  become  one  of  the  most 
effective  means  of  reducing  the  toll  of  accidents. 
William  Haddon,  Jr.,  M.D.,  administrator  of  the  Na- 
tional Highway  Safety  Bureau,  says  that  the  effects 
of  the  Federal  Motor  Vehicle  Safety  Standards  are 
already  evident  in  accident  statistics  for  the  last  half  of 
1967. 

These  standards  are  based  on  the  sum  total  of  our 
knowledge  of  automobile  safety  design.  Relatively 
little  knowledge  exists  in  this  field  because  of  a paucity 
of  research.  New  York  State  recognized  this  in  1962 
and  began  the  development  of  the  New  York  State 
Safety  Sedan.  In  1965,  the  New  York  State  Legisla- 
ture appropriated  $100,000  for  feasibility  studies  and 
preliminary  designs.  In  1966,  $300,000  was  ap- 

propriated for  the  development  of  the  final  designs  and 
for  limited  production  plans.  The  Fairchild  Hiller 
Corporation,  through  its  Republic  Aviation  Division, 
carried  out  the  project.  The  final  report  was  sub- 
mitted in  December  1967. 

Plans  call  for  limited  production  of  15  Safety  Sedans 
which  are  to  be  used  for  research  crash  testing  to  prove 
their  many  safety  features.  The  cost  of  this  limited 
production  effort  is  estimated  at  $5  million,  a small  part 
of  the  nearly  $200  million  budget  of  the  U.S.  Depart- 
ment of  Transportation.  At  this  point  the  New  York 
State  Safety  Sedan  project  is  without  funds.  Further 
development  depends  on  Federal  financing. 

During  the  1966  hearings  on  the  National  Traffic 
Safety  Act,  Congress  clearly  gave  support  to  the  New 
York  State  Safety  Sedan;  but,  in  spite  of  this,  the  U.S. 
Department  of  Transportation  has  refused  to  support 
the  project. 

The  basic  goal  of  the  project  is  the  construction  of  a 
car  with  safety  features  incorporated  into  its  design. 
Development  and  exhaustive  analysis  of  the  proposed 
design  has  been  completed.  Construction  and  actual 
crash  testing  of  the  vehicle  is  now  necessary  to  prove 
the  many  concepts  used  in  Safety  Sedan  design. 

After  the  project  is  completed,  it  is  expected  that 
domestic  manufacturers  will  use  safety  features  in 
their  own  designs.  It  is  now  expected  that  the  car 
will  be  manufactured  as  now  conceived  but  that  its 
features  will  be  integrated  into  the  designs  of  future 
domestic  manufactured  models. 

It  is  also  expected  that  the  Safety  Sedan  will  furnish 
basic  knowledge  which  the  U.S.  Department  of  Trans- 
portation desperately  needs  for  the  future  develop- 
ment of  Motor  Vehicle  Safety  Standards.  Basic  re- 
search for  these  standards  is  slowly  beginning;  the 
Safety  Sedan  project  will  complement  these  efforts  in 
many  ways. 

Some  of  the  major  features  of  the  Safety  Sedan  are  as 
follows: 

1.  Improved  head-on  collision  protection — no  in- 
jury in  50  miles  per  hour  collision  and  no  life-threaten- 
ing injuries  in  70  miles  per  hour  collision; 

2.  Improved  side  impact  protection — doors  and 
frame  construction  of  New  York  State  Safety  Sedan 
prevent  intrusion  of  impacting  vehicle  into  occupant 
space; 

3.  Improved  rollover  protection; 

4.  Improved  visibility,  flat  glass  windshield,  and 
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periscope  for  front  and  rear  vision;  and 

5.  Improved  braking  and  traction. 

Action:  The  House  voted  to  table  this  resolu- 

tion. 

Reference  Committees.  The  following  mem- 
bers of  the  New  York  delegation  served  on  ref- 
erence committees: 

Amendments  to  the  Constitution  and  Bylaws, 
Dr.  Reed;  Rules  and  Order  of  Business,  Dr. 
Emerson;  Committee  A,  Dr.  Wurzbach;  Com- 
mittee B,  Dr.  Galbraith;  Committee  D,  Dr. 
McClintock;  Committee  F,  Dr.  Rawls,  chair- 
man; and  Tellers,  Dr.  Clowe. 

Observers  at  reference  committee  hearings, 
designated  by  the  chairman  of  the  New  York 
delegation,  were:  Amendments  to  Constitution 
and  Bylaws,  Dr.  Ershler;  Committee  A (In- 
surance and  Medical  Services),  Dr.  Willis; 
Committee  B (Legislation),  Dr.  Lawrence  and 
Dr.  Kaufman;  Committee  C (Health  Man- 
power, Medical  Education),  Dr.  Hughes  and 
Dr.  Kelley;  Committee  D (Hospitals),  Dr. 
Blake;  Committee  E (Public  Health  and  Sci- 
entific Activities),  Dr.  Moore  and  Dr.  Kelley; 
Committee  F (Board  of  Trustees),  Dr.  Emerson; 
Committee  G (Miscellaneous),  Dr.  Helpern; 
and  Committee  H (Miscellaneous),  Dr.  Gold- 
mark. 

Miscellaneous.  The  following  New  Y ork  City 
physicians  were  elected  officers  of  Scientific 
Sections  of  the  AM  A: 

William  B.  Sherman,  chairman,  Allergy; 
Howard  G.  Rapaport,  assistant  secretary. 
Allergy;  J.  Scott  Butterworth,  chairman,  In- 
ternal Medicine;  and  A.  Gerard  DeVoe,  vice- 
chairman,  Ophthalmology. 

Hospitality.  Under  the  chairmanship  of 
Dr.  McClintock,  the  New  York  hospitality 
suite  in  the  Presidential  Suite  of  the  Fairmont 
Hotel  was  open  according  to  the  following 
schedule:  Sunday,  5:00  p.m.,  Monday,  noon 
to  2:00  p.m.;  Tuesday,  noon  to  1:00  p.m.;  and 
Wednesday,  noon  to  2:00  p.m.  and  5:00  p.m.  to 
7:00  p.m. 

AM  A Report.  Following  is  a summary  of 
the  actions  of  the  House  of  Delegates,  as  com- 
piled by  the  executive  vice-president  of  the 
AMA: 

San  Francisco,  June  20— “Looking  Ahead”  at  both 
the  problems  and  the  opportunities  facing  the  medical 
profession  was  the  theme  of  the  American  Medical  As- 
sociation’s 117th  annual  convention. 

The  pace  was  set  by  president  Milford  O.  Rouse, 
M.D.,  Dallas,  Texas,  in  his  final  report  to  the  House  at 
the  opening  session.  Quoting  Patrick  Henry:  “I 

know  of  no  way  to  judge  the  future  but  by  the  past,” 
Dr.  Rouse  urged  the  House  “to  consider  seriously  the 
lessons  of  the  past”  as  the  AMA  faces  the  “significant 
challenges  of  the  future.” 

He  reviewed  some  of  the  activities  and  accomplish- 
ments of  the  Association  during  the  past  twelve  months 
but  concentrated  his  primary  attention  on  the  future. 

He  urged  physicians  and  their  wives  to  become  “ac- 
tive, participating  citizens”  in  their  communities,  in- 
cluding the  realm  of  political  activity  and  called  for 
“enthusiastic  support”  of  AMPAC  (American  Political 
Action  Committee)  to  help  move  the  Federal  govern- 
ment toward  "a  more  moderate  political  philosophy.” 


Referring  to  recent  riots  and  civil  unrest,  Dr.  Rouse 
said,  "This  growing  affection  for  anarchy ...  this  bur- 
geoning attitude  that  any  means,  however  violent,  how- 
ever distasteful,  however  destructive  of  the  rights  and 
property  of  others,  is  justified  to  reach  an  end  desirable 
to  a single  group . . . must  be  changed  if  the  progress  of 
our  nation  is  to  continue." 

To  make  it  continue,  he  said,  will  require  “A  re- 
affirmation of  personal  responsibility  and  integrity," 
with  each  person  and  each  social,  corporate,  economic, 
or  political  group  making  “an  honest  ’revaluation’  of 
the  way  society’s  problems  can  best  be  solved  in  the 
interests  of  all  of  society.” 

Dwight  L.  Wilbur,  M.D.,  San  Francisco,  California, 
who  took  office  as  president  in  his  home  city,  warned 
in  his  inaugural  address  that  organized  medicine  must 
experiment,  plan,  and  take  the  leadership  in  channeling 
increasingly  powerful  government  forces  to  meet  the 
needs  of  society.  “A  government  that  expends  more 
than  $10  billion  for  health  is  not  to  be  ignored,”  he 
said. 

He  pointed  out  that  during  the  next  twenty-five 
years,  which  will  see  greater  changes  than  ever  before 
in  medicine,  the  “ultimate  force”  that  will  determine  the 
nation’s  social,  economic,  and  political  course  will  be 
public  opinion.  “The  key  question,”  he  added,  then 
becomes,  “Who  and  what  will  shape  public  opinion?” 

Dr.  Wilbur’s  answer  was,  “We  must  develop  a clear 
understanding  of  w’hat  should  be  the  scope  and  re- 
sponsibility of  medicine  in  the  new  era  of  health  care, 
but  we  must  establish  the  purpose  and  goals  of  our  so- 
cieties and  of  medicine...  . We  must  assume  a 
position  of  leadership  in  our  communities,  in  our  state, 
and  in  the  nation,  seeking  the  cooperation  of  all  others 
in  the  health  fields  so  these  goals  and  purposes  will  be 
attained.” 

In  the  long  run,  he  added,  medicine’s  advice  on  the 
role  of  medicine  in  society  and  on  the  economics  of 
health  care  “will  be  successful  only  if  it  has  the  support 
of  public  opinion. . . . We  are  as  educated,  intelligent, 
and  sophisticated  as  any  group  in  the  country.  We 
have  the  ability,  and  we  must  not  fail.” 

Following  up  in  his  first  report  to  the  House  on 
Thursday,  President  Wilbur  said,  “The  goal  we  seek 
is  a high  quality  of  medical  care  for  every  American. 
Having  gained  the  leadership  in  scientific  achievement 
in  medicine,  we  must  now  act  to  assure  leadership  in  the 
larger  area  of  social  and  economic  changes.”  We  must, 
he  added,  recognize  the  “striking  social  phenomenon 
of  the  1960’s”  which  is  “the  great  clamor  by  the  public 
and  politicians  for  government  financing  of  health  care. 
It  is  a significant  part  of  the  trend  begun  in  this  country 
in  the  1930’s  for  increasing  dependence  on  government.” 

Some  specific  answers  to  the  problems  ahead  were 
listed  by  Dr.  Wilbur:  “We  must: 

“Remain  free;  unshackled;  a profession  and  not  a 
group  of  technologists. . . . 

“Exercise  cooperative  leadership  of  all  those  in  the 
health  care  field — government,  industry,  labor,  and 
all  segments  of  the  public .... 

“Participate  actively  in  the  legislative  process,  and 
in  planning  and  administration  of  health  laws  and  reg- 
ulations .... 

“Keep  in  mind  the  best  ways  to  meet  the  needs  of  the 
public  for  the  benefits  medicine  has  to  offer .... 

“Get  the  facts  on  the  economics  of  medical  practice 
and  of  all  health  care . . . become  the  experts  in  the 
field .... 

“Demonstrate  the  effectiveness  of  the  private  system 
of  medical  care  and  of  the  voluntary  health  insurance 
mechanism .... 

“Recognize,  and  with  honesty  and  frankness  indicate 
to  the  public,  that  health  care  costs  are  going  to  rise  and 
why .... 

“Expand  medical  school  facilities  and  numbers  of 
students  so  every  qualified  applicant  may  find  a place 
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in  our  medical  schools .... 

“Continue  to  advance  knowledge  of  the  causes  of 
major  illness.  . . . 

“Play  a more  active  role  in  all  kinds  of  planning  re- 
lated to  health .... 

“Take  a more  active  part  in  the  political  systems  at 
the  local,  state,  and  national  levels.” 

In  conclusion  the  President  stated,  “As  we  begin  this 
year  of  fateful  developments  for  the  health  of  our  coun- 
try and  its  people,  let  us  focus  on  directing  the  course 
of  the  future. 

“We  must  do  this  by  planning,  by  being  prepared, 
by  turning  unexpected  developments  in  the  direction 
of  progress  by  fostering  high  quality  of  medical  care 
along  with  broadened  availability,  and  by  invigorating 
the  growth  of  the  profession  by  increasing  its  numbers, 
by  activating  its  young  members,  and  by  passing  on  to 
them  a bright  and  unflickering  torch  of  devotion  to 
human  service.” 

The  House  considered  143  items  of  business,  including 
84  resolutions,  39  reports  from  the  Board,  7 from  the 
Council  on  Constitution  and  Bylaws,  4 from  the  Council 
on  Medical  Education,  5 from  the  Council  on  Medical 
Service,  2 from  the  Judicial  Council,  and  2 special  re- 
ports. Fourteen  of  the  items  were  accepted  or  ap- 
proved for  information;  62  were  adopted,  approved, 
or  accepted;  31  were  referred  to  the  Board  and/or 
Council  or  Committee;  20  were  replaced  by  substitute 
resolutions;  10  were  rejected;  2 were  postponed  to  the 
next  meeting  of  the  House;  1 was  tabled;  and  3 were 
withdrawn. 

Elections.  Gerald  D.  Dorman,  M.D.,  New  York, 
was  elected  president-elect  by  acclamation. 

Carl  A.  Lincke,  M.D.,  Ohio,  was  elected  vice-presi- 
dent, also  by  acclamation. 

Walter  C.  Bornemeier,  M.D.,  Illinois,  and  Russell  B. 
Roth,  M.D.,  Pennsylvania,  were  re-elected  by  acclama- 
tion to  their  respective  posts  as  speaker  and  vice-speaker 
of  the  House. 

Four  trustees  were  elected:  L.  O.  Simenstad,  M.D., 
Wisconsin,  succeeding  himself;  Raymond  T.  Holden, 
M.D.,  Washington,  D.C.;  John  M.  Chenault,  M.D., 
Alabama;  and  John  R.  Kernodle,  M.D.,  North  Carolina. 

Walter  H.  Judd,  M.D.,  Washington,  D.C.,  was 
elected  by  acclamation  to  succeed  himself  on  the 
Judicial  Council. 

Robert  B.  Flunter,  M.D.,  Washington,  was  elected 
to  the  Council  on  Constitution  and  Bylaws. 

Francis  L.  Land,  M.D.,  Washington,  D.C.,  and  E. 
Bryce  Robinson,  Jr.,  M.D.,  Alabama,  were  re-elected 
by  acclamation  to  the  Council  on  Medical  Education. 

Burns  A.  Dobbins,  M.D.,  Florida,  and  Drew  M. 
Petersen,  M.D.,  Utah,  rvere  re-elected  by  acclamation 
to  the  Council  on  Medical  Service;  W.  B.  Hildebrand, 
M.D.,  Wisconsin,  was  elected  to  fill  the  remaining  two- 
year  term  vacated  by  John  R.  Kernodle,  M.D.,  who 
was  elected  to  the  Board  of  Trustees. 

Eliminating  Discrimination.  The  House  approved  a 
resolution  that  “The  bylaws  of  the  AM  A be  amended 
to  provide  that  in  addition  to  receiving  ‘appeals  filed 
by  applicants  who  allege  that  they,  because  of  color, 
creed,  race,  religion,  or  ethnic  origin,  have  been  unfairly 
denied  membership  in  a component  and/or  constituent 
association,'  determining  facts  and  reporting  its  findings 
to  the  House  of  Delegates,  the  Judicial  Council  shall, 
if  it  determines  the  allegations  are  indeed  true,  ad- 
monish, censure,  or,  in  the  event  of  repeated  violations, 
recommend  to  the  House  of  Delegates  that  the  state  as- 
sociation involved  be  declared  to  be  no  longer  a constit- 
uent association  of  the  American  Medical  Association.” 

The  Council  on  Constitution  and  Bylaws  will  draw 
up  the  necessary  new  wording  for  the  bylaws  for  action 
at  the  next  meeting  of  the  House. 

In  addition,  a joint  statement  of  the  AMA  and  the 
National  Medical  Association  was  contained  in  a Board 


report  accepted  by  the  House  for  information.  The 
statement  pointed  out  that  the  number  of  Negro  phy- 
sicians, although  not  specifically  known,  is  not  in  pro- 
portion to  the  Negro  population  and  that  the  difficulty 
in  finding  more  than  a few  promising  candidates  for 
medical  school  “reflects  cultural  and  education  prob- 
lems stretching  back  to  the  quality  of  instruction  in  the 
secondary  and  primary  grades  and  that  of  preschool 
training  in  the  home.” 

The  AMA  and  the  NMA  concluded  that  “genuine 
solutions  to  the  problems  of  increasing  the  supply  ol 
Negro  physicians  must  emanate  through  improved 
curriculums,  better  teaching,  and  specialized  courses 
of  training  at  all  school  levels  for  promising  Negro 
students.” 

Also  urged  by  the  two  associations  were  that:  “Spe- 
cial college  courses  be  developed  for  such  students. 
Additional  scholarship  aid  be  established  at  both  the 
college  and  medical  school  level  for  Negro  students.  . . . 
Summer  programs  of  special  study  be  arranged  for 
all  disadvantaged  students  about  to  enter  medical 
school. . . . All  medical  schools  encourage  members  of 
their  faculties  to  sponsor  special  projects  involving 
Negro  high  school  students  in  laboratory  work  or  other 
enlightening  pursuits  to  enrich  their  experiences.  All 
medical  societies,  medical  schools,  and  related  groups 
expand  their  careers  programming  with  students, 

parents,  and  guidance  counselors  at  schools  of  all  levels 

»» 

Health  Care  Costs  and  Financing.  A report  of  the 
Committee  on  Health  Care  Financing,  transmitted  by 
the  Board,  was  accepted  for  information.  It  included 
background  information  on  the  committee’s  findings 
and  set  these  directions  for  the  future: 

“Adequate  health  care  should  be  available  to  all  who 
need  it.  Recent  scientific  advances  have  served  to 
vastly  increase  the  demand  for  medical  services  and  to 
increase  health  care  expenditures.  Methods  of  financ- 
ing health  care  must  aid  all  individuals  to  achieve  the 
health  services  they  need.  Voluntary  programs  to 
finance  the  costs  of  health  services  must  accommodate 
to  continuing  changes  and  growth.” 

Proposals  under  study  by  the  committee  include  a 
community  fiscal  agency  for  health  services,  “not  as  a 
competitor  for  existing  health  insurance  plans,  but  to 
complement  those  efforts  and  stimulate  greater  achieve- 
ment” and  “income  tax  credits  for  the  premiums  paid 
for  adequate  health  insurance.  . .an  effective  and 
feasible  method  of  encouraging  maximal  participation  in 
voluntary  comprehensive  health  insurance  programs.” 

A resolution  was  adopted  that  “the  principle  of  grad- 
uated income  tax  credits  for  premiums  paid  for  ade- 
quate health  insurance  be  adopted  as  approved  policy 
of  the  AMA.” 

Another  adopted  resolution  urged  all  state  and  local 
societies  “to  act  swiftly  and  firmly  in  all  instances  of 
known  exploitation  and  excessive  charges  for  health 
care  that  may  occur  in  their  jurisdictions.” 

A resolution  referred  to  the  Board  called  for  a pro- 
gram by  the  AMA  of  “defining,  explaining,  and  report- 
ing the  many  categories  of  health  care  expenditures; 
analyzing  health  care  cost  and  expenditure  data  de- 
veloped and  reported  by  other  sources;  and  providing 
. . .information  on  health  care  costs  which  can  be  used  to 
place  the  true  costs  of  medical  care  in  proper  perspec- 
tive with  the  public.” 

A Board  report  on  the  economics  of  health  care, 
adopted  by  the  House,  pointed  out  that  the  Board  “has 
approved  a committee  recommendation  that  a technical 
evaluation  of  the  full  potentialities  of  the  AMA  in  the 
field  of  economics  of  health  care  be  carried  out  by  a 
small  advisory  group  of  competent,  nationally  recog- 
nized economists.  It  is  expected  that  this  will  be  J 
done  promptly. 

In  the  area  of  reducing  costs  to  patients,  the  House 
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adopted  a resolution  that  "the  AMA  endorse  the  prin- 
ciple of  voluntary  health  insurance  coverage  for  out- 
patient x-ray  and  laboratory  services  acceptable  to  the 
hospital  and  its  medical  staff  wherever  performed  prior 
to  a scheduled  hospital  admission”;  adopted  another 
resolution  that  “all  insurance  companies  and  fiscal 
intermediaries”  adopt  and  authorize  the  use  of  stand- 
ard forms  in  conjunction  with  a single  hospital  admis- 
sion to  save  physicians’  time  and  expense. 

With  respect  to  physician  time,  the  House  recognized 
"the  excellent  contribution  made  to  the  continuing 
education  and  improvement  of  physicians'  knowledge 
by  many  methods  of  medical  meetings,  scientific  con- 
ferences, and  critical  review  of  clinical  experience,” 
but  pointed  out  that  these  must  "be  contained  within 
the  physician's  available  time”  and  urged  “continued 
experimentation  in  methods  that  would . . . conserve 
the  physician’s  time  and  thus  improve  the  quality  of 
patient  care.” 

Legislation  and  Relationship  with  Government.  Re- 
garding comprehensive  health  planning,  the  House 
adopted  a Board  report  recommending  that  “the  House 
of  Delegates  urge  those  states  which  have  not  held  in- 
formational conferences  on  the  subject  to  conduct  orien- 
tation conferences  to  reach  a greater  number  of  leaders 
at  the  local  level.  The  report  pointed  out  that,  "The 
Department  of  Hospitals  and  Medical  Facilities  has 
mailed  periodically  to  each  state  medical  association 
packets  of  pertinent  references  on  PL  89-749  and  PL 
89-239 . . . and . . . the  Board  has  authorized  develop- 
ment of  a ‘Handbook  on  Prototypes  of  Community 
Planning  for  Health  Services’  based  in  part  on  field 
surveys.” 

Also  adopted  was  a Council  on  Medical  Service  re- 
port on  comprehensive  health  planning  which  recom- 
mends that,  “The  AMA  and  the  constituent  and  com- 
ponent societies  give  unstinted,  diligent  attention 
to  the  process  of  comprehensive  health  planning  which, 
at  present,  places  priority  on  local  initiative  and  deci- 
sion-making, and  that  the  AMA  at  all  levels  endeavor 
to  assure  through  all  appropriate  means,  a system  of 
checks  and  balances  so  that  state  and  area  planning 
agencies  are  not  given  authority  to  subordinate  local 
planning  efforts  and  dictate  local  decisions  on  health 
planning.” 

Two  resolutions  concerning  comprehensive  planning 
were  combined  to  state  the  House’s  will  that  “medical 
societies  encourage  the  organization  of  local  health 
planning  councils  without  the  assistance  of  (U.S. 
Department  of  Health,  Education,  and  Welfare)  HEW 
grants.” 

The  House  also  expressed  its  will  that,  “The  society 
should  use  some  mechanism,  such  as  a nonprofit  cor- 
poration or  other  entity,  separate  from  the  society  itself 
and  served  by  an  independent  administrative  staff, 
where  possible,  to  avoid  direct  operational  involvement 
of  the  medical  society  as  a body.” 

A Council  on  Medical  Service  report  adopted  by  the 
House  pointed  out,  “There  are  no  easy,  black-or-white 
solutions  to  this  dilemma.  With  government  in- 
creasingly involved  in  research  and  experiment  in  the 
delivery  of  health  services  and  payment  for  care, 
we  cannot  ignore  government  programs.  On  the  other 
hand,  the  multiplicity  of  programs  and  approaches  at 
the  national,  state,  and  local  levels,  precludes  blanket 
endorsement  of  any  given  level  of  involvement.  The 
Council,  therefore,  recommends  that  this  House  make 
it  clear  that  medical  societies  may,  after  mature  con- 
sideration, legitimately  take  part  in  such  programs . . . 
and  that  it  should  trust  to  the  good  sense  of  the  in- 
dividual state  and  county  societies  to  recognize  the 
serious  import  and  the  need  for  careful  study  before 
deciding  on  such  a step.” 

To  strengthen  the  AMA’s  continuing  liaison  with  the 
Federal  government  on  matters  of  health  legislation, 
the  House  adopted  a statement  that  because  "the  pri- 


vate practicing  physicians  are  the  best  qualified  group 
in  matters  pertaining  to  health  services,”  the  AMA 
should  "request  the  secretary  of  HEW  to  continue  to 
solicit  the  advice  and  counsel  of  those  practicing  phy- 
sicians designated  by  their  medical  associations  at  the 
local,  state,  and  national  level  in  formulating  future 
plans  and  programs  and  in  modifying  existing  programs, 
to  provide  the  best  quality  health  care  to  the  people 
of  the  United  States.” 

Three  resolutions  were  introduced  objecting  to  the 
government’s  support  of  group  practice,  particularly 
the  prepayment  type.  They  were  combined  into  one 
substitute  resolution,  “Resolved,  that  the  AMA  con- 
tinue to  espouse  the  private,  fee-for-service  practice  of 
medicine;  and  be  it  further  resolved,  that  the  AMA 
strongly  disapproves  of  the  provision  of  funds  by  the 
Federal  government  for  subsidizing  any  one  form  of 
organization  of  medical  practice.” 

In  that  connection,  the  House  referred  to  the  Board  a 
resolution  that  the  Board  set  up  “a  national  forum  on 
the  solo  practice  of  medicine  for  the  purpose  of  examin- 
ing the  need  for  this  type  of  physician  care,  public 
preference  between  solo  and  group  practice,  and  how 
solo  practice  should  be  encouraged.” 

A resolution  was  adopted  that  the  Board  attempt  to 
change  the  terminology  in  the  Medicare  form  on 
"Explanation  of  Benefits"  to  eliminate  the  confusion 
and  criticisms  which  now  exist.  Another,  referred 
to  the  Board,  sought  to  have  extended-care  facilities 
defined  as  residences  so  physicians  may  bill  patients 
directly  for  portable  x-ray  services  performed  there. 

In  addition,  the  House  reaffirmed  “previous  policies 
requesting  that  all  efforts  be  made  to  eliminate  re- 
certification requirements  under”  Medicare  and  called 
on  the  congress  “to  amend  the  laws  and  regulations 
pertaining  to  PL  89-97  to  specifically  permit  direct 
billing  to  all  Title  19  recipients.” 

The  House  also  resolved  that  “The  Board... take 
appropriate  action  seeking  the  establishment  of  a sep- 
arate Department  of  Health  headed  by  a doctor  of 
medicine.” 

A resolution  proposed  that  congress  establish  within 
its  control  a Committee  on  Rules  and  Policies  of  Federal 
Administrative  Agencies  whose  “responsibility  it  will 
be  to  review  rules  and  policies  promulgated  by  Federal 
administrative  agencies  to  determine  that  (they)  are 
in  accord  with  the  legislative  intent  of  the  congress.” 
It  was  adopted  in  principle  and  referred  to  the  Board 
and  the  Council  on  Legislative  Activities. 

The  House  voted  to  continue  the  AMA’s  own  educa- 
tional program  on  smoking  and  health  rather  than  be- 
come a formal  sponsoring  member  of  the  Interagency 
Council  on  Smoking  and  Health. 

Finally,  in  this  category,  the  House  resolved  to  call  to 
the  attention  of  state  governors  and  other  state  and 
local  officials  “that  the  maintenance  of  medical  treat- 
ment facilities  and  the  care  of  all  patients  and  hospital 
personnel  in  the  event  of  a disaster  is  of  prime  and  basic 
importance”  and  that  “preliminary  planning  to  pro- 
vide such  protection  be  a part  of  every  disaster  pro- 
gram.” 

Manpower.  In  response  to  a report  from  the  Board, 
a Council  on  Health  Manpower  was  created  by  the 
House,  to  assume  the  functions  and  responsibilities  of 
the  former  Committee  on  Health  Manpower  and  the 
former  Commission  on  Relationships  Between  Medicine 
and  Allied  Health  Professions  and  Services. 

With  respect  to  relationships  and  negotiations  be- 
tween the  AMA  and  the  osteopaths,  the  House  ac- 
cepted for  information  a Board  report  which  stated, 
“In  the  absence  of  cooperative  leadership  on  the  part 
of  the  practicing  osteopaths  and  osteopathic  educators, 
accomplishments  by  the  AMA  are  rendered  difficult. 
Such  leadership  was  forthcoming  in  California,  and  is 
now  needed  elsewhere.  When  this  osteopathic  leader- 
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ship  is  developed,  the  AMA  stands  ready  to  cooperate 
to  its  utmost.” 

The  House  approved  a Board  report  reviewing  studies 
of  the  status  of  foreign  medical  graduates  in  the  United 
States  and  directing  the  new  Council  on  Health  Man- 
power to  take  the  steps  necessary  to  complete  plans  for 
the  organization  and  financial  support  of  a commission, 
to  be  established  outside  of  government,  to  coordinate 
fully  all  of  the  issues  and  activities  involving  foreign 
medical  graduates. 

Education,  Medical  and  Allied.  The  House  approved 
a Board  report  urging  “that  the  constituent  and  com- 
ponent societies  of  the  Association  make  every  effort 
to  insure  that  additional  financial  support  for  medical 
schools  be  obtained  from  all  available  sources.  The 
Board  and  the  Council  on  Medical  Education  further 
urge  that  all  physicians  individually  recognize  their 
debt  as  graduates  of  medical  schools ...  by  contributing 
regularly  and  generously  to  the  financial  support  of 
medical  schools  through  the  Fund  for  Medical  Schools 
project”  of  the  AMA-ERF  and  other  appropriate 
channels. 

“Essentials  of  Approved  Residencies”  pertaining  to 
residencies  in  general  practice,  physical  medicine  and 
rehabilitation,  psychiatry,  and  anesthesiology  were 
revised. 

The  House  referred  to  the  Council  on  Medical  Educa- 
tion a resolution  protesting  proposed  changes  in  the 
Essentials  for  Accredited  Schools  of  Medical  Tech- 
nology by  the  American  Association  of  Clinical  Pa- 
thologists which  would  eliminate  approved  schools  of 
medical  technology  on  the  basis  of  size,  and  referred 
to  the  Board  a resolution  that  osteopathic  physicians 
be  admitted  to  AMA-approved  hospital  internship 
and  residency  programs  under  certain  circumstances. 

Also  referred  to  the  Board  was  a resolution  to  es- 
tablish a joint  commission  on  accreditation  of  nursing 
schools,  with  participation  by  the  AMA,  American 
Hospital  Association,  American  Nurses  Association, 
and  National  League  for  Nursing. 

The  House  resolved  to  urge  the  Board  “in  its  selec- 
tion of  nominees  for  the  Council  on  Medical  Education 
to  give  full  recognition  to  the  importance  of  nonuni- 
versity-affiliated hospitals  in  providing  effective  edu- 
cational experience,”  and  referred  to  the  Board  and  its 
Council  on  Health  Manpower  a resolution  that  the 
AMA  “establish  guidelines  for  the  benefit  of  constituent 
and  component  organizations  in  dealing  with  new,  as 
well  as  emerging,  paramedical  disciplines  as  they  come 
into  being.” 

Another  resolution  referred  to  the  Board  related  to  the 
Joint  Commission  on  Accreditation  of  Hospitals’  ruling 
with  respect  to  the  use  of  externs,  under  proper  super- 
vision, for  recording  history  and  physical  examinations 
on  patients’  charts  in  nonuniversity-affiliated  hospitals. 

Infant  Mortality  Rate.  The  House  approved  a state- 
ment on  the  infant  mortality  rate  prepared  by  the 
Committee  on  Maternal  and  Child  Welfare  of  the  Coun- 
cil on  Medical  Service  and  submitted  by  the  Board. 
The  report  included  a number  of  recommendations, 
among  which  were  these: 

“Recognizing  the  fact  that  unfavorable  environmen- 
tal and  socioeconomic  factors  as  well  as  medical  fac- 
tors are  involved  in  the  infant  mortality  rate,  the  medi- 
cal profession  should  support  all  constructive  com- 
munity efforts  for  the  improvement  of  living  conditions 
among  the  needy. 

“The  AMA  should  inaugurate  and  support  programs 
of  health  education,  including  good  maternal  and  child 
health  practices,  family  life  and  sex  education,  and  the 
appropriate  use  of  health  care  resources. 

“The  AMA  should  give  impetus  to  broad  and  in- 
clusive programs  for  the  care  of  unwed  mothers.” 

With  respect  to  statistics,  the  AMA  “should  provide 
leadership  in  a program  to  obtain  national  uniform  reg- 
istration statutes  for  births  and  deaths,.  . .promote  ef- 


forts through  the  World  Health  Organization  and  other 
authoritative  bodies  to  bring  about  uniform  registra- 
tion requirements  and... truly  comparable  statistics, 

. . . and  support  educational  programs  directed  toward 
physicians  concerning  the  value  of  accurate  uniform 
reporting.” 

Regarding  quality  and  availability  of  care,  “State  and 
component  societies  should  evaluate  existing  maternal 
and  child  care  resources  and  take  leadership  in  the  ex- 
pansion and  development  of  programs  for  delivering 
services  in  locations  found  to  be  deficient.” 

The  report  urged  that,  where  feasible,  “perinatal 
death  studies  be  conducted  on  a community-wide  basis, 
or  by  a hospital  staff,  or  medical  group  for  the  purpose 
of  reducing  infant  mortality  rate  and  providing  educa- 
tional programs”;  and  also  recommended  that  the 
AMA  “stimulate  research  into  the  cause  and  possible 
prevention  and  control  of  ‘crib  deaths’  of  infants.” 

Transplantation  and  General  Thoughts  on  Patient 
Care.  A Judicial  Council  report  was  adopted  on 
Ethical  Guidelines  for  Organ  Transplantation.  One  of 
several  important  guidelines  was,  “When  a vital,  single 
organ  is  to  be  transplanted,  the  death  of  the  donor  shall 
have  been  determined  by  at  least  one  physician  other 
than  the  recipient's  physician.  Death  shall  be  deter- 
mined by  the  clinical  judgment  of  the  physician.  In 
making  this  determination,  the  ethical  physician  wall 
use  all  available,  currently  accepted  scientific  tests.” 

A Council  on  Medical  Service  report  on  automated 
multiphasic  screening,  approved  by  the  House,  pointed 
out  that  tests  used  in  “a  multiphasic  screening  program 
should  be  relatively  simple  to  administer,  easy  to  in- 
terpret, relatively  inexpensive,  and  require  little  time 
to  perform.”  All  such  screening  programs  should  be 
subjected  to  the  5 criteria  suggested  by  the  former  Na- 
tional Commission  on  Chronic  Illness:  Reliability; 

validity;  yield  of  information;  cost;  and  acceptance  by 
physicians,  individual  laymen,  and  the  community. 

The  House  resolved,  in  connection  with  proposals  for 
a national  compendium  of  approved  drugs,  that 
“present  quality  standards  imposed  voluntarily  by  the 
American  pharmaceutical  industry  should  not  be 
abridged  or  usurped  by  any  Federal  agency,  and.  . .any 
drug  compendium  devised  should  be  made  available 
solely  as  a reference  source  of  information.” 

The  Board  was  directed  by  the  House  “to  evaluate 
the  practicality  and  feasibility  of  establishing  a na- 
tional health  data  banking  system  and  to  evaluate 
other  aspects  of  data  processing  related  to  the  practice 
of  medicine.” 

The  House  adopted  a Board  report  recommending 
AMA  support  for  the  use  of  the  Slow-Moving  Vehicle 
Emblem  developed  by  Ohio  State  University  for  all 
vehicles,  tractors,  construction  equipment,  or  horse- 
drawn  vehicles  moving  less  than  25  miles  per  hour. 

By  adopting  a Board  report,  the  House  voted  to 
“participate  in  a program  of  planning  and  action  with 
other  organizations  concerned  with  architectural  bar- 
riers to  the  handicapped”  and  requested  state  and 
county  medical  societies  to  encourage  their  members  to 
become  active  in  helping  to  alleviate  such  barriers. 

The  House  resolved  to  continue  AMA  "efforts  to 
safeguard  and  inform  the  medical  profession  and  the 
public  with  respect  to  the  treatment  of  obesity.” 

It  also  referred  to  the  AMA’s  policy  on  chiropractic 
and  urged  state  and  local  medical  societies  “to  formally 
adopt  the  AMA  Policy  Statement  on  Chiropractic,  or  a 
somewhat  similar  expression”  and  “to  alert  the  general 
public  to  the  health  hazard  posed  by  the  cult  of  chiro- 
practic.” 

Hospitals.  The  House  approved  a Board  report 
stating  that  communication  with  hospital  Boards  of 
Trustees  has  been  supplemented  by  increasing  the 
circulation  of  the  AMA’s  publication  Medical  Staff-in- 
Action  to  include  physician-hospital  relationship 
committees  of  state  and  local  medical  societies  and  of 
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state  and  local  hospital  associations. 

A resolution  was  adopted  that  "state  medical  associa- 
tions and  state  licensing  and  certifying  agencies  es- 
tablish and  maintain  close  surveillance  of  the  certifica- 
tion and  accreditation  problems  of  small  hospitals,” 
which  generally  are  not  acceptable  for  Medicare  pa- 
tients, thereby  denying  benefits  of  the  law  to  many 
persons  among  the  rural  aged. 

Noting  that  new  Standards  for  Hospital  Accredita- 
tion are  under  way  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  the  House  resolved  that  the 
Hoard  "direct  the  AMA  commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  arrange 
for  the  tentative  draft  of  the  new  standards  to  be  sub- 
mitted to  individual  state  associations  for  comment  be- 
fore final  adoption." 

The  House  again  urged  "that  adequate  representation 
of  the  medical  staff  on  the  voting  membership  of  the 
hospital’s  governing  body  is  the  most  effective  mech- 
anism for  assuring  a working  communication,  provided 
that  the  physicians  serving  on  the  governing  board  be 
nominated  by  the  medical  staff  of  the  hospital.” 

Regarding  use  of  paramedical  personnel,  the  House 
recommended  to  the  Joint  Commission  on  Accreditation, 
American  Hospital  Association,  and  its  state  and  local 
chapters  and  to  hospitals  and  other  related  facilities 
“that  the  practice  of  medicine. ..  be  preserved  as  the 
responsibility  of  the  physician  and  that  paramedical 
personnel  not  be  placed  in  the  position  of  practicing 
medicine  whether  by  consent,  design,  or  contract,” 
and  recommended  “to  the  state  and  county  medical 
societies  and  hospital  staffs  that  they  call  attention 
to  the  dangers  of  contractural  agreements  which  re- 
move the  services  of  paramedical  personnel  from  the 
supervision  of  the  physician.” 

Public  Relations.  A Board  report  was  adopted  that 
reproduced  a statement  by  the  AMA’s  public  relations 
counsel,  Philip  Lesly,  on  "Considerations  for  Coping 
with  the  New  Climate  Involving  Health  Care.” 
The  statement  pointed  out  many  problems  faced  by  the 
medical  profession  and  urged  that  the  "foundations  of 
public  relations  for  the  profession”  must  be: 

1.  Practical — viewing  each  circumstance  in  terms 
of  the  consequences  of  any  action  or  position. 

2.  Positive — AMA  should  be  the  leader  of  action 
and  thought  on  medicine;  not  in  the  position  of  react- 
ing to  the  actions  or  statements  of  others. 

3.  Anticipatory — AMA  should  be  the  master  of 
change  rather  than  its  victim. 

4.  On  the  Initiative — fostering  balanced,  informed, 
widespread  coverage  of  medicine  and  health  care  rather 
than  to  matters  initiated  by  others. 

5.  Augmented  by  voices  of  respected  laymen. 

6.  Selective — concentrating  on  activating  AMA’s 
programs  and  priorities,  with  full  knowledge  it  will  mean 
passing  up  many  things  that  appear  to  need  attention 
but  are  not  part  of  the  over-all  constructive  plan. 

AMA  Financial  Status.  The  House  accepted  for 
information  a Board  report  concerning  “the  fiscal 
uncertainties  which  lie  ahead”  for  the  AMA.  It  is 
anticipated,  the  report  said,  “that  a substantial  in- 
crease in  the  budget  of  the  AM  A will  be  necessary  within 
the  next  few  years,  if  the  AMA  is  to  fulfill  its  mission. 
Major  items  such  as  the  cost  of  printing  and  paper  are 
rising  sharply,  and  the  pressure  of  inflation  has  greatly 
increased  the  cost  of  providing  AMA’s  normal  serv- 
ices.” 

The  report  stated  it  is  not  known  at  this  time  what 
the  tax  effect  of  the  Internal  Revenue  Service  regula- 
tions will  be  on  the  AMA’s  gross  income  of  approxi- 
mately $13  million  annually  from  advertising  in  its 
publications  before  deduction  of  costs  and  allowable 
expenses. 

The  report  pointed  out  that  the  Board  “is  not  rec- 
ommending an  increase  in  dues ...  at  this  time,  because 
it  wants  additional  information  regarding  various  mat- 


ters affecting  our  financial  situation  before  reaching  such 
a decision.” 

The  House  adopted  a resolution  urging  "positive  ac- 
tion to  encourage  reduction  of  the  expenditures  of  this 
Association”  by  “requesting  the  Board... to  continue 
to  take  action  to  reduce,  to  the  extent  possible,  the  ex- 
traneous activities  financed  in  whole  or  in  part  by  the 
AMA"  at  all  meetings  of  the  House,  councils,  com- 
mittees and  so  on,  and  requesting  the  Board  to  con- 
tinue "to  make  recommendations  as  to  the  consolida- 
tion or  even  abolishment  of  councils  and  committees” 
whose  reason  for  creation  may  no  longer  exist. 

Other  Actions.  Association  bylaws  were  amended  to 
provide  a change  in  the  name  of  the  Section  on  Mis- 
cellaneous Topics  to  the  Section  on  Special  Topics, 
and  to  change  the  name  of  the  Section  on  Laryngology, 
Otology,  and  Rhinology  to  the  Section  on  Oto- 
rhinolaryngology. 

Changes  were  approved  in  the  procedures  for  intro- 
duction of  resolutions  and  other  business,  as  well  as  for 
the  withdrawal  of  resolutions  both  before  and  after 
consideration  by  a reference  committee. 

The  term  of  office  of  the  president  was  established  as 
ending  with  the  inauguration  of  a new  president,  and 
the  vice-president’s  term  was  changed  to  coincide  with 
that  of  the  president  with  whom  he  serves. 

The  Council  on  Constitution  and  Bylaws  was  asked 
to  study  Robert’s  Rules  of  Order,  revised,  and  Sturgis’ 
Standard  Code  of  Parliamentary  Procedure  (which  in- 
cludes reference  committees)  and  report  at  the  annual 
convention  in  1969,  on  which  should  govern  the  pro- 
cedures of  the  House. 

The  House  accepted  for  information  a Board  report 
estimating  for  the  year  1967  the  “total  cost  of  profes- 
sional liability  insurance  coverage  for  physicians  and 
surgeons,  and  the  total  amount  that  eventually  will  be 
paid  to  satisfy  claims  originating  from  medical  services 
rendered  in  that  year.”  Two  other  reports  on  pro- 
fessional liability  were  considered  by  the  House. 

The  House  agreed  not  to  change  present  policy  with 
respect  to  allowing  nonmember  physicians  to  attend  the 
scientific  sessions  of  the  AMA  without  registration  fee. 

The  House  stood  in  silent  tribute  to  6 members  of  the 
House  and/or  officers  who  had  died  since  the  previous 
annual  convention  and  also  in  honor  of  19  military 
medical  officers  who  have  died  in  Vietnam. 

The  two  AMA  award  winners  at  the  19th  Interna- 
tional Science  Fair  were  introduced  to  the  House  at  the 
opening  session,  and  their  winning  exhibits  were  on 
display  throughout  the  convention  in  the  exhibit  hall. 
The  winners  were  Miss  Shelley  Williams,  high  school 
senior  of  Palm  Bay,  Florida,  whose  exhibit  was  “Genetic 
Mechanisms  of  Antibody  Synthesis:  An  Investigation 
of  the  Template  Mechanisms  of  in  Vitro  Lymphocyte 
Antibody  Production”;  and  William  Glen  Wheeler  II, 
a senior  from  McAllen,  Texas,  with  “A  Method  of 
Immunosuppression  in  Renal  Homotransplantation.” 

Irvine  H.  Page,  M.D.,  director  of  research  (emeritus) 
of  the  Cleveland  Clinic  F oundation  was  the  first  winner 
of  the  Dr.  Rodman  E.  Sheen  and  Thomas  G.  Sheen 
Award,  established  to  honor  “the  outstanding  doctor  of 
medical  science  in  the  United  States  for  each  year.” 
The  award  was  a plaque  and  $10,000  in  recognition  of 
his  scientific  research,  especially  in  the  fields  of  hyper- 
tension and  other  cardiovascular  diseases.  The  award 
was  established  by  the  will  of  Thomas  G.  Sheen,  At- 
lantic City,  New  Jersey,  business  man,  and  was  named 
for  Sheen  and  his  younger  brother,  a physician,  whose 
medical  career  was  cut  short  by  an  accident  and  illness. 

Gerald  D.  Dorman,  M.D.,  presented  a report  on  the 
AMA-ERF,  and  George  W.  Beadle,  Ph.D.,  future  di- 
rector of  the  AMA-ERF’s  Institute  for  Biomedical 
Research,  was  introduced.  Dr.  Beadle  is  now  presi- 
dent of  the  University  of  Chicago. 

William  D.  Stovall  was  honored  by  the  House  with  a 
rising  vote  of  thanks  for  twenty-six  years  as  either  a 
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member  of  the  House  or  member  of  the  Council  on 
Constitution  and  Bylaws. 

Miss  Frieda  Berg,  of  the  AMA’s  Circulation  and 
Records  Department,  received  an  ovation  from  the 
House  for  fifty  years  of  service  on  the  AMA  staff. 
As  a part  of  the  tribute,  50  roses  were  presented  to  Miss 
Berg. 

J.  Clement  Lucas,  Jr.,  president  of  the  Student 
American  Medical  Association,  addressed  the  House, 
as  did  Blair  J.  Henningsgaard,  M.D.,  delegate  from 
Oregon  and  president  of  American  Political  Action 
Committee. 

A request  was  made  by  the  Wisconsin  delegation  that 
officers  and  delegates  donate  their  convention  badges 
for  a special  display  at  the  Museum  of  Medical  Progress 
at  Prairie  du  Chien;  and  a plaque  depicting  the  snake 
of  Aesculapius  was  presented  by  Ohio  to  the  AMA. 
The  plaque,  handmade  by  a Cleveland  surgeon,  Vic- 
tor Laughlin,  M.D.,  was  accepted  by  President  Wilbur. 

Annual  medical  journalism  awards  were  presented  by 
Wesley  Hall,  M.D.,  chairman  of  the  Board. 

I nterruplion  of  Proceedings.  An  interruption  in  the 
proceedings  came  Sunday  afternoon  during  the  open- 
ing session  when  two  men  seized  a microphone  in  front 
of  the  podium  and  insisted  on  addressing  the  House. 
One  was  a senior  medical  student  from  Stanford,  rep- 
resenting the  Medical  Committee  on  Human  Rights; 
the  other  was  a welfare  worker  and  official  of  the  Bay 
Area  Poor  People’s  Campaign.  Speaker  Bornemeier 
maintained  order  while  the  2 men  took  turns  speaking 
for  a total  of  thirteen  minutes. 

Tuesday,  a written  statement  was  presented  to 
Speaker  Bornemeier  setting  forth  the  objectives  of  the 
Medical  Committee  on  Human  Rights.  He  read  it  to 
the  House  as  a matter  of  information 

Conclusion.  Again,  we  are  grateful  to  our 
delegates  who  have  served  so  well  at  the  meet- 
ings. We  thank  the  wives  for  all  they  did  for 
us,  and  we  are  also  grateful  to  the  staff  and 
others  who  participated  in  our  activities. 

Respectfully  submitted, 

Henry  J.  Fineberg,  M.D.,  Chairman 

New  York  Delegation  to  the  AMA  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  annual  report  was  submitted  for 
publication,  our  delegates  to  the  American 
Medical  Association  attended  the  22nd  clinical 
convention  at  the  Americana  Hotel  in  Miami 
Beach,  December  1 to  4,  1968. 

The  delegation  included  the  following: 

Delegates:  Renato  J.  Azzari,  James  M.  Blake, 
Charles  Brane,  John  L.  Clowe,  Albert  H.  Doug- 
las, Ralph  S.  Emerson,  Irving  L.  Ershler, 
Henry  I.  Fineberg,  John  M.  Galbraith,  Thur- 
man B.  Givan,  Walter  T.  Heldmann,  Milton 
Helpern,  George  Hinder,  R.  Scott  Howland, 
Edward  C.  Hughes,  John  F.  Kelley,  Charles  R. 
Mathews,  John  C.  McClintock,  Norman  S. 
Moore,  Bernard  J.  Pisani,  William  B.  Rawls, 
C.  Stewart  Wallace,  Walter  Scott  Walls, 
Carlton  E.  Wertz,  William  L.  Wheeler,  Jr., 
Waring  Willis,  Frederick  A.  Wurzbach,  Jr. 

Alternate  Delegates:  Carl  Goldmark,  Jr.,  and 
George  J.  Lawrence. 

Section  Delegates:  George  F.  Reed  (Section 
on  Otorhinolaryngology)  and  Maus  W.  Stearns, 
Jr.,  (Section  on  Colon  and  Rectal  Surgery). 

Also  present  was:  Gerald  D.  Dorman,  M.D., 
president-elect  of  the  AMA. 


MSSNY  Staff:  J.  Richard  Burns,  Guy  D. 
Beaumont,  and  Gretchen  Wunsch. 

County  Medical  Society  Executives:  Elvira 
Tirola,  New  York;  Robert  Potter,  New  York; 
Richard  Treccase,  Erie;  Kurt  Rosenberg, 
M.D.,  Queens;  Stephen  K.  Leech,  Onondaga; 
Michael  W.  McManus,  Broome. 

Meetings:  The  delegation  held  four  meetings: 
Saturday,  November  30,  at  5 p.m.,  followed  by  a 
reception  and  dinner;  and  breakfast  confer- 
ences on  Monday,  Tuesday,  and  Wednesday. 
Matters  coming  before  the  House  were  dis- 
cussed; actions  were  decided  on  specific  issues; 
and  assignments  to  reference  committees  were 
made. 

J.  Frank  Walker,  M.D.,  delegate  from  Georgia, 
who  has  announced  his  candidacy  for  vice- 
speaker, appeared  before  the  delegation  on 
Wednesday  morning. 

The  delegation  voted  to  ask  Dwight  L. 
Wilbur,  M.D.,  president  of  the  AMA,  and 
Burtis  E.  Montgomery,  M.D.,  chairman  of  the 
Board  of  Trustees,  to  address  the  delegation,  in 
executive  session,  regarding  the  managerial 
changes  being  made  at  the  AMA  (the  “Blasin- 
game  Affair”). 

F.  J.  L.  Blasingame,  M.D.,  former  executive 
vice-president  of  the  AMA,  presented  “his 
case”  before  our  delegation  on  Monday  morning, 
Burtis  E.  Montgomery,  M.D.,  Edward  R. 
Annis,  M.D.,  members  of  the  Board  of  Trustees, 
Russell  B.  Roth,  M.D.,  vice-speaker,  and 
Dwight  L.  Wilbur,  M.D.,  president,  spoke  to 
the  group  on  Tuesday  morning.  Delegates 
from  several  of  the  smaller  state  societies  were 
invited  to  attend  both  meetings. 

Resolutions:  The  New  York  delegation  intro- 
duced one  resolution  to  the  House  of  Dele- 
gates— resolution  17  on  Public  Law  89-749 
and  Public  Law  90-174.  The  resolution  as 
amended  and  adopted  by  the  AMA  House  of 
Delegates  is  as  follows: 

Whereas,  Public  Law  89-749  and  Public 
Law  90-174  have  resulted  in  an  enormous 
dilution  of  physician  influence  in  planning  in 
New  York  State,  as  so  far  revealed  by 
the  regulations  of  the  New  York  State  Health 
Planning  Commission  to  implement  these 
laws;  and 

Whereas,  This  loss  of  physician  expertise 
in  the  delivery  of  medical  care  makes  ques- 
tionable the  capacity  of  planners  to  work 
without  it;  now  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  actively  seek,  through  its  Council 
on  Legislative  Activities,  an  amendment  to 
Public  Law  89-749  to  mandate  that  a sub- 
stantial percentage  of  the  entire  membership 
of  all  executive  boards  or  councils,  at  all 
levels  of  planning,  Federal,  state,  and  re- 
gional, both  A and  B agencies,  be  actively 
practicing  private  physicians,  nominated  by 
organized  medicine. 

Reference  Committee  Assignments  (appointed 
by  Speaker):  Credentials,  Dr.  Mathews;  Rules 
and  Order  of  Business,  Dr.  Emerson;  Com- 
mittee A,  Dr.  Walls;  Committee  B,  Dr.  Clowe; 
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Committee  C,  Dr.  Howland;  Committee  F, 
Dr.  Hinder,  chairman;  and  Tellers,  Dr.  Wallace 
and  Dr.  Brane. 

Observers  at  reference  committee  hearings, 
designated  by  the  New  York  delegation  chair- 
man, were:  Constitution  and  Bylaws,  Dr. 

Ershler;  Committee  A (Insurance,  Medical 
Services  RMP,  CHP),  Dr.  Wertz,  Dr.  Wurz- 
bach,  and  Dr.  Willis;  Committee  B (Legisla- 
tion),* Dr.  Kelley  and  Dr.  Blake;  Committee  C 
(Medical  Education),  Dr.  Moore;  Committee  D 
(Hospitals),  Dr.  Blake;  Committee  E (Scien- 
tific and  Public  Health  Matters),  Dr.  Douglas; 
Committee  F (Reports,  Board  of  Trustees), 
Dr.  Wallace;  Committee  G (Miscellaneous), 
Dr.  Emerson;  and  Committee  H (Miscella- 
neous), Dr.  Helpern. 

Hospitality:  Under  the  chairmanship  of  Dr. 
McClintock,  the  New  York  hospitality  suite,  in 
the  Penthouse  Suite  of  the  Americana  Hotel, 
was  open  according  to  the  following  schedule: 
Monday  and  Tuesday,  12  noon  to  2 p.m. 
and  5 p.m.  to  7 p.m.;  Wednesday,  12  noon  to 
2 P.M. 

Dr.  Clowe  has  been  named  chairman  of  the 
National  Hospitality  Committee. 

Following  is  a summary  of  actions  of  the 
AMA  House  of  Delegates — prepared  in  the 
AMA  office  of  the  acting  executive  vice-presi- 
dent: 

December  4,  196S,  Discrimination  in  American 
Medical  Association  membership  because  of  color, 
creed,  race,  religion,  or  ethnic  origin  is  clearly  pro- 
hibited by  a section  added  to  the  Association’s  bylaws 
by  the  House  of  Delegates  at  the  22nd  Clinical  Conven- 
tion. 

A second  amendment  adopted  in  the  bylaws  provides 
a mechanism  for  implementing  the  prohibition  in  case 
of  repeated  violations. 

In  other,  equally  far-reaching  actions,  the  House 
directed  the  Council  on  Constitution  and  Bylaws  to 
prepare  “appropriate  Bylaw  amendments  so  that 
qualified  Doctors  of  Osteopathy  may  be  admitted 
to  full  active  membership  in  the  American  Medical 
Association”  and  adopted  a Board  of  Trustees  report 
providing  a number  of  significant  avenues  whereby 
“qualified  osteopaths  may  be  assimilated  into  the 
mainstream  of  medicine.” 

Those  were  only  two  of  the  forward  steps  taken 
by  the  AMA  House  of  Delegates  during  ten  hours  and 
forty-seven  minutes  of  deliberations  in  convention  at 
Miami  Beach. 

Attendance  at  the  House  session  went  from  a low  of 
91  per  cent  at  the  opening  meeting  (223  out  of  242 
delegates  present)  to  a high  of  99  per  cent  (240  dele- 
gates) at  the  Tuesday  and  Wednesday  sessions  when 
actions  were  taken. 

Ninety-four  items  of  business  were  brought  to  the 
attention  of  the  House,  including  22  reports  from  the 
Board  of  Trustees:  one  from  the  Joint  Conference 
Committee  of  AMA  and  Blue  Shield;  four  from  the 
Council  on  Medical  Service:  three  from  the  Council 
on  Medical  Education;  two  from  the  Council  on 
Constitution  and  Bylaws:  and  02  resolutions  from 
state  medical  associations,  scientific  sections,  and 
individual  delegates. 

Of  the  32  reports,  18  were  adopted;  three  were 
amended  and  adopted;  eight  were  accepted  for 
information;  one  was  amended  and  then  accepted 
for  information,  one  was  approved;  and  one  was 
rejected.  (The  House  did  not  pass  the  Constitutional 
and  Bylaw  amendments  that  would  have  enlarged 


the  Board  of  Trustees  to  16  members  by  giving  the 
vice-president  a vote  on  the  Board.) 

Of  the  62  resolutions,  12  were  adopted;  19  were 
amended  and  adopted;  6 were  combined  with  one  or 
more  others  into  substitute  resolutions;  3 were  ab- 
sorbed into  other  adopted  resolutions;  6 were  referred 
to  the  Board  or  a Council;  5 were  rejected;  6 were 
replaced  by  substitute  resolutions;  3 were  replaced  by 
substitute  resolutions  which  were  then  amended; 
and  2 were  withdrawn  before  being  sent  to  a reference 
committee. 

The  following  is  a brief  summary  of  actions  taken  by 
the  House. 

Discrimination.  The  Council  on  Constitution  and 
Bylaws  presented  wording  for  the  antidiscrimination 
amendments  in  response  to  the  House's  wishes  ex- 
pressed at  the  annual  convention  in  June,  1968. 

The  following  statement  on  discrimination  was  added 
as  a new  Section  3 of  the  Bylaws,  Chapter  I ; 

Section  S — Discrimination  in  Membership.  Mem- 
bership in  the  American  Medical  Association  or  in 
any  of  its  constituent  associations  shall  not  be  denied 
or  abridged  on  account  of  color,  creed,  race,  religion, 
or  ethnic  origin. 

Provision  for  disciplinary  action  was  provided  by 
adding  the  following  sentence  to  Chapter  XI,  Section  1 1 , 
(D)  (7); 

If  the  Council  determines  that  the  allegations  (of 
discrimination  against  physician  applicants  for 
membership)  are  indeed  true,  it  shall  admonish, 
censure  or,  in  the  event  of  repeated  violations,  recom- 
mend to  the  House  of  Delegates  that  the  state 
association  involved  be  declared  to  be  no  longer  a 
constituent  member  of  the  American  Medical 
Association. 

Osteopathy.  The  House  adopted  a Board  report 
stating  the  following  objectives  with  respect  to  osteo- 
paths: 

To  "assure  the  provision  of  the  best  possible 
health  care  to  the  American  people;  make  available 
to  students  and  graduates  in  osteopathy,  education 
of  the  same  high  standards  as  prevail  in  under- 
graduate, graduate,  and  continuing  educational 
programs  in  medicine;  and  provide  avenues  whereby 
qualified  osteopaths  may  be  assimilated  into  the 
mainstream  of  medicine.” 

To  achieve  those  objectives,  the  AMA  recommends 
that  each  school  of  osteopathy  improve  its  teaching 
program  by  strengthening  its  faculty  and  improving 
its  facilities  and  resources;  invites  schools  of  osteop- 
athy and  their  accrediting  agencies  to  consult  with 
the  AMA  and  the  Association  of  American  Medical 
Colleges;  suggests  that  accredited  hospitals  may 
accept  qualified  osteopaths  on  medical  staffs;  suggests 
that  medical  specialty  boards  may  accept  osteopaths 
for  examination  if  they  have  completed  AMA-approved 
internships  and  residency  programs  and  have  met  other 
regular  requirements;  requests  that  as  specialty 
boards  declare  intent  to  permit  examination  of  osteo- 
pathic graduates,  appropriate  AMA-approved  resi- 
dency programs  be  opened  to  qualified  osteopathic 
graduates;  suggests  opening  AMA-approved  intern- 
ships to  qualified  osteopathic  graduates;  recommends 
that  determination  of  qualification  be  made  at  the  level 
of  the  medical  staff,  the  county  medical  society,  or  the 
review  committees  and  boards  having  appropriate 
jurisdiction:  and  suggests  that  AMA,  state,  and 

county  societies  and  other  affected  organizations  “may 
proceed  to  make  such  constitution  and  bylaw  changes 
as  are  necessary  to  implement  the  foregoing.” 

The  House  also  “suggests  that  each  county  and  state 
medical  society  may  accept  qualified  osteopaths  as 
active  members  and  thereby  provide  for  their  member- 
ship in  the  American  Medical  Association”  and  in- 
structed the  Council  on  Constitution  and  Bylaws  to 
prepare  “appropriate  Bylaw  amendments  so  that 
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qualified  Doctors  of  Osteopathy  may  be  admitted  to 
full  active  membership”  in  the  AMA. 

Awards:  J.  Arnold  Bargen,  M.D.,  of  Riverside, 

California,  was  chosen  to  receive  the  AMA  Dis- 
tinguished Service  Award,  which  will  be  presented  at 
the  1969  annual  convention. 

John  D.  Rockefeller,  III,  of  New  York,  chairman 
of  the  Board  of  the  Rockefeller  Foundation,  was 
selected  to  receive  the  Citation  of  a Layman  for  Dis- 
tinguished Service,  also  to  be  awarded  at  the  annual 
convention  in  July,  1969. 

President’s  Report.  Dwight  L.  Wilbur,  M.D., 
president,  told  the  House  that  “Perhaps  our  greatest 
problem  is  that,  in  many  ways,  we  in  America  have 
tried  too  hard  and  succeeded  too  well.  ...  We  have 
progressed  so  far  in  so  many  areas  that  our  people  are 
impatient  with  the  realities  of  human  limitation.  They 
are  eager  to  instantly  wipe  out  poverty,  eliminate 
ignorance,  sweep  away  ill  will  and  violence,  replace 
jealousies  and  hate  with  universal  good  will.  Even 
the  specter  of  death  itself  is  by  some  considered  a 
temporary  and  stubborn  spite  to  mankind  that  will  be 
mastered  as  soon  as  new  organs  are  developed  or  trans- 
planted and  new  drugs  are  synthesized.” 

President  Wilbur  listed  the  following  five  areas  to 
which  he  believes  the  medical  profession  should  give 
its  greatest  attention: 

1.  Making  high-quality  health  care  available  for 
everyone  in  America  at  as  reasonable  a cost  as  possible. 

2.  Putting  a rein  on  costs  by  avoiding  the  admission 
of  any  patient  to  a hospital  unless  absolutely  necessary; 
reducing  the  length  of  hospital  stay  to  the  essential 
minimum;  using  extended  care  facilities,  nursing 
homes,  and  home  care  services  more  often;  stimulating 
prepayment  mechanisms  on  a voluntary  basis;  sup- 
porting the  principle  of  income  tax  credits  for  health 
insurance;  keeping  physicians’  charges  on  a basis  of 
usual,  customaiy,  and  reasonable  fees,  with  self-dis- 
cipline and  peer  review;  and  encouraging  wider  use  of 
reliable  automated  laboratory  procedures,  passing  the 
cost  benefits  on  to  patients. 

3.  Developing  more  reasonable  and  more  realistic 
expectations  by  the  public. 

4.  Unifying  the  medical  profession  and  maintaining 
constructive  liaison  with  other  groups. 

5.  Planning  for  an  orderly  and  enhanced  future. 
“We  must,”  he  said,  “increasingly  depend  on  the 
Board  of  Trustees  to  lead  in  planning  and  development 
for  the  future....  As  an  association,  this  is  our 
greatest  responsibility.  The  Board  must  increasingly 
be  an  informed  board  of  strategy  that  looks  ahead  and 
advises  the  profession,  the  government,  and  the  public 
regarding  health  measures.” 

The  president  closed  his  report  by  saying,  “We 
are  immersed  in  an  epoch  of  change.  We  cannot  hope 
to  emerge  from  it  as  respected  leaders  unless  we  guide 
the  course  of  change....  Our  guidance  in  helping 
change  all  elements  of  society  that  affect  the  people’s 
health  in  an  orderly,  balanced  sequence  is  the  price  of 
our  continued  esteem  as  a profession  and  an  organiza- 
tion.” 

Organ  Transplants.  The  House  adopted  a state- 
ment on  heart  transplantation  which  makes  the  follow- 
ing five  points: 

1.  The  preservation  of  good  medical  practice  de- 
mands that  the  evolution  of  therapy  be  orderly.  “The 
staff  of  a hospital  or  medical  center  planning  to  initiate 
such  a program  should  have  (1)  adequate  background 
in  animal  research  so  that  experience  is  gained  as  to 
the  problems,  potentials,  and  limitations  of  cardiac 
transplantation;  (2)  experience  in  immunosuppressive 
therapy  and  an  adequate  source  of  antilymphocyte 
globulin  of  known  quality;  and  (3)  a protocol  of  clinical 
research  adequate  to  follow  and  evaluate  the  course  of 
the  patient.” 

2.  Due  regard  for  the  welfare  and  safety  of  each 
individual  patient  is  paramount. 


3.  Heart  transplantation  has  brought  certain  medi- 
cal, ethical,  and  legal  questions  into  critical  focus. 
Paramount  among  them  is  the  determination  of  death. 
The  right  of  the  prospective  donor  to  the  best  possible 
medical  care — a right  which  his  potential  role  as  organ 
donor  must  not  be  allowed  to  abrogate — must  remain 
sacred.  The  growing  ability  of  medical  science  to 
maintain  some  form  of  biological  function  for  prolonged 
periods  adds  to  the  difficulty  of  defining  the  point  of 
irreversible  dissolution. 

“The  cause  of  death  must  be  evident  and  of  an 
irreversible  type.  The  fact  of  death  must  be  estab- 
lished by  adequate,  current,  and  acceptable  scientific 
evidence  in  the  opinion  of  the  physicians  making  the 
determination.  The  determination  of  death  in  organ 
donors  must  be  made  by  no  less  than  two  physicians 
not  associated  with  the  surgical  team  performing  the 
transplant.” 

4.  The  potential  for  heart  transplantation,  whatever 
that  may  prove  to  be  by  subsequent  clinical  experience, 
will  be  “severely  limited  by  the  shortage  of  potential 
organ  donors ....  Basic  research  into  the  causes  of 
heart  disease  and  of  hypertensive  vascular  disease  is 
. . .of  vital  importance,  since  the  only  ultimate  solu- 
tion to  the  problem  of  heart  disease  lies  in  its  preven- 
tion.” 

5.  “Human  heart  transplantation  has  been  accom- 
panied from  the  outset  by  a degree  of  public  awareness 
and  attention  almost  without  parallel  in  medicine .... 
It  is  imperative,  therefore,  that  the  public  be  made 
fully  aware  of  the  potentialities  and  limitations  of  heart 
transplantation  as  those  are  currently  understood  and 
as  that  understanding  is  modified  by  subsequent  experi- 
ence ....  Only  by  preserving  public  confidence  in  the 
judgment  of  the  physician,  can  the  orderly  progress  of 
medicine  be  maintained.” 

The  House  also  approved  the  Uniform  Anatomical 
Gift  Act  and  urged  each  state  medical  association  to 
give  it  careful  consideration  “with  a view  to  seeking  its 
adoption  in  its  state.”  State  associations  were  urged 
to  consider  carefully  the  provisions  of  the  legislation 
and  to  make  any  necessary  changes  to  accommodate 
their  needs.  The  uniform  act  has  been  approved  by 
the  American  Bar  Association,  through  the  Liaison 
Committee  to  the  ABA,  and  the  House  supported 
cooperative  efforts  by  state  medical  associations  and 
state  bar  associations  to  secure  prompt  adoption  of  the 
legislation. 

Health  Care  Costs  and  Financing.  Following  its 
similar  action  at  the  1968  annual  convention,  the 
House  again  accepted  for  information  the  report  of  the 
Committee  on  Health  Care  Financing  pertaining  to  the 
use  of  Federal  income  tax  credits  for  the  purchase  of 
health  insurance  and  adopted  a resolution  that  the 
AMA  “vigorously  promote  the  enactment  of  Federal 
legislation  which  would  translate  the  concept  of  in- 
come tax  credits  for  health  insurance  premiums  into 
law.” 

The  House  asked  the  Board  of  Trustees  to  devote 
sufficient  staff,  facilities,  and  funds  to  develop  an 
“effective  program  for  immediate  and  on-going  studies 
of  health  care  costs”  and  to  report  the  status  of  the 
program  at  the  1969  annual  convention.  The  Board 
also  was  requested  to  expedite  and  expand  existing 
programs  and,  “where  necessary,  develop  new  programs 
for  the  following  purposes:  (1)  analysis  of  health  care 
costs  and  expenditure  data  developed  and  reported 
by  other  sources;  (2)  definitions,  reports,  and  explana- 
tions of  the  several  major  categories  of  health  care 
expenditures;  and  (3)  dissemination  of  the  data,  find- 
ings, and  conclusions  of  such  studies  to  constituent 
medical  societies,  news  media,  and  state  and  Federal 
governmental  authorities.” 

Recognizing  that  advertising  and  promotion  of  new 
Blue  Shield  programs  providing  broader  benefits  might 
be  subject  to  misinterpretation  by  the  public,  the  House 
resolved  that  “any  references  to  ‘paid-in-full’  coverage 
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clearly  identify  those  services  which  are  indeed  covered 
on  a ‘paid-in-full’  basis  and  also  identify  the  circum- 
stances under  which  those  services  must  be  rendered.” 

In  two  other  actions,  the  House  called  on  "all  volun- 
tary health  insurance  organizations  to  offer  reinstate- 
ment of  all  contracts  which  were  cancelled  or  con- 
verted because  the  insured  individual  was  over  age 
sixty-five  and  eligible  for”  Medicare;  and  reaffirmed 
the  AMA’s  belief  that  "the  concept  of  voluntary 
health  insurance  is  the  most  acceptable  means  of  financ- 
ing health  care  when  applied,  in  keeping  with  the  prin- 
ciples of  the  American  Medical  Association.” 

Mutters  of  Patient  and  Public  Interest.  The  House 
adopted  the  Council  on  Medical  Education’s  “Special 
Requirements  for  Residency  Training  in  Family 
Practice”  and  resolved  that  the  AMA  "affirm  the  im- 
portance of  providing  appropriate  recognition  for 
family  physicians  through  approval  of  a primary 
specialty  board  for  family  practice  and  that  the  Council 
on  Medical  Education  be  encouraged  to  continue  its 
efforts  with  the  American  Academy  of  General  Prac- 
tice and  the  AMA  Section  on  General  Practice  to 
achieve  this  goal.” 

In  other  actions,  particularly  aimed  at  patient  care 
and  public  well-being,  the  House: 

— Accepted  for  information  a report  that  a portion 
of  the  Third  National  Congress  on  the  Socioeconomics 
of  Health  Care  would  be  devoted  to  solo  practice. 

— Adopted  a report  on  the  AMA’s  continuing  con- 
cern with  obesity  treatment. 

— Adopted  a report  stating  that  the  AMA  has  pro- 
posed to  the  National  Center  for  Health  Statistics  a 
meeting  among  concerned  groups  to  review  a revised 
certificate  of  live  birth. 

— Endorsed  in  principle  the  use  of  multipurpose 
health  record  form  in  providing  medical  examinations 
for  young  people. 

— Resolved  that  the  AMA  “again  urge  its  members 
to  play  a major  role  against  cigaret  smoking”  and  that 
the  AMA  “take  a strong  stand  against  smoking  cigarets 
by  every  means  at  its  command.” 

— Noted  reports  by  “experts  in  recognized  medical 
centers  of  new  therapeutic  uses  of  ‘old’  drugs  which 
may  be  indicated  in  patients  currently  under  the  care 
of  the  physician”  and  resolved  that  the  AMA  discuss 
this  problem  with  the  Commissioner  of  Food  and 
Drugs  in  an  effort  to  enable  the  practicing  physician 
to  employ  such  new,  lifesaving  therapy  legally  when 
indicated. 

— Encouraged  the  American  Association  of  State 
Highway  Officials  and  the  Federal  Highway  Adminis- 
tration to  work  toward  the  adoption  of  the  International 
System  of  Highway  Signs  which  avoids  the  use  of 
language  in  order  to  make  the  visits  of  foreigners  to 
the  United  States  “as  safe  and  pleasant  as  possible.” 

- — Urged  constituent  societies  in  those  states  where 
existing  laws  do  not  permit  minors  to  consent  to  treat- 
ment for  venereal  and  other  communicable  diseases 
"to  seek  the  enactment  of  such  legislation.” 

Education.  The  House  adopted  a report  of  the 
Board  of  Trustees  offering  its  comments  (approval  or 
suggested  amendments)  on  many  of  the  recommenda- 
tions of  the  Report  of  the  Citizens  Commission  on 
Graduate  Medical  Education.  However,  the  Board 
pointed  out  that  “it  is  neither  possible  nor  desirable 
to  make  final  recommendations ...  at  this  time  on  some 
of  the  more  controversial  portions  of  the  report.  These 
portions  deserve  further  careful  study  and  deliberation 
by  all  concerned  individuals,  institutions,  and  organiza- 
tions.” 

A program  for  formal  recognition  by  the  AMA 
of  physicians  who  participate  in  continuing  medical 
education  was  adopted,  along  with  a proposal  to  fund 
the  recognition  award. 

“A  physician  may,  on  request,”  the  report  said, 
“receive  the  recognition  award  at  the  completion  of 
three  years  of  graduate  training  in  AMA-approved 


programs,  or  the  equivalent  in  research  activity,  or  in 
educational  programs  leading  to  further  advanced 
degrees  in  medical  sciences.” 

Funding  will  include  a registration  fee  of  S5.00  for 
each  physician  who  wishes  to  participate.  The  fee 
would  cover  the  costs  of  printing,  handling,  mailing, 
and  processing  the  correspondence  and  certificates  as 
well  as  the  costs  of  initiating  and  maintaining  the 
record  system.  Each  physician  would  pay  the  regis- 
tration fee  only  once  in  each  three-year  period. 

The  House  recommended  that  the  Medical  Educa- 
tion for  National  Defense  program  "be  reinstituted  at 
the  earliest  possible  date;  direction  be  the  responsi- 
bility of  the  Department  of  Defense;  adequate  financial 
support  l>e  provided  with  appropriate  safeguards  to 
assure  that  funds  will  be  used  solely  for  the  purposes 
of  the  program;  and  that  such  support  be  allocated 
to  the  medical  schools  on  the  basis  of  program  merit." 

The  House  also  encouraged  the  creation  of  con- 
tinuing high  quality  service-career  physicians  "through 
specific  support  of  existing  medical  school  expansion 
to  include  selected,  service  career-oriented  students.” 

Allied  Health  Personnel.  The  House  agreed  with 
the  Council  on  Health  Manpower  regarding  the  need 
for  physician  prescription  and  supervision  of  all 
ancillary  services  provided  in  the  hospital  by  adopting 
a Board  of  Trustees  report  on  the  utilization  of  para- 
medical personnel.  In  adopting  the  report,  the  House 
stated  that  “the  medical  staff  should  concern  itself 
with  contractual  agreements  between  various  allied 
health  professionals  and  the  hospital  only  insofar  as, 
and  to  the  extent  that,  such  agreements  tended  to 
remove  the  provision  of  ancillary'  services  from  the 
prescription  and  supervision  of  the  physician.” 

Another  Board  report  adopted  by  the  House,  based 
on  findings  of  the  Council  on  Health  Manpower, 
considered  the  phrase  “related  healing  arts”  as  used  in 
the  declaration  of  purpose  in  PL  89-749.  The  report 
stated  that  “it  is  apparent  that  the  context  in  which 
this  term  is  used  offers  assurance  that  the  patterns  of 
medical  practice  in  the  country  will  not  be  altered  by 
PL  89-749.”  Consequently,  the  Council  recom- 
mended “that  any  definition  of  the  term  ‘related  healing 
arts’  should  be  made  at  the  state  and  local  level  because 
of  the  important  variations  in  practice  within  the 
country.” 

The  House  adopted  the  Council  on  Medical  Educa- 
tion’s revision  of  “Essentials  of  Approved  School  of 
Medical  Technology”  and  its  “Essentials  of  an  Ac- 
credited School  of  Radiation  Therapy  Technology.” 

In  regard  to  nurses,  the  House  resolved  that  “state 
and  county  medical  societies  be  encouraged  to  study' 
the  problems  relating  to  nursing  education  and  to  seek 
at  the  local  level  all  available  sources  of  financing 
support  for  hospital  nursing  schools”  and  that  the 
AMA  “take  appropriate  action  in  consultation  with 
professional  nurses’  associations  and  the  American 
Hospital  Association  to  encourage  increasing  enroll- 
ment in  diploma  schools.” 

Medicine  and  the  Government:  The  House  accepted 
for  information  reports  of  the  Council  on  Medical 
Service  regarding  neighborhood  health  centers  under  the 
Office  of  Economic  Opportunity,  Public  Health  Service, 
and  Housing  and  Urban  Development,  and  on  Project 
Headstart. 

In  addition,  the  following  resolutions  were  adopted 
by  the  House : 

1.  That  the  AMA  “seek  to  have  Congress  phase  out 
Federal  health  care  programs  which  overlap  and 
reduplicate  Medicaid.” 

2.  That  PL  89-749  be  amended  to  require  that  a 
“substantial  percentage”  of  executive  boards  or  coun- 
cils “at  all  levels  of  planning,  Federal,  state  and  re- 
gional, both  A and  B agencies,  be  actively'  practicing 
private  physicians,  nominated  by  organized  medicine.” 

3.  That  county  and  state  medical  associations, 
through  the  AMA,  supply  when  requested  “the  names 
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and  biographical  data  of  physicians  who  are  qualified, 
willing,  and  able  to  accept  appointment  in  government 
service,  full  or  part  time.” 

4.  That  the  Board  of  Trustees  “consider  sponsor- 
ship of  periodic  conferences  or  workshops  on  public 
affairs  for  the  continuing  education  and  benefit  of  medi- 
cal society  leaders  and  physicians  throughout  the 
nation.” 

5.  That  the  AMA  “exert  every  effort  to  bring  about 
the  elimination  of  unnecessary  documentation  of 
medical  services  by  the  physician,  hospital,  and  fiscal 
intermediary  on  Medicare  and  Medicaid  patients.” 

6.  That  all  school  administrative  bodies  be  en- 
couraged to  consult  with  “competent  medical  authori- 
ties prior  to  initiating  and  conducting  programs  in- 
volving any  medical  aspects  funded  under  the  Elemen- 
tary and  Secondary  School  Act.” 

7.  That  “physicians  and  their  medical  societies 
should  strive  to  attain  the  adoption  of  established 
principles  which  are  designed  to  provide  the  people  of 
this  naticn  with  the  highest  quality  of  medical  care” 
and  that  all  physicians  be  reminded  “that  as  free  men 
and  women  they  have  no  obligation  to  accept  employ- 
ment and  remuneration  under  any  conditions  other 
than  those  arrived  at  by  agreement  between  the 
physician  and  the  recipient  of  his  service.” 

Mostly  of  Internal  {AMA)  Interest.  State  and 
county  medical  societies  w-ere  urged  to  establish  uni- 
form membership  classifications  based  on  AMA 
membership  categories  described  in  the  Bylaws. 

The  Board  of  Trustees  was  asked  to  consider  seriously 
recommending  to  the  House  that  the  1976  Clinical 
Convention  be  held  in  Philadelphia  as  a part  of  the 
bicentennial  celebration  of  the  Declaration  of  In- 
dependence. 

The  House  accepted  for  information  a report  that 
the  Council  on  Medical  Service  has  reconstituted  its 
committee  structure  to  provide  for  committees  on 
Health  Care  Financing,  Government  Medical  Services, 
and  Community  Health  Care. 

A report  on  the  AMA-ERF  and  a special  financial 
report  on  the  Institute  for  Biomedical  Research  were 
adopted  by  the  House,  along  with  a resolution  that  a 
liaison  committee  of  10  members  of  the  House  “meet 
during  the  time  of  each  convention  of  the  House,  or 
more  often  if  necessary,  with  the  president  and  directors 
of  the  AMA-ERF  and  the  director  of  the  Institute  for 
Biomedical  Research  for  review  of  current  programs  of 
the  AMA-ERF  and  consideration  of  suggestions  for 
broadening  the  base  of  support  for  the  AMA-ERF, 
and  to  report  the  results  of  such  meetings  to  the  House 
at  each  convention.” 

George  W.  Beadle,  M.D.,  former  president  of  the 
University  of  Chicago,  was  introduced  to  the  House  at 
the  opening  session,  which  took  place  on  the  day  Dr. 
Beadle  assumed  directorship  of  the  Institute. 

A progress  report  on  the  management  survey  of  the 
AMA  which  is  now  under  way  was  adopted  by  the 
House.  Also  adopted  was  a resolution  that  “the 
Board  of  Trustees  be  requested  to  continue  to  observe 
closely  the  activities  of  the  Division  of  Public  Affairs 
since  the  division  is  newly  formed  with  newly  defined 
functions  and  activities;  and... that  the  House  of 
Delegates  receive  in  advance  a comprehensive  report 
on  the  management  survey  and  its  implementation 
from  the  Board  of  Trustees  prior  to  the  next  annual 
meeting.” 

The  House  recommended  to  the  Board  that  “the 
office  of  executive  vice-president  be  filled,  if  possible, 
by  a Doctor  of  Medicine  who  is  an  active  member  of  the 
American  Medical  Association  at  the  time  of  his 
appointment  and  who  possesses  the  necessary  mana- 
gerial qualifications.” 

The  House  resolved  that  “the  executive  vice- 
president  prepare  a report  for  the  sessions  of  the 
House  of  Delegates  as  frequently  as  necessary  but  at 
least  for  each  annual  meeting,  that  the  report  be 


submitted  in  written  form  and  referred  to  the  appro- 
priate reference  committee,”  and  that  he  be  prepared 
“to  present  a brief  oral  summary  of  his  report  on  re- 
quest of  the  House.” 

Other  resolutions  adopted  included  the  following: 

1.  That  the  Scientific  Sections  maintain  responsible 
and  responsive  relations  with  all  appropriate  specialty 
societies. 

2.  That  the  Board  continue  and  expedite  “its 
present  activities  to  study  and  search  for  solutions 
to  problems  of  medical  professional  liability.” 

3.  That  the  AMA,  through  its  representatives  on 
the  Joint  Commission  on  Accreditation  of  Hospitals, 
“take  action  to  assure  that  accreditation  be  granted 
only  to  those  institutions  where  the  rights  of  the  medical 
staff  are  not  abrogated.” 

4.  That  every  county  and  state  medical  society 
initiate  and  maintain  a “continuing  program  of  active 
liaison  with  students  at  medical  schools  within  their 
jurisdictions,  preferably  through  active  functioning 
chapters  of  Student  American  Medical  Association.” 

5.  That  the  House  go  on  record  “favoring  explora- 
tion of”  establishing  more  uniform  reciprocity  arrange- 
ments among  all  states  with  respect  to  physician  licens- 
ing. 

6.  That  the  AMA  adopt  the  following  definitions 
and  distribute  them  to  all  state  medical  associations 
for  their  individual  consideration  and  guidance: 

“Usual”  is  defined  as  the  “usual”  fee  which  is 
charged  for  a given  service  by  an  individual  physician 
in  his  personal  practice  (that  is,  his  own  usual  fee) ; 
“Customary”  is  defined  as  that  range  of  usual  fees 
charged  by  physicians  of  similar  training  and  experi- 
ence for  the  same  service  within  a given  specific 
limited  geographic  or  socioeconomic  area;  “reason- 
able” is  defined  as  a fee  which  meets  the  two  criteria, 
or,  in  the  opinion  of  the  responsible  local  medical 
association's  review'  committee,  is  justifiable  in  the 
special  circumstances  of  the  particular  case  in 
question. 

The  House  also  resolved  that  “whenever  these 
terms  are  used  in  contracts  or  laws,  that  they  be 
specifically  defined  in  those  documents.” 

Miscellaneous  Actions  or  Reports.  M.  Louise  C. 
Gloeckner,  M.D.,  delegate  from  Pennsylvania  and  the 
only  woman  in  the  House  of  Delegates,  received  a 
standing  ovation  and  a bouquet  of  roses  from  the 
House  at  its  opening  session.  She  ended  her  service 
in  the  House  with  this  meeting. 

Aubrey  Gates,  executive  assistant  in  the  office  of  the 
executive  vice-president  and  former  director  of  the 
Field  Service  Division,  was  extended  “recognition  and 
commendation”  bv  the  House  in  advance  of  his  retire- 
ment in  May,  1969. 

A report  on  the  Woman’s  Auxiliary  was  given  to 
the  House  by  Mrs.  C.  C.  Long,  president;  one  on 
AMPAC  (American  Medical  Political  Action  Com- 
mittee) was  presented  by  Blair  J.  Henningsgaard, 
M.D.,  AMPAC  president;  and  Alvin  J.  Ingram,  M.D., 
secretary  of  the  Board  of  Trustees,  reviewed  the 
Association’s  annual  report  from  the  delegates’  hand- 
book. 

Memorial  resolutions  were  adopted  for  L.  Howard 
Schriver,  M.D.,  Ohio;  and  W.  Benson  Harer,  M.D., 
Pennsylvania. 

Remarks  of  the  Former  Executive  Vice-President. 
Following  the  adoption  of  three  resolutions  commending 
F.  J.  L.  Blasingame,  M.D.,  for  his  services  to  the  AMA 
as  delegate,  trustee,  and  executive  vice-president,  Dr. 
Blasingame  addressed  the  House  briefly  at  its  opening 
session . 

He  called  for  a constitutional  convention  to  re- 
evaluate the  working  of  the  AMA  to  equip  it  better 
for  the  “Herculean  tasks”  it  faces,  adding  that  the 
existing  committee  system  is  inadequate  for  the  work. 
“This  is  a time  for  action,  clarification,  and  soul- 
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TABLE  I.  Current  membership  figures 


State  Swiety 

Dues 

Paying 

Dues 

Kxempt 

Active 

Voting 

Special 

Total 

Alabama 

1 ,903 

237 

2,140 

0 

2,140 

Alaska 

119 

3 

122 

18 

140 

Arizona 

1 .383 

115 

1 ,498 

6ft 

1 , 563 

Arkansas 

1,111 

112 

1,223 

0 

1 .223 

California 

22,075 

1,321 

23,396 

1,752 

25,148 

Canal  Zone 

12 

36 

48 

0 

48 

Colorado 

2,110 

508 

2,618 

105 

2,723 

Connecticut 

2,371 

248 

2,619 

0 

2,619 

Delaware 

406 

55 

461 

61 

512 

District  of  Columbia 

1 , 166 

218 

1 .384 

193 

1,577 

Florida 

4.336 

312 

4.648 

ft  84 

5,232 

Georgia 

2,973 

318 

3,291 

50 

3,341 

Hawaii 

688 

68 

756 

10 

766 

Idaho 

506 

29 

535 

0 

535 

Illinois 

9,178 

1,345 

10,523 

0 

10,523 

Indiana 

3,760 

536 

4,296 

0 

4,296 

Iowa 

2,076 

245 

2,321 

53 

2,374 

Kansas 

1 .661 

241 

1 ,902 

0 

1,902 

Kentucky 

1,958 

221 

2,179 

17 

2,196 

Louisiana 

2.209 

108 

2,317 

85 

2,402 

Maine 

529 

133 

662 

18 

680 

Maryland 

2,207 

243 

2,450 

223 

2,673 

Massachusetts 

4.047 

681 

4,728 

5 

4,733 

Michigan 

6,409 

720 

7,129 

431 

7,560 

M innesota 

3,212 

928 

4,140 

4 

4,144 

Mississippi 

1,255 

129 

1,384 

1 

1,385 

Missouri 

3,328 

284 

3,612 

0 

3,612 

Montana 

585 

71 

656 

5 

661 

Nebraska 

1,220 

32 

1,252 

114 

1,366 

Nevada 

372 

4 

376 

0 

376 

New  Hampshire 

411 

41 

452 

6 

458 

New  Jersey 

5,563 

599 

6,162 

520 

6,682 

New  Mexico 

638 

46 

684 

2 

686 

New  York 

23 , 668 

2,828 

26,496 

190 

26,686 

North  Carolina 

3,167 

275 

3,442 

0 

3,442 

North  Dakota 

452 

39 

491 

0 

491 

Ohio 

7,882 

883 

8.765 

0 

8,765 

Oklahoma 

1,732 

386 

2,118 

0 

2,118 

Oregon 

1,699 

400 

2,099 

1 

2,100 

Pennsylvania 

10,282 

728 

11,010 

954 

ll ,964 

Puerto  Rico 

281 

23 

304 

200 

504 

Rhode  Island 

785 

121 

906 

0 

906 

South  Carolina 

1,379 

128 

1,507 

18 

1,525 

South  Dakota 

382 

31 

413 

0 

413 

Tennessee 

2,855 

286 

3,141 

0 

3,141 

Texas 

8,420 

322 

8,742 

562 

9,304 

Utah 

902 

102 

1,004 

1 

1,005 

Vermont 

399 

45 

444 

0 

444 

Virginia 

2,094 

280 

2,374 

8 

2,382 

Virgin  Islands 

42 

0 

42 

0 

42 

Washington 

2.892 

305 

3,197 

0 

3,197 

West  Virginia 

1,193 

137 

1,330 

0 

1,330 

Wisconsin 

3,571 

466 

4,037 

120 

4 . 157 

Wyoming 

239 

31 

270 

0 

270 

Transfer  (direct) 

63 

0 

63 

0 

63 

Totals 

166,156 

18,003 

184,159 

6,366 

190,525 

U.S.  Services 

Air  Force 

1 .990 

1,990 

2,087 

4,077 

Army 

2,300 

2,300 

4,754 

7,054 

Government  Retired 

564 

564 

0 

564 

Navy 

1.846 

1.846 

3,445 

5,291 

Public  Health  Service 

1.123 

1.123 

1,988 

3,111 

Veterans  Administration 

4,559 

4,559 

0 

4,559 

Totals  0 
Special  Affiliate 
Physicians 
Dentists 
Pharmacists 

Scientists  (nonmedical  doctoi 
Teachers  (nonmedical  doctor 

Totals 

Special  Honorary 
Total 

■) 

) 

12,382 

12,382 

12,274 

656 

377 

438 

163 

331 

1,965 

66 

24,656 

656 

377 

438 

163 

331 

1,965 

66 

166,156 

30,385 

196,541 

20,671 

217,212 
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searching  for  the  AMA,"  he  said,  adding  that  the 
Association  “can't  afford  to  be  concerned  with  internal 
bickering.” 

Dr.  Blasingame  said  several  questions  should  be 
asked  by  the  AMA  of  itself,  including  these:  How  can 
the  organization  discharge  its  primary  obligation  as 
advocate  of  physician  responsibility?  Is  the  organiza- 
tional structure  adequate  to  meet  the  obligations  of 
modern  science?  How  can  priorities  be  established  to 
help  both  the  physician  and  the  patient?  How  can  a 
dichotomy  be  avoided  between  the  scientific  and  politi- 
cal aspects  of  medicine? 

By  vote  of  the  House,  Dr.  Blasingame’s  complete 
remarks  will  be  published  in  the  Proceedings  of  the 
Clinical  Convention. 

According  to  the  official  records  of  the  AMA, 
we  have  26,496  active  members;  and,  therefore, 
we  are  entitled  to  27  delegates  to  represent  our 
Society  when  the  AMA  House  of  Delegates 
convenes  at  The  Americana,  New  York  City, 
July  13  to  17,  1969  (Table  I). 

Respectfully  submitted 

Henry  I.  Fineberg,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

The  annual  and  supplementary  reports  of  the 
New  York  Delegation  to  the  American  Medical 
Association  were  reviewed  by  your  reference 
committee.  Your  committee  recommends  the 
reading  of  these  reports  and  commends  the 
diligence  of  this  hard-working  delegation. 

The  House  voted  to  adopt  this  portion  of  the 
reference,  committee  report. 

Research  and  Planning  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Research  and  Planning 
consists  of  the  following  members: 

John  M.  Galbraith,  M.D.  Chairman  Nassau 


William  L.  Wheeler,  Jr.,  M.D.  New  York 
G.  Rehmi  Denton,  M.D.  Albany 

James  M.  Blake,  M.D.  Schenectady 

Robert  E.  Westlake,  M.D.  Onondaga 

Robert  E.  Good,  M.D . Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D..  Erie 

Waring  Willis,  M.D Westchester 


During  the  latter  part  of  the  year,  the  com- 
mittee deliberated  on  what  it  regards  as  the 
foremost  present-day  topic  in  the  field  of  health, 
the  delivery  of  high  quality  medical  care  to  all 
people  at  a most  economical  and  reasonable 
cost.  With  the  increased  participation  of 
government  in  personal  health  services,  a 
related  topic  was  also  discussed:  How  can  the 
voluntary  personal  health  services  be  most 
effectively  integrated  with  the  government 
programs  and  forces? 

It  was  quickly  recognized  that  to  achieve 
these  goals,  the  prerequisite  is  organization. 
It  was  also  realized  that  in  contrast  to  the  highly 
organized  structure  of  the  government,  the 
voluntary  sector  is  without  unity,  consolidation, 
or  over-all  structure. 


In  surveying  the  possible  types  of  organiza- 
tion that  might  enhance  the  effectiveness  of  the 
voluntary  sector  in  delivering  medical  services, 
the  committee  found  that  the  most  promising 
was  a public  corporation. 

At  its  meeting  on  December  12,  the  com- 
mittee had  the  benefit  of  hearing  an  exposition 
on  public  corporations  by  Daniel  L.  Kurshan, 
director  of  administration,  The  Port  of  New 
York  Authority.  His  presentation  was  most 
informative  and  helpful. 

Its  deliberations  have  led  the  committee  to 
the  conclusion  that  organization  of  the  volun- 
tary sector  delivering  personal  health  services 
as  a public  corporation  would  be  a desirable 
step.  This  decision  was  reached  after  thorough 
discussion  of  the  public  corporation  as  an 
organizational  structure. 

Health  is  the  third  largest  industry  in  the 
nation.  In  this  statement,  what  is  really 
meant  is  health  maintenance,  health  care,  or 
the  attempt  to  regain  health.  For  clarity,  two 
other  health  terms  should  also  be  defined. 
Health  services  is  a broad  general  inclusive 
designation  covering  activities  in  environmental 
hygiene,  public  health,  preventive  medicine, 
and  community  health  as  well  as  medical  care. 
Personal  health  services,  on  the  other  hand, 
means  delivery  of  medical  care  whether  in  the 
home,  hospital,  clinic,  or  office.  Personal 
health  care  is  large  in  its  number  of  personnel, 
in  its  capital  investment,  and  in  its  annual 
expenditures.  Quite  apart  from  its  huge 
material  size,  personal  health  care  occupies 
the  first  priority  in  human  values.  By  what- 
ever criteria,  health  care  is  big  business  in  a 
basic  service. 

Both  government  and  voluntary  agencies 
are  engaged  in  health  services,  as  well  as  in 
personal  health  services.  At  all  levels  of 
government,  the  activities  in  personal  health 
services  have  been  largely  legislative  and  fund- 
ing with  some  direct  operation.  Recently,  the 
Federal  government  has  called  on  the  states 
and  municipalities  to  take  the  responsibility 
for  carrying  out  their  own  activities  in  health 
services. 

Roger  M.  Battistella,  assistant  professor  of 
medical  care  administration,  Cornell  University, 
Ithaca,  commenting  on  this  challenge,  has 
pointed  out  that  the  states  recognize  they 
must  be  organized  to  meet  this  task  and  asserts 
the  following: 

The  field  of  governmental  relations  has 
been  characterized  in  recent  years  by  a 
heightened  awareness  on  the  part  of  the 
states  of  the  need  to  overhaul  and  modernize 
governmental  and  administrative  machinery. 
Whether  in  the  field  of  civil  rights,  housing, 
transportation,  water  and  atmospheric  pollu- 
tion, health  or  welfare,  the  message  is  quite 
clear;  if  the  states  are  not  up  to  doing  the 
job  that  has  to  be  done,  the  Federal  Govern- 
ment will  seek  out  new  partners .... 

Among  the  states,  New  York  has  been  the 
first  to  respond  to  the  challenge.  Within  the 
framework  of  the  state-confined  regionalism, 
it  is  seeking  vigorously  to  reassert  its  historic 
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leadership  and  program  responsibilities  for 

the  needs  of  the  state  as  an  integrated  en- 
tity  

Similarly,  New  York  City  has  reorganized 
its  governmental  structure  in  health  services. 

It  should  be  noted  that  at  various  points, 
both  state  and  local  governmental  activities  in 
health  are  interrelated  with  the  work  of  volun- 
tary agencies.  Ultimately,  all  laws,  programs, 
and  plans  on  personal  health  depend  on  de- 
livery of  services  on  a one-to-one  basis — the 
patient  and  the  doctor.  It  is  this  doctor- 
patient  relationship  that  is  the  basic  and 
essential  part  of  personal  medical  services. 
In  health  care,  the  government  regulates  and 
controls  far  more  than  it  operates  and  up  to 
now  has  regulated  everything  but  the  doctor- 
patient  relationship.  With  Medicaid,  even 
that  relationship  is  coming  under  scrutiny. 

How  is  the  voluntary  sector  prepared  to 
implement  the  government  programs  and 
plans  at  the  several  levels?  Voluntary  health 
agencies  are  many  in  number  and  diverse  in 
nature.  They  have  no  unity,  no  single  entity, 
no  over-all  structure,  and  no  one  organization 
or  system.  It  cannot  be  overemphasized  how 
sharp  is  the  contrast  between  the  highly  or- 
ganized government  structure  and  the  free- 
wheeling operation  of  voluntary  agencies. 
As  for  the  present  interrelation  of  the  two,  it  is 
a matter  of  official  recognition,  cooperation, 
and  persuasion.  Since  the  government  recog- 
nizes that  it  must  be  organized  to  meet  its 
responsibilities  and  has  taken  the  necessary 
steps  in  that  direction,  is  organization  not 
equally  essential  for  the  voluntary  sector? 

As  the  segment  of  the  health  forces  that 
actually  delivers  most  of  the  medical  services, 
the  voluntary  groups  need  a unifying  structure, 
their  own  organization  into  a single  entity. 
The  following  two  principal  benefits  would 
derive  from  this  organization: 

1.  It  would  permit  the  relations  between  the 
government  and  the  voluntary  sector  to  be  more 
productive.  When  both  are  organized,  they 
can  work  together  more  effectively  whether  in 
planning,  programming,  action,  or  in  linking 
the  several  steps. 

2.  By  organization  of  the  voluntary  forces, 
the  delivery  of  medical  services  would  be  more 
effective,  more  adequate  in  quantity  and  quality, 
and  would  permit  economies  in  operation.  If 
the  delivery  of  medical  services  is  ever  to  reach 
the  level  desired  by  all,  its  chances  would  be 
enhanced  by  consolidation  of  all  the  dispensing 
outfits  into  an  independent  entity  with  organiza- 
tion. 

For  efficient  and  effective  opei'ation  and 
delivery  of  medical  services,  it  should  be  a form 
of  organization  that  has  the  following  essential 
features: 

1.  Continuity  and,  therefore,  immunity 
from  changing  political  tides. 

2.  Flexibility  in  operation  that  would  permit 
decentralization  and  component  autonomy. 

3.  Initiative  and  progressiveness  toward 
constantly  improving  performance. 

4.  Continuing  search  for  economies  to  keep 


down  the  cost. 

5.  Freedom  from  rigid  outmoded  budgetary 
practices. 

6.  Freedom  from  bureaucracy  and  red  tape. 

To  achieve  these  objectives,  the  most  promis- 
ing structure  is  the  public  corporation.  Public 
corporation  and  public  authority  are  synony- 
mous terms.  At  once,  it  should  be  made  clear 
that  a public  corporation  can  be  created  in 
countless  forms.  They  range  from  being  com- 
pletely political  to  wholly  nonpolitical.  When 
they  are  political,  they  are  public  corporations 
in  name  only.  Our  interest  is  solely  in  the 
nonpolitical  form.  Incorporated  with  specifica- 
tions toward  this  goal,  it  is  the  type  of  organiza- 
tion best  designed  in  the  interests  of  all. 

Criteria  have  been  listed  by  which  to  test 
whether  or  not  a public  corporation  is  the  type 
of  organization  best  suited  for  an  enterprise 
seeking  unification.  When  this  test  is  applied, 
on  almost  every  count,  personal  health  services 
qualify  as  likely  to  benefit  from  this  type  of 
organization. 

For  the  common  good  of  improving  the 
personal  health  services  of  the  nation  economi- 
cally, the  weight  of  argument  points  to  the 
desirability,  indeed  essentiality,  that  forces 
in  the  voluntary  sector  consolidate  and  unify  at 
their  national,  state,  and  local  levels  in  an 
independent  entity,  a nonpolitical  public  cor- 
poration. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Research  and  Planning  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

One  of  the  main  topics  that  has  been  dis- 
cussed during  the  year  is  the  establishment  of  a 
public  corporation  for  delivery  of  personal 
health  services. 

The  following  report  was  submitted  to  the 
Council  at  its  meeting  on  January  23,  1969. 

There  are  two  major  criticisms  of  the  present 
system  of  medical  care: 

1.  As  Kerr  White  puts  it,  “Primary  medical 
care  is  not  continuously  available  and  accessible 
to  all  segments  of  the  population,  except  in 
emergency  rooms  of  hospitals  or  through 
telephone  answering  services.”  In  truth,  a 
shortage  of  physicians  is  most  acute  in  urban 
and  metropolitan  pockets  and  in  some  rural 
areas. 

2.  Cost  of  medical  care,  especially  hospital- 
ization, is  spiralling. 

The  shortage  of  medical  care  is  largely  in  the 
big  cities  in  the  ghetto  areas.  The  solution 
proposed  to  relieve  the  shortage  is  construction 
of  neighborhood  health  centers. 

In  July,  1968,  Senator  Charles  H.  Percy 
introduced  a bill  into  the  Senate  entitled,  “The 
Neighborhood  Health  Center  Act,”  in  which 
Federal  funds  are  committed  to  the  establish- 
ment of  outpatient  clinics  in  areas  of  low 
physician  accessibility.  It  would  amend  the 
Hill-Burton  Act  to  include  comprehensive 
ambulatory  care  centers  among  the  facilities 
eligible  to  be  constructed  with  Federal  funds. 
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The  type  of  projects  to  be  funded  is  left  to  the 
discretion  of  the  state  planning  agency. 

In  his  introduction  of  the  bill,  Senator  Percy 
said:  “It  is  anticipated  that  applicants  will 

include  groups  of  private  physicians,  medical 
schools  and  their  affiliated  schools,  voluntary 
hospital  centers,  nonprofit  organizations,  and 
local  medical  societies.  . 

Herman  Hilleboe,  M.D.,  in  the  September 
issue  of  the  American  Journal  of  Public  Health, 
stated  that  the  American  Public  Health  Associa- 
tion, as  a matter  of  policy,  should  encourage 
the  construction  of  more  neighborhood  health 
centers  and  that  as  the  Hill-Burton  program  for 
construction  of  hospitals  tapered  off,  it  should 
be  succeeded  by  the  building  of  neighborhood 
health  centers. 

The  November  1,  1968,  issue  of  the  New 
York  Times  stated  that  a State  corporation, 
called  the  State  Health  and  Mental  Facilities 
Improvement  Corporation,  created  by  the  1968 
Legislature  will  build  and  equip  four  new  hos- 
pitals, eight  neighborhood  health  care  centers, 
and  two  housing  projects  for  hospital  staffs  in 
New  York  City  at  a cost  of  276.4  million  dollars. 
In  explaining  why  these  structures  were  not  to 
be  built  with  municipal  funds,  it  is  stated  that 
the  new  State  corporation  can  bypass  many 
steps  legally  required  for  municipal  projects, 
hence  expediting  construction.  Furthermore, 
the  greater  flexibility  of  a State  corporation 
will  make  it  possible  to  construct  the  facilities 
at  less  cost  than  if  the  city  were  to  build  them, 
but  the  city  will  eventually  pay  off  the  con- 
struction cost  and  will  operate  the  units. 

It  should  be  pointed  out  that  the  city  has  been 
criticized  just  as  severely  for  its  operation  of 
municipal  hospitals  as  it  has  for  construction. 

Two  hundred  million  dollars  has  been  set 
aside  for  use  upstate  for  construction  under 
the  new  State  corporation. 

The  issue  is  sharp.  Are  the  neighborhood 
health  centers  to  be  constructed  and  operated 
largely  by  government  or  by  the  private  sector, 
the  physicians  who  will  ultimately  deliver  the 
medical  care?  The  source  of  the  funds  may  be 
the  same  in  either  case,  but  the  operating  con- 
trol will  be  different.  Since  this  question  seems 
destined  to  loom  ever  larger  as  time  progresses, 
it  is  one  very  strong  reason  for  establishing  a 
public  corporation  in  health. 

Just  as  troubling,  and  affecting  everyone,  is 
the  second  major  criticism,  the  mounting  cost 
of  hospital  care.  In  July,  1968,  the  American 
Hospital  Association  explained  its  new  policy 
statement  on  financial  needs.  The  Association 
said  that  it  saw  the  need  for  one  document  to 
cover  all  areas  of  health  care.  Its  existing 
documents,  such  as  Principles  of  Payment  for 
Hospital  care;  Statement  on  Reimbursement, 
do  not  cover  home  health  care,  extended  care 
facilities,  and  other  areas  of  health  care.  “The 
need  for  such  a document  to  cover  the  entire 
field  of  health  care  became  more  evident  after 
the  implementation  of  Medicare,  because  the  pro- 
gram included  home  health  care  and  extended 
care  facilities;.  . . A.H.A.  also  saw  the  need  for 


a better  definition  of  future  financial  stability.” 

This  statement  is  a flat  declaration  of  an 
obvious  fact  that  the  agencies  delivering  medical 
care  are  fragmented,  and  that  there  is  no  one 
over-all  structure  and  organization  that  operates 
and  speaks  for  all.  A public  corporation  for  the 
delivery  of  medical  care  would  meet  this  need, 
such  a corporation  would  be  comprehensive. 

Furthermore,  if  economies  are  to  be  effected 
in  the  delivery  of  medical  care,  particularly 
hospital  care,  the  public  corporation  is  the  most 
promising  means.  The  recently  announced 
merger  of  Montefiore  Hospital  and  the  Hospital 
of  Einstein  College  of  Medicine  is  a typical 
instance  of  one  of  several  steps  that  can  be 
taken  to  improve  the  level  of  effectiveness  and 
economy  in  the  operation  of  hospitals.  Econo- 
mists have  maintained  that  one  top-flight 
administrator  can  manage  several  hospitals  as 
well  as  he  does  one.  Judicious  merging  of  the 
administrations  of  facilities  would  be  much 
more  likely  to  be  considered  under  a public 
corporation  rather  than  if  left  to  chance. 

Thus  far  in  explaining  how  delivery  of  medical 
care  would  be  improved  under  an  over-all 
corporate  structure,  only  facilities  have  been 
discussed.  But,  what  is  the  place  of  a medical 
society  with  its  practicing  physicians  in  such  a 
public  corporation?  Indeed,  how  is  the  physi- 
cian related  to  the  facilities?  Why  should  the 
practicing  physician  be  concerned  about  the 
construction,  operation,  and  management  of 
hospitals  and  health  centers?  For  one  thing, 
they  are  the  structures  where  he  delivers  medi- 
cal care.  There,  he  performs  the  medical 
services. 

But  more  important,  whether  in  health 
centers  or  hospitals,  the  delivery  of  medical 
care  depends  solely  and  entirely  on  the  physi- 
cian. Without  him,  they  would  be  only  com- 
munity social  centers  or  hotels.  He  is  the  one 
who  provides  the  medical  essence.  His  serv- 
ices give  meaning  to  these  facilities  in  terms 
of  medical  care. 

Under  present  management,  there  is  little 
evidence  of  a resolute  effort  to  curb  the  cost  of 
hospitalization.  The  hotel  aspect  of  the  hospi- 
tal with  room  service  for  everyone,  for  every- 
thing, has  assumed  undue  proportion  in  control 
and  authority  that  has  had  its  untoward 
financial  and  medical  effects. 

It  is  the  physician  who  is  not  only  essential 
but  also  is  the  prime  figure  in  these  facilities. 
He  should,  therefore,  have  more  of  a voice  in 
the  construction,  operation,  and  management 
of  them.  This  better  balance  between  facilities 
and  services  would  be  achieved  by  a public 
corporation. 

Private  enterprise  for  profit  has  clearly 
shown  that  the  corporate  structure  and  effec- 
tive management  can  bring  economies  in  the 
cost  of  operation.  Bringing  such  organization 
and  system  to  nonprofit  health  facilities  through 
a public  corporate  structure  gives  similar 
promise  and  is  long  overdue. 

Finally,  creation  of  a public  corporation  for 
health  on  a national  scale  would  lessen  the  need 
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for  AMPAC  (American  Medical  Political  Action 
Committee).  Correction  of  defects  and  im- 
provement in  operation  through  consolidation 
and  reorganization  of  the  present  voluntary 
system  of  delivery  of  medical  care  would  be  a 
positive  step  that  would  be  more  effective  than 
defense  political  pressure. 

In  the  original  report  and  in  this  supporting 
argument,  the  urgent  need  for  creation  of  a 
public  corporation  for  medical  care  has  been 
emphasized.  Although  its  main  characteris- 
tics were  described  in  the  report,  perhaps  two 
questions  still  remain.  Why  was  the  public 
corporation  chosen  as  a form  of  organization? 
The  alternatives  would  have  been  a private 
corporation,  an  association,  a governmental 
operation,  or  the  existing  fragmentation.  All 
have  obvious  defects  or  inappropriate  aspects. 

I Whereas  a public  corporation  most  nearly 
fits  the  needs  for  an  organization  for  delivery 
of  medical  care. 

The  second  question  is:  What  is  a public 
corporation?  Austin  Tobin,  executive  director 
of  the  Port  of  New  York  Authority,  expresses 
it  well  in  his  concise  definition: 

“The  true  authority  is  a public  corporation 
i set  up  outside  the  regular  framework  of  Federal, 
state,  or  local  government,  and  freed  from  the 
procedures  and  restrictions  of  routine  govern- 
ment operations,  in  order  that  it  may  bring  the 
best  technics  of  private  management  to  the 
operation  of  a self-supporting  or  revenue- 
producing  public  enterprise.” 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  reference  committee  is  in  favor  of  the 
formation  of  the  proposed  public  corporation 
on  a State-wide  level  as  suggested  in  the  report, 
and  we  would  urge  the  continuation  of  this 
committee.  Your  reference  committee  recog- 
nizes the  importance  of  this  report  and  recom- 
mends that  the  Research  and  Planning  Com- 
mittee keep  the  membership  informed  of  its 
progress. 

After  discussion,  the  House  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows: 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Chairman. 


Kings 

William  P.  Reed,  M.D Westchester 

William  L.  Wheeler,  Jr.,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  M.  D’Angelo,  M.D Queens 


The  Judicial  Council  is  happy  to  report  that 
no  appeals  were  presented  during  the  year  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Organizaton,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

The  Judicial  Council  was  happy  to  report 
that  no  appeals  were  presented  during  the  last 
year  and,  therefore,  no  meetings  were  held. 
Your  reference  committee  is  delighted  with 
this  state  of  affairs  and  recommends  approval 
of  this  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 


Constitution  and  Bylaws  are: 

John  E.  Lowry,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

George  L.  Collins,  Jr.,  M.D Erie 

Leo  S.  Drexler,  M.D Kings 


William  F.  Martin,  Esq.,  ex  officio  New  York 

At  the  May  meeting  of  the  Council,  the  com- 
mittee reported  that  the  proposed  revised  ver- 
sion of  the  constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Kings  was  not 
in  conflict  with  the  constitution  and  bylaws  of 
the  State  Medical  Society.  However,  changes 
in  the  wording  of  some  sections  were  suggested. 

The  Council  adopted  the  committee’s  recom- 
mendation that  the  revised  constitution  and 
bylaws  be  approved  and  that  the  desired  changes 
be  transmitted  as  suggestions  to  the  Medical 
Society  of  the  County  of  Kings. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  reference  committee  has  reviewed  the 
report  of  the  Committee  on  Constitution  and 
Bylaws,  noting  the  approved  change  in  the 
constitution  and  bylaws  of  the  Medical  Society 
of  the  County  of  Kings,  and  recommends 
adoption  of  its  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-74.  Extension  of  the  Life  of  the  Temporary 
State  Commission  on  the  Study  of  Problems 
Relating  to  Transplantation 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  Governor  has  created  a 
Temporary  State  Commission  for  the  Study 
of  Problems  Relating  to  Transplantation  of 
Organs  and  Tissues;  and 

Whereas,  The  hearings  thus  far  held  by  this 
Commission  indicate  that  the  work  of  the 
Commission  cannot  conceivably  be  completed 
this  year;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
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extend  the  life  and  charge  of  the  Temporary 
State  Commission  for  the  Study  of  Problems 
Relating  to  Transplantation  of  Organs  and 
Tissues  and  provide  adequate  funds  so  that  the 
work  of  the  Commission  can  be  properly  com- 
pleted. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-4.  Codification  of  Laws  Pertaining  to  the  Dead 
Human  Body  and  the  Uniform  Anatomical  Gift  Act 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  There  exist  many  diversities, 
ambiguities,  conflicts,  contradictions,  and  in- 
adequacies in  the  numerous  scattered  statutes 
dealing  with  the  dead  human  body,  as  these 
have  been  adopted  at  many  different  times  to 
meet  specific  problems;  and 

Whereas,  This  often  leads  to  confusion  for 
those  concerned  with  the  dead  human  body, 
including  physicians,  pathologists,  hospital  ad- 
ministrators, medical  examiners,  and  coroners; 
and 

Whereas,  The  Governor  has  seen  fit  to 
implement  the  action  of  the  Legislature,  stimu- 
lated by  the  Medical  Society  of  the  State  of 
New  York,  and  did  create  a Temporary  State 
Commission  for  the  Study  of  the  Problems 
Relating  to  Transplantation  of  Organs  and 
Tissues;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
extend  the  life  of  the  present  Temporary  State 
Commission  for  the  Study  of  the  Problems 
Relating  to  Transplantation  of  Organs  and 
Tissues,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
extend  the  charge  of  that  Commission  to  include 
a survey  and  clarification  of  existing  laws  that 
pertain  to  the  dead  human  body  and,  after 
appropriate  review  and  compilation,  to  recom- 
mend a revised,  properly  collated,  mutually 
compatible,  and  consistent  set  of  such  statutes; 
and  be  it  further 

Resolved,  That  the  Commission’s  study,  re- 
view, and  recommendations  include  such  addi- 
tional and  related  statutes  as  the  Uniform 
Anatomical  Gift  Act,  recommended  by  the 
National  Conference  of  Commissioners  on 
Unified  State  Laws. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  committee  recommends  approval  of  this 
resolution  but  with  the  deletion  of  the  first 
Resolved:  “That  the  Medical  Society  of  the 

State  of  New  York  petition  the  Governor  to 


extend  the  life  of  the  present  Temporary  State 
Commission  for  the  Study  of  the  Problems  Re- 
lating to  the  Transplantation  of  Organs  and 
Tissues”  because  it  is  incorporated  in  resolution 
69-74. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-6.  Formation  of  Joint  Medical  Society-Bar 
Association  Malpractice  Screening  Committee 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  incidence  of  malpractice 
litigation  throughout  New  York  State  has  risen 
to  an  alarming  degree;  and 

Whereas,  Malpractice  awards  in  New  York 
State  have  risen  to  alarming  and  disquieting 
proportions;  and 

Whereas,  The  number  of  malpractice  carriers 
in  New  York  State  has,  for  practical  purposes, 
fallen  to  two  carriers;  and 

Whereas,  The  high  incidence  of  malpractice 
litigation  has  resulted  in  harrassment  of  physi- 
cians and  may  prevent  physicians  from  utilizing 
proper  medical  judgment,  thereby  often  pre- 
venting the  provision  of  the  highest  level  of 
medical  care  to  patients;  and 

Whereas,  Malpractice  suits  against  physi- 
cians have  been  brought  indiscriminately;  and 
Whereas,  The  recent  trend  toward  astronom- 
ical malpractice  awards  have  only  resulted  in 
increasing  the  cost  of  medical  care,  which  must 
be  borne  by  the  public;  and 

Whereas,  Evidence  has  shown  that  wherever 
there  are  joint  medical  society-bar  association 
malpractice  screening  panels  in  existence,  the 
number  of  malpractice  cases  brought  to  trial 
has  appreciably  diminished;  and 

Whereas,  Experience  has  shown  that  the 
only  reasonable  and  effective  way  to  cut  down 
the  incidence  of  malpractice  actions  brought  to 
trial  is  through  such  screening  panels;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  all  county  medical 
societies  and  their  respective  bar  associations 
to  form  joint  malpractice  screening  committees 
to  which  attorneys  may  present  cases  for  evalua- 
tion as  to  merit;  and  that  the  Medical  Society 
of  the  State  of  New  York  encourage  the  county 
medical  societies  of  the  State  of  New  York 
to  enter  into  negotiations  with  then-  bar  associa- 
tions, promising  them  that  every  malpractice 
case  brought  on  meritorious  grounds  will  be 
provided  with  expert  medical  testimony,  in 
return  for  which,  if  there  be  no  merit,  the 
attorneys  will  be  encouraged  and  educated  by 
their  bar  association  to  desist  from  further 
action;  and  be  it  further 

Resolved,  That  wherever  county  medical 
societies  and  county  bar  associations  cannot 
establish  such  committees,  that  the  State 
Medical  Society  will,  in  turn,  attempt  to  do  so. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 
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In  view  of  the  dangers  inherent  in  this  ap- 
proach and  on  the  advice  of  legal  counsel, 
your  reference  committee  recommends  dis- 
approval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-6. 

69-22.  House  Staff  Physicians  and  the  State  Medi- 
cal Society 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  Interns,  residents,  and  fellows 
represent  a majority  of  the  future  members  of 
the  Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  Many  of  these  young  physicians 
are  not  members  of  the  State  Medical  Society, 
do  not  participate  in  its  deliberations,  and,  at 
present,  appear  disinterested  in  its  functions; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  include  in  its  activities  and 
deliberations  those  topics  and  problems  which 
are  of  greatest  interest  and  concern  to  the  young 
physicians-in-training  in  the  State  of  New 
York. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  reference  committee  approves  this 
resolution  with  the  addition  of  the  words 
“medical  students”  in  the  first  Whereas,  to 
read  as  follows:  “Whereas,  Medical  Students, 
interns,  residents,  and  fellows  represent  a 
majority  of  the  future  members  of  the  Medical 
Society  of  the  State  of  New  York.” 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-40.  Legislation  Affecting  Professional  Liability 
Insurance 

Introduced  by  The  New  York  State  Society  of 
Anesthesiologists 

Whereas,  Malpractice  insurance  premiums 
are  constantly  rising;  and 

Whereas,  It  is  conceivable  that  some  physi- 
cians may  not  be  able  to  obtain  insurance 
coverage  in  the  future  or  be  faced  with  ex- 
cessively high  premiums;  and 

Whereas,  All  past  efforts  to  solve  these  mal- 
practice problems  have  been  ineffective;  and 

Whereas,  The  California  Medical  Association, 
faced  with  a similar  problem,  has  successfully 
obtained  legislative  relief  by  the  passage  of  three 
bills;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  legal  advice  as  to  the 
necessary  action  to  be  taken  by  the  State 
Legislature  to  alleviate  the  malpractice  situa- 
tion in  New  York  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  every  effort  to  gain 
such  legislative  relief. 


Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

Your  reference  committee  approves  this 
resolution  with  the  addition  of  the  following 
three  items  to  the  fourth  Whereas,  to  read  as 
follows: 

Whereas,  The  California  Medical  Associa- 
tion, faced  with  a similar  problem,  has  suc- 
cessfully obtained  legislative  relief  by  the  pas- 
sage of  three  bills,  namely, 

1.  Separation  of  the  trial  of  issues  concern- 
ing the  statute  of  limitations  and  issues  of 
liability; 

2.  Establishment  of  the  principle  of  “privi- 
leged communications”  in  regard  to  hospital 
review  committees,  such  as  utilization,  tissue, 
and  other  committees;  and 

3.  Advance  payment  to  an  injured  party  is 
not  to  be  construed  as  an  admission  of  liabil- 
ity. 

For  the  purpose  of  information,  your  refer- 
ence committee  has  been  informed  that  the 
second  of  these  bills,  name'y,  “Establish- 
ment of  the  principle  of  ‘privileged  communica- 
tions’ in  regard  to  hospital  review  committees,” 
is  the  only  one  of  any  significance.  This  bill 
has  already  been  introduced  in  the  New  York 
State  Legislature  by  your  legislative  committee; 
therefore,  we  suggest  the  adoption  of  this 
portion  of  the  report. 

Since  this  legislation  already  has  been  intro- 
duced, we  recommend  that  the  first  Resolved 
be  changed  to  read  as  follows:  “That  the 

Medical  Society  of  the  State  of  New  York, 
through  its  legal  representatives,  continue  to 
consider  areas  of  possible  legislation  which  might 
help  to  alleviate  the  malpractice  situation  in  the 
State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-47.  Quarterly  or  Semiannual  Payment  of 
Medical  Society  Dues 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 

Whereas,  The  combined  dues  to  the  county 
and  State  medical  societies  and  the  AM  A now 
amount  to  a considerable  sum  of  money;  and 
Whereas,  Such  dues  are  payable  at  the  begin- 
ning of  the  calendar  year  when  other  payment 
obligations  become  due,  thus  creating  some 
economic  hardship  among  member  physicians; 
now  therefore  be  it 

Resolved,  That  the  component  medical  socie- 
ties, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association 
devise  a system  of  billing  for  their  dues  on  a 
quarterly  or  semiannual  basis;  and  be  it  further 
Resolved,  That  the  component  medical  socie- 
ties and  the  American  Medical  Association  be 
advised  of  this  action  of  the  House  of  Delegates; 
and  be  it  further 

Resolved,  That  the  members  of  the  New  York 
State  Delegation  to  the  American  Medical 
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Association  introduce  a similar  resolution  at  the 
July,  1969,  annual  meeting  of  the  American 
Medical  Association  House  of  Delegates. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

In  considering  this  resolution,  your  reference 
committee  was  aware  of  the  increased  book- 
keeping costs  and  the  time  consumed  by  this 
suggested  method.  Everyone  who  appeared 
before  our  committee  disapproved  of  this  resolu- 
tion. Your  committee  recommends  disapproval 
of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-47. 

69-41.  Budget  and  Finance  Committee  for  the 
AMA 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  Constitution  and  Bylaws  of 
the  American  Medical  Association  do  not 
specifically  designate  a budget,  finance,  or  audit 
committee;  and 

Whereas,  Chapter  III,  Section  2,  of  the 
Bylaws  vests  authority  for  the  appropriation  of 
funds  in  the  Board  of  Trustees;  and 

Whereas,  The  functions  of  a budget  com- 
mittee have  hitherto  been  performed  by  a sub- 
committee of  the  Board  of  Trustees;  and 

Whereas,  The  preparation  of  an  annual 
budget  and  the  supervision  of  the  finances  of  so 
large  an  organization  are  demanding  and  time 
consuming  functions  which,  in  most  associations 
of  this  nature,  are  vested  in  a committee  spe- 
cifically designated  for  those  purposes;  now 
therefore  be  it 

Resolved,  That  the  New  York  Delegation  to 
the  American  Medical  Association  introduce  an 
amendment  to  the  Constitution  and  Bylaws 
of  the  American  Medical  Association,  at  the 
July,  1969,  meeting,  to  create  a Budget  and 
Finance  Committee  of  the  House  of  Delegates, 
to  be  elected  by  the  House,  for  the  purpose  of 
overseeing  the  preparation  of  the  annual  budget, 
approving  it  for  final  adoption  by  the  Board  of 
Trustees,  and  of  advising  the  Board  on  the 
expenditure  of  the  Association’s  funds;  and 
be  it  further 

Resolved,  That  the  secretary-treasurer  of  the 
American  Medical  Association  be  an  ex  officio 
member  of  the  Budget  and  Finance  Committee 
so  created. 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Thomas 
M.  Flanagan,  M.D.,  chairman. 

We  considered  this  resolution  and  recommend 
its  adoption  with  the  following  changes  in  the 
first  Resolved:  (1)  Delete  the  word  “approving” 
after  the  words  “annual  budget”  and  substitute 
the  word  “submitting,”  and  (2)  delete  the  word 
“adoption”  after  the  word  “final”  a nd  sub- 


stitute the  word  “approval.” 

The  first  Resolved  would  then  read:  “That  the 
New  York  Delegation  to  the  American  Medical 
Association  introduce  an  amendment  to  the 
Constitution  and  Bylaws  of  the  American 
Medical  Association,  at  the  July,  1969,  meeting, 
to  create  a Budget  and  Finance  Committee 
of  the  House  of  Delegates,  to  be  elected  by 
the  House,  for  the  purpose  of  overseeing  the 
preparation  of  the  annual  budget,  submitting 
it  for  final  approval  by  the  Board  of  Trustees, 
and  of  advising  the  Board  on  the  expenditure 
of  the  Association’s  funds;  and  be  it  further.” 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  report  of  the  refer- 
ence committee  as  a whole  as  amended. 

Scientific  Activities  and  Publications 

Journal 

To  the  House  of  Delegates,  Gentlemen: 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1968  the  New  York  State 
Journal  of  Medicine  was  published  regularly 
twice  a month,  on  the  1st  and  15th,  for  a total 
of  24  issues.  Included  in  these  were  the  follow- 
ing: January  1,  the  Convention  Issue;  June  1, 
included  the  Minutes  of  the  1968  House  of 
Delegates;  June  15  and  December  15,  included 
the  Semiannual  Indexes. 

For  1968,  the  total  number  of  pages  in  the  24 
issues,  including  covers  and  inserts,  was  3,300, 
of  which  906  were  advertising  pages,  including 
covers,  and  2,394  were  text  pages,  including 
covers.  Of  these  text  pages,  396  were  devoted 
to  official  MSSNY  matters.  Excluding  these, 
the  ratio  of  editorial  pages  to  advertising  pages 
was  69  per  cent  editorial  to  31  per  cent  ad- 
vertising. 

As  of  the  date  of  this  report,  582  manuscripts 
have  been  submitted  during  1968,  of  which  298 
were  accepted,  187  rejected,  215  referred  to  con- 
sultants, 37  returned  for  revision,  and  the  re- 
mainder are  still  under  consideration. 

A total  of  270  manuscripts  were  published, 
representing  the  work  of  469  authors.  These  in- 
cluded submitted  manuscripts,  annual  meeting 
papers,  and  solicited  departmental  material,  as 
follows:  scientific  articles  131,  case  reports  44, 
clinicopathologic  conferences  18,  special  articles 
9,  Recent  Advances  in  Medicine  and  Surgery 
17,  Correlation  Conferences  in  Radiology  and 
Pathology  12,  Nutrition  Reports  1,  Clinical 
Anesthesia  Conferences  12,  Billsbord  4,  History 
of  Medicine  5,  Medical  Arts  and  Letters  8,  Pro- 
ceedings of  New  York  Allergy  Society  3,  Brief 
Preliminary  Reports  3,  Electrocardiograms  of 
the  Month  11,  Industrial  Health  3,  and  Ab- 
stracts of  Proceedings  of  the  New  York  Society 
for  Thoracic  Surgery  3. 

This  year  we  have  continued  our  endeavors 
to  make  the  Journal  an  outstanding  scientific 
publication,  as  directed  by  the  House  of  Dele- 
gates. The  papers  presented  at  the  annual 
meeting  are  growing  in  importance,  and  in- 
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creased  interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published 
some  outstanding  reports  this  year:  for  ex- 
ample, Nadler’s  “Psychodynamics  of  Obscene 
Telephone  Calls,”  the  three-part  review  by  Oll- 
stein,  Symonds,  and  Crikelair  on  “Current  Con 
cepts  of  Burn  Injury,”  “Space  Technology  in 
Medicine”  by  Avakian,  and  the  symposium 
“Forces  Affecting  the  Family  Today”  have  had 
wide  comment  from  the  press,  university  facul- 
ties, and  the  profession  generally. 

We  receive  unsolicited  manuscripts  from  all 
across  the  country  and  abroad.  The  veterans 
hospitals  and  the  armed  services  contribute 
quite  regularly,  indicating  the  increasing  stature 
of  the  Journal.  The  section  “Letters  to  the 
Editor”  is  becoming  a lively  forum,  the  result 
of  slow  and  careful  nurturing. 

Redway  Medal.  The  seventh  annual  Lau- 
rance  D.  Redway  Award  for  Medical  Writing, 
established  in  memory  of  the  late  editor  of  the 
Journal,  was  presented  at  the  1968  House 
of  Delegates  to  Stanley  I.  Fishman,  M.D.,  for 
his  article  Pulmonary  Emphysema — A Clinical 
Problem,”  which  appeared  in  the  October  1, 
1967,  issue  of  the  Journal.  The  eighth  an- 
nual award  will  be  presented  at  the  1969  House 
of  Delegates. 

Distinguished  Service  Awards.  Continuing 
a feature  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service  to 
the  New  York  State  Journal  of  Medicine” 
were  presented  by  President  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.,  at  the  1968  House  of  Delegates. 
Certificates  were  given  to  Alvina  Rich  Lewis  for 
twenty  years  of  service  to  the  Journal,  first 
as  technical  editor,  then  as  assistant  to  the 
editor,  and  then  as  managing  editor;  and  to 
George  Hinder,  M.D.,  of  the  former  Publication 
Committee,  the  last  chairman,  and  member  of 
the  Ad  Hoc  Committee  to  Study  the  Journal. 

Liaison.  Acting  on  the  decision  of  the  Coun- 
cil on  November  16,  1967,  the  Publication  Com- 
mittee as  a regular  committee  of  the  Council 
was  abolished  as  of  February,  1968,  and  a mem- 
ber of  the  Council,  the  last  chairman  of  the  Pub- 
lication Committee,  Dr.  Hinder,  was  appointed 
as  liaison  or  adviser  to  the  New  York  State 
Journal  of  Medicine. 

Staff.  Alvina  Rich  Lewis,  managing  editor  of 
the  New  York  State  Journal  of  Medicine 
for  the  past  twenty  years,  retired  from  that  post 
as  of  April,  1968,  and  has  become  research  as- 
sistant in  the  Society’s  Division  of  Research  and 
Planning.  Elizabeth  C.  Smith  has  assumed  the 
position  of  managing  editor.  In  June  we  were 
fortunate  enough  to  add  to  our  editorial  staff 
Mrs.  Florence  Tracy,  former  assistant  editor  of 
the  American  Review  of  Respiratory  Disease. 

Other  members  of  the  editorial  staff  are 
Frances  E.  Casey,  editorial  production  manager, 
Mary  T.  Politano,  also  coordinator  for  the  House 
of  Delegates,  Mrs.  Jana  Lipinski,  and  Mrs.  Olga 
Mielke.  The  editorial  department  consists  of 
a closely  knit,  congenial  group  who  perform 
their  duties  with  competence  and  initiative. 

The  Business  Division,  under  the  direction  of 


J.  Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  reports  concomitantly  on  the  fi- 
nancial condition  of  the  Journal.  The  im- 
proved financial  status  of  the  Journal  is  due 
in  large  measure  to  the  sound  administrative 
policies  of  the  Business  Division,  under  Mr. 
Burns.  Thanks  are  due  also  to  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president,  for  his 
advice,  understanding,  and  helpful  backing  of 
the  Journal  in  its  aims  and  operations. 

Our  advertising  representative,  Joseph  A. 
Mullaney,  has  pursued  new  accounts  with  a 
heartening  increase  in  advertising  income.  He 
is  assisted  in  this  task  by  Melvin  B.  Tyler,  our 
West  Coast  representative.  Robert  W.  Miller 
of  advertising  production,  Mrs.  Camille  M. 
Cunningham,  advertising  administrative  secre- 
tary, and  Melvin  Fine  and  George  C.  Port, 
circulation,  have  all  made  continuing  and  sub- 
stantial contributions  to  the  smooth  functioning 
of  Journal  details  and  operation. 

A special  word  of  appreciation  is  in  order  for 
our  printer,  the  Mack  Printing  Company;  the 
fine  spirit  of  cooperation  and  helpfulness  exist- 
ing between  our  staff  and  the  printer  resolves 
many  of  the  minor  crises  that  are  congenital 
features  of  publication. 

American  Medical  Writers'  Association. 
Members  of  the  Journal  staff  participate  in 
both  national  and  chapter  activities  of  the 
American  Medical  Writers’  Association.  The 
editor,  as  chairman  of  the  AMWA  board  of 
trustees,  as  well  as  the  Misses  Politano  and 
Smith  and  Mrs.  Tracy,  attended  the  annual 
meeting  in  Washington,  D.C.,  in  September. 
Miss  Politano  is  also  chapter  secretary  of  the 
Metropolitan  New  York  Chapter,  and  Mr. 
Miller  is  Chapter  treasurer. 

The  Journal,  again  in  cooperation  with  the 
local  AMWA  chapter,  sponsored  the  eighth 
annual  Medical  Communications  Day  program, 
on  Friday,  February  16,  following  the  close 
of  the  MSSNY  annual  convention,  at  The 
Americana,  New  York  City. 

Editors  Dinner.  In  appreciation  of  their  con- 
tributions to  the  Journal  the  associate  editorial 
board,  department  editors,  and  officers  of  the 
MSSNY  were  feted  at  the  annual  editors  dinner, 
held  December  11  at  the  Canadian  Club  of  the 
Waldorf-Astoria,  New  York  City.  Frederick 
Silber,  managing  editor  of  Medical  Tribune, 
was  guest  speaker. 

MSSNY  Convention.  The  January  1 issue 
of  the  Journal  is  the  Convention  Issue,  with 
programs  for  the  scientific  sessions,  exhibits, 
motion  pictures,  and  other  activities,  and  annual 
reports  from  officers,  commissions,  and  com- 
mittees for  action  of  the  House  of  Delegates. 
A tremendous  amount  of  staff  work  goes  into 
the  preparation  of  this  issue.  In  addition,  the 
editorial  staff,  using  the  material  from  the  Con- 
vention Issue  with  additional  information  re- 
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ceived  too  late  to  be  included  in  that  issue,  pub- 
lish the  convention  program  book  and  the  dele- 
gates handbook  from  standing  type,  thereby 
effecting  a considerable  saving. 

At  the  House  of  Delegates,  Miss  Lewis  served 
as  coordinator,  Miss  Politano  as  assistant  co- 
ordinator, and  Mrs.  Mielke  as  workroom  secre- 
tary. The  MSSNY  booth  was  staffed  by  Miss 
Smith  and  Mrs.  Lipinski,  while  Miss  Casey  kept 
up  the  production  schedule. 

Advertising  Sales  (J.  Richard  Burns,  Esq., 
Assistant  Executive  Vice-President  and 
Business  Manager).  We  are  happy  to  re- 
port that  for  the  third  successive  year  our  total 
gross  advertising  billings  have  continued  to 
rise.  In  1968  the  gross  advertising  billings 
were  approximately  $385,447.10  as  compared 
with  billings  of  $357,891.59  in  1967.  This 
represented  an  increase  of  $27,555.51  in  gross 
advertising  billings. 

Of  course  this  good  news  is  offset  in  some  de- 
gree by  the  continued  rise  in  the  cost  of  print- 
ing paper,  and  mailing.  We  have  already  re- 
ceived notice  from  our  printers,  The  Mack 
Printing  Company,  that  “it  will  be  necessary 
to  effect  a price  increase  effective  January  1, 1969, 
dependent  on  any  settlement  made  with  the 
Mack  Printing  Company  Employees’  Associa- 
tion relative  to  wage  and  fringe  costs.”  This 
development  was  carefully  considered  in  the 
preparation  of  the  1969  budget  estimate  of 
the  Journal  and,  as  is  our  practice,  the  budget 
estimate  will  be  reviewed  quarterly  by  the 
Budget  Committee  and  revised  when  necessary. 

The  Internal  Revenue  Service  has  finally 
issued  regulations  concerning  the  taxation  of 
so-called  “unrelated  business  income.”  It  is 
not  presently  clear  whether  income  received 
by  the  Society  from  advertising  in  the  Journal 
will  actually  be  subject  to  Federal  taxation. 
The  government  has  not  as  yet  issued  detailed 
guidelines  delineating  what  part  of  the  expenses 
of  producing  the  Journal  can  be  used  in  off- 
setting income.  These  regulations,  of  course, 
affect  not  only  our  Society,  but  greatly  affect 
the  American  Medical  Association  and  similar 
not-for-profit  organizations,  such  as  the  Na- 
tional Geographic  Society,  the  Boy  Scouts,  and 
so  on.  We  are  closely  watching  these  develop- 
ments and  will  advise  this  House,  if  possible, 
and  the  Council  of  all  future  rulings. 

Effective  January  1,  1969,  Robert  O.  Lin- 
berg  has  joined  Joseph  A.  Mullaney  as  our 
second  full-time  advertising  representative. 
He  has  had  extensive  experience  in  the  pharma- 
ceutical sales  field  both  on  the  “selling”  end 
and  in  the  purchase  of  advertising  space.  We 
feel  that  he  is  an  asset  to  our  advertising  sales 
department,  and  together  with  Mr.  Mullaney 
and  our  West  Coast  advertising  representative. 
Melvin  B.  Tyler,  will  continue  the  upward 
trend  in  advertising  sales.  Robert  W.  Miller, 
our  production  manager,  and  Camille  Cunning- 
ham, technical  exhibits  manager  and  adminis- 
trative secretary,  have  continued  their  dedi- 
cated efforts  to  insure  the  success  of  the  business 
aspects  of  the  Journal. 


Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

The  New  York  State  Journal  of  Medi- 
cine, under  the  able  leadership  of  William 
Hammond,  M.D.,  editor,  has  continued  to  serve 
as  an  excellent  example  of  one  of  the  finest 
scientific  publications  in  this  country.  Your 
committee  wishes  to  commend  Dr.  Hammond 
and  his  editorial  board,  which  comprises  a group 
of  knowledgeable  physicians  throughout  the 
State,  for  the  continued  excellence  of  this  publi- 
cation. 

Since  the  Publication  Committee  was 
abolished  last  year,  George  Himler,  M.D.,  has 
acted  as  liaison  adviser  to  the  Journal  from 
the  Council.  We  commend  him  for  his  efforts 
in  this  regard. 

Your  committee  acknowledges  the  excellent 
work  of  Miss  Elizabeth  C.  Smith,  managing 
editor,  and  her  staff. 

Under  the  direction  of  J.  Richard  Burns, 
Esq.,  business  manager,  the  Journal  is  oper- 
ating on  a sound  financial  basis. 

It  was  noted  that  Robert  O.  Linberg  has 
joined  Joseph  A.  Mullaney  as  full-time  adver- 
tising representative  for  the  midwest  area. 

Your  committee  commends  Mr.  Burns  and 
his  staff  for  the  excellent  financial  direction. 

It  was  noted  that  a strike  at  the  printing 
plant  has  delayed  the  January  15  issue,  and  it  is 
hoped  that  this  problem  will  be  solved  shortly. 

The  committee  noted  with  interest  Mr.  Burns’ 
description  of  the  regulations  concerning  taxa- 
tion of  “unrelated  business  income,”  and  we 
hope  that  this  problem  will  be  solved  success- 
fully. It  was  pointed  out  that  this  will  be 
followed  by  an  increase  in  cost  of  the  printing. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

During  the  past  year,  ten  issues  of  What  Goes 
On  have  been  published,  consisting  of  some  2,112 
notices  of  meetings,  courses,  radio  and  TV  pres- 
entations, and  physicians’  placement  op- 
portunities. The  circulation  is  approximately 
51,500 — 49,309  physicians,  residents,  interns, 
and  osteopathic  physicians  in  the  States  of  New 
York  and  New  Jersey;  2,191  miscellaneous,  in- 
cluding hospitals,  medical  schools,  libraries, 
science  writers  for  radio,  television,  and  news- 
papers; medical  societies,  freelance  writers, 
nurses,  and  others. 

In  April,  1968,  the  advertising  manager  of 
Lederle  Laboratories  notified  the  Medical  So- 
ciety of  the  State  of  New  Y ork  that  the  company 
regretted  it  could  not  extend  its  purchase  order 
“at  the  present  terms  for  What  Goes  On  beyond 
the  ten  issues  specified  for  1968.”  In  a letter  to 
J.  Richard  Burns,  Esq.,  Lederle  stated  that  the 
circulation  had  been  analyzed  to  determine  how 
many  of  the  doctors  to  whom  What  Goes  On  is 
sent  are  potential  prescribers  of  the  Lederle 
products  advertised  in  the  publication.  Ac- 
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cording  to  Lederle,  the  study  showed  that  out  of 
53,000,  the  entire  circulation  in  New  York  and 
New  Jersey,  only  about  21,000  physicians  were 
in  the  specialties  of  prime  importance  to  the 
Laboratories — general  practice,  internal  medi- 
cine, obstetrics/gynecology,  pediatrics,  and 
general  surgery. 

Lederle  stated  that  all  other  What  Goes  On 
contracts  were  being  cancelled  and  made  the 
following  suggestions  to  the  publishers  who 
wished  to  continue  with  publication  of  What 
Goes  On. 

1.  Make  What  Goes  On  a journal  with 
established  advertising  rates  and  with  space 
available  to  all.  Such  a set-up  would  perhaps 
be  attractive  to  local  advertisers  as  well  as  to 
pharmaceutical  manufacturers. 

2.  Charge  a subscription  rate.  This  would 
require  considerable  promotion  to  build  circula- 
tion. However,  the  circulation  would  be  bona 
fide  readers.  Subscription  revenue  might  permit 
lowering  of  advertising  rates. 

3.  Make  What  Goes  On  a request  circulation 
publication,  thus  reducing  circulation  by  elim- 
inating waste  and  perhaps  permitting  a reduc- 
tion in  advertising  rates. 

4.  Retain  the  present  What  Goes  On  circula- 
tion, but  seek  multiple  sponsors. 

In  the  meantime,  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation  was  ex- 
panding its  postgraduate  medical  education 
projects  for  general  practitioners  and  specialists, 
and  at  about  the  same  time  the  Medicaid  law 
made  the  New  York  State  Health  Department 
responsible  for  establishing  and  maintaining 
standards  for  all  noninstitutional  medical  care 
and  services,  see  Editorial,  in  New  York  State 
Journal  of  Medicine,  November  1,  1967,  page 
2819.  What  Goes  On  was  used  to  designate 
which  courses  carried  Category  1 and  Category 
2 credits.  A box  notice  to  this  effect  appeared 
in  seven  issues  during  the  year. 

The  May-June  issue  contained  two  pages  of 
questionnaires  which  were  sent  to  (1)  medical 
institutions  wishing  to  announce  continuing 
medical  education  opportunities  in  What  Goes 
On,  and  (2)  physicians  to  determine  where  and 
what  type  of  courses  are  desired.  The  re- 
sponses are  still  coming  in,  about  100  from 
medical  institutions,  and  only  a few  from 
physicians. 

The  July-August  issue  announced  the  loss  of 
our  sponsor  and  our  readers  were  asked  to  make 
their  wishes  known  by  checking  the  appropriate 
number  in  their  replies  to  the  following: 

1.  I have  been  a regular  reader  of  What  Goes 
On. 

2.  I depend  on  What  Goes  On  for  guidance 
in  my  continuing  education. 

3.  If  What  Goes  On  is  continued  under 
different  sponsorship,  I request  it  be  sent  to  me. 

The  response,  as  of  October  1,  1968,  shows  the 
following: 

1.  1,457  readers  checked  number  1. 

2.  1,328  readers  checked  number  2. 

3.  1,501  readers  checked  number  3. 

At  this  writing,  November  1,  1968,  the 
Medical  Society  plans  to  continue  the  publica- 


tion of  a list  of  continuing  education  programs 
in  some  form. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 
Division  of  Scientific  Activities 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications. 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

The  report  of  Norman  S.  Moore,  M.D.,  was 
read  with  interest  by  your  committee,  and  it  was 
noted  that  a poll  of  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
resulted  in  the  expression  of  continued  interest 
in  this  publication.  Since  Lederle  Laboratories 
discontinued  its  sponsorship,  it  has  become  the 
financial  responsibility  of  the  Medical  Society 
of  the  State  of  New  York.  It  is  hoped  that 
further  sponsorship  can  be  obtained.  All 
efforts  are  being  made  in  this  direction.  It 
was  noted  that  What  Goes  On  has  been  added  as 
a detachable  section  in  the  back  of  the  New 
York  State  Journal  of  Medicine. 

Your  committee  endorses  the  expansion  of 
this  publication  for  the  purpose  of  improving 
the  educational  opportunities  for  the  member- 
ship of  this  Society. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Archives  and  History  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Archives 
and  History  are  as  follows: 

Norman  S.  Moore,  M.D.,  Chairman 

Tompkins 


Thurman  B.  Givan,  M.D Kings 

Morris  R.  Keen,  M.D Suffolk 

Joseph  A.  Tamerin,  M.D New  York 


The  committee  was  appointed  in  1964,  the  re- 
sult of  a discovery  that  missing  documents  were 
presumably  lost  when  the  State  Society’s  head- 
quarters were  moved  from  292  Madison  Avenue 
to  386  Fourth  Avenue  and  again  to  750  Third 
Avenue.  The  original  committee  consisted  of 
Leo  E.  Gibson,  M.D.,  Thurman  B.  Givan,  M.D., 
and  Norman  S.  Moore,  M.D.,  chairman. 

On  December  17,  1964,  a survey  of  archival 
materials  at  the  State  Society’s  headquarters, 
750  Third  Avenue,  was  made.  Each  division 
director  received  a memorandum  requesting  in- 
ventory information  concerning  archival  ma- 
terial on  hand.  Three  divisions  have  submitted 
lists. 

A proposal  was  received  from  the  Collection  of 
Regional  History  and  University  Archives  at 
Cornell  University,  Ithaca,  to  serve  as  a de- 
pository for  the  records  of  the  State  Society  on 
a permanent  loan  basis.  These  records  would 
be  processed,  catalogued,  and  stored  in  fire- 
proof stacks  buried  in  bedrock.  The  collection 
would  be  restricted  to  all  research  use  except  by 
special  permit  given  by  duly  authorized  officers 
of  the  Society. 

At  the  Council  meeting  on  April  22, 1965,  your 


June  1,  1969  / New  York  State  Journal  of  Medicine  1543 


committee  was  authorized  to  investigate  further 
the  offer  received  from  the  Cornell  Collection  of 
Regional  History,  including  a study  by  legal 
counsel  of  any  proposed  agreement  between  the 
Society  and  the  Collection,  with  the  understand- 
ing that  there  will  be  an  escape  clause  in  case 
we  ever  wish  to  set  up  our  own  archives. 

On  November  17,  1966,  the  following  decision 
to  place  MSSNY  archival  material  at  Cornell 
was  made  by  the  Council: 

“Last  spiing  you  will  remember  the  Committee 
brought  in  a request,  asking  that  the  Council  authorize 
the  Committee  to  explore  the  Regional  History  Library 
at  Cornell  as  a depository  for  archives.  We  did  that. 

“We  lost  one  member  of  the  Committee  through 
death,  Leo  E.  Gibson,  M.D. 

“Yesterday,  Dr.  Givan,  Dr.  Fineberg,  Mr.  Burns, 
Miss  Lewis  and  I got  together,  and  we  decided  we 
would  ask  you  to  approve  a resolution. 

“After  discussion,  the  committee  voted  to  recom- 
mend to  the  Council  that  the  Board  of  Trustees  be  em- 
powered to  enter  into  an  agreement,  prepared  by  Mr. 
Burns  and  approved  by  Mr.  Martin,  with  the  Collec- 
tion of  Regional  History  and  Archives  of  Cornell  Uni- 
versity for  the  deposit  of  records,  memorabilia,  and  so 
forth  in  the  aforesaid  archives. 

“This  means  that  Mr.  Burns  will  draw  up  a contract 
with  the  regional  history  curator,  Mrs.  Adele  Fox. 
The  Society  will  be  protected  and  can  withdraw  it  at 
any  time. 

“In  the  meantime,  she  has  agreed  to  arrange  all  the 
material  and  have  it  indexed  and  available  to  authorized 
persons  at  any  time. 

“If  a request  is  received  from  authorized  persons  by 
ten  o’clock  in  the  morning,  the  staff  of  the  Collection 
will  have  it  in  the  mail  by  three  o’clock  in  the  afternoon. 

“It  was  voted  to  approve  the  report.” 

Subsequently,  Mrs.  Fox  in  a letter  to  J. 
Richard  Burns,  Esq.,  under  date  of  November 
28,  1966,  outlined  two  plans  of  deposit  for 
archival  material.  Plan  One  was  an  outright 
gift  of  material  which  could  not  be  returned,  al- 
though it  would  be  serviced  and  lent  to  donors 
on  request.  Plan  Two  was  that  of  permanent 
deposit  of  material  which  may  be  taken  back  on 
demand,  in  whole  or  in  part,  by  the  donor.  The 
action  of  the  Council  regarding  the  deposit  of 
archival  material  in  the  Collection  of  Regional 
History  and  University  Archives  at  Cornell 
University  meets  the  specifications  of  Plan  Two. 

Acting  on  the  approval  of  the  report  to 
Council,  but  without  a formal  contract,  a great 
deal  of  material  of  the  Medical  Society  of  the 
State  of  New  York  was  deposited  in  the  regional 
history  collection  at  Cornell.  This  material 
has  been  separated  into  various  categories  and 
indexed  by  the  staff  of  the  Collection.  A list 
of  material  deposited  is  available,  but  a report 
by  Herbert  Finch,  current  archivist,  dated 
September  24,  1968,  explains  in  general  terms 
the  kind  of  material  presently  deposited.  In 
his  report,  Mr.  Finch  suggests  the  following 
areas  which  might  prove  fruitful. 

“The  most  important  general  records  are  the  ver- 
batim minutes  of  the  Council  from  1934-1953.  Un- 
less other  material  turns  up,  historians  must  rely  on  the 
publications  of  the  Society  before  that  date.  Then 
there  is  a fairly  good  collection  of  minutes  and  reports 
of  various  committees  and  subcommittees  generally  re- 
lating to  public  health  and  education,  such  as  the  Cancer 


Subcommittee  (1944-1953),  Subcommittee  on  Child 
Welfare  (1943-1952),  Diabetes  Subcommittee  (1950- 
1960),  School  Health  Committee  (1937-1952),  Blood 
Banks  (1943-1959),  and  many  others. 

“Of  less  importance  historically  but  of  concern  to  the 
organization  are  the  membership  records  which  are 
kept  alphabetically  and  which  include  dues  information 
and  correspondence.  There  are  also  several  files  of 
material  on  business  with  the  AM  A.  Most  of  this 
comes  from  the  1950’s.  The  editorial  files  are  also  quite 
extensive  but  of  less  value  since  they  are  reflected  in  the 
published  material  of  the  Society. 

“Finally  there  are  collections  of  directories,  pam- 
phlets, convention  materials,  photos,  and  other  items 
which  are  essential  to  the  completion  of  the  collection 
and  which  add  color  but  which  are  not  the  most  im- 
portant. 

“To  summarize,  the  papers  cover  from  1934  to  1967 
but  by  far  the  largest  bulk  is  in  the  1950’s.  There  is 
somewhat  less  from  the  1940’s  and  not  much  from  the 
1930’s  and  1960’s.  The  total  bulk  is  approximately  60 
cubic  feet. 

“The  most  interesting  thing  about  the  collection  to 
me  is  the  documentation  it  provides  of  the  interests 
and  activities  of  an  influential  professional  group. 
Along  with  the  purely  scientific  interest  in  medical  re- 
search and  practice  there  is  also  exhibited  a deep,  strong 
current  of  social  concern  and  responsibility.  The  weak- 
ness of  the  collection  is  the  lack  of  materials  to  produce 
the  same  information  for  earlier  years. 

“Then,  to  me,  there  are  two  strong  challenges  for  the 
future.  The  first  is  to  augment  the  records  available 
by  continuing  to  search  out  the  available  papers.  The 
Society  can  help  to  do  this  by  encouraging  its  members 
to  preserve  their  own  papers  for  historical  purposes  and 
by  stimulating  them  to  search  out  historical  papers  in 
their  areas.  The  Collection  of  Regional  History  will 
help  to  do  this  by  continuing  to  collect  the  papers  of 
doctors  and  medical  organizations.  As  you  know,  we 
are  also  the  repository  for  the  Women’s  Medical  Society, 
and  we  continue  to  solicit  papers  of  medical  men. 

“The  other  challenging  thing  is  to  coordinate  and 
make  available  to  medical  historians  the  records  that 
exist  here  and  in  other  repositories.  For  instance,  the 
information  Dr.  Tamerin  and  his  associates  are  gather- 
ing and  the  work  that  is  being  done  in  the  medical  pro- 
fession with  oral  history.  I am  not  prepared  to  say 
exactly  what  the  role  of  the  Society  should  be  in  this 
area,  but  I hope  it  will  receive  the  attention  of  those 
interested  in  archives  and  history. 

“In  fact  I think  that  this  last  area  would  perhaps  be 
the  most  fruitful  for  the  archives  committee  to  con- 
sider and  not  to  concern  themselves  about  the  technical 
matters  which  we  are  able  to  do.” 

In  response  to  this  report,  your  chairman 
asked  for  and  received  approval  of  the  Council, 
on  September  25,  1968,  for  a meeting  of  the 
committee  to  be  held  at  the  Olin  Library  in 
Ithaca.  Following  this  meeting  the  committee 
will  be  in  better  position  to  report  and  perhaps 
prepare  a resolution  for  the  House  of  Delegates 
which  will  formalize  the  arrangement  between 
the  Medical  Society  of  the  State  of  New  York 
and  the  Collection  of  Regional  History  and 
University  Archives  at  Cornell  University. 
Respectfully  submitted 
Norman  S.  Moore,  M.D.,  Chairman 

Archives  and  History  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

This  addendum  is  the  report  of  a meeting  of 
the  committee  held  on  November  19,  1968, 
at  Olin  Library,  Ithaca. 
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Joseph  A.  Tamerin,  M.D.,  reviewed  the  work 
of  a similar  committee  of  the  Medical  Society 
of  the  County  of  New  York  and  his  interest  in 
the  Archives  and  Rare  Book  Room  of  the  New 
York  Academy  of  Medicine.  Thurman  B. 
Givan,  M.D.,  spoke  of  the  Library  and  memora- 
bilia of  the  Medical  Society  of  the  County  of 
Kings  and  the  Academy  of  Medicine  of  Brook- 
lyn, Inc.,  now'  on  deposit  with  the  Downstate 
Medical  Center.  Morris  Keen,  M.D.,  spoke  of 
his  interest  in  the  historical  aspects  of  collec- 
tions, especially  those  of  the  Suffolk  County 
Medical  Society. 

Dr.  Tamerin  explained  to  Professor  Herbert 
Finch  his  interest  in  compiling  a list  of  material 
and  the  place  of  deposit,  wherever  it  might  be, 
such  as  county  medical  society  records  at  a 
county  seat,  district  branch  records  at  New 
York  Academy  of  Medicine.  Downstate  Medi- 
cal Center,  Cornell  Collection  of  Regional 
History  and  others,  so  that  scholars  of  the 
future  will  know  where  the  material  is.  Pro- 
fessor Finch  explained  that  if  Cornell  Univer- 
sity were  to  publish  such  a document,  a person 
at  Cornell  would  have  to  check  the  lists  for 
accuracy  at  the  place  of  deposit,  whereas  if  the 
committee  published  the  list,  it  could  do  so 
with  a disclaimer  of  accuracy,  that  is  printing 
what  is  reported  by  each  depository  of  material. 

The  committee  was  then  given  a tour  of  all 
areas  of  the  Cornell  Collection  of  Regional 
History.  There  is  about  65  cubic  feet  of  ma- 
terial stored,  all  sorted,  catalogued,  and  avail- 
able for  inspection.  After  seeing  some  of  the 
photographic  material,  Dr.  Tamerin  suggested 
that  photographs  of  much  of  this  material,  with 
attached  historical  notes  concerning  the  pictures, 
be  used  as  decoration  on  the  walls  of  the  new 
building  which  will  be  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York. 

Following  the  inspection  tour,  the  committee 
came  to  the  following  conclusions: 

1.  That  the  State  Medical  Society  imple- 
ment the  action  of  the  Council  taken  in  1966 
when  it  approved  the  Cornell  Collection  of 
Regional  History  for  the  deposit  of  archival 
material  of  the  Medical  Society  of  the  State  of 
New  York. 

2.  That  the  name  of  the  committee  be 
changed  to  the  Committee  on  Archives. 

3.  That  historical  aspects  of  the  committee’s 
responsibility  be  resolved  at  future  meetings. 

4.  That  the  committee  recommend  to  the 
Building  Committee  the  use  of  archival  ma- 
terial to  decorate  walls  of  the  new  building  for 
the  Medical  Society  of  the  State  of  New  York. 

5.  That  the  State  Medical  Society  accept 
the  offer  of  Professor  Herbert  Finch,  curator, 
Cornell  Collection  of  Regional  History,  to 
assist  in  organizing  an  oral  history  program  for 
the  Medical  Society  of  the  State  of  New  York. 

6.  That  the  committee  hold  a session  at  two 
successive  annual  meetings  prior  to  the  creation 
of  a Section  on  Archives  which  is  to  be  separate 
from  the  Session  on  History  of  Medicine. 

7.  That  every  effort  be  made  to  motivate 
officers  of  county  medical  societies  to  search  for, 
make  inventory  of,  and  preserve  archival 


material  pertaining  to  their  societies. 

8.  That  the  appointment  of  Joseph  A. 
Tamerin,  M.D.,  as  chairman  of  the  new  Com- 
mittee on  Archives  be  recommended  to  the 
next  president  of  the  State  Medical  Society. 
Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

The  excellent  annual  and  supplementary 
reports  by  Norman  S.  Moore,  M.D.,  of  the 
activities  of  the  Committee  on  Archives  and 
History  were  read  with  interest  by  the  com- 
mittee. 

The  committee  recommends  that  the  House 
carefully  read  the  reports  and,  in  particular, 
the  eight  conclusions  contained  in  the  supple- 
mentary report.  Your  committee  wishes 
to  emphasize  the  conclusion  contained  in 
number  7;  that  is,  “that  every  effort  be  made 
to  motivate  officers  of  county  medical  societies 
to  search  for,  make  inventory  of,  and  preserve 
archival  material  pertaining  to  their  societies.” 
It  is  hoped  that  a list  of  such  material  can  then 
be  sent  to  the  State  Committee  on  Archives 
and  History  for  permanent  reference. 

The  committee  noted  with  pleasure  Dr. 
Tamerin’s  deep  interest  in  this  field,  and  the 
committee  endorses  the  recommendation  that 
he  be  appointed  chairman  of  the  new  Com- 
mittee on  Archives. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Prize  Essays 

To  the  House  of  Delegates,  Gentlemen: 

The  Standing  Committee  on  Prize  Essays 
has  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman . . Queens 


Paul  A.  Bunn,  M.D. Onondaga 

J.  Edward  Hall,  M.D Queens 


The  committee  met  on  January  20,  to  review 
the  prize  essays  which  had  been  submitted. 

The  unanimous  decision  of  the  committee 
was  that  the  Merit  H.  Cash  Prize  should  go 
to  the  essayist  with  the  motto  Rex,  who  is 
Erol  Gursel,  M.D.,  Department  of  Urology, 
Columbia  University  College  of  Physicians 
and  Surgeons,  Francis  Delafield  Hospital, 
New  York  City.  The  title  ?of  his  essay  is 
“The  Effects  of  Diuretics  on  Renal  and  In- 
testinal Handling  of  Calcium.” 

The  chairman  wishes  to  note  the  commend- 
able publicity,  given  particularly  to  the  1969 
Albion  O.  Bernstein,  M.D.,  Award.  This  is  the 
first  year,  to  my  knowledge,  that  such  an 
effective  program  was  carried  out.  The  large 
number  of  individuals  proposed  for  the  Albion 
O.  Bernstein,  M.D.,  Award  can  be  ascribed  to 
this  public  relations  effort. 

The  committee  considered  the  candidates 
whose  names  had  been  presented  for  the  Albion 
O.  Bernstein,  M.D.,  Award.  It  was  the 
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unanimous  decision  of  the  committee  that  this 
award  should  go  to  Baruch  S.  Blumberg,  M.D., 
Ph.D.,  of  the  Institute  for  Cancer  Research, 
Philadelphia,  Pennsylvania. 

In  the  words  of  T.  R.  Talbot,  Jr.,  M.D.,  of  the 
Institute  for  Cancer  Research,  who  proposed 
Dr.  Blumberg’s  name,  “Dr.  Blumberg’s  con- 
tribution to  medicine  over  the  past  year  may  be 
as  outstanding  as  any  other  scientific  discovery 
in  this  field  for  the  past  several  decades.  His 
discovery  of  a possible  virus,  which  may  be  the 
cause  of  hepatitis,  his  review  of  man’s  varying 
response  to  this  agent,  and  its  relationship  to 
Australian  antigen  (Au)  has  provided  a syn- 
thesis of  interrelationship  between  host  and 
infecting  agent  which  may  be  applicable  to 
many  diseases.” 

The  chairman  wishes  to  express  his  thanks  to 
the  members  of  his  committee  for  their  wise 
analyses  of  all  the  material  submitted  and  for 
other  material  assistance.  This  completes  the 
charge  given  to  your  committee. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

Your  committee  wishes  to  commend  Alfred  A. 
Angrist,  M.D.,  and  the  members  of  the  Com- 
mittee on  Prize  Essays  for  the  work  done  during 
the  past  year.  It  is  noted  that  the  Merit  H. 
Cash  prize  had  not  been  given  for  three  years 
and  this  year  was  given  to  Erol  Gursel,  M.D., 
for  his  essay,  “The  Effects  of  Diuretics  on 
Renal  and  Intestinal  Handling  of  Calcium.” 

The  Albion  O.  Bernstein,  M.D.,  Award,  last 
presented  in  1963,  was  awarded  this  year 
to  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  of 
the  Institute  for  Cancer  Research,  Philadel- 
phia, Pennsylvania.  It  must  be  noted  that 
the  large  number  of  persons  proposed  for  this 
award  is  directly  due  to  the  publicity  efforts 
of  Richard  Klemfuss,  of  the  Division  of  Com- 
munications. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Convention 

To  the  House  of  Delegates,  Gentlemen: 

1968  Convention.  The  Convention  Com- 
mittee consisted  of  the  following  members: 

Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

Frank  LaGattuta,  M.D Bronx 

Joseph  G.  Zimring,  M.D Nassau 

George  Himler,  M.D.,  ex  officio. . . .New  York 


Norman  S.  Moore,  M.D.,  ex  officio 

Tompkins 

William  Hammond,  M.D.,  ex  officio 

Westchester 

The  162nd  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  on 
Sunday,  February  11,  through  Thursday, 


February  15,  1968,  at  The  Americana,  in  New 


York  City. 

Registration  figures  follow: 

P hysicians  3,012 

Allied  professions  520 

(dentists,  medical  students, 
nurses,  technicians,  and  others) 

Guests  695 

Technical  exhibitors  845 


Total  5,072 

The  total  figure  shows  that  228  more  physi- 
cians attended  the  1968  convention,  as  compared 
with  the  1967  figures. 

House  of  Delegates,  George  Himler,  M.D., 
Speaker.  The  House  of  Delegates  assembled  on 
Sunday,  February  11,  1968,  at  2:10  p.m.  at  The 
Americana.  Reference  committee  hearings  and 
meetings  were  held  Monday,  morning  and  after- 
noon, and  Tuesday  morning.  The  House  reas- 
sembled on  Tuesday,  February  13,  at  2:00  p.m., 
met  at  9:00  a.m.  and  2:00  p.m.  on  Wednesday, 
February  14,  and  again  on  Thursday,  February 
15,  at  9:00  a.m.  for  elections  and  committee  re- 
ports. Sixty-one  resolutions  were  presented  for 
consideration  and  action  by  the  House. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  The  scientific  section  and  session 
meetings  were  held  in  meeting  rooms  on  the 
second  floor  of  The  Americana.  This  proved  to 
be  an  advantage  because  the  rooms  in  this  area 
are  readily  accessible  from  Albert  Hall  and  other 
parts  of  the  hotel.  They  are  of  adequate  size, 
and  the  acoustics  were  satisfactory. 

The  Section  on  Dermatology  and  Syphilology 
met  with  the  Section  on  Obstetrics  and  Gyne- 
cology for  a combined  meeting  on  Dermatologic 
Conditions  of  the  Vulva.  This  was  well  at- 
tended. The  Section  on  Industrial  Medicine 
and  Surgery  and  the  Section  on  Medical-Legal 
and  Workmen’s  Compensation  Matters  also  held 
a combined  meeting.  Joint  meetings  of  two  or 
more  sections  are  encouraged  by  the  committee 
for  many  reasons. 

Following  is  the  record  of  attendance  at  the 
1968  scientific  meetings: 

General  Sessions — Monday  200,  Tuesday  250, 
Wednesday  192,  and  Thursday  75. 

Sections — Allergy  125,  Anesthesiology  222, 
Chest  Diseases  150,  Dermatology  and  Obstetrics 
175,  Gastroenterology  127,  General  Practice 
125,  Internal  Medicine  237,  Industrial  Medicine, 
Medical-Legal  and  Workmen’s  Compensation 
Matters  80,  Neurology  and  Psychiatry  110, 
Ophthalmology  70,  Orthopedic  Surgery  67, 
Otolaryngology  109,  Pathology  56,  Pediatrics  45, 
Physical  Medicine  and  Rehabilitation  190, 
Plastic  Surgery  120,  Preventive  Medicine  125, 
Radiology  85,  Space  Medicine  100,  Surgery  200, 
Urology  100. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D., 
Chairman.  This  committee  met  shortly  after 
the  closing  date  for  the  receipt  of  scientific  ex- 
hibit applications,  and  chose  52  of  the  79  exhibits 
submitted.  Members  had  been  sent  a copy  of 
each  application  for  study  prior  to  this  meeting, 
and  each  application  was  discussed  by  all.  The 
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selected  exhibits  were  well  received  and  well 
attended.  The  Sunday  noon  opening  enabled 
many  more  visitors  to  view  the  exhibits  than  has 
been  possible  with  weekday  openings.  The 
scientific  exhibits  were  set  up  in  Albert  Hall,  in 
the  same  room  as  the  technical  exhibits,  and  the 
physicians  who  visited  and  viewed  them  were 
pleased  with  this  new  arrangement.  This  also 
proved  advantageous  to  the  technical  and  scien- 
tific exhibitors. 

The  chairman  of  the  Scientific  Exhibits  Com- 
mittee extends  his  thanks  to  Miss  Mollie  Pesi- 
koff  for  her  assistance  in  the  work  of  this  com- 
mittee and  to  the  members  of  the  committee  for 
their  help. 

Scientific  Exhibits  Awards,  James  Q.  Hara- 
lambie,  M.D.,  Chairman.  This  committee, 
after  detailed  study,  chose  the  award  winners: 
three  in  the  scientific  research  category,  three 
in  clinical  research,  and  the  winner  of  the 
Aesculapius  Award  presented  by  Mead  Johnson 
Company.  The  awards  were  made  at  the  ex- 
hibit sites  by  the  chairman,  an  innovation  which 
was  welcomed  by  those  concerned.  Certificates 
were  also  sent  to  all  the  doctors  winning  awards, 
and  their  names  are  recorded  in  the  minutes  of 
the  House  of  Delegates  which  were  published  in 
the  June  1,  1968,  issue  of  the  New  York  State 
Journal  of  Medicine. 

Scientific  Motion  pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. The  motion  picture  program  was  pre- 
sented from  Sunday  noon  through  Thursday 
noon,  under  the  capable  supervision  of  John 
Tiley  of  the  New  York  State  Department  of 
Health.  Unfortunately,  films  which  had  been 
shipped  from  the  State  Department  of  Health 
were  lost  in  transit,  and  the  printed  schedule  had 
to  be  altered  slightly.  Attendance  was  kept  for 
each  film  showing.  Your  chairmen  appreciate 
the  work  of  the  committee  and  the  cooperation 
of  the  New  York  State  Department  of  Health. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  Mrs.  Camille  M.  Cunningham, 
manager  of  technical  exhibits,  reports  that 
103  booth  spaces  for  exhibitions  were  sold. 
Placing  the  scientific  exhibits  on  the  same  floor 
with  the  technical  exhibits  proved  to  be  most 
successful.  The  Medical  Exhibitors’  Associa- 
tion reported  to  the  Society  that  the  technical 
exhibitors  were  pleased  with  this  move  and  felt 
that  the  meeting  was  greatly  improved  over 
meetings  held  in  the  past  five  yeais. 

By  opening  the  exhibits  on  Sunday,  at  noon, 
many  physicians  enjoyed  the  opportunity  of 
viewing  the  exhibits  at  their  leisure  during  the 
afternoon.  All  members  and  guests  were  re- 
minded and  urged  to  visit  the  technical  exhibits. 

Dinner  Dance,  Arthur  H.  Diedrick,  M.D., 
Chairman.  The  reception  and  dinner  dance  in 
honor  of  Frederick  A.  Wurzbach,  Jr.,  M.D.,  retir- 
ing president  of  the  Medical  Society  of  the  State 
of  New  York,  was  held  on  Wednesday  evening, 
February  14.  About  275  guests  attended. 
Henry  I.  Fineberg,  M.D.,  was  toastmaster,  and 


Milford  O.  Rouse,  M.D.,  President  of  the  Amer- 
ican Medical  Association,  brought  brief  greet- 
ings. Music  was  provided  by  Ben  Cutler  and 
his  ensemble.  Mr.  George  W.  Forrest,  Jr.,  and 
his  staff  are  commended  for  their  aid  in  making 
this  event  a success. 

Medical  Aspects  of  Sports.  A successful  pro- 
gram was  held  on  Saturday,  the  day  before  the 
meeting  opened  at  The  Americana.  A splendid 
scientific  program,  luncheon,  and  seminar  in- 
volving coaches,  trainers,  physicians,  and  allied 
sports  personnel  drew  a capacity  attendance. 
As  a result  of  the  success  of  this  initial  venture, 
the  Council  may  decide  to  hold  an  annual 
medical  sports  program.  Ralph  S.  Emerson, 
M.D.,  and  his  committee  are  to  be  congratu- 
lated. 

Miscellaneous.  Facilities  were  provided  for 
several  specialty  medical  societies  to  meet  during 
the  annual  convention,  as  well  as  assembly  rooms 
to  be  used  for  the  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York. 

E.  R.  Squibb  and  Sons  arranged  for  and  pre- 
sented an  “art  show,”  consisting  of  excellent  oil 
paintings  of  many  medical  schools  throughout 
the  United  States,  which  many  doctors  and 
guests  found  interesting. 

Acknowledgements  were  sent  to  all  partici- 
pants in  the  scientific  activities  and  to  the  mem- 
bers of  the  Medical  Assistants  Association,  who 
were  helpful  and  willing  whenever  called  on. 

1969  Convention.  The  convention  will 
again  be  held  at  The  Americana,  from  Sunday, 
February  9 through  February  13.  The  scien- 
tific activities  will  begin  at  10  a.m.  with  scientific 
motion  pictures,  scientific  and  technical  exhibits, 
and  section  and  session  meetings.  The  scien- 
tific activities  will  end  on  Wednesday  evening; 
the  House  of  Delegates  will  close  on  Thursday  at 
noon. 

At  this  time  there  have  already  been  several 
meetings  of  the  scientific  subcommittees  of  the 
Convention  Committee,  setting  in  motion  plans 
for  the  ensuing  convention. 

Another  Medical  Aspects  of  Sports  meeting  is 
to  be  held  on  Saturday,  February  8,  from  9:00 
a.m.  to  5:00  p.m. 

Acknowledgments.  Your  chairman  ex- 
tends his  sincere  thanks  to  the  members  and 
chairmen  of  the  subcommittees  for  their  work, 
support,  and  stimulating  recommendations. 
The  success  of  the  meeting  is  due  to  the  whole- 
hearted cooperation  and  energies  of  the  staff  of 
our  Society,  who  begin  the  detailed  arrange- 
ments and  work  months  ahead  to  provide  a 
smooth,  successful  annual  meeting. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

Your  committee  wishes  to  commend  Bernard 
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J.  Pisani,  M.D.,  and  his  committee  members, 
Vaughn  C.  Mason,  M.D.,  P.  Frederic  Metildi, 
M.D.,  William  B.  Rawls,  M.D.,  Joseph  R. 
Wilder,  M.D.,  and  Norman  S.  Moore,  M.D., 
for  the  over-all  direction  of  the  convention  and 
for  the  excellent  technical  and  scientific  pro- 
grams. It  is  noted  that  several  innovations 
have  been  instituted. 

The  Scientific  Assembly  opened  on  Sunday 
morning,  at  10:00  a.m.,  instead  of  on  Monday, 
and  will  close  on  Wednesday,  instead  of  Thurs- 
day. It  is  hoped  that  this  will  allow  for  better 
attendance  at  all  sessions,  I might  add,  in  spite 
of  the  weather.  All  of  the  scientific  sessions 
took  place  on  the  second  floor  for  better  co- 
ordination and  accessibility  to  those  attending. 

Again  this  year,  the  scientific  exhibits  and 
technical  exhibits  were  held  in  adjacent  areas. 

Your  committee  wishes  to  commend  Ralph  S. 
Emerson,  M.D.,  for  his  splendid  program,  the 
second  annual  “Medical  Aspects  of  Sports” 
held  on  Saturday,  February  8,  prior  to  the 
opening  of  the  convention. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

John  L.  Clowe,  M.D.,  and  Rudolph  H. 
Steinharter,  M.D.,  addressed  the  House  to 
suggest  that  the  annual  meeting  be  held  at 
a later  date  to  avoid  the  risk  of  bad  weather  in 
F ebruary. 

After  discussion  by  the  House,  the  Speaker 
referred  these  suggestions  to  the  Council  for 
consideration  and  action,  since  the  suggestions 
were  not  formal  resolutions. 

Physicians’  Placement  Bureau 

To  the  House  of  Delegates,  Gentlemen: 

The  Physicians’  Placement  Bureau  now  has 
in  its  files  1,042  cards  listing  doctors  of  medicine 
who  are  seeking  placement.  Included  in  this 
list  are  the  names  and  brief  resumes  of  653 
physicians  who  are  interested  in  practicing  in 
New  York  State,  which  have  been  forwarded  to 
us  by  the  American  Medical  Association.  The 
remaining  389  physicians  have  directly  con- 
tacted the  Bureau. 

The  following  is  a breakdown,  by  specialties, 
of  requests: 


AMA 

MSSNY 

Allergy 

4 

Anesthesia 

14 

9 

Dermatology 

7 

3 

General  Practice 

25 

68 

Industrial  Medicine 

18 

4 

Internal  Medicine 

151 

68 

Neurology 

16 

1 

Obstetrics/Gynecology . . . 

53 

32 

Ophthalmology 

26 

12 

Orthopedics 

25 

10 

Otolaryngology 

22 

5 

Other 

19 

4 

Pathology 

24 

13 

Pediatrics 

33 

18 

Psychiatry 

8 

5 

Radiology 

13 

7 

Surgery 

151 

112 

Urology 

44 

18 

The  Bureau  has  listed  in  What  Goes  On  al- 
most 100  locations  which  need  the  services  of 
the  following  types  of  practitioners: 

Allergy 1 

Cardiology 2 

Dermatology 3 

General  Practice 94  plus  80 

(Suffolk  County) 

General  Surgery 4 

Industrial  Medicine.  . . .4 

Internal  Medicine 19 

Obstetrics/Gynecology.  .9 

Ophthalmology 1 

Orthopedics 1 

Otolaryngology 3 

Pediatrics 15 

Psychiatry 2 

Radiology 1 

School 3 

Urology 1 

To  date,  the  Bureau  has  placed  four  physi- 
cians through  announcements  in  What  Goes  On. 
One  secretary  to  a Community  Doctor  Com- 
mittee wrote,  “We  had  more  replies  from  the 
announcement  in  What  Goes  On  than  we  did 
from  any  of  the  paid  advertisements  we  took  in 
a number  of  medical  journals.” 

The  Sears-Roebuck  surveys  are  helpful  to  the 
physicians  who  visit  our  office.  The  areas  sur- 
veyed are:  Addison,  Averill  Park,  Baldwins- 
ville,  Black  River,  Boonville,  Bloomingdale, 
Cape  Vincent,  Cohocton,  Ellicottville,  Elliot- 
ville.  Fort  Covington,  Greenville,  Holland 
Patent,  Milton,  Newark  Valley,  North  Rose, 
Pulaski,  Schenevus,  Tupper  Lake,  Waddington, 
Westport,  White  Lake,  and  Woodhull.  Of 
these,  Newark  Valley  and  North  Rose  have 
written  to  the  Bureau  to  express  their  enthusi- 
asm for  their  new  doctors  and  their  appreciation 
for  its  assistance. 

Placements  made  by  the  Bureau  include  two 
physicians  in  Memorial  Hospital,  New  York 
City;  one  in  St.  Vincent’s  Hospital,  New  York 
City;  one  in  Jacobi  Hospital,  The  Bronx;  one 
in  Corning  Hospital,  Corning;  and  two  in 
Huntington.  The  Bureau  has  also  assisted 
physicians  to  locate  in  Poughkeepsie  and  New 
Paltz.  Perhaps  there  are  other  physicians  who 
have  been  assisted  by  the  Bureau,  but  from 
whom  we  have  not  heard.  Some  of  these  doc- 
tors who  have  contacted  the  Bureau  asked  us 
how  they  can  become  members  of  the  State 
Medical  Society. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 
Division  of  Scientific  Activities 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

Dr.  Moore’s  report  on  the  Physicians’  Place- 
ment Bureau  was  read  with  interest.  It  was 
noted  that  although  there  are  many  physicians 
inquiring  about  practicing  in  New  York  State, 
very  few  of  these  are  in  general  practice; 
whereas  of  the  100  locations  requiring  the  serv- 
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ices  of  physicians,  94  listed  general  practi- 
tioners as  one  of  the  types  required. 

Your  committee  commends  the  Physicians’ 
Placement  Bureau  for  its  activities  and  sug- 
gests that  a new  look  at  the  whole  problem, 
particularly  in  the  field  of  general  practice,  is 
justified. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  The  Americana,  New  York 
City,  on  February  11,  1968. 

The  minutes  of  the  meeting  held  on  February 
11,  1967,  were  approved  as  distributed. 

Leo  Drexler,  M.D.,  treasurer,  presented  his 
report  covering  the  period,  May,  1967,  to 
February,  1968.  The  report  was  accepted. 

Leonard  L.  Heimoff,  M.D.,  was  elected  del- 
egate from  the  First  District  Branch. 
Respectfully  submitted, 

Frank  W.  Farrell,  M.D.,  President 

Following  is  the  report  of  the  Coordinating 
Council,  executive  committee  of  the  First 
District  Branch,  submitted  by  the  chairman  of 
the  Council,  Joseph  F.  Shanaphy,  M.D., 
Richmond. 

Coordinating  Council.  During  the  past 
year,  the  Coordinating  Council  has  been  con- 
sidering the  same  important  problems  as  they 
did  in  the  preceding  years,  namely,  comprehen- 
sive health  care  planning,  Medicaid,  and  the 
New  York  City  hospital  system. 

Comprehensive  Health  Planning.  The 

city  government  has  proposed  the  establishment 
of  a commission  to  coordinate  all  segments  of 
the  community  to  form  a strong  comprehensive 
health  planning  agency.  This  commission 
would  consist  of  18  members,  all  appointed 
by  the  mayor,  but  does  not  permit  adequate 
representation  from  the  medical  profession. 

The  Coordinating  Council  has  vigorously 
opposed  such  a commission  and  has  steadfastly 
held  to  the  position  that  organized  medicine 
must  be  represented  on  the  governing  board, 
must  be  in  adequate  numbers,  and  must  be 
selected  by  the  Coordinating  Council. 

The  Health  and  Hospital  Planning  Council 
has  submitted  to  the  State  Health  Planning 
Commission  a proposal  for  an  area- wide  compre- 
hensive health  planning  agency  with  an  applica- 
tion for  an  organizational  grant.  This  proposal 
also  fails  to  provide  for  adequate  representation 
for  organized  medicine  on  its  board  of  directors 
and  has  been  opposed  by  the  Coordinating 
Council. 

The  Federal  regulations  clearly  state  that 
before  any  agency  is  recognized  it  must  have 
the  approval  of  all  significant  segments  of  the 
community,  and  this  criteria  must  be  met  before 
organized  medicine’s  approval  can  be  obtained. 


Meetings  are  still  being  held  with  city  officials 
and  representatives  of  the  Health  and  Hospital 
Planning  Council  in  an  attempt  to  reach  a 
satisfactory  conclusion. 

Medicaid.  At  a meeting  of  the  Coordinating 
Council’s  Medicaid  Committee  with  Lowell  E. 
Beilin,  M.D.,  medical  administrator,  Depart- 
ment of  Social  Services,  and  his  staff,  the 
proposed  Bulletin  10-2,  which  contains  the 
city’s  Medicaid  regulations,  was  reviewed. 
In  response  to  objections  by  the  medical  socie- 
ties, the  city  requested  that  they  further  review 
Bulletin  10-2.  The  medical  societies’  com- 
ments have  been  returned  to  the  city,  and  this 
committee  will  meet  again  in  the  near  future 
with  city  representatives. 

A special  meeting  was  held  with  representa- 
tives of  organized  medicine,  hospitals,  Health 
Services  Administration,  Department  of  Health, 
Department  of  Hospitals,  and  Human  Resources 
Administration  to  discuss  the  city’s  decision  to 
compensate  supervising  physicians  ir.  teaching 
hospitals  at  the  rate  of  zero  per  cent  of  the  fee 
schedule  promulgated  by  the  State  for  such 
services.  The  discussions  at  the  meeting  were 
frank  and  open,  and  the  city’s  representatives 
were  specifically  informed  concerning  the 
problems  and  the  possible  solutions  as  the 
providers  of  health  care  services  see  them. 
Unfortunately,  the  representatives  of  the  city 
were  the  second-string  representatives  who 
could  only  act  in  an  informational  capacity 
and  not  in  a decision-making  capacity.  Future 
meetings  will  be  held  to  discuss  these  matters. 

City  Hospital  System.  The  question  of 
the  potential  decentralization  and/or  re- 
organization of  city  hospitals,  referred  to  the 
Coordinating  Council  by  the  Council  of  the 
State  Medical  Society,  is  being  considered  in 
detail  by  the  Coordinating  Council’s  Public 
Relations  Committee. 

The  Coordinating  Council  is  evaluating  the 
plan  suggested  by  the  City  Club  of  New  York, 
the  suggestions  of  the  Piel  Commission,  and 
the  announced  plan  of  the  city  government  to 
form  a new  corporation  which  would  have 
specific  jurisdiction  over  all  city  health  facilities. 
It  is  interesting  to  note  that  the  majority  of  di- 
rectors of  this  new  corporation  would  be  the  var- 
ious commissioners  appointed  by  the  mayor. 

Future  Role  of  Coordinating  Council. 

The  i-eorganization  of  the  Coordinating  Council 
was  considered  by  the  individual  county  medical 
societies,  and,  as  yet,  a definitive  plan  has  not 
been  agreed  on.  However,  in  the  area  of  fiscal 
matters  a distinct  reorganization  has  occurred 
so  that  we  will  be  on  a stable  footing  in  the 
future. 

During  the  year,  George  Hinder,  M.D., 
resigned  as  chairman,  and  the  vice-chairman, 
Joseph  F.  Shanaphy,  M.D.,  became  chairman. 
Dr.  Himler’s  services  are  not  lost  to  the  Co- 
ordinating Council  since  he  is  presently  the 
chairman  of  the  Medicaid  Committee  and  the 
Comprehensive  Health  Planning  Committee 
of  the  Council. 
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The  services  of  Solomon  Schussheim,  M.D., 
were  lost  to  organized  medicine  because  of  his 
sudden  and  untimely  death.  His  position  on 
the  Board  of  Directors  of  the  Health  and 
Hospital  Planning  Council  was  filled  by  the 
appointment  of  your  chairman. 

Conclusion.  The  chairman  is  reluctant  to 
thank  specific  individuals  for  their  outstanding 
support  and  efforts  because,  in  so  doing,  there 
may  be  inadvertent  omissions.  All  representa- 
tives of  the  Coordinating  Council  have  co- 
operated to  the  fullest  with  your  chairman  and 
with  the  recently  elected  vice-chairman,  Samuel 
Lieberman,  M.D. 

Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  sixty-first  annual  meeting  of  the  Second 
District  Branch  was  held  November  9 through 
16,  1967,  at  the  Dorado  Beach  Hotel,  Puerto 
Rico.  A total  of  175  members,  wives,  and 
guests  were  present.  Among  those  attending 
were  Edward  C.  Hughes,  M.D.,  president  of 
the  State  Medical  Society,  and  Mrs.  Hughes. 
Also  present  was  Mrs.  Albert  M.  Biglan,  presi- 
dent-elect of  the  Woman’s  Auxiliary  to  the 
State  Medical  Society.  The  scientific  sessions 
were  jointly  held  with  the  members  of  the  faculty 
of  the  University  of  Puerto  Rico  School  of  Medi- 
cine; Jose  E.  Sifontes,  M.D.,  dean  of  the  school, 
took  part  in  the  program. 

Twenty-four  scientific  papers  were  presented 
during  the  four  days  of  meetings.  The  scien- 
tific papers  were  of  high  quality,  interesting, 
and  stimulating;  the  topics  were  varied  and 
interesting  to  both  generalists  and  specialists. 

A planned  social  program  was  enjoyed  by  all. 
The  wives  attended  an  enjoyable  cosmetic 
demonstration  provided  by  Avon  Products  Inc. 
Golf  and  tennis  tournaments  were  held  on 
championship  courses,  and  tours  by  automobile 
and  airplane  of  Puerto  Rico  and  the  Virgin 
Islands  were  available  and  enjoyed  by  many. 

The  officers  elected  in  1966  continued  to  hold 
office  in  1967.  They  are  as  follows: 

President — Reginald  R.  Steen,  M.D.,  Nassau 

First  Vice-President — Raymond  F.  Smith, 
M.D.,  Nassau 

Second  Vice-President — -William  C.  Porter, 
Jr.,  M.D.,  Suffolk 

Secretary — Irving  G.  Manning,  M.D.,  Suffolk 

Treasurer — Otho  C.  Hudson,  M.D.,  Nassau 

Delegate — Otho  C.  Hudson,  M.D.,  Nassau 

During  the  year,  1968,  we  accepted  with  re- 
gret the  resignation  of  our  first  vice-president, 
Raymond  F.  Smith,  M.D.,  Nassau,  and  our 
second  vice-president,  William  C.  Porter,  Jr., 
M.D.,  Suffolk.  The  officers  elected  to  fill  these 
vacancies  were  James  A.  Caddy,  M.D.,  Nassau, 
as  first  vice-president,  and  Philip  I.  Levitan, 
M.D.,  Suffolk,  as  second  vice-president. 

As  this  report  is  being  written,  in  September, 
1968,  all  plans  for  the  sixty-second  annual 


meeting  have  been  completed.  It  will  be  held 
on  November  10  through  16  at  the  Paradise 
Island  Hotel,  Nassau,  the  Bahamas.  It  is 
being  held  in  conjunction  with  members  of  the 
Bahamas  British  Medical  Society.  Interesting 
scientific  and  social  programs  have  been  ar- 
ranged. The  first  vice-president,  James  A. 
Caddy,  M.D.,  has  arranged  the  scientific  pro- 
gram. 

A business  meeting  also  will  be  held,  and 
officers  for  1969  and  1970  will  be  elected. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Third  District  Branch  has  been  rela- 
tively inactive  during  1968.  The  executive 
officers  have  attempted  to  generate  enthusiasm 
for  this  organization,  but  to  little  avail.  The 
individual  counties  were  asked  to  make  known 
their  wishes  as  to  whether  to  hold  a one-day 
meeting  on  medical  economics  or  a three-  or 
four-day  combined  social,  scientific,  and  busi- 
ness meeting.  In  most  cases  this  request  was 
ignored,  and  the  few  responses  received  showed 
extreme  lack  of  enthusiasm. 

The  Third  and  Fourth  District  Branches  held 
a combined  annual  meeting  at  The  Holiday  Inn, 
Lake  George,  on  September  28.  The  meeting 
was  well  planned  and  interesting;  the  main  topic 
was  Comprehensive  Health  Planning.  The 
afternoon  was  devoted  to  lectures  and  a demon- 
stration of  modern  equipment  for  the  physi- 
cian’s office,  such  as  copying  machines,  tele- 
phone arrangements,  dictaphones,  and  others. 
An  excellent  dinner  and  entertainment  climaxed 
the  day.  The  meeting  was  fairly  well  attended. 

A business  meeting  of  the  Third  District 
Branch  was  held  during  the  morning  session, 
and  the  following  matters  were  considered  and 
suggestions  made: 

1.  Since  it  is  extremely  difficult  to  interest 
either  individual  physicians  or  their  medical 
societies  in  the  Third  District  Branch,  it  was 
suggested  that  either  some  member  from  the 
State  Medical  Society  or  an  enthusiastic, 
knowledgeable  member  of  a more  successful 
district  branch  speak  at  the  various  county  so- 
ciety meetings  to  explain  to  the  physicians  the 
need  for  district  branches  and  the  modus  oper- 
andi  of  generating  enthusiasm  for  the  meetings. 

2.  The  financial  status  of  the  Third  District 
Branch  was  included  in  the  treasurer’s  report, 
and,  surprisingly,  we  expect  to  be  “out  of  the 
red”  with  a modest  surplus  for  1968. 

3.  The  Bylaws  were  read  and  discussed. 
It  was  felt  that  they  were  outdated  and  were  in 
need  of  revision,  and  that  this  should  be  done 
jointly  by  the  State  Medical  Society  and  the 
district  branch  officers.  It  was  also  the  consen- 
sus that  there  should  be  standard  bylaws  for  all 
district  branches. 

4.  The  geographic  composition  of  the  dis- 
trict branches  were  discussed,  and  most  mem- 
bers felt  that  in  the  near  future  the  boundaries 
should  be  changed  to  conform  to  those  planned 
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by  New  York  State  for  the  Regional  Compre- 
hensive Health  Planning  program. 

5.  The  format  of  the  1969  annual  meeting, 
which  the  Third  District  Branch  will  host,  was 
discussed.  To  increase  attendance,  it  was  de- 
cided that  (a)  it  would  be  held  in  Albany,  the 
capitol  district,  ( b ) it  would  be  a one-day  affair, 
(c)  it  would  include  a round-table  discussion  by 
the  chairmen  of  the  standing  committees  of  the 
component  medical  societies,  ( d ) it  would  be  in 
conjunction  with  the  regional  meeting  of  the 
State  Medical  Society,  and  (e)  it  would  feature 
one  or  two  well-known  speakers. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fourth  District  Branch  held  a combined 
meeting  of  the  executive  committee  and  plan- 
ning committee  on  April  25,  at  Lake  George. 
At  this  meeting,  it  was  decided  that  “Current 
Comprehensive  Health  Planning”  would  be  the 
topic  for  the  1968  annual  meeting  to  be  held 
jointly  by  the  Third  and  Fourth  District 
Branches.  This  meeting  was  held  at  Lake 
George,  on  September  28.  The  symposium  was 
moderated  by  Daniel  O’Keeffe,  M.D.,  president 
of  Warren  County  Medical  Society.  Thomas 
D.  Pemrick,  M.D.,  Troy,  and  James  R.  Kim- 
mey,  M.D.,  director  of  Region  II,  U.S.  De- 
partment of  Health,  Education,  and  Welfare, 
also  participated.  After  luncheon  the  county 
medical  society  presidents  of  the  northern  dis- 
trict of  the  Northeastern  New  York  Regional 
Council  of  the  Comprehensive  Health  Planning 
Board  attended  a meeting.  The  afternoon 
programs  were  devoted  to  an  explanation  of 
modern  equipment  available  for  the  physician’s 
office.  The  New  York  Telephone  Company 
sponsored  a program  on  communications. 
Gene  BaUiett,  president  of  the  Medical  Man- 
agements Consultants  Inc.,  Teaneck,  New 
Jersey,  discussed  photocopying  machines.  El- 
mer Fiery,  Bergen  Drug  Company,  gave  an 
illustration  on  computer  billing  and  other  com- 
puter services  available  to  the  practicing  physi- 
cian. 

The  business  meetings  of  the  Third  and 
Fourth  District  Branches  were  held  during  this 
joint  meeting. 

Members  of  the  Fourth  District  Branch  ap- 
proved amendments  to  its  Bylaws,  creating  a 
nominating  committee  which  is  to  be  part  of 
the  executive  committee. 

The  following  officers  were  elected  for  a two- 
year  term  which  is  to  start  after  the  annual 
meeting  of  the  State  Medical  Society  in  Feb- 
ruary, 1969: 

President — Francis  X.  Dever,  M.D.,  Warren 

First  Vice-President — Leonard  J.  Schiff,  M.D., 
Clinton 

Second  Vice-President — Alton  Spencer,  M.D., 
Montgomery 

Secretary — Armand  J.  D’Errico,  M.D.,  Fulton 

Treasurer — Jacob  S.  Feynman,  M.D.,  Sara- 
toga 


Nominating  Committee — Milton  Greenberg, 
M.D.,  Washington;  Arthur  Howard,  M.D., 
Fulton;  Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

I take  this  opportunity  to  express  my  ap- 
preciation to  the  staff  of  the  State  Medical 
Society,  to  the  executive  officers,  to  the  plan- 
ning committee,  to  the  members  of  the  Fourth 
District  Branch,  to  the  members  of  the  Warren 
County  Medical  Society,  and  to  members  of 
the  Woman’s  Auxiliary  to  the  Medical  Societies 
of  Warren  and  Washington  Counties,  for  their 
cooperation  and  help. 

Respectfully  submitted, 

Walter  F.  Harrison,  Jr.,  M.D.,  President 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  met  in  conjunction 
with  the  Sixth  District  Branch  on  Saturday, 
September  7,  1968,  at  the  Sagamore  Hotel,  Bol- 
ton Landing,  Lake  George.  Although  the 
social  functions  at  the  meeting  were  combined, 
each  district  branch  conducted  its  own  business 
meeting. 

The  treasurer  reported  that  all  component 
societies  had  paid  their  assessments  to  help  de- 
fray the  district  expenses  and  the  Student  Amer- 
ican Medical  Association  obligation. 

Discussion  was  held  on  the  rotating  intern- 
ship program.  The  president  appointed  a 
committee,  consisting  of  Irving  L.  Ershler, 
M.D.,  Robert  B.  Bryant,  M.D.,  and  Francis  S. 
Caliva,  M.D.,  to  review  and  study  the  question 
of  rotating  internships  and,  if  needed,  to  draft 
a resolution  in  support  of  the  continuation  of  the 
rotating  internship  program. 

On  a motion  made  by  Bruce  E.  Chamberlain, 
M.D.,  and  seconded  by  Dr.  Ershler,  the  follow- 
ing recommendations  were  unanimously  ap- 
proved: 

1.  To  support  the  concept  of  local  health 
planning,  that  is,  small  multi-county  area-wide 
units,  coordinated  within  the  central  New  York 
region  by  an  agency  which  consists  of  adequate 
representation  of  health  professionals  and  mem- 
bers from  local  planning  groups; 

2.  To  inform  its  component  county  medical 
societies  of  this  action  and  to  urge  each  to 
endorse  in  writing  as  well  as  pledge  financial 
support  to  its  respective  area-wide  health  plan- 
ning organizations.  The  following  groups  in 
the  central  New  York  region  submitted  applica- 
tions for  organizational  grants  (under  PL  89- 
749,  Section  314B)  and  are  recommended  for 
support: 

A.  New  York-Pennsyl  vania  Agency  for 
Comprehensive  Health  Planning  (southern  tier) ; 

B.  Midstate  Comprehensive  Health  Plan- 
ning Committee; 

C.  Community  Health  Information  and 
Planning  Service  (CHIPS);  and 

D.  Northern  New  York  Comprehensive 
Health  Planning  Committee. 

3.  To  transmit  this  action  to  the  Medical 
Society  of  the  State  of  New  York  and  urge  the 
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Society’s  Council  to  take  similar  action. 

On  a motion  made  by  Dr.  Chamberlain  and 
seconded  by  Harold  Golden,  M.D.,  the  follow- 
ing recommendation  was  unanimously  approved: 

That  the  Central  New  York  Regional  Hospi- 
tal Review  and  Planning  Council  remain  an 
entity  and  continue  to  function  in  health 
facility  planning,  bearing  an  integral  relation- 
ship to  comprehensive  health  planning  agen- 
cies in  the  region;  that  this  expertise  in  facil- 
ity planning  not  become  diluted  by  its  expan- 
sion to  encompass  all  the  broad  activities  of 
comprehensive  health  planning;  and  that  the 
Medical  Society  of  the  State  of  New  York 
use  its  influence  with  the  appropriate  au- 
thorities to  see  that  this  action  is  imple- 
mented. 

The  executive  secretary  was  requested  to 
forward  these  two  actions  to  the  Council  of  the 
State  Medical  Society  with  copies  to  be  sent  to 
each  component  county  medical  society  in  the 
Fifth  District  Branch,  and  to  Edward  C. 
Hughes,  M.D.,  president,  and  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president,  of  the 
State  Medical  Society. 

The  nominating  committee  presented  the 
following  slate  of  officers,  to  serve  for  two  years, 
from  1968  to  1970,  and  they  were  unanimously 
elected: 

President — Theodore  J.  Prowda,  M.D.,  Sher- 
rill 

First  Vice-President — Bernard  J.  Hartnett, 
M.D.,  Auburn 

Second  Vice-President — Robert  B.  Bryant, 
M.D.,  Syracuse 

Secretary — William  R.  Carson,  M.D.,  Pots- 
dam 

Treasure) — Clarke  T.  Case,  M.D.,  Utica 
Delegate — Marvin  Brown,  M.D.,  Cleveland 
Felix  Ottaviano,  M.D.,  the  outgoing  president, 
received  a standing  ovation  for  his  leadership 
during  the  past  two  years. 

At  the  close  of  the  meeting,  Dr.  Ottaviano 
announced  that  the  1969  joint  meeting  of  the 
Fifth  and  Sixth  Districts  would  be  held  at 
Buck  Hill  Inn,  Buck  Hill  Falls,  Pennsylvania, 
the  weekend  following  Labor  Day,  September 
5 through  7,  1969.  We  have  reserved  the  new 
wing,  and  the  charge  will  be  $24  per  day  per 
person,  full  American  plan. 

I am  sad  to  announce  that  following  our  last 
meeting  in  September,  our  good  friend  and 
permanent  secretary,  Dr.  “Bill”  Carson,  suffered 
a “cerebral  accident”  and  is  confined  to  his  home. 
I am  sure  a note  or  card  from  any  of  his  friends 
would  make  his  convalescence  more  tolerable. 

At  the  county  level  the  big  issue  has  been 
Comprehensive  Health  Planning.  Each  county 
has  a special  committee  to  deal  with  this  sub- 
ject. The  county  chairmen  of  these  committees 
have  each  worked  diligently  and  far  beyond  the 
call  of  duty  to  get  the  concept  and  plans  for  local 
units  “off  the  ground”  so  that  their  plans  can  be 
approved  by  both  the  State  and  Federal  agen- 
cies. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  President 


Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Newly  elected  officers  of  the  Sixth  District 
held  an  organizational  meeting  in  Binghamton 
on  May  1,  1968.  Most  of  us  at  this  meeting 
had  been  privileged  to  attend,  on  April  4,  a 
Conference  of  County  Society  Presidents  which 
was  called  by  Edward  C.  Hughes,  M.D.,  presi- 
dent, State  Medical  Society.  We  all  agreed  that 
the  presidents’  conference  had  been  extremely 
worthwhile.  Other  items  considered  at  our  or- 
ganizational meeting  were  proposals  for  a dis- 
trict-sponsored Keogh  retirement  program  and 
preliminary  plans  for  an  annual  meeting  which 
is  to  be  held  in  conjunction  with  the  Fifth  Dis- 
trict Branch. 

The  officers  again  met  informally  in  Bingham- 
ton on  May  9,  at  which  time  we  attended  an 
area  conference  on  Comprehensive  Health 
Planning  sponsored  by  the  State  Medical 
Society.  Again  we  found  this  conference  to  be 
valuable.  During  the  summer  months,  the 
officers  and  committees  worked  on  such  items 
as  the  Keogh  proposal,  our  annual  meeting,  and 
budgetary  problems.  The  next  official  meeting 
was  held  on  September  6 to  8 at  the  Hotel  Sag- 
amore on  Lake  George. 

As  hosts  of  this  year’s  meeting,  it  was  our 
responsibility  to  develop  the  scientific  program 
as  well  as  to  make  other  meeting  arrangements. 
The  topics  for  the  scientific  sessions  included 
“Computerized  Medicine”  and  "The  Medical 
Examiner’s  System.”  The  speakers  included 
William  A.  Bauman,  M.D.,  chairman  of  the 
State  Society’s  Committee  on  Data  Processing 
in  Medicine;  Eric  Marler,  M.D.,  Research  Di- 
vision, International  Business  Machines  Corpo- 
ration; and  Milton  Helpern,  M.D.,  Chief 
Medical  Examiner,  City  of  New  York. 

Honored  guests  at  our  official  banquet  in- 
cluded Edward  C.  Hughes,  M.D.,  president; 
Felix  Ottaviano,  M.D.,  vice-president;  and 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent, of  the  State  Medical  Society.  Guest 
speaker  was  Richard  Bates,  M.D. 

Our  annual  business  meeting  was  held  on 
September  7.  The  Sixth  District  Branch 
adopted  a budget  to  help  offset  administrative 
expenses.  The  budget  also  includes  continued 
financial  support  of  the  Syracuse  Medical  School 
Chapter  of  the  Student  American  Medical 
Association.  The  membership  also  approved  a 
group  retirement  plan  and  adopted  two  resolu- 
tions concerned  with  Comprehensive  Health 
Planning. 

This  has  been  another  busy  year  for  the  Sixth 
District  Branch  officers.  We  are  indebted  to 
the  presidents  and  members  of  our  component 
counties  for  their  assistance  and  cooperation 
Respectfully  submitted, 

Henry  B.  Marshall,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  most  dramatic  change  that  has  taken 
place  during  my  administration  was  the  increas- 
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ing  responsibility  and  involvement  of  district 
branches  in  regional  medical  programs.  In 
the  Seventh  District  Branch  area,  the  medical 
profession  has  taken  a decidedly  influential 
role  in  most  of  the  programs,  as  follows: 

1.  Our  Regional  Utilization  and  Insurance 
Claims  Project,  initiated  in  1966,  continues  to 
function  under  the  auspices  of  the  Genesee 
Valley  Medical  Foundation.  For  one  reason  or 
another,  this  utilization  program,  sponsored  by 
the  physicians  of  the  11  counties,  has  not  had  all 
the  support  it  should  from  the  physicians  and 
hospitals.  The  committee  project,  however, 
continues  to  do  an  excellent  job  with  the  nursing 
homes  and  extended  care  facilities  for  which  one 
utilization  review  committee  functions  in  be- 
half of  almost  50  institutions.  There  are  a large 
number  of  physician  surveyors  who  do  the 
ground  work  in  this  area  of  endeavor. 

2.  The  Regional  Medical  Program,  known 
as  the  Heart  Disease,  Cancer,  and  Stroke  Pro- 
gram, has  developed  rapidly.  Area  physicians 
are  represented  in  the  different  levels  of  organ- 
ization, such  as  the  advisory  and  planning 
committees.  Nine  grant  applications  have 
been  approved  to  date  for  an  amount  well  over 
a million  dollars  per  year.  Joint  efforts  with 
other  planning  agencies  are  involved.  Among 
the  latest  is  an  effort  to  create  programs  to  re- 
lieve the  shortage  of  medical  manpower. 

3.  Comprehensive  Health  Planning  came 
into  being  in  this  area  with  the  medical  pro- 
fession organizing  the  basic  committee  engaged 
in  setting  the  tenets  on  which  this  group  would 
be  organized.  The  State  Medical  Society,  the 
Seventh  District  Branch,  and  the  Monroe 
County  Medical  Society  have  all  been  extremely 
active  in  trying  to  get  the  various  counties  in 
the  region  organized  so  that  all  can  take  their 
proper  place  in  this  important  planning  pro- 
gram. An  11-county  region  is  again  being 
utilized.  We  are  now  at  the  point  where  an 
advisory  committee  is  developing  the  Board  of 
Directors,  Constitution  and  Bylaws,  and  or- 
ganizational structure.  The  Nominating  Com- 
mittee is  chaired  by  Gerald  L.  Glaser,  M.D., 
Rochester,  who  began  as  chairman  of  the  fa- 
mous "committee  of  seven”  to  implement  this 
legislative  act. 

4.  Problems  relating  to  Genesee  Valley 
Medical  Care,  our  Blue  Shield  Plan,  are  gradu- 
ally being  resolved.  During  the  past  year  a 
major  stride  was  made  when  a new  partici- 
pant’s contract  was  promulgated.  This  new 
contract  will  now  permit  physicians  the  freedom 
to  practice  without  requiring  their  participation 
in  this  Blue  Shield  Plan.  There  still  are  two  or 
three  remaining  problems;  however,  the  future 
looks  bright  for  their  resolution. 

5.  With  the  increasing  involvement  of  Blue 
Cross  in  medical  programs,  the  Seventh  District 
Branch  has  sought  and  obtained  representation 
at  the  board  level  of  the  Blue  Cross  organization. 
It  is  our  belief  that  physicians  can  be  of  tre- 
mendous assistance  in  the  development  of  in- 
surance programs  in  the  area. 

During  the  course  of  the  year,  the  Seventh 
District  Branch  endorsed  additional  programs 


for  the  benefit  of  its  membership,  such  as  PRO 
Services,  Inc.,  whose  Keogh  Plan  with  multiple 
investment  options  was  supported,  and  um- 
brella liability  insurance  with  the  Sellers  Agency 
to  improve  the  insurance  program. 

Since  all  of  these  programs  involve  physicians 
on  a regional  basis,  this  brought  the  focus  on 
reorganization  of  the  district  branches.  Com- 
ponent county  society  representatives  contin- 
ually ask  for  answers  to  their  problems,  as  well 
as  demand  improved  communications  in  the 
area.  Plans  are  presently  under  way  to  offer  a 
more  comprehensive  program  in  the  Seventh 
District  Branch  because  of  the  frequent  state- 
ment made  by  physicians  that  they  do  not  have 
enough  time  to  manage  medical  society  affairs. 
The  medical  societies  in  the  urban  areas  seem 
to  be  a natural  hub  around  which  to  develop 
staffs  and  programs  for  the  district  branches. 
Medical  societies  in  the  rural  areas  are  desirous 
of  having  the  same  services  and  adequate  means 
of  bringing  this  about  must  be  found.  Three 
additional  council  meetings  were  held  in  this 
District  during  the  year,  because  of  the  increased 
business  relating  to  these  programs.  It  is 
apparent  that  the  full  potential  of  district 
branches  has  not  been  fulfilled.  With  govern- 
mental programs  being  regionally  based,  dis- 
trict branches  are  now  in  a more  important  and 
strategic  position  than  ever  before.  The  center 
for  most  of  these  governmental  programs  is 
either  in  a medical  center  or  an  urban  area,  and 
communications  with  and  cooperation  with  the 
rural  areas  is  a necessity.  District  branches 
are  organized  so  that  equal  representation, 
as  well  as  regional  representation,  is  provided. 
Medical,  political,  social,  and  economic  changes 
require  time  and  thought  on  the  part  of  physi- 
cians, both  as  individuals  and  as  members  of 
groups,  for  them  to  completely  understand,  to 
interpret,  and,  when  necessary  to  act  on  these 
changes. 

Problems  relating  to  Titles  18  and  19  under 
the  Social  Security  Act  continue  to  present 
difficulties  and  will  for  some  time  to  come. 
The  complexities  of  comprehensive  health  legis- 
lation are  just  beginning.  The  operation  of  the 
regional  medical  program  is  hardly  under  way. 

The  State  Medical  Society  has  been  talking 
about  the  reorganization  of  district  branches  for 
some  time.  Hopefully,  there  will  be  a report  on 
this  at  the  annual  meeting  in  February,  1969. 
The  activities  of  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  in 
trying  to  establish  committees  comprised  of 
members  at  the  State,  district,  and  county 
levels,  has  caused  increased  activity  in  the  dis- 
trict branches.  One  is  struck  with  the  feeling 
that  individual  physicians  who  comprise  the 
active  membership  of  our  associations  desire 
adequate  representation  to  conduct  business  for 
them.  The  same  physicians  wish  to  be  kept 
informed  but  are  too  busy  to  give  all  the  time 
necessary  to  the  task.  The  result  of  this  con- 
cern has  brought  this  district  branch  to  re- 
examine its  operation,  its  relationship  to  county 
medical  societies,  and  its  relationship  to  the 
State  Medical  Society  and  will,  undoubtedly. 
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result  in  recommendations  for  reorganization  in 
the  near  future.  We  are  proud  of  our  district 
branch,  we  believe  that  physicians  should  work 
closely  together  on  a regional  basis,  that  the 
partnership  with  government  and  other  health 
agencies  is  best  implemented  on  a regional  basis, 
and  that  it  is  important  for  physicians  to  be 
adequately  represented  and  served. 

The  policies  of  this  district  branch  in  de- 
veloping its  annual  meetings  and  communica- 
tions have  proved  quite  helpful.  Six  years  ago, 
35  people  attended  a district  branch  meeting, 
now  we  have  about  270.  A few  years  ago  we 
had  two  meetings  a year  of  the  advisory  coun- 
cil now  it  is  necessary  to  have  four  or  five. 
A short  time  ago  the  only  communications  that 
were  distributed  were  the  minutes  of  the  regular 
meetings  of  the  council.  These  have  now  been 
supplemented  by  key  communications  emanat- 
ing from  the  Monroe  County  Medical  Society. 
The  district  branch  is  now  represented  on  all 
important  regional  health  committees  and 
agencies,  it  is  now  assuming  a new  role  in  the 
medical  world.  This,  we  believe,  requires  a 
total  organization  designed  for  the  benefit  of 
patients  and  physicians  in  the  area. 

A joint  caucus  of  the  Seventh  and  Eighth 
District  Branches  was  held  during  the  annual 
meeting  of  the  State  Medical  Society  in  Febru- 
ary, 1968,  and  will  be  held  again  next  year. 

The  combined  meeting  of  the  Seventh  and 
Eighth  District  Branches,  held  at  the  Dorado 
Beach  Hotel,  San  Juan,  Puerto  Rico,  on  Septem- 
ber 25  through  29,  1968,  was  very  successful. 
About  270  physicians  and  their  wives  partici- 
pated in  this  meeting.  An  excellent  scientific 
program  was  presented  by  Puerto  Rican  phy- 
sicians, covering  such  subjects  as  “Sarcoidosis,” 
“Tuberculosis,”  “Social  Economics  of  Health 
Care,”  “The  History  of  the  Puerto  Rico  Blue 
Shield  Plans,”  and  “Comprehensive  Health  Care 
Planning  in  New  York  State”  was  discussed  by 
Edward  C.  Hughes,  M.D.,  president  of  the 
State  Medical  Society. 

Jose  Alvarez  De  Choudens,  M.D.,  president 
of  the  Puerto  Rico  Medical  Association,  gave 
the  history  of  the  medical  profession  and  health 
care  in  Puerto  Rico,  indicating  that  many  of  the 
problems  which  the  United  States,  as  a whole,  is 
now  facing  have  already  been  faced  in  their 
country.  Problems  of  health  care  coverage, 
adequate  treatment  facilities,  and  reimburse- 
ment programs  together  with  problems  of  nar- 
cotics, alcoholism,  and  pollution  in  an  area  with 
a high  percentage  of  medically  indigent  persons 
were  of  great  interest.  His  conclusion  that 
health  was  too  important  to  leave  to  the  poli- 
ticians presented  a challenge  to  all. 

I would  like  to  extend  my  thanks  to  the  dis- 
trict branch  officers  and  delegates,  to  Donald  M. 
Irish  and  Richard  Treccase  who  helped  staff  the 
joint  meetings,  and  to  Harry  Dexter,  field  rep- 
resentative of  the  Medical  Society  of  the  State 
of  New  York,  for  his  assistance  in  the  area. 

For  the  information  of  those  concerned,  the 
Seventh  and  Eighth  District  Branches  will 
hold  joint  meetings  at  the  Concord,  Kiamesha 
Lake,  on  October  2 through  5,  1969,  and  at  the 


King’s  Inn,  Grand  Bahamas,  September  30 
through  October  4,  1970. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Eighth  District 
Branch  was  held  at  the  Dorado  Beach  Hotel, 
San  Juan,  Puerto  Rico,  together  with  the 
Seventh  District  Branch,  on  September  25 
through  September  29. 

On  September  26,  in  a scientific  program 
moderated  by  the  president  of  the  Eighth  Dis- 
trict Branch,  the  members  heard  Eli  A.  Rami- 
rez, M.D.,  chief  of  medical  services,  San  Juan 
Veterans  Administration  Hospital,  speak  on 
“Sarcoidosis”;  Jaime  F.  Pou,  M.D.,  dis- 
cussed “Tuberculosis”;  and  Angel  L.  Rodriguez 
Rosado,  M.D.,  president  of  the  Board  of  Direc- 
tors of  Blue  Shield  Plans,  spoke  on  “The  History 
of  the  Puerto  Rico  Blue  Shield  Plans.” 

On  September  27,  Wayne  C.  Templer,  M.D., 
first  vice-president  of  the  Seventh  District 
Branch,  introduced  Jose  A.  Alvarez  de  Chou- 
dens, M.D.,  president  of  the  Puerto  Rico  Medi- 
cal Association,  who  spoke  at  length  on  the 
“Socioeconomics  of  Health  Care — The  Puerto 
Rican  Experience.” 

At  both  sessions,  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  dis- 
cussed the  State  Medical  Society’s  efforts  to 
alert  the  county  medical  societies  to  participate 
in  the  organization  of  comprehensive  health 
planning  at  the  county  level  to  insure  that  medi- 
cal care  planning  begins  at  the  county  level. 
Both  scientific  sessions  were  well  attended,  and 
many  questions  were  asked  of  the  speakers. 

At  the  business  meeting  held  by  the  Eighth 
District  Branch  on  September  28,  the  following 
reports  were  approved:  the  annual  report  of 
the  treasurer,  David  R.  Harrington,  M.D.; 
the  annual  report  of  the  president  for  1967 
which  was  published  in  the  November,  1967, 
issue  of  the  Bulletin;  the  report  of  the  advisory 
council  and  delegates  meeting  of  November  16, 
1967,  which  was  published  in  the  December, 

1967,  issue  of  the  Bulletin;  and  the  report  of 
the  advisory  council  meeting  held  on  August  1, 

1968,  which  was  published  in  the  September, 
1968,  issue  of  the  Bulletin. 

John  T.  Donovan,  Jr.,  M.D.,  chairman  of 
the  Nominating  Committee,  presented  the 
following  report: 

President — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Immediate  past  president — Paul  A.  Burgeson, 
M.D.,  Wyoming 

President-elect — Thomas  S.  Bumbalo,  M.D., 
Erie 

Secretary — David  R.  Harrington,  M.D., 
Genesee 

Treasure i — James  F.  Durkin,  M.D.,  Cat- 
taraugus 

There  being  no  further  nominations  from  the 
floor,  the  slate  was  unanimously  elected. 
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After  prolonged  discussion,  the  following 
motion  was  approved:  That  the  program 

committee  contact  Eastern  Air  Lines  to  pro- 
test the  poor  flight  service  and  equipment,  par- 
ticularly on  flight  number  8851-52  which  uti- 
lized the  turbojet  plane. 

The  three-day  meeting  closed  with  the  an- 
nual dinner  on  September  28,  at  which  Edward 
C.  Hughes,  M.D.,  president  of  the  State  Medi- 
cal Society,  was  the  honored  guest  and  the 
principal  speaker. 

The  registration  totalled  272. 

I wish  to  thank  the  members  of  the  program 
committee  for  the  excellent  programs.  The 
committee  consisted  of:  Wayne  C.  Templer, 

M.D.,  and  Thomas  S.  Bumbalo,  M.D.,  co- 
chairmen;  Lynn  R.  Callin,  M.D.;  Vincent  I. 
Bonafede,  M.D.;  David  L.  Koch,  M.D.;  Ralph 
C.  Parker,  Jr.,  M.D.;  Paul  A.  Burgeson,  M.D.; 
Herbert  A.  Laughlin,  M.D.;  David  R.  Har- 
rington, M.D.;  and  James  R.  Nunn,  M.D. 

I should  also  like  to  thank  the  two  executive 
secretaries,  Richard  F.  Treccase,  Eighth  Dis- 
trict Branch,  and  Donald  M.  Irish,  Seventh 
District  Branch;  Joseph  J.  Guariglia,  Esq., 
legal  counsel  for  the  Eighth  District  Branch, 
Harry  J.  Dexter,  field  representative  of  the 
State  Medical  Society,  for  his  excellent  co- 
operation throughout  the  year;  and  the  staff 
members  in  the  offices  of  the  Medical  Society 
of  the  County  of  Erie. 

I wish  also  to  acknowledge  the  fine  work  and 
cooperation  of  Victor  M.  Breen,  M.D.,  who  has 
become  the  permanent  chairman  of  the  annual 
golf  tournament  held  during  the  combined 
meetings  of  the  Seventh  and  Eighth  District 
Branches. 

The  work  of  the  Eighth  District  Branch  was 
reflected  in  the  reports  of  the  advisory  council 
meetings,  and  I wish  to  thank  the  members  of 
the  council — the  presidents  and  secretaries  of 
the  county  medical  societies  in  the  Eighth  Dis- 
trict Branch — for  their  cooperative  efforts  on 
behalf  of  the  medical  profession  in  western  New 
York. 

Respectfully  submitted, 

Paul  A.  Burgeson,  M.D.,  President 

District  Branches 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  District 
Branches  are  as  follows: 

George  T.  C.  Way,  M.D.,  Chairman 


Dutchess 

Carl  Goldmark,  Jr.,  M.D.,  First.  . .New  York 

Reginald  Steen,  M.D.,  Second Nassau 

James  Moore,  M.D.,  Third Albany 

Arthur  Howard,  M.D.,  Fourth Fulton 

Felix  Ottaviano,  M.D.,  Fifth Madison 

George  G.  McCauley,  M.D.,  Sixth 

Tompkins 

Joseph  J.  Kaufman,  M.D.,  Seventh.  . .Wayne 

John  D.  Naples,  M.D.,  Eighth Erie 

Arthur  H.  Diedrick,  M.D.,  Ninth 


. Westchester 

Pursuant  to  the  instructions  of  the  House  of 


Delegates  at  the  annual  meeting  in  February, 
1968,  the  committee  wishes  to  recommend  that 
those  sections  of  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New 
York  which  pertain  to  the  realignment  of  the 
district  branches  be  amended.  The  basis  for 
recommending  the  following  amendments  to 
the  Constitution  and  Bylaws  has  been  simply 
to  adopt  the  districts  established  for  the  Com- 
prehensive Health  Planning  program  of  the 
State  of  New  York.  There  are  two  reasons  for 
these  changes:  (1)  the  increasing  activity  of 
the  State  Medical  Society  in  this  area,  and  (2) 
the  awareness  that  these  districts  and  programs 
are  going  to  be  one  of  the  major  controlling 
interests  in  the  rendering  of  health  services  in 
the  future.  Therefore,  it  is  only  logical  that 
it  will  be  the  regional  unit  of  organized  medi- 
cine that  must  participate  in  these  activities. 

The  committee,  therefore,  recommends  that 
the  Constitution  and  Bylaws  be  amended  as 
follows: 

1.  Amend  Article  XI,  Section  1,  second 
sentence,  of  the  Constitution  entitled  “District 
Branches”  by  changing  the  word  “nine”  to 
“seven”  so  that  Article  XI,  Section  1,  will  then 
read:  “The  membership  of  the  Society  shall 
be  divided  into  seven  district  branches  as  fol- 
lows.” 

2.  Amend  Article  XI,  Section  1,  first  line 
of  the  second  paragraph,  by  changing  the  word 
“First”  to  “Metropolitan”  so  that  Article  XI, 
Section  1,  second  paragraph,  will  then  read: 
“The  Metropolitan  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies  of 
the  Counties  of  Bronx,  Kings,  New  York, 
Queens,  and  Richmond.” 

3.  Amend  Article  XI,  Section  1,  third 
paragraph,  by  changing  the  word  “second” 
to  “Long  Island”  so  that  Article  XI,  Section  1, 
third  paragraph,  will  then  read:  “The  Long 
Island  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Coun- 
ties of  Nassau  and  Suffolk.” 

4.  Amend  Article  XI,  Section  1,  by  deleting 
the  fourth,  fifth,  sixth,  seventh,  eighth,  ninth, 
and  tenth  paragraphs  and  in  place  thereof 
substitute  the  following  paragraphs: 

“The  Northeastern  District  Branch  shall 
comprise  the  members  of  the  Medical  Societies 
of  the  Counties  of  Franklin,  Clinton,  Essex, 
Hamilton,  Warren,  Fulton,  Saratoga,  Washing- 
ton, Montgomery,  Albany,  Schenectady,  Rens- 
selaer, Otsego,  Schoharie,  Delaware,  Greene, 
and  Columbia. 

“The  Central  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  St.  Lawrence,  Herkimer, 
Lewis,  Jefferson,  Oswego,  Oneida,  Madison, 
Cayuga,  Onondaga,  Cortland,  Chenango, 
Tompkins,  Tioga,  and  Broome. 

“The  Ontario  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Orleans,  Monroe,  Wayne, 
Seneca,  Ontario,  Livingston,  Yates,  Schuyler, 
Chemung,  Steuben,  and  Allegany. 
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“The  Western  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Niagara,  Genesee,  Erie, 
Wyoming,  Cattaraugus,  and  Chautauqua. 

“The  Mid-Hudson  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 
cieties of  the  Counties  of  Dutchess,  Ulster, 
Sullivan,  Orange,  Putman,  Rockland,  and 
Westchester.” 

5.  Amend  Chapter  XIII,  Section  4,  second 
and  third  lines,  of  the  Bylaws  by  adding  the 
following  words  “on  a regional  basis  the  pur- 
poses and  programs  of  organized  medicine  as 
exemplified  by  the  Medical  Society  of  the 
State  of  New  York;  to  represent  the  medical 
profession  in  those  regional  activities  which 
may  pertain  to  matters  of  health;  to  potentiate 
and  coordinate  the  activities  of  the  medical 
societies  of  those  counties  within  its  geographic 
area;  to  promote”  after  the  word  “promote”; 
by  deleting  the  comma  and  the  words  “and 
other”  after  the  word  “cultural”;  and  adding  a 
semicolon  and  deleting  the  words  “within  the 
district”  after  the  word  “profession”  so  that 
Chapter  XIII,  Section  4,  will  then  read:  “The 
objects  of  the  district  branches  shall  be  to  pro- 
mote on  a regional  basis  the  purposes  and  pro- 
grams of  organized  medicine  as  exemplified  by 
the  Medical  Society  of  the  State  of  New  York; 
to  represent  the  medical  profession  in  those 
regional  activities  which  may  pertain  to  matters 
of  health;  to  potentiate  and  coordinate  the 
activities  of  the  medical  societies  of  those 
counties  within  its  geographic  area;  to  promote 
the  scientific,  social,  and  cultural  interests  of 
the  medical  profession;  and  to  cooperate  with 
the  Council  of  the  Medical  Society  of  the  State 
of  New  York  in  any  way  which  that  body  may 
advise.” 

This  committee  has  been  in  existence  for  five 
years.  With  the  submission  of  this  report,  its 
original  purpose  has  been  fulfilled.  The  com- 
mittee, therefore,  requests  that  it  be  retired 
gracefully. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

Your  committee  read  carefully  the  recom- 
mendations contained  in  the  report  of  the 
Committee  on  District  Branches  submitted 
by  George  T.  C.  Way,  M.D.,  chairman. 

Pursuant  to  the  interest  and  discussion  of  this 
subject,  your  reference  committee  supports  the 
following  recommendations: 

1.  That  the  principle  of  reapportionment  of 
district  branches  in  specified  areas  where  this 
will  strengthen  the  district  concept  be  endorsed. 

2.  That  the  change  proposed  by  the  com- 
mittee in  its  report  is  premature,  since  the 
boundaries  advocated  by  the  Comprehensive 
Health  Planning  agencies  have  not  as  yet  been 
established  and  differ  from  one  region  to  an- 
other. 


3.  That  no  such  reapportionment  of  district 
branches  should  take  place  without  the  advice 
and  consent  of  individual  county  societies 
involved  in  the  change. 

Your  committee  commends  Dr.  Way  and  his 
committee  members  for  their  industrious  work 
in  a difficult  area.  It  is  recommended  that  this 
committee  continue  its  efforts  to  strengthen  the 
district  branch  concept. 

It  is  suggested  that  the  possibility  of  a full- 
time staff  at  the  district  level  be  considered 
in  those  areas  where  it  may  be  applicable. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

69-51.  Listing  in  the  Medical  Directory  of  New 
York  State  of  the  Various  Local  Medical  Specialty 
Societies 

Introduced  by  David  H.  Klasson,  M.D.,  Kings, 
as  an  individual 

Whereas,  Local  specialty  societies  are  in- 
strumental in  furthering  continuing  education 
in  their  individual  specialties  among  physicians 
in  their  local  communities;  and 

Whereas,  These  activities  entitle  the  local 
specialty  societies  to  the  recognition  of  listing 
them  in  the  Medical  Directory  of  New  York 
State*,  and 

Whereas,  Such  listing  was  previously  in- 
cluded in  the  Medical  Directory  of  New  York 
State;  now  therefore  be  it 

Resolved,  That  the  executive  vice-president 
be  directed  to  list  specialty  society  membership 
as  a part  of  each  physician’s  listing  in  forth- 
coming issues  of  the  Medical  Directory  of  New 
York  State. 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Richard 
D.  Eberle,  M.D.,  chairman. 

Your  reference  committee  sees  little  need  for 
the  inclusion  of  local,  and  we  emphasize  the 
word  “local,”  specialty  societies  in  the  Medical 
Directory  of  New  York  State  and  realizes  that 
such  a listing  would  entail  an  increase  in  cost, 
become  cumbersome  in  its  application,  and  fail 
to  serve  a valid  purpose.  The  committee, 
therefore,  recommends  disapproval  of  this 
resolution. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
disapproving  resolution  69-51. 

The  House  voted  to  adopt  the  report  of  the  refer- 
ence committee  as  a whole. 

Medicare  and  Medicaid 

Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Plans  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Plans  are: 

George  Himler,  M.D.,  Chairman . .New  York 

G.  Rehmi  Denton,  M.D Albany 
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Robert  Schwinger,  M.D Queens 

William  L.  Wheeler,  Jr.,  M.D New  York 

The  committee  has  met  formally  on  two  oc- 
casions since  it  was  appointed  in  February,  1968. 
As  the  delegates  are  aware,  in  early  1968  con- 
gress imposed  severe  limitations  on  Federal  con- 
tributions to  Medicaid  programs  which  had  an 
exceptionally  great  impact  on  the  New  York 
State  program.  New  York  State,  in  turn,  cut 
back  its  own  program  and  eliminated  approxi- 
mately two  million  eligible  recipients  from  the 
Medicaid  rolls.  The  new  eligibility  standards 
were  much  more  stringent  than  those  recom- 
mended by  the  1968  House  of  Delegates  and 
were  apparently  dictated  by  the  increasing 
budgetary  requirements  of  the  State  for  this  and 
other  programs,  notably  welfare. 

In  spite  of  this  rollback,  the  Medicaid  pro- 
gram has  proved  to  be  costly  and  has  required 
the  expenditure  of  unexpectedly  large  sums  of 
Federal,  State,  and  local  funds.  Under  these 
circumstances,  your  committee  has  found  it  im- 
possible to  achieve  the  use  of  the  usual,  cus- 
tomary, and  prevailing  fees  method  of  reim- 
bursement, to  negotiate  better  interim  fees,  or 
even  to  reopen  the  dialogue  on  fees  and  State 
officials. 

Several  meetings  were  held  with  members  of 
the  Office  of  Health  Economics  and  representa- 
tives of  the  State  Health  Department,  Depart- 
ment of  Social  Services,  and  Department  of  the 
Budget  to  discuss  payment  for  the  treatment 
of  Medicaid  patients  in  hospital  clinics  and  of 
inhospital  patients  on  teaching  services.  Your 
representatives  again  called  for  reimbursement 
at  the  usual,  customary,  and  prevailing  rate 
and  were  rejected.  For  clinic  services,  the 
three  departments  unilaterally  adopted  a pay- 
ment schedule  of  $35  per  clinic  session  for  gen- 
eralists and  $50  per  clinic  session  for  specialists. 
Your  committee  did  not  consider  these  fees  to 
be  adequate  and  did  not  approve  them,  but 
they  did  feel  that  any  payment  at  all  was  a step 
in  the  right  direction.  At  this  time,  there  was 
still  no  provision  for  paying  attending  physicians 
who  “supervised”  the  care  of  inhospital  Medi- 
caid patients  on  teaching  services. 

After  several  more  meetings  and  repeated 
urging,  the  State  Health  Department  issued 
Bulletin  68-14  on  August  6,  1968.  This  bul- 
letin stated  that  a plan  had  been  approved  by 
the  director  of  the  budget  providing  payment  for 
medical  services  rendered  to  inhospital  Medicaid 
patients  on  approved  teaching  services. 

The  memorandum  set  forth  the  requirements 
that  physicians  must  meet  to  qualify  for  pay- 
ment and  the  manner  in  which  fees  were  to  be 
billed  and  funds  were  to  be  segregated  and  dis- 
tributed. These  regulations  had  been  worked 
out  in  conjunction  with  the  previous  Medical 
Advisory  Committee  and  your  present  commit- 
tee and  were  entirely  satisfactory.  In  the 
interest  of  brevity,  they  are  not  set  forth  in  this 
report,  but,  in  essence,  they  guarantee  that  the 
rights  of  the  physicians  rendering  the  services 
will  be  preserved  in  spite  of  the  fact  that  the 
hospitals  bill  and  collect  fees  in  their  names. 

The  provisions  of  the  bulletin  as  far  as  pro- 


fessional fees  are  concerned  are  considerably 
less  satisfactory.  The  plan  adds  the  following 
fees  to  the  State  Maximum  Fee  Schedule  under 
medical  services: 

Item  9020  First  visit,  history,  examination, 
and  treatment $6.50 

Item  9021  Subsequent  visit,  including  treat- 
ment   $5.00 

Note:  (1)  First  week  of  care  not  to  exceed 

one  visit  daily.  (2)  Subsequent  week(s)  not 
to  exceed  three  visits  weekly. 

For  surgery,  reimbursement  for  inhospital 
services  will  be  limited  to  80  per  cent  of  fees  as 
listed  in  the  surgery  section  of  the  Maximum 
Fee  Schedule  when  aftercare  is  provided  in  the 
hospital  outpatient  department.  Payment  for 
such  aftercare  is  made  on  a per-visit  basis  to  the 
hospital  and  to  the  outpatient  department 
physician  (or  to  the  hospital  on  his  behalf),  in 
accordance  with  prescribed  procedures. 

The  fee  for  medical  specialists  is  patently 
absurd,  as  are  the  limitations  on  the  number  of 
visits.  The  State  Department  of  Health  ex- 
plains this  in  the  following  manner:  “Physi- 

cians assigned  as  personal  physicians  receive 
considerable  assistance  from  the  resident  and 
intern  staff  whose  proportionate  salaries  are 
included  in  the  calculation  of  the  hospital  per 
diem  rate  paid  by  the  Medical  Assistance  Pro- 
gram. Therefore  the  specialists’  fees  in  the 
State  Medical  Fee  Schedule  shall  not  apply.” 
The  Health  Department  used  the  same  general 
reasoning  for  setting  reimbursement  for  surgical 
services  at  80  per  cent  of  an  already  inadequate 
fee  schedule. 

In  spite  of  these  schedules,  which,  needless  to 
say,  your  committee  protested  vigorously,  the 
institution  of  payment  to  physicians  for  out- 
patient department  and  inhospital  services 
rendered  to  Medicaid  patients  is  certainly  a step 
forward.  The  rates  will  be  the  subject  of  re- 
negotiation when  a climate  is  restored  that 
makes  negotiation  possible. 

Parenthetically,  it  is  interesting  to  note  that 
the  City  of  New  York  has  taken  the  cynical  and 
untenable  position  that  Bulletin  68-14  prescribes 
maximum  fees,  that  the  City  may  choose  to 
pay  any  portion  of  those  maximum  fees,  and 
that,  in  view  of  its  straitened  circumstances, 
it  will  pay  at  the  rate  of  zero  per  cent  of  the 
fees  listed  in  the  schedule.  This  high-handed 
decision  was  challenged  by  your  chairman  in 
testimony  presented  before  the  Lent  Committee 
in  New  York  City,  on  September  26,  1968.  In 
addition,  the  first  District  Branch,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
Greater  New  York  Hospital  Council  are  jointly 
sponsoring  a meeting  with  city  and  State 
health,  social  services,  and  budget  officials  in  the 
near  future  (December,  1968).  If  satisfactory 
agreements  are  not  reached  at  the  meeting,  it  is 
entirely  likely  that  legal  means  will  be  sought  to 
overturn  New  York  City’s  decision. 

Your  committee  is  aware  that  there  are  other 
things  besides  fees  that  can  be  negotiated.  It 
is,  therefore,  planned  to  hold  one  or  more  meet- 
ings with  the  various  specialty  organizations  of 
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the  State,  and  the  general  practice  groups,  to 
establish  the  current  status  of  Medicaid,  the 
criticisms  and  complaints  of  the  groups,  and 
their  opinions  on  the  best  course  for  future  ac- 
tion. At  the  same  time,  efforts  will  be  made 
through  the  State  Legislative  Committee  of  the 
State  Medical  Society  to  reintroduce  and  pro- 
mote the  passage  of  legislation  requiring  re- 
imbursement of  health  professionals  at  the  usual, 
customary,  and  prevailing  rates. 

To  further  arm  your  committee  with  informa- 
tion, the  State  Medical  Society  has  authorized 
that  an  extensive  fee  survey  be  done  which,  in 
addition  to  providing  information  on  prevailing 
fees  on  a regional  basis,  will  make  it  possible 
to  revise  the  Society’s  Relative  Value  Scale. 

Although  the  original  heat  and  urgency  have 
abated,  your  committee  is  keenly  aware  that 
government  supported  programs  must  receive 
constant,  close  attention  and  that  negotiating 
improvements  will  be  a continuous,  although 
necessarily  slow,  process. 

Your  chairman  would  like  to  acknowledge  the 
contributions  of  the  committee  members,  G. 
Rehmi  Denton,  M.D.,  Robert  Schwinger,  M.D., 
and  William  L.  Wheeler,  Jr.,  M.D.  They  have 
been  an  unfailing  source  of  wisdom,  advice,  and 
encouragement. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen : 

In  January,  1969,  the  Governor  of  New  York 
State  announced  his  intention  of  making  sweep- 
ing changes  in  the  Medicaid  program  to  effect 
reductions  in  government  spending.  His 
proposals  included  the  following  measures: 

1.  The  reduction  of  income  eligibility  levels 
for  public  assistance. 

2.  The  re-establishment  of  financial  re- 
sponsibility for  relatives. 

3.  The  limitation  of  dental  benefits. 

4.  The  limitation  of  nursing  home  payments 
of  one  hundred  days  as  in  Medicare,  rather  than 
payments  for  an  unlimited  time,  as  presently 
provided. 

5.  The  freezing  of  long-term  care  facility 
rates  at  the  1968-1969  level. 

6.  The  freezing  of  hospital  rates  at  the  1968- 
1969  level.  Mention  was  also  made  of  the 
possibility  of  paying  hospitals  and  long-term 
care  facilities  at  90  per  cent  of  the  frozen  rates. 
Since  hospital  costs  are  expected  to  increase  by 
16  to  18  per  cent  in  the  coming  year,  this  means 
that  reimbursement  for  hospital  services  to 
Medicaid  patients  may  be  made  at  75  per  cent 
of  cost. 

7.  The  across-the-board  reduction  of  the 
fees  of  physicians  and  other  providers  of  serv- 
ices to  80  per  cent  of  present  fee  schedules. 

Some  of  these  changes  could  be  made  by 
administrative  action  on  the  part  of  the  Gover- 
nor, others  would  require  legislation.  Reduc- 
tion of  physicians’  fees  is  an  item  that  requires 
no  legislation.  Taken  all  together,  the  proposed 


modifications,  if  put  into  effect,  are  sufficiently 
drastic  to  threaten  the  continued  existence  of 
this  already  marginal  program. 

Following  the  announcement  of  the  Gover- 
nor’s plans,  it  was  decided  by  the  officers  that 
the  Medical  Society  of  the  State  of  New  York, 
in  the  public  interest,  must  assume  the  re- 
sponsibility of  salvaging  what  it  could  of  the 
Medicaid  program.  A meeting  with  Governor 
Rockefeller  was,  therefore,  requested  to  discuss 
the  current  status  of  Medicaid  and  the  effect 
his  reductions  would  have  on  the  provision  of 
medical  assistance  to  the  indigent. 

The  meeting  was  held  on  February  4 at  the 
Executive  Chambers  in  Albany.  Those  present 
for  the  State  were  the  Governor  and  his  staff 
members,  and  Hollis  S.  Ingraham,  M.D., 
Health  Commissioner  of  New  York  State,  with 
his  staff  members.  The  Medical  Society  of 
the  State  of  New  York  was  represented  by 
Edward  C.  Hughes,  M.D.,  president;  Walter  T. 
Heldmann,  M.D.,  president-elect;  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  John 
H.  Carter,  M.D.,  chairman  of  the  Committee 
on  State  Legislation;  and  George  Himler, 
M.D.,  chairman  of  this  committee.  George 
W.  Foy,  Esq.,  and  John  C.  Rice,  Esq.,  were 
present  in  their  capacity  as  legislative  advisers. 

To  open  the  meeting,  there  was  general  dis- 
cussion of  the  Society’s  legislative  program  for 
the  current  session  and  how  it  might  fit  into  the 
Governor’s  plans.  This  will  undoubtedly  be 
reported  elsewhere  and,  is,  therefore,  not  part 
of  this  report. 

On  the  subject  of  Medicaid,  your  chairman 
and  other  representatives  of  the  Society 
made  it  clear  that  their  purpose  in  seeking  a 
meeting  with  the  Governor  was  not  primarily 
to  protect  physicians’  fees  and  incomes,  but  to 
preserve  a program  that  is  essential  to  the  well 
being  of  the  indigent  person. 

It  was  pointed  out  that,  although  the  Medical 
Society  of  the  State  of  New  York  had  called  for 
cutting  back  eligibility  standards  from  $6,000 
per  annum  for  the  proverbial  family  of  four  to 
the  pre-existing  Kerr-Mills  ceiling  of  $5,300, 
it  was  emphatically  opposed  to  further  reduc- 
tions from  the  present  low  levels.  Even  with 
current  criteria,  medical  assistance  Ls  not  avail- 
able to  many  who  need  health  services  and  who 
are  medically  indigent  in  the  strict  sense  of  that 
definition. 

The  State  Medical  Society’s  stand  on  the 
question  of  financial  responsibility  for  relatives 
was  also  presented.  The  Governor  was  in- 
formed that  the  enforcement  of  this  regulation 
in  the  past  did  not  result  in  appreciable  savings 
to  government,  but  did  have  the  effect  of  pre- 
venting many,  who  would  otherwise  claim 
medical  assistance,  from  seeking  needed  health 
care.  The  result  of  this  deterrent  is  that  in- 
digent persons  seek  assistance  only  when  their 
illness  is  in  an  advanced  stage  and  their  care  is  a 
greater  financial  burden  on  the  community 
than  it  need  have  been. 

The  limitation  of  nursing  home  rates  and  the 
curtailment  of  benefits  to  one  hundred  days 
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were  other  topics  of  discussion.  Your  repre- 
sentatives discussed  payment  rates  only  in 
general  terms,  but  specifically  opposed  the 
reduction  in  benefits.  It  must  be  remembered 
that  the  State,  by  administrative  fiat,  is  now 
excluding  all  senile  patients  who  are  disturbed, 
but  not  psychotic,  from  the  State  mental 
hospitals.  The  care  of  such  individuals  is, 
almost  without  exception,  beyond  the  capabili- 
ties of  their  families,  and  the  financial  burden 
of  maintaining  them  in  extended  care  or  cus- 
todial facilities  is  intolerable.  While  there  is, 
indeed,  sound  reason  to  limit  State  expendi- 
tures for  extended  care,  it  is  imperative  that 
this  be  done  on  a more  selective  basis  than  is 
now  intended. 

The  freeze  on  payments  to  hospitals  was  not 
explored  in  all  its  ramifications  since  it  is  an 
extremely  complex  question.  Your  group  did 
express  the  fear  that  it  might  result  in  the 
exclusion  of  Medicaid  patients  from  even  the 
teaching  services  of  voluntary  hospitals.  Al- 
though admittedly  difficult,  it  is  vastly  prefer- 
able to  offer  hospitals  incentives  to  effect 
economies,  rather  than  to  impose  rigid  ceilings 
on  payments.  In  this  fashion,  although  tax 
savings  might  be  longer  in  coming,  there  is 
less  disruption  of  hospital  services  for  the  most 
helpless,  dependent,  and  needy  segment  of  the 
population. 

Finally,  the  question  of  professional  fees 
was  considered,  and  your  representatives  firmly 
opposed  the  proposed  20  per  cent  across-the- 
board  reduction.  The  Governor  was  informed 
that  the  medical  profession  was  currently 
operating  under  a fixed  maximum  fee  schedule 
that  was  promulgated  in  1966  and  was  sub- 
standard from  its  inception.  Since  the  schedule 
had  not  been  increased  since  that  time,  it  was 
continually  being  cut  by  increasing  costs  for 
physicians  in  this  era  of  rising  prices.  Your 
chairman  stated  that  in  the  two  and  one-half 
years  since  the  beginning  of  the  Medicaid 
program,  this  increase  in  costs  had  already 
diminished  effective  payment  under  the  maxi- 
mum fee  schedule  by  10  to  15  per  cent  and  that 
the  imposition  of  an  individual  20  per  cent 
cutback  would  bring  the  fee  schedule  below 
the  old  Book-V  level. 

It  was  further  brought  out  that  total  program 
expenditures  for  medical  services  in  the  past 
year  were  between  90  and  95  million  dollars. 
A 20  per  cent  reduction  of  this  amount  would 
result  in  a saving  of  under  20  million  dollars 
in  a 1.5  billion  dollar  program.  When  the 
Governor  stated  that  his  purpose  was  to  contain 
further  increases  in  cost  rather  than  to  effect 
immediate  savings,  he  was  informed  that  this 
was  already  being  accomplished  by  drastic 
limitations  of  eligibility  which  reduced  the 
number  of  services  rendered  and  the  erosion 
by  inflation  of  professional  payments  made  in 
accordance  with  a fixed  fee  schedule.  In 
times  of  increasing  costs,  fixed  schedules  are 
customarily  negotiated  or  revised  upward  to 
keep  them  abreast  of  cost  indices.  It  was  made 
clear  to  the  Governor  that  his  proposal  to  cut 
these  fixed  fees,  that  had  never  been  increased, 


was  tantamount  to  levying  a double  penalty  on 
the  providers  of  service. 

To  bring  out  the  dangers  inherent  in  such  a 
policy,  it  was  explained  that  in  New  York  City, 
only  5 per  cent  of  all  medical  payments  were 
made  for  care  rendered  by  personal  or  private 
physicians.  This  Ls  an  indication  that  Medicaid 
patients  are  receiving  their  care  in  clinics  and  on 
wards,  as  they  did  before  Medicaid.  Outside 
of  New  York  City,  however,  70  to  80  per  cent  of 
physicians  are  participating  in  Medicaid  by 
offering  private  care  to  its  beneficiaries.  This 
was  the  intent  of  the  legislation  and  the  Gover- 
nor’s stated  objective  at  the  inauguration  of 
the  program,  “to  bring  the  indigent  main- 
stream health  care  by  providing  payment  for 
the  services  they  receive  at  the  usual,  or  going, 
rate.” 

Your  chairman  expressed  the  belief  that  most 
physicians  feel  that  they  are  being  unfairly 
discriminated  against  in  the  proposed  20  percent 
reduction  of  fees,  and  that  a large  proportion 
of  those  who  are  now  supporting  the  program 
would  withdraw  that  support  by  declining  to 
render  private  care  to  Medicaid  beneficiaries. 
When  queried  on  whether  or  not  physicians 
would  refuse  to  render  needed  services,  he 
replied  that  they  would  not,  but,  that,  as  a 
matter  of  economic  necessity,  they  would  do  so 
in  clinics  and  in  wards,  rather  than  in  their 
offices  or  their  private  hospital  services.  This 
would  be  a reversion  to  the  type  of  poor-house 
care  that  the  Governor  and  the  legislators  had 
led  the  indigent  people  to  believe  would  be 
eliminated  by  Medicaid. 

In  addition,  in  response  to  a previous  ques- 
tion on  how  hospital  costs  might  be  controlled, 
it  was  pointed  out  that  services  rendered  by  the 
private  physician  were  government’s  best 
defense  against  excessive  utilization  of  hospital 
outpatient  departments  and  inhospital  facilities. 
The  effect  of  a mass  withdrawal  of  physicians 
from  the  program  would  necessarily  channel 
Medicaid  recipients  into  the  clinics  and  hospitals 
where  facilities  are  already  overextended,  and 
services  are  infinitely  more  costly  than  they  are 
when  rendered  by  privately  practicing  physi- 
cians. Thus  the  small  savings  achieved  by 
cutbacks  of  physician’s  fees  would  be  more  than 
offset  by  the  greater  costs  of  excessive  hos- 
pitalization and  increased  ambulatory  clinic 
care. 

Following  this  presentation,  there  was  a brief 
discussion  of  compulsory  or  universal  health 
insurance  as  an  alternative  to  Medicaid  or  as  a 
first-line  provider  to  Medicaid.  Beyond  a very 
brief  statement  of  the  Society’s  position,  there 
was  no  attempt  made  to  go  into  the  details 
of  this  proposal.  The  Governor  will  apparently 
reintroduce  the  bill  in  substantially  the  same 
form  as  last  year,  and  it  seems  to  have  no 
greater  chance  of  being  passed  this  year  than  it 
did  last  year. 

Your  representatives  had  a courteous  and  a 
fair  hearing.  However,  although  your  chair- 
man is  hopeful  by  nature,  he  is  not  optimistic 
that  the  arguments  advanced  will  materially 
change  the  Governor’s  recommendations  or 
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subsequent  action  by  the  Legislature.  They 
both  seem  disposed  to  over-react  in  the  direc- 
tion of  economy,  as  they  over-reacted  at  the 
beginning  of  the  program  toward  excessively 
high  eligibility  standards  and  benefits. 

In  addition,  the  impression  is  abroad,  in  the 
administration  and  the  Legislature,  that  the 
Medicaid  program  became  moribund  with  the 
restriction  of  Federal  matching  funds  and  with 
the  rising  tide  of  protest  against  further  State 
and  local  taxation.  It  is  your  chairman’s 
impression  that  the  administration  has  lost 
interest  in  shoring  up  the  crumbling  Medicaid 
program  and  would  prefer  to  see  it  collapse 
entirely  to  make  way  for  compulsory  health 
insurance  and  other  programs  as  yet  undis- 
closed. Compulsory  health  insurance,  as  pro- 
posed, would  not,  however,  be  an  answer  to 
the  problems  of  medical  indigency.  Unless 
and  until  better  programs  are  devised,  the 
Society  should  continue  to  exert  every  effort 
to  make  medical  assistance  to  the  needy  a 
viable  and  effective  program. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  H.  Green wald, 
M.D.,  chairman. 

The  annual  and  supplementary  reports  of  the 
Policy  and  Negotiating  Committee  for  Govern- 
ment Supported  Health  Plans  were  read  with 
great  interest  by  the  reference  committee. 
We  urge  the  House  of  Delegates  to  read  these 
reports  in  their  entirety. 

In  spite  of  its  excellent  and  conscientious 
work,  it  is  poignantly  clear  that  the  Policy  and 
Negotiating  Committee  has  been  able  to  make 
few  tangible  gains,  while  there  have  been  several 
obvious  disappointments. 

We  agree  that  compulsory  insurance  would 
not  be  an  answer  to  the  problem  and  that  until  a 
better  program  is  devised,  the  Society  should 
continue  to  “exert  every  effort  to  make  medical 
assistance  to  the  needy  a viable  and  effective 
program.” 

Your  reference  committee  concurs  with  the 
opinions  of  the  Policy  and  Negotiating  Com- 
mittee and  feels  that  it  should  be  continued 
and  should  pursue  a course  of  policy  making  and 
negotiation.  We  commend  highly  the  efforts 
of  Dr.  Himler  and  his  committee  on  our  behalf. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-10.  Elimination  of  Special  Qualifications  for 
General  Practitioners  Under  Medicaid 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  concept  of  special  qualifi- 
cations for  general  practitioners  to  treat  Med- 
icaid patients  was  opposed  by  the  1967  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  and 
Whereas,  The  Administrative  officials  re- 
sponsible for  promulgating  these  special  quali- 


fications have  refused  to  rescind  them;  and 
Whereas,  Such  special  qualifications  limit 
the  practice  of  medicine  by  certain  doctors 
who  are  licensed  to  practice  by  the  State 
of  New  York;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  opposition 
to  regulations  imposing  special  qualifications 
or  postgraduate  study  requirements  for  gen- 
eral practitioners  treating  Medicaid  pa- 
tients in  the  State  of  New  York;  and  be  it  fur- 
ther 

Resolved,  That  such  opposition  to  special 
qualifications  and  the  reasons  therefor  be 
made  known  to  every  member  of  the  Senate 
and  Assembly  of  New  York  State  for  1968  and 
1969;  and  be  it  further 
Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  through  its  State  Leg- 
islation Committee  and  legislative  counsel 
seek  to  initiate  and  support  legislation  to  in- 
sure that  any  general  practitioner  licensed  to 
practice  medicine  by  the  State  of  New  York 
be  allowed  to  treat  all  Medicaid  patients 
other  than  those  who  require  the  care  of  spe- 
cialists. 

69-27.  Qualification  of  Physicians  by  State  Medi- 
cal Society  for  Participation  in  State  Health 
Programs 

Introduced  by  Broome  County  Medical  Society 

Whereas,  County  medical  societies  in  New 
York  State,  for  more  than  a century,  have 
normally  accepted  responsibility  for  surveil- 
lance of  medical  care  within  their  communi- 
ties; and 

Whereas,  One  of  the  ways  this  responsibil- 
ity was  fulfilled  was  the  reviewing  of  physi- 
cian applicants  and  their  credentials  by  their 
county  medical  society  whenever  such  ap- 
plicants desired  to  participate  in  health  pro- 
grams financed  by  the  State  of  New  Y ork;  and 
Whereas,  This  peer  review  helped  to  as- 
sure the  State  of  New  York  that  the  ap- 
plicant’s credentials  were  in  order  and  that  he 
was  otherwise  qualified;  and 

Whereas,  The  New  York  State  Depart- 
ment of  Health  recently  decided  that  local 
medical  society  assistance  is  apparently  no 
longer  necessary  or  desirable,  at  least  in  the 
case  of  participating  in  Medicaid;  and 

Whereas,  This  action  was  taken  without 
consulting  or  notifying  county  medical 
societies;  and 

Whereas,  The  end  result  has  been  the 
publication  of  erroneous  physician-participant 
rosters  by  the  New  York  State  Health  De- 
partment which  resulted  in  embarrassment 
and  inconvenience  to  many  physicians  in- 
correctly categorized,  confusion  for  those 
wishing  to  make  application,  and  unnecessary 
work  for  county  societies  attempting  to 
correct  the  situation;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  immediately  petition  the 
New  York  State  Health  Department  to 
restore  to  county  medical  societies  their 
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responsibility  and  historic  right  to  review 
all  physicians’  applications  to  participate 
in  State  health  programs  and  to  make  appro- 
priate recommendations  prior  to  any  final 
action  taken  by  the  State  Health  Depart- 
ment on  such  applications. 

69-46.  Qualifications  for  the  Practice  of  Medicine 
in  Government  Supported  Health  Programs 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  designation  of  the  local 
medical  society  as  the  proper  agency  to 
establish  and  determine  special  qualifica- 
tions for  participation  in  the  Workmen’s 
Compensation  program  has  worked  well  for 
many  years,  to  the  satisfaction  of  all;  and 
Whereas,  The  medical  profession  has 
served  military  dependents  through  Cham- 
pus,  welfare  recipients  prior  to  Medicaid, 
Medicare  recipients  since  1966,  and  disabled 
veterans  through  “hometown  care”  programs 
without  the  need  for  the  establishment  of 
medical  standards  by  government  agency; 
and 

Whereas,  Conceding  the  right  of  a govern- 
ment agency  to  set  qualifications  and  require- 
ments for  practicing  physicians  is  likely  to 
result  in  further  regulation  by  the  profusion 
of  such  agencies;  and 

Whereas,  Individual  negotiations  or  quali- 
fications by  specialty  organizations  will 
merely  fragment  and  dilute  the  influence  of 
organized  medicine;  and 

Whereas,  Hospital  accreditations,  spe- 
cialty board  certifications,  and  other  qualifica- 
tion of  physicians  and  medical  institutions 
have  traditionally  and  effectively  been  made 
on  a voluntary  basis  and  on  the  basis  of  peer 
judgment;  now  therefore  be  it 

Resolved,  That  any  qualification  of  physi- 
cians to  render  medical  services  to  the  re- 
cipients of  Medicaid,  Medicare,  or  any  other 
government  supported  program  is  the  preroga- 
tive and  responsibility  of  the  local  county 
medical  societies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  the  principle 
that  the  local  societies  base  their  judgment 
on  accepted  professional  standards  and  make 
their  decisions  on  the  basis  of  peer  review; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  accept  no  standards  or 
qualifications  for  practice  under  a government 
supported  program  that  are  established  by 
the  agency  administering  that  program. 

69-63.  Opposition  to  Secondary  Licensure 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Physicians  must  be  duly  licensed 
to  practice  medicine  in  the  State  of  New  York; 
and 

Whereas,  Specialists  have  their  com- 
petence attested  to  in  the  form  of  certifica- 
tion by  the  various  specialty  societies;  and 
Whereas,  The  competence  of  many  general 


practitioners  is  attested  to  by  their  member- 
ship in  the  American  Academy  of  General 
Practice;  and 

Whereas,  All  these  physicians  had  been 
practicing  their  profession  in  a competent 
manner  long  before  the  advent  of  Medicaid; 
and 

Whereas,  The  certification  requirements 
for  specialists  and  the  certification  or  post- 
graduate study  requirements  for  generalists 
that  have  been  imposed  by  the  New  York 
State  Commissioner  of  Health  as  prerequisites 
for  physicians  who  treat  Medicaid  patients 
represent  interference  with  licensed  practi- 
tioners in  the  exercise  of  their  profession;  and 

Whereas,  Such  interference  was  not  in- 
tended by  the  Congress  when  it  enacted  PL 
89  97  or  by  the  New  York  State  Legislature 
when  it  enacted  and  implemented  the  Med- 
icaid Law;  and 

Whereas,  The  qualifications  and  require- 
ments imposed  by  the  Commissioner  of 
Health  of  New  York  State  are  a form  of  dual 
licensure  which  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  opposed  by  approving  resolutions 
67-40,  67-44,  and  68-54;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  strong  opposition 
to  dual  licensure  in  the  form  of  the  certifica- 
tion and  postgraduate  study  requirements 
imposed  by  the  New  York  State  Commis- 
sioner of  Health  on  physicians  who  par- 
ticipate in  the  Medicaid  program;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  explore  the  possibility 
of  legal  action  to  protect  the  rights  and 
privileges  of  duly  licensed  physicians. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid;  The  following  re- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

These  resolutions  were  considered  as  a unit. 
The  initial  reasoning  for  secondary  licensure, 
as  set  forth  by  the  New  York  State  Health 
Department,  is  that  there  are  a number  of 
physicians  who  are  not  affiliated  with  a hospital, 
which  made  it  necessary  for  the  State  Health 
Department  to  implement  these  requirements. 
Since  that  time,  however,  the  State  Health 
Department  has  declared  a one-year  mora- 
torium because  of  the  hardships  certain  physi- 
cians have  in  attaining  these  postgraduate 
requirements.  Your  reference  committee  feels 
that  encouraging  and  developing  continuing 
education  should  be  a primary  function  of  the 
State  Medical  Society,  and  we  strongly  urge 
that  the  Council  appoint  an  ad  hoc  committee 
to  develop  a workable  program  of  continuing 
education  for  all  physicians  throughout  the 
State  of  New  York. 

Your  reference  committee  wishes  to  present 
the  following  substitute  resolution,  which  en- 
compasses resolutions  69-10,  69-27,  69-46, 
and  69-63: 

Whereas,  Physicians  must  be  duly  licensed 
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to  practice  medicine  in  the  State  of  New 
York;  and 

Whereas,  Conceding  the  right  of  a govern- 
ment agency  to  set  qualifications  and  require- 
ments for  practicing  physicians  is  likely  to 
result  in  further  regulation  by  the  profusion 
of  such  agencies;  and 

Whereas,  Any  qualification  of  physicians 
to  render  medical  services  to  the  recipients  of 
Medicaid,  Medicare,  or  any  other  government 
supported  program  is  the  prerogative  and 
responsibility  of  organized  medicine;  and 

Whereas,  The  concept  of  special  qualifica- 
tions for  physicians  to  treat  Medicaid  patients 
was  opposed  by  the  Medical  Society  oftheState 
of  New  York  in  the  past;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  immediately  petition  the 
New  York  State  Health  Department  to  re- 
store to  the  State  Medical  Society  and  its  com- 
ponent county  medical  societies  their  re- 
sponsibility and  historic  right  to  review  all 
physicians’  applications  to  participate  in 
State  health  programs  and  to  make  appro- 
priate recommendations  prior  to  any  final 
action  taken  by  the  State  Health  Depart- 
ment on  such  applications;  and  be  it  further 

Resolved,  That  an  ad  hoc  committee  be 
formed  by  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  to  develop  a work- 
able program  of  continuing  education  for  all 
physicians  throughout  the  State  of  New  York. 

The  House,  after  discussion,  voted  to  amend 
the  reference  committee  report  by  changing  the  final 
Resolved  of  the  substitute  resolution,  deleting 
the  words  “an  ad  hoc  committee  be  formed  by  the 
Council  of,”  and  “to”  following  the  words  “New 
York,”  so  that  the  Resolved  would  then  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  develop  a workable  pro- 
gram of  continuing  education  for  all  physi- 
cians throughout  the  State  of  New  York. 

The  House,  after  further  discussion,  voted  to 
refer  this  portion  of  the  reference  committee 
report  and  the  substitute  resolution,  as  amended, 
back  to  the  Reference  Committee  on  Medicare 
and  Medicaid  for  further  consideration  with  in- 
structions to  return  with  two  separate  resolutions, 
one  supporting  the  Society’s  stand  opposing  second- 
ary licensure  and  the  second  reiterating  the  stand 
taken  by  the  House  favoring  immediate  establish- 
ment of  a continuing  education  program. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

addendum  to  the  report  was  presented  by 
Stanley  H.  Greenwald,  M.D.,  chairman. 

In  accordance  with  the  instructions  of  the 
House,  the  following  two  resolutions  are  being 
submitted  to  replace  the  substitute  resolution 
which  encompasses  resolutions  69-10,  69-27, 
69-46,  and  69  63: 

Resolution  1 

Whereas,  County  medical  societies  in 
New  York  State,  for  more  than  a century, 


have  normally  accepted  responsibility  for 
surveillance  of  medical  care  within  their 
communities;  and 

Whereas,  One  of  the  ways  this  responsibil- 
ity was  fulfilled  was  the  reviewing  of  physician 
applicants  and  their  credentials  by  their 
county  medical  society  whenever  such  appli- 
cants desired  to  participate  in  health  pro- 
grams, such  as  Workmen’s  Compensation, 
financed  by  the  State  of  New  York;  and 

Whereas,  This  peer  review  helped  to 
assure  the  State  of  New  York  that  the 
applicant’s  credentials  were  in  order  and  that 
he  was  otherwise  qualified;  and 

Whereas,  Under  Title  19  of  the  Medicaid 
portion  of  the  Medicare  Law,  the  New  York 
State  Department  of  Health  was  given  the 
responsibility  and  authority  to  establish 
eligibility  and  availability  of  health  services, 
and  the  New  York  State  Commissioner  of 
Health  was  given  the  responsibility  of  estab- 
lishing criteria  for  eligibility;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  New  York 
State  Department  of  Health  to  seek  the 
advice  and  assistance  of  the  Medical  Society 
of  the  State  of  New  York  and  its  component 
county  medical  societies  in  the  establishment 
of  criteria  for  eligibility  through  peer  review; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and/or  its  component 
county  medical  societies  be  consulted  prior  to 
any  final  action  taken  by  the  New  York  State 
Health  Department  on  such  application. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  as  amended,  thereby 
adopting  substitute  resolution  1. 

Resolution  2 

Whereas,  In  order  to  continue  to  maintain 
quality  medical  care  in  New  York  State, 
continuing  postgraduate  education  is  a 
necessity;  and 

Whereas,  The  majority  of  physicians  in 
New  York  State  are  now  well  qualified  and  are 
participating  in  formal  postgraduate  educa- 
tion; and 

Whereas,  The  State  and  component 
county  medical  societies  are  vitally  interested 
in  insuring  quality  medical  care  throughout 
the  State;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  its  component  county 
medical  societies  extend  their  efforts  to  offer 
programs  of  continuing  medical  education 
to  all  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  local  county 
medical  societies  to  strive  to  secure  hospital 
staff  appointments  for  all  their  members  as  an 
additional  effective  form  of  medical  educa- 
tion. 

The  House  voted  to  amend  this  portion  of  the 
reference  committee  report  by  deleting  from  the 
first  Whereas  the  words  “the  majority ” and 


1562  New  York  State  Journal  of  Medicine  / June  1,  1969 


substituting  therefor  the  words  “ nearly  all”  so 
that  the  first  Whereas  would  then  read  as  follows: 
Whereas,  Nearly  all  of  the  physicians  in 
New  York  State  are  now  well  qualified  and 
are  participating  in  formal  postgraduate 
education;  and 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  as  amended,  thereby 
adopting  substitute  resolution  2 as  amended. 

69-14.  Payment  of  Usual,  Customary,  and  Pre- 
vailing Fees  for  Medical  Services  Rendered  in 
Extended  Care  Facilities 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  United  Medical  Service,  Inc., 
in  its  latest  issue  of  Fast  Facts,  Volume  12, 
Number  10,  has  stated  that  reasonable 
charges  for  visits  to  patients  in  nursing  homes 
are  predicated  on  the  number  of  patients 
seen  by  the  doctor  at  the  nursing  home;  and 
Whereas,  It  has  always  been  a principle 
of  medical  practice  that  a fee  should  be  based 
only  on  the  nature  of  the  services  rendered; 
and 

Whereas,  Such  practice  would  logically 
lead  to  cut-rate  fee  allowances  for  hospital 
visits,  office  visits,  surgical  procedures  per- 
formed on  the  same  day  in  the  same  operating 
room,  and  other  services;  and 

Whereas,  Such  a practice  is  discriminatory 
to  the  first  patient  who  would  pay  a higher 
fee  than  subsequent  patients;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  condemn  the  action  of 
United  Medical  Service,  Inc.,  as  the  Medicare 
fiscal  intermediary,  of  allowing  the  usual, 
customary,  prevailing,  and  reasonable  fees 
to  be  paid  for  services  rendered  to  the  first 
patient  seen  and  treated  by  a physician 
at  a given  nursing  home  on  a given  day 
and  permitting  a lesser  fee  to  be  paid  for 
other  patients  treated  at  the  same  facility 
on  the  same  day;  and  be  it  further 

Resolved,  That  this  action  of  the  Medical 
Society  of  the  State  of  New  York  and  the 
reasons  therefor  be  made  known  to  the  re- 
gional and  central  offices  of  the  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare. 

69-62.  Payment  of  Individual  Full  Fees  by  United 
Medical  Service  for  Medicare  Patients  Examined 
and  Treated  in  Extended  Care  Facilities 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  not  accepted  the 
principle  of  payment  at  a reduced  rate  for 
multiple  patient  services  subsequent  to  the 
initial  patient;  and 

Whereas,  United  Medical  Service  has 
recommended  that  the  following  guidelines 
be  established  for  reimbursement  to  physi- 
cians for  services  rendered  in  nursing  homes: 

1.  That  up  to  five  visits  per  patient  per 
month  be  considered  reasonable,  unless  there 


is  documented  evidence  on  an  individual 
patient  that  medical  care  beyond  this  guide- 
line is  necessary; 

2.  That  if  a doctor  visits  more  than  four 
patients  per  day  in  the  same  nursing  home, 
there  be  a 50  per  cent  reduction  on  the 
allowed  charge  for  the  services  rendered  to 
additional  patients  beyond  the  fourth  patient; 
and 

3.  That  a formula  be  developed  to  deter- 
mine the  total  dollar  amount  to  be  provided 
on  any  given  day  for  nursing  home  services, 
especially  with  respect  to  the  problem  that  has 
developed  where  some  physicians  limit  them- 
selves almost  solely  to  rendering  care  to  large 
numbers  of  nursing  home  patients;  and 

Whereas,  The  principle  of  reducing  pay- 
ments to  physicians  for  multiple  services  to 
Medicare  patients  in  approved  institutions 
on  the  same  visit  has  never  been  accepted 
by  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  Physicians  should  be  reimbursed 
at  their  usual  charges  for  services  rendered 
to  each  patient  regardless  of  the  number  of 
visits  made  at  a given  time;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  firmly  record  its  affirma- 
tion of  the  payment  of  the  usual  charge  for 
individual  medical  services  no  matter  where 
they  are  rendered;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  United 
Medical  Service  that  implementation  of  their 
following  recommendations  are  not  in  the 
best  interests  of  the  subscriber,  the  physician, 
or  the  intermediary: 

1.  That  up  to  five  visits  per  patient  per 
month  be  considered  reasonable,  unless  there 
is  documented  evidence  on  an  individual 
patient  that  medical  care  beyond  this  guide- 
line is  necessary; 

2.  That  if  a doctor  visits  more  than  four 
patients  per  day  in  the  same  nursing  home, 
there  be  a 50  per  cent  reduction  on  the  allowed 
charge  for  the  services  rendered  to  additional 
patients  beyond  the  fourth  patient;  and 

3.  That  a formula  be  developed  to  deter- 
mine the  total  dollar  amount  to  be  pro- 
vided on  any  given  day  for  nursing  home 
services,  especially  with  respect  to  the  prob- 
lem that  has  developed  where  some  physicians 
limit  themselves  almost  solely  to  rendering 
care  to  large  numbers  of  nursing  home 
patients. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Stanley  H.  Greenwald,  M.D., 
chairman. 

The  committee  heard  prolonged  discussion  on 
these  two  resolutions  and  deplores  the  rare 
occasion  of  overutilization  of  medical  services 
rendered  to  Medicare  patients  in  extended 
care  facilities.  It  is  sympathetic  with  United 
Medical  Service’s  consternation  in  its  hurried 
attempt  to  set  up  guidelines.  However,  clari- 
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fication  was  made  at  the  reference  committee 
heai’ing,  and  it  was  pointed  out  that  the  guide- 
lines, as  proposed,  were  an  administrative  error 
and  that  the  proper  procedure  would  have  been 
to  refer  any  alleged  abuses  to  the  component 
county  medical  society  for  review. 

Therefore,  your  reference  committee  recom- 
mends the  adoption  of  the  following  substitute 
resolution,  which  replaces  resolutions  69-14 
and  69-62: 

Whereas,  United  Medical  Service,  Inc. 
has  stated  that  reasonable  charges  for  visits 
to  patients  in  nursing  homes  are  predicated 
on  the  number  of  patients  seen  by  the  doctor 
at  the  nursing  home;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  not  accepted  the  principle 
of  payment  by  fiscal  intermediaries  at  a 
reduced  rate  for  multiple  patient  services 
subsequent  to  the  initial  patient;  and 

Whereas,  Physicians  should  be  reimbursed 
at  their  usual  charges  for  services  rendered 
to  each  patient  regardless  of  the  number  of 
visits  made  at  a given  time;  and 

Whereas,  It  has  always  been  a principle 
of  medical  practice  that  a fee  should  be  based 
only  on  the  nature  of  the  services  rendered; 
and 

Whereas,  Overutilization  in  extended  care 
facilities  of  Medicare  patients  is  deplored; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  firmly  records  its  affirma- 
tion of  the  payment  of  the  usual  and  prevail- 
ing charge  for  individual  medical  services  to 
Medicare  patients  no  matter  where  they  are 
rendered;  and  be  it  further 

Resolved,  That  any  alleged  cases  of  over- 
utilization in  extended  care  facilities  and 
elsewhere  be  referred  to  the  component 
county  medical  society  for  review  through 
usual  grievance  or  other  mechanism  of  peer 
review. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting  the 
substitute  resolution. 

69-56.  Support  for  the  Proper  Administration  of 
the  Usual,  Customary,  and  Prevailing  Fee  Concept 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  payment  for  individual 
medical  services  under  Medicare  is  the  usual, 
customary,  and  prevailing  fee;  and 

Whereas,  The  contribution  of  this  prin- 
ciple of  payment  will  depend  solely  on  the 
absolute  involvement  and  commitment  by 
the  medical  societies,  to  Blue  Shield  and 
other  Medicare  carriers,  to  monitor  and  con- 
trol excessive  fees  and  overutilization  of  phy- 
sician and  facility  services;  and 

Whereas,  Any  system  of  prepayment  for 
medical  services  is  fraught  with  these  dangers; 
and 

Whereas,  These  abuses  are  best  controlled 
by  the  mechanisms  presently  available  in  each 
county  medical  society,  which  are  available 


to  all  Medicare  intermediaries;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  all  New  York 
State  Medicare  intermediaries  of  the  willing- 
ness of  the  medical  societies  to  offer  their 
services  in  reviewing  instances  of  over- 
utilization of  physician  and  facility  services, 
as  well  as  all  instances  of  inappropriate 
billing. 

Report  of  Reference  Committee  on 
M edicare  and  M edicaid  : The  following  report 
was  presented  by  Stanley  H.  Greenwald,  M.D., 
chairman. 

Your  reference  committee  concurs  whole- 
heartedly with  this  resolution  but  would  add 
the  word  “county”  before  the  words  “medical 
societies”  in  the  Resolved,  which  would  then 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  all  New  York 
State  M ed  icare  intermediaries  of  the  willingness 
of  the  county  medical  societies  to  offer  their 
services  in  reviewing  instances  of  overutiliza- 
tion of  physician  and  facility  services,  as  well 
as  all  instances  of  inappropriate  billing. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-60.  Submission  of  Updated  Fee  Profiles  to 
Medicare  Intermediaries 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Every  intermediary  is  required 
by  law  to  set  up  mechanisms  to  assure  that 
usual  charges  are  paid  to  providers  of  services 
under  Medicare;  and 

Whereas,  A written  statement  of  usual 
charges  certified  to  by  the  physician  as  appli- 
cable to  all  his  patients  does  adequately 
protect  the  government  against  the  carrier 
paying  more  than  the  usual  charge;  and 

Whereas,  A physician  may  utilize  the 
New  York  State  Relative  Value  Scale  of 
1965,  as  revised,  with  a conversion  factor  to 
indicate  his  usual  charge  or  identify  his 
usual  charges  by  means  other  than  the  New 
York  State  Relative  Value  Scale;  and 

Whereas,  This  does  satisfy  and  meet  the 
requirements  of  the  Social  Security  Adminis- 
tration and  does  constitute  the  physician’s 
individual  responsibility;  and 

Whereas,  United  Medical  Service  now  re- 
quires “that  fees  must  be  in  effect  for  a period  of 
at  least  three  months  before  they  can  be  recog- 
nized as  the  physician’s  usual  and  customary 
fees,”  and  that  a physician  submit  “a  repre- 
sentative list  of  15  to  20  names  and  addresses 
of  both  Medicare  and  non-Medicare  patients” 
to  whom  he  has  charged  and  who  have  paid 
him  the  fees  requested;  and 

Whereas,  These  requirements  are  felt  to 
be  an  unnecessary  and  extreme  extension  of 
the  present  mechanism  that  a carrier  has 
available  to  determine  the  usual  charge  and 
provide  the  Social  Security  Administration 
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with  necessary  statistical  data  on  a sampling 
basis;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  approve  and  strongly 
endorse  the  principle  that  it  is  the  individual 
physician’s  responsibility  to  establish  his 
usual  charges  to  all  his  patients;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to 
United  Medical  Service  and  other  Medicare 
intermediaries  that  they  rescind  the  require- 
ments of  a three-month  waiting  period  and 
the  submission  of  patient  lists  and  charges  for 
the  updating  of  physicians’  fee  profiles. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid;  The  following  re- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Two  points  of  this  resolution  were  discussed 
at  great  length:  (1)  the  legality  of  submitting  a 
representative  list  of  15  to  20  names  of  both 
Medicare  and  non-Medicare  patients,  which  is 
being  required  by  Medicare  interm  ediaries; 
and  (2)  whether  a three-month  waiting  period 
is  a necessity.  We  are  in  agreement  that  the 
representative  list  of  patients  who  are  not 
covered  under  the  Medicare  law  is  a violation  of 
physician-patient  confidentiality.  An  alternative 
method  will  have  to  be  devised  by  the  carriers. 
We  feel  that  a three-month  waiting  period  is  an 
administrative  necessity  and  is  not  an  undue 
hardship,  especially  if  proof  can  be  submitted 
that  these  new  fees  existed  at  least  three  months 
prior  to  the  updating  of  the  physician’s  profile. 

The  reference  committee  recommends  the 
adoption  of  the  following  substitute  resolution: 

Whereas,  Every  intermediary  is  required 
by  law  to  set  up  mechanisms  to  assure  that 
usual  charges  are  paid  to  providers  of  services 
under  Medicare;  and 

Whereas,  A written  statement  of  usual 
charges  certified  to  by  the  physician  as 
applicable  to  all  his  patients  does  adequately 
protect  the  government  against  the  carrier 
paying  more  than  the  usual  charge;  and 
Whereas,  United  Medical  Service  now 
requires  “that  fees  must  be  in  effect  for  a 
period  of  at  least  three  months  before  they 
can  be  recognized  as  the  physician’s  usual 
and  customary  fees,”  and  that  a physician 
must  submit  “a  representative  list  of  15  to 
20  names  and  addresses  of  both  Medicare 
and  non-Medicare  patients”  to  whom  he  has 
charged  and  who  have  paid  him  the  fees  re- 
quested; now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  approve  and  strongly 
endorse  the  principle  that  it  is  the  individual 
physician’s  responsibility  to  establish  his  usual 
charges  to  all  his  patients;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to 
United  Medical  Service  and  other  Medi- 
care intermediaries  that  the  waiting  period 
be  no  longer  than  three  months  and  that  they 


rescind  the  requirement  of  submission  of 
patient  lists  and  charges  for  the  updating 
of  physician’s  fee  profiles;  and  be  it  further 

Resolved,  That  submission  of  such  a list  of 
names  is  an  invasion  of  the  physician-patient 
confidentiality  and  should  not  be  complied 
with. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
adopting  the  substitute  resolution. 

69-54.  Payment  for  Contract  Laboratory  Services 
by  the  New  York  State  Medicaid  Program 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Many  physicians  are  now  utiliz- 
ing the  services  of  automated  contract  labora- 
tories and  hospitals  where  automation  of 
laboratory  services  and  newer  technics  pro- 
vide their  patients  with  a higher  quality  of 
laboratory  services  at  substantially  reduced 
costs;  and 

Whereas,  The  greater  availability  of  such 
automated  laboratory  services  is  helpful  to 
physicians  in  the  care  of  patients  and  in 
providing  good  quality  medical  care  at  a lower 
cost  to  the  Medicaid  program;  and 

Whereas,  The  importance  of  such  auto- 
mated laboratories  and  the  high  quality  of 
their  services  have  been  attested  to  and 
approved  by  the  Judicial  Council  of  the 
American  Medical  Association  in  November, 
1966,  by  the  Medical  Society  of  the  State 
of  New  York,  and  by  the  Public  Health  Com- 
mittee of  the  New  York  Academy  of  Medicine 
and  their  use  has  been  approved  by  these 
bodies;  and 

Whereas,  The  services  of  the  automated 
laboratories  have  been  accepted  and  paid  for 
by  all  State  Medicare  intermediaries,  that  is, 
Blue  Shield,  Group  Health  Insurance  Inc.,  and 
Metropolitan  Life  Insurance  Company;  and 

Whereas,  A centralized  automated  con- 
tract laboratory  for  Bronx  County  to  be 
established  by  the  Albert  Einstein  College  of 
Medicine  is  now  in  its  developing  stage;  and 

Whereas,  Without  the  use  of  automated 
contract  laboratories  it  is  difficult  for  many 
physicians  to  render  high  quality  medical 
care  to  Medicaid  recipients;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Commissioner  of  Health,  the  Commissioner  of 
Medical  Services,  and  the  Budget  Director 
to  include  payments  to  the  attending  physi- 
cian for  automated  contract  laboratory  serv- 
ices in  the  Medicaid  program;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  all  physi- 
cians and  hospitals  that  when  such  automated 
contract  laboratory  services  are  obtained  at  a 
lower  cost  than  usual  laboratory  services, 
such  savings  be  reflected  in  the  charges  to 
the  patient  or  the  program. 

Report  of  Reference  Committee  on 
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Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Since  payment  for  contract  laboratory  serv- 
ices has  been  a standard  procedure  which  serves 
to  the  advantage  of  the  patients  and  has  been 
allowed  by  Medicare,  Blue  Shield,  and  Group 
Health  Insurance  Inc.  since  its  inception,  we 
recommend  adoption  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-15.  Recommended  Changes  in  the  Medicaid 
Fee  Schedule 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 

Whereas,  The  New  York  State  Medical 
Fee  Schedule  promulgated  and  effective  July 
1,  1966,  is  applicable  to  all  State  medical 
service  programs  with  the  exception  of  Work- 
men’s Compensation;  and 

Whereas,  There  has  been  virtually  no 
change  in  this  fee  schedule  since  July  1,  1966, 
with  respect  to  consultation  and  patient-care 
fees  rendered  by  various  specialists;  and 

Whereas,  The  fees  as  promulgated,  in  the 
opinion  of  the  membership  of  this  Society, 
do  not  adequately  compensate  the  physician 
rendering  the  service  for  his  time,  costs,  and 
skills;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  Policy  and 
Negotiating  Committee  on  Government 
Sponsored  Health  Plans,  strongly  recommend 
to  the  Interdepartmental  Committee  on 
Health  Economics  to  revise  the  fees  for  the 
following  items: 


State  Medical  Society’s  previous  stand  favoring 
usual  and  customary  fees.  Therefore,  we 
recommend  disapproval  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-15. 

69-3.  Fees  for  Specialists  in  Dermatology  Under 
Medicaid 

Introduced  by  Medical  Society  of  the  County 
of  Chautauqua 

Whereas,  Dermatology  is  a recognized 
specialty  practice  of  medicine;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  appropriate  action 
to  the  end  that  the  New  York  State  Depart- 
ment of  Health  promulgate  a fee  schedule  for 
specialists  in  dermatology. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-57.  Payment  by  the  New  York  State  Medicaid 
Program  for  the  Taking  of  Papanicolaou  Smears 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  An  examination  for  the  detec- 
tion of  cancer  in  a female  is  incomplete 
without  the  taking  of  smears  for  cytologic 
examination;  and 


9028 

Consultation  by  a Specialist 
Initial  Consultation 

Present 
$20 . 00 

Recommended 

$30.00 

9029 

Subsequent  Consultation  (when  required 
to  complete  diagnosis) 

15.00 

20.00 

9020 

Hospital  Visits 

First  visit,  new  patient  or  new  illness, 
history,  examination  treatment 

6.50 

15.00 

9021 

Subsequent  visit,  including  treatment 

5.00 

10.00 

9000 

and 

Office  Visits 

First  visit,  new  patients,  history, 
examination,  and  treatment 

6 . 50  and 

9007 

10.00 

15.00 

9001 

Subsequent  visit 

5 . 00  and 

9004 

Follow-up  visit,  office  routine 

6 . 00  and 

and 

9007 

Follow-up  office  visit  necessitating 
complete  re-examination  and  re- 
evaluation  of  patient  as  a whole 
(continuing  illness) 

7.50 

10.00 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  feels  that  this  is  an 
inappropriate  and  inopportune  time  to  submit 
definitive  fees  and  is  in  direct  opposition  to  the 


Whereas,  Medical  care  of  high  quality 
requires  that  such  smears  be  taken  periodi- 
cally; and 

Whereas,  The  New  York  State  Medicaid 
program  does  not  presently  pay  physicians 
for  the  taking  of  Papanicolaou  smears;  now 
therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Departments  of  Health,  Social  Services,  and 
Budget  to  provide  payment  in  the  Medicaid 
fee  schedule  for  the  taking  of  Papanicolaou 
smears  by  physicians. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

We  feel  that  the  physician  as  well  should  be 
reimbursed  for  taking  a Papanicolaou  smear  for 
testing.  The  payment  made  at  the  present 
time  includes  only  the  laboratory  fee.  We, 
therefore,  recommend  approval  of  this  resolu- 
tion. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-86.  Adjustment  of  Medicaid  Fees  to  the  Usual 
and  Customary  Payment  Concept 

Introduced  by  Medical  Society  of  the  County 
of  Westchester 

Whereas,  There  is  now  a broad  acceptance 
of  the  concept  of  reimbursing  physicians  on 
the  basis  of  their  usual  and  customary 
charges;  and 

Whereas,  Such  payments  are  equitable 
to  the  physician  in  that  he  receives  a fair 
payment  and  to  the  patient  because  the 
covered  services  are  paid  in  full;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  tried  without  success 
to  have  Medicaid  payment  for  physicians’ 
services  established  on  a usual  and  customary 
basis;  and 

Whereas,  The  New  York  State  govern- 
ment has  not  agreed  to  adopt  this  method 
of  payment  which  could  be  based  on  cost 
factors  and  the  availability  of  funds;  and 

Whereas,  The  New  York  State  govern- 
ment has  established  a fixed  fee  schedule  over 
the  protest  of  the  medical  profession;  now 
therefore  be  it 

Resolved,  That  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Plans  of  the  Medical  Society  of  the  State  of 
New  York  be  empowered  to  negotiate  with 
the  State  government  for  Medicaid  payments 
made  on  the  basis  of  an  appropriate  per- 
centage of  usual  and  customary  charges. 

Report  of  Reference  on  Medicare  and 
Medicaid:  The  following  report  was  presented 

by  Stanley  H.  Greenwald,  M.D.,  chairman. 

Your  reference  committee  recommends  the 
addition  of  a sixth  Whereas,  as  follows: 

Whereas,  Physicians  of  the  State  of  New 
York  have  always  adjusted  their  usual  fees 
to  the  indigent  patient;  now  therefore  be  it . . . 
Your  reference  committee  concurs  with  this 
accepted  approach  of  charges  to  indigent  pa- 
tients and  recommends  adoption  of  this  resolu- 
tion, as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


69-23.  Administration  of  Medicaid  Program 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  In  contrast  to  the  New  York 
State  Medicaid  program,  the  Federal  Medi- 
care program  has  been  well  accepted  by  the 
physicians  of  the  State  of  New  York  and  by 
the  patients  who  are  recipients  of  Medicare; 
and 

Whereas,  In  contrast  to  Medicaid,  the 
Federal  Medicare  program  has  permitted  a 
personal  patient-physician  relationship  and 
resulted  in  high  quality  of  medical  care  to  its 
beneficiaries;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Gover- 
nor and  the  members  of  the  State  Legislature 
that  the  New  York  State  Medicaid  program 
be  made  identical  to  the  Federal  Medicare 
program  with  regard  to  (a)  fee-for-service 
payment,  (b)  fees  based  on  usual,  customary, 
and  prevailing  rates,  (c)  physician  option  for 
direct  billing,  and  (d)  the  employment  of  a 
private,  responsible  effective  professional 
fiscal  intermediary,  utilizing  the  Medicare 
administrative  modus  operandi. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-64.  Usual  and  Customary  Fees  Under  the 
Medicaid  Program 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  espoused  and  sup- 
ported the  principle  of  usual  and  customary 
fees;  and 

Whereas,  The  Medicaid  fee  schedule  in- 
stituted in  March,  1966,  is  in  violation  of  this 
principle;  and 

Whereas,  The  rising  spiral  of  inflationary 
costs  has  further  indicated  the  urgent  need 
for  adjustment  in  the  schedule  of  fees  to  the 
usual  and  customary  level;  and 

Whereas,  Governor  Rockefeller,  while 
ignoring  the  fees  of  other  vendors,  has  recom- 
mended a 20  per  cent  reduction  in  physicians’ 
fees,  which  is  an  unreasonable,  arbitrary, 
and  discriminatory  action;  and 

Whereas,  This  recommendation,  if  put 
into  effect,  will  reduce  physician  participation 
in  the  Medicaid  program,  seriously  endanger 
the  success  of  the  program,  and  reduce  the 
quality  of  care  of  beneficiaries  by  forcing 
them  into  overcrowded  and  understaffed 
clinics;  and 

Whereas,  Fees  in  such  clinics  are  far  in 
excess  of  physicians’  usual  and  customary 
fees;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  strongly  oppose  this  20 
per  cent  reduction  of  fees;  and  be  it  further 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  make  every  effort  to 
attain  the  use  of  the  usual,  customary,  and 
prevailing  fee  concept  in  the  Medicaid  pro- 
gram in  place  of  a fixed  fee  schedule;  and 
be  it  further 

Resolved,  That  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
be  advised  promptly  as  to  the  outcome  of 
negotiations  of  usual,  customary,  and  prevail- 
ing fees  so  that  individual  physicians  may 
decide  whether  or  not  they  will  continue  to 
participate  in  the  Medicaid  program;  and 
be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  Governor  Rockefeller  and 
appropriate  State  legislators. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Stanley  H.  Greenwald,  M.D., 
chairman. 

This  resolution  is  a reaffirmation  of  previous 
resolutions,  stating  that  the  usual,  prevailing, 
and  customary  fee  concept,  now  under  the 
Medicare  program,  be  adopted. 

Your  reference  committee  recommends  dele- 
tion of  the  fourth,  fifth,  and  sixth  Whereases 
and  the  first  Resolved  concerning  the  20  per  cent 
reduction  in  fees,  because  this  issue  has  been 
settled  for  the  moment.  The  resolution  would 
then  read  as  follows: 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  espoused  and  sup- 
ported the  principle  of  usual  and  customary 
fees;  and 

Whereas,  The  Medicaid  fee  schedule 
instituted  in  March,  1966,  is  in  violation  of 
this  principle;  and 

Whereas,  The  rising  spiral  of  inflationary 
costs  has  further  indicated  the  urgent  need 
for  adjustment  in  the  schedule  of  fees  to  the 
usual  and  customary  level;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  every  effort  to 
attain  the  use  of  the  usual,  customary,  and 
prevailing  fee  concept  in  the  Medicaid 
program  in  place  of  a fixed  fee  schedule; 
and  be  it  further 

Resolved,  That  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
be  advised  promptly  as  to  the  outcome  of 
negotiations  of  usual,  customary,  and  prevail- 
ing fees  so  that  individual  physicians  may 
decide  whether  or  not  they  will  continue  to 
participate  in  the  Medicaid  program;  and  be 
it  further 

Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  Governor  Rockefeller  and 
appropriate  State  legislators. 

We  recommend  approval  of  this  resolution, 
as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


69-58.  Opposition  to  Auditing  of  Physicians’ 
Records 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
in  1967,  by  approving  resolution  67-45, 
opposed  the  “Evaluation  of  the  Quality  of 
Medical  Care  by  Governmental  Agencies”; 
and 

Whereas,  Section  463-E  of  the  Social 
Welfare  Law  places  on  the  Department  of 
Social  Welfare  the  responsibility  for  “review- 
ing and  auditing  the  quality  and  availability 
of  medical  care  and  services  rendered  under 
local  public  welfare  medical  plans  and  report- 
ing the  results  of  such  reviews  and  audits . . . 
and 

Whereas,  Organized  medicine,  by  develop- 
ing standards  of  quality  for  medical  care  and 
establishing  audit,  review,  and  grievance 
committees,  has  provided  adequate  safe- 
guards for  the  public;  and 

Whereas,  Many  physicians  consider  the 
nature  of  the  auditing  proposed  by  the  City 
of  New  York  in  the  administration  of  the 
Medicaid  program  to  be  merely  a form  of 
harassment  of  the  practicing  physician; 
now  therefore  be  it 

Resolved,  That  the  Counsel  of  the  Medical 
Society  of  the  State  of  New  York  study  the 
legality  of  on-site  audits  in  physicians’  offices, 
their  permissible  extent  and  nature,  and  how 
they  affect  the  confidentiality  of  physicians’ 
records  on  their  patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  its  firm  opposition 
to  on-site  auditing  in  physicians’  offices 
to  the  Commissioner  of  Health  of  the  State 
of  New  York  and  the  Health  Services  Ad- 
ministrator of  the  City  of  New  York. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  recommends  that 
this  resolution  be  approved  with  the  following 
substitute  second  Resolved  and  additional  third 
Resolved  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  its  firm  opposition 
to  on-site  auditing  of  tax-supported  programs 
in  physicians’  offices  by  representatives  of 
governmental  agencies;  and  be  it  further 

Resolved,  That  auditing  procedures  be  de- 
veloped as  a peer  review  program  where 
required  by  tax-supported  plans. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-24.  Patients  in  Teaching  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  intent  of  the  Federal  Medi- 
care and  the  State  Medicaid  programs  is  to 
provide  personal  medical  care  regardless 


1568  New  York  State  Journal  of  Medicine  / June  1,  1969 


of  the  patients  ability  to  pay;  and 

Whereas,  It  is  essential  to  maintain  and 
expand  medical  teaching  facilities;  now 
t herefore  be  it 

Resolved,  That  institutions  with  internship 
and  residency  training  programs  recognize 
the  entire  inpatient  facility  as  a “teaching 
setting”  in  the  traditional  concept  of  accord- 
ing graded  responsibility  to  interns  and  resi- 
dents at  the  discretion  of  the  attending 
physician  of  record. 

Report  ok  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  by  Stanley  N.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  accepts  the  intent 
of  this  resolution  and  recommends  its  adoption. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-26.  Establishing  and  Staffing  of  Departments 
of  Community  Medicine  by  Hospitals  on  a Fee- 
for-Service  Basis 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  There  is  a need  for  high  quality 
personal  professional  medical  care  for  people 
who  live  in  poor  neighborhoods;  and 

Whereas,  High  quality  personal  and 
private  medical  care  is  based,  in  part,  on  the 
economic  dependence  of  the  personal  physi- 
cian on  his  patients;  and 

Whereas,  Hospitals  and  other  institutions 
are  establishing  Departments  of  Community 
Medicine  in  economically  depressed  areas 
which  will  be  staffed  by  physicians  who  are 
employes  of  the  hospital  and  who  are,  there- 
fore, economically  dependent  solely  on  the 
hospital  rather  than  on  their  patients;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  institutions,  including 
hospitals,  wishing  to  bring  good  medical 
care  to  residents  of  poor  neighborhoods,  to 
staff  their  clinics  and  facilities  with  private 
and  personal  physicians  and  to  encourage 
them  to  render  care  on  a fee-for-service  basis 
to  be  paid  for  chiefly  by  Medicare  and  Medi- 
caid; and  be  it  further 

Resolved,  That  the  Governor  and  each 
member  of  the  State  Legislature  be  made 
aware  of  this  action  of  the  Medical  Society 
of  the  State  of  New  York. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Stanley  H.  Greenwald,  M.D., 
chairman. 

Your  reference  committee  concurs  that 
physicians  should  render  medical  care  on  a fee- 
for-service  basis  and  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


69-19.  Specialty  Group  Representation 

Introduced  by  Section  on  Anesthesiology 

Whereas,  It  is  desirable  that  medical 
organizations  and  physicians  work  in  har- 
mony and  speak  with  a single  voice;  and 
Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  the  only  organization  that 
represents  all  physicians  and  is,  therefore, 
best  qualified  to  speak  for  the  profession;  and 
Whereas,  Specialty  groups  are  now  well 
organized  in  this  State;  and 

Whereas,  Establishment  of  formal  liaison 
between  the  various  specialty  organizations 
in  this  State  and  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  should  be 
of  great  assistance  in  enabling  the  Medical 
Society  of  the  State  of  New  York  to  be  the 
effective  voice  of  organized  medicine;  and 
Whereas,  A number  of  state  medical 
societies  and  the  Board  of  Trustees  of  the 
American  Medical  Association,  at  its  April, 
1966,  meeting,  have  established  liaison  with 
specialty  organizations  by  forming  specialty 
liaison  committees;  now  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  appoint  a 
committee  composed  of  physicians  represent- 
ing all  specialty  organizations,  which  mem- 
bers are  to  be  nominated  by  the  specialty 
organizations  but  appointed  by  the  president 
of  the  Medical  Society  of  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  this  committee  be  known 
as  the  Interspecialty  Committee,  that  it  be 
charged  with  the  responsibility  of  reviewing 
legislation,  socioeconomic  matters,  and  other 
subjects  that  affect  the  particular  specialty 
organizations  and  their  practices,  and  that  it 
report  periodically  to  the  Council. 

69-36.  Formation  of  an  Interspecialty  Committee 

Introduced  by  Section  on  Plastic  and  Recon- 
structive Surgery 

Whereas,  It  is  desirable  that  medical 
organizations  and  physicians  work  in  harmony 
and  speak  with  a single  voice;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  the  only  organization 
that  represents  all  physicians  and  is,  there- 
fore, best  qualified  to  speak  for  the  profession; 
and 

Whereas,  Specialty  groups  are  now  well 
organized  in  this  State;  and 

Whereas,  Establishment  of  formal  liaison 
between  the  various  specialty  organizations 
in  this  State  and  the  Council  of  the  State 
Medical  Society  should  be  of  great  assistance 
in  enabling  the  Medical  Society  of  the  State 
of  New  York  to  be  the  effective  voice  of 
organized  medicine;  and 

Whereas,  A number  of  state  medical 
societies  and  the  Board  of  Trustees  of  the 
American  Medical  Association,  at  its  meeting 
in  April,  1966,  have  established  liaison  with 
specialty  organizations  by  forming  specialty 
liaison  committees;  now  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
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Society  of  the  State  of  New  York  establish 
a committee  consisting  of  physicians  repre- 
senting all  specialty  organizations,  which 
members  are  to  be  nominated  by  the  specialty 
organizations  but  appointed  by  the  president 
of  the  Medical  Society  of  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  this  committee  be  known 
as  the  Interspecialty  Committee,  that  it  be 
charged  with  the  responsibility  of  reviewing 
legislation,  socioeconomic  matters,  and  other 
subjects  that  affect  the  particular  specialty 
practices,  and  that  it  report  periodically  to 
the  council. 

69-50.  Specialty  Group  Representation 

Introduced  by  Section  on  Pathology,  Clinical 
Pathology,  and  Blood  Banking 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  the  organization  that 
represents  all  physicians  in  the  State  and  is, 
therefore,  best  qualified  to  speak  for  the 
profession;  and 

Whereas,  Specialty  groups  are  now  well 
organized  in  this  State;  and 

Whereas,  Establishment  of  formal  liaison 
between  the  various  specialty  organizations 
in  this  State  and  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  should  pro- 
vide an  effective  voice  for  organized  medicine; 
and 

Whereas,  A number  of  state  medical 
societies  and  the  Board  of  Trustees  of  the 
American  Medical  Association,  at  its  April, 
1966,  meeting,  have  established  liaison  with 
specialty  organizations  by  forming  specialty 
liaison  committees;  now  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  appoint 
a committee  composed  of  physicians  repre- 
senting all  specialty  organizations,  which 
members  are  to  be  nominated  by  the  specialty 
organizations  but  appointed  by  the  president 
of  the  Medical  Society  of  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  this  committee  be  known 
as  the  Interspecialty  Committee,  that  it  be 
charged  with  the  responsibility  of  reviewing 
legislation,  socioeconomic  matters,  and  other 
subjects  that  affect  the  particular  specialty 
organizations  and  their  practices,  and  that 
it  report  periodically  to  the  Council. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  presented  hy  Stanley  H.  Greenwald, 
M.D.,  chairman. 

These  three  resolutions,  which  are  identical, 
were  well  received  by  your  reference  committee. 
The  purpose,  as  explained,  would  he  a more 
fruitful  liaison  with  the  Medical  Society  of  the 
State  of  New  York. 

Your  reference  committee  recommends  adop- 
tion of  these  resolutions  but  with  the  following 
change:  That  the  words  “specialty  sections” 

be  substituted  for  the  words  “specialty  organiza- 
tions” whenever  they  occur  in  the  first  Re- 
solved. 


The  House,  after  discussion,  voted  to  delete  ' 
from  the  reference  committee  report  the  words 
“and  recommends  that  the  words  ‘ specialty  sec- 
tions' be  substituted  for  the  words  ‘specialty 
organizations'  wherever  they  occur  in  the  first 
Resolved." 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended,  thereby 
adopting  resolutions  69  19,  69-36,  and  69-50 
as  originally  presented. 

69-42.  Specialty  Group  Representation  on  Policy 
and  Negotiating  Committee  for  Government  Sup- 
ported Health  Plans 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  represents  its  physician  mem- 
bers in  discussions  with  government  agencies 
regarding  health  and  socioeconomic  prob- 
lems; and 

Whereas,  Attempts  to  obtain  opinions 
from  the  membership  on  health  and  economic 
problems  through  county  medical  society 
surveys  have  not  been  successful;  and 

Whereas,  There  exist  in  our  medical  com- 
munity many  well  organized  specialty  groups 
whose  members  are  well  versed  in  the  econom- 
ics of  their  own  particular  specialty  practices; 
now  therefore  be  it 

Resolved,  That  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health 
Plans  of  the  Medical  Society  of  the  State 
of  New  York  have  on  its  roster  at  least  one 
representative  from  each  of  the  following 
groups  listed  in  the  Relative  Value  Scale 
book  of  the  Medical  Society  of  the  State  of 
New  York: 

1.  New  York  State  Society  of  Surgeons 

2.  New  York  State  Society  of  Anesthesi- 
ologists 

3.  New  York  State  Society  of  Radiologists 

4.  New  York  State  Society  of  Internal 
Medicine 

5.  New  York  State  Division  of  the  Ameri- 
can Academy  of  General  Practice 

6.  New  York  State  Society  of  Pathologists 
and  any  other  specialty  group  recognized 
officially  by  the  profession. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following 

report  was  submitted  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  recommends  dis- 
approval of  this  resolution,  because  the  previous 
three  resolutions  would  encompass  the  changes 
suggested  by  the  Medical  Society  of  the  County 
of  Oneida,  which  is  limited  in  its  scope. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69  42. 

69-66.  Opposition  to  the  Continued  Inclusion  of 
Chiropractors  as  Providers  of  Service  Under  the 
State  Medicaid  Program 
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Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  New  York  State  Attorney 
General  has  declared  it  to  be  his  opinion  that 
chiropractors  are  “providers  of  service” 
under  the  State’s  Medicaid  program;  and 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  and  of  the 
Medical  Society  of  the  State  of  New  York 
have  taken  the  following  position: 

1.  Chiropractic  is  an  unscientific  cult 
whose  practitioners  lack  the  necessary  train- 
ing and  background  to  diagnose  and  treat 
human  disease; 

2.  Patients  should  entrust  their  health 
only  to  those  who  have  a broad  scientific 
knowledge  of  diseases  and  ailments  of  all 
kinds  and  who  are  capable  of  diagnosing 
and  treating  them  with  all  the  resources  of 
modern  medicine; 

3.  Chiropractic  constitutes  a hazard  to 
national  health  care  in  the  United  States 
because  of  the  substandard  and  unscientific 
education  of  its  practitioners  and  their  rigid 
adherence  to  an  irrational,  unscientific  ap- 
proach to  disease  causation;  and 

4.  The  delay  of  proper  medical  care  caused 
by  chiropractors  and  their  opposition  to  the 
many  scientific  advances  in  modern  medicine 
often  ends  with  tragic  results;  and 

Whereas,  The  Congress  of  the  United 
States  and  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  have  continued  to  refuse 
chiropractors  participation  in  the  Medicare 
program  for  the  same  reasons  listed  above; 
and 

Whereas,  The  Commissioner  of  Health  of 
the  State  of  New  York  is  now  responsible  for 
the  “quality  and  availability  of  health  care 
in  the  State  of  New  York”  and  is  now  develop- 
ing standards  for  certifying  which  physicians 
shall  be  allowed  to  treat  patients  under 
government  programs,  although  all  physicians 
have  been  licensed  to  practice  medicine  in 
this  State;  and 

Whereas,  The  ruling  of  the  New  York 
State  Attorney  General  negates  all  efforts 
by  the  State  Health  Department  and  the 
medical  societies  of  the  State  to  upgrade  the 
quality  of  medical  care  in  this  State;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  opinion  rendered  by  the  Attorney  General 
of  the  State  of  New  York  declaring  chiro- 
practors to  be  “providers  of  service”  under 
the  State  Medicaid  program;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  all  possible  action 
to  eliminate  chiropractors  as  “providers  of 
service”  under  the  Medicaid  Act. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  im- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

It  has  come  to  our  attention  that  the  first  and 
last  Whereas  in  this  resolution  are  not  factu- 


ally correct.  We,  therefore,  recommend  that 
the  first  Whereas  be  amended  to  read: 

Whereas,  Chiropractors  are  “providers  of 
service”  under  the  State’s  Medicaid  program; 
and 

and  that  the  last  Whereas  be  changed  by 
substituting  the  words,  “inclusion  of  chiroprac- 
tors” for  the  words  “ruling  of  the  New  York 
State  Attorney  General.” 

The  first  Whereas  would  then  read: 

Whereas,  Chiropractors  are  “providers 
of  service”  under  the  State’s  Medicaid  pro- 
gram; and 

and  the  last  Whereas  would  then  read: 

Whereas,  Inclusion  of  chiropractors  ne- 
gates all  efforts  by  the  State  Health  Depart- 
ment and  the  medical  societies  of  the  State 
to  upgrade  the  quality  of  medical  care  in  this 
State;  now  therefore  be  it . . . 

This  resolution  is  a reaffirmation  of  our 
previous  stand  on  chiropractic,  and  your  refer- 
ence committee  recommends  approval  of  this 
resolution,  as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting 
resolution  69  66  as  amended. 

69-48.  Discontinue  Recommending  Physician 
Participation  in  Medicaid  Program 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  Governor  has  called  for  a 
20  per  cent  reduction  of  the  charges  that 
physicians,  dentists,  and  pharmacists  are 
allowed  to  make  for  services  rendered  to 
Medicaid  patients;  and 

Whereas,  In  other  areas  of  social  service, 
despite  objection  by  State  Comptroller, 
Arthur  Levitt,  the  State  is  loosening  the 
reins  on  expenditures  by  the  “Declaration 
System”  for  determining  welfare  eligibility; 
and 

Whereas,  Organized  medicine  and  allied 
health  service  suppliers  expended  considerable 
money,  time,  and  effort  to  apprise  the  legis- 
lators and  the  Governor  of  the  expected 
cost  of  Medicaid  as  originally  proposed  in 
New  York  State;  and 

Whereas,  The  20  per  cent  decrease  would 
amount  to  discriminatory  taxation  of  health 
service  suppliers  to  help  finance  Medicaid; 
and 

Whereas,  Such  action  punishes  those  who 
tried  to  avoid  excess  expenditures  under  Med 
icaid;  and 

Whereas,  The  Medicaid  fee  schedules 
released  for  use  after  July,  1966,  are  now  due 
for  upward  revision  after  almost  three  years 
of  increased  expenses  and  operating  costs  for 
physicians;  and 

Whereas,  The  health  service  groups  are 
singled  out  for  excessive  cuts  in  allowances 
which  are  already  considerably  below  usual 
and  customary  fees  in  most  instances;  and 
Whereas,  The  State  is  not  giving  a 20 
per  cent  cut  to  State  employes  and  is  not  re- 
quiring 20  per  cent  wage  and  profit  cuts  for 
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those  firms  and  organizations  doing  business 
with  the  State;  and 

Whereas,  The  proposed  action  is  unfair 
and  discriminatory;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  its  component  county 
medical  societies  discontinue  recommending 
that  physicians  participate  in  the  Medicaid 
program  and  advise  its  individual  member 
physicians  to  review  their  commitment  to 
this  program  which  singles  out  certain 
suppliers  of  health  services  for  discriminatory 
economic  penalties. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Stanley  H.  Greenwald, 
M.D.,  chairman. 

Your  reference  committee  considered  this 
resolution  last  because  of  its  importance. 

Inasmuch  as  the  State  Medical  Society  has 
always  had  a concern  for  the  treatment  of  the 
medically  indigent  patient,  we  believe  that  all 
efforts  should  be  made  to  improve  the  Medicaid 
program.  Therefore,  we  recommend  dis- 
approval of  resolution  69-48. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-48. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health 
and  Education  are: 

Irving  L.  Ershler,  M.D.,  Chairman 


Onondaga 

Franklyn  B.  Amos,  M.D Albany 

Peter  S.  Battaglia,  M.D Niagara 

William  A.  Bauman,  M.D New  York 

Frederick  Beck,  M.D Tompkins 

Charles  A.  Bertrand,  M.D Westchester 

Marvin  A.  Block,  M.D Erie 

Marvin  L.  Bloom,  M.D Erie 

George  M.  Brown,  M.D Suffolk 

Irving  Cramer,  M.D Oneida 

Leo  Dobrin,  M.D Queens 

Arthur  H.  Dube,  M.D. Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

James  I.  Farrell,  M.D Oneida 

Merton  C.  Hatch,  M.D Onondaga 

Milton  Helpern,  M.D New  York 

Thurston  L.  Keese,  M.D Onondaga 

Herbert  A.  Laughlin,  M.D Chautauqua 

Harry  S.  Lichtman,  M.D Kings 

James  A.  Moore,  M.D New  York 

C.  George  Murdock,  M.D. Onondaga 

Kenneth  B.  Olson,  M.D Albany 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Norman  Simon,  M.D New  York 

Reginald  R.  Steen,  M.D Nassau 

Waring  Willis,  M.D Westchester 


The  Commission  is  composed  of  the  chair- 


men of  twenty-six  committees  who  meet  each 
year  in  Albany  with  the  Commissioner  of  Health 
and  his  staff  to  exchange  information  and  to 
discuss  interdependent  methods  of  improving 
programs  sponsored  jointly  by  the  New  York 
State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York.  This  meet- 
ing, which  crystallizes  each  group’s  continuing 
programs,  exemplifies  the  best  in  possible  co- 
operation between  members  of  government  and 
private  practitioners  of  medicine.  The  minutes 
of  this  year’s  meeting  show  that  the  physicians 
who  serve  on  the  various  committees  give  time 
and  effort  to  bring  newer  knowledge  to  the 
State  Society  membership.  Probably  at  no 
time  in  history  has  the  increase  in  medical 
knowledge  surpassed  the  current  rate.  These 
rapidly  expanding  horizons  include  all  health 
matters,  public  and  private.  If  we  are  to  keep 
pace  with  modern  scientific,  social,  and  tech- 
nologic progress,  we  must  expand  and  intensify 
all  our  programs,  especially  in  continuing  edu- 
cation for  physicians. 

Committees.  The  Committee  on  Accident 
and  Injury  Prevention  has  continued  its  active 
program  to  make  the  highways  safer.  It  has 
cooperated  with  committees  of  both  the  State 
Health  Department  and  the  Department  of 
Motor  Vehicles  in  establishing  standards.  The 
chairman  of  our  committee  is  an  ex  officio  mem- 
ber of  the  Driver  Licensing  Panel  for  the  Com- 
missioner of  Motor  Vehicles. 

The  importance  of  and  the  necessity  for  phy- 
sicians working  with  members  of  other  health 
care  disciplines  is  poignantly  illustrated  in  the 
work  being  done  by  our  Committee  on  Aging 
and  Nursing  Homes.  This  may  well  be  the 
first  time  in  the  United  States  that  representa- 
tives of  medicine,  dentistry,  podiatry,  and  op- 
tometry have  put  aside  their  vested  interests 
and  jealousies  to  promote  better  health  care. 

Our  Committee  on  Alcoholism  and  Drug 
Abuse  and  the  Committee  on  Public  Health  of 
the  New  York  State  Bar  Association,  made  a 
plea  for  more  compassion  and  understanding  of 
the  problems  of  the  alcoholic  person.  These 
committees  emphasize  that  more  effort  must  be 
made  toward  public  acceptance  of  alcoholism  as 
a disease  rather  than  as  a crime  against  society. 
The  recent  Supreme  Court  decision  which  ruled 
to  the  contrary  has  been  discouraging  to  per- 
sons and  agencies  trying  to  improve  the  lot  of 
the  alcoholic  person. 

From  the  committees’  reports  we  find  the 
following: 

1.  The  Cancer  Committee  has  intensified 
its  efforts  to  publicize  their  campaign  against 
cigaret  smoking. 

2.  The  Committee  on  Chronic  Pulmonary 
Diseases  has  made  a plea  for  additional  regional 
respiratory  diagnostic  and  treatment  centers. 

3.  The  Committee  on  Forensic  Medicine 
has  urged  a change  from  the  coroner  system  to 
the  medical  examiner  system. 

4.  The  Committee  on  Data  Processing  in 
Medicine  has  stated  that  the  use  of  computers 
leads  to  more  accurate  and  faster  reporting  of 
analytical  studies  and  that  other  applications  of 
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the  computer  are  “in  the  wings”  awaiting  only 
proper  programming  before  their  debut  on  the 
medical  stage.  To  disseminate  information  on 
these  and  related  subjects,  the  committee  mem- 
bers have  made  themselves  available  to  all 
physicians  who  may  be  interested  in  learning 
about  this  important  new  development  in  medi- 
cine. 

5.  The  committees  concerned  with  vision, 
hearing,  and  school  health  have  embarked  on  a 
pilot  project  involving  audio-visual  tests  for 
preschool  children.  The  Division  of  Scientific 
Activities  has  answered  more  than  400  letters 
about  this  latest  method  of  detecting  hearing 
and  visual  defects  in  preschool  children. 

6.  The  Committee  on  Maternal  and  Child 
Welfare  has  been  collecting  data  which  indicate 
the  need  for  continuing  education  in  the  most 
effective  methods  of  reducing  maternal  and 
perinatal  mortality  rates.  The  committee  has 
also  cooperated  with  the  New  York  State  De- 
partment of  Health  in  devising  a new  birth 
certificate. 

7.  The  program  of  the  Committee  on  Medi- 
cal Aspects  of  Sports  has  been  a great  success. 
The  committee’s  report  gives  details  of  its  work 
with  school  physicians  and  coaches,  especially  at 
its  annual  meeting  on  Medical  Aspects  of  Sports. 

8.  The  committees  concerned  with  mental 
hygiene,  metabolic  disease,  preventive  medi- 
cine, and  rural  medical  services,  are  all  active  in 
their  attempts  to  keep  practicing  physicians 
up  to  date  by  disseminating  information  in  their 
respective  fields. 

9.  The  State-wide  Committee  on  Compre- 
hensive Health  Planning,  working  with  the 
Division  of  Communications,  has  in  less  than  a 
year  given  practically  every  physician  in  the 
State  the  opportunity  to  learn  about  Section 
314  (b)  Public  Health  Service  Act  as  amended 
by  Public  Law  89-749.  Never  before  have  so 
many  physicians  been  interested  in  and  worked 
for  community  health  planning.  Citizens  have 
noted  that  the  physicians’  attitudes  and  efforts 
are  different  from  the  former  so-called  “aloof- 
ness” of  the  members  of  the  medical  profession. 
Members  should  appreciate  the  efforts  of  this 
committee,  the  Committee  on  Public  Relations, 
your  president,  and  other  officers  for  their  ef- 
forts in  this  enterprise. 

Members  are  urged  to  read  each  committee’s 
report,  which  gives  details  on  the  committee’s 
activities  of  the  past  year  and  its  plans  for  the 
future. 

This  Commission  is  one  segment  of  the  Divi- 
sion of  Scientific  Activities.  Your  chairman 
takes  this  opportunity  to  acknowledge  with 
gratitude  the  efforts  of  all  the  chairmen  and 
committee  members  whose  dedication  and  hard 
work  have  made  the  year  a success.  As  usual, 
Norman  S.  Moore,  M.D.,  director  of  the  Divi- 
sion of  Scientific  Activities,  and  his  adminis- 
trative assistant,  Miss  Dorothy  Smith,  provide 
the  expertise  and  wisdom  to  provide  a compre- 
hensive, aggressive,  and  meaningful  program. 
The  field  representatives  of  the  Division  of 
Communications  have  given  us  great  assistance 
in  many  fields,  and  their  efforts  are  acknowl- 


edged here  with  gratitude.  Your  chairman  is 
especially  grateful  to  Samuel  Pakula,  steno- 
typist  for  his  capable  recording  of  our  meetings. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

First,  may  I say  that  the  reference  committee 
is  grateful  to  Irving  L.  Ershler,  M.D.,  chairman. 
Commission  on  Public  Health  and  Education, 
and  Norman  S.  Moore,  M.D.,  director,  Division 
of  Scientific  Activities,  for  their  presence  and 
guidance  in  the  study  of  the  various  reports  and 
resolutions. 

The  report  of  the  commission  was  read  with 
great  interest. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident 
and  Injury  Prevention  are  as  follows: 

Irving  Cramer,  M.D.,  Chairman Oneida 

Harold  Brandeleone,  M.D New  York 

James  E.  Holmblad,  M.D Schenectady 

Robert  H.  Kennedy,  M.D New  York 

John  D.  States,  M.D Monroe 

This  committee  has  been  active  during  the 
year  because  of  the  many  changes  made  in 
Federal  and  State  legislation  concerning  accident 
prevention  and  injury  control  which  affect  our 
daily  lives.  A meeting  was  held  July  1,  at 
which  time  our  previous  recommendations  and 
reports  were  reviewed.  The  committee  recom- 
mended to  the  State  Medical  Society  that  it 
continue  to  support  legislation  which  would 
change  the  insurance  law  to  insure  basic  protec- 
tion for  patients  injured  in  traffic  accidents. 

The  committee  reviewed  the  problem  of 
physicians  receiving  requests  from  insurance 
companies  for  information  on  driver  fitness 
without  signed  authorization  from  the  appli- 
cant or  patient  to  release  this  information.  The 
committee  was  unanimous  in  its  opinion  that 
(1)  no  form  should  be  filled  out  or  information 
given  without  prior  authorization  from  the 
patient,  and  (2)  the  physician  is  not  in  a position 
to  determine  driver  fitness.  It,  therefore,  recom- 
mended the  following:  (1)  The  State  Medical 

Society  inform  its  members  that  they  may  only 
submit  an  evaluation  of  the  patient’s  general 
physical  condition  on  receipt  of  properly  signed 
authorization  from  the  patient;  and  (2)  someone 
other  than  the  examining  physician  should  deter- 
mine whether  or  not  the  patient  meets  driving 
safety  requirements.  For  example,  under  the 
Social  Security  law  when  a physician  is  asked 
to  submit  the  findings  of  his  complete  physical 
examination,  he  is  specifically  advised  not  to 
make  any  conclusion  on  the  patient’s  disability. 

A magazine  dealing  with  traffic  problems 
requested  the  committee  to  submit  an  article  for 
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publication.  The  committee  felt  it  was  not  able 
to  comply  with  this  request  at  the  present  time. 

An  invitation  was  received  from  H.  A.  Fenner, 
Jr.,  M.D.,  chairman  of  the  AMA  Committee  on 
Medical  Aspects  of  Automotive  Safety,  to  par- 
ticipate in  workshops  on  precrash,  crash,  and 
postcrash  phases  of  automotive  safety  which  was 
held  on  September  13  and  14  at  Washington, 
D.C.  Our  committee  was  ably  represented  by 
John  D.  States,  M.D.,  who  has  made  an  exten- 
sive study  of  the  problems  in  this  field. 

A letter  was  read  from  Henry  I.  Fineberg, 
M.D.,  which  advised  that  problems  on  disaster 
medical  care  might  be  assigned  to  our  com- 
mittee. Since  the  work  of  our  commitee  is 
oriented  toward  automobile  licensing  and 
safety  requirements,  emergency  medical  care 
and  transportation  of  the  injured,  and  auto- 
mobile crash  problems,  it  was  the  unanimous 
opinion  of  the  members  that  disaster  medical 
care  planning  does  not  fall  within  the  province 
of  our  committee. 

A meeting  was  held  with  members  of  the 
Bureau  of  Motor  Vehicles  and  the  New  York 
State  Department  of  Health,  under  the  chair- 
manship of  Stephen  C.  Mahady,  M.D.,  assistant 
commissioner  for  medical  services,  to  discuss  the 
duties  and  the  responsibilities  of  our  respective 
units.  Also  discussed  were  disaster  medical 
care;  training  of  first-aid  personnel,  such  as 
volunteer  firemen,  policemen,  ambulance  at- 
tendants, and  emergency  room  attendants;  and 
formation  of  the  Medical  Advisory  Committee 
to  the  Commissioner  of  Motor  Vehicles  which 
is  mandated  by  the  Federal  Highway  Safety 
Law.  A committee  consisting  of  medical  con- 
sultants in  the  various  specialty  practices,  such 
as  otolaryngology,  cardiology,  neurology,  ortho- 
pedics, ophthalmology,  and  pharmacology,  was 
established  by  the  New  York  State  Department 
of  Health,  the  agency  designated  by  the  Bureau 
of  Motor  Vehicles  to  be  responsible  for  such  a 
committee. 

At  this  meeting  your  chairman  was  appointed 
to  serve  as  ex-officio  member  of  the  Drivers 
Licensing  Panel.  It  was  also  established  that 
our  committee  will  act  in  an  advisory  capacity  in 
controversial  questions  involving  eligibility  for 
licensure. 

Your  chairman  attended  the  first  meeting  of 
the  Drivers  Licensing  Panel  held  on  July  11  at 
the  New  York  State  Department  of  Health, 
under  the  chairmanship  of  I.  Jay  Brightman, 
M.D.  At  this  meeting  we  discussed  the  duties 
of  this  panel,  the  need  for  policy  expansion  in 
reviewing  driver  licensing,  and  the  physical  and 
mental  conditions  of  drivers  prior  to  accidents. 

Your  chairman  also  attended  the  annual 
meeting  of  the  Commission  on  Public  Health 
and  Education  of  the  State  Medical  Society 
held  in  Albany  on  July  25.  Many  topics  were 
discussed  and  reviewed.  It  was  felt  that  a close 
liaison  between  our  committee  and  government 
officials,  who  are  directly  concerned  with  acci- 
dent prevention  and  driver  safety,  had  been 
established  to  our  mutual  benefit  and  satisfac- 
tion. 

I wish  to  thank  the  members  of  my  committee 


for  their  efficient  assistance,  particularly  Nor- 
man S.  Moore,  M.D.,  and  Irving  L.  Ershler, 
M.D.,  for  their  guidance,  and  Miss  Dorothy 
Smith  of  the  Medical  Society  staff  for  her  in- 
valuable help  in  preparing  our  reports  and 
arranging  our  meetings. 

Respectfully  submitted, 

Irving  Cramer,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Since  the  Committee  on  Accident  and  Injury 
Prevention  is  primarily  oriented  toward  auto- 
mobile licensing  and  safety  requirements, 
emergency  medical  care  and  transportation  of 
the  injured  as  well  as  automobile  problems,  the 
reference  committee  recommends,  to  the  presi- 
dent, the  re-establishment  of  the  Disaster 
Medical  Care  Committee  as  a separate  and 
distinct  entity. 

The  chairman,  Dr.  Cramer,  is  to  be  com- 
mended for  his  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-28.  Proposed  Improvements  in  the  State 
Motor  Vehicle  Law 

Introduced  by  Broome  County  Medical 
Society 

Whereas,  The  mortality  rate  from  motor 
vehicle  accidents  on  the  highways  in  Broome 
County  reached  a record  level  in  1967;  and 

Whereas,  This  problem  has  led  to  a critical 
review  of  all  aspects  of  motor  vehicle  safety 
and  legislation;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  State 
Legislature  or  to  the  Bureau  of  Motor 
Vehicles  the  following  changes  and  improve- 
ments in  the  State  Motor  Vehicle  Law: 

1.  That  a visual  field  test,  as  already  re- 
quired in  several  of  the  states,  be  added  to 
the  driver  licensing  requirements  of  New 
York  State; 

2.  That  a system  of  limited-driver  cate- 
gories be  added  to  the  present  standards  to 
better  serve  the  interests  of  those  drivers 
capable  of  driving  safely,  under  limited 
circumstances,  and  to  assist  the  Medical 
Advisory  Board  in  their  handling  of  these 
cases; 

3.  That  the  State  of  New  York  consider 
separate  licensing  requirements  for  night 
driving; 

4.  That,  since  8 per  cent  of  males  and  0.5 
per  cent  of  females  have  some  color  vision 
defect,  the  Bureau  of  Motor  Vehicles  instruct 
its  engineers  to  begin  planning  the  addition 
of  standardized  shapes  to  the  various  colored 
lights  to  eliminate  the  problem  of  color  1 
recognition  of  traffic  signals;  and 

5.  That  any  person  who  becomes  eligible 
for  permanent  disability  benefits  under 
Social  Security  and/or  income  tax  deduction 
by  virtue  of  poor  vision  should  automatically 


1574  New  York  State  Journal  of  Medicine  / June  1,  1969 


have  his  operators  license  revoked  in  New 
York  State. 

Report  ok  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  considered  resolution 
69-28.  The  committee  approved  this  resolu- 
tion, as  presented,  and  recommended  that  it  be 
referred  back  to  the  Committee  on  Accident 
and  Injury  Prevention  for  further  implementa- 
tion. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and 
Nursing  Homes  are  as  follows: 

PeterS.  Battaglia,  M.D.,  Chairman  Niagara 


Ben  A.  Borkow,  M.D Kings 

Michael  D.  Buscemi,  M.D Suffolk 

Anthony  LaRusso,  M.D Broome 


During  1968,  the  committee,  with  the  ap- 
proval of  the  Council,  initiated  a study  of  the 
relationships  between  the  various  professional 
groups  rendering  services  to  patients  in  nursing 
homes. 

Three  meetings  were  held  with  representatives 
of  other  health  disciplines,  such  as  podiatrists, 
optometrists,  dentists,  and  physiotherapists, 
to  discuss  past  problems  and  to  develop  guide- 
lines which  will  be  in  the  best  interest  of  the 
patient. 

Progress  has  been  made,  and  although  it  is 
generally  felt  that  the  physician  is  the  “captain 
of  the  team,”  the  professional  ability  of  other 
groups  must  be  respected. 

At  the  last  joint  meeting,  agreement  was 
reached  on  the  following: 

1.  The  physician  is  morally  and  legally  re- 
sponsible for  the  care  of  the  patient,  and  the 
members  of  other  health  disciplines  are  to  con- 
sult with  him  and  to  obtain  his  permission  to 
start  treatment. 

2.  Members  of  other  disciplines  can  perform 
an  initial  evaluation  of  the  patient,  on  his  ad- 
mission to  the  nursing  home,  without  the  physi- 
cian’s express  consent,  unless  contraindicated 

by  him. 

Consideration  has  been  given  to  the  establish- 
ment of  local  advisory  committees  for  nursing 
homes  consisting  of  representatives  from  all  the 
professions  concerned,  to  help  maintain  better 
control  and  to  eliminate  abuses. 

The  committee  is  studying  the  Section  on 
Nursing  Homes  of  the  State  Hospital  Code  and 
will  ask  the  Council  for  its  approval  to  submit 
suggestions  to  the  State  Health  Department 
regarding  policies  on  medical  services  presently 
being  developed.  The  committee  is  also  in- 
terested in  determining  where  in  the  Code  au- 
thority is  given  to  permit  paramedical  person- 
nel to  go  into  nursing  homes  to  see  patients. 

In  the  near  future,  representatives  of  each 
health  discipline  will  submit  suggestions  on  their 


particular  sections  of  the  Code  to  the  State 
Health  Department.  Final  determinations  will 
be  made  at  a joint  meeting  of  all  concerned. 

The  committee  is  grateful  to  the  New  York 
State  Department  of  Health  for  its  excellent 
cooperation,  particularly  for  the  help  received 
from  George  Warner,  M.D. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  noted  with 
interest.  The  cooperation  between  the  New 
York  State  Department  of  Health  and  the 
Medical  Society  of  the  State  of  New  York  should 
be  continued  to  provide  the  necessary  guidelines 
for  better  patient  care. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-34.  Exclusion  of  Nonpsychotic  Senile  Patients 
from  State  Mental  Institutions 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  The  State  Department  of  Men- 
tal Hygiene  has  adopted  a new  policy  regard- 
ing nonpsychotic  senile  patients  which  calls 
for  the  discharging  of  those  patients  already 
in  State  mental  institutions  and  the  denial 
of  admission  to  such  other  patients  as  may 
require  custodial  care;  and 

Whereas,  The  precipitate  discharge  of 
hundreds  of  nonpsychotic  senile  patients  from 
State  mental  institutions  coupled  with  the 
generally  recognized  acute  shortage  of  nursing 
home  facilities,  able  and  willing  to  take  care 
of  such  patients,  has  created  a serious  problem 
for  the  proper  handling  of  such  persons; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  the  State  Depart- 
ment of  Mental  Hygiene  of  the  problem 
created  by  its  action  and  request  that  the 
Department  of  Mental  Hygiene  delay  imple- 
mentation of  its  new  policy  until  such  time  as 
plans  can  be  made  by  local  departments  of 
health  and  community  agencies  to  provide 
facilities,  services,  and  programs  for  these 
patients. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  considered  and 
approved  resolution  69-34.  It  is  recognized 
that  the  Committee  on  Aging  and  Nursing 
Homes  is  currently  effectively  working  on  the 
problems  presented  in  this  resolution  to  the 
extent  that  more  lenient  guidelines  for  admission 
of  the  elderly  to  State  mental  institutions  are 
being  formulated  by  the  State  Department 
of  Mental  Hygiene  and  will  be  distributed  soon 
to  the  administrators  of  mental  hospitals. 


June  1,  1969  / New  York  State  Journal  of  Medicine  1575 


The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-49.  Abolition  of  Regulation  Requiring  Monthly 
Physician’s  Visit  to  Patients  in  Extended  Care 
Facilities 

Introduced  by  Medical  Society  of  the  County 
of  Albany 

Whereas,  The  New  York  State  Depart- 
ment of  Health  has  arbitrarily  decreed  that 
all  persons  in  nursing  homes  or  extended  care 
facilities  regardless  of  the  state  of  their  health 
must  be  seen  by  their  physician  monthly; 
and 

Whereas,  This  is  an  unwarranted  usurpa- 
tion of  the  physician’s  prerogative  to  exercise 
his  judgment  in  the  care  of  his  patient;  and 

Whereas,  The  vast  majority  of  such  visits 
are  unnecessary  from  the  standpoint  of  the 
patient’s  health  and  constitute  a waste  of 
increasingly  scarce  medical  manpower;  and 

Whereas,  Such  mandated  visits  increase 
the  cost  of  medical  care  unnecessarily;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
the  abolition  of  this  regulation  when  a person 
in  such  facility  is  under  the  care  of  a personal 
physician  whose  medical  judgment  should 
establish  the  necessary  frequency  of  visits. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  also  considered 
resolution  69-49  and  recommends  that  this 
"esolution  be  referred  back  to  the  Committee 
on  Aging  and  Nursing  Homes  for  reconsidera- 
tion in  the  light  of  the  following  action  pre- 
viously taken  on  this  subject: 

1.  Report  of  Committee  on  Aging  and 
Nursing  Homes  to  House  of  Delegates,  Febru- 
ary, 1968,  item  number  5 of  a program  recom- 
mended by  the  committee  and  approved  by  the 
Council  and  the  House  of  Delegates  in  1968: 
“Physicians  Visits  to  Nursing  Homes.  Develop 
a method  to  correct  the  problems  arising  from 
physicians  not  making  enough  or  making  too 
many  visits  to  patients  in  nursing  homes.” 

2.  Resolution  66-51,  “Code  of  Ethics  for 

Physician  Care  in  Nursing  Homes,”  the  third 
Resolved  stated  as  follows:  “Each  physician 

shall  visit  each  patient  and  examine  said  patient 
at  least  once  a month.”  This  resolution  was 
referred  by  the  1966  House  of  Delegates  to  the 
Committee  on  Aging  and  Nursing  Homes  for 
study  and  consideration. 

3.  Resume  of  action  taken  on  instructions 
from  the  1966  House  of  Delegates  (1967  Report 
to  the  House)  stated  (1)  that  copies  of  resolu- 
tion 66  51  should  be  sent  to  county  medical 
societies,  and  (2)  that  key  features  of  this  resolu- 
tion will  become  part  of  the  Legal  Code  Govern- 
ing Nursing  Home  Operation. 

The  House,  after  discussion,  voted  to  refer  this 
portion  of  the  reference  committee  report  and 


resolution  69-49  to  the  Committee  on  Aging  and 
Nursing  Homes. 

69-53.  Health  Related  Facilities  Code  (Sub- 
chapters B and  G of  the  State  Hospital  Code) 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 

Whereas,  Health  related  facilities  codes 
mistakenly  conceive  of  the  inhabitants  of 
these  extended  care  facilities  as  patients  in  a 
medical  facility  instead  of  residents  in  a sub- 
stitute home;  and 

Whereas,  These  codes  mandate  unrealistic 
and  unnecessary  use  of  critically  short 
physician’s  time,  as  illustrated  by  the  medical 
supervision  and  review  requirements;  and 
Whereas,  The  standards  set  forth  in  the 
code  are  unduly  restrictive  at  a time  of  critical 
shortage  of  this  type  facility  and  will  dis- 
courage their  further  development;  and 
Whereas,  The  vast  majority  of  these 
patients  will  have  some  degree  of  dementia 
and  the  subject  codes  make  no  adequate 
provision  for  psychiatric  consultation;  and 
Whereas,  Memorandum  68—27  of  the  State 
Department  of  Mental  Hygiene  is  currently 
limiting  the  traditional  care  of  these  people 
in  State  Hospitals;  now  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  urgently 
request  the  State  Health  Department  and  the 
State  Department  of  Mental  Hygiene  to 
review  the  Health  Related  Facilities  Code, 
Subchapters  B and  G of  the  State  Hospital 
Code,  and  Department  of  Mental  Hygiene 
Memorandum  68-27  and  cooperate  with  each 
other  in  developing  a realistic  and  practical 
plan  and  code  for  the  care  of  the  elderly  and 
persons  with  mild  degree  of  dementia. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  considered  and 
approved  resolution  69-53. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism 
and  Drug  Abuse  are  as  follows: 

Marvin  A.  Block.,  M.D.,  Chairman Erie 

William  Antopol,  M.D New  York 

Robert  W.  Baird,  M.D New  York 

Stanley  E.  Gitlow,  M.D New  York 

Donald  B.  Louria,  M.D New  York 

Reginald  R.  Steen,  M.D.,  ex  officio . . . .Nassau 
The  committee  met  on  January  25  with  the 
corresponding  committee  of  the  New  York  State 
Bar  Association.  A report  of  this  meeting  was 
published  in  the  New  York  State  Journal  of 
Medicine,  June  1,  1968,  issue. 

On  May  2,  members  of  this  committee  met 
with  the  Committee  on  Youth  and  Correction  of 
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the  Community  Service  Society  of  the  New  Y ork 
Department  of  Public  Affairs  and  with  repre- 
sentatives of  the  Health  and  Physical  Education 
Department  of  the  Board  of  Education  of  the 
City  of  New  York.  At  this  meeting,  a sugges- 
tion was  made  to  hold  a one-day  symposium  on 
technics  for  detecting  the  use  of  drugs  by  school 
children  in  an  effort  to  help  physicians,  partic- 
ularly school  physicians,  to  recognize  symp- 
toms of  drug  addiction  in  children.  C.  George 
Murdock,  M.D.,  chairman.  Committee  on 
School  Health,  was  consulted,  and  the  Council 
approved  the  committees’  plan  for  a one-  or  two- 
day  course  for  school  physicians  in  New  York 
City.  The  two  committees  plan  to  submit  a 
tentative  program  with  an  estimate  of  costs  for 
the  Council’s  approval. 

At  the  request  of  the  committee,  the  Council 
approved  the  appointment  of  the  chairman  of 
the  Committee  on  Mental  Hygiene,  a psychia- 
trist, to  serve  on  this  committee. 

Again,  the  committee  recommends  that  a 
teaching  day  be  set  up  for  chairmen  of  com- 
mittees on  alcoholism  and  drug  abuse  of  all  the 
county  medical  societies;  the  committee  will 
provide  the  faculty  for  this  program.  It  is  also 
recommended  that  each  county  medical  society 
establish  a liaison  between  its  committee  on  al- 
coholism and  drug  abuse  and  a corresponding 
committee  of  the  county  bar  association.  If 
this  cannot  be  accomplished  at  the  county  level, 
it  should  be  done  at  the  district  level. 

Last  year  the  committee  established  guide- 
lines for  admission  of  alcoholic  patients  to  gen- 
eral hospitals.  These  guidelines  were  pub- 
lished in  an  article  entitled,  “The  Alcoholic 
Needs  Hospital  Care”  in  the  May,  1968,  issue  of 
the  Journal  of  the  American  Hospital  Asso- 
ciation. 

Attention  was  again  called  to  the  possible 
breach  of  confidentiality  when  physicians  report 
the  names  of  addicted  patients  to  the  New  York 
City  or  State  Departments  of  Health  and  they,  in 
turn,  report  them  to  the  Federal  agency.  This 
matter  was  discussed  with  the  State  Health  De- 
partment, and  they  have  assured  us  that  such 
reporting  will  be  carefully  supervised,  and  there 
will  be  no  reporting  of  addicts  to  other  agencies. 
Such  breaches  of  procedure  should  be  reported 
immediately  to  our  committee  or  to  the  State 
Health  Department. 

The  committee  feels  that  persons  arrested  for 
public  intoxication  should  be  treated  as  sick 
people  and  not  as  criminals.  In  the  case  of 
Powell  versus  Texas,  the  decision  of  the  Supreme 
Court  was  against  Powell.  The  committee  also 
feels  that  the  decision  on  whether  or  not  a person 
is  addicted  to  alcohol  should  be  made  by  a phy- 
sician, and  if  necessary,  a patient  should  be  ad- 
mitted to  a hospital  to  have  his  condition  eval- 
uated. 

Again,  the  committee  recommends  that  the 
State  Medical  Society  sponsor  a State- wide  con- 
ference to  institute  the  program  on  narcotics 
control  suggested  at  the  national  conference  on 
the  misuse  and  abuse  of  narcotics  which  was 
held  by  the  American  Medical  Association  and 
the  State  Medical  Society  in  January,  1967.  If 


the  Council  approves,  plans  for  such  a program 
will  be  made. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted.  The  committee  agrees  that 
persons  arrested  for  public  intoxication  should 
be  treated  as  sick  people  and  not  as  criminals. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Audio-Visual  Aids 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio- 
Visual  Aids  are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman  Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


The  committee  did  not  meet  formally  during 
the  year,  but  124  films  were  reviewed,  of  which 
73  films  were  approved  for  inclusion  in  the  film 
library. 

The  committee  strongly  urges  that  all  films 
in  the  library  be  reviewed  periodically  and  out- 
dated films  be  removed  from  circulation. 

The  committee  has  urged  the  New  York  State 
Health  Department  to  stock  film  cartridges  in 
its  film  library.  At  the  present  time  only  Fair- 
child  projector  cartridges  are  readily  available, 
but  in  the  future  there  will  be  added  other 
technicolor  cartridges  and  machines.  It  is  not 
yet  known  whether  or  not  these  cartridges  will 
be  standardized,  but  it  is  hoped  that  these  will 
be.  In  the  meantime,  the  committee  feels  that 
the  Fairchild  projector  is  enough  advanced  and 
a sufficient  number  of  films  are  available  to 
make  this  a helpful  self-teaching  device. 

The  growth  of  the  combined  libraries  is  indi- 
cated in  the  following  totals  for  the  past  four 
years: 


Year 

Films 

Shipped 

Number 
of  Times 
Films 
Shown 

Attendance 

1965 

23,506 

47,159 

2,793,872 

1966 

26,229 

47,665 

2,946,239 

1967 

25,898 

48,115 

2,874,206 

1968 

27,759 

50,084 

3,114,000 

The  record  number  of  film  shipments  for  any 
one  month  was  made  in  April,  when  2,948  films 
were  shipped.  Each  month  of  1968  showed  an 
increase  over  the  corresponding  month  of  1967. 
This  larger  circulation  is  obviously  due  to  the 
additional  films  listed  in  the  new  revised  Profes- 
sional Film  Catalog  and  Supplement  issued  in 
January,  1968. 

There  are  now  1,069  titles  and  3,457  prints  in 
the  film  library. 

Table  I shows  a two-year  comparison  of  the 
film  activities  of  the  medical  and  nursing  films 
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TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films. 


Category 

-\CkCH* 

K N 

1 Ofifi 

Individual 

Shipments 

Films 

Used 

Individual 

Shipments 

Films 

Used 

Private  physicians 

92 

172 

108 

179 

Medical  staffs  of  hospitals 

696 

1,197 

411 

611 

Medical  schools 

153 

294 

56 

88 

Pharmacy  schools 

0 

0 

0 

0 

Nursing  schools 

4 , 540 

7,493 

3,066 

5,500 

Public  health  staffs 

508 

922 

402 

645 

Voluntary  health  agencies 

116 

235 

48 

84 

Colleges—  Bioscience 

999 

1,663 

899 

1,473 

Totals 

7,104 

11,976 

4,220 

6,592 

* The  above  table  is  from  the  period  November,  1967,  through  October,  1968. 


listed  in  the  Professional  Film  Catalog  and 
Supplement. 

The  committee  is  grateful  to  Joseph  Avono- 
vich  and  John  J.  Tiley  for  their  assistance  in  the 
distribution  of  these  films. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  committee  notes  with  interest  the  report 
of  the  chairman  regarding  the  increase  of  avail- 
able films.  There  are  now  1,069  titles  and 
3,457  prints  in  the  film  library.  These  films 
may  be  obtained,  without  charge,  from  the 
New  York  State  Department  of  Health  in 
Albany. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cancer 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cancer 
are  as  follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman.  . . 


Monroe 

Richard  D.  Brasfield,  M.D New  York 

Charles  E.  Rogers,  M.D Nassau 

Kenneth  B.  Olson,  M.D Albany 

Richard  H.  Lange,  M.D Schenectady 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D Tompkins 

Walter  T.  Murphy,  M.D Erie 

Herbert  Volk,  M.D Westchester 

Peter  Greenwald,  M.D.,  Adviser Albany 


The  committee  held  several  meetings  during 
the  year.  In  addition,  your  chairman  served  as 
liaison  member  with  the  board  of  directors  of 
the  New  York  State  Cancer  Programs  Associa- 
tion and  of  the  advisory  committee  to  the 
Bureau  of  Cancer  Control  of  the  New  York 
State  Health  Department.  The  following 
physicians  served  as  liaison  members  with  our 
committee:  Vincent  H.  Handy,  M.D.,  New 

York  State  Department  of  Health;  Guy  F. 
Robbins,  M.D.,  American  College  of  Surgeons; 


and  Roald  N.  Grant,  M.D.,  American  Cancer 
Society. 

Some  of  the  important  activities  of  the  Com- 
mittee are  as  follows: 

1.  A statement  of  the  committee’s  functions 
and  activities  was  reviewed  by  experts  in  the 
field  of  cancer  before  a final  report  was  approved. 
This  should  be  of  value  to  future  members  of 
the  committee  and  to  other  committees  when 
they  review  the  activities  and  functions  of  their 
own  committees. 

2.  For  the  first  time  we  have  been  successful 
in  bringing  together  all  directors  of  cancer  pro- 
grams in  local  hospitals  throughout  New  York 
State.  These  physicians  have  joined  together 
to  form  an  association  to  discuss  individual 
problems  and  to  develop  projects  which  might 
be  useful  in  establishing  cancer  programs.  While 
interest  in  organizing  this  group  was  stimulated 
and  supported  by  our  committee,  with  the  ap- 
proval of  the  Council  of  the  State  Medical  So- 
ciety, it  is  not  directly  connected  with  the  Society. 

3.  By  publicizing  our  “white  paper”  and 

resolution  on  increasing  the  opportunities  for 
training  of  specialists  in  radiotherapy,  which 
were  approved  by  the  House  of  Delegates  at  its 
last  meeting,  we  are  continuing  our  efforts  to 
upgrade  the  status  of  radiotherapists,  which 
will,  in  turn,  increase  the  quality  of  medical 
care  given  to  patients  with  cancer.  Our  objec- 
tives are:  (a)  to  stimulate  the  interest  of  young 

physicians  in  the  practice  of  radiotherapy  as  a 
specialty,  and  ( b ) to  continue  to  urge  a separa- 
tion between  the  fields  of  diagnostic  radiology 
and  radiotherapy. 

4.  We  are  continuing  our  efforts  to  further 
develop  and  publicize  information  on  the  health 
hazards  of  cigaret  smoking.  For  males  between 
ages  thirty-five  and  sixty-five  cigaret  smoking 
presents  a hazard  to  health  which  is  equal  to  all 
other  health  hazards  combined.  We  are  also 
cooperating  with  other  agencies  on  this  problem. 
The  Woman’s  Auxiliary  of  the  State  Medical 
Society  is  working  on  this  project,  and  we  are 
hopeful  they  will  report  some  progress. 

5.  We  have  compiled  a list  of  physicians  in 
the  Rochester  area  who  are  interested  in  cancer. 
This  will  be  part  of  a State- wide  directory  listing 
physicians  who  are  interested  in  cancer  and  their 
professional  background  and  particular  interest 
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in  one  or  more  of  the  cancer  programs. 

Your  chairman  is  developing  a newsletter  for 
the  Rochester  regional  medical  program  cancer 
study  group  which  is  to  be  distributed  to  the 
physicians  in  the  Rochester  area  listed  in  the 
cancer  directory.  If  this  pilot  project  is  success- 
ful, it  will  probably  be  enlarged  to  include  the 
entire  State. 

6.  As  part  of  our  continued  interest  in  the 
regional  medical  program,  Kenneth  B.  Olson, 
M.D.,  reviewed  the  regional  medical  program  on 
cancer  for  the  Albany  area. 

7.  Norman  S.  Moore,  M.D.,  director  of  the 
division  of  scientific  activities  of  the  State 
Medical  Society,  discussed  with  us  the  education 
programs  in  cancer  and  the  possible  methods  to 
be  used  to  obtain  funds  for  speakers. 

The  education  program  on  sigmoidoscopic 
examinations,  jointly  sponsored  by  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  and  the  Cancer  Committee,  has 
been  successful  in  the  Syracuse  area;  we  hope 
to  obtain  additional  funds  to  increase  the  scope 
of  this  project. 

9.  Peter  Greenwald,  M.D.,  director  of  the 
bureau  of  cancer  control  of  the  New  York  State 
Department  of  Health,  has  met  with  us  to  dis- 
cuss his  program  for  revising  the  activities  of 
this  bureau.  We  intend  to  maintain  close 
liaison  with  the  bureau. 

In  conclusion,  I would  like  to  thank  Norman 
S.  Moore,  M.D.,  Miss  Dorothy  Smith,  and  other 
members  of  the  State  Medical  Society  staff  who 
have  helped  us  during  the  year. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

This  report  was  reviewed  carefully  and  par- 
ticular attention  was  paid  to  the  “white  paper” 
and  resolution  on  increasing  the  opportunities 
for  the  training  of  specialists  in  radiotherapy. 

The  reference  committee  recommends  con- 
tinued publicizing  of  the  hazards  of  cigaret 
smoking. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cardio- 
vascular Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman 


Westchester 

David  A.  Blumenstock,  M.D Otsego 

Willard  Cohen,  M.D Onondaga 

Joseph  T.  Doyle,  M.D Albany 

Francis  L.  Giknis,  M.D Schenectady 

Sidney  Goldstein,  M.D Monroe 

David  G.  Greene,  M.D Buffalo 

Marjorie  H.  Greene,  M.D Nassau 

Abraham  Jezer,  M.D Bronx 


During  the  year,  the  committee  held  one  meet- 


ing in  person  and  one  telephone  conference 
which  lasted  twenty-eight  minutes.  The  com- 
mittee members  felt  it  was  successful  because 
(1)  it  enabled  all  committee  members  to  par- 
ticipate in  the  discussions  which  resulted  in 
action  being  taken  on  4 items  on  the  agenda; 
and  (2)  it  saved  the  members  time  and  travel 
expenses.  The  total  cost  of  this  conference  was 
$58.25  (plus  tax). 

Interest  was  centered  on  the  impact  regional 
medical  programs  would  have  on  the  treatment 
of  cardiovascular  disease.  The  committee  is 
concerned  about  the  most  effective  means  of 
developing  adequate  facilities  for  the  care  of 
patients  with  acute  myocardial  infarction  in 
community  hospitals.  Of  equal  importance  is 
the  coronary  care  training  of  nurses  in  special- 
ized technics  which  are  required  to  give  the 
most  effective  care  to  such  patients.  It  was 
suggested  that  devices,  such  as  simulators  which 
are  used  to  teach  electrocardiography,  be  used  in 
these  training  courses. 

A list  of  the  various  types  of  courses  which  are 
available  in  New  York  State  has  been  compiled. 
The  committee  recommended  that  schedules  of 
courses  in  cardiopulmonary  resuscitation  be  pub- 
lished regularly  in  the  New  York  State  Jour- 
nal of  Medicine. 

The  relationship  of  the  State  Medical  Society 
and  the  Heart  Assembly  to  the  Coordinating 
Stroke  Committee  was  discussed  at  great  length. 
Marjorie  H.  Greene,  M.D.,  is  also  a member  of 
the  Coordinating  Stroke  Committee. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Chronic  Pul- 
monary Diseases  are: 

Frederick  Beck,  M.D.,  Chairman  . Tompkins 

Harry  Golembe,  M.D Sullivan 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Carl  Muschenheim,  M.D New  York 

Marshall  Henry  Williams,  Jr.,  M.D.  . Bronx 

The  committee  has  continued  its  frequent 
consultations  with  the  New  York  State  De- 
partment of  Health  and  the  New  York  Tubercu- 
losis and  Health  Association  and  has  been  repre- 
sented on  their  committees. 

The  deaths  from  tuberculosis  continue  to  fall, 
and  the  demand  for  hospital  beds  is  declining. 
On  the  other  hand,  outpatient  services  are  in- 
creasing because  of  the  number  of  patients  on 
drug  therapy  and  the  increasing  use  of  drugs  for 
prophylaxis  in  inactive  cases,  tuberculin  reac- 
tors, and  contacts.  There  is  a problem  in  re- 
cruiting trained  personnel  for  these  services. 
Tuberculin  testing  of  school  children  utilizing 
school  health  personnel  is  increasing  and  is 
proving  to  be  an  excellent  extension  of  the  tu- 
berculosis control  program  in  the  field  of  edu- 
cation and  identification  of  reactors  who  are 
in  many  cases  considered  candidates  for  pro- 
phylactic drugs.  Occasionally  adults  with  ac- 
tive tuberculosis  have  been  identified  in  the 
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households  of  these  reactors. 

We  have  continued  our  efforts  to  improve  the 
educational  facilities  for  chronic  respiratory 
diseases  and  are  encouraging  programs  to  fi- 
nance them.  Both  government  and  voluntary 
associations  are  assisting  in  such  financing. 
The  State  is  developing  a program  of  research 
and  treatment  facilities  for  a limited  number  of 
nontuberculous  patients  in  the  State  tuberculo- 
sis hospitals,  and  we  believe  this  will  be  of  value 
in  the  rural  upstate  areas.  The  committee  is 
continuing  its  efforts  to  promote  greater  interest 
in  the  diagnosis  and  treatment  of  chronic  pul- 
monary disease,  particularly  in  smaller  hospitals 
which  are  not  associated  with  the  larger  medical 
centers. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reports  of  these  two  committees  were 
reviewed  together  and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Data 
Processing  in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman 

New  York 

William  J.  Burke,  M.D Westchester 

Samuel  R.  Burnett,  M.D Schenectady 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Allan  R.  Law,  M.D Monroe 

Arthur  Shapiro,  M.D Kings 

Charles  Weller,  M.D Westchester 

Robert  K.  Ausman,  M.D.,  Adviser Erie 

William  J.  Mueller,  Adviser Onondaga 

The  committee  met  on  May  20  at  the  Cornell 
Medical  Computer  Project  in  New  York  City. 
New  members  were  introduced.  A tour  of  com- 
puter facilities  at  the  Cornell  Medical  Center 
included  a demonstration  of  the  use  of  the  com- 
puter in  x-ray  treatment  planning  and  electro- 
cardiographic analysis  and  a review  of  the  nu- 
merous computer  programs  of  the  Medical 
School  and  business  office  of  the  New  York 
Hospital. 

The  committee  agreed  to  continue  to  serve  as 
a clearing  house  for  information  concerning  com- 
puters and  computer  applications  for  members 
of  the  State  Medical  Society.  The  committee 
also  agreed  to  assume  responsibility  for  obtain- 
ing information  from  other  appropriate  sources 
when  so  requested. 

Committee  members  are  available  to  speak  to 
medical  society  groups  on  present  and  planned 
computer  systems  in  relation  to  medicine. 

The  committee  has  developed  a program  on 
Data  Processing  in  Medicine  to  be  given  at  the 


annual  meeting  of  the  State  Medical  Society  on 
February  9,  1969. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  committee  noted  with  interest  the  pro- 
gram of  the  Session  on  Data  Processing  in 
Medicine,  presented  at  this  annual  meeting. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Diseases  of  the  Eye 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Diseases 


of  the  Eye  are  as  follows: 

James  I.  Farrell,  M.D.,  Chairman.  . . Oneida 

John  A.  Kennedy,  M.D Jefferson 

Philip  H.  Landers,  M.D Broome 


The  committee  has  had  no  formal  meeting 
during  the  past  year.  One  informal  meeting, 
with  two  thirds  of  the  committee  members 
present,  was  held  during  a meeting  of  the  oph- 
thalmological  society. 

In  January,  the  chairman  attended  a meeting 
in  Albany  to  consider  the  establishment  of  an 
eye  health  program  in  New  York  State.  Pres- 
ent were  representatives  of  the  New  York  State 
Ophthalmological  Society  and  the  assistant 
commissioner  of  the  division  of  preventive 
services  of  the  New  York  State  Department  of 
Health.  As  a result  of  this  meeting,  a request 
for  a grant  has  been  submitted  to  the  U.S. 
Public  Health  Service. 

In  May,  the  chairman  attended  a meeting  of 
the  Committee  on  School  Health  at  which  time 
programs  for  screening  preschool  children  for 
vision  and  hearing  defects  were  discussed. 
The  Committee  on  School  Health  recommended 
to  the  Council  of  the  State  Medical  Society 
that  it  sponsor  a pilot  screening  program  in 
Nassau  County  to  determine  its  practicability, 
its  cost,  and  its  results. 

In  July,  the  chairman  attended  a meeting 
of  the  Medical  Consultant  Panel  to  the  New 
York  State  Motor  Vehicle  Bureau.  Also 
present  was  Frank  H.  Constantine,  M.D., 
chairman  of  the  Committee  on  Motor  Vehicles 
of  the  New  York  State  Commission  for  the 
Blind  and  Visually  Handicapped.  This  was 
primarily  an  organizational  meeting,  and  no 
definite  conclusions  were  made. 

The  chairman  also  attended  the  July  meeting 
of  the  Commission  on  Public  Health  and  Educa- 
tion held  in  Albany. 

Respectfully  submitted, 

James  I.  Farrell,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  committee  reviewed  the  report  of  the 


1580  New  York  State  Journal  of  Medicine  / June  1,  1969 


Committee  on  Diseases  of  the  Eye  and  noted 
with  interest  the  proposal  to  establish  an  eye 
health  program  in  New  York  State. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Forensic  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M.D.,  Chairman 


New  York 

Victoria  A.  Bradess,  M.D Westchester 

Robert  M.  Greendyke,  M.D Monroe 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Valentino  D.  B.  Mazzia,  M.D New  York 

John  C.  Sherman,  M.D Schenectady 

Arthur  A.  Stein,  M.D Albany 

Sidney  B.  Weinberg,  M.D Suffolk 


The  committee  held  a meeting  on  May  14  to 
consider  progress  reports  on  various  projects 
worked  on  by  the  committee  last  year.  Re- 
marks by  the  chairman,  which  were  not  en- 
couraging, are  as  follows. 

One  of  the  objectives  of  the  committee  was  to 
improve  the  official  investigations  of  deaths, 
which  were  sudden,  unexpected,  medically  un- 
attended, suspicious,  violent,  or  unusual,  in  the 
various  counties  of  the  State.  Most  of  these 
counties  have  a coroner  system  and  not  a medi- 
cal examiner  system,  such  as  we  have  in  New 
York  City. 

In  view  of  the  State’s  large  area  and  popula- 
tion and  its  many  counties,  it  would  not  be 
feasible  to  establish  a State  medical  examiner 
system.  This  would  also  require  new  legislation 
to  be  passed  with  all  the  difficulties  involved 
in  such  an  endeavor.  There  is,  however,  exist- 
ing legislation  which  permits  county  executives 
to  institute  a medical  examiner  system.  This 
has  been  done  in  the  following  counties:  Nassau, 
Suffolk,  Westchester,  Monroe,  Onondaga,  and 
Erie. 

The  plan  was  to  organize  medical  examiner 
systems  on  a regional  basis  with  grouping  of 
counties  into  districts,  such  as  the  eight  district 
branches  or  the  eight  judicial  districts,  with  the 
medical  examiner  appointed  from  the  most 
populous  district.  Such  cooperation  would  cut 
down  the  cost  of  administration  and  laboratory 
overhead  costs.  Medical  investigators  and 
deputy  medical  examiners  would  provide  serv- 
ices within  each  county  of  the  district,  under 
the  supervision  of  the  district  branch  medical 
examiner.  Each  district  would  also  set  up  a 
central  laboratory  where  the  work  in  toxicology, 
serology,  histology,  and  bacteriology  could  be 
done.  Some  of  the  minor  laboratory  procedures 
could  be  done  in  county  hospitals  which,  by 
arrangement,  could  also  provide  the  necessary 
space  for  the  medical  examiner. 

Since  the  change  from  a coroner  system  to  a 
district  branch  medical  examiner  system  need 
not  be  accomplished  at  one  time,  the  committee 


thought  it  best  to  establish  a pilot  project  in 
Monroe  and  adjacent  counties  to  determine 
whether  or  not  the  plan  would  be  acceptable. 
Unfortunately  work  on  this  project  was  sus- 
pended because  the  Monroe  County  medical 
examiner  resigned. 

At  a meeting  of  the  Reference  Committee  on 
Public  Health  and  Education  of  the  House  of 
Delegates  last  year,  some  apprehension  was 
reported  on  the  part  of  incumbent  medical 
examiners  in  two  counties.  These  comments 
were  made  because  the  1968  annual  report  of 
this  committee  stated  that  the  New  York  State 
Health  Department  was  willing  to  help  fund  the 
budgetary  needs  of  a medical  examiner’s  sys- 
tem, as  it  had  in  Monroe  and  Onondaga  Coun- 
ties. Such  help  was  interpreted  to  mean  a loss 
of  the  medical  examiner’s  autonomy.  Your 
chairman  does  not  believe  that  this  is  true,  since 
the  autonomy  of  the  medical  examiner’s  office 
in  any  jurisdiction  is  determined  by  the  statute 
establishing  it  and  not  by  the  funding  agencies. 

This  year  the  committee  was  expanded  to 
include  representatives  from  each  district 
branch.  A questionnaire  is  being  sent  to  the 
appropriate  authorities  in  counties  throughout 
the  State  asking  for  information  regarding  the 
system  of  investigation  of  deaths  now  being 
used,  its  resources,  number  of  personnel,  num- 
ber and  types  of  deaths  being  reported,  number 
of  autopsies,  related  laboratory  procedures, 
and  costs  involved  in  maintaining  the  system. 
When  the  results  are  received,  the  committee 
will  summarize  the  data  and  make  recommenda- 
tions. 

There  has  been  a serious  shortage  of  trained, 
qualified  pathologists  interested  in  devoting 
themselves  to  this  important  specialized  type  of 
practice.  There  is  also  a general  misunder- 
standing that  the  autopsy  phase  of  the  inves- 
tigation procedure  is  automatically  self-reveal- 
ing, and  that  it  provides  the  last  word  in  every 
case.  Your  chairman  feels  that  the  autopsy  is 
only  a part  of  the  total  investigation  and  is  too 
often  taken  for  granted.  He  feels  that  it  may 
be  worthless  if  it  is  not  complete  and  not  com- 
petently performed  by  a pathologist  who  is 
willing  to  carefully  study  the  findings  and  to 
consider  the  circumstances  surrounding  the 
death.  He  also  states  that,  in  a death  which 
has  medical-legal  implications,  an  incomplete 
autopsy  from  which  an  incorrect  conclusion  was 
drawn  is  worse  than  none  at  all. 

It  should  be  emphasized  that  the  problem  of 
recruiting  and  training  medical  examiners  is  a 
national  one,  and  that  the  lack  of  necessary  fi- 
nancial support  from  county  and  state  is  not 
making  its  solution  any  easier.  While  our  State 
Health  Department  is  interested  and  has  tried 
to  help  wherever  possible,  it  is  still  difficult 
to  compete  with  other  less  arduous  and  more 
financially  rewarding  job  opportunities  available 
to  pathologists  by  reason  of  their  scarcity. 
There  is  a great  need  for  qualified  physicians 
and  pathologists  to  work  as  medical  investiga- 
tors and  medical  examiners. 

Recently  New  York  City  celebrated  the 
fiftieth  anniversary  of  the  founding  of  its  medi- 
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cal  examiner  system  and,  at  the  same  time, 
celebrated  the  thirty-fifth  anniversary  of  the 
Department  of  Forensic  Medicine  of  New  York 
University  School  of  Medicine.  On  this  occa- 
sion, the  establishment  of  the  Institute  of  Foren- 
sic Medicine  of  the  City  of  New  York  and  New 
York  University  School  of  Medicine  was  an- 
nounced. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 

ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  read  by  the 
reference  committee  with  great  interest.  Al- 
though the  chairman,  Dr.  Helpern,  could  not 
attend  the  morning  session  he  participated  in 
the  afternoon  session.  He  stated  that  there 
was  a serious  shortage  of  qualified  forensic 
pathologists  and  physicians  who  are  interested 
in  the  investigative  aspects  of  sudden,  sus- 
picious, and  violent  deaths.  Efforts  should  be 
made  to  encourage  physicians  and  other 
pathologists  to  enter  this  field.  This  refer- 
ence committee  would  like  to  go  on  record 
as  urging  local  authority  to  recognize  (1)  the 
need  and  (2)  the  necessity  for  more  adequate 
compensation. 

Your  committee  wishes  to  thank  Dr.  Helpern 
for  enlightening  us. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-17.  Legislation  for  Establishment  of  Clinical 
Departments  of  General  or  Family  Practice  in 
State-Supported  Schools  of  Medicine 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  a professional  and 
moral  obligation  to  initiate  and  support  all 
measures  which  meet  and  provide  for  the 
health  needs  of  the  people  of  the  State  of 
New  York;  and 

Whereas,  There  is  a critical  need  for  more 
medical  manpower,  particularly  in  the  field 
of  general  or  family  practice;  and 

Whereas,  Four  recent  national  reports 
(Report  of  the  AMA  Ad  Hoc  Committee 
on  Education  for  Family  Practice  of  the 
AMA  Council  on  Medical  Education;  Report 
of  the  Citizen’s  Commission  on  Graduate 
Medical  Education  (Millis  Report);  Report 
of  the  National  Commission  on  Community 
Health  Services  (Folsom  Report);  and  Re- 
port of  the  American  Academy  of  General 
Practice  on  the  Core  Content  of  Family 
Medicine)  all  agree  that  the  general  or  family 
physician  is  the  key  professional  person 
providing  and  coordinating  medical  and 
medically  related  services  for  each  individual 
and  family;  and 

Whereas,  The  general  or  family  physician 
is  best  qualified  to  provide  comprehensive 


high  quality  health  services  to  individuals  as 
human  beings  and  members  of  families; 
and 

Whereas,  One  of  the  major  objectives  of 
medical  education  of  an  undergraduate  and 
graduate  level  should  be  to  produce  family 
clinicians,  which  the  public  is  literally  de- 
manding; and 

Whereas,  Distinguished  authorities  in 
medical  education,  public  health,  and  sociol- 
ogy at  the  annual  meeting  of  the  Association 
of  American  Medical  Colleges  held  in  Hous- 
ton, Texas,  stressed  the  urgent  need  for  more 
general  or  family  physicians;  and 

Whereas,  There  are  powerful  academic 
deterrents  in  medical  schools  to  the  creation 
of  more  practicing  general  or  family  physi- 
cians; and 

Whereas,  The  Legislature  of  the  State 
of  New  York  in  its  dutiful  concern  for  the 
public  interest  and  the  availability  of  ade- 
quate practicing  family  physicians  should  be 
informed  of  this  critical  problem;  and 

Whereas,  The  Legislature  of  the  State 
of  New  Jersey,  in  Senate  Bill  119,  introduced 
on  January  22,  1968,  has  already  established 
the  precedent  by  attempting  to  establish  a 
department  specifically  designed  to  “prepare 
students  for  general  practice  in  the  professions 
of  medicine  and  dentistry,”  thereby  acknowl- 
edging and  making  provision  to  alleviate 
the  critical  shortage  of  family  physicians;  and 

Whereas,  The  Legislature  of  the  State 
of  New  York  expends  public  funds  on  State- 
supported  schools  of  medicine  and  thus  has  a 
vested  interest  in  providing  and  alleviating 
this  critical  medical  manpower  shortage 
through  State  medical  schools;  now  therefore 
be  it 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  and 
proper  steps  to  seek  to  introduce  and  support 
the  passage  of  legislation  which  would  estab- 
lish clinical  Departments  of  General  Practice 
in  all  New  York  State-supported  medical 
schools. 

69-30.  Establishment  of  Clinical  Departments  of 
General  Practice  in  New  York  State  Medical 
Schools 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  There  is  a great  shortage  of 
general  practitioners;  and 

Whereas,  The  health  of  the  community 
could  be  in  jeopardy  as  a result  of  this 
storage;  and 

Whereas,  There  is  a growing  public 
demand  for  general  practitioners;  and 

Whereas,  The  average  age  of  the  general 
practitioner  in  New  York  State  is  over  fifty 
years;  and 

Whereas,  This  is  largely  caused  by  a lack 
of  desire  on  the  part  of  the  academic  deans 
of  our  medical  schools  to  provide  facilities 
for  the  training  of  such  physicians;  and 

Whereas,  It  is  now  recognized  by  the  Ad 
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Hoc  Committee  on  Education  for  Family 
Practice  of  the  American  Medical  Association, 
the  Citizens’  Commission  on  Graduate  Medi- 
cal Education  (Millis  Committee),  and  the 
National  Commission  on  Community  Health 
Services  that  the  family  physician  is  in- 
dispensable if  proper,  nonfragmented  con- 
tinuing comprehensive  medical  care  is  to  be 
delivered  to  the  American  public;  and 

Whereas,  The  Millis  report  states  that  “if 
comprehensive  medicine  (family  practice) 
is  to  be  practiced  at  its  best,  major  changes  in 
the  curriculums  and  a major  addition  to  the 
teaching  facilities  must  be  made,  starting  in 
the  medical  school’’;  and 

Whereas,  The  Ad  Hoc  Committee  on 
Education  of  the  American  Medical  Associa- 
tion recommends  that  family  physicians 
should  be  “specialists  prepared  through  new 
kinds  of  education  programs  to  meet  the 
medical  care  needs  of  the  future,”  and  that 
these  programs  should  be  under  the  direction 
of  a full-time  faculty  member  in  a separate 
administrative  unit  with  autonomy  and  status 
comparable  to  that  of  other  specialty  prac- 
tices; and 

Whereas,  The  National  Commission  on 
Community  Health  Services  states  that 
“Health  is  a community  affair,”  and  medical 
schools  will  have  to  alter  considerably  their 
present  intramural  curriculum  and  develop 
community-based  and  community-oriented 
programs  as  part  of  the  training  experience 
for  future  family  physicians;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
the  establishment  of  Clinical  Departments  of 
General  Practice  in  each  of  the  New  York 
State  medical  schools;  and  be  it  further 

Resolved,  That  these  Departments  of 
General  Practice  be  headed  and  staffed  by 
generalists  and  specialists  specifically  trained 
to  teach  this  type  of  medicine;  and  be  it 
further 

Resolved,  That  this  action  be  made  known 
to  the  deans  of  all  medical  schools  in  New 
York  State. 

69-69.  Establishment  of  Clinical  Departments  of 
General  Practice  in  State-Supported  Medical 
Schools 

Introduced  by  Section  on  General  Practice 

Whereas,  American  medicine’s  greatest 
challenge  today  is  the  delivery  of  compre- 
hensive economical  health  care  to  the  in- 
dividual; and 

Whereas,  Many  professional  committees 
such  as  the  Citizens  Committee  on  Medical 
Education  (Millis)  and  the  Ad  Hoc  Com- 
mittee on  Education  (AMA)  all  emphasized 
the  need  for  a primary  or  family  physician 
to  provide  comprehensive  continuing  care 
to  the  community;  and 

Whereas,  The  medical  schools  graduate 
highly  differentiated,  specialty-oriented  stu- 
dents and  have  failed  to  develop  teaching 


programs  for  the  indoctrinating  of  students 
of  general  or  family  practice;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
the  establishment  of  clinical  departments  of 
general  practice  in  each  of  the  State-supported 
medical  schools  of  New  York  State;  and  be  it 
further 

Resolved,  That  these  general  practice  de- 
partments be  headed  and  staffed  by  general 
practitioners  specifically  trained  for  the 
purpose;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation in  the  New  York  State  Legislature  to 
require  the  formation  of  general  practice 
departments  in  State-supported  medical 
schools. 

69-92.  Establishment  of  Departments  of  General 
Practice  in  Tax-Supported  Medical  Schools 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Repeated  surveys,  such  as  those 
cited  in  resolution  69-17,  “Legislation  for 
Establishment  of  Clinical  Departments  of 
General  or  Family  Practice  in  State-supported 
Schools  of  Medicine,”  have  deplored  the 
shortage  of  family  doctors;  and 

Whereas,  The  president  of  the  Medical 
Society  of  the  State  of  New  York  in  his 
annual  report  (New  York  State  Journal  of 
Medicine,  January  1,  1969,  page  99)  em- 
phasized the  shocking  future  implication  of 
such  a shortage  and  proposes  meetings  with 
the  deans  of  medical  colleges  in  this  State; 
and 

Whereas,  This  shortage  of  family  doctors 
is  amenable  to  improvement  at  the  medical 
school  level;  and 

Whereas,  Senate  Int.  939  (Conklin)  and 
Assembly  Int.  A-1578  (Cook)  mandate  the 
establishment  of  clinical  departments  of 
general  practice  in  New  York  State-operated 
medical  schools;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  in  order  to  alleviate  the 
shortage  of  family  doctors,  actively  support 
the  mandatory  establishment  of  depart- 
ments of  general  practice  in  tax  supported 
medical  schools;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  carry  forward  efforts  to 
encourage  the  establishment  of  such  depart- 
ments in  all  other  schools  of  medicine  of  the 
State. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

No  annual  report  was  submitted  by  the 
Committee  on  General  Practice.  However,  four 
resolutions  have  been  submitted  regarding 
general  practice  departments  in  tax-supported 
medical  schools  of  New  York  State.  The 
reference  committee  has  thoroughly  studied 
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these  resolutions  and  recommends  adoption  of 
the  following  substitute  resolution,  which  en- 
compasses all  four  resolutions  in  one: 

Whereas,  American  medicine’s  greatest 
challenge  today  is  the  delivery  of  compre- 
hensive economical  health  care  to  the  in- 
dividual; and 

Whereas,  Four  recent  national  reports 
(Report  of  the  AMA  Ad  Hoc  Committee  on 
Education  for  Family  Practice  of  the  AMA 
Council  on  Medical  Education;  Report  of 
the  Citizen’s  Commission  on  Graduate 
Medical  Education  (Millis  Report);  Report 
of  the  National  Commission  on  Community 
Health  Services  (Folsom  Report);  and 
Report  of  the  American  Academy  of  General 
Practice  on  the  Core  Content  of  Family 
Medicine  all  agree  that  the  general  or  family 
physician  is  the  key  professional  person 
providing  and  coordinating  medical  and 
medically  related  services  for  each  individual 
and  family;  and 

Whereas,  The  medical  schools  graduate 
highly  differentiated,  specialty-oriented  stu- 
dents and  have  failed  to  develop  teaching 
programs  for  the  indoctrinating  of  students 
of  general  or  family  practice;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
the  establishment  of  clinical  departments  of 
general  practice  in  each  of  the  tax-supported 
medical  schools  of  New  York  State;  and  be  it 
further 

Resolved,  That  these  general  practice  de- 
partments be  headed  and  staffed  by  general 
practitioners,  specifically  trained  for  the 
purpose;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  legislation  al- 
ready introduced  in  the  New  York  State 
Legislature,  S.  939,  A.  1578  (Conklin-Cook) 
amending  the  Education  Law  of  the  State 
of  New  York,  Section  355,  to  require  the 
formation  of  general  practice  departments 
in  State-supported  medical  schools. 
Testimony  regarding  these  resolutions  was 
heard  in  depth.  There  was  no  opposition. 
One  physician  questioned  the  advisability  of 
the  establishment  of  these  clinical  departments 
of  general  practice  by  legislative  coercion.  It 
was  pointed  out  that  the  Conklin-Cook  bill, 
already  in  the  legislative  hopper,  calls  for  the 
establishment  of  family  practice  departments  in 
State-supported  medical  schools. 

On  further  discussion,  it  was  apparent  that 
all  physicians  present  felt  that  adequate  time 
and  patience  had  been  expended  over  the  years, 
awaiting  the  establishment  of  programs  by 
medical  schools  to  encourage  students  to  enter 
family  practice. 

The  reference  committee  recognized  that  the 
medical  profession  can  expend  its  productivity 
by  training  more  physicians  of  primary  contact. 
The  committee  recognizes  the  scarcity  of  family 
physicians  existing  in  all  geographic  areas  of 
New  York  State. 

It  further  recognized  the  moral  responsibility 


of  educators  to  provide  students  with  the  oppor- 
tunity to  become  adequately  prepared  to  serve 
as  family  physicians.  The  mode  of  production 
of  the  family  physician  of  the  future  must  have 
its  inception  in  the  medical  schools  through  the 
formation  of  these  departments  of  family 
practice  within  the  schools. 

The  pending  bill,  S.  939  (Conklin)  and  A.  1578 
(Cook),  will  provide  the  much  needed  platform 
to  encourage  medical  school  deans  to  initiate 
family  practice  departments  into  the  medical 
school  programs. 

The  reference  committee  unanimously  recom- 
mends that  the  members  of  the  House  of  Dele- 
gates support  this  resolution. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  by  changing  the  second 
Resolved  to  read  as  follows: 

Resolved,  That  these  general  practice  de- 
partments be  headed  by  general  practitioners 
and  staffed  by  practitioners  specifically 
trained  for  the  purpose. 

The  House,  after  further  discussion,  voted  to 
adopt  this  portion  of  the  reference  committee 
report,  thereby  approving  the  substitute  resolution 
as  amended. 

Hard  of  Hearing  and  the  Deaf 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hard  of 
Hearing  and  the  Deaf  are  as  follows: 

James  A.  Moore,  M.D.,  Chairman 


N ew  Y ork 

Daniel  C.  Baker,  Jr.,  M.D New  York 

John  F.  Daly,  M.D New  York 

Alfred  W.  Doust,  M.D Onondaga 

Marshall  Y.  Soldineer,  M.D Erie 


The  chairman  of  the  committee  attended  the 
meeting  of  the  Committee  on  School  Health  held 
in  Syracuse  on  May  8. 

In  April,  two  members  were  added  to  the 
committee:  Daniel  C.  Baker,  Jr.,  M.D.,  and 

John  F.  Daly,  M.D.,  both  of  New  York  City. 

A committee  meeting  was  held  on  July  17  at 
the  Griffis  Faculty  Club,  New  York  Hospital- 
Cornell  Medical  Center.  The  problems  of 
patients  who  are  deaf  and  hard  of  hearing  and 
what  help  could  be  given  by  specialists  in  this 
field,  with  the  cooperation  of  the  Medical 
Society  of  the  State  of  New  York,  were  dis- 
cussed. It  was  agreed  that  some  mechanism 
should  be  set  up  whereby  requests  for  literature, 
information,  and  medical  or  surgical  treatment 
could  be  processed  and  answers  given  on  a pro- 
fessional basis  under  the  auspices  of  the  State 
Medical  Society. 

Also  discussed  was  the  possibility  of  develop- 
ing a controlled  pilot  program  of  screening  the 
hearing  of  preschool  children,  using  methods 
similar  to  those  reported  by  the  Minnesota 
Medical  Association  in  “Verbal  Auditory 
Screening  for  Children:  Preschool  Medical 

Survey.”  It  was  suggested  that  perhaps  the 
initial  pilot  studies  could  be  sponsored  by  the 
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Departments  of  Otolaryngology  in  our  various 
institutions. 

Unfortunately,  at  the  last  minute,  the  chair- 
man was  unable  to  attend  the  annual  meeting  of 
the  Commission  on  Public  Health  and  Educa- 
tion to  report  on  the  results  of  the  committee 
meeting. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  Chairman 

Report  ok  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  read.  It 
was  noted  that  it  contained  a recommendation 
that  some  mechanism  be  set  up  whereby  re- 
quests for  literature,  information,  and  medical 
and  surgical  treatment  could  be  processed  and 
answers  given  on  a professional  basis  under  the 
auspices  of  the  Medical  Society. 

It  also  noted  that  a pilot  project  is  being  set 
up  in  Nassau  County  for  the  purpose  of  screening 
the  hearing  of  preschool  children. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Health  Aspects  of  Ionizing  Radiation 

To  the  House  of  Delegates , Gentlemen: 

The  members  of  the  Committee  on  the  Health 
Aspects  of  Ionizing  Radiation  are  as  follows: 

Norman  Simon,  M.D.,  Chairman.  New  York 

James  M.  Flanagan,  M.D Wayne 

Hendrik  M.  Rozendaal,  M.D.. . Schenectady 

Sidney  M.  Silverstone,  M.D New  York 

The  increased  use  of  radiation  for  diagnosis 
and  therapy  resulted  in  greater  demands  being 
made  on  trained  personnel  and  in  shortages  of 
physicians  trained  in  nuclear  medicine.  Al- 
though licenses  are  still  separately  issued  by  the 
State  and  the  City  of  New  York  to  physicians 
who  use  radionuclides,  there  are  fewer  complica- 
tions and  difficulties  for  the  physicians  seeking 
to  obtain  these  licenses. 

The  expanded  uses  of  ionizing  radiation  has 
made  it  necessary  to  establish  standards  for 
equipment  and  materials.  A program  has  been 
sponsored  by  the  U.S.  Public  Health  Service  to 
study  this  subject,  and  a handbook  will  be 
published  by  the  National  Bureau  of  Standards. 

Your  committee,  as  well  as  all  national  socie- 
ties and  organizations  in  the  Federal,  industrial, 
and  medical  fields,  are  represented  on  Committee 
N44  of  the  United  States  of  America  Standards 
Institute.  It  is  not  the  aim  of  Committee  N44 
to  interfere  with  the  physician-patient  relation- 
ship, and  any  recommendations  made  by  the 
Institute  will  be  in  the  form  of  authoritative 
advice,  not  law. 

Our  committee  has  discussed  the  hazards  of 
the  use  for  jewelry  of  decayed  gold  radon  seeds 
or  dental  gold  with  the  New  York  State  Depart- 
ment of  Health  to  determine  the  scope  and 
importance  of  the  use  of  such  contaminated  gold. 

Respectfully  submitted, 

Norman  Simon,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Health  Manpower 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health 
Manpower  are  as  follows: 

Franklyn  B.  Amos,  M.D.,  Chairman . Albany 


Myron  E.  Carmer,  M.D Wayne 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Robert  V.  Schatken,  M.D Delaware 

Robert  B.  Wallace,  M.D Oneida 


The  committee  held  two  meetings  during  the 
year  and  both  all-day  meetings  were  devoted  to 
a review  of  the  Report  of  the  National  Advisory 
Commission  on  Health  Manpower,  from  the 
standpoint  of  the  problems  in  New  York  State 
and  in  light  of  the  recommendations  of  the  Com- 
mittee on  Health  Manpower  of  the  American 
Medical  Association.  The  following  is  a sum- 
mary of  the  recommendations  of  the  National 
Advisory  Committee  and  the  committee’s  com- 
ments and  recommendations: 

Future  Health  Manpower  and  Services 

1.  The  United  States  should  produce  a sufficient 
number  of  physicians  to  meet  its  needs  and,  further, 
should  assist  other  countries,  particularly  developing 
nations,  to  improve  their  systems  of  medical  education 
and  their  levels  of  medical  practice  and  public  health. 

Comment.  The  committee  feels  that  the  health 
manpower  crisis  is  not  simply  one  of  numbers  that  can 
be  met  by  increasing  the  numbers  of  physicians,  den- 
tists, or  other  health  personnel.  It  feels  that  there  is 
need  for  an  improvement  in  the  organization  and  the 
system  for  delivery  of  medical  care.  The  committee 
recognizes  the  increased  enrollment  in  the  ten  medical 
schools  in  New  York  State  and  the  development  of  two 
additional  medical  schools  in  the  State.  It  believes  that 
with  the  full  development  of  these  12  medical  schools  an 
adequate  number  of  physicians  for  New  York  State’s 
needs  will  be  provided.  The  committee  recognizes  that 
a large  number  of  physicians  do  not  enter  clinical  prac- 
tice and  questions  whether  or  not  those  who  enter  the  re- 
search or  administrative  fields  of  medicine  should  not 
have  a different  type  of  training  from  that  of  the  physi- 
cian who  plans  to  enter  clinical  practice. 

The  committee  believes  there  is  a maldistribution  of 
physicians  in  the  State  and  notes  with  dismay  the 
policy,  particularly  in  State  University  Medical  Schools, 
of  admitting  candidates  from  throughout  the  State 
rather  than  from  the  immediate  local  areas. 

The  committee  recommends  that  all  medical  schools 
in  the  State  be  urged  to  give  priority  to  students  from 
New  York  State  and  that  the  State  medical  schools  be 
urged  to  give  priority  to  those  from  the  areas  adjacent  to 
the  medical  school  concerned. 

2.  The  production  of  physicians  should  be  increased 
beyond  presently  planned  levels  by  a substantial  ex- 
pansion in  the  capacity  of  existing  medical  schools  and 
by  continued  development  of  new  schools. 

Comment.  As  noted  in  number  1,  the  committee  does 
not  agree  that  there  is  a need  for  expansion  of  medical 
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education  facilities  in  New  York  State  beyond  that 
presently  contemplated.  However,  it  believes  that  the 
situation  should  be  reviewed  from  time  to  time,  particu- 
larly in  light  of  the  revised  functions  of  health  personnel 
and  the  recommended  increased  use  of  auxiliary  health 
personnel. 

3.  Federal  funds  in  support  of  capital  or  operating 
costs  of  education  should  be  provided  to  a medical 
school  in  such  a way  that  they  create  economic  incen- 
tives for  the  school  to  expand  enrollment  while  improv- 
ing its  quality.  Such  incentives  should  be  based  on  in- 
creases in  the  absolute  numbers  of  medical  students. 

Comment.  The  Committee  endorses  the  concept  that 
both  Federal  and  State  funds  for  expanded  enrollment  in 
the  medical  schools  should  be  used.  It  does  not  believe 
that  the  sole  incentive  should  be  for  increases  in  absolute 
numbers,  but  careful  attention  should  also  be  given  to 
attainment  of  adequate  educational  objectives.  Some  of 
these  are  considered  in  later  recommendations. 

4.  To  increase  further  the  production  of  dentists, 
schools  and  students  of  dentistry  should  be  provided  the 
same  incentives  as  those  recommended  in  this  report  for 
schools  and  students  of  medicine. 

Comment.  The  committee  does  not  have  sufficient  in- 
formation concerning  the  need  for  dentists  or  the  facili- 
ties for  training  dentists  in  New  York  State.  There 
are,  however,  only  two  dental  schools  in  the  State,  with 
a third  one  having  its  charter  but  never  having  con- 
ducted a curriculum  for  dental  students. 

The  committee  wishes  to  await  the  report  of  the 
American  Dental  Association  to  whom  the  AMA 
Health  Manpower  Commission  has  referred  this  recom- 
mendation. The  committee  also  believes  it  might  be 
desirable  to  obtain  comment  from  the  New  York  State 
Dental  Association  on  this  recommendation. 

5.  Nursing  should  be  made  a more  attractive  profes- 
sion by  appropriate  utilization  of  nursing  skills,  in- 
creased levels  of  professional  responsibilities,  improved 
salaries,  more  flexible  hours  for  married  women,  and 
better  retirement  provisions. 

Comment.  The  committee  agrees  generally  writh  this 
recommendation  and  that  considerable  emphasis  should 
be  placed  on  the  role  of  the  nurse  in  patient  care.  How- 
ever, contrary  to  the  recommendation  of  the  AMA 
committee,  we  feel  that  such  direct  patient-care  duties 
should  be  substituted  for  the  clerical  and  maid  duties  of 
the  nurse  rather  than  decrying  certain  administrative 
duties  some  of  them  perform. 

C.  The  Federal  government  should  carefully  explore 
ways  to  provide  direct  support  for  the  educational  func- 
tion of  medical  schools. 

Comment.  The  committee  strongly  supports  this 
recommendation,  believing  that  the  educational  func- 
tion has  been  subordinated  to  the  research  function  in 
many  medical  schools  because  of  the  large  amount  of 
support  for  research  and  the  inadequate  support  for  the 
educational  function  of  the  school. 

The  committee  believes,  too,  that  State  funds  should 
be  made  available  to  medical  schools  on  a project  grant 
basis  to  improve  the  educational  function  of  the  medical 
schools. 

7.  The  Federal  government  should  revise  and  ex- 
pand present  Health  Professions  Education  Assistance 
Programs  to  make  available  to  any  medical  student 
loans  to  cover  the  full  costs  of  tuition  and  living  ex- 
penses during  formal  professional  education. 

Comment.  The  committee  supports  the  recommen- 
dation of  the  Commission.  We  believe  that  such  loans 
and  the  repayment  through  the  national  health  service, 
as  recommended  by  the  Commission,  would  assist  in  the 
supply  of  physician  manpower  to  the  critical  areas  in  the 
State,  such  as  the  ghetto  areas  of  the  cities  and  the  low 
economic  rural  areas. 

8.  A national,  computerized  matching  program 
should  be  developed  to  facilitate  admission  procedures 
to  medical  schools. 

Comment.  The  committee  generally  opposes  this  rec- 


ommendation, believing  that  the  present  system  of  ad- 
mission to  medical  schools  is  archaic.  The  present 
applicants  to  medical  schools  usually  make  several  ap- 
plications, and  the  medical  school  itself  has  to  review 
many  times  the  number  of  applications  than  it  has 
places  for  in  its  entering  class. 

The  committee  recommends  that  medical  schools 
adopt  a system  whereby  admission  to  the  medical  school 
and  to  the  undergraduate  liberal  arts  college  are  made 
at  the  same  time  with  a continuum  over  a period  of  six  or 
seven  years,  with  the  student  receiving  his  bachelor’s 
degree  at  the  end  of  four  years  and  his  doctoral  degree  at 
the  end  of  six  or  seven  years,  as  the  case  may  be.  The 
committee  recognizes  that  this  will  limit  the  entrance  of 
students  from  liberal  arts  colleges  not  associated  with 
medical  schools. 

9.  The  Federal  government  should  markedly  expand 
support  specifically  designated  for  research  in  the  educa- 
tional process  for  physicians  and  other  health  personnel. 

Comment.  The  committee  believes  there  is  need  for 
increased  research  in  the  educational  process  in  medical 
education  and  supports  this  recommendation.  It 
further  recommends  that  the  State  University  develop 
and  support  such  research  activities. 

10.  Formal  education  for  all  health  professionals 
should  be  conducted  under  the  supervision  of  universi- 
ties. This  would  include  graduate  training,  such  as  in- 
ternships, residencies,  and  their  equivalents. 

Comment.  The  committee  feels  that  this  recommen- 
dation is  too  all-embracing;  it  agrees  that  formal  educa- 
tion leading  to  a degree,  whether  associate,  bacca- 
laureate, or  graduate,  should  be  under  the  supervision  of 
a university.  It  further  believes  that  the  internship 
should  be  associated  with  medical  education,  recogniz- 
ing that  the  internship  of  today  repeats  much  of  the 
work  in  the  clinical  clerkship  period  of  the  senior  medical 
student.  It  feels,  therefore,  that  the  internship  should 
be  related  to  the  degree  in  medicine  and  should  be  under 
the  supervision  of  the  medical  school  to  the  end  that  the 
clinical  clerkship  and  internship  might  be  combined, 
thus  saving  one  year  of  medical  education. 

The  committee  does  not  believe  that  technical  train- 
ing, which  is  all  that  is  required  of  many  health  profes- 
sions in  the  allied  health  field,  needs  to  be  under  uni- 
versity supervision.  It  also  does  not  believe  that  resi- 
dencies should  be  under  such  supervision  because,  in 
general,  they  are  under  careful  supervision  of  the  spe- 
cialty concerned.  This  is  more  desirable  than  the  uni- 
versity affiliation  since  the  residency  is  oriented  toward 
the  practical. 

11.  Health  professional  schools  should  study  their 
positions  in  the  continuum  of  education  and  develop  and 
implement  curricular  revisions  aimed  at  increasing  in- 
tellectual stimulation  and  flexibility.  Concurrently, 
health  professional  schools  should  initiate  a continuing 
functional  analysis  of  health  care  against  which  the 
substance  of  current  curricula  should  be  continuously 
revised. 

Comment.  The  committee  agrees  with  this  recom- 
mendation and  stresses  that  with  the  rapid  change  in 
provision  of  health  services  and  the  increased  knowledge 
relative  to  health  care  there  is  a need  for  constant  review 
of  the  curriculum. 

12.  The  Federal  government  should  give  high  prior- 
ity to  the  support,  under  university  direction,  of  experi- 
mental programs  which  train  and  utilize  new  categories 
of  health  professionals. 

Comment.  The  committee  recommends  that  both 
Federal  and  state  governments  give  high  priority  to 
experimental  programs  concerned  with  the  training  and 
utilization  of  all  categories  of  health  professionals,  new 
as  well  as  existing  ones.  It  recommends  state  as  well  as 
Federal  support  for  demonstrations  and  studies  and 
urges  the  Health  Resources  Commission  to  obtain  funds 
for  such  purposes. 

13.  Programs  for  health  care  of  the  disadvantaged 
persons  should  be  given  highest  priority  and  made  avail- 
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able  wherever  needed. 

Comment.  The  committee  agrees  that  programs  for 
health  care  of  the  disadvantaged  persons  should  be  given 
highest  priority  and  made  available  wherever  needed. 
It  believes  that  the  "ghetto  medical  care  bill,”  passed  by 
the  1968  State  Legislature  and  signed  into  law  by  the 
Governor,  providing  for  general  medical  clinics  is  a step 
in  the  right  direction. 

The  committee  recommends  that  the  Health  Re- 
sources Commission  give  its  attention  to  and  seek  finan- 
cial support  for  demonstration  projects  designed  to  de- 
termine the  best  methods  for  providing  programs  of 
health  care  for  the  disadvantaged  persons. 

14.  Innovations  introduced  experimentally  for  the 
care  of  the  disadvantaged  persons  should  be  carefully 
examined  for  their  applicability  to  the  care  of  all  per- 
sons. Conversely,  programs  for  the  care  of  the  disad- 
vantaged persons  should  incorporate  elements  from 
existing  methods  of  medical  care,  wherever  appropriate. 

Comment.  The  committee  agrees  with  the  recom- 
mendation and  again  recommends  that  support  be  ob- 
tained, possibly  through  the  Health  Resources  Commis- 
sion, for  demonstration  of  comprehensive  health  serv- 
ices, not  only  for  the  disadvantaged  persons,  but  in  all 
areas  and,  in  particular,  rural  areas  without  medical 
services.  The  committee  believes  there  is  an  associated 
need  for  public  education  relative  to  the  use  of  health 
services.  While  this  need  is  particularly  urgent  in  the 
ghetto  areas,  the  committee  believes  there  is  need  for 
considerable  expansion  in  public  health  education 
activities. 

15.  Experimental  programs  to  develop  new  methods 
of  health  care  for  the  disadvantaged  persons  should  be 
enlarged  and  should  become  the  combined  responsibility 
of  physicians  in  private  practice,  universities,  hospitals, 
voluntary  agencies,  and  government  at  all  levels. 

Comment.  The  committee  agrees  with  the  total  in- 
volvement necessary  but  emphasizes  that  this  involve- 
ment is  particularly  needed  at  the  local  level  to  make 
programs  of  health  care  effective. 

16.  Professional  societies,  universities,  and  state 
governments  should  undertake,  with  Federal  support, 
studies  on  the  development  of  guidelines  for  state  licen- 
sure codes  for  health  personnel. 

Comment.  The  committee  believes  that  such  study  is 
needed  on  a state  level  as  w’ell  as  the  recommended  Fed- 
eral level.  This  study  should  incorporate: 

1.  Present  licensure  laws  and  regulations. 

2.  Agencies,  whether  they  be  government  or  profes- 
sional, charged  with  such  licensure. 

3.  Endorsement  of  licensure,  issued  by  other  states 
or  by  professional  organizations. 

4.  Categories  of  health  personnel  who  should  be 
licensed. 

Any  study  undertaken  by  a state  should  be  integrated 
with  a larger  national  study,  if  one  is  conducted,  but 
should  not  await  such  national  study. 

17.  Professional  societies  and  state  governments 
should  explore  the  possibility  of  periodic  relicensing  of 
physicians  and  other  health  professionals.  Relicensure 
should  be  granted  on  certification  of  acceptable  per- 
formance in  continuing  education  programs  or  on  the 
basis  of  challenge  examinations  in  the  practitioner’s 
specialty. 

Comment.  The  majority  of  the  committee  disagree 
that  there  should  be  a relicensing  procedure  on  the 
grounds  that  it  is  impractical  to  periodically  re-evaluate 
credentials  by  the  same  method  that  they  are  evaluated 
at  the  time  of  original  licensure.  (One  member  was  of 
the  opinion  that  relicensure  should  be  granted  either 
on  certification  of  acceptable  performance  in  continuing 
education  programs  or  successful  performance  in  a 
challenge  examination.)  On  the  contrary,  it  believes 
that  the  best  method  of  attempting  to  insure  adequate 
performance  on  the  part  of  health  professionals  is 
through  incentive  awards. 

The  committee  recommends  that  the  State  Medical 


Society  explore  this  matter  as  an  incentive  means  for 
members  of  the  Society  to  continue  their  education. 

18.  At  a minimum,  foreign-trained  physicians  who 
will  have  responsibility  for  patient  care  should  pass  tests 
equivalent  to  those  for  graduates  of  U.S.  medical 
schools.  The  National  Board  of  Medical  Examiners 
provides  an  objective  testing  service  which  should  be 
utilized,  just  as  it  is  for  graduates  of  U.S.  schools. 
Issuance  of  an  immigrant  visa  on  the  basis  of  Third 
Preference  should  be  contingent  on  satisfactory  per- 
formance in  the  examination. 

Comment.  The  committee  agrees  that  the  following 
statement  of  the  AM  A will  assist  in  raising  the  standards 
of  the  quality  of  care  rendered  by  such  foreign-trained 
physicians: 

"At  a minimum,  foreign-trained  physicians  who 
will  have  responsibility  for  patient  care  should  pass 
tests  to  establish  the  fact  that  they  have  knowledge 
and  skill  equivalent  to  that  possessed  by  graduates  of 
U.S.  medical  schools . . . .” 

19.  Before  foreign  medical  graduates  are  permitted 
to  enter  training  programs  with  responsibility  for  the 
care  of  patients,  they  should  be  required  to  participate 
in  an  orientation  and  educational  program  during  which 
their  competence  in  the  basic  and  clinical  medical 
sciences,  in  English,  and  in  other  appropriate  fields 
would  be  assessed,  and  remedial  instruction  provided 
where  necessary.  Such  orientation  programs  should  be 
conducted  by  a consortium  of  medical  schools,  hospitals, 
and  educational  institutions  on  a regional  basis. 

Comment.  The  committee  agrees  with  the  report  of 
the  Commission  that  foreign  medical  graduates  should 
show  evidence  of  competence  in  the  basic  and  clinical 
medical  sciences,  in  English,  and  in  other  appropriate 
fields.  The  committee  does  not  identify  the  method  by 
which  this  might  be  carried  out  nor  how  the  recommen- 
dation of  the  Commission  for  carrying  this  out  could  be 
effected.  It  agrees  with  the  AMA  report  that  further 
study  is  needed  of  the  methodology  to  be  used. 

20.  A Commission  on  Foreign  Medical  Graduates 
should  be  established  outside  of  government. 

Comment.  The  committee  agrees  that  the  whole 
question  of  foreign  medical  graduates  needs  extensive 
study.  It  believes  that  it  is  particularly  important  to 
New  York  State  which  receives  a large  number  of  for- 
eign medical  graduates  each  year.  It  does  not  believe 
that  such  a study  can  be  carried  out  solely  within  the 
framework  of  one  state.  The  committee  recommends 
that  the  AMA  be  petitioned  to  develop  such  a study  and 
the  assistance  of  MSSNY  be  offered. 

21.  The  National  Bureau  of  Standards  should  ex- 
tend its  interest  into  the  field  of  medical  devices  and 
technology. 

Comment.  The  committee  endorses  the  recommen- 
dation of  the  Commission  and  further  urges  that  as  in- 
formation becomes  available  it  be  widely  disseminated. 

22.  The  Secretary  of  U.S.  Department  of  Health, 
Education,  and  Welfare,  with  advice  and  assistance  of 
appropriate  nongovernment  groups,  should  develop 
methods  of  assuring  the  accuracy  of  test  results  pro- 
duced by  medical  laboratories,  both  in  and  out  of  hospi- 
tals. Such  methods  could  be  used  as  a basis  for  the 
certification  of  medical  laboratories  to  participate  in 
Medicare  and  Medicaid  programs. 

Comment.  The  committee  notes  that  State  legisla- 
tion makes  provision  for  certification  of  clinical  labora- 
tories and  endorses  the  State’s  activities  in  this  respect. 
It  notes  that  evidence  has  already  been  accumulated  of 
the  need  for  additional  well-trained  health  manpower  to 
staff  such  laboratories  for  the  performance  of  high 
quality  service.  It  believes  that  high  priority  should  be 
given  to  the  development  of  such  health  manpower 
because  of  the  crucial  dependence  of  the  results  coming 
from  such  laboratories. 

23.  Professional  societies,  health  insurance  organiza- 
tions, and  government  should  extend  the  development 
and  effective  use  of  a variety  of  peer  review  procedures 
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to  maintain  high  quality  health  and  medical  care. 
These  procedures  should  incorporate  the  following  prin- 
ciples: 

1.  Peer  review  should  be  performed  at  the  local  level 
with  professional  societies  acting  as  sponsor  and  super- 
visors. 

2.  Assurance  must  be  provided  that  the  evaluation 
groups  perform  their  tasks  in  an  impartial  and  effective 
manner. 

3.  Emphasis  should  be  placed  on  assuring  high  qual- 
ity of  performance  and  on  discovering  and  preventing 
unsatisfactory  performance. 

4.  The  more  objective  the  quality  evaluation  pro- 
cedures, the  more  effective  the  review  bodies  can  be. 
To  enable  greater  objectivity,  there  should  be  a sub- 
stantial program  of  research  to  develop  improved 
criteria  for  evaluation,  data  collection  methods,  and 
technics  of  analysis. 

Comment.  The  committee  endorses  the  principle  of 
peer  review  to  maintain  high  quality  health  and  medical 
care  and  the  principle  of  professional  involvement  (not 
just  the  medical  profession  as  recommended  by  the 
AM  A committee).  It  agrees  with  the  Commission’s 
recommendation  of  the  involvement  of  all  concerned. 

The  committee  strongly  endorses  the  need  for  “re- 
search to  develop  improved  criteria  for  evaluation,  data 
collection  methods,  and  technics  of  analysis.”  It  also 
notes  with  approval  the  studies  on  medical  review  now 
being  conducted  under  the  auspices  of  the  Empire  State 
Medical,  Educational  and  Scientific  Foundation,  Inc. 

24.  The  Federal  government  should  utilize  the  exist- 
ing and  detailed  reports  of  the  National  Academy  of 
Sciences,  the  American  College  of  Surgeons,  the  Amer- 
ican Medical  Association,  the  American  Hospital  Asso- 
ciation, and  the  U.S.  Department  of  Health,  Education, 
and  Welfare  as  guidelines  to  implement  a major  pro- 
gram of  research,  development,  and  the  application  of 
methods  to  prevent  accidents  and  to  provide  emergency 
medical  care.  Such  experiments  should  stimulate 
medical  and  administrative  staffs  of  hospitals  to  try  new 
methods  which  would  bypass  usual  procedures  and 
regulations  and  would  develop  innovations  in  diagnosis 
and  therapy. 

Comment.  The  committee  agrees  there  is  an  urgency 
to  develop  a system  and  to  provide  health  manpower  for 
emergency  medical  care.  It  believes  that  such  emer- 
gency medical  care  should  be  integrated  in  a system 
which  provides  comprehensive  medical  care.  It  be- 
lieves that  State  action  should  be  taken  and  should  not 
await  the  recommended  Federal  action.  The  commit- 
tee refers  this  recommendation  to  the  Committee  on 
Accident  and  Injury  Prevention  for  further  comment. 

25.  The  Selective  Service  Act  should  be  amended  to 
provide  for  the  automatic  transfer  of  the  records  of  every 
draft-eligible  health  professional,  on  his  graduation  from 
professional  school,  from  the  local  board  of  his  original 
registration  to  the  local  board  in  whose  jurisdiction  he 
works  and  for  subsequent  transfer  with  each  change  in 
the  location  of  his  work. 

Comment.  The  committee  endorses  the  recommen- 
dation that  there  be  automatic  transfer  of  records  of  a 
draft-eligible  health  professional  on  his  graduation  from 
his  professional  school  to  the  local  board  in  whose  juris- 
diction he  works,  if  it  is  expected  that  this  is  to  be  a 
permanent  residence  to  which  he  transfers. 

26.  The  Selective  Service  Act  should  be  amended  to 
provide  equal  draft  liability  for  U.S.  and  foreign  medical 
graduates,  provided  that  the  foreign  medical  graduate 
has  an  immigrant  visa  and  that  he  has  not  previously 
served  in  the  armed  services  of  an  allied  nation. 

Comment.  The  committee  agrees  that  the  draft 
liability  be  equal  for  U.S.  and  foreign  medical  graduates. 

27.  The  Federal  government  should  establish  a na- 
tional computer  file  of  draft-eligible  health  professionals. 

Comment.  The  committee  agrees  with  the  national 
computer  file  of  draft-eligible  health  professionals. 

28.  Service  with  the  U.S.  Public  Health  Service 


should  be  phased  out  as  a substitute  for  the  military 
obligation  of  health  professionals. 

Comment.  The  committee  agrees  in  part  with  this 
recommendation  but  notes  the  important  civilian  health 
responsibilities  of  the  Public  Health  Service  as  well  as 
its  responsibilities  for  medical  service  for  merchant 
and  U.S.  Coast  Guard  seamen.  It  believes,  however, 
that  such  service  in  the  Public  Health  Service  shall  be 
accepted  as  meeting  military  obligations  only  if  the 
service  is  within  the  Public  Health  Service  and  not  on 
detached  duty  to  some  other  organization  or  agency. 

29.  The  Department  of  Defense  should  be  instructed 
to  encourage  the  greater  use  of  the  Military  Medicare 
Amendments  of  1965  and  should  study  the  feasibility  of 
utilizing  voluntarily  obtained  health  professionals  in 
military  facilities  located  in  the  United  States. 

Comment.  The  committee  agrees  with  the  recom- 
mendation and  believes  that  the  health  manpower  in  the 
military  service  generally  should  be  utilized  for  military 
personnel  only. 

Conserving  Resources 

30.  The  Federal  government  and  health  insurance 
organizations  should  take  immediate  steps  to  introduce 
new  formulas  of  payment  on  a highly  selective  but  broad 
experimental  basis.  The  payments  should  provide 
rewards  for  efficiency  and  high-quality  care,  and  they 
should  provide  better  hospitals  with  a basis  for  obtaining 
funds  to  expand  their  scope  of  operation.  No  amount 
of  research,  model  evaluation,  or  simulation  will  provide 
the  necessary  information  to  design  the  optimum  ar- 
rangements This  information  can  be  gained  only 
through  experience. 

3 1 . The  reward  for  increased  quality  must  be  suffi- 
cient to  make  it  unprofitable  for  a hospital  to  reduce 
quality  and  community  service  in  order  to  lower  costs. 

32.  The  guiding,  theoretical  principle  should  be  the 
payment  of  equal  amounts  to  all  hospitals  in  a locality 
for  an  equal  quantity  and  quality  of  service.  Because 
of  the  differential  flow  of  funds  among  hospitals,  those 
which  are  the  most  efficient  and  of  the  highest  quality 
would  prosper  and  expand  in  the  long  run,  while  the 
poorest  and  least  desirable  hospitals  would  become  a 
diminishing  portion  of  the  total  hospital  sector. 

33.  Steps  to  increase  the  availability  of  capital  in  the 
hospital  sector  should  be  coupled  with  the  introduction 
of  incentives  into  the  payment  system. 

34.  The  amount  by  which  payments  to  the  hospitals 
should  exceed  average  cost  is  a matter  which  will  require 
extensive  study.  The  margin  should  be  sufficiently 
large  so  that  for  the  better  hospitals,  net  income,  com- 
mercial borrowing  made  possible  by  the  anticipated  fu- 
ture net  income,  and  depreciation  funds  will  be  adequate 
to  meet  most  of  the  needs  for  expansion  and  upgrading 
of  hospital  services. 

35.  Federal  assistance  in  the  form  of  grants  and 
loans  (or  loan  guarantees)  should  be  provided  to  obso- 
lete hospitals  in  those  areas  where  modernization  needs 
are  so  extensive  that  nongovernment  sources  of  capital 
funds  will  be  clearly  insufficient. 

36.  Before  any  decision  is  made  to  finance  modern- 
ization on  a large  scale,  state  and  Federal  governments 
should  carry  out  a careful  study  to  determine  criteria  for 
deciding  between  modernization  and  replacement. 

37.  The  Federal  government  should  provide  major 
support  for  research  and  development  of  improved 
hospital  facilities. 

Comment.  While  recommendations  30  through  37 
indirectly  relate  to  health  manpower,  they  are  much 
more  concerned  with  the  provision  of  health  services; 
your  committee,  therefore,  recommends  that  these  eight 
recommendations  be  considered  by  the  Commission  on 
Medical  Services. 

38.  Health  insurance  organizations,  private  founda- 
tions, and  hospitals  with  assistance  from  the  Federal 
government  where  needed,  should  underwrite  edu- 
cational programs  for  members  of  hospital  boards 
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of  control.  These  programs  should  make  the  board 
members  familiar  with  hospital  operations  in  general 
and  intimately  knowledgeable  about  the  comparative 
performance  of  their  own  institutions.  Concomitantly, 
these  programs  should  offer  advice  and  assistance  for 
cost  reduction  and  quality  improvement. 

Comment.  The  committee  endorses  the  principle  of 
this  recommendation  and  believes  strongly  that  educa- 
tional programs  for  members  of  hospital  boards  of 
control  should  assist  in  more  administrative  understand- 
ing and  improve  the  utilization  of  health  manpower. 
It  notes  that  the  cost  of  such  educational  programs 
can  be  included  in  determining  the  per  diem  rate  for 
reimbursement  under  third-party  payment  programs. 

The  committee  emphasizes  the  need  for  the  involve- 
ment of  physicians  on  the  medical  staff  in  the  education 
of  the  members  of  the  hospital  boards  of  control  and 
recommends  the  identification  of  steps  which  may  be 
taken  to  more  closely  integrate  the  transfer  of  informa- 
tion between  the  board  of  control  and  the  medical  staff. 
In  particular,  this  would  relate  to  the  understanding  on 
the  part  of  the  members  of  the  board  of  control  of 
the  duties,  the  responsibilities,  and  the  activities  of 
medical  staff  members  in  committee  work,  emergency 
room  coverage,  policy  advising,  and  similar  activities. 

39.  Medical  and  hospital  associations  should  jointly 
explore  means  to  increase  the  physician’s  responsibility 
for  the  successful  and  economical  management  of  hos- 
pital operations.  These  explorations  should  include 
consideration  of  providing  physicians  with  financial 
stake  in  the  operation  of  the  hospitals  and  of  including 
phvsicians  in  the  membership  of  hospital  boards  of  con- 
trol. 

Comment.  The  committee  endorses  the  idea  of 
studies  being  made  to  determine  which  factors  will 
reduce  hospital  costs.  The  financial  rewards  indicated 
in  the  Commission’s  report  are  viewed  with  some  trepi- 
dation. The  committee  believes,  however,  in  addi- 
tional representation  from  the  medical  staff  on  the 
hospital  board  of  control. 

40.  Health  insurance  organizations  should  develop 
workable  plans  to  provide  coverage  of  outpatient  as 
well  as  inpatient  health  services. 

Comment.  The  committee  agrees  with  this  recom- 
mendation, but  emphasizes  that  it  should  not  be  limited 
to  services  provided  by  the  hospital  on  an  outpatient 
basis,  but  should  also  include  workable  plans  to  provide 
for  coverage  in  physicians’  offices  with  the  resulting 
savings  in  health  manpower  that  can  be  effected  by 
provision  of  services  in  doctors’  offices  when  such  pro- 
vision is  feasible. 

41.  Medicare  and  Medicaid  payments  to  organiza- 
tions providing  prepaid  comprehensive  health  care 
should  be  changed  from  a cost  reimbursement  basis  to 
one  which  will  permit  these  organizations  to  share  in  the 
savings  they  achieve  by  effective  control  of  utiliza- 
tion. 

42.  The  Federal  government  should  underwrite  a 
variety  of  experiments  aimed  at  reducing  utilization. 
As  successful  methods  of  controlling  utilization  are 
developed,  Medicare  and  Medicaid  should  share  the 
savings  on  the  same  basis  used  for  prepaid  comprehen- 
sive health  care  plans. 

43.  All  health  insurance  organizations  should  be 
encouraged  to  revise  their  payment  methods  to  share 
savings  with  health  care  purveyors  that  demonstrate 
better  control  over  utilization. 

44.  Peer  review  should  be  widely  applied  to  hospital 
utilization. 

45.  The  Federal  government  should  continue  sup- 
port of  planning  agencies  at  regional,  state,  and  local 
levels  to  collect,  analyze,  and  distribute  information 
regarding  the  need  for  medical  care  facilities. 

46.  Mechanisms  should  be  established  to  provide 
peer  review,  on  a routine  basis,  of  the  appropriateness 
and  proficiency  of  a physician’s  practice. 


Comment.  Although  the  committee  feels  that  there 
are  indirect  health  manpower  implications,  it  believes 
that  recommendations  41  through  46  should  be  referred 
to  the  Commission  on  Medical  Services  for  comment. 

47.  The  Federal  government  should  consider  es- 
tablishing, on  an  experimental  basis,  a central  patient 
data  bank  for  Federally-operated  hospitals  whose  pa- 
tient load  characteristics  approximate  those  of  the 
general  population. 

Comment.  The  committee  agrees  in  general  with  the 
recommendation  of  the  need  for  central  patient  data 
banks.  However,  it  believes  that  a great  deal  of  study 
and  education  is  necessary  prior  to  this  becoming  prac- 
tical. Among  other  problems  encountered  would  be  the 
need  for  common  terminology  and  common  record 
systems.  It  agrees  that  one  of  the  values  of  this  would 
be  cumulative  data  for  research  purposes,  but  perhaps 
even  more  important  would  be  the  saving  of  health 
manpower  by  avoidance  of  duplication  of  examinations 
and  tests. 


Improving  the  Organization  Framework 

48.  Highest  priority  should  be  given  by  community 
health  councils  to  developing  methods  which  will  as- 
sure access  to  adequate  health  care  for  all  those  in  the 
community  they  serve. 

Comment.  The  committee  agrees  wTith  the  develop- 
ment of  community  health  councils  (probably  on  a 
county  basis).  It  feels,  however,  that  these  health 
councils  should  have  a broad  responsibility  for  the 
health  activities  affecting  the  community  and  perhaps 
should  be  identified  as  county  comprehensive  health 
councils. 

It  strongly  urges  the  involvement  of  physicians  and 
other  health  professionals  in  the  affairs  of  such  county 
comprehensive  health  councils  to  provide  informed 
leadership. 

The  committee  notes  that  MSSNY  has  already  taken 
steps  to  encourage  such  medical  participation.  It 
recommends  that  this  activity  take  high  priority  in  the 
future  plans  of  the  State  Medical  Society. 

49.  The  congress  should  give  a high  priority  to  the 
support  of  the  Center  for  Health  Services  Research  and 
Development,  and  the  Secretary  of  U.S.  Department  of 
Health,  Education,  and  Welfare  should  locate  the  center 
in  his  department  in  such  a way  that  its  effectiveness 
will  not  be  reduced  by  the  parochial  interests  of  any 
constituent  agency. 

Comment.  The  committee  notes  the  development 
of  the  Center  for  Health  Services  Research  and  Develop- 
ment in  the  U.S.  Department  of  Health,  Education,  and 
Welfare.  It  awaits  further  information  from  either 
the  Center  or  the  AMA. 

50.  Financial  support  should  be  made  available  for 
large-scale  experimental  projects  of  integrated  health 
service  systems  under  a variety  of  auspices,  including 
physicians  in  private  practice,  universities,  hospitals, 
voluntary  agencies,  and  government.  These  systems 
should  also  include,  but  not  be  limited  to,  programs 
which  are  comprehensive,  serve  a cross  section  of  socio- 
economic groups  on  a community  or  area-wide  basis, 
and  emphasize  organized  services  for  ambulatory 
patients. 

Comment.  The  committee  enthusiastically  endorses 
the  recommendation  that  funds  be  made  available  for 
experimental  projects  designed  to  provide  comprehen- 
sive health  services,  including  preventive  services.  It 
recommends  that  the  Health  Resources  Commission  be 
urged  to  obtain  such  funds  from  State  sources  and  to 
identify  other  sources,  either  Federal,  voluntary,  or 
private,  that  may  be  utilized  for  such  studies.  It 
recommends  the  appointment  of  the  Health  Resources 
Commission,  through  its  staff,  as  the  agency  to  inte- 
grate such  studies,  and  also  recommends  that  the  State 
Medical  Society  so  request  the  Health  Resources  Com- 
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mission  and  offer  the  advice  and  assistance  of  the  Medi- 
cal Society. 

51.  The  Bureau  of  the  Budget  should  consider 
delegating  to  the  National  Center  for  Health  Statistics 
the  responsibility  for  supervising  the  collection,  analysis, 
and  dissemination  of  health  data.  This  center  would 
act  as  a focal  agency  to  assure  that  the  collection  of 
health  data  by  Federal  agencies  is  coordinated  and  that 
the  results  are  analyzed  and  disseminated  in  compatible 
forms. 

Comment.  The  committee  recommends  that  the 
State  assume  responsibility  for  the  collection,  analysis, 
and  dissemination  of  health  data  on  a State-wide  basis. 
The  committee  noting  that  this  is  a responsibility  of  the 
State  Health  Department  recommends  that  the  State 
Health  Commissioner  be  provided  with  adequate  finan- 
cial and  health  manpower  resources  to  adequately  carry 
out  this  function.  It  notes  with  concern  that  much  of 
the  health  data  for  New  York  City  are  not  readily  avail- 
able in  the  State  Health  Department  and  believes  that 
total  information  on  State-wide  resources  and  needs 
should  rest  with  the  State  Health  Department. 

52.  The  Secretary  of  U.S.  Department  of  Health, 
Education,  and  Welfare  should  have,  within  his  own 
office,  a greatly  expanded  service  for  analysis,  and 
should  be  provided  with  substantial  funds  to  contract 
for  assistance  outside  the  government. 

Comment.  The  committee  agrees  with  the  recom- 
mendation of  the  Commission  and  again  notes  that  a 
similar  recommendation  concerning  analytic  services  of 
the  State  Health  Department  would  enhance  the  ca- 
pability of  the  State  Health  Commissioner. 

53.  A Council  of  Health  Advisers  should  be  estab- 
lished. 

Comment.  The  committee  endorses  the  recommen- 
dation for  a Council  of  Health  Advisers  to  the  Secretary 
of  U.S.  Department  of  Health,  Education,  and  Welfare. 
It  believes  a similar  organization  is  needed  at  the  State 
level.  It  notes  the  responsibilities  in  this  respect  of  the 
Public  Health  Council,  the  Hospital  Review  and  Plan- 
ning Council,  and  the  Health  Resources  Commis- 
sion. 

The  committee  recommends  that,  after  con- 
sideration, amendment,  and  approval,  by  the 
Council,  the  recommendations  of  your  Commit- 
tee on  Health  Manpower  should  be  referred  for 
action  to  other  committees,  or  to  the  State 
Health  Commissioner,  or  to  the  Health  Re- 
sources Commissioner,  or  to  the  executive  com- 
mittee of  the  Board  of  Trustees  of  the  AMA,  or 
to  other  appropriate  individuals  and  agencies;  or 
back  to  the  Committee  on  Health  Manpower,  as 
may  be  determined  by  the  Council. 

Your  chairman  has,  in  addition,  completed  a 
report  on  the  activities  of  the  State  Medical 
Society  relative  to  health  manpower  which  was 
requested  by  the  American  Medical  Association. 

Respectfully  submitted, 

Franklyn  B.  Amos,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Pubi.ic  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  reviewed  this  ex- 
tremely interesting  report.  Dr.  Amos  is  to  be 
commended  for  submitting  this  comprehensive 
report  on  the  health  manpower  situation  which 
included  a review  of  the  report  of  the  National 
Advisory  Commission  on  Health  Manpower 
as  it  applies  to  the  problems  in  New  York 
State. 


The  reference  committee  recommends  that 
the  report  be  referred  back  to  the  Committee 
on  Health  Manpower  for  them  to  implement 
their  recommendations. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-8.  Expansion  of  Opportunities  for  Medical 
Education  in  New  York  State 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  Authorities  in  medicine,  econom- 
ics, hospital  administration,  public  health, 
and  education  unanimously  and  unequivo- 
cally agree  that  there  is  a critical  shortage 
in  health  manpower;  and 

Whereas,  The  population  explosion  since 
World  War  II  has  created  an  additional 
demand  for  high  quality  medical  care;  and 
Whereas,  Modern  medical  technology  and 
medical  science,  public  health  education,  and 
economics  have  created  and  expanded  the 
demand  for  high  quality  medical  care;  and 
Whereas,  There  is  a critical  shortage  of 
medical  and  paramedical  educational  facili- 
ties in  New  York  State;  and 

Whereas,  Population  projections  for  1975 
indicate  that  the  United  States  will  need 
400,000  physicians;  and 

Whereas,  Many  gifted  young  people,  by 
virtue  of  their  residence  in  New  York  State 
are  deprived  of  opportunities  for  a medical 
education  commensurate  with  those  provided 
by  other  states;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirms  the  critical 
shortage  of  medical  and  paramedical  educa- 
tional facilities  in  New  York  State;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  immediate  and  con- 
tinued efforts  to  impress  on  the  Legislature  of 
the  State  of  New  York  that,  to  adequately 
supplement  present  private  medical  school 
facilities,  there  is  an  urgent  need  to  expand 
existing  medical  schools  and  to  build  new 
ones. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  approved  this  resolu- 
tion. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-81.  Incentives  For  Medical  Students  to  Prac- 
tice as  Generalists,  Pediatricians,  and  Internists 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  A crisis  exists  in  medicine  in 
that  an  insufficient  number  of  physicians 
are  available  for  family  practice;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  recommend  to  the  Amer- 
ican Medical  Association  and  to  all  medical 
schools  within  the  State,  that  programs  be 
initiated  to  encourage  medical  students  to 
enter  family  practice  in  the  status  of  inter- 
nists, pediatricians,  and  general  practitioners. 

Report  ok  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  committee  reviewed  resolution  69  81  and 
recommends  that  the  title  be  changed  by  insert- 
ing the  words,  “after  graduation”  after  the 
words  “Medical  Students.”  The  title  would 
then  read  as  follows:  Resolution  69  81,  “In- 
centives for  Medical  Students,  After  Gradua- 
tion, to  Practice  as  Generalists,  Pediatricians, 
and  Internists.” 

The  reference  committee  approved  resolution 
69  81,  as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-89.  Amendment  to  Education  Law  re  Physical 
Therapists 

Introduced  by  Section  on  Physical  Medicine 
and  Rehabilitation 

Whereas,  Physical  therapists  are  trained 
in  the  technics  of  treatment  of  physical 
means;  and 

Whereas,  Nothing  in  this  training  qualifies 
a physical  therapist  to  diagnose,  prescribe 
for,  or  treat  disease  or  disability  except  under 
supervision  of  a physician;  and 

Whereas,  Physical  therapist  at  this  time 
are  attempting  to  free  themselves  from  any 
and  all  supervision  of  physicians  by  seeking 
amendment  of  the  State  Education  Law 
(line  8)  to  read  “on  referral”  instead  of  “under 
the  supervision”  of  a duly  licensed  physician; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  resolutely  oppose  amend- 
ment of  line  8 of  the  State  Education  Law  as 
such  would  permit  physical  therapists  to 
treat  patients  on  “referral  by  a duly  licensed 
physician”  rather  than  “under  the  super- 
vision of  a duly  licensed  physician.” 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  committee  reviewed  resolution  69-89 
and  strongly  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-90.  Increase  in  Facilities  for  Training  Labora- 
tory Technicians 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  There  exists  a shortage  of  the 
laboratory  personnel  necessary  to  provide 


adequate  clinical  hospital  laboratory  services; 
and 

Whereas,  Community  hospitals  experience 
serious  problems  in  recruiting  laboratory 
personnel  and  maintaining  adequate  labora- 
tory staffs;  and 

Whereas,  Schools  for  laboratory  tech- 
nicians lack  the  capacity  to  remedy  the 
situation  for  all  community  hospitals;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  lend  its  support  to  en- 
courage the  various  health  departments, 
community  and  other  colleges,  and  technical 
schools  to  educate  qualified  trainees  in  the 
laboratories  of  approved  hospitals  that  have 
adequate  teaching  personnel;  and  be  it 
further 

Resolved,  That  all  steps  be  taken  to  obtain 
the  necessary  funds  from  Federal,  State  and 
local  governmental  agencies  and  philanthropic 
foundations  to  implement  this  objective. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  reviewed  resolution 
69  90  and  urges  the  House  of  Delegates  to  adopt 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Maternal  and 
Child  Welfare  are: 

Merton  C.  Hatch,  M.D.,  Chairman 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

Ralph  M.  Schwartz,  M.D Kings 

Olaf  J.  Severud,  M.D Otsego 

Clyde  L.  Randall,  M.D.,  Adviser Erie 


During  the  past  year,  this  committee  held 
two  meetings,  both  in  Syracuse.  At  each  of 
these  meetings  the  usual  routine  business  was 
discussed. 

Dining  the  latter  part  of  1967,  our  attention 
was  called  to  the  problems,  and  the  marked  dis- 
content, of  the  physicians  of  this  State  with  the 
revisions,  including  the  definitions  used  by  New 
York  State,  of  the  certificates  of  birth,  death, 
and  fetal  death.  Therefore,  at  our  first  meeting 
of  the  year,  in  May,  these  problems  were  fully 
discussed,  and  the  consensus  of  the  committee 
was  conveyed,  through  the  proper  channels,  to 
the  State  Health  Department.  As  a result  of 
these  discussions,  Edward  C.  Hughes,  M.D., 
president  of  the  State  Medical  Society,  and  the 
chairman  of  this  committee,  were  invited  by 
Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health,  to  meet  with  him  and  other  members  of 
the  State  Health  Department  to  attempt  to 
solve  these  problems.  At  this  meeting,  which 
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was  held  in  Albany,  I believe  that  we  arrived  at 
solutions  which  will  be  satisfactory  to  the  ma- 
jority of  the  physicians  concerned. 

Your  president,  Edward  C.  Hughes,  M.D.,  as 
a member  of  a committee  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology,  has  been 
working  on  problems  of  terminology  on  “preg- 
nancy termination  certificates.”  The  College 
hopes  this  certificate  will  be  used  by  other  coun- 
tries throughout  the  world. 

The  second  meeting  of  this  committee  was 
held  on  August  29  with  the  regional  consultants 
in  obstetrics  and  pediatrics  who  were  present 
by  invitation.  The  regional  consultants  were 
requested  to  aid  in  the  formation  of  a maternal 
and  perinatal  mortality  study  committee  in  each 
of  their  regions  if  none  were  in  existence  or  to 
reactivate  one  if  it  were  already  in  existence. 
These  regional  consultants  were  encouraged  to 
assume  leadership  in  their  own  regions,  to  pro- 
mote a local  study  of  the  problems  associated 
with  maternal  and  perinatal  mortality  rates, 
and  to  help  solve  these  problems  on  a local  self- 
disciplinary  basis. 

This  committee  has  continued  to  supervise 
the  work  of  the  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  Inc.  The 
findings  of  this  study,  without  a detailed  analy- 
sis, strongly  suggest  that  there  are  two  serious 
problems  in  New  York  State  which  are  con- 
tributing to  maternal  and  perinatal  deaths. 
These  are  the  injudicious  use  of  elective  induc- 
tion of  labor,  and  the  lack  of  good  prenatal 
care.  The  responsibility  for  the  latter  problem 
is  shared  partly  by  the  public,  in  not  seeking 
good  prenatal  care,  and  partly  by  the  physician 
in  not  providing  it.  Much  study  and  effort 
has  been  expended  by  this  committee  in  con- 
nection with  these  problems.  We  believe  that 
every  effort  must  be  made  to  educate  each  new 
group  of  prospective  parents  on  the  importance 
of  good  prenatal  care.  We  also  believe  that  all 
physicians  who  treat  patients  for  pregnancy 
must  be  stimulated,  motivated,  and  educated 
to  provide  the  best  in  prenatal  care.  We  who 
are  involved  in  this  work  are  available  to  any 
group  of  physicians,  anywhere  in  this  State,  at 
any  time.  We  will  go  to  them  to  discuss  and 
help  solve  any  local  problems  associated  with 
maternal  care. 

I wish  to  express  my  appreciation  to  the  mem- 
bers of  this  committee,  to  the  regional  con- 
sultants, to  Miss  Nancy  Cochrane,  and  to  Miss 
Dorothy  H.  Smith  for  their  help  and  coopera- 
tion. Two  of  our  regional  meetings  were  ar- 
ranged by  physicians  who  are  not  regional  con- 
sultants, and  my  thanks  go  to  William  Ellis, 
M.D.,  Jamestown,  and  to  Roger  Bliss,  M.D., 
and  Elah  Bliss,  M.D.,  Hudson,  for  their  co- 
operation. 

Respectfully  submitted, 

Merton  C.  Hatch,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 


and  accepted.  Dr.  Hatch  and  his  committee 
are  to  be  commended  for  an  excellent  report. 
The  reference  committee  recommends  that 
monies  be  provided  to  permit  transcribing  of 
autopsy  findings  on  maternal  deaths. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-35.  Admitting  Privileges  to  Maternity  Floors 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  The  New  York  State  Hospital 
Code,  under  specified  conditions,  permits  the 
admission  of  gynecologic  patients  to  the 
maternity  floor;  and 

Whereas,  The  Hospital  Code  restricts  such 
admitting  privileges  to  members  of  the 
medical  staff  who  are  authorized  by  their 
appointments  to  admit  obstetric  patients  to 
the  obstetric  facilities  of  the  hospital;  and 
Whereas,  This  restriction  prevents  general 
surgeons  who  perform  gynecologic  procedures 
from  admitting  gynecologic  patients  to  the 
maternity  floor;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  action 
to  seek  the  revision  of  the  State  Hospital 
Code  to  permit  general  surgeons,  who  are 
authorized  by  hospital  staff  appointments 
to  perform  gynecologic  procedures,  to  admit 
such  patients  to  maternity  floors. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  reviewed  resolution 
69-35  and  recommends  disapproval  of  this 
resolution.  It  further  recommends  that  the 
problems  of  full  utilization  of  obstetric  and 
gynecologic  beds  in  a general  hospital  be 
closely  studied  by  the  Committee  on  Maternal 
and  Child  Welfare. 

The  House,  after  discussion,  voted  not  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  resolution  69-35. 

Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical 
Aspects  of  Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman.  .Nassau 


Frederick  H.  Grabo,  M.D Oneida 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D Wayne 

William  B.  Kintzing,  M.D Nassau 

William  E.  Pelow,  M.D Onondaga 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


In  1968,  our  committee  officially  became  a 
part  of  the  Commission  on  Public  Health  and 
Education. 

Our  first  annual  symposium  was  held  Febru- 
ary 10,  in  conjunction  with  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York 
at  The  Americana,  New  York  City.  Attend- 
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ance  of  700  to  750  people  made  this  the  largest 
attendance  at  a one-day  meeting  on  the  medical 
aspects  of  sports  ever  held  in  this  country;  ap- 
proximately 500  attended  the  luncheon.  There 
vs  ere  many  athletic  directors,  coaches,  trainers, 
and  physicians  from  the  eastern  states,  from 
Canada,  and  from  as  far  west  as  South  Bend, 
Indiana.  I would  like  to  thank  Alexius 
Kachun,  M.D.,  Cornell  University,  and  Murle 
Laurens  Rowe,  M.D.,  University  of  Rochester 
Medical  School,  for  their  outstanding  perfor- 
mance as  moderators  of  the  all-day  meeting. 

The  second  annual  sports  symposium  is  to  be 
held  February  8,  1969,  at  The  Americana,  New 
York  City.  An  advisory  committee,  consisting 
of  James  A.  Nicholas,  M.D.,  Max  Novich. 
M.D.,  Alexius  Rachun,  M.D.,  Murle  Laurens 
Rowe,  M.D.,  John  A.  Ripp,  M.D.,  William  B. 
Kintzing,  M.D.,  Anthony  J.  Pisani,  M.D., 
William  Stein,  and  Kenneth  Hafner  was  ap- 
pointed to  assist  in  preparing  the  program. 
The  Touchdown  Club  of  New  York  is  joining 
the  New  York  State  Public  High  School  Athletic 
Association  and  the  Health,  Physical  Education, 
and  Recreation  Association  as  cosponsors  of  the 
meeting.  We  hope  physicians  throughout  the 
State  will  come  to  the  annual  meeting  one  day 
earlier  to  attend  the  sports  symposium. 

Our  committee  approved  the  changes  in  the 
Commissioner’s  regulations  governing  inter- 
scholastic cross-country  meets  and  ice  hockey. 

We  are  continuing  to  participate  with  the 
New  York  State  Public  High  School  Athletic 
Association  in  the  following  research  programs: 

1.  Junior  high  school  modified  football  pro- 
gram. 

2.  Preseason  experimental  training  study, 
the  5-10-5  program. 

3.  The  cleatless  shoe.  Dr.  Rowe  is  conduct- 
ing a special  study  of  knee  and  ankle 
injuries  as  a supplement  to  the  cleatless 
shoe  program. 

The  committee  members  and  other  physicians 
participated  in  several  Medical  Aspects  of 
Sports  sectional  programs  as  follows: 

1.  Monroe  County  Medical  Society’s  ninth 
annual  Sports  Medicine  Conference  which 
was  held  in  September. 

2.  Onondaga  County  Medical  Society’s 
Sports  Conference  which  was  held  in  May. 

3.  The  AMA  National  Conference  on  Medi- 
cal Aspects  of  Sports  which  was  held  in 
December. 

4.  Postgraduate  Course  on  Sports  Medicine, 
sponsored  by  the  American  Academy  of 
Orthopedic  Surgeons,  was  held  in  October, 
under  the  chairmanship  of  Joseph  D. 
Godfrey,  M.D.,  Buffalo.  This  was  an 
excellent  three-day  program. 

There  is  a great  need  for  and  an  increasing 
interest  in  the  medical  aspects  of  sports.  Our 
committee  has  recommended  to  each  county 
medical  society  that  it  establish  a committee  on 
the  medical  aspects  of  sports  with  a further 
recommendation  that  these  committees  main- 
tain a close  liaison  with  the  New  York  State 
Public  High  School  Athletic  Association,  Public 
School  Athletic  League,  and  private  and 


parochial  athletic  organizations  in  their  respec- 
tive areas. 

Our  committee  wishes  to  thank  the  members 
of  the  State  Medical  Society  staff,  especially 
Norman  S.  Moore,  M.D.,  director,  Division  of 
Scientific  Activities,  and  his  secretary,  Miss 
Dorothy  Smith;  Irving  L.  Ershler,  M.D.,  chair- 
man, Commission  on  Public  Health  and  Educa- 
tion; Guy  Beaumont  and  Richard  Klemfuss, 
Division  of  Communications,  and  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president, 
for  their  invaluable  assistance  during  the  past 
year. 

As  chairman,  I would  like  to  express  my  ap- 
preciation to  the  members  of  the  committee; 
to  Kenneth  Hafner,  New  York  State  Public 
High  School  Athletic  Association;  and  to  the 
members  of  the  advisory  committee,  James  A. 
Nicholas,  M.D.,  New  York  City,  Max  Novich, 
M.D.,  Red  Bank,  New  Jersey,  John  A.  Ripp, 
M.D.,  Westbury,  Anthony  J.  Pisani,  M.D., 
New  York  City,  and  William  Stein,  New  York 
City  Touchdown  Club  of  New  York,  for  their 
dedication  and  cooperation. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  second  State-wide  symposium  sponsm-ed 
by  the  Medical  Society  of  the  State  of  New 
York  was  held  on  Saturday,  February  8;  Ralph 

S.  Emerson,  M.D.,  chairman  of  the  State 
Medical  Society’s  Committee  on  the  Medical 
Aspects  of  Sports  and  the  advisory  committee 
are  to  be  congratulated  on  a very  successful 
program. 

The  reference  committee  would  like  to  go  on 
record  as  stating  that  this  symposium  is  prob- 
ably one  of  the  best  continuing  public  education 
programs  sponsored  and  conducted  by  the 
Medical  Society  of  the  State  of  New  York. 

The  House  adopted  by  acclamation  this  portion 
of  the  reference  committee  report. 

Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental 
Hygiene  are  as  follows: 

Reginald  R.  Steen,  M.D.,  Chairman.  .Nassau 


Gurston  D.  Goldin,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Allison  B.  Landolt,  M.D New  York 

Herman  B.  Snow,  M.D Dutchess 


Your  committee  has  continued  to  cooperate 
with  other  organizations  interested  in  mental 
health,  such  as  the  Council  of  District  Branches 
of  the  American  Psychiatric  Association,  the 
AMA  Department  of  Mental  Health,  the  New 
York  State  Department  of  Mental  Hygiene, 
and  the  New  York  Mental  Health  Association. 

At  a meeting  held  at  the  Cornell  Club  on 
May  21,  Norman  S.  Moore,  M.D.,  director  of 
the  Division  of  Scientific  Activities,  was  present, 
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and  considerable  discussion  was  held  on  the 
relationship  between  psychiatrists  and  psychol- 
ogists. Dr.  Moore  stated  that  the  State  Med- 
ical Society  does  not  have  a clear  written 
opinion  of  the  committee’s  position  on  this 
matter.  A “position  statement”  is  being  pre- 
pared and  will  be  given  to  Dr.  Moore  in  the  near 
future. 

At  the  request  of  President  Hughes  the  com- 
mittee is  preparing  a “guideline”  report  of  its 
activities  and  functions  which  will  be  sent  to  the 
director  of  the  Division  of  Scientific  Activities. 

Your  chairman  attended  the  fourth  annual 
meeting  of  the  New  York  Congress  on  Mental 
Health,  sponsored  by  our  Society,  the  New  York 
State  Society  for  Mental  Health,  and  the  New 
York  State  District  Branches  of  the  American 
Psychiatric  Association,  held  on  October  5,  at 
the  Hotel  Commodore,  New  York  City. 
Nationally  prominent  speakers  discussed  the 
topic  “Alienation  and  Revolt;  Rebels  Without  a 
Cause?” 

The  committee  approved  the  action  of  the 
Council  of  the  State  Medical  Society  concerning 
recommendations  on  the  proposed  revision  of  the 
Education  Law.  These  changes  were  pre- 
sented to  the  New  York  State  Legislature’s 
Joint  Legislative  Committee  by  the  Ad  Hoc 
Committee  to  Study  the  Revision  of  the  Educa- 
tion Law.  As  yet  these  changes  have  not  been 
incorporated  into  the  proposed  law.  We,  there- 
fore, recommend  that  the  State  Medical  Society 
continue  its  efforts  to  secure  the  adoption  of 
these  changes  into  the  law. 

Your-  chairman  wishes  to  thank  the  committee 
members,  including  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities,  for  his 
counsel  and  support  and  Miss  Dorothy  Smith 
for  her  secretarial  assistance. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted. 

The  committee  noted  that  a “position  state- 
ment” has  been  prepared  on  the  relationship 
between  psychiatrists  and  psychologists  and 
will  soon  be  made  available. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Metabolic  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic 
Diseases  are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  . Onondaga 


Marshall  Clinton,  M.D Erie 

Charles  B.  F.  Gibbs,  M.D Monroe 

Abraham  Gilner,  M.D Kings 

Francis  X.  Haines,  M.D Broome 

Seymour  A.  Horwitz,  M.D Schenectady 

Harvey  Poliakoff,  M.D Nassau 


Irwin  A.  Slowe,  M.D Albany 

Ann  B.  Wright,  M.D Dutchess 


The  committee  met  during  the  past  year.  A 
series  of  articles  on  diabetes,  gout,  thyroid 
diseases,  and  calcium  and  phosphorous  metabo- 
lism have  been  submitted  to  Health  News  for 
publication. 

The  committee  discussed  the  possibility  of 
performing  complete  physical  examination  and 
screening  tests  on  physicians  who  are  interested 
and  who  attend  the  annual  meeting  of  the  State 
Medical  Society.  The  examination  would  in- 
clude tests  for  blood  sugar,  blood  urea  nitrogen, 
uric  acid,  and  cholesterol,  in  addition  to  a rou- 
tine blood  cell  count. 

A revised  teaching  manual  on  diabetes  for 
patients  and  hospital  personnel,  which  originally 
appeared  in  the  New  York  State  Journal  of 
Medicine  in  1962,  is  being  prepared. 

The  committee  reviewed  the  entire  program 
of  diabetes  detection  drives,  and  a survey  of  the 
county  medical  societies  reveals  there  is  a lack  of 
knowledge  as  to  how  to  conduct  such  a drive. 
Also  many  societies  are  too  small  to  have  a 
special  committee  on  diabetes.  The  committee, 
therefore,  feels  that  consolidation  of  committees 
on  diabetes  by  districts  might  be  advisable. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted. 

Dr.  Dube,  the  chairman,  is  to  be  commended 
on  the  excellent  articles  written  for  the  layman 
which  he  has  submitted  to  Health  News. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Preventive  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive 
Medicine,  which  includes  the  chairmen  of  the 
following  subcommittees,  are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman.  .Kings 


Community  Health 

Leonard  L.  Heimoff,  M.D Bronx 

Hospital  Epidemiology 

Max  B.  Milberg,  M.D Kings 

Infectious  Diseases 

Thomas  S.  Bumbalo,  M.D Erie 

Tropical  Diseases 

Howard  B.  Shookhoff,  M.D New  York 

Venereal  Disease 

Bruce  P.  Webster,  M.D New  York 


Harry  A.  Feldman,  M.D.,  Adviser.  Onondaga 

The  committee  held  a meeting  at  the  Cornell 
Club,  in  New  York  City,  on  May  23. 

The  following  is  an  outline  of  the  activities  of 
the  individual  subcommittees: 

Infectious  Diseases.  The  following  pro- 
grams were  discussed  and  acted  on: 
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Physical  Examinations.  Physical  examina- 
tions were  offered  to  physicians  who  attend  the 
1969  annual  meeting  of  the  State  Medical  So- 
ciety. A questionnaire  filled  out  by  physicians 
attending  the  last  convention,  showed  there 
was  little  interest  in  this  program,  and  the  idea 
has  been  abandoned.  It  was  noted  that  the 
American  Medical  Association  has  also  given 
up  its  program  of  physical  examinations  at  its 
annual  convention. 

The  committee  suggests  to  county  medical 
societies  that  they  consider  this  program  for 
members  in  their  own  communities. 

Family  Life  Program.  “The  Role  of  the 
Physician  in  Sex  Education,”  an  article  origi- 
nally published  in  the  Journal  of  the  American 
Medical  Association  and  reprinted  in  the  Feb- 
ruary, 1968,  issue  of  the  Erie  County  Medical 
Bulletin,  was  summarized  by  your  chairman, 
and  copies  were  distributed  to  the  county  medi- 
cal societies  with  the  request  that  it  be  published 
in  their  bulletins  or  reproduced  and  distributed 
at  their  meetings.  The  committee’s  ultimate 
goal  is  to  have  trained  physicians  function  as 
lecturers  and  consultants  in  their  communities, 
to  give  guidance  to  members  of  the  teaching 
profession  and  parents  groups,  and  to  set  up 
referral  services  in  communities  lacking  such 
facilities. 

Multiphasic  Screening  Tests.  The  committee 
is  on  record  as  encouraging  multiphasic  screen- 
ing tests,  such  as  tonometry.  Pap  smear,  post- 
prandial blood  sugar,  and  serologic  test  for 
venereal  disease,  in  areas  of  high  priority.  One 
such  program  for  the  public,  a “Healthorama,” 
was  held  in  Erie  County.  Every  county  is 
urged  to  establish  a “Healthorama”  program, 
which  is  adapted  to  the  local  needs  of  the  com- 
munity, since  these  disease-screening  programs 
serve  the  public  welfare  and  are  educational. 

Glaucoma  Testing.  Many  physicians  trained 
to  do  tonometry  still  do  not  perform  routine 
glaucoma  tests.  The  committee  feels  that  this 
test  should  be  performed  more  frequently,  and 
that  more  physicians  should  be  trained  to  do 
tonometry.  This  suggestion  has  been  referred 
to  the  Committee  on  Diseases  of  the  Eye  for 
their  opinion. 

Education  Programs.  The  Council  voted  to 
defer  action  on  proposed  education  programs 
to  encourage  and  clarify  State  laws  requiring 
routine  tests,  such  as  chest  x-ray  films,  Pap 
smear,  and  serologic  tests  for  syphilis,  on  pa- 
tients admitted  to  hospitals. 

Infectious  Diseases.  The  National  Com- 
municable Disease  Center,  in  Atlanta,  Georgia, 
has  offered  to  provide  technical  and  financial 
assistance  in  planning  and  designing  an  educa- 
tion program  on  “The  Prevention  and  Manage- 
ment of  Infectious  Diseases.”  As  a pilot  study, 
the  committee  and  the  Communicable  Disease 
Center  have  developed  plans  for  a symposium 
on  immunization  for  the  Seventh  and  Eighth 
District  Branches.  This  symposium  will  be 
held  in  Buffalo,  in  March  or  April,  1969. 

Community  Health.  The  Federal  govern- 
ment’s interest  in  community  health  is  shown 


in  the  work  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare  with  the  cooperation  of 
the  Office  of  Economic  Opportunity.  They 
hope  to  broaden  the  present  concepts  of  medi- 
cal care  for  the  poor  and  medically  indigent. 
The  following  recommendations  were  made  by 
the  committee: 

1.  Comprehensive  medical  care  for  patients 
should  be  made  available  on  a family  basis. 

2.  Medical  care  demonstration  units  should 
be  established  with  physicians  taking  an  active 
role  in  the  planning  stages.  The  State  Medical 
Society  should  encourage  participation  by 
physicians  in  comprehensive  medical  care  cen- 
ters set  up  as  private  clinics  to  provide  better 
medical  care  to  patients  in  medically  depressed 
areas.  The  committee  feels  that  good  medical 
care  must  be  brought  to  these  areas  with  the 
help  of  organized  medicine.  The  quality  of 
medical  care  rendered  by  these  clinics  must  be 
checked  by  means  of  medical  audits.  The 
chairman  has  urged  HEW  to  accept  the  con- 
cept that  private  groups  of  physicians  can  ren- 
der medical  care  as  good  as,  and  most  likely  bet- 
ter than,  can  be  obtained  in  large  hospital  com- 
plexes. This  idea  has  now  been  accepted  by 
HEW.  There  is  a great  deal  of  competition 
among  the  local  voluntary  and  teaching  hos- 
pitals to  obtain  Federal  funds  to  set  up  health 
centers  in  these  areas.  Private  physicians  and 
organized  medicine  now  have  the  opportunity 
to  render  medical  care  to  people  in  these  de- 
prived areas  and  at  the  same  time  receive  fair 
remuneration  for  their  labors. 

The  committee  has  urged  the  Council  to  ap- 
prove the  principle  of  private  group  practice  in 
ghetto  and  deprived  areas,  funded  by  founda- 
tions and  Federal,  State,  or  local  agencies. 

The  committee  will  also  explore  community 
health  organizations  throughout  the  State  and 
will  attempt  to  render  a report  on  State-wide 
activities  in  the  near  future. 

Hospital  Epidemiology.  This  committee 
plans  to  set  up  a program  on  the  control  of 
hospital  infections,  similar  to  the  program  cur- 
rently operating  in  many  New  York  City  hos- 
pitals. Lectures,  seminars,  and  exhibits  will 
be  used  to  indoctrinate  responsible  hospital 
officials  in  this  program.  The  committee  feels 
that  (1)  each  and  every  hospital  in  the  State 
should  have  a trained  epidemiologist,  whether 
that  person  be  a physician,  nurse,  or  sanitarian, 
to  be  responsible  to  his  hospital  infection  com- 
mittee; (2)  guidance  at  the  community  level 
should  rest  with  the  county  medical  society  and 
the  local  health  department;  (3)  the  training 
of  key  personnel  and  consultation  services 
should  be  the  responsibility  of  the  State  Medi- 
cal Society  and  the  State  Health  Department; 
and  (4)  this  program,  to  be  effective,  must  be 
tied  in  with  hospital  accreditation. 

The  committee  has  reviewed  the  New  York 
State  Hospital  Code  and  has  requested  the 
Council  to  request  the  Code  Committee  of  the 
Hospital  Review  and  Planning  Council  to  draw 
up  an  amendment  making  it  mandatory  that  a 
hospital  epidemiologist  be  appointed  by  the 
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medical  board  of  every  hospital  in  the  State 
with  power  to  act  unilaterally.  The  disclosure 
that  more  than  10  per  cent  of  patients  entering 
a hospital  develop  an  infection  while  in  the 
hospital  and  that  the  number  of  persons  with 
serious  gram-negative  infections  is  growing 
makes  this  amendment  necessary. 

Norman  S.  Moore,  M.D.,  director,  Division 
of  Scientific  Activities,  believes  that  the  criteria 
for  determining  hospital  infections  are  not  uni- 
form and  that  statistics  to  date  are  misleading. 
The  director  of  the  State  Health  Department’s 
bureau  of  epidemiology  does  not  believe  that 
the  epidemiologist  should  necessarily  be  a 
physician  and  believes  that  a nurse  trained  in 
epidemiology  at  the  Communicable  Disease 
Center,  Atlanta,  Georgia,  would  be  preferable. 
Both  recommended  that  the  State  Medical 
Society  should  go  slow  in  recommending  changes 
in  the  Hospital  Code.  Statistics  from  inspec- 
tions will  show  the  need  for  an  amendment  and 
where  physician  cooperation  in  hospitals  is 
lacking. 

The  Council  voted  to  defer  action  on  this  re- 
port and  referred  it  to  the  Committee  on  Hos- 
pital and  Professional  Relations  for  an  opinion. 

Tropical  Diseases.  The  committee  has 
been  authorized  by  the  House  of  Delegates  to 
present  at  the  1969  Annual  Meeting,  an  exhibit 
in  color  showing  photomicrographs  of  intestinal 
parasites  plus  color  films  of  the  same  organisms 
and  intestinal  amoeba  in  man.  It  was  also  sug- 
gested that  malaria  parasites  be  included  in  this 
presentation.  The  chairman  has  contacted  the 
chairman  of  the  Subcommittee  on  Scientific 
Motion  Pictures  to  arrange  for  the  showing  of 
these  and  perhaps  other  films. 

Venereal  Disease.  The  committee  calls 
attention  to  the  following: 

1.  There  is  a lack  of  basic  research  in  gonor- 
rhea and  syphilis;  the  technics  of  the  immunol- 
ogists are  needed  at  present. 

2.  Venereal  disease  should  be  taught  in 
medical  schools.  Grants  are  available  to  assure 
its  inclusion  in  medical  school  curriculums. 

3.  Gonorrhea  is  a world-wide  problem.  At 
a recent  international  conference,  military 
physicians  reported  that  the  use  of  sulphon- 
amides  is  the  only  answer  to  the  problem  cf 
treating  penicillin-resistant  strains  that  are 
showing  up  in  great  numbers  of  patients  who 
were  infected  in  Vietnam. 

4.  The  National  Communicable  Disease 
Center  is  making  a survey  of  syphilis  reporting. 
Julia  L.  Freitag,  M.D.,  and  Granville  W.  Lari- 
more,  M.D.,  of  the  State  Department  of  Health, 
will  make  this  study  in  New  York  State. 

Miscellaneous.  Harry  A.  Feldman,  M.D., 
adviser  to  the  committee,  suggested  that  an 
advisory  committee,  consisting  of  the  chairmen 
of  the  departments  of  preventive  medicine  in 
all  medical  schools  in  the  State,  be  appointed. 
Norman  S.  Moore,  M.D.,  director,  Division  of 
Scientific  Activities,  will  explore  the  possibility 
of  getting  together  with  the  deans  of  the  medi- 
cal schools  and  the  chairmen  of  the  departments 


of  preventive  medicine  to  study  this  proposal 
and  the  possible  benefits  the  committee  would 
derive  from  such  a committee.  There  was 
some  question  as  to  whether  or  not  the  advice 
to  the  committee  would  be  worth  the  cost  it 
would  entail,  and  the  Council  voted  to  defer 
action  on  this  matter. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted. 

The  reference  committee  notes  that  a meeting 
will  be  arranged  with  the  chairmen  of  the  de- 
partments of  preventive  medicine  in  all  medical 
schools  of  the  State,  as  well  as  with  the  deans  of 
these  schools. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-44.  Disapproval  of  Sex  Education  in  Public 
Schools 

Introduced  by  Medical  Society  of  the  County 
of  Essex 

Whereas,  There  is  an  extensive  national 
drive  to  promote  sex  education  in  the  public 
schools  in  the  United  States;  and 

Whereas,  If  a moral  concept  were  not  in- 
corporated in  the  teaching  of  sex  education, 
we  would  be  lowering  human  sexual  relations 
to  the  level  of  those  of  animals;  and 

Whereas,  Each  student  has  a different 
requirement  at  a different  time  with  different 
intensity  and,  therefore,  common  programs 
are  not  applicable;  and 

Whereas,  Sex  education  in  mixed  company 
breeds  familiarity  and  will,  therefore,  tend 
to  lower  moral  barriers;  and 

Whereas,  The  family  is  the  basic  unit  of 
society  and  the  infringement  by  a public 
school  system  on  the  absolute  right  and 
authority  of  the  family  to  teach  sex  education 
to  their  children  is  wrong;  and 
Whereas,  It  is  the  duty  of  the  parents  and 
of  the  medical  profession  to  foster  the  accept- 
ance of  parental  responsibility  rather  than 
supplant  it;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  officially  announce  its 
disapproval  of  sex  education  programs  in  the 
public  schools  of  the  State  of  New  York. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  thoroughly  reviewed 
resolution  69  44  and  recommends  that  the 
House  of  Delegates  disapprove  this  resolution. 
After  extensive  discussion,  the  committee 
recognized  that  to  make  this  subject  material 
more  acceptable  the  terminology  “family  life 
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education”  or  “family  living”  be  used.  It  is 
recommended  that  physicians  make  themselves 
available  for  resource  and  teaching  in  these 
programs  within  the  school  especially  from  a 
team  approach. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
disapproving  resolution  69  44. 

Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural 
Medical  Service  are  as  follows: 

Thurston  L.  Keese,  M.D.,  Chairman 


Onondaga 

La  Verne  E.  Campbell,  M.D Erie 

Irwin  Felsen,  M.D Allegany 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Hugh  McChesney,  M.D Oswego 

Robert  E.  Westlake,  M.D Onondaga 

Stuart  A.  Winning,  M.D St.  Lawrence 

James  J.  Quinlivan,  M.D.,  Adviser.  . .Albany 


The  committee’s  study  on  health  manpower 
and  medical  service  in  rural  New  York  State  is 
nearing  completion.  The  committee  wishes  to 
leaffirm  its  gratitude  to  the  Avalon  Foundation, 
especially  to  its  president,  Charles  Hamilton, 
Jr.,  and  the  Board  of  Directors,  for  funding  this 
worthwhile  baseline  study  of  medical  care  in 
lural  areas.  We  also  wish  to  thank  the  Sears- 
Roebuck  Foundation,  especially  Robert  Buzbee, 
for  its  contribution  toward  publication  costs. 

The  study  design  was  previously  reported  to 
the  1967  House  of  Delegates,  and  the  study  is 
being  conducted  by  the  Community  Medical 
Service,  the  committee’s  research  organization. 
The  research  staff  members  are  as  follows: 
Edward  C.  Hughes,  M.D.,  director;  A.  Geno 
Andreatta,  codirector  and  adviser  to  the  Rural 
Medical  Service  Committee;  John  E.  Mac- 
Donald, research  associate;  Miss  Nancy  Coch- 
rane, with  experience  in  medical  terminology 
and  social  service;  Miss  Margaret  Chichura, 
secretary;  and  2 part-time  coders,  data  tabu- 
lators, and  secretarial  assistants  (summer  help). 

The  following  is  a summary  of  the  committee’s 
progress  with  the  study: 

1.  The  first  phase  of  the  study,  which  con- 
sists of  data  obtained  from  family-level  inter- 
views regarding  medical  coverage,  was  submit- 
ted for  computer  analysis.  The  results  from 
these  data  are  now  being  prepared  for  publica- 
tion. 

2.  The  physician  questionnaires  have  been 
prepared  for  computer  analysis,  and  the  results 
will  also  be  published.  This  study  is  an  “in- 
depth”  profile  of  rural  medical  practice,  includ- 
ing demographic  and  medical  practice  factors. 
Preliminary  data  gathered  from  this  phase  of  the 
study  appeared  significant  enough  to  warrant 
expanding  the  study.  Since  the  summer  of 
1968,  physician  questionnaires  were  mailed  to 
all  physicians  residing  in  communities  of  less 
than  50,000  people,  excluding  the  metropolitan 
New  York  area.  The  replies  are  systematically 


coded  and  prepared  for  computer  analysis  as 
they  are  returned  to  Community  Medical 
Service.  We  would  encourage  any  physician 
who  has  not  returned  his  questionnaire  to  do  so 
as  soon  as  possible.  Also,  any  physician  who 
would  like  to  participate  but  who  may  not  have 
received  a questionnaire  may  obtain  one  by 
calling  or  writing  the  Community  Medical 
Service,  323  University  Avenue,  Syracuse,  New 
York  13210.  The  telephone  number  is  475- 
0025,  area  code  315. 

3.  A preliminary  report  on  “Rural  Physi- 
cians and  Rural  Residents”  was  presented  as 
part  of  a Northeast  Regional  Medical  Program 
held  in  Syracuse,  in  the  spring. 

4.  Some  of  the  preliminary  findings  reported 
to  the  House  of  Delegates  in  January,  1968,  seem 
to  be  confirmed  and  continue  to  hold  true  as 
these  data  become  available.  Since  these  data 
are  nearing  the  publication  stage,  the  committee 
is  not  submitting  a report  until  the  study  is 
completed,  and  data  can  be  generally  interpre- 
ted within  the  context  of  the  study.  Prelimi- 
nary analyses  of  the  study  were  published  in  the 
January  15,  1968,  issue  of  the  New  York 
State  Journal  of  Medicine. 

Respectfully  submitted, 

Thurston  L.  Keese,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  the  committee  was  reviewed 
with  interest.  It  is  noted  that  the  committee’s 
study  on  health  manpower  and  medical  service 
in  rural  New  York  State  is  nearing  completion. 
Preliminary  analyses  of  the  study  were  pub- 
lished in  the  January  15,  1968,  issue  of  the  New 
York  State  Journal  of  Medicine. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  School 
Health  are  as  follows: 

C.  George  Murdock,  M.D.,  Chairman 


Onondaga 

Werner  H.  Bloch,  M.D Chemung 

Robert  H.  Broad,  M.D Tompkins 

Daniel  C.  Fisher,  M.D Erie 

Frederick  A.  Groff,  Jr.,  M.D..  . Schenectady 

Frank  A.  Hacker,  M.D Dutchess 

Hugh  F.  Leahy,  M.D Albany 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 


The  committee  which  has  in  recent  years  been 
combined  with  other  committees,  such  as  gen- 
eral practice  and  youth  physical  fitness,  was 
reactivated  this  year  as  a separate  committee. 
This  action  was  timely  and  important  because 
of  the  increasing  role  school  health  services  must 
play  in  the  recently  mandated  program  of  the 
State  for  health  education,  especially  in  sex  and 
narcotics.  School  health  services  also  will  be 
deeply  involved  in  the  Federal  program  on 


June  1,  1969  / New  York  State  Journal  of  Medicine  1597 


Comprehensive  Health  Planning.  Finally, 
school  health  services  can  play  a vital  role  in 
recruiting  and  promoting  health  careers,  be- 
cause of  the  direct  contact  with  students  during 
the  years  that  these  children  are  selecting  their 
vocation. 

Members  of  this  committee  were  selected 
because  of  their  interest  in  school  health  prob- 
lems and  also  to  give  wide-spread  geographic 
representation  throughout  the  State.  It  is 
anticipated  that  the  committee  will  work  closely 
with  the  New  York  State  Association  of  School 
Physicians,  since  many  of  our  committee  mem- 
bers are  also  active  in  that  organization  and 
both  groups  have  similar  goals — to  improve 
school  health  services  throughout  the  State. 

This  committee  held  an  organization  meeting 
in  May  and  approved  the  following,  which  were 
subsequently  approved  by  the  Council: 

1.  That  a joint  committee  be  formed  with 
representatives  from  the  State  Medical  So- 
ciety’s Committee  on  School  Health,  the  New 
York  State  Department  of  Health,  and  the 
State  Department  of  Education  to  develop 
guidelines  for  a school  health  program. 

A similar  resolution  was  passed  by  the  Society 
in  1961  but  never  came  to  fruition  because  of 
the  reluctance  of  the  Department  of  Education 
to  participate. 

2.  That  a screening  program  for  preschool 
children  with  vision  and  hearing  defects  be 
developed  on  a pilot  basis  in  Nassau  County, 
and  if  successful,  it  is  to  be  expanded  through- 
out the  State. 

The  committee  is  grateful  to  James  A.  Moore, 
M.D.,  chairman  of  the  Committee  on  Hard  of 
Hearing  and  the  Deaf,  and  James  I.  Farrell, 
M.D.,  chairman  of  the  Committee  on  Diseases  of 
the  Eye,  for  attending  our  meeting  and  for  their 
advice  on  initiating  this  program. 

3.  That  the  Council  be  asked  for  permission 
to  hold  session  meetings  on  school  health  at  the 
next  two  annual  meetings  in  anticipation  of 
establishing  a permanent  Section  on  School 
Health  in  1971. 

With  the  approval  of  the  Council,  plans  have 
been  made  for  the  first  session  meeting  to  be  held 
in  1969  at  which  time  a panel  discussion  on  Drug 
Abuse  in  Children  and  Adolescents  will  be  pre- 
sented. 

Many  other  pressing  problems  in  school  health 
were  discussed,  but  definite  action  was  post- 
poned to  a later  date  because  of  the  lengthy 
agenda  of  our  initial  meeting.  Some  of  the 
items  on  the  agenda  were:  health  careers, 

health  education,  standardization  and  transfer 
of  health  records,  postgraduate  educational  pro- 
grams for  school  physicians  to  be  held  on  a 
regional  basis,  upgrading  of  salaries  and  budgets 
for  health  services,  certification  for  school 
medical  supervisors,  directors,  and  physicians, 
and  the  frequency  of  school  health  examina- 
tions. Another  meeting  of  our  committee  is 
planned  to  resolve  some  of  these  problems. 

A member  of  our  committee  has  recently  con- 
tacted Senator  D.  Clinton  Dominick,  III,  of 
Newburgh,  who  is  chairman  of  a committee 
which  is  rewriting  and  revising  the  State  Educa- 


tion Law,  in  the  hope  that  some  legislative 
changes  can  be  made  which  directly  concern 
school  health  services. 

The  Committee  on  General  Practice  and 
School  Health,  our  committee’s  immediate 
predecessor,  recommended  last  year  that  a sym- 
posium on  school  health  services  be  held  for  the 
New  York  State  Council  of  School  District  Ad- 
ministrators for  their  information  and  orienta- 
tion. At  the  meeting  of  the  Council  on  March 
28,  1968,  this  was  referred  to  the  committee  with 
the  recommendation  that  the  committee  contact 
the  New  York  State  School  Board  Association 
to  implement  this  program. 

The  chairman  wrote  to  the  executive  secretary 
of  this  group  on  June  11;  the  suggestion  of  a co- 
operative program  was  favorably  received  and 
referred  to  the  Association’s  program  committee 
for  possible  inclusion  in  their  1969  conference. 

You  will  note  in  this  report  that  no  mention 
has  been  made  of  the  fallacy  of  the  annual  school 
health  examination  which  is  currently  required 
by  law  only  in  New  York,  Nebraska,  and  the 
Canal  Zone.  Although  our  present  committee 
members  feel  as  strongly  as  did  our  predecessors 
about  this  controversial  regulation,  we  have 
decided  not  to  pursue  this  matter  at  this  time 
because  of  the  adamant  attitude  of  the  State 
Department  of  Education  but  to  devote  our  at- 
tention and  effort  to  the  resolution  of  other  prob- 
lems in  school  health. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

This  report  was  reviewed  and  accepted.  The 
reference  committee  notes  with  interest  that  the 
Council  has  granted  permission  to  hold  session 
meetings  on  school  health  at  this  annual  meet- 
ing, as  well  as  at  the  annual  meeting  next  year 
in  anticipation  of  establishing  a permanent 
section  on  school  health  in  1971. 

This  committee  is  to  be  commended  on  the 
pilot  study  program  for  preschool  children  with 
vision  and  hearing  defects.  This  program  will 
be  initiated  in  Nassau  County  and,  if  successful, 
be  expanded  throughout  New  York  State. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-16.  Amendment  to  Article  19  of  State  Educa- 
tion Law  to  Eliminate  Annual  In-School  Physical 
Examinations 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  single  purpose  for  the  initial 
enactment  of  legislation  for  compulsory 
medical  inspection  of  school  children  was  for 
the  control  of  contagious  diseases;  and 

Whereas,  The  classic  contagious  diseases 
of  childhood  no  longer  present  significant 
problems  in  school  health;  and 

Whereas,  The  earlier  single  purpose  of  the 
compulsory  medical  inspection  of  school 
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children  has  been  properly  displaced  by  a 
modern  purpose  and  objective  to  ensure 
that  there  will  be  an  early  recognition  of 
defects  which  might  affect  the  child’s  school 
performance  and,  thereby,  preclude  the  child 
from  achieving  an  individual  maximum 
educable  potential;  and 

Whereas,  This  modern  purpose  and  objec- 
tive can  be  achieved  by  a comprehensive 
physical  examination  performed  at  the  time 
that  the  child  first  enters  into  the  school 
system,  together  with  a more  effective  utiliza- 
tion of  periodic  screening  tests  performed  by 
paramedical  personnel  in  the  school;  and 

Whereas,  Recent  authoritative  studies  in- 
dicate that  routine  scheduled  examinations 
(beyond  the  first  recorded  examinations)  are 
a waste  of  medical  man  hours  because  the 
physical  appraisals  of  school-age  children 
performed  on  an  annual  basis  do  not  detect, 
with  significant  frequency,  unsuspected  illness 
and  prove  grossly  ineffective  as  a case-finding 
mechanism; 1-5  and 

Whereas,  The  cursory  nature  of  an  annual 
physical  appraisal,  as  performed  in  the  school 
environment,  precludes  any  focus  on  the 
possible  presence  of  emotional  or  intellectual 
problems  which  often  contribute  heavily  to  a 
child’s  lack  of  adjustment,  both  in  and  out  of 
school,  thereby  rendering  such  an  examina- 
tion less  productive  and  relatively  ineffective 
as  a method  of  health  promotion  and  actually 
negates  the  intent  and  purpose  of  Article 
19  of  the  State  Education  Law;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  the  amendment  of 
Article  19  of  the  State  Education  Law  to 
eliminate  the  requirement  of  annual  in- 
school physical  appraisals  or  medical  inspec- 
tions of  all  pupils  concurrently  with  the 
opening  of  schools  at  the  beginning  of  each 
school  year,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support 
legislation  designed  to  amend  the  State 
Education  Law  to  establish  the  following: 

1.  Effective  periodic  screening  health 
programs,  in  lieu  of  annual  physical  appraisals 
or  medical  inspections,  to  be  given  at  proper 
intervals,  during  the  course  of  each  child’s 
school  life,  for  example,  at  the  time  of  en- 
trance into  kindergarten,  fourth,  eighth,  and 
twelfth  grades. 

2.  Procedures  for  more  effective  utiliza- 
tion of  school  physicians  by  limiting  their 
duties  to  examining  children  at  the  request  of 
nurses,  teachers,  other  school  personnel,  or  on 
referral  for  problems  detected  by  screening 
tests  conducted  by  paramedical  personnel;6 
and  be  it  further 

Resolved,  That  in  the  proposed  revisions 
emphasis  be  placed  on  directing  the  physi- 
cian’s skills  toward  working  with  school 
personnel  in  the  capacity  of  counselor  and 
adviser  in  such  areas  as  student  health 
programs  and  in-service  health  programs  for 
teachers  and  other  school  personnel.7-8 
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Report  ok  Reference  Committee  on 
Public  Health  anu  Education:  The  following 
report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  reviewed  resolution 
69  16  and  recommends  disapproval  of  this 
resolution  for  the  following  reasons: 

1.  This  attempt  to  change  legislation  would 
arouse  opposition  on  the  part  of  the  State 
Education  Department. 

2.  The  need  for  school  health  examinations 
is  fully  appreciated.  However,  this  problem 
should  be  rightly  placed  under  the  jurisdiction 
of  the  New  York  State  Department  of  Health. 

3.  This  matter  should  be  referred  back  to 
the  Committee  on  School  Health  for  further 
consideration. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-16. 

Comprehensive  Health  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  State- wide  Committee  on 
Comprehensive  Health  Planning  are  as  follows: 

Waring  Willis,  M.D.,  Chairman 


Westchester 

John  C.  Adam,  M.D Onondaga 

Andrew  B.  Adams,  M.D Broome 

Dallas  E.  Billman,  M.D Steuben 

James  M.  Blake,  M.D Schenectady 

Clement  J.  Boccalini,  M.D Nassau 

Robert  H.  Broad,  M.D Tompkins 

Bruce  E.  Chamberlain,  M.D Onondaga 

G.  Rehmi  Denton,  M.D Albany 

Kenneth  H.  Eckhert,  M.D Erie 

Ralph  S.  Emerson,  M.D Nassau 

Gerald  L.  Glaser,  M.D Monroe 

George  Himler,  M.D New  York 

Joseph  H.  Kinnaman,  M.D Nassau 

Francis  J.  Loperfido,  M.D Bronx 

J.  Bradford  Millet,  M.D Oneida 

Robert  A.  Moore,  M.D Kings 

Thomas  D.  Pemrick,  M.D Rensselaer 

Albert  M.  Schwartz,  M.D New  York 

Joseph  F.  Shanaphy,  M.D Richmond 

Edward  Siegel,  M.D Clinton 
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Lester  R.  Tuchman,  M.D Queens 

George  T.  C.  Way,  M.D Dutchess 

Stuart  A.  Winning,  M.D St.  Lawrence 


Marion  B.  Folsom,  M.D.,  Adviser.  . . .Monroe 

At  its  annual  meeting  in  February,  1968,  the 
Medical  Society  of  the  State  of  New  York  ac- 
cepted the  challenge  presented  by  the  passage  of 
PL  89-749  “The  Comprehensive  Health  Care 
and  Public  Health  Amendments  of  1966.” 
With  that  decision  the  physicians  of  the  State  of 
New  York  pledged  themselves  to  the  whole- 
hearted implementation  of  the  law. 

Comments.  The  law  requires  that  every 
state  develop  a comprehensive  plan  for  health 
facilities,  manpower,  and  services.  In  May, 

1967,  Governor  Rockefeller  designated  a Health 
Planning  Commission  to  administer  and  coor- 
dinate health  planning  efforts  among  the  various 
groups  concerned  with  health  services,  facilities, 
and  manpower  in  the  State  of  New  York.  The 
Commission  has  the  responsibility  for  (1)  estab- 
lishing policies  and  procedures  for  the  expendi- 
ture of  public  and  private  funds  for  the  purpose 
of  comprehensive  health  planning  for  both  pub- 
lic and  private  health  services,  (2)  for  designat- 
ing public  or  private  nonprofit  agencies  or  or- 
ganizations for  the  purpose  of  area-wide  health 
planning  in  various  parts  of  the  State,  and  (3) 
for  approving  project  grants  to  public  and  pri- 
vate nonprofit  agencies  or  organizations  for  area- 
wide health  planning.  Also  established  under 
this  executive  order  is  a Health  Planning  Ad- 
visory Council  to  consist  of  representatives  of 
organizations  concerned  with  health  and  of  con- 
sumers of  health  services. 

The  purpose  of  the  Health  Planning  Advisory 
Council  is  to  advise  the  Health  Planning  Com- 
mission in  the  exercise  of  its  powers,  functions, 
and  duties. 

On  October  1,  1968,  Governor  Rockefeller  an- 
nounced the  names  of  the  members  appointed  by 
him  to  serve  on  the  Health  Planning  Advisory 
Council  and  included  the  following  three  mem- 
bers of  the  State  Medical  Society:  Edward  C. 
Hughes,  M.D.,  Norman  S.  Moore,  M.D.,  and 
Waring  Willis,  M.D. 

Since  decisions  made  under  this  legislation  will 
greatly  affect  hospitals  and  related  health  facil- 
ities and,  therefore,  the  practice  of  medicine,  it  is 
essential  that  physicians  make  a concerted  effort 
to  influence  the  direction  of  the  law’s  implemen- 
tation and  become  actively  involved  by  contrib- 
uting their  expertise  and  leadership  in  advisory 
capacities. 

The  law  abolishes  the  concept  of  giving  grants 
of  Federal  funds  according  to  well-defined  dis- 
eases or  problems.  It  provides  grants  for  the 
following  reasons:  (a)  comprehensive  health 

planning  on  a state  level,  ( b ) comprehensive 
health  planning  on  area-wide  level,  (c)  training 
health  planners,  ( d ) public  health  services,  and 
( e ) health  services  development. 

Edward  C.  Hughes,  M.D.,  in  his  inaugural 
speech  at  the  annual  convention  in  February, 

1968,  designated  the  number  one  project  of  the 
Medical  Society  of  the  State  of  New  York  during 
the  year  1968-1969  to  be  the  meaningful  in- 


volvement of  the  physicians  of  New  York  State 
in  comprehensive  health  planning.  Also,  the 
Section  on  Preventive  Medicine  and  Public 
Health  sponsored  a seminar  on  comprehensive 
health  planning  in  New  York  State  which  was 
well  attended.  The  seminar  stressed  the  fact 
that  physicians  should  participate,  not  only  out 
of  “enlightened  self-interest”  but  also  “in  the 
interest  of  the  medical  successors.” 

Supporting  this  attitude  is  the  pronouncement 
of  the  American  Medical  Association’s  House  of 
Delegates  at  its  meeting  in  November,  1967,  that 
“ . . . the  planning,  organization,  and  distribution 
of  health  facilities  and  services  are  a prime  re- 
sponsibility of  organized  medicine — a responsi- 
bility that  should  be  given  highest  priority 
among  the  various  activities  of  medical  societies 
at  the  state  and  local  levels.” 

State-wide  Committee  Appointed.  Pres- 
ident Hughes  immediately  appointed  a State- 
wide committee  of  physicians  knowledgeable  in 
health  planning.  In  addition,  the  members  of 
the  committee  were  appointed  chairmen  in  their 
respective  districts,  to  assist  the  component 
county  societies  to  become  knowledgeable  in  the 
law  and  active  in  the  planning  movement. 
Through  their  efforts,  the  State  Medical  Society 
was  able  to  distribute  literature  and  information 
on  the  modus  operandi  of  health  planning  to 
committees  of  the  local  medical  societies. 

A meeting  of  the  entire  committee  was  held 
in  New  York  City  soon  after  the  annual  meeting, 
and  ideas  and  plans  were  enthusiastically  ex- 
changed. Later,  the  executive  group  of  the 
committee  had  an  additional  meeting  in  Syra- 
cuse. 

To  insure  the  personal  involvement  of  the 
presidents  of  the  county  medical  societies  in 
these  efforts,  President  Hughes  called  a meeting 
in  Syracuse  on  April  4.  It  was  a most  enthusi- 
astic gathering  of  presidents  from  all  but  two  of 
the  county  medical  societies.  The  number  and 
quality  of  the  questions  asked,  reaffirmed  the 
acceptance  and  cooperation  of  the  physicians  at 
the  local  level. 

Area  Conferences.  To  inform  further  and 
to  involve  the  general  membership,  13  one-day 
area  conferences  were  held  throughout  the  State 
in  the  following  areas:  Painted  Post,  Lake 

George,  Newburgh,  Olean,  Binghamton,  Plain- 
view,  Amsterdam,  Victor,  Watertown,  Niagara 
Falls,  Albany,  Syracuse,  and  Lake  Placid.  The 
meetings  were  cochaired  by  the  local  committee 
member  and  an  officer  of  the  State  Medical 
Society.  Attendance  was  good,  and  participa- 
tion was  excellent. 

The  performance  and  assistance  given  by  the 
members  of  the  Society’s  Division  of  Communi- 
cations in  these  activities,  should  be  singled  out 
for  special  mention.  Under  the  direction  of 
Guy  Beaumont,  the  staff  “boned  up”  on  the  re- 
quirements of  the  law  and  became  knowledge- 
able. They  prepared  an  audio-visual  presenta- 
tion of  great  merit,  which  was  enthusiastically 
received  by  participants  in  the  area  conferences. 
In  addition,  throughout  the  summer,  the  mem- 
bers of  the  Division  of  Communications  have 
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worked  closely  with  district  and  county  medical 
societies  and  officers.  In  preparation  for  the 
organization  of  county  and  regional  councils  this 
fall,  the  Communications  Division  held  a three- 
day  seminar  on  the  law  and  its  regulations  im- 
plementing it.  The  officers  and  staff  members 
of  the  State  Medical  Society  are  prepared  to 
offer  advice  and  assistance  to  any  persons  or 
groups  who  are  interested  in  forming  health 
planning  councils. 

A special  meeting  of  the  Council  was  con- 
vened at  the  Hotel  Commodore,  on  April  24, 
to  discuss  the  law.  All  membeis  of  the  State- 
wide Committee  for  Comprehensive  Health 
Planning  were  invited.  Also  invited  were 
Edward  H.  Van  Ness,  director,  State  Health 
Planning  Commission,  and  Herman  E.  Hilleboe, 
M.D.,  Secretary  of  the  State  Health  Planning 
Council.  At  this  meeting,  guidelines  to  aid 
county  medical  societies  in  their  understanding 
of  the  law  were  discussed.  These  guidelines 
were  presented  at  the  June  meeting  of  the 
Council.  There  was  some  difference  of  opinion 
as  to  whether  they  were  too  long  ortoo  short,  too 
little  or  too  late,  and  after  discussion  they  were 
revised  and  have  been  distributed  on  request  to 
many  groups. 

Controversy.  By  midsummer,  one  could 
perceive  controversy  developing  in  the  following 
areas: 

1.  The  State  Planning  Commission  has  desig- 
nated seven  regional  planning  areas  composed,  in 
some  instances,  of  areas  having  little  relationship 
to  one  another  as  far  as  health  matters  are  con- 
cerned. Some  counties  in  these  regions,  have 
requested  the  privilege  of  forming  smaller  plan- 
ning regions,  composed  of  contiguous  counties 
having  similar  health  aspirations  and  problems. 

2.  In  some  areas,  well-established  health  and 
hospital  planning  councils  have  taken  the  lead  in 
applying  for  organization  grants  under  314  B, 
without  first  obtaining  the  concurrence  and  valid 
representation  from  the  major  health  and 
medical  organizations  in  their  areas. 

3.  Some  medical  societies  have  expressed  ap- 
prehension lest  area-wide  and  State-wide  plan- 
ning agencies  subordinate  local  planning  efforts 
and  dictate  decisions  to  the  local  groups. 

4.  There  has  also  been  noted  a wide  variance 
among  physicians  in  their  interpretation  of  the 
legislation. 

For  clarification,  we  quote  the  following  state- 
ment made  by  Surgeon  General  William  H. 
Stewart,  M.D.,  before  the  National  Health 
Forum,  in  Chicago,  Illinois,  on  March  21, 1967: 

There  is  no  how-to-do-it  manual  for  comprehen- 
sive health  planning — either  prepared  or  capable  of 
preparation.  There  is  no  recipe  to  follow,  no  magic 
button  to  push.  PL  89-749  is  a genuine  expression  of 
faith  in  a process  of  planning  to  meet  different 
priority  needs  in  different  ways.  It  is  an  invitation 
to  initiative  from  states  and  communities.  To  offer 
this  invitation  and  then  to  present  a formula  which 
must  be  followed,  would  be  to  deny  the  entire  pro- 
gram. 

It  must  be  emphasized  that  comprehensive  health 
planning  does  not  represent  the  imposition  of  a 
master  plan  by  government  on  the  people. 

As  for  the  role  of  government  in  the  process,  it  is 


the  servant  and  not  the  master. ..  .The  operating 
decisions  are  made  by  those  who  are  charged  with 
doing  the  work.  Government  can  synthesize  and 
catalyze;  it  cannot  dictate. 

The  accent  is  on  process.  The  process  requires  a 
dynamic  partnership. 

Speaking  of  the  process  of  planning,  James  H. 
Cavanaugh,  Ph.D.,  director,  Office  of  Compre- 
hensive Health  Planning,  U.S.  Public  Health 
Service,  states: 

“This  process  is  not  intended  to  replace 
existing  decision-making  mechanisms,  nor  to 
make  decisions  for  any  planning  or  operating 
institutions. 

“The  key  to  the  effective  operation  of  the 
planning  process  is  the  concept  of  involve- 
ment.... The  Federal  administration  re- 
quirements seek  only  to  assure  involvement.” 
To  gain  clarification  of  the  important  State 
and  Federal  agencies  involved  in  policy  making, 
meetings  were  arranged  at  various  times  with 
Chai’les  T.  Lanigan,  director,  New  York  State 
Office  of  Planning  Coordination,  Commissioner 
of  Health,  Hollis  S.  Ingraham,  M.D.,  and  James 
Kimmey,  regional  health  director,  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare  con- 
cerning Comprehensive  Health  Planning.  The 
exchange  of  views  wdth  these  important  govern- 
ment representatives  was  both  profitable  and 
informative.  We  are  indebted  to  these  busy 
people  for  their  kindness  and  courtesy. 

At  the  time  this  report  is  being  prepared,  an 
appointment  has  been  made  with  the  State 
Health  Planning  Commission  to  arrange  for 
another  conference.  Also,  the  committee  has 
arranged  a meeting  at  which  plans  for  organizing 
the  local  communities  will  be  discussed  and 
finalized.  The  support  of  every  physician  in 
each  local  community  will  be  essential  to  make 
these  efforts  successful. 

At  this  time,  it  is  possible  to  report  great 
organization  activity  in  Buffalo,  Syracuse, 
Rochester,  Albany,  the  seven  counties  in  the  mid- 
Hudson  area,  Nassau,  and  Suffolk.  In  several 
areas  the  good  offices  of  the  local  medical  society 
in  sponsoring  local  community  organization,  has 
been  commended  by  county  executives  and 
prominent  citizens. 

An  impasse  between  the  New  York  City 
administration  and  the  Health  and  Hospital 
Planning  Council  has  unfortunately  persisted  for 
some  time  in  this  city.  Both  agencies  are 
adamant  in  obtaining  exclusive  control  of  the 
planning  function.  The  Coordinating  Council 
of  the  First  District  Branch,  representing  the 
medical  societies  of  the  five  counties  of  New 
York  City,  through  George  Hinder,  M.D.,  chair- 
man of  its  Comprehensive  Health  Planning 
Committee,  has  worked  diligently  to  cooperate 
with  all  health-oriented  organizations  to  form  a 
representative  community-wide  planning  agency 
for  the  city.  The  situation  is  in  a state  of  flux; 
it  is  hoped  that  this  problem  will  be  resolved 
according  to  the  principles  of  the  law  before  the 
annual  meeting  of  the  State  Medical  Society  is 
held  in  February,  1969. 

Acknowledgments.  Your  chairman  is 
greatly  indebted  to  the  committee  members,  to 
Edward  C.  Hughes,  M.D.,  president,  to  Henry 
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I.  Fineberg,  M.D.,  executive  vice-president,  and 
to  all  the  officers  of  the  Society  for  their  help, 
interest,  and  encouragement  in  this  momentous 
task.  The  competence  exhibited  by  the  Divi- 
sion of  Communications  in  approaching  the 
responsibilities  facing  this  Society  is  heartening. 

The  following  statement  was  made  by  one  of 
our  officers,  John  P.  Ruppe,  Jr.,  M.D.,  president 
of  the  Suffolk  County  Medical  Society: 

“To  provide  effective  leadership  in  its  com- 
mittee (the  Comprehensive  Health  Planning 
Agency  encompassing  Suffolk  County)  will 
probably  be  the  greatest  opportunity  and 
challenge  that  our  Medical  Society  has  ever 
had,  in  meeting  the  needs  of  the  people.  Our 
sincerity  and  our  strength  of  purpose  are  going 
to  be  put  to  the  test,  not  within  our  own  indi- 
vidual areas  of  practice,  but  as  a collective, 
organized  unit.” 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted. 

Dr.  Willis,  the  chairman,  is  to  be  commended 
on  the  excellence  of  his  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Empire  State  Medical,  Scientific  and  Educational 
Foundation 

To  the  House  of  Delegates,  Gentlemen: 

The  officers  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation  are: 

Norman  S.  Moore,  M.D.,  President 

Tompkins 

John  M.  Galbraith,  M.D.,  Vice-President. . . . 

Nassau 

Renato  J.  Azzari,  M.D.,  Secretary Bronx 

Henry  I.  Fineberg,  M.D.,  Treasurer . .Queens 
No  formal  report  has  been  made  for  several 
years  to  the  House  of  Delegates  from  the  officers 
and  directors  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 
Although  the  Foundation  is  a membership  cor- 
poration, separate  from  the  Medical  Society  of 
the  State  of  New  York,  it  was  incorporated  to 
aid  and  assist  the  Medical  Society  by  extending 
medical  educational  programs  beyond  the  capa- 
bility of  Medical  Society  members.  This  report 
will  cover  the  entire  life  of  the  Foundation. 

In  1961,  Renato  J.  Azzari,  M.D.,  then  presi- 
dent of  the  Foundation,  rendered  the  following 
report  to  the  House  of  Delegates: 

On  October  10,  1960,  the  certificate  of  incorporation 
of  the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.,  was  filed  in  the  office  of  the 
Secretary  of  State  of  the  State  of  New  York,  and  the 
Foundation  began  functioning  as  a legal  entity.  This 
was  the  culmination  of  the  many  discussions  and 
meetings  which  began  with  the  December,  1958, 
meeting  of  the  Council.  At  that  time  our  president, 
Norman  S.  Moore,  M.D.,  then  chairman  of  the  Com- 


mittee on  Public  Health  and  Education,  suggested 
consideration  of  the  establishment  in  New  York  of  an 
educational  and  scientific  trust  similar  to  the  one 
sponsored  by  the  Medical  Society  of  the  State  of 
Pennsylvania. 

On  March  24,  1959,  the  Council  authorized  the 
establishment  of  an  Ad  Hoc  Committee  to  Study  the 
Proposed  Scientific  and  Educational  Foundation  of 
New  York.  The  committee  determined  that  the 
principles,  objectives,  and  specific  projects  of  the 
Foundation  should  be  as  follows: 

1.  Promotion  and  extension  of  modern  concepts 
of  medical  knowledge  to  the  members  of  the  State 
Society  through  extended  comprehensive  post- 
graduate education. 

2.  Presentation  to  the  public  in  general,  through 
public  forums  and  modern  informational  media, 
concepts  of  modern  and  adequate  medical  care  and 
treatment. 

3.  Stimulation  of  a closer  working  relationship 
between  public  health  programs,  physicians,  and 
local  communities  through  educational  methods 
An  extensive  study  of  the  structure  and  form  which 

the  proposed  organization  should  take  was  made  by 
the  office  of  William  F.  Martin,  Esq.,  our  Legal 
Counsel.  It  was  decided  to  establish  a not-for-profit 
membership  corporation  similar  to  the  State  Society, 
rather  than  a charitable  trust,  such  as  the  one  in 
Pennsylvania,  to  give  the  foundation  greater  flexi- 
bility and  ease  of  operation. 

The  original  incorporators  included  Norman  S. 
Moore,  M.D.,  Ithaca;  Henry  I.  Fineberg,  M.D., 
Jamaica;  Maurice  J.  Dattelbaum,  M.D.,  Brooklyn; 
James  Greenough,  M.D.,  Cooperstown;  John  M. 
Galbraith,  M.D.,  Old  Westbury;  Renato  J.  Azzari, 
M.D.,  The  Bronx;  and  Joseph  A.  Lane,  M.D., 
Rochester. 

The  first  meeting  of  the  board  of  directors  was  held 
on  October  27,  1960,  and  at  this  meeting  Edward  C. 
Hughes,  M.D.,  Syracuse;  William  L.  Wheeler,  Jr., 
M.D.,  New  York;  Herman  E.  Hilleboe,  M.D.,  and 
Granville  W.  Larimore,  M.D.,  both  of  Albany;  were 
elected  to  membership  in  the  corporation.  In  addi- 
tion Dr.  Azzari  was  elected  president;  Dr.  Galbraith, 
vice-president;  Dr.  Wheeler,  secretary;  and  Dr. 
Dattelbaum,  Treasurer  of  the  Foundation.  At  the 
same  meeting  William  F.  Martin,  Esq.,  was  appointed 
Legal  Counsel;  J.  Richard  Burns,  Esq.,  was  ap- 
pointed assistant  secretary;  and  Thomas  Alexander 
was  named  comptroller  of  the  Foundation. 

The  Foundation  was  exceedingly  fortunate  in  ob- 
taining the  services  of  Frank  La  Gattuta,  M.D.,  of 
Bronx  County,  to  design  an  official  seal  for  the  corpo- 
ration which  shows  in  artistic  form  the  purposes  and 
objectives  of  the  Foundation. 

As  its  first  project  the  Foundation  has  undertaken 
the  study  of  Maternal  Mortality  and  Perinatal 
Mortality  in  Cayuga,  Cortland,  Hamilton,  Herkimer, 
Madison,  Onondaga,  and  Oneida  Counties,  under  con- 
tract with  the  Bureau  of  Maternal  and  Child  Health 
of  the  Department  of  Health  of  the  State  of  New 
York  and  under  the  supervision  of  Edward  C.  Hughes, 
M.D. 

A Projects  Committee,  consisting  of  Dr.  Moore, 
chairman,  Dr.  Greenough,  and  Dr.  Galbraith  has 
been  appointed  by  the  president  to  study  and  make 
recommendations  concerning  future  projects. 

The  Foundation  is  also  in  the  process  of  undertak- 
ing certain  projects  formerly  performed  by  the 
Public  Health  and  Education  Committee  of  the  State 
Society  and  these  include: 

1.  Postgraduate  medical  education; 

2.  Education  of  the  public  on  matters  of  health ; 

3.  Programs  to  stimulate  and  foster,  in  coopera- 
tion with  the  State  Department  of  Health,  the  ex- 
pansion, extension,  and  improvement  of  public 
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health  service  at  the  county  level  within  the  State; 

4.  A study  of  narcotic  addiction  reports  submit- 
ted to  the  State  Department  of  Health  by  physi- 
cians over  the  past  several  years  to  ascertain  how 
addiction  originates  and  continues. 

These  projects  will  be  financed  from  a grant  of 
S52.000  to  the  Foundation  by  the  State  Society 
authorized  by  the  Council  in  September,  I960. 
These  monies  will  be  transferred  to  the  Foundation 
from  time  to  time  as  expenses  of  the  projects  are  in- 
curred. It  is  comtemplated  that  the  budget  of  the 
Public  Health  and  Education  Committee  will  be  de- 
creased proportionately  as  the  Foundation  undertakes 
such  projects  as  were  formerly  carried  out  by  the 
committee. 

The  Foundation  intends  to  engage  in  an  intensive 
campaign  to  obtain  contributions  from  philanthropic 
foundations,  trusts,  individuals,  and  corporations  to 
assist  in  financing  and  underwriting  its  proposed 
activities. 

The  report  was  factual  up  to  the  point  where 
it  stated  that  a grant  of  $52,000  had  been  made 
to  the  Foundation  to  carry  on  the  program 
which  formerly  had  been  under  the  Committee 
on  Public  Health  and  Education.  The  money 
was  never  transferred;  neither  was  the  program 
of  the  Committee  on  Public  Health  and  Educa- 
tion transferred  to  the  Foundation.  The  di- 
rectors of  the  Foundation  soon  were  aware  that 
transferring  the  activities  and  supporting  funds 
of  the  Committee  on  Public  Health  and  Educa- 
tion to  the  Foundation  would  be  too  compli- 
cated. While  both  had  similar  objectives,  that 
is  continuing  medical  education,  each  had  dif- 
ferent operating  policies  and  sources  of  income. 
The  Medical  Society  supported  the  Committee 
on  Public  Health  and  Education,  while  the 
Foundation  received  funds  from  outside  sources. 

The  separation  of  activities  was  formalized 
at  a meeting  of  the  Board  of  Directors  on  March 
22,  1961.  The  following  action  was  approved: 

1.  That  the  Public  Health  and  Education 
activities  and  the  budget  be  the  same  as  they 
were  in  the  previous  year,  retroactive  to  January 
1, 1961; 

2.  That  all  postgraduate  medical  expense 
and  administrative  expenses  previously  set  on 
the  books  of  the  Foundation  be  transferred  back 
to  the  Medical  Society. 

The  Medical  Society  provided  the  Founda- 
tion with  working  capital  in  the  amount  of 
$11,000  which  had  been  derived  from  payments 
toward  the  Society’s  overhead  on  the  publica- 
tion What  Goes  On.  This  sum,  $3,000  in  1960 
and  $8,000  in  1961,  was  an  outright  grant  to  the 
Foundation  and  accomplished  two  results.  One, 
working  capital  was  provided  enabling  the 
Foundation,  when  necessary,  to  spend  money 
when  implementing  research  projects;  these 
funds  were  later  reimbursed  by  the  contracting 
agency.  Two,  this  contribution  indicated  to  the 
Internal  Revenue  Service  the  sincere  interest 
that  the  Medical  Society  of  the  State  of  New 
York  had  in  the  Foundation.  The  Internal 
Revenue  Service  insisted  on  this  prerequisite 
before  considering  the  Foundation’s  application 
for  tax-free  status. 

Dr.  Azzari  stated  in  his  1961  report  that  the 
first  project  of  the  Foundation  was  the  “Central 


New  York  Maternal  and  Perinatal  Mortality 
Study.”  This  project  is  being  continued.  Other 
projects  are  as  follows: 

1.  Maternal  Health  and  Perinatal  MortaUty 
Study  (Region  8): 

(a)  Effective  date,  November  1,  1960,  to 
present. 

(A)  Director,  Ferdinand  Schoeneck,  M.D., 
to  1967;  Merton  C.  Hatch,  M.D.,  1967  to 
present. 

(c)  Coordinator,  Edward  C.  Hughes,  M.D. 

( d ) Purpose,  to  obtain  information  which 
could  result  in  further  reduction  of  infant  deaths 
under  twenty-eight  days  of  age  and  to  explore  the 
need  for  prenatal  and  newborn  care  in  the  State. 

(e)  Yearly  budget,  $27,598  (funded  by  New 
York  State  Department  of  Health). 

2.  Effectiveness  of  Medical  Audits: 

(а)  Effective  date,  October  1,  1963,  to 
present. 

(б)  Director,  Fred  MacD.  Richardson,  M.D. 

(c)  Subject,  to  study  the  effectiveness  of 
medical  audits. 

( d ) Yearly  budget,  open  (funded  by  Health 
Research  Inc.,  with  a direct  grant  from  New 
York  State  Department  of  Health). 

3.  Maternal  Health  and  Perinatal  Mortality 
Study  (State- wide): 

(а)  Effective  date,  January  1,  1964,  to 
present. 

(б)  Director,  Merton  C.  Hatch,  M.D. 

(c)  Subject,  to  promote  unification  and 
simplification  of  obstetrical  and  pediatric  records 
and  to  provide  continual  State-wide  analysis  of 
maternal  and  perinatal  mortality  rates  and 
other  deaths  associated  with  pregnancy. 

( d ) Yearly  budget,  $3,555  (funded  by  New 
York  State  Department  of  Health). 

4.  Medical  Review  of  Obstetrical  and  Neo- 
natal Care  in  Hospitals: 

(а)  Effective  date  April  15,  1965,  to  present. 

(б)  Director,  Robert  Korns,  M.D.,  precon- 
tract development  1964;  Malcolm  Crump, 
M.D.,  1965;  Fred  MacD.  Richardson,  M.D., 
1966,  to  present. 

(c)  Subject,  to  study  State-wide  medical 
audit  of  obstetrical  and  neonatal  care  in  hos- 
pitals, the  objective  is  to  reduce  morbidity  and 
mortality  rates  in  newborn  infants  and  obstetri- 
cal patients  by  an  appraisal  of  the  quality  of 
medical  care  rendered  these  patients  and  identi- 
fication of  the  problems  which  contribute  to  such 
morbidity  and  mortality  rates. 

( d ) Yearly  budget,  approximately  $450,000 
(funded  by  New  York  State  Department  of 
Health). 

5.  Comprehensive  Programs  for  Study  and 
Solution  of  Physician  Shortage  in  Rural  New 
York  State: 

(а)  Effective  date,  July  1,1966,  to  present. 

(б)  Director,  Edward  C.  Hughes,  M.D. 

(c)  Subject,  to  develop  solutions  to  the  phy- 
sician shortage  in  rural  New  York  State,  based 
on  findings  of  surveys  to  be  taken  to  initiate  a 
program  to  obtain  physicians  for  these  areas  so 
that  the  standards  of  medical  care  in  rural  New 
York  State  may  be  improved. 
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(d)  Yearly  budget,  $50,000  (funded  by  the 
Avalon  F oundation) . 

6.  New  York  State  Proctosigmoidoscope 
Demonstration  Teaching  Project: 

(a)  Effective  date,  July  1,  1966,  to  present. 

( b ) Director,  John  H.  Powers,  M.D. 

(c)  Subject,  to  teach  physicians  outside  New 
York  City  the  proper  use  of  the  proctosigmoido- 
scope. 

( d ) Yearly  budget,  from  $51,358  to  $60,002 
(funded  by  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare). 

7.  Continuing  Medical  Education  for  Phy- 
sicians: 

(a)  Effective  date,  June  1,  1967,  to  present. 

(b)  Director,  Donald  C.  Walker,  M.D. 

(c)  Subject,  continuing  medical  education 
for  physicians,  that  is,  establishment  of  criteria 
for  courses,  preceptorships,  and  other  continuing 
educational  methods. 

( d ) Yearly  budget,  $87,600  for  the  first  year 
(Funded  by  New  York  State  Department  of 
Health). 

8.  Annual  Albert  F.  R.  Andresen  Lecture 
which  is  given  at  the  annual  meeting  of  the 
State  Medical  Society.  Endowment  funds  for 
this  lectureship  have  been  held  by  the  Founda- 
tion since  1961. 

All  projects  of  the  Foundation  have  project 
directors.  Some  projects  have  advisory  com- 
mittees appointed  by  the  directors  of  the  Foun- 
dation. Other  projects  have  advisory  commit- 
tees appointed  jointly  by  the  Foundation  and 
another  agency.  The  project  directors  are  em- 
ployed by  the  Foundation  for  the  duration  of  the 
project,  but  all  serve  at  the  pleasure  of  the 
Board  of  the  Foundation.  These  directors  and 
others  working  on  their  projects  have  pension 
privileges  in  the  Foundation’s  pension  plan,  if 
they  meet  certain  qualifications  set  up  by  the 
Foundation.  The  pension  plan  is  with  the 
Teachers’  Insurance  Annuity  Association,  Col- 
lege Retirement  Equity  Fund.  The  Founda- 
tion, fortunately,  is  eligible  to  participate  on  the 
same  basis  as  colleges  and  universities.  Officers 
and  directors  of  the  Foundation  receive  no  re- 
muneration for  services  rendered  nor  are  they 
eligible  for  the  pension  plan. 

At  the  annual  meeting  of  the  members  of  the 
Foundation,  directors  are  elected  to  fill  the  ex- 
pired terms  of  directors.  At  the  annual  meet- 
ing of  the  directors,  members  are  elected  to  the 
corporation  and  officers  are  elected  for  the  ensu- 
ing year.  Since  its  incorporation,  the  Founda- 
tion has  had  a project  committee  appointed  by 
the  president.  Currently  that  committee  is 
composed  of  Edward  C.  Hughes,  M.D.,  chair- 
man; Herman  E.  Hilleboe,  M.D.;  and  Gran- 
ville W.  Larimore,  M.D.  This  committee,  after 
review  of  a project,  recommends  to  the  Founda- 
tion that  it  either  sponsor  or  reject  a project. 

The  following  is  a list  of  the  officers  who  have 
served  the  Foundation  since  its  inception  and 
their  years  of  service: 

1960-1961 

President — Renato  J.  Azzari,  M.D. 


Vice-President — John  M.  Galbraith,  M.D. 

Seer etary— William  L.  Wheeler,  Jr.,  M.D. 

Treasurer — Maurice  J.  Dattelbaum,  M.D. 

1961- 1962 

President — John  M.  Galbraith,  M.D. 

Vice-President — Norman  S.  Moore,  M.D. 

Secretary — William  L.  Wheeler,  Jr.,  M.D. 

Treasurer — Maurice  J.  Dattelbaum,  M.D. 

1962- 1963 

President — Norman  S.  Moore,  M.D. 

Vice-President — James  Greenough,  M.D. 

Secretary ■ — John  M.  Galbraith,  M.D. 

Treasurer — Maurice  J.  Dattelbaum,  M.D. 

1963- 1964 

President — Norman  S.  Moore,  M.D. 

Vice-President— James  Greenough,  M.D. 

Secretary— John  M.  Galbraith,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

1964- 1965 

President — Norman  S.  Moore,  M.D. 

Vice-President— James  Greenough,  M.D. 

Secretary— John  M.  Galbraith,  M.D. 

Treasurer- — Henry  I.  Fineberg,  M.D. 

1965- 1966 

President— Norman  S.  Moore,  M.D. 

Vice-President- — James  Greenough,  M.D. 

Secretary — John  M.  Galbraith,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

1966- 1967 

President- — -Norman  S.  Moore,  M.D. 

Vice-President — John  M.  Galbraith,  M.D. 

Secretary — Renato  J.  Azzari,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

1967- 1968 

President — Norman  S.  Moore,  M.D. 

Vice-President — John  M.  Galbraith,  M.D. 

Secretary — Renato  J.  Azzari,  M.D. 

Treasurer — Henry  I.  Fineberg,  M.D. 

Originally,  J.  Richard  Burns,  Esq.,  was  assist- 
ant secretary,  and  he  has  continued  in  that 
position  to  the  present  time.  Thomas  E.  Alex- 
ander was  the  first  comptroller;  this  position  is 
now  filled  by  Eugene  S.  Dombrowski. 

The  present  Board  of  Directors  is  as  follows: 
Renato  J.  Azzari,  M.D.;  James  M.  Blake, 
M.D.;  Henry  I.  Fineberg,  M.D.;  John  M. 
Galbraith,  M.D.;  Herman  E.  Hilleboe,  M.D.; 
George  Himler,  M.D.;  Edward  C.  Hughes, 
M.D.;  Hollis  S.  Ingraham,  M.D. ; Granville  W. 
Larimore,  M.D.;  Norman  S.  Moore,  M.D.; 
William  L.  Wheeler,  Jr.,  M.D.;  and  Waring 
Willis,  M.D. 

Funds  of  the  Foundation,  in  addition  to  the 
$11,000  grant  by  the  Medical  Society  of  the 
State  of  New  York,  come  from  small  donations 
by  individuals  and  earned  income  on  various 
projects  funded  by  other  agencies.  This  income 
varies  from  5 to  15  per  cent  of  salaries  of  each 
project,  depending  on  the  rules  of  the  funding 
agency.  In  1963,  the  $11,000  grant  was  insuffi- 
cient working  capital  to  carry  on  the  business  of 
the  Foundation.  To  relieve  the  crisis,  on  Sep- 
tember 26,  1963,  $10,000  was  borrowed  from  the 
Medical  Society  of  the  State  of  New  York.  As 
income  built  up  from  Foundation  projects,  this 
loan  was  repaid  in  installments  of  $2,500.  On 
January  26,  1967,  the  final  payment  of  $2,500 
was  made. 

Reviewing  the  achievements  of  the  Founda- 
tion, it  seems  appropriate  to  comment  on  the  ex- 
cellent image  the  Foundation  has  with  the 
public.  All  its  projects  are  in  the  public’s  in- 
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terest.  Being  so  closely  allied  with  the  Medical 
Society  of  the  State  of  New  York,  the  latter’s 
image  also  is  improved  with  the  public.  The 
small  amount  of  working  capital  limits  the 
number  of  projects  that  can  be  accepted  at  any 
one  time.  The  number  of  possible  projects  is 
endless.  Looking  to  the  future,  one  envisions 
the  Foundation  as  a strong  research  division  of 
the  Medical  Society  with  independent,  yet 
closely  allied,  personnel  who  understand  the 
medically  related  needs  of  both  the  medical  pro- 
fession and  the  public. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  President 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  reference  committee  appreciated  the 
excellent  review  and  information  given  on  the 
activities  of  the  Foundation.  This  committee 
would  urge  the  membership  to  use  this  report 
as  reference.  Particularly  the  committee  would 
point  out  that  the  Foundation  was  incorpo- 
rated to  aid  and  assist  physicians  of  the  Med- 
ical Society  of  the  State  of  New  York  by 
extending  medical  educational  programs. 

The  committee  thanks  Dr.  Moore  for  answer- 
ing the  questions  put  to  him  by  the  audience  and 
committee  members  and  for  clarifying  the  func- 
tions for  which  the  Foundation  was  set  up. 

Our  appreciation  is  extended  to  Dr.  Ingra- 
ham, Commissioner  of  the  New  York  State 
Department  of  Health,  for  his  presence  and 
help  as  well  as  to  Dr.  Walker,  project  director. 
Continuing  (Postgraduate)  Education  Project 
of  the  Foundation. 

The  House,  after  discussion,  voted  to  amend 
this  portion  of  the  report  of  the  reference  committee 
by  inserting  the  following  paragraph  between 
paragraphs  one  and  two: 

The  Foundation  agrees  to  furnish  the 
county  medical  societies  with  the  names  of 
physicians  who  do  not  qualify  under  the 
State  Health  Department’s  rules  to  render 
care  to  Medicaid  patients. 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 

Reports  of  Officers 

President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

As  president  of  the  Medical  Society  of  the 
State  of  New  York,  I respectfully  submit  the 
following  annual  report. 

The  theme  of  the  administration  has  been 
“Unanimity  of  Action  and  Thinking.”  As  a 
first  step  toward  obtaining  unanimity  of  action, 
it  was  my  pleasure  to  call  a meeting  of  the 
presidents  of  all  the  county  medical  societies  to 
ask  for  their  help  and  support.  I was  encour- 
aged by  the  fact  that  there  was  an  almost  100  per 


cent  attendance  at  this  meeting. 

As  another  step  in  creating  unanimity  of 
action,  I attempted  to  establish  a closer  relation- 
ship between  the  State  Medical  Society,  the 
district  branches,  and  the  county  medical  soci- 
eties to  establish  better  communications  on  all 
topics.  This  seemed  to  be  necessary  if  we  were 
to  work  together  and  create  the  programs  which 
were  vital  to  the  promotion  of  modern  medicine 
in  the  world  in  which  we  live,  where  health  is  be- 
coming a community  affair  and  everybody  seems 
to  be  getting  into  the  act.  To  further  the  coop- 
erative action  of  all  societies,  particularly  at  the 
local  level,  I changed  the  Society’s  committee 
structure  so  that  most  Council  committees 
would  be  organized  on  a three- level  basis: 
State,  district,  and  county.  The  members  of  the 
State  and  district  committees  were  appointed  by 
me,  as  the  president,  from  lists  presented  to  me 
by  the  presidents  of  the  county  medical  societies 
and  district  branches.  The  local  or  county  com- 
mittees were,  of  course,  appointed  by  the  presi- 
dents of  each  county  medical  society.  This 
change  has  created  a coordinated  effort  through- 
out the  State,  has  aided  the  to  and  fro  communi- 
cation, and  also  has  increased  participation  by 
more  members. 

During  the  spring,  I called  a meeting  of  the 
chairmen  of  all  Council  committees  and  explained 
to  them  the  new  committee  structure.  The 
benefit  of  this  committee  arrangement  is  already 
being  realized,  and  I am  sure  that  as  time  elapses 
the  function  of  these  committees  will  be  further 
enhanced.  It  is  my  opinion  that  the  function  of 
each  committee  should  be  outlined  and  kept 
current  with  the  changing  times.  This  is  so  im- 
portant that  efforts  are  being  made  to  study  and 
complete  guidelines  for  every  committee. 

The  important  problems  which  have  been 
worked  on  during  the  past  months  are  as  follows: 
(1)  The  study  and  implementation  of  Public  Law 
89-749,  “Comprehensive  Health  Planning  and 
Public  Health  Services  Act”  and  Public  Law  90- 
174,  “Partnership  for  Health”;  (2)  The  study  of 
the  Relative  Value  Scale;  and  (3)  The  physician 
shortage  in  the  rural  areas  of  New  York  State. 

Comprehensive  Health  Planning.  In  1966, 
the  Federal  government  passed  the  Com- 
prehensive Health  Planning  and  Public  Health 
Services  Act,  Public  Law  89-749,  and  in  1967, 
the  Partnership  for  Health  Amendments, 
Public  Law  90-174. 

“The  Partnership  for  Health  program  intro- 
duced the  concept  of  comprehensive  health 
planning  as  a mechanism  through  which  the 
planning  activities  of  all  the  elements  involved 
in  or  concerned  with  health  services  can  be 
linked  together.  It  thus  enables  govern- 
mental and  nongovernmental  health  and  re- 
lated agencies  and  groups  to  develop  a cooper- 
ative and  coordinated  approach  toward  the 
objective  of  good  health  for  every  individual. 

“This  new  program  also  gives  states  greater 
flexibility  in  supporting  health  services  in  the 
comm  uni  ties.  Federal  funds  for  state  public 
health  programs  were  formerly  categorized,  or 
earmarked,  for  specific  disease  problems. 
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The  Partnership  for  Health  legislation  re- 
moved these  categorical  restrictions,  allowing 
the  states  to  channel  grant  funds  into  health 
services  for  which  the  states  determine  there  is 
the  greatest  need.”* 

Although  the  term,  Partnership  for  Health, 
might  seem  to  be  ambiguous,  it  has  disturbed 
almost  everybody  involved  in  the  health  field 
and  has  far  reaching  implications  over  all  health 
legislation,  both  private  and  public,  even  regional 
medical  programs.  It  is  the  first  time,  however, 
that  physicians  and  their  medical  societies  have, 
by  necessity,  become  the  important  cornerstones 
on  which  a health  program  is  to  be  built.  This 
program  will  not  alter  the  physician-patient 
relationship,  but  probably  will  change  the  prac- 
tice of  medicine.  Therefore,  it  is  a program  that 
everyone  associated  with  medical  service  must 
become  familiar  with  and  must  take  an  active 
part  in  it.  It  is  the  first  opportunity  that  the 
medical  profession  has  had  to  participate  in  a 
Federal  program  of  such  breadth  and  to  become 
active  leaders  in  its  implementation.  We  must 
not  fail. 

The  law  is  a form  of  community  health  plan- 
ning, comprising  the  mental  and  physical  health 
of  all  individuals;  the  improvement  of  the  en- 
vironment in  which  we  five;  the  procurement  of 
medical  and  technologic  assistance  in  all  health 
fields;  the  preparation  of  all  fields  for  the  advent 
of  the  computer  in  medicine;  and  the  opportu- 
nity for  all  involved  in  health  to  work  together  in 
a cooperative  effort  for  better  health. 

The  principle  problem  areas  of  the  personal 
health  field  are:  (1)  acute  illness,  (2)  chronic 

illness,  (3)  mental  illness  including  mental  re- 
tardation and  damage,  (4)  maternal  and  child 
welfare,  (5)  infection  and  parasitic  diseases,  (6) 
accidental  and  occupational  illness  or  death,  (7) 
family  planning  and  sex  education,  and  (8) 
nutrition. 

The  areas  for  investigation  in  environmental 
health  as  it  effects  the  human  body  are:  (1)  the 

availability  of  hospitals  for  acutely  ill  patients, 
extended  care  facilities  and  nursing  homes  for  the 
aged,  (2)  water  pollution  and  air  pollution,  (3) 
food  resources,  (4)  transportation,  (5)  emergency 
services  for  the  sick  including  ambulance,  (6) 
effective  drugs,  (7)  living  and  housing,  (8)  ioniz- 
ing radiation,  and  (9)  general  sanitation  and 
waste  disposal. 

The  areas  of  investigation  concerning  medical 
technicians  and  technical  assistants  are  becom- 
ing particularly  important.  Several  are:  (1) 

recruitment  of  nurses  at  all  levels,  and  (2)  the  re- 
cruitment of  technicians,  such  as  medical  librar- 
ians, inhalation  therapists,  laboratory  techni- 
cians, radiotherapists,  cytologists,  and  others  in 
technical  fields  related  to  medicine.  This  neces- 
sitates the  institution  of  satisfactory  courses  in 
colleges  and  schools  in  all  regions  of  the  State. 
It  also  involves  the  recruitment  of  personnel  to 
teach  these  courses  and  fill  vacancies  which  exist 

* Fact  Sheet  on  Partnership  for  Health:  U.S.  Department 
of  Health,  Education,  and  Welfare,  U.S.  Public  Health 
Service,  Health  Services  and  Mental  Health  Administration, 
Office  of  Comprehensive  Health  Planning,  1968. 


in  all  teaching  positions.  It  demands  a tremen- 
dous public  relations  job  by  our  State  Medical 
Society  and  other  organizations. 

To  implement  this  law,  the  Governor  of  the 
State  of  New  York  established  an  interdepart- 
mental health  planning  commission  to  be  known 
as  the  Health  Planning  Commission,  consisting 
of  the  Commissioner  of  Health  as  chairman,  the 
Commissioner  of  Mental  Hygiene  as  vice-chair- 
man, the  Commissioners  of  Education,  Labor, 
Local  Government,  Social  Services,  the  Super- 
intendent of  Insurance,  the  Chancellor  of  the 
State  University,  and  the  chairman  of  the  Nar- 
cotic Addiction  Control  Commission.  The 
director  of  the  Office  of  Planning  Coordination 
serves  as  a nonvoting  ex  officio  member.  Mr. 
Edward  H.  Van  Ness  was  appointed  executive 
director. 

The  general  powers  of  the  Commission  are  as 
follows: 

1.  Administer  the  State  comprehensive 
health  planning  program. 

2.  Coordinate  and  review  health  planning  ef- 
forts among  governmental  and  nongovernmental 
agencies,  organizations,  and  groups  concerned 
with  health  services,  facilities,  and  manpower. 

3.  Establish  policies  and  procedures  for  ex- 
penditures of  public  funds  for  the  purpose  of 
comprehensive  health  planning. 

4.  Approve  project  grants  to  public  or  pri- 
vate nonprofit  agencies  or  organizations. 

5.  Review  all  plans  of  State  agencies  relating 
to  provisions  of  health  and  mental  health  serv- 
ice. 

It  was  also  necessary,  by  law,  for  the  Governor 
to  appoint  a Health  Planning  Advisory  Council 
consisting  of  representatives  of  governmental  and 
nongovernmental  organizations  and  groups  con- 
cerned with  health  and  consumers  of  health 
services.  The  appointees  recommended  by  the 
State  Medical  Society  and  approved  by  the 
Governor  were  Edward  C.  Hughes,  M.D., 
Norman  Moore,  M.D.,  and  Waring  Willis, 
M.D.  There  are  a total  of  ten  physicians  on  the 
Advisory  Council  which  consists  of  51  members. 
The  Governor  appointed  Herman  Hilleboe, 
M.D.,  as  executive  secretary  of  the  Council. 

Comprehensive  Health  Planning  is  to  be  estab- 
lished on  a State-wide,  area-wide,  and  local 
basis.  It  is  possible  for  these  areas,  when  con- 
stituted, to  apply  to  the  Federal  government  for 
funds  for  organization  and  operation  of  health 
planning.  There  are  five  major  provisions  in 
Public  Law  89-749  for  obtaining  funds:  314-a 

State-wide  Health  Planning,  314-b  Area-wide 
Health  Planning,  314-c  Training  and  Demon- 
stration Projects,  314-d  Health  Services  Grants, 
and  314-e  Service  Projects. 

Your  State  Society  realized  that  this  Federal 
legislation  was  the  most  important  ever  passed  in 
our  time,  and  it  was  imperative  for  the  Society  to 
study  the  legislation  in  depth  and  bring  this  in- 
formation to  its  physicians  throughout  the  State. 

C.  Stewart  Wallace,  M.D.,  chairman  of  the 
Public  Relations  Committee,  together  with  Guy 
Beaumont  and  his  staff,  studied  all  details  of  the 
law  and  prepared  graphic  illustrations  so  that  the 
law  could  be  easily  explained.  Conferences 
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were  held  in  15  areas  of  the  State  at  which  this 
law  was  discussed.  These  meetings  were  fairly 
well  attended  by  physicians.  As  a result,  an 
amazing  amount  of  interest  has  been  shown 
throughout  the  State  not  only  by  the  medical 
profession  but  also  by  the  citizens  of  the  State 
who  are  vastly  interested  in  the  health  of  their 
communities.  It  is  the  first  time  that  physicians 
have  attempted  to  take  the  leadership  in  health 
planning.  We  have  found  that  the  physicians 
have  many  friends,  and  people  are  anxious  to 
work  with  their  doctors  for  the  betterment  of 
health.  As  a result  of  our  area  conferences, 
many  counties  have  organized  comprehensive 
health  planning  committees  under  the  leadership 
of  the  local  physicians. 

It  must  be  remembered  that  this  program  is 
only  in  the  organizational  phase,  that  operation 
and  specific  planning  at  the  State,  area,  and  local 
levels  will  take  place  later,  and  that  such  plan- 
ning will  continue  for  many  years.  With  this  in 
mind,  the  organization  at  the  county  level  will 
become  increasingly  important,  because  from 
these  areas  will  come  the  details  of  the  local 
health  needs  which  will  constitute  the  area  and 
State- wide  planning  for  the  future. 

This  is  so  important  that  the  State  Medical 
Society  is  planning  to  present  workshops  on 
comprehensive  health  planning  in  various  areas 
of  the  State  to  help  those  counties  where  plan- 
ning has  failed  to  materialize.  We  have  been 
encouraged  to  continue  with  these  by  Hollis  S. 
Ingraham,  M.D.,  Allen  D.  Miller,  M.D., 
Charles  T.  Lanigan,  Herman  E.  Hilleboe,  M.D., 
and  Edward  H.  Van  Ness. 

I would  like  to  ask  the  presidents  of  those 
counties  who  have  not  started  to  take  this 
leadership,  to  proceed  immediately  with  the 
formation  of  such  local  committees. 

Relative  Value  Scale.  The  second  problem 
which  we  have  been  working  on  is  the  develop- 
ment of  a modern,  up-to-date,  relative  value 
scale  of  usual,  customary,  and  reasonable  fees  for 
physicians  in  this  State.  The  medical  profes- 
sion of  this  State  has  long  recognized  the  need  to 
establish  measurement  guides  which  could  be 
used  to  improve  fee  schedules.  In  recent  years, 
the  usual  and  customary  fee,  as  well  as  the 
practices,  of  physicians  have  been  materially 
affected  by  Medicaid  and  Medicare  legislation. 
In  addition,  a feeling  has  developed,  whether 
imagined  or  real,  that  the  present  Relative 
Value  Scale  was  subjectively  developed.  Thus, 
the  State  Medical  Society,  under  mandate  by 
the  House  of  Delegates,  has  desired  that  an  inde- 
pendent party  conduct  a study  which  would 
satisfy  the  following  broad  objectives: 

1.  Development  of  an  updated  relative  value 
scale  for  usual  and  customary  fees  in  New  York 
State. 

2.  Assurance  that  the  relative  value  scale 
which  is  developed  will  satisfy  normal,  actuarial, 
and  statistical  requirements. 

3.  Assurance  that  objectivity  in  researching 
the  fee  structure  and  in  developing  results  are 
guaranteed. 

4.  Development  of  a proposed  framework  for 


updating  the  relative  value  scale  on  a periodic 
basis. 

I am  happy  to  report  to  you  that  the  study  is 
now  under  way  and  will  be  completed  by  Janu- 
ary, 1970.  The  study  will  be  sponsored  by  the 
Medical  Society  of  the  State  of  New  York  and 
the  seven  Blue  Shield  Plans  of  the  State  of  New 
Y ork,  each  contributing  $50,000  toward  the  total 
cost  which  has  been  placed  at  $100,000.  The 
research  and  planning  will  be  completed  by 
Peat,  Marwick,  Mitchell  and  Company,  Public 
Accountants  a company  with  an  excellent  rec- 
ord in  studies  of  this  type.  Although  several 
companies  presented  proposals,  thiscompany  pre- 
sented the  most  complete  method  of  procedure. 
The  pilot  study  will  be  completed  by  February, 
1969.  The  progress  will  be  reviewed  monthly 
by  a liaison  committee  which  is  composed  of  a 
representative  of  each  of  the  following:  the 

specialty  societies,  the  New  Y ork  State  Academy 
of  General  Practice,  the  Blue  Shield  Plans  of 
New  York  State,  the  chairman  of  the  Economics 
Committee  of  the  State  Medical  Society,  a rep- 
resentative from  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  and  the 
president  of  the  State  Medical  Society.  Robert 
E.  Westlake,  M.D.,  chairman  of  the  Economics 
Committee,  who  has  contributed  much  of  his 
time  and  ability  to  this  program,  will  be  the 
chairman  of  the  liaison  committee.  The  fund- 
ing will  be  through  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

It  is  extremely  important  that  all  doctors 
participate  in  this  research  program.  Many  of 
you  will  be  asked  to  complete  questionnaires 
regarding  your  standard  fees  concerning  certain 
procedures  carried  out  in  your  practice,  and  part 
of  the  study  will  be  carried  out  through  personal 
interviews  by  the  research  team  from  Peat, 
Marwick,  Mitchell  and  Company.  Please  co- 
operate with  us  in  this  study.  Remember  that 
this  study  was  mandated  by  the  House  of  Dele- 
gates and  is  being  completed  for  your  benefit  and 
future  fee  planning. 

Shortage  of  Physicians.  The  third  prob- 
lem which  has  confronted  our  State  Medical 
Society  and  the  future  health  of  the  people  of  the 
State  concerns  the  shortage  of  physicians  and 
associated  personnel  in  the  rural  areas.  The 
Rural  Medical  Service  Committee,  of  which  I was 
the  chairman  for  several  years,  is  completing  a 
study  on  the  shortage  of  physicians  in  rural  areas 
and  also  the  attitudes  of  physicians  about  rural 
practice  of  the  future,  education  of  the  physi- 
cians to  compete  with  the  modem  trends  of 
medicine,  and  also  the  attitudes  of  the  people 
themselves  concerning  their  health  needs.  This 
study  has  been  made  possible  through  funds 
granted  to  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation  by  the  Avalon 
Foundation.  The  Community  Medical  Service, 
the  research  division  of  the  Rural  Medical  Serv- 
ice Committee,  has  been  conducting  the  study. 
The  data  obtained  from  the  study  are  extremely 
interesting  but  also  shocking.  It  appears  that 
physician  service  in  certain  rural  areas  will  be 
almost  nonexistent  in  ten  years  unless  some- 
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thing  drastic  is  done  soon.  We  are  planning  to 
meet  with  the  deans  of  the  medical  colleges  in 
this  State  to  present  to  them  the  facts  of  the 
study  and  to  make  recommendations. 

Conclusion.  Many  other  programs  are 
beginning  to  take  form,  such  as  an  extended  peri- 
natal study  throughout  the  State,  a revision  of 
the  birth  certificates  which  is  now  being  done  in 
two  areas  of  the  State,  a revision  of  the  Educa- 
tion Law  which  is  so  vital  to  the  future  practice 
of  medicine,  an  extension  of  continuing  medical 
education  to  the  physicians  of  the  State  through 
new  and  modern  methods  of  education,  a study 
of  the  quality  medical  care  which  must  be 
guaranteed  by  all  physicians,  legislation  which 
will  be  presented  to  the  Legislature  for  action  in 
the  early  part  of  the  new  year,  and  the  joint 
position  statements  developed  by  the  Medical 
Society  of  the  State  of  New  York,  the  New  York 
State  Nurses  Association,  and  the  Hospital 
Association  of  New  York  State. 

I wish  to  express  my  sincere  appreciation  to 
the  chairmen  of  the  Commissions  and  of  the 
individual  committees.  They  have  all  done  an 
outstanding  job  in  planning  the  activities  of  their 
respective  committees,  the  most  important  func- 
tioning units  of  the  Society.  Reports  on  the 
work  of  these  committees  will  be  submitted  by 
each  chairman. 

It  has  been  a pleasure  to  work  with  Mrs. 
Albert  M.  Biglan,  president  of  the  Woman’s 
Auxiliary.  The  Auxiliary  is  attempting  to  en- 
large its  membership  and  also  increase  slightly 
the  membership  dues  so  that  a more  extensive 
program  can  be  attempted.  Their  workshop 
held  in  Syracuse,  which  I had  the  pleasure  of  at- 
tending, was  a success. 

Y our  president  has  had  the  pleasure  of  bring- 
ing “greetings”  and  best  wishes  to  many  or- 
ganizations related  to  health.  These  can  be 
listed  as  follows:  Woman’s  Auxiliary,  New 

York  State  Medical  Assistants  Association, 
New  York  State  Academy  of  General  Practice, 
New  York  Heart  Association,  New  York  State 
Dental  Association,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York  State  Annual 
Health  Conference,  Annual  Congress  on  Occupa- 
tional Health,  New  York  State  Division  of  the 
American  Cancer  Society,  and  the  Third  Inter- 
national Conference  on  Oral  Surgery. 

As  the  year  comes  to  an  end,  it  is  my  pleasure 
to  state  that  the  year  has  been  an  interesting  and 
busy  one  for  me.  It  has  been  a privilege  to 
serve  as  the  president  of  the  Medical  Society  of 
the  State  of  New  York  and  to  meet  the  wonder- 
ful physicians  and  leaders  of  the  health  profes- 
sion around  the  State  and  from  other  localities. 
I am  deeply  indebted  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  to  the  officers, 
members  of  the  Council  and  the  Board  of 
Trustees,  members  of  the  official  family  in  the 
central  office  for  the  untiring  and  sincere  efforts 
to  make  my  administration  an  interesting  one 
and  to  relieve  the  burden  of  such  an  office.  I 
extend  my  deep  and  sincere  thanks  to  them  all. 

Respectfully  submitted, 

Edward  C,  Hughes,  M.D.,  President 


President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

In  the  history  of  medicine  is  told  the  story 
of  the  struggle  of  physicians  to  gain  mastery 
over  disease  and  to  promote  the  general  welfare 
of  mankind.  Medicine  has  been  the  branch  of 
science  to  which  the  human  race  has  appealed 
for  improvement  to  cope  with  the  great  social 
and  industrial  problems  which  have  arisen  with 
the  evolution  of  civilization.  The  medical 
profession,  more  than  any  other  professional 
group,  has  contributed  in  a very  great  measure 
to  the  active  forces  which  have  shaped  our 
civilization — the  awakening  of  free  thought, 
free  conscience,  the  recognition  of  the  solidarity 
of  man,  and  the  need  of  self-discipline  in  every 
individual,  in  the  feeling  of  social  obligation, 
self-sacrifice,  and  altruism.  These  strong  forces 
have  shaped  the  destiny  of  the  human  race. 

The  history  of  the  doctor  covers  the  rise  and 
fall  of  great  empires,  revolutions  in  social  wel- 
fare, and  even  great  climatic  and  geologic 
changes  which  have  led  to  the  establishment  and 
modification  of  the  habits  of  the  human  race. 
Physicians  over  the  centuries  have  pursued  a 
noble  calling,  exercising  the  principal  powers  in 
many  countries  long  before  the  priests,  the 
politicians,  and  the  lawyers.  Doctors  held 
many  important  offices,  served  as  national 
advisers,  judges,  and  even  rulers.  During  the 
revolutionary  days,  physicians  were  principals 
in  the  planning;  the  message  that  the  British 
were  coming  was  carried  by  a physician — - 
assisted  by  Paul  Revere;  the  Boston  Tea  Party 
was  contrived  by  three  doctors,  and  no  law  or 
legislation  was  passed  in  those  times  unless 
approved  by  the  physicians  of  the  borough. 

As  we  review  these  historical  events,  we 
realize  the  dominant  influence  that  physicians 
have  played  in  the  progress  of  civilization.  Yes, 
the  physicians  were  leaders.  History  is  repeat- 
ing itself.  It  is  evident  that  physicians  and  this 
Society  must  again  take  the  leadership  in  the 
social,  political,  economic,  and  moral  issues  of 
the  day,  if  we  are  to  survive  in  this  modern 
and  progressive  world. 

This  year,  I suppose  in  many  respects,  has 
been  a year  like  any  other  year.  In  a philo- 
sophical way,  it  has  been  a time  when  fear  could 
have  been  the  greatest  sin,  when  work  has  been 
the  best  play,  when  giving  up  could  have  been 
the  greatest  mistake,  when  life  is  becoming  the 
greatest  puzzle,  and  death  is  the  greatest 
mystery,  when  the  greatest  comfort  is  knowing 
that  you  have  done  your  best.  It  has  been  a 
year  when  common  sense  has  become  the 
greatest  need. 

We  have  had  the  privilege  of  living  and 
practicing  our  profession  in  the  most  wonderful 
land  on  earth — a land  where  never  before  have 
so  many  individuals  had  so  much.  Fourteen 
million  people  have  been  taken  off  the  poverty 
list.  Last  year,  for  the  first  time,  the  median 
family  income  rose  to  $8,000;  the  number  of 
familes  living  on  $5,000  has  dropped  58  per 
cent.  One  hundred  fourteen  million  Americans 
have  more  than  1 automobile;  97  million  have 
one  television  set,  and  many  have  more  than 
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one.  The  national  gross  product  in  1968  in- 
creased to  915  billion,  the  largest  in  the  world. 
Last  year  a production  miracle  happened  in  this 
country.  Our  factories  produced  goods  almost 
equal  to  the  combined  output  of  Russia  and 
Western  Europe.  Our  electrical  production 
exceeded  the  combined  capacity  of  Japan,  the 
Soviet  Union,  and  Western  Europe.  Our 
farmers  produced  13  per  cent  of  the  world 
wheat,  46  per  cent  of  the  corn,  and  20  per  cent 
of  the  meat,  enough  to  feed  the  200  million 
Americans  and  much  of  the  world  besides. 

Along  with  these  accomplishments,  the  educa- 
tional desires  and  advantages  of  many  citizens 
have  surpassed  all  comprehension.  Six  and 
one-half  million  students  have  registered  in  our 
colleges  and  universities — a boast  no  other 
nation  can  make.  Older  people  are  also  seeking 
the  status  of  the  cap  and  gown  and  a substantial 
percentage  are  taking  advanced  educational 
courses. 

On  the  sobering  side  of  life,  there  are  factors 
which  tend  to  offset  these  accomplishments  and 
are  affecting  the  stability  of  our  nation.  The 
increasing  taxation  rates,  the  decline  in  the 
purchasing  power  of  the  dollar,  the  increasing 
high  cost  of  living,  inflation,  the  expenditures 
on  welfare  programs — all  are  threatening  trends. 
During  1967  and  the  early  part  of  1968,  the 
states,  particularly  New  York  State,  have  been 
attempting  to  translate  legislation  into  func- 
tional programs.  The  state  budgets  have  in- 
creased approximately  a billion  dollars  per  year. 
States  have  used  various  methods  of  collecting 
funds  to  defray  these  expenses.  New  York 
State  has  used  the  income  tax  which  has  resulted 
in  the  second  highest  individual  state  income 
tax  in  the  country  ($83.29  per  person).  New 
York  State  paid  social  insurance  benefits  last 
year  to  nearly  two  and  a half-million  people. 
Nearly  23  million  dollars  have  been  paid  for 
vocational  rehabilitation,  nearly  one  million 
to  the  crippled  and  aged,  6.5  million  for  maternal 
and  child  welfare,  and  the  largest  amount  of 
money  in  the  country,  $912  per  student,  for 
public  elementary  and  secondary  education. 

In  the  world  of  science,  this  nation  has  sur- 
passed all  nations  of  the  world.  This  year  we 
reached  the  millennium  in  accomplishments. 
The  preciseness  and  accuracy  by  which  the  trip 
to  the  moon  was  canned  out  emphasizes  this 
fact.  Those  great  men  had  faith — faith  in  them- 
selves, faith  in  their  fellow  scientists  on  the 
ground,  and  faith  in  Almighty  God.  This 
extraordinary  scientific  feat  not  only  demon- 
strates the  great  courage  of  three  men  but  also 
the  trusted  relationship  which  existed  between 
them  and  their  fellow  men  on  the  team.  It  has 
set  an  unprecedented  example  of  what  science 
can  accomplish  when  directed  in  a cooperative 
manner.  It  leads  the  way  for  many  other 
events  for  the  betterment  of  life,  particularly 
in  the  many  things  that  can  be  accomplished  in 
medicine  if  we  work  together  in  a scientific 
atmosphere. 

With  all  of  these  developments,  our  people 
realize  that  health  is  the  most  treasured  gift  of 
life.  The  desire  to  live  well  and  long  is  in- 


tense and  universal.  They  not  only  want  good 
health  and  the  chance  to  live  in  comfort,  they 
seek  the  most  modern  medical  care.  These 
hopes  come  from  people  in  all  strata  of  life,  all 
ages,  regardless  of  place  of  living.  They  want 
to  be  treated  as  a whole  person,  not  just  a 
disease  entity.  They  realize  that  it  is  the  cure 
that  counts.  They  also  want  some  of  that  old 
ointment  known  as  “tender  loving  care”  from 
the  “little  black  bag.” 

As  president  of  this  Society,  I have  come  to 
realize  more  than  ever  the  importance  of  the 
practice  of  medicine  to  these  events — to  human 
desires,  to  the  national,  economic,  scientific, 
and  educational  changes.  I have  come  to 
appreciate  the  important  relationship  which  our 
profession  must  have  to  the  total  life  of  our 
people  and  the  nation.  Never  before  has  our 
profession  been  given  the  modern  thoughts, 
technics,  and  tools  to  become  a strong  com- 
ponent of  this  new  America.  Our  responsibility 
to  provide  the  most  modern  and  scientific  care 
for  everybody  is  overwhelming  and  startling. 
Our  modern  technology  has  advanced  so  fast 
and  so  far  that  in  accepting  these  ultramodern 
technics  and  materials,  we  are  compelled  to 
think  more  deeply  of  the  morality  and  the  ethics 
of  human  relations.  The  biologic  explosion, 
changing  philosopy  of  family  planning,  fabrica- 
tion of  artificial  organs  and  materials,  organ 
transplants,  modern  psychiatry  and  therapy, 
agents  for  prolongation  of  life  have  given  us  the 
power  of  life  and  death  as  never  before — an 
authority  which  we  hold  in  our  minds,  our 
hearts,  and  our  hands.  These  responsibilities, 
together  with  the  public  demand  for  complete 
modern  care,  make  us  realize  that  we,  as  physi- 
cians, as  those  in  history,  have  a great  role  in 
the  future  existence  of  this  nation.  It  is  clear 
that  our  profession  must  assume  the  director- 
ship of  the  health  of  our  people.  No  other 
people  can  ever  substitute  for  these  preroga- 
tives. 

Society  Structure.  Realizing  these  national 
and  world  events,  your  officers,  Council, 
Board  of  Trustees,  and  many  committee  chair- 
men have  thought  it  necessary  to  structure  this 
Society  so  that  it  could  reflect  its  power  and  its 
influence  from  the  center  of  the  political, 
economic,  scientific,  and  educational  ring.  It 
was  the  opinion  that  the  Society  should  be 
welded  together  to  be  made  stronger.  This  year 
attempts  have  been  made  to  accomplish  this 
amalgamation  by  strengthening  the  communica- 
tion and  participation  of  all  parts  of  our  Society. 
The  standing  committees  have  been  restruc- 
tured to  consist  of  a three  level  arrangement — 
State,  district,  and  county.  Two  meetings  of 
the  presidents  of  all  county  societies  have  been 
called  with  almost  100  per  cent  attendance. 
We  were  encouraged  by  the  enthusiasm  and 
knowledge  that  these  presidents  displayed. 
The  county  societies  are  the  inner  machinery 
that  makes  this  Society  functional  and  alive. 

District  Reorganization.  We  must,  at  this 
time,  consider  reorganization  of  the  district 
branches  so  that  these  geographic  areas  will  be 
related  to  the  political,  economic,  educational, 
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and  health  planning  districts  within  our  State. 
These  districts  must  be  strengthened  in  order 
to  participate  in  medical  care  distribution. 

Comprehensive  Health  Planning.  The  Com- 
prehensive Health  Planning  and  Partnership 
for  Health  legislation  were  drafted  by  a team  of 
representatives  from  the  Association  of  State 
and  Territorial  Mental  Health  Officers,  and 
the  United  States  Public  Health  Service.  It 
was  signed  into  law  by  the  President  in  1966. 
The  purpose  was  to  promote  a tying  together 
of  the  hospital,  manpower,  and  population 
health  needs  to  permit  more  rational  decision- 
making and  enable  the  states  to  provide  more 
meaningful  direction  of  the  total  health  effort. 

Our  Society  was  directed  by  those  in  charge 
to  become  active  in  the  organization  of  such 
planning,  “if  we  were  to  have  anything  to  do 
with  future  health  care.”  The  program  be- 
came the  number  one  objective  of  our  Society. 
A strong  Comprehensive  Health  Planning 
Committee,  consisting  of  22  members  from 
various  parts  of  the  State,  was  appointed  and 
together  with  the  Public  Relations  Committee, 
studied  the  law  carefully. 

Thirteen  area-wide  conferences  were  held 
throughout  the  State — not  only  to  explain  the 
details  of  the  program  but,  more  specifically, 
to  promote  county  comprehensive  health  plan- 
ning committees.  It  was  the  opinion  of  the 
officers,  Council,  and  Comprehensive  Health 
Planning  Committee  that  organization  should 
start  at  the  community  level  with  the  thought 
that  from  such  primary  committees,  individuals 
with  expertise  in  all  fields  of  health  could  be 
chosen  to  serve  on  the  larger  area-wide  com- 
missions. Also,  the  county  medical  societies 
were  encouraged  to  take  the  leadership  in  the 
community  so  that  local  communities  would  be 
able  to  determine  their  health  needs  and  be  in 
position  to  collect  data  and  information  for 
future  planning.  It  is  the  hope  of  the  Compre- 
hensive Health  Planning  Committee  that  every 
county  will  complete  such  committees  very  soon. 
It  is  keeping  a log  book  recording  the  progress. 
Every  county  president  has  the  “Blue  Print 
for  Organization.”  Many  counties  have  com- 
pleted such  organization  and  physicians  have 
found  that  citizens  of  the  area  were  most  en- 
thusiastic and  encouraged  to  have  the  leader- 
ship come  from  the  medical  profession.  Our 
citizens  are  with  us.  They  are  our  friends. 

Continuing  Medical  Education — Quality  Care. 
The  officers,  Council,  and  members  of  the 
Society  have  long  been  interested  in  continuing 
medical  education  and  quality  medical  care, 
aspects  of  medicine  which  are  interrelated. 
The  Society,  through  its  Continuing  Medical 
Education  Committee  and  Commission  on 
Standards  of  Medical  Care,  has  been  studying 
these  problems.  From  this  study,  it  is  apparent 
that  only  through  a cooperative  effort  by  those 
involved  in  medical  care  and  education,  such  as 
the  medical  colleges,  health  departments, 
Regional  Medical  Programs,  and  our  Society 
can  a sustained  program  be  maintained  through- 
out the  State. 


Your  president  called  a meeting  of  the 
presidents  and  deans  of  the  medical  colleges 
of  the  State,  the  directors  of  the  Regional 
Medical  Programs,  the  Commissioner  of  Health 
of  New  York  State,  and  representatives  of  the 
State  Medical  Society  to  discuss  the  many 
problems  of  medical  care  and  education  in  this 
State  and  also  to  inform  them  of  the  many 
educational  activities  of  this  Society.  It  is 
imperative  that  a committee  of  these  organiza- 
tions be  formed  and  charged  with  the  responsi- 
bility for  the  coordination  of  all  facets  of  medical 
care:  to  increase  medical  manpower,  to  provide 
continuing  medical  education,  and  to  promote 
quality  medical  care  for  all.  Too  long  have  we 
all  got  on  our  horses  and  gone  off  in  all  direc- 
tions. 

Relative  Value  Scale.  Several  years  ago  the 
House  of  Delegates  mandated  that  a study 
concerning  physicians’  fees  be  conducted 
throughout  the  State.  The  Committee  on 
Economics  and  the  officers  of  the  Society  spent 
many  hours  during  the  past  year  attemoting 
to  find  the  most  feasible  and  economical  ap- 
proach to  the  problem.  I am  happy  to  report 
that  the  study  is  now  underway  and  will  be 
completed  within  one  year.  The  project  will 
be  financed  by  the  Medical  Society  of  the  State 
of  New  York  and  the  Seven  Blue  Shield  Plans 
of  New  York  State,  each  contributing  $50,000 
to  defray  the  total  cost  of  $100,000.  The 
study  will  be  funded  by  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion. Peat,  Marwick,  Mitchell  & Company,  a 
firm  of  statisticians  and  actuaries  with  a 
national  reputation,  will  conduct  the  survey. 

A questionnaire  using  nomenclature  suggested 
by  the  specialty  societies  and  general  practi- 
tioners for  all  categories  of  medicine  has  been 
designed.  It  will  be  necessary  to  validate  these 
questionnaires,  and  representatives  of  the  Peat, 
Marwick,  Mitchell  & Company,  properly 
identified,  will  discuss  these  questionnaires  with 
300  to  400  physicians  picked  at  random.  After 
the  validity  of  the  questionnaires  is  established, 
they  will  be  sent  to  20  per  cent  of  the  physicians 
in  rural,  urban,  and  suburban  areas  of  the 
State,  again  chosen  at  random.  The  identity  of 
all  physicians,  either  by  name  or  code,  will  be 
kept  strictly  confidential.  We  are  not  inter- 
ested in  income  tax  returns,  patients  or  doctors 
names,  or  any  personal  material.  We  are 
interested  only  in  statistical  figures. 

When  the  data  are  analyzed,  certain  equaliz- 
ing statistical  formulas  will  be  applied  which 
will  yield  accurate  information  on  fee  levels 
in  different  areas  of  the  State  and  according 
to  the  category  of  the  practice.  These  data 
will  be  given  to  the  State  Medical  Society  and 
Blue  Shield  Plans.  From  the  data,  conversion 
factors  can  be  estimated  for  the  present  cost  of 
living  and  also  can  be  updated  as  the  cost  of 
living  index  rises.  Fee  levels  will  be  the  “usual” 
for  the  doctor,  “customary”  for  the  area,  and 
“reasonable”  to  allow  for  special  consideration. 

The  physicians  of  this  Society  have  been 
fighting  for  usual,  customary,  and  reasonable 
fees  for  years  as  the  most  equitable  method  for 
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physicians  and  for  patients  to  provide  full 
payment  for  covered  services.  The  study  must 
be  completed  this  year,  if  we  are  to  preserve 
this  method  of  payment  and  not  have  govern- 
ment regulations  dictate  fixed  fee  schedules. 
You  must  heed  my  warning. 

Cost  of  Medical  Care  and  Patient  Care.  Dur- 
ing this  year,  the  Medical  Society  of  the  State 
of  New  York  has  been  concerned  by  the  rising 
cost  of  medical  care  in  this  State  and  the  nation. 
In  analysing  the  reasons  for  this  rise,  the 
Society  emphasizes  that  a clear  definition  of 
“medical  care"  must  be  stated.  We  cannot 
speak  of  the  cost  of  medical  care  in  one  breath. 
Two  important  aspects  of  the  problem  which 
must  be  defined  are  medical  care  and  patient 
care.  James  E.  Bryan  draws  a most  accurate 
distinction  between  these  two  aspects  in  his 
book  entitled,  “The  Role  of  the  Family  Physi- 
cian in  America’s  Developing  Medical  Care 
Program,”  1968.  I quote:  “Medical  care 

embraces  the  whole  complex  of  institutions, 
facilities,  professional  and  technical  personnel, 
and  community  services  that  are  available  for 
health  maintenance,  the  control  of  disease,  and 
rehabilitation  of  the  sick  and  injured.  Patient 
care  refers  to  that  portion  of  all  this  complex 
of  facilities,  and  services,  which  a physician  will 
find  to  be  required  to  meet  the  present  and 
specific  needs  of  an  individual  person.”  Rarely, 
if  ever,  when  discussing  cost,  has  there  been  a 
differential  made  between  these  two  dichot- 
omies, medical  or  patient  care. 

Medical  Care.  The  cost  of  “medical  care,” 
in  this  context,  includes  all  expenses  created 
in  the  operation  of  the  hospital.  This  involves 
salaries  of  all  of  the  labor  forces.  A report 
concerning  the  salaries  of  these  groups,  in  short 
term,  nongovernmental  hospitals  in  New  York 
State,  recently  published  by  Associated  Hospital 
Service  of  New  York,  revealed  the  following 
salary  increases  during  the  past  five  years. 
Salaries  for  hotel  type  of  service  increased  34.7 
per  cent;  nursing  service  increased  46.3  per 
cent;  general  patient  care  increased  79.5  per 
cent;  ancillary  care  increased  65.4  per  cent;  and 
nonoperating  salaries  increased  49  per  cent. 
This  labor  increase  is  duplicated  in  every  hospi- 
tal in  the  State  and  nation.  It  is  the  true 
reason  for  the  rising  cost  of  medical  care. 
Statistics  published  indicated  that  hospital 
costs  have  increased  125  per  cent  in  the  past 
twenty  years,  most  of  it  occurring  in  the  past 
decade. 

Patient  Care.  Patient  care,  which  is  the 
physician’s  care  and  cost,  is  a separate  entity. 
It  has  been  published  that  there  has  occurred 
an  increase  in  the  level  of  physicians’  fees. 
National  figures  indicate  that  physicians’  fees 
have  risen  12.8  per  cent  from  June,  1966,  to 
June,  1968,  compared  to  a rise  over  the  same 
period  of  the  Consumer  Price  Index  of  6.9 
per  cent.  This  most  significant  rise  in  physi- 
cians’ fees  occurred  in  the  first  half  of  1968 
when  there  was  an  increase  of  6.48  per  cent. 
In  attempting  to  find  out  why  the  increase  had 
occurred  at  that  time,  research  by  several  groups 


indicated  that  it  was  in  keeping  with  the  in- 
crease in  the  cost  of  living  index  which  rose 
considerably  in  the  latter  half  of  1967.  This  is 
indicated  as  follows:  food  costs  increased  4.2 

per  cent;  housing  costs  increased  5.4  per  cent; 
apparel  costs  increased  6.3  per  cent;  home 
owner  costs  increased  11  per  cent;  and  recrea- 
tion costs  increased  4.9  per  cent.  It  is  interest- 
ing to  note  that  physicians’  fees  decreased  in  the 
latter  half  of  1968. 

It  can  be  noted  that  the  cost  of  hospital  care 
far  exceeds  the  cost  of  physician  care.  Hospital 
care  increased  125  per  cent  in  the  past  twenty 
years  physician  care  increased  12.8  per  cent 
during  these  years. 

This  comparison  is  again  emphasized  in  the 
cost  of  the  Medicaid  program  which  was  voted 
into  law  by  our  legislators  over  strong  objection 
of  the  medical  profession  and  other  conserva- 
tive-thinking groups.  Much  unfair  publicity 
has  been  given  to  the  rising  cost  of  the  program, 
implying  that  physicians’  fees  were  the  primary 
cause  of  such  an  increase.  To  disprove  these 
accusations,  I would  like  to  present  the  actual 
cost  of  all  phases  of  the  Medicaid  program  as 
obtained  from  the  Budget  Department  of  New 
York  State,  January  22,  1969. 


Cost 

Per  Cent 

Total 

$1,044,000,000 

G00) 

Hospital 

444,000,000 

(42.5) 

Dentist 

138,000,000 

(13.3) 

Nursing  Home 

123,000,000 

(118) 

Physicians 

95,000,000 

(9.1) 

All  others* 

244,000,000 

(23 . 3) 

* All  others  were 

not  identified  by  individual 

items  of  cost. 

Although  these  statistics  revealed  that  9.1 
per  cent  of  the  cost  was  paid  for  physician  care, 
it  again  means  that  we  cannot  speak  of  medical 
care  in  one  breath  and  must  look  at  all  factors 
to  assess  the  true  cost.  The  unadulterated 
truth  is  that  this  legislation  was  passed  without 
proper  vision  as  to  its  future  cost.  If  any 
blame  is  to  be  placed,  the  taxpayer  should  look 
to  their  legislators  not  the  physicians.  We  have 
done  our  part. 

The  staggering  cost  of  the  program,  due  to  a 
real  push  by  the  people  to  get  something  for  noth- 
ing, has  about  caused  our  State  to  go  broke. 
Authorities  and  the  Legislature  have  had  to 
consider  an  entrenchment  of  the  program. 
This  precipitated  the  unjust  recommendation 
to  reduce  physicians’  fees  by  20  per  cent. 
Based  on  the  9.1  per  cent  paid  to  physicians  last 
year,  such  calculation  does  not  need  the  com- 
puter to  establish  its  irrationality. 

On  February  4,  we  had  a meeting  with  the 
Governor  and  his  staff  and  Hollis  Ingraham, 
M.D.,  and  his  staff  to  discuss  this  very  topic, 
namely  the  reduction  of  20  per  cent  in  physi- 
cians’ fees  in  the  Medicaid  program.  Facts 
and  figures  were  presented  to  the  Governor  in 
support  of  the  views  of  the  medical  profession. 
The  Governor  did  not  realize  that  fees  for 
Medicaid  services  were  established  in  1965 
and  had  not  changed  in  keeping  with  the  cost  of 
living  index.  Following  our  discussion,  the 
Governor  sent  word  to  me  that  no  action  would 
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be  taken  on  the  20  per  cent  reduction  in  the 
physicians’  fees  at  the  present  time.  The 
decision  was  an  administrative  one  and  does  not 
necessarily  have  to  go  to  the  Legislature  for 
action. 

Today  I have  reported  to  you  some  of  the 
accomplishments,  programs,  and  problems 
which  have  been  part  of  the  action  of  your 
Society  and  which  affect  you  as  its  members. 

It  is  a momentous  time  in  our  history  and 
demands  more  than  ever  that  we  assume  the 
leadership  in  all  phases  of  health  care.  This  is  a 
world  in  which  silent  people  are  soon  ploughed 
under  by  the  juggernaut  of  political  and  social 
power.  It  is  a time  fraught  with  serious  and 
far-reaching  consequences,  when  our  voices 
must  be  loud  and  clear;  our  authority  and 
power  must  be  united.  The  Society  is  strong; 
its  membership  provides  the  best  medical  care 
in  the  world;  its  position  in  the  community 
cannot  be  replaced;  and  its  expertise  is  un- 
surpassed. However,  we  must  have  the  co- 
operation of  every  member. 

To  those  fellows  who  participate  in  the 
function  of  the  Society,  spending  many  hours 
working  for  the  good  of  its  members,  I extend 
my  appreciation  and  commendation. 

But,  to  those  who  whine  about  dues  and 
snarl  at  the  leadership,  and  those  who  are 
inert,  never  raise  a finger  or  a voice,  like  a 
burned  out  ember  or  a dead  fish  in  the  bottom 
of  the  sea,  I say,  wake  up,  get  off  the  shoulders 
of  your  colleagues  and  get  into  the  millstream 
of  medical  activity. 

To  the  less  than  1 per  cent  who  charge  ex- 
cessive fees  and  blacken  the  image  of  a great 
profession,  I say,  have  constraint  and  a con- 
science. 

We  all  are  needed  to  do  the  job  that  is  right- 
fully ours.  We  must  take  the  leadership  and 
work  with  others  concerned  with  our  health 
problems  and  together  prepare  for  an  era  of  high 
quality  medical  care  for  all. 

I would  like  to  take  this  opportunity  to 
express  my  deep  appreciation  for  all  of  the 
assistance  given  to  me  by  everyone  in  the 
Society.  Dr.  Henry  Fineberg  has  been  my 
constant  coach  and  adviser.  To  him,  I express 
my  deep  thanks  and  admiration.  To  those 
in  the  office  who  carry  out  the  daily  duties, 
the  officers,  the  Council,  Board  of  Trustees, 
and  chairmen  of  all  committees  that  have 
worked  so  hard,  I express  my  sincere  apprecia- 
tion. For  the  excellent  work  of  the  Public 
Relations  Committee,  I am  deeply  grateful. 

And  also  to  the  Woman’s  Auxiliary  and  Mrs. 
Biglan  who  have  helped  carry  out  our  programs. 

In  closing,  I would  like  to  quote  the  words  of 
Dr.  Albert  Einstein: 

Strange  is  our  situation  here  on  earth. 
Each  of  us  comes  for  a short  visit,  not  know- 
ing why,  yet  sometimes  seeming  to  divine  a 
purpose. 

From  the  standpoint  of  daily  life,  however, 
there  is  one  thing  we  do  know;  that  man  is 
here  for  the  sake  of  other  men- — above  all 
for  those  on  whose  smile  and  well-being  our 
own  happiness  depends,  and  also  for  the 


countless  unknown  souls  with  whose  fate 
we  are  connected  by  a bond  of  sympathy. 
Many  times  a day  I realize  how  much  my 
own  outer  and  inner  life  is  built  on  the 
labors  of  my  fellow  man,  both  living  and 
dead,  and  how  earnestly  I must  exert  myself 
in  order  to  give  in  return  as  much  as  I have 
received.  My  peace  of  mind  is  often  troubled 
by  the  depressing  sense  that  I have  borrowed 
too  heavily  from  the  work  of  other  men. 
Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  President 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

The  reports  of  Edward  C.  Hughes,  M.D., 
were  reviewed  in  their  entirety. 

His  primary  efforts  were  directed  toward 
Comprehensive  Health  Planning,  the  Relative 
Value  Scale,  and  improving  communications 
within  the  Society  through  employment  of  the 
district  branches  and  component  county  medical 
societies.  The  theme  of  his  administration  has 
been  “unanimity  of  action  and  thinking.” 
Our  president  has  recognized  that  Comprehen- 
sive Health  Planning,  as  Federal  legislation, 
was  the  most  important  legislation  relative 
to  our  profession  ever  passed  in  our  time  and 
that  it  was  imperative  for  the  Society  to  study 
the  legislation  in  depth  and  to  bring  information 
on  this  legislation  to  the  physicians  throughout 
the  State.  He  added  that  it  is  the  first  time 
the  physicians  have  attempted  to  take  the 
leadership  in  health  planning.  He  urged  the 
presidents  of  those  county  societies  who  have 
not  started  to  take  this  leadership  to  proceed 
immediately  with  the  formation  of  local  com- 
mittees. 

In  relation  to  the  Relative  Value  Scale,  the 
Society  has  begun  a scientific  and  objective 
study  on  usual,  customary,  and  reasonable  fees 
as  they  exist  in  the  various  regions  of  our  State 
at  the  present  time.  This  study  is  unique. 
Many  individual  doctors  will  be  contacted  to 
aid  in  the  completion  of  this  study.  Our 
president  points  out  that  Robert  E.  Westlake, 
M.D.,  chairman  of  the  Economics  Committee, 
has  contributed  much  of  his  time  and  talents 
to  this  program  and  is  to  be  highly  commended 
for  his  efforts.  Anonymity  of  the  physicians 
involved  in  this  study  is  guaranteed,  and  their 
participation  is  earnestly  solicited. 

The  shortage  of  physicians,  particularly  in 
the  rural  areas  in  our  State,  is  a problem  that 
our  president  has  studied  for  many  years,  and 
he  predicts  that  physician  service  in  certain 
rural  areas  will  be  almost  nonexistent  in  ten 
years  unless  something  drastic  is  done  soon. 
A plan  is  under  way  to  meet  with  the  deans 
of  the  medical  schools  in  our  State  to  make 
recommendations. 

Our  president  is  to  be  commended  on  his 
philosophical  and  historical  presentation  to  the 
House.  He  reiterated  that,  “it  is  clear  that 
our  profession  must  assume  the  directorship 
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of  the  health  of  our  people,  no  other  people 
can  ever  substitute  for  these  prerogatives.” 

In  relation  to  the  Medicaid  program  in  New 
York  State  the  expense  of  which  has  been 
astronomical,  rather  than  economical,  for  which 
the  medical  profession  has  been  maligned  by 
the  press  and  by  public  officials.  Dr.  Hughes 
points  out  that  only  9.1  per  cent  of  the  monies 
involved  have  been  paid  to  physicians  in  the 
last  year.  He  appeals  to  the  less  than  one  per 
cent  of  our  profession  who  charge  excessive 
fees  and  blacken  the  image  of  our  profession 
to  have  restraint  and  a conscience.  Your  com- 
mittee feels  it  is  preferable  and  more  efficient 
that  the  control  of  this  small  minority  be  a 
responsibility  of  the  Medical  Society  rather  than 
subject  to  legislative  action. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-80.  ‘‘Hot  Line”  Communication  on  “Secondary 
Licensure” 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
at  its  1968  session  disapproved  of  “secondary 
licensure”  of  physicians,  as  expressed  in 
resolution  68-54:  “ Resolved , That  the  Medi- 
cal Society  of  the  State  of  New  York,  to 
insure  free  choice  for  Medicaid  recipients, 
request  the  withdrawal  of  administrative 
regulations  effecting  ‘secondary  licensure’ 
and 

Whereas,  The  “secondary  licensure”  of 
physicians  operates  to  defeat  the  1967 
Federal  amendments  to  the  Social  Security 
Laws  intended  to  provide  free  choice  of 
physician  to  Medicaid  recipients;  now  there- 
fore be  it 

Resolved,  That  the  1969  House  of  Dele- 
gates strongly  disapprove  the  actions  of 
Edward  C.  Hughes,  M.D.,  president  of  the 
Medical  Society  of  the  State  of  New  York, 
for  his  statement,  as  published  in  the  “hot 
line”  communication  dated  January  21, 
1969,  which  supported  the  administrative 
qualification  of  licensed  physicians;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  be  requested  to  issue 
another  “hot  line”  communication  in  which 
there  is  a restatement  of  the  position  of  the 
House  of  Delegates  as  issued  in  resolution 
68-34:  “ Resolved , That  the  Medical  Society 
of  the  State  of  New  York,  to  insure  free 
choice  for  Medicaid  recipients,  request  the 
withdrawal  of  administrative  regulations 
effecting  ‘secondary  licensure.’  ” 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

After  careful  study  and  deliberation  with 
reference  to  the  “hot  line”  letter,  your  com- 
mittee concluded  that  Dr.  Hughes  did  in  no 


way  state  his  personal  views  or  that  of  the 
Society  on  that  subject  but  merely  reiterated 
the  regulations  of  the  New  York  State  Depart- 
ment of  Health  relative  to  Medicaid.  Dr. 
Hughes  was  successful  in  securing  a one-year 
moratorium  for  the  implementation  of  these 
regulations  and  stated  that  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion is  prepared  to  assist  physicians  in  qualifying 
under  these  regulations. 

Your  committee  wishes  to  commend  Dr. 
Hughes  for  his  excellent  performance  in  a trying 
and  busy  year  during  which  he  held  the  reins 
of  our  Society. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  embody- 
ing disapproval  of  resolution  69-80. 

President-Elect 

To  the  House  of  Delegates,  Gentlemen: 

I would,  indeed,  be  less  than  human  if  I did 
not  have  a feeling  of  great  pride  in  the  honor 
this  House  has  bestowed  on  me  by  electing  me 
president  of  the  Medical  Society  of  the  State 
of  New  York,  one  of  the  oldest  and  largest 
medical  societies  in  the  country.  For  this 
honor,  I am  truly  grateful. 

I am  not  unmindful  of  the  responsibilities 
that  go  with  this  honor.  As  a member  of  the 
House  since  1942,  I have  had  the  privilege  of 
observing,  at  first  hand,  the  competence  and 
diligence  of  many  of  my  distinguished  pre- 
decessors and  their  unselfish  devotion  to  medi- 
cine and  the  people  we  serve.  They,  along  with 
many  other  members  of  our  Society  who  have 
not  held  high  office,  have  devoted  much  of  their 
professional  lives  to  the  solution  of  health 
problems  affecting  better  medical  care  for  the 
public. 

I have  always  considered  myself  most  for- 
tunate to  have  had  the  opportunity  to  study 
medicine  and  become  a practicing  physician. 
I take  great  pride  in  our  profession  and  feel 
that  there  is  nothing  more  gratifying  and  re- 
warding than  the  service  we  render  others  in 
the  daily  performance  of  our  professional  prac- 
tice. It  is  my  sincere  belief  that  most  physi- 
cians have  this  attitude  and  are  dedicated 
to  their  profession. 

Now  that  it  has  become  my  privilege  to  follow 
in  the  footsteps  of  William  McClelland  and  his 
illustrious  successors,  I am  afforded  the  op- 
portunity to  repay  some  of  the  great  debt  I 
owe  to  the  profession  of  medicine. 

The  rich  heritage  of  their  unselfish  endeavor 
to  advance  the  science  of  medicine  and  improve 
the  health  care  of  our  people  should  be  an  in- 
spiration to  all  of  us  to  redouble  our  efforts  in 
the  future. 

These  are  days  of  great  economic,  educational, 
and  social  upheaval,  and  along  with  this  has 
come  a rapidly  accelerated  change  in  the  concept 
of  health  care.  Among  the  many  contributing 
factors  responsible  for  this  change,  are  the 
tremendous  technical  and  scientific  advances 
made  in  medicine  since  World  War  II,  greater 
than  in  any  previous  period  of  history. 
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To  name  just  a few  of  these  advances,  we  have 
the  use  of  antibiotic  and  corticosteroids,  hor- 
mone therapy  to  increase  or  decrease  fertility, 
organ  transplants,  kidney  dialysis,  eye  banks, 
electronic  laboratory  analysis,  microsurgery, 
cardiovascular  surgery  and  modern  coronary 
care,  cryotherapy  and  the  use  of  ultrasonic 
sound,  cobalt  therapy,  polytomography  and  the 
work  in  viral  diseases  and  the  synthesis  of 
DNA  (desoxyribonucleic  acid). 

Along  with  all  of  these  advances  have  come 
radical  changes  and  problems.  Many  of  the 
new  forms  of  diagnosis  and  treatment  require 
expensive  equipment  which,  of  necessity,  must 
be  in  hospitals  or  medical  centers.  Their  use 
often  requires  hospitalization.  This  in  itself 
causes  increased  hospital  utilization  and  in- 
creased cost. 

The  following  statistics  will  interest  you. 
It  is  estimated  that  in  1969  over  one  million 
New  Yorkers  will  require  hospitalization; 
twelve  years  ago  hospitals  employed  1.5  per- 
sons per  patient,  in  1967,  they  employed  3 
persons  per  patient,  in  1940  there  were  5 health 
workers  per  physician,  and  in  1967,  there  were 
13  health  workers  per  physician,  and  that  num- 
ber, it  is  established,  will  increase  to  17  by 
1970. 

The  total  expend  itures  for  health  care  rose 
from  12.9  billion  in  1950  to  the  present  figure 
of  47  billion  dollars  per  year. 

Paradoxically,  our  greatest  problem  has  been 
created  by  the  success  the  American  medical 
profession  has  had  in  playing  the  leading  role 
in  the  advancement  of  medical  science.  In 
these  days  of  urbanization,  rapid  transportation, 
and  an  inflationary  economy,  we  have  a rapidly 
changing  society.  It  is  characterized  by  great 
social  changes  with  growing  affluence  of  the 
majority  of  our  citizens,  yet  with  many  still 
living  in  abject  poverty.  This  has  brought 
about  an  unprecedented  increase  in  the  demand 
for  medical  services  not  accounted  for  by 
population  increase  alone. 

We  have  more  health  facilities  and  more 
manpower  than  ever  before.  There  are  more 
hospitals  in  this  country  than  in  the  rest  of  the 
world.  The  number  of  physicians  has  in- 
creased more  rapidly  than  the  general  popula- 
tion. From  1950  to  1966  the  population  in- 
crease was  29  per  cent.  The  number  of  physi- 
cians increased  34  per  cent.  In  1960  there 
was  one  physician  for  every  737  persons:  in 
1967  there  was  one  physician  for  every  658 
persons.  In  spite  of  all  these  facts,  we  cannot 
meet  the  present  demands  for  health  care. 

These  conditions  have  inevitably  brought 
about  one  disturbing  change  in  the  health  care 
field  which  has  been  most  resented  by  the 
majority  of  physicians.  This  is  the  increased 
participation  by  government,  not  only  locally 
but  also  at  the  state  and  Federal  levels.  How- 
ever, whether  we  like  it  or  not,  my  friends,  we 
must  face  reality.  Any  government  which  has 
spent  over  ten  million  dollars  yearly  since  1966 
to  finance  medical  research,  education,  and 
services,  is  in  the  field  to  stay! 

In  recent  years  there  has  been  an  increasing 


clamor  by  the  public  and  the  politician  for 
government  financing  of  health  care.  The 
glamour  of  the  benefits  of  modern  medicine,  in 
addition  to  its  increasing  costs,  have  been 
exploited  by  the  politician.  He  has  recognized 
the  political  power  he  can  wield  by  controlling 
them.  Health  care  has  become  the  third 
largest  industry  in  the  nation,  and  at  its  present 
rate  of  growth  it  has  been  projected  that  by 
1975  it  will  be  the  largest,  employing  1 of  every 
7 persons  in  this  country. 

Modification  of  our  attitude  toward  the  prac- 
tice of  medicine  is  an  absolute  necessity,  if  we 
are  to  continue  to  have  any  control  over  the 
future  destiny  of  our  profession,  with  preserva- 
tion of  a free  system  of  practice  and  personal 
physician  care  for  all  patients.  We  can  pre- 
serve the  best  features  of  high  quality  medical 
care  for  all  the  people  in  the  country,  if,  united, 
we  adopt  the  following  policies: 

We  must  accept  the  concept  of  government 
financing  of  health  care,  not  only  in  the  field 
of  education  and  research,  but  also  in  the 
planning  of  the  delivery  of  that  care. 

We  must  be  prepared  to  actively  participate 
in  the  planning  of  new  and  improved  methods 
of  organizing  and  rendering  health  care  to  all 
who  need  it. 

We  must  actively  participate  in  the  de- 
velopment of  better  methods  of  financing 
this  care  at  reasonable  costs. 

We  must  join  hands  with  those  not  only 
in  the  health  field  but  also  with  other  in- 
terested parties  in  a true  partnership  of 
community  health  planning. 

We  must  support  the  American  Medical 
Association  and  the  Association  of  American 
Medical  Colleges,  in  their  efforts  to  alleviate 
the  physician  manpower  shortage  without 
reduction  in  the  quality  of  education. 

We  must  learn  to  conserve  present  physi- 
cian manpower  by  relying  on  properly  trained 
ancillary  and  allied  professional  personnel 
to  render  some  of  the  services  once  thought 
to  be  the  exclusive  province  of  the  physician. 

New  concepts  and  developments  in  the 
delivery  of  health  care  are  inevitable  if  we  are 
to  satisfy  the  demands  of  our  present  day 
society.  Are  we  going  to  sit  by  and  let  them  be 
developed  by  others,  or  shall  we  participate 
in  their  development? 

Physicians  have  always  been  eager  to  experi- 
ment where  there  was  a reasonable  chance  that 
experimentation  would  lead  to  better  technic 
and  therapy.  Who  knows  better  than  we  the 
chances  of  success  or  failure  in  our  own  field? 

As  your  president  in  the  coming  year,  it  shall 
be  my  duty  to  carry  out  the  policies  of  this 
Society,  as  developed  by  the  House  of  Dele- 
gates and  the  Council.  I pledge  to  you  that  I 
shall  endeavor  to  faithfully  carry  out  that  duty. 
This  does  not  mean  that  I shall  not  speak  out 
from  time  to  time  and  attempt  to  mold  or 
change  that  policy,  if  in  so  doing  I believe  it 
to  be  in  the  best  interest  of  medicine  and  the 
patients  we  serve. 

Your  Society  has  been  fortunate  in  having 
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dedicated  men  as  its  officers,  trustees,  and  coun- 
cillors in  the  past  year  with  a splendid  staff 
headed  by  our  knowledgeable  and  hard  working 
executive  vice-president.  They  have  completed 
many  phases  of  a very  extensive  program  and 
have  initiated  other  worthwhile  projects  that 
must  be  carried  through  to  completion  in  the 
year's  ahead. 

Comprehensive  Health  Planning.  Public  Law 
89-749,  comprehensive  health  planning,  and 
the  subsequent  amendments,  PL  90-174,  pre- 
sented an  opportunity  and  a challenge  that  was 
met  head  on.  Reports  to  this  House  can  only 
give  you  an  inkling  of  the  amount  of  time  and 
effort  expended  by  countless  member's  of  this 
Society  and  its  staff  in  an  educational  endeavor 
to  bring  the  details  and  far-reaching  implica- 
tions of  this  act  to  not  only  the  physicians  of 
the  State  but  many  others,  in  an  all-out  effort 
of  cooperation  to  make  this  a true  “partnership- 
in-health”  project. 

Much  still  remains  to  be  done,  and  the  Com- 
mittee on  Comprehensive  Health  Planning  must 
be  allowed  to  continue  and  act  as  a source  of 
material  and  guidance  to  county  societies.  It 
should  also  study  new  developments  in  this 
field  and  recommend  future  policy  to  the  State 
Society. 

The  usual,  customary,  and  reasonable  fee 
concept  has  become  established  policy  of  our 
Society.  With  the  acceleration  of  third-party 
intervention  in  the  doctor-patient  relationship, 
it  has  become  essential  that  we  have  a true 
picture  of  what  doctors’  fees  actually  are  in  New 
York  State.  To  this  end  the  Medical  Society 
of  the  State  of  New  York  has  contributed  funds 
to  the  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  which  will  enable  the 
Foundation  to  employ  a firm  of  i.  .^partial 
experts  to  conduct  such  a survey.  This  will  be  a 
continuing  project  over  the  next  year  or  two, 
and  the  cooperation  of  all  members  of  this 
Society  is  essential  to  its  success. 

No  Society,  such  as  out's,  is  effective  without 
active  participation  at  the  grass  roots  level, 
and  in  the  past  year  an  attempt  has  been  made 
to  increase  that  participation  by  the  expansion 
of  the  State  committee  structure  to  include  all 
three  levels  of  organization,  State,  district,  and 
county.  This  can  only  succeed  by  developing 
strong  district  branch  organization  in  all  dis- 
tricts. It  is  absolutely  essential  that  all  dis- 
trict branch  committees  be  composed  of  repre- 
sentatives from  each  county  society  in  the 
district. 

This  would,  indeed  be  an  ideal  method  of 
improving  communications  between  the  State 
and  its  component  county  societies.  It  would 
be  totally  ineffective,  however,  without  the 
cooperation  of  all.  I believe  a further  attempt 
should  be  made  to  implement  this  with  a few 
key  committees  in  the  coming  year. 

We  are  all  looking  forward,  with  anticipation, 
to  the  fulfillment  of  what  was  once  only  a dream 
to  many  of  us,  the  ground  breaking  for  our  new 
building.  Work  on  the  actual  construction 
should  be  well  on  its  way  before  the  end  of  this 
year. 


It  is  not  my  intention  at  this  time  to  attempt 
to  review  the  work  and  future  plans  of  all  our 
commissions  and  committees.  The  work  of  this 
Society  has  become  so  complex  that  it  is  no 
longer  feasible  to  discuss  all  of  its  phases  at  a 
time  such  as  this. 

There  are  a few  which,  in  my  opinion,  are 
important  enough  to  touch  on  briefly  before 
concluding. 

Revision  of  Education  Law.  The  final  draft 
of  the  revision  of  the  Education  Law  should  be 
ready  for  legislative  action  at  this  session,  and 
we  must  be  prepared  to  make  a decision  whether 
or  not  we  can  support  it.  More  than  two  years 
of  hard  work  and  effort  have  gone  into  the 
attempt  to  write  a bill  which  would  streamline 
the  present  cumbersome  legislation  governing 
the  licensure  and  regulation  of  the  professions. 

This  streamlining  has  been  accomplished  but 
not  without  sacrifice  of  individuality  of  some 
of  the  professions,  particularly  ours.  It  is  my 
opinion  that  medicine  should  be  under  a separate 
act,  as  it  is  in  most  of  the  other  states,  and  not 
grouped  with  other  professions  under  the  State 
Education  Department.  While  this  is  polit- 
ically impossible  at  the  present  time,  I feel  we 
should  continue  to  work  to  eventually  ac- 
complish this  purpose. 

Revision  of  Constitution  and  Bylaws.  Speak- 
ing of  streamlining,  I am  reminded  that  our 
Constitution  and  Bylaws  are  in  need  of  com- 
plete review  and  revision.  This  would  require 
study  and  recommendations  by  a special  com- 
mittee that  will  devote  its  time  and  energy  to 
this  specific  project. 

Neighborhood  Health  Care  Centers.  As  a re- 
sult of  the  accelerated  demand  for  health  serv- 
ices and  the  inability  to  adequately  meet  these 
demands  with  high  quality  care  at  a reasonable 
cost,  particularly  in  such  areas  as  rural  com- 
munities on  the  one  hand  and  large  urban  dis- 
advantaged or  so-called  “ghetto”  areas  on  the 
other,  we  have  seen  government  financed  proj- 
ects being  initiated  in  ever-increasing  numbers. 
We  must  expect  more  neighborhood  health 
centers  under  the  Office  of  Economic  Oppor- 
tunity, the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare,  the  Department  of  Housing 
and  Urban  Development,  and,  now,  the  New 
York  State  Health  Department,  following 
enactment  of  Chapters  967  and  572  of  the  Laws 
of  1968. 

Once  again,  organized  medicine  is  faced  with  a 
challenge.  Shall  we  become  involved  in  the 
neighborhood  health  care  programs  or  shall 
we  let  others  assume  complete  responsibility? 

The  1967  economic  opportunity  amendments 
require  the  Office  of  Economic  Opportunity  “to 
solicit  and  consider  the  comments  and  recom- 
mendations of  local  medical  associations  in  the 
area”  before  approving  comprehensive  health 
services  under  section  222.  Both  Public  Health 
Service  and  Housing  and  Urban  Development 
staff  urge  local  planners  to  consult  the  local 
medical  profession  in  planning  such  projects. 

It  is  my  firm  belief  that  we  should  become 
involved,  and  I would  like  to  see  committees 
formed  for  this  purpose  in  all  county  societies 
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large  enough  to  be  individually  involved. 
District  branch  committees  should  be  organized 
to  represent  the  smaller  counties  which  are 
involved  only  on  a regional  basis.  These  com- 
mittees should  be  able  to  study  and  make 
constructive  recommendations  on  all  project 
applications  in  their  area  without  undue  delay. 
They  should  be  concerned  not  only  with  the 
necessity  for  but  also  the  quality  of  medical 
care  of  these  projected  programs. 

Study  of  Health  Care  System.  Much  research 
and  study  must  still  be  done  on  the  best  methods 
of  rendering  high  quality  health  care  and  medical 
services  to  all  the  people  of  this  State,  and 
I would  like  to  see  our  Division  of  Research  and 
Planning  make  a comprehensive  study  of  this 
problem.  Can  private  enterprise,  through 
groups  or  corporations,  devise  better  methods 
at  lower  cost  than  government?  This  question 
needs  further  study,  and  I am  convinced  we 
must  all  work  together  to  find  the  ultimate 
solution. 

When  God  created  the  osyter  he  gave  it 
complete  economic  and  social  security.  Its 
hard  shell  provided  housing  and  protection 
against  its  natural  enemies.  All  it  had  to  do 
was  open  its  shell  and  food  came  rushing  in. 

On  the  other  hand,  when  God  created  the 
eagle,  he  gave  him  the  sky  to  roam  and  put 
him  on  his  own.  The  eagle  built  his  own  home 
on  the  highest  mountain  peak  and  was  exposed 
to  the  elements.  He  flew  for  miles  and  miles,  in 
good  weather  and  bad,  often  buffeted  by  high 
winds,  rain,  or  snow,  in  search  of  food  for  his 
family.  Our  forefathers  in  their  wisdom,  when 
seeking  a symbol  for  our  country,  chose  the 
eagle.  Again,  times  and  conditions  change, 
and  the  majority  of  our  people  today  prefer  the 
security  of  the  oyster  to  the  hard-earned  freedom 
of  the  eagle. 

Whether  we  like  it  or  not,  public  opinion  in 
the  long  run  is  the  ultimate  force  that  determines 
the  social  and  economic  course  of  this  country, 
and  it  will  also  determine  the  future  pattern  of 
health  care. 

I have  been  a solo  private  practitioner  of 
medicine  all  my  professional  life,  and  I,  as  well 
as  most  of  you  here  today,  would  like  to  pre- 
serve this  kind  of  direct  doctor-patient  relation- 
ship, but  I am  convinced  that  this  is  not  going 
to  be  the  commonly  accepted  method  of  practice 
in  the  future.  If  we  are  to  preserve  any  of  the 
features  of  the  freedom  of  practice  we  still  enjoy 
today,  we  must  assume  leadership  in  molding 
public  opinion  and  legislation  on  health  matters 
in  the  future.  This  can  only  be  done  through 
the  organization  representing  the  vast  majority 
of  physicians  of  this  country,  the  American 
Medical  Association  and  the  state  medical 
societies  with  their  component  county  societies. 

We  shall  meet  this  challenge  as  we  have  met 
many  in  the  past.  We  must  not  become  mere 
providers  of  medical  services,  working  under 
some  third  party,  with  our  organizations  reduced 
to  the  status  of  a guild  negotiating  for  higher 
pay,  shorter  hours,  and  better  working  condi- 
tions. 

We  shall  retain  some  of  the  elements  of  the 


eagle  in  a society  of  osyters,  with  continued 
pride  in  our  profession  and  that  feeling  of  self- 
satisfaction  that  comes  from  serving  our  fellow 
man  in  an  atmosphere  of  individual  personal 
service. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President-Elect 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Dr.  Heldmann  states  that  the  modification 
of  our  attitude  toward  the  practice  of  medicine 
is  an  absolute  necessity,  if  we  are  to  continue 
to  have  any  control  over  the  future  destiny  of 
our  profession,  with  preservation  of  a free 
system  of  practice  and  personal  physician  care 
for  all  patients.  We  can  preserve  the  best 
features  of  high  quality  medical  care  for  all 
the  people  in  the  country,  if,  united,  we  adopt 
the  following: 

We  must  accept  the  concept  of  government 
financing  of  health  care,  not  only  in  the  field 
of  education  and  research,  but  also  in  the  plan- 
ning of  the  delivery  of  that  care. 

We  must  be  prepared  to  actively  participate 
in  the  planning  of  new  and  improved  methods 
of  organizing  and  rendering  health  care  to  all 
who  need  it. 

We  must  actively  participate  in  the  de- 
velopment of  better  methods  of  financing  this 
care  at  reasonable  costs. 

We  must  join  hands  with  those  not  only 
in  the  health  field,  but  also  with  other  in- 
terested parties  in  a true  partnership  of 
community  health  planning. 

We  must  support  the  American  Medical 
Association  and  the  Association  of  American 
Medical  Colleges  in  their  efforts  to  alleviate 
the  physician  manpower  shortage  without 
reduction  in  the  quality  of  education. 

We  must  learn  to  conserve  present  physi- 
cian manpower  by  relying  on  properly  trained 
ancillary  and  allied  professional  personnel  to 
render  some  of  the  services  once  thought  to  be 
in  the  exclusive  province  of  the  physician. 

Your  committee  highly  recommends  to  all 
members  of  the  Society  complete  cooperation 
with  Dr.  Heldmann  in  the  implementation  of 
these  policies  and  also  in  the  planning  and 
implementation  of  health  centers  by  the  Office 
of  Economic  Opportunity  and  other  allied 
goverment  agencies  and  also  urges  active  par- 
ticipation in  the  expansion  of  the  committee 
structure  of  the  State  Medical  Society  to  include 
all  three  levels,  State,  district,  and  county. 

The  committee  recognized  the  thorough, 
continuing  efforts  of  Dr.  Heldmann  regarding 
the  Revision  of  the  Education  Law.  We  also 
recommend  to  the  House  his  suggestion  that  the 
Constitution  and  Bylaws  of  our  Society 
promptly  undergo  complete  review  and  re- 
vision. 

Your  committee  noted  and  appreciated  the 
parable  of  the  oyster  and  the  eagle  and  suggests 
that  the  oyster,  in  spite  of  his  security,  can  be 
consumed,  but  the  eagle  cannot. 
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Your  committee  appreciates  Dr.  Heldmann’s 
long  years  of  dedicated  effort  on  behalf  of  the 
Society  and  commends  him  for  his  expression 
of  gratitude  for  the  opportunity  to  repay  his 
debt  to  the  profession  of  medicine,  and  we  wish 
him  all  the  success  he  desires  in  his  coming 
year  in  office. 

The  House,  after  discussion,  voted  to  refer  the 
report  of  the  president-elect  to  the  Council. 

69-61.  Council  Committees 

Introduced  by  Walter  T.  Heldmann,  M.D., 
President-Elect 

Whereas,  Compliance  with  the  limitations 
on  the  number  of  members  of  Council  com- 
mittees and  their  tenure  of  committee  mem- 
bership, which  were  established  by  the  House 
of  Delegates  in  1962,  is  sometimes  impossible 
and  at  other  times  extremely  inconvenient  and 
undesirable  for  the  following  reasons: 

1.  Many  of  our  committees  have  been 
established  since  passage  of  the  1962  report 
of  the  Planning  Committee  which  set  limits 
on  the  number  of  members  of  committees 
and  their  tenure  of  committee  membership. 

2.  Some  committees  have  changed  their 
designations  and  to  some  extent  their  func- 
tions since  1962,  for  example,  Federal  Legisla- 
tion was  at  that  time  a subcommittee. 

3.  Some  of  our  most  capable  committee 
chairmen  wish  to  continue  and  cannot  be 
replaced  by  persons  of  equal  ability. 

4.  After  appointment,  committee  chair- 
men quite  often  make  valuable  suggestions 
of  additional  members  whom  they  wish  to 
have  on  their  committees. 

5.  Some  of  the  committees  would  best 
serve  their  function  by  being  organized  to 
represent  the  district  branches,  for  example. 
Economics,  State  Legislation,  Cancer,  Con- 
tinuing Education,  Forensic  Medicine,  Public 
Relations,  Quackery,  Hospital-Based  Physi- 
cians, Mediation  and  Insurance  Claims  Re- 
view, Medical  Review,  Utilization  Review, 
and  Research  and  Planning;  now  therefore 
be  it 

Resolved,  That  the  Council  consider  these 
limitations  as  guidelines  and  that  where  in- 
dicated the  Council  have  the  prerogative 
of  changing  the  number  of  Council  committee 
members  or  extending  their  tenure. 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report  was 
presented  by  Harold  T.  Golden,  M.D.,  chair- 
man. 

Your  committee  is  in  complete  accord  with 
the  Resolved  of  this  resolution:  “That  the 

Council  consider  these  limitations  as  guidelines 
and  that  where  indicated  the  Council  have  the 
prerogative  of  changing  the  number  of  Council 
committee  members  or  extending  tenure.” 

We  feel  that  experience  has  proved  that 
change  is  needed  to  allow  efficient  completion 
of  the  programs  of  the  various  committees. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Secretary  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  presents  the  following  report 
for  the  year  1968-1969. 

House  of  Delegates.  A list  of  actions  of 
the  1968  House  of  Delegates  was  presented  by 
the  Secretary  to  the  Council  at  the  March  meet- 
ing with  a request  for  action  or  referral.  The 
Council’s  actions  or  referrals  were  carried  out 
or  transmitted  to  the  officers  and  committee 
chairmen  involved  as  reported  in  the  “Resume 
of  Instructions  of  the  1968  House  of  Delegates 
and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  The  r6sum4  also  in- 
cludes information  on  actions  taken  on  these 
instructions  by  the  officers  and  committees  to 
whom  they  were  referred  and  reported  before 
October  15,  1968. 

An  edited  version  of  the  minutes  of  the  1968 
House  of  Delegates  was  published  in  the  June 
1,  1968,  issue  of  the  New  York  State  Journal 
of  Medicine.  The  verbatim  stenotype  record 
of  the  proceedings  of  the  House  is  on  file  in  the 
headquarters  office. 

Again,  this  year,  the  Speaker  has  procured  the 
certificates  of  election  and  the  credentials  of  the 
delegates  to  the  1969  House  of  Delegates. 

Council,  Executive  Committee,  Judicial 
Council,  and  Board  of  Trustees.  As  required 
by  the  Bylaws,  the  Secretary  has  kept  minutes 
of  meetings  of  the  Council,  the  Judicial  Coun- 
cil, and  the  Board  of  Trustees.  He  has  also 
kept  minutes  of  the  meetings  of  the  Execu- 
tive Committee  and  has  reported  actions  of  the 
Executive  Committee  to  the  Council.  Instruc- 
tions of  the  Council  and  of  the  Executive  Com- 
mittee have  been  transmitted  to  the  appropriate 
officers  and  committee  chairmen. 

Membership.  Requests  from  county  medi- 
cal societies  for  remission  of  dues  of  specified 
members  have  been  presented  to  the  Council  for 
approval.  In  response  to  requests  from  county 
medical  societies,  also  presented  by  the  Sec- 
retary, the  Council  has  elected  the  following  life 
members  of  the  Society. 

Life  Members — The  following  life  members 
have  been  elected  by  the  Council,  through 
September  19,  in  accordance  with  Chapter 
I,  Section  6,  of  the  Bylaws  as  amended  by  the 
House  of  Delegates  in  February,  1967. 

Harry  Agris,  Brooklyn 

Ruel  Lawrence  Alden,  Garden  City 

Farrow  Robert  Allen,  New  York  City 

Joseph  Altman,  New  York  City 

Peter  Amazon,  Lido  Beach 

Arthur  Forrest  Anderson,  Wilton,  Connecticut 

George  Anopol,  Yonkers 

Leonard  Marius  Aquilino,  Syracuse 

Adolph  Abraham  Apton,  New  York  City 

Rosa  Aronoff,  New  York  City 

Samuel  Perkins  Bailey,  Brooklyn 

Earl  Elias  Baker,  New  York  City 

Ralph  Steven  Banay,  New  York  City 

Louis  Stephan  Bardoly,  New  York  City 
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Francis  Alexander  Duncan  Barnes,  New 
Rochelle 

Edward  K.  Barsky,  New  York  City 
Richard  Baruch,  Yonkers 
Rolland  Curtis  Bates,  Binghamton 
Hans  Fritz  Bauer,  Syracuse 
Benjamin  Morris  Becker,  Brooklyn 
Anne  M.  S.  Belcher,  New  York  City 
Benjamin  Nathan  Berg,  New  York  City 
Louis  Berger,  Brooklyn 
Alan  Frederic  Bierhoff,  New  York  City 
Abraham  Blankfein,  The  Bronx 
Arthur  Nelson  Bodenbender,  Buffalo 
Ralph  Gabriel  Bonime,  New  York  City 
Raymond  Patrick  Boyle,  Floral  Park 
Franklin  Bracken,  New  York  City 
William  Leslie  Bradford,  Rochester 
Oscar  Brenner,  Brooklyn 
Arturo  A.  Brindisi,  Pompano  Beach,  Florida 
Alan  Brown,  Ithaca 
Caspar  Greene  Burn,  Troy 
Glenna  Garratt  Caddy,  Brooklyn 
Joseph  Cahn,  Mount  Vernon 
Carleton  Campbell,  Wilton,  Connecticut 
Mortimer  Jacob  Cantor,  Brooklyn 
Alan  Ralph  Cantwell,  Palm  Springs,  Cali- 
fornia 

Joseph  Vincent  Carr,  Buffalo 
Harry  Cart,  New  Hyde  Park 
Louis  Henry  Chely,  Tonawanda 
Harry  L.  Clark,  Brooklyn 
Milton  Cohn,  New  York  City 
Arthur  Niles  Curtiss,  Syracuse 
Rodolph  M.  Cutino,  Lake  Hopatcong,  New 
Jersey 

Marvin  Zoltan  Dale,  Kew  Gardens 
Louis  George  D’Amato,  Brooklyn 
Louis  Marius  DeCicco,  New  Rochelle 
J.  Louise  Despert,  New  York  City 
Emanuel  Irving  Diamond,  New  York  City 
William  Beatty  Dickson,  Utica 
Eva  C.  Dienst,  New  York  City 
Morris  Dinnerstein,  New  York  City 
Emanuel  Donheiser,  New  York  City 

James  Seymour  Edlin,  Hartsdale 
Hugo  Engel,  New  York  City 
Harry  Ernest  Faver,  Buffalo 
Steffy  Feilendorf,  New  York  City 
Jacob  Israel  Fine,  Miami  Beach,  Florida 
Maxwell  O.  Finkelstein,  Brooklyn 
Anthony  Firenze,  Huntington 
Isidore  Fischer,  The  Bronx 
Harry  Richard  Fisher,  New  York  City 
Samuel  Fomon,  New  York  City 
Charles  Collins  Francis,  Sarasota,  Florida 
Walter  C.  Freese,  Baldwin 
Lydia  Friedlander,  Forest  Hills 
Iago  Galdston,  Brooklyn 
William  Edward  Geiger,  Brooklyn 
H.  Harold  Gelfand,  New  York  City 
Thurman  Boyd  Givan,  Brooklyn 
William  Casper  Godwin,  Woodhaven 
Isidor  Goldberg,  The  Bronx 
Braham  Hirsch  Golden,  New  York  City 
Ephraim  Julius  Goldman,  Syracuse 
Hans  H.  T.  Goldmann,  Forest  Hills 
Hans  Walter  Goldschmidt,  Bethpage 


Moses  Goodman,  Surfside,  Florida 
David  Mathews  Grayzel,  New  York  City 
Phyllis  Greenacre,  New  York  City 
Josef  Gudemann,  New  York  City 

Myron  Lyman  Hafer,  Patchogue 
George  Hugo  Hagen,  Elmhurst 
Claude  Edwin  Heaton,  South  Orleans,  Mas- 
sachusetts 

Charlotte  Heinemann,  New  York  City 

Maurice  Allen  Hershey,  Buffalo 

Arno  Herz,  New  York  City 

Kyle  Hill,  Hempstead 

Kurt  Hirschfeldt,  Lindenhurst 

Noemi  Goldin  Hochman,  Rochester 

Karl  F.  G.  Hoffmann,  New  York  City 

Ernest  Bert  Hofman,  Huntington 

Edward  Kenneth  Horton,  Rockville  Centre 

LeRoy  Sloan  House,  Oneonta 

Milton  Perry  Hunter,  Pleasantville 

Harry  George  Jacobi,  New  York  City 

Erwin  Jaffe,  New  York  City 

Lucy  Jaffe,  Jackson  Heights 

Manuel  R.  Janer,  New  York  City 

Eugene  Rosenthal  Jeno,  New  York  City 

Cecil  Van  Denberg  Johnston,  New  York  City 

Morris  L.  Jonas,  Brooklyn 

Emanuel  Filler  Kalina,  Elmhurst 

Joseph  P.  Kasnetz,  Brooklyn 

Harry  Louis  Kava,  Flushing 

Albert  Kean,  New  York  City 

Max  Kimbrig,  Huntington 

S.  Edward  King,  New  York  City 

David  Klein,  Hollis 

Paul  Emanuel  Klein,  New  York  City 

Siegfried  B.  Klein,  New  York  City 

Arnold  Koffler,  New  York  City 

Frederick  Francis  Kosak,  New  York  City 

Jacob  Kravitz,  Brooklyn 

Paul  John  Kreuz,  Buffalo 

Ernest  Walter  Kulka,  New  York  City 

Michael  Lake,  New  York  City 

George  Lewin,  New  York  City 

Warren  Andrew  Linhart,  Huntington  Station 

Joseph  L.  Lionello,  Brooklyn 

Lazarus  Lippert,  New  York  City 

Ben  Garrison  Lipton,  New  York  City 

James  R.  Lisa,  Long  Island  City 

Rebecca  Goldman  Liswood,  Brooklyn 

Felix  Philip  Lowenfish,  New  York  City 

Adolph  Lowenthal,  New  York  City 

Edwin  Gordon  MacKenzie,  Millbrook 
Fred  B.  MacNaughton,  Richmond  Hill 
Israel  Malbin,  New  York  City 
Simon  Malowist,  New  York  City 
Irving  Edward  Marks,  New  York  City 
James  Victor  Martin,  Jr.,  Lockport 
Victor  Carl  McCuaig,  New  York  City 
Frank  Joseph  McGowan,  New  York  City 
Victor  Menschel,  New  York  City 
Laura  Miller,  Hot  Springs,  Virginia 
Kalman  Molnar,  New  York  City 
John  Arminio  Monfort,  Brooklyn 
Milton  Howard  Morris,  Lynbrook 
Paul  Colhoun  Morton,  New  York  City 
Herman  Moses,  New  York  City 
James  Kilburn  Mossman,  New  York  City 
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Arthur  Patrick  Muldoon,  Niagara  Falls 
Ernst  Friedrich  Muller,  New  York  City 
Arthur  John  Murphy,  New  York  City 
George  Musa,  New  York  City 

John  Neilson,  Jr.,  New  York  City 
Ernst  Neumann,  Brooklyn 
Irving  Newman,  New  York  City 
Manville  William  Norton,  New  Rochelle 
Paul  Fordham  Nugent,  East  Hampton 

George  Hunter  O’Kane,  New  York  City 
Jacob  Louis  Olenik,  The  Bronx 
Ignatius  Nic  Waerburgh  Olninck,  New  York 
City 

William  James  O’Neil,  Rochester 

Max  Palinsky,  Brooklyn 

Irving  Sydney  Pearlman,  Brooklyn 

John  Perniciaro,  Corona 

Frank  Gordon  Pettengill,  New  York  City 

Raymond  Joseph  Pieri,  Syracuse 

Jules  Leo  Pierre,  New  York  City 

Anthony  Pirundini,  Brooklyn 

William  Henry  Pleasants,  St.  Albans 

James  Craig  Potter,  Rochester 

Stanford  Pulrang,  Yonkers 

Hyman  L.  Rachlin,  New  York  City 

Eugene  0.  Rappaport,  Jamaica 

Georgia  Reid,  New  York  City 

Morris  Jacob  Renner,  New  York  City 

Joseph  John  Repa,  Oneonta 

Hilda  Ries,  Brooklyn 

David  Rivo,  Eggertsville 

Joseph  Rizzo,  Brooklyn 

Herman  L.  Robbins,  Miami  Beach,  Florida 

Joseph  V.  Robbins,  Port  Jervis 

Attilio  Robertiello,  New  York  City 

Julian  Leo  Rogatz,  New  York  City 

Maurice  S.  Rosen,  New  York  City 

Henry  Rosenberg,  New  York  City 

Jacob  Rosenblatt,  New  York  City 

Benjamin  Charles  Rosenthal,  Brooklyn 

Harry  Welson  Rothman,  New  York  City 

Elias  Rubin,  Jamaica 

Morris  M.  Rubinstein,  New  York  City 

Robert  Israel  Rubinstein,  Brooklyn 

Martin  Joseph  Ryan,  Windsor 

Irving  B.  Safferstone,  Jamaica 

Nicholas  Salerno,  The  Bronx 

Stella  Schaffer-Epstein,  New  York  City 

Joseph  Jerome  Schanno,  Huntington 

Morris  A.  Schoenwald,  Syracuse 

Max  Schur,  New  York  City 

Henry  Schwab,  New  York  City 

Robert  Schwartz,  Brooklyn 

Leo  Schweich,  New  York  City 

Benjamin  Segal,  New  York  City 

John  Louis  Sengstack,  Huntington 

Thomas  Joseph  Serio,  Buffalo 

Louis  I.  Siegel,  Jamaica 

Ira  Murray  Silbersweig,  Richmond  Hill 

Francis  Anthony  Sileo,  Brooklyn 

Frank  Joseph  Slater,  Clinton 

James  Edward  Stack,  Woodhaven 

Paul  Dewey  Steele,  Old  Westbury 

Edward  Steingesser,  New  York  City 

Cornelius  Travers  Stepita,  Jackson  Heights 

Abner  Stern,  New  York  City 

Bernard  Sternberg,  Brooklyn 


Richard  Howard  Stitt,  Brooklyn 

Dennis  Bernard  Sullivan,  Queens  Village 

Edward  Michael  Tapper,  Brooklyn 

John  Arthur  Taylor,  New  York  City 

Clayton  Homer  Thomas,  Medina 

Donald  Joseph  Tillou,  Elmira 

Anne  Topper,  New  York  City 

John  Manning  Touhey,  Endicott 

Donald  Scott  Van  Nostrand,  Forest  Hills 

Raymond  Joseph  Vavrina,  Floral  Park 

Curt  Siegfried  Wachtel,  The  Bronx 

Isabella  Sanford  Wakeham,  New  York  City 

Fritz  Weile,  Woodside 

Israel  Weinraub,  The  Bronx 

Mandel  Weinstein,  Jackson  Heights 

Harry  S.  Weiss,  New  York  City 

Samuel  J.  Weitzen,  The  Bronx 

Irwin  Wellen,  New  York  City 

Hermann  Leslie  Wenger,  The  Bronx 

Fritz  Wengraf,  New  York  City 

Alfred  Wiener,  New  York  City 

Jason  LaRue  Wiley,  Auburn 

H.  Lynn  Wilson,  Norwich 

Robert  Arthur  Wilson,  Brooklyn 

Isidore  Yasuna,  The  Bronx 

Fanny  Alesker  Zadeh,  New  York  City 

Additional  membership  information,  including 
names  of  life  members  elected  in  November  and 
January,  will  be  included  in  a supplementary  re- 
port. 

Meetings.  The  Secretary  has  complied  with 
provisions  of  the  Bylaws  which  require  him  to 
attend  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Executive  Committee,  the  Judicial 
Council,  the  Malpractice  Insurance  and  De- 
fense Board,  and  the  House  of  Delegates  of  the 
American  Medical  Association.  He  has  also 
attended  many  committee  meetings,  including 
the  meetings  of  the  New  York  delegation  to  the 
AMA.  He  plans  to  attend  the  meeting  of  the 
Nominating  Committee. 

He  represented  President  Hughes  at  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  held  in  Pitts- 
burgh, September  26  through  29. 

Routine  Matters.  The  Secretary  has  sent 
meeting  notices  as  required  by  the  Bylaws,  has 
had  the  seal  of  the  Society  affixed  to  all  docu- 
ments requiring  it,  and  has  kept  records  other 
than  those  relating  to  the  offices  of  the  treasurer 
and  of  legal  counsel. 

Acknowledgments.  The  functions  of  the 
Secretary  cannot  be  performed  without  the  con- 
tinuous cooperation  of  the  other  officers  and  of 
the  staff.  This  cooperation  is  always  forth- 
coming and  is  greatly  appreciated. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Secretary  (Supplementary  Report) 

To  the  House  of  Delegates,  Gentlemen: 

The  following  life  members  were  elected  at 
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the  November,  1968,  and  January,  1969,  meet- 
ings of  the  Council: 

Joseph  Louis  Abramson,  Brooklyn 
David  Anchel,  Rockville  Centre 
John  Percy  Baker,  Huntington 
Raphael  Michael  Baratta,  Brooklyn 
Israel  Jacobi  Baron,  Hallandale,  Florida 
Howard  Beach,  Oneida 
Antonio  Francis  Bellanca,  Buffalo 
Harold  Beilin,  Albany 
Emma  Louise  Bellows,  Southampton 
Arthur  Lawton  Bennett,  Buffalo 
Isidore  Berger,  Long  Beach 
Fanny  Bergmann,  Elmhurst 
Elmer  Henry  Bickle,  Buffalo 
Emmanuel  William  Billard,  The  Bronx 
Alexander  Blank,  Brooklyn 
David  Bernard  Blumenfeld,  Ozone  Park 
Abraham  H.  Braverman,  New  York  City 
Melvin  Morris  Brodie,  Brooklyn 
James  William  Bucci,  Albany 
Herman  Joseph  Burman,  The  Bronx 
Morris  Chamurich,  Peekskill 
Paul  Chodack,  Brooklyn 
Abraham  Clahr,  The  Bronx 
Edwin  Garfield  Claxton,  St.  Petersburg 
Beach,  Florida 

James  Fletcher  Collins,  The  Bronx 

John  Gardner  Copeland,  Albany 

Warren  George  Cross,  Albany 

Clifton  Louis  Dance,  Brooklyn 

Leo  Max  Davidoff,  New  Canaan,  Connecticut 

James  Gordon  Derr,  Syracuse 

Cecil  Howard  Dickey,  Rockville  Centre 

Matthew  Di  Giorgi,  New  York  City 

Howard  Frank  Drayer,  Watertown 

Felix  Otto  Durham,  New  York  City 

Norman  William  Elton,  Binghamton 

Jay  Ignatius  Evans,  Buffalo 

Carlos  Eugene  Fallon,  Newburgh 

Benedict  Victor  Favata,  Rochester 

Maney  B.  Feiner,  New  Rochelle 

Joseph  Edward  Feinsot,  The  Bronx 

Robert  Hugh  Feldman,  Woodmere 

Filibert  Armand  Louis  Ferrari,  Buffalo 

Ercole  Fiore,  The  Bronx 

Joseph  O.  Fisher,  The  Bronx 

William  Justin  Fitzgerald,  Albany 

Kurt  Franklin,  New  York  City 

Paul  Hoeffel  Garvey,  Rochester 

Paul  Robert  Gerhardt,  Albany 

Reginald  DeKoven  Gerrard,  Lowville 

John  Wallace  Ghormley,  Albany 

Frederick  Kellogg  Gifford,  Whitesboro 

Otto  Gitlin,  Jamaica 

Mary  Margaret  Goerner,  Huntington 

Harry  Goldin,  The  Bronx 

Harry  Gordon,  The  Bronx 

Bernhardt  Stanley  Gottlieb,  New  York  City 

Frank  Antonio  Graceffo,  Auburn 

Norman  Franklin  Graser,  Buffalo 

Leon  Sukman  Gray,  Kingston 

Joseph  Harkavy,  The  Bronx 
Sylvester  John  Hartig,  Pelham  Manor 
James  Joseph  Hayes,  Brooklyn 
Walther  Heldt,  Buffalo 


Franz  Jakob  Herrmann,  Frankfurt,  West  Ger- 
many 

Charles  Maxwell  Hower,  Elmira 
Isadore  Hurwitz,  Rochester 

Russell  Hills  Iler,  Huntington 
Fred  Arthur  Jordan,  Jr.,  Cortland 
Erwin  Kahn,  The  Bronx 
Edith  Klemperer,  New  York  City 
Otto  Edward  Koenigsfeld,  Jamestown 
Clara  Kornfeld,  New  York  City 
Daniel  Kravitz,  Brooklyn 
Karl  Adam  Kreag,  Brooklyn 
Herman  Kristal,  The  Bronx 

Joseph  Rocco  LaPaglia,  Dunkirk 

Henry  Lax,  New  York  City 

Arthur  Leistyna,  Ilion 

Harry  Robert  Litchfield,  Brooklyn 

Ludwig  Litten,  Rochester 

Martin  Joseph  Littlefield,  Buffalo 

Hans  Littna,  Plattsburgh 

Clyde  Marion  Longstreth,  Carson,  Iowa 

Giuseppe  M.  Maltese,  Central  Islip 
George  Graydon  Martin,  Buffalo 
Dorothy  Livingston  Matez,  The  Bronx 
James  Lincoln  McCartney,  Westhampton 
Beach 

William  Francis  McDermott,  The  Bronx 
Andrew  Joseph  McGowan,  Ozone  Park 
S.  I.  McMillen,  Houghton 
Harry  Hirsch  Meyer,  Flushing 
Abraham  Jacob  Michaels,  Brooklyn 
Nathaniel  Frank  Nelson,  Brooklyn 
Fritz  David  Neumark,  Brooklyn 
Noah  Philip  Norman,  New  York  City 
Samuel  Sidney  Novikoff,  Bronxville 
Harry  Carl  Philips,  New  York  City 
George  Francis  Price,  Brightwaters 

Paul  Reznikoff,  New  York  City 
George  J.  Righter,  Rensselaerville 
Norbert  Rosenbaum,  Jackson  Heights 
Harry  Sidney  Rosenberg,  Franklin  Square 
Walter  Felix  Rosenberg,  Chevy  Chase, 
Maryland 

Gaetano  Peter  Runfola,  Buffalo 
John  Paul  Ruppe,  Bay  Shore 

Angelo  Michael  Sala,  New  York  City 
Felix  Scardapane,  Hopewell  Junction 
Paul  Seiler,  New  York  City 
Samson  A.  Seley,  Brooklyn 
Bernard  Seligman,  Brooklyn 
David  Eli  Silberman,  Santa  Barbara,  Cali- 
fornia 

Eugen  Simon,  New  York  City 
Amalia  Julia  Simonetti,  Jamaica 
Curtis  T.  Skeete,  Riverhead 
Morley  Lyford  Smith,  Syosset 
Andrew  Zapenas  Speare,  Massena 
Louis  Solomon  Specter,  Brooklyn 
Max  Spiegel,  Albany 
Hugh  Ernest  Stedfeld,  Brooklyn 
Thomas  Murray  Steele,  Batavia 
Hans  J.  Stenger,  Woodside 

Paul  Miller  Traub,  Newburgh 
Irwin  Miller  Walker,  Niagara  Falls 
Jess  Thornton  Wallace,  Brooklyn 
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Kenneth  Roswell  Ward,  Geneva 
Samuel  Weinstein,  Brooklyn 
Selma  Wertheimer,  Forest  Hills 
Morris  Winard,  Melville 

Comprehensive  Membership  Figures  for  1968: 
1967  Membership 26,468 


1968  New  members 967 

1968  Reinstated  members.  . . 504  27,939 

1968  Deaths  399 

1968  Resignations 376  775 

27,164 

1968  Delinquent  members  . . 162 

1968  Total  membership 27,002 


Honor  counties,  those  having  no  1968  de- 
linquents are:  Chenango,  Clinton,  Columbia, 
Cortland,  Delaware,  Essex,  Fulton,  Genesee, 
Greene,  Herkimer,  Jefferson,  Lewis,  Livingston, 
Madison,  Montgomery,  Niagara,  Orange,  Or- 
leans, Oswego,  Otsego,  Schoharie,  Schuyler, 
Steuben,  and  Washington. 

Comparative  totals  of  membership  since 
1957  follow: 


1957 

24,182 

1963 

25,528 

1958 

24,370 

1964 

25,630 

1959 

24,689 

1965 

25,915 

1960 

25,250 

1966 

26,127 

1961 

25,351 

1967 

26,468 

1962 

25,401 

1968 

27,002 

Remission 

of  1968 

dues  was  voted 

for  388 

members  as  follows: 

Illness  and  Financial  hardship 177 

Temporary  Service  in  the  Armed  Forces 
or  United  States  Public  Health 

Service 211 

*388 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  notes  that  the  secretary 
diligently  carried  out  his  duties  in  recording 
the  minutes  of  the  House  of  Delegates,  the 
Council,  the  Board  of  Trustees,  the  Judicial 
Council,  and  the  Executive  Committee.  He 
has  also  submitted  a list  of  members  who 
have  become  eligible  for  life  membership.  We 
note  with  pleasure  the  increase  of  our  total 
membership,  from  26,368  to  27,002  in  1968. 

Your  committee  wishes  to  commend  Carl 
Goldmark,  Jr.,  M.D.,  for  his  continuing  ex- 
cellent performance  as  secretary. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Treasurer 

To  the  House  of  Delegates,  Gentlemen: 

The  Treasurer  would  like  to  report  that  the 
financial  structure  of  the  State  Medical  Society 
remains  in  sound  condition. 

The  fiscal  operations  for  the  first  nine  months 
of  1968  show  an  excess  of  income  over  expendi- 


tures of  $423,020.  Table  I summarizes  income 
and  expenditures  as  compared  with  the  revised 
budget  estimate  for  the  nine-month  period 
ending  September  30,  1968.  Actual  opera- 
tions were  more  favorable  than  budget  esti- 
mates, in  part  due  to  unfulfilled  projects  and  job 
vacancies  until  the  latter  part  of  the  year,  and, 
in  general  due  to  prudent  financial  management 
which  afforded  savings  without  hampering 
effective  operations  of  State  Society  programs. 
A great  aid  also  was  the  astute  actions  of  the 
Investment  Committees  of  the  Board  of  Trust- 
ees. Again,  Journal  advertising  income  in- 
creased over  that  of  1967,  and  interest  on  short- 
term investments  doubled  the  1967  figure. 
These  were  two  of  the  more  prominent  features 
within  the  income  section  of  the  budget  which 
made  for  greater  increases. 

The  results  of  1968  operations  will  make  it 
possible  to  transfer  a substantial  portion  of 
General  Fund  surplus  to  the  Building  Fund,  as 
recommended  by  the  Reference  Committee  on 
Reports  of  Officers,  1968  House  of  Delegates. 
This  transfer  will  lessen  the  financial  burden 
which  must  be  undertaken  on  the  construction 
of  our  State  Society  Headquarters  at  Lake 
Success. 

Again,  a note  of  caution.  It  is  now  legisla- 
tive fact  that  our  “net  revenues”  from  Journal 
advertising  will  be  taxable  commencing  with  the 
calendar  year,  1968.  Just  what  the  term  “net 
revenues”  encompasses  is  not  clearly  known 
at  the  time  this  is  being  written.  If  it  means 
that  only  expenses  attributable  to  the  acquiring 
of  advertising  can  be  used  in  arriving  at  net 
income,  then  this  would  mean  a substantial 
tax  payment  to  the  government.  If,  however, 
all  expenditures  of  producing  the  Journal  are 
offset  against  Journal  revenues,  we  are  in  a 
more  advantageous  position.  At  present,  regu- 
lations governing  the  sections  on  “unrelated 
business  income”  are  nebulous.  It  is  expected 
that  before  year-end  tax  returns  are  due  for 
filing,  the  Internal  Revenue  Service  will  publish 
more  lucid  guidelines  on  the  subject.  We  shall 
keep  tabs  on  developments  in  the  “unrelated 
business  income”  field  and  keep  you  posted  on 
important  announcements. 

One  last  pleasant  piece  of  information  on  the 
subject  of  “unrelated  business  income”  is  that 
in  1968  the  Internal  Revenue  Service  issued  a 
determination  letter  informing  us  that  there 
would  be  no  tax  due  on  sales  of  technical  booth 
exhibits  at  our  annual  convention  because  these 
activities  were  found  to  be  related  to  our  “aims 
and  purposes.” 

At  the  House  of  Delegates  meeting  in  Febru- 
ary, 1969,  you  will  have  distributed  to  you  a 
financial  report  covering  the  full  year  of  opera- 
tions for  1968. 

Your  Treasurer  would  like  to  express  his 
sincere  thanks  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president;  and 
Eugene  S.  Dombrowski,  comptroller,  for  their 
continued  and  dedicated  assistance. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Treasurer 
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Table  I.  Revised  estimated  budget  for  1968  after  nine  months  of  operations  ended  September  30,  1968 


Income 

Revised  Estimated 
Budget  at 

September  30,  1968 

Received  to 
September  30,  1968 

Dues 

$1,666,000 

$1,249,500 

Journal  advertising 

360,000 

284,058 

Journal  circulation 

6,000 

3,716 

Journal  reprints 

15,000 

8,869 

What  Goes  On  advertising 

81,500 

61,275 

News  of  New  York  advertising 

44,906 

33,312 

Medical  Directory 

15,000 

2,100 

Annual  convention  exhibit  rentals 

48,245 

48,245 

Interest  on  investments 

35 , 000 

30,201 

Champus 

47 , 564 

34,819 

Medical  Review  Project 

33 , 254 

12,432 

Dues  collection  from  AMA 

17,000 

15,482 

Relative  Value  Study 

1,214 

1,214 

Miscellaneous  income 

150 

150 

Total  Income 

$2,370,833 

$1,785,373 

Expenditures 

Revised  Estimated 
Budget  at 

September  30,  1968 

Expended  to 
September  30,  1968 

Administration 

$ 166,405 

$ 110,605 

Standards  of  Medical  Care  Division 

66,046 

35,289 

Research  and  Planning  Division 

46,329 

5,544 

Business  Division 

436,244 

271,321 

Communications  Division 

289,195 

192,317 

Occupational  Health  Division 

37,217 

21,929 

Medical  Care  Division 

96,240 

62,768 

Scientific  Activities  Division 

146,957 

102,274 

Scientific  Publications  Division 

344,900 

258,085 

Annual  Convention 

50,015 

50,015 

Legal  Counsel 

52,000 

39,000 

Legislative  Counsel 

15,000 

11,250 

Officers,  Board,  AMA  Delegation 

87 , 600 

50,423 

House  of  Delegates  (special  committees) 

5,200 

3,016 

Council  committees 

34,750 

14,534 

Nondivisional 

234,750 

133,983 

Total  Expenditures 

$2,108,848 

$1,362,353 

Excess  of  Income  over  Expenditures 

$ 261,985 

$ 423,020 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  carefully  reviewed  the  report 
of  the  Treasurer.  We  join  with  the  other 
members  of  the  Society  in  enjoying  the  fact 
that  the  Society  finished  the  year,  1968,  with  a 
substantial  surplus. 

We  wish  to  reiterate  the  actions  of  the  House 
in  1967  in  congratulating  Thomas  F.  McCarthy, 
M.D.,  on  his  excellent  performance  as  Treasurer. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

On  May  1,  your  executive  vice-president  will 
complete  eight  years  as  your  chief  administra- 
tive officer.  During  that  time,  he  has  become 


more  convinced  than  ever  that  the  Medical 
Society  of  the  State  of  New  York  is  a complex 
organization  composed  of  people  with  diverse 
concepts  and  ideologies  and  a high  degree  of 
individualism. 

Our  people  are  always  asking  questions  and 
seeking  solutions;  of  course,  this  is  a healthy 
sign.  Naturally,  we  have  learned  that  we  do 
not  always  have  the  answers  at  our  command, 
to  the  consternation  of  some  people.  However, 
the  staff,  in  its  inimitable  way,  tries  to  help  in 
every  way  possible  to  arrive  at  equitable  con- 
clusions, consistent  with  the  policies  established 
by  the  House  of  Delegates  and/or  the  Council. 

Of  course,  everything  that  we  do  cannot  be 
reported.  There  are  many  intangibles.  A con- 
siderable number  of  items  might  be  called  mi- 
nutiae, but  all  matters  brought  to  our  attention 
are  considered  carefully,  because  they  are  im- 
portant to  those  concerned. 

Again,  we  must  repeat  a statement  which  has 
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been  made  many  times  since  we  took  office — 
that  the  staff  does  not  determine  policy.  This  is 
an  important  function  of  our  governing  bodies, 
the  House  of  Delegates  and  the  Council;  but 
we  do  implement  what  is  determined  by  these 
groups. 

Be  that  as  it  may,  in  accordance  with  the 
modern  trend  everywhere,  the  last  nine  months 
have  been  very  active — we  might  even  say 
hectic.  There  have  been  few  respites.  The 
tempo  has  been  increased  considerably  and  in- 
ordinately due  to  the  great  interest  of  our  people 
in  comprehensive  health  planning,  PL  89-749. 
This  problem,  which  some  “experts”  have  called 
the  most  important  health  legislation  of  our 
generation,  has  consumed  much  of  our  time  and 
energy. 

The  entire  subject  will  be  described  and  dis- 
cussed, in  detail,  in  the  report  of  the  Committee 
on  Comprehensive  Health  Planning. 

The  Building.  At  the  meeting  of  the  House 
of  Delegates  last  February,  we  reported  that, 
on  instructions  issued  by  the  Board  of  Trustees, 
we  were  in  the  process  of  looking  for  an  archi- 
tect to  fulfill  our  needs.  You  will  remember 
that  we  had  interviewed  at  least  five  qualified 
firms. 

After  reviewing  the  applications,  and  on 
recommendation  of  the  Building  Committee, 
the  Board  of  Trustees  authorized  its  chairman, 
John  M.  Galbraith,  M.D.,  to  sign  a contract 
for  architectural  services  with  Anthony  J.  De 
Pace,  Inc.  After  further  evaluation,  and  ex- 
tensive conferences  between  William  F.  Martin, 
our  Legal  Counsel,  and  Mr.  De  Pace,  the  con- 
tract was  signed  on  March  28.  Mr.  De  Pace 
and  his  associates  were  given  permission  to  pre- 
pare architectural  and  engineering  plans  for 
both  the  interior  and  exterior  of  the  building. 

Since  the  Council  meeting  in  May,  we  have 
conferred  with  Mr.  De  Pace  on  several  oc- 
casions, and  we  have  discussed  the  building 
plans.  Now,  we  are  happy  to  announce  that 
definitive  blueprints  have  been  approved.  At 
the  present  time,  final  designs  are  being  com- 
pleted. 

The  Building  Committee  has  been  consulted, 
and  it  has  gone  along  with  the  projected  “ar- 
chitecture.” 

There  has  been  some  delay  in  the  issuing  of  a 
building  permit  by  the  village  “fathers,”  due  to 
a misunderstanding  between  them  and  Mr. 
Levitt.  We  have  been  “caught  in  the  middle.” 
However,  it  appears  that  the  main  problems 
have  been  solved,  and  we  should  receive  per- 
mission to  go  ahead  in  the  not-too-distant 
future. 

To  present  our  case,  we  have  engaged  the 
services  of  John  Lewis  (of  Weil,  Gotschal,  and 
Manges),  who  formerly  was  the  Lake  Success 
village  attorney.  He  has  helped  us  immeasur- 
ably in  our  negotiations  with  the  Board  and 
Mr.  Levitt. 

Also,  we  authorized  Borings  Inc.  of  Long 
Island  to  do  the  test  borings.  This  work  has 
been  completed. 

The  building  schedule  appears  to  be  as  fol- 


lows: The  working  plans  should  be  finished  by 
the  middle  of  December;  then,  they  will  go 
out  for  bids;  we  should  choose  the  contractor 
by  February  15;  the  groundbreaking  should 
take  place  around  March  1 which,  we  have  been 
told,  is  a good  season  for  this  type  of  work. 
The  building  should  be  ready  for  occupancy  in 
about  two  years.  Of  course,  changes  in  this 
“thinking”  may  take  place  as  other  circum- 
stances develop. 

We  have  contacted  our  good  neighbors  to  the 
west,  the  Long  Island  Jewish  Hospital,  and  we 
are  now  working  on  arrangements  whereby  we 
may  be  able  to  construct  an  access  road  from  the 
hospital’s  main  drive  on  Lakeville  Road  to  the 
parking  lot  of  our  new  building.  Our  relation- 
ship with  the  administrators  of  the  hospital  has 
been  very  cordial. 

Research  and  Planning.  We  have  talked 
about  a Division  of  Research  and  Planning  for 
a number  of  years,  and  we  are  delighted  to  inform 
you  that  finally  this  dream  of  ours  has  become 
a reality.  Way  back  in  1963,  we  described  the 
organization  of  such  a department  by  the  Cali- 
fornia Medical  Association  and  the  fine  ac- 
complishments of  that  group.  It  was  our  feel- 
ing that  we  could  take  a leaf  out  of  the  book  of 
California  Medical  Association  and  set  up  a 
division  which  could  have  the  same  functions  as 
those  adopted  by  the  Association  on  the  west 
coast — of  course,  with  modifications  to  fit  our 
own  individual  needs. 

Among  the  important  functions  of  such  a de- 
partment, we  visualized:  (1)  research  projects 
which  would  contribute  to  public  welfare  and 
be  of  benefit  to  our  members;  and  (2)  initiation 
and  development  of  long-range  planning  and 
programs  (an  idea  which  was  accepted  some 
years  ago  by  the  former  Planning  Committee 
for  Medical  Policies,  but  without  success) . 

We  hoped  that  various  areas  would  be  ex- 
plored, such  as  insurance  mechanisms;  educa- 
tion, organization  and  distribution  of  medical 
services;  communications;  historical,  philo- 
sophic, and  sociologic  concepts;  membership 
relations;  labor;  rehabilitation;  quality  of 
medical  care;  preventive  medicine;  and  even 
political  implications. 

This  idea  of  a Division  of  Research  and  Plan- 
ning was  accepted  with  great  enthusiasm  by  the 
House  of  Delegates;  the  Council  requested 
that  your  executive  vice-president  find  a man 
to  organize  and  direct  this  important  endeavor. 

We  searched  diligently  for  a director.  You 
will  remember  that  we  stated  we  wished  to  at- 
tract someone  of  high  caliber,  who  would  play 
an  important  role  in  the  determination  and 
introduction  of  important  and  valuable  con- 
tributions to  the  welfare  of  our  people.  We 
envisioned  a person  with  a broad  background, 
not  only  in  medicine  and  research  technics  but 
also  in  the  social  and  behavioral  sciences,  psy- 
chology, economics,  and  so  forth. 

We  have  found  such  a man!  Harry  D. 
Kruse,  M.D.,  is  both  a doctor  of  medicine  and  a 
doctor  of  science.  Both  of  his  doctorates  were 
awarded  to  him  by  Johns  Hopkins  University. 
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For  sixteen  years,  he  was  executive  secretary 
of  the  Committee  on  Public  Health  of  the  New 
York  Academy  of  Medicine.  His  career  has 
been  a varied  and  eminent  one.  We  will  not 
transmit  to  you  his  entire  curriculum  vitae, 
but  may  we  mention  a few  of  his  accomplish- 
ments: associate  professor  of  biochemistry, 

Johns  Hopkins  University;  medical  researcher 
for  the  Milbank  Memorial  Fund;  consultant 
to  the  Surgeon  General  of  the  U.S.  Army; 
member  of  the  Master  Plan  Committee  of  the 
Hospital  Council  of  Greater  New  York;  mem- 
ber of  the  American  Society  of  Biological  Chem- 
ists; and  fellow  of  many  professional  organiza- 
tions, including  Phi  Beta  Kappa  and  Sigma  Xi. 

Dr.  Kruse  has  been  a prolific  writer,  and  he  has 
covered  many  areas.  His  publications  have 
been  concerned  with  state  education  law; 
hospital  morbidity  reporting;  fluoridation  of 
water  supplies;  artificial  respiration;  infant  and 
maternal  care  in  New  York  City;  drug  addic- 
tion; perinatal  mortality;  alcoholism;  psychiatric 
clinics;  approaches  to  mental  disease;  air 
pollution  and  health;  rat  control,  and  other 
important  subjects. 

We  believe  that  we  are  very  fortunate  to  ob- 
tain the  services  of  such  a person — a flexible 
individual  with  the  ability  to  “organize,”  to 
think,  and  to  plan  ahead. 

Table  of  Organization.  We  submit  a 
new  Table  of  Organization  of  the  staff  of  the 
Medical  Society  of  the  State  of  New  York 
(Figure  1,  page  1625).  The  following  changes 
should  be  noted: 

1.  The  name  of  the  Division  of  Industrial 
Health  and  Workmen’s  Compensation  has  been 
changed  to  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation. 

2.  The  Directory  and  Membership  Depart- 
ments have  been  combined  into  one  unit. 

3.  The  name  of  the  Division  of  Medical 
Care  Insurance  has  been  changed  to  the  Division 
of  Medical  Services. 

4.  CHAMPUS  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services)  has  been 
deleted. 

The  division  and  administrative  heads  are: 
Administration 

Henry  I.  Fineberg,  M.D.,  executive  vice- 
president 

J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president 

George  W.  Forrest,  Jr.,  assistant  to  the  ex- 
ecutive vice-president 
Gretchen  Wunsch,  executive  assistant 
Scientific  Activities 

Norman  S.  Moore,  M.D.,  director 
Scientific  Publications 

William  Hammond,  M.D.,  director 
Elizabeth  C.  Smith,  managing  editor 
Standards  of  Medical  Care 

Samuel  Z.  Freedman,  M.D.,  director 
Communications 

Guy  D.  Beaumont,  director 
Occupational  Health  and  Workmen' s Compensation 
Director  vacancy 


Medical  Services 

George  P.  Farrell,  director 
Business 

J.  Richard  Burns,  director 

Eugene  S.  Dombrowski,  assistant  director 
Research  and  Planning 

Harry  D.  Kruse,  M.D.,  director 

We  believe  that  you  should  also  know  to 
which  divisions  the  various  Council  committees 
are  assigned: 

Administration:  The  Council — Executive 

Committee,  House  of  Delegates,  Board  of 
Trustees,  Budget  and  Finance — Budget,  Con- 
stitution and  Bylaws  (Council),  Building  (Spe- 
cial), Education  Law  Revision  (Special),  Con- 
stitution and  Bylaws  (House),  Judicial  Council, 
Malpractice  Insurance  and  Defense  Board 
Nominating  Committee,  Trustees’  Committees, 
New  York  State  Association  of  Professions, 
Delegation  to  American  Medical  Association, 
and  Convention — Dinner. 

Scientific  Activities:  Commission  on  Public 

Health  and  Education — -Accident  and  Injury 
Prevention,  Aging  and  Nursing  Homes,  Al- 
coholism and  Drug  Abuse — Joint  Committee 
with  New  York  State  Bar  Association  on 
Alcoholism  and  Drug  Abuse,  Audio-Visual 
Aids,  Cancer,  Cardiovascular  Disease,  Chronic 
Pulmonary  Disease,  Continuing  (Postgraduate) 
Education,  Data  Processing  in  Medicine,  Dis- 
eases of  the  Eye,  Environmental  Health, 
Forensic  Medicine,  General  Practice,  Hard  of 
Hearing  and  the  Deaf,  Health  Aspects  of  Ioniz- 
ing Radiation,  Health  Manpower,  Maternal 
and  Child  Welfare,  Medical  Aspects  of  Sports, 
Mental  Hygiene,  Metabolic  Diseases,  Physical 
Medicine  and  Rehabilitation,  Preventive  Medi- 
cine, Quackery,  Rural  Medical  Service,  and 
State-wide  Committee  on  Comprehensive 
Health  Planning;  Archives  and  History;  Con- 
vention— Scientific  Awards,  Scientific  Ex- 
hibits, Scientific  Motion  Pictures,  and  Scientific 
Program;  Liaison  with  National  Aeronautics 
and  Space  Administration;  District  Branches 
(Special);  Osteopathy  (Special);  Prize  Essays. 

Occupational  Health  and  Workmen’s  Compen- 
sation: Occupational  Health,  Workmen’s  Com- 

pensation, Labor  Health  Facilities. 

Business:  Budget  and  Finance — Finance, 

Convention — Technical  Exhibits. 

Standards  of  Medical  Care:  Commission  on 

Standards  of  Medical  Care — Ethics,  Hospital 
and  Professional  Relations,  Hospital-Based 
Physicians,  Mediation  and  Insurance  Claims 
Review,  Medical  Review,  Nursing,  and  Utiliza- 
tion Review;  OEO  Clinics;  Technical  Advisory 
Committee  to  State  Health  Department. 

Medical  Services:  Economics,  Medical  Care 

Insurance,  Liaison  with  U.S.  Veterans  Ad- 
ministration, Policy  and  Negotiating  Commit- 
tee on  Government  Supported  Health  Plans, 
Proposed  Health  Insurance  Law  (Special). 

Communications:  Commission  on  Public  and 

Professional  Affairs — State  Legislation,  Federal 
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Legislation,  Public  Relations,  Medicine  and 
Religion;  Advisory  to  Medical  Assistants  As- 
sociation (Special). 

Research  and  Planning:  Research  and  Plan- 

ning. 

CHAMPUS.  Last  year  we  discussed 
CHAMPUS,  formerly  known  as  the  Medical 
Care  for  Dependents  of  Military  Service  Men. 
We  pointed  out  that  there  was  a movement  on 
the  part  of  the  Department  of  Defense  to  take 
this  project  away  from  the  State  Medical  So- 
ciety. We  explained  to  you  that  we  had  strongly 
protested  this  action  and  had  brought  certain 
key  members  of  the  House  of  Representatives 
into  the  picture. 

At  that  time,  we  were  under  the  impression 
that  our  appeal  had  been  successful,  because  the 
last  word  that  was  given  to  us  before  our  House 
of  Delegates  adjourned  was  that  the  contract 
would  be  renewed.  This  turned  out  to  be  the  fact 
because  the  contract  was  signed  by  the  chairman 
of  our  Board  of  Trustees  and  the  secretary  and 
was  forwarded  to  the  proper  officials. 

Sometime,  thereafter,  the  Department  of  De- 
fense, due  to  the  insistence  of  one  of  the  mem- 
bers of  the  House  of  Representatives,  had  a 
“change  of  heart”;  and  the  notice  was  trans- 
mitted to  us  from  the  Office  for  Civilian  Health 
and  Medical  Program  of  the  Uniformed  Services 
that  they  would  like  to  have  the  CHAMPUS 
contract  terminated  as  of  June  30,  1968.  After 
due  deliberation,  the  Council  decided  to  approve 
this  request. 

Contrary  to  our  previous  reluctance  to  go 


along  with  the  first  projection  of  the  govern- 
ment, it  was  finally  felt  that  the  program  should 
be  relinquished.  The  project  has  been  trans- 
ferred to  United  Medical  Service,  Inc.  We 
have  tried  to  make  it  clear  to  all  concerned  that 
we  did  not  initiate  this  change.  It  was  purely 
and  simply  the  “brain  child”  of  the  Department 
of  Defense. 

United  Medical  Service,  Inc.,  took  over  the 
administrative  functions  of  CHAMPUS  on 
July  1.  At  the  time  of  this  transfer,  a number 
of  employes  expressed  the  wish  to  continue 
working  in  the  program  at  United  Medical 
Service,  Inc.  These  requests  were  granted. 

When  the  scope  of  CHAMPUS  was  increased 
some  time  ago,  we  hired  additional  personnel 
and  reconstructed  our  Council  chambers  into 
appropriate  office  space  for  this  purpose.  We 
are  happy  to  report  that  we  have  been  reim- 
bursed by  the  government  for  the  expenses  in- 
curred in  providing  the  increased  facilities. 
This  sum  amounted  to  more  than  $3,500. 

Incidentally,  we  have  returned  to  our  old 
Council  chamber,  although  it  is  somewhat  smaller 
than  it  was  before.  We  found  that  the  make- 
shift arrangements  for  holding  Council  meetings 
in  various  hotels  was  completely  unsatisfactory. 

Miscellaneous.  Annual  Convention.  As  is 
our  usual  practice,  a convention  “postmortem” 
meeting  of  key  staff  personnel  was  held  on 
February  28  at  headquarters.  Each  person 
reported  on  the  particular  segment  of  the  an- 
nual meeting  for  which  he  or  she  was  respon- 
sible and  also  made  observations  concerning  the 
meeting  as  a whole. 
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There  was  general  agreement  that  combining 
the  scientific  and  the  technical  exhibits  in  Albert 
Hall  was  very  successful.  The  technical  ex- 
hibitors were  particularly  pleased  with  the  new 
setup,  and  several  stated  that  the  1968  meeting 
was  the  “best”  in  recent  years. 

Enthusiasm  was  also  expressed  for  the  de- 
cision to  advance  the  opening  of  the  exhibits  to 
Sunday,  since  this  gave  many  physicians  with 
busy  practices  the  time  to  view  the  exhibits  at 
their  leisure  during  the  day. 

Bernard  J.  Pisani,  M.D.,  chairman  of  the 
Convention  Committee,  polled  the  chairmen  of 
scientific  sessions  and  sections  to  ascertain  their 
desires  on  a proposal  to  hold  the  first  session 
and  section  meetings  on  Sunday  morning  rather 
than  on  Monday  morning  and  to  conclude  the 
scientific  program  on  Wednesday  afternoon 
rather  than  on  Thursday  afternoon.  Dr. 
Pisani’s  suggestions  were  received  enthusiasti- 
cally. 

In  general,  it  was  the  consensus  of  the  staff 
that  the  1968  annual  convention,  as  a whole, 
was  conducted  very  smoothly.  There  were  a 
few  minor  problems  involving  the  hotel,  but 
these  were  quickly  resolved — with  the  coopera- 
tion of  The  Americana  management.  In  our 
judgment,  the  efficiency  of  the  operation  is  due 
to  the  careful  planning  that  is  done  many 
months  in  advance  of  the  actual  meeting. 
Another  reason  is  the  assignment  of  key  staff 
personnel  to  act  as  coordinators  of  specific 
segments  of  the  convention,  that  is,  House  of 
Delegates,  Technical  Exhibits,  Scientific  Pro- 
gram, and  so  on. 

Even  though  the  meeting  was  considered 
to  be  much  better  than  in  past  years  by  the  ex- 
hibitors, the  sale  of  booth  space  was  below  par. 
A total  of  103  exhibit  spaces,  including  3 table 
spaces,  were  sold.  Total  revenue  from  sale  of 
this  space  amounted  to  $48,245.  The  following 
is  a comparison  between  this  year  and  last  year. 


Year 

1967 

1968 


Income  from 
sale  of  space 
$54,331 
48,245 


Decrease 


$ 6,086 


AMA-ERF.  As  in  former  years,  the  AMA 
mailed  to  us  checks  representing  the  AMA-ERF 
allocations  to  the  following  medical  schools  in 
our  State:  Albany  Medical  College,  Columbia 
University  College  of  Physicians  and  Surgeons, 
State  University  of  New  York  Upstate  Medical 
Center,  New  York  University  School  of  Medi- 
cine, Mount  Sinai  School  of  Medicine,  Albert 
Einstein  College  of  Medicine,  Cornell  University 
Medical  College,  University  of  Rochester  School 
of  Medicine  and  Dentistry,  State  University 
of  New  York  Downstate  Medical  Center,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  and  New  York  Medical  College. 

The  deans  were  invited  to  our  May  Council 
meeting,  at  which  time  our  president  presented 
the  checks  to  them. 


Unrelated  Business  Income.  The  following 
excerpt  from  The  New  York  Times  of  September 
21  is  self-explanatory: 

“The  Senate  voted,  32  to  22,  today  to  con- 
tinue levying  Federal  taxes  on  advertising 
revenues  collected  by  publications  of  non- 
profit organizations. 

The  organizations  involved  are  themselves 
tax-exempt,  and  until  last  December  no 
taxes  were  levied  on  money  they  received  for 
advertisements  placed  in  their  publications. 
But  the  Internal  Revenue  Service  then  ruled 
that  advertising  income  was  taxable,  unlike 
money  received  through  contributions  or  other 
sources. 

The  Senate  Finance  Committee  then  wrote 
a reversal  of  this  ruling  into  a measure  per- 
mitting tax  deductions  by  fanners  for  cer- 
tain conservation  expenses. 

Today  the  Senate  approved  an  amendment 
by  Senator  Clinton  P.  Anderson,  Democrat  of 
New  Mexico,  that  kept  the  revenue  service’s 
tax-collecting  policy  intact.  Senator  Ander- 
son said  that  the  committee  provision  would 
have  cost  the  government  $25  million  a year. 

Publications  covered  by  the  ruling  include 
the  National  Geographic  magazine  and  the 
Journal  of  the  American  Medical  Association.” 
In  other  words,  we  will  have  to  pay  a tax  on 
the  advertising  in  our  Journal.  At  present, 
we  are  in  the  midst  of  analyzing  this  situation. 

Advertising  Sales.  The  advertising  income  of 
the  Journal  has  continued  to  rise.  In  the 
nine-month  period  ending  September  30,  we 
“billed”  $283,141.50  in  gross  advertising  sales, 
compared  to  $259,245.93  for  the  comparable 
period  in  1967 — an  increase  of  $24,895.57. 

Staff  Handbook.  As  all  of  you  know,  the 
Staff  Handbook  has  been  in  existence  for  a num- 
ber of  years.  We  feel  it  has  served  a very  im- 
portant function.  Two  editions  have  been  pub- 
lished, and  we  are  now  working  on  the  third — 
utilizing  the  experience  of  other  organizations 
and  the  suggestions  made  by  the  staff. 

Budget.  Naturally,  the  Treasurer’s  report 
will  show  our  financial  status. 

We  might  merely  say  that  every  attempt  is 
made  to  keep  within  our  budget  estimates. 
Necessities  are  always  taken  care  of,  and  luxuries 
are  avoided.  We  keep  remembering  that  we 
will  need  plenty  of  funds  when  the  actual  build- 
ing program  is  initiated. 

The  Budget  and  Finance  Committee  con- 
tinues to  meet  every  three  months  to  evaluate 
the  experience  of  the  previous  months.  On 
October  31,  it  will  also  convene  to  consider  the 
budget  estimate  for  1969.  At  present,  we  vis- 
ualize an  increase  in  salaries  for  all  of  our  em- 
ployes, because  of  the  higher  cost  of  living  and 
greater  income  taxes. 

Division  of  Occupational  Health  and  Work- 
men's Compensation.  Robert  Katz,  M.D., 
director,  Division  of  Occupational  Health  and 
Workmen’s  Compensation,  left  us  in  July  to 
join  the  Equitable  Life  Assurance  Society. 
Every  effort  is  being  made  to  find  a qualified 
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replacement.  With  this  in  mind,  we  have  also 
inserted  an  advertisement  in  our  own  Journal. 
A number  of  applicants  are  now  under  considera- 
tion. 

Selective  Service  System.  Since  there  appears 
to  be  a continual  draft  of  doctors  of  medicine 
into  active  military  service,  we  deem  it  essen- 
tial that  our  members  and  the  people  and  com- 
munities which  they  serve  understand  the  pro- 
cedures followed  in  calling  physicians  into 
military  service,  as  well  as  the  suggested  pro- 
cedures to  be  taken  to  obtain  the  deferment  or 
exemption  of  physicians  essential  to  the  care 
of  the  sick  or  to  the  continuation  of  an  essential 
teaching  program. 

Much  of  the  following  information  was  ex- 
cerpted from  an  article  which  appeared  in  the 
January  8,  1968,  issue  of  the  Journal  of  the 
American  Medical  Association,  entitled  “Selec- 
tive Service  and  Military  Medical  Manpower” 
by  James  C.  Cain,  M.D.,  chairman  of  the  Na- 
tional Advisory  Committee  to  the  Selective 
Service  System.  The  entire  article  is  worth 
reading,  and  we  heartily  recommend  that  this 
be  done 

In  general,  all  physicians,  unless  disqualified  for 
particular  reasons,  must  serve  two  years  in  the  Armed 
Forces.  This  is  a basic  premise  which  should  be  kept  in 
mind  at  all  times. 

Broadly  speaking,  there  are  three  factors  used  to 
reach  a decision  that  a physician  is  “essential.”  These 
in  relative  order  of  importance  are:  (1)  the  needs  of  the 
community;  and  (2)  the  role  the  physician  may  per- 
form in  the  Armed  Service  (for  example,  the  physician 
who  has  completed  his  specialty  training  may  be  of 
more  value  to  the  service  than  a man  who  has  just 
finished  his  internship) ; and  (3)  the  extent  of  disagree- 
able disruption  of  his  life  work  that  induction  causes  the 
physician. 

To  arrive  at  the  quota  of  physicians  that  each  state 
is  requested  to  furnish,  the  following  procedure  is  fol- 
lowed : 

1.  Each  local  draft  board  is  asked  by  the  state  direc- 
tor of  the  Selective  Service  System  to  furnish  the  num- 
ber of  1A  physicians  it  has  registered. 

2.  The  4,000  local  boards  ask  the  physicians  reg- 
istered with  them  to  undergo  a physical  examination, 
and  the  boards  then  classify  their  physicians  1A,  or 
otherwise. 

3.  The  physician  then  has  thirty  days  in  which  to 
object  to  his  classification  and  have  it  reconsidered  by 
his  local  draft  board. 

The  Armed  Services,  in  the  meanwhile,  have  as- 
certained the  number  of  physicians  needed  by  them, 
and  these  must  be  supplied  by  the  Selective  Service 
System.  These  physicians  are  furnished  by  each  state 
in  a ratio  proportionate  to  the  total  number  desired 
and  the  total  number  of  1A  physicians  registered  in  a 
particular  state. 

If  the  physician  or  the  institution  with  which  he 
is  associated  feels  that  he  is  essential  to  his  community, 
then  he  or  the  institution,  during  the  first  thirty  days 
following  his  classification  as  1A  (in  practice  this  period 
extends  up  to  the  time  he  receives  his  notice  of  induc- 
tion), can  request  a review  of  his  classification  by  his 
local  board.  The  1A  physician  can  request  deferment 
only  on  the  basis  of  essentiality  to  the  care  of  the  sick 
or  to  the  continuation  of  an  essential  teaching  program. 
Hardship  or  factors  other  than  those  listed  are  not  con- 
sidered. The  individual  should  submit  any  informa- 
tion supporting  his  request  for  deferment,  such  as  cor- 
roborative statements  from  his  hospital,  patients, 


medical  societies,  and  the  like,  which  would  help  to 
show  the  need  for  the  man’s  continued  activities  in  the 
area. 

The  local  board,  in  turn,  forwards  this  information 
to  the  State  Advisory  Committee  (there  are  two  in 
New  York,  one  for  New  York  City  and  the  other  for 
the  rest  of  the  State) . The  State  Advisory  Committee, 
in  turn,  asks  for  the  advice  and  recommendation  of 
local  committees  comprised  of  physicians  residing  and 
practicing  in  the  area  where  the  registrant  lives  and 
works.  This  advice  is  then  transmitted  to  the  local 
draft  board  for  guidance. 

We  have  been  advised  that  the  State  Advisory  Com- 
mittee makes  suggestions  but  seldom  reverses  or  alters 
the  local  committee’s  decision.  On  occasion,  it  may 
seek  further  opinion  from  the  Washington  office  of  the 
Selective  Service  System  and  refer  the  case  back  to  the 
local  draft  board  for  reconsideration. 

If  the  local  draft  board,  after  completion  of  the  above 
procedure,  feels  that  the  physician  has  been  correctly 
classified  as  1A,  then  he  or  his  sponsoring  organization 
can  request  that  the  classification  be  reviewed  by  the 
District  Appeal  Board.  There  is  such  a board  in  each 
Federal  judicial  district.  The  case  can  be  reviewed  by 
the  District  Appeal  Board  in  the  region  of  the  local 
draft  board  or  by  the  District  Appeal  Board  of  the 
region  where  the  physician  resides,  if  he  so  desires. 
These  District  Appeal  Boards  are  part  of  the  Selective 
Service  System  and  rely  heavily  on  the  advice  of  the 
state  and  national  advisory  committees,  who  are 
charged  with  trying  to  balance  the  needs  of  the  civilian 
community  with  the  requirements  of  the  Armed  Serv- 
ices. 

If  the  District  Appeal  Board  agrees  by  unanimous 
vote  that  the  physician  is  1A,  he  is  certified  to  the  state 
director  of  the  Selective  Service  System  as  1A  and  avail- 
able for  induction.  If  the  District  Appeal  Board  is 
divided  in  its  opinion  regarding  the  physician’s  classi- 
fication, or  if  the  state  or  national  director  of  the  Selec- 
tive Service  System  disagrees  with  the  opinion  rendered, 
an  appeal  to  the  President  can  be  requested.  The 
opinion  of  the  Presidential  Appeal  Board  is  final. 

Headquarters,  (a)  As  the  activities  of  the 
State  Society  increase,  so  does  the  strain  on  our 
already  overtaxed  office  facilities.  N ow,  we  have 
been  forced  to  convert  the  so-called  “conference 
room”  just  off  the  reception  area,  into  additional 
office  space  for  the  Division  of  Standards  of 
Medical  Care.  This  was  necessitated  by  the 
newly  undertaken  Medical  Review  Manual 
project,  financed  by  the  U.S.  Public  Health 
Service  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  under  the  direction  of 
Samuel  Z.  Freedman,  M.D. 

( b ) The  expansion  of  the  Communications  De- 
partment forced  us,  most  reluctantly,  to  ask 
Physicians’  Home  to  give  up  its  office  space. 
This  was  a request  that  we  deeply  disliked  mak- 
ing, but  Waring  Willis,  M.D.,  president  of 
Physicians’  Home,  and  Miss  Beatrice  Hoyt,  its 
executive  secretary,  were  most  gracious  and 
understanding.  On  May  7,  this  grand  organi- 
zation moved  to  excellent  quarters  in  the  Gray- 
bar Building  at  Grand  Central  Station,  which  it 
shares  with  the  New  York  State  Association  of 
Professions — also  removed  from  our  premises. 

(c)  Beginning  Monday,  July  1,  and  ending  Fri- 
day, September  6,  the  office  was  closed  officially 
at  4:00  p.m.  Naturally,  this  was  well  received 
by  the  entire  staff  and,  in  our  opinion,  was  a 
morale  booster. 

(d)  At  present,  the  working  hours  of  our  staff 
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are  from  8:30  a.m.  to  4:30  p.m.  A majority 
of  our  people  voted  for  this  change. 

( e ) On  July  1,  1968,  Governor  Rockefeller  ap- 
pointed your  executive  vice-president  to  the 
State  Hospital  Review  and  Planning  Council. 

For  some  time,  it  has  been  apparent  to  us  that 
many  of  the  functions  and  records  separately 
maintained  by  the  Membership  and  Directory 
Departments  were  actually  duplications.  As 
we  have  told  you  in  the  past,  we  have  been 
acutely  aware  that  our  methods  of  maintaining 
these  vital  records  have  been  antiquated  and 
outdated.  As  a first  step  in  reorganizing  and 
revitalizing  these  most  important  activities, 
we  combined,  effective  May  6,  1968,  the 
Directory  and  Membership  Departments  into 
one  unit — under  the  supervision  of  John 
O’Brien. 

Also,  we  have  been  negotiating  with  an  or- 
ganization which  has  developed  a central  auto- 
mated physician  information  system,  under  the 
sponsorship  of  the  American  Medical  Associa- 
tion. It  is  the  intent  of  this  program  to  afford 
an  automated  service  from  a central  source, 
which  undoubtedly  would  offer  substantial  cost 
reductions  and  operating  efficiencies.  Of 
course,  we  will  keep  you  advised  of  the  details 
of  this  proposal.  It  has  already  been  described 
to  the  Council,  and  the  principle  has  been  ap- 
proved. 

Once  this  system  has  been  established,  we  will 
be  able  to  utilize  the  automated  data  processing 
system  in  the  publication  of  the  Directory. 
This  procedure  will  allow  us  to  make  changes  in 
biographic  data  right  up  to  press  time.  We  are 
convinced  that  the  Membership  and  Directory 
Department  will  function  more  smoothly  and 
at  a lower  cost  than  in  the  past. 

By  the  time  you  read  this  report,  you  will  have 
received  the  1968  edition  of  the  Directory.  It  is 
with  great  chagrin  that  we  announce  that  this 
is  the  poorest  directory  that  we  have  seen  in 
quite  sometime;  we  might  add  that  this  has 
come  about  without  our  knowledge  or  approval. 
The  completed  volume  in  no  way  resembles  the 
samples  which  were  submitted  to  our  Business 
Division.  The  quality  and  the  size  of  the  print 
is  definitely  below  our  expectations. 

There  have  been  a few  comments  that  this  was 
no  time  to  “go  cheap.”  This  definitely  is  con- 
trary to  the  fact.  Truly,  we  have  spent  more 
on  this  edition  than  we  have  on  any  previous 
one.  Without  a doubt,  the  publishing  com- 
pany has  failed  to  fulfill  its  contract.  You 
may  be  assured  that  we  will  not  utilize  the  serv- 
ices of  this  organization  at  any  time  in  the 
future. 

Of  course,  we  look  for  better  days  as  far  as  this 
project  is  concerned— when  the  automated 
processing  system  is  initiated. 

Obituary.  It  is  with  great  sorrow  that  we 
announce  the  passing  of  our  esteemed  friend, 
Solomon  Schussheim,  M.D.,  who  for  years  has 
been  very  active  in  many  areas  of  our  medical 
life.  He  was  a fine  physician  and  surgeon  and  a 
credit  to  our  profession. 


Meetings.  Since  our  last  report  to  the 
House  of  Delegates,  in  addition  to  routine  con- 
ferences, your  executive  vice-president  attended 
or  participated  in  the  following  events: 

1.  The  27th  annual  Dawn  Patrol  Breakfast 
of  the  Greater  New  York  Councils,  Boy  Scouts 
of  America,  in  New  York  on  February  8 — as  a 
member  of  the  Medical  Section  of  the  New  York 
Board  of  Trade. 

2.  The  Symposium  on  The  Medical  Aspects 
of  Sports,  sponsored  by  the  Medical  Society  of 
the  State  of  New  York,  at  The  Americana,  New 
York  City,  on  February  10. 

3.  The  “Common  Problems  Conference” 
called  by  Milford  O.  Rouse,  M.D.,  president 
of  the  AMA,  at  The  Americana,  New  York  City, 
on  February  15.  This  was  a mechanism  that 
permitted  Dr.  Rouse  to  meet  informally  with  the 
medical  leadership  of  New  York  to  discuss  the 
medical  profession’s  “common  problems.” 

4.  A conference  with  Brigadier  General  Nor- 
man A.  Peatfield,  MC,  USA,  executive  director 
of  the  Office  for  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services,  and  Colonel 
William  H.  Hayes,  MSC,  USA,  contracting 
officer,  in  New  York  City,  on  February  16. 
The  purpose  of  their  visit  was  to  discuss  the 
CHAMPUS  program  with  key  persons  in  our 
Society. 

5.  Legislative  conferences  in  Albany  on 
March  15  and  16. 

6.  Annual  dinner  of  the  Legislative  Cor- 
respondents Association  in  Albany  on  March  16. 
As  usual  the  political  leaders  of  our  State  and 
nation  were  lampooned. 

7.  A meeting  of  the  New  York  State  Hos- 
pital Review  and  Planning  Council  in  New  York 
on  March  21. 

8.  A conference  of  representatives  of  the 
“Coordinating  Council”  of  New  York  City  in 
New  York  on  the  afternoon  of  March  21.  This 
meeting  was  called  primarily  to  develop  and 
approve  an  organization  structure  for  an  agency 
to  which  would  be  entrusted  the  responsibility 
of  comprehensive  health  planning  in  the  New 
York  City  area.  A “blueprint”  was  projected. 

9.  A meeting  of  the  Board  of  Directors  of 
New  York  State  Association  of  the  Professions 
(NYSAP)  in  New  York  City  on  March  22. 

10.  A conference  with  the  president  of  the 
Woman’s  Auxiliary  on  the  afternoon  of  March 
22  in  New  York  City.  We  discussed  the  finan- 
cial status  of  the  Auxiliary. 

11.  A conference  of  County  Medical  Society 
Presidents  in  Syracuse  on  April  4.  This  was 
our  president’s  meeting;  to  our  knowledge,  the 
first  of  its  kind.  The  theme  of  this  get-together 
was  unanimity  of  thought,  action,  and  effort  on 
the  part  of  New  York  State  physicians.  Also, 
one  of  the  important  subjects  discussed  was 
Comprehensive  Health  Planning. 

12.  A meeting  with  Kenneth  G.  Bugan,  the 
new  field  representative  of  the  AMA  assigned 
to  this  area  in  New  York  City  on  April  8. 

13.  The  200th  Anniversary  Banquet  of  the 
New  York  Chamber  of  Commerce  at  the  Wal- 
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dorf-Astoria  Hotel  on  April  9. 

14.  A dinner-meeting  in  honor  of  Bernard 
Bucove,  M.D.,  the  newly  appointed  Health 
Services  Administrator  of  New  York  City  in 
New  York  City  on  April  16.  The  purpose  of 
this  affair  was  to  “get  acquainted”  and  to  offer 
our  cooperation  to  the  administration  toward 
the  goal  of  providing  high  quality  medical  care 
to  all. 

15.  The  176th  annual  meeting  of  the  Con- 
necticut State  Medical  Society  in  Hartford, 
April  30  and  May  1.  Your  executive  vice- 
president  addressed  the  House  of  Delegates 
and  also  attended  the  reference  committee 
meetings  and  scientific  sessions.  As  usual,  the 
hospitality  rendered  by  our  Connecticut  neigh- 
bors was  superb. 

16.  A meeting  of  the  Executive  Committee 
of  the  New  York  State  Health  Planning  Com- 
mission in  New  York  on  May  2.  Hollis  In- 
graham, M.D.,  and  Edward  Van  Ness  presided. 
The  items  on  the  agenda  were  Comprehensive 
Health  Planning  (PL  89-749)  and  Regional 
Medical  Programs  (PL  89-239). 

17.  A meeting  with  representatives  of  Levitt 
and  Sons  in  Lake  Success  on  May  3.  Our 
architects  also  attended.  We  talked  about  our 
building  plans. 

18.  A meeting  called  by  George  Hinder, 
M.D.,  to  again  consider  plans  for  Comprehen- 
sive Health  Planning,  in  New  York  City  on  the 
afternoon  of  May  3.  The  Coordinating  Coun- 
cil of  the  First  District  Branch,  the  Nursing 
Association,  the  New  York  State  Association  of 
Professions,  and  the  Medical  Section  of  the  New 
York  Board  of  Trade  were  represented. 

19.  The  twentieth  annual  Scientific  As- 
sembly of  the  New  York  State  Academy  of 
General  Practice  at  the  Concord,  May  5 to  8. 
Your  executive  vice-president  attended  the  two- 
day  session  of  the  Congress  of  Delegates,  ref- 
erence committee  meetings,  and  other  sessions. 

20.  Another  meeting  with  Colonel  Hayes 
and  Major  Shaffer  of  CHAMPUS  in  New  York 
on  May  9.  We  were  told  that  the  entire  pro- 
gram requires  computerization;  therefore,  this 
activity  should  be  transferred  to  one  of  the 
Blue  Shield  groups  which  will  act  as  the  fiscal 
intermediary. 

21.  A meeting  of  the  AMA  Committee  on 
Quackery  in  Chicago  on  May  10.  Plans  were 
announced  for  a television  show  on  quackery  to 
be  presented  in  San  Francisco,  June  16  to  20. 

Also,  we  discussed  the  program  of  the  Fourth 
National  Congress  on  Health  Quackery  and  of  a 
Seminar  on  Chiropractic  Legislation  to  be  held 
in  Chicago,  October  2 to  5. 

22.  The  71st  annual  dinner  of  the  New 
York  State  Society  of  Certified  Public  Account- 
ants in  New  York  on  May  13.  This  society  is  a 
member  of  NYSAP. 

23.  A meeting  of  committee  chairmen,  called 
by  our  president,  in  Syracuse  on  May  17.  This 
meeting  was  well  attended,  and  important  mat- 
ters were  discussed. 

24.  The  Medallion  Ball  of  the  Nassau 


County  Medical  Society  at  the  Garden  City 
Hotel  on  May  25.  This  is  an  annual  affair 
which  honors  the  president  of  the  medical  society. 

25.  The  annual  President’s  Dinner  of  the 
Bronx  County  Medical  Society,  in  The  Bronx 
on  June  5. 

26.  The  annual  convention  of  the  American 
Medical  Association  in  San  Francisco  on  June 
14  to  20.  What  took  place  is  described  in  our 
report  of  the  delegation. 

Your  executive  vice-president  appeared  on  a 
television  program  conducted  by  the  AMA 
Committee  on  Quackery.  It  is  being  made  into 
a movie  for  distribution  to  county  medical  so- 
cieties throughout  the  country. 

27.  On  July  8,  William  Martin,  Esq.,  John 
Lewis,  Esq.,  former  village  attorney,  and  your 
executive  vice-president  met  with  the  Village 
Board  in  Lake  Success  to  discuss  our  building 
plans. 

28.  The  annual  outing  meeting  of  the  Four- 
County  Medical  Society  (Oneida,  Herkimer, 
Madison,  and  Chenango)  in  New  York  Mills 
on  July  11.  Your  president  and  executive 
vice-president  addressed  the  group  on  the  “State 
of  the  MSSNY.” 

29.  A luncheon  with  officials  of  Bankers 
Trust  Company  in  New  York  City  on  July  19. 
Our  accounts  in  this  great  organization  were 
discussed. 

30.  The  annual  meeting  of  the  Commission 
on  Public  Health  and  Education  in  Albany  on 
July  25.  As  in  past  years,  this  was  one  of  the 
finest  meetings  of  the  year. 

31.  Edward  C.  Hughes,  M.D.,  Waring 
Willis,  M.D.,  Guy  Beaumont,  and  your  execu- 
tive vice-president  met  in  Syracuse  on  August  3 
to  talk  about  Comprehensive  Health  Planning. 

32.  We  appeared  on  a television  program  in 
Syracuse  on  August  26  and  discussed  the  subject 
of  quackery.  The  film  will  be  distributed  to 
colleges  throughout  the  State  to  be  used  for 
their  health  education  programs. 

33.  We  met  with  Charles  T.  Lanigan,  di- 
rector, New  York  State  Office  of  Planning  Co- 
ordination, in  Syracuse  on  August  27.  The 
subject  of  this  conference  again  was  Compre- 
hensive Health  Planning. 

34.  A meeting  to  discuss  Comprehensive 
Health  Planning  with  Commissioner  Hollis  S. 
Ingraham  in  Syracuse  on  September  3.  Ed- 
ward C.  Hughes,  M.D.,  Waring  Willis,  M.D., 
George  Hinder,  M.D.,  and  Guy  Beaumont  were 
also  present. 

35.  The  annual  meeting  of  the  Fifth  and 
Sixth  District  Branches,  in  Lake  George  on 
September  7 and  8. 

36.  We  consulted  James  R.  Kimmey,  M.D., 
regional  director  of  the  U.S.  Public  Health  Serv- 
ice, in  New  York  City  on  September  9. 
Again,  we  discussed  Comprehensive  Health 
Planning. 

37.  A Symposium  on  Quackery  for  the  Pub- 

lic, conducted  by  the  Central  New  York  Acad- 
emy of  Medicine  in  New  Hartford,  New  York, 
on  September  11.  The  program  consisted  of 
the  following:  “Food  Quackery,”  Philip  L. 
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White,  Sc.D.,  secretary,  AMA  Council  on  Foods 
and  Nutrition;  “Arthritis — Facts  and  Fables,” 
Jerome  J.  Walsh,  coordinator,  special  services, 
The  Arthritis  Foundation;  “The  State  Health 
Department  and  Quackery,”  Hollis  S.  In- 
graham, M.D.,  New  York  State  Commissioner 
of  Health;  and  “Chiropractors,”  by  your  execu- 
tive vice-president. 

Despite  the  fact  that  the  chiropractors  had 
been  alerted  and  were  present,  there  were  no 
disturbances. 

38.  A meeting  of  the  AMA  Committee  on 
Quackery  in  Chicago  on  September  13.  We 
talked  about  the  Fourth  National  Congress  on 
Health  Quackery,  to  be  conducted  by  the  AMA 
on  October  2 and  3 in  Chicago.  This  will  be 
followed  by  a seminar  on  chiropractic  legislation. 
Representatives  of  the  Medical  Society  of  the 
State  of  New  York  will  be  at  both  of  these  meet- 
ings. 

39.  A conference  with  Robert  K.  Match, 
M.D.,  executive  director,  Long  Island  Jewish 
Hospital,  our  neighbors  of  the  future,  in  Lake 
Success  on  September  17.  We  talked  about 
common  problems  concerning  our  new  build- 
ing. 

40.  A testimonial  dinner  to  Hon.  James  J. 
Calanese,  Assistant  Attorney  General  of  New 
York  State,  in  New  York  City  on  September  18. 
Mr.  Calanese,  who  has  been  assigned  to  the 
Department  of  Education,  is  retiring  after 
twenty-four  years  of  service. 

41.  A meeting  with  Thomas  D.  Pemrick, 
M.D.,  Troy,  in  New  York  City  on  September 
24.  We  discussed  Comprehensive  Health  Plan- 
ning in  the  northeastern  area  of  New  York. 
Our  president  was  also  present. 

42.  The  50th  anniversary  of  the  New  York 
City  Office  of  the  Chief  Medical  Examiner,  at 
the  New  York  University  Medical  School,  New 
York  City,  on  September  26.  Milton  Helpern, 
M.D.,  presided.  The  program,  in  which  a num- 
ber of  distinguished  persons  participated,  was 
outstanding. 

43.  A meeting  with  the  Board  of  Trustees  of 
the  Medical  Society  of  the  County  of  Queens, 
in  Queens  on  September  27.  The  only  item  on 
the  agenda  was  the  question  of  including  the 
Queens  staff  in  the  MSSNY  Employes  Re- 
tirement System. 

44.  A dinner  in  honor  of  Granville  W.  Lari- 
more,  M.D.,  Deputy  State  Commissioner  of 
Health,  in  Albany  on  September  28.  Dr.  Lari- 
more  is  retiring  to  accept  the  position  of  state  di- 
rector of  the  Florida  Regional  Health  Program 
in  Tampa. 

45.  The  Fourth  National  Congress  on  Health 
Quackery,  sponsored  by  the  AMA  and  the  Na- 
tional Health  Council,  in  Chicago  on  October 
2 and  3.  Your  executive  vice-president’s  as- 
signment was  to  speak  on  “Quackery  in  Re- 
view,” a summary  of  the  one  and  one-half  day 
meeting. 

46.  A radio  program  on  Quackery,  in 
Chicago  on  October  2. 

47.  A seminar  on  Chiropractic  Legislation, 
in  Chicago  on  October  3. 


48.  A television  program,  taped  at  WGN, 
in  Chicago  on  the  afternoon  of  October  3.  We 
participated  in  a panel  on  Quackery  with  Irv- 
ing Ladimer,  vice-president  of  the  National 
Better  Business  Bureau,  and  John  W.  Miner, 
chief,  medicolegal  section,  Los  Angeles  County 
District  Attorney’s  office.  “The  War  on  Medi- 
cal Quackery”  will  be  broadcast  nationwide 
during  November. 

49.  A legal  conference,  in  Chicago  on  Oc- 
tober 4.  William  F.  Martin,  Esq.,  discussed 
“Legal  Problems  of  Hospital  Emergency 
Rooms.” 

50.  The  Second  National  Congress  on  Medi- 
cal Ethics,  in  Chicago  on  October  5. 

51.  A meeting  with  our  architects,  in  New 
York  City  on  October  7.  We  talked  about 
“last  minute”  changes  in  our  planning. 

52.  The  Presidential  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York  City  on  October  7. 

53.  A conference  with  the  president  and 
president-elect  of  the  Woman’s  Auxiliary,  in 
New  York  City  on  October  10.  We  discussed 
the  “present  and  future”  of  the  Auxiliary. 

54.  A conference  of  the  speaker  and  vice- 
speaker of  our  House  of  Delegates,  in  New  York 
City,  on  October  17.  Appointments  to  refer- 
ence committees  were  made. 

Woman’s  Auxiliary.  The  staff  of  the 
Medical  Society  of  the  State  of  New  York — es- 
pecially in  the  administrative  and  business  divi- 
sions— has  helped  the  women  in  many  areas — 
when  called  on. 

Also,  with  the  approval  of  the  Committee  on 
Budget  and  Finance,  the  Council,  and  the  Board 
of  Trustees,  we  have  given  financial  assistance 
to  the  Auxiliary  in  a number  of  projects. 

The  president  of  the  Auxiliary  has  appeared 
before  the  House  of  Delegates  and  the  Council. 
The  progress  reports  have  been  interesting, 
and  a number  of  features  have  been  somewhat 
provocative. 

Mrs.  Albert  M.  Biglan,  Suffolk  County,  the 
current  president,  has  brought  forward  as  the 
theme  of  her  administration,  “Be  an  Ally  of 
American  Medicine”;  truly,  a fine  slogan. 
Evidently,  the  ladies  are  disturbed  by  the  fol- 
lowing problems,  which  are  not  new: 

— Less  than  5,000  wives  of  the  doctors  of 
medicine  are  members  of  the  Auxiliary. 

— The  Auxiliary  dues  are  below  par.  A 
nominal  increase  is  indicated.  This  idea  has 
the  support  of  the  officers;  but  it  has  not  re- 
ceived universal  approval — -a  situation  which  is 
difficult  for  us  to  understand. 

— Secretarial  assistance  to  the  president  is 
needed.  The  MSSNY  has  done  something 
in  this  direction  in  the  past,  and  this  course  can 
be  pursued  to  some  extent  in  the  future,  on 
request. 

Mrs.  Biglan  has  been  a very  active  and  dedi- 
cated president.  Time  after  time,  she  has  pointed 
out  that  the  Auxiliary  can  be  an  important 
“arm”  of  the  Medical  Society.  Two  aims 
stand  out  (1)  the  Auxiliary  should  assist  the 
Medical  Society  in  its  work  for  the  advancement 
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of  medicine  and  public  health,  and  (2)  it  should 
promote  friendly  relations  and  mutual  under- 
standing among  families  of  physicians. 

No  one  can  argue  with  these  concepts. 
There  must  be  a “healthy”  and  productive 
liaison  between  the  medical  profession  and  its 
distaff  side. 

We  will  continue  to  help  in  every  way — 
toward  a better  spirit  of  working  together. 

Acknowledgments.  Once  again,  your 
executive  vice-president  is  thankful  to  all  who 
have  advised  and  helped  him  during  the  past 
year.  The  list  is  too  long  for  us  to  express  our 
gratitude  to  each  one  individually. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D., 
Executive  Vice-President 

Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen : 

Chiropractic.  For  a number  of  years,  your 
executive  vice-president  has  been  a member  of 
the  AMA  Committee  on  Quackery.  We  have 
been  “fighting”  against  all  types  of  medical 
quackery;  but,  naturally,  we  have  directed 
our  main  efforts  to  eradicate  the  charlatanism 
of  chiropractic.  This  battle  has  been  a 
strenuous  one;  and  much  to  our  dismay,  we 
have  not  always  been  as  successful  as  we  would 
like  to  be. 

Of  course,  the  greatest  blow  to  equity  came 
when  New  York  and  Massachusetts  finally 
went  the  “way  of  most  of  the  flesh”;  and  this 
cultism  gained  legal  recognition  in  those  states. 
This  left  Louisiana  and  Mississippi  as  the  only 
commonwealths  in  the  United  States  where  the 
chicanery  of  chiropractic  has  been  beaten  back 
whenever  it  has  shown  signs  of  coming  to  life. 

However,  there  are  times  when  “justice” 
appears  to  triumph,  and  truth  rises  to  the  sur- 
face. 

Recently  there  have  been  three  developments 
which  prove  that  all  is  not  lost  and  which 
should  spur  us  on  to  increased  activity  in  the 
war  against  fraud  and  deceit : 

A.  The  U.S.  Supreme  Court  in  a landmark 
opinion  has  upheld  a ruling  of  the  U.S.  District 
Court,  New  Orleans,  that  the  State  of  Louisiana 
can  properly  refuse  to  license  chiropractors 
unless  they  meet  the  same  educational  stand- 
ards required  of  medical  practitioners. 

The  ruling  in  England  v.  Louisiana  State 
Board  of  Medical  Examiners  had  been  handed 
down  by  a three-judge  panel  in  the  New  Orleans 
Federal  Court  last  November  ( The  AMA  News, 
November  29,  1965,  March  7,  1966)  and  ap- 
pealed by  the  chiropractors  in  the  U.S.  Supreme 
Court. 

In  its  ruling  on  June  20,  1966,  the  U.S. 
Supreme  Court  held,  in  effect,  that  the  equal 
protection  clause  of  the  Fourteenth  Amendment 
of  the  U.S.  Constitution  does  not  bar  Louisiana 
from  requiring  chiropractors  to  have  medical 
school  degrees. 

In  its  unanimous  November  decision,  the 
three-judge  Federal  District  Court  had  rejected 


the  chiropractors’  argument  that  their  con- 
stitutional rights  were  being  ' violated.  The 
three  judges  found  that  “there  has  been  no 
showing  here  that  the  state  had  done  more 
than  is  necessary  to  protect  the  health  of  its 
citizens.”  The  District  Court  opinion  also 
said,  “If  the  education  obtained  in  chiropractic 
schools  does  not  meet  the  standards  of.  . .the 
United  States  Office  of  Education,  it  may  well 
be  that  the  Legislature  of  Louisiana  felt  that  in 
the  public  interest  a diploma  from  an  approved 
medical  school  should  be  required  of  a chiro- 
practor before  he  is  allowed  to  treat  all  the 
human  ailments  chiropractors  contend  can  be 
cured  by  manipulation  of  the  spine.” 

B.  In  1967,  the  90th  Congress  requested 
that  the  Department  of  Health,  Education,  and 
Welfare  make  “a  study  relating  to  the  inclusion 
under  the  supplementary  medical  insurance 
program  (Part  B of  Title  18  of  the  Social 
Security  Act)  of  services  of  additional  types  of 
licensed  practitioners  performing  health  serv- 
ices in  independent  practice.” 

Of  primary  concern  throughout  the  study  was 
the  quality  of  care  provided  under  the  coverage 
of  the  Medicare  program. 

A number  of  consultants  to  the  independent 
practitioners  study  were  appointed  and  expert 
review  panels  were  established.  These  groups 
consisted  not  only  of  doctors  of  medicine,  but 
included  sociologists,  hospital  administrators, 
nurses,  labor  people,  dentists,  and  others  in- 
terested in  the  health  field. 

Naturally,  chiropractic  was  investigated. 
In  part,  following  are  the  conclusions  and 
recommendations  resulting  from  the  study: 

1.  There  is  a body  of  basic  scientific  knowledge 
related  to  health,  disease,  and  health  care.  Chiro- 
practic practitioners  ignore  or  take  exception  to 
much  of  this  knowledge  despite  the  fact  that  they 
have  not  undertaken  adequate  scientific  research. 

2.  There  is  no  valid  evidence  that  subluxation,  if 
it  exists,  is  a significant  factor  in  disease  processes. 
Therefore,  the  broad  application  to  health  care  of  a 
diagnostic  procedure  such  as  spinal  analysis  and  a 
treatment  procedure  such  as  spinal  adjustment  is  not 
justified. 

3.  The  inadequacies  of  chiropractic  education, 

coupled  with  a theory  that  de-emphasizes  proved 
causative  factors  in  disease  processes,  proved  methods 
of  treatment,  and  differential  diagnosis,  make  it  un- 
likely that  a chiropractor  can  make  an  adequate 
diagnosis  and  know  the  appropriate  treatment,  and 
subsequently  provide  the  indicated  treatment  or  refer 
the  patient.  Lack  of  these  capabilities  in  independent 
practitioners  is  undesirable  because:  appropriate 

treatment  could  be  delayed  or  prevented  entirely; 
appropriate  treatment  might  be  interrupted  or 
stopped  completely;  the  treatment  offered  could  be 
contraindicated;  all  treatments  have  some  risk  in- 
volved with  their  administration;  and  inappropriate 
treatment  exposes  the  patient  to  this  risk  unneces- 
sarily. 

4.  Manipulation  (including  chiropractic  manipula- 
tion) may  be  a valuable  technic  for  relief  of  pain  due 
to  loss  of  mobility  of  joints.  Research  in  this  area 
is  inadequate;  therefore,  it  is  suggested  that  re- 
search based  on  the  scientific  method  be  undertaken 
with  respect  to  manipulation. 

Recommendation:  Chiropractic  theory  and  prac- 
tice are  not  based  on  the  body  of  basic  knowledge 
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related  to  health,  disease,  and  health  care  that  has 
been  widely  accepted  by  the  scientific  community. 
Moreover,  irrespective  of  its  theory,  the  scope  and 
quality  of  chiropractic  education  do  not  prepare  the 
practitioner  to  make  an  adequate  diagnosis  and 
provide  appropriate  treatment.  Therefore,  it  is 
recommended  that  chiropractic  service  not  be 
covered  in  the  Medicare  program. 

We  would  like  to  stress  the  fact  that  these 
determinations  were  made  by  an  unbiased 
group  of  people.  In  our  estimation,  this  report 
is  a devastating  indictment  of  chiropractic. 

The  information  we  have  at  present  is  that 
HEW  is  distributing  a copy  of  this  report  to 
each  state  medical  society.  At  the  proper 
time,  it  is  our  intention  to  relay  this  news  to 
every  physician  in  the  State  of  New  York,  the 
legislators,  those  in  the  executive  branch,  and 
others. 

C.  Also,  we  have  received  another  major 
weapon  for  the  antichiropractic  arsenal. 

The  National  Council  of  Senior  Citizens, 
representing  more  than  2 million  persons,  has 
declared  chiropractic  to  be  “cultist”  and  calls 
for  the  continued  rejection  of  all  attempts  to 
include  chiropractic  under  Medicare.  The 
Senior  Citizens’  position  is  given  in  a two-page 
spread  in  a January  issue  of  Senior  Citizens 
News. 

Tracing  the  history  of  chiropractic  from  its 
discovery  by  grocer  and  fishmonger,  Daniel 
David  Palmer,  in  Davenport,  Iowa,  in  1895, 
to  the  present  date  when  it  is  licensed  in  48  of  the 
50  states,  the  Council  called  it  “mortally 
dangerous.” 

The  January  26th  issue  of  the  AM  A News 
quotes  the  Senior  Citizens  as  follows: 

Chiropractors,  since  they  are  not  trained  to 
recognize  disease,  may  state  a course  of  worthless 
adjustments  which  could  delay  the  patient’s  seeing  a 
qualified  physician ....  There  are  many  diseases 
including  cancer — which  might  be  cured  if  diagnosed 
and  treated  in  the  early  stages .... 

The  National  Council  of  Senior  Citizens  is  in  the 
forefront  of  the  struggle  to  provide  better  health 
care  for  older  citizens ....  With  chiropractic  and 
other  completely  unscientific  cults,  there  is  no  possi- 
bility for  quality  health  care. 

The  Medical  Society  of  the  State  of  New 
York  must  get  into  the  antichiropractic  picture 
now  more  than  ever.  We  have  strong  material 
to  take  to  the  public  to  back  up  the  position  of 
the  AMA.  We  have  a true  responsibility  in  this 
area. 

May  we  remind  you  that  the  AMA  has  de- 
clared that  chiropractic  is  “an  unscientific 
cult  whose  practitioners  lack  the  training  and 
background  to  diagnose  and  treat  human 
disease.”  The  AMA  has  called  on  state  and 
local  medical  societies  to  alert  the  general  public 
to  the  health  hazard  posed  by  the  cult  of  chiro- 
practic. 

Osteopathy.  The  Appellate  Division  has 
affirmed  the  decision  of  the  Supreme  Court 
which  ruled  that  it  is  against  public  policy  to 
permit  osteopaths  who  received  an  unearned 
M.D.  degree  from  the  California  College  of 
Medicine  on  application  and  payment  of  a fee 


therefor,  to  hold  themselves  out  as  M.D.’s  in 
New  York. 

You  will  remember  that  the  original  suit  was 
brought  on  by  an  Article  78  proceeding  against 
the  State  Commissioner  of  Education,  started 
by  the  New  York  State  Osteopathic  Society. 
We  intervened  as  amicus  curiae. 

The  Supreme  Court  had  directed  the  Board 
of  Regents  and  the  State  Education  Depart- 
ment to  “cancel,  revoke,  and  rescind”  the 
M.D.  inscription  granted  to  the  D.O’s  involved 
and  to  remove  such  references  from  the  official 
register  of  New  York  licensed  physicians  and 
surgeons;  it  ordered  the  D.O.’s  to  remit  their 
New  York  licenses  and  registration  certificates 
so  that  the  M.D.  inscription  can  be  deleted  and 
new  licenses  and  registration  certificates  issued 
without  the  M.D.  inscription. 

The  case  now  goes  to  the  Court  of  Appeals. 

Archives.  In  accordance  with  the  decision 
of  the  Council  and  Board  of  Trustees,  the 
archives  of  the  Medical  Society  of  the  State  of 
New  York  have  been  placed  on  deposit  at 
Cornell  University. 

The  following  “memorandum  of  accession” 
was  signed  by  the  chairman  of  the  Board  on 
January  24th. 

The  Archives  of  the  Medical  Society  of  the  State 
of  New  York,  as  described  on  the  attached  guide,  are 
herewith  placed  on  permanent  deposit  at  Cornell 
University  with  the  understanding  that  they  shall  be 
cared  for  in  a manner  which  will,  in  the  judgment  of 
the  University,  best  provide  for  their  physical  pres- 
ervation and  at  the  same  time  make  them  most 
readily  available  to  qualified  researchers  approved  by 
the  President  or  the  Chairman  of  the  Board  of 
Trustees,  or  the  Executive  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York. 

It  is  agreed  that  these  records  will  be  serviced  for 
the  Society  on  demand. 

This  is  a great  step  in  the  right  direction. 

Membership -Directory  Department.  In 

our  annual  report,  we  discussed  the  Member- 
ship and  Directory  Department. 

Because  we  believe  that  this  activity  is  very 
important  to  all  the  doctors  of  medicine  in  our 
State,  may  we  again  summarize  and  stress  the 
situation  in  this  area  as  we  see  it  today. 

In  April,  1968,  after  much  consideration  and 
planning,  the  Membership  and  Directory  De- 
partments were  consolidated  into  a single  unit, 
under  one  supervisor.  This  move  conforms  to 
the  organization  pattern  of  the  American 
Medical  Association  and  was  made  in  the 
interest  of  increased  efficiency  through  the 
elimination  of  duplicate  functions  and  the 
maximum  utilization  of  the  personnel  involved. 

The  amalgamation  also  became  desirable 
because  we  anticipated  conversion  of  the  files 
and  operations  of  both  departments  to  an 
automated  system  of  processing,  updating,  and 
revising. 

The  methods  employed  in  hoth  departments 
have  been  pathetically  outmoded  for  some  time, 
and  the  installation  of  more  contemporary 
methods  has  been  long  overdue. 

Our  membership  records  are  now  completely 
current;  and  we  expect  to  be  able  to  begin 
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automating  these  files  sometime  early  next 
month  (March).  Once  this  transfer  has  been 
completed,  the  billing,  bookkeeping,  and  other 
functions  of  membership  will  be  conducted  at 
maximum  speed  and  efficiency  and  at  a saving 
in  manpower  as  well. 

The  transfer  of  the  Directory  files  is  scheduled 
to  immediately  follow  the  conversion  of  the 
membership  records. 

The  Directory — with  50  to  75  per  cent  changes 
in  content  between  biannual  editions — has 
become  much  too  complicated  and  expensive 
an  operation  to  be  handled  by  the  manual 
editorial  procedures  and  the  archaic  printing 
methods  we  have  used  to  date.  We  have  been 
acutely  aware  of  this  conspicuous  fact  for 
several  years.  Unfortunately,  we  were  con- 
tractually bound  for  the  past  three  editions  of 
the  Directory  to  a printing  company  that  under- 
estimated the  requirements  of  a publication  of 
this  size  and  specialized  nature  when  it  placed 
its  bid.  Consequently,  the  past  three  editions 
have  been  unsatisfactory  and  a source  of  distress 
to  both  the  membership  and  administration  of 
the  Society. 

Happily,  that  contract  has  now  run  its  course; 
and  we  are,  finally,  free  to  choose  a new  com- 
pany for  producing  future  editions  of  the 
Directory — an  organization  that  cannot  only 
provide  us  with  a quality  product,  but  also  in- 
stitute less  expensive  methods  than  we  have  used 
in  the  past. 

Also,  with  the  Directory  being  revised  and  up- 
dated by  automated  methods,  our  preparation 
time  will  be  greatly  reduced.  These  modernized 
methods  of  editing  and  production  will  enable  us 
to  provide  a far  more  accurate  and  up-to-date 
Directory  than  ever  before — and  on  a drastically 
curtailed  time  schedule. 

Annual  Meetings.  Article  VIII  of  the 
Constitution  states  that  “there  shall  be  an  an- 
nual meeting  of  the  Society  and  of  the  House  of 
Delegates  to  be  held  at  a time  and  place  desig- 
nated by  the  House  of  Delegates." 

In  1967,  the  House  approved  the  following 
meeting  dates: 

1968 —  February  11  to  16 

1969 —  February  9 to  13 

1970 —  February  8 to  12 

1971 —  February  14  to  18 

1972 —  February  13  to  17 

We  have  discussed  this  matter  with  the  staff 
of  the  Americana;  and  we  find  that  we  must 
now  designate  additional  dates.  Therefore,  we 
suggest: 

1973 —  February  11  to  15 

1974 —  February  24  to  28 

The  terms  of  the  contract  will  be  referred  to 
the  Board  of  Trustees  for  its  consideration. 

We  visualize  increased  costs  in  1970.  Prices 
are  higher  this  year  as  compared  to  1968. 

Miscellaneous.  What  Goes  On.  As  most 
of  you  know,  What  Goes  On  is  now  part  of  the 
New  York  State  Journal  of  Medicine. 

A short  time  ago,  an  investigation  and  study 
revealed  that  most  of  the  physicians  contacted 


expressed  the  desire  that  What  Goes  On  be 
continued. 

The  Council  decided  that  it  should  be  pub- 
lished under  the  aegis  of  the  Society. 

An  analysis  of  cost  showed  that  this  could  be 
done  with  a budget  of  about  $25,000  per  year. 
This  appropriation  was  approved  by  the  Com- 
mittee on  Budget  and  Finance  and  the  Board 
of  Trustees. 

In  general,  the  new  publication  has  been  re- 
ceived very  favorably. 

Occupational  Health  and  Workman's  Compen- 
sation. We  are  happy  to  announce  that  we 
have  found  a qualified  replacement  for  Robert 
Katz — as  director  of  the  Division  of  Occupa- 
tional Health  and  Workmen’s  Compensation. 

The  curriculum  vitae  of  James  F.  Higgins 
appeared  in  the  December  issue  of  the  News  of 
New  York. 

Advertising  and  Sales.  Revenue  from  ad- 
vertising has  increased  about  $35,000  over  that 
of  the  same  period  last  year. 

A second  salesman  reported  for  work  on 
January  2. 

Thus  far,  the  total  sales  of  the  Directory  have 
amounted  to  over  $56,000. 

Meetings.  Since  our  annual  report  was  sub- 
mitted, we  attended  these  out-of-the  ordinary 
meetings  and  events: 

1.  A breakfast  meeting  of  the  Board  of 
Trustees  of  the  Milton  Helpern  Library  of  Legal 
Medicine,  in  New  York  City,  on  October  24. 

2.  A visit  to  the  Archives  Department  of 
Cornell  University  in  Ithaca,  on  October  26. 
We  reviewed  the  very  fine  facilities  of  this 
Division;  and  talked  to  its  curator  and  archi- 
vist. 

3.  A luncheon-meeting  with  James  R. 
Heimbaugh,  Jr.,  vice-president  in  charge  of  sales 
of  Loew’s  Hotels,  and  Robert  Keilt  of  the  New 
York  Americana,  in  New  York  City,  on  October 
28.  We  discussed  plans  for  the  annual  con- 
vention. 

4.  A conference  with  representatives  of  the 
Royal  Society  of  Health  (London),  at  our  head- 
quarters, on  November  4.  We  “compared 
notes.”  England  also  has  it  problems! 

5.  Lunch  with  Charles  Gillett,  executive  vice- 
president  of  the  New  York  Convention  and 
Visitors  Bureau,  and  Eugene  E.  Hosmer,  Jr., 
Bureau  director  of  sales,  in  New  York,  on 
November  4.  We  talked  about  the  AM  A meet- 
ing in  July. 

6.  The  President’s  Dinner-Dance  of  the 
Bronx  County  Medical  Society,  in  the  Bronx, 
on  November  9. 

7.  A meeting  of  the  Nominating  Committee 
at  the  Cornell  Club  in  New  York,  on  November 
11. 

8.  A conference  of  County  Medical  Society 
Executives  and  Executives  of  the  MSSNY,  in 
Syracuse,  November  14  and  15.  Fifteen  county 
executives  attended.  The  agenda  included: 
automated  dues  billing;  pension  program; 
county  budgets  and  dues  problems;  job 
descriptions,  fringe  benefits  and  salaries  of 
county  clerical  personnel;  utilization  review 
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programs  for  extended  care  facilities;  business 
services  offered  by  county  societies;  plans  for 
continuation  of  county  medical  executives 
conferences;  the  new  State  Society’s  Division  of 
Research  and  Planning — its  relationship  to 
county  society  efforts;  the  future  of  county 
medical  societies  and  district  branches  (multiple 
counties,  redistricting,  regionalization,  and  so 
forth);  State  headquarters  problems  with 
component  counties  and  vice  versa. 

9.  A meeting  of  the  officers  and  directors  of 
the  New  York  State  Association  of  Professions 
in  New  York,  on  November  18. 

10.  The  annual  meetings  of  members  and 
Board  of  Directors  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  in 
New  York,  on  November  21. 

11.  On  November  22,  we  met  with  Robert  K. 
Match,  M.D.,  executive  director  of  the  Long 
Island  Jewish  Hospital,  in  New  Hyde  Park,  to 
discuss  a common  entrance  from  Lakeville 
Road  to  our  properties. 

12.  The  22nd  Clinical  Convention  of  the 
AM  A,  in  Miami  Beach,  December  1 to  4. 
What  took  place  there  is  described  in  the  AMA 
Delegation  report. 

13.  The  annual  dinner  tendered  to  the 
Associate  Editorial  Board  and  Section  Editors, 
by  the  Journal,  in  New  York  City,  on  Decem- 
ber 11.  The  guest  speaker  was  Mr.  Frederick 
Silber,  managing  editor,  Medical  Tribune. 
His  subject — “Medical  Journalism — A Model 
for  the  Professions.” 

14.  A meeting  of  the  State  of  New  York 
Hospital  Review  and  Planning  Council,  in 
New  York,  on  December  12. 

15.  A meeting — jointly  sponsored  by  the 
Greater  New  York  Hospital  Association  and  the 
Executive  Committee  of  the  First  District 
Branch  (Coordinating  Council)  at  our  head- 
quarters, on  the  afternoon  of  December  12. 
New  York  City  health,  hospital,  and  welfare 
representatives  were  present. 

The  purpose  was  to  talk  about  the  reimburse- 
ment to  physicians  on  hospital  teaching  serv- 
ices. George  Himler  “chaired”  the  con- 
ference. 

16.  H.  Doyl  Taylor,  director  of  the  AMA 
Department  of  Investigation,  and  your  execu- 
tive vice-president  had  lunch  with  the  Medical 
Relations  Committee  of  the  Health  Insurance 
Council,  in  New  York,  on  December  18.  We 
looked  into  the  problem  of  chiropractic  coverage 
by  various  health  insurance  companies. 

17.  The  annual  Christmas  supper  party  of 
the  MSSNY  staff,  at  headquarters,  on  December 

18. 

18.  On  December  20,  your  executive  vice- 
president  was  interviewed  by  a writer  from  the 
Wall  Street  Journal.  We  talked  for  more  than 
one  hour  about  the  AMA  and  its  current 
“image.” 

19.  A luncheon  meeting  with  officials  of 
Bankers  Trust,  in  New  York,  on  December  27. 

20.  Further  discussions  about  AMA  with 
Charles  Gillett  and  Eugene  Hosmer,  Jr.,  of  the 
Convention  Bureau,  in  New  York,  on  December 
30. 


21.  Your  executive  vice-president  was  the 
guest  speaker  at  a luncheon  of  the  Rotary 
Club  in  Glen  Cove,  on  January  7.  He  was 
introduced  by  John  Galbraith.  Subject: 
“Medical  Quackery.” 

22.  A meeting  with  the  staff  of  Peat,  Mar- 
wick, Mitchell  and  Company,  in  New  York, 
on  January  10.  These  people  will  do  the 
relative  value  fee  schedule  study  in  accordance 
with  a contract  with  the  Foundation;  the 
sponsors  being  the  MSSNY  and  the  Blue  Shield 
Plans  of  New  York. 

Also  present  at  this  conference  were  Drs. 
Hughes,  Moore,  Westlake,  and  Willis  and  Mr. 
George  Farrell. 

23.  A meeting  with  George  Foy  re  State 
legislation,  in  Albany,  on  January  13. 

24.  A meeting  of  New  York  State  Associa- 
tion of  Professions,  in  Albany,  on  January  13. 

25.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  New  Orleans,  on  January  17. 

26.  A Conference  of  County  Society  Presi- 

dents, called  by  our  president,  in  Syracuse,  on 
January  18.  The  agenda:  comprehensive 

health  planning,  physician  fees  study.  The 
afternoon  was  devoted  to  regional  round  table 
discussions. 

27.  We  delivered  another  talk  on  Medical 
Quackery,  before  the  Rotary  Club  of  Batavia, 
on  January  21.  The  host  was  Alfred  George, 
M.D. 

28.  Your  executive  vice-president  acted  as  a 
judge  in  the  determination  of  the  Empire 
State  Awards  for  Excellence  in  Medical  Re- 
porting, at  headquarters,  on  January  24. 

29.  The  semiannual  meeting  of  the  National 
Tuberculosis  and  Respiratory  Disease  Associa- 
tion, in  New  York,  January  31  and  February  1. 

30.  A brunch  and  tour  of  the  Long  Island 
Jewish  Hospital — arranged  by  its  Board  of 
Trustees — on  February  2.  We  had  a chance 
to  talk  to  our  future  neighbors. 

31.  A conference  with  Governor  Rocke- 
feller, in  Albany,  on  February  4.  Also  invited 
were  Drs.  Hughes,  Heldmann,  Himler,  and 
Carter — and  our  legislative  representatives. 
Doctors’  fees  and  other  pertinent  matters  were 
discussed. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

The  annual  and  supplementary  reports  of 
Dr.  Fineberg  are,  as  usual,  a complete  report  of 
the  actions  of  the  Society  for  the  preceding 
year.  He  reminds  us  that  the  staff  does  not 
determine  policy,  but  merely  implements  what 
is  determined  by  the  House  of  Delegates  and/or 
the  Council.  He  points  out  that  the  tempo  of 
work  of  the  staff  has  been  greatly  increased 
because  of  Comprehensive  Health  Planning. 
He  explains  to  us  the  function  of  the  Research 
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and  Planning  Division,  which  has  the  following 
duties: 

1.  Research  projects  which  would  contribute 
to  public  welfare  and  be  a benefit  to  our  mem- 
bers. 

2.  The  initiation  of  long-range  planning  and 
programs. 

He  announces  that  after  diligent  search  an 
eminently  qualified  director,  Harry  D.  Kruse, 
M.D.,  has  been  found  for  the  Division. 

The  table  of  organization  of  the  staff  of  the 
Medical  Society  has  undergone  the  following 
changes: 

1.  The  name  of  the  Division  of  Industrial 
Health  and  Workmen’s  Compensation  has  been 
changed  to  the  Division  of  Occupational  Health 
and  Workmen’s  Compensation. 

2.  The  Directory  and  Membership  Depart- 
ments are  now  one  unit. 

3.  The  Division  of  Medical  Care  Insurance 
is  to  be  known  as  the  Division  of  Medical 
Services. 

4.  The  contract  with  CHAMPUS  (Civilian 
Health  and  Medical  Program  of  the  Uniformed 
Services)  has  been  discontinued,  and  United 
Medical  Service,  Inc.  has  taken  over  its  ad- 
ministrative function. 

Your  committee  notes  with  regret  the  resigna- 
tion of  Robert  Katz,  M.D.,  as  director  of  the 
Division  of  Occupational  Health  and  Work- 
men’s Compensation,  and  we  wish  him  success 
with  the  Equitable  Life  Assurance  Society. 
We  note  that  James  F.  Higgins,  M.D.,  who  has  a 
broad  background  in  this  field,  has  replaced 
him. 

Dr.  Fineberg  also  informs  us  that  the  1968 
issue  of  the  Directory  does  not  live  up  to  our 
specifications  and  is  a great  disappointment. 
He  assures  us  that  a new  publisher  will  be 
secured  to  publish  the  future  issues,  which  will 
be  much  improved  and  that  costs  paid  for  the 
present  issue  will  be  decreased  after  completion 
of  negotiations  with  the  publisher. 

He  also  acquaints  us  with  the  present  status 
of  the  Woman’s  Auxiliary.  Your  committee 
recommends  that  members  of  the  Society 
actively  urge  their  wives  to  become  members  of 
the  Woman’s  Auxiliary. 

We  all  know  how  diligently  and  energetically 
our  executive  vice-president  has  pursued  his 
fight  against  all  types  of  medical  quackery, 
particularly  chiropractic.  He  informs  us  that 
a substantial  victory  in  this  fight  has  occurred 
due  to  the  rejection  of  chiropractic  care  coverage 
under  Medicare  by  the  Department  of  Health, 
Education,  and  Welfare.  He  reminds  us  that 
now,  more  than  ever,  our  Society  must  get  into 
the  antichiropractic  picture.  He  also  reminds 
us  that  the  AMA  has  declared  that  chiropractic 
is  “an  unscientific  cult”  whose  practitioners  lack 
the  background  to  diagnose  and  treat  human 
beings. 

He  brings  us  up  to  date  on  the  progress  of 
those  New  York  State  osteopaths  with  un- 
earned M.D.  degrees  from  California  who  have 
been  denied  the  use  of  “M.D.”  on  their  licenses 
and  registration  certificates,  in  this  State,  by 
order  of  the  Supreme  Court  in  an  action  in 


which  our  Society  participated  vigorously. 
This  case  now  goes  to  the  Court  of  Appeals. 

The  Archives  of  the  Society  have  been  placed 
in  an  exemplary  repository  at  Cornell  Univer- 
sity where  they  are  available  to  the  Society 
on  demand. 

Your  committee  also  notes  with  satisfaction 
that  our  membership  files  are  finally  completely 
current,  and  we  concur  in  the  automation  being 
planned  for  the  future  compiling  of  these 
records. 

Dr.  Fineberg  announces  the  dates  of  the 
future  annual  meetings  of  the  Society  through 
1972,  with  suggestions  for  1973  and  1974. 
A subject  of  some  concern  to  members  of  the 
Society,  who  appeared  before  this  committee, 
was  the  late  date  set  for  the  1974  meeting, 
February  24  through  28.  It  was  explained  to 
the  committee  that  this  was  due  to  previous 
commitments  by  The  Americana. 

He  also  reports  that  because  of  the  loss  of  the 
sponsor  and  a tremendous  surge  of  expression 
of  the  usefulness  of  What  Goes  On  by  the 
membership  it  is  now  incorporated  into  our 
Journal. 

As  always,  we  note  that  Dr.  Fineberg  has 
continued  to  perform  his  duties  in  his  inimitable, 
energetic,  and  excellent  fashion.  We  cannot 
help  but  notice  the  accolades  afforded  him  in  all 
of  the  other  officer’s  reports.  We  wish  to  add 
our  thanks  for  a job  better  than  well  done. 
We  admired  his  great  ability  in  traveling  to 
innumerable  meetings  and  envy  the  fortitude  of 
his  gastrointestinal  system  in  consuming  the 
many  luncheons  and  banquets. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Board  of  Trustees  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

John  M.  Galbraith,  M.D.,  Chairman  . Nassau 


James  A.  Blake,  M.D Schenectady 

George  A.  Burgin,  M.D Herkimer 

John  F.  Kelley,  M.D Oneida 

William  L.  Wheeler,  Jr.,  M.D New  York 

Waring  Willis,  M.D Westchester 


Frederick  A.  Wurzbach,  Jr.,  M.D Bronx 

On  Thursday,  February  15,  the  Board  of 
Trustees  held  its  organizational  meeting  at  The 
Americana  following  adjournment  of  the  House 
of  Delegates.  John  M.  Galbraith,  M.D.,  the 
senior  trustee,  was  elected  chairman. 

The  chairman,  with  the  consent  of  the  trus- 
tees, made  the  following  committee  appoint- 
ments: (a)  Investment  Committee — Waring 

Willis,  M.D.,  chairman;  James  M.  Blake, 
M.D.,  and  William  L.  Wheeler,  Jr.,  M.D.,  and 
lb)  War  Memorial  Committee — George  A. 
Burgin,  M.D.,  chairman;  John  F.  Kelley, 
M.D.,  and  Frederick  A.  Wurzbach,  Jr.,  M.D. 

The  Investment  Committee  has  done  a 
commendable  job  in  overseeing  the  investment 
portfolio  of  the  Society.  Through  its  efforts 
it  was  possible  to  invest  general  fund  monies 
in  short-term  securities  throughout  the  year. 
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These  monies  were  available  for  short-term 
investment  because  the  bulk  of  members’  dues 
are  received  in  the  first  quarter  of  the  year  and 
do  not  have  to  be  expended  until  later  in  the 
year.  It  is  estimated  that  interest  earned  on 
the  short-term  notes  will  exceed  $35,000.  No 
significant  changes  occurred  in  the  investment 
portfolio,  but  a continued  review  of  the  Society’s 
position  in  common  stocks  as  compared  to  bonds 
is  carried  on  by  this  committee.  A summary  of 
our  investments  for  all  funds  will  be  presented 
to  you  in  a supplementary  report  of  the  Board 
of  Trustees. 

War  Memorial  Fund.  As  you  know  the 
War  Memorial  Fund  was  established  in  1948 
to  help  defray  the  costs  of  a college  education 
for  children  of  members  who  lost  their  lives 
in  World  War  II  and  the  Korean  conflict.  As  of 
January  1,  1968,  the  net  worth  of  the  Fund  was 
$73,010.  In  1968  four  beneficiaries  received  a 
total  of  $4,800  in  payments.  The  War  Memo- 
rial Committee  with  the  aid  of  our  comptroller 
has  projected  that  approximately  $12,000  in 
payments  will  be  made  through  the  year  1973. 
It  is  expected  that  as  of  December  31,  1973, 
the  Fund  will  have  a net  worth  of  approximately 
$56,210,  exclusive  of  interest  earned  in  the 
interim.  It  is  gratifying  to  report  that  the 
War  Memorial  Fund  is  financially  sound  and 
that  extending  its  benefits  to  children  of  mem- 
ber victims  of  the  Vietnam  conflict,  as  recom- 
mended by  this  House  in  1968,  would  impose  no 
immediate  burden  on  the  Fund. 

Meetings.  In  addition  to  the  organizational 
meeting,  regular  meetings  of  the  Trustees  were 
held  in  March,  May,  June,  October,  and 
November,  1968,  and  in  January,  1969. 

The  chairman,  by  virtue  of  his  office,  at- 
tended the  meetings  of  the  Council  and  par- 
ticipated in  its  deliberations.  He  also  attended 
the  quarterly  meetings  of  the  Council  Com- 
mittee on  Budget  and  Finance  and  aided  in  the 
quarterly  revisions  of  the  1968  budget  estimate 
and  preparation  of  the  budget  estimate  for  the 
year  1969. 

The  Society  has  continued  to  live  within  its 
financial  limits  and  by  prudent  management  of 
its  affairs  it  is  anticipated  that  it  will  be  possible 
to  transfer  a respectable  surplus  to  the  Building 
Fund,  as  recommended  by  the  House  of  Dele- 
gates at  its  1968  meeting. 

The  chairman,  on  behalf  of  the  Board  of 
Trustees,  wishes  to  extend  sincere  thanks  to 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president;  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president;  Miss  Gretchen 
Wunsch,  executive  assistant;  and  Eugene  S. 
Dombrowski,  comptroller,  for  their  continued 
help  and  devotion  to  the  Society. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 


Board  of  Trustees  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Attached  is  the  Certified  Public  Accountants 
audited  financial  report  for  the  year  ended, 
December  31,  1968.  The  statements  represent 
our  financial  position  at  December  31,  1968, 
as  well  as  the  results  of  our  operations  for  the 
year  then  ended. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 


Certified  Public  Accountants 

To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1968,  and  the  related  statements 
of  operating  income  and  expenses  and  general 
and  other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with 
generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  amounts  due  from 
the  U.S.  Government  under  the  CHAMPUS 
Program,  but  with  respect  thereto  we  satisfied 
ourselves  by  other  auditing  procedures. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December 
31,  1968,  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year. 

Patterson  & Ridgway 
Certified  Public  Accountants 


Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  commends  the  Board  of 
Trustees  on  their  excellent  stewardship  of  the 
funds  of  our  Society.  We  are  certain  that  the 
House  of  Delegates  will  be  pleased  that  the 
Society  finished  in  the  black  in  1968.  Your 
committee  recommends  that,  since  there  was  a 
substantial  surplus,  a good  portion  of  this 
surplus  be  transferred  to  the  Building  Fund. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1968 


ASSETS 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand 

Less:  Due  American  Medical  Association 

Investments  at  cost 

Accounts  receivable  (net  of  reserves) 

Inventories 

TOTAL  CURRENT  ASSETS 

PREPAID  EXPENSES 

Sundry  expenses  and  deposits 

FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES 

Employees  cash  funds 

Total  General  Fund 


121,121.48 

5,301.88  115,819.60 


575,000.00 

111,981.67 

24,160.26 


826,961 .53 


24,045.62 
2 00 

10,983.44 

861,992.59 


Investment  Fund 

Cash  in  banks 28,157.07 

Investments  at  cost  (market  value  $181 ,226.00) 184,939.27 

Accrued  interest 1,458.14 


Total  Investment  Fund 


214,554.4  8 


Building  Fund 

Cash  in  banks 79,766.69 

Land  and  building  at  cost 805 , 947 . 65 

Investment  at  cost  (market  value  $893,910.00) 888,007.30 

Tax  claim  receivable 15,994.04 

Accrued  interest 7,996 . 79 


Total  Building  Fund 


1,797,712  47 


Employees  Beneficiary  Fund 

Investments  at  cost  (market  value  $15,400.00) 20,000.00 

Accrued  interest 85.41 


Total  Employees  Beneficiary  Fund 


20,085.41 


Repair  and  Replacement  Fund 

Investment  at  cost  (market  value  $34,000.00) 37,636.57 

Accrued  interest 462 . 21 

Due  from  other  funds 8,645.82 


Total  Repair  and  Replacement  Fund 


46,744  60 


Endowment  Funds 

Cash  in  banks 21 , 920 . 96 

Less:  Due  to  other  funds 700.00 


Total  Endowment  Funds 21,220.96 


Pension  Fund 

Cash  in  banks 1,125.47 

Due  from  other  funds 84,933.80 


Total  Pension  Fund 


86,059  27 


War  Memorial  Fund 

Cash  in  bank 

Investments  at  cost  (market  value  $66,870  00) 
Accrued  interest 


13,718.51 
69,000  00 
622 . 30 


Total  War  Memorial  Fund 


83,340.81 


TOTAL  ASSETS 


3,131,710  59 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Balance  Sheet 

December  31,  1968 


General  Fund 


LIABILITIES  AND  FUNDS 


CURRENT  LIABILITIES 

Taxes  payable  (including  withholding) 

Accounts  payable  and  accruals 

Due  to  other  funds 


TOTAL  CURRENT  LIABILITIES 
DEFERRED  CREDITS 

Membership  dues  1969 

Annual  meeting  1969 

Sundry 

TOTAL  DEFERRED  CREDITS 

GENERAL  FUND  BALANCE 

Total  General  Fund  . . . 


2,131.97 

186,942.30 

39,673.74 


40,165.67 

32,597.27 

13,716.56 


228,748.01 


86,479.50 

546,765.08 


861,992.59 


Investment  Fund 

Due  to  other  funds 10,420.18 

Balance 204 ,134.30 


Total  Investment  Fund 


214,554.48 


Building  Fund 

Due  to  other  funds 12,682.41 

Balance 1,785,030.06 


Total  Building  Fund 


1,797,712.47 


Employees  Beneficiary  Fund 


Due  to  other  funds 17,757.90 

Balance 2,327.51 


Total  Employees  Beneficiary  Fund 


20,085.41 


Repair  and  Replacement  Fund 

Balance 


46,744.60 


Total  Repair  and  Replacement  Fund 


46,744.60 


Endowment  Funds 

Lucien  Howe  Fund 9,001.28 

Merit  H.  Cash  Fund 2,804.61 

A.  Walter  Suiter  Lectureship  Fund 9,415.07 


Total  Endowment  Funds 21,220.96 


Pension  Fund 

Deferred  credits 65,135.07 

Balance 20,924.20 


Total  Pension  Fund 


86,059.27 


War  Memorial  Fund 

Due  to  other  funds 12,345.39 

Balance 70,995.42 


Total  War  Memorial  Fund 83,340.81 

TOTAL  LIABILITIES  AND  FUNDS 3,131,710.59 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

December  31,  1963 

Cash  in  Banks  and  On  Hand 

General  Fund 121,121.48# 

Investment  Fund 28,157.07 

Building  Fund 

Pension  Fund 1,125.47 

Total  230,170.71 

* Includes  $5,301.88  due  American  Medical  Association. 

Endowment  Funds 

I.ucien  Howe  Fund 9,201.28 

Merit  H.  Cash  Fund. 3,004.61 

A.  Waiter  Suiter  Lectureship  Fund  9,715.07 

Total  (Union  Dime  Savings  Bank) 21 ,920  96 


War  Memorial  Fund 

On  deposit 13,718.51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 

COST  MARKET 

Investment  Fund 

U.S.  Goverment  securities 19,814.25  19,800. 

Corporate  bonds 122,320.00  113,790. 

Common  stocks 42,805.02  47,636. 

Total 184,939.27  181,226  00 


Building  Fund 

U.S.  Government  securities 194,608.10  175,800  00 

Corporate  and  other  bonds 590 , 228 . 60  462 , 800 . 00 

Common  stocks 103,170.60  255,310.00 

Total 888,007.30  893,910  00 


Employees  Beneficiary  Fund 

Corporate  bonds 20 , 000  00  15 , 400 . 00 


Repairs  and  Replacement  Fund 

Corporate  bonds 31 , 906 .25  24 , 430 . 00 

Common  stocks 5,730.32  9,570.00 

Total 37,636  57  34,000  00 


War  Memorial  Fund 

U.S.  Goverment  bonds 69 , 000 .00  66,870.00 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1968 


Operating  Income 

Dues  income 

Less:  Allocated  to  Journal  circulation  and  News  of  New  York 


♦Journal  circulation 

News  of  New  York,  allocation  from  dues  income  . . 

Medical  Review  Project 

Advertising  income 

Reprint  income.  Journal 

Directory  circulation.  . 

Annual  Meeting,  booth  rentals 

CHAM  PUS  reimbursements  for  overhead  expenses 

Dues  collection  income  from  AM  A 

Interest 

M iscella  neous 


Total  Operating  Income 


Operating  Expenses 

Administration 

Business  Division 

Communications  Division 

Legal  Division 

Occupational  Health  Division 

Medical  Care  Division 

Scientific  Activities  Division 

Scientific  Publications  Division 

Legislative  Counsel 

Annual  Meeting 

Officers,  Board  of  Trustees,  and  AMA  Delegation 

Council  Committees 

Research  and  Planning  Division 

Standards  of  Medical  Care  Division 

House  of  Delegates  (special  committee) 

Nondivisional 


Total  Operating  Expenses 


1,671 

,823 

,62 

144, 

(X)0 

00 

127 

,011 

.07 

24 

,000 

.00 

33 

,097 

00 

512 

,553 

52 

13 

,099 

97 

52, 

,050 

67 

48, 

,245 

.00 

70, 

,689 

.72 

16 

,513 

.78 

39 

,380 

03 

1 

,873 

.23 

132 

,721 

.27 

449, 

,811 

.91 

271, 

,594 

.67 

55 

,303 

.59 

28 

,417 

60 

89, 

,636 

22 

132, 

,942 

67 

331 

,849 

86 

15, 

,000 

00 

49, 

,668 

73 

83, 

,065 

17 

23. 

,520 

.22 

18, 

,009 

.49 

64, 

,532 

.58 

104 

.81 

221 

,436 

.07 

1,527,823.62 


938,513.99 

2,466,337.61 


1,967,614.86 


Net  Income 


498,722  75 


* Includes  $120,000  allocation  from  dues  income. 


Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 


of  the  following  members: 

John  F.  Kelley,  M.D.,  Chairman Oneida 

John  M.  Galbraith,  M.D Nassau 

John  E.  Lowry,  M.D Queens 

Thomas  F.  McCarthy,  M.D Bronx 

Albert  M.  Schwartz,  M.D New  York 

William  L.  Wheeler,  Jr.,  M.D New  York 


The  committee  met  quarterly  on  April  25, 
July  29,  and  October  31.  The  purpose  of  these 
meetings  was  to  review  the  income  and  expendi- 
ture factors  of  the  estimated  budget  for  1968. 
Various  adjustments  were  made  in  line  items 
because  of  changing  requirements,  activities, 
or  scope  of  operations  of  a particular  com- 
mission, committee,  or  division. 

The  revised  estimated  budget  for  the  year 
1968  after  close  of  operations  at  September  30, 
1968,  reflects  an  excess  of  income  over  expendi- 


tures of  $261,985.  Your  committee  knew  that 
savings  would  occur  in  certain  divisions  and 
activities  because  of  unfilled  jobs  and  un- 
materialized projects  and  programs.  The  com- 
mittee also  was  aware  that  there  were  increases 
in  budgetary  income  factors,  such  as  Journal 
advertising  and  interest  on  short-term  invest- 
ments, and  in  savings  in  various  expenditure 
appropriations  which  contributed  to  a higher 
income  over  expenditure  factors  in  1968.  In 
view  of  this,  the  Budget  and  Finance  Com- 
mittee did  not  reduce  budgetary  appropriations 
because  in  formulating  the  subsequent  budget 
for  1969,  it  would  appear  that  inordinate  in- 
creases were  being  made  in  certain  line  items. 

On  October  31,  1968,  the  Budget  and  Finance 
Committee  met  also  to  formulate  the  budget 
estimate  for  the  calendar  year,  1969.  The 
recommendations  of  the  committee  were 
adopted  by  the  Council  and  Board  of  Trustees 
on  November  21, 1968,  (Table  I). 
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Your  chairman  wishes  to  thank  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  and  Eugene  S.  Dombrowski,  comp- 
troller, for  their  acumen  in  managing  the  day- 
to-day  fiscal  affairs  of  the  Society. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 

TABLE  1.  Estimated  Budget  1969 

Income 

Dues 

1,666,000 

Journal  Advertising 

360,000 

Journal  Circulation 

6,000 

Journal  Reprints 

15,000 

What  Goes  On  advertising 

News  of  New  York  advertising 

44,906 

Medical  Directory  sales 

30,000 

Annual  Convention  exhibit 

rentals 

45,000 

Interest  on  investments 

10,000 

Medical  Review  Project 

36,579 

Dues  Collection  from  AMA 

17,000 

Relative  Value  Study 

1,400 

Total  Income 

2,  231,885 

Expenditures 

Administration 

191,822 

Standards  of  Medical  Care 

Division 

70,846 

Research  and  Planning  Division 

52,897 

Business  Division 

452,715 

Communications  Division 

315,495 

Occupational  Health  Division 

40,632 

Medical  Care  Division 

50,870 

Scientific  Activities  Division 

90,145 

Scientific  Publications  Division 

348,285 

Annual  Convention 

55 , 625 

Legal  Counsel 

60 , 000 

Legislative  Counsel 

22,500 

Officers,  Board,  AMA  delegation 

85 , 600 

House  of  Delegates  (special 

committees) 

5,200 

Council  committees 

39 , 400 

Nondivisional 

236,850 

Total  Expenditures 

2,118,882 

Excess  of  Income  over 

Expenditures 

113,003 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  has  no  comment  other  than 
approval  of  the  report.  We  would  like  to  con- 
gratulate the  committee  for  their  performance, 
under  the  chairmanship  of  John  F.  Kelley,  M.D., 
and  for  the  budget  for  1969,  in  which  they  project 
a substantial  surplus. 

The  House  voted  to  adopt  thus  portion  of  the 
reference  committee  report. 


Building 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Special  Committee  for 
Our  Own  Building  consists  of  the  following: 
Renato  J.  Azzari,  M.D.,  Chairman.  . . Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Irving  L.  Ershler,  M.D Onondaga 

George  Himler,  M.D New  York 

John  E.  Lowry,  M.D Queens 

We  are  pleased  to  announce  that  slow  but 
steady  progress  toward  achieving  the  goal  of 
our  own  headquarters  building  continued  during 
1968.  Soil  test  borings  in  various  parts  of  the 
property  were  made,  indicating  its  suitability 
for  the  kind  of  buildings  we  contemplate.  A 
detailed  site  plan  showing  the  relationship  of 
the  building  to  adjoining  properties  was  pre- 
pared by  our  architects,  Anthony  J.  De  Pace 
and  Associates,  and  filed  with  the  Village  of 
Lake  Success,  as  well  as  preliminary  building 
plans.  The  Village  has  issued  a building  permit, 
and  our  architects  are  at  work  preparing  de- 
tailed working  drawings  and  plans. 

In  general,  the  plans  provide  that  on  the 
first  floor  there  will  be  a reception  and  waiting 
room  area,  and  offices  for  the  various  divisions 
and  departments  of  the  headquarters  organiza- 
tion. These  will  include  the  Division  of  Scien- 
tific Activities,  Scientific  Publications,  Occupa- 
tional Health  and  Workmen’s  Compensation, 
Business,  Standards  of  Medical  Care,  Research 
and  Planning,  Medical  Services,  and  Communi- 
cations. There  will  also  be  a research  reference 
library  and  central  filing  area  located  on  this 
floor.  The  second  floor  will  contain  the  Council 
chambers,  the  Board  of  Trustees  meeting  room, 
a lounge  for  members,  and  various  committee 
meeting  rooms  designed  with  moveable  parti- 
tions to  vary  their  size  according  to  need.  It 
will  also  contain  offices  for  the  officers  of  the  Soci- 
ety and  executive  staff  personnel.  The  com- 
mittee has  also  provided  for  three  small  bed- 
rooms and  baths  on  this  floor  for  use  by  officers, 
trustees,  and  councillors  who  are  compelled  to  re- 
main overnight  for  various  reasons,  such  as  in- 
clement weather.  The  basement  will  contain  the 
various  kinds  of  mechanical  equipment  needed 
for  running  the  building,  the  mail  and  reproduc- 
tion department,  dining  rooms  for  the  officers, 
councillors,  trustees,  and  committee  members, 
a lunch  room  for  the  staff,  and  storage  rooms. 
Agreement  has  been  reached  in  principal  with 
the  trustees  of  the  Long  Island  Jewish  Hospital 
which  adjoins  our  property  to  the  south,  for 
the  use  of  their  entrance  road  for  access  to  our 
parking  lot.  This  was  made  necessary  by  the 
regulations  of  Nassau  County  in  the  interest 
of  highway  safety.  The  Society’s  legal  counsel 
will  prepare  any  necessary  legal  documents  to 
formalize  this  agreement. 

As  soon  as  the  detailed  building  plans  are 
completed,  we  will  invite  bids  from  various 
contractors  for  construction  of  the  building. 
It  is  our  intention  to  use  local  firms,  as  far  as 
possible,  to  cement  good  relations  with  the 
community  in  which  we  will  live. 

It  is  the  goal  of  the  committee  that  ground 
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breaking  take  place  this  Spring,  as  soon  as 
weather  conditions  permit.  It  is  estimated 
that  construction  time  will  be  between  one  and 
one-half  and  two  years. 

The  committee  feels  obligated  to  call  to  the 
attention  of  this  House  the  fact  that  construc- 
tion costs  continue  to  spiral,  and,  therefore,  it 
intends  to  push  ahead  with  construction  as 
vigorously  as  possible,  in  accordance  with  your 
mandate.  The  cost  will  not  be  small,  but  in 
our  judgment  the  result  will  be  one  which  will 
be  a source  of  pride  to  you  and  all  of  our  fellow 
members. 

The  committee  will,  of  course,  report  periodi- 
cally to  the  Council  and  Board  of  Trustees  on 
the  various  stages  of  construction. 

The  committee  would  like  to  express  its 
sincere  appreciation  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
the  staff;  and  our  legal  counsel  for  their  great 
assistance  in  our  endeavors. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  has  studied  this  report  care- 
fully and  has  amended  it  after  detailed  dis- 
cussion with  members  of  the  committee  and 
various  officers  of  the  Society.  There  has  been 
discussion  on  the  lack  of  information  on  the 
costs  regarding  the  financial  liabilities  of  the 
Society  concerning  this  building.  Your  com- 
mittee wishes  to  report  the  following  facts, 
as  determined  by  us  after  diligent  research: 

1.  The  cost  of  the  land  on  which  the  building 
is  to  be  erected  and  which  has  already  been 
paid  for  by  the  Society  was  $754,289. 

2.  Miscellaneous  costs  including  surveying, 
test  boring,  “closing”  fees,  insurance,  and 
filing  fees  amounted  to  $5,390. 

3.  The  projected  cost  of  building  on  this 
land  should  not  exceed  2.6  million  dollars. 

4.  There  is  available  in  the  Building  Fund, 
and  for  transfer  from  the  General  Fund  and 
other  funds,  approximately  $1,600,000. 

5.  There  is  a projected  surplus  in  the 
General  Fund  of  this  Society  in  the  next  three 
years  of  approximately  $600,000. 

6.  The  balance  of  the  monies  required  before 
the  new  building  is  opened  will  be  covered  by  a 
mortgage  of  about  one-half  million  dollars  to  be 
acquired  in  smaller  portions  as  required  at  the 
most  advantageous  interest  rate  available. 

7.  The  maintenance  of  the  completed  prop- 
erty will  be  approximately  5 per  cent  per 
annum  of  the  cost  of  the  building  exclusive  of 
mortgage  retirement  and  interest. 

8.  It  is  the  opinion  of  your  committee,  as 
well  as  that  of  the  Building  Committee  and 
the  Board  of  Trustees,  that  the  completion  of 
this  project  will  not  require  any  special  assess- 
ment or  increase  of  dues  for  the  members. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


69-77.  Expression  of  Confidence  in  Building 
Committee  of  the  State  Medical  Society 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  For  the  past  three  years  since 
the  creation  of  the  Council  Committee  on 
the  Building,  its  chairman  and  members  have 
devoted  themselves  assiduously  and  diligently 
to  the  purpose  for  which  the  committee  was 
created;  and 

Whereas,  The  committee,  not  arbitrarily 
but  with  due  consideration  and  with  the  aid 
and  advice  of  expert  professional  consultants, 
has  finally  decided  on  a site  for  the  new 
building;  and 

Whereas,  Under  mandate  of  this  House 
of  Delegates,  the  committee  has  already 
purchased  a parcel  of  land;  and 

Whereas,  The  lease  for  the  present  offices 
of  the  Medical  Society  of  the  State  of  New 
York  will  expire  in  three  years,  on  the  renewal 
of  which,  the  rental  is  expected  to  rise  sub- 
stantially; and 

Whereas,  With  the  burgeoning  costs  of 
building  construction,  time  is  of  the  essence, 
and  we  can  ill  afford  to  delay  a final  decision; 
now  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
commend  the  chairman  and  members  of  the 
Building  Committee  for  the  diligent  discharge 
of  their  duties  and  express  its  confidence  in 
the  committee’s  conduct  and  decisions. 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Harold  T.  Golden,  M.D., 
chairman. 

Your  committee  recommends  approval  of  this 
resolution  and  also  recommends  that  the  name 
of  the  committee  be  changed  to  Ad  Hoc  Com- 
mittee on  Our  Building  instead  of  the  Council 
Committee  on  the  Building. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

C.  Stewart  Wallace,  M.D.,  Chairman 

Tompkins 


John  H.  Carter,  M.D Albany 

Joseph  J.  Kaufman,  M.D Wayne 


The  Commission  in  its  fifth  year  reports  the 
effective  coordination  of  activities  by  our  Com- 
mittees of  Public  Relations,  Federal  Legislation, 
and  State  Legislation  and  close  working  rela- 
tionships with  committees  outside  our  purview. 
The  Commission  regards  this  interplay  of  effort 
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important  to  the  implementation  and  communi- 
cation of  MSSNY  policy. 

During  1968,  your  chairman  worked  closely 
with  the  State-wide  Committee  on  Compre- 
hensive Health  Planning.  Through  intercom- 
mittee cooperation,  an  intense  schedule  of  area 
conferences  on  PL  89-749  was  carried  out  to 
inform  physicians  of  the  requirements  of  this 
law  and  the  opportunity  for  physician  involve- 
ment. 

The  Commission  commends  the  respective 
chairmen  of  the  State  and  Federal  Legislation 
Committees,  John  H.  Carter,  M.D.,  and  Joseph 
J.  Kaufman,  M.D.,  for  their  dedication  and 
also,  the  professional  efforts  of  the  Division  of 
Communications,  under  the  directorship  of 
Guy  D.  Beaumont,  in  support  of  all  our  ac- 
tivities. 

Especially,  we  note  with  sorrow  the  passing 
of  Commission  chairman,  Solomon  Schussheim, 
M.D.,  Kings  County,  during  midyear  of  his 
term.  It  is  a tribute  to  his  memory  that  the 
Commission  was  able  to  carry  on,  with  deter- 
mination and  efficiency,  the  work  he  dedicated 
himself  to  so  selflessly. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

The  report  of  the  Commission  was  reviewed. 
Your  committee  notes  with  deep  sadness  the 
passing  of  the  chairman  of  the  Commission, 
Solomon  Schussheim,  M.D.,  Kings  County, 
whose  dedication  to  this  Commission  was 
sincere  and  tireless,  as  were  all  his  other  efforts 
in  behalf  of  organized  medicine.  After  his 
untimely  death,  C.  Stewart  Wallace,  M.D., 
assumed  the  chairmanship  of  the  Commission 
and  continued  with  diligence  and  devotion. 
Your  reference  committee  commends  the  Com- 
mission for  executing  their  prime  responsibility 
of  coordinating  intercommittee  efforts  as  these 
pertained  to  legislation,  public  relations,  and,  in 
particular,  comprehensive  health  planning. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Federal  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Federal 
Legislation  are  as  follows: 

Joseph  J.  Kaufman,  M.D.,  Chairman.  Wayne 


Lester  R.  Tuchman,  M.D New  York 

Frank  M.  Green,  M.D Nassau 

James  A.  Moore,  M.D Albany 

Russell  B.  Peacock,  M.D Saratoga 

Robert  H.  Cross,  M.D Oneida 

Charles  N.  Aswad,  M.D Broome 

John  T.  Donovan,  Jr.,  M.D Niagara 

Burton  Allyn,  M.D Rockland 


Following  the  1968  session  of  the  House  of 
Delegates,  your  committee  continued  to  ex- 
amine developments  in  Washington,  D.C.,  con- 


cerning pending  Federal  legislation  and  took 
appropriate  action  when  necessary.  Committee 
members  were  kept  informed  through  materials 
supplied  by  the  AMA  and  our  coordinator. 
Legislation  Activities.  The  public  was  given  in- 
formation on  request  through  our  Legislation 
Information  Center. 

At  the  time  this  report  is  being  written,  in 
early  October,  your  committee  plans  to  partici- 
pate in  the  annual  conference  of  county  medical 
society  legislation  chairmen  slated  for  November 
7,  1968,  at  the  Northway  Inn,  North  Syracuse, 
which  will  be  preceded  by  a meeting  of  the  com- 
mittee. A supplementary  report,  therefore, 
will  be  submitted  to  the  House  in  February  to 
cover  developments  between  the  date  of  this  re- 
port and  the  time  the  House  meets. 

On  June  28,  your  committee  met  at  the  Roger 
Smith  Hotel,  New  York  City.  Your  chairman 
presided,  and  the  following  members  par- 
ticipated in  the  meeting:  Drs.  Allyn,  Aswad, 

Cross,  Donovan,  Green,  Moore,  and  Tuchman. 
Dr.  Peacock  was  excused. 

The  purpose  of  the  meeting  was  threefold: 

(1)  to  discuss  developments  involving  the  Com- 
prehensive Health  Planning  Law,  PL  89-749; 

(2)  to  consider  bills  pending  in  Congress;  and 

(3)  to  act  on  items  referred  to  this  committee  by 
the  House  of  Delegates. 

Comprehensive  Health  Planning.  Your 
committee  endorsed  the  State  Medical  Society’s 
newly  established  State-wide  Committee  on 
Comprehensive  Health  Planning  with  Waring 
Willis,  M.D.,  as  chairman.  Our  committee 
recognized  the  excellent  work  that  had  been,  and 
was  being,  done  by  the  new  committee  and 
commended  particularly  the  area  conferences 
held  throughout  the  State. 

Your  chairman  advised  our  committee  that  he 
had  written  to  Dr.  Willis  pointing  out  that  our 
Council  Committee  on  Federal  Legislation  was 
our  State  Medical  Society’s  “watchdog”  over 
matters  pending  in  Congress  and  to  inquire 
how  our  committee  could  cooperate  with  Dr. 
Willis’  committee  in  implementing  PL  89-749  in 
New  York  State.  In  this  memorandum,  your 
chairman  invited  suggestions  for  improving  the 
basic  law  and  its  administration,  through 
amendments  to  the  statute  or  regulations  per- 
taining to  it.  Dr.  Willis  was  unable  to  be  pres- 
ent but  stated  by  letter  that  he  was  pleased  to 
receive  our  invitation  and  accepted  our  offer  to 
cooperate  with  his  group. 

Dr.  Tuchman,  chairman  of  our  Federal  Legis- 
lation Committee’s  Subcommittee  on  Compre- 
hensive Health  Planning,  presented  a report  on 
the  implementation  in  New  York  State  of  the 
Federal  statute,  PL  89-749.  The  subcommittee 
made  two  recommendations  and  urged  that 
prompt  action  be  taken  to  insure  the  following: 
(1)  that  actively  practicing  private  physicians  be 
adequately  represented  on  the  Advisory  Council 
to  the  New  York  State  Health  Planning  Com- 
mission before  composition  of  the  Council  is 
finalized,  and  (2)  that  actively  practicing  physi- 
cians in  various  areas  throughout  the  State  have 
adequate  voice  and  vote  in  their  respective 
areas.  Dr.  Cross,  a member  of  the  subcommit- 
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tee,  stressed  the  importance  of  such  representa- 
tion. 

As  a result  of  this  report  and  the  discussion 
which  followed,  your  committee  submitted  a 
resolution  to  the  Council  on  September  25  for  its 
approval.  The  Council  approved  the  following 
substitute  resolution  and  directed  that  it  be 
submitted  to  the  AMA  House  of  Delegates  at  its 
interim  meeting  in  December,  1968. 

“Whereas,  Public  Law  89-749  and  Public 
Law  90-174  have  resulted  in  an  enormous 
dilution  of  physician  influence  in  planning  in 
New  York  State  as  so  far  revealed  by  the 
regulations  of  the  New  York  State  Health 
Planning  Commission  to  implement  these 
laws;  and 

“Whereas,  This  loss  of  physician  expertise 
in  the  delivery  of  medical  care  makes  ques- 
tionable the  capacity  of  planners  to  work 
without  it;  now  therefore  be  it 

“Resolved,  That  the  American  Medical  Asso- 
ciation actively  seek,  through  its  Council  on 
Legislative  Activities,  an  amendment  to 
Public  Law  89-749  to  mandate  that  a mini- 
mum of  15  per  cent  of  the  entire  membership 
of  all  executive  boards  or  councils,  at  all  levels 
of  planning.  Federal,  state  and  regional,  both 
A and  B Agencies,  be  actively  practicing  pri- 
vate physicians,  nominated  by  organized 
medicine.” 

Referred  by  House  of  Delegates.  Action 
was  taken  on  the  following  items  referred  by  the 
1968  House  of  Delegates  to  our  committee  for 
consideration  and  implementation. 

Nursing.  The  first  item  was  a recommenda- 
tion from  the  House  that  the  State  Medical 
Society  “should  support  any  legislation  that  will 
assist  the  nursing  profession  in  obtaining  better 
education  and  greater  numbers  of  competent 
graduate  nurses.”  After  the  discussion  of  pend- 
ing legislation  in  Congress  on  this  subject, 
particularly  H.R.  15757  (S.  3095)  “Health  Man- 
power Act  of  1968,”  which  included  the  Nurse 
Training  Act,  the  committee  adopted  a resolu- 
tion favoring  the  inclusion  of  the  diploma  nurs- 
ing schools  in  the  proposed  law.  The  committee 
also  voted  to  send  a letter  incorporating  this 
resolution  to  each  member  of  the  New  York 
State  congressional  delegation.  The  following 
letter  was  sent  after  it  was  approved  by  the 
Council  at  its  September  meeting: 

“At  its  1968  session,  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  directed  that  the  State  Society  ‘should 
support  any  legislation  that  will  assist  the 
nursing  profession  in  obtaining  better  educa- 
tion and  greater  numbers  of  competent  gradu- 
ate nurses.’ 

“Carrying  out  and  implementing  this  direc- 
tive, at  its  June  28,  1968,  meeting,  our  com- 
mittee adopted  the  following  resolution: 

“Whereas,  Diploma  schools  of  nursing  in 
accredited  institutions  have  a necessary  role  to 
play  in  the  alleviation  of  the  nursing  shortage; 
now  therefore  be  it 

“Resolved,  That  the  Federal  Legislation 
Committee,  Medical  Society  of  the  State  of 


New  York,  following  the  instructions  of  the 
1968  session,  House  of  Delegates,  Medical 
Society  of  the  State  of  New  York,  inform  all 
members  of  the  New  York  Congressional 
Delegation  that  in  regard  to  H.R.  15757  (S. 
3095)  the  ‘Health  Manpower  Act  of  1968’  the 
committee  favors  the  broadening  of  Federal 
financial  support  to  include  all  accredited 
institutions  in  producing  a greater  number  of 
nurses  of  improved  quality  and  that  diploma 
schools  of  nursing  be  recognized  and  given 
proper  and  adequate  financial  support. 

“If  you  desire  additional  information  about 
this  resolution  or  any  other  pending  Federal 
legislation  within  the  scope  of  our  committee, 
please  let  us  know.  The  chairman  and  the 
members  of  our  committee  are  available  and 
willing  to  discuss  with  you  at  your  request 
matters  involving  congressional  consideration 
which  are  of  mutual  interest  and  concern.” 

In  connection  with  this  letter,  your  chairman 
is  pleased  to  report  that  we  received  several 
favorable  replies  from  our  congressmen  including 
one  which  stated:  “I  share  the  views  expressed 

by  the  House  of  Delegates  and  wnll  certainly 
keep  them  in  mind  when  this  legislation  comes 
before  us  for  a vote.”  The  bill,  S.  3095,  which 
was  passed  by  Congress  and  signed  by  the 
President  on  August  16,  1968,  includes  our  rec- 
ommendations. 

Chiropractic.  The  second  item  referred  by 
the  House  was  a substitute  resolution  encompas- 
sing resolutions  68-21,  68-23,  and  69-39,  con- 
cerning the  introduction  and  passage  of  legisla- 
tion excluding  chiropractors  from  participation 
in  Title  19  (Medicaid),  PL  89-97  and  other  tax 
supported  programs.  In  the  course  of  discus- 
sion, it  was  noted  that  it  was  not  feasible  at  the 
time  to  press  for  amendments  to  the  Federal 
law,  since  there  had  been  a great  deal  of  diffi- 
culty in  keeping  chiropractors  out  of  Title  18 
during  the  course  of  amending  the  law  in  late 
1967.  Your  committee  voted  that  this  matter 
should  be  referred  to  the  Committee  on  State 
Legislation  for  possible  implementation  at  the 
State  level.  At  its  September  meeting  the 
Council  approved  this  recommendation. 

Title  19  Billing.  The  third  matter  referred  to 
your  committee  by  this  House  was  a resolution 
concerning  billing  procedures  under  Title  19. 
This  resolution,  68-41,  stated  that  the  current 
billing  procedures  under  Title  19  were  unaccept- 
able and  urged  both  physicians  and  patients  to 
write  to  their  congressmen  to  correct  this  in- 
equitable situation  by  making  billing  procedures 
under  Title  19  the  same  as  those  under  Title  18. 
Since  the  amendments  to  the  Social  Security 
Law,  enacted  early  in  1968,  provided  that  each 
state  was  permitted  to  make  payments  to  the 
recipients  for  physicians’  and  dentists’  services 
with  respect  to  those  medical  recipients  who  are 
not  also  receiving  cash  assistance,  your  commit- 
tee voted  to  refer  this  matter  to  the  Committee 
on  State  Legislation  for  implementation.  At  its 
September  meeting,  the  Council  approved  this 
recommendation. 

New  York  State  Congressional  Delega- 
tion. At  its  June  meeting,  your  committee  had 
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the  benefit  of  reports  from  two  AMA  representa- 
tives, Jerry  Gould,  congressional  legislative 
representative,  reported  on  bills  pending  before 
the  90th  Congress  and  the  activities  of  the  AMA 
Washington,  D.C.,  office.  Stressing  the  impor- 
tance of  physician  involvement  in  the  legislative 
process,  Mr.  Gould  recommended  the  forma- 
tion of  legislative  task  forces  similar  to  our 
MSSNY  contact  committeemen  in  key  congres- 
sional districts.  Kenneth  G.  Bugan,  field  repre- 
sentative, reviewed  actions  taken  by  the  AMA 
on  Federal  legislation  at  its  meeting  in  San 
F rancisco. 

In  compliance  with  the  AMA’s  recommenda- 
tion, conveyed  to  us  by  Mr.  Gould  and  empha- 
sized at  the  Regional  Legislative  Conference  of 
the  AMA,  in  New  York  City,  and  in  continua- 
tion of  a practice  long  carried  on  by  our  State 
Medical  Society,  county  medical  societies  once 
again  will  be  asked  to  designate  physicians  who 
will  be  willing  to  serve  as  legislator  consultants 
for  the  members  of  Congress,  so  that  our  State 
Medical  Society  and  the  AMA  may  be  in  a posi- 
tion to  convey  to  the  members  of  Congress  our 
views  on  pending  legislation. 

We  urge  that  there  be  more  direct  personal 
contact  with  members  of  our  New  York  State 
congressional  delegation.  It  was  noted  that 
each  year,  the  United  States  Chamber  of  Com- 
merce conducts  an  Association  Public  Affairs 
Conference  in  Washington,  D.C.,  during  the 
course  of  which  a reception  is  held  for  the  con- 
gressmen of  each  state.  In  keeping  with  the 
wishes  expressed  by  the  committee,  your  chair- 
man recommended  to  the  Council  at  its  Septem- 
ber meeting,  that  in  order  for  the  committee  to 
be  in  a position  to  meet  the  congressmen  per- 
sonally, your  chairman  and  the  coordinator  of 
Legislation  Activities  be  authorized  to  attend 
the  1969  Association  Public  Affairs  Conference 
of  the  U.S.  Chamber  of  Commerce  to  be  held  in 
Washington,  D.C.,  in  1969.  The  council  ap- 
proved this  recommendation. 

Legislation  Information  Center.  Our 

Legislation  Information  Center  proved  to  be 
helpful  to  your  committee  in  supplying  materials 
and  answering  inquiries  concerning  Federal 
legislation.  A detailed  report  on  this  valuable 
service,  not  only  to  our  physicians  and  the  public 
but  to  others  allied  to  our  profession,  is  being 
submitted  by  the  Committee  on  State  Legisla- 
tion. 

Once  again,  your  committee  strongly  recom- 
mends that  more  physicians  should  become 
knowledgeable  about  Federal  legislation.  We 
need  their  cooperation  in  our  efforts  to  attain  our 
legislative  goals.  We,  therefore,  urge  that  more 
doctors  of  medicine  be  encouraged  to  utilize  the 
facilities  of  our  Legislation  Information  Center 
so  that  they  may  be  in  a position  to  support 
actively  the  efforts  of  the  Committee  on  Federal 
Legislation. 

Our  State  Medical  Society’s  legislative  bul- 
letin, Capitol  News,  carried  items  on  Federal 
legislation.  We  feel  that  this  publication  is 
worthwhile,  and  we  hope  that  in  the  future  more 


space  can  be  dedicated  to  the  coverage  of  ac- 
tivities in  Washington,  D.C. 

Acknowledgments.  The  members  of  your 
committee  have  been  very  cooperative  with  your 
chairman  throughout  the  year  and  are  deserving 
of  a special  note  of  thanks.  On  their  behalf, 
your  chairman  wishes  to  express  our  gratitude  to 
all  who  have  assisted  the  committee  in  their 
endeavors.  Included  among  these  are:  Solo- 

mon Schussheim,  M.D.,  deceased,  former  chair- 
man, Commission  on  Public  and  Professional 
Affairs;  John  H.  Carter,  M.D.,  chairman,  Com- 
mittee on  State  Legislation ; C . Stewart  W allace, 
M.D.,  chairman,  Committee  on  Public  Relations 
and  now  chairman  of  the  Commission  of  Public 
and  Professional  Affairs;  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  and  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president. 

The  work  carried  on  by  our  State  Medical 
Society  staff  on  behalf  of  your  committee  is 
deeply  appreciated,  especially  the  contribution 
made  by  the  Division  of  Communications  and 
particularly  its  director,  Guy  D.  Beaumont. 

For  his  efforts  as  coordinator.  Legislation 
Activities,  your  chairman,  on  behalf  of  the 
committee,  wishes  to  acknowledge  and  com- 
mend the  work  of  Martin  J.  Tracey,  Esq.,  and  to 
extend  to  him  your  chairman’s  personal  thanks. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Federa  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  behalf  of  the  committee,  your  chairman 
submits  the  following  supplementary  report. 

Two  important  events  have  taken  place 
since  the  filing  of  our  annual  report.  The  first 
was  a meeting  of  your  committee  which  was 
held  on  November  6,  1968,  at  the  Northway 
Inn,  North  Syracuse.  The  second  was  the 
committee’s  participation  in  the  Annual  Con- 
ference of  County  Medical  Society  Legislation 
Chairmen  held  on  November  7,  1968,  at  the 
same  location. 

Our  meeting  was  held  in  conjunction  with  the 
annual  conference  and  jointly  with  the  Com- 
mittee on  State  Legislation.  C.  Stewart 
Wallace,  M.D.,  chairman  of  our  Commission 
on  Public  and  Professional  Affairs,  presided  at 
the  joint  session.  Your  chairman,  however, 
conducted  the  business  activities  of  our  com- 
mittee’s meeting.  The  following  members  par- 
ticipated: Lester  R.  Tuchman,  M.D.;  Frank 

M.  Green,  M.D.;  James  A.  Moore,  M.D.; 
Russell  B.  Peacock,  M.D.;  Charles  N.  Aswad, 
M.D.;  John  T.  Donovan,  Jr.,  M.D.;  and 
Burton  Allyn,  M.D. 

Your  chairman  reported  to  the  committee 
that  the  resolution  adopted  by  the  committee 
at  its  previous  meeting  concerning  Compre- 
hensive Health  Planning  had  been  presented 
to  the  Council  and  was  approved.  The  Council 
directed  that  the  resolution  should  be  amended 
and  presented  to  the  AMA  House  of  Delegates 
at  its  December,  1968,  meeting  for  considera- 
tion. We  are  pleased  to  report  to  the  members 
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of  the  House  that  the  AM  A House  of  Delegates 
adopted  our  resolution  in  the  following  form: 

Whereas,  Public  Law  89  749  and  Public 
Law  90-174  have  resulted  in  an  enormous 
dilution  of  physician  influence  in  planning  in 
New  York  State,  as  so  far  revealed  by  the 
regulations  of  the  New  York  State  Health 
Planning  Commission  to  implement  these 
laws;  and 

Whereas,  This  loss  of  physician  expertise 
in  the  delivery  of  medical  care  makes  ques- 
tionable the  capacity  of  planners  to  work 
without  it;  now  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  actively  seek,  through  its  Council 
on  Legislative  Activities,  an  amendment  to 
Public  Law  89-749  to  mandate  that  a sub- 
stantial percentage  of  the  entire  membership 
of  all  executive  boards  or  councils  at  all  levels 
of  planning,  Federal,  state,  and  regional, 
both  A and  B agencies,  be  actively  practicing 
private  physicians,  nominated  by  organized 
medicine. 

Paul  R.  M.  Donelan,  Esq.,  AMA  Legislative 
Attorney,  brought  our  members  up  to  date 
concerning  what  had  happened  during  the  1968 
session  of  Congress  and  what  might  be  expected 
during  the  new  session  of  1969.  Following  Mr. 
Donelan’s  review,  the  following  action  was 
approved  by  the  committee  and  by  the  Council, 
at  its  November  21  meeting:  That  during  the 
1969  session  of  Congress,  our  committee  would 
act  as  a “watchdog”  over  the  following  proposals 
which  constitute  the  committee’s  legislation 
program  for  1969. 

1.  Child  Health.  Improved  programs  relat- 
ing to  health  of  children  and  mothers;  pro- 
vided for  comprehensive  maternal  and  infant 
care. 

2.  Drug  Prices.  Limited  payments  for 
drugs  furnished  under  Medicare,  Medicaid,  and 
maternal  and  child  welfare  programs. 

3.  Drug  Compendium.  Federal  Drug  Ad- 
ministration would  prepare  a drug  compen- 
dium, including  prices,  for  all  physicians  and 
pharmacies. 

4.  Medicare  Drugs.  Established  national 
formulary  and  provided  under  Part  B of  Medi- 
care, and  80  per  cent  payment  (on  generic 
drugs),  after  $25  deductible,  for  selected  drugs. 

5.  Artificial  Organs,  Transplantation,  and 
Technologic  Development.  Established  a com- 
mission to  study  problems  involved  in  organ 
transplants;  Federal  aid  for  treatment  of  kidney 
diseases. 

6.  Tax  Treatment  of  Income  from  Publica- 
tions of  Tax-Exempt  Organizations.  Excluding 
advertising  revenue  derived  from  publications 
of  tax-exempt  organizations  from  taxable  in- 
come. 

7.  Tax  Status  of  Professional  Corporations. 
Allowed  corporate  tax  treatment  for  physicians 
forming  professional  associations. 

8.  Occupational  Health  and  Safety.  Gave 
U.S.  Labor  Department  power  to  set  and  enforce 
national  job  safety  standards  for  businesses  in 
interstate  commerce. 


9.  Adult  Health  Protection.  Would  estab- 
lish multiphasic  screening  centers  to  provide 
physician  examinations  for  persons  over  age 
fifty. 

10.  Humane  Laboratory  Animal  Treatment. 
Provided  broader  Federal  standards  for  humane 
care — jurisdiction  to  the  Department  of  Health, 
Education,  and  Welfare. 

11.  Medical  Devices.  Gave  FDA  premarket- 
ing clearance  powers  over  medical  devices. 

12.  Medical  Restraint  of  Trade.  Prohibited 
physicians  from  dispensing  eyeglasses,  owning 
pharmacies,  and  drug  repackaging  firms. 

Although  the  90th  session  of  the  Congress 
has  just  begun,  at  least  one  of  these  proposals 
has  been  reintroduced,  the  Adult  Health 
Protection  Act  S.16,  sponsored  by  Senator 
H.  A.  Williams,  Jr.  (Democrat,  New  Jersey), 
and  is  popularly  known  as  “Preventicare.” 
Bills  involving  the  other  proposals  may  be 
introduced  later  in  this  session  of  the  Congress. 

Universal  health  insurance  will  not  only  be 
in  the  limelight  in  Albany,  but  in  Washington 
as  well.  Your  committee  will  keep  a watchful 
eye  on  this  extremely  important  issue. 

On  the  day  following  our  meeting,  your  com- 
mittee actively  participated  in  the  Annual 
Conference  of  County  Medical  Society  Legisla- 
tion Chairmen.  During  this  all-day  confer- 
ence, your  chairman  had  the  opportunity  to 
speak  at  the  morning  session  and  also  to  conduct 
a panel  discussion  at  the  afternoon  session. 
During  the  luncheon,  our  own  Gerald  D.  Dor- 
man, M.D.,  president-elect  of  the  American 
Medical  Association,  presented  a thorough, 
in-depth  study  of  past  Federal  legislation  and 
an  able  forecast  of  the  future. 

At  the  afternoon  session,  your  chairman 
outlined  the  key  issues  that  have  been  involved 
in  the  1968  session  of  the  Congress  and  the 
committee’s  idea  concerning  what  should  be 
done  during  the  1969  session.  Members  of 
our  committee  made  presentations  that  were 
helpful  in  clarifying  answers  to  problems  in- 
volved in  this  area.  The  “1969  Federal  Legis- 
lation Program”  was  presented  to  the  par- 
ticipants and  was  approved. 

Your  chairman  wants  to  take  this  oppor- 
tunity to  express  his  thanks  to  the  members  of 
his  committee  for  their  able  participation  in  the 
meeting  and  in  the  conference.  We  feel  that 
much  has  been  accomplished  in  developing 
interest  in  Federal  legislation  and  in  gaining  the 
cooperation  of  the  representatives  of  the  county 
medical  societies.  We  look  forward  to  im- 
proving our  committee’s  activities  with  the 
help  of  the  county  medical  societies’  legislation 
chairmen  in  the  future. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  committee  commends  the  Committee 
on  Federal  Legislation,  particularly,  Lester  R. 
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Tuchman,  M.D.,  and  his  subcommittee  on 
Comprehensive  Health  Planning,  for  pinpoint- 
ing the  importance  of  adequate  representation 
of  practicing  physicians  not  only  on  the  Ad- 
visory Council  to  the  New  York  State  Planning 
Commission  but  also  on  the  various  regional 
planning  councils.  Your  reference  committee 
was  pleased  to  learn  that  a resolution  originally 
suggested  by  this  committee  was  eventually 
adopted  by  the  American  Medical  Association, 
seeking  an  amendment  to  PL  89-749.  This 
mandates  that  a substantial  percentage  of 
members  of  all  executive  boards  or  councils  be 
actively  practicing  physicians  whose  nomina- 
tion would  be  by  organized  medicine. 

Your  reference  committee  endorses  the  in- 
clusion of  diploma  nursing  schools  in  the  Nurse 
Training  Act.  All  members  of  our  congressional 
delegation  should  be  informed  on  how  important 
we  feel  it  is  that  the  diploma  schools  of  nursing 
not  only  be  continued  but  indeed  strengthened 
and  expanded,  especially  through  legislative 
financial  assistance.  The  acutely  increasing 
need  for  quality  nurses  can  only  be  met  by  such 
diploma  schools. 

Your  committee  also  agrees  that  the  question 
of  billing  under  Title  19  is  now,  in  view  of  the 
amendments  to  the  Social  Security  Law  en- 
acted early  in  1968,  a matter  which  should  be 
handled  and  implemented  by  the  Committee 
on  State  Legislation. 

Your  committee  notes  with  favor  the  in- 
creased activity  and  services  provided  to 
physicians  and  others  allied  to  our  profession  by 
the  Legislation  Information  Center. 

Your  reference  committee  accepts  the  premise 
that  the  Federal  Legislation  Committee  should 
intensify  its  activities  in  establishing  more 
direct  personal  contacts  with  members  of  the 
New  York  State  Congressional  Delegation 
while  they  are  in  session  in  Washington.  How- 
ever, your  reference  committee  emphasizes 
that  those  physicians  selected  to  make  our 
presentation  be  well  informed  and  instructed 
not  only  in  our  interests,  whatever  they  might 
be,  but  also  in  the  partiality  and  interests  of 
the  legislators  with  whom  they  plan  to  speak. 

Your  committee  agrees  that  the  Federal 
Legislation  Committee  should  act  as  a “watch- 
dog” over  the  many  widely  diversified  legisla- 
tive areas  outlined  in  their  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

State  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  is  com- 


posed of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman.  . . .Albany 

Matthew  Brody,  M.D Kings 

Andrew  W.  Lawrence,  M.D Suffolk 

E.  Yale  Clarke,  M.D Warren 

William  J.  Ryan,  M.D Onondaga 

George  G.  McCauley,  M.D Tompkins 

Gerald  L.  Glaser,  M.D Monroe 

Irwin  Felsen,  M.D Allegany 

Henry  W.  Kaessler,  M.D Westchester 


The  1968  session  of  the  New  York  State 
Legislature  was  a long  drawn-out  session,  lasting 
almost  five  months  and  followed  by  a thirty-day 
period  for  the  signing  of  bills  by  the  Governor. 
During  this  time,  more  than  13,000  bills  were 
introduced,  approximately  10  per  cent  of  which 
were  passed  and  sent  to  the  Governor  for  action. 
A great  number  of  these  bills  directly  or  in- 
directly affected  the  medical  profession,  and 
consequently  your  committee  was  extremely 
busy  during  this  session.  Progress  reports  of 
your  committee’s  activities  were  presented 
regularly  to  the  Council. 

At  the  time  this  report  is  being  written,  in 
early  October,  your  committee’s  plans  for  1969 
have  not  as  yet  been  finalized,  since  they  are  to 
be  completed  in  connection  with  the  annual 
conference  of  county  medical  society  executives 
and  legislative  chairmen  scheduled  for  November 
7 in  Syracuse.  A supplementary  report,  there- 
fore, will  be  submitted  to  the  House  in  February, 
1969. 

The  following  is  a brief  review  of  the  high- 
lights of  your  committee’s  activities  listed  under 
several  categories. 

Final  Legislative  Action,  1968  Session. 

Hundreds  of  bills  affecting  the  medical  profes- 
sion were  scrutinized  by  your  committee,  as  well 
as  by  your  chairman,  your  legislative  counsel, 
the  coordinator  of  legislation  activities,  and  the 
editor  of  Capitol  News.  Copies  of  the  bills  of 
major  importance  were  obtained  and  were  kept 
on  file  in  our  Legislation  Information  Center 
where  records  of  their  final  disposition  are  now 
kept. 

During  this  session  eight  program  bills  were 
sponsored  by  your  committee,  with  the  approval 
of  the  Council.  We  are  pleased  to  report  that 
two  of  these  bills  passed  both  Houses,  one  of 
which  was  signed  by  the  Governor,  and  the 
other  was  vetoed. 

The  bill  signed  by  the  Governor  (A.  4871 — 
Grieco)  is  now  known  as  Chapter  659,  Laws  of 
1968.  This  new  law  stipulates  that  physician 
members  of  hospital  utilization  review  com- 
mittees shall  not  be  liable  in  damages  to  any 
person  for  an  action  or  recommendation  of  such 
committee  member,  if  taken  or  made  without 
malice  and  with  reasonable  belief  it  was  war- 
ranted. 

The  bill  vetoed  by  the  Governor  (A.  6072-A — - 
Abrams)  would  have  removed  from  the  Social 
Services  Law,  present  requirements  for  prior 
authorization  before  hospital  admission  of  a 
Medicaid  patient.  However,  similar  legislation, 
sponsored  by  the  State  Department  of  Health, 
was  signed  by  the  Governor  and  became  Chap- 
ter 979,  Laws  of  1968  (S.  5610 — Rules).  This 
law  provides  that  if  a patient  who  is  not  a 
Medicaid  beneficiary  is  admitted  to  a hospital 
without  receiving  prior  authorization  from  a 
Social  Services  official,  cost  of  care  may  be  paid 
under  Medicaid  if  the  patient  is  found  to  be 
eligible  for  Medicaid  benefits  after  admission. 

A third  program  proposal,  (A.  4224 — Greco), 
which  would  have  authorized  anyone  of  the  next 
of  kin  to  donate  parts  of  the  decedent’s  body  for 
scientific,  educational,  or  therapeutic  use,  was 
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passed  by  the  Assembly  but  died  on  the  Senate 
calendar.  However  the  Legislature  passed,  and 
the  Governor  signed,  another  bill  (A.  2080 — 
Weinstein)  now  known  as  Chapter  755,  Laws  of 
1968,  which  authorizes  creation  of  a commission 
to  make  a broad  study  of  this  and  other  phases 
of  this  subject.  The  law  provides  for  a nine- 
member  temporary  commission  to  consider 
supervision  and  regulation  in  connection  with 
transplanting  of  human  organs.  The  commis- 
sion provides  for  inclusion  of  a representative  of 
our  State  Medical  Society,  who  has  been  ap- 
pointed by  the  Governor.  This  law  was  sup- 
ported by  our  State  Medical  Society. 

The  so-called  “free  choice  of  physicians”  bill, 
originally  supported  by  the  State  Medical 
Society  but  later  strongly  opposed  by  our 
Society  after  it  was  unfavorably  amended,  died 
in  the  Assembly  Rules  Committee  after  passing 
the  Senate. 

The  proposal  (S.  1563-A — Lent)  would  have 
given  needy  recipients  of  medical  assistance 
“free  choice”  of  physicians  and  other  treatment 
personnel,  as  well  as  of  other  medical  institutions 
and  facilities.  Passed  by  the  Senate  in  its 
original  form  which  was  favored  by  our  State 
Society,  the  bill  drew  our  opposition  when  the 
Senate  recalled  it  from  the  Assembly  for  repas- 
sage with  an  amendment  to  include  chiroprac- 
tors among  the  treatment  personnel  to  be  freely 
chosen. 

Another  perennial  program  proposal  made 
progress  this  year  when  the  “autopsy  bill”  (S. 
2769-B — Lent)  was  reported  out  of  committee 
and  was  ready  for  a vote  in  the  Senate  when  ad- 
journment came.  This  bill  would  have  provided 
that  where  there  is  more  than  one  next  of  kin 
who  may  authorize  an  autopsy,  such  permission 
by  any  one  of  the  next  of  kin  shall  be  sufficient. 

The  remaining  three  program  bills  of  our  State 
Medical  Society  died  in  committee  in  both 
houses  of  the  State  Legislature.  These  bills 
were  the  following:  (a)  S.  1562  (Lent);  A.  4279 
(Marks)  which  required  that  payments  made  to 
physicians  and  dentists  for  medical  care  to  the 
needy  be  at  least  equal  to  the  amount  considered 
a reasonable  charge  under  Title  18  of  the  Federal 
Social  Security  Act;  (6)  S.  1798  (Stafford);  A. 
3903  (St.  Lawrence-Rose)  which  restricted  the 
inducing  of  hypnosis  to  physicians,  doctors  of 
osteopathy,  doctors  of  optometry,  and  dentists 
and  its  teaching  to  certain  specified  institutions, 
and  (c)  S.  2092  (Gioffre);  A.  5001  (Rose)  which 
prohibited  the  use  of  the  title  “doctor”  in  the 
field  of  health  diagnosis  and  treatment  by  any 
one  not  holding  such  a degree  from  an  institu- 
tion authorized  to  confer  such  a degree. 

Medicaid.  The  following  bills  of  major  im- 
portance were  passed  by  the  Legislature  and 
enacted  into  law  over  the  Governor’s  signature. 

1.  Eligibility  Standards  ( S . 3360- A — Brydges, 
et  al. — Chapter  32,  Laws  of  1968).  Drastically 
cuts  Medicaid  eligibility  standards.  For  exam- 
ple, the  prevailing  ceiling  of  $6,000  for  a family 
of  four  was  reduced  to  $5,300.  The  bill  also 
denied  Medicaid  benefits,  except  for  inpatient 
hospital  care  for  “catastrophic  illness,”  to  those 


between  ages  twenty-one  and  sixty-four,  not 
otherwise  qualified  for  public  assistance.  This 
first  new  law  also  included  a requirement  for  a 
20  per  cent  contribution,  except  for  inpatient 
care  and  services  in  a medical  institution.  This 
20  per  cent  provision  was  repealed  by  a second 
bill,  S.  5378— Rules — Chapter  97,  Laws  of  1968. 

2.  Income  Exemption  (S.  3361- A — Brydges,  et 
al. — Chapter  33,  Laws  of  1968).  Allowed  varia- 
tion of  the  income  exemption.  Under  it,  the 
Board  of  Social  Welfare,  on  application  of  a social 
services  district  authorized  by  the  local  legislative 
body,  could  adjust  the  income  exemption  to 
recognize  the  variations  in  cost  of  shelter  be- 
tween urban  and  rural  areas,  in  accordance  with 
standards  prescribed  by  the  U.S.  Secretary  of 
Health,  Education,  and  Welfare.  This  law  does 
not  become  effective  until  July  1,  1969. 

Toward  the  end  of  the  session,  another  im- 
portant bill,  S.  5675 — Rules,  was  introduced  for 
the  purpose  of  restoring  some  of  the  cut  backs 
that  had  been  enacted  into  law.  This  bill 
limited  payments  for  inpatient  care,  services, 
and  supplies  while  in  a medical  institution  and 
to  outpatient  hospital  or  clinical  services,  but 
had  no  coverage  for  medical  fees.  This  bill  died 
in  committee. 

Compulsory  Health  Insurance.  On 

March  21,  1968,  the  administration’s  long- 
awaited  compulsory  or  universal  health  insur- 
ance proposal  was  introduced  in  the  State  Legis- 
lature. Known  as  the  “Health  Security  Act” 
(S.  5417 — Rules;  A.  6816 — Rules),  the  proposed 
law  presented  a new  concept  in  that  it  provided 
for:  (a)  hospital  cost  controls,  and  (6)  compul- 
sory insurance  limited  to  coverage  of  hospital 
accommodations,  supplies,  care  and  services,  in- 
cluding those  performed  by  physicians  as  sala- 
ried employes  or  under  a fiscal  arrangement  with 
the  hospital.  A week  later,  the  Council  of  the 
State  Medical  Society  thoroughly  discussed  the 
bill  and  voted  to  oppose  it  as  it  was  written. 
We  are  pleased  to  report  that  the  bill  remained 
in  the  Senate  Finance  and  Assembly  Rules  Com- 
mittees throughout  the  duration  of  the  session 
without  any  action  being  taken  on  it.  In  brief, 
the  bill  died  in  committee.  A detailed  report 
concerning  this  bill  is  being  submitted  to  the 
House  of  Delegates  by  the  Committee  on  the 
Proposed  Health  Insurance  Law. 

Education  Law.  On  May  16,  S.  5877 
(Rules)  fixing  new  provisions  relating  to  the 
regulation  of  the  practice  of  certain  professions, 
including  medicine,  was  introduced  and  re- 
ferred to  the  Education  Committee  of  the  State 
Legislature.  This  bill  incorporated  the  recom- 
mendations of  the  State  Legislature’s  Joint 
Legislature  Committee  to  Revise  the  Education 
Law  with  which  our  special  committee  to  study 
revision  of  the  Education  Law  had  been  nego- 
tiating for  the  past  two  years.  This  bill  died  in 
committee.  Although  a report  on  this  bill  is  being 
submitted  to  the  House  of  Delegates  by  the 
Committee  to  Study  Education  Law  Revi- 
sion, we  should  like  to  point  out  that  our  op- 
position to  the  bill,  made  known  to  the  proper 
parties,  is  believed  to  have  been  largely  instru- 
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mental  in  having  the  bill  relegated  to  the  status 
of  a “study”  bill  and  its  ultimate  death  in  com- 
mittee. 

Therapeutic  Abortion.  In  keeping  with  his 
practice  of  the  past  several  years,  Assemblyman 
Albert  H.  Blumenthal  once  again  introduced  the 
bill,  which  was  multisponsored,  providing  for 
the  legalization  of  abortions.  The  bill,  A.  761, 
was  reported  out  of  committee  and  to  the  floor 
of  the  Assembly.  During  the  course  of  the  de- 
bate in  the  Assembly,  a motion  was  made  by 
Assemblyman  Blumenthal  to  recommit  the  bill. 
Following  this  action,  the  bill  remained  in  com- 
mittee and  died.  Another  development  in  this 
area  was  a report  by  the  Governor’s  Commission 
on  Abortions  which  was  made  public  during  the 
session.  Contrary  to  expectations,  no  bill  was 
introduced  implementing  this  report. 

Chiropractic.  There  were  numerous  bills, 
as  there  have  been  in  recent  years,  which  ex- 
tended the  scope  of  chiropractic.  We  are  pleased 
to  report  that  many  of  these  were  defeated,  but 
unhappy  to  report  that  two  bills  passed  the 
State  Legislature.  One  of  these  bills  was  signed 
into  law,  and  the  other  was  vetoed  by  the 
Governor. 

The  bill  that  was  signed  into  law  by  the 
Governor  was  A.  2138-A — Abrams  (Chapter 
312,  Laws  of  1968)  which  requires  the  Governor, 
in  appointing  members  to  the  Medicaid  medical 
advisory  committee,  to  give  consideration  to 
providing  representation  of  the  chiropractic  pro- 
fession. This  bill  was  strongly  opposed  by  our 
State  Medical  Society. 

Your  committee  worked  strenuously  to  bring 
about  the  defeat  of  A.  5548-A  (Kremer),  which 
would  have  increased  the  number  of  appointed 
members  of  the  State  Public  Health  Council 
from  8 to  15  to  include  dentists,  optometrists, 
chiropractors,  osteopaths,  and  psychologists. 
The  Governor  vetoed  this  bill. 

Major  Bills  Defeated.  Three  major  vic- 
tories were  scored  when  bills  strongly  opposed  by 
the  State  Medical  Society  were  defeated. 

1.  Clinical  Laboratory  Services  ( A . 4024 — 
Marks).  Prohibited  a purveyor  of  clinical  lab- 
oratory services  from  billing  or  receiving  pay- 
ments from  any  person  other  than  the  recipient  of 
services,  with  certain  exceptions.  It  passed  the 
Assembly  and  was  sent  to  the  Senate  General 
Laws  Committee,  where  it  remained  at  the  time 
of  adjournment. 

2.  Malpractice  Statute  of  Limitations  (A . 689 — 
Levine).  Changed  and  extended  the  statue  of 
limitations  in  actions  to  recover  damages  for 
alleged  malpractice  by  physicians,  surgeons, 
osteopaths,  or  chiropractors.  It  passed  the  As- 
sembly but  died  in  the  Senate  Codes  Committee. 

3.  Podiatry  (A.  2590-B — Cincotta).  Extended 
the  scope  of  the  practice  of  podiatry  in  the  areas 
of  surgery,  anesthesiology,  and  narcotics.  It 
passed  the  Assembly  but  failed  to  emerge  from 
the  Senate  Education  Committee.  On  behalf 
of  our  State  Society  two  orthopedic  surgeons  and 
your  chairman  testified  in  opposition  to  this  bill 
at  a hearing  conducted  by  the  Senate  Committee 


in  Albany  during  the  closing  days  of  the  session. 

All  three  bills  were  actively  and  strenuously 
opposed  by  our  State  Medical  Society.  Con- 
tacts were  made  by  our  legislative  counsel  with 
key  legislators.  Our  coordinator,  Legislation  Ac- 
tivities, communicated  with  physicians  and 
county  society  executives  throughout  the  State, 
urging  them  to  contact  key  legislators  and  voice 
their  strong  opposition  to  these  three  important 
bills.  Capitol  News  carried  urgent  requests  for 
action  to  oppose  these  bills.  It  is  evident  that 
our  efforts  were  productive  and  helped  to  defeat 
these  three  major  proposals. 

Corporate  Practice  Bills.  There  were  two 
bills  on  the  subject  of  the  corporate  practice  of 
medicine  and  other  professions,  which  were 
followed  by  your  State  Society.  S.  4536-A 
(Gioffre)  would  have  authorized  members  of 
professions  to  form  professional  service  corpora- 
tions and  would  have  assisted  them  in  regard  to 
tax  matters.  This  bill  was  reported  out  of  com- 
mittee and  was  ready  for  a vote  when  adjourn- 
ment came. 

The  other  bill,  S.  4872  (Laverne)  would  have 
permitted  licensed  physicians  to  form  medical 
service  corporations.  This  bill  was  supported 
by  our  State  Medical  Society  in  accordance  with 
a directive  of  the  last  session  of  our  House  of 
Delegates.  The  bill  died  in  committee. 

Committee  Suggestions.  Following  the 
pattern  established  a few  years  ago,  your  com- 
mittee, through  its  chairman,  invited  the  key 
committees  of  our  State  Medical  Society  to  pre- 
sent their  views  concerning  State  legislation  to 
us.  On  September  25,  your  chairman  sent  a 
memorandum  to  these  committees  asking  them 
for  concrete  suggestions,  since  they  might  “wish 
to  have  our  MSSNY  initiate  legislation,  support 
measures  sponsored  by  others,  or  oppose  pro- 
posals detrimental  to  medicine  and  the  public.” 
At  the  time  this  report  is  being  written,  only  a 
few  days  after  the  invitation  was  sent  out,  we 
have  received  several  responses.  We  hope, 
through  this  method,  to  be  able  to  obtain  the 
benefit  of  the  opinions  of  our  State  Medical 
Society’s  Council  committees  in  planning  and 
conducting  our  1969  State  legislation  projects. 

Legislation  Information  Center.  Estab- 
lished in  1964,  the  Legislation  Information 
Center  completed  its  fourth  successful  year. 
Supervised  by  the  coordinator,  Legislation  Ac- 
tivities, at  State  Medical  Society  headquarters, 
the  center  proved  that  it  is  not  only  an  effective 
mechanism  for  supplying  answers  to  questions 
about  Federal  and  State  legislation,  but  it  is 
also  an  effective  tool  for  disseminating  news 
about  all  types  of  legislation.  The  center  main- 
tains an  up-to-the-minute  fifing  system,  which 
features  copies  of  important  major  bills  pending 
in  Albany  and  Washington,  D.C.,  to  enable  it 
to  supply  current  information  concerning  pro- 
posed laws. 

A new  feature  of  the  Legislation  Information 
Center  is  the  availability  of  memoranda  filed  on 
behalf  of  the  State  Medical  Society  with  the 
State  Legislature  concerning  pending  bills 
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Copies  of  these  memoranda  are  on  file  and  are 
made  available  on  request  and  at  the  discretion 
of  the  coordinator.  Legislation  Activities. 

Although  the  center  usually  reaches  the  height 
of  its  activity  during  the  time  the  State  Legisla- 
ture is  in  session,  requests  for  help  are  received 
continuously  throughout  the  entire  year.  Nu- 
merous requests  are  received  not  only  for  in- 
formation on  pending  bills  but  particularly  for 
information  concerning  laws  which  have  been 
enacted  both  at  the  State  and  Federal  levels. 
Numerous  inquiries  are  answered  immediately 
over  the  telephone,  and  other  replies  are  made 
through  the  mails  in  the  form  of  sending  out 
pamphlets,  copies  of  statutes,  proposed  bills,  and 
other  data. 

Requests  continue  to  be  received  not  only 
from  the  county  society  legislation  chairmen, 
executive  secretaries,  and  others  related  to  the 
medical  profession  but  also  from  health  organi- 
zations, hospitals,  and  others.  In  recent  years, 
there  has  been  an  increasing  number  of  requests 
from  other  state  medical  societies  not  only  for 
copies  of  bills  and  laws  but  for  extensive  related 
information  which  necessitates  a great  amount 
of  research  and  which  the  center  has  been  able 
to  supply.  Numerous  requests  continue  to  be 
received  from  the  public  on  general  topics  per- 
taining to  both  State  and  Federal  legislation. 

Capitol  News,  our  State  Medical  Society’s 
legislative  bulletin,  is  one  of  the  principal  and 
growing  activities  of  the  Legislation  Information 
Center.  During  the  1968  session,  20  issues  of 
Capitol  News  were  published.  A marked  im- 
provement was  noted  during  the  year.  A dis- 
tinctly professional  newsman’s  touch  was  added 
to  this  valuable  publication  when  William  L. 
Tyler,  former  Associated  Press  correspondent  in 
Albany,  began  editing  our  newsletter  under  the 
direction  of  our  coordinator,  Legislation  Activi- 
ties. An  indicator  of  the  value  and  effectiveness 
of  our  publication  was  the  continually  growing 
number  of  requests  to  be  added  to  the  mailing 
list  which  were  received  not  only  from  doctors  of 
medicine  but  from  others,  such  as  hospital  ad- 
ministrators. 

Another  function  of  the  Center  was  to  act 
as  a clearing  house  for  the  distribution  of  (1)  re- 
ports on  pending  State  legislation,  (2)  notices  of 
public  hearings  by  committees  of  the  State 
Legislature,  and  (3)  reports  on  hearings  which 
the  coordinator,  Legislation  Activities  attended 
and  monitored. 

Summary.  In  brief,  your  chairman  wishes 
to  point  out  that  over-all  evaluation  of  our 
State  Medical  Society’s  efforts  in  regard  to 
legislation  in  Albany,  shows  many  substantial 
and  worthwhile  results.  Out  of  the  eight  bills 
specifically  sponsored  by  the  State  Medical 
Society,  two  passed  both  Houses  and  reached 
the  Governor,  one  of  which  was  enacted  into 
law;  a third  passed  the  Assembly;  and  a 
fourth,  from  which  we  had  to  withdraw  our  sup- 
port, passed  the  Senate.  In  addition,  we  were 
most  successful  in  warding  off  the  enactment  of 
an  undesirable  compulsory  health  insurance 
law,  an  unacceptable  revision  of  the  Education 


Law,  and  also  defeating  numerous  chiropractic 
bills  as  well  as  several  proposals  involving  mal- 
practice, laboratories,  and  podiatrists. 

Acknowledgments.  Your  committee  wishes 
to  thank  all  those  who  were  helpful  during  the 
session  of  the  State  Legislature.  We  are  par- 
ticularly grateful  to  George  W.  Foy,  Esq.,  our 
legislative  counsel,  and  to  his  associates,  John 
C.  Rice,  Esq.,  and  Frank  J.  Lasch,  Esq.,  for  the 
long  and  arduous  hours  devoted  to  our  legisla- 
tion program.  We  also  wish  to  thank  Henry  I. 
Fineberg,  M.D.,  our  executive  vice-president; 
J.  Richard  Burns,  Esq.,  our  assistant  executive 
vice-president;  Guy  D.  Beaumont,  director, 
Communications  Division;  and  Martin  J. 
Tracey,  Esq.,  coordinator,  Legislation  Activities, 
for  their  assistance  during  the  past  session. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Your  chairman  submits  the  following  supple- 
mentary report  on  behalf  of  the  committee. 

Your  committee  met  at  the  Northway  Inn, 
North  Syracuse,  November  6,  1968.  The 

following  members  participated  in  the  meeting, 
over  which  your  chairman  presided:  E.  Yale 
Clarke,  M.D.;  Irwin  Felsen,  M.D.;  Gerald 
L.  Glaser,  M.D.;  Henry  W.  Kaessler,  M.D.; 
Andrew  W.  Lawrence,  M.D.;  George  G.  Mc- 
Cauley, M.D.;  and  William  J.  Ryan,  M.D. 

Since  this  meeting  was  part  of  a joint  meeting 
with  our  Committee  on  Federal  Legislation, 
presided  over  by  C.  Stewart  Wallace,  M.D., 
chairman,  Commission  on  Public  and  Pro- 
fessional Affairs,  the  members  of  the  Federal 
Legislation  Committee  also  took  part  in  our 
deliberations. 

The  primary  purpose  of  the  meeting  was  to 
formulate  suggestions  for  our  1969  State  Legisla- 
tion Program,  to  review  resolutions  referred  to 
our  committee  by  the  1968  session  of  our  House 
of  Delegates,  and  to  make  preparations  for  the 
Annual  Conference  of  County  Medical  Society 
Legislation  Chairmen,  which  was  scheduled  to 
be  held  the  following  day  at  the  same  place. 

The  committee  agreed  on  the  following  1969 
State  Legislation  Program  which  was  approved 
by  the  Council  at  its  November  21  meeting. 

1.  Medical  Service  Corporation.  Individuals 
licensed  to  practice  medicine  in  New  York  State 
would  be  permitted  to  organize  and  operate  a 
medical  service  corporation  for  the  purpose  of 
engaging  in  the  practice  of  medicine. 

2.  Body  Donations.  This  bill  will  propose 
some  features  of  MSSNY’s  1968  “Body  Dona- 
tions” bill.  It  will  also  include  a modification 
of  the  Uniform  Anatomical  Gift  Act,  developed 
by  the  Conference  of  Commissioners  on  Uni- 
form State  Laws  and  approved  by  the  American 
Bar  Association.  The  object  of  the  legislation 
is  to  liberalize  the  authorization  for  donation  of 
all  or  parts  of  the  human  body  for  transplant  or 
for  other  scientific  purposes. 

3.  Autopsy  Authorization.  Permission  by 
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any  one  of  the  next  of  kin  of  the  deceased 
person  would  be  sufficient  for  performance  of  an 
autopsy. 

4.  Direct  Payments  to  Medicaid  Recipients. 
This  legislation  would  seek  implementation 
of  recent  Federal  legislation  allowing  states, 
at  their  option,  to  provide  payment  of  part  or 
all  of  the  cost  of  physicians’  or  dentists’  services 
to  individuals  not  receiving  aid  under  a public 
assistance  program. 

5.  Nondisclosure  of  Hospital  Review  Com- 
mittee Records.  All  records  and  data  of  hospital 
utilization  review  committees  would  be  held 
to  be  immune  from  disclosure  in  any  manner. 

As  part  of  the  1969  State  Legislation  Program, 
our  State  Medical  Society  also  will  actively 
support  a nursing  bill  which,  in  effect,  would 
provide  for  granting  of  a baccalaureate  degree 
to  an  individual  who  completes  two  years  of  a 
liberal  arts  curriculum  at  a state  university  fol- 
lowing completion  of  a professional  nursing 
school  curriculum. 

At  the  time  this  report  is  being  written, 
shortly  before  the  opening  of  the  House,  the 
legislative  proposals  have  been  implemented 
by  the  actual  introduction  of  bills  in  the  1969 
session  of  the  State  Legislature  as  follows: 
Medical  Service  Corporation  S.  1785  (Laverne) 

■ — A.  2889  (C.  Cook);  Body  Donations  A.  3101 
(McCloskey);  Autopsy  Authorization  A.  3047 
(Greco);  and  Nondisclosure  of  Hospital  Re- 
view Committee  Records  A.  3056  (Jonas). 

In  connection  with  the  formulation  of  the 
1969  State  Legislation  Program,  and  before 
adopting  it,  your  committee  reviewed  the 
various  resolutions  which  had  been  referred  to 
it  by  the  Council  on  behalf  of  our  1968  House  of 
Delegates.  The  following  report  on  these 
resolutions  was  submitted  to  and  accepted  by 
the  Council  at  its  November  21  meeting. 

1.  Resolution  68-2,  “ Legislative  Immunity 
for  Members  of  Utilization  Committees.”  The 
subject  of  this  resolution  was  a 1968  program 
bill  and  was  enacted  into  law  (Chapter  659, 
Laws  of  1968) . 

2.  Resolution  68-38,  “Legislation  To  Permit 
Group  Practice  With  Corporate  Benefits.”  This 
resolution  has  been  incorporated  in  our  1969 
State  Legislation  Program,  as  previously  out- 
lined. It  was  also  implemented  during  the 
1968  session  of  the  State  Legislature  through 
support  of  S.  4872  (Laverne). 

3.  Resolution  68-44,  “Principles  of  Physi- 
cians Charges  for  Services  Rendered  by  Contract 
Laboratories.”  This  resolution  set  forth  prin- 
ciples concerning  laboratories  and  required  no 
specific  action. 

4.  Resolution  68-54,  “Qualification  and  Post- 
graduate Study  Requirements  for  Physician 
Participating  in  Medicaid.”  No  action  was 
taken  on  this  resolution  since  it  called  for  a 
change  in  administrative  requirements  rather 
than  for  amendments  of  the  law.  Your  chair- 
man understands  that  it  was  also  referred  to  the 
chairman  of  the  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health  Plans, 
of  which  George  Hinder,  M.D.,  is  chairman. 


5.  Resolution  68-28,  “Approval  of  Fluorida- 
tion of  Municipal  Water  Supply.”  Since  pre- 
vious policy  of  the  committee  and  the  State 
Society  has  been  to  favor  a State  law  requiring 
fluoridation  of  all  community  water  supplies  as 
set  forth  in  this  resolution,  no  specific  action 
was  necessary. 

6.  Resolution  68-60,  “Endorsement  of  Legisla- 
tion on  Diploma  Schools  of  Nursing.”  This 
resolution  called  for  endorsement  and  full 
support  of  S.  900  (Flynn)  which  your  com- 
mittee supported  during  the  1968  session  of  the 
State  Legislature  and  which  your  committee 
had  made  a part  of  its  1969  State  Legislation 
Program. 

7.  Substitute  Resolution  for  Resolutions  68-21, 
68-23,  and  68-39  pertaining  to  the  exclusion  of 
chiropractors  from  participating  in  tax  supported 
programs.  Your  committee  included  this  sub- 
stitute resolution  in  its  over-all  consideration 
of  all  bills  concerning  the  subject  of  chiroprac- 
tors during  the  1968  session  of  the  State  Legis- 
lature and  was  aware  of  the  fact  that  this 
important  matter  was  also  of  concern  to  our 
Policy  and  Negotating  Committee  on  Govern- 
ment Supported  Health  Plans. 

8.  Resolution  68-41,  “Billing  Procedures 
Under  Title  19.”  This  resolution  has  been 
included  in  our  1969  State  Legislation  Program. 
A series  of  resolutions  dating  back  to  1967, 
notably  resolutions  67-2,  67-11,  67-12,  and 
67-29,  were  also  referred  to  our  committee. 
These  resolutions  were  related  to  accident  and 
injury  prevention.  Your  committee  carried 
out  the  intention  and  spirit  of  these  resolutions 
during  the  past  session  of  the  State  Legislature 
by  supporting  bills  in  this  area. 

9.  Resolution  68  36,  “Elimination  of  Job 
Discrimination  Against  Persons  With  Physical 
and  Mental  Handicaps  By  Amendment  of  the 
State  Constitution.”  After  considerable  inter- 
change of  views  for  and  against  this  resolution, 
the  committee  voted  that  it  be  referred  back 
to  the  Council,  which  was  done  at  the  November 
21  meeting.  After  further  discussion  at  the 
Council  meeting,  this  resolution  was  referred 
back  to  our  committee,  which  is  studying  it  and 
will  make  a further  recommendation  at  a later 
date. 

Annual  Conference.  On  the  day  following 
the  meeting,  your  committee  took  part  in  the 
Annual  Conference  of  County  Medical  Society 
Legislation  Chairmen,  Northway  Inn,  North 
Syracuse.  C.  Stewart  Wallace,  M.D.,  chair- 
man, Commission  on  Public  and  Professional 
Affairs,  presided  at  this  conference,  which  was 
devoted  to  State  legislation  in  the  morning 
and  Federal  legislation  in  the  afternoon. 
Gerald  D.  Dorman,  M.D.,  president-elect, 
American  Medical  Association,  gave  an  interest- 
ing presentation  during  the  luncheon  period  of 
what  to  expect  during  the  next  session  of  Con- 
gress. Ninety-five  persons  attended,  and  46 
county  medical  societies  were  represented. 
Our  1969  State  Legislation  Program  was  pre- 
sented to  the  participants,  and  we,  likewise, 
discussed  the  resolutions  mentioned. 
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There  was  a great  deai  of  animated  discus- 
sion, particularly  in  regard  to  the  proposed 
legislation  which  would  permit  medical  service 
corporations.  Ralph  S.  Emerson,  M.D.,  chair- 
man, Committee  on  Proposed  Health  Insurance 
Law,  brought  the  audience  up  to  date  on  de- 
velopments in  this  area.  Andrew  C.  Fleck, 
Jr.,  M.D.,  first  deputy  commissioner,  New 
York  State  Health  Department,  reviewed  the 
New  York  State  Health  Department’s  1968 
legislative  proposals  and  gave  an  insight  into 
what  may  be  expected  in  the  State  Legislature 
during  1969  concerning  the  practice  of  medicine. 

On  the  basis  of  attendance,  active  participa- 
tion, informed  interchange  of  views,  questions 
and  answers,  as  well  as  the  general  comments 
of  many  participants,  this  conference  was  the 
most  successful  meeting  we  have  held.  We 
were  impressed  with  the  knowledge  displayed 
by  our  county  society  legislation  chairmen, 
and  we  are  hopeful  that  the  spirit  displayed  will 
be  most  helpful  to  us  in  our  work  during  the 
1969  session  of  the  State  Legislature. 

Presentations  on  behalf  of  our  State  Medical 
Society  were  made  at  public  hearings  conducted 
by  the  New  York  State  Legislature’s  Joint 
Legislative  Committee  on  matters  pertaining 
to  Medicare  and  Medicaid. 

Our  executive  vice-president,  Henry  I.  Fine- 
berg,  M.D.,  submitted  a statement  on  Health 
Manpower;  Walter  T.  Heldmann,  M.D.,  our 
president-elect,  discussed  “Ghetto  Medicine” 
and  “New  Systems  for  Delivery  of  Health 
Care”;  George  Himler,  M.D.,  as  Speaker  of 
our  House  of  Delegates  and  as  a representative 
of  the  Coordinating  Council  of  the  First  District 
Branch,  discussed  payment  of  Medicaid  monies 
to  doctors  who  supervise  and  teach  in  hospitals; 
and  Ethan  L.  Welch,  M.D.,  legislation  chair- 
man, Monroe  County  Medical  Society,  appeared 
on  behalf  of  our  State  Medical  Society  to  discuss 
medical  service  corporations. 

The  Joint  Legislative  Committee  has  also 
scheduled  three  hearings  on  proposed  reform 
of  the  New  York  Abortion  Law.  Carl  Gold- 
mark,  Jr.,  M.D.,  secretary,  State  Medical 
Society,  will  present  Medical  Society  of  the 
State  of  New  York’s  views  at  the  hearing  to  be 
held  on  February  27,  1969,  State  Capitol, 
Albany.  At  the  time  this  report  is  being 
written,  the  perennial  Blumenthal  bill,  as  well  as 
a bill  sponsored  by  the  Governor,  have  just 
been  introduced  but  not  yet  printed. 

Present  Session  of  State  Legislature.  At 

report  time,  the  1969  session  of  the  State  Legis- 
lature is  well  under  way,  but  no  significant 
actions  have  as  yet  been  taken  by  the  legisla- 
tors as  far  as  the  passage  of  bills  is  concerned. 
Many  bills  of  interest  to  the  medical  profession 
have  been  introduced  and  have  been  reported 
weekly  in  our  Capitol  News.  Your  committee  is 
watching  all  developments  and  will  take 
appropriate  action  whenever  necessary. 

The  Governor,  however,  has  made  known  his 
intention  concerning  what  he  intends  to  do 
during  the  present  and  future  sessions  of  the 
State  Legislature.  In  his  annual  message  to 


the  State  Legislature,  he  strongly  urged  passage 
of  a system  of  universal  health  insurance  to 
assure  “our  citizens  of  adequate  health  care  in 
the  face  of  continually  and  sharply  rising  health 
care  costs.”  In  his  annual  budget  message, 
the  chief  executive  stated,  “the  following 
changes  will  also  be  proposed  in  the  Medicaid 
program:  dental  benefits  to  be  limited;  nursing 
home  payments  limited  to  100  days  as  under 
Medicare;  and  nursing  home  rates  held  to  the 
1969-1970  rate.  In  addition,  all  hospital  rates 
under  the  Medicaid  program  will  be  kept  at  the 
1969-1970  levels  for  one  year  and  fees  to  medical 
practitioners  and  other  health  service  vendors 
will  be  limited  to  80  per  cent  of  the  present 
schedule.” 

In  a news  release  issued  shortly  after  dis- 
closure of  the  Governor’s  recommendation, 
Edward  C.  Hughes,  M.D.,  our  president, 
immediately  questioned  the  proposal  to  slash 
Medicaid  fees  paid  to  physicians.  He  pointed 
out  that  physicians  fees  for  Medicaid  services 
last  year  totalled  9.2  per  cent  of  the  more  than 
$1  billion  expended.  On  the  other  hand,  he 
noted,  that  “hospital  costs  ran  42.5  per  cent, 
and  nursing  homes  11.8  per  cent.” 

On  Tuesday,  February  5,  your  chairman, 
along  with  our  president,  president-elect, 
chairman  of  our  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health  Plans, 
our  executive  vice-president,  as  well  as  legisla- 
tive counsel,  are  scheduled  to  meet  with  the 
Governor  in  Albany.  A report  on  this  meeting 
will  be  presented  to  the  House. 

On  February  10,  a meeting  of  our  State 
Legislation  Committee  will  be  held  at  The 
Americana  to  discuss  bills  pending  before  the 
State  Legislature  and  to  make  future  plans. 
A report  will  be  made  on  this  meeting  to  the 
reference  committee  of  the  House. 

Once  again,  your  chairman  wishes  to  thank 
all  the  members  of  his  committee  for  their 
participation  in  the  two  events  reported  and  for 
their  cooperation  throughout  the  entire  year. 
He  also  wishes  to  express,  again,  his  gratitude 
to  the  officials  and  members  of  the  staff  of  our 
State  Medical  Society  for  their  help. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

This  committee,  under  the  chairmanship  of 
John  H.  Carter,  M.D.,  Albany,  worked  dili- 
gently throughout  the  year  and  particularly 
during  the  long  five-month  session  of  the  1968 
State  Legislature. 

Of  the  eight  proposals  sponsored  by  the 
Medical  Society  of  the  State  of  New  York,  two 
were  passed  by  the  Legislature.  One  of  these 
was  signed  by  the  Governor.  The  bill  accepted 
protects  a physician  member  of  a hospital 
utilization  review  committee,  if  he  acts  with 
reason  and  without  malice.  In  addition,  several 
bills  affecting  the  practice  of  medicine,  under 
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Medicaid,  were  enacted  into  law: 

1.  A reduction  in  eligibility  standards; 

2.  Denial  of  benefits  to  persons  between  the 
ages  of  twenty-one  and  sixty-four  except  for 
inhospital  care  for  “catastrophic  illness”;  and 

3.  Adjustment  of  income  exemption  to  be 
related  to  variations  in  the  cost  of  shelter  be- 
tween urban  and  rural  areas. 

The  Compulsory  Health  Insurance  Law  and 
the  Blumenthal  bill  regarding  abortions  died  in 
committee. 

An  important  function  of  the  State  Legisla- 
tion Committee  is  to  oppose  undesirable  legisla- 
tion, and  in  a number  of  instances  it  was  most 
successful  during  the  past  year. 

Your  State  Legislation  Committee  wisely 
consulted  with  key  committees  of  the  State 
Medical  Society  for  their  views  concerning 
State  legislation.  Your  reference  committee 
cannot  overemphasize  the  importance  of  the 
Legislation  Information  Center  and  Capitol 
News. 

We  endorse  the  legislation  program  for  1969, 
as  outlined  in  the  supplementary  report. 

The  State  Legislation  Committee  played  an 
important  role  in  the  success  of  the  Annual 
Conference  of  County  Medical  Society  Legisla- 
tion Chairmen  held  in  Syracuse  on  November  7, 
1968. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Clement  J.  Boccalini,  M.D Nassau 

Frank  E.  Ciancimino,  M.D Rockland 

John  Lee  Clowe,  M.D Schenectady 

Paul  M.  De  Luca,  M.D Broome 

Eli  A.  Leven,  M.D Monroe 

John  A.  Root,  M.D Onondaga 

Herbert  E.  Joyce,  M.D Erie 

Stanley  Stark,  M.D Kings 

Robert  H.  Randles,  M.D Albany 


General.  In  1968  the  State  Society  estab- 
lished procedures  to  aid  physicians  and  county 
medical  societies  in  their  efforts  to  fulfill  Public 
Law  89-749,  the  Federal  law  which  outlined  a 
plan  for  nationwide  CHP  (Comprehensive 
Health  Planning),  and  Public  Law  90-174,  the 
supplementary  Partnership  for  Health  amend- 
ments of  1967.  A MSSNY  State-wide  Com- 
mittee on  CHP  was  formed  to  analyze  this 
legislation,  and  your  committee  subsequently 
was  assigned  the  task  of  carrying  out  an  educa- 
tion program  to  explain  the  potential  for  physi- 
cians within  the  framework  of  Federal-State 
directives.  This  education  program,  we  be- 
lieve, served  well  to  stimulate  thinking  on  the 
potentials  and  pitfalls  of  CHP  and  the  need  for 
physicians  to  participate  strongly  at  the  local 
level. 

The  committee  wishes  to  note  that  its  pur- 


poses, to  enunciate  and  demonstrate  the  actions 
of  the  State  Medical  Society  for  the  edification 
of  the  public  and  the  benefit  of  members,  were 
fulfilled  in  this  cooperative  intercommittee 
endeavor.  We  hope  it  will  be  a model  for 
future  cooperation  in  dealing  with  other  major 
issues. 

As  a public  relations  technic,  the  committee 
was  encouraged  by  the  attendance  of  key  county 
society  members  at  13  area  conferences  on 
CHP,  which  were  produced  and  staffed  by 
members  of  the  Division  of  Communications. 
The  locations  of  the  conferences  were:  Painted 
Post,  Lake  George,  Newburgh,  Olean,  Bingham- 
ton, Plainview,  Amsterdam,  Victor,  Water- 
town,  Niagara  Falls,  Albany,  Syracuse,  and  Lake 
Placid.  The  following  is  a sampling  of  physi- 
cians’ opinions  on  the  value  of  the  1968  area 
conference  program: 

1.  Do  you  believe  area  conferences  on  major 

issues  and  projects  are  a worthwhile  en- 
deavor of  your  State  Society? 

Yes— 203  No— 1 

2.  Has  this  conference  fulfilled  its  purpose? . . 

Yes— 187  No— 17 

3.  Did  you  attend  a regional  or  area  confer- 

ence in  either  1966  or  1967? 

Yes — 93  No — 111 

4.  Over-all,  how  do  you  rate  this  conference? 
Excellent — 69;  Good — 121;  Fair — 11;  Poor — 2. 

While  CHP  commanded  the  attention  of  the 
committee  and  the  staff  of  the  Division  of 
Communications,  ongoing  legislation  informa- 
tion, media,  and  public  and  professional  rela- 
tions activities  continued  on  a broad  base  during 
the  year.  The  following  is  a digest  of  our 
activities. 

Field  Representatives.  Service  in  1968 
was  intensive  and  invaluable  in  producing, 
scheduling,  and  carrying  out  the  education 
program  on  Comprehensive  Health  Planning. 
The  four  regional  representatives  were  also  re- 
sponsible for  the  placing  of  billboards  to  adver- 
tise health  careers  and  in  servicing  the  Ad  Rem 
bulletin  board  system.  Their  attendance  at 
numerous  county  society  and  district  meetings 
served  the  two-fold  purpose  of  relating  MSSNY 
viewpoints  which  were  learned  at  Council 
meetings  and  gathering  information  that  enables 
the  State  Society  to  better  service  its  members 
on  a State- wide  basis. 

“ Health  Careers ” Billboards.  Billboards  were 
posted  in  20  test  locations  and  elicited  few 
requests  for  further  information  from  the  public. 
The  committee  could  not  form  an  opinion  as  to 
the  effectiveness  of  this  means  of  communica- 
tion because  of  the  difficulty  in  measuring  this 
campaign  in  terms  of  its  art  composition  and 
display  locations.  Our  plans  for  1969  do  not 
call  for  the  continuation  of  this  method,  al- 
though the  health  manpower  issue  is  important 
to  all. 

Conferences.  A conference  of  county  med- 
ical society  executive  secretaries  and  directors 
with  MSSNY  staff  was  held  November  14  and  15 
to  discuss  ideas  and  mutual  problems.  The 
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agenda  of  this  pilot  study  conference  included 
discussion  of  automated  dues  billing,  the  rela- 
tionship of  the  new  Division  of  Research  and 
Planning  to  county  medical  society  planning, 
establishment  of  joint  utilization  mechanisms, 
and  other  topics  of  common  interest  to  the  State 
and  county  medical  societies. 

Community  Health  Week.  October  20 
through  26  was  observed  as  community  health 
week  in  New  York  State,  by  proclamation  of  the 
Governor.  County  medical  societies  received  a 
“Community  Health  Week”  kit,  and  MSSNY 
regional  representatives  were  alerted  to  help 
county  medical  society  public  relations  chair- 
men to  make  maximum  use  of  the  program. 
MSSNY  encouraged  counties  to  consider  a 
participation  sport  tournament  using  the  theme, 
“Teaming  Up  for  Health,”  as  a mixer  with 
community  leaders. 

Communications  Institute.  Your  chairman 
and  members  of  the  Division  of  Communi- 
cations attended  the  AMA’s  Communications 
Institute,  the  Conference  of  County  Medical 
Society  Officers,  and  the  American  Association 
of  Medical  Society  Executives’  meetings  on 
August  19  through  21,  to  learn  national  public 
relations  plans  and  to  share  technics  with  others. 
Dwight  L.  Wilber,  M.D.,  AMA  president, 
pointed  out  that  the  manpower  shortage,  high 
medical  care  costs,  and  availability  of  medical 
care  were  three  major  problems  confronting  the 
medical  profession.  These  subjects  were  taken 
into  consideration  by  our  committee  in  formulat- 
ing its  1969  public  relations  program. 

PR  Doctor.  The  national  publication  for 
news  and  ideas  for  public  relations  chairmen, 
PR  Doctor,  featured  an  illustrated  article  on  the 
MSSNY  Comprehensive  Health  Planning  in- 
formation program.  Improved  attendance 
achieved  by  MSSNY’s  area,  rather  than  re- 
gional, conferences  was  emphasized. 

Ad  Rem  Bulletin  Boards.  The  hospital 
bulletin  board  system  for  quick  distribution 
of  MSSNY  news,  continues  to  receive  plaudits 
as  a valuable  source  of  news  on  MSSNY  ac- 
tivities. During  the  year  AD  REM  carried 
news  highlights  of  Council  meetings  in  addition 
to  reports  on  legislation  and  other  matters. 
There  are  currently  378  AD  REM  boards  in  use 
in  the  State,  and  requests  for  additional  boards 
are  still  being  received. 

MSSNY  Handbook.  “You  and  Your  Medi- 
cal Society,”  a handbook  which  describes  the 
services  of  our  State  Medical  Society,  is  being 
developed.  A slide  presentation  of  this  hand- 
book may  be  obtained  from  the  regional  repre- 
sentatives by  county  medical  societies  for  use  at 
their  meetings. 

Speakers  Bureau.  We  have  renewed  con- 
tacts with  new  officers  of  Rotary,  Kiwanis, 
Knights  of  Columbus,  Toastmasters  Interna- 
tional, Masonic,  and  other  organizations  and 
have  mailed  700  brochures  to  appropriate  out- 
lets. The  Speakers  Bureau  continued  to  supply 
television  and  radio  stations  with  physician 
interviews. 


Awards  Presentations.  Promotions  for  the 
1969  annual  convention  were  carried  out  in 
late  1968  to  stimulate  interest  in  the  national 
Albion  O.  Bernstein  Award  for  Scientific 
Achievement,  reinstituted  for  the  first  time  since 
1963,  the  Lucien  Howe  and  Merit  H.  Cash 
Essay  Prizes,  the  Empire  State  Awards  for 
Excellence  in  Medical  Reporting,  and  the 
President’s  Citations.  The  1968  journalism 
awards  were  won  by  John  G.  Maguire,  Albany 
Times-Union  and  Fern  Marja  Eckman,  New  York 
Post.  The  Kingston  Freeman  won  the  public 
service  award  for  its  campaign  against  air  pollu- 
tion. 

News  of  New  York.  This  monthly  publi- 
cation was  used  to  publicize  the  comprehensive 
health  planning  area  conferences,  the  uniform 
date  for  installation  of  officers,  and  other  mat- 
ters which  required  the  support  of  State  Society 
members.  The  News  of  New  York  also  publi- 
cized the  election  of  Gerald  D.  Dorman, 
M.D.,  as  AMA  president-elect;  the  appoint- 
ment of  Harry  D.  Kruse,  M.D.,  as  director  of 
the  new  Division  of  Research  and  Planning, 
and  MSSNY  testimony  before  committees  of 
the  State  Legislature. 

“Hot  Line ” Communication  Letter.  The 
direct  communication  letter  from  MSSNY  to 
individual  members  was  used  to  effect  a smooth 
changeover  in  the  administration  of  the 
CHAMPUS  program  and  to  announce  an 
accelerated  schedule  of  area  conferences  on 
Comprehensive  Health  Planning.  “Hot  Line” 
also  outlined  MSSNY’s  position  on  the  State 
Health  Security  Act  bill. 

Department  of  Information.  The  Depart- 
ment of  Information  averaged  from  250  to  350 
inquiries  per  month,  with  no  significant  decrease 
during  the  summer  months.  The  greatest 
number  of  inquiries  were  in  the  following  cate- 
gories: need  for  a doctor,  foreign  medical  schools 
data,  licensing  requirements,  medical  societies, 
hospitals,  and  requests  from  the  public  for 
literature.  Approximately  50  per  cent  of  the 
answers  to  the  inquiries  were  obtained  from 
MSSNY  reference  sources.  The  remainder  of 
inquiries  were  referred  to  the  appropriate 
medical  society,  specialty  group,  and  voluntary 
health  and  community  agencies. 

Venereal  Disease  Program.  In  Erie  County 
the  venereal  disease  program  was  cancelled 
because  of  problems  within  the  Erie  Health 
Department  which  were  unrelated  to  the 
merits  of  the  program.  This  pilot  program 
is  being  considered  by  the  Medical  Society  of 
the  County  of  Oneida  for  implementation  in  the 
Utica  area  in  1969. 

Acknowledgments.  The  committee  wishes 
to  commend  the  staff  of  the  Division  of  Com- 
munications under  Guy  D.  Beaumont,  director, 
and  especially  the  regional  representatives  who 
worked  so  diligently  to  achieve  an  effective 
education  program  on  Comprehensive  Health 
Planning.  Also  we  wish  to  thank  Edward  C. 
Hughes,  M.D.,  president,  and  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president,  for  their 
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intense  interest  and  for  fostering  the  idea  that 
public  relations  plays  a strong  role  in  the  opera- 
tions of  a modern  medical  society.  Finally,  we 
wish  to  honor  the  memory  of  Solomon  Schuss- 
heim,  M.D.,  chairman  of  the  Commission  on 
Public  and  Professional  Affairs,  who  died  last 
year. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

The  Public  Relations  Committee  has  played 
an  important  role  in  the  dissemination  of  in- 
formation to  physicians  and  county  medical 
societies  in  regard  to  the  implementation  of 
Public  Law  89-749.  There  were  13  successful 
area  conferences  on  Comprehensive  Health 
Planning.  The  field  representatives  of  the 
State  Medical  Society  played  an  important 
and  major  part  in  these  conferences. 

In  the  opinion  of  your  committee,  the  pilot 
conference  of  medical  society  executive  secre- 
taries and  directors  with  the  staff  of  the  Medical 
Society  of  the  State  of  New  York  was  most 
successful,  and  we  recommend  that  it  be  con- 
tinued. 

Your  reference  committee  commends  the 
Public  Relations  Committee  for  its  effective 
promotion  of  Community  Health  Week,  for 
the  successful  Ad  Rem  bulletin  boards,  and 
for  its  various  publications,  such  as  the  “hot 
line”  letters,  the  Medical  Society  of  the  State 
of  New  York  Handbook  and  the  News  of  New 
York. 

The  status  of  medical  student  organizations, 
such  as  the  Student  American  Medical  Associa- 
tion and  its  relation  to  our  Public  Relations 
Committee  was  discussed  at  length.  This 
sharply  pointed  out  the  fact  that  we  had 
neglected  this  area  in  our  communications, 
namely,  the  student  body  destined  to  become 
our  future  members. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Education  Law  Revision 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision  is 
composed  of  the  following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman 

Richmond 


Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 

Donald  C.  Walker,  M.D Albany 


Since  our  last  report  to  the  House,  your  com- 
mittee has  continuously  kept  a watchful  eye  on 
developments  concerning  the  proposed  revision 
of  the  State  Education  Law,  governing  medicine 
and  other  licensed  professions.  This  report  will 
briefly  highlight  your  committee’s  activities 
during  the  1968  session  of  the  State  Legislature, 


as  well  as  after  adjournment,  up  to  the  time  this 
report  is  being  written. 

Activities  During  1968  Session.  Although 
your  committee  and  legislative  counsel  kept  in 
close  touch  and  worked  closely  with  the  Joint 
Legislative  Committee  of  the  State  Legislature 
concerning  the  revision  of  the  State  Education 
Law  from  the  opening  of  the  1968  session  of  the 
New  York  State  Legislature,  no  action  was  taken 
on  the  introduction  of  a bill  until  the  last  days  of 
the  session.  Whenever  necessary  and  feasible, 
we  made  known  our  comments  to  the  Joint 
Legislative  Committee  through  our  liaison  with 
its  chief  representative,  Bernard  Prescott,  Esq., 
legal  counsel  to  the  committee. 

In  late  April,  your  chairman  was  advised  by 
our  legislative  counsel  that  a bill  would  shortly 
be  introduced  in  the  State  Legislature.  Through 
him,  we  received  typewritten  copies  of  the  ex- 
pected bill  and  distributed  it  to  members  of  our 
committee  for  their  comments  and  suggestions. 

Your  committee  was  most  cooperative  in 
sending  their  views  on  the  proposal  to  your 
chairman.  All  members  of  the  committee  voted 
to  oppose  the  bill  in  its  then  present  form.  In 
general,  they  agreed  that  while  the  State  Legisla- 
ture’s Joint  Legislative  Committee  had  accepted 
some  of  our  suggestions,  the  proposed  new  law 
did  not  contain  our  major  recommendations  con- 
cerning the  medical  profession,  and  in  regard  to 
other  health  related  groups,  the  scope  of  practice 
of  the  psychologists  had  been  enlarged.  The 
word  “mental”  had  not  been  included  in  the 
definition  of  the  practice  of  medicine,  although 
your  committee  had  strongly  urged  that  it  be  in- 
cluded. The  proposed  law  also  would  remove 
many  of  the  provisions  of  the  present  law  which, 
in  the  opinion  of  our  committee,  have  worked 
successfully  for  many  years.  These  provisions 
included  the  unanimous  vote  for  determining 
guilt  in  grievance  cases  as  well  as  the  mandated 
separation  of  the  Board  of  Medical  Examiners 
and  the  Grievance  Committee.  The  proposed 
law  provided  for  a four-fifths  vote  for  determin- 
ing guilt  in  grievance  cases,  to  which  our  com- 
mittee has  strenuously  objected.  It  also  pro- 
vided for  a single  board  for  medicine  in  which 
two  separate  committees,  one  on  professional 
qualifications  and  the  other  on  professional 
practice,  may  be  established  at  the  sole  discre- 
tion of  the  Board  of  Regents. 

On  the  basis  of  these  reports  from  the  com- 
mittee, your  chairman  at  the  May  meeting  of  the 
Council,  on  behalf  of  the  committee,  recom- 
mended that  on  the  basis  of  these  considerations 
our  State  Medical  Society  oppose  the  proposed 
revision  of  the  State  Education  Law,  if  such  a 
bill  was  ultimately  introduced.  The  Council 
approved  this  recommendation. 

Subsequent  to  the  May  meeting  of  the  Coun- 
cil, a bill  identified  as  S.  5877  “An  Act  to  amend 
the  Education  Law,  in  relation  to  the  regulation 
and  practice  of  certain  professions”  was  intro- 
duced in  the  State  Legislature.  The  bill  ulti- 
mately died  in  committee,  during  the  last  hours 
of  the  1968  session  of  the  State  Legislature,  due 
in  large  part  to  our  opposition. 
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Activities  After  the  1968  Session.  Since  a 
similar  bill  is  expected  to  be  introduced  in  1969, 
your  committee  met  at  State  Society  headquar- 
ters on  September  19.  The  purpose  of  the  meet- 
ing was  to  review  and  evaluates.  5877  in  order  to 
submit  to  the  Council  recommendations  con- 
cerning official  policy  to  be  established  as  guide- 
lines for  assessing  an  expected  similar  bill  next 
year. 

A careful  analysis  of  the  printed  version  of  the 
proposed  revision,  as  set  forth  in  S.  5877,  like  the 
typewritten  version  previously  studied  by  our 
committee,  made  evident  that  the  proposed  law 
was  not  acceptable  since  it  omitted  provisions 
which  we  had  recommended  and  contained  items 
to  which  we  had  objected.  The  committee, 
therefore,  decided  to  continue  to  work  for  im- 
provements in  any  future  bill  but  agreed  to  con- 
centrate its  efforts  on  those  items  for  which  there 
was  a reasonable  chance  of  gaining  the  approval 
of  the  Joint  Legislative  Committee  of  the  State 
Legislature.  Emphasis  will  be  placed  on  adding 
the  concept  of  “mental”  to  the  definition  of  the 
practice  of  medicine,  modifications  in  the  sec- 
tions pertaining  to  the  practice  of  psychology, 
clarification  of  the  methods  of  procedure  and  the 
handling  of  disciplinary  cases,  and  the  prohibi- 
tion of  advertising  and  fee  splitting. 

At  this  meeting,  facing  up  to  the  fact  that 
ultimately  our  State  Medical  Society  will  be 
compelled  to  endorse,  oppose,  or  take  no  position 
on  a similar  bill,  not  in  regard  to  its  various 
parts,  but  as  a whole,  the  committee  devoted  a 
great  deal  of  time  to  an  in-depth  discussion  of  the 
recommendations  to  be  made  to  the  Council  re- 
garding the  basic  position  to  be  taken  by  our 
State  Medical  Society  on  a proposed  law  viewed 
as  a single  complete  entity. 

During  this  exchange  of  opinion,  the  commit- 
tee reviewed  once  again  such  major  provisions  as 
those  providing  for  a single  board,  the  supplant- 
ing of  the  unanimous  vote  rule  in  determining 
guilt  in  grievance  cases  by  a four-fifth  vote  rule, 
the  omission  of  the  word  “mental”  in  the  defini- 
tion of  the  practice  of  medicine,  the  provisions  in 
the  section  on  psychology,  and  other  major  mat- 
ters. 

The  committee  also  recognized  the  merit  of 
streamlining  the  Education  Law  through  general 
or  omnibus  provisions  for  22  professions  while 
including  specific  provisions  for  each  one  of 
them,  as  well  as  recognizing  the  defects  in  such  a 
format.  Consideration  was  also  given  to  the 
fact  that  under  the  proposed  updating,  which 
seems  certain  of  ultimately  being  passed  by  the 
State  Legislature,  the  Board  of  Regents  and  the 
Education  Department  will  be  given  great  lati- 
tude in  promulgating  rules  and  regulations.  On 
the  over-all  balance,  the  committee  came  to  the 
conclusion  that  the  bill,  as  a whole,  contains 
more  good  points  than  bad  and  would  be  ac- 
ceptable, provided  that  two  major  changes  were 
made. 

As  a result  of  these  deliberations,  your  com- 
mittee reached  unanimous  agreement  on  several 
major  points.  These  points  were  incorporated 
in  the  following  statement  of  policy  which  was 


submitted  to,  and  approved  by,  the  Council  at 
its  September  25  meeting. 

“A  bill  similar  in  its  basic  provisions  to  S. 
5877  “An  Act  to  amend  the  Education  Law  in 
relation  to  the  regulation  and  practice  of 
certain  professions,”  (1968)  would  be  ac- 
ceptable to  the  Medical  Society  of  the  State  of 
New  York  provided  it  contained  two  funda- 
mental amendments: 

“1.  The  word  “mental”  is  added  to  the 
definition  of  the  practice  of  medicine  so  that 
section  6502,  “Professional  Practice  De- 
fined,” would  read  as  follows: 

“A.  A person  practices  medicine,  in- 
cluding osteopathic  medicine,  who  holds 
himself  out  as  being  able  to  diagnose,  treat, 
operate,  or  prescribe  for  any  human  disease, 
pain,  injury,  deformity,  mental,  or  physical 
condition,  and  who  shall  either  offer  or 
undertake,  by  any  means  or  method,  to 
diagnose,  treat,  operate,  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity, 
mental,  or  physical  condition. 

“2.  The  following  language  be  added  to 
the  article  on  psychology  (153) : The  prac- 

tice of  psychology,  as  herein  defined,  is 
hereby  declared  not  to  be  the  practice  of 
medicine  within  the  meaning  of  the  laws  of 
New  York  defining  the  same,  but  nothing  in 
this  article  contained  shall  be  construed  to 
restrain  or  restrict  any  licensed  physician  in 
the  practice  of  the  profession. 

“On  the  other  hand,  the  Medical  Society 
of  the  State  of  New  York  strongly  opposes 
any  bill,  similar  in  its  basic  provisions  to  S. 
5877  (1968)  which  does  not  contain  both  of 
these  statements.” 

Future  Activities.  At  the  time  this  report 
is  being  compiled,  in  early  October,  your  com- 
mittee and  legislative  counsel  are  continuing  to 
negotiate  and  cooperate  with  the  Joint  Legisla- 
tive Committee  of  the  State  Legislature  through 
its  counsel,  Bernard  Prescott.  We  will  continue 
our  vigilance  in  regard  to  this  problem  and  an- 
ticipate that  in  all  probability  a new  bill,  along 
the  lines  of  the  1968  version,  S.  5877,  will  be  in- 
troduced in  the  Legislature  prior  to  the  meeting 
of  the  House  of  Delegates  in  February,  1969.  If 
our  expectations  are  fulfilled,  your  committee 
will  submit  a supplementary  report  to  the 
House  at  that  time. 

Acknowledgments.  As  chairman,  I wish  to 
extend  to  members  of  the  committee  my  grati- 
tude for  their  excellent  spirit  of  cooperation. 
On  behalf  of  the  committee,  we  wish  to  express 
our  thanks  to  all  those  who  have  worked  with  us 
and  have  been  most  helpful  in  our  endeavors. 
These  include:  Henry  I.  Fineberg,  M.D.,  exec- 

utive vice-president;  J.  Richard  Bums,  Esq., 
assistant  executive  vice-president;  George  W. 
Foy,  Esq.,  and  John  C.  Rice,  Esq.,  legislative 
counsel;  and,  especially,  Martin  J.  Tracey,  Esq., 
coordinator,  Legislation  Activities,  for  the  con- 
siderable amount  of  time  and  effort  he  devoted 
to  our  activities. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

During  the  past  year  all  efforts  of  the  State 
Medical  Society  to  include  the  word  “mental” 
in  the  definition  of  the  practice  of  medicine  have 
been  unsuccessful.  Our  representatives  have 
been  informed  that  this  will  never  be  accepted. 
As  a compromise,  agreement  has  been  reached 
to  eliminate  the  word  “physical”  in  the  defini- 
tion of  the  practice  of  medicine,  and  the  refer- 
ence committee  is  of  the  opinion  that  this  is 
acceptable. 

While  it  may  appear  that  not  much  has  been 
accomplished  in  regard  to  this  bill,  your  refer- 
ence committee  wishes  to  point  out  that  in 
many  major  areas,  our  State  Medical  Society 
has  been  successful,  especially  in  those  areas 
that  pertain  to  podiatry  and  chiropractic. 

Your  reference  committee  recognizes  that 
there  is  a rightful  role  for  the  practicing  psychol- 
ogist. However,  we  agree  with  the  concept 
that  psychotherapy  should  be  carried  out  by 
pyschologists  only  with  continuing  and  mean- 
ingful collaboration  with  a doctor  of  medicine. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medicine 
and  Religion  are: 

Richard  L.  Butler,  M.D.,  Chairman 


Onondaga 

Virgil  J.  Sager,  M.D Schenectady 

Stuart  A.  Winning,  M.D St.  Lawrence 


The  committee  did  nothing  this  year.  This 
is  a particular  tragedy  in  view  of  the  increased 
emphasis  in  the  public  press  and,  indeed,  in 
governmental  circles  concerning  the  impact  that 
various  organ  transplants  have  had  on  medical 
ethics.  It  seems  fair  to  say  that  traditional 
natural  law  ethics  have  been  always  suspected 
in  medicine  and  situational  ethics  always  of 
prime  importance.  This  particular  point,  how- 
ever, has  never  before  been  appreciated  by  the 
public. 

The  chairman  attended  the  Second  National 
Congress  on  Medical  Ethics  held  under  the 
auspices  of  the  American  Medical  Association 
in  Chicago,  on  October  5 and  6.  This  congress 
consisted  of  a two-day  program  in  which  “the 
responsibilities  of  technical  triumphs”  were 
described  as  collective  by  Chauncey  D.  Leake, 
Ph.D.;  the  question  of  “determination  of 
transplant  priorities”  was  begged  in  a round- 
table discussion;  “the  impact  of  an  affluent 
society  on  current  medical  students  in  their 
interest  and  distribution  of  medical  care”  was 
discussed  by  Morton  D.  Bogdonoff,  M.D.,  and  a 
discussion  of  “clinical  and  brain  death,”  a 
criteria  of  acceptability  to  the  non  professional 
and  professional  person  alike,  was  given  by 
Frank  J.  Ayd,  M.D.  The  topics  seemed  to  be 


covered  superficially  and  did  not  allow  for 
debate. 

The  Syracuse  Diocese  of  the  Episcopal  Church 
held  a Conference  on  Religion  and  Medicine  on 
November  8 and  9,  at  the  Thornfield  Conference 
Center  in  Cazenovia.  This  conference  was  of 
interest  to  a number  of  physicians  and  para- 
medical personnel,  as  well  as  ministers  in  the 
upstate  New  York  area.  Dr.  Joseph  Fletcher, 
professor  of  social  ethics,  Episcopal  Theology 
School,  Cambridge,  Massachusetts,  led  a series 
of  discussion  groups  which  clearly  brought  out 
that  medical  ethics  in  the  past,  the  present,  and 
probably  the  future  will  remain  situational  in 
context.  A case  study  method  was  used  which 
would  seem  to  be  applicable  to  many  county 
medical  societies  as  well  as  to  medical  schools. 

The  chairman  has  been  in  contact  with 
Reverend  Paul  B.  McCleave,  director,  Depart- 
ment of  Medicine  and  Religion  of  the  AMA,  and 
efforts  are  being  made  to  bring  some  effective- 
ness to  the  work  of  this  committee. 
Respectfully  submitted, 

Richard  L.  Butler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  reference  committee  feels  that  the 
Committee  on  Medicine  and  Religion  is  far 
more  important  than  its  activities  during  the 
past  year  would  indicate.  For  example,  there 
are  many  areas  that  this  committee  could 
rightfully  explore,  such  as  organ  transplants, 
the  management  of  the  unmarried  mother,  the 
determination  of  transplant  priorities,  and  the 
impact  of  religion  on  the  public’s  attitude 
toward  autopsy.  It  is  our  recommendation 
that  this  committee  be  revitalized  and  that  it 
include  members  of  all  religious  faiths. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Advisory  to  New  York  State  Medical  Assistants 
Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  New  York 
State  Medical  Assistants  Association  has  the 


following  membership: 

Irving  M.  Pallin,  M.D.,  Chairman Kings 

Walter  F.  Harrison,  Jr.,  M.D Warren 

Edward  C.  Rozek,  M.D Erie 


Since  the  last  Medical  Society  of  the  State 
of  New  York  meeting  in  February,  1968,  the 
New  York  State  Medical  Assistants  Association 
held  two  seminars  on  insurance  forms  (part  of  a 
series),  one  in  Queens  and  one  in  Brooklyn. 
Two  others  were  held  in  Albany  and  Schenec- 
tady by  the  local  chapters  under  guidelines 
drawn  up  by  the  state  association. 

In  April,  1968,  the  annual  convention  was 
held  in  Rochester.  The  educational  sessions 
featured  speakers  on  Medical  Record  Keeping, 
External  Cardiac  Massage,  Emergency  Set-Up 
in  a Physician’s  Office,  Reason  for  Autopsy, 
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Microfilm  in  a Physician’s  Office,  Laboratory 
Technics,  and  Proper  Usage  of  the  Newest 
Telephone  Equipment.  At  a luncheon  honoring 
Medical  Society  of  the  State  of  New  York 
physicians,  Edward  C.  Hughes,  M.D.,  president 
of  the  Medical  Society  of  the  State  of  New  York, 
was  the  guest  of  honor  and  speaker. 

The  new  New  York  State  Medical  Assistants 
Association  administration  has  continued  to 
emphasize  the  education  program  and  through 
its  education  committees  has  set  up  seminars 
which  were  held  in  Binghamton  and  Syracuse 
and  will  be  given  next  month  in  New  York 
City.  The  topics  covered  are:  Auto-instruc- 
tion in  Terminology,  X-ray  Licensing  and 
Medical  Assisting,  The  Law  and  the  Doctor’s 
Office,  and  Urinalysis:  Its  Role  and  Signifi- 

cance. 

In  November,  the  Erie  County  chapter 
sponsored  a two-day  seminar  which  attracted 
more  than  200  medical  assistants  from  the 
Buffalo  area.  The  topics  covered  ranged  over 
the  broad  scope  of  medical  assisting. 

In  addition  to  these  seminars,  courses  have 
been  set  up  in  local  colleges  in  the  State  in 
cooperation  with  local  chapters.  These  courses, 
which  help  to  keep  medical  assistants  up  to  date 
in  all  phases  of  medical  assisting,  also  help  to 
prepare  those  who  are  interested  in  taking  the 
certification  examination  given  once  a year  by 
the  national  organization,  the  American  Asso- 
ciation of  Medical  Assistants.  This  past  year, 
five  more  members  in  New  York  State  were 
certified. 

The  State  association  was  well  represented 
at  the  national  convention  held  in  Columbus, 
Ohio,  in  October.  In  addition  to  the  four- 
member  delegation,  about  16  other  members 
attended  the  business  and  educational  sessions. 
Several  State  members  are  active  on  national 
committees,  and  the  chairman  of  the  State’s 
physicians  advisory  board  was  elected  chairman 
of  the  national  advisory  board  at  this  meeting. 

The  association  has  an  exhibit  at  the  annual 
meeting  of  the  State  Medical  Society,  and  some 
of  their  members  are  assisting  the  MSSNY 
staff  in  various  capacities. 

The  NewT  York  State  Medical  Assistants 
Association  is  preparing  for  its  annual  meeting 
which  this  year  is  to  be  held  in  April,  in  Tarry- 
town.  The  educational  program  will  be  assisted 
by  a grant  from  one  of  the  large  pharmaceu- 
tical companies.  All  the  educational  programs 
have  become  increasingly  accepted  with  im- 
provement and  sophistication.  These  multiple 
activities  are  carried  on  despite  meager  finances. 

A letter  was  sent  by  Edward  C.  Hughes, 
M.D.,  president  of  the  State  Medical  Society, 
to  all  county  medical  society  presidents  urging 
them  to  cooperate  in  organizing  new  chapters 
and  enlarging  the  membership  of  existing  chap- 
ters of  medical  assistants.  Unfortunately,  no 
large  increase  in  membership  has  resulted,  and 
more  cooperation  is  needed  from  the  physicians 
in  every  locale. 

The  advisers  request  that  the  State  Medical 
Society  donate  $1,000  to  the  Medical  Assistants 
Association  for  this  year.  This  will  enable 


them  to  continue  with  their  ambitious  programs 
and  will  help  them  to  participate  actively  in 
their  national  organization. 

We,  of  the  medical  profession,  must  bear  in 
mind  that  the  education  of  our  medical  assist- 
ants adds  to  our  prestige,  streamlines  our 
office  procedures,  and  assists  in  many  tangible 
and  intangible  ways.  The  advisers,  therefore, 
make  the  following  recommendations: 

1.  That  MSSNY  continue  to  urge  its  mem- 
bers to  advise  their  medical  assistants  to  join 
and  participate  in  the  activities  of  NYSMAA; 

2.  That  MSSNY  continue  to  provide  com- 
munication facilities  as  heretofore;  and 

3.  That  MSSNY  provide  $1,000  for  use  by 
the  New  York  State  Medical  Assistants  Associa- 
tion for  education,  membership,  and  national 
activities. 

Respectfully  submitted, 

Irving  M.  Pallin,  M.D.,  Chairman 

Report  ok  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  reference  committee  agrees  with  and 
supports  the  recommendations  of  the  committee, 
namely,  that  the  Medical  Society  of  the  State 
of  New  York  continue  to  urge  its  members  to 
encourage  their  medical  assistants  to  become 
members  of,  and  to  participate  in,  the  activities 
of  the  New  York  State  Medical  Assistants 
Association,  and  that  the  Medical  Society 
of  the  State  of  New  York  continue  to  provide 
communication  facilities  as  it  has  in  the  past. 
Your  committee  recommends  that  $1,000  be 
provided  for  use  by  the  New  York  State  Medical 
Assistants  Association  to  encourage  their  efforts 
to  increase  membership,  to  continue  their 
educational  activities,  and  to  maintain  their 
association  with  the  national  organization. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-7.  Recommendations  on  Closer  Consulta- 
tion Between  the  Medical  Society  of  the  State  of 
New  York  and  the  State  Legislators 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  Legislature  of  the  State 
of  New  York  has  a moral  and  legal  responsi- 
bility to  express  the  will  of  the  people  in 
matters  relating  to  health  and  other  affairs; 
and 

Whereas,  The  Legislature  of  the  State  of 
New  York,  expressing  the  collective  values  of 
society,  has  a legal  and  moral  obligation  to 
inform  itself  as  best  it  can  on  the  technical, 
professional,  and  public  health  aspects  of 
medical  care;  and 

Whereas,  Experience  has  shown  that  the 
technical  and  professional  facts  relating  to 
any  discipline  can  best  be  obtained  by  con- 
sultation with  members  of  that  discipline; 
and 

Whereas,  Experience  has  also  shown  that 
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the  medical  profession  is  conscious  of  its 
professional  and  moral  obligations  to  the 
people  of  the  State  of  New  York;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  advise  all  State  legisla- 
tors to  contact  and  to  maintain  a productive 
discourse  with  the  members  of  the  medical 
profession  regarding  any  and  all  matters 
considered  in  terms  of  legislation  that  could 
affect  the  quality  and  the  methodology  by 
which  medical  and  related  services  are 
rendered  to  the  people  of  the  State  of  New 
York. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  reference  committee  agrees  with  the 
principle  expressed  in  this  resolution.  How- 
ever, since  close  cooperation  between  physicians 
and  State  legislators  is  desirable,  we  do  not  feel 
that  this  resolution,  as  worded,  would  accomp- 
lish anything  along  these  lines.  Therefore, 
your  committee  recommends  disapproval  of  this 
resolution. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
disapproving  resolution  69-7. 

69-21.  Publishers  of  Capitol  News  Commended 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  Capitol  News  has  been  and 
continues  to  be  a source  of  timely  and  valuable 
information  on  legislative  matters  which  are 
not  ordinarily  available  to  the  medical  pro- 
fession; and 

Whereas,  This  informational  function  has 
been  well  fulfilled  by  Capitol  News;  now 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
hereby  express  its  appreciation  to  the  staff 
of  Capitol  News. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-38.  Therapeutic  Abortions  and  Repeal  of 
All  Abortion  Laws 

Introduced  by  Olaf  Severud,  M.D.,  Otsego,  as 
an  individual 

Whereas,  No  man  should  impose  his 
moral  beliefs  philosophies,  or  prejudices 
on  another;  and 

Whereas,  The  question  of  therapeutic 
abortion  has  historically  been  tied  to  im- 
positions of  this  sort;  and 


Whereas,  There  has  been  also  a good  deal 
of  subterfuge  involved  to  the  extent  that 
persons  of  financial  means  can  easily  obtain  a 
therapeutic  abortion,  while  those  who  are 
less  affluent  cannot;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  declare  that  therapeutic 
abortion  be  considered  a medical  problem  to 
be  resolved  by  the  patient  and  the  physician; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  the  repeal  of  all  laws 
governing  therapeutic  abortion. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  committee  feels  that  this  resolution  is 
far  too  sweeping  and  currently  incompatible 
with  the  feeling  of  the  Medical  Society  of  the 
State  of  New  York  toward  revision  of  the 
Abortion  Law.  Your  committee  recommends 
disapproval  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-38. 

69-96.  Criteria  for  Revision  of  Abortion  Laws 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
at  the  annual  convention  of  1968  endorsed  in 
principle  the  revision  of  the  Abortion  Law  of 
the  State  of  New  York;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  a revision  of  the 
Abortion  Law  which  contains  the  following 
criteria: 

1.  That  a pregnancy  may  be  terminated  if 
it  jeopardizes  the  health  of  the  mother; 

2.  That  abortion  may  be  performed  if 
there  is  a substantial  risk  that  the  child 
would  have  serious  physical  and  mental 
abnormalities; 

3.  That  abortion  may  be  permitted  if 
pregnancy  resulted  from  rape  or  incest; 

4.  That  abortion  may  be  permitted  if  the 
mother  is  unmarried  and  under  the  age  of 
sixteen; 

5.  That  the  doctor  performing  the  abortion 
obtain  certification  from  two  other  physicians; 
and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor,  to  the  majority  and 
minority  leaders  of  both  the  Senate  and 
Assembly,  and  to  the  chairmen  and  members 
of  the  committees  of  the  Senate  and  Assembly 
that  will  consider  legislation  to  revise  the 
abortion  law  of  the  State  of  New  York. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 
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In  evaluating  this  resolution,  your  committee 
first  reviewed  our  current  stand  on  revision  of 
the  Abortion  Law  passed  at  the  1966  meeting, 
and  reaffirmed  in  1967  and  1968,  which  is  as 
follows: 

1.  A licensed  physician  can  terminate  a 
pregnancy  if  he  can  reasonably  establish  that 
(a)  there  is  substantial  risk  that  continuance  of 
the  pregnancy  would  gravely  impair  the  physical 
or  mental  health  of  the  mother,  or  (b)  there  is 
substantial  risk  that  the  child  will  be  born  with 
grave  physical  or  mental  defect,  or  (c)  the 
pregnancy  resulted  from  legally  established 
statutory  or  forcible  rape  or  incest. 

2.  Therapeutic  abortions  shall  be  performed 
only  in  accredited  hospitals. 

3.  Therapeutic  abortions  shall  not  be  per- 
formed unless  previously  approved  by  an 
appropriate  committee  designated  as  a special 
committee  on  therapeutic  abortion  and  steriliza- 
tion, consisting  of  three  to  five  accredited 
physicians,  in  accordance  with  carefully  promul- 
gated local  hospital  regulations. 

We  have  also  had  in  our  possession,  and  have 
perused,  copies  of  two  bills,  one  of  which  has 
been  submitted  to  our  Legislature  by  Assembly- 
man  Blumenthal,  and  the  other  believed  to  be 
the  bill  that  will  be  submitted  by  the  Governor. 
On  the  basis  of  extensive  discussion  and  debate, 
your  reference  committee  wishes  to  submit  the 
following  substitute  resolution. 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  expressed  itself  in 
reference  to  indications  and  procedures  by 
which  it  feels  the  Abortion  Law  of  the  State 
of  New  York  should  be  revised;  and 

Whereas,  It  is  evident  from  resolution  69- 
96  and  current  bills  under  consideration  by 
the  Legislature  that  two  additional  criteria 
may  be  considered  by  the  Legislature;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  will  be  asked  to  render 
an  opinion  on  these  two  additional  criteria; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  previous 
expression  of  its  position  on  the  Revision  of 
the  Abortion  Law  in  the  report  by  the  Refer- 
ence Committee  on  Public  and  Professional 
Affairs  which  was  approved  by  the  Medical 
Society  of  the  State  of  New  York  House 
of  Delegates  at  its  February,  1966,  session,  as 
follows: 

1.  A licensed  physician  may  terminate  a 
pregnancy  if  he  can  reasonably  establish  that 

(a)  there  is  substantial  risk  that  continuance 
of  the  pregnancy  would  gravely  impair  the 
physical  or  mental  health  of  the  mother,  or 

(b)  there  is  substantial  risk  that  the  child 
will  be  born  with  grave  physical  or  mental 
defect,  or  (c)  the  pregnancy  resulted  from 
legally  established  statutory  or  forcible  rape 
or  incest; 

2.  Therapeutic  abortions  shall  be  per- 
formed only  in  accredited  hospitals; 

3.  Therapeutic  abortions  shall  not  be 
performed  unless  pi'eviously  approved  by  an 


appropriate  committee  designated  as  a special 
committee  on  therapeutic  abortion  and  sterili- 
zation, consisting  of  3 to  5 accredited  physi- 
cians, in  accordance  with  carefully  promul- 
gated local  hospital  regulations; 

4.  Abortion  may  be  performed  on  a female 
who  has  a permanent  and  incapacitating 
physical  or  mental  condition  which  would 
render  her  incapable  of  caring  for  the  child, 
if  born; 

5.  Abortion  may  be  performed  on  a 
female  in  whom  the  pregnancy  commenced 
while  the  female  was  unmarried  and  under  the 
age  of  sixteen  and  is  still  unmarried;  and  be 
it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor,  to  the  majority  and 
minority  leaders  of  both  the  Senate  and 
Assembly,  and  to  the  chairman  and  members 
of  the  committee  of  the  Senate  and  Assembly 
that  will  consider  legislation  to  revise  the 
abortion  laws  of  the  State  of  New  York. 

The  House,  after  discussion,  voted  to  amend 
this  portion  of  the  reference  committee  report  by 
deleting  the  words  “legally  established”  from 
paragraph  1 (c)  of  the  first  Resolved  of  the  sub- 
stitute resolution,  which  would  then  read  as  follows: 
1.  (c)  The  pregnancy  resulted  from  statutory 

or  forcible  rape  or  incest. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report  as 
amended,  thereby  adopting  the  amended  substitute 
resolution. 

69-45.  Physician  Services  in  Needed  Areas 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  There  is  currently  a maldis- 
tribution of  physicians  with  particular  short- 
ages in  rural  and  underprivileged  urban  areas; 
and 

Whereas,  Some  physicians  have  con- 
scientious objection  to  the  military  service; 
and 

Whereas,  Physicians  serve  humanity, 
wherever  they  may  be  located;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  Committee  on 
Federal  Legislation,  seek  the  introduction 
of  and  support  the  enactment  of  a bill  to  give 
physicians  who  have  been  drafted  for  service 
in  the  Armed  Forces  the  option  of  accepting 
assignment  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare  if  they  have 
conscientious  objection  to  military  service; 
and  be  it  further 

Resolved,  That  the  proposed  bill  require  the 
U.S.  Department  of  Health,  Education,  and 
Welfare  to  make  such  assignments  to  areas 
where  there  are  physician  shortages,  as 
determined  by  the  Bureau  of  Physician  Man- 
power; and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  be  in- 
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structed  to  introduce  a similar  resolution  at 
the  next  meeting  of  the  American  Medical 
Association’s  House  of  Delegates  in  July, 
1969. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  George  L. 
Collins,  Jr.,  M.D.,  chairman. 

Your  reference  committee  considers  this  to  be 
a dangerous  and  ill-advised  resolution  in  that 
by  using  the  draft  mechanism,  the  government 
could  designate  the  area  in  which  a physician 
must  practice.  Moreover,  the  execution  would 
be  a complex  and  questionable  process.  We, 
therefore,  recommend  disapproval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving 
resolution  69-45. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical 
Care  consists  of  the  following  members: 

Waring  Willis,  M.D.,  Chairman.  Westchester 


Joseph  G.  Zimring,  M.D Nassau 

Bernard  J.  Pisani,  M.D New  York 

Norman  S.  Blackman,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D New  York 

Charles  M.  Brane,  M.D Westchester 

Vincent  J.  Tesoriero,  M.D Kings 

John  A.  Finkbeiner,  M.D New  York 


The  make-up  of  the  Commission  has  been 
changed  to  include  all  the  chairmen  of  commit- 
tees under  its  jurisdiction.  Since  it  was  not 
necessary  to  hold  a meeting  during  the  year,  this 
report  includes  only  an  outline  of  the  activities 
of  the  several  committees,  details  of  which  ap- 
pear in  the  committees’  annual  reports. 

In  the  report  to  the  1968  House  of  Delegates 
hope  was  expressed  that,  “a  grant  can  be  ob- 
tained from  the  Division  of  Medical  Care  Ad- 
ministration of  the  Department  of  Health, 
Education,  and  Welfare  to  do  a study  of  meth- 
odology . . .”  to  produce  “a  manual  for  internal 
hospital  review  of  standards.”  The  grant  has 
been  received,  and  work  is  proceeding  apace. 

The  Committee  on  Hospital-Based  Physicians 
is  completing  a questionnaire  to  be  utilized  in 
obtaining  information  to  help  evaluate  the  prob- 
lem of  full  and  part-time  employment  of  phy- 
sicians in  hospitals. 

The  Committees  on  Nursing  and  Ethics  have 
carried  on  their  work  in  their  usual  excellent 
manner. 

The  Committee  on  Hospital  and  Professional 
Relations  continues  to  keep  an  eye  on  the  rele- 
vant matters  in  its  field. 

So  far,  the  Utilization  Committee  has  not 
been  called  on  to  give  advice  to  the  local  med- 
ical societies.  Apparently  a satisfactory  condi- 
tion exists  in  the  local  areas. 

There  was  no  need  to  call  a meeting  of  the 
Committee  on  Mediation  and  Insurance  Claims 


Review.  Apparently  the  county  medical  soci- 
eties are  satisfactorily  handling  these  matters. 

The  Division  on  Standards  of  Medical  Care, 
under  its  director,  Samuel  Z.  Freedman,  M.D.,  is 
functioning  smoothly,  and  the  promises  made  in 
our  previous  reports  have  been  fulfilled.  Our 
appreciation  is  expressed  to  the  director,  his 
secretary.  Miss  Catherine  H.  Renze,  and  the 
entire  headquarters  staff. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

This  Commission,  although  relatively  young, 
has  attained  maturity.  The  make-up  of  the 
Commission  was  altered  to  include  all  chairmen 
of  the  committees  under  its  jurisdiction,  a sig- 
nificant and  important  change.  A grant  was 
received  from  the  U.S.  Department  of  Health, 
Education,  and  Welfare  to  finance  a study  of 
methodology  to  produce  a Manual  for  Internal 
Hospital  Review  of  Standards.  The  report  by 
the  chairman,  Waring  Willis,  M.D.,  sums  up  the 
work  done  by  the  various  committees  of  this 
Commission. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Ethics  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  fol- 
lowing members: 

Joseph  G.  Zimring,  M.D.,  Chairman 


N assau 

Lester  J.  Candela,  M.D Queens 

Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Oscar  Greene,  M.D Essex 

Charles  A.  Gwynn,  M.D Onondaga 

Warren  A.  Lapp,  M.D Kings 


This  has  been  a busy  year  for  the  committee. 
The  problems  presented  for  solution  involved  a 
request  for  guidelines  on  professional  signs,  ques- 
tions on  fee-splitting,  and  problems  of  com- 
mercial companies  using  physicians  and  their 
services  to  produce  a profit  for  their  stock- 
holders. Some  of  the  problems  that  were  dis- 
cussed by  the  committee  during  the  year  are  as 
follows: 

1.  The  question  of  assigning  or  selling  medi- 
cal accounts  receivable  for  a discount  to  pro- 
fessional organizations  was  presented  to  us  by 
one  of  the  constituent  county  medical  societies. 
The  committee  replied  as  follows: 

(a)  The  Council  on  June  8,  1967,  passed 
the  following  resolution: 

“ Resolved , That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  disapprove 
the  assignment  of  medical  accounts  receivable 
or  the  selling  of  medical  accounts  receivable 
for  a discount  to  any  organization.” 

(b)  This  resolution  was  based  on  the  fol- 
lowing fact:  Chapters  256  and  257  of  the 

Laws  of  New  York  State,  1966,  known  as  the 
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Medical  Assistance  for  Needy  Persons  Law, 
implementing  Title  19,  Federal  Public  Law 
89  97,  (Section  367-a,  paragraph  1)  forbids  the 
assignment  of  any  bill. 

2.  The  committee  received  a request  from  a 
commercial  company  to  use  our  mailing  list. 
Their  purpose  was  to  organize  an  agency  for 
physicians  seeking  ethical  employment  for 
short  periods  of  time.  When  requested  to  give 
more  detailed  information,  including  financial 
arrangements,  the  company  informed  us  that 
they  would  pay  the  physician  a standard  fee  and 
also  bill  the  physician’s  employer.  The  com- 
pany’s charges  would  include  the  physician’s  fee 
plus  a certain  percentage  to  cover  expenses  and 
a profit  for  the  stockholders.  The  company 
was  informed  that  the  State  Medical  Society 
does  not  have  a list  of  physicians  available  for 
their  use. 

3.  The  committee  received  a letter  from  a 
physician  in  New  York  City,  in  which  he  re- 
quested an  answer  on  the  ethics  involved  in 
the  following  partnership  arrangement  that  he 
proposed  to  set  up. 

“Three  large  general  practices  which  in- 
volve two  partnerships  and  one  solo  practi- 
tioner (total  of  five  physicians)  will  band  to- 
gether to  start  an  association  which  will  hire 
specialists  as  needed  and  pay  them  a salary 
and  an  incentive  percentage  of  the  net  profits 
of  the  association.  Each  of  the  five  found- 
ing partners  will  take  a fractional  percentage 
of  the  net  profits  of  the  association.  How- 
ever, these  three  general  practices  themselves 
will  always  be  separate  from  the  association 
per  se,  and  their  profit  or  loss  will  have  nothing 
whatever  to  do  with  the  net  profits  of  the 
association.” 

The  committee  replied  that  this  arrangement 
violated  the  following  sections  of  the  Principles 
of  Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York: 

(а)  Chapter  III,  Article  VI,  Section  3, 
“Contract  practice  which  allows  diversion  of 
fees  for  professional  medical  services  to  a 
hospital,  organization,  or  political  subdivision 
is  unethical.” 

(б)  Chapter  III,  Article  VI,  Section  6,“ . . . 
a doctor  of  medicine  should  not  dispose  of 
his  professional  attainments  or  services  to 
any  hospital,  lay  body,  organization,  group, 
or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions 
which  permit  exploitation  of  the  services  of 
the  doctor  of  medicine  for  the  financial  profit 
of  the  agency  concerned.” 

4.  A letter  was  received  from  a physician 
who  had  been  requested  by  a podiatrist  to  do 
x-ray  film  studies  of  the  hips  of  a child,  two  and 
one-half  years  of  age,  to  rule  out  any  abnor- 
malities of  the  hips  before  instituting  treatment 
for  “toeing-in”  by  the  use  of  a “wedge”  in  the 
shoe.  The  committee  replied  that  it  would  be 
inadvisable  to  become  involved  in  this  case 
since  the  podiatrist  is  not  certain  of  the  diagnosis 
and  that  taking  and  reading  of  x-ray  films  could 
be  interpreted  as  aiding  and  abetting  a podia- 


trist to  engage  in  practices  beyond  the  scope 
granted  in  this  State  for  the  practice  of  Podia- 
try. 

5.  A letter  was  received  from  the  adminis- 
trative director  of  the  medical  department  of  a 
health  center  in  New  York  City  regarding  the 
ethics  involved  in  charging  each  physician  a 
monthly  uniform  fee  based  on  the  percentage  of 
income  received  from  Medicare  payments  to 
cover  administrative  and  overhead  costs.  It 
was  the  opinion  of  the  committee  that  a fixed 
fee  should  be  charged  each  physician  for  the  use 
of  the  facilities  provided  for  them  by  the  health 
center. 

6.  To  provide  some  guidelines  to  aid  county 
medical  societies  to  make  decisions  on  questions 
involving  physicians  advertising  in  brochures, 
journals,  and  directories  of  nonprofit  or  charita- 
ble organizations,  the  following  resolution  was 
presented  to  the  Council  on  September  25: 

“ Resolved , That  the  listing  in  nonprofes- 
sional directories  or  brochures  of  limited  cir- 
culation, that  is,  church,  temple,  local  club, 
and  others,  which  are  nonprofit  or  charitable 
in  nature  and  according  to  regulations  pre- 
scribed by  the  county  medical  society  involved, 
shall  not  be  considered  unethical  or  unpro- 
fessional.” 

This  resolution  was  passed  by  the  Council. 
The  committee  expresses  its  appreciation 
to  Samuel  Z.  Freedman,  M.D.,  director.  Divi- 
sion of  Standards  of  Medical  Care;  to  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
and  to  Miss  Catherine  H.  Renze,  secretary  to 
Doctor  Freedman. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Ethics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  October  4 and  5,  1968,  your  chairman  at- 
tended the  second  Conference  on  Medical 
Ethics,  sponsored  by  the  Judicial  Council  of  the 
American  Medical  Association,  held  in  Chicago, 
Illinois.  There  were  many  speakers  and  many 
interesting  topics,  one  of  the  most  interesting 
and  timely  was  on  organ  transplants  and  the 
definition  of  death. 

On  November  14,  1968,  your  chairman  spoke 
on  the  subject  of  “Medical  Ethics”  at  a meeting 
of  the  Second  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  which  was 
held  at  Paradise  Island,  Nassau. 

A member  of  the  Medical  Society  of  the 
County  of  Kings  submitted  the  following  ques- 
tion to  the  committee:  “What  is  the  attitude 

of  the  Medical  Society  of  the  State  of  New  York 
regarding  a situation  in  which  a physician  was 
denied  hospital  privileges  because  he  did  not 
acquiesce  to  pledge  a certain  amount  of  money 
to  this  hospital  as  requested  by  the  building 
committee?”  The  committee  answered  this  by 
quoting  from  paragraphs  29,  30,  and  31,  of  Sec- 
tion 7,  of  the  AMA  Judicial  Council’s  Opinions 
and  Reports  1966  which  deplored  the  practice  of 
coercing  physicians  to  contribute  to  hospital 
building  funds  and  other  programs. 
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Two  letters,  one  from  a member  in  Suffolk 
County  and  one  from  a member  in  Warren 
County,  were  received  questioning  the  propriety 
of  ophthalmologists  owning  optical  lens  dispens- 
ing shops.  A resolution  concerning  this  ques- 
tion has  been  submitted  to  the  House  of  Dele- 
gates for  consideration  at  the  February  meeting. 

The  Council,  at  its  meeting  on  September  28, 
1968,  has  authorized  your  chairman  to  revise  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 

report  was  presented  by  David  Kershner,  M.D., 
chairman. 

The  report  notes  that,  again,  this  has  been  a 
busy  year.  The  committee  had  to  resolve  prob- 
lems such  as:  guidelines  on  professional  signs, 

fee-splitting,  employed  physicians,  selling  of 
medical  accounts  receivable,  partnership  ar- 
rangements, cooperating  with  a podiatrist,  pay- 
ment of  a fee  for  administrative  costs  in  handling 
Medicare  cases,  the  propriety  of  ophthalmolo- 
gists owning  optical  lens  dispensing  shops,  and 
advertising  by  physicians  in  brochures  of  limited 
circulation  of  charitable  organizations. 

The  supplementary  report  cites  a query  from 
a physician  regarding  the  attitude  of  the  State 
Society  if  a physician  is  denied  hospital  privi- 
leges because  he  did  not  pledge  certain  monies 
to  the  hospital  building  fund.  In  answer,  the 
report  quotes  from  the  Judicial  Council  of  the 
American  Medical  Association  which  deplores 
the  practice  of  coercing  physicians  to  contribute 
to  hospital  building  funds  and  other  programs. 
Your  reference  committee  agrees  with  the  chair- 
man of  the  Ethics  Committee  regarding  the  im- 
portance of  this  problem  and  the  necessity  for 
positive  action.  We  urge  doctors  on  hospital 
staffs  to  participate  in  building  programs,  but 
we  are  opposed  to  coercion.  We  recommend 
that  our  delegates  to  the  American  Medical 
Association  formulate  such  a resolution  to  be 
directed  to  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  through  the  House  of  Delegates 
of  the  American  Medical  Association. 

The  committee  commends  Dr.  Zimring  for  his 
outstanding  work  as  chairman  of  the  Ethics 
Committee. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
erence  committee  report. 

Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Hospi- 
tal and  Professional  Relations  consists  of  the 
following: 

Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

Rudolph  R.  Del  Giacco,  M.D Albany 

Herbert  J.  Wright,  Jr.,  M.D. . . Schenectady 

Edward  W.  Mullin,  M.D Onondaga 

Jason  K.  Moyer,  M.D Broome 


Joseph  J.  Kaufman,  M.D Wayne 

Edward  C.  Rozek,  M.D Erie 

Benjamin  G.  Dinin,  M.D Westchester 


The  committee’s  report  to  the  1968  House  of 
Delegates  carried  a statement  explaining  the 
situation  arising  from  payment  for  teaching  serv- 
ices in  hospitals  having  approved  intern  and 
residency  programs.  A letter  requesting  infor- 
mation regarding  the  type  of  agreement  being 
entered  into  by  hospitals  and  physicians,  which 
was  sent  to  the  institutions  involved,  appeared 
in  the  annual  report,  and  a resume  of  the  re- 
sponses appeared  in  the  supplementary  report. 
During  the  past  year  there  have  been  no  changes 
or  additions,  and  since  no  complaints  have  been 
received  from  the  physicians  involved,  the  com- 
mittee has  not  pursued  the  matter. 

A study  made  by  the  City  Club  of  New  York 
advising  consolidation  of  New  York  City’s 
voluntary  and  municipal  hospitals  was  referred 
by  the  Council  to  the  committee.  The  Council 
accepted  the  committee’s  recommendation  that 
since  this  matter  affects  the  City  of  New  York,  it 
be  referred  to  the  First  District  Branch  for  study 
and  advice.  The  report  and  background  mate- 
rial have  been  forwarded  to  the  Council,  and  we 
are  awaiting  its  recommendations. 

Another  item  referred  by  the  Council  re- 
quested an  opinion  on  the  appointment  of  a staff 
epidemiologist  at  each  hospital.  This  stemmed 
from  a recommendation  made  by  the  Committee 
on  Preventive  Medicine,  that  is,  “That  the  Code 
Committee  of  the  Hospital  Review  and  Planning 
Council  draw  up  an  amendment.  . making  it 
mandatory  that  a hospital  epidemiologist  be 
appointed  by  the  Medical  Board  of  every  hospi- 
tal in  the  State  with  power  to  act  unilaterally.” 
The  Council  agreed  with  our  committee’s  recom- 
mendation that  action  is  not  indicated  at  this 
time  since  evidence  is  not  available  to  support 
such  action,  especially  since  most  hospitals  have 
a committee  on  infections  and  many  presently 
include  a staff  member  acting  as  the  “contagious 
disease”  physician. 

We  are  appreciative  of  the  cooperation  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division  of 
Standards  of  Medical  Care,  and  his  secretary, 
Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  David  Kershner,  M.D., 
chairman. 

There  has  been  no  change  since  the  1968  re- 
port regarding  payment  for  teaching  services 
by  hospitals  with  approved  intern  and  residency 
training  programs.  No  complaints  are  recorded 
regarding  the  disposition  of  monies  earned  by 
physicians  in  the  teaching  hospitals. 

The  matter  of  consolidation  of  New  York 
City’s  voluntary  and  municipal  hospitals  was 
referred  to  the  First  District  Branch  for  study 
and  advice. 

The  matter  of  the  appointment  of  a hospital 
epidemiologist  was  fully  discussed. 


1664  New  York  State  Journal  of  Medicine  / June  1,  1969 


The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Hospital-Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hospital- 
Based  Physicians  consists  of  the  following: 
Norman  S.  Blackman,  M.D.,  Chairman 


Kings 

Alfred  A.  Angrist,  M.D Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Ian  H.  Porter,  M.D Albany 

James  M.  Blake,  M.D. Schenectady 

Robert  P.  Boudreau,  M.D Onondaga 

Victor  J.  Tofany,  M.D Monroe 

Harry  W.  Hale,  Jr.,  M.D Erie 

Eugene  Moskowitz,  M.D Westchester 


During  the  year  an  intensive  effort  was  made 
by  the  committee  to  carry  out  the  suggestions 
made  by  the  Reference  Committee  on  Stand- 
ards of  Medical  Care,  and  adopted  by  the  House 
of  Delegates  at  its  meeting  in  February,  1968, 
which  stated  in  part  as  follows: 

“Your  reference  committee  suggests  . . . that 
a poll  be  taken  throughout  the  State  on  hos- 
pital-salaried physicians  to  obtain  informa- 
tion and  seek  their  comments  on  their  con- 
tractual arrangements  with  the  hospital. 
This  should  include  whether  or  not  they  are 
satisfied  with  these  arrangements,  or  what 
improvements  in  the  contract  they  might  sug- 
gest. The  results  of  such  a poll  would  be 
helpful  in  manual  form  as  a guideline  to 
young  physicians  entering  the  practice  of 
medicine  to  safeguard  them  in  their  contrac- 
tual arrangements  if  they  desire  to  become 
full-time  salaried  physicians.” 

Accordingly,  a questionnaire  is  being  formu- 
lated to  obtain  this  information  and  to  develop 
these  suggestions  in  a meaningful  manner.  In 
cooperation  with  legal  counsel,  a preliminary 
draft  of  such  a manual.  Guidelines  to  Contractual 
Arrangements  for  Hospital-Based  Physicians,  is 
in  the  process  of  formulation.  Further  matura- 
tion of  this  important  project  is  anticipated  in 
the  coming  year. 

The  Council  directed  the  committee  to  con- 
cern itself  with  the  substance  of  2 resolutions 
passed  by  the  1968  House  of  Delegates.  These 
were  as  follows:  Resolution  68-29:  Adjudica- 

tion of  the  Legality  of  the  Practice  of  Medicine 
by  Hospital  Corporations;  and  Resolution  68- 
56:  State  Education  Law  and  Physicians’  Fees. 

The  following  statistical  information  was 
brought  to  the  attention  of  the  committee. 
According  to  a recent  survey  made  by  the 
American  Medical  Association,  New  York  State 
has  a total  of  40,082  physicians.  Of  these, 
36,044  are  engaged  in  patient  care.  Full-time 
salaried  physicians,  including  interns,  residents, 
and  fellows  account  for  11,573.  Of  these  3,414 
are  full-time  salaried  attending  physicians.  An 
additional  2,785  physicians  not  engaged  in  pa- 
tient care  are  in  administration  and  research  or 
are  members  of  medical  school  faculties.  Thus, 
including  house  staff  physicians  there  are  14,358 
physicians  in  New  York  State  who  are  in  full- 


time salaried  positions. 

The  committee  wishes  to  express  its  sincere 
appreciation  to  Waring  Willis,  M.D.,  chairman, 
Commission  on  Standards  of  Medical  Care,  for 
his  help  and  guidance,  and  to  Samuel  Z.  Freed- 
man, M.D.,  director,  Division  of  Standards  of 
Medical  Care,  and  William  F.  Martin,  Esq., 
legal  counsel,  for  their  active  help  and  partici- 
pation in  the  deliberations  of  the  committee. 

Respectfully  submitted, 

Norman  S.  Blackman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  David  Kershner,  M.D., 
chairman. 

The  1968  suggestion  to  the  committee  that 
a poll  of  hospital-based  physicians  be  taken 
throughout  the  State  to  obtain  information  has 
been  followed  up.  A questionnaire  to  obtain 
such  information  has  been  completed  and  is  now 
ready  for  mailing. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Mediation  and  Insurance  Claims  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Mediation  and  Insurance 
Claims  Review  consists  of  the  following  mem- 
bers: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

Robert  P.  Coolidge,  M.D Schenectady 

James  M.  Flanagan,  M.D Wayne 

Milton  Gordon,  M.D Suffolk 

Elvin  E.  Gottdiener,  M.D.  Dutchess 

Henry  B.  Marshall,  M.D. . . Chemung 

John  J.  Phelan,  Jr.,  M.D Albany 

Olaf  J.  Severud.  M.D Otsego 


The  committee  did  not  meet^because  ques- 
tions requiring  formal  meetings  did  not  arise. 
Apparently  the  county  medical  societies,  when 
they  receive  requests  for  help  from  their  mem- 
bers, are  capable  of  providing  it  without  calling 
on  the  State  Medical  Society’s  committee  for 
advice. 

The  headquarters  staff,  particularly  Samuel 
Z.  Freedman,  M.D.,  director  of  the  Division  of 
Standards  of  Medical  Care,  offered  advice  and 
help  in  several  instances  without  calling  on 
the  committee.  Your  chairman  is  kept  in- 
formed, and  the  result  is  satisfactory. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  committee  found  no  need  to  meet  during 
the  year  1968.  Apparently,  the  county  so- 
cieties are  adequately  handling  controversial 
cases.  It  was  noted  at  the  reference  committee 
meeting  that  only  about  1 per  cent  of  the  bills 
are  controverted. 
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The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Medical  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Review  consists  of 


the  following  members: 

Charles  M.  Brane,  M.D. Westchester 

Joel  J.  Brenner,  M.D Nassau 

Michael  Brusilow,  M.D Albany 

James  N.  Capps,  M.D Onondaga 

Armand  J.  D’Errico,  M.D Fulton 

George  G.  McCauley,  M.D Tompkins 

John  H.  Morton,  M.D Monroe 

Mortimer  W.  Rodgers,  M.D New  York 

Walter  T.  Zimdahl,  M.D Erie 


The  year  1968  has  been  devoted  to  the  follow- 
ing accomplishments: 

1.  Six  subcommittees  of  physicians  have 
been  supplied  with  guides  to  aid  each  in  applying 
the  methodology  of  the  Category-Item  Review 
Pattern  to  6 diagnoses  and  procedures.  Of 
these,  5 subcommittees  have  met  and  have  pro- 
duced review  patterns  for  the  diagnosis  and 
procedure  assigned  to  each  subcommittee.  The 
review  pattern  for  the  sixth  diagnosis  and  proce- 
dure is  near  completion. 

2.  A project  for  testing  the  methodology 
used,  financed  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare,  and  carried  out 
under  the  auspices  and  direction  of  the  Medical 
Society  of  the  State  of  New  York,  is  well  under 
way.  Nine  hundred  clinical  records  from  6 hos- 
pitals in  New  York  State  are  being  reviewed  in 
the  course  of  this  test. 

3.  Further  progress  has  been  made  in  pre- 
paring a Medical  Review  Manual,  although  its 
completion  has  been  delayed. 

Since  the  activities,  now  in  progress,  will  con- 
tinue into  1969,  a supplementary  report  will  be 
made  at  a later  date. 

The  chairman  wishes  to  thank  all  the  mem- 
bers of  his  committee  and  the  6 subcommittees 
for  their  time,  interest,  and  efforts.  He  also 
wishes  to  thank  Samuel  Z.  Freedman,  M.D., 
director,  Division  of  Standards  of  Medical  Care; 
Shirley  Sanderson,  R.N.,  administrative  assist- 
ant; and  Mildred  A.  Morehead,  M.D.,  consult- 
ant, for  their  suggestions,  participation,  and 
efforts. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

A medical  review  manual  will  be  formulated  to 
give  a methodology  for  minimum  content  of 
hospital  records  for  certain  diagnoses.  This 
manual  will  be  based  on  the  results  of  the  study 
by  six  subcommittees,  each  working  on  a differ- 
ent diagnosis  and  also  on  a study  of  900  clinical 
cases  from  six  different  hospitals.  This  project 
is  financed  by  a grant  from  the  U.S.  Department 
of  Health,  Education,  and  Welfare. 


The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Nursing 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nurs- 
ing is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman  .Kings 


Frank  Albert  Baumann,  M.D Broome 

Lester  J.  Candela,  M.D Queens 

Clarke  T.  Case,  M.D Oneida 

Douglas  S.  Damrosch,  M.D.  New  York 

Fred  E.  Dexter,  M.D Albany 

Ramsdell  Gurney,  M.D Erie 

Ralph  F.  Jacox,  M.D Monroe 

Joel  E.  Mandel,  M.D. Rockland 

Frank  C.  Nichols,  M.D Nassau 


During  the  past  year  the  committee  held  two 
meetings  and  also  met  twice  with  the  represen- 
tatives of  the  New  York  State  Nurses  Associa- 
tion and  the  Hospital  Association  of  New  York 
State. 

At  the  meeting  on  June  20,  Arthur  G.  Baker, 
M.D.,  associate  commissioner.  New  York  State 
Department  of  Health,  was  present  as  an  invited 
guest  and  took  an  active  part  in  the  discussions. 
The  committee’s  concern  with  the  continuing 
changes  in  policy  in  nursing  education  was  the 
subject  of  further  discussions  among  the  com- 
mittee members  and  with  the  representatives 
of  the  nursing  profession. 

The  committee’s  support  of  the  continuation 
and  improvement  of  three-year  diploma  schools 
has  not  diminished.  The  committee  is  pleased 
to  note  the  Federal  government’s  support  of  our 
position  by  the  introduction  of  bills  S.  2549 
by  Senator  Lister  Hill  (Democrat,  Alabama) 
and  H.  R.  13096  by  Representative  Fred  B. 
Rooney  (Democrat,  Pennsylvania).  Briefly, 
these  bills  provide  for  increased  assistance  to 
hospital  diploma  schools  of  nursing.  Although 
no  action  was  taken,  these  bills  are  likely  to  be 
seriously  considered  by  Congress  next  year. 
The  following  resolution  incorporates  the  com- 
mittee’s proposals  on  nursing  education: 

“Whereas,  The  Council  Committee  on 
Nursing  of  the  Medical  Society  of  the  State  of 
New  York  has  previously  gone  on  record  as  fa- 
voring a Joint  Commission  on  Accreditation  of 
Schools  of  Nursing  with  representatives  from 
the  American  Medical  Association,  the 
American  Hospital  Association,  the  National 
League  for  Nursing,  and  the  American  Nurses’ 
Association;  and 

“Whereas,  The  committee  feels  that  the 
responsibility  for  the  maintenance  of  stand- 
ards of  nursing  care  is  and  must  be  the 
joint  responsibility  of  the  nursing  and  medical 
profession;  and 

“Whereas,  The  policy  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  pre- 
cludes its  involvement  in  the  accreditation  of 
education  programs;  now  therefore  be  it 

Resolved,  That  a separate  commission  with 
representatives  from  the  American  Medical 
Association,  the  American  Hospital  Associa- 
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tion,  the  National  League  for  Nursing,  and 
the  American  Nurses’  Association  be  es- 
tablished and  constitute  the  means  by  which 
accreditation  of  nursing  schools  becomes  the 
joint  responsibility  of  the  nursing  and  the 
medical  professions,  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  be  in- 
structed to  introduce  a similar  resolution  at 
the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1968, 
in  order  that  such  a commission  be  estab- 
lished nation-wide. 


This  resolution  was  approved  by  the  Council 
and  transmitted  to  the  AMA  House  of  Delegates 
for  discussion  at  its  June,  1968,  meeting. 
The  House  voted  to  refer  it  to  the  Board  of 
Trustees  and  the  Committee  on  Nursing.  The 
committee  also  solicited  support  for  this  legis- 
lation from  the  Council  Committee  on  Federal 
Legislation. 

The  committee  agrees  with  the  position  taken 
by  the  New  York  State  Nurses  Association  on 
various  bills  being  considered  by  the  New  York 
State  Legislature.  We  oppose  legislation  which 
disregards  setting  adequate  standards  for  the 
education  and  accreditation  of  nurses  and  nurs- 
ing programs.  We  are  in  favor  of  legislation 
which  provides  high-quality  nursing  care  and 
oppose  any  legislation  that  would  lower  the 
quality  of  nursing  care. 

A proposal  was  made  to  hold  a series  of  meet- 
ings between  members  of  the  medical  and  nurs- 
ing professions  in  each  district  branch  of  the 
State  to  discuss  the  problem  of  inadequate 
communication  and  cooperation  between  these 
professions.  Officers  of  each  district  branch 
will  be  requested  to  approve  this  proposal  and 
to  appoint  representatives  from  their  districts 
to  meet  with  the  Council  Committee  on  Nursing. 
Such  meetings  would  provide  a means  of  es- 
tablishing closer  communication  and  exchange 
of  ideas  and  help  to  promote  a better  relation- 
ship between  the  professions.  The  New  York 
State  Nurses  Association  has  agreed  to  cooperate 
in  this  project. 

At  the  June  20  meeting  of  the  committee  a 
letter  was  read  from  F.  J.  L.  Blasingame,  M.D., 
former  executive  vice-president  of  the  AMA, 
concerning  the  promotion  of  an  annual  “Nurses 
Recognition  Day”  in  New  York  State.  This 
was  approved,  and  the  New  York  State  Nurses 
Association  agreed  to  cooperate  and  to  assume 
responsibility  for  implementing  this  program. 

The  New  York  State  Nurses  Association 
showed  interest  in  developing  a liaison  com- 
mittee between  the  medical  and  nursing  pro- 
fessions. This  idea  coincides  with  the  com- 
mittee’s plan  to  set  up  regional  committees  in 
the  district  branches.  These  local  committees, 
consisting  of  nurses  and  physicians,  would  (1) 
assist  in  solving  local  problems,  (2)  help  our 
committee  members  to  be  better  informed,  and 
(3)  take  part  in  the  comprehensive  health  plan- 
ning program  being  developed  in  the  State. 


Joint  Position  Statements.  After  lengthy 
discussions  the  following  Joint  Position  State- 
ment was  approved  by  the  State  Medical  So- 
ciety, the  New  York  State  Nurses  Association, 
and  the  Hospital  Association  of  New  York  State. 

Concerned  with  the  increasing  number  of  "gray” 
areas  in  nursing  and  medical  practice,  and  in  response 
to  a need  expressed  by  nurses  and  their  employers  for 
guidelines  and  direction  regarding  the  responsibilities 
of  the  medical  and  nursing  professions  in  certain  patient- 
care  situations,  a Joint  Committee  of  the  State  Medical 
Society,  the  State  Hospital  Association,  and  the  State 
Nurses  Association  met  to  discuss  and  explore  these 
areas. 

Six  position  statements  have  been  developed.  They 
set  forth  guidelines  which  an  individual  agency  will  Gnd 
helpful  in  determining  policies  regarding  these  pro- 
cedures and  in  clarifying  responsibilities  in  other  situa- 
tions. 

These  six  statements  have  been  approved  by  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York,  the  Board  of  Trustees  of  the  Hospital  Association 
of  New  York  State,  and  the  Board  of  Directors  of  the 
New  York  State  Nurses  Association. 

Preface.  Due  to  the  tremendous  scientific,  tech- 
nologic, and  medical  advances  over  the  past  few  years, 
with  the  resulting  increase  in  the  number  and  type  of 
health  care  facilities  and  the  demand  for  new  and 
improved  health  services,  many  changes  are  rapidly 
taking  place  in  traditional  areas  of  medical  and  nursing 
practice.  With  these  changes  have  come  questions 
and  problems  regarding  the  definitive  role  and  responsi- 
bility of  the  doctor  and  the  nurses  in  certain  patient 
care  situations. 

Fully  realizing  the  implications  inherent  in  these 
changes  for  both  groups  of  practitioners  and  ever  mind- 
ful of  their  obligation  to  protect  fully  the  interest  and 
safety  of  the  patient,  a joint  committee  of  the  Medical 
Society  of  the  State  of  New  York,  the  New  York  State 
Nurses  Association,  and  the  Hospital  Association  of 
New  York  State  met  to  discuss  and  explore  areas  of 
existing  and  emerging  problems  affecting  the  nurse  and 
the  medical  practitioner. 

Since  by  law  nursing  and  medicine  are  two  separately 
recognized  professions,  it  was  clearly  understood  and 
agreed  by  the  3 groups  that  the  setting  and  the  control 
of  standards  of  practice  are  the  prerogatives  of  the  in- 
dividual profession.  It  was  further  agreed  that  prob- 
lems arising  from  within  the  area  of  joint  functioning 
could  best  be  solved  through  joint  study  and  collabora- 
tive effort. 

In  considering  problems  related  to  medical  and  nurs- 
ing practice  presented  by  doctors,  nurses,  and  hospital 
administrators,  and  in  response  to  the  requests  by  these 
groups  for  interpretation  of  the  role  and  responsibility 
of  the  doctor  and  nurse  in  certain  procedures,  it  was 
agreed  that  joint  statements  by  the  3 State  organiza- 
tions setting  forth  general  guidelines  on  questionable 
areas  of  practice  would  be  helpful  to  the  local  hospital 
or  agency.  It  was  further  agreed  that  the  ultimate  de- 
cision as  to  the  role  and  responsibility  of  the  doctor  and 
the  nurse  in  earn  ing  out  certain  procedures  in  a hospital 
or  agency  rests  with  the  decision-making  group  of  the 
individual  hospital  or  agency. 

Medical-Nursing  Practices  Committee.  To  assist 
hospitals  and  agencies  in  solving  problems  related  to 
medical  and  nursing  practice,  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Nurses  As- 
sociation, and  the  Hospital  Association  of  New  York 
State  strongly  recommend  that  there  be  established 
in  each  hospital,  institution,  and  health  agency  in  the 
State  an  advisory  committee  (suggested  name — 
Medical-Nursing  Practices  Committee)  which  will 
have  the  following  functions: 
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1.  To  recommend: 

(а)  Written  policies  outlining  the  responsibilities 
of  doctors  and  nurses  in  the  care  of  patients. 

(б)  Criteria  for  determining  the  role  and  re- 
sponsibility of  the  doctor  and  the  nurse  in  the 
performance  of  certain  procedures. 

(c)  Methods  for  the  implementation  and  the  com- 
munication of  decisions  reached  regarding  areas 
of  responsibility. 

2.  To  review: 

(a)  At  stated  intervals  any  changes  and  de- 
velopments in  medical  and  nursing  practice. 

3.  Suggested  composition  of  the  committee: 

It  is  recommended  that  appropriate  representatives 
of  the  following  groups  comprise  the  committee: 

(a)  Medicine 

(5)  Nursing 

(c)  Administration 

It  is  further  suggested  that  appropriate  representa- 
tives of  other  departments  be  consulted  when  inter- 
related problems  are  being  considered. 

In  making  its  recommendations  the  Medical-Nursing 
Practices  Committee  should  bear  in  mind  the  following 
factors: 

(1)  Condition  of  patient — diagnosis  and  current 
status. 

(2)  Physical  setting. 

(3)  Equipment  available  to  meet  emergency  situa- 
tion. 

(4)  Availability  of  emergency  medical  team. 

(5)  Knowledge,  skills,  and  expertness  of  nurse — 
preparation  of  the  nurse  for  the  specific  func- 
tion. 

(6)  Availability  of  medical  and  nursing  personnel  to 
give  care. 

(7)  Analysis  and  testing  of  new  procedure  before 
individual  responsibilities  are  determined. 

In  the  event  any  individual  Medical-Nursing  Prac- 
tices Committee  desires  assistance  or  collaborative 
discussion  on  a particular  problem,  a joint  committee 
of  the  Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Nurses  Association,  and  the  Hospital 
Association  of  New  York  State  will  be  available  for  this 
type  of  assistance. 

Closed-Chest  Cardiac  Resuscitation  and  the  Nurse. 
It  is  agreed  that  in  any  emergency  situation,  and  in  the 
absence  of  and  until  a physician  can  take  over,  a regis- 
tered professional  nurse  properly  trained  in  the  technic 
may  initiate  the  procedure  of  closed-chest  cardiac  re- 
suscitation. 

It  is  further  agreed  that  the  procedure  of  closed-chest 
cardiac  resuscitation  is  primarily  a medical  procedure; 
therefore,  the  decision  to  delegate  this  responsibility, 
in  an  emergency  situation  to  a registered  professional 
nurse,  must  be  assumed  by  the  medical  board  or  com- 
parable body  of  an  individual  hospital  or  agency. 

To  assure  that  nurses  are  adequately  prepared  to  carry 
out  the  procedure,  hospitals  and  agencies  should  provide 
ongoing  training  programs  on  closed-chest  cardiac  re- 
suscitation under  the  direction  of  a physician. 

Administration  of  Investigational  Drugs  and  the  Nurse. 
It  is  recommended  that  each  hospital  or  agency  en- 
gaged in  the  use  of  investigational  drugs  adopt  rules 
consistent  with  the  “Principles  Involved  in  the  Use  of 
Investigational  Drugs  in  Hospitals,”  approved  in  1957 
by  the  American  Hospital  Association  and  the  American 
Society  of  Hospital  Pharmacists,  that  is: 

Hospitals  are  the  primary  centers  for  clinical  in- 
vestigations on  new  drugs.  By  definition  these  are 
drugs  which  have  not  yet  been  released  by  the 
Federal  Food  and  Drug  Administration  for  general  use. 

Since  investigational  drugs  have  not  been  certi- 
fied as  being  for  general  use  and  have  not  been  cleared 
for  sale  in  interstate  commerce  by  the  Federal  Food 
and  Drug  Administration,  hospitals  and  their  medi- 


cal staffs  have  an  obligation  to  their  patients  to 
see  that  proper  procedures  for  their  use  are  estab- 
lished. 

Procedures  for  the  control  of  investigational  drugs 
should  be  based  on  the  following  principles: 

1.  Investigational  drugs  should  be  used  only 
under  the  direct  supervision  of  the  principal 
investigator  who  should  be  a member  of  the 
medical  staff  and  who  should  assume  the 
burden  of  securing  the  necessary  consent. 

2.  The  hospital  should  do  all  in  its  power  to  foster 
research  consistent  with  adequate  safeguard 
for  the  patient. 

3.  When  nurses  are  called  on  to  administer  in- 
vestigational drugs,  they  should  have  avail- 
able to  them  basic  information  concerning  such 
drugs,  including  dosage  forms,  strengths  avail- 
able, actions  and  uses,  side  effects,  symptoms  of 
toxicity,  and  so  on. 

4.  The  hospital  should  establish,  preferably 
through  the  pharmacy  and  therapeutics  com- 
mittee, a central  unit  where  essential  informa- 
tion on  investigational  drugs  is  maintained 
and  whence  it  may  be  made  available  to  au- 
thorized personnel. 

5.  The  pharmacy  department  is  the  appropriate 
area  for  the  storage  of  investigational  drugs, 
as  it  is  for  all  other  drugs.  This  will  also  pro- 
vide for  proper  labeling  and  dispensing  in  accord 
with  the  investigator’s  written  orders. 

Administration  of  Anesthesia  During  Labor.  It  is 
agreed  that  the  administration  of  anesthesia  is  a 
medical  procedure,  and  the  responsibility  for  carrying  out 
such  procedure  may  be  delegated  by  the  attending 
physician  only  to  an  individual  who,  by  training  and  ex- 
perience, is  qualified  to  administer  anesthesia. 

A registered  professional  nurse,  not  so  qualified, 
should  not  be  expected,  or  should  not  be  allowed,  to 
administer  anesthesia  to  patients  during  labor. 

Hospitals  should  provide  necessary  coverage  in  de- 
livery room  by  either  a physician  or  a nurse  qualified 
in  the  administration  of  anesthesia. 

The  Role  of  the  Registered  Professional  Nurse  in  the 
Care  of  Patients  with  Cardiovascular  Disease  in  the  Cor- 
onary Care  or  Intensive  Care  Units.  During  recent 
years  it  had  been  demonstrated  that  early  recognition  of 
signs  and  symptoms  and  immediate  therapeutic  inter- 
vention has  significantly  reduced  the  mortality  rate 
from  myocardial  infarction.  This  has  been  accom- 
plished by  caring  for  these  patients  in  coronary  care  or 
intensive  care  units.  Because  of  the  character  of  the 
care  given  and  the  types  of  patients  admitted  to  these 
areas,  the  registered  professional  nurse  has  become  a cen- 
tral figure  in  these  units. 

It  is  agreed  that  the  use  of  cardiac  monitors,  de- 
fibrillators, and  resuscitating  equipment  is  a medical 
responsibility.  However,  under  certain  conditions, 
if  a physician  is  not  immediately  available,  it  is  ap- 
propriate for  the  registered  professional  nurse  on  rec- 
ognizing a cardiac  or  respiratory  emergency  case  to 
initiate  the  following  emergency  therapies: 

(a)  Interpret  major  cardiac  arrhythmias  on  monitor 
and  electrocardiogram  strips 

(b)  Administer  oxygen 

(c)  Start  intravenous  infusions 

(d)  Use  pacemaker 

(e)  In  the  event  of  ventricular  fibrillation  prepare 
patient  for  counter  shock  and  defibrillate  patient 

(f)  Perform  closed-chest  massage  manually  or  with 
automatic  compression  equipment 

(g)  Apply  tourniquets  in  patients  with  acute  con- 
gestive heart  failure  or  use  automatic  rotating 
tourniquet  apparatus 

(h)  Use  equipment  to  assist  respiration,  including 
manual  breathing  bag  or  intermittent  positive- 
pressure  apparatus 
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(i)  Perform  venipuncture  for  blood  chemistry 
studies. 

The  delegation  of  this  responsibility  to  the  registered 
professional  nurse  must  be  approved  and  recom- 
mended by  the  medical  board  (or  a comparable  body) 
of  the  individual  hospital  or  agency.  However,  the 
following  conditions  must  be  met: 

1.  The  registered  professional  nurse  must  have 
had  special  preparation  for  functioning  in 
the  coronary  care  or  intensive  care  unit, 
that  is,  in  the  scientific  principles  underlying 
therapy,  and  in  instruction  in  the  specific 
technics  and  equipment  to  be  utilized,  and 
must  have  demonstrated  that  she  is  capnble  of 
safely  performing  the  procedures. 

2.  The  registered  professional  nurse  must  per- 
form these  duties  within  guidelines  which  have 
been  carefully  stated,  approved,  and  recom- 
mended by  the  medical  board  (or  comparable 
body)  of  individual  hospitals  or  agencies. 

A statement  of  policy  by  an  employing  agency  or  a 
professional  organization  does  not  relieve  a nurse  of 
responsibility  for  her  own  acts,  nor  does  it  provide  im- 
munity from  legal  action  if  she  is  remiss  in  carrying  out 
her  responsibilities. 

Insertion  of  Intravenous  Catheters.  The  Joint  Com- 
mittee of  the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Nurses  Association,  and  the  Hos- 
pital Association  of  New  York  State  feels  the  insertion 
of  intravenous  catheters  is  a procedure  that  can  be  per- 
formed by  a professional  nurse  qualified  by  special 
training  and  experience  in  the  technics  involved,  when 
it  is  ordered  by  a physician. 

It  is  also  noted  that  this  does  not  include  a vein  cut- 
down. 

It  is  further  recommended  that  a nurse  not  so  trained 
is  legally  obligated  to  refuse  to  do  such  a procedure. 

The  committee  notes  with  satisfaction  that 
these  statements  have  provoked  much  interest 
throughout  the  State,  as  demonstrated  by  the 
many  requests  for  additional  copies  received 
from  physicians,  hospitals,  nursing  associations, 
and  the  legal  profession. 

The  committee  expresses  its  appreciation  to 
the  New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State  for  their 
cooperation  in  developing  these  statements, 
particularly  to  the  Hospital  Association  of  New 
York  State  for  the  printing  and  distributing  of 
this  statement. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  report  by  the  Committee  on  Nursing  is 
extensive,  lucid,  educational,  and  exhaustive. 
This  report  concerns  itself  with  nursing  educa- 
tion, support  of  three-year  diploma  schools  of 
nursing,  establishment  of  a Joint  Commission 
on  Accreditation  of  Schools  of  Nursing,  setting 
up  of  adequate  standards  for  education  and  ac- 
creditation of  nurses,  development  of  a liaison 
committee  between  the  medical  and  the  nursing 
professions. 

There  is  a comprehensive  report  on  the  Joint 
Position  Statements  approved  by  the  Medical 
Society  of  the  State  of  New  York,  the  New 
York  State  Nurses  Association,  and  the  Hospital 


Association  of  New  York  State  pertaining  to  the 
Medical  Nursing  Practices  Committee  (an  ad- 
visory committee  to  determine  policy  and  re- 
sponsibilities of  the  doctor  and  the  nurse).  This 
Joint  Position  Statement  outlines  the  nurse’s 
duties  and  responsibilities  in  the  following  cate- 
gories: Closed-Chest  Cardiac  Resuscitation, 

Administration  of  Investigational  Drugs,  Ad- 
ministration of  Anesthesia  During  Labor,  the 
Role  of  the  Registered  Professional  Nurse  in  the 
Care  of  Patients  with  Cardiovascular  Disease  in 
the  Coronary  Care  or  Intensive  Care  Units,  and 
the  Insertion  of  Intravenous  Catheters. 

The  committee  notes  with  satisfaction  that 
these  statements  and  problems  have  provoked 
much  interest  throughout  the  State. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Utilization  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Utilization 
Review  consists  of  the  following: 

John  A.  Finkbeiner,  M.D.,  Chairman 

New  York 

Leonard  Berman,  M.D Erie 

Daniel  Friedman,  M.D. Suffolk 

James  Q.  Haralambie,  M.D Westchester 

Phillip  M.  Ikins,  M.D Onondaga 

Charles  H.  Kinley,  M.D Chemung 

Max  E.  Moravec,  M.D Schenectady 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Francis  A.  Stephens,  M.D Albany 

Mark  A.  Freedman,  M.D.,  Adviser 

New  York 

The  Committee  met  on  April  5 to  discuss 
recent  policy  decisions  of  the  Bureau  of  Health 
Insurance,  Social  Security  Administration,  rela- 
tive to  utilization  review.  The  Social  Security 
Administration  has  been  accumulating  and 
analyzing  statistical  profiles  on  Medicare  cases. 
The  fiscal  intermediaries  and  the  New  York 
State  Department  of  Health  have  been  advised 
of  their  responsibilities  to  assure  the  Social 
Security  Administration  “as  to  whether  pro- 
viders are  in  substantial  compliance  with  the 
conditions  of  participation,  including  the  utili- 
zation review  plan  requirements  contained  in 
such  conditions.” 

With  such  specific  direction,  the  fiscal  inter- 
mediaries and  the  State  Department  of  Health 
can  be  expected  not  only  to  make  on-site  sur- 
veys of  the  activities  of  the  Utilization  Review 
Committee  but  will  scrutinize  all  “areas  of  pro- 
fessional activity  which  may  contain  elements 
of  inappropriate  utilization.”  Furthermore, 
these  agencies  have  been  advised  to  use  their 
own  and  all  available  data  in  the  supervision 
and  evaluation  of  the  practices  and  procedures 
of  the  utilization  of  health  services  within  each 
institution.  Due  to  special  problems  in  the 
creation  and  function  of  an  effective  utilization 
review  procedure,  often  related  to  the  lack  of 
an  organized  staff,  extended  care  facilities  may 
well  be  the  first  to  experience  such  scrutiny. 

Despite  our  efforts  to  maintain  a functional 
and  effective  utilization  review  procedure,  no 
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problems  have  been  referred  to  or  complaints 
received  by  your  committee.  At  the  time  of 
the  writing  of  this  report,  the  situation  seems 
to  be  characterized  by  apathy  and  disinterest. 
However,  the  committee  is  ready  to  assist  the 
utilization  review  committees  of  any  component 
county  medical  society,  district  branch,  or 
other  groups  in  any  way  feasible  and  welcomes 
any  inquiries. 

The  committee  acknowledges  with  grateful 
thanks  and  appreciation  the  guidance  and  as- 
sistance of  Samuel  Z.  Freedman,  M.D.,  direc- 
tor, Division  of  Standards  of  Medical  Care,  and 
the  entire  staff  of  the  Medical  Society  of  the 
State  of  New  York. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

As  noted  in  the  1968  report  of  the  reference 
committee,  the  Committee  on  Utilization  has 
been  “hard-set”  to  define  guidelines  for  utiliza- 
tion review  committees. 

This  committee  is  making  a concerted  effort 
to  maintain  a functional  and  effective  utilization 
review  procedure. 

The  committee  is  ready  to  assist  any  utiliza- 
tion review  committee  of  any  component  society 
or  group.  However,  either  there  is  apathy,  dis- 
interest, or  the  local  committees  have  no  prob- 
lems. There  have  been  no  complaints. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

Report  of  Reference  Committee  on  Stand- 
ards  of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

Your  reference  committee  commends  Waring 
Willis,  M.D.,  Joseph  G.  Zimring,  M.D.,  Bernard 
J.  Pisani,  M.D.,  Norman  S.  Blackman,  M.D., 
Carl  Goldmark,  Jr.,  M.D.,  Charles  M.  Brane, 
M.D.,  Vincent  J.  Tesoriero,  M.D.,  and  John  A. 
Finkbeiner,  M.D.,  for  their  informative  reports. 

It  is  worthy  of  note  that  all  these  committee 
chairmen  express  their  thanks  and  gratitude  to 
the  director  of  the  Division  of  Standards  of 
Medical  Care,  Samuel  Z.  Freedman,  M.D.,  for 
his  guidance  and  cooperation.  Your  Reference 
Committee  on  Standards  of  Medical  Care  joins 
in  this  note  of  commendation  for  a job  well  done. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

69-1.  Support  for  Hospital  Schools  of  Nursing 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  nursing  shortage  is  acute 

and  increasing  daily;  and 

Whereas,  It  is  well  established  that  the 

largest  number  of  nurses  come  from  hospital 

school  programs;  and 

Whereas,  It  has  been  well  recognized  by 


the  Congress  of  the  United  States,  which  has 
made  appropriations  to  aid  the  hospital 
schools  of  nursing,  and  by  various  State  As- 
semblymen (Lent,  Bernstein,  Flynn,  Merco- 
rella,  and  Suchin);  and 

Whereas,  While  it  is  desirable  to  encour- 
age all  nurses  to  obtain  all  the  education  pos- 
sible, a majority  of  girls  entering  hospital 
schools  of  nursing  do  so  in  their  local  areas 
because  (1)  their  families  cannot  afford  to 
send  them  to  college  and  (2)  many  parents  re- 
fuse to  send  young  gii'ls  of  high-school-gradu- 
ate age  alone  to  a distant  city;  and 

Whereas,  This  results  in  the  loss  of  thou- 
sands of  nurses  every  year;  and 

Whereas,  Many  girls  graduating  from  hos- 
pital schools  of  nursing  after  attaining  their 

R. N.  degrees,  maturity,  and  financial  inde- 
pendence, have  demonstrated  that  they  would 
travel  to  and  continue  in  college  to  attain 
their  baccalaureate  degrees;  and 

Whereas,  Many  colleges  have  ceased  to 
give  credit  for  the  registered  nurse  curriculum 
of  hospital  schools  or  give  so  little  credit  as  to 
discourage  applicants  because  it  would  require 
repeating  most  of  the  courses  taken  during 
the  entire  four  years;  and 

Whereas,  All  this  has  resulted  in  a con- 
stantly shrinking  corps  of  nurses;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  to  introduce  and  sup- 
port a bill,  such  as  Bernstein  S.  2731  and 
Mercorella  A.  5173,  1967-1968  Legislature, 
to  give  financial  support  to  the  hospital 
schools  of  nursing  without  qualifications  or 
restrictions;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  to  introduce  and  sup- 
port a bill,  such  as  the  Suffolk  Resolution  to 
the  State  Convention  number  67-34,  to  grant 
scholarships  to  prospective  students  in  hos- 
pital schools  of  nursing;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  to  introduce  and  sup- 
port a bill,  such  as  Flynn  S.  900  and  Suchin 

S.  1862,  1967-1968  Legislature,  to  grant  two 
years  of  college  credit  to  all  registered  nurse 
graduates  of  approved,  accredited  hospital 
schools  of  nursing,  who  wish  to  continue  their 
nursing  education,  toward  obtaining  a bac- 
calaureate degree. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

Your  reference  committee  recommends  adop- 
tion of  resolution  69-1. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

69-93.  Preservation  and  Expansion  of  Hospital 
Schools  of  Nursing 

Introduced  by  Lester  J.  Candela,  M.D.,  Queens, 
as  an  individual 

Whereas,  The  shortage  of  adequately 
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trained  registered  nurses  is  becoming  increas- 
ingly acute;  and 

Whereas,  A sufficient  number  of  well- 
trained  registered  nurses  is  essential  to  good 
medical  care;  and 

Whereas,  At  present,  most  registered 
nurses  are  graduates  of  the  rapidly  disappear- 
ing hospital  schools  of  nursing;  and 

Whereas,  There  is  no  demonstrable  evi- 
dence that  schools  of  nursing  other  than  hos- 
pital schools  can  supply  an  adequate  number 
of  qualified  bedside  nurses;  and 

Whereas,  The  American  Medical  Associa- 
tion has  been  unsuccessful  in  promoting  the 
preservation  and  expansion  of  hospital  schools 
of  nursing;  now  therefore  be  it 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  delegates  to  the  American 
Medical  Association  introduce  a resolution  at 
the  July,  1969,  meeting  of  the  American  Medi- 
cal Association  mandating  the  American  Medi- 
cal Association  to  take  appropriate  positive 
action  designed  to; 

1.  Preserve  existing  hospital  schools  of 
nursing; 

2.  Improve  existing  hospital  schools; 

3.  Encourage  the  establishment  of  new 
hospital  schools;  and 

4.  Establish  liaison  with  the  American 
Nurses  Association,  National  Nursing  League, 
and  the  other  associations  necessary  for  effec- 
tive action  to  achieve  these  objectives. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  David  Kershner,  M.D., 
chairman. 

Your  committee  recommends  adoption  of  this 
resolution. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

69-87.  Use  of  Patient  Identification  Cards  in 
Billing  for  Medical  Services 

Introduced  by  Medical  Society  of  the  County  of 
Westchester 

Whereas,  Automated  patient  identifica- 
tion card  billing  is  an  accepted,  financially 
sound,  inexpensive  mechanism  for  charges  of 
all  types;  and 

Whereas,  The  medical  profession  has  not 
taken  advantage  of  the  efficiency  and  savings 
available  through  this  form  of  billing;  and 

Whereas,  The  American  Medical  Associa- 
tion has  declared  the  use  of  patient  identifi- 
cation cards  is  not  unethical;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  stand  that  the 
use  of  such  patient  identification  cards  is 
unethical. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

Your  reference  committee  reaffirms  the  stand 


of  the  1968  reference  committee  and  also  the 
action  of  the  House  of  Delegates  with  regard  to 
credit  cards  and,  therefore,  recommends  dis- 
approval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  reso- 
lution 69-87. 

69-25.  Participation  of  Community-Based  Physi- 
cians on  Hospital  Governing  Boards 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Voluntary  community  hospitals 
are  held  in  trust  for  the  community  they  serve 
by  members  of  their  governing  boards  or 
boards  of  trustees;  and 

Whereas,  It  is  imperative  that  these  gov- 
erning boards  be  sensitive  to  the  needs  of  the 
people  of  the  community;  and 

Whereas,  These  needs  are  often  best 
understood  by  physicians  who  have  deep 
roots  in  the  community,  having  committed 
themselves  to  live,  work,  and  render  service 
to  the  people  of  the  community;  and 

Whereas,  In  the  interest  of  the  people  of 
the  community  many,  but  not  all,  voluntary 
hospitals  have  given  adequate  representation 
to  practicing  community  physicians  on  their 
governing  boards  or  boards  of  trustees;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  voluntary 
hospitals,  the  Greater  New  York  Hospital 
Association,  and  the  New  York  State  Hospital 
Association  that  the  boards  of  trustees  or 
governing  boards  of  all  accredited  voluntary 
hospitals  have  outstanding  community-based 
practicing  clinicians  as  members  with  both 
voice  and  vote;  and  be  it  further 
Resolved,  That  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a resolution  at  the  next  meeting 
of  the  American  Medical  Association’s  House 
of  Delegates  in  July,  1969,  which  would  re- 
quest the  Joint  Commission  on  Hospital  Ac- 
creditation to  make  such  representation  a 
requirement  for  community  hospital  accredi- 
tation. 

69-39.  Physician  Representation  on  Hospital 
Governing  Boards 

Introduced  by  Medical  Society  of  the  County  of 
Essex 

Whereas,  Physicians  are  naturally  in  a 
unique  position  to  understand  the  problems 
facing  hospitals  in  the  care  of  the  sick;  and 
Whereas,  Hospitals  could  only  benefit 
from  having  physician  representation  on  their 
governing  boards;  and 

Whereas,  Lack  of  physician  representation 
on  many  hospital  governing  boards  has,  in 
the  past,  contributed  to  the  lack  of  under- 
standing between  medical  staff  members  and 
lay  boards;  and 

Whereas,  To  obtain  better  patient  care  it 
is  of  paramount  importance  for  physicians  to 
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have  a direct  vote  on  hospital  governing 
boards;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  every  effort  to  ob- 
tain physician  voting  representation  on  hos- 
pital governing  boards. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

These  resolutions  were  considered  jointly. 
Your  reference  committee,  after  making  many 
changes,  decided  to  recommend  a substitute 
resolution  entitled  “Participation  of  Com- 
munity-based Physicians  on  Hospital  Govern- 
ing Boards,”  as  follows: 

Whereas,  Voluntary  community  hospitals 
are  held  in  trust  for  the  community  they  serve 
by  members  of  their  governing  boards;  and 

Whereas,  The  medical  needs  of  the  com- 
munity are  better  understood  by  physicians 
who  have  committed  themselves  to  live,  work, 
and  render  service  to  the  people  of  the  com- 
munity; and 

Whereas,  In  the  interest  of  the  people  of 
the  community  some  voluntary  hospitals  have 
given  adequate  representation  to  practicing 
community  physicians  on  their  governing 
boards;  and 

Whereas,  A similar  resolution  has  been  ap- 
proved by  the  House  of  Delegates  of  the 
American  Medical  Association;  now  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  voluntary 
hospitals,  The  Greater  New  York  Hospital 
Association,  and  the  New  York  State  Hospital 
Association  that  governing  boards  of  all  ac- 
credited voluntary  hospitals  have  at  least  one 
community-based  practicing  physician  as  a 
member  with  voice;  and  be  it  further 

Resolved,  That  this  medical  representative 
be  chosen  by  election  by  the  medical  staff. 

The  House,  after  discussion,  voted  to  amend  this 
portion  of  the  reference  committee  report  by  delet- 
ing from  the  first  Resolved  of  the  substitute  resolu- 
tion the  words  “at  least  one”  and  substituting 
therefor  the  words  “adequate  numbers  of”  and  add- 
ing the  words  “and  vote”  after  the  word  “voice.” 
The  Resolveds  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  voluntary 
hospitals,  the  Greater  New  York  Hospital 
Association,  and  the  New  York  State  Hospital 
Association  that  governing  boards  of  all  ac- 
credited voluntary  hospitals  have  adequate 
numbers  of  community-based  practicing  phy- 
sicians as  members  with  voice  and  vote;  and 
be  it  further 

Resolved,  That  these  medical  representa- 
tives be  chosen  by  election  by  the  medical 
staff. 

The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended,  thereby  ap- 
proving the  substitute  resolution  as  amended. 


69-82.  Hospital  Inspections  for  Accreditation 

Introduced  by  Herkimer  County  Medical  So- 
ciety 

Whereas,  At  the  present  time  in  the  State 
of  New  York  all  hospitals  are  undergoing 
dual  inspections  for  accreditation,  that  is  one 
by  the  New  York  State  Department  of  Health 
and  one  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals;  and 

Whereas,  The  evaluators,  as  experienced 
by  the  hospitals  in  our  county  have  repeatedly 
contradicted  each  other  so  that  changes  that 
have  been  made  by  our  hospitals  to  conform 
with  the  criticisms  of  one  accreditation  evalu- 
ator have  had  to  be  undone  to  conform  with 
the  criticisms  of  the  other;  now  therefore  be 
it 

Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  introduce 
a resolution  at  the  July,  1969,  meeting  of  the 
American  Medical  Association  designed  to 
eliminate  multiple  inspections  and  substitute 
single  inspections  by  the  more  comprehensive 
accrediting  agency  in  each  state;  and  be  it 
further 

Resolved,  That  in  New  York  State  the 
accrediting  agency  be  the  Department  of 
Health. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  reference  committee  recommends  that 
this  resolution  be  amended  by  the  deletion  of  the 
last  Resolved  and  the  insertion  of  the  following 
substitute  first  Resolved: 

Resolved,  That  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  introduce  a 
resolution  at  the  July,  1969,  meeting  of  the 
American  Medical  Association,  designed  to 
take  appropriate  steps  to  improve  the  timing, 
coordination,  and  efficiency  of  inspection  pro- 
cedures by  the  New  York  State  Health  De- 
partment and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

69-84.  Evaluation  of  Small  Hospitals  for  Accredi- 
tation 

Introduced  by  Herkimer  County  Medical  So- 
ciety 

Whereas,  Many  of  the  small  hospitals 
(under  350  beds)  in  the  State  of  New  York  are 
staffed  solely  by  overworked  general  prac- 
titioners; and 

Whereas,  These  small  hospitals  provide 
necessary  and  competent  services  to  their 
surrounding  communities;  and 

Whereas,  The  evaluation  of  these  hospitals 
for  accreditation  is  not  primarily  concerned 
with  the  excellence  of  patient  care  but  rather 
with  the  comprehensiveness  of  the  medical 
records;  and 

Whereas,  The  requested  amount  of  “paper 
work”  requires  much  of  the  time  of  these  busy 
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practitioners  that  they  now  spend  more  time 
with  the  papers  than  they  do  with  their  pa- 
tients; and 

Whereas,  The  required  “paper  work”  con- 
tributes very  little  to  patient  care  but  rather 
subtracts  from  it  and,  furthermore,  is  in  the 
province  of  the  specialist  or  super-specialist; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  use  its  good  influence  to 
insure  that  accreditation  of  hospitals  be  based 
on  the  excellence  of  patient  care  and  that  some 
practical  consideration  with  regard  to  patient 
records  be  given  small  hospitals  by  accredi- 
tation evaluators. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  reso- 
lution 69-84. 

69-76.  Municipal  and  State  Hospitals  and  Private 
Patient  Care 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  At  the  present  time  physicians 
are  often  forbidden  to  receive  fee-for-service 
payments  for  the  care  of  patients  in  mu- 
nicipal or  State  hospitals;  and 

Whereas,  As  it  is  the  intent  of  Medicare 
and  Medicaid  to  provide  a personal-physician 
relationship  and  private  medical  care  for  its 
beneficiaries;  now  therefore  be  it 

Resolved,  That  all  licensed  attending  physi- 
cians on  the  staff  of  a State  or  municipal  hos- 
pital shall  be  permitted  to  use  the  facilities 
of  such  hospital  for  their  priviate  patients 
and  to  collect  fee-for-service  payments  for 
services  rendered  by  them  to  patients,  pro- 
vided the  physicians  adhere  to  the  rules  and 
regulations  of  these  institutions;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation to  secure  these  rights  and  privileges  for 
physicians. 

69-88.  Amendment  of  Section  130  of  the  General 
Municipal  Law  of  the  State  of  New  York  to  Permit 
Duly  Licensed,  Salaried  Physicians  Other  than 
Interns  and  Residents,  to  Collect  Fees  for  Medical 
Services  Rendered  to  Their  Private  Patients 
Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Section  130  of  the  General  Mu- 
nicipal Law  of  the  State  of  New  York  pro- 
hibits salaried  physicians  in  public  general 
hospitals  from  collecting  fees  from  private 
patients  treated  by  them  in  these  hospitals; 
and 

Whereas,  This  archaic  law  is  now  a serious 
obstacle  to  the  recruitment  and  the  retain- 


ment  of  professional  staff  in  these  hospitals; 
and 

Whereas,  The  restrictions  of  Section  130 
of  the  General  Municipal  Law  can  seriously 
compromise  educational  programs  in  these 
hospitals;  and 

Whereas,  This  law  involves  the  medical 
staff  of  28  hospitals  (exclusive  of  New  York 
City  Hospitals)  in  the  State  of  New  York; 
now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation to  amend  Section  130  of  the  General 
Municipal  Law  of  the  State  of  New  York  to 
permit  duly  licensed  physicians  employed  by 
public  general  hospitals  to  collect  and  retain 
fees  from  private  patients  for  medical  services 
rendered  by  them  in  hospitals  by  which  they 
are  employed  and  that  payment  for  such 
medical  services  shall  be  subject  to  the  pro- 
vision of  contracts  and  employment  agree- 
ments between  the  hospital  and  the  salaried 
physician. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

These  two  resolutions  were  considered  jointly. 
After  study  and  consultation  with  Counsel,  the 
committee  reviewed  Section  130  of  the  General 
Municipal  Law  of  the  State  of  New  York,  as 
follows: 

ssl30.  Admission  and  maintenance  of  pa- 
tients. “ . . . No  employee  of  such  hospital 
shall  accept  from  any  patient  thereof  any  fee, 
payment  or  gratuity  whatsoever  for  his  serv- 
ice. As  amended  L.  1966,  c.  697,  effective 
June  28,  1966. 

This  requires  a great  deal  of  study  and  deliber- 
ation, and  your  reference  committee,  therefore, 
recommends  that  these  resolutions  be  referred 
to  the  Council  for  study  and  implementation. 

The  House,  after  discussion,  voted  to  amend  this 
portion  of  the  reference  committee  report  by  chang- 
ing the  committee’ s recommendation  to  read  as 
follows:  “Your  reference  committee  recom- 

mends that  these  resolutions  be  approved  in 
principle  and  referred  to  the  Council  for  study 
and  implementation.”  The  House  then  voted  to 
adopt  this  portion  of  the  reference  committee 
report  as  amended. 

69-18.  Judicial  Council  of  AMA  to  Receive  All 
Complaints  on  Discrimination 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Discrimination  in  American 
Medical  Association  membership  because  of 
color,  creed,  race,  religion,  or  ethnic  origin  is 
prohibited  by  the  Association’s  Bylaws;  and 

Whereas,  Any  discrimination  which  inter- 
feres with  a physician’s  ability  to  pursue  his 
profession  to  the  best  of  his  ability  is  both  il- 
legal and  immoral;  and 

Whereas,  The  power  of  informed  public 
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opinion  remains  a strong  corrective;  now 
therefore  be  it 

Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed  to 
introduce  a resolution  at  the  next  meeting  of 
the  American  Medical  Association’s  House  of 
Delegates  in  July,  1969,  which  would  provide 
for  the  Judicial  Council  to  receive  all  com- 
plaints of  alleged  discrimination  from  physi- 
cians or  other  legitimate  sources;  and  be  it 
further 

Resolved,  That  the  resolution  introduced  by 
the  delegates  of  the  Medical  Society  of  the 
State  of  New  York  require  that  the  annual 
report  of  the  Judicial  Council  to  the  American 
Medical  Association’s  House  of  Delegates  enu- 
merate the  number  and  location  of  those  com- 
plaints where,  in  the  judgment  of  the  Judicial 
Council,  reasonable  doubt  exists  that  dis- 
crimination because  of  color,  creed,  race,  re- 
ligion, or  ethnic  origin,  may  be  present. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

Your  reference  committee  recommends  ap- 
proval of  the  following  substitute  resolution: 

Whereas,  Discrimination  in  a component 
society  of  the  American  Medical  Association 
because  of  color,  creed,  race,  religion,  or  ethnic 
origin  is  prohibited  by  the  Association’s  By- 
laws; and 

Whereas,  Any  discrimination  which  inter- 
feres with  a physician’s  ability  to  pursue  his 
profession  to  the  best  of  his  ability  is  both 
illegal  and  immoral;  and 

Whereas,  The  power  of  informed  public 
opinion  remains  a strong  corrective;  and 

Whereas,  The  Judicial  Council  of  the 
American  Medical  Association  is  already  em- 
powered to  receive  all  complaints  of  alleged 
discrimination;  now  therefore  be  it 

Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a resolution  at  the  next  meeting 
of  the  American  Medical  Association’s  House 
of  Delegates  in  July,  1969,  which  would  pro- 
vide for  the  Judicial  Council,  when  they  re- 
ceive complaints  of  alleged  discrimination,  to 
enumerate  the  number  and  location  of  those 
complaints  where,  in  the  judgment  of  the  Ju- 
dicial Council,  a reasonable  question  exists 
that  discrimination  because  of  color,  creed, 
race,  religion,  or  ethnic  origin  may  be  present. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby 
approving  the  substitute  resolution. 

69-78.  Participation  of  Voluntary  Staff  Physicians 
in  the  Determination  of  Professional  Policies  in 
Accredited  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Voluntary  hospitals  are  held  in 


trust  for  their  community  by  their  Boards  of 
Trustees;  and 

Whereas,  Some  voluntary  hospitals  have 
excluded  their  voluntary  staff  physicians  from 
meaningful  participation  and  responsibility  in 
advising  their  trustees  and  establishing  policy 
in  professional  matters  within  the  hospital; 
and 

Whereas,  Voluntary  staff  physicians 
usually  provide  the  majority  of  direct  care  to 
patients  in  hospitals;  now  therefore  be  it 

Resolved,  That  all  accredited  hospitals  shall 
be  required  to  have  medical  boards  composed 
of  physicians,  both  hospital-based  and  volun- 
tary, who  shall  be  elected  in  a democratic 
manner  by  the  entire  attending  staff  of  the 
hospital,  and  who  shall  advise  the  hospital 
trustees  directly  on  matters  requiring  medical 
judgment  and  skill,  and  devise  the  bylaws, 
rules,  and  regulations  of  the  professional  staff 
of  the  hospital;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York’s  delegates  to  the  Ameri- 
can Medical  Association  be  instructed  to  in- 
troduce a resolution  at  the  1969  annual 
meeting  to  request  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  make  this  com- 
position of  medical  boards  a prerequisite  for 
its  approval  of  hospitals. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  reference  committee  recommends  ap- 
proval of  the  resolution  with  the  following  sub- 
stitute first  Resolved: 

Resolved,  That  all  accredited  hospitals  shall 
be  required  to  have  medical  boards  which,  in 
addition  to  the  membership  required  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals, shall  be  composed  of  physicians,  hos- 
pital-based and  voluntary.  They  shall  be 
elected  in  a democratic  manner  by  the  entire 
attending  staff  of  the  hospital,  and  they  shall 
advise  the  governing  board  of  the  hospital  on 
policy  matters  requiring  medical  judgment 
and  skill  and  regarding  the  bylaws,  rules,  and 
regulations  of  the  professional  staff. 

The  House,  after  discussion,  voted  to  change  the 
substitute  first  Resolved  by  inserting  the  words 
“ and  Code  5 of  the  New  York  State  Hospital 
Code”  after  the  words  “ accreditation  of  hospitals.” 
The  substitute  first  Resolved  would  then  read: 

Resolved,  That  all  accredited  hospitals  shall 
be  required  to  have  medical  boards  which,  in 
addition  to  the  membership  required  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals and  by  Code  5 of  the  New  York  State 
Hospital  Code,  shall  be  composed  of  physi- 
cians, hospital-based  and  voluntary. 

They  shall  be  elected  in  a democratic  manner 
by  the  entire  attending  staff  of  the  hospital, 
they  shall  advise  the  governing  board  of  the 
hospital  on  policy  matters  requiring  medical 
judgment  and  skill  and  regarding  the  bylaws, 
rules,  and  regulations  of  the  professional  staff. 
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The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended,  thereby  ap- 
proving resolution  69  78  as  amended. 

69-79.  Fee-for-Service  Payment  for  Care  Ren 
dered  by  Hospital-Based  Salaried  Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Much  confusion  has  resulted  in 
the  payment  for  various  services  rendered  by 
hospital-based  salaried  physicians  by  third- 
party  payers;  and 

Whereas,  In  private  practice,  a personal 
physician-patient  relationship  is  fostered  by 
the  economic  dependence  of  the  physician  on 
his  patients;  and 

Whereas,  The  method  of  payment  for  pro- 
fessional services  rendered  for  the  direct  diag- 
nosis and  treatment  of  disease  has  important 
ethical  and  legal  implications  on  this  rela- 
tionship and  on  the  quality  of  medical  care 
rendered  to  the  individual  patients;  now 
therefore  be  it 

Resolved,  That  for  purposes  of  third-party 
remuneration,  including  Medicare  and  Medic- 
aid, treatment  of  patients  by  hospital-based 
salaried  physicians  should  be  on  a fee-for- 
service  basis,  with  fees  accruing  directly  to 
the  salaried  physicians  and  kept  separate  from 
monies  paid  for  administration,  research,  and 
educational  activities. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  committee  recommends  that  the  resolu- 
tion be  changed  as  follows:  (1)  The  word 

“attending”  be  inserted  between  the  words 
“salaried”  and  “physicians”  in  the  title,  the 
first  Whereas,  and  the  Resolved;  and  (2)  In 
the  Resolved  the  words  “usual  and  customary” 
be  inserted  before  the  words  “fee-for-service 
basis.”  The  Resolved  would  then  read  as 
follows: 

Resolved,  That  for  purposes  of  third-party 
remuneration,  including  Medicare  and  Medic- 
aid, treatment  of  patients  by  hospital-based 
salaried  attending  physicians  should  be  on  a 
usual  and  customary  fee-for-service  basis, 
with  fees  accruing  directly  to  the  salaried 
physicians  and  kept  separate  from  monies 
paid  for  administration,  research,  and  educa- 
tional activities. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
resolution  69-79  as  amended. 

69-91.  Immunity  from  Suits  for  Libel  and  Defa- 
mation of  Character  for  Investigation  and  Review 
Committee  Activities 

Introduced  by  First  District  Branch 

Whereas,  County  medical  societies  are 
being  requested  by  public  agencies  to  furnish 
advice  and  counsel  relative  to  allegations 
brought  by  those  agencies  and  involving  a 


physician  member  of  the  county  medical  so- 
ciety; and 

Whereas,  Physicians  serving  on  county 
medical  society  committees  investigating  the 
allegations  and  rendering  advice  and  counsel 
may  incur  legal  liability  for  their  advice  and 
decisions  and  thereby  become  subject  to  suit 
for  libel  or  defamation  of  character;  and 

Whereas,  County  medical  societies  spon- 
soring such  committees  may  also  incur  legal 
liability  in  discharging  this  public  responsi- 
bility; and 

Whereas,  A precedent  for  such  a “hold 
harmless”  clause  already  exists  for  utilization 
committee  members  (Chapter  659,  Laws  of 
1968)  and  under  the  Workmen’s  Compensa- 
tion Law;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation on  a State  level  to  grant  physicians  and 
county  medical  societies  immunity  from  suits 
for  libel  and  defamation  of  character  for  acts 
of  omission  or  commission  in  the  performance 
of  their  functions  in  rendering  advice  and 
counsel  to  public  agencies  following  their  in- 
vestigation of  allegations  involving  physician 
members  brought  by  the  public  agency. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  committee  recommends  that  wherever 
the  words  “public  agency”  or  “agencies”  ap- 
pear in  the  first  Whereas  and  the  Resolved 
the  words  “third  party”  or  “third  parties”  be  sub- 
stituted. The  Resolved  would  then  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation on  a State  level  to  grant  physicians 
and  county  medical  societies  immunity  from 
suits  for  libel  and  defamation  of  character  for 
acts  of  omission  or  commission  in  the  per- 
formance of  their  functions  in  rendering  ad- 
vice and  counsel  to  third  parties  following 
their  investigation  of  allegations  involving 
physician  members  brought  by  the  third 
party. 

The  House  voted  to  adopt  the  reference  commit- 
tee report,  thereby  adopting  resolution  69-91  as 
amended. 

69-75.  State  Medical  Society  to  Retain  Counsel  to 
Determine  the  Legality  of  Corporate  Practice  of 
Medicine 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Resolution  68-29,  “Adjudica- 
tion of  the  Legality  of  the  Practice  of  Medi- 
cine by  Hospital  Corporations,”  directed  the 
Council  “forthwith  to  appropriate  the  neces- 
sary funds  and  retain  special  legal  counsel  to 
seek  a final  authoritative  adjudication  of  the 
legality  of  the  practice  of  medicine  by  hos- 
pital corporations”;  and 

Whereas,  Such  direction  had  been  given  by 


June  1,  1969  / New  York  State  Journal  of  Medicine  1675 


the  House  to  the  Council  at  least  ten  years 
ago;  and 

Whereas,  The  membership  of  the  Medical 
Society  of  the  State  of  New  York  has  not  been 
advised  of  appropriate  action  taken  to  imple- 
ment resolution  68-29;  now  therefore  be  it 
Resolved,  That  this  House  of  Delegates  in- 
struct the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  forthwith  proceed 
with  the  implementation  of  this  directive  and 
mandate. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  reference  committee  recommends  that 
this  resolution  be  referred  to  the  Council  since 
it  is  already  in  the  final  stages  of  implementa- 
tion. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


69-52.  Legislation  Providing  Legal  Immunity  for 
Members  of  Utilization  Committees  and  Medical 
Societies 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Utilization  committees  are  man- 
dated by  law;  and 

Whereas,  Physicians  serving  on  such  com- 
mittees may  incur  legal  liability  for  errors  of 
judgment,  or  errors  due  to  inadvertence,  or  be 
subject  to  suit  for  libel  or  defamation  of  char- 
acter; and 

Whereas,  Medical  societies  sponsoring 
such  committees  may  also  incur  legal  liabil- 
ity in  discharging  their  public  responsibility; 
and 

Whereas,  A number  of  states  have  enacted 
statutes  granting  legal  immunity  to  physi- 
cians serving  on  utilization  committees  pro- 
viding they  act  in  “good  faith  and  without 
notice”;  and 

Whereas,  A precedent  for  such  a “hold 
harmless”  clause  already  exists  under  the 
Workmen’s  Compensation  Law;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation both  on  the  State  and  Federal  levels  to 
grant  physicians  and  medical  societies  im- 
munity from  suits  for  libel  and  defamation  of 
character  for  acts  of  omission  or  commission 
in  the  performance  of  their  functions  of  and 
on  utilization  committees. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 


69-9.  Revision  of  Article  28  of  the  New  York  State 
Public  Health  Law 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Article  28  of  the  New  York 
State  Public  Health  Law,  as  implemented  by 
the  New  York  State  Health  Department 
Code,  with  particular  reference  to  nursing 
homes,  health-related  facilities,  and  inde- 
pendent out-of-hospital  health  facilities  is 
now  in  effect;  and 

Whereas,  There  is  a real  question  as  to 
whether  or  not  some  of  the  regulations  of 
Article  28,  as  presently  implemented,  work 
to  the  advantage  of  the  patient;  and 

Whereas,  Some  of  these  regulations  seem 
to  complicate  needlessly  the  work  of  the 
physician  in  caring  for  his  patients;  and 
Whereas,  There  is  also  a question  as  to 
whether  or  not  some  of  the  regulations  are 
workable;  now  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  appoint  an 
ad  hoc  committee  composed  of  physicians 
knowledgeable  in  the  field  of  nursing  homes, 
health-related  facilities,  and  independent 
out-of-hospital  health  facilities,  which  com- 
mittee will  have  a majority  membership  of 
physicians  who  are  engaged  in  the  private 
practice  of  medicine;  and  be  it  further 

Resolved,  That  the  ad  hoc  committee  will  be 
charged  with  (1)  studying  Article  28  of  the 
New  York  State  Public  Health  Law  and  its 
implementation,  and  (2)  dealing  with  the 
New  York  State  Department  of  Health  to 
bring  out  such  changes  in  the  law  as  their 
study  may  show  to  be  advantageous. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  re- 

port was  presented  by  David  Kershner,  M.D., 
chairman. 

The  reference  committee  feels  that  this  resolu- 
tion requires  a great  deal  of  study  and,  there- 
fore, recommends  that  this  be  referred  to  the 
Council  for  study  and  implementation. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 

Proposed  Amendments  to 
Constitution  and  Bylaws 

Proposed  amendments  to  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  were  referred  to  the  House  Com- 
mittee on  Constitution  and  Bylaws  and  will  be 
acted  on  at  the  1970  annual  meeting  of  the 
House  of  Delegates. 

The  proposed  amendments  are  as  follows: 

69-2.  Amendments  to  Bylaws  to  Provide  for  Elec- 
tion of  District  Branch  Nominees  as  AMA  Dele- 
gates 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 
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Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at- 
large”  basis  from  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  district  branches  of  the 
State  Medical  Society  should  have  representa- 
tion in  order  to  assure  that  area  interests  are 
given  full  consideration  in  the  councils  of  our 
national  organization;  and 

Whereas,  Both  State  and  Federal  legisla- 
tive bodies  insure  local  representation  as  part 
of  the  democratic  process;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  elec- 
tion of  at  least  one  delegate  as  the  selection 
and  choice  of  each  district  branch  in  the 
Medical  Society  of  the  State  of  New  York,  by 
amending  the  Bylaws  as  follows: 

1.  Amend  Chapter  III,  Section  6,  of  the 

Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the  words 
“including  at  least  one  from  each  district 
branch  to  be  nominated  by  the  district 
branch,”  so  that  the  second  sentence  will  then 
read:  “Nominations,  including  at  least  one 

from  each  district  branch  to  be  nominated  by 
the  district  branch,  shall  be  made  for  not  less 
than  double  the  full  number  of  delegates  to  be 
elected,”;  and  in  the  next  portion  of  the 
sentence,  by  adding  the  words,  “such  number 
to  include  one  from  each  district  branch  as 
nominated  by  the  branch,”  so  that  por- 
tion of  the  sentence  will  then  read,  “and  the 
delegates  shall  be  declared  elected  in  the  order 
of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen,  such 
number  to  include  one  from  each  district 
branch  as  nominated  by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of  the 
Bylaws  by  adding  the  words,  “and  a nominee 
forelection  as  delegate  to  the  American  Medical 
Association,”  so  that  Section  1 will  then  read: 
“Each  district  branch  shall  elect  a president 
for  two  years  and  a district  delegate  to  the 
House  of  Delegates  for  two  years,  and  a nom- 
inee for  election  as  delegate  to  the  American 
Medical  Association.” 

69-5.  Amendment  to  Bylaws  to  Change  Term  of 
Office  of  Trustees 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  now  provide 
that  “no  person  shall  serve  more  than  one 
term  as  a Trustee”;  and 

Whereas,  The  Bylaws  also  provide  that 
“a  person  to  be  eligible  for  election  as  Trustee 
shall  have  served  at  least  two  years  as  an 
officer,  or  at  least  three  years  as  a Councillor, 
or  at  least  five  years  as  a member  of  the 
House  of  Delegates”;  and 

Whereas,  The  Trustees  are  the  financial 
and  investment  guardians  of  the  Society  and 
are  in  charge  of  all  property  including  trust 


funds  and  all  resolutions  or  recommendations 
of  the  House  of  Delegates  or  Council  pertain- 
ing to  expenditures  of  money  must  be  ap- 
proved by  the  Board  of  Trustees  before  the 
same  shall  become  effective;  and 

Whereas,  It  is  essential  that  the  Society 
have  the  benefit  of  the  experience  and  mature 
judgment  of  the  men  who  have  progressed 
over  the  years  through  the  ranks  of  various 
offices  such  as  delegate,  councillor,  and  officer; 
and 

Whereas,  Sound  long-term  financial  plan- 
ning requires  continuity  of  office;  now  there- 
fore be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Amend  Chapter  III,  Section  3, 

first  sentence  of  the  second  paragraph  by 
changing  the  word  “one”  to  “two”  so  that 
Chapter  III,  Section  3,  will  then  read  as  fol- 
lows: “No  person  shall  serve  more  than  two 

terms  as  a Trustee.” 

69-11.  Rescinding  of  Mandatory  AMA  Member- 
ship 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe,  Inc.,  is  on  record  in  sup- 
port of  voluntary  membership  in  the  Ameri- 
can Medical  Association;  and 

Whereas,  Mandatory  membership  in  the 
American  Medical  Association  is  a require- 
ment of  Medical  Society  of  the  State  of  New 
York  membership;  and 

Whereas,  The  strength  of  American 
medicine  is  in  the  unity  and  programs  of  the 
physicians  in  the  county  societies;  and 

Whereas,  Diversified  physician  member- 
ship in  medical  organizations  is  leading  to 
concern  over  the  multiplicity  of  associations, 
each  trying  to  speak  for  physicians,  and  each 
draining  the  strength  and  effectiveness  of  a 
unified  profession;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership  in 
the  Medical  Society  of  the  State  of  New  York 
by  amending  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  second  sentence, 

delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members  shall 

be  all  active  and  junior  members  in  good 
standing  of  the  component  county  medical 
societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Association” 
and  change  the  word  “their”  to  “its”  so  that 
the  sentence  will  then  read:  “A  member  ex- 

pelled from  his  component  county  society  or 
suspended  from  its  rights  and  privileges  shall 
likewise  be  expelled  or  suspended  for  the  same 
period  from  this  Society.” 
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69-12.  Listing  of  Physicians  in  Brochures  of 
Charitable  or  Nonprofit  Organizations 

Introduced  by  Joseph  G.  Zimring,  M.D.,  Chair- 
man, Committee  on  Ethics 

Whereas,  In  answering  certain  questions 
on  advertising,  the  Judicial  Council  of  the 
American  Medical  Association  refers  these 
matters  to  the  component  state  medical 
societies;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York,  in  turn,  refers  these  questions  to 
its  component  county  medical  societies;  and 
Whereas,  The  component  county  medical 
societies  repeatedly  ask  the  Committee  on 
Ethics  of  the  State  Medical  Society  for  some 
guidelines,  especially  when  the  question  in- 
volves the  listing  of  physicians  in  brochures  of 
charitable  or  nonprofit  organizations  or  local 
directories  of  limited  circulation;  and 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  on  Septem- 
ber 25,  1968,  approved  the  recommendation 
that  a paragraph  be  added  to  Section  4, 
Chapter  1,  of  the  Principles  of  Professional 
Conduct  which  would  permit  the  listing  of 
physicians  in  directories  of  limited  circulation 
issued  by  nonprofit  organizations;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  provide  the  necessary 
guidelines  to  aid  our  component  county 
medical  societies  to  make  proper  decisions  on 
the  question  of  listing  of  physicians  in  direc- 
tories of  limited  circulation  issued  by  chari- 
table or  nonprofit  organizations;  and  be  it 
further 

Resolved,  That  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  as  follows:  Amend 

Chapter  1,  Section  4,  by  adding  a third  para- 
graph as  follows: 

“The  listing  of  physicians  in  nonpro- 
fessional directories  or  brochures  of  limited 
circulation,  that  is,  church,  temple,  local 
club,  and  others,  which  are  nonprofit  or 
charitable  in  nature  and  according  to  regu- 
lations prescribed  by  the  county  medical 
society  involved,  shall  not  be  considered 
unethical  or  unprofessional.” 

69-13.  Physician  Ownership  of  Optical  Lens  Dis- 
pensing Shops  or  Pharmacies 

Introduced  by  Joseph  G.  Zimring,  M.D.,  Chair- 
man, Committee  on  Ethics 

Whereas,  In  recent  months  there  has  been 
an  increase  in  the  number  of  questions  con- 
cerning the  ownership  of  optical  lens  dispens- 
ing shops  by  ophthalmologists;  and 

Whereas,  In  some  instances  the  patient  is 
directed  to  certain  optical  lens  dispensing 
shops  by  the  ophthalmologist-owner  of  the 
shop;  and 

Whereas,  The  belief  that  the  principle  of 
free  choice  of  physician  should  also  apply  to 
the  choice  of  optical  lens  dispensing  shop  or  a 
pharmacy;  now  therefore  be  it 


Resolved,  That  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  as  follows:  Amend 

Chapter  1,  Section  6,  by  adding  to  the  first 
paragraph,  after  the  fourth  sentence,  the  fol- 
lowing: 

“An  ethical  doctor  of  medicine  shall  not 
have  a financial  interest  in,  own,  or  operate 
an  optical  lens  dispensing  shop  or  a phar- 
macy unless  it  is  established  to  the  satis- 
faction of  the  county  medical  society  in 
which  the  optical  lens  dispensing  shop  or 
pharmacy  is  located  or  is  to  be  located,  that 
there  is  no  optical  lens  dispensing  shop  or 
pharmacy  to  serve  the  public  within  a rea- 
sonable distance  of  the  patients’  homes.” 

69-32.  Amendments  to  Bylaws  to  Change  the 
Term  “Malpractice  Insurance”  ^“Professional 
Liability  Insurance” 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  The  modern  term  for  malprac- 
tice insurance  is  professional  liability  insur- 
ance; now  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Chapter  XI,  Section  2,  line  2,  by 

deleting  the  word  “malpractice”  and  sub- 
stituting the  words  “professional  liability,”  so 
that  Chapter  XI,  Section  2,  first  sentence,  will 
then  read:  “A  special  committee,  to  be 

known  as  the  Professional  Liability  Insurance 
and  Defense  Board,  shall  be  appointed  by  the 
president  with  the  approval  of  the  Council.” 

2.  Amend  Chapter  XI,  Section  2,  seventh 

sentence,  by  deleting  the  word  “malpractice” 
and  substituting  the  words  “professional 
liability”  so  that  Chapter  XI,  Section  2, 
seventh  sentence  will  then  read:  “It  shall  be 

the  duty  of  the  committee  to  study  and  super- 
vise, on  behalf  of  the  Society,  all  matters  hav- 
ing to  do  with  professional  liability  insurance 
and  defense.” 

69-68.  Substitution  of  Sturgis  Standard  Code  of 
Parliamentary  Procedure  for  Robert’s  Rules  of 
Order 

Introduced  by  Carl  Goldmark,  Jr.,  M.D.,  Secre- 
tary 

Whereas,  The  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York 
states  that  Robert’s  Rules  of  Order  is  to  be  the 
official  guide  for  the  proceedings  of  the  House 
of  Delegates;  and 

Whereas,  Robert’s  Rules  of  Order  does  not 
give  guidelines  for  organizations  making  use  of 
reference  committees  and  Sturgis  Standard 
Code  of  Parliamentary  Procedure  devotes  an 
entire  section  to  reference  committees;  now 
therefore  be  it 

Resolved,  That  Chapter  XV,  Section  4,  of 
the  Constitution  and  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  read:  “The  rules  contained  in  Sturgis 

Standard  Code  of  Parliamentary  Procedure 
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shall  govern  the  Society  and  the  House  of 
Delegates  in  all  cases  in  which  they  are  not 
inconsistent  or  in  conflict  with  the  Constitu- 
tion and  Bylaws  of  the  Society  or  the  standing 
or  special  rules  of  the  House  of  Delegates.” 

69-72.  To  Permit  Life  Membership  on  Reaching 
Age  Sixty 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  a physician  for  good  and  suffi- 
cient reasons  wishes  to  apply  for  life  member- 
ship before  attaining  the  age  of  seventy;  and 
Whereas,  The  applicant  will  derive  no 
income  from  the  practice  of  medicine;  and 
Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  as  presently 
constituted,  do  not  accommodate  this  proce- 
dure; now  therefore  be  it 

Resolved,  That  Chapter  1,  Section  6,  third 
line,  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 
After  the  word  “disabled,”  add  the  words  “or 
who  has  permanently  retired  from  active 
practice  and  receives  no  income  therefrom,” 
may  for  good  and  sufficient  reasons  apply  for 
life  membership;  and  be  it  further 

Resolved,  That  an  additional  sentence  be 
added  immediately  following  the  first  sentence 
to  read:  “Actions  taken  by  the  appropriate 

committee  of  the  County  Society  shall  be 
binding  on  the  applicant,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association.” 

69-73.  Rescinding  of  Mandatory  AMA  Member- 
ship by  Constitutional  Amendment 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement  that 
membership  in  the  American  Medical  Associa- 
tion be  mandatory  for  membership  in  the  Medi- 
cal Society  of  the  State  of  New  York  by  amend- 
ing the  Bylaws  of  the  Medical [Society^of  the 
State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  second  sentence,  de- 
lete the  words  “and  the  American  Medical  Asso- 
ciation,” so  that  the  sentence  will  then  read: 
“The  active  and  junior  members  shall  be  all  ac- 
tive and  junior  members  in  good  standing  of  the 
component  county  medical  societies”; 

2.  Section  2(c),  delete  the  second  paragraph; 

3.  Section  3,  first  sentence,  delete  the  words 

“or  the  American  Medical  Association”  and 
change  the  word  “their”  to  “its”  so  that  the 
sentence  will  then  read:  “A  member  expelled 

from  his  component  county  society  or  suspended 
from  its  rights  and  privileges  shall  likewise  be 
expelled  or  suspended  for  the  same  period  from 
this  Society.” 

69-94.  Amendment  to  Bylaws  to  Specify  Proce- 
dure for  Extending  the  Privilege  of  the  Floor  of  the 
House  of  Delegates  to  Nonmembers 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  Bylaws  of  the  Medical  Society 


of  the  State  of  New  York  do  not  specify  the 
manner  in  which  a nonmember  may  be  extended 
the  privileges  of  the  floor  of  the  House  of  Dele- 
gates; now  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by 
the  addition  to  Chapter  VIII  thereof  a Section  7 
to  read  as  follows: 

“The  privilege  of  the  floor  may  be  extended 
to  a nonmember  who  has  special  information 
pertinent  to  the  discussion  of  the  House  of 
Delegates.  The  request  must  be  made  by  a 
member  of  the  House  of  Delegates  and  the 
speaker  shall  make  a ruling  on  whether  or  not 
the  nonmember  is  to  be  heard.  If  there  are 
no  objections,  the  ruling  shall  stand  as  the 
unanimous  will  of  the  House.  If  there  is  a 
single  objection,  the  Speaker  shall  put  the 
matter  to  a vote  and  the  issue  shall  be  decided 
by  a majority  of  those  present  and  voting.” 

69-97.  Realignment  of  the  District  Branches 

Introduced  by  George  T.  C.  Way,  M.D.,  Chair- 
man, Committee  to  Explore  All  Aspects  of  the 
District  Branches 

Whereas,  The  current  district  branches 
have  been  in  existence  more  than  one  hundred 
years;  and 

Whereas,  Their  county  composition  has 
always  coincided  with  the  original  judicial 
districts  whose  primary  arrangement  de- 
pended on  the  lines  of  travel  for  the  circuit 
court  judge,  were  that  by  barge,  by  horse- 
back, or  by  stage  coach;  and 

Whereas,  During  the  past  five  years  the  Ad 
Hoc  Committee  to  Explore  All  Aspects  of  the 
District  Branches  has  reviewed  the  subject 
exhaustively;  and 

Whereas,  It  is  now  known  that  the  most 
effective  unit  of  health  planning  is  a multi- 
county or  regional  unit;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  wholly  and  completely  com- 
mitted to  total  involvement  in  the  health 
planning  process;  and 

Whereas,  The  State  of  New  York  has 
officially  promulgated  regional  areas  of  health 
planning;  and 

Whereas,  This  House  of  Delegates,  in 
regular  session  in  1968,  overwhelmingly 
directed  the  ad  hoc  committee  to  submit  for  its 
approval  a reconstituted  plan  for  the  district 
branches;  and 

Whereas,  The  ad  hoc  committee  has  rec- 
ommended following  the  county  distribution 
for  regional  areas  as  outlined  by  the  State  of 
New  York;  and 

Whereas,  The  ad  hoc  committee  realizes 
that  there  may  well  be  borderline  counties 
that  wish  to  establish  associations  other  than 
those  outlined  below;  and 

Whereas,  The  mechanism  whereby  this 
may  be  accomplished  by  the  House  of  Dele- 
gates is  described  in  Article  XI,  Section  3,  of 
the  Constitution;  and 

Whereas,  In  the  past  this  mechanism  has 
worked  easily  and  successfully;  and 
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Whereas,  The  1968  directive  of  this  House 
of  Delegates  to  amend  the  Constitution  and 
Bylaws  should  not  be  sabotaged  because  of  the 
objections  of  two  or  three  counties  which  have 
a mechanism  to  alter  their  district  branch 
associations;  now  therefore  be  it 

Resolved,  That  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New 
York  be  amended  to  read  as  follows: 

1.  Amend  Article  XI,  Section  1,  second 

sentence,  of  the  Constitution  entitled  “Dis- 
trict Branches”  by  changing  the  word  “nine” 
to  “seven”  so  that  Article  XI,  Section  1,  will 
then  read:  “The  membership  of  the  Society 

shall  be  divided  into  seven  district  branches  as 
follows.” 

2.  Amend  Article  XI,  Section  1,  first  line 
of  the  second  paragraph  by  changing  the  word 
“First”  to  “Metropolitan”  so  that  Article  XI, 
Section  1,  second  paragraph,  will  then  read: 
“The  Metropolitan  District  Branch  shall 
comprise  the  members  of  the  Medical  Soci- 
eties of  the  Counties  of  Bronx,  Kings,  New 
York,  Queens,  and  Richmond.” 

3.  Amend  Article  XI,  Section  1,  third 

paragraph,  by  changing  the  word  “second”  to 
“Long  Island”  so  that  Article  XI,  Section  1, 
third  paragraph,  will  then  read:  “The  Long 

Island  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the 
Counties  of  Nassau  and  Suffolk.” 

4.  Amend  Article  XI,  Section  1,  by  delet- 
ing the  fourth,  fifth,  sixth,  seventh,  eighth, 
ninth,  and  tenth  paragraphs  and  in  place 
thereof  substitute  the  following  paragraphs: 

The  Northeastern  District  Branch  shall 
comprise  the  members  of  the  Medical 
Societies  of  the  Counties  of  Franklin, 
Clinton,  Essex,  Hamilton,  Warren,  Fulton, 
Saratoga,  Washington,  Montgomery,  Al- 
bany, Schenectady,  Rensselaer,  Otsego, 
Schoharie,  Delaware,  Greene,  and  Columbia. 

The  Central  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  St.  Lawrence,  Herkimer, 
Lewis,  Jefferson,  Oswego,  Oneida,  Madison, 
Cayuga,  Onondaga,  Cortland,  Chenango, 
Tompkins,  Tioga,  and  Broome. 

The  Ontario  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Orleans,  Monroe,  Wayne, 
Seneca,  Ontario,  Livingston,  Yates,  Schuy- 
ler, Chemung,  Steuben,  and  Allegany. 

The  Western  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Niagara,  Genesee,  Erie, 
Wyoming,  Cattaraugus,  and  Chautauqua. 

The  Mid-Hudson  District  Branch  shall 
comprise  the  members  of  the  Medical 
Societies  of  the  Counties  of  Dutchess, 
Ulster,  Sullivan,  Orange,  Putnam,  Rock- 
land, and  Westchester. 

5.  Amend  Chapter  XIII,  Section  4,  second 
and  third  lines,  of  the  Bylaws  by  adding  the 
following  words  “on  a regional  basis  the  pur- 
poses and  programs  of  organized  medicine  as 
exemplified  by  the  Medical  Society  of  the 


State  of  New  York;  to  represent  the  medical 
profession  in  those  regional  activities  which 
may  pertain  to  matters  of  health;  to  potentiate 
and  coordinate  the  activities  of  the  medical 
societies  of  those  counties  within  its  geo- 
graphic area;  to  promote”  after  the  word 
“promote”;  by  deleting  the  comma  and  the 
words  “and  other”  after  the  word  “cultural,” 
and  adding  a semicolon  and  deleting  the 
words  “within  the  district”  after  the  word 
“profession”  so  that  Chapter  XIII,  Section  4, 
will  then  read:  “The  objects  of  the  district 

branches  shall  be  to  promote  on  a regional 
basis  the  purposes  and  programs  of  organized 
medicine  as  exemplified  by  the  Medical 
Society  of  the  State  of  New  York;  to  repre- 
sent the  medical  profession  in  those  regional 
activities  which  may  pertain  to  matters  of 
health;  to  potentiate  and  coordinate  the 
activities  of  the  medical  societies  of  those 
counties  within  its  geographic  area;  to  pro- 
mote the  scientific,  social,  and  cultural  interest 
of  the  medical  profession;  and  to  cooperate 
with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that 
body  may  advise.” 

Elections 

Tellers 

Tellers  were  the  following: 

James  A.  Moore,  Albany,  Chairman 
Philip  J.  Hust,  Delaware 
Wayne  C.  Tern  pier,  Steuben 
Charles  M.  Kapp,  Bronx 
Louis  J.  Wagner,  Rockland 

. . Speaker  Himler  announced  that,  under 
the  supervision  of  the  tellers,  members  of  the 
staff  would  count  the  ballots. . . 

Nominations 

. . .Speaker  Himler  introduced  Frederick  A. 
Wurzbach,  Jr.,  M.D.,  chairman,  who  presented 
the  report  of  the  Nominating  Committee  as 
follows: 

President 

Walter  T.  Heldmann,  Richmond 
President-Elect 

Walter  Scott  Walls,  Erie 
Vice-President 

Alfred  A.  Angrist,  Queens 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 

Joseph  G.  Zimring,  Nassau 
Treasurer 

Thomas  F.  McCarthy,  Bronx 
Assistant  Treasurer 

Albert  M.  Schwartz,  New  York 
Speaker 

George  Himler,  New  York 
Vice-Speaker 

John  H.  Carter,  Albany 
Councillors  ( four  for  three  years ) 

Lynn  R.  Callin,  Monroe 
Irving  L.  Ershler,  Onondaga 
Warren  A.  Lapp,  Kings 
Bernard  J.  Pisani,  New  York 
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Trustees  ( two  for  five  years ) 

Edward  C.  Hughes,  Onondaga 
Waring  Willis,  Westchester 
Delegates  to  the  A MA 
Lawrence  Ames,  Kings 
James  M.  Blake,  Schenectady 
Charles  M.  Brane,  Westchester 
Max  Cheplove,  Erie 
Paul  M.  De  Luca,  Broome 
Albert  H.  Douglas,  Queens 
Ralph  S.  Emerson,  Nassau 
Walter  F.  Harrison,  Jr.,  Warren 
Walter  T.  Heldmann,  Richmond 
Milton  Helpem,  New  York 
George  Himler,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
Herbert  A.  Laughlin,  Chautauqua 
Andrew  W.  Lawrence,  Suffolk 
William  J.  McAuliffe,  Cortland 
Thomas  F.  McCarthy,  Bronx 
Robert  A.  Moore,  Kings 
Jason  K.  Moyer,  Broome 
John  J.  Noonan,  Rensselaer 
Felix  Ottaviano,  Madison 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 
Philip  M.  Standish,  Ontario 
John  A.  Vosburgh,  Greene 
C.  Stewart  Wallace,  Tompkins 


Balloting 

. . .The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary,  treas- 
urer, assistant  treasurer,  speaker,  vice-speaker, 
councillors  (four  for  three  years),  and  trustees 
(two  for  five  years)  were  unopposed  and  were 
elected  by  a single  ballot  cast  by  the  secre- 
tary. . . 

. . . Assistant  Secretary  Zimring  called  the 
official  roll  for  the  following  members  of  the 
House  to  cast  their  ballots: 


Officers,  Councillors,  Trustees 


Edward  C.  Hughes 
Walter  T.  Heldmann 
Felix  Ottaviano 
Carl  Goldmark,  Jr. 
Joseph  G.  Zimring 
Thomas  F.  McCarthy 
Albert  M.  Schwartz 
George  Himler 
John  H.  Carter 
John  M.  Galbraith 
Irving  L.  Ershler 
Joseph  J.  Kaufman 
Bernard  J.  Pisani 
Warren  A.  Lapp 

Past  Presidents 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Carlton  E.  Wertz 
Edward  T.  Wentworth 


G.  Rehmi  Denton 
Ralph  S.  Emerson 
Swen  L.  Larson 
Walter  Scott  Walls 
Arthur  H.  Diedrick 
John  Edward  Lowry 
Edward  Siegel 
C.  Stewart  Wallace 
Waring  Willis 
John  F.  Kelley 
William  L.  Wheeler,  Jr. 
James  M.  Blake 
George  A.  Burgin 
Frederick  A.  Wurzbaeh, 
Jr. 


Andrew  A.  Eggston 
Renato  J.  Azzari 
Thurman  B.  Givan 
Henry  I.  Fineberg 
Norman  S.  Moore 


Commissioner,  New  York  State  Department 
of  Health 


Hollis  S.  Ingraham 


District  Branch  Delegates 


Marvin  Brown 
Francis  X.  Dever 
John  T.  Donovan,  Jr. 
Leonard  L.  Heimoff 


Orville  L.  Henderson 
Otho  C.  Hudson 
Sidney  N.  Miller 
Jason  K.  Moyer 


Charles  M.  Smith 


Section  Delegates 
David  W.  Brewer 
Thomas  S.  Bumbalo 
John  J.  Clemmer 
Thomas  J.  Doyle 
Henry  Fleck 
Jack  J.  Goldman 
Merton  C.  Hatch 
Irvin  Klein 
Philip  H.  Landers 
Arthur  J.  Lapovsky* 
Frederick  Lee  Liebolt 
Samuel  H.  Madell 


A.  W.  Martin  Marino, 
Jr. 

Alfred  M.  Markowitz 
H.  Easton  McMahon 
Arthur  Q.  Penta 
Joseph  J.  Russo 
Bernard  B.  Siegel 
William  J.  Staubitz 
Rudolf  H.  Steinharter 
Joseph  A.  Tamerin 
Victor  J.  Tofany 
John  R.  Williams,  Jr. 


Delegates  From  Component  County  Societies 


Albany  U) 

Gerald  B.  Austin 
James  A.  Moore 
John  J.  Phelan,  Jr. 
Francis  A.  Stephens 
Allegany  (1) 

Irwin  Felsen 
Bronx  (IS) 

Carl  R.  Ackerman 
Marcelle  T.  Bernard 
Charles  M.  Kapp 
Frank  LaGattuta 
Samuel  Lieberman 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Frances  Siegel  t 
Isidore  Stemlieb 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 
Broome  (3) 

Sterling  W.  Boyd 
Paul  M.  De  Luca 
John  A.  Kalb 
Cattaraugus  ( 1 ) 

James  F.  Durkin 
Cayuga  ( 1 ) 

Bernard  J.  Hartnett 
Chautauqua  (.2) 

Herbert  A.  Laughlin 
Garra  L.  Lester 
Chemung  ( 2 ) 

R.  Scott  Howland 
Henry  B.  Marshall 
Chenango  ( 1 ) 

Thomas  M.  Flanagan 
Clinton  ( 1 ) 

Leonard  J.  Schiff 


Columbia  (1) 

Rose  well  D.  Shaw 
Cortland  ( 1 ) 

William  J.  McAuliffe 
Delaware  ( 1 ) 

Philip  J.  Hust 
Dutchess  (S) 

H.  Sherman  Hirst 
Martin  G.  Koloski 
George  T.  C.  Way 
Erie  ( 9 ) 

John  C.  Brady 
Max  Cheplove 
George  L.  Collins,  Jr. 
James  H.  Cosgriff,  Jr. 
Kenneth  H.  Eckhert 
Herbert  E.  Joyce 
Edward  C.  Rozek 
Joseph  R.  Saab 
Clarence  Straubinger 
Essex  ( 1 ) 

Earl  A.  Munyan,  Jr. 
Franklin  (1) 

Alfred  A.  Hartmann 
Fulton  ( 1 ) 

Armand  J.  D’Errico 
Genesee  ( 1 ) 

Alfred  L.  George 
Greene  (1) 

Edwin  G.  Mulbury 
Herkimer  ( 1 ) 

Harold  T.  Golden 
Jefferson  ( 1 ) 

Thomas  P.  Hamilton 
Kings  (S3) 

Lawrence  Ames 
Norman  S.  Blackman 


* Alternate  delegate,  voted  for  Wilfred  Dorfman,  delegate, 
t Alternate  delegate,  voted  for  Alan  L.  Goldberg,  delegate. 


June  1,  1969  / New  York  State  Journal  of  Medicine  1681 


Matthew  Brody 
Philip  J.  Cantor 
Leo  S.  Drexler 
John  J.  Flynn 
Vincent  J.  Geraci* 
Alfred  P.  Ingegno 
David  Kershner 
Vincent  A.  Lacovara 
Adrian  C.  Lamos 
George  Liberman 
Harry  S.  Lichtman 
Martin  Markowitz 
Bentley  D.  Merrim 
Robert  A.  Moore 
Irving  M.  Pallin 
Ralph  M.  Schwartz 
John  H.  Shelley* 
Milton  B.  Spiegel 
Stanley  Stark 
Leo  J.  Swirsky 
Vincent  J.  Tesoriero 
Lewis  (1) 

Louis  A.  Avallone 
Livingston  ( 1 ) 

John  W.  Stollt 
Madison  ( 1 ) 

Theodore  J.  Prowda 
Monroe  ( 6 ) 

Lynn  R.  Callin 
William  B.  Forsyth 
Gerald  L.  Glaser 
Eh  A.  Leven 
John  H.  Morton 
Charles  D.  Sherman,  Jr. 
Montgomery  ( 1 ) 

Hilbert  Ziskin 
Nassau  (IS) 

John  A.  Billows 
Clement  J.  Boccalini 
Jeff  J.  Coletti 
Abraham  W.  Freireich 
John  P.  Glaubitz 
Frank  M.  Green 
Marjorie  H.  Greene 
Robert  P.  Jessup 
Joseph  H.  Kinnaman 
Reginald  R.  Steen 
Paul  H.  Sullivan 
H.  Lawrence  Sutton 
New  York  (So) 

Edgar  P.  Berry 
Edward  A.  Burkhardt 
George  S.  Craft 
James  T.  Daniels 
C.  Joseph  Delaney 
Gerald  D.  Dorman 
Lawrence  Essenson 
John  A.  Finkbeiner 
William  H.  Foege 
Samuel  Z.  Freedman** 
Stanley  H.  Green wald 


Keith  O.  Guthrie,  Jr. 
Milton  Helpern 
Clarence  W.  Hogans 
W.  Graham  Knox 
Thomas  K.  Lammert 
John  A.  Lawler 
Julia  V.  Lichtenstein 
Donald  B.  Louria 
Vaughan  C.  Mason 
William  B.  Rawls 
Guy  F.  Robbins 
George  M.  Saypol 
Mary  H.  Spalding 
Aaron  O.  Wells 
Niagara  ( 3 ) 

Glenn  E.  Jones 
William  R.  Lewis 
William  C.  Stein,  Jr. 
Oneida  (3) 

Clarke  T.  Case 
Robert  H.  Cross 
Robert  B.  Wallace 
Onondaga  (5) 

Robert  B.  Bryant 
Robert  J.  Collins 
Richard  D.  Eberle 
Louis  G.  Fournier 
Charles  A.  Gwynn 
Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 
Orange  (3) 

John  D.  Van  Zandttt 
Orleans  ( 1 ) 

Kenneth  J.  Clark 
Oswego  (1) 

Marcus  A.  Wuerschmidt 
Otsego  ( 1 ) 

John  W.  Latcher 
Putnam  ( 1 ) 

Garrett  W.  Vink 
Queens  (16) 

Alfred  A.  Angrist 
Sol  Axelrad 
Angelo  R.  Bologna 
Lester  J.  Candela 
Thomas  M.  D’Angelo 
Albert  H.  Douglas 
Franz  L.  Ebstein 
Harry  H.  Epstein 
John  L.  Finnegan 
Norton  M.  Luger 
Hilda  Ratner*** 

Ralph  E.  Schlossman 
Kurt  Rosenberg*** 
Lester  R.  Tuchman 
William  E.  F.  Werner 
Ezra  A.  Wolff 
Rensselaer  (2) 

John  J.  Noonan 
Thomas  D.  Pemrickttt 


Richmond  (3) 

Albert  B.  Accettola 
William  A.  Schwarz 
Joseph  F.  Shanaphy 
Rockland  (3) 

Sheldon  B.  Adler 
Burton  Allyn 
Mark  S.  Masch 
St.  Lawrence  (1) 

Maurice  J.  Elder 
Saratoga  (1) 

Russell  B.  Peacock 
Schenectady  (3) 

John  L.  Clowe 
Robert  P.  Coolidge 
Milton  F.  Gipstein**** 
Schoharie  (1) 

John  H.  Wadsworth 
Schuyler  (1) 

Fritz  Landsberg 
Seneca  (1) 

David  L.  Koch 
Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 
Suffolk  (6) 

Daniel  Friedman 
Milton  Gordon 
Andrew  W.  Lawrence 
George  E.  Leone 
Stuart  L.  Scheiner 
William  C.  Porter, 
Jr.tttt 


Sullivan  (1) 

Sirkka  E.  Vuornos 

Tioga  (1) 

George  F.  Pritchard 

Tompkins  (2) 

Stephen  W.  Blatchly 
George  G.  McCauley 

Ulster  (2) 

Milton  M.  Grover,  Jr. 
Edward  F.  Shea 

Warren  (1) 

Walter  F.  Harrison,  Jr. 

Washington  (1) 

Milton  J.  Greenberg 

Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

Charles  M.  Brane 
John  N.  Dill 
Robert  E.  Healy 
Reid  R.  Heffner 
V.  James  Manzella***** 
Eugene  Moskowitz 
Wallace  M.  Sheridan 
Russell  C.  Johnson**** 

Wyoming  (1) 

Paul  A.  Burgeson 

Yates  (1) 

Vincas  Sirmenis 


Report  of  Tellers 

. . . Speaker  Himler  called  on  James  A.  Moore, 
chairman,  to  give  the  report  of  the  tellers,  as 
follows: 


Delegates  to  the  AM  A 

James  M.  Blake 234 

Ralph  S.  Emerson 234 

Herbert  Q.  Laughlin 229 

Walter  T.  Heldmann 206 

Warren  A.  Lapp 198 

Charles  M.  Brane 195 

C . Stewart  W allace 194 

Albert  H.  Douglas 192 

Edward  C.  Hughes 179 

Charles  D.  Sherman,  Jr 170 

George  Himler 142 

Lawrence  Ames 136 

R.  Scott  Howland 136 

Bernard  J.  Pisani 135 

. . . These  14  were  declared  elected  as  delegates 
to  the  AM  A,  their  two-year  terms  of  office  start 
on  January  1,  1970.  . . 

Milton  Helpern 130 

Andrew  W.  Lawrence Ill 

William  B.  Rawls 94 

Felix  Ottaviano 81 

Max  Cheplove 74 


****  Alternate  delegate,  voted  for  Herbert  J.  Wright,  Jr., 
delegate. 

tttt  Alternate  delegate,  voted  for  John  L.  Sengstack,  dele- 
gate. 

*****  Alternate  delegates,  voted  for  Francis  T.  Rogliano 
and  Maurice  L.  Woodhull,  delegates. 


* Alternate  delegates,  voted  for  Max  B.  Milberg  and 
Louis  Pellman,  delegates. 

t Alternate  delegate,  voted  for  James  M.  Judd,  delegate. 
**  Alternate  delegate,  voted  for  Barbara  F.  Lipton,  delegate, 
ft  Alternate  delegate,  voted  for  William  S.  Montgomery, 
delegate. 

***  Alternate  delegates,  voted  for  Irving  G.  Frohman  and 
Peter  V.  Gugliuzza,  delegates. 

ttfAltemate  delegate,  voted  for  Allen  G.  Gilford,  delegate. 
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Philip  M.  Standish 56 

John  J.  Noonan 46 

Robert  A.  Moore 26 

Paul  M.  De  Luca 16 

Thomas  F.  McCarthy 9 

Walter  T.  Harrison,  Jr 3 

John  A.  Vosburgh 1 

William  J.  McAuliffe 0 

Jason  K.  Moyer 0 


...These  14  were  declared  elected  alternate 
delegates  to  the  AMA,  their  two-year  terms  of 
office  to  start  on  January  1,  1970.  . . 

Introduction  of  President-Elect 

. . .Speaker  Himler  introduced  the  new 
president-elect,  Walter  Scott  Walls,  who  ad- 
dressed the  House  as  follows: 

You  have  indeed  conferred  a high  honor  on 
me  in  choosing  me  president-elect.  I am  deeply 
mindful  of  the  trust  and  confidence  you  have 
placed  in  me.  I pledge  that  I will  do  my  best 
to  carry  out  the  duties  of  this  office  and  to  assist 
in  every  way  possible  our  present  president,  Wal- 
ter T.  Heldmann. 

My  sincere  thanks  to  you  all  for  the  privilege 
of  serving  you. 

Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Himler  thanked  the  convention 
committees  and  the  members  of  the  staff  who 
had  worked  so  hard  at  the  convention,  as  fol- 
lows: 

Henry  I.  Fineberg,  M.D.,  executive  vice- 
president;  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president  and  convention  co- 
ordinator; Eugene  S.  Dombrowski,  comptroller 
and  assistant  convention  coordinator;  George 
W.  Forrest,  Jr.,  assistant  to  the  executive  vice- 
president  and  dinner  dance  coordinator. 

House  of  Delegates:  Gretchen  Wunsch,  execu- 
tive assistant;  Mary  T.  Politano,  coordinator; 
Samuel  Pakula,  stenotypist;  Judy  Epstein, 
Alice  Wheeler,  Catherine  H.  Renze,  Roslyn 
Schmetterling,  Dorothy  Smith,  Elizabeth  Hirsh, 
Marion  Lee,  Sally  Browne,  Lillian  Stekas,  Olga 


Mielke,  Dorothy  Hart,  Dorothy  Harmon,  and 
Pamela  Roth,  secretarial  and  workroom  staff; 
Charles  Struzinski,  production  coordinator  and 
Theodore  White,  Woodrow  Huntley,  and  Cleve- 
land Welsh,  staff;  Mary  Singer,  registration 
coordinator,  and  Beatrice  Duckfield,  Eileen 
Cronnelly,  Florence  Kaczmarick,  and  Florence 
Gallagher,  staff;  Deanna  Basta,  Susan  Roberts, 
and  Shirley  Wallach,  information  and  messages. 

Press  Room : Guy  D.  Beaumont,  director, 

Division  of  Communications,  and  Richard 
Klemfuss,  Martin  J.  Tracey,  William  M. 
Callinan,  Coleman  Fineberg,  Harry  Dexter, 
Gerald  Sullivan,  William  Baltaks,  staff;  also 
Diane  Mountford,  Helen  Hickey,  Thomas 
Walsh,  Bess  Kurzner,  and  Carole  Weisenberg. 

General  Convention:  Camille  M.  Cunningham, 
technical  exhibits  coordinator,  and  Cathleen 
Thayer  and  Florence  Rania;  Mollie  Pesikoff, 
scientific  program  coordinator,  and  Florence 
Friedman;  Robert  Miller  and  Jack  O’Brien, 
general  registration  coordinators  with  Evelyn 
De  Marco. 

Exhibit  Booths:  Frances  E.  Casey,  Elizabeth 

C.  Smith,  Jana  Lipinski,  and  Florence  Tracy, 
Journal  and  Directory ; Evelyn  G.  Clark, 
Physicians  Placement  Bureau;  and  Clementine 
Tompson,  Medical  Care  Insurance. 

Convention  Committees:  Bernard  J.  Pisani, 

general  chairman  and  scientific  program;  Arthur 
H.  Diedrick,  dinner  dance;  Albert  H.  Douglas, 
scientific  exhibits;  and  William  B.  Rawls, 
technical  exhibits. 

The  Americana:  Robert  Keilt,  James  Heim- 

baugh,  Stephen  Gold,  and  the  group  of  house- 
men and  staff  who  did  all  they  could  to  help 
us. 

Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to 
Speaker  Himler  and  Vice-Speaker  Carter  for 
their  just  and  excellent  handling  of  the  meet- 
ing. . . 

Adjournment 

. . .Speaker  Himler  adjourned  the  House  at 
11:20  a.m.  on  Thursday,  February  13,  1969, 
sine  die . . . 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  8,  through  WEDNESDAY,  FEBRUARY  11 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Farrar,  George  E.,  Jr.,  M.D.,  page  1485 
Gardiner,  Norman  H.,  M.D.,  page  1485 
Kustrup,  John  F.,  M.D.,  page  1485 
See  also:  Representatives  of  Other  State 

Medical  Associations 
Gursel,  Erol,  M.D.:  see  Awards 

Hard  of  Hearing  and  the  Deaf:  Report,  page 

1584 

Health  Aspects  of  Ionizing  Radiation:  Report, 

page  1585 

Health  Care  System  Study:  see  President- 

Elect 

Health  Insurance 

Allowance  for  Outpatient  Medical  Services  in 
Proposed  Health  Security  Act  (69-29), 
page,  1505 

Compulsory  Health  Insurance  Legislation 
(69-31),  page  1505 

Guiding  Principles  re  Delivery  of  Medical 
Care  Services  (69-71),  page  1509 
Insurance  Claim  Forms  to  Show  Physicians’ 
Usual  Charges  (69-33),  page  1506 
Proposed  Law:  Report,  page  1502 

Voluntary  Health  Insurance  in  New  York 
State  (69-65),  page  1507 
See  also:  Legislation,  State 

Health  Planning 

Advisory  Committee,  page  1600 
Area  Conferences,  page  1600 
Comprehensive:  Report,  page  1599 

Council,  Special  Meeting,  page  1601 
State  Planning  Commission,  page  1601 
See  also:  Legislation,  Federal,  President 
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Health  Manpower:  Report,  page  1585 

See  also:  Rural  Medical  Service 

Health  Professional  Schools:  see  Health  Man- 

power 

Health  Related  Facilities  Code  (69-53),  page 
1576 

Health  Resources  Commission:  see  Health 

Manpower 

Heldmann,  Walter  T.,  M.D.,  see  President- 
Elect 
Hospitals 

Accreditation 

Evaluation  of  Small  Hospitals  for  Accredi- 
tation (69-84),  page  1672 
Hospital  Inspections  for  Accreditation 
(69-82),  page  1672 

Participation  of  Voluntary  Staff  Physicians 
in  Determination  of  Professional  Policies 
in  Accredited  Hospitals  (69-78),  page 
1674 

Code:  see  New  York  State  Hospital  Code 

Community  Medicine  on  a Fee-for-Service 
Basis  (69-26),  page  1569 
Epidemiology:  see  Preventive  Medicine 

House  Staff  Physicians  and  MSSNY  (69-22), 
page  1539 

Teaching,  Patients  in  (69-24),  see  Medicare 
and  Medicaid 

Physician  Representation  on  Hospital  Govern- 
ing Boards  (69-39),  page  1671 
Participation  of  Community-Based  Physi- 
cians on  Hospital  Governing  Boards  (69- 
25),  page  1671 

Municipal  and  State  Hospitals  and  Private 
Patient  Care  (69-76),  page  1673 
State  Medical  Society  to  Retain  Counsel  to 
Determine  the  Legality  of  Corporate 
Practice  of  Medicine  (69-75),  page  1675 
Hospital  and  Professional  Relations:  Report, 

page  1664 

Hospital-Based  Physicians:  Report,  page  1665 

See  also:  Hospital  Accreditation,  Fees 

“Hot  Line”:  Secondary  Licensure  (69-80), 

page  1613,  see  Public  Relations 
House  of  Delegates 

Adjournment,  page  1683 
Credentials:  Report,  page  1477 

Invocation,  page  1477 

Memorial  Tribute  (Deceased  Members),  page 
1477 

Minutes  (1968)  Approved,  page  1478 
National  Anthem,  page  1477 
New  Members:  Introduction,  page  1477 

Privilege  of  Floor:  see  Constitution  and 

Bylaws,  Amendments  Proposed  and 
Amendments  Disapproved 
Reference  Committees,  page  1478 
Referral  of  Reports  and  Supplementary 
Reports,  page  1479 

Hughes,  Edward  C.,  M.D.,  see  President 

Ionizing  Radiation:  see  Health  Aspects  of 

Ionizing  Radiation 

Incoming  President-Elect:  Introduction  of, 

page  1683 

Infectious  Diseases:  see  Preventive  Medicine 

Information,  Department  of:  see  Public  Rela- 

tions 


Injury  Prevention:  see  Accident  and  Injury 

Prevention 

Insurance  Claims  Review:  see  Mediation  and 

Insurance  Claims  Review 
Insurance  Company  Request  re  Driver  Fitness: 
see  Accident  and  Injury  Prevention 
Investigational  Drugs  and  the  Nurse:  see 

N ursing 

Intermediaries:  see  Medicare 

Joint  Commission  on  Accreditation  of  Hospi- 
tals: see  Hospitals 

Joint  Position  Statement,  MSSNY  and  NYS- 
NA:  see  Nursing 

Journal 

Advertising  Sales,  Report  on,  page  1542 
Distinguished  Service  Awards:  see  Awards 

Editor’s  Report,  page  1540 
Redway  Medal:  see  Awards 

Judicial  Council,  AMA:  see  Discrimination 

Judicial  Council:  Report,  page  1537 

Kustrup,  John  F.,  M.D.:  see  Guests 

Labor  Health  Facilities:  Report,  page  1501 

Legal  Counsel:  Report,  page  1514 

Legislation  Information  Center,  pages  1646, 
1650 

Legislation,  Federal:  Reports,  pages  1644, 

1646 

Legislation,  State 

Closer  Consultation  Between  MSSNY  and 
State  Legislators  (69-7),  page  1659 
Criteria  for  Revision  of  Abortion  Laws  (69- 
96),  page  1660 
Reports,  pages  1648,  1651 
Therapeutic  Abortion  and  Repeal  of  All 
Abortion  Laws  (69-38),  page  1660 
Legislators,  New  York  State,  Closer  Consulta- 
tion with  (69-7),  page  1659,  see  Legislation, 
State 

Life  Members:  see  Secretary 

Listing  of  Physicians  in  Nonprofessional  Direc- 
tories or  Brochures  of  Limited  Circulation: 
see  Ethics 

Malpractice  Insurance  and  Defense  Board: 
Report,  page  1511 

Malpractice  Insurance:  see  Constitution  and 

Bylaws,  Amendments  Proposed,  Legal  Coun- 
sel 

Malpractice  Screening  Committee,  Joint  Medi- 
cal Society-Bar  Association  (69-6) , page  1538 
Master,  Arthur  M.,  M.D.:  see  Awards 

Maternal  and  Perinatal  Study,  Central  New 
York,  page  1592,  see  Empire  State  Medical, 
Scientific  and  Educational  Foundation 
Maternal  and  Child  Welfare:  Report,  page 

1591 

Maternity:  Admitting  Privileges  to  Maternity 

Floors  in  Hospitals  (69-35),  page  1592 
Mediation  and  Insurance  Claims  Review: 
Report,  page  1665 
Medicaid  (Title  19) 

Administration  of  (69-23),  page  1567 
Auditing  of  Physicians’  Records,  Objection 
to  (69-58),  page  1568 
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Billing,  Title  19:  see  Legislation,  Federal 

Chiropractors,  Opposition  to  Inclusion  as 
Providers  of  Service  (69  66),  page  1570 
Fees 

Payment  for  Taking  of  Papanicolaou 
Smear  (69-57),  page  1566 
Schedule,  Recommended  Changes  in  (69 
15),  page  1566 

For  Specialists  in  Dermatology  (69-3), 
page  1566 

Usual,  Customary  Concept  (69  86,  69  64), 
page  1567 

Discontinue  Recommending  Physician  Par- 
ticipation in  (69  -48),  page  1571 
Containment  of  Costs  of  Medical  Services 
(69-85),  page  1510 

Contract  Laboratory  Services,  Payment 
for  (69-54),  page  1565 
Cost  of  Program:  see  President 

Patients  in  Teaching  Hospitals,  (69-24) 
page  1568 

Peer  Review,  page  1568 
Physicians  Qualifications 

Elimination  of  Qualifications  for  General 
Practitioners  (69-10),  page  1560 
For  Practice  of  Medicine  in  Government 
Supported  Health  Programs  (69-46), 
page  1561 

Secondary  Licensure,  Opposition  to  (69- 
63),  page  1561 

By  State  Medical  Society  for  Participation  in 
State  Health  Programs  (69  27),  page  1560 
See  also  Legislation,  State 
Medical  Accounts  Receivable:  Selling  of.  Dis- 
approved: see  Ethics 

Medical  Aspects  of  Sports: 

Report,  page  1592 

Commendation  of  Committee  on:  see  Tribute 
Medical  Assistants  Association:  see  New  York 

State  Medical  Assistants  Association 
Medical  Audits,  Effectiveness  of:  see  Empire 

State  Medical,  Scientific  and  Educational 
Foundation 

Medical  Care  Cost:  see  President 

Medical  Care  Insurance 

Bureau:  Report,  page  1496 

Committee:  Report,  page  1495 

Medical  Directory  of  New  York  State,  Listing  of 
Various  Local  Medical  Specialty  Societies  (69- 
51),  page  1556 
Medical  Education 

Expansion  of  Opportunities  in  New  York 
State  (69-8),  page  1590 
See  also:  Health  Manpower 

Medical  Examiner  System:  see  Forensic  Medi- 

cine 

Medical  Review:  Report,  page  1666 

Medicine  and  Religion:  Report,  page  1658 

Medical  Review  of  Obstetrical  and  Neonatal 
Care  in  Hospitals:  see  Empire  State  Medical, 

Scientific  and  Educational  Foundation 
Medical  Services 

Commission  on:  Report,  page  1492 

Peer  Review,  page  1508 

Use  of  Patient  Identification  Cards  in  Billing 
for  Medical  Services  (69-87),  page  1671 
Medical  Students:  Incentives  to  Practice  as 

Generalists,  Pediatricians,  and  Internists 
(69-81),  page  1590 


Medicare  (Title  18) 

Fees 

Individual  Full  Fees  by  UMS  for  Patients 
in  Extended  Care  Facilities  (69-62),  page 
1563 

Patients  in  Teaching  Hospitals  (69-24), 
page  1568 

Profiles,  Submission  of  Updated  (69  60), 
page  1564 

Support  for  Proper  Administration  of 
Usual,  Customary,  and  Prevailing  Con- 
cept (69-56),  page  1564 
Usual,  Customary,  and  Prevailing  in  Ex- 
tended Care  Facilities  (69-14),  page  1563 
Peer  Review,  page  1564 
Physician’s  Responsibility  in  Usual  and 
Customary  Fee  Programs  (69-83,  69- 
95),  page  1510 
Membership 

AMA,  Compulsory:  see  Constitution  and 
Bylaws,  Amendment  Withdrawn 
AMA,  Mandatory:  see  Constitution  and 
Bylaws,  Amendments  Proposed 
Life:  see  Constitution  and  Bylaws,  Amend- 

ments Proposed 
1968  Totals,  page  1621 
Memorial  Tribute,  page  1477 
Mental  Hygiene:  Report,  page  1593 

Mental  Institutions:  see  Nonpsychotic  Senile 

Patients,  New  York  State  Department  of 
Mental  Hygiene 

Minutes  (1968)  Approved,  page  1478 
Merit  H.  Cash  Prize:  see  Awards 

Metabolic  Diseases:  Report,  page  1594 

Motor  Vehicle  Law,  State:  Proposed  Improve- 

ments in  (69-28),  page  1574 
Multiphasic  Screening  Tests:  see  Preventive 

Medicine 

Narcotics:  see  Alcoholism  and  Drug  Abuse 

Neighborhood  Health  Care  Centers:  see  Presi- 

dent-Elect 

New  York  State  Association  of  School  Physi- 
cians: see  School  Health 

New  York  State  Bar  Association:  see  Alcohol- 

ism and  Drug  Abuse,  Malpractice  Screening 
Committee 

New  York  State  Department  of  Health:  see 

Public  Health  and  Education,  Aging  and 
Nursing  Homes,  Audio-Visual  Aids,  Cancer, 
Chronic  Pulmonary  Diseases,  Maternal  and 
Child  Welfare 

New  York  State  Department  of  Mental 
Hygiene:  Exclusion  of  Nonpsychotic  Senile 

Patient  from  State  Mental  Institutions 
(69-34),  page  1575 
New  York  State  Hospital  Code 

Maternity  Floor  Admissions,  Revision  of 
(69-35),  page  1572 

Subchapters  B and  G,  Health  Related  Facili- 
ties (69-53),  page  1576 

New  York  State  Medical  Assistants  Association 
Address  by  President,  page  1484 
Report,  page  1658 

New  York  State  Nurses  Association:  see 

Nursing 

New  York  State  Public  High  School  Athletic 
Association:  see  Medical  Aspects  of  Sports 

News  of  New  York:  see  Public  Relations 
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Nonpsychotic  Senile  Patients:  Exclusion  from 

State  Mental  Institutions  (69-34),  page  1575 
Nursing 

Committee:  Report,  page  1666 

Support  for  Hospital  Diploma  Schools  (69  1), 
page  1670 

Preservation  and  Expansion  of  Hospital 
Schools  of  Nursing  (69-93),  page  1670 
See  also:  Legislation,  Federal,  Health  Man- 

power 

Nursing  Homes:  see  Public  Health  Law, 

Article  28,  Aging  and  Nursing  Homes 

Obstetrical  and  Neonatal  Care  in  Hospitals, 
Medical  Review  of:  see  Empire  State  Medi- 

cal, Scientific  and  Educational  Foundation 
Occupational  Health:  Report,  page  1500 

OEO  Clinics:  Report,  page  1501 

Office  of  Economic  Opportunity:  see  OEO 

Clinics 

Opening  Proceedings,  page  1477 
Osteopathy:  see  Executive  Vice-President, 

page  1632 

Ottaviano,  Felix,  M.D.:  see  Awards 

Parliamentary  Procedures:  see  Constitution 

and  Bylaws,  Amendments  Proposed 
Patient  Care:  see  President,  page  1611 

Peer  Review:  see  Medical  Services,  Medicare, 

Medicaid 

Perinatal,  Maternal,  and  Mortality  Study:  see 

Central  New  York  Maternal  and  Perinatal 
Mortality  Study,  Inc. 

Physical  Examinations:  Elimination  of  An- 

nual (69-16),  page  1598 
See  also:  School  Health 

Physical  Therapists:  Amendment  of  Educa- 

tion Law  (69-89),  page  1591 
Physicians’  Placement  Bureau:  Report,  page 

1548 

Physician  Services  in  Needed  Areas  (69-45), 
page  1661 

Physicians,  Shortage  of:  see  President,  page 

1607;  Rural  Medical  Service,  Health  Man- 
power, Empire  State  Medical,  Scientific  and 
Educational  Foundation 
Physicians’  Home:  Report,  page  1481 

Physician’s  Visits:  Extended  Care  Facilities 

(69-49),  page  1576 

Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans:  Reports, 

pages  1556;  1558 

Postgraduate  Education:  see  Health  Man- 

power, Empire  State  Medical,  Scientific  and 
Educational  Foundation 
President’s  Citations  for  Distinguished  Com- 
munity Service:  see  Awards 

President:  Reports,  pages  1605,  1608 

President-Elect:  Report,  page  1613 

Preventive  Medicine:  Report,  page  1594 

Principles  of  Professional  Conduct 
Amendments  Proposed 

Chapter  I,  Section  4:  Listing  of  Physicians 

in  Brochures  of  Charitable  or  Nonprofit 
Organizations  (69-12),  page  1678 
Chapter  I,  Section  6:  Physician  Owner- 

ship of  Optical  Lens  Dispensing  Shops  or 
Pharmacies  (69-13),  page  1678 
Prize  Essays:  Report,  page  1545 


Proctosigmoidoscope,  Demonstration  Teaching 
Project,  New  York  State:  see  Empire  State 

Medical,  Scientific  and  Educational  Founda- 
tion 

Professional  Liability  Insurance,  Legislation 
Affecting  (69-40),  page  1539 
Profiles  (Fee),  to  Medicare  Intermediaries: 
see  Medicare 

Proper,  Theodore  R.,  M.D.:  see  Awards 

Public  Corporation,  Formation  of:  see  Re- 

search and  Planning,  page  1536 
Public  Health  and  Education,  Commission: 
Report,  page  1572 

Public  and  Professional  Affairs,  Commission: 
Report,  page  1643 

Public  Health  Law,  Article  28:  Revision  of 

Article  28  of  New  York  State  Public  Health 
Law  (69-9),  page  1676 
Public  Law  89  97:  see  Medicaid,  Medicare 

Public  Medical  Care:  Guiding  Principles  re 

Delivery  of  Medical  Care  Services  (69-71), 
page  1509 

Public  Relations:  Report,  page  1654 

Pulmonary  Diseases:  see  Chronic  Pulmonary 

Diseases 

Qualifications  of  Physicians:  see  Medicaid 

Radiation:  see  Health  Aspects  of  Ionizing 

Radiation 

Radiology,  Diagnostic:  see  Cancer 

Radiotherapy:  see  Cancer 

Redway  Medal:  see  Awards 

Reference  Committees:  Listing  of,  page  1478 

Relative  Value  Scale 

Development  and  Application  of  the  Planned 
State-Wide  Relative  Value  Study  (69-70), 
page  1508 

See  also:  Economics,  President 

Relicensing,  Disagreement  with:  see  Health 

Manpower,  page  1587 
Religion:  see  Medicine  and  Religion 

Reports:  Referral  of,  page  1479 

Representatives  of  Other  State  Medical  Asso- 
ciations 

Connecticut  Norman  H.  Gardiner,  M.D. 
Maine — Asa  C.  Adams,  M.D. 

New  Jersey — John  F.  Kustrup,  M.D. 
Pennsylvania — George  E.  Farrar,  Jr.,  M.D. 
Rhode  Island — Stanley  D.  Davies,  M.D. 
page  1485 

Research  and  Planning:  Reports,  page  1534; 

see  also  Executive  Vice-President 
Respiratory  Diseases:  see  Chronic  Pulmonary 

Diseases 

Resuscitation:  see  Nursing 

Robert's  Rules  of  Order:  see  Constitution  and 

Bylaws,  Amendments  Proposed 
Rural  Medical  Service:  Report,  page  1597 

School  Health:  Report,  page  1597;  Session  on, 

page  1598 

Scientific  Exhibit  Awards:  Report,  page  1489 

Scientific  Program:  1968,  Record  of  Attend- 

ance, page  1546 

Schlesinger,  Philip  T.,  M.D.:  see  Awards 

School  Physicians:  see  New  York  State  Asso- 

ciation of  School  Physicians 
Secondary  Licensure  (69  -80),  Opposition  to: 
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Page  1613 

See  also:  Medicaid 

Secretary:  Reports,  pages  1617,  1619 

Selective  Service  System:  see  Executive  Vice- 

President,  page  1627 

Senile  Nonpsychotic  Patients,  Exclusion  from 
State  Mental  Institutions,  page  1575 
Sex  Education:  Disapproval  of  in  Public 

Schools  (69-44),  page  1596 
Smith,  Clifford  W.:  see  Awards 

Smoking,  Cigaret:  see  Public  Health  and  Edu- 

cation 

Speakers  Bureau:  see  Public  Relations 

Specialty  Groups,  Formation  of  Interspecialty 
Committee  (69-19,  69-36,  69  50,  69  42), 
pages  1569, 1570 

Specialty  Societies,  Listing  in  Medical  Directory 
(69-51),  page  1556 
Spencer,  Mildred  D.:  see  Awards 

Sports:  see  Medical  Aspects  of  Sports 

Staff  Table  of  Organization:  see  Executive 

Vice-President,  page  1624 
Standards  of  Medical  Care,  Commission: 
Report,  page  1662 

State  Hospital  Code:  see  New  York  State 

Hospital  Code 

State  Mental  Institutions:  see  New  York  State 

Department  of  Mental  Hygiene 
Structure  of  MSSNY:  see  President’s  Report, 

page  1609 

Sturgis  Standard  Code  of  Parliamentary  Proce- 
dure: see  Constitution  and  Bylaws,  Amend- 

ments Proposed,  page  1678 

Table  of  Organization:  see  Executive  Vice- 

President 
Thanks 

To  Committees  and  Staff,  page  1683 
To  Speaker  and  Vice-Speaker,  page  1683 
Third-Party  Intermediaries:  see  Medical  Serv- 

ices 

Transplantation,  Extension  of  Life  of  Tem- 


porary State  Commission  on  Study  of  Prob- 
lems Relating  to  (69-74),  page  1537 
Treasurer:  Report,  page  1621 

Tribute:  Resolution  69-67  on  Ralph  S.  Emer- 

son, M.D.,  page  1490 

Tropical  Diseases:  see  Preventive  Medicine 

Trustees:  Report,  page  1635 

Trustees:  Report  of  Certified  Public  Ac- 

countants, page  1636 

Utilization  Review 
Report,  page  1669 

Immunity  from  Suits  for  Libel  and  Defamation 
of  Character  for  Investigation  and  Review 
Committee  Activities  (69-91),  page  1675 
Legislation  Providing  Legal  Immunity  for 
Members  of  Utilization  Committees  and 
County  Medical  Societies  (69-52),  page 
1676 

Usual,  Customary,  and  Reasonable  Fees:  see 

Medicare,  Medicaid,  Fees 

Venereal  Disease:  see  Preventive  Medicine 

Verbal  Auditory  Screening  for  Children,  Pre- 
school Medical  Survey:  see  Hard  of  Hearing 

and  the  Deaf 

Veterans  Administration,  Liaison  with:  Re- 

port, page  1495 

Vice-President’s  Medal:  see  Awards 

What  Goes  On:  Report,  page  1542 

Willis,  Waring,  M.D.:  Address,  page  1481 

Woman’s  Auxiliary:  Report,  page  1483 

See  also:  Executive  Vice-President 

Workmen’s  Compensation 

Committee:  Reports,  pages  1498,  1499 

Fees  and  Billing  for  Medical  Services  (69-20), 
page  1504 

Fees  and  Billing  for  Medical  Services  (69-37), 
page  1505 

Zinman,  David  R.:  see  Awards 
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164th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


June  16-30,  1969 


CONTENTS 


New  York  City  Area 2 

New  York  City  Future  Event 3 


New  York  State 


Albany  Future  Event 3 

Nassau  County  Future  Event 3 

Rockland  County 3 

Physicians'  Placement 3 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT 
GOES  ON,  750  Third  Avenue,  New  York,  N.  Y. 
10017.  Telephone  YUkon  6-5757. 


SPECIALTY  INDEX 


Basic  Science 2 

Cancer 2 

Cardiology 2 

Medicine 2,  3 

Neurology 3 

Obstetrics/Gynecology 3 

Orthopedic  Surgery 2,  3 

Pathology 3 

Pediatrics 2 

Psychiatry 2,  3 

Surgery 2,  3 


C-l  Credit  Courses 2,  3 


WGO-1 


June  1, 1969  / New  York  State  Journal  of  Medicine  1693 


NEW  YORK  CITY  AREA 


June  16,  1969 /June  19,  1969 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

SECOND  CONFERENCE  ON 
ANTIVIRAL  SUBSTANCES 

ERNEST  C.  HERRMANN,  JR.,  Ph.D. 

Mayo  Clinic,  Rochester,  Minn. 


June  16,  1969  / June  30,  1969 

4:30  p.m.,  Mondays 

Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

June  16 

Common  Fractures  of  the  Hand 

RICHARD  G.  EATON,  M.D. 

June  30 

Extensor  Tendon  Injuries 

RICHARD  G.  EATON,  M.D. 

CREDIT:  C-l 


June  17,  1969 /June  24,  1969 

9 : 00-1  0 : 00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  15th  Street 

June  17 

Clinicopathological  Conference 
June  24 

Congenital  Heart  Disease 

JOHN  DONNELLY,  M.D. 

N.Y.U.  School  of  Medicine 


WEDNESDAY,  JUNE  18 

1 1 : 00  a.m.— 1 2 : 30  p.m. 

Hillside  Hospital 

Sloman  Auditorium 
75-59  263rd  Street 
Glen  Oaks,  Queens 

CONDITIONING  AND  LEVELS  OF 
HUMAN  MENTAL  FUNCTIONING 

WAGNER  H.  BRIDGER,  M.D. 

Albert  Einstein  College  of  Medicine 


3 : 30  p.m. 

French  Hospital 

Blum  Auditorium 
330  West  30th  Street 

Clinical  Management  of  Cancer 

PANEL:  SELECTED  QUESTIONS 
AND  ANSWERS 

j.  McManus,  m.d.,  leon  tancer,  m.d., 

RICHARD  AMELAR,  M.D.,  CYRIL  SOLOMON,  M.D., 
DANIEL  CHOY,  M.D.  and  LEO  KELLER,  M.D. 

CREDIT:  C-l 


MONDAY,  JUNE  23 

8 : 30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
Pediatric  Conference 

PEDIATRIC  LIVER  DISEASE 

MICHAEL  I.  COHEN,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-l 


TUESDAY,  JUNE  24 

8:30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

SOME  SUPER-EGO  CONSIDERATIONS 
IN  CRIME  AND  PUNISHMENT 

STUART  S.  ASCH,  M.D. 


THURSDAY,  JUNE  26 

9 : 30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

USES  AND  ABUSES  OF  ANTIBIOTICS 
IN  MODERN  MEDICAL  PRACTICE 

RANDOLPH  M.  CHASE,  JR.,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


1694  New  York  State  Journal  of  Medicine  / June  1,  1969 

WGO-2 


NEW  YORK  CITY  FUTURE  EVENT 


SATURDAY,  JULY  12 

American  Association  for  the  Study  of 
Headache 

New  York  Hilton  Hotel 

ANNUAL  ONE  DAY  MEETING 

1.  Glutamate  Headache 

ROBERT  BYCK,  M.D.  ond  HERBERT  H.  SCHAUM- 
BURG, M.D. 

Albert  Einstein  College  of  Medicine 

2.  Further  Observations  on  the  Role  of 
the  Nervus  Intermedius  in  Head  and 
Face  Pain 

ERNEST  SACHS,  JR,  M.D. 

Hitchcock  Clinic,  Hanover,  N.  H. 

3.  The  Differential  Diagnosis  and  Treat- 
ment of  Headaches  Resulting  from 
Acute  Cervical  Sprain 

MICHAEL  M.  GILBERT,  M.D.,  Miami,  Florida 

4.  Emotional  Aspects  of  Chronic 
Tension  Headache 

LESLIE  P.  WEINER,  M.D. 

Johns  Hopkins  University,  Baltimore,  Md. 

5.  Cluster  Headache  and  Cluster  Vertigo 

GORDON  J.  GILBERT,  M.D.,  St.  Petersburg,  Fla. 

6.  Retinal  Migraine 

DESMOND  CARROLL,  M.D.,  London,  England 

7.  Vasomotor  Function  in  Migraines 

OTTO  APPENZELLER,  M.D. 

University  of  New  Mexico,  Albuquerque,  N.  M. 

8.  Allergic  Headache 

JOHN  P.  McGOVERN,  M.D. 

McGovern  Allergy  Clinic,  Houston,  Texas 

9.  Ocular  Headache  in  Children 

PHILIP  H.  ZWEIFACH,  M.D.,  New  York  City 

10.  Physiological  Mechanisms  and  Treat- 
ment of  Petrosal  Neuralgia 

AVERILL  STOWELL,  M.D.,  Tulsa,  Okla. 

Credit:  C-l 


ALBANY  FUTURE  EVENT 


July  9,  1969  / for  six  weeks 

9:30—1  1 : 30  a.m.,  Wednesdays 

Albany  Medical  College,  Department  of 
Postgraduate  Medicine 

LaSalle  School  Administration  Building 
391  Western  Avenue 

ADOLESCENT  PSYCHIATRY 

NO  FEE  CREDIT:  C-l 


NASSAU  COUNTY  FUTURE  EVENT 


August  7,  1969  / for  fifteen  consecutive  weeks 

1 : 00-4  : 00  p.m.,  Thursdays 

The  State  University  of  New  York,  Downstate 
Medical  Center,  College  of  Medicine  and 
The  Long  Island  Jewish  Hospital 

270—05  76th  Avenue 
New  Hyde  Park 

Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

Instructors:  HENRY  I.  COLMAN,  M.D., 

ALEXANDER  H.  ROSENTHAL,  M.D.,  JAMES  I. 
BERKMAN,  M.D.,  DONALD  J.  CASPER,  M.D., 

NORBERT  PLATT,  M.D.  and  ALAN  GIBSTEIN,  M.D. 
Downstate  Medical  Center 

FEE:  $100  (closs  limited  to  20) 

Apply  to:  Committee  on  Medical  Education,  The  Long 

Island  Jewish  Hospital,  above  address  — or  tel.  FL  3- 
6700  and  (516)  GE  7-6700,  Ext.  2421.  Mrs.  Evelyn 
Bennett,  Secretary. 


ROCKLAND  COUNTY 


June  20,  1969  / June  27,  1969 

9:00—10:00  a.m.,  Fridays 

New  York  State  Rehabilitation  Hospital 

Route  9W,  West  Haverstraw 

June  20 

Plastic  Surgery  in  Chronic  Disabilities 

MARTHA  MacGUFFIE,  M.D. 

June  27 

The  Blood  Dyscrasies  as  Related  to 
Orthopedic  Surgery 

RENEE  M.  BRILLIANT,  M.D. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ELMIRA,  N.  Y.,  Chemung  County.  Forming  a mixed  clinic 
group — need  G.P.,  Internist  and  General  Surgeon. 
CONTACT:  JAMES  G.  GRAY,  M.D.,  1 1 59  West  Water 

Street,  Elmira,  N.  Y.  14905.  Tel.:  (607)  734-0247. 


ORISKANY,  N.  Y.,  in  Oneida  County,  needs  a General  Practi- 
tioner. 

CONTACT:  MAYOR  CLARENCE  C.  JONES,  Oriskany- 

N.  Y.  13424.  Tel.:  RE  6-9939. 


PATCHOGUE,  N.  Y.,  in  Suffolk  County,  needs  a Full-Time 
School  Physician. 

CONTACT:  DR.  THOMAS  F.  LOOBY,  Supt.  of  Schools,  241 
S.  Ocean  Avenue,  Patchogue,  N.  Y.  1 1772. 
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PERU,  N.  Y.,  in  Clinton  County,  needs  a General  Practitioner. 

CONTACT:  MR.  MARTIN  R.  NATTER,  Chairman,  Lions  Club 

Committee  for  M.D.,  Peru  Pharmacy,  Peru,  N.  Y.  1 2972. 
Tel.:  (518)643-2324. 


PLATTSBURGH,  N.  Y.,  Clinton  County,  needs  a Specialist  in 
Obstetrics  and  Gynecology. 

CONTACT:  ROBERT  E.  DAVIS,  M.D.,  66  BrinkerhofF  Street, 
Plattsburgh,  N.  Y.  12901. 


PLATTSBURGH,  N.  Y.,  Clinton  County.  General  Practitioner, 
ENT,  Allergy,  Dermatologist  and  Ophthalmologist. 
Population  1 00,000  plus. 

CONTACT:  H.  L.  SCHLESINGER,  M.D.,  46  Cornelia  Street, 

Plattsburgh,  N.  Y.  12901.  Tel.:  561-3900. 


POLAND,  N.  Y.,  Herkimer  County,  General  Practitioner. 

CONTACT:  Doctors  Committee  of  Community  Civic  Club, 

Poland,  N.  Y.  13431. 


PORT  BYRON,  N.  Y.,  Cayuga  County,  General  Practitioner 
and  Specialist  in  Internal  Medicine 

CONTACT:  MR.  ROBERT  BLAKE,  131  Main  Street,  Port 

Byron,  N.  Y.  13140. 


PRATTSBURG,  N.  Y.,  Steuben  County.  General  Practitioner. 

CONTACT:  MRS.  VILLA  STICKNEY,  32  So.  Main  Street, 

Prattsburg,  N.  Y.  14873,  or  Mayor  L.  EDWARDS,  Tel.: 
522-4162. 


PULASKI,  N.  Y.,  Oswego  County.  Two  General  Practi- 
tioners and  Specialist  in  Internal  Medicine.  Medical 
Center  contemplated. 

CONTACT:  MR.  CHARLES  H.  KRUPKE,  President,  Chamber 
of  Commerce,  Rome  Street,  Pulaski,  N.  Y.  13142.  Tel.: 
298-2382. 


RED  CREEK,  N.  Y.,  in  Wayne  County,  needs  a General 
Practitioner. 

CONTACT:  MRS.  MAURICE  T.  SHAFER,  Secretary,  The  Red 
Creek  Physicians’  Committee,  Red  Creek,  New  York 
13143. 


ROCHESTER,  N.  Y.,  Pediatrician  to  associate  with  pediatri- 
cian. 

CONTACT:  MICHAEL  J.  GERBASI,  M.D.,  200  Park  Avenue, 
Rochester,  N.  Y.,  1 4607 


ROCKY  POINT,  N.  Y.,  in  Suffolk  County,  needs  a General 
Practitioner — New  Professional  Building  available. 

CONTACT:  DeWITT  C.  RULON,  M.D.,  Box  No.  656K, 

Rocky  Point,  N.  Y.  1 1 778. 


ROXBURY,  N.  Y.,  Delaware  County,  General  Practitioner  or 
Specialist  in  Internal  Medicine. 

CONTACT:  MR.  DONALD  I.  PIERCE,  Administrator,  Marga- 
retville  Hospital,  Margaretville,  N.  Y.  12455.  Tel.: 
(914)  586-2631  or  F.  LEIGHTON  ENDERLIN,  Roxbury, 
N.  Y.  Tel.:  (518)326-3141. 


ST.  REGIS  FALLS,  N.  Y.,  in  Franklin  County,  needs  a General 
Practitioner. 

CONTACT:  FRANCES  BAXTER,  R.N.,  St.  Regis  Falls,  New 

York  1 2980. 


SCHENEVUS,  N.  Y.,  in  Otsego  County,  needs  a General 
Practitioner. 

CONTACT:  MR.  PAUL  R.  NARAGON,  Box  278,  Wilber 

National  Bank,  Schenevus,  N.  Y.  12155. 


SCHUYLERVILLE,  N.  Y.,  in  Saratoga  County,  needs  a General 
Practitioner. 

CONTACT:  MR.  F.  D.  TAYLOR,  Vice  President,  National 

Bank  of  Schuylerville,  Schuylerville,  N.  Y.  12871. 


SODUS,  N.  Y.,  in  Wayne  County,  needs  a General  Practi- 
tioner and  Specialists  in  Internal  Medicine  and  Pediatrics. 

CONTACT:  Doctor  Procurement  Committee,  Myers  Com- 

munity Hospital,  Middle  Road,  Sodus,  N.  Y.  14551.  Tel.: 
(315)  483-9161,  Ext.  30— JAMES  H.  SURRIDGE,  JR.,  Ad- 
ministrator. 


SPECULATOR,  N.  Y.,  in  Hamilton  County,  needs  a General 
Practitioner  immediately. 

CONTACT:  MR.  CHARLES  WICKES,  Supervisor,  Town  of 

Lake  Pleasant,  Box  161,  Speculator,  N.  Y.  12164.  Tel.: 
Lake  Pleasant  7192. 
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Rx 

Valium"  (diazepam)  t.i.d.  and  h.s. 

B.A.  ( cum  laude)...V.  E (at  thirty-two) ...  symbols  that  illuminate  the 
quality  of  a life... the  satisfactions  of  achievement,  as  well  as  its 
price... the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient  — with  no 
demonstrable  pathology  — consider  the  singular  benefits  of  Valium 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea. fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium*  (diazepam) 

2-m g,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


When 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 


1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 


T\vo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT.  MICHIGAN  48232 


Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 


anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 


PARKE-DAVIS 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidiri 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN  Tetracycline  HCI  125  mg.:  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  23  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains ■ ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
je£7/,_yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA’s  118th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation's  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today's  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming 

Reserve  new  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  . JULY  13-17,  1969 
AMERICAN  MEDICAL  ASSOCIATION’S  118th  ANNUAL  CONVENTION 
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Patient 

comfort 


concern. 

Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical 

□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper. 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  so  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Company.  Yonkers.  New  York  10701 

Senokot  Tablets 


(standardized  senna  concentrate) 
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Month  in  Washington 


The  U.S.  Department  of  Health,  Education, 
and  Welfare’s  plans  to  impose  Blue  Shield  fee 
schedules  for  physicians’  services  under  Medi- 
caid and  to  limit  payments  to  hospitals  under 
Medicaid  and  Medicare  drew  strong  responses 
from  the  American  Medical  Association  and  the 
American  Hospital  Association. 

Dwight  L.  Wilbur,  M.D.,  president  of  the 
AMA,  urged  in  a letter  to  Robert  H.  Finch, 
HEW  secretary,  that  all  segments  of  the  health 
care  field  be  consulted  in  effecting  economies  in 
government-paid  health  services. 

“The  American  Medical  Association  is  eager 
to  make  available  to  your  office  the  composite 
experience  and  judgment  of  the  nation’s  physi- 
cians, who  are  the  principal  providers  of  health 
care  to  all  the  people,”  Dr.  Wilbur  said.  “The 
needs  and  problems  of  patients  in  all  walks  of 
life,  at  all  income  levels,  come  to  their  attention, 
in  composite,  more  than  a billion  times  a year. 

“It  has  always  been  a principle  of  both  the 
humanity  and  the  professional  code  of  the 
physician  that  no  one  shall  ever  be  denied 
quality  health  care  because  of  his  inability  to 
pay.  The  present  concern  is  how  this  universal 
care  can  best  be  provided  within  a viable  eco- 
nomic system  and  in  the  face  of  burgeoning  de- 
mand for  medical  manpower,  services,  and  fa- 
cilities. . . . 

“The  knowledge  and  judgment  of  the  na- 
tion’s physicians  as  well  as  of  the  prepayment 
plans,  health  insurance  industry,  hospitals,  the 
allied  health  professions,  the  actuaries,  and 
others — must  be  enlisted  in  your  battle  against 
the  health-care  portion  of  the  inflation  prob- 
lem.” 

Dr.  Wilbur  wrote  Secretary  Finch  following 
the  HEW  announcement  that  Federal  spending 
on  the  Medicaid- Medicare  programs  would  be 
trimmed  by  $328  million  through  imposing 
Medicaid  fee  schedules  based  on  prevailing 
Blue  Shield  rates,  limiting  mental  illness  bene- 
fits under  Medicaid,  and  cutting  down  hospital 
overhead  allowances  in  Medicaid  and  Medicare. 

“It  is  important  to  recognize  that  there  are 
many  variables  in  the  circumstances  of  payment 
for  medical  and  hospital  services,”  Dr.  Wilbur 
said.  “Local  needs  and  resources,  the  educa- 
tional and  motivational  levels  of  the  people,  and 
the  economic  conditions  of  the  state  and  the 
community  are  among  the  reasons  for  the  dif- 
ferences exhibited  by  the  payment  patterns  of 
the  Blue  Shield  plans  and  health  insurance 
companies. 

“These  circumstances  must  be  the  founda- 
tion for  any  policies  involving  cost  and  pay- 
ments. No  universal  pattern  no  matter  how 
many  variations  it  may  try  to  provide  can  be 
imposed  on  the  thousands  of  localities  without 

Prepared  by  the  Washington,  I). C.,  Office  of  the  American 
Medical  Association. 


wreaking  havoc  and  probably  increasing  in- 
efficiency and  costs.” 

Concerning  the  imposition  of  Blue  Shield 
rates  as  fee  schedules  under  Medicaid,  Dr. 
Wilbur  warned  in  an  address  before  the  Ameri- 
can Society  of  International  Medicine,  in 
Chicago,  that  a later  step  “might  be  that  of 
physicians  in  groups  on  salary  and  abandon- 
ment of  the  fee-for-service  principle.”  He  said 
that  physicians,  in  combating  such  government 
efforts,  must  accept  the  major  responsibility  of 
keeping  fees  as  moderate  as  possible. 

The  American  Hospital  Association  protested 
in  a letter  to  President  Nixon  against  removal  of 
the  2 per  cent  overhead  allowance  for  hospitals. 
Officially  representing  the  American  Hospital 
Association,  Ray  R.  Eppert,  Detroit,  Michigan, 
hospital  trustee,  said  in  a memorandum  ac- 
companying the  letter  to  Nixon: 

“The  recent  announcement  of  a reduction 
in  Medicare  reimbursement  poses  a serious 
threat  to  institutional  integrity  and,  therefore, 
to  the  ability  of  hospitals  to  serve  the  sick  and 
injured  of  this  nation.  Hospitals  have  been 
repeatedly  assured  at  the  highest  levels  of 
government  that  Medicare  changes  would  not 
be  made  without  consultation  with  their  desig- 
nated representative,  the  American  Hospital 
Association. 

“The  American  Hospital  Association  has 
tried  repeatedly  but  unsuccessfully  to  meet 
with  Secretary  Finch.  It  is  incredible  that  the 
Federal  government  would  propose,  without 
any  consultation,  removal  of  the  2 per  cent 
allowance  which  is  a proper  component  of 
reasonable  costs  guaranteed  under  the  law  as 
passed  by  the  Congress. 

“The  department  apparently  deemed  it  un- 
necessary to  consult  with  the  hospital  field,  and, 
as  far  as  can  be  determined,  made  no  serious 
study  of  the  effect  of  the  proposed  reduction  on 
hospitals.  Payment  of  nothing  but  raw  costs 
will  lead  ...  to  the  serious  underfinancing  of  our 
hospitals.” 

* * * 

Drug  combinations  became  the  target  of  the 
Senate  Small  Business  Subcommittee’s  investi- 
gation of  the  prescription  drug  industry. 

Medical  school  professors  critical  of  drug  com- 
binations were  called  as  witnesses  in  two  days 
of  hearings,  opening  this  phase  of  the  drug  in- 
dustry probe  which  began  nearly  two  years  ago. 
It  was  not  indicated  when,  or  even  whether, 
drug  company  representatives  would  have  an 
opportunity  to  defend  their  combination  prod- 
ucts before  the  subcommittee. 

Heinz  F.  Eichenwald,  M.D.,  a National 
Academy  of  Science  drug  specialist,  told  the 
subcommittee  that  “misleading  advertising” 
had  lured  “the  gullible  physician”  into  prescrih- 

continued  on  page  1710 
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It  takes  more  ;than  a pi 
to  lose  weight 


That’s  why  Abbott’s  got  what  it  takes- 

a pill  and  a program  for  each  patient 


THE  PRODUCT-5  Different  Strengths 

For  smooth  appetite  control  plus  mood  elevation 

Desoxyrr  Gradumet* 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 
For  patients  who  can't  take  plain  amphetamine 

Desbutar  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 


3 3 3 

5 mg.  10  mg.  15  mg. 


II 

FRONT  SIDE 


FRONT  SIDE 


THE  PROGRAM-3  Patient  Booklets 
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Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1,000  calories. 
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ABBOTT 

Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 


BRIEF  SUMMARY 

Desoxy  n ' G rad  u m ef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

Desbutal  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is 
often  transient.  902110 
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ing  useless  and  sometimes  dangerous  drug  com- 
binations. He  also  said  continued  use  of  drug 
combinations  “amounts  to  a strong  indictment 
of  the  ability  of  many  physicians  to  judge  what 
is  effective  and  what  isn’t.” 

Dr.  Eichenwald,  pediatrics  chairman  at  the 
University  of  Texas  Southwestern  Medical 
School,  Dallas,  and  William  M.  M.  Kirby,  M.D., 
a medical  professor  at  the  University  of  Wash- 
ington Medical  School,  Seattle,  testified  on  the 
opening  day  of  hearings  on  combination  drugs 
conducted  by  the  subcommittee  which  is  headed 
by  Senator  Gaylord  Nelson  (Democrat,  Wis- 
consin). 

The  two  physicians  were  among  30  drug  ex- 
perts who  evaluated  combination  drugs  for  the 
National  Academy  of  Science.  The  experts’ 
unanimous  report  said  the  combinations  were 
useless  and  sometimes  dangerous. 

The  report  caused  the  U.S.  Food  and  Drug 
Administration  to  serve  notice  on  April  2 that 
the  78  combination  drugs  studied  by  the  scien- 
tists would  be  banned  from  the  market  unless 
drug  makers  could  prove  the  Academy  studies 
were  wrong.  Drug  companies  are  fighting  the 
F.D.A.  order  as  to  many  of  the  combinations 
that  would  be  banned. 

Drs.  Eichenwald  and  Kirby  both  testified 
that  doctors  are  widely  prescribing  the  com- 
binations despite  numerous  warnings  of  their 
potential  danger.  Dr.  Eichenwald  said  drug 
firms  point  to  the  admittedly  widespread  use 
of  combinations  to  state  that  physicians  must 
therefore  have  demanded  them.  “The  opposite 
is  true,”  Dr.  Eichenwald’s  prepared  testimony 
said.  “The  demand  was  created  by  misleading 
advertising.” 

In  another  action,  Senator  Nelson  urged  the 
F.D.A.  to  restrict  cyclamate-sweetened  products 
to  a prescription-only  basis.  In  a letter  to 
F.D.A.,  Nelson  said  “tens  of  millions  of  children 
and  adults  across  the  nation  are  unwittingly 
being  exposed  to  potentially  serious  health 
hazard  by  the  unnecessary  consumption  of  cy- 
clamate-sweetened soft  drinks,  cereals,  desserts, 
and  ‘sugar-coated’  pills.” 

He  added  “increasing  scientific  evidence 
indicates  that  cyclamates  can  cause  chromosome 
breakdown,  the  birth  of  undersized  offspring  in 
animals,  interference  with  effectiveness  of  cer- 
tain antibiotics,  persistent  diarrhea,  liver  dis- 
eases, skin  irritation  and  eruption,  difficulty  with 
blood  clotting,  and  high  blood  pressure.” 

Cyclamate  was  originally  developed  as  a 
sugar  substitute  for  diabetic  patients  and  others 
forced  to  restrict  their  intake  of  sweets.  The 
F.D.A.  recently  proposed  regulations  on  labeling 
and  ingredient  content  for  cyclamate,  often  used 

now  as  a general  substitute  for  sugar. 

* * * 

The  Joint  Commission  on  Mental  Health  of 
Children  is  recommending  a broad  program 
aimed  at  bettering  the  health  of  the  nation’s 
children  and  youths  at  an  estimated  cost  of 
$6  to  $10  billion  a year. 

The  commission  recently  disclosed  its  recom- 
mendations to  the  annual  meeting  of  the 
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American  Psychiatric  Association  in  advance  of 
its  report  to  Congress.  The  54-member  com- 

I mission — which  has  completed  a three-year, 
$1.5  million  study  was  established  by  Congress 
in  1965. 

Senator  Abraham  A.  Ribicoff  (Democrat, 
I Connecticut),  who  introduced  the  legislation  to 
I set  up  the  committee,  said  he  would  promptly 
I introduce  legislation  to  carry  out  the  com- 
I mission’s  recommendations.  The  recommenda- 
I tions  included  national  health  insurance  for 
persons  up  to  twenty-one  or  twenty-five 
years  old;  family  planning  and  birth  control; 
prenatal  care;  pediatric  care  for  children  up  to 
age  three,  and  physical  and  mental  health 
I services  for  older  children. 

Other  recommendations  were  as  follows: 

— Federal  funding  for  about  100  child  devel- 
opment councils  to  help  guide  families  through 
the  confusion  of  government  agencies  to  insure 
diagnostic,  treatment,  and  preventive  services 
for  children. 

— Appointment  of  a presidential  council  of 
advisers  on  children  and  youth,  similar  in 
position  and  prestige  to  the  Council  of  Economic 
I Advisers. 

— Establishment  of  state  commissions  and 
local  authorities  on  child  care. 

— Federal  financing  of  about  10  evaluation 
I centers  to  consider  the  working  of  the  child 
I development  councils,  such  as,  publicly  sup- 
I ported  day  care  available  for  all  children;  Fed- 
eral funds  for  training  child  health  and  welfare 
personnel;  and  tax  incentives  to  induce  people 
to  serve  in  slum  areas. 

Reginald  S.  Louri,  M.D.,  Washington,  D.C., 
psychiatrist,  is  chairman  of  the  joint  com- 
mission. 

President  Nixon,  in  a message  to  Congress, 
on  February  19,  said:  “So  crucial  is  the  matter 

I of  early  growth  that  we  must  make  a national 
commitment  to  providing  all  American  children 
I an  opportunity  for  healthful  and  stimulating 
development  covering  the  first  five  years  of 
■ life.” 

♦ * * 

The  chairman  of  the  AMA  Committee  on 
Alcoholism  and  Drug  Dependence  estimated 
. that  5 per  cent  of  U.S.  college  students  have 
tried  LSD  (lysergic  acid  diethylamide)  and 
20  per  cent  of  high  school  and  college-age 
youths  have  experimented  with  marihuana  and 
I other  hallucinogenic  drugs. 

The  chairman,  Henry  Brill,  M.D.,  of  West 
Brentwood,  made  the  estimate  in  testimony  be- 
fore the  Senate  Health  Subcommittee.  “And,” 
he  added,  “although  no  accurate  count  has 
been  made,  there  are  signs  that  the  abuse  of 
heroin  and  other  so-called  ‘hard’  narcotics  is 
spreading  into  the  suburbs.” 

Dr.  Brill  told  the  subcommittee  that  the 
nation’s  physicians  increasingly  “are  being 
called  on  to  treat  patients  with  drug  problems, 
and  to  give  counsel  to  anxious  and  bewildered 
parents  who  are  discovering  that  ‘it  can  happen’ 
to  their  sons  and  daughters.” 

He  emphasized  the  need  for  more  research 
in  the  narcotics  field. 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


THE  bettmann  archive 


NO  CAL— for  munchers, 
nibblers  & noshers. 


NO*  CAL  soda  is  a nosh  and  there  are  13  great  flavors  to  nosh 
along  with.  Sugar-free,  absolutely  non-fattening  ...  16  ounces 
. which  give  a lot  of  satisfaction  without  adding 
a pound.  So  tell  your  diet  patient  to  be  a 
loser  and  love  it  with  NO*  CAL — America’s 
first  and  finest  family  of  sugar-free 
soft  drinks. 

Don't  forget  NO  • CAL  Flavorings 
and  Granulated  Sweeteners,  too. 


Nominating 

Committee 

The  following  Nominating  Committee  for  1969-1970  has  been 
appointed  by  Walter  T.  Heldmann,  M.D.,  President,  Medical  Society 
of  the  State  of  N ew  Y ork. 

Appointed 

District 

Branch 

Committee  Member 

Fifth 

First 

Second 

Third 

Fourth 

Sixth 

Seventh 

Eighth 

Ninth 

At  Large 

At  Large 

Edward  C.  Hughes,  M.D.,  Onondaga,  Chairman 

Warren  A.  Lapp,  M.D.,  Kings 

Milton  Gordon,  M.D.,  Suffolk 

Orville  L.  Henderson,  M.D.,  Rensselaer 

Francis  X.  Dever,  M.D.,  Warren 

Paul  M.  De  Luca,  M.D.,  Broome 

Lynn  R.  Callin,  M.D.,  Monroe 

Kenneth  H.  Eckhert,  M.D.,  Erie 

Reid  R.  Heffner,  M.D.,  Westchester 

Milton  Helpern,  M.D.,  New  York 

John  E.  Lowry,  M.D.,  Queens 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 
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Clinically 


effective 
for  G.  U.  Therapy" 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug”  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner.  M.J.,  et  al . : Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr..  J..  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310,  1957. 
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Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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ANESTACON®  . CYSTOSPAZ®  • MANDACON™  • URISEl 
URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


Printed  in  U S A 


Medical  News 


Blue  Shield  goes  British 

That  great  American  institution  Blue 
Shield  has  gone  British. 

The  British  United  Provident  Association,  a 
private  health  care  financing  organization  which 
is  thriving  amidst  the  National  Health  Service 
system  of  Great  Britain,  has  become  an  affiliate 
member  of  the  National  Association  of  Blue 
Shield  Plans. 

The  action,  which  for  the  first  time  extends 
Blue  Shield  beyond  the  Atlantic,  was  taken 
during  the  annual  business  meeting  of  Blue 
Shield  Plans  held  in  Chicago,  on  April  11  to  13. 

Despite  Great  Britain’s  National  Health 
Service  system,  there  are  more  than  2 million 
British  citizens  who  are  willing  to  pay  their  own 
health  care  expenses.  This  is  done  through  a 
variety  of  private  prepayment  organizations, 
such  as  British  United  Provident  Association, 
which  is  by  far  the  largest  with  one  and  a half 
million  members. 

The  Brit’sh  organization  was  started  in  1948 
with  80,000  members.  In  1968.  British  United 
Provident  Association  had  a subscription  income 
of  $27  million. 

Human  fetal  encephelography 

An  around-the-clock  system  for  monitoring 
the  brain  waves  of  babies  during  labor  and  de- 
livery is  being  set  up  at  the  University  of 
Rochester’s  Strong  Memorial  Hospital  to  help 
doctors  learn  about  causes  of  brain  damage  in 
newborns. 

The  first  program  of  its  kind,  the  brain  wave 
measuring  system  was  described  at  the  national 
meeting  of  the  American  College  of  Obstetrics 
and  Gynecology  by  Mortimer  G.  Rosen,  M.D., 
and  Joseph  J.  Scibetta,  M.D.,  of  the  University 
of  Rochester’s  School  of  Medicine  and  Dentistry. 
The  Rochester  research  program  is  supported 
by  The  John  A.  Hartford  Foundation,  Inc. 

Dr.  Rosen  and  his  colleagues  have  developed 
an  electrode  that  can  be  applied  to  the  head  of 
the  infant  early  in  labor.  The  new  program  will 
provide  personnel  on  an  on-call  basis  to  assist 
in  setting  up  the  electrode  and  its  accompany- 
ing recorders;  the  electrode  itself  will  be  applied 
by  the  attending  physician. 

According  to  Dr.  Rosen,  “The  system  will 
provide  us  with  a means  of  continuously  re- 
cording the  fetal  brain  waves  that  was  not  pos- 
sible before.  In  addition,  it  will  also  free  nurses 
from  having  to  listen  every  fifteen  minutes  for 
the  fetal  heartbeat,  since  it  will  also  measure 
that  heartbeat  continuously.  Doctors  will  be 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


able  to  request  to  use  the  system  whenever  they 
anticipate  a complicated  or  difficult  delivery, 
or  whenever  they  suspect  the  fetus  may  be  in 
danger.” 

Until  now,  the  procedure  has  been  used  on 
babies  whose  mothers  volunteered  for  the  study. 
Beginning  July  1,  it  will  be  offered  as  a hospital 
service. 

Physical  fitness  centers  for 
asthmatic  children 

The  Allergy  Foundation  of  America  has  an- 
nounced the  initiation  of  a program  for  the 
establishment  of  physical  fitness  centers  for 
asthmatic  children.  These  centers  will  be 
organized  to  improve  the  physical  condition  of 
asthmatic  children  by  the  teaching  of  correct 
breathing  and  posture,  the  improvement  of  their 
general  physical  condition,  and  exercise  toler- 
ance. This  program  will  also  be  geared  to 
efforts  to  improve  the  psychological  aspects 
of  each  child’s  reaction  to  his  condition  by  help- 
ing him  to  attain  self-sufficiency,  reduce  his 
anxieties,  and  to  assist  him  in  maintaining  his 
status  in  his  age  and  social  group.  It  will  also 
attempt  to  aid  the  parents  of  these  children  in 
understanding  and  managing  them. 

The  first  of  these  physical  fitness  centers  will 
open  at  the  New  York  Infirmary,  321  East  15th 
Street,  New  York  City.  The  Infirmary  has  had 
a special  Comprehensive  Care  Unit  for  Asth- 
matic Children  since  1963,  with  the  same  goals, 
in  addition  to  intensive  inhospital  investigation 
and  treatment.  Many  children  who  were  in- 
patients have  returned  on  an  outpatient  basis, 
to  continue  physical  therapy  on  an  individual 
basis.  The  Center  will  now  set  up  small  groups 
for  weekly  classes  in  physical  fitness.  The  age 
limit  is  from  six  to  sixteen  years,  with  groups 
selected  according  to  age  and  severity  of  asthma. 

The  physical  fitness  center  for  asthmatic 
children  program  will  be  conducted  in  full  co- 
operation with  the  referring  physician  and  will 
function  as  an  ancillary  service  to  his  medical 
management  of  the  patient.  There  will  be  no 
interruption  of,  nor  interference  with,  the  re- 
ferring physician’s  care,  and  he  will  receive  com- 
plete reports  at  stated  intervals. 

For  further  information,  and  referral  forms, 
call  the  Physical  Fitness  Center  for  Asthmatic 
Children,  New  York  Infirmary,  CAnal  8-8000. 

Interprofessional  committee  established 

Presiding  Justice  Harold  A.  Stevens,  of  the 
Appellate  Division,  First  Department,  com- 

continued  on  page  1719 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


AU  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 


'Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 


10  mg.f  25mg.t  10  mg.f  per  5 cc. 

tbase  equivalent 


AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 


900816 


AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HCI  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HCI  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HCI  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HCI  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HCI  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HCI. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HCI  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  in- 
creasing doses;  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg.  — 1 Pulvule  one  to  four  times  daily 
10  mg.  1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children  1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg.  Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg.  — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HCI: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HCI  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  [ooiMaq 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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prising  New  York  and  Bronx  Counties,  an- 
nounced  the  appointment  of  an  Interprofessional 
Committee  of  Doctors  and  Lawyers  to  deal  with 
problems  of  mutual  concern  to  these  major  pro- 
fessions, especially  as  they  involve  the  joint 
impact  of  the  two  disciplines  on  the  public. 

The  committee  will  be  chaired  by  Jacob  D. 
Fuchsberg,  Esq.,  former  president  of  the 
Americal  Trial  Lawyers  Association  and  Presi- 
dent of  the  Roscoe  Pound  American  Trial 
Lawyers  Foundation.  The  vice-chairman  will 
be  Carl  Goldmark,  Jr.,  M.D.,  past  president  of 
the  New  York  County  Medical  Society,  secre- 
tary of  the  New  York  State  Medical  Society, 
and  a member  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  other  physician  members  are:  Edgar  P. 
Berry,  M.D.,  W.  Graham  Knox,  M.D.,  George 
W.  Slaughter,  M.D.,  Stephen  Nordlicht,  M.D., 
and  William  A.  Liebler,  M.D. 

The  other  lawyer  members  are:  Mark  F. 

Hughes,  Reed  B.  Dawson,  Donald  M.  Dunn, 
and  Harry  B.  Gair. 

Ex  officio  members  are  Bernard  Botein, 
formerly  presiding  justice  of  the  Appellate 
Division,  First  Department;  Francis  Plimpton, 
president  of  the  Association  of  the  Bar  of  the 
City  of  New  York  and  formerly  deputy  am- 
bassador to  the  United  Nations;  and  Leland 
L.  Tolman,  director  of  administration  of  the 
courts,  First  Judicial  Department. 

Mr.  Fuchsberg,  in  accepting  his  appointment 
as  chairman,  said:  “This  committee  meets  a 

long-felt  need.  As  the  universality  of  medical 
care  and  the  availability  of  legal  services  to  all 
citizens  has  increased,  the  relationships  be- 
tween the  professions  and  the  public  have  grown 
in  complexity. 

“Also  the  role  of  government  in  assessing 
professional  services  to  poor  and  rich  alike  has 
raised  important  questions  about  the  continued 
independence  of  the  professional  relationship  of 
doctor  and  patient  and  lawyer-client. 

“Potential  areas  of  our  concern  include  such 
varied  matters  as  the  role  of  psychiatry  in  the 
courts,  heart  transplants,  the  medicolegal  treat- 
ment of  the  narcotics  addict,  and  coordination 
of  the  work  of  the  doctor  and  the  lawyer.” 

Roosevelt  Hospital  opens  special  x-ray 
examination  unit 

The  Roosevelt  Hospital  officially  opened  its 
one-half-million  dollar  Special  Procedures  Unit 
for  x-ray  examination  of  the  brain,  circulatory 
system,  and  heart.  The  unit,  which  occupies 
5,000  square  feet  of  space  on  the  second  floor 
of  the  Garrard  Winston  Memorial  Building,  is 
composed  of  three  main  suites: 

1.  Neuroradiological — for  the  examination 
of  the  brain  and  spinal  cord,  and  for  special 
neurosurgery. 


2.  Vascular — for  studies  of  blood  vessels 
within  the  limbs  and  the  abdominal  cavity,  in- 
cluding those  of  the  kidneys,  pancreas,  and  liver. 

3.  Cardiopulmonary  for  x-ray  examination 
and  catheterization  of  the  heart,  coronary 
arteries,  and  lungs. 

The  unit  is  an  outstanding  example  of  the  in- 
creasingly important  role  radiology  and  elec- 
tronics play  in  the  practice  of  medicine.  Each 
of  the  suites  contains  high-powered  x-ray  gen- 
erators, improved  image  intensifiers  for  tele- 
vision observations  of  areas  under  study,  and 
biplane  film  changers  for  high-speed  x-rays. 
In  addition,  the  cardiopulmonary  unit  has  mo- 
tion picture  facilities. 

Clinical  Center  study  of  cystinosis 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  cystinosis  to  par- 
ticipate in  studies  being  conducted  by  the 
National  Institute  of  Arthritis  and  Metabolic 
Diseases  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  in  Bethesda,  Maryland. 

Of  particular  interest  are  pregnant  women 
who  are  mothers  of  cystinotic  patients.  There 
is  reason  to  believe  that  in-utero  diagnosis  of 
cystinosis  can  be  achieved.  Thus  we  are 
especially  interested  in  studying  women,  as 
early  in  pregnancy  as  possible,  who  are  at  risk 
for  giving  birth  to  a cystinotic  child. 

Physicians  who  wish  to  have  their  patients 
considered  for  these  studies  may  write  to: 
Jarvis  E.  Seegmiller,  M.D.,  or  Joseph  D.  Schul- 
man,  M.D.,  Clinical  Center,  Room  8-D-19, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  The  telephone  number  is  496-4781, 
area  code  301. 

Personalities 

Awarded.  Robert  A.  Moore,  M.D.,  formerly 
president  and  dean  of  the  State  University  of 
New  York  Downstate  Medical  Center,  the 
American  Cancer  Society’s  1968  Annual  Na- 
tional Division  Award  for  distinguished  service 
in  the  control  of  cancer. 

Appointed.  Maurice  R.  Friend,  M.D.,  clinical 
professor  of  psychiatry,  Downstate  Medical 
Center,  as  director  of  the  Division  in  Psycho- 
analytic Education  . . .Charles  R.  Green, 
M.D.,  clinical  instructor  in  medicine,  Downstate 
Medical  Center,  as  a member  of  an  Ad  Hoc 
Committee  to  Assess  the  Progress  of  the 
Regional  Medical  Program  by  the  Health 
Services  and  Mental  Health  Administration, 
Department  of  Health,  Education,  and  Wel- 
fare . . .Harold  N.  Schwinger,  M.D.,  clinical 
assistant  professor  of  radiology,  Downstate 
Medical  Center,  as  a member  of  the  Executive 
Committee  of  the  Board  of  Chancellors  of  the 
American  College  of  Radiology. 
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Book  Notes 


ACHROMYCIN  V 


TETRACYCLINE  HC1 


481  D-9 


The  Treatment  of  Burns.  By  Curtis  P. 
Artz,  M.D.,  and  John  A.  Moncrief,  M.D. 
Second  edition.  Quarto  of  939  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $15.70. 

It  has  been  ten  years  since  the  first  edition  of 
this  book  was  published.  During  this  decade 
much  new  knowledge  has  been  obtained.  Like 
the  first  edition,  the  chief  purpose  of  this  book 
is  to  furnish  a guide  for  treatment  in  accordance 
with  present-day  knowledge  of  burns.  An 
ancillary  purpose  is  to  present  information 
about  certain  practical  skills  of  management 
which  are  not  discussed  in  scientific  articles. 
Bibliographies  for  chapters  are  largely  limited 
to  particularly  useful  articles,  and  the  text 
takes  into  account  interpretation  of  information 
gained  by  various  investigators  throughout  the 
world. 


“I'm  afraid  I have  some  bad  news  for  you,  Mr. 
Phelps  with  two  out  in  the  ninth,  Mantle  walked, 
Gibbs  singled,  and  Pepitone  tripled — you  lost 
the  hospital  baseball  pool  by  one  run!” 


Clinical  Toxicology  of  Commercial  Prod- 
ucts: Acute  Poisoning.  By  Marion  N. 

Gleason,  M.Sc.,  Robert  E.  Gosselin,  M.D., 
Harold  C.  Hodge,  Ph.D.,  and  Roger  P.  Smith, 
Ph.D.  Third  edition.  Quarto  of  1,428  pages. 
Baltimore,  The  Williams  & Wilkins  Co.,  1969. 
Cloth,  $24.50. 

The  purpose  of  this  book  is  to  assist  the  physi- 
cian in  dealing  quickly  and  effectively  with  acute 
chemical  poisonings  arising  through  misuse  of 
commercial  products.  The  contents  include: 
trade  names  of  products,  together  with  their 
ingredients,  addresses  and  telephone  numbers  of 
companies,  sample  formulas  with  estimates  of 
toxicity  and,  also,  recommendations  for  treat- 
ment and  supportive  care. 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine'  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions... relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  900, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


STomAseptiNE 


DOUCHE  POWDER 


Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 


Books  Received 


The  following  books  were  received  during  the  month  of  April,  1969.* 


Urologic  Surgery.  James  F.  Glenn,  M.D., 
Editor.  William  H.  Boyce,  M.D.,  Associate  Ed- 
itor. Quarto  of  770  pages,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1969.  Cloth, 
$32.50. 

Selected  Papers  of  Edmund  Bergler,  M.D., 
1933-1961.  Octavo  of  981  pages.  New  York, 
Grune  & Stratton,  Inc.,  1969.  Cloth,  $9.75. 

Diagnosis  and  Management  of  Pain  Syn- 
dromes. By  Bernard  E.  Finneson,  M.D. 
Second  edition.  Quarto  of  337  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $12.50. 

Syndesmology  or  A Description  of  the  Liga- 
ments of  the  Human  Body.  By  Josias 
Weitbrecht,  D.M.  Translated  by  Emanuel  B. 
Kaplan,  M.D.  Quarto  of  197  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $30. 

Up  From  Depression.  By  Leonard  Cammer, 
M.D.  Quarto  of  254  pages,  illustrated.  New 
York,  Simon  and  Schuster,  1969.  Cloth,  $5.95. 

Textbook  of  Immunopathology.  Volume  I 

and  II.  Edited  by  Peter  A.  Miescher,  M.D., 
and  Hans  J.  Muller-Eberhard,  M.D.  Quarto  of 
805  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1968.  Cloth,  Volume  I,  $19.75; 
Volume  II,  $24.75. 

New  Directions  in  Mental  Health.  Volume 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


I and  II.  Edited  by  Bernard  F.  Riess,  Ph.D. 
Octavo  of  680  pages,  illustrated.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $15  the  set. 

Proving  New  Drugs:  A Guide  to  Clinical 

Trials.  By  Ben-Zion  Taber,  M.D.  Octavo  of 
182  pages.  Los  Altos,  California,  Geron-X, 
Inc.,  1969.  Cloth,  $12. 

The  Emergence  of  Modern  Nursing.  By 
Vern  L.  Bullough  and  Bonnie  Bullough.  Sec- 
ond edition.  Octavo  of  277  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1969. 
Cloth,  $6.95. 

William  Henry  Welch  and  the  Heroic  Age  of 
American  Medicine.  By  Simon  Flexner  and 
James  Thomas  Flexner.  Octavo  of  539  pages, 
illustrated.  New  York,  Dover  Publications, 
Inc.,  1966.  Paper,  $3.00. 

Lectures  on  the  Comparative  Pathology  of 
Inflammation.  By  Elie  Metchnikoff.  Trans- 
lated from  the  French  by  F.  A.  Starling  and  E. 
H.  Starling,  M.D.  Octavo  of  211  pages,  illus- 
trated. New  York,  Dover  Publications,  Inc., 
1968.  Paper,  $2.75. 

The  Apologie  and  Treatise  of  Ambroise 
Pare.  Edited  by  Geoffrey  Keynes,  M.D. 
Octavo  of  227  pages,  illustrated.  New  York, 
Dover  Publications,  Inc.,  1968.  Paper,  $2.50. 

Private  Die  Proprietary  Medicine  Stamps. 
Volume  4.  By  George  B.  Griffenhagen,  R.Ph. 
Octavo  of  78  pages,  illustrated.  Milwaukee, 
American  Topical  Association,  1969.  Paper, 
$4.00.  (Handbook  No.  66) 
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Many  patients  with  acute  rheumatoid 
! arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
i maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


Actual  Size 


INDOCIN 

(Indomelhacin  I MSD) 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indi- 
cations. The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

•INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  ulcerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 


In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOCIN 

(IndomethacinlMSD) 
is  often  improved 
by  stepping  up 
dosage  daily 
until  a satisfactory 
result  is  obtained 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INDOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INDOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INDOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  food  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection; 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect  unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal .-  Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Renal:  Infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic-Hypersensitivity:  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear:  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous:  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation. consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  ftjmf  Pa  19486 
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FERGON 

brand  of  ferrous  gluconate 

Quickly  raises  hemoglobin 
levels,  restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1.000. 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  un- 
related diseases  as  TB,  leukemia, 
pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applica- 
tor as  the  first  step  in  differential 
diagnosis  and  as  a routine  step  in 
physical  examinations  for  the  perma- 
nent records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactionsare  rare, 
but  may  occur.  Vesiculation,  ulceration  or 
necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used 
with  caution  in  patients  known  to  be  aller- 
gic to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
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If  he  can  remember  breakfast, 
he  can  remember  Renese-R 


Hypertension  is  sometimes  difficult  to  control  in  the  geriatric  patient  because  he  tends  to  forget 
a EM.  dose.  With  Renese-R,  he  just  can’t  forget  afternoon  or  evening  doses.  There  aren’t  any. 

Usually  only  one  tablet  after  breakfast  is  sufficient.  No  tablets  to  carry  around.  No  trying  to  remember. 
No  clock-watching.  And  his  day’s  medication  is  comparatively  inexpensive. 

Therapy  with  Renese-R  is  as  effective  as  any  provided  by  other  drugs  in  its  class. 

Reliable  reduction  of  diastolic  pressure.  Mild  calmative  action.  Minimal  dose-related  side  effects. 

All  this,  and  a regimen  your  elderly  patients  especially  can  live  with. 

What  could  be  simpler  antihypertensive  therapy? 


Only  one  tablet  a day  helps  brine 
V2 


| polythiazide  2 mg.  c reserpine  0.2 S mg. 


Contraindications  : Polythiazide— Hyper- 
sensitivity to  this  or  other  sulfonamide  de- 
rivatives. Advanced  renal  or  hepatic  failure. 
Reserpine— Mental  depression,  peptic  ulcer 
or  ulcerative  colitis,  and  demonstrated  hyper- 
sensitivity. 

Warnings:  Serum  electrolyte  determina- 
tions are  especially  indicated  for  patients 
with  severe  derangement  of  metabolic  proc- 
esses; e.g.,  surgery,  vomiting,  or  parenteral 
fluid  therapy.  Patients  with  cirrhosis  who  are 
continually  receiving  Renese-R  should  be 
observed  carefully  for  the  development  of 
hepatic  precoma  or  coma.  Indications  of  im- 
pending hepatic  failure  are  tremor,  confusion, 
drowsiness,  and  hepatic  fetor.  Thiazides  may 
precipitate  kidney  failure  and  uremia  in 
patients  with  pre-existing  renal  pathology 
and  impaired  renal  function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  with- 
out thiazides  in  the  etiology  of  nonspecific 


small  bowel  lesions  consisting  of  ulceration 
with  or  without  stenosis,  causing  obstruc- 
tion, hemorrhage  and  perforation,  and  fre- 
quently requiring  surgery.  Deaths  due  to 
these  complications  have  been  reported. 
Enteric-coated  potassium  salts  should  be 
used  only  when  adequate  dietary  supple- 
mentation is  not  practical  and  should  be  dis- 
continued immediately  if  abdominal  pain, 
distention,  nausea,  vomiting  or  gastrointes- 
tinal bleeding  occurs.  Renese-R  does  not 
contain  enteric-coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Child- 
bearing Age:  Since  thiazides  appear  in 
breast  milk,  the  usage  of  polythiazide  is 
contraindicated  in  nursing  mothers.  Thiazides 
cross  the  placental  barrier  and  appear  in 
cord  blood.  The  safety  of  reserpine  for  use 
during  pregnancy  or  lactation  has  not  been 
established.  When  polythiazide  and  reserpine 


are  used  in  women  of  childbearing  age,  the 
potential  benefits  of  this  drug  combination 
should  be  weighed  against  the  possible  haz- 
ards to  the  fetus.  The  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Precautions  : Since  all  diuretic  agents  may 
reduce  serum  levels  of  sodium,  chloride,  and 
potassium,  patients  should  be  observed  regu- 
larly for  early  signs  of  fluid  or  electrolyte 
imbalance  (fatigue,  muscle  cramps,  gastro- 
intestinal disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt 
intake  or  digitalis  therapy  may  exaggerate 
effects  of  hypokalemia.  Should  hypokalemia 
occur  or  be  suspected,  foods  high  in  potas- 
sium may  be  added  to  the  diet  (bananas, 
apricots,  citrus  fruit  juice,  prune  juice,  etc.) 
or  oral  potassium  supplements  administered 
if  necessary.  Consider  lower  dosages  of 
Renese-R  and  other  antihypertensive  drugs 


when  used  concurrently.  Like  other  thiazide 
diuretics,  polythiazide  may  cause  a rise  in 
serum  uric  acid  levels,  disturb  glucose  toler- 
ance even  in  previously  normal  patients  or 
decrease  PBI  levels  without  signs  of  thyroid 
disturbance.  Thiazide  drugs  may  augment 
the  paralyzing  actions  of  tubocurarine,  and 
may  decrease  the  arterial  responsiveness  to 
norepinephrine.  The  antihypertensive  effects 
of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

Reserpine — Avoid  or  use  cautiously  in 
patients  with  a history  of  peptic  ulcer  or 
ulcerative  colitis,  patients  with  impaired 
renal  function  and  in  those  receiving  digitalis 
or  quinidine.  Extreme  caution  is  needed  in 
patients  with  a history  of  mental  depression. 
If  depressive  symptoms,  confusion  or  parkin- 
sonism develop,  discontinue  use.  Discontinue 
two  weeks  before  elective  surgery  to  avoid 
an  unexpected  degree  of  bradycardia  and 
hypotension.  For  emergency  surgery,  vagal 


blocking  agents  may  be  used  to  prevent  or  re- 
verse hypotension  and/or  bradycardia.  May 
cause  increased  appetite  and  weight  gain. 
Adverse  Reactions:  Polythiazide— With 
electrolyte  imbalance:  nausea,  vertigo,  weak- 
ness, paresthesias  and  fatigue.  Most  of  these 
can  be  overcome  by  reducing  the  dose  or 
taking  measures  to  improve  electrolyte  im- 
balance. Maculopapular  rash,  reversible 
cholestatic  jaundice,  leukopenia,  purpura 
(with  or  without  thrombocytopenia),  agranu- 
locytosis, aplastic  anemia,  pancreatitis, 
photosensitivity,  gastrointestinal  distur- 
bances, headache,  xanthopsia,  necrotizing 
angiitis,  orthostatic  hypotension  and  dizzi- 
ness have  been  reported. 

Reserpine— Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like 
symptoms,  arrhythmias  (particularly  when 
used  concurrently  with  digitalis  or  quinidine), 
flushing  of  the  skin,  bradycardia,  drowsi- 
ness, depression,  nervousness,  paradoxical 


anxiety,  nightmares,  parkinsonian  syndrome, 
and  C.N.S.  sensitization  manifested  by  deaf- 
ness, glaucoma,  uveitis,  and  optic  atrophy 
have  occurred.  Nasal  congestion  is  a frequent 
complaint,  and  pruritus,  rash,  dryness  of 
mouth,  dizziness,  headache,  purpura,  im- 
potence or  decreased  libido,  and  miosis  have 
been  reported  with  use  of  this  drug.  These 
reactions  are  usually  reversible  and  disappear 
when  the  drug  is  discontinued. 

Supply:  Scored  tablets  (2  mg.  polythiazide 
— 0.2  5 mg.  reserpine),  blue.  Bottles  of  100 
and  1,000. 

Afore  detailed  professional  information  avail- 
able on  request. 


LABORATORIES  DIVISION 

New  York.  N.Y.  10017 


Darvon 

Compound- 65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 
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Additional  information 
available  upon  request. 

900252 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Editorials 


Physician  man-power  needs  in  New  York  State 


According  to  a report  from  the  New  York 
State  Health  Resources  Commission,  new 
methods  of  delivering  medical  care,  in- 
cluding the  use  of  physicians’  assistants, 
needs  to  be  developed  to  help  provide 
health  services  to  areas  of  New  York  State 
which  have  too  few  practicing  physicians. 

The  Commission,  which  met  recently 
with  the  deans  of  the  12  medical  colleges  in 
the  State  to  consider  a report  of  the  distri- 
bution of  physicians  in  the  State,  will  give 
immediate  attention  to  developing  recom- 
mendations to  solve  the  problem  of  bringing 
health  services  to  medically  deprived  areas. 

The  report  was  based  on  a survey  di- 
rected by  Franklyn  B.  Amos,  M.D.,  the 
New  York  State  Health  Department’s 
assistant  commissioner  for  health  man- 
power. It  revealed  that  50  areas  of  the 
State  have  no  resident  physicians,  and 
that  another  142  areas  have  an  insufficient 
number  of  physicians,  Hollis  S.  Ingraham, 
M.D.,  Health  Commissioner,  said  in  this 
report. 

“There  is  a total  of  192  towns,  villages, 
and  cities — or  combinations  of  two  or  more 


of  them — with  populations  of  more  than 
1,200,  which  are  considered  to  need  an 
additional  629  physicians  to  supply  the 
medical  care  necessary  in  the  areas,”  he  said. 

There  are  35,757  physicians  registered 
and  living  in  New  York  State,  which  is 
197  physicians  per  100,000  population,  well 
above  the  national  average  of  158  per 
100,000  population.  In  New  York  State, 
the  ratio  is  one  physician  for  each  506 
residents. 

However,  the  survey  showed  a great 
variation  in  distribution  by  county,  rang- 
ing from  one  physician  for  each  377  resi- 
dents to  one  physician  for  each  2,926 
residents. 

Thirteen  of  the  57  counties  outside  of 
New  York  City  have  more  than  1,200 
residents  for  each  physician  living  in  the 
county.  All  13  are  rural  counties,  which 
supports  the  often-stated  premise  that  as 
physicians  leave  the  smaller  towns,  they 
are  not  replaced. 

To  obtain  more  detailed  information  on 
the  extent  of  medical  care  being  provided 
within  the  counties,  the  Division  of  Health 


TABLE  I.  Results  of  Division  of  Health  Manpower  questionnaire  showing  number  of  geographic  areas 
and  physicians  needed,  by  population  group,  New  York  State  exclusive  of  New  York  City,  1969 


-Areas • - — Physicians  Needed  in  Areas — - 


Population 

With  No 

Needing 

Additional 

With  No 

Needing 

Additional 

Group* 

Physiciansf 

Physicians! 

Physicians! 

Physicians! 

1,200-1,999 

23 

13 

23 

13 

2,000-4,999 

222 

50 

34 

75 

5,000-9,999 

5 

27 

15 

47 

10,000  or  more 

0 

52 

0 

422 

Totals 

50 

142 

72 

557 

* 1960  U.S.  Census  of  Population. 

t In  many  cases,  areas  are  combined  towns  treated  as  single 

service  area. 
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Manpower  sent  a questionnaire  to  the 
health  officer  of  each  of  the  57  counties 
asking  that  those  areas  of  his  county  which 
needed  additional  physicians  he  identified. 

The  health  officers  were  asked  to  supply 
information  concerning  those  areas  of  1,200 
or  more  population  which  could  economi- 
cally support  a physician.  They  were 
instructed  to  provide  the  name  of  each 
such  community,  its  population,  the  num- 
ber of  practicing  physicians  available  for 
medical  care,  and  the  additional  number  of 
practicing  physicians  needed.  Replies 
were  received  from  all  but  one  county. 

A summary  of  the  detailed  information 
obtained  by  the  questionnaire,  and  by 
telephone  follow-up  interviews,  shows  that 
the  50  areas  without  physicians  need  72 
physicians,  and  142  areas  which  have  some 
physicians  need  557  more  (Table  I). 

Many  of  the  areas  with  no  physicians 
are  rural.  However,  the  needs  for  addi- 
tional physicians  appear  to  follow  the 
trade  routes,  and  apparently  are  associated 
with  rapidly  expanding  populations  in 
these  areas;  the  increase  in  physicians  has 
not  kept  pace  with  the  increase  of  popula- 
tion in  these  areas. 

Properly  schooled  and  trained  assistants 
can  help  physicians  provide  medical  care 
and  health  services  to  many  more  persons. 
Such  assistants  would  provide  services  to 
patients  only  under  the  direction  of  the 
physicians  for  whom  they  worked.  Freed 
of  many  routine  services  they  now  must 
provide,  the  physicians  would  be  able  to 
provide  effective  medical  care  to  many  more 
patients. 

It  is  well  known  that  many  health  serv- 
ices are  being  provided  already  by  persons 
other  than  physicians,  including  profes- 
sionals or  technicians  trained  in  nursing, 
laboratory  cytology,  and  occupational, 
physical,  and  other  therapies. 

A county-by-county  breakdown  of  phy- 
sician population  and  needs  can  be  seen  in 
Table  II. 


TABLE  II.  Populations,  physicians,  and  population- 
to-physician  ratios  by  county,  New  York  State  1969 


County 

Population* 

Physi- 
cians t 

Population- 

to-Physician 

Albany 

286.764 

719 

399 

Allegany 

42,948 

25 

1,718 

Broome 

221,864 

329 

674 

Cattaraugus 

79,752 

102 

782 

Cayuga 

74,252 

83 

895 

Chautauqua 

150,280 

151 

995 

Chemung 

100,434 

141 

712 

Chenango 

46,452 

43 

1,080 

Clinton 

76,047 

85 

895 

Columbia 

49,920 

52 

960 

Cortland 

44,049 

50 

881 

Delaware 

41,904 

37 

1,133 

Dutchess 

205,289 

351 

585 

Erie 

,081,197 

1,702 

614 

Essex 

34,595 

39 

887 

Franklin 

43,395 

57 

761 

F ulton 

50,639 

58 

873 

Genesee 

58,764 

59 

996 

Greene 

32,703 

28 

1,168 

Hamilton 

4,319 

7 

617 

Herkimer 

69,848 

46 

1,518 

Jefferson 

88,728 

106 

837 

Lewis 

23,440 

11 

2,131 

Livingston 

46,952 

37 

1,269 

Madison 

59,832 

34 

1 ,760 

Monroe 

661,537 

1 ,306 

507 

Montgomery 

53,409 

69 

774 

Nassau 

1,437,963 

2,730 

527 

N iagara 

231,891 

205 

1,131 

Oneida 

272,066 

384 

709 

Onondaga 

474,834 

863 

550 

Ontario 

73,863 

111 

665 

Orange 

209,228 

285 

734 

Orleans 

38,033 

13 

2,926 

Oswego 

93,797 

63 

1,489 

Otsego 

53,693 

91 

590 

Putnam 

48,265 

51 

946 

Rensselaer 

148,685 

154 

965 

Rockland 

204,080 

401 

509 

St.  Lawrence 

116,737 

97 

1,203 

Saratoga 

105,629 

67 

1,577 

Schenectady 

147,226 

265 

556 

Schoharie 

22,006 

23 

957 

Schuyler 

15,645 

12 

1,304 

Seneca 

31 ,581 

37 

854 

Steuben 

99 , 195 

118 

841 

Suffolk 

999,833 

1,288 

776 

Sullivan 

47,868 

65 

736 

Tioga 

45,409 

23 

1 ,974 

Tompkins 

74,731 

114 

656 

Ulster 

140,682 

170 

828 

Warren 

48,065 

106 

453 

Washington 

48,326 

42 

1 ,151 

Wayne 

73,719 

57 

1,293 

Westchester 

870 , 993 

2,309 

377 

Wyoming 

34,208 

28 

1,222 

Yates 

18,949 

20 

947 

Totals 

Upstate 

9 

,956,513 

15,979 

623 

New  York 

City 

8 

,125,000 

19,778 

411 

New  York 

State 

18 

,081,513 

35,757 

506 

♦Source:  Population  estimates,  July  1,  1968,  New  York 

State  Department  of  Health. 

t New  York  State  Department  of  Education  Registrants. 
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Flagyl  Cures  Trichomonal  Infection  in  Both 

brand  of  metronidazole 


Although  Trichomonas  vaginalis  infection 
occurs  in  only  5 to  1 0 per  cent*  of  men,  care- 
ful diagnosis  will  demonstrate  the  condition 
in  about  half  of  all  husbands  of  infected 
women.  Nine  investigators*  reported  an 
average  incidence  of  50.8  per  cent  in  ex- 
posed consorts. 

Many  clinicians  have  achieved  a high  de- 
gree of  success  in  treating  trichomonal  vagi- 
nitis only  after  they  have  recognized  the 
importance  of  sexual  partners  in  perpetuat- 
ing the  infection.  Crowley*  has  asserted,  “it 
was  not  until  we  acted  on  this  key  premise 
that  we  were  able  to  obtain  positive  and  last- 
ing results  in  our  management  of  recurrent 
vaginal  trichomoniasis.” 

Simple  ten-day  oral  treatment  with  Flagyl 
virtually  assures  elimination  of  established 
trichomonal  infection  in  men.  In  twenty-two 
of  twenty-seven  studies*  data  on  the  results 
of  treating  male  patients  revealed  that  all 
men  treated  with  Flagyl  were  cured. 


Indications:  For  the  treatment  of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual  partners  of  patients  with 
a recurrence  of  the  infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear  or  culture,  ■ Contraindica- 
tions: Evidence  of  or  a history  of  blood  dyscrasia,  in  patients 
with  active  organic  disease  of  the  central  nervous  system, 
and  the  first  trimester  of  pregnancy  ■ Warnings:  Use  with 
discretion  during  the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  patients  not  cured  by  topical  measures. 
Flagyl  is  secreted  in  the  breast  milk  of  nursing  mothers:  it  is 
not  known  whether  this  can  be  injurious  to  the  newborn  ■ 


Precautions:  Mild  leukopenia  has  been  reported  during  Flagyl 
use:  total  and  differential  leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug,  especially  if  a sec- 
ond course  is  necessary.  Avoid  alcoholic  beverages  during 
Flagyl  therapy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnormal 
neurologic  signs  occur.  There  is  no  accepted  proof  that 
Flagyl  is  effective  against  other  organisms  and  it  should  not 
be  used  in  the  treatment  of  other  conditions.  Exacerbation  of 
moniliasis  may  occur  ■ Adverse  Reactions:  Nausea,  head- 
ache, anorexia,  vomiting,  diarrhea,  epigastric  distress,  ab- 
dominal cramping,  constipation,  a metallic,  sharp  and  un- 
pleasant taste,  furry  or  sore  tongue,  glossitis  and  stomatitis 
possibly  associated  with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness,  vertigo,  drowsiness,  incoor- 
dination and  ataxia,  numbness  or  paresthesia  of  an  extremity, 
fleeting  joint  pains,  confusion,  irritability,  depression,  in- 
somnia, mild  erythematous  eruptions,  "weakness,"  urticaria, 
flushing,  dryness  of  the  mouth,  vagina  or  vulva,  vaginal  burn- 
ing, pruritus,  dysuria.  cystitis,  a sense  of  pelvic  pressure, 
dyspareunia.  fever,  polyuria,  incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and  darkened  urine  have 
occurred  in  patients  receiving  the  drug.  Patients  receiving 
Flagyl  may  experience  abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages  are  consumed.  The  taste 
of  alcoholic  beverages  may  also  be  modified.  ■ Dosage  and 
Administration:  in  the  Female.  One  250-mg.  tablet  orally 
three  times  daily  for  ten  days.  Courses  may  be  repeated  if 
required  in  especially  stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between  courses  and  total  and 
differential  leukocyte  counts  before,  during  and  after  treat- 
ment are  recommended.  Vaginal  inserts  of  500  mg.  are  avail- 
able for  use,  particularly  in  stubborn  cases.  When  the  vaginal 
inserts  are  used,  one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days  and  the  oral  dosage  is 
reduced  to  fwo  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male.  Prescribe  Flagyl  only  when 
trichomonads  are  demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days.  Flagyl  should  be 
taken  by  both  partners  over  the  same  ten-day  period  when  it 
is  prescribed  for  the  male  in  conjunction  with  the  treatment 
of  his  female  partner  ■ Dosage  Forms:  Oral  tablets.  .250  mg. 
Vaginal  inserts.. 500  mg. 

*Complete  list  of  references  on  request. 
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DECLOSTATIN  300 

DomellivlchlorletrafycJiiif  HCl  300  rag  1 • "I 

and  Nystatin  500.000  units  l \ -■  g-M 

CAPSILE-SHAPED  TABLETS  Lwfarle  IJfldlt 


To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy— the  protection  of  nystatin  is  combined  with 
demethyJchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  mondial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN*  Demethylchlortetracy cline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline  or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  i 
appear,  appropriate  measures  should  be  taken.  In  infants,  j 
increased  intracranial  pressure  with  bulging  fontanels  has  1 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with  ‘ 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal 
lions  should  continue  for  .10  days,  even  though  symptqnisj^flK 
have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  AimnicS 
Cyanamid  Company,  Pearl  River,  New  York 
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Rapid  Inulin  Clearance 

Method  for  Clinical  Use 

GERALD  P.  MURPHY,  M.D. 

LORETO  D.  PALMA,  M.D. 

ROBERT  H.  MOORE,  M.S. 

J.  H.  GROENEWALD,  M.D. 

GERALD  M.  KENNY,  M.D. 

ANDREW  SZOLNOKY,  Ph.D. 

Buffalo,  New  York 

Although  inulin  is  generally  recom- 
mended for  measuring  the  GFR  (glomeru- 
lar filtration  rate),  a rapid  method  for  the 
determination  of  inulin  in  the  laboratory 
has  not  been  available.  Most  methods  for 
inulin  determination  are  very  time  con- 
suming. 

Methods  for  the  determination  of  inulin 
by  reduction  followed  by  the  formation  of 
color  with  diphenylamine  or  anthrone  suffer 
from  the  disadvantage  that  glucose  is  an 
interfering  substance  that  must  be  re- 
moved. A more  rapid  and  convenient 
method  has  been  described  but  seems  to 
have  received  no  previous  clinical  trial.1 
This  newer  method,  based  on  the  forma- 
tion of  a yellow-orange  color  by  inulin  with 
indole  in  concentrated  hydrochloric  acid, 
is  more  rapid  than  other  conventional  in- 
ulin methods.2-4  The  present  report  deals 
with  the  accuracy  and  rapidity  of  such  an 
inulin  test  as  used  in  a regional  renal  center. 

Methods  and  materials 

Twenty  unselected  adult  male  and  fe- 
male patients  with  various  degrees  of  renal 
insufficiency  on  the  basis  of  blood  urea 
levels  of  18  to  90  mg.  per  100  ml.  were 
studied.  Ages  ranged  from  twenty-nine 

From  the  Regional  Center,  New  York  State  Kidney  In- 
stitute, Roswell  Park  Memorial  Institute,  State  of  New  York 
Department  of  Health. 


to  seventy-six  years.  Endogenous  creati- 
nine and  inulin  clearance  tests  were  per- 
formed simultaneously  on  all  patients  to 
determine  the  glomerular  filtration  rate. 
Results  were  compared  and  analyzed  with 
the  aid  of  routine  statistical  methods  using 
paired  differences,  correlation  coefficients, 
probability,  means,  standard  error,  and 
standard  deviation. 

Clinical  procedure.  Nonfasting  pa- 
tients were  hydrated  with  3 glasses  of  water 
followed  by  1 glass  of  water  every  half 
hour  until  the  end  of  the  test.  Two 
ampules  of  sterile  inulin  solution  5 Gm.  in 
50  ml.  of  isotonic  saline*  were  heated  in  a 
water  bath  in  the  clinic  to  dissolve  any  pre- 
cipitate formed  during  storage.  The  con- 
tents of  the  ampules  were  then  mixed  with 
150  ml.  of  5 per  cent  glucose,  and  the  mix- 
ture was  given  intravenously  during  a 
period  of  thirty  minutes. 

One  hour  after  inulin  administration, 
patients  were  catheterized  if  they  did  not 
already  have  indwelling  Foley  urethral 
catheters.  Two  one-hour  urine  samples 
were  then  collected.  At  the  mid-point  of 
each  one-hour  period,  blood  was  obtained 
for  inulin  and  creatinine  determinations. 
To  compensate  for  the  reaction  of  glucose 
and  water  and  other  interfering  substances, 
blood  and  urine  control  samples  were  ob- 
tained before  the  inulin  infusion.  Urine 
concentrations  of  inulin,  creatinine,  and 
urine  flow  rates  were  measured. 

Laboratory  procedure.  The  reagents 
needed  are  as  follows:  10  per  cent  zinc 

sulfate  solution  (10  per  cent  of  zinc  sulfate 
per  7 parts  of  water);  0.5N  sodium  hydrox- 
ide; indole  solution  (50  mg.  per  100  ml. 
of  water);  concentrated  hydrochloric  acid; 
stock  standard  solution  of  inulin  (1  mg. 
per  milliliter);  and  working  standard  solu- 
tions of  inulin  (20,  40,  60,  80,  and  100  mg. 
per  milliliter).  In  the  original  report, 
a 25  mg.  per  cent  indole  solution  is  used, 
and  0.5  ml.  of  this  solution  is  used  for 
every  0.5  ml.  of  sample1  We  have  modi- 

* Araar-Stone  Laboratories,  Inc.,  Mount  Prospect,  Il- 
linois. 
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TABLE  I.  Serum  concentrations  of  inulin  and 
creatinine  after  inulin  infusion  in  20  patients 


Period 

after 

inulin 

infusion 


Concentration  (milligrams  per 
100  ml.)  in  serum 

(mean  ± S.E.) 

Inulin  Creatinine 


First 

horn-  31.71  ±2.83  1.18  ±0.08 

Second 

hour  22 . 22  ± 2 . 61  1 . 17  ± 0 . 08 


lied  this  volume  to  1 ml.  to  eliminate  one 
possible  source  of  error,  since  a 1-ml.  pipet 
is  more  precise  than  the  0.5-ml.  Oswald 
pipet.  The  most  suitable  serum  dilution 
was  1:8,  with  a concomitant  urine  dilution 
of  1:100. 

The  indole  reaction  is  not  specific  for 
inulin,  and  hence  blank  (control)  samples  of 
serum  and  urine  must  be  obtained  from 
each  patient  prior  to  the  administration  of 
inulin.  The  values  for  the  blanks  are 
subtracted  from  those  for  the  samples 
containing  inulin.  Calibration  curves  are 
linear  up  to  60  to  80  micrograms  per  mil- 
liliter when  a standard  Coleman  junior 
spectrophotometer  is  used.  This  linear 
range  may  be  increased  by  using  a larger 
type  of  spectrophotometer.  The  recovery 
of  inulin  added  to  serum  filtrates  was  101 
to  105  per  cent  of  the  amounts  added. 

For  brevity,  the  individual  steps  in  the 
method  of  determination  are  omitted  here 
because  they  are  described  in  detail  in  the 
original  report.1  These  steps  are  quite 


TABLE  II.  Glomerular  filtration  rates  based  on 
inulin  and  creatinine  clearances  after  inulin  in- 
fusion in  20  patients 


Period 

after 

inulin 

infusion 

Glomerular 

(milliliters 

(mean 

Inulin 

filtration  rate 
per  minute) 

± S.E.) . 

Creatinine 

First 

hour 

84.00  ±7.97 

83.20  ±6.93 

Second 

hour 

72.65  ±7.28 

74.95  ±5.47 

Both  hours 
(mean) 

78.55  ±7.11 

79.30  ±5.43 

simple.  Several  inulin  clearances  can  be 
measured  within  a few  hours  in  the  labo- 
ratory. The  results  are  available  within 
one  day,  in  marked  contrast  to  the  time- 
consuming  inulin  technics  currently  is 
use.2-4  Glomerular  filtration  rates,  ad- 
justed to  1.73  M 2 of  body  surface  area,  were 
calculated  for  both  inulin  and  creatinine 
in  accordance  with  the  standard  formula 


GFR 


U X V 

p ’ 


where  U equals  urine  concentration,  V 
equals  flow  rate,  and  P equals  plasma  or 
serum  concentration. 


Results 

All  20  patients  were  adequately  hy- 
drated during  the  test  on  the  basis  of  urine 
flow  rates  of  4.97  ± 0.58  (standard  error) 
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FIGURE  1.  Correlation  between  inulin  and  creatinine  urine-plasma  concentration  ratios  for  20  patients. 
(A)  During  first  hour  after  inulin  infusion.  Correlation  coefficient,  +0.98,  highly  significant.  (B)  During  sec- 
ond hour  after  inulin  infusion.  Correlation  coefficient,  +0.95,  almost  as  highly  significant  as  that  for  first 

hour. 
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FIGURE  2.  Correlation  between  inulin  and  creatinine  clearances  for  20  patients.  (A)  On  basis  of  data  cor- 
rected for  body  surface  area.  Correlation  coefficient,  + 0.89,  is  good.  (B)  On  basis  of  data  not  corrected 
for  body  surface  area.  Correlation  coefficient,  +0.87,  almost  as  good  as  that  for  corrected  data. 
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FIGURE  3.  Means  and  95  per  cent  confidence  intervals  for  inulin  and  creatinine.  (A)  Clearances  in  20  pa 
tients  during  the  first  and  second  hours  after  inulin  infusion.  Differences  between  two  hours  not  signifi- 
cant. (B)  Plasma-urine  concentration  ratios  in  20  patients  during  the  first  and  second  hours  after  inulin 
infusion.  Differences  between  two  hours  not  significant. 


ml.  per  minute  for  the  first  hour,  and  4.20 
± 0.83  (standard  error)  ml.  per  minute  for 
the  second  hour.  The  difference  between 
the  two  rates  is  not  significant.  With  the 
technic  empolyed,  a fall  in  inulin  plasma 
concentration  from  31.71  to  22.22  mg.  per 
100  ml.  occurred  during  the  two-hour  clear- 
ance test  (Table  I).  Blood  inulin  blanks 
prior  to  inulin  infusion  were  low,  with  a 
range  of  0.9  to  5.2  mg.  per  100  ml.  Con- 
comitant control  urine  inulin  concentra- 
tions ranged  from  1.7  to  15  mg.  per  100  ml. 
During  the  actual  inulin  infusion  and  for 
the  two  hours  afterward,  urine  inulin  con- 
centrations averaged  943  mg.  per  100  ml. 
Endogenous  serum  creatinine  concentra- 
tions remained  constant. 

Table  II  shows  the  GFR  after  one  and 


two  hours  as  measured  by  the  inulin  and 
creatinine  methods.  Both  technics  showed 
a fall  after  one  hour.  The  average  rate 
observed  with  endogenous  creatinine  in  the 
20  patients  was  only  0.75  ml.  per  minute 
greater  than  that  obtained  with  inulin. 
Figure  1 illustrates  the  good  agreement  and 
apparent  linearity  noted  in  the  urine- 
plasma  concentration  ratios  for  the  20  pa- 
tients studied.  Highly  significant  cor- 
relations of  +0.98  for  the  first  hour  and 
+0.95  for  the  second  hour  were  found. 
These  results  demonstrate  the  validity  of 
both  the  technics  of  measurement  and  the 
tests  substances  employed.  Figure  2 A 
indicates  graphically  the  linear  relation- 
ship between  the  two  methods  of  GFR  de- 
termination in  the  20  patients.  As  shown 
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the  GFR  varied  from  below  40  ml.  per 
minute  to  160  ml.  per  minute  in  the  pa- 
tients studied.  Figure  2B  shows  the  less 
linear  correlation  existing  between  the  two 
test  methods  when  no  correction  for  body 
surface  area  was  made  in  the  observations. 
With  and  without  corrections,  however, 
the  two  methods  showed  good  correlation 
coefficients,  +0.89  and  +0.87,  respectively. 

Figure  3 A illustrates  the  correlations 
between  the  two  hours  of  testing.  There 
was  a fall  in  GFR  as  measured  by  both 
methods.  The  change-over  time,  how- 
ever, fails  to  satisfy  the  criterion  of  sta- 
tistical significance,  as  shown  in  Figure  3A. 
The  confidence  intervals  for  average 
change-over  time  for  both  methods  extend 
slightly  above  the  zero  (no  change)  line. 
In  like  manner  no  statistically  significant 
change  in  urine-plasma  concentration  ratios 
was  apparent  over  the  two-hour  period, 
on  the  basis  of  both  methods  (Fig.  3B). 

Comment 

The  present  study  demonstrates  that  a 
modified  inulin  method  shows  good  agree- 
ment with  endogenous  creatinine  clearances 
simultaneously  measured  for  two  one- 
hour  periods.  This  indole  method,  in  our 
hands,  has  proved  to  be  simple  and  rapid 
in  the  laboratory. 

The  20  patients  studied  had  a wide 
range  of  glomerular  filtration  rates  and 
various  degrees  of  renal  insufficiency  as 
shown  by  azotemia.  The  almost  linear 
correlations  between  the  two  methods  thus 
verify  the  usefulness  of  the  modified  inulin 
test  in  patients  with  reduced  GFR  as  well 
as  in  those  with  normal  rates.  It  is  not 
known  what  the  lower  limits  of  acceptable 
clinical  accuracy  will  be  with  these  technics. 
Pilot  studies  currently  in  progress  in  this 
laboratory  suggest  a limit  of  3 ml.  per  min- 
ute. In  any  event,  the  new  method  is 
simple,  rapid,  and  useful. 

The  present  study  compared  clearance 


during  two  one-hour  periods  to  reveal  any 
possible  interval  variations  with  either 
method.  The  fall  in  inulin  concentration 
generally  seen  in  the  20  patients  studied 
indicates  that  less  acceptable  accuracy  can 
be  anticipated  after  the  second  hour  fol- 
lowing inulin  infusion  (Table  I).  On  the 
basis  of  our  results,  however,  a one-hour 
clearance  period  impresses  us  as  being  suffi- 
cient and  highly  accurate. 

The  possible  factors  responsible  for  the 
decline  in  the  GFR  during  the  second  hour 
of  clearance  measurement  are  unknown. 
Even  so,  because  it  was  observed  uniformly 
with  both  technics,  it  is  presumably  not 
relevant  to  the  purpose  of  the  present  re- 
port. 

Summary 

A rapid  and  convenient  method  for  the 
use  of  inulin  in  measurement  of  the  GFR 
(glomerular  filtration  rate)  in  human  pa- 
tients has  been  tested.  The  method  is 
simple  and  accurate.  The  determination 
is  based  on  the  formation  of  a yellow-orange 
color  by  inulin  with  indole  in  concentrated 
hydrochloric  acid.  This  technic  was  tested 
in  20  hydrated  patients  with  various 
degrees  of  renal  insufficiency  and  was 
compared  with  simultaneously  measured 
endogenous  creatinine  clearances.  A linear 
correlation  was  found  between  the  values 
obtained  for  the  GFR  by  the  two  methods 
and  similarly  between  the  values  obtained 
for  the  urine-plasma  concentration  ratios. 

References 

1.  Karvonen,  M.  J.,  and  Malm,  M.:  Colorimetric  deter- 

mination of  fructose  with  indol,  Scandinav.  J.  Clin.  & Lab. 
Invest.  7:  305  (1955). 

2.  Shannon,  J.  A.,  and  Smith,  H.  W.:  The  excretion  of 

inulin,  xylose  and  urea  by  normal  and  phlorizinized  man, 
J.  Clin.  Invest.  14:  393  (1935). 

3.  Corcoran,  H.  C.,  and  Page,  I.  H.:  Applications  of 

diphenylamine  in  the  determination  of  levulose  in  biological 
media:  (1)  the  determination  of  inulin  (2)  the  determination 
of  levulose  in  small  amounts,  J.  Biol.  Chem.  127:  601  (1939). 

4.  Hubbard,  R.  S.,  and  Loomis,  T.  A.:  The  determina- 

tion of  inulin,  ibid.  145:  641  (1942). 


1738  New  York  State  Journal  of  Medicine  / June  15,  1969 


General  Practitioner 
in  Community  Psychiatry 

Experimental 
Treatment  Project 

JAN  EHRENWALD,  M.D. 

New  York  City 
EDWARD  KLOTH,  M.D. 

New  York  City 

Chief,  Adult  Psychiatric  Outpatient  Department 
(Dr.  Ehrenwald),  Attending  Psychiatrist 
(Dr.  Kloth),  the  Roosevelt  Hospital 


F ew  areas  in  the  field  of  medicine  show 
a bigger  gap  between  theory  and  practice 
than  medical  psychology  and  psychiatry. 
Various  schools  of  psychotherapy,  Freudian 
and  post-Freudian,  have  made  spectacular 
progress  toward  a better  dynamic  under- 
standing of  emotional  disorders  since  the 
turn  of  the  past  century.  Yet  the  benefits 
of  the  progress  made  were  slow  in  filtering 
down  to  the  “small  consumer”  in  the 
population  at  large.  We  have  gained  in- 
creasing insight  into  the  etiology,  preven- 
tion, and  treatment  of  mental  and  psycho- 
somatic disorders.  But  the  notorious 
shortage  of  trained  psychiatric  personnel 
remains  an  insurmountable  obstacle  to  the 
practical  application  of  such  knowledge  on  a 
larger  scale.  In  a similar  vein,  a growing 
number  of  psychotropic  drugs  has  brought 
relief  to  a wide  variety  of  neurotic  and 
psychotic  patients;  yet  the  general  practi- 

The  project  was  made  possible  by  a grant  from  the  Henry 
Ittleson  Family  Foundation  and  was  greatly  helped  by  sup- 
port from  all  members  of  the  Department  of  Psychiatry  at 
the  Roosevelt  Hospital. 


tioner,  lacking  specialized  training,  may 
still  find  himself  at  a loss  to  know  what 
drugs,  in  what  patients,  and  against  what 
target  symptoms  he  should  prescribe. 

Modern  community  psychiatry  seeks  to 
find  answers  to  these  problems.  It  enlists 
the  aid  of  diverse  social  agencies,  clinical 
psychologists,  educators,  and  clergymen  to 
provide  guidance,  counseling,  and  auxil- 
iary services  in  a growing  number  of 
mental  health  centers  on  a nationwide  scale. 
An  added  contribution  along  these  lines  is 
the  short-term  and  long-term  psychiatric 
courses  and  seminars  for  general  practi- 
tioners sponsored  by  the  National  Institute 
of  Mental  Health  and  the  Academy  of 
General  Practice. 1 6 They  are  designed 
to  disseminate  specialized  knowledge  and 
elementary  psychotherapeutic  skills  to  gen- 
eral practitioners  and  nonpsychiatric  spe- 
cialists operating  in  urban  centers  as  well  as 
in  rural  areas. 

The  present  project  is  an  outgrowth  of 
such  courses  offered  at  the  psychiatric  de- 
partment of  the  Roosevelt  Hospital,  New 
York  City,  since  1961.  Yet  while  most 
programs  of  this  order,  perhaps  with  the 
exception  of  those  described  by  Ogle  and 
Taylor6  and  Smith  et  al.,1  place  their  main 
emphasis  on  postgraduate  education  and 
training,  our  approach  is  based  on  the  idea 
that  general  practitioners,  having  attended 
at  least  six  months  to  one  year  of  psychi- 
atric courses,  should  be  ready  to  use  their 
newly  acquired  skills  in  treating  a group  of 
chronic  mental  patients  on  a private  basis 
in  the  office.  The  patients  are  recruited 
from  the  catchment  area  of  our  hospital  in 
which  most  of  our  participating  physicians 
are  also  located.  The  patients,  most  of 
them  unemployed,  on  welfare,  or  supported 
by  relatives,  are  selected  for  our  program 
according  to  existing  community  needs. 
The  majority  have  been  discharged  from 
State  hospitals.  Thus  the  main  emphasis 
of  the  project  is  to  provide  supervised  pa- 
tient care  by  a private  physician  in  the 
patient’s  own  community.  At  the  same 
time  the  participating  doctors  are  gvien  the 
benefit  of  routine  consultation  with  their 
psychiatric  instructors.  Also,  the  requisite 
diagnostic  and  therapeutic  services  of  our 
psychiatric  outpatient  department,  psy- 
chiatric emergency  clinic,  social  service  de- 
partment, and  other  outpatient  facilities 
are  at  their  disposal. 
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Personnel 


As  two  participating  psychiatrists,  we 
have  been  conducting  seminars  for  general 
practitioners  during  the  past  seven  years. 
We  are  responsible  for  the  selection  of 
patients  and  for  their  referral  to  the  in- 
dividual general  practitioner.  We  are 
assisted  by  a part-time  social  worker  with 
all-round  psychiatric  and  administrative 
experience  and  by  a part-time  secretary. 

The  participating  physicians  range  in 
time  in  practice  from  twenty  to  forty-one 
years.  Their  practices  are  derived  from  an 
ethnically,  and  in  some  cases  racially, 
mixed  middle-income  population  with  a 
sprinkling  of  lower  middle-class  patients. 
Their  reasons  for  participating  in  our  proj- 
ect range  from  special  interest  in  a new 
venture  and  the  desire  to  test  their  newly 
acquired  skills,  to  a sense  of  social  re- 
sponsibility in  the  best  tradition  of  the 
medical  profession.  Personal  ties  estab- 
lished with  the  instructors  during  the 
seminars,  a chance  for  further  on  the  job 
learning  experience,  the  absence  of  bureau- 
cratic red  tape,  prompt  payment  for  serv- 
ices, and  a generally  stimulating,  con- 
genial atmosphere  may  have  served  as 
added  inducements  for  their  participation. 

Case  load 

The  selection  of  patients  is  based  on 
criteria  of  psychiatric  and  socioeconomic 
priorities  and  their  presumed  suitability 
for  treatment  in  a general  practitioner’s 
office.  The  number  of  patients  carried  in 
the  fifteenth  month  of  our  program  is 
33:  23  women  and  10  men.  Of  these,  5 are 
employed,  working  in  a more  or  less  shel- 
tered position.  The  others  are  on  welfare 
or  supported  by  relatives.  Their  educa- 
tional level  ranges  from  grammar  school  to 
highschool;  5 attended  college.  With  few 
exceptions,  all  have  a history  of  one  or  more 
admissions  to  mental  institutions.  Some 
of  the  patients  have  been  on  the  waiting 
list  of  our  outpatient  department  for  several 
months.  Thus  our  case  load  is  recruited 
(1)  from  discharged  patients  of  a State 
hospital,  (2)  chronic  patients  previously 
carried  in  our  psychiatric  outpatient  de- 
partment, group  therapy,  day  care,  and  so 
on,  and  (3)  other  sources  in  the  community. 
The  diagnoses  range  from  more  or  less  con- 


TABLE  I.  Diagnoses  of  patients  in  program 


Diagnoses 

Number 

of 

Patients 

Schizophrenic  reaction 

24 

Manic-depressive  psychosis 

4 

Phobic  reaction 

2 

Conversion  reaction 

2 

Sociopathic  personality 

1 

Total 

33 

trolled  schizophrenias  to  manic-depressive 
psychosis,  incapacitating  neurosis,  con- 
version reactions,  and  so  on  (Table  I). 

Procedure 

After  the  usual  clinical  work-up  and  pre- 
liminary screening  by  the  social  worker, 
eligible  patients  are  reviewed  in  weekly  or 
biweekly  conferences.  The  conferences  are 
attended  by  the  psychiatrist,  social  worker, 
secretary,  and  the  general  practitioner  to 
whom  an  individual  patient  is  to  be 
assigned.  In  these  conferences  all  relevant 
information,  such  as  diagnosis,  test  results, 
underlying  pathology,  and  psychodynam- 
ics, is  discussed  and  recommendations  are 
made  for  further  supportive  therapy,  med- 
ication, desirable  frequency  of  visits,  and 
so  on.  Liaison  with  other  treatment  fa- 
cilities or  social  agencies  is  maintained  by 
the  social  worker.  Her  contact  with  the 
client  and  his  family  follows  the  usual  case- 
work routine,  with  added  opportunities 
for  teamwork  in  a field  not  previously  open 
to  the  general  practitioner. 

Drugs  prescribed  are  dispensed  by  the 
Roosevelt  Hospital  pharmacy  free  of 
charge.  All  requisite  funds,  including  staff 
salaries  and  remunerations  for  general 
practitioners,  are  provided  by  a grant  from 
the  Henry  Ittleson  Family  Foundation. 
The  general  practitioners’  fees  for  each 
office  visit  are  in  line  with  the  customary 
Medicaid  and  Medicare  fee  schedule. 
Higher  fees  are  paid  for  their  attendance  at 
the  first  intake  conference  and  for  the 
initial,  usually  more  prolonged,  patient 
interview. 

As  our  program  developed,  intake  con- 
ferences were  extended  to  provide  biweekly 
opportunities  for  consultations  with  the 
psychiatrist  and  social  worker.  In  effect 
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they  became  extensions  of  psychiatric- 
seminars  previously,  or  concurrently,  at- 
tended by  the  general  practitioner,  com- 
parable to  the  supervisory  sessions  offered 
in  the  training  of  psychotherapists. 

Comment 

After  two  and  a half  years  of  opera- 
tion, our  project  is  proceeding  to  the  satis- 
faction of  the  psychiatric  team,  the  general 
practitioners,  and  the  patients.  There 
were  the  usual  hurdles  to  be  overcome,  and 
errors  in  judgement  to  be  corrected  in  the 
initial  stages.  Some  patients  were  not 
properly  briefed  as  to  the  nature  and  pur- 
pose of  the  project.  One  patient  noticed 
the  x-ray  machine  in  the  office  of  his  doctor 
and  wanted  to  be  referred  back  to  a “real” 
psychiatrist.  A manic-depressive  patient 
suddenly  went  into  a manic  phase,  created 
a scene,  and  became  a management  problem 
for  the  general  practitioner.  He  had  to  be 
returned  to  our  psychiatric  outpatient  de- 
partment for  further  psychiatric  treatment. 
A depressed  woman  of  seventy-three  ex- 
pressed suicidal  ideas  and  had  to  be  ad- 
mitted as  an  inpatient  for  a period  of  two 
months.  A chronic  schizophrenic  patient, 
a veteran  of  several  years  of  hospitaliza- 
tion, on  whom  a lobotomy  had  been  per- 
formed twenty-two  years  ago,  was  unable 
to  hold  her  own  in  the  community  and 
applied  for  readmission  to  a State  hospital. 
This  patient  is  the  only  unqualified  failure 
on  our  record  so  far.  She  illustrates  the 
difficulties  of  selecting  patients  suitable  for 
our  project.  As  it  happened,  2 of  the  un- 
suitable patients  had  been  assigned  to  the 
same  physician.  Discouraged  by  this  ex- 
perience, he  withdrew  from  our  program. 
Six  general  practitioners  have  stayed  with 
us  since  its  inception. 

On  the  other  hand,  most  chronic  schizo- 
phrenic patients,  even  of  the  paranoid  type, 
proved  to  be  far  less  difficult  to  handle  in 
the  general  practitioner’s  office  than  ex- 
pected. This  may  be  the  result  of  the  ma- 
jority of  these  patients  having  gone  through 
prolonged  or  repeated  periods  of  hospitali- 
zation, with  the  result  that  their  paranoid 
trend  had  been  tempered  by  electric  con- 
vulsive therapy,  psychotherapy,  or  drug 
treatment.  More  often  than  not  their  sub- 
sequent experiences  in  the  community  have 
also  taught  them  to  dissimulate  and  to  stop 


“fighting  city  hall”  as  one  patient  put  it. 
Some  of  our  physicians  were  suprised  to  see 
these  patients  holding  onto  their  jobs  and 
making  a modicum  of  social  adjustment 
to  their  environment.  We  also  found  that, 
contrary  to  theory,  an  occasional  dynami- 
cally well-chosen  and  well-timed  remark  or 
nonverbal  intervention  proved  remarkably 
helpful.  One  woman  of  fifty-one  had  been 
plagued  for  years  by  delusional  fears  of  bad 
breath.  She  was  referred  to  one  of  the  more 
experienced  graduates  of  our  course.  He 
filled  her  usual  prescription  but  at  the  same 
time  volunteered  to  make  an  ophthalmo- 
scopic examination.  This  gave  him  the  op- 
portunity to  remark  in  a casual  way  that 
despite  their  close  bodily  contact  he  noticed 
no  trace  of  halitosis  in  the  patient’s  breath. 
It  is  not  likely  that  his  observation  has 
made  a major  dent  in  her  delusional  fears, 
but  it  served  as  a wholesome  contribution 
toward  better  reality  testing  on  her  part, 
helping  to  counteract  her  profound  sense 
of  inner  worthlessness,  shame,  and  guilt. 
The  patient  continues  to  hold  her  job  as  a 
cashier. 

Another  case  illustrates  the  need  to  guard 
against  certain  pitfalls  the  general  practi- 
tioner may  encounter  in  the  course  of  pro- 
longed therapeutic  contact  with  paranoiac 
patients.  The  patient,  an  unmarried  man 
of  forty-nine,  complained  among  other 
things  of  prostatic  pain  and  induced  his 
physician  to  undertake  what  appeared  to 
be  a routine  rectal  examination.  The 
physician  had  to  be  reminded  of  the  pa- 
tient’s thinly  veiled  homosexual  trend  and 
of  what  may  have  been  the  hidden  sexual 
significance  in  the  patient’s  mind. 

One  of  the  problems  encountered  while 
working  with  chronic  mental  patients  was 
steering  clear  of  unwarranted  pessimism 
which  could  cause  the  practitioner  to  miss 
incipient  breaks  in  an  apparently  stale- 
mated situation  and  avoiding  undue  pres- 
sure put  on  a withdrawn  patient  which 
might  upset  his  precariously  balanced  so- 
cial adjustment.  Yet  we  found  that  once 
the  spell  of  bias  and  hopelessness  surround- 
ing such  patients  was  broken,  our  physicians 
learned  to  communicate  with  them  much 
in  the  same  way  they  do  with  patients  in- 
capacitated by^  rheumatoid  arthritis  or 
heart  disease. 

We  noted  that  an  experienced  general 
practitioner’s  frustration  tolerance,  ac- 
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quired  in  the  arduous  routine  of  dealing 
with  both  curable  and  incurable  organic 
illness,  often  is  superior  to  that  of  the 
fledgling  psychiatrist  who  finds  it  difficult 
to  engage  in  little  more  than  long-term  sup- 
portive psychotherapy  or  palliative  drug 
treatment. 

Other  difficulties  were  due  not  so  much 
to  lack  of  specialized  psychiatric  knowledge 
as  to  reciprocal  role  conflicts  and  faulty 
attitudes  existing  in  both  doctors  and  pa- 
tients. The  general  practitioner,  as  Berb- 
linger8  pointed  out,  may  feel  called  on  to 
slip  into  the  role  of  the  psychiatrist  which 
he  is  not  in  fact  supposed  to  play.  He  may 
be  prone  to  unnecessary  or  even  uncalled 
for  somatic  interventions,  or  his  approach 
may  still  be  vitiated  by  the  stereotype 
picture  of  incurable  mental  illness,  of  the 
world  of  the  “insane,”  hopelessly  separated 
and  literally  walled  off  from  the  world  of 
the  “sane.”  The  emotionally  disturbed 
patient  may  in  turn  have  the  stamp  of  in- 
sanity and  chronic  invalidism  so  deeply 
imprinted  in  his  own  mind  that  it  may  make 
his  transition  to  an  altogether  new  role 
unduly  difficult  for  him. 

It  is  primarily  this  change  of  roles,  what 
has  been  described  as  an  existential  shift, 
which  seems  to  be  facilitated  by  our  pro- 
gram.9 The  shift  may  be  triggered  by  re- 
moving the  stigma  of  insanity  from  the  pa- 
tient’s self-image,  with  its  attending  legacy 
of  recurrent  breakdowns,  hospitalizations, 
and  continued  segregation  behind  the  in- 
visible walls  of  prejudice  and  social  dis- 
crimination. Indeed  a major  goal  of  our 
project  is  to  carry  this  message  to  him.  It 
is  symbolized  by  his  first  arrival  in  the 
office  of  the  local  general  practitioner  who 
deals  with  him  as  he  would  any  other  pa- 
tient. 

Results 

The  assessment  of  the  therapeutic  value 
of  our  program  must  be  based  on  its  goals. 
Those  are,  in  turn,  necessarily  determined 
by  the  nature  of  the  pathologic  condition 
confronting  us.  Accordingly  our  primary 
concern  has  been  to  keep  our  patients  out 
of  the  mental  hospital,  to  maintain  or  to 
improve  their  social  adjustment,  and  to 
help  them  to  become  partly  or,  if  possible, 
wholly  self-supporting. 

At  the  time  this  was  written  only  1 out 


of  a total  of  38  patients  had  required  re- 
admission to  a State  institution.  One  pa- 
tient needed  two  months’  hospitalization 
at  the  Roosevelt  Hospital.  She  and  another 
patient  were  referred  back  to  our  psychi- 
atric outpatient  department  for  further 
treatment.  Three  patients  dropped  out 
and  were  put  on  the  inactive  list.  Twelve 
of  the  remaining  31  cases  on  the  active  list 
have  partial  rehabilitation  employment, 
some  of  them  holding  full-time  jobs  under 
sheltered  conditions.  Three  patients  re- 
cently became  employable.  Yet  all  who 
have  been  on  welfare  continue  to  receive 
public  assistance.  A favorable  sign  has 
been  the  low  incidence  of  broken  appoint- 
ments, certainly  lower  than  is  usually  the 
case  in  psychiatric  outpatient  clinics. 

It  should  be  noted,  however,  that  this 
modest  list  of  accomplishments  fails  to 
make  allowance  for  some  of  the  imponder- 
ables on  the  credit  side  of  our  project. 
Most  patients,  however  inarticulate,  ex- 
pressed their  appreciation  for  the  care 
given  to  them  by  their  physicians.  The 
attending  gains  in  their  self-respect  and 
sense  of  emotional  security  are  difficult  to 
evaluate,  to  score,  or  to  check  off  on  one  of 
the  currently  used  follow-up  scales.  * Our 
social  worker  happily  reported  to  us  re- 
marks such  as:  “It’s  the  best  thing  that 
happened  to  me  in  years”:  or  “I’m  so 

grateful  you  included  me  in  this  program.” 
Excerpts  from  the  following  letter  indicate 
the  same  point: 

I am  writing  to  show  my  appreciation  to 
you  for  having  the  insight  about  the  need  for 
such  a program.  In  my  earlier  years  I went 
to  clinics  most  of  the  time.  It  was  to  me  an 
experience  in  humiliation . . . 

Such  statements  cannot  be  invoked  to 
prove  the  efficacy  of  a new,  or  rather  old- 
fashioned,  therapeutic  approach.  But  they 
do  indicate  that  this  program  is  capable  of 
meeting  existing  individual  and  social 
needs.  This  seems  to  us  to  be  precisely  one 
of  the  goals  of  community  psychiatry. 

One  more  word  regarding  the  costs  of 
our  program  may  be  in  order  in  conclusion. 
After  the  first  twelve  months  of  operation, 

* Ten  pat  ients  on  our  list  for  more  than  six  months  were 
scored  with  a graded  follow-up  scale  used  in  our  department. 
'The  score  covers  such  items  as:  presenting  symptoms,  gen- 
eral health  and  functioning,  family  relationships,  social  re- 
lationships, vocational  adjustment,  and  others.  All  10 
patients  showed  gains  in  at  least  one  area  covered  by  the 
scale. 
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with  a case  load  of  31  active  patients,  our 
budget  per  patient  per  day  averaged  $1.21. 
This  includes  staff  salaries  and  general 
practitioners’  fees.  Daily  expenses  for 
drugs  averaged  $0.33  per  patient,  raising 
our  total  expenditure  per  patient  per  day 
to  $1.54.  Whether  or  not  a further  increase 
of  our  case  load  would  augment  the  fiscal 
benefits  of  our  program  without  reducing 
the  intimacy  of  the  patient-doctor  relation- 
ship and  the  quality  of  patient  care  must 
remain  an  open  question. 

Discussion 

Alan  R.  Rosenberg,  M.D.  The  con- 
cept of  “farming  out”  outpatient  depart- 
ment clinic  psychiatric  patients  to  private 
offices  is  so  intrinsically  sound  and  patently 
superior  to  the  older  inhospital  clinic 
method  its  extension  would  appear  in- 
exorable. 

The  effects  on  the  patient  are  both 
humanizing  and  dignifying.  Patients  ap- 
pear regularly  and  on  time.  They  are 
appreciative  of  the  continuing  individual 
attention  undiluted  by  clinic  intermediaries, 
hospital  red  tape,  changing  therapists,  and 
other  disturbing  phenomena.  They  make  a 
cleaner,  uncluttered  transference  to  the 
treating  physician.  They  feel  more  hopeful 
because  they  interpret  this  method  of 
handling  them  as  a demonstration  that 
they  have  greater  worth,  greater  impor- 
tance, greater  meaning  in  a world  that  had 
tended  to  write  them  off.  The  opportunity 
to  sit  in  a private  waiting  room  equal  to 
other  patients,  to  be  able  to  telephone  their 
doctor  equally  freely,  gives  them  a sense 
of  dignity  the  starker  clinic  atmosphere 
cannot  match. 

The  gains  to  the  participating  treating 
general  practioner  are  also  considerable. 
Biweekly,  case  by  case  discussion  sessions 
with  experienced  controlling  psychiatrists 


assure  competence  of  therapy.  Availa- 
bility of  twenty-four  hour  hospital  emer- 
gency back-up  as  well  as  a plethora  of  sup- 
porting social  and  psychiatric  personnel 
and  services  enhance  the  effectiveness  of 
the  treating  physician.  Encouraged  by  the 
successes  of  this  program  the  general 
practitioner  finds  himself  reading  more 
psychiatric  literature  and  utilizing  his 
newly  acquired  skills  more  generally  over 
his  entire  practice.  He  delves  into  hereto- 
fore averted  areas  with  more  confidence 
and  thereby  becomes  a more  effective 
physician  not  only  in  patient  therapy  but 
also  in  psychiatric  referrals.  He  finds  he 
can  discuss  his  psychiatric  referrals  with 
almost  the  same  ease  as  he  can  discuss  his 
surgical  referrals.  In  a word,  the  mystical 
quality  of  psychiatry  tends  to  thaw  in  the 
crucible  of  experience  and  guidance. 
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Various  anesthetic  technics  have  been 
recommended  for  the  repair  of  cleft  lip. 
The  goal  of  these  technics  was  to  ensure 
maximal  safety  of  the  patient  and  optimal 
working  conditions  for  the  surgeon.  The 
articles  that  surveyed  the  incidence  of 
mortality  and  morbidity  and  evaluated  the 
operating  conditions  of  the  past  thirty 
years1-4  attribute  the  improvement 
achieved  to  the  routine  use  of  the  endo- 
tracheal tube.5-8  However,  other  im- 
portant factors  also  contribute  to  the  im- 
proved results  and  should  not  be  overlooked 
in  any  evaluation.  There  is  a better  under- 
standing of  infant  anatomy  and  physiol- 
ogy.9 We  have  learned,  to  quote  Lee,10 
that  “a  child  is  not  a miniature  adult.” 
Better  pediatric  equipment  has  been  de- 
veloped.2 The  use  of  antibiotics,  the  care- 
ful preoperative  evaluation  and  postopera- 
tive care,  and  the  increased  experience  of 
anesthesiologists  with  these  patients  have 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  13,  196H. 
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all  contributed  to  the  improved  statis- 
tics.1 12 

In  this  presentation  we  wish  to  discuss 
and  recommend  a method  of  anesthetic 
management  that  is  a modification  of 
Straith,  Teasley,  and  Moore’s13  technic 
which  has  been  used  at  Montefiore  Hospital 
and  Medical  Center  since  1959  for  the  re- 
pair of  cleft  lip  in  the  child  of  less  than  one 
year  of  age.14 

Cleft  lip  is  a congenital  anomaly  that  oc- 
curs, according  to  various  statistics,  in 
1 :750  to  1 : 1,200  live  births.21214  Cleft  lip 
is  frequently  associated  with  other  anoma- 
lies, particularly  cleft  palate.  Early  repair 
is  desirable  for  the  unimpeded  growth  and 
development  of  the  baby  and  the  avoidance 
of  emotional  distress  of  the  parents.  It  is 
difficult  to  maintain  proper  nutrition  in  a 
baby  who  cannot  suck  at  all,  or  poorly  at 
best.  Because  of  this,  the  infant  must  be 
fed  with  a syringe  or  some  other  device,  but 
never  by  gavage  since  this  would  prevent 
the  development  of  the  already  feeble  suck- 
ing and  swallowing  reflexes,  the  absence  of 
which  poses  the  threat  of  aspiration  and 
pneumonia.  Because  of  the  feeding  prob- 
lems, weight  gain  is  usually  slow.  Growth 
and  development  are  often  retarded,  and 
malnutrition,  anemia,  and  frequent  respira- 
tory infections  may  cause  further  deteriora- 
tion of  the  already  poor  general  health  of 
the  baby.  Repair  of  the  cleft  lip  improves 
nasal  breathing  and  permits  the  baby  to 
suck.  Cleft  lip  repair,  however,  is  an  elec- 
tive procedure  for  a condition  that  poses  no 
immediate  threat  to  life.  Consequently, 
before  undertaking  it,  the  patient  must  be 
brought  into  the  best  possible  physical  con- 
dition to  withstand  the  stress  of  surgery  and 
anesthesia. 

Method 

In  the  preoperative  evaluation  of  the 
patient,  the  following  criteria  should  be 
met:  The  child  (1)  should  weigh  at  least  4 

to  5 Kg.,  (2)  be  gaining,  (3)  have  a hemato- 
crit of  at  least  30,  (4)  be  well  hydrated,  and 
(5)  he  free  of  fever  and  infection.14  When 
the  infant’s  preoperative  status  satisfies 
these  standards,  not  only  the  operative 
problems  but  also  the  postoperative  com- 
plications are  decreased. 

Today  the  majority  of  procedures  for  the 
correction  of  cleft  lip  are  carried  out  under 
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general  anesthesia  and  endotracheal  intuba- 
tion. For  the  past  eight  years  we  have 
used  an  anesthetic  technic  consisting  of 
basal  narcosis  and  local  infiltration  that 
eliminated  the  need  for  endotracheal  intu- 
bation.14  The  technic  used  includes  the 
following  steps: 

1.  The  baby  receives  3 ounces  of 
formula  two  hours  preoperatively. 

2.  Dextrose  and  water  are  administered 
by  mouth  up  to  the  time  the  baby  arrives  in 
the  operating  room. 

3.  On  arrival  in  the  operating  room,  6 
mg.  per  kilogram  of  sodium  secobarbital 
(Seconal)  or  sodium  pentobarbital  (Nem- 
butal) are  injected  intramuscularly  while 
the  baby  is  still  in  the  crib.  The  first  5 
cases  in  this  series  were  given  12  mg.  per 
kilogram  barbiturate  rectally.  He  is  left 
undisturbed. 

4.  When  asleep,  he  is  attached  to  a 
circumcision  board  and  with  a “doughnut” 
under  his  head  is  placed  on  a heating  pad 
on  the  operating  table. 

5.  A precordial  stethoscope  and  rectal 
thermometer  are  put  in  place.  Heart  and 
respiratory  rates  and  temperature  are 
monitored  throughout  the  procedure. 

6.  One  milligram  per  kilogram  of  body 
weight  of  meperidine  hydrochloride  (Dem- 
erol) is  given  intramuscularly  when  the 
surgeon  begins  to  scrub. 

7.  The  surgeon  infiltrates  the  operative 
area  with  0.5  per  cent  lidocaine  (Xylocaine) 
containing  1 : 400,000  epinephrine  (Adren- 
alin). By  the  time  local  anesthesia  de- 
velops, the  baby  is  asleep.  If  there  are 
signs  of  awakening  after  twenty  to  thirty 
minutes,  1-  to  2-mg.  increments  of  meper- 
idine hydrochloride  are  given. 

8.  If  the  respiratory  rate  should  fall  25 
per  cent  below  the  initial  rate,  0.0025  mg. 
per  kilogram  of  levallorphan  tartrate  ( Lor- 
fan)  is  administered. 

Material 

Over  the  past  eight  years,  the  described 
technic  was  used  on  20  patients  (22  pro- 
cedures). There  were  14  males  and  6 fe- 
males. Their  ages  ranged  from  four  to 
thirty-six  weeks  with  an  average  of  thir- 
teen weeks.  Their  average  weight  was  5.4 
Kg.  with  a range  of  3.7  to  8.3  Kg.  Seven 
children  had  bilateral  clefts;  13  had  uni- 
lateral clefts  of  which  2 were  midline,  2 


had  clefts  on  the  right  side,  and  9 had  clefts 
on  the  left  side.  Cleft  palates  were  present 
in  14  of  the  patients  and  other  anomalies  in 
7.  Two  babies  were  premature.  One  of 
these  was  also  mongoloid.  One  child  had 
umbilical  hernia,  another  pyloric  stenosis, 
and  another  encephalocele.  One  child  was 
microcephalic.  There  was  one  baby  with 
several  abnormalities  that  included  heman- 
gioma, contracture  of  fingers,  heart  mur- 
mur, umbilical  hernia,  low-set  ears,  un- 
descended testicles,  and  strabismus.*  The 
total  dose  of  barbiturates  ranged  from  24 
to  45  mg.,  with  an  average  dose  of  34.5  mg. 
The  initial  dose  of  meperidine  hydro- 
chloride was  from  1 to  10  mg.  with  an 
average  of  5.5  mg.  Three  patients  required 
no  supplemental  dose.  The  others  received 
from  1.5  to  18  mg.,  an  average  of  5.5  mg. 
Surgery  lasted  from  forty-five  to  one 
hundred  eighty-five  minutes,  averaging  one 
hundred  five  minutes.  The  recovery  room 
stay  varied  from  forty  minutes  to  eight 
hours,  with  an  average  of  two  and  a half 
hours.  The  babies  remained  in  the  hos- 
pital four  to  fourteen  days  postoperatively. 
The  average  stay  was  7.4  days. 

Results 

There  were  no  problems  in  the  operating 
room  that  threatened  the  welfare  of  the 
child  or  hampered  the  progress  of  surgery. 
Respiratory  rate  depression,  necessitating 
reversal  with  levallorphan  tartrate,  did  not 
develop  either  during  or  after  surgery. 
The  surgeons  were  uniformly  satisfied  with 
the  operating  conditions.  In  the  recovery 
room,  2 babies  were  found  to  be  exces- 
sively sleepy  and  difficult  to  arouse.  Both 
of  these  were  encountered  early  in  the 
series  when  large  doses  of  barbiturate  were 
administered  rectally.  One  baby  developed 
inspiratory  stridor  after  discharge  from 
recovery  room  that  was  difficult  to  explain. 
He  was  treated  with  hydrocortisone  sodium 
succinate  (Solu-cortef)  and  penicillin  and 
placed  in  a high-humidity  croupette.  He 
made  a rapid,  uneventful  recovery.  Other 
complications  unrelated  to  the  described 
technic  were  encountered  in  3 infants.  One 
of  these  was  a four-week-old  male  weigh- 
ing 4.5  Kg.  He  had  a bilateral  cleft  lip 
repaired  in  one  hundred  thirty-five  minutes. 

* Four  babies  had  no  other  abnormality  than  the  cleft  lip. 
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He  received  60  mg.  of  sodium  secobarbital 
rectally  and  an  initial  dose  of  2 mg.  of 
meperidine  hydrochloride  intramuscularly. 
This  was  followed  by  9 mg.  of  meperidine 
hydrochloride  injected  in  1-mg.  increments. 
He  was  given  50  ml.  of  whole  blood  in  the 
operating  room  and  500  ml.  of  5 per  cent 
dextrose  in  water  intravenously  and  50  ml. 
orally  in  the  recovery  room.  Subsequently 
his  respiration  became  labored,  shallow, 
and  rapid.  Moist  rales  were  audible  over 
the  chest.  The  chest  x-ray  film  showed 
negative  findings.  This  complication  was 
attributed  to  overhydration.  He  was  kept 
in  the  recovery  room  for  eight  hours  and 
was  discharged  from  the  hospital  fourteen 
days  postoperatively.  Another  infant  de- 
veloped diarrhea  due  to  Salmonella  in- 
fection. The  third  had  bleeding  from  a 
rectal  fissure  that  required  prolongation  of 
the  hospital  stay  to  correct  the  anemia. 

Comment 

The  present-day  anesthetic  management 
of  most  procedures  for  the  repair  of  cleft 
lip  involves  the  use  of  general  anesthesia 
with  endotracheal  intubation.  Endotra- 
cheal anesthesia  has  several  advantages: 
Free  airway  is  ensured,  and  hypoxia  and 
tracheobronchial  aspiration  can  be  pre- 
vented. Besides  affording  more  comfort- 
able working  conditions  for  the  surgeon, 
endotracheal  intubation  has  significantly 
lowered  morbidity  and  all  but  eliminated 
mortality  rates.  MacCollum  and  Richard- 
son in  19573  reported  no  deaths  in  2,635 
cases,  Salanitre  and  Rackow  in  1962 1 no 
deaths  with  1 resuscitated  cardiac  arrest 
in  409  cases,  and  Lipton  in  1964 4 no  deaths 
in  175  patients.  The  endotracheal  technic, 
however,  still  has  serious  disadvantages. 
Morbidity  rates,  although  better  than  prior 
to  the  use  of  the  endotracheal  tube,  are 
still  too  high  and  range  from  6.8 3 15  to  24 1 
per  cent.  The  surgeon  must  be  aware  of 
the  endotracheal  tube  and  be  careful  not  to 
dislodge  or  compress  it.  The  effective 
tracheal  lumen  is  reduced,  resistance  to 
breathing  is  increased,  and,  unless  elaborate 
arrangements  are  made  for  humidification, 
the  dry  anesthetic  gases  desiccate  the 
tracheobronchial  tree.  But  the  greatest 
hazard  of  the  endotracheal  intubation  is 
postoperative  subglottic  edema. 

The  technic  of  basal  narcosis  with  local 


supplementation  has  certain  advantages  in 
these  small  patients  over  the  other  technics. 
The  child  comes  to  the  operating  room  well 
hydrated.  Because  of  this  and  the  fact 
that  the  local  injection  of  epinephrine 
minimizes  blood  loss  during  the  cleft  lip 
repair,  the  use  of  an  intravenous  infusion  is 
not  mandatory.  Since  he  arrives  in  the 
operating  room  well  hydrated  and  in  the 
immediate  postoperative  period  he  can  be 
given  clear  fluids  by  mouth,  there  is  little  or 
no  derangement  of  the  infants’  nutritional 
status.  Drying  of  the  tracheobronchial  tree 
is  not  a problem,  and  the  danger  of  post- 
operative subglottic  edema  is  eliminated. 
And  last,  the  surgeon  is  pleased  to  have  a 
quiet  operative  field  all  to  himself. 

Clinically,  there  were  no  signs  of  sig- 
nificant respiratory  depression.  The  re- 
sults of  blood  gas  analysis  performed  on 
the  last  patient  were  within  normal  limits. 
We  intend  to  do  blood  gas  analysis  on  sub- 
sequent patients  to  satisfy  ourselves,  as 
well  as  others  who  may  be  interested  in 
using  this  technic,  that  respiration  need 
not  be  seriously  depressed  to  achieve  ex- 
cellent operating  conditions. 


Summary 

Basal  narcosis  supplemented  with  the 
infiltration  of  a local  anesthetic  agent  con- 
taining epinephrine  is  described  and  recom- 
mended for  the  provision  of  suitable  operat- 
ing conditions  in  infants  undergoing  cleft 
lip  repair.  There  were  no  deaths  and  no 
serious  morbidity  in  a series  of  22  pro- 
cedures. 
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Discussion 

Herbert  Rackow,  M.D.,  Flushing , New 
York.  Dr.  Brodman  and  Dr.  Kepes  are 
questioning  whether  or  not  endotracheal 
intubation  with  general  anesthesia  is  a 
superior  technic  compared  with  basal  nar- 
cosis with  local  anesthesia  for  repair  of 
cleft  lip  in  the  infant.  The  important  ques- 
tion is,  how  bad  is  intubation  in  an  infant 
of  this  size  for  this  procedure  and,  actually, 
how  deeply  are  these  infants  anesthetized 
by  a barbiturate  and  a narcotic? 

I think  it  seems  reasonable  to  say  that 
local  anesthesia  may  be  safer  than  general 
anesthesia  for  a short,  superficial,  minor 
procedure  in  a poor-risk  patient.  However, 
this  is  not  the  comparison  we  are  making. 
It  is  true  that  some  information  is  available 
that  infants  have  a higher  anesthesia 
cardiac  arrest  rate  than  adults,  but  I am 
not  sure  that  healthy  infants  may  be  con- 
sidered “poor  risks.”0  Furthermore,  the 
procedure  is  not  minor  surgery  and,  also, 
considerably  more  than  just  local  anesthesia 
is  involved. 

For  example,  the  dose  of  intramuscular 
barbiturate  recommended  is  very  large: 
6 mg.  per  kilogram.  Smith6  suggests  only 
two  thirds  of  this  dose  and  advises  the 
rectal  route.  He  also  does  not  use  any 
narcotics  with  it.  Dr.  Brodman  uses 
medium  doses  of  a narcotic  together  with 
the  barbiturate.  I appreciate  that  Dr. 
Brodman  is  aiming  at  a greater  depth  of 
sedation  for  basal  narcosis  than  Smith6  who 
only  wanted  preoperative  sedation.  I 
have  never  used  this  much  medication  in 
infants,  and  I can’t  comment  on  this  large 
a dose.  Therefore,  I don’t  know  whether  or 
not  the  infants  would  be  asleep  on  a sleep 
dose  or  actually  anesthetized  on  an  anes- 
thetic dose.  I am  concerned  because  as  part 


of  the  method,  these  infants  are  given  milk 
only  two  hours  before  and  5 per  cent  glucose 
in  water  immediately  before  the  medica- 
tion. In  addition,  they  receive  a narcotic 
which  may  slow  the  emptying  of  the 
stomach.  I feel  that  this  may  be  somewhat 
hazardous. 

Even  the  use  of  local  anesthesia  carries 
a hazard  of  its  own.  Hypersensitivity,  in- 
jecting the  wrong  medication,  and  over- 
dose of  the  correct  medication  have  all 
caused  deaths.  I did  not  notice  what  dose 
limits  were  made,  but  we  have  found  over 
many  years  of  experience  that  1 cc.  of 
0.5  per  cent  lidocaine  per  kilogram  or  1 cc. 
of  1 per  cent  procaine  hydrochloride  per 
kilogram  with  epinephrine  1 : 200,000  is  safe 
even  in  very  sick  infants.  We  repeat  this 
at  half  the  dose  every  three  fourths  of  an 
hour  as  long  as  necessary.  No  other  seda- 
tion is  given.  This  has  not  been  used  in 
cleft  lips  in  the  same  way  as  Dr.  Brodman 
advocates,  but  rather  for  other  procedures 
like  gastrostomies. 

A major  advantage  of  this  method  is  the 
fact  that  no  endotracheal  tube  is  used. 
Dr.  Brodman  reports  that  there  was  a 5 
per  cent  incidence  of  inspiratory  stridor 
treated  with  antibiotic,  hydrocortisone 
sodium  succinate,  and  a high-humidity 
croupette.  This  must  have  been  caused  by 
an  incipient  infection  which  is  quite  com- 
mon in  these  patients.  In  our  infants,  all  of 
whom  are  given  endotracheal  intubation, 
there  is  a very  high  incidence  of  some  de- 
gree of  laryngeal  trauma.  All  are  put  in 
high-humidity  croupettes  postoperatively. 
In  our  1962  report  of  management  of  cleft 
lips,  the  incidence  of  all  complications  was 
24  per  cent  in  62  infants.0  Approximately 
half  of  these  (13.7  per  cent)  were  respira- 
tory complications  (in  the  total  series,  not 
only  infants),  but  this  included  preopera- 
tive and  intraoperative  respiratory  com- 
plications. Since  that  report,  we  have  had 
2 tracheotomies,  none  in  infants,  in  an  over- 
all total  of  about  1,000  lips  and  palates. 
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Abdominal  Mass  with 
Thrombocytosis 


Joseph  Martino,  M.D.*:  This  twenty- 

year-old  girl  was  well  until  January,  1968, 
when  she  began  to  notice  crampy  abdominal 
pain.  She  described  this  as  being  post- 
prandial, intermittent,  and  not  very  severe. 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center,  Syracuse,  New  York. 


Four  months  later  an  acute  onset  of  severe 
abdominal  pain  developed.  At  that  time  a 
laparotomy  was  performed,  and  a hemor- 
rhagic ovarian  cyst  was  found.  There  was 
a considerable  amount  of  intraperitoneal 
fluid  and  a large  left  lower  quadrant 
mass  which  was  believed  to  he  an  accessory 


FIGURE  1.  (A)  Poorly  defined  mass  in  lower  midline  of  abdomen  indenting  gas-filled  small  bowel  loops 
(one  arrow).  (B)  Intravenous  urogram  again  demonstrates  mass  (one  arrow)  and  shows  lateral  displace- 
ment of  ureters  (two  arrows). 
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spleen.  That  was  left  alone,  and  the 
abdomen  was  closed.  Following  this  she 
had  two  isotopic  studies  to  determine 
whether  or  not  this  was  spleen.  The  mass 
did  not  take  up  the  radionuclide  on  either 
scan;  the  spleen  was  not  visualized  in  the 
left  upper  quadrant.  She  then  began  to 
show  a rather  complicated  blood  picture 
characterized  by  leukocytosis  and  a platelet 
count  which  was  greater  than  1 million  per 
cubic  millimeter.  Gradually,  her  white 
blood  cell  count  fell  to  normal,  but  her 
platelet  count  remained  elevated.  She 
had  been  asymptomatic  since  the  operation, 
and  her  abdomen  had  not  changed  in 
size.  It  was  believed  that  she  should  be 
re-explored  because  of  the  unknown  nature 
of  the  mass.  Her  past  history  was  non- 
contributory. 

Physical  examination  revealed  a large, 
slightly  tender,  apparently  well-circum- 
scribed mass  in  the  left  lower  quadrant. 
Her  hematocrit  was  37,  the  white  blood 
count  16,000  per  cubic  millimeter,  and  the 
platelet  count  900,000  per  cubic  millimeter. 

David  Cheris,  M.D.*:  The  abdominal 

mass  described  as  being  in  the  left  lower 
quadrant  is  seen  occupying  the  lower  mid- 
line of  the  abdomen  on  the  films  (Fig.  1A). 
The  intravenous  pyelogram  shows  the  mass 
displacing  the  ureters  slightly  laterally 
(Fig.  IB).  The  mass  is  homogeneous  in 
density  and  does  not  appear  to  contain 
any  calcification  or  radiolucency.  It  dis- 
places small  bowel  which  is  somewhat 
dilated  and  draped  about  the  mass.  The 
colon  is  affected  to  a lesser  degree.  The 
uterus  is  seen  indenting  the  bladder  and 
appears  normal.  The  ovaries  were  in- 
spected at  surgery;  therefore,  an  ovarian 
origin  for  the  mass  can  be  discarded.  It 
certainly  does  not  appear  to  be  related 
to  the  aorta. 

The  barium  films  of  the  small  bowel 
show  the  large,  centrally  located  mass 
pressing  on  small  bowel  loops  and  dis- 
placing them  (Fig.  2).  I do  not  see  any- 
thing to  suggest  invasion  of  the  small 
bowel.  The  mass  is  certainly  in  the  region 
of  the  root  of  the  mesentery,  and  I suppose 
a huge  mesenteric  cyst  might  produce  this 
type  of  impression.  Possibly  this  could 
be  a large  metastasis  to  the  mesentery. 
I think  the  mass  could  also  be  retro- 

* Clinical  Instructor,  Department  of  Radiology,  Upstate 
Medical  Center,  Syracuse,  New  York. 


FIGURE  2.  Film  from  examination  of  small  bowel 
shows  effacement  of  small  bowel  loops  by  mass 
(one  arrow)  but  demonstrates  little  impingement 
on  colon. 

peritoneal  in  location,  and  the  ureteral  dis- 
placement makes  this  thought  attractive. 
However,  a large  intraperitoneal  mass  can 
displace  the  ureter. 

In  a discussion  of  the  differential  diag- 
nosis of  this  case,  the  blood  picture  certainly 
must  be  taken  into  account,  but  I am  not 
sure  what  the  high  platelet  and  high  white 
cell  counts  indicate.  What  was  the  dif- 
ferential on  the  white  blood  cell  count? 

Dr.  Martino:  She  had  a slight  neutro- 

philia, and  there  were  some  early  white 
cell  forms. 

A Physician;  If  something  this  big 
were  in  the  mesentery,  would  it  not  impress 
on  the  small  bowel  loops  more  directly? 
I wonder  if  this  mass  does  not  have  its 
own  mesentery  or  if  it  is  not  entirely 
retroperitoneal. 

Dr.  Cheris:  How  would  we  then  ex- 

plain the  abnormal  blood  picture?  If  this 
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FIGURE  3.  Photomicrograph  shows  thrombosis 
of  artery  in  splenic  hilum  (one  arrow).  Extensive 
inflammatory  response  seen  in  adjacent  peri 
splenic  soft  tissue  (two  arrows). 


looks  like  a spleen  at  surgery,  you  must 
wonder  if  it  is  not  some  spleen-like  tissue  in 
a patient  who  has  some  peculiarity  in 
hematopoiesis. 

Theodore  Perl,  M.D.*:  What  do 

you  think  about  the  failure  to  demonstrate 
the  spleen  in  the  left  upper  quadrant  on  the 
scans? 

Dr.  Cheris:  I do  not  know.  I am  not 

sure  that  I see  any  spleen  on  the  films 
either. 

Dr.  Cheris’  diagnosis 

Mesenteric  cyst ; ? mobile  spleen ; ? retro- 
peritoneal tumor 

Dr.  Perl:  I doubt  that  a retroperi- 

toneal mass  of  this  size  could  be  present 
without  displacing  the  ureters  to  a greater 
degree.  The  lateral  film  made  at  the  time 
of  the  small-bowel  examination  suggests 
to  me  that  small-bowel  loops  may  be 
pushed  posteriorly  rather  than  anteriorly, 
suggesting  that  the  mass  is  intraperitoneal. 
A mobile  spleen  on  a long  pedicle  could 
explain  all  of  the  findings  we  see.  If  the 
spleen  had  become  infarcted,  this  might 
well  account  for  its  failure  to  be  visualized 
on  the  scans. 

Dr.  Martino:  At  surgery  a large  mass 

was  found  which  was  tan  in  color.  It  was 
described  as  being  relatively  cystic,  even 
though  it  was  reported  as  firm  at  the  initial 
laparotomy.  It  was  attached  by  a long 

* Clinical  Associate  Professor,  Department  of  Radiology, 
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pedicle  to  the  posterior  parietes  at  the  tail 
of  the  pancreas.  Gross  inspection  demon- 
strated a number  of  thrombosed  vessels 
in  the  pedicle. 

Bedros  Markarian,  M.D.f:  The 

spleen  weighed  490  Gm.  and  showed  a 
somewhat  thickened  capsule  covered  by 
old  adhesions.  Examination  of  the  hilar 
vessels  revealed  them  to  be  occluded  by 
thrombus.  On  cut  section,  there  was  a 
pale  tan  subcapsular  zone  with  the  re- 
mainder of  the  parenchyma  showing  a 
homogeneous  raspberry  color. 

Microscopic  examination  revealed  a mas- 
sively infarcted  spleen  with  only  the  pale 
pink  ghost  outlines  of  the  spleen  paren- 
chyma remaining.  The  capsule  had  the 
appearance  of  older  collagenous  tissue  and 
organizing  exudate.  There  was  red  throm- 
bus occluding  the  hilar  vessels  and  a 
histiocytic  reaction  to  foci  of  old  hemor- 
rhage in  the  surrounding  perihilar  fat. 
There  was  early  organization  of  one  of  the 
thrombi. 

It  is  difficult  to  determine  the  exact 
course  of  events  in  this  case,  but  it  would 
appear  most  likely  that  originally  there  was 
torsion  of  the  spleen  with  infarction  and 
hemorrhage  into  the  perihilar  area,  with 
subsequent  inflammatory  reaction  and 
thrombosis  of  the  vessels  (Fig.  3). 

E.  Robert  Heitzman,  M.D.**:  The 

spleen  was  on  a long  pedicle  which  twisted 
perhaps  in  January  or  in  April.  Either 
the  splenic  vein  was  more  easily  compressed 
than  the  artery,  or  the  venous  thrombosis 
preceded  arterial  thrombosis.  At  any  rate, 
venous  obstruction  preceded  arterial  ob- 
struction. 

If  the  spleen  were  infarcted  because 
of  splenic  artery  occlusion  alone,  it  should 
not  be  larger  than  normal. 

The  case  demonstrates  two  functions  of 
the  spleen  which  are  not  well  understood. 
One  is  to  put  a brake  on  normal  hema- 
topoietic activity,  particularly  white  cell 
elements  and  platelets.  Usually,  poly- 
cythemia does  not  develop  in  the  splenec- 
tomized  patient,  but  some  degree  of  white 
cell  elevation  does  develop,  and  the  plate- 
lets often  become  very  markedly  increased. 
The  second  function  demonstrated  in  this 

t Assistant  Professor,  Department  of  Pathology,  Upstate 
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case  is  the  capacity  of  the  spleen  to  remove 
abnormal  red  cell  forms  from  the  blood. 
Perhaps  the  absence  of  the  spleen  results 
in  the  formation  of  bizarre  red  cell  forms, 
but  the  usual  explanation  is  that  the  spleen 
removes  these  abnormal  red  cell  elements 
from  the  blood.  In  the  absence  of  the 
spleen,  unusual  red  cell  forms  such  as 
Howell-Jolly  bodies  and  Heinz  bodies  are 
found,  as  are  nucleated  red  cells.  The 
same  findings  occur  in  the  congenital 
asplenia  syndrome. 


Final  diagnosis 

Complete  splenic  infarction  secondary  to 
torsion  of  its  pedicle 
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Rapidly  Progressive 
Kidney  Disease 


Case  history 

Dominador  Ardonia,  M.D.:  A sixty- 

nine-year-old  retired  Chinese  male  was  ad- 
mitted with  melena  of  three  days’  duration. 
The  history  was  limited  because  of  a serious 
language  barrier;  at  an  unstated  previous 
time,  the  patient  had  had  a suprapubic 
prostatectomy.  Five  weeks  before  admis- 
sion the  patient  sustained  a head  injury; 
an  x-ray  film  of  the  skull  in  the  emergency 
department  revealed  nothing  abnormal, 
and  no  complications  of  trauma  ensued. 
However,  follow-up  in  the  medical  out- 
patient department  revealed  a blood  pres- 
sure of  160/110  mm.  Hg,  a hemoglobin  of 
10.4  Gm.  per  100  ml.,  and  hematocrit  33. 

The  patient  was  not  seen  again  until  the 
day  of  admission  when  he  was  brought  by 
ambulance  to  the  emergency  department 
with  a complaint  of  melena  and  abdominal 
discomfort  for  a period  of  three  days. 

On  admission  the  blood  pressure  was 
105/70  mm.  Hg,  the  pulse  84  and  respira- 
tions 32  per  minute,  and  the  temperature 
99  F.  The  patient  was  a well-nourished 
elderly  male,  drowsy  but  mentally  clear, 
in  no  acute  distress.  Both  lung  fields  con- 
tained diffuse  wheezes;  the  heart  was  in 
regular  sinus  rhythm  and  revealed  no 
murmurs.  The  liver  edge  was  nontender 
at  2 fingerbreadths  below  the  right  costal 
margin.  Digital  rectal  examination  re- 
vealed tarry  fecal  material;  there  was  an 
irregular  fibrotic  mass,  presumably  scar 
tissue,  in  the  area  of  the  prostate. 

Urinalysis  revealed  a specific  gravity  of 
1.018,  a 2 plus  albumin  test,  and  numerous 


white  and  red  blood  cells  per  high-power 
field,  together  with  occasional  finely  granu- 
lar casts,  and  moderate  numbers  of  bac- 
teria. The  hemoglobin  was  8.4  Gm.  per 
100  ml.,  the  hematocrit  25;  the  white  blood 
cell  count  was  15,000  per  cubic  millimeter, 
with  67  per  cent  mature  polymorpho- 
nuclear leukocytes,  25  per  cent  bands,  7 
per  cent  lymphocytes  and  1 per  cent 
monocytes.  The  initial  true  blood  glucose 
was  262  mg.  and  the  blood  urea  nitrogen 
140  mg.  per  100  ml.;  the  carbon  dioxide 
content  was  14  mEq.  (normal  24  to  32),  the 
serum  potassium  6.3  mEq.  (normal  4 to 
5),  the  serum  sodium  142  mEq.  (normal 
138  to  142),  and  the  serum  chlorides  116 
mEq.  per  liter  (normal  97  to  112). 

The  initial  x-ray  film  of  the  chest  re- 
vealed unfolding  and  atherosclerosis  of  the 
thoracic  aorta,  with  no  other  evident  ab- 
normalities. There  were  osteoarthritic 
changes  on  the  films  of  the  lumbar  spine. 
An  emergency  gastrointestinal  series  with 
methylglucamine  diatrizoate  (Gastrografin) 
revealed  a normal  esophagus  and  stomach; 
there  was  no  evidence  of  an  ulcer  crater. 

The  initial  electrocardiogram  revealed 
flattening  of  the  T waves  in  lead  I but  no 
other  abnormalities. 

During  the  first  four  days  in  the  intensive 
care  unit,  gastric  aspiration  revealed  only 
occasional  bright  red  blood;  the  stools  re- 
mained tarry  and  bloody;  the  hemoglobin 
dropped  from  8.4  Gm.  to  5.6  Gm.  per  100 
ml.  but  was  elevated  to  10.4  Gm.  with  the 
aid  of  repeated  transfusions.  Blood  pres- 
sure remanied  at  160  to  200/100  to  110 
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mm.  Hg.  Repeat  blood  urea  nitrogen  was 
67  mg.  and  creatinine  2.6  mg.  per  100  ml.; 
the  carbon  dioxide  content  was  23  mEq. 
and  the  potassium  4.8  mEq.  per  liter. 

On  the  fourth  hospital  day  repeat  gastro- 
intestinal series  revealed  a distorted  pyloro- 
duodenal  region  with  barium  retention  sug- 
gestive of  an  ulcer  crater;  the  hemoglobin 
was  8.8  Gm.  per  100  ml.  and  the  hematocrit 
27. 

On  the  evening  of  the  eighth  hospital 
day  the  patient  passed  a tarry  stool.  The 
blood  urea  nitrogen  was  81  mg.  and  the 
creatinine  1.6  mg.  per  100  ml.  Following 
a series  of  transfusions,  by  the  eleventh 
hospital  day  the  patient  complained  of  in- 
creased respiratory  distress  with  cyanosis; 
the  blood  pressure  was  220  140  mm.  Hg 
and  the  pulse  130  per  minute.  Wheezes 
and  moist  rales  were  audible  throughout 
both  lung  fields,  and  there  was  a gallop 
rhythm  at  the  cardiac  apex.  Roentgeno- 
gram of  the  chest  revealed  evidence  of 
pulmonary  edema  and  cardiac  enlargement; 
the  central  venous  pressure  was  15  cm.  of 
water.  The  electrocardiogram  showed  in- 
creased inversion  of  T waves  in  V i through 
V5.  Therapy  consisted  of  intravenous 
aminophylline,  lanatoside  (Cedilanid),  and 
ethacrynic  acid,  with  marked  improvement 
in  the  dyspnea,  cyanosis,  and  restlessness 
over  the  next  twelve  hours.  During  the 
following  five  days,  the  patient  progres- 
sively improved,  maintaining  a urine  out- 
put of  1,000  to  1,600  cc.  per  day  and  a 
hemoglobin  level  to  10  Gm.  per  100  ml. 
The  blood  urea  nitrogen  remained  in  the 
range  of  90  to  123  mg.  and  the  creatinine 
at  1.8  to  2.6  mg.  per  100  ml.;  the  carbon 
dioxide  content  was  18  mEq.,  the  potassium 
6 mEq.,  the  sodium  135  mEq.,  and  the 
chlorides  107  mEq.  per  liter.  The  urinaly- 
sis showed  a specific  gravity  of  1.003  with 
tests  for  albumin  and  sugar  showing  nega- 
tive results,  although  innumerable  white 
blood  cells  and  20  to  40  red  blood  cells  per 
high-power  field  were  noted. 

Following  transfer  from  the  intensive 
care  unit  to  the  medical  floor  on  the 
seventeenth  hospital  day,  the  patient 
appeared  drowsy;  there  were  a few  scat- 
tered wheezes  and  occasional  rales  at  both 
lung  bases.  No  precordial  friction  rub  was 
audible.  The  blood  pressure  remained 
at  170/100  mm.  Hg.  Shortly  thereafter 
mild  diarrhea  developed  but  without  me- 


lena.  Urinalysis  showed  a 1 plus  test  for 
albumin,  2 to  3 white  blood  cells,  and  in- 
numerable red  blood  cells.  No  casts  were 
noted.  Subsequent  urinalyses  showed  in- 
numerable white  and  red  blood  cells  per 
high-power  field.  The  blood  urea  nitrogen 
rose  to  148  mg.  and  the  creatinine  to  3.5 
mg.  per  100  ml.,  whereas  the  carbon 
dioxide  content  dropped  to  15  mEq.  per 
liter;  the  blood  uric  acid  was  13.3  mg.  per 
100  ml.  Therapy  with  digoxin,  methyl- 
dopa  (Aldomet),  hydrochlorothiazide  (Hy- 
droDIURlL),  and  aminophylline  was  con- 
tinued. 

During  the  fourth  and  final  hospital  week 
the  urine  specific  gravity  was  1.023  with 
a 4 plus  test  for  albumin,  innumerable  white 
blood  cells,  and  20  to  25  red  blood  cells 
per  high-power  field.  Urine  culture  showed 
Aerobacter  species,  Chromobacterium,  and 
alpha  hemolytic  streptococcus.  Therapy 
with  nalidixic  acid  (NegGram)  and  tetra- 
cycline hydrochloride  had  no  apparent 
effect  on  the  pyuria.  The  serum  creatinine 
rose  to  5.8  mg.,  and  the  blood  urea  nitro- 
gen remained  at  140  mg.  per  100  ml. 
Terminally,  the  carbon  dioxide  content  was 
9.5  mEq.  and  the  potassium  7.4  mEq. 
per  liter.  The  serum  calcium  was  8.6 
mg.  and  the  serum  phosphorus  4.4  mg.  per 
100  ml.  During  the  last  forty-eight  hours, 
recurrent  bouts  of  dyspnea  and  profuse 
sweating  developed  with  crepitant  rales 
and  wheezing  throughout  both  lung  fields, 
only  slightly  relieved  by  aminophylline 
and  ethacrynic  acid.  Terminally,  a con- 
vulsive seizure,  tachypnea,  and  semistupor 
developed  which  rapidly  progressed  to 
circulatory  collapse  and  death. 

Discussion 

E.  Lovell  Becker,  M.D.:  After  exam- 
ining the  protocol  of  this  case  I am  re- 
minded of  an  article  in  the  Scientific 
American  several  years  ago  by  Scholander,1 
in  which  he  explained  at  great  length  with 
mathematical  formulas  and  logic  how 
whales  and  porpoises  are  able  to  ride  the 
waves  in  front  of  a ship.  But  in  the  last 
sentence  in  his  article,  he  suggested  that  if 
they  did  not  perform  according  to  his  rea- 
soning, they  dang  well  ought  to  try  it.  If 
my  diagnosis  in  this  instance  is  not  what 
this  man  had,  it  is  certainly  what  he  should 
have  had. 
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In  going  over  the  protocol,  I would  much 
prefer  just  to  review  the  positive  findings 
from  my  point  of  view  and  to  assume,  per- 
haps prayerfully,  that  we  are  dealing  prin- 
cipally with  renal  disease  and  some  of  its 
ramifications.  However,  in  view  of  the  en- 
larged liver,  I would  like  to  ask  if  this  gen- 
tleman had  any  altered  liver  function  tests? 

John  T.  Flynn,  M.D.:  All  the  data 

available  are  included  in  the  protocol. 

Dr.  Becker:  In  this  case  we  are  deal- 

ing with  a sixty-nine-year-old  Chinese  male, 
who  had  a three-day  episode  of  melena. 
He  had  been  known  to  have  hypertension 
with  anemia.  Interestingly  enough,  on 
one  admission  his  blood  pressure  was 
150/70  mm.  Hg,  which  is  certainly  a shock 
level  for  a man  who  might  have  been  carry- 
ing a serious  degree  of  hypertension.  This 
would  mean  a profound  drop  in  the  mean 
arterial  pressure  which  could  affect  many 
organ  systems,  with  poor  perfusion  and 
compromised  function  in  the  liver,  brain, 
heart,  and  kidney.  Inasmuch  as  his  blood 
sugar  was  elevated,  I would  like  to  pro- 
pose that  in  addition  to  his  hypertension 
he  had  diabetes  with  blood-vessel  changes 
in  all  organs.  The  vascular  changes  com- 
plicated by  the  hypotension  during  his 
hospitalization  added  further  insult  to 
what  I think  was  a pre-existing  renal  dis- 
ease. In  addition,  we  know  that  during  his 
first  four  hospital  days  he  was  bleeding, 
with  a drop  in  the  hemoglobin  from  8.4 
Gm.  to  5.6  Gm.,  which  would  also  com- 
promise renal  function.  First,  however,  I 
would  like  to  concentrate  on  the  labora- 
tory findings  which  are  so  important  in 
most  cases  of  renal  disease. 

The  patient’s  urine  specific  gravity  was 
reported  to  be  1.018  with  a 2 plus  protein, 
and  this  might  be  interpreted  as  reason- 
ably good  ability  to  concentrate  his  urine. 
However,  the  protein  may  contribute  con- 
siderably to  an  increase  in  the  specific 
gravity  of  any  urine  specimen  without 
changing  the  osmolality  of  the  urine  to  any 
great  extent.  A freezing  point  determina- 
tion on  the  urine  might  be  helpful  in  de- 
ciding the  probability  that  he  was  not  able 
to  concentrate  his  urine,  in  spite  of  the 
specific  gravity  figures. 

There  were  many  red  cells  in  the  urine, 
so  we  have  to  assume  that  there  was  a 
break  in  the  continuity  of  the  membranes 
somewhere  within  the  renal  parenchyma 


although,  of  course,  some  of  these  elements 
could  come  from  the  lower  urinary  tract. 
It  is  interesting  that  later  urinalyses  did 
not  show  albuminuria  in  spite  of  a per- 
sistence of  white  and  red  cells  in  the  urine 
specimens.  I find  it  difficult  to  believe 
that  these  cellular  elements  could  be  present 
in  the  urine  without  albuminuria;  possibly 
the  mine  was  very  dilute,  and  the  albu- 
minuria may  have  been  partly  concealed. 

The  blood  urea  nitrogen  was  elevated, 
on  one  occasion  up  to  140  mg.  per  100  ml.; 
the  serum  potassium  was  6.3  mEq.  and 
the  carbon  dioxide  content  was  14  mEq. 
per  liter.  These  chemical  changes  of 
uremia  were  further  confirmed  by  a serum 
creatinine  of  2.6  mg.  per  100  ml.,  which  is  a 
better  index  of  renal  function  than  the 
blood  urea  nitrogen  in  this  circumstance, 
since  bleeding  into  the  gastrointestinal 
tract  could  elevate  the  blood  urea  nitrogen. 
These  data  suggest  that  we  are  dealing  with 
chronic  renal  disease  with  superimposed 
acute  renal  failure.  I use  the  term  acute 
renal  failure  as  a clinical  term  in  deference 
to  our  pathologists  who  speak  of  acute 
tubular  necrosis.  There  was  evidence  of 
persistent  pyelonephritis  with  significant 
numbers  of  organisms  present  by  culture. 
Perhaps  an  exacerbation  of  pyelonephritis 
could  account  for  the  acute  renal  dysfunc- 
tion. The  anemia  could  be  related  to  blood 
loss  from  the  demonstrated  ulcer  and  also 
could  be  due  to  uremia. 

Later  in  the  hospital  course  the  blood 
urea  nitrogen  and  creatinine  rose  in  a paral- 
lel fashion,  suggesting  further  renal  de- 
terioration. 

I do  not  think  we  should  pass  over  lightly 
the  fact  that  this  man  previously  had  a 
prostatectomy  and  may  have  had  a previ- 
ous episode  of  urinary  tract  obstruction. 
In  reviewing  the  roentgenograms,  I am  im- 
pressed by  the  abdominal  film  on  March 
15.  If  this  shadow  on  the  left  side  is 
kidney,  it  appears  enlarged  possibly  re- 
lated to  obstruction  or  some  other  process. 

Thus  we  have  in  summary  a patient  who 
had  anemia  due  to  blood  loss  and  uremia; 
in  addition  he  possibly  had  diabetes  with 
vascular  changes,  pyelonephritis,  and  a 
history  suggestive  of  urinary  tract  ob- 
struction. In  these  circumstances  my  first 
consideration,  therefore,  would  be  papillary 
necrosis  of  the  kidney,  and  I would  not  be 
diverted  from  that  possibility  by  the  lack 
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of  any  history  of  phenacetin  usage. 

The  second  possibility  would  most  likely 
be  one  of  a number  of  vasculitides  including 
Goodpasture’s  syndrome,  which  is  a com- 
bination of  pulmonary  purpura  and  glo- 
merulonephritis; polyarteritis;  Schonlein- 
Henoch’s  syndrome;  and,  of  course,  Weg- 
ener’s granulomatosis.  Any  one  of  these 
conditions  could  give  us  the  clinical  picture 
which  this  patient  presented.  But  1 would 
still  like  to  come  back  to  this  flat  film  of  the 
abdomen.  Dr  Batillas,  is  there  any  sug- 
gestion really  that  the  left  kidney  shadow 
is  abnormal? 

John  Batillas,  M.D.:  There  is  a soft 

tissue  shadow  in  relation  to  the  lower  pole 
of  the  left  kidney;  we  may  be  dealing  with 
either  a renal  cyst  or  tumor. 

Dr.  Becker:  Could  this  be  merely  a 

part  of  the  kidney? 

Dr.  Batillas:  It  very  well  could  be  a 

part  of  the  kidney;  but  it  is  a prominent 
lower  pole  which  would  imply  either  an 
anomaly  or  a disease  process.  The  over-all 
size  of  the  kidney  is  not  large,  but  the  lower 
pole  is  evidently  abnormal. 

Dr.  Becker:  If  we  consider  the  causes 

of  an  enlarged  kidney,  the  possibilities  are 
not  numerous.  They  would  include  cysts, 
tumors,  new  growths,  amyloidosis,  in- 
filtrative disease,  and  acute  pyelonephritis 
in  some  instances,  with  or  without  xantho- 
granulomatosis.  The  kidneys  can  be 
quite  large  and  quite  impressive  in  xantho- 
granulomatosis,  which  occurs  with  obstruc- 
tion and  with  pyelonephritis. 

The  possibility  of  papillary  necrosis  in- 
trigues me.  In  the  past  this  disease  has 
been  associated  in  the  clinician’s  mind  with 
acute  pyelonephritis  of  a very  fulminant 
type,  but  I am  not  sure  that  this  is  a fair 
characterization  of  the  disease.  We  see 
the  condition  so  seldom;  in  one  group  of 
11,000  autopsy  cases  from  the  Hopkins 
series,  about  0.2  per  cent  showed  papillary 
necrosis  of  the  kidney;2  another  group  in 
Copenhagen  demonstrated  an  incidence  of 
1.05  per  cent.3  Even  in  most  cases  of 
acute  pyelonephritis  there  is  no  suggestion 
of  papillary  necrosis.  Along  with  the 
pyelonephritis,  this  man  has  the  other 
stigmata  of  this  entity:  urinary  tract  ob- 
struction at  one  time,  probably  antedating 
the  prostatectomy,  and  diabetes. 

Now  what  are  the  predisposing  factors 
to  this  situation?  In  50  per  cent  of  the 


cases  with  papillary  necrosis  there  is  some 
form  of  obstruction  below  the  renal  pelvis. 
If  you  tie  off  the  ureters  of  an  animal  and 
inject  a suspension  of  Escherichia  coli  in- 
travenously, you  can  produce  a very  nice 
picture  of  papillary  necrosis.  Obstruction 
to  the  ureter  may  compromise  medullary 
blood  flow.  Certainly  in  man,  renal  blood 
flow  is  markedly  decreased  in  patients  with 
hydronephrosis.  Other  studies  show  that  if 
one  varies  the  pressure  within  the  renal 
pelvis  and  injects  India  ink  into  the  renal 
artery,  noting  its  distribution  throughout 
the  kidney,  there  is  a lack  of  medullary 
filling  as  the  pressure  in  the  renal  pelvis 
rises.  Further,  papillary  necrosis  in  the 
kidney  is  found  along  with  sclerotic  changes 
in  the  older-age  group,  particularly  in  dia- 
betic patients  with  chronic  pyelonephritis. 
In  patients  with  papillary  necrosis,  from 
44  to  57  per  cent  of  the  cases  reported  have 
diabetes.  In  one  series  of  250  cases,  89 
per  cent  of  the  patients  were  over  the  age 
of  forty,  and  more  than  50  per  cent  of  the 
patients  were  over  sixty.4  The  disease  is 
most  prevalent  in  females  with  diabetes 
and  in  males  with  urinary  obstruction.  If 
we  put  together  diabetes  and  obstruction, 
our  sixty-nine-year-old  Chinese  male  most 
certainly  would  be  a susceptible  candidate 
for  papillary  necrosis. 

A Scandinavian  report  of  50  cases  of 
papillary  necrosis  examined  pathologically 
suggested  the  probability  of  two  major  sub- 
divisions: The  first  group,  composed  of  32 
of  these  50  patients,  had  diabetes  or  ob- 
struction or  both  with  necrosis,  which  was 
widely  demarcated  from  the  rest  of  the 
kidney  by  a heavy  concentration  of  poly- 
morphonuclear leukocytes.4  The  second 
group  included  14  patients  in  whom  the 
kidneys  were  small  and  contracted,  due 
either  to  chronic  glomerulonephritis, 
chronic  pyelonephritis,  or  nephrosclerosis. 
Here  the  necrosis  was  less  pronounced, 
only  the  distal  papillae  were  involved,  and 
there  was  no  zone  of  polymorphonuclear 
leukocytic  infiltration.  How  do  these  two 
groups  of  patients  differ  clinically? 

The  first  group  with  diabetes  or  obstruc- 
tion develop  uremia,  septicemia,  and  die 
after  a series  of  recurrent  infections.  This 
group  of  patients  characteristically  have 
disruption  of  the  papillae  with  tissue  frag- 
ments in  the  urine,  which  frequently  are 
unrecognized. 
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The  second  group  usually  gives  a long 
history  of  anorexia,  vomiting,  and  ab- 
dominal pain;  the  patients  are  debilitated 
and  go  on  to  death  in  uremia  but  not 
oliguria,  which  sets  them  apart  from  the 
other  group.  If  we  accept  this  classifica- 
tion of  papillary  necrosis,  hematuria  and 
infection  are  necessary  concomitants  of  the 
disease. 

Now  if  the  disease  is  evident  radiologi- 
cally,  there  is  no  problem  diagnostically; 
but  there  are  cases  in  which  we  obtain 
no  help  from  the  radiologist.  In  the  so- 
called  ideal  cases,  patients  have  calyceal 
haziness,  sinus  formation,  or  “ring  shad- 
ows” in  the  renal  medulla.  The  extruded 
papillae  can  be  seen;  the  infundibula  are 
narrowed  and  may  have  a moth-eaten  ap- 
pearance. The  kidneys  may  appear  slightly 
enlarged  on  intravenous  pyelogram,  and 
decrease  in  renal  function  may  be  evident. 

One  other  possibility  in  this  case  is  a 
necrotizing  vasculitis,  in  view  of  the  pro- 
fuse bleeding  from  the  gastrointestinal 
tract;  but,  on  the  other  hand,  there  was 
no  bleeding  from  any  other  site.  I believe 
that  the  gastrointestinal  bleeding  was  most 
likely  due  to  the  ulcer  previously  demon- 
strated. 

In  summary,  the  patient  had  some  of  the 
stigmata  of  diabetes  and  an  extensive 
pyelonephritis  with  papillary  necrosis,  prob- 
ably the  type  II  variety.  The  cause  of  the 
acute  renal  failure  may  not  be  demonstrated 
pathologically,  since  we  may  have  seen 
this  patient  only  in  the  diuretic  phase,  and 
pathologic  changes  might  not  be  evident 
with  the  light  microscope. 

I am  going  to  commit  myself  to  a diag- 
nosis of  papillary  necrosis  in  a patient  who 
had  diabetes,  some  element  of  obstruction 
in  the  urinary  tract,  and  pyelonephritis. 

Dr.  Flynn:  You  mentioned  that  you 

have  never  seen  a case  of  papillary  necrosis 
in  your  personal  experience.  Is  not  that 
rather  remarkable? 

Dr.  Becker:  I am  not  sure  why  papil- 
lary necrosis  is  seen  so  infrequently  in  this 
country.  It  appears  to  be  much  more  com- 
mon in  foreign  countries.  As  I implied 
earlier,  a cause-and-effect  relationship  of 
phenacetin  to  papillary  necrosis  has  been 
suspected.  Phenacetin  is  very  readily 
available  to  the  entire  populations  of  many 
foreign  countries.  The  papillary  necrosis 
is  not  caused  by  secondary  contaminants 


in  certain  phenacetin  preparations;  the 
necrosis  appears  to  be  related  directly  some- 
how to  the  ingestion  of  phenacetin.  Why 
we  do  not  see  it  more  often  in  this  country 
is  far  from  clear  to  me. 

Dr.  Flynn:  Many  of  our  Chinese  pa- 

tients on  their  own  initiative  resort  to  a 
host  of  native  medications,  the  ingredients 
of  which  always  remain  a mystery  to  us. 
Consequently  any  toxic  effects  are  almost 
impossible  to  evaluate.  We  are  forced  to 
the  assumption  that  in  this  type  of  sham- 
anistic  medical  practice  prescriptions  are 
primarily  for  the  purpose  of  control  of  fever, 
for  diuresis,  or  for  management  of  bowel 
function.  Perhaps  on  the  basis  of  some 
chemical  agent  similar  to  phenacetin  and 
likewise  intended  to  control  fever,  these 
herbal  preparations  may  have  a secondary 
effect  such  as  papillary  necrosis;  at  least  it 
might  be  kept  in  mind.  I think  we  should 
turn  now  to  our  pathologic  findings. 

Clinical  diagnoses 

1.  Chronic  renal  disease,  probably  pye- 
lonephritis with  progressive  renal  failure, 
uremia,  acidosis,  and  secondary  anemia 

2.  Duodenal  ulcer,  chronic 

3.  Gastrointestinal  bleeding,  secondary  to 
uremia  and  peptic  ulceration 

Dr.  Becker’s  diagnoses 

1.  Chronic  pyelonephritis  with  papillary 
necrosis  and  renal  failure 

2.  History  of  prostatectomy  for  lower 
urinary  tract  obstruction 

3.  Peptic  ulcer  with  secondary  gastro- 
intestinal hemorrhage 

4.  Hypertensive  disease 

5.  Diabetes  mellitus 

Pathologic  report 

Basil  Moumgis,  M.D.:  At  autopsy  the 
kidneys,  the  organs  of  primary  interest, 
were  only  slightly  enlarged.  Several  renal 
retention  cysts,  measuring  up  to  7 cm.  in 
diameter,  could  he  demonstrated.  On 
section  the  noncystic  areas  of  the  renal 
parenchyma  were  characterized  by  pallor 
and  edema.  There  was  no  necrosis  seen 
grossly,  hut  there  was  microscopic  evidence 
of  chronic  pyelonephritis:  interstitial  fibro- 
sis, clusters  of  dilated  tubules  containing 
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FIGURE  1.  (A)  Diffuse  amyloid  involvement  of  glomeruli  (crystal  violet  stain).  (B)  Higher-power  view  of 
amyloid  involvement  of  glomerulus  (crystal  violet  stain)  (X  195). 


pink-staining  protein-like  material,  so- 
called  thyroidization,  and  hyalinization  of 
focal  glomeruli.  In  addition,  there  was  a 
diffuse  glomerular  lesion  which  was  not 
directly  related  to  the  chronic  inflamma- 
tion. The  glomerular  tufts  were  thickened 
and  presented  a “smudgy”  appearance,  so 
that  the  capillaries  and  their  basement 
membranes  were  not  discernible.  On 
routine  hematoxylin  and  eosin  stain,  the 
type  of  involvement  appeared  characteris- 
tic of  amyloidosis.  Crystal  violet  stains 
showed  markedly  positive  findings  not  only 
in  the  glomeruli  but  also  in  the  walls  of 
small  vessels  (Figs.  1 and  2).  While  the 
amyloidosis  was  quite  obvious  by  hema- 
toxylin and  eosin  preparations  in  the 
kidney,  we  were  unable  to  detect  evidence 
of  this  type  of  lesion  in  other  organs,  such 
as  the  heart,  spleen,  liver,  or  gastroin- 
testinal tract.  However,  by  employing 
crystal  violet  stain  and  the  fluorescent 
technic  with  thioflavine  T,  we  were  able 
to  demonstrate  a minimal  amyloid  involve- 
ment in  the  spleen,  heart,  and  liver.  Thus, 
for  all  intents  and  purposes,  we  appear  to 
be  confronted  with  an  amyloidosis  pri- 
marily and  quite  extensively  involving  the 
kidney  blood  vessels  but  not  significantly 
in  the  arterial  walls  of  other  organs. 

Amyloid  deposits,  when  confined  to 
parenchymal  organs,  such  as  the  kidney 
and  liver,  usually  reflect  a secondary 
amyloidosis.  The  primary  type  by  con- 
trast usually  involves  mesenchymal  struc- 
tures such  as  the  blood  vessels  and  the 
heart.5  However,  primary  amyloidosis 


selectively  involving  the  kidneys  has  been 
reported.6  With  this  in  mind,  one  can 
only  speculate  as  to  the  classification  of 
amyloidosis  in  this  case. 

A reactivation  of  the  pyelonephritis 
may  have  been  the  immediate  precipitating 
cause  for  the  rapidly  progressive  renal 
failure;  in  addition,  it  is  possible  that  a 
bacterial  endotoxin,  such  as  produced  by 
E.  coli,  may  have  stimulated  the  production 
of  amyloid  within  the  glomeruli.7  We  were 
unable  to  demonstrate  in  the  presence  of 
amyloidosis  a renal  vein  thrombosis  as  the 
excitatory  mechanism  leading  to  the  renal 
failure.  There  was  a remnant  of  prostatic 
tissue  with  mild  inflammation,  of  chronic 
nature  only,  about  the  prostatic  urethra. 
It  is  quite  possible  that  the  initial  prostatic 
disease  resulted  in  the  chronic  pyelone- 


FIGURE  2.  Amyloid  involvement  of  blood  vessels 
of  kidneys;  note  dark-staining  amyloid  at  arrows 
(crystal  violet  stain). 
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phritis  which  smoldered  insidiously  over  a 
number  of  years,  although  we  were  unable 
to  detect  any  telltale  evidence  of  recent  or 
remote  prostatic  obstruction  or  hydro- 
nephrosis. 

There  was  no  evidence  of  parathyroid 
hyperplasia.  An  ulcer  was  demonstrated 
in  the  pyloric  portion  of  the  stomach; 
microscopically,  it  appeared  inactive  since 
there  was  no  evidence  of  exudate,  although 
we  did  find  re-epithelialization.  The  ulcer 
had  probably  eroded  deeply  because  part 
of  the  underlying  muscle  was  replaced  by 
fibrosis.  There  was  no  evidence  of  active 
bleeding  at  the  time  of  death.  Incidentally, 
there  was  a small  submucous  lipoma  in  the 
duodenum.  The  heart  was  enlarged, 
weighed  550  Gm.,  and  showed  left  ven- 
tricular hypertrophy  consistent  with  hyper- 
tension. The  lungs  exhibited  only  con- 
gestion and  edema,  with  slight  basal  bron- 
chopneumonia. In  spite  of  the  preterminal 
convulsion,  the  central  nervous  system 
showed  no  unusual  changes. 

Some  students  of  amyloidosis  would 
classify  this  lesion  as  the  so-called  primary 
form  and  would  suggest  that  undiscovered 
or  latent  multiple  myeloma  might  be 
present.  There  was  nothing  at  autopsy 
to  suggest  multiple  myeloma.  The  bone 
marrow  showed  an  erythroid  hyperplasia 
suggesting  reaction  to  the  patient’s  anemia. 
There  were  a few  plasma  cells  but  within 
normal  limits. 

Dr.  Flynn:  Were  the  renal  cysts  con- 

fined to  the  cortex  or  did  they  also  involve 
the  medulla?  How  numerous  were  they? 

Dr.  Moumgis:  The  cysts  were  located 

only  in  the  cortex  and  were  the  retention 
type.  Microscopically,  many  very  small 
cysts  were  noted.  Retention  cysts  are 
frequently  associated  with  a chronic  renal 
disease.  These  cysts  did  not  appear  to  be 
of  the  congenital  variety,  such  as  poly- 
cystic disease. 

Charles  M.  Karpas,  M.D.:  What  adds 
to  the  singularity  of  this  case  is  the  almost 
exclusive  renal  localization  of  the  amyloid 
material.  In  a great  percentage  of  cases, 
of  course,  the  clinical  manifestations  are 
renal,  but  pathologically  such  patients  will 
also  show  a considerable  involvement  of 
other  organs.  We  found  a small  amount 
in  the  splenic  arterioles,  but  the  presence 
of  amyloid  in  other  organs  in  this  case  was 
so  slight  that  we  were  at  first  quite  doubtful 


as  to  the  correctness  of  a pathologic  diag- 
nosis of  amyloidosis. 

The  factor  which  presumably  tipped  the 
scales  against  the  patient  was  the  pyelone- 
phritis, which  in  the  presence  of  the  pre- 
existing amyloid  disease  was  able  to  pre- 
cipitate a rapidly  progressive  renal  failure. 

Dr.  Flynn:  Dr.  Becker,  in  view  of  the 

extensive  involvement  of  the  glomeruli  by 
amyloid,  we  have  to  raise  the  question  as 
to  how  much  it  was  truly  responsible  for 
the  renal  failure.  Patients  have  been 
known  to  survive  for  months  and  years 
after  the  diagnosis  of  renal  amyloidosis  is 
made,  usually  by  renal  biopsy.  The  pa- 
tient in  one  case  I noted  had  survived 
more  than  twenty  years  after  the  initial 
diagnosis. 

Dr.  Becker:  I think  this  patient  suc- 

cumbed to  the  overlay  of  pyelonephritis; 
his  renal  amyloidosis  was  extensive,  but  it 
was  compatible  with  life.  The  individual 
glomeruli  were  not  completely  obliterated 
hut  seemed  to  he  functioning;  other 
glomeruli  were  not  involved  at  all,  as  far 
as  we  can  tell. 

In  retrospect,  I do  not  see  how  we  could 
have  made  the  diagnosis  of  amyloidosis 
during  life.  There  would  have  appeared  to 
be  no  reason  to  do  a rectal  or  gingival 
biopsy;  even  if  we  had,  they  would  not 
have  demonstrated  the  vascular  lesion. 
We  would  not  have  wanted  to  do  a renal 
biopsy  during  the  advancing  renal  decom- 
pensation. No  other  tests  would  have  un- 
covered the  disease.  Perhaps  tomography 
or  nephrotomography  might  have  given  us 
a hint  as  to  the  size  of  the  kidneys,  perhaps 
a bit  more  than  we  have  on  the  present 
films.  Perhaps  knowing  that  they  were 
normal  in  size  might  have  been  of  some 
help. 

Dr.  Flynn:  In  the  presence  of  a long- 

standing amyloidosis,  can  a sudden  de- 
terioration of  renal  function  be  attributed 
to  that  disease  itself,  or  must  you  postulate 
an  additional  superimposed  factor,  such 
as  a toxic  agent  or  an  infection? 

Dr.  Becker:  No,  the  deterioration  can 
be  rapid  and  can  be  due  entirely  to  an  un- 
complicated amylodoisis.  We  reported  a 
casein  which  the  patient  deteriorated  rapidly 
into  renal  failure  over  a six-month  period 
and  died,  with  only  amyloid  infiltration  re- 
sponsible for  his  illness.  But  that  patient 
had  extensive  amyloidosis  everywhere  in 
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the  “primary”  form  which  no  doubt  con- 
tributed to  reduced  general  resistance  and 
rapid  death;  but  in  the  patient  under  dis- 
cussion here,  the  renal  involvement  ap- 
peared as  almost  the  sole  manifestation  of 
amyloidosis,  and  presumably  in  the  absence 
of  pyelonephritis  he  might  have  survived 
for  a very  long  time.8 

Dr.  Flynn:  In  your  studies,  have  you 

found  that  when  the  kidneys  are  exten- 
sively involved  with  amyloid  as  in  this  case, 
there  is  amyloid  involvement  extensively 
elsewhere  in  the  body? 

Dr.  Becker:  Yes,  very  definitely.  It 

is  ordinarily  distributed  in  the  heart,  liver, 
and  many  other  organs. 

Dr.  Flynn:  In  most  western  countries, 

5 to  12  per  cent  of  renal  biopsies  in  cases 
of  nephrosis  show  amyloidosis;  but 
strangely  enough,  in  Turkey,  renal  biopsies 
in  one  third  of  all  cases  of  renal  disease  and 
in  two  thirds  of  all  cases  of  nephrosis  are 
said  to  show  amyloidosis.  This  situation  is 
blamed  on  familial  Mediterranean  fever.9 

Dr.  Becker:  We  have  had  a somewhat 

similar  difficulty  when  performing  renal 
biopsies.  Confident  that  we  are  dealing 
with  a case  of  glomerulonephritis,  we  are 
surprised  when  the  biopsy  specimen  re- 
veals amyloid. 

I would  like  to  suggest  a classification  of 
pyelonephritis  on  the  following  bases: 
(1)  obstructive,  (2)  nonobstructive,  (3) 
smoldering,  and  (4)  primary  parenchymal 
disease  plus  pyelonephritis.  When  ob- 
struction cannot  be  relieved  by  surgical  or 
medical  means,  the  patient  progresses 
through  a steady  downhill  course.  The 
nonobstructive  type  of  pyelonephritis  pre- 
sents a brighter  picture,  occurring  in  young 
women  in  the  childbearing  age  and  seldom 
if  ever  leading  to  chronic  renal  disease. 
The  smoldering  type  of  pyelonephritis 
never  presents  a history  of  acute  episodes. 
We  see  such  patients  only  when  they  al- 
ready have  chronic  renal  failure,  and  the 
prognosis  is  poor  with  relentless  progression 
toward  total  renal  failure  and  death.  The 
last  group  is  represented  by  the  type  of 
case  we  are  dealing  with  today,  parenchy- 
mal renal  disease  from  whatever  cause,  with 
a superimposed  pyelonephritis  which  in 
time  is  not  compatible  with  life. 

Duk-Jhe  Shun,  M.D.:  Why  did  not 


this  patient  show  a higher  serum  creatinine 
level  than  4 mg.  per  100  ml.  in  the  very  ad- 
vanced state  of  renal  failure  in  which  we 
first  observed  him? 

Dr.  Becker:  I am  more  impressed  by 

the  fact  that  the  blood  urea  nitrogen  was 
quite  high:  perhaps  much  of  that  can  be 
explained  by  the  presence  of  blood  in  the 
gastrointestinal  tract.  I think  that  the 
level  of  creatinine  was  not  incompatible 
with  the  whole  clinical  picture;  creatinine 
is  excreted  primarily  by  filtration  but  in 
human  beings  is  also  excreted  by  the 
tubules.  Glomerular  filtration  of  creatinine 
must  have  been  reduced  in  this  patient, 
but  the  tubules  did  not  seem  to  be  anatomi- 
cally invaded  by  amyloid  and  probably 
functioned  reasonably  well  for  a long  time. 
I do  not  think  the  apparent  discrepancy  is 
as  great  as  the  figures  would  suggest. 

Final  diagnoses 

1.  “ Primary ” amyloidosis  with  extensive 
involvement  of  renal  blood  vessels  and  minimal 
involvement  elsewhere 

2.  Chronic  pyelonephritis 

3.  Progressive  renal  failure,  secondary  to 
“ primary ” amyloidosis  and  chronic  pye- 
lonephritis 

4.  Cardiac  hypertrophy,  left  ventricle, 
consistent  with  hypertensive  disease 

5.  Retention  cysts  of  the  kidneys 

6.  Prostatectomy 

7.  Duodenal  ulcer,  healed,  chronic 

8.  Lipoma  of  duodenum 
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Meningitis  caused  by  Hemophilus  in- 
fluenzae, while  a significant  problem  in  the 
pediatric  population,  is  rarely  encountered 
in  adults.  The  following  report  reviews 
the  English  literature  on  adult  Hemophilus 
meningitis  and  emphasizes  the  finding 
that  adults  in  this  country  developing  this 
infection  frequently  have  significant  under- 
lying disease.1-3  The  first  documentation 
of  disseminated  intravascular  clotting  oc- 
curring during  H.  influenzae  infection  is 
presented,  and  the  possible  significance  is 
discussed. 

Case  reports 

Case  1.  A patient,  a sixty-five-year- 
old  retired  Negro  policeman,  entered  the 
hospital  in  April,  1967,  following  the  sudden 
onset  of  a shaking  chill,  cough,  and  fever. 

* Pre«ent  address:  Metabolism  Branch,  National  Cancer 
Institute,  National  Institutes  of  Health,  Betliesda,  Maryland 
20014. 

t Career  Scientist  of  the  New  York  Health  Research 
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On  routine  physical  examination  in  1948, 
the  patient  had  been  told  of  an  elevated 
blood  pressure  but  had  received  no  therapy. 
In  1953  he  developed  a hemiparesis  on  the 
left  side  following  a cerebrovascular  acci- 
dent. He  had  done  well  at  home  until 
three  months  prior  to  admission  when  he 
noted  the  onset  of  progressive  dyspnea  on 
exertion  and  exertional  chest  pain  on  the 
left  side.  A local  physician  administered 
phenobarbital  and  chlorothiazide  which  the 
patient  had  taken  from  four  to  six  weeks 
at  the  time  of  admission.  On  the  morning 
of  admission,  he  awoke  with  severe  chest 
pain  on  the  left  side,  diaphoresis,  and  a 
shaking  chill.  He  became  extremely  dysp- 
neic,  began  to  cough,  and  was  brought  to 
the  hospital. 

He  was  noted  to  be  lethargic  and  in 
moderate  respiratory  distress.  The  tem- 
perature was  104  F.,  initial  blood  pressure 
110  mm.  Hg  systolic  and  60  diastolic,  and 
pulse  120  per  minute.  There  was  marked 
nuchal  rigidity  and  a minimal  hemiparesis 
on  the  left  side.  Moist  rales  filled  both 
lung  bases,  and  the  heart  was  enlarged 
to  the  left  anterior  axillary  line.  A systolic 
ejection  murmur  was  present  along  the  left 
sternal  border,  and  a protodiastolic  gallop 
was  heard.  The  nasopharynx  and  abdo- 
men were  unremarkable. 

The  hematocrit  was  31,  the  white  blood 
cell  count  650  per  cubic  millimeter,  and  the 
erythrocyte  sedimentation  rate  120  mm. 
per  hour  (Westergren).  Fifteen  lympho- 
cytes and  10  polymorphonuclear  leukocytes 
comprised  the  25  white  cells  counted. 
Platelets  were  absent  from  the  blood 
smear,  and  there  was  marked  rouleaux 
formation  among  the  red  cells.  The  chest 
x-ray  film  showed  an  enlarged  heart  and 
pulmonary  vascular  congestion.  The 
blood  sugar  was  122  mg.  per  100  ml.,  blood 
urea  nitrogen  33  mg.  per  100  ml.,  serum 
potassium  3.2  mEq.  per  liter,  prothrombin 
time  twenty-six  seconds  (control  thirteen 
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FIGURE  1.  (A)  Numerous  acidophilic  microthrombi  present  in  both  glomeruli  and  tubules  showing  fibrillar 
structure.  (B)  Extensive  hemorrhage  and  widespread  destruction  of  parenchyma  of  adrenal  gland  (X  140). 
(C)  Bone  marrow  showing  sheets  of  plasma  cells  and  scattered  fibrin  thrombi.  (Hematoxylin  and  Eosin 
Stain) 


seconds),  and  serum  glutamic  oxaloacetic 
transaminase  65  units.  Blood  drawn  for 
these  initial  studies  clotted  normally. 
The  lumbar  puncture  yielded  opalescent 
fluid  with  90  white  cells  per  cubic  milli- 
meter of  which  85  were  lymphocytes. 
The  cerebrospinal  fluid  protein  was  80 
mg.  per  100  ml.  and  the  sugar  75  mg.  per 
100  ml.  Gram  stain  appeared  to  contain 
gram-negative  coccal  and  bacillary  forms. 

Shortly  after  admission  the  patient  be- 
came unresponsive,  and  the  blood  pressure 
fell  to  60  mm.  Hg  systolic.  Central  venous 
pressure  at  this  time  was  less  than  1 mm. 
saline.  Arterial  blood  studies  revealed 
a profound  acidosis  with  pH  7.069,  carbon 
dioxide  tension  48.5  mm.  Hg,  and  a normal 
oxygen  saturation.  Vigorous  fluid  replace- 
ment, sodium  bicarbonate,  isoproterenol, 
prednisone,  and  digitalis  therapy  failed 
to  raise  the  arterial  and  venous  pressures. 
Antibiotics  given  included  penicillin,  chlor- 
amphenicol, and  kanamycin  sulfate.  De- 
spite these  measures  and  the  correction  of 
electrolyte  imbalance,  hypotension  per- 
sisted and  the  patient  had  the  first  of  four 
episodes  of  ventricular  fibrillation  approxi- 
mately three  and  a half  hours  after  ad- 
mission. Resuscitation  was  unsuccessful 
following  the  fourth  episode  of  fibrillation 
eight  hours  after  admission. 

Clinical  bleeding  from  the  nose,  trachea, 
and  cutdown  sites  had  become  apparent 
approximately  two  and  a half  hours  after 
admission  and  remained  a significant  prob- 
lem until  death.  Large  ecchymotic  areas 
appeared  spontaneously  in  the  skin,  and 
disseminated  intravascular  clotting  was 
suspected.  A repeat  prothrombin  time 
had  risen  to  forty-nine  seconds,  and  the 
fibrinogen  level  was  14  mg.  per  100  ml. 


Heparin  therapy  was  considered  but  not 
used. 

H.  influenzae  type  B grew  from  the 
cerebrospinal  fluid,  blood,  and  bone  marrow 
cultures,  while  sputum  and  urine  cultures 
were  sterile.  Fifteen  per  cent  atypical 
plasma  cells  and  markedly  decreased  white 
cell  precursors  were  noted  in  an  ante- 
mortem bone  marrow  aspirate.  Immuno- 
electrophoresis done  on  cerebrospinal  fluid 
showed  an  abnormal  immunoglobulin  G 
myeloma  protein. 

Postmortem  examination  demonstrated 
a purulent  meningitis,  bronchopneumonia, 
enlargement  of  the  left  ventricle,  and  an  old 
cerebral  hemorrhage  in  the  right  internal 
capsule.  There  were  fresh  parenchymal 
hemorrhages  into  both  lungs,  adrenal 
glands,  and  testes.  Petechiae  and  ecchy- 
moses  covered  the  skin,  pericardium,  epi- 
cardium,  mesenteries,  and  the  gastrointesti- 
nal mucosa  and  serosa.  Fibrin  thrombi  were 
found  on  microscopic  examination  in  small 
arterioles  and  capillaries  of  the  kidney, 
adrenal  glands,  and  gastrointestinal  tract. 
Sheets  of  plasma  cells  consistent  with 
multiple  myeloma  were  present  in  most  of 
the  bone  marrow  (Fig.  1). 

Comment.  Multiple  myeloma  with 
marked  depletion  of  white  blood  cells 
appeared  to  predispose  this  patient  to 
overwhelming  infection. 

Septic  shock  and  a bleeding  diathesis 
developed  during  H.  influenzae  infection 
in  this  case.  Disseminated  intravascular 
clotting  and  adrenal  hemorrhage  were 
suspected  clinically,  but  only  presumptive 
antemortem  studies  were  obtained.  Patho- 
logic examination  confirmed  the  clinical 
impression. 

Case  2.  A sixty-one-year-old  white 
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housewife  was  admitted  to  the  hospital  in 
June,  1966,  disoriented  and  febrile. 

She  had  had  recurrent  episodes  of  maxil- 
lary sinusitis  and  in  recent  years  frequent 
attacks  of  bronchitis  but  had  been  well 
until  two  days  prior  to  admission.  Re- 
turning from  a visit  to  her  ill  grandchildren, 
she  noted  the  onset  of  earache  on  the  right 
side.  The  next  day  she  became  febrile 
and  nauseated  and  vomited  several  times. 
Within  four  to  six  hours,  she  became  dis- 
oriented and  was  admitted  to  the  hospital. 

Admission  physical  examination  revealed 
a restless,  confused  woman  with  a tempera- 
ture of  102  F.  The  right  tympanic  mem- 
brane was  edematous,  and  there  was  a 
serous  discharge  from  the  right  auditory 
canal.  The  neck  was  rigid,  Kernig’s  and 
Brudzinski’s  signs  were  present,  but  there 
were  no  other  localizing  neurologic  findings. 
The  laboratory  evaluation  revealed  a white 
blood  cell  count  of  23,400  per  cubic  milli- 
meter with  92  per  cent  polymorphonuclear 
leukocytes  and  an  erythrocyte  sedimenta- 
tion rate  of  70  mm.  per  hour  (Westergren). 
The  blood  sugar  was  106  mg.  per  100  ml. 
and  the  blood  urea  nitrogen  10  mg.  per 
100  ml.  The  chest  x-ray  showed  a small 
right  basilar  infiltrate,  and  x-ray  films  of 
the  sinuses  revealed  clouding  of  the  right 
maxillary  sinus.  The  serum  protein  elec- 
trophoretic pattern  was  normal.  Lumbar 
puncture  yielded  a minimally  turbid  fluid 
containing  200  white  blood  cells  per  cubic 
millimeter,  of  which  75  per  cent  were  poly- 
morphonuclear leukocytes.  Gram  stain  of 
the  cerebrospinal  fluid  demonstrated  intra- 
cellular gram-negative  pleomorphic  cocci 
which  were  not  identified  initially.  The 
cerebrospinal  fluid  sugar  was  26  mg.  per 
100  ml.  and  protein  528  mg.  per  100  ml. 

Treatment  was  begun  with  intravenous 
penicillin,  chloramphenicol,  and  sulfisoxa- 
zole.  H.  influenzae  type  B grew  from 
culture  of  the  cerebrospinal  fluid  and  nasal 
discharge,  and  penicillin  was  discontinued 
after  forty-eight  hours.  No  organism 
was  recovered  from  cultures  of  the  blood 
and  ear  discharge.  The  patient  improved 
rapidly  and  was  discharged  after  two  and  a 
half  weeks  of  chloramphenicol  and  sulfisoxa- 
zole  therapy. 

Comment.  Infection  of  the  paranasal 
sinuses  and  middle  ear  appears  to  have 
been  the  precipitating  factor  for  meningitis 
in  this  woman.  In  this  age  group,  pneu- 


mococcal infections  would  have  been  antic- 
ipated. Contact  with  her  grandchildren 
may  have  been  significant. 

Case  3.  A thirty-five-year-old  Negro 
male  was  admitted  to  the  hospital  in 
August,  1965,  complaining  of  a headache 
and  fever  of  six  days’  duration. 

The  patient  was  first  admitted  to  the 
hospital  in  November,  1964,  after  four 
months  of  cough,  night  sweats,  and  a 30- 
pound  weight  loss.  Generalized  lymphad- 
enopathy  and  a temperature  of  103  F. 
were  found,  and  chest  x-ray  film  revealed 
two  fluid-filled  cavities  in  the  right  upper 
and  right  middle  lobes.  Biopsy  of  an 
inguinal  lymph  node  showed  caseating 
granulomas,  and  a sputum  culture  later 
grew  Mycobacterium  tuberculosis  sensitive 
to  isoniazid  and  para-aminosalicylic  acid. 
The  patient  was  treated  with  isoniazid 
and  para-aminosalicylic  acid  and  became 
afebrile  after  three  weeks.  He  discon- 
tinued therapy  on  his  own  four  months 
later,  and  fever  recurred  in  March,  1965. 
Chest  x-ray  film  at  Bellevue  Hospital 
showed  no  active  disease,  and  antituber- 
culous therapy  with  isoniazid  and  para- 
aminosalicylic  acid  was  resumed  success- 
fully. 

He  then  felt  well  until  one  week  prior  to 
admission  when  he  noted  the  appearance 
of  a cough,  sore  throat,  and  a throbbing 
frontal  headache.  He  became  lethargic, 
noted  a stiff  neck  and  diplopia  on  the  day 
prior  to  admission,  and  was  brought  to  the 
hospital  when  he  became  confused.  On 
arrival,  the  patient  was  intermittently 
oriented  but  rapidly  lapsed  into  coma. 
The  temperature  was  103.4  F.,  and  there 
was  marked  nuchal  rigidity.  The  ears, 
nose,  and  throat  were  unremarkable,  but 
rhonchi  were  heard  at  the  right  lung  base. 
Laboratory  study  demonstrated  a white 
blood  cell  count  of  8,400  per  cubic  milli- 
meter with  74  per  cent  polymorphonuclear 
leukocytes  and  an  erythrocyte  sedimenta- 
tion rate  of  120  mm.  per  hour.  The  chest 
x-ray  film  revealed  a new  right  lower  lobe 
infiltrate  but  no  residual  cavities.  The 
cerebrospinal  fluid  was  under  initial  pres- 
sure of  325  mm.  of  water  and  was  creamy 
in  appearance.  There  were  150,000  white 
blood  cells  per  cubic  millimeter  of  which  90 
per  cent  were  polymorphonuclear  leuko- 
cytes. The  cerebrospinal  fluid  sugar  was 
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25  mg.  per  100  ml.  and  the  protein  690 
mg.  per  100  ml.  Gram  stain  of  the  fluid 
showed  gram-negative  rod  forms  recog- 
nized as  H.  influenzae.  No  acid-fast 
organisms  were  seen.  Culture  of  the 
cerebrospinal  fluid  grew  H.  influenzae  type 
B,  but  no  Myco.  tuberculosis  organisms 
were  recovered  from  any  source. 

Initial  therapy  included  chlorampheni- 
col, sulflsoxazole,  and  penicillin  intra- 
venously. Isoniazid  and  para-amino- 
salicylic  acid  were  continued  and  strepto- 
mycin sulfate  added.  On  the  third  hospital 
day,  the  patient  had  six  major  motor  sei- 
zures requiring  control  by  diphenylhydan- 
toin  and  phenobarbital.  Penicillin  was 
stopped,  and  a left  facial  nerve  paresis 
was  noted  for  the  first  time.  This  cleared 
rapidly,  and  the  patient  was  afebrile  by 
the  sixth  hospital  day.  He  received  a two- 
week  course  of  chloramphenicol  and  ten 
days  of  sulfisoxazole  while  antituberculous 
therapy  was  continued. 

Further  laboratory  study  included  nor- 
mal x-ray  films  of  the  skull  and  sinuses,  a 
normal  glucose  tolerance  test  result,  and 
normal  levels  of  immunoglobulins.  The 
patient  was  discharged  in  September, 

1965,  to  continue  isoniazid,  para-amino- 
salicylic acid,  pyridoxine,  and  diphenylhy- 
dantoin  therapy. 

Major  motor  seizures  occurred  in  June, 

1966,  and  December,  1966,  following  omis- 
sion of  diphenylhydantoin  by  the  patient. 
Neurologic  examination,  skull  x-ray  film, 
chest  x-ray  films,  and  spinal  fluid  examina- 
tions gave  entirely  normal  findings  on  each 
occasion,  and  the  patient  was  well  when 
last  seen  in  March,  1967. 

Comment.  H.  influenzae  meningitis  de- 
veloped following  an  upper-respiratory  in- 
fection in  a patient  under  treatment  for 
disseminated  tuberculosis.  There  was  no 
evidence  of  head  trauma,  sinus  infection, 
diabetes  mellitus,  or  immune  globulin  de- 
ficiency. The  patient  developed  a seizure 
disorder  which  has  persisted  to  the  present. 

Comment 

Adult  H.  influenzae  meningitis  is  an  un- 
common event  in  persons  past  the  second 
decade  of  life.  Bactericidal  activity  of 
normal  serum,  high  against  the  organism 
at  birth,  declines  during  the  first  two 
months  of  life  and  remains  low  until  age 


TABLE  I.  Age  of  patients  with  H. 
influenzae  meningitis 


Reference 

Number  of 
Patients 
Twenty  Years 
and  Above 

Per 

Cent 

Los  Angeles  county1 

18  of  1,094 

1.7 

Massachusetts  General7 

4 of  52 

7.7 

Seattle5 

0 of  35 

Literature  review6 

25  of  915 

2.7 

India3 

9 of  25 

36 

Presbyterian  Hospital 
(1959  to  1967) 

3 of  41 

7.3 

Total 

59  of  2,162 

2.7 

two  to  three.4  This  decline  coincides  with 
the  peak  age  incidence  of  the  disease. 
The  serum  bactericidal  activity  rises 
steadily  from  age  three,  and  this  may 
explain  the  sharply  diminished  frequency 
of  infection  in  adult  patients.  Table  I 
illustrates  this  fact.  The  majority  of  the 

110  reported  adult  cases  have  had  some 
underlying  disease  predisposing  them  to 
infection  with  H.  influenzae.  An  excep- 
tion is  noted  in  a recent  report  from 
India  in  which  all  patients  were  stated 
to  be  free  of  underlying  disease.3  The 
significant  associated  conditions  are  fisted 
in  Table  II.  The  patients  reported  here 
also  have  significant  antecedent  disease. 
Patient  2 had  had  recurrent  sinusitis  and 
had  otitis  during  her  bout  of  meningitis. 
Patient  3 had  been  under  treatment  for 
disseminated  tuberculosis  when  he  became 

111  with  Hemophilus  meningitis.  Both  of 
these  patients  had  normal  levels  of  serum 
globulins,  and  the  second  patient  had 
normal  levels  of  all  immunoglobulins.  The 
bone  marrow  of  the  third  patient  was 
severely  compromised  by  multiple  myeloma 
and  had  few  normal  white  blood  cell  pre- 
cursors. An  abnormal  gamma  G globulin 
was  found  in  the  cerebrospinal  fluid,  but 
quantitative  immunoglobulin  assay  was 
not  possible.  Patients  with  multiple 
myelomas  are  known  to  be  subject  to 
recurrent  infection,7,8  and  the  rate  of  in- 
fection appears  correlated  with  their 
diminished  ability  to  form  antibodies.9 
However,  serious  infection  with  H.  in- 
fluenzae has  not  been  mentioned  previously 
in  these  patients. 

The  clinical  picture  of  adult  H.  influenzae 
meningitis  is  not  particularly  charac- 
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TABLE  II.  Associated  conditions  in  110  patients 


Condition 

Number 

of 

Patients 

Otitis  or  sinusitis 

27 

Head  injury  or  cranial  surgery 

17 

Pneumonia  (concurrent) 

10 

Diabetes  mellitus 

5 

Agammaglobulinemia 

3 

Chronic  alcoholism 

3 

Splenectomy 

1 

Total 

66 

teristic.  A smoldering  upper  respiratory 
infection  may  progress  to  meningeal  in- 
volvement or  the  illness  may  begin  ex- 
plosively with  headache,  fever,  vomiting, 
nuchal  rigidity,  and  disorientation. 
Migrating  poly  arthralgias  may  antedate 
other  symptoms.  A high  incidence  of 
hemiparesis  and  hemorrhagic  cerebrospinal 
fluid  was  found  in  the  Indian  patients, 
but  generally  the  cerebrospinal  fluid 
is  not  distinctive.3  Commonly,  cere- 
brospinal fluid  protein  is  elevated,  sugar 
decreased,  and  there  are  more  than  100 
cells  per  cubic  millimeter  of  which  60 
per  cent  are  polymorphonuclear  leuko- 
cytes.10 Evaluation  of  the  gram-stained 
cerebrospinal  fluid  has  proved  difficult  in 
the  past,  and  2 of  3 of  our  specimens  were 
not  identified  initially.11  The  diagnosis 
is  established  by  cerebrospinal  fluid  culture 
while  blood  cultures  may  be  positive  in 
30  to  40  per  cent  of  patients.  H.  in- 
fluenzae type  B is  generally  the  pathogenic 
organism,  although  4 of  18  organisms 
reported  by  Snyder  and  Brunjes1  were 
“not  type  B.”  Although  penicillin  in- 
hibits the  organism  in  vitro,  it  has  not 
proved  to  be  effective  in  therapy,  and 
current  treatment  remains  a combination 
of  chloramphenicol  and  a sulfonamide.2 
Recent  studies  suggest  that  ampicillin 
may  be  the  drug  of  choice  in  Hemophilus 
meningitis. 12 

Thus  far  there  have  been  no  strains  of 
Hemophilus  which  have  been  resistant  to 
ampicillin.13 

Untreated  patients  in  the  preantibiotic 
era  appeared  to  recover  well  from  the  infec- 
tion, although  reports  in  the  early  litera- 
ture probably  overemphasized  patients  who 
recovered.10  Neurologic  sequelae  occur  in 
approximately  15  per  cent  of  patients 


evaluated  by  a single  observer.14  In  three 
recent  series,  8 of  33  patients  succumbed  to 
the  infection  despite  modern  antibiotic  and 
adjunct  therapy. 11,1,15  Five  of  these  fatal 
cases  are  reported  in  detail  and  of  these, 
4 patients  were  noted  to  be  hypotensive 
for  periods  up  to  forty-eight  hours  before 
death.  One  postmortem  examination,  case 
3 of  Merselis  et  al.,lb  mentions  “multiple 
small  hemorrhages  in  the  kidneys,”  but 
these  are  not  described  further.  A clinical 
bleeding  tendency  was  not  mentioned  in 
any  of  these  patients.  Diffuse  small- 
vessel  thrombosis  and  adrenal  hemorrhage 
has  been  described  in  children  dying  of  H. 
influenzae  sepsis,  but  no  clinical  details  are 
available  in  these  cases. 16, 17 

Disseminated  intravascular  coagulation 

Hypotension  and  a hemorrhagic  diathesis 
developed  early  in  the  clinical  course  of 
Case  1.  The  prothrombin  time,  initially 
elevated  to  twenty-six  seconds,  increased 
to  forty-nine  seconds,  the  fibrinogen  level 
was  depressed  to  14  mg.  per  100  ml.,  and 
platelets  were  virtually  absent  from  mul- 
tiple blood  films.  This  group  of  findings 
suggests  that  excessive  consumption  of 
clotting  factors  by  intravascular  coagula- 
tion was  occurring.  The  diagnosis  of 
diffuse  clotting  should  be  suspected  when 
there  is  a sudden  onset  of  shock  and  a 
bleeding  disorder.  Blood  studies  show 
thrombocytopenia,  decreased  fibrinogen, 
factor  V and  factor  VIII  levels,  and  a pro- 
longed prothrombin  time. 18  Pathologic 
examination  reveals  fibrin  thrombi  in 
small  vessels  in  the  kidney,  adrenal  glands, 
lung,  gastrointestinal  tract,  and  other 
organs.  Later  events  include  adrenal 
hemorrhage,  bilateral  renal  cortical  ne- 
crosis, renal  and  hepatic  vein  thrombosis, 
and  extensive  thrombosis  of  other  large 
vessels. 19  Intravascular  clotting  is  im- 
plicated as  the  mechanism  of  the  general- 
ized Shwartzman  reaction  produced  in 
animals  by  spaced  injections  of  bacterial 
endotoxin  and  is  being  implicated  in 
clinical  episodes  of  endotoxin  shock.20 
Fulminating  meningococcemia  with 
adrenal  hemorrhage  (Waterhouse-Frider- 
ichsen syndrome),21  Pseudomonas  septi- 
cemia,22 Serratia  marcescens  sepsis,23 
and  pneumococcal  septicemia24  have  all 
been  associated  with  excessive  consump- 
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tion  of  clotting  factors.  Overwhelming 
infection  by  Escherichia  coli  and  Vibrio 
cholerae  may  also  cause  diffuse  intra- 
vascular coagulation. 19  Other  important 
clinical  infections  associated  with  intra- 
vascular clotting  are  listed  as  follows: 

I.  Bacterial  infections 

A.  Meningococcemia1921 

B.  Pseudomonas  septicemia22 

C.  P neumococcem  ia 2 1 

D.  S.  marcescens  septicemia23 

E.  Esch.  coli  sepsis19 

F.  V.  cholerae19 

G.  Purpura  fulminans  after  strepto- 

coccal infections19 

II.  Other  infections 

A.  Variola19-26 

B.  Varicella 

C.  Rocky  Mountain  spotted  fever 

D.  Rubella 

E.  Rubeola 

F.  Arbovirus — hemorrhagic  fevers 

G.  Plasmodium  falciparum  malaria, 

hemolysis. 

Hardaway26'27  hypothesizes  that  hypo- 
tension itself  may  be  an  important  primary 
mechanism  in  the  production  of  intra- 
vascular clotting  in  the  presence  of  a suit- 
able stimulus  to  clotting  such  as  bacterial 
endotoxin,  hemolysis,  amniotic  fluid,  and 
so  on.  Many  hematologic  conditions  are 
known  to  be  associated  with  intravascular 
clotting,19  but  multiple  myeloma  has  not 
been  mentioned  previously.  It  is  difficult 
to  evaluate  the  role  of  myeloma  in  the 
production  of  the  hemorrhagic  disorder 
in  our  patient.  Corticosteroid  therapy  in 
overwhelming  sepsis  has  been  implicated 
in  the  pathogenesis  of  intravascular  coagu- 
lation and  may  have  contributed  in  our 
patient.28  Recently,  heparin  has  been 
used  with  some  success  in  an  attempt  to 
halt  the  consumption  of  coagulation  fac- 
tors.21'29-31 

Hemophilus  influenzae  meningitis  rarely 
affects  persons  above  the  age  of  twenty,  and 
only  110  cases  have  been  reported  in  the 
world’s  literature  to  date.  The  majority 
of  the  previous  cases  occurred  in  patients 
with  underlying  disease  predisposing  them 
to  meningeal  infection  or  in  patients  with 
impaired  mechanisms  of  immunity.  The 
3 patients  reported  here  similarly  had 
significant  underlying  illness,  including  1 
patient  with  tuberculosis  and  1 with 
multiple  myeloma. 

Hypotension  and  a bleeding  diathesis 
developed  during  the  treatment  of  meningi- 


tis in  the  patient  with  multiple  myeloma. 
Laboratory  studies  and  pathologic  exami- 
nation confirmed  the  diagnosis  of  dissemi- 
nated intravascular  coagulation.  This 
clinical  syndrome  has  been  described  in 
association  with  other  gram-negative  in- 
fections, but  we  believe  this  to  be  the  first 
report  of  intravascular  clotting  in  H. 
influenzae  sepsis. 

Department  of  Medicine 
Presbyterian  Hospital 
622  West  168th  Street 
New  York,  New  York  10032 
(Dr.  Neu) 


References 

1.  Snyder,  S.  N.,  and  Brunjes,  S.:  Hemophilus  in- 

fluenzae meningitis  in  adults.  Review  of  the  literature  and 
report  of  18  cases,  Am.  J.  M.  Sc.  250:  658  (1965). 

2.  Swartz,  M.  N.,  and  Dodge,  P.  R.:  Bacterial  meningi- 
tis— a review  of  selected  aspects.  I.  General  clinical 
features,  special  problems  and  unusual  meningeal  reactions 
mimicking  bacterial  meningitis.  New  England  J.  Med.  272: 
898  (1965). 

3.  Grant,  K.  B.,  Ichapooria,  R.  N.,  Joshi,  S.  K.,  and 

Wadia,  R.  S.:  Meningitis  due  to  Haemophilus  influenza, 

J.  Ass.  Physicians  India  13:  619  (1965). 

4.  Fothergill,  L.  D.,  and  Wright,  J.:  Influenzal  meningi- 
tis: the  relation  of  age  incidence  to  the  bacteriocidal  power 
of  blood  against  the  causal  organism,  J.  Immunol.  24:  273 
(1933). 

5.  Carpenter,  R.  R.,  and  Petersdorf,  R.  G.:  The  clinical 
spectrum  of  bacterial  meningitis,  Am.  J.  Med.  33:  262 
(1962). 

6.  Dolphin,  A.,  and  Popham,  R.  D.:  Streptomycin 

treatment  of  Haemophilus  influenzae  meningitis  complica- 
ting primary  atypical  pneumonia,  Lancet  2:  472  (1951). 

7.  Zinneman,  H.  H.,  and  Hall,  W.  H.:  Recurrent  pneu- 
monia in  multiple  myeloma  and  some  observations  on 
immunologic  response,  Ann.  Int.  Med.  41:  1152  (1954). 

8.  Osserman,  E.  F.:  Plasma-celi  myeloma.  II.  Clini- 
cal aspects,  New  England  J.  Med.  261:  952  (1959). 

9.  Fahey,  J.  L.,  Scoggins,  R.,  Utz,  J.  P.,  and  Szwed, 

C.  F.:  Infection,  antibody  response  and  gamma  globulin 

components  in  multiple  myeloma  and  macroglobulinemia, 
Am.  J.  Med.  35:  698  (1963). 

10.  Selman,  D.,  and  Seides,  J.:  Hemophilus  influenzae 
meningitis  in  adults.  New  York  State  J.  Med.  58:  2031 

(1958). 

11.  Jervey,  L.  P.:  Adult  influenzal  meningitis.  A report 
of  four  cases  and  review  of  the  recent  literature,  Arch.  Int. 
Med.  Ill:  376  (1963). 

12.  Mathies,  A.  W.,  Jr.,  et  al .:  Experience  with  ampicillin 
in  bacterial  meningitis,  Antimicrob.  Agents  Chemother.  5: 
610  (1965). 

13.  Bristol  Laboratories,  personal  communication. 

14.  Bloor,  B.  M.,  Grant,  R.  S.,  and  Tabris,  J.  A.:  Sequelae 
of  meningitis  due  to  Hemophilus  influenzae,  J.A.M.A.  142: 
241  (1950). 

15.  Merselis,  J.  G.,  Jr.,  Sellers,  T.  F.,  Jr.,  Johnson,  J.  E., 
3d.,  and  Hook,  E.  W.:  Hemophilus  influenzae  meningitis  in 
adults,  Arch.  Int.  Med.  110:  837  (1962). 

16.  Smith,  J.  F.,  and  Landing,  B.  H.:  Mechanisms  of 
brain  damage  in  H.  influenzae  meningitis,  J.  Neuropath.  & 
Exper.  Neurol.  19:  248  (1960). 

17.  Margaretten,  W.,  Nakai,  H.,  and  Landing,  B.  H.: 
Septicemic  adrenal  hemorrhage,  Am.  J.  Dis.  Child.  105: 
346  (1963). 

18.  Lasch,  H.  G.,  Roka,  L.,  and  Heene,  D.:  The  de- 
fibrination syndrome,  Thromb.  Diath.  Haemorrh.  supp.  20: 
97  (1966). 

19.  McKay,  D.  G.:  Disseminated  Intravascular  Coagula- 
tion. An  Intermediary  Mechanism  of  Disease,  New  York, 
Hoeber  Medical  Division — Harper  & Row,  Publishers,  Inc., 
1965. 

20.  Idem:  Blood  coagulation  and  the  generalized  Shwartz- 


June  15,  1969  / New  York  State  Journal  of  Medicine  1765 


man  reaction,  Thromb.  Diath.  Haemorrh.  supp.  20:  107 

(1966). 

21.  McGehee,  W.  G.,  Rapaport,  S.  I.,  and  Hjort,  P.  F.: 
Intravascular  coagulation  in  fulminant  meningococcemia, 
Ann.  Int.  Med.  67:  250  (1967). 

22.  Rapaport,  S.  I.,  Tatter,  D.,  Coeur-Barron,  N.,  and 

Hjort,  P.  F.:  Pseudomonas  septicemia  with  intravascular 

clotting  leading  to  the  generalized  Shwartzman  reaction, 
New  England  J.  Med.  271:  80  (1964). 

23.  Graber,  C.  D.,  Tumbusch,  W.  T.,  Rudnicki,  R.  P., 
and  Vogel,  E.  H.,  Jr.:  Generalized  Shwartzman-like  reaction 
following  Serratia  marcescens  septicemia  in  a fatal  bum, 
Surg.  Gynec.  & Obst.  110:  443  (1960). 

24.  Ratnoff,  O.  D.,  and  Nebehay,  W.  G.:  Multiple 

coagulative  defects  in  a patient  with  the  Waterhouse-Frid- 
erichsen syndrome,  Ann.  Int.  Med.  56:  627  (1962). 

25.  McKay,  D.  G.,  and  Margaretten,  W.:  Disseminated 
intravascular  coagulation  in  virus  diseases,  Arch.  Int.  Med. 
120:  129  (Aug.)  1967. 


26.  Hardaway,  R.  M.:  Shock  and  disseminated  intra- 
vascular coagulation,  Thromb.  Diath.  Haemorrh.  supp.  20: 
121  (1966). 

27.  Idem:  Disseminated  intravascular  coagulation  with 
special  reference  to  shock  and  its  treatment,  Milit.  Med. 
130:  451  (1965). 

28.  Margaretten,  W.,  and  McAdams,  A.  J.:  An  appraisal 
of  fulminant  meningococcemia  with  reference  to  the  Shwartz- 
man phenomenon,  Am.  J.  Med.  25:  868  (1958). 

29.  Verstraete,  M.,  Vermylen,  C.,  Vermylen,  J.,  and 
Vandenbroucke,  J.:  Excessive  consumption  of  blood  coagula- 
tion components  as  cause  of  hemorrhagic  diathesis,  ibid.  38: 
899  (1965). 

30.  Antley,  R.  M.,  and  McMillan,  C.  W.:  Sequential 
coagulation  studies  in  purpura  fulminans,  New  England  J. 
Med.  276:  1287  (June  8)  1967. 

31.  Penick,  G.  D.,  and  Roberts,  H.  R.:  Intravascular 
clotting:  focal  and  systemic,  Int.  Rev.  Exp.  Path.  3:  269 
(1964). 


1766  New  York  State  Journal  of  Medicine  / June  15,  1969 


Case  report 


Intracardiac  Leiomyosarcoma 


MURRAY  L.  COHEN.  M.D. 
Newburgh,  New  York 

Attending  Physician,  St.  Luke’s  Hospital;  Associate 
Cardiologist,  St.  Luke’s  Hospital  Outpatient  Department 


T umors  of  the  heart  are  rare  clinical 
entities.  A primary  malignant  tumor  of 
the  heart  is  the  most  uncommon  cardiac 
neoplasm.  There  have  been  about  178 
cases  reported  up  until  1960.  The  in- 
cidence is  usually  quoted  as  0.0017  per 
cent  after  the  figures  of  Strauss  and 
Merliss. 1 Roughly  two  thirds  of  all  pri- 
mary tumors  of  the  heart  are  benign,  and 
one  third  are  malignant.2 

Metastatic  involvement  of  the  heart  in 
neoplastic  disease  is  far  more  common  than 
primary  neoplasia.  The  incidence  given 
here  varies  with  the  series  and  source  of 
the  series.  Five  per  cent  of  all  deaths  and 
12  to  13  per  cent  of  all  deaths  due  to  neo- 
plastic diseases  are  said  to  show  metastatic 
cardiac  involvement.3-4  Although  intra- 
cardiac metastases  of  clinical  significance 
occur,  the  incidence  is  relatively  small. 
In  the  series  reported  by  Gassman, 
Meadows,  and  Baker,5  only  5 of  112  cases 
of  metastatic  cardiac  disease  had  intracar- 
diac extension. 

In  cases  of  metastatic  spindle  cell  tumors, 
it  frequently  becomes  difficult  to  distinguish 
the  primary  lesion.  The  following  case 
may  represent  a primary  leiomyosarcoma 
of  the  small  intestine  simulating  an  intra- 
cardiac tumor  or  a primary  intracardiac 
leiomyosarcoma,  perhaps  arising  in  the 
pulmonary  veins  or  the  interatrial  septum. 
In  spite  of  the  lack  of  clarity  of  the  primary 
diagnosis,  the  clinical  course  justifies  re- 
porting the  following  case. 


This  forty-one-year-old  white  male  was 
first  seen  in  my  office  on  January  4,  1963. 
At  this  time  his  only  complaints  were  head- 
ache and  intermittent  lightheadedness  of 
several  years’  duration.  The  headaches 
would  frequently  awaken  him  at  night  but 
cleared  in  an  hour.  In  the  three  years 
prior  to  this  visit,  he  had  had  several  epi- 
sodes of  loss  of  peripheral  vision  pre- 
dominantly on  the  right.  There  were  no 
other  neurologic  symptoms.  His  family 
history  was  significant  only  because  his 
father  had  died  of  cancer  of  the  stomach 
at  the  age  of  sixty.  In  the  past  the  patient 
had  a postnasal  drip  and  had  experienced 
intermittent  hemoptysis  over  a ten-year 
period.  He  had  a cigaret  cough  productive 
of  white  mucus.  There  was  no  history  of 
hypertension,  angina,  or  rheumatic  fever. 
He  had  never  been  told  of  a heart  murmur. 
He  was  athletic  and  had  no  shortness  of 
breath.  There  were  no  complaints  refer- 
able to  the  gastrointestinal  system. 

Physical  examination  at  this  time  re- 
vealed the  following:  Blood  pressure 

130/80  mm.  Hg;  pulse  rate  80  per  minute; 
respirations  20  per  minute;  weight  169 
pounds;  and  temperature  98.6  F.  The 
lungs  were  clear,  and  there  was  no  cardiac 
enlargement.  The  heart  rate  was  normal, 
and  no  heart  murmurs  were  heard.  The 
complete  blood  count,  sedimentation  rate, 
urinalysis,  chest  roentgenogram,  and  elec- 
trocardiogram revealed  normal  findings. 

In  June,  1963,  a cold  associated  with  a 
slight  amount  of  hemoptysis  developed. 
The  mild  sore  throat,  cough,  and  post- 
nasal drip  subsided,  but  the  hemoptysis, 
although  intermittent  and  slight,  con- 
tinued. He  also  experienced  a sticking  pain 
in  the  left  side  of  his  chest.  A chest  x-ray 
film  taken  at  this  time  revealed  some  hazi- 
ness in  the  lingular  segment  of  the  left 
upper  lobe.  A bronchoscopy  and  carinal 
biopsy  revealed  only  slight  thickening  of 
the  basement  membrane.  Tomographs  of 
the  left  side  of  the  chest  revealed  only  a 
slightly  prominent  right  hilum.  Sputum 
culture  grew  alpha  hemolytic  streptococcus. 
Sputum  culture  was  negative  for  acid-fast 
bacilli. 

In  July,  1963,  he  continued  to  complain 
of  pain  in  the  left  side  of  the  chest  and 
cough.  A slight  amount  of  hemoptysis 
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continued.  He  felt  that  he  tired  more 
easily  than  was  normal  for  him.  His  pulse 
rate  was  90  per  minute,  and  he  had  lost  5 
pounds  in  two  weeks.  Slight  dullness  to 
percussion  was  noted  in  the  left  side  of  the 
chest  laterally,  but  there  were  no  rales  or 
change  in  breath  sounds.  No  cardiac 
murmurs  were  heard. 

A roentgenogram  taken  at  this  time  re- 
vealed an  infiltration  in  the  lingula  of  the 
left  upper  lobe  and  tenting  of  the  dia- 
phragm. In  August,  1963,  he  was  seen  by 
a chest  consultant  who  found  no  abnor- 
malities, and  the  patient’s  symptoms 
seemed  to  subside. 

In  October,  1963,  he  complained  only  of 
scotomas  associated  with  slight  headache 
when  he  was  tired  and  occasional  par- 
esthesia of  the  hands.  He  maintained  his 
weight,  no  cardiac  murmurs  or  tachy- 
cardia were  noted;  and  his  lungs  were 
clear. 

In  December,  1963,  he  again  noted  pain 
in  the  left  anterior  part  of  the  chest  with 
deep  breathing  and  slight  hemoptysis.  An 
occasional  thumping  was  noted  in  the  left 
side  of  the  chest  with  exercise.  He  had  no 
neurologic  complaints.  For  the  first  time, 
a harsh  systolic  sound  was  heard  along  the 
left  cardiac  border.  An  electrocardiogram 
revealed  only  a somewhat  more  prominent 
terminal  inversion  of  the  P waves  in  Vi 
and  V2. 

In  February,  1964,  he  complained  of 
fatigue,  slight  shortness  of  breath  on  exer- 
tion, and  tiredness  in  the  calves.  A definite 
blowing  systolic  murmur  was  heard  at  the 
apex.  No  tachycardia  was  present.  Dur- 
ing the  next  month,  he  complained  of 
dyspnea  on  exertion  and  a tightening  sensa- 
tion of  the  chest  precipitated  by  exercise 
and  relieved  by  rest.  Tachycardia  was 
noted  at  this  time.  The  cardiac  murmur 
was  definite,  harsh,  and  blowing  in  char- 
acter and  seemed  to  extend  beyond  the 
second  heart  sound  at  the  apex.  Cardiac 
fluoroscopy  revealed  only  moderate  prom- 
inence in  the  outflow  tract  of  the  right 
ventricle.  An  electrocardiogram  at  this 
time  revealed  a rate  of  130  beats  per 
minute,  and  the  P wave  had  become  more 
deeply  inverted  terminally  in  Vi,  V2,  and 
V;,.  There  was  also  an  increase  in  the  clock- 
wise rotation  of  the  heart.  Because  of  the 
appearance  of  a gallop  rhythm  and  con- 
tinued symptoms,  he  was  referred  to  a 


cardiac  center  for  diagnostic  cardiac  evalua- 
tion. 

Phonocardiographic  evaluation  revealed 
the  systolic  murmur  to  be  greatest  near  the 
lower  sternum.  The  murmur  was  ac- 
centuated on  respiration.  The  pulmonic 
second  sound  was  noted  to  be  increased  and 
split.  The  cardiac  size  was  enlarged.  The 
carotid  pulse  curve  was  normal  in  the  sit- 
ting position.  Prominent  A and  V waves 
were  found  in  the  supine  position. 

Cardiac  catheterization  studies  were 
carried  out.  There  was  an  elevated  wedge 
pressure  of  25  mm.  Hg.  The  pulmonary 
artery  pressure  was  40/25  mm.  Hg  and 
right  ventricular  pressure  was  45/0  mm. 
Hg.  The  gradient  across  the  tricuspid 
valve  was  increased  to  12  to  17  mm.  Hg. 
The  A and  V waves  were  prominent  in  the 
right  atrium.  Systemic  venous  pressure 
rose  while  the  pulmonary  venous  pressure 
fell  normally.  There  was  a rise  in  both  the 
pulmonary  wedge  pressure  and  pulmonary 
artery  pressure  suggesting  a mitral  block. 
A cineangiocardiogram  was  then  performed 
with  a superior  vena  caval  injection. 
Films  were  taken  in  the  anteroposterior 
and  right  anterior  oblique  positions.  Per- 
sistent opacification  in  the  region  of  the 
tricuspid  valve  was  described.  The  transi- 
tion of  the  contrast  material  through  the 
pulmonary  fields  was  very  slow,  making 
events  on  the  left  side  difficult  to  visualize. 
The  clinical  diagnosis  of  intracardiac  tumor 
was  made  at  this  point. 

On  July  21,  1964,  intracardiac  explora- 
tion was  carried  out,  and  a massive  intra- 
cardiac tumor  was  found.  On  the  right 
side  60  per  cent  of  the  superior  vena  cava 
was  obstructed.  The  tumor  extended  into 
the  superior  vena  cava  about  2 cm.  and 
then  down  into  the  tricuspid  valve.  On 
the  left  side  only  a narrow  channel  re- 
mained for  blood  to  pass  through  the  left 
atrium.  The  superior  left  pulmonary  vein 
was  completely  occluded  with  tumor  ex- 
tending intraluminally  into  the  pulmonary 
parenchyma.  The  other  pulmonary  veins 
were  partially  occluded.  The  tumor  ex- 
tended over  the  mitral  valve  on  to  the 
chordea  within  the  left  ventricle.  In  some 
areas  the  tumor  seemed  to  penetrate  the 
interarterial  septum.  No  continuous  con- 
nection between  the  atria  could  be  estab- 
lished at  the  time  of  surgery. 

Grossly,  the  tumor  had  a jelly-like  con- 
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FIGURE  1.  (A)  Right  atrial  tumor  and  (B)  left  atrial  tumor  removed  July  21,  1964. 


sistency  and  was  somewhat  nodular.  The 
right  atrial  tumor  weighed  65  Gm.  and  was 
described  as  showing  plump,  pleomorphic, 
closely  packed  cells.  The  left  atrial  tumor 
weighed  85  Gm.  and  microscopically 
showed  bizarre  cell  forms,  giant  cells  with 
numerous  mitosis  (Fig.  1).  On  the  basis 
of  these  findings,  the  working  diagnosis  of 
myxosarcoma  was  suggested  (Fig.  2). 

The  patient  did  not  respond  for  several 
days  postoperatively  but  showed  gradual 
improvement  and  was  discharged  eight 
weeks  postoperatively.  Shortly  after  dis- 
charge, a transient  icterus  and  anemia  de- 
veloped, but  his  appetite  remained  good. 
Recovery  continued,  and  he  returned  to 
full  activity.  There  was  only  a soft  Grade 
I apical  systolic  murmur. 

In  December,  1964,  he  complained  of  oc- 
casional palpitations  but  no  dyspnea.  The 
systolic  murmur  became  somewhat  louder 
with  systolic  accentuation,  and  the  second 
pulmonic  sound  became  accentuated.  He 
returned  to  work  in  January,  1965. 

In  the  beginning  of  June,  1965,  midback 
pain  developed.  Toward  the  end  of  the 
month  dyspnea  reappeared.  For  the  first 
time  he  complained  of  lower  abdominal 
cramps  which  came  on  primarily  in  the 
morning.  Eating  seemed  to  make  the  pain 
worse.  There  was  no  change  in  bowel 
habits  or  evidence  of  melena.  Physical 
examination  at  this  time  revealed  that  the 
apical  systolic  murmur  was  much  louder, 
and  the  second  pulmonic  sound  was  more 
accentuated.  The  abdominal  examination 
revealed  no  palpable  masses  or  organs  and 
no  tenderness.  The  blood  count  showed  an 
anemia  of  9 Gm.  per  100  ml.,  a white  blood 
cell  count  of  6,000  per  cubic  millimeter, 


and  atypical  lymphocytes.  Clinically, 
therefore,  the  tumor  had  recurred,  and  he 
was  referred  back  to  the  cardiac  center  for 
therapy. 

On  July  21,  1965,  a cineangiogram  re- 
vealed no  tumor  in  the  right  atrium. 
Angiocardiogram  at  the  time  of  catheteriza- 
tion showed  obstruction  to  the  right  pul- 
monary veins  and  obliteration  of  the  left 
atrial  cavity  by  tumor. 

On  July  23,  1965,  surgery  was  per- 
formed again,  and  the  right  atrium  was 
found  free  of  tumor.  The  interatrial  sep- 
tum was  involved,  and  a massive  tumor 
just  about  filled  the  left  atrium  with  near 
obstruction  of  the  pulmonary  veins.  The 
tumor  was  described  as  a myxosarcoma 
with  “muscle-like  fibers  in  large  bundles 
and  whorls.”  There  were  necrotic  areas  in 
the  tumor  with  myxomatous  changes. 

The  patient  went  into  shock  and  expired 
three  days  postoperatively.  An  electro- 
cardiogram taken  at  this  time  revealed 
myocardial  ischemia. 

Pathologic  report.  At  autopsy  an 
area  of  intussusception  6 to  7 cm.  long  was 
seen  in  the  small  intestine.  The  gross 
examination  of  the  heart  revealed  the  left 
atrium  to  be  markedly  involved  by  tumor 
which  extended  into  the  pulmonary  veins 
bilaterally.  Masses  of  tumors  up  to  3 cm. 
in  diameter  were  reported  in  the  left 
atrium.  The  tumor  was  “firm,  homoge- 
neous, and  gray  with  streaks  of  hemorrhage.  ’ ’ 
No  tumor  was  seen  in  the  ventricles  or  the 
right  atrium.  The  right  coronary  artery 
was  occluded  by  a gray,  firm,  tumor-like 
material  9 cm.  from  the  ostium.  A recent 
area  of  infarction  could  be  seen  in  the 
posterior  wall  of  the  left  ventricle. 
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FIGURE  2.  (A)  Photomicrograph  of  portion  of 
intracardiac  tumor  in  which  cells  were  more  loosely 
arranged.  This  illustrates  a myxomatous  ap- 
pearance. (B)  and  (C)  Photomicrographs  of 
portion  of  intracardiac  tumor  showing  interlacing 
bundles  of  smooth  muscle  cells.  Phosphotungstic 
acid-hematoxylin  and  trichrome  stains  showed 
cells  to  be  of  smooth-muscle  origin. 


A 4-cm.  tumor  nodule  was  found  in  the 
inferior  portion  of  the  right  upper  lobe  of 
the  lung.  Tumor  could  be  seen  occluding 
the  left  pulmonary  veins  deep  in  the  lung. 
In  the  left  lobe  of  the  liver,  a 2-cm.  tumor 
nodule  was  found.  In  the  area  of  intus- 
susception a pedunculated  1.5-cm.  tumor 
mass  was  found  lying  between  the  mus- 
cularis  and  the  mucosa.  Lytic  lesions  of 
bone  were  described  in  the  thoracic  verte- 


brae, lumbar  vertebrae  one  and  two,  and 
the  second  right  rib.  In  the  brain,  a small 
0.5-cm.  nodule,  easily  shelled  out,  was 
found  in  the  junction  of  the  middle  and 
inferior  temporal  gyrus. 

Microscopically,  the  tumor  appeared  to 
be  the  same  in  all  areas.  The  tumor  was 
attached  to  the  wall  of  the  left  atrium  and 
extended  into  the  pulmonary  veins.  These 
cells  are  described  as  pleomorphic  spindle 
cells  with  ill-defined  borders  and  little 
cytoplasm. 

Comment 

It  has  been  established  that  the  tumor 
was  a leiomyosarcoma.  This  has  been 
done  by  histochemical  methods.  The  site 
of  origin  may  very  well  have  been  this 
1.5-cm.  small  bowel  lesion  which  first  be- 
came evident  clinically  eighteen  to  twenty- 
four  months  after  the  onset  of  cardiac- 
symptoms.  The  crampy  abdominal  pain 
which  appeared  in  June,  1965,  may  have 
been  the  beginning  of  the  intussusception 
found  at  autopsy.  Primary  leiomyosar- 
coma of  the  gastrointestinal  tract  is  fre- 
quently difficult  to  diagnose.6  The  most 
frequent  sign  is  recurrent  melena.  Ab- 
dominal discomfort  is  the  most  frequent 
symptom.  Although  anaplastic  lesions 
have  produced  death  in  one  month,  the 
smooth-muscle  tumors  of  the  bowels  are 
described  as  the  source  of  late  metastases. 
The  spread  is  usually  via  blood  stream  and 
rarely  via  the  lymphatics.  The  tumors 
are  spoken  of  as  large  and  bulky.6-8  Two 
cases  of  leiomyosarcoma  of  the  uterus  with 
intracavitary  metastases  were  found  in 
the  literature.  Cardiac  symptoms  ap- 
peared six  months9  and  four  years10  after 
the  primary  tumor  was  removed. 

Cardiac  involvement  in  metastatic  dis- 
ease is  a relatively  common  finding  in 
centers  treating  neoplastic  disease.  The 
incidence  has  varied  from  0.6  to  7.4  per 
cent.4,6  The  most  commonly  quoted  figure 
is  around  5 per  cent  of  all  deaths.6  Tumors 
may  spread  by  direct  extension,  extension 
along  the  lymphatics,  pulmonary  veins,  or 
by  tumor  emboli.  The  involvement  of  the 
heart  is  usually  by  multiple  nodules  and  is 
part  of  a general  dissemination.4  The 
pericardium  is  frequently  involved  by 
direct  extension.  Intracavitary  involve- 
ment is  uncommon  but  occasionally  appears 
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as  small  nodules  on  the  valves  and  endo- 
cardium. Hemodynamically  significant  in- 
tracardiac metastases  are  the  least  com- 
mon. The  pericardium  is  most  frequently 
involved  in  metastatic  disease  with  the 
appearance  of  effusion  and  tamponade.3 
Malignant  cells  have  been  isolated  from 
the  pericardial  fluid.  Myocardial  involve- 
ment in  metastatic  disease  is  usually  silent 
but  may  reveal  itself  by  rhythm  and  elec- 
trocardiographic changes,  particularly  bun- 
dle branch  block.  In  all  series,  carcinomas 
metastasize  to  the  heart  more  frequently 
than  sarcomas.  Prichard11  reported  146 
cases  of  metastatic  tumors  of  the  heart. 
Of  these,  102  were  carcinomas,  26  were 
sarcomas,  and  the  remainder  were  melano- 
mas. 

Primary  malignant  tumors  of  the  heart 
are  extremely  rare  with  an  incidence  gen- 
erally given  at  0.0017  per  cent.1,3,12  In  the 
100  cases  collected  by  Wharton"  in  1949, 
the  majority  of  tumors  occurred  in  the 
atrium.  The  interatrial  septum  is  believed 
by  many  to  be  the  site  of  origin  of  most  of 
the  auricular  sarcomas,  the  right  auricle 
being  somewhat  more  frequently  involved 
in  malignant  disease  than  the  left.13 
Histologically,  the  cardiac  sarcomas  are 
divided  into  (1)  spindle  cell  sarcomas 
(fibrosarcoma,  fibromyxosarcoma,  leiomyo- 
sarcoma and  myxosarcoma);  and  (2)  round 
cell  sarcoma  (lymphosarcoma  and  retic- 
ulum cell  sarcomas14).  The  diagnosis  of 
rhabdomyosarcoma  depends  on  the  identi- 
fication of  striated  cells  within  the  tumor 
mass. 15  About  one  third  of  Wharton’s 
series  were  polypoid,  extending  into  the 
cardiac  chambers.  Distant  metastases  were 
found  in  68  per  cent  of  the  cases.  Lung, 
kidney,  adrenal  gland,  pericardium,  pan- 
creas, vertebrae, 16  and  intestines  have  been 
mentioned  as  sites  of  spread  from  primary 
cardiac  tumors. 

The  diagnosis  of  primary  cardiac  tumor 
depends  on  the  finding  of  cardiac  symptoms 
and  signs  without  adequate  cause. 14  Ob- 
struction to  blood  flow  on  the  right  side 
may  appear  as  a superior  vena  cava  syn- 
drome. On  the  left  side,  cough  and  short- 
ness of  breath,  suggesting  pulmonary  con- 
gestion, may  be  the  original  symptom.16 
Arrhythmias,  such  as  sinus  tachycardia 
seen  in  the  patient  presented,  auricular 
fibrillation,  auricular  flutter,  auricular  and 


nodal  extrasystoles,  and  nodal  rhythms 1,2,1 2 
are  frequently  reported  in  primary  tumors 
of  the  heart.  Obstruction  to  the  cardiac 
output  producing  intermittent  cyanosis, 
syncope,  and  sudden  death  have  also  been 
seen.  The  development  of  a cardiac  mur- 
mur without  cause  was  an  important  sign 
in  this  case.  Changes  in  cardiac  contour 
and  size  is  frequently  mentioned  as  a guide 
to  diagnosis.  Slight  cardiac  enlargement 
was  seen  in  the  case  reported,  but  this  was 
not  diagnostically  helpful.  The  definitive 
diagnosis  can  be  made  only  as  was  done  in 
this  case  by  angiocardiography.2 

Summary 

A patient  with  leiomyosarcoma,  mani- 
festing itself  clinically  as  an  intracardiac 
tumor,  is  presented.  A biatrial  tumor  was 
surgically  removed  successfully  although 
incompletely.  The  patient  recovered  and 
returned  to  normal  activity  for  one  year. 
Signs  and  symptoms  of  the  original  intra- 
cardiac tumor  recurred  along  with  sus- 
picious back  pain  and  a pulmonary  shadow. 
Just  prior  to  his  second  surgical  procedure, 
his  first  gastrointestinal  symptom  de- 
veloped. At  the  second  operation  no  tumor 
was  found  in  the  right  atrium,  but  a re- 
current left  atrial  tumor  was  removed. 
The  patient  died  during  the  postoperative 
period. 

An  acute  posterior  wall  myocardial  in- 
farction secondary  to  a tumor  embolism  to 
the  right  coronary  artery  was  found. 
Tumor  was  found  in  bone,  brain,  lung,  liver, 
and  small  intestine.  The  tumor  in  the 
small  intestine  had  produced  an  area  of 
intussusception.  One  cannot  be  sure 
whether  the  disease  in  this  case  originated 
as  an  intracardiac  leiomyosarcoma  or  a 
small-bowel  leiomyosarcoma.  According 
to  Somers  and  Lothe17:  “It  is  customary 

in  cases  of  a main  tumor  of  the  heart  and 
pericardium  and  relatively  insignificant  in- 
volvement of  other  structures  to  regard  the 
heart  as  the  primary  site.” 

345  Grand  Street 
Newburgh,  New  York  12550 
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Retrocaval  ureter  is  a congenital 
anomaly  that  is  being  diagnosed  with  in- 
creasing frequency;  more  than  160  cases 
have  been  reported  to  date.  The  first  accu- 
rate preoperative  diagnosis  was  reported  by 
Harril  in  1940. 1 Essentially,  it  is  a mal- 
position of  the  right  ureter  behind  the  vena 
cava,  resulting  from  maldevelopment  of 
the  cardinal  veins,  the  anlage  of  the  vena 
cava.  It  is  nearly  unique  to  the  right 
ureter,  but  has  been  reported  on  the  left 
side  in  a patient  with  situs  inversus.2  The 
patients  had  urinary  tract  symptoms, 
usually  hematuria  or  colic.  Although  the 
lesion  is  present  at  birth,  symptoms  and 
diagnosis  do  not  occur  until  the  fourth  or 
fifth  decades  in  most  patients.  However, 
Jacobson3  has  reported  its  occurrence  in  a 
one-year-old  male  and  Marcel4  in  a four 
and  one-half-year-old  child.  There  is  an 
unexplained  3 to  1 male  to  female  prepon- 
derance. 

The  purpose  of  this  article  is  to  report  2 
additional  cases  and  to  discuss  the  surgical 
management  in  terms  of  primary  and  sec- 
ondary procedures. 


Case  1.  A fifty-two-year-old  white  male 
was  admitted  with  chief  complaints  of  uri- 
nary frequency  and  dysuria.  Excretory 
urography  and  retrograde  pyelography 
demonstrated  a retrocaval  ureter  and  right 
hydronephrosis.  The  patient  was  explored 
through  a right  flank  incision,  and  the  diag- 
nosis was  confirmed.  The  ureter  was  then 
divided  at  the  level  of  the  third  to  fourth 
lumbar  vertebrae;  the  upper  segment  was 
moderately  dilated.  The  ureter  was  re- 
placed in  its  normal  anatomic  position, 
and  an  anastomosis  was  performed  with  an 
unintubated  end-to-end  oblique  technic, 
using  a two-layer  closure.  A diverting 
ureterotomy  was  placed  3 cm.  below  the 
renal  pelvis. 

The  postoperative  course  was  benign, 
and  the  patient  was  discharged.  He  has 
been  followed  for  eight  years;  some  hydro- 
nephrosis persists,  but  the  patient  is 
asymptomatic  and  is  working  (Fig.  I).5 

Case  2.  A forty-one-year-old,  white 
male,  was  admitted  for  persistent  right 
renal  colic  of  five  days’  duration.  The 
initial  diagnosis  was  right  ureteral  calculus. 
Subsequent  studies,  excretory  urography, 
retrograde  pyelography,  and  iliac  venog- 
raphy, indicated  a retrocaval  ureter  with 
a mild  hydronephrosis,  without  definite 
evidence  of  a calculus  (Fig.  2).  Because  of 
persistent  colic  and  the  inability  to  rule  out 
a nonopaque  calculus,  the  patient  was  ex- 
plored through  a right  inguinal  incision. 
No  calculus  was  found,  and  the  incision  was 
continued  into  the  right  flank.  A retro- 
caval ureter  was  found  at  the  level  of  the 
third  to  fourth  lumbar  vertebra.  How- 
ever, its  position  varied  from  the  typical 
course,  in  that  it  remained  medial  to  the 
vena  cava  until  insertion  into  the  bladder. 
An  unintubated  anastomosis  was  performed 
in  a manner  similar  to  that  described  in 
Case  1.  The  wound  was  drained  and 
closed.  The  postoperative  course  was  sat- 
isfactory, and  the  patient  was  discharged 
on  the  twelfth  postoperative  day. 

The  patient  was  readmitted  six  weeks 
later  for  persistent  urinary  drainage  from 
the  drain  site.  An  excretory  urogram  re- 
vealed extravasation  of  the  contrast  me- 
dium at  the  level  of  the  anastomosis  (Fig. 
3).  Attempts  at  retrograde  catheteriza- 
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FIGURE  1.  Case  1.  (A)  Right  retrograde  pyelogram  demonstrating  medial  deviation  of  ureter  and  moder- 
ate hydronephrosis.  (B)  Fifteen-minute  excretory  urogram  two  years  later,  demonstrating  persistence  of 
hydronephrosis,  although  patient  is  asymptomatic.6 


tion  of  the  ureter  were  unsuccessful.  The 
patient  was  re-explored,  and  the  site  of 
anastomosis  was  found  unapproachable 
because  of  dense  adhesions  resulting  from 
urinary  extravasation.  A 4-cm.  section  of 
ureter  was  removed,  and  an  isolated  iliac 
segment  was  interposed  end-to-side,  using  a 
2-layer  closure  with  3-0  chromic  suture.  A 
splinting  catheter  was  brought  out  through 
a proximal  ureterotomy.  The  postopera- 
tive course  was  satisfactory.  Excretory 
urography,  sixteen  days  postoperatively 
revealed  filling  of  the  iliac  segment,  but  no 
visualization  of  the  distal  ureteral  segment, 
(Fig.  4). 

Excretory  urography,  five  weeks  post- 
operatively revealed  prompt  function  and 
filling  of  the  distal  ureteral  segment.  The 
patient  returned  to  work  and  was  asympto- 
matic twenty-four-months  postoperatively 
(Fig.  5). 


Comment 

The  surgical  methods  for  the  correction 
of  the  retrocaval  ureter  are:  primary 

plastic  repair  of  the  ureter;  secondary  pro- 
cedures (that  is,  iliac  loop)  for  repair  of 
ureter;  vena  caval  procedures,  either  tran- 
section and  anastomosis  or  ligation;  or 
nephrectomy. 

According  to  Rowland6  “nephrectomy 
should  be  reserved  for  those  patients  in 
whom  the  kidney  is  so  destroyed  by  infec- 
tion, calculous  disease,  or  hydronephrotic 
atrophy  that  plastic  attempts  would  be 
futile  except  when  a single  kidney  is  being 
considered.” 

There  are  two  ureteral  procedures  useful 
for  the  reconstruction  of  the  retrocaval 
ureter.  Anderson  and  Hynes7  recommend 
division  of  the  ureteral  pelvic  junction  with 
a formation  of  a pelvic  flap  to  promote  bet- 
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FIGURE  2.  Case  2.  (A)  Five-minute  excretory  urogram  with  catheter  in  right  ureter  demonstrating  medial 
deviation  of  ureter.  (B)  Right  inferior  venocavogram  with  right  ureteral  catheter  in  place  demonstrating 
retrocaval  position  of  ureter  remaining  medial  to  vena  cava  until  its  insertion  into  bladder. 


FIGURE  3.  Case  2.  Six  weeks  after  unintubated 
ureteroureterostomy  demonstrating  bayonet  stric- 
ture of  midureter  and  extravasation  of  contrast 
medium. 


ter  drainage  and  to  prevent  circumferential 
scarring.  They  have  reported  a case  with  a 
successful  result. 

Primary  reanastomosis  of  the  ureter  can 
be  done  by  any  of  the  methods  employed 
for  uretero-ureterostomy. 

Vascular  surgery  to  abolish  vena  caval 
compression,  has  been  recommended. 
Goodwin8  divided  the  vena  cava  to  restore 
normal  anatomic  position  of  the  ureter 
and  then  reanastomosed  the  vena  cava. 
This  patient  was  well  three  years  postop- 
eratively.  However,  to  avoid  the  obvious 
hazards  of  reanastomosis  of  the  vena  cava, 
many  prefer  ligation  of  the  vena  cava, 
which  has  given  a satisfactory  result  for 
the  treatment  of  retrocaval  ureter,  without 
the  possible  hazards  of  reanastomosis. 
Cathro9  reported  the  first  successful  vena 
caval  ligation  in  1952.  Sawyer,10  in  his 
series  of  vena  caval  ligations  performed  to 
prevent  pulmonary  embolization,  has  rarely 
found  postoperative  complications.  But 
in  patients  with  thrombosed  pelvic  veins 
the  post-phlebitic  syndrome  is  to  be  ex- 
pected. 
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FIGURE  4.  Case  2.  Sixteen  days  after  uretero- 
ileoureterostomy.  Excretory  urogram  demon- 
strates closure  of  urinary  fistua  and  filling  of  iliac 
segment.  Patient  asymptomatic. 


FIGURE  5.  Case  2.  Two  years  after  uretero-ileo- 
ureterostomy.  Excretory  urogram  reveals  resolu- 
tion of  hydronephrosis,  filling  of  iliac  segment,  and 
filling  of  lower  ureteral  segment.  Patient  has  been 
working. 


In  a review  of  the  literature  concerning 
treatment  of  the  retrocaval  ureter,  ligation 
of  the  vena  cava  has  been  done  four  times 
with  success,  and  should  be  considered  in  a 
patient  with  a solitary  kidney  or  when  the 
left  kidney  has  compromised  renal  func- 
tion:11 It  does  not  appear  indicated  in 
patients  that  the  portion  of  the  ureter  be- 
hind the  vena  cava  is  so  compromised  that 
persistent  urinary  tract  disease  would  re- 
quire ureteral  correction  in  addition  to  the 
vascular  surgery.  When  indicated,  vena 
caval  ligations  can  he  anticipated  to  be 
100  per  cent  effective,  with  a small  mor- 
bidity rate. 

Plastic  ureteral  procedures  for  retrocaval 
ureter  have  a definite  percentage  of  failure. 
In  the  cases  collected  by  De  Gironcoli, 11 
30  of  the  cases,  from  1950  to  1961,  were 
treated  with  plastic  procedures,  and  there 
were  22  good  results,  6 failures,  and  2 pa- 
tients required  repeated  ureteral  dilations. 
In  4 cases  of  vena  caval  surgery,  there  was 


100  per  cent  recovery,  and  in  30  cases  of 
ureteral  surgery  there  was  75  per  cent  re- 
covery. 

In  our  Case  2,  the  ureteral  anastomosis 
failed,  and  an  ileal  segment  was  interposed. 
A similar  case  was  reported  by  McCrea12 
who  replaced  the  entire  ureter  from  pelvis 
to  bladder  with  a segment  of  ileum.  In 
both  our  own  and  McCrea’s  case,  good 
results  were  obtained.  When  a primary 
anastomosis  fails,  a secondary  procedure 
should  be  performed  before  a nephrectomy 
is  considered. 

Conclusion 

Two  new  cases  of  retrocaval  ureter  are 
reported;  one  successfully  repaired  with  an 
unintubated  uretero-ureterostomy,  and  the 
other  repaired  with  an  ileal  segment  after 
failure  of  a primary  anastomosis.  Ureteral 
plastic  procedures  versus  vena  caval  pro- 
cedures are  discussed,  and  it  is  pointed  out 
that  the  decision  must  he  individualized. 
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In  patients  with  a solitary  kidney  or  a left 
kidney  involved  in  another  disease  process, 
vena  caval  ligations  are  indicated  as  a life- 
saving procedure. 
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Occasional  examples  of  chronic  pyelone- 
phritis produce  unusual  gross  findings 
characterized  by  widespread  scarring  and 
by  one  or  more  yellow  nodules,  the  latter 
due  to  a granulomatous  and  xanthomatous 
reaction. 

Preoperative  diagnosis  is  difficult.  A 
diagnosis  of  calculous  pyelonephrosis  is  most 
often  considered.  In  addition,  the  clinical 
and  x-ray  findings  and  gross  pathologic 
features  may  suggest  neoplasia,  particularly 
renal  cell  carcinoma,1  as  well  as  renal  tu- 
berculosis. 2 

This  condition  was  likely  first  reported 
by  Sehlagenhaufer  in  1916. 3 The  litera- 
ture presently  contains  69  instances  of  this 
disorder.1’2'4-14 

The  present  communication  is  the  report 
of  a case  of  xanthogranulomatous  pyelone- 
phritis witli  hepatic  involvement. 

Case  report 

A twenty-four- year-old  Negro  female 
complained  of  right-flank  pain,  nausea, 
vomiting,  intermittent  chills  and  fever, 
and  frequency  and  urgency  of  urination  be- 
ginning two  months  after  a normal  full- 
term  pregnancy.  She  had  also  developed 


hypertension  (150/90),  anemia,  pyuria,  and 
albuminuria.  She  had  been  treated  with 
sulfisoxazole  (Gantrisin),  4 Gm.  a day,  for 
three  weeks.  Physical  examination  re- 
vealed a well-developed,  well-nourished 
Negro  female  appearing  chronically  ill. 
The  temperature  was  101.8  F.,  the  blood 
pressure  130/90,  and  the  pulse  120.  The 
abdomen  was  soft,  with  tenderness  and  full- 
ness in  the  right  upper  quadrant.  The 
hemoglobin  was  6.3  Gm.  per  100  ml., 
hematocrit  23,  red  blood  cells  2.34  million, 
and  reticulocytes  1.7  per  cent.  The  white 
blood  count  was  8,300,  with  stabs  4 per 
cent,  segmented  neutrophils  69  per  cent, 
lymphocytes  23  per  cent,  eosinophils  2 per 
cent,  and  monocytes  2 per  cent.  Urinalysis 
showed  an  acid  reaction,  specific  gravity 
1.014,  and  protein  3 plus;  the  sediment  con- 
tained many  white  blood  cells.  Urine 
culture  grew  out  Proteus  mirabilis,  more 
than  100,000  colonies  per  cubic  centimeter, 
sensitive  to  numerous  antibiotics.  A flat 
plate  of  the  abdomen  revealed  a large  tri- 
angular calculus  in  the  midportion  of  the 
right  renal  silhouette,  a small  calculus  at 
the  lower  pole  of  the  right  kidney,  and  a 
radiopaque  calculus  in  the  lower  portion 
of  the  right  ureter  (Fig.  1).  Intravenous 
pyelogram  showed  nonvisualization  of  con- 
trast material  in  the  right  urinary  tract. 
The  left  urinary  tract  was  essentially 
normal.  The  patient  passed  a urinary 
stone,  1.5  by  1 by  1 cm.,  the  day  after  the 
intravenous  pyelogram.  Chemical  analysis 
of  the  calculus  revealed  ammonium  phos- 
phate and  ammonium  oxalate.  Repeat 
intravenous  pyelogram  showed  a nonfunc- 
tioning right  kidney  with  disappearance  of 
calcification  in  the  right  lower  ureter. 
The  other  findings  remained  unchanged.  A 
renal  scan  and  renogram  revealed  non- 
function and  nonvisualization  of  the  right 
kidney  and  excellent  function  and  visualiza- 
tion of  the  left  kidney. 

The  patient  became  afebrile  after  she 
passed  the  ureteral  stone.  She  was  treated 
with  ampicillin,  500  mg.  four  times  a day 
for  three  weeks  and  with  folic  acid  and 
blood  transfusions.  The  preoperative  diag- 
nosis was  chronic  calculous  pyelonephritis. 

At  operation  the  kidney  was  mottled 
with  several  round,  firm,  yellow  nodules  of 
varying  sizes  which  extended  to  perirenal 
adipose  tissue  and  which  fixed  the  kidney 
to  the  lower  surface  of  right  lobe  of  the 
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FIGURE  1.  Note  large  triangular  calculus  in  mid- 
portion of  right  renal  silhouette,  small  calculus  at 
lower  pole  of  right  kidney,  and  radiopaque  calculus 
in  lower  portion  of  right  ureter. 


FIGURE  2.  Black  arrow  points  to  yellow  necrotic 
tissue  which  had  involved  liver.  White  arrow 
points  to  calculus. 


liver.  The  kidney  was  separated  from  the 
liver  by  blunt  dissection;  part  of  the  yellow 
tissue  remained  attached  to  liver.  A 
malignant  growth  was  ruled  out  by  frozen 
section.  Since  no  healthy  renal  tissue  was 
demonstrable,  a right  nephrectomy  was 
performed.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged 
on  the  eighth  postoperative  day  completely 
free  of  symptoms. 

Pathology.  The  main  specimen  con- 
sisted of  the  right  kidney  and  a portion  of 
the  ureter,  weighing  193  Gm.  (Fig.  2).  The 
upper  pole  of  the  kidney  showed  a yellowish 
irregular  necrotic  plaque  measuring  3 by 
2 by  1.5  cm.  External  and  sagittal  sec- 
tions showed  several  haphazardly  distrib- 
uted, fairly  discrete,  often  opaque,  yellow 
nodules  measuring  1 to  4 cm.  in  diameter. 
Pelvis  and  calyces  were  markedly  dilated, 
granular,  and  thickened.  The  superior 
calyces  disclosed  a roughly  V -shaped  granu- 
lar calculus  measuring  1.5  by  1 by  0.8  cm. 
The  ureter  was  dilated  to  2.3  cm.  in  diam- 
eter. 

The  second  specimen,  the  lesion  attached 
to  the  liver,  consisted  of  an  irregularly 
shaped,  pale  yellow  to  dark  reddish-brown, 


friable,  necrotic  piece  of  tissue  measuring 
2.5  by  2.5  by  1 cm. 

Microscopic  description.  Ureter,  pel- 
vis, and  calyces.  The  mucosa  was  moder- 
ately thickened  by  fibrous  tissue  showing 
numerous  lymphocytes,  plasma  cells,  mac- 
rophages, and  eosinophils. 

Kidney.  Large  accumulations  of  prom- 
inent mononuclear  to  multinucleated  mac- 
rophages showing  abundant,  pale,  foamy 
cytoplasm  were  noted.  These  were  inter- 
rupted by  foci  of  lymphocytes  and  plasma 
cells  and  usually  subdivided  or  surrounded 
by  scar  tissue.  Calcium,  largely  extracel- 
lular, was  fairly  abundant,  generally  in- 
volving collections  of  foamy  macrophages 
(Fig.  3)  and  was  often  associated  with  focal 
necrosis  and  occasionally  with  moderately 
numerous  neutrophils. 

The  adjacent  parenchyma  showed  focal 
necrosis,  occasional  cholesterol  clefts,  and 
small  to  moderate  numbers  of  neutrophils, 
lymphocytes,  plasma  cells,  and  macro- 
phages. Occasional  glomeruli  were  hya- 
linized. 

The  tissue  attached  to  the  liver  revealed 
a similar  xanthogranulomatous  process. 

Cytology.  Cytologic  smears  prepared 
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FIGURE  3.  Numerous  foamy  macrophages  and 
small  numbers  of  lymphocytes  and  plasma  cells 
constitute  typical  histologic  picture  of  gross  yellow 
nodules.  Dark  particulate  material  represents 
calcium. 

from  the  freshly  excised  kidney  revealed  the 
“foamy”  macrophages  to  measure  20  to  30 
microns  in  diameter.  Multinuclear  forms 
were  two  to  four  times  as  large  and  con- 
tained up  to  40  nuclei.  The  nuclei  were 
oval  and  regular.  The  cytoplasm  was 
usually  faintly  basophilic  and  finely  gran- 
ular to  vacuolated. 

Diagnosis:  The  diagnosis  was  active 

chronic  pyelonephritis,  xanthogranuloma- 
tous type. 

Comment 

The  cause  of  the  xanthogranulomatous 
reaction  is  obscure.  Infection  is  almost 
always  present  as  proved  by  culture,  and 
is  probably  of  prime  importance.  Gram- 
negative organisms,  most  often  Bacillus 
proteus,  were  isolated  in  the  urine  in  almost 
all  of  reported  cases.  Ghosh7  postulated 
that  this  particular  organism  might  cause  a 
xanthogranulomatous  reaction  if  the  pa- 


tients had  been  treated  with  antibiotics. 
No  fungi  or  tuberculous  bacilli  have  been 
demonstrated  from  the  kidney  proper  in 
the  reported  cases  or  in  the  present  case. 
The  possibility  of  abnormal  lipid  metab- 
olism may  safely  be  discarded  since 
xanthogranulomatous  pyelonephritis  affects 
only  a single  kidney,  and  patients  present 
no  evidence  of  systemic  abnormality  of 
lipid  metabolism. 15 

Clinical  findings.  From  the  excellent 
reports  by  Hooper,  Kempson,  and  Schlegel9 
and  by  Friedenberg  and  Spjut,2  one  notes 
that  patients  are  generally  over  thirty 
years  of  age,  with  over  half  at  age  fifty  or 
greater.  Patients  often  have  complaints  of 
eighteen  months’  duration  or  longer  and 
usually  complain  of  lumbar  pain,  often  as- 
sociated with  chills  and  fever,  frequency 
of  urination  with  dysuria,  and  burning 
sensation  on  urination.  Physical  examina- 
tion occasionally  elicits  a palpable  mass  or 
fullness.  Urinalysis  invariably  discloses 
pyuria,  albuminuria,  and  gram-negative 
bacteriuria,  most  commonly  B.  proteus. 
X-ray  examination  almosts  always  reveals 
nonfunction  and  an  enlarged  kidney.  Ap- 
proximately three  fourths  of  the  cases  show 
single,  multiple,  or  stag-horn  renal  calculi, 
commonly  at  the  ureteropelvic  junction, 
and  always  on  the  same  side  as  the  diseased 
kidney.  Two  thirds  of  the  cases  are  ob- 
structed. Retrograde  studies  usually  show 
blunting  of  the  calyces  and  dilatation  of 
calyces  and  pelvis.  Space-occupying  le- 
sions, filling  defects  in  the  renal  pelvis,  and 
distortion  or  compression  of  the  surround- 
ing organs  are  less  frequently  noted. 

Pathology.  Kidneys  are  almost  always 
enlarged,  at  times  exceed  1 Kg.,  and  on 
gross  cross  section  show  focal  to  extensive 
replacement  of  renal  parenchyma  by  fibrous 
tissue  which  may  extend  into  perirenal 
areas.  In  addition,  and  characteristic  of 
this  disorder,  are  soft,  yellow  nodules 
measuring  up  to  several  centimeters  in 
diameter  throughout  the  kidney,  often  ex- 
tending into  the  perirenal  tissue,  and,  in 
single  reports,  infiltrating  liver11  and  colon.9 
Microscopically,  large  areas  of  renal  paren- 
chyma show  conventional  acute  to  chronic 
inflammation.  Characteristic  are  macro- 
phages with  small,  regular,  and  at  times 
multiple  nuclei  and  abundant  foamy  cyto- 
plasm. The  yellow  nodules  noted  grossly 
owe  their  color  chiefly  to  collections  of  these 
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lipid-laden  macrophages.  Calcium  is  not 
infrequently  noted.  Cytologic  examination 
in  the  present  case  revealed  lipid-laden 
macrophages  including  multinucleated 
giant  cell  forms,  similar  to  those  noted  in 
other  conditions  of  lipid  phagocytosis. 

Preoperative  diagnosis  is  often  difficult. 
The  clinical  picture  commonly  suggests  a 
diagnosis  of  calculous  pyonephrosis,  tuber- 
culosis, or  cancer.  The  presence  of  a yellow 
nodule  grossly  mimics  renal  cell  carcinoma 
(hypernephroma).  However,  the  diagnosis 
should  be  suspected  clinically  when  two  or 
more  of  the  following  are  noted:  unilateral 
nonfunctioning  enlarged  kidney,  infected 
urine,  and  ureteropelvic  obstruction,  chiefly 
by  calculus.2,9  Treatment  is  nephrectomy. 
The  postoperative  course  is  usually  un- 
complicated, and  patients  generally  become 
asymptomatic  within  days  after  surgery. 

Summary 

A case  report  of  xanthogranulomatous 
pyelonephritis  with  involvement  of  liver, 
successfully  treated  by  nephrectomy  and 
followed  twelve  months,  is  presented. 
A review  of  the  clinical,  pathologic,  and 
diagnostic  findings  is  presented. 
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T he  cyanide  ion  is  one  of  the  most  rapidly 
acting  and  lethal  substances  known.  Ad- 
vances in  the  therapy  of  cyanide  intoxica- 
tion suggest  that  a totally  pessimistic 
attitude  is  unwarranted  when  this  emer- 
gency situation  is  faced.1-6  This  report 
concerns  a successfully  treated  case  of 
attempted  suicide  by  an  insecticide  contain- 
ing 2 Gm.  of  calcium  cyanide;  there  was  a 
forty-five-minute  lapse  between  the  inges- 
tion of  the  substance  and  the  institution  of 
appropriate  therapy. 

Case  report 

An  eighteen-year-old  white  male  was 
brought  by  police  ambulance  to  the  emer- 
gency room  of  the  hospital  about  forty-five 
minutes  after  ingestion  of  a calcium  cyanide 
insecticide  (Cyanogas). 

* Present  address:  Fellow  in  Medicine,  Rheumatic  Dis- 

eases, Cornell  University  Medical  College  and  The  Hospital 
for  Special  Surgery,  New  York  City. 


He  was  flushed,  comatose,  and  frothing 
at  the  mouth.  The  blood  pressure  was 
130/30,  pulse  120  and  regular,  and  respira- 
tions rapid  and  gasping.  Immediately 
after  admission,  he  had  several  short-lived 
tonic  and  clonic  convulsions  which  abated 
spontaneously.  Physical  examination 
showed  bilaterally  dilated  and  fixed  pupils. 
There  were  no  focal  neurologic  signs.  The 
heart  sounds  were  distant,  and  there  were 
no  murmurs.  Bilateral  rhonchi  and  some 
scattered  rales  were  heard  in  the  chest. 
The  remainder  of  the  examination  was 
within  normal  limits.  One  hundred  per 
cent  oxygen  therapy  which  had  been 
started  in  the  ambulance  was  continued  via 
nasal  catheter.  Gastric  lavage  was  imme- 
diately instituted.  At  the  same  time  amyl 
nitrite  pearls  were  administered  by  inhala- 
tion at  a rate  of  one  per  minute  for  about 
four  to  five  minutes  until  a 3 per  cent  solu- 
tion of  sodium  nitrite  became  available. 
This  was  administered  at  a rate  of  2 to  5 cc. 
per  minute  intravenously  for  a total  of  10 
cc.  It  was  immediately  followed  by  20  cc. 
of  10  per  cent  solution  of  sodium  thiosulfate 
at  the  same  rate.  This  was  the  only  con- 
centration of  sodium  thiosulfate  available. 
At  this  time  it  was  noted  that  his  cyanosis 
had  deepened,  and  the  blood  pressure  was 
unobtainable.  A methemoglobin  level  re- 
quested at  this  time  was  later  reported  as 
5.9  Gm.  per  100  ml.,  about  40  per  cent  of 
his  total  hemoglobin.  Metaraminol  (Ara- 
mine)  100  mg.  in  1,000  cc.  of  5 per  cent 
dextrose  and  water  was  administered  at  a 
rate  sufficient  to  maintain  his  systolic  blood 
pressure  above  100. 

The  patient  began  to  improve.  Seventy- 
five  minutes  following  institution  of  ther- 
apy, 20  cc.  of  methylene  blue  were  admin- 
istered intravenously.  Fifteen  minutes  fol- 
lowing this  injection,  the  cyanosis,  which 
had  been  quite  profound,  began  to  abate. 
Three  hours  after  the  injection  of  methylene 
blue,  the  blood  level  of  methemoglobin  had 
dropped  to  0.5  Gm.  per  100  ml.  The  blood 
cyanide  level  taken  on  admission  was  later 
reported  as  0.26  mg.  per  100  ml.  The 
patient  was  transferred  from  the  emergency 
room  to  the  intensive  care  unit  and  ob- 
served for  a period  of  twenty-four  hours. 
He  had  no  recurrence  of  symptoms,  and 
neurologic  examination  at  the  time  of  dis- 
charge three  days  later  revealed  no  abnor- 
malities. 
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Comment 

The  cyanide  ion  acts  by  inhibition  of  the 
cytochrome-oxidase  system,  thereby  caus- 
ing a cessation  of  respiration  at  the  cellular 
level.  This  manifests  itself  in  its  most 
severe  form  by  respiratory  and  cardiac 
arrests.  Central  nervous  system  symp- 
toms are  partially  due  to  anoxia  and  par- 
tially to  the  direct  effect  of  cyanide  on  the 
central  nervous  system.  This  is  further 
aggravated  by  hypoxia  secondary  to  cardio- 
pulmomiry  failure.  The  clinical  picture  is 
that  of  central  nervous  system  stimulation, 
manifested  by  a spectrum  of  symptoms 
from  giddiness  to  convulsions,  followed  by 
depression,  stupor,  coma,  and  eventual 
death.  Therapy  is  aimed  at  protecting  the 
organism  against  cellular  anoxia  and  re- 
moving or  inactivating  as  quickly  as  possi- 
ble the  offending  agent.  These  steps  may 
all  be  carried  out  concurrently. 

Protection  against  cellular  anoxia  in- 
cludes the  use  of  100  per  cent  oxygen. 
Although  it  might  appear  that  the  use  of 
oxygen  can  be  of  no  value  once  the  oxygen 
transport  system  is  inhibited,  there  has 
been  ample  experimental  evidence  to  show 
that  oxygen  is  indeed  protective.2,5  Ex- 
periments in  animals  have  shown  that  the 
respiratory  response  to  cyanide  consists  of 
hyperpnea  followed  by  apnea  and  gasping 
respiration.5  This  is  caused  by  the  early 
stimulatory  effect  of  cyanide  on  the  respira- 
tory center  followed  by  depression  and 
eventual  arrest.  This  series  of  events  is 
minimized  or  abolished  by  treatment  with 
100  per  cent  oxygen  before  (most  effective), 
during,  or  after  (least  effective)  the  admin- 
istration of  cyanide.  The  cardiac  abnor- 
malities, including  arrhythmias  and  ST-T 
wave  changes  seen  on  the  electrocardio- 
gram, are  likewise  beneficially  affected  by 
oxygen. 2 Although  the  mechanism  for  this 
protective  effect  of  oxygen  is  not  known, 
there  is  some  experimental  evidence  to  indi- 
cate the  presence  of  hyperfunctioning  sec- 
ondary oxidation  systems.  These  include 
certain  auto-oxidizable  substances,  includ- 
ing the  flavins,  glutathione,  and  cytochrome 
C.  During  cyanide  poisoning  the  oxidized 
glutathione-reduced  ratio  is  decreased,  with 
an  increase  in  total  glutathione,  indicating 
the  appearance  of  a secondary  oxygen 
transport  system.5 

Since  cyanide  absorption  through  the 


skin  may  be  significant,  the  patient  should 
be  removed  from  an  atmosphere  impreg- 
nated with  cyanide,  and  the  skin  should  be 
thoroughly  washed  if  contamination  oc- 
curred. If  the  route  of  poisoning  is  by 
ingestion,  the  physician  has  more  time  at 
his  disposal,  since  the  cyanide  ion  has  to  be 
liberated  from  its  salts.  Gastric  lavage  is 
performed  with  due  caution  in  a stuporous 
or  comatose  patient. 

Once  absorbed,  the  effects  of  the  cyanide 
ion  may  be  reversed  by  several  methods. 
There  is  a naturally  occurring  enzyme, 
rhodanese,  which  converts  the  cyanide  ion 
to  thiocyanate,  a relatively  nontoxic  sub- 
stance excreted  in  the  urine.1,4  This 
detoxification  reaction  is  markedly  poten- 
tiated in  the  presence  of  sodium  thiosul- 
fate. 1 Later  dissociation  of  this  compound 
can  also  lead  to  recurrence  of  symptoms. 
The  conversion  of  hemoglobin  to  methemo- 
globin  may  be  accomplished  by  amyl  and 
sodium  nitrite.  Since  methemoglobin  may 
exist  up  to  about  50  per  cent  without  caus- 
ing symptoms  and  since  the  levels  are  read- 
ily measurable  in  most  laboratories,  one 
need  not  hesitate  to  use  the  nitrites.  It  has 
been  convincingly  shown  that  the  thera- 
peutic effects  of  nitrite  and  thiosulfates  in 
combination  are  greater  than  the  effect  of 
either  used  alone. 1 

The  conversion  of  methemoglobin  to 
hemoglobin  can  be  readily  achieved  by  the 
intravenous  injection  of  methylene  blue. 
This  release  of  hemoglobin  can  also  occur 
spontaneously  over  a period  of  hours,  and  it 
is  not  necessary  in  most  cases  to  use  methy- 
lene blue.  In  the  case  presented,  the 
methemoglobin  level  was  about  40  per  cent 
of  the  total  hemoglobin,  and  we  elected  to 
treat  the  methemoglobinemia  with  methy- 
lene blue. 

The  patient  was  observed  for  twenty-four 
hours  for  the  possibility  of  recurrence  of 
symptoms.  It  is  interesting  to  note  that 
our  patient  had  a blood  level  of  0.26  mg. 
per  100  ml.  of  cyanide.  There  is  little  in- 
formation regarding  lethal  dose,  and  almost 
any  dose  may  be  lethal.  Deaths  have  been 
recorded  secondary  to  ingestion  of  0.13  Gm. 
of  potassium  cyanide,  and  survivals  have 
been  recorded  after  ingestion  of  3 to  5 Gm. 
of  a cyanide  salt.6 

Early  recognition  of  cyanide  poisoning  is 
of  utmost  importance  for  successful  ther- 
apy. Cyanide  emits  a characteristic  odor 
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of  bitter  almonds  in  concentration  as  low  as 
one  part  per  million.  This  odor,  if  detected 
on  the  breath  of  a patient  with  signs  and 
symptoms  of  asphyxia,  is  said  to  be  path- 
ognomonic of  cyanide  poisoning.  Knowl- 
edge of  the  sources  of  cyanide  can  offer  aid 
in  taking  the  proper  history.  Industrial 
usage  may  lead  to  chronic  poisoning,  al- 
though this  source  is  well  controlled  by 
health  and  governmental  authorities. 
Home  use  of  cyanide  is  virtually  limited  to 
insecticides  and  rodenticides. 

Emergency  therapy  can  be  instituted  by 
any  physician  who  need  have  nothing  more 
with  him  than  pearls  of  amyl  nitrite.  Up 
to  12  pearls  can  be  given  at  the  rate  of 
about  one  per  minute.  The  amyl  nitrite 
may  cause  a precipitous  drop  in  the  blood 
pressure,  and  this  need  not  necessarily  be 
construed  as  a sign  of  worsening  cyanide 
intoxication.  It  can  be  counteracted  by  a 
vasopressor  drug.  Considering  the  poten- 
tial reversibility  of  the  intoxication,  one 
should  even  attempt  to  resuscitate  after  a 
short  respiratory  arrest,  since  cures  have 
been  described  after  such  an  event.  Thus, 
the  patient  may  be  assisted  in  his  respira- 
tion, be  provided  with  oxygen,  and  receive 
amyl  nitrite  before  and  while  being  trans- 
ported to  the  hospital.  Once  in  the  hospi- 
tal, the  patient  is  treated  with  10  to  15  cc. 
of  3 per  cent  sodium  nitrite,  given  over  five 


minutes  immediately  followed  by  50  cc.  of  a 
25  per  cent  solution  of  sodium  thiosulfate 
given  slowly. 1 The  degree  of  methemoglo- 
bin  should  be  assessed  and  kept  below  50 
per  cent.  Methylene  blue  may  be  given  to 
reduce  any  dangerous  level  of  methemoglo- 
binemia. After  successful  therapy,  the 
patient  must  be  observed  for  relapse  of 
symptoms  because  of  dissociation  of  cya- 
nide from  thiocyanate  ion  and  from  cyn- 
methemoglobin. 

Summary 

A successfully  treated  case  of  cyanide  in- 
toxication is  presented.  The  mechanism  of 
action  of  this  ion  is  discussed.  Pertinent 
features  of  recommended  therapy  are 
reviewed. 
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Although  the  antagonism  of  adreno- 
cortical hormone  to  insulin  action  has  been 
well  shown,1  steroid  administration,  even 
in  relatively  large  doses,  has  not  usually 
produced  sufficient  degrees  of  hyper- 
glycemia or  glycosuria  in  normal  subjects 
to  necessitate  the  interruption  of  therapy.2 
During  prednisone  treatment  for  idio- 
pathic, autoimmune,  hemolytic  anemia, 
this  patient  developed  an  unusual  steroid 
complication;  hyperglycemic  nonketotic 
coma. 

Case  report 

A seventy-two-year-old  female  patient 
was  admitted  to  the  hospital  on  October  5, 
1966,  with  a four-day  history  of  exertional 
dyspnea,  fatigue,  and  ringing  in  the  ears. 
Four  months  earlier  a normal  complete 
blood  count  had  been  obtained.  On  ex- 
amination she  was  an  alert,  pallid,  well- 
developed  and  well-nourished,  moderately 
obese  patient  with  a blood  pressure  of 
145/70  mm.  Hg,  a regular  pulse  rate  at 
90  per  minute,  and  her  oral  temperature 
was  100  F.  There  were  multiple  soft 


exudates  of  the  left  retina  and  early  bi- 
lateral cataracts.  Conjunctival  pallor  was 
marked  and  icterus  was  present.  She  had  a 
Grade  III  ejection  apical  systolic  murmur 
which  radiated  into  the  midaxilla.  Neither 
liver  nor  spleen  was  palpable.  The  knee 
joints  were  deformed  secondary  to  de- 
generative arthritis. 

The  hematocrit  was  16  and  reticulocyte 
count  45  per  cent.  Corrected  total  white 
cell  count  was  9,000  with  60  neutrophils, 
3 bands,  32  lymphocytes,  2 monocytes, 
3 eosinophils,  and  4 nucleated  red  cells  per 
100  white  cells.  Peripheral  smear  showed 
marked  anisocytosis  and  poikilocytosis, 
moderate  polychromasia  and  sphero- 
cytosis, and  toxic  granulation  of  the  poly- 
morphonuclear leukocytes.  Urinalysis  was 
negative  for  sugar,  acetone,  and  albumin 
and  the  sedimentation  rate  was  normal. 
The  fasting  blood  sugar  was  113  mg.;  serum 
haptoglobin  15  mg.;  serum  iron  150  with 
unsaturated  iron-binding  capacity  of  150 
micrograms  per  100  ml.;  and  total  serum 
bilirubin  2 mg.  per  100  ml.  with  1.7  mg. 
indirect  reacting.  Direct  and  indirect 
Coombs’  test  results  were  positive.  Glu- 
cose-6-phosphate  dehydrogenase  spot  test 
was  normal.  Marrow  aspirate  showed 
marked  erythroid  hyperplasia  consistent 
with  hemolytic  anemia.  Cr51  (radioiso- 
tope of  chromium)  red-cell  survival  was 
four  days  with  insignificant  splenic  seques- 
tration. 

Treatment  with  60  mg.  of  oral  prednisone 
was  begun  on  October  8,  and  6-mercapto- 
purine  150  mg.  per  day  was  added  four 
days  later.  There  was  no  improvement 
in  her  hematologic  status.  Prednisone 
was  increased  to  80  mg.  daily  on  October 
27,  and  glycosuria  was  first  noted  on 
November  2.  Three  days  later,  she  com- 
plained of  thirst,  became  lethargic,  vomited 
250  cc.  of  clear  fluid,  collapsed  on  her  way 
to  the  bathroom,  and  gradually  became 
comatose.  The  hematocrit  was  25. 
Urinary  specific  gravity  was  1.030;  it  was 
negative  for  acetone  and  albumin,  but  gave 
a 3 plus  sugar  reaction.  Rectal  tempera- 
ture rose  to  103  F.  and  pulse  rate  to  120. 
All  four  limbs  moved  in  response  to  sternal 
pressure.  The  neck  was  supple,  pupils 
were  equal  and  responsive  to  light,  and 
there  was  no  papilledema.  The  unilateral 
retinal  exudates  had  cleared.  Deep  tendon 
reflexes  were  decreased,  and  there  were  no 
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FIGURE  1.  Laboratory  data  during  hyperglycemic- 
hypernatremic  coma. 

pathologic  reflex  changes.  Lumbar  punc- 
ture opening  pressure  was  50  mm.  of 
water.  The  fluid  was  clear  and  colorless; 
sugar  content  was  464  mg.  (blood  sugar 
1,256  mg.  per  100  ml.);  protein  91  mg.; 
and  lactic  dehydrogenase  53  units.  Hydra- 
tion with  one-half  normal  saline  solution 
was  begun,  and  insulin  therapy  was  in- 
stituted. Serum  chemistries  confirmed  a 
diagnosis  of  hyperglycemic  coma  (Fig.  1). 
Two  L.  of  intravenous  fluid  yielded  1 L. 
of  urine  in  the  next  twenty-four  hours. 
The  hematocrit  had  become  diluted  to  16, 
and  2 units  of  packed  red  cells  were  trans- 
fused. Prednisone  was  continued  at  a 
reduced  dosage  and  immunosuppressant 
therapy  was  discontinued. 

She  gradually  became  more  alert  the 
following  day,  and  her  neurologic  status 
was  normal  in  seventy-two  hours.  The 
hematocrit  gradually  rose  to  29  on  Novem- 
ber 9,  and  one  week  later,  at  a daily  dosage 
of  15  mg.  of  prednisone,  it  was  44  with  a 
normal  reticulocyte  count.  Repeat  Cr51 
red-cell  survival,  bilirubin,  haptoglobin, 
glucose-6-phosphate  dehydrogenase  spot 
test,  and  fasting  blood  sugar  gave  normal 
results.  Coombs’  test  result  reverted  to 
negative.  Prednisone  treatment  was  con- 
cluded in  January,  1967,  and  she  has  con- 


tinued to  do  well  without  therapy.  In 
August,  1967,  the  results  of  a repeat  three- 
hour  glucose  tolerance  test  and  a cortisone- 
glucose  tolerance  test  were  both  normal 
(Table  I). 

Comment 

Carbohydrate  intolerance  has  not  to  our 
knowledge  been  associated  with  thio- 
guanine  therapy.  That  the  hyperglycemia 
of  Cushing’s  syndrome,  like  that  of  steroid 
ingestion,  is  dependent  on  the  raised  steroid 
level  for  its  maintenance  has  been  shown 
by  blocking  steroid  production  abruptly 
with  amphenone;  the  diabetic  state  is 
dramatically  improved  but  returns  to  its 
previous  severity  when  amphenone  is 
withdrawn.3  A relatively  direct  relation- 
ship exists  between  steroid  dosage  and 
degree  of  hyperglycemia. 2 This  effect  has 
had  practical  application  in  screening  large 
groups  of  subjects  for  latent  diabetes.45 
Elderly  patients,  however,  are  more  likely 
to  demonstrate  exaggerated  postprandial 
hyperglycemia  despite  adequate  insulin 
availability.6'7  This  decline  in  glucose 
tolerance  with  advancing  age  may  be 
secondary  to  decreased  tissue  sensitivity 
to  insulin  and  is  of  crucial  importance  in 
preventing  overdiagnosis  of  diabetes  melli- 
tus.8 

A borderline  fasting  sugar  elevation 
obtained  on  admission  from  this  patient 
during  anemic  stress,  accompanied  by 
unilateral  retinal  exudates,  suggested 
subclinical  diabetes.  Exudative  retinal 
changes  may  occur  in  either  anemia  or 
diabetes,  but  their  exact  significance  was 
obscured  when  they  resolved  before  her 
exaggerated  hyperglycemia  and  while  she 
was  still  anemic. 9 Her  elevated  fasting  and 
two-hour  blood  sugar  obtained  eight  hours 
after  oral  prednisone  was  begun  are  not 
diagnostic  of  diabetes  in  consideration  of 
the  fivefold  gluconeogenic  effect  of  pred- 
nisone as  compared  with  cortisone,  the 
patient’s  age,  and  her  subsequent  normal 
standard  and  cortisone  glucose  tolerance 
testing.  We  therefore  consider  the  patient 
nondiabetic  and  suggest  that  pharmaco- 
logic steroid  dosage  rather  than  primary 
failure  of  insulin  production  precipitated 
the  events  leading  to  hyperglycemic  de- 
hydration and  coma.  It  differed  from 
hyperosmolar  coma  observed  in  elderly  or 
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TABLE  I.  Blood  sugar  levels 


Glucose 

Tolerance 

Tests 

(mg./lOO  ml.) 

Date 

Fasting 
70  to 
110 

One-Half 

Hour 

One 

Hour 

Two 

Hours 

Three 

Hours 

Standard 

October  6,  1966 

113 

160 

120 

no 

October  9,  1966* 

123 

155 

Cortisone 

August  1,  1967 
September  26,  1967 

98 

143 

138 

107 

60 

Normal 

140 

180 

180 

140 

100 

Patients 

110 

117 

184 

98 

50 

* After  cumulative  dose  of  45  mg.  prednisone  beginning  eight  hours  earlier. 


latent,  poorly  controlled  diabetic  patients 
in  that  large  replacement  volumes  of  fluids 
were  not  required  for  restoration  of  urinary 
output,  shock  did  not  occur,  marked  insulin 
resistance  was  not  encountered,  and  the 
coma  did  not  rapidly  regress  with  improve- 
ment of  blood  sugar  and  hydration. 10  11 

The  development  of  hyperosmolar  coma 
has  a similarity  to  the  symptoms  observed 
in  castaways  drinking  seawater. 12  The 
hyperglycemia  and  hypernatremia  from 
steroid  administration  worsen  intracellular 
dehydration,  including  cells  of  the  central 
nervous  system,  and  sacrifice  additional 
body  water  for  excretion.  Once  the  condi- 
tion has  been  established,  there  is  evidence 
that  it  should  be  slowly  corrected,  since 
rapid  lowering  of  extracellular  osmolality 
may  cause  more  serious  damage  than  the 
original  disturbance  by  precipitating  brain 
hemorrhage.1314  Thus,  the  60  to  70  per 
cent  mortality  rate  from  this  condition 
may,  in  part,  be  related  to  vigorous  ther- 
apy.15 

Summary 

An  elderly,  nondiabetic  patient  was 
treated  with  prednisone  and  6-mercapto- 
purine  for  idiopathic  autoimmune  hemo- 
lytic anemia  of  the  warm  antibody  type. 
While  the  daily  prednisone  dosage  was 
80  mg.,  the  patient  lapsed  into  hyper- 
glycemic-hypernatremic  coma  which  gradu- 
ally improved  with  insulin  administration 


and  rehydration  over  a three-day  period. 
This  prednisone  complication  has  not 
previously  been  emphasized  in  the  steroid 
literature. 
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P eritoneal  dialysis  is  a simple,  safe, 
efficient,  readily  available,  and  an  easily 
applicable  method  for  removing  some 
chemicals  from  the  blood  stream.  It  is 
the  treatment  of  choice  for  many  acute 
intoxications  in  children.  Hemodialysis 
is  more  efficient  but  peritoneal  dialysis  is 
more  practical,  especially  in  young  chil- 
dren, since  it  does  not  require  specially 
trained  physicians  and  personnel,  elaborate 
equipment,  and  it  can  he  started  promptly. 

The  present  report  describes  peritoneal 
dialysis  therapy  in  a child  who  was  acutely 
poisoned  with  methyl  salicylate.  This  is 
only  the  second  case  reported  of  methyl 
salicylate  intoxication  being  successfully 
treated  by  peritoneal  dialysis.  The  first 
case  was  reported  by  Segar,  Gibson,  and 
Rhamy'  although  they  also  employed  the 
technic  of  exchange  transfusion. 

Case  report 

This  was  the  first  hospitalization  for  a 
three  and  one-half-year-old  Caucasian  male 
who  had  ingested  approximately  60  ml. 
of  oil  of  wintergreen  two  to  seven  hours 
prior  to  admission.  The  ingestion  was 


not  suspected  until  the  child  vomited  ma- 
terial that  smelled  like  oil  of  wintergreen. 
Later,  the  empty  bottle  was  located.  The 
child  had  been  in  good  health. 

At  the  time  of  admission  he  appeared 
hyperactive,  agitated,  confused,  and  dis- 
oriented. He  was  perspiring  profusely, 
and  his  reflexes  were  hyperactive.  Pete- 
chiae  were  noted  on  his  face  and  neck. 
Blood  pressure  was  122/90,  pulse  rate 
was  132  per  minute,  respiratory  rate  66 
per  minute,  and  temperature  98.8  F. 
He  weighed  28  pounds. 

Laboratory  data.  Serum  electrolytes, 
blood  counts,  blood  pH,  and  urine  were 
all  normal.  The  blood  salicylate  level 
was  83  mg.  per  100  ml.  initially,  121  mg. 
per  100  ml.  three  hours  after  admission, 
122  mg.  per  100  ml.  six  hours  after  admis- 
sion, 46.3  mg.  per  100  ml.  nine  hours  after 
admission,  and  29  mg.  per  100  ml.  sixteen 
hours  after  admission.  His  capillary  blood 
pH  varied  from  7.35  to  7.37,  during  his 
first  nine  hours  in  the  hospital.  His  urine 
pH  was  always  higher  than  8. 

Hospital  course.  At  the  time  of  ad- 
mission, his  stomach  was  lavaged  with 
2,000  ml.  5 per  cent  dextrose  in  one-third 
normal  saline.  Intravenous  fluids  con- 
sisting of  5 per  cent  dextrose  in  one-third 
normal  saline  were  administered  to  pro- 
vide 4,000  ml.  per  square  meter  of 
body  surface  per  twenty-four  hours.  He 
was  given  sodium  bicarbonate,  1 mEq.  per 
kilogram  intravenously,  and  this  was  re- 
peated as  necessary  to  maintain  the  uri- 
nary pH  above  8.  Other  medications 
given  were  5 mg.  of  vitamin  K and  100 
mg.  of  vitamin  C.  Peritoneal  dialysis 
with  peritoneal  dialysis  solution  (Dianeal) 
containing  1.5  per  cent  dextrose,  5 mEq. 
of  potassium,  and  1 million  units  of  aqueous 
penicillin  per  bottle  was  begun  thirty 
minutes  after  admission.  The  dialysis  was 
continued  for  eleven  hours. 

Approximately  one  hour  after  admission, 
the  child  became  semicomatose.  The  tem- 
perature was  98  F.,  pulse  rate  148,  respira- 
tory rate  40  per  minute  with  labored  breath- 
ing, and  blood  pressure  130/88.  Approxi- 
mately ten  hours  later  he  became  more 
alert,  and  his  respirations  became  less 
labored.  He  continued  to  improve  grad- 
ually, and  after  twenty  hours  of  hospitali- 
zation he  was  free  of  symptoms.  He  de- 
veloped severe  epistaxis  on  the  following 
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day.  The  bleeding  site  was  cauterized, 
and  5 mg.  of  vitamin  K were  given  intra- 
muscularly. He  was  discharged  in  ap- 
parent good  health  thirty-six  hours  after 
admission. 

Comment 

As  little  as  4 ml.  of  methyl  salicylate 
may  be  fatal  to  a child.  This  case  illus- 
trates the  value  of  peritoneal  dialysis  in 
children  with  very  severe  salicylate  poison- 
ing. 

Salicylate  is  partially  bound  to  the 
plasma  proteins.  However,  as  the  plasma 
salicylate  level  increases,  so  does  the  un- 
bound portion  of  salicylate.  Dialysis  is 
effective,  therefore,  when  the  serum  sali- 
cylate is  increased.1  The  addition  of  al- 
bumin or  tris  (hydroxymethyl)  aminometh- 
ane  to  the  dialysis  fluid  has  been  re- 
ported to  increase  the  peritoneal  clearance 
of  salicylate.2,3  The  urinary  excretion  of 
salicylate  will  increase  if  the  urine  is  alka- 
line and  if  forced  diuresis  is  attempted.4 
Bicarbonate  is  the  most  effective  buffer  for 


increasing  the  renal  excretion  of  salicylate.4 
We  use  the  commonly  accepted  peritoneal 
dialysis  technic  described  elsewhere.5 

Summary 

The  case  history  of  a child  who  ingested 
methyl  salicylate  is  presented.  This  re- 
port emphasizes  the  value  of  peritoneal 
dialysis  in  acute,  methyl  salicylate  intoxi- 
cation. This  child  ingested  15  times  the 
lethal  dose  of  salicylate,  60  ml.  of  oil  of 
wintergreen,  and  went  home  thirty-six 
hours  later  in  good  health. 
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Drugs  and  drug  production  is  a field 
that  has  expanded  enormously  in  recent 
years.  To  keep  informed  on  new  develop- 
ments is  a gargantuan  task.  These  reviews, 
therefore,  will  provide  background  material 
that  should  assist  the  practicing  physician 
to  evaluate  drug  therapy. 

Treasures  of  the  sea 

Nature  has  furnished  mankind  with 
abundant  supplies  of  raw  materials  for  the 
production  of  drugs  in  the  form  of  plants 
and  animals.  Since  antiquity  crude  ex- 
tracts were  prepared  from  plants,  then  the 
effective  ingredient  was  isolated  and  finally 
synthesized.  Plants  and  animals  were  our 
first  source  of  drugs.  The  latest  most 
outstanding  successes  of  botanical  research 
were  the  discoveries  that  Rauwolfia  and  its 
derivatives  can  be  used  both  as  a tran- 
quilizer and  in  hypertension  and  that 
valuable  corticosteroids  can  be  extracted 
from  the  Mexican  yam.  Man-made  drugs 
in  the  form  of  chemical  synthesis  are  only 
of  recent  vintage,  having  received  their 
greatest  impetus  with  the  preparation  of 
the  salicylates  late  in  the  nineteenth 
century.  Thus  many  hundred  thousand 
drugs  have  been  synthesized  and  screened 
for  pharmacologic  action. 

While  this  opportunity  for  finding  new 
drugs  continues,  a larger  source  for  new 
drugs  is  gaining  recognition,  namely,  the 
organisms  that  live  in  the  sea.  Drugs  to 


be  derived  from  this  source  may  become 
known  as  marine  pharmaceuticals. 

In  an  exhaustive  review  based  on  400 
publications,  Marderosian1  of  the  Phila- 
delphia College  of  Pharmacy  and  Science, 
describes  the  tremendous  opportunities  and 
the  herculean  tasks  that  lie  before  us  of 
finding  effective  and  safe  compounds.  So 
far  only  a few  marine  plants  have  found 
their  way  into  therapy;  among  these  are 
the  algae  and  the  Mediterranean  sea  onion 
or  squill  (Urginea  maritima)  which  yielded 
the  glycosides  scillaren  A and  B and 
proscillaridin  which  are  used  as  cardiac 
stimulants.  The  most  recent  and  fruitful 
marine  discovery  was  the  fungus  Cephalo- 
sporium  acremonium  by  Dr.  Giuseppe 
Brotzu  of  the  Institute  of  Hygiene  in 
1945  on  the  coast  of  Sardinia.  This  fungus 
was  used  as  source  material  for  the  anti- 
biotics cephalothin  (Keflin)  and  cephalori- 
dine  (Loridine). 

The  detection  of  a useful  pharmacologic 
effect  of  compounds  derived  from  the  sea  is 
based  on  the  determination  of  the  toxic 
effect  produced  by  its  parent  organism. 
Considerable  knowledge  in  this  area  has 
been  gained  during  the  last  twenty  years, 
but  only  about  1 to  2 per  cent  of  the 
organisms  tested  appear  to  produce  a 
sufficiently  strong  toxic  action  justifying 
further  examination.  To  harness  such 
toxicity,  modify  it  by  chemical  means  if 
necessary,  and  transfer  it  into  guided  and 
useful  therapeutic  action  are  the  major 
aims  of  the  marine  biologist  and  pharma- 
cologist. Once  the  marine  organism  pro- 
ducing a toxic  effect  is  known,  the  task  of 
isolating  the  pharmacologically  active  in- 
gredient and  testing  it  under  a variety  of 
conditions  in  various  species  of  animals 
follows. 

Marine  organisms  might  be  roughly 
divided  into: 

Plants  of  the  sea 
Marine  bacteria 
Algae  including  seaweed 
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TABLE  I Potential  drugs  from  marine  organisms  with  indication  of  source 


Type  of  Therapy 

Plants 

Vertebrates 

Invertebrates 

Anesthetic,  local 

Algae  (Gonyaulax) 

Porcupine  fish 
(tetrodo- 
toxin) 

Antagonists  to  nucleic  acid  metabolism 

Sponges:  spongo- 

thymidine,  spong- 
ouridine 

Antibiotics 

Marine  bacteria,  marine 
fungus  (Cephalospor- 
ium) , algae 

Sponges,  corals,  mol- 
lusks (paolin) 

An  t icoa  gula  n ts 

Seaweed  (laminarin  sul- 
fate), carrageenan 

Sponges,  sea  anem- 
ones 

Antiradiation 

Algae  (sodium  alginate) 

Antitumor  agents 

Sponges 

Sea  cucumber,  mol- 
lusks (mercenene) 

Antivirals 

Algae,  carrageenan,  sea- 
weed 

Sponges,  (D-arabino- 
furanosides),  mol- 
lusks 

Cardioactive  drugs 

Algae  (Gonyaulax) 

Jawless  fish, 
weever  fish, 
amphibians 
(sterols) 

Jelly  fish,  sea  anem- 
ones 

Central  nervous  system  and  neuroactive  drugs 

Marine  bacteria,  algae 
(Gonyaulax) 

Sharks,  por- 
cupine fish 
(tetrodo- 
toxin) 

Jelly  fish,  sea  anem- 
ones, sea  urchins, 
sea  cucumbers, 
mullusks 

Hypotensive  agents 

Algae  (lamine  dioxalate) 

Mollusks:  aplysin, 

eledoisin 

Muscle  relaxanls 

Porcupine  fish 
(tetrodo- 
toxin) 

Mollusks  (tetramine) 

Sperm  immobilization 

Star  fish 

Animals  of  the  sea 
Invertebrates 

Sponges,  jellyfish,  sea  anemones,  corals 

(14.000) 

Starfish,  sea  urchins,  sea  cue-umbel's 

(6.000) 

Mollusks,  octopuses,  worms  (80,000) 
Vertebrates 

Fishes  (500  found  poisonous) 

Amphibians 

Reptiles 

Several  chemicals  have  been  isolated 
from  these  sources,  some  have  been  syn- 
thesized, and  they  are  now  being  subjected 
to  pharmacologic  testing  and  modification. 
Many  interesting  and  new  hormones  have 
been  isolated  from  various  parts  of  fish. 
Marine  biology  may  not  only  provide  us 
with  entirely  new  chemical  structures  but 
may  also  enable  us  to  study  new  physiologic 
processes  to  gain  further  insight  into  human 
physiology. 

Table  I,  indicating  pharmacologic  and 
therapeutic  possibilities,  has  been  con- 
structed from  the  data  provided  by  Mar- 
derosian. 1 This  table  is  by  no  means 
comprehensive  and  touches  only  on  the 
high  lights  of  current  knowledge  and  re- 
search. The  source  has  been  divided  into 
plants,  vertebrates,  and  invertebrates. 

The  question  now  arises:  Who  will 

carry  out  the  arduous  task  of  research  in 


the  still  somewhat  dormant  field  of  marine 
pharmaceuticals,  ferret  out  the  active  in- 
gredients, screen  them  for  useful  pharmaco- 
logic action,  and  develop  derivatives  with 
lower  toxicity  and  greater  therapeutic 
effect — the  pharmaceutical  industry  or 
government  and  private  institutions?  In 
the  botanical  field  the  pharmaceutical  in- 
dustry has  carried  out  only  sporadic  and 
intermittent  research,  relying  more  on  the 
discoveries  and  studies  of  others,  as  in  the 
case  of  Rauwolfia  and  the  detection  of  the 
Mexican  yam  as  source  material  of  steroid 
hormones,  which  was  made  by  a lone  re- 
searcher, Dr.  Russel  Marker,  of  Penn  State 
College,  who  went  to  Mexico  and  completed 
his  studies  with  little  outside  financial 
assistance. 

Sen.  Warren  G.  Magnuson  has  filed  a bill 
which  proposes  the  creation  of  a National 
Institute  of  Marine  Medicine  and  Pharma- 
cology as  part  of  the  National  Institutes  of 
Health.  It  will  be  interesting  to  observe 
who  will  make  the  major  research  effort. 
We  must  also  realize  that  marine  biology, 
a somewhat  recently  established  discipline, 
has  to  compete  with  the  currently  popular 
discipline  of  molecular  biology.  In  both 
fields  a tremendous  research  effort  is 
needed. 
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FIGURE  1.  Deaths  due  to  bacterial  infection, 
Australia,  1940  to  1965.2 


The  methods  for  elucidating  and  modify- 
ing the  chemical  structure  of  practically  all 
biologically  active  materials  obtainable 
from  marine  sources  are  known,  as  well  as 
the  technics  for  developing  such  compounds 
into  potentially  useful  therapeutic  agents. 
The  major  difficulties  are  the  procurement 
of  adequate  raw  materials  from  the  sea, 
sufficient  personnel,  the  organization  of  the 
necessary  multidisciplinary  attack  on  a 
specific  phase  of  the  problem,  and  money. 
The  challenge  is  there.  Who  will  pick  it 
up?  Scientists  are  known  to  pursue  a 
reward-promising  problem  sooner  or  later. 
It  is  only  a question  of  time  until  we  shall 
see  the  physician  prescribing  new  drugs 
which  can  be  classified  as  marine  pharma- 
ceuticals. 

Benefit  of  antibiotics 

A recent  article  by  Edmondson2  of  the 
Australian  Commonwealth  Department  of 
Health,  Canberra,  compared  the  use  of 
antibiotics  in  Australia  with  that  in 
England  and  Wales.  Australian  physicians 
have  been  prescribing  the  penicillins  more 
frequently  than  British  physicians.  The 
same  prescribing  habit  applied  at  first  also 
to  the  tetracyclines,  but  since  1966  the 
figures  on  a basis  of  100,000  prescriptions 
are  almost  equal.  There  has  been  a 
constant  decline  in  prescriptions  for  chlor- 
amphenicol since  1961.  The  use  of  anti- 
biotics has  had  a significant  influence  on 
deaths  due  to  bacterial  infections.  Figure 
1 shows  the  “crude  deaths  which  were  due 
to  bacterial  infections.  These  have  been 
calculated  for  a period  commencing  five 
years  before  the  general  availability  of 
antibiotics.” 


It  is  interesting  to  note  that  the  greatest 
drop  in  deaths  occurred  about  1941  to 
1942  soon  after  the  introduction  of  sulfa- 
diazine in  Australia.  Other  antibiotics 
became  available  in  the  following  years: 
penicillin  (1946),  streptomycin  (1949), 
chlortetracycline  (1949),  chloramphenicol 
(1951),  and  oxytetracycline  (1952).  Since 
1955  there  has  been  very  little  change,  and 
even  slight  increases  have  occurred  which 
may  be  due  to  influenza  epidemics.  New 
antibiotics  and  other  measures  are  needed 
to  reduce  the  death  rate  from  bacterial 
infection  still  further. 

Basic  sciences 

The  early  undulations  of  a new  discovery 
from  which  the  patient  may  eventually 
benefit  frequently  have  their  origin  in  the 
biologic  sciences.  The  ripples  of  these 
waves  are  felt  in  many  places  and  stimulate 
additional  work  by  various  groups  of  in- 
vestigators encompassing  such  disciplines  as 
physiology,  biochemistry,  pharmacology, 
and  immunology.  Once  a year  the  biologic 
scientists  have  a large  conclave,  attended 
by  20,000  or  more  budding  and  established 
professionals,  listening  to  the  news  their 
confreres  have  to  convey,  and  discussing 
mutual  problems  and  accomplishments  on  a 
grand  scale.  This  year’s  get-together  in 
Atlantic  City  was  somewhat  marred  by 
bad  weather,  and  the  friendly  encounters 
usually  made  when  walking  down  the 
boardwalk  were  curtailed.  At  this  year’s 
meeting  of  the  Federation  of  American 
Societies  for  Experimental  Biology  3,134 
reports  were  read.  Several  symposia  de- 
scribed the  state  of  the  art  from  a higher  and 
more  comprehensive  viewpoint.  In  addi- 
tion, 563  abstracts  of  articles  were  added  to 
the  Federation  Proceedings  for  general 
review. 3 

The  bulk  of  the  research  described  is, 
of  course,  concerned  with  biologic  and 
biochemical  studies.  Two  important  dis- 
coveries were  presented.  Dr.  Gerald  M. 
Edelman  and  his  associates  of  the  Rocke- 
feller University  in  New  York  described 
the  elucidation  of  the  complete  structure  of 
the  molecule  of  gamma  globulin  which 
defends  the  body  against  disease.  Gamma 
globulin  was  found  to  be  formed  of  19,000 
atoms,  grouped  into  1,320  amino  acid- 
building blocks.  The  physical  structure 
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of  the  molecule  looks  like  a garland  hung 
in  a square.  This  achievement  may  result 
in  the  production  of  new  gamma  globulins 
for  the  treat  ment  of  specific  diseases. 

Dr.  Hector  F.  DeLucca  and  his  associ- 
ates, of  the  Depart  ment  of  Biochemistry  of 
the  University  of  Wisconsin,  announced 
several  important  discoveries  with  deriva- 
tives of  vitamin  D.  First,  they  succeeded 
in  synthesizing  vitamin  D.,  (25-hydroxy- 
choleealciferol  or  25-HCC),  which  is  about 
50  per  cent  more  potent  than  the  form  of 
vitamin  D currently  prescribed  and  used 
in  vitamin  pills  and  in  vitamin-D  fortified 
foods.  DeLucca’s  vitamin  D3  can  readily 
he  made  in  large  quantities.  It  was  also 
found  that  this  form  of  vitamin  is  that 
actually  used  by  the  body,  causing  mobi- 
lization of  calcium.  Second,  the  same  group 
was  successful  in  isolating  another  active 
vitamin  D,  which  was  named  vitamin  D_> 
(hydroxyergocalciferol  or  25-HEC).  Addi- 
tional studies  also  led  to  the  isolation  of  the 
enzyme  responsible  for  transforming  regular 
vitamin  D into  its  active  form.  This 
conversion  of  vitamin  D to  25-HCC  occurs 
almost  entirely  in  the  liver.  Preliminary 
clinical  testing  with  vitamin  D3  is  now 
conducted  by  scientists  at  the  National 
Institutes  of  Health. 

Pharmacologic  investigations  with  drugs 
received  their  due  share  of  attention.  In  vi- 
tro and  in  vivo  experiments  in  four  species 
of  animals  with  ouabain.  Dr.  F.  S.  Larsen, 
Dr.  T.  Akera,  and  Dr.  T.  M.  Brody,  of  the 
Department  of  Pharmacology  of  Michigan 
State  University,  confirmed  that  pretreat- 
ment with  sodium  phenobarbital  will  induce 
the  formation  of  drug-metabolizing  enzymes 
and  speed  the  metabolism  of  this  cardiac 
drug.  It  could  also  be  shown  that  there  is  a 
significant  difference  in  ouabain  sensitivity 
between  male  and  female  rats  and  that  this 
is  due  to  different  rates  of  ouabain  detoxifi- 
cation by  these  animals.  Although  we 
know  that  the  hypnotic  phenobarbital 
interacts  with  many  other  drugs  by  acceler- 
ating their  metabolism,  we  still  lack 
accurate  information  regarding  the  “stimu- 
lating” dosage  of  phenobarbital  required  in 
human  subjects  in  relation  to  the  other 
drug  prescribed.  At  present  we  know  very 
little  about  dose  relationship  and  drug 
interaction.  Will  one-quarter  grain  of 
phenobarbital  cause  significant  changes  in 
action  of  other  drugs?  This  question  must 


sooner  or  later  he  answered,  since  this 
dosage  of  phenobarbital  is  today  contained 
in  many  combination  drugs.  Thirty-six 
other  observations  on  drug  interactions 
were  also  reported  at  the  federated  meet- 
ings. 

Among  the  pharmacologic  studies  117 
were  concerned  with  drugs  that  are  not  as 
yet  available  to  the  American  physician. 
These  investigations,  based  primarily  on 
animal  studies,  attempt  to  clarify  toxicity 
and  mode  of  action  of  these  compounds  so 
that  eventually  they  can  he  prescribed  with 
greater  knowledge  and  safety  for  the 
patient.  Many  of  these  drugs  have  also 
been  studied  in  human  subjects.  Among 
these  are  the  potent  diuretics  amiloride, 
a compound  that  is  especially  potassium 
sparing  in  its  action  and  mefruside  (Del- 
hay),  marketed  in  Europe  as  Baycuron  in 
1967.  Other  drugs  described  were  the 
narcotic  antagonists  profadol  (CI-572)  and 
the  hydroxy  analog  of  naloxone  (EN-2265). 

The  Research  Department  of  the  USV 
Pharmaceutical  Corporation  brought  fur- 
ther evidence  of  the  potent  analgesic  action 
of  USVP-142,  confirming  its  rapid  absorp- 
tion and  metabolization  in  twenty-four 
hours.  There  does  not  seem  to  be  any 
tolerance  to  the  analgesic  effect  of  this 
drug,  and  physical  dependence  does  not 
appear  to  develop  after  prolonged  admin- 
istration. The  most  recent  experiments 
with  this  drug  were  made  with  an  oral 
administration  in  rats.  Clinical  studies 
with  this  compound  should  be  interesting. 

Early  studies  with  two  new  drugs  in- 
cluded Wy-8678,  a guanidine  compound, 
said  to  represent  a new  class  of  potent 
hypotensive  agents.  The  hypotensive  ef- 
fect observed  in  hypertensive  animals  may 
result  from  inhibition  of  sympathetic  tone 
by  an  action  at  nerve  endings  or  at  more 
central  sites. 

Tertran  (iprindole)  is  an  antidepressant 
drug  which  does  not  block  REM  (rapid 
eye  movement)  sleep  in  cats,  whereas  such 
action  is  produced  by  antidepressants  of 
the  imipramine  type.  Biochemical  and 
pharmacologic  effects  appear  to  differ  from 
those  observed  with  other  antidepressants. 
Clinical  experiments  in  human  beings  should 
add  useful  information  regarding  the 
currently  disputed  role  of  REM  sleep  in 
depression  and  in  general  psychologic 
health. 
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Recording  adverse  drug  effects 

The  medical  literature  is  filled  with 
reports  of  reactions  allegedly  caused  by 
drugs.  But  it  is  not  always  clear  how 
carefully  such  reactions  have  been  observed 
and  recorded.  It  is  especially  difficult  to 
analyze  adverse  effects  when  more  than  one 
drug  has  been  prescribed,  a practice  that 
occurs  with  practically  all  patients  in  the 
hospital.  In  recent  months  physicians 
associated  with  the  Department  of  Clinical 
Pharmacology  of  the  Lemuel  Shattuck 
Hospital,  Boston,  have  presented  three 
carefully  controlled  studies  with  the  aid  of 
computer  methods.4-6  These  permitted 
analysis  of  the  data  by  many  groupings. 
The  investigators  sought  an  answer  to  the 
following  questions: 

1.  On  what  percentage  of  cases  do  adverse 
reactions  occur  with  each  individual  drug? 

2.  What  is  the  nature  of  the  reaction? 

3.  Do  the  beneficial  effects  of  a given  drug 
justify  its  use  in  view  of  its  hazards? 

4.  What  specific  populations  are  more 
likely  to  develop  adverse  or  beneficial  effects 
from  a given  drug? 

5.  Which  drug  effects  are  related  to  inter- 
action with  another  drug  or  group  of  drugs? 

Although  answers  to  all  these  questions 
for  each  drug  administered  are  not  as  yet 
available,  some  conclusions  can  be  drawn. 
In  the  first  study  of  830  patients  with  7,078 
drug  exposures  the  total  number  of  alleged 
adverse  reactions  per  drug  exposure  were 
405,  an  incidence  of  5.7  per  cent.  In  22 
per  cent  these  adverse  effects  were  caused 
by  drug  interaction.  This  result  supports 
the  hypothesis  that  multiple  drug  treat- 
ment increases  the  likelihood  of  side-effects. 
In  80  per  cent  of  these  patients  the  reaction 
was  considered  major  or  moderate. 

In  the  second  study  more  than  700  drugs 
monitored  were  received  by  2,414  patients. 


On  an  average  each  patient  had  received 
10.4  drugs,  and  reactions  were  observed  in 
778  patients  (30  per  cent),  which  after 
evaluation  were  judged  to  be  “probably” 
or  “definitely”  caused  by  drugs. 

More  specific  data  are  now  available  on 
two  drugs:  heparin  and  digoxin.  Among 

97  consecutive  patients  given  heparin, 
bleeding  complications  occurred  in  24,  18 
of  56  women  and  6 of  41  men.  Digoxin 
was  prescribed  for  441  patients  with  an 
effectiveness  of  91.7  per  cent  and  poor 
results  in  2.8  per  cent.  The  “true”  inci- 
dence of  toxicity  was  calculated  as  16.8 
per  cent.  The  investigators  conclude  that 
digoxin  is  both  a dangerous  and  highly 
effective  drug.  Obese  patients  are  a 
greater  risk  than  light-weight  patients. 

Computer  analyses  permit  the  recording 
of  a greater  variety  of  data  than  conven- 
tional methods,  but  the  necessary  program- 
ming is  complex  and  expensive;  however, 
once  established,  a well-designed  computer 
program  can  handle  many  other  similar 
data  and  present  results  that  are  both 
reliable  and  illuminating.  An  excellent 
article  on  computer  methods  and  their 
potential  for  medicine  was  published  by 
Mayne7  of  the  Mayo  Clinic. 
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P 

| KOFESSIONAL  LIABILITY  INSURANCE 
rates,  ever  on  the  rise,  have  become  a 
major  concern  to  physicians  everywhere. 
As  an  underwriter  of  this  type  of  insurance, 
we  are  partners  in  this  concern.  Con- 
sequently, a review  of  malpractice  actions 
involving  physicians  practicing  in  the  State 
of  New  York  was  made  in  an  attempt  to 
identify  the  problems  and  to  assist  phy- 
sicians in  their  control. 

In  reviewing  the  files  involving  anesthesi- 
ologists, various  patterns  emerged.  We 
found  that  malpractice  activities  tend  to 
group  themselves  around  technics  or  pro- 
cedures and  communications.  These  group- 
ings are  presented  for  consideration  along 
with  representative  case  studies. 

Protection  of  dental  work 

Out  of  the  mouths  of  patients  comes  the 
most  frequent  source  of  claims,  broken 
teeth  and  damaged  artificial  dental  work. 
Although  these  conditions  account  for  only 
5 per  cent  of  the  claim  dollar  spent  for  the 
anesthesia  group,  they  do  account  for  48 
per  cent  of  the  files  reviewed. 

Some  of  the  precautions  suggested  by 
anesthesiologists  that  can  help  reduce  the 
potential  for  loss  follow:  Talk  with  the 

patient  about  his  dental  work  before  the 
operation.  Point  out  the  possibility  that 
breaking  or  chipping  can  occur.  Make  a 


careful  examination  of  the  patient’s  mouth. 
This  is  the  basis  for  all  preventive  efforts. 
Be  sure  to  record  findings  on  the  chart. 
See  that  detachable  dental  work  is  removed 
prior  to  surgery.  If  this  is  not  an  estab- 
lished policy  in  the  institutions  in  which 
you  work,  see  that  it  becomes  so.  Be  sure 
to  check  and  double  check  to  see  that  all 
dentures  are  removed  from  the  patients  you 
anesthetize.  If  breakage  does  occur,  do 
not  pretend  that  it  did  not  happen.  Dis- 
cuss it  frankly  with  the  patient.  Tell  him 
how  it  could  have  happened  in  spite  of  the 
precautions  and  safeguards.  If  breakage 
occurs,  this  does  not  mean  you  are  liable  for 
the  breakage. 

Responsibility  of  anesthesiologist 

All  instruments  and  equipment  should  be 
doubly  checked  before  starting  the  anes- 
thesia. It  is  essential  to  ascertain  that 
everything  needed  is  at  hand  and  that  the 
equipment  is  in  proper  operating  condition. 
Check  and  double  check  the  anesthesia  plan 
and  know  exactly  what  the  physician  plans 
to  do. 

Case  1.  According  to  hospital  procedure, 
the  anesthesia  machine  is  cleaned  and  as- 
sembled by  one  of  the  operating  room  per- 
sonnel. Dr.  K,  a bit  rushed  on  this  particular 
morning,  did  not  stop  to  check  the  equipment. 
He  had  checked  that  machine  “a  thousand 
times”  before,  and  it  had  always  been  properly 
assembled.  One  day,  when  he  did  not  have 
time  to  check  it,  something  went  wrong. 
As  Dr.  K completed  the  intubation  and  con- 
nected the  endotracheal  tube  to  the  machine, 
the  patient  suffered  bilateral  pneumothoraces. 
The  tubing  had  not  been  properly  attached 
to  the  machine. 

Case  2.  The  anesthesiologist  positioned 
the  patient  preparatory  to  bladder  surgery. 
The  left  arm  was  placed  in  the  routine  position 
for  an  intravenous  infusion.  The  right  arm 
was  placed  alongside  the  body  and,  as  is 
the  custom,  wrapped  with  a draw  sheet. 
The  draw  sheet  was  then  tucked  under  the 
table  pad  to  hold  the  arm  in  position.  During 
surgery  the  table  position  was  changed  by  the 
anesthesiologist  to  permit  the  surgeon  better 
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visualization.  When  the  patient  was  being 
transferred  to  the  recovery  room  cart,  it  was 
noted  that  the  third,  fourth,  and  fifth  fingers 
of  the  right  hand  were  considerably  dis- 
colored. Probably  these  fingers  had  been 
caught  when  the  table  position  was  changed. 
Luckily,  the  circulation  of  these  fingers  was 
not  permanently  damaged. 

Need  for  really  listening 

In  this  busy  complex  world,  people-to- 
people  relationships  have  collapsed.  We 
are  often  too  busy  with  our  own  concerns  to 
listen  to  the  concerns  of  others.  We  hear 
the  sounds  others  make  but  fail  to  “give 
heed  or  to  give  regard  with  care,”  which  is 
what  Webster  says  listening  is.  Patients 
complain,  but  all  too  frequently  nobody  is 
really  listening. 

Case  3.  A female  patient  had  sustained 
a nerve  injury  some  time  previously.  After 
having  been  treated  by  her  personal  physi- 
cian, she  was  referred  to  an  anesthesiologist 
for  a right  intercostal  block.  This  was  done 
in  the  outpatient  department  of  the  local 
hospital.  Following  the  procedure,  the  patient 
complained  of  discomfort  and  of  shortness  of 
breath.  The  anesthesiologist  told  her  that 
the  discomfort  was  expected,  and  that  she 
should  go  home  and  rest.  The  patient  did 


as  directed,  but  the  discomfort  and  shortness 
of  breath  continued  through  that  day  and 
the  next.  When  she  could  stand  it  no 
longer,  she  called  her  personal  physician, 
who  told  her  to  come  to  the  office.  The 
anesthesiologist  had  penetrated  the  pleural 
cavity  while  doing  the  block,  and  the  patient 
sustained  a pneumothorax. 

Emergencies  during  anesthesia 

Cardiac  arrest  can  strike  without  regard 
for  age  or  sex,  no  matter  what  the  surgical 
procedure  or  the  anesthesia  used.  Good 
anesthesia  and  preparedness  to  meet  emer- 
gencies when  they  strike  are  the  best  and 
probably  the  only  defenses.  Institutions  in 
which  you  work  must  be  well  prepared  to 
meet  such  emergencies. 

All  the  facts  reported  may  sound  like 
“old  hat,”  but  accidents  continue  to  hap- 
pen. Facial  burns,  damage  to  the  cornea 
and  conjunctiva,  wrist  and  foot  drop,  and 
falls  during  transfer  of  the  unconscious 
patient  are  also  some  prevalent  causes  of 
injuries  during  anesthesia.  Only  constant 
awareness  of  these  old,  familiar  problems 
and  consistent  preventive  efforts  can  lessen 
the  chances  of  these  accidents  happening. 
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F ew  physicians  have  had  the  opportunity 
to  treat  the  two  most  illustrious  composers 
of  their  own  era,  but  none  could  have  served 
them  so  badly  or  conducted  himself  with 
such  maladdress  as  the  self-styled  “Che- 
valier,” John  Taylor.  It  is  of  some  inter- 
est to  both  a musical  and  a medical  reader- 
ship  to  find  out  something  of  the  nature  of 
Bach’s  and  Handel’s  ocular  disturbances, 
what  Taylor  may  have  done  to  them,  and 
what  manner  of  man  he  was. 

Bach's  biography 

One  has  but  to  glance  at  Haussman’s 
portrait  of  Bach  painted  in  1746,  when  the 
sitter  was  sixty-one  years  old,  to  recognize 
that  Bach  was  nearsighted  and  probably 
had  high  blood  pressure.  The  vertical 
furrows  running  upward  from  the  bridge  of 
the  nose  as  well  as  the  narrowed  eyes  indi- 
cate Bach’s  continuous  effort  to  bring  dis- 
tant objects  into  focus,  the  result  of  myopia, 
or  some  form  of  refractive  error.  The 
ruddy  face,  firm  jaw,  and  taut  lips  hint  at 
hypertension;  his  choleric,  compulsive 
temperament  would  match  that  diagnosis. 
There  is  a considerable  body  of  literature 
about  Bach’s  eyesight,  all  of  it  written 
after  his  death,  hence  it  is  partly  guesswork. 
The  source  of  information  closest  to  Bach  is 


the  celebrated  obituary,  or  “Nekrolog,” 
written  by  his  eldest  son,  Carl  Philipp 
Emanuel  Bach,  with  the  help  of  Johann 
Friedrich  Agricola,  who  had  been  one  of 
Bach’s  pupils.  It  was  published  in  the 
last  issue  (1754)  of  Mizler's  Musikalische 
Bibliothek.  One  must  remember  that 
neither  Carl  Philipp  Emanuel  nor  Agricola 
had  seen  Bach  since  1747,  since  both  were 
attached  to  Frederick  the  Great’s  court  at 
Potsdam.  Its  value  as  an  accurate  source 
of  precise  medical  information  is  lessened 
because  it  was  not  based  on  firsthand  ob- 
servation. The  relevant  passage  has  been 
translated  as  follows: 

His  naturally  somewhat  weak  eyesight, 
further  weakened  by  his  unheard-of  zeal  in 
studying,  which  made  him,  particularly  in  his 
youth,  sit  at  work  the  whole  night  through, 
led,  in  his  last  years,  to  an  eye  disease.  He 
wished  to  rid  himself  of  this  by  an  operation, 
partly  out  of  a desire  to  be  of  further  service 
to  God  and  his  neighbor  with  his  other 
spiritual  and  bodily  powers,  which  were  still 
very  vigorous,  and  partly  on  the  advice  of 
some  of  his  friends,  who  placed  great  confi- 
dence in  an  oculist  who  had  recently  arrived 
in  Leipzig.  But  the  operation,  although  it 
had  to  be  repeated,  turned  out  very  badly. 
Not  only  could  he  no  longer  use  his  eyes,  but 
his  whole  system,  which  was  otherwise  thor- 
oughly healthy,  was  completely  overthrown 
by  the  operation  and  by  the  addition  of  harm- 
ful medicaments  and  other  things,  so  that, 
thereafter,  he  was  almost  continuously  ill  for 
full  half  a year.  Ten  days  before  his  death 
his  eyes  suddenly  seemed  better,  so  that  one 
morning  he  could  see  quite  well  again  and 
could  also  again  endure  the  light.  But  a few 
horn’s  later  he  suffered  a stroke;  and  this  was 
followed  by  a raging  fever,  as  a victim  of 
which,'  despite  every  possible  care  given  him 
by  two  of  the  most  skillful  physicians  of 
Leipzig,  on  the  28th  of  July,  1750  ...  in  the 
sixty-sixth  year  of  his  life,  he  quietly  and 
peacefully  departed  this  life. 

This  account  furnished  the  basis  for  most 
of  the  comments  on  Bach’s  blindness  and 
death  for  the  next  century  and  a half.  The 
outline  of  the  medical  history  is  simple  and 
direct:  weak  eyes  since  youth,  probably 
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myopia;  failing  vision  in  his  midsixties; 
attempted  surgical  correction;  failure  of 
the  first  operation;  reoperation  followed 
by  complications;  suggestion  that  post- 
operative care  had  a deleterious  effect  on 
his  general  constitution;  death  from  a 
cerebrovascular  catastrophe  six  months 
later.  Yet  the  account  leaves  open  to  de- 
bate the  question  of  the  nature  of  Bach’s 
eye  disease,  and  its  accuracy  of  detail  is 
open  to  question. 

The  next  most  proximate  documentary 
source  on  Bach  is  the  biography  published 
in  1802  by  Johann  Nicolaus  Forkel,  the 
first  attempt  to  write  a serious  full-length 
portrait  of  the  man  and  his  career.  Forkel 
relied  heavily  on  the  “Nekrolog,”  but  he 
also  interviewed  and  corresponded  with 
people  who  had  known  Bach  during  his 
lifetime.  From  Forkel,  translated  by  A.  F. 
C.  Kollman,  we  gain  additional  informa- 
tion, some  which  is  helpful,  some  confusing: 

The  indefatigable  diligence  with  which,  par- 
ticularly in  his  younger  years,  he  had  fre- 
quently passed  days  and  nights,  without  inter- 
mission, in  the  study  of  his  art,  had  weakened 
his  sight.  This  weakness  continually  in- 
creased in  his  latter  years  till  at  length  it 
brought  on  a very  painful  disorder  in  the  eyes. 
By  the  advice  of  some  friends  who  placed 
great  confidence  in  the  ability  of  an  oculist 
who  had  arrived  at  Leipzig  from  England,  he 
ventured  to  submit  to  an  operation,  which 
twice  failed.  Not  only  was  his  sight  now 
wholly  lost,  but  his  constitution,  which  had 
been  hitherto  so  vigorous,  was  quite  under- 
mined by  the  use  of  perhaps  noxious  medi- 
cines in  connection  with  the  operation.  He 
continued  to  decline  for  full  half  a year  till  he 
expired  on  the  evening  of  the  30th  of  July, 
1750,  in  the  66th  year  of  his  age.  On  the 
morning  of  the  tenth  day  before  his  death,  he 
was  all  at  once  able  to  see  again  and  to  bear 
the  light.  But  a few  hours  afterwards  he  was 
seized  with  an  apoplectic  fit;  this  was  fol- 
lowed by  a high  fever,  which  his  enfeebled 
frame,  notwithstanding  all  possible  medical 
aid,  was  unable  to  resist. 

From  Forkel  we  now  learn  one  vital 
fact;  Bach’s  eye  disease  was  painful.  If 
true,  this  fact  is  of  paramount  importance 
in  differential  diagnosis.  But  Forkel  does 
not  tell  us  how  he  came  by  this  fact. 
Those  people  known  to  have  been  in  Bach’s 
household  during  his  last  few  months  were 
all  dead.  The  pain  may  have  been  a post- 
operative effect  rather  than  part  of  the 
original  symptoms,  and  a secondhand  ac- 
count a few  decades  later  could  well  have 


confused  this  point.  We  also  learn  from 
Forkel  that  Bach’s  eye  weakness  grew  pro- 
gressively worse  throughout  his  adult  life. 
Myopia  tends  to  improve  somewhat  with 
age,  and  we  are  left  with  an  insoluble  prob- 
lem: Was  Bach  basically  a myope?  Did 

his  visual  acuity  progressively  decline  from 
his  second  or  third  decade  until  his  seventh? 
Or  did  his  putative  myopia  continue  with- 
out significant  change  and  his  visual  diffi- 
culties begin  with  a new  ophthalmologic 
entity  after  his  sixtieth  year?  If  so,  was 
the  new  entity  a complication  of  myopia  or 
another  disease  arising  de  novo?  Forkel 
confirms  the  statement  that  two  operations 
were  performed,  and  he  tells  us  that  the 
surgeon  came  to  Leipzig  from  England.  He 
also  confirms  the  “Nekrolog”  in  the  state- 
ments that  the  illness  lasted  for  six  months, 
that  Bach’s  constitution  had  been  pre- 
viously healthy,  that  his  general  health  was 
undermined  by  postoperative  medications, 
that  there  was  a brief  improvement  in 
Bach’s  vision  on  the  morning  he  was 
stricken  with  apoplexy,  and  that  the  apo- 
plexy was  followed  by  high  fever.  Forkel 
makes  a minor  mistake  in  the  date  of  death, 
but  that  is  not  important. 

Bach’s  next  important  biographer,  Philipp 
Spitta,  dutifully  followed  the  “Nekrolog” 
and  Forkel,  as  did  Charles  S.  Terry  and 
Albert  Schweitzer.  Terry’s  contribution 
was  the  identification  of  the  traveling 
English  oculist  as  “Chevalier”  John  Taylor, 
M.D.  (1703-1772),  who  styled  himself  as  an 
“ophthalmiater”  and  who  wrote  a colorful 
three-volume  autobiography  titled  The 
History  of  the  Travels  and  Adventures  of  the 
Chevalier  John  Taylor,  Ophthalmiater,  pub- 
lished in  1761-1762.  The  relevant  passage 
from  Taylor  is  uninformative  and  inaccu- 
rate: 

I have  seen  a vast  variety  of  singular  ani- 
mals, such  as  dromedaries,  camels,  etc.,  and 
particularly  at  Leipsig,  where  a celebrated 
master  of  music,  who  had  already  arrived  at 
his  88th  year,  received  his  sight  at  my  hands; 
it  was  with  this  very  man  that  the  famous 
Handel  was  first  educated,  and  with  whom  I 
once  thought  to  have  the  same  success,  having 
all  the  circumstances  in  his  favour,  motions  of 
the  pupil,  light,  etc.,  but  upon  drawing  the 
curtain,  we  found  the  bottom  defective,  from 
a paralytic  disorder. 

Controversy  on  Bach’s  eye  disorder 

The  misstatements  are  glaring:  Bach 

was  not  eighty-eight  but  sixty-five  years 
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old;  Taylor’s  operation  did  not  restore  his 
sight;  Bach  had  never  studied  with  Handel, 
nor  conversely;  in  fact,  they  never  met 
face  to  face.  Taylor  tells  us  nothing  of  his 
diagnosis  nor  what  surgical  procedure  he 
used  to  correct  the  condition.  The  reasons 
for  Taylor’s  inadequate  account  will  be- 
come apparent  somewhat  later.  It  is  of 
some  passing  interest  that  Schweitzer  who 
was  a physician  as  well  as  an  authority  on 
Bach,  seems  to  accept  the  entire  “Nekro- 
log”-Forkel  account  as  uncritically  as  did 
Spitta;  nor  does  Schweitzer  pursue  “Che- 
valier” Taylor  beyond  what  Terry  had  al- 
ready disclosed.  One  expects  more  from  a 
physician-biographer. 

During  the  past  half  century  a number  of 
physicians  have  given  some  attention  to  the 
possible  nature  of  Bach’s  ophthalmologic 
problem.  It  is  not  profitable  to  recapitu- 
late the  diverse  points  of  view  in  detail; 
suffice  it  to  say  that  the  principal  diagnostic 
possibilities  are  cataract,  glaucoma,  hyper- 
tensive retinopathy,  or  senile  retinal  de- 
generation. Retinal  detachment  is  an 
entity  which  cannot  be  excluded  on  the 
basis  of  findings  available  at  the  time. 
Cataracts  may  develop  simply  as  part  of 
the  aging  process;  they  are  somewhat  more 
likely  to  develop  in  myopic  eyes  than  nor- 
mal or  hypermetropic  ones,  and  their  de- 
velopment is  not  accompanied  by  pain. 
Cataracts  are  usually  bilateral,  and  the  proc- 
ess proceeds  at  about  an  equal  rate  in 
both  eyes.  Acute  glaucoma  is,  by  defini- 
tion, extremely  painful;  its  onset  is  abrupt, 
even  explosive.  Although  acute  glaucoma 
can  and  does  occur  in  myopes,  it  is  less  fre- 
quent than  in  patients  with  normal  or 
hypermetropic  eyes.  Neither  the  mode  of 
onset  nor  the  background  of  Bach’s  eye 
disease  supports  a diagnosis  of  acute  glau- 
coma. Chronic  glaucoma  is  a much 
stronger  possibility;  its  onset  is  insidious, 
and  pain,  if  present,  may  be  a late  symp- 
tom. However,  chronic  glaucoma  was 
not  well  understood  in  the  eighteenth  cen- 
tury. Unless  it  was  complicated  by  a co- 
existing cataract,  it  was  considered  a form 
of  gutta  serena,  that  is,  blindness  without 
visible  lesions  in  the  cornea,  lens,  or  iris. 
It  certainly  did  not  respond  to  any  of  the 
forms  or  surgical  treatment  then  known, 
and  only  the  most  self-confident  or  fool- 
hardy eye  surgeons  attempted  to  treat  it 
surgically  in  those  days.  Unfortunately, 


Taylor  was  one  of  the  latter,  and  it  has 
been  inferred  from  contemporary  practice 
that  his  treatment  did  consist  of  a two-stage 
operation.  Therefore,  one  cannot  decide 
whether  Bach  had  cataracts  or  chronic 
glaucoma  on  this  basis.  Hypertensive  ret- 
inopathy or  retinal  degeneration  in  the  re- 
gion of  the  macula  might  have  been  respon- 
sible for  Bach’s  failing  vision;  some  support 
for  this  possibility  has  been  adduced  from 
the  fact  that  he  did  have  an  illness  in  May, 
1749,  which  might  have  been  a mild  cere- 
bral thrombosis  and  from  the  fact  that  he 
did  finally  die  of  an  apoplectic  stroke. 
However,  documentation  of  the  illness  in 
May,  1749,  is  vague,  and  Bach  is  described 
as  being  in  robust  good  health  except  for 
his  eyesight  until  shortly  before  Taylor’s 
visit.  In  any  case,  even  had  Taylor  been 
rash  enough  to  attempt  surgical  treatment 
for  retinal  vascular  disease,  it  is  unlikely 
that  he  would  have  performed  a second 
operation.  More  likely,  he  would  have 
retreated,  as  in  Handel’s  case,  on  finding 
“the  bottom  defective.” 

An  approved  method  for  treating  cata- 
ract in  the  eighteenth  century  consisted  of 
the  manipulation  known  as  “couching,”  a 
procedure  much  in  vogue  until  improved 
methods  for  cataract  extraction  were  de- 
veloped in  the  late  nineteenth  century. 
This  manipulation  involved  inserting  a 
needle  into  the  lens  and  moving  it  posteri- 
orly into  the  vitreous  humor,  then  interiorly 
within  that  substance  to  remove  it  from  the 
pathway  of  fight  rays.  If  the  opaque  lens 
stayed  where  it  had  been  surgically  dis- 
placed, vision  was  much  improved.  How- 
ever, one  of  the  risks  was  that  the  lens 
would  pop  back  into  its  original  position  or 
even  into  the  anterior  chamber.  If  the 
latter  occurred,  filtration  into  the  anterior 
chamber  was  blocked;  acute  glaucoma 
would  speedily  ensue,  and  a second 
“couching”  operation  would  be  necessary. 

In  1956  Helmut  Zeraschi,  a musicologist 
in  Leipzig,  managed  to  revise  some  of  the 
previously  held  ideas  about  Taylor’s  two 
operations  on  Bach.  By  correlating  con- 
temporary newspaper  accounts  of  Taylor’s 
movements  in  Germany,  he  was  able  to 
state  firmly  that  the  first  operation  must 
have  taken  place  between  March  28  and 
31,  1750,  and  the  second  operation  between 
April  1 and  7,  most  likely  between  April  5 
and  7.  Zeraschi  also  cites  a contemporary 
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account  of  Taylor’s  clinical  practice  by 
Professor  Eschenbach,  then  a leading  sur- 
geon at  the  University  of  Leipzig,  an  ac- 
count not  favorable  to  Taylor,  in  which 
there  is  a statement  that  Taylor  operated  on 
“Herr  B.  for  cataract,”  and  that  after 
several  days  the  patient  said  his  vision  had 
been  much  improved,  but  that  the  improve- 
ment was  only  temporary,  and  a second 
operation  was  necessary;  the  second  opera- 
tion was  complicated  by  inflammation  and 
the  patient  ultimately  lost  his  sight.  If 
Eschenbach’s  “Herr  B.”  was  in  fact  Johann 
Sebastian  Bach,  then  Bach’s  failing  vision 
was  due  to  cataract,  and  Taylor’s  first 
operation  was  “couching.”  This  would 
account  for  the  temporary  improvement 
Bach  reported.  If  the  couched  lens  popped 
back  into  the  anterior  chamber,  Bach’s 
eye  disease  would  then  have  become  ex- 
tremely painful,  a symptom  consistent  with 
Forkel’s  statement.  Failure  of  the  second 
operation,  “re-couching,”  is  readily 
ascribed  to  the  presence  of  a low-grade, 
superficial  inflammation  attendant  on  the 
first  operation;  maladroit  manipulation  by 
Taylor  a week  later  succeeded  only  in  driv- 
ing infected  material  deep  into  the  vitreous 
humor;  this  may  have  led  to  panoph- 
thalmitis, inflammation  involving  all  the 
structures  of  the  eye,  a complication  which 
would  be  consistent  with  the  implication 
that  Bach  had  photophobia  during  his  last 
days.  Alternatively,  Taylor’s  maladroit 
manipulation  might  have  ruptured  the  lens 
capsule  eroding  to  uveitis,  again  consistent 
with  postoperative  pain  and  photophobia. 

Taylor’s  postoperative  regimen  was 
rather  drastic.  A prominent  feature  was  the 
use  of  strong  purgatives  and  the  application 
of  a variety  of  irritating  substances  to  the 
eye.  Assuming  that  Bach  was  a hyperten- 
sive subject  in  his  midsixties,  such  measures 
cannot  have  given  him  any  benefit  and  can 
only  have  weakened  him.  Whether  they 
led  directly  to  his  terminal  apoplexy  can- 
not be  asserted.  The  curious  statement  in 
both  the  “Nekrolog”  and  Forkel  that  Bach 
had  a sudden,  even  dramatic,  improvement 
in  his  vision  on  the  morning  before  his 
stroke  defies  rational  explanation.  If  the 
terminal  episode  was  an  intracerebral 
hemorrhage,  the  fact  that  it  was  accom- 
panied by  high  fever  suggests  hemorrhage 
in  the  pons  or  brain  stem.  However,  now 
that  Zeraschi  has  provided  us  with  a new 


chronology,  the  interval  between  the  sec- 
ond operation  and  the  stroke  was  only 
about  100  days  (rather  than  a full  half 
year),  and  one  may  conjecture  that  the  sud- 
den onset  of  coma  followed  by  high  fever 
may  have  been  due  to  a brain  abscess  sec- 
ondary to  sepsis  involving  the  orbit.  Admit- 
tedly, this  is  conjecture,  but  hemorrhage  as 
the  result  of  hypertension  and  cerebral  ar- 
teriosclerosis rests  only  on  such  evidence  as 
Bach’s  age,  his  facial  appearance  in  a paint- 
ing, and  his  temperament. 

One  question  which  no  one  has  yet  raised 
is  whether  Taylor  operated  on  both  eyes 
at  once  on  the  occasion  of  the  first  opera- 
tion. Prudence  would  dictate  that  sur- 
gery be  performed  on  one  eye  at  a time,  and 
indeed  current  practice  is  to  treat  bilateral 
cataracts  by  extractions  at  an  interval  of 
about  one  week.  We  have  no  real  way  of 
knowing  whether  Taylor’s  first  operation 
was  a unilateral  “couching,”  which  gave 
promise  of  being  successful,  and  that  the 
second  was  the  contralateral  “couching” 
which  unfortunately  proved  disastrous  to 
both  eyes. 

We  do  know  something  of  the  effect  of 
blindness  on  Bach.  He  remained  house- 
ridden  when  not  actually  bedridden.  His 
spirits  remained  good,  and  his  faith  in  his 
Redeemer  and  the  life  everlasting  remained 
unshaken.  In  his  darkened  sick  room, 
he  dictated  to  Altnikol,  his  son-in-law,  the 
organ  chorale,  “Vor  deinem  Thron  tret 
ich  hiemit”  (“I  now  appear  before  Thy 
throne”).  Despite  optimistic  statements 
in  some  of  the  correspondence  he  dictated, 
his  musical  statement  indicates  that  he 
knew  that  his  days  were  numbered  and 
that  Taylor’s  surgery  had  been  disastrous. 

Handel’s  failing  vision 

Handel’s  ophthalmologic  history  is  some- 
what better  documented  than  Bach’s. 
His  eyes  gave  him  no  trouble  until  1751 
when  in  the  midst  of  composing  Jephtha 
he  noticed  the  insidious  onset  of  failing 
vision  in  his  left  eye.  After  a few  weeks, 
he  consulted  Samuel  Sharp,  the  principal 
ophthalmic  surgeon  of  Guy’s  Hospital. 
After  a brief  examination,  this  capable 
specialist  made  a diagnosis  of  gutta  serena, 
amaurosis  without  externally  visible  sign 
of  disease.  Tbe  sight  of  the  left  eye  was 
completely  gone  and  that  of  the  right  eye 
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severely  compromised.  Handel  struggled 
bravely  to  complete  the  score  of  Jephtha. 
Newman  Flower,  one  of  his  twentieth 
century  biographers,  describes  his  plight 
vividly: 

At  times  he  was  compelled  to  break  off 
through  sheer  physical  suffering,  as  his  anno- 
tations on  the  score  bear  witness.  His  hand 
shook,  his  lines  had  begun  to  wave  and  dodder 
like  those  of  a blind  man.  So  scrawled  are 
the  words  that  they  are  almost  unreadable. 
He  must  have  worked  with  his  eyes  close 
against  the  paper. 

The  score  of  Jephtha  was  completed  on 
August  30,  1751,  and  the  oratorio  was  pro- 
duced on  February  26,  1752,  and  was  well 
received  by  a public  which  could  not  know 
it  would  be  Handel’s  last  major  work.  In 
May,  1752,  Handel  underwent  a surgical 
procedure  at  the  hands  of  William  Brom- 
feild,  surgeon  to  the  Princess  of  Wales.  As 
in  Bach’s  case,  the  precise  nature  of  the 
procedure  remains  unknown.  He  received 
temporary  benefit;  his  right  eye  improved 
but  not  for  long,  and  by  the  end  of  the  sum- 
mer he  was  completely  blind. 

Thus,  failing  vision  developed  at  the  age 
of  sixty-six  and  Handel  was  blind  at  sixty- 
seven.  But  his  medical  history  goes  back 
tor  fifteen  years  to  1737  when  he  was 
fifty-two  years  old.  His  career  as  an  opera 
composer  was  just  drawing  to  a close. 
Xerxes  (Sense),  his  last  opera,  was  produced 
at  the  King’s  Theatre  in  April,  1738.  His 
career  as  an  oratorio  writer  had  begun 
with  Esther  (libretto  by  Pope  and  Arbuth- 
not)  in  1732,  but  both  Saul  and  Israel  in 
Egypt  were  not  composed  until  1739.  The 
London  Daily  Post  for  April  30,  1737,  re- 
ported that  he  was  “indisposed  with  rheu- 
matism,” but  the  same  newspaper  on  May 
14,  1737,  reported  that  he  had  a “Paralyt- 
ick  disorder,  he  having  at  present  no  use 
of  his  right  hand.”  His  early  biographer, 
Mainwaring,  confirms  this:  “His  right 

arm  has  become  useless  to  him,  from  a 
stroke  of  the  palsy”  and  his  “senses  were 
disordered  at  intervals.”  It  is  not  difficult 
to  make  the  diagnosis  of  an  episode  of  cere- 
bral thrombosis,  a “little  stroke.” 

Fortunately,  Handel’s  symptoms  sub- 
sided and  he  went  off  in  September,  1737, 
for  the  “cure”  at  the  baths  of  Aix-la- 
Chapelle.  One  may  speculate  whether 
anxiety  over  his  financial  reverses  in  1737 
precipitated  his  stroke.  There  can  be  no 


doubt  that  his  intellect  and  powers  of  com- 
position were  not  impaired;  both  Saul  and 
Israel  in  Egypt  were  composed  after  his  re- 
turn from  Aix-la-Chapelle,  and  Messiah  was 
composed  in  1741,  as  was  Samson.  But 
Mainwaring  writes  of  “some  return  of  his 
paralytick  disorder”  in  1743,  possibly  a 
second  minor  stroke.  In  the  summer  of 
that  year  he  composed  the  “Dettingen  Te 
Deum”  to  commemorate  the  victory  by 
Anglo-Hanoverian  and  Austrian  troops 
under  George  II  over  the  French  in  the  War 
of  the  Austrian  Succession.  So  far  as  we 
know,  Handel  remained  in  good  health 
until  1745,  but  a letter  from  the  Earl  of 
Shaftesbury  to  his  cousin,  James  Harris, 
dated  October  24,  1745,  contains  the  cryptic 
and  ominous  sentences:  “Poor  Handel 

looks  something  better.  I hope  he  will 
recover  in  due  time,  though  he  has  been  a 
good  deal  disordered  in  the  head.” 

Mental  confusion  is  scarcely  a specific 
symptom,  and  the  Earl  of  Shaftesbury  can- 
not qualify  as  a trained  medical  observer. 
All  that  a medical  commentator  two  cen- 
turies later  can  make  of  such  a statement  is 
that  it  suggests  a disturbance  of  the  central 
nervous  system,  whether  organic  or  func- 
tional cannot  be  stated.  There  is  no  fur- 
ther documentary  evidence  of  ill  health 
until  the  onset  of  visual  failure  in  the  midst 
of  writing  Jephtha.  Singularly,  the  manu- 
script score  of  Jephtha  contains  the  fol- 
lowing annotation  by  Handel  alongside  the 
chorus,  “How  dark,  O Lord,  are  thy  decrees 
...  all  our  joys  to  sorrow  tuning  ...  as  the 
night  succeeds  the  day”: 

Got  as  far  as  this  on  Wednesday  13th  Febru- 
ary 1751,  but  unable  to  go  on  owing  to 

weakening  of  the  sight  of  my  left  eye.  . . 

He  improved  briefly,  was  able  to  work 
further  on  Jephtha,  and  played  the  organ  in 
a performance  of  Messiah  at  the  Foundling 
Hospital  on  March  1,  1751;  but  by  June  he 
was  taking  the  “cure”  at  Cheltenham  but 
to  no  avail.  His  consultation  with  Samuel 
Sharp  probably  took  place  at  the  end  of 
June  or  the  beginning  of  July,  1751.  Sharp 
was  an  outstanding  figure  in  British  ocular 
surgery,  the  developer  of  a new  cataract 
knife,  and  the  author  of  A Critical  Enquiry 
into  the  Present  State  of  Surgery.  One  infers 
from  Sharp’s  diagnosis  of  gutta  serena  that 
there  was  no  evidence  of  cataract  and  that 
no  surgical  remedy  was  available.  Handel 
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returned  to  his  pleasant  house  in  Brook 
Street  and  finished  Jephtha,  although  with 
great  travail,  by  the  end  of  August. 

The  next  positive  statement  about 
Handel’s  eyesight  is  from  The  Theatrical 
Register  which  informs  us  that  “on  3d 
March,  1752,  he  was  couched  by  William 
Bromfeild  (sic!),  surgeon  to  the  Lock  Hos- 
pital and  St.  George  Hospital  as  well  as  to 
the  Princess  of  Wales.  This  was  the  last 
operation,  and  for  a few  days  his  sight  was 
restored,  but  it  again  left  him  and  never 
returned.  He  was  at  first  quite  over- 
whelmed by  his  misfortune  but  gathering 
courage  he  sent  for  his  pupil  the  younger 
Smith  from  France.  . .”  What  could  have 
happened  between  his  consultation  with 
Sharp  in  June  or  July,  1751,  and  the  opera- 
tion or  operations  by  Bromfeild  in  March, 
1752?  Could  Sharp  have  overlooked  a 
cataract  which  ripened  during  the  next 
nine  months?  Or  was  Bromfeild’s  opera- 
tion something  other  than  couching?  Had 
Handel’s  eyesight  grown  suddenly  worse  in 
February?  Vision  in  the  left  eye  was  al- 
ready gone;  could  the  disease  have  affected 
the  right  eye?  If  so,  what  was  the  nature 
of  the  disease? 

Sharp’s  diagnosis  of  gutta  serena  and  the 
report  of  Bromfeild’s  couching  are  mutually 
inconsistent,  unless  we  assume  that 
Handel’s  basic  eye  problem  was  due  to 
intracerebral  vascular  disease  with  retinal 
degeneration  or  ischemic  changes  in  the 
nuclei  and  intracranial  tracts  controlling 
vision,  complicated  by  banal  senile  cataract. 
The  history  of  multiple  cerebrovascular 
accidents  reinforces  the  first  part  of  the 
diagnosis.  Retinal  degeneration  in  the 
region  of  the  macula,  the  zone  of  central 
vision,  is  a bit  more  likely  than  vascular 
damage  to  nuclei  and  tracts  which  would 
produce  random  defects  in  the  visual  fields. 
However,  the  possibility  of  cataract  re- 
mains moot  and  unresolved.  Yet  it  must 
be  accounted  singular  that  Handel  should 
have  sufficient  cerebral  arteriosclerosis  to 
produce  episodic  small  thromboses  and 
severe  visual  damage  without  suffering 
from  some  impairment  of  other  mental  or 
sensory  processes.  He  had  seven  years  left 
to  live  after  Bromfeild’s  operation.  Al- 
though his  ambit  was  limited  by  blindness, 
he  led  a reasonably  active  life  for  a man 
between  the  ages  of  sixty-seven  and  seventy- 
four.  He  continued  to  conduct  public  per- 


formances of  Messiah.  John  Christopher 
Smith,  who  served  as  his  amanuensis,  would 
often  lead  him  down  Brook  Street  to  Han- 
over Square,  then  down  St.  George  Street  to 
St.  George’s  Church  where  he  would  per- 
form with  his  accustomed  skill  and  vigor 
on  the  organ.  Admittedly,  this  is  a walk  of 
no  more  than  500  yards,  but  his  continued 
ability  to  play  implies  that  he  suffered  no 
significant  weakness  of  his  hands  and  fin- 
gers, nor  of  his  feet,  and  that  his  coordina- 
tion of  them  was  unchanged.  Also,  he  does 
not  seem  to  have  suffered  any  loss  of  audi- 
tory acuity.  One  would  have  to  assume 
that  the  major  seat  of  vascular  damage  was 
in  the  vessels  of  the  choroid  and  retina 
themselves,  and  the  amount  of  cerebral 
vascular  damage  was  slight  and  focal. 

Whether  the  organ  at  St.  George’s  had  a 
pedal  board  in  Handel’s  day  is  not  certain. 
Although  he  had  been  brought  up  on  Ger- 
man organs  with  pedal  boards,  most  of  his 
music  can  be  played  on  a one-manual  posi- 
tive organ.  Obligatory  use  of  the  pedal 
does  not  appear  until  the  organ  concertos 
in  Opus  7,  published  in  1760,  a year  after 
his  death.  A pedal  board  had  been  added 
to  the  organ  in  St.  Paul’s  cathedral  in 
1720  to  1721,  but  the  device  was  not  com- 
mon in  English  churches  until  the  end  of 
the  century. 

As  time  passed,  Handel  became  adjusted 
to  his  blindness.  With  Smith’s  assistance 
he  prepared  an  English  version  of  his 
Italian  oratorio  II  Trionfo  del  Tempo  e della 
Verita  (The  Triumph  of  Time  and  Truth) 
which  was  successfully  performed  at  Covent 
Garden  in  March,  1757.  To  be  sure,  his 
health  was  uncertain,  and  he  did  have  many 
days  of  depression.  Only  slowly  did  he 
grow  feeble  physically.  In  May,  1757,  he 
conducted  Messiah  again  for  the  benefit  of 
the  Foundling  Hospital,  and  in  March, 
1758,  he  conducted  a rehearsal  of  Judas 
Maccabeus,  the  revival  of  which  was  a 
great  success.  He  was  then  seventy-three 
years  old. 

The  first  mention  of  “Chevalier”  Taylor 
in  connection  with  Handel  occurs  in  1758. 
In  his  compendious  book,  Handel,  A Doc- 
umentary Biography,  Otto  Erich  Deutsch 
cites  an  entry  from  Baker’s  Diary  for 
August  26,  1758: 

Left  horse  and  took  post  chaise  ...  to  River- 

head  12  miles  . . . Thence  fresch  chaise  14 

Tunbridge  Wells  ...  At  Wells  then  and  after 
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Handel  and  his  Doctor  Murrell,  Taylor  the 

oculist.” 

Apparently,  Handel  had  left  London  to 
go  to  the  spa  of  Tunbridge  Wells  along 
with  the  Rev.  Doctor  Thomas  Morell  (not 
Murrell),  his  librettist,  and  there  had  met 
the  “Chevalier”  Taylor.  If  Taylor  oper- 
ated on  Handel,  as  he  claims  to  have  done, 
it  must  have  been  at  about  this  time. 
There  is  no  information  as  to  what  sort  of 
surgical  procedure  he  could  have  contem- 
plated performing.  According  to  Taylor’s 
later  account,  which  we  read  with  a grain  of 
salt,  Handel’s  pupils  still  reacted  to  light, 
and  presumably  the  movements  of  his  extra- 
ocular muscles  were  not  impaired.  Pre- 
cisely what  Taylor  implies  when  he  men- 
tions that  “the  bottom  was  defective”  is 
certainly  not  clear.  The  term  implies 
retinal  degeneration  or  detachment,  but 
surely  he  could  neither  have  operated  on 
nor  seen  to  the  depth  of  the  fundus  oculi  or 
the  optic  nerve.  Such  observations  could 
not  be  made  until  a century  later  when 
Helmholtz  invented  the  ophthalmoscope. 
Nor  is  it  possible  to  hazard  an  opinion  as  to 
how  Taylor  could  so  glibly  diagnose  “a 
paralytic  disorder.”  However,  his  lan- 
guage is  consistent  with  previous  statements 
that  Handel’s  blindness  was  due  to  “a 
paralytick  disorder  in  the  head.”  Cer- 
tainly no  benefit  accrued  to  Handel  from 
Taylor’s  ministrations,  whatever  they  may 
have  been.  He  survived  his  visit  to  ^un- 
bridge  by  less  than  eight  months. 

Handel  returned  to  London  and  early  in 
1759,  although  blind  and  needing  assistance 
to  walk,  showed  that  he  had  shaken  off  the 
mental  depression  of  1756  by  conducting 
three  performances  of  Samson,  two  of  Judas 
Maccabeus,  and  three  of  Messiah.  His  last 
appearance  was  to  conduct  Messiah  at 
Covent  Garden  on  April  6,  1759.  At  the 
close  of  the  performance  he  suffered  an 
attack  of  “faintness”  which  proved  to  be 
the  onset  of  a major  cerebral  thrombosis. 
He  was  carried  to  his  home  on  Brook  Street 
where  he  lay  semicomatose  for  several  days, 
rallying  briefly  on  April  11th  to  make  a 
fourth  and  final  codicil  to  his  will  in  which 
he  asked  permission  of  the  Dean  and  Chap- 
ter of  Westminster  to  be  buried  in  the  Ab- 
bey and  leaving  £ 600  for  his  monument. 
He  died  peacefully  at  his  home  in  Brook 
Street  on  Easter  Sunday,  April  14, 1759. 


One  cannot  think  of  Handel’s  last  blind 
years  without  recalling  the  aria  from  Sam- 
son (1742)  based  on  Samson  Agonistes  by 
Milton,  that  other  heroic  blind  genius: 

O loss  of  sight!  Of  thee  I most  complain, 

O worse  than  beggary,  old  age  or  chains, 

My  very  soul  in  real  darkness  dwells! 

Total  eclipse!  No  sun,  no  moon! 

All  dark  amidst  the  blaze  of  noon  . . . 

Taylor  was  fortunate  in  his  choice  of  pa- 
tients, although  he  treated  them  ill.  He 
fails  to  mention  Bach  by  name  and  passes 
over  Handel  rather  lightly.  Edward  Gib- 
bon, whose  memoirs  recall  a visit  to  Taylor 
in  his  youth,  is  not  even  mentioned  by  Tay- 
lor at  all.  Taylor  preferred  to  fill  his 
History  of  the  Travels  and  Adventures  with 
unproved  accounts  of  his  meetings  with 
princes  and  minor  nobility,  usually  the  type 
of  minor  personage  one  encounters  in  a foot- 
note or  in  a distant  and  withered  limb  of  a 
family  tree  in  a genealogic  table.  He  failed 
to  appreciate  Bach’s  heroic  mold,  and  he 
mentions  Handel  by  name  only  because  the 
name  might  have  been  familiar  to  those  few 
of  the  literati  who  might  read  his  book.  It  is 
tempting  to  speculate  that  Taylor  thought 
he  could  safely  exaggerate  his  success  with 
Bach  to  English  readers  who  had  no  ready 
means  of  communicating  with  Leipzig  about 
an  operation  that  had  taken  place  over  a 
decade  before  Taylor’s  memoirs  were  pub- 
lished, but  that  he  had  to  be  more  careful 
about  reporting  on  Handel  who  had  died 
only  two  years  previously  in  the  heart  of 
London.  As  one  examines  the  life  and 
career  of  “Chevalier”  Taylor,  one  finds  the 
answer  to  the  question  why  a man,  ostensi- 
bly skilled  in  his  profession,  is  unable  or 
unwilling  to  supply  those  details  about  his 
patients  which  a physician  of  less  renown 
would  automatically  record.  The  only 
charitable  view  of  Taylor  is  that  he  valued 
truth  and  accuracy  so  highly  that  he  was 
very  chary  about  displaying  these  virtues 
to  the  public  gaze. 

Taylor  the  physician 

Taylor’s  Travels  and  Adventures  furnishes 
the  basis  for  much  of  Iris  biography,  subject 
to  the  self-evident  limitations  of  a self- 
serving  declaration  which  is  a minor  master- 
piece of  mendacity.  It  has  been  “cor- 
rected” by  the  tireless  efforts  of  George 
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Coats  whose  study  of  Taylor  appeared  in 
the  Royal  London  Ophthalmic  Hospital 
Reports  in  1915.  He  was  born  at  Norwich 
in  1703,  the  son  of  a respected  surgeon  of 
that  city.  His  mother  was  an  apothecary, 
and  we  may  safely  say  he  was  bred  to  the 
general  practice  of  medicine.  In  1722  Tay- 
lor left  Norwich  for  London  to  improve  his 
knowledge  and  studied  under  Cheselden, 
the  leading  surgeon  of  the  era,  at  St. 
Thomas’s,  devoting  special  attention  to 
diseases  of  the  eye.  Eager  to  make  a name 
for  himself,  he  published  in  1727  An  Account 
of  the  Mechanism  of  the  Eye,  citing  himself  as 
a surgeon  in  Norwich,  from  which  one  infers 
that  he  returned  to  his  home  town  to  start 
his  practice.  In  the  same  year  he  began  his 
career  as  an  itinerant  eye  doctor.  By  his 
own  account  the  first  set  of  travels  lasted 
seven  years  as  he  toured  England,  Scotland, 
Wales,  and  Ireland,  winding  up  in  London. 
The  list  of  his  travels  is  impressive:  France 

and  Holland  in  1734  to  1735,  then  back  to 
London;  a visit  to  Paris  in  1736;  a tour 
through  Spain  and  Portugal  from  1737  to 
1742;  an  appearance  at  Rouen  in  1743; 
another  tour  of  the  British  Isles  from  1744 
to  1746;  Holland  and  Flanders  in  1747; 
Germany  and  Austria  in  1750;  Rostock  in 
1751  at  the  invitation  of  the  Duke  of 
Mecklenburg-Schwerin,  followed  by  visits 
to  Hamburg  and  Denmark;  Sweden  in  1752; 
a return  visit  to  northern  Europe  and 
Russia  in  1753  to  1754;  Germany  and  Bo- 
hemia in  1755;  a visit  to  Italy  in  1756;  re- 
turning in  1757  via  Vienna  and  Ghent;  and 
another  tour  of  the  British  Isles  in  1759  to 
1760.  He  returned  to  London  in  1761  to 
write  his  Travels  and  Adventures  and  for  a 
well-earned  rest,  but  the  wanderlust  soon 
seized  him.  In  1765  he  is  known  to  have 
been  at  Amiens  and  Rheims,  in  1767  Ghent, 
in  1766  Hamburg  and  Leipzig,  and  in  1772 
Paris,  where  he  died — blind!  Few  doctors 
have  traveled  so  incessantly. 

Taylor  the  writer 

Taylor’s  publications  are  as  hard  to  pin 
down  as  his  itinerary.  He  himself  lists 
some  45  hooks,  but  Coats  was  able  to  locate 
only  11  of  them.  It  appears  that  Taylor 
was  in  the  habit  of  listing  as  already  pub- 
lished hooks  which  he  may  have  intended 
to  write  at  a later  time;  the  bibliographic 
euphemism  is  “no  copy  known.”  The 


contents  of  some  of  his  publications  do 
reflect  creditably  on  his  knowledge,  his 
skill  at  presenting  information,  and  his 
aptitude  for  adapting  the  ideas  of  his  con- 
temporaries to  his  own  ends.  The  Mech- 
anism of  the  Eye  was  translated  into  Ger- 
man and  French,  and  Taylor  claims  to  have 
had  it  translated  into  Spanish,  Danish,  and 
Italian.  The  French  version  is  the  most 
fully  expanded  and  contains  accurate 
descriptions  of  ocular  anatomy,  sections  on 
optics  and  refraction,  an  account  of  the 
formation  of  the  aqueous  humor,  and  is  well 
illustrated.  His  Nosographia  Ophthalmica 
(1746)  is  actually  the  first  attempt  at  an 
atlas  of  diseases  of  the  external  eye;  it  con- 
tains an  accurate  description  of  conical 
cornea;  it  deals  in  a satisfactory  fashion 
with  lesions  of  the  eyelids,  lacrimal  pas- 
sages, conjunctiva,  and  cornea,  less  satis- 
factorily with  diseases  of  the  iris;  but  de- 
scriptions of  those  attributed  to  enlarge- 
ment and  diminution  of  the  lens  and  to  the 
retina  and  choroid  are  mostly  fantastic. 
An  earlier  short  monograph  dealt  with  An 
Impartial  Inquiry  into  the  Seat  of  the  Im- 
mediate Organ  of  Sight:  viz.  Whether  the 

Retina  or  Choroides  (1743).  In  this  short 
work  Taylor  entered  the  lists  on  a then- 
current  controversy.  Although  he  er- 
roneously concluded  that  the  choroid  is  the 
organ  of  sight,  according  to  Coats,  “this 
work,  by  its  freedom  from  bombast,  judi- 
cious marshalling  of  the  facts  on  both  sides, 
close  argument,  and  evidence  of  a wide 
knowledge  of  contemporary  problems,  con- 
veys a more  favourable  impression  than 
perhaps  any  other  of  its  author’s  writings.” 
Taylor’s  one  claim  to  any  priority  lies  in 
his  views  on  strabismus.  He  knew  that  on 
covering  the  sound  eye  the  squinting  eye 
would  come  straight.  Although  St.  Yves 
had  first  described  this  phenomenon  in  1722, 
Taylor  described  it  in  the  English  edition  of 
the  Mechanism  of  the  Eye  (1727)  as  if  it 
were  his  own  observation  and  elaborated  on 
the  analysis  of  strabismus  in  the  German 
version  (1750).  He  had  a fair  knowledge  in 
advance  of  his  time  of  the  influence  of  de- 
fective vision  in  producing  squint  and  of  the 
suppression  of  the  image  by  the  squinting 
eye.  He  was  able  to  differentiate  between 
banal  strabismus  without  defective  move- 
ments of  the  eyeball  and  paralytic  strabis- 
mus secondary  to  injury  of  the  oculomotor 
nerves  and  muscles.  Unfortunately,  his 
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avant  garde  knowledge  led  him  to  make 
rash  claims  for  his  ability  to  cure  strabismus 
surgically  by  dividing  the  rectus  muscle  or 
the  belly  of  the  superior  oblique  muscle. 
In  point  of  fact,  he  may  not  have  been  so 
rash  as  actually  to  perform  such  a proce- 
dure; his  operation  may  have  been  merely  a 
plication  of  the  lower  conjunctiva.  Suc- 
cessful surgery  on  the  extraocular  muscles 
for  squint  was  not  achieved  until  1838  when 
Dieffenbach  developed  his  methods,  based 
on  investigations  on  cadavers  by  Stroh- 
meyer. 

Taylor’s  bid  for  acceptance 

However,  the  best  example  of  Taylor’s 
style  and  flair  for  self  advertisement  is  to  be 
found  in  the  text  of  the  lecture  he  was  fond 
of  giving  to  the  public  when  he  arrived  at  a 
new  town.  It  was,  in  a rather  elaborate 
way,  his  pitch  to  the  audience.  It  is  in  the 
literary  tradition  of  the  continental  quacks 
who  used  to  set  up  advertisements  and  dis- 
tribute handbills  in  London  during  the  pre- 
vious century,  for  example,  the  Earl  of 
Rochester’s  masquerading  as  “Dr.  Alex- 
ander Bendo,  the  Famous  Pathologist,”  in 
1675  and  the  handbill  he  distributed. 
Taylor  was  one  of  the  precursors  of  the  snake- 
oil  vendors  of  the  American  frontier  a cen- 
tury later.  Contemporary  transformations 
of  the  style  and  substance  are  to  be  found  in 
newspaper  advertisements,  radio  plugs, 
television  commercials,  direct  mail  pieces, 
and  the  sophisticated  handouts  of  our  own 
pharmaceutical  industry.  It  might  be 
temerarious  to  suggest  that  even  scientific 
symposia  sponsored  by  professional  socie- 
ties have  much  the  same  effect  in  their  own 
releases  to  public  information  media. 
Here  is  the  “Chevalier”  Taylor  on  the  eye: 

The  Eye,  that  most  amazing,  that  stupend- 
ous, that  comprehending,  that  imcomprehen- 
sible,  that  miraculous  organ,  the  Eye,  is  the 
Proteus  of  the  Passions,  the  Herald  of  the 
Mind,  the  Interpreter  of  the  Heart,  and  the 
Window  of  the  Soul.  The  Eye  has  Dominion 
over  all  Things.  The  World  was  made  for 
the  Eye  and  Eye  for  the  World. 

Let  there  he  Light,  the  first  Fiat  of  the  Al- 
mighty, and  there  was  Light.  For  whose  use,  I 
pray?  For  the  Use  of  Man,  for  the  Use  of 
the  Eye.  The  Angels  wanted  it  not.  The 
Sun  was  kindled,  the  Stars  were  lighted  up; 
the  grey  Dawn  and  the  Milky  Way,  the  Con- 
stellations, the  Morning  Planets,  and  all  the 
bright  Chandeliers  over  Head,  were  all  hung 


out,  rank  and  file,  to  minister  to  this  little 
speck,  this  Peephole  of  the  Mind,  this  Inlet 
of  the  Soul,  this  Surveyor  of  the  Universe, 
this  Lord  of  all  Things,  the  Eye  . . . 

All  Nature  is  but  one  great  Act  of  Love. 
The  material  and  immaterial  World  conceive 
and  bring  forth  together.  The  other  Senses 
are  the  Soul’s  Gallants  . . . with  which  she 
intrigues  a Moment  or  two,  and  then  returns 
to  her  lawful  Husband,  the  Eye. 

The  Children  got  between  the  Soul  and  the 
Eye  are  legitimate  Nature’s  genuine  Issue; 
some  of  which  can  only  with  herself  expire; 
the  Brats  of  the  other  senses  die  as  soon  as 
born. 

In  corporal  generation  too,  how  powerful  is 
the  Eye!  It  is  the  Signal  of  the  Affections; 
and  with  a single  Glance  can  proclaim  the 
Pulsations  of  the  Heart.  It  is  the  Lightning 
of  Desire,  and  the  Loadstone  of  the  Soul; 
whose  magic  Effluviums  inchant  the  Imagina- 
tion, attract  the  Coalitions,  irritate  the 
Muscles,  stimulate  the  Nerves,  and  brace  up 
the  whole  Apparatus  of  Propagation  . . . 

We  owe  the  Ladies  to  the  Eye,  those  Tran- 
scripts of  the  Angels,  those  Specimens  of  future 
Bliss,  those  Fountains  of  Joy  . . . these  Master 
Pieces  . . . are  the  finest  Regale  for  the  Eye  of 
Man,  where  it  feasts  on  the  Ruby  of  the 
Lips,  the  Vermillion  of  the  Cheek,  the  Snow 
of  the  Forehead,  and  the  Cherub  in  the  Eye; 
and  yet  even  these  are  but  the  Signs,  the 
invitations  held  out  of  that  extatic,  that  soul 
absorbing — But  Language  is  too  weak. 

What  an  Orator  is  the  Eye!  . . . whose  single 
Glance  conveys  a Volume.  The  Tongue  is  an 
Upstart,  a tedious  Intruder,  a limited  Prate- 
roast  . . . Words  are  artificial,  tedious,  con- 
tracted, obscure,  and  imperfect  Commerce,  a 
kind  of  Hocus  Pocus,  a juggling  Compact, 
agreed  upon  by  a few  and  understood  by 
fewer  still;  a Messenger  sent  a roundabout 
Way  to  the  Understanding  through  a certain, 
dirty,  winding  Canal,  where  a little  Wax  can 
stop  its  Career,  or  a paltry  Fiber  unbraced, 
destroy  the  whole  Business  . . . The  Eye  is  the 
quick  Flash,  the  instant  Lightning  of  the 
Piece.  Language  is  the  Shot  that  loiters  after 
with  much  Noise  indeed,  but  seldom  hits  the 
Mark. 

O ye  Sons  and  Daughters  of  Minerva,  ye 
Children  of  Wisdom  . . . how  precious  is  the 
Eye!  How  deserving  is  the  Art  that  keeps 
its  Springs  in  Order,  and  preserves  the  Inter- 
change of  Office  betwixt  the  Works  of  Nature 
and  the  Soul!  . . . My  art  is  the  Ally  of  Heaven 
itself,  and  even  aids  the  Almighty,  obeying 
still,  and  still  performing  the  omnipotent  Be- 
hest, Let  there  be  Light! 

Small  wonder  that  the  credulous  flocked 
to  him.  Remedies  for  failing  vision  and 
loss  of  sight  were  few  in  the  mideighteenth 
century,  and  blindness  was  more  common 
then  than  now,  since  preventive  ophthal- 
mology was  unknown.  To  the  uninformed, 
Taylor  presented  unimpeachable  qualifica- 
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tions.  He  managed  to  get  himself  ap- 
pointed oculist  to  George  II  in  1736.  In 
the  course  of  his  travels  to  almost  every 
court  in  Europe  he  managed  to  acquire 
similar  patients;  Augustus  III  of  Poland, 
Frederick  V of  Denmark  and  Norway,  and 
Adolphus  Frederick  of  Sweden  all  gave  him 
official  recognition,  as  did  a host  of  lesser 
monarchs  and  petty  princes.  He  even 
managed  to  impress  some  foreign  faculties 
with  his  skill.  His  first  medical  degree  was 
given  at  Basle  in  1733,  and  he  later  re- 
ceived the  same  degree  from  the  universities 
at  Liege  and  Cologne.  When  arriving  at  a 
new  town,  his  first  move  was  usually  an 
attempt  to  ingratiate  himself  with  the  es- 
tablished physicians  there.  If  it  was  a 
university  town,  he  would  try  to  get  into 
the  good  graces  of  the  medical  faculty. 
Sometimes  these  maneuvers  succeeded; 
sometimes  they  failed.  However,  his  ad- 
dress was  so  bold,  and  he  was  so  much  at 
ease  with  the  nobility  that  approval  by 
medical  authorities  rarely  mattered.  If 
approval  from  local  physicians  was  not 
forthcoming,  he  had  no  qualms  in  ascribing 
it  to  professional  jealousy.  Presenting 
himself  to  the  general  public  as  a court 
oculist,  a member  of  any  number  of  learned 
societies,  he  had  no  trouble  securing  pa- 
tients. Taylor  flaunted  whatever  knowl- 
edge he  had,  and  many  were  deceived,  but 
Samuel  Johnson  described  him  as  “an  in- 
stance of  how  far  impudence  will  carry 
ignorance.” 

One  might  pardon  his  posturings,  excuse 
his  self  aggrandizements,  and  even  overlook 
his  glib  mendacity  were  it  not  for  the  fact 
that  when  it  came  to  the  issue  of  treating 
eye  disease,  although  dextrous,  he  could 
accomplish  nothing  beyond  what  his  con- 
temporaries could;  he  promised  great  cures 
hut  delivered  few.  One  of  his  standard 
ploys  was  to  perform  a large  number  of  oper- 
ations on  a given  day,  loudly  proclaim  his 
patients  cured,  bandage  their  eyes  with  in- 
structions not  to  remove  the  bandages  for  a 
week,  then  decamp  on  the  sixth  postopera- 
tive day.  Even  in  an  age  of  poor  communi- 
cations, it  is  scarcely  credible  that  his  repu- 
tation did  not  follow  him.  One  of  Taylor’s 
less  attractive  traits  was  his  rapacity.  His 
fees  were  enormous,  and  he  showed  no  char- 
ity to  the  poor.  His  “take”  enabled  him  to 
live  and  travel  in  grand  style;  two  coaches 
and  six  to  ten  liveried  servants  were  his  usual 


retinue.  He  dressed  expensively  and  enter- 
tained lavishly;  he  tried  to  present  the  fa- 
cade of  a grand  seigneur,  but  in  fact  all  he 
had  to  offer  was  the  arrogance  of  ignorance. 

It  is  comforting  to  recall  that  his  more 
perceptive  contemporaries  were  not  de- 
ceived. He  was  the  subject  of  many  satires 
and  pasquinades,  notably  The  Operator, 
A Ballad  Opera  (1740),  and  The  English 
Impostor  Detected,  or  the  Life  and  Fumiga- 
tion of  the  Renown’ d Mr.  J T (1732). 

Hogarth’s  famous  engraving,  the  Con- 
sultation of  Physicians  (1736),  shows  Tay- 
lor’s head,  one  eye  closed  in  a leer,  the  top 
of  his  cane  depicted  with  an  eye.  Hogarth 
places  Taylor  between  the  notorious  Mrs. 
Mapp,  a bonesetter,  and  “Spot”  Ward,  the 
nostrum  vendor,  the  other  two  most  promi- 
nent medical  frauds  of  the  era. 

Even  at  the  time  he  operated  on  Bach,  he 
was  in  disrepute  in  certain  sections  of  Ger- 
many. Frederick  the  Great  saw  to  it  that 
Taylor  was  rapidly  dismissed  from  Potsdam 
in  1750  shortly  before  he  went  to  Leipzig 
where  he  treated  Bach.  Taylor’s  reception 
at  Leipzig  by  the  medical  faculty  of  the  uni- 
versity was  hostile.  The  Dean  of  the 
Faculty,  Professor  Quelmalz,  Professor 
Platner,  and  Professor  Eschenbach  all  rec- 
ognized him  as  a charlatan;  but  Bach’s 
friends,  being  laymen,  were  more  credulous 
and  advised  him  badly.  However,  Taylor 
was  accustomed  to  being  in  bad  odor  with 
the  medical  establishment.  In  1749  at 
Amsterdam  the  professors  of  anatomy  and 
surgery,  the  inspectors  of  the  medical  col- 
lege, and  the  physicians  of  the  city  com- 
bined forces  to  address  a circular  in  both 
Dutch  and  French  attacking  Taylor  for 
making  false  claims. 

Five  years  previously  the  Royal  College 
of  Physicians  at  Edinburgh  published  a 
statement  saying  that  Taylor’s  advertise- 
ments, which  he  had  inserted  into  the 
newspapers,  were  “stuffed  with  gross,  in- 
jurious falsehoods.”  In  fact  the  doctors 
of  Edinburgh  reported  that  “his  lectures 
were  trifling . . . his  operations  attended 
with  very  indifferent  success.  . .the  health 
of  many  of  his  patients  had  been  impaired 
by  excessive  and  unnecessary  evacuations 
and  other  irregular  methods.  . .in  difficult 
cases  he  had  proposed  absurd  and  destruc- 
tive methods  of  cure,  and  when  opposed  by 
regular  physicians  had  proclaimed  that  he 
was  hindered  from  completing  the  cure.” 
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The  Scots  also  noted  that  he  had  under- 
taken incurable  cases  and  had  demanded 
exorbitant  fees  from  patients  with  little 
resources.  Yet  such  was  Taylor’s  undaunt- 
able  effrontery  that  in  1749  he  dedicated 
his  monograph  titled  An  Exact  Account 
of  Two  Hundred  and  Forty-Three  Diseases, 
to  Which  the  Eye  and  Its  Coverings  Are  Ex- 
posed to  the  Royal  College  of  Physicians  at 
Edinburgh,  writing  for  the  world  to  read: 

The  grateful  Remembrance  I have,  of  the 
Attention  which  some  of  your  Body  judged  me 
worthy  of,  by  so  frequently  favouring  me  with 
their  Presence  at  my  Lectures,  and  Method  of 
Practice,  and  by  their  giving  me  such  undeni- 
able Proofs  of  the  good  Opinion  they  have  of 
me,  from  the  many  they  have  recommended 
to  my  Care,  encourage  me  to  believe  . . . and 
so  on. 

Taylor  was  a master  of  the  big  lie,  and  it 
was  the  mastery  that  came  from  years  of 
practice  at  it. 

Taylor’s  son  and  grandson 

The  epilogue  to  this  shabby  tale  lies  in 
the  careers  of  Taylor’s  son  and  grandson. 
The  son,  also  named  John  Taylor  (1724- 
1787)  was  born  in  London,  educated  at  the 
College  du  Plessis  at  Paris,  then  returned  to 
London  about  1739  to  be  tutored  by  his 
father  in  the  art  of  ophthalmology.  He 
attained  a respectable  competence  in  that 
field,  developed  a sound  practice  including 
such  notables  as  the  Earl  of  Godolphin  and 
the  Duke  of  Ancaster.  The  latter  was  in- 
strumental in  securing  for  him  an  appoint- 
ment as  oculist  to  George  III  in  1772.  At 
one  time  Taylor  II  conceived  a scheme  for  a 
hospital  and  clinic  for  the  blind,  but  it  fell 
through  for  lack  of  public  support.  In  1761 
shortly  after  his  father’s  Travels  and  Ad- 
ventures appeared,  a rather  scurrilous  book 


titled  the  Life  and  Extraordinary  History  of 
the  Chevalier  John  Taylor  also  appeared  in 
London  bookshops;  its  authorship  was  at- 
tributed to  the  “Chevalier’s”  son.  The 
latter  made  no  serious  attempt  to  disown 
it,  hut  his  own  son  later  claimed  it  to  be 
the  work  of  one  Henry  Jones  (1721-1770),  a 
literary  hack,  who,  after  being  entrusted 
with  the  materials,  betrayed  his  trust. 

The  Chevalier’s  son  was  followed  by  his 
own  son,  the  eldest  of  three  boys,  also 
named  John  Taylor  (1757-1832).  He,  too, 
followed  the  family  calling  and  was  ap- 
pointed, conjointly  with  his  brother  Jere- 
miah, oculist  to  George  III  through  the 
patronage  of  the  Earl  of  Salisbury;  he  re- 
tained the  title  when  George  IV  succeeded 
to  the  throne  in  1820.  Thus,  for  three 
generations,  from  1736  to  1830,  almost  a 
century,  one  Taylor  or  another  was  oculist 
to  the  king.  However,  Taylor  III  was 
more  interested  in  literature  than  ophthal- 
mology. By  1811  he  had  quite  given  up 
practice.  He  had  always  maintained  some 
connection  with  the  press.  He  was  dra- 
matic critic,  then  editor  of  the  Morning 
Post  for  two  years,  and  ultimately  the  sole 
proprietor  of  two  newspapers,  the  Sun  and 
the  True  Briton,  both  of  which  were  strongly 
Tory.  His  memoirs,  Records  of  My  Life, 
was  published  posthumously  in  1832,  the 
year  of  his  death.  However,  he  was  best 
known  for  his  comic  poem,  “Monsieur 
Tonson,”  winch  enjoyed  great  vogue  in  its 
day.  Coats  refers  to  his  “inexhaustible 
stock  of  anecdotes  and  puns,  which  might 
pass  muster  well  enough  in  a convivial  com- 
pany, but  certainly  do  not  stand  the  cold 
permanence  of  print.”  His  was  a some- 
what less  than  minor  talent. 

One  is  tempted  to  paraphrase  the  late  Mr. 
Justice  Holmes  and  say,  “Three  generations 
of  John  Taylors  are  three  too  many.” 
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Herman  Ballen,  M.D.,  of  The  Bronx,  died  on 
April  17  at  the  age  of  seventy-eight.  Dr.  Ballen 
graduated  in  1914  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and 
a member  of  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thomas  Kirby  Davis,  M.D.,  of  Newtown, 
Connecticut,  formerly  of  New  York  City,  died  on 
April  30  at  the  age  of  eighty-one.  Retired,  Dr. 
Davis  graduated  in  1913  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  a con- 
sulting neuropsychiatrist  at  Lenox  Hill  Hospital 
where  he  had  formerly  served  as  director  of 
neurology  and  psychiatry  and  a consulting 
neurologist  at  the  Hospital  for  Special  Surgery. 
Dr.  Davis  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Neurological  Associa- 
tion, a Life  Fellow  of  the  American  Psychiatric 
Association,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  Neuro- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herman  Frederic  Galler,  M.D.,  of  Brooklyn, 
died  on  May  6 at  the  age  of  sixty-one.  Dr. 
Galler  graduated  in  1934  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  an 
assistant  attending  physician  at  Williamsburgh 
General  Hospital. 

Hyman  M.  Horowitz,  M.D.,  of  New  York 
City,  died  on  May  2 at  the  age  of  seventy-one. 
Dr.  Horowitz  graduated  in  1923  from  Long 
Island  College  Hospital. 

Irving  Kalow,  M.D.,  of  Syracuse,  died  on  April 
24  at  the  age  of  sixty-one.  Dr.  Kalow  grad- 
uated in  1933  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  associate  attending  proctologic  surgeon  at 
Community-General  Hospital  of  Greater  Syra- 
cuse and  St.  Joseph’s  Hospital  and  an  assistant 
attending  proctologic  surgeon  at  Syracuse  Me- 
morial Hospital  and  State  University  Hospital  of 
the  Upstate  Medical  Center.  Dr.  Kalow  was  a 
Diplomate  of  the  American  Board  of  Colon  and 
Rectal  Surgery,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Proctologic  Society,  the  Syracuse 


Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Adib  Ibrahim  Malouf,  M.D.,  of  Farmingdale, 
died  on  April  30  at  the  age  of  fifty-five.  Dr. 
Malouf  received  his  medical  degree  from  the 
University  of  Beirut  in  1937.  He  was  an  at- 
tending physician  in  general  practice  at  Mid- 
Island  Hospital  (Bethpage).  Dr.  Malouf  was  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Clement  Mosca,  M.D.,  of  The  Bronx, 
died  on  March  27  at  the  age  of  sixty.  Dr. 
Mosca  graduated  in  1933  from  Loyola  Univer- 
sity School  of  Medicine.  He  was  a clinical 
assistant  physician  in  dermatology  at  Harlem 
Hospital  Center  Outpatient  Department.  Dr. 
Mosca  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Seymour  Milford  Nichter,  M.D.,  of  Hunting- 
ton,  died  on  March  24  at  the  age  of  fifty.  Dr. 
Nichter  graduated  in  1944  from  Middlesex 
University  School  of  Medicine  (Waltham,  Mas- 
sachusetts). He  was  an  associate  attending 
anesthesiologist  at  Huntington  Hospital.  Dr. 
Nichter  was  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Paul  O’Keeffe,  M.D.,  of  Cohoes,  retired, 
died  on  May  3 at  the  age  of  eighty-three.  Dr. 
O’Keeffe  graduated  in  1908  from  Albany  Medi- 
cal College.  He  was  a consulting  otolaryngolo- 
gist at  St.  Peter’s  Hospital.  Dr.  O’Keeffe  was  a 
member  of  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Paul  Henry  Reese,  M.D.,  of  Brooklyn,  died  on 
May  2 at  the  age  of  fifty-six.  Dr.  Reese  gradu- 
ated in  1939  from  Long  Island  College  of  Medi- 
cine. He  was  an  attending  pediatrician  at 
Lutheran  Medical  Center.  Dr.  Reese  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
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Pediatrics,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Orestes  Aniello  Russo,  M.I).,  of  The  Bronx, 
died  on  April  11  at  the  age  of  sixty-eight.  Dr. 
Russo  graduated  in  1928  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Willard  H.  Spear,  M.D.,  of  Vestal,  died  on 
April  20  at  the  age  of  eighty.  Dr.  Spear  gradu- 
ated in  1920  from  the  University  of  Pennsyl- 
vania School  of  Medicine.  He  was  a member  of 
the  Broome  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  V.  Stanton,  M.D.,  of  Utica,  died  on 
May  2 at  the  age  of  fifty-seven.  Dr.  Stanton 
graduated  in  1937  from  Jefferson  Medical  Col- 
lege of  Philadelphia.  He  was  an  attending 
obstetrician  at  St.  Luke’s-Memorial  Hospital 
Center  and  supervising  psychiatrist  at  Utica 
State  Hospital.  Dr.  Stanton  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Oneida 


County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Jesse  Tolmach,  M.I).,  of  Valley  Stream,  died 
in  May  at  the  age  of  sixty-six.  Dr.  Tolmach 
graduated  in  1928  from  Cornell  University 
Medical  College.  He  was  a Diploma te  of  the 
American  Board  of  Orthopedic  Surgery  and  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Philip  Duncan  Wilson,  M.D.,  of  New  York 
City,  died  on  May  7 at  the  age  of  eighty-three. 
Dr.  Wilson  graduated  in  1912  from  Harvard 
University  Medical  School.  He  was  surgeon-in- 
chief  emeritus  at  the  Hospital  for  Special  Sur- 
gery. Dr.  Wilson  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fel- 
low of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  the  American  Orthopaedic 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Surgical  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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In  1967  almost  45,000  new  active 
cases  were  reported.  Isn’t  that  a good 
reason  to  make  tuberculintestingwith 
the  white  LEDERTINE,M  Applicator  a 
routine  part  of  your  physical  exami- 
nations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


UNIVERSAL  X-RAY  THERAPY  UNIT,  5 MA,  95  PVK. 
for  superficial  therapy,  purchased  less  than  two  years  ago, 
and  in  mint  condition.  Must  sell  immediately.  R.  B. 
Narins,  M.D.,  350  Alberta  Drive,  Amherst,  N.Y.  14226. 


PRACTICE  WANTED 


OPHTHALMOLOGIST  COMPLETING  RETINA  FEL- 
lowship  in  Boston,  January  1,  1970.  Looking  for  general 
ophthalmological  practice  in  or  near  Westchester  County. 
Interested  in  partnership,  association,  or  purchase  of  a 
practice.  Marvin  F.  Kraushar,  M.D.,  6 Whittier  Place, 
Boston,  Mass.  02114,  or  Box  819,  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School 854  Tmla^;0019 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1 924-  Licensed  by  the  State  of  New  York 


EQUIPMENT 


June  15,  1969  / New  York  State  Journal  of  Medicine  1811 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry,  1,600-bed,  predominantly  psychi- 
atric Veterans  Hospital,  located  in  the  beautiful  Finger 
Lakes  resort  area,  25  miles  from  Rochester.  Hospital  is 
affiliated  with  the  University  of  Rochester  Medical  School. 
Active  medical  and  surgical  services.  Salary  depends  on 
qualifications  and  increases  periodically.  Fringe  benefits 
and  promotions  are  excellent  . 30  days  of  annual  leave  and 

15  days  of  sick  leave.  Retirement,  health,  life  insurance 
plans  and  other  fringe  benefits.  Can  pay  moving  expenses. 
License  in  any  state  required.  Equal  oppty.  Employer. 
Contact  Director  of  Chief  of  Staff,  VAH,  Canandaigua, 
N.Y. 14424. 


RADIOLOGIST:  TO  JQIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


ANESTHESIOLOGIST  WANTED  BY  EXPANDING 
275  bed  general  hospital.  N.Y.S.  license.  Board  eligible 
or  certified.  Fee  for  service.  Prefer  one  capable  of 
heading  up  projected  Pulmonary  Care  Unit.  Finger 
Lakes  area  N.Y.  State.  Box  801,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  community  oriented  dynamic  program  in  Metro- 
politan Detroit  area.  University  associations.  Teach- 
ing staff  of  Board  men,  psychoanalysts,  professors,  out- 
standing visiting  lectures.  Active  research.  Modern 
physical  plant.  Salary  $10,666;  $11,185;  $12,132.  Five 
year  career  program  $12,155  to  $21,942.  Liberal  Civil 
Service  benefits.  Write:  Director  of  Education  and 

Research,  Northville  State  Hospital,  Northville,  Michigan 
48167. 


PHYSICIANS  WANTED:  GENERAL  PRACTICE  AND 
obstetrics.  Two  physicians  wanted  to  supplement  es- 
tablished general  surgeon  in  formation  of  medical  group. 
Salary  negotiable  hut  at  least  $20,000  net  first  year  with 
partnership  options.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upper  New  York  State,  70  miles  from  capitol 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Many  opportunities  in  area  for  outdoors’  enthusiast 
including  skiing,  golf,  hunting,  fishing,  camping  and 
boating.  Expenses  for  interview  will  he  arranged.  Apply 
to  Box  805,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIANS.  MAJOR  RESORT 
area;  modern  hospital  and  emergency  room.  Guaranteed 
income,  fringe  benefits,  hours  flexible.  Contact  Admin- 
istrator, Saratoga  Hospital,  Saratoga  Springs,  N.Y. 
12866.  Tel:  (518)584-6000. 


WANTED:  PATHOLOGIST  INTERESTED  IN  FOR- 

ensic  pathology.  Prior  forensic  experience  not  essential. 
Modern  medical-legal  system.  Complete  laboratory 
facilities.  Third  year  residents  to  Board  certified  path- 
ologists eligible  for  appointment.  New  York  State  license 
required.  State  experience.  Reply  Box  808,  % NYSJM. 


PSYCHIATRIST  WANTED  TO  BE  DIRECTOR  AND  TO 
establish  a Mental  Health  Program  in  Herkimer  County, 
New  York.  Population  70,000,  a prime  recreational  area 
of  the  Adirondack  Mountains.  60  miles  west  of  the  Albany 
Medical  Center,  and  60  miles  east  of  the  Upstate  Medical 
Center  of  Syracuse.  Salary  $28-30,000  depending  upon 
qualifications.  Vacation,  pension  and  other  Civil  Service 
benefits.  For  information:  Donald  R.  Davidson  II, 

M.D.,  Chairman,  42  West  St.,  Ilion,  N.Y.  13357. 


ORANGE  COUNTY,  N.  Y.  NEEDS  PSYCHIATRIST- 
director,  Community  Mental  Health  Services.  Construc- 
tion beginning  on  approved  Comprehensive  Mental  Health 
Center  at  Goshen.  Staffing  grant  submitted.  Three 
on-going  out-patient  clinics.  Active  liaison  with  schools, 
agencies.  Orange  County,  1 hour  from  N.  Y.  C.,  is  one 
of  the  fastest  growing  counties;  beautiful  countryside, 
varied  recreation.  35-hour  week,  many  fringes,  private 
practice  after  hours  O.K.  Salaried  part-time  consultant- 
ships  available.  Get  in  touch  with  Theodore  W.  Neumann, 
Jr.,  Chrmn.,  Mental  Health  Board,  at  Falkirk  Hospital, 
Central  Valley,  N.  Y.  10917.  (914)  928-2256,  or  John 

H.  Melville,  ACSW,  Asst,  to  the  Director,  Box  527, 
Goshen,  N.  Y.  10924.  (914)  294-6185. 


OCCUPATIONAL  PHYSICIAN.  POSITION  AVAIL- 
able  in  large  manufacturing  plant  located  mid  New  York 
State  for  an  applicant  certified  in  internal  medicine  or 
well-trained  and  experienced  in  this  field.  Position  offers 
a challenge  to  a well-motivated  individual  interested  in 
health  evaluation  and  preventive  medicine.  Join  3 full- 
time physicians  in  a busy,  modern  clinic;  hours  are  reg- 
ular, salary  is  liberal,  benefits  are  excellent;  an  equal  op- 
portunity employer.  Box  810,  % NYSJM. 


POTSDAM,  N.  Y.— COLLEGE  PHYSICIAN.  NO 
nights  or  Sundays.  No  hours  when  college  is  not  in  ses- 
sion. All  college  fringe  benefits  apply.  Much  free  time 
in  summer.  Contact:  Dean  of  Students,  Clarkson  Col- 
lege, Potsdam,  N.  Y.  13676.  Tel:  (315)  268-6472. 


URGENTLY  NEEDED.  GENERAL  PRACTITIONER, 
Long  Lake,  N.  Y.,  central  Adirondacks.  Resort  area. 
Excellent  central  school.  Ambulance  service.  Office 
available  at  present.  Attractive,  guaranteed  annual 
salary  as  Town  Health  Officer,  plus  income  from  private 
practice.  Near  modem  hospital.  Write:  Medical  Pro- 

curement Committee,  Box  83,  Long  Lake,  N.Y.  12847. 


EAST  HARLEM  MEDICAL  GROUP  REQUIRES  TO 
add  radiology  to  its  battery  of  specialists.  Radiologist 
must  build  and  equip  800  square  feet  which  is  the  last 
available  office  space  in  a building  dedicated  to  the  health 
and  welfare  of  the  Harlem  community.  The  group  has  all 
medical  specialties  represented,  and  all  practitioners  are 
busy.  Immediate  income  assured.  Box  818,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  TWO  PEDIA- 
tricians  to  join  well  established  medical  group.  Fully 
equipped  offices.  X-ray,  laboratory  and  excellent  charts. 
Community  has  two  modern,  accredited  hospitals.  Guar- 
anteed salary  with  a possibility  of  additional  income.  Send 
resume  to:  Business  Manager,  Karl  Medical  Group.  66 
Maple  St.,  Hornell,  N.Y.  14843. 


EXCELLENT  OPPORTUNITY  FOR  PROCTOLOGIST 
in  well  established  practice.  Vacant  due  to  recent  death 
of  doctor.  Contact  Mrs.  Irving  Kalow,  223  De Forest 
Road,  Syracuse,  N.Y.  13214.  Phone  446—0673,  or 
Ephraim  Shapero,  Loew  Bldg.,  Syracuse,  N.Y.  13202. 
Phone  422-8591. 


GENERAL  PRACTICES:  VACANCY  LEFT  BY  BUSY 
practitioner,  growing  community  with  modern  hospital; 
facilities  for  98  beds.  Contact  William  J.  Zehrung,  M.D., 
Candlewood  Lake  Road,  New  Milford,  Connecticut. 


QUALITY  EAST  HARLEM  MEDICAL  GROUP  Re- 
quires Board  qualified  practitioners  and  general  practi- 
tioners to  devote  one  morning  or  afternoon  per  week  on 
an  active  practice.  No  investment  other  than  a pro- 
fessional dedication  required.  Rewarding  both  medically 
and  financially.  Box  817,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


6(H)  BED  VOLUNTARY  HOSPITAL  IN  NEW  YORK 
City  has  a vacancy  for  an  anesthesiologist  in  group  prac- 
tice. Excellent  salary  with  liberal  fringe  benefits.  Box 
820,  % NYSJM. 


THREE  PHYSICIANS  ASSOCIATED  IN  THE 
practice  of  general  medicine,  located  in  a community  hav- 
ing a new  90- bed  ait  conditioned  hospital  which  is  adding  a 
Coronary  Care  unit,  actively  recruiting  an  internist  or 
internists  to  set  up  practice  in  the  urban- rural  community 
of  35,000,  with  every  conceivable  natural  and  professional 
requisite.  Contact:  Arthur  H.  Applegate.  M.D.,  Mo- 
hawk Valley  General  Hospital,  I lion,  N.Y.  13357.  (315) 

895-7474. 


WHITEHALL,  N.Y.,  WASHINGTON  COUNTY.  GEN- 
eral  practitioner.  Contact:  Supervisor  Frank  Martucci, 

6 Mountain  St.,  Whitehall,  N.Y. 


THREE  PHYSICIANS  ASSOCIATED  IN  THE 
practice  of  general  medicine,  located  in  a community  with 
a new.  fully  air  conditioned  90-bed  general  hospital;  with 

filans  for  breaking  ground  next  spring  for  a 120- bed  nursing 
lome  addition.  An  immediate  service  area  of  35.000  in  a 
burgeoning,  urban-rural  location,  an  hour’s  drive  from 
some  of  the  finest  outdoor  recreational  areas  in  the  north- 
east; adjacency  to  two  excellent  medical  schools;  con- 
sulting in  all  major  specialities  immediately  available; 
actively  recruiting  internists,  pediatricians,  OB/Gyn  men, 
general  surgeons,  and  general  practitioners.  Practice 
environment,  including  office  space  to  your  specification. 
Call  or  write  immediately:  Donald  R.  Davidson  II. 

M.D.,  Mohawk  Valley  General  Hospital,  Ilion,  N.Y. 
13357.  (315)  895-7474. 


PSYCHIATRISTS  NEEDED  FOR  FULL  OR  PART 
time  work  in  a new,  rapidly  growing  mental  health  clinic. 
Excellent  stipend.  Fluency  in  Spanish  an  asset.  Write 
Herbert  W.  Schein,  M.D.,  Medical  Director,  New  York 
Center  for  Psychotherapy,  132  East  22nd  St.,  New  York, 
N.Y.  10010.  Phone  0212)  777-0020. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


SURGICAL-GENERAL  PRACTICE,  SUBURBAN 
Northern  New  Jersey,  for  sale.  W.  Bauer,  M.D..  33 
Halsted  St.,  Newton,  New  Jersey.  Call  collect  (201) 
383-5454. 


FOR  SALE:  MEDICAL  PRACTICES.  ALL  STATES. 

Over  40  practices  for  sale  in  California  alone.  We  can  sell 
your  G.P.  or  specialty  practice  and  help  you  relocate  any- 
where in  the  U.S.  For  information  contact  Professional 
Practice  Sales,  Two  Penn  Plaza,  Suite  1500,  New  York 
City  (212)  947-3013.  Nationwide  Clearing  House  for 
Sale  of  Medical  Practices.  All  inquiries  confidential. 


FOR  SALE:  ESTABLISHED,  LUCRATIVE  MEDICAL 

practice,  4 Vs  room  office,  incl.  all  equipment  and  furni- 
ture. Excellent  location,  luxury  apartment  complex, 
busy  Sheepshead  Bay  area  in  Brooklyn;  all  transporta- 
tion; take  over  inexpensive  lease  and  option.  Present 
M.D.  retiring.  Very  reasonable.  Call  for  appointment 
(212)  SH  3-1616. 


LUCRATIVE  INTERNAL  MEDICINE  PRACTICE  FOR 
sale:  10  rm.,  newly  decorated  home,  plus  5 rm.  attached 
office.  Best  residential  area.  Fully  equipped  office  with 
X-ray  and  EKG.  Established  11  years.  Leaving  for 
reasons  of  wife’s  health.  P.O.  Box  270,  Westbury,  New 
York  11590. 


PRACTICES  FOR  SALE  OR  RENT— CONT’D 


FOR  SALE:  LONG  ESTABLISHED  PRACTICE  OF 

known  internist  retiring.  Fully  equip|>ed  offices  at 
Central  Park  West  in  the  80’s.  Call  (212)  TR  3-8979  or 
(212)  LT  1-6579,  or  write  Box  815,  % NYSJM. 


GENERAL  PRACTICE  FOR  RENT  OR  SALE,  COM- 
nletely  equipped,  including  300  MA  X-ray,  lab,  autoclave, 
ECG,  diathermy,  copy  machine.  Near  medical  centers. 
Gross  $60. (HH)  on  45  hr.  week.  Will  introduce.  Box  822, 
% NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


SURGEON.  BOARD  CERTIFIED,  ELIGIBLE  THORA- 
cic  and  cardiovascular  surgery,  N.Y.  licensed,  desires 
association  or  partnership  with  established  surgeon  or 
group.  Available  July  1969.  H.  Naraghipour,  M.D., 
2351  East  22nd  St.,  Cleveland,  Ohio  44115. 


GENERAL  PRACTITIONER,  UNDER  35,  N.Y.  Li- 
censed, desires  to  associate  with  G.P.  group  in  Rochester, 
New  York  or  immediate  vicinity.  Box  821,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN.  4 ROOM 

ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Good  Medi- 
caid area.  Dentist-owner,  2nd  floor,  established  12  yrs. 
ES  2-0853. 


DOCTOR’S  OFFICE  AVAILABLE.  APPROXIMATELY 
600  sq.  ft.  luxury  building,  Lincoln  Towers  (Lincoln  Cen- 
ter area).  Completely  partitioned  into  waiting  room, 
examining  room.  X-ray  room,  laboratory  and  consultation 
rooms.  Wall-to-wall  carpeting,  air  cond.  Ideal  for 
pediatrician,  podiatrist,  or  dentist.  Contact  Walter 
Taub,  M.D.,  (212)  TR-3-3355. 


200  CENTRAL  PARK  SOUTH,  1375  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


FOR  SALE:  RETIRING  DOCTOR’S  3 STORY  HOME 
and  6 room  office  suite  with  or  without  equipment.  Choice 
location  facing  Prospect  Park,  Brooklyn.  Box  816,  % 
NYSJM. 


ROCKLAND  COUNTY:  OFFICES  OF  625  OR  1250 

square  feet  in  magnificent  new  medical  complex,  with  3 
internists,  obstetrician,  pediatrician.  Can  use  ENT, 
dermatologist,  urologist.  (914)  NE  4-8988. 


PROFESSIONAL  APARTMENT  AVAILABLE.  LARGE 
comer  apartment  in  100  family  building.  Recently  va- 
cated by  retiring  doctor.  Separate  entrance.  Suitable 
for  one  or  two  doctors  or  similar  type  of  profession.  Broad- 
way Flushing  section  of  Queens.  Bus  stop  in  front  of 
building.  Reasonable  rent.  BA  5-1687. 


FOR  SALE:  DECEASED  DOCTOR’S  OFFICE  PLUS 

apartment,  Jamaica,  N.Y.  Fully  equipped  office  (X-ray, 
diathermy,  etc.).  Central  location  near  transportation. 
Large  general  practice.  Call  after  8 p.m.  JA  3-3529. 


June  15,  1969  / New  York  State  Journal  of  Medicine  1813 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  fine 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first: 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag 
nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  afte 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulen 

action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonful! 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References;  1.  Danhof,  I.  E.:  Report  on  tile.  2.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

Mylantd 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 
^Stuortj  Division/ATLAS  CHEMICAL  INDUSTRIES.  INC  /Pasadena,  Calif.  91 109 
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July  2,  1969  / July  30,  1969 

12:00  noon,  Wednesdays 

Margaret  Sanger  Research  Bureau 

Seminar  Room,  Parlor  Floor 
1 9 West  1 6th  Street 

READING  AND  DISCUSSION  OF 
UTEROSALPINGOGRAMS 

MSRB  FERTILITY  STAFF  and  MILDRED  E.  WARD,  M.D. 


SATURDAY,  JULY  12 

American  Association  for  the  Study  of 
Headache 

New  York  Hilton  Hotel 

ANNUAL  ONE  DAY  MEETING 

1.  Glutamate  Headache 

ROBERT  BYCK,  M.D.  and  HERBERT  H.  SCHAUM- 
BURG, M.D. 

Albert  Einstein  College  of  Medicine 

2.  Further  Observations  on  the  Role  of 
the  Nervus  Intermedius  in  Head  and 
Face  Pain 

ERNEST  SACHS,  JR,  M.D. 

Hitchcock  Clinic,  Hanover,  N.  H. 

3.  The  Differential  Diagnosis  and  Treat- 
ment of  Headaches  Resulting  from 
Acute  Cervical  Sprain 

MICHAEL  M.  GILBERT,  M.D.,  Miami,  Florida 

4.  Emotional  Aspects  of  Chronic 
Tension  Headache 

LESLIE  P.  WEINER,  M.D. 

Johns  Hopkins  University,  Baltimore,  Md. 

5.  Cluster  Headache  and  Cluster  Vertigo 

GORDON  J.  GILBERT,  M.D.,  St.  Petersburg,  Fla. 

6.  Retinal  Migraine 

DESMOND  CARROLL,  M.D.,  London,  England 

7.  Vasomotor  Function  in  Migraines 

OTTO  APPENZELLER,  M.D. 

University  of  New  Mexico,  Albuquerque,  N.  M. 

8.  Allergic  Headache 

john  p.  McGovern,  m.d. 

McGovern  Allergy  Clinic,  Houston,  Texas 

9.  Ocular  Headache  in  Children 

PHILIP  H.  ZWEIFACH,  M.D.,  New  York  City 

10.  Physiological  Mechanisms  and  Treat- 
ment of  Petrosal  Neuralgia 

AVERILL  STOWELL,  M.D.,  Tulsa,  Okie. 

CREDIT:  C-l 


July  12,  1969  and  July  13,  1969 

The  Society  for  Investigative  Dermatology 

New  York  Hilton  Hotel 

53rd  Street  and  Avenue  of  the  Americas 

30th  ANNUAL  MEETING 

NOTE:  Included  in  the  more  than  40  papers  to  be  given 
is  the  9th  Annual  Herman  Beerman  Lecture  on  Sunday 
afternoon.  Topic:  Immunological  Studies  in  Systemic 
Lupus  Erythematosus  by  Henry  G.  Kunkel,  M.D.,  The 
Rockefeller  University. 

Write:  The  Secretary,  G.  W.  Hambrick,  Jr.,  M.D., 

601  N.  Broadway,  Baltimore,  Maryland  21205. 


July  13,  1969  / July  17,  1969 
American  Medical  Association 

Americana  Hotel 

52nd  Street  and  7th  Avenue 

New  York  City 

ANNUAL  CONVENTION 

NOTE:  The  Convention  issue  of  JAMA  contain- 

ing the  program  of  the  New  York  Annual  Meet- 
ing appeared  May  26,  1969. 


July  13,  1969  / July  18,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine  Program  of 
Continuation  Education 

Park  Plaza  Hotel 
New  Haven,  Connecticut 

6th  Annual  Management  Institute 

EXECUTIVE  DEVELOPMENT:  PLANNING 
AS  A COMMUNITY  FUNCTION 

FEE:  $125 

Co-sponsored  by  the  National  Health  Council.  Please 
write  to  21  Audubon  Avenue,  New  York,  N.  Y.  10032 
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FUTURE  EVENTS  IN  NEW  YORK  CITY 


September  3,  1969  / December  17,  1969 

4 :00-6  :00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

OTOLARYNGOLOGY  FOR  NON- 
OTOLARYNGOLOGISTS 

KARL  M.  MORGENSTEIN,  M.D. 

JOSEPH  L.  GOLDMAN,  M.D.  and  ASSOCIATES 
Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-1 

Address  Correspondence  to:  Registror,  The  Page  and 

William  Black  Post-Graduate  School  of  Medicine, 
Mount  Sinai  School  of  Medicine,  Fifth  Avenue  and  100th 
Street,  New  York,  N.  Y.  10029. 


SATURDAY,  SEPTEMBER  6 

9 : 00  a.m. 

Misericordia-Fordham  Affiliation 
Misericordia  Hospital 

School  of  Nursing,  Room  B-16 
600  East  233rd  Street,  Bronx 

POLYCYSTIC  OVARIAN  DISEASE 

ALVIN  F.  GOLDFARB,  M.D. 

Jefferson  Medical  College,  Phila. 


September  8,  1969  / November  22,  1969 

The  Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

12th  Series  of  Post-Graduate  Courses  for  Ophthalmologists 

Courses  will  include  the  following: 

1.  Advances  in  Ocular  Prostheses 

2.  Biomicroscopy 

3.  Cataract  Surgery 

4.  Clinical  Perimetry 

5.  Corneal  Contact  Lenses 

6.  Corneal  Surgery 

7.  Diagnostic  Ultrasonography 

8.  Enucleation  and  Evisceration 

9.  Fluorescein  Angiography 

10.  Glaucoma 

1 1 . Gonioscopy 

12.  Indirect  Ophthalmoscopy 

13.  Lacrimal  Sac  Surgery 

14.  Motor  Anomalies 

15.  Neuro  Ophthalmology 
1 6.  Ocular  Geriatrics 

17.  Ocular  Radiology 
1 8.  Ocular  Therapeutics 

19.  Ophthalmoscopy 

20.  Pathology 

21.  Perimetry 


22.  Plastic  Eye  Surgery 

23.  Practical  Applanation  Tonometry 

24.  Radio-Isotopes  in  Ophthalmology 

25.  Refraction 

26.  Surgery  of  the  Orbit 

27.  Tonography  and  Applanation  Tonometry 

28.  Uveitis 

Plus  a one-week  post-graduate  course  designed  as  a 
review  in  Basic  Sciences  in  Ophthalmology 

For  catalog  and  further  information,  please  contact: 
JANE  STARK,  Registrar,  at  the  above  address. 

September  15,  1969  / September  19,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

PART  II  of  a Three  Week  Course  in  Public 
Health  (see  June  1st  WHAT  GOES  ON) 


September  17,  1969  / December  3,  1969 

8 00— 10:00  a.m.,  Wednesdays 

Coney  Island  Hospital,  Room  2W1 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in 

INTERNAL  MEDICINE  FOR  COMMUNITY 
PHYSICIANS 

NO  FEE  CREDIT:  C-1 


SATURDAY,  SEPTEMBER  20 

9 : 00  a.m.-l  2 : 00  noon 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

REGIONAL  CLINICAL  ANATOMY 
THE  MUSCULOSKELETAL  SYSTEM 

ANGUS  G.  CATHIE,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

CREDIT:  C-1 


September  27,  1969  / November  8,  1969 

10  00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

630  West  1 68th  Street 

MEDICAL  HYPNOSIS  (BASIC) 

Under  the  Direction  of: 

HERBERT  SPIEGEL,  M.D. 

FEE:  $175 

Write  for  application:  MELVIN  D.  YAHR,  M.D. 
Associate  Dean,  at  the  above  address. 
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ALBANY  AREA 


July  9,  1969  / for  six  weeks 

9 : 30-1  1 : 30  a.m.,  Wednesdays 

Albany  Medical  College,  Department  of 
Postgraduate  Medicine 

LaSalle  School  Administration  Building 
391  Western  Avenue 

ADOLESCENT  PSYCHIATRY 

NO  FEE  CREDIT:  C-l 


BUFFALO  AREA  FUTURE  EVENT 


October  2,  1969  / October  9,  1969 

State  University  of  New  York  at  Buffalo 

Executive  Motel 
Buffalo 

2nd  SYMPOSIUM  ON  USE  OF 
COMPUTERS  IN  CLINICAL  MEDICINE 
(Workshops) 

Please  write  to:  Continuing  Medical  Education,  State 

University  of  New  York  at  Buffalo,  221  1 Main  Street, 
Buffalo,  New  York  14214 


NASSAU  COUNTY  FUTURE  EVENT 


August  7,  1 969  / for  fifteen  consecutive  weeks 

1 . 00-4  :00  p.m.,  Thursdays 

The  State  University  of  New  York,  Downstate 
Medical  Center,  College  of  Medicine  and 
The  Long  Island  Jewish  Hospital 

270-05  76th  Avenue 
New  Hyde  Park 

Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

Instructors:  HENRY  I.  COLMAN,  M.D., 

ALEXANDER  H.  ROSENTHAL,  M.D.,  JAMES  I. 
BERKMAN,  M.D.,  DONALD  J.  CASPER,  M.D., 

NORBERT  PLATT,  M.D.  and  ALAN  GIBSTEIN,  M.D. 
Downstate  Medical  Center 

FEE:  $100  (class  limited  to  20) 

Apply  to:  Committee  on  Medical  Education,  The  Long 

Island  Jewish  Hospital,  above  address — or  tel.  FL  3- 
6700  and  (516)  GE  7-6700,  Ext.  2421.  Mrs.  Evelyn 
Bennett,  Secretary. 


ROCHESTER  AREA  FUTURE  EVENT 


THURSDAY,  SEPTEMBER  11 
Rochester  General  Hospital 

1425  Portland  Avenue 
Rochester,  New  York  14621 

PSYCHIATRY,  (SIX  HOUR  COURSE) 

FEE:  $15  CREDIT:  C-l 


WESTCHESTER  COUNTY 


WEDNESDAY,  JULY  30 

5 : 00  p.m. 

Grasslands  Hospital 

Medical  Education  Building 
Eastview  Hall,  Conference  Room  A 
Valhalla 

EFFECT  OF  OBSTETRIC  ANESTHESIA  IN 
UTERINE  TONE  AND  CONTRACTILITY 

GERTIE  F.  MARX,  M.D. 

Albert  Einstein  College  of  Medicine 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


FORT  COVINGTON,  N.  Y.,  Franklin  County.  General  Practi- 
tioner. 

CONTACT-  MR.  THOMAS  C.  CAVANAUGH,  Supervising 
Principal,  Salmon  River  Central  School,  Fort  Covington, 
N.  Y.  1 2937. 


HANCOCK,  N.  Y.,  Delaware  County,  needs  a General 
Practitioner 

CONTACT:  MR.  VAL  J.  IVERSEN,  Hancock,  N.  Y.  13783. 

Tel.  (607)  637-2741. 


INDIAN  LAKE,  N.  Y.,  Hamilton  County,  needs  a General 
Practitioner  immediately. 

CONTACT:  MR.  MAX  G.  GOLDE,  Supervisor,  Town  of 

Indian  Lake,  Indian  Lake,  N.  Y.  12842. 


WHITE  PLAINS,  N.  Y.,  Westchester  County.  General  Practi- 
tioner Associate. 

CONTACT:  DANTE  MANGANELLI,  M.D.,  1 20  Old  Mamaro- 
neck  Road,  White  Plains,  N.  Y.  10600.  Tel.  (914)  RO 
1-1585. 


For  further  information  please  contact:  Physicians’ 

Placement  Bureau,  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  N.  Y.  10017. 
Tel.  YUkon  6-5757— Ext.  754. 
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[CUnical  Anesthesia  Conference],  1196 
Colitis,  amebic,  acute;  prospective  analysis,  815 
Colon,  acute  suppurative  appendicitis  secondary  to  metastatic 
carcinoma  from,  823 

Coma,  hyperglycemic,  associated  with  corticosteroid  therapy, 

1785. 

Commissurotomy,  mitral:  elective  open-heart  repair  of 

stenotic  mitral  valve,  789 

Community  hospital,  coronary  care  in;  eighteen-month 
experience,  800 

Community,  psychiatric  service  to;  pilot  program  for  its 
extension,  713 

Complicated  Acute  Mastoiditis  Treated  Conservatively 
(Goodwin),  594 

Compression,  spinal  cord,  mechanism  of;  extradural  spinal 
cyst,  959 

Computers — Can  They  Help  Medicine?  (Ausman) , 1309 
Computers:  tools  of  research — and  its  aims,  1236 
Consultation:  psychiatric  service  to  community;  pilot 

program  for  its  extension,  717 

Contiguous  Meningioma  and  Astrocytoma  in  Brain  (Cooper), 

969 

Coronary  arteriosclerosis:  seizures,  abnormal  chest  roent- 

genogram, and  fulminating  clinical  course  [Clinicopatho- 
logic Conference],  568 

Coronary  Care  in  Community  Hospital.  Eighteen-Month 
Experience  (Juster,  Morrissey,  St.  John,  and  Simmonds), 
800 

Coronary  Disease  in  Identical  Twins  with  Paget’s  Disease  in 
One  (Douglas  and  Arkun,  1425 
Coronary  disease:  sudden  death  due  to  cardiac  rupture  in 

myocardial  ischemia  and  infarction;  causes,  mechanism, 
and  possible  prevention,  794 

Coronary  Insufficiency  Due  to  Secondary  Hyperlipopro- 
teinemia (Chu,  Doyle,  and  Connette),  1343 
Correlation  Conferences  in  Radiology  and  Pathology  (Series) 
296,  586,  938,  1059,  1315,  1748 
Correlation  of  Serum  Glutamic  Oxaloacetic  Transaminase 
Levels  and  Arrhythmias  in  Acute  Myocardial  Infarction 
(Eshwar),  1041 

Corticosteroids:  refractory  asthma  and  adrenergic  aerosols, 

662 

Corticosteroid  therapy,  hyperglycemic  coma  associated  with, 
1785 

Cost  of  medical  care:  future  of  medicine,  717 
Cost  of  medical  care:  physician  and  hospital  costs,  978 

Countershock,  electric,  human  tolerance  to,  253 
Curettage  for  incomplete  abortion,  pulmonary  embolism 
during  [Clinical  Anesthesia  Conference],  457 
Cyanide  Poisoninv.  Medical  Emergency  (Mascarenhas, 
Geller,  and  Goodman),  1782 

Cyanosis,  chest  pain,  and  dyspnea  with  heart  murmurs  and 
history  of  streptococcal  bacteremia  [Clinicopathologic 
Conference],  1187 


Cybernetics  of  Peptic  Ulcer,  the  (Harvey),  430 
Cyclophosphamide  and  Severe  Hemorrhagic  Cystitis  (Hutter, 
Bauman,  and  Frank),  305 

Cyst(s) 

abdominal  mass  with  thrombocytosis  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  1748 
extradural  spinal;  mechanism  of  spinal  cord  compression, 

959 

lung  cancer  posing  as  thin-walled,  1077 
miillerian  duct,  presenting  symptoms  of  prostatism; 
treatment  with  transperitoneal  excision  of  cyst,  1437 
Cystitis  emphysematosa,  diabetes  mellitus  and,  [Correlation 
Conferences  in  Radiology  and  Pathology],  1315 
Cystitis,  severe  hemorrhagic,  and  cyclophosphamide,  305 
Cystoceles:  effect  of  chemoprophylaxis  and  chemotherapy  on 
bacilluria  with  indwelling  catheter,  965 
Cytochrome-oxidase  system:  cyanide  poisoning;  medical 

emergency,  1782 

Deliberate  Hypotension  in  Surgery  of  Cerebral  Aneurysm 
and  Correlative  Animal  Studies  (Ransohoff,  Guy,  Mazzia, 
and  Battista),  913 

Demographic,  social,  and  economic  factors  affecting  physician 
population  in  upstate  New  York,  706 
Dental  hygiene:  new  long-lasting  lozenge  protectant  vehicle 

for  oral  mucosal  disease,  687 

Dentistry:  accidental  ingestion  of  endodontic  instruments; 

barbed  broach,  690 

Dentistry:  liability  in  anesthesiology,  1795 
Dermatologic,  pathologic,  and  gynecologic  vulvar  clinic, 
aims  of  joint,  1184 

Dermatologic  Therapy.  Historical  Advances  [One  Hundred 
Years  of  Dermatology]  (Symposium)  (McCarthy),  1305 
Dermatologic  Vulvar  Conditions  Seen  in  Child  (Altchek), 
1401 

Dermatological  Society,  New  York;  first  hundred  years 
[One  Hundred  Years  of  Dermatology  ] (Symposium),  1292 
Dermatology 

digital  involvement  of  extremities  in  scleroderma;  method 
of  treatment,  935 

one  hundred  years  of  (Symposium),  1292 
studies  with  the  hypospray,  observations  on  penetration 
and  distribution  of  india  ink  in  skin  and  tumors,  561 
superficial  fascial  flaps,  932 

Dermatoses,  bullous,  history  of  [One  Hundred  Years  of 
Dermatology]  (Symposium),  1298 
Dermatosis:  therapeutic  responses  to  fluocinolone  acetonide 

of  increased  concentration,  466 
Diabetes:  antidiabetic  effect  of  acetohexamide;  effect  of 

potassium  supplements,  1287 

Diabetes  mellitus:  fever,  precordial  distress,  and  cardiac 

arrhythmias  with  healed  pulmonary  tuberculosis  [Clinico- 
pathologic Conference],  943 

Diabetes  Mellitus  and  Cystitis  Emphysematosa  [Correlation 
Conferences  in  Radiology  and  Pathology],  1315 
Diabetes  Teaching  Manual  for  Patients  and  Hospital  Person- 
nel. Revised  Edition  (Dube),  1169 
Dialysis,  maintenance,  anesthetic  problems  in  patients  on 
[Clinical  Anesthesia  Conference],  583 
Dialysis,  peritoneal,  treatment  of  methyl  salicylate  poisoning 
by,  1785 

Dialyzers,  twin  coil,  residual  blood  recovery  from;  improved 
method,  273 

Diaphragm,  primary  neurilemmoma  of,  837 
Diarrhea,  bloody  : acute  amebic  colitis;  prospective  analysis, 
815 

Diet:  diabetes  teaching  manual  for  patients  and  hospital 

personnel;  revised  edition,  1169 
Diet:  see  also  Nutrition  Reports  (Series) 

Digital  Involvement  of  Extremities  in  Scleroderma.  Method 
of  Treatment  (MacDowell),  935 
Dilemma  of  Hyperparathyroidism  [Correlation  Conferences 
in  Radiology  and  Pathology],  296 
Diphenylhydantoin:  trigeminal  neuralgia;  current  trends 

in  treatment  [Recent  Advances  in  Medicine  and  Surgery], 
564 

DNA:  hormones  and  gene  transcription,  542 

Drug  Sources  [Quarterly  Review  of  Drugs],  1790 
Drugs 

antibiotics  in  practice  of  pediatrics,  265 
arthritis  induced  by  antithyroid  medication,  826 
cyclophosphamide  and  severe  hemorrhagic  cystitis,  305 
vinblastine  sulfate  in  Hodgkin’s  disease,  808 
Duodenum:  rapidly  progressive  kidney  disease  [Clinico- 

pathologic Conference],  1752 
Dysphagia:  carcinoid  of  esophagus,  1337 
Dyspnea,  cyanosis,  and  chest  pain  with  heart  murmurs  and 
history  of  streptococcal  bacteremia  [Clinicopathologic  Con- 
ference], 1187 

Dyspnea,  progressive,  enlarged  cardiac  silhouette,  and  right 
pleural  effusion  [Clinicopathologic  Conference],  1062 

Ear,  complicated  acute  mastoiditis  treated  conservatively, 

594 

Ear,  gait  disturbance  and  the  [Correlation  Conferences  in 
Radiology  and  Pathology],  586 
Economic,  social,  and  demographic  factors  affecting  physician 
nopula tion  in  upstate  New  York,  706 
Education,  medical:  Future  of  medicine,  717 
Effect  of  Chemoprophylaxis  and  Chemotherapy  on  Bacilluria 
with  Indwelling  Catheter  (Duckman,  Attardi,  Dubner,  and 
Ventura),  965 
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Effect  of  Pain  Relief  on  Arterial  Blood  Gaa  Values  During 
Labor  (Marx,  Macatangay,  Cohen,  and  Schulman),  819 
Effector  system : the  cybernetics  of  peptic  ulcer,  430 
Elective  Open-Heart  Repair  of  Stenotic  Mitral  Valve  (Robin- 
son and  Attai),  789 

Electric  countershock,  human  tolerance  to,  253 
Electocardiograma  of  the  Month  (Series),  455,  683,  941,  1199, 
1419 

Electrocardiogram,  preoperative,  value  of  (Clinical  Anea- 
thesia  Conference  f,  681 

Electrocardiography:  so-called  left  atrial  rhythm,  1215 
Electrocardiography:  coronary  care  in  community  hospital; 

eighteen-month  experience,  800 
Electronics:  radio-controlled  behavior,  413 
Elias  Lonnrot,  M.D.  (1802-1884).  The  Kalevala  [Medical 
Arts  and  Letters)  (Ober),  1227 
Embolism,  amniotic  fluid:  maternal  deaths  associated  with 

induction  of  labor,  599 

Embolism,  pulmonary,  during  curettage  for  incomplete 
abortion  [Clinical  Anesthesia  Conference),  457 
Embolus,  cartilage:  sudden  onset  of  severe  chest  pain  and 

paralysis  (Clinicopathologic  Conference],  446 
Embolus,  polyethylene  catheter,  angiographic  visualization 
of,  316 

Endaortitis:  circulatory  collapse  [Clinicopathologic  Con- 

ference), 672 

Endocarditis:  aortic  insufficiency;  clinical  course  under 

medical  therapy,  657 

Endocarditis,  Caraiobacterium  hominis,  704 
Endocrine  Disorders  Associated  with  Tumors  of  Lung  (Sachs), 
276 

Endodontic  instruments,  accidental  ingestion  of;  barbed 
broach,  690 

Endotracheal  tube:  basal  narcosis  for  repair  of  cleft  lip  in 

infants,  1744 

Enzymes:  correlation  of  serum  glutamic  oxaloacetic  trans- 

aminase levels  and  arrhythmias  in  acute  myocardial 
infarction,  1041 

Eosinophilia,  recurrent  pulmonary  infiltrates  with  [Correla- 
tion Conferences  in  Radiology  and  Pathology),  938 
Epileptic  manifestation  of  vertebral-basilar  artery  insuffi- 
ciency, 1441 

Epinephrine:  basal  narcosis  for  repair  of  cleft  lip  in  infants, 

1744 

Epinephrine:  refractory  asthma  and  adrenergic  aerosols,  662 
Esophagus,  carcinoid  of,  1337 

Ethylene  chlorohydrine:  hazards  associated  with  ethylene 

oxide  sterilization  [Clinical  Anesthesia  Conference),  1319 
Ethylene  glycol:  hazards  associated  with  ethylene  oxide 

sterilization  [Clinical  Anesthesia  Conference],  1319 
Ethylene  oxide  sterilization,  hazards  associated  with  [Clinical 
Anesthesia  Conference),  1319 

Excision,  tra  ns  peritoneal,  of  cyst,  treatment  with;  miillerian 
duct  cyst  presenting  symptoms  of  prostatism,  1437 
Exfoliative  cytology:  viral  infections  of  female  genital  tract, 
1397 

Experimental  Cerebrovascular  Occlusion;  New  Technic  for 
Evaluation  (Fish,  Bender,  and  Owens),  537 
Extradural  Spinal  Cyst.  Mechanism  of  Spinal  Cord  Com- 
pression (Das),  959 

Eye,  pain  and  swelling  about  [Correlation  Conferences  in 
Radiology  and  Pathology),  1059 

Facial  paralysis:  complicated  acute  mastoiditis  treated 

conservatively,  594 

Failure  of  Attempt  to  Create  Combined  Medical-Surgical 
Internship  (Reichman),  1347 
Fallopian  tube,  primary  carcinoma  of,  1321 
Fascial  flaps,  superficial,  932 
Feed-back:  the  cybernetics  of  peptic  ulcer,  430 
Feet,  painful;  modem  ways  to  manage  old  problems 
[One  Hundred  Years  of  Dermatology]  (Symposium) , 1301 
Fever,  Precordial  Distress,  and  Cardiac  Arrhythmias  with 
Healed  Pulmonary  Tuberculosis  (Clinicopathologic  Con- 
ference], 943 

Fibrillation:  human  tolerance  to  electric  countershock,  253 
Fibrinolytic  system:  coagulopathy  in  pregnant  woman 

following  car  accident  [Clinical  Anesthesia  Conference], 
1196 

Flaps,  fascial,  superficial,  932 

Fluocinolone  acetonide  of  increased  concentration,  thera- 
peutic responses  to,  466 

Fluorine:  osteogenesis  imperfecta;  therapeutic  challenge, 

310 

Food,  Time,  and  Cellular  Growth  of  Brain  [Nutrition  Re- 
ports] (Winick),  302 

Foot  care:  diabetes  teaching  manual  for  patients  and 

hospital  personnel;  revised  edition,  1169 
Forearms,  atypical  chondrodystrophy  of,  700 
Fracture  Dislocation  of  Cervical  Spine;  Value  of  Anterior 
Approach  (Goran),  1050 
Future  of  Medicine  (Rawls),  717 

Gait  Disturbance  and  the  Ear  [Correlation  Conferences  in 
Radiology  and  Pathology],  586 
Galactorrhea,  nonpuerperal,  following  hysterectomy,  590 
Gases,  blood,  altered,  and  left  atrial  hypertension,  418 
Gasserian  ganglion:  trigeminal  neuralgia;  current  trends 

in  treatment  [Recent  Advances  in  Medicine  and  Surgery], 
564 

General  Practitioner  in  Community  Psychiatry.  Experi- 
mental Treatment  Project  (Ehrenwald  and  Kloth),  1739 


Gene(a) 

transcription,  hormones  and,  542 
atypical  chondrodystrophy  of  forearms,  700 
coronary  disease  in  identical  twins  with  Paget’s  disease  in 
one,  1425 

Genital  tract,  female,  viral  infections  of,  1397 
Glenohumeral  joint:  hemiplegic  shoulder,  548 
Glomerular  filtration  rate:  rapid  inulin  clearance;  method 

for  clinical  use,  1735 

Glomerulonephritis:  circulatory  collapse  [Clinicopathologic 

Conference!,  672 

Glucagon:  diabetes  teaching  manual  for  patients  and 

hospital  personnel;  revised  edition,  1169 
Glycosuria:  diabetes  mellitus  and  cystitis  emphysematosa 

[Correlation  Conferences  in  Radiology  and  Pathology), 
1315 

Gogarty,  Oliver  St.  John,  M.D.  (1878-1957);  Buck  Mulligan 
of  Irish  renaissance  [Medical  Arts  and  Letters],  469 
Granuloma:  rationale  of  routine  scalene  node  biopsy  in 

pulmonary  lesions,  805 

Grafts:  transplantation;  past,  present,  and  future  [Recent 

Advances  in  Medicine  and  Surgery],  285 
Granulomatosis,  Wegener’s,  treated  with  steroids  and  aza- 
thioprine,  remission  in,  1205 

Guidance  counselor  program:  psychiatric  service  to  com- 

munity; pilot  program  for  its  extension,  717 
Gynecologic,  dermatologic,  and  pathologic  vulvar  clinic,  aims 
of  joint,  1184 

Gynecology:  accessory  lobe  of  liver  presenting  symptoms  of 
pelvic  tumor,  1334 

Gynecology:  primary  carcinoma  of  fallopian  tube,  1321 

Hadfield,  James  and  medical  jurisprudence  of  insanity 
[History  of  Medicine],  1221 

Hair  follicle:  vinblastine  sulfate  in  Hodgkin’s  disease,  808 
Hallucinogenic  Effects  of  Nutmeg  in  Adolescent  (Fras  and 
Friedman),  463 

Handel,  Bach,  and  “Chevalier”  John  Taylor,  M.D.;  opthal- 
miater  [Medical  Arts  and  Letters],  1797 
Hazards  Associated  with  Central  Venous  Pressure  Monitoring 
[Clinical  Anesthesia  Conference],  955 
Hazards  Associated  with  Ethylene  Oxide  Sterilization  [Clini- 
cal Anesthesia  Conference],  1319 
Heart  murmurs  and  history  of  streptococcal  bacteremia, 
chest  pain,  dyspnea,  and  cyanosis  with  [Clinicopathologic 
Conference],  1187 

Heart,  open-,  surgery,  ventilation  after,  1393 
Heart:  see  also  Cardiac 

Heart,  rheumatic:  aortic  insufficiency;  clinical  course  under 
medical  therapy,  657 

Hematology:  pyridoxine-responsive  anemia,  1430 
Hematuria:  acute  oliguria  from  overdose  of  chlorprothixene, 
1340 

Hemiplegic  Shoulder  (Moskowitz,  Goodman,  Smith,  Bal- 
thazar and  Mellins),  548 

Hemophilus  influenzae  meningitis,  adult;  associated  with 
disseminated  intravascular  coagulation,  1760 
Hepatic:  see  also  Liver 

Hepatomegaly,  jaundice,  ascites,  and;  recurrence  in  Chinese 
male  [Clinicopathologic  Conference],  1405 
Hepatosplenomegaly:  Plasmodium  falciparum  malaria, 

1219 

Hernia,  bilateral  cervical,  of  lung  with  soft-tissue  protrusion 
in  suprasternal  fossa,  694 

Herniation:  fracture  dislocation  of  cervical  spine;  value  of 
anterior  approach,  1050 

Herpes  virus:  viral  infections  of  female  genital  tract,  1397 
Heterozygous  trait:  atypical  chondrodystrophy  of  forearms, 
700 

Histones:  hormones  and  gene  transcription,  542 
History  of  Bullous  Dermatoses  [One  Hundred  Years  of 
Dermatology]  (Symposium)  (DeFeo),  1298 
History  of  Medicine  (Series),  843,  1104,  1221,  1351 
Hodgkin’s  disease,  primary,  of  thyroid,  314 
Hodgkin’s  disease,  vinblastine  sulfate  in,  808 
Homotransplant,  renal:  anesthetic  problems  in  patients 

on  maintenance  dialysis  [Clinical  Anesthesia  Conference], 
583 

Hormones  and  Gene  Transcription  (Koide),  542 
Hormones:  insulin  in  blood,  [Nutrition  Reports],  1201 
Hormones:  endocrine  disorders  associated  with  tumors  of 

lung,  276 

Hospital,  community,  coronary  care  in;  eighteen-month 
experience,  800 

Hospital  costs,  physician  and,  978 

Human  Tolerance  to  Electric  Countershock  (Flynn,  Mehta, 
Kiang,  and  Almazan),  253 

Hydranencephaly  in  Twins  (Haque  and  Glasauer),  1210 
Hydro-encephalodysplasia:  hydranencephaly  in  twins,  1210 
Hydrocephalus:  hydranencephaly  in  twins,  1210 
Hydrochloric  acid:  rapid  inulin  clearance;  method  for 

clinical  use,  1735 

Hyperglycemic  Coma  Associated  with  Corticosteroid  Therapy 
(Pierce  and  O’Brien),  1785 

Hyperlipemia:  primary  lipid  disorders;  clinicopathologic  cor- 
relations [Recent  Advances  in  Medicine  and  Surgery],  436 
Hyperlipoproteinemia,  coronary  insufficiency  due  to  second- 
ary, 1343 

Hyperparathyroidism,  dilemma  of  [Correlation  Conferences 
in  Radiology  and  Pathology],  296 
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Hypertension,  arterial:  unilateral  upper  urinary  tract  ob- 

struction and  arterial  hypertension,  668 
Hypertension,  left  atrial,  and  altered  blood  gases,  418 
Hypoglycemic  drugs,  oral:  diabetes  teaching  manual  for 

patients  and  hospital  personnel;  revised  edition,  1169 
Hypophosphatemia:  renal  tubular  dysfunction  associated 

with  alcoholism  and  liver  disease,  1312 
Hypospray,  studies  with  the;  observations  on  penetration 
and  distribution  of  india  ink  in  skin  and  tumors,  561 
Hypotension,  deliberate,  in  surgery  of  cerebral  aneurysm  and 
correlative  animal  studies,  913 
Hypothyroidism:  coronary  insufficiency  due  to  secondary 

hyperlipoproteinemia,  1343 

Hypouricemia:  renal  tubular  dysfunction  associated  with 

alcoholism  and  liver  disease,  1312 
Hysterectomy,  nonpuerperal  galactorrhea  following,  590 
Hysterectomy:  primary  carcinoma  of  fallopian  tube,  1321 


Ileal  segment:  primary  and  secondary  repair  of  retrocaval 

ureter,  1773 

Immunoglobulins:  role  of  antibodies  in  allergic  diseases,  551 

Immunology:  role  of  antibodies  in  allergic  diseases,  551 

Immunoreactive  insulin:  insulin  in  blood  [Nutrition 

Reports],  1201 

Indole:  rapid  inulin  clearance;  method  for  clinical  use,  1735 
Industry,  Law,  and  Workmen’s  Compensation  in  Relation  to 
Stroke  (Amdur),  319 

Infarction,  sudden  death  due  to  cardiac  rupture  in  myo- 
cardial ischemia  and;  causes,  mechanism,  and  possible 
prevention,  794 

Influenza,  perforated  appendix,  influence  of,  outbreak  of,  685 
Influenzae,  Hemophilus,  meningitis,  adult;  associated  with 
disseminated  intravascular  coagulation,  1760 
Insanity,  James  Hadfield  and  medical  jurisprudence  of 
[History  of  Medicine],  1221 
Insecte:  role  of  antibodies  in  allergic  diseases,  551 

Insulin 

antidiabetic  effect  of  acetohexamide;  effect  of  potassium 
supplements,  1287 

diabetes  teaching  manual  for  patients  and  hospital  person- 
nel; revised  edition,  1169 

hyperglycemic  coma  associated  with  corticosteroid  therapy, 
1785 

Insulin  in  Blood  [Nutrition  Reports]  (Ogawa),  1201 
Insurance:  liability  in  anesthesiology,  1795 
Insurance:  liability  in  general  surgery,  1447 

Internship,  failure  of  attempt  to  create  combined  medical- 
surgical,  1347 

Intoxication:  hallucinogenic  effects  of  nutmeg  in  adolescent, 
463 

Intracardiac  Leiomyosarcoma  (Cohen),  1767 
Intravascular  coagulation,  disseminated,  associated  with; 

adult  Hemophilus  influenzae  meningitis,  1760 
Inulin,  rapid,  clearance;  method  for  clinical  use,  1735 
Involuntary  Movement  Syndrome  After  High  Cervical 
Percutaneous  Chordotomy  (Subczynski,  Haque,  Woldring, 
and  Owens),  697 

Iodine,  radioactive,  comparison  with  objective  indicator; 

magnesium  sulfate  as  circulation  time  indicator,  1047 
Irradiation:  dermatologic  therapy;  historical  advances 

[One  Hundred  Years  oi  Dermatology ] (Symposium),  1305 
Ischemia,  myocardial,  and  infarction,  sudden  death  due  to 
cardiac  rupture  in:  causes,  mechanism,  and  possible 

prevention,  794 

Isoproterenol:  refractory  asthma  and  adrenergic  aerosols, 

662 

Isotope,  new,  possible  therapeutic  uses  for,  410 

James  Hadfield  and  Medical  Jurisprudence  of  Insanity 
[History  of  Medicine]  (Quen),  1221 
Jaundice,  Ascites,  and  Hepatomegaly.  Recurrence  in 
Chinese  Male  [Clinicopathologic  Conference],  1405 
Jugular  vein,  right  external:  hazards  associated  with  central 
venous  pressure  monitoring  [Clinical  Anesthesia  Con- 
ference], 955 


Kalevala,  the,  Elias  Lonnrot,  M.D.  (1802-1884)  [Medical 
Arts  and  Letters],  1227 
Kidney 

disease,  rapidly  progressive  [Clinicopathologic  Conference], 
1752 

periarteritis  nodosa  associated  with  salt-losing  nephritis, 
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and  Distribution  of  Indian  Ink  in  Skin  and  Tumors 
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parison with  objective  indicator  radioactive  iodine,  1047 
Superficial  Fascial  Flaps  (Rhoads),  932 
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Syncope:  aortic  insufficiency;  clinical  course  under  medical 

therapy,  657 

Syphilitic  heart  disease:  aortic  insufficiency;  clinical  course 

under  medical  therapy,  657 

Tachycardia:  human  tolerance  to  electric  countershock,  253 
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Trigeminal  Neuralgia,  Current  Trends  in  Treatment  [Recent 
Advances  in  Medicine  and  Surgery]  (Tovi,  Leivy,  and 


Krueger),  664 
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anesthetic  medication  in  cardiac  disease,  1161 
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high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a new  reason 
for  prescribing  Mellaril 

(Thioridazine  HCl) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


e 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phcnothiazines.  Th 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system  1 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reactio 
(e  g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
1 - retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other—  A single  case  described  as 
parotid  swelling. 


Mellaril 

(Thioridazine  HCl) 
25  mg.t.i.d. 


for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 
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et  the  example- 

have  periodic  health  examinations! 


motion  study  shows?.’ ease  and  rapidity  of  use 
for  potent  bronchodilation  and  decongestion 


Older-style  units  must  be 
hurriedly  assembled  at  time 
of  patient's  need. 


Bronkometer  tpr  eliminates 
waste  motions.  Just  twist  away 
mouthpiece  and  press  top. 


twist  • press  • relief 


Bronkometer 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


in  bronchial  asthma,  emphysema,  chronic  bronchitis 


Always  ready  for  instant  use.  No  assembly,  no  loose  pieces. 
Closed,  clean  dispenser.  Mouthpiece  stays  cleaner,  unit  can't 
activate  accidentally. 

Requires  no  shaking.  Bronkometer  formula  is  a solution, 
not  a suspension. 

Unique  formula  with  Isoetharinef  acts  with  minimal 
sympathomimetic  side  effects. 


COMPOSITION:  Each  ml  of  solution  supplies  at 
the  mouthpiece  20  metered  doses  of  350  meg  iso- 
etharine methanesulfonate  (0.6%),  70  meg  phenyl- 
ephrine HCI  (0.125%)  and  30  meg  thenyldiamine 
HCI  (0.05%)  with  saccharin  and  menthol  plus  fluo- 
rochlorohydrocarbons  as  inert  propellants.  Pre- 
served with  ascorbic  acid  0.1%  and  alcohol  30%. 
RECOMMENDED  DOSAGE:  The  average  dose  is 
one  or  two  inhalations.  Occasionally,  more  may  be 
required.  It  is  important,  however,  to  wait  one  full 
minute  after  the  initial  one  or  two  inhalations  in 
order  to  be  certain  that  another  is  necessary.  In 
most  cases,  inhalations  need  not  be  repeated  more 
often  than  every  four  hours,  although  more  fre- 
quent administration  may  be  necessary  in  severe 
cases. 

PRECAUTIONS:  Although  Bronkometer  is  relatively 
free  of  toxic  side  effects,  too  frequent  use  may 
cause  tachycardia,  palpitation,  nausea,  headache, 
changes  in  blood  pressure,  anxiety,  tension,  rest- 
lessness, insomnia,  tremor,  weakness,  dizziness 


and  excitement  as  is  the  case  with  other  sympa- 
thomimetic amines.  Bronkometer  should  not  be 
administered  along  with  epinephrine  or  other  sym- 
pathomimetic amines  as  such  drugs  are  direct 
cardiac  stimulants  and  may  cause  excessive  tachy- 
cardia.They  may,  however,  be  alternated  if  desired. 
Dosage  must  be  carefully  adjusted  in  patients  with 
hyperthyroidism,  hypertension,  acute  coronary 
disease,  cardiac  asthma,  limited  cardiac  reserve 
and  in  individuals  sensitive  to  sympathomimetic 
amines,  since  over-dosing  may  result  in  tachycar- 
dia, palpitation,  nausea,  headache  or  epinephrine- 
like side  effects. 

HOWSUPPLIED:  Bronkometer  tpr  Actuator  and  10 
ml  Refill  (Code  No.  1184);  Bronkometer  10  ml 
Refill  only  (Code  No.  1183);  Bronkometer  10  ml 
Vial  with  Oral  Nebulizer  (Code  No.  1193);  Bronko- 
meter 20  ml  Vial  with  Oral  Nebulizer  for  desk  or 
bedside  (Code  No.  1 182). 

B3B3  BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


specific  solution  for 
tinea  versicolor 


Although  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodium  lliio- 
sulphate  still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
in  MIGEL  A®  base.t 

TINVER— the  likable  lotion 
for  tinea  versicolor  — is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

Indications:  For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions:  If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration:  Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M. : 
Cutis  3:619  (June)  1967. 

tThe  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tinver  Lotion 

Sodium  thiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
XI’  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 

BARNES-HIND  LABORATORIES 

Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 

Sunnyvale,  Calif.  94086 


Photo  professionally 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  paiients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietii 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  prope 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  o 
nonsusceptible  organisms  occurs  (constant  observation  is  essential) 
discontinue  penicillin  and  take  appropriate  measures.  Wheneve 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  bein. 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphiliti 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  shouh 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primar 
syphilis  are  suspected,  dark-field  examination  should  precede  use  o 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  fu 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  feve 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surger 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitizaj 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia 
tive  dermatitis;  urticaria;  serum  sickness-like  reactions,  includin 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fat: 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,001 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  an | 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  P; 


0RALPEN‘VEEK 

(potassium  phenoxymethyl  penicillin) 


GREAT  AMERICANS 
WHO  WERE  DOCTORS... 


Josiah  Bartlett 

(1729-1795) 


Matthew  Thornton 

(C1714-1803) 


Aside  from  the  active  practice  of  medicine, 
these  two  physicians  were  also  signatories  of 
the  Declaration  of  Independence.  Dr.  Bartlett 
enhanced  his  reputation  in  the  mid-1750's  by  his 
novel  treatment  (with  Peruvian  bark)  of  the  angina 
maligna.  His  career  was  distinguished  by  his  term 
us  Chief  Justice  of  the  Supreme  Court  in  1788. 


WE  AT  GHI  came  along  too  late  - by  about  200  years  — 
to  be  involved  with  the  Declaration  of  Independence.  We  do,  how- 
ever, see  our  role  in  the  community  as  an  important  one.  Why?  Because  we  are  innovators.  Over  the 
years  we  have  added  many  types  of  protection  to  our  covered  benefits  — such  as  home  calls,  office 
visits,  and  ambulatory  psychiatric  care.  By  bringing  doctor  care  to  people  who  might  otherwise 
have  gone  without  until  it  was  too  late,  we  have  strengthened  the  fabric  of  the  society  of  which 
we  are  a part.  By  becoming  a GHI  Participating  Family  Doctor  or  a GHI  Participating  Physician,  you 
can  become  part  of  the  team  that  performs  these  worthwhile  services. 


Join  the  approximately  10,000  doctors  who  now  participate  in  GHI’s  Plans.  Write  to  us  today  for 
more  information  about  why  and  how  you  should  participate  in  GHI.  Do  it  now  — while  you’re 
thinking  about  it! 
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...now  fast  relief  of  hay  fever  symptoms  with 


/hen  pollens  fly,  just  one  or  two  squirts  of  nTz 
i each  nostril,  followed  in  a few  minutes  by  a 
econd  spraying,  shrinks  swollen  nasal  pas- 
ages  almost  on  contact.  And  breathing  comfort 
Dllows.  The  antihistamine  component  of  nTz 
elps  combat  the  allergic  reaction  and  lessen 
linorrhea,  sneezing  and  itching;  its  antiseptic 
'etting  agent  promotes  rapid  spread  of  com- 
onents. 

Tz  Nasal  Spray  affords  the  well-known  bene- 
ts  of  Neo-Synephrine  in  a carefully  balanced 
armula  which  includes: 


NT "T 

Nasal  Spray 


nTz 


nasal  spray 

H/mthrcTf? 

lAZ/ntfirop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride, 
refined)  Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every 
three  or  four  hours  as  needed.  nTz  is  for  tem- 
porary relief  of  nasal  symptoms  and  overdosage 
should  be  avoided.  Available  in  squeeze  bottles 
of  20  ml.  and  1 oz.  bottles  with  dropper. 
Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Average 

Cholesterol 


Reduction 

Uftth/ 


^ SAFE,  EFFECTIVE, 
CHOLESTEROL  LOWERING  AGENT 
Indicated  in: 


ARTERIOSCLEROSIS 
ATHEROSCLEROSIS 
HROMBOPHLEBITIS 
FATTY  CIRRHOSIS 


TOTAL  LIPIDS 


Mg.% 


CHOLESTEROL  Mg.  % 


PHOSPHOLIPIDS  Mg.  % 
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These  four  charts  are  from 

a controlled  study  on 
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with  CIRRHOSIS  of 

the  LIVER 

(using  Lipo-K  therapy. ) 
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a broad-spectrum  antibiotic  for  the  diabetic 


threat or 
therapy? 


t 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens... and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
witn  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Medical  Meetings 


Postgraduate  course  in  ophthalmology 

The  Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary  will  present  the  twelfth 
in  a series  of  postgraduate  courses  for  specialists 
in  ophthalmology  on  September  8 through 
November  22.  The  courses  will  include  the 
following:  Advances  in  Ocular  Prostheses; 

Biomicroscopy;  Cataract  Surgery;  Clinical 
Perimetry;  Corneal  Contact  Lenses;  Corneal 
Surgery;  Diagnostic  Ultrasonography;  Enu- 
cleation and  Evisceration;  Fluorescein  Angiog- 
raphy; Glaucoma;  Gonioscopy;  Indirect  Oph- 
thalmology; Lacrimal  Sac  Surgery;  Motor 
Anomalies;  Neuro-ophthalmology;  Ocular  Geri- 
atrics; Ocular  Radiology;  Ocular  Therapeu- 
tics; Ophthalmoscopy;  Pathology;  Perimetry: 
Plastic  Eye  Surgery;  Practical  Applanation 
Tonometry;  Radioisotopes  in  Ophthalmology; 
Refraction;  Surgery  of  the  Orbit;  Tonography 
and  Applanation  Tonometry;  and  Uveitis. 

For  further  information  contact:  Jane  Stark, 

registrar,  Post-Graduate  Institute  of  the  New 
York  Eye  and  Ear  Infirmary,  310  East  14th 
Street,  New  York,  New  York  10003. 

Congress  on  occupational  health 
to  meet 

The  29th  annual  Congress  on  Occupational 
Health,  sponsored  by  the  American  Medical 
Association  Council  on  Occupational  Health, 
is  to  be  held  in  St.  Louis,  Missouri,  on  September 
15  and  16. 

The  program  will  feature  the  following  topics: 

September  15 — Symposium  on  Aviation  Medi- 
cine; Pollution  Problems  of  the  Petroleum 
Industry;  Radiation  Protection  of  Industrial 
Workers;  Symposium  on  Agricultural  Occupa- 
tional Hazards;  Adapting  Tools  to  the  Worker; 
Whiplash;  and  Hiring  the  Hard-Core  Dis- 
advantaged Person. 

September  16 — Absenteeism  and  “Presentee- 
ism” in  Industry;  Symposium  on  the  Nurse’s 
Role  in  Preplacement  Examinations;  Rehabili- 
tation; Physician’s  Award  Ceremony;  and 
Symposium  on  Measurement  of  Permanent 
Partial  Impairment  in  Workmen’s  Compensa- 
tion. The  topic  and  guest  speaker  for  the 
Physician’s  Award  Luncheon  will  be  “U.S.  Man 
on  the  Moon,”  Charles  A.  Berry,  M.D., 
Houston,  Texas. 

This  program  is  acceptable  for  lO1/*  hours 
elective  credits  by  the  American  Academy  of 
General  Practice. 

Material  for  inclusion  in  the  medical  meetings  section 
must  he  received  six  weeks  prior  to  publication  date. 


For  further  information  contact:  Louis  R. 

Skiera,  assistant  director,  Department  of  Occu- 
pational Health,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

Cerebellum  topic  of  symposium 

The  fourth  international  Symposium  on  the 
Cerebellum,  sponsored  by  the  Fulton  Society, 
is  to  be  held  on  September  20  at  the  New  York 
Hilton,  New  York  City. 

The  topics  and  speakers  are  as  follows: 
“Astrocytomas  of  the  Cerebellum,”  Paul  C. 
Bucy,  M.D.  (U.S.);  “Contribution  of  John  F. 
Fulton  to  the  Study  of  Cerebellous  Function,” 
Victor  Soriano,  M.D.  (Uruguay);  “Les  Post- 
Effets  Cerebelleux  de  Longue  Duree — Etude 
Experimental, ” Pierre  Passouant,  M.D. 

(France);  “Cerebellar  Effects  on  the  Cerebral 
Cortex;  A Microelectrical  Analysis,”  Ray  S. 
Snider,  M.D.,  J.  Mitra,  M.D.,  and  Abraham 
Sudlovsky,  M.D.  (U.S.);  “The  Effects  of 
Cerebellar  Stimulation  on  Cobalt  Epilepsy  in 
the  Squirrel  Monkey,”  Robert  J.  Grim,  M.D., 
John  G.  Frazee,  M.D.,  and  Robert  S.  Dow, 
M.D.;  “Anatomical  and  Functional  Studies  of 
the  Efferent  Mechanism  of  Cerebellum,”  R. 
Hassler,  M.D.  (Germany);  “Deviant  Dimen- 
sion of  Motor  Speech  in  Cerebellar  Ataxia,” 
Joe  R.  Brown,  M.D.  (U.S.);  “The  Neuro- 
physiology of  the  Olivo-Cerebellar  System,” 
Wayne  E.  Crill,  M.D.  (U.S.);  “Ultrastructural 
Changes  in  the  Developing  Cerebellum,” 
Manuel  Del  Cerro,  M.D.,  and  Ray  S.  Snider, 
M.D.  (U.S.);  “Cerebellar  Symptomatology 
after  Traumatic  Secondary  Damage  of  the 
Middle  Brain  (State  after  Apallic  Syndrome),” 
Franz  Gerstenbrand,  M.D.  (Austria);  “The 
Cerebellum  and  Spasticity,”  Robert  F.  Heim- 
burger,  M.D.  (U.S.);  “The  Neurophysiological 
Aspects  of  the  Cerebellar  Motor  Control 
System,”  Masao  Ito,  M.D.  (Japan);  “Bilateral 
Neocerebellectomy  Considered  as  Symptomatic 
Therapy,”  Herbert  Krau,  M.D.,  Helmut  Tscha- 
bitscher,  M.D.,  and  Elfriede  Sluga,  M.D. 
(Austria);  “Cerebellar  Cortical  Responses  from 
Thoracic  Segmental  Nerves,”  B.  B.  McGillivray, 
M.B.,  T.  A.  Sear,  M.B.,  and  R.  B.  Godwin- 
Austen,  M.B.  (England);  and  “Ascending  and 
Feed-back  Controls  in  the  Specific  Cerebello- 
Thalamo-Cortical  Pathway,”  Mircea  Steriade, 
M.D.  (Romania). 

For  further  information  contact:  Victor 

Soriano,  M.D.,  Calle  Buenos  Aires  363,  Monte- 
video, Uruguay. 

continued  on  page  1846 


1842  New  York  State  Journal  of  Medicine  / July  1,  1969 


Biomedical  Assay  Laboratories  Div. 

New  England  Nuclear  Corporation 

15  Harvard  Street,  Worcester,  Mass.  01608,  Telephone  (617)  791-0911 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

STABILITY  . . . 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-eight  years. 

SUPERVISION 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

SERVICE  . . . 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright,  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.f  N.  Y.  10016 
212-684-3211 

1843 


“Elementary,  my  dear 

“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE... AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  owi 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  i: 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormom 
released  from  the  thyroid  into  the  circulation  is  levothyroxine- 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  i 
preferentially  bound  to  serum  protein,  Synthroid  is  made  availabli 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictabl 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  d 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  Bt 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  1 
is  the  circulating  thyroid  hormone  and  it  converts  to  Tj  at  tl 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  comple 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  a 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  var 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  P 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  f 
another  synthetic.  Merely  a few  pence  more  than  desiccated  t!  - 
roid  or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  ( 1. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  , it 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary, 
dear  Watson!” 
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Holmes!* 


It’s  elementary... 


rom 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son’s Disease  (chronic  subcortical  insufficiency),  Simmond’s  Dis- 
ease (panhypopituitarism)  or  Cushing's  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient's  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0.1-1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053  10/68  F-306 
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continued  from  page  1842 

Emergency  medical  care 
topic  of  course 

A three-day  course  on  emergency  care  and 
transportation  of  sick  and  injured  persons  will 
be  held  at  Columbia  University  College  of  Physi- 
cians and  Surgeons  on  October  9 through  11. 

Sponsored  by  the  Committee  on  Injuries  of 
the  American  Academy  of  Orthopaedic  Sur- 
geons, the  course  is  designed  for  members  of 
volunteer  rescue  squads,  police  officers,  ambu- 
lance attendants,  and  others  who  work  with 
persons  requiring  emergency  attention. 

Last  year  the  comprehensive  training  course 
attracted  more  than  400  registrants  from  17 
states  and  Canada.  With  faculty  members 
from  Columbia  and  Cornell  University  medical 
colleges,  the  lectures  and  work  practice  sessions 
will  be  given  in  cooperation  with  the  New  York 
City  Police  Department. 

“Emergency  care  is  as  big  a frontier  in 
medical  health  as  organ  transplants,”  said 
David  L.  Andrews,  M.D.,  orthopaedic  surgeon, 
Columbia-Presbyterian  Medical  Center,  who 


has  organized  the  program  and  will  direct  the 
course. 

Other  members  of  the  program  committee  are 
Alexander  Garcia,  M.D.,  assistant  professor, 
clinical  orthopedic  surgery;  and  Charles  S. 
Neer,  II,  M.D.,  professor  of  clinical  orthopedic 
surgery,  Columbia  University  College  of  Physi- 
cians and  Surgeons;  and  Captain  Emile  Racine 
and  Lieutenant  Milton  Feder,  New  York  City 
Police  Department. 

Subjects  of  the  lectures  and  work  practice 
sessions  include  the  best  ways  of  evaluating, 
treating,  removing,  and  transporting  people  in 
a wide  variety  of  emergency  medical  situations. 
The  physicians  and  health  authorities  will 
discuss  resuscitation,  cardiac  compression, 
splinting  of  fractures,  emergency  childbirth, 
burns,  and  aid  to  poison  victims.  Demonstra- 
tions of  how  to  extricate  victims  from  crushed 
automobiles,  technics  of  lifting  and  carrying 
the  injured  person,  and  the  use  of  rescue  equip- 
ment will  also  be  given. 

For  information  and  registration  forms  write 
to:  David  L.  Andrews,  M.D.,  161  Fort  Wash- 

ington Avenue,  New  York,  New  York  10032. 
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Fifty  Year  Club  of  American 
Medicine  to  meet 

The  Fifty  Year  Club  of  American  Medicine 
will  meet  during  the  annual  meeting  of  the 
American  Medical  Association.  The  luncheon 
meeting,  which  is  open  to  all  fifty-year  graduates 
whether  or  not  they  are  members  of  the  Club, 
will  be  held  in  the  Princess  Ballroom  of  The 
Americana  on  July  15,  at  noon. 

The  Fifty-Year  Club  is  open  for  membership 
to  any  physician  who  graduated  from  medical 
school  fifty  years  or  more.  The  cost  of  mem- 
bership is  $5.00.  Anyone  who  wishes  to  join 
may  do  so  by  sending  a check  for  dues,  his  name, 
address,  name  of  medical  school,  and  year  of 
graduation  to:  J.  H.  McCurry,  M.D.,  secretary 

emeritus,  Fifty  Year  Club  of  American  Medi- 
cine, 2631  South  12th  Street,  St.  Louis,  Missouri 
63118. 

Roswell  Park  to  charge  for 
patient  care 

Roswell  Park  Memorial  Institute  has  been 
requested  by  the  State  of  New  York  to  institute 
charges  for  patient  care  because  most  of  the 

Material  for  inclu»ion  in  the  medical  news  section  must  he 
received  six  weeks  prior  to  publication  date. 


patients  have  some  form  of  third-party  insurance 
coverage,  such  as,  Medicare,  Medicaid,  Blue 
Cross,  or  other  types  of  commercial  health 
insurance.  It  was  the  feeling  that  the  State  of 
New  York  is  losing  several  million  dollars  per 
year,  to  which  it  is  rightfully  entitled.  Much  of 
this  money  would  come  from  the  Federal 
government. 

The  following  letter  was  sent  to  all  physicians 
in  New  York  State  by  James  T.  Grace,  Jr., 
M.D.,  director,  Roswell  Park  Memorial  Insti- 
tute, to  advise  them  of  the  change  in  policy: 

As  you  know,  Roswell  Park  Memorial  Institute  is 
the  cancer  research  and  treatment  facility  of  the  New 
York  State  Department  of  Health. 

Last  year,  we  invited  New  York  State  physicians, 
osteopaths,  and  dentists  to  contact  us,  either  for  infor- 
mation on  patients  they  had  referred  to  the  Institute, 
or  to  get  assistance  in  the  treatment  of  patients  in  their 
practice.  To  facilitate  communication,  we  enclosed  a 
toll-free  WATS  (Wide  Area  Telephone  Service)  number, 
800-462-1877. 

The  WATS  service  has  been  well  received.  During 
the  first  year  of  operation  we  handled  2,300  calls.  Our 
staff  physicians  have  appreciated  the  opportunity  for 
personal  communication  with  other  members  of  the 
medical-dental  community.  Equally  important,  it  has 
been  satisfying  to  provide  what  we  feel  is  a worthwhile 
service  to  the  people  of  our  State. 

During  the  fiscal  year  that  ended  on  March  31, 
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COLUMBIA  UNIVERSITY 
College  of  Physicians  & Surgeons 

ANNOUNCES  ITS  ANNUAL  POST  GRADUATE  COURSES  IN 

HYPNOSIS 

under  the  direction  of  Dr. Herbert  Spiegel 
with  guest  lecturers  Ralph  V.  August,  M.D.,  Albert  M.  Betcher,  M.D., 

Milton  E.  Erickson,  M.D.,  Lewis  Jacobs,  M.D.,  Hans  Kraus,  M.D., 

Martin  T.  Orne,  M.D.,  E.  E.  Rockey,  M.D.,  Herbert  E.  Walker,  M.D. 

Saturdays,  Time:  10-1  & 2-5 

MEDICAL  HYPNOSIS  (BASIC) 

Lectures,  case  demonstrations,  pracuce  sessions,  movies,  slides,  and  seminars  designed  to 
present  techniques  and  theories  of  hypnosis  and  to  demonstrate  the  practical  adjunctive  uses  of 
Hypnosis  in  clinical  medicine  from  the  perspectives  of  diagnosis,  therapy,  and  research. 
Open  to  the  general  physician  and  all  specialties.  Personal  interview  may  be  required. 

Fee:  SI 75  Seven  Saturdays,  September  27 -November  8,  1969 

HYPNOSIS  & PSYCHIATRY 

The  above  course  is  followed  by  Hypnosis  & Psychiatry  and  is  open  only  to  psychiatrists  who 
have  taken  the  basic  hypnosis  course  or  the  equivalent.  Lectures,  seminars,  and  case  material 
to  elaborate  the  various  techniques  with  which  hypnosis  can  facilitate  the  psychotherapeutic 
process.  Personal  interview  may  be  required. 

Fee:  SI 00  Four  Saturdays,  January  3-24,  1970 

FOR  APPLICATION  FORMS,  WRITE  TO  I 

Melvin  D.  Yahr,  M.D.,  Associate  Dean 
College  of  Physicians  & Surgeons,  630  W.  168th  St. 

New  York,  N.  Y.  10032  • 579-3682 
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A little  Hygrotoi 

chlorthalidone 


MY- GO 7 \ 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 

Check  the  prescribing  information.  It's  summarized  on  the  next  page.  Geigy 


A little  Hygroton  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersen- 
sitivity and  most  cases  of 
severe  renal  or  hepatic 
diseases. 

Warning:  With  the  adminis- 
tration of  enteric-coated 
potassium  supplements, 
which  should  be  used  only 
when  adequate  dietary 
supplementation  is  not  practi- 
cal, the  possibility  of  small- 
bowel  lesions  (obstruction, 
hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Sur- 
gery for  these  lesions  has  been 
required  frequently  and 
deaths  have  occurred.  Discon- 
tinue enteric-coated  potassium 
supplements  immediately  if 
abdominal  pain,  distention, 
nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur. 

Use  with  caution  in  pregnant 
women  and  nursing  mothers 
since  the  drug  may  cross  the 
placental  barrier  and  appear 
in  cord  blood  and  since  thia- 
zides may  appear  in  breast 
milk.  The  drug  may  result  in 
fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  pos- 
sibly other  adverse  reactions 
which  have  occurred  in  the 
adult.  When  used  in  women  of 
childbearing  age,  balance 
benefits  of  drug  against  pos- 
sible hazards  to  fetus. 


Precautions:  Anti  hypertensive 
therapy  with  this  drug  should 
always  be  initiated  cautiously 
in  postsympathectomy  pa- 
tients and  in  patients  receiving 
ganglionic  blocking  agents, 
other  potent  anti  hypertensive 
drugs  or  curare.  Reduce  dos- 
age of  concomitant  anti  hyper- 
tensive agents  by  at  least  one- 
half.  Because  of  the  possibility 
of  progression  of  renal  dam- 
age, periodic  determination  of 
the  BUN  is  indicated.  Discon- 
tinue if  the  BUN  rises  or  liver 
dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipi- 
tated. 

Electrolyte  imbalance,  sodium 
and/or  potassium  depletion 
may  occur.  If  potassium  deple- 
tion should  occur  during  ther- 
apy, the  drug  should  be  dis- 
continued and  potassium 
supplements  given,  provided 
the  patient  does  not  have 
marked  oliguria. 

Take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea, 
gastric  irritation,  vomiting, 
anorexia,  constipation  and 
cramping,  dizziness,  weak- 
ness, restlessness,  hypergly- 
cemia, glycosuria,  hyperuri- 
cemia, headache,  muscle 


cramps,  orthostatic  hypoten- 
sion, which  may  be  potentiated 
when  chlorthalidone  is  com- 
bined with  barbiturates,  nar- 
cotics or  alcohol,  aplastic 
anemia,  leukopenia,  thrombo- 
cytopenia, agranulocytosis, 
impotence,  dysuria,  transient 
myopia,  skin  rashes,  urticaria, 
purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis 
when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop 
after  prolonged  administra- 
tion. Other  reactions  reported 
with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg. 

with  breakfast  daily  or  100  mg. 
every  other  day. 

Availability:  White,  single- 
scored  tablets  of  100  mg.  and 
aqua  tablets  of  50  mg.,  in 
bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see 
the  complete  prescribing 
information. 


Geigy  Pharmaceuticals 
Division  of  » 

Geigy  Chemical  Corporation  / 
Ardsley,  New  York  10502 
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Roswell  Park  Memorial  Institute  handled  5,473  admis- 
sions a reeord  high  and  (it), ()(•()  outpatient  visits  l>y 
more  than  13,000  persons.  An  additional  4,400  former 
patients  are  heinK  followed  by  letter. 

We  are  writing  for  two  purposes  (1)  to  remind  you  of 
the  availability  of  the  no-charge  WATS  line  service,  and 
(2)  to  advise  you  that  effective  June  1,  1900,  Roswell 
Park  Memorial  Institute  will  charge  for  patient  care. 

The  State  of  New  York  has  mandated  that  Roswell 
Park  Memorial  Institute  will  charge  for  patient  care 
because  of  increasing  hospital  operating  costs  and  the 
widespread  coverage  of  hospital  plans,  including  Medi- 
care and  Medicaid.  All  payments  collected  by  the 
Institute  will  he  transmitted  to  the  State  treasury  and 
used  for  general  State  purposes. 

Here  is  our  policy  in  regard  to  the  patient-charge 
program : 

1.  No  patient  shall  he  denied  medical  care  for  in- 
ability to  pay. 

2.  No  charges  will  he  made  for  physician  services. 

We  hope  you  have  found  the  WATS  service  useful, 

and  we  welcome  any  opportunity  to  serve  you. 

Dental  radio  conferences  established 

The  Albany  Regional  Medical  Program  will 
institute  a full  series  of  two-way  radio  education 
conferences  for  dentists  beginning  in  October. 
Accelerating  distribution  of  new  information  to 
medical  and  dental  practitioners  is  a major  aim 
of  this  program.  The  result  of  two  pilot  con- 
ferences for  dentists,  which  were  conducted  in 
February,  showed  there  was  sufficient  interest 
in  the  unusual  teaching  technic  to  merit  an  on- 
going series  of  programs. 

The  program  will  feature  the  following  sub- 
jects: Diagnostic  Periodontology;  Composite 

Filling  Materials  in  Operative  Dentistry;  Oral 
Diagnosis  of  Early  Malignant  Lesions;  Role  of 
the  General  Practitioner  in  Orthodontics; 
Crowns  and  Fixed  Bridges;  Nonsurgical  Endo- 
dontics; Oral  Surgery;  and  Problems  of  the 
Mandibular  Full  Denture. 

Hemolytic  anemia  topic  of  study 

Physicians  are  requested  to  refer  patients  to 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland,  for  studies  of 
idiopathic  auto-immune  hemolytic  anemia  being 
conducted  by  the  National  Institute  of  Allergy 
and  Infectious  Diseases. 

Referrals  of  patients  with  auto-immune 
hemolytic  anemia  who  show  positive  Coombs’ 
test  results  are  needed.  Also,  selected  patients 
with  secondary  types  of  auto-immune  hemolytic 
anemia,  especially  of  the  cold  antibody  type, 
will  be  accepted.  Preference  will  be  given  to 
patients  who  have  not  received  previous  treat- 
ment. 

Studies  will  be  performed  to  determine  the 
type  of  antibodies  involved  and  the  role  of 
complement  in  hemolysis.  Following  this,  pa- 
tients in  need  of  therapy  will  be  treated,  and 
experimental  drugs  may  be  used.  All  patients 
wall  be  carefully  followed  during  the  course  of 
the  study.  On  completion  of  their  studies, 
patients  will  be  returned  to  the  care  of  the 
referring  physicians  who  will  receive  a summary 
of  the  findings. 


Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 
contact:  Michael  M.  Frank,  M.D.,  or  John  S. 

Sergent,  M.D.,  Clinical  Center,  Room  11-N 
104,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  The  telephone  number  is 
496  4964,  area  code  301. 

Mental  health  clinic  to  open 
on  Staten  Island 

A new  program,  designed  to  bring  mental 
health  services  out  of  the  traditional  hospital 
setting,  will  be  initiated  in  Brooklyn  this  fall  by 
the  Downstate  Medical  Center.  Heading  this 
pioneering  community  program  is  Alvin  M. 
Mesnikoff,  M.D.,  newly  appointed  professor  of 
psychiatry. 

A key  part  of  the  new  program  will  be  the 
South  Beach  Psychiatric  Center,  the  first 
mental  health  institution  to  be  built  by  the 
New  York  State  Health  and  Mental  Hygiene 
Facilities  Fund.  Scheduled  for  completion  in 
1971,  this  center  will  serve  as  the  home  base  of 
a community  mental  health  program  serving 
not  only  Staten  Island,  but  areas  of  Brooklyn  as 
well.  The  South  Beach  Clinic  will  be  affiliated 
with  Downstate  Medical  Center. 

The  treatment  program  at  both  Downstate 
and,  in  the  future,  at  South  Beach  Psychiatric 
Clinic,  will  be  as  flexible  as  possible.  In- 
patients, day  patients,  and  night  patients  will 
be  housed  together.  Each  patient  will  receive 
treatment  tailored  to  his  needs,  rather  than  the 
custodial  care  often  found  in  public  mental 
hospitals. 

Personalities 

Appointed.  Mary  C.  McLaughlin,  M.D.,  New 
York  City,  as  Health  Commissioner  of  the  City 
of  New  York . Benton  D.  King,  M.D.,  Buffalo, 
as  professor  and  chairman  of  the  Department 
of  Anesthesiology,  Downstate  Medical  Center 
Abraham  T.  K.  Cockett,  M.D.,  Los  Angeles, 
California,  as  professor  and  chairman  of  the 
division  of  urology,  University  of  Rochester 
School  of  Medicine  and  Dentistry.  . Leslie  L. 
Alexander,  M.D.,  associate  professor  of 
radiology,  Downstate  Medical  Center,  as  a 
member  of  the  Council  on  Talent  Recruitment 
of  the  National  Medical  Association.  . Duncan 
W.  Clark,  M.D.,  professor  of  environmental 
medicine  and  community  health,  Downstate 
Medical  Center,  as  a member  of  the  Advisory 
Council  to  the  New  York  Academy  of  Medicine 
Regional  Library  Program.  . Noel  L.  Kleppel, 
M.D.,  clinical  instructor  in  surgery,  Downstate 
Medical  Center,  as  consultant  on  medical  and 
health  affaire  to  the  New  York  City  Council. 
Keith  Waterhouse,  M.D.,  professor  of  urology, 
Downstate  Medical  Center,  as  chairman  of  the 
Section  on  Urology  of  the  New  York  Academy 
of  Medicine. 

Elected.  Henry  Freedman,  M.D.,  clinical  as- 
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Darvon 


Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


Additional  Information 
available  upon  request. 

Ell  Lilly  and  Company 
Indianapolis.  Indiana462<56. 


1852 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 


COPYRIGHT  1969  BY  THE  MEDICAL,  SOCIETY  OP  THE  STATE  OP  NEW  YORK 


July  1,  1969  Volume  69  Number  13 


“ Dedicated  to  the  continuing  education  of  the  physician ” 


69th  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
*Paul  A.  Bunn.  M.D. 
William  G.  Childress.  M.D. 
Herbert  Conway.  M.D. 
‘Vincent  P.  Dole.  M.D. 
Samuel  Z.  Freedman.  M.D. 
Alfred  Gilman,  M.D. 
Carl  M.  Harris,  M.D. 
Alfred  A.  Hartmann.  M.D. 
‘Louis  M.  Hellman,  M.D. 

Milton  Helpern,  M.D. 
Gertrude  M.  Hyde,  M.D. 


Alfred  P.  Ingegno,  M.D. 
‘Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
Leslie  A.  Kuhn,  M.D. 
‘Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
‘Valentino  D.  B.  Mazzia,  M.D. 
‘George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


John  R.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
‘Bjorn  Thorbjarnarson,  M.D. 
‘Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
‘Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
‘Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1969  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1954  are  $2.00  per  copy; 
from  1954  to  1963,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East — Joseph  A. 
Mullaney;  Midwest — Robert  O.  Linberg;  and 
Pacific  Coast — Melvin  B.  Tyler. 


1853 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8 Wby-l  1-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 l/2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author (s) 
and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 
services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


1854  New  York  State  Journal  of  Medicine  / July  1,  1969 


Editorials 


New  president  of  the  American 
New  York  product 

At  the  one  hundred  eighteenth  annual 
meeting  of  the  American  Medical  Associa- 
tion being  held  this  month  in  New  York 
City  one  of  our  own  members,  Gerald  Dale 
Dorman,  M.D.,  will  he  inaugurated  as 
president. 

After  having  served  a long  and  arduous 
apprenticeship  in  organized  medicine  Dr. 
Dorman  rightfully  assumes  this  formidable 
position.  In  high  councils  he  will  speak 
for  every  physician  member  of  the  AMA 
and  they  number  217,212. 

Born  of  physician-missionary  parents  in 
Beirut,  Lebanon,  in  1903,  Dr.  Dorman  pre- 
pared for  medicine  at  Harvard  and  grad- 
uated from  there  with  a B.A.  in  1925.  He 
subsequently  graduated  in  medicine  from 
Columbia  University  College  of  Physicians 
and  Surgeons  in  1929. 

He  then  trained  in  surgery  at  St.  Luke’s 
Hospital  and  practiced  surgery  until  1945 
when  he  entered  on  a career  in  industrial 
medicine  in  the  life  insurance  field.  From 
the  position  of  assistant  medical  director 
of  the  New  York  Life  Insurance  Company 


New  service  to  our  readers 

With  the  June  15th  issue  we  initiated  a 
“Quarterly  Review  of  Drugs”  calculated  to 
keep  our  readers  currently  informed  on  de- 
velopments in  the  field  of  drugs.  These  re- 
views will  appear  at  three-month  intervals 
and  cover  the  research  background  and 
clinical  experience  with  drugs  both  old  and 
new. 

The  Reviews  will  provide  background 
material  which  should  be  useful  to  the 
practicing  physician  in  weighing  the  merits 
of  drug  therapy. 

July 


Medical  Association  a 


in  1945  he  rose  to  become  second  vice- 
president  and  medical  consultant  of  the 
Company  in  1961. 

Dr.  Dorman  came  up  through  the  ranks 
of  the  New  York  County  Medical  Society 
to  be  its  president  in  1955.  He  became  a 
councillor,  trustee,  and  chairman  of  the 
Board  of  Trustees  of  the  Medical  Society 
of  the  State  of  New  York.  He  was  elected 
a trustee  of  the  AMA  in  1960  and  has  acted 
as  secretary  and  treasurer  of  this  board. 
He  was  active  on  many  important  com- 
mittees of  the  AMA  including  the  Hospital 
Accreditation,  the  Salk  Vaccine,  Insurance, 
Military  Affairs,  and  Workmen’s  Com- 
pensation. Dr.  Dorman  has  also  taken  an 
active  part  in  the  world  Medical  Associa- 
tion, having  been  chairman  of  their  Council 
in  1965  and  again  from  1967  to  1969. 

The  new  president  of  the  AMA  is  well 
seasoned  and  has  surely  done  his  home 
work.  His  presidency  faces  tumultuous, 
trying,  and  decisive  times.  He  can  only 
function  with  the  solid  support  of  every 
member  of  the  AMA.  This  he  shall  have. 


The  author  of  these  reviews,  Mr.  Paul  de 
Haen,  received  his  early  pharmaceutical 
training  in  Germany  and  in  England.  In 
the  United  States  he  established  for  the 
German  pharmaceutical  and  chemical 
manufacturer,  Riedel  de  Haen,  A.  G.,  a 
subsidiary  by  that  name  of  which  he  was 
president  and  principal  executive  officer 
until  its  sale  to  the  Ames  Company,  Inc., 
in  1945.  He  then  became  a vice-president 
of  the  latter  firm,  a position  he  held  until 
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he  established  Ills  own  consulting  firm  in 
1956.  He  is  now  president  of  Paul  de 
Haen,  Inc.,  and  supplies  drug  information 
services  on  a large  scale  to  the  government, 
university  libraries,  drug  information  cen- 
ters, poison  control  centers,  hospitals,  and 
the  pharmaceutical  industry  in  this  country 
and  abroad.  These  information  services 
presently  cover  about  5,000  drugs  currently 
in  clinical  use  or  in  the  research  stage. 

Paul  de  Haen’s  primary  interest  is  the 
development  and  use  of  new  drugs  on 
which  he  has  published  extensively,  begin- 
ning in  1949  with  a book  entitled  New 
Product  Development  Schedule.  Since  1958 
he  has  written  over  2,000  manuscript  pages 
on  drug  development,  research,  and  clinical 
use  in  his  column  “Today  and  Tomorrow,” 
formerly  published  monthly  in  Lippin- 


cott’s  Medical  Science.  He  maintains  an 
extensive  library  on  drug  development  and 
introduction  as  well  as  on  drug  action  and 
use.  His  firm  publishes  over  10,000  re- 
ports annually  on  drug  research  and  clinical 
experience  with  drugs  published  in  over 
400  biomedical  journals. 

He  is  a life  member  of  the  New  York 
Academy  of  Sciences,  a member  of  the 
American  Medical  Writers’  Association, 
Medical  Library  Association,  the  American 
Pharmaceutical  Association,  American  As- 
sociation for  the  Advancement  of  Science, 
the  Drug  Information  Association,  and 
many  other  associations. 

We  believe  this  venture  carries  forward 
the  aim  of  the  Journal  expressed  in  its 
masthead  “dedicated  to  the  continuing 
education  of  the  physician.” 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The  World 
Medical  Association  to  help  alleviate  the  lack  of  current  medical  publica- 
tions and  to  further  international  good  will.  Your  cooperation  in  this 
program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues 
in  other  countries,  we  can  assure  you,  will  prove  very  gratifying.  If  you 
wish  to  participate  in  this  program,  send  your  name,  address,  and  titles  of 
journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM, 
The  World  Medical  Association,  10  Columbus  Circle,  New  York,  New 
York  10019. 


1856  New  York  State  Journal  of  Medicine  / July  1,  1969 


For  the  victim  of  Meniere's 
Syndrome  o Dramamine 
Supposicone  or  injection  usually 
provides  prompt  control  of  the 
vertigo  as  well  as  the  nausea 
and  vomiting.  Once  the  acute 
attack  has  subsided,  the  patient 
may  be  maintained  on 
Dramamine  Liquid  or  Toblets. 

Precautions.  Dromomine,  notably 
nontoxic  itself,  moy  mask  tH©  ototoxic 
symptoms  of  certoin  antibiotics. 
Patients  should  be  cautioned  against 
operating  automobiles  or  dangerous 
machinery  becouse  of  possible 
drowsiness. 

How  Supplied:  Tablet s.  50  mg  , 
scored,  yellow;  bottles  of  100  and 
1,000,  packets  of  12.  Liquid,  12.5  mg. 
per  4 cc.,  pint  bottles.  Supposicones9, 
100  mg.,  boxes  of  12.  Ampuls,  con- 
stricted, 1 cc.,  50  mg.;  boxes  of  5 
and  25.  Vial s,  rubber-capped,  serum 
type,  5 cc.,  250  mg;  boxes  of  6 and  25. 
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an  antibiotic 
candidate  for 

DECLOSTATIN  300 


Dem<“lhvlcblortelr*eyclinf  HC.1  300  mg 
and  Nystatin  300,000  anils 
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To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness : Because  its  antibacterial  component 
is  DEC LO M YCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has  ; 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  I 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration  i 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  I 
related.  Transient  increase  in  urinary  output,  sometimes  | 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
•crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with  | 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after  t 
meals,  since  absorption  is  unpaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American 
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Antimicrobial  Therapy 
in  Patients  Allergic 
to  Penicillin1 

PAUL  A.  BUNN,  M.D. 
Syracuse,  New  York 

Department  of  Medicine,  State  University 
of  New  York  Upstate  Medical  Center 


Although  millions  of  people  have  taken 
penicillin,  a few  of  them  demonstrate 
untoward  reactions,  a small  number  of 
which  are  life  threatening.12  The  remark- 
able fact  is  that  this  family  of  potent 
chemotherapeutic  agents  has  been  so  benign 
to  so  many  for  so  long.  Reactions  of 
hypersensitivity  occur  in  less  than  4 per 
cent  of  patients  receiving  a penicillin.  I 
suspect  that  this  figure  is  grossly  exag- 
gerated for  it  has  been  obtained  mainly 
from  hospital  data.  Among  all  the  reac- 
tions, those  severe  enough  to  warrant 
clinical  worry  are  surely  less  than  1 per  cent 
of  the  total,  and  deaths  occur  in  fewer  than 
1 per  cent  of  the  anaphylactic  episodes. 
It  can  be  emphasized  that  no  other  drug, 
or  groups  of  them,  used  for  the  management 
of  human  ailments  can  claim  this  margin  of 
safety.  Nonetheless,  side-effects  of  hyper- 
sensitivity do  occur:  “even  nectar  is  poison 
if  taken  to  excess”  i Hindu  proverb).  This 
discussion  will  center  about  the  reactions: 

* Presented  at  the  symposium  “Current  Concepts  in 
Antibiotic  Therapy”  held  at  St.  Joseph's  Hospital,  South 
Bend,  Indiana,  March  19  to  20,  1969. 


their  diagnosis,  their  relationship  with 
other  antimicrobial  agents,  and  the  substi- 
tute therapy  required  in  their  presence, 
how  this  is  arranged,  and  some  treatment 
suggestions. 


Diagnosis 

Allergies  happen  and  some  people  are 
more  prone  to  them  than  others,  for  exam- 
ple the  atopic  individual.  The  first  rule  in 
detecting  the  patient  potentially  susceptible 
to  this  kind  of  unfortunate  response  to 
penicillin  is  an  adequate  history,  a state- 
ment which  needs  no  extensive  elaboration. 
It  is  evident  that  more  care  must  be  exer- 
cised in  prescribing  penicillin  to  atopic  indi- 
viduals, whether  they  have  or  have  not 
experienced  a prior  reaction  to  a penicillin. 

Other  than  the  history  there  are  many 
laboratory  methods  used  to  detect  the 
individual  hypersensitized  to  penicillin: 
skin  tests  to  measure  presence  of  skin 
sensitizing  antibody,  an  hemagglutination 
technic,  an  indirect  basophil  degranulation 
procedure,  a technic  to  titrate  the  order  of 
histamine  release  from  white  blood  cells,  a 
rabbit  passive  cutaneous  anaphylaxis  test, 
a passive  transfer  experiment,  and  a demon- 
stration of  size  of  lymphocytes  in  a tissue 
culture  of  sensitized  lymphocytes.3-13 
Some  of  these  are  valuable,  some  practi- 
cable, and  some  are  of  laboratory  interest 
only. 

Allergic  phenomena  are  classified  into 
three  categories10:  (1)  immediate,  which 

become  manifest  in  two  to  thirty  minutes 
after  inoculation  or  ingestion  of  the  allergen. 
The  reaction  is  characterized  early  by 
urticaria  and  rhinitis,  is  quickly  followed 
by  wheezing,  laryngeal  edema  and  later  by 
hypotension  and  shock.  These  are  the 
classical  evidences  of  anaphylactoid  reac- 
tions and  or  acute  anaphylaxis;  (2)  ac- 
celerated, which  occur  in  from  two  to 
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forty-eight  hours  after  exposure  and  are 
characterized  by  diffuse  erythema,  subse- 
quently laryngeal  edema,  wheezing,  and 
anaphylactoid  responses;  and  (3)  late, 
which  come  about  from  the  third  to 
fourteenth  day,  or  even  later.  Various 
forms  of  skin  reactions,  fever,  proteinuria, 
and  in  severe  cases,  serum  sickness,  with 
vesicular  eruptions  and  edema,  arthralgias, 
hemolytic  anemia,  and  thrombocytopenia 
are  the  demonstrable  manifestations. 
These  unwanted  responses  are  due  to  an 
antigen-antibody  interaction.  One  or  more 
of  benzyl  penicillin’s  degradation  products, 
as  is  true  with  any  simple,  low  molecular 
weight  chemical,  binds  tightly  with  a tissue 
macromolecule  (protein),  and  the  two  in 
union  yield  a complete  haptene-protein 
conjugate,  capable  of  being  an  antigen 
in  vivo.  The  combination  is  due  to  cova- 
lent and  strong  binding  sites  with  func- 
tional amino  acid  residues  in  protein  and  is 
a chemical  union  with  modification  of  struc- 
ture of  both  the  elements.  It  results  in  a 
complete  antigen,  capable  of  challenging  the 
host  to  respond  with  specific  antibodies. 
This  event  is  not  to  be  confused  with  the 
loose,  reversible,  physical  binding  of  a 
penicillin  to  albumin.  Such,  although  often 
described  as  being  crucial  in  a drug’s 
propensity  to  be  an  antigen,  is  totally 
unimportant  to  either  its  antimicrobial 
activity  or  its  immunologic  stimulus. 
Binding  to  albumin  varies  considerably 
among  the  various  penicillins.  In  the 
human  being  ampicillin  and  methicillin, 
for  example,  are  only  lightly  bound:  about 
20  per  cent  of  any  dose.  Contrariwise, 
after  administration,  80  per  cent  of  penicil- 
lin G,  oxacillin,  and  cloxacillin  are  bound 
to  serum  albumin.  The  idea  that  albumin 
binding  is  related  to  the  development  of 
untoward  reactions  to  a penicillin  can  be 
shelved.  The  relative  capacities  of  the 
various  penicillins  to  combine  with  albumin 
preclude  predictions  about  their  allergic- 
potentials. 

Because  of  its  structural  formula  there  is 
argument  about  the  extent  of  penicillin,  as  a 
whole  chemical,  to  bind  directly  with  a 
macromolecule.  Most  investigators  are 
convinced  that  an  impurity  or  a degrada- 
tion product  of  a penicillin  must  be  present 
to  produce  an  immunologic  conjugate  but 
that  the  whole  drug  does  not  have  that 
characteristic.  The  major  haptenie  deter- 


minant of  penicillin  is  the  degraded  chem- 
ical benzyl  penicilloyl,  major  because  this 
product  is  the  largest  part  (95  per  cent)  of 
the  by-products  of  benzyl  penicillin  (G) 
which  reacts  irreversibly  with  a protein.3  8 
There  are  probably  several  other  haptenie 
determinants  of  hypersensitivity  to  penicil- 
lin which  are  formed  in  smaller  quantitative 
amounts  and  are  considered  minor.  Al- 
though not  wholly  worked  out,  at  least  two 
of  these  minor  determinants  are  now  recog- 
nized. Individuals  probably  differ  in  vivo 
in  their  capacity  to  form  haptene  conjugates 
of  major  and  minor  types.  Thus  a single 
penicillin  may  give  rise  to  a number  of  anti- 
genic determinants  because  of  different 
degradation  products  joining  with  different 
protein  moieties.  It  must  be  pointed  out 
also  that  drugs  of  relatively  little  structural 
similarity  can  give  rise  to  identical  antigenic 
determinants  with  resulting  unexpected 
allergic  cross  reactions.  This  will  be  com- 
mented on  later. 

The  degradation  product-protein  con- 
jugates stimulate  antibodies  which  are 
carried  in  one  of  the  human  globulin  com- 
ponents, as  immunoglobulin  G,  immuno- 
globulin M,  immunoglobulin  E,  or  some 
other.  With  their  union  clinical  responses 
of  the  acute  or  intermediate  or  delayed 
types  result,  but  which  kind  is  unpre- 
dictable although  they  probably  are  pre- 
destined. These  differences  in  the  anti- 
body-antigen responses  happen  because  dif- 
ferent classes  of  antibody  mediate  various 
types  of  allergic  reactions.  To  date  there 
is  very  little  known  about  the  biologic 
properties  of  human  antibodies  that  cause 
unique  untoward  reactions.  For  example, 
immunoglobulin  E may  be  the  antibody 
that  produces  the  acute  skin-sensitizing 
event,  but  this  is  not  certain.  So  immuni- 
zation of  man  to  penicillin  or  its  by-prod- 
ucts can  give  rise  to  a variety  of  antibodies 
which  are  of  several  different  classes  or 
subclasses,  but  each  is  specific  for  the 
antigenic  determinant  resulting  from  the 
immunization. 

Skin-sensitizing  antibody  is  recognized 
by  direct  skin  testing  with  a wheal  and  flare 
response  within  two  to  fifteen  minutes  after 
the  injection  of  a small  amount  of  the 
antigen.  This  can  be  demonstrated  with  a 
combination  of  benzyl  penicilloyl  and  low 
molecular  weight  polylysines.  A minor  de- 
terminant mixture  can  also  be  used  as  the 
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challenge  to  an  acute  skin  reaction:  a 

combination  of  penicillin  G,  benzyl  penicil- 
loate  and  benzyl  penilloate  is  the  one  best 
studied.  It  must  be  pointed  out,  however, 
that  these  are  only  two  of  a number  of  other 
potential  antigenic  materials. 3 

An  hemagglutinating  antibody  can  also 
be  measured  with  the  use  of  penicillin- 
coated  human  +0  red  blood  cells. 411  This 
is  a complicated  and  not  easy  to  perform 
procedure  and  for  practicable  reasons  is  not 
commonly  studied.  Its  presence  however 
is  a predictable  event  in  many  sensitized 
people  receiving  penicillin,  and  the  antibody 
itself  is  probably  carried  in  the  immuno- 
globulin M fraction  of  globulin.  This  will 
be  commented  on  later. 

Skin  testing  with  whole  penicillin  G in 
tiny  amounts  generally  does  not  yield  an 
interpretable  result.  This  is  so  mainly 
because  antibodies  in  the  hypersensitized 
person  have  been  formed  for  the  most  part 
to  degradation  products  of  penicillin,  not 
to  the  original  drug.  The  general  belief  is 
that  penicillin  G is  not  by  itself  antigenic. 
An  immediate  skin  response  to  an  injection 
of  penicillin  G occasionally  occurs,  but  it  is 
likely  that  degradation  of  the  product 
happens  after  injection,  and,  therefore,  the 
reaction  is  not  due  to  the  whole  chemical. 
If  degradation  does  not  occur,  a false  sense 
of  security  results  from  the  negative  test 
reactions.  A late  (forty-eight-hour)  tuber- 
culin-like  response  may  indicate  other 
events.  In  other  words,  use  of  penicillin  G 
as  a skin  test  material  need  not  be  meaning- 
ful. 

In  the  human  being  the  immediate 
allergic  reaction  is  probably  mediated  by 
skin  test  sensitizing  antibodies  carried  in 
the  immunoglobulin  E fraction.  Accel- 
erated responses  may  be  associated  with 
both  immunoglobulin  E and  antibodies  in 
immunoglobulin  G with  a benzyl  penicilloyl 
specificity.  Occasionally,  if  the  level  of  the 
immunoglobulin  G antibodies  is  sufficiently 
high  when  both  of  the  others  are  present, 
they  may  act  as  blocking  antibodies,  pre- 
cluding the  obtaining  of  a positive  skin  test 
result,  irrespective  of  the  testing  material. 

With  late  urticarial  skin  reactions  result- 
ing from  the  administration  of  penicillin, 
elevations  in  concentration  of  immuno- 
globulin M antibodies  are  generally  present. 
On  occasion  with  high  concentrations  of 
immunoglobulin  M there  may  also  be  an 


elevation  of  the  immunoglobulin  G anti- 
bodies. It  must  be  emphasized  though 
that  late  reactions  are  unpredictable  as  far 
as  serologic  or  other  measurements  for 
penicillin  allergy  are  concerned. 

In  the  presence  of  negative  direct  skin 
test  results  with  benzyl  penicilloyl-poly- 
lysine  as  the  antigen,  or  without  a positive 
test  result  with  minor  determinant  mate- 
rials, no  immediate  or  accelerated  reactions 
occur.  For  example,  in  one  study  among  a 
group  of  108  individuals,  all  with  a history 
of  a prior  allergic  reaction  to  penicillin,  94 
had  negative  skin  test  results  and  penicillin 
was  given  without  event.8  Among  14  with 
positive  skin  test  results,  4 had  accelerated 
reactions  when  penicillin  was  given.  Three 
others,  with  positive  test  results  to  the 
minor  determinants  only,  also  developed 
acute  reactions  after  the  administration  of 
penicillin  G.  Seven  patients  took  penicillin 
without  trouble  despite  positive  test  results. 
These  experiences  clearly  indicate  that  in 
approximately  90  per  cent  of  individuals 
with  positive  skin  test  results  or  positive 
histories,  therapy  can  still  be  given  without 
development  of  overt  acute  or  accelerated 
reactions  of  hypersensitivity. 

In  patients  known  to  be  allergic  to 
penicillin,  some  have  recommended  that  a 
desensitization  program  be  attempted  as  is 
tried  with  patients  allergic  to  such  things 
as  pollens  and  dust.  However,  desensitiza- 
tion with  initial  tiny  doses  of  penicillin  G, 
followed  with  increasing  amounts,  with  a 
view  of  exhausting  skin-sensitizing  anti- 
bodies, is  not  often  successful.  The  posi- 
tive reaction  often  occurs  after  seemingly 
initial  success  and  is  not,  therefore,  a de- 
sensitization phenomenon.  As  a whole  it  is 
a dangerous  procedure  and  not  likely  to 
work  dependably. 

In  summary,  there  is  a heterogenicity  of 
immune  response  in  man  after  the  admin- 
istration of  penicillin.  Every  person  taking 
one  develops  antibodies  to  it.  Those  indi- 
viduals developing  an  unfavorable  reaction 
merely  have  a greater  capacity  to  form  one 
or  more  kinds  of  antibody  and  probably  in 
greater  amounts.  The  clinical  prediction 
of  who  will  get  a resulting  overt  reaction 
because  of  these  unusual  elevations  in  one 
class  or  classes  of  antibody  cannot  be  made 
with  our  present  information,  nor  is  there 
a dependable  testing  procedure  to  make  the 
determination  with  any  precision. 
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Immunologic  relationships  between 
penicillins  and  cephalosporins 

In  a recent  small  experience  reported 
from  Baltimore  7 patients  developed  acute 
or  accelerated  reactions  to  cephalothin.14 
All  of  the  7 had  had  prior  reactions  to 
penicillin  and  all  were  atopic  in  general. 
In  subsequent  evaluations  each  showed  a 
positive  result  to  the  direct  benzyl  penicil- 
loyl  skin  test.  The  authors  concluded  that 
there  must  be  an  immunologic  relationship 
between  the  two  families  of  drugs.  Their 
skin-sensitizing  antibody  studies  surely 
showed  cross  allergenicity  between  the  two 
drugs. 

In  considering  this  possibility,  some  facts 
are  of  crucial  importance.  Both  the  thia- 
zolidine  ring  of  penicillin  and  the  dihydro- 
thiazine  ring  of  the  cephalosporins  are 
attached  to  a beta  lactam  molecule. 
Cephalosporin  C is  a substituted  product  of 
7ACA  (7  aminocephalosporonic  acid)  in 
which  a 6-member  dihydrothiazine  ring  is 
attached  to  the  beta  lactam  ring.  A 5- 
member  thiazolidine  ring  is  present  in 
6APA  (6  aminopenicillanic  acid)  base  of 
penicillin.  It  is  conceivable  that  with  a 
degradation  product  of  both,  similar  anti- 
genic stimulators  could  be  formed.  On  the 
other  hand,  it  must  be  emphasized  that  in 
people  moderately  sensitized  to  penicillin  G, 
or  those  who  have  delayed  reactions  to 
penicillin  G only,  immunologic  similarities 
have  not  been  demonstrated  between  peni- 
cillin G and  cephalothin. 

That  there  is  immunologic  crossover 
between  the  two  families  of  drugs,  however, 
can  be  demonstrated  in  animals. 16  Rabbits 
immunized  with  a protein  conjugate  of 
cephalothin  develop  penicilloyl  determinant 
groups.  Similarly  in  the  human  being  it 
has  been  shown  that  patients  with  marked 
skin  reactions  after  the  injection  of  benzyl 
penicilloyl-polylysine  conjugate  also  uni- 
formly have  1 to  2 plus  reactions  when  skin 
injections  of  cephalothin,  cephaloridine, 
6APA,  and  6ACA  are  given. 14 

Thus  there  can  be  overlapping  antibodies 
between  the  two  drugs.  Prescribing  ceph- 
alosporins to  patients  known  to  be  highly 
sensitive  to  the  penicillins  must  be  done 
cautiously.  There  are  apparently  similar 
immunologic  macromolecular  complexes  in 
derivatives  of  7ACA  and  6APA.  Perhaps 
these  come  from  contaminants  in  the  manu- 


facture of  both  products,  contaminants  in 
the  media,  or  from  the  microbes  elaborating 
the  material  which,  speculatively,  could 
have  the  same  protein  by-products  that 
have  cross  antigenicity.  In  summary  it 
is  generally  agreed  that  the  risk  of  an 
untoward  reaction  in  a penicillin-sensitive 
patient  is  less  with  a cephalosporin  than 
with  penicillin,  but  in  people  sensitive  to 
either  there  is  an  overlapping  of  reactions. 

Immunologic  distinction 
among  penicillins 

There  is  no  question  that  a patient 
known  to  be  allergic  to  penicillin  G,  par- 
ticularly one  who  has  had  a prior  acute  or 
accelerated  reaction,  is  likely  to  be  equally 
susceptible  to  the  same  type  of  untoward 
side-effect  after  the  administration  of 
another  type  of  penicillin. 11  In  this  in- 
stance great  care  must  be  exercised  in  the 
prescription  of  any  penicillin.  This  cross 
reactivity  can  be  demonstrated  by  serologic 
means.  Details  of  the  measurement  of 
hemagglutinating  antibody  titers  is  not 
important  to  describe  here,  but,  in  brief, 
animals  are  immunized  to  one  penicillin  by 
repeated  injections  of  the  material,  sus- 
pended in  Freund’s  adjuvant,  over  a four- 
teen day  period.  Several  days  after  im- 
munization is  completed,  serum  containing 
antibody  from  the  animal  is  added  to 
neutral  rabbit  red  blood  cells  previously 
sensitized  in  vitro  to  one  penicillin.  When 
the  serum  is  exposed  to  cells  coated  with 
the  original  immunizing  penicillin,  ag- 
glutination is  observed  and  can  be  quanti- 
tated. The  serum  also  can  be  added  to 
cells  coated  with  other  types  of  penicillin 
if  present  cross  reactivity  can  be  demon- 
strated. For  example,  when  a rabbit  is 
immunized  with  oxacillin,  it  is  apparent 
that  antibodies  in  high  titer  to  that  penicil- 
lin develop.  When  the  same  rabbit  anti- 
serum is  added  to  red  blood  cells  sensitized 
with  other  types  of  penicillin,  it  is  clear  that 
antibodies  to  oxacillin  do  not  cause  any 
order  of  agglutination  of  such  cells.  Thus, 
as  is  true  in  clinical  experience,  there  is 
definite  though  not  complete  immunologic 
distinction  between  oxacillin  and  penicillin 
G,  V,  and  methicillin  at  least. 

On  the  other  hand,  antibodies  to  ampieil- 
lin  cross  react  to  almost  the  same  degree 
with  ampicillin-treated  cells  as  they  do  to 
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cells  coated  with  penicillin  G and  the  other 
penicillins  listed.  Thus  the  evidence  sug- 
gests that  immunologic  differences  with 
ampicillin  and  other  penicillins  are  minimal. 
This  is  true  in  clinical  practice  too;  ampicil- 
lin has  proved  to  be  one  of  the  most  potent 
proantigens  among  all  the  derivatives  of 
6APA. 

Contrariwise,  the  great  majority  of  reac- 
tions to  penicillin  are  of  the  delayed  variety. 
In  a patient  with  a positive  history  of  this 
type  of  reaction,  the  administration  of  a 
synthetic  penicillin  usually  can  he  achieved 
without  overt  effects.  For  example,  we 
studied  75  patients  in  whom  there  was  a 
history  of  an  overt  but  delayed  type  reac- 
tion to  penicillin  G developing  from  thirty- 
six  hours  to  twelve  months  previously. 1 1 
All  were  started  on  full  doses  of  a synthetic 
penicillin.  In  this  series,  ampicillin  and 
methicillin  were  administered,  with  the 
proper  indications  of  an  unusually  severe 
or  life-threatening  infection.  Hemaggluti- 
nating  antibodies  were  measured  in  all  of 
the  75  subjects,  but  we  decided  not  to  do 
direct  skin  testing.  Seventy  of  the  75 
successfully  completed  the  required  course 
of  therapy;  5 developed  acute  or  accel- 
erated reactions  one  to  forty  days  after  the 
start.  This  is  a safety  record  of  more  than 
90  per  cent  and  is  clinically  tolerable.  It 
was  our  considered  opinion  from  this  study 
that  because  there  is  no  predictable,  prac- 
ticable, or  dependable  way  to  predetermine 
which  patient  will  react  unfavorably  to  a 
second  drug  in  the  same  family,  the  use  of 
good  clinical  judgment  is  the  only  sensible 
way  to  prescribe  any  penicillin  in  the  face 
of  a history  of  prior  reaction. 

Other  reports,  like  ours,  also  demonstrate 
this.  For  example,  investigators  at  the 
Mayo  Clinic  treated  a group  of  patients 
with  endocarditis  who  were  allergic  to 
penicillin  G. 16  Fifty-six  of  71  patients  with 
positive  histories  received  penicillin  in  one 
form  or  another.  Twenty-two  reacted  un- 
favorably, of  which  only  4 were  of  the  acute 
or  accelerated  variety  (1  anaphylaxis). 
There  appeared  to  be  no  increase  in  severity 
of  the  reactions  because  of  prior  use. 
Contrariwise,  in  the  same  series,  among  290 
patients  with  endocarditis  who  had  negative 
histories  of  penicillin  allergies,  18  reacted 
unfavorably  to  its  administration.  Thus 
it  would  appear  from  these  and  our  experi- 
ences that  the  continued  use  of  a penicillin 


in  the  face  of  an  overt  reaction  can  be  done 
albeit  with  increased  hazard. 

There  is  of  course  a calculated  risk  in 
continuing  an  allergen  in  the  face  of  an 
overt  hypersensitivity  reaction,  particularly 
so  with  certain  types  of  reaction.  The  fear 
of  developing  generalized  or  localized  vas- 
culitis is  real,  a phenomenon  which  could 
lead  to  permanent  damage  to  some  organs 
such  as  the  lung  and  kidney.  Vesicular 
eruptions  and  hyperpyrexia  are  the  two 
side-effects  which,  with  extended  exposure 
to  penicillin,  could  become  associated  with 
diffuse  small-artery  disease.  There  is  con- 
siderably less  long-term  danger  to  patients 
with  delayed  reactions  who  have  macular 
skin  lesions  and  in  fact  with  most  other 
reactions.  Once  again,  clinical  judgment  is 
required  to  make  the  final  decision. 

Thus  most  investigators  advise  that 
penicillin  can  be  continued  in  most  patients 
despite  known  allergic  propensity  to  it  when 
the  indications  are  crucial.  In  this  opinion 
I concur. 

Treatment  suggestions 

A troublesome  clinical  decision  always 
arises  when  continued  therapy  with  penicil- 
lin is  considered  necessary  in  the  face  of  an 
overt  reaction  to  hypersensitivity.  Ob- 
viously when  such  is  present  and  if  clinically 
feasible,  the  penicillin  should  be  discon- 
tinued. With  cessation  an  acute  reaction 
generally  subsides  spontaneously  within 
three  to  four  days.  A delayed  reaction  may 
persist  for  longer  periods  and  may  even 
recur,  but  eventually  it  too  subsides  with 
no  more  than  symptomatic  measures. 

The  use  of  penicillinase,  with  the  purpose 
of  lessening  or  controlling  a reaction,  de- 
serves comment.  The  enzyme  breaks  the 
beta  lactam  ring  which  results  in  penicilloic 
acid  and  other  nonantigenic  degradation 
products.  With  its  administration  to  a 
human  being,  circulating  penicillin  imme- 
diately disappears  and  no  further  antibody 
stimulus  is  available.  It  does  not,  though, 
affect  previous  antibody-antigen  union. 
With  its  use  severity  and  duration  of  a 
delayed  type  reaction  may  be  decreased, 
but  it  has  no  influence  on  an  acute  reaction. 
Repeated  doses  of  penicillinase  are  not 
recommended  because  the  material  is  itself 
antigenic.  It  is  thus  useful  for  only  3 or  4 
doses.  In  the  presence  of  delayed  reactions 
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to  a synthetic  penicillin  the  usual  dose  of 
800,000  units  must  be  increased  appre- 
ciably. Because  all  reactions  are  self- 
limited, the  administration  of  penicillinase 
does  not  have  great  clinical  merit. 

Other  immediate  treatments  for  an  un- 
fortunate reaction  to  penicillin  are  avail- 
able. The  use  of  epinephrine,  diphenhy- 
dramine, and  hydrocortisone  for  acute  reac- 
tions have  been  well  described  and  need  no 
further  elaboration.  With  delayed  reac- 
tions, steroids,  an  antihistamine,  penicilli- 
nase, and  occasionally  epinephrine  can  be 
helpful.  It  is  still  a critical  problem  to 
make  the  decision  to  continue  therapy  with 
a penicillin  in  the  face  of  any  kind  of  a 
reaction  to  it,  and  a solution  to  the  dilemma 
cannot  be  described  precisely. 

When  and  how  to  substitute 
for  penicillin 

The  clinical  decision  to  shift  a therapy 
because  of  an  untoward  allergic  reaction  to 
penicillin  is  difficult  only  in  instances  of  life- 
threatening  infection  in  which  penicillin 
clearly  is  the  drug  of  choice.  The  shift 
should  be  made  only  when  the  side-effect  is 
or  was  of  the  acute  or  accelerated  kind. 
In  the  instance  in  which  the  patient  has  a 
severe  disease,  when  he  is  known  to  have 
had  this  type  of  reaction  to  penicillin,  when 
the  pathogenic  microbe  is  susceptible  to 
penicillin  and  other  drugs  and,  when  the 
direct  skin  test  result  for  skin-sensitizing 
antibodies  specifically  against  major  or 
minor  determinants  of  penicillin  reactions 
is  positive,  a prescription  for  a substitute 
drug  is  wise.  There  is  always  available 
another  agent  active  against  bacteria  which 
are  highly  susceptible  to  penicillin.  These 
are  the  cephalosporanic  acid  derivatives, 
cephalothin  and  cephaloridine,  kanamycin, 
gentamicin,  and  vancomycin.  Less  potent 
drugs  like  tetracycline,  erythromycin,  lin- 
comycin,  chloramphenicol,  and  novobiocin 
have  been  shown  wanting  in  the  control  of 
severe  infectious  disease  and  so  should  not 
be  considered  as  substitutes  in  these  critical 
instances. 

The  selection  of  which  one  of  these  potent 
materials  should  be  considered  as  second 
drug  of  choice  depends  on  several  factors: 
the  offending  pathogen,  the  status  of  the 
patient’s  kidney  function,  his  exposure  to 
any  one  of  the  drugs  in  prior  diseases,  and 


the  status  of  his  allergic  responsiveness  to 
penicillin.  For  example,  in  the  instance  of 
a severe  staphylococcal  disease,  cephalothin 
may  not  be  potent  enough.  In  the  instance 
of  a coliform  sepsis  the  patient  may  have 
had  kanamycin  in  the  past  and  his  renal 
function  is  only  40  per  cent  of  normal;  that 
agent  may  prove  distressingly  toxic.  In 
the  instance  of  an  enterococcal  endocarditis 
or  peritonitis  neither  kanamycin  nor  the 
cephalosporins  are  active.  In  the  instance 
in  which  the  patient  is  highly  sensitive  to 
penicillin,  the  use  of  the  cephalosporins 
might  also  be  contraindicated.  The  one 
agent  which  might  be  considered  as  a choice 
substitute  is  the  new  gentamicin.  Its  spec- 
trum is  broad,  its  bactericidal  activities 
overlap  with  all  the  other  major  agents,  and 
there  is  no  known  cross  allergenicity  with 
penicillin  (there  may  be  with  kanamycin). 
In  a dose  of  80  mg.  parenterally  three  times 
daily  to  the  adult  or  1.5-2  mg.  per  kilogram 
per  day  in  children,  gentamicin  has  proved 
to  be  a most  effective  drug.  Although  not 
yet  easily  available,  its  final  Food  and  Drug 
Administration  approval  has  been  given 
and  the  pharmacists  will  soon  have  it.  The 
clinical  record  of  the  efficacy  of  gentamicin 
has  been  impressive.  Perhaps  in  any  situa- 
tion in  which  penicillin  cannot  be  used, 
gentamicin  may  yet  prove  to  be  the  best 
substitute. 

Summary 

There  are  no  easy  solutions  to  the 
dilemma  of  what  to  do  with  an  individual 
highly  allergic  to  penicillin.  When  a pa- 
tient is  allergic  to  penicillin,  when  he  needs 
an  antimicrobial  agent  for  therapy  of  an 
infection  which  is  not  life  threatening,  a 
shift  in  the  prescription  to  any  one  of  a 
large  number  of  chemotherapeutic  sub- 
stances is  sensible.  This  is  uncommonly  a 
clinical  problem.  It  is  in  the  case  in  which 
the  infectious  problem  demands  an  exceed- 
ingly potent  antimicrobial  agent  and  in 
which  the  patient  probably  cannot  tolerate 
penicillin  because  he  might  respond  with  an 
acute  allergic  reaction.  The  obvious  steps 
to  be  taken  under  such  circumstances  are 
as  follows: 

1.  Determine  precisely  the  severity  of  the 

prior  reaction  to  penicillin  by  history. 

2.  Perform  direct  skin  testing  with  specific 
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benzyl  penicilloyl-polylysine  and  minor  deter- 
minant conjugates  if  available.  The  skin- 
testing materials  are  in  fact  not  easily  avail- 
able. 

3.  Determine  the  patterns  of  susceptibility 
of  the  invading  microbe  to  various  other 
potent  drugs.  If  the  patient  has  not  had  a 
prior  acute  or  accelerated  reaction  to  penicil- 
lin, if  the  direct  skin  test  results  are  negative, 
and  if  the  causative  organism  is  susceptible, 
start  penicillin,  any  one  of  them,  first  in  small 
doses  such  as  1,000  mg.  orally  and  build 
rapidly  in  twenty-four  to  thirty-six  hours  to 
full  dosage.  If  a delayed  reaction  develops 
after  the  fourth  day  and  if  the  infection  is  not 
fully  controlled  by  then,  usually  it  is  not, 
continue  with  the  penicillin.  The  uncom- 
fortable but  not  necessarily  dangerous  late 
reactions  can  be  treated  concomitantly  with 
an  antihistamine  or  a corticosteroid,  perhaps 
also  with  2 or  3 doses  of  penicillinase. 

Under  more  critical  conditions,  such  as  an 
anaphylactic  or  even  an  anaphylactoid 
reaction  to  the  first  dose  of  a penicillin,  a 
shift  to  another  drug  is  required.  The  most 
obvious  first  choice  is  a cephalosporin. 
Should  that  also  result  in  a serious  side- 
effect,  as  may  occur,  the  use  of  gentamicin 
or  kanamycin  or  vancomycin  must  be 
entertained.  Above  all  however,  sensible, 
clear  thinking  clinical  judgment  is  the 
order  of  the  day. 
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T he  history  of  hysteria  mirrors  medical 
thought  and  social  forces  through  thousands 
of  years.  The  flexible  nature  of  its  symp- 
tomatology reflects  the  changing  concepts 
and  theories  concerning  natural  phenomena 
and  human  behavior.  As  such,  it  provides 
unparalleled  opportunities  toward  under- 
standing social,  cultural,  religious,  and 
medical  orientations  in  transcending  the 
mind-body  bridge.  Although  a great  deal 
has  been  written  about  hysteria  as  a disease 
concept,  its  history  has  been  relatively 
neglected,  particularly  in  the  English  litera- 
ture, until  Veith’s1  recent  book  which  traces 
its  recognition  and  treatment  from  an- 
tiquity to  the  beginning  of  the  twentieth 
century  and  the  dawn  of  psychoanalysis. 

Ancient  theories 

Although  morbid  states  supposedly 
caused  by  starvation  or  displacements  of 
the  uterus  were  described  in  the  oldest 
surviving  Egyptian  Kaliun  papyrus  of 
about  1900  B.C.,  it  remained  for  the  Hippo- 
cratic physicians  of  the  fifth  century  B.C. 

Pre Hented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Neurology  and  Psychiatry,  February  10,  1969. 


to  give  hysteria  its  name  obviously  derived 
from  the  Greek  word  for  womb,  hystera. 
Ancient  Greek  medical  thought  concerning 
the  disease  is  almost  identical  with  the 
Egyptian  beliefs,  as  expressed  in  their 
papyri,  and  suggests  the  continuity  of 
Egyptian  and  Greek  medical  thinking. 
The  importance  of  differentiating  between 
symptoms  of  hysteria  and  those  related  to 
organic  disease  was  well  appreciated  in 
early  Greek  medicine.  There  were  sugges- 
tions that  deprivations  of  sexual  relations 
led  to  a drying  up  of  the  uterus  which,  as 
it  lost  weight,  would  rise  up  and  wander 
through  the  body  in  search  of  moisture  and 
humidity,  thereby  causing  various  symp- 
toms depending  on  where  the  organ  settled. 
Marriage,  manipulation  of  the  genitals,  and 
sexual  intercourse  were  suggested  as  cures. 
Treatment  also  was  often  carried  out 
effectively  in  the  hundreds  of  Aesculapian 
temples  in  the  fourth  century  B.C.  with 
suggestion,  sham  surgery,  and  perhaps 
hypnosis. 

Among  the  Roman  physicians  in  the  first 
and  second  centuries  A.D.,  Aretaeus  of 
Cappadocia  asserted  that  there  is  a form  of 
hysteria  unconnected  with  the  uterus  which 
could  also  appear  in  men,  a trancelike 
cataleptic  experience  in  which  the  person 
cannot  move  or  talk  but  is  conscious  of  his 
surroundings.  Galen  of  Pergamon  (129-199 
A.D.)  also  acknowledged  the  existence  of 
hysteria  in  men  as  well  as  women  and 
ascribed  the  symptoms  to  abstinence  or 
lack  of  sexual  relations,  which  led  to  re- 
pressed secretions  in  females  and  retention 
of  sperm  in  males,  both  causing  noxious 
influences  and  damage  throughout  the 
body.2  With  his  great  knowledge  of  anat- 
omy often  based  on  dissections  of  dogs  and 
apes,  Galen  pointed  out  the  fallacies  in  the 
theories  of  those  who  likened  the  womb  to 
an  animal  migrating  around  the  body. 

In  the  middle  ages,  the  doctrine  of 
natural  origin  of  disease  so  prominent  in 
Hippocratic  writings,  was  again  replaced 
by  ideas  of  superhuman,  divine,  or  demonic 
causation.  This  was  particularly  true  for 
hysteria  with  its  bizarre  symptomatology, 
sudden  and  transient  attacks,  and  sug- 
gestibility which  not  uncommonly  led  the 
accused  to  make  exhibitionistic  confessions 
of  being  a witch  or  possessed  by  demons. 
The  textbook  of  the  Inquisition,  The 
Malleus  Maleficarum  (The  Witches’  Ham- 
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mer),  written  in  1487  by  two  Dominican 
monks,  Heinrich  Kraemer  and  Johan 
Sprenger,  was  mercilessly  used  to  ferret 
out  these  witches.  The  book  had  the 
authoritative  backing  of  Pope  Innocent 
VIII,  the  Faculty  of  Theology  at  the  Uni- 
versity of  Cologne,  and  Maximilian  I,  king 
of  Rome.  This  document  of  the  psycho- 
pathology of  witchcraft  also  abounds  in 
pornographic  descriptions  of  sexual  orgies 
between  the  demons  and  the  persons  they 
possess,  probably  adding  to  the  avidity  with 
which  it  was  studied.  Furthermore,  it 
probably  sanctioned  the  gratification  of 
voyeuristic  and  sadistic  sexual  impulses  of 
the  persecutors  by  recommending  how  the 
witches  were  to  he  stripped,  their  pubic 
hair  removed,  and  how  they  were  to  he 
punished,  preferably  by  burning.3 

In  the  face  of  such  entrenched  dogma  in 
which  the  authors  boldly  stated  that  if  the 
reader  is  not  convinced  of  their  arguments 
it  is  solely  because  he  is  already  a victim  of 
witchcraft  or  a heretic,  it  took  a man  of 
unrivaled  courage  to  refute  their  argu- 
ments. Such  a person  was  Johann  Weyer 
(1515-1588)  designated  by  Zilboorg4  as  the 
founder  of  modern  psychiatry.  After  ten 
years  of  clinical  research  and  reading  Weyer 
published  a lengthy  tome,  De  Praestigiis 
Daemonum  (The  Deception  of  Demons), 
in  1563  in  which  by  means  of  detailed 
psychiatric  case  histories  he  rebutted  The 
Malleus  Maleficarum  which  had  led  to  the 
execution  of  upward  of  100,000  people.5 

With  convincing  arguments  he  expressed 
the  opinion  that  the  management  of  witches 
and  the  bewitched  was  best  left  to  physi- 
cians and  taken  out  of  the  hands  of  ignorant 
monks.  Weyer,  unlike  his  teacher  Cor- 
nelius Agrippa,  was  not  abusively  critical 
or  malicious  but  was  truly  pious.  He  was 
frank  and  outspoken  insisting  that  he  would 
rather  let  ten  guilty  persons  go  free  than 
risk  the  death  of  one  innocent  individual. 
With  a reverence  for  life  he  boldly  asserted 
that  monks  would  be  better  advised  to 
study  the  art  of  healing  than  the  art  of 
killing. 

Weyer,  as  did  Hippocrates,  appreciated 
the  emotional  interplay  between  patient 
and  physician.  The  latter,  if  frustrated 
by  inability  to  cure  certain  ailments,  could 
continue  to  believe  in  his  own  therapeutic 
omnipotence  by  ascribing  the  refractory 
maladies  to  supernatural  causes,  such  as  the 


patient  being  possessed  by  the  devil. 
Similarly,  today  many  physicians  tend  to 
refer  to  patients  in  a pejorative  manner 
calling  them  “crocks”  or  “psychos”  if  they 
cannot  cure  the  illness.6 

Thomas  Sydenham  (1624-1689),  well- 
known  in  England  and  on  the  continent  for 
his  treatises  on  gout,  venereal  disease,  and 
chorea,  also  described  the  clinical  manifes- 
tations of  hysteria  in  a precise  and  detailed 
fashion  including  its  occurrence  in  males. 
Probably  because  of  the  long-standing 
prejudice  that  this  disease  occurred  only  in 
women  and  the  clear  reference  to  the  uterus 
in  its  name,  he  labelled  the  hysterical  male 
a “hypochondriac.”  Both  he  and  William 
Harvey  recognized  the  significant  influence 
of  psychologic  factors  in  disease.7 

Modern  theories 

The  modern  era  of  dynamic  psychiatry, 
stressing  the  ontogenetic  and  psychologic 
bases  of  hysteria,  was  brought  into  clearer 
focus  in  the  latter  part  of  the  nineteenth 
century  and  achieved  its  greatest  under- 
standing through  Freudian  psychoanalytic 
psychology. 

Antedating  this  period,  Franz  Anton 
Mesmer  had  already  demonstrated  the 
special  power  of  “animal  magnetism”  in 
curing  various  afflictions.  Although  his 
theory  was  discredited  by  a royal  commis- 
sion appointed  by  Louis  XVI  in  1784  and 
presided  over  by  our  own  Benjamin 
Franklin,  the  public  exhibitions  of  his 
therapeutic  prowess  were  real.  This  was 
never  doubted  by  the  commission  although 
it  ridiculed  the  idea  of  any  special  magnetic 
fluid  and  attributed  any  salutary  effects  to 
suggestion.  The  end  result  of  the  report 
was  to  discredit  Mesmer  who  finally  emi- 
grated to  Switzerland  where  he  died  penni- 
less. It  remained  for  James  Braid  (1795- 
1860)  to  appreciate  the  trancelike  state 
induced  by  suggestion,  and  he  coined  the 
term  “hypnotism”  to  replace  the  word 
mesmerism. 

Although  hypnotism  was  held  in  general 
disrepute  for  the  most  part,  Jean-Marie 
Charcot’s  pre-eminence  as  a neurologist 
enabled  him  to  surmount  criticism  for  using 
it  and  demonstrate  its  effectiveness  in 
hysteria.  Sigmund  Freud  (1856-1939)  was 
greatly  interested  in  Charcot’s  work  and 
studied  at  the  Salpetriere  for  nineteen  weeks 
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under  him.  As  a result,  Freud  became 
convinced  that  hysterical  phenomena  were 
genuine  in  contrast  to  the  prevalent  view 
that  they  were  the  product  of  deliberate 
pretense  or  the  patient’s  imagination.  The 
possibility  that  hysteria  was  of  psychologic 
origin,  that  the  manifest  symptoms  were 
produced  by  thoughts,  ideas,  and  beliefs 
occurred  to  Freud  when  he  observed  Char- 
cot’s ability  to  induce  and  relieve  paralyses, 
seizures,  and  anesthesias  through  hypnotic- 
suggestion.  Nevertheless,  Charcot  con- 
tinued to  he  basically  an  organicist  insisting 
that  only  hysterical  subjects  could  be 
hypnotized.  This  contrasted  with  the 
belief  of  the  Nancy  School  (Bernheim  and 
Liebault)  that  suggestion,  rather  than  an 
organic  predisposition  of  the  central  nervous 
system,  was  the  essence  of  hysteria  and 
that  many  persons  who  were  not  subject  to 
hysteria  could  be  hypnotized.8 

Freud  attempted  to  interest  Charcot  in 
Josef  Breuer’s  description  of  his  treatment 
of  a hysterical  female  patient  but  met  with 
a cold  rebuff.  Undeterred  Freud  returned 
to  Vienna  determined  to  give  up  his  lab- 
oratory studies,  devote  his  time  to  clinical 
practice,  and  to  pursue  his  studies  of 
hysterical  patients. 

Case  1.  The  story  of  Breuer’s  patient  was 
most  instructive.  She  was  a young  girl  of 
twenty-one  who  was  passionately  attached  to 
her  father.  When  he  became  chronically  ill, 
various  symptoms  developed  in  the  daughter 
such  as  paralyses,  anesthesias,  visual  and  speech 
difficulties,  and  contractures.  She  manifested  a 
sort  of  double  personality;  during  one  phase 
she  would  appear  normal,  but  during  the  other, 
induced  by  autohypnosis  at  first  and  later  by 
Breuer’s  hypnosis,  she  related  vivid  fantasies 
concerning  her  conflict  about  attending  her  ill 
father.  When  she  recalled  these  details  with 
an  accompanying  intense  affective  discharge 
(abreaction),  her  symptoms  would  disappear. 
The  patient  referred  to  this  as  “chimney  sweep- 
ing” or  the  “talking  cure.”  The  overwhelming 
importance  of  unconscious  memories  and  re- 
pressed emotions  in  symptom  formation  made  a 
deep  impression  on  Freud.  Another  aspect  of 
the  treatment,  namely,  the  girl’s  pregnancy 
fantasy  involving  Breuer  and  his  emotional 
involvement  (countertransference),  intensified 
by  his  wife’s  jealousy  and  resentment  of  the 
patient,  no  doubt  played  a role  in  his  shying 
away  from  further  participation  in  Freud’s 
investigations,  especially  when  the  latter  in- 
sisted on  probing  sexual  conflicts  and  fantasies.9 
This  was  subsequently  elaborated  by  Freud  in 
his  formulations  concerning  transference  and 
countertransference. 


Toward  the  end  of  1887,  Freud  used 
hypnosis  extensively  in  his  practice  to  try 
to  understand  why  certain  kinds  of  symp- 
toms developed  at  particular  times,  and 
what  led  to  the  vicissitudes  in  their  mani- 
festations. At  first  he  used  hypnosis  to 
explore  the  “traumatic”  experiences,  which 
supposedly  generated  the  illness,  and  en- 
couraged psychocatharsis  to  relieve  the 
symptoms.  However,  the  improvements 
were  transitory  and  today  would  be  desig- 
nated as  “transference  cures,”  since  they 
persisted  only  as  long  as  the  patient- 
physician  relationship  continued.  This  was 
confirmed  when  one  of  Freud’s  patients  on 
awakening  from  hypnosis  suddenly  em- 
braced him.  This  convinced  him  of  the 
erotic  basis  of  the  therapeutic  effect  and 
the  possibility  of  a sexual  origin.  Freud 
appreciated  the  necessity  of  the  patient 
understanding  the  origin  and  meaning  of 
her  symptoms  in  order  to  achieve  more  last- 
ing benefit.  This  coupled  with  the  diffi- 
culty of  hypnotizing  some  patients,  which 
he  recognized  as  resistance,  led  him  to  visit 
Nancy  in  1889  to  observe  Ambroise-August 
Liebault  (1823-1904)  and  Hippolyte-Marie 
Bernheim  (1840-1919)  to  perfect  his  hyp- 
notic technic.  There  he  was  also  impressed 
with  the  fact  that  experiences  recalled  under 
hypnosis  could  be  retrieved  during  fully 
conscious  periods  through  concentration 
and  saying  everything  that  came  to  one’s 
mind.  This  influenced  him  to  shift  to  the 
use  of  the  “concentration  method”  and 
ultimately  the  free  association  technic  with 
its  expression  of  all  the  thoughts,  fantasies, 
feelings,  and  dreams  without  censorship  of 
any  kind. 

Pierre  Janet  (1859-1947),  who  also 
studied  with  Charcot  at  about  the  same 
time  Freud  did,  sided  with  his  teacher  that 
there  was  a constitutional  weakness  of  the 
mind  and  nervous  system  and  postulated  a 
“degenerescence”  in  neurotic  subjects  which 
contributed  to  a lack  of  psychic  integration 
or  tendency  to  dissociation.  This  ego  de- 
fect, he  explained,  resulted  in  certain  aspects 
of  conscious  personality  functioning  being 
split  off  which  were  manifested  as  dissocia- 
tive and  hysterical  phenomena.  Thus,  he 
could  explain  both  the  amnesias  and  fugues 
as  well  as  the  symptoms  of  somatic  conver- 
sion. 10 

In  the  same  way  that  many  actions, 
concepts,  and  thoughts  may  become  asso- 
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elated  psychologically,  so  too  may  they 
secondarily  become  dissociated  or  sepa- 
rated. Since  consciousness  is  not  an  indi- 
visible concept  and  there  are  greater  and 
lesser  degrees  of  awareness,  dissociation, 
which  is  temporary,  partial,  and  under 
voluntary  control  is  a common  experience. 
However,  the  more  massive,  autonomous, 
and  prolonged,  segregation  or  splitting  off 
of  a part  of  the  ego,  which  then  operates  as 
a separate  unit  or  personality,  is  pathologic 
and  leads  to  double  or  multiple  personali- 
ties. This  type  of  reaction  may  be  seen 
when  the  extensive  nature  of  the  associa- 
tions with  the  sources  of  anxiety  and  painful 
experiences  make  the  individual  incapable 
of  using  displacement  successfully.  The 
new  or  secondary  personality  operates 
within  a framework  of  its  own  consciousness 
and  carries  out  acts  independently  of  the 
usual  or  primary  personality.1112  In  the 
United  States  it  was  William  James13 
(1842-1910),  professor  of  psychology  at 
Harvard  University,  and  later  Morton 
Prince14  (1854-1929),  founder  of  the 
Journal  of  Abnormal  Psychology,  who 
elaborated  Janet’s  theories  with  celebrated 
case  reports  of  multiple  personalities. 
More  recently,  Erickson  and  Kubie,15 
Oberndorf, 16  and  Thigpen  and  Cleckley17 
dramatically  described  various  aspects  of 
multiple  personality  functioning. 

The  first  of  Freud’s18  monumental  de- 
tailed case  histories  was  the  famous  “Dora.” 
Although  she  was  in  psychoanalytic  treat- 
ment for  less  than  three  months  at  end  of 
the  year  1900,  the  history  illustrated  the 
importance  of  dream  analysis  in  the  psycho- 
neuroses. In  this  monograph  Freud  con- 
fidently made  the  leap  from  mind  to  body, 
from  a descriptive  to  a dynamic  point  of 
view,  explaining  not  only  what  happened 
but  why  it  did  at  a particular  time.  He 
wrote  about  constitutional  predisposition 
and  somatic  compliance  but  firmly  estab- 
lished the  psychologic  basis  of  hysteria. 
In  the  theoretic  chapter  of  Studies  on 
Hysteria  Freud  had  already  introduced  the 
term  “conversion”  which  utilizes  the  mech- 
anisms of  repression,  identification,  dis- 
placement, denial,  and  symbolization, 
whereby  the  emotions  or  affects  associated 
with  a painful,  consciously  unacceptable 
conflict  are  converted  into  an  inhibition  or 
loss  of  some  motor  or  sensory  function. 
This  conversion  neutralizes  or  decreases 


the  affective  charge  with  denial  of  the 
etiologic  conflicts.  The  functional  disturb- 
ance represents  or  symbolizes  both  the 
repressed  wish  and  the  punishment  for  it. 
Freud  insisted  that  the  psychic  excitement 
or  anxiety  which  was  repressed  was  com- 
monly related  to  some  forbidden  sexual 
wish,  the  experience  of  which  had  to  be 
blocked,  inhibited,  or  even  denied.  A list 
of  writings  by  Freud  dealing  principally 
with  conversion  hysteria  is  given  as  an 
appendix  in  volume  2 of  the  Standard 
Edition A 

It  seems  that  the  more  classical  forms  of 
hysteria,  involving  sensory-motor  sympto- 
matology and  dissociated  states,  generally 
are  more  common  in  uneducated  societies 
in  which  superstition,  faith  healing,  magic, 
and  miracles  are  more  prevalent.  Training 
in  scientific  thinking  apparently  decreases 
the  incidence  of  this  type  of  illness.  During 
World  War  II  troops  from  backward  and 
poorly  educated  areas  developed  hysteria 
in  combat  more  frequently  than  others. 19 

Conversion  and  dissociation 

This  present  symposium  on  hysteria 
comes  less  than  a year  since  its  reintroduc- 
tion as  a diagnostic  term  in  the  second 
edition  of  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders  (DSM  II).20  It  en- 
compasses the  former  terms  “conversion 
reaction”  and  “dissociative  reaction”  used 
in  the  first  edition  published  in  1952. 
Essentially  hysteria  is  characterized  as  a 
neurosis  with  a psychogenic  loss  or  disorder 
of  function.  The  symptoms  are  symbolic 
of  underlying  conflicts,  often  presenting 
somatic  manifestations  in  the  absence  of 
related  physical  disease,  involving  sensory, 
motor,  visceral,  or  trophic  changes.  On 
neurologic  examination  these  disorders  show 
nonanatomic  patterns  of  change;  although 
as  medical  knowledge  becomes  more  wide- 
spread, the  symptoms  more  closely  re- 
semble those  caused  by  neurophysiologic 
malfunctioning.  The  patients  often  show 
an  inappropriate  lack  of  concern  about  the 
symptoms  which  not  infrequently  provide 
some  secondary  gain  through  obtaining 
interest,  sympathy,  and  relief  from  un- 
pleasant or  unacceptable  duties.  An  exag- 
gerated degree  of  suggestibility  has  been 
posited,  although  others  believe  that  this 
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feature  is  seen  in  most  neurotic  individuals 
irrespective  of  diagnosis.  The  mental 
symptoms  observed  are  of  a dissociative 
nature,  appearing  chiefly  as  amnesia, 
somnambulism,  fugue,  trance,  and  multiple 
personality. 

Despite  the  reintroduction  of  the  term 
hysteria  in  the  standard  classification  in 
America,  the  suggestion  is  made  that  when- 
ever possible  a distinction  should  be  made 
between  conversion  and  dissociative  types 
of  the  illness.  Especially  in  view  of  the 
changing  concepts  of  conversion  mecha- 
nisms and  the  suggestion  that  the  pattern 
of  symptoms  changes  with  the  culture, 
Ziegler  and  his  associates,  among  others, 
have  broadened  their  diagnostic  categoriza- 
tion of  conversion  reactions  to  correspond 
more  to  the  contemporary  nature  of  the 
symptomatology. 2 1 ■ 22 

He  includes,  in  addition  to  the  classical 
form  with  loss  of  function,  patients  from 
subcultures  in  which  there  was  a high  de- 
gree of  medical  education  and  sophistication 
and  who  expertly  unconsciously  simulated 
complex  disease  entities  and  symptom  pat- 
terns in  which  bodily  pain  is  a predominant 
feature  without  any  pathophysiologic 
basis,  with  concomitant  evidence  of 
emotional  disturbance  related  to  the 
symptoms. 

Many  psychoanalysts  have  expressed 
considerable  interest  in  the  phenomena  of 
conversion,  somatic  compliance,  and  organ 
neuroses.  In  his  text  Fenichel23  spells  out 
the  prerequisites  for  conversions,  namely, 
the  physical  one  of  the  general  erogeneity 
of  the  human  body,  which  makes  it  possible 
for  every  organ  and  every  function  to 
express  sexual  excitement,  and  the  psycho- 
logic requirement  of  introversion  in  which 
there  is  a prior  turning  from  reality  to 
fantasy  and  a replacement  of  real  sexual 
objects  by  fantasy  representatives  of  infan- 
tile objects.  The  specific  fantasies  are 
translated  into  a symbolic  “body  language.” 
He  differentiates  these  somatic  changes 
from  affect  equivalents  and  physical  results 
of  unconscious  instinctual  attitudes  which 
have  no  definite  psychic  meaning  and  may 
be  partially  equated  with  psychophysio- 
logic  disorders.  From  a pragmatic  point  of 
view,  this  is  usually  of  little  help  during  an 
initial  interview  or  consultation,  for  a dif- 
ferential diagnosis  based  on  knowledge  of 
the  symbolism  involved  commonly  requires 


an  extensive  history  and  repeated  inter- 
views. 

More  recently  other  psychoanalysts, 
Engel,24  Ranged,25  Marmor,26  Schur,27 
Deutsch,28  among  others,  have  clarified 
some  aspects  of  somatization  and  hysterical 
symptomatology  pointing  out  that  conver- 
sions occur  in  a wide  spectrum  of  indi- 
viduals as  they  respond  to  emotional 
stresses.  Conversion  reactions  are  not  nec- 
essarily limited  to  hysterical  personalities 
but  may  also  be  observed  in  many  types 
of  individuals  who  show  minimal  psycho- 
pathologic  features  as  well  as  in  depressed 
patients  or  schizophrenic  psychotic  sub- 
jects. Thus  hysterical  manifestations  may 
occur  at  pregenital  levels  of  development 
as  well  as  in  the  more  typical  oedipal  stages. 
Ontogenetically,  the  conversion  process  be- 
comes possible  only  after  drives  and  affects, 
which  precede  cognitive  development,  have 
come  to  be  represented  in  the  form  of 
wishes,  ideas,  or  fantasies  (derivative 
drives).  If  not  blocked  by  intrapsychic 
conflict,  such  derivative  drives  may  be 
expressed  in  words  or  in  action.  If  blocked, 
a conversion  reaction  is  possible  whereby 
the  forbidden  wish  is  kept  out  of  con- 
sciousness but,  at  the  same  time,  is  con- 
verted into  a bodily  activity  or  sensation 
which  suitably  represents  it  in  a symbolic 
form  (body  language). 

While  hysteria  can  be  distinguished  from 
an  organic  disorder  with  considerable  cer- 
tainty by  a careful  history  and  examination, 
repeated  clinical  observations,  and  special 
technics,  such  as  those  described  in  Nicol’s 
report  in  this  symposium,  it  is  most  difficult 
to  separate  hysteria  from  malingering  unless 
the  patient  admits  to  purposeful  deception. 
Not  uncommonly  the  differentiation  is 
made  primarily  on  the  basis  of  the  exami- 
ner’s subjective  bias  or  judgment.  Even 
when  the  patient  confesses  to  guile  with  a 
deliberate  attempt  to  mislead,  he  may  in 
fact  have  had  hysterical  (unconsciously 
induced,  symbolic)  symptoms  which  serve 
to  reduce  intolerable  anxieties  and  pre- 
varicates for  whatever  gain,  advantage,  or 
need  he  may  derive  from  so  doing.  Hys- 
teria may  coexist  with  organic  illness  as  in 
those  instances  in  which  two  kinds  of 
seizures  are  intermingled,  classical  grand 
mal  convulsions  and  hysterical  fits,  which 
often  confuse  the  medical  staff  until  these 
are  sorted  out.  Similarly,  hysteria  and 
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malingering  may  be  contemporaneous  or 
may  imperceptibly  supersede  each  other.29 
Diagnosis  becomes  particularly  difficult 
when  the  symptoms  are  related  to  all 
three  factors  presenting  different  aspects  at 
various  times  to  several  physicians.20 

Abse,31  in  his  recent  text  on  hysteria, 
describes  the  clinically  presenting  features 
of  hysteria  as  including:  (1)  a group  of 

physical  symptoms  wit  hout  an  ascertainable 
structural  lesion;  (2)  complacency  in  the 
presence  of  gross  objective  disability,  the 
celebrated  belle  indifference;  and  (3) 
episodic  disturbances  in  the  stream  of 
consciousness  when  an  ego-alien,  homo- 
geneous constellation  of  ideas  and  emotions 
occupies  the  field  of  consciousness,  exclud- 
ing the  normative  stream  of  consciousness 
in  the  individual  so  affected  (dissociative 
phenomena). 

There  is  generally  no  disharmony  between 
mood  and  thought,  and  the  illness  tends 
to  be  episodic  in  nature.  A positive  diag- 
nosis is  often  not  possible  from  symptoms 
alone  but  requires  an  elucidation  of  the 
relationship  of  symptoms  to  leading  con- 
flicts and  their  symbolic  and  communicative 
function.  In  his  description  of  hysteria, 
Abse  does  not  limit  the  physical  symptoms 
to  those  under  control  of  the  voluntary 
nervous  system. 

The  differentiation  between  conversion 
reactions  or  hysteria  and  psychophysiologic 
reactions  has  previously  been  based  on  the 
following  criteria: 

1.  The  parts  of  the  body  involved  in 
conversion  reactions  are  mainly  under  the 
control  of  the  voluntary  sensorimotor  sys- 
tem, whereas  organs  and  viscera  innervated 
by  the  autonomic  nervous  system  are 
typically  involved  in  the  psychophysiologic 
disorders. 

2.  Through  the  chronic  visceral  expres- 
sion of  emotions,  pathophysiologic  changes 
may  occur,  thus  accounting  for  symptoms 
contrasted  with  the  symbolic  representation 
of  the  disabilities  in  hysteria. 

3.  There  is  more  relief  of  anxiety  in 
hysteria  when  physical  symptoms  ensue. 

4.  Serious,  disabling,  and  even  life- 
threatening  structural  changes  may  result 
from  prolonged  pathologic  dysfunction.32 

This  differential  diagnostic  schema  is  not 
tenable  since  it  is  not  clinically  correct. 
In  conversion  reactions,  symptoms  such  as 
vomiting  and  fainting,  which  involve 


mediation  in  major  part  by  the  autonomic 
nervous  system,  are  frequently  observed, 
and  the  placid,  bland  affect  is  not  regularly 
observed  especially  in  compensation  cases. 30 
Furthermore,  it  is  likely  that  the  psycho- 
logic defense  process  represented  in  la  belle 
indifference,  when  it  does  occur,  does  not 
prevent  the  arousal  of  the  covert  physio- 
logic correlates  of  emotion.33  Long-stand- 
ing hysterical  symptoms  may  lead  to 
serious  irreversible  structural  changes  such 
as  extensive  contractures  with  paralyses. 
Psychophysiologic  reactions  may,  like  con- 
version reactions,  be  nonverbal,  symbolic- 
communications  expressed  in  body  lan- 
guage. Under  hypnosis  suggestions  can 
influence  functions  mediated  by  the  auto- 
nomic nervous  system.34 

Furthermore,  it  is  a matter  of  common 
experience  that  one  can  affect  glandular 
secretions  through  the  interposition  of  a 
vivid  psychic  representation  based  on  prior 
experience,  such  as  salivation  induced  by 
thinking  of  sucking  on  a very  sour  lemon. 
Certain  parts  of  the  body  under  autonomic 
nervous  system  control  such  as  the  ileum, 
whose  functioning  we  are  not  ordinarily 
aware  of,  may  when  exposed  in  an  ileostomy 
become  involved  in  symbolic  values  and 
fantasies  with  consequent  alterations  in  its 
functioning. 35 

Summary 

Thus  it  appears  that  there  are  no  sharp 
demarcations  between  hysteria  and  psycho- 
physiologic reactions.  Conversion  symp- 
toms may  appear  in  various  diagnostic 
categories  and  are  essentially  the  result  of 
psychic  conflict  and  a compromise  between 
instinctual  drives  and  the  ego.24  The  same 
symptom,  such  as  amenorrhea,  may  be  a 
conversion  reaction  if  related  to  pregnancy 
fantasies  and  conflicts,  or  it  may  be  a 
psychophysiologic  reaction  if  it  occurs  as  a 
result  of  a generalized  stress  reaction.  As 
the  reappraisal  of  conversion  reactions,  dis- 
sociative phenomena,  psychophysiologic 
reactions,  and  organ  neuroses  proceeds,  only 
one  thing  seems  certain,  namely,  that  the 
term  hysteria  with  its  rich  history  over  a 
period  of  thousands  of  years  will  remain 
with  us. 

State  University  of  New  York 
at  Buffalo 
106  Capen  Hall 


July  1,  1969  / New  York  State  Journal  of  Medicine  1871 


Buffalo,  New  York  14214 


References 

1.  Veith,  I.:  Hysteria:  The  History  of  a Disease, 

Chicago,  University  of  Chicago  Press,  1965. 

2.  Ibid.-.  P.  38. 

3.  Alexander,  F.  G.,  and  Selesnick,  S.  T.:  The  History 

of  Psychiatry,  New  York,  Harper  and  Row,  1966,  p.  67. 

4.  Zilboorg,  G.:  The  Medical  Man  and  the  Witch 

During  the  Renaissance,  Lecture  3,  Baltimore,  Johns  Hopkins 
Press,  1935,  p.  109. 

5.  Goshen,  C.  E.:  Documentary  History  of  Psychiatry, 

New  York,  Philosophical  Library,  1967,  p.  69. 

6.  Alexander,  F.  G.,  and  Selesnick,  S.  T.:  The  History 

of  Psychiatry,  New  York,  Harper  and  Row,  1966,  p.  87. 

7.  Ibid.:  P.  94. 

8.  Mack,  J.  E.,  and  Semrad,  E.  V.:  Classical  psycho- 

analysis, in  Freedman,  A.  M.,  and  Kaplan,  H.  I.,  Eds.: 
Comprehensive  Textbook  of  Psychiatry,  Baltimore,  Williams 
& Wilkins,  1967,  chap.  6,  p.  269. 

9.  Breuer,  J.,  and  Freud,  S.:  Studies  on  Hysteria 

(1895),  in  Standard  Edition  of  the  Complete  Psychological 
Works,  London,  The  Hogarth  Press,  1955,  vol.  2,  p.  X. 

10.  Bunker,  H.  A.:  American  psychiatry  as  a specialty, 

in  One  Hundred  Years  of  American  Psychiatry,  New  York, 
Columbia  University  Press,  1944,  p.  479. 

11.  Kolb,  L.  C.:  in  Noyes’  Modern  Clinical  Psychiatry, 

7th  ed.,  Philadelphia,  W.  B.  Saunders  Company,  1968,  p.  74. 

12.  Sim,  M.:  Guide  to  Psychiatry,  2nd  ed.,  Edinburgh 

and  London,  E.  & S.  Livingstone  Ltd.,  1968,  p.  35. 

13.  James,  W.:  The  Principles  of  Psychiatry,  New  York, 

Henry  Holt  & Company,  1890,  vol.  1,  p.  226. 

14.  Prince,  M.:  Dissociation  of  a Personality,  New  York, 

Longmans  Green  & Company,  1905,  pp.  69,  283. 

15.  Erickson,  M.  H.,  and  Kubie,  L.  S.:  The  permanent 

relief  of  an  obsessional  phobia  by  means  of  communication 
with  an  unsuspected  dual  personality,  Psychoanalyt.  Quart. 
8:  471  (1939). 

16.  Obemdorf,  C.  P.:  Co-conscious  mentation,  ibid.  10: 

44  (1941). 

17.  Thigpen,  C.  H.,  and  Cleckley,  H.  M.:  The  Three 

Faces  of  Eve,  New  York,  McGraw-Hill  Company,  1957. 

18.  Breuer,  J.,  and  Freud,  S.:  Fragment  of  an  Analysis 

of  a Case  of  Hysteria  (1905),  in  Standard  Edition  of  the 


Conversion  and  Dissociation 


RICHARD  L.  FRANK,  M.D. 

New  York  City 

Clinical  Professor  of  Psychiatry,  Mount 
Sinai  School  of  Medicine;  Attending  Psychiatrist, 
Director,  Adolescent  Division,  Department  of 
Psychiatry,  The  Mount  Sinai  Hospital 


T he  WORD  used  by  the  Greeks,  hysteria, 
means  perturbation  or  wandering  of  the 
womb.  The  Greeks  may  have  perceived 
unconsciously  that  individuals  suffering 
from  the  disease  were  living  out  their 
deepest  concerns  about  life  and  death.  Un- 
fortunately, several  thousand  years  had  to 

Prcwnted  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Neurology  and  Psychiatry,  February  10,  1969. 


Complete  Psychological  Works,  London,  The  Hogarth  Press 
1953,  vol.  7,  p.  3. 

19.  Lidz,  T.:  Hysteria,  in  The  Encyclopedia  of  Mental 

Health,  New  York,  Franklin  Watts,  Inc.,  1963,  vol.  3,  p.  818. 

20.  Diagnostic  and  Statistical  Manual  of  Mental  Dis- 
orders, 2nd  ed.,  Washington,  D.C.,  American  Psychiatric 
Association,  1968. 

21.  Ziegler,  F.  J.,  Imboden,  J.  B.,  and  Meyer,  E.:  Con- 
temporary conversion  reactions:  A clinical  study,  Am.  J. 

Psych iat.  116  : 901  (1960). 

22.  Ziegler,  F.  J.,  Imboden,  J.  B.,  and  Rodgers,  D.  A.: 
Contemporary  conversion  reactions.  III.  Diagnostic  con- 
siderations, J.A.M.A.  186:  307  (1963). 

23.  Fenichel,  O.:  The  Psychoanalytic  Theory  of  Neuro- 

sis, New  York,  W.  W.  Norton  & Company,  1945,  p.  216. 

24.  Engel,  G.:  Psychological  Development  in  Health 

and  Disease,  Philadelphia,  W.  B.  Saunders  Company,  1962, 
p.  368. 

25.  Rangell,  L.:  The  nature  of  conversion,  J.  Am. 

Psychoanalyt.  A.  7:  632  (1959). 

26.  Marmor,  J.:  Orality  in  the  hysterical  personality, 

ibid.  1:  656  (1954). 

27.  Schur,  M.:  Comments  on  the  metapsychology  of 

somatization,  in  Eissler,  R.  S.,  Freud,  A.  Hartmann,  H.,  and 
Kris,  E.,  Eds.:  The  Psychoanalytic  Study  of  the  Child,  New 
York,  International  Universities  Press,  1955,  vol.  10,  p.  119. 

28.  Deutsch,  F.:  On  the  Mysterious  Leap  from  the 

Mind  to  the  Body,  New  York,  International  Universities 
Press,  1959,  p.  59. 

29.  Grosz,  H.  J.,  and  Zimmerman,  J.:  Experimental 

analysis  of  hysterical  blindness,  Arch.  Gen.  Psychiat.  13: 
255  (1965). 

30.  Lewis,  W.  C.,  and  Berman,  M.:  Studies  of  conver- 

sion, ibid.  13:  275  (1965). 

31.  Abse,  D.  W.:  Hysteria  and  Related  Mental  Dis- 

orders, Bristol,  John  Wright  & Sons  Ltd.,  1966,  p.  41. 

32.  Nodine,  J.  H.,  and  Moyer,  J.  H.:  Psychosomatic 

Medicine,  Philadelphia,  Lea  and  Febiger,  1962,  p.  9. 

33.  Rice,  D.  G.,  and  Greenfield,  N.  S.:  Psychophysio- 

logical  correlates  of  la  belle  indifference,  Arch.  Gen.  Psychiat. 
20:  239  (Feb.)  1969. 

34.  Nemiah,  J.  C.:  Conversion  Reactions,  in  Freedman, 

A.  M.,  and  Kaplan,  H.,  Eds.:  Comprehensive  Textbook  of 

Psychiatry,  Baltimore,  Williams  & Wilkins  Company,  1967, 
p.  871. 

35.  Small.  S.  M.:  Validation  of  libido  theory,  Psychiat. 

Quart.  27:  38  (1953). 


pass  before  a technic  could  be  devised  by 
which  the  inner  fantasies  about  these 
mysteries  could  be  investigated  and  used 
therapeutically. 

Ranged1  notes: 

Freud  placed  great  emphasis  on  the  role  of 
unconscious  fantasies  in  psychopathology. 
He  and  many  later  writers  demonstrated  that 
both  conscious  and  unconscious  fantasies  play 
an  intermediate  role  in  the  development  of 
both  symptoms  and  disease  syndromes. 

This  movement  from  instinctual  impulse  to 
somatic  innervation  is  not  a direct  one,  but 
traverses  an  intermediate  phase  of  fantasy, 
either  conscious  or  unconscious.  Freud 2 early 
pointed  out  the  role  of  these  unconscious 
fantasies  in  the  genesis  of  hysterical  conver- 
sions. 

The  intermediary  role  played  by  fantasies 
makes  them  particularly  useful  in  under- 
standing and  communicating  the  nature  of 
the  struggle  in  which  the  patient  is  involved. 
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They  are  also  useful  in  providing  points  at 
which  the  patient  can  bring  the  difficulties 
into  therapeutic  experience. 

Hysterical  fears,  instincts  and 
their  manifestations 

Hysteria  is  a disturbance  in  functioning 
in  which  the  individual  has  persistent  un- 
conscious fantasies  that  his  instincts,  urges, 
drives,  or  needs  are  extremely  dangerous. 
By  extension,  all  manifestations  and  evi- 
dence of  these  become  equally  dangerous. 
The  underlying  fear  is  that  vitally  needed 
individuals  will  be  made  unavailable,  in- 
effective, or  extremely  threatening. 

These  fantasies  are  profoundly  influenced 
by  rearing  practices  as  well  as  by  the  pre- 
vailing inner  pictures  held  by  the  social 
group  within  which  the  individual  is  reared.3 
The  episodic  changes  in  the  form  the 
psychoneuroses  take  and  in  the  balance 
between  symptom  and  personality  manifes- 
tations are  related  to  this. 

In  all  psychoneuroses  the  child  has  been 
made  to  feel  relatively  weak  and  unduly 
dependent  on  surrounding  figures.  The 
conditions  for  maintaining  needed  help  are 
fantasied  as  almost  impossible  to  meet, 
often  because  of  great  inconsistency  in 
parental  attitudes.  These  fantasied  condi- 
tions vary  for  the  different  neuroses. 

For  example,  in  the  obsessive-compulsive 
neurosis  the  inner  fear  is  of  object  loss  due 
to  a failure  of  controlling  devices  connected 
mainly  with  sphincter-controlled  functions. 
The  defenses  built  up  in  connection  with 
this  feared  loss  of  control  are  frequently 
like  those  built  up  in  epilepsy  with  its  actual 
threat  to  controls. 

In  hysteria  with  its  fantasies  of  the 
drives  being  distorted  or  too  strong,  the 
defenses  are  very  much  the  same  as  in  the 
manic-depressive  psychoses  with  their 
actual  disturbances  of  the  drives. 

Core  of  hysteria  in  every  neurosis 

Both  in  theory  and  practice  the  psycho- 
neuroses seldom  appear  in  pure  form.  But 
evidences  of  the  hysterical  process  are  rarely 
absent.  This  is  possibly  caused  by  the 
fact  that  training  in  emotional  control  starts 
at  the  beginning  of  life.  It  is  carried  out 
around  the  timing  and  quantity  of  feedings, 


the  amount  and  duration  of  bodily  contact, 
the  extent  of  motility,  over  the  control  of 
temperature  as  influenced  by  covers  and 
clothing,  and  the  struggle  over  crying  and 
other  forms  of  emotional  expression.  In 
contrast,  training  over  sphincter-controlled 
functions  occurs  much  later  and  that  over 
control  of  genital  functioning,  later  still. 

The  timing  of  any  shift  in  parental 
attitudes  in  relation  to  the  state  of  develop- 
ment and  maturation  of  the  child  is  of 
vital  importance  as  is  the  child’s  inner 
picture  of  the  dangers  from  the  environ- 
ment. The  real  and  fantasied  conditions 
under  which  a particular  segment  of  society 
exists  influence  both  the  problems  and  the 
opportunities  for  working  them  out. 
Changing  attitudes  and  conditions  deter- 
mine what  can  be  talked  about  at  a given 
period  and  influence  profoundly  what  can 
be  worked  out  in  verbal  contact  with 
others.  They  also  determine  what  can  be 
introduced  into  play  and  social  experimen- 
tation. The  whole  area  of  vicarious  experi- 
ence through  storytelling,  reading,  and 
dramatization  is  affected. 

When  the  individual,  for  internal  or 
external  reasons,  becomes  too  frightened, 
those  very  methods  which  his  society  pro- 
vides for  working  out  difficulties  become  a 
source  of  greater  anxiety.  Thus  the  tales 
told  in  childhood  which  represent  mankind’s 
attempts  to  deal  with  the  great  mysteries 
of  life  and  death,  such  as  religious  and  folk 
stories,  fairy  tales,  ghost  stories,  and  the 
like,  may  be  lived  out  in  distorted  form 
automatically  and  repetitively  when  the 
dangers  which  they  recall  are  revived. 

Hysteria  from  reminiscences 

The  human  mind  unconsciously  and 
repetitively  scans  past  experience  in  search 
of  reassuring  solutions  to  imminent  prob- 
lems.4 

When  problems  have  been  mastered 
either  through  social  experience  or  through 
vicarious  verbal  experience,  the  repetitive 
scanning  follows  an  undisturbed  course. 
When  the  situations  have  not  been  satis- 
factorily resolved  in  prior  experience,  the 
memories  evoked  tend  to  erupt  in  a dis- 
organizing way.  In  hysteria  many  of  these 
are  revived  in  nonverbal  form.  Some  of 
these  situations  go  back  to  preverbal  periods 
and  are  remembered  and  expressed  in  a 
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reliving  of  actual  situations,  as  if  the  indi- 
vidual were  still  too  young  to  put  the 
experience  into  words. 

Other  experiences  have  taken  place  in 
states  of  altered  consciousness,  such  as 
under  anesthesia,  in  half-sleeping  states,  in 
delirium,  or  while  under  medication.  Still 
other  memories  come  from  states  of  con- 
fusion induced  by  strong  emotion  or  by 
fatigue.  When  these  have  occurred  in  a 
preverbal  period,  there  is  a tendency  for 
these  events  to  be  relived  whenever  a 
similar  situation  is  felt  to  be  imminent. 
When  confidence  in  important  surrounding 
figures  has  been  shaken,  as  with  children 
subjected  to  anesthesia  and  operations  for 
which  they  were  poorly  prepared,  to  serious 
illnesses,  accidents,  and  the  like,  the  tend- 
ency to  automatic  revival  is  much  greater; 
and  when  needed  figures  have  died  or  other- 
wise disappeared,  the  effect  may  be  long 
continued  and  almost  irreversible. 

Often  verbal  recall  follows  the  working 
out  of  the  terror  rather  than  precedes  it. 
Many  of  these  experiences  have  never  been 
verbalized.  The  verbal  connection  need 
not  have  been  repressed,  it  may  never  have 
been  made,  and  may  have  to  be  established 
for  the  first  time  in  treatment.  In  other 
situations  repression  represents  connections 
between  both  earlier  and  later  feared  situa- 
tions which  give  the  dynamic  and  repetitive 
quality  to  the  symptoms. 

Whatever  unresolved  problems  cannot 
he  talked  about  in  a society  tend  to  be 
communicated  by  nonverbal  means.  If  the 
problems  are  not  too  overwhelming,  they 
are  worked  out  and  mastered  in  childhood 
play  and  in  sanctioned  social  experimenta- 
tion. When  this  is  prevented  for  either 
internal  or  external  reasons,  individuals 
deal  with  their  hidden  hopes  and  fears  by 
living  out  repetitively  old  disturbing  fanta- 
sies related  to  the  situations  which  they 
fear  lie  just  ahead.  Freud’s'1  discovery  that 
fantasies  relative  to  emotionally  charged 
situations  were  as  potent  in  symptom  for- 
mation as  actual  events  constituted  one  of 
his  major  insights. 

Conversion 

Breuer  and  Freud8  had  demonstrated 
previously  that  frightening  and  over- 
whelming situations  experienced  in  states 
of  altered  consciousness  could  he  revived 


repetitively  and  automatically  in  the  form 
of  symptoms  of  the  illness,  hysteria.  If 
these  are  largely  shut  off  from  verbalization 
by  the  conditions  existing  at  the  time  of  the 
experience,  their  revival  as  a memory  tends 
to  be  in  nonverbal  terms.  The  memory 
may  be  kinesthetic  or  in  patterns  of  action 
with  reliving  of  the  sights,  sounds,  emotions 
and  physiologic  patterns. 

I should  like  to  illustrate  the  problem 
by  giving  a fragment  from  the  analysis  of 
an  attractive  young  woman. 

Case  1.  Headaches  had  followed  a severe 
car  accident  after  which  the  patient  had  been 
unconscious  for  several  hours  with  retrograde 
amnesia  and  with  other  organic  signs.  The 
headaches  had  continued  despite  the  subsidence 
of  her  organic  state. 

In  one  session  she  reported  having  been 
troubled  for  a few  days  by  seeing  lights  before 
her  eyes.  A little  before  this  she  had  been 
sitting  in  her  car  and  had  seen  a man  passing  by. 
She  knew  that  he  was  familiar,  but  she  could 
not  identify  him.  She  was  haunted  by  this. 
A few  days  later  she  walked  into  a drug  store 
where  she  saw  him  sitting  at  the  counter.  She 
recognized  him  as  a clerk  she  knew  in  a florist 
shop.  With  the  sudden  shock  of  recognition 
she  began  to  laugh  uncontrollably  and  rushed 
from  the  drug  store  feeling  humiliated. 

The  man  reminded  her  of  a psychology  profes- 
sor for  whom  she  had  volunteered  as  a subject 
in  a class  demonstration  of  hypnosis  about  a 
year  after  her  accident.  He  had  told  her  to 
concentrate  on  a light  held  before  her.  He  had 
induced  the  hypnotic  state,  telling  her  that  her 
eyes  were  getting  heavy  and  that  she  was  getting 
sleepier  and  sleepier.  He  noticed  that  she  was 
getting  very  anxious  and  commanded  her  to 
awaken  laughing  and  feeling  happy  and  relaxed. 
Instead  she  awoke  terrified  and  cried  bitterly. 

At  first  she  could  go  no  farther  with  her 
understanding  and  continued  to  feel  detached 
and  upset.  Through  a series  of  dreams  the 
following  emerged.  The  night  of  the  accident 
she  had  been  out  with  a male  companion.  As 
he  was  driving  her  home  late  at  night  she  said 
to  him,  “I  am  getting  sleepy.”  He  replied, 
“I  am  very  sleepy  too,”  suddenly  lost  control  of 
the  car,  and  smashed  into  a telegraph  pole. 
This  memory  with  its  sights  and  sounds  had 
been  until  now  completely  blocked  out  in  her 
retrograde  amnesia. 

When  the  hypnotist  had  made  her  stare  at 
the  light  and  had  said,  “You  are  getting  sleepy,” 
it  had  implied  “You  are  about  to  have  the 
accident.”  The  terror  had  been  too  great  to  be 
contained,  and  the  hypnotic  command  had  been 
responded  to  by  crying.  Now  years  later  she 
carried  it  out  by  laughing.  Bringing  her  into 
contact  with  this  experience  marked  the  be- 
ginning of  relief  from  her  disabling  headaches. 

Elements  of  conversion  and  dissociation  as 
well  as  suggestion  and  many  other  psychic 
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processes  were  present.  The  symptoms  repre- 
sented actual  memories  which  no  longer  had  to 
be  lived  out  when  they  could  be  brought  into 
verbal  experience  as  a result  of  what  had  been 
worked  out  in  her  analysis.  Much  more  had  to 
be  done  before  she  was  well. 

The  conditions  which  determine  the 
employment  of  physical  memories  instead 
of  pictorial  or  verbal  ones  are  of  concern  to 
us.  This  is  true  particularly  in  connection 
with  the  way  they  influence  communication. 

The  channels  by  which  communication 
is  maintained  may  or  may  not  be  important. 
It  is  unimportant  whether  an  overseas  call 
goes  over  cables  or  radiophone.  If  the 
system  does  not  work  well  and  the  overseas 
operator  has  to  relay  the  message,  or  if  a 
cablegram  or  letter  must  he  used,  varying 
complications  are  introduced. 

In  the  hysterical  subject  there  has  been 
interference  with  the  channels  of  verbal 
communication.  But  the  messages  are  of 
the  same  nature  as  those  of  surrounding 
figures  and  are  thus  potentially  compre- 
hensible. In  contrast,  the  nature  of  the 
symbolization,  of  the  connection,  and  of  the 
specific  feelings  expressed  may  be  so  differ- 
ent, when  reality  testing  is  disturbed  as  in 
schizophrenia,  that  the  messages  cannot  be 
easily  comprehended. 

In  certain  psychophysiologic  conditions 
distinctions  between  inside  and  outside  of 
the  body  have  been  blurred,  and  parts  and 
contents  have  become  confused  with  the 
whole  body.  Here,  too,  communication 
with  others  may  have  broken  down  and 
been  abandoned. 

In  other  such  cases  reality  testing  has 
remained  intact,  but  hope  of  being  able  to 
get  appropriate  help  has  become  dim. 
With  these,  attempts  at  effective  communi- 
cation may  be  abandoned,  and  automatic 
repetitive  testing  out  of  fears  regarding  the 
body  take  over.  To  tbe  extent  basic  con- 
fidence is  defective,  the  symptoms  may  be 
used  to  force  care  in  a coercive,  magical 
way. 

Dissociation 

Dissociation  is  an  ubiquitous  phenom- 
enon. Even  the  relatively  normal  indi- 
vidual, when  in  some  novel  and  dangerous 
situation,  has  felt  as  if  he  were  outside  the 
scene  watching  someone  representing  him 
go  through  it. 


The  fantasy,  “It  is  not  happening  to  me,” 
is  universal  in  individuals  suffering  from 
hysterical  disturbances.  For  a variety  of 
reasons,  hysterical  subjects  discover  many 
technics  for  inducing  states  of  autohypnosis 
or  dissociation.  Some  put  their  eyes  out  of 
focus.  Others  do  the  same  with  their  hear- 
ing. Some  concentrate  on  an  isolated  in- 
ternal sensation  or  on  the  memory  of 
sinking  into  a state  of  half-sleep  or  anes- 
thesia. Concentration  on  breathing  or 
heartbeat  is  used  by  others.  Alcohol,  sed- 
atives, and  tobacco  are  frequently  employed 
as  adjuncts  to  inducing  these  states. 

Individuals  suffering  from  hysteria  fear 
slipping  off  into  dissociated  states  which 
begin  to  represent  the  start  of  threatened 
disaster,  and  often  the  attempts  to  master 
the  danger  take  the  form  of  reversal.  The 
notion  is  that  in  carrying  out  the  induction 
of  the  state,  the  control  is  in  one’s  own 
hands.  If  one  can  induce  the  state,  one 
can  undo  it  as  well. 

Fears  of  hysterical  subject 

The  hysterical  individual  fears  a loss  of 
emotional  control  and  frequently  tests  out 
the  feared  situation  by  uncontrollably 
laughing  or  crying.  In  this  process,  over- 
breathing can  cause  profound  changes  in 
the  states  of  consciousness  as  well  as 
physiologic  changes  up  to  and  including 
convulsions.  Once  confidence  in  ability  to 
control  emotional  displays  has  been  lost, 
the  disco ntrol  becomes  worse. 

In  addition  the  hysterical  person  does  not 
expect  to  be  understood  or  believed.  The 
magical  expectation  arises,  “You  will  not 
believe  my  words,  but  you  must  believe 
my  tears.”  The  fear  that  anything  that 
draws  attention  will  lead  inevitably  to  the 
discovery  of  dangerous  secret  flaws  makes 
matters  worse.  To  add  to  the  vicious 
cycle,  the  emotional  displays  are  used  to 
force  others  into  awareness  of  the  danger  of 
breakdown  if  too  much  is  expected. 

La  belle  indifference 

The  hysterical  subject  acts  as  if  his 
difficulties  are  not  of  great  concern  to  him.7 
The  fantasy  is  that  sacrifice  now  must 
inevitably  lead  to  future  satisfactions  and 
present  security.  This  represents  a serious 
distortion  of  what  society  and  religion 
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teach.  It  is,  however,  an  almost  inevitable 
consequence  of  the  fantasy  that  instincts 
are  too  dangerous  to  tolerate.  In  hysteria 
satisfactions  are  given  up  for  the  illusion  of 
present  security  and  of  future  reward. 
The  patient  does  not  enjoy  suffering,  but 
he  tolerates  it  to  ward  off  greater  torments. 

Histrionics  of  hysterical  subject 

The  hysterical  individual  cannot  ask  for 
what  he  wants.  The  fantasy  is  that  if  he 
is  granted  what  he  asks,  he  will  in  effect 
have  given  his  pledge  and  can  in  return  be 
forced  magically  to  meet  impossible  de- 
mands. He  must  rely  on  making  the  other 
person  ask  for  what  he  himself  requires. 
This  relates  to  the  hysterical  person  living  a 
life  of  roles  which  he  imagines  are  demanded 
of  him.  He  becomes  unconsciously  every- 
thing to  everyone  but  nothing  to  himself. 

Under  these  conditions  a breakdown  in 
functioning  must  eventually  occur.  No 
one  else  can  decide  for  an  adult  what  his 
needs  are  or  when  they  have  been  met. 
Only  a smoothly  functioning  and  instinc- 
tively controlled  pleasure-pain  system  can 
do  this.  In  the  hysterical  subject  this  has 
been  rendered  inoperative.  One  of  the  im- 
portant tasks  of  treatment  is  to  restore  this 
system  to  consistent  operation. 

When  basic  confidence  is  strong,  the 
hysterical  individual  plays  his  roles 
honestly,  like  a good  actor  reading  his 
script.  When  there  is  a disturbance  in 
confidence,  personality  problems  begin  to 
complicate  the  picture. 

Personality  disturbances 

The  word,  personality,  is  probably  de- 
rived from  the  Latin  word  for  the  mask  used 
by  actors  for  identifying  their  role  and 
through  which  they  spoke.  To  us,  it  means 
the  group  of  devices  by  which  the  individual 
deals  with  other  people. 

Successful  early  experience  with  parental 
and  other  surrounding  figures  is  necessary 
for  the  growth,  development,  and  matura- 
tion of  the  devices  which  comprise  the 
personality.  When  successful,  the  indi- 
vidual responds  to  and  is  guided  by  pleasure 
and  pain,  reward,  and  punishment,  and 
maintains  deep  unconscious  confidence8 
inner  trust, or  primary  object  love. 111 

For  normal  development  a high  degree  of 


inner  confidence  is  essential.  With  it,  a 
reliance  on  individual  strengths,  skills,  and 
achievements  can  be  attained.  Without  it, 
no  amount  of  successful  achievement 
relieves  the  individual  of  the  omnipresent 
fear  that  helplessness  will  lead  to  abandon- 
ment, isolation,  and  attack. 

Psychoneurotic  individuals  have  a high 
degree  of  inner  confidence  but  still  need  to 
control  others,  including  their  therapist. 
They  do  so  to  gain  time,  a choice  of  place, 
and  freedom  from  being  stirred  up  exces- 
sively. If  they  can  succeed  in  this,  their 
inner  belief  is  that  they  can  be  helped  to 
effect  changes  in  themselves,  and  that 
needed  objects  will  become  available  to 
bring  security  and  eventual  satisfaction. 

The  individual  with  personality  disturb- 
ances, that  is,  with  defective  basic  con- 
fidence, has  the  persistent  need  to  control 
people,  including  his  therapist,  to  prove 
that  he  can  force  help,  independent  of  his 
own  strength  or  achievement.  But  no 
matter  how  often  he  repeats  this,  he  is  left 
feeling  vulnerable  and  unsatisfied. 

Therapy 

The  traditional  expectation  that  psycho- 
therapy can  be  effective  is  true  for  the 
psychoneurotic  hysterical  patient  but 
progressively  less  true  with  increasing 
degrees  of  disturbance  of  inner  confidence. 

It  is  necessary  to  differentiate  as  early  as 
possible  between  cases  of  classic  psycho- 
neurosis, actual  neurosis, 1 1 and  psycho- 
physiologic  disorders,  in  terms  of  their 
personality  organization.  It  is  equally  im- 
portant to  differentiate  between  the  long- 
continued  disturbances  in  reality  testing 
seen  in  the  overt  psychoses,  in  pseudoneu- 
rotic psychotic  states,  and  in  such  condi- 
tions as  hypochondriasis.  If  these  distinc- 
tions are  not  made  on  the  usual  clinical 
grounds,  tragic  errors  can  be  made  in  regard 
to  choice  of  treatment. 

One  of  the  major  therapeutic  tasks  lies 
in  allowing  the  hysterical  subject  to  develop 
the  conviction  through  his  experience  in  and 
through  the  treatment  that  his  desires  and 
needs  are  necessary  built-in  parts  of  his 
psychic  structure;  that  not  only  does  he 
have  a right  to  them,  but  that  in  fact  he 
cannot  function  successfully  unless  he  has 
them  to  guide  him.  He  has  to  learn  to 
identify  and  accept  his  feelings  in  relation  to 
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current  experience  and  to  learn  to  dis- 
tinguish between  past  and  present  dangers. 

The  hysterical  individual,  as  in  all  of  his 
other  relationships,  struggles  to  play  the 
role  he  feels  is  expected  of  him  by  the 
physician.  He  plays  the  good  patient,  giv- 
ing up  and  suppressing  symptoms. 

The  highest  degree  of  the  art  of  therapy 
is  required  to  help  the  patient  become 
associated  with  the  treatment  situation 
rather  than  standing  off  to  one  side.  Only 
if  he  is  actually  involved,  can  the  patient 
bring  into  the  therapy,  both  verbally  and 
nonverbally,  the  upsetting  old  fantasies  and 
experiences,  which  he  constantly  compares 
with  new  ones  which  loom  up  so  threaten- 
ingly. In  this  process  physical  memories 
can  give  way  to  verbalized  ones. 

To  make  this  possible  the  therapist  has 
to  demonstrate  again  and  again  that  he  is 
both  willing  and  capable  of  understanding 
what  the  patient  is  experiencing  and  that 
his  goals  are  appropriate  and  compatible 
with  those  of  the  patient. 

The  therapeutic  problem  is  that  of 
helping  the  patient  to  consider  the  guiding 
voices  from  the  past  and  the  physician’s 
voice  in  the  present,  not  as  commands  but 
as  valuable  aids  to  be  applied  in  accordance 
with  current  needs  and  opportunities.  The 
goal  is  to  enable  the  patient  to  trust  his 
own  judgment  and  advice,  to  dare  to  be 
himself,  and  to  become  truly  independent. 

Summary 

The  individual  suffering  from  the  psycho- 
neurosis, hysteria,  has  a high  degree  of  basic 


confidence  and  only  transient  disturbances 
of  reality  testing.  The  hysterical  subject 
fears  that  drives  and  their  manifestations 
can  cause  the  loss  of  vitally  needed  objects. 
He  relives  old  nonverbalized  memories  and 
fantasied  danger  situations  in  physical  form 
reproducing  old  unresolved  experiences  in 
physical  terms,  as  well  as  reproducing 
detached  emotional  states.  The  conditions 
which  give  rise  to  physical  memories  and  to 
states  of  dissociation  are  considered  rather 
than  the  process  of  conversion  or  dissocia- 
tion which  can  be  found  in  various  disturb- 
ances. 
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T here  has  been  confusion  in  the  litera- 
ture as  to  what  should  be  included  as  well 
as  excluded  under  the  heading  of  somatic 
conversion  reactions.  This  presentation 
will  attempt  to  delineate  what  is  most 
useful  in  understanding  what  a conversion 
symptom  is,  how  the  body  may  react  to  it, 
and  what  somatic  complications  may  occur 
in  response  to  the  symptom.  Finally,  I will 
discuss  the  ways  in  which  the  process  can 
be  differentiated  from  other  psychologic 
syndromes  with  somatic  complaints,  that  is, 
psychophysiologic  reactions,  hypochondria- 
sis, and  somatic  delusions. 

Conversion  reactions 

Conversion  reactions  are  a favorite  form 
of  reaction  in  those  individuals  with  a 
hysterical  character  structure  and,  indeed, 
explain  why  at  one  time  all  conversion 
reactions  were  called  hysterical  conversions. 
The  grandes  hysteries  with  their  dramatic 
flare  for  acting-out  genital  sexual  reminis- 
cences with  convulsions,  faints,  amnesias, 
paralyses,  and  pains  are  fairly  easily  recog- 
nized. Clinical  experience,  however,  has 
made  it  clear  that  the  somatic  conversion 
process  can  occur  as  an  isolated  symptom 
and  in  someone  other  than  a woman  with  a 
rural,  primitive,  or  mystical  background 
and  with  a repressed,  phallic  sexual  conflict.1 

The  conversion  process  is  an  intrapsychic 
process  which  involves  a conflict,  usually 
thought  of  in  terms  of  an  instinctual  drive 
and  a defense  against  the  drive,  which 
threatens  to  become  conscious.  The  con- 
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version  symptom  represents  a shifting  of 
the  unconscious  elements  of  the  conflict  to  a 
form  of  body  language.  The  shift  to  body 
language  usually  occurs  in  a setting  in 
which  the  body  is  involved  or  is  threatened 
to  become  involved  in  an  activity  which 
may  be  symbolically  related  to  the  conflict. 
Thus,  there  is  a threat  that  the  conflict  will 
become  conscious.  For  example,  a woman 
was  in  the  process  of  “stabbing”  potatoes  in 
an  oven  with  a cooking  fork  when  her  arm 
and  hand  became  “paralyzed.”  Of  impor- 
tance to  the  understanding  of  the  use  of  the 
words  “stabbing”  and  “paralyzed”  was  the 
fact  that  her  husband  had  just  returned 
home.  He  was  late,  and  as  he  entered  the 
kitchen  she  was  immediately  aware  of  his 
having  violated  his  pledge  never  to  drink 
again.  To  indicate  how  strongly  she  had 
felt  about  his  drinking,  on  a previous  occa- 
sion she  had  vowed  that  the  marriage  would 
all  be  over  if  he  drank  again.  The  “paraly- 
sis” defended  against  the  act  of  “stabbing” 
which  symbolically  expressed  her  aggressive 
wish  which  threatened  to  break  through. 

As  a psychic  symptom  formation  the 
conversion  symptom  is  of  the  same  order 
of  compromise  as  are  other  neurotic  symp- 
toms, such  as  phobias  and  compulsions. 
As  such  all  may  develop  from  conflicts  first 
occurring  during  the  pregenital  period  of 
development  as  well  as  from  the  genital. 
The  symptom  may  appear  at  any  time  of 
life  and  may  be  associated  with  a wide 
variety  of  psychopathologic  conditions.2 

Somatic  conversion  reactions  may  occur 
as  isolated  episodes  at  times  of  acute  and 
extreme  psychologic  stress  in  individuals 
not  considered  psychologically  maladjusted. 
Such  symptoms  commonly  develop  during 
grief. 

Case  1.  In  a group  of  12  “normal,  healthy” 
women,  who  were  under  study  during  a time 
their  husbands  were  dying  of  cancer,  3 developed 
a symptom  similar  to  what  they  observed  their 
husbands  were  experiencing.  The  symptoms  of 
chest  pain,  hoarseness,  and  weakness  of  the 
right  arm  and  leg,  respectively,  were  similar  to 
those  experienced  by  their  husbands  with  cancer. 
The  conversion  symptoms  came  at  a time  when 
the  husbands  were  making  more  demands  for 
care  than  these  women  could  meet.  None  of 
these  women  had  had  conversion  symptoms  in 
the  past;  and  even  though  they  considered  it 
an  extremely  inopportune  time  to  get  sick,  all 
of  them  were  judged  to  have  been  psycho- 
logically relieved  by  the  appearance  of  a somatic 
symptom  which  allowed  them  to  ask  for  help. 
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With  the  onset  of  the  symptom,  all  3 considered 
themselves  ill  and  sought  medical  advice.  All  3 
reported  they  had  reached  the  end  of  their 
psychologic  endurance  in  trying  to  please  and 
care  for  their  dying  husbands.  There  was 
nothing  more  they  could  do  to  make  their 
husbands  more  comfortable  and  less  sympto- 
matic. In  one  way  or  another  all  3 expressed 
the  fleeting  awareness  of  conflict  over  the  wish 
that  it  would  all  be  over  soon.  In  each  case  the 
conflict  over  the  wish  was  symbolized  by  the 
appearance  of  a symptom  indicating  an  identifi- 
cation with  the  suffering  of  the  dying  spouse. 
The  symbolic  suffering  protected  them  from 
having  to  take  any  further  responsibility  or 
action  as  far  as  it  concerned  the  suffering  object. 
The  symbolic  suffering  thus  served  to  protect 
them  from  a conscious  awareness  of  their 
aggressive  wishes  toward  their  husbands. 

Some  investigators  have  emphasized  that 
the  somatic  conversion  symptoms  in  such 
circumstances  also  serve  as  a punishment 
for  the  underlying  guilt  associated  with  the 
wish.  From  my  own  observations  the  pro- 
tective or  defensive  quality  of  the  com- 
promise symptom  is  dynamically  more 
important  than  the  punishment  aspect. 

As  indicated  by  the  previous  examples, 
conversion  reactions  are  marked  by  their 
sudden  onset.  There  are,  however,  long- 
standing unconscious  antecedents  which 
threaten  to  emerge  as  a result  of  an  event, 
idea,  or  fantasy  which  suddenly  threatens 
to  bring  the  conflict  into  consciousness. 
The  following  two  examples  illustrate  how 
an  acute  event  threatened  to  bring  long- 
standing sibling  rivalry  out  into  the  open. 

Case  2.  A twelve-year-old  boy  suddenly 
became  unable  to  speak  at  a time  when  his 
brother,  two  years  younger,  fell  from  the  back 
of  a truck  on  which  they  both  had  just  hitched 
a ride.  The  inability  to  speak  lasted  for  almost 
a week. 

Case  3.  A second  example  is  that  of  a 
twenty-two-year-old  Italian  athlete,  who  had 
recently  started  his  own  construction  company 
and  challenged  his  younger  brother  to  a brick- 
laying race  to  prove  his  superiority.  As  he 
neared  the  end  of  the  race  and  suddenly  realized 
he  was  going  to  lose,  he  fainted. 

Both  these  individuals  became  patients 
and  were  studied  extensively  in  the  hospital 
without  discovering  any  somatic  disorder 
to  explain  their  symptoms.  Details  of 
their  aggressive  wishes  toward  their  siblings 
were  well  documented,  and  in  both  cases 
the  conversion  reaction  served  as  a protec- 
tion against  a forbidden  wish. 

The  twelve-year-old  boy  (Case  2)  thought 


he  saw  his  brother  “starting  to  slip  and 
wanted  to  warn  him”  but  found  he  could 
not  speak.  He  also  had  not  wanted  his 
brother  to  tag  along  with  him  in  the  first 
place.  On  repeated  previous  occasions  he 
had  “difficulty  in  getting  rid  of  the  brat.” 

The  loss  of  consciousness  for  the  contrac- 
tor (Case  3)  was  face-saving  in  that  he 
recalled  a fleeting  thought  just  before  he 
fainted  which  was,  “I  will  never  be  able  to 
face  him  (my  brother)  again.”  As  it  turned 
out,  the  younger  brother  was  willing  to 
accept  the  idea  that  his  older  and  stronger 
brother  would  have  won  if  he  had  not 
fainted. 

The  question  of  the  type  of  bodily  func- 
tions which  can  be  represented  in  a conver- 
sion reaction  has  been  discussed  previously 
in  an  article  coauthored  with  Engel. a Our 
view  extends  that  of  the  commonly  held  one 
which  has  followed  the  thinking  of  Alexan- 
der.4 Alexander  and  others  restrict  con- 
version reactions  to  the  voluntary  neuro- 
muscular or  sensory  perceptive  systems 
“with  a switching  of  energy  from  psychic  to 
somatic  innervation  and  discharge.”2  Our 
focus  emphasizes  the  completely  intra- 
psychic nature  of  the  conversion  symptom. 
There  is  no  somatic  innervation  or  dis- 
charge. There  is  no  mysterious  leap  from 
the  mind  to  the  body.5  The  conversion 
symptom  represents  a stored  mental  repre- 
sentation of  bodily  functioning.  In  effect 
any  reminiscence  of  activity  of  any  part  or 
system  of  the  individual’s  body  or  the 
observations  of  the  actual  or  fantasied 
bodily  functioning  of  other  individuals, 
which  has  reached  mental  representation 
and  has  been  stored  as  a memory  trace,  can 
be  utilized  as  a conversion  symptom. 
Thus,  the  somatic  conversion  symptom  is  a 
reactivation  of  a memory  of  somatic  func- 
tioning and  is  not  primarily  concerned  with 
the  voluntary  nervous  system  and  its 
sensory  or  motor  functioning,  or  even  the 
autonomic  nervous  system  for  that  matter. 

Memories  or  fantasies  of  symptoms,  such 
as  feeling  nauseated,  breathless,  feverish, 
or  injured,  may  occur  as  conversion  symp- 
toms as  well  as  feelings  of  pain,  paralysis, 
anesthesia,  and  blindness.  Any  actual  or 
fantasied  bodily  activity  or  inactivity  can 
serve  as  a conversion  symptom  if  it  satisfies 
the  dynamic  requirements  of  a compromise 
symptom  formation.  The  specific  descrip- 
tion of  the  symptom  will  frequently  indicate 
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in  a symbolic  way  the  general  determinants 
of  the  underlying  conflict,  for  example,  such 
expressions  as  “I  suddenly  felt  nauseated 
when  I saw  him  trying  to  kiss  another 
woman”;  “Father  always  had  difficulty 
breathing  when  he  was  displeased  with  me”; 
“I  have  been  so  feverish  that  I cannot  even 
be  a good  wife  to  him”;  “I  tried  to  prevent 
the  baby  from  falling,  and  suddenly  I felt 
like  I had  been  injured  instead  of  the  baby.” 

Somatic  expressions 

It  is  important  to  differentiate  the 
somatic  reaction,  which  may  follow  the 
conversion  symptom,  and  to  recognize  it 
as  separate  and  distinct  from  the  conversion 
process.  For  example,  there  may  be  a 
somatic  response  of  vomiting  to  a conver- 
sion feeling  of  nausea,  hyperventilation  in 
response  to  breathlessness,  and  a localized 
inflammatory  reaction  in  response  to  a 
fantasied  local  injury.  From  these  physi- 
ologic responses  it  is  not  difficult  to  see  how 
a pathologic  complication  may  result  if 
these  reactions  continue  for  any  length  of 
time.  For  example,  as  a result  of  vomiting 
a loss  of  gastric  fluid  and  electrolytes  may 
occur;  with  hyperventilation,  hypocapnia, 
respiratory  alkalosis,  and  tetany  may  re- 
sult; and  a localized  inflammatory  response 
may  lead  to  vasodilatation,  edema,  hemor- 
rhage, and  the  release  of  proteolytic  en- 
zymes.6 

As  one  considers  these  actual  somatic 
complications  that  occur  in  response  to 
somatic  conversion  symptoms  one  is  re- 
minded of  the  somatic  changes  that  have 
been  reported  with  experimental  hypnotic 
suggestions  of  injury.7  8 Such  suggestions 
as  injury  to  the  skin  may  produce  vesicles  or 
urticaria,9  suggestions  of  injury  to  the 
respiratory  tract  have  produced  wheezing 
or  coughing,10  and  suggestion  of  the  inges- 
tion of  spoiled  food  has  led  to  nausea  and 
vomiting.11 

The  somatic  changes  that  occur  with 
hypnotic  suggestion  of  injury  demonstrate 
how  an  intrapsychic  idea  of  a change  in 
somatic  state  can  lead  to  somatic  reactions 
which  are  normally  associated  with  actual 
changes  in  somatic  functioning.  The  ex- 
tent of  the  actual  tissue  reactions,  which 
may  occur  in  response  to  a hypnotic  sug- 
gestion or  a somatic  conversion  reaction, 
may  be  determined  by  a biologic  predisposi- 


tion to  disease  or  tissue  changes  related  to 
previously  experienced  disease. 

The  hypnotic  suggestion  as  well  as  the 
conversion  reaction  is  not  directly  related 
to  and  in  no  way  causes  the  tissue  reaction 
of  the  disease  which  may  ensue,  but  the 
conversion  reaction  may  determine  the  time 
of  onset  and  the  site  at  which  a lesion  may 
appear  or  recur.  Let  me  illustrate  again 
from  the  study  of  “healthy”  grieving 
women  how  the  site  of  a conversion  symp- 
tom may  become  the  area  in  which  a 
somatic  disease  process  is  first  identified. 

Case  4.  The  very  first  evidence  of  rheuma- 
toid arthritis  developed  in  a forty-year-old 
woman  in  the  ring  finger  of  her  left  hand  within 
days  after  the  sudden  onset  of  pain  in  the  area 
of  this  finger  covered  by  her  wedding  ring. 
The  pain  first  occurred  as  she  was  getting  ready 
for  bed,  and  as  she  opened  the  medicine  cabinet 
in  the  bathroom.  This  was  the  medicine  cabinet 
in  which  she  kept  a bottle  of  sleeping  pills. 
In  another  context  she  reported  that  her 
husband  earlier  the  same  day  in  a moment  of 
desperation,  related  to  his  progressive  downhill 
course  from  cancer,  had  said  he  could  not  con- 
tinue on  in  this  manner  and  suggested  he  might 
as  well  commit  suicide  by  taking  a handful  of 
sleeping  pills.  She  had  thought  at  the  time  of 
his  comment  that  maybe  she  should  hide  the 
pills  but  then  did  nothing  and  forgot  about  the 
threat. 

On  later  reconstruction  of  what  happened 
that  evening  when  she  actually  saw  the  pill 
bottle,  it  became  obvious  that  her  long-standing 
ambivalent  relationship  with  her  husband  was 
acutely  reinforced  by  her  struggles  over  whether 
she  should  hide  the  pills  and  thus  prevent  his 
possibly  doing  away  with  himself  or  to  “put 
him  out  of  his  misery  . . . and  to  be  single  once 
again.”  She  did  not  hide  the  pills  because  she 
had  told  herself  it  was  highly  unlikely  that  he 
would  do  such  a thing.  It  was  in  this  chrono- 
logic sequence  that  the  pain  in  the  wedding  ring 
finger  appeared  which  symbolized  her  acute 
conflict  over  her  ambivalence  toward  her 
husband. 

She  was  only  vaguely  aware  of  this  discomfort 
over  the  next  several  days,  until  it  suddenly 
became  worse  when  she  attempted  to  bowl.  In 
discussing  her  having  gone  bowling  with  a group 
of  girl  friends,  she  indicated  she  had  had  mixed 
feelings  about  going.  On  the  one  hand  she  felt 
she  should  not  leave  her  ailing  husband,  but  on 
the  other  she  felt  she  just  had  to  get  out  of  the 
house  and  away  from  him.  Following  this  she 
noticed  morning  stiffness  and  swelling  in  the 
proximal  joint  of  this  finger,  and  over  the  next 
several  months  she  had  similar  difficulty  with 
her  left  wrist  and  her  right  knee. 

This  is  not  an  unusual  story  of  a progres- 
sion from  a conversion  symptom  to  a 
somatic  disease  state.  If  one  can  get  the 
details  of  the  initial  symptom  and  appre- 
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date  the  symbolic  dynamics  involved,  the 
antecedent  psychic  diagnosis  can  he  made. 
More  often  than  not  the  busy  practitioner 
does  not  have  the  time  or  appreciate  the 
psychodynamic  importance  of  an  isolated 
symptom  which  may  appear  in  a particular 
location  and  at  a particular  period  in  time, 
especially  if  the  symptom  occurs  shortly 
before  an  actual  somatic  disease  or  disease 
episode  may  have  its  “apparent”  onset. 
Observations  of  an  isolated  antecedent  con- 
version symptom  have  been  made  with  the 
onset  or  exacerbation  of  a number  of  the 
so-called  psychosomatic  diseases  as  well 
as  with  a number  of  other  diseases,  such  as 
multiple  sclerosis, 12  herpes  simplex,13  eryth- 
rocyte autosensitization, u and  even  carci- 
noma.15 

Here,  again,  I must  emphasize  my  theo- 
retical position  that  the  somatic  conversion 
reaction  in  no  way  causes  the  disease  or  is 
necessary  for  disease  onset.  The  conver- 
sion symptom  represents  an  intrapsychic 
symptom  which  is  given  in  the  mind’s  eye  a 
bodily  location,  and  the  brain  interprets  or 
reacts  to  the  symptom  as  if  it  actually 
existed  in  the  particular  location  fantasied. 
In  an  ingenious  set  of  hypnotic  experiments, 
Seitz16  demonstrated  that  psychodynami- 
cally  equivalent  symptoms  could  be  substi- 
tuted for  an  initially  experienced  somatic 
conversion  symptom. 

The  subsequent  somatic  changes  repre- 
sent a somatic  response  or  reaction  to  the 
conversion  symptom.  These  somatic  re- 
sponses can  run  the  gamut  from  atrophy 
and  changes  related  to  sensory-motor  disuse 
to  somatic  activity  based  on  the  central 
nervous  system’s  reaction  to  the  conversion 
symptom  as  if  it  were  a currently  experi- 
enced somatic  symptom.  How  the  fanta- 
sied symptom  can  take  priority  over  the 
perceptual  data  coming  in  from  the  periph- 
eral somatic  apparatuses  is  under  study  by 
such  investigators  as  Hernandez-Peon, 17 
Pribram,13  and  Melzack. 19  Melzack  and 
coworkers  propose  a gate  control  system 
wherein  peripheral  as  well  as  central  nervous 
system  influences  determine  when  and  how 
a sensory  input  is  experienced. 

Other  psychic  syndromes 

To  return  to  the  somatic  conversion 
symptom,  it  is  important  to  be  able  to  make 
a differentiation  from  the  other  psychic 


syndromes  with  somatic  symptom  expres- 
sions, namely,  psychophysiologic  reactions, 
hypochondriasis,  and  somatic  delusions. 
When  one  is  forced  to  go  through  such  a 
differential  diagnostic  process,  one  has  to 
keep  in  mind  the  specific  criteria  for  each, 
and  thus  one  avoids  making  a diagnosis  on 
the  basis  of  exclusion  alone.  By  this  I 
mean  the  diagnosis  should  be  made  on  the 
basis  of  positive  criteria  and  not  only 
because  all  the  other  diagnostic  possibilities 
have  been  eliminated.  This,  of  course,  also 
includes  a differentiation  from  primary 
somatic  disease  and  the  symptoms  which 
originate  in  the  soma. 

In  contrast  to  conversion  symptoms, 
psychophysiologic  symptoms  are  actual 
perceptions  of  somatic  reactions.  These 
somatic  reactions  are  developmentally 
related  to  the  biological  activities  which 
ordinarily  prepare  the  body  for  fight-flight 
or  conservation-withdrawal  as  a means  of 
homeostatic  control.20  They  become  symp- 
toms when  there  is  a decision  not  to  fight, 
flee,  or  withdraw,  and  yet  the  wish  to 
do  so  remains.  Physiologic  preparation  is 
undertaken  as  if  the  act  was  to  occur. 
Any  one  or  a combination  of  symptoms 
may  occur  with  extremes  of  pulse  rate, 
sweating,  urine  secretion,  bowel  activity, 
and  respiratory  and  blood  pressure  changes. 
These  symptoms  of  arousal  or  withdrawal 
are  mediated  through  endocrine  as  well  as 
autonomic  nervous  system  pathways.  Fre- 
quently these  reactions  are  called  emotional 
reactions  or  somatic  concomitants  of 
anxiety,  fear,  anger,  guilt,  shame,  sadness, 
or  feelings  of  depression.  Such  expressions 
as  “cold  with  fear,”  “muscles  ached  from 
anger,”  “blushed  with  shame,”  and  “tears 
of  joy”  all  reflect  an  awareness  of  the 
somatic  changes  associated  with  emotional 
reactions.  The  symptoms  which  occur  are 
actually  somatic  and  do  not  represent 
psychic  compromise  symptoms  symbolizing 
a repressed  conflict.  The  repeated  activa- 
tion or  continuation  of  a psychophysio- 
logically  determined  symptom  may  inter- 
fere with  the  function  of  one  or  another 
organ  by  producing  an  acute  overload  or 
increase  the  rate  of  wear  and  tear  on  the 
organ,  so  that  structural  or  disease  changes 
may  occur.  Alexander’s4  vegetative  neuro- 
ses and  Wolff’s9  defensive  or  offensive 
adaptive  reaction  patterns  fit  under  the 
diagnostic  heading  of  psychophysiologic 
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reactions  as  does  neurasthenia,  “actual” 
neuroses,  and  the  giving  up-given  up  com- 
plex.21 

In  a similar  way  hypochondriacal  symp- 
toms do  not  directly  and  symbolically 
represent  intrapsychic  conflict.  The  func- 
tioning or  malfunctioning  of  a body  part 
may  be  secondarily  focused  on  by  the 
mental  apparatus  as  a means  of  defense 
against  the  possibilities  of  acting  out  a 
forbidden  wish.  There  is  a displacement 
of  the  need  for  intrapsychic  control  onto 
bodily  functioning  with  a resulting  exag- 
gerated preoccupation  with  the  control  of 
bodily  functioning.  Thus,  there  is  an  in- 
crease of  attention,  a preoccupation  with 
particular  somatic  functioning,  such  as, 
bowel  elimination,  breathing,  seeing,  hear- 
ing, maintaining  balance,  muscle  strength, 
and  so  on,  to  avoid  the  threat  of  losing 
control  and  in  turn  self  esteem.  The  pa- 
tient with  such  somatic  preoccupation  can 
usually  find  others  who  are  willing  to  share 
in  his  preoccupation,  namely,  physician, 
family,  and  friends,  and  thus  a great  deal 
of  secondary  gain  is  derived  from  the 
symptom. 

Somatic  delusions  represent  a direct, 
primitive,  and  symbolic  expression  of  intra- 
psychic disorganization.  The  somatic  de- 
lusional symptom  is  not  a remembered  or 
fantasied  perception  of  bodily  functioning 
but  a direct  symbolic  expression  of  a primi- 
tive idea  of  disintegration.  The  body  itself 
or  one  body  part  may  be  imagined  to  be  set 
against  the  rest  of  the  body,  the  mind,  or 
the  external  world.  Such  expressions  as 
the  intestines  have  grown  shut,  the  white 
cells  are  eating  up  the  red  cells,  the  skin  is 
being  penetrated  by  submicroscopic  orga- 
nisms, the  brain  is  split  into  many  pieces, 
an  odor  is  being  given  off  that  will  destroy 
others,  are  all  somatic  expressions  classified 
as  somatic  delusions.  Although  somatic 
delusions  may  appear  as  acute  and  isolated 
symptoms,  particularly  at  times  of  life- 
threatening  procedures,  such  as  open  heart 
surgery,  they  are  more  commonly  seen  as 
part  of  a generalized  psychotic  reaction, 
that  is,  psychotic  depressions  or  paranoid 
schizophrenic  reactions. 

Thus,  it  can  be  seen  that  a symptom  such 
as  nausea,  breathlessness,  and  pain  can  be  a 
somatic  symptom,  a conversion  symptom,  a 
somatic  reaction  to  a conversion  symptom, 
a psychophysiologic  symptom,  a hypochon- 


driacal symptom,  or  even  a delusional  symp- 
tom at  times  and,  indeed,  the  symptom 
expression  may  change  from  representing 
one  level  of  reaction  to  another  depending 
on  the  intrapsychic  needs,  psychic  defenses 
available,  and  the  somatic  predispositions 
of  the  individual. 

Those  who  claim  that  conversion  reac- 
tions are  unconsciously  simulated  illnesses 
which  act  as  self-deceptive  enactments  of 
sick  roles  as  a means  to  tolerate  personal 
inadequacies  are  pejoratively  saying  psy- 
chic maladaptation  should  not  be  included 
with  somatic  maladaptation  in  a classifica- 
tion of  disease.22'23  Such  a “sick  role  only” 
theory  also  ignores  the  somatic  changes 
which  occur  in  response  to  conversion 
symptoms.  Finally,  whatever  we  define  as 
disease  in  the  last  analysis  is  relative  to 
what  is  perceived  as  changes  in  health, 
changes  which  are  perceived  by  not  only 
the  physician,  who  tries  to  categorize  what 
he  observes,  but  more  directly  by  the 
individual  who  actually  experiences  the 
disease.19 
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T he  clinical  syndromes  of  hysteria, 
malingering,  and  “functional  disease,”  are 
so  similar  in  many  respects  that  differentia- 
tion is  sometimes  impossible  and  may  even 
be  unnecessary.  To  decide  whether  or  not 
a patient  possesses  cognizance  of  an  act 
at  the  time  of  the  act  may  prove  to  be  an 
insurmountable  task  even  for  the  most 
careful  and  knowledgeable  observer.  Thus, 
although  the  word  hysteria  will  be  used 
almost  exclusively  throughout  this  article, 
aspects  of  malingering  and  “functional 
disease”  are  implied. 

To  diagnose  hysteria  accurately  there  are 
certain  sine  qua  non  prerequisites.  The 
examiner  must  possess  a thorough  knowl- 
edge of  the  anatomy  and  physiology  of  the 
nervous  system;  be  capable  of  taking  a 
careful  history  and  performing  a detailed 
neurologic  examination;  with  time,  acquire 
the  ability  to  distinguish  between  real  and 
simulated  disease  of  the  nervous  system; 
be  aware  that  true  neurologic  disease  can 
occur  in  bizarre  clinical  patterns;  and, 
finally,  undertake  to  master  a “bag  of 
tricks”  designed  to  unmask  the  unwary 
patient. 
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The  neurologist  is  often  the  physician 
who  must  make  the  final  clinical  judgment 
distinguishing  the  true  from  the  contrived; 
thus,  a precise,  although  not  necessarily 
immutable,  decision  must  be  reached.  Too 
frequently  a careless  or  inexperienced  ex- 
aminer diagnoses  hysterical  illness  in  the 
presence  of  a brain  tumor,  multiple  sclerosis, 
cervical  spondylosis,  acute  polyradiculop- 
athy— the  Guillain-Barre  syndrome — , 
acute  intermittent  porphyria,  occult  normal 
pressure  hydrocephalus,  or  other  similar 
disorders. 


Medical  and  neurologic  masks 

In  considering  the  medical  and  neurologic 
masks  behind  which  hysteria  lurks,  let  us 
begin  with  the  brain  in  the  anatomic  sense 
and  proceed  downward  through  the  re- 
mainder of  the  body. 

Headache,  the  most  common  pain  syn- 
drome seen  by  the  neurologist,  is  a most 
difficult  complaint  to  evaluate.  When  of 
vascular  origin,  it  is  usually  throbbing  in 
quality,  most  often  located  in  the  temporal 
areas,  and  may  be  associated  with  nausea 
and  vomiting  especially  if  the  cause  is 
migraine.  Headache  due  to  a space-taking 
lesion  is  ordinarily  of  a steady  quality  and 
gives  rise  to  the  seeming  paradox  of 
diminished  awareness,  while  at  the  same 
time  stimulating  early  arousal  because  of 
the  heightened  severity  of  pain  when  the 
patient  is  in  the  supine  position.  Nausea 
and  vomiting  frequently  accompany  this 
kind  of  headache  when  a space-occupying 
lesion  is  present  in  the  posterior  fossa. 
In  contrast  to  the  symptoms  just  men- 
tioned, the  psychogenic  headache  is  cus- 
tomarily present  for  many  years  before  the 
patient  seeks  medical  attention,  is  un- 
relieved for  any  length  of  time  by  the 
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milder  analgesics,  is  unaccompanied  by  any 
alteration  from  normal  on  neurologic  exam- 
ination, and  frequently  is  described  in  the 
most  dramatic  terms  by  its  sufferer,  such  as 
“my  head  feels  as  though  it  were  going  to 
explode”  or  “there  is  a tight  band  pressing 
on  my  brain.” 

Recently,  I had  the  opportunity  to 
examine  a woman  of  German  extraction 
who  immigrated  to  this  country  in  the 
company  of  a fellow  male  immigrant. 
They  lived  together  in  common-law  mar- 
riage for  fourteen  years  during  which  time 
he  proclaimed  his  love  for  her  and  his 
intention  to  marry  her.  She  sought  med- 
ical help  for  her  headache  following  the 
inevitable  separation.  She  described  her 
headache  as  a severe  steady  pain  originating 
on  one  side  of  her  head  and  ending  exactly 
at  the  midline.  After  twelve  hours  it  would 
dart  to  the  opposite  side,  once  again  being 
limited  to  her  hemicranium.  In  addition, 
she  punctuated  her  history  with  excessive, 
inappropriate  weeping.  From  the  history 
alone,  it  would  be  difficult  to  entertain  the 
diagnosis  of  organic  neurologic  disease. 
The  neurologic  examination,  x-ray  films 
of  the  skull,  and  electroencephalogram,  all 
of  which  were  normal,  confirmed  this 
opinion. 

Dizziness  is  another  complaint  common 
to  patients  seen  by  the  neurologist  and  also 
frequently  hysterical  in  origin.  This  term, 
however,  merits  the  scrupulous  attention  of 
the  physician.  It  may  be  the  sole  mani- 
festation of  an  epileptic  disorder,  vertebral- 
basilar  artery  insufficiency,  brain  tumor,  or 
labyrinthine  system  disease.  It  may  be 
misconstrued  as  visual  impairment  or  ataxic 
gait.  When  a careful,  nonsuggestive  his- 
tory elicits  the  patient’s  definition  of  dizzi- 
ness as  equivalent  to  a sensation  of  spin- 
ning, either  subjective  or  objective,  exten- 
sive neurologic  investigation  is  indicated, 
since  in  such  instances  dizziness  or  “true 
vertigo”  is  rarely  a symptom  of  hysteria. 

A not  infrequent  way  in  which  hysteria 
may  be  manifested  is  the  epileptic  state. 
The  hysterical,  epileptic  individual  is 
usually  a person  who  has  seen  a number  of 
such  attacks  but  who  possesses  limited 
knowledge  of  neuroanatomy  and  neuro- 
physiology. One’s  experience  in  viewing 
verified  epileptic  seizures  proves  an  invalu- 
able guide  in  deciding  whether  such  a spell 
is  real  or  contrived.  The  hysterical  fit 


often  follows  an  emotional  crisis.  True 
epileptic  attacks,  on  the  other  hand, 
although  previously  well  controlled,  may 
be  aggravated  by  emotional  upset.  Like- 
wise real  and  hysterical  epilepsy  can  coexist 
in  the  same  patient. 

I have  found  the  following  observations 
especially  helpful,  although  not  infallible, 
in  trying  to  distinguish  between  the  two. 
The  hysterical  seizure  is  characterized  by 
its  nonconformity  to  the  known  functions 
of  the  central  nervous  system.  Such  pa- 
tients rarely  injure  themselves  despite  the 
fact  that  they  fall  to  the  ground  so  precipi- 
tously. Such  fits  are  more  apt  to  be 
witnessed  by  the  person  whom  the  patient 
is  attempting  to  impress  with  their  authen- 
ticity. 

I recall  one  woman  who  had  a typically 
severe  attack  at  my  office  doorstep.  With 
encouragement  she  was  able  to  rise  from  the 
floor,  enter  my  office,  and  spend  an  hour 
detailing  her  life  history  without  the 
slightest  element  of  postictal  confusion  or 
somnolence.  On  another  occasion,  a fre- 
quent visitor  to  our  alcoholic  service  was 
seen  in  the  admission  department  of  the 
hospital  and  treated  with  intravenous  anti- 
convulsants for  status  grand  mal  epilepsy. 
He  was  sent  to  the  neurology  ward  where- 
upon a similar  episode  occurred.  As  the 
resident  physician  was  about  to  inject  a 
still  larger  dose  of  anticonvulsant,  I voiced 
the  opinion  that  his  spells  did  not  appear 
to  be  truly  epileptic.  Whereupon  the  pa- 
tient’s seizures  instantly  ceased,  he  raised  a 
quizzical  eye  and  said:  “What  do  you 

mean  it  is  not  epilepsy”? 

Further  distinguishing  marks  include  the 
following:  tongue  biting  or  gum  biting,  to 

the  point  of  laceration,  and  fecal  incon- 
tinence almost  never  occur  in  hysterical 
seizures. 

Urinary  incontinence,  on  the  other 
hand,  can  occur  in  either  and  thereby  con- 
fuse the  picture.  The  comatose  state, 
as  we  ordinarily  define  it,  does  not  occur  in 
hysterical  seizures.  The  epileptic  cry,  al- 
though normally  an  inarticulate,  nonspecific 
noise,  may  be  a readily  understandable, 
attention-seeking  plea  or  even  a “spine- 
tingling”  wail.  The  tonic-clonic  phase  of 
hysterical  seizures  can  resemble  a life  or 
death  struggle,  resulting  in  torn  clothing 
and  physical  harm  to  the  observer.  As 
noted  earlier,  postictal  confusion  and 
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somnolence  are  not  usually  a part  of  a 
hysterical  attack. 

At  this  point  let  us  briefly  digress  to 
mention  the  fugue  or  dissociative  state. 
Although  most  such  states  prove  to  be 
psychogenic,  a small  percentage  turn  out 
to  he  epileptic  automatisms.  Such  states 
may  occur  with  either  temporal  lobe  epi- 
lepsy, formerly  called  psychomotor  epi- 
lepsy, or  status  petit  mal  epilepsy.  In  such 
instances,  the  electroencephalogram  may 
serve  the  dual  purpose  of  confirming  the 
clinical  suspicion  and  differentiating  be- 
tween the  two  types  of  epilepsy.1-2 

The  special  senses  are  particularly  sus- 
ceptible to  hysterical  illness.  Olfaction, 
mediated  peripherally  by  the  first  cranial 
nerve,  may  be  lost  due  to  a meningioma  in 
the  olfactory  groove.  The  earlier  such  a 
diagnosis  is  made,  the  better  the  prognosis. 
To  differentiate  anosmia  of  organic  origin 
from  that  caused  by  hysteria,  stringent 
stimuli  such  as  solutions  of  ammonia, 
acetic  acid,  or  formaldehyde  may  be  helpful. 
These  stimuli  are  so  powerful  that  they 
activate  the  first  and  fifth  cranial  nerves. 3 
Thus,  whereas  the  hysterical  subject  appre- 
ciates no  sensation,  the  true  anosmic 
patient  identifies  such  stimulus  although  he 
may  not  be  able  to  name  it. 

The  visual  apparatus  is  often  a target  of 
hysterical  illness.  Unilateral  true  amauro- 
sis may  be  accompanied  by  loss  of  the  direct 
pupillary  light  response.  However,  when 
the  normal  eye  is  tested,  the  consensual 
response  in  the  blind  eye  is  present.  In 
hysterical  monocular  blindness  the  response 
to  light  stimulation  is  normal,  both  direct 
and  consensual.  Another  method  which 
may  be  used  to  detect  hysterical  monocular 
blindness  involves  the  use  of  script  printed 
so  that  alternate  words  are  red  or  green. 
After  covering  one  eye  with  a red  glass  and 
the  other  with  a green  one,  the  patient  is 
asked  to  read.  The  appropriate  colored 
glass  disguises  the  word  of  similar  color. 
Should  the  patient  read  with  little  hesita- 
tion, the  conclusion  can  be  drawn  that  he 
is  reading  equally  well  with  either  eye. 4 

In  those  instances  in  which  the  patient 
complains  of  impaired  visual  acuity  rather 
than  complete  loss  and  in  which  hysteria  is 
suspected,  a powerful  magnifying  glass  may 
disclose  the  true  diagnosis.  The  magnify- 
ing lens  should  be  placed  in  front  of  each 
eye  while  the  other  eye  remains  uncovered. 


The  suggestion  is  made  that  such  a lens 
will  aid  vision,  and  the  patient  is  asked  to 
identify  distant  objects.  Should  consider- 
able visual  improvement  occur,  true  impair- 
ment is  unlikely,  since  such  magnification 
reduces  rather  than  betters  visual  acuity.6 
So-called  “tunnel”  or  “gun-barrel”  vision 
is  another  form  of  visual  restriction  without 
organic  basis.  Patients  with  such  visual 
impairment  usually  exhibit  little  difficulty 
while  walking  in  that  they  skillfully  avoid 
obstacles.6 

Deafness  occurs  infrequently  as  a symp- 
tom of  hysteria.  Bedside  evaluation  is 
usually  unsatisfactory.  In  unilateral  non- 
organic  deafness  highly  sophisticated  audio- 
metric testing  can  unmask  the  hysterical 
subject.  When  bilateral  deafness  occurs 
and  hysteria  is  suspected,  the  electroen- 
cephalogram can  be  a useful  diagnostic  tool. 
With  the  electrodes  in  place  a sudden, 
subdued  noise,  particularly  during  the 
drowsy  stage,  elicits  the  so-called  “K  com- 
plex,” which  confirms  the  continuity  of  the 
auditory  apparatus  as  well  as  the  cortical 
registration  of  sound.7 

Loss  of  taste  is  an  extremely  rare 
symptom  of  disease  of  organic  or  hysterical 
origin.  Impairment  of  taste  is  most  often 
associated  with  palsies  of  the  seventh 
cranial  nerve. 

Psychogenic  pain  syndromes,  particularly 
when  litigation  is  pending,  are  an  all  too 
common  occurrence.  Their  causes  often 
prove  elusive  and  their  verification  impos- 
sible, since  objective  accompanying  signs 
are  rare.  On  the  other  hand,  the  severe 
burning  pain  of  causalgia  with  associated 
trophic  changes  and  contractures  is  fre- 
quently attributed  to  a psychogenic  cause 
and  at  times  falsely  so.8  I recently  recom- 
mended a young  inmate  of  a maximum 
security  prison  for  exploratory  surgery  be- 
cause of  causalgic  pain  in  the  distribution  of 
the  sciatic  nerve.  He  proved  to  have  a 
perineural  hematoma  encasing  a pulsating 
vessel.  Following  removal  of  the  hema- 
toma and  displacement  of  the  vessel,  he 
made  an  excellent  recovery.  Pain,  in  the 
absence  of  objective  signs  and  confirmatory 
laboratory  results,  must  be  treated  cau- 
tiously especially  when  the  use  of  opiates 
is  under  consideration. 

Dysfunction  of  the  corticobulbar  and 
corticospinal  tracts  may  render  a patient 
weak  or  paralyzed  in  the  muscles  subserved 
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by  these  systems.  The  absence  of  objec- 
tive neurologic  changes  in  a cerebrovascular 
accident,  for  instance,  is  unusual  but  may 
occur  in  the  early  stages.  Contrariwise, 
hysterical  paralysis  is  never  accompanied 
by  objective  neurologic  alteration.  The 
loss  of  function  in  a single  joint  is  never  of 
organic  origin.9  Weakness  of  grip,  a com- 
mon form  of  psychogenic  paresis,  can  be 
tested  by  having  the  patient  squeeze  the 
examiner’s  fingers.  A “fluttering  grasp”  is 
the  sensation  usually  felt  by  the  examiner. 
A sudden  tug  on  the  fingers  in  a direction 
perpendicular  to  the  digits  will  produce  a 
spontaneous  surge  of  power  in  the  finger 
flexors  in  hysterical  weakness,  but  the 
fingers  will  readily  give  way  should  the 
weakness  be  pathologic  in  origin. 

The  Hoover  test  is  a useful  maneuver  to 
determine  whether  proximal  leg  weakness 
is  real  or  not.  Hysterical  patients  often 
display  a normal  gait  but  give  evidence  of 
extraordinary  weakness  of  the  elevators  of 
the  thigh  on  formal  testing.  To  elevate  the 
leg  against  resistance  in  the  supine  position 
the  antagonistic  hamstring  muscles  must 
be  utilized.  The  extent  of  this  utilization 
can  be  determined  by  placing  the  heel  of  the 
immobile  foot  in  the  palm  of  the  examiner’s 
hand.  The  normal  response  will  cause  con- 
siderable downward  pressure  as  felt  on  the 
examiner’s  hand;  the  hysterical  response 
will  be  distinguished  by  the  presence  of 
slight,  if  any,  pressure.  A rough  estimate 
of  the  pressure  may  be  determined  by 
placing  the  immobile  heel  on  a bathroom 
scale  and  measuring  the  number  of  “foot- 
pounds” of  pressure  exerted.  Normally  an 
adult  registers  in  the  range  of  16  pounds  of 
pressure  with  a good  effort.  Absence  of 
any  increase  or  a lessening  with  supposed 
effort  is  indicative  of  hysterical  weakness. 10 

Hemianesthesia  and  hemianalgesia  are 
infrequent  findings  in  true  neurologic  dis- 
ease. The  reverse  is  true  in  hysteria. 
Most  patients  are  unaware  that  the  periph- 
eral nerves  interdigitate  at  the  midline. 
Thus,  any  sensory  loss  that  ends  exactly  in 
the  midline  of  the  face  or  trunk  should 
ultimately  prove  to  be  of  hysterical  origin. 
Vibration  sense  testing  is  another  valuable 
aid  in  that  when  testing  the  “normal  side” 
of  the  frontal  bone  or  the  sternum  in  the 
hysterical  patient,  the  response  is  positive; 
however,  when  the  “diseased”  side  is  tested, 
no  sensation  is  appreciated.  Since  these 


are  solid  structures  and  vibrate  as  a whole, 
it  is  the  patient’s  answer  that  is  defective 
not  the  sensory  system. 

In  glove-stocking  anesthesia,  the  vibrat- 
ing tuning  fork  is  again  an  important  tool. 
Vibratory  loss  at  midulnar  or  midtibia 
occurs  only  in  the  hysterical  patient  and  is  a 
physiologic  impossibility  for  the  reason 
stated  previously. 

Another  worth-while  method  useful  in 
anesthesia  of  the  arm  or  leg  involves  co- 
ordination testing.  The  patient  who  pro- 
fesses loss  of  touch  in  the  fingers  and  foot, 
confirmed  with  cotton  wool  testing,  is  then 
asked  to  close  his  eyes.  The  examiner  then 
gently  touches  the  index  finger  or  heel  and 
asks  that  the  finger-to-nose  or  heel-to-shin 
maneuver  be  performed.  Often,  despite 
the  dense  anesthesia,  these  tests  are  accom- 
panied hesitantly  but  appropriately  by  the 
patient. 

There  are  many  other  manifestations  of 
hysteria  including  such  things  as  dysphagia, 
mutism,  aphonia,  alteration  of  bowel  func- 
tion, tachycardia  with  palpitation,  hyper- 
pnea  with  tetany  and  syncope,  nocturnal 
enuresis,  urinary  retention,  impotence  in  the 
male,  vaginismus  and  frigidity  in  the 
female,  dermatitis  artefacta,  and  factitious 
fever. 

Summary 

Diagnosing  hysteria  may  often  be 
described  as  “a  battle  of  wits”  between  the 
well-trained,  experienced  physician  and  the 
unwary  patient.  The  solution  is  sometimes 
so  easy  as  to  be  almost  comical;  on  the 
other  hand,  the  distinction  may  prove  to 
be  a most  difficult  task  even  for  the  best- 
equipped  examiner.  Mastery  of  certain 
“methods”  based  on  one’s  knowledge  of 
neuroanatomy  and  physiology  should  en- 
able the  physician  to  diagnose  hysteria  with 
the  confidence  that  he  is  not  missing 
serious  organic  disease. 
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T HE  TREATMENT  OF  HYSTERIA  has  played 
a prominent  role  in  the  history  of  modern 
psychiatry,  particularly  in  relation  to 
dynamic  psychoanalytic-ally  oriented  ther- 
apy, in  which  it  is  interwoven  in  the  fabric 
of  both  theory  and  technic  as  they  evolved. 
While  suggestion  had  long  been  known  to 
play  a part  in  both  the  appearance  and 
disappearance  of  hysterical  symptoms,  it 
remained  for  Charcot  in  the  late  1800s  to 
demonstrate  by  the  use  of  hypnotic  sugges- 
tion that  such  symptoms  could  be  made  to 
appear  or  to  disappear,  thus  establishing 
without  any  doubt  the  psychogenic  origin 
of  the  symptom.  Bernheim  and  Liebault 
shortly  thereafter  attempted  to  apply 
hypnosis  more  specifically  as  a form  of 
treatment.  The  work  of  these  three  men 
aroused  the  interest  of  Freud  who  went  to 
study  their  technic  and  results.  The  monu- 
mental contributions  to  psychiatry  which 
followed  are  too  well  known  to  be  reviewed 
in  detail,  but  they  include  the  ideas  of  the 
dynamic  unconscious,  repression,  abreac- 
tion, free  association,  transference,  infantile 
sexuality,  resistance,  and  a host  of  others. 
Early  in  his  work  Freud  discovered  that  the 
abreaction  or  emotional  reliving  of  a re- 
pressed traumatic  event  led  to  transient 
disappearance  of  the  symptoms,  but  he  also 
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found  that  they  tended  to  recur,  particu- 
larly if  this  took  place  when  the  patient  was 
hypnotized. 

Continuing  his  work  he  made  more 
specific  formulations  with  the  publication 
of  his  Studies  on  Hysteria  written  with 
Breuer.1  The  cathartic  method  was  de- 
scribed as  symptomatic  rather  than  causal 
but  nevertheless  of  great  use  in  helping  to 
restore  the  patient  to  better  functioning. 
The  prevention  of  recurrences  was  depend- 
ent on  discovering  the  nature  of  the  under- 
lying dynamic  conflicts.  Freud  coined  the 
term  “conversion,”  defining  it  as  the  “trans- 
formation of  psychic  excitement  into 
chronic  physical  symptoms  which  charac- 
terized hysteria.”  This  “psychic  excite- 
ment” was  quite  specific  and  consisted  of 
some  forbidden  sexual  wish  whose  discharge 
was  blocked.  The  resulting  somatic  symp- 
tom expressed  in  symbolic  terms  something 
of  the  forbidden  wish.  Further  formula- 
tions refined  this  to  some  extent  so  that 
hysterical  symptoms  represented  the  ex- 
pression in  “body  language”  of  specific 
unconscious  fantasies  centering  around 
failures  and  resolutions  of  phallic-oedipal 
developmental  conflicts.  The  choice  of 
symptom  was  based  on  the  content  of  the 
unconscious  fantasy  and  the  capacity  of  a 
given  organ  to  symbolize  the  unconscious 
forces  involved  as  well  as  the  “somatic 
compliance”  of  the  organ  or  system.  The 
symptoms  represent  “the  return  of  the 
repressed”  wherein  the  forbidden  wish  is 
partially  gratified  by  being  expressed  in 
symbolic  fashion  and  simultaneously  de- 
fended against,  with  the  illness  representing 
some  degree  of  punishment  for  the  expres- 
sion of  the  forbidden  wish. 

These  formulations  dominated  psycho- 
analytic and  psychiatric  thinking  about 
hysteria  for  more  than  fifty  years,  so  that 
descriptions  written  in  the  1940s  are  essen- 
tially of  this  nature.  At  the  same  time 


July  1,  1969  / New  York  State  Journal  of  Medicine  1887 


there  were  reports  that  the  incidence  of 
hysteria  seemed  to  be  decreasing  markedly, 
particularly  in  this  country.  Even  in  rela- 
tion to  World  War  II  there  was  a marked 
decrease  in  hysterical  conversion  symptoms 
in  soldiers  under  combat  conditions  as  com- 
pared with  the  incidence  in  World  War  I. 
Psychiatrists  working  with  military  person- 
nel at  the  time,  concerned  with  a return  to 
function,  utilized  to  a large  extent  the  early 
abreactive  technics  in  treating  such  patients 
with  sodium  amytal  instead  of  the  previous 
hypnosis.  In  the  years  following  there  was 
an  increased  interest  in  applying  these 
technics  and  in  attempting  to  combine 
them  with  some  psychodynamic  under- 
standing. Hypnoanalytic  and  narcoana- 
lytic  technics  were  introduced  as  attempts 
to  shorten  the  course  of  treatment.2 

While  there  had  been  major  contributions 
to  our  understanding  of  the  role  of  pre- 
oedipal  early  child  experience  in  psychiatric 
illness  and  the  introduction  of  the  structural 
theory  with  increasing  knowledge  of  ego 
functions  and  defenses,  these  were  not 
applied  to  our  understanding  of  hysteria. 

In  the  1950s  a number  of  psychoanalysts 
turned  their  attention  to  the  phenomenon 
of  conversion  and  the  broader  question  of 
somatization  of  responses.  Major  contri- 
butions were  made  by  Marmor,3  Schur,4 
Rangell, 5 Deutsch,6  and  Engel,7  among 
others.  The  traditional  linkage  between 
conversion  and  hysteria  was  examined,  and 
conversion  was  described  as  a process  which 
could  occur  in  people  of  markedly  variable 
psychologic  characteristics,  covering  the 
range  of  relatively  healthy  people  respond- 
ing to  a specific  stress  to  those  who  were 
psychotic.  There  remained  a group  in 
whom  the  attempt  to  utilize  this  defense 
was  characteristic  and  more  circumscribed, 
and  for  these  the  diagnosis  of  hysterical 
neurosis  was  appropriate,  but  hysteria  and 
conversion  could  not  be  equated.  Further- 
more, conversion  symptoms  were  seen  as 
expressions  of  a defense  against  a wide 
variety  of  underlying  conflicts,  sexual  or 
aggressive,  pregenital  as  well  as  genital,  and 
usually  overdetermined,  that  is,  reflecting 
several  different  factors.  Schur4  took  up 
the  problem  of  ego  regression  in  somatiza- 
tion responses  generally.  Ego  regression 
may  occur  in  the  face  of  a stress  or  danger 
situation,  when  anxiety  serves  the  ego  not 
as  a signal  of  possible  danger,  a warning, 


but  rather  appears  as  a response  to  feelings 
of  helplessness  in  the  situation,  repeating 
earlier  feelings  experienced  in  the  face  of  a 
similar  situation.  The  degree  of  regression 
is  variable  and  depends  on  the  degree  of 
underlying  ego  strength.  It  can  lead  to 
varying  stages  of  somatic  responses  as  dis- 
charges of  the  anxiety.  Such  a mechanism 
may  possibly  be  involved  in  hysterical  con- 
versions. This  transient  ego  regression 
may  also  be  involved  in  hysterical  altera- 
tions of  the  state  of  consciousness,  such  as 
dreamy  states,  feelings  of  unreality,  de- 
personalization, trance  states,  fugues,  deja 
vu,  and  so  on. 

Such  regressions  also  express  dependent 
needs  to  be  taken  care  of  and  protected. 
Situations  which  foster  ego  regression,  such 
as  physical  illness  or  traumatic  accidents, 
can  lead  to  hysterical  symptom  formation 
in  people  whose  prior  functioning  had 
appeared  adequate.  The  stressful  situa- 
tion and  subsequent  regression  allow  the 
expression  and  satisfaction  of  dependent 
needs  otherwise  unacceptable.  These  con- 
tributions significantly  affected  the  evalua- 
tion of  patients  considered  to  show  hys- 
terical symptoms,  modified  and  refined 
diagnosis,  and  also  affected  the  indications 
for  treatment,  choice  of  type  of  treatment, 
and  the  prognosis. 

Types  of  psychotherapy 

Turning  to  a discussion  of  the  types  of 
psychotherapy  commonly  utilized,  an  at- 
tempt will  be  made  to  indicate  the  role  of 
these  various  factors.  The  treatment  ap- 
proaches can  be  divided  into  two  categories: 
those  which  are  symptom  oriented  with  the 
emphasis  on  return  to  function,  and  those 
which  deal  with  the  symptom  as  part  of 
the  total  personality  organization,  attempt- 
ing to  help  the  patient  get  access  not  only 
to  those  unconscious  dynamic  conflicts 
which  underlie  the  symptom  formation  but 
also  to  the  major  conflicts  in  his  functioning 
and  his  usual  ways  of  dealing  with  them, 
both  in  the  past  and  in  the  present.  In 
the  first  category,  that  is,  symptom  ori- 
ented, suggestion,  hypnosis  (drug-induced 
or  otherwise),  psychopharmacologic  agents, 
behavior  therapy,  and  supportive  psycho- 
therapy would  be  included. 

Hypnosis,  as  indicated  earlier,  can  be 
used  to  effect  dramatic  changes  in  the 
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symptom  picture.  However,  the  results 
are  either  of  short  duration  or  may  lead  to 
the  formation  of  substitute  symptoms. 
Hypnosis  currently  is  limited  in  application 
to  confirmation  of  the  psychogenic  nature 
of  a disturbance  in  which  there  is  difficulty 
in  differentiation  from  organic  causes. 
Hypnoanalysis  and  narcoanalysis  continue 
to  be  used  to  a limited  extent  by  some 
psychiatrists  in  an  attempt  to  shorten  the 
course  of  treatment.'-’  In  most  reported 
cases  it  is  difficult  to  differentiate  the  extent 
to  which  change  occurs  by  virtue  of  abreac- 
tion, suggestion,  or  interpretation. 

Behavioral  therapists  include  hysterical 
neurosis  among  the  range  of  disturbances 
appropriate  for  such  treatment.  There 
have  been  a number  of  case  reports  using 
such  methods.  Hysterical  paralysis,  deaf- 
ness, blindness,  and  aphonia  are  among 
those  conditions  in  which  successful  treat- 
ment has  been  reported.'*-10  Therapeutic- 
technics  used  include  operative  conditioning, 
avoidance  conditioning,  negative  practice 
desensitization,  and  abreaction.  The  treat- 
ment has  also  frequently  included  direct 
suggestion  and,  at  times,  has  included 
hypnotism  and  stimulant  drugs.  Success- 
ful treatments  are  reported  in  a significant 
number  of  patients,  although  it  is  difficult 
to  determine  what  the  relationship  of  the 
behavioral  therapeutic  technic  is  to  the 
treatment  outcome,  at  least  in  some  of  the 
cases  described.  This  remains  a technic 
for  continued  investigation  and  application 
to  a wider  range  of  such  hysterical  symp- 
toms. It  seems  likely  that  it  will  have  a 
place  as  the  indicated  treatment  when 
symptom  removal  is  the  major  goal. 

Psychopharmacologic  treatment  has  no 
direct  effect  on  any  of  these  symptoms  and 
is  used  only  occasionally  when  disabling 
anxiety  may  accompany  the  symptoms. 

Brief  supportive  psychotherapy,  which 
includes  suggestion  as  one  of  its  tools,  con- 
tinues as  the  more  widely  used  treatment 
in  several  groups  of  patients.  First,  it  is 
indicated  in  those  patients  in  whom  hys- 
terical symptoms  are  only  one  part  of  a 
much  broader  and  more  severe  ego  disturb- 
ance, including  psychoses,  in  which 
insight-oriented  psychotherapies  would  not 
be  fruitful.  These  cases  are,  of  course, 
properly  diagnosed  not  as  hysteria  but 
according  to  the  major  disturbance  present. 
Second,  there  are  those  patients  who  by 


virtue  of  their  age,  personal  situation,  intel- 
lect, economics,  motivation,  and  so  on, 
would  not  be  suitable  for  insight  psycho- 
therapy. Third,  one  might  include  that 
group  of  patients  who  have  generally  func- 
tioned at  a satisfactory  level  but  who 
respond  to  some  specific  traumatic  situation 
such  as  physical  illness,  surgical  interven- 
tion, or  accidents  with  transient  regression 
and  hysterical  symptom  formation.  Such 
patients  are  often  not  motivated  to  enter 
into  any  prolonged  psychotherapeutic  situa- 
tion, and,  indeed,  a brief  timely  supportive 
intervention  may  be  sufficient.  A brief 
clinical  example  may  indicate  one  such 
situation. 

Case  1.  A twenty-two-year-old  girl  was 
involved  in  a fairly  severe  automobile  accident 
while  riding  in  a car  driven  by  her  fiance.  While 
neither  of  them  was  severely  injured,  they  went 
to  a local  hospital  for  examination.  At  the 
hospital  the  patient  reported  that  she  was 
unable  to  move  her  right  arm.  Physical  exami- 
nation revealed  negative  findings.  She  was  then 
referred  for  psychiatric  consultation. 

She  was  a relatively  attractive,  well-dressed 
young  woman,  whose  speech  was  quite  un- 
educated, and  who  seemed  of  average  or  low- 
average  intelligence.  She  appeared  quite  naive 
and  unsophisticated.  With  little  prompting  she 
began  to  discuss  the  accident,  particularly  how 
she  could  have  been  maimed,  disfigured,  or  even 
killed.  She  then  mentioned  that  she  had  often 
warned  her  fiance  about  careless  driving  habits 
and  elaborated  several  other  narrow  escapes. 
After  this  emotional  outpouring,  some  further 
history  was  obtained.  She  asked  about  return- 
ing to  work  and  was  encouraged  to  do  so,  even 
though  her  functioning  would  be  somewhat 
limited.  She  agreed  to  try  and,  somewhat 
reluctantly,  agreed  on  another  interview.  For  a 
number  of  reasons  any  long-term  intervention 
appeared  improbable. 

At  the  start  of  the  second  interview  she 
returned  to  some  of  the  material  about  the 
accident  and  her  fiance’s  carelessness.  Since  it 
appeared  close  to  consciousness,  a suggestion 
was  made  that  she  might  have  felt  very  angry 
with  him.  Her  not  unexpected  response  was, 
“I  could  have  killed  him.  I felt  like  bashing 
his  head  in.”  Somewhat  to  the  therapist’s 
surprise  and  her  own,  she  raised  her  paralyzed 
arm  in  a threatening  gesture  as  she  made  the 
latter  statement.  The  body  language  achieved 
verbal  expression.  In  the  remainder  of  that 
interview  and  one  more  there  was  some  clarifica- 
tion of  her  feelings  toward  her  fiance  and  how 
the  paralysis  was  used  to  make  him  feel  guilty 
and  punish  herself  as  well.  Between  the  last 
two  interviews  she  discussed  some  of  these  feel- 
ings with  her  fiance.  By  the  end  of  the  third 
interview  the  symptom  had  completely  dis- 
appeared, and  she  was  able  to  function  normally. 
She  had  no  interest  in  any  further  treatment. 
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Such  experiences  are,  of  course,  not 
especially  unusual  to  most  psychiatrists, 
although  they  might  have  many  reserva- 
tions about  the  future  course  of  such  a 
patient.  In  practice,  a very  significant 
number  of  such  patients  appear  to  remain 
asymptomatic. 

Similar  situations  are  usually  encoun- 
tered by  the  psychiatrist  engaged  in  consul- 
tative work  on  a general  hospital  ward. 
They  encounter  patients  in  whom  one  of  the 
underlying  conflicts,  which  are  unaccept- 
able to  the  person  in  his  normal  function- 
ing, is  marked  dependency  which  does  not 
manifest  itself  in  ordinary  situations.  Ill- 
ness, accident,  or  surgery  may  provide 
conditions  under  which  such  wishes  are 
mobilized  and  in  which  gratification  can 
be  allowed  without  the  guilt  which  would 
be  ordinarily  experienced.  Hysterical 
symptom  formation,  such  as  prolonged  pain, 
paralysis,  and  others,  may  complicate  or 
supersede  purely  physical  manifestations.7’ 11 
When  such  symptoms  are  not  attended  to 
reasonably  promptly,  secondary  gain  is  re- 
enforced and  chronic  disability  may  ensue. 
Supportive  attitudes  which  encourage  ac- 
tivity and  self  sufficiency  and  emphasize 
the  patient’s  positive  capabilities,  combined 
with  direction  given  to  the  attending 
physician  and  the  patient’s  family,  may  aid 
in  circumventing  the  need  for  more  exten- 
sive treatment.  Obviously,  there  are  indi- 
cations for  supportive  treatment  other  than 
those  mentioned,  and  more  can  be  said 
about  those  which  have  been  mentioned, 
but  space  limits  their  consideration. 

Finally,  we  come  to  those  two  treatments 
in  which  we  are  dealing  with  a true  hys- 
terical neurosis,  even  if  it  is  accompanied 
by  other  neurotic  symptoms  or  occurs  in 
the  constellation  of  some  characterologic 
disturbance,  most  often  itself  of  a hysterical 
nature.  Psychoanalysis  has  long  been  con- 
sidered the  treatment  of  choice  for  such 
patients  and  provided  other  factors  in  the 
patient’s  situation  make  this  feasible;  it 
continues  to  hold  that  position.  Relatively 
long-term  psychoanalytic-ally  oriented  psy- 
chotherapy is  indicated  when  psychoanaly- 
sis is  not  possible  or  feasible. 11 

Symptom  formation 

In  considering  what  constitutes  adequate 
understanding  of  a given  hysterical  symp- 


tom there  are  a number  of  questions  which 
should  be  answered  in  the  course  of  treat- 
ment: (1)  What  are  the  specific  circum- 

stances under  which  the  symptom  forma- 
tion initially  took  place,  and  under  what 
conditions  does  it  recur?  (2)  What  is  the 
major  dynamic  conflict  to  which  the  symp- 
tom appears  as  an  attempted  solution? 

(3)  What  conflict  situations  are  represented 
in  the  overdetermination  of  the  symptom? 

(4)  What  is  the  nature  of  the  secondary 
gain,  and  what  are  the  relationships  which 
re-enforce  it?  (5)  What  determinants  have 
influenced  the  particular  choice  of  symp- 
tom? This  would  include  not  only  the 
symbolic  body  language  aspect  but  also 
such  real  experiences  as  physical  illness  or 
surgical  intervention  which  have  influenced 
what  is  called  somatic  compliance. 

In  relation  to  the  major  dynamic  conflict 
and  secondary  ones,  the  nature  of  the  un- 
acceptable wish  and  the  nature  of  the 
prohibition  against  it,  as  they  may  be 
represented  in  the  symptom  formation, 
should  become  accessible.  Essentially,  this 
would  mean  that  symptoms  of  hysterical 
neurosis  should  be  understood  in  dynamic, 
structural,  economic,  genetic,  and  adaptive 
terms.  Detailed  observations  of  this  kind 
may  contribute  to  a fuller  understanding 
of  the  nature  of  such  symptom  formation. 
A clinical  excerpt  may  help  to  illustrate  how 
some  of  this  is  manifested  in  the  treatment 
situation. 

Case  2.  A thirty-two-year-old  married  sales 
analyst  entered  analysis  with  a mixed  neurosis 
which  included  hysterical  symptoms  of  hyper- 
ventilation, dreamy  or  trance-like  states,  which 
sometimes  led  to  sleep,  and  premature  ejacula- 
tion with  penile  anesthesia.  Material  presented 
here  will  be  limited  to  what  could  be  understood 
in  relation  to  the  symptom  of  hyperventilation, 
and  represents  in  condensed  form  what  was 
learned  during  the  course  of  treatment  as  the 
symptom  intensified,  disappeared,  or  reappeared. 

Initially,  the  patient  was  able  to  give  very 
little  of  his  childhood  history.  There  were  only 
scattered  conscious  memories  of  the  first  fourteen 
years  of  his  life.  He  did  recall  that  as  a child 
he  had  been  told  that  he  had  bronchial  asthma, 
which  had  begun  at  about  age  six,  and  extended 
into  early  adolescence  when  it  disappeared. 
This  diagnosis  had  never  been  specifically  con- 
firmed, and  those  episodes  that  occurred  in  the 
course  of  analysis  were  clearly  hyperventilation. 
When  he  was  called  into  the  army  at  the  age  of 
eighteen,  physicians  there  believed  that  he  did 
not  have  asthma  and  he  was  inducted.  He 
served  in  the  army  for  two  years  with  no  episodes 
of  this  kind.  He  had  been  engaged  to  a young 
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woman  before  he  entered  the  service  whom  he 
planned  to  marry  very  shortly  after  his  dis- 
charge. On  the  day  of  his  return  to  this 
country  from  his  station  in  Europe  he  experi- 
enced severe  episodes  of  hyperventilation,  the 
first  that  he  had  had  in  many  years.  He  had 
continued  to  have  such  episodes  fairly  frequently 
up  to  the  time  he  entered  analysis.  They  oc- 
curred in  a number  of  specific  situations,  such 
as  whenever  he  was  called  into  his  boss’s  office, 
to  make  a presentation  at  a business  conference, 
or  was  in  a closed  room.  Episodes  had  occurred 
most  frequently  just  prior  to  or  following  the 
initiation  of  sexual  relations  with  his  wife.  He 
had  taken  various  bronchod dating  drugs  over 
several  years  in  an  attempt  to  seek  relief  from 
this  symptom  and  at  the  time  was  using  an 
inhalator. 

The  initial  appearance  of  the  symptom  in  his 
adult  life  involved  conflicts  in  relation  to  his 
impending  marriage.  His  few  attempts  at  sex- 
ual intercourse  prior  to  marriage  had  been  un- 
successful in  that  he  was  impotent,  or  experi- 
enced no  sensation  in  his  penis,  and  had  pre- 
mature ejaculation.  At  this  level  the  symptom 
represented,  by  virtue  of  his  “breathing  hard,” 
the  gratification  of  the  wished  for  sexual  experi- 
ence, while  at  the  same  time  protected  him  from 
what  he  experienced  as  the  dangers  in  that  situa- 
tion. Genetic  material  in  relation  to  this  ap- 
peared later.  It  had  to  do  with  the  initial 
experience  of  the  symptom  in  his  childhood. 
He  slept  in  his  parents’  bedroom  until  the  age 
of  eight  and  frequently  heard  the  parents  having 
intercourse.  He  had  identified  with  his  father 
in  that  situation  and  took  on  the  symptom  of 
hyperventilation,  which  he  had  heard,  as  an 
accompaniment  to  his  masturbation.  These  ini- 
tial episodes  were  repeated  during  the  night  and 
led  to  his  mother’s  leaving  her  bed  and  coming 
to  take  care  of  him,  frequently  falling  asleep  in 
his  bed.  She  became  markedly  overprotective 
and  concerned  about  his  getting  colds,  prepared 
special  foods  for  him,  and  so  on.  All  of  this 
re-enforced  the  symptom  and  gratified,  on  a 
pre-oedipal  level,  his  wish  for  a relationship  with 
his  mother.  Much  of  this  was  re-experienced 
with  the  later  onset  of  his  symptoms,  this  time 
in  relation  to  his  wife. 

The  choice  of  the  particular  symptom  had  at 
least  two  earlier  determinants  which  could  be 
elucidated.  One  was  that  at  the  age  of  five, 
he  had  had  a tonsillectomy  in  which  general 
anesthesia  of  the  inhalation  type  was  used. 
He  had  been  extremely  anxious  prior  to  the 
procedure  and  panicked  when  a mask  was  put 
over  his  face  and  he  was  told  to  breathe  deeply. 
He  was  unable  to  breathe  and  was  afraid  he 
would  die.  Another  determinant  had  its  origin 
even  earlier.  His  maternal  grandmother,  who 
lived  with  the  family,  experienced  severe  respira- 
tory distress  in  the  terminal  stages  of  an  illness. 
He  had  been  very  fond  of  this  grandmother. 
At  the  time  of  her  funeral,  when  he  was  four 
years  of  age,  he  wondered  how  she  could  breathe 
in  a box  under  the  ground  and  then  practiced 
taking  deep  breaths  to  see  how  long  he  could 
hold  them. 


This  latter  experience  helped  in  understanding 
the  meaning  of  his  hyperventilation  when  he 
was  in  closed  rooms  or  felt  trapped  in  a situation. 
At  those  times  his  unconscious  fantasy  was  that 
he  was  in  a coffin  with  the  symptom  representing 
an  attempt  to  survive.  At  the  same  time  it 
caused  him  to  become  short  of  breath,  dizzy,  or 
faint,  increasing  his  panic.  Finally,  the  symp- 
tom also  represented  his  wish  to  rejoin  the 
beloved  grandmother  he  had  lost. 

This  very  brief  excerpt  was  presented 
only  to  give  some  idea  of  the  complexity  of 
his  symptom  formation.  It  is  not  intended 
as  a complete  or  even  adequate  description 
of  other  factors  since  that  would  really  be 
beyond  the  scope  of  this  presentation. 

By  and  large  the  prognosis  is  generally 
favorable  with  such  patients  in  this  kind  of 
treatment,  although  the  treatment  is  cer- 
tainly neither  brief  nor  uncomplicated,  as 
might  be  expected,  in  view  of  the  attempt 
to  get  access  to  pregenital  in  addition  to 
phallic-oedipal  determinants.  While  rela- 
tively quick  alleviation  of  the  symptoms 
may  occur,  they  do  not  constitute  an  indi- 
cation for  interrupting  the  treatment.  As 
conflict  situations  are  mobilized  in  the 
transference,  new  symptoms  may  also  ap- 
pear, representing  other  characteristic  de- 
fenses. Phobia  and  depression  are  most 
common.  The  transference  tends  to  be 
intense  and  stormy,  often  eroticized  or 
clinging,  demanding  and  dependent,  but  a 
therapeutic  alliance  can  usually  be  achieved 
and  the  treatment  maintained.  In  spite  of 
these  well-known  facts  a kind  of  professional 
myth  surrounds  hysteria  for  which  many 
psychiatrists  and  psychoanalysts  wish  they 
could  find  a “classical  case”  whose  treat- 
ment would  follow  the  lines  described  by 
Freud  so  many  years  ago.  Certainly  one 
does  not  see  such  cases  now.  One  may 
wonder  if  indeed  they  ever  did  exist.  Per- 
haps the  continuing,  peculiar  fascination  of 
hysteria  still  lies  in  that  dramatic  and 
mysterious  leap  from  the  mind  to  the  body, 
the  process  about  which  we  really  continue 
to  know  so  little. 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Discussions 


Wilfred  Dorfman,  M.D.,  Brooklyn , 
New  York.  Dr.  Small  has  noted  that  the 
varying  nature  of  the  symptoms  of  hysteria 
has  changed  along  with  changing  concepts 
of  human  behavior.  In  ancient  Greece  it 
was  believed  that  the  womb  was  perturbed 
enough  to  wander,  and  even  today  uteri  will 
wander  or,  at  least  sometimes  uncon- 
sciously, want  to  do  so.  Later  in  the  mid- 
dle ages,  these  patients  were  diagnosed  as 
witches  and  were  managed  accordingly. 

Today  hysteria  is  supposedly  less  fre- 
quent since  it  is  much  more  fashionable  to 
have  psychosomatic  problems.  Not  too 
long  ago  conversion  hysteria  was  usually 
considered  to  be  a symbolic  affair,  involving 
the  sensory  and  voluntary  nervous  system. 
One  became  hysterically  blind  and  could 
no  longer  see  because  there  was  something 
which  one  did  not  want  to  see.  On  the 
other  hand,  psychophysiologic  reactions 
were  ascribed  to  the  autonomic  concomi- 
tants of  emotional  conflict.  This  differen- 
tial is  not  holding  up  so  well  today. 
Nausea,  which  may  be  symbolic,  can  lead 
to  vomiting,  mediated  to  some  extent 
through  the  autonomic  nervous  system. 
Something  which  is  “nauseating”  becomes 
“difficult  to  stomach”  and  may  thus  lead 
to  vomiting.  Something  symbolic  is  com- 
municated through  body  language.  Diar- 
rhea also  can  be  symbolic  and  can  also 
express  itself  through  autonomic  pathways. 
Riddance  or  hostility  represent  the  symbols. 
It  may  have  been,  at  its  onset  many  years 
ago,  due  to  a bacterial  infection,  yet,  as 
some  have  noted,  may  become  a memory 
tract  which  is  reactivated  under  stress. 
It  may  often  lead  to  organic  diseases,  such 
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as  ulcerative  colitis,  provided  other  etiologic 
factors,  as  yet  incompletely  identified,  co- 
incide. Symptoms  of  peptic  ulcer,  with  its 
symbolism  of  unsatisfied  dependent  needs, 
utilize  autonomic  pathways.  The  disease 
itself,  however,  as  every  physician  is  aware, 
still  requires  the  presence  of  hydrochloric 
acid.  Patients  with  achylia  gastrica  due  to 
addisonian  anemia  and  those  born  without 
parietal  cells  in  their  gastric  mucosa  cannot 
get  a peptic  ulcer,  even  if  they  meet  all  of 
the  features  of  the  personality  profile  which 
have  been  ascribed  to  peptic  ulcer. 

In  hysteria  the  symptoms  are  a com- 
promise in  which  both  the  repressed  as  well 
as  the  repressing  forces  are  represented. 
This  is  the  basic  psychodynamics,  but  the 
factor  of  self  punishment,  noted  by  Dr. 
Schmale,  may  add  a new  dimension,  that 
of  masked  depression.  Some  patients  may 
thus  require  different  psychotherapeutic 
tactics  as  well  as  a consideration  of  possible 
biochemical  concomitants,  as  seen  in  some 
cases  of  depression,  as  well  as  the  possible 
use  of  current  antidepressants.  Inciden- 
tally, Dr.  Nicol  noted  that  simulation  of 
illness  may  have  some  identification  with 
someone  close  to  the  patient  and  may  thus 
fortify  the  possibility  of  depression  if  the 
loved  object  has  been  lost  through  death. 

Dr.  Frank  refers  to  the  fear  of  loss  of 
vitally  needed  objects.  He  notes  that  the 
hysterical  subject  cannot  verbalize  needs 
and  thus  cannot  have  these  needs  met. 
Dr.  Scharfman  notes  ego  regression,  the  lack 
of  motivation  for  therapy,  as  well  as  pro- 
longed pain.  One  might  also  add  the  pos- 
sibility of  an  inordinate  amount  of  pain  as 
judged  by  the  somatic  findings.  All  of 
these  have  the  familiar  ring  of  depression 
which  is  denied  and  projected  so  that  a 
recent  accident  is  blamed.  Now  one  can 
collect  through  compensation,  unemploy- 
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ment  insurance,  health  and  accident  poli- 
cies, and  so  on.  It  may  thus  he  pretty 
difficult  for  a sensible  person  to  give  nil 
this  up  just  to  please  a doctor,  whether  he 
is  a psychiatrist  or  not. 

Dr.  Nicol  pointed  out  some  of  the  medical 
and  neurologic  masks  of  hysteria.  True 
somatic  disease  may  not  only  present 
bizzarely,  it  can  also  occur  concomitantly 
with  an  emotional  overlay.  One  trick, 
which  I do  not  believe  Dr.  Nicol  mentioned, 
is  to  ask  the  patient  with  sensory  difficulties 
to  say  “yes”  when  the  pin  is  felt  and  “no” 
when  it  is  not  felt.  With  the  patient’s  eyes 
closed,  this  can  seem  to  he  a most  rewarding 
experience  for  the  doctor.  However,  the 
use  of  any  type  of  trickery  may  backfire 
since  the  patient  loses  face. 

The  value  of  sodium  amytal  intra- 
venously lies  in  the  fact  that  it  can  quickly 
dissolve  a somatic  symptom  which  is 
emotionally  induced;  however,  it  may  strip 
away  defenses  much  too  quickly.  Another 
danger  lies  in  its  instant  rapport  so  that 
the  doctor  may  become  omnipotent  not 
only  in  the  eyes  of  the  patient  but  also  in 
his  own  perceptions.  This  is  indeed  dan- 
gerous. 

Jimmie  Holland,  M.D.,*  Buffalo,  New 
York.  Hysteria  has  an  intriguing  and  rich 
history  which  has  served  to  give  psychiatry 
some  claim  to  antiquity.  As  a vehicle  in 
the  nineteenth  century  for  the  first  psycho- 
logic interpretation  of  a physical  symptom, 
hysteria  holds  a fond  place  in  most  psychia- 
trists’ intellectual  “heart.”  Like  many 
clinical  entities  in  psychiatry,  it  has  been 
plagued  by  lack  of  clear  definition  of  mean- 
ing, being  confused  particularly  with  con- 
version reaction  and  dissociation.  Further 
problems  have  developed  because  of  some 
psychiatrists’  diagnosis  of  hysteria  based 
on  clinical  behavior  and  others  based  on 
certain  underlying  psychologic  conflicts. 

This  symposium  has  tended  to  focus  on 
historical  perspective  and  theoretic  inter- 
pretation of  the  hysterical  symptom. 
Theoretic  disagreements  are  of  much 
interest  to  psychiatrists  but  of  less  concern 
to  the  physician  from  another  field.  The 
“how-to-diagnose-it”  and  “how-to-treat-it” 
clinical  approach,  presented  by  Dr.  Nicol, 
may  be  the  most  relevant  to  practice.  Of 
much  interest  to  other  physicians,  as  well, 

* Associate  Clinical  Professor,  Department  of  Psychiatry, 
State  University  of  New  York  at  Buffalo  School  of  Medicine. 


is  the  fact  that  classical  hysterical  symp- 
toms are  disappearing.  Ziegler,  Imhoden, 
and  Rogers"  suggest  that  the  hysterical 
individual  must  simulate  a physical  symp- 
tom which  will  evoke  medical  attention. 
The  “old-fashioned”  hysterical  symptoms 
are  not  accepted  today  as  “real”  or  organic, 
even  by  the  most  unsophisticated  lay 
persons.  Most  lay  persons  scoff  at  the 
idea  of  total  blindness  followed  by  imme- 
diate complete  recovery.  We  are  con- 
fronted today  by  a presenting  symptom 
from  the  hysterical  subject  which  may  be 
sufficiently  sophisticated  to  perplex  the 
most  astute  physician.  An  hysterical 
symptom,  for  example,  may  simulate  multi- 
ple sclerosis  with  its  known  remitting 
course,  or  low  back  pain,  an  extremely  diffi- 
cult symptom  to  diagnose  with  assurance. 
The  symptom  must  afford  the  patient  this 
opportunity  to  perplex  the  physician  suffi- 
ciently to  question  its  organic  base,  other- 
wise it  has  not  fulfilled  the  need.  This 
social  and  cultural  influence  on  symptom 
choice  will  no  doubt  lead  to  further  evolu- 
tion of  the  chosen  symptom.  While  the 
conversion  relates  to  an  unconscious  mecha- 
nism, it  will  remain  difficult  to  differentiate 
from  the  conscious  malingered  symptom 
which  must  also  be  able  to  attract  medical 
attention  in  any  society. 

The  patient  who  has  a hysterical  per- 
sonality and  a conversion  symptom  can  be 
recognized  if  history  and  mental  status  are 
adequately  taken.  A patient  in  whom  the 
first  conversion  symptom  develops  after 
the  age  of  thirty,  however,  or  who  has  only 
a single  conversion  symptom  without  sup- 
porting histrionic  behavior,  is  much  more 
suspect  for  either  an  occult  medical  cause 
for  the  symptom  or  for  a psychologic  basis 
for  the  symptom  other  than  hysteria. 
Guze6  has  pointed  out  that  polysympto- 
matic  classical  hysteria  can  be  accurately 
diagnosed,  and  when  examined  six  years 
later  has  the  same  diagnosis.  A mono- 
symptomatic  condition,  without  the  sup- 
porting picture  of  hysteria,  will  more  often 
be  found  as  either  organic  or  psychiatric  at 
follow-up.  Slater, c with  follow-up  at  an 
average  of  nine  years,  found  the  diagnosis 
of  hysteria  “a  fertile  source  of  clinical 
error.”  Assuming  a symptom  is  due  to 
hysteria,  because  a medical  basis  for  the 
symptom  cannot  be  found,  is  hazardous. 
Likewise,  the  hysterical  patient  must 
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receive  a study  identical  to  that  of  any 
other  person,  otherwise  she  senses  the 
doctor’s  reluctance  to  give  the  symptom  its 
due  consideration,  and  the  destructive 
“doctor-shopping”  may  begin.  The  hys- 
terical individual  who  “cries  wolf”  once  too 
often  is  particularly  difficult  and  requires  an 
astute  assessment  of  both  medical  and 
psychologic  functioning  when  a new  symp- 
tom appears. 

It  is  important  to  note  that  a conversion 
symptom  may  be  caused  by  any  psychologic 
state,  of  which  only  one  is  hysteria.  Older 
persons  may  not  show  typical  signs  of 
depression  but  have  a single  symptom,  such 
as  pain,  which  may  mask  the  depression  by 
fixation  on  the  conversion  symptom.  Once 
a conversion  symptom  is  noted,  psychiatric 
assessment  must  be  made  to  elicit  whether 
it  is  due  to  hysteria,  depression,  incipient 
schizophrenia,  or  another  psychopathologic 
state.  In  our  experience,  severe,  incapaci- 
tating conversions  have  been  associated 
with  schizophrenia.  One  man  with  func- 
tional hemiparesis  and  torticollis,  and 
another,  confined  to  a wheel  chair  for  ten 
years  with  functional  paraplegia  had  schizo- 
phrenia. 

Dr.  Small  has  traced  the  circuitous  route 
to  the  present  concept  of  hysteria.  Dr. 
Frank  has  reviewed  the  analytic  meaning 
of  the  various  symptoms  which  the  hys- 
terical person  presents.  Meaning  of  a 
symptom  is  intriguing  but  is  apt  to  be  used 
therapeutically  only  by  the  psychiatrist. 

Dr.  Scharfman  has  elucidated  the  lack  of 
equation  of  hysteria  and  conversion  and 
indicated  therapeutic  technics.  Of  the 
symptom-oriented  treatments,  only  sup- 
portive psychotherapy  is  well  adapted  to 
use  by  general  physicians.  Brief  supportive 
psychotherapy  is  particularly  useful  in  the 


conversion  symptoms  following  physical 
illness  described  by  Dr.  Scharfman.  Tech- 
nics which  quickly  remove  a symptom,  such 
as  hypnosis  or  amobarbital  (Amytal),  must 
be  used  with  extreme  caution.  Removing 
a symptom  needed  by  the  patient  may  lead 
to  the  appearance  of  overt,  severe  psycho- 
pathologic  states. 

Many  hysterical  patients,  although 
troublesome  and  time  consuming  to  the 
busy  practitioner,  are  well  handled  by  their 
physicians  who  listen  attentively  and  allow 
for  the  sympathetic  understanding  by 
another  person  which  may  suffice  to  contain 
or  relinquish  the  symptom.  Our  sympo- 
sium today  has  focused  on  the  more  severe 
hysterical  condition  which,  even  in  the 
province  of  the  psychiatrist,  may  be  un- 
beatable. 

Dr.  Schmale  describes  normal,  healthy, 
grieving  women  who  also  needed  a symptom 
to  allow  them  to  seek  medical  help.  The 
concept  of  reactivation  of  a memory  of 
somatic  functioning  as  the  explanation  of 
conversion  does  not  negate  the  “sick  role” 
hypothesis.  The  patient  will  choose  a 
symptom  known  to  him,  by  experience  or 
association,  as  the  conversion  symptom 
which  will  lead  to  medical  attention. 

Hysteria  continues  to  present  a changing 
clinical  pattern,  and  theoretic  frameworks 
continue  to  require  modification,  but  the 
“cry  for  help”  is  clear  from  the  patient  who 
can  only  ask  for  help  through  a physical 
symptom. 
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AsC.TES  „ A LOCALS  COLLECTION 
of  extracellular  fluid  in  the  peritoneal 
cavity.  The  exact  cause  is  uncertain  and 
has  been  the  subject  of  much  experimenta- 
tion and  clinical  theorization.  Through- 
out the  vast  amount  of  data  compiled  from 
anatomic,  biochemical,  endocrine,  and  he- 
modynamic studies  designed  to  clarify  the 
pathogenesis,  there  runs  a thread  of  in- 
consistency and  contradiction  that  makes 
the  formulation  of  a uniformly  acceptable 
concept  impossible. 

The  etiologic  factors  that  have  been  in- 
vestigated are:  (1)  portal  hypertension 

and  increased  capillary  filtration  pressure, 
(2)  increased  hepatic  outflow  vascular  re- 
sistance, (3)  hypoalbuminemia  and  de- 
creased colloid  osmotic  pressure  of  the 
serum,  (4)  disordered  kidney  function, 
(5)  increased  hepatic  lymph  flow  and  ex- 
travasation of  fluid  into  the  peritoneal 
cavity,  (6)  hyperaldosteronism,  and  (7)  ex- 
cessive secretion  of  pituitary  antidiuretic 
hormone. 

* This  study  was  supported  by  the  Henry  R.  Schnitzer 
Foundation. 


The  relative  importance  of  these  factors 
is  controversial,  and  there  are  proponents 
for  each  as  being  the  primary  cause.  This 
report  proposes  a plausible  interpretation 
for  the  pathogenesis  of  ascites  in  cirrhosis 
of  the  liver.  It  is  based  on  an  extensive 
study  of  47  cirrhotic  patients  with  portal 
hypertension.  The  entire  spectrum  of  the 
clinical  disease  is  documented:  before 

portacaval  shunting,  postsurgical  observa- 
tion, and  subsequent  follow-up  until  death, 
with  necropsy  examination  in  all.  The 
clinical  and  experimental  results  of  many 
investigations  bearing  on  the  cause  of 
ascites  are  critically  analyzed.  An  ex- 
position on  the  protean  nature  of  the 
pathology  and  circulatory  physiology  of 
cirrhotic  disease  reconciles  many  divergent 
findings  and  interpretations.  The  assem- 
bled data,  the  effectiveness  of  a portacaval 
shunt  in  dissipating  the  peritoneal  fluid, 
and  the  concept  that  cirrhosis  with  portal 
hypertension  is  not  a uniform  static  disease 
confined  to  the  liver  but  ultimately  a gen- 
eralized systemic  disorder  suggest  that 
ascites  formation  initially  is  a hemodynamic 
and  later  a multiphasic  phenomenon.  The 
contribution  and  often  unsuspected  role  of 
congestive  heart  failure,  unique  to  cirrhotic 
disease,  in  the  formation  or  recurrence  of 
peritoneal  fluid  is  discussed,  as  well  as  the 
rationale  and  value  of  portacaval  shunts 
in  the  treatment  of  intractable  ascites. 

Clinical  necropsy  studies 

Forty-seven  cases  are  classified  into  six 
groups  depending  on  the  time  of  onset  of 
the  ascites  and  its  presence  or  absence  be- 
fore and  after  portacaval  shunting. 

Group  I.  spontaneous  ascites  pre- 
shunt: ABSENT  POSTSHUNT.  This  group 
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comprised  6 patients  (Table  I).  Ascites 
preceded  varix  hemorrhage  in  5 patients 
who  bled.  Peritoneal  fluid  usually  in- 
creased following  the  bleeding  episode. 
The  ascites  was  long  standing  and  resistant 
to  medical  therapy  in  Cases  1 and  2 (in  ex- 
cess of  nine  to  fourteen  months,  respec- 
tively) and  in  addition  to  Case  4 was  the 
immediate  indication  for  decompressive 
surgery.  The  preshunt  serum  albumin 
for  the  entire  group  ranged  between  2 to  3 
Gm.  per  100  ml.  An  end-to-side  anasto- 
mosis was  performed  in  5 patients  and  a 
side-to-side  type  in  1 (Case  4). 

Ascites  disappeared  after  operation  in  all 
instances  simultaneously  with  an  increase 
in  urinary  sodium  in  the  patients  in  whom 
this  determination  was  made.  In  Case  1, 
for  example,  the  preoperative  sodium  ex- 
cretion was  very  low,  1.6  mEq.  per  twenty- 
four  hours.  After  surgery  it  promptly  in- 
creased to  77  mEq.  per  twenty-four  hours 
although  the  serum  albumin  concentration 
differed  little  from  the  preoperative  value. 

During  the  postsurgical  follow-up  period, 
ranging  from  several  months  to  eight  and 
two-thirds  years,  ascites  failed  to  recur 
except  in  Case  3,  despite  depressed  serum 
albumin  titers  that  approximated  or  were 
lower  than  the  preshunt  levels.  The 
hypoalbuminemia  merely  caused  peripheral 
edema.  Massive  anasarca  with  profuse 
ascites  however  occurred  in  Case  3. 

Five  months  after  construction  of  the 
shunt  this  forty-year-old  white  male  al- 
coholic patient  consumed  large  amounts 
of  beer,  wine,  and  whiskey  and  took  little 
food.  Progressive  swelling  of  the  legs  and 
abdomen  occurred,  preventing  ambulation. 
On  hospital  entry  he  appeared  seriously  ill 
and  jaundiced.  Enormous  ascites  was 
present.  The  scrotum  was  filled  with 
fluid  and  was  the  size  of  a “basketball” 
with  the  prepuce  reaching  to  the  inner 
aspect  of  the  knees.  The  extremities  were 
swollen  beyond  belief,  and  deep  pitting 
edema  extended  to  the  level  of  the  umbili- 
cus. The  heart  was  enlarged,  a gallop 
rhythm  was  audible,  and  the  second  pul- 
monic sound  was  accentuated.  A positive 
hepatojugular  reflux  was  present,  and 
signs  of  fluid  were  evident  in  both  lung 
fields.  The  serum  bilirubin  equalled  8.1 
mg.,  total  protein  5.1  Gm.,  and  the  albumin 
fraction  1.6  Gm.  per  100  ml.  An  x-ray 
film  of  the  chest  revealed  marked  car- 


diomegaly  and  fluid  at  both  bases.  The 
clinical  impression  was  beriberi  heart 
disease  with  high  output  congestive  failure 
in  a patient  with  Laennec’s  cirrhosis.  The 
diagnosis  was  predicated  on  the  basis  of  the 
history,  an  elevated  venous  pressure  of 
180  mm.  water,  and  a circulation  time  of 
nine  seconds.  The  electrocardiogram  was 
normal  except  for  sinus  tachycardia.  How- 
ever, ballistocardiography  revealed  marked 
disorganization  of  the  waves,  indicative  of 
myocardial  disease.  The  response  to  in- 
tramuscular thiamine  chloride  was  dra- 
matic. The  patient  lost  50  pounds  in  a 
period  of  ten  days.  Concurrently,  the 
heart  decreased  in  size  with  complete  res- 
olution of  the  ascites,  pedal,  scrotal,  and 
penile  edema.  Serial  ballistocardiography 
showed  progressive  improvement  and 
finally  reversion  to  a normal  tracing. 

Ascites  was  absent  in  5 patients  and 
negligibly  present  in  1 case  at  autopsy, 
although  the  serum  albumin  was  quite  low 
especially  in  Case  1 (1.9  Gm.  per  100  ml.) 
and  Case  6 (1.8  Gm.  per  100  ml.).  The 
reduced  serum  osmotic  pressure  was  re- 
sponsible for  peripheral  edema  that  was 
present  in  all  instances.  Congestive  heart 
failure  and  cor  pulmonale  were  contributory 
causes  for  fluid  retention  in  Cases  1 and  5, 
respectively. 

All  patients  except  Case  4 were  chronic 
alcoholic  subjects.  Four  continued  their 
ethanol  intake  after  surgery,  and  this  was 
reflected  in  the  histologic  liver  studies 
that  showed  numerous  Mallory  bodies 
signifying  active  alcoholic  cirrhosis.  Portal 
cirrhosis  was  present  in  4 and  postnecrotic 
cirrhosis  in  2 patients.  In  one  of  the  latter 
(Case  3)  a liberal  wedge  of  liver  tissue  re- 
moved at  the  time  of  the  shunt  showed  the 
characteristics  of  portal  cirrhosis.  Despite 
a marked  and  continuous  alcoholic  intake 
during  the  one  and  one-half-year  postsurgi- 
cal survival  of  this  patient,  the  microscopic 
features  of  the  liver  at  autopsy  had  changed 
to  those  of  a postnecrotic  cirrhosis. 

Group  ir.  ascites  preshunt  precipi- 
tated BY  varix  hemorrhage:  absent 

postshunt.  Varix  hemorrhage  precipi- 
tated ascites  formation  in  12  cases  (Table 
I).  Some  patients  bled  several  times  at 
different  intervals  preceding  the  shunt,  and 
in  each  instance  abdominal  fluid  formed 
soon  after  in  association  with  a low-serum 
albumin;  in  Cases  8,  10,  and  11  the  serum 
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albumin  was  1.7,  1.9,  and  2.2  Gm.  per  100 
ml.,  respectively. 

The  preshunt  serum  albumin,  concurrent 
with  ascites  formation,  was  decidedly  low 
in  9 cases  ranging  from  1.7  to  2.8  Gm.  per 
100  ml.  In  3 patients  the  albumin  varied 
between  3.1  and  3.4  Gm.  per  100  ml. 
These  values  do  not  accurately  reflect  the 
true  hypoalbuminemia  because  of  the 
vitiating  effect  of  the  many  blood  transfu- 
sions that  were  administered  to  sustain 
circulatory  dynamics.  An  end-to-side 
shunt  was  constructed  in  11  patients  and  a 
side-to-side  type  in  1 patient  (Case  7). 

Ascites  subsided  in  all  instances  after 
anastomotic  surgery  and  continued  to  be 
absent  during  a follow-up  observation, 
ranging  from  several  months  to  more  than 
eleven  years,  in  spite  of  striking  and  de- 
pressed serum  albumin  concentrations, 
that  in  many  cases  were  similar  to  or  less 
than  the  preshunt  values  and  merely  caused 
peripheral  edema  in  some.  Two  months 
after  operation,  marked  fluid  retention  and 
modest  ascites  developed  in  1 patient  (Case 
18)  during  an  episode  of  hepatic  decom- 
pensation precipitated  by  an  excessive 
alcoholic  intake  in  association  with  a serum 
albumin  of  2.6  Gm.  per  100  ml.  All  fluid 
disappeared  after  intensive  medical  treat- 
ment. Congestive  heart  failure  was  re- 
sponsible for  considerable  fluid  retention, 
leg  and  sacral  edema  and  pleural  effusion, 
but  without  ascites  in  Case  17.  The 
serum  albumin  was  2.2  Gm.  per  100  ml. 
The  edema  subsided  following  digitalis 
therapy.  It  is  noteworthy  that  after  shunt 
surgery  this  patient  had  a comparatively 
low  serum  albumin  of  2.7  Gm.  per  100  ml. 
two  and  one-half  years  prior  to  the  episode 
of  cardiac  decompensation,  but  in  the 
absence  of  venous  hypertension  of  central 
origin  fluid  retention  did  not  develop. 

Absence  of  ascites  was  a notable  feature 
at  postmorten  examinations  in  all  cases 
except  1 (Case  11).  Fifty  cm.  of  serosan- 
guineous  fluid  were  present  in  the  peritoneal 
cavity  of  the  latter  patient  who  failed  to 
survive  surgical  resection  for  carcinoma  of 
the  transverse  colon.  Congestive  heart 
failure  accounted  for  much  fluid  retention 
but  without  ascites  in  Cases  16  and  17. 

Albumin  titers  were  available  before 
death  in  9 patients  and  were  decidedly  low, 
with  a range  of  2.2  to  2.7  Gm.  per  100  ml., 
and  caused  leg  edema  in  some. 
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All  were  chronic  alcoholic  patients  except 
1 (Case  13),  and  this  habit  was  continued 
in  6 after  surgery  (Cases  9,  11,  12,  15,  16, 
and  18). 

Portal  cirrhosis  was  present  in  10  and 
postnecrotic  cirrhosis  in  2 patients.  The 
latter  2 were  markedly  alcoholic  prior  to 
surgery  but  had  abstained  thereafter. 
Postnecrotic  cirrhosis  had  developed  in  1 
of  these  (Case  7)  as  a sequel  to  infectious 
hepatitis  caused  by  yellow  fever  vaccine. 
Liver  biopsy  at  the  time  of  the  shunt  in  the 
other  case  (Case  17)  showed  portal  cirrho- 
sis. This  evolved  into  the  postnecrotic 
variety  during  the  five  years  he  lived. 

The  interrelationship  of  a reduced  serum 
colloid  osmotic  pressure,  as  represented  by 
the  albumin  concentration  and  portal 
hypertension  in  the  pathogenesis  of  ascites, 
is  underscored  by  analysis  of  certain  fea- 
tures of  Cases  7 to  11.  Ascites  in  associa- 
tion with  a low  serum  albumin  had  devel- 
oped in  all  following  preshunt  varix  hemor- 
rhage. When  the  serum  albumin  was  not 
sufficiently  depressed  by  gross  bleeding  on 
different  occasions  before  shunting  in  the 
same  patient,  ascites  did  not  form  as  il- 
lustrated, for  example,  in  Case  8:  modest 

hematemesis,  one  month  preshunt,  little 
ascites,  albumin  3 Gm.  per  100  ml.;  mild 
hematemesis,  one  year  preshunt,  no  ascites, 
albumin  4.3  Gm.  per  100  ml.;  slight  hem- 
atemesis, two  years  preshunt,  no  ascites, 
albumin  4.1  Gm.  per  100  ml.;  and  massive 
hematemesis,  ten  years  preshunt,  profuse 
ascites,  albumin  1.7  Gm.  per  100  ml. 
Gross  hemorrhage  from  peptic  ulcer  in  3 
patients  (Cases  7,  8,  and  9),  an  undeter- 
mined cause  in  a fourth  (Case  10),  and 
carcinoma  of  the  colon  in  a fifth  (Case  11) 
caused  death.  However,  the  final  bleeding 
episode  was  no  longer  conducive  to  ascites 
formation  despite  concurrent  low  serum 
albumin  titers,  2.7,  2.2,  2.6,  and  2.2  Gm. 
per  100  ml.  in  Cases  7,  8,  9,  and  11,  respec- 
tively, because  the  cardinal  potentiating 
etiologic  factor,  portal  hypertension,  had 
been  eliminated  by  virtue  of  the  shunt 
procedure.  The  serum  albumin  in  Case 
10  was  not  determined  but  likely  was  also 
quite  low  since  this  patient  had  bled  mas- 
sively. 

Group  iii.  ascites  preshunt:  solely 

at  autopsy  postshunt.  Ascites  was  pres- 
ent at  the  time  of  shunting  and  thereafter 
only  at  autopsy  in  6 patients  (Table  I). 


In  three  of  these  (Cases  19,  21,  and  22)  the 
ascitic  fluid  had  spontaneously  accumu- 
lated over  an  extended  period  of  time  be- 
fore surgery  and  increased  in  amount  after 
varix  hemorrhage.  Marked  variceal  bleed- 
ing initiated  peritoneal  fluid  formation  in 
3 additional  instances  (Cases  20,  23,  and 
24). 

The  preshunt  serum  albumin  concentra- 
tions were  much  depressed  in  5 patients 
(range:  2.2  to  2.7  Gm.  per  100  ml.)  and 

was  3.2  Gm.  per  100  ml.  in  1 patient  (Case 
24).  In  the  latter,  only  300  ml.  were 
evacuated  from  the  peritoneal  cavity  at 
operation. 

An  end-to-side  type  of  shunt  was  per- 
formed in  4 patients  and  a side-to-side 
anastomosis  in  2 (Cases  19  and  24). 

Ascites  ultimately  disappeared  after 
surgery  in  all  patients  and  continued  to  be 
absent  during  follow-up  observation.  Hy- 
poalbuminemia  caused  peripheral  edema 
but  without  ascites  in  some,  while  an  epi- 
sode of  congestive  heart  failure  was  re- 
sponsible for  this  clinical  manifestation  in 
Case  23. 

Ascites  was  present  in  all  6 patients  at 
postmortem  examination  amounting  to 
only  300  ml.  in  1 instance.  Why  ascites 
reappeared  during  the  final  illness  is  readily 
accounted  for  by  the  various  disease  states 
established  by  necropsy  study  often  in 
conjunction  with  clinical  evidence  of  he- 
patic insufficiency  and  hypoalbuminemia 
(range:  1.9  to  2.8  Gm.  per  100  ml.  in  5 

cases  and  3 Gm.  per  100  ml.  in  1 case). 
In  Case  20,  the  serum  albumin  determina- 
tion was  unreliable  because  the  patient 
received  many  blood  transfusions.  Car- 
diac decompensation  was  evident  in  4 
patients:  congestive  heart  failure  in  Cases 

20  and  23,  Proteus  vulgaris  bacterial  en- 
docarditis of  the  mitral  valve  in  Case  22, 
and  cor  pulmonale  and  right-sided  conges- 
tive heart  failure  in  Case  24.  The  cor 
pulmonale  in  the  latter  instance  resulted 
in  marked  dilatation  and  engorgement  of 
the  portal  and  caval  systems,  voided  the 
differential  pressure  gradient  between  the 
circulatory  pathways,  and  thereby  in- 
validated the  functional  utility  of  the 
portacaval  shunt.  In  addition  to  ascites 
this  patient  also  had  massive  peripheral, 
scrotal,  and  abdominal  wall  edema.  Signs 
of  hepatic  insufficiency  were  also  con- 
spicuous in  the  4 patients  with  heart  dis- 
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ease  and  were  especially  pronounced  in 
Case  20. 

One  patient  (Case  19)  succumbed  forty- 
eight  hours  after  subtotal  gastrectomy  for  a 
bleeding  duodenal  ulcer.  The  bloody  as- 
citic fluid  represented  a peritoneal  reaction 
to  the  stress  of  surgery  in  a patient  with 
marked  hemorrhagic  necrosis  of  the  liver 
cells  caused  by  oligemic  shock  and  a re- 
duced serum  albumin  of  2.4  Gm.  per  100 
ml.  The  clinical  course  after  operation  in 
Case  21  was  stormy  and  periodically  char- 
acterized by  pneumonia,  acute  pyelonephri- 
tis, staphylococcus  sepsis,  and  ultimately 
liver  failure  accompanied  by  a hemorrhagic 
diathesis.  The  serum  albumin  before  death 
was  1.9  Gm.  per  100  ml. 

Portal  cirrhosis  was  present  in  all  6 
patients.  All  were  chronic  alcoholic  sub- 
jects, and  this  habit  was  continued  after 
shunting  in  5 (Cases  19,  20,  21,  23,  and  24). 

Group  iv.  ascites  absent  preshunt: 

PRESENT  ONLY  AT  AUTOPSY.  Ascites  had 
never  been  present  prior  to  or  at  the  time  of 
shunting  in  11  patients  (Table  I).  Varix 
hemorrhage  was  the  indication  for  opera- 
tion in  10  and  hypersplenism  in  1.  The 
preshunt  serum  albumin  titer  was  available 
in  10  cases  and  varied  between  4.1  and  5 
Gm.  per  100  ml.  in  5,  and  3.1  and  3.7  Gm. 
per  100  ml.  in  5.  Comparatively,  the 
albumin  concentrations  were  higher  in  those 
patients  without  than  with  ascites  at  the 
time  of  shunting. 

An  end-to-side  shunt  was  performed  in 
10  patients  and  a side-to-side  shunt  in  1 
(Case  35).  Follow-up  observation  over  a 
period  of  several  years  revealed  that  ascites 
continued  to  be  absent  except  in  4 patients 
(Cases  28,  32,  33,  and  35)  although  serum 
albumin  values  in  some  were  quite  low 
(1.5  and  2.2  Gm.  per  100  ml.  in  Cases  29 
and  30,  respectively)  and  merely  caused 
peripheral  edema.  Slight  ascites  occurred 
in  Case  28  approximately  two  and  one-half 
years  postshunt  on  the  basis  of  congestive 
heart  failure.  Marked  dyspnea  and  mas- 
sive edema  of  the  legs,  thighs,  hands,  and 
face  were  also  present.  The  blood  pressure 
was  200/92  mm.  Hg  and  the  serum  albumin 
2.3  Gm.  per  100  ml.  Ascites  appeared 
immediately  after  operation  in  Case  32 
(serum  albumin  2.3  Gm.  per  100  ml.)  and 
was  resistant  to  medical  therapy.  This 
untoward  result  was  due  to  closure  of  the 
shunt  and  was  confirmed  at  autopsy. 


Ascites  likewise  occurred  shortly  after 
surgery  in  Case  33  associated  with  deep- 
ening jaundice  and  a serum  albumin  of 
2.5  Gm.  per  100  ml.  The  patient  expired 
in  hepatic  failure  two  and  one-half  months 
from  the  date  of  operation.  At  necropsy 
2 L.  of  peritoneal  fluid  were  present.  The 
common  bile  duct  had  inadvertently  been 
tightly  encircled  by  a silk  ligature  during 
the  construction  of  the  shunt.  The  liver 
was  more  than  twice  normal  size  and 
weighed  3,100  Gm.  The  proximal  bile 
ducts  were  markedly  dilated.  Histologic 
studies  showed  the  features  of  portal 
cirrhosis  and  severe  cholestasis.  Ascites, 
hyperbilirubinemia,  and  reduced  serum 
albumin  concentrations  with  ultimate  liver 
failure  have  been  reported  as  sequelae  of 
unrelieved  extrahepatic  biliary  obstruction 
by  Scobie  and  Summerskill.1  Gliedman 
et  al .2  have  experimentally  produced  ascites 
in  the  dog  by  occluding  the  common  bile 
duct.  This  procedure  results  in  progres- 
sive liver  damage,  intrahepatic  vascular 
changes,  and  particularly  a reduction 
in  the  hepatic  venous  outflow  tributaries 
resulting  in  profuse  ascites  often  with  a 
reduced  serum  albumin.  It  would  be  ex- 
pected that  such  anatomic  abnormalities 
would  be  intensified  in  a liver  already  the 
seat  of  chronic  cirrhotic  disease.  Much 
nutritional  wasting  on  the  basis  of  uncon- 
trolled diabetes,  tuberculosis,  and  hepatic 
disease  and  a reduced  serum  albumin  to 
very  low  levels  (2.4,  1.7,  and  1.7  Gm.  per 
100  ml.)  were  evident  in  Case  35.  Ac- 
cordingly, ascites  intermittently  occurred 
in  addition  to  peripheral  edema  as  a facet 
of  fluid  retention  caused  by  severe  hy- 
poalbuminemia. 

Ascites  was  present  at  autopsy  in  all 
cases  and  accompanied  by  peripheral  edema 
except  in  1 patient  (Case  32).  It  meas- 
ured 1 L.  or  less  in  7 patients  and  between 
2 to  3.5  L.  in  the  other  4.  Although  some 
patients  had  marked  peripheral  edema,  the 
amount  of  ascitic  fluid  was  dispropor- 
tionately small  (Cases  27,  28,  29,  and  30). 
Among  the  10  patients  with  a patent 
anastomosis,  none  had  a protuberant  abdo- 
men filled  with  fluid  and  accompanied  by 
thin  edema-free  legs  so  commonly  seen  in 
decompensated,  nonshunted  cirrhotic  pa- 
tients. It  is  significant  that  in  the  patient 
with  a closed  shunt  (Case  32)  the  fluid 
retention  was  confined  to  the  peritoneal 
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cavity  and  was  unassociated  with  periph- 
eral edema.  In  Case  34  the  shunt  was 
only  0.5  cm.  in  diameter  and,  therefore, 
hemodynamically  inadequate  and  thus 
contributed  toward  the  pathogenesis  of 
the  ascites. 

The  underlying  cause  of  the  terminal 
ascites  was  primary  carcinoma  of  the  liver 
in  3 patients  (Cases  25,  26,  and  27);  heart 
failure  in  3 patients  (Cases  28,  29,  and  30), 
abetted  by  chronic  glomerulonephritis  in 
Case  29;  liver  failure  in  4 patients  (Cases 
31,  32,  33,  and  34);  and  fibrocaseous  and 
miliary  tuberculosis,  bacterial  cellulitis  of 
the  abdominal  wall  caused  by  an  aerogenes 
type  of  organism,  and  general  sepsis  in  1 
(Case  35).  Ascites  in  the  absence  of 
specific  abdominal  disease  (hepatoma)  was 
hence  an  expression  of  abnormal  fluid  re- 
tention characteristic  of  decompensated 
hepatic  or  cardiac  disease. 

Before  death  the  serum  albumin  was  de- 
pressed in  all  patients  in  whom  this  cal- 
culation was  available:  range:  1.5  to 

2.7  Gm.  per  100  ml.  in  8 cases  and  2.9  to 
3.1  Gm.  per  100  ml.  in  2 cases. 

Six  of  the  11  patients  were  chronic  al- 
coholic subjects  (Cases  25,  26,  27,  28,  33, 
and  34),  and  3 continued  to  drink  un- 
inhibitedly  after  surgery  (Cases  26,  28,  and 
34). 

Portal  cirrhosis  was  present  in  8 patients 
and  was  complicated  by  primary  carcinoma 
of  the  liver  in  2 (Cases  25  and  26).  Post- 
necrotic cirrhosis  was  evident  in  3 patients, 
associated  with  carcinoma  of  the  liver  in  1 
(Case  27)  and  tuberculous  granulomas  in 
another  (Case  35).  It  is  interesting  that  a 
wedge  biopsy  of  the  liver  of  the  patient  in 
Case  27,  taken  at  laparotomy  seven  years 
before  death,  showed  advanced  active 
portal  cirrhosis.  One  patient  (Case  31), 
also  with  postnecrotic  cirrhosis,  had  infec- 
tious hepatitis  five  years  before  the  first 
episode  of  varix  hemorrhage  and  eight 
years  prior  to  the  portacaval  shunt.  The 
cause  of  death  was  extensive  necrosis  of  the 
liver  cells  due  to  homologous  serum  hepa- 
titis secondary  to  the  many  transfusions 
administered  before  surgery. 

Group  v.  ascites  absent  preshunt 

AND  AT  AUTOPSY:  PRESENT  ONLY  DURING 

postsurgical  interval.  Ascites  occur- 
red only  in  the  interim  between  shunt 
surgery  for  varix  hemorrhage  and  time  of 
death  in  4 patients  (Table  I).  An  end-to- 


side  shunt  had  been  constructed  in  all. 
The  preshunt  serum  albumin  concentra- 
tion varied  between  2.7  and  4.1  Gm.  per 
100  ml. 

Peritoneal  fluid  and  peripheral  edema 
appeared  two  months  postshunt  in  Case 
36  simultaneously  with  a decline  of  the 
serum  albumin  to  2.2  Gm.  per  100  ml. 
The  fluid  retention  subsided  one  month 
later  as  the  albumin  rose  to  3.4  Gm.  per 
100  ml.  Marked  alcoholism  caused  hepatic 
decompensation  and  a comatose  state  last- 
ing twenty-one  days  in  Case  37  two  years 
following  surgery.  During  this  episode 
modest  ascites  and  peripheral  edema 
formed  in  association  with  a serum  albumin 
of  2 Gm.  per  100  ml.  Five  and  one-half 
years  postshunt  Diplococcus  pneumoniae 
with  bacteremia  precipitated  hepatic  in- 
sufficiency in  Case  38.  Ascites  and  marked 
peripheral  edema  appeared.  The  serum 
albumin  was  very  low,  1.5  Gm.  per  100 
ml.  Six  and  one-third  years  after  surgery 
fluid  retention  recurred  in  this  patient 
because  of  congestive  heart  failure  (gen- 
eralized and  cardiac  hemochromatosis). 
The  serum  albumin  was  1.6  Gm.  per  100  ml. 
Cardiac  failure  was  also  responsible  for  as- 
cites plus  peripheral  edema  in  Case  39  nine 
and  one-third  years  after  shunting  (arterial 
hypertension  and  generalized  arteriosclero- 
sis). The  heart  weighed  640  Gm.  at 
autopsy.  The  serum  albumin  was  much 
reduced,  1.2  Gm.  per  100  ml. 

Ascites  was  absent  at  necropsy  in  all  4 
patients  although  the  serum  albumin  was 
very  low  in  Cases  38  and  39,  1.6  and  1.3 
Gm.  per  100  ml.,  respectively.  Cardiac 
failure  and  venous  hypertension,  which 
previously  had  been  the  contributory  causes 
for  ascites  formation  in  conjunction  with 
hypoalbuminemia  in  Cases  38  and  39, 
were  not  present  during  the  final  illness. 
It  is  interesting  that  the  serum  albumin 
was  normal,  4.5  Gm.  per  100  ml.,  in  Case 
36  notwithstanding  that  hepatic  failure 
caused  death.  The  liver  was  enlarged, 
1,850  Gm.,  and  infiltrated  with  fat.  This 
incongruity  had  been  noted  in  other  chronic 
alcoholic  patients.  The  normal  serum  al- 
bumin titer  and  probably  an  efficient  col- 
lateral circulation  prevented  ascites  from 
forming  in  this  patient,  although  the  shunt 
had  undergone  gradual  stenosis  by  peri- 
anastomotic adhesions.  This  is  in  con- 
trast to  Case  32  in  whom  ascites  was  pres- 
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ent  at  autopsy  in  association  with  a closed 
shunt  but  a reduced  serum  albumin  of  2.6 
Gm.  per  100  ml.  (Table  I). 

A major  problem  in  Case  37  after  shunt- 
ing was  the  onset  of  severe  dermatitis, 
stasis  ulcers,  and  hyperpigmentation. 
These  sequelae  have  been  observed  in  other 
patients  after  decompressive  surgery  and 
are  generally  caused  by  an  increased  venous 
pressure  in  the  inferior  vena  cava  that  is 
transmitted  to  the  leg  veins.  Swollen 
extremities  after  a portacaval  shunt  have 
also  been  seen  in  patients  with  marked 
obstruction  of  the  intrahepatic  portion  of 
the  inferior  vena  cava. 

The  4 patients  were  confirmed  alcoholic 
individuals  and  continued  this  habit  after 
surgery.  One  of  these  patients  (Case  39) 
consumed  two  quarts  of  whiskey  on  week- 
ends but  otherwise  engaged  in  a productive 
occupation  until  he  succumbed  to  primary 
carcinoma  of  the  liver  almost  ten  years 
after  operation. 

Portal  cirrhosis  was  present  in  1 and 
postnecrotic  cirrhosis  in  3 patients.  A 
wedge  liver  biopsy  at  the  time  of  the  shunt 
showed  evidence  of  portal  cirrhosis  in 
Case  39,  the  inveterate  alcoholic  patient 
mentioned  previously.  Nevertheless, 
cirrhosis  of  the  postnecrotic  variety  was 
present  at  autopsy. 

Group  vi.  ascites  absent.  Ascites  was 
absent  during  the  entire  clinical  course  and 
at  autopsy  in  8 patients  in  spite  of  low 
serum  albumin  in  3 patients  before  death. 
The  latter  3 died,  respectively,  of  carcinoma 
of  the  stomach  with  chronic  blood  loss, 
massive  hemorrhage  from  two  gastric  ulcers 
in  a hiatus  hernia  sac,  and  gross  bleeding 
from  a duodenal  ulcer.  The  corresponding 
serum  albumin  before  death  was  1.5,  2.1, 
and  2.3  Gm.  per  100  ml.,  respectively,  and 
was  associated  with  mild  to  moderate 
peripheral  edema  in  all  instances.  The 
serum  albumin  in  the  remaining  5 patients 
ranged  between  3 and  5.1  Gm.  per  100  ml., 
and  the  cause  of  death  was  liver  failure 
in  3,  serum  hepatitis  superimposed  on 
portal  cirrhosis  in  1,  and  hepatoma  in  1. 
Seven  of  the  8 patients  were  chronic  al- 
coholic subjects,  and  4 of  these  continued 
to  imbibe  freely  after  shunt  surgery.  An 
end-to-side  shunt  was  accomplished  in  7 
and  a side-to-side  shunt  in  1 (Case  43). 
At  autopsy  portal  cirrhosis  was  present  in 
7 and  posthepatic  or  postnecrotic  cirrhosis 


in  another  complicated  by  hepatoma. 

Postsinusoidal  hepatic 
vein  obstruction 

Postsinusoidal  hepatic  vein  outflow  block 
has  been  postulated  to  be  the  fundamental 
mechanism  that  initiates  ascites  formation 
in  the  cirrhotic  patient.  Increased  hepatic 
lymph  flow  and  conversion  of  the  portal 
vein  into  a functioning  outflow  tract  are 
sequential  changes.  Supporting  evidence 
is  available  from  corrosive  casts,3  histologic 
preparations,3-5  volume  measurements,6 
and  cinefluorographic  examinations  of  the 
hepatic  vasculature.7 

Madden  et  al.3  demonstrated  by  means  of 
colored  latex  injections  and  a corrosion  cast 
delineation  of  the  liver  vasculature  that  in 
cirrhotic  patients  with  irreversible  ascites 
there  was  an  absolute  and  compensatory 
increase  in  the  portal  venous  and  hepatic 
arterial  beds  (inflow  tracts),  and  a cor- 
responding diminution  in  the  number  of  the 
central  and  hepatic  veins  (outflow  tracts). 
The  specimens  of  cirrhotic  livers  without 
ascites  or  reversible  ascites  revealed  a 
symmetrical  deficiency  in  all  vascular  sys- 
tems. Histologic  examination  confirmed 
the  gross  findings  and  showed  an  extensive 
obliterative  fibrosis  in  the  hepatic  veins  in 
the  livers  with  refractory  ascites.  Welch, 
Welch,  and  Carter6  quantitated  these 
changes  by  determining  the  relative  size  of 
the  individual  vascular  beds  in  healthy  and 
cirrhotic  livers.  In  the  normal  liver  the 
hepatic  veins  comprised  48  per  cent  of  the 
total  liver  vasculature,  whereas  in  cirrhotic 
livers  of  patients  with  ascites  the  hepatic 
venous  drainage  system  amounted  to  33 
per  cent.  There  was  a relative  decrease  of 
31  per  cent  in  the  volume  of  the  hepatic 
venous  outflow  bed,  and  a concomitant 
relative  increase  in  the  hepatic  arterial 
system  of  83  per  cent  and  in  the  portal 
venous  system  of  25  per  cent.  Kelty, 
Baggenstoss,  and  Butt,7  by  means  of  three- 
dimensional  microscopic  studies  and  wax 
model  reconstructions  of  cirrhotic  livers, 
demonstrated  flattening  and  circumscribed 
narrowing  of  the  hepatic  veins  by  extrinsic 
pressure  from  contiguous  regenerative 
nodules.  They  inferred  that  it  is  not  un- 
reasonable to  suggest  that  such  a vessel 
would  offer  increased  resistance  to  the  flow 
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of  blood.  In  cinefluorographic  studies  by 
catheterization  of  the  hepatic  veins,  Brit- 
ton and  Shireys  showed  varying  degrees  of 
hepatic  venous  blockage  in  cirrhotic  pa- 
tients with  ascites,  from  almost  complete 
obstruction  to  relatively  minor  deformities. 
The  responsiveness  of  the  ascites  to  medical 
treatment  could  be  correlated  with  the 
degree  of  deformity  and  severity  of  the 
hepatic  vein  outflow  block.8,9  The  wedged 
hepatic  vein  pressure  is  several  milliliters 
below  the  true  portal  vein  pressure.  The 
finding  by  many  investigators  that  the 
wedged  hepatic  vein  pressure  is  increased 
to  approximately  the  same  extent  as  the 
portal  vein  tension  suggests  that  the  re- 
sistance to  hepatic  blood  flow  in  cirrhosis 
is  postsinusoidal  in  location. 10 

The  concept  of  impaired  hepatic  venous 
drainage  of  the  liver  as  the  essential  cause 
of  ascites  formation  in  human  cirrhotic 
subjects  is  in  large  part  based  on  animal 
experimental  data.  Partial  constriction  of 
the  thoracic  inferior  vena  cava  is  a reliable 
and  classic  method  of  producing  ascites. 
Hyatt  and  Smith"  noted  constant  exuda- 
tion of  fluid  on  the  capsular  surface  of  the 
livers  of  animals  subjected  to  caval  nar- 
rowing. The  weeping  high  protein  liquid 
could  be  quantitatively  collected  in  cello- 
phane bags  placed  beneath  the  hepatic 
lobes.  Freeman12  showed  that  if  the  liver 
is  transferred  above  the  diaphragm  several 
weeks  before  constriction  of  the  inferior 
vena  cava,  the  “ascitic  fluid”  collects  in  the 
pleural  cavity  alone,  suggesting  that  the 
source  is  hepatic  rather  than  mesenteric. 
Construction  of  a side-to-side  shunt  in  an 
animal  rendered  cirrhotic  by  partial  con- 
striction of  the  thoracic  vena  cava  causes 
the  ascites  to  disappear,  but  fluid  recurs 
when  the  anastomotic  stoma  is  occluded.5 

Experimental  ascites  produced  by  a 
narrowing  of  the  inferior  vena  cava  is  pre- 
vented by  hepatopexy.13  This  is  accom- 
plished by  enclosing  the  liver  of  dogs  with 
synthetic  materials  which  produce  dense 
adhesions  about  the  organ.  Hepatopexy 
was  also  successful  in  causing  peritoneal 
fluid  to  disappear  after  a variable  period  of 
time  in  4 cirrhotic  patients. 14  In  1 of  these 
ascites  had  recurred  after  a satisfactory 
decompressive  end-to-side  portacaval 
shunt.  It  is  believed  that  prevention  or 
relief  of  ascites  occurs  because  the  liver  is 
isolated  by  the  dense  capsular  adhesions, 


thereby  denying  access  of  hepatic  lymph 
to  the  peritoneal  cavity.  Newly  formed 
vascular  and  lymphatic  vessels  in  the  ad- 
hesions are  also  of  contributory  benefit  but 
are  less  important  than  the  barrier  imposed 
by  the  thickened  liver  capsule. 

A clinical  counterpart  of  experimental 
circulatory  outflow  block  is  encountered 
in  the  Budd-Chiari  syndrome  which  is 
characterized  by  narrowing  or  obstruction 
of  the  hepatic  veins  and  refractory  ascites. 
The  contention  is  made  that  cirrhotic  pa- 
tients with  ascites  functionally  behave  like 
those  with  the  Budd-Chiari  disorder.8,9 
Hepatic  venography  in  5 patients  with  this 
syndrome  showed  narrowed  or  occluded 
main  hepatic  veins. 15  Adjacent  to  the 
latter  were  fine  tortuous  veins  that  formed 
a spider-web  pattern.  Ascites  was  present 
in  all. 

Data  are  available,  on  the  other  hand, 
that  controvert  the  foregoing  findings  and 
interpretations.  Teague,  Warren,  and  Res- 
press16  studied  the  vascular  physiology  of 
portal  hypertension  and  ascites  in  11  dogs 
by  ligating  the  hepatic  veins  patterned 
after  the  technic  of  Orloff  et  al .n  This 
method,  contrary  to  thoracic  caval  con- 
striction, produces  ascites  by  hindering 
hepatic  venous  drainage  without  causing  a 
marked  elevation  in  caval  pressure  and  is, 
therefore,  comparable  to  conditions  under 
which  peritoneal  fluid  occurs  in  human 
individuals  with  liver  disease.  Ascites  de- 
veloped in  4 animals  whereas  in  7 it  did  not. 
Liver  biopsy  of  both  groups  of  animals  re- 
vealed marked  dilatation  of  the  lymphatics 
in  the  portal  spaces  and  subcapsular  areas. 
Comparison  of  the  hemodynamic  data 
(hepatic  blood  flow,  portal,  vena  caval,  and 
perfusion  pressures)  showed  no  difference 
in  hemodynamic  status  in  ascitic  and  non- 
ascitic  animals  nor  in  the  serum  protein 
concentrations.  Autopsy  studies  of  the 
animals  did  not  reveal  any  technical  ex- 
perimental errors.  Furthermore,  porto- 
grams and  contrast  injections  failed  to  dem- 
onstrate significant  collateralization  that 
would  decompress  the  portal  bed.  “Why 
did  some  animals  develop  ascites  and  others 
did  not  when  both  groups  had  essentially 
the  same  hemodynamic  alterations?  We 
cannot  answer  this  question  but  only  pos- 
tulate that  animals  have  different  capacities 
to  drain  lymph  from  the  peritoneal  cavity, 
and  those  not  developing  ascites  were  able 
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to  absorb  the  increased  lymph.”16 

Contrary  to  the  observations  of  Free- 
man, accumulation  of  fluid  is  not  exclu- 
sively confined  to  the  chest  but  also  forms 
in  the  peritoneal  cavity  after  translocation 
of  the  liver  into  the  chest  followed  by 
thoracic  vena  caval  constriction.18  Dogs 
have  an  exceptional  tolerance  for  subtotal 
hepatic  venous  occlusion  with  little  or  no 
sequelae.  Widman,  Hales,  and  Green- 
span19 partially  blocked  the  vein  ostiums 
by  a Teflon  tube  placed  in  the  inferior  vena 
cava  and  limited  outflow  drainage  up  to 
55  per  cent.  No  significant  physiologic, 
gross,  or  microscopic  changes  occurred  in 
the  livers,  and  ascites  did  not  form.  In- 
jection corrosion  casts  of  the  livers  revealed 
extensive  large  collateral  channels  which 
bypassed  the  sites  of  obstruction  and 
thwarted  the  onset  of  portal  hypertension 
and  ascites,  which  otherwise  occurred  when 
hepatic  venous  outflow  was  totally  im- 
peded. This  indicates  that  a crucial  de- 
gree of  outflow  block  is  necessary  to  initiate 
ascites  formation.  Hales,  Allan,  and  Hall20 
performed  injection  corrosion  studies  of 
normal  and  cirrhotic  livers  and  found  no 
correlation  between  the  disparity  in  venous 
reduction  and  the  presence  of  chronic  as- 
cites as  reported  by  Madden  et  al.3  Half 
of  the  patients  with  a disparity  in  the  ex- 
tent of  the  contrast  medium  injections  in 
the  two  venous  beds  did  have  ascites  or 
gave  a history  of  it  in  the  past,  but  the 
other  half  either  had  no  ascites  or  had 
peritoneal  fluid  develop  terminally  for  the 
first  time.  Even  when  utilizing  similiar 
technic  in  studying  the  vascular  alterations 
in  cirrhosis,  different  investigators  have 
rarely  made  the  same  observations  or  been 
in  entire  agreement  as  to  interpretations.20 

Although  increased  resistance  in  the 
postsinusoidal  vascular  bed  is  a factor  in  the 
genesis  of  ascites,  it  is  probably  not  on  the 
basis  of  mechanical  obliterative  fibrosis  as 
postulated  by  Madden  et  al.3  Histologic- 
studies  show  no  correlation  between  clinical 
ascites  and  the  degree  of  scarring  present.21 
A significant  feature  of  the  cirrhotic  liver  is 
a rebuilt  vasculature  with  a profusion  of 
shunts  between  the  component  circulatory 
systems:  portal  vein  to  hepatic  vein, 

hepatic  artery  to  portal  vein,  and  allegedly 
hepatic  artery  to  hepatic  vein  communica- 
tions. An  increased  arterial  bed  and  an 
abundant  maze  of  hepatic  arterioportal 


vein  shunts  characterize  some  cirrhotic 
livers  and  predominantly  account  for  the 
portal  hypertensive  state  occasioned  by 
transmission  of  the  high  arterial  pressure 
gradient  into  the  portal  venous  system.22 
The  elevated  arterial  pressure  competes 
with  portal  inflow  by  virtue  of  the  existence 
of  manifold  arteriovenous  shunts  and 
causes  a responsive  rise  in  portal  pressure. 
An  analogous  hemodynamic  mechanism 
may  hinder  hepatic  venous  outflow  via 
hepatic  artery  to  hepatic  venous  shunts 
which  apparently  exist  in  cirrhotic  livers. 
Proof  for  the  latter  is  shown  by  the  record- 
ing of  an  arterial  pulse  wave  through  an 
occluded  hepatic  venule  catheter  in  both 
cirrhotic  and  normal  subjects,  suggesting 
open  communication  between  the  arterial 
and  hepatic  venous  circulations.23  Animal 
experiments  and  perfusion  studies  show 
that  ligation  of  the  hepatic  artery  in  cirrho- 
sis permits  a greater  flow  of  blood  from  the 
portal  through  the  hepatic  veins.24  The 
beneficial  effects  of  operative  ligation  of  the 
common  hepatic  artery  on  intractable  as- 
cites in  cirrhotic  patients  may  therefore 
be  postulated  on  improvement  in  circula- 
tory dynamics  through  the  hepatic  venous 
outflow  pathways.25 

Analysis  of  hemodynamic  data  by 
Teague,  Warren,  and  Respess16  of  ascitic 
and  nonascitic  cirrhotic  patients  showed 
that  ascites  occurred  in  patients  with  mild 
portal  hypertension  in  whom  the  degree  of 
hepatic  vein  outflow  block  was  not  severe. 
This  was  signified  by  a mild  to  moderate 
elevation  in  hepatic  sinusoidal  or  free 
portal  pressure,  high  maximal  perfusion 
pressure,  and  minimal  reduction  in  hepatic- 
blood  flow.  This  contrasted  with  a group 
of  nonascitic  patients  who  manifested  a 
most  severe  grade  of  portal  hypertension, 
marked  hepatic  vein  obstruction,  and  a 
moderately  reduced  estimated  hepatic- 
blood  flow.  This  is  contrary  to  the  general 
opinion  that  ascites  in  cirrhosis  is  a mani- 
festation of  advanced  disease  from  a he- 
modynamic point  of  view.26  Gliedman 
et  a/.  27-  28  reported  5 patients  with  refractory 
ascites  and  physiologic  signs  of  hepatic 
outflow  block.  Preoperatively  the  sinus- 
oidal and  hepatic  venous  pressures  were 
markedly  elevated  indicative  of  outflow 
obstruction;  the  mean  effective  hepatic 
blood  flow  was  approximately  one  third  of 
normal,  and  the  vascular  hepatic  resist- 
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ance  was  elevated.  Ascites  disappeared 
following  construction  of  an  end-to-side 
portacaval  shunt  and  was  associated  with  a 
decline  in  the  wedged  and  free  hepatic  vein 
pressure.  The  success  of  an  end-to-side 
operative  decompression  depends  on  diver- 
sion of  portal  blood  inflow  and  relief  of 
“hepatic  congestion,”  thereby  taking  a 
burden  off  the  compromised  hepatic  venous 
system  and  facilitating  effluent  drainage. 
However,  the  mean  postoperative  hepatic 
blood  flow  was  essentially  unchanged  from 
the  preoperative  level.  There  was  a sig- 
nificant fall  in  hepatic  blood  flow  in  only  3 
of  the  patients  and  contrariwise  a sub- 
stantial increase  in  1 patient.  The  studies 
of  Reynolds  et  al.-9  further  indicate  that  a 
loss  of  ascites  in  some  cirrhotic  patients 
can  be  accomplished  without  a simulta- 
neous decrease  in  hepatic  vein  outflow 
pressure. 

Hepatic  vein  morphologic  distortion  and 
obstruction  as  demonstrated  by  various 
technics  are  not  synonymous  with  impaired 
venous  drainage,  since  intrahepatic  col- 
lateral channels  readily  compensate  for 
such  impediment.  This  was  shown  by  the 
method  of  intraparenchymal  deposition  of 
sodium  diatrizoate  (Hypaque)  followed  by 
serial  radiologic  and  cineradiographic 
studies  by  Moreno  et  al.30  In  cirrhotic 
patients  with  and  without  ascites,  clearance 
of  the  contrast  medium  was  not  delayed  as 
compared  with  that  in  normal  control  sub- 
jects. Although  obstructed  hepatic  veins 
were  noted,  the  injected  dye  was  promptly 
drained  by  the  other  uninvolved  veins  that 
showed  the  rapid  flow  and  streamlining  of 
normal  vessels.  This  would  signify  ab- 
sence of  functional  postsinusoidal  obstruc- 
tion to  hepatic  venous  outflow  in  cirrhosis. 
This  contrasted  to  slow  removal  of  the 
opaque  medium  injected  into  the  livers  of 
patients  with  congestive  heart  failure  in 
whom  an  apparently  total  block  to  efferent 
venous  flow  is  imposed  by  inferior  vena 
caval  stasis  resulting  from  cardiac  decom- 
pensation. Normal  clearance  rate  of  the 
dye  was  observed  when  cardiac  compensa- 
tion was  medically  restored.30 

Measurements  of  pressure  on  either  side 
of  the  temporarily  compressed  portal  trunk 
and  study  of  retrograde  flow  through  the 
portal  vein  have  also  been  done  to  appraise 
the  role  of  venous  outflow  block  in  the 
pathogenesis  of  ascites.  The  pressure  gra- 


dient gradually  falls  as  blood  flows  from  the 
splenic  hilum  through  the  sinusoids  and 
into  the  hepatic  veins.  In  normal  individ- 
uals the  portal  tension  is  lower  on  the 
hepatic  than  on  the  splanchnic  side,  when 
the  portal  trunk  is  temporarily  occluded 
and  the  difference  is  usually  less  than  10 
mm.  Hg.'J  Britton*  noted  that  the  HOPP 
(hepatic  occluded  portal  pressure)  declined 
to  50  per  cent  or  less  in  cirrhotic  patients 
who  had  bled  from  varices  but  had  never 
been  ascitic.  In  patients  with  medically 
controlled  ascites  at  the  time  of  surgery, 
the  HOPP  fell  only  a few  millimeters  below 
the  splanchnic  pressure.  However,  in  pa- 
tients who  medically  had  irreversible  as- 
cites, the  HOPP  either  rose  slightly  above 
or  did  not  change  from  the  free  portal 
pressure.  Phlebography  in  the  latter 
group  showed  severe  veno-obliterative 
changes  in  the  hepatic  effluent  veins,  sug- 
gesting greater  resistance  to  postsinusoidal 
flow.  Hence,  an  elevated  or  unchanged 
HOPP  would  appear  to  reflect  the  degree 
of  hepatic  outflow  block  with  perhaps 
spontaneous  reversal  of  portal  blood 
flow.9-31  Orloff  et  al.10  measured  the  HOPP 
in  57  dogs  with  ascites  produced  by  sub- 
total ligation  of  the  hepatic  veins.  Enig- 
matically, the  HOPP  was  higher  than  the 
free  portal  pressure  indicative  of  retrograde 
portal  flow  in  only  7 animals.  In  the  re- 
maining 50  dogs  the  HOPP  was  lower  than 
the  free  portal  pressure,  and  the  splanchnic 
occluded  portal  pressure  was  approximately 
twice  the  free  portal  pressure.  Blood  flow 
measurements  performed  with  an  elec- 
tromagnetic flowmeter  after  construction 
of  a side-to-side  shunt  in  7 dogs  with  mas- 
sive ascites  revealed  reversal  of  blood  flow 
in  the  hepatic  limb  of  the  portal  vein  in 
only  1 of  the  7 animals.  Failure  to  find 
reversed  flow  in  all  dogs  with  side-to-side 
shunts  was  unexpected  but  may  have  been 
due  to  technical  difficulties  in  conducting 
the  flow  measurements.  However,  as  the 
authors  note,  it  is  significant  that  the  lone 
dog  with  reversed  portal  flow  was  also  the 
only  animal  in  this  group  in  which  the 
HOPP  was  higher  than  the  free  portal 
pressure  prior  to  the  performance  of  the 
shunt.  Orloff32  further  noted  that  the 
HOPP  was  higher  than  the  free  portal 
pressure  in  only  4 of  6 patients  with  medi- 
cally refractory  ascites  just  prior  to  the 
performance  of  a decompressive  shunt  and 
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indicative  of  spontaneous  reversal  of  portal 
flow.  Following  a side-to-side  shunt  ascites 
disappeared  in  all  6 patients.  Evidently 
intractable  ascites  can  be  present  without 
hepatic  vein  outflow  block,  assuming  that 
an  elevated  HOPP  denotes  such  venous 
obstruction;  and  peritoneal  fluid  can  be 
relieved  without  accessory  retrograde  flow 
through  the  portal  vein.  Mikkelsen,  Tu- 
rill,  and  Pattison33  performed  end-to-side 
shunts  for  varix  bleeding  in  3 cirrhotic 
patients  without  ascites.  The  HOPP  was 
elevated  in  all.  These  patients  have  re- 
mained well,  and  ascites  has  not  developed. 

Retrograde  flow  through  the  portal  vein 
has  been  the  subject  of  much  study  and,  as 
already  mentioned,  may  conceivably  imply 
that  the  efferent  drainage  of  hepatic  vein 
blood  is  delayed  or  blocked.  By  injection 
of  contrast  media,  dyes,  and  radioactive 
isotopes  into  the  portal  vein  and  hepatic 
artery  and  the  use  of  pressure  measure- 
ments at  operation,  several  investigators 
have  demonstrated  reversal  of  portal  flow 
in  human  cirrhosis  and  side-to-side  shunts 
and  in  some  cirrhotic  patients  without 
shunts. 34  ~36  Warren  et  al. 37  showed  this 
phenomenon  in  cirrhotic  patients  by  in- 
jecting dye  under  pressure  through  a 
wedged  hepatic  vein  catheter.  Further- 
more, the  claim  has  been  made  that  re- 
versal of  flow  and  not  an  anatomic  obstruc- 
tion of  the  portal  vein  is  one  of  the  causes 
of  failure  of  the  contrast  media  to  provide 
visualization  of  this  vessel  by  splenoportog- 
raphy.38 The  investigations  of  Moreno 
et  al.30’39  of  a large  series  of  cirrhotic  pa- 
tients with  and  without  ascites  by  the 
method  of  intraparenchymal  injection  of  dye 
into  the  liver  and  serial  cineradiographic 
examination  and  by  electromagnetic  flow- 
meter measurements  failed  to  show  one 
instance  of  retrograde  flow  during  the  pre- 
shunt studies,  indicating  that  the  incidence 
of  this  phenomenon  must  be  “very  small — 
if  it  occurs  at  all.”  A high  injection  pres- 
sure through  a wedged  hepatic  vein  can 
force  the  column  of  blood  and  contrast 
medium  hack  into  the  portal  system.  This 
is  unphysiologic.  Under  this  condition 
retrograde  flow  of  blood  into  the  portal  vein 
can  also  be  demonstrated  even  in  normal 
subjects.  Once  the  injection  is  completed 
the  dammed-up  column  of  blood  immedi- 
ately surges  hack  over  the  same  pathway 
into  the  hepatic  vein.40  It  takes  a long 


series  of  closely  spaced  still  films  in  the 
late  phase  of  the  injection,  or  better  by 
frames  of  high  speed  motion  pictures,  to 
show  that  after  the  injection  is  completed 
the  contrast  medium  reverses  course  and 
proceeds  toward  the  liver.41  Intraparen- 
chymal dye  deposition  and  electromagnetic 
flowmeter  technics  also  show  that  non- 
visualization of  the  portal  vein  by  spleno- 
portography is  not  caused  by  a reversed 
flow  or  a plugged  portal  vein,  but  rather  in 
most  instances  by  hepatic  bypass  and  run 
off  of  splanchnic  blood  through  large  col- 
lateral vessels,  that  is,  massive  dilated 
coronary  system,  large  adrenal-renal-caval 
shunts,  and  so  on.42  Warren  et  al .37  record 
one  example  of  retrograde  flow  shown  in  the 
venous  phase  of  selective  hepatic  arteriog- 
raphy in  an  ascitic  patient  with  normal 
liver  chemistries.  However,  Burchell  and 
Rossi43  used  a similar  technic  in  over  40 
cirrhotic  patients  and  did  not  encounter  an 
analogous  case  but  have  noted  this  phe- 
nomenon in  4 patients  after  a side-to-side 
shunt  as  have  other  investigators  using 
other  methods.  Reversal  of  flow  in  the 
portal  vein  has  also  been  demonstrated  in 
animals  with  side-to-side  portacaval  shunts 
both  in  the  presence  and  absence  of  post- 
sinusoidal  obstruction  by  the  use  of  various 
technics.44’45 

The  proponents  of  the  hepatic  outflow 
block  thesis  contend  that  cirrhotic  patients 
with  ascites  functionally  behave  like  those 
with  Budd-Chiari  syndrome,  which  repre- 
sents the  classic  example  of  intractable 
ascites  due  to  impaired  venous  drainage  of 
the  liver.8  9 This  is  usually  but  not  always 
true  in  cases  of  acute  or  subacute  hepatic 
vein  thrombosis  in  the  human  subject, 
which  has  as  its  counterpart  the  production 
of  ascites  by  experimental  maneuvers. 
The  morbid  process  in  veno-occlusive  dis- 
ease in  Jamaican  children  consists  of 
obliterative  occlusion  of  the  hepatic  veins, 
hut  ascites  is  not  always  a clinical  mani- 
festation either  in  the  acute,  subacute,  or 
chronic  phase  of  the  disease.46  Continuing 
prograde  flow  shown  by  splenoportography 
was  present  in  3 cases  of  the  Budd-Chiari 
syndrome  with  intractable  ascites  reported 
by  Price,  Voorhees,  and  Britton.47  Intra- 
parenchymal and  hepatic  vein  opaque  dye 
injections  demonstrated  severe  veno-occlu- 
sive disease.  Importantly,  on  temporary 
compression  of  the  portal  vein  the  HOPP 
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fell  in  1,  did  not  change  in  another,  and 
slightly  increased  in  the  third  case.  Several 
lymphatic  vessels  were  filled  following 
parenchymal  deposition  of  contrast  medium 
in  only  1 of  3 patients  with  the  Budd-Chiari 
syndrome,  despite  evidence  of  increased 
lymph  drainage  in  its  experimental  replica 
in  animals.1"  Furthermore,  clinical  signs 
do  not  often  correlate  with  the  pathologic- 
changes  of  the  Budd-Chiari  syndrome. 
In  one  autopsy  study  over  75  per  cent  of 
the  cases  with  major  hepatic  vein  occlusions 
were  not  manifested  clinically.48  Hales 
and  Scatliff49  report  a patient  who  sur- 
vived in  excess  of  thirteen  years  after  in- 
ferior vena  caval  obstruction  and  for  more 
than  four  years  after  evidence  of  essentially 
total  but  gradual  hepatic  venous  occlusion 
in  the  absence  of  significant  ascites.  Vas- 
cular corrosion  study  of  this  patient’s 
frankly  cirrhotic  and  arterialized  liver 
showed  large  collateral  vessels  that  bypass 
the  obstructed  hepatic  veins.  I have  re- 
corded a case  of  inferior  vena  caval  and 
hepatic  vein  obstruction  of  twenty-one 
years’  duration.  An  incomplete  stricture 
of  the  inferior  vena  cava  was  present  at 
approximately  the  level  where  this  vein 
passed  through  the  diaphragm.  Below,  the 
thick-walled  cava  was  dilated  to  a diameter 
of  8 cm.  and  its  lumen  filled  with  old,  in 
places  ossified,  thrombotic  material.  The 
openings  of  the  hepatic  veins  were  com- 
pletely obliterated.  Only  500  cc.  of  fluid, 
which  had  formed  preterminal  ly,  were 
present  at  autopsy.50 

Hemodynamic  and  morphologic  studies 
show  that  some  degree  of  hepatic  outflow 
block  is  present  in  most  patients  with 
cirrhosis  and  portal  hypertension  regardless 
of  the  presence  or  absence  of  peritoneal 
fluid.10  High  grade  or  total  block,  in- 
variably associated  with  ascites  at  least  in 
its  incipiency,  is  rare  in  the  human  cirrhotic 
patient  in  whom  lesser  degrees  of  obstruc- 
tion are  readily  circumvented  or  bypassed 
by  intrahepatic  collaterals.  Reversal  of 
portal  vein  flow  cannot  be  used  as  an  index 
of  hepatic  vein  outflow  block  since  it  is  a 
rare  hemodynamic  phenomenon  in  cirrhotic 
disease.  In  view  of  the  foregoing  incon- 
sistencies and  at  times  contradictory  in- 
vestigative and  clinical  data,  it  is  reason- 
able to  conclude  that  interference  with 
hepatic  efferent  flow  is  not  a crucial  but 
only  a contributory  factor  in  the  patho- 


genesis of  ascites.  Furthermore,  the  Budd- 
Chiari  syndrome  cannot  be  considered  the 
hemodynamic  prototype  for  the  interpreta- 
tion of  the  mechanism  of  peritoneal  fluid 
formation  in  cirrhosis  of  the  liver. 

Hepatic  and  hilar  lymph 
decompensation 

The  lymphatic  system  is  an  essential 
vascular  transport  and  plays  an  important 
role  in  controlling  the  balance  between  the 
plasma  and  tissue  fluid  compartments. 
The  thesis  has  been  advanced  that  lym- 
phatic decompensation  within  the  liver  and 
hilar  region  initiates  the  formation  of  free 
fluid  in  the  peritoneal  cavity  in  cirrhotic 
patients.51-54  On  this  basis  surgical  drain- 
age of  the  overloaded  thoracic  duct  has 
been  used  to  treat  this  complication  and 
also  to  arrest  active  varix  bleeding.53  -55 

The  sinusoids  are  pools  into  which  the 
hepatic  artery  and  portal  vein  arborize 
without  prior  anastomosis  and  from  which 
hepatic  venous  efferent  flow  and  liver 
lymph  have  their  source.  Liver  lymph 
originates  in  the  spaces  of  Disse  located 
between  the  parenchymal  cells  and  the 
sinusoidal  epithelium.  The  latter  is  highly 
permeable  and  permits  large  protein  mole- 
cules to  pass  freely  into  the  Disse  corridors 
and  then  to  return  to  the  venous  circulation 
via  the  liver  lymphatics  and  thoracic  duct. 
The  protein  content  of  liver  lymph  is  there- 
fore high  and  equals  that  of  plasma. 

Rich  lymphatic  plexuses  are  associated 
with  the  portal  venous  network  within  the 
liver.  Enmeshed  in  fibrous  portal  tracts 
resulting  from  tissue  destruction  and  in- 
flammation of  cirrhotic  disease,  they  be- 
come obstructed  or  obliterated.  Normal 
relationships  with  other  hepatic  vascular 
channels  are  disrupted  or  severed.  Lymph 
and  interstitial  fluid  stasis  results  because 
postsinusoidal  outflow  is  impaired  since 
the  efferent  veins  undergo  cicatrization 
and  compression  by  regenerative  nodules. 
Fluid  and  lymph  drainage  from  the  liver  is 
further  impeded,  according  to  the  experi- 
mental observations  of  Dumont  and  asso- 
ciates,52-54 because  of  relative  obstruction 
at  the  thoracic  duct-subclavian  venous 
junction.  Free  flow  of  the  excessively 
produced  lymph  into  this  systemic  vein 
is  hindered.  Consequently,  the  thoracic 
duct  becomes  greatly  dilated,  contains 
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lymph  that  is  often  bloody  in  character, 
and  the  intraluminal  pressure  is  signifi- 
cantly and  presistently  elevated.  The 
hydrostatic  pressure  within  the  sinusoids 
is  elevated,  and  the  liver  becomes  congested 
and  enlarged  because  of  the  presence  of  an 
undrained  volume  of  interstitial  fluid. 

Ascites  is  believed  to  originate  when  the 
drainage  capacity  of  the  thoracic  and 
diaphragmatic  ducts  cannot  accommodate 
the  excessive  lymph  volume.  Protein- 
rich  fluid  hence  exudes  or  weeps  through 
Glisson’s  capsule  and  from  the  hilar  lym- 
phatics into  the  free  peritoneal  cavity.  The 
presence  of  hypertonic  transudate  prompts 
effusion  of  extracellular  water  and  elec- 
trolytes from  peritoneal  surfaces  to  pre- 
serve osmolarity.  The  fall  in  plasma 
stimulates  volume  receptors  which  mediate 
the  secretion  of  aldosterone.  Retention  of 
sodium  alerts  osmoreceptors  that  promote 
increased  production  of  antidiuretic  hor- 
mone, thus  enhancing  fluid  retention.  As 
the  transhepatic  flow  of  portal  vein  blood 
becomes  impaired,  formation  of  lymph  in 
the  portal  bed  outside  the  liver  increases. 
“This  is  the  mechanism  of  ascites  forma- 
tion.”64 

Experimental  and  clinical  studies  are 
recorded  that  seemingly  support  this  in- 
terpretation. Ascites  which  regularly  fol- 
lows supradiaphragmatic  constriction  of  the 
inferior  vena  cava  does  not  occur  when 
excess  lymph  is  siphoned  off  by  venting  the 
thoracic  duct  or  when  a thoracic  duct  to 
azygos  vein  shunt  is  previously  con- 
structed.53-56 A similar  type  of  anastomo- 
sis will  also  cause  ascites  to  disappear  once 
having  formed  or  to  reaccumulate  on  clo- 
sure of  the  shunt.54  -56  Several  investiga- 
tors have  noted  prompt  regression  of  ascitic 
fluid  following  cannulation  of  the  thoracic 
duct  in  the  neck  in  cirrhotic  patients  with 
concomitant  reduction  in  intraductal  pres- 
sure and  in  some  also  of  portal  pres- 
sure.64'57'68 Furthermore,  Dumont  and 
Witte54  observed  that  massive  enlargement 
of  the  liver  decreased  within  twenty-four  to 
seventy-two  hours  after  duct  cannulation 
so  that  its  edge  could  no  longer  be  felt. 
They  maintain  that  the  “traditional” 
explanations  for  hepatomegaly  in  cirrho- 
sis— fatty  deposition,  fibrosis,  and  regenera- 
tive nodules — are  no  longer  tenable,  but 
rather  the  liver  enlarges  because  of  an  un- 
drained volume  of  interstitial  fluid. 


Data,  on  the  other  hand,  are  available 
that  question  the  validity  of  the  aforemen- 
tioned concept  of  pathogenesis  of  ascites, 
the  correctness  of  the  pathophysiologic 
observations,  and  the  therapeutic  claims. 
Some  investigators  have  noted  little  or  no 
diminution  of  peritoneal  fluid  on  external 
lymph  drainage.59’60  Fish  et  al.61  point  out 
that  the  lymph  siphoned  off  by  Dumont 
and  associates  was  discarded  and  sub- 
stituted by  intravenous  solutions  of  elec- 
trolytes and  proteins,  and  that  venting  of 
the  thoracic  duct  alone  did  not  cause  a re- 
gression of  ascites  in  cirrhotic  patients  when 
all  lymph  was  reinfused  intravenously 
under  conditions  of  stable  water  and  salt 
intake.  However,  if  a negative  water  and 
sodium  balance  was  produced  by  dialyzing 
the  lymph,  a corresponding  reduction  in 
ascites  resulted,  an  effect  therefore  similar 
to  results  gained  by  paracentesis,  diuretics, 
or  ascitic  autotransfusion.  The  parallel 
decrease  of  intra-abdominal  tension  and  of 
hepatic  vein  wedge  and  inferior  vena  caval 
pressures  during  controlled  measured  para- 
centesis in  cirrhotic  ascitic  patients  under 
conditions  of  fixed  water  and  salt  intake 
further  indicate  that  this  is  a direct  pres- 
sure effect  rather  than  a hemodynamic 
response  to  paracentesis.62  This  accords 
with  the  fact  that  successful  diuretic  ther- 
apy in  patients  with  cirrhosis  and  ascites 
correlates  with  a decrease  in  portal  pres- 
sure, whereas  similar  therapy  has  no  effect 
on  the  portal  tension  of  cirrhotic  patients 
without  ascites  and  also  controverts  the 
suggestion  that  thoracic  duct  decompres- 
sion has  a selective  action  on  the  portal 
bed.62 

Orloff  et  al ,63  studied  the  effects  of  tho- 
racic duct  drainage  in  a series  of  dogs  ren- 
dered ascitic  by  means  of  subtotal  hepatic 
vein  ligation.  Free  lymph  drainage  did  not 
relieve  sinusoidal  or  lymphatic  duct  hy- 
pertension. Ascites  decreased  only  when 
large  fluid  deficits  and  hypovolemia  were 
permitted  to  develop.  When  the  large 
lymph  losses  were  simultaneously  and 
completely  replaced  by  parenteral  fluids 
and  electrolytes,  the  various  hemodynamic 
indices  remained  stable,  and  ascites  did  not 
decrease. 

Because  a structural  abnormality  is  not 
evident  at  the  thoracic  duct-subclavian  vein 
junction,  a functional  resistance  has  been 
postulated  at  this  site  that  presumably 
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impedes  the  free  flow  of  lymph  into  the 
systemic  vessel.6854  Resistance  at  the 
venolymphatic  junction  was  determined 
by  Gutelius  and  Shizgal68  over  a wide  range 
of  flows  achieved  by  chronic  inferior  vena 
caval  constriction  and  supradiaphragmatic 
thoracic  duct  infusion.  As  the  flow  of 
lymph  increased,  the  pressure  rose  slightly 
and  the  thoracic  duct  distended.  The  in- 
crease in  cross  sectional  area  resulted  in  a 
diminished  resistance  indicating  that  there 
was  no  relative  functional  barrier  to  un- 
restricted flow  of  lymph  across  the  lym- 
phatic-subclavian point  of  union. 

Skepticism  of  the  mechanistic  concept  of 
ascites  formation  and  the  dominant  role  of 
hepatic  and  perihepatic  lymphatic  decom- 
pensation was  crystallized  by  the  studies 
of  Warren,  Fomon,  and  Leite.64  They 
showed  that  use  of  an  inappropriate  tech- 
nic of  pressure  assay  by  encircling  the 
thoracic  duct  and  indwelling  catheter  with 
a tight  ligature  to  maintain  catheter  posi- 
tion caused  a rise  of  duct  lymph  pressure. 
When  the  catheter  was  introduced  through 
the  internal  jugular  vein  and  positioned  in 
the  thoracic  duct  by  passing  it  through  the 
anatomic  junction  of  the  two  structures, 
the  thoracic  duct  pressure  was  found  to  be 
the  same  as  the  subclavian  vein  pressure. 
Their  investigations  further  showed  that 
thoracic  duct  pressure  does  not  reflect 
portal  pressure  and  that  thoracic  duct 
drainage  does  not  specifically  lower  portal 
vein  or  hepatic  sinusoidal  pressure.  They 
contend  that  intrahepatic  lymphatic  ob- 
struction is  a feature  of  the  marked  vascular 
distortion  of  cirrhosis,  but  this  would  not  be 
relieved  by  thoracic  duct  drainage.  Fac- 
tors governing  filtration  and  removal  of 
fluid  via  the  lymphatic  system  are  incom- 
pletely elucidated.  Fluid  observed  exud- 
ing from  the  surface  of  the  liver  after  partial 
inferior  vena  caval  constriction  in  animal 
preparations  is  rarely  seen  in  cirrhotic  pa- 
tients but  may  occur  when  hepatic  venous 
drainage  is  abruptly  blocked  by  venous 
thrombosis,  as  a complication  of  polycy- 
themia, for  example,  or  of  contraceptive 
pill  therapy.65  Enigmatically,  a patient 
has  been  reported  with  hepatic  cirrhosis 
and  ascites  and  with  a firm,  thickened 
capsule  of  fibrous  tissue  enveloping  the 
entire  liver,  making  it  implausible  that 
this  organ  was  the  source  of  the  fluid.28 

The  vascular  bed  of  the  liver  has  a vast 


capacity  for  expansion.  Increasing  the 
hepatic  venous  pressure  will  cause  disten- 
tion of  the  liver  in  proportion  to  outflow 
pressure  within  physiologic  perfusion  pres- 
sures.66 Normal  liver  is  distensible.  Re- 
sistance to  hepatic  venous  outflow  results 
in  sinusoidal  engorgement  and  gross  disten- 
tion. However,  one  of  the  characteristics 
of  hepatic  cirrhosis  is  loss  of  normal  tissue 
elasticity  or  compliance  and  pathologic 
rigidity  of  the  organ.66  It  is  an  old  clinical 
observation  that  a liver  already  involved  by 
chronic  cirrhotic  disease  of  sundry  origin 
does  not  enlarge  or  does  so  negligibly  when 
independent  congestive  venous  heart  fail- 
ure develops.  It  is  interesting  that  of  the 
11  cirrhotic  patients  of  my  own  series  of 
cases,  who  also  had  congestive  heart  failure 
as  a contributory  cause  of  death,  the  weight 
of  the  livers  at  autopsy  ranged  between 
800  and  1,400  Gm.  in  7 and  between  1,850 
and  2,350  Gm.  in  4.  Two  of  the  livers  in 
the  latter  group  also  had  marked  fatty  in- 
filtration. 

Dilated  tense  lymphatics  beneath  Glis- 
son’s  capsule  and  emerging  from  the  porta 
hepatis  are  sometimes  immense  in  the  ab- 
sence of  ascites.31  The  thoracic  duct  is 
wider  than  normal  and  longer  and  more 
tortuous  in  cirrhotic  patients  without  as- 
cites under  the  impetus  of  increased  lymph 
production.67  In  some  patients  with  in- 
tractable ascites  hardly  any  lymphatic 
channels  are  recognizable  in  the  porta 
hepatis  at  the  time  of  portacaval  shunt 
surgery.31  Significant  greater  elevations  of 
hepatic  lymph  are  not  present  in  all  cir- 
rhotic patients  with  ascites.31  Baggenstoss 
and  Cain,68  studying  cross  sections  of  the 
hepatoduodenal  ligament  histologically, 
found  a mean  of  55  thick-walled  dilated 
lymphatic  channels  in  30  cases  of  cirrhosis 
without  ascites,  and  a mean  of  49  and  ap- 
parently as  dilated  lymphatics  in  10  cases 
of  cirrhosis  without  ascites. 

These  inconsistent  findings  and  foregoing 
contrary  data  suggest  that  the  lymphatic 
system  does  play  a vital  but  not  a crucial 
role  in  the  preservation  of  vascular  and 
extracellular  fluid  homeostasis.  Whether 
or  not  free  peritoneal  fluid  is  formed  will  be 
determined  by  other  potentiating  variables; 
by  the  effectiveness  of  inhibitory  factors 
that  control  fluid  balance  between  the 
plasma  on  the  one  hand  and  tissue  fluid  on 
the  other;  by  the  presence  and  competency 
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of  subsidiary  lymphatic  pathways;  and  by 
lymphatic-lymphatic  and  lymphatic-ve- 
nous communications  in  the  splanchnic 
basin  in  the  same  manner  that  efficient  he- 
modynamic portasystemic  collateral  veins 
prevent  varix  formation  and  rupture  in 
portal  hypertension.  Courtice51  emphasizes 
the  expansive  role  of  the  diaphragmatic 
lymphatics  in  removal  of  free  peritoneal 
fluid.  Anomalous  shunts  consisting  of  mul- 
tiple outlets  between  the  right  and  left  ducts 
have  been  described,  as  well  as  shunts  be- 
tween the  right  and  left  thoracic  ducts  in 
about  15  per  cent  of  dogs.69-70  Lymph  is 
shunted  to  the  blood  stream  through 
lymph-blood  vascular  anastomoses  other 
than  the  classical  thoracic  and  cervical 
ducts  in  the  human  abdomen  and  assist  in 
its  transport  when  the  lymph  flow  is  ex- 
cessive.70-72 Subsidiary  connections  be- 
tween lymphatics  and  veins  in  the  abdomen 
exist  in  all  animals  and  may  be  demon- 
strated by  lymphangiography  with  radioac- 
tive media.72  In  cirrhotic  patients  the 
thoracic  duct  lymph  contains  many  red 
blood  cells  and  may  actually  be  bloody  in 
appearance.52-53  The  site  of  leakage  is  the 
visceral  circulation  rather  than  in  the  liver 
and  is  probably  due  to  peripheral  veno- 
lymphatic  reflux  related  to  high  local  ve- 
nous pressure  consequent  to  extrahepatic 
arterial-venous  shunting  in  the  splanchnic 
vascular  bed.60  The  accessory,  latent,  and 
compensatory  lymphatic-lymphatic  and 
lymphatic-venous  communications  increase 
in  incidence  and  become  functional  when 
intrahepatic  pressure  is  heightened,  the 
volume  of  lymph  flow  increases,  and  when 
lymphatic  vessels  are  blocked.  For  ex- 
ample, communications  between  the  pelvic 
lymphatics  and  tributaries  of  the  portal 
venous  system  have  been  demonstrated 
when  major  pelvic  lymphatic  routes  have 
been  occluded  by  tumor.73 

The  capacity  of  the  regular  hepatic  and 
mesenteric  lymphatics  may  be  amplified  by 
these  accessory  or  alternate  lymphatic 
pathways  to  such  a degree  of  physiologic 
competence  that  ascites  formation  is  pre- 
vented. 

The  thesis  that  ascites  is  initiated  by 
weeping  of  the  fluid  from  the  liver  surface 
and  its  environs  on  the  basis  of  abnormal 
circulatory  dynamics  and  lymphatic  de- 
compensation within  this  organ  is  uncon- 
vincing. Attention  is  more  properly 


focused  on  its  site  of  origin  in  the  splanch- 
nic basin. 
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Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  LEWIS  H.  BRONSTEIN,  M.D. 


Back  Pain  and  Progressive 
Coma  in  Hypertension 


Marle  Malubay,  M.D.:  A fifty-eight- 

year-old  Negro  library  guard  was  seen  in 
the  emergency  department  immediately 
following  collapse  in  a subway  station,  with 
complaints  of  back  pain,  sweating,  and 
nausea. 

During  the  preceding  two  years  the 
patient  had  hypertension  and  was  under 
treatment  with  medication  which  he  had 
recently  discontinued.  While  standing  in 
the  subway  station,  he  noted  sudden  onset 
of  dizziness,  profuse  sweating,  and  back 
pain  with  radiation  into  the  right  thigh  and 
calf.  He  was  in  severe  distress  and  ap- 
peared extremely  pale.  A more  detailed 
history  could  not  be  obtained. 

Initial  physical  examination  in  the  emer- 
gency department  revealed  that  the  blood 
pressure  in  the  left  arm  was  70/0  mm.  Hg 
and  in  the  right  arm  was  not  obtainable. 

The  right  brachial  and  femoral  pulses  could 
not  be  detected,  although  the  corresponding 
arterial  pulses  on  the  left  were  easily  felt. 

The  heart  sounds  were  distant,  the  rate 
was  44  per  minute,  and  no  murmurs  were 
audible.  The  electrocardiogram  showed 
sinus  bradycardia,  left  ventricular  hyper- 
trophy, marked  left  axis  deviation,  pre- 
mature ventricular  contractions,  intraven- 
tricular conduction  delay,  and  ST-  and 
T-wave  abnormalities  in  leads  aVl  and  in 
Vi  and  V6  (Fig.  1).  The  patient  was  im- 
mediately admitted  to  the  hospital. 

Examination  in  the  intensive  care  unit, 
during  treatment  with  metaraminol,  re- 
vealed the  blood  pressure  in  the  left  arm 
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FIGURE  1.  Initial  electrocardiogram  showing  sinus 
bradycardia,  left  ventricular  hypertrophy,  and 
ST-  and  T-wave  abnormalities. 


to  be  170/80  mm.  Hg  but  still  not  obtain- 
able in  the  right  arm.  The  respirations 
were  32  and  apical  pulse  58  per  minute;  the 
temperature  was  99.4  F.  The  patient  was 
conscious  but  remained  pale  and  in  great 
distress,  with  continuous  profuse  diaphore- 
sis. The  pupils  were  equal  and  responsive 
to  light;  the  fundi  were  not  remarkable. 
There  was  moderate  venous  engorgement  in 
the  neck;  the  lung  fields  were  clear.  The 
heart  sounds  were  distant,  with  a regular 
rhythm  and  a rate  varying  from  44  to  58 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Case  history 


per  minute.  No  murmurs  were  audible. 
The  abdomen  was  distended;  no  organs 
were  palpable.  The  right  carotid  pulsation 
was  diminished;  the  brachial,  radial, 
femoral,  and  pedal  pulses  on  the  right  were 
absent,  whereas  those  on  the  left  were  still 
easily  felt. 

The  urinalysis  showed  an  acid  reaction 
with  a specific  gravity  of  1.028  and  a trace 
of  albumin.  Microscopically,  1 to  3 white 
blood  cells  and  0 to  1 red  blood  cells  per 
high-power  field  were  noted. 

The  hemoglobin  was  13  Gm.  per  100  ml., 
the  hematocrit  was  40;  the  white  blood  cell 
count  was  12,500  per  cubic  millimeter,  with 
65  per  cent  polymorphonuclear  leukocytes. 
The  true  blood  glucose  was  96  mg.  and  the 
blood  urea  nitrogen  14  mg.  per  100  ml. 
The  carbon  dioxide  content  was  27.6  mEq., 
serum  potassium  3.6  mEq.,  sodium  138 
mEq.,  and  chlorides  105  mEq.  per  liter. 
The  serum  glutamic  oxaloacetic  trans- 
aminase was  30  units  (normal  1 to  40),  the 
serum  glutamic  pyruvic  transaminase  27 
units  (normal  1 to  40),  and  the  lactic 
dehydrogenase  220  units  (normal  200  to 
600)  per  milliliter. 

A portable  x-ray  film  of  the  chest  demon- 
strated a tortuous  aorta;  the  heart  and 
lung  fields  appeared  normal  (Fig.  2).  An 
abdominal  film  revealed  only  Paget’s 
disease  of  the  right  ischium.  Continuous 
electrocardiograph  monitoring  in  the  car- 
diac care  unit  revealed  a slightly  faster 
cardiac  rate  than  on  admission  but  no 
progressive  changes. 

The  patient  continued  to  perspire  pro- 
fusely, slow  labored  respirations  developed, 
and  the  patient  gradually  lapsed  into  un- 
consciousness, with  bilateral  pupillary  con- 
striction and  bilateral  Babinski  signs.  The 
blood  pressure  in  the  left  arm  remained  at 
about  114/70  mm.  Hg,  with  a pulse  rate  of 
75  per  minute.  The  other  circulatory  find- 
ings remained  unchanged.  Treatment  was 
essentially  supportive;  metaraminol  was 
discontinued  when  the  blood  pressure  in 
the  left  arm  became  stable.  Six  hours  after 
admission  the  patient  ceased  breathing. 
Efforts  at  resuscitation  were  unsuccessful. 

Discussion 

Lewis  Bronstein,  M.D.:  One  never 

knows  in  approaching  a chnical  pathologic 
discussion,  whether  to  expect  a rare  disease, 


FIGURE  2.  Portable  x-ray  film  demonstrating 
prominent  left  ventricle  and  widening  of  aorta. 


an  uncommon  complication  of  a common 
disease,  or  nothing  unusual  at  all.  In  the 
past,  1 have  encountered  all  three  situations 
when  I have  been  asked  to  discuss  such 
problem  cases. 

This  fifty-eight-year-old  Negro  male 
apparently  had  had  hypertension  for  some 
time  and  had  been  on  medication  for  the 
condition  but  discontinued  it.  Apparently 
while  he  was  standing  quietly,  dizziness, 
pain  in  the  back  with  radiation  into  the  right 
thigh  and  calf,  and  profuse  sweating  sud- 
denly developed.  Shortly  thereafter  in  our 
emergency  department,  he  was  found  to 
have  no  pulse  in  the  right  upper  and  lower 
extremities,  together  with  bradycardia.  He 
appeared  to  be  in  shock  with  a blood  pres- 
sure of  70/0  mm.  Hg  in  the  left  arm.  The 
electrocardiogram  showed  only  left  ven- 
tricular hypertrophy,  consistent  with  the 
history  of  hypertension.  In  the  intensive 
care  unit,  the  blood  pressure  was  170/80 
mm.  Hg  in  the  left  arm  during  metaraminol 
therapy,  but  again  no  pulses  could  be  felt 
in  the  right  extremities;  the  right  carotid 
pulsation  was  decreased.  The  laboratory 
examinations  revealed  no  new  information; 
the  urine  showed  a trace  of  albumin.  Dr. 
Batillas,  would  you  review  the  roentgeno- 
grams? 

John  Batillas,  M.D.:  The  only  film 

of  the  chest  available  is  a portable  roent- 
genogram showing  the  heart  and  medi- 
astinal structures  to  be  in  the  midline; 
there  is  prominence  of  the  left  ventricle; 
the  aorta  is  unfolded  with  some  prominence 
of  the  transverse  and  descending  thoracic 
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portions  (Fig.  2).  The  lung  fields  are  clear 
except  for  a slight  haziness  at  the  left  base, 
probably  due  to  technical  reasons.  The 
abdominal  film  showed  nothing  unusual; 
the  psoas  shadows  and  renal  margins  are 
seen  very  clearly,  the  liver  is  not  enlarged, 
and  there  are  no  abnormal  calcifications. 
There  is  minimal  compression  of  the  second 
lumbar  vertebra  and  evidence  of  Paget’s 
disease  in  the  right  ischium. 

Dr.  Bronstein:  The  electrocardiogram 

taken  in  the  intensive  care  unit  showed  no 
change  as  compared  with  the  tracing  taken 
in  the  emergency  department.  The  patient 
continued  to  perspire  profusely;  respira- 
tions were  slow  and  labored;  gradually  he 
lapsed  into  unconsciousness,  with  bilateral 
pupillary  constriction  and  bilateral  Babin- 
ski  signs.  The  blood  pressure  in  the  left 
arm  seemed  to  stabilize  at  about  114/70 
mm.  Hg.  He  ceased  breathing  six  hours 
after  admission  and  could  not  be  resusci- 
tated. 

At  first  glance,  this  patient  seemed  to  be 
undergoing  a typical  dissection  of  the  aorta. 
No  doubt,  he  also  had  hypertensive  heart 
disease  with  an  enlarged  heart,  as  well  as  a 
certain  amount  of  atherosclerosis  of  the 
coronary  vessels  and  myocardial  fibrosis. 
Since  so  many  aspects  of  the  case  seem  so 
typical  of  a dissection,  there  must  have  been 
certain  peculiarities  which  led  to  its  presen- 
tation here  today.  Certain  features  appear 
not  to  be  quite  so  typical,  however,  and  I 
would  like  to  discuss  them  separately. 

The  rapidity  of  the  course  is  somewhat 
unusual.  Ordinarily  one  expects  a history 
of  back  pain,  with  relatively  slow  progres- 
sion of  radiation  into  the  leg,  and  later  to 
other  extremities.  In  this  case,  when  the 
patient  was  seen  within  a half  hour  of  the 
onset,  there  was  occlusion  of  the  vessels 
coming  off  the  right  side  of  the  aortic  arch 
as  well  as  of  the  right  iliac  and  femoral 
arterial  system.  This  man  must  have  had 
a great  deal  of  medial  cystic  necrosis,  which 
is  the  underlying  aortic  disease,  which  leads 
to  dissection  in  about  75  per  cent  of  cases. 
The  question  as  to  whether  a dissection 
starts  with  an  intimal  Lear  or  not  is  a moot 
point.  Years  ago,  it  was  believed  that  an 
intimal  tear  was  essential,  but  recently  the 
literature  indicates  that  many  cases  will  not 
show  evidence  of  any  intimal  tear.  In 
these  latter  cases,  the  hemorrhage  arises 
from  the  small  nutrient  arteries  in  the  wall 


of  the  aorta,  the  vasa  vasorum.  The  hem- 
orrhage then  spreads  into  the  area  of  medial 
necrosis  where,  because  of  the  shearing 
action  of  the  pulsating  pressure  within  the 
aorta,  the  hemorrhage  gradually  works  its 
way  distally  along  the  length  of  the  aorta. 

In  our  case,  the  speed  of  progression  of 
the  dissection  would  raise  the  question  as 
to  the  presence  of  very  extensive  and  severe 
medial  necrosis.  In  addition,  the  hyper- 
tension would  further  accelerate  the  process. 
With  this  clinical  picture,  one  might  suspect 
the  presence  of  Marfan’s  syndrome  as  an 
underlying  cause;  however,  in  the  absence 
of  any  description  of  a high  palate,  changes 
in  the  ocular  lenses,  very  long  extremities, 
or  hyperflexibility  of  the  joints,  I would 
have  to  dismiss  this  possibility.  Another 
condition  associated  with  aortic  dissection 
is  the  Ehlers-Danlos  syndrome  with  hyper- 
elasticity of  the  skin,  which  again  is  not 
described  in  this  patient.  Since  the  patient 
was  a male,  we  do  not  have  to  consider 
Turner’s  syndrome,  with  amenorrhea,  and 
webbing  of  the  skin  of  the  neck.  Nor  did 
the  patient  present  severe  kyphoscoliosis 
which  is  sometimes  associated  with  aortic 
dissection. 

Dissection  has  been  reported  with  atrial 
and  ventricular  septal  defects,  but  we  have 
no  murmurs  to  suggest  such  congenital 
deformities.  Dissection  is  sometimes  found 
with  bicuspid  aortic  valve,  but  this  latter 
would  present  no  overt  evidence  of  its 
presence.  Coarctation  of  the  aorta  can 
also  be  found  with  dissection,  but  we  have 
no  earlier  medical  findings,  such  as  pro- 
nounced blood  pressure  differences  between 
upper  and  lower  extremities,  to  help  us  with 
such  a diagnosis.  Nor  do  I see  on  the 
chest  film  any  notching  of  the  lower  margins 
of  the  ribs  so  often  found  with  coarctation. 
A certain  number  of  dissections  of  the  aorta 
have  been  associated  with  berry  aneurysms 
in  the  cerebral  vessels.  Incidentally,  in 
young  females,  dissection  of  the  aorta  has 
been  reported  during  the  course  of  preg- 
nancy. 1 

With  the  limited  evidence,  therefore,  I 
will  assume  a very  severe  degree  of  medial 
necrosis,  which  allowed  an  intramural 
hemorrhage,  once  started,  to  spread  very 
rapidly. 

I was  further  impressed  with  the  brady- 
cardia, since  a patient  in  shock  ordinarily 
would  be  expected  to  have  a tachycardia. 
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Bradycardia  in  t lie  presence  of  a dissection 
raises  the  possibility  of  a spread  of  the 
hemorrhage  into  the  interatrial  septum, 
affecting  the  sinoauricular  node  and  block- 
ing some  of  its  impulses.  Perhaps  the 
bradycardia  was  related  to  dissection  ex- 
tending into  the  right  carotid  artery  up  to 
the  level  of  the  carotid  sinus,  similar  to  the 
bradycardia  in  patients  with  “pulseless 
disease”  affecting  the  common  carotid  and 
the  sinus.  In  a patient  with  an  intra- 
cranial extension  of  a hemorrhage,  brady- 
cardia can  develop,  presumably  due  to 
cerebral  or  brain-stem  edema. 

I am  puzzled  by  the  findings  just  before 
death.  About  90  per  cent  of  patients  with 
aortic  dissection  will  die  very  suddenly, 
with  hemorrhage  usually  into  the  peri- 
cardium, the  left  pleural  sac,  or  the  ab- 
dominal cavity.  Death  in  these  circum- 
stances does  not  take  a matter  of  four  hours. 
This  patient  apparently  died  of  a cerebral 
complication,  with  increasing  stupor  and 
coma,  slow  and  labored  respirations,  bi- 
lateral pupillary  constriction,  and  bilateral 
Babinski  signs.  Respiration  and  heart  ac- 
tion seemed  to  stop  simultaneously.  Pupil- 
lary constriction  would  suggest  damage  to 
the  pons,  but  usually  in  such  cases  there  is 
an  elevation  of  temperature;  such  con- 
strictions can  also  occur  with  very  massive 
cerebral  hemorrhage.  A dissection  of  the 
right  carotid  artery  might  have  been  fol- 
lowed by  hemorrhage  into  the  brain  itself 
as  the  dissection  progressed  upward.2 
Perhaps  the  origins  of  both  common  carotid 
arteries  were  progressively  occluded,  leading 
to  cerebral  anoxia  and  death.  I do  not 
believe  that  a spinal  tap  was  done,  so  we 
cannot  proceed  further  with  these  diagnostic 
possibilities. 

I must  conclude  with  the  diagnoses  of 
hypertensive  cardiovascular  disease,  ven- 
tricular hypertrophy,  coronary  arterio- 
sclerosis, dissection  of  the  entire  aorta  with 
involvement  of  the  carotid  arteries,  and 
subsequent  cerebral  damage  due  to  ische- 
mia, infarction,  or  intracranial  hemor- 
rhage. An  intracranial  berry  aneurysm 
may  have  been  present  with  rupture. 

Harold  Coppersmith,  M.D.:  In  some 

instances  another  sign  of  a coarctation  of 
the  aorta  that  should  be  looked  for  is  a 
systolic  murmur  over  the  left  side  of  the 
chest,  particularly  over  the  upper  dorsal 
region  of  the  back.  Dr.  Bronstein,  how  do 


you  explain  the  absence  of  pulsations  in  the 
right  lower  extremity  while  the  left  femoral 
is  still  patent?  How  does  a dissection  pass 
from  the  upper  aorta,  occluding  the  right 
innominate  artery,  down  to  the  lower  aorta, 
and  yet  involve  only  the  right  iliac  and 
femoral,  leaving  the  left  lower  vessels 
patent? 

Dr.  Bronstein:  That  disturbed  me, 

too;  but  an  aortic  dissection  does  not 
necessarily  have  to  be  a completely  circum- 
ferential process.  It  can  proceed  along  one 
side  of  the  aorta,  missing  certain  branches 
and  involving  others;  also  it  does  not  have 
to  dissect  in  a straight  line;  it  can  spiral 
around  the  aorta,  knocking  out  a very  con- 
fusing sequence  of  branching  arteries. 

Stanley  Yormak,  M.D.:  I would  favor 

an  initial  high  dissection  involving  the  in- 
nominate artery,  with  extension  downward 
along  the  descending  thoracic  and  abdom- 
inal aorta,  avoiding  the  origins  of  the  renal 
arteries,  but  affecting  the  right  iliac  artery. 
There  were  no  urinary  findings  of  note,  as  I 
recall.  The  bradycardia  might  be  explained 
by  occlusion  of  the  right  common  carotid 
artery,  with  a compensatory  rise  in  pressure 
on  the  left,  stimulating  the  baroreceptors 
in  the  carotid  sinus  and  causing  a reflex 
bradycardia. 

Dr.  Coppersmith:  Pressure  on  and 

narrowing  of  the  origins  of  the  coronary 
arteries  by  the  dissection  might  lead  to 
bradycardia,  without  any  hemorrhage  into 
the  pericardium  and  without  cardiac 
tamponade. 

Dr.  Bronstein:  Since  this  patient’s 

pain  started  in  the  back,  I assumed  that 
the  dissection  started  lower  down,  at  least 
distal  to  the  origin  of  the  left  subclavian 
artery.  If  the  dissection  starts  proximal 
to  the  origin  of  this  artery,  the  pain  is 
usually  in  the  anterior  portion  of  the  chest 
and  at  the  base  of  the  neck.  Of  course,  this 
patient  could  have  had  two  separate  simul- 
taneous dissections,  but  I have  never  seen  it. 

John  T.  Flynn,  M.D.:  I do  not  believe 

that  we  should  exclude  another  possible 
situation  illustrated  in  one  of  these  confer- 
ences, in  which  the  patient  had  sustained  an 
earlier  dissection  which  healed  but  with 
some  residual  arterial  narrowing.3  A later 
second  dissection  at  some  distance  from  the 
first  then  produced  other  vessel  narrowing 
and  was  the  eventual  cause  of  death. 

Dr.  Bronstein:  From  the  history  which 
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FIGURE  3.  Diagram  illustrating  (a)  extent  of 
hemorrhage,  shaded  area,  in  pericardial  cavity  and 
wall  of  aorta;  (b)  aortic  valve;  (c)  aortic  lumen; 
(d,  e,  and  f)  major  branches;  and  (g)  cross  section 
of  descending  thoracic  aorta;  note  separation  of 
aortic  layers  without  hemorrhage. 


we  had,  I was  presuming  that  this  patient 
had  only  one  episode  of  dissection  at  the 
time  of  admission  to  the  hospital.  Under 
that  assumption,  I would  still  stick  to  the 
notion  that  this  patient  had  one  dissection 
which  affected  the  origins  of  some  vessels 
but  in  an  irregular  pattern.  I would  not 
want  to  postulate  two  separate  unrelated 
dissections  beginning  at  the  same  time. 

Dr.  Yormak:  I would  raise  the  possi- 

bility of  atheromatous  emboli,  arising  from 
the  ulceration  of  plaques  in  the  intima  of 
the  aorta.  In  this  case  such  an  embolus 
would  occlude  the  innominate  artery  and 
another  would  block  the  right  iliac  artery. 

Dr.  Coppersmith:  I would  like  to  point 

out  that  bradycardia  rather  than  tachy- 
cardia can  occur  quite  commonly  in  in- 
stances of  medical  shock  due  to  coronary 
occlusion  and  myocardial  infarction.4 

Henry  Sampson,  M.D.:  I am  not  sure 

of  the  cause  of  death  of  this  patient.  Dr. 
Bronstein’s  discussion  was  most  plausible, 
but  the  neurologic  findings  are  confusing  to 
me  if  the  diagnosis  is  truly  aortic  dissection. 
Anisocoria  with  dissection  is  quite  common, 
but  here  the  pupils  were  constricted,  and 
the  Babinski  sign  was  positive  bilaterally. 


I wonder  how  much  a narcotic  given  for 
pain  influenced  the  pupillary  findings.  I 
would  like  to  suggest  that  this  patient  had 
peripheral  vascular  disease  for  a long  time, 
particularly  involving  the  right  extremities; 
and  that  he  suffered  a cerebral  vascular 
accident  terminally,  possibly  with  brain- 
stem involvement. 

Dr.  Bronstein:  I can  be  guided  only 

by  the  information  at  hand  which  does  not 
suggest  any  past  history  of  illness  or  dis- 
ability except  for  a generally  asymptomatic 
hypertension.  He  may  have  had  a cerebral 
hemorrhage  as  the  cause  of  the  neurologic 
findings. 

Clinical  diagnoses 

1.  Hypertensive  cardiovascular  disease, 
with  left  ventricular  hypertrophy 

2.  Medial  cystic  necrosis  of  the  aorta 

3.  Dissecting  aneurysm  of  the  aorta,  sec- 
ondary to  hypertensive  cardiovascular  disease 
and  necrosis  of  the  aorta 

Dr.  Bronstein's  diagnoses 

1.  Hypertensive  and  arteriosclerotic  car- 
diovascular disease;  left  ventricular  hyper- 
trophy; probable  coronary  artery  disease 

2.  Dissecting  aneurysm  of  the  aorta,  asso- 
ciated with  medial  necrosis  of  the  aorta;  with 
occlusion  of  the  innominate  and  right  common 
iliac  arteries;  with  cerebral  damage  secondary 
to  ischemia,  infarction,  or  intracranial  hemor- 
rhage 

Pathologic  report 

Pastor  Gomez,  M.D.:  The  chief  patho- 

logic features  of  the  case  were  related  to 
the  cardiovascular  system.  We  found  ap- 
proximately 500  ml.  of  fresh  and  partially 
clotted  blood  in  the  pericardial  cavity. 
This  appeared  to  be  an  extension  of  a dis- 
section which  involved  the  root  of  the  aorta 
and  the  pulmonary  artery,  the  wall  of  the 
ascending  aorta,  and  the  arch.  There  was 
extensive  hemorrhage  with  occlusion  of  the 
origins  of  the  innominate  artery  and  of  the 
left  carotid  artery;  the  left  subclavian 
artery  was  not  affected.  The  dissection 
continued  along  the  dorsum  of  the  aorta, 
all  the  way  to  bifurcation,  without  involve- 
ment of  the  other  major  branches  in  the 
thorax  or  abdomen.  Below  the  bifurca- 
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lion,  however,  both  common  iliac  arteries 
were  involved  in  the  dissection,  possibly 
more  extensively  on  the  right  than  on  the 
left.  The  intima  was  intact  throughout,  a 
point  which  I will  discuss  Fig.  3). 

The  heart  was  enlarged,  weighing  300 
Gm.,  with  left  ventricular  hypertrophy. 
The  kidneys  showed  moderate  evidence  of 
arterionephrosclerosis.  Permission  had  not 
been  granted  to  include  the  head  in  the 
autopsy  procedure,  so  we  cannot  further 
specify  the  underlying  neurologic  lesions. 

As  I mentioned,  the  aortic  intima  was 
intact  in  both  gross  and  microscopic 
studies.  The  outer  one  third  of  the  media 
of  the  aorta  was  the  site  of  the  dissection,  as 
well  as  the  location  of  extensive  areas  of 
degeneration,  and  accumulations  of  mod- 
erate amounts  of  mucopolysaccharides  with 
basophilic-staining  properties.  Basophilic- 
staining  material  can  often  be  present  with- 
out dissection,  so  that  other  factors  must 
contribute  as  well  to  the  splitting  apart  of 
the  aortic  layers.  The  formation  of  myxo- 
matous material  in  this  location,  with  deg- 
radation of  ground  substance,  may  origi- 
nate from  a number  of  pathologic  causes; 
but  once  initiated,  may  gradually  coalesce 
to  form  progressively  larger  and  eventually 
continuous  masses  of  unorganized  muco- 
polysaccharide substance.  The  undulating 
action  of  the  aorta  during  systole  and 
diastole  may  create  a shearing  effect  along 
the  longitudinal  axis  of  the  aorta,  disrupt 
the  adhesiveness  of  the  elastic  fibers  which 
are  still  intact,  and  may  actually  prevent 
effective  repair  of  the  degenerative  process. 
There  may  be  an  increase  in  the  numbers  of 
the  vasa  vasorum  within  the  wall  of  the 
aorta,  but  such  vessels  are  thin-walled  and 
insufficiently  supported  by  the  surrounding 
partially  degenerated  fibrous  structures. 
In  the  presence  of  hypertension,  such 
fragile  vessels  may  tear,  giving  rise  to 
hemorrhage  within  the  wall  of  the  aorta 
(Fig.  4).  Gore5  in  his  study  found  that 
about  10  per  cent  of  aortic  dissections 
demonstrated  no  intimal  tear  but  seemed  to 
be  initiated  by  the  process  which  I have 
just  outlined.  The  suggestion  is  further 
made  that  the  intimal  tear  in  some  cases 
may  be  actually  secondary  to  the  already 
extensive  hemorrhage  within  the  aortic 
wall. 1 

In  the  case  under  discussion,  the  carotid 
artery  on  the  right  side  was  also  the  site  of 


FIGURE  4.  Marked  hemorrhage  involving  outer 
one  third  of  media  and  adventitia  of  aorta. 


dissection,  up  to  the  region  of  the  carotid 
sinus,  morphologically  suggesting  an  irrita- 
tive phenomenon  as  the  cause  of  the  brady- 
cardia. Cerebral  hypoxia  may  have  fol- 
lowed. In  the  walls  of  the  dissected  vessels 
themselves,  we  did  not  find  hemosiderin  or 
re-endothelialization,  and  so  we  concluded 
that  the  pathologic  process  was  an  acute 
one. 

There  was  some  compression  of  the 
coronary  ostia  by  the  aortic  dissection,  and 
there  was  some  sclerotic  change  within  the 
coronary  arteries  themselves;  but  there 
was  no  suggestion  of  an  acute  myocardial 
infarction.  We  can  only  speculate  as  to 
the  effect  of  a possible  coronary  insufficiency 
under  these  circumstances. 

Dr.  Flynn:  At  the  autopsy  table,  I 

was  quite  surprised  to  see  how  easy  it  was 
to  separate  the  inner  and  outer  layers  of 
the  aorta  all  along  its  length.  In  many  of 
these  areas,  it  appeared  that  very  little 
blood  had  accumulated,  almost  as  though 
this  separation  within  the  muscular  media 
had  been  present  a very  long  time,  already 
creating  a convenient  pathway  for  any 
blood  which  might  ooze  from  fragile  or  torn 
vasa  vasorum.  This  observation  stirred  a 
few  speculations  about  the  day-by-day 
functions  of  the  aorta,  which  are  quite  re- 
markable indeed.  No  other  organ  is  re- 
quired to  stand  the  brunt  of  a full  head  of 
pressure,  in  unrelenting  forceful  pulsations 
100,000  or  more  times  a day,  and  at  the 
same  time  completely  reverse  the  direction 
of  the  fluid  under  such  pressure.  The 
anatomic  construction  of  the  aorta,  how- 
ever, presents  at  least  one  apparent  dis- 
advantage, that  is,  while  the  elastic  fibers 
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in  the  intima  and  in  the  adventitia  are 
arranged  in  the  direction  of  the  long  axis 
of  the  aorta,  the  elastic  and  muscle  fibers  in 
the  media  lie  in  a circumferential  direction. 
If  the  head  of  pressure  and  flow  of  blood 
strikes  the  intima  and  tends  to  move  it  in 
the  direction  of  flow  while  the  adventitia 
remains  relatively  firmly  attached  to  other 
fibrous  and  bony  structures  in  the  vicinity, 
there  will  tend  to  be  a rolling  shearing  stress 
on  the  circumferential  structures  of  the 
media.  This  rolling  action  would  tend  to 
separate  these  muscle  and  fibrous  elements 
in  the  media,  one  from  the  other.  The 
additional  factor  of  medial  necrosis  would 
further  weaken  this  important  layer  of  the 
aorta  and  make  it  infinitely  more  vulnerable 
to  the  shearing  stress  which  I am  suggesting. 

Dr.  Bronstein:  I would  wonder  why 

the  cystic  necrosis  is  confined  so  clearly  and 
so  often  to  the  plane  between  the  middle 
and  outer  thirds  of  the  medial  layer. 

Charles  M.  Karpas,  M.D.:  Even 

though  the  dissection  appears  to  be  con- 
fined to  one  particular  plane,  the  cystic 
necrosis  is  actually  more  widespread 
through  the  media. 

Dr.  Bronstein:  Of  course,  cardiac 

tamponade  is  the  common  cause  of  death 
with  aortic  dissection;  but  I tended  to 
dismiss  it  because  of  the  relative  slowness 
of  the  terminal  events,  and  also  because 
none  of  the  physicians  observing  the  patient 
seemed  to  be  impressed  by  neck-vein  disten- 
tion. 

Dr.  Flynn:  Again,  we  can  only  specu- 


late. Perhaps  after  a dissection  ruptures 
into  the  pericardial  sac,  the  subsequent 
tamponade  can  be  a slow  process  when 
there  is  no  intimal  tear  and  hence  no  violent 
inflow  of  blood  from  the  aortic  lumen  into 
the  space  between  the  aortic  layers.  I was 
tempted  also  to  believe  that  perhaps  there 
would  be  less  venous  distention  in  the  neck, 
if  the  blood  flow  to  the  head  were  di- 
minished by  the  partial  occlusion  of  both 
carotid  arteries,  and  by  the  peripheral 
pooling  of  blood  during  shock  and  periph- 
eral circulatory  collapse. 

Final  diagnoses 

1.  Medial  cystic  necrosis  of  aorta  ( cause 
undetermined ) with  dissecting  aneurysm  in- 
volving innominate,  left  carotid,  and  iliac 
arteries ; and  cardiac  tamponade;  absence  of 
intimal  tear 

2.  Hypertensive  cardiovascular  disease, 
with  left  ventricular  hypertrophy 
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QU  ESTION  45.  These  two  tracings  were  obtained  at  a five-year  interval  from  a fifty-five-year-old  woman  who 
had  received  antihypertensive  therapy.  What  is  the  interpretation  of  these  records? 


QUESTION  46.  The  initial  electrocardiogram  (A)  was  taken  on  admission  to  the  hospital  of  a sixty-three- 
year-old  man  with  anterior  chest  pain  and  shortness  of  breath.  The  next  tracing  (B)  was  taken  twenty-four 
hours  later.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  45.  The  electrocardiogram 
dated  March  1963,  shows  slight  S-T 
depression  in  leads  I,  II,  III,  aVf,  and 
V4  to  V6.  There  is  high  voltage  in  the 
precordial  leads  as  manifested  by  an  S 
wave  of  15  mm.  in  V2  and  an  R wave  of  35 
mm.  in  lead  V5.  High  voltage  in  these 
two  leads  is  strongly  suggestive  of  left 
ventricular  hypertrophy,  particularly  when 
the  S-T  segment  is  depressed  in  the  lateral 
precordial  leads  and  when  the  patient  is 
over  thirty  years  of  age  and  not  on  digitalis. 
The  next  tracing,  dated  December,  1968, 
is  completely  within  normal  limits.  Note 
the  regression  of  the  high  precordial  voltage 


and  the  return  of  the  S-T  segments  to 
normal.  With  vigorous  antihypertensive 
therapy,  the  pattern  of  left  ventricular 
hypertrophy  may  revert  to  normal. 

Question  46.  The  tracing  marked  (A) 
shows  regular  sinus  rhythm  with  a small 
Q wave  in  lead  III  and  T-wave  inversion 
in  leads  a VI  and  V,  to  V5.  Note  the  deeply 
inverted,  symmetrical  T waves  in  leads 
Vi  to  V4.  The  electrocardiogram  (B) 
taken  one  day  later  shows  lowering  of  the 
voltage,  particularly  manifest  in  the  limb 
leads  and  V4  to  V6.  There  is  S-T  elevation 
in  leads  I,  aVl,  and  V!  to  V6.  Note  the 
development  of  a QS  pattern  in  leads 
V2  to  V4.  The  abnormalities  in  the  initial 
electrocardiogram  are  compatible  with  an- 
terior wall  myocardial  ischemia  or  infarc- 
tion. The  serial  changes  are  confirmatory 
evidence  of  an  extensive  anterolateral 
myocardial  infarction. 
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T he  incidence  of  bacterial  endocarditis 
on  prosthetic  heart  valves  is  approxi- 
mately 1 to  4 per  cent.1  The  most  fre- 
quent etiologic  agents  causing  infection  on 
prostheses  have  been  Staphylococcus, 
Pseudomonas,  and  fungi,  usually  Candida. 

The  precise  incidence  of  fungal  infec- 
tions is  less  certain.  The  incidence  of 
fungal  endocarditis  following  cardiac  sur- 
gery has  apparently  been  increasing  in 
frequency.  The  first  such  case  report  was 
in  1956. 2 By  1963,  14  cases  of  Candida 
endocarditis  alone  following  cardiac  surgery 
were  reported,3  and  by  1965  the  reported 
cases  of  fungal  endocarditis  had  risen  to 
19. 4 Of  these,  10  were  due  to  Candida 
albicans,  7 to  other  Candida  species,  2 to 
Aspergillus,  and  1 to  the  fungus  Paecilo- 
myces.5 

There  have  been  7 cases  of  Aspergillus 
endocarditis  reported  in  the  literature6-11; 
3 more  were  mentioned  in  two  recent  series, 
without  details.  We  are  reporting  such  a 
case. 


Case  report 

The  patient  was  a forty-six-year-old 
white  female  housewife  who  had  had 
rheumatic  fever  at  age  nineteen.  She 
remained  asymptomatic,  with  one  un- 
eventful pregnancy.  In  1960  she  noted 
myalgias,  increasing  exertional  chest  tight- 
ness, edema,  and  easy  fatigability. 

She  was  first  admitted  to  Montefiore 
Hospital  in  December,  1963,  for  chest  pain 
and  was  found  to  have  aortic  stenosis 
without  evidence  of  myocardial  infarction. 
The  patient  was  readmitted  in  April,  1965, 
for  progressive  congestive  heart  failure. 
Cardiac  catheterization  revealed  a systolic 
aortic  valve  gradient  of  100  mm.  Hg  and  an 
elevated  left  ventricular  end  diastolic 
pressure.  An  electrocardiogram  was  com- 
patible with  marked  left  ventricular  hyper- 
trophy. 

On  June  4,  1965,  the  patient  underwent 
cardiac  surgery,  with  total  cardiopulmonary 
bypass  and  right  and  left  coronary  artery 
perfusion  with  normothermia.  Her 
severely  stenosed  and  highly  calcified  aortic 
valve  was  replaced  with  a number  8 Starr- 
Edwards  valve.  Total  perfusion  time  was 
one  hour  and  thirty-five  minutes,  with 
transient  episodes  of  preperfusion  hypo- 
tension and  postperfusion  right  ventricular 
failure.  Heparin,  protamine,  and  anti- 
biotics (penicillin,  methicillin  sodium,  and 
sodium  oxacillin  (Prostaphlin)  were  ad- 
ministered. The  postoperative  course  was 
characterized  by  good  prosthesis  function- 
ing. Left  bundle-branch  block  was  present 
on  the  electrocardiogram.  Forty-eight 
hours  postoperatively,  facial  paralysis  de- 
veloped which  gradually  improved.  Main- 
tenance antibiotics  and  anticoagulants  were 
administered.  On  June  30,  1965,  the 

patient  had  a syncopal  episode  followed  by 
severe  headache  and  nuchal  rigidity.  She 
was  afebrile,  and  she  had  Hoffmann’s  sign 
and  upper  extremity  hyperreflexia  on  the 
left  side,  mild  optic  disk  congestion,  and 
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slight  deviation  of  the  tongue  to  the  left. 

Two  days  later,  on  July  3,  1965,  the 
headache  and  nuchal  rigidity  increased  in 
severity,  concomitant  with  a sudden  spike 
in  temperature  to  103  F.  with  chills  and  the 
development  of  Brudzinski’s  and  Kernig’s 
signs. 

Physical  examination  on  July  4,  1965, 
revealed  evidence  of  meningeal  irritation 
and  abnormalities  of  the  ninth  and  tenth 
cranial  nerves.  There  were  residual  central 
and  upper-extremity  pareses  and  increased 
deep-tendon  reflexes  in  the  upper  extremity 
on  the  left  side.  A basal  holosystolic 
murmur  was  present,  but  there  was  no 
diastolic  murmur.  Three  lumbar  punc- 
tures all  produced  grossly  xanthochromic 
fluid  at  elevated  pressures  (over  250). 
Transient  relief  of  the  headache  followed 
each  lumbar  puncture.  Fever  spikes  to 
102  F.  continued  for  five  days  despite  a 
twenty-four-hour  trial  of  20  million  units 
of  penicillin.  There  were  transient  epi- 
sodes of  expressive  aphasia,  fluctuating 
states  of  consciousness,  and  a persistent 
tachycardia.  There  was  one  episode  of 
pleuritic  chest  pain  without  cough,  hemop- 
tysis, or  x-ray  or  electrocardiographic 
changes. 

Following  discharge  the  patient  con- 
tinued to  have  diffuse  myalgias  with 
malaise,  pleuritic  chest  pain,  easy  fatig- 
ability, low-grade  fever  (100  F.),  inter- 
mittent headaches,  nausea,  anorexia,  low- 
back  pain,  and  frequent  palpitations.  A 
painful  nodule  was  noted  on  one  toe  which 
subsided  within  twenty-four  hours.  Her 
hematocrit  remained  at  32  with  a per- 
sistently elevated  sedimentation  rate. 

On  the  day  of  the  last  admission,  Septem- 
ber 8,  1965,  and  three  months  postopera- 
tively,  the  patient  developed  acute  ab- 
dominal pain  with  nausea,  vomiting,  dia- 
phoresis, lightheadedness,  and  palpitations. 

Physical  examination  revealed  markedly 
decreased  bowel  sounds  and  left  upper 
quadrant  and  epigastric  tenderness,  with- 
out rebound.  A diastolic  murmur  was 
heard  at  the  left  sternal  border. 

Laboratory  data.  Six  blood  cultures, 
4 spinal  fluid  cultures,  and  2 urine  cultures 
were  all  negative  for  bacteria  and  fungi. 
An  India  ink  stain  of  the  spinal  fluid  for 
Torula  gave  negative  results.  The  white 
blood  cell  count  was  persistently  elevated 
(12,000  to  19,000  per  cubic  millimeter), 


rising  to  34,000  on  the  day  of  demise. 
There  was  an  increase  in  polymorpho- 
nuclear leukocytes  with  a shift  to  the  left. 
Eosinophilia  was  variable  (1  to  970),  with 
toxic  granulation  and  Dohle’s  inclusion 
bodies  in  the  peripheral  blood  smear. 
Hematocrits  varied  from  28  to  39,  with 
hypochromia,  basophilic  stippled  red  cells, 
polychromatophilia,  and  burr  cells.  Plate- 
lets were  150,000  to  250,000  per  cubic 
millimeter.  Urinalysis  revealed  a range  of 
specific  gravities  from  1.007  to  1.025  with 
trace  to  2 plus  albumin,  0 to  20  white  blood 
cells,  and  rare  blood  cells  until  the  day  of 
death  when  many  red  blood  cells  were 
present.  There  were  occasional  casts  in- 
cluding granular,  epithelial,  waxy,  and 
hyaline;  ureteral  and  pelvic  epithelial  cells 
were  noted.  The  fasting  blood  sugar  was 
121  mg.  per  100  ml.  with  a uric  acid  of  6.4; 
blood  urea  nitrogens  did  not  exceed  29 
mg.  per  100  ml.  Sodium  was  135  mEq. 
and  potassium  2.9  to  5.4  mEq.  per  liter. 
Prothrombin  times  varied  between  13  to 
22  seconds  with  a control  of  11  seconds. 
There  was  a reversed  albumin-globulin 
ratio  (albumin  2.7  to  2.8  Gm.  and  globulin 
3.2  to  2.7  Gm.  per  100  ml.). 

Cerebrospinal  fluid.  White  blood  cells 
varied  from  160  to  3,100  per  cubic  milli- 
meter with  a predominance  of  polymorpho- 
nuclear leukocytes.  Red  cells  varied  from 
380  to  4,300  per  cubic  millimeter.  Sugar 
varied  from  31  to  79  mg.  per  100  ml. 
Protein  varied  from  52  to  870  mg.  per  100 
ml.  India  ink  stain  for  Torula  showed 
negative  findings. 

X-ray  films.  On  admission  an  emer- 
gency abdominal  x-ray  film  revealed  dis- 
tended loops  of  ascending  transverse  and 
descending  colon  without  any  free  air  or 
evidence  of  obstruction.  The  chest  x-ray 
film  revealed  no  signs  of  congestive  heart 
failure,  infiltrates,  or  cardiomegaly. 

Hospital  course.  The  hospital  course 
was  characterized  by  increasing  left  upper 
quadrant  tenderness,  bilateral  flank  pain, 
persistent  increasing  lethargy,  and  fluctu- 
ating states  of  consciousness.  On  the  third 
hospital  day,  the  patient  developed  nuchal 
rigidity  of  gradually  increasing  severity 
followed  by  recent  memory  impairment, 
muscle  twitchings,  focal  seizures,  and  finally 
grand  mal  convulsions  and  coma.  Neuro- 
logic examinations  revealed  a right  retinal 
hemorrhage,  exudates  in  both  fundi,  bi- 
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FIGURE  1.  Starr-Edwards  aortic  valve  prosthesis, 
as  viewed  from  above  looking  down  into  left  ventri- 
cle. Note  adherent,  friable,  soft  mass  surround- 
ing and  filling  cage  of  prosthesis. 

lateral  ankle  clonus,  bilateral  Hoffmann’s 
signs,  decreased  abdominal  reflexes,  general- 
ized hyperreflexia,  crossed  extensor  re- 
flexes, and  Kernig’s  and  Brudzinski’s  signs. 
She  received  massive  doses  of  antibiotics 
(penicillin,  streptomycin  sulfate,  chlor- 
amphenicol (Chloromycetin),  sodium 
cephalothin  (Keflin),  sodium  methicillin 
iStaphcillin),  and  sulfisoxazole  diolamine 
(Gantrisin)).  In  addition,  she  received 
anticonvulsant,  analgesic,  hypothermic, 
antiallergic,  and  steroid  therapy,  to  no  avail. 
Preterminally,  the  pupillary  light  reactions 
diminished,  and  the  pupils  remained  fixed 
and  dilated  for  the  last  forty  hours.  Bi- 
lateral Babinski’s  signs,  fresh  retinal  hemor- 
rhages and  exudates,  and  a right  retinal 
infarction  developed  before  the  demise. 
The  blood  pressure  fell  without  signs  of 
peripheral  vascular  collapse;  it  could  not  be 
maintained  with  vasopressors,  and  the 
patient  died. 

Pathologic  findings.  Pertinent 
autopsy  findings  were  as  follows:  The 

heart  weighed  490  Gm.,  with  cardiomegaly 


due  predominantly  to  left  and  right  ven- 
tricular hypertrophy.  There  was  dilata- 
tion of  all  chambers.  The  pericardial 
cavity  was  completely  obliterated  as  a 
consequence  of  fibrous  and  organizing 
fibrinous  adhesions,  secondary  to  previous 
cardiac  surgery.  A well-healed  ventric- 
ulotomy scar  was  present.  Organizing 
mural  thrombi  were  noted  in  both  ven- 
tricular cavities.  A Starr-Edwards  aortic 
valve  prosthesis  was  sutured  in  place; 
the  remaining  natural  valves  were  entirely 
unremarkable.  The  cage  of  the  valve 
prosthesis  was  layered  superiorly  by  an 
organizing  thrombus;  the  interior  of  the 
cage  was  filled  by  an  adherent,  grayish- 
white,  friable,  soft  mass  (Fig.  1).  The 
latter  enveloped  the  ball  of  the  prosthesis, 
extending  to  the  inferior  surface  of  the 
prosthetic  ring.  At  the  root  of  the  aorta, 
in  the  region  of  the  origin  of  the  right 
coronary  artery,  a small  abscess  measuring 
1 cm.  in  diameter  was  present.  On  evacua- 
tion of  its  greenish  purulent  contents,  the 
prosthetic  anchoring  sutures  were  seen  in 
the  wall  of  the  abscess.  The  cut  surface  of 
the  myocardium  was  red-brown  in  color 
and  diffusely  spotted  by  minute,  round, 
firm,  grayish-white  lesions  measuring  ap- 
proximately 1 to  2 mm.  in  diameter. 

Microscopic  sections  of  the  prosthetic 
vegetations  revealed  masses  of  fibrin,  poly- 
morphonuclear leukocytes,  cellular  debris, 
and  mycelia  consisting  of  dichotomously 
branching  septate  hyphae,  morphologically 
compatible  with  Aspergillus  species.  Post- 
mortem heart  blood  had  been  submitted  for 
bacteriologic  investigation  and  was  re- 
ported as  showing  a “common  fungal  con- 
taminant” and  hence  discarded  without  any 
attempt  at  further  identification  of  the 
organism.  Sections  of  the  myocardium 
revealed  the  previously  described  minute 
lesions  to  be  mycotic  microabscesses  con- 
sisting of  hyphae,  amorphous  cellular 
debris,  and  polymorphonuclear  leukocytes 
surrounded  by  necrotic  and  degenerating 
myocardial  fibers.  Sections  of  the  wall  of  the 
abscess  at  the  root  of  the  aorta  revealed 
a dense  fibrous  connective  tissue  wall  con- 
tiguous with  degenerating  myocardial  fibers 
and  containing  enmeshed  hyphae  of  the 
fungus,  with  cellular  debris  and  poly- 
morphonuclear leukocytes. 

Mycotic  microabscesses  were  also  noted 
in  the  liver,  kidneys,  ovaries,  and  cerebrum 
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(Fig.  2).  Organizing  mycotic  emboli  were 
found  in  the  superior  mesenteric  and 
cerebral  arteries.  They  were  associated 
with  infarcts  of  the  small  bowel  and  cere- 
brum respectively.  A healed  mycotic 
aneurysm  of  a branch  of  the  left  middle 
cerebral  artery  was  also  noted.  Except 
for  the  presence  of  right  lower  lobe  atelec- 
tasis and  a diffuse  necrotizing  tracheo- 
bronchitis, the  lungs  were  microscopically 
unremarkable. 

Comment 

Aspergillus  is  a ubiquitous  fungus  with  a 
world-wide  distribution,  commonly  found 
in  soil,  and  resulting  in  airborne  infection.12 
Since  it  is  a frequent  contaminant,  it  must 
be  consistently  isolated  in  large  numbers 
from  pathologic  specimens,  in  the  absence 
of  a known  pathogen,  to  be  considered  an 
etiologic  agent.  Pathologically,  Aspergillus 
produces  chronic  suppuration,  granuloma- 
tous changes,  arteritis,  necrosis,  and  ab- 
scesses. Morphologically,  the  Aspergillus 
hyphae  are  large  and  wide  (3  to  4 microns), 
with  unilateral  branching  (Fig.  2B).7  Spore 
forms  are  rarely  seen  in  tissue  sections. 

Aspergillosis  is  most  commonly  seen 
clinically  as  a pulmonary  disease. 13  In- 
volvement of  the  ear,  orbit,  eyes,  paranasal 
sinuses,  skin,  bones,  nails,  and  vagina  have 
been  reported.8  Central  nervous  system  and 
endocardial  involvement,  usually  of  a sec- 
ondary nature,  have  also  been  reported.814 
The  disease  is  of  varying  severity  and 
occurs  most  frequently  in  adults.  It  may 
be  localized  or  disseminated,  spreading 
either  by  direct  invasion  or  hematog- 
enously.  Primary  and  secondary  forms 
occur. 15  The  primary  form  is  usually 
associated  with  no  antecedent  disorder, 
whereas  the  secondary  form  is  preceded 
by  debilitation,  prior  disease,  antibiotics, 
and/or  steroid  therapy.  Disseminated  pri- 
mary aspergillosis  is  rare. 

Aspergillus  endocarditis  is  classified 
among  the  secondary  disseminated  forms  of 
the  disease.  Predisposing  factors  in  the 
reported  cases  included  debilitation,  prior 
antibiotic  and/or  steroid  therapy,  a portal 
of  entry,  and  some  form  of  trauma  or 
stress.  Following  cardiac  surgery,  de- 
nuded endothelium  provides  a nidus  for 
fungal  implantation.  Possible  portals  of 
entry  would  then  include  cardiac  cathe- 


FIGURE  2.  Section  of  heart  in  vicinity  of  prosthesis 
showing  vegetation  containing  Aspergillus  organ- 
ism. (A)  Low  magnification  (hematoxylin  and 
eosin  stain).  (B)  Higher  magnification.  Note 
that  each  mycelium  is  septate  (Gomori's  methena- 
mine-silver  nitrate  technic  X400). 

terization,  the  pump  oxygenator,  instru- 
ments used  during  surgery,  prosthetic 
intracardiac  materials,  air  in  ventilating 
systems,  talc  or  starch  in  surgical  gloves, 
and  indwelling  intravenous  catheters. 

The  only  case  reported  of  Aspergillus 
endocarditis  following  cardiac  surgery  was 
that  of  a twenty-one-year-old  white  male 
who  developed  the  Aspergillus  infection  on 
a Starr-Edwards  mitral  valve.  Despite 
the  possibility  of  bacterial  endocarditis 
with  a febrile  postoperative  course  and  two 
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embolic  episodes,  the  patient  was  given 
anticoagulant  therapy  for  presumed  bland 
thrombosis  on  the  valve  with  embolization. 
Postmortem  cultures  of  thrombi  from  the 
prosthesis,  containing  Aspergillus  hyphae, 
were  sterile  for  bacteria  and  fungi.  How- 
ever, antemortem  blood  cultures  were 
later  reported  as  positive  for  Aspergillus 
fumigatus.6 

Two  recent  articles  dealing  with  pros- 
theses  infection  mentioned  3 cases  of  in- 
fection with  positive  cultures  for  Asper- 
gillus which  were  associated  with  con- 
comitant bacterial  organisms.1617  The  in- 
fection was  on  Teflon  patches  in  2 of  the 
cases  and  on  an  aortic  ball  valve  in  the  third. 

Fever  was  a constant  manifestation  in  the 
7 cases.  Fever  is  characteristic  of  all 
fungal  endocarditis,  often  being  the  first 
clinical  manifestation.18'19  The  high  in- 
cidence of  major  arterial  embolization  has 
been  attributed  to  the  extremely  large  size 
of  the  vegetations.  Classical  signs  of 
endocarditis  were  notably  absent  in  the 
Aspergillus  cases,  although  they  are  com- 
monly present  in  other  types  of  fungal 
endocarditis.20  No  case  was  diagnosed 
ante  mortem,  and  therefore  in  none  was 
antifungal  therapy  instituted.  There  were 
no  recoveries. 

The  case  reported  here  is  the  first  such 
instance  involving  a Starr-Edwards  valve. 
The  patient  sustained  at  least  three  com- 
plications of  open-heart  surgery  and  pros- 
thetic valve  replacement,  the  development 
of  left  bundle-branch  block,  calcium  em- 
bolization, and  fatal  infection.  The  infec- 
tion probably  first  developed  one  month 
postoperatively  with  fever  and  syncope 
secondary  to  a ruptured  mycotic  aneurysm. 
During  the  two  and  a half -month  duration 
of  illness,  she  developed  most  of  the  classi- 
cal signs  of  bacterial  endocarditis,  including 
the  development  of  a diastolic  murmur, 
fever,  and  major  arterial  embolizations. 
There  were  numerous  possibilities  for 
portals  of  entry  including  cardiac  cathe- 
terization, surgery,  and  indwelling  cathe- 
ters. 

The  clinical  diagnosis  ante  mortem 
was  bacterial  endocarditis,  with  serious 
consideration  being  given  to  a fungal  cause. 
However,  diligent  search  for  fungal  or- 
ganisms proved  unrewarding.  As  in  the 
7 previous  cases,  massive  antibiotic  therapy 
was  administered,  and  this  may  have 


accelerated  the  pace  of  the  already  estab- 
lished fungal  infection. 

Antifungal  therapy  could  not  be  adminis- 
tered since  the  organism  was  not  isolated. 
Surgical  intervention,  with  removal  of  the 
infected  valve,  was  planned  after  a trial 
of  antibiotics,  but  the  patient’s  rapid 
deterioration  precluded  this.  Some  authors 
have  alluded  to  the  difficulty  in  sterilizing 
prostheses  infected  with  bacteria,  and  it 
would  seem  that  this  would  be  even  more 
difficult  in  the  presence  of  large  fungal 
vegetations.21 

Blood  cultures  and  vegetations  failed  to 
grow  Aspergillus,  although  postmortem 
heart  blood  grew  out  a “mold”  which  was 
discarded  as  a contaminant.  The  final 
diagnosis,  therefore,  was  based  on  morpho- 
logic identification  of  the  fungus.  The 
vegetations  and  emboli  contained 
“numerous,  filamentous,  branding,  septate 
mycelium,  all  oriented  in  the  same  direc- 
tion,” which  as  Littman  has  pointed  out, 
“is  characteristic  of  Aspergillus.”22 

Fungal  endocarditis  should  be  suspected 
in  any  patient  with  clinical  manifestations 
of  endocarditis  or  with  negative  blood 
cultures  and  a poor  response  to  antibiotics, 
especially  following  cardiac  surgery  and  in 
the  presence  of  intracardiac  foreign  ma- 
terial.7 The  only  available  agent,  ampho- 
tericin B,  has  been  uniformly  unsuccessful 
in  the  treatment  of  fungal  endocarditis 
without  surgical  intervention.4-23  The 
difficulty  in  achieving  fungal  cure  is  prob- 
ably caused  by  the  large  size  of  the  fungal 
vegetations  and  the  availability  of  only 
a static  agent.  Surgical  intervention  may 
effect  a cure  by  removing  the  nidus  of  in- 
fection. 

A new  agent,  X-5097C,  purported 
to  be  effective  in  aspergillosis12  but  ineffec- 
tive in  disseminated  candidiasis,  has  not 
fulfilled  its  original  expectations.13 

Most  recently,  the  use  of  long-term 
antibiotic  prophylaxis,  preoperatively  and 
postoperatively,  has  apparently  been  effec- 
tive in  decreasing  the  incidence  of  bacterial 
endocarditis,  without  any  reported  in- 
creased incidence  of  fungal  superinfec- 
tion.  24,25  For  the  present,  such  prophylaxis 
would  seem  justified,  in  view  of  the  severity 
of  prosthesis  infections  with  bacteria. 
There  is  presently  no  adequate  prophy- 
lactic agent  against  fungal  infections  on 
prostheses.26 
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Summary 

The  case  history  and  pathologic  findings 
of  a patient  who  developed  a clinical  course 
compatible  with  that  of  bacterial  endo- 
carditis following  Starr-Edwards  valve  re- 
placement is  presented.  Postmortem  ex- 
amination revealed  massive  vegetations  on 
the  prosthesis  with  multiple  septic  emboli 
due  to  Aspergillus. 

The  incidence  of  bacterial  endocarditis 
following  prosthetic  replacement  is  1 to  4 
per  cent.  Fungal  endocarditis  is  less 
frequent.  Prior  to  this,  there  have  been 
19  cases  of  fungal  endocarditis  following 
cardiac  surgery,  all  but  2 due  to  Candida 
species.  The  second  postoperative  case 
due  to  Aspergillus  is  presented  here.  The 
clinical  features  of  Aspergillus  endocarditis 
are  not  unique  from  those  of  any  other 
fungal  endocarditis.  Prominent  manifesta- 
tions include  fever  and  major  arterial 
embolization.  Pathologically,  there  are 
large  vegetations. 

The  prior  cases  have  been  briefly  re- 
viewed. Medical  therapy  has  been  uni- 
formly unsuccessful,  largely  because  of 
failure  to  identify  the  causative  agent. 

A fungal  cause  should  be  suspected  in 
postoperative  cases  with  clinical  manifesta- 
tions of  endocarditis,  fever,  negative  blood 
cultures,  and  poor  response  to  adequate 
antibiotic  therapy.  Special  cultural  tech- 
nics may  be  required  for  diagnosis.  Sur- 
gical intervention  may  be  necessary  to 
achieve  cure  with  fungal  infections  on 
prosthetic  valves. 

Ill  East  210th  Street 
The  Bronx,  New  York  10467 
(Dr.  Rubin) 
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Acute  appendicitis  is  rare  in  the  first 
year  of  life,  is  uncommon  in  the  second 
year,  and  from  then  on  occurs  with  increas- 
ing frequency.  It  is  so  unusual  before  the 
age  of  three  that  perforation  usually  takes 
place  before  the  diagnosis  is  made.  The 
clinical  manifestations  of  acute  appen- 
dicitis in  the  adult  and  child  are  frequently 
straightforward.  Unfortunately,  in  the 
infant  the  variability  of  symptomatology 
makes  it  difficult  to  diagnose  the  disease 
prior  to  perforation  and  peritonitis.  The 
practicing  physician  or  pediatrician  in  the 
course  of  a year  may  see  many  febrile 
infants  with  vomiting  and  pain  in  the 
abdomen.  If  the  diagnosis  of  appendicitis 
were  seriously  entertained  on  all  of  these,  a 
great  deal  of  unnecessary  surgery  with  some 
concomitant  fatality  would  undoubtedly 
result.  Nonetheless,  it  should  be  rec- 
ognized that  acute  appendicitis  with  fatal 
sequel  can  and  does  appear  in  the  neonate. 

Case  report 

An  eleven-day-old,  white  male  was 
admitted  to  the  Ellis  Hospital  with  fever 
of  one  day’s  duration.  The  infant  was  full 
term  and  weighed  6 pounds,  14  ounces  at 
birth.  Delivery  was  normal  and  spon- 
taneous, and  the  baby  was  sent  home  with 
the  following  formula:  evaporated  milk,  7 


ounces;  water,  14  ounces;  and  maltose- 
dextrins  carbohydrate  ( Dextri-Meltose), 
one  tablespoon.  Bowel  movements  were 
unformed  for  about  one  week,  but  this 
situation  responded  to  a combination  of 
kaolin  and  pectin  (Kaopectate)  added  to 
the  formula.  Up  to  one  day  prior  to 
admission  the  infant  appeared  well  and 
took  5 to  6 feedings  of  3 ounces  per  twenty- 
four  hours.  On  the  day  before  admission, 
manifestations  of  crampy  pain  in  the 
abdomen  were  noted.  The  temperature 
was  101  F.  rectally.  A cool  tap-water 
enema  was  given  with  return  of  a large 
amount  of  stool.  This  was  repeated  with 
apparent  benefit  three  hours  later,  but  the 
baby  vomited  twice  and  began  taking  only 
half  his  usual  feeding.  At  this  point,  he 
was  admitted  to  the  hospital.  Admission 
weight  was  6 pounds,  12  ounces.  The 
physical  examination  was  not  remarkable 
except  that  the  abdomen  was  distended  and 
firm.  Bowel  sounds  were  present.  Lab- 
oratory data  revealed  a hemoglobin  of 
18.3  Gm.  per  100  ml.  with  a hematocrit  of 
53.  The  leukocyte  count  was  25,000  per 
cubic  millimeter  with  a differential  count  of 
72  neutrophils,  25  lymphocytes,  1 eosino- 
phil, and  2 monocytes.  The  serum  sodium 
was  143,  potassium  5,  and  chlorides  110 
mEq.  per  liter  of  blood.  Throat  culture 
yielded  coagulase-positive  staphylcocci,  as 
well  as  the  usual  bacterial  flora.  A chest 
x-ray  film  suggested  a diagnosis  of  pneu- 
monia in  the  upper  lobe  of  the  right  lung, 
and  antibiotic  therapy  was  administered. 
The  temperature  dropped  to  99  F. 

On  the  second  hospital  day  the  abdomen 
was  still  distended,  and  at  this  time  no 
bowel  sounds  could  be  heard.  Diagnoses 
of  partial  intestinal  obstruction,  appen- 
dicitis, and  peritonitis  were  entertained, 
but  the  infant’s  condition  was  so  precarious 
that  surgical  intervention  was  out  of  the 
question.  Death  occurred  thirty-six  hours 
after  admission. 

Autopsy  revealed  acute  diffuse  peritoni- 
tis. The  ileocecal  area  was  the  seat  of  an 
intense  inflammatory  exudative  mass.  On 
dissection  a gangrenous  appendix  was 
found  (Fig.  1). 

Comment 

Neonatal  acute  appendicitis  is  a rare 
disease,  having  been  reported  approx- 


July  1,  1969  / New  York  State  Journal  of  Medicine  1929 


FIGURE  1.  Microscopic  section  showing  acute 
gangrenous  appendicitis  (hematoxylin  and  eosin 
stain). 


imately  12  times  up  to  1965. 1 There  has 
been  a great  reduction  in  the  morbidity 
and  mortality  rate  from  acute  appendicitis 
since  pathologist  Reginald  Fitz  first  de- 
scribed the  diagnosis  and  treatment  of  this 
disease.  At  the  present  time  the  mortality 
rate  for  appendicitis  approaches  zero  in 
adults,  but  this  situation  does  not  prevail 
in  infants.  Fields,  Maiditch,  and  Roth- 
man2 in  a ten-year  survey  of  acute  appen- 
dicitis occurring  in  the  first  three  years  of 
life  in  patients  at  the  Los  Angeles  County 
Hospital  reported  that  the  incidence  of 
perforation  was  81  per  cent  and  the 
mortality  rate  13  per  cent  in  38  cases.  In  a 
compilation  of  the  literature  these  same 
authors  found  39  infants  up  to  age  two 
months  who  developed  acute  appendicitis, 
25  of  whom  died.  Thus  it  would  seem 
that  acute  appendicitis  in  early  life  has 
been  and  continues  to  be  a lethal  disease. 

The  differential  diagnosis  and  the  criteria 
establishing  the  diagnosis  of  acute  appen- 
dicitis in  the  infant  are  quite  different 


from  those  in  the  adult.  The  protective 
responses  to  overwhelming  infection  from 
peritonitis  in  early  life  are  not  so  effective 
as  in  the  adult.  Reasons  for  this  are 
poor  intraperitoneal  localization  of  in- 
fection because  of  a short,  incompletely 
developed  omentum  and  the  incomplete 
establishment  of  immune  defenses  normally 
present  in  the  older  child  and  adult. 
Early  diagnosis  is  of  utmost  importance 
because  of  the  high  incidence  of  perforation 
and  the  rapidly  advancing  course  of  the 
disease.  The  usual  clinical  manifestations 
of  vomiting  and  localized  pain  or  tenderness 
may  be  extremely  difficult  or  impossible  to 
elicit  in  the  infant.  Irritability,  restless- 
ness, vomiting,  fever,  tachycardia,  and 
leukocytosis  may  occur  with  such  frequency 
in  infancy  that  appendicitis  is  far  down  on 
the  list  of  differential  diagnoses  and  in 
some  instances  becomes  a disease  of 
exclusion.  The  small  number  of  deaths 
that  result  from  acute  appendicitis  in  early 
life  does  not  diminish  the  individual 
catastrophe. 

Summary 

The  details  of  an  instance  of  death  from 
gangrenous  appendicitis  in  a thirteen-day- 
old  infant  are  related.  The  diagnosis  of 
appendicitis  in  early  life  is  difficult  to  make, 
and  the  mortality  rate  remains  high  in  this 
age  group. 
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T he  hand  is  exposed  to  many  varied  and 
complex  injuries  from  machines  with 
rapidly  moving  parts  and  cutting  and  com- 
pression devices.  These  injuries  fre- 
quently present  unusual  problems  of  emer- 
gency and  late  reconstructive  surgery. 
This  presentation  will  cover  some  phases 
of  these  injuries  by  analyzing  2 specific 
cases  with  discussions  of  diagnosis,  immedi- 
ate treatment,  and  late  surgery. 

Case  reports 

Case  1.  This  patient  was  a thirty- 
year-old  Negro  male,  employed  at  a hook 
manufacturing  plant.  While  at  a book 
paper  edging  and  cutting  machine,  his 
left  hand  was  caught  in  a rapidly  descend- 
ing knife,  and  he  suffered  amputations  of 
the  four  fingers  at  the  metacarpal  pha- 
langeal joint  level.  The  thumb  was  not 
damaged.  The  initial  x-ray  film  revealed 
a small  segment  of  the  proximal  phalanx 
of  the  index  finger  still  remaining,  but  there 
was  complete  loss  of  the  middle,  ring,  and 
little  fingers.  Immediate  surgery  con- 
sisted of  simple  closure  at  the  amputation 
site  with  careful  preservation  of  the  remain- 
ing small  segment  of  the  index  finger. 
This  proved  to  be  of  considerable  value  in 
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the  final  reconstruction  and  the  unusual 
event  following  reconstruction. 

The  thumb  is  the  most  important  digit 
of  the  hand  when  employed  with  the  other 
fingers,  but  alone  it  is  almost  useless. 
Therefore,  the  construction  of  a post  on  t he 
remnant  of  the  index  finger  would  give  the 
thumb  a stable  object  against  which  to 
pinch  and  thereby  restore  a fair  percentage 
of  hand  function.  This  post  was  con- 
structed in  the  usual  manner  by  a tubed 
pedicle  on  the  thorax,  stabilized  with  a 
slightly  curved  iliac  bone  graft  fixed  to  the 
small  remnant  of  the  proximal  phalanx  of 
the  index  finger.  Slight  flexion  of  the  post 
resulted,  probably  from  small  remaining 
elements  of  the  lumbrical  and  interosseous 
muscle  tendons. 

He  returned  to  his  original  work  at  the 
machines.  After  working  for  almost  a 
year,  he  accidentally  and  forcibly  struck 
the  post  against  the  side  of  the  machine, 
heard  an  audible  snap,  and  noticed  false 
motion.  An  x-ray  film  revealed  that  the 
iliac  bone  graft  had  fractured.  This  was 
immediately  immobilized  by  two  Kirschner 
wires.  The  prognosis  appeared  poor  since 
it  has  been  shown  experimentally  that  bone 
grafts  placed  within  the  fat  layer  of  the 
abdominal  or  thoracic  wall  soon  lose  con- 
siderable amounts  of  bone  substance. 
The  tubed  pedicle  flap  is  analogous  to  that 
tissue,  and  it  was  feared  that  not  only 
would  the  fracture  not  heal  but  the  bone 
graft  would  also  be  absorbed.  However, 
the  bone  graft  not  only  survived,  but  the 
fracture  also  actually  healed  in  approxi- 
mately seven  months.  It  may  be  sur- 
mised that  the  blood  supply  about  the 
bone  graft  within  its  pedicle  fat  bed  was 
supplemented  with  enough  blood  supply 
coming  from  the  remnant  of  the  proximal 
phalanx  to  achieve  healing  of  the  fracture. 
May  it  be  stated  further  that  the  bone 
graft  also  reflected  increased  healing  since 
it  had  become  a functioning  element.  This 
has  followed  the  general  principle  of 
Wolff’s  law,  “change  of  function  results 
in  change  of  internal  structure.” 

Case  2.  This  patient  was  a twenty- 
three-year-old  white  male  whose  right 
hand  and  forearm  were  caught  between 
the  rollers  of  a printing  press  with  less  than 
1 inch  distance  between  the  rollers.  As 
the  elbow  was  reached,  the  machine  stopped 
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and  there  was  no  further  action  other  than 
the  initial  compression.  There  were  dis- 
locations of  middle  and  ring  fingers  and 
fractures  of  the  pisiform,  second  meta- 
carpal, and  the  proximal  phalanx  of  the 
little  finger.  The  fractures  were  all  in 
good  position  and  offered  no  problem. 
The  forearm  was  moderately  swollen  but 
extremely  firm  without  any  fluctuation. 
There  was  no  break  in  the  skin,  and  the 
skin  circulation  was  unimpaired.  The 
diagnostic  sign  of  immediate  importance 
was  inability  to  move  the  fingers  beyond 
the  range  of  a few  degrees,  although  sensa- 
tion was  present.  Therefore  a diagnosis 
was  made  of  crush  injury  of  the  forearm 
musculature  with  subfascial  hematoma, 
which,  if  not  immediately  corrected,  would 
result  in  a few  hours  in  compression 
ischemia  of  the  musculature.  The  end 
result  of  this  condition  is  a Volkmann  type 
of  ischemic  contracture.  Since  the  patient 
had  had  a large  meal  just  before  the 
accident  and  immediate  surgery  was  essen- 
tial, the  operation  was  performed  under 
local  anesthesia.  The  skin  on  both  ven- 
tral and  dorsal  surfaces  of  the  forearm  was 
incised  from  elbow  to  wrist,  and  only 
minimal  hematoma  was  found.  However, 
the  fascia  was  purple  and  bulging.  The 
fascia  was  then  incised  from  elbow  to 
wrist  on  both  surfaces,  and  crushed  muscle 
and  blood  burst  through  the  incisions. 
The  fascia  and  skin  retracted  more  than 
IV2  inches.  The  wounds  were  dressed 
with  bismuth  tribromophenate  (Xeroform)- 
impregnated  gauze  and  voluminous  dress- 
ing. Six  days  later,  dressing  was  done 
under  general  anesthesia  in  the  operating 
room.  There  was  no  obvious  gross  loss 
of  muscle  tissue,  and  both  defects  were 
covered  by  thin  split-thickness  skin  grafts. 
There  was  complete  take  of  these  grafts. 


Within  five  months,  the  thin  grafts  on  the 
dorsum  of  the  forearm  contracted  enough 
to  permit  excision  of  the  graft  and  primary 
closure  of  the  adjacent  skin  and  fat  tissue. 
Meanwhile  95  per  cent  of  function  of  the 
fingers  returned  with  the  exception  of  some 
diminution  of  thumb  extension.  Four 
months  later  the  contracted  graft  on  the 
flexor  surface  was  excised  and  the  adjacent 
skin  reapproximated  60  per  cent.  Al- 
though the  major  abnormal  condition  in- 
volved the  forearm,  the  potential  loss  of 
function  involved  the  entire  hand. 

Summary 

Two  cases  have  been  presented  illustrat- 
ing unusually  severe  injuries  of  the  hand 
with  discussion  of  the  immediate  treatment 
that  preserved  all  tissue  available  and 
prevented  further  damage  to  the  already 
injured  structures.  These  considerations 
are  essential  for  the  future  reconstruction 
of  the  hand. 

Case  1 illustrated  the  importance  of  the 
preservation  of  a very  small  segment  of 
bone  that  became  essential  in  the  final 
healing  of  the  grave  complication  of  frac- 
tured bone  graft.  This  healed  with  un- 
expected success. 

Case  2 illustrated  the  importance  of 
early  diagnosis  and  immediate  surgical 
release  of  increasing  hematoma  with 
crushed  musculature  to  prevent  eventual 
severely  crippling  Volkmann’s  type  of 
ischemia  contracture. 

Despite  the  severity  of  the  injuries,  both 
patients  were  able  to  return  to  their  orig- 
inal type  of  work  with  efficiently  func- 
tioning hands. 
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Death  in  asthmatic  children  and  adults 
is  a comparatively  rare  occurrence  with  an 
estimated  frequency  of  1.5  fatalities  per 
1,000  patients  each  year.1  Numerous  con- 
tributory factors  including  infection  have 
been  identified. 

Two  notable  findings  occurred  in  a 
recent  postmortem  examination  of  an 
asthmatic  infant.  Mima  polymorpha*  was 
isolated  in  pure  culture  from  both  lung 
tissue  and  blood,  and  hyaline-like  mem- 
branes were  observed  on  microscopic  ex- 
amination of  the  lungs.  The  latter  finding 
has  only  recently  been  associated  with 
asthma.  Mima  polymorpha  has  not  been 
isolated  previously  in  asthma,  to  our 
knowledge. 

* Mima  polymorpha,  originally  described  by  DeBord  in 
1939, 2 is  a gram-negative,  nonmotile,  nonspore-forming, 
aerobic  pleomorphic  diplobacillus  which  grows  well  on 
simple  agar.  It  is  generally  biochemically  inert  with  the 
specific  reactions  noted  in  the  text.  This  organism  has 
been  associated  with  a wide  variety  of  infections  but  is  also 
part  of  the  normal  flora  of  the  skin.  Considerable  tax- 
onomic controversy  exists  and  several  other  designations  have 
been  proposed,  expecially  Achromobacter  lwoffi.  We  have, 
however,  retained  the  original  term  as  has  been  done  in 
most  of  the  previous  reports. 


A twenty-two-monlh-old  Negro  female 
infant,  know  to  be  asthmatic,  was  dead  on 
arrival  at  the  emergency  room.  A cold, 
cough,  and  fever  had  occurred  for  four 
days,  and  wheezing  for  about  one  day, 
prior  to  death.  She  had  received  oral 
medications  prescribed  by  a pediatric- 
allergist  including  ephedrine,  glyceryl  guai- 
acolate  (Robitussin),  and  ampicillin  at 
home  for  about  six  weeks.  At  about  8:45 
a.m.,  after  wheezing  throughout  the  night, 
her  grandmother  noticed  she  had  stopped 
breathing.  Within  twenty  minutes  she 
had  been  taken  to  the  emergency  room 
where  resuscitative  efforts  including  endo- 
tracheal intubation  with  oxygen,  intra- 
cardiac epinephrine,  sodium  bicarbonate, 
isoproterenol  hydrochloride  (Isuprel)  ad- 
ministration, and  external  cardiac  massage 
proved  unavailing. 

She  had  been  a full-term  infant  and  had 
received  3 diphtheria,  pertussis,  tetanus, 
and  3 poliomyelitis  (Salk  vaccine)  vac- 
cinations. Her  father  was  asthmatic.  At 
the  age  of  t hirteen  months  she  was  admitted 
to  the  hospital  with  asthmatic  bronchitis 
and  pneumonia  in  the  upper  lobe  of  the 
right  lung.  She  was  treated  successfully 
with  epinephrine,  oxygen,  steam,  and 
penicillin. 

Her  second  admission,  at  the  age  of 
fifteen  months,  was  for  otitis  media, 
pneumonitis,  and  asthma.  Treatment  in- 
cluded penicillin  initially,  followed  by 
ampicillin;  ephedrine  hydrochloride,  phe- 
nobarbital,  theophylline  calcium  salicylate, 
and  potassium  iodide  (Quadrinal);  and 
humidified  oxygen,  with  gradual  recovery. 
Sweat  sodium  concentration  was  20.8 
mEq.  per  liter.  A barium  swallow  did 
not  reveal  a tracheoesophageal  fistula  or 
vascular  ring  and  was  otherwise  normal. 
Status  asthmaticus  and  bronchopneumonia 
caused  her  third  and  last  admission,  six 
weeks  prior  to  her  death.  On  physical 
examination  she  weighed  24  pounds  and 
was  31  inches  tall,  temperature  was  103  F., 
and  respiration  rate  was  100  per  minute. 
Marked  dyspnea  with  prolonged  expiration, 
wheezing,  poor  air  entry,  and  bubbling 
rales  were  noted.  Therapy  included  intra- 
venous fluids,  hydrocortisone,  ampicillin, 
and  one  dose  of  intravenous  aminophylline. 
She  improved  dramatically  and  was  dis- 
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FIGURE  1.  Dense,  homogeneous,  hyaline-like 
membranes  lining  the  alveolar  walls  (hematoxylin 
and  eosin  stain  X 160). 


charged  after  one  week’s  treatment  with 
ampicillin,  187  mg.  per  day;  ephedrine, 
24  mg.  per  day;  and  glyceryl  guaiacolate. 

No  bacterial  pathogens  were  grown  from 
nose  and  throat  cultures,  and  blood 
cultures  were  sterile  on  each  admission. 
Serum  immunoglobulin  levels  at  one  year 
of  age  were  immunoglobulin  G of  990, 
immunoglobulin  A of  33,  and  immuno- 
globulin M of  126,  all  results  in  milligrams 
per  100  ml.  These  values  are  within 
normal  limits  for  her  age  except  for  a 
slightly  elevated  immunoglobulin  M. 

Several  hemoglobulin  determinations  were 
within  normal  limits.  Leukocytosis  was 
noted  with  each  infection.  An  eosinophilia 
of  12  per  cent  was  noted  during  the  first 
admission.  Sickle-cell  preparations  gave 
negative  results,  and  urinalyses  were  within 
normal  limits.  The  Tine  test  gave  neg- 
ative results.  Serum  sodium,  potassium, 
chloride,  and  glucose  concentrations  were 


within  normal  limits  when  determined 
during  the  last  hospitalization.  Between 
admissions  she  had  received  hyposensitiza- 
tion therapy  of  1:1,000  dilutions  of  dust 
extract  and  catarrhal  combined  vaccine. 
Her  last  immunization  was  six  weeks  prior 
to  death.  Intradermal  skin  tests  including 
dust,  molds,  and  pollen  antigens  gave 
negative  results. 

A postmortem  examination  was  per- 
formed four  hours  after  death.  The  body 
was  that  of  a well-developed  and  well- 
nourished  infant.  No  petechiae  were 
noted.  The  lungs  were  voluminous  (225 
Gm.),  with  several  areas  of  consolidation. 
The  major  bronchi  and  bronchioles  were 
plugged  with  a thick,  tenacious  mucus. 
No  pneumothorax  or  subcutaneous  em- 
physema was  present.  The  heart  was  not 
dilated.  The  thymus  and  adrenal  glands 
were  normal.  An  extensive  visceral  con- 
gestion was  observed.  There  was  no 
evidence  of  central  nervous  system  in- 
fection. 

Microscopic  examination  of  the  lungs 
showed  numerous  areas  of  atelectasis 
alternating  with  emphysema.  In  some 
areas  the  alveolar  walls  were  disrupted. 
Interstitial  pneumonitis  with  infiltration  of 
the  alveolar  walls  by  polymorphonuclear 
leukocytes  and  monocytes  was  observed. 
Dense,  homogeneous,  hyaline-like  mem- 
branes lined  the  alveolar  walls  and  ducts, 
especially  in  atelectatic  areas  (Fig.  1.). 
Inspissated  mucus  mixed  with  a large 
number  of  eosinophils  and  a few  poly- 
morphonuclear leukocytes  filled  the  large 
bronchi  and  small  bronchioles  (Fig.  2), 
thickened  basement  membranes  and  mus- 


FIGURE  2.  (A)  Large  bronchus  with  mucus  plug  mixed  with  eosinophils  and  leukocytes  (hematoxylin  and 
eosin  stain).  (B)  Thickened  basement  membrane  and  peribronchial  eosinophilic  infiltration  (hematoxylin 
and  eosin  stain  X 180). 
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FIGURE  3.  Medium-size  bronchus  showing  muscu- 
lar hypertrophy  (hematoxylin  and  eosin  stain  X 
130). 


cular  hypertrophy  were  also  noted  (Fig. 
3).  Peribronchial  lymph  nodes  were 
hyperplastic  and  showed  a mixture  of 
inflammatory  cells,  plasma  cells,  and  eo- 
sinophils. The  heart  showed  slight  hyper- 
trophy of  the  myocardial  fibers,  especially 
in  the  left  ventricle.  No  significant  ab- 
normalities were  found  in  the  liver,  adrenal 
glands,  spleen,  or  other  organs.  No  in- 
volutional changes  were  observed  in  the 
thymus. 

Bacteriologic  studies  of  the  heart  blood 
and  lung  tissue,  which  were  obtained 
under  sterile  conditions  four  hours  after 
death,  revealed  gram-negative  pleomorphic 
diplobacilli  which  did  not  ferment  lactose 
and  which  grew  in  pure  culture  on  human 
blood  agar  and  MacConkey  agar.  No 
utilization  of  carbohydrate  occurred  on 
triple-sugar  iron  agar  or  on  oxidation- 
fermentation  media  containing  maltose, 
mannitol,  dextrose,  or  sucrose.  Indole, 
urea,  nitrate,  and  oxidase  reactions  were 
all  negative.  Catalase  reaction  was  posi- 
tive. Citrate  reaction  was  very  slowly 
positive.  On  Sellers  differential  medium 


the  typical  reaction  of  Mima  polymorpha 
was  noted.  This  organism  was  submitted 
for  identification  to  another  laboratory, 
and  the  same  findings  were  reported  by 
Mr.  Edward  Bottone,  City  Hospital  Center 
at  Elmhurst,  New  York.  Agglutination 
with  commercially  available  Mima  anti- 
sera,* confirmed  the  identification.  Sensi- 
tivity tests  using  antibiotic  disks*  showed 
the  organism  to  be  sensitive  to  penicillin, 
2 units;  chloramphenicol,  5 micrograms; 
erythromycin,  51  micrograms;  polymyxin 
B,  50  units;  neomycin,  5 micrograms;  and 
cephalothin,  30  micrograms.  It  was  re- 
sistant to  oxacillin,  1 microgram;  kana- 
mycin,  30  micrograms;  tetracycline,  30 
micrograms;  sulfisoxazole  (Gantrisin),  0.25 
mg.;  streptomycin,  10  micrograms;  and 
lincomycin  hydrochloride  monohydrate 
(Lincocin),  2 micrograms.  It  was  resistant 
to  ampicillin  at  a 2 micrograms  per  milli- 
liter concentration  and  very  sensitive  to 
10  micrograms  per  milliliter  concentration. 

Comment 

This  infant  died  at  home  after  rapidly 
progressive  respiratory  distress.  Numer- 
ous bronchial  plugs,  emphysema,  atelec- 
tasis, and  pneumonitis,  and  typical  lesions 
of  fatal  asthma  were  found  at  post- 
mortem examination.  The  diffuse  hyaline- 
like membrane  changes  observed  in  this 
case  w'ere  recently  recognized  in  fatal 
cases  of  asthma.3  The  formation  of  such 
membranes  may  be  related  to  the  loss  of 
surfactant.3  Pancreatitis,  adrenal  lesions, 
pulmonary  hemorrhage,  and  cardiac  dilata- 
tion which  have  been  noted  occasionally  in 
previous  reviews  were  not  found  at  this 
postmortem  examination. 4 

Death  in  asthmatic  patients  has  been 
associated  with  aminophylline  intoxication 
and  excessive  sedation,  but  such  medica- 
tions were  not  administered  during  the 
patient’s  terminal  illness.  Cystic  fibrosis 
and  hypogammaglobulinemia  were  ex- 
cluded as  complicating  factors  in  this  case. 
The  moderate  increase  in  serum  immuno- 
globulin M level  may  have  reflected 
previous  infections. 

To  our  knowledge,  isolation  of  Mima 
polymorpha  has  not  been  reported  pre- 
viously in  an  asthmatic  infant  before  or 

* Difco  Laboratories,  Detroit,  Michigan. 
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after  death.  The  organism  was  isolated  in 
pure  culture  from  specimens  of  lung  tissue 
and  heart  blood  obtained  under  sterile 
conditions  at  postmortem  examination 
which  was  performed  within  four  hours 
after  death.  Bacteriologic  study  of  the 
autopsy  tables,  walls,  floor,  and  atmosphere 
of  the  mortuary  failed  to  reveal  this 
organism.  For  these  reasons,  as  well  as 
the  occurrence  of  pneumonia,  the  organism 
was  believed  to  have  been  a significant 
pathogen  rather  than  a contaminant, 
although  there  had  been  no  opportunity 
for  premortem  isolation.  Positive  blood 
cultures  and  pneumonia  have  been  observed 
previously  in  3 of  7 infants  infected  with 
Mima  in  San  Juan,  Puerto  Rico.5  Recent 
surveys  of  normal  individuals  have  re- 
vealed this  organism  in  the  upper  respira- 
tory tracts  of  1 per  cent  of  children  and  in 
skin  cultures  of  10  per  cent  of  children  and 
adults.  There  were  no  isolations  made 
from  rectal  swabs  in  children.  Nearly  all 
children  over  one  year  of  age  had  anti- 
bodies against  Mima.6,7  These  bacteria 
have  been  identified  as  a rare  cause  of 
both  superficial  and  deep  infection,  in- 
cluding sepsis  and  meningitis.  The  latter 
have  been  associated  with  a 27  to  40  per 
cent  case  fatality  rate.8  The  range  of 
pathogenicity  of  this  organism  has  been 
previously  reviewed.9 

Sensitivity  patterns  are  unpredictable. 
This  organism  is  usually  resistant  to 
penicillin  and  sulfonamides.  Tetracycline 
is  generally  believed  to  be  the  drug  of 
choice.9,10  In  this  instance,  chlorampheni- 
col, penicillin,  neomycin,  cephalothin, 
erythromycin,  and  streptomycin  might  have 
been  effective  but,  with  the  exception  of 
penicillin,  these  are  rarely  used  as  initial 
antibiotics  in  the  absence  of  in  vitro 
sensitivity  determinations.  The  sensitivity 
of  this  isolate  to  penicillin  is  unusual  for 
Mima.  The  small  oral  doses  of  ampicillin, 
18  mg.  per  Kg.,  administered  in  this  case 
are  unlikely  to  have  given  a sufficient 
serum  concentration  to  overcome  the  Mima 
infection. 

A basic  difficulty  in  determining  the  role 
of  the  Mimeae  in  respiratory  and  other 
infections  are  the  requirements  for  precise 
bacteriologic  identification.  The  standard 
fermentation  tests,  nitrate  reduction, 


motility  testing,  and  demonstration  of 
pleomorphic  character  on  gram  stain  must 
be  included.  The  frequency  of  Mima 
polymorpha  in  the  respiratory  tract  of 
children  with  asthma,  cystic  fibrosis,  and 
others  with  recurrent  infection  has  not 
been  determined.  Studies  of  the  sinuses 
in  asthmatic  patients  and  of  the  lower 
respiratory  tract  in  adults  with  broncho- 
pulmonary disease  have  revealed  the  usual 
pathogens.11-13  Mima  has  not  been  iden- 
tified in  these  surveys. 

It  is  hoped  that  this  report  will  stimulate 
careful  bacteriologic  surveys  in  asthmatic 
patients  to  determine  the  frequency  and 
pathogenic  significance  of  Mima  poly- 
morpha. 

Summary 

Postmortem  examination  of  an  asth- 
matic infant  demonstrated  hyaline-like 
membranes  in  sections  of  the  lung  and  a 
pure  culture  of  Mima  polymorpha  from 
lung  tissue  and  blood.  The  role  of  Mima 
polymorpha  in  asthma  and  other  severe 
respiratory  infections  is  not  as  yet  known. 
The  pathogenesis  of  hyaline-like  mem- 
branes is  speculative. 
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P ROFESSIONAL  LIABILITY  INSURANCE 

rates,  ever  on  the  rise,  have  become  a 
major  concern  to  physicians  everywhere. 
As  an  underwriter  of  this  type  of  insurance, 
we  are  partners  in  this  concern.  A review 
of  malpractice  actions,  involving  physicians 
practicing  in  the  State  of  New  York,  was 
made  in  an  attempt  to  identify  the  problems 
and  to  assist  the  physicians  in  their  control. 

In  reviewing  the  files  involving  the 
specialty  of  orthopedics,  various  patterns 
emerged.  We  found  that  malpractice  ac- 
tivities tended  to  group  themselves  pri- 
marily around  relationships  and  communi- 
cations, although  technics  and  procedures 
were  also  involved.  We  are  presenting 
these  groupings  with  representative  case 
studies  in  an  effort  to  point  out  some  of  the 
actions  to  avoid,  and  actions,  if  taken,  that 
might  influence  the  initiation  or  outcome  of 
a malpractice  action. 

Need  tor  really  listening 

In  this  busy  complex  world,  people-to- 
people  relationships  have  broken  down. 
We  are  too  busy  to  listen,  really  listen. 
We  hear  the  sounds  others  make,  but  we 
fail  “to  give  heed  or  to  give  regard  with 
care,”  which  is  what  Webster  says  listening 
is.  Patients  complain,  perhaps  they  are 
heard,  but  all  too  often  nobody  is  really 
listening. 


Case  1.  A female  patient  was  treated  for 
bursitis  of  the  left  shoulder  by  a series  of  injec- 
tions. Following  the  series  she  continued  to 
complain  of  severe  pain  in  her  shoulder.  The 
physician  dismissed  the  complaints  as  being 
caused  by  previously  diagnosed  bursitis.  He 
never  checked  into  the  complaints.  An  abscess 
of  the  shoulder  went  untreated  for  several 
months  and  resulted  in  permanent  disability  of 
the  shoulder. 

Case  2.  A male  patient  underwent  a tendon 
repair  of  his  left  foot.  Following  the  surgical 
repair,  the  foot  was  forcefully  dorsiflexed  and 
put  in  a cast.  In  the  succeeding  weeks,  the 
patient  kept  complaining  of  the  cast  being  too 
tight.  These  complaints  were  dismissed  because 
the  patient  appeared  to  be  a chronic  complainer 
and  had  had  a history  of  mental  illness.  When 
the  cast  was  removed,  a large  pressure  sore  was 
present. 

Case  3.  A female  patient  sustained  a radial 
fracture  in  an  automobile  accident.  It  was  in 
good  alignment  and  was  put  in  a cast.  When 
the  cast  was  being  removed  several  weeks  later, 
the  patient  told  the  physician  that  the  cast  saw 
was  cutting  her  arm.  The  doctor  dismissed  this 
with,  “You  cannot  be  cut  with  this  saw.” 
After  the  cast  was  completely  removed,  an 
8.5-inch  laceration  was  evident.  A year  and  a 
half  later,  an  8.5-inch  slightly  pigmented  scar 
still  remained. 

Tunnel  vision 

The  narrowing  of  perceptions  that  causes 
one  to  look  at  the  patient  as  a specialty 
problem  rather  than  as  a total  human  being, 
complex  and  variable,  is  known  as  tunnel 
vision.  This  narrow  outlook  causes  one 
physician  to  fail  to  recognize  the  need  for 
another  physician’s  opinion  or  for  diag- 
nostic studies. 

Case  4.  Over  a period  of  six  years,  a male 
patient  was  treated  by  a particular  medical 
group.  Each  complaint  was  handled  by  the 
specialist  concerned  with  that  area  of  medicine. 
During  one  visit  to  the  medical  group,  an  inflam- 
mation around  the  toenail  was  noted.  The 
orthopedist  handled  this  phase  of  the  patient’s 
care.  The  infection  spread  and  amputation  of 
the  leg  above  the  knee  was  eventually  necessary. 
Diabetes  was  a contributing  factor.  In  six  years 
of  care  by  the  medical  group  for  a variety  of 
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reasons,  a urinalysis  was  never  done,  and  conse- 
quently the  diabetes  went  unchecked. 

Case  5.  The  patient  came  to  the  orthopedist 
with  symptoms  of  headaches  and  dizzy  spells. 
The  orthopedist  suspected  that  she  had  either  a 
cerebral  aneurysm  or  sinusitis  and  informed  her 
of  this  opinion.  No  diagnostic  studies  were 
done  to  confirm  this  impression,  nor  did  the 
orthopedist  make  it  clear  to  the  patient  that 
she  should  seek  other  medical  help  to  explore 
the  symptoms.  This  patient  was  later  seen  by 
another  physician,  but  only  after  the  symptoms 
were  more  pronounced  and  the  patient  was 
admitted  to  the  hospital.  A spinal  tap  and 
angiogram  confirmed  the  diagnosis  of  cerebral 
aneurysm  which  led  to  paralysis  and  then  death. 

Case  6.  A woman  fell  in  her  home.  Her 
chief  complaint,  as  she  presented  it  to  the 
orthopedist,  was  pain  in  her  hip.  X-ray  films 
were  taken  and  were  interpreted  as  not  showing 
fracture.  The  patient  was  given  medication  for 
pain  and  sleep  and  was  allowed  to  return  home. 
She  was  incapacitated  for  several  days  and  then 
went  to  another  physician,  who  also  took 
roentgenograms  of  the  hip.  These  films  re- 
vealed a fracture  of  the  hip.  The  delay  in 
diagnosis  may  have  contributed  to  nonunion  of 
the  hip  and  a 20  per  cent  disability. 


Hazard  of  infection 

Infections  continue  to  be  a bugaboo  in 
the  lives  of  orthopedists.  Solutions  to  this 
problem,  as  with  many  others,  are  not 
clear-cut.  In  fact,  there  appear  to  be  more 
questions  than  answers.  Here  are  some: 
Are  you  considering  the  before-the-fact 
approach  to  control  the  postoperative  infec- 
tion? This  control  involves  (1)  the  surgery 
environment,  including  scrub  technics, 
yours  and  others  assisting  in  the  procedure, 
operating  room  traffic  control,  and  your 
health  status  and  that  of  your  assistants; 
and  (2)  the  patient’s  recovery  environment, 
such  as  dressing  change  technics,  the  health 
status  of  personnel  working  in  the  area, 
other  patients,  and  visitors.  Have  you 
listened  to  the  patient’s  objective  and  sub- 
jective symptoms?  How  soon  should  anti- 
biotics be  started?  Do  you  play  an  active 
role  in  the  infectious  disease  control  in  the 
hospital  of  which  you  are  a staff  member? 

Case  7.  A twenty-six-year-old  man  sustained 
a crushing  injury  to  his  left  foot  during  the 
course  of  his  employment.  The  physician  did  a 
debridement  and  open  reduction.  Infection 
then  set  in.  In  an  attempt  to  curb  the  infection, 
a partial  amputation  of  the  foot  was  done.  This 
failed  to  halt  the  spread  of  the  infection,  and  a 
below-knee  amputation  was  necessary.  The 


question  of  medical  management  in  this  case 
involved  the  failure  to  cope  with  the  infection 
by  instituting  antibiotic  therapy. 

Case  8.  A male  patient  sustained  a com- 
minuted fracture  of  the  left  hip  in  a fall.  Open 
reduction  and  pinning  were  carried  out.  Four 
days  following  surgery,  symptoms  indicative  of 
wound  infection  appeared.  The  patient  was 
given  antibiotic  therapy  after  sensitivity  studies 
were  done.  One  month  later,  he  was  allowed  to 
go  home.  Two  months  later  the  patient  re- 
turned to  the  hospital  for  removal  of  the  pin 
because  of  osteomyelitis.  During  this  patient’s 
original  hospitalization  the  patient  in  the  next 
bed  had  a sore  throat.  Could  this  have  been  a 
case  of  cross  contamination? 

There  are  many  cases  in  which  the  patient 
is  admitted  to  the  hospital  for  relatively 
minor  surgery,  wound  infection  develops, 
and  the  sum  total  is  a major  disability. 

Case  9.  A patient  was  admitted  to  the 
hospital  for  bilateral  bunionectomy.  Postopera- 
tively,  wound  infection  developed,  resulting  in 
disability  of  one  foot. 

Case  10.  A small  tumor  was  removed  from 
a male  patient’s  knee.  A staphylococcic  infec- 
tion developed  postoperatively. 

Case  11.  A man  entered  the  hospital  for 
a wrist  fusion.  Postoperatively,  streptococcal 
septicemia  developed,  and  the  patient  died. 

Responsibility  of  orthopedist 

The  operative  site  should  be  doubly 
checked  before  the  incision  is  made,  and  the 
incision  carefully  inspected  before  closure. 
The  orthopedist  may  be  held  responsible 
for  the  sponges,  instruments,  and  needles 
left  in  the  wound.  He  may  also  be  held 
responsible  for  operating  at  the  wrong  site, 
no  matter  what  area  has  been  prepared  for 
surgery. 

Case  12.  A male  patient  entered  the  hospital 
for  a spinal  fusion.  Four  days  after  surgery  the 
hip  incision  started  to  drain  and  continued  to 
do  so  for  approximately  five  weeks.  During 
those  five  weeks  he  was  given  antibiotic  therapy 
and  was  then  discharged  from  the  hospital  with 
a draining  wound.  Five  weeks  after  discharge  a 
roentgenogram  was  taken  to  determine  the 
extent  of  the  infection.  This  x-ray  film  showed 
osteomyelitis  and  a radiopaque  sponge.  The 
operative  record  revealed  that  the  sponge  count 
was  reported  as  correct. 

Case  13.  A myelogram  demonstrated  a pro- 
truding disk  in  a male  patient  with  a long  history 
of  low-back  pain.  A laminectomy  was  recom- 
mended. Two  months  after  the  laminectomy, 
paralysis  from  the  waist  down  developed. 
Roentgenograms  were  taken  and  a retained 
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sponge  was  noted.  Additional  surgery  was 
necessary  to  remove  the  sponge  and  to  correct 
the  paralysis. 

Case  14.  A child  was  brought  to  the  hospital 
with  a broken  arm  and  lacerations.  An  order 
for  5,000  units  of  toxin-antitoxin  was  given. 
An  open  reduction  was  performed  and  the  arm 
placed  in  a cast.  Eight  days  postoperatively, 
the  wound  was  found  to  be  infected,  and  a 
clinical  diagnosis  of  tetanus  was  made.  After 
the  death  of  the  child,  investigation  revealed 
that,  the  order  for  toxin-antitoxin  could  not  be 
verified  as  having  been  followed. 

Case  15.  A patient  entered  the  hospital  for 
a repair  of  a torn  ligament  in  the  right  knee. 
The  operating  room  nurse  prepared  the  left  knee 
for  surgery.  Too  late  the  orthopedist  realized 
he  was  working  on  the  wrong  knee.  After 
closure  of  the  left  knee,  the  right  knee  was 
repaired.  Incidentally,  this  patient  was  a 
dancer. 


Danger  of  haste 

Damage  to  other  anatomic  structures 
during  the  course  of  a surgical  procedure 
has  led  to  serious  trouble,  even  to  the  death 
of  patients.  The  clock  cannot  be  beaten. 
The  little  time  you  save  by  hurrying  can  be 
costly  to  the  patient.  Take  that  extra 
time,  know  where  you  are,  what  you  are 
cutting,  where  you  are  putting  that  suture, 
and  what  structures  might  be  surrounding 
your  operative  site. 

Case  16.  A thirty-four-year-old  man  with  a 
history  of  back  problems  was  admitted  to  the 
hospital  for  a laminectomy.  The  day  following 
admission,  protruding  disks  were  removed  from 
the  second  to  third  and  third  to  fourth  lumbar 
vertebrae.  His  blood  pressure  was  110/70  mm. 
Hg  at  completion  of  surgery.  It  was  believed 
that  this  was  on  the  low  side  because  of  the 
blood  loss  during  surgery.  Consequently,  the 
patient  was  given  two  pints  of  blood  in  the 
recovery  room.  The  blood  pressure  continued 
to  drop  until  it  was  unobtainable.  The  patient 
was  returned  to  surgery,  and  laparotomy  re- 
vealed a large  retroperitoneal  hematoma.  When 
the  hematoma  was  evacuated,  a tear  in  the  aorta 
was  revealed.  Before  the  tear  could  be  repaired, 
the  patient  died.  The  autopsy  report  stated 
that  a paid;  of  the  aorta  appeared  to  have  been 
bitten  out,  as  though  by  a forceps. 

Case  17.  In  doing  a meniscectomy,  the 
synovium  was  very  tight  and  difficult  to  free. 
In  the  process  of  trying  to  free  it,  the  instrument 
slipped,  struck  the  popliteal  artery,  and  tore  it. 
A surgeon  specializing  in  arterial  surgery  hap- 
pened to  be  in  the  surgical  department  and  was 
immediately  called.  A Teflon  graft  was  neces- 
sary to  repair  the  damage.  What  if  the  spe- 
cialist had  happened  to  be  elsewhere? 


Case  18.  A female  patient  had  a long-stand- 
ing back  problem  due  to  a congenitally  deformed 
spine.  The  solution  of  choice  was  a spinal 
fusion.  The  orthopedist  decided  on  an  ab- 
dominal approach  to  accomplish  the  fusion. 
During  the  procedure  the  drill  guard  slipped  and 
tore  the  left  ureter.  Because  of  another  con- 
genital deformity,  two  kidneys  on  the  same 
ureter,  a kidney  transplant  was  necessary  to 
correct  the  damage. 

Sincerity  toward  patients 

Often  patients  are  not  too  happy  with 
the  results  of  surgery,  especially  when,  in 
their  eyes,  there  has  been  little  or  no 
improvement.  The  difference  to  the  pa- 
tient is  not  how  good  the  surgical  procedure 
may  he,  but  how  much  improvement  has 
been  achieved.  In  considering  surgery,  a 
number  of  questions  should  be  asked: 
What  are  the  chances  for  improvement  as 
seen  through  the  patient’s  eyes?  Have  all 
the  alternatives  been  clearly  explained  to 
the  patient?  Has  the  patient’s  age  been 
considered  in  evaluating  the  necessity  for 
surgery  versus  the  percentage  of  expected 
improvement?  Finally,  has  the  orthope- 
dist accomplished  what  he  set  out  to  do? 

Case  19.  An  eighty-three-year-old  man  had 
paresthesia  of  the  middle  finger  of  the  left  hand. 
Under  local  anesthesia,  the  orthopedist  removed 
peritendonous  fibrous  tissue.  Postoperative  re- 
sults revealed  only  very  slight  improvement  over 
the  preoperative  condition.  The  patient  claimed 
that  the  surgeon  had  promised  much  improve- 
ment. The  case  was  reviewed  by  the  county 
medical  society,  who  stated  that  they  could  find 
no  fault  with  the  surgical  procedure,  but  they 
believed  that  the  surgery  should  not  have  been 
attempted  on  a patient  of  this  age. 

Case  20.  A woman  suffering  from  Parkin- 
son’s disease  sustained  a fracture  of  her  right 
hip  in  a fall  in  her  home.  The  insertion  of  a 
Thompson  prosthesis  was  carried  out.  The  pa- 
tient was  unable  to  walk  following  the  healing 
period  and  will  always  be  confined  to  a wheel- 
chair. The  possibility  of  being  confined  to  a 
wheelchair  for  the  rest  of  her  life  had  not  been 
explained  to  the  patient.  Therefore,  because 
the  patient  was  not  satisfied,  she  sued. 

Case  21.  A physician  saw  a patient  for  the 
first  time  in  the  emergency  room  of  the  hospital. 
Roentgenograms  demonstrated  a fracture  of  the 
humerus.  The  fracture  was  reduced  and  a cast 
applied,  but  no  postreduction  films  were  taken. 
The  patient  was  told  that  all  was  well  and  to 
return  to  the  physician’s  office  in  three  weeks. 
Roentgenograms  were  again  taken,  and  com- 
parison of  the  hospital  prereduction  films  with 
those  taken  in  the  physician’s  office  revealed 
nonunion;  in  fact,  the  fracture  had  never  been 
reduced. 
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Critic’s  choice 

Too  many  physicians  are  contributing  to 
the  rising  cost  of  malpractice  insurance  by 
rashly  criticizing  previous  treatment  given 
to  a patient  by  another  physician.  We 
estimate  that  65  per  cent  of  all  malpractice 
actions  are  triggered  by  just  such  criticism. 
The  real  tragedy  of  these  situations  is  that, 
if  the  critic  had  been  presented  with  all  the 
facts  and  the  same  set  of  circumstances,  he 
probably  would  have  selected  the  same 
choice  of  treatment  and  ended  up  with  the 
same  results. 

There  is  legitimate  criticism;  there  is  a 
time  and  place  for  it,  but  only  when  all  the 
facts  have  been  gathered.  If  a man’s  work 
needs  to  be  judged,  let  it  be  done  in  a 


recognized  medical  or  legal  body  or  in  a 
face-to-face  confrontation.  The  purpose  of 
criticism  should  be  improved  patient  care. 
Criticism  by  word  of  mouth,  gesture,  or 
facial  expression  of  the  treatment  or  failure 
of  treatment  by  another  physician  should 
be  avoided.  Discretion  should  be  used  in 
speaking  to  other  members  of  the  medical  or 
paramedical  team. 

We  are  sure  that  all  these  facts  have  been 
heard  before,  but  accidents  continue  to 
happen.  Most  of  the  reported  cases  hap- 
pened to  orthopedists  of  long  standing  who 
probably  said  it  could  not  happen  to  them, 
but  it  did.  Only  constant  awareness  of 
these  old,  familiar  problems  and  consistent 
preventive  efforts  can  lessen  the  chances  of 
these  accidents  happening. 


Announcement  1969  District  Branch  Meetings 


Branch 


Date 


Place 


First  Sunday,  February  9 The  Americana, 

New  York  City 


Second  Monday,  Tuesday, 

Wednesday,  Thurs- 
day, Friday,  Satur- 
day, Sunday,  Mon- 
day, November  3,  4, 
5,  6,  7,  8,  9, 10 


Pierre  Marques  Hotel, 
Acapulco,  Mexico 


Third 

and 

Fourth 


Fifth  Friday,  Saturday,  Buck  Hill  Inn, 

and  Sunday,  September  Buck  Hill  Falls,  Pennsylvania 

Sixth  5,  6,  7 


Seventh  Thursday,  Friday,  Concord  Hotel, 

and  Saturday,  Sunday,  Kiamesha  Lake,  New  York 

Eighth  October  2,  3,  4,  5 


Ninth  Monday,  February  10  The  Americana, 

New  York  City 
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Necrology 


Samuel  Arthur  Garlan,  M.I).,  of  New  York 
City,  died  on  May  13  at  the  age  of  seventy. 
Dr.  Garlan  graduated  in  1927  from  Hush 
Medical  College.  He  was  a Fellow  of  the 
American  College  of  Chest  Physicians,  a Fellow 
of  the  American  College  of  Cardiology,  and  a 
member  of  the  American  Geriatrics  Society, 
the  American  Academy  of  General  Practice, 
the  Pan-American  Medical  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Joseph  Kannengeiser,  M.D.,  of  Brook- 
lyn, died  on  May  5 at  the  age  of  sixty-one.  Dr. 
Kannengeiser  graduated  in  1935  from  New  York 
University  School  of  Medicine.  He  was  an  as- 
sociate attending  physician  in  general  practice 
at  Lutheran  Medical  Center.  Dr.  Kannengeiser 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Stefanie  Karpeles,  M.D.,  of  New  York  City, 
died  on  May  10  at  the  age  of  sixty-seven.  Dr. 
Karpeles  received  her  medical  degree  from  the 
University  of  Vienna  in  1928.  She  was  a 
clinical  attending  physician-in-pediatrics  at 
New  York  Infirmary  Outpatient  Department. 
Dr.  Karpeles  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  John  Kinosian,  M.D.,  of  Ogdensburg, 
died  on  April  16  at  the  age  of  forty-two.  Dr. 
Kinosian  graduated  in  1955  from  Albany 
Medical  College.  He  was  a specialist  in 
ophthalmology  at  the  A.  Barton  Hepburn 
Hospital  and  an  attending  ophthalmologist  at 
St.  Lawrence  State  Hospital.  Dr.  Kinosian  was 
a Diplomate  of  the  American  Board  of  Oph- 
thalmology, a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Pan  American  Association  of 
Ophthalmology,  the  St.  Lawrence  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Warren  Z.  Lane,  M.D.,  of  New  York  City, 
died  on  May  16  at  the  age  of  fifty.  Dr.  Lane 
graduated  in  1942  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
attending  cardiovascular  and  thoracic  surgeon 
at  St.  Barnabas  Hospital  for  Chronic  Diseases. 
Dr.  Lane  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Diplomate  of  the  American 
Board  of  Thoracic  Surgery  (Affiliate  of  the 


American  Board  of  Surgery),  and  a Fellow  of 
the  American  College  of  Surgeons. 

Ralph  Irving  Lloyd,  M.D.,  of  Brooklyn,  re- 
tired, died  on  May  9 at  the  age  of  ninety-three. 
Dr.  Lloyd  graduated  in  1896  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a consulting  ophthalmologist 
at  Brooklyn  Eye  and  Ear  Hospital  and  an 
honorary  ophthalmologist  at  Carson  C.  Peck 
Memorial  Hospital.  Dr.  Lloyd  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Ophthalmo- 
logical  Society,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gilbert  C.  MacKenzie,  M.D.,  of  Pleasant 
Valley,  died  on  July  1,  1968,  at  the  age  of 
seventy-two.  Dr.  MacKenzie  graduated  in 
1929  from  Albany  Medical  College.  He  was  a 
member  of  the  Dutchess  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Eric  Runo  Osterberg,  M.D.,  of  New  York 
City,  died  on  April  27  at  the  age  of  fifty.  Dr. 
Osterberg  graduated  in  1944  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a 
professor  at  Columbia  University  College  of 
Physicians  and  Surgeons  and  a member  of  the 
American  Public  Health  Association. 

Robert  Sheldon  Palman,  M.D.,  of  Tarry- 
town,  died  on  May  13  at  the  age  of  thirty-eight. 
Dr.  Palman  graduated  in  1957  from  Tufts 
University  School  of  Medicine.  He  was  an 
assistant  attending  physician  and  cardiologist 
at  Grasslands  Hospital.  Dr.  Palman  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Saul  Alfred  Ritter,  M.D.,  of  New  York  City, 
died  on  May  13  at  the  age  of  seventy-six.  Dr. 
Ritter  graduated  in  1919  from  Fordham  Uni- 
versity School  of  Medicine  and  in  1923  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  surgeon  at 
Misericordia  Hospital.  Dr.  Ritter  was  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Pathological  Society,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Erich  Siegel,  M.D.,  of  New  York  City,  died  on 
May  11  at  the  age  of  eighty-four.  Dr.  Siegel 
received  his  medical  degree  from  the  University 
of  Heidelberg  in  1909.  He  was  a senior  clinical 
assistant  pediatrician  (off  service)  at  The 
Mount  Sinai  Hospital.  Dr.  Siegel  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Smith,  M.D.,  of  Brooklyn,  died  on  April 
22  at  the  age  of  seventy-seven.  Dr.  Smith 
graduated  in  1928  from  Queen’s  University 
Faculty  of  Medicine,  Kingston,  Ontario.  He 
was  a consulting  pediatrician  at  Kings  County 
Hospital  Center.  Dr.  Smith  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sidney  Tamse,  M.D.,  of  Brooklyn,  died  on 
March  31  at  the  age  of  fifty-six.  Dr.  Tamse 


continued,  from  page  1851 

sociate  professor  of  obstetrics  and  gynecology, 
Downstate  Medical  Center,  as  president  of  the 
Brooklyn  Gynecological  Society ...  Julius  E. 
Stolfi,  M.D.,  clinical  professor  of  medicine, 
Downstate  Medical  Center,  as  governor,  for  a 
three-year  term,  of  the  American  College  of 
Physicians ...  Richard  C.  Troutman,  M.D., 
professor  of  ophthalmology,  Downstate  Medical 
Center,  as  vice-chairman  of  the  Section  on 
Ophthalmology  of  the  Medical  Society  of  the 
State  of  New  York.  . .Stanley  L.  Wallace,  M.D., 
clinical  professor  of  Medicine,  Downstate 
Medical  Center,  as  president  of  the  New  York 
Rheumatism  Association  . . . Herbert  Walzer, 
M.D.,  clinical  assistant  professor  of  psychiatry, 
Downstate  Medical  Center,  as  a member  of  the 
Queens  County  District  Attorney’s  Narcotics 
Advisory  Committee.  . . Harold  Zarowitz,  M.D., 
clinical  associate  professor  of  medicine,  as 
president  of  the  New  York  Diabetes  Associa- 
tion. . Thomas  L.  Doyle,  M.D.,  clinical  instruc- 
tor in  psychiatry,  Cornell  Medical  Center,  as 
president  of  the  National  Guild  of  Catholic 
Psychiatrists ...  Maclyn  McCarty,  M.D.,  vice- 


graduated in  1937  from  Long  Island  College  of 
Medicine.  He  was  an  assistant  attending 
physician  at  Jewish  Hospital  of  Brooklyn.  Dr. 
Tamse  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Unger,  M.D.,  of  The  Bronx,  died  on 
March  14  at  the  age  of  eighty-four.  Dr.  Unger 
graduated  in  1909  from  Fordham  University 
School  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a mem- 
ber of  the  American  Laryngological,  Rhin- 
ological  and  Otological  Society. 

Milton  Clayton  Wilson,  M.D.,  of  Jamaica, 
died  on  April  17  at  the  age  of  seventy.  Dr. 
Wilson  graduated  in  1928  from  McGill  Uni- 
versity Faculty  of  Medicine.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


president,  professor,  and  physician-in-chief,  The 
Rockefeller  University,  as  president  of  the  New 
York  Heart  Association . . . Clark  T.  Case,  M.D., 
Utica,  as  chairman  of  the  Advisory  Group  for 
the  Central  New  York  Regional  Medical  Pro- 
gram. . James  A.  Manning,  M.D.,  Rochester, 
as  president  of  the  New  York  State  Heart 
Assembly. 

Named.  Daniel  P.  McMahon,  M.D.,  Albany, 
to  the  Regional  Advisory  Group  of  the  Albany 
Regional  Medical  Program. 

Awarded.  The  Distinguished  Service  Award 
of  the  American  Society  for  Adolescent  Psy- 
chiatry to  William  A.  Schonfeld,  M.D.,  White 
Plains.  . .The  first  Sigmund  Freud  Award  of  the 
American  Society  of  Psychoanalytic  Physicians 
to  Sandor  Lorand,  M.D.,  professor  emeritus  of 
psychiatry,  Downstate  Medical  Center. 

Honored.  George  E.  Anderson,  M.D.,  clinical 
professor  emeritus  of  medicine,  Downstate  Med- 
ical Center,  by  the  Brooklyn  Society  of  Internal 
Medicine  by  establishing  the  George  E.  Ander- 
son Annual  Lecture. 
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164th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

■ i i FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient's  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management ...  an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 

ip  Roche 

1 LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIANS.  MAJOR  RE- 
sort  area;  modern  hospital  and  emergency  room.  Guar- 
anteed income,  fringe  benefits,  hours  flexible.  Contact 
Administrator,  Saratoga  Hospital,  Saratoga  Springs,  N.Y. 
12866.  Tel:  (518)584-6000. 


PSYCHIATRIST  WANTED  TO  BE  DIRECTOR  AND 
to  establish  a Mental  Health  Program  in  Herkimer  County, 
New  York.  Population  70,000  a prime  recreational  area 
of  the  Adirondack  Mountains.  60  miles  west  of  the  Albany 
Medical  Center,  and  60  miles  east  of  the  Upstate  Medical 
Center  of  Syracuse.  Salary  $28-30,000  depending  upon 
qualifications.  Vacation,  pension  and  other  Civil  Service 
benefits.  For  information:  Donald  R.  Davidson  II, 

M.D.,  Chairman,  42  West  St.,  Ilion,  N.Y.  13357. 


ORANGE  COUNTY,  N.  Y.  NEEDS  PSYCHIATRIST- 
director,  Community  Mental  Health  Services.  Construc- 
tion beginning  on  approved  Comprehensive  Mental  Health 
Center  at  Goshen.  Staffing  grant  submitted.  Three 
on-going  out-patient  clinics.  Active  liaison  with  schools, 
agencies.  Orange  County,  1 hour  from  N.  Y.  C.,  is  one 
of  the  fastest  growing  counties;  beautiful  countryside, 
varied  recreation.  35-hour  week,  many  fringes,  private 
practice  after  hours  O.K.  Salaried  part-time  consultant- 
ships  available.  Get  in  touch  with  Theodore  W.  Neu- 
mann, Jr.,  Chrmn.,  Mental  Health  Board  at  Falkirk  Hospi- 
tal, Central  Valley,  N.  Y.  10917.  (914)  928-2256,  or  John 

H.  Melville,  ACSW,  Asst,  to  the  Director,  Box  527, 
Goshen,  N.  Y.  10924.  (914)  294-6185. 


OCCUPATIONAL  PHYSICIAN.  POSITION  A VAI  li- 
able in  large  manufacturing  plant  located  mid  Now  York 
State  for  an  applicant  certified  in  internal  medicine  or 
well-trained  and  experienced  in  this  field.  Position  offers 
a challenge  to  a well-motivated  individual  interested  in 
health  evaluation  and  preventive  medicine.  Join  3 full- 
time physicians  in  a busy,  modern  clinic;  hours  are  reg- 
ular, salary  is  liberal,  benefits  are  excellent;  an  equal  op- 
portunity employer.  Box  810,  % NYSJM. 


URGENTLY  NEEDED.  GENERAL  PRACTITIONER, 
Long  Lake,  N.  Y.,  central  Adirondacks.  Resort  area. 
Excellent  central  school.  Ambulance  service.  Office 
available  at  present.  Attractive,  guaranteed  annual 
salary  as  Town  I lealth  Officer,  plus  income  from  private 
practice.  Near  modern  hospital.  Write:  Medical  Pro- 

curement Committee,  Box  83,  Long  Lake,  N.Y.  12847. 


PHYSICIANS  WANTED— CONT'D 


EXCELLENT  OPPORTUNITY  FOR  PROCTOLOGIST 
in  well  established  practice.  Vacant  due  to  recent  death 
of  doctor.  Contact  Mrs.  Irving  Kalow,  223  DeForest 
Road,  Syracuse,  N.Y.  13214.  Phone  446-0673,  or  Ephraim 
Shapero,  Loew  Bldg.,  Syracuse,  N.Y.  13202.  Phone 
422-8591. 


GENERAL  PRACTICES:  VACANCY  LEFT  BY  BUSY 

practitioner,  growing  community  with  modern  hospital; 
facilities  for  98  beds.  Contact  William  J.  Zehrung,  M.D., 
Candlewood  Lake  Road,  New  Milford,  Connecticut. 


600  BED  VOLUNTARY  HOSPITAL  IN  NEW  YORK 
City  has  a vacancy  for  an  anesthesiologist  in  group  prac- 
tice. Excellent  salary  with  liberal  fringe  benefits.  Box 
820,  % NYSJM. 


WHITEHALL,  N.Y.,  WASHINGTON  COUNTY.  GEN- 
eral  practitioner.  Contact:  Supervisor  Frank  Martucci, 

6 Mountain  St.,  Whitehall,  N.Y. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice  suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  license  necessary. 
Box  824,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  teaching  institution  in  North  New  Jersey.  Box  823, 
% NYSJM. 


HEALTH  COMMISSIONER,  CHEMUNG  COUNTY, 
population  100,000,  south  central  New  York  near  Finger 
Lakes  region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements M.D.  with  four  years  of  responsible  public 
health  administrative  experience  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  adminis- 
tration. New  York  State  license  or  eligibility  therefor. 
Salary  negotiable.  Full  fringe  benefits.  Excellent  schools 
and  living  conditions.  Send  application  to:  George  R. 

Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  New  York  14905. 


GENERAL  PRACTICE:  NASSAU  COUNTY,  N.Y.,  55 

minutes  from  N.Y.C.  Center  of  culture.  Associate  with  2 
men  in  busy  family  practice;  office,  hospital  and  nursing 
homes.  No  O.B.  Excellent  nearby  hospitals.  Salary 
$18,000  per  yr.  to  start  then  partnership;  own  medical 
bldg,  with  all  facilities.  Call  S.  Thierman,  M.D.,  (516) 
PY  8-8011. 


BUY 

SAYINGS  BONDS 
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POSITIONS  WANTED 


AN  ESTH  ESIOl  X)G  1ST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


GENERAL  PRACTITIONER.  UNDER  35.  N.Y.  Li- 
censed. desires  to  associate  with  G.P.  group  in  Rochester, 
New  York  or  immediate  vicinity.  Box  821,  % NYSJM. 


37  YEAR  OLD  ORTHOPEDIST.  BOARD  CERTIFIED, 
will  he  separated  from  Army  September  1969.  Seeks 
partnership.  Box  825,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


PSYCHIATRIC  PRACTICE  NEAR  MANHATTAN 
netting  $48,000  after  expenses.  Ideal  transfer.  Associa- 
tion arrangement  j>ossible,  if  desired.  Pediatric  Practice, 
Virginia.  Nets  $45,000.  Ideal  transfer  arrangements. 
Price  $7,000.  Terms.  Internal  Medicine  Practice,  New 
Jersey.  Over  $5,000  monthly.  $15,000  price  includes 
x-ray  and  all  equipment.  Terms.  2 General  Practices, 
Long  Island.  Outstanding.  Excellent  areas,  both  gross- 
ing over  $50,000.  Will  sacrifice.  General  Practice,  Flush- 
ing. Fine  established  practice,  gradual  transfer.  Top  lo- 
cation. Also  many  other  General  Practices,  all  areas. 
New  York,  Florida,  California,  etc.  No  fees  to  buyers. 
Strictly  confidential.  Professional  Practice  Sales,  Two 
Pennsylvania  Plaza,  Suite  1500,  New  York  City.  947-3013. 


SURGICAL-GENERAL  PRACTICE,  SUBURBAN 
northern  New  Jersey  for  sale.  Reply  Box  *246,  Convent 
Station,  New  Jersey  07961. 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


REAL  ESTATE  FOR  SALE  OR  RENT 


86TH  ST.,  COR:  W.  7TH  ST..  BROOKLYN,  4 ROOM 

ground  floor  apartment  plus  basement  apace  suitable  for 
X-ray,  op|>osite  Marlboro  Houaing  Project.  Lucrative 
area.  Dentist-owner,  2nd  floor,  established  12  yrs.  ES 
2-0853. 


DOCTOR  S OFFICE  AVAILABLE.  APPROX  I M ATELY 
600  sq.  ft.  luxury  building.  Lincoln  'Powers  (Lincoln  (’en- 
ter area).  Completely  partitioned  into  waiting  room, 
examining  room.  X-ray  room,  laboratory  and  consultation 
rooms.  Wall-to-wall  carpeting,  air  cond.  Ideal  for 
l>ediatrician,  podiatrist,  or  dentist.  Contact  Walter 
Taub,  M.I).,  (212)  TR  3-3355. 


200  CENTRAL  PARK  SOUTH,  1375  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


FOR  SALE:  RETIRING  DOCTOR’S  3 STORY  HOME 

and  6 room  office  suite  with  or  without  equipment.  Choice 
location  facing  Prospect  Park,  Brooklyn.  Box  816,  % 
NYSJM. 


NEW  ROCHELLE:  LARGE  8 ROOM  MEDICAL  OF- 

fice  for  lease  or  sub-lease.  Rent  reasonable;  extras  in- 
cluded. Call  (914)  NE  2-5526. 


WEST  86  ST.  SEPARATE  3 ROOM  FURNISHED 
office  formerly  N-P.  Share  waiting  room  with  internist 
and  dentist.  Low  rental.  SU  7-4545. 


“Just  tell  him  it's  about  a matter  that's  something 
like  socialized  medicine 
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‘NeosporirT  Ointment 

Polymyxin  B— Bacitracin  — Neomycin 

Overlapping,  broad  bactericidal  coverage. 

Nonirritant  ointment  base;  also  enhances  spreading  and  penetration. 

Each  gram  contains:  prolonged  use  may  result  in  overgrowth  of  non- 

'Aerosporin'®  susceptible  organisms,  including  fungi.  Appro- 

brand  Polymyxin  B Sulfate 5,000  Units  priate  measures  should  be  taken  if  this  occurs. 

Zinc  Bacitracin 400  Units  Articles  in  the  current  medical  literature  indicate 

Neomycin  Sulfate 5 mg.  an  increase  in  the  prevalence  of  persons  allergic 

(equivalent  to  3.5  mg.  Neomycin  Base)  to  neomycin.  The  possibility  of  such  a reaction 

Special  White  Petrolatum q.s.  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  Available:  Tubes  of  1 oz.,  1 /2  oz.  with  applicator 
in  those  individuals  who  have  shown  hypersensi-  tip,  1 / 8 oz.  with  ophthalmic  tip.  The  ointment  base 
tivity  to  any  of  its  components.  Do  not  use  in  the  and  the  formula  of  the  various  sizes  are  identical, 
external  ear  canal  if  the  eardrum  is  perforated.  but  only  the  1 / 8 oz.  tube  should  be  used  for  oph* 
Precautions:  As  with  other  antibiotic  products,  thalmic  purposes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Rx 

Valium*1  (diazepam)  t.i.d.  and  h.s. 


M.  A.  (class  of  ’66) . . . Ph.D.  (thesis,  in  progress) . . . letters 
that  represent  a young  lifetime  of  work ...  a formal  education 
nearing  completion.  But  there  are  still  long,  arduous 
examinations  to  pass,  a doctoral  thesis  to  finish... a period  in 
which  stress  is  often  converted  into  the  gastrointestinal 
symptoms  of  psychic  tension.  For  this  kind  of  patient  — with 
no  demonstrable  pathology —consider  the  usefulness  of 
Valium  (diazepam). 

Valium  can  help  relieve  psychic  tension  and  resultant 
somatic  symptoms,  within  the  first  day  for  some  patients. 
Valium  is  also  useful  in  psychic  tension  with  associated 
depressive  symptoms.  And  Valium  can  help  relieve  psychic 
tension-induced  insomnia  with  an  h.s.  dose  added  to  the  t.i.d. 
schedule. 

Valium  is  generally  well  tolerated.  In  proper  maintenance 
dosage  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy) . 

Contraindicated :Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  se- 
verity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  eSective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium9  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


The  longest 
flagpole  sit-down... 
211  days  9 hours 


The  longest-acting 
thiazide  antihypertensive... 
24  to  48  hours 


Thiazides  are  established  drugs  of  first  choice  in 
essential  hypertension.  Among  them,  Renese  is  the  thiazide 
with  diuretic  activity  of  24  to  48  hours  duration. 

Low,  low  dosage— Renese  controls  hypertension  in 
some  patients  on  as  little  as  one  tablet  every  other  day. 

Low,  low  cost— Renese  is  less  per  day  than  most 
brands  of  antihypertensives. 

Renese-R — offers  true  once-a-day  dosage  and 
combines  the  advantages  of  Renese  (smooth  and  moderate 
regulation,  good  toleration,  low-dosage  economy)  with  the 
benefits  of  optimum-dosage  reserpine. 


Renese* 

(poly  thiazide) 

the  longest-acting  thiazide 


Renese'-R 

(polythiazide  2 mg.  c reserpine  0.25  mg.) 


the  longest-acting  thiazide 
with  reserpine 


Contraindications:  Polythiazide  — Hypersensi- 
tivity to  this  or  other  sulfonamide  derivatives. 
Advanced  renal  or  hepatic  failure.  Reserpine  — 
Mental  depression,  peptic  ulcer  or  ulcerative 
colitis,  and  demonstrated  hypersensitivity. 
Warnings:  Serum  electrolyte  determinations 
are  especially  indicated  for  patients  with  se- 
vere derangement  of  metabolic  processes;  e g., 
surgery,  vomiting,  or  parenteral  fluid  therapy. 
Patients  with  cirrhosis  who  are  continually  re- 
ceiving Renese  or  Renese-R  should  be  ob- 
served carefully  for  the  development  of  hepatic 
precoma  or  coma.  Indications  of  impending 
hepatic  failure  are  tremor,  confusion,  drowsi- 
ness, and  hepatic  fetor.  Thiazides  may  precipi- 
tate kidney  failure  and  uremia  in  patients  with 
pre-existing  renal  pathology  and  impaired  renal 
function. 

Available  information  tends  to  implicate 
enteric-coated  potassium  salts  with  or  without 
thiazides  in  the  etiology  of  nonspecific  small 
bowel  lesions  consisting  of  ulceration  with  or 
without  stenosis,  causing  obstruction,  hemor- 
rhage and  perforation,  and  frequently  requir- 
ing surgery.  Deaths  due  to  these  complications 
have  been  reported.  Enteric-coated  potassium 
salts  should  be  used  only  when  adequate  die- 
tary supplementation  is  not  practical  and 
should  be  discontinued  immediately  if  abdomi- 
nal pain,  distention,  nausea,  vomiting  cr  gas- 
trointestinal bleeding  occurs.  Renese  and 
Renese-R  do  not  themselves  contain  enteric- 
coated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 
Usage  in  Pregnancy  and  the  Childbearing  Age: 
Since  thiazides  appear  in  breast  milk,  the 
usage  of  polythiazide  is  contraindicated  in 
nursing  mothers.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  The  safety  of 
reserpine  for  use  during  pregnancy  or  lactation 
has  not  been  established.  When  polythiazide 
and  reserpine  are  used  in  women  of  childbear- 
ing age,  the  potential  benefits  of  this  drug 


combination  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  The  hazards  in- 
clude fetal  or  neonatal  jaundice,  thrombocyto- 
penia, and  possibly  other  adverse  reactions 
which  have  occurred  in  the  adult. 

Precautions:  Polythiazide  — Since  all  diuretic 
agents  may  reduce  serum  levels  of  sodium, 
chloride,  and  potassium,  patients  should  be 
observed  regularly  for  early  signs  of  fluid  or 
electrolyte  imbalance  (fatigue,  muscle  cramps, 
gastrointestinal  disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt  intake 
or  digitalis  therapy  may  exaggerate  effects  of 
hypokalemia.  Should  hypokalemia  occur  or  be 
suspected,  foods  high  m potassium  may  be 
added  to  the  diet  (bananas,  apricots,  citrus 
fruits,  prune  juice,  etc.)  or  oral  potassium  sup- 
plements administered  if  necessary.  Consider 
lower  dosages  of  Renese  or  Renese-R  and  other 
antihypertensive  drugs  when  used  concur- 
rently. Like  other  thiazide  diuretics,  polythia- 
zide  may  cause  a rise  in  serum  uric  acid  levels, 
disturb  glucose  tolerance  even  in  previously 
normal  patients  or  decrease  PBI  levels  without 
signs  of  thyroid  disturbance.  Thiazide  drugs 
may  augment  the  paralyzing  actions  of  tubo- 
curarine.  and  may  decrease  the  arterial  re- 
sponsiveness to  norepinephrine.  The  antihyper- 
tensive effects  of  the  drug  may  be  enhanced  in 
the  postsympathectomy  patient. 

Reserpine  — Avoid  or  use  cautiously  in  pa- 
tients with  a history  of  peptic  ulcer  or  ulcer- 
ative colitis,  patients  with  impaired  renal  func- 
tion and  in  those  receiving  digitalis  or  quini- 
dine.  Extreme  caution  is  needed  in  patients 
with  a history  of  mental  depression,  if  depres- 
sive symptoms,  confusion  or  parkinsonism  de- 
velop, discontinue  use.  Discontinue  two  weeks 
before  elective  surgery  to  avoid  an  unexpected 
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degree  of  bradycardia  and  hypotension.  For 
emergency  surgery,  vagal  blocking  agents  may 
be  used  to  prevent  or  reverse  hypotension 
and/or  bradycardia.  May  cause  increased  ap- 
petite and  weight  gain. 

Adverse  Reactions:  Polythiazide —With  electro- 
lyte imbalance:  nausea,  vertigo,  weakness, 
paresthesias  and  fatigue.  Most  of  these  can  be 
overcome  by  reducing  the  dose  or  taking 
measures  to  improve  electrolyte  imbalance. 
Maculopapular  rash,  reversible  cholestatic 
jaundice,  leukopenia,  purpura  (with  or  without 
thrombocytopenia),  pancreatitis,  photosensitiv- 
ity, gastrointestinal  disturbances,  headache, 
xanthopsia,  necrotizing  angiitis,  orthostatic 
hypotension  and  dizziness  have  been  reported. 
Agranulocytosis  and  aplastic  anemia  have  been 
reported  with  the  older  thiazide  diuretics,  but 
not  with  polythiazide. 

Reserpine  — Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like  symp- 
toms, arrhythmias  (particularly  when  used 
concurrently  with  digitalis  or  quinidine),  flush- 
ing of  the  skin,  bradycardia,  drowsiness,  de- 
pression, nervousness,  paradoxical  anxiety, 
nightmares,  parkinsonian  syndrome,  and  C.N.S. 
sensitization  manifested  by  deafness,  glau- 
coma, uveitis,  and  optic  atrophy  have  occurred. 
Nasal  congestion  is  a frequent  complaint,  and 
pruritus,  rash,  dryness  of  mouth,  dizziness, 
headache,  purpura,  impotence  or  decreased 
libido,  and  miosis  have  been  reported  with  use 
of  this  drug.  These  reactions  are  usually  re- 
versible and  disappear  when  the  drug  is  dis- 
continued. 

Supply:  Renese-R  (2  mg.  polythiazide  — 0.25 
mg.  reserpine) —blue,  scored  tablets.  Bottles 
of  100  and  1,000. 

Renese  (polythiazide)  — 1 mg.  white;  2 mg. 
yellow;  4 mg.  white;  scored  tablets.  Bottles  of 
100  and  1,000. 

More  detailed  professional  inlormation  avail- 
able on  request. 
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Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea 
Got  tenesmus  and  spasm, 

At  Ausable  Chasm. 

I Send  Donnagel  with  him  this  year. 


Traveler’s  Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hvpermotility  in  the  GI  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel, 
you  can  be  sure  your  patients  are  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
lower  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


for  traveler’s  diarrhea 
and  its  discomforts 


Each  fluid  ounce  contains:! 

Kaolin.  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate. 0.0 1 94  mg.;  Hyoscine  hydrobromide, 0.0065  mg.; 
Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.8%. 

/M+ROBINS  A.  H.  Robins  Company,  Richmond,  Va.  23220 
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the‘“\ctionr’gap 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto”. ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
"communications"  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 
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now  i 

he  can 
cope*.*  |. 

thanks  to 

ButiisoL 

(SODIUM  BUTABARBITAL) 

the  "daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 

Contraindications:  Porphyria  or  sensitivity 
to  barbiturates. 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 

“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  04  gr.)  to  30  mg.  (34  gt-) 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

04  8r-).  30  mg.  ( Yi  gr.);  Elixir,  30  mg.  per  5 cc. 

(alcohol  7%). 

BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  04  gr.),  30  mg.  (J4  gr.). 


( MCNEIL ) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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Talwin  by  injection  is  generally  as  effective  an  anal- 
gesic as  morphine  and  meperidine  in  equipotent  doses. 

However,  it  is  not  subject  to  narcotic  controls. 


From  both  the  patientls 
and  the  doctor’s 
point  of  view- 

it’s  great  relief! 


From  the  patient's  point  of  view  — 
it’s  great  relief 

• Following  intramuscular  injection,  Talwin,  brand 
of  pentazocine  (as  lactate),  controls  pain  usually 
within  1 5 to  20  minutes— within  2 to  3 minutes  by 
I.V  administration. 

• Talwin  is  generally  well  tolerated  systemically  and 
locally  even  by  elderly  or  very  ill  patients.  It  causes 
less  nausea  and  vomiting  than  meperidine;  less  con- 
stipation and  urinary  retention  than  morphine.* 1 

• Because  Talwin  has  little  or  no  effect  on  voiding 
ability,  it  does  not  complicate  therapy  in  elderly 
patients  with  prostatism  or  decompensated  bladders.2 


From  the  doctor’s  point  of  view  — 
it’s  great  relief 

• Talwin  can  be  counted  on  to  relieve  pain  of  all  types 
in  acute  and  chronic  disorders*  as  dependably  as 
morphine  and  meperidine.1 

• Talwin  usually  relieves  pain  for  three  or  more  hours, 
a period  sometimes  less  than  that  of  morphine. 

• Talwin  has  many  advantages  over  morphine  and 
meperidine.  Talwin  is  relatively  free  from  the  severe 
respiratory  depression  associated  with  morphine  and 
shows  little  tendency  to  alter  cardiovascular  dynamics 
or  to  produce  hypotension.  ^ 

• Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
been  observed,  even  in  chronic  conditions.1 t 

• Talwin  requires  no  narcotic  prescription,  no  narcotic 
records,  no  narcotic  controls. 


Talwin 


‘Talwin  should  not  be  used  for  patients  with  increased  intra- 
cranial pressure,  head  injury  or  pathologic  brain  conditions  in 
which  clouding  of  sensorium  is  undesirable. 
tFor  details  of  adverse  reactions  and  symptoms  noted 
following  abrupt  discontinuance  of  Talwin  after  excessive 
use,  see  adverse  reactions  and  precautions  in  Brief  Summary, 
following. 

References: 

1.  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

2.  Anderson,  E.  C-,  et  al  : J.  Urol.  96:584,  Oct.,  1966. 


See  following  page  for  summary  of  prescribing  information. 


From  both  the  patient’s 
and  the  doctor’s  point  of  view  - 

it’s  great  relief! 

Talwin 

brand  of  9 

pentazocine 


Talwin® 

brand  of  pentazocine  (as  lactate) 

Potent,  non-narcotic  analgesic  for  parenteral  use 
Contraindications:  Increased  Intracranial  Pressure,  Head 
Injury,  or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorium  is  undesirable.  Talwin  (brand  of  pentazocine) 
should  not  be  administered  in  these  cases,  since  drug-in- 
duced sedation,  dizziness,  nausea,  or  respiratory  depres- 
sion could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen  in 
extensive  reproductive  studies  in  animals;  however,  like  all 
new  drugs,  Talwin  should  be  given  with  caution  to  preg- 
nant women.  A large  number  of  patients  in  labor  have  re- 
ceived the  drug  with  no  adverse  reactions  other  than  those 
that  occur  with  commonly  used  strong  analgesics.  How- 
ever, as  with  other  strong  analgesics,  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or 
unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that 
Talwin  (brand  of  pentazocine)  may  cause  respiratory  de- 
pression should  be  considered  in  treatment  of  patients  with 
bronchial  asthma.  Talwin  should  be  administered  only 
with  caution  and  in  low  dosage  to  patients  with  respiratory 
depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cya:  osis. 
Dependence  Potential.  Talwin  is  not  classified  as  a nar- 
cotic. It  is  not  subject  to  narcotic  controls,  based  on  the 
results  of  findings  in  direct  addiction  tests,  substitution 
tests  in  morphine  addicts,  and  single-dose  tests  in  hospital- 
ized narcotic  addicts  completely  withdrawn  from  drugs. 
It  does  not  substitute  for  morphine  in  subjects  who  are 
physically  dependent  on  morphine  and  does  not  prevent 
withdrawal  symptoms.  Chronic  administration  of  paren- 
teral Talwin  was  disliked  by  hospitalized  opiate  addicts. 
Talwin  is  a mild  narcotic  antagonist  and  some  patients 
previously  given  a narcotic  for  one  month  or  longer  had 
mild  withdrawal  symptoms  when  it  was  replaced  with 
Talwin.  After  a short  period  of  adjustment  these  patients 
usually  continued  to  take  Talwin,  and  relief  of  pain  was 
satisfactory. 

Abrupt  discontinuance  following  excessive  use  of  paren- 
teral Talwin  has  resulted  in  symptoms  such  as  abdominal 
cramps,  elevated  temperature,  rhinorrhea,  restlessness, 
anxiety,  and  lacrimation.  These  have  occurred  primarily 
in  patients  with  a history  of  narcotic  drug  abuse.  In  pre- 
scribing parenteral  Talwin  for  chronic  use,  particularly  if 
the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  prevent  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to  prevent  the  use 
of  the  drug  in  anticipation  of  pain  rather  than  for  the  re- 
lief of  pain. 

Nonuddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  untoward 
reactions  are  seldom  observed  after  administration  of 
Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
tered with  caution  to  patients  with  such  impairment.  Ex- 


tensive liver  disease  appears  to  predispose  to  greater  side 
effects  (e.g.,  marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose,  and  may  be  the 
result  of  decreased  metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 
Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Reactions:  The  most  commonly  occurring  reac- 
tions are:  nausea,  vertigo  (dizziness  or  lightheadedness), 
vomiting,  euphoria. 

Infrequently  occurring  reactions  ar t — respiratory:  res- 
piratory depression,  dyspnea,  transient  apnea  in  a small 
number  of  newborn  infants  whose  mothers  received 
Talwin  during  labor;  cardiovascular:  circulatory  depres- 
sion, shock,  hypertension;  psychiatric:  alteration  of  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
dreams;  gastrointestinal:  constipation,  dry  mouth;  derma- 
tologic including  local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  including  pru- 
ritus; others:  urinary  retention,  headache,  paresthesia, 
alterations  in  rate  or  strength  of  uterine  contractions  dur- 
ing labor. 

Rarely  reported  reactions  include  — neuromuscular  and 
psychiatric:  muscle  tremor,  insomnia,  disorientation,  hal- 
lucinations; gastrointestinal:  taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystagmus,  diplopia, 
miosis;  others:  tachycardia,  nodules  and  ulceration  at  in- 
jection site,  drug  dependency  with  withdrawal  symptoms, 
weakness  or  faintness,  chills,  moderate  transient  eosino- 
philia,  allergic  reactions  including  edema  of  the  face. 
Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain  has 
been  relieved  in  most  patients  with  not  more  than  three 
doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg.  As  with  most  parenteral 
drugs,  when  frequent  daily  injections  are  needed  over  a 
prolonged  period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  additioh,  constant  rotation  of 
sites  (e.g.,  the  upper  outer  quadrants  of  the  buttocks,  mid- 
lateral aspects  of  the  thighs,  and  the  deltoid  areas)  is  rec- 
ommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has 
been  most  commonly  administered.  Ap  intravenous  20 
mg.  dose  has  given  adequate  pain  relief ;to  some  patients 
in  labor  when  contractions  become  regular,  and  this  dose 
may  be  given  two  or  three  times  at  two-  to  three-hour  in- 
tervals, as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience 
in  children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  sy- 
ringe with  soluble  barbiturates  because  precipitation  will 
occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Means  of  maintaining  proper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin")  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine, 
are  not  effective  respiratory  stimulants  for  depression  due 
to  Talwin. 

How  Supplied:  Ampuls  of  I ml.,  containing  Talwin  (brand 
of  pentazocine)  as  lactate  equivalent  to  30  rr)g.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injection.  Boxes  of 
10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  I ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg. 
base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride  and  I mg.  methylparaben  as  preservative,  in 
water  for  injection.  Boxes  of  1 . 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 
witli  lactic  acid  and  sodium  hydroxide. 

\l/l//frf/irop\  Winthrop  Laboratories,  New  York,  N.Y.  10016 


Books  Received 


The  following  books  were  received  during  the  month 
of  May,  1969.* 


Surgery  of  the  Chest.  Edited  by  John  H. 
Gibbon,  Jr.,  M.D.,  David  C.  Sabiston,  Jr., 
M.D.,  and  Frank  C.  Spencer,  M.D.  Second 
edition.  Quarto  of  954  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $32.50. 

Contemporary  Neurology  Symposia — 
Volume  II.  Motor  Neuron  Diseases:  Re- 

search on  Amyotrophic  Lateral  Sclerosis 
and  Related  Disorders.  Edited  by  Forbes  H. 
Norris,  Jr.,  and  Leonard  T.  Kurland.  Quarto 
of  407  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $13.25. 

Lung  Cancer.  A study  of  five  thousand 
Memorial  Hospital  cases.  Edited  by  William 
L.  Watson,  M.D.  Quarto  of  584  pages,  il- 
lustrated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1968.  Cloth,  $29.50. 

Pictorial  History  of  Psychology  and  Psy- 
chiatry. By  A.  A.  Roback  and  Thomas 
Kieman.  Quarto  of  294  pages,  illustrated. 
New  York,  Philosophical  Library,  1969.  Cloth, 
$12.50. 

Modern  Psychoanalysis  of  the  Schizo- 
phrenic Patient.  By  Hyman  Spotnitz,  M.D. 
Octavo  of  234  pages,  illustrated.  New  York, 
Grune  & Stratton,  1969.  Cloth,  $7.75. 

Limb  Development  and  Deformity:  Prob- 

lems of  Evaluation  and  Rehabilitation. 

Edited  by  Chester  A.  Swinyard,  M.D.  Quarto 
of  672  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1969.  Cloth,  $19.25. 

Clinical  Scintillation  Scanning.  Edited  by 
Leonard  M.  Freeman,  M.D.,  and  Philip  M. 
Johnson,  M.D.  Octavo  of  564  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1969.  Cloth, 
$23.50. 

Handbook  of  Pediatric  Cardiology.  By  L- 

Jerome  Krovetz,  M.D.,  Ira  H.  Gessner,  M.D., 
and  Gerold  L.  Schiebler,  M.D.  Quarto  of  388 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1969. 
Cloth,  $16.50. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  un- 
related diseases  as  TB,  leukemia, 
pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE,M  Applica- 
tor as  the  first  step  in  differential 
diagnosis  and  as  a routine  step  in 
physical  examinations  for  the  perma- 
nent records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactionsare  rare, 
but  may  occur.  Vesiculation,  ulceration  or 
necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used 
with  caution  in  patients  known  to  be  aller- 
gic to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

*/¥&>%  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid 
Company,  Pearl  River,  New  York 

473-9 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 


A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  "ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 
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Gentlemen: 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 
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c°tic  oral 


analgesic 


Mamie  ac  id),  Parke-Davis 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT.  MICHIGAN  48232 
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Morris  Fishbein,  M.D.:  An  Autobiog- 

raphy. Octavo  of  505  pages,  illustrated. 
Garden  City,  N.Y.,  Doubleday  & Co.,  1969. 
Cloth,  $10. 

On  Death  and  Dying.  By  Elisabeth  Kiibler- 
Ross,  M.D.  Octavo  of  260  pages.  New  York, 
The  Macmillan  Company,  1969.  Cloth,  $6.95. 

Sex  Education:  Issues  and  Directives. 

By  G.  Pat  Powers  and  Wade  Baskin.  Octavo 
of  532  pages.  New  York,  Philosophical 
Library,  1969.  Cloth, $15. 

Manual  for  Laboratory  Clinical  Chemistry. 

By  Albert  Hanok,  M.S.  Octavo  of  406  pages. 
Los  Altos,  Calif.,  Geron-X,  1969.  Cloth,  $12. 

Vth  International  Congress  of  Chemo- 
therapy. Organized  by:  Osterreichischer 

Arbeitskreis  fur  Chemotherapie  Wien  26. 
6.-1.  7.  1967  Vienna  (Austria)  Symposium 
B-10.  Cancer  Chemotherapy:  Dose 

Schedules  and  Combinations.  Edited  by 
T.  C.  Hall,  M.D.,  and  K.  Karrer,  M.D.  Octavo 
of  198  pages,  illustrated.  Vienna,  Verlag  der 
Wiener  Medizinischen  Akademie,  1968.  Fabri- 
koid. 

Physiology  of  Obstetric  Anesthesia.  By 

Gertie  F.  Marx,  M.D.,  and  Louis  R.  Orkin, 
M.D.  Octavo  of  186  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1969. 
Cloth,  $12.  (American  Lecture  Series  No.  744) 

Medical  Department,  United  States  Army. 
Medical  Supply  in  World  War  II.  Editor  in 
Chief,  Colonel  Robert  S.  Anderson,  MC,  USA. 
Editor  for  Medical  Supply,  Charles  M.  Wiltse, 
Ph.D.,  Litt.D.  Prepared  and  published  under 
the  direction  of  Lieutenant  General  Leonard  D. 
Heaton,  The  Surgeon  General.  United  States 
Army.  Octavo  of  662  pages,  illustrated. 


Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1968.  Cloth, 
$8.25. 

The  Evolution  of  Preventive  Medicine  in  the 
United  States  Army,  1607-1939.  By  Stan- 
hope Bayne-Jones,  M.D.  Editor  in  Chief, 
Colonel  Robert  S.  Anderson,  MC,  USA.  Pre- 
pared and  published  under  the  direction  of 
Lieutenant  General  Leonard  D.  Heaton,  The 
Surgeon  General,  United  States  Army.  Octavo 
of  255  pages,  illustrated.  Washington,  D.C., 
Office  of  the  Surgeon  General,  Department  of 
the  Army,  1968.  Fabrikoid,  $2.50. 

The  Birth  of  a Child.  By  Ann  Dally,  M.A., 
and  Ronald  Sweering.  Quarto  of  64  pages, 
illustrated.  New  York,  Crown  Publishers,  Inc., 
1969.  Cloth,  $4.95. 

Annual  Review  of  Medicine.  Volume  20. 

Arthur  C.  DeGraff,  Editor.  William  P.  Creger, 
Associate  Editor.  Octavo  of  499  pages,  il- 
lustrated. Palo  Alto,  Calif.,  Annual  Reviews, 
Inc.,  1969.  Cloth,  $8.50. 

Clinical  Obstetrics  and  Gynecology.  Vol- 
ume 12,  Number  1,  March  1969.  Pelvic 
Infections.  Edited  by  William  J.  Ledger, 
M.D.  Hemoglobinopathies  in  Pregnancy. 

Edited  by  Walter  L.  Freedman,  M.D.  Octavo 
of  288  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1969.  Pub- 
lished quarterly  (four  numbers  a year).  Cloth, 
$22.  per  year. 

Orthopedic  Nursing  Procedures.  By  Avice 
Kerr,  R.N.  Second  edition.  Duodecimo  of 
414  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  Inc.,  1969.  Paper,  $5.75. 

The  Brand-Name  Calorie  Counter.  By 

Corinne  Netzer.  Duodecimo  of  151  pages. 
New  York,  Dell  Publishing  Co.,  Inc.,  1969. 
Paper,  95^. 
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Trichomonads...  Monilia..  .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, 1-4  broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Side  Effects:  The  usual  precautions 
for  topical  and  systemic  sulfonamides  should  be 
observed  because  of  the  possibility  of  absorption. 
Burning,  increased  local  discomfort,  skin  rash  or 
other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
trovaqinallv  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L. : J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 
93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 


196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes.  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nuqent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


rnc  A AA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
L.K CM/V\  15.0%,  allantoin  2.0%) 

C|  I DDOQITnD  I EC  (aminacrine  hydrochloride  0 014  Gm.,  sulfanilamide 
OUr  rUOl  I \-/r\ICO  l .05  Gm.,  allantoin  0.14  Gm.) 


in  trauma 

new 

Onenzyme 

Bitabs  One  tablet  q.i.d 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N F trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


1 ruu  DAT  S OOSASi 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema,  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  Is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  In: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
Indicated.  In  Infection,  appropriate  antl-Infectlve  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  In  controlled  studies,  it  has  been  seen  with 
equal  incidence  In  placebo-treated  groups.  (See  Precautions.) 
It  Is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

First  tenth  reunion.  The  class  of  1959  tenth 
reunion  was  highlighted  by  a symposium  in 
May.  Participants  were:  Fred  Rosner,  M.D., 

assistant  director.  Division  of  Hematology, 
Maimonides  Hospital  of  Brooklyn;  Jesse  Roth, 
M.D.,  chief.  Diabetes  Section,  National  In- 
stitutes of  Health;  Marion  Z.  Goldstein,  M.D., 
staff  psychiatrist.  University  of  Pittsburgh; 
Eugene  Heller,  M.D.,  cardiologist;  Marvin  A. 
Kirschner,  M.D.,  senior  investigator.  Endo- 
crinology Branch,  National  Cancer  Institute; 
Harvey  J.  Karten,  M.D.,  research  associate,  De- 
partment of  Psychology,  Massachusetts  In- 
stitute of  Technology,  Cambridge,  Massa- 
chusetts; and  Louis  M.  Aledort,  M.D..  assistant 
professor  of  medicine.  Mount  Sinai  School  of 
Medicine  who  chaired  the  symposium  as  well  as 
the  alumni  weekend.  Abraham  White,  M.D.. 
associate  dean  and  chairman,  Department  of 
Biochemistry  at  the  College,  was  made  an 
honorary  alumnus. 

Cornell  University  Medical  College 

Seventy-first  commencement.  The  Doctor 
of  Medicine  degree  was  conferred  on  86  grad- 
uates at  the  commencement  exercises  held  on 
June  3.  Cornell  has  graduated  4,531  physicians 
since  its  founding  in  1898. 

Pediatric  research  facility  named  for  Sam- 
uel Z.  Levine,  M.D.  The  facility  for  pediatric 
research  was  formerly  dedicated  on  April  28  as 
the  Samuel  Z.  Levine  Pavilion.  Dr.  Levine  is 
an  emeritus  professor  of  pediatrics. 

Downstate  Medical  Center 

Psychoanalytic  educational  division  head. 

Maurice  R.  Friend,  M.D.,  clinical  professor  of 
psychiatry,  was  appointed  recently  as  director, 
Division  of  Psychoanalytic  Education,  succeed- 
ing William  A.  Console,  M.D.,  in  the  rotating 
directorship. 

Grants.  In  March,  a grant  was  received  to 
support  a continuation  study  of  suicidal 
adolescents  admitted  to  Kings  County  Hospital. 
Other  grants  30)  totalling  $1,517,091,  were  also 
received  and  provide  for  ten  new  studies,  re- 
newal of  15  studies  in  progress,  and  six  supple- 
ments. 

Faculty  notes.  Recent  appointments  have 
been:  Sydney  S.  Lazarus,  M.D.,  as  clinical  as- 
sociate professor  of  pathology;  Alvin  M.  Mesni- 


koff,  M.D.,  as  professor  of  psychiatry;  Maxwell 

L.  Littman,  M.D.,  as  professorial  lecturer  in 
dermatology.  Promotions.  Hugh  J.  Carroll, 

M. D.,  from  assistant  professor  to  associate 
professor  of  medicine;  Irwin  MacKay  Murray, 
M.D.,  from  associate  professor  to  professor  of 
anatomy.  Charles  R.  Greene,  M.D.,  clinical 
instructor  in  medicine,  has  been  appointed  a 
member  of  the  ad  hoc  committee  to  assess  the 
progress  of  the  regional  medical  program  by  the 
Health  Services  and  Mental  Health  Administra- 
tion, Department  of  Health,  Education,  and 
Welfare.  Monroe  Schneider,  M.D.,  clinical 
assistant  professor  of  orthopedic  surgery,  has 
been  elected  chairman,  Section  on  Orthopedic 
Surgery  of  the  Medical  Society  of  the  State  of 
New  York.  Harold  N.  Schwinger,  M.D., 
clinical  assistant  professor  of  radiology,  has  been 
appointed  a member  of  the  executive  committee 
of  the  Board  of  Chancellors  of  the  American 
College  of  Radiology. 

Early  admission  to  medical  school  program. 

Downstate  and  Brooklyn  College  are  cooperat- 
ing on  a new  program  that  will  offer  qualified 
high  school  graduates  early  admission  to  medical 
school  and  B.A.  and  M.D.  degrees  in  seven 
years.  The  program  starts  in  the  fall  of  1969. 

Mount  Sinai  School  of  Medicine 

Endow'ed  professorship.  Solomon  A.  Berson, 
M.D..  chairman,  Department  of  Medicine,  was 
recently  named  Murray  M.  Rosenberg  Professor 
of  Medicine.  Dr.  Berson  is  the  ninth  member 
of  the  School’s  faculty  to  be  invested  with  an 
endowed  professorship. 

New  York  Medical  College 

Psychiatrists  attend  meeting.  Richard  B. 
Resnick,  M.D.,  Max  Fink,  M.D.,  and  Alfred  M. 
Freedman,  M.D.,  were  authors  of  a paper  read 
by  Dr.  Resnick  at  the  125th  annual  meeting  of 
the  American  Psychiatric  Association  in  May. 
The  title  of  the  paper  was  “A  Cyclazocine  Ty- 
pology in  Opiate  Dependence.” 

Upham  chair.  The  first  endowed  chair  at  the 
College  was  recently  appointed  to  be  filled  by 
William  S.  Rosenthal,  M.D.,  professor  of  medi- 
cine. The  Upham  chair  is  funded  by  per- 
manent bequest  of  the  estate  of  Roy  C.  Upham, 
M.D..  in  memory  of  his  mother.  Dr.  Upham  is 
chief,  Section  of  Gastroenterology,  Department 
of  Medicine. 

continued  on  page  1973 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

’Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 


10  mg.f  25  mg.f  10  mg.f  per  5 cc. 

t base  equivalent 

AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg.  — 1 Pulvule  one  to  four  times  daily 
10  mg. — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children-  1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  Hushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  losieesq 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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University  of  Rochester  School  of 
Medicine  and  Dentistry 

Construction  grant  received.  The  Univer- 
sity received  a construction  grant  in  May  of  $14 
million  toward  the  construction  of  the  new 
$56.5  million  Strong  Memorial  Hospital.  This 
is  the  largest  single  construction  grant  ever 
received  by  the  University  from  government 
sources.  The  funds  were  provided  under  the 
construction  grants  program  of  the  Bureau  of 
Health  Manpower,  National  Institutes  of 
Health.  With  the  completion  of  the  new  struc- 
ture in  1973,  the  total  inpatient  capacity  will  be 
increased  from  the  present  630  to  about  800  and 
will  also  enable  the  School  of  Medicine  and 
Dentistry  to  increase  the  number  of  physicians 
graduated  from  the  present  75  to  96. 

Fellowship  awarded.  Paul  F.  Griner,  M.D., 
assistant  professor,  has  received  the  first  Health 
Care  Administration  Fellowship  awarded  by  the 
Life  Insurance  Medical  Research  Fund. 


Books  Reviewed 


RASPAIL,  Scientist  and  Reformer.  By 

Dora  B.  Weiner.  Quarto  of  336  pages,  illus- 
trated. New  York,  Columbia  University  Press, 
1968.  Cloth,  $11. 

This  is  a carefully  gleaned  and  tabulated 
record  of  a near  great  with  a Raspail  legend: 
a scientist  whose  microscope  espoused  the 
cellular  theory  before  Virchow,  and  noted 
infinitely  small  parasites  as  a source  of  contagion 
before  Pastern-.  He  was  also  an  evangelist  and 
a reformer  with  spellbinding  oratory.  Despite 
his  legal  knowledge  needed  for  his  frequent 
contacts  with  opponents,  he  was  in  jail  for  much 
time.  He  wrote  prolifically  on  science  as  well  as 
on  politics  for  the  common  man,  antagonizing 
the  strict  politician  and  “medico.”  He  was  an 
early  advocate  for  health  in  government  and 
individuals  and  felt  that  good  health  was  a 
facet  of  the  right  to  equality.  This  stimulating 
book  should  be  in  our  medical  libraries  for  its 
humanitarian  and  historical  value.  Bernard 
Seligman,  M.D. 

Symposium  on  Ocular  Therapy.  Volume 

III.  Edited  by  Irving  H.  Leopold,  M.D. 

continued  on  page  1974 


COLOR 
TELEVISION 
IN  EUROPE 

came  to  Europe  in  the 
summer  of  1967.  The  take-off  in  West 
Europe  is  expected  to  be  considerably 
faster  than  it  was  in  the  United  States,  as 
European  television  is  controlled  almost 
entirely  by  governments  and  financed  by 
taxpayers.  Thus  there  is  no  need  to  per- 
suade cost-conscious  sponsors  to  foot  the 
bill  for  programming.  Secondly,  Europe’s 
late  entry  enabled  manufacturers  to  learn 
from  more  than  a decade  of  American 
experience,  resulting  in  sets  that  are  mark- 
edly superior  to  our  own. 

From  among  the  score  of  companies 
involved  in  West  Europe,  we  have  singled 
out  four  for  detailed  discussion:  Philips, 
Thorn,  Rank  and  AEG-Telefunken. 

For  a copy  of  this  56-page  booklet, 
mail  the  coupon  below. 


Color  television 


LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANCE  & OTHER  PRINCIPAL  EXCHANCES 


r 1 

LOEB,  RHOADES  & CO.,  Dept.  M 

I 42  Wall  Street,  N.  Y.  10005 

| Gentlemen:  Please  send  me  a free  copy  of  Color  J 
I Television  in  Europe. 

. Name J 

I Address I 

I Zip  Code I 

L J 
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Quarto  of  142  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1968.  Cloth,  $13. 

This  comprehensive  review  on  ocular  therapy 
presents  the  views  of  12  contributors  who 
reported  their  findings  before  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology. Subjects  dealt  with  include  anti- 
biotics, glaucoma  drugs,  steroids,  and  anesthetic 
agents.  The  average  eye  physician  gleaning 
through  this  wealth  of  research,  based  also  on 
extensive  bibliographic  reviews,  is  left  with  the 
bewildering  impression  that  accepted  methods 
of  drug  therapy  may  lead  to  complications. 
How  to  guard  against  them  is  not  always 
answered.  In  the  chapter  on  antibiotics,  for 
example,  the  examiner  is  advised  to  do  skin  and 
serologic  testing  while,  at  the  same  time,  he  is 
told  that  “intraocular  infection  requires  prompt 
therapy  . . and  that  proper  anti-infectious 

therapy  . . is  not  always  possible.” 

In  the  face  of  these  warnings  it  is  surprising 
indeed  that  patients  often  improve  in  spite  of 
or  as  a result  of  accepted  drugs.  This  book  is 
intended  to  serve  notice  on  the  reader  not  to  be 
too  complacent  with  the  drugs  he  prescribes 
without  simplifying  the  problem  of  drug 
therapy.  Emanuel  Krimsky,  M.D. 

Female  Urology.  By  Houston  S.  Everett, 
M.D.,  and  John  H.  Ridley,  M.D.  Quarto  of 
238  pages,  illustrated.  New  York,  Hoeber 
Division,  Harper  & Row,  Publishers,  1968. 
Cloth,  $10.50. 

Female  Urology  is  printed  in  a clear,  well- 
illustrated  manner  with  a good  working  index. 
The  senior  author,  Dr.  Everett,  is  associate 
professor  of  gynecology  and  obstetrics  at  Johns 
Hopkins  University  School  of  Medicine,  while 
Dr.  Ridley  has  a similar  title  at  Emory  Univer- 
sity School  of  Medicine.  Both  have  had  exten- 
sive experience  and  are  well  qualified  in  this 
field. 

It  is  usual  for  patients  to  be  seen  by  either 
a urologist  or  a gynecologist  on  an  initial  visit 
and  then  be  referred  to  the  other  for  subsequent 
treatment.  In  the  main,  these  areas  include 
diseases  of  the  urethra,  treatment  of  urinary 
incontinence,  and  treatment  of  injury  to  the 
ureter  and/or  bladder  during  gynecologic  sur- 
gery. As  the  symptomatology  of  both  urologic 
and  gynecologic  conditions  often  are  similar,  it  is 
important  that  this  text  be  studied  by  all 
gynecologists  and  urologists,  so  that  patients 
can  be  referred  to  either  for  proper  study  prior 
to  surgery. 

In  the  treatment  of  injuries  of  the  ureter, 
there  have  been  changes  in  technic  among 
urologists  that  are  not  mentioned.  Differences 
of  opinion  are  in  the  matter  of  surgical  treat- 
ment. Here  the  text  presents  divergences  from 
usual  urologic  practice.  In  treating  chronic 
inflammatory  change  of  the  urethra,  electro- 
coagulation through  the  penandoscope  is  recom- 


mended. This  technic  is  rarely  used  by  urol- 
ogists, having  been  abandoned  because  good 
results  were  not  obtained.  Also,  most  urologists 
now  do  not  electrocoagulate  carbuncles  but  treat 
them  by  surgical  section.  A special  note  can  be 
made  of  the  differences  of  opinion  between  the 
older  use  of  nephrostomy  for  treatment  of 
postoperative  complete  occlusion  of  ureter  and 
the  present-day  usage.  The  majority  of  urol- 
ogists feel  that  deligation  and  reestablishment 
of  the  continuity  of  the  urinary  tract  is  best 
accomplished  through  a new  extraperitoneal 
surgical  approach  and  that  diversion  of  urine 
can  be  accomplished  by  ureterotomy  with  or 
without  tube  drainage  if  necessary.  Finally, 
there  is  a complete  chapter  on  neoplasms  of  the 
urinary  tract  which  are  not  usually  treated  by 
gynecologists. 

It  must  be  realized  that  although  the  authors 
present  this  text  so  that  gynecologists  may 
understand  and  treat  urologic  conditions  of  the 
urinary  tract,  in  actual  practice  this  is  not  often 
done  as  most  gynecologists  prefer  to  have  such 
diseases  treated  by  urologic  surgeons  who  are 
trained  and  experienced  in  the  treatment  of 
these  conditions. 

However,  the  text  is  well  presented  and  should 
be  compulsory  reading  for  all  gynecologists. 
Urologists  will  benefit  from  reading  the  chapter 
on  urinary  incontinence.  Sidney.  R.  Wein- 
berg, M.D. 

Tobacco:  Experimental  and  Clinical 

Studies.  Supplement  I.  By  P.  S.  Larson, 
Ph.D.,  and  H.  Silvette,  Ph.D.  Quarto  of  803 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1968.  Cloth,  $20. 

This  1968  supplement  to  the  book  Tobacco, 
published  in  1960,  is  a comprehensive  account 
of  the  world  literature  of  experimental  and 
clinical  studies.  The  two  professors  of  pharma- 
cology from  the  tobacco  country,  under  a 
grant  from  the  U.S.A.  tobacco  industry,  assume 
an  editorial  privilege  in  commenting  on  the 
value  of  the  more  than  4,000  accumulated 
contributions  to  universal  tobacco  literature. 
Their  introductory  comment  begins  with  a 
quote  from  Maddox,  1963,  “Is  the  literature 
worth  keeping?”  This  book  has  128  pages  of 
index  and  a nonindexed  bibliography.  It  is 
difficult  to  wade  through  because  many  papers 
have  moot  value.  One  of  their  guidelines  is 
freedom  of  action  of  children  in  their  desires 
and  “normal  smoking  in  normal  people.” 
However,  many  knowledgeable  authorities  chal- 
lenge the  aggressive  advertising  to  our  young 
of  an  addictive  drug  by  a mercenary  group  to 
influence  the  freedom  of  action  of  these  children. 
This  is  considered  a crime  by  those  who  oppose 
smoking  tobacco,  albeit  sponsored  by  “the 
establishment.”  Those  interested  in  the 

minutiae  of  the  tobacco  literature  will  decide 
for  themselves  whether  all  that  is  being  written 
is  for  knowledge  per  se.  Bernard  Seligman, 
M.D. 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions...  relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 

Write:  Harcliffe  Laboratories,  Inc.,  Dept.  900, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


StomAseptine 


DOUCHE  POWDER 


Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 


Premarin  Vaginal  Cream 

CONJUGATED  ESTROGENS  (equine) 


It’s  never 
too  late 

It’s  never  too  late  to  help  revitalize  friable  vagi- 
nal tissue  with  natural  estrogens  in  topical  form. 
By  effectively  restoring  tissue  estrogens  at  the 
local  level,  PREM ARIN  (conjugated  estrogens— 
equine)  Vaginal  Cream  can  help  rebuild  the  vagi- 
nal mucosa,  reverse  atrophic  lesions,  and  restore 
the  texture  and  vascularity  to  a healthier,  more 
normal  state.  Just  one  daily  application  (2  to  4 
Gm.)  of  PREMARIN  (conjugated  estrogens  — 
equine)  Vaginal  Cream,  topically  or  inserted 
nightly,  will  usually  bring  about  a specific  re- 
sponse, accompanied  by  symptomatic  relief,  early 
in  therapy. 

When  applied  before  and  after  vaginal  surgery 
during  the  postmenopause  (usually  for  10  days 
pre-  and  postoperatively),  the  local  tissue-build- 
ing action  of  PREMARIN  (conjugated  estrogens 
—equine)  Vaginal  Cream  as  a supportive  measure 
also  helps  promote  healing,  increase  resistance 
to  infection,  and  facilitate  recovery. 

PREMARIN  (conjugated  estrogens— equine)  Vaginal  Cream 
—Each  gram  contains  0.625  mg.  of  estrogens  in  their  natu- 
rally occurring,  water-soluble  conjugated  form,  in  a non- 
liquefying base.  (Also  contains  spermaceti,  cetyl  alcohol, 
white  wax,  glyceryl  monostearate,  propylene  glycol  mono- 
stearate, methyl  stearate,  phenylmercuric  acetate,  sodium 
lauryl  sulfate,  glycerin,  liquid  petrolatum,  and  certified  color.) 

Also  Available:  PREMARIN  H-C  Vaginal  Cream  (Provides 
the  additional  benefits  of  antipruritic,  anti-inflammatory  ac- 
tion, for  more  rapid  symptomatic  relief  — useful  in  initial 
stages  of  therapy  and  in  vulvovaginitis.)  Each  gram  contains 
0.625  mg.  conjugated  estrogens  — equine  (Premarin),  with 
1.0  mg.  hydrocortisone  (present  as  acetate),  in  a non- 
liquefying base.  (Also  contains  citric  acid,  sodium  citrate, 
glycerin,  spermaceti,  cetyl  alcohol,  white  wax,  glyceryl  mono- 
stearate, propylene  glycol  monostearate,  methyl  stearate, 
phenylmercuric  acetate,  sodium  lauryl  sulfate,  liquid  petro- 
latum, and  certified  color.) 

Caution:  Use  of  either  preparation  in  atrophic  lesions  of  the 
vulva  does  not  preclude  the  necessity  for  careful  diagnostic 
measures  to  eliminate  the  possibility  of  neoplasia. 

Side  Effects:  In  use  of  either  preparation,  hyperestrogenic 
effects,  such  as  withdrawal  bleeding  or  breast  tenderness, 
are  rare  occurrences  and  indicate  overdosage.  Vaginal  dis- 
charge, due  to  mucus  hypersecretion,  may  also  be  noted. 
When  PREMARIN  H-C  Vaginal  Cream  is  used  in  the  con- 
centrations recommended,  absorption  of  hydrocortisone  is 
negligible,  and  therefore  systemic  side  effects  may  not  be 
expected  to  occur. 

Premarin’Vaginal  Cream 

(CONJUGATED  ESTROGENS-equine) 

the  most  frequently  prescribed 
topical  preparation  in  senile  vaginitis 

AYERST  LABORATORIES 

New  York,  N.Y.  10017  • Montreal,  Canada  s#70 


Month  in 

Washington 

The  American  Medical  Association  has  offered 
to  cooperate  in  a Senate  investigation  of  large 
Medicare  and  Medicaid  payments  to  physicians 
and  other  health  practitioners. 

The  offer  followed  a Senate  speech  by  Senator 
John  J.  Williams  (Republican,  Delaware),  in 
which  he  reported  that  the  staff  of  the  Senate 
Finance  Committee  had  found  that  several 
thousand  doctors,  dentists,  and  others  had  re- 
ceived $25,000  or  more  for  their  services  under 
the  two  government  programs  in  1968. 

In  a second  Senate  speech,  Williams  expressed 
appreciation  for  the  AMA  offer  to  cooperate. 
“This  is  the  type  of  cooperation  we  need,  and 
| I appreciate  this  support  from  the  American 
Medical  Association,”  Williams  told  the  Senate, 
j “I  sincerely  hope  that  we  shall  have  similar 
pledges  of  support  from  representatives  of  the 
other  groups  affected. 

“I  can  assure  each  of  these  groups  that  our 
study  will  not  result  in  a blanket  indictment 
against  any  segment  of  the  industry  involved. 

■ We  fully  recognize  that  the  overwhelming  per- 
centage of  those  who  are  in  any  way  connected 
or  working  with  this  program  are  trying  to  do  a 
good  job;  however,  when  instances  of  exploita- 
tion or  excessive  charges  are  discovered  they 
must  be  exposed  and  properly  dealt  with.” 

Williams,  who  has  announced  he  will  not  seek 
re-election  next  year,  is  a member  of  the  Senate 
Finance  Committee  which  is  making  an  exten- 
sive study  of  the  operation  of  Medicaid  and 
Medicare.  Williams  said  that,  although  a staff 
report  would  not  be  ready  until  later  this  sum- 
mer, the  committee’s  investigation  already  had 
shown  the  following: 

First,  in  1968  the  Medicare  program  paid 
$25,000  or  more  to  each  of  at  least  5,000 
physicians. 

Second,  thousands  of  health  practitioners — 
doctors,  dentists,  optometrists,  and  others — 
were  each  paid  $25,000  or  more  under  the 
welfare  health  care  programs  in  1968 ....  A 
surprising  note  is  the  large  number  of  dentists 
appearing  on  the  lists  from  welfare  agen- 
cies .... 

Data  have  also  been  gathered  and  detailed 
tables  prepared  comparing  the  average  Medi- 
care payments  for  the  most  common  surgical 
procedures  for  older  people  with  the  maximum 
payments  allowed  under  the  most  widely  held 
Blue  Shield  contract  in  the  same  geographical 
area. 

Prepared  by  the  Washington.  D.C..  Office  of  the  American 
Medical  Association. 
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because 
relief 
means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug’’  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 

URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg  Methylene  Blue  5.4  mg. 

Hyoscyamine  . . .0.03  mg.  Phenyl  Salicylate  18.1  mg 

Methenamine  . . . 40.8  mg.  Benzoic  Acid  . 4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported:  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom 
mended  daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


^fpCCDNAL 


I T I C A L S . IN 
LINOIS  BOB* 


/ MANUFACTURERS 
' OF  URICEUTICAL* 
SPECIALTIES 
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The  results  are  startling.  Medicare’s  av- 
erage payments  run  as  much  as  2 to  4 times 
as  high  as  Blue  Shield  maximums.  For  ex- 
ample, in  two  areas  of  the  country  Medicare’s 
average  payment  for  a cataract  operation  is 
more  than  4 times  as  much  as  the  Blue  Shield 
allowance.  These  are  not  isolated  cases. 
There  is  a pronounced  pattern  of  inflated  pay- 
ments by  Medicare. 

The  report  to  the  committee  will  include 
pinpointing  the  causes  underlying  these  ex- 
tremely generous  handouts  of  public  funds. 

Another  unusual  situation  has  occurred  in 
Social  Security’s  pressing  carriers  to  pay  for 
so-called  supervisory  services  rendered  by  a 
teaching  physician,  even  though  the  actual 
care  is  provided  by  an  intern  or  resident.  Be- 
fore Medicare  virtually  no  insurer  paid  for 
such  services .... 

The  investigation  has  expanded  the  evalua- 
tion of  carrier  and  intermediary  performance 
to  determine  whether  or  not  the  government 
is  getting  what  it  is  certainly  paying  for  and 
the  extent  to  which  intermediaries  and  carriers 
are  carrying  out  specific  functions  assigned  to 
them  by  the  Medicare  statute. 

Thus  far  a wide  variance  and  level  of  per- 
formance has  been  observed .... 

The  law  requires  intermediaries  and  carriers 
to  exercise  effective  controls  on  utilization  of 
services .... 

Yet  some  carriers  and  intermediaries  appear 
virtually  to  ignore  performance  of  this  vital 
function  while  others  seem  to  be  doing  a 
reasonably  effective  job. 

Following  Williams’  first  speech,  the  AMA 
issued  a statement  saying  that  it  shared  with  the 
Senator  a concern  over  the  rising  costs  of  Medi- 
care and  Medicaid.  The  Association  offered  to 
cooperate  with  the  Senate  Finance  Committee 
or  any  other  congressional  committee  studying 
the  problem  of  rising  health  care  costs.  The 
AMA  earlier  had  made  the  same  offer  to  U.S. 
Department  of  Health,  Education,  and  Welfare 
Secretary  Robert  H.  Finch. 

The  AMA  statement  is  as  follows: 

“For  some  time  the  AMA  has  been  giving 
national  leadership  in  coordinating  the  efforts  of 
state  and  county  medical  societies  in  the  estab- 
lishment and  effective  functioning  of  local  re- 
view and  utilization  committees  checking  on  the 
health  care  services  rendered  under  the  Medicare 
and  Medicaid  programs.  Close  liaison  also  has 
been  established  between  carriers  and  many 
medical  societies  in  reviewing  disbursements 
under  the  government  programs. 

“All  investigations  so  far  have  indicated  that 
an  overwhelming  majority  of  physicians  partici- 
pating in  Medicare  and  Medicaid  are  charging 
reasonable  fees.  The  charges  of  only  about  2 
per  cent  of  the  physicians  receiving  payments 
from  the  programs  have  been  challenged.  Of 
course,  the  AMA  favors  appropriate  action  in 
any  of  the  cases  where  physicians  are  found  to 
receive  improper  payments.  Last  June,  the 
AMA  Board  of  Trustees  urged  all  state  and 

continued  on  page  1980 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidiri 


Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN’  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bac(erial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headai  he  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  fo  • complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROM  YCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamid j?  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  {period,  infancy, 
early  childhood).  1 

Adverse  Reactions:  Gastrointestinal- anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edeipa,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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local  medical  societies  ‘to  act  swiftly  and  firmly 
in  all  instances  of  known  exploitation,  and 
excessive  charges  for  health  care  that  may  occur 
in  their  jurisdiction.’  In  1967,  the  AMA  said 
‘any  reports  of  abuses  by  physicians  or  by  any 
other  health  care  program  should  be  thoroughly 
and  promptly  investigated  and  action  taken 
where  indicated.’  Several  medical  societies 
have  expelled  members  where  it  has  been  proved 
that  a physician’s  charges  were  excessive  or  he  in 
some  other  way  exploited  the  program. 

“The  AMA,  through  its  publications  and 
speeches  by  its  officials,  has  been  emphasizing  to 
physicians  the  responsibility  they  have  to  hold 
down  the  health  care  costs  of  their  patients 
both  under  and  outside  government  programs. 
In  an  April  17  letter  to  Finch,  Dr.  Wilbur  said 
the  AMA  ‘is  eager  to  make  available  to  your 
office  the  composite  experience  and  judgment  of 
the  nation’s  physicians,  who  are  the  principal 
providers  of  health  care  to  all  the  people. 

“The  knowledge  and  judgment  of  the  nation’s 
physicians — as  well  as  of  the  prepayment  plans, 
health  insurance  industry,  hospitals,  the  allied 
health  professions,  the  actuaries,  and  others — - 
must  be  enlisted  in  your  battle  against  the 
health-care  portion  of  the  inflation  problem,’ 
Dr.  Wilbur  said.” 

* * * 

The  House  passed  and  sent  to  the  Senate  a 
three-year,  $937  million  extension  of  the  Hill- 
Burton  Act  under  which  the  Federal  govern- 
ment has  helped  finance  construction  of  hos- 
pitals and  nursing  homes  with  425,000  beds. 

Members  approved  the  measure  on  a 351  to  0 
roll  call  after  turning  down  a series  of  amend- 
ments designed  to  channel  the  matching  hospital 
grants  more  into  big  cities  than  urban  areas  and 
into  modernization  rather  than  new  hospital 
construction. 

In  addition  to  extending  existing  aid,  the  bill 
provides  for  new  loan  guarantees,  as  requested 
by  the  Nixon  Administration,  and  interest  sub- 
sidies, which  the  Administration  opposed. 

The  bill  as  passed  authorizes  appropriations 
(over  three  years)  up  to  $405  million  for  hospital 
construction;  $165  million  for  modernization; 
and  $300  million  in  guaranteed  loans,  toward 
which  the  government  would  contribute  up  to 
$37  million  in  3 per  cent  interest  subsidies.  In 
addition,  grants  up  to  $30  million  could  be  made 
for  emergency  room  modernization. 

* * * 

The  American  Medical  Association  urged  that 


Congress  approve  full  appropriations  for  medical 
education  programs. 

C.  H.  William  Ruhe,  M.D.,  director  of  the 
AMA’s  Division  of  Medical  Education,  testified 
before  a House  appropriations  subcommittee 
that  the  nation’s  urgent  need  for  more  physi- 
cians could  “only  be  met  effectively  by  a major 
increase  in  the  capacity  of  American  medical 
schools  to  educate  more  physicians.” 

“It  is,  therefore,  appropriate  to  emphasize 
again  that  full  funding  in  the  amounts  author- 
ized by  the  Health  Manpower  Act  of  1968  is 
necessary  to  permit  the  construction  of  new  and 
expanded  facilities  before  major  enrollment  in- 
creases will  be  feasible,”  Dr.  Ruhe  said. 

In  a letter  to  the  House  Public  Health  and 
Welfare  Subcommittee,  the  AMA  also  sup- 
ported extension  of  the  Medical  Library  Assist- 
ance Act.  Ernest  B.  Howard,  M.D.,  AMA 
executive  vice-president,  said  that  “we  cannot 
exaggerate  the  importance  to  the  health  pro- 
fessions and  the  public  they  serve”  of  the  many 
beneficial  services  supported  through  the  pro- 
grams. 

* * * 

President  Nixon  created  the  cabinet-level 
Environmental  Quality  Council  to  begin  a major 
attack  on  pollution  of  the  environment.  He 
also  named  a companion  fifteen-member  Citi- 
zens’ Advisory  Committee  on  the  recommenda- 
tions of  Lee  A.  Dubridge,  Ph.D.,  his  chief 
science  adviser. 

The  President  said  the  council,  serving  as  an 
advisory  board  on  a par  with  the  National 
Security  Council  and  the  Urban  Affairs  Council, 
“will  provide  the  focal  point  for  this  Adminis- 
tration’s efforts  to  protect  all  of  our  natural 
resources.” 

Dubridge  said  “the  problem  is  how  we  can 
make  maximum  use  of  our  environment.  . . 
without  despoiling  it.”  He  said  the  council 
would  move  promptly  on  the  problems  of  dis- 
posal of  waste  products — a key  factor  in  deteri- 
oration of  the  environment. 

The  President  will  head  the  council,  which 
also  will  include  the  vice-president  and  the 
secretaries  of  the  Departments  of  Agriculture; 
Commerce;  Health,  Education  and  Welfare; 
Housing  and  Urban  Development;  and  Interior 
and  Transportation. 

Laurence  S.  Rockfeller,  one  of  the  nation’s 
leading  conservationists  and  a key  figure  in  Lady 
Bird  Johnson’s  National  Beautification  Cam- 
paign, will  be  chairman  of  the  Citizens’  Advisory 
Committee. 


1980  New  York  State  Journal  of  Medicine  / July  15,  1969 


Index  to  Advertisers 


Ayerst  Laboratories 1976-1977 


Breon  Laboratories 1081 


Conal  Pharmaceuticals  Inc 1978 


Harcliffe  Laboratories 1975 


Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 

1963.  1979.  1981,  1988,  2065 


Eli  Lilly  & Company 1970-1971,  1972,  1982 


Loeb,  Rhoades  & Company 1973 


Mandl  School 2065 


McNeil  Laboratories 1959 


A 


ron 


Ferg< 

brand  of  ferrous  gluconate 

Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 

j=l:l<»l.’l  BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


National  Drug  Company. 
Parke,  Davis  & Company 

Pfizer  Laboratories 

A.  H.  Robins  Company. . . 

Roche  Laboratories 

ROR  Chemical  Company. 

Sandoz  Pharmaceuticals. 


1967-1968,  3rd  cover 
1964-1965 

1952-1953 

1955 

2nd  cover-1951 

1963 

4th  cover 


G.  D.  Searle  & Company 1987 

Winthrop  Laboratories 1960-1961,  1962 

Wyeth  Laboratories 2069,  2070 


ACHROMYCIN  V 

TETRACYCLINE  HCl  ***** 


1981 


r 


Darvon9 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


1982 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 

COPYRIGHT  1969  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

July  15,  1969  Volume  69  Number  14 

“ Dedicated  to  the  continuing  education  of  the  physician" 


69th  yeah  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Herbert  Conway,  M.D. 
‘Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alp-red  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Alfred  A.  Hartmann,  M.D. 
‘Louis  M.  Hellman,  M.D. 

Milton  Helpern,  M.D. 
Gertrude  M.  Hyde,  M.D. 


Alfred  P.  Ingegno,  M.D. 
‘Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
•Leslie  A.  Kuhn,  M.D. 
•Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
‘Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


John  R.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
‘Bjorn  Thorbjarnarson,  M.D. 
‘Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
‘Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1969  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1954  are  $2.00  per  copy; 
from  1954  to  1963,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East — Joseph  A. 

Mullaney;  Midwest — Robert  O.  Linberg;  and 
Pacific  Coast — Melvin  B.  Tyler. 


1983 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8 1A-by-l  1-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 */2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author  (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 
services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


1984  New  York  State  Journal  of  Medicine  / July  15,  1969 


Editorials 


PKU  blood,  urine  tests  create  diagnostic  problems 


Two  problems  that  exist  today  in  the 
diagnosis  of  phenylketonuria — PKU — -are 
brought  to  our  attention  by  Harry  A. 
Waisman,  Pli.D.,  M.D.,  professor  of  pedi- 
atries and  director,  Joseph  P.  Kennedy,  Jr. 
Laboratory,  University  of  Wisconsin  Medi- 
cal Center,  Madison,  Wisconsin,  in  an 
article,  “Practical  Problems  in  Diagnosis 
of  Phenylketonuria,”  which  was  published 
in  the  issue  of  diagnostica  (Number  12, 
May,  1969),  a quarterly  magazine  for 
physicians  published  by  Ames  Company, 
Division  Miles  Laboratories,  Inc.,  Elkhart, 
Indiana. 

The  first  problem  is  the  excessive  number 
of  false  positives  indicated  with  the  Guthrie 
(blood)  test.  The  second  problem  is  the 
underestimation  of  PKU  incidence  when 
the  reagent  strip  (urine)  alone  is  used  for 
testing. 

The  Guthrie  test  gives  false  positives  in 
large  numbers  of  newborns  who  are  neither 
true  PKUs  nor  normal.  There  are  several 
other  conditions  that  can  cause  the  mis- 
leading Guthrie  positives.  Confirmatory 
analyses  of  plasma  phenylalanine  and 
plasma  tyrosine  are  needed  with  positives 
from  either  blood  or  urine  testing. 

With  the  Guthrie  method  infants  should 
be  tested  on  the  fifth  to  seventh  day  of  life, 
when  enough  milk  protein  usually  has  been 
consumed  to  raise  the  plasma  phenylala- 
nine level. 

The  reagent  strip,  although  remaining  a 
reliable  screening  test  for  classical  PKU, 
may  be  limited  by  possible  inappropriate 
use  by  the  mother  of  a newborn.  A baby 
may  not  be  old  enough  during  his  first  week 


for  phenyl  ketones  to  appear  in  his  urine, 
especially  if  he  has  not  been  fed  enough 
protein.  The  mother  might  be  administer- 
ing the  test  incorrectly  or  there  may  not  be 
enough  urine  for  her  to  use  with  the  reagent 
strip,  especially  if  she  uses  disposable  dia- 
pers that  collect  urine  on  the  back  sheet  of 
absorbent  paper.  Collecting  liquid  urine 
with  an  attachable  urine  bag  increases 
accuracy. 

The  reagent  strip  also  is  useful  to  the 
physician  supervising  the  treatment  of  a 
classical  PKU  patient  with  diet,  but  quan- 
titative plasma  phenylalanine  levels  must 
be  used  by  the  physician  and  the  nutri- 
tionist to  monitor  progress,  according 
to  Dr.  Waisman.  It  is  the  responsibility 
of  the  physician  to  test  the  infant  for 
PKU  at  two,  four,  and  six  weeks  of  age, 
using  any  testing  method. 

Where  laws  dictate  testing  procedures 
on  newborn  babies,  the  common  require- 
ment that  the  baby  be  tested  before  it  goes 
home  from  the  hospital  is  technically  in 
error.  Too  many  infants  are  discharged 
on  the  second  or  third  day  after  birth, 
when  insufficient  milk  protein  has  been 
consumed  to  give  a meaningful  test  for 
amino  acids  in  the  blood  and  urine. 

PKU,  an  inborn  error  of  metabolism 
that  can  lead  to  severe  mental  retardation, 
can  be  corrected  with  a low-phenylalanine 
diet.  Known  for  thirty-five  years,  PKU 
is  now  estimated  to  occur  in  less  than  one 
in  10,000  live  births  in  Caucasians.  Even 
so,  the  incidence  is  higher  than  the  one  in 
20,000  figure  estimated  in  previous  years, 
before  mass  PKU  screening  was  initiated. 
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A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has  been  so  constant 
that  use  of  less  effective  agents  would  seem  to  invite  unnecessary  failures.  ■ The 
simplicity,  completeness  and  persistence  of  cures  with  Flagyl  qualify  it  as  the  logical 
first  therapeutic  choice  in  trichorponal  infections. 

Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent 
and  often  as  high  as  100  per  cent  in  large  series  of  patients.  When 
the  diagnosis  is  positive,  Flagyl  is  positive. 


Indications:  For  the  treatment  of  trichomoniasis  in  both  male  and  female  patients  and  the  sexual  parlners  of  patients 
with  a recurrence  of  the  infection  provided  tnchomonads  have  been  demonstrated  by  wet  smear  or  culture  ■ Con- 
traindications: Evidence  of  or  a history  of  blood  dyscrasia.  in  patients  with  active  organic  disease  of  the  central 
nervous  system,  and  the  first  trimester  of  pregnancy  ■ Warnings:  Use  with  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by  topical  measures.  Flagyl  is  secreted  in  the  breast  milk 
of  nursing  mothers;  it  is  not  known  whether  this  can  be  injurious  to  the  newborn.  ■ Precautions:  Mild  leukopenia 
has  been  reported  during  Flagyl  use;  total  and  differential  leukocyte  counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is  necessary.  Avoid  alcoholic  beverages  during  Flagyl  therapy 
because  abdominal  cramps,  vomiting  and  flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnormal  neurologic 
signs  occur.  There  is  no  accepted  proof  that  Flagyl  is  effective  against  other  organisms  and  it  should  not  be  used 
in  the  treatment  of  other  conditions.  Exacerbation  of  moniliasis  may  occur  ■ Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric  distress,  abdominal  cramping,  constipation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and  stomatitis  possibly  associated  with  a sudden  overgrowth  of  Monilia,  exacerba- 
tion of  vaginal  moniliasis,  an  occasional  reversible  moderate  leukopenia,  dizziness,  vertigo,  drowsiness,  incoordina- 
tion and  ataxia,  numbness  or  paresthesia  of  an  extremity,  fleeting  joint  pains,  confusion,  irritability,  depression, 
insomnia,  mild  erythematous  eruptions,  "weakness,"  urticaria,  flushing,  dryness  of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of  pelvic  pressure,  dyspareunia,  fever,  polyuria,  incontinence,  decrease 
of  libido,  nasal  congestion,  proctitis,  pyuria  and  darkened  urine  have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  abdominal  distress,  nausea,  vomiting  or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic  beverages  may  also  be  modified  ■ Dosage  and  Administration:  In  the  Female. 
One  250-mg  tablet  orally  three  times  daily  for  ten  days.  Courses  may  be  repeated  if  required  in  especially  stubborn 
cases;  in  such  patients  an  interval  of  four  to  six  weeks  between  courses  and  total  and  differential  leukocyte  counts 
before,  during  and  after  treatment  are  recommended.  Vaginal  inserts  of  500  mg.  are  available  for  use,  particularly  in 
stubborn  cases.  When  the  vaginal  inserts  are  used,  one  500-mg.  insert  is  placed  high  in  the  vaginal  vault  each  day 
for  ten  days  and  the  oral  dosage  is  reduced  to  two  2S0-mg.  tablets  daily  during  the  ten-day  course  of  treatment.  Do 
not  use  the  vaginal  inserts  as  the  sole  form  of  therapy.  In  the  Male.  Prescribe  Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one  250-mg.  tablet  two  times  daily  for  ten  days  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is  prescribed  for  the  male  in  conjunction  with  the  treatment  of  his 
female  partner  ■ Dosage  Forms:  Oral  tablets 250  mg.  Vaginal  inserts 500  mg. 
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She  is  f^REgjraa.  She  is  67. 
When  she  tieecfs  an  antibiotic 
she  may  be  a candidate  for 


DECLOSTATIN  300 

Demelh)  Ichlortetrarycline  HC1  300  mg  -■  9 -a 

and  Nystatin  500.000  units  I v -■  £ I 

CAPSULE-SHAPED  TABLETS  Lederle  J J • 1 • I t • 


To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylehlortetraeycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  NoCgssary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  . 
some  dairy  products.  Treatment  of  streptococcal 
tions  should  continue  for  10  days,  even  though  syraj 
have  subsided.  v 
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In  1964  the  New  York  State  Legisla- 
ture passed  the  Laboratory  Improvement 
Act,  effective  July  1,  1965,  which  requires 
all  clinical  laboratories  to  operate  under 
permit  and  to  be  in  the  charge  of  an  indi- 
vidual who  holds  a valid  certificate  of  quali- 
fication. A State-operated  proficiency  test- 
ing program  was  also  mandated.  Both 
hand-carried  and  mailed  specimens  were 
submitted  to  legally  operating  clinical 
laboratories  on  an  annual  basis;  mailed 
specimens  were  submitted  on  a prearranged 
schedule. 

This  report  is  an  evaluation  of  the  per- 
formance program  over  a three-year  period. 
The  findings  relate  to  clinical  laboratory 
performance  throughout  Upstate  New 
York;  New  York  City  operates  its  own 


program  but  must  meet  minimal  State 
standards. 

Four  hundred  and  thirty  clinical  lab- 
oratories were  included  in  the  1967  to  1968 
survey,  229  hospital  laboratories,  and  201 
independent  laboratories,  privately  or 
municipally  owned.  The  number  was 
slightly  smaller  in  the  two  previous  years. 
Most  of  the  privately  owned  laboratories 
are  small:  one-  or  two-man  operations. 

Bacteriology 

Bacteriology  was  divided  into  3 cate- 
gories. Category  1 consisted  of  urethral 
smears;  these  were  carried  by  the  investi- 
gators and  stained  and  interpreted  for  the 
presence  or  absence  of  gonococci  by  the 
technologist  who  normally  performs  this  ex- 
amination. Category  2 consisted  of  organ- 

isms of  the  more  common  variety  which 
might  be  found  in  diseases  affecting  skin, 
throat,  and  the  bowel.  Category  3 con- 
sisted of  organisms  that  are  more  fastidious 
in  their  growth  requirements,  are  more 
demanding,  and  require  more  discretion  in 
their  identification 

Technic.  Organisms  from  stock  strains 
were  vacuum  dried  on  filter  disks  which 
were  sent  out  in  tubes  with  instructions  for 
reconstituting  and  growing  the  organism. 
Approximately  3,000  were  distributed  to 
participating  laboratories,  and  growth  was 
obtained  in  approximately  98  per  cent  of 
those  tested. 

Assessment.  The  marking  was  based 
on  the  isolation  and  identification  of  the 
organism,  15  marks,  and  procedures  and 
tests  used,  10  marks;  75  per  cent  was  the 
acceptable  passing  grade. 

Number  of  tests.  Specimens  for  cate- 
gory 2,  four  organisms  in  each,  were  sent 
to  all  laboratories  requesting  a permit  in 
this  category;  for  those  laboratories  which 
had  problems,  a second  and,  if  necessary,  a 
third  set  of  specimens  were  sent.  Category 
3 specimens  were  sent  only  to  laboratories 
which  had  successfully  executed  category  2, 
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TABLE  I.  Bacteriology.  Performance  results  per 
organism 


Total 

Number 

Sent 

Per  Cent 
75 

Per  Cent  + 

Coagulase  positive 
Staphylococcus 

123 

86.9 

Klebsiella  pneumoniae 

123 

73.1 

Salmonella  typhimurium 

143 

72.7 

Citrobacter 

129 

69.7 

Salmonella  typhi 

144 

69.4 

Pseudomonas  aeruginosa 

207 

69.0 

Klebsiella,  Entero- 
bacteriaceae 

70 

68.5 

Enteropathogenic 
Escherichia  coli 

121 

66.9 

Beta  hemolytic  Strepto- 
coccus, group  A 

151 

66.8 

Diplococcus  pneumoniae 

185 

64.3 

Beta  hemolytic  Strepto- 
coccus, group  C 

180 

60.0 

Corynebacterium  xerose 

146 

57.5 

Listeria  monocytogenes 

127 

57.4 

Hemophilus  influenzae 

175 

56.5 

Shigella  sonnei 

148 

55.4 

Alpha  hemolytic  Strepto- 
coccus, group  D 

111 

54.9 

Enterococcus 

87 

54.0 

Herellea  vaginicola 

154 

53.2 

Clostridium  perfringens 

87 

52.8 

Mima  polymorpha 

175 

50.2 

Neisseria  meningitidis 

66 

48.4 

Alcaligenes  faecalis 

88 

47.7 

Pasteurella  multocida 

135 

46.6 

Proteus  morganii 

49 

38.7 

Proteus  vulgaris 

72 

30.5 

Clostridium  bifermentans  156 

22.4 

and  repeat  specimens  in  category  3 were 
sent  once  only. 

Guidelines.  As  part  of  the  education 
program  in  bacteriology,  each  assessment 
returned  to  the  participant  was  accom- 
panied by  guidelines  on  the  identification  of 
the  organisms  submitted  to  the  participat- 
ing laboratory.  As  a result  of  these  and 
other  efforts,  such  as  seminars  and  work- 
shops, the  renewed  interest  in  bacteriology 
has  given  rise  to  a rapid  and  dramatic  im- 
provement in  performance.  Results  with 
individual  organisms  are  illustrated  in 
Table  I.  In  general,  as  the  technical  re- 
quirements and  theoretical  background 
became  more  demanding,  the  performance 
declined. 

Results.  On  the  first  survey  in  cate- 
gory 2,  51  per  cent  of  hospitals  and  42 
per  cent  of  independent  laboratories 
achieved  satisfactory  performance.  Lab- 
oratories unsuccessful  on  this  occasion  re- 
ceived additional  specimens,  following 


COUNTY  HOSPITAL 


NUMBER  OF  LABORATORIES 


FIGURE  1.  Tuberculosis  testing  program,  1965  to 
1967. 

which  71  per  cent  of  hospitals  and  70  per 
cent  of  independent  laboratories  performed 
satisfactorily.  Laboratories  still  unsatis- 
factory after  the  second  survey  received  a 
third  set  of  specimens,  following  which  an 
accumulated  total  of  83  per  cent  of  the 
hospital  and  80  per  cent  of  nonhospital 
laboratories  was  judged  to  be  satisfactory 
(273  of  331 ).  However,  the  range  of  organ- 
isms used  for  the  third  survey  was  more 
restricted  and  consisted  of  Staphylococcus, 
Streptococcus  pneumococcus,  Hemophilus, 
and  Pseudomonas. 

Two  hundred  and  sixty-eight  laboratories 
that  had  achieved  successful  performance 
in  category  2 were  tested  in  category  3. 
Of  these,  58  per  cent  of  hospital  and  38 
per  cent  of  nonhospital  laboratories  per- 
formed satisfactorily  on  the  first  survey. 
The  remaining  laboratories  received  a fur- 
ther set  of  specimens,  and  an  accumulated 
total  of  68  per  cent  of  hospitals  and  53  per 
cent  of  nonhospital  laboratories  achieved 
satisfactory  performance  in  this  category. 
The  results  indicate  that  problems  exist  in 
the  field  of  clinical  bacteriology,  but  that 
with  attention  to  basic  criteria  of  technic 
and  identification  there  can  be  material 
improvement.  A need  exists  for  a con- 
tinuing program  to  maintain  and  improve 
performance  in  this  subspecialty. 

Mycobacteriology 

Results  in  mycobacteriology  were  con- 
sidered acceptable  when  acid-fast  bacilli 
were  isolated  and  the  atypical  acid-fast 
bacilli  were  differentiated  from  the  tubercle 
bacillus. 

During  the  test  period  best  results  were 
obtained  in  the  larger  laboratories  regard- 
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□^hospital  Labs.  E3county  Labs.  ffl  privafeLabs. 


Fungus  Cultures  used  in  Program 
(Each  laboratory  examined  15  cultures') 


Histoplasma  capsulatum 
Blastomyces  dermatitidis 
Nocardia  asteroides 
Trichophyton  violaceum 
T.  rubrum 
T.  tonsurans 
T.  mentagrophytes 
Microsporun  audouinii 
M.  gypseun 
M.  canis 

Sporotrichun  schenckii 
Candida  albicans 
C.  tropical is 
C.  parapsilosis 
C.  krusei 
C.  guilliermondii 
Cryptococcus  neoformans 
Geotrichun  c and  i dun 
Cladosporium  sp. 
Penicilliun  sp. 
Aspergillus  sp. 
Scopulariopsis  sp. 


Identification  of  11  out  of  15 
cultures  or  73*.  is  acceptable. 


138  laboratories  applied 
17  withdrew 
101  participated 
20  no  reply 


I 


1 
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FIGURE  2.  Mycology  testing  program,  1966  to  1967. 


less  of  whether  they  were  municipal  or 
hospital  based,  and  of  these,  municipal 
performed  better  than  hospital  or  independ- 
ent laboratories  (Fig.  1).  When  first 
tested,  57  per  cent  of  all  laboratories  per- 
formed satisfactorily.  On  a second  survey, 
69  per  cent  of  the  laboratories  performed 
satisfactorily.  However,  12  per  cent  of 
laboratories  reported  growth  of  acid-fast 
bacilli  when  none  were  present,  and  while 
52  per  cent  of  the  laboratories  were  able  to 
properly  identify  the  tubercle  bacillus,  only 
27  per  cent  (first  survey)  and  34  per  cent 
(second  survey)  were  able  to  identify  com- 


pletely the  atypical  acid-fast  bacilli  they 
received. 

Mycology 

Competence  in  mycology  was  determined 
by  inspection  of  laboratory  premises  for 
adequate  facilities  and  trained  personnel 
and  by  the  ability  of  the  personnel  to 
identify  a limited  number  of  fungus  cul- 
tures. These  cultures  included  some  of  the 
most  common  saprophytes  found  as  con- 
taminants of  air  or  of  clinical  specimens  in 
addition  to  the  more  common  pathogens 
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tUNGUS  CULTI^gES  USED  IN  PROGRAM 

[CAC*  LABORATORY  EXAMINED  15  CULTURES]  -20 


FIGURE  3.  Mycology  testing  program,  1967  to 
1968. 

because  the  clinical  laboratory  is  normally 
called  on  to  differentiate  these,  and  com- 
petence in  medical  mycology  requires  some 
general  knowledge  of  fungi. 

Each  participating  laboratory  received 
15  cultures  for  identification,  selected  from 
a pool  of  22.  For  the  past  two  years,  these 
have  been  divided  into  two  groups,  one 
being  submitted  during  the  fall  and  the 
second  in  the  spring.  A permit  in  mycology 
was  granted  if  11  of  the  15  organisms  (73 
per  cent)  were  identified  correctly.  In  gen- 
eral, identification  of  both  genus  and  species 
was  required  for  pathogens  and  only  the 
genus  for  contaminants.  As  a clue  to 
identification,  the  clinical  source  of  each 
culture  was  submitted.  It  was  requested 
that  the  method  used  as  a basis  for  identi- 
fication be  specified  because  this  often 
aided  in  interpreting  the  reported  results. 
However,  response  has  been  incomplete. 
This  procedure  should  be  required  so  that 
the  technician  understands  what  he  is 
doing;  guesswork  is  eliminated;  and  both 
our  laboratory  and  the  performing  lab- 
oratory can  determine  whether  or  not 
technic  was  adequate. 

In  1967,  138  laboratories  applied  for  a 
permit;  71  were  approved;  37  withdrew  or 
did  not  reply  (Fig.  2).  Of  123  applications 
in  1968,  87  were  approved;  25  withdrew  or 
did  not  reply;  and  this  represents  89  per 


% ACCURACY 

FIGURE  4.  VDRL  slide  test. 

cent  of  those  which  participated  (Fig.  3). 
The  corresponding  figure  for  the  previous 
year  was  only  70  per  cent,  and  the  striking 
increase  must  be  attributed  to  additional 
practice  and  training.  Only  1 of  18  munici- 
pal laboratories  failed  to  make  the  grade. 

Measures  to  improve  laboratory  per- 
formance in  mycology,  in  addition  to 
monitoring  performance  as  with  this  test 
program,  must  be  concentrated  mainly  on 
training  of  personnel.  To  this  end  work- 
shops and  individual  bench  training 
were  undertaken.  Stock  cultures,  standard 
methods,  technical  preferences,  and  con- 
sultation on  special  problems  were  also 
provided.  A technician’s  greatest  need  in 
mycology  was  found  to  be  training,  prac- 
tice, continuing  experience,  a stock  culture 
collection,  and  a good  manual. 

Serology 

The  performance  evaluation  program  in 
serology  was  aided  by  external  quality 
control  measures  and  the  examination  of 
proposed  serum  test  samples  by  reference 
laboratories. 

Syphilis  serology.  The  accuracy  of 
performance  of  the  quantitative  VDRL 
(Venereal  Disease  Research  Laboratory) 
slide  tests  was  measured  from  a review  of 
the  sensitivity  and  specificity  of  the  test 
reported.  Accuracy  was  calculated  from 
the  number  of  reactive  specimens  reported 
within  a twofold  dilution  of  that  designated 
by  the  Clinical  Laboratory  Center  and 
confirmed  by  reference  laboratories.  An 
80  per  cent  accurate  test  series  report  was 
suitable,  assuming  that  no  false  reactions 
or  false  nonreactions  were  recorded. 

Figure  4 illustrates  laboratory  perfor- 
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FIGURE  5.  General  serology.  Unsatisfactory  re- 
sults. 


mance  and  improvement  in  the  accuracy  of 
the  VDRL  slide  test  procedure.  Approxi- 
mately 40  per  cent  of  the  participants 
attained  a score  of  100  per  cent  accuracy  in 
the  first  year  of  the  program.  In  the  third 
year,  approximately  65  per  cent  of  the 
laboratories  achieved  the  score  of  100  per 
cent. 

An  analysis  of  laboratory  performance 
after  the  first  year  of  the  testing  program 
indicated  that  accuracy  was  not  clearly 
related  to  the  kind  of  laboratory  or  the 
number  of  determinations  performed. 
Hospital  and  independent  laboratories  per- 
formed equally  well,  and  the  number  of 
tests  conducted  in  a year  did  not  necessarily 
correlate  with  the  accuracy  of  the  test 
performance. 

Complement  fixation  and  or  treponemal 
antigen  tests  were  conducted  by  12 
laboratories.  Only  qualitative  test  reports 
were  evaluated.  Ten  of  the  12  complement 
fixation  reports  were  in  agreement  with 
the  Center’s  findings,  and  both  of  the 
fluorescent  treponemal  antibody-absorption 
test  reports  were  comparable  to  those  of 
the  Center. 

General  serology.  The  major  factors 
that  contributed  to  an  orderly  review  of 
proficiency  with  the  VDRL  procedure, 
namely,  a well-defined  laboratory  procedure 
and  general  availability  of  standardized 
reagents,  were  lacking  in  the  field  of  general 
serology.  Difficulties  with  procedures  and 
reagents  seriously  complicated  efforts  to 
compare  test  performance. 

Five  categories  were  selected  for  evalua- 
tion: tests  for  bacterial  and  heterophil 

agglutinins,  for  the  presence  of  antistrep- 
tolysin O,  for  C-reactive  protein,  and  for 


rheumatoid  factor(s).  The  bacterial  ag- 
glutinin tests  included  antigens  for  brucel- 
losis, tularemia,  rickettsial  infection,  and 
salmonellosis. 

Determinations  which  required,  or  by 
choice  provided  for,  a qualitative  report 
were  evaluated  on  the  suitability  of 
the  single  report.  Quantitative  determina- 
tions, however,  reasonably  provided  for 
differences  in  the  reaction  endpoints.  Ac- 
cordingly, comparable  tests  were  required 
to  be  reported  within  two  twofold  dilutions 
of  established  values. 

Application  of  these  standards  to  the 
proficiency  testing  program  resulted  in  the 
findings  summarized  in  Figure  5.  The  tests 
performed  by  the  greatest  number  of  lab- 
oratories, the  C-reactive  protein,  infectious 
mononucleosis,  and  antistreptolysin  O 
(ASO)  determinations  were,  in  general, 
within  acceptable  range. 

Areas  of  greatest  difficulty  in  1966  to  1967 
were  the  categories  of  bacterial  agglutina- 
tion and  rheumatoid  factors.  In  each  the 
major  problems  were  identified  as  unreliable 
reagents  and  or  difficulties  in  reading  and 
interpreting  bacterial  agglutination  pat- 
terns. 

Correction  of  these  problems  by  selection 
of  other  commercial  products  and  by  addi- 
tional technical  training  provided  for  the 
improved  performance  in  1967  to  1968. 
The  dramatic  improvement  in  performance 
recorded  for  the  category  rheumatoid 
arthritis  was  due  to  selection  of  commercial 
reagents  which  provided  adequate  levels  of 
test  sensitivity.  Improvement  in  bacterial 
agglutination  test  reports  was  similarly 
attributed  to  the  selection  of  suitable  re- 
agents as  well  as  to  corrections  made  in 
technic  and  reading  of  the  tests. 

The  difficulties  imposed  on  general 
serology  by  the  absence  of  reagent  quality 
control  or  standardization  required  that  the 
testing  program  include  a system  for 
monitoring  the  results  to  be  expected  from 
commercially  available  reagents.  This  has 
been  attained  on  a limited  scale  in  this 
program. 

Hematology 

The  hematology  segment  of  the  program 
was  carried  out  in  two  parts:  (1)  investiga- 

tor-carried specimens  of  blood  smears  show- 
ing a variety  of  changes  and  (2)  mailed 
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FIGURE  6.  Hematology,  1957. 


specimens  consisting  of  blood  hemolysates,. 
blood  smears,  and  specimens  for  prothrom- 
bin time  determinations. 

The  investigator-carried  specimens  were 
examined  by  the  technologist  who  custom- 
arily examined  blood  smears,  and  a differ- 
ential count  and  assessment  of  the  film  was 
carried  out  during  the  attendance  of  the 
investigator  at  the  laboratory. 

Figure  6 shows  the  hemoglobin  value 
distributions  for  low  and  high  values.  The 
peak  on  the  left  reflects  the  number  of 
laboratories  still  using  the  acid  heme  or 
Sahli  method;  these  were  all  small  hospi- 
tals. 

An  analysis  of  results  in  relation  to  the 
number  of  tests  performed  each  year 
demonstrated,  as  shown  by  others,  that  in 
general  the  larger  the  institution,  the  better 
the  caliber  of  work.  The  small  laboratory 
appears  particularly  vulnerable  and  at  a 
pronounced  disadvantage  vis-a-vis  the  large 
hospital  or  commercial  complex. 

Analysis  of  results  by  type  of  instrument 
used  showed  that  there  was  essentially  no 
difference  in  relation  to  performance  regard- 
less of  instrument  used. 

Cytohematology.  Blood  films  mailed 
out  consisted  of  one  from  a case  of  infectious 
mononucleosis  showing  the  characteristic 
atypical  lymphocytes  and  the  other  from  a 
case  of  pernicious  anemia  showing  macro- 
cytes and  nucleated  red  cells  in  the  periph- 
eral blood. 

The  results  are  analyzed  in  Figure  7. 
“Clinically  significant”  findings  relate  to 
the  recognition  of  such  changes  as  punctate 
basophilia,  sickle  cells,  rouleaux  formation, 
atypical  lymphocytes,  target  cells,  and  so 
on.  The  ranges  are  based  on  recognition  of 


□ Both  slides  correctly  identified 

□ One  slide  " 

■ Neither  slide  11 


FIGURE  7.  Cytohematology  proficiency  testing, 
1967  to  1968. 


PROTHROMBIN  TIME  IN  SECONDS 


FIGURE  8.  Prothrombin  estimation,  1968. 

abnormal  cell  types  and  morphologic 
changes  in  both  red  and  white  cell  series 
when  these  were  present  and  on  reporting 
of  primitive  cells  or  abnormal  findings  when 
these  were  not  present.  Errors  of  over- 
diagnosis were  just  as  common  as  under- 
diagnosis. 

Prothrombin  survey.  The  variability 
in  prothrombin  estimations,  not  only  be- 
tween laboratories  but  also  in  the  same 
laboratory,  has  been  recognized  for  many 
years.  Our  results  show  fair  conformity 
between  laboratories  in  the  normal  range, 
regardless  of  the  thromboplastin  used  and 
more  marked  variation  as  the  prothrombin 
time  lengthens  until,  finally,  in  the  thera- 
peutic range  the  variation  is  very  wide  (Fig. 
8).  Intrinsic  differences  in  commercial 
thromboplastins  have  been  suggested  as  the 
major  cause  of  the  differences.  In  our 
experience  the  ranges  and  variations  be- 
tween laboratories  are  more  pronounced 
than  can  be  explained  simply  on  difference 
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in  thromboplastins  used,  since  by  the  range 
in  the  coefficient  of  variation  any  thrombo- 
plastin would  appear  to  he  equally  accepta- 
ble. Factors  of  technic  appear  important 
in  these  critical  ranges,  and  we  find  that 
the  manual  technic  is  approximately  one 
second  slower  than  the  automated  technic 
and  has  a readily  demonstrable  wider 
variation. 

In  general,  hemoglobin  measurement 
was  satisfactory.  The  cyanmethemoglobin 
group  series  showed  better  results  compared 
with  oxyhemoglobin,  and  the  trend  is  to 
use  this  technic  in  nonautomated  labora- 
tories. A substantial  percentage  of  lab- 
oratories carried  out  routine  hemoglobin 
estimations  without  checking  the  calibra- 
tion of  their  hemoglobinometers.  The  per- 
formance with  cytohematology  mailed  spec- 
imens was  better  than  with  on-the-spot 
analyses  by  the  concerned  technologist;  to 
test  the  day-to-day  competence  in  the  lab- 
oratory adequately,  investigator-carried 
specimens  are  to  be  preferred.  Variations 
in  prothrombin  time  estimations  in  the 
abnormal  range  are  marked  and  appear  to 
depend  on  the  technic  used,  manual  meth- 
ods demonstrating  a wider  variation  and 
range  than  automated  methods.  In  the 
normal  range  the  reproducibility  was  rea- 
sonably good.  Further  work  is  necessary 
to  improve  reproducibility  between  lab- 
oratories in  the  therapeutic  range  of 
prothrombin  time  determinations. 

Immunohematology.  Laboratories  were 
examined  in  ABO  grouping  and  Rh  typing 
and  transfusion  services.  In  general  a 
permit  in  transfusion  services  was  issued 
only  to  hospitals  where  blood  banking  and 
transfusion  facilities  are  available.  Permits 
in  ABO  grouping  and  Rh  typing  are  issued 
to  independent  laboratories. 

ABO  grouping  and  Rh  typing.  A set  of 
four  blood  specimens  was  sent  to  labora- 
tories seeking  or  holding  a permit  for  blood 
grouping  and  Rh  typing.  One  specimen 
contained  a slightly  weaker  blood  group 
factor  than  ordinary  Group  A and  B bloods, 
one  or  more  of  the  bloods  were  Rh  positive, 
at  least  one  Rh  negative,  and  one  was  an 
Rh0  variant  (Du)  blood. 

Transfusion  services.  Hospitals  and  nurs- 
ing homes  in  which  transfusions  are  ad- 
ministered were  examined  under  the  cate- 
gory “Transfusion  Service.”  They  received 
blood  specimens  for  blood  grouping  and  Rh 
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FIGURE  9.  Immunohematology,  1967  to  1968,  re- 
sults for  ABO  group  and  Rh  type.  Laboratories 
with  2 or  more  tests. 


typing,  and,  in  addition,  a serum  containing 
an  antibody.  Compatibility  tests  between 
the  serum  and  the  specimens  of  blood  were 
required.  To  ascertain  that  the  labora- 
tories would  be  examined  on  an  equal  basis, 
over  100  laboratories  were  tested  at  one 
time  with  specimens  of  blood  from  the  same 
donors.  The  samples  of  serum  for  the 
compatibility  tests  were  aliquots  from  a 
single  large  pool  of  serum.  The  bloods  were 
so  selected  that  one  or  more  would  be 
incompatible  with  the  serum  and  at  least 
one  compatible  with  it. 

Evaluation.  The  blood  grouping  tests 
were  considered  satisfactory  if  the  group  of 
each  blood  was  correctly  identified.  Per- 
formance was  considered  unsatisfactory  if 
one  or  more  were  incorrectly  identified. 
In  the  Rh  typing  tests  the  results  were  con- 
sidered satisfactory  if  the  Rh  positive  and 
the  Rh  negative  bloods  were  correctly 
identified.  With  the  Rh0  variant  (D") 
those  laboratories  which  collect  and  process 
donor  blood  were  required  to  identify 
correctly  if  this  blood  had  the  Rh0  variant 
(Du).  The  compatibility  tests  were  rated 
as  unsatisfactory  if  the  bloods  which  were 
incompatible  with  the  serum  were  reported 
as  compatible.  Figure  9 presents  the  re- 
sults graphically.  Acceptable  performance 
in  this  category  exceeds  90  per  cent.  This 
is  certainly  attributable  to  the  availability 
of  rigidly  controlled  standard  reagents 
(National  Institutes  of  Health)  and  easily 
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TABLE  II.  One  coefficient  of  variation  of  reference 
laboratory  data 


Determination 

S-C* 

Range 

Average 

Glucose  (FW 
AA,  True) 

3.1 

3. 1 to 

4.8 

4.0 

Urea  nitrogen 

5.8 

3.8  to 

8.3 

5.8 

Calcium 

2.3 

2.3  to 

3.6 

2.9 

Sodium 

1.1 

1 . 5 to 

2.6 

2.1 

Potassium 

2.5 

2 . 7 to 

5.6 

3.8 

Chloride 

1.0 

1 . 8 to 

2.3 

2.1 

Phosphorus 

4.9 

3.0  to 

8.8 

4.8 

Uric  acid 

4.8 

5 . 1 to 

6.1 

5.8 

Total  protein 

2.6 

3.3  to 

5.1 

4.0 

Creatinine 

7.8 

7.0  to  10.0 

8.3 

Bilirubin 

7.6 

5 . 6 to 

7.7 

6.7 

Protein  bound 
iodine 

6 . 3 to 

9.6 

7.7 

readable  reactions.  The  intrinsic  value  of 
an  evaluation  and  educational  program 
surely  contributed  to  this  type  of  perform- 
ance. 

Clinical  Chemistry 

Evaluation  in  clinical  chemistry  was 
based  on  eight  to  ten  sets  of  data  obtained 
over  a three-year  period  on  mailed  speci- 
mens and  on  specimens  analyzed  at  the  time 
of  inspection.  While  an  average  of  65  to  70 
determinations  per  laboratory  was  per- 
formed, laboratories  doing  a wide  scope  of 
determinations  in  clinical  chemistry  per- 
formed many  more;  small  laboratories,  for 
example,  those  performing  glucose  and  urea 
nitrogen  only,  did  fewer  determinations. 
Since  laboratories  performed  varying  num- 
bers of  analyses,  the  only  practical  way  to 
express  comparative  results  was  in  terms  of 
the  percentage  of  acceptable  results. 

Commercial  liquid  and  lyophilized  serum 
controls,  as  well  as  laboratory-prepared 
control  sera,  were  used  as  test  specimens. 
Satisfactory  analyses  are  those  falling 
within  three  standard  deviations  of  the 
composite  values  obtained  by  multiple 
reference  laboratories,  each  analyzing  one 
specimen  per  day  for  ten  days.  The  deter- 
mination of  glucose  was  routinely  broken 
down  into  the  Folin  and  Wu,  true,  and 
autoanalyzer  methods,  hut  other  biochem- 
ical and  inorganic  constituents  were  not 
unless  method-dependent  differences  were 
present  in  the  reference  laboratory  data. 
The  enzymes,  serum  glutamic  oxaloacetic 
transaminase  and  lactic  dehydrogenase, 


FIGURE  10.  New  York  State  field  performance 
test.  Bilirubin,  February,  1966. 

were  handled  according  to  the  method 
employed. 

Table  II  shows  the  one  coefficient  of 
variation  of  our  reference  laboratory  data. 
Straumjford  and  Copeland*  recommend 
two  coefficients  of  variation  for  intralab- 
oratory quality  control,  while  for  inter- 
laboratory evaluation  we  have  used  three 
as  the  upper  limit  of  acceptability. 

Figure  10  shows  the  results  on  a specimen 
for  bilirubin.  Values  within  two  coefficients 
of  variation  of  the  reference  laboratories  are 
designated  as  good;  within  three,  as 
marginal  but  acceptable;  and  beyond 
three  coefficients  of  variation,  unsatisfac- 
tory. Specimens  falling  beyond  ± 3 stand- 
ard deviation  (±20  per  cent  for  bilirubin ) 
limits  are  unsatisfactory.  Only  72  per  cent 
of  laboratories  analyzed  this  specimen 
satisfactorily.  Our  ±20- per-cent  limits 
agree  with  the  composite  data  for  all 
referee  laboratories  of  the  College  of 
American  Pathologists  1966  Survey  Series 
I,  which  on  a similar  range  sample  showed 
2 standard  deviation  limits  of  ±21  per  cent 
as  their  accepted  range  of  values.  This 
spread  of  data  is  characteristic  of  that  seen 
for  every  determination. 

The  percentage  of  acceptable  values 

* S<  raumjford,  J.  V.,  Jr.,  and  Copeland,  B.  E.:  Clinical 

chemistry  quality  control  values  in  thirty-three  university 
medical  school  hospitals.  Preliminary  report,  Am.  J.  Clin. 
Path.  44:  252  (1965). 
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FIGURE  11.  Percentage  of  satisfactory  labora- 
tories. 

reported  by  participating  laboratories  over 
the  initial  twenty-one-month  period  was: 
hospital  laboratories  83.5  per  cent,  inde- 
pendent laboratories  79.5  per  cent,  and  all 
laboratories  82  per  cent.  Although  82  per 
cent  of  all  results  were  acceptable,  only  77 
per  cent  of  laboratories  were  found  to  be 
satisfactory  over  the  initial  two  years. 

The  participants’  data  were  broken  down 
according  to  specimens  carried  by  investi- 
gators or  those  shipped.  With  normal- 
range  specimens  84.3  per  cent  showed  ac- 
ceptable results  at  on-site  inspection  and 
87.3  per  cent  acceptable  results  on  shipped 
specimens.  On  abnormal-range  specimens 
at  on-site  inspection  75.4  per  cent  were 
acceptable  and  on  shipped  specimens  80.9 
per  cent.  Little  difference  in  performance 
was  demonstrated  between  specimens  ana- 
lyzed on-site  and  those  shipped  to  labora- 
tories. On  the  other  hand,  laboratories 
performed  better  on  normal-range  than  on 
abnormal-range  specimens. 

Many  laboratories  utilized  quality  con- 
trol programs  involving  normal-range  con- 
trols only. 

Performance  has  been  shown  to  be  related 
also  to  the  annual  number  of  tests  per- 
formed in  clinical  chemistry  (Fig.  11). 
Both  the  hospital  and  independent  lab- 
oratories have  shown  improvement  in  per- 
formance during  the  past  year. 

Comment 

Our  experience  in  clinical  chemistry  over 
a three-year  period  shows  deficiencies  to 
exist  and  that  improvement  in  performance 
has  been  brought  about  through  educa- 
tional programs  and  emphasis  on  the  need 
for  routine  quality  control  in  both  the 
normal  and  abnormal  range. 


Conclusions 

This  study  indicates  that  there  is  both 
inter-  and  intralaboratory  variation  of 
quality  in  performance.  No  single  or  uni- 
form cause  has  been  identified,  but  several 
contributory  factors  stand  out.  For  ex- 
ample, well-established  procedures,  carried 
out  with  reliable  standardized  reagents, 
allowing  for  the  ready  recognition  of  clear- 
cut  reactions  as  end  points,  such  as  blood 
bank  procedures  and  the  VDRL  test,  fare 
very  well  in  most  laboratories.  In  general 
serology,  on  the  other  hand,  when  deter- 
mining bacterial  agglutination,  the  failure 
to  recognize  precise  reaction  endpoints,  the 
lack  of  differentiation  between  types  of 
agglutination,  as  well  as  the  absence  of 
standard  reagents  are  all  responsible  for 
poor  performance.  Other  areas  of  endeavor 
seem  to  reflect  lack  of  background,  training, 
and  experience  of  the  technician,  a situation 
which  lends  itself  to  remedial  action.  In 
cytohematology,  this  study  definitely 
brought  out  that  insufficient  knowledge  of 
the  subject  matter  was  primarily  responsible 
for  underachievement.  Time  was  not  a 
factor  since  hand-carried  test  specimens 
were  not  examined  under  the  pressure  of 
workload,  although  tension  brought  on  by 
the  mere  presence  of  an  investigator  may 
contribute  to  erroneous  interpretation. 
Lack  of  basic  knowledge  also  must  be  con- 
sidered the  basis  for  performing  instrument 
technics  without  frequent  or  proper  cali- 
bration. In  bacteriology,  the  lack  of 
thorough  understanding  of  reactions  and 
the  need  for  the  use  of  a wide  scope  of  bio- 
chemical procedures  for  genus  and  species 
identification  accounted  for  the  fairly  large 
failure  rate.  Perhaps  in  no  other  area  of 
the  clinical  laboratory  could  the  lack  of 
proper  quality  controls  be  pinpointed  as  a 
prime  contributor  to  inadequacy  as  in 
clinical  chemistry.  Not  only  the  lack  of 
the  proper  use  of  standards  and  serum  con- 
trols but  also  the  paucity  with  which  they 
were  used  were  unavoidable  sources  of  error. 

The  number  of  tests  performed  and  the 
size  of  the  workload  of  any  given  laboratory 
in  general  was  directly  related  to  quality  of 
performance,  the  large  laboratory  usually 
performing  better  than  the  small  one. 
Clinical  chemistry,  bacteriology,  especially 
mycobacteriology,  and  hematology  fur- 
nished this  information. 
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While  there  was  definite  evidence  that 
considerable  improvement  can  be  achieved 
by  continuous  and  ongoing  education,  such 
as  was  done  in  our  program,  reverses  must 
be  expected.  In  at  least  one  instance 
(hemoglobinometry)  the  data  of  1968  were 
not  so  good  as  those  of  previous  years. 
Perhaps  the  frequent  turnover  in  laboratory 
personnel  is  a contributing  factor.  There 
was  good  evidence  that  hospital  labora- 
tories in  general  fared  better  than  independ- 
ent laboratories,  although  size  of  the 
laboratory  and  scope  of  work  appeared  to 
be  most  important.  Thus  the  small  inde- 
pendent laboratory  actually  did  better  than 
the  small  hospital  laboratory.  There  was 
no  significant  difference  between  the  large 
independent  and  the  large  hospital  labo- 
ratory. 

It  seems  reasonable  to  conclude  that  the 
improvement  in  quality  in  laboratory  work 
which  has  taken  place  over  the  three-year 
study  emanates  in  large  part  from  the 
systematic  supervision  and  encouragement 
provided  by  a State  mandate  for  laboratory 
improvement. 
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In  evaluating  a patient  with  arterial 
occlusive  disease  it  would  be  helpful  to 
assess  the  functional  status  of  the  vessels 
not  only  in  terms  of  patency,  but  also  in 


terms  of  volume  of  flow.  It  would  also 
he  helpful  to  obtain  this  same  information 
in  evaluating  the  postoperative  result  of 
reconstructive  vascular  surgery.  Ideally, 
the  technics  to  achieve  this  method  should 
he  devoid  of  discomfort  or  hazard  to  the 
patient.  While  arteriography  is  indis- 
pensable, it  would  he  desirable  to  have  a 
method  of  estimating  accurately  the  extent 
of  the  occlusive  disease,  both  preoperatively 
and  especially  postoperatively,  to  decide 
whether  arteriography  is  needed  or  not. 

Franklin  in  1961 1 applied  the  principle 
of  Doppler’s  effect  using  an  ultrasonic 
flowmeter  in  animal  studies.  In  1963 
Watson  and  Rushmer-  demonstrated  that 
blood  flow  could  be  measured  in  man 
through  intact  skin,  using  the  same  prin- 
ciple. 

The  principle  of  Doppler’s  effect  is  that 
the  frequency  of  the  sound  waves,  back- 
scattered  from  a stationary  object,  re- 
mains unchanged,  while  the  frequency  of 
sound  waves  back-scattered  from  a moving 
object  shifts  by  an  amount  proportional  to 
the  velocity  of  the  latter. 

In  this  study,  an  ultrasonic  flowmeter* 
which  functions  on  the  basis  of  Doppler’s 
effect,  was  used  in  an  effort  to  study  both 
the  patency  and  volume  of  flow  of  periph- 
eral arteries  in  normal  subjects  and  also  in 
patients  with  peripheral  arterial  occlusive 
disease. 3 _s 

The  transmitting  crystal  of  this  instru- 

* Doptone  blood  detector.  Smith,  Kline  and  French 
Laboratories,  Philadelphia,  Pennsylvania. 
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FIGURE  1.  Diagram  illustrating  setting  of  ultrasonic  blood  flow  detector. 
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FIGURE  2.  Diagram  illustrating  two  phases  of 
angle. 


ment  generates  a 5-megacycle  per  second 
signal  which  passes  through  the  soft  tissues 
and  is  back-scattered  by  the  acoustic 
intersurfaces  of  blood  vessels  with  a change 
in  frequency. 

The  receiving  crystal  (R.C.)  picks  up 
frequencies  above  200  c.p.s.  The  picked- 
up  signals  pass  through  a filtering  system. 
The  system  records  signals  from  blood 
flowing  with  velocities  between  6 and  150 
cm.  per  second.  Thence  in  this  work  blood 


flow  below  6 cm.  per  second  would  be 
considered  stationary. 

The  filtered  signals  were  amplified 
through  a loudspeaker.  The  amplified 
signals  were  further  fed  into  an  outside 
voltmeter  the  output  of  which  is  connected 
to  an  electrocardiographic  machine  with 
paper  running  at  25  mm.  per  second,  to 
record  the  transmitted  flow  (Fig.  1).  The 
amplification  could  be  varied  to  the  needs 
using  a built-in  amplifier  or  an  outside 
amplifier-voltmeter,  or  both. 


Materials  and  methods 

The  study  consisted  of  the  examination 
of  carotid,  brachial,  radial,  femoral,  popli- 
teal, posterior  tibial,  and  dorsalis  pedis 
pulses  of  25  subjects  with  a normal  car- 
diovascular system,  using  the  ultrasonic 
blood  flow  detector.  Twenty-five  patients 


NORMAL  SUBJECT 


ARTERIOSCLEROTIC  SUBJECT 


TOTAL  PHASE  18  nun. 
Systolic  Phase: 

Carotid  Artery  12  mm. 
Post.  Tib.  Artery  5 mm. 


Systolic  Phase: 

Carotid  Artery  8 mm. 
Post.  Tib.  Artery  8 mm. 


FIGURE  3.  Diagram  illustrating  change  in  duration  of  systolic  phase  in  carotid  and  post-tibial  arteries  of 
normal  and  arteriosclerotic  subjects. 
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FIGURE  4.  Diagram  illustrating  systolic  and  dias- 
tolic phases  of  right  radial  pulse  of  patient. 


with  obliterative  arterial  disease  were  also 
studied  both  pre-  and  postoperatively. 
Six  of  the  normal  patients  were  over  forty 
years  of  age.  The  rest  of  them  were  be- 
tween the  ages  of  fifteen  and  forty. 

An  electrocardiogram  was  taken  in  all 
cases.  Routine  laboratory  work  was  done 
on  all  patients,  consisting  of  complete  blood 
count,  urinalysis,  fasting  blood  sugar,  blood 
urea  nitrogen,  and  serum  cholesterol. 

The  particular  blood  vessel  was  palpated 
and  the  transducer  tip  placed  over  it  and 
moved  in  the  longitudinal  or  transverse 
plane  until  the  maximum  intensity  of 
sound  was  heard  (Fig.  2).  The  flowmeter 
was  then  connected  to  the  outside  amplifier 
and  electrocardiograph  for  tracing. 

Results 

The  following  observations  were  made  in 
this  study: 

1.  Examination  by  flowmeter  is  a pain- 
less procedure  and  is  devoid  of  any  dis- 
comfort or  hazard  to  the  patient.  Re- 
peated use  of  the  instrument  was  therefore 
feasible  without  any  difficulty. 

2.  The  flowmeter  picks  up  powerful 


TABLE  I.  Comparison  between  systolic  phases 
of  normal  and  arteriosclerotic  subjects  (milli- 
meters) 


—Systolic  Phase — -> 


Pulse 

Total 

Phase 

Normal 

Subject 

Arteri- 

osclerotic 

Subject 

Carotid 

20 

11 

7 

Brachial 

20 

7 

7 

Radial 

20 

5 

7 

Femoral 

20 

8 

7 

Popliteal 

20 

6 

7 

Post-tibial 

20 

5 

7 

Dorsalis  pedis 

20 

5 

7 

signals  from  blood  vessels,  even  in  those 
not  easily  palpable.  The  signals  picked 
up  from  popliteal  vessels  were  more  accu- 
rate than  the  volume  of  the  pulse  on  palpa- 
tion. The  dorsalis  pedis  could  be  located 
more  easily  than  by  palpation. 

3.  The  detector  is  of  value  in  obliterative 
arterial  disease  because  of  its  superiority 
over  palpation  clinically.  However,  it 
cannot  be  considered  as  a substitute  for 
angiography.  It  can  always  be  used  pre- 
liminary to  angiography  as  an  adjunct  to 
clinical  evaluation  and  also  to  evaluate  the 
results  of  operative  treatment. 

4.  It  was  also  noted  that  the  pulse  trac- 
ings could  be  divided  into  a systolic  and 
diastolic  phase  and  that  there  was  a specific 
difference  in  these  tracings  between  the 
normal  subject  and  those  with  arterio- 
sclerotic peripheral  vascular  disease  even 
when  there  was  no  discernible  difference  in 
the  amplitude  of  pulsations  (Figs.  3 and  4, 
Table  I).  The  total  pulse  phase,  which  is 
the  sum  of  systolic  and  diastolic  phase,  re- 
mains constant  in  all  vessels.  However, 
the  systolic  phase  decreases  with  a cor- 
responding increase  in  the  diastolic  phase 
as  the  diameter  of  the  artery  increases. 

This  was  not  the  case  in  patients  with 
arteriosclerotic  peripheral  vascular  disease. 
In  these  patients  the  duration  of  the  systolic 
phase  remained  constant  irrespective  of  the 
size  of  the  vessel  (Fig.  4,  Table  I).  The 
difference  may  be  due  to  the  difference  in 
elasticity  between  the  normal  and  arterio- 
sclerotic vessels.  This  finding  may  have 
clinical  significance  in  that  the  instrument 
could  be  used  for  screening  purposes  in 
establishing  a diagnosis  of  arteriosclerotic 
peripheral  vascular  disease. 
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Summary 

The  ultrasonic  blood  flow  detector 
method  for  the  evaluation  of  peripheral 
arteries  proved  to  be  most  beneficial  in 
those  patients  with  peripheral  arterial 
occlusive  disease  who  have  undergone  re- 
constructive surgery  and  in  whom  there  is 
some  question  as  to  the  effectiveness  of  the 
procedure. 

This  instrument  can  transmit  peripheral 
pulses  that  cannot  be  palpated,  and  its  use 
in  these  situations  may  obviate  the  need 
for  arteriography. 

Based  on  the  findings  in  this  study,  this 
instrument  may  be  of  value  as  a screening 


test  for  arteriosclerotic  peripheral  vascular 
disease. 
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quite  serious,  although  infrequent,  condi- 
tion, continuing  efforts  are  directed  toward 
delineating  all  of  the  possible  variables  in- 
volved in  postoperative  liver  dysfunction. 
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T he  possible  role  of  halothane  as  an 
hepatotoxin  has  elicited  a great  deal  of 
concern  both  in  the  public  press  and  the 
medical  literature.  Retrospective  studies 
to  date  have  not  implicated  halothane  as  the 
cause  of  postoperative  liver  failure  which 
appears  to  have  increased  in  incidence 
since  the  time  of  introduction  of  this  drug 
into  wide  clinical  use. 1-4  Prospective 
studies  investigating  the  effect  of  halothane 
and  other  anesthetic  agents  on  liver  func- 
tion have  likewise  failed  to  point  the  finger 
of  guilt  specifically  to  halothane.5-6 

Despite  the  lack  of  specific  statistically 
valid  evidence  incriminating  halothane,  we 
are  still  concerned  about  the  isolated  cases 
of  liver  dysfunction,  following  halothane 
anesthesia.7  8 Because  of  concern  for  this 

Presented  at  the  162nd  Annual  Meeting  of  the, Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  13,  1968. 


Method 

An  attempt  was  made  to  evaluate  the 
hepatotoxic  effects  of  several  anesthetic 
agents  and  technics  by  studying  the  SCOT 
(serum  glutamic  oxaloacetic  transaminase) 
and  SGPT  (serum  glutamic  pyruvic  trans- 
aminase) levels  pre-  and  postoperatively  in 
a large  number  of  patients.  Approximately 
700  patients  were  studied.  Patients  were 
selected  for  the  study  at  random  without 
regard  to  age,  sex,  physical  status,  or  the 
nature  of  the  surgery.  Blood  was  drawn 
immediately  preoperatively  and  on  each  of 
the  first  three  postoperative  days  for  deter- 
mination of  the  SGPT  and  SGOT  levels. 
The  upper  limit  of  normal  was  taken  to  be 
25  units  for  each  enzyme.  This  level, 
which  is  lower  than  that  which  has  been 
generally  accepted  in  the  past,  is  now 
accepted  as  the  upper  limit  of  normal  in  this 
institution.9  The  patients  included  in  this 
study  all  had  normal  SGPT  and  SGOT 
levels  preoperatively. 

Three  groups  of  patients  were  studied  in 
detail.  One  group  of  51  patients  received 
spinal  anesthesia,  a group  of  120  patients 
received  ether  anesthesia,  and  a group 
of  149  patients  received  halothane.  The 
groups  did  not  differ  significantly  in  regard 
to  age,  sex,  or  physical  status. 

Results 

The  enzyme  levels  in  95  per  cent  of  the 
629  patients  in  whom  satisfactory  follow-up 
studies  were  done  increased  postoperatively. 
The  highest  enzyme  levels  were  observed  on 
the  first  of  the  three  postoperative  days 
during  which  they  were  observed.  The 
comparison  of  enzyme  elevation  with  the 
three  groups  studied  is  confined  to  the  first 
postoperative  day. 

Table  I shows  the  mean  preoperative 
and  postoperative  SGOT  and  SGPT  levels 
for  the  three  groups  studied.  There  is  no 
significant  difference  in  the  preoperative 
levels.  The  levels  in  the  group  which 
received  ether  anesthesia  rose  from  a mean 
preoperative  SGOT  level  of  14.9  units  to  a 
mean  postoperative  level  of  30.6  units. 
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TABLE  I.  Preoperative,  postoperative,  and  standard  enzyme  levels  for  the  three  groups. 


Number 


of 

Patients 

Anesthesia 

Agent 

— SGOT 

Preoperative 

Levels * 

Postoperative 

' — SGPT  Levels * 

Preoperative  Postoperative 

149 

Halothane 

14.5  (4.4) 

31.7  (30.8) 

13.8  (3.6) 

27  (26) 

120 

Ether 

14.9  (4.8) 

30.6  (17.2) 

12.9  (3.4) 

26.4  (25) 

50 

Spinal 

14.6  (6.8) 

19.7  (15.9) 

11.9  (4) 

12.4  (11.3) 

* Figures  in  parentheses  are  standard  levels. 


The  group  which  received  halothane  rose 
from  a mean  preoperative  SGOT  level  of 
14.5  units  to  a mean  postoperative  SGOT 
level  of  31.7  units.  There  is  no  significant 
difference  postoperatively  between  these 
two  groups. 

The  levels  in  the  group  with  spinal 
anesthesia  rose  from  a mean  preoperative 
SGOT  level  of  14.6  units  to  a mean  post- 
operative level  of  19.7  units.  Comparing 
the  mean  postoperative  levels  of  the  group 
with  spinal  anesthesia  to  the  groups  of  pa- 
tients who  received  ether  and  halothane  by 
means  of  students’  “t”  test,  a statistically 
significant  difference  is  found  (pressure  is 
less  than  0.001).  The  level  of  the  group 
of  patients  who  received  spinal  anesthesia 
did  not  rise  into  the  abnormal  range,  and 
the  magnitude  of  the  change  was  not  as 
great. 

The  changes  in  the  SGPT  levels  were 
qualitatively  similar  to  SGOT  levels.  The 
pre-  and  postoperative  levels  were  not  as 
great,  but  the  levels  of  the  patients  in  the 
ether  and  halothane  groups  rose  into  the 
abnormal  range  while  the  levels  of  the 
patients  in  the  spinal  group  did  not. 

The  large  standard  deviations  computed 
for  each  group  indicates  a wide  variance 
within  each  group,  with  a great  deal  of 
overlap  of  individual  values  between 
groups. 

If  one  plots  the  change  in  enzyme  level 
against  the  duration  of  surgery,  an  associa- 
tion is  noted  between  the  magnitude  of  the 
enzyme  elevation  and  the  duration  of 
surgery.  All  of  the  patients  who  had 
undergone  gastrectomies,  hysterectomies, 
or  cholecystectomies  received  ether.  All 
of  the  patients  who  had  undergone  pulmo- 
nary lobectomies,  surgical  procedures  of 
the  eye,  or  dental  extractions  received 
halothane.  The  patients  who  had  under- 
gone transurethral  resections  of  the  prostate 
and  internal  fixation  of  fractured  hips  had 


spinal  anesthesia. 

The  procedures  done  under  halothane 
and  ether  anesthesia  showed  an  almost 
linear  relationship  between  duration  of 
anesthesia  and  the  enzyme  elevation.  The 
procedures  done  under  spinal  anesthesia 
showed  no  indication  of  this  trend. 

The  two  enzymes  showed  qualitatively 
similar  changes  in  relation  to  the  duration 
of  anesthesia  with  the  SGOT  attaining 
higher  levels. 

Comments 

It  is  a well  known  fact  that  skeletal 
muscle  trauma  is  associated  with  increased 
SGOT  and  SGPT  levels.10  The  difference 
in  enzyme  levels  observed  in  this  study 
certainly  are  suspect  from  this  standpoint, 
since  there  is  no  comparison  made  between 
procedures  involving  similar  amounts  of 
tissue  trauma.  The  relationship  between 
duration  of  anesthesia  and  the  amount  of 
elevation  of  the  enzyme  most  likely  is  due 
to  the  increased  amount  of  trauma  with 
time. 

The  group  of  patients  who  received  spinal 
anesthesia  and  demonstrated  such  a marked 
difference  in  enzyme  elevation  may  well 
have  differed  enough  in  the  amount  of 
surgical  trauma  to  account  for  some  of  the 
difference.  It  is  hard  to  believe  that  this  is 
entirely  true,  since  many  of  the  procedures 
done  under  spinal  anesthesia,  namely  open 
reduction  of  fractured  hips,  are  associated 
with  considerable  tissue  handling  and 
destruction. 

It  is  obvious  that  this  study  provides  no 
clear  answer  to  the  question  of  whether 
halothane  has  any  greater  hepatotoxic  effect 
than  diethyl  ether  or  spinal  anesthesia.  It 
brings  to  mind,  once  again,  the  fact  that 
multiple  factors  are  involved  in  postopera- 
tive hepatotoxicity,  not  the  least  of  which 
may  be  the  site  and  extent  of  the  surgical 
procedure  itself. 
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Discussion 

Charles  M.  Landmesser,  M.D.,  Albany, 
New  York.  * Dr.  Lauria’s  article  represents 
another  attempt  to  evaluate  the  alleged 
hepatotoxicity  of  general  anesthetic  agents. 
Reports  of  similar  studies  based  on  serum 
transaminase  changes  following  anesthesia 
and  surgery  have  been  published  by  many, 
including  Akdikmen,  Flanagan,  and  Land- 
messer.0 To  my  way  of  thinking,  the  re- 
sults of  all  of  these  studies  have  been 
equivocal  for  two  essential  reasons:  (1) 

poor  experimental  design  and  control,  and 
(2)  lack  of  specificity  in  the  parameter  ob- 
served, that  is,  changes  in  the  titer  of  serum 
transaminases,  for  detecting  the  alleged 
hepatotoxicity  of  the  agents  being  studied. 

As  found  by  both  Dr.  Lauria  and  our- 
selves, transaminase  levels  following  general 
anesthesia  for  surgery  may  be  increased, 
decreased,  or  unchanged  from  control 
values.  However,  there  is  no  established 
evidence  that  a simple  increase  in  trans- 
aminase level  within  the  normal  range,  or 
even  beyond  the  arbitrary  upper  limit  of 
normal,  is  any  measure  of  functional  or 
organic  damage  to  the  liver.  This  is  espe- 
cially so  if  the  values  considered  are  only 

* Professor  of  Anesthesiology,  Albany  Medical  College 
of  Union  University. 


those  determined  on  the  first  postoperative 
day. 

Dr.  Lauria’s  results  suggest,  however, 
that  the  greatest  increases  in  transaminase 
levels  following  general  anesthesia  are  asso- 
ciated with  surgical  operations  of  the 
longest  duration,  and  he  appears  to  relate 
this  to  the  extent  of  operative  tissue 
trauma.  It  is  interesting  that  this  concept 
does  not  seem  to  hold  true  for  operations 
done  under  spinal  anesthesia.  If  tissue 
trauma  was  the  major  factor,  extensive  hip 
operations,  taking  approximately  three 
hours  under  spinal  anesthesia,  should  have 
resulted  in  greater  enzyme  elevations  than 
operations  limited  to  the  eye,  taking  only 
two  hours  under  halothane. 

The  reverse  appeared  to  be  the  case,  how- 
ever, suggesting  that  duration  of  exposure 
to  general  anesthetic  agents  rather  than 
degree  of  tissue  trauma  was  the  major 
factor. 

Temporary  elevations  of  SGOT  and 
SGPT  titers  may  occur  under  other  circum- 
stances than  exposure  to  general  anesthetic 
agents  and,  according  to  Wroblewski,6 
are  thought  to  represent  some  sort  of  re- 
action to  acute  liver  cell  injury  rather  than  to 
reflect  the  state  of  liver  cell  function  per  se. 
The  largest  elevations  in  SGOT  and  SGPT 
have  been  observed  in  acute  toxic  hepatitis, 
such  as  that  due  to  carbon  tetrachloride, 
exposure  to  which  results  in  elevation  of 
both  serum  enzymes  within  twenty-four 
hours  to  peak  levels  of  as  high  as  27,000 
units- — a magnitude  far  in  excess  of  the 
values  reached  in  the  study  under  con- 
sideration. Toxic  hepatitis,  due  to  various 
drugs,  usually  is  associated  with  smaller 
elevations  of  serum  transaminase  than  have 
been  observed  in  carbon  tetrachloride  toxic 
hepatitis,  and  discontinuance  of  the  hepato- 
toxic  agent  generally  results  in  a rapid  de- 
crease of  the  serum  transaminases  toward 
normal  levels. 

Since  all  of  our  anesthetic  agents  are 
protoplasmic  poisons  of  some  sort,  it  is 
not  surprising  that  transient  and  usually 
mild  elevations  of  serum  transaminases 
may  occur  following  almost  all  general 
anesthetics.  However,  since  injury  to  skel- 
etal muscle  in  association  with  surgery  also 
is  accompanied  by  increases  in  these  serum 
enzymes,  it  is  difficult  to  evaluate  the  role 
of  anesthesia  alone. 

The  problem  might  better  be  approached 
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by  studying,  in  “dose-response”  fashion, 
the  serum  transaminase  changes  evoked 
by  anesthetics  administered  to  volunteers 
subjected  either  to  no  surgery  or  to  only  a 
standard  minor  operation  involving  mini- 
mal tissue  trauma.  To  my  knowledge  no 
such  well-controlled  studies  have  been  re- 
ported as  yet. 


Chlorpromazine  effective 
in  amphetamine  poisoning 


In  22  children  with  acute  poisoning  due  to 
amphetamines  or  pharmacologically  related 
compounds,  chlorpromazine  was  found  effective 
in  treating  the  CNS  (central  nervous  system) 
stimulation  and  sympathomimetic  actions  re- 
sulting from  acute  ingestion,  report  D.  E. 
Espelin  and  A.  K.  Done,  in  New  England  Journal 
of  Medicine  278:  1361  (1968).  While  most 
people  poisoned  with  amphetamine  require  no 
treatment  other  than  protection  against  injury 
and  aggravation  of  excitement,  pharmacologic 
intervention  is  sometimes  indicated. 

Chlorpromazine  was  given  to  children  exhibit- 
ing symptoms  ranging  from  hyperactivity,  con- 
fusion, hypertension,  tachypnea,  tachycardia, 
extrasystoles  and  mild  fever  to  delirium,  mania, 
self-injury,  marked  hypertension,  arrhythmias, 
and  hyperpyrexia.  In  patients  who  had  in- 
gested amphetamine,  dextroamphetamine  or 
methamphetamine,  chlorpromazine  was  given 
in  a dose  of  1 mg.  per  kilogram  intramuscularly. 
In  patients  who  had  ingested  an  amphetamine- 
sedative  combination,  usually  containing  a 
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barbiturate,  a dose  of  0.5  mg.  per  kilogram  was 
given  and  repeated  after  thirty  minutes  if 
necessary. 

In  the  majority  of  cases,  chlorpromazine 
caused  an  adequate  reversal  of  CNS  stimula- 
tion, with  the  patient  reaching  a normal  state  or 
assuming  a sleep  from  which  he  could  be  aroused 
easily.  A few  patients  continued  to  exhibit  a 
mild  hyperactivity.  CNS  effects  usually  sub- 
sided in  a few  minutes,  while  sympathomimetic 
effects,  particularly  hypertension,  took  two  to 
three  hours. 

In  the  absence  of  severe  symptoms,  the  au- 
thors recommend  gastric  lavage  or  induction  of 
vomiting  by  ipecac.  Patients  with  severe  symp- 
toms of  central  nervous  system  stimulation 
should  first  be  treated  with  chlorpromazine, 
followed  by  gastric  lavage.  If  hypertension  or 
other  sympathomimetic  symptoms  are  severe, 
an  alpha-adrenergic  blocking  agent,  such  as 
phenoxybenzamine,  may  be  administered  in 
conjunction  with  chlorpromazine.  Supportive 
care  is  given  as  necessary.  It  is  also  advisable 
“to  place  patients  exhibiting  excitement  in  a 
quiet,  darkened  room  with  as  little  manipula- 
tion as  possible.”  If  a patient  with  severe 
poisoning  fails  to  respond  to  these  measures, 
peritoneal  dialysis  or  extracorporeal  hemo- 
dialysis may  be  necessary. 
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Evidence  suggesting  the  role  of  the 
kidney  in  the  activation  or  production 
of  ESF  (erythropoietin)  arose  from  the 
clinical  observations  that  moderate  to 
severe  anemia  often  accompanies  a variety 
of  chronic  renal  diseases  and  that,  in  certain 
instances,  plasma  erythropoietin  levels  in 
such  patients  are  low. 1 Additional  clinical 
evidence  suggesting  the  role  of  the  kidney 

* Supported  in  part  by  the  U.S.  Public  Health  Service 
(CA-08847  and  CA-07745),  the  John  A.  Hartford  Founda- 
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in  erythropoiesis  was  deduced  by  the 
presence  of  erythrocytosis  and  high  levels 
of  ESF  found  in  the  plasma  and  urine  of 
patients  with  renal  tumors  and  hydrone- 
phrosis.1 The  present  report  describes  al- 
terations in  ESF  activity  in  patients  with 
renal  disease  or  renal  carcinoma  after 
nephrectomy  and  after  renal  allotransplan- 
tation. 

Materials  and  methods 

Patients  with  renal  disease  under  treat- 
ment at  the  New  York  State  Kidney 
Institute  section  of  the  Roswell  Park 
Memorial  Institute  were  studied.  All  pa- 
tients had  entered  the  chronic  hemodialysis 
program  and  had  undergone  bilateral 
nephrectomy.  Some  had  received  renal 
allografts  from  cadaver  donors.  Other  pa- 
tients were  studied  following  unilateral 
nephrectomy  for  renal  cell  carcinoma. 
Several  normal  volunteers  were  also  studied. 
Some  patients  were  given  intramuscular 
injections  of  100  to  200  mg.  of  testosterone. 
Methods  of  laboratory  and  clinical  evalua- 
tion were  conventional  and,  for  brevity,  will 
not  be  discussed  in  detail  except,  where 
applicable,  in  the  results  section. 

Plasma  samples  from  various  patients 
during  different  clinical  stages  of  renal 
disease  or  treatment  were  collected  and 
stored  for  later  assay  at  minus  20  C.  The 
assay  for  ESF  was  completed  by  utilizing 
the  twenty-four-hour  incorporation  of  Fe59 
(radioactive  isotope  of  iron)  in  plethoric 
mice  as  previously  described.1 

Results 

We  have  observed  in  patients  in  acute  or 
chronic  renal  failure  an  inability  either  to 
produce  or  activate  ESF  despite  the  pres- 
ence of  low  hematocrits  (Table  I).  We,  as 


TABLE  I.  Plasma  erythropoietin  activity  on  5 patients  in  chronic  and  acute  renal  failure 


Case 

Number 

Renal  Disorder 

Hemato- 

crit 

Reticulo- 
cytes 
(Per  Cent) 

Blood  Urea 
Nitrogen 
(mg./lOO 

ml.)  ESF  Assay* 

1 

Chronic  glomerulonephritis 

24 

1.5 

189 

0.34 

2 

Chronic  glomerulonephritis 

20 

1.6 

155 

0.28 

3 

Acute  glomerulonephritis 

25 

0.5 

192 

0.41 

4 

Pyelonephritis 

22 

0.4 

142 

0.35 

5 

Polycystic  kidneys 

24 

1.2 

101 

0.33 

* Per  cent  twenty-four-hour  blood  Fei9  uptake  in  polycythemic  mice;  control  0.38  per  cent. 
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TABLE  II.  Erythropoietin  activity  on  case  6f  a thirty-year-old  male,  after  renal  allotransplantation  and 

androgen  administration 


Days  After 
Transplant 

Hematocrit 

Reticulo- 
cytes 
(Per  Cent) 

Blood 
Urea 
Nitrogen 
(mg./ 
100  ml.) 

Creatinine 

Clearance 

(ml./ 

minute) 

ESF  Assay* 

Patient  samples 

7 

28 

2.1 

18 

58 

0.32 

± 0.03* 

14 

24 

3.1 

14 

64 

3.45 

±0.08 

21 

27 

3.0 

15 

57 

1.08 

± 0.03 

38 

30 

1.8 

25 

33 

0.75 

±0.04 

60 

20 1 

7.2 

14 

59 

24.2 

± 2.0 

90 

32 

3.4 

17 

54 

1.45 

± 0.09 

127 

34 

8.2 

21 

71 

0.78 

± 0.02 

150 

35** 

6.8 

18 

68 

16.18 

±3.05 

157 

36** 

8.6 

12 

75 

28.54 

±2.08 

187 

34 

4.9 

14 

68 

0.59 

± 0.07 

Plasma  control 

0.47 

± 0.05 

Saline  control 

0.32 

± 0.02 

**  Per  cent  twenty-four-hour  blood  Fe59  uptake  plus  or  minus  standard  error.  (For  ESF  activity,  a minimum  of  5 poly- 
cythemic mice  were  used.) 

t Hemorrhage  from  gastric  ulcer. 

**  Administration  of  cyclopentylpropionate  (Depo-Testosterone) ; 200-mg.  doses  at  days  136, 143,  and  150. 


well  as  others,  have  studied  ESF  secretion 
prior  to  and  after  clinical  renal  homotrans- 
plantation.2-6 In  our  experience,  we  were 
able  to  detect  ESF  in  the  plasma  of 
patients  with  renal  transplant  as  early  as 
fourteen  days  post-transplant  (Table  II). 
Sometimes  one  can  see  this  as  early  as  one 
day  post-transplant,  provided  a uremic 
state  is  not  evident.  These  patients  with 
renal  transplant  can  also  respond  to  anemic 
hypoxia.  For  instance,  a patient  with  a 
gastric  hemorrhage  at  sixty  days  post- 
transplantation revealed  a high  level  of 
ESF  (24.15  percent)  (Table  II). 

Denny,  Flanigan,  and  Zukoski4  showed 
that  patients  with  renal  transplant  can  also 
respond  to  the  erythropoietic  stimulus  of 
hypoxic  hypoxia. 

The  various  clinical  ESF  assessments  in 
human  patients  with  renal  transplant  have 
affirmed  that  the  denervated  kidney  can 
release  ESF  as  a result  of  hypoxic  hypoxia, 
hemorrhage,  or  renal  ischemia,  and  that 
effective  erythropoiesis  usually  results.2-6 
At  various  postoperative  periods  urinary 
erythropoietin  levels  have  also  been  found 
to  be  elevated,  usually  in  association  with 
renal  allograft  rejection.2  It  is,  however, 
impossible  to  attribute  all  ESF  activity  in 
renal  allograft  patients  at  an  abnormal  or 
extreme  physiologic  response  such  as  an 
acute  or  chronic  rejection  reaction.6  As  we 


have  experimentally  shown,  renal  ischemia, 
independent  of  the  cause,  results  in  ESF 
release.1  The  ESF  responsiveness  in  is- 
chemic autografted  or  rejecting  allografted 
kidneys  is  similar. 1 No  distinction  appears 
possible  at  present.  In  a single  patient  we 
have  seen  both  events  recently.7  8 Follow- 
ing renal  allotransplantation  a slow  process 
of  rejection  ensued.  This  was  associated 
with  an  ESF  elevation  above  10  per  cent 
in  twenty-four-hour  Fe59  activity.  Follow- 
ing nephrectomy  and  an  additional  reno- 
prival  period,  another  renal  homograft  was 
inserted.  This  was  without  technical  prob- 
lems, but  the  donor  had  undergone  a 
prolonged  and  unsuspected  period  of  hypo- 
tension. This  resulted  in  significant  is- 
chemic damage  as  shown  subsequently  by  a 
renal  biopsy  obtained  at  operation.  Tbe 
graft  functioned  poorly.  Activity  of  ESF 
was  immediately  elevated  to  three  times 
above  control  or  base  line  activity.  Re- 
moval of  the  kidney  confirmed  the  degree 
and  extent  of  ischemic  damage  without  any 
evidence  of  cellular  or  humoral  rejection.7'8 
The  ESF  elevation  was  a result  of  ischemia 
and  nothing  else.  This  particular  case 
illustrates  the  limitations  present  in  ascrib- 
ing all  ESF  elevations  per  se  to  renal 
rejection. 

It  also  appears  that  an  extrarenal  site  or 
sites  of  ESF  production  exist  and  may  be 
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TABLE  III.  Erythropoietin  responses  in  anephric  and  renal-transplanted  human  subjects  given  androgens* 


Group* 

P reandrogen  t 

Poetandrogenf 

Test  plasmas 

Case  7 

With  trana- 

1 2 ± 0 05  1 

1 ± 0.02 

0 74  ±0  04 

0.83  ± 0 

04 

0.71  ± 0.02 

planted  kidney 

(84) 

(95) 

(116)** 

(124) 

(130) 

(25) 

(24) 

(22)  1 1 

(24) 

(25) 

Anephric 

1 

2 ± 0 03 

3.2  ±0.08 

0. 18  ± 0 

01 

0 24  ± 0.03  0.24  ± 0.02 

(136)*** 

(143) 

160) 

(160)  16!) 

(25)tt 

(37) 

(34) 

(35)  (37) 

Case  8 

Anephric 

0 

32  ± 0 04 

0.83  ± 0 06 

1.8  ± 0 

08 

1.6  ± 0 02 

(-3) 

(3) 

(6) 

(13) 

(25) 

(35) 

(37) 

(38) 

Plasma  control 

0 

41  ± 0 03 

0 38  ± 0 

04 

Saline  control 

0 

34  ± 0 02 

0 24  ± 0 

02 

* Androgen  t testosterone  propionate)  100  mg.  total  in  divided  doses  on  two  to  three  days. 

t Her  cent  twenty-four-hour  blood  FeS9  uptake  plus  or  minus  mean  standard  error.  For  ESF  assay  a minimum  of  5 poly- 
cythemic mice  were  used.) 

**  Number  of  days  bearing  renal  allograft  at  which  time  blood  was  drawn, 
tt  Hematocrit  of  patient  at  time  blood  sample  was  drawn. 

***  Number  of  days  after  nephrectomy  at  which  time  blood  was  drawn. 


TABLE  IV.  Comparison  of  erythropoietin  response  to  androgen*  pre-  and  postbilateral 

nephrectomy  in  case  8 


Groups 

Preandrogenf 

Poetandrogent 

Intact 

Diseased  kidneys  0.57  ± 0.02 

0.54  ± 0.05 

0.24  ± 0 02 

0.31  ± 0 04 

(37) 

(39)** 

(38) 

(35) 

Plasma  control 

0.48  ± 0.04 

0.43  ± 0.08 

Saline  control 

0.35  ± 0.07 

0.37  ± 0.04 

Anephric 

0.32  ± 0.04 

0.83  ± 0.06 

1.8  ±0.08 

1.6  ±0.02 

(— 3)tt 

(3) 

(6) 

(13) 

(25)** 

(35) 

(37) 

(38) 

Plasma  control 

0.41  ± 0.03 

0.38  ± 0.04 

Saline  control 

0.34  ± 0.02 

0.24  db  0.02 

* Androgen  dose  (testosterone  propionate)  100  mg.  total  in  divided  doses  on  two  to  three  days. 

t Per  cent  twenty-four-hour  blood  Fe59  uptake  during  pre-  and  postandrogen  treatment  plus  or  minus  mean  standard  error. 
(For  ESF  assay,  a minimum  of  5 polycythemic  mice  were  used.  Follow-up  periods  one  to  five  days  after  cessation  of  androgen.) 
**  Hematocrit  of  patient  at  time  each  plasma  sample  was  drawn, 
tt  Number  of  days  postnephrectomy. 


brought  into  play  only  after  an  animal  or 
man  has  been  nephrectomized. 1 This 
might  be  analogous  to  the  increased  pro- 
duction of  sex  steroids  by  the  adrenals  of 
castrated  animals  or  to  the  compensatory 
hypertrophy  of  the  reticuloendothelial  sys- 
tem that  follows  splenectomy.1  Recently 
an  anephric  patient,  maintained  in  a non- 
azotemic  state  nearly  three  months,  had 
substantial  ESF  levels.7  8 

Table  III  summarizes  the  ESF  responses 
noted  in  2 other  patients  (Cases  7 and  8) 
during  anephric  periods  before  and  after 
androgen  administration. 

Case  reports 

Case  7.  This  patient  was  a twelve-year-old 
male  with  end-stage  glomerulonephritis  who 
underwent  bilateral  nephrectomy  and  chronic 
hemodialysis.  Hypertension  (blood  pressure 
200/120  mm.  Hg)  and  heart  failure  improved 
following  bilateral  nephrectomy  with  salt  re- 


striction. A series  of  two  cadaver  allografts 
were  performed.  The  first  was  rejected  and  the 
second  failed  to  function  because  of  extensive 
ischemic  tubular  necrosis.  At  present  he  is 
anephric,  in  otherwise  good  health,  on  inter- 
mittent dialysis,  and  is  awaiting  another  renal 
graft. 

Case  8.  A forty-five-year-old  male  with 
end-stage  glomerulonephritis  had  undergone 
bilateral  nephrectomy.  Hypertension  (blood 
pressure  180/100  mm.  Hg)  improved,  but  allo- 
grafting was  deferred  because  of  a pulmonary 
embolus  with  partial  persistent  atelectasis  of 
one  lung.  Following  anticoagulation  therapy 
he  was  stabilized  and  is  being  managed  by 
intermittent  hemodialysis. 

Comments 

Case  7 was  studied  during  the  time  the 
patient  was  bearing  his  first  kidney  allo- 
graft and  subsequently  after  the  removal  of 
the  rejected  allograft.  All  plasma  speci- 
mens were  tested  within  five  days  of  the 
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TABLE  V.  Androgen-erythropoietin  responses  in  8 male  patients  after  unilateral  nephrectomy 

for  kidney  carcinoma 


Preandrogen  Treatment  Postandrogen  Treatment 
Treatment  Hemato-  Hemato- 

(200  mg.  Cyclopentylpropionate)  crit  Response*  crit  Response* 

For  three  days 


Plasma  from  carcinoma  patients 


Case  9 (55)  f 

38 

0.36  ±0.04 

35 

0.32  ±0.04 

Case  10  (59) 

34 

0.38  ± 0.06 

32 

0.36  ± 0.07 

Case  11  (62) 

35 

0.34  ±0.09 

37 

0.85  ± 0.05 

Plasma  from  normal  patient 

Case  12  (45) 

44 

0.42  ±0.05 

42 

0.45  ± 0.03 

Saline  control 

0.45  ±0.04 

0.28  ±0.06 

Twice  a week  for  two  weeks 

Plasma  from  carcinoma  patients 

Case  13  (49) 

37 

0.38  ± 0.01 

39 

0.65  ±0.04 

Case  14  (34) 

38 

0.32  ± 0.04 

34 

1.35  ± 0.02 

Case  15  (55) 

34 

0.38  ± 0.01 

38 

0.45  ± 0.01 

Plasma  from  normal  patient 

Case  12  (45) 

43 

0 . 38  ± 0 . 05 

46 

1.8  ±0.07 

Saline  control 

0.32  ±0.01 

0.35  ±0.02 

Twice  a week  for  one  month 

Plasma  from  carcinoma  patients 

Case  13  (44) 

38 

0.38  ± 0.07 

42 

0.84  ± 0.03 

Case  14  (60) 

35 

0.46  ± 0.03 

45 

1.38  ± 0.08 

Plasma  from  normal  patients 

Case  12  (45) 

41 

0.41  ± 0.03 

49 

3.7  ± 0.09 

Case  15  (38) 

35 

0.39  ±0.02 

Saline  control 

0.38  ±0.02 

0.34  ± 0.01 

* Per  cent  twenty-four-hour  blood  Fe59  uptake  plus 

or  minus 

mean  standard  error. 

(For  ESF  assay, 

a minimum  of  5 poly- 

cythemic  mice  were  used.) 

f Ages  of  patients  in  parentheses;  none  of  the  patients  had  evidence  of  metastatic  kidney  carcinoma. 


administration  of  androgen.  The  increased 
ESF  titer  during  the  renoprival  state  was 
due  to  extrarenal  ESF  activity.  Such  ac- 
tivity has  now  been  documented  to  exist 
in  several  other  anephric  human  subjects1'7'8 
and  has  also  been  shown  experimentally  in 
the  baboon,9  the  tamarin,1  and  the  rat.1011 
During  the  renoprival  state  both  patients 
showed  further  elevations  in  ESF  activity 
in  response  to  testosterone  (Table  III). 
The  ESF  response  to  androgen  at  this  time, 
however,  was  variable  in  that  only  4 of  7 
plasma  samples  showed  significantly  in- 
creased activity.  The  failure  of  Case  7 to 
respond  to  androgen  while  bearing  an  allo- 
graft was  complicated  by  the  functional 
status  of  the  graft.  The  patient  was 
undergoing  a prolonged  rejection  of  his 
graft  at  this  time.  The  failure  of  the  pa- 
tients kidney  allograft  to  respond  to  andro- 
gen might  be  due  to  chronic  and  marked 
renal  ischemia.  We  have  noted  that  if, 
during  chronic  and  marked  renal  ischemia, 
renal  cortical  respiration  is  reduced  by  more 
than  one-third,  ESF  production  ceases. 12 

Case  8 provides  further  comparison 


(Table  IV).  This  individual  was  given 
androgen  prior  to  nephrectomy,  and  his 
ESF  responses  were  studied.  He  was  non- 
azotemic  and  slightly  anemic  and  was  main- 
tained on  hemodialysis  in  a similar  fashion 
as  during  the  renoprival  state.  A greater 
ESF  response  to  androgen  was  noted  in  the 
renoprival  state,  in  contrast  to  the  lack  of 
response  seen  when  the  diseased  kidneys 
were  present  (Table  IV).  The  failure  of 
response  seen  in  the  diseased  kidneys,  like 
the  rejected  renal  allograft  in  Case  7,  might 
be  due  to  chronic  and  marked  renal 
ischemia. 12  A patient  (Case  6)  also  demon- 
strated a marked  ESF  response  to  exog- 
enous androgen  after  renal  allograft  (Table 

II). 

Table  V compares  the  response  to  exog- 
enous testosterone  in  8 patients  after 
unilateral  nephrectomy  for  renal  cell  car- 
cinoma. As  is  shown,  there  are  wide  varia- 
tions in  the  total  doses  and  in  the  duration 
of  androgen  treatment.  However,  5 of  the 
8 patients  with  carcinoma  exhibited  in- 
creased ESF  activity  in  specimens  ob- 
tained during  androgen  administration. 
The  range  of  Fe1'9  uptakes  which  were 
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elevated  varied  from  0.65  to  1.38  per  cent 
(Table  V).  Two  of  the  3 normal  patients, 
however,  responded  more  markedly  with  an 
increased  ESF  activity  during  androgen 
administration  than  did  carcinoma  patients 
receiving  similar  dosages  of  androgen.  The 
range  of  Fe59  uptake  for  the  normal  patient 
was  0.45  to  3.7  per  cent.  A normal  patient 
with  a hematocrit  of  35  did  not  show  any 
ESF  activity  in  his  plasma.  It  has  been 
our  experience  that  nonconcentrated  plasma 
from  patients  with  hematocrits  of  30  and 
above  will  not  have  detectable  ESF  activity. 

Summary 

ESF  (erythropoietin)  is  released  in  func- 
tioning renal  transplants  and  can  assist  in 
physiologic  recovery  from  the  anemia  of 
chronic  renal  disease  states.  Elevated  ESF 
levels  are  clinically  found  in  urine  and 
plasma  of  patients  during  rejection  episodes 
associated  with  renal  cortical  ischemia. 

Human  allografts  release  increased  levels 
of  ESF  in  response  to  hypoxic  hypoxia  or 
hemorrhage.  Renal  denervation  resulting 
from  human  allotransplantation  does  there- 
fore not  prevent  characteristic  renal  ESF 
activity.  ESF  release  can  be  seen  as  a 
result  of  ischemic  renal  injury  per  se  and  is 
not  specific  for  a renal  rejection  phenom- 
enon. Extrarenal  ESF  activity  can  be 
detected  at  increased  levels  in  anephric 
human  patients.  Such  sources  must  be 
considered  further  in  renal  transplant  states. 

Plasma  erythropoietin  activity  was  also 
determined  in  anephric,  renal  allotrans- 
planted,  unilateral  nephrectomized,  and 
intact  human  subjects  before  and  after 
androgen  treatment.  Increased  ESF  ac- 
tivity shown  in  anephric  patients  before 
and  after  androgen  treatment  provides  fur- 
ther evidence  that  extrarenal  site  or  sites 
for  ESF  are  present  in  man.  Four  of  seven 
plasma  specimens  obtained  from  anephric 


patients  showed  significant  ESF  activity 
after  androgen  injection.  These  results 
suggest  that  the  site  or  sites  for  extrarenal 
ESF  in  the  man,  like  the  renal  site,  are 
responsive  to  exogenous  testosterone  ad- 
ministration. A patient  with  an  allograft 
kidney  also  demonstrated  a very  marked 
increase  in  ESF  activity  in  response  to 
androgen  treatment  and  following  an  epi- 
sode of  bleeding.  The  androgen-erythro- 
poietin response  in  male  patients  with 
postunilateral  nephrectomy  for  carcinoma 
of  the  kidney  was  similar  to  that  seen  in 
anephric  human  subjects  following  andro- 
gen treatment. 
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P art  I of  this  article  appeared  in  the  July  1, 
1969,  issue  of  the  New  York  State 
Journal  of  Medicine.  It  covered  a 
clinical  study  of  47  cirrhotic  patients  in  six 
groups  with  ascites,  who  underwent  porta- 
caval shunting,  together  with  necropsy 
findings  in  each  case.  Part  I also  included 
a discussion  of  postsinusoidal  hepatic  vein 
obstruction  and  hepatic  and  hilar  lymph 
decompensation. 

Increased  capillary  filtration  pressure 
—portal  stasis 

The  exchange  of  fluid  between  the  intra- 
vascular compartment  and  tissue  spaces  and 
across  the  peritoneum  is  dependent  on  local 
forces  acting  at  these  sites  in  accordance 
with  Starling’s  observations.  Numerous 
data  are  available  to  indicate  that  the 
serosal  surfaces  of  the  intestines  and  mesen- 
tery in  the  presinusoidal  and  splanchnic 
areas  are  a source  of  ascites,  possibly  the 
paramount  source.  Portal  hypertension  is 
the  dominant  etiologic  factor. 

An  increased  hydrostatic  pressure  in  the 


portal  system  is  a common  finding  in  cir- 
rhosis and  in  conformance  with  Starling’s 
hypothesis  favors  transudation  into  the 
peritoneal  cavity.  In  this  disorder  the 
portal  tension  may  be  elevated  to  several 
hundred  millimeters  of  water.  Such  pres- 
sure applied  to  veins  elsewhere  in  the  body 
causes  edema.  There  is  no  apparent  reason 
to  consider  that  the  capillaries  throughout 
the  portal  system  handle  fluid  differently 
from  those  elsewhere.74  Although  a quan- 
titative relationship  between  portal  pressure 
and  clinical  ascites  does  not  exist,  portal 
tension  is  elevated  in  all  patients  with  as- 
cites. Opposing  homeostatic  factors  must 
therefore  be  operative  that  inhibit  accumu- 
lation of  free  fluid  in  the  peritoneal  cavity. 
In  cirrhotic  patients  with  portal  hyperten- 
sion the  interrelationship  of  the  hydrostatic 
and  osmotic  forces  on  each  side  of  the  capil- 
lary membrane  rather  than  the  absolute 
level  of  any  one  pressure  will  determine 
whether  ascites  develops  or  becomes  more 
plentiful.  Modifying  the  portal  tension 
level  can  tilt  the  balance  in  favor  of  fluid  se- 
cretion or  recession.  Increasing  the  sodium 
intake  in  such  patients  amplifies  the  ascitic 
pool  by  virtue  of  a heightened  splanchnic 
capillary  filtration  pressure  produced  by 
expansion  of  the  plasma  volume  which  is 
primarily  trapped  in  the  splanchnic  bed.75 
When  the  portal  pressure  is  initially  high, 
intravenous  albumin  infusions  will  fre- 
quently push  it  to  higher  levels,  and  ascites 
will  not  clinically  recede.  The  hydrostatic 
gradient  tending  to  force  fluid  into  the 
peritoneal  cavity  is  enhanced,  which  more 
than  counterbalances  the  increase  in  plasma 
colloid  osmotic  pressure.76  Intravenous 
albumin  therapy  yields  the  best  results  in 
ascitic  patients  with  low  colloid  osmotic 
pressures  when  the  prevailing  portal  hy- 
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pertension  is  mild  or  of  moderate  severity.76 
In  refractory  ascites  the  splanchnic  venous 
system  is  overdistended,  circulatory  veloc- 
ity is  slow,  and  stasis  is  evident.  These 
patients  have  an  impaired  adaptive  mech- 
anism and  a limited  capacity  to  alter  their 
vascular  spaces  to  accommodate  a further 
increase  in  blood  volume.77  Boyer  et  al .” 
report  that  acute  expansion  of  the  plasma 
volume  by  systemic  infusion  of  dextran 
causes  a prolonged  elevation  of  portal  pres- 
sure in  excess  of  twenty-four  hours,  in 
contrast  to  a return  to  normal  levels  within 
two  and  one-half  hours  in  those  without 
recalcitrant  ascites. 

These  data  support  the  premise  that  the 
splanchnic  venous  bed  in  the  cirrhotic 
patient  with  resistant  ascites  is  maximally 
distended  and  that  fluid  leaks  out  of  the 
capillaries  because  the  volume  capacity  of 
the  system  is  exceeded.  The  prime  im- 
portance of  portal  hypertension  in  the  patho- 
genesis of  ascites  is  thus  underscored.  It 
is  responsible  for  the  unique  localization  of 
the  ascitic  fluid  to  the  peritoneal  cavity. 
If  the  patient  has  edema,  this  decreases 
following  paracentesis  and  is  mainly  utilized 
for  renewed  accumulation  of  ascites.78 

Transudation  from  the  splanchnic  bed  is 
regularly  seen  at  operation  in  patients  with 
intrahepatic  or  extrahepatic  portal  hyper- 
tension.65 In  spite  of  normal  plasma  pro- 
tein in  such  cases,  the  mesentery  is  usually 
edematous  and  remains  moist  throughout 
the  course  of  the  surgical  procedure  despite 
exposure.65  The  observation  that  ascitic 
fluid  ammonia  occasionally  exceeds  that  of 
peripheral  venous  or  arterial  blood  titers 
suggests  that  the  ascites  is  at  least  partially 
in  equilibrium  with  blood  having  a high 
ammonia  content.79  This  disparity  and 
derivation  are  more  likely  with  an  ammonia- 
rich  portal  blood  than  with  a postsinusoidal 
hepatic  circulation.79 

A striking  feature  of  portal  hypertension 
is  the  development  of  an  extensive  collateral 
venous  network  within  the  abdomen. 
Such  an  expanded  vascular  bed  presents 
greater  opportunity  for  diffusion  and  be- 
cause of  the  circulatory  stasis  may  also  tend 
to  render  this  venous  basin  more  permeable. 
Portal  stasis  and  slow  circulatory  velocity 
have  been  objectively  demonstrated  by 
many  methods.7,80  Electromagnetic  flow- 
meter measurements  by  Moreno  et  al.*1 
showed  a severe  reduction  in  portal  venous 


flow  in  most  of  a series  of  85  cirrhotic  pa- 
tients studied,  although  the  portal  pressure 
may  be  similar;  and  conversely,  patients 
with  the  same  portal  pressure  had  re- 
markably different  flow  values.81  They 
further  showed  that  a statistically  border- 
line reduction  in  the  mean  portal  flow  was 
evident  in  ascitic  as  compared  with  non- 
ascitic  patients,  although  the  mean  portal 
pressure  was  not  significantly  different. 
Most  important,  ascites  was  present  in  all  7 
cirrhotic  patients  with  stagnant  portal  flow. 

The  results  of  several  studies  most  im- 
pressively indicate  that  the  volume  and 
velocity  of  portal  blood  flow  increase  twice 
to  seven-fold  following  an  effective  decom- 
pressive portacaval  shunt.81,82  Correction 
of  portal  venous  stasis  and  also  reduction  in 
capillary  filtration  pressure  in  the  vast 
splanchnic  basin  may  well  represent  the 
major  reason  for  the  disappearance  of 
ascites  in  cirrhotic  patients  in  whom  a por- 
tacaval anastomosis  has  been  constructed 
and  also  possibly  account  for  the  temporary 
cessation  of  varix  hemorrhage  when  lymph 
is  drained  from  the  thoracic  duct,  even 
though  the  portal  pressure  is  not  decreased 
to  accepted  control  levels  by  this  procedure. 
The  efficacy  of  the  end-to-side  shunt,  which 
does  not  rectify  advanced  hepatic  vein  out- 
flow block,  in  dissipating  intractable  ascites 
suggests  that  presinusoidal  hepatic  and 
splanchnic  congestion  can  cause  ascites 
formation  particularly  when  the  specific 
gravity  of  the  ascitic  fluid  is  in  the  low 
range.31 

Studies  of  arterial-venous  oxygen  dif- 
ferences in  cirrhotic  patients  indicate  that 
the  entire  hepatic  and  splanchnic  area  has 
been  converted  into  a massive  bed  of  extra- 
capillary arteriovenous  and  venovenous 
shunts.22  These  now  constitute  an  exten- 
sive cavernous  hemangioma  made  up  of 
internal  and  external  Eck  fistulas  implicat- 
ing the  whole  splanchnic  bed  including  the 
abdominal  wall  whose  collateral  anasto- 
motic veins  yield  a higher  oxygen  content.83 
Since  a peripheral  arteriovenous  fistula 
gives  rise  to  edema  of  the  limb,  a similar 
hemodynamic  alteration  could  contribute 
to  the  formation  of  ascites  in  the  peritoneal 
cavity.  The  significance  of  such  circula- 
tory derangement  in  the  genesis  of  ascites  is 
underscored  by  the  presence  of  peritoneal 
fluid  in  patients  with  either  an  hepatic 
artery- portal  vein  or  splenic  artery-splenic 
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vein  fistula  secondary  to  arterial  aneurys- 
mal rupture  although  liver  function  is 
normal.  Cassell  et  al .84  report  a case  of  the 
latter  type.  The  serum  protein  and  albu- 
min-globulin ratio  were  normal  as  was  the 
liver  biopsy.  The  ascites  disappeared  fol- 
lowing surgical  excision  of  the  spleen  and 
attached  vessels  including  the  fistulous 
tract.  A conspicuous  feature  of  Strickler 
Lufkin,  and  Rice’s85  patient  was  intractable 
ascites  which  developed  after  clinical  in- 
dications that  an  hepatic  artery  aneurysm 
had  ruptured  into  and  freely  communicated 
with  the  portal  vein.  In  a similar  case 
reported  by  Foster  and  Sandblom,86  peri- 
toneal fluid  was  present,  the  serum  albumin 
and  liver  biopsy  were  normal,  and  the  portal 
pressure  was  elevated.  Following  surgical 
correction  of  the  fistulous  tract,  the  portal 
tension  fell  to  normal,  and  ascites  had 
failed  to  recur  two  and  one-half  years  after 
operation.  Apparently,  if  the  hepatofugal 
collateral  circulation  is  inadequate  to  com- 
pensate for  the  transfer  of  the  heightened 
arterial  pressure  gradient  into  the  portal 
venous  system,  fluid  will  accumulate. 
Furthermore,  in  cirrhotic  patients  the 
thoracic  duct  lymph  contains  red  blood  cells 
and  may  be  grossly  bloody.  The  site  of 
leakage  of  red  blood  cells  into  the  lymphatic 
system  is  visceral  rather  than  the  liver  and, 
as  the  studies  of  Lucas,  Denney,  and  Read60 
suggest,  is  due  to  peripheral  venolymphatic 
reflux  related  to  high  local  venous  pressure 
consequent  to  extrahepatic  arterial-venous 
shunting  in  the  visceral  circulation,  a fur- 
ther proof  of  abnormal  hemodynamics  in 
this  area  that  have  disruptive  physiologic 
consequences. 

It  is  doubtful  that  escape  of  hepatic 
lymph  into  the  peritoneal  cavity  initiates 
the  formation  of  ascites  which  can  neverthe- 
less occur  in  the  absence  of  liver  disease  as 
in  extrahepatic  portal  vein  obstruction 
especially  if  the  serum  protein  is  simulta- 
neously low.  Baggenstoss  and  Wollaeger87 
report  5 cases  of  long-standing  ascites  in 
patients  with  portal  vein  thrombosis. 
Comparison  with  nonascitic  patients  with 
similar  disease  of  the  portal  vein  at  autopsy 
revealed  that  the  latter  group  possessed  a 
better  developed  and  functionally  compe- 
tent set  of  accessory  portal  veins,  that  is,  an 
efficient  hepatopetal  circulation  that 
shunted  blood  around  the  site  of  obstruc- 
tion and  back  to  the  liver.  Ascites  was 


present  in  12  of  46  noncirrhotic  patients 
with  portal  vein  thrombosis  reported  by 
Thompson,  Williams,  and  Sherlock.88  In 
4 cases  ascites  occurred  with  inception  of 
the  thrombotic  episode;  in  2 patients 
ascites  and  hematemesis  happened  simul- 
taneously; in  2 patients  transient  ascites 
followed  hematemesis.  The  remaining  4 
patients  had  chronic  ascites  when  first 
encountered;  2 patients  subsequently  bled 
intermittently;  2 patients  did  not  bleed  over 
several  years  of  observation  although  peri- 
toneal fluid  was  constantly  present.  When 
the  reduced  colloid  osmotic  pressure  rises 
to  a normal  level  in  patients  with  extra- 
hepatic portal  vein  obstruction  who  develop 
ascites  after  hematemesis,  the  peritoneal 
fluid  often  subsides.89  Eleven  of  18  pa- 
tients with  extrahepatic  portal  vein  ob- 
struction manifested  ascites  at  some  time 
of  the  disease  in  the  studies  of  Mikkelsen.90 
In  7,  ascites  preceded  the  first  hemorrhage. 
In  3,  massive  ascites  was  the  sole  indication 
for  initial  surgical  exploration.  The  fre- 
quency with  which  ascites  has  accompanied 
and  been  the  solitary  manifestation  of 
portal  obstruction  has  been  emphasized  by 
Clat  worthy  and  Boles.91  Ascites  with 
chronic  thrombotic  occlusion  has  been  re- 
corded by  others  as  well  as  rapid  accumula- 
tion of  peritoneal  fluid  following  acute 
portal  vein  thrombosis.  90,92  Since  the  gut 
and  mesentery  are  solely  subjected  to  the 
effects  of  the  portal  hypertension,  conges- 
tion, and  stasis,  it  appears  that  these  tissues 
are  likely  the  only  source  of  fluid  transuda- 
tion and  ascites.  Although  experimental 
data  indicate  an  increase  in  liver  lymph  in 
cirrhosis,  Rusznyak,  Foldi,  and  Szabo93 
state  that  it  is  beyond  doubt  that  the  forma- 
tion of  intestinal  lymph  may  also  be  en- 
hanced by  portal  congestion.  The  excess 
fluid  and  protein,  which  the  lymphatics  are 
unable  to  remove  because  of  their  dynamic 
insufficiency  and  possibly  because  of  inade- 
quacy of  lymphatic-lymphatic  and  lym- 
phatic-venous collaterals  in  the  splanchnic 
area,  diffuse  through  the  peritoneum  into 
the  free  abdominal  cavity.  The  extensive 
collateral  bed  under  the  visceral  peritoneum 
is  the  most  important  area  for  the  exchange 
of  fluid  between  the  ascitic  and  vascular 
compartments.89  Very  rapid  transfer  of 
large  volumes  of  fluid  can  take  place 
through  this  route  and,  as  noted  by  Starl- 
ing,89 such  fluid  transfer  can  continue  after 
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the  death  of  the  animal  if  the  blood  stream 
is  perfused  when  lymphatic  absorption 
plays  no  part.®9 

Reduced  serum  albumin— colloid 
osmotic  pressure 

In  cirrhosis  of  the  liver  the  concentration 
of  protein  in  the  ascitic  fluid  is  usually  be- 
tween 0.3  and  2 Gm.  per  100  ml.78  In 
cases  of  the  Budd-Chiari  syndrome  in 
which  blockage  of  venous  outflow  from  the 
liver  and  transudation  of  high  protein 
lymph  into  the  peritoneal  cavity  are  alleged 
salient  features,  the  peritoneal  fluid  content 
approximately  lies  within  this  low  range. 16 
The  albumin  concentration  of  ascitic  fluid 
in  cirrhosis  is  substantially  less  than  in 
plasma  when  the  ascites  is  refractory  to 
medical  treatment.94  In  1 of  6 patients 
with  the  Budd-Chiari  syndrome  reported 
by  Clain  etal., 15  the  highest  serum  albumin 
titer,  3.7  Gm.  per  100  ml.,  occurred  with 
the  lowest  ascitic  protein  concentration  of 
0.9  Gm.  per  100  ml.15 

On  the  other  hand,  the  protein  content  of 
the  peritoneal  fluid  of  animals  rendered 
ascitic  by  partial  constriction  of  the  supra- 
diaphragmatic inferior  vena  cava  is  rela- 
tively high,  averaging  60  to  80  per  cent  of 
the  serum  concentration,  and  the  albumin 
level  is  usually  similar  to  that  of  serum, 
neither  of  which  is  consistently  true  in 
human  cirrhosis.79  This  difference  is  more 
impressive  since  a functional  Budd-Chiari 
hemodynamic  aberration  is  postulated  to 
be  the  principal  mechanism  for  the  develop- 
ment of  ascites  in  cirrhotic  patients. 
Therefore,  the  extrapolation  of  the  results 
of  experimental  production  of  ascites  in 
animal  species  to  explain  the  pathogenesis 
of  this  phenomenon  in  human  beings  writh 
cirrhosis  is  questionable,  and  more  so,  since 
chronic  portal  hypertension,  submucosal 
esophageal  varices,  and  congestive  spleno- 
megaly cannot  be  experimentally  produced 
in  the  standard  laboratory  animal.  The 
serum  colloid  osmotic  pressure  is  deter- 
mined mainly  by  the  albumin  concentration 
which  is  often  reduced  in  cirrhosis  because 
of  depressed  liver  function.  The  albumin 
turnover  rates  are  decreased  as  shown  by 
isotope  methods  signifying  impaired  syn- 
thesis.95 While  the  plasma  albumin,  total 
circulatory  albumin,  and  serum  colloid 
osmotic  pressure  are  frequently  and  signif- 


icantly below  normal  in  cirrhotic  patients 
with  edema  and  ascites,  there  is  no  strict 
correlation  between  these  parameters  and 
the  inception  and  severity  of  ascites.96 
All  threshold  levels  may  be  found  whether 
ascites  is  present  or  not.  I n fact  a normal 
serum  albumin  level  does  not  preclude  the 
development  and  intractability  of  ascites. 
Restoration  of  serum  albumin  and  colloid 
osmotic  pressure  to  normal  by  repeated  in- 
travenous albumin  infusions  does  not  uni- 
formly cause  a regression  of  ascites  because 
opposing  etiologic  factors  are  more  domi- 
nant.97'98 Different  patients  have  different 
serum  albumin  threshold  levels  that  por- 
tend the  formation  of  ascites.  While  the 
effect  of  albumin  given  intravenously  in 
ascites  is  variable,  peripheral  edema  im- 
pressively subsides  by  correction  of  the 
hypoalbuminemia  and  restoration  of  the 
serum  colloid  osmotic  pressure  above  a 
critical  level.  The  relationship  between 
the  latter  parameter  and  peripheral  edema 
is  very  close.  The  two  lowest  serum  colloid 
osmotic  pressure  readings  in  the  series  of 
cirrhotic  patients  with  peritoneal  fluid 
studied  by  Dykes97  occurred  in  patients 
with  massive  edema  and  only  a trace  of 
ascites. 

Ascites  decreases  or  temporarily  disap- 
pears following  multiple  infusions  of  un- 
modified autogenous  peritoneal  fluid.99100 
It  is  not  possible  to  draw  conclusions  as  to 
the  relative  importance  of  the  elevation  of 
the  serum  albumin,  increased  renal  blood 
flow,  inhibition  of  aldosterone  secretion,  or 
suppression  of  antidiuretic  hormone  in 
mediating  the  water  diuresis  following  ex- 
pansion of  the  “effective  blood  volume.”100 
This  procedure  does  not  alter  the  basic 
pathophysiology,  and  reformation  of  ascites 
is  related  to  the  underlying  liver  disease  and 
abnormal  hemodynamics.  Successful  man- 
agement of  intractable  ascites  by  creation  of 
a peritoneal-atrial  shunt  has  been  re- 
ported.99 

A portacaval  shunt  appears  to  reduce 
the  hypoalbuminemia  threshold  potential 
conducive  to  the  formation  of  ascites. 
Peritoneal  fluid  failed  to  recur  despite  de- 
pression of  serum  albumin  to  levels  that 
approximated  or  even  were  lower  than  the 
preshunt  concentrations  in  many  patients 
herein  reported.  The  inverse  relationship 
between  hypoalbuminemia  and  portal  hy- 
pertension in  the  genesis  and  prevalence  of 
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ascites  is  exemplified  in  the  patients  in  Cases 
7 to  11  who  bled  both  pre-  and  postshunt, 
and  in  those  in  Cases  41,  44,  and  46  who 
hemorrhaged  preterminally.  Peritoneal 
fluid  was  absent  at  necropsy  in  Cases  1 and 
6 although  the  serum  albumin  titers  were 
very  low,  1.9  and  1.8  Gm.  per  100  ml. 
respectively. 

Ascites  disappears  or  is  more  easily  con- 
trolled by  medical  measures  when  the  ele- 
vated portal  pressure  is  restored  to  normal 
levels  by  simple  transumbilical-saphenous 
vein  shunting  despite  concomitant  hy- 
poalbuminemia.101  In  one  reported  case 
with  an  initial  serum  albumin  of  1.3  Gm. 
per  100  ml.,  ascites  subsided  as  the  portal 
tension  declined  from  43  to  30  cm.  water 
after  such  procedure. 101 

It  is  evident  that  the  serum  albumin  con- 
centration and  serum  colloid  osmotic  pres- 
sure imbalance  are  not  decisive  but  only 
contributory  factors  in  the  pathogenesis 
and  maintenance  of  ascites. 

Inferior  vena  caval  hypertension 

The  inferior  vena  cava  may  narrow  at  the 
diaphragmatic  level  to  such  a degree  that  a 
pressure  gradient  develops  between  the 
abdominal  and  thoracic  segments  contribut- 
ing to  the  genesis  and  magnitude  of  the 
ascitic  pool.  The  causes  are  (1)  concentric 
compression  of  the  cava  by  massive  cir- 
rhotic regenerative  nodules  or  against  the 
enlarged,  thickened  caudate  lobe  by  the 
major  liver  mass.  102,  103  The  enhanced 
caval  pressure  commonly  occurs  before 
appearance  of  clinical  ascites  and  is  not 
abolished  by  removal  of  ascitic  fluid;  and 
(2)  increased  intra-abdominal  pressure  and 
action  of  physical  forces  on  the  collapsible 
venous  segment  at  its  site  of  exit  from  the 
abdomen.104  Ranniger  and  Switz105  dem- 
onstrated by  angiographic  studies  in  5 non- 
cirrhotic patients  with  massive  ascites 
localized  narrowing  of  the  cava  at  the  dia- 
phragmatic level  with  a pressure  gradient 
between  the  thoracic  and  abdominal  por- 
tions of  the  vessel.  After  paracentesis  the 
localized  narrowing  largely  disappeared, 
suggesting  that  this  phenomenon  was  a 
mechanical  one  produced  by  narrowing  of 
the  foramen  vena  cava  secondary  to  marked 
elevation  of  the  diaphragm. 

In  the  cirrhotic  patient  ascites  independ- 
ently causes  an  increment  in  vena  caval 


tension  by  virtue  of  the  hydrostatic  pres- 
sure effect  of  the  fluid.  Venous  hyperten- 
sion in  the  cava  enhances  resistance  to 
hepatic  vein  outflow  and  thus  promotes  in- 
crease in  liver  and  renal  lymph  flow.  Ele- 
vation of  renal  vein  pressure  by  experimental 
partial  constriction  of  the  inferior  vena  cava 
above  the  level  of  these  vessels  results  in  a 
fivefold  increase  in  kidney  lymph  flow  and  a 
corresponding  rise  in  thoracic  duct  flow.106 
Simultaneously  the  urine  output  and 
sodium  excretion  diminish.  Hence,  one 
may  speculate  on  the  possibility  of  ascites 
promoting  increased  vena  caval  obstruc- 
tion, fostering  more  extravasation  of  fluid, 
further  obstruction,  and  the  development  of 
a self-perpetuating  vicious  cycle.104 

The  tension  in  the  portal  vein  on  comple- 
tion of  a portacaval  shunt  will  be  no  lower 
than  the  pressure  in  the  cava  before  surgery. 
Should  caval  narrowing  and  hypertension 
be  substantial,  such  operation  will  poorly 
decompress  the  splanchnic  bed,  not  satis- 
factorily decrease  portal  pressure,  and  thus 
be  relatively  ineffective  in  the  treatment  of 
esophageal  varices  and  intractable  ascites. 
Ascites  sometimes  follows  a portacaval 
shunt  because  of  lymphorrhea  into  the  free 
peritoneal  cavity  due  to  transection  of 
large  lymph  vessels  at  the  operative  site  or 
because  liver  failure  ensues.  Recurrent 
portal  hypertension  may  develop  because 
of  functional  obstruction  of  the  anatomi- 
cally patent  shunt  by  the  tense  ascites. 
Regression  of  ascites  has  been  successfully 
achieved  by  reinfusion  of  autogenous 
ascitic  fluid  with  restoration  of  functional 
patency  and  utility  of  the  venovenous 
anastomosis. 107 

Altered  renal  function 

A relationship  between  liver  disease  and 
impaired  kidney  function  has  been  recog- 
nized for  many  years.  Some  investigators 
have  implicated  the  kidney  in  the  develop- 
ment of  hepatic  ascites  and  edema  because 
glomerular  filtration,  proximal  tubular 
absorption,  and  renal  blood  flow  are  reduced 
in  patients  with  advanced  cirrhosis. 108 
Noting  that  renal  abnormalities  associated 
with  hepatic  decompensation  appeared 
similar  to  those  produced  by  acute  renal 
vein  hypertension,  Mullaneand  Gliedman102 
found  by  direct  measurement  that  the 
abdominal  inferior  vena  caval  pressure  was 
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frequently  elevated  even  in  the  absence  of 
ascites.  The  increased  caval  tension  cor- 
related directly  with  the  splenic  pulp  pres- 
sure and  presence  of  esophageal  varices  and 
inversely  with  both  glomerular  filtration 
rate  and  urinary  excretion  of  sodium. 

Morphologic  changes  in  the  kidneys,  as 
granular  cell  hyperplasia  in  the  juxtaglo- 
merular bodies  and  increased  height  of  the 
adjacent  macula  densa,  have  been  related 
possibly  to  impaired  renal  function  and 
alterations  in  water  and  sodium  balance. 109 

Hyperaldosteronism 

Aldosterone  is  often  elevated  in  the 
plasma  and  excessively  excreted  in  the  urine 
in  cirrhotic  patients  with  ascites  and  is 
responsible  for  the  avid  retention  of  sodium 
by  these  patients.  The  exact  cause  of  the 
hyperaldosteronism  is  not  known.  Ex- 
perimental studies  suggest  various  factors 
and  mechanisms  that  influence  its  produc- 
tion and  control  its  metabolism.110  The 
liver  plays  an  important  regulatory  role. 
Hepatic  dysfunction  due  to  hepatocellular 
disease  or  venous  congestion  results  in  a 
diminished  rate  of  degradation  or  more 
probably  an  increased  production  of  aldos- 
terone. 1 1 1 

The  precise  role  of  aldosterone  in  the 
pathogenesis  of  ascites  is  uncertain.  In- 
creased aldosterone  secretion,  sodium  re- 
tention, and  peritoneal  fluid  occur  after 
constriction  of  the  thoracic  but  not  the 
abdominal  inferior  vena  cava. 112  Obstruc- 
tion of  the  hepatic  venous  outflow  without 
compromising  the  inferior  vena  cava  and 
raising  its  intraluminal  pressure  causes 
marked  ascites,  elevation  of  plasma  aldos- 
terone, and  increased  excretion  of  this 
hormone.110  On  the  other  hand,  studies  of 
dogs  with  experimental  ascites  induced  by 
ligation  and  division  of  the  common  bile 
duct  indicate  that  an  altered  aldosterone 
metabolism  is  not  necessary  for  the  forma- 
tion of  ascites.  Several  animals  had  signif- 
icant and  one  massive  ascites  without  ele- 
vated aldosterone  titers. 2 

The  behavior  of  aldosterone  in  human 
cirrhotic  individuals  with  fluid  retention  is 
inconsistent.  Some  cirrhotic  patients  with 
or  without  ascites  will  retain  significant 
amounts  of  sodium  following  an  intravenous 
saline  load,  and  others  will  not.113  In 
neither  of  these  groups  can  a correlation  be 


made  between  the  degree  of  sodium  reten- 
tion and  urinary  excretion  of  aldosterone. 
Many  patients  with  cirrhosis  and  ascites 
have  elevated  blood  aldosterone  titers  which 
promptly  decline  to  normal  values  after  a 
portacaval  shunt  accompanied  by  prompt 
diuresis  and  natruresis. 114  On  the  other 
hand,  2 of  7 cirrhotic  patients  reported  by 
Wolfman,  Zuidema,  and  Child113  had  as- 
cites preportacaval  shunt  but  nevertheless 
excreted  normal  amounts  of  aldosterone  in 
the  urine.  Mittelman,  Gore,  and  Barker115 
record  2 patients  with  cirrhosis  of  the  liver 
and  ascites  who  paradoxically  had  a natrure- 
sis in  the  face  of  a rising  urinary  aldosterone 
following  portacaval  decompression  sur- 
gery. A similar  postoperative  disparity 
between  urinary  sodium  and  aldosterone 
excretion  was  noted  in  3 patients  by  Wolf- 
man,  Zuidema,  and  Child.113  In  an  adre- 
nalectomized  cirrhotic  patient  reported  by 
Giuseffi  et  a/.116  ascites  subsided  and  urinary 
aldosterone  disappeared.  The  patient, 
however,  still  manifested  a significant  so- 
dium- and  water-retaining  capacity.  As- 
cites reformed  on  a sodium-free  diet  in  the 
absence  of  aldosterone,  signifying  that  the 
residual  abnormality  that  prompted  the 
genesis  of  ascites  was  still  operative. 

It  appears  that  hyperaldosteronism  is  a 
homeostatic  response  designed  to  buffer 
biochemical  abnormalities  and  equilibrate 
osmotic  pressure  imbalances  that  follow  the 
accumulation  of  fluid  in  the  peritoneal 
cavity.  Aldosterone  secretion  depends  on 
other  variables  that  influence  the  formation 
of  ascites  and  on  whether  ascites  is  modest 
in  amount,  responsive  to  medical  treatment, 
or  entirely  intractable. 

Ascites  and  cirrhotic  heart  disease 

Incipient  or  recurrent  ascites  and  edema 
in  cirrhotic  patients  may  be  due  to  unsus- 
pected and  complicating  heart  failure  rather 
than  insufficiency  of  the  liver  cells  or  in- 
effectiveness of  a decompressive  portacaval 
shunt.  Congestive  myocardial  failure  of 
varied  etiology  was  the  principal  cause  for 
reappearance  of  peritoneal  fluid  often  with 
swollen  extremities  or  generalized  anasarca 
in  14  of  the  47  patients  reported  herein  with 
a veno-veno-venous  surgical  anastomosis 
(Table  II). 

The  combination  of  primary  hepatic 
cirrhosis  and  heart  disease  is  subtle  and  has 
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TABLE  II.  Cause  of  heart  disease  in  14  cirrhotic 
patients  after  portacaval  shunt 


Cause 

Case 

Number 

Alco- 

holism 

Hypertension 

28 

Marked 

29 

None 

Arteriosclerosis 

17 

Modest 

20 

Marked 

23 

Marked 

Cor  pulmonale 

5 

None 

24 

Marked 

Hemochromatosis 

38 

Marked 

Bacterial  endocarditis 

22 

Marked 

Undetermined 

1 

Marked 

Hyperkinetic  ? 

3 

Marked 

Alcohol  cardiomyop- 

16 

Marked 

athy  ? 

30 

None 

39 

Marked 

not  been  sufficiently  emphasized.  Atten- 
tion is  more  often  focused  on  the  liver  rather 
than  the  heart  as  the  disabled  organ 
responsible  for  fluid  retention.  Several 
studies  underscore  this  association.  The 
mean  heart  weight  by  decades  is  considera- 
bly higher  in  hospitalized  patients  dying 
with  portal  cirrhosis  than  in  those  in  the 
normal  population.117  Lunseth,  Olm- 
stead,  and  Abboud  117  studied  108  patients 
who  died  of  Laennec’s  cirrhosis  and  at 
autopsy  found  that  48  per  cent  also  had 
serious  types  of  heart  disease.  In  12  cases 
the  cause  of  the  cardiac  hypertrophy  was 
unclassified  and  could  not  be  accounted  for 
by  usual  causes  such  as  hypertension, 
arteriosclerosis,  valvular  disease,  and  so  on. 
Based  on  analysis  of  necropsy  material  of 
patients  expiring  of  cirrhosis  of  the  liver, 
Cohn118  predicted  that  about  one-third  will 
have  idiopathic  cardiac  hypertrophy  (in 
excess  of  400  Gm.)  as  compared  with  nor- 
mal controls  of  the  same  age  group. 

These  cases  of  heart  disease  of  obscure 
origin  may  indeed  be  a facet  of  the  cirrhotic 
syndrome  as  it  undergoes  transition  from  a 
localized  disease  of  the  liver  into  a wide- 
spread systemic  disorder.  Patients  with 
cirrhosis  and  portal  hypertension  may 
uniquely  develop  a hyperdynamic  or  hy- 
perkinetic cardiovascular  state.119,120  This 
is  characterized  by  an  increase  in  the  mean 
systolic  ejection  rate  and  stroke  work,  often 
an  enhanced  cardiac  output,  decrease  in  net 
vascular  tone  with  extreme  peripheral 
vasodilatation,  and  elevated  blood  vol- 
ume.121,122  The  precise  cause  is  unex- 


plained but  is  likely  related  to  the  presence 
of  portopulmonary  communications  and 
intrapulmonary,  splanchnic,  and  peripheral 
arteriovenous  shunts  that  often  prevail  in 
cirrhotic  disease.121, 122  Simultaneous  arte- 
rial oxygen  unsaturation  is  due  to  varying 
degrees  of  venoarterial  admixture. 123 
Three  cirrhotic  patients  studied  five  to  six 
years  after  a portacaval  shunt  by  Cotes 
et  a/.124  showed  features  of  a defect  of  gas 
transfer  and  evidence  that  some  lung  tissue 
was  overperfused  with  respect  to  its  ventila- 
tion. The  findings  were  consistent  with 
dilatation  of  the  precapillary  vessels  of  the 
lung.  Breathlessness  on  exertion  was  a 
uniform  symptom.  The  electrocardiogram 
was  normal  in  all.  Transformation  of  the 
splanchnic  and  hepatic  areas  into  a vast 
maze  of  extracapillary  arteriovenous  and 
venovenous  shunts  has  been  mentioned. 
Portal  hypertension  is  the  principal  cause  of 
the  elevated  plasma  volume  in  hepatic 
cirrhosis.  A definite  correlation  exists 
between  wedged  hepatic  venous  pressure 
and  plasma  volume  measured  with  albumin- 
1311.125 

The  clinical  manifestations  of  the  hy- 
perkinetic heart  syndrome  consist  of  a force- 
ful cardiac  impulse,  an  ejection  click,  ac- 
centuation of  mitral  first  sound,  split 
pulmonary  second  sound,  bounding  pulse, 
widened  pulse  pressure,  warm  red  palmar 
skin,  and  multiple  pulsating  angiomas. 120,122 
The  increased  but  ineffective  circulation 
places  an  added  burden  on  the  heart,  and 
the  hyperkinesia  varies  with  the  rate  at 
which  ultimate  ventricular  hypertrophy 
and  myocardial  failure  ensues.  Del  Guer- 
cio  et  al. 119  determined  that  in  their  cirrhotic 
patients  with  massive  hemorrhage  the  ve- 
nous pressure  was  elevated  despite  a drop  in 
the  cardiac  output  indicating  an  overloaded 
heart.  According  to  Johnson  and  Lam- 
bert122 a raised  right  atrial  pressure  occa- 
sionally found  in  patients  with  supposed 
liver  failure  suggests  that  right  ventricular 
decompensation  may  be  a significant  factor 
in  causing  death  and,  parenthetically,  a 
responsible  cause  for  formation  or  reforma- 
tion of  peritoneal  fluid  and  waterlogging  of 
the  tissues.  Siegel  et  al.121  place  great 
prognostic  importance  as  to  operative  risk 
on  the  level  of  the  hyperdynamic  state  in 
cirrhotic  patients  undergoing  elective  porta- 
caval decompression,  since  high  output 
cardiac  failure  tends  to  develop. 
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Consideration  must  also  be  given  to  the 
role  of  alcohol,  not  only  as  a cause  of  cirrho- 
sis of  the  liver  but  of  heart  damage  as  well. 
The  association  of  chronic  alcoholism  and 
heart  disease  has  been  recognized  for  many 
years  and  recently  elaborated  on  by  Ferans 
et  and  Hibbs  et  al.in  They  empha- 
size the  complexity  of  the  resulting  syn- 
dromes as  well  as  the  fact  that  alcohol  might 
have  a direct  toxic  and  degenerative  effect 
on  the  myocardium  determined  by  histo- 
chemical  and  electron  microscopic  studies, 
the  end  result  being  cell  death  and  fibrosis, 
with  ultimate  marked  dilatation  of  all 
cardiac  chambers.  The  cause  of  heart 
disease  in  5 of  the  cases  listed  in  Table  II  is 
undetermined  and  possibly  may  have  been 
on  the  basis  of  alcoholism  which  in  4 in- 
stances was  chronic  and  very  pronounced. 
It  is  also  uncertain  to  what  degree  alcohol 
and  a hyperkinetic  state  contributed  to 
heart  failure  in  the  rest  of  the  cases.  Fer- 
rans  et  al.it8  described  unique  clinical  and 
pathologic  features  associated  with  deposits 
of  a previously  undescribed  polysaccharide 
in  the  heart,  liver,  and  other  organs.  These 
findings  were  present  in  a cirrhotic  patient 
with  clinical  manifestations  of  heart  disease. 
The  cirrhotic  process  was  stable  at  the  time 
of  death;  and  although  the  cardiac  disease 
appeared  later  in  life  than  the  cirrhosis,  it 
was  the  myocardial  involvement  that 
caused  final  deterioration  and  death. 

The  problem  of  a potential  hyperdynamic 
cardiovascular  state  in  the  cirrhotic  patient 
is  compounded  by  the  fact  that  treatment 
of  portal  hypertension  by  means  of  a porta- 
caval shunt  may  place  the  heart  in  further 
jeopardy.  The  cardiac  output  is  increased 
in  the  laboratory  animal  and  in  the  human 
cirrhotic  patient  after  such  procedure.122 
This  surgical  union  permits  portal  vein 
blood  to  flow  into  a low  resistance  system 
and  enhance  venous  return.  This  in  turn 
causes  a larger  diastolic  ventricular  volume 
and  thus  a larger  stroke  volume  with 
precarious  consequences.  Britton,  Price, 
and  Voorhees129  determined  that  the  mean 
cardiac  index  in  cirrhotic  patients  rose 
significantly  after  a portacaval  shunt.  A 
review  by  these  investigators  of  190 
cirrhotic  patients  under  the  age  of  fifty-five 
and  without  clinical  evidence  of  heart 
disease  or  hypertension  and  observed  two 
weeks  to  twenty  years  after  shunting,  in- 
dicated that  congestive  heart  failure  ap- 


peared from  one  day  to  five  years  after 
operation  in  19  patients  (10  per  cent)  with- 
out apparent  precipitating  cause. 

The  role  of  heart  disease  and  myocardial 
insufficiency  due  to  intrinsic  disease  or 
systemic  hemodynamic  alterations  or  both 
in  the  pathogenesis  or  recurrence  of  fluid 
formation  in  patients  with  cirrhosis  must 
therefore  be  given  due  recognition. 

Intractable  ascites— portacaval 
shunt  surgery 

Ascites  disappears  in  the  majority  of 
patients  simply  by  adherence  to  a rigid 
low-sodium  diet.  Supplementary  use  of 
diuretics,  aldosterone  antagonists,  steroids, 
and  other  agents  has  been  very  helpful  in 
resistant  cases.  Occasionally  the  peri- 
toneal fluid  is  refractory  and  unresponsive 
to  stringent  medical  treatment.  The  cri- 
terion for  medically  irreversible  ascites  is 
the  inability  to  excrete  more  than  1 to  2 
mEq.  of  sodium  in  the  urine  per  twenty- 
four  hours  while  on  a restricted  salt  intake 
and  despite  accessory  use  of  potent  diuretics. 

A portacaval  shunt  is  the  most  effective 
surgical  treatment  of  ascites.  Satisfactory 
decompression  of  the  hepatic  and  splanchnic 
beds  often  results  in  permanent  relief  of 
ascites  and  in  the  ability  to  excrete  sodium 
normally.  Also,  it  will  assuredly  protect 
the  patient  from  incipient  or  recurrent 
varix  hemorrhage. 130 

The  end-to-side  type  of  venovenous 
union  has  been  the  standard  operative 
procedure  in  the  treatment  of  portal  hy- 
pertension. On  the  premise  that  intra- 
hepatic  hypertension  and  congestion  are 
the  primary  mechanisms  in  the  genesis  of 
ascites,  the  side-to-side  type  of  anastomosis 
has  been  advocated  to  provide  a second 
outflow  route  for  return  of  venous  blood  to 
the  systemic  circulation.  Different  and 
often  conflicting  views  have  been  expressed 
about  the  merits  and  disadvantages  of 
either  type  of  shunt  based  on  clinical  and 
experimental  studies  of  hepatic  and  portal 
hemodynamics  and  liver  metabolism. 

An  end-to-side  portacaval  shunt  has  been 
eminently  successful  in  permanently  cur- 
ing unrelenting  ascites  in  many  pa- 
tients.6,27,31'74’131  This  is  accomplished  by 
eliminating  portal  venous  inflow  and  max- 
imally decompressing  the  splanchnic  portal 
bed  with  correction  of  portal  stasis.  A 
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reduction  in  wedged  hepatic  vein  pressure 
and  hepatic  blood  flow  in  the  majority  of 
patients  following  end-to-side  anastomosis 
has  been  reported  as  well  as  restoration  of 
normal  portal  system  velocity.28, 47,81,  131 

Despite  a favorable  record  of  success  in 
many  patients,  ascites  may  persist  or  appear 
as  part  of  a generalized  tendency  to  edema 
in  the  postoperative  phase  of  the  end-to- 
side  shunt  procedure  in  patients  who  had 
no  ascites  previously  or  in  whom,  once  pres- 
ent, ascites  had  subsided  before  surgery. 
One  of  the  explanations  for  this  sequence  is 
the  heavy  intake  of  sodium  incidental  to  the 
transfusion  of  several  liters  of  blood  in 
citrate  solution  during  the  operation. 
This  responds  to  a low-salt  intake  and 
diuretics.  Anesthesia  and  operative  shock 
will  adversely  affect  the  functions  of  the 
vulnerable  cirrhotic  liver.  Since  this  organ 
is  the  principal  source  of  serum  albumin,  a 
low-colloid  osmotic  pressure  is  responsible 
for  the  development  of  edema  in  which  the 
peritoneal  cavity  may,  to  a limited  or  exces- 
sive degree,  participate.  Progressive  liver 
insufficiency  in  the  natural  course  of  cir- 
rhotic disease  in  a patient  with  a shunt  is 
another  etiologic  factor.  Under  these  cir- 
cumstances the  fluid  disturbance  is  partic- 
ularly evident  in  the  extremities  without  the 
hitherto  predominant  localization  in  the 
abdomen.  Rapid  reaccumulation  of  ascites 
after  the  shunt  may  also  be  due  to  surgical 
trauma  in  the  area  of  the  porta  hepatis 
where  large  lymphatic  vessels  are  severed 
causing  profuse  leakage  of  lymph  fluid  into 
the  peritoneal  cavity.  As  previously  men- 
tioned, the  high  hepatic  arterial  pressure 
can  be  responsible  for  dynamic  block  to 
hepatic  venous  outflow  because  of  abnormal 
arterial-venous  shunts  within  the  cirrhotic 
liver.  If  increase  in  hepatic  artery  flow 
which  follows  transection  of  the  portal  vein 
is  equal  to  or  greater  than  the  original  total 
hepatic  blood  flow,  sinusoidal  hypertension 
and  ascites  will  persist  or  occur  for  the  first 
time  after  end-to-side  surgery.7, 132  Further- 
more, in  some  cirrhotic  patients  the  pressure 
in  the  inferior  vena  cava  is  elevated  because 
of  sundry  reasons.  102,103  Caval  hyperten- 
sion pressure  will  oppose  venous  drainage 
from  the  liver  and  preclude  a good  gradient 
drop  in  portal  pressure  via  the  anastomotic 
stoma. 

Because  of  possible  hemodynamic  dis- 
advantages that  may  follow  end-to-side 


shunting  many  surgeons  have  preferred  to 
use  the  side-to-side  type  of  anastomosis 
which  converts  the  hepatic  limb  of  the  por- 
tal vein  into  an  outflow  tract.  Experience 
has  shown  that  this  type  of  shunt  and  its 
variations,  the  double  portacaval  shunt  and 
the  portacaval  H-graft  type,  is  very  effec- 
tive in  the  treatment  of  intractable  cirrhotic 
ascites.5,6, 31,133  It  improves  liver  outflow, 
reduces  intrahepatic  pressure,  diverts  the 
stagnant  splanchnic  blood  through  the 
artificial  stoma,  and  resolves  the  adverse 
hemodynamic  effects  of  intrahepatic  arterial 
pressure.  Ligation  of  the  hepatic  artery  in 
the  treatment  of  bleeding  esophageal  varices 
has  largely  been  abandoned,  because  the 
results  had  been  uncertain  and  because  of 
potential  hazards  to  the  liver.  Reports  of 
beneficial  effects  of  this  procedure  in  pa- 
tients with  refractory  ascites  have  come 
from  many  quarters.134  Relief  will  occur 
only  in  those  cases  in  which  dynamic  im- 
pediment to  portal  inflow  and  hepatic 
venous  outflow  is  imposed  by  transfer  of 
the  high  arterial  pressure  gradient  into  the 
portal  and  hepatic  venous  systems  via 
intrahepatic  arterial-venous  shunts.  A 
side-to-side  shunt  permits  the  arterial  pres- 
sure to  dissipate  itself  into  the  low-pres- 
sure caval  system  through  the  surgical 
anastomosis  without  the  disadvantages  of 
hepatic  artery  ligation. 

While  retrograde  flow  through  the  portal 
vein  after  a side-to-side  shunt  is  useful  in 
relieving  liver  congestion  and  hepatic  vein 
block,  fear  has  been  expressed  that  hepatic 
arterial  blood  would  thereby  be  diverted  via 
presinusoidal  arterial  venous  anastomosis 
away  from  the  parenchymal  cells  and  into 
the  portal  vein  effluent  pathway.  Clinical 
and  experimental  data,  however,  indicate 
that  much  of  the  backflowing  blood  does 
transverse  the  sinusoidal  bed,  adequately 
perfuses  the  liver  cells,  and  significantly 
participates  in  hepatic  metabolism.45,  132,  135 
Poor  centrilobular  perfusion  by  backflowing 
blood  can  have  a deleterious  effect  on  he- 
patic function  in  some  cases  manifested 
clinically  by  severe  encephalopathy. 133,136 

Similar  to  end-to-side  shunt,  refractory 
ascites  may  develop  for  the  first  time  or 
remain  unresolved  following  a side-to-side 
shunt. 136  Construction  of  a less  than  opti- 
mal size  side-to-side  anastomosis,  that  is,  at 
least  as  large  a functional  orifice  as  the  di- 
ameter of  the  portal  vein,  may  permit  cepha- 
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lad  flow  of  splanchnic  blood  beyond  the  anas- 
tomosis and  into  the  liver.  Retrograde 
flow  through  the  portal  trunk  would  there- 
fore be  subverted.  Reflux  flow  through 
the  hepatic  segment  of  the  portal  vein  and  a 
patent  shunt  nevertheless  does  not  insure 
that  ascites  will  disappear. 136 

The  end-to-side  shunt  has  been  singularly 
effective  in  clearing  ascites  in  my  own  and 
other  series  of  patients,  although  a greater 
or  lesser  degree  of  hepatic  vein  outflow 
block  was  undoubtedly  present  in  some. 
However,  the  side-to-side  type  of  anastomo- 
sis has  been  used  increasingly  when  ascites 
is  the  principal  clinical  problem.  It  is 
clearly  indicated  when  the  pressure  on  the 
hepatic  side  of  the  temporarily  compressed 
portal  vein  rises,  remains  stable,  or  falls 
less  than  10  to  12  cm.  of  saline.31  This 
indicates  that  postsinusoidal  resistance  and 
intrahepatic  arterial-portal  shunting  are 
dominant  pathogenetic  factors  of  the  portal 
hypertension  and  the  hepatic  vein  outflow 
obstruction  is  pronounced.  In  these  in- 
stances portal  flow  is  nearly  stagnant.31 
The  side-to-side  shunt  is  technically  more 
difficult  or  even  impossible  to  do  and 
occasionally  requires  resection  of  an  en- 
larged caudate  lobe.  A useful  alternative 
is  the  superior  mesenteric  vein-inferior  vena 
caval  shunt,  which  hemodynamically  is  a 
side-to-side  type  of  union,  and  can  be  ac- 
complished with  ease  and  rapidity. 137 

Conclusion 

By  the  use  of  tritium-labelled  water 
Prentice,  Siri,  and  Joiner138  have  shown 
that  the  ascitic  collection  is  a rapidly  cir- 
culating medium  and  that  approximately  40 
to  80  per  cent  of  its  water  content  enters 
and  leaves  the  peritoneal  cavity  every  hour. 
Initiation  and  maintenance  of  ascites  is 
hence  apparently  dependent  on  an  imbal- 
ance of  forces  that  favor  its  formation  and 
those  that  oppose  it  and  engage  in  its  re- 
moval. Not  until  the  former  exceeds  the 
maximum  reabsorptive  capacity  of  the 
peritoneal  surface  will  fluid  accumulation 
take  place.  Either  an  excess  of  inflow  or  a 
deficient  outflow  can  therefore  be  the  deter- 
minant factors.  Critical  analysis  of  all 
data  strongly  suggests  that  hemodynamic 
factors — increased  capillary  filtration  pres- 
sure and  portal  stasis  augmented  by  en- 
hanced resistance  to  outflow  in  the  post- 


sinusoidal  bed — are  the  crucial  variables 
that  tilt  the  balance  in  favor  of  fluid  ac- 
cumulation in  the  extracellular  and  peri- 
toneal spaces.  An  elevated  portal  pressure 
is  dominant  and  accounts  for  the  localiza- 
tion of  the  fluid  to  the  peritoneal  cavity. 
It  stands  in  the  same  relationship  to  the 
genesis  of  ascites  as  it  does  to  the  develop- 
ment of  congestive  splenomegaly  as  a facet 
of  the  portal  hypertensive  syndrome.  In 
my  experience  chronic  fluid  formation  ex- 
clusively confined  to  the  peritoneal  space  in 
cirrhotic  patients  in  the  absence  of  portal 
hypertension  is  nonexistent. 

It  appears  that  hyperaldosteronism,  ex- 
cess elaboration  of  antidiuretic  hormone, 
overproduction  of  hepatic  lymph,  altered 
renal  physiology,  and  hypoalbuminemia 
accompanying  cirrhotic  ascites  are  condi- 
tioning or  perpetuating  rather  than  causa- 
tive factors.  They  influence  the  transfer 
of  fluid  across  the  peritoneum  only  in- 
directly by  altering  the  composition  of  the 
fluid  on  either  side.89  Krook139  noted  that 
ascites  occurred  when  the  ratio  of  wedged 
hepatic  vein  pressure  (in  terms  of  milli- 
meters of  mercury)  to  the  serum  albumin 
(grams  per  100  ml.)  determined  electro- 
phoretically  exceeded  7.3.  By  using  these 
two  parameters,  Atkinson  and  Losowsky140 
likewise  found  that  a threshold  for  the  for- 
mation of  ascites  could  be  delineated.  When 
the  intrasplenic  pressure  was  plotted  against 
the  serum  albumin  concentration,  the  pa- 
tients with  ascites  were  separated  from 
those  without  ascites  by  a straight  line. 
If  the  ascites  quotient  determined  by  equa- 
tional  calculation  was  one  or  less  for  a pa- 
tient with  cirrhosis,  peritoneal  fluid  was 
forming. 

Cherrick  et  al .89  mathematically  quanti- 
tated all  four  components  of  the  Starling 
formula  that  are  the  only  forces  known  to 
influence  the  rate  of  transfer  of  fluid  be- 
tween the  portal  capillary  and  ascitic  com- 
partments on  either  side — colloid  osmotic 
pressure  of  ascitic  fluid  and  serum,  the 
intra-abdominal  tension,  and  portal  pres- 
sure— and  formulated  the  “net  transfer 
pressure  quotient.” 

Their  observations  showed  a significant 
correlation  between  the  height  of  the  net 
transfer  pressure  and  the  presence  or 
absence  of  ascites.  In  a patient  with  ascites 
subjected  to  a portacaval  shunt,  the  peri- 
toneal fluid  disappeared  as  the  net  transfer 
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pressure  fell  from  a high  positive  to  a nega- 
tive figure. 

Diverse  patterns  of  hemodynamic  phys- 
iology are  noted  because  cirrhosis  of  the 
liver  is  not  a stereotyped,  static  disease  but 
one  with  a continually  changing,  chaotic 
architecture  characterized  by  progressive 
attrition.  Slowly  the  parenchymal  cells 
die,  “a  little  today,  a little  more  tomorrow,” 
the  pace  varying  from  patient  to  patient. 
Destruction  of  the  parenchymal  cells  re- 
sults in  a complete  disorganization  of  nor- 
mal anatomy.  Subsequent  repair  or  per- 
sistent asymmetrical  destruction  and  nodu- 
lar tissue  regeneration  may  be  very  hap- 
hazard. Circulatory  relationships  are  dis- 
turbed. The  normal  arrangement  of 
branches  of  the  hepatic  and  portal  veins  is 
altered,  and  abnormal  shunts  evolve  be- 
tween the  vascular  components  of  the 
organ.  In  the  advanced  stage  an  entirely 
new  liver  parenchyma  without  a vestige  of 
the  original  has  been  created,  and  even  the 
circulatory  system  is  one  newly  devised. 

In  most  types  of  cirrhosis  the  hepatocyte 
initially  is  the  focus  of  injury  with  reactive 
changes  in  the  regional  tissues.  Progres- 
sive pathologic  changes  may  not  necessarily 
be  due  to  further  damage  by  undetermined 
noxious  agents  but  secondary  to  ischemia 
following  compromise  of  the  intrahepatic 
circulation  that  aggravates  or  perpetuates 
the  morbid  process.  Ultimately  there  are 
no  longer  lobules  but  nodules  divorced  more 
or  less  completely  from  normal  circulatory 
communications.  These  nodules  are  mea- 
gerly  supplied  with  vessels  of  any  type 
for  nutrition.  Growth  of  regenerative 
nodular  masses  imperils  their  already 
scanty  blood  supply  by  compressing  the 
regional  vascular  channels  against  the  rigid 
fibrous  tissue  septa.  The  net  result  is  a 
vicious  cycle  of  progressive  circulatory  in- 
sufficiency. When  the  portal  venous  sup- 
ply has  been  reduced  to  a minimum  or 
entirely  diverted  to  the  external  collaterals, 
and  the  arterial  supply  is  substantially  re- 
duced, hepatic  insufficiency  occurs.  Such 
liver  failure  is  essentially  an  expression  of 
circulatory  deficiency  rather  than  one  of 
primary  hepatic  cellular  inadequacy:  “vas- 
cular hepato-degeneration.” 

Cirrhosis,  moreover,  is  not  a localized 
disease  confined  to  the  liver.  In  the  ad- 
vanced stage  it  is  transformed  into  a gener- 
alized systemic  disorder  causing  metabolic, 


histochemical,  and  hemodynamic  changes 
in  many  organs  and  all  vascular  transport 
systems. 

Marked  aberrations  are  evident  in  the 
physiology  of  the  systemic,  pulmonary, 
splanchnic,  and  portal  circulations  as  well  as 
the  lymphatic  system.119,121,122 

Hence  it  is  no  surprise  that,  because  of 
these  complexities,  wide  ranges  in  pre- 
shunt hepatic  arterial,  portal,  and  total 
hepatic  blood  flows  are  found  in  unselected 
groups  of  patients;  that  lack  of  correlation 
exists  between  postportacaval  shunt  results 
and  postsurgical  hemodynamic  data;  and 
that  the  functional  capacities  of  the  liver 
vary  widely  and  independently  of  the  hemo- 
dynamics being  measured.47  This  would 
account  for  the  conflicting  results  of  studies 
of  various  aspects  of  cirrhotic  disease  by 
different  investigators  although  similar 
methods  or  technics  are  employed. 

In  conclusion,  multiple  factors  play  a part 
in  the  pathogenesis  of  ascites,  and  the  role 
of  each  of  these  seemingly  is  not  equally 
important  in  every  case.  Hence,  one  can- 
not expect  consistent  mutual  reciprocity 
between  any  two  variables.  When  “subtle 
combinations  or  gradation”  of  several  of 
these  propel  the  balance  in  favor  of  inflow  of 
water,  electrolytes,  and  protein  into  the 
peritoneal  cavity,  and  inhibiting  mecha- 
nisms are  overcome,  clinical  ascites  will  be- 
come manifest. 

Hemodynamic  aberrations  are  the  pre- 
eminent etiologic  factors  that  upset  the 
homeostatic  fluid  balance.  Furthermore, 
it  should  be  emphasized  that  organic  heart 
and  renal  disease,  disseminated  hepatoma, 
or  infectious  states  (pneumococcic,  tubercu- 
lous peritonitis)  may  be  deceptively  respon- 
sible for  fluid  retention  and  ascites  in  a 
patient  with  obvious  cirrhosis,  rather  than 
failure  of  liver  cell  function  or  of  surgical 
procedures  designed  to  correct  abnormal 
circulatory  dynamics. 
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Power  mower  injuries  of  the  hand 


Over  a fourteen-year  period  (1954  67,  inclu- 
sive) 110  power  mower  injuries  of  the  hand  were 
encountered  in  private  practice  report  by  J.  J. 
Danyo,  K.  K.  Lie,  R.  D.  Larsen,  and  J.  L.  Posch 
in  Michigan  Medicine  67:  1061  (Sept.)  1968. 
In  55  per  cent  the  right  hand  was  involved;  the 
left  hand  in  45  per  cent.  The  authors  surveyed 
the  records  for  severity  of  injury,  etiology,  and 
treatment.  The  victims  of  the  accidents  ranged 
in  age  from  two  to  eighty-three  years  for  an 
average  of  thirty-two  years.  Males  predomi- 
nated, 85  per  cent.  There  were  23  children 
under  fourteen  years  of  age  in  the  series. 

In  30  per  cent  of  the  injured  children  in  this 
series,  there  was  permanent  disability;  in  adults 
23  per  cent.  In  85  per  cent  the  injury  was 
severe  enough  to  require  hospitalization  for 
surgical  repair.  In  one  third  of  the  cases,  only 
1 finger  was  involved.  In  4 patients,  all  of  the 
digits  of  one  hand  were  injured;  in  the  remain- 
der, 2 to  4 fingers  were  involved.  In  addition  to 
the  soft  tissue  trauma,  80  per  cent  of  the  patients 
also  had  injuries  to  the  bone.  In  30  per  cent 
of  the  patients,  fingers  had  to  be  amputated. 
Debridement  was  performed  on  badly  crushed 
digits.  Where  primary  closure  was  not  possible, 
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free  skin  grafts  or  cross-finger  pedicle  grafts  were 
done.  Open  reduction  and  immobilization  for 
fracture  were  needed  in  6 per  cent.  Associated 
tendon  injuries  were  not  repaired  primarily. 
The  average  length  of  temporary  disability  due 
to  the  injury  was  six  weeks. 

Personal  negligence  apparently  was  the  pre- 
dominant cause  of  injury.  In  91  per  cent  of 
the  cases  a rotary-type  mower  was  used;  a reel 
type  in  9 per  cent.  In  82  per  cent  the  mower 
was  running  at  the  time  of  injury.  Wet  grass 
appeared  to  be  a major  factor,  clumping  in  the 
discharge  chute  and  causing  the  operator  to 
reach  in  to  remove  it.  In  so  doing  the  distance 
of  the  blade  from  the  discharge  chute  was  mis- 
judged. In  51  per  cent  of  the  incidents,  the 
guard  was  not  on  the  blade,  but  in  33  per  cent 
the  patient  claimed  the  guard  was  the  sole  cause 
of  injury.  In  just  about  all  of  the  accidents 
involving  children,  the  mower  was  left  running 
unattended  by  an  adult. 

Because  of  the  increased  use  of  these  appli- 
ances, a growing  incidence  of  these  injuries  may 
be  anticipated.  The  authors  believe  that  greater 
public  awareness  of  the  inherent  dangers  in  the 
use  of  power  mowers  is  fundamental  to  preven- 
tion of  these  injuries,  and  suggest  the  desirability 
of  a nationwide  safety  education  program 
directed  at  the  manufacturers,  distributors,  and 
users  of  these  devices. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Roosevelt  Hospital 
New  York  City 

February  17,  1966 

Conducted  by  ARTHUR  J.  ANTENUCCI,  M.D. 

Discussed  by  LAWRENCE  SCHARER,  M.D.,  and 
RUDOLF  GARRET,  M.D. 


Fever,  Anemia,  and  Leukopenia 


Case  history 

A fifty-three-y ear-old  single  woman  was 
admitted  to  Roosevelt  Hospital  for  the  first 
time  because  of  persistent  fever,  anemia, 
and  leukopenia. 

She  had  been  well  until  seven  months 
earlier,  when  she  noticed  back  pain  which 
gradually  disappeared.  Four  months 
earlier  she  began  to  notice  easy  fatigability; 
two  months  later  painful  swelling  of  the 
knees  and  ankles  appeared.  After  she  had 
suffered  with  this  problem  for  two  to  three 
weeks,  she  consulted  a physician,  who  dis- 
covered anemia  and  said  that  she  also  had 
arthritis.  He  prescribed  iron  pills  and 
some  cortisone  pills  of  unknown  nature,  and 
an  unknown  dose,  which  she  took  for  an  in- 
definite period.  Three  weeks  after  seeing 
this  physician,  she  developed  an  erythem- 
atous rash  and  enlarged  cervical  nodes. 
She  then  saw  a second  physician,  who  said 
that  she  had  measles,  probably  aggravated 
by  cortisone,  and  that  she  should  stop  tak- 
ing the  cortisone  and  stay  in  bed;  an  anti- 
histamine injection  was  given.  During  the 
following  weeks  the  rash  gradually  disap- 
peared, but  she  remained  weak  and  had  oc- 
casional nausea.  At  the  beginning  of  the 
week  prior  to  admission,  she  returned  for  a 
check-up  to  the  medical  department  of  the 
company  where  she  was  employed  as  an 
attorney.  This  examination  revealed  a 
fever  of  104  F.,  a hemoglobin  of  8.9  Gm.  per 
100  ml.,  urinalysis  results  were  normal,  and 
a chest  x-ray  film  showed  normal  findings. 
She  went  home  to  bed,  and  at  the  end  of  the 
week,  when  fever  persisted,  she  agreed  to  be 
admitted  to  the  hospital. 


Past  history  and  family  history  were  un- 
remarkable. 

Physical  examination  revealed  a pale, 
well-developed,  and  well-nourished  blond 
woman  who  was  weak  and  lethargic. 
There  was  a faded,  mildly  erythematous 
rash  on  the  legs.  Examination  of  head, 
eyes,  ears,  nose,  and  throat  gave  negative 
results.  Cervical  lymphadenopathy  was 
not  detected.  The  chest  was  clear  to  per- 
cussion and  auscultation.  The  heart 
showed  a regular  sinus  rhythm,  and  a Grade 
II  early  systolic  murmur  was  heard  at  the 
apex  and  along  the  left  sternal  border. 
The  abdomen  was  soft,  without  tenderness. 
The  liver  was  percussed  down  to  2 finger- 
breadths;  the  edge  could  not  be  felt.  The 
tip  of  the  spleen  was  just  palpable.  The 
neurologic  examination  results  were  normal. 

The  temperature  was  102.6  F.,  the  pulse 
rate  88,  and  the  respirations  18.  The 
blood  pressure  was  138  systolic,  80  dias- 
tolic. 

The  urine  was  normal.  The  hemoglobin 
was  7.3  Gm.  per  100  ml.;  the  white  blood 
cell  count  was  3,200,  with  28  per  cent 
neutrophils  and  72  per  cent  lymphocytes. 
The  glucose  was  104  mg.,  the  urea  nitrogen 
14  mg.,  the  total  bilirubin  0.6  mg.,  the 
alkaline  phosphatase  4.6  mg.,  the  thymol 
turbidity  1.1  mg.,  and  the  uric  acid  4.3  mg. 
per  100  ml.  The  SGOT  (serum  glutamic 
oxaloacetic  transaminase)  and  the  SGPT 
(serum  glutamic  pyruvic  transaminase) 
were  17  and  15  units,  respectively.  The 
latex  fixation  test  result  was  negative. 
The  repeat  hemoglobin,  two  days  later,  was 
8.1  Gm.  per  100  ml.;  the  white  blood  cell 
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count  was  1,450  with  47  per  cent  neutro- 
phils and  51  per  cent  lymphocytes.  Four 
blood  cultures  were  negative.  A stool 
culture  was  negative  for  pathogens.  A 
bone  marrow  culture  was  negative.  Tests 
for  occult  blood  gave  negative  findings. 
An  intermediate  purified  protein  derivative 
test  result  was  positive. 

During  this  early  stay  in  the  hospital, 
the  temperature  persisted  in  spiking  from 
103  to  104  F.  in  the  evening  but  would  be 
down  to  from  99.6  to  99.8  F.  in  the  morning. 
Two  attempts  were  made  to  obtain  bone 
marrow  specimens;  the  results  were  un- 
satisfactory. A hematologic  consultation 
was  obtained  on  the  third  day.  Following 
this,  a series  of  lupus  erythematosus  cell 
preparation  results  were  negative,  two  addi- 
tional blood  cultures  were  negative,  and  the 
result  of  a bone  marrow  smear  for  acid-fast 
bacilli  was  negative.  A repeat  hemoglobin 
was  7.3  Gm.  per  100  ml.,  the  white  blood 
cell  count  was  2,050,  with  43  per  cent 
neutrophils,  6 per  cent  bands,  49  per  cent 
lymphocytes,  and  2 per  cent  eosinophils; 
the  platelet  count  appeared  to  be  decreased. 

On  the  seventh  day,  an  open  sternal  bone 
marrow  biopsy  together  with  a muscle 
biopsy  of  the  right  leg  were  done.  The 
bone  marrow  was  consistent  with  lympho- 
cytic leukemia.  The  muscle  biopsy  was 
negative.  At  this  stage  the  temperature 
was  reaching  105.8  F.  All  blood  cultures 
up  to  this  point  were  negative.  Repeat 
chest  x-ray  film  gave  a negative  result.  An 
intravenous  pyelogram  revealed  no  evi- 
dence of  intrinsic  disease.  A gynecologic 
consultation  ruled  out  pelvic  disease  as  con- 
tributing to  the  cause  of  the  fever.  On  the 
eleventh  day,  3 units  of  whole  blood  were 
transfused.  On  the  fourteenth  day,  treat- 
ment with  dexamethasone  was  started  in  a 
dose  of  0.75  mg.,  four  times  a day.  Follow- 
ing this,  the  hemoglobin  remained  around 
11  Gm.  per  100  ml.,  and  the  white  blood  cell 
count,  which  had  been  1,200  prior  to  the 
start  of  medication,  rose  to  2,800.  The 
fever,  however,  remained;  her  strength  and 
nutritional  state  also  continued  to  deteri- 
orate. On  the  twentieth  day,  6-mercapto- 
purine  was  added  to  the  treatment.  Dur- 
ing the  final  week  jaundice  began  to  appear, 
the  liver  became  enlarged,  and  a small 
amount  of  ascites  was  detected  clinically. 
At  this  time  the  hemoglobin  was  11.4  Gm. 
per  100  ml.;  the  white  blood  cell  count  had 


fallen  to  700,  with  28  per  cent  neutrophils, 
38  per  cent  bands,  36  per  cent  lymphocytes, 
2 per  cent  eosinophils,  and  2 per  cent  meta- 
myelocytes. The  platelet  count  appeared 
to  be  diminished  on  smear.  On  the 
twenty-sixth  day  the  total  bilirubin  was  1.5 
mg.  per  100  ml.;  the  alkaline  phosphatase, 
12.2  Bodansky  units;  the  SGOT  and 
SGPT,  156  and  274  units,  respectively;  and 
the  blood  ammonia  229  micrograms  per  100 
ml.  (normal  100  to  150).  The  prothrombin 
time  was  26  seconds  (control  13  seconds). 
A clear,  voided  urine  specimen  showed  4 
plus  albumin,  presence  of  bile,  and  100  red 
blood  cells  per  high-power  field.  On  the 
morning  of  the  twenty-seventh  day,  she 
began  having  rectal  bleeding  which  per- 
sisted on  and  off  throughout  the  day.  She 
later  became  semicomatose  and  died  shortly 
after  midmight. 

Discussion 

Lawrence  L.  Scharer,  M.D.  *:  We  are 

dealing  with  a patient  with  a fever  and  pan- 
cytopenia and  what  appears  to  be  a terminal 
complication.  In  the  material  available, 
we  do  not  have  a platelet  count,  but  for  pur- 
poses of  the  discussion,  I think  we  have 
enough  information  to  call  this  a total  re- 
duction in  all  the  formed  elements,  that  is, 
pancytopenia. 

Exactly  where  the  patient’s  illness  starts 
is  unclear.  She  appears  to  have  had  a 
clear-cut  arthritis,  with  painful  swelling  of 
the  joints  and  an  accompanying  anemia 
several  months  ago.  The  arthritis  re- 
sponded to  steroid  therapy,  but  the  patient 
then  developed  a rash  and  enlarged  lymph 
nodes  which  also  subsided,  so  that  by  the 
time  of  admission  there  was  no  arthritis,  no 
real  rash,  and  no  enlarged  nodes. 

At  this  point,  several  diagnoses  are  worth 
mentioning.  Rheumatoid  arthritis  could 
certainly  present  in  this  manner;  systemic 
lupus  erythematosus  must  certainly  be 
considered  and  could,  again,  account  for 
much  of  this  early  course;  and  serum  sick- 
ness with  rash  and  arthritis,  as  well  as  in- 
fectious mononucleosis,  should  also  be 
listed,  although  the  sequence  is  a little  un- 
likely for  this  diagnosis.  If  we  consider  the 
rash  alone,  it  appears  to  be  rubella,  with 
which  one  can  associate  arthritis,  but  not 
usually  preceding  it  by  several  weeks. 

* Associate  Attending  Physician,  Roosevelt  Hospital. 
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With  all  of  these,  one  could  have  had  some 
fever. 

The  physical  examination  was  not  very 
helpful  at  the  time  of  hospital  admission, 
except  to  document  the  fever  and  the  pres- 
ence of  a possibly  enlarged  liver.  Labora- 
tory studies  initially  showed  anemia  and 
leukopenia.  The  latex  fixation  test  result 
was  negative,  which  rules  out  rheumatoid 
arthritis.  The  purified  protein  derivative 
test  result  was  positive.  Let  us  review  the 
roentgenograms. 

Sabino  J.  Rizzo,  M.D.:  The  chest  x-ray 

films  were  made  in  two  projections.  The 
cardiac  and  aortic  silhouettes  are  normal. 
Fibrocalcific  changes  are  seen  in  the  right 
lung,  which  presumably  are  the  residue  of 
old  inflammatory  disease.  There  is  some 
prominence  of  the  right  superior  medias- 
tinum which  is  compatible  with  nodal  en- 
largement. The  left  lung  field  is  clear. 
There  is  no  evidence  of  free  pleural  fluid. 

An  excretory  urogram  was  performed. 
The  left  renal  shadow  is  lower  in  position 
than  usual.  The  splenic  shadow  appears 
rather  prominent.  No  shadows  of  stones 
are  seen. 

Following  the  injection  of  contrast 
medium,  prompt  bilateral  excretion  is 
noted.  No  abnormality  of  the  collecting 
system  is  demonstrated  on  either  side. 
The  ureters  are  not  dilated  and  show 
normal  contour  and  course.  The  psoas 
margins  are  intact.  No  gross  filling  defects 
are  noted  in  the  bladder. 

In  view  of  the  nodal  enlargement  and  the 
prominent  spleen,  the  possibility  of  under- 
lying lymphoma  is  to  be  considered. 

Dr.  Scharer:  Initially,  the  patient  had 

daily  fever  spikes  each  evening.  This  is  the 
so-called  “intermittent”  pattern  of  fever. 
Just  looking  at  the  fever  curve  may,  in 
some  illnesses,  be  enough  to  suggest  the  cor- 
rect diagnosis  or  to  eliminate  some  of  the 
diseases  under  consideration. 

The  common  types  of  fever  patterns  are: 

1.  Remittent,  in  which  there  are  wide 
variations  during  the  day,  but  the  tempera- 
ture never  returns  to  normal 

2.  Intermittent,  in  which  there  are  the 
daily  spikes  which  return  to  normal  in  the 
interval 

3.  Sustained,  in  which  there  is  fever 
throughout  each  day,  with  variations  of  less 
than  2 degrees  during  the  twenty-four  hours 

4.  Recurrent  or  relapsing,  consisting  of 


bouts  of  fever  for  a few  days,  separated  by 
periods  of  normal  temperature. 

When  remittent  or  intermittent  fevers 
show  a wide  daily  swing,  often  with  repeated 
chills,  the  term  hectic  or  septic  is  used. 

Certain  authors  have  felt,  and  have 
demonstrated,  that  certain  of  these  fever 
curves  are  very  specific  for  certain  illnesses. 
Most  of  them,  such  as  malaria,  typhoid, 
pneumococcal  pneumonia,  gonococcal  endo- 
carditis, and  others  are  not  really  pertinent 
in  this  case.  I think,  unfortunately,  all  we 
can  say  is  that  this  patient  had  a fever  curve 
suggesting  infection  but  can  say  no  more 
about  specific  identification.  In  reviewing 
some  of  the  largest  series  of  discussions  of 
fever  of  unknown  origin,  it  is  often  pointed 
out  that  the  fever  curve  itself  was  rarely  of 
great  benefit. 

The  diagnosis  of  systemic  lupus  ery- 
thematosus was  obviously  considered,  but 
results  from  L.E.  cell  preparations  were 
negative.  Again,  the  blood  picture  ap- 
peared to  show  a pancytopenia,  and  at- 
tempts to  obtain  bone  marrow  were  initially 
unsuccessful,  which  is  sometimes  an  indica- 
tion of  poor  technic,  but  may  mean  heavily 
packed  marrow,  and  leukemic  marrows 
often  give  this  trouble. 

Could  this  be  subacute  bacterial  endo- 
carditis? It  seems  quite  unlikely,  but 
these  patients  can  have  a pancytopenia  and 
with  negative  blood  cultures. 

Could  this  be  a drug-induced  pancyto- 
penia? The  early  course  we  have  men- 
tioned could  be  that  of  a serum  sickness  and 
another  manifestation  of  drug  reaction. 
The  findings  in  the  marrow  would  seem  to 
be  against  this  diagnosis,  and  we  do  not 
have  any  history  of  exposure  to  a possible 
exciting  agent. 

We  are  told  that  the  patient  had  a bone- 
marrow  biopsy  which  was  consistent  with 
lymphocytic  leukemia.  If  this  was  just  a 
case  of  leukemia,  however,  I do  not  think 
we  would  be  discussing  it  at  a clinico- 
pathologic  conference.  Certainly,  how- 
ever, the  course  up  to  this  point  is  com- 
patible with  leukemia  which,  technically, 
we  would  call  aleukemic  leukemia,  in  view 
of  the  peripheral  pancytopenia. 

Now,  this  finding  in  the  marrow  may 
limit  our  discussion  somewhat.  We  no 
longer  have  a fever  of  unknown  origin  with 
pancytopenia  but  rather  one  with  abnormal 
marrow  as  well.  The  long  list  of  causes  of 
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fever  of  an  unknown  origin  is  not  applicable 
except  for  a few  possibilities,  such  as  those 
that  we  have  mentioned. 

In  summary,  then,  at  this  point  we  are 
dealing  with  an  abnormal  marrow,  spleno- 
megaly, and  accompanying  pancytopenia. 
Leukemia  is  a good  probability,  hut  there 
are  also  other  possibilities. 

We  might,  at  this  point,  direct  the  dis- 
cussion to  the  three  general  areas  of  diseases 
that  (1)  directly  and  primarily  affect  the 
marrow,  (2)  secondarily  affect  the  marrow, 
and  (3)  those  diseases  that  exist  outside  of 
the  marrow,  but  can  cause  pancytopenia. 

Under  the  first  category,  we  could  cer- 
tainly consider  leukemia,  but  multiple 
myeloma  can  also  result  in  pancytopenia. 
Of  course,  the  marrow  should  have  shown 
different  findings.  However,  in  multiple 
myeloma,  the  plasma  cells  are  sometimes  ir- 
regularly found  throughout  the  marrow. 
Other  usual  findings,  such  as  the  protein 
abnormalities,  were  not  present  in  this  case. 
Infectious  mononucleosis  sometimes  gives 
an  abnormal  marrow  compatible  with 
leukemia,  but  this  seems  to  be  a different 
type  of  case. 

Under  the  category  of  diseases  which 
secondarily  affect  the  marrow,  one  would 
list  various  types  of  hypersplenism,  and 
this  patient  did  have  a slightly  enlarged 
spleen,  as  shown  on  the  x-ray  films.  The 
facts,  however,  do  not  fit  a straightforward 
case  of  hypersplenism.  What  about  mye- 
lophthisic anemias,  that  is,  those  caused  by 
malignant  neoplastic  processes  arising  away 
from  the  marrow  and  involving  the  marrow 
by  extension?  Fever  may  be  a conspicuous 
feature.  I think  this  must  be  high  on  the 
list,  but  again  the  marrow  picture  does  not 
seem  compatible.  No  metastatic  tumor 
cells  were  seen  on  biopsy,  and  no  other  focus 
of  tumor  is  obvious. 

The  last  group  of  diseases  to  consider  that 
can  cause  a pancytopenia  are  infections. 
Salmonella  and  brucellosis  both  can  do  this 
but  seem  unlikely.  However,  an  infection 
which  does  fit  the  picture  is  tuberculosis, 
and  for  the  following  reasons,  I would  list 
miliary  tuberculosis  as  the  diagnosis  of 
choice  in  this  case. 

1.  Of  all  the  infections  which  may  cause 
prolonged  fever  of  obscure  origin,  tubercu- 
losis is  certainly  one  of  the  commonest. 

2.  Miliary  tuberculosis  does  not  explain 
the  initial  illness  of  joint  swelling,  but 


certainly  the  indiscriminate  use  of  steroids 
would  aid  in  its  dissemination. 

3.  The  patient  had  a positive  purified 
protein  derivative  test  result. 

4.  Miliary  tuberculosis  is  known  to 
cause  a variety  of  hematopoietic  reactions. 

Although  blood  changes  are  usually  mild 
in  tuberculosis,  with  disseminated  disease 
the  changes  may  be  striking  and  dominate 
the  clinical  picture.  Almost  every  ab- 
normality of  the  blood  has  been  mimicked 
by  this  disease,  but  pancytopenia  is  the 
most  common.  You  may  see  a leukemoid 
reaction,  hemolytic  anemia,  mild  fibrosis, 
and  so  on.  The  mechanism  of  these 
changes  is  usually  unknown,  and  we  do  not 
have  time  to  speculate  on  it. 

The  question  we  must  immediately  ask 
ourselves  is  whether  this  is  a case  of  tuber- 
culosis which  is  superimposed  on  an  under- 
lying leukemia,  or,  if  this  is  tuberculosis,  is 
it  the  cause  of  all  the  changes  we  have  seen? 
The  literature  is  somewhat  confused  on  this 
subject;  one  author,  at  least,  has  shown 
that  there  is  no  greater  incidence  of  tuber- 
culosis in  patients  with  leukemia  than  in  the 
general  autopsy  material.  This  study, 
however,  did  not  take  into  account  patients 
taking  steroids  or  toxic  drugs. 

Some  points  against  a diagnosis  of  tuber- 
culosis are:  (1)  the  absence  of  granuloma 

in  the  bone  marrow  biopsy,  which  has  been 
shown  to  be  a good  way  to  confirm  this 
diagnosis.  However,  a negative  bone  mar- 
row culture  was  not  reported;  and  (2)  no 
tubercles  were  found  on  funduscopic  exami- 
nation. 

Rudolf  Garret,  M.D.*:  The  bone 

marrow  culture  for  mycobacteria  was  nega- 
tive. 

Dr.  Scharer:  The  events  of  the  last 

week  in  the  hospital,  leading  up  to  the 
patient’s  death,  are  not  easy  to  explain  by 
any  of  the  diseases  we  have  considered. 
The  patient  appears  to  have  had  an  active 
hepatitis,  with  liver  failure.  Miliary  tuber- 
culosis does  not  cause  this  type  of  change, 
and  the  sudden  proteinuria  and  hematuria 
are  probably  not  due  to  miliary  disease. 
It  may  have  been  some  overwhelming 
infection,  but  again  there  is  no  definite 
proof  of  this. 

My  final  diagnoses  are:  Acute  miliary 

tuberculosis  with  secondary  pancytopenia 
and  a caseonecrotic  focus  somewhere  in  the 

* Chairman,  Pathology  Department,  Roosevelt  Hospital. 
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FIGURE  1.  Section  of  spleen  showing  granulomas. 


body,  possibly  in  the  kidney,  with,  perhaps, 
final  rupture  into  the  collecting  system. 
There  appears  to  be  a superimposed  hepa- 
titis prior  to  death.  The  cause  of  terminal 
illness  remains  unclear.  The  second  choice 
would  be  leukemia,  with  associated  tuber- 
culosis; and  third  choice  would  be  tumor  of 
either  lung  or  liver,  with  spread  to  bone 
marrow. 

Dr.  Scharer’s  diagnoses 

1 . Acute  miliary  tuberculosis  with  second- 
ary pancytopenia 

2.  Questionable  leukemia 

3.  Acute  hepatitis,  terminal 

Pathologic  discussion 

Dr.  Garret:  The  postmortem  exami- 

nation was  performed  eight  hours  after 
death.  Grossly,  the  myocardium,  adrenal 
glands,  lymph  nodes,  and  liver  showed 
minute  yellowish  areas  measuring  up  to 
3 mm.  The  spleen  showed  numerous  soft 


yellow  areas  measuring  up  to  1 cm.  in 
diameter  (Fig.  1). 

There  was  splenomegaly  of  520  Gm.  and 
hepatomegaly  of  2,100  Gm.  The  lymph 
nodes  were  enlarged  and  measured  up  to  4.5 
cm.  in  diameter. 

The  bone  marrow  showed  ill-defined  areas 
of  yellowish  discoloration.  Otherwise  it 
was  normal. 

Histologic  examination  showed  no  cells 
resembling  cells  in  the  bone  marrow  during 
the  patient’s  life.  The  only  area  where  a 
few  mononuclear  cells  with  a very  narrow 
rim  of  cytoplasm  suggestive  of  lymphoma 
cells  were  found  was  in  the  periportal  areas 
of  the  liver  (Fig.  2A). 

Microscopic  examination  showed  surpris- 
ing results.  There  were  typical  tuberculous 
granulomas  in  the  liver,  spleen,  and  lymph 
nodes  (Fig.  2B).  This  was  confirmed  by 
culture,  which  showed  growth  of  typical 
colonies  after  four  weeks.  The  organisms 
cultured  were  auramine-positive.  The 
gross  appearance  of  the  culture  was  not 
consistent  with  atypical  mycobacteria. 

The  abscesses  in  the  myocardium  and 
adrenal  glands  showed  necrotic  tissue,  sur- 
rounded by  many  gram-positive  rods. 
There  was  little  inflammatory  reaction  in 
the  tissues  involved,  and  almost  no  poly- 
morphonuclear cells  were  seen.  Cultures  of 
spleen,  liver,  and  blood  showed  growth  of 
Clostridium  welchii. 

In  the  liver,  spleen,  and  lymph  nodes 
there  was  coexistence  of  both  types  of 
organisms.  In  several  granulomas  there 
were  many  gram-positive  rods  at  the 
periphery,  while  the  acid-fast  bacilli  were 
in  the  center  (Fig.  2C).  In  the  myo- 
cardium, no  granulomas  and  no  acid-fast 
bacilli  were  found  (Fig.  3A). 

The  bone  marrow  showed  areas  of  necro- 


A B C 

FIGURE  2.  Microscopic  section  of  liver  showing  (A)  periportal  areas  infiltrated  by  uniform  mononuclear 
cells  (hematoxylin  and  eosin  stain);  (B)  tuberculous  granuloma  (hematoxylin  and  eosin  stain);  and  (C) 
necrotic  area  with  gram-positive  rods  (gram  stain). 
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FIGURE  3.  (A)  Myocardium  showing  necrosis  with  gram-positive  rods  (hematoxylin  and  eosin  stain). 
(B)  Bone  marrow  during  patient's  life  showing  uniform  lymphocytic  cells. 


sis,  and  no  histologic  evidence  of  lymphoma 
could  be  seen  on  any  of  the  multiple  sections. 
The  results  of  acid-fast  stain  and  the  gram 
stains  were  negative. 

A review  of  the  bone-marrow  sections, 
done  during  the  patient’s  life,  showed  again 
the  proliferation  of  the  uniform  cells,  with 
hyperchromatic  nuclei  and  little  reticulin 
production  (Fig.  3B ).  There  were  no  areas 
of  fibrosis  in  the  bone  marrow. 

In  summary,  this  was  a patient  who  died 
because  of  septicemia  due  to  Cl.  welchii 
and  terminal  acute  tuberculosis.  There  is 
no  doubt  that  the  treatment  with  6-mer- 
captopurine  and  cortisone  contributed  to 
the  terminal  episode. 

There  are  many  reports  in  the  literature 
of  cases  of  lymphoma  terminating  in  a 
similar  type  of  infection,  especially  after 
treatment  with  cortisone  and  antimetabo- 
lites. There  are  also  reports  of  tuberculosis 
and  other  infections  giving  clinical  pictures 
resembling  lymphoma. 

Diagnosis  of  lymphoma  was  based  on 
the  bone-marrow  examination  (Fig.  3B). 

We  reviewed  the  bone  marrow  slides 
carefully  and  came  to  the  conclusion  that  if 
we  had  another  similar  case,  we  would 
again  diagnose  this  as  bone  marrow  consist- 
ent with  that  seen  in  lymphoma.  Another 
possibility  is  that  it  was  a form  of  acute 


disease  of  the  bone  marrow,  reported  in 
the  British  literature,  called  malignant 
myelosclerosis.  * 

However,  multiple  sections  of  the  biopsy 
and  autopsy  material  showed  there  were 
no  areas  of  fibrosis.  Otherwise,  histologic 
examination  showed  it  was  consistent  with 
malignant  myelosclerosis,  as  reported  by 
Lewis  and  Szur.  * 

The  absence  of  a lymphoma,  or  any  other 
tumor  on  postmortem  examination,  except 
for  possibly  cells  in  the  periportal  areas  of 
the  liver,  does  not  rule  out  the  diagnosis  of 
lymphoma,  because  this  tumor  might  have 
been  destroyed  by  large  areas  of  necrosis. 

Anatomic  diagnoses 

1.  Acute  tuberculosis,  liver,  spleen,  and 
lymph  nodes 

2.  Septicemia  due  to  Cl.  welchii 

3.  Multiple  abscesses,  heart,  adrenals, 
lymph  nodes,  spleen,  and  liver,  due  to  Cl. 
welchii 

4.  Question  of  lymphoma  or  acute  myelo- 
sclerosis 

5.  Splenomegaly 

6.  Necrosis,  bone  marrow,  acute 

* Lewis,  S.  M.,  and  Szur,  L.:  Malignant  myelosclerosis, 

Brit.  M.  J.  2:  472  (1963). 


2030  New  York  State  Journal  of  Medicine  / July  15,  1969 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


St.  Luke’s  Hospital  Center 
New  York  City 

Editors 

NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 

Director  of  Laboratories 


Vascular  Anomaly 
of  Lung 


Case  history 

Vera  Voges,  M.D.:  This  is  the  first 

admission  at  St.  Luke’s  Hospital  Center  of 
a five-month-old  Caucasian  boy  because  of 
a “questionable  mass  in  the  chest.” 
Shortly  after  birth  he  was  discovered  to 
have  hypospadias,  and  at  two  days  of  age 
a urologic  examination  showed  that  his  left 
kidney  was  lower  in  position  than  the  right. 
He  remained  in  the  hospital  until  three 
weeks  of  age  and  gained  weight  in  a normal 
manner.  However,  between  this  time  and 
three  months  of  age  his  development  was 
described  as  slow.  He  had  occasional 
diarrhea  and  upper  respiratory  infections. 
His  weight  at  three  months  was  approxi- 
mately 10  pounds. 

Shortly  thereafter  the  patient  was  ad- 
mitted to  a hospital  where  roentgenograms 
of  the  chest,  electrocardiogram,  electro- 
encephalogram, gastrointestinal  and  renal 
roentgenography,  cystogram,  x-ray  studies 
of  skull  and  skeleton  for  bone  maturation, 
bone  marrow,  biopsy,  and  several  blood 
studies  were  performed.  Except  for  a 
“posterior  mediastinal  mass”  seen  on  the 
x-ray  film  of  the  chest  and  a low  position  of 
the  left  kidney  on  the  pyelogram,  no 
abnormalities  were  found.  Chromosomal 
studies  were  performed  and  were  reported 
as  normal.  The  child  was  referred  to  St. 
Luke’s  Hospital  Center  for  further  evalua- 
tion. 

The  patient  was  the  product  of  a full- 


FIGURE  1.  Chest  roentgenogram  shows  para- 
mediastinal mass  in  right  lung  base. 


term  spontaneous  delivery  and  weighed  5 
pounds  11  ounces  at  birth.  His  mother 
had  noted  frequent  vaginal  spotting  during 
pregnancy.  Three  siblings,  five,  four,  and 
two  years  of  age,  were  normal. 

Pertinent  findings  on  physical  examina- 
tion were  high  forehead,  mild  hypertelorism, 
bilaterally  flattened  helices,  minimally  low- 
set  right  ear,  increased  distance  between 
nose  and  upper  lip,  and  moderately  high- 
arched  palate.  A mild  systolic  ejection 
murmur  was  heard  best  at  the  left  sternal 
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FIGURE  2.  (A)  Retrograde  aortography  shows  mass  supplied  by  two  large,  anomalous  branches  of  abdom- 
inal aorta  and  one  right  bronchial  artery.  (B)  Lateral  view  shows  abdominal  branches  arising  from  aorta  at 
approximate  level  of  and  above  celiac  axis,  thence  ascending  into  chest  through  posterior  right  hemidia- 
phragm.  (C)  Rapid  arteriovenous  shunting  in  tumor  mass.  Note  opacification  of  left  atrium. 


border.  There  was  a first-degree  hypo- 
spadias. There  were  simian  lines  bi- 
laterally. Development  was  retarded  with 
poor  head  control  and  lack  of  smile  and 
light  fixation.  Laboratory  studies  revealed 
normal  findings. 

Radiographic  discussion 

Dr.  Voges:  Frontal  and  lateral  radio- 

graphs of  the  chest  showed  an  irregularly 
marginated,  noncalcified  mass  density  in 
the  medioposterior  region  of  the  right 
lung  base  (Fig.  1).  A retrograde  femoral 
catheter  aortogram  outlined  three  abnor- 
mal, large,  and  tortuous  arteries  which  sup- 
plied the  mass  in  the  chest;  two  arteries 
arose  from  the  abdominal  and  one  from 
the  thoracic  aorta  (Fig.  2A).  The  latter 
was  thought  to  represent  an  unusual  hyper- 
trophied bronchial  artery.  No  capillary 
blood  stain  was  observed  in  the  tumor  mass, 
but  there  was  very  rapid  venous  filling 
through  arteriovenous  fistulas.  The  left 
atrium  opacified  immediately  (Fig.  2). 

On  the  basis  of  the  anomalous  systemic 
blood  supply  of  the  pulmonary  mass,  the 
radiographic  diagnosis  of  sequestration  of 
the  medial  and  posterior  basal  segments  of 
the  right  lower  lobe  appeared  justified. 
Congenital  arteriovenous  fistulas  were  pres- 
ent within  the  sequestered  segment  of  lung. 


Surgical  discussion 

Colin  W.  McCord,  M.D.:  Operation 

was  performed  on  March  22,  1966,  at  which 
time  a large  Bochdalek  hernia  was  found 
on  the  right  which  contained  a good  portion 
of  the  right  lobe  of  the  liver  and  also  the 
right  adrenal  gland.  There  were  two  large 
blood  vessels  coursing  through  the  posterior 
portion  of  this  hernia  into  a cystic  mass 
which  was  intimately  adherent  to  the  lower 
portion  of  the  right  lower  lobe  of  the  lung 
but  was  clearly  extralobar.  The  mass 
was  separated  from  the  lower  lobe  by 
dissection  as  in  a segmental  resection,  and 
no  large  bronchial  communication  was 
identified.  Venous  communications  from 
the  mass  to  the  right  lower  lobe  were  nu- 
merous and  enlarged,  and  there  was  a 
moderately  large  arterial  branch  from  the 
thoracic  aorta  into  the  mass. 

The  Bochdalek  hernia  had  a sac  which 
was  entered  to  visualize  the  liver  and 
adrenal  gland.  Sharp  dissection  was  neces- 
sary to  separate  the  inferior  surface  of  the 
sequestration  from  the  herniated  liver. 
The  vascular  attachments  to  the  mass  were 
divided  and  ligated  and  the  mass  removed 
in  one  piece.  It  was  not  necessary  to  re- 
sect any  of  the  normal  right  lower  lobe 
which  ventilated  well  and  felt  normal  to 
palpation.  The  diaphragmatic  hernia  was 
closed  with  interrupted  silk  sutures. 
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The  postoperative  course  was  uncom- 
plicated, and  the  patient  was  discharged  on 
the  thirteenth  postoperative  day. 

Pathologic  discussion 

Corazon  Sian,  M.D.:  The  resected 

mass  measured  3 by  2 by  1 cm.  It  was 
firm,  fleshy,  and  reddish-brown,  without  a 
capsule.  Several  blood  vessels  were  seen 
entering  or  leaving  the  mass  and  meas- 
ured from  1 to  2 mm.  in  diameter. 
These,  microscopically,  consisted  of  two 
large  elastic  arteries  and  large  veins  (Fig. 
3A).  The  peripheral  portion  of  the  mass 
consisted  of  collapsed  alveoli  and  well- 
formed  bronchi  (.Fig.  3B). 

The  central  portion  consisted  of  lobules 
of  liver  cells  separated  by  broad  bands  of 
fibrous  tissue  containing  many  small  bile 
ducts  (Fig.  3C).  Infrequently,  central 
veins  were  present  in  the  center  of  lobules. 
There  were  also  occasional  large  areas  of 
moderately  cellular  fibrous  tissue  in  which 
there  were  many  small  bile  ducts.  No 
bronchial  connections  to  the  lung  could  be 
found. 

Comment 

Dr.  Voges:  The  differential  diagnosis 

of  a right  inferoposterior  paramediastinal 
density  in  the  chest  radiograph  of  an  infant 
includes  segmental  pneumonia,  atelectasis, 
bronchiectasis,  empyema,  neurogenic 
tumors,  and  bronchopulmonary  or  vascular 
anomalies,  such  as  sequestration,  broncho- 
genic cysts,  and  arteriovenous  malforma- 
tions.1 While  special  radiographic  pro- 
cedures are  not  necessary  for  the  evalua- 
tion of  some  of  the  conditions  just  men- 
tioned, the  diagnosis  of  bronchiectasis, 
atelectasis,  and  congenital  anomalies  can 
often  be  established  best  with  broncho- 
graphic  or  angiographic  studies. 

In  the  case  of  pulmonary  sequestration 
the  plain  films  may  show  solid,  cystic,  or  a 
combination  of  solid  and  cystic  changes, 
occasionally  with  air-fluid  levels.2  Bron- 
chography may  reveal  a segment  detached 
from  the  bronchial  tree.1  Aortography  is 
the  most  important  study  since  it  can 
demonstrate  the  anomalous  arterial  supply 
of  the  mass.  An  anomalous,  frequently 
large  artery  may  arise  from  the  aorta  or 


FIGURE  3.  (A)  Large  elastic  artery  entering  se- 
questrated lung  (elastic  tissue  stain).  (B)  Col- 
lapsed alveoli  at  top  and  in  center  is  bronchus. 
Bottom  of  photograph  shows  lobules  of  liver  tissue 
forming  central  portion  of  mass.  (C)  Portal  triad 
surrounded  by  lobules  of  liver  cells. 


from  one  of  the  main  branches  of  the  celiac 
axis  and  usually  enters  the  lung  in  the 
region  of  the  diaphragm. 

Although  the  anomalous  arterial  supply 
most  often  takes  its  origin  from  the  descend- 
ing aorta,  it  may  arise  from  the  innominate, 
subclavian,  intercostal,  diaphragmatic,  in- 
ternal mammary,  renal,  superior  adrenal, 
or  celiac  arteries.  The  venous  return 
usually  takes  place  by  way  of  the  pulmo- 
nary vein.  The  communication  between 


July  15,  1969  / New  York  State  Journal  of  Medicine  2033 


the  systemic  artery  and  the  vein  is  direct 
and  does  not  pass  through  capillaries. 2 
Therefore,  a bruit  can  occasionally  be  heard 
over  the  lesion.3 

In  the  present  case,  three  large,  aortic 
branches  were  demonstrated.  Tortuousity 
of  the  arterial  branches  and  rapid  arterio- 
venous shunting  were  strikingly  shown  in  the 
right  lower  thoracic  mass.  The  pulmonary 
vein  appeared  to  carry  the  venous  return. 
The  sequestration  in  this  case  was  con- 
sidered to  be  an  intralobar  type  with  in- 
volvement of  the  medial  and  posterior 
basal  segments  of  the  right  lower  lobe. 
Most  intralobar  sequestrations  occur  in 
these  segments  either  on  the  right  or  left 
side. 1 

An  extralobar  sequestration  is  in  most 
cases  located  in  the  left  posteroinferior 
mediastinal  region  outside  the  pleural 
space.  It  is  often  vascularized  by  a vessel 
of  aortic  origin;  its  drainage  usually  occurs 
via  the  hemiazygous  vein.1  Rarely,  the 
sequestered  lung  may  be  located  in  the 
abdominal  cavity,  the  right  costodiaphrag- 
matic sinus,  the  pericardial  cavity,  or  the 
subcutaneous  tissue  of  the  thorax.  Asso- 
ciated anomalies,  such  as  left  diaphragmatic 
hernia,  pericardial  defect,  agenesis,  or 
hypogenesis  of  the  lung  are  relatively  fre- 
quent in  this  anomaly.2 

Dr.  Sian:  This  case  raises  several 

questions:  What  is  the  pathogenesis  of 
accessory  lung  tissue,  and  why  does  it  so 
frequently  have  its  blood  supply  from 
systemic  arteries?  What  is  the  relation- 
ship of  diaphragmatic  herniation  to  acces- 
sory lung  tissue?  What  is  the  explanation 
for  the  liver  tissue?  What  is  the  relation- 
ship between  accessory  lung  tissue  and 
multiple  developmental  abnormalities? 
What  is  the  explanation  of  the  cardiac 
murmur  and  left  ventricular  hypertrophy 
in  this  case? 

The  question  of  accessory  lung  tissue 
outside  the  normal  pleural  boundaries 
(accessory  lung  or  extralobar  sequestra- 
tion) or  cases  of  lung  tissue  with  systemic 
blood  supply  and  no  bronchial  connections 
(intralobar  sequestration)  must  be  related 
to  our  knowledge  of  embryology.4  c Nor- 
mal lung  originates  with  formation  of  a bud 
of  tissue  arising  from  the  ventral  aspect  of 
the  pharynx.  This  grows  and  branches 
into  mesenchymal  tissue  from  which  the 
stroma  of  the  aerating  tissue  of  the  lung 


will  eventually  form.  The  blood  supply 
of  the  developing  lung  comes  first  from  a 
series  of  paired  branches  of  the  dorsal 
aorta.  A capillary  network  in  the  pul- 
monary mesenchyma  develops  from  these 
paired  arteries,  but  eventually  this  network 
connects  with  what  will  be  the  pulmonary 
artery  system  as  the  ventral  ends  of  the 
sixth  aortic  arch  develop.  The  paired 
arteries  from  the  dorsal  aorta  then  gradually 
disappear,  except  for  the  first  pair  which 
will  become  the  bronchial  arteries. 

It  is  known  that  supernumerary  bronchial 
buds  may  arise  from  the  ventral  aspect  of 
the  esophagus  and  even  the  upper  portion 
of  the  stomach.  A variety  of  aberrations 
may  then  occur.  Such  a bud  and  its 
mesenchyma  may  form  a separate  mass  of 
lung  tissue  connected  with  the  esophagus 
and  external  to  the  normal  lung.  The 
bronchial  connection  with  this  mass  may 
become  atretic  and  disappear.  In  either 
event,  one  would  have  an  “extralobar” 
sequestration.  If  the  accessory  bud  and 
its  mesenchyma  are  incorporated  in  the 
normally  developing  lung,  there  may  be 
pulmonary  tissue  without  connection  to 
the  normal  bronchial  tree.  Again  the 
esophageal  connection  may  persist  or  dis- 
appear. This  would  constitute  intralobar 
sequestration. 

This  speculation  on  pathogenesis  suggests 
a mechanism  common  to  the  development 
of  intralobar  and  extralobar  sequestration 
and  makes  it  easier  to  understand  the  grow- 
ing number  of  cases,  including  the  case 
reported  here,  which  have  features  of 
both. 

Systemic  arteries  usually  supply  the 
abnormal  tissue  when  it  lies  within  the  lung 
and  almost  always  supply  the  tissue  when 
it  lies  outside  the  lung.  This  can  be  ex- 
plained only  by  assuming  that  the 
mesenchymal  capillary  network  fails  to 
form  connections  with  the  pulmonary  artery 
branches  which  arise  from  the  ventral  end 
of  the  sixth  aortic  arch. 

In  many  cases  of  extralobar  sequestration, 
defects  of  the  diaphragm  occur.  Most  of 
these  are  found  to  be  eventrations  or 
persistence  of  the  pleuroperitoneal  canal. 
Whether  extralobar  pulmonary  tissue  inter- 
feres with  diaphragm  development  or 
whether  there  is  an  accompanying  but  in- 
dependent developmental  abnormality  is 
not  clear. 
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It  has  also  been  suggested  that  the 
diaphragm  defect  in  some  way  contributed 
to  or  permits  the  pulmonary  anomaly.  We 
tend  to  subscribe  to  the  former  concept. 
In  the  case  reported  here,  a typical  Boch- 
dalek  hernia  was  present.  The  large 
muscular  arteries  supplying  the  accessory 
lung  tissue  penetrated  the  diaphragm  in 
the  area  of  the  hernia,  so  that  it  is  possible 
that  they  contributed  to  the  development 
of  the  hernia  by  producing  a weakened  area 
in  the  diaphragm. 

Liver  tissue  was  present  in  the  center  of 
the  accessory  lung  tissue  being  completely 
surrounded  by  lung  parenchyma.  We 
suggest  that  the  bronchial  bud  which  pro- 
duced the  sequestration,  being  closely 
associated  with  the  liver  bud  in  early  fetal 
life,  may  have  trapped  and  carried  with  it 
some  elements  of  the  liver  bud.  There  has 
been  one  previous  case  in  which  ectopic 
pancreas  was  associated  with  intralobar 
sequestration. 56 

Associated  developmental  anomalies  are 
present  in  many  cases  of  sequestration  of 
the  lung,  particularly  extralobar  sequestra- 
tion, and  certainly  numerous  anomalies 
were  present  in  this  reported  case.  This 
must  reflect  a disturbance  in  the  maternal 


environment  of  the  fetus,  but  we  are  at  a 
loss  to  explain  why  anomalies  are  so  less 
frequent  in  cases  of  intralobar  sequestra- 
tion. 

Finally,  the  left  ventricular  hypertrophy 
and  cardiac  murmur  found  in  the  case  re- 
ported here  are  thought  to  reflect  unduly 
rapid  flow  of  blood  through  the  accessory 
lung  tissue.  Large  arteries  supply  this 
tissue  and  empty  almost  directly  into 
large  branches  of  the  pulmonary  venous 
system.  There  was,  in  effect,  an  arterio- 
venous fistula  causing  left  ventricular 
strain.  Such  a disturbance  was  an  excel- 
lent reason  for  performing  surgery  in  this 
case. 
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T he  occurrence  of  acute  thyroiditis  after 
administration  of  therapeutic  doses  of  radio- 
active iodine  has  been  well  documented. 1-4 

Likewise,  there  have  been  a number  of 
reports  of  Im-induced  thyroid  crisis,2, 3,5-10 
of  exacerbation  of  hyperthyroidism,1,210 
and  of  transient  hyperthyroid  symptom- 
atology in  euthyroid  patients  with  angina 
pectoris.4  However,  existing  case  reports 
do  not  record  the  association  of  exacerba- 
tion of  hyperthyroidism  or  of  thyroid  crisis 
with  acute  thyroiditis.  Hypocalcemia  af- 
ter I131  therapy  is  exceedingly  rare. 11-17 
The  patient  described  in  this  report  de- 
veloped acute  thyroiditis,  thyroid  crisis,  and 
transient  hypocalcemia  after  I131  treatment 
of  hyperthyroidism  and,  to  our  knowledge, 


is  the  first  reported  example  of  the  simul- 
taneous occurrence  of  all  three  complica- 
tions. 

Case  report 

A fifty-eight-year-old  white  female  was 
admitted  to  Misericordia  Hospital  on 
January  21,  1965,  with  the  chief  complaints 
of  palpitations,  fever,  pain  in  the  chest,  and 
sweating.  In  August,  1963,  a subtotal 
gastrectomy  was  performed  for  duodenal 
ulcer,  after  which  the  patient  sustained  a 
gradual  weight  loss  of  50  pounds.  She 
was  again  admitted  to  the  hospital  in 
August,  1964,  because  of  hematemesis 
attributed  to  a marginal  ulcer  and  was 
transfused  with  2 units  of  whole  blood. 
During  this  admission,  the  patient  first  ex- 
perienced palpitations,  which  persisted  for 
approximately  one  week.  Two  months 
later,  the  patient  was  readmitted  to  the 
hospital  with  a diagnosis  of  homologous 
serum  hepatitis.  At  this  time,  palpita- 
tions recurred,  accompanied  by  pain  in  the 
anterior  region  of  the  chest,  and  continued 
intermittently  to  the  date  of  the  last 
hospital  admission.  In  addition,  the  pa- 
tient noted  exertional  dyspnea,  heat 
intolerance,  and  profuse  sweating.  Pre- 
vious history  also  revealed  hypertension  of 
ten  years’  duration,  not  requiring  treat- 
ment. Diabetes  mellitus  had  been  diag- 
nosed four  years  before  admission  and  was 
treated  with  diet  and  oral  medications  for 
the  first  two  years  only. 

Physical  examination  on  admission  re- 
vealed a thin,  apprehensive,  slightly  hyper- 
active, elderly  white  female  who  did  not 
appear  acutely  ill.  The  significant  posi- 
tive findings  were:  blood  pressure  180/70; 
pulse  rate  110  per  minute  and  regular; 
temperature  100.8  F.;  mild  injection  of  the 
oropharynx;  a palpable,  but  not  grossly 
enlarged,  thyroid  gland  with  an  audible 
bruit;  tenderness  in  the  right  lower  quad- 
rant of  the  abdomen;  warm,  moist  palms; 
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and  a fine  hand  tremor.  Examination  of 
the  eyes  showed  no  obvious  signs  of  thyro- 
toxicosis. Results  of  examination  of  the 
heart  and  lungs  were  normal. 

Admission  laboratory  data  revealed  the 
following:  hematocrit  28.5,  white  blood 
cell  count  4,900  with  a normal  differential 
count,  fasting  blood  sugar  77  mg.  per  100 
ml.,  blood  urea  nitrogen  18  mg.  per  100 
ml.,  serum  cholesterol  123  mg.  per  100  ml., 
basal  metabolic  rate  plus  104  per  cent, 
protein-bound  iodine  15.6  micrograms  per 
100  ml.,  thyroxine-iodide-by-column  8.5 
micrograms  per  100  ml.,  and  twenty-four 
hour  I131  uptake  51  per  cent  with  diffuse 
symmetrical  concentration  of  the  isotope 
on  the  scan.  Electrocardiograms  initially 
showed  normal  results,  hut  on  one  occasion 
revealed  atrial  fibrillation  with  unifocal 
premature  ventricular  heats.  X-ray  films 
of  the  chest  showed  normal  findings. 
Stools  showed  intermittently  positive  re- 
sults for  occult  blood. 

A diagnosis  of  hyperthyroidism  was 
made,  and  on  February  12,  1965,  the 
patient  was  given  a therapeutic  dose  of  3.5 
millicuries  of  I131. 

On  February  17,  the  patient  developed 
sudden  nausea  and  vomiting  followed  by 
bilateral  anterior  neck  pain,  dysphagia,  and 
severe  pain  in  the  retrosternal  area  of  the 
chest,  radiating  to  the  back.  Positive 
physical  findings  were:  temperature  103  F., 
blood  pressure  150  70,  an  irregular  apical 
pulse  rate  varying  between  120  and  140  per 
minute,  injection  of  the  oropharynx,  tender- 
ness of  the  anterolateral  area  of  the  neck, 
nuchal  rigidity,  but  negative  Kernig  and 
Brudzinski’s  signs. 

Laboratory  data  at  this  time  revealed  a 
white  blood  cell  count  of  7,600,  rising  to 
10,900.  Cerebrospinal  fluid  pressure,  cell 
count,  and  blood  chemistries  showed  normal 
results.  Electrocardiograms  revealed  sinus 
tachycardia  with  frequent  premature  ven- 
tricular contractions,  at  times  resembling 
runs  of  ventricular  tachycardia.  There 
was  a prolonged  Q-T  interval  (0.58  second), 
consistent  with  hypocalcemia  (Fig.  1A). 
Serum  calcium  was  7.7  mg.  per  100  ml.; 
serum  phosphorus  was  3.5  mg.  per  100  ml. 
Protein-bound  iodine  drawn  at  this  time 
was  8.4  micrograms  per  100  ml.  Blood 
cultures  gave  negative  results. 

The  patient’s  temperature  rose  to  105.4 
F.  Blood  pressure  fell  to  106/60  mm.  Hg. 


FIGURE  1.  Electrocardiograms.  (A)  February  17, 
1965,  serum  calcium  7.7  mg.  per  100  ml.,  delayed 
Q-T  interval  (0.58  second).  (B)  February  18,  1965, 
serum  calcium  9.2  mg.  per  100  ml.,  normal  Q-T 
interval  (0.415  second). 


The  pulse  rate  was  130  per  minute  and 
totally  irregular.  Respirations  were  40 
per  minute.  At  this  time,  diagnoses  were 
made  of  acute  thyroiditis,  thyroid  crisis, 
and  hypocalcemia.  The  patient  was  placed 
in  a hypothermic  blanket.  The  following 
medications  were  given:  reserpine,  2.5  mg., 
intramuscularly;  hydrocortisone,  100  mg., 
intravenously;  prednisone,  20  mg.,  orally 
every  six  hours;  procaine  penicillin,  600,000 
units,  intramuscularly  every  six  hours; 
quinidine  gluconate,  0.4  grain,  orally, 
repeated  once;  10  per  cent  calcium 
gluconate,  20  cc.,  intravenously;  and 
methimazole,  30  mg.,  orally  every  six  hours. 
During  the  next  several  hours,  the  patient’s 
systolic  blood  pressure  fell  to  80  mm.  Hg 
and  was  maintained  at  100  mm.  Hg  by  the 
intermittent  intravenous  administration  of 
metaraminol.  The  patient’s  clinical  condi- 
tion gradually  improved.  Her  tempera- 
ture fell  to  99.2  F.  Systolic  blood  pressure 
was  sustained  over  100  mm.  Hg  without 
administration  of  metaraminol.  Serum 
calcium  returned  to  normal  levels  (9.2 
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mg.  per  100  ml.  later  that  day)  and  re- 
mained normal.  The  prolonged  Q-T  inter- 
val returned  to  normal  (0.415  second)  (Fig. 
IB). 

On  February  25,  1965,  the  protein-bound 
iodine  was  reported  at  8.1  micrograms  per 
100  ml.  The  patient  continued  to  improve 
and  was  discharged  to  the  clinic.  She  was 
maintained  on  120  mg.  methimazole  daily 
until  June  7,  1965,  at  which  time  the  use  of 
the  drug  was  discontinued.  On  June  29, 
the  I131  uptake  was  41  per  cent  with  a 
conversion  ratio  of  30  per  cent.  I131  tri- 
iodothyronine sponge-resin  uptake  was 
22.5  per  cent  (normal  20  to  35  per  cent). 
Clinically,  the  patient  appeared  euthyroid. 

Comment 

Five  days  following  a dose  of  3.5  milli- 
curies  of  I131,  our  patient  developed  a 
clinical  picture  of  thyroiditis  and  thyroid 
crisis,  characterized  by  pain  in  the  neck  and 
chest,  a temperature  of  105  F.,  agitation 
and  disorientation,  sweating,  vomiting, 
tremulousness,  and  pulse  rate  of  124  with 
premature  ventricular  contractions  and 
runs  of  ventricular  tachycardia.  The  co- 
incidence of  thyroiditis  and  exacerbation  of 
hyperthyroidism  in  I131-treated  hyper- 
thyroid patients  has  not  been  noted  in  the 
literature,  although  the  course  of  idiopathic 
acute  nonsuppurative  thyroiditis  is  fre- 
quently attended  by  transient  elevation  of 
serum  protein-bound  iodine  and  hyper- 
thyroid symptomatology. 18  Reports  of  1 131- 
induced  thyroid  crisis  do  not  describe  the 
presence  in  these  patients  of  simultaneous 
clinical  signs  of  acute  thyroiditis,  despite  the 
observation  of  thyroiditis  in  other  patients 
treated  with  I131  by  the  same  investi- 
gators.2,3'8 However,  in  2 euthyroid  pa- 
tients with  angina  pectoris,  who  developed 
clinical  thyroiditis  after  ablative  doses  of 
I131,  there  appeared  symptoms  suggestive 
of  excessive  release  of  thyroid  hormone.4 
The  pathologic  findings  in  the  thyroid 
glands  of  such  patients  were  those  of 
extensive  tissue  destruction,  follicular  dis- 
ruption, edema,  vasculitis,  and  inflamma- 
tory infiltrate,  partially  resembling  those  of 
acute  nonsuppurative  thyroiditis  but,  per- 
haps, more  severe.4  One  might  reasonably 
expect  release  of  stored  thyroid  hormone 
under  such  circumstances.  Indeed,  it 
would  be  convenient  to  explain  exacerba- 


tion of  hyperthryoidism  during  I131  therapy 
as  the  result  of  follicular  destruction  and 
release  of  colloid,  regardless  of  the  presence 
of  symptoms  of  thyroiditis.  The  relative 
infrequency  of  thyroiditis  and  exacerbation 
of  hyperthyroidism  would  suggest  that 
these  manifestations  are  idiosyncratic  re- 
sponses of  an  unusually  sensitive  thyroid 
gland.  A review  of  thyroid  symptoms  in 
3 patients  during  the  first  month  following 
I131  therapy  of  thyrotoxicosis  revealed 
essentially  no  significant  pathologic  changes 
at  two,  seven,  and  nineteen  days  after  doses 
of  6,  25,  and  10  millicuries  of  I131,  respec- 
tively.19 In  a fourth  patient,  at  twenty- 
seven  days  after  a dose  of  9 millicuries  of 
I131,  the  thyroid  gland  contained  increased 
fibrosis,  atrophic  acini,  and  abnormal 
nuclear  structure.  In  no  patient  of  this 
series  was  there  histologic  evidence  of 
acute  thyroiditis. 

The  occurrence  of  thyroid  crisis  may  be 
viewed  as  a more  advanced  manifestation  of 
I131-induced  exacerbation  of  hyperthyroid- 
ism. The  incidence  of  exacerbation  in  Re- 
treated thyrotoxic  patients  is  difficult  to 
estimate,  since  some  large  series,  such  as  the 
465  patients  of  Chapman  etal.20  and  the  343 
patients  of  Cassidy  and  Astwood,21  con- 
tain no  examples  of  thyroiditis,  exacerba- 
tion, or  thyroid  crisis.  On  the  other  hand, 
Beierwaltes,  Johnson,  and  Solari2  reported 
that  7 per  cent  of  1 13 ‘-treated  patients  with 
nodular  toxic  goiter  developed  thyroid 
crisis,  all  of  them  being  over  fifty  years 
of  age  and  afflicted  with  cardiac  disease  and 
cerebral  arteriosclerosis.  Rubenfeld  et  al.3 
reported  1 case  of  thyroid  crisis  in  294 
patients.  Lamberg  et  al.10  described  5 
cases  of  actual  or  impending  thyroid  crisis 
in  a series  of  144  cases  and  exacerbation  in 
an  additional  11  patients.  Of  a total  of 
17  cases  of  thyroid  crisis  reported  by  Lam- 
berg,22 5 were  attributed  to  I131  therapy. 
The  intervals  between  I131  therapy  and  the 
appearance  of  clinical  symptoms  in  cases 
reported  in  the  literature  ranged  from  three 
to  twenty  days.  The  finding  of  only  a 
moderately  elevated  serum  protein-bound 
iodine  (8.4  micrograms  per  100  ml.)  at  the 
height  of  thyroid  crisis  in  our  patient  is  not 
unique,  having  been  previously  observed  in 
2 of  Lamberg’s22 17  patients  (protein-bound 
iodine  values  of  7.7  and  8.5  micrograms  per 
100  ml.,  respectively)  and  in  a patient  re- 
ported by  Wahlberg  and  Lamberg23  with 
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TABLE  I.  Cases  of  hypocalcemia  following  I131  therapy 


Author 

Patient’s 
Age  (Sex) 

Reason  for 
Therapy 

Total 
Dose  I131 
i Milli- 
curies) 

Time  Interval 
Between  I131 
Dose  and 
Hypocalcemia 

Tighe11 

14  iM) 

H y perthyro  id  ism 

4 

74  days 

Boulet,  Mirouze,  and 

25  (F) 

Hyperthyroidism 

5 

12  days 

Ribstein12 

Klotz,  Caroit,  and 

36  (F) 

Hyperthyroidism 

6 

3 months 

Lumbroso1* 

Langeron  and  Vincent14 

49  (F) 

Hyperthyroidism 

10 

31/*  months 

Gilbert-Dreyfus,  Zara, 

48  (M) 

Hyperthyroidism 

16* 

2 years 

and  Gali14 

Townsend 18 

52  iM) 

Anginal  syndrome 

30 

4 months 

Eipe17 

58  (M) 

Hyperthyroidism 

15.7 

7 months 

Freeman,  et  at. 

58  (F) 

Hyperthyroidism 

3.5 

5 days 

* Two  doses  of  8 millicuries. 


protein-bound  iodine  ranging  from  7.4  to 
7.8  micrograms  per  100  ml.  Chroma- 
tography of  the  butanol-extractable  iodide 
in  the  latter  case  did  not  reveal  an  abnor- 
mal proportion  of  triiodothyronine.  These 
authors  postulated  that  peripheral  extra- 
thyroidal  factors  might  be  more  relevant  to 
the  development  of  thyroid  crisis  than  the 
absolute  levels  of  thyroid  hormone.  How- 
ever, one  cannot  yet  entirely  exclude  exces- 
sive release  of  triiodothyronine  or  abnormal 
binding  of  serum  thyroxine.  It  has  also 
been  suggested  that  increased  activity  of 
the  sympathetic  nervous  system  might  be 
involved  in  thyroid  crisis.  In  1 patient 
studied  from  this  aspect,  plasma  catechol- 
amine determinations  were  wfithin  normal 
limits  during  crisis.24 

The  present  case  also  manifested  the 
much  rarer  occurrence  of  hypocalcemia  five 
days  following  I131  therapy,  showing  a 
serum  calcium  value  of  7.7  mg.  per  100  ml. 
on  the  day  of  thyroiditis  and  thyroid  crisis. 
The  hypocalcemia  was  transient,  disappear- 
ing promptly  with  intravenous  calcium 
gluconate  therapy.  The  serum  calcium 
rose  to  9.2  mg.  per  100  ml.  and  was  there- 
after normal.  One  possible  cause  of  the 
observed  hypocalcemia  would  be  tran- 
sient hypoparathyroidism.  We  have  been 
able  to  find  only  6 cases  of  clinical  hypo- 
parathyroidism following  I131  therapy  in 
the  world’s  literature  (Table  I).11-17  The 
earliest  recorded  onset  of  hypocalcemia  in 
this  series  of  patients  was  twelve  days  fol- 
lowing the  I131  dose.12  A subclinical 
variety  of  I131-induced  hypoparathyroidism 
in  hyperthyroid  human  beings  has  been 
identified  by  statistically  abnormal  re- 


sponses to  phosphate  loading2,  and  to 
calcium  disodium  versenate  infusion.2" 
High  doses  of  I13*  are  required  to  produce 
hypoparathyroidism  in  the  mouse  and  then 
only  in  certain  susceptible  strains.27 

In  Sprague-Dawley  rats,  ablation  of  the 
thyroid  gland  by  radioiodine  resulted  in 
variable  hypocalcemia  which  seemed  to  be 
dependent  on  dosage.28,29  Gilbert-Dreyfus 
originally  suggested  that  aberrant  intra- 
thyroidal  location  would  render  the  para- 
thyroid glands  more  vulnerable  to  radiation 
damage  from  I131-laden  thyroid  cells. 12 
The  infrequency  of  this  topographic- 
anomaly  of  parathyroid  location  would 
also  explain  the  rarity  of  hypocalcemia 
following  I131  therapy.  Documentation  of 
this  mechanism  of  parathyroid  damage  in 
the  human  being  with  hyperthyroidism  is 
lacking.  In  one  euthyroid  cardiac  patient, 
whose  thyroid  function  was  ablated  with  a 
large  dose  of  I131,  histologic  examination 
disclosed  damage  to  an  intrathyroidal 
parathyroid  gland.4  A second  possible 
cause  of  transient  hypocalcemia  would  be 
the  release  of  excessive  amounts  of  thyro- 
calcitonin  from  injured  thyroid  tissue, 
an  explanation  which  appears  to  be  favored 
by  the  temporal  association  of  hypo- 
calcemia with  acute  thyroiditis.  It  has 
been  shown  that  cautery  of  the  thyroid 
gland  in  rats  bearing  transplanted  para- 
thyroid glands  produces  hypocalcemia  with- 
in one  hour,  lasting  up  to  twenty-four 
hours.30,31 

The  evidence  for  the  presence  and  physio- 
logic function  of  thyrocalcitonin  in  the 
human  being  is  as  yet  indirect.  Thyro- 
calcitonin has  been  detected  in  the  human 
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thyroid  gland  by  bio-assay,32  and  patients 
with  hypothyroidism  manifest  an  impaired 
rate  of  decline  of  hypercalcemia  induced  by 
calcium  infusion,  suggesting  diminished 
thyrocalcitonin  secretion  by  defective 
thyroid  tissue.33  A third  possible  mecha- 
nism of  hypocalcemia  would  involve  tem- 
porary compromise  of  parathyroid  func- 
tion by  the  adjacent  thyroidal  inflamma- 
tory reaction  of  acute  thyroiditis. 

In  our  patient,  the  evidence  is  inadequate 
to  justify  positive  identification  of  the 
hypocalcemic  mechanism  or  mechanisms. 
Against  an  etiologic  role  of  direct  radiation 
damage  to  the  parathyroids  are  the  early 
onset  of  hypocalcemia  after  I131  therapy 
and  the  transience  of  the  episode.  More 
likely  causes  would  be  the  release  of  ex- 
cessive amounts  of  thyrocalcitonin  and/or 
inflammatory  compromise  of  parathyroid 
function  associated  with  acute  thyroiditis. 
That  both  of  these  mechanisms  may  be 
simultaneously  operative  has  been  shown 
following  parathyroidectomy  by  cautery  in 
rats.34  Routine  serial  determinations  of 
serum  calcium  in  patients  receiving  I131 
therapy  and  during  the  course  of  acute 
nonsuppurative  thyroiditis  would  help  to 
clarify  the  frequency  of  hypocalcemia.  The 
precise  definition  of  cause  awaits  refinement 
of  radio-immunoassay  methods  for  human 
parathormone  and  thyrocalcitonin. 


Summary 

1.  A patient  with  hyperthyroidism  de- 
veloped acute  thyroiditis,  thyroid  crisis, 
and  transient  hypocalcemia  five  days  after 
receiving  a therapeutic  dose  of  3.5  milli- 
curies  of  I131. 

2.  Although  the  literature  does  not  re- 
cord definite  association  of  thyroiditis  and 
exacerbation  of  hyperthyroidism  following 
I131  therapy,  it  appears  likely  that  exacerba- 
tion may  be  due  in  many  instances  to 
thyroiditis,  overt  or  occult,  with  release  of 
thyroid  hormone  by  damaged  follicles. 

3.  The  finding  of  only  modest  elevation 
of  the  protein-bound  iodine  (8.4  micro- 
grams per  100  ml.)  in  our  patient  and 
in  3 other  patients  recorded  in  the  litera- 
ture suggests  that  extrathyroidal  factors 
may  be  important  in  the  clinical  picture 
of  thyroid  crisis.  Excessive  release  of 
triiodothyronine  or  abnormal  binding  of 


thyroxine  cannot  yet  be  excluded  in  such 
cases. 

4.  The  occurrence  of  transient  hypo- 
calcemia five  days  following  I131  therapy  is 
thought  possibly  to  have  been  caused  by 
the  release  of  thyrocalcitonin  from  injured 
thyroidal  tissue  and/or  inflammatory  com- 
promise of  parathyroid  function.  Direct 
radiation  damage  to  the  parathyroid  glands 
seems  a less  likely  cause. 
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Soap  photoallergy 

Although  the  incidence  of  photoallergy  due  to 
soaps  containing  antibacterial  salicylamides  and 
related  compounds  is  probably  low,  it  neverthe- 
less presents  a growing  medical  problem  reports 
W.  Mitchell  Sams,  Jr.,  in  Mayo  Clinic  Proceed- 
ings 43:  783  (November)  1968. 

For  the  past  eighteen  months  all  patients  at 
this  facility  with  dermatitis  involving  primarily 
the  exposed  areas  have  been  photopatch-tested, 
a technic  using  long-wave  ultraviolet  light. 
After  formulation,  each  compound  is  applied  to 
the  patient’s  back  in  duplicate  circles  1 cm.  in 
diameter  and  covered  with  Elastopatch.  One 
set  will  be  photo  tested;  the  other  are  controls  or 
contact  patch  tests.  The  patient  is  told  to 
make  sure  to  avoid  the  sun  as  much  as  possible 
and  wear  a heavy  shirt  if  he  must  go  outside. 
Six  to  twenty-four  hours  later,  all  patches  are 
removed,  but  only  one  set  is  exposed  to  long- 
wave ultraviolet  light  (320-400  mm.)  from  a hot 
quartz  lamp  filtered  through  window  glass  at  a 
distance  of  30  inches  for  five  minutes.  Reac- 
tions at  test  and  control  sites  are  read  at  twenty- 
four  and  forty-eight  hours.  A positive  reaction 
at  the  test  site  will  be  ideally  associated  with  a 
negative  one  at  the  control  or  contact  site,  but 
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sometimes  the  patient  is  moderately  contact - 
allergic  to  the  compound.  The  photocontact 
reaction  will  be  clearly  more  intense  than  the 
one  at  the  control  site. 

Photosensitive  patients  showed  mild  erythema 
to  severe  eczematous  eruptions.  Although  a 
patchy  rash  on  the  trunk  and  other  covered 
areas  is  not  uncommon,  the  eruption  is  limited 
to  exposed  areas,  characteristically  sparing, 
however,  the  upper  eyelid  and  submental  area. 
In  cases  of  long  standing,  the  skin  is  thickened. 
Almost  always  the  patients  are  over  forty  years 
old. 

The  difficulty  is  not  so  much  the  acute  reac- 
tion in  the  majority  of  patients  because,  if  the 
condition  is  recognized,  it  subsides  when  the 
use  of  the  offending  substance  is  stopped.  The 
trouble  is  that  a significant  number  of  these 
patients  become  persistent  photoreactors  and 
remain  highly  sensitive  to  sunlight  months  or 
years  after  exposure  to  the  offending  agent  is 
stopped. 

In  all,  75  people  were  tested,  20  of  whom 
reacted  to  1 or  more  of  the  antibacterial  com- 
pounds. These  studies  indicate  that  the  halo- 
genated  salicylamides  and  bithionol  are  the 
prime  offenders.  Although  bithionol  is  now 
barred,  the  salicylamides  are  still  quite  com- 
monly used  in  soaps. 
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P 

VMRCINOMA  OF  THE  FEMALE  URETHRA  IS  a 
rare  malignant  neoplasm.  In  a large  series 
reported  from  the  Memorial  and  James 
Ewing  Hospitals,  79  cases  were  seen  be- 
tween 1926  and  1965. 1 The  disease  occurs 
predominantly  in  postmenopausal  women. 
Unlike  carcinoma  of  the  bladder,  the  fac- 
tors associated  with  the  development  of 
this  malignant  condition  have  received 
scanty  attention. 

This  report  describes  the  coincidental 
finding  of  hyperparathyroidism,  a urethral 
calculus,  and  urethral  carcinoma  in  1 pa- 
tient. Following  presentation  of  the  clini- 
cal history,  comments  will  be  made  on  the 
coexistence  of  these  unusual  features. 


Case  report 

A fifty-eight-year-old  Negro  woman  was 
admitted  to  the  hospital  on  April  21,  1965, 
for  evaluation  of  a urethral  mass.  Her  past 
medical  history  included  two  normal  preg- 

* Present  address:  Pathology  Department,  Memorial 

Hospital  for  Cancer  and  Allied  Diseases,  444  East  68th 
Street,  New  York,  New  York. 

t Present  address:  Department  of  Medicine,  Albert 

Kinstein  College  of  Medicine,  1300  Morris  Park  Avenue,  The 
Bronx,  New  York. 


FIGURE  1.  Abdominal  film  demonstrating  radio- 
paque density  overlying  pubic  bones  known  to  be 
within  urethral  diverticulum. 


nancies,  a cholecystectomy  in  1949,  and  an 
uneventful  menopause  in  1952.  Since 
August,  1964,  she  had  been  treated  for 
“kidney”  infections  until  a few  days  prior 
to  admission  when  a pelvic  examination  dis- 
closed a urethral  mass  and  swelling  of  the 
right  inguinal  region.  In  addition,  pro- 
gressively increasing  nocturia  up  to  four 
times  and  occasional  marked  urgency  with 
an  interrupted  urinary  stream  had  de- 
veloped. 

At  physical  examination  on  April  21, 
1965,  findings  were  confined  to  a 2.5-cm. 
firm  right  inguinal  lymph  node  and  a fusi- 
form mass  involving  the  distal  two  thirds 
of  the  anterior  vaginal  wall  following  the 
course  of  the  urethra.  The  uterine  cervix 
itself  was  normal. 

Laboratory  data  included  a normal 
hemoglobin,  white  blood  cell  count  and 
differential,  a nonprotein  nitrogen  of  30 
mg.  per  100  ml.,  and  normal  serum  bili- 
rubin, alkaline  phosphatase,  and  electro- 
lytes; the  serum  calcium  was  12.6  mg. 
and  the  uric  acid  6.5  mg.  per  100  ml.  The 
erythrocyte  sedimentation  rate  was  78 
mm.  per  hour  ( Westergren),  and  the  serum 
protein  electrophoretic  pattern  demon- 
strated diffuse  increase  in  gamma  globulins. 
The  urinalysis  documented  significant  py- 
uria and  many  calcium  oxalate  crystals. 
An  electrocardiogram  showed  normal  sinus 
rhythm,  a Q-T  interval  of  0.32  seconds,  and 
minimal  ST-T  changes  in  several  leads 
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FIGURE  2.  Histologic  section  of  urethral  carci- 
noma obtained  from  base  of  diverticulum  demon- 
strating well-differentiated  squamous-cell  car- 
cinoma (hematoxylin  and  eosin  stain  X225). 

consistent  with  hypercalcemia.  A roent- 
genogram of  the  chest  and  skeletal  films 
were  normal.  Intravenous  pyelography 
demonstrated  prompt  renal  function  bi- 
laterally, but  there  was  some  distortion  of 
the  bladder  inferiorly,  and  a 2-cm.  round 
radiopaque  density  was  observed  to  overlie 
the  pubic  bones  (Fig.  1). 

The  suspicion  of  carcinoma  involving 
the  lower  urinary  tract  was  confirmed  by 
positive  cytologic  studies  of  the  urine, 
while  vaginal  cytologic  examination  re- 
vealed negative  findings  for  malignant  cells. 
On  April  26,  1965,  endoscopy  demonstrated 
the  presence  of  a normal  urinary  bladder, 
but  examination  of  the  proximal  urethra 
showed  a diverticulum  with  thickened  walls 
containing  a freely  movable  yellow-green 
stone.  Attempts  at  removal  of  the  stone 
directly  or  by  means  of  a transvaginal 
urethrolithotomy  failed,  but  tissue  obtained 
during  this  procedure  revealed  a squamous 
cell  carcinoma  probably  arising  in  the 
diverticulum  (Fig.  2).  Similarly,  a sub- 
sequent biopsy  of  the  right  inguinal  lymph 
node  revealed  a well-differentiated  squa- 
mous-cell carcinoma. 

The  best  therapeutic  approach  was  con- 
sidered to  be  urinary  diversion  followed  by 
supervoltage  radiation  therapy.  Therefore, 
on  May  10,  1965,  the  patient  underwent  an 
exploratory  laparotomy  where  carcinoma- 
tous involvement  of  the  right  pelvic  wall 
and  right  common  iliac  nodes  was  docu- 


TABLE I.  Summary  of  serum  calcium  and  phos- 
phorus determinations 


Periods  of 
Determinations 

Calcium* 
(mg.  per 
100  ml.) 

Phos- 
phorus! 
(mg.  per 
100  ml.) 

Before  parathyroid 

surgery 

May  11,  1965 

12.6 

October  7,  1965 

12.5 

2.9 

October  18,  1965 

13.3 

1 .9 

January  10, 1966 

12.4 

After  parathyroid 

surgery** 

January  14, 1966 

10.2 

2.9 

January  20,  1966 

7.6 

3.7 

January  31, 1966 

7.2 

3.6 

March  4,  1966 

9.4 

3.8 

August  30,  1966 

8.0 

3.8 

* Normal:  9 to  10.6  mg.  |>er  100  ml. 

t Normal:  3 to  4 mg.  per  100  ml. 

**  Parathyroid  surgery  on  .January  13,  1966. 


mented,  and  implantation  of  both  ureters 
into  an  isolated  ileal  segment  was  carried 
out.  Subsequent  x-ray  films  demonstrated 
normal  renal  excretion  of  dye,  and  radio- 
therapy was  instituted.  Between  May  25 
and  July  16,  1965,  the  patient  received 
5,000  rads  tumor  dose  to  the  pelvis  from  a 
rotating  cobalt  60  source. 

The  patient  was  discharged  asympto- 
matic only  to  be  readmitted  to  the  hospital 
onOctober  6, 1965,  becauseof  further  growth 
of  the  right  inguinal  gland,  bilateral  groin 
pains,  and  a foul  vaginal  discharge.  A 
persistent  ulceration  was  found  in  the  an- 
terior vaginal  wall,  and  the  cytologic  exami- 
nation showed  positive  results  for  carcinoma. 
Additional  radiation  was  given  to  the  right 
groin  to  control  symptoms,  and  then  further 
studies  to  evaluate  the  hypercalcemia  were 
carried  out.  Consistent  with  hyperpara- 
thyroidism were  serial  serum  calcium  and 
phosphorus  determinations  (Table  I),  the 
absence  of  lamina  dura  on  dental  films,  a 
normal  bone  marrow  aspiration,  and  a 
negative  Kveim  test  for  sarcoidosis.  Not- 
withstanding the  presence  of  an  invasive 
carcinoma,  the  hypercalcemia  was  believed 
to  be  of  immediate  clinical  significance,  and 
on  January  13,  1966,  a neck  exploration 
was  carried  out.  A 2 by  1.5-cm.  left  lower 
pole  parathyroid  gland  was  removed  that 
was  histologically  consistent  with  a chief 
cell  adenoma.  Two  other  parathyroid 
glands  were  identified  and  considered  to  be 
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normal.  Hypocalcemia  developed  post- 
operatively,  but  eventually  the  serum 
calcium  rose  to  normal. 

The  patient  became  bedridden  because 
of  local  progression  of  carcinoma  in  March, 
1966,  and  pulmonary  metastases  became 
evident.  After  temporary  stabilization  of 
the  disease  by  means  of  methotrexate  and 
hydroxyurea,  further  dissemination  of  the 
carcinoma  was  evident  by  September, 
1966.  She  expired  on  October  17,  1966. 
An  autopsy  was  not  performed. 

Comment 

The  symptoms  of  dysuria  and  frequency 
accompanied  by  the  findings  of  an  anterior 
vaginal  mass  and  inguinal  lymph  node  en- 
largement were  similar  to  those  encountered 
in  other  cases  of  carcinoma  of  the  female 
urethra.1  Endoscopy  and  cytologic  study 
of  the  urine  were  helpful  in  establishing  the 
diagnosis.  The  treatment,  in  the  presence 
of  inguinal  node  involvement,  consisted  of 
external  radiation  and  urinary  diversion. 
Although  the  latter  was  successful  in  pre- 
venting renal  impairment,  the  disease  it- 
self was  not  controlled.  The  course  of 
progressive  incapacitation  due  to  regional 
spread  was  fairly  typical  of  the  advanced 
urethral  malignant  lesion  that  cannot  be 
surgically  excised.1 

Unusual  in  this  case  were  the  histologic 
tumor  findings,  the  origin  from  a urethral 
diverticulum,  the  presence  of  a calculus 
within  the  diverticulum,  and  the  finding  of 
a parathyroid  adenoma. 

Carcinoma  of  the  urethra  is  usually 
epidermoid,  including  transitional  and 
poorly  differentiated  squamous-cell,  and 
adenocarcinoma.  In  this  case  the  tumor 
was  a well-differentiated  squamous-cell 
carcinoma  and  included  areas  of  pearl  for- 
mation, suggesting  an  origin  from  squamous 
metaplasia.  On  gross  and  microscopic 
examination  the  carcinoma  appeared  to 
arise  from  the  base  of  a diverticulum.  Such 
an  occurrence  has  been  recorded  in  a 
number  of  case  reports  included  in  a review 
by  Melnick  and  Birdsall.2  The  cause  of 
these  diverticula  is  unknown,  but  some 
postulate  that  they  develop  from  obstructed 
periurethral  glands.  Among  the  cases  of 
carcinoma  arising  in  diverticula,  none  de- 
scribes the  presence  of  a calculus.  That  no 
mention  is  made  of  either  calculi  or  di- 


verticula in  a large  series  of  urethral 
carcinoma  may  be  a reflection  of  their 
rarity,  or  alternatively  their  presence  may 
have  escaped  detection  once  the  malignant 
neoplasm  reached  significant  size. 

Finally,  the  finding  of  hyperparathy- 
roidism was  of  unusual  interest.  In  many 
patients  with  cancer,3-5  including  bladder 
carcinoma,6  hypercalcemia  may  develop 
in  the  absence  of  bony  metastases;  this  has 
been  ascribed  to  elaboration  of  a para- 
thormone-like substance  from  the  tumor  it- 
self,4 or  to  unknown  effects  of  the  tumor 
on  the  parathyroid  glands.6  In  the  present 
case,  however,  hypercalcemia  was  sec- 
ondary to  a parathyroid  adenoma.  Para- 
thyroid exploration  was  carried  out  with 
the  knowledge  that  functioning  adenomas 
are  often  present  many  years  prior  to  their 
detection,  and  that  prolonged  hyper- 
calciuria  had  presumably  been  responsible 
for  the  development  of  the  sizable  radio- 
paque stone  found  within  the  diverticulum. 
A recent  report  supports  such  a role  of 
hyperparathyroidism  in  the  development  of 
urethral  and  vesical  calculi.7 

The  findings  in  our  patient  confirm  the 
relationship  between  urethral  calculi  and 
hyperparathyroidism.  A late  consequence 
of  this  process  may  be  the  development  of 
squamous  metaplasia  in  the  underlying 
mucosal  surface  and  subsequent  malignant 
transformation.  A similar  sequence  of 
events  has  been  postulated  for  carcinoma 
arising  in  the  renal  pelvis8,9  and  urinary 
bladder10  in  the  presence  of  stones,  a large 
percentage  of  these  tumors  being  of  the 
squamous-cell  variery. 11  Calculi  have  also 
been  implicated  in  the  development  of 
carcinoma  arising  in  the  gallbladder12  and 
in  the  thyroid.13,14  The  reported  associa- 
tion of  calculus  formation  and  malignant 
lesions  illustrates  a relationship  deserving 
wider  recognition  and  study. 

Summary 

The  case  of  a fifty-eight-year-old  Negro 
woman  with  coincidental  carcinoma  of  the 
female  urethra  and  hyperparathyroidism  is 
described.  The  patient  was  treated  with 
radiation  therapy  and  urinary  diversion 
for  her  carcinoma  and  subsequently  under- 
went removal  of  a parathyroid  adenoma 
with  permanent  relief  of  the  hypercalcemia. 
The  carcinoma  itself  was  unusual.  It  was  a 
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well-differentiated  squamous-cell  carcinoma 
with  pearl  formation,  and  it  arose  from  the 
base  of  a stone-containing  urethral  diver- 
ticulum. The  case  illustrates  the  relation- 
ship between  hyperparathyroidism  and 
calculi  in  the  lower  urinary  tracts  and  sug- 
gests that  a late  consequence  of  this  proc- 
ess may  he  the  development  of  carcinoma. 

Acknowi.kdcmknt.  The  authors  wish  to  extend  their 
sincere  appreciation  and  thanks  to  Ralph  J.  Veeneina,  M.D., 
for  his  assistance  with  the  preparation  of  this  article. 


References 

1.  (irahstald.  H.,  Hilaris,  B.,  Henschke,  U.,  and  Whit- 
more, W.  F..  Jr.:  Cancer  of  the  female  urethra,  J.A.M.A. 

197:  835  (1966). 

2.  Melnick.  J.  L.,  and  Hirdsall.  T.  M.:  Carcinoma  of  a 

diverticulum  of  the  female  urethra.  Am.  J.  Ohst.  & Gynec. 
80:  347  (1960). 

3.  Plimpton,  G„  and  Gellhorn,  A.:  Hypercalcemia  in 

malignant  disease  without  evidence  of  hone  destruction. 
Am.  J.  Med.  21:  750  (1956). 


Animal  bites 


Animal  bites  are  a common,  although  rarely 
fatal,  accident  to  children.  H.  A.  Carithers, 
writing  in  American  Journal  of  Diseases  of 
Children  95:150  (1958),  found  in  a survey  of 
531  pediatric  patients  that  15.4  per  cent  had 
been  bitten  by  a mammal  at  some  time.  In 
the  majority  of  cases,  the  child  and  not  the 
animal  was  at  fault.  Teasing  or  mistreating  an 
animal,  attempting  to  stop  a fight  between 
dogs,  playing  with  a pet,  feeding  an  animal,  and 
trespassing  on  a dog’s  home  premises  are  the 
most  common  reasons  children  are  bitten. 


4.  Sherwood,  L.  M.,  O’Kiordan,  J.  L.  H.,  A urbach. 

G.  1).,  and  Potts,  J.  T.,  Jr.:  Production  of  parathyroid 

hormone  by  non-parathyroid  tumors,  J.  Clin.  Endocrinol. 
27:  140  (Jan.)  1967. 

5.  Kohout,  E.:  Serum  calcium  levels  and  parathyroid 

glands  in  malignant  disorders.  Cancer  19:  925  (1966). 

6.  Svane,  Sf:  I ly|>ercalcemia  in  malignant  disease 

without  evidence  of  hone  destruction:  A case  simulating 

acute  hyperparathyroidism,  Acta  med.  scandinav.  175:  353 
(1964). 

7.  Yalowitz,  P.  A.,  and  Kelalis,  P.  P.:  Vesical  calculi 

and  hyperparathyroidism,  J.A.M.A.  203:  303  (Jan.  22)  1968. 

8.  Gilbert,  J.  B.,  and  MacMillan,  S.  F.:  Cancer  of  the 

kidney:  Squamous  cell  carcinoma  of  renal  (>elvis  with 

special  reference  to  etiology,  Ann.  Surg.  200:  429  (1934). 

9.  Pavone-Macaluse,  M.:  Etiology  of  Kidney  Tumors 

in  Kenal  Neoplasia,  edited  by  King,  J.  S.,  Boston,  Little, 
Brown  and  Company,  1967,  p.  250. 

10.  Temkin.  I.  S.:  Industrial  Bladder  Carcinogenesis, 

New  York.  The  Macmillan  Company,  1963,  p.  269. 

11.  Riches,  E.:  Tumors  of  the  kidney  and  ureter,  in 

Smithers,  1).  W.,  Ed.:  Neoplastic  Diseases  at  Various  Sites, 

Baltimore,  Williams  & Wilkins  Company,  1964,  vol.  5,  p.  376. 

12.  Straunch,  G.  O.:  Primary  carcinoma  of  the  gall- 

bladder, Surgery  47:  368  (1960). 

13.  Klinck,  G.  H.t  and  Winship,  T.:  Psammoma  bodies 

and  thyroid  cancer,  Cancer  12:  656  (1959). 

14.  Bataakis,  J.  G.,  Nishiyama,  R.  H.,  and  Rich,  C.  R.: 
Microlithiasis  (calcospherites)  and  carcinoma  of  the  thyroid 
gland.  Arch.  Path.  69:  493  (1960). 


Occasionally  a dog,  horse,  or  other  animal  is  the 
aggressor. 

A few  rules  will  help  parents  prevent  the 
common  accident  of  these  bites.  Children 
should  not  own  pets  until  they  are  able  to  care 
for  them  and  handle  them  properly.  Such 
ability  is  rare  under  the  age  of  four  and  unusual 
under  the  age  of  six.  Older  animals  make  better 
pets  for  young  children.  Children  need  to  be 
taught  that  animals  have  rights,  including 
freedom  from  pain  and  excessive  teasing. 
Without  fostering  fear,  children  should  be 
taught  to  avoid  strange  animals,  especially  sick 
or  injured  ones.  Under  the  supervision  of  an 
adult,  they  should  make  friends  with  pets  in  the 
immediate  neighborhood. 
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P ROFESSIONAL  LIABILITY  INSURANCE 

rates,  ever  on  the  rise,  have  become  a 
major  concern  to  physicians  everywhere. 
As  an  underwriter  of  this  type  of  insurance, 
we  are  partners  in  this  concern.  Con- 
sequently, a review  of  malpractice  actions, 
involving  physicians  practicing  in  the 
State  of  New  York,  was  made  in  an  attempt 
to  identify  the  problems  and  to  assist 
physicians  in  their  control. 

In  reviewing  the  files  involving  the 
specialty  of  obstetrics  and  gynecology, 
various  patterns  emerged.  We  found  that 
malpractice  activities  tended  to  group 
themselves  primarily  around  communica- 
tions and  relationships;  however,  specific 
procedures  or  technics  are  also  involved. 
These  groupings  are  presented  for  con- 
sideration along  with  representative  case 
studies.  It  is  our  intent  to  point  out  some 
of  the  actions  to  avoid  as  well  as  those 
which  should  be  taken. 

Responsibility  of  obstetrician 
and  gynecologist 

Check  and  double  check  the  operative 
site  before  making  and  closing  the  incision. 
You  may  be  held  responsible  for  sponges, 
needles,  and  instruments  left  in  the  wound. 
You  may  he  held  responsible  if  you  operate 


at  the  wrong  site.  You  are  also  responsible 
for  your  medical  orders  and  may  be  held  re- 
sponsible for  their  execution. 

Case  1.  A female  patient  entered  the  hos- 
pital for  a cystocele  and  rectocele  repair.  Sev- 
eral days  after  the  procedure,  symptoms  of  a 
bladder  infection  developed.  Antibiotics  were 
prescribed  and  given,  but  the  symptoms  per- 
sisted. Finally,  after  several  more  days  of  anti- 
biotic therapy,  a urologist  was  called  to  see  the 
patient.  On  cystoscopic  examination  a foreign 
body  was  visualized  in  the  bladder,  and  surgery 
for  its  removal  was  carried  out.  The  foreign 
body  was  a gauze  sponge  left  in  during  the 
cystocele  repair  that  found  its  way  into  the 
bladder.  On  checking  the  operative  report,  it 
was  noted  that  no  sponge  count  was  recorded. 
Sponge  counts  were  not  customarily  done  in 
cases  of  vaginal  repair. 

Case  2.  Four  days  postpartum  an  obstetric 
patient  was  ready  for  discharge  and  her  infant 
son  was  brought  to  her.  When  the  nurse  gave 
last-minute  instructions  on  self  care  and  the 
aftercare  of  the  circumcision,  the  patient  de- 
manded to  see  her  physician.  It  appeared  that 
the  parents  had  not  wanted  their  son  circum- 
cised and  had  not  given  permission  for  it. 
When  her  physician  arrived,  he  reassured  her 
that  the  child  had  not  been  harmed  and  told 
her  he  would  check  into  the  matter  since  he 
had  not  performed  the  circumcision.  The  in- 
vestigation into  the  mysterious  “whodunit”  dis- 
closed that  another  obstetrician,  believing  that 
the  infant  was  his  patient,  had  performed  the 
circumcision.  The  child  had  been  brought  to 
the  physician  who,  without  checking  identity, 
had  gone  ahead  with  the  procedure. 

Case  3.  During  a vaginal  hysterectomy  and 
rectocele  and  cystocele  repair,  the  surgeon  was 
notified  that  one  of  his  other  patients  was  ready 
to  deliver.  Since  he  was  nearing  completion  of 
the  procedure,  the  surgeon  decided  to  let  the  resi- 
dent complete  the  closure.  He  left  the  operating 
room.  Later  that  same  day  he  was  notified  by 
the  scrub  nurse  that  the  sponge  count  had  been 
incorrect.  He  immediately  checked  with  the 
resident.  The  surgeon  was  informed  that  the 
sponge  count  had,  indeed,  been  reported  as  incor- 
rect, but  the  resident  believed  that  the  sponge 
had  been  found  in  the  drapes  as  they  were  being 
removed.  Instead  of  waiting  for  possible  signs 
of  trouble,  the  surgeon  ordered  an  x-ray  film. 
The  roentgenogram  showed  the  missing  sponge, 
whereupon  the  patient  was  returned  to  surgery, 
the  sponge  was  removed,  and  future  trouble 
was  averted. 


7046  New  York  State  Journal  of  Medicine  / July  15,  1969 


Case  4.  This  patient  was  admitted  to  the 
hospital  with  the  diagnosis  of  ruptured  tubal 
pregnancy.  During  the  surgical  procedure,  the 
patient  was  given  a transfusion  of  type  R,  Fill 
positive  blood.  Her  blood  type  was  B,  Rh 
negative  and  her  husband’s  type  was  Rh  posi- 
tive. In  the  succeeding  two  veal’s,  the  patient 
was  pregnant  three  times,  buL  each  time  tin- 
child  was  lost  “all  due  to  Rh  incompatibility.” 
The  patient  stated  that  the  physician,  knowing 
the  potential  of  Rh  incompatibility,  should  have 
exercised  greater  care  in  supervising  the  blood 
transfusion  and  was  responsible  for  her  inability 
to  have  living  children. 

Danger  of  haste 

Damage  to  other  anatomic  structures 
during  the  course  of  a surgical  procedure 
lias  led  to  serious  trouble,  even  to  the 
deaths  of  patients.  The  clock  cannot  be 
beaten.  The  little  time  saved  by  hurrying 
can  be  costly  to  the  patient.  Take  that 
extra  time,  know  where  you  are,  what  you 
are  cutting,  where  you  are  putting  that 
suture,  and  what  structures  might  be 
surrounding  your  operative  site. 

Case  5.  A gynecologist  performing  an  ab- 
dominal hysterectomy  and  a right  salpingo- 
oopborectomy,  encountered  extensive  adhesions 
of  the  uterus  and  surrounding  tissue  where  the 
left  tube  and  ovary  had  been  removed  several 
years  before.  Following  liberation  of  the  ad- 
hesions, the  operation  seemingly  proceeded  with- 
out incident.  However,  on  examination  of  the 
specimen  by  the  pathologist,  a tubular  structure 
was  found  attached  to  the  ovary.  Microscopic 
study  of  the  structure  revealed  it  to  be  a ureter. 
A urologist  was  called  in,  and  an  intravenous 
pyelogram  further  revealed  that  the  specimen 
was  the  right  ureter. 

Case  6.  A diagnosis  of  cystic  enlargement  of 
the  left  ovary  was  made,  and  the  patient’s 
physician  recommended  removal  of  the  ovary. 
Following  surgery,  symptoms  of  urinary  ob- 
struction developed.  As  part  of  a urologic 
evaluation,  a cystoscopic  examination  was  done. 
This  revealed  that  the  obstruction  was  caused 
by  a suture  mistakenly  placed  during  the 
oophorectomy. 

The  majority  of  slips  occurring  in 
gynecologic  surgery  involve  damage  to 
urinary  structures.  This  should  be  a 
recognized  hazard,  and  caution  must  be 
exercised  in  exploring,  in  cutting,  and  in 
suturing. 

Clarity  in  communication 

The  need  to  visit  a specialist  in  obstetrics 
and  gynecologist  is  a traumatic  experience 


for  most  women.  They  are  afraid  of  a 
variety  of  things.  They  fear  that  they 
have  gained  too  much  weight,  that  some- 
fhing  will  be  wrong  with  the  baby,  that 
they  have  cancer,  that  they  will  have  to 
have  surgery,  or  that  they  might  die. 
These  fears  are  present  in  all  patients  to  a 
greater  or  lesser  degree  and  are  com- 
pounded when  the  physician  confirms 
their  fears  by  something  said  or  done.  The 
explanations  and  instructions  given  are 
somehow  shorted  out,  because  with  anxiety 
it  is  hard  to  think  of  anything  other  than 
fear. 

Consider  giving  the  patient  written 
instructions  or  explanatory  materials  that 
can  be  read  later  in  a more  familiar  sur- 
rounding to  reinforce  the  positive  oral 
instructions  or  explanations.  Be  sure  to 
give  instructions  in  terms  easily  understood 
by  the  patient.  Assure  the  patient,  but 
give  her  an  honest  evaluation  of  her  con- 
dition. Remember  that  the  patient  is 
looking  for  positive  answers,  and  explain 
accordingly. 

If  one  physician  covers  for  another,  be 
sure  that  the  patient  is  aware  of  this. 
Introduce  the  patient  to  this  covering 
physician;  even  consider  having  your 
colleague  provide  some  of  the  prenatal 
supervision. 

Case  7.  Early  in  one  patient’s  pregnancy 
she  and  her  physician  discussed  natural  child- 
birth, and  between  them  it  was  decided  that  her 
baby  would  be  delivered  by  this  method.  Some- 
how, through  a failure  in  communications,  the 
patient  understood  that  absolutely  no  form  of 
analgesia  would  be  used.  During  labor,  the 
obstetrician  decided  to  administer  meperidine 
hydrochloride  (Demerol)  for  the  welfare  of 
mother  and  child.  Following  the  delivery,  the 
parents  sued  the  physician  for  breach  of  agree- 
ment to  deliver  their  child  by  the  so-called 
natural  method. 

Case  8.  A physician  was  charged  with  aban- 
donment because  he  failed  to  be  present  at  the 
delivery  of  one  of  his  patients.  He  was  in 
surgery  at  another  hospital  at  the  time  in  ques- 
tion. His  associate,  however,  was  present  at  the 
delivery.  This  was  not  good  enough  for  the 
patient.  She  wanted  the  physician  she  knew 
and  who  knew  her.  The  eventuality  of  the  as- 
sociate delivering  the  baby  had  not  occurred  to 
her;  consequently,  when  she  was  confronted 
with  another  strange  face,  her  fears  and  anxiety 
increased. 

Problems  of  specialty 

Sudden  death,  birth  injuries,  and  vesico- 
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vaginal  fistulas  continue  to  he  significant 
problems  in  the  professional  lives  of 
obstetricians. 

Sudden,  unexpected  death,  with  causes 
ranging  from  cardiac  arrest,  to  pulmonary 
emboli,  to  causes  unknown,  appears  in  10 
per  cent  of  the  files  reviewed.  The 
knowledge  that  this  happens  elsewhere  is  of 
little  comfort  to  the  physician  when  death 
comes  unexpectedly  to  one  of  his  patients 
and  when  he  faces  the  family  to  explain 
why  it  happened.  In  a continued  effort  to 
decrease  the  maternal  death  rate,  here  are 
some  thoughts  to  consider:  Is  enough 

attention  paid  to  the  patient  as  a whole 
human  being  rather  than  just  as  an 
obstetric-gynecologic  subject?  What  kind 
of  histories  are  being  taken,  and  what 
physical  examinations  are  being  done? 
What  about  the  use  of  pituitary  gland 
preparations?  Are  they  used  too  freely? 
Should  more  caution  be  exercised  in  their 
use? 

Are  the  obstetric  and  surgical  depart- 
ments in  which  you  work  properly  prepared 
to  meet  the  cardiac  arrest  emergency? 

Birth  injuries,  the  second  of  the  big  three 
problems,  account  for  another  10  per  cent 
of  the  files  in  the  review.  Fractures  of  the 
arms,  legs,  and  collarbones,  and  brain 
injuries  are  the  most  common.  Be  on 
the  alert  both  in  the  prevention  of  the 
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injuries  themselves  and  in  the  early 
diagnosis  when  they  do  occur. 

Is  the  vesicovaginal  fistula  an  expected 
hazard  of  vaginal  surgery?  Experts  in 
the  field  say  that  it  will  happen  in  10  to  15 
per  cent  of  all  cases  of  vaginal  surgery. 
This  statistic  is  of  little  consolation  to  the 
patient  faced  with  the  social  embar- 
rassment, the  delay  in  convalescence,  and 
the  need  for  possible  additional  surgery. 
Everyone  agrees  that  a vesicovaginal 
fistula  is  an  expected  hazard  in  vaginal 
surgery.  This  knowledge,  then,  should 
intensify  the  preventive  effort.  As  with 
road  signs  proclaiming  hazards  ahead  on 
the  highway,  greater  caution  should  be  ex- 
ercised. Slow  down;  be  alert;  take  what 
precautions  are  necessary;  and  always  ex- 
plain the  hazard  to  the  patient  or  her  hus- 
band at  the  time  the  surgery  is  discussed. 

Summary 

We  probably  have  not  told  you  anything 
new  in  this  report,  but  accidents  continue 
to  happen.  Do  not  say,  “It  can’t  happen 
to  me.”  It  can.  Most  of  the  reported 
cases  happened  to  physicians  of  long 
standing  who  probably  said  it  could  not 
happen  to  them,  but  it  did.  Only  constant 
awareness  of  these  old,  familiar  problems 
and  consistent  preventive  efforts  can  lessen 
the  chances  of  these  accidents  happening. 


suffer  from  ill  health  and  to  receive  less 
adequate  medical  care  than  are  those  who 
are  economically  better  off.  Among  the 
poor  there  are  higher  rates  of  infant  mor- 
tality, mental  illness,  tuberculosis,  venereal 
disease;  in  general  the  poor  are  more  likely 
to  suffer  from  chronic  disease.  On  the 
other  hand,  they  have  fewer  physician  visits 
per  year  and  spend  less  for  medical  care. 

Why  are  the  health  problems  of  the  poor 
greater  than  those  of  the  not-so-poor? 
Relative  to  the  well-to-do,  the  poor  are  more 
likely  born  to  ill  health  and  are  less  able 
to  do  anything  about  ill  health;  to  the 
extent  that  low  education  is  associated  with 
their  poverty,  they  do  not  know  how  to 
maintain  good  health  or  what  to  do  about 
poor  health. 

Some  might  argue  that  the  low  incomes 
of  the  poor  prevent  them  from  paying  for 
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adequate  health  care,  and  therefore  that 
what  needs  to  be  done  is  somehow  to  in- 
crease the  incomes  of  the  poor;  then  they 
can  purchase  adequate  medical  treatment. 
This  may  be  true  for  some  of  the  poor; 
however,  there  is  little  evidence  that  it 
would  be  true  for  most  of  the  poor.  Rather, 
many  of  them  would  put  their  increased 
income  into  consumer  items  and  still  have 
poor  health.  In  using  money,  they  are  not 
very  different  from  the  middle-class  subur- 
banite. As  most  private  physicians  will 
testify,  the  physician  is  the  last  one  paid; 
the  butcher,  the  baker,  the  television  re- 
pairman, and  the  automobile  finance  com- 
pany are  paid  before  he  is.  But,  of  course, 
the  physician  is  paid  by  the  well-to-do. 
The  affluent  can  buy  automobiles,  hi-fi  sets, 
and  pay  for  medical  care;  the  poor  cannot. 

To  the  extent  that  inadequate  health 
care  results  from  a low  income,  Medicaid 
should  provide  some  relief  for  some  seg- 
ments of  the  poor.  But,  as  will  be  seen,  this 
does  not  solve  the  health  problems  of  many 
of  the  poor.  Apart  from  an  inability  to 
purchase  adequate  medical  care,  there  are 
two  other  factors  which  affect  the  health  of 
the  poor.  These  are  the  motivations  to 
seek  health  care  and  the  knowledge  about 
how  to  seek  it. 

It  is  not  that  the  poor  are  unmotivated  to 
seek  health  care;  rather,  it  is  that  they  are 
generally  less  motivated.  There  are  sev- 
eral facets  to  this.  In  the  first  place,  they 
have  less  knowledge  of  the  signs  and 
symptoms  of  illness  that  might  take  one  to 
see  a doctor,  and  they  are  less  motivated 
to  seek  such  knowledge,  less  likely,  for 
example,  to  read  Dr.  Spock  or  comparable 
material,  to  attend  lectures  for  expectant 
mothers,  and  the  like.  Second,  they  are 
less  committed  to  what  are  defined  as  good 
health  practices:  regular  meals  and  balanced 
diets,  periodic  health  check-ups,  and  the 
like.  Because  of  infrequent  visits  to  the 
physician,  many  ailments  go  undetected. 
Finally,  if  one  could  make  interpersonal 
comparisons  of  pain,  both  physical  and 
psychological,  he  would  probably  find  a lot 
more  of  it  among  the  poor.  They  endure 
more  pain  before  they  seek  help.  For  the 
poor  it  may  not  be  so  much  a matter  of 
attaching  a value  to  little  pain;  it  is  that 
pain,  in  all  of  its  manifestations,  is  so  much 
more  a part  of  their  lives  that  they  come  to 
accept  it  as  a normal  course  of  events. 


They  are  more  likely  to  feel  there  is  little 
they  can  do  about  the  psychic  pain  of  un- 
employment, family  breakups,  failure  in 
school,  or  the  physical  pain  of  illness. 
Their  acceptance  of  poor  health  is,  then, 
one  element  in  a syndrome  of  being  and 
feeling  powerless  before  landlords,  public 
officials,  or  the  forces  of  nature. 

On  the  other  hand,  when  the  poor  do 
attempt  to  seek  medical  care  they  do  not 
know  how  to  go  about  it.  They  do  not 
have  a family  physician  to  whom  they  turn 
in  the  case  of  emergencies.  As  they  buy 
their  groceries  at  the  nearest  corner  store, 
they  may  seek  the  nearest  physician,  a gen- 
eral practitioner  who  more  than  likely  hasan 
all  too  heavy  patient  load,  or  they  rush  off 
to  the  emergency  ward  of  a hospital.  This 
can  be  contrasted  with  the  well-to-do  who 
is  aware  of  various  medical  specialties,  who 
retains  a family  physician,  frequently  an 
internist,  as  well  as  a pediatrician,  an 
obstetrician,  and  the  like.  The  well-to-do 
individual  may  make  his  own  tentative 
diagnosis  which  then  influences  which 
specialist  to  call.  And  he  will  seek  medical 
care  at  the  first  sign  of  possible  illness, 
rather  than  wait  for  it  to  develop. 

The  differences  between  the  poor  and 
the  well-to-do  in  their  seeking  health  care 
reflect  different  styles  of  life.  Attitudes 
toward  health  and  health  practices  of  the 
poor  are  related  to  their  attitudes  and  prac- 
tices in  a host  of  other  matters;  they  are 
all  part  of  a general  style  of  life.  The 
health  practices  and  attitudes  will  change 
only  as  that  style  of  life  changes,  as  the 
lower-class  individual  who  has  little  educa- 
tion and  who  is  underemployed  becomes, 
through  his  offspring,  middle  class.  To 
what  extent  this  will  happen  is  problematic. 

Of  course,  some  of  the  poor  have  received 
good  medical  care  in  the  teaching  hospital. 
But  this  is  in  the  quid  pro  quo  of  the  teach- 
ing hospital’s  need  for  patients.  However, 
this  is  not  sufficient  to  resolve  the  health 
problems  of  the  poor.  This  disparity  in  the 
health  and  the  health  care  of  our  population 
has  been  a concern  of  many  during  the 
middle  third  of  this  century;  it  has  been 
the  focus  of  many  government  health  pro- 
grams, such  as  the  maternal  and  infant  care 
programs  and  the  children  and  youth 
projects.  And  in  the  past  five  years,  the 
concern  with  these  problems  has  increased. 
The  Federal  government  has  increased  its 
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support  of  local  health  programs  and  has 
encouraged  the  search  for  new  modes  in  the 
prevention  of  illness  and  the  preservation  of 
health,  particularly  as  these  pertain  to  the 
poor.  Title  19  of  the  1965  amendments  to 
the  Social  Security  Act  (PL  89-97 ) provides 
medical  assistance  to  certain  categories  of 
the  poor.  The  Mental  Retardation  Facili- 
ties and  Community  Mental  Health  Cen- 
ters Construction  Act  of  1963  (PL  88-164) 
requires  that  federally  supported  services  be 
provided  for  those  who  are  unable  to  pay 
for  them. 

Although  there  have  been  a number  of 
Federal  programs  directed  to  the  health 
of  the  poor  and  although  the  poor  may  be 
the  better  because  of  these  programs,  the 
disparity  still  exists.  There  is  still  a need 
for  innovation  and  experimentation  in  pro- 
viding health  care  to  the  poor.  Although 
not  a radical  departure  from  existing 
models,  the  neighborhood  health  center 
may,  nevertheless,  provide  a new  mode  of 
health  care  available  to  the  poor  which 
deals  with  their  problems  in  a way  that 
existing  programs  cannot.1,2 

The  neighborhood  health  center,  initiated 
and  sponsored  by  the  OEO  (Office  of 
Economic  Opportunity),  is  a clinic  that  is 
(1)  located  in  a neighborhood  where  the 
poor  live,  (2)  attempts  to  provide  total  care 
to  all  family  members  in  one  center,  and 
(3)  attempts  to  give  neighborhood  residents 
a role  in  deciding  the  particular  character 
of  the  center. 

In  a sense,  it  is  not  different  from  a 
private  medical  clinic  staffed  by  a number 
of  specialists  who  treat  middle-class  pa- 
tients; both  attempt  to  meet  a variety  of 
medical  needs  and  problems.  One  differ- 
ence, of  course,  is  in  the  funding  of  the 
clinics.  The  private  clinic  supported  by 
patient  fees  or  health  insurance  programs 
has  a larger  staff  of  physicians  than  does 
the  OEO-sponsored  clinic  which  depends 
more  on  nurses  and  nonmedical  aids.  The 
public  clinic  also  lacks  some  of  the  equip- 
ment that  is  found  in  the  private  clinic. 

Nevertheless,  the  public  clinic  does 
provide  better  care  than  many  of  the  poor 
have  heretofore  received.  When  the  OEO 
clinic  is  well  run,  it  provides  not  only  med- 
ical care  hut  also  education  programs,  and 
it  may  even  become  a small  force  working 
on  nonmedical  community  problems.  To  a 
greater  extent  than  in  the  private  clinic,  the 


staff  of  the  public  clinic  must  lead  its 
patients  through  it  by  the  hand,  recognizing 
that  the  motivations  and  experiences  of 
those  patients  differ  somewhat  from  the 
middle-class  patient. 

It  is  not  fair  to  say  that  physicians  have 
not  been  interested  in  the  poor;  many  have 
been.  But  this  concern  has  been  an  indi- 
vidual one  and  has  not  been  reflected  in  any 
systematic,  continuous,  or  widespread  effort 
to  improve  the  health  of  the  poor.  But  of 
course,  until  recently,  the  private  practi- 
tioner could  reasonably  ask,  “What  can  I, 
as  an  interested  professional,  do?”  With 
the  advent  of  clinics  in  poverty  areas,  there 
is  now  an  occasion  for  his  professional 
contribution,  and  it  is  fair  to  predict  that 
some  of  those  in  all  segments  of  the  medical 
profession  will  increasingly  redirect  some 
of  their  energies  and  resources  to  the  health 
problems  of  the  poor  by  participating  in 
these  clinics. 

Since  this  mode  of  health  care  (the 
neighborhood  health  center)  has  been 
carried  out  as  one  of  many  related  anti- 
poverty programs,  it  would  be  instructive 
to  digress  briefly  and  examine  these  pro- 
grams. What  follows,  then,  is  a brief  re- 
view of  antipoverty  programs,  both  public 
and  private.  Finally,  we  shall  return  to 
neighborhood  health  centers,  discussing 
some  of  the  problems  which  may  emerge  in 
them. 

Review  of  poverty  programs 

Mollie  Orshansky  of  the  Social  Security 
Administration  has  estimated  that  in  1966  s 
there  were  nearly  30  million  poor,  or  15 
per  cent  of  the  population,  as  defined  by  a 
standard  of  seventy-five  cents  a day  for 
food  for  one  person  and  twice  that  amount 
for  other  needs.  At  a standard  of  a dollar 
for  food  and  two  dollars  for  other  needs, 
the  proportion  of  the  poor  is  23  per  cent  or 
about  45  million  citizens.  The  seventy- 
five  cents  a day  standard  is  an  annual 
income  of  $3,285  for  a family  of  4.  Clearly, 
this  will  not  buy  much  medical  care  once 
milk  and  shoes  are  bought  and  the  rent 
is  paid. 

Despite  the  recent  focus  on  poverty,  as 
reflected  in  the  activities  of  the  OEO,  the 
Federal  government  has  been  fighting 
poverty  for  a number  of  years.  This  fight 
is  carried  on  by  the  various  social  welfare 
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programs:  aid  for  the  unemployed,  the 

disabled  and  sick,  the  aged,  and  families 
with  dependent  children.  It  should  he  ap- 
parent that  welfare  programs  deal  with 
poverty  only  in  an  indirect  fashion;  they 
are  designed  to  aid  some  of  those  who  are 
poor  hut  they  do  not,  and  for  the  most  part 
cannot,  deal  with  the  causes  of  their 
poverty:  death,  desertion,  and  disabling 

accident. 

The  antipoverty  program,  now  about 
five  years  old  and  overlapping  little  with 
traditional  welfare  programs,  was  designed 
to  deal  with  the  cause  of  poverty  in  other 
segments  of  the  population;  that  cause  was 
seen  to  be  low  education  and  lack  of  train- 
ing. Thus,  most  of  the  programs  of  the 
OEO  are  to  educate  and  train  those  who 
are  poor  because  they  lack  the  skills  to  find 
adequate  employment. 

The  educational  deficiencies  have  been 
attacked  in  several  ways.  The  Job  Corps 
provides  occupational  training  for  poverty 
youth  in  privately  operated  centers  located 
away  from  their  homes.  The  Neighbor- 
hood Youth  Corps  obtains  part-time  em- 
ployment for  high  school  youths  and  drop- 
outs; it  attempts  to  motivate  them  to  stay 
in  school  and  to  give  them  job  experience 
and  training.  Head  Start  consists  of  pre- 
school experiences  for  three-  and  four-year 
olds,  attempting  to  prepare  them  to  profit 
from  educational  experiences  once  they 
enter  school.  Upward  Bound  provides  tu- 
toring and  educational  experiences  to  high 
school  youth  while  they  are  living  on  a 
college  campus;  again  this  attempts  both 
to  prepare  youth  for  college  and  to  motivate 
them  to  aspire  for  it. 

Other  programs,  not  educational  in 
nature,  give  legal  services  to  the  poor,  loans 
to  residents  of  poverty  neighborhoods  to 
start  or  sustain  small  business  enterprises, 
or  aid  to  particular  segments  of  the  poor, 
such  as  Indians  or  migrant  farm  workers. 

In  any  locality  many  of  these  activities 
are  imbedded  in  what  is  called  a community 
action  program,  a single  agency  which  ad- 
ministers all  of  the  local  programs  and 
which  typically  has  a title  that  can  be 
reduced  to  an  inspirational  acronym.  In 
this,  the  architects  of  antipoverty  programs 
hoped  to  do  two  things  at  the  community 
level.  First,  local  officials  would  efficiently 
combine  the  diverse  local  programs,  such 
as  Head  Start,  the  Job  Corps,  and  the  like, 


into  one  integrated  attack  on  poverty, 
would  establish  priorities,  and  would  see 
that  one  program  did  not  compete  with 
another.  Second,  the  poor  would  be  drawn 
into  decision  making  and  program  develop- 
ment; they  would  sit  on  boards  of  directors 
and  be  employed  to  carry  out  different 
programs. 

It  may  seem  that  these  are  conflicting 
objectives;  although  there  has  been  conflict 
in  community  action  programs,  it  has 
not  been  between  these  two  objectives. 
Rather,  the  conflict  which  has  occurred  has 
been,  on  the  one  hand,  between  the  poor 
and  local  government  and,  on  the  other 
hand,  between  one  segment  of  the  poor  and 
another. 

The  community  action  agencies  are 
sometimes  referred  to  as  “organizations  of 
the  poor.”  If  they  can  be  thought  of  as 
public  or  governmental  endeavors,  then  in 
some  communities  one  can  find  “unofficial 
organizations  of  the  poor”  sponsored  by 
private  or  nongovernmental  agencies. 

Many  of  the  latter  have  been  initiated  by 
Saul  Alinsky,  who  became  known  in  the 
1930’s  for  organizing  workers  who  lived  in  a 
Chicago  neighborhood.  The  basis  for  his 
organizational  efforts  has  been  place  of 
residence  rather  than  place  of  employment; 
his  adversary  is  typically  not  the  employer 
of  those  in  his  organization.  It  consists  of 
all  of  those — government  officials,  heads  of 
welfare  agencies,  directors  and  managers  of 
companies,  and  a host  of  other  community 
leaders — who  by  their  decisions  affect  the 
lives  of  the  poor.  He  attempts  to  create 
organizations  of  people  who  are  powerful 
enough  to  counter  the  decisions  of  com- 
munity leaders.45 

Alinsky  sees  one  of  the  consequences  of 
poverty  as  being  powerless.  The  organiza- 
tions he  creates,  then,  are  not  designed  to 
deal  directly  with  poverty  but  with  one  of 
its  effects.  He  claims  that  if  he  can  make 
the  poor  collectively  more  powerful  it  may 
or  may  not  make  them  less  poor,  but  cer- 
tainly it  will  improve  the  services  which  the 
poor  typically  receive;  thus,  there  would 
be  better  garbage  collection,  effective  build- 
ing inspections,  and  possibly  improved 
medical  care. 

It  is  difficult  to  judge  the  success  of  the 
antipoverty  efforts — public  and  private. 
The  private  efforts,  as  reflected  in  the 
Alinsky-type  organizations,  have  made  but 
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a small  dent  in  alleviating  some  of  the 
conditions  of  poverty  in  some  urban  areas. 
By  the  standards  used  by  the  Social  Secu- 
rity Administration  to  count  the  poor,  the 
proportion  of  the  population  which  is  poor 
has  declined  in  recent  years. 3,6  But  whether 
this  can  be  attributed  to  the  programs  of 
the  OEO  or  whether  it  would  have  occurred 
without  them  is  another  matter. 

Neighborhood  health  center 
and  its  problems 

Just  as  it  seems  reasonable  that  the 
neighborhood  health  center  will  provide 
more  adequate  care  to  the  poor,  it  also 
seems  likely  that  it  will  not  do  this  without 
confronting  some  problems.  Therefore,  it 
would  be  enlightening  to  consider  some  of 
the  problems  which  may  arise  in  such  facili- 
ties. That  difficulties  will  emerge  does  not 
mean  that  they  are  insurmountable  nor 
does  it  mean  that  there  should  not  be 
neighborhood  health  centers.  What  it  does 
mean  is  that  physicians  and  other  public 
health  officials  who  become  involved  in 
these  programs  should  be  sensitive  and 
responsive  to  these  difficulties. 

This  discussion  is  not  based  on  an  inves- 
tigation of  a neighborhood  health  center; 
it  is  based  on  the  assumption  that  the 
neighborhood  health  center  will  face  some 
of  the  same  problems  that  other  antipoverty 
organizations  have  faced,  although  these 
may  develop  uniquely. 

One  set  of  problems  may  emerge  because 
the  professional  staff  in  the  center  will  have 
to  work  with  nonprofessionals  to  a greater 
degree  than  that  in  other  medical  settings 
and  in  a somewhat  different  fashion. 
Typically,  such  centers  will  probably  have 
fewer  physicians  and  trained  personnel  than 
a clinic  in  a university  hospital  or  in  a 
middle-class  neighborhood.  Consequently, 
the  professional  staff  will  have  to  depend 
on  nonprofessionals  for  help  in  giving 
medical  care.  They  will  need  to  work  with 
what  has  unfortunately  come  to  be  called 
“indigenous  personnel,”  people  from  the 
area  in  which  the  center  is  located.  These 
are  the  poor  who,  by  virtue  of  ethnic, 
racial,  or  educational  backgrounds  that  are 
different  from  those  of  the  professionals, 
will  have  different  styles  of  life  and  different 
views  of  the  world.  These  “indigenous 


personnel”  will  work  in  maintenance  and 
cleaning,  as  receptionists,  clerks,  and  as 
medical  aids.  In  a sense,  this  is  no  different 
from  most  hospital  settings  where  many  of 
the  lower  level  employes  come  from  poverty 
neighborhoods,  but  the  hospital  tends  to 
have  two  social  structures  with  the  profes- 
sional staff  frequently  oblivious  to  the  non- 
professional staff.  In  the  neighborhood 
health  center  one  social  structure  of  profes- 
sionals and  nonprofessionals  will  most  likely 
emerge. 

One  of  the  problems  that  may  arise  in  the 
relations  between  professionals  and  non- 
professionals is  the  threat  which  some 
professionals  will  feel  when  nonprofessionals 
are  trained  to  do  their  work.  For  example, 
if  neighborhood  residents  who  work  in  the 
center  are  given  brief  training  to  perform 
nursing  duties,  it  is  not  inconceivable  that 
nurses  in  the  center  will  become  hostile 
toward  those  aids  and  perhaps  deprecate  or 
sabotage  their  efforts.  The  occurrence  of 
this  problem  is  not  inevitable,  but  center 
physicians  should  be  aware  of  its  possi- 
bility. 

A second  set  of  problems  will  emerge 
from  the  center’s  attempts  to  make  medical 
care  effective.  The  private  practitioner  is 
fairly  assured  that  his  patients  will  be  “good 
patients,”  follow  his  instructions  and  use 
good  health  practices,  and,  hence,  he  feels 
that  he  can  be  effective.  But  among  med- 
ical students  and  physicians  in  the  teaching 
hospital  which  depends  on  welfare  patients, 
there  is  an  undercurrent  of  dismay  at  the 
way  the  poor  care  for  themselves  and  seek 
medical  help,  seeking  medical  care  too  late, 
not  following  instructions,  and  the  like. 
Too  frequently,  the  physician  will  respond 
with  annoyance  and  a what’s-the-use  atti- 
tude. But  one  would  expect  that  physi- 
cians in  neighborhood  health  centers  will 
not  have  such  an  attitude;  rather  they  will 
be  sympathetic.  However,  it  will  take 
more  than  sympathy  to  make  the  health 
care  of  the  poor  effective.  Dealing  with 
this  problem  will  call  for  both  patience  and 
ingenuity,  and  here  the  nonprofessionals 
can  be  of  considerable  help. 

In  all  segments  of  the  population,  health 
and  illness  are  related  to  other  problems  of 
employment,  housing,  education,  family 
dynamics,  and  the  like.  But  nowhere  is 
the  relationship  more  evident  than  with  the 
poor.  Hence,  in  dealing  with  medical  prob- 
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lems,  the  physician  and  nurse  will  also  have 
to  be  sensitive  to  nonmedical  problems  and 
perhaps  give  some  help  in  dealing  with 
these  problems.  For  example,  the  physi- 
cian, in  treating  a family  that  lives  in  sub- 
standard housing,  may  feel  it  necessary  to 
bring  pressure  on  other  agencies  in  the 
community  to  cope  with  this  family’s 
housing  problems.  The  physician  will  learn 
that  his  role  in  the  neighborhood  center  can 
be  more  than  that  of  just  a physician. 
This  is  not  to  say  whether  the  physician 
should  or  should  not  play  this  nonmedical 
role;  rather,  it  is  to  say  that  there  will  prob- 
ably be  pressures  on  him  to  do  so. 

Another  set  of  problems  may  emerge 
from  the  center’s  relationship  with  its 
neighborhood;  this  concerns  the  role  of  the 
poor.  The  OEO  requires  participation  of 
the  poor  in  its  program,  but  the  result  of 
this  in  any  particular  instance  is  question- 
able. If,  in  the  abstract,  neighborhood 
control  is  desirable,  then  it  is  not  so  clear 
that  all  particular  instances  of  it  will  be. 
Ideally,  it  will  mean  that  representatives 
of  the  neighborhood  will  decide  or  influence 
where  the  center  is  located,  the  hours  of 
service,  the  type  of  service,  and  like  matters. 
But  it  is  conceivable  that  the  professional 
staff  could  come  into  conflict  with  neighbor- 
hood residents  over  some  of  the  operating 
procedures.  The  neighborhood  may  expect 
things  of  the  center  that  it  is  not  prepared 
to  give. 

Further,  in  many  communities,  more 
than  one  group  of  people  claim  to  represent 
the  poor.  A neighborhood  health  center 
could  be  caught  between  competing  groups, 
perhaps  one  affiliated  with  an  OEO  program 
and  another  being  an  Alinsky-type  organ- 
ization. Or  the  neighborhood  representa- 
tives may  come  into  conflict  with  the  city 
government  and  expect  the  neighborhood 
health  center  to  back  them,  again  creating 
political  problems  for  the  professional  staff. 

Another  possible  problem  in  the  center’s 
relationship  with  its  neighborhood  is  the 
threat  which  neighborhood  physicians,  if 
there  are  any,  might  see  in  the  center. 
Typically,  the  neighborhood  physician  will 
be  an  older  general  practitioner  who  has  a 
large  number  of  patients  who  receive  from 
him  both  inexpensive  and  modest  medical 
care.  A neighborhood  health  center  may 
compete  with  him  for  patients.  Although 
the  staff  of  the  center  could  reasonably 


deprecate  the  quality  of  care  he  gives,  they 
will  probably  find  that  he  deprecates  the 
center,  an  understandable  reaction  of  one 
who  needs  to  protect  himself  from  the 
recognition  that  there  are  medical  services 
superior  to  his.  Again,  it  may  be  that  each 
will  attract  different  kinds  of  patients. 
The  center  will  see  people  who  were  pre- 
viously seen  in  the  emergency  department 
of  a community  hospital  whereas  the 
private  practitioner  will  continue  to  see  his 
patients  who  are  comfortable  with  him. 
For  the  neighborhood  physician,  the  prob- 
lems may  be  more  imagined  than  real,  but 
it  will  be  up  to  the  center  to  incorporate 
him  into  its  activities.  He  could  learn  to 
upgrade  his  care,  and  physicians  at  the 
center  could  learn  from  him  how  to  relate 
more  effectively  with  the  neighborhood. 

Another  matter  that  will  or  should  re- 
quire the  center’s  attention  is  the  evalua- 
tion of  its  program.  Both  in  the  anti- 
poverty programs  and  in  funding  various 
medical  activities,  recent  Federal  legislation 
emphasizes  the  need  to  evaluate.  In  med- 
ical settings  the  relative  effectiveness  of 
different  drugs  is  frequently  investigated, 
but  the  effectiveness  of  a particular  clinic 
or  program  is  seldom  examined.  The  center 
should  examine  its  activities  in  a way  that 
leads  to  increased  effectiveness,  programs 
being  altered  or  dropped  in  response  to  the 
evaluation. 

The  most  desirable  of  evaluation  technics 
is  an  experimental  procedure  whereby 
“experimental  units” — patients,  families, 
housing  units  or  whatever — are  randomly 
assigned  to  different  treatment  groups. 
This  may  be  impossible,  or  it  may  require 
the  most  innovative  or  ingenious  of  proce- 
dures. But  where  it  is  not  possible,  the 
staff  should  not  be  content  with  merely 
impressionistic  judgments  that  say  the 
center’s  programs  are  good.  They  should 
seek  sensitive  indicators  of  the  effectiveness 
of  their  operations  and  be  prepared  for  the 
possible  conclusion  that  some  of  their 
activities  are  not  very  effective. 

Much  of  this  discussion  on  the  problems 
of  a neighborhood  health  center  assumes 
the  existence  of  two  communities,  one 
white  and  one  black,  with  somewhat  dif- 
ferent standards  and  styles  of  life.  Since 
the  neighborhood  residents  may  frequently 
be  black,  uneducated,  and  underemployed 
and  the  professional  staff  of  the  center  will 
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be  largely  white,  and  whether  white  or 
black  typically  not  residents  of  the  neigh- 
borhood, the  likelihood  of  some  of  these 
problems  seems  great.  And  where  the 
problem  does  not  arise  as  a direct  conse- 
quence of  the  “two-society”  character  of 
urban  life,  it  will  be  complicated  and 
exacerbated  by  that  fact. 

It  seems  clear  that  one  of  the  more 
interesting  challenges  to  the  medical  profes- 
sion in  the  coming  years  rests  in  the  health 
problems  of  the  poor.  How  this  challenge 
is  met  will  affect  the  entire  medical  profes- 
sion. 

260  Crittenden  Boulevard 
Rochester,  New  York  14620 
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York 

Pediatrics  - 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 

Obstetrics  Bruce  A.  Harris,  Jr.,  M.D., 
Huntington 

Pediatrics  Samuel  Karelitz,  M.D.,  New 
Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutchess, 

Putnam,  Orange,  Ulster 
Obstetrics  John  R.  Gregory,  M.D.,  Bronx- 
ville 

Pediatrics  Edward  A.  Hardy,  M.D.,  Pelham 

Region  Four:  Schenectady , Fulton,  Montgomery, 

Schoharie 

Obstetrics — Fred  H.  Pulver,  M.D.,  Schenec- 
tady 

Pediatrics — 

Region  Five:  Albany,  Washington,  Saratoga, 

Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — William  J.  Fitzgerald,  M.D., 
Albany 

Pediatrics — William  A.  Petersen,  M.D.,  La- 
tham 

Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics — Robert  A.  Henderson,  M.D., 
Malone 

Pediatrics  Peter  Pulrang,  M.D.,  Plattsburgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Frank  Meyer,  M.D.,  Fulton 
Pediatrics — 

Region  Eight:  Onondaga,  Oneida,  Madison, 

Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Albert  W.  Van  Ness,  M.D., 
Syracuse 

Pediatrics — William  O.  Kopel,  M.D., 
Syracuse 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 

Delaware,  Sullivan 

Obstetrics — Robert  E.  Ahearn,  M.D.,  Bing- 
hamton 

Pediatrics — John  B.  Burns,  M.D.,  Bingham- 
ton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 

ston, Ontario,  Seneca,  Yates 
Obstetrics — Allan  R.  Law,  M.D.,  Rochester 
Pediatrics — 

Region  Eleven:  Chemung,  Schuyler,  Steuben, 

Tompkins,  Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  M.D., 
Elmira 

Pediatrics — George  R.  Murphy,  M.D.,  Elmira 
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Region  Twelve:  Erie,  Niagara,  Chautauqua, 

Cattaraugus,  Genesee,  Wyoming 
Obstetrics — 

Pediatrics  Richard  A.  Downey,  M.D., 
Buffalo 

Medical  Aspects  of  Sports 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Albert  B.  Accettola,  M.D.,  Staten  Island 
Frederick  H.  Grabo,  M.D.,  Rome 
Joseph  J.  Kaufman,  M.D.,  Newark 
Alexius  Rachun,  M.D.,  Ithaca 
Murle  Laurens  Rowe,  M.D.,  Rochester 

Mental  Hygiene 

Reginald  R.  Steen,  M.D.,  Hempstead,  Chair- 
man 

Gurston  David  Goldin,  M.D.,  New  York 
John  P.  Lambert,  M.D.,  Katonah 
Allison  B.  Landolt,  M.D.,  New  York 

Subcommittee  on  Mental  Retardation 
Jack  Hammond,  M.D.,  Staten  Island,  Chair- 
man 

Metabolic  Diseases 

Arthur  H.  Dube,  M.D.,  Syracuse,  Chairman 
Marshall  Clinton,  M.D.,  Buffalo 
Ann  B.  Wright,  M.D.,  Poughkeepsie 

Physical  Medicine  and  Rehabilitation 

Leo  Dobrin,  M.D.,  Forest  Hills,  Chairman 
Edward  J.  Lorenze,  M.D.,  White  Plains 
Milton  B.  Spiegel,  M.D.,  Brooklyn 

Preventive  Medicine 

Harry  S.  Lichtman,  M.D.,  Brooklyn,  Chair- 
man 

Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Leonard  L.  Heimoff,  M.D.,  Bronx 
Max  B.  Milberg,  M.D.,  Brooklyn 
Howard  B.  Shookhoff,  M.D.,  Bronx 
Bruce  P.  Webster,  M.D.,  New  York 
Harry  Feldman,  M.D.,  Syracuse,  Advisor 

Quackery 

George  M.  Brown,  M.D.,  Huntington,  Chair- 
man 

William  P.  Clark,  M.D.,  Eastchester 
Robert  J.  Collins,  M.D.,  Syracuse 
Glenn  E.  Jones,  M.D.,  Lewiston 
Norton  M.  Luger,  M.D.,  Flushing 
Vincent  M.  Maddi,  M.D.,  Binghamton 
E.  Addis  Munyan,  Jr.,  M.D.,  Lake  Placid 

Rural  Medical  Service 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Alfred  A.  Hartmann,  M.D.,  Malone 
Erich  Hirsch,  M.D.,  Geneva 
Rudolph  F.  Hust,  M.D.,  Unadilla 
Stuart  A.  Winning,  M.D.,  Ogdensburg 


Hugh  M.  McChesney,  M.D.,  Pulaski,  Ad- 
visor 

James  J.  Quinlivan,  M.D.,  Albany,  Advisor 

School  Health 

C.  George  Murdock,  M.D.,  Syracuse,  Chair- 
man 

Robert  H.  Broad,  M.D.,  Ithaca 
Daniel  C.  Fisher,  M.D.,  Clarence  Center 
Hugh  F.  Leahy,  M.D.,  Albany 
Norman  B.  Schell,  M.D.,  Jericho 

Commission  on  Standards  of  Medical  Care 

Committee  on  Ethics 

Committee  on  Hospital  and  Professional 
Relations 

Subcommittee  on  Government  Health 
Centers 

Committee  on  Hospital -Based  Physicians 
Committee  on  Mediation  and  Insurance 
Claims  Review 

Committee  on  Medical  Review 
Committee  on  Nursing 
Committee  on  Utilization  Review 

Waring  Willis,  M.D.,  Bronxville,  Chairman 

Ethics 

Joseph  G.  Zimring,  M.D.,  Long  Beach,  Chair- 
man 

Lester  J.  Candela,  M.D.,  Elmhurst 
Charles  A.  Gwynn,  M.D.,  Syracuse 
Frank  LaGattuta,  M.D.,  Bronx 
Kurt  Rosenberg,  M.D.,  Forest  Hills 

Hospital  and  Professional  Relations 

Bernard  J.  Pisani,  M.D.,  New  York,  Chairman 
John  A.  Billows,  M.D.,  Hempstead 
Rudolph  R.  Del  Giacco,  M.D.,  Albany 
Benjamin  G.  Dinin,  M.D.,  Valhalla 
Joseph  J.  Kaufman,  M.D.,  Newark 
Jason  K.  Moyer,  M.D.,  Binghamton 
Edward  W.  Mullin,  M.D.,  Syracuse 
Edward  C.  Rozek,  M.D.,  Kenmore 
Herbert  J.  Wright,  Jr.,  M.D.,  Schenectady 

Government  Health  Centers  Subcommittee 

Leonard  L.  Heimoff,  M.D.,  Bronx,  Chairman 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
John  E.  Lowry,  M.D.,  Flushing 
Thomas  W.  Mou,  M.D.,  Syracuse 

Hospital -Based  Physicians 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Norman  S.  Blackman,  M.D.,  Brooklyn 
James  M.  Blake,  M.D.,  Schenectady 
Robert  P.  Boudreau,  M.D.,  Syracuse 
Richard  W.  Egan,  M.D.,  Buffalo 
Murray  Elkins,  M.D.,  Howard  Beach 
Francis  B.  Haber,  M.D.,  Elmira 
Edgar  P.  Mannix,  Jr.,  M.D.,  Manhasset 
Irving  M.  Pallin,  M.D.,  Brooklyn 
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Ian  H.  Porter,  M.D.,  Albany 
Victor  J.  Tofany,  M.D.,  Rochester 

Mediation  and  Insurance  Claims  Review 

Carl  Goldmark,  Jr.,  M.D.,  New  York,  Chair- 
man 

Robert  P.  Coolidge,  M.D.,  Schenectady 
Franz  L.  Ebstein,  M.D.,  Forest  Hills 
James  M.  Flanagan,  M.D.,  Newark 
Milton  Gordon,  M.D.,  Huntington 
Elvin  E.  Gottdiener,  M.D.,  Poughkeepsie 
Henry  B.  Marshall,  M.D.,  Elmira 
John  J.  Phelan,  Jr.,  M.D.,  Albany 
Morris  Unher,  M.D.,  Buffalo 

Medical  Review 

Charles  M.  Brane,  M.D.,  Yonkers,  Chairman 
Joel  J.  Brenner,  M.D.,  Rockville  Centre 
Michael  Brusilow,  M.D.,  Albany 
James  N.  Capps,  M.D.,  Syracuse 
Armand  J.  D’Errico,  M.D.,  Gloversville 
George  G.  McCauley,  M.D.,  Ithaca 
John  H.  Morton,  M.D.,  Rochester 
Mortimer  W.  Rodgers,  M.D.,  New  York 
Walter  T.  Zimdahl,  M.D.,  Buffalo 

Nursing 

Douglas  S.  Damrosch,  M.D.,  New  York, 
Chairman 

Frank  Albert  Baumann,  M.D.,  Binghamton 
Lester  J.  Candela,  M.D.,  Elmhurst 
Clarke  T.  Case,  M.D.,  Utica 
Fred  E.  Dexter,  M.D.,  Albany 
Ramsdell  Gurney,  M.D.,  Buffalo 
Ralph  F.  Jacox,  M.D.,  Rochester 
Joel  E.  Mandel,  M.D.,  New  City 
Frank  C.  Nichols,  M.D.,  Sea  Cliff 
Vincent  J.  Tesoriero,  M.D.,  Brooklyn 

Utilization  Review' 

John  A.  Finkbeiner,  M.D.,  New  York,  Chair- 
man 

Leonard  Berman,  M.D.,  Buffalo 
Daniel  Friedman,  M.D.,  Bay  Shore 
James  Q.  Haralambie,  M.D.,  Larchmont 
Phillip  M.  Ikins,  M.D.,  Syracuse 
Charles  H.  Kinley,  M.D.,  Elmira 
Max  E.  Moravec,  M.D.,  Schenectady 
Charles  D.  Sherman,  Jr.,  M.D.,  Rochester 
Francis  A.  Stephens,  M.D.,  Albany 
Mark  A.  Freedman,  M.D.,  New  York,  Ad- 
visor 

Other  Council  Committees 

Archives 

Joseph  A.  Tamerin,  M.D.,  New  York,  Chair- 
man 

Thurman  B.  Givan,  M.D.,  Brooklyn 
Morris  R.  Keen,  M.D.,  Huntington 

Budget  and  Finance 

John  F.  Kelley,  M.D.,  Utica,  Chairman 


John  M.  Galbraith,  M.D.,  Glen  Cove 
John  Edward  Lowry,  M.D.,  Flushing 
Thomas  F.  McCarthy,  M.D.,  Bronx, 
Treasurer 

Albert  M.  Schwartz,  M.D.,  New  York, 
Assistant  Treasurer 
Waring  Willis,  M.D.,  Bronxville 

Constitution  and  Bylaws 

John  E.  Lowry,  M.D.,  Flushing,  Chairman 

Marvin  Brown,  M.D.,  Cleveland 

Leo  S.  Drexler,  M.D.,  Brooklyn 

William  F.  Martin,  Est|.,  New  York,  ex  officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York,  Chairman 
George  Hinder,  M.D.,  New  York,  ex  officio 
Frank  LaGattuta,  M.D.,  Bronx 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
(Committee  personnel  includes  the  chairmen  of 
the  following  subcommittees.) 

Dinner  Subcommittee 

Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Chairman 

John  Lee  Clowe,  M.D.,  Schenectady 
Harold  T.  Golden,  M.D.,  Herkimer 
John  J.  Noonan,  M.D.,  Troy 
William  A.  Schwarz,  M.D.,  Stapleton 
Scientific  Awards  Subcommittee 

P.  Frederic  Metildi,  M.D.,  Rochester,  Chair- 
man 

George  G.  Reader,  M.D.,  New  York 
Scientific  Exhibits  Subcommittee 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chairman 
Francis  P.  Bilello,  M.D.,  Glen  Cove 
Fred  W.  Bush,  M.D.,  Rochester 
Frederick  Lee  Liebolt,  M.D.,  New  York 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Beverly  C.  Smith,  M.D.,  New  York 
Frank  Raymond  Smith,  M.D.,  New  York 
Scientific  Motion  Picture  Subcommittee 
Kenneth  B.  Olson,  M.D.,  Albany,  Chairman 
Lester  L.  Coleman,  M.D.,  New  York 
James  J.  Quinlivan,  M.D.,  Albany 
Scientific  Program  Subcommittee 

Bernard,  J.  Pisani,  M.D.,  New  York,  Chair- 
man 

Vaughan  C.  Mason,  M.D.,  New  York 
P.  Frederic  Metildi,  M.D.,  Rochester 
William  B.  Rawls,  M.D.,  New  York 
Joseph  R.  Wilder,  M.D.,  New  York 
(Subcommittee  personnel  includes  also  chairmen 
of  scientific  sections  and  sessions.) 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York,  Chair- 
man 

Charles  Gwynn,  M.D.,  Syracuse 
John  A.  Lawler,  M.D.,  New  York 

Medicine  and  Religion 

Virgil  J.  Sager,  M.D.,  Schenectady 
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Stuart  A.  Winning,  M.D.,  Ogdensburg 
Rev.  Charles  Bachmann,  Director,  Buffalo, 
Advisor 

Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 

George  Hinder,  M.D.,  New  York,  Chairman 
G.  Rehmi  Denton,  M.D.,  Albany 
Robert  Schwinger,  M.D.,  Forest  Hills 
Stanley  Stark,  M.D.,  Brooklyn 

Interspecialty  Committee 

Frank  J.  Fragala,  M.D.,  White  Plains 
Kenneth  A.  Kelley,  Jr.,  M.D.,  Buffalo 
Bernard  Kronenberg,  M.D.,  New  York 
John  P.  Lambert,  M.D.,  Katonah 
Herbert  Lansky,  M.D.,  North  Tonawanda 
George  Liberman,  M.D.,  Brooklyn 
Samuel  Madell,  M.D.,  New  York 
Perrin  B.  Snyder,  M.D.,  New  York 
John  R.  Williams,  M.D.,  Rochester 

Research  and  Planning 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Chair- 
man 

Waring  Willis,  M.D.,  Bronxville,  Vice-Chair- 
man 

James  M.  Blake,  M.D.,  Schenectady 
G.  Rehmi  Denton,  M.D.,  Albany 
Robert  E.  Good,  M.D.,  Elmira 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Clyde  L.  Randall,  M.D.,  Buffalo 
Robert  E.  Westlake,  M.D.,  Syracuse 

Special  Committees 

Our  Building 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 
Irving  L.  Ershler,  M.D.,  Syracuse 
John  M.  Galbraith,  M.D.,  Glen  Cove 
George  Himler,  M.D.,  New  York 
John  E.  Lowry,  M.D.,  Flushing 

Education  Law  Revision 

Walter  Scott  Walls,  M.D.,  Buffalo,  Chairman 
Robert  B.  King,  M.D.,  Syracuse 
Francis  A.  Stephens,  M.D.,  Albany 
Victor  J.  Tofany,  M.D.,  Rochester 
Donald  C.  Walker,  M.D.,  Albany 

Osteopathy 

Samuel  Wagreich,  M.D.,  Bronx,  Chairman 
Sol  Axelrad,  M.D.,  Woodhaven 
Lee  Gillette,  M.D.,  New  York 
John  W.  Latcher,  M.D.,  Oneonta 
John  H.  Wadsworth,  M.D.,  Cobleskill 

Proposed  Universal  Health  Insurance  Law 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Eli  A.  Leven,  M.D.,  Rochester 
Robert  E.  Westlake,  M.D.,  Syracuse 


Advisory  To  The  New  York  State  Medical 
Assistants  Association 
Irving  M.  Pallin,  M.D.,  Brooklyn,  Chairman 
Walter  F.  Harrison,  Jr.,  M.D.,  Glens  Falls 
Edward  C.  Rozek,  M.D.,  Buffalo 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Standing  Committees 

House  Committee  on  Constitution  and 
Bylaws 

Carl  Goldmark,  Jr.,  M.D.,  New  York,  Chair- 
man 

George  L.  Collins,  Jr.,  M.D.,  Buffalo 
Irving  L.  Ershler,  M.D.,  Syracuse 
Gerald  L.  Glaser,  M.D.,  Rochester 
Milton  J.  Greenberg,  M.D.,  Hudson  Falls 
Robert  E.  Healy,  M.D.,  Mt.  Kisco 
Swen  L.  Larson,  M.D.,  Elmira 
Raymond  F.  Smith,  M.D.,  Garden  City 
Francis  A.  Stephens,  M.D.,  Albany 
William  F.  Martin,  Esq.,  New  York,  ex  officio 
George  Himler,  M.D.,  New  York,  ex  officio 
John  H.  Carter,  M.D.,  Albany,  ex  officio 

Executive  Committee  of  the  Council 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
Chairman 

Walter  Scott  Walls,  M.D.,  Buffalo 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 
Edward  C.  Hughes,  M.D.,  Syracuse 
Edward  Siegel,  M.D.,  Plattsburgh 

Judicial  Council 

William  P.  Reed,  M.D.,  Larchmont,  Chairman 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
Thomas  M.  D’Angelo,  M.D.,  Flushing 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Theodore  J.  Prowda,  M.D.,  Sherrill 

Malpractice  Insurance  and  Defense  Board 

Arthur  J.  Mannix,  Jr.,  M.D.,  New  Rochelle, 
Chairman 

Frank  Hart  Peters,  M.D.,  New  York 
John  J.  Della  Porta,  M.D.,  Rochester 
Thomas  M.  D’Angelo,  M.D.,  Flushing 
David  Kershner,  M.D.,  Brooklyn 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
Raymond  S.  McKeeby,  M.D.,  Binghamton 
Carl  Goldmark,  Jr.,  M.D.,  New  York,  ex 
officio 

William  F.  Martin,  Esq.,  New  York,  ex  officio 
Thomas  F.  McCarthy,  M.D.,  Bronx,  ex  officio 
Frank  W.  Appleton,  New  York,  Executive 
Secretary 

Nominating  Committee 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
men, Fifth  District  Branch 
Warren  A.  Lapp,  M.D.,  Brooklyn,  First 
District  Branch 
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Milton  Gordon,  M.D.,  Huntington,  Second 
District  Branch 

Orville  L.  Henderson,  M.D.,  Troy,  Third 
District  Branch 

Francis  X.  Dever,  M.D.,  (liens  Falls,  Fourth 
District  Branch 

Paul  M.  DeLuca,  M.D.,  Endicott,  Sixth 
District  Branch 

Lynn  R.  Callin,  M.D.,  Rochester,  Seventh 
District  Branch 

Kenneth  H.  Eckhert,  M.D.,  Buffalo,  Eighth 
District  Branch 

Reid  R.  Heffner,  M.D.,  New  Rochelle,  Ninth 
District  Branch 

Milton  Helpern,  M.D.,  New  York,  At  Large 

John  E.  Lowry,  M.D.,  Flushing,  At  Large 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 

Paul  A.  Bunn,  M.D.,  Syracuse 

J.  Edward  Hall,  M.D.,  Brooklyn 

Ad  Hoc  Committees 

Ad  Hoc  Committee  to  Study  the  Problem  of 
Residents  Licensed  to  Practice  Medi- 
cine in  New  York  State  and  the  Collec- 
tion of  Fees  in  Workmen’s  Compensa- 
tion Cases  and  Under  the  Blue  Shields 
Plans 

Bernard  J.  Pisani,  M.D.,  New  York,  Chairman 

Robert  E.  Westlake,  M.D.,  Syracuse 

John  H.  Carter,  M.D.,  Albany 

Ad  Hoc  Liaison  Committee  with  Deans  of 
Medical  Schools  and  Directors  of 
Regional  Medical  Programs 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Marvin  L.  Bloom,  M.D.,  Buffalo 


Lewis  W.  Bluemle,  M.D.,  Syracuse 
John  E.  Dietrick,  M.D.,  New  York 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Edmund  D.  Pellegrino,  M.D.,  Stony  Brook 
Franklyn  B.  Amos,  M.D.,  Albany,  Advisor 
Norman  S.  Moore,  M.D.,  Ithaca,  Advisor 

Ad  Hoc  Committee  on  Peer  Review  Mecha- 
nism 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Charles  M.  Brane,  M.D.,  Yonkers 
Paul  A.  Bunn,  M.D.,  Syracuse 
Lynn  R.  Callin,  M.D.,  Rochester 
Richard  D.  Eberle,  M.D.,  Syracuse 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
William  A.  Schwarz,  M.D.,  Stapleton 
Edward  Siegel,  M.D.,  Plattsburgh 
Lester  T.  Tuchman,  M.D.,  New  York 

Trustees  Committees 

Investment  Committee 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

John  F.  Kelley,  M.D.,  Utica 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 

War  Memorial  Committee 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx, 
Chairman 

James  M.  Blake,  M.D.,  Schenectady 
Edward  C.  Hughes,  M.D.,  Syracuse 

New  York  State  Association  of  the  Pro- 
fessions 

(Three  representatives  elected  annually  by  the 
Council  at  its  meeting  in  term.) 

Henry  I.  Fineberg,  M.D.,  New  York 
William  L.  Wheeler,  M.D.,  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
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Louis  Stephan  Bardoly,  M.D.,  of  North 
Miami  Beach,  Florida,  formerly  of  Mineola, 
died  on  May  22  at  the  age  of  seventy-five. 
Dr.  Bardoly  received  his  medical  degree  from 
the  University  of  Budapest  in  1917.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Edward  Stanley  GrafF,  M.D.,  of  Delmar, 
died  on  May  23  at  the  age  of  sixty-five.  Dr. 
GrafF  graduated  in  1930  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lewis  Arthur  Gould,  M.D.,  of  Interlaken, 
died  on  May  10  at  the  age  of  eighty-one.  Dr. 
Gould  graduated  in  1908  from  Cornell  Uni- 
versity Medical  College.  Retired  in  1958,  he 
was  a past  president  of  the  Seneca  County  Med- 
ical Society  and  also  a member  of  the  Medical 
Society  of  the  State  of  NewYork  and  the  Ameri- 
can Medical  Association. 

Thomas  J.  G.  Hogan,  M.D.,  of  Manhasset, 
died  on  December  9,  1968,  at  the  age  of  eighty- 
seven.  Dr.  Hogan  graduated  in  1907  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  American  Psychiatric 
Association. 

Milton  Oren  Houghton,  M.D.,  of  Ran- 
dolph, died  on  April  28  at  the  age  of  seventy- 
six.  Dr.  Houghton  graduated  in  1915  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Academy 
of  General  Practice,  the  Cattaraugus  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bertram  S.  Levinson,  M.D.,  of  Syracuse, 
died  on  April  23  at  the  age  of  sixty-five.  Dr. 
Levinson  graduated  in  1926  from  Syracuse 
University  College  of  Medicine.  He  was  an 
associate  attending  physician  at  Community- 
General  Hospital  of  Greater  Syracuse  and 
State  University  Hospital  of  the  Upstate 
Medical  Center.  Dr.  Levinson  was  a member  of 
the  Syracuse  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Konrad  Manasse,  M.D.,  of  Elmont,  died  on 
March  4 at  the  age  of  sixty-five.  Dr.  Manasse 
received  his  medical  degree  from  the  University 
of  Berlin  in  1932.  He  was  an  attending  physi- 
cian at  Deepdale  General  Hospital.  Dr.  Ma- 
nasse was  a member  of  the  American  Academy 
of  General  Practice,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Robin  Markham,  M.D.,  of  Hyde  Park  and 
Beacon,  died  on  May  16  at  the  age  of  fifty- 
one.  Dr.  Markham  graduated  in  1953  from  the 
University  of  St.  Andrews  Conjoint  Medical 
School,  St.  Andrews  and  Dundee.  He  was  a 
member  of  the  American  Psychiatric  Associ- 
ation, the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Miller,  M.D.,  of  Yonkers,  died  on 
April  29  at  the  age  of  sixty-three.  Dr.  Miller 
received  his  medical  degree  from  the  Uni- 
versity of  Zurich  in  1937.  He  was  an  adjunct 
physician  in  pulmonary  disease  at  Montefiore 
Hospital  and  Medical  Center,  an  associate 
attending  physician  at  St.  Joseph’s  Hospital 
and  an  attending  physician  at  St.  Joseph’s 
Hospital  Outpatient  Department.  Dr.  Miller 
was  a member  of  the  American  Thoracic  Soci- 
ety, the  American  Geriatrics  Society,  the  West- 
chester Academy  of  Medicine,  the  New  York 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Astor  Petruzzi,  M.D.,  of  Bronx- 
ville,  died  on  April  29  at  the  age  of  sixty-seven. 
Dr.  Petruzzi  graduated  in  1927  from  Yale  Uni- 
versity School  of  Medicine.  He  was  an  associ- 
ate attending  otorhinolaryngologic  surgeon  at 
Manhattan  Eye,  Ear  and  Throat  Hospital  and 
an  associate  director  of  otorhinolaryngology  at 
Lawrence  Hospital.  Dr.  Petruzzi  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Angiology, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the 
American  Geriatrics  Society,  the  Westchester 
Academy  of  Medicine,  the  New  York  Academy 
of  Medicine,  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Wilfred  Flavio  Ruggiero,  M.I).,  of  New 

York  City,  died  on  May  28  at  the  age  of  sixty- 
two.  Dr.  Ruggiero  graduated  in  1932  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  an  attending  surgeon  at  Flower 
and  Fifth  Avenue  Hospitals  and  Bird  S.  Coler 
Memorial  Hospital  and  Home  and  chief  of  the 
surgical  service  at  Metropolitan  Hospital.  Dr. 
Ruggiero  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  for  the  Surgery  of  Trauma, 
the  New  York  Academy  of  Medicine,  the  New 
York  Society  for  Cardiovascular  Surgery,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Jerome  Schanno,  M.D.,  of  Hunting- 
ton  Bay,  died  on  May  22  at  the  age  of  seventy. 
Dr.  Schanno  graduated  in  1923  from  George- 
town University  School  of  Medicine.  He  was 
an  honorary  affiliate  of  the  medical  staff  at  Mary 
Immaculate  Hospital.  Dr.  Schanno  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Walter  H.  E.  Schmitt,  M.D.,  of  Lyme, 
Connecticut,  formerly  of  Brooklyn,  died  on 
June  2 in  his  eighty-fifth  year.  Dr.  Schmitt 
graduated  in  1930  from  Long  Island  College 
Hospital.  He  was  an  emeritus  surgeon  at 
John’s  Episcopal  Hospital.  Dr.  Schmitt  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Grace  J.  Shaver,  M.D.,  of  Elma,  died  on 
March  12  at  the  age  of  eighty-two.  Dr. 
Shaver  graduated  in  1915  from  the  University 
of  Buffalo  School  of  Medicine.  She  was  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  R.  Siegel,  M.D.,  of  Harrison,  died  on 
April  23  at  the  age  of  forty-four.  Dr.  Siegel 
received  his  medical  degree  from  the  University 
of  Geneva  in  1962.  He  was  an  assistant  attend- 
ing ophthalmologist  at  White  Plains  Hospital 
Association  and  St.  Agnes  Hospital.  Dr.  Siegel 
was  a member  of  the  American  Ophthalmological 
Society,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associ- 
ation. 

Louis  Joseph  Sirica,  M.D.,  of  Long  Island 
City,  died  on  December  20,  1968,  at  the  age 
of  sixty-one.  Dr.  Sirica  received  his  medical 
degree  from  the  University  of  Bologna  in  1938. 
He  was  an  attending  physician  on  the  general 
practice  medical  staff  at  Astoria  General  Hospi- 
tal. Dr.  Sirica  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Julius  Turkewitz,  M.D.,  of  The  Bronx, 
died  on  March  31  at  the  age  of  sixty-one.  Dr. 
Turkewitz  graduated  in  1937  from  the  Uni- 
versity of  Montreal  Faculty  of  Medicine.  He 
was  an  adjunct  in  obstetrics  (off  service)  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Turke- 
witz was  a member  of  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

John  Joseph  Webster,  M.D.,  of  Scarsdale, 
died  on  May  30  at  the  age  of  fifty-seven.  Dr. 
Webster  graduated  in  1935  from  Jefferson  Medi- 
cal College  of  Philadelphia.  He  was  an  assistant 
attending  cardiologist  at  New  York  Polyclinic 
Hospital  and  New  York  Polyclinic  Hospital 
Outpatient  Department.  Dr.  Webster  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Cardiology,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Laurence  Weinstock,  M.D.,  of  New 

York  City,  died  on  May  23  at  the  age  of  sixty- 
two.  Dr.  Weinstock  graduated  in  1929  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  medical  director  of  the  United 
States  Life  Insurance  Company.  Dr.  Weinstock 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Associ- 
ation. 

Michal  Zawadzki,  M.D.,  of  Helmuth,  died 
on  October  29,  1968,  at  the  age  of  sixty-two. 
Dr.  Zawadzki  received  his  medical  degree 
from  the  University  of  Warsaw  in  1937.  He 
was  a senior  psychiatrist  at  Gowanda  State 
Hospital. 
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TB  is  still 
around. 


$ 


In  1967  almost  45,000  new  active 
cases  were  reported.  Isn't  that  a good 
reason  to  make  tuberculin  testing  with 
the  white  LEDERTINE,W  Applicator  a 
routine  part  of  your  physical  exami* 
nations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


Appetite  suppressants 

Tepanil  (National  Drug  Company) 3rd  cover 

Disposable  parenteral  medication  systems 

Tubex  (Wyeth  Laboratories) 2069,  2070 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1976-1977 

Diagnostic  aids 

Histoplasmin  Tine  Test  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) .' 1963 

Tuberculin  Tine  Test  (Lederle  Labs.,  Div.  Amer. 
Cyanamid  Co.) 2065 

Hematinics 

Fergon  (Breon  Laboratories) 1981 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 1970-1971,  1972 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 1960-1961, 1962 

Oral  analgesics,  non-narcotic 

Ponstel  (Parke,  Davis  & Company) 1964-1965 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 1959 

Topical  antibiotics 

AVC  (National  Drug  Company) 1967 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover,  1951 

Urinary  antiseptic  antispasmotics 

Urised  (Conal  Pharmaceuticals  Inc.) 1978 

Vaginal  hygiene 

Stomaseptine  (Harcliffe  Laboratories) 1975 


“ According  to  this  book,  you're  not  supposed  to 
\ talk  to  me  like  that  until  you're  thirteen." 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  astum*  responsibility  for  eppolnt- 
msnb,  patients,  rscords,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  ate.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  bean  training  In  these  Raids  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Plecement  Service. 

Mandl  School 854  V«  a fuu 0019 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-S774 
EST.  1924-  Licensed  by  the  State  of  New  York 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


RADIOLOGIST:  TO  JOIN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


OBS-GYN,  BOARD  CERTIFIED  OR  QUALIFIED, 
wanted  to  join  very  busy  2-man  Ob-Gyn  partnership 
located  in  beautiful  Finger  Lakes  region  of  New  York  State. 
Large  surgical  and  referral  practice  in  population  area  of 
approx.  125,000.  Short  distance  from  Cornell,  Syracuse, 
Rochester.  Salary  negotiable  first  year  with  rapid  progres- 
sion to  full  partner.  Box  797,  % NYSJM. 


OCCUPATIONAL  PHYSICIAN.  POSITION  AVAIL- 
able  in  large  manufacturing  plant  located  mid  New  York 
State  for  an  applicant  certified  in  internal  medicine  or 
well-trained  and  experienced  in  this  field.  Position  offers 
a challenge  to  a well-motivated  individual  interested  in 
health  evaluation  and  preventive  medicine.  Join  3 full- 
time physicians  in  a busy,  modem  clinic;  hours  are  reg- 
ular, salary  is  liberal,  benefits  are  excellent;  an  equal  op- 
portunity employer.  Box  810,  % NYSJM. 


URGENTLY  NEEDED.  GENERAL  PRACTITIONER, 
Long  Lake,  N.  Y.,  central  Adirondacks.  Resort  area. 
Excellent  central  school.  Ambulance  service.  Office 
available  at  present.  Attractive,  guaranteed  annual 
salary  as  Town  Health  Officer,  plus  income  from  private 
practice.  Near  modern  hospital.  Write:  Medical  Pro- 

curement Committee,  Box  83,  Long  Lake,  N.Y.  12847. 


WHITEHALL,  N.Y.,  WASHINGTON  COUNTY.  GEN- 
eral  practitioner.  Contact:  Supervisor  Frank  Martucci, 

6 Mountain  St.,  Whitehall,  N.Y. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 

general  practice  suburban  area  of  New  York.  Salary 
first,  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  license  necessary. 
Box  824,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  teaching  institution  in  North  New  Jersey.  Box  823, 
% NYSJM. 


ANESTHESIOLOGIST,  TRAINED  OR  BOARD  ELIG- 
ible.  New  York  City  metropolitan  area.  New  York 
license.  Group  practice;  early  partnership.  Income 
negotiable.  Box  826,  % NYSJM. 


PHYSICIANS  WANTED— CONT'D 


MEDICAL  DIRECTOR  STUDENT  HEALTH  CENTER 
on  college  campus.  College  strategically  located  in 
metropolitan  area:  6,500  undergraduate  student  population 
includes  2,000  students  living  on  campus.  Previous  ex- 
perience in  college  health  preferred.  Salary  $19,130-$21,600 
plus  health  insurance  and  retirment  benefits  paid  by  the 
State  of  New  York.  For  further  information  write  to: 
Dr.  Charles  P.  LaMorte,  Vice  President  of  Student  Affairs, 
State  University  College,  1300  Elmwood  Ave.,  Buffalo, 
N.Y.  14222. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  BOARD 
certified,  wanted  for  part  time  work  in  voluntary  hospital 
in  N.Y.C.  evenings  or  weekends.  Box  827,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN.  GROUP  DESIRES 
additional  physician.  Full  time  responsibilities;  no  private 
practice  allowed.  Fee-for-service  billing  with  $25,000 
minimum  annual  guarantee;  large,  new  physical  facility 
with  rapidly  expanding  patient  load;  thriving  industrial 
city  with  excellent  schools  and  residential  areas.  New 
York  State  license  required.  A.  J.  Graziani,  M.D.,  St. 
Mary’s  Hospital,  Rochester,  New  York.  (716)  328-3300. 


PEDIATRICIAN,  BOARD  ELIGIBLE  OR  CERTIFIED, 
to  join  with  young,  established  FAAP  in  a beautiful,  rapidly 
growing  suburban  community,  hour  from  N.Y.C. 

High  salary  first  year  leading  to  very  early  partnership. 
Please  include  curriculum  vitae  in  reply.  Box  830,  % 
NYSJM. 


WORK  WITH  AN  EFFECTIVE  METHOD  OF  TREAT- 
ing  those  patients  whose  presenting  complaints  are  of 
psychosomatic  origin.  Wanted,  a physician  who  enjoys 
working  with  people  and  is  general  practice  orientated. 
Offered,  association  with  a thriving  medical  partnership 
offers  guaranteed  employment  with  handsome  remunera- 
tion and  many  other  benefits  to  the  right  physician. 
Phone  (516)  248-1035. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 

5-2943. 


BUY 

SAVINGS  BONDS 
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PRACTICES  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Fight  mi U\m  south  of  I. os  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


SURGICAL-GENERAL  PRACTICE.  SUBURBAN 
northern  New  Jersey  for  sale.  Reply  Box  f246.  Convent 
Station,  New  Jersey  07961. 


86TH  ST.,  COR:  W.  7TH  ST.,  BROOKLYN,  4 ROOM 

ground  floor  apartment  plus  basement  space  suitable  for 
X-ray,  opposite  Marlboro  Housing  Project.  Lucrative 
area.  Dentist-owner,  2nd  floor,  established  12  yrs.  ES 
2-0853. 


DOCTOR’S  OFFICE  AVAILABLE.  APPROXIMATELY 
600  sq.  ft.  luxury  building,  Lincoln  'Powers  (Lincoln  Cen- 
ter area).  Completely  partitioned  into  waiting  room, 
examining  room.  X-ray  room,  laboratory  and  consultation 
rooms.  Wall-to-wall  carpeting,  air  cond.  Ideal  for 
l>ediatrician,  podiatrist,  or  dentist.  Contact  Walter 
Taub,  M.D..  (212)  TR  3-3355. 


MEDICAL  PRACTICES.  NEW  YORK.  FLORIDA, 
California,  etc.  let  us  sell  your  GP  or  specialty  practice 
and  help  you  relocate  anywhere.  For  information  contact 
Professional  Practice  Sales,  Two  Penn  Plaza,  Suite  1500, 
New  York  City.  (212)  947-3013.  Nationwide  clearing 
house  for  selling  medical  practices.  Also,  consulting  serv- 
ices available.  All  inquiries  confidential. 


200  CENTRAL  PARK  SOUTH.  1375  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


G.P.  RETIRING  THIS  FALL.  FULLY  EQUIPPED 
office  is  separate  part  of  modem  home  in  village  in  Del- 
aware County,  N.Y.  Modern  hospital  and  all  sports, 
including  skiing,  golf,  fishing,  tennis,  hunting,  and  park 
pool  within  3 minutes  drive.  Priced  at  value  of  the  home. 
Box  829,  % NYSJM. 


FOR  SALE:  RETIRING  DOCTOR’S  3 STORY  HOME 

and  6 room  office  suite  with  or  without  equipment.  Choice 
location  facing  Prospect  Park,  Brooklyn.  Box  816,  % 
NYSJM. 


WEST  86  ST.  SEPARATE  3 ROOM  FURNISHED 
office  formerly  N-P.  Share  waiting  room  with  internist 
and  dentist.  Low  rental.  SU  7-4545. 


FOR  SALE:  GENERAL  PRACTICE,  ESTABLISHED 

1941.  Substantial  income;  excellent  office  facilities. 

Teaching  center.  Upstate  New  York.  Would  introduce  to  -- 

practice.  Box  828,  % NYSJM  POSITIONS  WANTED 


Spectacles  man  imtkopucep 

UNTIL  1300.  8EF0R£ 

THAT  TIME,  MILLIONS 
OF  PEOPLE  LI VEP  OUT 
THEIR  LIVES  NEVER 
eElNGABLf  T0S6E 

mouNtains,cuxips 
OR  STAR?.  BENJAMIN  FRANKLIN 

INVENTED  BIFOCAL  LENSES  IN  1764! 

000 

For  free  information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

79  MADISON  AVENUE 
NEW  YORK,  N.Y.  10011 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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One  of  the  very  best  ways  you  can  get 
a new  baby  started  in  life  is  by  buying 
him  or  her  a U.S.  Savings  Bond.  And 
once  you’re  started,  keep  on  with  it.  As 
the  baby  grows,  the  Bonds  you  keep 
buying  will  grow,  too.  When  the  baby 
is  ready  for  college,  the  Bonds  will  be 
ready  to  help  pay  for  college. 


held  to  maturity  — and  Freedom  Shares 
(sold  in  combination  with  E Bonds) 
pay  a full  5%.  The  extra  interest  will 
be  added  as  a bonus  at  maturity. 

And  now  you  can  buy  the  Bond/ 
Freedom  Share  combination  any  time 
— no  monthly  commitment  necessary. 
Get  the  facts  where  you  work  or  bank. 


NOW  — Higher  Rates! 

Savings  Bonds  now  pay  4.25%  when 


The  U.S.  Government  does  not  pay  for  this 
advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury 
Department  and  The  Advertising  Council. 


U.S.  Savings  Bonds, 
new  Freedom  Shares 
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>ne  of  these  disposables  comes  prefilled, 
s unit  dose  - in  nonreactive  glass 
artridge  - is  premeasured, 
he  cartridge  is  clearly  labeled: 
rug  name,  strength,  control  number, 
ven  expiration  date  where  appropriate. 

'ou’re  more  confident  that  the  patient  gets. . 


just  what  the  doctor  ordered 

with  the  Tubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tu 
sterile  cartridge-needle  units.*  No  multi-dose  vials  t 
bother  with;  no  unlabeled  syringes  to  cause  confusi  1 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can't  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tub; 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 
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NEW  YORK  CITY  AREA 


During  July  and  August  it  has  been  the  policy  of  the  editorial 
staff  of  WHAT  GOES  ON  to  publish  as  many  Fall  courses 
as  have  been  received  by  press  time.  Therefore,  this  issue 
will  be  devoted  to  these  courses. 


September  3,  1969  / September  26,  1969 

1 : 00-4:  00  p.m.,  Wednesdays  & Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

INTEGRATION  OF  CONTEMPORARY 
INTERNAL  MEDICINE  AT  THE  BEDSIDE 

STANLEY  G.  SECKLER,  M.D. 

IRVING  CHAPMAN,  M.D. 

GERTRUDE  OXENBERG,  M.D. 

City  Hospital  Center  at  Elmhurst 

FEE:  $25  CREDIT:  C-l 


September  10,  1969  / December  24,  1969 

5:00-6:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

NEUROCHEMISTRY 

GERARD  M.  LEHRER,  M.D. 

HOWARD  S.  MAKER,  M.D. 

GEORGE  SIEGEL,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $300 


September  15,  1969  / January  29,  1970 

9 : 00  a.m.-l  2 : 00  noon,  Mondays  & Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

INTRODUCTION  TO  GROUP 
PSYCHOTHERAPY  FOR  GRADUATE 
PSYCHIATRISTS 

AARON  STEIN,  M.D.  AND  STAFF 
Mount  Sinai  School  of  Medicine 

FEE:  $50 


September  15,  1969  / for  16  weeks 

6:00-9:00  p.m.,  Mondays  & Wednesdays 

*New  York  Polyclinic  Medical  School 

345  West  50th  Street 


NURSING  HOME  ADMINISTRATION 

FEE:  $300 


September  16,  1969  / for  16  weeks 

6:00-8:00  p.m.,  Tuesdays 

*New  York  Polyclinic  Medical  School 
ENVIRONMENTAL  SANITATION 

FEE:  $100 


September  18,  1969  / for  16  weeks 

6:00-8:00  p.m.,  Thursdays 

*New  York  Polyclinic  Medical  School 
FRONTIERS  OF  GERIATRICS 

FEE:  $100 


September  19,  1969  / for  16  weeks 

6:00-8:00  p.m.,  Fridays 

*New  York  Polyclinic  Medical  School 

SEMINAR  IN  NURSING  HOME 
ADMINISTRATION 

FEE:  $100 

* In  cooperation  with  the  Faculty  of  the  Wagner  College 
Program  in  Hospital  Administration 

Advance  registration  requested. 


September  25,  1969  / September  27,  1969 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 
9:00  a.m.-noon,  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

THE  VESTIBULAR  SYSTEM  IN 
OTOLOGIC  DIAGNOSIS 

FRANCIS  M.  FODOR,  M.D. 

KENNETH  H.  BROOKLER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


September  29,  1969  / January  30,  1970 

New  York  Polyclinic  Medical  School 

345  West  50th  Street 
A Unique  Course 

CANCER  PREVENTION,  DIAGNOSIS 
AND  THERAPY 

(Primarily  intended  for  General  Practitioners) 

NO  FEE  CREDIT:  C-l 
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October  2,  1969  / October  4,  1969 

The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

SYMPOSIUM  ON  PORTAL 
HYPERTENSION 

CARROLL  M.  LEEVY,  M.D. 

New  Jersey  College  of  Medicine 


October  2,  1969  & October  3,  1969 

9:00  o.m.-5 : 00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

COMPUTER  ANALYSIS  OF  THE 
ELECTROCARDIOGRAM  AND 
VECTORCARDIOGRAM 

LEON  PORDY,  M.D.,  HARRY  L JAFFE,  M.D. 

KENNETH  CHESKY,  M.D.,  CHARLES  K.  FRIEDBERT,  M.D. 
Guest  Lecturers 

Mount  Sinai  School  of  Medicine 
FEE:  $60 


October  6,  1969  / January  23,  1969 

9:00  a.m.-4:00  p.m.,  Monday-Friday 

New  York  Polyclinic  Medical  School 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM  IN 
PREPARATION  FOR  ECFMG  AND 
STATE  BOARD  EXAMINATIONS 

FEE:  $450  plus  $25  registration  fee 

Registration  before  September  15,  1969 


October  8,  1969  / November  26,  1969 

2:00-3:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

OPHTHALMOLOGY— MANAGEMENT  OF 
THE  LOW  VISION  PATIENT 

ALAN  H.  BARNERT,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $80 


October  13,  1969  / for  20  weeks 

8:30-10:00  p.m.,  Mondays 

The  Roosevelt  Hospital,  Department  of 
Psychiatry 

428  West  59th  Street 

PSYCHIATRY  IN  GENERAL  PRACTICE 


Registration  may  be  made  by  letter  to  the  Department 
of  Psychiatry,  the  Roosevelt  Hospital,  at  the  above 
address.  Attention  of  Edward  Klofh,  M.D. 

NO  FEE  CREDIT:  C-l 


October  13,  1969  / October  18,  1969 

The  Memorial  Hospital  and  Sloan-Kettering 
Institute  for  Cancer  Research 

444  East  68th  Street 

CANCER  CHEMOTHERAPY 

FEE:  $100 

Enrollment  is  limited.  Requests  for  application  forms 
should  be  oddressed  to:  David  A.  Karnofsky,  M.D., 

Memorial  Hospital,  at  the  above  address. 


October  17,  1969  / October  19,  1969 

Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  The  Department  of  Foren- 
sic Medicine  of  N.Y.U.,  The  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health 
520  First  Avenue 

SEVENTH  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

Directed  by:  MILTON  HELPERN,  M.D.,  Chief  Medical 

Examiner  of  the  City  of  New  York 

NO  FEE  CREDIT:  C-l 


October  23,  1969  / October  25,  1969 

The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
1 06  Central  Park  South 

EXCITED-SINGLET-OXYGEN 

MOLECULES 

ANTHONY  M.  TROZZOLO,  Ph.D. 

Bell  Telephone  Laboratories 


THURSDAY,  OCTOBER  23 

New  York  State  Action  for  Clean  Air  Com- 
mittee N.Y.U.  Medical  Center,  Bristol  Labora- 
tories and  the  Queensboro  Tuberculosis  and 
Health  Association 

550  First  Avenue 
Fifth  Annual  Symposium 

AIR  POLLUTION  AND  RESPIRATORY 
DISEASE 

For  further  information:  New  York  State  Action  for 

Clean  Air  Committee,  105  East  22nd  Street,  New  York, 
N.  Y.  10010.  Tel:  (212)  677-1850;  or  41  State 
Street,  Albany,  N.  Y.  12207.  Tel.  (518)  474-6871. 
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October  29,  1969  / October  3 1,  1969 

N.Y.U.  School  of  Medicine,  Departments  of 
Dermatology  and  Pharmacology 

Alumni  Hall 
550  First  Avenue 

Symposium  on 

PHARMACOLOGY  OF  SELECTED  DRUGS 
USED  IN  DERMATOLOGY:  PRINCIPLES 

OF  ACTION  AND  USES 

Wednesday  Morning 

GENERAL  PRINCIPLES  OF 
DRUG  ACTION 

1.  Absorption,  Distribution  and  Excretion 
of  Drugs 

VICTOR  H.  COHN,  Ph.D. 

George  Washington  University 

2.  General  Pathways  of  Drug  Metabolism 

H.  GEORGE  MANDEL,  Ph.D. 

George  Washington  University 

3.  Specialized  Pathways  of  Drug  Metab- 
olism 

VINCENT  G.  ZANNONI,  Ph.D. 

4.  Drug — Drug  Interactions 

JEROME  L.  SHUPACK,  M.D. 

5.  Panel  Discussion 

(with  audience  participation) 

The  Above  Speakers 

Wednesday  Afternoon 

FACTORS  IN  DRUG  RESPONSIVENESS 

1.  Hereditary  Factors  in  Drug  Response 

BERT  N.  La  DU,  Jr.,  M.D. 

2.  Environmental  Factors  in  Drug  Re- 
sponse 

ALLAN  H.  CONNEY,  Ph.D. 

3.  Influence  of  the  Circadian  and  other 
Rhythms  on  Drug  Response 

The  Wellcome  Research  Laboratories 
FRANZ  HALBERG,  M.D. 

University  of  Minnesota 

4.  Panel  Discussion 

The  above  speakers 
4 : 00  p.m. 

The  Howard  Fox  Lecture 

RECENT  STUDIES  IN  SPECIES  DIFFER- 
ENCES IN  DRUG  METABOLISM 

PROF.  R.  TECWYN  WILLIAMS 
University  of  London,  England 

Thursday  Morning 

PERCUTANEOUS  ABSORPTION 


1.  The  Epidermal  Barrier:  Factors  In- 

fluencing and  Techniques  Used  in 
Measuring  Percutaneous  Absorption 

RICHARD  B.  STOUGHTON,  M.D. 

Scripts  Clinic  and  Research  Foundation 

2.  Electron  Microscopic  Studies  on  Trans- 
epidermal  Absorption  in  Man  Using 
Mercury  as  a Model 

INGA  SILBERBERG,  M.D. 

3.  Solvent  Systems  Influencing  Water 
Permeability  and  Penetration  of  Topi- 
cal Agents 

LEONARD  J.  VINSON,  Ph.D. 

4.  Systemic  Toxicity  Caused  by  Per- 
cutaneous Absorption  of  Topical 
Agents 

FRANCES  PASCHER,  M.D. 

5.  Panel  Discussion 

With  above  speakers 
Thursday  Afternoon 

NEW  DRUGS 

1.  New  Drugs  and  Drug  Safety 

JOHN  J.  BURNS,  M.D. 

Cornell  University  Medical  College 

2.  Pharmacology  and  Uses  of  Topically 
Applied  Vitamin  A Acid 

PHILLIP  FROST,  M.D. 

University  of  Miami  School  of  Medicine 

3.  Topical  Steroids:  Relationship  of  Pene- 
tration to  Action 

HOWARD  I.  MAIBACH,  M.D. 

University  of  California,  San  Francisco 

4.  Current  Status  of  Anti-Androgens 

PETER  E.  POCHI,  M.D. 

Boston  University  Medical  Center 

5.  Panel  Discussion 

With  above  speakers 
Friday  Morning 

CYTOTOXIC  AND  IMMUNOSUPPRESSIVE 
DRUGS 

1.  Some  New  Concepts  in  the  Develop- 
ment of  Inhibitors  of  Cellular  Prolifera- 
tion 

ROBERT  E.  HANDSCHUMACHER,  M.D. 

Yale  University  School  of  Medicine 

2.  Diverse  Roles  of  Immunosuppression 
in  Dermatologic  Disease 

EUGENE  J.  VAN  SCOTT,  M.D. 

Temple  University  School  of  Medicine 

3.  Action  of  Topically  Applied  Cytotoxic 
Agents 

DONALD  S.  WALDORF,  M.D. 
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4.  Chromosomal  Changes  Attributable  to 
Drugs 

KURT  HIRSCHHORN,  M.D. 

Mount  Sinai  School  of  Medicine 

5.  Panel  Discussion 

With  above  speakers 
Friday  Afternoon 

CORTICOSTEROIDS 

1.  Current  Concepts  of  Mechanisms  of 
Action  of  Corticosteroids 

GERALD  WEISSMAN,  M.D. 

2.  Metabolism  of  Corticosteroids  in  the 
Skin 

S.  L.  HSIA,  Ph.D. 

University  of  Miami  School  of  Medicine 

3.  Assays  used  to  Predict  Corticosteroid 
Efficacy 

KENNETH  J.  DUMAS,  M.D. 

Syntex  Research 

4.  Systemic  Effects  Attending  Topical 
Steroid  Therapy 

RICHARD  B.  STOUGHTON,  M.D. 

5.  Panel  Discussion 

With  above  speakers 

FEE:  $125  CREDIT:  C-l 


ALBANY  AREA 


SATURDAY,  AUGUST  23 

8 : 00  a.m.  Registration 

New  York  State  Osteopathic  Society 

Thruway  Hyatt  House 
Albany 

ATHLETIC  INJURIES  SEMINAR 

1.  Anatomy  of  the  Knee  Joint 

C.  GORHAM  BECKWITH,  D.O. 

2.  Growth  and  Development:  Activity 

Influence 

PROF.  KARL  K.  KLEIN 

3.  Kinesiology  of  the  Knee  Joint 

JOSEPH  P.  DOLAN,  Ph.D. 

4.  Musculoskeletal  Consideration  of  Knee 
Injuries 

ARTHUR  PECKHAM,  D.O. 

5.  The  McAulif  Heel 

MR.  J.  KENNETH  HAFNER 


Afternoon  Session 

1.  Statistical  Analysis  of  Knee  Injuries 

MR.  HAFNER 

2.  First  Aid  Management  of  Knee  Injuries 
Practical  Session 

DONALD  F.  PAGE,  Ph.D. 

3.  Rehabilitation  of  the  Injured  Knee 

PROF.  KLEIN 

4.  Workshop — Prevention  and  Treatment 
of  Knee  Injuries  (question  and  answer 
session) 

Moderator:  E.  WAYNE  HARBINGER,  D.O. 

Panel:  The  above  speakers 

5.  Protective  Taping  and  Bracing  for  the 
Knee 

DR.  DOLAN 

CREDIT:  C-1 


NASSAU  COUNTY 


August  7,  1969  / for  fifteen  consecutive  weeks 

1 : 00-4:00  p.m.,  Thursdays 

The  State  University  of  New  York,  Downstate 
Medical  Center,  College  of  Medicine  and 
The  Long  Island  Jewish  Hospital 

270-05  76th  Avenue 
New  Hyde  Park 

Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

Instructors:  HENRY  I.  COLMAN,  M.D., 

ALEXANDER  H.  ROSENTHAL,  M.D.,  JAMES  I. 
BERKMAN,  M.D.,  DONALD  J.  CASPER,  M.D., 

NORBERT  PLATT,  M.D.  AND  ALAN  GIBSTEIN,  M.D. 
Downstate  Medical  Center 

FEE:  $100  (class  limited  to  20)  CREDIT:  C-l 

Apply  to:  Committee  on  Medical  Education,  The  Long 

Island  Jewish  Hospital,  above  address — or  tel.  FL  3- 
6700  and  (516)  GE  7-6700,  Ext.  2421.  Mrs.  Evelyn 
Bennett,  Secretary. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


SUFFOLK  COUNTY,  N.  Y.  Up  to  80  General  Practitioners 
needed  in  this  County. 

CONTACT:  MR.  DON  CAIRNS,  Executive  Secretary,  Suffolk 
County  Medical  Society,  850  Veterans  Memorial  High- 
way, Hauppauge,  N.  Y.  11787.  Tel.:  (516)  265-6666. 
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SYRACUSE,  N.  Y.,  Onondaga  County.  Internists  and  Pedi- 
atricians for  Neighborhood  Health  Center 

CONTACT:  T.  W.  MOU,  M.D.,  300  South  Geddes  Street, 
Syracuse,  N.  Y.  13204. 


SYRACUSE,  N.  Y.,  Onondaga  County.  Radiologist  to  be 
third  man  in  partnership. 

CONTACT:  THEODORE  PERL,  M.D.  or  WILLIAM  GOLD- 

MAN, M.D.,  Medical  Arts  Building,  Syracuse,  N.  Y. 
13200.  Tel.  (315)  476-9951. 


TANNERSVILLE,  N.  Y.,  Green  County.  G.  P. 

CONTACT:  KAYE  SCARCIA,  Secretary,  Community  Medical 
Fund,  P.  O.  Box  216,  Tannersville,  N.  Y.  12485.  Tel. 
(518)  589-5135. 


TUPPER  LAKE,  N.  Y.,  Franklin  County.  G.  P.  or  Specialist  in 
OB/GYN  to  share  new  Sears  Medical  Building. 

CONTACT:  J.  H.  LITTLEFIELD,  21  Cliff  Avenue,  Tupper  Lake; 
N.  Y.  12986,  or  CHARLES  PRESPARE,  M.D.,  5 Stetson 
Road,  Tupper  Lake,  N.  Y.  Tel.  (51  8)  359-3331. 


TURIN,  N.  Y.,  Lewis  County.  G.  P. 

CONTACT:  MR.  CYRIL  SEYMOUR,  Turin,  N.  Y.  1 3367. 


WEBSTER-PENFIELD,  N.  Y.,  Monroe  County.  Family  Physi- 
cians, Internists  and  Pediatricians,  either  solo  or  in  a 
multispecialty  group  to  be  formed. 

CONTACT:  JASON  COOK,  M.D.,  or  KENNETH  HUGHES' 

M.D.,  190  South  Avenue,  Webster,  N.  Y.  14580.  Tel" 
(716)  872-4069. 


WEST  LEYDEN,  N.  Y.,  Oneida  County.  G.  P.  Building  a 
Medical  Center. 

CONTACT:  MRS.  VIRGINIA  RINGWALD,  R.D.  #2,  Boon- 

ville,  N.  Y.  13309.  Tel.  (315)  942-2006. 


WHITE  PLAINS,  N.  Y.,  Westchester  County.  G.P.  to  assist  in 
heavy  practice. 

CONTACT:  DANTE  MANGANELLI,  M.D.,  1 20  Old  Mama- 
roneck  Road,  White  Plains,  N.  Y.  Tel.  (91  4)  RO  1 -1  585. 


WHITEHALL,  N.  Y„  Washington  County.  G.P. 

CONTACT:  MR.  FRANK  MARTUCCI,  Town  Supervisor,  6 

Mountain  Street,  Whitehall,  N.  Y.  12887.  Tel  (518) 
499-0228. 


WHITESBORO,  N.  Y.,  Oneida  County.  G.P. 

CONTACT:  STEPHEN  J.  WALKER,  M.D.,  7 Westmoreland 

Street,  Whitesboro,  N.  Y.  1 3492.  Tel.  (315)  RE  6-1  81  5. 


WILLIAMSON,  N.  Y.,  Wayne  County.  G.P.  and  Specialists 
in  Internal  Medicine  and  Pediatrics. 

CONTACT:  REV.  DUANE  KOFAHL,  Williamson,  N.  Y. 

14589  or  MR.  ROGER  De  HOND,  Williamson,  N.  Y. 
14589. 


WOLCOTT,  N.  Y„  Wayne  County.  G.P. 

CONTACT:  MRS.  WILLIAM  SILLICK,  Myers  Community 

Hospital,  Middle  Road,  Sodus,  N.  Y.  14551. 


WOODBOURNE,  N.  Y„  Sullivan  County.  G.P. 

CONTACT:  MR.  BERNARD  LIPSKY,  Pres.,  Chamber  of  Com- 
merce, Woodbourne,  N.  Y.  12788.  Tel.  (914)  434- 
4222. 


WOODHULL,  N.  Y„  Steuben  County.  G.P.  Will  build 
Medical  Center. 

CONTACT:  FAYETTE  D.  MACDONALD  MEDICAL  BUILDING 
INC.,  c/o  Jeffrey  Smith,  Jr.,  P.O.  Box  68,  Woodhull, 
N.  Y.  14898.  Tel.  (607)  458-5151. 


NOTE:  The  above  listings,  when  added  to  the  lists  pub- 

lished in  "WHAT  GOES  ON”  from  January  to  July  1969, 
comprise  most  of  the  more  than  125  openings  for  Doctors. 
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GREAT  AMERICANS 
WHO  WERE 


Medical  School  and  was  deeply 
involved  with  the  social  issues  oj  her 
day.  She  established  what  was  to 
become  the  New  York  Infirmary  and 
also  trained  nurses  for  the  Union 
Army  during  the  Civil  War. 


WE  AT  GHI  have  also  been  under  the  spell  of  the  pioneering  spirit.  Years  ago 
we  were  first  to  add  in-hospital  medical  care  to  Surgical  Only  contracts. 

We  were  among  the  very  first  to  cover  home  calls  and  office  visits.  Our 
psychiatric  research  study  led  the  way  for  insurance  benefits  for  ambulatory 
psychiatric  care. 

We  would  like  you  to  associate  yourself  with  GHI  either  as  a Participating 
Family  Doctor  or  as  a Participating  Physician.  By  joining  the  approximately 
10,000  doctors  who  already  participate,  you  will  extend  quality  medical 
care,  with  free  choice  of  physician,  to  large  groups  of  people,  many  of  whom 
are  classified  as  having  low  and  medium  incomes. 

Write  to  us  today  for  more  information  about  why  and  how  you  should 
participate  in  GHI.  Do  it  now  — while  you’re  thinking  about  it! 


Group  Health  Insurance,  lnc./227  West  40th  Street,  New  York,  N.Y.  10018/ Phone:  564-8900 
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A Chemical  Bank  exclusive: 

Simplify  your  financial  records  with 

Money  Minder 

A RECORD-KEEPING  SYSTEM  AS  SIMPLE  AS  A CHECKING  ACCOUNT 
GIVES  DOCTORS  A CLEAR  MONTHLY  REPORT  ON  FINANCES 


Perhaps  you’re  one  of  the  thousands 
of  doctors  whose  growing;  volume 
of  business  demands  that  more  and 
more  time  be  spent  on  bookkeep- 
ing chores.  You  must  have  financial 
records  that  will  tell  you— and  your 
accountant— where  you  are,  where 
you’ve  been  and  where  you're  going. 
Yet  your  present  methods  are  too 
time-consuming  and  expensive.  If  this 
is  your  problem,  then  our  exclusive 
Money  Minder  service  is  for  you.  It’s 
an  efficient,  trouble-free  system  that 
costs  very  little. 

T o put  Money  Minder  to  work  for  you, 
your  first  step  is  to  open  a Chemical 
Bank  checking  account,  if  you  don’t 
already  have  one.  Then  you  establish 
your  own  listing  of  categories  under 
which  all  your  recurring  expense  and 
income  items  can  he  grouped.  Each 
category  is  given  a code  number. 


When  you  write  a check,  you  simply 
code  it  with  the  category  number  (or 
numbers)  assigned  to  expense  items. 


When  you  make  a de- 
posit, code  it  with  the 
category  number(s) 
assigned  to  income 
items. 


And  that’s  all  you  have  to  do.  Money 
Minder  does  the  rest.  Each  month  we 
send  you  reports  which  show  the 
amounts  of  all  transactions  in  code 
sequence  and  which  accumulates  the 
amounts  in  each  category  for  all  trans- 
actions during  the  month . . .plus  for 
year-to-date.  The  report  also  computes 
the  percentage  of  your  total  income  or 
expense,  by  category. 
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THIS  CHEMICAL  II AIN K SEKVICE 
v\  vm  ABLE  ONLY  II  lot  LI\  I 
OR  WORK  IN  NEW  YORK  CITY, 

W ESTCHESTER  OH  NASSAU  COUNTIES. 


You  can  see  at  once  the  advan- 
tages of  having  a clear,  concise 
record  of  all  your  income  and 
expense  transactions: 

• YOU  CAN  CHECK  YOUR  FINANCIAL 
PROCRESS  AT  A GLANCE. 

• YOU  HAVE  AN  EXCELLENT  MEANS  OF 
BUDGET  CONTROL. 

• YOUR  ACCOUNTANT  HAS  THE  FACTS 
AND  FIGURES  HE  NEEDS— ESPECIALLY 
AT  TAX  TIME. 


ONE  OF  THESE  REPORTS  W ILL  LOOK  LIKE  THIS: 


special  feature:  Money  Minder  is  a flex- 
ible  system.  It  provides  enough  options 
to  fit  most  business  and  personal 
needs.  It  can  be  adjusted  to  your  fiscal 
or  calendar  year.  You  can  add  new 
codes  for  new  income  or  expense  items 
as  they  occur  during  the  year.  And  you 
can  move  any  item  from  one  category 
to  the  other,  if  you  wish. 


Now,  a word  about  cost.  You’ll  be 
pleasantly  surprised  to  learn  that  it 
costs  the  average  doctor  around  $10 
to  $15  a month  to  use  Chemical’s 
Money  Minder  system.  Actual  cost 
will  he  based  on  your  volume  of  trans- 
actions. But  the  average  cost  figure 
above  gives  you  a general  idea  of  how 
inexpensive  our  Money  Minder  serv- 
ice can  be.  ©UNITBANK 


J-  please  provide  information  on  your  money  minder  — 

I RECORD-KEEPING  SYSTEM  FOR  DOCTORS 

] NAME TITLE 

I FIRM  NAME BUSINFSS 

J STREET CITY 

[ STATE ZIP TEI 

j MY  CHEMICAL  BANK  ACCOUNT  IS  AT  (ADDRESS  OF  BRANCH) 
| □ I do  not  have  a Chemical  Bank  account  at  present. 


Chemical 

Bank 

CHURCH  STREET  STATION 
NEW  YORK,  N.  Y.  10015 
ATTENTION: 

MARKETING  DIVISION,  DEPT. 
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...now  fast  relief  of  hay  fever  symptoms  with 


NTZ* 

Nasal  Spray 


When  pollens  fly,  just  one  or  two  squirts  of  nTz 
in  each  nostril,  followed  in  a few  minutes  by  a 
second  spraying,  shrinks  swollen  nasal  pas- 
sages almost  on  contact.  And  breathing  comfort 
follows.  The  antihistamine  component  of  nTz 
helps  combat  the  allergic  reaction  and  lessen 
rhinorrhea,  sneezing  and  itching;  its  antiseptic 
wetting  agent  promotes  rapid  spread  of  com- 
ponents. 

nTz  Nasal  Spray  affords  the  well-known  bene- 
fits of  Neo-Synephrine  in  a carefully  balanced 
formula  which  includes: 


nasal  spray 


W/frf/rrop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  or  thenyldiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride, 
refined)  Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every 
three  or  four  hours  as  needed.  nTz  is  for  tem- 
porary relief  of  nasal  symptoms  and  overdosage 
should  be  avoided.  Available  in  squeeze  bottles 
of  20  ml.  and  1 oz.  bottles  with  dropper. 
Winthrop  Laboratories,  New  York,  N.Y.  10016 
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F Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea 
Got  tenesmus  and  spasm, 

At  Ausable  Chasm. 

Send  Donnagel  with  him  this  year. 


Traveler's  Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hypermotility  in  the  GI  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel, 
you  can  be  sure  your  patients  are  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
lower  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


for  traveler’s  diarrhea 
and  its  discomforts 


Each  fluid  ounce  contains: 

Kaolin,  6 Cm. ; Pectin,  1 42.8  mg. ; Hyoscyamine  sulfate,  0. 1 037  mg. ; 
Atropine  sulfate, 0.0 1 94  mg.;  Hyoscine  hydrobromide,  0.0063  mg.; 
Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.8%. 
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Average 

Cholesterol 


Reduction 

u/uJv 


^ SAFE,  EFFECTIVE, 
CHOLESTEROL  LOWERING  AGENT 
Indicated  in: 


ARTERIOSCLEROSIS 
ATHEROSCLEROSIS 
THROMBOPHLEBITIS 
FATTY  CIRRHOSIS 


TOTAL  LIPIDS  Mg.  % CHOLESTEROL  Mg.  % PHOSPHOLIPIDS  Mg.  % TRIGLYCERIDE  Mg.  % 
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j 1.000 
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NUMBER  OF  OAYS  FROM  INITIATION  of  THERAPY  NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY 


These  four  charts  are  frorr 
a controlled  study  on 
the  MANAGEMENT  of 
SECONDARY 
HYPERLIPEMIA 
with  CIRRHOSIS  of 
the  LIVER 

(using  Lipo-K  therapy.  ) 


Medical  News 


Doorstep  aid  for  handicapped  people 

Children  and  adults  handicapped  by  strokes, 
cerebral  palsy,  and  other  disabling  diseases,  who 
live  in  the  south  Bronx  and  who  cannot  travel 
to  the  hospital,  may  soon  find  help  at  their  door- 
steps in  the  form  of  a unique  Rehab  Mobile. 
Designed  and  operated  by  the  Department  of 
Rehabilitation  Medicine  of  the  Albert  Einstein 
College  of  Medicine  at  Lincoln  Hospital,  the 
Rehab  Mobile  is  expected  to  be  in  use  by  the  fall. 

The  Rehab  Mobile,  a converted  42-foot  house 
trailer,  will  contain  a miniature  physical  therapy 
gymnasium,  occupational  therapy  equipment, 
hydrotherapy  tub,  equipment  for  testing  speech 
and  hearing,  and  vocational  and  social  services 
counsellors.  The  Rehab  Mobile  will  move  daily 
through  the  streets  of  this  community,  according 
to  a published  time  schedule. 

Personalities 

Appointed.  S.  David  Pomrinse,  M.D.,  New 
York  City,  as  director  of  The  Mount  Sinai 
Hospital.  . J.  Herbert  Fill,  M.D.,  as  Commis- 
sioner of  Mental  Health  Services  of  the  City  of 
New  York.  . Victor  William  Sidel,  M.D.,  The 
Bronx,  as  chief  of  the  division  of  social  medicine, 
Montefiore  Hospital  and  Medical  Center  and 
professor  of  community  health,  Albert  Einstein 
College  of  Medicine ...  Norman  S.  Blackman, 
M.D.,  clinical  assistant  professor  of  medicine, 
Downstate  Medical  Center,  as  chairman  of  the 
Committee  on  Cardiomyopathies  of  the  Amer- 
ican College  of  Chest  Physicians . . . Harold 
Moskowitz,  M.D.,  assistant  professor  of  radi- 
ology, Downstate  Medical  Center,  as  national 
consultant  in  vascular  radiology,  Armed  Forces 
Institute  of  Pathology. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Elected.  Stanley  M.  Aronson,  M.D.,  professor 
of  pathology,  Downstate  Medical  Center,  as  a 
member  of  the  Interdisciplinary  Committee  on 
Cerebral  Death  of  the  U.S.  Public  Health 
Service.  . Sheldon  J.  Bleicher,  M.D.,  associate 
professor  of  medicine,  Downstate  Medical 
Center,  as  chairman  of  the  Clinical  Society  of 
the  New  York  Diabetes  Association . . Harry  Z. 
Mellins,  M.D.,  professor  of  radiology,  Down- 
state  Medical  Center,  as  president  of  the  Asso- 
ciation of  University  Radiologists.  . Alvin  M. 
Siegler,  M.D.,  clinical  associate  professor  of 
obstetrics  and  gynecology,  Downstate  Medical 
Center,  to  the  Board  of  Directors,  American 
Fertility  Society.  . . Vojin  N.  Smodlaka,  M.D., 
clinical  assistant  professor  of  rehabilitation 
medicine,  Downstate  Medical  Center,  as  chair- 
man of  an  ad  hoc  Committee  for  the  Preparation 
of  a Future  World  Congress  of  Sports  Medicine, 
American  College  of  Sports  Medicine.  . Joel  M. 
Solomon,  M.D.,  clinical  associate  professor  of 
pathology,  Downstate  Medical  Center,  to  the 
Board  of  Directors,  Blood  Banks  Association  of 
New  York  State.  . Bruno  W.  Volk,  M.D., 
clinical  professor  of  pathology,  Downstate  Med- 
ical Center,  as  a trustee  of  the  New  York  Patho- 
logical Society ...  George  Hart,  M.D.,  Lake 
Placid,  as  president-elect  of  the  New  York 
State  Academy  of  General  Practice. 

Installed.  George  Liberman,  M.D.,  Brooklyn, 
as  president  of  the  New  York  State  Academy  of 
General  Practice. 

Awarded.  Howard  W.  Potter,  M.D.,  professor 
emeritus  of  psychiatry,  Downstate  Medical 
Center,  The  Agnes  Purcell  McGavin  Award  of 
the  American  Psychiatric  Association . . . David 
H.  Goldstein,  M.D.,  New  York  City,  the  1969 
Alumni  Meritorious  Service  Medal  by  the  New 
York  University  Alumni  Federation. 
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‘Neosporin’  Ointment 

Polymyxin  B— Bacitracin  — Neomycin 


Overlapping,  broad  bactericidal  coverage. 

Nonirritant  ointment  base;  also  enhances  spreading  and  penetration. 


Each  gram  contains: 

'Aerosporin'® 

brand  Polymyxin  B Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum q.s. 


Contraindications:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components.  Do  not  use  in  the 
external  ear  canal  if  the  eardrum  is  perforated. 
Precautions:  As  with  other  antibiotic  products, 


prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appro- 
priate measures  should  be  taken  if  this  occurs. 
Articles  in  the  current  medical  literature  indicate 
an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  The  possibility  of  such  a reaction 
should  be  borne  in  mind. 

Available:  Tubes  of  1 oz.,  1 /2  oz.  with  applicator 
tip,  1 / 8 oz.  with  ophthalmic  tip.  The  ointment  base 
and  the  formula  of  the  various  sizes  are  identical, 
but  only  the  1 / 8 oz.  tube  should  be  used  for  oph- 
thalmic purposes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


From  both  the  patient’s 
and  the  doctor’s 
point  of  view  - 

it’s  great  relief! 


■ 


Talwin 

brand  of  . • 

pentazocine 

(as  lactate) 


Talwin  by  injection  is  generally  as  effective  an  anal- 
gesic as  morphine  and  meperidine  in  cquipotent  doses. 

However,  it  is  not  subject  to  narcotic  controls. 


From  the  patient’s  point  of  view  — 
it’s  great  relief 

• Following  intramuscular  injection,  Talwin,  brand 
of  pentazocine  (as  lactate),  controls  pain  usually 
within  1 5 to  20  minutes— within  2 to  3 minutes  by 
I.V.  administration. 

• Talwin  is  generally  well  tolerated  systemically  and 
locally  even  by  elderly  or  very  ill  patients.  It  causes 
less  nausea  and  vomiting  than  meperidine;  less  con- 
stipation and  urinary  retention  than  morphine.1 

. Because  Talwin  has  little  or  no  effect  on  voiding 
ability,  it  does  not  complicate  therapy  in  elderly 
patients  with  prostatism  or  decompensated  bladders.2 


From  the  doctor’s  point  of  view  — 
it’s  great  relief 

• Talwin  can  be  counted  on  to  relieve  pain  of  all  types 
in  acute  and  chronic  disorders*  as  dependably  as 
morphine  and  meperidine.1 

• Talwin  usually  relieves  pain  for  three  or  more  hours, 
a period  sometimes  less  than  that  of  morphine. 

• Talwin  has  many  advantages  over  morphine  and 
meperidine.  Talwin  is  relatively  free  from  the  severe 
respiratory  depression  associated  with  morphine  and 
shows  little  tendency  to  alter  cardiovascular  dynamics 
or  to  produce  hypotension.1 ' 

• Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
been  observed,  even  in  chronic  conditions.1  + 

• Talwin  requires  no  narcotic  prescription,  no  narcotic 
records,  no  narcotic  controls. 

*Talwin  should  not  be  used  for  patients  with  increased  intra- 
cranial pressure,  head  injury  or  pathologic  brain  conditions  in 
which  clouding  of  sensorium  is  undesirable. 
tFor  details  of  adverse  reactions  and  symptoms  noted 
following  abrupt  discontinuance  of  Talwin  after  excessive 
use,  see  adverse  reactions  and  precautions  in  Brief  Summary, 
following. 

References: 

1.  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

2.  Anderson,  E.  C.,  et  al  : J.  Urol.  96:584,  Oct.,  1966. 
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See  following  page  for  summary  of  prescribing  information. 


From  both  the  patient’s 
and  the  doctor’s  point  of  view  - 

it’s  great  relief! 

Talwin 

brand  of  • 

pentazocine  ,-««,> 


Talwin® 

brand  of  pentazocine  (as  lactate) 

Potent,  non-narcotic  analgesic  for  parenteral  use 
Contraindications:  Increased  Intracranial  Pressure,  Head 
Injury , or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorium  is  undesirable.  Talwin  (brand  of  pentazocine) 
should  not  be  administered  in  these  cases,  since  drug-in- 
duced sedation,  dizziness,  nausea,  or  respiratory  depres- 
sion could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen  in 
extensive  reproductive  studies  in  animals;  however,  like  all 
new  drugs,  Talwin  should  be  given  with  caution  to  preg- 
nant women.  A large  number  of  patients  in  labor  have  re- 
ceived the  drug  with  no  adverse  reactions  other  than  those 
that  occur  with  commonly  used  strong  analgesics.  How- 
ever, as  with  other  strong  analgesics,  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 
Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or 
unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that 
Talwin  (brand  of  pentazocine)  may  cause  respiratory  de- 
pression should  be  considered  in  treatment  of  patients  with 
bronchial  asthma.  Talwin  should  be  administered  only 
with  caution  and  in  low  dosage  to  patients  with  respiratory 
depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyai  osis. 
Dependence  Potential.  Talwin  is  not  classified  ac  a nar- 
cotic. It  is  not  subject  to  narcotic  controls,  based  on  the 
results  of  findings  in  direct  addiction  tests,  substitution 
tests  in  morphine  addicts,  and  single-dose  tests  in  hospital- 
ized narcotic  addicts  completely  withdrawn  from  drugs. 
It  does  not  substitute  for  morphine  in  subjects  who  are 
physically  dependent  on  morphine  and  does  not  prevent 
withdrawal  symptoms.  Chronic  administration  of  paren- 
teral Talwin  was  disliked  by  hospitalized  opiate  addicts. 
Talwin  is  a mild  narcotic  antagonist  and  some  patients 
previously  given  a narcotic  for  one  month  or  longer  had 
mild  withdrawal  symptoms  when  it  was  replaced  with 
Talwin.  After  a short  period  of  adjustment  these  patients 
usually  continued  to  take  Talwin,  and  relief  of  pain  was 
satisfactory. 

Abrupt  discontinuance  following  excessive  use  of  paren- 
teral Talwin  has  resulted  in  symptoms  such  as  abdominal 
cramps,  elevated  temperature,  rhinorrhea,  restlessness, 
anxiety,  and  lacrimation.  These  have  occurred  primarily 
in  patients  with  a history  of  narcotic  drug  abuse.  In  pre- 
scribing parenteral  Talwin  for  chronic  use,  particularly  if 
the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  prevent  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to  prevent  the  use 
of  the  drug  in  anticipation  of  pain  rather  than  for  the  re- 
lief of  pain. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  untoward 
reactions  are  seldom  observed  after  administration  of 
Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
tered with  caution  to  patients  with  such  impairment.  Ex- 


tensive liver  disease  appears  to  predispose  to  greater  side 
effects  (e.g.,  marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose,  and  may  be  the  j 
result  of  decreased  metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Reactions:  The  most  commonly  occurring  reac- 
tions are:  nausea,  vertigo  (dizziness  or  lightheadedness), 
vomiting,  euphoria. 

Infrequently  occurring  reactions  ar e — respiratory:  res- 
piratory depression,  dyspnea,  transient  apnea  in  a small 
number  of  newborn  infants  whose  mothers  received 
Talwin  during  labor;  cardiovascular:  circulatory  depres- 
sion, shock,  hypertension;  psychiatric:  alteration  of  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
dreams;  gastrointestinal:  constipation,  dry  mouth;  derma- 
tologic including  local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  including  pru- 
ritus; others:  urinary  retention,  headache,  paresthesia, 
alterations  in  rate  or  strength  of  uterine  contractions  dur- 
ing labor. 

Rarely  reported  reactions  include  — neuromuscular  and 
psychiatric:  muscle  tremor,  insomnia,  disorientation,  hal- 
lucinations; gastrointestinal:  taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystagmus,  diplopia, 
miosis;  others:  tachycardia,  nodules  and  ulceration  at  in- 
jection site,  drug  dependency  with  withdrawal  symptoms, 
weakness  or  faintness,  chills,  moderate  transient  eosino- 
philia,  allergic  reactions  including  edema  of  the  face. 
Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain  has 
been  relieved  in  most  patients  with  not  more  than  three 
doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg.  As  with  most  parenteral 
drugs,  when  frequent  daily  injections  are  needed  over  a 
prolonged  period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  rotation  of 
sites  (e.g.,  the  upper  outer  quadrants  of  the  buttocks,  mid- 
lateral aspects  of  the  thighs,  and  the  deltoid  areas)  is  rec- 
ommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has 
been  most  commonly  administered.  An  intravenous  20 
mg.  dose  has  given  adequate  pain  relief  to  some  patients 
in  labor  when  contractions  become  regular,  and  this  dose 
may  be  given  two  or  three  times  at  two-  to  three-hour  in- 
tervals, as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience 
in  children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  sy- 
ringe with  soluble  barbiturates  because  precipitation  will 
occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Means  of  maintaining  proper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin®)  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine, 
are  not  effective  respiratory  stimulants  for  depression  due 
to  Talwin. 

How  Supplied:  Ampuls  of  I ml.,  containing  Talwin  (brand 
of  pentazocine)  as  lactate  equivalent  to  30  mg.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injection.  Boxes  of 
10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg. 
base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride  and  1 mg.  methylparaben  as  preservative,  in 
water  for  injection.  Boxes  of  1 . 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 
with  lactic  acid  and  sodium  hydroxide. 

op\  Winthrop  Laboratories,  New  York,  N.Y.  10016 


Medical  Meetings 


Experimental  medicine  and  surgery 
in  primates  topic  of  meeting 

The  second  Conference  on  Experimental 
Medicine  and  Surgery  in  Primates  is  to  be  held 
September  7 through  12,  in  the  auditorium  of 
the  Hunter  College-Bellevue  Department  of 
Nursing  Education,  First  Avenue  and  26th 
Street,  New  York  City. 

The  conference  is  sponsored  by  the  New  York 
State  Society  for  Medical  Research  and  the 
Committee  of  Scientists  for  the  Use  of  Primates 
in  Medical  Research. 

The  conference  will  provide  a forum  for  dis- 
cussion of  the  rapidly  expanding  medical 
research  utilizing  primate  animals  (apes  and 
monkeys).  The  close  biological  resemblance  be- 
tween man  and  nonhuman  primates  gives  inves- 
tigators the  advantage  of  accomplishing  studies 
germane  to  human  disease  problems  without 
risking  human  lives  in  experimental  situations. 

The  organizers  and  cochairmen  of  the  con- 
ference are  J.  Moor-Jankowski,  M.D.,  research 
associate  professor  of  forensic  medicine,  New 
York  University  School  of  Medicine  and  director 
of  the  Laboratory  for  Experimental  Medicine 
and  Surgery  in  Primates,  and  Edward  I.  Gold- 
smith, M.D.,  clinical  associate  professor  of 
surgery  at  Cornell  University  Medical  College. 

For  further  information  contact  J.  Moor- 
Jankowski,  M.D.,  Department  of  Forensic 
Medicine,  New  York  University  Medical  Center, 
550  First  Avenue,  New  York,  New  York  10016. 

International  Astronautical  Federation 
to  meet  in  Argentina 

The  twentieth  Congress  of  the  International 
Astronautical  Federation  is  to  be  held  on 
October  5 through  12,  at  the  Hotel  Provincial, 
Mar  del  Plata,  Argentina. 

For  registration  forms  and  further  information 
contact  any  Wagons-Lits  Cook  travel  office  in 
New  York  City. 

Forensic  medicine  topic 
of  symposium 

Sponsored  by  the  Office  of  the  Chief  Medical 
Examiner  of  the  City  of  New  York,  The 
Department  of  Forensic  Medicine  of  New  York 
University,  The  Medical  Society  of  the  State  of 
New  York,  and  the  New  York  State  Department 
of  Health,  the  seventh  Symposium  of  Forensic 
Medicine  for  physician  coroners,  medical  ex- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  9ix  weeks  prior  to  publication  date. 


aminers,  and  forensic  pathologists  throughout 
the  State  of  New  York,  and  for  medical  exami- 
ners and  investigators  in  the  City  of  New  York 
will  be  held  on  October  17  through  19  at  the 
Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  520  First  Avenue,  New  York 
City. 

Symposium  on  air  pollution 
and  respiratory  disease 

The  fifth  annual  Symposium  on  Air  Pollution 
and  Respiratory  Disease,  sponsored  by  the  New 
York  State  Action  for  Clean  Air  Committee 
and  cosponsored  by  the  Bristol  Laboratories  and 
the  Queensboro  Tuberculosis  and  Health  Asso- 
ciation is  to  be  held  on  October  23,  at  New  York 
University  Medical  Center,  550  First  Avenue, 
New  York  City. 

At  the  morning  session,  scientists  will  review 
on-going  research  on  the  effects  of  air  pollution 
on  health.  The  afternoon  program  will  include 
discussions  of  future  alternatives  to  some  of 
today’s  air-polluting  practices. 

For  further  information  contact  New  York 
State  Action  For  Clean  Air  Committee,  105 
East  22nd  Street,  New  York,  New  York  10010, 
or  41  State  Street,  Albany,  New  York  12207. 

Symposium  on  pharmacology  of  selected 
drugs  used  in  dermatology 

General  principles  of  drug  action,  factors 
influencing  drug  response,  and  percutaneous 
absorption  will  be  discussed  at  a three-day 
symposium  to  be  held  on  October  29  and  31,  in 
Alumni  Hall,  New  York  University  Medical 
Center,  550  First  Avenue,  New  York  City. 

The  session  on  October  31  will  be  devoted  to 
the  presentation  of  current  information  about 
the  action,  uses,  and  effects  of  corticosteroids, 
cytotoxic,  and  immunosuppressive  drugs.  Ex- 
periences with  and  the  known  pharmacologic 
action  of  such  selected  topical  agents  as  vitamin 
A acid,  estrogens,  testosterone,  and  antiandro- 
gens will  also  be  presented. 

Chairmen  of  the  symposium  are:  Rudolf  L. 

Baer,  M.D.,  professor  and  chairman  of  the 
Department  of  Dermatology,  and  Bert  N.  LaDu, 
Jr.,  M.D.,  professor  and  chairman  of  the  Depart- 
ment of  Pharmacology,  and  cochairman  is 
Frances  Pascher,  M.D.,  professor  of  clinical 
dermatology. 

For  further  information  contact  The  Office  of 
the  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue, 
New  York,  New  York  10016. 
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■ 

"Elementary;  my  dear 

“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE. ..AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine — 
T4  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . .” 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  Tj  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  my 
dear  Watson!” 
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Holmes!* 


It’s  elementary. . . 

Synthrold 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 


Precautions:  As  with  other  thyroid  preparations,  an  overdosaga  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son's Disease  (chronic  subcortical  insufficiency).  Simmond’s  Dis- 
ease (panhypopituitarism)  or  Cushing's  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient’s  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid.  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg..  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 
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Books  Reviewed 


The  Training  of  Surgeons  in  the  Future. 

Sponsored  by  The  Allen  O.  Whipple  Surgical 
Society.  Octavo  of  188  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  Publisher, 
1968.  Cloth. 

Revolution  in  the  payment  of  fees  for  surgical 
care  has  created  serious  difficulties  in  the  manner 
in  which  surgeons  are  trained.  In  view  of  this, 
the  Allen  O.  Whipple  Surgical  Society  in  March, 
1967,  sponsored  a meeting  to  scrutinize  the 
problems. 

The  book  is  a report  of  that  meeting.  It  is 
divided  into  three  sections.  The  first  section 
is  a review  of  the  historical  background  of 
surgical  training,  ideals  in  residency  training 
programs,  training  on  private  surgical  patients. 
An  excellent  discussion  of  the  subject  is  given  by 
Dr.  Dunlop,  who  is  chief  of  service,  Memorial 
Hospital,  Worcester,  Mass.  He  discusses  four 
questions:  (1)  Is  it  proper  to  utilize  private 

patients  in  surgical  training  programs?  (2) 
What  is  the  impact  of  the  new  rules  and  regula- 
tions on  these  programs?  (3)  Does  the  presence 
of  an  attending  surgeon  in  the  operating  room 
detract  from  the  resident’s  experience  at  the 
table?  (4)  What  solutions  are  available  for  the 
continuance  of  training  programs  under  these 
new  regulations? 

The  next  section  discusses  various  agencies 
and  organizations  set  up  to  evaluate  the  training 
programs  and,  in  a sense,  to  control  them  by  the 
standards  they  set.  These  agencies  include  the 
Conference  Committee  on  Graduate  Education, 
the  role  of  the  American  Board  of  Surgery  in 
graduate  education  and  that  of  the  American 
College  of  Surgeons.  There  is  also  an  excellent 
paper  on  Canadian  plans  for  surgical  training. 

The  next  phase  of  the  meeting  is  a talk  on  the 
implications  of  Medicare  and  Medicaid  on 
surgical  education  by  C.  G.  Child,  III,  M.D. 
Dr.  Child  also  speaks  on  the  various  systems 
of  residency  training,  one  in  the  community 
hospital  and  the  other  in  the  university  hospital. 

The  final  section  of  the  meeting  is  a report 
on  the  point  of  view  of  the  carrier  and  that  of 
the  patient. 

The  moderator  of  the  meeting  offers  the 
opinion  that  the  speakers  with  the  exception  of 
Dr.  Dunlop  were  in  favor  of  preserving  the 
Halsted  residency  system.  He  defines  this  as 
a period  of  surgical  education  which  permits 
the  assumption  of  gradual  responsibility  and 
culminates  during  the  final  year  in  independent 
operating  and  patient  care  under  direct  or 
readily  available  supervision. 

This  book  is  recommended  to  all  who  are 
involved  in  the  training  of  surgeons.  Alan 
A.  Kane,  M.D. 


Exploratory  Concepts  in  Muscular  Dys- 
tropy  and  Related  Disorders.  Proceedings 
of  the  International  Conference  Convened 
by  Muscular  Dystrophy  Associations  of 
America  at  Arden  House,  Harriman,  New 
York,  October  22-27,  1966.  Edited  by  A.  T. 
Milhorat.  Quarto  of  420  pages,  illustrated. 
Amsterdam,  Excerpta  Medica  Foundation, 
1967.  Cloth,  $25.  (International  Congress 
Series  No.  147). 

The  papers  presented  here  give  an  excellent 
sampling  of  recent  work  in  the  numerous  and 
complex  problems  of  muscle  structure  and 
function  in  health  and  disease.  The  title  is 
somewhat  misleading  since  most  of  the  papers 
give  not  only  exploratory  paths  and  trends  in 
chemistry,  physiology,  fiber  structure,  electron- 
microscopy,  and  genetics  research,  but  also  the 
basic  material  in  these  areas.  The  complexities 
are  great  but  the  discussions  at  the  end  of  the 
chapters  help  bring  the  material  out  clearly  and 
in  perspective. 

So  many  subjects  are  so  beautifully  presented 
that  it  is  difficult  to  single  any  one  out.  The 
paper  by  Resnick  and  Engel  on  target  cells  in 
neurogenic  muscular  atrophy  and  the  paper  on 
mitochondrial  myopathies  by  Price  are  espe- 
cially beautifully  done. 

Differences  between  various  types  of  muscle 
fibers  is  gone  into  by  various  workers  from 
almost  every  research  angle  with  the  presenta- 
tion of  a multitude  of  details;  but  all,  again,  are 
clearly  presented  and  discussed. 

The  same  is  true  for  the  studies  on  differences 
in  muscle  atrophy  and  myopathy.  Fritz 

Buchthal  has  an  informative  paper  on  “Electro- 
physiological  Differences  Between  Myopathy 
and  Neuropathy.”  Reports  of  experiments  on 
cross  innervation  of  muscles  as  well  as  trophic 
effects  of  nerve  on  muscle  are  also  reported. 

The  editor  is  to  be  congratulated  and  thanked 
for  bringing  this  material  together.  All  physi- 
cians interested  in  muscle  disorders  will  be 
rewarded  by  studying  this  volume.  Arthur  J. 
Lapovsky,  M.D. 

Treatment  of  Hemorrhagic  Disorders. 

Edited  by  Oscar  D.  Ratnoff,  M.D.  Octavo  of 
242  pages,  illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Publishers,  1968. 
Cloth,  $8.50. 

This  is  a symposium  of  the  modern  views  of 
the  treatment  of  hemorrhagic  disorders  by 
hematologists  and,  also,  by  specialists  in  such 
adverse  areas  as  psychiatry,  dentistry,  obstet- 
rics, and  orthopedics. 

continued,  on  page  2098 
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broad  Poiycillin 

(ampicillin  trinydrate) 

spectrum... 
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...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


phylococci 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  go norrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg./Kg./day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Poiycillin 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./Kg./day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles, 
n-i/j/sa  A. H.F.S.  Category  8:12.16 
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Convalescing ...  but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


(meprobamate)  • 


Wyeth  Laboratories  Philadelphia,  Pa. 
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The  editor  is  known  as  one  of  the  foremost 
in  this  field  as  investigator,  author,  and  teacher. 

The  opening  chapters  epitomize  the  modern 
theories  of  the  physiology  of  clotting.  They 
are  concise  and  are  easily  read.  The  subsequent 
chapters  deal  with  the  application  of  these 
principles  to  practice  in  the  various  fields  in 
which  hemorrhagic  disorders  are  encountered. 

The  book  is  not  a laboratory  manual.  How- 
ever, the  indications  for  laboratory  procedures 
and  their  interpretation  in  differential  diagnosis 
are  detailed.  Exact  methods  of  treatment  in- 
cluding specific  dosages  of  medication  and  blood 
supplements  are  clearly  stated.  A chapter  on 
genetic  counselling  is  of  special  interest. 

The  book  is  recommended  as  a useful  reference 
manual  for  all  physicians  who  deal  with  bleeding 
problems.  Frederic  Feldman,  M.D. 

Tumors  of  the  Large  Bowel.  By  Raymond 
J.  Jackman,  M.D.,  and  Oliver  H.  Beahrs,  M.D. 
Major  Problems  in  Clinical  Surgery — Vol- 
ume VIII.  Octavo  of  379  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1968. 
Cloth,  $13.50. 

We  have  come  to  expect  a high  caliber  of 
clinical  studies  from  the  Mayo  Group.  The 
eighth  in  a series  of  monographs  dealing  with 
major  problems  in  clinical  surgery  is  no  excep- 
tion. It  is  the  effort  of  Raymond  J.  Jackman, 
M.D.,  and  Oliver  H.  Beahrs.  M.D.  The  illus- 
trations are  of  special  interest  because  of  their 
clarity  and  color  textures. 

The  first  section  is  an  exhibit  of  the  gross  ap- 
pearance of  common  lesions,  mostly  as  seen 
through  the  proctoscope.  There  are  micro- 
scopic pictures  and  a nomenclature,  which 
should  go  far  toward  resolving  the  surgeon  ver- 
sus pathologist  conflicts.  Section  2 deals  with 
polyps  of  the  large  bowel.  Their  classification 
into  three  categories  based  on  size  should  settle 
much  of  the  controversy  and  misunderstanding, 
which  is  so  common  here.  Electrosurgical 
treatment  is  covered  in  a particularly  commend- 
able fashion.  In  their  situation,  intravenous 
anesthesia  is  administered  to  patients  in  the  in- 
verted position,  while  lesions  are  being  treated 
through  the  proctoscope.  This  reviewer  is  com- 
pelled to  caution  that  risks  could  outweigh  the 
benefits  of  the  technic  under  ordinary  circum- 
stances in  many  centers. 

Dr.  Jackman’s  thirty-year  experience  lends 
great  weight  to  his  indications  for  biopsy  versus 
total  destruction  of  lesions  without  preliminary 
biopsy.  Advice  is  given  on  the  treatment  of 
lesions  too  high  to  be  reached  by  sigmoidoscopy, 
as  well  as  those  lesions,  which  are  found  to  be 
malignant  on  biopsy.  Individual  attention  is 
given  to  multiple  polyposis  (familial);  Gard- 
ner’s syndrome;  Peutz-Jeghers  syndrome;  juve- 
nile polyps;  villous  tumors,  and  pseudopolypo- 
sis. With  the  reservation  about  intravenous 
anesthesia,  I wholeheartedly  support  the  au- 
thor’s conclusions. 

Sections  3 and  4,  on  Cancer  of  the  Large 


Bowel,  deals  with  carcinoma  complicating  pre- 
existing lesions,  extrinsic  lesions  which  invade 
the  large  bowel,  conservative  management  of 
selected  cases,  the  use  of  electrocoagulation,  and 
radium  treatment  for  certain  inoperable  or  re- 
current rectal  cancers. 

The  final  section,  5,  deals  with  premalignant 
and  malignant  lesions  of  the  anal  and  perianal 
area. 

This  book  is  useful,  not  only  because  of  the 
scientific  material  but  also  because  the  text  and 
its  illustrations  favor  its  rapid  assimilation. 
The  references  are  complete.  George  L. 
Becker,  M.D. 

Technologist  Guide  to  Mammography. 

By  Robert  L.  Egan,  M.D.  Quarto  of  123  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1968.  Cloth,  $8.75. 

This  monograph,  written  by  an  authority  in 
this  field,  embodies  an  excellent  discussion  of 
mammographic  technic. 

There  are  short  chapters  on  the  history  of 
mammography  and  the  appearance  of  a normal 
breast.  Technic  is  discussed  in  detail,  but  con- 
cisely. The  author  stresses  the  need  for  a low 
kilovoltage,  nonfilter  technic  and  how  to  obtain 
this  technic.  Positioning  of  the  patient  is  dis- 
cussed in  detail.  There  are  numerous  films  and 
diagrams  to  demonstrate  correct  positioning  and 
how  to  avoid  improper  positioning.  Supple- 
mental technics  are  discussed  briefly,  as  are 
radiography  of  breast  specimens  and  the  diag- 
nostic aspects  of  breast  diseases. 

There  is  a quiz  section  at  the  end  of  most  of 
the  chapters  and,  as  indicated,  numerous  dia- 
grams and  films  to  emphasize  the  correct  tech- 
nics, which  has  been  the  basis  for  the  present 
popularity  of  this  procedure.  This  small  vol- 
ume is  an  excellent  text  on  radiography  for  all 
specialty  libraries.  Emanuel  Mendelson, 
M.D. 

Todd-Sanford  Clinical  Diagnosis  by  Lab- 
oratory Methods.  Edited  by  Israel  David- 
sohn,  M.D.,  and  John  Bernard  Henry,  M.D. 
Fourteenth  edition.  Quarto  of  1,308  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1969.  Cloth,  $24. 

For  those  who  are  familiar  with  previous  edi- 
tions of  Todd-Sanford  Clinical  Diagnosis  by  Labo- 
ratory Methods , it  should  be  mentioned  that  this 
edition  includes  new  chapters  on  spectrophoto- 
metric  instrumentation,  endocrine  measure- 
ments, and  examination  of  amniotic  fluid. 

The  text  has  been  completely  rewritten,  and 
only  those  classic  and  traditional  subject  matters 
have  been  retained  which  are  currently  valid  and 
can  be  used  in  teaching  processes.  The  book  is 
well  illustrated  and  the  chapters  on  hematology, 
protozoology,  vaccines  and  diagnostic  skin  tests, 
and  the  viral,  rickettsial,  bedsonial  and  myco- 
plasmal diseases  have  colored  illustrations. 
There  are  adequate  references  after  each 
chapter. 

As  the  editors  have  indicated,  it  has  been 
necessary  to  request  many  individual  contribu- 
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COLUMBIA  UNIVERSITY 
College  of  Physicians  & Surgeons 

ANNOUNCES  ITS  ANNUAL  POST  GRADUATE  COURSES  IN 

HYPNOSIS 

under  the  direction  of  Dr. Herbert  Spiegel 
with  guest  lecturers  Ralph  V.  August,  M.D.,  Albert  M.  Betcher,  M.D., 

Milton  E.  Erickson,  M.D.,  Lewis  Jacobs,  M.D.,  Hans  Kraus,  M.D., 

Martin  T.  Orne,  M.D.,  E.  E.  Rockey,  M.D.,  Herbert  E.  Walker,  M.D. 

Saturdays,  Time:  10-1  & 2-5 

MEDICAL  HYPNOSIS  (BASIC) 

Lectures,  case  demonstrations,  practice  sessions,  movies,  slides,  and  seminars  designed  to 
present  techniques  and  theories  of  hypnosis  and  to  demonstrate  the  practical  adjunctive  uses  of 
Hypnosis  in  clinical  medicine  from  the  perspectives  of  diagnosis,  therapy,  and  research. 
Open  to  the  general  physician  and  all  specialties.  Personal  interview  may  be  required. 

Fee:  $175  Seven  Saturdays,  September  27-November  8,  1969 

HYPNOSIS  & PSYCHIATRY 

The  above  course  is  followed  by  Hypnosis  & Psychiatry  and  is  open  only  to  psychiatrists  who 
have  taken  the  basic  hypnosis  course  or  the  equivalent.  Lectures,  seminars,  and  case  material 
to  elaborate  the  various  techniques  with  which  hypnosis  can  facilitate  the  psychotherapeutic 
process.  Personal  interview  may  be  required. 

Fee:  $100  Four  Saturdays,  January  3-24,  1970 

FOR  APPLICATION  FORMS,  WRITE  TO: 

Melvin  D.  Yahr,  M.D.,  Associate  Dean 
College  of  Physicians  & Surgeons,  630  W.  168th  St. 

New  York,  N.  Y.  10032  • 579-3682 
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tors  to  participate  in  this  volume  because  of  the 
enormous  expansion  of  classical  clinical  pathol- 
ogy. It  is  understood  that  the  various  sub- 
specialties of  analytical  diagnostic  procedures 
cannot  be  dealt  with  in  one  volume;  however, 
this  book  is  an  excellent  help  particularly  for 
those  pathologists  and  practitioners  of  general 
medicine  who  are  practicing  in  small  hospitals 
and  do  not  have  the  means  to  establish  the 
medical  practice  on  a subspecialty  basis.  The 
book  is  also  an  excellent  source  for  medical 
students  and  students  of  medical  biology.  In 
many  chapters  some  of  the  basic  principles  are 
reviewed,  but  for  specific  discussions.  J.  V. 
Klavins,  M.D. 

The  Heart  and  the  Law.  By  Elliot  L.  Sagall, 
M.D.,  and  Barry  C.  Reed,  LL.B.  Quarto  of  842 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1968.  Cloth,  $28. 

Elliot  L.  Sagall,  M.D.,  is  instructor  in  medi- 
cine, Harvard  Medical  School;  assistant  physi- 
cian, Beth  Israel  Hospital,  Boston,  Massachu- 
setts. His  coauthor,  Barry  C.  Reed,  is  trial 
counsel,  The  Aetna  Casualty  and  Surety 
Company,  in  Boston,  Massachusetts. 

This  first  printing,  1968,  is  a colossal  under- 
taking by  the  authors  to  compile  an  all-inclusive 
volume  on  the  heart  from  the  medicolegal  stand- 
point. 

There  are  two  parts  and  48  chapters,  namely: 
Part  I,  “The  Legal  Background  of  Cardiac 


Claims,”  (Chapters  1 to  20);  Part  II,  “The 
Medical  Background  of  Cardiac  Claims,” 
(Chapters  21  to  48). 

The  arrangement  is  that  of  a typical  textbook 
with  a good  index,  and  source  of  material  follows 
each  chapter. 

Members  of  the  medical  and  legal  professions, 
specializing  in  personal  injury  litigations  involv- 
ing the  heart  from  the  medicolegal  standpoint, 
will  find  this  text  a veritable  mine  of  informa- 
tion. S.  Ingram  Hyrkin,  M.D. 

Endocrine  and  Genetic  Diseases  of  Child- 
hood. Edited  by  Lytt  I.  Gardner,  M.D. 
Quarto  of  1,072  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1969.  Cloth, 
$36.75. 

This  is  a volume  of  1,072  pages,  divided  into 
22  chapters  representing  contributions  of  57 
authors,  each  a specialist  in  his  field. 

The  subject  is  covered  to  a gratifying  depth  in 
each  of  more  than  70  headings,  including  normal 
and  abnormal  growth  patterns  from  embryo  to 
adolescence,  disorders  of  each  of  the  endocrine 
glands,  ontogenesis  of  the  gonads  and  disorders  of 
sexual  development,  dermatoglyphics  in  medical 
genetics,  disease  states  exhibiting  visible  chro- 
mosomal abnormalities,  including  cytogenetic 
technics  and  clinical  syndromes,  metabolic  bone 
disease,  metabolic  disorders  of  potassium  and 
magnesium,  catecholamines  and  carbohydrates, 

continued  on  page  2102 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient's  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management. . .an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
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genetic  defects  of  amino  acid  and  protein  metab- 
olism, disturbances  of  serum  lipoproteins,  lipi- 
doses, obesity,  and  cystic  fibrosis.  Disorders  of 
heme  and  porphyrin  metabolism,  is  followed  by 
fine  chapters  on  the  psychologic  aspects  of  endo- 
crine and  genetic  disease  in  children  and  genetic 
counseling. 

The  bibliography  is  extensive. 

This  volume,  written  for  the  general  pediatri- 
cian, is  eminently  successful  in  making  available 
to  him  the  most  recent  thinking  on  altered 
physiology,  diagnosis,  clinical  features,  and  ther- 
apy in  the  fields  of  endocrinology  and  genetics  in 
children.  It  is  highly  recommended.  Joseph 
Avin,  M.D. 

Oxygen  Transport  in  Blood  and  Tissue. 

Edited  by  D.-W.  Lubbers,  U.  C.  Luft,  G. 
Thews,  and  E.  Witzleb.  Quarto  of  264  pages, 
illustrated.  Stuttgart,  Georg  Thieme  Verlag, 
(N.Y.,  Intercontinental  Medical  Book  Corp.), 
1968.  Cloth,  $14.75. 

Each  of  the  chapters  in  this  book  is  by  a differ- 
ent author,  and  the  editors  have  combined  them 
into  what  is  essentially  a summary  of  the 
“Seventh  Bad  Oeynhausen  Conferences”  (Ger- 
many). Oxygen  transport  from  hemoglobin  to 
mitochondria  is  detailed  in  a variety  of  organs 
and  species,  including  brain,  liver,  heart,  and 
kidney.  Research  is  presented  based  on  data 
accumulated  by  modern  technics,  such  as  com- 
puter analysis,  analysis  by  microelectrodes,  and 
intravital  microscopic  technics,  among  others. 
Considerable  data  are  presented  in  a logical  and 
highly  readable  form  with  137  figures  and  20 
tables,  which  are  of  good  quality  as  reproduced 
in  the  text.  Taken  as  a whole,  this  book  pre- 
sents a large  amount  of  complicated  material  in  a 
relatively  short  text  (264  pages)  for  easy  avail- 
ability to  any  one  interested  in  this  important 
aspect  of  metabolism. 


Senior  citizens 


By  proclamation  of  Governor  Nelson  Rocke- 


The editors  are  eminently  qualified,  and  the 
individual  authors  are  well-respected  in  the 
field.  Most  of  them  are  European,  and  the 
book,  therefore,  allows  the  American  reader  to 
sample  a spectrum  of  foreign  viewpoints  con- 
cerning the  relative  importance  of  various 
factors  in  gas  exchange.  Much  of  the  material 
reported  is  not  readily  available  in  the  American 
literature.  Each  chapter  is  adequately  sup- 
ported by  appropriate  references,  and  this  book 
can,  therefore,  be  recommended  for  both  back- 
ground and  research  material.  It  attempts  to 
supplement  the  rather  extensive  material  avail- 
able on  gas  exchange  between  lung  and  blood 
with  a more  complete  exposition  of  the  problems 
involving  gas  transport  in  blood  vessels  to  the 
tissues  and  tissue  respiration  itself.  Stanley  I. 
Fishman,  M.D. 

Radiographic  Positioning  and  Related 
Anatomy.  By  Isadore  Meschan,  M.D.,  with 
the  asistance  of  R.  M.  F.  Farrer-Meschan,  M.D. 
Duodecimo  of  388  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1968.  Cloth, 
$13.50. 

This  is  a large  monograph  on  radiographic 
technic,  which  is  well  programmed,  well  illus- 
trated, and  unusually  complete. 

There  is  an  introductory  chapter  on  the 
principles  of  radiography.  The  technics  for 
various  portions  of  the  body  are  discussed  in 
detail  by  photographs,  x-ray  films,  and  line 
drawings.  Specific  important  facts  concerning 
each  position  are  also  given.  The  anatomy  is 
completely  annotated.  The  illustrations  of  all 
types  are  so  numerous  that  a minimal  amount  of 
text  has  been  found  necessary. 

There  is  also  a final  chapter  on  special  pro- 
cedures and  special  technics.  There  is  a glos- 
sary and  an  excellent  bibliography. 

This  is  an  excellent  text  for  the  x-ray  tech- 
nology student  and  also  for  the  radiologic  resi- 
dent. Emanuel  Mendelson,  M.D. 


feller,  the  month  of  May  was  “Senior  Citizens’ 
Month.”  More  than  1,200  New  Yorkers  have 
celebrated  their  100th  birthday,  reports  the 
newsletter  of  the  Medical  Society  of  Jefferson 
County. 
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MOUNT  SINAI  SCHOOL  OF  MEDICINE 
of  the  City  University  of  New  York 

THE  PAGE  AND  WILLIAM  BLACK  POST-GRADUATE  SCHOOL  OF  MEDICINE 

1969-1970  Academic  Year 

September-December  1969 


COURSES  FOR  GENERAL  PRACTITIONERS 

Integration  ot  Contemporary  Internal  Medicine  at  the  Bedside 
Sept.  3 26.  Weds.  & Frl.,  1 4 PM. 

Otolaryngology  for  Non-Otolaryngologists 
Sept.  3 Dec.  1 7.  Weds.,  4 6 PM. 

Teaching  Conferences  for  Staffs  of  Medical  Clinics  of  the  Mount 
Sinai  Medical  Center 
October  thru  May  1970 

Computer  Analysis  of  the  Electrocardiogram  and  Vectorcardio- 
gram 

Oct.  2 3,  Thurs.  & Fri.,  9^5  PM. 

Differential  Diagnosis  in  Radiology  of  the  Chest 
Oct.  6 Dec.  29.  Mon.,  5 6 PM. 

Orthopedics  in  Infancy  and  Childhood 
Oct.  7. 14,21  & 28,  Tues.,  3-5  PM. 

Clinical  Psychiatry  for  the  Older  Patient 
Oct.  7 Nov.  11,  Tues.,  12:30  2 PM. 

Differential  Diagnosis  in  Gastrointestinal  Radiology 
Oct.  7-Dec.  9,  T ues.,  5 6 PM . 

Clinical  Psychiatry  for  Medical  Practitioners  and  Non-Psychiatric 

^Ort.Tjune  27. 1970.  Wed.  and  or  Sat.,  9 12:30  PM. 
Follow-Up  Seminar  in  Basic  Psychiatry  for  General  Practitioners, 
Internists  and  Medical  Specialists 
Oct.  22-June  24, 1 970,  Alternate  Weds.  8 :3<31 0 :30  PM . 
Clinical  Chest  Diseases 

Nov.  3-7,  Mon.  Fri.,  9-12  Noon. 

Recent  Advances  in  the  Management  of  Renal  Failure 
Nov.  11  Dec.  30,  Tues.,  8:3IH2:00  Noon. 

Care  of  the  Patient  With  Acute  Stroke 
Nov.  12-Wed.9-3  PM. 


COURSES  FOR  SPECIALISTS 

Trans-Meatal  Endaural  j Surgery 

Sept.2-12Tues.-Sat.  & Mon. -Fri.,  9^>  PM. 

Neurochemistry 

Sept.  10-Dec.  24.  Weds.,  5 6 PM. 

Introduction  to  Group  Psychotherapy  for  Graduate  Psychiatrists 
Sept.  15  Jan.  29. 1970,  Mon.  & Thurs.  9-12  Noon. 

The  Sergei  Feitelberg  Course  in  the  Clinical  Use  of  Radionuclides 
Sept.  15  May  18, 1970,  Mon.,  3 5 PM  . 

The  Vestibular  System  in  Otologic  Diagnosis 
Sept.  25,  26.  Thurs.  & Fri.,  9-5  PM. 

Sept.  27,  Sat.,  9-1 2 Noon. 

Computer  Analysis  of  the  Electrocardiogram  and  Vectorcardiogram 
Oct.  2-3,  Thurs.  Fri.,  9 5 PM. 

Hypnosis  and  Conditioning  Therapies  for  Psychiatrists:  A 
Critical  Evaluation 
Oct. 2-Dec.  11,  Thurs.,  4:30-6  PM. 

Psychopharmacology  For  Psychiatrists 
Oct.  7 Nov.  18.  Tues.,  1 :30-3  PM. 

Management  of  the  Low-Vision  Patient 
Oct.  8-Nov.  26,  Weds.,  2-3  PM. 

Introduction  to  Clinical  Electroencephalography 
Oct.  9-Dec.  18,  Thurs.,  9-12  Noon. 

Seminar  on  Legal  Aspects  of  Psychiatry 

Oct.  15  May  20,  1970,  Weds.,  8:30-10  PM. 

Clinical  Hematology 

Oct.  27  29,  Mon. -Weds.,  9^5  PM. 

Laryngeal  Surgery  and  Radical  Neck  Dissection 
Nov.  10-14,  Mon.  Fri.,  9-6  PM. 

Renal  Biopsy  as  an  Aid  in  Diagnosis  and  Management  of  Renal 
Disease 

Nov,  1 1 -Dec.  2,  T ues.,  3 :30-5  PM . 


For  catalogue  and  applications  write  to:  Registrar,  The  Page  and  William  Black 

Post-Graduate  School  of  Medicine,  Fifth  Ave.  & 100th  St.,  New  York,  N Y.  10029. 


Book  Notes 


Prognostic  Factors  in  Breast  Cancer. 

Edited  by  A.  P.  M.  Forrest,  M.D.,  and  P.  B. 
Kunkler,  M.D.  Proceedings  of  First  Ten- 
ovus  Symposium  Cardiff  12th-14th  April, 
1967.  Octavo  of  482  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1968. 
Cloth,  $14.75. 

This  text  consists  of  the  proceedings  of  a sym- 
posium held  in  Cardiff,  Wales,  in  1967.  Some 
of  the  topics  discussed  include:  Treatment  of 

metastatic  breast  cancer,  tumour-cell  kinetics 
and  biology,  and  the  influence  of  hormones  on 
breast  cancer.  Also,  at  a final  session,  four 
participants  discuss  the  salient  features  of  the 
conference  under  the  headings  of  epidemiology, 
clinical  aspects,  biology  and  endocrine  aspects. 

Current  Therapy  1969.  Edited  by  Howard 
F.  Conn,  M.D.  Quarto  of  945  pages.  Phila- 
delphia, W.  B.  Saunders  Company,  1969. 
Cloth,  $15. 

For  the  past  twenty  years  this  publication  has 
brought  to  the  practicing  physician  concise  and 


specific  discussions  of  current  therapeutic  pro- 
cedures designed  for  ready  application  to  the 
problem  at  hand.  There  are  over  300  articles, 
more  than  80  per  cent  of  which  are  new.  The 
articles  carried  over  from  the  previous  year 
have  been  carefully  revised. 

New  Directions  in  Mental  Health.  Volume 

I and  II.  Edited  by  Bernard  F.  Riess,  Ph.D. 
Octavo  of  680  pages,  illustrated.  New  York, 
Grune  & Stratton,  1968.  Cloth,  $15  the  set. 

This  book  and  its  companion  volume  are  repre- 
sentative of  an  old  scholarly  tradition,  the 
Festschrift.  When  the  Postgraduate  Center 
for  Mental  Health  marked  its  twenty-first 
anniversary,  the  event  served  also  to  honor 
Emanuel  K.  Schwartz,  Ph.D.,  who  was  in  its 
first  training  group  and  who,  at  present,  serves 
the  Center  as  dean  of  training.  Volume  I 
consists  of  contributions  by  various  experts  in 
the  field  of  mental  health.  Volume  II  is  made  up 
of  papers  written  by  Dr.  Schwartz  in  the  same 
field. 

continued  on  page  2104 
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Human  Labor  and  Birth.  By  Harry  Oxorn, 
M.D.,  and  William  R.  Foote,  M.D.  Second 
edition.  Octavo  of  538  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1968.  Paper, 
$8.50. 

This  book  is  intended  for  the  medical  student 
and  the  general  medical  practitioner.  Therefore, 
the  authors  have  emphasized  only  the  basic 
details  of  the  mechanisms  of  normal  and  ab- 
normal labor  and  their  management  and  have 
avoided  long  descriptions  of  complicated  op- 
erations. Illustrations  are  plentiful,  and  the 
book  is  arranged  so  that  text  and  related  draw- 
ings are  on  facing  pages. 

Bronchial  Carcinoma.  By  B.  T.  LeRoux, 
Ch.M.  Quarto  of  143  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.,  (Balti- 
more, The  Williams  & Wilkins  Company), 
1968.  Cloth,  $10.50. 

A more  appropriate  extended  title  for  this 
monograph  would  be  “An  Analysis  of  Presenta- 
tion and  Clinical  Behaviour  in  4,000  Cases  of 
Bronchial  Carcinoma  with  Observations  regard- 
ing the  Influence  of  Age,  Histological  Type,  and 
Surgical  Management  in  Selected  Cases,  on 
Prognosis.”  The  case  records  on  which  this 
work  is  based  are  in  the  archives  of  the  thoracic 
surgical  unit  at  the  Royal  Infirmary  in  Edin- 
burgh. This  monograph  is  a record  of  the 
management  of  bronchial  carcinoma  in  this 
particular  unit  and  the  views  expressed  and  the 
conclusions  drawn  are  those  held  by  members 
of  this  unit. 

The  Emergence  of  Modern  Nursing.  By 
Vern  L.  Bullough  and  Bonnie  Bullough.  Sec- 
ond edition.  Octavo  of  277  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1969. 
Cloth,  $6.95. 

This  popular  book  is  thoroughly  updated  to 
meet  the  needs  of  today’s  student  and  nurse.  An 
historical  account  of  nursing  development  cul- 
minates in  a consideration  of  modern  prospects 
and  problems.  Especially  interesting  is  the 
new  material  on  nursing  practice  in  Europe 
and  in  less  developed  areas  of  the  world.  Much 
of  this  information  reflects  the  experiences  of 
the  authors  who,  during  recent  travels,  observed 
the  reality  of  nursing  practice  around  the  world. 

Syndesmology  or  A Description  of  the  Liga- 
ments of  the  Human  Body.  By  Josias 
Weitbrecht,  D.M.  Translated  by  Emanuel 
B.  Kaplan,  M.D.  Quarto  of  197  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $30. 

The  original  Latin  edition  of  this  work  was 
published  in  1742.  Later,  partial  translations 
appeared  in  French,  German,  and  English. 
The  present  translator  decided  that  a complete 
translation  might  serve  a useful  purpose.  For 

continued  on  page  2105 
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example,  this  work  was  actually  one  of  the  first 
attempts  to  describe  the  ligaments  as  a unit 
of  anatomy.  Also,  from  an  historical  viewpoint, 
it  might  be  useful  to  study  some  of  the  works  of 
early  anatomists,  especially  if  the  knowledge 
acquired  could  be  applied  to  present  research, 
as  well  as  supplying  important  historical  per- 
spective. 

Selected  Papers  of  Edmund  Bergler,  M.D. 
1933-1961.  Octavo  of  981  pages.  New  York, 
Grune  & Stratton,  Inc.,  1969.  Cloth,  $9.75. 

Of  some  300  articles  published  in  various  jour- 
nals over  a period  of  thirty  years,  those  consid- 
ered most  significant  and  representative  of  the 
doctor’s  theories  and  practice,  as  well  as  those 
directly  related  to  current  problems  of  mental 
health,  are  included  in  this  volume.  This 
compilation  affords  an  historical  perspective 
in  that  it  traces  the  development  of  Dr.  Berg- 
ler’s  work  from  the  period  of  his  earliest  dis- 
coveries through  a lifetime  dedicated  to  con- 
tinued inquiry. 

Nerves  and  Nerve  Injuries.  By  Sydney 
Sunderland,  M.D.  Quarto  of  1,161  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1968.  Cloth,  $32.75. 

The  work  which  forms  the  basis  of  this  book  is 
the  outcome  of  laboratory  and  clinical  investi- 
gations on  nerves,  nerve  injuries,  and  nerve 
repair  which  were  commenced  in  1940  when  the 
author  was  professor  of  anatomy  at  the  Uni- 
versity of  Melbourne.  The  material  has  been 
presented  in  a manner  designed  to  emphasize 
the  importance  of  the  closest  possible  integration 
between  the  findings  of  anatomic,  physiologic, 
pathologic,  and  clinical  studies. 

Anatomy  of  the  Newborn:  An  Atlas.  By 

Edmund  S.  Crelin,  Ph.D.  Quarto  of  256 
pages,  illustrated.  Philadelphia,  Lea  & Fe- 
biger,  1969.  Cloth,  $24. 

Although  the  compiler  of  this  atlas  feels  that 
there  is  a great  need  for  a detailed  textbook  of 
newborn  anatomy,  he  chose  to  present  an  atlas 
because  its  predominantly  visual  message  could 
be  more  easily  used  by  individuals  with  differ- 
ent interests  and  levels  of  training  and  ability. 
The  average  normal  newborn  in  this  atlas  was 
“created”  from  10  male  and  6 female  infants, 
anatomically  normal,  both  colored  and  white, 
between  eight  and  one-half  and  nine  and  one- 
half  months  gestation  age.  Color  is  used 


throughout  and  serves  to  further  identify  struc- 
tures. 

Diagnosis  and  Management  of  Pain  Syn- 
dromes. By  Bernard  E.  Finneson,  M.D. 
Second  edition.  Quarto  of  337  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $12.50. 

Six  years  have  elapsed  since  this  monograph  was 
first  published  and  a number  of  significant 
changes  have  occurred  in  the  field  of  pain  man- 
agement to  require  a thorough  reworking  of  the 
text.  The  book  remains  an  attempt  to  provide 
a practical  and  useful  guide  to  management  of 
the  pain  problems  commonly  encountered  in 
practice.  Most  of  the  technics  described  are 
widely  accepted  and  no  claim  is  made  for  original 
methods  or  for  a “new”  concept. 

Birth  Control  and  Love.  By  Alan  F.  Gutt- 
macher,  M.D.  Octavo  of  337  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1969. 
Cloth,  $6.95.  (The  second  revised  edition  of 
The  Complete  Book  of  Birth  Control,  1961.) 
This  is  a comprehensive  and  up-to-date  hand- 
book on  conception  and  contraception.  It  is 
designed  to  provide  the  facts  about  fertility 
control,  the  negative  and  the  positive,  simply 
and  concisely.  It  is  written  so  that  husbands 
and  wives  can  learn  the  technics  modern  medi- 
cine has  developed  in  order  to  permit  each  preg- 
nancy to  be  a voluntary,  positive  act  of  choice 
in  the  best  interests  of  health  and  happiness. 

The  Human  Bronchial  Circulation  in 
Health  and  Disease.  By  Leon  Cudkowicz, 
M.D.  Octavo  of  424  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1968. 
Cloth,  $18. 

The  bronchial-arterial  circulation,  for  so  long  a 
neglected  or  at  best  a controversial  subject 
among  anatomists,  has  now  been  shown  by 
Dr.  Cudkowicz  to  play  a most  important  part  in 
pulmonary  disease.  By  combining  information 
obtained  during  life  with  that  provided  by  post- 
mortem examination,  he  has  demonstrated  the 
important  role  of  the  bronchial  circulation  in 
such  divergent  conditions  as  bronchiectasis, 
pulmonary  hypertension,  lobar  pneumonia,  and 
lung  cancer.  Some  of  the  material  in  this  book 
has  appeared  in  various  journals  but  is  discussed 
again  in  the  light  of  new  data.  The  references 
selected  are  not  exhaustive  and  represent  the 
scaffolding  deemed  essential  to  a discussion 
of  the  human  bronchial  circulation. 
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Editorials 


Journal  awards  for  1968 

Continuing  its  well-established  tradi- 
tion the  Journal,  during  the  annual  con- 
vening of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
on  the  eighth  of  February,  awarded  the 
eighth  annual  Redway  Medal  and  award 
for  excellence  in  medical  writing  in  the 
Journal  during  the  previous  year  to 
John  Grant  Gorman,  M.D.  (Fig.  1).  The 
award  was  made  by  Edward  Hughes,  M.D., 
president  of  the  Medical  Society  and  the 
citation  read  as  follows: 

John  Grant  Gorman,  M.D.,  Director  of 
the  Blood  Banks  at  Columbia-Presby- 
terian  Medical  Center,  is  awarded  the 
Redway  Medal  for  his  article  that  ap- 
peared in  the  May  15,  1968,  issue  of  the 
Journal  entitled  “Rh  Immunoglobulin 
in  Prevention  of  Hemolytic  Disease  of 
Newborn  Child.” 

This  important  paper  untangled  the 
skein  of  events  leading  to  hemolytic  disease 
of  the  newborn  and  described  successful 
experiments  to  block  these  events  by  using 
passive  antibody  to  cause  immunosup- 
pression. 

The  importance  from  a public  health 
standpoint  in  the  use  of  Rh  immunoglobulin 
in  mothers-at-risk  was  stressed.  The  way 
is  open  to  remove  one  more  disease  from 
the  morbidity  and  mortality  tables. 

This  paper  was  the  Wadsworth  Address 
of  1967.  The  fact  that  it  transposed  to 
the  printed  page  with  no  difficulty  what- 
soever is  a tribute  to  the  order  and  clarity 
in  which  it  was  presented. 

Dr.  Edward  Hughes,  president  of  the 
Medical  Society,  also  made  the  fifth  annual 
presentations  of  awards  for  Distinguished 
Service  to  the  Journal  to  Arthur  M. 
Master,  M.D.,  who  for  sixteen  years  has 
rendered  generous  superior  service  on  the 
Associate  Editorial  Board  of  the  Journal 
(Fig.  2). 

Dr.  Master,  a renowned  authority  in 


FIGUREl.  Presentation  of  1968  Redway  Medal  and 
award  to  John  Grant  Gorman,  M.D.,  by  Edward 
Hughes,  M.D.,  president  of  the  Medical  Society  of 
the  State  of  New  York. 


FIGURE  2.  Arthur  M.  Master,  M.D.,  recipient  of 
Distinguished  Service  award. 
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FIGURE  3.  Gertrude  M.  Hyde,  M.D.,  accepting 
Distinguished  Service  award  from  Dr.  Hughes. 


cardiology,  has  been  unstinting  in  making 
his  vast  knowledge  and  experience  avail- 
able to  the  editors. 


His  guidance  has  been  particularly 
valuable  in  this  period  of  burgeoning  new 
developments  in  the  approach  to  cardio- 
vascular problems. 

The  Journal  is  deeply  indebted  to  Dr. 
Master  for  these  long  years  of  valued 
friendship. 

An  award  for  Distinguished  Service  was 
also  made  to  Gertrude  M.  Hyde,  M.D., 
(Fig.  3)  for  ten  years  of  unfailing  and 
competent  service  on  the  Associate  Edi- 
torial Board  of  the  Journal. 

A highly  respected  pediatrician,  her  ad- 
vice on  matters  in  the  field  has  been  invalu- 
able. 

Dr.  Hyde  founded  and  has  run  the  Pre- 
ventive Medicine  and  Health  Clinic  for 
foster-home  children  for  Westchester 
County  for  the  past  twenty  years.  This 
clinic  has  been  a model  for  others  in  the 
country. 

The  Journal  is  proud  of  its  association 
with  Dr.  Hyde  and  distinctly  honored  in 
making  this  award. 


Announcement  1969  District  Branch  Meetings 

Branch  Date  Place 


First  Sunday,  February  9 The  Americana, 

New  York  City 


Second  Monday,  Tuesday,  Pierre  Marques  Hotel, 
Wednesday,  Thurs-  Acapulco,  Mexico 
day,  Friday,  Satur- 
day, Sunday,  Mon- 
day, November  3,  4, 

5,  6,  7,  8,  9,  10 


Third 

and 

Fourth 


Fifth  Friday,  Saturday,  Buck  Hill  Inn, 

and  Sunday,  September  Buck  Hill  Falls,  Pennsylvania 

Sixth  5,  6,  7 

Seventh  Thursday,  Friday,  Concord  Hotel, 

and  Saturday,  Sunday,  Kiamesha  Lake,  New  York 

Eighth  October  2,  3,  4,  5 


Ninth  Monday,  February  10  The  Americana, 

New  York  City 
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Scientific  Articles 


Pediatric  Gynecologic 
Surgery  in 
General  Hospital 


WILLIAM  POMERANCE.  M.D. 

Brooklyn,  New  York 
VICTOR  GLAZER,  M.D. 
Brooklyn,  New  York 

From  the  Departments  of  Obstetrics  and  Gynecology, 
State  University  of  New  York  Downstate  Medical  Center, 
and  Maimonides  Medical  Center 


Gynecologic  surgery  in  the  pediatric 
patient  is  infrequently  performed.  Since 
reference  to  the  literature  of  the  last  ten 
years  failed  to  disclose  any  general  re- 
ports, it  seemed  desirable  to  review  the 
nature  and  circumstances  of  such  surgery 
as  performed  in  a general  hospital,  and  a 
study  was  made  of  the  procedures  per- 
formed at  the  Maimonides  Hospital  from 
January  1,  1962,  through  June  30,  1966. 
During  this  period  51  patients  in  the 
pediatric  age  group  from  birth  through  age 
seventeen  underwent  gynecologic  surgery. 
All  procedures  related  to  obstetrics  were 
excluded.  Since  there  were  approximately 
7,200  pediatric  admissions  during  this  pe- 
riod, the  incidence  is  considerably  less  than  1 
per  cent. 

Age  distribution 

Figure  1 shows  the  number  of  patients 
per  year  of  age.  There  is  a small  peak  be- 
fore age  one  and  then  only  sporadic  cases 
until  the  period  of  menarche  when  there  is 


...I.  I.  I 
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FIGURE  1.  Age  distribution  of  patients. 

TABLE  1.  Diagnoses  and/or  procedures 
age  zero  through  eight 

Condition 

Number  of 
Patients 

Biopsy  of  ovary  ( in  association 
with  inguinal  herniorrhaphy) 

5 

Separation  of  labial  synechiae 
(including  incision  and  re- 
suture) 

2 

Repair  of  vaginoperineal  lac- 
eration 

3 

Excision  of  xanthofibroma 
thecocellulare  of  labia 

majora 

1 

Oophorectomy  for  benign  cys- 
tic teratoma  and  biopsy  of 
other  ovary 

1 

Total 

12 

an  abrupt  rise  that  is  sustained  and  in- 
creases throughout  the  period  studied. 

Procedures  at  various  ages 

Patients  have  been  distributed  into  two 
groups,  from  birth  through  eight  years  of 
age  (premenarchal)  and  from  nine  through 
seventeen  years  of  age,  and  by  the  diagnoses 
and/or  procedures  performed  (Tables  I 
and  II).  Biopsy  of  an  ovary  found  in- 
cidentally within  the  hernial  sac  (not  part 
of  the  sac)  of  infants  or  children  during 
herniorrhaphy  account  for  many  of  the 
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TABLE  III.  Surgical  admissions 


Condition 

Number  of 
Patients 

Accute  appendicitis  (correct  2, 

incorrect  11,  ages  eleven  to 

seventeen) 

13 

Hernia 

6 

Acute  condition  of  the  ab- 
domen (torsion  2,  ovarian 

tumor  1) 

3 

Fused  labia 

2 

Ovarian  cyst 

2 

Total 

26 

TABLE  II.  Diagnoses  and/or  procedures 
ages  nine  through  seventeen 

Number  of 


Condition  patients 


Excision  of  follicle  cyst,  or  cor- 
pus luteum,  or  other  func- 
tioning portion  of  ovary  15 

Salpingo-oophorectomy  for  tor- 
sion of  pedicle  8 

Hymenotomy  (ages  eleven  to 

fourteen)  4 

Resection  of  ovarian  tumor 
(benign  cystic  teratoma  2, 
cystic  granulosa  cell  tumor  1)  3 

Salpingo-oophorectomy  for  le- 
sion of  ovary  (pseudomu- 
cinous cyst  adenoma  1,  gran- 
ulosa cell  tumor  1)  2 


Subtotal  hysterectomy  and 
unilateral  salpingo-oopho- 
rectomy and  drainage  of 
hematocolpos  for  didelphic 


uterus  with  blind  vagina  1 

Drainage  of  vulval  hematoma  1 

Herniorrhaphy  and  excision  of 

morgagnian  cyst  1 

Myomectomy  (huge)  1 

Excision  of  condylomas  of  per- 
ineum and  vulva  1 

Incision  and  drainage  of  ab- 
scess of  Bartholin’s  gland  1 

Culdoscopy  for  perforation  of 

uterus  1 

Total  39 


operations  performed  in  the  early  years. 
In  later  childhood  a few  result  from  such 
trauma  to  the  perineum  as  “picket  fence” 
or  “handle-bar”  injuries.  The  procedures 
in  the  older  pediatric  patient  are  consider- 
ably different.  They  are  related  in  the 
main  to  ovarian  resection,  predominantly 
partial  resection  for  functional  cysts,  but 
also  include  removal  of  neoplastic  lesions 
and  necrotic  adnexa  following  torsion. 

Surgical  versus  gynecologic  admissions 

A division  of  our  patients  depending  on 
the  service  of  admission  indicates  the  differ- 
ent nature  of  the  surgery  performed  (Tables 
III  and  IV).  Resection  or  biopsy  of 
ovarian  tissue  is  by  far  the  most  frequent 
surgery  performed  on  the  surgical  service, 
and  is  usually  performed  during  the  course 
of  an  herniorrhaphy  or  during  a laparot- 
omy for  acute  appendicitis,  which  most 
often  in  these  instances  is  an  incorrect 
diagnosis.  These  ovarian  biopsies  occur 


TABLE  IV.  Gynecologic  admissions 


Condition 

Number  of 
patients 

Ovarian  cysts  (with  torsion  5) 

10 

Hematocolpos 

Laceration  of  perineum  and 

4 

vagina 

3 

Abscess  of  Bartholin’s  gland 

1 

Ectopic  gestation 

1 

Lesion  of  vulva 

1 

Vulva  hematoma 

1 

Condylomas  acuminata 
Vaginal  cyst  (uterus  didelphys, 

1 

and  so  on) 

Pelvic  tumor  (ovarian,  huge 

1 

leiomyoma) 

1 

Possible  appendicitis 

1 

Total 

25 

usually  during  the  early  years  of  menstrual 
life.  Perhaps  the  surgical  procedures  on 
a normal  ovary  result  from  failure  to  recog- 
nize the  appearance  of  functioning  ovarian 
tissue  with  follicle  cyst  and  corpus  luteum 
formation.  It  must  also  be  recognized  that 
ovaries  function,  although  incompletely,  in 
infancy  and  early  childhood,  and  an  ovary 
displaced  within  a hernial  sac  is  generally 
more  edematous  and  may  appear  abnormal. 
This  awareness  may  avoid  some  needless 
biopsies.  The  admissions  on  the  gyneco- 
logic service  are  more  consistent  with 
gynecologic  conditions  and  relate  to  ovarian 
tumors,  perineal  trauma,  and  imperforate 
hymens. 

Ovarian  tumors 

Of  all  ovarian  tumors  2 out  of  3 are 
benign  cystic  teratomas  (Table  V).  From 
reference  to  Table  II,  it  can  be  seen  that 


2114  New  York  State  Journal  of  Medicine  / August  1,1969 


TABLE  V.  Ovarian  tumors 


TABLE  VI.  Total  ovarian  surgery 


Number  of 

Condition  patients 


Benign  cystic  teratoma  (other 

ovary  biopsied  6) 

8 

Granulosa  cell  tumor 

2 

Pseudomucinous  cystadenoma 

(other  ovary  biopsied  1) 

1 

Simple  cyst 

1 

Total 

12 

most  of  these  were  operated  on  after  torsion 
of  the  pedicle  with  hemorrhagic  infarction 
requiring  oophorectomy.  Recognition  of 
these  tumors  prior  to  the  development  of 
this  complication  usually  allows  resection  of 
the  tumor  with  retention  of  most  of  the 
remaining  normal  ovarian  tissue.  While 
benign  cystic  teratoma  of  the  contra- 
lateral ovary  was  found  only  once  in  the  six 
instances  in  which  it  was  biopsied,  this  pro- 
cedure is  still  recommended. 

Resected  ovarian  tissue 

Of  all  gynecologic  surgery  in  these 
pediatric  patients  63  per  cent  was  per- 
formed on  the  ovary  (Table  VI).  Most  of 
these  procedures  (20  of  34)  are  resections  of 
normal  ovarian  tissue.  They  are  perhaps 
unnecessary  and  produce  tissue  damage 
that  may  eventually  contribute  to  in- 
fertility. 

Labial  fusion 

Labial  fusion  may  not  need  surgery  if 
treatment  with  estrogen  cream  is  used  early 
and  vigorously  enough;  this  approach  may 
have  been  tried  too  late  and  obviously  un- 
successfully in  the  2 cases  reported  here. 

Comment 

The  formal  or  scheduled  gynecologic  op- 
erations performed  on  the  pediatric  patient 


Procedure 

Number  of 
patients 

Excision  of  portion  of  normal 

functioning  ovarian  tissue 

20 

Oophorectomy  or  salpingo- 
oophorectomy  for  tumor  of 
ovary  (with/without  torsion) 

11 

Resection  of  ovarian  tumor 

3 

Total 

34 

generally  fall  into  four  categories:  (1)  prob- 
lems relating  to  congenital  anomalies,  (2) 
trauma,  (3)  infection,  and  (4)  pelvic  tumors. 
However,  from  our  material  it  can  be  seen 
that  an  additional  category  must  be  added, 
namely  biopsy  of  ovary,  which  accounted 
for  39  per  cent  of  the  pediatric  gynecologic 
surgery  performed.  The  necessity  of  most 
of  this  latter  surgery  must  be  questioned 
and  certainly  indicates  the  need  for  recogni- 
tion of  normal  ovarian  function  in  early 
childhood  as  well  as  in  later  childhood 
and  adolescence. 

It  behooves  pediatricians  to  recognize  be- 
nign cystic  teratomas  before  the  occurrence 
of  torsion,  (for  which  they  have  a great 
propensity),  so  that  resection  of  the  tumor 
can  be  performed  electively,  rather  than 
oophorectomy  as  an  emergency  procedure 
after  hemorrhagic  infarction  has  occurred. 

Summary 

Fifty-one  cases  of  pediatric  gynecologic 
surgery  occurring  at  the  Maimonides  Hos- 
pital over  a four-and-one-half-year  period 
are  reviewed.  The  early  years  (zero 
through  eight  years)  involved  biopsy  of 
normal  ovaries  found  in  hernial  sacs  and 
perineal  trauma.  The  later  years  (nine 
through  seventeen  years)  were  concerned 
predominantly  with  biopsy  of  a normal 
ovary  at  the  time  of  laparotomy  for  acute 
appendicitis,  ovarian  tumors,  and  imperfo- 
rate hymen. 


August  1,  1969  / New  York  State  Journal  of  Medicine  2115 


Dermatogeriatric  Health 
Questionnaire 

Use  in  Dermatology 
Outpatient  Clinic 


ALEX  W.  YOUNG,  JR.,  M.D. 
New  York,  New  York 

Director,  St.  Luke’s  Hospital  Center, 
Department  of  Dermatology 


T he  Comprehensive  Dermatogeriatric 
index:  Health  Questionnaire  or  C.D.I.  is 
designed  to  collect  dermatologic  informa- 
tion. It  was  first  used  in  geriatric  patients 
in  hospitals  and  proved  of  value  in  supple- 
menting dermatologic  and  medical  history, 
providing  a preview  of  the  cutaneous  prob- 
lem and  a tentative  clinical  impression.’ 

The  concept  of  the  questionnaire  is  based 
on  the  Cornell  Medical  Index:  Health 
Questionnaire.2,3  This  instrument  has  been 
used  to  collect  standardized  medical  in- 
formation and  has  proved  of  value  in 
diagnosis  and  evaluation  of  functional  ill- 
ness.4 The  results  have  been  scrutinized 
statistically5,6  and  a computer  employed  to 
study  the  responses  consistent  with  certain 
diseases7’8  (See  Figs.  1 and  2 at  end  of  re- 
port)- 

This  report  details  the  use  of  the  C.D.I.  in 
the  dermatology  outpatient  clinic  of  St. 
Luke’s  Hospital  Center.  The  need  for 
collecting  standardized  information  and  the 
large  population  of  Puerto  Rican  patients 
who  did  not  speak  English  but  could  com- 
plete the  Spanish  edition  of  the  C.D.I. 
prompted  this  project. 

The  returns  from  the  C.D.I.  were  studied 
to  test  practicability  and  reliance,  and  the 
pattern  of  response  in  relation  to  the  cutane- 
ous problem.  The  following  points  were 
considered:  (1)  general  response  and  pro- 


ductivity, (2)  clinical  impression  suggested 
by  the  C.D.I.,  (3)  response  in  relation  to 
skin  disease,  and  (4)  cumulative  “yes” 
answers. 

Materials  and  method 

Thirty  consecutive  patients  newly  ad- 
mitted to  the  dermatology  clinic  at  St. 
Luke’s  Hospital  Center  answered  the 
questionnaire.  There  were  14  women  and 
16  men,  all  young  adults.  Eight  were 
under  twelve  years  of  age,  and  the  parent 
completed  the  C.D.I. 

The  questionnaire  was  self-administered; 
no  help  was  provided.  The  time  required 
for  completion  was  no  longer  than  one-half 
hour.  No  patient  refused  or  questioned 
the  intent  of  the  examination. 

Observations 

General  response  and  productivity. 
The  tallies  of  the  questions  requiring  a “yes” 
or  “no”  (total  114)  were  tabulated  on  the 
basis  of  type  of  answers:  “yes,”  “no,”  no 
answer,  and  remark — affirmative  or  nega- 
tive and  don’t  know.  Table  I shows  the 
scores  broken  down  by  sections  making  up 
the  C.D.I.:  Section  A deals  with  vital 
statistics,  background,  type  of  skin;  Sec- 
tion B with  history  of  presenting  illness; 
Section  C with  dermatologic  history;  Sec- 
tion D with  medical  and  cancer  history; 
and  Section  E with  functional  and  environ- 
mental account. 

A total  of  3,420  questions  was  presented 
to  the  30  patients  who  took  the  examina- 
tion. There  were  2,926  responses;  only  494 
or  1.4  per  cent  of  the  questions  were  not 
answered.  Productive  replies  were  judged 
those  which  could  be  interpreted  as  clini- 
cally or  historically  significant,  that  is  a 
clear-cut  “yes,”  “no,”  affirmative,  or  nega- 
tive. The  percentage  of  productive  an- 
swers was  85.4  per  cent  (2,920  of  3,420 
questions). 

Clinical  impression  (dermatologic). 
A speedy  perusal,  usually  no  more  than 
three  or  four  minutes,  of  the  productive 
responses,  the  portion  concerned  with  dis- 
tribution and  a description  by  the  patient 
of  the  presenting  difficulty  (offered  in  8 
patients),  allowed  a tentative  formulation 
of  the  skin  problem.  Thus,  a patient  with 
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TABLE  I.  Raw  score  for  30  patients 


Section 
(Number 
of  Patients) 

Yes 

No 

No  Answer 

Affirmative 

Negative 

Don’t 

Know 

A (6  to  12) 

60 

135 

13 

2 

0 

0 

B (14  to  50) 

307 

632 

163 

3 

0 

5 

C (51  to  76) 

122 

541 

115 

0 

2 

0 

D (76  to  102) 

81 

569 

129 

1 

0 

0 

E (103  to  120) 

151 

311 

74 

3 

0 

1 

Total 

721 

2,188 

494 

9 

2 

6 

♦ Total  questions: 
Total  resjxmses: 
No  response: 

3,420 

2,926 

494 

Productive  responses:  2,920  (yes,  no, 

affirmative  or 

negative  reply),  85.4 

per  cent 

a verrucous  nevus  gave  a self-diagnosis  of 
wart,  located  on  the  neck,  increasing  in  size, 
of  long  duration,  and  affirmed  it  was  a 
growth. 

A patient  with  essential  pruritis  (idio- 
pathic) answered  that  the  arms,  chest,  back, 
scalp,  and  ears  were  affected.  The  com- 
plaint appeared  suddenly,  became  worse, 
extended  to  involve  new  areas,  began  in  the 
winter,  was  excoriated,  produced  itching 
and  smarting,  was  self-treated,  and  was  not 
related  to  recent  drugs  although  bromide 
seltzer  was  occasionally  taken.  A patient 
with  urticaria  indicated  involvement  of  the 
arms,  legs,  and  hands,  an  evanescent  condi- 
tion, reddening  of  the  skin  with  itching, 
reaction  to  wool,  previous  treatment,  and  a 
recent  injection. 

Clinical  impression  (medical).  Study 
of  the  portions  of  the  C.D.I.  pertaining  to 
medical  or  neoplastic  disease  not  only 
contributed  to  information  concerning  the 
skin  disorder  but  also  suggested  areas  for 
further  exploration.  For  example,  a C.D.I. 
for  a ten-year-old  child  answered  by  his 
parent,  revealed  that  the  child  had  fre- 
quent nose  bleeds  and  a sore  throat.  A 
patient  with  urticaria  answered  affirma- 
tively to  questions  concerning  sinusitis, 
cough,  heart  trouble,  and  gastrointestinal 
symptoms.  A patient  with  acute  contact 
dermatitis  had  a cough,  arthralgia,  muscle 
pains,  and  a familial  history  of  stomach 
trouble. 

Response  by  skin  disease.  The  “yes” 
answers  obtained  from  a specific  disease  or 
group  of  skin  diseases  were  compared  with 
the  thought  of  distinguishing  a differential 
pattern.  Patients  with  the  following  diag- 
nosis completed  the  C.D.I.;  the  first  four 
categories  were  studied  for  pattern  of 
response: 


1. 

Skin  tumor:  verruca  (3),  nevus 
ganglion  (1),  giant  comedo  (1) 

(1), 

2. 

Contact  dermatitis  (6) 

3. 

Atopic  dermatitis  (4) 

4. 

Exanthema:  exanthema  (1),  pityria- 
sis rosea  (3) 

5. 

Pruritis:  essential  (1),  urticaria 
drug  eruption  (1) 

(3), 

6. 

Tinea  capitis  (3) 

7. 

Tinea  pedis  (1) 

8. 

Intertrigo  (1). 

The  “yes”  answers  given  by  patients  with 
a skin  tumor  or  growth,  contact  dermatitis, 
atopic  dermatitis,  and  exanthema  were 
totaled  for  the  first  four  sections  of  the 
C.D.I.  (Table  II).  The  sums  were  re- 
spectively 92,  143,  78,  and  53.  A greater 
number  of  affirmative  answers  were  noted 
in  contact  dermatitis,  40  per  cent,  followed 
by  skin  tumor,  25  per  cent,  atopic  derma- 
titis, 21  per  cent,  and  exanthema,  16  per 
cent.  The  “yes”  responses  studied  by 
sections  of  the  C.D.I.  and  disease  categories 
differed  on  the  one  hand  between  skin  tumor 
and  contact  dermatitis  and  atopic  derma- 
titis and  exanthema. 

Where  “yes”  answers  were  three  or 
more  to  each  question,  the  number  of  these 
questions  in  the  skin  tumor  group  was  12 
(22  per  cent),  contact  dermatitis  24  (45 
per  cent),  atopic  dermatitis  11  (20  per  cent) 
and  exanthema  6 (13  per  cent). 

The  questions  answered  in  the  affirma- 
tive in  each  disease  category  and  those 
answered  jointly  showed  the  following 
pattern:  7 questions  were  answered  only  by 
the  skin  tumor  group,  10  in  contact  derma- 
titis, 1 in  atopic  dermatitis,  and  none  in 
exanthema.  There  was  an  appreciable 
overlap  of  “yes”-answered  questions  in  the 
contact  and  atopic  groups;  a lesser  degree 
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TABLE  II.  Total  "yes”  answers 
by  section  of  questionnaire  and  disease  category  (per  cent) 


Section 

Total 

Tumor 

Contact 

Atopic 

Exanthema 

A 

44 

8 (8.7) 

16  (11.1) 

11  (14.1) 

9 (17) 

B 

228 

54  (58.7) 

84  (59) 

54  (69) 

36  (67  9) 

C 

94 

30  (32.6) 

43  (29  9) 

13  (16  9) 

8 (15.1) 

D 

366 

92  (25) 

143  (40) 

78  (21) 

53  (16) 

TABLE  III. 

Cumulative  “yes” 

answers 

Number 

“Yes” 

of 

Answers 

Per  Cent 

Patients 

Below  10 

4.9 

3 

10  or  more 

43.6 

27 

20  or  more 

31.3 

20 

30  or  more 

11.3 

7 

40  or  more 

6.4 

4 

50  or  more 

1.5 

1 

in  contact,  atopic,  and  exanthema;  and 
little  between  tumor,  contact  and  tumor, 
and  contact  and  atopic. 

Cumulative  “yes”  answers.  The  cu- 
mulative “yes”  answers  were  calculated  on 
the  basis  of  those  below  10,  more  than  10,  20, 
30,  40,  and  50  (Table  III).  The  majority 
of  patients  answered  10  or  more  “yes,” 
while  a gradually  decreasing  per  cent  had 
fewer  affirmative  replies. 

Comment 

The  first  experience  using  the  C.D.I. 
showerl  promise.  Productive  material  was 
collected  from  two  groups  of  geriatric 
patients  in  hospitals  (total  104).  Of  the 
replies  75.4  and  74.4  per  cent  were  in- 
formative. However,  some  difficulty  arose 
because  of  the  time  required  for  completing 
the  form  and  the  need  for  assistance.  In 
this  present  report  no  patient  required  help 
to  complete  the  form,  and  none  exceeded 
thirty  minutes  in  taking  the  examination. 
The  response  of  the  Spanish-speaking 
patients  was  excellent.  Most  were  careful 
to  answer  each  question.  The  productiv- 
ity score  for  the  outpatients  exceeded  that 
of  the  first  series,  being  85.4  per  cent.  It 
is  clear  that  from  the  viewpoint  of  mechan- 
ics and  productive  information  gained,  the 
C.D.I.  can  provide  valuable  information 
about  outpatients,  especially  those  cases 
in  which  a verbal  history  is  difficult  to  ob- 
tain. 


Although  a firm  diagnosis  based  on  the 
C.D.I.  alone  is  not  possible,  a clinical  im- 
pression may  be  forthcoming.  A preview 
of  the  cutaneous  problem  is  available  in 
minimal  time  by  study  of  the  response  to 
the  questions,  indication  of  distribution  of 
the  problem,  and  the  patient’s  own  descrip- 
tion. 

Questions  pertaining  to  dermatologic 
and  medical  history  answered  in  the  affirma- 
tive pinpoint  the  direction  of  further  in- 
vestigation. History  of  previous  treatment 
with  ionizing  irradiation,  allergy  to  in- 
halants and  foods,  recent  injections,  and 
penicillin  sensitivity  are  not  necessarily  re- 
lated to  a diagnosis  of  nevus,  verruca,  or 
exanthema  but  must  be  explored.  A his- 
tory of  tuberculosis,  persistent  cough, 
arthralgia,  night  sweats,  gastrointestinal 
difficulties,  boils,  and  diabetes  brought  out 
by  the  C.D.I.  directs  attention  to  these 
areas  in  a patient  prompted  to  seek  advice 
for  a contact  dermatitis,  essential  pruritis, 
or  atopy. 

The  C.D.I.  can  be  justified  as  an  instru- 
ment to  alert  the  attending  physician  to 
underlying  disorders  as  well  as  those  condi- 
tions related  directly  to  the  cutaneous  dis- 
order. 

A pattern  of  “yes”  answers  in  the  C.D.I. 
typical  of  a specific  disease  or  group  of 
diseases  is  possible.  In  this  system,  the 
number  and  distribution  of  affirmative  an- 
swers could  provide  a tentative  impression 
separating  skin  tumors,  contact  and  atopic 
dermatitis,  and  so  on.  A large  number  of 
patients  could  thus  be  scanned  for  skin 
disease  or  potential  dermatologic  or  medical 
disorders  to  indicate  the  need  for  direct 
examination. 

The  number  of  questionnaires  in  this 
study  is  too  few  to  establish  a firm  pattern 
of  response  to  be  related  to  the  skin  disease; 
however,  a potential  design  seems  to  be 
emerging.  Differences  among  the  clinical 
groups  with  respect  to  total  “yes”  replies, 
the  questions  answered  three  or  more  times, 
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questions  answered  solely  in  one  category, 
or  the  number  of  questions  answered 
jointly  may  help  to  characterize  one  disease 
group  from  another. 

Continuing  evaluation  of  this  aspect  of 
the  C.D.I.  seems  warranted  with  added 
numbers  for  advanced  statistical  analysis. 
Similarly  the  cumulative  “yes”  answers 
suggesting  an  underlying  functional  dis- 
order as  noted  in  the  Cornell  Medical  Index 
cannot  be  evaluated  adequately.  A differ- 
ence between  the  younger  patients  in  this 
study  and  the  hospitalized  geriatric  patients 
previously  examined  was  seen.  Additional 
material  is  necessary  to  explain  this  signifi- 
cance. 


Summary 

The  Comprehensive  Dermatogeriatric 
Index:  Health  Questionnaire  was  ad- 

ministered to  30  newly  admitted  patients 
at  the  dermatology  outpatient  clinic  at  St. 
Luke’s  Hospital  Center.  The  result  of 
the  examination  provided  readily  accessible 
and  standardized  information  complement- 


ing the  oral  history  and  a method  for  col- 
lecting clinical  data  from  patients  with 
language  difficulties.  It  is  envisioned  that 
certain  diseases  or  groups  of  diseases  will 
yield  a pattern  of  response  to  be  identified 
by  the  questionnaire. 

Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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FIGURE  1.  Questionnaire  in  English 
History  number Name 

COMPREHENSIVE  DERMATOGERIATRIC  INDEX 


A. 

Circle  the  correct  answer  or  fill  in  the  space 


1. 

Race: 

White 

Negro 

Oriental 

2. 

Sex: 

Male 

Female 

3. 

Are  you: 

Single 

Married 

Divorced 

Widow 

Widower 

4. 

What  is  vour  aee? 

5.  Where  were  you  born? 

5a.  How  long  have  you  been  in  the  hospital? 
Background: 

6.  Do  you  have  any  kind  of  illness  or  sickness 

now  (heart  or  kidney  trouble,  lung 
trouble,  diabetes,  tuberculosis,  cancer  of 
stomach,  arthritis)? Yes  or  no 

7.  Have  you  ever  had  any  kind  of  illness  or 

sickness  in  the  past  (like  the  ones  men- 
tioned above)? Yes  or  no 

8.  Do  you  have  any  kind  of  skin  trouble 

now? Yes  or  no 


9.  Have  you  ever  had  any  kind  of  skin 

disease  or  trouble  with  your  skin? 

Yes  or  no 

10.  Is  your  skin  especially  greasy  or  oily?.  . 

Yes  or  no 

11.  Is  your  skin  dry? Yes  or  no 

12.  Is  your  skin  rough,  scaly  or  itchy  especi- 

ally in  the  winter? Yes  or  no 


Medical  Diagnosis: 


Dermatologic  Diagnosis: 
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FIGURE  1.  Questionnaire  in  English  continued 


B. 

13. 

14. 
16. 

18. 

20. 

21. 

22. 

23. 

24. 


30. 

31. 

32. 

33. 

34. 

35. 

36. 

44. 

45. 

46. 

47. 
C. 

51. 

2120 


Location  and  distribution: 


Where  is  your  skin  trouble  located? 

(Circle  the  correct  answer  or  answers). 

arm(s)  leg(s)  ankle  (s)  wrist  (s)  feet 


hand  ("s)  stomach  chest  back 

face  scalp  ear(s) 

Are  your  finger  or  toe  nails  affected?  . 15. 

Yes  or  no 

Presenting  skin  condition: 

Do  you  have  a growth  on  your  skin  (wart,  17. 
tumor,  mole)? Yes  or  no 

Onset: 

Did  the  skin  condition  appear  suddenly?  19. 
Yes  or  no 

Course  (history): 

Has  there  been  any  change  in  your  skin  25. 

condition  since  it  began? Yes  or  no 

Has  your  skin  condition  become  worse?  26. 

Yes  or  no 

Have  new  spots  recently  appeared? ....  27. 

Yes  or  no 

Did  the  condition  begin  in  one  spot  and  28. 

then  spread? Yes  or  no 

Has  your  skin  condition  grown  in  size? . . 29. 

Yes  or  no 

Describe  your  skin  condition  in  your  own  words. 


neck 


Is  the  inside  of  your  mouth  affected?.  . 
Yes  or  no 


Do  you  have  a rash  or  other  skin  con- 
dition (inflammation,  infection,  ulcer)?.  . 
Yes  or  no 


Did  it  take  a long  time  in  coming? 

Yes  or  no 


Does  the  condition  come  and  go? 

Yes  or  no 

Have  you  ever  had  a similar  skin  condi- 
tion before  this? Yes  or  no 

Has  anyone  you  know  a similar  skin 

condition? Yes  or  no 

Did  your  skin  disease  begin  in  the 

summer? Yes  or  no 

Did  your  skin  disease  begin  in  the  winter? 
Yes  or  no 


Clinical  appearance: 

Is  the  affected  skin  reddened?  Yes  or  no 
Is  the  affected  skin  darker  than  normal? 


Yes  or  no 

Is  the  affected  skin  lighter  in  color  than 

normal?  Yes  or  no 

Is  the  affected  skin  dark  red  or  purple? 

Yes  or  no 

Are  the  patches  raised? Yes  or  no 

Is  it  like  a growth? Yes  or  no 

Does  it  feel  hard? Yes  or  no 


Symptoms: 

Is  there  any  burning,  itching  or  smarting? 

Yes  or  no 

Is  your  condition  painful? Yes  or  no 

Does  the  affected  skin  feel  warmer  than 

normal? Yes  or  no 

Does  the  affected  skin  feel  cooler  than 
normal? Yes  or  no 


Dermatologic  History: 

Have  you  ever  had  a skin  disease  before? 
Yes  or  no 


37.  Are  there  blisters? Yes  or  no 

38.  Is  there  any  pus  in  the  condition? 

Yes  or  no 

39.  Is  there  a crust  or  scab? Yes  or  no 

40.  Does  your  condition  ever  bleed?  Yes  or  no 

41.  Is  there  any  scaling? Yes  or  no 

42.  Is  there  any  oozing? Yes  or  no 

43.  Does  the  affected  skin  crack  or  fissure? . 

Yes  or  no 


48.  Is  the  skin  condition  made  worse  by  cold? 

Yes  or  no 

49.  Does  the  affected  skin  seem  to  pull  or 

contract? Yes  or  no 

50.  Do  you  feel  a crawling  or  a funny  feeling 

in  your  skin? Yes  or  no 


52.  Have  you  ever  been  treated  for  your 
skin? Yes  or  no 


New  York  State  Journal  of  Medicine  / August  1,  1969 


FIGURE  1.  Questionnaire  in  English  continued 


53.  Have  you  ever  been  treated  with  x-ray? 

Yes  or  no 

54.  Did  you  have  a skin  disease  as  a child? 

Yes  or  no 

55.  In  your  teens,  did  you  have  a skin 

disease?  Yes  or  no 

56.  Are  you  especially  sensit’ve  to  sunlight? 

Yes  or  no 

57.  Is  your  skin  easily  damaged  or  hurt? 

Yes  or  no 

58.  Have  you  ever  had  hives?  . Yes  or  no 

59.  Has  anyone  in  your  family  a skin  con- 
dition?  .Yes  or  no 

60.  Does  anyone  in  your  family  have  any 

allergies;  (hay  fever,  asthma,  hives, 
eczema)? Yes  or  no 

61.  Does  anyone  in  your  family  have  a 
serious  disease  of  any  kind?  . Yes  or  no 

62.  Does  soap  bother  your  skin?.  . . Yes  or  no 

63.  Does  clothing,  especially  wool,  make  your 

skin  itch? Yes  or  no 

64.  Have  you  worn  any  new  clothing  recently? 

Yes  or  no 

D. 

Medical  History: 


77.  Do  you  wear  glasses? Yes  or  no 

78.  Is  your  hearing  poor?  . . Yes  or  no 

79.  Do  you  suffer  from  sinus  trouble? 

Yes  or  no 

80.  Do  you  have  bad  teeth? Yes  or  no 


81.  Have  you  ever  had  nose  bleeds? 

Yes  or  no 

82.  Do  you  have  frequent  sore  throats?.  . . . 


Yes  or  no 

83.  Have  you  ever  had  T.B.? Yes  or  no 

84.  Do  you  have  a cough? Yes  or  no 

85.  Does  your  heart  ever  thump  and  skip  a 

beat? Yes  or  no 

86.  Do  your  ankles  swell? Yes  or  no 

87.  Do  you  have  swollen  veins  in  your  legs? . 

Yes  or  no 

88.  Do  you  get  pains  in  your  legs  after  walk- 
ing?   Yes  or  no 

89.  Have  you  ever  had  a cancer?.  . Yes  or  no 

90.  Does  anyone  in  your  family  have  heart 

trouble? Yes  or  no 


91.  As  a child,  did  you  have  rheumatic  fever, 
E. 

General: 

103.  Do  you  have  hot  and  cold  spells? 

Yes  or  no 

104.  Do  you  suffer  from  headaches?  Yes  or  no 

105.  Are  you  troubled  with  stuttering  or 

stammering? Yes  or  no 

106.  Are  you  frequently  ill  and  feel  bad?.  . . . 

Yes  or  no 

107.  Does  your  state  of  health  worry  you?.  . 

Yes  or  no 

108.  Do  you  have  difficulty  in  falling  asleep  or 

in  staying  asleep? Yes  or  no 


65.  Have  you  treated  your  skin  disease  your- 
self?   Yes  or  no 

66.  Has  your  skin  disease  been  treated  at  all? 
Yes  or  no 

67.  Do  you  get  hay  fever  or  asthma? 

Yes  or  no 

68.  Have  you  ever  had  a rash  from  food?.  . 

Yes  or  no 

69.  Does  your  skin  break  out  from  eating 

chocolate? Yes  or  no 

70.  Does  your  skin  break  out  from  eating 

tomatoes? Yes  or  no 

71.  Have  you  ever  had  a rash  from  eating 

eggs,  milk  or  wheat?  Yes  or  no 

72.  Do  you  ever  use  Bromo-Seltzer? 

Yes  or  no 

73.  Do  you  take  any  medicines  at  all?.  . . . 

Yes  or  no 

74.  Are  you  in  the  habit  of  taking  a laxative? 

Yes  or  no 

75.  Have  you  had  an  injection  recently? 

Yes  or  no 

76.  Does  penicillin  give  you  an  eruption?.. 

Yes  or  no 


growing  pains  or  twiching  in  your  arms 
or  legs? Yes  or  no 

92.  Do  you  have  stomach  trouble?  Yes  or  no 

93.  Does  stomach  trouble  run  in  your  family? 

Yes  or  no 

94.  Have  you  ever  had  gall  bladder  trouble? 

Yes  or  no 

95.  Do  you  have  frequent  bowel  movements? 

Yes  or  no 

96.  Are  your  joints  painful  or  swollen?.  . . . 

Yes  or  no 

97.  Do  you  have  any  aches  or  pains  in  your 

muscles? Yes  or  no 

98.  Do  you  sweat  a great  deal  even  in  cold 

weather? Yes  or  no 

99.  Were  you  ever  told  you  had  a goitre?.  . 

Yes  or  no 

100.  Do  you  have  diabetes  (sugar  disease)?.  . 

Yes  or  no 

101.  Are  you  troubled  with  boils?.  Yes  or  no 

102.  Were  you  ever  told  you  have  bad  blood? 

Yes  or  no 


109.  Do  you  take  more  than  2 alcoholic 

beverages  a day? Yes  or  no 

110.  Do  you  smoke  more  than  a package  of 

cigarettes  a day? Yes  or  no 

111.  Do  you  drink  more  than  2 to  3 cups  of 

coffee  a day? Yes  or  no 

112.  Do  you  consider  yourself  a nervous 

person? Yes  or  no 

113.  Do  little  annoyances  get  on  your  nerves? 

Yes  or  no 
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FIGURE  I.  Questionnaire  in  English  continued 


114. 

Do  you  get  along  with  other  people? .... 
Yes  or  no 

117. 

115. 

Do  people  often  annoy  or  irritate  you? . . 
Yes  or  no 

118. 

119. 

116. 

Does  nervousness  run  in  your  family? . . 

Yes  or  no 

120. 

Do  you  think  “nerves”  have  anything  to 

do  with  your  condition? Yes  or  no 

Do  you  like  the  food  you  get  to  eat? .... 

Yes  or  no 

Do  you  like  where  you  are  living? 

Yes  or  no 

Are  you  treated  well? Yes  or  no 


FIGURE  2.  Questionnaire  in  Spanish 
Numero  de  historial Nombre 

Indice  comprensivo  de  “Dermatogeriatric” 


A. 


Encasille  la  contestacion  correcta  o llene  el  espacio 


1. 

Raza: 

Blanco 

Negro 

Oriental 

2. 

Sexo: 

Hombre 

Mujer 

3. 

Es  Ud: 

Soltero 

Casado 

Divorciado 

Viuda  o Viudo 

4. 

Que  edad  tiene? 

5. 

Donde 

nacio? 

5a.  Que  tiempo  ha  estado  recluido  en  el  hospital? 

Antepasado: 

6.  Tiene  alguna  clase  de  dolencia  o enfer-  8. 

medad  ahora  (o  problemas  del  corazon, 
rinones,  pulmones,  diabetis,  tuberculosis,  9. 

cancer,  problemas  con  el  estomago, 
artritis)?.  ...  Si  o no  10. 

7.  Ha  tenido  alguna  clase  de  dolencia  o ha  11. 

estado  enfermo  en  el  pasado  de  las  en-  12. 
fermedades  arriba  mencionadas? . Si  o no 


Tiene  algun  problema  con  la  piel  ahora? 

Si  o no 

Ha  tenido  alguna  clase  de  problema  o 


enfermedad  de  la  piel? Si  o no 

Es  su  piel  grasosa? Si  o no 

Es  su  piel  seca? Si  o no 

Es  su  piel  aspera,  escamosa  o tiene  picor 
especialmente  en  el  invierno? . . . . Si  o no 


Diagnosis  medico: 

B. 

En  que  lugar  se  encuentra  su  enfermedad: 

13.  Donde  esta  localizado  el  problema  de  su  piel? 
Encasille  la  contestacion  correcta) 


Diagnosis  Dermatologica: 


brazo(s) 

mano(s) 

cara 


pierna(s) 

estomago 

craneo 


maleoln 

pecho 

oidofs) 


muneca(s) 

espalda 

pie(s) 


cuello 


14.  Los  dedos  de  sus  pies  o las  unas  de  sus  pies 
han  sido  afectados? Si  o no 

Condicion  de  la  piel: 

16.  Tiene  algun  crecimiento  en  la  piel  fber- 
ruga,  tumor  o lunar)? Si  o no 


15.  El  interior  de  la  boca  ha  sido  afectada?  . 
Si  o no 


17.  Tiene  alguna  erupcidn  u otra  condicidn 
de  la  piel  como  inflamacidn,  infeccidn  o 
ulcera? Si  o no 
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FIGURE  2.  Questionnaire  in  Spanish  continued 


Origen: 

18.  Esta  condicion  de  la  piel  aparecio  de 
momento? Si  o no 

Historial: 

20.  Ha  habido  algun  cambio  en  su  piel 

despu^s  del  comienzo  de  su  condicidn? 
Si  o no 

21.  Ha  empeorado  la  condicidn  de  su  piel? 

Si  o no 

22.  Han  aparecido  nuevas  manchas  reciente- 

mente? Si  o no 

23.  Esta  condicidn  empezo  en  cierta  parte 
del  cuerpo  y despuds  se  rego?  . .Si  o no 

24.  Ha  crecido  en  tamafio  la  condicidn  de 

su  piel? Si  o no 


19.  Cojio  mucho  tiempo  en  manifestarse? 

Si  o no 


25.  Esta  condicidn  aparece  y desaparece?.  . 

Si  o no 

26.  Ha  tenido  algo  parecido  a esta  condicidn 

anteriormente? Si  o no 

27.  Conoce  Ud.  a alguien  que  tenga  esta 

misma  condicidn? Si  o no 

28.  Empezo  este  padecimiento  en  el  verano? 

. . Si  o no 

29.  Empezo  este  padecimiento  en  el  invierno? 

Si  o no 


Describa  su  condicidn  de  la  piel  en  sus  propias  palabras. 


Bajo  el  punto  de  vista  clinico: 


30.  Estd  rojiza  la  piel  afectada?  Si  o no 

31.  Esta  mas  obscuro  de  lo  normal  la  piel 

afectada? Si  o no 

32.  Esta  la  region  afectada  mas  claro  de  lo 

normal? Si  o no 

33.  Esta  la  piel  afectada  de  un  color  rojo 

obscuro  o violeta? Si  o no 

34.  Estos  lunares  se  recrecen? Si  o no 

35.  Es  como  un  recrecimiento? Si  o no 


Sintomas: 


44.  Ha  tenido  alguna  picazon,  sensacion  de 


calenton  o punzadas? Si  o no 

45.  Esta  condicion  es  dolorosa? Si  o no 

46.  Siente  la  piel  afectada  mas  caliente  que 

lo  normal? . Si  o no 

C. 

Historia  Dermatologica: 


51.  Ha  tenido  Ud.  enfermadades  de  la  piel 

anteriormente? Si  o no 

52.  Lo  han  tratado  anteriormente  de  la  piel? 

Si  o no 

53.  Ha  sido  Ud.  tratado  con  rayos  ultra- 

violetas? Si  o no 

54.  Tuvo  alguna  enfermedad  de  la  piel  cuano 

nino? Si  o no 

55.  Siendo  adolescente  tuvo  alguna  enfer- 
medad de  la  piel? Si  o no 

56.  Es  sensitivo  a los  rayos  del  sol? . . Si o no 

57.  Es  su  piel  muy  delicada? Si  o no 

58.  Ha  tenido  alguna  vez  urticaria? . Si  o no 

59.  Padece  alguno  de  su  familia  de  la  piel? . . 

Si  o no 

60.  Padece  alguno  de  su  familia  de  alergia 
(fiebre  de  eno,  asma,  urticaria)?.  Si  o no 

61.  Padece  alguno  de  su  familia  de  alguna 


enfermedad  seria? Si  o no 

62.  Afecta  el  jabon  su  piel? Si  o no 


August 


36.  Los  nota  duro  al  tocarlos? Si  o no 

37.  Hay  algunas  ampollas?  Si  o no 

38.  Tienen  pus  estas  ampollas? Si  o no 

39.  Tienen  capa  o cascara?  Si  o no 

40.  Le  ha  sangrado  alguna  vez  esta  region 

afectada? Si  o no 

41.  Tiene  alguna  escama? Si  o no 

42.  Ha  habido  algun  drenaje? Si  o no 

43.  Han  habido  grietas? Si  o no 


47.  Esta  area  la  siente  mas  fresca  de  lo 

normal? Si  o no 

48.  La  siente  Ud.  peor  en  el  frio?.  . Si  o no 

49.  Siente  que  la  parte  afectada  se  contrae  o 

le  tire? Si  o no 

50.  Siente  Ud.  hormigueo  o alguna  sensa- 
cion rara  en  su  piel? Si  o no 


63.  Le  produce  a Ud.  picor  la  ropa  especial- 

mente  lana? Si  o no 

64.  Ha  usado  ropa  nueva  recientemente? . . 

Si  o no 

65.  Ha  tratado  de  hacerse  algun  remedio 

casero? Si  o no 

66.  Le  han  hecho  algun  tratamiento  a la 

enfermedad  de  su  piel? Si  o no 

67.  Ha  padecido  de  fiebre  de  eno  o asma? . . . 

Si  o no 

68.  Le  ha  causado  erupcion  alguna  vez  cierta 

clase  de  alimentos? Si  o no 

69.  Le  causa  erupcion  al  comer  chocolates? 

Si  o no 

70.  Le  causa  erupcion  al  comer  tomates?.. 

Si  o no 

71.  Le  produce  erupcion  al  comer  huevos, 

leche  o trigo? Si  o no 

72.  Ha  tornado  alguna  vez  Bromo  Seltzer? 

Si  o no 
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FIGURE  2.  Questionnaire  in  Spanish  continued 


73.  Esta  tomando  alguna  clase  de  medicina? 
Si  o no 

74.  Tiene  habito  de  tomar  purgantes  amen- 

udo? Si  o no 

D. 

Historia  medica: 


77.  Usa  espejuelos?  Si  o no 

78.  No  oye  bien? Si  o no 

79.  Padece  Ud.  de  sinositis?  Si  o no 

80.  Tiene  dientes  danados?  Si  o no 


81  Ha  tenido  hemorragia  por  la  nariz? 

Si  o no 

82.  Le  dan  dolores  de  garganta  amenudo? . 

Si  o no 

83.  Ha  padecido  de  tuberculosis?  . Si  o no 

84.  Tose? Si  o no 

85.  Ha  tenido  palpitaciones? Si  o no 

86.  Se  le  hinchan  los  tobillos?  . Si  o no 

87.  Se  le  inflaman  las  venas  de  las  piernas? . . 

Si  o no 

88.  Siente  dolor  en  las  piernas  despues  de 

caminar? Si  o no 

89.  Ha  tenido  cancer  alguna  vez?  ...  Si  o no 

90.  Alguien  en  su  familia  ha  padecido  del 

corazon? Si  o no 

91.  De  nino  tuvo  fiebre  reumatica,  dolor  or 

E. 

En  general: 

103.  Le  dan  calentones  o en  enfriamientos? . 

Si  o no 

104.  Padece  de  dolores  de  cabeza?  . Si  o no 

105.  Es  Ud.  tartamudo? Si  o no 

106.  Se  enferma  a menudo? Si  o no 

107.  Le  preocupa  su  estado  de  salud?  Si  o no 

108.  Tiene  dificultad  en  dormirse  o quedarse 

dormido? Si  o no 

109.  Toma  Ud.  mas  de  dos  tragos  alcoholicos 

al  dia? Si  o no 

110.  Fuma  Ud.  mas  de  un  paquete  de  cig- 
arillos al  dia? Si  o no 

111.  Toma  mas  de  dos  o tres  tazas  de  cafe  al 

dia? Si  o no 

112.  Se  considera  Ud.  ser  una  persona  ner- 

viosa? Si  o no 


75.  Le  han  puesto  alguna  injeccion  re- 

cientemente? Si  o no 

76.  La  causa  erupcion  la  penicilina?.  Si  o no 


contracciones  en  los  brazos  o piernas? . . 
Si  o no 

92.  Tiene  problemas  con  su  estomago? 

Si  o no 

93.  Padece  alguno  de  su  familia  del  estomago? 

Si  o no 

94.  Ha  padecido  de  la  vesicular  biliar? . Si  o no 

95.  Evacua  Ud.  a menudo? Si  o no 

96.  Siente  dolor  en  sus  cojunturas  o se  le 

inflaman? Si  o no 

97.  Siente  malestar  o dolor  en  los  musculos? 

Si  o no 

98.  Suda  mucho  en  invierno? Si  o no 

99.  Algun  medico  le  ha  dicho  si  padece  de 

goitre? Si  o no 

100.  Padece  de  diabetis? Si  o no 

101.  Tiene  nacidos? Si  o no 

102.  Le  han  dicho  alguna  vez  que  tiene  la 

sangre  mala? Si  o no 


113.  Le  afecta  a Ud.  cualquier  tonteria  los 

nervios? Si  o no 

114.  Se  lleva  Ud.  bien  con  la  demas  gente?.  . 

Si  o no 

115.  Le  irrita  o molesta  con  frequencia  la 

otra  gente? Si  o no 

116.  Son  sus  familiares  de  descendencia  ner- 

viosa? Si  o no 

117.  Cree  Ud.  que  sus  nervios  tengan  que  ver 
algo  con  su  condicion  actual? ....  Si  o no 

118.  A Ud.  le  gusta  la  comida  que  come?.  . . . 

Si  o no 

119.  A Ud.  le  gusta  el  sitio  donde  vive?.Si  o no 

120.  Es  Ud.  bien  tratado? Si  o no 
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Kaposi  in  1872'  published  his  description 
of  the  “idiopathic  multiple  pigment  sar- 
coma of  the  skin”  which  today  bears  his 
name.  He  initially  reported  that  the 
average  course  of  this  disease  was  from  two 
to  three  years  from  clinical  onset  to  death. 
Later  he  found  that  the  disease  could  last 
longer  than  five  years.2  More  recent  ob- 
servations of  this  neoplastic  disease  sug- 
gest that  survival  for  several  years  is  not 
unusual  and  that  a few  patients  live  twenty 
years  or  more  following  onset.  The  fol- 
lowing case  report  is  of  a surviving  patient 
with  Kaposi’s  sarcoma  that  was  histolog- 
ically diagnosed  thirty-six  years  previously. 
A literature  review  is  presented  concerning 
other  patients  with  Kaposi’s  sarcoma  who 
have  survived  twenty  years  or  more. 

Case  report 

A fifty-nine-year-old  white  male  was 
admitted  for  the  first  time  to  Coney  Island 
Hospital  on  October  27,  1958,  because  of  a 
bluish  nodular  growth  on  the  fifth  right  toe 
and  a chronic  ulcer  of  the  right  heel.  The 
patient  was  known  to  have  had  Kaposi’s 
sarcoma,  which  had  been  diagnosed  histo- 
logically at  another  hospital  in  May,  1932, 
when  he  presented  symptoms  of  skin  erup- 


tion and  nodules  on  both  legs.  He  had 
received  intermittent  radiation  therapy  to 
both  lower  extremities  and  to  the  left 
hand  between  May,  1932,  and  March, 
1935,  as  follows: 

May,  1932,  right  leg,  2,000  r;  left  leg,  1,000  r 
October  17  to  27,  1932,  left  knee,  1,000  r 
April,  1934,  right  leg  and  left  leg,  1,000 
r to  each 

September,  1935,  left  leg  (posterior)  and 
right  leg  (anterior) , 900  r to  each 
March  and  April,  1935,  left  hand  and  right 
leg  (lateral),  2,226  r to  each. 

From  June,  1935,  to  December,  1939, 
he  had  received  radium  application  to  both 
thighs,  the  right  leg,  and  the  right  wrist,  as 
follows: 

June  28,  1935,  2 radium  applications  to  mid- 
left leg,  25  mg.  hours 

March  10,  1936,  (radiation  therapy)  828 
r to  right  thigh;  518  r to  left  thigh 
October  21  to  31,  1938,  right  leg  and  right 
wrist,  157.5  mg.  hours  to  each  area 
June  16,  1939,  right  leg,  50  mg.  hours 
November  14,  1939,  right  hand  and  wrist, 
160  mg.  hours 

November  20,  1939,  right  hand,  30  mg.  hours 
November  22,  1939,  left  hand  and  forearm, 
100  mg.  horn's 

November  24,  1939,  right  wrist  and  forearm, 
90  mg.  hours 

December  1,  1939,  ventral  aspect  of  left 
forearm,  90  mg.  horn's 

December  6,  1939,  left  forearm  and  left  thigh, 
90  mg.  hours. 

Between  January,  1940,  and  October, 
1944,  he  received  radiation  therapy  to  the 
dorsal  spine,  lumbar  spine,  right  thigh,  and 
right  ankle.  The  bluish  growth  over  his 
right  fifth  toe  was  excised  in  1958,  during 
his  first  admission  to  the  hospital,  and  the 
diagnosis  of  hemorrhagic  sarcoma  of  Kaposi 
was  confirmed  (Fig.  1A). 

After  discharge  from  the  hospital  in  1958, 
the  patient  was  followed  regularly  at  the 
surgical  clinic.  The  disease  received  no 
specific  therapy  and  remained  fairly  stable 
until  early  in  1961  when  the  ulcerations  on 
both  feet  worsened,  and  the  patient  had  more 
difficulty  in  walking. 

In  September,  1961,  the  patient  was 
readmitted  to  Coney  Island  Hospital  be- 
cause of  continuing  ulceration  and  pain 
in  the  right  ankle.  Roentgenograms  re- 
vealed evidence  of  destruction  of  the  distal 
ends  of  the  right  tibia  and  fibula  with 
involvement  of  the  ankle  joint  (Fig.  IB). 
In  April,  1962,  the  patient  was  again  ad- 
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FIGURE  1.  (A)  Microscopic  section  showing  hemorrhagic  sarcoma  of  Kaposi.  (B)  Roentgenogram 
of  foot  showing  destruction  of  distal  ends  of  right  tibia  and  fibula  with  involvement  of  ankle  joint. 


mitted  to  the  hospital  because  of  inability 
to  walk.  Physical  examination  revealed 
marked  induration  and  erythema  of  the 
left  hand  and  both  lower  extremities.  The 
right  foot  showed  muscle  wasting  in  addi- 
tion to  the  area  of  ulceration  at  the  medial 
and  posterior  aspects  of  the  heel.  X-ray 
films  of  the  right  leg  revealed  further 
destruction  of  the  cortical  margins  of  the 
distal  tibia  and  fibula  with  multiple  areas  of 
lucency  and  alteration  in  the  trabecular 
patterns  of  the  tarsal  bones.  On  Septem- 
ber 5,  1962,  the  right  leg  was  amputated 
above  the  knee  because  the  disease  did  not 
respond  to  conservative  therapy. 

The  patient  received  no  further  therapy 
until  August,  1965,  when  he  was  read- 
mitted to  the  hospital  for  ulceration  of  the 
left  ankle  and  edema  of  the  foot  and  ankle. 
Both  nodular  and  ulcerating  lesions  were 
again  noted  on  the  foot.  The  edge  of  the 
liver  was  palpable  2 fingerbreadths  below 
the  right  costal  margin,  and  the  tip  of  the 
spleen  was  felt.  Liver  scan  using  gold-198 


confirmed  hepatic  enlargement  but  without 
visible  defects  in  the  pattern.  Stools 
contained  occult  blood,  but  results  of  gas- 
trointestinal roentgenograms  were  normal. 
For  two  months  the  patient  received  ni- 
trogen mustard  intravenously,  starting 
with  an  initial  dose  of  0.4  mg.  per  kilogram 
body  weight  followed  by  0.1  mg.  per  kilo- 
gram body  weight  weekly.  He  also  re- 
ceived 2 doses  into  the  femoral  artery. 
No  significant  benefit  was  obtained,  and 
methotrexate,  50  mg.  per  week,  was 
given  for  four  months.  Later  he  was  given 
chlorambucil,  5 mg.  per  day,  followed  still 
later  by  cytosine  arabinoside.  No  sig- 
nificant improvements  occurred,  and  the 
disease  progressed. 

After  one  year  of  chemotherapy,  he  was 
readmitted  for  amputation  of  the  left 
leg  at  midthigh.  Following  surgery  he  was 
given  no  active  therapy  for  one  year. 
However,  on  October  12,  1967,  he  was 
readmitted  because  of  gross  hematuria, 
dysuria,  and  a defect  of  the  urinary  bladder 
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TABLE  I.  Reported  cases  of  long  survival  in  patients  with  Kaposi's  sarcoma 


Authors 

Age  at  Onset 
(years) 

Sex 

Duration 

(Years) 

Initial  Site 
of  Disease 

Treatment  Comments 

Halkin  (1907)  •» 

9 months 

F 

23  plus 

Hand  and 
forearm 

Mariani  (1909) 11 

37 

M 

25  plus 

Hand 

Arsenic  atoxyl  Died  of  gastrointestinal 

disease  and  hemor- 
rhage 

Highman  (1928)“ 

30 

M 

23  plua 

Legs 

X-ray  therapy 

Dorffel  (1932) 

20 

M 

46  plus 

Left  leg  and 
foot 

X-ray  therapy; 
neoarsphen- 
amine;  arsenic, 
intramuscularly; 
amputation 

Forman  (1939) 16 

38 

M 

28 

Left  ankle  and 
foot 

Capelli  (1940) 17 

6 

F 

27  plus 

Axillary  nodes 

Zakon  (1940)'* 

38 

M 

25 

Hand 

X-ray  therapy, 
arsenic 

McCarthy  and  Pack 
(1950)* 

25  plua 

X-ray  therapy 

Aplaa  (1956)  >• 

6 months 

M 

27  plus 

Toe 

Reynolds,  Winkelmann, 

12 

M 

50  plus 

lx>wer  leg 

and  Soule  (1965)* 

35 

M 

32 

Left  foot 

Amputation;  Died  of  generalized 

x-ray  therapy  visceral  disease 

Scott  and  Voight 
1966 70 

44 

M 

21  plus 

Lower  legs 

X-ray  and  vin-  Striking  regression 
blastine  after  vinblastine 

therapy  therapy 

Sy  and  Edmonson 

23 

M 

36  plus 

Lower  legs 

Radium;  x-ray 
therapy;  ampu- 
tation; cytotoxic 
drugs 

revealed  on  intravenous  urogram.  There 
was  slight  cardiomegaly  and  tortuosity  of 
the  aorta  shown  on  roentgenogram.  Hemo- 
globin was  9.6  Gm.  per  100  ml.  and  white 
blood  cell  count  8,600  per  cubic  millimeter 
with  a normal  differential.  Blood  sugar 
was  135  mg.  per  100  ml.,  blood  urea  nitro- 
gen 23  mg.  per  100  ml.,  and  sodium  146 
mEq.  and  chlorides  107  mEq.  per  liter. 
A transurethral  resection  of  the  prostate 
was  performed  under  spinal  anesthesia 
without  difficulty  on  October  27,  1967. 
Histologic  study  revealed  only  benign  pros- 
tatic hyperplasia.  The  patient  was 
asymptomatic  when  last  examined  in 
April,  1968. 

Physical  and  laboratory  examinations 
of  this  double  amputee  patient  reveal  no 
definite  evidence  of  active  Kaposi’s  sar- 
coma at  the  present  time.  Only  a few 
brownish  plaques  remain  on  the  right 
wrist  and  forearm.  The  chest  x-ray  film 
shows  normal  results. 

Comment 

This  survey  of  long  survivors  of  Kaposi’s 
sarcoma  included  13  rather  well-docu- 
mented cases  of  patients  who  have  survived 
twenty  years  or  more  (Table  I ) and  5 other 
patients  who  have  been  mentioned  as  hav- 


ing survived  this  long,  but  who  have  not 
been  otherwise  described.3  In  addition 
several  authors  have  classified  angio- 
sarcoma developing  in  chronically  edema- 
tous extremities  as  examples  of  Kaposi’s 
sarcoma.4-7  McCarthy  and  Pack6  ex- 
pressed the  opinion  that  “lymphangiosar- 
comas  of  the  upper  extremity  in  surgical 
elephantiasis  are  truly  identical  with  Ka- 
posi’s sarcoma.”  Other  authorities  do 
not  agree  with  this  interpretation.8,9  How- 
ever, to  make  a differentiation  on  purely 
histologic  grounds  may  be  difficult  in  some 
cases.  Cases  of  angiosarcoma  developing 
late  in  chronically  lymphedematous  ex- 
tremities have  been  excluded  from  the 
present  survey. 

The  clinical  course  of  Kaposi’s  sarcoma, 
although  relatively  benign  in  most  cases, 
can  at  times  be  rapidly  destructive.  In 
some  cases  the  entire  duration  of  the  disease 
has  been  less  than  one  year;  however, 
McCarthy  and  Pack6  in  their  series  of  36 
cases  reported  an  average  survival  rate 
of  eight  years  after  recognition  of  the 
disease.  Another  large  study  indicated  a 
median  survival  rate  of  more  than  ten  years 
with  a range  of  from  one  to  fifty  years.8 
In  that  series  Reynolds,  Winkelmann,  and 
Soule8  reported  also  that  2 of  their  6 female 
patients  had  exhibited  rapidly  progressive 


August  1,  1969  / New  York  State  Journal  of  Medicine  2127 


disease,  fatal  within  three  years,  while  only 
4 of  their  64  male  patients  were  known  to 
have  died  within  thirteen  years  after  on- 
set. It  is  interesting  to  note  also  that  only 
2 female  patients  were  found  in  our  review 
of  long  survivors. 

This  is  consistent  with  the  pronounced 
male  predominance  in  the  incidence  of 
Kaposi’s  sarcoma  and  does  not  necessarily 
indicate  that  the  disease  is  more  fatal  in 
women.  Although  the  review  of  Dutz  and 
Stout10  may  suggest  that  Kaposi’s  sarcoma 
can  be  quite  fulminating  and  rapidly  fatal 
in  young  children,  at  least  3 patients  in 
which  this  disease  developed  by  age 
six  years  have  survived  twenty  years  or 
more. 

The  causes  of  death  of  patients  who  have 
Kaposi’s  sarcoma  are  quite  varied.  Since 
the  disease  most  commonly  afflicts  middle- 
aged  men,  the  high  incidence  of  death 
from  diseases  unrelated  to  Kaposi’s  sar- 
coma is  not  surprising.  Death  from  co- 
existing lymphoreticular  neoplastic  diseases 
is  also  more  common  than  could  be  ac- 
counted for  by  chance  alone. 11  Where 
death  has  been  directly  related  to  Kaposi’s 
sarcoma,  pulmonary  involvement,  massive 
intestinal  bleeding,  cachexia,  infection  sec- 
ondary to  massive  ulceration,  and  necrosis 
of  the  lower  extremities  have  been  men- 
tioned as  causes.3  The  anatomic  distri- 
bution of  the  lesions  of  Kaposi’s  sarcoma 
in  these  long  surviving  cases  appears  to 
have  been  characteristic  of  the  disease 
generally  and  included  visceral  involvement 
in  several  cases.  No  clear  relationship 
has  been  established  between  survival  and 
mode  of  treatment  in  Kaposi’s  sarcoma; 
however,  radiation  therapy  may  produce 
remission  from  the  illness.  These  long- 
surviving  patients  received  the  usual  ther- 
apy. appropriate  at  the  time,  for  Kaposi’s 
sarcoma. 

No  unusual  treatments  appear  to  have 
been  involved  in  the  phenomenon  of  long 
survival. 

The  cases  of  Kaposi’s  sarcoma  included 
in  the  present  survey  appear  to  have  been 
typical  in  almost  every  way  with  the  ex- 
ception of  age  at  onset  of  disease.  All 
except  1 of  these  patients  developed  Ka- 
posi’s sarcoma  before  his  fortieth  year, 
and  the  mean  age  at  onset  was  twenty 
years. 


Summary 

A review  of  patients  reported  to  have 
survived  twenty  or  more  years  with  Ka- 
posi’s sarcoma  is  presented,  and  the  case  of 
another  thirty-six-year  survivor  is  re- 
ported. Thirteen  rather  well-documented 
cases  of  twenty-year  survivors  have  been 
reported,  and  at  least  5 more  cases  have 
been  mentioned  and  recorded  but  not  other- 
wise described.  Among  these  collected 
cases  of  long  survivors  of  Kaposi’s  sar- 
coma, most  of  the  characteristics  of  the 
disease  and  its  treatment  are  demonstrated. 
We  have  been  unable  to  offer  any  explana- 
tion for  the  unusually  long  duration  of  the 
disease  in  these  cases  except,  perhaps,  the 
low  median  age  at  onset. 

2601  Ocean  Parkway 
Brooklyn,  New  York  11235 
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/imputation  neuroma  as  a term  was  first 
proposed  in  1811  by  Odier1  who  believed  these 
tumors  to  be  of  peripheral  nerve  origin.  An 
accurate  description  of  this  entity,  however, 
was  first  provided  by  Wood  in  1829. 2 
Although  there  was  a definite  lack  of  in- 
terest about  this  entity  among  the  in- 
vestigators of  the  early  and  middle  nine- 
teenth century,  it  was  established  that 
scar  tissue  was  one  of  the  contributing 
factors  in  the  formation  of  amputation 
neuromas.  In  1920  Huber  and  Lewis,3 
using  rabbit  peripheral  nerves  as  their 
experimental  system,  described  the  histo- 
genesis of  amputation  neuromas  and  pop- 
ularized this  term.  A comprehensive  clin- 
ical report  of  this  entity  in  a large  number 
of  patients  was  reported  by  Cieslak  and 
Stout  in  1946. 4 At  present  the  terms 
amputation  neuroma  and  traumatic  neu- 
roma are  used  interchangeably.  Since 
the  report  by  Cieslak  and  Stout,  several 

* At  present:  Department  of  Surgery,  Division  of  Surgi- 
cal Oncology,  University  of  Illinois  College  of  Medicine,  840 
South  Wood  Street,  Chicago,  Illinois. 


TABLE  I.  Relation  of  age  and  sex  to  amputation 
neuromas 


Age  (Years) 

Total 

Male  Female 

0 to  9 

2 

1 

1 

10  to  19 

7 

2 

5 

20  to  29 

7 

2 

5 

30  to  39 

14 

10 

4 

40  to  49 

11 

6 

5 

50  to  59 

13 

7 

6 

60  to  69 

7 

5 

2 

70  to  79 

6 

67 

4 

2 

studies  dealing  with  the  clinical  and  his- 
topathologic features  have  been  pub- 
lished.5-9 

Neuromas  arising  at  the  end  of  a bisected 
peripheral  nerve  following  amputation  for 
benign  diseases  and  after  traumatic  ampu- 
tations have  been  well  described.4-6  How- 
ever, neuromas  arising  after  an  operation 
for  a malignant  tumor  in  any  site  are 
occasionally  associated  with  the  problem 
of  locally  recurrent  cancer.  Therefore,  a 
retrospective  study  of  67  patients  who 
developed  traumatic  neuromas  in  the 
area  of  surgery  following  radical  surgery 
for  a malignant  tumor  was  undertaken. 
From  this  study  certain  guidelines  have 
been  drawn  regarding  the  natural  history 
and  management  of  traumatic  neuromas 
in  cancer  patients. 

Materials 

Sixty-seven  patients  with  traumatic  neu- 
romas have  been  studied.  Thirty-seven 
were  men  and  30  were  women.  The 
youngest  was  two  years  and  the  oldest 
was  seventy-six  years  (Table  I). 

Clinical  features 

Traumatic  neuromas  occurred  through- 
out the  body,  and  no  location  was  found 
to  be  favored  for  development  of  this  type 
of  tumor.  In  this  study  15  patients  de- 
veloped neuromas  in  the  upper  extremity, 
20  in  the  lower  extremity,  12  in  the  trunk, 
and  14  in  the  neck.  Six  patients  developed 
neuromas  in  miscellaneous  sites,  for  ex- 
ample, 1 in  the  parotid,  2 in  the  uterus, 
1 in  the  anus,  1 in  the  clitoris,  and  1 in 
vulva  (Table  II). 

The  surgical  procedures  leading  to  the 
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TABLE  II.  Anatomical  sites  of  amputation 
neuromas 


Anatomic  Site 

Number  of 
Patients 

Upper  Extremity 

15 

Lower  Extremity 

20 

Trunk 

12 

Neck 

14 

Miscellaneous  sites* 

6 

* One  in  parotid,  2 in  uterus,  1 in  anus,  1 in  clitoris,  and 
1 in  vulva. 


development  of  these  types  of  neuromas 
have  been  recorded  (Table  III).  It  is 
evident  that  neuromas  occurred  following 
a wide  variety  of  surgical  procedures.  No 
one  single  technic  or  anatomic  location 
could  be  designated  as  prone  to  the  develop- 
ment of  traumatic  neuromas.  It  is  note- 
worthy, however,  that  of  the  25  amputa- 
tions, 8 (32  per  cent)  had  neuromas  fol- 
lowing an  interscapulothoracic  amputation. 

A swelling  or  a mass  varying  from  0.5  cm. 
to  5 cm.  in  maximum  diameter  in  the  sur- 
gical area  was  a major  sign  in  62  patients. 
In  most  of  these  patients  the  swelling  was 
associated  with  tenderness.  Five  patients, 
however,  complained  of  excruciating  pain 
before  they  were  aware  of  the  swelling  in 
the  region. 

Distinguishing  a traumatic  neuroma 
at  the  site  of  surgery  from  local  recurrence 
of  a malignant  tumor  for  which  the  patient 
was  originally  operated  on  is  difficult.  In 
5 patients  (7.5  per  cent),  neuromas  were 
observed  concomitantly  with  local  recur- 
rence of  the  original  malignant  tumors; 
in  22  (32.7  per  cent)  malignant  tumors 
recurred  after  excision  of  the  neuroma. 

In  60  of  67  patients  a neuroma  was  diag- 
nosed within  one  year  of  the  original  op- 
eration. Pain  and/or  tenderness  was  usu- 
ally associated  with  swelling.  In  27 
patients  with  local  recurrence  the  time  lag 
was  varied;  in  5 the  interval  was  more  than 
three  years. 

Treatment 

In  patients  in  whom  the  diagnosis  was 
established  before  projected  definitive  sur- 
gical therapy,  the  procedure  consisted  of 
excision  of  the  tumor.  The  stumps  of  the 
resected  nerves  were  buried  away  from  the 
surrounding  scar  tissue.  This  ideal  form 
of  therapy  was  possible  in  30  patients 


TABLE  III.  Types  of  operation  leading  to  trau- 
matic neuromas 


Operation 

Number  of 
Neuromas 

Interscapulothoracic  amputation 

8 

Arm  amputation 

3 

Supracondylar  amputation 

5 

Hip  joint  disarticulation 

3 

Hemipelvectomy 

6 

Wide  soft-tissue  resection 

12 

Radical  mastectomy 

6 

Chest  wall  resection 

3 

Excisional  biopsy 

2 

Radical  neck  dissection 

14 

Parotidectomy 

1 

Thyroidectomy 

1 

Vulvectomy 

1 

Hysterectomy 

2 

(44.7  per  cent).  In  32  patients,  although 
traumatic  neuroma  was  diagnosed,  the 
possibility  of  a simultaneous  recurrence 
of  the  malignant  tumor  could  not  be  ruled 
out.  These  were  treated  by  wide  excision. 
Five  patients  who  evidenced  recurrence 
of  the  malignant  tumor,  proved  by  frozen 
section,  were  treated  by  wide  soft-tissue 
resection.  One  of  these  necessitated  a hip 
joint  disarticulation. 

Six  patients  (8.9  per  cent)  developed  a 
second  neuroma.  Two  of  these  occurred  in 
patients  in  whom  the  amputated  stumps 
were  identified,  resected,  and  buried  in  the 
normal  tissue.  The  interval  of  second 
neuroma  formation  varied  between  one  to 
four  years. 

Results 

After  excision  of  a traumatic  neuroma, 
the  majority  of  our  patients  were  free  of 
symptoms.  However,  those  amputees  who 
were  distressed  by  phantom  pain  derived 
no  objective  improvement.  Fifteen  (22.3 
per  cent)  died  within  five  years  of  the 
original  cancer. 

Comment 

It  is  not  necessary  here  to  review  the 
different  opinions  expressed  concerning 
the  histology  of  traumatic  neuromas,  but 
a definition  of  the  term  and  a description 
of  the  generally  accepted  histopathologic 
features  of  this  entity  follow. 

A neuroma  is  a bulbous  swelling  at  the 
end  of  a divided  nerve.  It  is  usually  made 
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up  of  granulation  tissue  and  regenerating 
axons  with  sheaths  of  Schwann.  Small 
interlacing  strands  of  axons  are  the  most 
characteristic  feature  of  a neuroma;  not 
infrequently  single  strands  may  also  be 
found.  It  is  generally  believed  that  the 
granulation  tissue  preceding  neuroma  for- 
mation arises  from  the  blood  vessels  of  the 
endoneurium  and  the  perineurium  of  the 
involved  nerve  as  well  as  from  adjacent 
soft  tissue.  Any  factor  which  increases 
the  formation  of  granulation  tissue  will 
automatically  increase  the  incidence  of 
neuroma  formation.  Suppuration  or  col- 
lection of  serum  in  the  wound  did  not  in- 
crease the  incidence  of  traumatic  neuromas 
in  this  study.  Huber  and  Lewis,3  and 
Cieslak  and  Stout,4  also  reported  similar 
experience. 

Amputation  neuroma  may  follow  an 
operation  in  any  anatomical  region  (Tables 
II  and  III).  Symptomatic  neuromas  were 
found  most  frequently  after  interscapulo- 
thoracic  amputation;  this  is  probably 
caused  by  frequent  trauma  to  the  nerve 
trunks  which  are  only  covered  by  a thin 
layer  of  adipose  tissue  and  skin. 

The  true  incidence  of  amputation  neu- 
roma in  the  neck  is  not  reflected  by  our 
report  of  14  patients  with  neck  tumors. 
Palpable  asymptomatic  neuromas  are  fre- 
quently noticed  after  most  radical  neck 
dissections.  These  are  usually  located 
near  the  stumps  of  the  fourth  and  fifth 
cervical  nerve  roots.  These  nodules  may 
be  confused  with  a lymph  node  containing 
metastatic  cancer. 

Pain  or  tenderness  either  preceded  by  or 
associated  with  a swelling  in  any  area  of 
surgery  should  arouse  the  suspicion  of  a 
traumatic  neuroma.  The  major  diagnostic 
problem  in  a cancer  patient,  however,  is  to 
rule  out  the  presence  of  a locally  recurrent 
tumor.  In  this  study  5 of  67  (7.5  per  cent) 
had  recurrent  cancer  concomitantly  with 
traumatic  neuroma,  and  in  22  patients 
(32.7  per  cent)  malignant  tumors  recurred 
subsequent  to  the  excision  of  neuroma. 
The  high  incidence  of  recurrent  cancer 
necessitates  histologic  examination  of  all 
suspicious  lesions  in  an  operated  site. 

The  sequence  of  treatment  of  a traumatic 
neuroma  is  to  identify  the  nerve  stump, 
free  it  from  the  surrounding  scar  tissue, 
resect  it  at  a higher  plane,  and  direct  it 
away  from  the  line  of  scar  formation.  This 


method  of  treatment  is  not  always  possible 
in  patients  who  had  either  a radical  soft 
tissue  resection  or  a major  exarticulation 
for  cancer.  Consequently,  the  majority 
of  our  patients  had  excision  of  the  tumor 
and  primary  closure  of  the  skin. 

In  the  earlier  years  various  attempts  were 
made  to  prevent  neuroma  formation  by  al- 
cohol injection  in  the  proximal  end  of  the 
major  nerve  trunks,  by  ligation  with 
various  types  of  sutures,  by  injection  of 
procaine  or  lidocaine  (Xylocaine),  and  by 
diverting  the  trunk  away  from  the  incision 
after  encasing  it  in  a rigid  tube.  In  our 
experience  injection  of  the  nerve  trunks 
with  any  of  these  drugs  has  no  value.  We 
believe  the  simplest  and  possibly  the  most 
effective  way  to  handle  a major  nerve 
trunk  is  high  ligation  and  directing  the 
proximal  end  away  from  the  scar  line.  In 
patients  requiring  interscapulothoracic 
amputation,  the  brachial  plexus  should  be 
resected  very  near  the  cervical  roots  to 
avoid  incorporation  in  the  scar  tissue. 
In  spite  of  these  precautions  neuromas 
occur  and  pose  a serious  clinical  problem. 
Therefore,  all  patients  with  a swelling  at 
the  site  of  the  surgery  should  have  a histo- 
logic diagnosis. 

In  cancer  patients  the  emphasis  in  treat- 
ment is  control  of  the  tumor,  and  at- 
tempts to  prevent  a neuroma  are  only 
secondary. 

This  study  suggests  that  traumatic 
neuroma  is  a very  distinct  diagnostic 
problem  in  patients  treated  for  cancer. 
There  is  no  absolute  method  of  differ- 
entiating neuroma  from  recurrent  cancer 
except  by  histologic  study.  High  ligation 
and  amputation  of  the  affected  nerve  is 
the  treatment  of  choice. 

Conclusions 

Sixty-seven  cancer  patients  with  trau- 
matic neuroma  have  been  studied.  Neu- 
romas may  occur  after  many  varied  opera- 
tions and  in  most  anatomic  sites.  Twenty- 
seven  patients  had  local  recurrence  of  their 
malignant  tumor.  In  5 of  these,  the  re- 
currence was  found  concomitantly  with  the 
neuromas.  In  the  remaining  22  patients, 
local  recurrence  of  the  primary  cancer  was 
observed  subsequent  to  excision  of  a trau- 
matic neuroma.  Most  neuromas  de- 
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veloped  within  one  year  of  operation.  A 
second  neuroma  developed  in  6 patients. 
No  simple  method  of  preventing  neuroma 
formation  after  surgery  was  found. 

From  this  study,  it  is  concluded  that  (1) 
traumatic  neuroma  can  develop  after  any 
operation;  (2)  there  is  no  absolute  method 
of  clinical  diagnosis;  (3)  traumatic  neu- 
roma and  locally  recurrent  cancer  do  occur 
concomitantly;  (4)  biopsy  examination 
of  any  suspicious  lesion  in  the  surgical 
area  of  a cancer  patient  is  necessary;  and 
(5)  high  ligation  and  amputation  of  the 
affected  nerve  trunk  is  a suitable  method  of 
treatment. 


Colostomy  perforations  due  to 
catheter  irrigation 


Most  colostomy  patients  irrigate  their  colos- 
tomies with  a catheter  routinely  once  a day, 
wearing  a small  pad  over  the  stoma  between 
irrigations.  Although  these  routine  daily  pro- 
cedures are  common,  they  do  carry  a certain 
risk  reports  Hugh  S.  Harris,  Jr.,  M.D.,  in 
Missouri  Medicine  65:  992  (December)  1968. 
While,  overall,  this  risk  is  not  great  enough  to 
justify  abandonment  of  the  practice,  certain 
precautions  should  be  observed  and,  in  some 
patients,  a colostomy  bag  over  the  stoma  may 
be  indicated.  In  a comprehensive  review  of 
the  literature  the  author  found  a total  of  73 
cases  of  perforation  associated  with  irrigation,  of 
whom  18  patients  died.  The  author  reviewed 
also  all  records  of  colostomies  performed  at  a 
state  cancer  hospital  representing  a catheter 
irrigation.  The  4 patients  were  aged  sixty-nine, 
eighty-three,  eighty-one,  and  seventy-one.  Al- 
though senility  or  mental  retardation  may  be  a 
factor  in  these  cases,  neither  appeared  to  play  a 
significant  role  in  these  patients. 

Three  of  these  4 patients  had  associated 
pericolostomy  hernias.  The  colon  contained  in 
these  hernias  may  hinder  passage  of  the  catheter 
and  increase  the  risk  of  perforation.  Conse- 
quently, if  such  hernias  present  a difficulty  in 
colostomy  irrigation,  repair  is  advocated.  The 
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most  effective  treatment  is  immediate  laparot- 
omy with  resection  of  the  terminal  portion  of  the 
colon  containing  the  perforation.  A new  colos- 
tomy is  formed,  along  with  drainage  if  there  is 
an  abscess. 

The  seventy-one-year-old  patient  received  no 
treatment;  the  perforation  was  diagnosed  post- 
mortem. Two  of  the  other  three  underwent 
resection  with  formation  of  a new  colostomy. 
The  third  was  treated  by  closure  and  proximal 
colostomy.  In  the  3 treated  patients  the  find- 
ings were  peritonitis;  in  the  untreated  fatal  case, 
abscess.  The  one  surviving  patient  was  sixty- 
nine  years  old,  and  the  interval  between  the 
occurrence  of  the  perforation  and  treatment  was 
only  four  hours.  In  the  other  2 patients,  both 
over  eighty  years  old,  the  delays  were  ten  and 
fourteen  hours.  One  survived  six  hours  post- 
operatively,  the  other  two  days. 

If  the  patient  refuses  surgery  or  is  a poor 
operative  risk,  it  is  probably  advisable  to  use  a 
colostomy  bag  over  the  stoma.  The  author 
outlines  some  precautions.  The  patient  is  given 
the  necessary  equipment  in  the  hospital  and  is 
taught  to  use  it  before  discharge.  The  standard 
equipment  is  a number  18  soft,  French  catheter 
with  a nipple  to  prevent  insertion  of  the  catheter 
beyond  a certain  point,  and  also  to  prevent 
reflux.  The  patient  is  told  to  hang  the  enema 
can  about  12  inches  above  the  colostomy  opening 
to  prevent  excessive  hydrostatic  pressure. 
Patients  are  warned  not  to  force  the  catheter 
into  the  lumen  of  the  bowel  if  they  feel  any 
obstruction. 
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T his  review  will  not  concern  itself  with 
the  influence  and  control  the  central 
nervous  system  exercises  over  the  various 
endocrine  glands,  since  this  has  been 
adequately  commented  on  in  the  literature. 
Instead,  the  reverse  perspective,  concern- 
ing the  effect  these  endocrines  exert  on  the 
central  nervous  system,  will  be  dealt  with. 
Since  this  topic  has  been  most  extensively 
explored  in  the  realm  of  adrenal  physiology, 
this  will  be  discussed  first. 

Adrenal  glands 

Hypoadrenalism 

Psychic  alterations.  Since  its  original 
description,  psychic  changes  have  been 
noted  in  Addison’s  disease.1  Whereas 
older  studies  mentioned  apathy,  lack  of 
initiative,  and  depression  as  prominent 
symptoms,2  more  recent  reviews  have 
stressed  the  additional  features  of  ir- 
ritability, agitation,  suspiciousness,  and 
paranoid  delusions.3  The  latter  study 
found  apathy  and  negativism  in  80  per 
cent  of  cases.  Another  report  stated  the 


over-all  incidence  of  mental  disturbance 
in  Addison’s  disease  to  be  64  per  cent.4  A 
survey  of  29  cases  of  Addison’s  disease, 
each  of  four  to  five  years’  duration,  in- 
cluded a 50  per  cent  incidence  of  euphoria. 
Most  of  the  patients  manifested  a slight 
to  moderate  chronic  organic  reaction  with 
memory  defect  as  the  main  symptom; 
hallucinations  and  frank  psychoses  were 
rare.5 

Treatment  with  sodium  chloride  and 
DOC  (desoxycorticosterone)  provides  tem- 
porary remission  in  some  patients  with  Ad- 
dison’s disease,  but  ultimately  the  psychic 
changes  progress;  the  addition  of  cortisol 
results  in  greater  restoration  of  mental 
faculties.  It  has  been  stated  that  adrenal- 
ectomized  patients  maintained  on  fixed, 
adequate  doses  of  adrenocortical  steroids 
experience  a more  serene  emotional  life, 
with  less  fluctuation  of  mood,  than  before 
their  illness.  Bunney,  Hartmann,  and 
Mason6  have  reported  the  association  of 
low  17-hydroxy-corticosteroid  levels  during 
the  manic  phase  of  a patient  with  forty- 
eight-hour  manic-depressive  cycles,  further 
implicating  a relationship  between  altered 
adrenal  status  and  psychic  abnormalities. 

Alterations  in  electrical  activity 
of  the  brain.  Not  only  abnormalities  of 
the  psyche  but  seizure  phenomena  as  well 
were  noted  in  the  early  descriptions  of 
Addison’s  disease.7  Studying  the  effects 
of  adrenocortical  insufficiency  in  rhesus 
monkeys,  Knobil,  Hoffmann,  and  Greep8 
observed  marked  weakness,  prostration, 
convulsions,  and  coma.  These  episodes  al- 
ways followed  a period  of  fasting  and  were 
associated  with  significant  hypoglycemia; 
glucose  repletion  resulted  in  complete  re- 
covery. These  investigators  concluded 
that  the  immediate  cause  of  convulsions 
and  death  in  monkeys  with  adrenocortical 
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insufficiency  was  hypoglycemia.  While 
there  were  many  who  agreed  with  this 
reasoning,  others  observed  that  the  blood 
sugar  level  was  unrelated  to  the  frequency 
of  cerebral  symptoms  seen  in  adrenode- 
medullated  and  adrenalectomized  rats  given 
insulin.9  In  addition,  it  was  discovered 
that  insulin  produced  depressed  reflexes, 
convulsions,  and  coma  in  84  per  cent  of 
adrenalectomized  rats  but  in  only  16  per 
cent  of  adrenodemedullated  rats,  even 
though  both  groups  manifested  a similar  de- 
gree of  hypoglycemia.  Thus,  the  adreno- 
demedullated rat  is  less  sensitive  than  the 
adrenalectomized  rat  to  insulin-induced 
convulsions  and  coma,  suggesting  that 
hypoglycemia  is,  at  best,  only  a partial 
explanation  for  the  convulsive  state  in 
Addison’s  disease.  Further  clinical  evi- 
dence tending  to  question  the  hypoglycemia 
hypothesis  is  to  be  found  in  the  report  of 
several  normoglycemic  patients  with  con- 
vulsions secondary  to  Addison’s  disease. 10 
That  the  patients’  convulsions  were  actu- 
ally caused  by  adrenocortical  insufficiency 
was  demonstrated  by  the  cessation  of 
seizures  following  treatment  with  cortisone 
and  DOC. 

Studying  the  effects  of  adrenocortical 
insufficiency  on  the  electroencephalogram, 
Engel  and  Margolin11  described  diffuse, 
slow  activity  with  frequencies  of  2 to  6 per 
second  and  voltages  higher  than  those  of 
alpha  waves,  that  is,  up  to  75  microvolts. 
A rough  correlation  has  been  found  between 
alterations  in  the  electroencephalogram  in 
Addison’s  disease  and  the  blood  sugar  level. 
Glucose  administration  tends  to  prevent 
electroencephalographic  changes  induced 
by  hyperventilation  in  Addison’s  disease; 
such  alterations  are  more  easily  induced  in 
these  patients  than  in  normal  subjects. 
By  contrast,  the  restoration  to  normal  of 
plasma  volume,  blood  pressure,  and  elec- 
trolyte concentrations  has  been  demon- 
strated to  have  no  effect  on  abnormalities  in 
the  resting  electroencephalogram  or  on  the 
sensitivity  of  the  electroencephalogram  to 
hyperventilation  in  patients  with  Addison’s 
disease.  In  addition,  one  study  demon- 
strated alterations  in  the  electroencephalo- 
gram to  progress  despite  treatment  with 
adrenocortical  extract,  DOC,  a diet  high 
in  carbohydrate,  and  vitamin  B complex. 12 
However,  presenting  conflicting  evidence, 
Forsham  et  al. 13  reported  that  the  electro- 


encephalographic abnormalities  in  patients 
with  Addison’s  disease  were  abolished  by 
cortisone. 

Davenport14  reported  that  the  threshold 
for  EST  (electrically  induced  seizures) 
of  water- drinking  adrenalectomized  rats  de- 
creased progressively,  reaching  a minimum 
of  23  per  cent  below  the  preoperative  con- 
trol threshold  after  four  days;  however, 
the  EST  of  rats  maintained  on  0.9  per  cent 
sodium  chloride,  adrenocortical  extract,  or 
DOC  was  unchanged  as  compared  to  non- 
operated  control  animals.  The  decrease  in 
the  EST  produced  by  adrenalectomy  alone 
was  accentuated  by  the  administration  of 
potassium  chloride  or  magnesium  chloride 
solutions,  while  calcium  chloride  solution 
maintained  the  threshold  at  approximately 
normal  levels. 

Investigating  the  incidence  of  audiogenic 
seizures  in  wild  and  domestic  rats,  it  was 
found  that  wild  rats,  whether  adrenalecto- 
mized or  not,  did  not  manifest  such  seizures 
in  response  to  an  air  blast.15  Adrenalec- 
tomized domestic  rats,  on  the  other  hand, 
exhibited  heightened  susceptibility  to  au- 
diogenic seizures  while  maintained  on  water 
but  manifested  a diminished  susceptibility 
while  receiving  large  doses  of  sodium 
chloride.  Thus,  sodium  chloride  appears  to 
inhibit  the  increased  brain  excitability 
which  results  from  adrenalectomy. 

Adrenalectomized  animals  exhibit  a 
heightened  susceptibility  to  seizures  in- 
duced not  only  electrically,  audiogenically, 
and  by  insulin,  but  also  to  seizures  caused 
by  water  intoxication. 16  Giving  large 
amounts  of  water  to  adrenalectomized 
dogs  evoked  convulsions.  Furthermore, 
convulsions  were  precipitated  in  these  dogs 
by  smaller  amounts  of  water  than  were 
necessary  in  intact  animals.  Whereas  the 
normal  dogs  recovered  spontaneously  after 
fluid  administration  was  stopped  coincident 
with  the  onset  of  seizures,  the  adrenalec- 
tomized animals  recovered  only  after  intra- 
venous adrenocortical  extract  or  hyper- 
tonic sodium  chloride. 

Unlike  their  sensitivity  to  the  various 
seizure  inductants  just  mentioned,  adrenal- 
ectomized rats  appear  to  be  relatively  re- 
fractory to  pentylenetatrazol-induced  con- 
vulsions, measurements  revealing  values 
equivalent  to  those  of  control  animals. 17 
In  contrast  to  the  results  with  pentylene- 
tatrazol,  adrenalectomy  in  rats  lias  been 
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found  to  decrease  the  RST  for  seizures  in- 
duced by  strychnine. 18 

Drug  sensitivity.  An  increased  sensi- 
tivity to  various  drugs,  including  those  act- 
ing on  the  central  nervous  system,  is 
generally  recognized  as  part  of  the  clinical 
state  of  Addison’s  disease.  A possible  ex- 
planation for  this  finding  is  that,  by  virtue 
of  the  removal  of  the  regulatory  influence 
of  adrenocortical  hormones  on  the  central 
nervous  system,  the  brain  is  rendered  more 
sensitive  to  the  depressant  or  stimulant 
action  of  drugs.  In  one  experiment 
adrenalectomized  rats  experienced  a dou- 
bling of  the  duration  of  pentobarbital- 
induced  sleep  as  compared  with  intact  con- 
trol animals.19  The  administration  of 
cortisone  decreased  the  susceptibility  of 
both  groups  to  pentobarbital,  whereas 
DOC  did  not  affect  pentobarbital  sleep  time 
of  adrenalectomized  rats  when  given  in 
low  doses  but  caused  a slight  prolongation 
in  high  doses.  It  has  been  shown  that 
steroids  which  predominantly  affect  electro- 
lyte metabolism,  DOC  and  corticosterone, 
decrease  brain  excitability,  whereas  those 
which  predominantly  affect  carbohydrate 
metabolism,  cortisone  and  cortisol,  in- 
crease brain  excitability.20  Thus,  the 
diminution  in  the  duration  of  pentobarbital- 
induced  sleep  produced  by  cortisone  in  in- 
tact and  adrenalectomized  rats  and  the 
slight  but  significant  prolongation  produced 
by  high  doses  of  DOC  can  probably  be  ex- 
plained on  the  basis  of  the  central  excitatory 
effects  of  cortisone  and  the  central  de- 
pressant effects  of  DOC. 

It  has  been  demonstrated  that  the  liver 
metabolizes  pentobarbital  at  a slower  rate 
in  adrenalectomized  rats  than  in  intact 
rats.  Thus,  some  investigators  thought 
that  cortisone  exerts  its  antianesthetic 
effect  by  enhancing  the  degradation  of 
pentobarbital  by  the  liver,  while  others 
attributed  the  greater  duration  of  pento- 
barbital anesthesia  in  adrenalectomized 
animals  to  an  apparently  higher  concentra- 
tion of  the  drug  in  the  brain.21  In  this 
latter  study  cortisol  and  cortisone  pre- 
vented the  increased  pentobarbital  con- 
centration in  the  brain  and  shortened 
anesthesia,  whereas  DOC  had  a minimal 
effect.  Further  evidence  for  altered  brain 
concentrations  of  drugs  in  hypoadrenalism 
was  adduced  in  a study  suggesting  an  in- 
creased permeability  of  the  “blood-brain 


barrier”  to  cocaine  following  bilateral 
adrenalectomy. 22 

In  keeping  with  the  central  nervous 
system  depressant  effect  of  DOC  and  the 
excitatory  effect  of  cortisone,  it  has  been 
shown  that  DOC  decreases  and  cortisone 
increases  the  threshold  for  nitrous  oxide 
anesthesia.23  Prednisone,  which  in  smaller 
doses  exerts  an  excitatory  effect  on  the 
central  nervous  system,24  is  a depressant 
in  large  doses  and  raises  the  convulsive 
threshold  for  intravenous  strychnine  in 
mice.25 

Effects  on  neuromuscular  trans- 
mission. Adrenalectomized  animals  have 
been  observed  to  have  a decreased  ability 
to  support  reflex  activity;  administration 
of  adrenocortical  extract  corrects  this  de- 
fect.26 In  addition,  the  average  fatigue 
time  of  the  spinal  reflex  in  adrenalectomized 
rats  maintained  on  sodium  chloride  solu- 
tion was  found  to  be  one-sixth  that  of 
adrenalectomized  rats  treated  with  adreno- 
cortical extract.  Hoagland27  and  Slocombe, 
Hoagland,  and  Praglin28  reported  the  con- 
duction time  in  the  central  nervous  system 
to  be  decreased  in  adrenalectomized  rats 
maintained  on  salt  as  compared  with  in- 
tact control  animals.  The  decreased  con- 
duction time  was  found  to  be  centrally  de- 
termined and  was  restored  to  normal  by 
cortisone.  Adrenal  steroids  appear  to  be 
necessary  for  effective  synaptic  trans- 
mission, as  demonstrated  in  the  experiment 
in  which  the  midbrain  reticular  formation 
of  unanesthetized  cats  was  stimulated 
while  recordings  were  taken  from  the 
parietal  cortex;  it  was  found  that  multi- 
synaptic  slow  components  of  the  evoked 
potential  were  affected  by  adrenalectomy 
and  treatment  with  glucocorticoids  to  a 
greater  extent  than  the  fast  oligosynaptic 
components.29  In  the  adrenalectomized 
rat  the  excitability  of  peripheral  nerve  has 
been  observed  to  be  moderately  decreased, 
with  restoration  toward  normal  resulting 
from  injection  of  adrenocortical  extract.30 
However,  since  nerves  removed  from  adre- 
nalectomized and  intact  rats  showed  no  dif- 
ferences in  excitability  when  studied  in 
vitro,  it  was  concluded  that  an  intact 
circulation  is  necessary  for  the  occurrence 
of  decreased  nerve  excitability  in  adrenalec- 
tomized rats.31 

Regarding  neuromuscular  transmission, 
Torda  and  Wolff32,33  found  that  there  was  a 
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decrease  in  the  amplitude  and  area  of 
muscle-action  potential  during  repetitive, 
indirect  stimulation  in  adrenalectomized 
rats.  Since  the  magnitude  of  muscle  con- 
traction resulting  from  direct  stimulation 
declined  less  than  during  indirect  stimula- 
tion, it  was  concluded  that  the  neuro- 
muscular fatigue  occurring  in  these  animals 
is  caused  by  moderate  muscle  dysfunction 
and  severe  nerve  dysfunction;  ACTH 
(adrenocorticotropin)  and  cortisone  re- 
stored the  neuromuscular  complex  to 
normal. 

Alterations  in  taste,  smell,  and 
hearing.  Henkin  et  aZ.  34  -37  have  shown 
that  patients  with  adrenocortical  insuf- 
ficiency manifest  altered  thresholds  for 
taste,  smell,  and  hearing.  Studying  the 
gustatory  disturbance,  these  investigators 
found  that  patients  with  Addison’s  disease 
had  decreased  taste  thresholds  for  salt, 
sweet,  bitter,  and  sour,  and  that  their  taste 
perception  was  approximately  100  times 
more  accurate  (range  8 to  60,000  times) 
than  that  of  normal  subjects.  Treatment 
with  DOC  for  two  to  seven  days  produced 
no  alteration  in  the  taste  threshold,  but 
treatment  with  prednisolone  for  eighteen 
to  thirty-six  hours  returned  this  threshold 
to  normal.  Changes  in  extracellular  so- 
dium or  potassium  concentration  or  changes 
in  extracellular  fluid  volume  could  not 
account  for  these  alterations.  When  pred- 
nisolone treatment  was  stopped,  an  in- 
creased taste  sensitivity  did  not  return  for 
three  to  four  days.  Normal  patients 
treated  with  prednisolone  showed  no  change 
in  the  taste  threshold.  In  addition,  it  was 
found  that  normal  subjects  exhibit  a diurnal 
variation  in  taste  threshold,  with  sensitivity 
greatest  in  the  afternoon  and  least  in  the 
early  morning  hours. 

Using  galvanic  current  as  well  as  sodium 
chloride,  it  has  been  demonstrated  that 
patients  with  adrenocortical  insufficiency 
recognize  the  taste  sensation  of  galvanic 
current  at  lower  intensity  than  the  most 
sensitive  of  normal  subjects.38 

Henkin  and  Bartter34  observed  the  olfac- 
tory threshold  in  Addison’s  disease  to  be 
approximately  100,000  times  (range  103  to 
108  times)  more  acute  than  in  normal  sub- 
jects. Administration  of  DOC  resulted  in 
no  threshold  alteration,  but  treatment  with 
prednisolone  returned  the  olfactory  thresh- 
old to  normal.  When  prednisolone  treat- 


ment ceased,  an  increased  olfactory  sensi- 
tivity did  not  reappear  for  five  to  seven 
days. 

Exploring  the  disturbance  in  hearing  in 
patients  with  Addison’s  disease,  Henkin 
et  aZ.37  observed  that  these  patients’  audi- 
tory detection  sensitivity  was  more  acute 
than  that  of  normal  subjects  over  most  of 
the  frequencies,  especially  in  the  region  of 
greatest  hearing  sensitivity  of  normal  sub- 
jects, that  is,  1,000  to  3,000  cycles  per 
second.  Treatment  with  DOC  decreased 
the  serum  potassium  and  produced  gains 
in  body  weight  but  did  not  alter  auditory 
detection  thresholds.  By  contrast,  the  ad- 
ministration of  prednisolone  or  other  glu- 
cocorticoids returned  auditory  detection 
thresholds  to  normal  in  all  patients.  It 
has  been  noted  that  the  thresholds  for 
higher  frequencies  decrease  markedly  as 
subjects  become  older.39  In  the  study  by 
Henkin  et  al.31  there  were  also  differences 
between  the  auditory  thresholds  of  younger 
and  older  patients,  but  in  spite  of  presby- 
cusis the  auditory  system  in  the  older 
patients  was  still  found  to  be  responsive  to 
the  removal  and  replacement  of  glucocorti- 
coids in  the  same  qualitative  manner  as  in 
the  younger  patients.  It  should  be  men- 
tioned that  although  there  is  an  increase 
in  auditory  acuity  in  patients  with  Addi- 
son’s disease,  they  also  manifest  three 
times  the  normal  for  judgments  of  equal 
loudness,  as  well  as  decreased  average  word 
discrimination,  all  these  occurring  while 
the  axonal  velocity  increases  by  greater 
than  25  per  cent.40  It  would  appear  that 
when  glucocorticoids  are  absent  from  the 
central  nervous  system,  the  normal  time 
patterning  of  sensory  signal  transmission 
is  markedly  altered,  resulting  in  a sig- 
nificant loss  of  information.  Thus,  al- 
though detection  thresholds  are  improved 
with  treatment,  integrative  functions  are 
worse.  Indeed,  Henkin  and  Daly41  have 
shown  recently  that  increased  detection 
sensitivity  and  decreased  perceptual  ability 
are  dependent  on  the  absence  of  glucocorti- 
coids; replacement  therapy  with  these 
steroids  causes  a reversion  to  normal  of 
both  these  parameters. 

Alterations  in  activity.  The  spon- 
taneous running  activity  of  rats  has  been 
reported  to  be  adversely  affected  by 
adrenalectomy15;  treatment  with  sodium 
chloride  solution  repairs  this  defect  to 
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some  extent.  In  addition,  gonadectomized 
domestic  rats,  having  smaller  adrenals  with 
less  cholesterol,  ascorbic  acid,  and  hormone 
than  wild  rats,  also  exhibit  decreased  spon- 
taneous running  activity;  the  wild  rats, 
with  very  large  adrenals,  showed  no  similar 
decrease.42  Cortisone  restored  activity  to 
normal  in  the  domestic  rats,  but  DOC  had 
little  effect.  The  results  of  these  drug 
treatments  can  be  best  explained  by  the 
known  ability  of  cortisone  to  increase  brain 
excitability  and  DOC  to  decrease  it.  Since 
the  most  potent  agents  for  the  restoration 
of  normal  running  activity  in  adrenalec- 
tomized  and  in  gonadectomized  rats  are 
the  11-hydroxy-  and  11-oxy steroids,  show- 
ing a greater  effect  than  sodium  chloride 
alone,  it  has  been  hypothesized  that  the 
decreased  activity  manifested  by  these 
animals  is  probably  a result  of  muscle  weak- 
ness, since  these  steroids  have  their  greatest 
influence  on  carbohydrate  metabolism. 

Not  only  is  the  positive  aspect  of  activity 
affected  by  adrenalectomy  but  the  negative 
aspect  as  well.  This  was  shown  in  a recent 
study  in  which  bilateral  adrenalectomy 
prevented  hibernation,  presumably  sec- 
ondary to  changes  in  the  level  of  activity 
of  the  hypothalamus. 43 

Metabolic  effects  on  the  central 
nervous  system.  Electrolyte  metabolism. 
Investigating  the  metabolic  effects  of 
adrenocortical  insufficiency  on  the  central 
nervous  system,  Davenport14  found  that, 
although  the  plasma  sodium  concentration 
of  adrenalectomized  rats  given  water  to 
drink  decreased  markedly  while  plasma 
potassium  concentration  increased  to  a 
similar  degree,  total  cerebral  cortical  so- 
dium and  potassium  underwent  no  change. 
A reassessment  of  these  same  data  sub- 
sequently revealed  that  the  intracellular 
sodium  concentration  of  the  brain  actually 
was  increased,  and  the  ratio  of  brain  ex- 
tracellular to  intracellular  sodium  con- 
centration decreased.  Timiras,  Wood- 
bury, and  Goodman44  substantiated  Daven- 
port’s findings  regarding  the  changes  in 
plasma  sodium  and  potassium  in  adrenalec- 
tomized rats  given  water  to  drink  but  also 
found  that  in  the  cerebral  cortex  there  was 
a marked  increase  in  total  sodium  con- 
centration without  a change  in  potassium 
concentration.  This  increase  in  brain 
intracellular  sodium  concentration  follow- 
ing adrenalectomy  is  associated  with  an  in- 


crease in  brain  excitability,  and  a direct 
correlation  between  the  EST  and  the  low 
plasma  sodium  concentration  following 
adrenalectomy  has  been  made  by  Daven- 
port. In  unconfirmed  work  it  was  shown 
that  there  are  exchangeable  and  nonex- 
changeable potassium  compartments  in  the 
brain.  The  nonexchangeable  potassium 
compartment  appeared  to  disappear  after 
adrenalectomy,  being  restored  by  cortisone 
treatment,  while  sodium  chloride  and  DOC 
were  without  effect  in  this  regard.45  The 
sum  of  the  changes  thus  far  shown  to  exist 
in  the  brain  of  an  adrenalectomized  animal 
consists  of  an  increased  intracellular  sodium 
concentration,  a decreased  ratio  of  extra- 
cellular to  intracellular  sodium  concentra- 
tion, and  a decreased  turnover  of  sodium; 
brain  total  potassium  concentration  is  un- 
changed, but  the  ratio  of  intracellular  to 
extracellular  potassium  concentration  is 
decreased,  and  the  turnover  of  potassium 
may  be  increased.  Associated  with  these 
changes  there  is  an  increase  in  brain  ex- 
citability, a slowing  of  the  electroencephalo- 
graphic  frequency,  a decreased  central  con- 
duction time,  and  behavioral  changes.  It 
seems  that  changes  in  excitability  are  best 
correlated  with  changes  in  brain  sodium, 
whereas  some  of  the  other  neurophysiologic 
alterations  appear  to  be  correlated  with 
changes  in  brain  potassium  and  oxidative 
metabolism. 

Cerebral  blood  flow  and  oxygen  consump- 
tion. It  has  been  reported  that  cerebral 
blood  flow  and  oxygen  consumption  are 
decreased  in  adrenalectomized  rats  main- 
tained on  sodium  chloride  solution.31  In 
this  experiment  there  was  a 61  per  cent  de- 
crease in  head  blood  flow  associated  with  a 
43  per  cent  decrease  in  oxygen  consump- 
tion. The  administration  of  cortisone  re- 
stored head  blood  flow  and  oxygen  con- 
sumption to  normal  in  a few  hours;  DOC 
had  little  effect.  By  contrast,  in  patients 
with  Addison’s  disease  cerebral  blood  flow 
and  oxygen  consumption  were  observed  to 
remain  essentially  unchanged. 46  This  agrees 
with  in  vitro  work  in  which  cerebral  oxygen 
consumption  in  brain  slices  of  adrenalec- 
tomized rats  was  found  to  be  unchanged 
compared  with  intact  control  animals; 
in  addition,  the  activities  of  cytochrome 
oxidase  and  succinic  dehydrogenase  in 
the  slices  were  normal.47  Obviously,  this 
matter  cannot  be  considered  settled  and, 
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perhaps  with  more  refined  technics,  one 
of  the  in  vivo  studies  mentioned  can  be  con- 
firmed. 

Carbohydrate  metabolism.  Vaccari  and 
Rossanda48  noted  that  the  brains  of  adre- 
nalectomized  rats  fasted  for  thirty- two 
hours  and  receiving  sodium  chloride  solu- 
tion had  lower  concentrations  of  glycogen 
and  total  carbohydrate  than  did  the  brains 
of  similarly  treated  intact  control  animals. 
This  would  suggest  an  increased  rate  of 
carbohydrate  utilization  by  brain  tissue  as 
a consequence  of  adrenalectomy.  However, 
other  investigators  noted  no  effect  of 
adrenalectomy  on  brain  glycogen.49 

Protein  metabolism.  In  the  realm  of  pro- 
tein metabolism  adrenalectomized  rats 
were  found  to  have  a decreased  total  free 
amino  acid  concentration  in  the  brain,20 
in  accord  with  the  fact  that  adrenalectomy 
results  in  increased  protein  synthesis  in 
other  tissues;  however,  the  concentrations 
of  glutathione  and  cysteic  acid  were  in- 
creased. Specifically,  the  amino  acids 
GABA  (gamma-aminobutyric  acid),  gluta- 
mine, glutamic  acid,  taurine,  valine,  and 
cystine  were  decreased  by  adrenalectomy; 
aspartic  acid  was  unchanged.  In  view  of 
the  observation  that  GABA  may  be  an 
inhibitory  mediator  substance  in  the  central 
nervous  system,50  a decrease  in  GABA  with 
adrenalectomy  may  be  related  to  the 
heightened  brain  excitability  known  to 
occur  in  this  state.  Thus,  the  brain  of 
adrenalectomized  rats  shows  an  increased 
utilization  of  carbohydrate  and  an  in- 
creased synthesis  of  protein. 

Hyperadrenalism 

Psychic  alterations.  Much  attention 
has  been  paid  to  the  psychic  disturbances 
associated  with  adrenocortical  hyperac- 
tivity. In  a review  of  50  cases  of  Cushing’s 
syndrome  Spillane51  drew  attention  to  the 
fact  that  patients  can  become  psychotic  in 
the  early  stages  of  the  disease,  even  prior 
to  the  development  of  the  clinically 
recognizable  syndrome.  In  this  series  the 
incidence  of  mental  changes  was  reported  to 
be  84  per  cent,  while  another  study  gave  a 
figure  of  67  per  cent.62  In  a review  of  25 
cases  of  Cushing’s  syndrome,  depression, 
often  associated  with  retardation,  was 
described  as  the  most  commonly  encoun- 
tered mental  state.63  When  retardation  is 
absent,  irritability  in  the  form  of  agitation, 


anxiety,  crying  spells,  and  a noncoopera- 
tive attitude  may  be  the  prevailing  be- 
havior pattern.  In  addition,  retardation 
and  irritability  may  occur  in  the  same  pa- 
tient at  different  times. 

After  the  introduction  of  ACTH  and 
adrenocortical  steroids  into  medical  thera- 
peutics it  became  obvious  that  mood 
alterations  were  common  sequelae  of  such 
treatment.54  In  one  series  the  over-all 
incidence  of  such  disturbances  of  mood  was 
80  per  cent55;  when  mood  changes  ascrib- 
able  to  the  relief  of  organic  symptoms  were 
excluded,  46  per  cent  of  cases  still  mani- 
fested a significant  alteration  in  mood. 
The  first  reported  mood  change,  and  the 
one  most  commonly  observed,  was  eupho- 
ria.56 

Mental  changes  may  occur  at  the  be- 
ginning of  ACTH  or  cortisone  therapy, 
after  several  days,  or  on  withdrawal.  In 
addition,  different  mood  alterations  may  be 
evident  at  various  times  during  the  course 
of  therapy.  A subtle  change  in  mental 
state  has  been  noted  as  early  as  the  first 
six  hours  of  treatment,  with  a clinically 
recognizable  reaction  emerging  in  three  to 
four  days.55  Two  major  patterns  of  psycho- 
sis have  been  described  associated  with 
ACTH  and  cortisone  therapy:  a primarily 

affective  disorder,  either  manic  or  de- 
pressive, and  an  organic  psychosis  with 
paranoid  hallucinatory  and/or  affective 
components  similar  to  those  seen  in  Cush- 
ing’s syndrome.57  The  reported  incidence 
of  psychotic  reactions  associated  with 
steroid  therapy  has  been  as  high  as  19  per 
cent.  Most  patients  in  whom  psychoses 
develop  have  been  on  either  high  or  pro- 
longed dosage.  Furthermore,  patients 
grossly  disturbed  initially  may  deteriorate 
further  with  such  steroid  regimens.  How- 
ever, it  has  been  pointed  out  that  this 
does  not  imply  a greater  risk  of  their  de- 
veloping a psychosis,  compared  with  in- 
itially stable  individuals.58  Apparently, 
psychologic  alterations  are  more  likely  to 
occur  with  ACTH  administration  than  with 
cortisone.59 

Although  many  similarities  exist  between 
the  mental  states  of  Cushing’s  syndrome 
and  those  of  iatrogenic  hyperadrenocorti- 
cism,  certain  contrasts  deserve  attention. 
While  depressive  features  are  common  to 
both,  the  latter  also  manifests  a high 
incidence  of  euphoria.  In  addition,  the 
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incidence  of  severe  mental  disorder  is  three 
to  four  times  higher  in  Cushing’s  syndrome 
than  in  the  iatrogenic  state.  The  explana- 
tion for  these  contrasting  findings  may  be 
in  the  differences  in  plasma  levels  of  various 
biologically  active  steroids  or  in  the 
chronicity  of  Cushing’s  syndrome.  It  is 
doubtful  whether  ACTH  per  se,  as  distinct 
from  its  effect  via  the  adrenal  glands,  plays 
a causative  role  in  the  development  of 
mental  disturbances  since,  in  the  adreno- 
genital syndrome  in  which  the  levels  of 
ACTH  may  be  extremely  elevated,  the 
incidence  of  mental  symptoms  is  low.  One 
review  offered  35  hypotheses  to  explain 
the  mechanisms  underlying  the  altered 
mental  state  associated  with  ACTH  and 
cortisone  administration60;  no  single  likely 
pathogenetic  process  was  proffered. 

Alterations  in  electrical  activity 
of  the  brain.  Starr61  found  a 4 per  cent 
over-all  incidence  of  convulsions  in  his 
series  of  patients  with  Cushing’s  syndrome. 
The  adrenogenital  syndrome,  mentioned 
previously,  has  not  been  associated  with 
seizures  because  the  basic  disturbance  in- 
volves an  enzymatic  block  which  results 
in  a diminished  output  of  cortisol.  As- 
sociated with  this  deficiency  of  cortisol, 
and  as  a result  of  the  same  enzymatic 
block,  levels  of  adrenal  androgens,  and  at 
times  DOC,  are  elevated.  It  has  been  sug- 
gested that,  in  addition  to  the  sometimes 
elevated  levels  of  DOC,  the  elevated  levels 
of  androgens  can  exert  a protective  effect 
against  increased  brain  excitability.  Tend- 
ing to  substantiate  such  a hypothesis  is 
the  finding  that  patients  with  the  adreno- 
genital syndrome  are  quite  resistant  to 
the  excitatory  effects  of  even  large  doses  of 
cortisone.62 

That  glucocorticoids  have  a central  ex- 
citatory effect  is  seen  further  in  the  con- 
vulsions occasionally  occurring  in  both 
animals  and  man  receiving  such  steroids. 
Convulsions  have  been  produced  in  rab- 
bits63 with  high  doses  of  ACTH,  and  tonic- 
clonic  convulsions  in  rats  and  cats  have 
followed  injections  of  high  doses  of  com- 
pound S.64  In  patients  with  no  previous 
history  of  convulsions,  generalized  seizures 
have  occurred  during  treatment  of  collagen 
disease  with  ACTH  and  cortisone.63  In 
systemic  lupus  erythematosus,  a condition 
known  to  cause  convulsions,  such  therapy 
has  been  reported  to  precipitate66  as  well 


as  to  decrease  the  frequency  of  seizures67; 
in  the  latter  instance  the  anti-inflammatory 
effect  of  the  steroids  presumably  overrides 
their  effect  on  brain  excitability.  In  con- 
trast to  the  seizure-enhancing  effects  of 
ACTH  and  cortisone  in  adults,  these 
hormones  appear  to  exert  an  anticonvulsant 
effect  in  infants  with  several  types  of 
seizure  disorders.68  A decreased  frequency 
of  seizures  and  an  improved  or  normal 
electroencephalogram  were  seen  in  children 
with  infantile  spasms  and  hypsarrhythmia. 
The  younger  the  patient  when  ACTH  or 
cortisone  treatment  was  begun,  the  better 
the  response.  The  nature  of  the  seizure- 
preventing effects  in  children  and  seizure- 
enchancing  effects  in  adults  is  unknown. 
However,  the  observation  that  cortisol  ac- 
celerates maturation  of  the  central  nervous 
system  when  given  to  rats  ages  one  to  four 
or  eight  to  thirteen  days,  but  delays 
maturation  when  administered  between 
the  ages  of  four  and  eight  days,  has 
prompted  the  suggestion  that  cortisol  may 
accelerate  central  nervous  system  matura- 
tion by  enhancing  myelinization.69  Thus, 
in  younger  patients  with  convulsive  dis- 
orders these  hormones  may  prevent  seizures 
by  enhancing  myelinization.  The  dis- 
crepant findings  of  increased  brain  ex- 
citability elicited  by  ACTH  in  man  and 
little,  if  any,  effect  on  this  parameter  in 
rats  are  probably  best  explained  by  the 
fact  that  in  rats  ACTH  stimulates  the 
secretion  of  corticosterone,  whereas  in 
man  cortisol  secretion  results. 

ACTH  and  cortisone  have  been  demon- 
strated to  cause  an  appearance  on  the 
electroencephalogram  of  moderate  slow 
wave  activity  (4  to  7 per  second),  as  well 
as  a heightened  sensitivity  to  hyperventila- 
tion.70 Electroencephalographic  changes 
in  Cushing’s  syndrome  are  similar  to  those 
induced  by  ACTH  and  cortisone  and  re- 
veal a decline  in  alpha  rhythm  frequency52; 
this  change  is  associated  with  an  increased 
susceptibility  to  seizures.  ACTH  and 
cortisone  have  also  been  found  to  increase 
the  incidence  of  electroencephalographic 
abnormalities  in  epileptic  patients  without 
decreasing  the  frequency  of  seizures.71  It 
has  been  suggested  that  the  electro- 
encephalographic alterations  induced  by 
those  hormones  may  be  due,  at  least  in 
part,  to  their  direct  action  on  diencephalic 
structures.72  Penfield  and  Jasper73  thought 
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that  the  effect  was  either  one  of  depressing 
the  mesencephalic  reticular  activating  sys- 
tem or,  more  probably,  of  enhancing  the  re- 
cruiting response  in  the  diffuse  thalamic 
projection  system.  In  favor  of  this  hy- 
pothesis is  the  fact  that  17 -hydroxy steroids 
decrease  the  low-frequency  EST44  and  that 
low-frequency  seizures  appear  to  originate 
in  the  diffuse  thalamic  projection  system  be- 
fore spreading  to  the  cerebral  cortex. 
Other  work  has  shown  that  glucocorticoids 
exert  marked  effects  on  the  brain  stem  of 
cats.74  Measuring  their  effects  on  poten- 
tials in  the  medial  lemniscus,  midbrain 
reticular  formation,  hypothalamus,  and 
intralaminar  nuclei  of  the  thalamus  evoked 
by  stimulation  of  a peripheral  nerve,  it  was 
found  that  ACTH  and  cortisol  caused  an 
increase  in  negative  potentials,  or  excita- 
tion, of  the  multisynaptic  brain  stem  sys- 
tems. Thus,  glucocorticoids  increase  ex- 
citability in  the  centrencephalic  structures 
of  the  cat,  substantiating  the  earlier  sug- 
gestion that  these  steroids  exert  their  effect 
directly  on  diencephalic  structures. 

As  might  be  anticipated  from  their  effect 
on  brain  excitability,  DOC  has  been  shown 
to  decrease  and  cortisone  to  increase  brain 
excitability  for  electrically  induced  sei- 
zures75; however,  when  seizures  were  in- 
duced audiogenically,  no  obvious  effects 
were  noted.  The  administration  of  acute 
doses  of  ACTH  and  cortisone  has  also  been 
reported  to  be  associated  with  an  increased 
susceptibility  to  pentylenetetrazol-induced 
convulsions,  whereas  prolonged  administra- 
tion of  these  hormones  decreased  seizure 
susceptibility. 17  However,  other  work  re- 
vealed no  effect  from  cortisone  or  DOC  on 
the  susceptibility  to  pentylenetetrazol.76 

It  has  been  reported  that  DOC  decreases 
the  incidence  of  spontaneous  grand  mal 
seizures  when  given  alone77;  and  when  used 
with  conventional  anticonvulsant  medica- 
tion, it  appears  to  reduce  the  incidence  of 
petit  mal  as  well  as  grand  mal  seizures.78 
In  addition,  ACTH  and  cortisone  have  also 
been  reported  to  decrease  the  incidence  of 
petit  mal. 

Cortisone  has  been  found  to  hasten  re- 
covery from  deep  hypoglycemic  coma  and 
to  lessen  postictal  depression  following  in- 
sulin-shock treatment.79  Only  part  of 
this  effect  appears  to  be  caused  by  en- 
hanced gluconeogenesis. 

Anesthetic  effects.  DOC,  progester- 


one, and  other  adrenal  steroids  have  been 
demonstrated  to  have  an  anesthetic  effect 
in  a number  of  animals.80  Large  doses  of 
DOC  and  progesterone  produced  deep 
anesthesia  in  rats  undergoing  prolonged  ab- 
dominal operations.  In  man,  progesterone 
has  been  reported  to  have  a soporific  effect 
in  minimal  anesthetic  doses.81  More  re- 
cently it  was  shown  that  compound  S can 
elicit  sedation  in  moderate  doses,  with 
seizure  activity  ensuing  if  the  dose  was  in- 
creased further.82  However,  other  reports 
have  pointed  out  that  the  intravenous  use 
of  a hormonally  inactive  steroid  will  also 
produce  anesthesia  in  animals.83  Thus, 
some  steroids  apparently  produce  an  anes- 
thetic effect  more  related  to  their  steroid 
structure  than  to  hormonal  activity. 

Effects  on  neuromuscular  trans- 
mission. Studying  the  effects  of  adreno- 
cortical hormones  in  rats,  guinea  pigs,  and 
man,  it  was  noted  that  small,  single  doses 
of  DOC  increase  the  excitability  of  pe- 
ripheral nerves,  whereas  excitability  is  di- 
minished by  large  doses;  actions  similar  to 
those  of  DOC  are  exhibited  by  corticos- 
terone, while  cortisone,  hydrocortisone 
(cortisol),  and  compound  S decrease  nerve 
excitability.84,85  Also  noted  was  the  ob- 
servation that  all  of  these  hormones  in- 
crease excitability  in  both  pre-  and  post- 
ganglionic sympathetic  fibers,  and  that 
ACTH  diminishes  somatic  motor  nerve  ex- 
citability. The  facts  that  acidosis  de- 
creases and  alkalosis  increases  excitability 
of  the  nervous  system86  and  that  nerve  has 
been  shown  to  be  relatively  unresponsive  to 
changes  in  pH  between  5.5  and  887  sug- 
gest that  changes  in  peripheral  nerve  ex- 
citability are  not  dependent  on  pH.  Fur- 
thermore, although  both  DOC  and  cor- 
tisone produce  a hypokalemic,  hypochlore- 
mic alkalosis,  they  also  produce  opposite 
effects  on  the  excitability  of  peripheral 
nerves;  these  latter  effects  are  opposite  to 
those  produced  by  these  hormones  in  the 
brain. 

Large  doses  of  DOC  have  been  reported 
to  depress  reflex  activity  in  rats,  whereas 
if  the  animals  were  first  treated  with 
cortisone,  the  duration  of  reflex  activity 
depression  was  shortened.  Cortisone, 
therefore,  antagonizes  the  effects  of  DOC 
not  only  on  the  brain  but  on  reflex  activity 
as  well. 

The  effect  of  ACTH  on  transmission  at 
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the  neuromuscular  junction  has  been  stud- 
ied in  myasthenic  patients.88  In  these 
subjects  ACTH  has  been  found  chiefly  to 
prevent  the  decline  in  muscle  action  po- 
tential amplitude  which  characteristically 
is  caused  by  repetitive  indirect  stimulation. 
However,  in  normal  rats  ACTH  and 
cortisone  did  not  alter  the  amplitude  of 
muscle  action  potentials.  Thus,  these 
hormones  improve  neuromuscular  trans- 
mission only  when  it  is  abnormal. 

Effects  on  body  temperature  and 
appetite.  Whether  the  antipyretic  effect 
of  adrenocortical  steroids  is  secondary  to 
their  anti-inflammatory  action  on  tissues 
or  secondary  to  a direct  effect  on  the 
hypothalamic  thermoregulatory  center  has, 
until  recently,  been  a moot  point.89  How- 
ever, it  has  now  been  shown  that  injection 
of  cortisol  into  the  preoptic  region  partially 
prevents  the  rise  in  body  temperature  in 
pseudomonas  polysaccharide-injected  rab- 
bits.90 Thus,  cortisol  appears  to  act 
directly  on  the  hypothalamic  temperature- 
regulating  center.  By  contrast  , uncertainty 
still  exists  as  to  whether  the  heightened 
appetite  seen  with  the  use  of  these  steroids 
is  a result  of  the  general  improvement  in 
the  patient’s  condition  or  of  a direct  effect 
on  the  satiety  center  of  the  hypothalamus.91 

Effects  on  behavioral  responses.  A 
recent  experiment  revealed  that  ACTH 
can  completely  block  conditioned  avoidance 
reflex  activity  as  well  as  unconditioned 
escape  responses  in  rabbits.92  The  in- 
fluence these  hormones  exert  on  behavior  is 
also  seen  in  the  depressed  spontaneous 
goal-directed  motor  activity  of  cats  treated 
with  ACTH  or  corticosteroids.93  The 
mechanism  of  steroid  action  in  these  ex- 
periments is  still  obscure. 

Metabolic  effects  on  the  central 
nervous  system.  Electrolyte  metabolism. 
The  reported  effect  of  DOC  on  adult  rat 
brain  electrolytes  is  not  to  alter  total 
sodium  and  potassium  concentrations,  but 
to  diminish  intracellular  sodium,  leave  the 
intracellular  potassium  concentration  un- 
changed, and  increase  the  ratio  of  intra- 
cellular to  extracellular  potassium.  The 
decline  in  the  intracellular  sodium  is  as- 
sociated with  an  elevated  EST.94  Aldo- 
sterone appears  to  exert  an  effect  similar  to 
DOC  on  the  brain.95  In  young  rats,  in- 
stead of  the  usual  pattern  of  electrolyte 
changes  induced  by  the  same  doses  of  DOC 


given  adults,  brain  intracellular  sodium 
increases  despite  the  fact  that  the  ratio  of 
intracellular  to  extracellular  potassium  is 
increased.  Thus,  in  nontoxic  doses  in 
adults,  DOC  decreases  brain  excitability 
and  intracellular  sodium  concentration, 
whereas  toxic  doses  in  young  rats  increase 
brain  excitability  and  intracellular  sodium 
concentration.  These  results  indicate  that 
DOC  in  low  dosage  stimulates  the  active 
“pumping”  out  of  sodium  from  brain  cells, 
but  in  high  doses  this  effect  on  the  sodium 
pump  apparently  fails,  cerebral  edema 
occurs,  and  brain  excitability  increases.96 
This  would  seem  to  imply  that  in  adreno- 
cortical insufficiency  there  is  a diminished 
ability  to  pump  sodium  out  of  the  brain 
cells,  accounting  for  the  elevated  brain 
intracellular  sodium  concentration. 

Prolonged  administration  of  ACTH, 
cortisol,  cortisone,  and  corticosterone  to 
rats  has  been  noted  to  have  no  effect  on 
brain  electrolytes  in  the  dosage  used,  al- 
though they  all  increase  brain  excitability.62 
However,  the  early  postnatal  treatment  of 
rats  with  cortisol  was  reported  to  result  in 
an  increase  in  the  sodium  content  of  the 
spinal  cord.97  Since  in  mice  hydrocortisone 
increased  brain  excitability  and  sodium 
space,  it  was  suggested  that  this  indicated 
an  effect  on  either  the  permeability  of  brain 
cells  or  on  the  glial  tissue. 

While  the  acute  and  prolonged  ad- 
ministration of  DOC  results  in  the  same 
pattern  of  brain  electrolyte  change,  the 
same  is  not  true  of  cortisol.  Unlike  the 
findings  with  its  prolonged  administration, 
the  acute  use  of  cortisol  has  been  re- 
ported to  result  in  an  elevated  brain  intra- 
cellular sodium  concentration,  a decrease 
in  extracellular  to  intracellular  sodium  con- 
centration, and  increased  brain  excitabil- 
ity.98 Thus,  unlike  the  effect  of  DOC 
on  brain  excitability,  which  is  mediated 
via  electrolyte  alterations,  cortisone  and 
cortisol  do  not  appear  to  affect  brain 
electrolyte  metabolism  significantly  with 
prolonged  administration,  but  they  do  in- 
crease brain  excitability. 

The  administration  of  11-hydroxy-  and 
11-oxy steroids  has  been  observed  to  antag- 
onize the  DOC-induced  decrease  in  brain 
excitability,  and  ACTH  and  11-dehydro- 
corticosterone  administered  over  a pro- 
longed period  can  partially  antagonize  the 
increase  in  brain  excitability  brought  about 
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by  cortisone.  Paradoxically  though,  a 
single  dose  of  corticosterone  appears  to  pre- 
vent, to  a great  extent,  both  the  decreased 
excitability  induced  by  DOC  and  the  in- 
creased excitability  induced  by  cortisol. 
In  addition,  it  has  been  shown  that  DOC 
and  cortisol  cause  greater  alterations  in 
brain  excitability  in  adrenalectomized  than 
in  intact  control  animals.96 

There  is  some  evidence  that  the  ex- 
perimentally produced  effects  of  DOC  and 
cortisol  on  brain  excitability  actually  oper- 
ate under  physiologic  conditions.  In  rats, 
the  corticosterone  level  in  plasma  exhibits 
a diurnal  variation,  whereas  “cortisol- 
like material”  does  not99;  the  same  pattern 
applies  in  mice.100  In  rats  the  EST  also 
exhibits  a diurnal  variation  paralleling 
that  of  the  corticosterone  rhythm.101  In 
mice,  the  susceptibility  to  audiogenic 
seizures  appears  to  parallel  the  time  course 
of  the  corticosterone  concentration,  and 
the  plasma  cortisol-like  material  does  not, 
the  ratio  between  the  two  (compound  B: 
compound  F)  probably  determining  the 
level  of  central  nervous  system  excitability. 
At  low  points  in  the  cycle  the  B:F  ratio 
is  0.65  for  males  and  1.39  for  females, 
whereas  at  the  apex  the  ratio  is  3.35  for 
males  and  2.01  for  females.  Since  cortisol 
produces  an  enhanced  excitability  whereas 
corticosterone  has  little  effect,  it  would  be 
anticipated  that  when  the  B : F ratio  is 
low  excitability  is  increased  and  that  when 
it  is  high  excitability  is  decreased.  This 
concept  has  been  confirmed  in  the  ex- 
periments just  alluded  to,96  but  its  proof  is 
still  lacking. 

Cerebral  blood  flow  and  oxygen  consump- 
tion. There  appears  to  be  no  definitive 
evidence  one  way  or  the  other  that  DOC 
or  glucocorticoids  affect  cerebral  blood 
flow  or  cerebral  oxygen  consumption  in 
man.  However,  work  in  rats  has  indicated 
that  DOC  can  inhibit  the  oxygen  consump- 
tion of  brain  slices102  as  can  corticos- 
terone.103 Other  investigation  has  re- 
vealed that  DOC  and  progesterone  can  in- 
hibit the  respiration  of  brain  slices  in  the 
presence  of  glucose  or  pyruvate.  By  con- 
trast, cortisol  increased  the  endogenous  up- 
take of  oxygen  by  cerebral  cortex  slices  re- 
moved from  rats  six  hours  after  its  ad- 
ministration96; this  is  the  time  when  a 
single  dose  of  cortisol  produces  its  maximal 
effect  to  decrease  the  EST.  Thus,  the  ob- 


servations that  DOC  and  progesterone  de- 
press oxygen  consumption  and  elevate  the 
EST,  whereas  cortisol  enhances  oxygen 
consumption  and  lowers  the  EST,  suggest 
that  brain  excitability  is  closely  allied  to 
oxidative  metabolism  in  the  brain.  Other 
workers  have  concluded  that  the  locus  of 
the  steroidal  inhibition  of  glucose  and 
pyruvate  oxidation  is  at  the  level  of  the 
dehydrogenases.104  They  pointed  out  that 
since  anesthetic  agents  are  believed  to  pro- 
duce their  biologic  effects  by  inhibiting 
carbohydrate  utilization  at  the  cytochrome 
level,  steroids  seem  to  have  a different  mode 
of  action  than  the  usual  anesthetics. 

Intravenous  cortisone  has  been  reported 
to  depress  the  oxygen  consumption  of  rat 
adenohypophysial  tissue  but  to  increase 
aerobic  glycolysis  of  posterior  hypothalamic 
tissue. 105  In  contrast,  epinephrine  enhances 
aerobic  glycolysis  in  both  tissues.  This  sug- 
gests that  both  epinephrine  and  cortisone 
activate  neurohumoral  pathways  in  the 
posterior  hypothalamic-adenohypophysial 
complex,  epinephrine  to  stimulate  and 
cortisone  to  inhibit. 

Carbohydrate  metabolism.  As  summarized 
by  Gordan,106  the  effect  of  ACTH  and 
glucocorticoids  on  the  brain  is  to  inhibit 
the  oxidation  of  glucose  and  to  enhance  the 
deposition  of  glycogen  derived  from  glu- 
coneogenesis.  These  effects  are  similar  to 
those  seen  with  these  compounds  in  the 
general  scheme  of  carbohydrate  metabo- 
lism. Since  blood  glucose  is  the  brain’s 
main  source  of  energy,  glycogen  stores  in 
the  brain  being  normally  small,  it  cannot  be 
expected  that  the  inhibition  of  the  rate  of 
glucose  oxidation  by  cortisol  plays  a sig- 
nificant role  in  the  increased  glycogen 
stores  seen  in  the  brain  after  its  adminis- 
tration; rather,  it  appears  that  cortisol 
increases  brain  glycogen  by  accelerating 
gluconeogenesis.  In  contrast,  DOC  has 
been  reported  to  mobilize  cerebral  glycogen, 
suggesting  that  glycogen  can  serve  as  a 
readily  available  source  of  energy.104  How- 
ever, others  have  attributed  the  decrease  in 
brain  glycogen  effected  by  DOC  to  de- 
creased gluconeogenesis;  it  has  been  noted 
that  DOC  raises  the  concentration  of  many 
free  amino  acids  in  the  rat  brain,  possibly 
indicating  decreased  gluconeogenesis  from 
amino  acids.96 

Protein  metabolism.  Gordan  et  al. 107 
found  that  DOC  prevents  or  reverses  the 
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conversion  of  glutamic  acid  to  glutamine 
in  human  brain.  Some  of  these  same  in- 
vestigators also  observed  that  castration 
increases  the  brain  QOj  and  that  DOC 
restores  the  Q02  to  normal.104  All  this 
tends  to  suggest  that  the  increased  oxygen 
consumption  by  the  brain  results  in  an 
increased  utilization  of  glutamic  acid  and/ 
or  an  increased  conversion  of  glutamic 
acid  to  glutamine,  whereas  DOC  de- 
presses such  utilization  and  or  conversion; 
DOC  has  also  been  reported  to  elevate 
the  brain  concentration  of  aspartic  acid. 
Thus,  adult  animals  treated  with  DOC 
have  a lowered  brain  sodium  concentra- 
tion, an  elevated  seizure  threshold,  an  in- 
creased brain  glutamic  and  aspartic  acid 
concentration,  and  a decrease  in  brain 
glutamine.  These  facts  have  been  inter- 
preted to  signify  that  glutamine,  glutamic 
acid,  and  aspartic  acid  are  associated  with 
brain  electrolyte  changes  and,  in  this  man- 
ner, influence  brain  excitability. 

Investigating  the  effects  of  acute  and 
prolonged  administration  of  DOC  and 
cortisol  on  brain  amino  acids,  Woodbury, 
Timiras,  and  Vernadakis98  found  in  adre- 
nalectomized,  but  not  intact  rats,  that 
cortisol,  given  acutely  or  chronically,  in- 
creased the  concentration  of  most  of  the 
free  amino  acids  in  the  brain,  with  the  ex- 
ception that  the  concentration  of  glu- 
tamine and  GABA  decreased.  Also,  in 
adrenalectomized,  but  not  intact  rats,  the 
acute  or  prolonged  administration  of 
DOC  resulted  in  an  increase  in  GABA 
and  in  the  ratio  of  glutamic  acid  to  glu- 
tamine (Ga:Gl).  This  indicated  to  Wood- 
bury and  his  co-workers  that  there  was  a 
correlation  of  this  ratio  with  the  brain 
extracellular  to  intracellular  sodium  ratio. 
It  was  also  demonstrated  that  as  the 
Ga:Gl  ratio  increases  the  sodium  ratio  de- 
creases, and  vice  versa.  Since  the  brain 
sodium  ratio  is  inversely  related  to  brain 
excitability,  it  was  deduced  that  the  Ga : G1 
ratio  must  be  directly  correlated  wTith  brain 
excitability.  Also,  the  decrease  in  GABA 
caused  by  cortisol  is  inversely  related  to 
the  increased  brain  excitability  caused  by 
this  steroid,  whereas  the  DOC-induced  de- 
crease in  brain  excitability  is  associated 
with  an  elevation  of  GABA.  Thus,  the 
Ga ; G1  system  probably  exerts  its  influence 
over  brain  excitability  via  a regulation  of 
the  sodium  concentration  in  neurons, 


while  GABA,  once  again,  appears  to  be  an 
inhibitory  substance. 

Since,  in  the  adrenalectomized  rat  cortisol 
decreases  the  brain  sodium  ratio  and  GABA 
concentration  but  in  the  intact  rat  only 
decreases  the  sodium  ratio,  brain  excit- 
ability does  not  appear  to  be  increased  as 
much  in  the  intact  animal  as  in  the  adrenal- 
ectomized one.  By  contrast,  since  DOC 
increases  both  the  sodium  ratio  and  GABA 
concentrations  in  the  adrenalectomized  rat 
but  elevates  only  the  sodium  ratio  in  the 
intact  animal,  brain  excitability  is  not  de- 
pressed as  much  in  the  intact  as  in  the 
adrenalectomized  animal.  Thus,  the  mech- 
anisms via  which  brain  excitability  seems 
to  be  regulated  may  involve  effects  on 
sodium  and  GABA  metabolism.  This  in- 
fluence may  be  truly  intracerebral,  since 
it  has  been  noted  that  cortisol  can  enter  the 
cerebral  cortex  rapidly  and  that  its  rate  of 
entrance  and  concentration  in  the  brain 
parallel  the  direction  and  degree  of  the 
changes  it  induces  in  brain  excitability.20 

Miscellaneous  effects.  Before  leav- 
ing the  adrenal  glands,  a further  word 
should  be  said  about  observed  effects  of 
epinephrine  on  the  central  nervous  system. 
In  rats,  a conditioned  hyperthermic  reac- 
tion was  produced  which  was  dependent  on 
the  administration  of  epinephrine.  The 
results  were  interpreted  as  demonstrating 
that  epinephrine  hyperthermia  and  con- 
ditioned responses  are  determined  by  the 
action  of  the  hormone  on  afferent  systems 
of  the  reticular  formation. 108  Studying  the 
effect  of  epinephrine,  nor-epinephrine,  and 
dopamine  in  insects,  it  was  found  that 
these  hormones  produced  antennal  tremors 
and  altered  the  insects’  coordination. 109 
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Febrile  Illness  and 
Sudden  Death 


Case  history 

Rodolfo  Sumulong,  M.D.:  An  eleven- 
year-old  Chinese  boy  was  brought  to  the 
emergency  department  apparently  dead  on 
arrival. 

The  history  of  the  present  illness  was  ob- 
tained from  the  patient’s  mother  and  sister. 
Two  weeks  before  the  onset  of  his  illness, 
the  boy  spent  a week  with  several  other 
classmates  in  a rural  section  of  Long  Island. 
During  that  stay,  he  had  an  episode  of 
diarrhea  and  suffered  numerous  insect  bites. 
During  the  several  weeks  preceding  his 
illness,  however,  he  received  no  injections. 
Three  days  before  his  admission  to  the 
hospital  he  went  swimming  in  a public 
pool.  Two  days  before  admission  he  re- 
ported the  occurrence  of  dizziness  and  was 
found  to  have  fever  of  undetermined  level 
without  joint  pains,  sore  throat,  cough, 
chest  pains,  diarrhea,  urinary  difficulties, 
or  skin  rash.  There  was  no  history  of  chills. 
The  patient  remained  in  bed  and  on  the  day 
before  admission  had  one  episode  of  vomit- 
ing. 

At  noontime  on  the  day  of  admission,  he 
became  acutely  short  of  breath  but  ap- 
parently had  no  chest  pain.  In  the  late 
evening  he  was  able  to  move  voluntarily 
from  his  bed  to  a couch  in  another  room, 
but  felt  nauseated  and  seemed  about  to 
vomit.  The  patient’s  siblings  noted  his 
condition  and  immediately  called  for  medi- 
cal assistance.  When  first  seen  by  the 
police,  the  patient  appeared  to  be  lifeless; 


emergency  resuscitative  measures  were  un- 
successful. On  being  lifted  from  the  bed, 
the  patient  appeared  to  vomit,  although  he 
may  have  merely  sustained  passive  re- 
gurgitation of  fluid  from  a distended 
stomach.  He  was  brought  immediately  to 
the  emergency  department. 

The  patient’s  father  had  had  hyper- 
tension and  had  died  of  a carcinoma  of  the 
neck  in  January,  1967.  The  mother  has 
high  blood  pressure  and  had  undergone  a 
kidney  operation,  presumably  for  removal 
of  stones,  eleven  years  ago.  One  sister,  age 
fifteen,  has  been  in  good  health,  although 
she  developed  fever  and  dizziness  for  one 
day  simultaneously  with  the  patient’s  ter- 
minal illness.  One  brother,  age  thirteen, 
is  in  good  health.  No  new  family  members 
have  arrived  from  distant  countries  re- 
cently nor  have  new  members  been  added 
to  the  household. 

The  patient  had  mumps  at  age  four, 
chicken  pox  “twice”  at  ages  five  and  six 
years,  and  measles  at  age  six.  The  mother 
stated  that  the  patient  had  had  no  other 
prior  medical  illnesses  and  required  no 
special  medical  attention.  She  does  not  re- 
call that  he  had  a physical  examination  at 
any  time,  even  at  the  time  of  entering 
school;  there  was  no  definite  history  of 
heart  murmurs  or  other  evidence  of  ab- 
normality on  physical  examination. 

In  March,  1967,  the  hoy  fell  from  a bi- 
cycle and  fractured  a hone  in  the  right 
elbow  and  suffered  contusions  about  the 
face.  During  an  overnight  observation 
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period  in  a hospital,  he  received  an  infusion 
hut  no  other  injection. 

When  the  patient  was  first  seen  in  the 
emergency  department,  physical  examina- 
tion revealed  no  sign  of  life;  the  pupils  of 
the  eyes  were  not  reactive,  the  pulse  was 
not  obtainable,  and  there  was  no  evidence 
of  respiratory  effort.  Electrocardiograph 
monitor  at  no  time  indicated  any  electrical 
cardiac  activity.  After  the  application  of 
emergency  resuscitative  measures  for  forty 
minutes,  the  patient  was  pronounced  dead. 

Discussion 

Emanuel  Dubow,  M.D.*:  I think  you 

would  probably  agree  with  me  that  the 
information  in  this  protocol  is  quite 
limited.  We  do  not  have,  for  example,  the 
results  of  a complete  physical  examination 
by  a trained  observer.  Also  the  history 
was  obtained  from  the  mother  and  sister 
of  this  child,  who  were  still  distraught  at 
the  time  and  in  addition  presented  a 
language  barrier.  Therefore  in  analyzing 
this  problem,  it  is  necessary  to  approach 
it  in  a rather  general  way  and  try  to  touch 
on  all  the  likely  possibilities.  Hopefully, 
one  of  them  will  explain  the  death  of  this 
child.  I may  even  go  out  a little  bit  on  a 
limb  and  make  a specific  diagnosis. 

At  any  rate,  let  me  say,  in  general,  that 
the  death  of  a child  is  always  a particularly 
sad  event  because  of  the  termination  of  a 
fife  so  recently  initiated  and  without  any 
potential  having  been  realized.  It  is 
particularly  distressing  when  the  child  is 
past  the  frail  and  delicate  period  of  infancy 
and  early  childhood.  After  that  age  the 
human  body  is  so  readily  able  to  bounce 
back  and  recover  from  illness  and  injury 
that  when  you  lose  a child  in  this  age 
group,  you  begin  to  wonder  with  some  sense 
of  frustration  and  guilt  what  you  could 
have  done  if  you  had  been  able  to  get  to 
the  patient  on  time. 

Sudden  unexpected  death  in  a child 
usually  falls  into  one  of  a number  of  cate- 
gories. First,  it  may  be  the  result  of  an 
infection.  This  type  of  death  occurs 
usually  in  infants  and  very  young  children 
who  are  apparently  healthy  or  only  mildly 
ill.  Even  with  complete  pathologic,  chem- 
ical, and  bacteriologic  examinations  of  the 

* Chief  Pediatrician,  Beekman- Downtown  Hospital. 


child,  the  diagnosis  may  remain  obscure  be- 
cause the  progress  of  the  illness  was  so 
rapid  that  the  patient  did  not  have  a chance 
to  develop  any  distinctive  changes.  Every 
once  in  awhile  a postmortem  sample  of  the 
blood  from  the  heart  of  such  a child  may 
grow  out  a particularly  virulent  type  of 
bacterium,  such  as  an  Hemophilus  in- 
fluenzae, streptococcus,  or  pneumonococ- 
cus. At  other  times  overwhelming  in- 
fections may  give  some  warning;  for  ex- 
ample, in  meningococeemia  with  the  Wa- 
terhouse-Friederichsen  syndrome,  the  child 
becomes  ill,  develops  a rash,  and  may  die 
suddenly.  Pathologic  examination  in 
such  cases  will  demonstrate  hemorrhages 
in  the  adrenal  gland.  There  are  other  acute 
infections  where  death  is  sudden  and  un- 
expected, in  which  only  cytologic  changes 
in  the  adrenal  glands  are  found  which  pre- 
sumably reflect  a deficiency  in  the  immune 
mechanisms  which  would  ordinarily  pro- 
tect the  child.  We  now  have  the  feeling 
that  a child  who  dies  suddenly  of  one  of 
these  infections  probably  has  some  other 
underlying  defect,  other  than  some  basic 
lack  of  immunity.  For  example,  congenital 
malformations  must  be  considered,  such 
as  aortic  stenosis,  anomalous  origin  of  left 
coronary  artery,  medial  necrosis  of  the 
coronary  vessels,  and  coronary  calcinosis. 
Metabolic  disorders,  such  as  glycogen 
storage  disease,  sometimes  can  cause  death 
from  myocardial  disease,  but,  again,  there 
should  have  been  other  evidence  of  such  a 
condition.  We  have  to  think  also  of  tumors 
of  the  myocardium,  such  as  rhabdomyoma, 
hamartoma,  and  myxoma;  all  of  these  can 
result  in  symptoms  simulating  cardiac 
failure  with  a catastrophic  outcome.  This 
type  of  picture  could  be  produced  by  a 
myocarditis  from  various  causes,  for  ex- 
ample rheumatic  fever  and  Coxsackie  B 
virus.  If  this  child  were  from  South 
America  and  had  been  exposed  to  South 
American  trypanosomes,  he  could  have 
had  Chagas’  disease  with  myocarditis 
which  can  cause  death  rapidly.  A year 
ago  I discussed  a clinicopathologic  con- 
ference at  this  hospital  which  presented  all 
the  features  of  a death  from  rheumatic 
myocarditis,  but  the  final  diagnosis  was 
myocardial  involvement  with  schistosomia- 
sis.1 

We  must  seriously  consider  hemorrhage 
in  this  patient,  especially  hemorrhage  into 


August  1,  1969  / New  York  State  Journal  of  Medicine  2147 


the  intracranial  cavity.  Rupture  of  a con- 
genital aneurysm  of  one  of  the  vessels  of 
the  circle  of  Willis  can  cause  massive 
hemorrhage  and  sudden  death  at  any  age. 
Accidental  asphyxia  must  always  be  a con- 
sideration in  the  death  of  a young  child, 
as  well  as  accidental  poisoning,  although 
both  are  less  likely  to  occur  in  an  older 
child. 

The  limited  number  of  facts  in  the 
protocol  suggest  that  this  eleven-year-old 
boy  had  no  previous  serious  illness.  His 
mother  stated  that  he  did  not  have  a 
previous  physical  examination,  but  in  the 
City  of  New  York  the  law  prescribes  that 
every  child  must  have  a physical  examina- 
tion; therefore,  I will  assume  that  some- 
where along  the  line  this  child  had  a 
physical  examination.  At  the  age  of 
eleven  years,  he  was  presumably  a normal 
active  boy,  a fact  which  militates  against  a 
diagnosis  of  serious  congenital  abnormality. 
His  sister  had  an  illness  similar  to  and 
simultaneously  with  that  of  the  boy,  char- 
acterized by  fever  and  dizziness,  but  she 
apparently  recovered  promptly,  suggesting 
that  any  organism  involved  was  not  an  un- 
usually virulent  one.  The  boy  had  no 
known  contact  with  persons  recently  ar- 
riving from  foreign  countries  so  that  pre- 
sumably no  esoteric  foreign  diseases  could 
have  been  brought  to  him.  Some  time  be- 
fore his  final  illness  the  boy  was  in  an  ac- 
cident, and  sustained  a facial  injury,  but 
we  do  not  know  the  results  of  observations 
of  this  condition  which  were  made  during 
an  overnight  stay  at  another  hospital. 
But  at  least  the  history  of  an  injury  raises 
several  possibilities.  Conceivably,  eight 
or  ten  weeks  before  the  final  illness,  he 
could  have  sustained  a subdural  hematoma 
which  could  have  been  a factor  in  his  death, 
although  his  clinical  course  and  manner  of 
death  were  not  typical  of  a subdural 
hematoma.  There  was  no  evidence  of  un- 
consciousness, paralysis,  or  neurologic 
symptoms,  although  he  did  have  dizziness. 

The  boy  spent  a week  on  Long  Island 
with  friends  where  he  experienced  numerous 
bites  from  mosquitoes  and  other  insects. 
If,  on  the  other  hand,  he  had  visited  the 
southern  tip  of  New  Jersey  at  about  that 
same  time,  he  could  have  possibly  been 
bitten  by  a mosquito  which  could  have 
given  him  eastern  equine  encephalitis 
which  was  epidemic  then.  This  highly 


fatal  disease,  however,  has  a typical  clinical 
pattern  of  symptoms  which  was  not  ob- 
served in  this  patient.  To  the  best  of  my 
knowledge,  the  mosquitoes  on  Long  Island 
do  not  spread  this  virulent  type  of  disease 
or  any  other  disease  serious  enough  to 
cause  death. 

During  World  War  I,  from  1914  through 
1916,  cattle  from  the  Bitter  Root  Valley 
in  Montana  were  brought  to  Suffolk 
County  in  Long  Island,  and  carried  with 
them  their  ticks  and  tick-borne  diseases. 
Some  cases  of  this  disease  in  human  beings 
were  reported  at  that  time  on  Long  Island, 
but  as  far  as  I know,  no  tick-borne  diseases 
in  human  beings  have  been  reported  in  that 
area  in  the  past  fifty  years. 

While  visiting  Long  Island,  this  boy  had 
an  episode  of  vomiting;  we  do  not  know 
whether  this  was  related  to  food  he  had 
eaten  or  to  the  onset  of  other  gastro- 
intestinal disease.  At  any  rate,  he  might 
conceivably  have  contracted  an  illness 
several  weeks  before  the  terminal  events. 
The  day  before  the  onset  of  his  final  illness, 
he  went  swimming  in  a public  pool,  but  I 
doubt  that  this  exposure  could  have  trig- 
gered an  illness  which  would  have  resulted 
in  his  death  within  two  days.  I can  only 
speculate  that  he  may  have  already  been 
ill,  and  that  possible  overexertion  and 
physical  exhaustion  associated  with  swim- 
ming may  have  given  this  illness  a chance 
to  escalate  its  effects.  His  sister  was  also 
ill  at  the  same  time  with  similar  symptoms 
of  fever  and  dizziness,  suggesting  that  both 
children  had  an  infectious-contagious  type 
of  disease. 

The  type  of  death  that  is  described,  fol- 
lowing acute  shortness  of  breath  and  with- 
out other  symptoms,  suggests  the  pos- 
sibility, first,  of  a cardiac  cause  and, 
second,  of  a pulmonary  one.  Against  a 
primary  pulmonary  cause  of  death  is  the 
absence  of  a history  of  cough,  chest  pain, 
noisy  respirations,  and  sputum  production. 
Of  course  a fatal  pulmonary  disease  can  be 
sudden  in  onset,  but  I think  that  he  should 
have  had  some  pulmonary  signs  other  than 
shortness  of  breath.  With  an  infarct  from 
pulmonary  embolism  or  with  rupture  of  a 
congenital  bleb,  the  patient  should  have 
had  chest  pain  and  cough,  in  addition  to 
shortness  of  breath.  In  the  absence  of 
other  pulmonary  symptoms,  I would  prefer 
to  think  that  this  boy  sustained  an  acute 
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attack  of  cardiac  decompensation  which 
progressed  to  peripheral  collapse  and  death. 
It  is  the  type  of  condition  that  is  best 
ascribed  to  myocardial  involvement.  If  we 
attribute  his  symptoms  to  myocardial 
damage  associated  with  an  intercurrent 
febrile  illness,  I think  that  the  most  likely 
etiologic  agent  would  be  a virus  of  the 
Coxsackie  B group.  I cannot  explain  why 
this  virus  affected  his  sister  so  much  less 
seriously  and  yet  caused  his  death.  There 
might  have  been  some  temporary  inter- 
ference in  his  body’s  ability  to  fight  in- 
fection, but  that  is  only  speculation. 
Therefore,  of  all  the  possible  diagnoses  sug- 
gested by  a necessarily  meager  history,  I 
will  choose  acute  myocarditis  associated 
with  an  otherwise  usually  benign  viral  in- 
fection. 

John  T.  Flynn,  M.D.:  Dr.  Dubow, 

would  you  make  some  comment  about  the 
age  range  of  the  patients  affected  by  such 
viral  involvement  of  the  myocardium? 

Dr.  Dubow:  A rapid  fulminating  type 

of  Coxsackie  viral  myocarditis  occurs  al- 
most exclusively  in  infants  in  the  first  six 
months  of  fife;  but  there  have  been  re- 
ports of  such  deaths  in  older  children  and 
even  in  adults.  So  it  is  much  less  likely 
to  occur  in  this  eleven-year-old  boy,  but 
it  has  occurred  in  this  age  group. 

Dr.  Flynn:  Are  we  talking  about  an 

infectious  agent  that  can  be  controlled  by 
antibiotics? 

Dr.  Dubow:  This  virus  is  not  respon- 

sive to  antibiotic  therapy.  Most  of  the 
time  these  patients  recover,  with  sup- 
portive therapy  only.  The  mortality  rate 
of  patients  with  viral  myocarditis  is  not 
high  except  in  young  infants. 

Harold  Coppersmith,  M.D.:  I believe 

there  are  recently  reported  cases  of  Rocky 
Mountain  spotted  fever  on  Long  Island 
which  was  transmitted  from  ticks.2  Within 
the  past  ten  years,  one  such  patient  of  mine, 
on  Long  Island,  gave  a characteristic 
history  of  Rocky  Mountain  spotted  fever. 
Patients  with  this  infection,  I suppose,  can 
die  of  fulminating  disease  within  a few 
days  before  any  rash  appears,  but  it  would 
be  unusual. 

I think  that  Dr.  Dubow’s  diagnosis  ex- 
plains most  of  the  facts  that  we  have. 
Since  Coxsackie  virus  sometimes  affects  the 
pericardium,  I wondered  whether  peri- 
cardial effusion  might  not  be  an  added 


pathologic  feature  in  this  patient. 

Dr.  Flynn:  Would  pericarditis  alone 

be  adequate  to  cause  death? 

Dr.  Coppersmith:  No,  not  without 
massive  pericardial  effusion  and  cardiac 
tamponade.  I would  agree  with  Dr. 
Dubow  that  myocarditis  was  the  more 
likely  cause  of  death. 

Lewis  Bronstein,  M.D.:  Was  there  a 

rash  on  the  body? 

Dr.  Flynn:  No. 

Dr.  Bronstein:  If  we  are  seriously 
considering  rickettsial  disease,  we  should 
call  it  that  and  avoid  using  the  term 
Rocky  Mountain  spotted  fever.  Rickettsia 
are  found  in  the  eastern  United  States,  and, 
as  a matter  of  fact,  the  state  of  Maryland 
is  an  endemic  focus.  But  I have  never 
seen  a patient  with  rickettsial  disease 
without  a rash.  In  the  absence  of  a rash, 
I would  like  to  raise  the  question  of  the 
Waterhouse-Friederichsen  syndrome  which 
can  occur  with  any  severe  bacterial  in- 
fection. However,  I prefer  to  think  that 
Dr.  Dubow’s  opinion  is  correct. 

Charles  M.  Karpas,  M.D.:  In  Dr. 

Dubow’s  discussion,  he  suggested  the  pos- 
sibility that  the  boy  may  have  had  an  im- 
paired immunologic  response.  Since  he 
had  the  usual  childhood  diseases  with 
normal  recovery,  there  should  be  no  serious 
likelihood  of  a congenital  agammaglob- 
ulinemia or  a dysgammaglobulinemia. 
On  the  other  hand  the  possibility  of  an 
acquired  agammaglobulinemia  cannot  be 
completely  ruled  out.  Unfortunately  we 
have  no  laboratory  test  results  of  this  pa- 
tient to  define  this  further.  As  a result  of 
familial  studies,  it  has  been  suggested  that 
acquired  agammaglobulinemia  or  a dysgam- 
maglobulinemia seems  to  have  an  heredi- 
tary background.3  4 Some  of  the  siblings, 
the  parents,  or  other  relatives  of  the  patient 
may  have  alterations  in  the  serum  gamma- 
globulin levels.  Possibly  a study  of  this 
kind  on  this  boy’s  family  may  be  worth- 
while. 

Dr.  Flynn:  In  speaking  with  the 

mother  and  the  daughter,  I reviewed  care- 
fully their  statement  that  the  patient  was 
supposed  to  have  had  chicken  pox  twice. 
I tried  to  reconstruct  the  illness  and  the 
types  of  skin  reaction  which  the  child  had 
on  those  two  occasions  but  without  con- 
clusive result.  On  the  other  hand,  between 
the  ages  of  six  and  eleven,  he  had  been 
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perfectly  healthy  with  no  unusual  fre- 
quency of  infections  and  no  physical  dif- 
ficulties of  any  kind. 

Dr.  Dubow:  I would  like  to  clarify 

the  question  of  the  two  bouts  of  chicken 
pox  in  this  lad.  One  illness  may  have  been 
chicken  pox,  but  the  other  illness  could 
have  been  the  so-called  “hand,  foot,  and 
mouth”  disease  that  we  often  see  now.  It 
presents  symptoms  of  many  vesicular 
lesions,  especially  on  the  soles  of  the  feet 
and  on  the  hands,  with  a strong  resemblance 
to  chicken  pox. 

Dr.  Flynn:  Any  time  a child,  usually 

younger  than  this  boy,  has  a fever  and  then 
develops  unexplained  complications,  we 
wonder  if  there  had  been  an  unobserved 
epileptic  seizure  and  secondary  aspiration 
of  foreign  material  into  the  lung. 

Dr.  Dubow:  Aspiration,  of  course,  is 

one  of  the  major  causes  of  death  in  infants, 
but  in  older  children  it  is  much  less  likely. 
We  cannot  entirely  eliminate  the  pos- 
sibility of  an  unobserved  epileptic  seizure, 
but  the  relatively  long  period  of  dyspnea 
could  not  be  adequately  explained  by 
aspiration. 

Clinical  diagnosis 

Sudden  death,  cause  undetermined,  prob- 
ably secondary  to  an  acute  febrile  illness  with 
severe  encephalitis  (?) 

Dr.  Dubow’s  diagnosis 

Viral  myocarditis,  severe,  due  to  Coxsackie 
type  B virus  (?)  with  acute  myocardial  failure 

Pathologic  report 

Michael  Lyons,  M.D.*:  Sudden  un- 

explained death  in  children  in  this  age 
group  is  unusual,  and  even  in  the  medical 
examiner’s  office  we  see  it  infrequently. 
On  the  other  hand,  we  observe  quite  a few 
sudden  deaths  in  much  younger  children 
and  in  young  adults.  One  of  the  possible 
causes  would  be  a ruptured  berry  aneurysm 
of  the  circle  of  Willis  which  is  reported  to 
occur,  although  rarely,  to  age  five.  We  do 
see  arteriovenous  anomalies  of  the  brain 
and  occasional  brain  tumors  into  which 
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hemorrhage  has  occurred,  giving  rise  sud- 
denly to  the  symptoms  of  a space-occupy- 
ing lesion.  At  autopsy  virtually  no  serious 
congenital  heart  disease  that  has  remained 
undiagnosed  and  asymptomatic  up  to  this 
age  is  observed.  About  aspiration  deaths, 
1 agree  with  Dr.  Dubow  that  we  do  not  see 
them  at  this  age  except  in  young  children 
with  some  other  underlying  condition 
which  induces  coma,  nor  do  we  see  suffoca- 
tion at  this  age. 

Sudden  death  in  adults  can  be  attributed 
to  Guillain-Barre’s  disease  and  even  more 
rarely  occurs  in  children. 

Let  us  turn  to  the  findings  in  this  case, 
for  the  details  of  which  I am  indebted  to 
Elliott  Gross,  M.D.,  who  performed  the 
autopsy. 

There  was  little  that  was  remarkable  on 
gross  pathologic  examination  except  for  the 
heart,  which  weighed  330  Gm.  A heart 
weight  of  330  Gm.  is  roughly  that  of  an 
adult  female  or  of  a relatively  small  5-feet 
1-inch  or  5-feet  2-inch  adult  male.  This, 
therefore,  is  an  exceedingly  large  heart 
for  a boy  of  eleven  years  of  age  who 
weighed  about  100  pounds.  The  myo- 
cardium was  not  described  as  being  soft  or 
flabby  but  rather  of  normal  consistency 
which  is  quite  unusual,  as  I will  comment 
later.  In  addition,  there  was  no  increased 
opacity  of  the  endocardial  or  pericardial 
surfaces  nor  unusual  discolorations. 

Microscopic  sections  of  the  left  ventricle, 
however,  showed  a diffuse  myocarditis, 
with  an  infiltrate  that  consisted  mostly  of 
histocytes  with  some  polymorphonuclear 
leukocytes  and  occasional  eosinophils  (Fig. 
1A  and  B).  There  was  considerable  edema 
and  separation  of  the  myocardial  fibers. 
Usually  one  can  seriously  suspect  myo- 
carditis on  gross  inspection  of  the  heart  in 
the  presence  of  slight  and  occasionally 
marked  enlargement,  increased  weight, 
flabby  consistency,  and  a change  in  color 
similar  to  that  found  in  the  early  phases  of 
a myocardial  infarct.  The  mottled  appear- 
ance is  due  to  marked  edema  in  the  myo- 
cardium. The  individual  myocardial  fiber 
is,  as  a rule,  well  preserved  in  these  cases 
regardless  of  the  edema  and  inflammation. 
However,  a careful  microscopic  search  will 
usually  reveal  a few  necrotic  myocardial 
fibers  (Fig.  1C).  In  the  early  phase  of 
myocarditis,  although  not  in  all  such  cases, 
there  may  be  a slight  transient  increase  in 
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FIGURE  1.  Microscopic  sections.  (A)  Left  ventricle  showing  diffuse  myocarditis.  (B)  High-power  view 
showing  cellular  infiltrate  and  interstitial  edema  of  myocardium.  (C)  Focal  necrosis  of  myocardial  fiber, 
associated  with  inflammatory  round-cell  infiltrate.  (Hematoxylin  and  Eosin  Stain). 


serum  transaminase  levels,  caused  by 
either  the  few  necrotic  fibers  or  the  leakage 
of  enzymes  from  histologically  normal- 
appearing myocardial  cells. 

In  the  trabeculae  carneae  we  find  sub- 
endocardial zones  of  cellular  infiltration 
(Fig.  2A).  This  is  important  to  the 
clinician  because  in  some  instances  in 
adults,  although  not  in  children,  a viral  in- 
fection of  the  myocardium  can  cause  a 
significant  endocardial  inflammation  with 
formation  of  mural  thrombi  and  secondary 
embolism.5  This  has  considerable  sig- 
nificance also  for  those  investigators  who 
are  now  trying  to  establish  a relationship 
between  this  type  of  myocarditis  to  fibro- 
blastosis  in  the  child  and  to  the  cardiomyop- 
athies in  the  adult. 

I have  now  been  able  to  obtain  from  our 
medical  examiner’s  office  and  from  other 
immediate  sources  only  about  20  cases  that 
can  be  classified  as  so-called  primary 
myocarditis,  which  gives  you  an  idea  of  the 
infrequency  of  this  condition.  I am  not 
referring  to  an  involvement  of  the  myo- 
cardium by  a general  systemic  disease  but 
to  myocarditis  that  is  an  isolated  phenom- 
enon. 

The  definitive  diagnosis  in  these  cases 
has  not  been  materially  aided  by  post- 
mortem examination  of  the  myocardium 
under  the  electron  microscope.  Within 
the  next  few  years,  the  diagnosis  may  be 
aided  by  immunofluorescent  procedures 
which  are  now  used  for  ordinary  bacterial 
diseases  but  may  in  the  future  be  helpful 
in  the  identification  of  viral  infections  as 


well.  By  labeling  certain  viral  antibodies 
and  using  an  overlay  technic  on  sections  of 
myocardium,  several  cardiac  investigators 
have  identified  some  viruses  within  the 
myocardium  but  not  necessarily  associated 
with  a myocarditis. 

The  remaining  microscopic  sections  in 
this  case  showed  essentially  unremarkable 
findings,  except  for  small  foci  of  inflam- 
matory round  cells  in  the  lungs  and  for  con- 
siderable agonal  pulmonary  edema  (Fig. 
2B).  There  is  no  morphologic  evidence  of 
other  specific  disease  here,  such  as  herpes 
simplex,  infectious  hepatitis,  or  infectious 
mononucleosis,  all  of  which  should  have 
been  accompanied  by  definitive  symptoms 
and  clinical  signs.  I cannot  explain  the 
gross  cardiac  enlargement  in  this  child. 
Had  he  had  no  signs  of  an  infectious  process, 
we  would  have  been  satisfied  with  the 
diagnosis  of  idiopathic  cardiomegaly,  an 
uncommon  condition  in  this  age  group. 
In  the  sixteen  to  eighteen-year-old  range, 
the  entity  of  subaortic  stenosis  with  an  en- 
larged left  ventricle  has  been  observed.6 

I seriously  doubt  the  likelihood  of 
dysgammaglobulinemia  to  be  the  cause  in 
this  case.  It  is  my  opinion  that  the 
myocarditis  in  this  boy  was  of  viral  origin. 
Current  opinion  holds  that  most  patients 
with  an  acquired  dysgammaglobulinemia 
usually  can  handle  viral  diseases  relatively 
well.7  Unfortunately,  viral  studies  in  this 
case  did  not  yield  positive  findings;  how- 
ever, for  a really  complete  study,  specimens 
of  myocardium  must  also  be  submitted 
for  culture.  Sometimes  the  myocardium 
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FIGURE  2.  Microscopic  sections.  (A)  Subendocardial  inflammatory  infiltrate  in  trabecula  carneae.  (B) 
Marked  edema  and  focal  round-cell  infiltrate  in  lungs.  (Hematoxylin  and  Eosin  Stain.) 


is  the  only  locus  from  which  such  virus 
isolation  can  be  achieved,  while  other 
organs,  such  as  brain,  lungs,  liver,  intestinal 
contents,  and  lymph  nodes,  may  show 
negative  results.  We  have  been  interested 
in  virus  isolation  in  several  fatal  conditions 
of  obscure  cause,  such  as  the  “crib  death” 
entity.  Isolation  of  viruses  in  such  a case 
depends  on  several  factors,  including  the 
number  of  tissues  studied,  the  number  of 
tissue-cell  cultures  utilized,  and  the  use  of 
frozen  tissue  as  against  fresh  tissue.  Our 
experience  with  myocarditis  in  children 
includes  3 with  severe  forms  of  the  disease 
in  which  the  histologic  changes  were 
minimal  but  in  which  we  were  able  to 
isolate  a Coxsackie  virus.  In  general  the 
Coxsackie,  the  ECHO,  and  probably  the 
adenoviruses  are  the  organisms  that  may 
be  involved  in  this  type  of  myocarditis.  In 
cases  of  poliomyelitis,  there  were  occasional 
instances  of  viral  myocarditis  in  which 
congestive  heart  failure  or  other  cardiac 
problems  resulted  in  either  death  or  serious 
morbidity  in  an  otherwise  convalescent 
patient. 

I have  seen  myocarditis  in  patients  with 
influenza  hut  nearly  always  with  involve- 
ment of  the  lungs  and  the  tracheobronchial 
tree.  In  the  influenzal  epidemic  in  1958, 
various  reports  suggested  there  was  cardiac 
involvement  in  from  1 to  2 per  cent  of 
cases.  Clinicians,  specialists  in  infectious 
disease,  and  cardiologists  have  a major 
interest  in  detecting  myocarditis  in  in- 
fectious disease  processes,  since  the  cardiac 
involvement  can  become  the  most  critical 
element  in  the  illness.  Diagnosis  may  de- 


pend largely  on  electrocardiographic 
changes;  some  change  in  serum  trans- 
aminase levels  may  occasionally  be  de- 
tected. Since  most  conditions  of  myo- 
carditis are  of  viral  origin,  no  antibiotic  is 
effective;  the  use  of  steroids  is  highly  con- 
troversial. 

Awareness  of  such  myocarditis  has  over 
the  last  ten  to  fifteen  years  slowly  in- 
creased, although  its  occurrence  is  still 
not  common.  Most  important  of  all,  it 
appears  now  that  in  some  individuals  there 
is  residual  cardiac  damage;  whether  or 
not  it  is  in  the  form  of  the  so-called  car- 
diomyopathies we  cannot  say.  There  is 
evidence  of  some  persisting  damage  as 
determined  by  exercise  tolerance  tests,  by 
the  occurrence  of  symptoms,  and  by 
diminished  work  performance.  Perhaps 
future  studies  of  the  relationship  of  viruses 
to  these  ill-defined  disease  conditions  will 
prove  to  be  fruitful  clinically. 

Dr.  Dubow:  Dr.  Lyons,  do  you  feel 

that  in  cases  where  an  ordinary  viral 
disease  proceeds  to  a fatal  myocarditis 
there  was  some  predisposing  factor?  In 
this  case,  the  factor  might  have  been  a 
previously  enlarged  heart? 

Dr.  Lyons:  First  of  all,  I cannot  ex- 

plain the  large  heart.  There  was  no  obvious 
valvular  abnormality,  no  anomaly,  and 
nothing  which  could  account  for  a possible 
hypertensive  condition  in  the  child.  As 
regards  other  causes  of  diminished  re- 
sistance, the  whole  field  of  serum-free  and 
serum- hound  antibody  and  of  lymphocyte 
response  which  is  so  important  in  the  viral 
diseases  is  undergoing  re-evaluation.  Un- 
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doubtedly  some  people  do  show  poor  re- 
sistance to  viral  diseases.  Whether  or  not 
myocarditis  is  evidence  of  such  a de- 
ficiency, I do  not  think  we  know  at  the 
moment. 

Dr.  Karpas:  In  some  cases  of  altered 

immunologic  resistance,  only  one  to  two 
of  the  immunoglobulin  fractions  may  he 
depressed,  while  the  remaining  ones  are 
apparently  normal.8  Such  changes  are 
characteristic  of  dysgammaglobulinemia. 
Loss  of  immunologic  resistance  to  a specific 
antigen,  such  as  virus  or  bacteria,  would 
then  be  related  to  the  specificity  and  the 
severity  of  immunoglobulin  deficiency. 

Dr.  Flynn:  When  I saw  this  patient  at 

postmortem  examination,  I fully  expected 
that  a diffuse  encephalitis  would  be  found. 

Dr.  Lyons:  We  did  not  find  encephali- 

tis, although  there  is  an  entity  of  encephalo- 
myocarditis  in  somewhat  older  age  groups. 
It  is  an  uncommon  condition,  and  to  my 
knowledge  the  myocarditic  component 
generally  is  not  the  predominant  clinical 
feature. 

In  agammaglobulinemia  of  the  type  that 
pediatricians  may  see,  there  is  virtual  ab- 
sence of  the  thymic  mechanism  and  an  ab- 
sence of  all  mature  lymphocytes.  Those 
individuals  will  tolerate  no  virus  infection 
well  because  they  have  no  mechanism  to 
cope  with  it.  The  dysgammaglobulinemias 
that  I am  familiar  with  are  associated  with 
the  presence  of  some  lymphocytes  so  that 
the  patients  generally  are  able  to  respond 
to  some  degree  to  invasion  by  a virus. 

Dr.  Karpas:  It  is  true  that  cellular 

immunity  is  important  in  resisting  viruses; 
however,  the  rate  of  gamma  globulin  pro- 
duction cannot  be  depended  on  to  dif- 
ferentiate lymphocytes  of  agamma- 
globulinemia patients  from  those  of  normal 
persons.9  So  the  presence  or  absence  of 
lymphocytes  may  not  necessarily  reflect 
the  competence  of  an  immunologic  system. 

Dr.  Bronstein:  Could  the  enlarge- 

ment of  the  heart  be  caused  by  the  inter- 
stitial edema? 

Dr.  Lyons:  I would  not  want  to  say 

exactly  what  this  child’s  normal  cardiac 
weight  would  be,  but  I would  place  it  in 
the  range  of  200  to  250  Gm.  So  we  are  talk- 
ing about  a sizable  increase,  at  least  30  to 
40  per  cent,  which  would  be  an  enormous 
amount  of  edema  in  the  heart.  Further- 
more, the  heart  should  have  been  turgid 


with  edema  and  its  consistency  unusually 
firm,  so  I doubt  that  we  could  blame  the 
increased  weight  on  edema  alone  in  this 
case.  Even  in  patients  with  rheumatic 
myocarditis,  floppy  valves,  and  consider- 
able cardiac  edema,  a percentage  weight  in- 
crease like  this  does  not  occur. 

Dr.  Bronstein:  During  World  War  II, 

I did  a study  for  the  surgeon  general  on  the 
relationship  of  viral  disease  to  electro- 
cardiographic changes.  We  studied  the 
more  common  viral  illnesses,  including 
mumps  and  measles.  In  patients  with 
mumps,  during  the  acute  phase,  some  non- 
specific T-wave  changes  could  be  found,  but 
these  disappear  during  convalescence.  In  a 
small  number  of  cases,  you  will  find  a slight 
prolongation  of  P-R  intervals;  some  in- 
vestigators at  that  time  reported  more 
marked  alterations  in  the  S-T  segments  and 
widening  of  the  QRS  complex.  In  review- 
ing the  reports  I was  not  impressed,  at  least 
at  that  time.  But  I can  imagine  that  with 
the  amount  of  edema  and  infiltration 
noticed  in  the  myocardium  of  this  youth, 
an  electrocardiogram  would  probably  show 
some  type  of  conduction  defect. 

Dr.  Dubow:  My  feeling  is  that  if  this 

child  had  been  brought  to  us  at  the  onset 
of  shortness  of  breath,  we  might  have  been 
able  to  help  him.  Adjuvant  therapy  would 
have  been  helpful,  including  oxygen  and 
probably  digitalis.  Since  this  was  an  in- 
flammatory condition,  I think  that  there 
might  have  been  a place  for  steroid  therapy. 
My  own  feeling  about  the  use  of  prednisone 
and  other  steroids  in  myocarditis  generally 
parallels  my  feeling  about  their  use  in 
myocarditis  due  to  rheumatic  fever.  These 
drugs  do  not  cure  rheumatic  fever  but  are 
anti-inflammatory  and  so  may  ameliorate 
the  acute  inflammatory  phase  of  rheumatic 
heart  disease. 

If  the  heart  is  being  embarrassed  by  any 
inflammatory  process,  an  anti-inflamma- 
tory agent  for  a period  of  time  may  be 
useful  to  tide  that  myocardium  over  a 
critical  period. 

Dr.  Flynn:  Our  purpose  in  discussing 

this  case  is  in  the  hope  that  in  the  future  we 
would  be  alert  to  the  possible  existence  of 
this  condition  in  an  ill  child  who  first 
shows  symptoms  of  a mild  febrile  illness 
which  then  progresses  rapidly  into  a more 
serious  illness.  We  do  not  want  this  child 
to  have  died  in  vain. 
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Final  diagnoses 

1.  Myocarditis  acute,  severe,  probably 
viral,  contributing  to  acute  congestive  heart 
failure 

2.  Cardiac  hypertrophy,  cause  unde- 
termined, probably  antecedent  to  number  1 
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Longevity  of  Presidents  of  the  United  States 


President 

Year  of 
Birth 

Age  Last 
Birthday 
at  First 
Inaugural 

Age  Last 
Birthday 
at  Death 

Expected 
Y ears  of  Life 
Remaining 
After  First 
Inaugural 

. — Years  Lived  After  First  — . 
Inaugural* 

Above  Below 

Actual  Expected  Expected 

George  Washington 

1732 

57 

67 

17.1 

10.6 

6.5 

John  Adams 

1735 

61 

90 

14.4 

29.3 

14.9 

Thomas  Jefferson 

1743 

57 

83 

16.4 

25.3 

8.9 

James  Madison 

1751 

57 

85 

16.3 

27.3 

11.0 

James  Monroe 

1758 

58 

73 

15.7 

14.3 

1.3 

John  Q.  Adams 

1767 

57 

80 

16.3 

23.0 

6.7 

Andrew  Jackson 

1767 

61 

78 

13.5 

16.3 

2.7 

Martin  Van  Buren 

1782 

54 

79 

17.2 

25.4 

8.2 

William  H.  Harrison  f 

1773 

68 

68 

9.4 

0.1 

9.3 

John  Tyler 

1790 

51 

71 

19.2 

20.8 

1.6 

James  K.  Polk 

1795 

49 

53 

21.5 

4.3 

17.2 

Zachary  Taylor f 

1784 

64 

65 

12.8 

1.3 

11.5 

Millard  Fillmore 

1800 

50 

74 

20.7 

23.7 

2.9 

Franklin  Pierce 

1804 

48 

64 

22.0 

16.6 

5.4 

James  Buchanan 

1791 

65 

77 

11.9 

11.3 

0.6 

Abraham  Lincoln** 

1809 

52 

56 

19.8 

4.1 

15.6 

Andrew  Johnson 

1808 

56 

66 

17.2 

10.3 

6.9 

Ulysses  S.  Grant 

1822 

46 

63 

22.8 

16.4 

6.4 

Rutherford  B.  Hayes 

1822 

54 

70 

18.0 

15.9 

2.1 

James  A.  Garfield** 

1831 

49 

49 

21.2 

0.5 

20.7 

Chester  A.  Arthur 

1830 

50 

56 

20.1 

5.2 

15.0 

Grover  Cleveland 

1837 

47 

71 

22.1 

23.3 

1.2 

Benjamin  Harrison 

1833 

55 

67 

17.2 

12.0 

5.2 

William  McKinley** 

1843 

54 

58 

18.2 

4.5 

13.6 

Theodore  Roosevelt 

1858 

42 

60 

26.1 

17.3 

8.8 

William  H.  Taft 

1857 

51 

72 

20.3 

21.0 

0.8 

Woodrow  Wilson 

1856 

56 

67 

17.1 

10.9 

6.2 

Warren  G.  Harding f 

1865 

55 

57 

18.1 

2.4 

15.6 

Calvin  Coolidge 

1872 

51 

60 

21.4 

9.4 

12.0 

Herbert  C.  Hoover 

1874 

54 

90 

19.0 

35.6 

16.7 

Franklin  D.  Roosevelt  | 

1882 

51 

63 

21.7 

12.1 

9.6 

Harry  S.  Truman 

1884 

60 

15.3 

Dwight  D.  Eisenhower 

1890 

62 

78 

14.7 

16.2 

1.4 

John  F.  Kennedy** 

1917 

43 

46 

28.5 

2.8 

25.7 

Lyndon  B.  Johnson 

1908 

55 

19.3 

Richard  M.  Nixon 

1913 

56 

18.8 

* Rounded  from  figures  computed  to  two  decimal  places,  t Died  during  tenure.  **  Assassinated. 

Note:  Reprinted  from  “Presidents  and  Their  Survival,”  Statistical  Bulletin  (April)  1969,  Metropolitan  Rife. 
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CONTINUOUS  TRACING  LEAD  2 


QUESTION  47.  This  electrocardiogram  was  obtained  following  admission  to  the  hospital  of  a patient  who 
had  been  receiving  digoxin  for  six  months.  What  is  the  interpretation? 


QUESTION  48.  This  electrocardiogram  was  taken  from  a forty-four-year-old  woman  who  had  had  a thy- 
roidectomy three  years  previously.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  47.  The  initial  beat  in  the 
top  strip  shows  sinus  rhythm.  The  QRS 
configuration  of  the  second  beat  is  slightly 
different  from  the  first,  and  the  T wave  is 
more  positive.  The  third  beat  shows  the 
P wave  disappearing  into  the  QRS  com- 
plex, and  the  fourth  and  fifth  beats  have  no 
visible  P wave  before  the  Q wave.  The  P 
wave  reappears  in  the  sixth  beat,  but  the 
P-R  interval  is  too  short  for  this  to  be  a 
conducted  beat.  The  subsequent  beats 


are  sinus  in  origin.  Beats  3 to  6 represent 
atrioventricular  junctional  escape  beats, 
and  the  rhythm  is  therefore  arterioventric- 
ular  dissociation  in  this  area.  Beat  2 is  a 
“fusion”  beat.  This  rhythm  disturbance 
in  a patient  receiving  digoxin  is  evidence  of 
digitalis  toxicity. 

Question  48.  The  electrocardiogram 
shows  regular  sinus  rhythm  with  a rate, 
not  apparent  from  this  tracing,  of  70  per 
minute.  Note  that  the  Q-T  interval 
measures  0.48  second.  The  S-T  segment 
is  isoelectric  and  prolonged.  The  T wave 
is  narrow.  This  configuration  is  strongly 
suggestive  of  hypocalcemia.  The  serum 
calcium  level  in  this  patient  was  6 mg.  per 
100  ml.  The  serum  potassium  was  within 
normal  limits. 


Drug  trials  in  acute  otitis  media 


In  Current  Therapeutic  Research  10:  631 

(Dec.)  1968,  Edward  F.  Lenoski,  Willis  A. 
Wingert,  and  Paul  F.  Wehrle  report  on  the 
clinical  trials  of  various  drugs  evaluated  in  250 
pediatric  otitis  media  patients  who  could  be 
seen  on  a one-  to  two-week  follow-up.  About  70 
per  cent  (174)  of  all  cases  treated  were  diagnosed 
as  having  either  acute  serous  or  acute  catarrhal 
otitis  media.  The  other  76  had  acute  purulent 
otitis  media.  The  age  datum  is  limited  to  plac- 
ing the  subjects  in  groups  under  or  over  three 
years  of  age.  The  original  number  of  subjects 
admitted  to  the  study  was  293,  but  6 were 
dropped  because  of  drug  reactions  and  37  could 
not  be  evaluated,  either  because  medication  was 
not  taken  properly  or  because  they  failed  to  show 
up  for  a return  visit. 

After  diagnosis  the  drug  was  chosen  by  tak- 
ing the  next  number  listed  on  a chart  from  a 
table  of  randomly  listed  code  numbers.  Enough 
drug  was  given  for  ten  days  and  instructions 
given  on  its  use.  All  were  asked  to  return  in 
seven  or  fourteen  days,  or  earlier  if  the  response 
appeared  unsatisfactory.  Follow-up  evalua- 
tions of  the  patient  were  carried  out  before  the 


charts  were  opened  and  before  the  investigator 
knew  what  drug  had  been  given. 

The  drugs,  which  included  erythromycin  ethyl 
succinate,  erythromycin-sulfonamide  combina- 
tion, triple  sulfonamide,  and  ampicillin,  all 
proved  satisfactory  in  serous  and  catarrhal  otitis 
media.  In  the  management  of  purulent  otitis 
media,  however,  erythromycin  in  the  form  of 
erythromycin  ethyl  succinate  was  significantly 
superior  to  triple  sulfonamide  alone.  In  the 
serous  and  catarrhal  groups  the  percentage  of 
cures  was  93.6  to  100;  in  the  purulent,  73.3  per 
cent  for  patients  under  three  years  of  age  to 
73.9  per  cent  in  the  older  children.  It  appears 
that  age  was  not  a significant  factor  in  the  re- 
sponse. Adverse  drug  reactions  were  associated 
with  the  erythromycin-sulfonamide  combina- 
tion, triple  sulfonamide,  and  ampicillin,  but  not 
with  erythromycin  ethyl  succinate  or  erythro- 
mycin estalate  given  alone. 

In  66  per  cent  of  the  patients  classified  as 
cured  at  the  two-week  follow-up,  data  could  be 
obtained  on  recurrences.  The  differences  in  re- 
currences among  the  various  treatment  groups 
were  not  regarded  as  statistically  significant;  it 
is  noted,  however,  that  there  were  recurrences 
in  25  per  cent  of  the  patients  on  erythromycin 
ethyl  succinate  and  only  7.6  per  cent  in  the 
erythromycin-sulfa  combination  group. 
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F OGARTY  EMBOLECTOMY  CATHETERS  are 
now  widely  used  for  the  removal  of  intra- 
vascular thrombi.  The  technic  has  been 
well  described  and  has  proved  to  be  a 
simple  and  safe  method. 

Since  the  original  reports  published  by 
Fogarty  et  al. 1,2  there  have  been  several  re- 
ports documenting  the  effectiveness  of 
these  catheters  in  arterial  emboli.3-8 
Those  reports  published  about  their  use  in 
venous  thrombosis  have  been  concerned 
with  occlusions  in  the  systemic  venous  sys- 
tem, namely  the  femoral  or  iliac  veins  or 
the  inferior  vena  cava.  This  summary 
documents  the  use  of  these  catheters  in  a 
patient  with  a portal  vein  thrombosis. 

Case  report 

A seventy-three-year-old  white  male 
was  admitted  to  St.  Vincent’s  Medical 
Center  for  the  first  time  on  December  15, 
1966,  with  the  chief  complaint  of  having 
vomited  about  1 L.  of  bright  red  blood 
shortly  before  admission.  There  were  no 
symptoms  associated  with  the  bleeding 


and  there  had  been  no  past  history  of 
gastrointestinal  bleeding  or  peptic  ulcer 
disease.  Heavy  alcoholic  intake  was  de- 
nied. The  patient  also  denied  any  serious 
illnesses  in  childhood  and  denied  ever  hav- 
ing been  jaundiced.  There  was  no  history 
of  exposure  to  chemicals  or  to  drug  intake. 
He  had  been  born  and  reared  in  Russia. 

Physical  examination  on  admission  re- 
vealed a fairly  well-nourished  white  male 
in  moderate  distress.  His  blood  pressure 
was  134  40,  pulse  120,  and  respirations  24. 
The  positive  physical  findings  included  a 
systolic  murmur  heard  over  the  precordial 
region.  There  were  a few  fine  rales  audible 
at  the  bases  of  both  lung  fields.  The 
abdomen  was  markedly  distended  and 
showed  a shifting  dullness  to  percussion. 
There  were  no  masses  palpable.  The 
liver  edge  was  not  palpable.  There  was  a 
small  umbilical  defect  and  an  easily  reduc- 
ible left  inguinal  hernia.  Rectal  exam- 
ination revealed  the  presence  of  tarry  stools. 
The  remainder  of  the  physical  examination 
was  unremarkable. 

The  laboratory  studies  done  on  admission 
revealed  a hemoglobin  of  8.4  Gm.  with  an 
hematocrit  of  23.  The  blood  urea  nitrogen 
was  39  mg.  per  100  ml.,  bilirubin  was  0.8 
mg.  per  100  ml.  (with  a direct  of  0.2  and  an 
indirect  of  0.6).  Serum  glutamic  oxaloace- 
tic transaminase  was  88,  serum  glutamic 
pyruvic  transaminase  67  Reitman-Frankel 
units.  The  chest  x-ray  film  and  electro- 
cardiogram done  on  admission  were  un- 
remarkable. 

Shortly  after  admission  the  patient  again 
vomited  fresh  blood.  His  blood  pressure 
dropped  to  50/0,  and  the  pulse  was  re- 
corded at  160  per  minute.  Treatment  con- 
sisted of  blood  replacement,  gastric  lavage 
with  ice  water,  nasal  oxygen,  and  sedation. 
The  bleeding  continued,  however,  until  a 
Blakemore-Sengstaken  tube  was  inserted. 
After  it  was  in  place  the  bleeding  was  con- 
trolled, and  the  patient  responded  after  ade- 
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quate  blood  replacement.  Splenoportog- 
raphy was  done  shortly  thereafter  which 
showed  a pulp  pressure  of  400  mm.  of 
water  and  varices  in  the  distal  one  third  of 
the  esophagus.8  The  portal  vein  was 
poorly  visualized.  The  Blakemore-Sen- 
staken  tube  was  removed  after  forty-eight 
hours  and  there  was  no  further  bleeding. 
The  patient  became  icteric  and  lethargic 
but  over  the  next  two  weeks  responded  well 
to  conservative  measures. 

On  the  fifteenth  postadmission  day,  the 
patient  had  a second  massive  upper  gastro- 
intestinal hemorrhage,  and  the  Blakemore- 
Sengstaken  tube  was  reinserted.  He  was 
given  multiple  transfusions,  and  the  bleed- 
ing was  controlled.  His  condition  stabi- 
lized, and  he  was  taken  to  the  operating 
room  for  an  emergency  portacaval  anasto- 
mosis. 

The  abdomen  was  entered  through  an 
extended  right  subcostal  incision;  approxi- 
mately 4,000  cc.  of  ascitic  fluid  were  re- 
moved from  the  abdominal  cavity  after  the 
peritoneum  was  incised.  The  liver  showed 
gross  changes  consistent  with  cirrhosis. 
Later  biopsy  showed  this  to  be  a mixed- 
type  cirrhosis.  The  portal  vein  was  noted 
to  be  at  least  2y2  cm.  in  diameter  and  firm 
in  consistency.  No  blood  could  be  aspi- 
rated from  the  vein  by  needle  puncture. 
The  vein  was  divided  close  to  the  porta 
hepatis,  and  on  transecting  it,  a thrombus 
was  noted  to  fill  the  entire  lumen.  The 
hepatic  stump  was  ligated,  and  the  throm- 
bus in  the  distal  portion  of  the  vein  then 
extracted  by  passing  the  Fogarty  venous 
catheters  into  the  lumen  repeatedly  until  a 
free  flow  of  blood  was  obtained.  Having 
established  a good  blood  flow,  an  end-to- 
side  portacaval  anastomosis  was  done  using 
a single  layer  of  5-0  arterial  silk.6  The 
portal  venous  pressure  at  the  completion 
of  the  anastomosis  was  180  mm.  of  water. 
A tube  gastrostomy  was  done,  and  the 
abdomen  was  then  closed  in  the  usual  man- 
ner. 

There  was  no  further  bleeding  during  the 
postoperative  period,  and  after  a prolonged 
postoperative  recuperation  he  was  dis- 
charged. He  had  no  further  bleeding 
episodes  but  died  of  hepatic  failure  approxi- 
mately one  year  after  surgery. 


Comment 

Usually  the  presence  of  a thrombosed 
portal  vein  precludes  the  possibility  of 
doing  a portacaval  anastomosis.  Some 
other  method  of  portal  decompression 
must  be  employed,  such  as  splenorenal  or 
superior  mesenteric-vena  cava  shunt,  al- 
though they  are  not  as  effective  in  the  con- 
trol of  bleeding  from  esophageal  varices  as 
the  standard  portacaval  anastomosis.5 

It  was  because  of  this  patient’s  extremely 
poor  condition  that  the  method  just  de- 
scribed was  followed  even  though  it  is 
known  that  attempts  at  thrombectomy 
followed  by  a portacaval  shunt  have  a high 
incidence  of  failure.5 

It  should  be  noted  that  if  the  spleno- 
portogram had  demonstrated  a portal  vein 
thrombosis,  the  planned  operation  would 
have  been  something  other  than  a porta- 
caval anastomosis.5,8 

This  technic  obviously  should  not  re- 
place the  already  established  methods  of 
decompressing  the  portal  system.  How- 
ever, it  may  be  worthy  of  consideration  in  a 
similar  situation  with  a poor-risk  patient 
in  which  prolonged  operative  time  is  to  be 
avoided. 

Summary 

A case  of  thrombosis  of  the  portal  vein 
in  a patient  bleeding  from  esophageal 
varices  is  presented  in  which  the  thrombus 
was  removed  using  the  Fogarty  embolec- 
tomy  catheters. 
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One  of  the  pioneers  of  the  New  Learning 
in  the  Tudor  renaissance  was  Robert 
Recorde  who  studied  at  Oxford,  studied  and 
taught  at  Cambridge,  taught,  practiced, 
and  wrote  in  London.  Born  of  a so-called 
good  family  in  Pembrokeshire,  he  was  ad- 
mitted as  a scholar  at  Oxford  about  1525 
where  he  earned  his  bachelor’s  and  master’s 
degrees  and  was  elected  a fellow  of  All 
Souls’  College  in  1531.  Documentation  re- 
lating to  his  early  career  is  sparse,  but  he  is 
stated  to  have  removed  to  Cambridge 
where  he  taught  mathematics  and  medicine, 
receiving  his  M.D.  degree  in  1545  (Fig.  I).1 
He  is  said  to  have  returned  to  Oxford  where 
he  taught  rhetoric,  anatomy,  music,  astrol- 
ogy, and  cosmography  in  addition  to  math- 
ematics. But  unable  to  secure  advance- 
ment there,  he  moved  to  London  by  1547 
where  he  both  practiced  medicine  and  gave 
public  lectures  in  mathematics.  Even 
prior  to  receiving  a medical  degree,  he  had 
published  his  first  textbook  on  mathematics, 
The  Grounde  of  Artes,  teachyng  the  perfect 
worke  and  practise  of  Arithmetike,  in  1542. 2 
Presumably  his  reputation  had  preceded 
him  to  London,  for  he  had  little  trouble 
securing  royal  patronage  under  Edward  VI 


FIGURE  1.  Portrait  of  Robert  Recorde  (courtesy 
of  the  Department  of  Pure  Mathematics,  Cam- 
bridge University). 


and  Mary  to  whom  he  dedicated  some  of 
his  subsequent  books. 

In  1549  he  was  appointed  comptroller  of 
the  mint  at  Bristol  and  in  1551  general 
surveyor  of  mines  and  money  for  Great 
Britain  and  Ireland.  Little  is  known  of  the 
details  of  his  government  service.  Recent 
investigations  by  Clarke3  indicate  that  the 
imputation  that  Recorde  was  imprisoned  for 
debt  in  1558  may  be  false.  It  now  appears 
that  he  was  charged  with  misfeasance  in 
office  and  died  in  the  King’s  Bench  Prison 
at  Southwark  in  June  of  that  year,  a few 
months  before  the  death  of  Queen  Mary. 
Whether  such  accusations  were  founded  in 
fact  or  stemmed  from  political  or  religious 
differences  remains  unsettled.  In  any  event 
his  death  in  prison  before  trial  deprives  us 
of  a judgment  on  the  question.  Miss 
Clarke’s  researches  have  necessitated  sev- 
eral other  changes  in  biographic  detail,  but 
the  twentieth  century  reader  is  more  likely 
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to  be  interested  in  his  achievement  and  in- 
fluence than  in  his  domestic  arrangements. 

The  author 

Recorde’s  reputation  rests  on  his  four 
mathematical  textbooks:  The  Grounde  of 

Artes  (1542),  The  Pathway  to  Knowledge 
(1551),  The  Castle  of  Knowledge  (1556),  and 
The  Whetstone  of  Witte  (1557).  He  also 
wrote  a medical  treatise  shortly  after  arriv- 
ing in  London,  The  Urinal  of  Physick  (1548). 
The  most  important  observation  to  be 
made  about  his  five  books  is  that  they  were 
all  written  in  English.  Books  were  by  no 
means  plentiful  in  the  middle  of  the  six- 
teenth century,  and  scientific  books  in  the 
vernacular  were  few  indeed.  By  way  of 
reference,  no  part  of  the  English  Bible  had 
been  printed  before  1525,  no  complete 
Bible  until  those  by  Coverdale  and  Tyndale 
in  1535,  and  none  printed  in  England  before 
1539.  It  had  been  only  as  late  as  1533  that 
Henry  VIII  abrogated  papal  jurisdiction  in 
order  to  marry  Anne  Boleyn. 

The  paucity  of  books  on  medicine  and 
science  during  the  early  Tudor  period  is 
shown  indirectly  by  Bennett4  who  lists  the 
publications  from  the  press  of  Wynkyn  de 
Worde  from  1492  to  1535;  he  estimates  that 
this  printer  accounted  for  15  per  cent  of  the 
books  printed  in  England  during  those 
years.  Not  counting  second  and  later  edi- 
tions, Bennett  lists  239  individual  titles, 
only  5 of  which  (2  per  cent)  can  be  called 
medical  or  scientific.  In  a second  appendix 
Bennett  lists  816  translations  from  Latin 
into  English  published  between  1475  and 
1560;  some  33  titles  (4  per  cent)  can  be 
considered  medical  or  scientific.  They  can 
be  classified  as  follows: 


Astronomy 5 

Mathematics 4 

Herbals 5 

Medical  advice  to  the  laity 6 

Uroscopy 4 

Infectious  diseases  (plague  and  pox)  4 

Anatomy 2 

Surgery 3 

33 


Effective  communication  to  the  laity  in 
English  did  not  really  begin  until  the  fifth 
decade  of  the  century,  and  the  struggle  for 
books  in  English  was  not  easily  won.  The 
early  translators  and  popularizers 


had  to  defend  themselves  against  the 
charge  that  they  were  debasing  the  value  of 
the  originals,  or  making  learning  too  common. 
They  show(ed)  constant  fear  of  the  greedy 
conservatism  of  the  vested  interests  whose 
secrets  they  were  revealing — the  universities, 
the  College  of  Physicians.6 

Recorde’s  failure  to  secure  recognition  at 
Oxford  or  Cambridge  may  have  been  the 
result  of  hostility  engendered  by  the  fact 
that  his  first  book.  The  Grounde  of  Artes, 
was  in  English.  During  the  Tudor  period 
science  did  not  make  its  advances  in  Oxford 
or  Cambridge  but  in  London.  The  official 
intelligentsia  ignored  the  omens  of  the 
impending  scientific  revolution.  Recorde 
aimed  his  lectures  and  textbooks  at  mem- 
bers of  the  artisan  and  mercantile  class, 
joiners,  builders,  surveyors,  shipwrights, 
architects,  navigators,  and  gunners,  none  of 
whom  had  the  benefits  of  university  educa- 
tion, most  of  whom  knew  “small  Latin  and 
less  Greek.”  So  intense  was  the  desire  of 
the  middle  class  for  scientific  knowledge, 
both  theoretic  and  applied,  and  so  under- 
emphasized was  the  new  science  at  the 
universities  that  the  better  vernacular  texts 
later  in  the  century  were  more  up-to-date 
and  generally  superior  in  quality  and  scope 
to  those  used  at  the  universities.  Johnson6 
writes: 

In  discussing  the  teaching  of  the  mathe- 
matical sciences  in  the  English  universities  in 
the  sixteenth  century  one  must  bear  in  mind 
the  fact  that  there  were  no  professorships  in 
these  subjects  at  either  Oxford  or  Cambridge 
until  1619  when  Sir  Henry  Savile  founded  the 
Savilian  Professorships  of  Geometry  and  As- 
tronomy at  Oxford.  Professorships  in  ge- 
ometry and  astronomy  were  established  at 
Gresham  College  in  London  in  1596. 

None  the  less,  science  of  a sort  had  always 
been  part  of  the  quadrivium  in  the  uni- 
versity curriculum;  what  probably  took 
place  was  a resistance  on  the  part  of 
academicians  to  the  development  of  “ap- 
plied” science  as  opposed  to  the  “pure” 
science  they  taught  from  tradition.  Most 
of  the  able  scientists  did  not  remain  for  long 
within  the  universities  but  transferred  their 
activities  to  London.  Not  only  did 
Recorde  follow  this  course;  he  was  also 
followed  by  such  distinguished  mathema- 
ticians and  scientists  as  John  Dee  and 
William  Gilbert. 

The  Grounde  of  Artes  was  not  the  first 
arithmetic  to  be  printed  in  England.  Even 
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as  early  as  1481  a page  of  The  Myrrour  of 
the  World  published  by  Caxton  dealt  with 
arithmetic.  In  1522,  Cuthbert  Tunstall, 
later  Bishop  of  London,  published  his 
De  arte  supputandi,  but  the  text  was  in 
Latin  and  it  was  supplanted  first  by  the 
anonymous  book,  An  Introduction  for  to 
Lerne  to  Recken  with  the  Pen,  or  with  the 
Counters  (1537),  and  then  by  The  Grounde 
of  Artes  (1542).  Richeson7  has  described 
in  detail  the  eight  editions  of  An  Introduc- 
tion between  1537  and  1629.  Sufficient  for 
An  Introduction  is  its  priority;  Recorde’s 
book  was  its  superior  in  every  way  and 
proved  more  perdurable.  The  Grounde  of 
Artes  went  through  seven  editions  in 
Recorde’s  lifetime  and  four  more  after  his 
death  without  significant  alteration.  Be- 
tween 1582  and  1699  it  was  reprinted  with 
additions  by  one  or  another  distinguished 
mathematician,  including  John  Dee,  no  less 
than  16  times.  A total  of  27  printings  and 
a useful  life  or  a century  and  a half  testify 
to  Recorde’s  skill  as  a teacher,  and  this 
alone  would  justify  his  title  as  “the  founder 
of  an  English  school  of  Mathematics.” 
His  three  other  texts  were  not  so  popular, 
but  The  Pathway  to  Knowledge 8 which 
dealt  with  solid  geometry  was  reprinted  in 
1574  and  1602,  and  Johnson6  has  described 
The  Castle  of  Knowledge 9 as  the  “outstand- 
ing introduction  to  the  science  of  astronomy 
published  in  the  sixteenth  century.” 

Contributions  to  other  sciences 

Recorde’s  contributions  have  been  largely 
overlooked  by  scholars.  Over  a century 
ago  DeMorgan10  recognized  the  primacy  of 
his  position  in  English  mathematics: 

The  Italian  school  of  algorists,  with  Pacioli 
at  their  head,  found  followers  in  Germany, 
England,  France,  and  Spain.  . .(in  England), 
Tunstall,  and  still  more  Recorde,  were  the 
preservers;  and  before  the  end  of  the  six- 
teenth century  the  ordinary  style  of  com- 
mercial arithmetic,  which  has  prevailed  among 
us  ever  since,  was  in  the  course  of  establish- 
ment. . . From  the  time  of  Recorde,  we  were 
always  conspicuous  in  numerical  skill  as 
applied  to  money. 

In  more  recent  years  Johnson  and  Larkey6’ 11 
have  written  enthusiastically  on  Recorde’s 
importance,  but  Taylor’s12  recent  compre- 
hensive monograph  accords  him  only  notice 
inter  alia,  noting,  however,  his  priority. 
Like  other  figures  in  other  renaissances 


Recorde  was  a polymath.  In  addition  to 
professional  knowledge  of  mathematics  and 
medicine,  he  was  an  expert  on  the  mineral- 
ogy and  metallurgy  of  his  day  and  con- 
sidered writing  a book  on  alloys.  He  was 
an  early  student  of  the  Anglo-Saxon 
language,  possibly  as  a by-product  of  his 
antiquarian  interests,  for  he  was  an  ardent 
collector  of  historical  and  ancient  manu- 
scripts. His  linguistic  skills  were  consider- 
able, as  evidenced  both  from  the  wide 
variety  of  Greek  and  Latin  writers  whose 
work,  not  then  available  in  English  trans- 
lation, he  cites  in  his  textbooks  and  from 
his  contemplated  translation  of  Euclid. 
He  also  had  a reasonable  knack  for  versifi- 
cation; the  following  lines  are  inscribed  on 
the  title  page  of  The  Castle  of  Knowledge 
(Fig.  2):» 

Though  spitefull  Fortune  turned  her  wheele 
To  stay  the  sphere  of  Uranye, 

Yet  dooth  that  sphere  resist  that  wheele, 

And  fleeyth  all  fortune’s  villanye. 

Though  earthe  do  honour  Fortune’s  balle, 

And  bytells  blynde  her  wheele  advaunce. 

The  heavens  to  fortune  are  not  thralle. 

These  spheres  surmont  al  fortune’s  chance. 

The  tight  syntax  and  the  juxtaposition 
of  earthly  geometric  spheres  with  heavenly 
ones  in  one  metaphor  anticipate  the  meta- 
physical poets  of  a later  generation.  A 
master  of  verbal  and  symbolic  communica- 
tion, Recorde8  invented  the  sign  “ = ” * to 
denote  “is  equal  to,”  was  the  first  to  use 
the  term  “sine”  in  English,  and  in  The 
Whetstone  of  Witte  was  the  first  to  use  the 
symbols  for  plus  ( + ) and  minus  ( — ) in 
English  texts. 13  Also,  he  discovered  the 
method  for  extracting  the  square  root  of 
multinomial  algebraic  expressions. 

The  teacher 

Over  and  above  all  these  achievements, 
Recorde’s  real  forte  was  as  a teacher.  His 
books  reveal  a conscious  and  deliberate 
appreciation  of  the  didactic  process  and  a 
considered  approach  to  pedagogical  technic. 
Anthony  a Wood14  reports  of  Recorde  that 
while  he  was  at  Oxford  and  Cambridge  he 
“publickly  taught  arithmetic,  and  the 
grounds  of  mathematics,  with  the  art  of 
true  accompting.  All  of  which  he  rendered 

* Although  Recorde  used  “ = ” in  1557,  it  did  not  reappear 
in  print  until  1618. 
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FIGURE  2.  Title  page  of  The  Castle  of  Knowledge  (1556)  (reproduced  from  original  in  the  Henry  E.  Hunting- 
ton  Library  and  Art  Gallery). 


so  dear  and  obvious  to  capacities,  that  none 
ever  did  the  like  before  him  in  the  memory 
of  man.” 

The  conventional  dichotomy  between 


form  and  substance  affords  insight  at  one 
level  to  Recorde’s  pedagogical  methods. 
The  form  of  his  texts  is  that  of  a continuing 
dialogue  between  scholar  and  master  in 
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which  the  purportedly  naive  scholar  asks 
the  master  leading  questions  which  the  lat- 
ter answers  at  length.  The  form  was  tradi- 
tional in  both  Hebrew  and  medieval 
pedagogy;  Recorde  merely  adopted  it  as  a 
rhetorical  device,  possibly  influenced  by 
Sir  Thomas  More  and  his  school.  Recorde’s 
rationale  for  using  the  “Socratic”  dialogue 
in  The  Grounde  of  Artes  is  that:  “I  have 

written  in  the  form  of  a Dialogue,  because 
I judge  that  to  be  the  easiest  way  of  instruc- 
tion, when  the  Scholar  may  ask  every 
doubt  orderly,  and  the  Master  may  answere 
to  his  question  plainly.”  The  substance  is 
the  master’s  explanation,  and  to  this 
expository  portion  of  the  dialogue  Recorde 
brought  not  only  his  unique  skill  for  devis- 
ing pointed,  memorable  definitions  but  also 
his  knack  for  dialectics,  as  he  first  ex- 
pounded general  principles  then  supported 
them  by  well-chosen,  familiar  examples. 
He  was  the  first  to  project  a systematic, 
stepwise  progress  through  a delimited 
mathematics  curriculum;  he  even  arranged 
his  textbooks  in  logical  sequence.  At  the 
beginning  of  The  Castle  of  Knowledge  we 
find  the  following  verses  in  “An  admonition 
for  the  orderly  trade  of  studye  in  the 
Author’s  woorkes;  appertainying  to  the 
mathematicalles’  ’ : 

The  grounde  is  thought  that  steddye  staye, 
Where  no  foote  faileth  that  well  was  pyghte: 
Whereon  who  walketh  by  certaine  way, 

His  pase  is  like  to  prosper  ryghte. 

The  Grounde  of  Artes  who  hath  well  tredd, 
And  noted  well  the  slyppery  slabbes, 

That  may  him  force  to  slyde  or  fall, 

He  hath  a staff  to  staye  withall. 

Then  if  he  trade  that  Pathway  pure 
That  unto  knowledge  leadeth  sure: 

He  may  be  bolde  t’approche  The  Gate 
Of  Knowledge  and  passe  in  thereat. 

Where  if  with  Measure  he  doo  well  treate: 

To  Knowledge's  Castle  he  maye  soone  get. 
There  if  he  travaile  and  quainte  him  well 
The  Treasure  of  Knowledge  is  his  eche  deale. 

This  Treasure  though  that  some  would  have, 
Which  Measure  friendshippe  do  not  crave. 
Now  walke  the  Pathe  that  leadeth  the  waye, 
Nor  in  Artes  grounde  have  made  thei  staye, 
Thoughe  bragge  they  maye,  and  get  false  fame, 
In  Knowledges  courte  thei  never  came. 

The  allusions  to  his  own  books  are  quite 
direct.  The  Gate  of  Knowledge  refers  to  a 
book  on  mensuration  of  which  no  known 
copy  has  survived  or  which  existed  in  manu- 
script only.  Recorde  refers  to  it  in  The 
Castle  of  Knowledge,  saying  “You  shall  take 


a Quadrante  (whose  composition  I have 
taught  amongst  other  instruments  in  The 
Gate  of  Knowledge.  . . .).”  In  the  Pathway 
to  Knowledge  he  implies  that  the  Gate 
included  directions  for  making  dials,  sur- 
veying instruments,  and  astronomical  meas- 
ures. The  Treasure  of  Knowledge  is  the 
title  of  a projected  book  dealing  with  the 
application  of  astronomy  to  navigation,  but 
Recorde  did  not  live  to  write  it.  So  far  as 
we  can  determine  four  centuries  later,  his 
last  publication  was  The  Whetstone  of  Witte, 
the  first  original  text’in  English  on  algebra. 
The  full  title  of  this  important  book  is  The 
Whetstone  of  Witte,  which  is  the  seconde  parte 
of  Arithmetike:  Containyng  the  extraction  of 

Rootes:  the  Cossike  practise,  with  the  rule 

of  Equation:  and  the  woorkes  of  Surde 

Numbers.  DeMorgan10  notes  that  “It  is 
rarely  remembered  that  the  old  name  of 
Algebra,  the  cossic  art  (from  cosa,  thing), 
gave  this  first  English  work  on  algebra  its 
punning  title,  The  Whetstone  of  Witte,  Cos 
ingenii.  Taylor12  notes  that  the  printer  of 
all  of  Recorde’s  books  (except  for  The 
Whetstone  of  Witte)  was  Reyner  Wolfe,  a 
native  of  Drenthe,  who  had  settled  in 
London  in  1533.  Taylor  adds  that  nearly 
fifty  years  later  the  difficulty  of  finding  an 
English  printer  who  could  set  up  a mathe- 
matical work  correctly  was  still  a matter  of 
complaint.  Among  other  features  of  Re- 
corde’s philosophy  of  teaching  was  his 
distrust  of  rote  learning;  he  wanted  his 
students  to  be  able  to  reason  through  the 
problems  by  themselves. 

No  less  important  than  his  methodology 
was  that  Recorde  was  abreast  of  the 
scientific  currents  of  his  day.  He  was 
receptive  to  the  Copernican  theory,  pro- 
mulgated as  recently  as  1543,  and  distrust- 
ful of  the  Ptolemaic  system.  Although  he 
praised  Ptolemy’s  contributions,  he  cau- 
tioned the  scholar  against  accepting 
his  or  any  other  theory  without  proof. 
This  memorable  passage  reads: 

....  yet  must  you  and  all  men  take  heed, 
that  both  in  him  and  in  all  men’s  works,  you 
be  not  abused  by  their  authority,  but  evermore 
attend  to  their  reasons,  and  examine  them 
well,  ever  regarding  more  what  is  said,  and 
how  it  is  proved,  than  who  sayeth  it:  . for 
authority  often  times  deceiveth  many  men. 

Recorde’s  preference  for  empirical  testing 
rather  than  mere  reliance  on  authority 
places  him  in  the  forefront  of  the  anti- 
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Aristotelian  movement  of  the  sixteenth 
century. 11  The  reform  of  the  trivium — 
grammar,  rhetoric,  and  logic — begun  by 
Erasmus  early  in  the  century,  was  carried 
out  on  the  Continent  by  such  scholars  as 
Vives,  Melanchton,  and  Sturm.  The  influ- 
ence of  Erasmus  was  brought  to  England 
not  only  by  his  famous  correspondence 
with  Henry  VIII  but  also  by  his  collabora- 
tion with  John  Colet  and  William  Lily  of 
St.  Paul’s  School  on  a revised  Latin  gram- 
mar. Vives  had  spent  a few  years  in  Lon- 
don as  tutor  to  Princess  Mary  but  had 
returned  to  the  Continent  during  the 
unpleasantness  of  Henry’s  divorce  from 
Catherine  of  Aragon.  The  only  contem- 
poraries of  Recorde’s  in  England  who 
played  any  significant  role  in  the  humanist, 
anti-Aristotelian  movement  were  Roger 
Ascham  (1515-1568)  and  Recorde’s  succes- 
sor in  mathematics,  John  Dee  (1527-1608); 
like  Erasmus  and  his  Continental  disciples 
Ascham  confined  himself  to  grammar, 
rhetoric,  and  logic.  Recorde  and  Petrus 
Ramus  (1515-1572)  deserve  the  credit  for 
being  the  first  scholars  to  extend  the  anti- 
Aristotelian  movement  to  the  quadrivium 
(arithmetic,  geometry,  astronomy,  and 
music).  Ramus  achieved  fame  at  an  early 
age  in  1536  when  he  defended  for  his 
master’s  examination  in  Paris  the  shocking 
and  spectacular  thesis,  “All  that  Aristotle 
has  said  is  false.”  Repercussions  of  Ramus 
may  have  reached  Oxford  and  Cambridge  in 
the  1540s,  but  Ramus’s  own  work  on 
mathematical  subjects  postdates  that  of 
Recorde;  his  brief  Arithmeticae  libri  tres 
was  published  in  1555  and  the  rest  of  his 
scientific  work  after  1565.  If  priorities  are 
to  be  awarded,  Recorde  preceded  Ramus  as 
a herald  of  the  revolt  against  authori- 
tarianism in  the  sciences.  Recorde  also 
merits  a priority  award  for  preceding 
Francis  Bacon  (1561-1626)  in  adopting  an 
anti-Aristotelian  position.  Wisely,  Recorde 
stated  his  views  in  a temperate  fashion  to 
avoid  engendering  hostile  reactions.  While 
dramatic,  or  even  melodramatic,  antitheses 
between  right  and  wrong,  or  good  and  evil, 
may  make  for  delightful  reading  several 
centuries  later,  much  energy  can  he  dis- 
sipated in  the  heat  of  controversy. 

The  physician 

We  know  nothing  about  Recorde  as  a 


A >ls  the  li- 
ver. 

B.  The  hol- 
low vein. 

C.  Veins  by 
which  the 
reins  do  draw 
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called  fuck- 
ing veins. 
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E.  The  wa- 
ter Pipes. 
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FIGURE  3.  Text  diagram  from  The  Urinal  of  Phys- 
ick  (1548)  illustrating  Recorde’s  conception  of 
urine  formation. 


practising  physician,  but  his  writings  on 
mathematics  are  more  important  and  more 
advanced  for  their  day  than  his  medical 
contributions.  The  basic  elements  of  arith- 
metic, geometry,  and  algebra  had  been 
known  for  centuries  in  much  the  same 
substance  as  we  know  them  today;  the 
modern  era  of  medicine  had  yet  to  begin. 
Recorde  died  twenty  years  before  Harvey 
was  born,  seventy  years  before  De  motu 
cordis  was  published,  and  a century  before 
van  Leeuwenhoek  reported  seeing  animal- 
cules through  his  handground  lenses. 
When  we  recall  the  names  of  English 
physicians  of  the  Tudor  period,  we  do  not 
associate  them  with  any  great  scientific 
advance.  Thomas  Linacre  founded  the 
Royal  College  of  Physicians  and  John  Caius 
refounded  Gonville  College,  now  known  as 
Gonville  and  Caius.  Those  of  us  who  fre- 
quent picture  galleries  may  remember 
Holbein’s  portraits  of  John  Chambre(s) 
and  Sir  William  Butts,  both  physicians  to 
Henvy  VIII.  Linacre,  Chambre(s),  and 
Caius  all  translated  portions  of  Galen  from 
Greek  into  Latin  with  commentary,  but 
the  only  original  contribution  of  the  period 
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remains  Caius’s  fine  clinical  and  epidemio- 
logic description  of  the  “sweating  sickness,” 
“Ephemera  Britannica,”  in  1552.  English 
medical  thought  in  the  sixteenth  century 
had  not  passed  beyond  the  stage  of  Galenic 
humours,  and  the  therapeutic  armamen- 
tarium of  most  physicians  was  limited  to 
“simples”  and  decoctions.  Materia  Medica 
was  a manual  of  herbs;  anatomy  was  in  its 
infancy;  physiology  was  scarcely  known  in 
the  modern  sense  of  the  word.  It  is  not 
surprising  that  Recorde’s14  book,  The  Uri- 
nal of  Physick,  should  be  an  attempt  to 
reconcile  the  medieval  art  of  uroscopy  with 
classical  Galenic  theory.  One  cannot  claim 
any  great  degree  of  originality  for  the  idea; 
other  uroscopists  had  made  similar  at- 
tempts. However,  The  Urinal  of  Physick 
was  reprinted  in  1557  and  1559;  in  the 
middle  of  the  next  century  it  appeared  in 
print  once  more,  this  time  published  with  a 
polemic  affixed  to  serve  the  ends  of  a 
temporary  medicopolitical  war  of  words. 16 

Unlike  his  mathematical  texts,  The 
Urinal  of  Physick  contains  no  warning  to 
the  reader  about  the  blind  acceptance  of 
authority.  Not  only  did  Recorde  preserve 
the  conservative  tradition  of  the  medical 
thought  of  his  time,  he  even  went  so  far  as 
to  cite  his  credentials  from  past  authorities: 

...  it  is  written  according  to  the  minds  of 
the  most  excellent  writers  of  Physicke,  both 
of  the  Greeks  and  of  the  Latins.  I mean 
Hippocrates,  Galen,  Aetius,  Aegineta,  Philo- 
theus,  Theophilus,  Actuarius:  also  Celsus, 

Pliny,  Constantinus  Africanus,  & Clementius 
Clementinus.  . . . Conferring  also  with  these 
Avicenna,  Egidius,  Polydamys  and  such 
like.  . . These  have  I followed  chiefly.  . . in 
the  Judicialles.  . . (In)  the  use  of  medicine 
and  diseases  touching  urine,  I have  joined 
them  with  Dioscorides,  Quintus  Serenus, 
Columella,  Sextus  Platonicus,  & divers  others. 
Now,  if  there  be  any  man  that  doubteth  of 
the  truth  of  those  writers  in  this  thing,  I 
force  not,  though  he  doubt  also  of  my  truth 
in  the  same. 

The  list  of  authorities  is  so  impressive, 
one  is  tempted  to  call  Recorde  a name- 
dropper.  Considering  how  critical  he  was 
of  classical  authority  in  his  mathematical 
and  astronomical  texts,  Recorde  had  only 
occasional  minor  points  of  disagreement 
with  the  Galenic  tradition.  He  accepted  it 
uncritically,  even  unselectively.  This  atti- 
tude may  have  been  conscious;  it  was  his 
first  book,  and  he  may  have  wished  to 


avoid  giving  offense.  Conversely,  his  at- 
titude may  have  been  unconsciously  en- 
gendered by  the  general  standard  of 
medical  knowledge  of  his  time.  Medicine 
was  so  unsophisticated,  even  backward  in 
comparison  with  mathematics  and  astron- 
omy, that  there  was  no  point  worthy  of 
attack.  It  is  quite  possible  that  Recorde 
never  considered  medicine  or  uroscopy  as 
being  on  the  same  scientific  plane  as 
mathematics  or  astronomy.  One  reason 
why  his  critical,  inquiring  mind  felt  the 
need  to  branch  out  into  these  disciplines 
may  have  been  an  unconscious  dissatisfac- 
tion with  the  quality  of  intellectual  stimula- 
tion medicine  had  to  offer. 

Despite  the  limitations  of  the  medicine 
of  his  epoch,  Recorde  had  an  analytic  mind, 
and  it  is  to  his  credit  that  he  did  attempt  to 
analyze  urine  insofar  as  the  primitive  ideas 
and  minimal  equipment  of  the  day  per- 
mitted. This  involved  detailed  inspection, 
but  no  reagents  were  used.  In  fact,  until 
less  than  a century  ago,  urine  was  the  only 
body  fluid  which  could  be  approached  in 
any  analytic  fashion.  Some  of  Recorde’s 
observations  have  relevance  for  a later 
generation.  He  recognized  the  importance 
of  obtaining  an  account  of  the  illness  from 
the  patient,  but  contrary  to  present-day 
practice  he  placed  responsibility  for  the 
history  on  the  patient.  None  the  less,  he 
was  sufficiently  astute  a clinician  not  to  rely 
on  the  evidence  of  the  urine  alone: 

So  this  judgment  of  Urines,  though  it  be  a 
thing  highly  to  be  regarded,  yet  if  it  be  used 
rashly  without  foregoing  signs  it  may  cause.  . . 
some  error  in  the  judgment  of  the  Physician, 
though  he  were  right  excellently  learned: 
not  so  much  by  the  ignorance  of  the  Physician, 
as  by  want  of  knowledge  in  the  Patient,  which 
should  instruct  the  Physician  in  such  ques- 
tions as  he  needed  to  demand  of  him.  . . So 
that  if  there  be  any  Physician  so  arrogant, 
that  he.  . . will  not  hear  the  Patient  speak, 
specially  not  knowing  the  party  before, 
neither  seeing  other  signs  but  only  the  Urine 
. . . such  a man  is  unworthy  to  be  called  a 
Physician. 

Most  gratifying  to  latter-day  analysts  of 
urine  or  any  other  body  fluid  or  secretion  is 
Recorde’s  attitude  toward  the  careful  collec- 
tion and  prompt  examination  of  the  speci- 
men: 

Therefore,  if  you  seek  the  Patient’s  health, 
look  that  you  receive  the  urine  diligently: 
and  as  soon  as  you  can,  present  it  to  the 
Physician,  and  be  diligent  to  instruct  him  in 
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all  things  that  you  can,  and  that  he  shall  not 
have  need  to  ask.  And  so  no  doubt,  you  shall 
receive  great  commodity  of  that  Art,  to  the 
health  of  man,  and  the  glory  of  God,  which 
hath  given  such  knowledge  unto  man. 

In  later  passages  Recorde  describes  in 
detail  the  type  of  utensil  to  be  used  for 
collection,  how  to  clean  it,  how  to  cover  it, 
and  how  to  preserve  the  contents.  He 
adopts  that  attitude  of  the  true  laboratory 
analyst  of  today,  that  a carefully  collected 
and  preserved  specimen,  accompanied  by 
appropriate  identifying  data,  is  essential  if 
maximum  benefits  are  to  accrue  to  the 
patient  from  the  analyst’s  endeavors.  The 
burden  of  supplying  the  data  is  on  the 
person  delivering  the  specimen,  as  any 
twentieth  century  laboratory  director  would 
insist  “that  he  shall  not  have  need  to  ask.” 
Many  of  Recorde’s  clinical  inferences 
were  colored  by  the  prevailing  ignorance  of 
the  mechanism  of  urine  formation  (Fig.  3). 
Like  his  contemporaries  he  accepted  Galen’s 
views  and  wrote: 

The  generation  of  Urine.  . . of  the  meat  and 
drink  together  concocted  in  the  stomach  is 
made  rude  blood:.  . . which  rude  blood  is 
wrought  again  and  made  more  perfect  in  the 
liver:  and  yet  more  purified  in  the  hollow 

vein  (inferior  vena  cava),  where  the  Urine 
separate  (s)  from  it,  as  whey  from  milk,  but 
yet  may  not  exactly  be  called  Urine,  till  it 
comes  into  the  reins  or  kidnies,  which  draw 
it  out  of  the  hollow  vein  by  a certain  natural 
power  residing  in  them.  And  then  doth  the 
reins  or  kidnies  alter  it  perfectly  into  Urine, 
as  the  coldness  of  the  ground  turns  it  into 
water. 

The  same  notion  of  urine  formation  was 
held  by  Edwardes, 17  England’s  first  anato- 
mist, who  in  1532  called  the  renal  veins  the 
emulgent  veins  which  he  asserted  carried 
the  watery  part  and  bile  of  the  blood  from 
the  liver  to  the  kidneys.  However  vague 
Recorde’s  knowledge  of  renal  physiology 
may  appear  to  latter-day  eyes,  he  did 
recognize  that  the  urine  cleared  the  blood 
of  impurities  and  that  a normal  urine 
implied  a normally  functioning  excretory 
tract  free  of  intrinsic  disease: 

So  that  hereby  you  may  plainly  perceive, 
that  if  the  blood  be  pure  and  clean,  and  none 
other  grief  in  the  reins,  water-pipes,  bladder, 
nor  shaft,  then  shall  the  urine  so  declare  it, 
being  also  perfect  and  pure  in  substance  and 
colour.  . . 

Recorde  was  aware  of  the  relation  of 


urine  volume  to  fluid  intake.  One  might 
even  credit  him  with  being  among  the  first 
to  conceive  of  it  as  an  input: output  ratio. 
This  sort  of  idea  would  occur  quite  readily 
to  a man  who  had  taught  “accompting” 
and  was  accustomed  to  balance  sheets: 

Now  as  touching  Quantity,  it  is  also  in 
three  sorts:  Much,  Little,  and  Mean.  It 

is  called  Much  Quantity  when  it  exceedeth 
the  measure  of  a man’s  drinking  ...  it  is 
called  Little,  when  a man  pisseth  less  then  he 
drinketh.  And  that  is  Mean,  when  a man’s 
pissing  and  his  drinking  is  of  like  Quantity. 
All  this  must  be  considered  by  due  proportion. 

In  The  Urinal  of  Physick  much  space  is 
devoted  to  the  therapeutic  uses  of  urine, 
especially  the  urine  of  various  animals.  To 
what  extent  Recorde  was  able  to  validate 
his  therapeutic  claims  by  empirical  observa- 
tion seems  dubious;  this  portion  of  his 
monograph  seems  to  rely  on  the  evidence  of 
other,  chiefly  old  wives’  tales.  For  exam- 
ple, we  learn  that 

The  Urine  of  Dogs  is  good  to  soke  the  place 
that  is  bitten.  . . 

and  that 

Goats  Urine  drunk  every  day,  with  Spike- 
nard, and  three  ounces  of  water,  is  good  for 
the  Dropsie,  for  it  expelleth  Urine  by  the 
Sege,  and  it  cureth  pain  of  the  Eare,  if  it  be 
dropped  into  them. 

Lest  we  fault  Recorde  too  severely,  let  us 
remember  that  as  recently  as  1910  a stand- 
ard regimen  for  thyrotoxicosis  was  the 
serum  of  thyroidectomized  goats  and  the 
bromides  of  quinine.  What  passes  for 
medication  in  one  generation  may  seem  the 
height  of  folly  to  the  next.  But  candor 
compels  the  admission  that  Recorde’s 
prescriptions  have  not  been  put  to  the  test 
in  recent  generations. 

At  times  Recorde  digresses  from  his 
comments  about  urine  and  gives  us  some 
insight  into  the  intellectual  problems  of  his 
day.  One  of  his  short  excursions  is  proto- 
Baconian  in  style  and  substance: 

What  is  learning  unlearned,  or  knowledge 
unknown,  anything  else  but  a vain  name? 
Learning  then  increaseth  most  when  it  is 
studied  of  most:  And  learning  then  tri- 

umpheth  most  when  it  hath  most  favourites 
and  followers.  And  then  doth  ignorance  (learn- 
ing’s enemy)  rejoice  most  when  learning 
reigneth  in  the  fewest.  . . For  that  old  saying 
shall  always  be  true:  Learning  hath  no 

enemy,  but  the  ignorant. 
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Not  only  did  Recorde  side  with  the 
intellectuals  against  the  anti-intellectuals, 
ubiquitous  in  every  age  and  place,  hut  he 
again  put  forth  the  case  for  wide  dissemina- 
tion of  learning. 
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habilitated faster  and  better  than  patients  with 
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cology and  Obstetrics  128:  85  (January)  1969. 
The  age  range  was  forty-two  to  seventy-seven; 
no  mention  is  made  of  sex,  but  from  the  nature 
of  the  facility  it  may  be  assumed  that  the  pa- 
tients were  men,  or  predominantly  so.  Success 
of  treatment  depends  on  careful  selection  of 
candidates  for  surgery,  careful  tissue  handling 
in  the  operation,  and  good  judgment  in  choosing 
the  amputation  site.  If  foot  pulses  are  present, 
transmetatarsal  amputations  heal;  on  the  other 
hand,  below-knee  amputations  heal  even  when 
the  popliteal  pulse  is  not  palpable. 

All  patients  in  the  series  were  treated  as  con- 
servatively as  possible.  The  diabetes  was  con- 
trolled, weight-bearing  was  stopped,  soaks  and 
local  treatment  of  the  wounds  were  started. 
All  patients  were  advised  to  stop  smoking,  were 
instructed  in  foot  care,  and  supplied  with  special 
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shoes  and  appliances  as  necessary.  Of  the  total 
33  patients  were  treated  nonoperatively  with 
rest,  soaks,  and  medication.  Requiring  1 or 
more  operative  procedures  were  77  patients.  Of 
these,  6 consisted  of  incision  and  drainage.  For 
the  rest,  amputation  sites  were  as  follows:  toe, 
13;  transmetatarsal,  13;  below-knee,  41; 
above-knee,  4. 

Periods  of  hospitalization  were  as  follows: 
patients  treated  nonoperatively,  twenty-one 
days;  incision  and  drainage,  twenty-four  days; 
toe  amputation,  sixty  days;  transmetatarsal 
amputation,  fifty-four  days;  below-knee,  four 
to  twelve  months;  and  above-knee,  two  to 
eighteen  months.  Although  the  above-knee 
amputation  wounds  healed  more  rapidly,  the 
rehabilitation  of  the  patient  and  his  discharge 
planning  took  longer  because  patients  who  were 
fitted  with  limbs  were  kept  in  the  hospital  until 
they  reached  their  full  capability  in  using  the 
prosthesis.  Functionally,  then,  the  below-knee 
group  had  the  final  advantage. 

The  below-knee  amputees  got  a prosthesis 
with  a modified  patellar-tendon  bearing  socket, 
side  joints,  thigh  lacer,  and  a single-axis  wood 
foot.  If  the  amputation  was  bilateral,  2 similar 
prostheses  were  used.  The  above-knee  ampu- 
tees got  a prosthesis  with  a quadrilateral  socket, 
hip  hinge,  pelvic  band,  safety  or  knee  lock,  and 
single-axis  wood  foot. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  8,  through  WEDNESDAY,  FEBRUARY  11 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Letters  to  the  Editor 


Multiphasic  screening  health 
examinations  and  practitioners 

To  the  Editor:  Another  threat  to  the  time- 

honored  premise  of  the  hallowed  bulwark,  the 
doctor-patient  relationship,  is  the  multiphasic 
screening  health  examination.  Proposed  and 
developed  by  some  of  the  private  prepaid 
medical  plans,  such  as  the  Permanente  Medical 
Care  Plan,  in  California,  the  concept  has  caught 
the  fancy  of  government  bureaucrats,  labor 
unions,  industry,  and  welfare  agencies.  Here  is 
a scheme  to  provide  an  evaluation  of  an  indi- 
vidual person’s  physical  well-being  on  a mass- 
production  basis.  The  entire  series  of  diagnostic 
procedures  can  be  carried  out  by  nurses  or 
trained  technicians  without  directly  involving  a 
physician.  The  technics  used  are  readily  con- 
vertible to  computer  systems  evaluation  and 
analysis.  But  wait,  for  all  the  cold  and  calcu- 
lating implications,  the  final  evaluation  and 
follow-up,  must  still  depend  on  a physician’s 
critical  evaluation.  In  these  days  of  dire 
shortage  of  available  trained  physicians  and  the 
unbelievable  burden  on  the  physicians  because 
of  time  required  in  their  work,  screening  exami- 
nations may  not  be  such  a bad  idea  after  all. 

Millions  of  dollars  have  been  expended  by 
government  and  private  agencies  to  develop 
plans,  technics,  and  instrumentation  to  improve 
systems  to  examine  people  and  provide  careful 
quality-controlled  results.  The  usual  modali- 
ties checked  and  recorded  are  height,  weight, 
age,  sex,  blood  pressure,  ocular  tonometry, 
pulmonary  spirometry,  chest  roentgenogram, 
electrocardiogram  with  or  without  exercise 
tolerance  stressing,  urinalysis,  complete  blood 
cell  count,  and  blood  chemical  analyses  for  sugar, 
cholesterol,  uric  acid,  urea  nitrogen,  and  in  some 
cases  enzymes,  electrolytes,  calcium,  and  phos- 
phorus. Blood  cell  counting  and  chemistry 
auto-analyzers  are  fundamental  to  the  success  of 
the  operation.  In  the  near  future,  conversion  of 
all  the  tests  to  input  signals  to  a computer  can 
scan  chest  x-ray  films  or  read  back  complicated 
electrocardiograms.  Current  programs  still  re- 
tain physician  evaluation  of  electrocardiograms 
and  chest  roentgenograms. 

The  other  findings  reported  all  depend  on  the 
strategic  training  of  the  technicians  doing  the 
testing.  People  who  do  this  work  must  be  care- 
fully selected  for  their  ability  to  handle  the 
instruments,  their  capability  in  explaining  to 
the  patients  being  tested  what  is  being  done,  and 
their  patience  with  people  to  do  the  tests  care- 


fully, while  reassuring  them  and  developing 
their  complete  cooperation.  The  next  step  is  to 
establish  normal  variable  ranges  for  results,  so 
that  abnormal  findings  will  be  significant  enough 
to  make  the  effort  of  follow-up  worthwhile  and 
productive.  For  example,  a blood  urea  nitrogen 
normal  range  of  10  to  22  mg.  per  100  ml.  does 
not  imply  that  a level  of  23  or  24  mg.  per  100  ml. 
must  signify  a person  with  azotemia.  Even 
more  difficult  to  evaluate  are  significant  blood 
sugar  levels.  There  is  no  problem  about  a re- 
ported blood  sugar  of  300  mg.  per  100  ml.,  but 
one  of  170  or  180  mg.  per  100  ml.  does  not 
provide  the  physician  involved  in  the  follow-up 
with  solid  ground  to  make  a diagnosis.  It  is 
probable  in  this  situation  that  each  person  tested 
should  have  a 50  to  75  mg.  per  100  ml.  loading 
dose  of  glucose  an  hour  before  the  blood  sample 
is  taken. 

The  crucial  factor  in  multiphasic  screening 
examinations,  no  matter  how  well  automated 
and  organized,  must  be  careful  follow-up. 
Since  the  whole  concept  is  only  a screening  pro- 
cedure, the  hints  of  pathologic  conditions  that 
turn  up  in  people  must  be  evaluated  and  must 
enforce  the  physician’s  analysis  of  each  set  of 
results,  so  that  he  will  complete  the  examination 
and  arrive  at  a conclusion  as  to  what  is  wrong 
and  what  must  be  done  about  it.  The  physician 
stands  at  the  apex  of  the  system  where  his 
training  and  time  can  be  put  to  optimum  use  to 
analyze  and  evaluate  significant  findings  and  to 
see  that  the  patients  are  properly  treated. 

The  widespread  use  of  multiphasic  screening 
examinations  provides  personal  physicians  with 
a broad -spectrum  look  at  pathologic  conditions 
in  their  patients.  There  is  a tremendous  saving 
in  time  for  the  physician  to  find  out  these  things, 
leaving  precious  hours  for  him  to  apply  his 
acumen  in  examining  the  patient  and  following 
up  the  leads  offered  by  the  technical  evaluation. 
The  whole  purpose  of  multiphasic  screening 
examinations  is  to  evaluate  more  people,  more 
thoroughly,  less  expensively,  and  more  con- 
veniently than  has  been  possible  in  the  past. 
The  crux  of  success  in  multiphasic  screening 
examinations  is  based  on  complete  cooperation 
with  the  private  physician  and  on  insistence 
that  the  patient  follow  up  every  factor  in  the 
procedure  with  his  physician. 

Benjamin  F.  Levy,  M.D. 

New  York  Telephone  Company 
108  West  Fayette  Street 
Syracuse,  New  York  13202 
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Necrology 


Joseph  Lewi  Bendell,  M.D.,  of  Albany,  died 
on  January  31  at  the  age  of  eighty-nine.  Dr. 
Bendell  graduated  in  1907  from  Albany  Medical 
College.  He  was  a Fellow  of  the  American 
College  of  Surgeons. 

Gerard  R.  Bennett,  M.D.,  of  Yonkers,  died 
on  December  31,  1968,  at  the  age  of  thirty-nine. 
Dr.  Bennett  graduated  in  1957  from  the  Uni- 
versity of  Ottawa  Faculty  of  Medicine.  He 
was  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  J.  Blaso,  M.D.,  of  Jackson  Heights, 
died  on  June  12  at  the  age  of  sixty-five.  Dr. 
Blaso  graduated  in  1931  from  St.  Louis  Uni- 
versity School  of  Medicine.  He  was  a staff 
physician  at  Astoria  General  Hospital.  Dr. 
Blaso  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Renfrew  Brighton,  M.D.,  of  Whiting- 
ham,  Vermont,  formerly  of  New  York  City, 
retired,  died  on  June  16  at  the  age  of  sixty-nine. 
Dr.  Brighton  graduated  in  1924  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  otolaryngologist  and  for- 
mer chief  of  endoscopy  at  Roosevelt  Hospital 
and  a consulting  otolaryngologist  at  St.  Mary’s 
Hospital  (Hoboken,  New  Jersey).  Dr.  Brighton 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  New 
Y ork  Academy  of  Medicine. 

Franklin  W.  F.  Caird,  M.D.,  of  Troy,  retired, 
died  on  June  2 at  the  age  of  sixty-seven.  Dr. 
Caird  graduated  in  1928  from  Albany  Medical 
College.  He  was  a consulting  ophthalmologist 
at  Samaritan  Hospital.  Dr.  Caird  was  a 
member  of  the  Rensselaer  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Francis  William  Chamberlain,  M.D.,  of 

Elmira,  died  on  June  4 at  the  age  of  fifty-six. 
Dr.  Chamberlain  graduated  in  1937  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  surgeon  at  Arnot-Ogden 
Memorial  Hospital.  Dr.  Chamberlain  was  a 
Fellow  of  the  American  College  of  Surgeons 


and  a member  of  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Oliver  John  Champion,  M.D.,  of  Buffalo, 
died  on  April  3 at  the  age  of  forty-one.  Dr. 
Champion  graduated  in  1953  from  the  Uni- 
versity of  Michigan  Medical  School.  He  was 
an  assistant  attending  pediatrician  at  Children’s 
Hospital.  Dr.  Champion  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Bryan  Cleveland,  M.D.,  of  New  York 
City,  died  on  July  6,  1968,  at  the  age  of  sixty- 
eight.  Dr.  Cleveland  graduated  in  1925  from 
Jefferson  Medical  College  of  Philadelphia.  He 
was  a member  of  the  Association  of  Life  In- 
surance Medical  Directors  of  America,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wladimir  Gottlieb  Eliasberg,  M.D.,  of 

New  York  City,  died  on  June  22  at  the  age  of 
eighty-one.  Dr.  Eliasberg  received  his  medical 
degree  from  the  University  of  Heidelberg  in 
1912.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  American  Psychiatric  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ilse  Glaser,  M.D.,  of  Rego  Park,  died  on  May 
30  at  the  age  of  fifty-eight.  Dr.  Glaser  received 
h°r  medical  degree  from  the  University  of 
Vienna  in  1935.  She  was  a clinical  assistant 
pediatrician  at  City  Hospital  Center  at  Elm- 
hurst. Dr.  Glaser  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Hunter  Greener,  M.D.,  of  Brooklyn 
and  Huntington,  died  on  June  18  at  the  age  of 
sixty-two.  Dr.  Greener  graduated  in  1930 
from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry.  He  was  an  attending 
radiologist  at  Bay  Ridge  Hospital.  Dr.  Greener 
was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
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Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Hans  Bernhard  Henschel,  M.D.,  of  Buffalo, 
died  on  May  3 at  the  age  of  seventy.  Dr. 
Henschel  received  his  medical  degree  from  the 
University  of  Berlin  in  1926.  He  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Y ork,  and  the  Amer- 
ican Medical  Association. 

Charles  Kaufman,  M.I).,  of  Rochester,  died 
on  May  15  at  the  age  of  seventy.  Dr.  Kaufman 
graduated  in  1925  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  assistant  at- 
tending physician  at  Genesee  Hospital.  Dr. 
Kaufman  was  a member  of  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  Joseph  Kennedy,  M.D.,  of  Buffalo, 
died  on  April  29  at  the  age  of  sixty-four.  Dr. 
Kennedy  graduated  in  1933  from  Georgetown 
University  School  of  Medicine.  He  was  an 
attending  anesthesiologist  at  Millard  Fillmore 
Hospital.  Dr.  Kennedy  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  New  York 
State  Society  of  Anesthesiologists,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Bingham  Kirkland,  M.D.,  of  New 

York  City,  died  on  June  13  at  the  age  of  sixty- 
eight.  Dr.  Kirkland  graduated  in  1928  from 
Cornell  University  Medical  College.  He  was 
a consulting  cardiologist  at  the  Hospital  for 
Special  Surgery  and  an  attending  physician  at 
Bellevue  Hospital.  Dr.  Kirkland  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Med- 
icine (Cardiovascular  Diseases),  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  S.  Leibo,  M.D.,  of  New  York  City, 
died  on  October  27,  1968,  at  the  age  of  seventy. 
Dr.  Leibo  graduated  in  1924  from  General 
Medical  College,  Chicago.  He  was  a member 
of  the  American  Public  Health  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  L.  Levy,  M.D.,  of  Brooklyn,  died  on 
June  15  at  the  age  of  seventy-nine.  Dr.  Levy 
graduated  in  1913  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a consulting 
surgeon  at  Jewish  Chronic  Disease  Hospital 
and  consulting  surgeon  emeritus  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Levy  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County 


of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Korn  Lippmann,  M.D.,  of  New  York 
City,  died  on  June  8 at  the  age  of  seventy.  Dr. 
Lippmann  graduated  in  1922  from  Johns  Hop- 
kins University  School  of  Medicine.  He  was 
director  emeritus  and  a consulting  orthopedic 
surgeon  at  The  Mount  Sinai  Hospital  and  a 
senior  orthopedic  surgeon  at  Blythedale  Chil- 
dren’s Hospital  (Valhalla).  Dr.  Lippmann  was  a 
Diploma te  of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Ameri- 
can Orthopaedic  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Richard  Ronald  McCormack,  M.D.,  of  New 

York  City,  died  on  December  28,  1968,  at  the 
age  of  fifty-three.  Dr.  McCormack  graduated 
in  1941  from  Cornell  University  Medical  Col- 
lege. He  was  an  assistant  attending  physician 
at  The  New  York  and  Bellevue  Hospitals. 
Dr.  McCormack  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alan  Muir,  M.D.,  of  New  York  City,  died  on 
February  3 at  the  age  of  forty-one.  Dr.  Muir 
graduated  in  1954  from  Temple  University 
School  of  Medicine.  He  was  a member  of  the 
American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Rubinstein,  M.D.,  of  North  Miami 
Beach,  Florida,  formerly  of  Brooklyn,  died  on 
May  30  at  the  age  of  seventy-eight.  Dr.  Ru- 
binstein graduated  in  1921  from  the  University 
of  Pennsylvania  School  of  Medicine. 

Arthur  Schifrin,  M.D.,  of  New  York  City, 
died  on  June  11  at  the  age  of  sixty-five.  Dr. 
Schifrin  graduated  in  1927  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  physician  (special 
service)  at  The  Mount  Sinai  Hospital  and  a re- 
search laboratory  associate  at  Beth  Israel 
Hospital.  Dr.  Schifrin  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Association  of  Patholo- 
gists and  Bacteriologists,  the  Industrial  Medical 
Association,  the  New  Yoik  Academy  of  Medi- 
cine, the  New  York  Pathological  Society,  the 
New  York  State  Society  of  Industrial  Medicine, 
the  New  York  County  Medical  Society,  the 
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Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joel  N.  Shepard,  M.D.,  of  New  York  City, 
died  on  February  3 at  the  age  of  forty-one. 
Dr.  Shepard  graduated  in  1957  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
was  an  assistant  attending  neurosurgeon  at 
Sydenham  Hospital.  Dr.  Shepard  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Henry  Shuffleton,  M.D.,  of  North- 
port,  died  on  May  24  at  the  age  of  eighty-four. 
Dr.  Shuffleton  graduated  in  1910  from  Vermont 
Medical  College.  He  was  a member  of  the 
American  Psychiatric  Association. 

Kenneth  Andrew  Tulloch,  M.D.,  of  Malone, 
died  on  April  28  at  the  age  of  sixty-seven.  Dr. 
Tulloch  graduated  in  1928  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  an  at- 
tending surgeon  in  ear,  nose,  and  throat  at  the 
Alice  Hyde  Memorial  Hospital. 

Nathan  Wechter,  M.D.,  of  The  Bronx,  died 
on  June  18  at  the  age  of  sixty-two.  Dr.  Wech- 
ter graduated  in  1932  from  University  and 
Bellevue  Hospital  Medical  College.  He  was 


Age  as  a factor  in 
mortality  after 
cholecystectomy 

Cholecystectomy  in  aged  patients  carries  with 
it  an  increased  risk  of  operative  death,  especially 
in  emergency  procedures.  E.  A.  Shelby  and 
Paul  A.  Lorhan,  in  Anesthesia  and  Analgesia  47: 
733  (Nov. -Dec.)  1968,  report  on  a study  of  a 
series  of  518  cholecystectomies  in  a private  hos- 
pital. The  series  consisted  of  130  males  and 
388  females  who  ranged  in  age  from  eleven  to 
ninety  years  of  age;  386  (74.5  per  cent)  were 
over  forty.  In  the  472  patients  seventy  years 
of  age  and  under,  the  mortality  was  .21  per  cent. 
In  the  46  patients  who  were  seventy-one  years 
old  and  older,  the  mortality  was  10.8  per  cent. 
In  this  series,  30  patients  were  classified  as  emer- 
gency cases.  Of  these  cases,  there  were  3 deaths 
or  a mortality  rate  of  10  per  cent.  Two  of  these 
3 patients  were  over  seventy  years  of  age.  The 
overall  mortality  was  1.15  per  cent. 

In  evaluating  the  significance  of  the  length  of 
time  the  patient  was  under  anesthesia,  multiple 
factors  must  be  taken  into  consideration:  the 
condition  of  the  patient,  the  extent  of  the  pro- 
cedure, the  complications  of  surgery,  the  depth 


an  assistant  attending  physician  at  Montefiore 
Hospital  and  Medical  Center.  Dr.  Wechter 
was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sidney  Weil,  M.D.,  of  The  Bronx,  died  on 
June  6 at  the  age  of  seventy-eight.  Dr.  Weil 
graduated  in  1914  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and  a 
member  of  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

I.  Ogden  Woodruff,  M.D.,  of  New  York  City, 
died  on  May  26  at  the  age  of  eighty-nine.  Dr. 
Woodruff  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  Bellevue  Hos- 
pital. Dr.  Woodruff  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Thoracic  Society,  the 
American  Public  Health  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 


of  anesthesia,  the  pharmacological  effect  of  the 
anesthetic  agents  used,  and  the  adequacy  of 
pulmonary  ventilation.  In  this  report,  mor- 
tality was  used  as  the  common  denominator. 
Of  the  518  operations,  500  patients  were  under 
anesthesia  less  than  three  hours  and  18  over 
three  hours.  In  those  under  anesthesia  under 
three  hours,  the  mortality  was  .8  per  cent  as 
against  11  per  cent  for  those  who  were  under 
anesthesia  three  hours. 

In  this  series,  anesthesia  was  not  considered  a 
contributing  factor  in  the  death  of  any  patient. 
Deaths  occurred  from  the  fourth  to  forty-fourth 
postoperative  day.  Of  the  6 postoperative 
deaths  tabulated,  only  1 patient  was  less  than 
seventy-one  years  old;  the  rest  ranged  up  to 
ninety. 

Only  inhalant  anesthetic  was  used  in  this 
series:  512  under  endotracheal  anesthesia  and 
6 by  face  mask.  The  distribution  of  patients 
by  anesthetic  agent  employed  was:  halothane, 
324;  cyclopropane,  114;  nitrous  oxide  with 
relaxant,  66;  fluoromar,  11;  methoxyflurane,  2; 
and  flu  ether,  1.  There  were  2 deaths  in  the 
halothane  group  (.61  per  cent);  3 deaths  in  the 
cyclopropane  group  (2.6  per  cent);  and  1 death 
in  the  nitrous  oxide-relaxant  group  (1.5  per 
cent.)  There  were  no  deaths  in  any  of  the  other 
anesthetic  groups. 
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WE  DESIGN  and  IMPLEMENT 
HOSPITAL  SYSTEMS 

for 
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MOUNT  SINAI  SCHOOL  OF  MEDICINE 

OF  THE 
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POST-GRADUATE  SCHOOL  OF  MEDICINE 

Post-Graduate  Course  in  Medicine 

COMPUTER  ANALYSIS  of  the 
ELECTROCARDIOGRAM  and  VECTORCARDIOGRAM  ( 

Leon  Pordy,  M.D.  Harry  L.  Jaffe,  M.D. 

Charles  K.  Friedberg,  M.D.,  Kenneth  Chesky,  M.D. 
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A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 
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PHYSICIANS  WANTED— CONT’D 
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RADIOLOGIST 

Full  time  position  in  large  medical  center 
with  lull  medical  research,  teaching  facili- 
ties and  medical  school  affiliation.  Excel- 
lent salary,  comprehensive  benefits.  Im- 
mediate vacancy  available.  V Y.  State 
license,  Board  Certification,  or  eligibility. 
Write  indicating  salary  preference  to : A. 
GEFFEN,  M.D.,  Director  of  Radiology. 

'4L'  BETH  ISRAEL  MEDICAL  CENTER 

- / 10  Nathan  D.  Perlman  Place 

) New  York,  N.  Y.  10003 

An  Equal  Opportunity  Employer 


WHITEHALL,  N.  Y.,  WASHINGTON  COUNTY,  GEN- 
eral  practitioner.  Contact:  Supervisor  Frank  Martucci, 
6 Mountain  St.,  Whitehall  N.  Y. 


WANTED.  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice  suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  license  necessary. 
Box  824,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  teaching  institution  in  North  New  Jersey.  Box  823, 
% NYSJM. 


RADIOLOGIST:  TO  J<3IN  THREE  MAN  GROUP  IN 

hospital  and  office  practice.  Open  salary  first  year  and  full 
partnership  in  three  years.  Contact  V.  S.  Oliva,  M.D., 
3033  W.  Orange  Ave.,  Anaheim,  California.  Phone  (714)- 
827-3000. 


LOCUM  TENENS:  DUE  TO  ILLNESS,  NEED  G.P.  TO 
take  over  husy  practice  for  1-2  months.  Future  Associ- 
ation if  mutually  desirable.  No  O.B.  Modern,  well 
equipped  office  with  experienced  personnel.  Mid-Suffolk 
County.  Phone  (516)  473-8456. 


PHYSICIAN  WANTED— FULL  TIME  PHYSICIAN 
for  newly  constructed  modern  350  bed  Extended  Care 
Facility  in  rapidly  growing  Orange  County,  in  Goshen, 
New  York.  Attractive  salary.  Usual  County  Employee 
benefits:  Society  Security;  retirement  rights  and  hospital- 
ization provided.  Write  to:  Douglas  D.  Couser,  Com- 
missioner, Orange  County  Department  of  Social  Services, 
Box  Z,  Goshen,  New  York  10924. 


GROWING  STATE  COLLEGE  SEEKS  FULL  TIME 
physician.  Salary  competitive,  excellent  fringe  benefits. 
Contact:  Leonard  J.  Schiff,  M.D.,  Director,  College  Health 
Service,  State  University  College,  Plattsburgh,  New  York 
12901. 


ANESTHESIOLOGISTS:  IMMEDIATE  OPENINGS 

for  Associate  Director  and  Assistant  Director  of  Anes- 
thesiology for  410  bed,  active,  teaching  hospital  25  miles 
north  of  New  York  City.  Affiliation  with  medical  college 
underway.  Approved  residency  program  (for  33  years). 
Opportunity  for  teaching  and  research.  Inhalation  therapy 
stressed.  New  York  State  license  required.  Board  certi- 
fied or  eligible.  Apply:  Director  of  Anesthesiology,  Grass- 
lands Hospital,  Valhalla,  New  York  10595.  Tel:  (914) 

592-8500  .ext  2379. 


ANESTHESIOLOGIST,  TRAINED  OR  BOARD  ELIG- 
ible.  New  York  City  metropolitan  area.  New  York 
license.  Group  practice;  early  partnershsp.  Income 
negotiable.  Box  826,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  HUDSON 
Valley,  60  mi.  N.Y.C.  280  bed  hospital  expanding  to  360. 
Salary  $27,000  first  year.  Compatibility  leads  to  partner- 
ship. Chief,  Anesthesia,  St.  Lukes  Hospital,  Newburgh, 
N.Y.  12550. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME,  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


GENERAL  PRACTICE:  EXCELLENT  OPPORTUNITY 
for  general  practice  physician  in  the  lovely  Village  of 
Hamilton,  New  York,  home  of  Colgate  University  and 
American  Management  Association.  Winter  and  summer 
sports  available  for  one  and  all.  A new  modern  office  is 
available  adjacent  to  accredited,  50  bed  Community 
Memorial  Hospital  with  approved  plans  for  expansion  to 
100  beds.  Easy  drive  to  Upstate  Medical  Center  in  Syra- 
cuse, New  York.  Please  submit  all  inquiries,  along  with 
curriculum  vitae  to  Alfred  M.  Helbach,  Administrator, 
Community  Memorial  Hospital,  Hamilton,  New  York 
13346. 


WANTED  LOCUM  TENENS  TO  TAKE  OVER  GEN- 
eral  practice  in  Syracuse  area  from  December  15,  1969  to 
January  31,  1970.  No  obstetrics.  Favorable  salary  can 
be  arranged.  Call  (315)  454-0421,  or  (315)  446-8804. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  BOARD 
certified,  wanted  for  part  time  work  in  voluntary  hospital 
in  N.Y.C.  evenings  or  weekends.  Box  827,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE  FOR  SALE. 
Eight  miles  south  of  Los  Angeles.  Established,  stable 
practice.  Fully  equipped  office.  Contact  V.  S.  Oliva, 
M.D.,  3033  W.  Orange  Ave.,  Anaheim,  California.  Phone 
(714)  827-3000. 


FOR  SALE:  GENERAL  PRACTICE.  ESTABLISHED 

1941.  Substantial  inootne;  excellent  office  facilitiee. 
Teaching  center,  Upstate  New  York.  Would  introduce  to 
practice.  Box  828,  % NYSJM 


COMPENSATION  PRACTICE  FOR  SALE.  MID  MAN- 
hat  tan,  modern  building,  air  conditioned.  No  night  calls; 
no  weekend  work.  Gnawing  60  thousand  dollars.  Com- 
plete equipment  including  X-ray.  Payment  facilities  can 
be  arranged.  Owner  Specializing.  Box  831  NYSJM 


200  CENTRAL  PARK  SOUTH,  1376  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


NEW  ROCHELLE:  LARGE  8 ROOM  MEDICAL  OF- 

fice  for  lease  or  sub  lease.  Rent  reasonable;  extras  in- 
cluded. ('all  (914  > NE  2-5526. 


FOR  SALE.  NEW  SPLIT  LEVEL  HOME,  13  ACRES 
of  land,  ixrnd,  scenic  view  and  privacy.  Family  room, 
study.  3 nedrooms.  2 1 /:  baths,  wood  burning  fireplaces. 
Located  just  outside  Salamanca,  N.  Y.  city  limits.  Near- 
by golfing,  skiing,  swimming,  boating  and  camping.  For 
appointment  call  Ned  Fenton,  Jr.,  Broker,  716-945-3900. 


POSITIONS  WANTED 


OFFICE  SPACE  TO  SHARE  IN  EIGHT  ROOM,  COM- 
pletely  equipiied  medical  office  centrally  located  in  Hollis- 
Flushing  area.  Call  (212)  HO  4-6262. 


ANESTHESIOLOGIST.  EXTENSIVE  EXPERIENCE. 
British  trained,  available  full  or  part  time.  N.Y.  license. 
Box  742,  % NYSJM. 


MISCELLANEOUS 


AVAILABLE  FOR  SALE:  AMA  JOURNALS  NEW 

York  State  Journal  of  Medicine,  and  other  medical  journals 
from  year  1952  to  1969  in  chronological  order;  also  old 
medical  books,  including  series  in  Modern  Medicine  an- 
nuals. Price  optional.  Box  832,  % NYSJM. 


Spectacles  weren't  int ropucep 

UNTIL  1300.  BEFORE 
THAT  TIME,  MILLIONS 
OF  PEOPLE  UVeCPOUT 
TH El P LIVES  NEVER 

peiNgabl e to  sea 

MOUNTAINS,  CLOCK# 

OKS  TAPS.  BENJAMIN  FRANKLIN 

INVENTED' BIFOCAL  LENSES  IN  1764! 


2 ® W (WCWecc 

For  free  information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 

NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

79  MADISON  AVENUE 
NEW  YORK,  N.Y.  10016 
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While  you’re  saving  money 
for  college,  make  sure  there’s 
a college  to  save  money  for. 


There  are  all  kinds  of  ways  to 
save  money  for  a college 
education. 

A good  savings  account. 

Life  insurance. 

Or  U.S.  Savings  Bonds. 

You  see,  U.S.  Savings  Bonds 
will  not  only  save  you  money, 
but  they’ll  insure  your  country’s 
future  at  the  same  time. 

It’s  one  way  of  making  sure 
there’s  a college  whenever 
you’re  ready  to  send  somebody 
to  college. 

But  back  to  the  money  part. 

Let’s  say  you  buy  your  one- 
year-old  son  a s25  Bond 
every  month.  When  he’s  18 
and  ready  for  college, 
he’ll  have  $5,506. 

A $50  Bond  every 
month  would  give  him 
S1 1,012  when  he’s 
ready  to  enroll. 

And  the  beauty  is,  . 
you  never  have  to 


worry  about  this  investment. 

You  simply  sign  up  through 
a Payroll  Savings  Plan  where 
you  work  and  then  sit  back 
and  let  the  money  pile  up. 

Savings  Bonds  now  pay  a new 
higher  rate— 4!A%— when  held 
to  maturity  of  7 years. 

And  if  they’re  lost,  stolen, 
or  destroyed,  the  Treasury  Depart- 
ment will  replace  them  free. 

Also,  with  each  Series  E 
Bond  you  buy,  you’re  entitled 
to  buy  the  same  or  lower 
denomination  Freedom  Share. 

Which  pays  5%  when  held  to 
maturity  of  i'/2  years  and  is 
redeemable  alter  one  year. 

Any  way  you  look  at  it, 
buying  U.S.  Savings  Bonds 
makes  sense. 

They  not  only  get  the 
kids  ready  for  college. 

They  keep  the 
colleges  ready  for 
the  kids. 


fou  Ret  a little  over  $4  for 
every  $3  you  invest. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds  & Freedom  Shares 


©0 


TU  U S.  Government  doe.  not  pay  (or  this  ad.erli.ement. 
It  i«  presented  a.  a public  irrvicr  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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Rx 

Valium  (diazepam)  t.i.d.  and  h.s. 

M.A.  (in  Communications)  ...TV  (director,  late  night 
variety  show) . . . symbols  that  may  add  up  to  a life  of  constant 
and  continuing  pressures.  Split-second  timing,  on-the-spot 
decision  making,  the  ever-present  risk  of  slip-ups  with  poten- 
tially serious  consequences.  All  these  may  lead  to  psychic 
tension  and  — even  with  no  demonstrable  pathology  — to 
disturbing  cardiovascular  symptoms.  For  this  kind  of  patient, 
there  are  good  reasons  for  considering  Valium  (diazepam): 

( 1 .)  Valium  possesses  a pronounced  calming  effect  that  can 
help  relieve  psychic  tension  and  resultant  somatic  symptoms 
- within  the  first  day  for  some  patients. 

(2.)  Valium  is  useful  in  relief  of  psychic  tension  with  associated 
depressive  symptoms. 

(3.)  Valium  may  also  ease  psychic  tension-induced  insomnia. 
An  h.s.  dose  (added  to  the  t.i.d.  schedule)  can  help  provide 
sufficient  relaxation  to  encourage  sleep. 

(4.)  Valium  is  generally  well  tolerated.  And,  in  proper  mainte- 
nance dosage,  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 

Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  .anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache, incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 
to  help  relieve  psychic  tension 
and  resultant  somatic  symptoms 


C7>  ^P*e2°t,C°raIanalgesic 

*vnsti 


_ier 

melemic  acid),  Parke-Davis 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PON  ST  EL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
T\vo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 


PARKE-DAVIS 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
I \ and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
| nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress-provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

I'  Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  t.  Danhof.  I.  E.;  Report  on  tile.  2.  Hoon.  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
■A'AV  A tion.  Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patient; 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort Jiave  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 
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Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea. 
Got  tenesmus  and  spasm, 

At  Ausable  Chasm. 

Send  Donnagel  with  him  this  year. 


I raveler  s Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hypermotility  in  the  GI  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel. 
you  can  be  sure  your  patients  are  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
lower  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

for  traveler’s  diarrhea  |® 
and  its  discomforts 

Donnagel 

Each  fluid  ounce  contains:  I 

Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate, 0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 

Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.  8%. 

/4'H'I^OBINS  A.  H.  Robins  Company,  Richmond,  Va.  23220 


Month  in  Washington 


The  IRS  (Internal  Revenue  Service)  plans  to 
audit  the  Federal  income  tax  returns  of  physi- 
cians and  other  health  practitioners  who  have 
received  more  than  $25,000  a year  in  Medicare 
and  Medicaid  payments.  Plans  for  the  special 
audit  were  disclosed  by  IRS  Commissioner, 
Randolph  W.  Thrower,  at  the  first  of  a series  of 
public  hearings  the  Senate  Finance  Committee 
is  holding  in  its  investigation  of  the  rising  costs 
of  the  two  government  health  care  programs. 
He  said  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  had  agreed  to  require  in- 
termediary insurance  carriers  to  use  physicians’ 
social  security  numbers  on  reports  of  payments 
under  the  program  in  the  future. 

Finance  Committee  chairman,  Russell  B. 
Long  (Democrat,  Louisiana)  estimated  that 
“possibly  as  many  as  10,000”  had  been  getting 
upward  of  $25,000  a year  under  the  programs. 
Commissioner  Thrower  said  the  initial  audits 
would  be  for  1967  and  would  be  limited  to  those 
receiving  more  than  $50,000. 

Senator  Long  said  that  investigation  by  the 
committee’s  staff  so  far  showed  “widespread 
abuse,  and  fraud,  as  well  as  lax  administration.” 

Robert  N.  Ball,  Social  Security  administrator, 
reported  his  investigators  had  looked  into  more 
than  700  possible  fraud  cases  under  Medicare. 
He  said  more  than  300  of  these  cases  were  still  in 
some  stage  of  inquiry,  and  that  14  had  been 
turned  over  to  the  Justice  Department  for 
prosecution.  “But  these  should  not  be  taken  as 
a reflection  on  the  200,000  doctors  participating 
in  Medicare,”  Ball  said.  He  said  a bigger  prob- 
lem than  outright  fraud  were  “cases  that  don’t 
quite  become  fraud.” 

HEW  undersecretary,  John  G.  Veneman, 
told  the  committee  that  the  Nixon  Administra- 
tion wants  congressional  authority  to  stop 
Medicare  payments  to  physicians  who  over- 
charge, use  inferior  supplies,  or  engage  in  fraud. 
“Under  present  Medicare  law,  there  is  no 
authority  for  the  program  to  deny  reimburse- 
ment to  a licensed  practitioner,  who  has  demon- 
strated a clear  pattern  of  fraud,  repeated  over- 
charging of  the  program,  or  the  use  of  supplies 
which  are  inferior  or  harmful,”  Veneman  said. 
“We  are  recommending  authority ...  to  dis- 
continue future  reimbursement  and  to  put  all 
parties  on  notice  to  this  effect  where  on  the  basis 
of  clear  evidence,  a finding  is  made  that  this  is 
justified  by  reason  of  such  abuses.” 

Commenting  on  the  hearings,  Dwight  L. 
Wilbur,  M.D.,  president  of  the  American 
Medical  Association,  said  that  the  vast  majority 
of  physicians  serving  Medicaid  patients  are  not 
overcharging  for  their  services.  “Most  physi- 

Preparod  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


cians,”  Dr.  Wilbur  said,  “are  acting  honorably 
and  with  utmost  restraint.  Fortunately,  very 
few  M.D.’s  participating  in  Medicaid  are  guilty 
of  overcharging  and  otherwise  exploiting  the 
program.  Such  exploitation  by  a minuscule 
minority  was  unavoidable .... 

“ . . . The  medical  profession  is  making  a 
great  effort  to  identify  and  weed  out  dishonest 
doctors  who  betray  their  oath  as  professional 
men  serving  the  public.  We  have  been  success- 
ful in  this  search,  but  a few  physicians  remain 
who  still  are  not  identified.  We  shall  search 
them  out  and  expose  them,  for  the  good  of  the 
entire  profession.” 

Meantime,  HEW  issued  a regulation  limiting 
the  fees  paid  by  states  to  physicians,  dentists, 
and  other  health  practitioners  under  Medicaid. 

Under  the  regulation,  a state’s  Medicaid  pay- 
ment to  a physician  for  a service  will  be  limited, 
with  one  exception,  to  75  per  cent  of  the  custom- 
ary charge — the  maximum  customary  fee  of  75 
per  cent  of  the  physicians  in  the  area. 

If  a state  has  been  paying  more  than  the  75 
per  cent  of  the  customary  charge,  it  must  not 
exceed  the  Medicare  level,  about  83  per  cent. 
A Medicaid  official  said  that  only  two  states  may 
have  to  roll  back  their  fees,  but  declined  to  name 
them. 

After  July  1,  1970,  states  may  request  per- 
mission to  increase  physicians’  fees  above  75  per 
cent  if  the  two  following  conditions  are  met: 

1.  The  average  percentage  increase  requested 
above  75  per  cent  on  January  1,  1969,  may  not 
exceed  the  percentage  increase  in  the  all-services 
component  of  the  Consumer  Price  Index  (ad- 
justed to  exclude  the  medical  component)  or  in 
an  alternate  index  designated  by  the  secretary  of 
Health,  Education,  and  Welfare. 

2.  Evidence  must  be  clear  that  the  providers 
and  the  states  have  cooperatively  established 
effective  utilization  review  and  quality  control 
systems. 

The  new  fee  regulation  also  requires  states  to 
revise  their  Medicaid  plans  to  include  descrip- 
tions and  details  of  their  payment  structures. 
A state  that  wishes  to  revise  its  payment  struc- 
ture for  practitioners’  services  or  change  the 
payments  authorized  under  it  may  not  do  so 
until  the  proposed  changes  have  been  approved 
by  the  secretary  of  Health,  Education,  and  Wel- 
fare or  his  representative. 

States  that  begin  their  Medicaid  programs 
after  July  1,  1969,  must  arrange  their  payment 
structures  so  that  fees  do  not  exceed  75  per  cent 
of  customary  charges. 

HEW  estimated  the  regulation  would  result  in 
a saving  of  $65  million  in  the  first  year. 

Despite  a strong  protest  by  the  American 

continued  on  page  2192 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN'  Tetracycline  HCi  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  1 5 mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated:  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin—  maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis, 'nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


348-8 
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The  longest 
flagpole  sit-down... 
211  days  9 hours 


The  longest-acting 

thiazide  antihypertensive... 
24  to  48  hours 


Thiazides  are  established  drugs  of  first  choice  in 
essential  hypertension.  Among  them,  Renese  is  the  thiazide 
vith  diuretic  activity  of  24  to  48  hours  duration. 

Low,  low  dosage— Renese  controls  hypertension  in 
;ome  patients  on  as  little  as  one  tablet  every  other  day. 

Low,  low  cost  — Renese  is  less  per  day  than  most 
grands  of  antihypertensives. 

Renese-R — offers  true  once-a-day  dosage  and 
:ombines  the  advantages  of  Renese  (smooth  and  moderate 
egulation,  good  toleration,  low-dosage  economy)  with  the 
benefits  of  optimum-dosage  reserpine. 


Renese9  Renese-R 

/ I J • J \ (polythiazide  2 mg.  c reserpine  0.25  mg.) 

ipoiyimaziae;  the  longest-acting  thiazide 
the  longest-acting  thiazide  with  reserpine 


ontraindications:  Polythiazide  — Hypersensi- 
ivity  to  this  or  other  sulfonamide  derivatives, 
•dvanced  renal  or  hepatic  failure.  Reserpine  — 
Cental  depression,  peptic  ulcer  or  ulcerative 
olitis,  and  demonstrated  hypersensitivity, 
/arnings:  Serum  electrolyte  determinations 
re  especially  indicated  for  patients  with  se- 
ere  derangement  of  metabolic  processes;  e.g., 
urgery,  vomiting,  or  parenteral  fluid  therapy, 
’atients  with  cirrhosis  who  are  continually  re- 
eling Renese  or  Renese-R  should  be  ob- 
erved  carefully  for  the  development  of  hepatic 
irecoma  or  coma.  Indications  of  impending 
lepatic  failure  are  tremor,  confusion,  drowsi- 
less,  and  hepatic  fetor.  Thiazides  may  precipi- 
ate  kidney  failure  and  uremia  in  patients  with 
>re-existing  renal  pathology  and  impaired  renal 
unction. 

Available  information  tends  to  implicate 
nteric-coated  potassium  salts  with  or  without 
hiazides  in  the  etiology  of  nonspecific  small 
lowel  lesions  consisting  of  ulceration  with  or 
without  stenosis,  causing  obstruction,  hemor- 
hage  and  perforation,  and  frequently  requir- 
ng  surgery.  Deaths  due  to  these  complications 
lave  been  reported.  Enteric-coated  potassium 
alts  should  be  used  only  when  adequate  die- 
ary supplementation  is  not  practical  and 
hould  be  discontinued  immediately  if  abdorm- 
lal  pain,  distention,  nausea,  vomiting  cr  gas- 
rointestinal  bleeding  occurs.  Renese  and 
tenese-R  do  not  themselves  contain  enteric- 
:oated  potassium. 

Electroshock  therapy  should  not  be  given 
within  one  week  of  cessation  of  reserpine. 

Isage  in  Pregnancy  and  the  Childbearing  Age: 

iince  thiazides  appear  in  breast  milk,  the 
isage  of  polythiazide  is  contraindicated  in 
lursing  mothers.  Thiazides  cross  the  placenta 
>arrier  and  appear  in  cord  blood.  The  safety  of 
eserpine  for  use  during  pregnancy  or  lactation 
'as  not  been  established.  When  polythiazide 
ind  reserpine  are  used  in  women  of  childbear- 
ng  age,  the  potential  benefits  of  this  drug 


combination  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  The  hazards  in- 
clude fetal  or  neonatal  jaundice,  thrombocyto- 
penia, and  possibly  other  adverse  reactions 
which  have  occurred  in  the  adult. 

Precautions:  Polythiazide  — Since  all  diuretic 
agents  may  reduce  serum  levels  of  sodium, 
chloride,  and  potassium,  patients  should  be 
observed  regularly  for  early  signs  of  fluid  or 
electrolyte  imbalance  (fatigue,  muscle  cramps, 
gastrointestinal  disturbances,  lethargy,  oliguria 
and  tachycardia).  Unduly  restricted  salt  intake 
or  digitalis  therapy  may  exaggerate  effects  of 
hypokalemia.  Should  hypokalemia  occur  or  be 
suspected,  foods  high  in  potassium  may  be 
added  to  the  diet  (bananas,  apricots,  citrus 
fruits,  prune  juice,  etc.)  or  oral  potassium  sup- 
plements administered  if  necessary.  Consider 
lower  dosages  of  Renese  or  Renese-R  and  other 
antihypertensive  drugs  when  used  concur- 
rently. Like  other  thiazide  diuretics,  polythia- 
zide may  cause  a rise  in  serum  uric  acid  levels, 
disturb  glucose  tolerance  even  in  previously 
normal  patients  or  decrease  PBI  levels  without 
signs  of  thyroid  disturbance.  Thiazide  drugs 
may  augment  the  paralyzing  actions  of  tubo- 
curarine.  and  may  decrease  the  arterial  re- 
sponsiveness to  norepinephrine.  The  antihyper- 
tensive effects  of  the  drug  may  be  enhanced  in 
the  postsympathectomy  patient. 

Reserpine  — Avoid  or  use  cautiously  in  pa- 
tients with  a history  of  peptic  ulcer  or  ulcer- 
ative colitis,  patients  with  impaired  renal  func- 
tion and  in  those  receiving  digitalis  or  quini- 
dine.  Extreme  caution  is  needed  in  patients 
with  a history  of  mental  depression.  If  depres- 
sive symptoms,  confusion  or  parkinsonism  de- 
velop, discontinue  use.  Discontinue  two  weeks 
before  elective  surgery  to  avoid  an  unexpected 
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degree  of  bradycardia  and  hypotension.  For 
emergency  surgery,  vagal  blocking  agents  may 
be  used  to  prevent  or  reverse  hypotension 
and/or  bradycardia.  May  cause  increased  ap- 
petite and  weight  gain. 

Adverse  Reactions:  Polythiazide —With  electro- 
lyte imbalance:  nausea,  vertigo,  weakness, 
paresthesias  and  fatigue.  Most  of  these  can  be 
overcome  by  reducing  the  dose  or  taking 
measures  to  improve  electrolyte  imbalance. 
Maculopapular  rash,  reversible  cholestatic 
jaundice,  leukopenia,  purpura  (with  or  without 
thrombocytopenia),  pancreatitis,  photosensitiv- 
ity, gastrointestinal  disturbances,  headache, 
xanthopsia,  necrotizing  angiitis,  orthostatic 
hypotension  and  dizziness  have  been  reported. 
Agranulocytosis  and  aplastic  anemia  have  been 
reported  with  the  older  thiazide  diuretics,  but 
not  with  polythiazide. 

Reserpine  — Hypersecretion,  nausea  and 
vomiting,  anorexia,  diarrhea,  angina-like  symp- 
toms, arrhythmias  (particularly  when  used 
concurrently  with  digitalis  or  quinidine),  flush- 
ing of  the  skin,  bradycardia,  drowsiness,  de- 
pression. nervousness,  paradoxical  anxiety, 
nightmares,  parkinsonian  syndrome,  and  C.N.S. 
sensitization  manifested  by  deafness,  glau- 
coma, uveitis,  and  optic  atrophy  have  occurred. 
Nasal  congestion  is  a frequent  complaint,  and 
pruritus,  rash,  dryness  of  mouth,  dizziness, 
headache,  purpura,  impotence  or  decreased 
libido,  and  miosis  have  been  reported  with  use 
of  this  drug.  These  reactions  are  usually  re- 
versible and  disappear  when  the  drug  is  dis- 
continued. 

Supply:  Renese-R  (2  mg.  polythiazide  — 0.25 
mg.  reserpine) —blue,  scored  tablets.  Bottles 
of  100  and  1,000. 

Renese  (polythiazide)  — 1 mg.  white;  2 mg. 
yellow;  4 mg.  white;  scored  tablets.  Bottles  of 
100  and  1,000. 

More  detailed  professional  information  avail- 
able on  request. 
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Hospital  Association,  HEW  discontinued  the 
overhead  Medicare-Medicaid  percentage  al- 
lowance paid  to  hospitals,  extended  care  facili- 
ties, and  other  institutional  providers.  It  was  2 
per  cent  for  nonprofit  and  D/2  per  cent  for  pro- 
prietary institutions.  The  action  was  effective 
July  1, 1969. 

Another  new  Medicaid  regulation  requires 
states  to  provide  periodic  health  screening, 
diagnosis,  and  treatment  for  all  eligible  youths 
under  twenty-one  years  of  age,  effective  July  1, 
1969. 

HEW  also  established  a new  classification  of 
institution,  called  intermediate  care  facility, 
eligible  to  receive  Federal  contributions  for  the 
care  of  aged,  blind,  or  disabled  recipients  or 
public  assistance  and  is  covered  in  another  regula- 
tion. This  should  reduce  costs  of  Medicaid  by 
allowing  states  to  relocate  substantial  numbers 
of  welfare  recipients  who  are  now  in  skilled 
nursing  homes  to  lower-cost  institutions,  HEW 
said. 

* * * 

Roger  O.  Egeberg,  M.D.,  who  has  been  dean 
of  the  School  of  Medicine,  University  of  South- 
ern California,  since  1964,  was  selected,  after  a 
five-month  delay,  to  be  the  new  assistant  HEW 
secretary  for  Health  and  Scientific  Affairs. 

President  Nixon  nominated  Dr.  Egeberg  after 
HEW  Secretary,  Robert  H.  Finch,  “reluctantly 
and  regretfully”  withdrew  his  unannounced  but 
widely-publicized  selection  of  John  H.  Knowles, 
M.D.,  director  of  Massachusetts  General  Hospi- 
tal, Boston,  Massachusetts.  Finch  said  that 
“the  protracted  and  distorted  discussion”  about 
the  appointment  during  the  five  months  the  post 
had  been  vacant  “resulted  in  a situation  in  which 
he  (Knowles)  would  not  be  able  to  function 
effectively  in  this  critical  position.” 

The  news  media,  press,  radio,  and  television, 
generally  assigned  the  opposition  to  Dr.  Knowles 
to  conservative  members  of  Congress,  led  by 
Senate  Republican  leader,  Everett  M.  Dirksen, 
and  to  the  AM  A. 

Throughout  the  public  controversy  before 
the  appointment,  the  AMA  limited  its  comment 
to  a short  statement  that  it  had  suggested 
several  names  to  Finch  for  the  post  and  that  the 
Association  “favored  the  appointment  of  some- 
one who  would  represent  the  broadest  scope  of 
medicine  and  would  not  be  too  closely  oriented  to 
any  one  segment  of  medicine  or  the  health 
field.”  Dr.  Knowles  was  not  one  of  the  physi- 
cians on  the  AMA  list.  A few  days  after  the 
nomination  of  Dr.  Egeberg,  Dwight  L.  Wilbur, 
M.D.,  AMA  president,  said: 

“During  the  last  five  months  the  American 
Medical  Association  has  been  identified  re- 
peatedly as  a force  opposing  appointment  of  Dr. 
John  H.  Knowles  as  assistant  HEW  secretary 
for  Health  and  Scientific  Affairs. 

“We  held  our  silence  during  the  last  months  of 
nationwide  publicity  because  we  agreed  with 
Secretary  Finch  to  make  our  suggestions  to  him 
and  then  say  no  more.  We  did  that.  The 


Knowles  protagonists  obviously  did  just  the 
opposite .... 

“In  a true  sense,  we  never  opposed  Dr. 
Knowles.  But  we  did  not  support  him  because 
we  had  alternative  recommendations.” 

Those  recommended  for  the  position,  by  the 
AMA,  Dr.  Wilbur  said,  included  the  following: 

W.  Clarke  Wescoe,  M.D.,  former  chancellor, 
University  of  Kansas,  “who  withdrew  soon  after 
because  of  personal  reasons.” 

Richard  S.  Wilbur,  M.D.,  Palo  Alto  Clinic, 
chairman  of  the  Council  of  the  California  Medi- 
cal Association,  and  former  chairman  of  the 
Board  of  California  Blue  Shield,  “who  happens 
to  be  my  nephew,  a fact  which  complicated  the 
situation,  but  who  AMA  felt  was  a well-qualified 
man  for  this  position.” 

John  R.  Hogness,  M.D.,  dean,  University  of 
Washington  School  of  Medicine,  “who  serves  in 
the  AMA  House  of  Delegates,  at  high  level  in 
the  Association  of  American  Medical  Colleges, 
and  who  has  many  other  distinguished  achieve- 
ments.” 

The  AMA  commended  the  selection  of  Dr. 
Egeberg.  In  a telegram  to  Secretary  Finch, 
Dr.  Wilbur  said: 

“We  look  forward  to  a productive  relation- 
ship with  you  and  Dr.  Egeberg  in  advancing  the 
health  care  system  for  the  benefit  of  all  the 
American  people.  There  are  many  complex 
factors  involved  that  will  call  for  the  whole- 
hearted dedication  and  contribution  of  all  in  the 
medical  profession  and  in  government.” 

“We  believe  Dr.  Egeberg  will  be  able  to  bring 
about  the  necessary  close  coordination  between 
government  and  private  sectors  in  the  health 
care  system,”  Dr.  Wilbur  said  in  a supple- 
mentary statement.  “This  is  vital  to  constantly 
advance  and  expand  the  ability  to  provide  qual- 
ity health  care  for  all  Americans.” 

Dr.  Egeberg,  age  sixty-five,  is  a large,  bluff 
man  of  Norwegian  stock  who  demonstrated  a 
sense  of  humor  at  his  first  news  conference.  He 
is  a member  of  the  AMA  and  a diplomat  of  the 
American  Board  of  Internal  Medicine.  Gener- 
ally considered  a moderate  liberal  on  health 
matters,  he  served  on  several  advisory  commis- 
sions during  the  Kennedy  and  Johnson  adminis- 
trations and  on  the  state  level  in  California. 
One  of  his  major  interests  has  been  in  health 
care  of  the  poor,  and  he  arranged  for  the  Uni- 
versity of  Southern  California  Medical  School 
to  be  the  medical  consultant  for  the  neighbor- 
hood health  center  in  the  Watts  district  of  Los 
Angeles. 

At  his  first  news  conference  in  HEW,  he 
classified  delivery  of  health  care  as  almost  the 
Department’s  number  one  problem.  He  said 
Medicare  now  is  “rather  well  established”  in 
solving  a problem.  But  Medicaid,  he  said, 
“has  run  afoul  of  a number  of  things,  and  I 
don’t  know  that  one  can  blame  any  one  person 
or  any  group  for  this.” 

A member  of  the  army  medical  corps  in 
World  War  II,  he  was  personal  physician  and 
aide-de-camp  to  General  of  the  Army  Douglas 
MacArthur  during  1944  1945. 
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Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44% . 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto”  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto". ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications"  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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164th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


CCDI\JAl_ 


Clinically 

effective 


for  G.  U.  Therapy'’ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 


It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner,  M.J..  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr..  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall.  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 


( Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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ANESTACON®  • CYSTOSPAZ®  • MANDACON™  • URISED® 
URISEDAMINE®  . UTRASUL®  Tablets  and  Suspension 
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Books  Received 


The  following  boohs  were  received  during  the  month  of  June,  1969.* 


A Textbook  of  Radiology.  Edited  by  David 
Sutton,  M.D.  Assisted  by  Ronald  G.  Grainger, 
M.D.  Quarto  of  1,186  pages,  illustrated. 
Edinburgh,  E & S.  Livingstone  Ltd.  Baltimore, 
The  Williams  Wilkins  Co.  . 1969.  Cloth, 
$42.50. 

The  Schizophrenic  Syndrome.  Edited  by 
Leopold  Beliak  and  Laurence  Loeb,  M.D. 
Octavo  of  879  pages,  illustrated.  New  York, 
Grune  & Stratton,  1969.  Cloth,  $24.75. 

Side  Effects  of  Drugs.  A Survey  of  Un- 
wanted Effects  of  Drugs  Reported  in 
1965-1967.  Volume  VI.  Edited  by  L.  Mey- 
ler  and  A.  Herxheimer.  Quarto  of  561  pages. 
Baltimore,  The  Williams  & Wilkins  Company, 
and  Amsterdam,  Excerpta  Medica  Foundation, 
1968.  Cloth,  $27.50. 

Progress  in  Hematology.  Volume  VI. 

Edited  by  Elmer  B.  Brown,  M.D.,  and  Carl  V. 
Moore,  M.D.  Quarto  of  389  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$19.75. 

The  Clinical  Approach  to  the  Patient.  By 

William  L.  Morgan,  Jr.,  M.D.,  and  George  L. 
Engel,  M.D.  Octavo  of  314  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $9.75. 

Mental  Retardation:  Diagnosis  and  Treat- 
ment. Edited  by  Charles  M.  Poser,  M.D. 
Octavo  of  271  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1969.  Cloth,  $9.50. 

Progress  in  Medical  Genetics.  Volume  VI. 

Edited  by  Arthur  G.  Steinberg,  Ph.D.,  and 
Alexander  G.  Bearn,  M.D.  Octavo  of  288 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1969.  Cloth,  $16.75. 

Progress  in  Community  Mental  Health. 
Volume  I.  Edited  by  Leopold  Beliak,  M.D., 
and  Harvey  H.  Barten,  M.D.  Octavo  of  272 
pages.  New  York,  Grune  & Stratton,  1969. 
Cloth,  $11.75. 

Science  and  Psychoanalysis.  Volume  XIV. 
Childhood  and  Adolescence.  Edited  by 
Jules  H.  Masserman,  M.D.  Octavo  of  258 
pages.  New  York,  Grune  & Stratton,  1969. 
Cloth,  $12.75. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Review  of  Gross  Anatomy.  By  Ben  Pansky, 
M.D.,  and  Earl  Lawrence  House,  Ph.D. 
Second  edition.  Quarto  of  494  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1969. 
Paper,  $7.95. 

The  New  Management  of  Stable  Adult 
Diabetes.  Edited  by  Charles  Weller,  M.D. 
Octavo  of  162  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1969.  Cloth,  $6.75. 

Cancer:  Facts  and  Fallacies.  By  J.  I. 

Rodale  & Staff.  Octavo  of  324  pages.  Em- 
maus.  Pa.,  Rodale  Books,  Inc.,  1969.  Cloth, 
$6.95. 

The  Death  Committee.  By  Noah  Gordon. 
Octavo  of  361  pages.  New  York,  McGraw- 
Hill  Book  Company,  1969.  Cloth,  $6.95. 

Women  Gain  a Place  in  Medicine.  By 

Edythe  Lutzker.  Octavo  of  160  pages,  il- 
lustrated. New  York,  McGraw-Hill  Book 
Company,  1969.  Cloth,  $5.95. 

A Glossary  of  Psychoanalytic  Terms  and 
Concepts.  Edited  by  Burness  E.  Moore, 
M.D.,  and  Bernard  D.  Fine,  M.D.  Second 
edition.  Octavo  of  102  pages.  New  York, 
The  American  Psychoanalytic  Association, 
1968.  Paper,  $3.25. 

Prelude  to  Action.  Report  of  the  Ma- 
ternity Center  Association’s  50th  Anni- 
versary Seminar  on  Childbearing  and 
Family  Life  held  March  31-April  3,  1968  at 
the  Princeton  Inn,  Princeton,  N.J.  Octavo 
of  170  pages.  New  York,  Maternity  Center 
Association,  1969.  Paper,  $3.00. 

Cardiovascular  Surgery  1968.  Edited  by  C. 
Frederick  Kittle,  M.D.  Council  on  Cardio- 
vascular Surgery,  American  Heart  Associa- 
tion, Scientific  Sessions,  Bal  Harbour, 
Miami  Beach,  Florida,  November  21-24, 
1968.  Quarto  of  274  pages,  illustrated.  New 
York,  The  American  Heart  Association,  1969. 
Paper,  $4.00.  (American  Heart  Association 
Monograph  Number  24) 

Modern  Treatment.  Volume  6,  Number 
2,  March  1969.  Treatment  of  Obstructive 
Pulmonary  Insufficiency.  Guest  Editor  Ed- 
win Rayner  Levine,  M.D.  Treatment  of 
Lymphedema.  Guest  Editor  Alexander  Schir- 
ger,  M.D.  Octavo,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publisher's,  1969.  Published  Bi-Monthly  (six 
numbers  a year).  Paper,  $16  per  year. 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  x'apid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 


’Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  724:59  (Feb.  Supp.),  1968. 
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AVENTYL’  HCl 


NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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® 1 

AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short -acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg.  — 1 Pulvule  one  to  four  times  daily 
10  mg.  1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg.  — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl*  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  iobisssa] 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Necrology 


Francis  J.  Candia,  M.D.,  of  Long  Island  City, 
died  on  June  24  at  the  age  of  sixty-four.  Dr. 
Candia  graduated  in  1929  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
consulting  physician  at  St.  John’s  Queens 
Hospital.  Dr.  Candia  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a 
member  of  the  New  York  Cardiological  Society, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Anthony  J.  Fantauzzi,  M.D.,  of  Mechanic- 
ville,  died  on  January  20  at  the  age  of  fifty- 
three.  Dr.  Fantauzzi  graduated  in  1941  from 
New  York  Medical  College.  He  was  a member 
of  the  Saratoga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rene  Leviticus,  M.D.,  of  New  York  City, 
died  on  July  3 at  the  age  of  sixty-nine.  Dr. 
Leviticus  received  his  medical  degree  from  the 
University  of  Utrecht  in  1924.  He  was  an  as- 
sociate attending  dermatologist  at  Beekman- 
Downtown  Hospital,  an  assistant  attending 
dermatologist  and  syphilologist  at  Bellevue 
Hospital,  and  a senior  clinical  assistant  derma- 
tologist at  St.  Vincent’s  Hospital  and  Medical 
Center  of  New  York.  In  1968  he  retired  as 
professor  of  radiology  at  New  York  University 
Medical  College;  he  had  also  been  a medical 
consultant  to  the  City  Health  Department. 
Dr.  Leviticus  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of 
the  American  Academy  of  Dermatology,  the 
New  York  County  Medical  Society,  the  Medical 
Society,  of  the  State  of  New  Y ork,  and  the  Ameri- 
can Medical  Association. 

Nathan  Brant  Ludwig,  M.D.,  of  Brooklyn, 
died  on  June  23  at  the  age  of  fifty-six.  Dr. 
Ludwig  graduated  in  1939  from  the  University 
of  Arkansas  School  of  Medicine.  He  was  a 
member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mordko  Maisel,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  seventy-nine. 
Dr.  Maisel  received  his  medical  degree  from  the 
University  of  Brussels  in  1920. 

Joseph  Anthony  Manzella,  M.D.,  of  Brook- 
lyn, died  on  June  30  at  the  age  of  seventy-eight. 
Dr.  Manzella  graduated  in  1912  from  the  Uni- 


versity of  Pennsylvania  School  of  Medicine. 
He  had  been  an  assistant  attending  surgeon  at 
Long  Island  College  Hospital.  Since  1935  he 
had  served  on  the  arbitration  panel  of  the  State 
Workmen’s  Compensation  Board.  Dr.  Man- 
zella was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  American  Board 
of  Legal  Medicine,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Clara  Anna  March,  M.D.,  of  Buffalo,  died  on 
September  2,  1967,  at  the  age  of  eighty-four. 
Dr.  March  graduated  in  1907  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Re- 
tired, she  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Norman  Charles  Marlow,  M.D.,  of  Brooklyn, 
died  on  December  13,  1968,  at  the  age  of  forty- 
four.  Dr.  Marlow  graduated  in  1949  from  the 
University  of  Toronto  Faculty  of  Medicine. 
He  was  a member  of  the  American  Psychiatric 
Association. 

Archie  Arnold  Meckler,  M.D.,  of  Albany, 
died  on  June  27  at  the  age  of  fifty-nine.  Dr. 
Meckler  received  his  medical  degree  from  the 
University  of  Vienna  in  1937.  He  was  an  as- 
sistant attending  physician  at  Memorial  Hos- 
pital and  an  attending  cardiologist  at  Memorial 
Hospital  Outpatient  Department.  Dr.  Meckler 
was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Society  of 
Clinical  Hypnosis,  the  American  Geriatrics 
Society,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  James  O’Neil,  M.D.,  of  Rochester, 
died  on  May  6 at  the  age  of  sixty-five.  Dr. 
O’Neil  graduated  in  1930  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Friedrich  P.  Posner,  M.D.,  of  New  York 
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Description:  FlUOGEN  (Influenza  Virus  Vaccine,  Bivalent,  Ether  Extracted  Antigen)  (Types  A 2 and 
B)  is  composed  of  the  antigen  of  the  strains  of  influenza  viruses  recommended  by  the  Division 
of  Biologies  Standards,  National  Institutes  of  Health,  Public  Health  Service  It  is  formulated  to 
contain  400  CCA  (chick  cell  agglutination)  units  of  extracted  immunizing  antigen  of  type  A2 / 
Aichi/2/68  strain  (Hong  Kong  variant)  and  300  CCA  units  of  extracted  immunizing  antigen 
of  B/Massachusetts/3/66  strain  for  a total  of  not  less  than  700  CCA  units  per  each  0 5 cc  dose. 
Method  of  Preparation:  The  influenza  viruses  are  propagated  on  developing  chick  embryos. 
The  extra-embryonic  fluid  containing  the  virus  suspension  is  harvested,  clarified  by  filtration 
and  concentrated  and  refined  by  ultracentrifugation.  Polysorbote-80,  U S P (175  meg  per 
0.5  cc.)  is  added  to  the  refined  concentrate  The  refined  concentrate  is  extracted  with  ethyl 
ether,  stabilized  with  formalin,  and  preserved  with  0 0 1 % thimerosol  (mercury  derivative).  The 
vaccine  contains  not  more  than  1 1 2,000  formalin,  used  during  the  process  It  does  not  contain 
penicillin.  Aluminum  phosphate,  1.5  mg.  per  0 5 ml  is  added  to  the  vaccine  as  an  od|uvont. 
Indications:  FLUOGEN  is  indicated  for  the  production  of  immunity  to  influenza  produced  by 
the  strains  of  virus  containing  antigens  related  to  those  m the  vaccine.  FLUOGEN  is  recom- 
mended primarily  as  a seasonal  booster  for  persons  who  were  previously  vaccinated  with 
vaccines  containing  the  A2  Hong  Kong  variant.  It  may  also  be  used  for  primary 
immunization  of  those  who  have  not  previously  received  the  Hong  Kong 
variant.  It  is  recommended  that  both  primary  and  booster  immuniza- 
tion be  completed  by  early  December  since  influenza  is  more 
likely  to  appear  during  cold  weather.  It  is  understood  that 
should  epidemic  conditions  be  predicted,  immunization 
procedures  should  be  initiated  regardless  of  the  time 
of  year  Attempts  to  produce  immunity  following  the 
appearance  of  an  epidemic  may  be  less  successful 
because  of  the  rapidity  with  which  the  disease 
spreads  and  the  time  required  for  antibody  pro- 
duction following  vaccination  The  degree  of 
protection  afforded  by  immunization  with  any 
vaccine  may  not  be  sufficient  to  prevent  the 
disease  if  the  exposure  to  the  influenza  virus 
strains  is  overwhelming  or  if  the  virus  strains 
are  not  closely  related  antigemcally  to  those 
used  in  the  production  of  vaccine  Although 
routine  vaccination  of  healthy  groups  of 
adults  and  children  is  not  recommended, 
when  widespread  epidemics  of  influenza 
are  forecast,  vaccination  may  be  considered 
if  above-average  levels  of  absenteeism  would 
disrupt  satisfactory  operations  in  industries, 
schools,  and  other  such  groups.  Contraindica- 
tions: The  use  of  products  prepared  from  the 
embryonic  fluid  of  chicken  eggs  is  contraindicated 
in  persons  with  a history  of  allergy  to  eggs,  chicken, 
chicken  feathers,  or  chicken  dander  In  persons  sus- 
pected of  having  an  allergic  condition,  immunization 
procedures  should  be  preceded  by  a scratch  test  or  on 
introdermal  injection  (0.05  ml  to  0.1  ml.)  of  vaccine  diluted 
1100  in  sterile  saline  to  determine  possible  sensitivity  to  the 
minute  residual  egg  protein  that  may  be  present  in  the  vaccine  A 
positive  skin  reaction  contraindicates  immunization  with  the  vaccine 
Immunization  should  be  deferred  in  the  presence  of  any  acute  respiratory 
disease  or  other  active  infection.  It  should  also  be  deferred  in  the  presence  of  an  epidemic  of 
poliomyelitis  unless  the  risk  of  mfluenzo  represents  o greater  threat  to  the  patient  than  the 
increased  possibility  of  poliomyelitis  Precautions:  A separate  sterile  syringe  and  needle 
should  be  used  for  each  patient  to  prevent  ^ansmission  of  homologous  serum  hepatitis  virus 
or  other  infectious  agent  from  one  person  to  another  Reusable  glass  syringes  and  needles 
should  be  heat  sterilized  Epinephrine  should  be  immediately  available  for  use  should  an  ocute 
anaphylactoid  reaction  occur  in  individuals  having  an  undisclosed  hypersensitivity  to  any  com- 
ponent of  the  vaccine  Because  of  the  possibility  of  a febrile  reaction  following  immunization 
with  influenza  virus  vaccine,  the  wisdom  of  attempting  to  immunize  patients  with  a history  of 
febrile  convulsion  should  be  given  careful  consideration  Adverse  reactions:  Most  frequent  re- 
action reported  in  early  clinical  studies'  with  ether  extracted  vaccine  was  tenderness  at  the  site 
of  injection.  Headache  and  malaise  were  reported  in  up  to  about  1 2%  of  sublets.  Nausea  and 
fever  occurred  in  approximately  5%  of  the  patients  Muscle  ache,  joint  pain,  chills,  fotigue,  and 
anorexia  occurred  in  less  than  5% of  the  subjects.  Package  information:  Bio  579  — 5 cc  rubber- 
diophragm-capped  vial.  Each  5 cc.  vial  contains  sufficient  vaccine  to  deliver  ten  0.5  cc.  doses. 
1 Unpublished  data  available  upon  request. 
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"Purified"  flu  vaccine  is  tidy  and 
homogeneous ...  but  that's  just  the 
starting  material  for  FLUOGEN. 

First,  we  ether-extract  our  viruses  — 
stripping  away  a lot  of  reaction- 
causing  lipids  and  egg  protein 
in  the  process. 

Then  we  scrub  off  more  troublemakers 
with  our  exclusive  gel  filtration  process. 
Result:  An  ultrapure  antigen,  with 
the  adult  dose  reduced  to  0.5  cc. 

With  this  dose,  antibody  levels  are 
equal  or  superior  to  those  provided 
by  our  conventional  influenza  virus 
vaccines  but  FLUOGEN  is  only 
slightly  more  than  half  as  likely 
to  cause  side  effects* 


PARKE-DAVIS 
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we  had  to  take  our  conventional 
flu  vaccine  two  steps  beyond 
“purified  to  make  it  look  like  this... 


...and  cut  its  side  effects  almost  in  half 


Combined  Local  and 
Systemic  Reactions 
in  3,929  Patients* 


with  conventional  vaccine  with  FLUOGEN 

*Summory  of  results  from  three  studies.  References  available  on  request. 
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City,  died  on  May  19  at  the  age  of  eighty.  Dr. 
Posner  received  his  medical  degree  from  the 
University  of  Berlin  in  1913.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Georgetta  P.  Aller  Potter,  M.D.,  of  Syra- 
cuse, died  on  January  13  at  the  age  of  eighty- 
eight.  Dr.  Potter  graduated  in  1906  from  New 
York  Medical  College  and  Hospital  for  Women. 

Aaron  David  Royal,  M.D.,  of  New  York  City 
and  Yonkers,  died  on  June  19  at  the  age  of 
sixty-one.  Dr.  Royal  graduated  in  1933  from 
the  University  of  St.  Andrews  Conjoint  Medical 
School,  St.  Andrews  and  Dundee.  He  was  an 
assistant  attending  surgeon  at  Jewish  Memorial 
Hospital  and  a clinical  assistant  peripheral 
vascular  surgeon  at  Fordham  Hospital.  Dr. 
Royal  was  a Fellow  of  the  American  College  of 
Angiology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benno  Schuller,  M.D.,  of  Ridgewood,  died  on 
December  25,  1967,  at  the  age  of  seventy-nine. 
Dr.  Schuller  received  his  medical  degree  from 
the  University  of  Vienna  in  1916  and  in  1922 
from  University  and  Bellevue  Hospital  Medical 
College. 

Rudolph  Nicholas  Schullinger,  M.D.,  of 

Woodstock,  Vermont,  formerly  of  New  York 
City,  retired,  died  on  June  27  at  the  age  of 
seventy-three.  Dr.  Schullinger  graduated  in 
1923  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
surgeon  at  Presbyterian  Hospital  and  a foimer 
professor  emeritus  of  clinical  surgery  at  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. Dr.  Schullinger  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a member  of 
the  American  Surgical  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Peacey  Shepard,  M.D.,  of  Vineyard 
Haven,  Massachusetts,  formerly  of  New  York 
City,  died  on  June  26  at  the  age  of  seventy- 
three.  Dr.  Shepard  graduated  in  1922  from 
the  University  of  Minnesota  Medical  School. 
A former  chief  medical  director  of  the  Metro- 
politan Life  Insurance  Company  until  his 
retirement  in  1961,  Dr.  Shepard  was  a Diplo- 
mate of  the  American  Board  of  Preventive 
Medicine  (Public  Health)  and  a member  of  the 
American  Public  Health  Association,  the  As- 
sociation of  Life  Insurance  Medical  Directors 
of  America,  the  American  Academy  of  Oc- 


cupational Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Rudolf  Strauss,  M.D.,  of  New  York  City, 
died  on  July  3 at  the  age  of  seventy-five.  Dr. 
Strauss  received  his  medical  degree  from  the 
University  of  Munich  in  1920.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Eugene  Szold,  M.D.,  of  New  York  City,  died 
on  January  9 at  the  age  of  seventy-one.  Dr. 
Szold  received  his  medical  degree  from  the 
University  of  Prague  in  1921. 

Esther  Tuttle,  M.D.,  of  New  York  City,  died 
on  July  4 at  the  age  of  sixty-nine.  Dr.  Tuttle 
graduated  in  1925  from  Tufts  University  School 
of  Medicine.  She  was  a senior  assistant 
physician  at  St.  Clare’s  Hospital.  Dr.  Tuttle 
was  a member  of  the  American  Geriatrics 
Society,  the  American  Rheumatism  Associa- 
tion, the  Pan-American  Medical  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathan  Tandet,  M.D.,  of  New  York  City, 
died  on  June  20  at  the  age  of  seventy-two.  Dr. 
Tandet  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Martin  Julius  Velardi,  M.D.,  of  Middle 
Village,  died  in  1968  at  the  age  of  fifty-nine. 
Dr.  Velardi  graduated  in  1935  from  Jefferson 
Medical  College  of  Philadelphia. 

Marvin  Weinberg,  M.D.,  of  New  York  City, 
died  on  May  23  at  the  age  of  fifty-six.  Dr. 
Weinberg  graduated  in  1936  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  American  Geriatrics 
Society,  the  Endocrine  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Weiss,  M.D.,  of  New  Rochelle,  died  on 
July  2 at  the  age  of  seventy-three.  Dr.  Weiss 
graduated  in  1918  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a consult- 
ing physician  at  Bronx-Lebanon  Hospital 
Center.  Dr.  Weiss  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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William  L.  Wheeler,  Jr.,  M.D.,  of  Kenya, 
East  Africa,  formerly  of  New  York  City,  died 
on  June  27  at  the  age  of  sixty-five.  Dr. 
Wheeler  graduated  in  1930  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  had  been  an  attending  physician  at  French 
Hospital  and  French  Hospital  Outpatient  De- 
partment and  Columbus  Hospital.  A former 
clinical  professor  of  medicine  at  New  York 
Medical  College,  he  had  also  been  medical 
director  of  W.  R.  Grace  & Co.,  and  the  Grace 
Line.  Dr.  Wheeler  was  a Fellow  of  the  Amer- 
ican College  of  Cardiology  and  a member  of  the 
American  Academy  of  General  Practice,  the 
American  Academy  of  Compensation  Medicine, 
Inc.,  the  Pan-American  Medical  Association, 
the  Industrial  Medical  Association,  the  New 
York  Cardiological  Society,  the  New  York 
County  Medical  Society  former  secretary), 
the  Medical  Society  of  the  State  of  New  York 
(past  president),  and  the  American  Medical 
Association. 

Isidore  Zimmerman,  M.D.,  of  Brooklyn,  died 
on  November  9,  1967,  at  the  age  of  sixty.  Dr. 
Zimmerman  graduated  in  1934  from  Long 
Island  College  of  Medicine. 
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A concept  of  surgery  for  I 
the  prevention  of  strokes 

The  rationale  of  surgery  in  stroke  prevention 
rests  on  a 3-point  basis:  (1)  in  about  60  per  cent 
of  the  cases  the  occlusive  process  is  extra- 
cranial; (2)  there  are  usually  advance  warnings 
in  the  form  of  “little  strokes”;  and  (3)  the 
locale  of  the  obstruction  is  usually  the  carotid 
and/or  vertebral  systems,  making  for  surgical 
accessibility  reports  Cary  J.  Lambert  in  J.  M.  A. 
Alabama  38:  523  (Dec.)  1968.  In  many  cases, 
stenotic  phenomena  can  be  detected  before  a 
major  stroke  occurs  through  a history  of  transient 
stroke  and  physical  findings  of  an  absent  carotid 
pulse,  a palpable  plaque,  or  a localized  bruit. 

Transient  episodes  are  usually  a few  seconds 
to  a few  hours  in  duration,  and  spontaneous  re- 
covery without  residuals  is  the  rule.  The  author 
briefly  discusses  speculation  regarding  the  epi- 
sodic nature  of  cerebral  vascular  insufficiency, 
which  is  poorly  understood.  The  insufficiency 
may  involve  any  part  of  the  brain.  Typically, 
unilateral  carotid  artery  stenosis  manifests  itself 
by  light-headedness  with  transient  blindness  or 
blurring  of  vision  on  the  affected  side.  Usually 
there  are  sensory  and  motor  changes  on  the 
opposite  side.  Aphrasia  is  likely  to  occur  when 
the  dominant  hemisphere  of  the  brain  is  in- 
volved. Any  part  of  the  brain  may  be  affected 
in  arterial  insufficiency,  however.  Vertebral 
artery  insufficiency  should  be  recognized  because 
of  bilateral  visual  disturbances  with  vertigo, 
loss  of  balance,  bilateral  sensory  disturbances, 
and  bilateral  motor  disturbances.  Differentia- 
tion becomes  more  complex  when  both  carotid 
and  vertebral  systems  are  involved. 

A thrill,  palpable  plaque,  or  localized  bruit 
suggests  a significant  lesion,  but  correlation  be- 
tween bruit  intensity  and  the  degree  of  stenosis 
is  difficult;  there  may  be  an  inverse  relationship; 
a narrow  vessel  is  loud  and  a totally  obstructed 
vessel  is  silent.  An  absent  carotid  pulse  helps 
localize  the  lesion  to  the  respective  carotid  bi- 
furcation. An  absent  or  diminished  brachial 
pulse  indicates  subclavian  or  innominate  artery 
disease.  Alteration  of  the  wrist  pulse  by  ipsi- 
lateral  carotid  artery  pressure  without  signifi- 
cant contralateral  change  establishes  presence 
of  a subclavian  artery  steal. 

Arteriography  is  the  prime  diagnostic  means 
of  selecting  patients  for  carotid  artery  surgery. 

It  establishes  the  site  and  extent  of  the  obstruc- 
tion and  adequacy  of  cross  filling,  and  it  rules 
out  significant  intracranial  disease.  The  author 
briefly  discusses  improved  technic  and  the  cur- 
rent low  risk  of  this  procedure. 

Surgery  is  indicated  for  any  stenosis  of  greater 
than  50  per  cent.  An  exception  would  be  a 40 
per  cent  occlusion  in  a patient  with  transient 
strokes  where  the  plaque  surface  is  unusually 
irregular  or  ulcerated  in  appearance.  Emer- 
gency endarterectomy  is  advised  only  when 
arteriography  shows  a hairline  opening  and  the 
patient  deteriorates  after  angiography.  There 
is  urgency  when  symptoms  progress  rapidly  and 
when  episodes  last  longer  and  longer  in  patients 
with  pin-point  or  shutter  vision. 
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Editorials 


Faculty  fringe  benefits  1968  to  1969* 


Fringe  benefits  for  medical  schools  fac- 
ulties are  predictably  and  rapidly  assuming 
a major  position  in  the  reward  system. 
This  is  especially  true  of  those  institutions 
in  which  there  is  administrative  awareness 
of  the  value  of  these  contributions  in  a com- 
petitive situation,  and  in  which  there  is 
organizational  flexibility  to  allow  for  full 
advantage  to  be  taken.  The  widening 
spread  in  the  nature  of  fringe  benefits  may 
provide  a more  significant  index  to  the 
institution’s  capability  and  interest  in 
responding  to  faculty  needs,  than  does 
analysis  of  straight  faculty  salary  ranges. 
Dollar  values  for  fringe  benefits  may  be 
calculated  from  information  provided  from 
the  faculty  salary  questionnaire.  Com- 
parison with  similar  figures  obtained  in 
1965  reveals  the  trend  toward  substantial 
increases  in  this  area  (Table  I).1 

The  awareness  of  some  administrations 
of  the  real  dollar  advantages  in  tax-shel- 
tered programs  is  shown  in  the  substantial 
contributions  on  behalf  of  faculty  members 

* Datagrams,  vol.  10,  no.  9,  March,  1969. 

1.  Ibid.,  vol.  7,  no.  11,  May,  1966 


to  TIAA/CREF.  Of  58  medical  schools 
contributing  to  this  program,  34  institu- 
tions pay  8 per  cent  of  faculty  salary  or 
more.  The  range  of  contribution  is  4 to 
20  per  cent. 

Conversely,  29  schools  caught  in  the 
rigidity  of  state  or  university  systems  re- 
quire minimum  periods  of  service  for  as 
long  as  fifteen  years  before  institutional 
contributions  become  irrevocable.  The 
real  contributions  of  these  institutions  is 
substantially  and  proportionately  less  than 
the  percentages  shown  in  official  publica- 
tions. 

Health  insurance  premiums  are  provided 
in  whole  or  in  part  by  62  schools,  of  which 
22  pay  100  per  cent  of  the  cost.  Forty- 
nine  schools  contribute  to  group  life  in- 
surance policies,  providing  benefits  ranging 
from  $6,000  to  $100,000.  For  these,  15 
provide  100  per  cent  of  the  premiums. 

Special  fringe  benefits  in  the  1968  re- 
turns include  malpractice  insurance  for 
full-time  clinical  faculty  which  is  paid  by 
59  schools.  Twenty-nine  schools  reported 
that  professional  society  dues  are  paid. 


TABLE  I.  Comparison  of  total  dollar  value  of  fringe  benefits  and  dollar  value  of  retirement 
plans  by  number  of  schools  1965  and  1968 
(dollar  values  based  on  salary  of  $20,000  per  annum  for  1965  and  1968). 


Amount 

- — Total  Fringe  Benefits — • 
1965  1968 

Number  Number 

of  Schools  of  Schools 

-—Retirement  Plans — 
1965  1968 

Number  Number 

of  Schools  of  Schools 

Under  $1,000 

6 

7 

18 

12 

$1,000-$1,999 

27 

20 

33 

40 

$2 , 000-$2 , 999 

24 

27 

20 

27 

$3 , 000-$3 , 999 

16 

25 

3 

5 

$4 , 000-$4 , 999 

1 

5 

1 

$5 , 000— $5 , 999 

, , 

2 

1 

$6 , 000-$6 , 999 

, , 

1 

3 

$7 . 000  and  Over 

2 

Total 

74 

89 

74 

89 
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Finally,  and  of  great  importance  to  the 
many  faculty  members  with  children  plan- 
ning to  enter  college,  44  medical  schools  or 
their  parent  institutions  provided  free  or 
reduced  tuitions  for  the  college  education 


Effects  of  tetracyclines  on 
skeletal  growth 
and  dentition 

It  is  the  conclusion  of  the  Nutrition  Commit- 
tee of  the  Canadian  Paediatric  Association  that 
the  tetracycline  antibiotics  should  be  prescribed 
with  great  caution  for  any  pregnant  woman, 
especially  after  the  fourth  month  of  gestation 
reports  R.  B.  Goldbloom,  M.D.,  in  Canadian 
Medical  Association  Journal  99:  849  (Novem- 
ber 2)  1968.  This  should  also  apply  to  their  use 
in  infants  up  to  the  age  of  about  six  years.  In 
most  types  of  childhood  infections  other  less 
toxic  antibiotics  are  just  as  effective.  In  reach- 
ing this  conclusion  the  committee  cited  their 
reviews  of  the  relevant  literature  which  reported 
certain  side  effects  of  the  tetracycline  drugs  on 
growing  bones,  teeth,  and  nails. 

All  the  tetracycline  family  of  drugs  produce  a 
yellowish  fluorescence  in  bones  which  may  be 
seen  in  newborn  infants  whose  mothers  were 
given  tetracyclines  during  pregnancy  or  in  pre- 
mature infants  treated  with  these  drugs  during 
the  first  four  to  five  weeks  of  life.  In  large 
doses  (25  mg.  per  kilogram  every  six  hours  for 
nine  to  twelve  days)  these  drugs  cause  a tran- 
sient inhibition  of  bone  growth  of  about  40  per 
cent.  In  smaller  doses  (7  mg.  per  kilogram 
every  six  hours  for  nine  to  twelve  days)  bone 
growth  is  inhibited  to  a lesser  degree,  about  25 
per  cent.  The  fact  that  the  tetracyclines  can 
inhibit  bone  growth  raises  the  question  of 
whether  they  can  cause  congenital  bone  mal- 
formations. Although  clinical  and  experimental 


of  faculty  children.  The  dollar  value  of  tui- 
tion benefits  was  based  on  the  yearly  cost  per 
faculty  member  of  an  annuity  investment 
which  would  produce  the  funds  required 
to  pay  an  average  yearly  tuition  of  $1,500. 


evidence  that  this  occurs  is  lacking,  rare  single 
instances  where  tetracycline  association  has  been 
suspected  in  human  malformations  have  been 
reported. 

Administration  of  tetracyclines  during  preg- 
nancy and  in  infancy  and  childhood  produces 
hypoplasia  of  tooth  enamel  and  dentine  and 
discoloration  of  the  teeth  varying  from  grey  to 
yellowish-brown  to  black.  One  study  showed 
that  of  300  children  given  10  to  20  mg.  per 
kilogram  per  day  for  a year  or  more,  5 per  cent 
showed  a yellow-brown  discoloration  of  their 
first  teeth.  These  findings  were  confirmed  by 
other  studies. 

Various  writers  have  reported  changes  in  nails 
and  skin  and  photosensitivity  reactions  after 
administration  of  tetracyclines  in  total  doses 
averaging  21  grams  (8  to  45  Gm.).  The  authors 
note  that  no  clear  relationship  between  the  type 
of  tetracycline  used,  the  dose,  or  duration  of 
treatment  is  apparent.  It  has  been  suggested 
that  all  these  complications  may  be  seen  in 
children  because  the  teeth  and  nails  are  growing. 
In  adults,  only  the  nails  are  affected,  since  it  is 
only  the  nails  that  are  growing. 

Most  of  these  effects  have  been  observed 
following  therapeutic  dosage  of  the  tetracyclines, 
but  the  severity  of  the  side  effects  is  probably 
related  to  the  size  of  the  dose  given.  The  tetra- 
cyclines can  cross  the  placental  barrier  to  affect 
the  bones  and  teeth  of  the  fetus.  The  teeth  are 
most  susceptible  between  the  fourth  month  of 
gestation  and  the  age  of  six  years,  that  is,  until 
both  the  first  and  second  teeth  are  fully  calcified. 
The  authors  discuss  absorption,  distribution, 
and  excretion  of  the  tetracyclines  and  possible 
mechanisms  of  action. 
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Flagyl 

brand  of  v w 

metronidazole 

simplifies 

vaginitis 
therapy 


The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has  been  so  constant 
that  use  of  less  effective  agents  would  seem  to  invite  unnecessary  failures.  ■ The 
simplicity,  completeness  and  persistence  of  cures  with  Flagyl  qualify  it  as  the  logical 
first  therapeutic  choice  in  trichomonal  infections. 


Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent 
and  often  as  high  as  100  per  cent  in  large  series  of  patients.  When 
the  diagnosis  is  positive,  Flagyl  is  positive. 


Indications:  For  the  treatment  of  trichomoniasis  in  both  male  and  female  patients  and  the  sexual  partners  of  patients 
with  a recurrence  of  the  infection  provided  trichomonads  have  been  demonstrated  by  wet  smear  or  culture  ■ Con- 
traindications: Evidence  of  or  a history  of  blood  dyscrasia,  in  patients  with  active  organic  disease  of  the  central 
nervous  system,  and  the  first  trimester  of  pregnancy  ■ Warnings:  Use  v/ith  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by  topical  measures.  Flagyl  is  secreted  in  the  breast  milk 
of  nursing  mothers;  it  is  not  known  whether  this  can  be  injurious  to  the  newborn.  ■ Precautions:  Mild  leukopenia 
has  been  reported  during  Flagyl  use;  total  and  differential  leukocyte  counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is  necessary.  Avoid  alcoholic  beverages  during  Flagyl  therapy 
because  abdominal  cramps,  vomiting  and  flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnormal  neurologic 
signs  occur.  There  is  no  accepted  proof  that  Flagyl  is  effective  against  other  organisms  and  it  should  not  be  used 
in  the  treatment  of  other  conditions.  Exacerbation  of  moniliasis  may  occur.  ■ Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric  distress,  abdominal  cramping,  constipation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and  stomatitis  possibly  associated  with  a sudden  overgrowth  of  Monilia,  exacerba- 
tion of  vaginal  moniliasis,  an  occasional  reversible  moderate  leukopenia,  dizziness,  vertigo,  drowsiness,  incoordina- 
tion and  ataxia,  numbness  or  paresthesia  of  an  extremity,  fleeting  joint  pains,  confusion,  irritability,  depression, 
Insomnia,  mild  erythematous  eruptions,  "weakness,"  urticaria,  flushing,  dryness  of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of  pelvic  pressure,  dyspareunia,  fever,  polyuria,  incontinence,  decrease 
of  libido,  nasal  congestion,  proctitis,  pyuria  and  darkened  urine  have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  abdominal  distress,  nausea,  vomiting  or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic  beverages  may  also  be  modified  ■ Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily  for  ten  days.  Courses  may  be  repeated  if  required  in  especially  stubborn 
cases;  in  such  patients  an  interval  of  four  to  six  weeks  between  courses  and  total  and  differential  leukocyte  counts 
before,  during  and  after  treatment  are  recommended.  Vaginal  inserts  of  500  mg.  are  available  for  use,  particularly  in 
stubborn  cases.  When  the  vaginal  inserts  are  used,  one  500-mg.  insert  is  placeo  high  in  the  vaginal  vault  each  day 
for  ten  days  and  the  oral  dosage  is  reduced  to  two  250-mg.  tablets  daily  during  the  ten-day  course  of  treatment.  Do 
not  use  the  vaginal  inserts  as  the  sole  form  of  therapy.  In  the  Male.  Prescribe  Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one  250-mg.  tablet  two  times  daily  for  ten  days.  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is  prescribed  for  the  male  in  conjunction  v/ith  the  treatment  of  his 
female  partner  ■ Dosage  Forms;  Oral  tablets 250  mg.  Vaginal  inserts 500  mg. 
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When  she  iieeHs  an  antibiotic 
she  maybe  a candidate  for 

DECLOSTATIN  300 


boim-llnlihlorletraorlinp  HC1  300  mg 
and  Nystatin  500,000  units 
CAPSl  LE-SHAPED  TABLETS  Lederle 
To  guard  susceptible  patients  against  intestinal 
rnonilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


h.i.d. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  rnonilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
isDECLOMYCIN®D  e methyl  cli  lortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a -smaller  proportion,  photoallergie  reactions 
have  been  reported.  Patients  should,  avoid  direct  ex^fjsure 
to/suniight  ana-dbaaptinue  drug. a(;  the  fir‘^Levidence®<ff 
skin  discomfort.  Nt®:?sary  subsequent  yeeforfes  of,  treat-' 
ment  with  •tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  ma 
occur.  Constant  observation  is  essential.  If  new  infection 
appear,  appropriate  measures  should  be  taken.  In  infant 
increased  intracranial  pressure  with  bulging  fontanels  hf 
been  observed.  All  signs  and  symptoms  have  disappeare 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nause; 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoliti 
pruritis  ani.  Skin  — maculopapular  and  erythematoi 
rashes;  a rare  case  of  exfoliative  dermatitis  has  bee 
reported.  Photosensitivity;  onycholysis  and  discoloratio 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dos 
related.  Transient  increase  in  urinary  output,  somethin 
accompanied  by  thirst  (rare).  Hypersensitivity  reactioi 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth- 
dental  staining  (yellow-brown)  in  children  of  niothe. 
given  this  drug  during  the  latter  half  of  pregnancy,  and  i 
children  given  the  drug  during  the  neonatal  period,  ii 
fancy  and  early  childhood.  Enamel  hypoplasia  has  bet 
seen  in  a few  children.  If  adverse  reaction  or  indiosy 
crasy  occurs,  discontinue  medication  and  institute  appr 
priate  therapy.  Demethylchlortetracycline  may  form 
stable  calcium  complex  in  any  bone-forming  tissue  wii 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  n 
h.i.d.  Should  be  given  1 hour  before  or  2 hours  aft 
meals,  since  absorption  is  impaired  by  the 
administration  of  high  calcium  content  drugs,  foods 
some  dairy  products.  Treatment  of  streptococc 


tions. should  continue  for  10  days,  even  though 

b.r.r  -Uh^i.l 
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Scientific  Articles 


Scientific  Sessions  held  at 
The  New  York  Hilton  and 
Memorial  Hospital 
New  York  City 
December  19  and  20,  1968 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Introduction 

The  fifty-second  annual  dinner  meeting 
of  the  Society  was  held  at  the  New  York 

Cardiac  Transplantation 

DENTON  A.  COOLEY,  M.D. 

Houston,  Texas 

From  Texas  Children’s  Hospital 


On  December  3,  1967,  the  world  wit- 
nessed the  first  human  cardiac  transplanta- 
tion by  Christiaan  Barnard,  M.D.,  of 
Capetown.  Six  months  later  on  May  2, 
1968,  at  a time  when  strong  objections 
were  being  raised  against  further  clinical 
attempts  at  cardiac  transplantation,  we 
performed  our  first  operation  which  was 
fortunately  successful.  Since  then  cardiac 
transplantation  has  been  applied  clinically 
in  17  patients  at  the  Texas  Heart  Institute. 
One  operation  involved  the  transplantation 
of  heart  and  lungs  en  bloc  in  a two-month- 
old  infant.  Another  was  an  emergency 
attempt  at  salvage  using  a xenograft.  Re- 
transplantation was  performed  in  a man 
who  rejected  his  first  allograft  after  six 
and  two-thirds  months  (Table  I). 


Hilton  Hotel  on  December  19,  1968. 

Denton  A.  Cooley,  M.D.,  was  the  guest 
speaker.  His  informative,  highly  enter- 
taining address  was  abstracted  by  Dr. 
Cooley  and  is  herein  presented. 

Long-standing  coronary  artery  disease 
was  the  indication  for  operation  in  12 
patients.  One  patient  each  had  rheumatic 
multivalvular  disease,  myocardiopathy,  and 
endocardial  fibroelastosis  with  diffuse  coro- 
nary sclerosis  and  myocardiopathy.  Com- 
plete atrioventricular  communis,  pulmo- 
nary hypertension,  intractable  cardiac  fail- 
ure, and  pneumonia  were  present  in  the 
child  who  received  a combined  cardio- 
pulmonary transplant.  A cardiac  xeno- 
graft was  performed  in  the  emergency  case 
of  a forty-eight-year-old  man  with  ad- 
vanced coronary  artery  disease  who  sus- 
tained a cardiac  arrest  while  waiting  for  a 
suitable  donor.  Three  prerequisites  for  a 
cardiac  transplant  recipient  are:  (1)  ir- 

reversible heart  disease  not  amenable  to 
medical  or  surgical  treatment,  (2)  terminal 
stages  of  heart  disease,  and  (3)  positive 
mental  attitude.  Donors  must  have  ir- 
reversible cerebral  damage  as  demonstrated 
by  profound  coma  with  absence  of  spon- 
taneous movement  and  reflexes,  apnea, 
fixed  and  dilated  pupils,  and  isoelectric 
electroencephalogram.  There  should  be 
no  evidence  of  cardiac  abnormalities  or 
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TABLE  I.  Clinical  experience  with  cardiac  transplantation 


Case 

Date  of 
Operation 
(1968) 

Age 

(Years) 

Race 

Sex 

Tissue 

Match- 

ing 

Grade 

Diagnosis 

Survival 

Cause  of  Death 

X 

5/2 

11/21 

47 

w 

M 

c- 

c 

Rheumatic, 
multivalvular 
Cardiac  rejection 

62/a  mo. 
3 days 

Rejection 

2 

5/5 

48 

w 

M 

c 

Coronary 

3 days 

Infection  (serum 
sickness) 

3 

5/7 

62 

w 

M 

c- 

Coronary 

8 days 

Pre-existing 

diseases 

4 

5/21 

54 

w 

M 

c- 

Coronary 

5 mo. 

Rejection 

5 

7/2 

46 

w 

M 

D 

Coronary 

5 mo. 

Rejection 

6 

7/20 

58 

w 

M 

c + 

Coronary 

Present 

7 

7/23 

57 

w 

M 

c- 

Coronary 

Present 

8 

7/29 

49 

w 

F 

c 

Coronary 

2 mo. 

Sepsis 

9 

8/18 

5 

w 

F 

D 

Endocardial 

fibroelastosis 

8 days 

Rejection 

10 

8/19 

50 

w 

M 

C- 

Coronary 

9 wk. 

Infection  (herpes) 

11 

10/25 

52 

w 

M 

C 

Coronary 

Present 

12 

11/5 

50 

w 

M 

D 

( Cardiomyopathy 

7 days 

Rejection 

13 

11/9 

50 

w 

M 

C 

( Coronary 

Present 

14 

11/16 

50 

w 

M 

D 

( Coronary 

Present 

15 

11/29 

54 

w 

M 

D 

(Coronary 

Present 

16* 

9/15 

2 mo. 

c 

F 

C- 

A-V  canal 

14  hr. 

Pulmonary 

insufficiency 

17 1 

6/12 

48 

w 

M 

Coronary 

Operative 

death 

Nonfunctional 

graft 

* This  patient  had  a cardiopulmonary  transplant, 
t A cardiac  xenograft  was  performed  in  this  patient. 


transmissible  disease.  In  our  experience 
the  most  common  causes  of  brain  damage 
in  donors  have  been  spontaneous  intra- 
cranial hemorrhage,  trauma,  and  brain 
tumor. 

Histocompatibility  studies  are  performed 
in  each  donor-recipient  pair  through  a 
collaborative  study  with  Terasaki  grading. 
The  three  constituents  of  donor-recipient 
tissue  matching  are:  (1)  ABO  red  blood 

cell  group  compatibility,  (2)  lymphocyte 
cross  matching  for  preformed  antibodies, 
and  (3)  lymphocyte  antigen  matching 
(Terasaki’s  grading  scale:  A to  F).  Our 

cases  ranged  from  grade  D to  grade  C plus, 
with  a mean  grade  of  C minus.  The  scar- 
city of  donors  and  the  urgent  nature  of  the 
potential  recipient’s  condition  here  pre- 
cluded optimal  selectivity  of  donors  on  the 
basis  of  histocompatibility. 

Our  immunosuppressive  program  is  pat- 
terned after  that  used  by  Starzl  for  renal 
transplantation  and  consists  of  azathioprine, 
corticosteroids,  and  ALG  (antilymphocytic 
globulin).  Prepared  from  horse  antiserum 
thymocyte  serum,  ALG  had  been  a val- 
uable addition  to  our  program.  It  offers 
effective  control  of  rejection  while  making 
smaller  amounts  of  the  other  immunosup- 
pressive drugs  necessary. 

Following  operation  each  cardiac  allo- 
graft in  this  series  supported  normal  circu- 


lation and  resulted  in  improved  cardiac 
function.  All  except  3 patients  were 
ambulatory  in  the  first  postoperative  week. 
Three  patients  were  able  to  leave  the  hos- 
pital, and  2 became  gainfully  employed. 
Cardiac  catheterization  was  performed  in 
4 patients  at  intervals  from  one  to  twenty- 
seven  weeks  after  operation.  Cardiac  in- 
dices were  within  normal  range  during  the 
first  postoperative  month.  Two  patients 
had  a slow  decrease  in  cardiac  output  when 
there  was  no  clinical  evidence  of  decompen- 
sation; at  five  and  at  nearly  seven  months 
after  transplantation  they  died  of  chronic 
rejection.  An  increase  in  rate,  cardiac 
output,  and  stroke  index  was  noted  in  the 
transplanted  hearts  following  exercise,  but 
the  increase  was  smaller  and  slower  in 
onset  than  in  control  patients. 

Pulmonary  hypertension,  present  in  1 
patient  with  rheumatic  multivalvular  dis- 
ease, persisted  after  operation;  but  his 
allograft  was  able  to  perfuse  the  diseased 
pulmonary  vascular  bed,  and  no  electro- 
cardiographic evidence  of  right  ventricular 
hypertrophy  developed. 

A sinus  mechanism  originating  in  the 
sino-auricular  node  of  the  transplanted 
heart  was  present  in  each  patient.  Nodal 
rhythm  has  not  occurred.  Atrial  fibrilla- 
tion developed  in  2 patients  at  two  and  six 
weeks  after  operation  but  was  converted  to 
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sinus  rhythm  in  each  case  hy  direct  current 
countershock  and  did  not  recur. 

Six  of  the  patients  in  this  series  are  still 
alive.  Early  deaths  occurred  in  4.  Fifty- 
four  hours  following  transplantation,  a 
forty-eight-year-old-man  died  from  com- 
plications related  to  immunosuppressive 
therapy,  including  leukopenia  with  gram- 
negative bacterial  pneumonia  and  sepsis. 
He  probably  had  an  allergy  to  the  horse 
serum  in  the  antilymphocytic  globulin. 
Pre-existing  renal  and  hepatic  failure 
caused  the  death  of  another  patient  eight 
days  after  operation.  The  five-year-old 
child  with  endocardial  fibroelastosis  and 
myocardiopathy  and  the  fifty-year-old  man 
with  myocardiopathy  died  after  eight  and 
seven  days,  respectively,  of  acute  cardiac- 
rejection.  It  has  been  speculated  that 
preformed  heart  muscle  antibodies  may 
exist  in  patients  with  myocardiopathy, 
thus  making  this  type  of  cardiac  disease  a 
possible  contraindication  to  transplanta- 
tion. 

Increased  weight,  hyperemia,  scattered 
hemorrhagic  areas,  diffuse  interstitial 
edema,  and  round  cell  infiltration  were  dis- 
covered at  autopsy  in  the  donor  hearts  of 
those  patients  who  died  of  acute  rejection. 

Five  patients  died  late  deaths  ranging 
from  two  months  to  six  and  two-thirds 
months  after  operation.  A forty-nine- 
year-old  woman  died  of  thrombocytopenia 
and  massive  blood  loss  from  a duodenal 
ulcer  fifty-five  days  after  operation.  A 
wound  infection  had  developed  at  the  site 
of  femoral  artery  cannulation,  and  blood 
cultures  were  positive  for  Serratia  marces- 
cens.  Severe  herpetic  infection  of  the  lips, 
nose,  and  face;  pneumonia;  and  sepsis 
from  Pseudomonas  aeruginosa  caused  the 
death  of  a fifty-year-old  man.  Chronic 
rejection  accounted  for  3 deaths  occurring 
at  six  and  two-thirds,  five,  and  five,  months, 
respectively,  following  transplantation. 
Our  patient  who  survived  longest  under- 
went a second  transplant  operation  when 
irreversible  rejection  of  his  first  developed 
after  six  and  two-thirds  months.  After 


retransplantation  he  remained  anuric  with 
low  cardiac  output  and  died  thirty-six 
hours  postoperatively. 

The  two-month-old  infant,  who  received 
the  combined  heart-lung  allograft  of  an 
anencephalic  baby,  died  after  fourteen 
hours  of  pulmonary  insufficiency. 

Hyperacute  rejection  resulted  in  the 
operative  death  of  the  forty-eight-year- 
old  man  who  underwent  a xenograft  opera- 
tion. 

Nonfatal  complications  encountered  in 
this  series  included  sternal  dehiscence, 
transient  postoperative  psychosis,  pneu- 
monitis, perirectal  abscess,  and  nonfatal 
herpetic  infection. 

Microscopic  examination  of  the  trans- 
planted hearts  of  those  patients  who  died 
of  chronic  rejection  at  five  to  seven  months 
after  operation  revealed  intimal  prolifera- 
tion and  thickening,  with  compromise  of 
the  lumina  in  the  major  coronary  arteries 
and  in  most  of  the  medium-size  coronary 
arteries.  Acidophilic  degenerative  changes 
were  present  in  the  medium  and  small-size 
coronary  arteries.  Perivascular  accumula- 
tion of  lymphocytes  with  scattered  plasma 
cells  were  noted  around  the  small  vessels. 
The  myocardium  revealed  interstitial 
edema,  extravasation  of  erythrocytes,  and 
occasional  aggregates  of  mononuclear  cells, 
chiefly  lymphocytes. 

The  clinical  feasibility  of  cardiac  trans- 
plantation for  patients  with  end-stage 
cardiac  disease  unresponsive  to  other  medi- 
cal treatment  has  been  demonstrated. 
This  technic  used  in  implantation  of  a 
cardiac  allograft  has  been  refined  and  poses 
few  problems.  Yet,  satisfactory  length 
and  quality  of  survival  for  transplant  re- 
cipients will  depend  on  improvements  in 
histocompatibility  matching,  immunosup- 
pressive therapy,  and  detection  and  control 
of  rejection. 

At  present,  wide  clinical  application  of 
cardiac  transplantation  is  not  justified,  but 
in  selected  cases  the  procedure  is  effective 
and  can  provide  palliation  not  obtainable 
by  other  methods. 
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Morning  Session 

On  December  20,  1968,  the  scientific  ses- 
sion was  held  at  Memorial  Hospital.  The 
morning  session  consisted  of  presentations 
of  various  subjects.  Following  are  ab- 

Effect  of  Myocardial  Ischemia 
on  Internal  Mammary  Artery 
Implant  Patency 

Controlled  Experimental 
Cineangiographic  Study 

V.  A.  PICCONE,  JR.,  M.D.,  F.A.C.S. 
H.  H.  LEVEEN,  M.D.,  F.A.C.S. 
R.  POTTER,  M.D.,  F.A.C.S. 

A.  MANOLI,  M.D. 
G.  FALK,  B.S. 
E.  ORAN,  M.D. 
Brooklyn,  New  York 

Assistant  Chief,  Thoracic  Surgery, 
Brooklyn  Veterans  Administration  Hospital  (Dr.  Piccone); 

Chief  of  Surgery, 

Brooklyn  Veterans  Administration  Hospital  (Dr.  LeVeen); 

Chief,  Thoracic  Surgery, 
The  Brooklyn-Cumberland  Medical  Center  (Dr.  Potter); 

Assistant  Attending, 
The  Brooklyn-Cumberland  Medical  Center  (Dr.  Manoli); 

Physiologist,  Surgical  Research, 
Brooklyn  Veterans  Administration  Hospital  (Mr.  Falk); 

Chief,  Cardiopulmonary  Laboratory, 
The  Brooklyn-Cumberland  Medical  Center  (Dr.  Oran) 


Predictability  of  I. M. A. I.  (internal  mam- 
mary artery  implant)  patency  is  critical  to 
revascularization  surgery.  While  some 
failures  are  on  a technical  basis,  many  be- 
lieve ischemic  myocardium  essential  to 
implant  patency.  Experimentally  I.M.A.I. 
patency  rates  range  from  18  to  75  per  cent 
in  normal  myocardium  and  5 to  83  per  cent 
in  ischemic  myocardium.  The  differences 
within  the  two  groups  have  been  greater 
than  between  them.  Accordingly  a com- 
parative experimental  cineangiographic 
study  was  performed  to  determine  objec- 
tively the  need  of  ischemia  in  achieving 
implant  patency. 

Implants  in  normal  left  ventricular  myo- 


stracts  of  the  articles  presented.  The  dis- 
cussions are  appended  and  abbreviated. 
The  actual  discussions  were  lively  and  dis- 
cursive, and  many  argumentative  points 
were  raised.  The  article  by  M.  Salsali, 
M.D.,  is  reprinted  in  its  entirety  elsewhere 
in  this  issue. 


cardium  in  10  mongrel  dogs  and  in  ischemic- 
myocardium  in  a second  group  were  cine- 
angiographically  examined  for  patency, 
flow,  and  collateral  formation  at  six  to 
twenty-one  weeks. 

Myocardial  ischemia  did  not  influence 
the  early  patency  rate;  all  implants  in  the 
comparative  groups  were  patent.  One 
implant  in  an  added  group  with  long  tunnels 
and  more  bleeding  side  branches  was  closed. 
All  implants  in  normal  myocardium  had 
flow  rates  much  lower  than  either  before 
implantation  or  in  the  adjacent  branches 
of  the  subclavian.  Eighty  per  cent  of  im- 
plants in  ischemic  myocardium  had  much 
higher  flows,  good  collateral  formations, 
and  retrograde  filling  of  the  anterior  de- 
scending coronary  artery  at  six  to  nine 
weeks.  The  ability  of  induced  ischemia 
to  change  established  flow  and  collateral 
patterns  in  implants  originally  placed  in 
normal  myocardium  is  also  presented. 

Comments 

Frank  Spencer,  M.D.,  pointed  out  that 
patency  rate  and  flow  rate  should  be  treated 
separately.  He  believed  that  patency  rate 
was  determined  by  the  to-and-fro  motion  of 
the  blood  in  the  coronary  arteries  and  by 
the  unique  muscular  structure  of  the  heart. 
Dr.  Spencer  felt  that  flow  rate  was  deter- 
mined by  ischemia  demand,  the  degree  of 
proximity  of  the  implanted  artery  to  a 
major  coronary  vessel,  and  the  size  of  the 
implant.  Stanley  Gianelli,  M.D.,  noted 
that  a preliminary  Veteran’s  Hospital 
study  seemed  to  reveal  that  implantation 
of  an  artery  into  heart  muscle  did  not  pre- 
vent the  future  development  of  myocardial 
infarction  or  increase  longevity.  He 
quoted  Gorland’s  metabolic  studies  and 
said  he  believed  that  he  would  require 
evidence  of  metabolic  ischemia  of  the 
heart  muscle  before  undertaking  an  arterial 
implantation. 
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Idiopathic  Medial  Ascending 
Aortopathy  with  Associated 
Valvular  Insufficiency 

Surgical  Correction 

ROBERT  S.  LITWAK,  M.D. 

New  York  City 
SALVADOR  B.  LUKBAN,  M.D. 

New  York  City 
ARTHUR  GRISHMAN.  M.D. 

New  York  City 
STEPHEN  GELLER,  M.D. 

New  York  City 

From  the  Departments  of  Surgery 
(Division  of  Cardiothoracic  Surgery), 
Medicine,  and  Pathology, 
The  Mount  Sinai  Hospital  and  School  of  Medicine 


Two  cases  have  been  seen  with  ascending 
arch  aneurysm  and  associated  severe  aortic 
incompetence.  The  valvular  lesion  ap- 
peared to  result  from  dilatation  of  the 
aortic  ring  and  separation  of  otherwise 
normal  aortic  leaflets. 

Surgical  correction  was  successfully  per- 
formed in  both  patients  and  consisted  of 
aortic  valve  replacement  with  a Starr- 
Edwards  prosthesis,  prosthetic  replace- 
ment of  the  ascending  aortic  arch  with 
subcoronary  attachment  of  the  graft  to  the 
valve  prosthesis  and  annulus,  and,  finally, 
reimplantation  of  both  coronary  arteries. 
It  is  believed  that  the  continuity  between 
the  prosthetic  arch,  implanted  valve,  and 
coronary  ostia  reduces  the  possibility  of 
recurrent  aneurysm  when  ascending  arch 
replacement  is  initiated  in  a supracoronary 
position. 

Histologic  examination  of  both  aortic 
specimens  revealed  severe  fragmentation  of 
elastic  fibers  with  medial  and  adventitial 
degenerative  changes.  The  clinical  picture 
and  pathologic  findings  are  consistent  with 
those  observed  in  a variety  of  nonsyphylitic 
vascular  diseases  which  have  been  recently 
termed  idiopathic  medial  aortopathy  and 
arteriopathy.  * 

At  this  writing  both  patients,  ages 
twenty-nine  and  sixty,  are  well  fourteen 

* Marquis,  Y.,  Richardson,  J.  B.,  Ritchie,  A.  C.,  and 
Wigle,  E.  D.:  Idiopathic  medial  aortopathy  and  arteri- 

opathy, Am.  J.  Med.  44:  939  (June)  1968. 


and  four  months,  respectively,  after  opera- 
tion. Clinical  and  operative  details  will  be 
presented. 

Comments 

George  Robinson,  M.D.,  remarked  that 
the  common  factor  in  the  production  of  the 
aortopathy  was  destruction  of  the  media, 
although  many  names  and  syndromes  have 
been  described.  He  believed  that  basic 
to  the  problem  of  correction  was  the  fate 
of  the  sinus  of  Valsalva  if  it  was  not  dis- 
turbed. He  also  described  other  technics 
for  handling  the  sinus  of  Valsalva.  Stanley 
Gianelli,  M.D.,  described  3 cases  in  which 
the  coronary  ostia  had  migrated  away  from 
the  sinus.  He  did  not  correct  the  sinus 
and  stated  that  the  patients  had  had  no 
further  trouble.  Roy  Clauss,  M.D.,  noted 
that  George  Reed,  M.D.’s  work,  delivered 
at  The  New  York  Cardiovascular  Society 
meeting,  bore  on  the  same  problem. 
Robert  S.  Litwak,  M.D.,  in  conclusion, 
noted  that  the  procedure  he  described  was 
necessitated  by  the  thinness  of  the  aortic 
wall  and  that  his  operative  technic  ob- 
viated the  necessity  of  reimplanting  the 
coronary  ostia. 

Bilateral  Anterior  Mediastinal 
Node  Dissection  Combined  with 
Pulmonary  Resection  for  Hodgkin's 
Disease  of  Mediastinum 

Use  of  Bypass  Technic 

MORTEZA  SALSALI,  M.D. 

New  York  City 


Bilateral  anterior  mediastinal  node  dis- 
section in  association  with  pulmonary  re- 
section for  the  treatment  of  a neoplastic 
disorder  of  the  thoracic  cavity  has  not 
been  reported.  The  presence  of  major 
vascular  structures  passing  in  this  anatomic 
region  precludes  the  success  of  any  resec- 
tional therapy  for  anterior  mediastinal 
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lesion  when  these  vessels  are  involved  with 
disease  processes. 

This  report  deals  with  a twenty-four- 
year-old  white  female  who  underwent  a 
bilateral  anterior  mediastinal  lymph  node 
dissection  and  right  upper  lobectomy  for 
Hodgkin’s  disease,  using  a catheter  bypass 
technic.  She  had  a huge  mediastinal  mass 
extending  to  the  right  upper  lobe.  At  the 
time  of  surgery,  the  lesion  in  the  mediasti- 
num was  firmly  adherent  to  both  innomi- 
nate veins  and  superior  vena  cava  appearing 
by  classic  surgical  approach  as  unresectable. 
A catheter  bypass  technic  from  the  left 
innominate  vein  to  the  right  auricular  ap- 
pendage was  used  to  direct  venous  return 
from  head  and  upper  extremities  to  the 
right  atrium,  and  a bilateral  anterior  medi- 
astinal node  dissection  in  continuity  with 
right  upper  lobectomy  was  done.  Both 
innominate  veins  and  superior  vena  cava 
were  spared.  Clean  dissection  was  ac- 


complished without  any  complication.  The 
patient  left  the  hospital  in  ten  days.  She 
was  given  chemotherapy  and  irradiation 
postoperatively.  At  this  writing,  four 
months  postoperatively,  she  is  well. 

The  operative  technic  is  briefly  de- 
scribed, diagnostic  roentgenograms  and 
lymphangiogram  are  presented,  and  perti- 
nent literature  is  briefly  reviewed. 

Comments 

C.  Bailey,  M.D.,  thought  Dr.  Salsali’s 
technic  was  good,  although  he. had  reserva- 
tions about  employing  it  in  Hodgkin’s 
disease  in  which  so  many  of  the  nodes  were 
involved.  He  did  make  a plea  for  wider 
resection  utilizing  bypass  technics.  E.  J. 
Beattie,  Jr.,  M.D.,  would  like  to  see  wider 
application  of  the  various  bypass  technics 
but  believed  it  was  difficult  to  find  a suit- 
able case. 


The  full  report  will  be  found  on  page  2222 


Subaortic  Muscular  Stenosis 
Treated  by  Right  Ventricular 
Septectomy 

Five-Year  Follow-Up 

NICHOLAS  J.  DEMOS,  M.D. 
JOSEPH  J.  TIMMES,  M.D. 
GILBERT  E.  LEVINSON,  M.D. 
ALLEN  B.  WEISSE,  M.D. 
CHRISTOS  B.  MOSCHOS,  M.D. 
Jersey  City,  New  Jersey 

From  the  New  Jersey  College  of  Medicine  and 
Poliak  Hospital  for  Chest  Diseases 


Several  approaches  have  been  proposed 
and  tried  for  the  treatment  of  subaortic 
muscular  hypertrophic  stenosis.  The  sur- 
gical technics  have  varied  from  incision  of 
the  hypertrophied  subaortic  muscle  to 
surgical  excision  through  the  aortic  muscle, 
through  the  left  atrium,  or  through  a left 
ventriculotomy.  In  the  last  two  years  a 


new  technic  has  been  proposed  by  Dwight 
Harken,  M.D.,  and  performed  in  several 
patients  by  Denton  Cooley,  M.D.,  and 
associates.  It  consists  of  partial  thickness 
excision  of  the  muscular  interventricular 
septum  through  a right  ventriculotomy. 
The  resulting  thinning  of  the  muscular 
septum  has  resulted  in  relief  of  the  muscular 
subaortic  stenosis.  Five  years  ago,  we  had 
performed  a similar  operation  on  a patient 
with  both  muscular  subaortic  and  in- 
fundibular pulmonic  stenosis.  Recathe- 
terization of  that  patient  five  years  post- 
operatively has  revealed  mild  residual  in- 
fundibular pulmonic  stenosis  and  complete 
disappearance  of  the  previously  present 
severe  subaortic  hypertrophic  stenosis. 
Complete  catheterization  data  and  cinean- 
giograms  both  preoperatively  and  five 
years  postoperatively  are  available.  In 
view  of  the  current  interest  in  right  ventric- 
ular septectomy  in  the  treatment  of  sub- 
aortic hypertrophic  stenosis,  this  case 
speaks  very  eloquently  about  the  long-term 
result  of  the  procedure.  This  five-year 
follow-up  is  by  far  the  longest  available 
after  this  type  of  procedure. 
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Comments 

Discussion  centered  about  the  cause  of 
the  disorder.  Dr.  Demos,  in  answer  to  a 
question  from  the  floor,  stated  that  pa- 
tients were  catheterized  to  prove  that  the 
left  ventricular-aortic  gradients  were  elim- 
inated. 

Intracorporeal  Cadaver  Organ 
Preservation  by  External 
Mechanical  Ventricular  Assistance 

L.  A.  ATTAI.  M.D. 

The  Bronx 
F.  J.  VEITH,  M.D. 
The  Bronx 
S.  FURMAN.  M.D. 
The  Bronx 
A.  DENIZE.  M.D. 
Mount  Vernon 
S.  J.  BOLEY,  M.D. 
The  Bronx 
G.  ROBINSON.  M.D. 
Mount  Vernon 
M.  L.  GLIEDMAN,  M.D. 

The  Bronx 

From  the  Division  of  Surgery, 
Montefiore  Hospital  and  Medical  Center, 
and  the  Department  of  Surgery, 
Albert  Einstein  College  of  Medicine 


The  use  of  cadaver  organs  for  transplan- 
tation is  currently  limited  by  lack  of  simple 
methods  for  preserving  organs  longer  than  a 
few  hours  without  functional  impairment. 
Accordingly,  the  circulation  of  20  dog 
cadavers  was  maintained  with  the  Anstadt 
EMVA  external  mechanical  ventricular 
assistor),  and  their  livers  and  kidneys  were 
employed  as  allografts  implanted  four  to 
twenty-four  hours  after  donor  death.  All 
livers  were  transplanted  heterotopically 
following  recipient  hepatectomy.  Kidneys 
were  transplanted  so  that  urine  could  be 
collected  quantitatively. 

Immediate  functional  adequacy  of  trans- 
planted livers  was  demonstrated  by  re- 
cipient survival  for  two  or  more  days  fol- 
lowing operation.  In  these  animals,  bile 
output  continued  in  the  normal  range, 
serum  bilirubin  ranged  from  0.5  to  0.7  mg. 


per  100  ml.,  serum  glutamic  oxaloacetic 
transaminase  from  280  to  510  units  per 
milliliter,  and  alkaline  phosphatase  from 
9 to  18  King- Armstrong  units.  Functional 
adequacy  of  the  kidneys  was  demonstrated 
by  urinary  out  puts  of  200  to  400  cc.  per  day 
and  creatinine  clearances  in  excess  of  70 
ml.  per  minute.  Gross  and  microscopic 
structural  characteristics  in  transplanted 
livers  and  kidneys  remained  normal. 
These  findings  indicate  that  EMVA  will 
serve  to  preserve  cadaver  livers  and  kidneys 
up  to  twenty-four  hours  so  that  immediate 
normal  function  can  be  expected. 

Comments 

The  technic  as  described  was  thought  to 
be  valuable  by  several  discussants.  A. 
Garzon,  M.D.,  believed  that  it  was  good 
for  solid  organs  but  questioned  its  use  for 
prolonging  lung  tissue. 


Cardiac  Surgery  for 
Intractable  Heart  Failure  Due 
to  Rheumatic  Heart  Disease 

R.  W.  M.  FRATER,  M.D. 

The  Bronx 
W.  A.  COOK,  M.D. 
The  Bronx 
R.  P.  COOMARASWAMY,  M.D. 

The  Bronx 

From  the  Department  of  Surgery, 
Albert  Einstein  College  of  Medicine 


With  the  use  of  cardiac  transplantation 
for  cases  of  severe  valvular  heart  disease,  it 
is  important  to  establish  what  conventional 
valve  surgery  has  to  offer  for  the  terminal 
rheumatic  patient. 

Thirty-two  patients,  whose  condition  at 
the  time  of  operation  appeared  genuinely 
intractable  and  terminal,  were  reviewed. 
All  the  patients  were  physically  completely 
incapacitated,  and  most  had  been  in  the 
hospital  for  months  before  surgery.  All 
had  persistent  fluid  retention  and  persistent 
venous  engorgement  despite  maximal  diu- 
retic therapy.  All  had  severe  pulmonary 
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hypertension  except  for  2 patients  with 
acute  aortic  insufficiency  in  whom  the  hy- 
pertension was  only  moderate.  All  had 
cardiac  indices  well  below  normal.  The 
blood  urea  nitrogen  was  raised  in  all,  and 
there  was  bilirubinemia  in  two-thirds  of  the 
patients. 

Many  had  other  problems  such  as  severe 
respiratory  insufficiency. 

A total  of  51  valves  were  operated  on 
with  9 hospital  deaths  from  the  day  of  sur- 
gery to  one  month  postoperatively.  Two 
patients  survived  but  had  no  benefit  what- 
soever from  surgery.  Three  died  late, 
from  six  to  eighteen  months  postopera- 
tively. The  remaining  18  patients,  fol- 
lowed up  from  six  months  to  four  years, 
have  had  dramatic  improvement  in  their 


symptoms,  although  sometimes  it  has  taken 
as  long  as  one  year  for  full  recovery  to  take 
place. 

Comments 

Charles  P.  Bailey,  M.D.,  noted  that  some 
relief  was  obtained  in  these  desperately 
sick  patients.  He  believed  that  the  ulti- 
mate prognosis  may  well  depend  on  ex- 
tracardiac factors  such  as  the  condition  of 
the  lungs  and  kidneys.  He  thought  that 
the  valvular  lesion  alone  was  not  the  de- 
termining factor  and  that  critical  evalua- 
tion of  other  organs,  perhaps,  including 
myocardial  biopsy,  be  made  before  under- 
taking surgical  correction  of  the  valvular 
lesion. 


Bilateral  Anterior  Mediastinal 
Node  Dissection  Combined 
with  Pulmonary  Resection  for 
Hodgkin’s  Disease  of 
Mediastinum 

Use  of  Bypass  Technic 


MORTEZA  SALSALI,  M.D. 

New  York  City 


Intkathoracic  tumors  which  are  locally 
advanced,  in  certain  cases,  can  be  resected 
only  by  an  extended  surgical  approach. 
Mediastinal  tumors,  however,  cannot  be 
excised  even  by  an  extended  surgical  ap- 
proach if  the  major  veins  are  involved. 
Injury  to  the  major  mediastinal  veins 
makes  any  kind  of  surgical  approach  pro- 
hibitively hazardous. 

This  report  deals  with  such  a situation 
which  was  encountered  in  a patient  with 
Hodgkin’s  disease  involving  the  anterior 
mediastinal  region,  the  right  upper  lobe  of 
the  lung,  and  all  the  major  mediastinal 


FIGURE  1.  Roentgenogram  of  chest  shows  huge 
mass  in  mediastinum  extending  to  right  hemi- 
thorax. 


veins.  The  patient  underwent  bilateral 
mediastinal  lymph  node  dissection  and  a 
right  upper  lobectomy  after  the  catheter 
bypass  technic  had  been  used. 


Case  report 

The  patient,  a twenty-four-year-old  white 
female,  was  well  until  four  weeks  before  her 
admission  to  Doctors  Hospital,  New  York 
City,  when  she  first  experienced  dull  pain  in  the 
back  between  her  shoulders.  A week  later, 
she  felt  a mass  on  her  chest  wall  below  the  right 
clavicle.  She  consulted  her  family  physician 
who  took  a roentgenogram  of  the  chest;  this 
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FIGURE  2.  Chest  tomogram  shows  extensive  in- 
volvement of  mediastinum  and  right  upper  lobe 
of  lungs. 


showed  a right  parasuperior  mediastinal  mass 
CFig.  1). 

The  patient  was  married  and  had  a three- 
year-old  healthy  boy.  She  had  had  the  usual 
childhood  diseases:  mumps  and  chicken  pox. 

She  denied  any  trauma  to  her  chest.  She  did 
not  smoke  and  denied  cough,  fever,  pruritus, 
and  hemoptysis.  Her  mother  had  died  from 
lung  cancer  at  the  age  of  fifty-five  years.  Her 
father  was  alive  and  healthy. 

Physical  examination  revealed  a well-de- 
veloped, well-nourished,  healthy-looking  twenty- 
four-year-old  female  in  no  apparent  distress. 
Positive  findings  were  confined  to  the  chest 
where  a prominent  mass  could  be  felt  below 
the  right  clavicle  in  the  chest  cage.  This  was 
deep  beneath  the  pectoralis  major  and  did  not 
appear  to  involve  the  muscle.  It  was  non- 
tender. The  neck  was  normal.  Auscultation 
of  the  heart  and  lungs  was  normal.  A set  of 
tomograms  showed  a huge  mass  extending  from 
behind  the  sternum  laterally  and  posteriorly 
(Fig.  2).  The  mass  involved  the  right  upper 
lobe  and  pressed  the  trachea  posteriorly.  A 
superior  vena  cavogram  showed  both  innom- 
inate veins  and  the  superior  vena  cava  to  be 
patent  'Fig.  3).  The  hemoglobin  was  12.7 
Gm.  per  100  ml.,  hematocrit  33,  white  blood 
cell  count  8,200  per  cubic  millimeter  with  a 
normal  differential,  and  platelet  count  196,000 
per  cubic  millimeter.  Liver  function  tests 
and  electrocardiogram  were  normal.  Skin  test 
results  were  negative  for  tuberculosis  and 
fungi. 

On  May  23,  1968,  the  patient  underwent  a 
right  thoracotomy  in  the  supine  position.  The 
right  hemithorax  was  explored  through  a trans- 
verse incision  extending  from  the  midaxillary 
line  to  the  sternum  along  the  inferior  mammary 


FIGURE  3.  (A  and  B)  Superior  vena  cava,  antero- 
posterior and  lateral  views.  Superior  vena  cava 
and  right  innominate  vein  are  patent.  Injection 
made  in  right  arm  only. 

fold.  The  chest  was  entered  through  the 
fourth  interspace,  and  the  mediastinum  and 
lung  were  explored.  The  lesion  occupied  the 
entile  anterior  mediastinum,  involved  the  right 
upper  lobe  of  the  lung,  and  was  firmly  adherent 
to  the  sternum.  The  mass  was  dissected  off 
the  sternum  subpleurally,  and  the  incision  was 
extended  to  the  upper  end  of  the  sternum 
along  the  midline.  The  internal  mammary 
artery  and  vein  were  identified  and  ligated  in 
the  fourth  interspace  with  silk  ligatures.  The 
fascia  and  periosteum  were  cut  along  the  in- 
cision and  elevated  from  the  sternum.  The 
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suprasternal  space  was  dissected  from  the  bone, 
and  the  sternum  was  split  from  the  upper  end 
to  the  fourth  interspace  with  the  Stryker  saw. 
The  sternum  was  separated  with  rib  retractors, 
and  the  mediastinum  and  upper  portion  of  the 
right  thoracic  cavity  were  exposed.  The  mass 
was  very  firm  and  adherent  to  the  anterior 
mediastinal  structures  and  the  sternum;  it 
extended  to  the  right  upper  lobe  which  itself 
was  adherent  to  the  anterior  chest  wall  on  the 
right  side.  The  superior  vena  cava  was  in- 
volved anteriorly,  but  laterally  it  was  free 
and  was  not  adherent  to  the  lung. 

Dissection  began  from  the  left  mediastinum 
where  the  phrenic  nerve  was  first  identified 
and  elevated  from  the  lymph  nodes  beneath  it. 
These  matted  nodes  were  dissected,  and  the  left 
innominate  vein  was  exposed.  The  nodes  were 
firmly  adherent  to  the  vein.  Further  dissec- 
tion was  impossible  because  of  the  danger  of  in- 
juring the  left  innominate  vein.  Therefore,  a 
catheter  bypass  was  established  between  the 
right  auricular  appendage  and  the  left  in- 
nominate vein.  The  details  of  the  bypass 
technic  have  been  reported.1 

With  the  catheter  bypass  established,  dis- 
section of  the  mediastinum  was  continued  from 
the  left  to  the  right,  and  all  the  matted  nodes  in- 
volving both  innominate  veins,  the  pericardium, 
and  the  groove  between  the  aorta  and  the 
superior  vena  cava  were  dissected  from  these 
major  vessels.  The  lesion  was  firmly  adherent 
to  the  anterior  part  of  the  superior  vena  cava. 
It  was  dissected  off  the  vein  without  accident, 
and  the  group  of  lymph  nodes  between  the 
innominate  veins  and  the  trachea  was  dissected 
off  the  trachea  en  bloc  with  the  lesion  toward  the 
right  lung.  It  was  necessary  to  sacrifice  the 
right  phrenic  nerve.  After  completion  of  the 
node  dissection,  a right  upper  lobectomy  was 
carried  out  in  the  classic  manner.  The  superior 
vena  cava  was  retracted  medially,  the  right 
main  pulmonary  artery  was  exposed,  and  the 
branches  to  the  right  upper  lobe  were  indi- 
vidually identified  and  ligated  between  suture 
ligatures.  The  hilus  of  the  lung  was  completely 
free  of  disease.  The  pulmonary  artery  and 
pulmonary  vein  to  the  right  upper  lobe  were 
divided  between  silk  sutures  and  the  bronchus 
between  Satinsky  clamps;  the  proximal  end 
was  closed  with  sutures  of  000  black  silk. 

The  lesion,  which  at  this  time  was  adherent 
only  to  the  anterior  chest  wall,  was  dissected 
off  the  chest  wall  subperiosteally  and  the  speci- 
men removed.  A frozen  section  from  the  inter- 
costal tissue  in  this  region  was  reported  to  be 
normal.  The  right  scalene  fat  pad  was  ex- 
cised and  submitted  to  frozen  section;  this 
also  was  reported  to  be  normal.  The  chest 
was  closed  after  two  chest  tubes  were  placed 
in  the  pleural  cavity.  The  sternum  was  su- 
tured with  wire.  Number  1 chromic  catgut  was 
used  for  intercostal  tissue  and  00  silk  for  the 
muscle  closure. 

The  patient  tolerated  the  procedure  well. 
She  received  six  units  of  whole  blood  during  the 
procedure. 

During  her  stay  in  the  recovery  room,  the 


FIGURE  4.  Lymphangiogram  done  three  months 
after  surgery.  Note  suspicious  enlarged  lymph 
node  in  left  superior  mediastinum.  Both  lungs  are 
clear. 


patient  had  some  difficulty  with  elimination  of 
secretions  because  of  kinking  of  the  endo- 
tracheal tube;  this  necessitated  bronchoscopy. 
Thereafter,  her  recovery  was  smooth  and  she 
was  discharged  from  the  hospital  ten  days 
after  the  operation. 

Postoperatively,  she  received  3,500  r to  the 
mediastinum  and  was  referred  for  chemo- 
therapy. She  was  given  triethyleneiophos- 
phoramide  (Thio-TEPA),  30  mg.  intrave- 
nously, in  the  course  of  the  second  postoperative 
month. 

A lymphangiogram  taken  three  months  post- 
operatively showed  only  one  enlarged  node  in 
the  left  mediastinum;  this  was  in  the  portal  of 
irradiation  (Fig.  4).  The  infradiaphragmatic 
lymphatic  system  appeared  to  be  normal.  Four 
and  one-half  months  after  surgery,  a roent- 
genogram of  the  chest  showed  pulmonary  in- 
filtration in  the  right  lower  and  middle  lobes 
which  were  completely  asymptomatic  (Fig.  5A). 
A set  of  tomograms  showed  the  density  to  be 
ill-defined  (Fig.  5B).  The  only  physical  finding 
at  this  time  was  diminution  to  complete  ab- 
sence of  breath  sounds  over  the  right  lower 
lobe.  White  blood  cell  counts  and  tempera- 
ture were  normal. 

On  October  20,  1968,  the  patient  underwent 
a right  thoracotomy.  At  surgery,  the  medi- 
astinum was  completely  normal.  There  was 
no  node  palpable  in  the  mediastinum.  Three 
fourths  of  the  right  lower  lobe  and  middle  lobe 
were  consolidated  and  granular  on  palpation. 
A right  lower  and  middle  lobectomy  was  done. 
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FIGURE  5.  (A)  Roentgenogram  of  chest  five  months  following  surgery  shows  infiltration  in  right 
lower  lobe.  (B)  Chest  tomogram  shows  extent  of  pulmonary  infiltration  in  right  lower  lobe.  A few 
mediastinal  nodes  containing  residual  radiopaque  are  seen. 


FIGURE  6.  Roentgenogram  of  chest  taken  two 
months  after  right  lower  and  middle  lobectomy. 


The  patient  tolerated  the  procedure  well  and 
was  discharged  nine  days  following  this  pro- 
cedure. The  pathologic  specimen  showed  the 
lung  to  be  involved  with  unresolved  interstitial 
pneumonitis.  No  residual  or  recurrent  Hodg- 
kin’s granuloma  could  be  found  in  the  removed 
specimen.  A postoperative  x-ray  film  of  the 
chest  taken  two  months  later  showed  the  left 
lung  and  mediastinum  to  be  normal  (Fig.  6). 

The  patient  received  3,600  r to  each  side  of 
the  neck  and  her  axilla  postoperatively. 

Comment 

Hodgkin’s  disease  of  the  lung  and  medi- 
astinum and  thymoma  have  a relatively 


benign  course  as  compared  with  lung  can- 
cer. Hodgkin’s  disease  of  the  mediasti- 
num, when  in  stage  I,  can  be  treated  with 
combined  surgery  and  irradiation  with  a 
good  chance  of  a high  salvage  rate.2  How- 
ever, when  the  disease  has  extended  to  the 
neck  or  the  infradiaphragmatic  region, 
radiotherapy  is  the  only  modality  which 
can  be  used  alone  or  combined  with  chemo- 
therapy. 

In  the  patient  reported  here,  although 
the  mediastinal  disease  was  extensive, 
invading  the  sternum  and  chest  wall  and 
involving  the  right  upper  lobe  of  the  lung, 
it  still  was  grossly  confined  to  the  thoracic 
cavity.  Hodgkin’s  disease  and  malignant 
thymoma  are  both  radiosensitive,  but 
postradiation  fibrosis  leaves  the  patient, 
if  he  lives  long  enough,  to  suffer  from  its 
long-standing  sequelae,  such  as  mediastinal 
fibrosis,  superior  vena  caval  obstruction, 
pulmonary  fibrosis,  and  irradiation-induced 
cancer.  *• 4 

In  reviewing  210  cases  of  superior  vena 
cava  obstruction  of  lung  cancer,  the  author 
came  across  two  instances  of  malignant 
thymoma  in  which  both  patients  survived 
more  than  five  years  following  biopsy  and 
irradiation  of  unresectable  thymoma  of  the 
mediastinum.4  One  patient  was  a fifty  - 
five-year-old  woman  who  survived  five 
years  but  with  the  persistent  superior  vena 
caval  obstruction  syndrome.  At  autopsy, 
there  was  no  evidence  of  thymoma  in  the 
mediastinum.  Instead,  there  was  exten- 
sive fibrosis,  and  she  had  a squamous  cell 


August  15,  1969  / New  York  State  Journal  of  Medicine  2225 


carcinoma  of  the  right  lung.  The  other 
patient,  a fifty-year-old  psychology  teacher, 
died  from  pulmonary  insufficiency  several 
years  later,  having  radiation  necrosis  of  the 
ribs  and  deformity  of  the  chest  wall  in  the 
region  of  the  radiation  portal. 

Our  patient  received  two  doses  of  radio- 
therapy prior  to  surgery.  Severe  irradia- 
tion intoxication  developed,  consisting  of 
nausea,  vomiting,  and  a fever  of  104  F., 
which  subsided  only  when  the  irradiation 
was  discontinued.  Radiation  intoxication 
and  malaise  occurred  again  during  the  post- 
operative radiotherapy  course  and  neces- 
sitated the  administration  of  prednisone, 
which  had  to  be  given  in  such  large  doses 
that  she  developed  a Cushingoid  face. 
The  Cushingoid  appearance  improved, 
however,  once  the  cortisone  was  discon- 
tinued completely.  Lattes5  has  shown  that 
thymoma  of  the  mediastinum  is  a local 
problem  and  usually  becomes  unresectable 
when  the  adjacent  major  mediastinal 
veins  are  involved.  The  same  type  of 
problem  occurred  in  5 of  12  patients  with 


Afternoon  Session 

FELIX  T.  RAPAPORT,  M.D. 

Moderator 

The  afternoon  session  of  the  meeting 
will  be  devoted  to  a discussion  on  recent 
advances  in  transplantation  surgery. 

The  current  impetus  in  organ  transplan- 
tation is  due,  to  a large  extent,  to  the 
thoracic  and  cardiovascular  surgeons’  ef- 
forts. Many  who  have  worked  for  some 
years  toward  the  goal  of  clinical  trans- 
plantation of  organs  have  followed  their 
progress  with  great  interest.  I can  think 
of  no  more  fitting  introduction  to  this  dis- 


stage I Hodgkin’s  disease  of  the  mediasti- 
num who  underwent  surgery  and  were  re- 
ported by  Burke,  Burford,  and  Dorfman.2 

The  technic  of  catheter  bypass  between 
the  left  innominate  vein  and  the  right 
auricular  appendage,  which  was  used  in  our 
case,  obviates  the  danger  of  aggressive 
surgical  approach  to  the  mediastinal  tumor 
and  increases  the  resectability  rate  in  these 
cases. 

139  East  36th  Street 
New  York,  New  York  10016 
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cussion  than  a recent  book  on  transplanta- 
tion by  Sir  Peter  Medewar  who  is  not  a sur- 
geon. He  is  a biologist  and  a zoologist,  and , 
therefore,  his  words  gain  increasing  impact 
because  of  his  background.  Dr.  Medewar 
has  said  that  the  prime  impetus  of  kidney 
transplantation  is  due  to  the  clinical  and 
surgical  refusal  to  accept  the  failure  of  skin 
homografts  and  to  the  discovery  that  a 
kidney  homograft  can  eventually  yield 
important  information.  Nevertheless,  it  is 
no  less  true  of  transplantations  than  it  is 
of  other  sciences,  namely,  that  advances 
come  mainly  from  the  laboratory.  It  is 
there  the  donor-recipient  typing  systems 
are  tested  and  new  procedures  are  worked 
out. 
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Organ  Transplantation 

Recent  Progress 
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It  is  generally  agreed  that  the  principal 
obstacle  to  successful  human  organ  trans- 
plantation is  immunologic  in  nature,  and  is 
a consequence  of  the  host’s  recognition  of 
foreign  cells  and  of  his  response  to  this 
intrusion  through  pathways  ordinarily  trig- 
gered by  infectious  microorganisms.  The 
tempo  and  intensity  of  this  response  paral- 
lels the  degree  of  genetic  or  antigenic  dis- 
parity between  donor  and  recipient;  the 
closer  the  similarity  between  these  two 
individuals,  the  more  favorable  will  be  the 
recipient’s  response  to  a transplant  from 
that  donor.  This  fact  has  stimulated  an 
intensive  search  for  technics  designed  to 
provide  an  effective  guide  for  the  selection 
of  optimally  compatible  subjects  for  organ 
transplantation.  Of  the  methods  currently 
available  to  provide  a guideline  in  this  re- 
gard, leukocyte  grouping  technics  based  on 
in  vitro  reactions  of  blood  leukocytes  with 
antisera  obtained  from  multiparous  women 
and  polytransfused  patients  have  been 
found  to  be  capable  of  providing  greatest 
effectiveness,  practicality,  and  repetity  of 
performance. 

Recent  progress  in  the  genetics  of  tissue 
typing  has  indicated  that  there  exists  in 
man  a major  histocompatibility  system 
originally  termed  the  Hu-1*  system,  and 
currently  known  as  the  HL-A*  system. 
This  system  consists  of  17  antigens  currently 
detectable  on  leukocyte  surfaces  by  technics 
of  leukoagglutination  and  or  lymphocyto- 
toxicity.  In  addition,  it  has  been  ascer- 
tained that  a multiplicity  of  subloci  may  be 
present  in  the  HL-A  chromosomal  region. 
Two  such  subloci  have  been  defined  thus 
far,  including  the  first  sublocus  or  LA  2, 

* Hu-l-Classification  of  Jean  Dausset,  M.D..  of  Paris- 
HL-A-Classification  of  Histocompatibility  Workshop,  Turino. 
Italy,  1967. 


and  a second  sublocus  which  includes  anti- 
gens 4,  5,  8,  and  10.  Extensive  family 
studies  have  also  indicated  that  at  least 
five  different  HL-A  antigens  (antigens  1, 
11,  12,  15,  and  16)  are  determined  by  the 
first  or  HL  2 sublocus.  These  antigens 
occur  as  allelic  pairs,  and  no  individual  can 
be  positive  for  more  than  two  antigens  at 
each  sublocus. 

Correlation  of  allograft  survival  with  the 
recent  developments  in  the  genetics  of  the 
HL-A  system  has  indicated  that  antigen 
identity  at  well-defined  subloci  is  of  far 
greater  importance  in  the  selection  of 
donors  and  recipients  for  organ  transplan- 
tation than  the  broader  concept  of  “com- 
patibility.” In  spite  of  the  difficulties  in- 
herent in  the  selection  of  donors  and  re- 
cipients according  to  the  growing  list  of 
criteria  of  serologic  compatibility,  it  has 
also  been  clearly  established  that  the  long- 
term survival  of  organ  transplants  may  be 
directly  correlated  with  the  degree  of  donor- 
recipient  HL-A  compatibility.  This  ob- 
servation has  given  impetus  to  the  concept 
of  establishing  regional  collaborative  organ 
transplantation  programs,  based  on  the 
existence  of  a central  tissue  typing  regis- 
try of  potential  organ  transplant  recipient 
candidates. 

Present  Status  of 
Lung  Transplantation 

DAVID  A.  BLUMENSTOCK,  M.D. 

Cooperstown,  New  York 

Surgeon  in  Chief,  Mary  Imogene  Bassett  Hospital 


| hope  to  discuss  specific  problems  re- 
lating to  transplantation  of  the  lung.  I 
shall  present  a few  laboratory  findings  in 
experimental  animals  and  summarize  the 
current  experience  of  lung  transplantation 
in  man. 

It  is  now  apparent  that  successful  trans- 
plantation of  the  lung  may  be  more  difficult 
to  attain  than  was  expected.  The  lung 
appears  to  elicit  a stronger  rejection  reac- 
tion than  that  produced  by  the  kidney. 
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Indeed,  it  appears  to  rank  close  to  skin  in 
the  spectrum  of  reactions  produced.  Sim- 
ple transposition  of  immunologic  suppres- 
sive treatments  successful  in  kidney  trans- 
plantation has  not  produced  extended  sur- 
vival of  lung  transplants  in  animals  or 
patients.  In  addition,  lung  transplanta- 
tion is  complicated  by  the  fact  that  there 
is  no  artificial  means  presently  available  to 
support  the  patient  for  any  length  of  time 
if  the  transplant  fails  to  function.  A 
third  problem  specific  to  the  lung  trans- 
plant patient  is  the  presence  of  an  in  situ 
diseased  lung  on  the  contralateral  side. 
Currently  the  technic  of  lung  transplanta- 
tion involves  a single  lung  on  one  side  or 
the  other.  While  bilateral  transplanta- 
tion may  eventually  be  performed,  this  type 
of  procedure  at  our  current  level  of  under- 
standing has  been  plagued  with  many 
problems.  Thus,  if  we  were  to  transplant 
a single  lung,  we  will  have  to  be  prepared 
to  deal  with  the  problems  of  ventilation 
and  perfusion  distribution  which  will  be 
encountered.  Our  knowledge  today  is  in- 
sufficient to  determine  clearly  what  these 
effects  will  be. 

Autotransplants 

First  we  shall  turn  our  attention  to  auto- 
transplantation. In  such  autotransplants, 
there  is  no  immunologic  barrier  to  cross. 
Therefore,  in  the  system,  we  can  study  the 
nonimmunologic  problems  inherent  in 
transplantation  of  this  organ.  If  the  lung 
is  removed  and  replaced,  can  it  function 
properly  and  sustain  life?  We  have  a slide 
illustrating  a nearly  normal-appearing  his- 
tologic section  of  a lung  obtained  from  an 
animal  twenty-eight  months  after  staged 
removal  and  reimplantation  of  the  right 
and  left  lungs.  The  procedures  were  sep- 
arated by  a time  interval  of  three  to  six 
months  because  at  that  time  we  could  not 
obtain  survival  of  our  animals  if  simul- 
taneous bilateral  reimplantation  was  per- 
formed. Frank  J.  Veith,  M.D.,  here  in 
New  York,  is  currently  intensively  study- 
ing this  aspect  of  the  lung  transplantation 
problem. 

These  animals  subjected  to  bilateral  re- 
implantation of  the  lung  continue  to  appear 
normal  some  four  and  one-half  years  after 
operation.  Pulmonary  function  studies  of 
the  animals  are  currently  being  performed. 


While  pulmonary  function  is  depressed 
moderately,  the  animals  survive  satisfac- 
torily and  show  normal  exercise  tolerance. 
This  indicates  that  such  reimplanted  lungs 
can  function  satisfactorily. 

Allografts 

Allografts  of  the  lung  are  a different 
story.  The  rejection  reaction  is  violent 
and  of  rapid  onset.  At  two  days  after 
transplantation,  there  is  minimal  evidence 
of  reaction,  but  by  four  days,  pulmonary 
edema  and  round-cell  infiltration  are  evi- 
dent. By  six  days,  the  lung  becomes  en- 
larged, heavy,  engorged,  and  hemorrhagic. 
The  rejection  causes  death  in  a few  days. 
Microscopic  sections  of  such  lungs  show 
hemorrhagic  necrosis  of  all  structures. 

The  rejection  phenomenon  continues  to 
be  the  major  barrier  to  clinical  application 
of  transplantation  of  the  lung.  I believe, 
however,  that  histocompatibility  typing 
methods,  such  as  described  by  Dr.  Rapa- 
port,  will  be  of  great  help  in  minimizing 
the  rejection  reaction  by  allowing  us  to 
pick  out  the  most  favorable  donor-recip- 
ient pairs. 

Lung  transplantation  in  immunologically 
suppressed  hosts  seems  to  be  associated 
with  severe  problems  of  infection  by  both 
the  common  and  unusual  microorganisms. 
If  specific  methods  of  producing  tolerance 
could  be  developed,  this  infection  problem 
might  be  eliminated. 

In  considering  how  to  produce  tolerance, 
it  is  well  to  review  our  understanding  of 
the  immunologic  system  of  the  body  and 
how  it  reacts  to  the  stimulus  of  a foreign 
tissue  graft.  Foreign  material,  be  it  bac- 
teria or  tissue  graft,  activates  the  body’s 
immunologic  defense  mechanisms.  The 
foreign  antigen  may  be  coupled  with  ribose 
nucleic  acid  to  form  an  activated  complex 
which  stimulates  the  immunologically  com- 
petent lymphocytes  to  undergo  division 
and  subsequently  to  enter  the  circulation. 
These  immunologically  competent  cells  are 
disseminated  throughout  the  body.  Some 
arrive  at  the  site  of  the  foreign  graft  and 
appear  to  stimulate  other  lymphoid  cells 
to  produce  graft  destruction. 

In  considering  how  specifically  to  in- 
terrupt this  mechanism  leading  to  graft 
destruction,  it  is  important  to  emphasize 
that  the  immunologic  system  is  a biphasic 
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one.  The  thymus  lias  been  shown  to  have 
a profound  effect  on  the  development  of 
the  lymphoid  system  within  the  body. 
Much  of  our  knowledge  of  the  development 
of  the  immunologic  system  was  worked  out 
in  the  chicken  which  fortunately  has  two 
lymphoid  cell  precursor  organs,  the  thymus 
and  the  bursa  of  Fabricius.  Ablation  of 
one  or  the  other  of  these  organs  can  be  per- 
formed in  the  developing  embryo,  and  the 
subsequent  alterations  in  the  immunologic- 
system  can  be  studied.  Removal  of  the 
thymus  leads  to  deficiency  in  so-called 
“cellular  immunity.”  The  animal  fails  to 
demonstrate  the  phenomenon  of  delayed 
hypersensitivity  and  is  unable  to  reject 
foreign  tissue  grafts.  There  is  a deficiency 
of  cells  in  the  paracortical  area  of  the  lymph 
nodes.  On  the  other  hand,  if  the  bursa  of 
Fabricius  is  removed,  the  animal  fails  to 
develop  germinal  centers  in  the  lymph 
nodes,  plasma  cells  fail  to  appear,  and  the 
animal  is  unable  to  produce  serum  anti- 
body. Thus  the  lymph  node  cell  popula- 
tion is  composed  of  cells  under  thymic  and 
bursa  influence.  While  the  presence  of  a 
bursa-like  organ  has  not  been  identified  in 
man,  recent  studies  in  the  rabbit  suggest 
that  Peyer’s  patches  of  the  small  intestine 
in  mammals  may  be  analogous  to  the  bursa 
in  chickens. 

In  tissue  transplantation,  it  may  be 
possible  to  develop  methods  to  produce 
effects  on  the  thymic  dependent  portion  of 
the  immunologic  system  while  leaving  the 
serum  antibody  production  mechanisms 
in  tact.  As  Dr.  Rapaport  has  indicated, 
the  variations  in  the  histocompatibility 
relationships  can  be  determined  by  tissue- 
typing methods  and  can  thus  allow  selection 
of  the  most  compatible  donor-recipient 
pair.  It  has  been  demonstrated  in  both 
experimental  animals  and  man  that  such 
matching  can  lead  to  long  survival  and 
decrease  the  quantity  of  general  immuno- 
suppression required  to  prevent  rejection. 

Laboratory  studies 

Joseph  W.  Ferrebee,  M.D.,  of  our  lab- 
oratory in  Cooperstown,  has  been  conduct- 
ing studies  in  pure- bred  beagle  dogs  which 
are  analogous  to  the  types  of  studies  de- 
scribed by  Dr.  Rapaport  in  man. 

Pure-bred  genetic  lines  of  beagles  have 
been  developed.  Initially,  a comparison 


of  skin-graft  survival  was  studied  in  lit- 
termate  and  nonlittermate  beagles  and 
littermate  and  nonlittermate  mongrel  ani- 
mals. Our  results  showed  that  skin  grafts 
survived  longest  in  littermate  beagles. 
However,  the  prolonged  survival  occurred  in 
only  a few  animals.  Beagle  nonlittermates 
showed  the  next  longest  skin-graft  survival. 
Mongrel  littermates  came  next,  and  the 
unrelated  mongrel  dogs  had  the  shortest 
skin-graft  duration.  Following  this  study, 
leukocyte- typing  sera  were  developed  which 
have  been  able  to  predict  histocompatibility 
relationship  in  our  dog  population.  Cur- 
rently the  effects  of  matching  by  this 
method  is  being  tested  in  kidney,  lung, 
heart,  and  liver  transplantation  systems. 
At  the  present  time,  at  our  institution 
all  animals  entering  our  transplantation 
studies  undergo  histocompatibility  typing 
before  entering  the  experiment  so  that  we 
may  control  the  variable  of  histocompat- 
ibility relationship  between  the  donor  and 
recipient. 

We  have  recently  been  interested  in  at- 
tempting to  develop  a permanent  state 
of  tolerance  to  the  donor  in  the  recipient. 
We  are  evaluating  a system  of  treatment 
which  involves  the  administration  of  het- 
erologous antilymphocyte  serum  before 
transplantation  and  immunosuppression 
with  methotrexate  for  the  month  following 
transplantation.  I will  not  review  our  re- 
sults in  detail.  Suffice  it  to  say  that  20 
per  cent  of  our  animals  have  survived  one 
year  or  more  with  a functioning  lung  trans- 
plant. Our  initial  studies  involved  un- 
typed animals.  We  now  are  repeating  the 
study  using  pairs  of  matched  and  mis- 
matched animals. 

Before  closing,  I would  like  to  shift  the 
emphasis  of  my  remarks  and  briefly  sum- 
marize for  you  the  available  information  on 
human  lung  transplantation.  In  1958, 
Meshalkin  et  al.1  of  Russia,  published 
a series  of  7 patients  who  had  under- 
gone excision  and  reimplantation  of  the 
lung  for  treatment  of  asthma.  They  per- 
formed four  right  lung  reimplantations. 
Two  patients  survived.  Two  patients  had 
left  lung  reimplantation  and  both  survived. 
One  patient  had  staged  bilateral  reimplan- 
tation and  apparently  did  well.  All  pa- 
tients were  said  to  be  improved.  Thus 
we  know  that  the  operation  can  be  tolerated 
and  the  autotransplant  which  is  denervated 
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at  least  temporarily  by  the  operation  can 
function  and  sustain  human  life.  In  addi- 
tion, the  study  suggests  that  edema  due  to 
interruption  of  the  lymphatics  and  the 
loss  of  bronchial  blood  supply  do  not 
present  severe  barriers  to  transplantation 
procedures. 

Comment 

There  are  now  appearing  a substantial 
number  of  reports  about  allotransplanta- 
tion of  the  lung  in  man.  While  the  initial 
results  have  been  disappointing,  a number 
of  lessons  have  been  learned,  and  the  re- 
sults appear  to  be  improving. 

The  first  lung  allotransplantation  in  man 
was  performed  by  James  Hardy,  M.D.,2 
in  1963.  He  used  the  left  lung  from  a pa- 
tient who  died  of  a myocardial  infarction. 
The  lung  was  placed  in  a patient  with  severe 
emphysema  undergoing  a pneumonectomy 
for  carcinoma.  The  standard  immuno- 
suppressive regimen  of  azathioprine,  acti- 
nomycin,  and  steroids  was  used.  Although 
the  patient  died  eighteen  days  after  opera- 
tion in  renal  failure,  the  lung  apparently 
functioned  well.  There  was  no  evidence 
of  rejection  at  the  time  of  death.  In  the 
same  year,  Magovern  and  Yates3  per- 
formed a lung  transplant  for  the  treatment 
of  emphysema  with  severe  cor  pulmonale. 
The  donor  lung  was  obtained  from  a pa- 
tient dying  of  a cerebral  aneurysm.  Metho- 
trexate was  used  as  the  immunosuppressive 
agent.  The  patient  died  seven  days  later 
of  overwhelming  acute  pneumonia.  A 
study  of  the  sections  of  the  transplant  did 
not  clearly  show  rejection. 

In  1965,  Shinoi  et  al .4  reported  the  trans- 
plantation of  a left  lower  lobe  from  a living 
donor  into  a patient  with  bronchiectasis  and 
hemoptysis.  Azathioprine  steroids  were 
used.  The  lobe  became  congested  and 
was  removed  eighteen  days  later.  It  is 
not  clear  whether  rejection  occurred  or  not. 

In  the  same  year,  Neville  and  Faber6 
performed  a right  lung  transplant.  The 
transplant  was  in  vitro  for  almost  twenty- 
four  hours.  Although  stored  at  4 C.,  acute 
pulmonary  edema  developed  immediately 
after  the  placement  of  the  lung,  and  the 
patient  died  shortly  after  operation. 

White  et  al.6  in  1965,  transplanted  a lung 
from  a patient  dying  of  brain  hemorrhage 
into  a patient  with  end-stage  silicosis. 


Marked  problems  of  ventilation  and  perfu- 
sion were  encountered.  The  patient  died 
with  pneumonitis  and  congestion  seven 
days  after  operation. 

In  1967,  Bticherl7  reported  2 transplants, 
but  there  are  insufficient  data  to  interpret 
his  results.  Both  patients  died  immedi- 
ately after  operation. 

In  1967,  Morris  and  Gago8  transplanted  a 
left  lower  lobe  into  a patient  with  severe 
primary  pulmonary  hypertension.  The 
donor  tissue  was  obtained  from  the  pa- 
tient’s husband.  The  patient  died  shortly 
after  operation  with  hemorrhagic  conges- 
tion of  the  transplant.  While  it  seems 
probable  that  the  cause  of  death  was  edema 
due  to  the  normal  pulmonary  parenchyma  of 
the  transplant  being  subjected  to  high  pul- 
monary artery  pressure,  hyperacute  rejec- 
tion could  not  be  entirely  ruled  out. 

At  least  3 lung  homotransplants  have 
been  performed  in  1968.  Matthew  et  al.9 
reported  survival  of  thirteen  days  in  a 
patient  treated  with  6-mercaptopurine, 
azathioprine,  and  steroids.  Haglin,10  in 
Minneapolis,  performed  a left  lung  trans- 
plant for  recurrent  bronchiolar  carcinoma. 
The  patient  died  immediately  after  the  op- 
eration with  a bleeding  diathesis.  Beall,11 
of  Houston,  treated  a patient  with  alpha-1 
globulin  deficiency  and  pulmonary  emphy- 
sema with  a left  lung  transplant  obtained 
from  a patient  dying  of  head  trauma. 
Antilymphocyte  globulin  was  the  major  im- 
munosuppressive agent.  The  patient  died 
twenty-seven  days  after  operation  with  a 
herpes  infection  of  the  lung. 

I believe  we  can  summarize  the  situation 
by  indicating  that  our  technics  of  transplan- 
tation are  adequate  and,  while  we  are  still 
having  problems  with  immunosuppressive 
therapy  and  superinfection,  that  the  situa- 
tion is  likely  to  improve  in  the  near  future. 
The  current  developments  in  the  tissue- 
typing field  should  provide  valuable  aids  to 
lung  transplantation.  As  with  other  or- 
gans, the  donor  supply  remains  a problem; 
but  since  the  lung  can  be  obtained  up  to  two 
hours  after  death,  a cadaver  can  be  used  as 
a source  successfully.  The  lung  can  be  pre- 
served up  to  forty-eight  hours  in  vitro,  but 
for  a practical  transplantation  program  to 
be  effective  long-term  methods  of  preserva- 
tion will  be  needed.  Many  problems  must 
yet  be  solved  in  the  experimental  labora- 
tory, but  continued  carefully  studied  se- 
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leeted  human  transplants  appear  to  be 
justified. 
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Human  Cardiac 
Transplantations 

Recent  Observations 

EUGENE  DONG,  JR.,  M.D. 
Palo  Alto,  California 

From  the  Division  of  Cardiac  Surgery, 
Stanford  Medical  Center 

I would  like  to  review  for  you  our  ex- 
periences at  Stanford  University  with  clin- 
ical and  experimental  heart  transplanta- 
tion. We  list  the  problems  as  we  analyzed 
them  in  1960.  They  are  (1)  development 
of  a surgical  technic,  (2)  demonstration  of 
adequate  post-transplantation  function  in 
the  presence  of  extrinsic  cardiac  denerva- 
tion, (3)  support  of  the  host  during  excision 
and  replacement,  and  (4)  identification  and 
treatment  of  homograft  rejection. 

Surgical  technic 

A major  problem  with  the  surgical  tech- 
nic in  the  cardiac  transplant  is  the  need  for 
orthotopic  replacement.  Renal  transplan- 
tation which  is  essentially  an  end-to-end 
single  vessel  anastomosis  was  carried  out  in 
the  early  1900s.  It  was  then  demonstrated 
that  such  a kidney  could  perform  its  meta- 
bolic functions  placed  anywhere  in  the  body 
in  which  it  was  possible  to  make  a safe 
anastomosis.  This,  however,  did  not  apply 
to  the  heart  because  of  its  necessarily  cen- 
tral location.  The  surgical  problems  in 
transplanting  the  heart  further  involve  four 
different  problems:  (1)  the  avoidance  of 

multiple  venous  anastomoses,  (2)  post- 
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transplantation  thrombosis  on  the  suture 
lines,  (3)  adequate  graft  preservation,  and 
(4)  careful  attention  to  the  avoidance  of  air 
emboli.  The  surgical  technic  developed  at 
Stanford  consists  of  the  following  points; 
first  peripheral  venous  cannulation  was 
used  and  the  internal  jugular  and  common 
femoral  veins  were  cannulated  with  large 
plastic  catheters  and  passed  through  the 
venous  system  to  the  level  of  the  heart. 
The  veins  were  then  obstructed.  The 
blood  was  diverted  into  a venous  reservoir. 
It  was  then  oxygenated  with  a Kay-Cross 
rotating  disk  oxygenator,  and  the  blood  re- 
turned into  the  common  femoral  artery. 
The  critical  innovation  which  improved  the 
surgical  technic  a great  deal  was  the  concept 
of  atrial-to-atrial  anastomoses  rather  than 
venous  anastomoses.  In  contrast  to  previ- 
ous investigators,  Norman  Shumway, 
M.D.,  and  Richard  Lower,  M.D.,  con- 
ceived the  idea  of  removing  the  heart  from 
the  recipient  by  cutting  through  atrium  so 
that  the  ostia  of  the  superior  and  inferior 
vena  cavae  and  the  ostia  of  the  pulmonary 
veins  would  be  left  attached  to  a small  rim 
of  atrium  and  the  posterior  atrial  wall. 
The  donor  heart  is  removed  by  transecting 
the  superior  and  inferior  vena  cavae  and 
through  the  pulmonary  veins.  The  poste- 
rior atrial  wall  of  the  donor  is  then  opened 
on  the  right  side  by  incising  from  the  in- 
ferior vena  cava  ostia  to  the  base  of  the 
right  atrium.  The  superior  vena  cava  is 
ligated.  The  left  atrial  posterior  wall  is 
opened  by  connecting  the  superior  pulmo- 
nary veins  and  the  inferior  pulmonary 
veins.  This  procedure  protects  the  sino- 
atrial node  and  preserves  a greater  quantity 
of  atrial  tissue.  The  usual  situation  is  that 
the  posterior  atrial  remnant  of  the  recipient 
is  greatly  enlarged,  whereas  the  atria  of  the 
donor  heart  coming  from  a presumably 
normal  individual  is  generally  small. 
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Post-transplantation  function 

Cardiac  output.  The  first  point  to  in- 
vestigate postoperatively  was  cardiac  func- 
tion. We  noted  that  on  the  first  post- 
transplant day  the  average  cardiac  output 
in  6 animals  averaged  50  cc.  per  kilogram 
per  minute.  This  is  50  per  cent  of  the 
normal  resting  cardiac  output.  By  the 
fifth  post-transplant  day,  however,  cardiac 
output,  as  measured  by  indicator  dilution  in 
unanesthetized  animals,  rose  to  normal 
levels  without  the  use  of  cardiotonic  agents. 

Heart  rate.  Following  transplanta- 
tion the  heart  rate  variance  becomes  very 
low,  a normal  animal  has  a respiratory  sinus 
arrhythmia  and,  in  addition,  changes  its 
heart  rate  with  motion  and  excitement. 
The  heart  rate  of  a transplant  dog  is  gen- 
erally very  constant  although  it  varies 
slowly  over  long  periods  of  time  and  will  in- 
crease with  exercise.  The  RR  interval  in  a 
resting  animal  may  change  no  more  than  10 
to  20  milliseconds  over  several  hours. 
However,  during  exercise  as  previously 
stated  there  is  a significant  increase  in  heart 
rate  probably  due  to  the  secretion  of 
catechol  amines  from  peripheral  neural 
junctions  and  from  the  adrenal  glands. 
This  is  indicated  by  the  observation  that  in 
the  presence  of  beta-adrenergic  blockade 
the  heart  rate  does  not  rise  to  the  same  level 
when  these  animals  are  exercised. 

Control  of  blood  volume.  Twenty- 
four  animals  were  studied  at  variable  pe- 
riods before  and  after  cardiac  autotrans- 
plantation. The  normal  blood  volume  was 
82  cc.  per  kilogram  and  the  plasma  vol- 
ume was  56  cc.  per  kilogram.  There  is 
an  increase  in  blood  volume  in  trans- 
plants of  approximately  20  per  cent 
which  is  almost  all  caused  by  an  increase 
in  plasma  volume.  Under  chloralose  ure- 
thane anesthesia  and  given  60  cc.  of  sa- 
line solution  per  kilogram  in  ten  minutes, 
we  found  that  the  normal  animals  would 
excrete  40  per  cent  of  the  infused  volume  by 
one  hour,  but  the  transplant  animals  will 
excrete  only  10  per  cent.  We  believe  that 
the  main  reason  for  the  decreased  diuresis  is 
that  the  animals  do  not  have  normal  motor 
control.  When  25  per  cent  of  their  blood 
volume  is  transfused  with  homologous 
blood,  normal  animals  will  increase  their 
heart  rate  from  130  to  147,  and  the  cardiac 
output  will  increase  from  3.9  L.  per  minute 


to  almost  6 L.  per  minute  or  an  increase  of 
50  per  cent.  Transplant  animals,  however, 
do  not  change  their  heart  rate  with  a vol- 
ume load  and  increase  their  cardiac  output 
only  slightly  (12  per  cent). 

Neural  regeneration.  One  year  after 
cardiac  autotransplantation  there  is  a re- 
turn of  the  respiratory  sinus  arrhythmia. 
Electrical  stimulus  of  the  vagus  nerve  and 
the  stellate  ganglion  results  in  bradycardia 
and  tachycardia  respectively.  The  time 
constants  of  the  responses  are  indicative  of 
a direct  neural  effect. 

Rejection 

We  have  demonstrated  a satisfactory 
surgical  technic  including  the  use  of  hypo- 
thermia for  myocardial  preservation,  docu- 
mented the  acute  post-transplantation 
physiologic  alterations,  and  finally  docu- 
mented the  return  of  central  nervous  system 
control  of  the  heart.  This  returns  us  then 
to  the  problem  of  rejection.  Cardiac  rejec- 
tion does  not  appear  to  be  different  from 
that  of  other  organs.  Histologically,  there 
is  early  swelling  of  the  intima  and  capillary 
permeability  with  infiltration  of  lympho- 
cytes and  other  mononuclear  cells  around 
the  vessels.  This  is  followed  by  interstitial 
hemorrhage  and  myocytolysis.  The  le- 
sions of  the  vessels  are,  as  previously  stated, 
intimal  swelling,  capillary  permeability, 
medial  necrosis  which  is  segmental  in  na- 
ture, and  ultimately  fibrinoid  degeneration 
of  the  walls  of  the  arteries;  in  long-term 
survivors  there  is  intimal  proliferation. 

The  diagnosis  of  rejection  in  the  experi- 
mental animal  rests  heavily  on  observations 
in  the  electrocardiogram.  Up  to  five  days 
before  death  there  is  generally  a nondescript 
random  variation  of  R-wave  voltage  in  lead 
II,  and  after  that  there  is  a steady  decline. 
If  the  animals  are  immediately  treated  fol- 
lowing transplantation  with  azathioprine 
and  prednisone,  in  most  cases  the  R-wave 
fall  does  not  appear  until  R is  discontinued. 
In  contrast,  when  animals  are  not  treated 
immediately  and  followed  with  a daily  elec- 
trocardiogram, a steady  decline  can  be 
noted  again  in  QRS  complex  which  is  re- 
versed by  the  administration  of  azathio- 
prine and  methylprednisolone. 

Using  intermittent  therapy  based  on  elec- 
trocardiographic observations,  it  is  possible 
to  extend  the  survival  of  transplants  rou- 
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finely  to  three  or  four  months,  some  to 
six  months,  and  2 to  one  year. 

Human  clinical  transplantation 

Surgical  technics  for  cardiac  transplanta- 
tion in  man  differs  to  a small  extent  from 
those  used  in  the  experimental  animal.  In 
our  first  cases  we  originally  used  the  same 
technics  such  as  peripheral  venous  cannula- 
tion  and  femoral  artery  return  for  cardio- 
pulmonary bypass,  forming  the  posterior 
walls  by  incising  between  the  pulmonary 
veins  and  the  superior  and  inferior  vena 
cavae.  We  noted,  however,  that  there  is  an 
incidence  of  complications  due  to  the 
femoral  area  incision,  and  we  have  since 
modified  it  to  do  both  arterial  and  venous 
cannulations  centrally  as  discussed  earlier. 
In  4 patients  we  have  noted  that  the  cardiac- 
output  as  measured  by  dye  dilution  is 
within  normal  range  for  resting  normal 
adults  in  the  first  three  days  following  trans- 
plantation. One  patient  underwent  cardiac 
catheterization  three  weeks  following  trans- 
plantation, cardiac  output  increased  nor- 
mally with  exercise,  and  the  pulmonary 
artery  pressure  was  within  normal  limits 
and  increased  with  exercise.  The  kinds  of 
patients  we  have  operated  on  suffered  with 
end-stage  coronary  artery  disease  or  end- 
stage  cardiomyopathy. 

Diagnosis  of  rejection  in  man 

Diagnosis  involves  the  use  of  three 
different  modalities:  (1)  eleetrocardiog- 


Question  and 


Dr.  Rapaport:  There  are  quite  a few 

questions,  of  course,  that  arise  from  the 
presentations.  I was  wondering,  Dr.  Blu- 
menstock,  how  you  felt  about  the  trans- 
plantations of  a virus-laden  organ?  Might 
that  not  constitute  a particularly  bad  prob- 
lem with  regard  to  the  lung?  It  might  be 
responsible  for  the  results  observed  in  many 
cases.  I was  also  wondering  what  your 
opinion  might  be  of  the  currently  popular 
concept  of  transplanting  lungs  and  heart  en 
bloc. 


raphy,  (2)  sonoeardiography,  and  (3) 
phonocardiography.  Electrocardiographic- 
observations  of  rejection  include  early 
change  in  voltage,  a rightward  shift  in 
frontal  plane  axis,  and  atrial  arrhythmias. 
Sonocardiographic  observations  demon- 
strate increase  in  posterior  wall  thickness, 
increase  in  total  heart  size,  and  the  appear- 
ance of  an  enlarging  right  ventricular 
cavity.  On  phonocardiography  an  S-3 
gallop  may  be  demonstrable.  Occasionally 
on  roentgenogram  there  will  be  gross  en- 
largement, and  clinically  there  may  be 
fever,  lethargy,  and  malaise.  These  latter 
signs  are  generally  late  as  are  gains  in  body 
weight,  diminished  creatinine  clearance,  or 
relative  hypotension. 

Results 

Of  12  patients  who  were  accepted  for 
transplantation  but  who  were  not  operated 
on  for  one  reason  or  another,  the  longest 
survival  was  three  months  with  an  average 
survival  of  one  month.  In  11  patients  who 
were  operated  on,  4 were  still  alive  seven, 
five,  four,  and  two  months,  respectively, 
following  transplantation.  Three  of  the 
four  have  returned  home  and  have  un- 
restricted activity.  The  major  postopera- 
tive complications  have  been  infections,  to 
be  expected  from  the  general  immunosup- 
pression utilized.  Future  work  lies  in  the 
area  of  improved  preoperative  organ  match- 
ing and  more  specific  post-transplant  im- 
munosuppression. 


Answer  Period 


Dr.  Blumenstock:  With  regard  to 

your  first  question,  I think  the  present 
results  are  encouraging.  Obviously,  all  of 
these  patients  have  gone  through  a rela- 
tively short  period  of  time,  and  I think  this 
is  still  a moot  point.  I think  one  of  the 
reasons  why  specific  methods  should  be 
devised  to  replace  the  current  ones  is  that 
there  is  no  special  concept  that  we  use  now. 
This  is  all  right  for  the  moment,  but  I think 
more  work  should  be  done.  I have  had  no 
real  experiences  with  heart  and  lung  trans- 
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plants.  Dr.  Dong  and  N.  E.  Shumway, 
M.D.,  did  some  of  these  and  I think  they 
had  short-term  survivals.  It  has  been  a 
problem.  I think  I ought  to  pass  that 
question  over  to  Dr.  Dong. 

Dr.  Dong:  Our  problems  were  related 

to  technic.  A few  dogs  survived  three  to 
four  days,  but  they  had  a gastric  problem 
due  to  the  vagotomy.  I think  it  is  an  inter- 
esting concept  and  ought  to  be  worked  out 
more  in  laboratory  animals.  We  think  that 
the  heart  and  the  lung  is  more  than  twice 
the  problem  of  heart  transplants  alone. 

A Voice:  Dr.  Dong,  I just  wondered 

about  two  questions  that  keep  reoccurring 
at  every  meeting  at  which  heart  transplants 
are  discussed.  First,  at  what  point  should 
the  intern  refer  his  patient  to  the  surgeon 
for  transplantation,  and  at  what  point 
should  the  patient  be  placed  on  transplant 
alert?  Second,  with  regard  to  the  heart 
transplant  rejection  crisis,  there  seems  to  be 
a rather  marked  difference  of  opinion  be- 
tween your  group  findings  and  particulars 
and  the  St.  Louis  group  who  do  not  seem  to 
place  any  reliance  on  the  electrocardiogram 
as  an  indication  of  the  rejection  crisis.  I 
was  wondering  what  your  thoughts  were 
and  the  reason  for  this  discrepancy? 

Dr.  Dong:  I will  start  with  your  second 

question  first  because  I have  been  asked 
that  many  times.  I cannot  explain  the 
variance  of  the  St.  Louis  group.  I think 
that  we  know  that  a change  in  the  voltage 
can  be  caused  by  many  things  besides  rejec- 
tion. That  does  not  mean  that  it  is  not  a 
good  indication  of  rejection.  We  have  not 
seen  any  animals  die  of  rejection  without 
changes  occurring  in  the  electrocardiogram. 
We  have  seen  false  positives.  We  have 
seen  instances  in  which  the  voltage  would 
fall  and  there  was  no  rejection.  An  auto- 
graft record  can  show  the  voltage  going 
from  top  to  bottom,  with  a 2-mm.  differ- 
ence. This  shows  a greatly  magnified 
variation,  and  it  is  obvious  that  you  must 
have  your  own  standard  of  what  you  think 
is  normal.  We  have  seen  these  changes, 
and  I have  demonstrated  them  both  in  man 
and  in  laboratory  animals;  therefore,  the 
electrocardiogram  forms  the  primary  diag- 
nosis of  rejection. 

I would  like  to  emphasize  that  fact  be- 
cause we  have  one  patient  who  had  a fall  in 
QRS  voltage  without  any  mechanical  signs 
of  rejection.  When  we  did  a biopsy,  it 


showed  histologic  rejection.  I think  this 
one  patient  demonstrates  the  utility  of  the 
QRS  magnitude. 

A Voice:  Is  there  any  difference  in  the 

way  in  which  left  ventricular  hypertrophy  is 
evaluated  and  why  some  people  believe  that 
that  is  more  of  an  indication  of  rejection? 

Dr.  Rapaport:  I would  like  to  point 

out  one  thing  with  regard  to  heart  trans- 
plants or  any  other  kind  of  transplants.  It 
may  not  be  a wise  thing  to  hang  one’s  hat  on 
a single  criterion.  This  is  especially  true 
when  enzymes  are  concerned  since  they  are 
very  variable,  including  laboratory  error. 
I would  certainly  agree  with  Dr.  Dong  that 
the  electrocardiogram  is  quite  important. 
However,  I would  think  that  the  electro- 
cardiogram alone  is  not  sufficient.  At 
times  there  may  be  local  variables.  There 
could  just  be  heart  failure  or  something 
else.  I am  trying  to  say  here  that  we 
should  fight  against  the  concept  of  a single 
criterion  especially  if  it  is  only  a laboratory 
criterion.  As  Dr.  Dong  has  said,  one  has  to 
evaluate  the  patient  himself  and  look  at  the 
entire  picture. 

A Voice:  At  this  point  would  you  reject 

a donor  on  the  basis  of  leukocyte  incom- 
patibility? 

Dr.  Dong:  Yes,  we  have  on  that  basis. 

A Voice:  I am  not  talking  about  toxic 

cytoincompatibility. 

Dr.  Dong:  Leukoagglutination. 

Dr.  Rapaport:  The  difference  between 

the  antigens  as  recognized  by  Charles 
Dosset,  M.D.,  and  those  recognized  by 
Terasaki  on  lymphocytes  is  one  of  nomen- 
clature. The  same  technics  were  per- 
formed. I might  add  that  I have  just  re- 
turned from  Paris  where  I spent  a day  with 
Dr.  Dosset,  including  a delightful  afternoon 
with  Father  Volun  who  received  his  heart 
eight  months  ago. 

All  of  France  today,  including  the  Mar- 
seille group,  are  doing  a typing  of  their 
recipients  and  are  not  doing  incompatible 
kidney  transplants. 

A Voice:  Doctor,  are  there  any  studies 

with  the  epicardial  leads  compared  with 
routine  electrocardiographic  leads? 

Dr.  Dong:  No,  there  have  not  been. 

In  our  studies,  the  epicardial  lead  has  gone 
in  the  opposite  direction  of  a surface  lead  on 
a couple  of  occasions  in  which  we  know  re- 
jection to  be  going  on.  So,  I do  not  know 
what  is  happening  just  yet.  I should  like 
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to  return  to  one  point  about  the  lactic 
dehydrogenase.  The  reason  why  we  think 
that  probably  it  would  not  be  useful  in  an 
early  stage  of  rejection  is  because  you  do  not 
see  myocytolysis  until  later,  and  I would 
expect  that  the  lactic  dehydrogenase  en- 
zymes are  coming  from  the  heart  as  a result 
of  cellular  damage  or  cellular  death.  1 
think  these  are  physiologic  findings,  prob- 
ably due  to  physiologic  interference. 

A Voice:  Dr.  Dong,  in  what  stage  is  a 

patient  ready,  or  should  he  be  referred  and 
placed  on  transplant  alert? 

Dr.  Dong:  At  the  present  time  the 

indications  are  very  unclear.  The  first 
thing  we  ask  the  patient  is.  Are  you  satisfied 
with  the  treatment  that  has  been  offered  to 
you?  I think  that  is  probably  the  strongest 
indication.  There  are  many  people  with 
chronic  end-stage  diseases  who  would  just 
as  soon  survive  as  is.  The  attitude  of  the 
patient  is  important. 

The  second  major  consideration  is  how 
well  the  patient  accepts  the  fact  that  he  is 
going  to  have  to  live  in  the  area  of  the 
hospital  center.  At  least  our  belief  is  that 
most  patients  for  the  first  year  or  so  will  be 
treated  as  research  patients  and  will  have  to 
live  close  to  the  cardiac  transplant  center. 

We  are  looking  for  specific  types  of  dis- 
eases. We  are  looking  for  patients  with 
myocardial  and  coronary  diseases.  We  are 
not  looking  for  patients  with  valve  diseases 
as  candidates  for  transplantation.  There 
has  been  a suspicion  that  the  myocardial 
group  are  susceptible  to  rejection,  based  on 
the  early  experience  in  Richmond  and 
Houston.  We  have  2 patients  now,  1 at 
three  months  and  1 at  four  weeks;  both  had 
been  diagnosed  as  myocardiopathic  sub- 
jects. Both  have  shown  early  rejection 
which  was  reversed.  I would  say  that  the 
indications  for  transplantation  are  (1)  a 
failure  of  any  treatment  available  and  (2) 
what  the  patient  wants  in  relation  to  his 
disease. 

A Voice:  Rapa  port  gave  us  the  figures 

that  say  that  in  kidney  transplants  he 
would  need  127  donors  for  any  recipient 
to  achieve  a perfect  match.  Any  donor 
kidney  would  have  less  than  a 5 per  cent 
chance  of  not  being  rejected.  With  10  car- 
diac transplants,  that  would  bring  you  into 
the  field  of  something  like  1,200  donors,  if 
one  accepts  perfect  leukocyte  compatibility 
as  one  of  the  criteria. 


Dr.  Dong:  Let  me  talk  about  the  rela- 

tionship of  kidney  transplants  and  heart 
transplants.  With  the  kidney,  I think  you 
are  obligated  at  this  stage  of  the  game  to 
take  into  account  the  matching,  mainly 
because  you  have  an  organ  which  will  pro- 
long life  indefinitely.  If  you  do  not  trans- 
plant, if  you  reject  a kidney  donor  on  the 
basis  of  a mismatch,  you  still  have  a patient 
who  can  survive  at  a 90  per  cent  rate  for  a 
year.  In  our  area  with  heart  transplants 
and  we  had  12  such  patients),  all  who  did 
not  receive  transplants  were  dead  in  three 
months.  These  were  patients  who  were 
completely  prepared  for  transplants.  We 
would  like  to  take  advantage  of  the  ad- 
vances made  in  this  particular  field,  and  yet 
you  still  have  the  clinical  problem  of  not 
being  able  to  support  the  paients  for  a long 
enough  period  of  time.  I believe  you  have 
to  accept  some  mismatches,  at  least  to  in- 
vestigate the  first  part  of  this  heart  trans- 
plant field.  What  are  the  diagnostic  points 
of  rejection  and  what  kind  of  fix  are  we 
going  to  get  into  after  the  transplantation  in 
the  early  stages. 

I might  point  out  that  this  is  why  the 
current  method  of  developing  an  artificial 
heart  has  been  so  intensified.  Until  we 
find  some  way  of  assisting  the  transplant 
surgeon  with  an  artificial  heart,  we  will  be  in 
a very  unfavorable  position  unless  the  in- 
ternist is  willing  to  give  up  his  heart  trans- 
plant candidate  at  least  several  weeks 
before  the  patient  really  needs  his  trans- 
plant. 

Dr.  Dubos  had  29  candidates  for  trans- 
plantation who  had  been  fully  typed  and 
who  were  on  alert  in  the  City  of  Paris,  but 
he  lost  one  third  of  this  group  that  he  was 
maintaining  over  a period  of  four  weeks. 
This  means  that  these  patients  are  given  to 
the  surgeon  too  late,  which  again  brings  us 
to  the  question  of  when  can  the  surgeon  say 
to  the  candidate,  “This  is  it.”  With  regard 
to  this  question  I would  like  to  ask  Dr. 
Blumenstock  what  the  indications  are  for 
the  lung  transplants. 

Dr.  Blumenstock:  I think  just  as  with 

heart  transplantations,  there  is  the  group 
that  is  really  terminal  in  lung  transplants. 
We  had  a number  of  these  patients  and, 
again  because  of  the  donor  problem  and 
other  problems,  they  did  not  come  to  clin- 
ical transplantation;  they  are  all  dead.  It 
is  hard  to  be  absolutely  sure,  but  I think  we 
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can  pinpoint  pretty  well  the  group  that  is 
going  to  be  dead  in  six  months.  I think 
that  the  lung  transplanter  faces  a specific 
problem  here  because  of  the  natural  history 
and  pattern  of  chronic  pulmonary  disease. 
We  believe  that  the  transplant  should  not 
be  done  during  a pulmonary  crisis  but  that 
we  should  get  the  recipients  over  this 
episode  and  then  proceed.  It  is  very  diffi- 
cult to  convince  people  that  we  have  pushed 
too  hard  because  we  believe  that  there  are 


going  to  be  improved  methods  coming 
along.  I think  we  will  be  able  to  do  better. 

A Voice:  Dr.  Rapaport,  how  often  do 

you  think  in  chance  matches  you  get  a pro- 
longed survival? 

Dr.  Rapaport:  I do  not  think  that  for 

any  of  the  major  organs  this  will  really  be  a 
possibility.  Actually,  the  one  organ  in 
which  this  could  be  a possibility,  because  it 
is  one  organ  that  has  the  least  antigenicity, 
would  be  the  brain. 
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T oxoplasmosis  is  caused  by  the  obligate 
intracellular  parasite  Toxoplasma  gondii, 
which  was  first  seen  in  1909  by  Nicolle  and 
Manceaux1  in  a North  African  rodent  and 
almost  simultaneously  by  Splendore2  in 
Brazil  in  rabbits.  The  manner  in  which 
man  acquires  the  infection  is  not  clear,  but 
there  is  substantial  evidence  that  ingestion 
of  meat — pork,  mutton,  beef,  and  chicken — 
may  be  responsible.  At  least  5 different 
clinical  syndromes  of  the  disease  have  been 
described:  congenital;  acute,  adult  ty- 

phus-like; chorioretinitic;  asymptomatic; 
and  adult  lymphadenitic. 

Population  surveys  using  serologic  test- 
ing have  shown  that  this  is  an  extremely 
common  infection;  the  prevalence  varies 
considerably,  however,  in  different  parts  of 
the  world.  Feldman3  demonstrated  that 
in  the  United  States  17  to  35  per  cent  of 
populations  studied  were  infected.  In  our 
institution  25  per  cent  of  medical  students 
and  35  per  cent  of  the  departmental  staff 
have  significant  antibody  titers  to  the  para- 
site.4 In  contrast,  toxoplasmosis  as  a 
disease  has  seldom  been  recognized  in 
adults.  At  The  New  York  Hospital  only  1 
case  of  acquired  toxoplasmosis  had  been 
diagnosed  prior  to  1964.  In  the  following 
three  years  a firm  diagnosis  of  acquired 
toxoplasmosis  was  made  in  38  adults. 


TABLE  I.  Serologic  studies  in  toxoplasmosis 
in  931  patients 


Study 

Patients 

Per  cent 

Negative  Sabin-Feld- 

man dye-test  results 

525 

56 

Titers  of  1:4  to  1:64 

352 

38 

Titers  of  1 :256  or  higher 

54 

6 

Titers  of  1:256  or 
higher;*  comple- 
ment-fixation titers  of 
1 :8  or  higher f 

38 

4 

* Sabin-Feldman  dye  test  titers  ranged  from  positive  in 
serum  dilution  1 : 256  to  1 : 16,000;  the  median  titer  was 
1 : 1,024. 

t Complement-fixation  titers  ranged  from  positive  in  serum 
dilution  1 : 8 to  1 : 512;  the  median  titer  was  1 : 32. 


These  manifested  a rather  uniform  clinical 
and  laboratory  pattern  which,  if  recognized, 
can  lead  to  a much  more  frequent  diagnosis 
of  toxoplasmosis. 

Methods 

The  patients.  In  1965,  the  Sabin- 
Feldman  dye  test  and  the  complement- 
fixation  test  were  made  available  to  The 
New  York  Hospital,  and  general  interest 
in  the  subject  of  toxoplasmosis  was  aroused. 
During  the  next  three  years  specimens  on 
931  patients  were  submitted  for  serologic 
study  for  various  reasons  (Table  I).  Of 
these  patients  38  per  cent  had  low-titer 
positive  test  results  similar  to  the  range 
noted  in  population  surveys.  Fifty-four 
patients  had  dye-test  titers  of  1 : 256  or 
higher.  Of  these,  38  also  had  a comple- 
ment-fixing titer  of  1:8  or  higher  or  a 
changing  antibody  titer  and  were  consid- 
ered to  meet  the  usual,  albeit  strict,  sero- 
logic criteria  for  the  diagnosis  of  recently  ac- 
quired toxoplasmosis. 

Twenty-two  of  the  38  patients  sought 
medical  care  because  of  concern  about 
enlarged  cervical  lymph  nodes.  Nine  others 
had  initial  complaints  of  fever  and  malaise; 
4 of  these  were  admitted  to  the  hospital  for 
evaluation.  Seven  patients  were  admitted 
to  the  hospital  for  a specific  system  disease: 
4 relating  to  the  heart,  2 with  chorioretini- 
tis, and  1 with  seizures  and  lymphocytosis 
of  the  spinal  fluid. 

Serologic  technics.  The  Sabin-Feld- 
man dye  test  and  the  complement-fixation 
test  have  been  shown  by  numerous  investi- 
gators to  be  outstandingly  specific  for 
Toxoplasma  antibodies.5-9  The  Sabin- 
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FIGURE  1.  Toxoplasma  antibody  tests.  Change 
of  titer  with  time. 


Feldman  dye  test  antibody  first  increases 
to  high  titers  then  gradually  decreases 
over  several  years  but  remains  positive  in 
low  titers.  The  complement-fixing  anti- 
body titer  increases  shortly  after  that  of 
the  dye  test,  reaches  titers  of  1:16  or 
higher,  and  usually  becomes  negative 
within  a few  years.  Using  this  information, 
one  can  detect  recent  Toxoplasma  gondii 
infection  in  patients  with  high  dye-test 
titers,  elevated  complement-fixation  titers, 
or  changing  antibody  titers.  A schematic- 
logarithmic  diagram  of  the  antibody  re- 
sponse after  infection  is  recorded  in  Figure 
1;  we  have  found  it  extremely  useful  in 
evaluating  the  probable  duration  of  the 
disease. 

Isolation  of  parasite.  When  isolation 
of  the  parasite  was  attempted,  it  was  done 
by  peritoneal  inoculations  of  the  tissue 
suspension  into  4 white  mice  (CFW  strain). 
Two  mice  were  sacrificed  seven  to  ten 
days  after  inoculation  and  smears  (touch 
preparation ) from  lung  and  peritoneal 
exudate  were  examined  for  Toxoplasma 
gondii  (Fig.  2).  When  isolation  was  suc- 
cessful the  parasite  was  usually  found  at 
this  time.  If  the  examination  result  was 
negative,  the  peritoneal  exudate  and  sus- 
pension of  spleens  were  passed  to  4 addi- 
tional mice.  The  2 remaining  mice  from 
the  original  inoculation  were  sacrificed  six 
weeks  after  inoculation,  bled  from  the 
orbital  sinus  for  serologic  testing,  and  ex- 
amined for  T.  gondii  cysts  of  the  brain. 
The  4 blind-passage  mice  were  examined 
by  the  same  schedule  as  those  originally 
inoculated.  In  only  1 of  the  11  successful 
isolations  was  the  organism  demonstrated 
by  blind  passage  alone.  In  this  instance 
the  serologic  test  results  of  1 of  the  mice 


FIGURE2.  Toxoplasma  gondii  in  peritoneal  exu- 
date of  a mouse  inoculated  with  lymph  node  from 
a patient  with  toxoplasmosis. 
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FIGURE  3.  Clinical  manifestations  of  toxoplasmo- 
sis. 


were  positive  when  examined  six  weeks 
after  the  original  inoculation. 

Results 

Clinical  manifestations.  The  clinical 
manifestations  of  toxoplasmosis  are  re- 
corded in  Figure  3.  Of  the  patients,  90 
per  cent  had  significantly  enlarged  lymph 
nodes.  Forty  per  cent  noted  fatigue  or 
malaise  and  37  per  cent  varying  degrees 
of  fever. 

The  peak  incidence  of  infection  occurred 
between  ages  sixteen  to  twenty-five  years. 
The  youngest  patient  was  age  ten  and  the 
oldest  age  fifty-seven.  The  ratio  of  males 
to  females  was  1 to  1 . 

Prominent  physical  signs  are  recorded 
in  Figure  4.  Ninety  per  cent  had  lym- 
phadenopathy  (Fig.  5).  Lymph  nodes  were 
usually  rubbery  and  nontender,  although 


2238  New  York  State  Journal  of  Medicine  / August  15,  1969 


Frequency  % 38  Patients 

0 20  40  60  80  100 

1  1 1 1 1 1 


Lymphadenopathy 

34  : 

Splenomegaly 

12 

Hepatomegaly 

1? 

Rash 

4 

Pharyngitis 

I 

FIGURE  4.  Physical  signs  in  toxoplasmosis. 


occasionally  they  were  slightly  ten- 
der. In  97  per  cent  of  the  patients 
with  enlarged  lymph  nodes,  the  lym- 
phadenopathy  was  cervical,  almost  always 
posterior  cervical.  Axillary  lymph-node 
enlargement  was  noted  in  25  per  cent  and 
slight  hilar  lymphadenopathy  on  x-ray 
film  in  only  1 patient.  The  spleen  was 
palpable  in  32  per  cent  of  the  patients, 
usually  transiently.  The  liver  was  en- 
larged in  32  per  cent  but  not  tender.  A 
maculopapular  rash  was  observed  in  11 
per  cent  of  the  patients  and  a mild  ery- 
thema of  the  pharynx  noted  in  8 per  cent. 

Serologic  data.  The  serologic  data 
is  summarized  in  Table  II.  During  the 
period  when  these  tests  were  being  done, 
exchanges  were  made  with  the  National 
Institutes  of  Health  Laboratory  at  Be- 
thesda,  Maryland.  Our  dye  tests  tended 
to  be  somewhat  lower  in  titer,  so  that  the 
results  reported  are  somewhat  conserva- 
tive. Currently,  we  have  been  using  Feld- 
man’s micromodification  method  for  the 
dye  test  which  gives  results  fourfold,  one 
tube,  higher  than  those  reported  in  this 
series. 10 

Blood  counts  showed  a slight  lympho- 
cytosis, monocytosis,  or  eosinophilia  in  the 
majority  of  cases.  Atypical  lymphocytes 
were  present  in  20  per  cent  of  the  patients 
but  were  described  as  rare  or  infrequent  in 
all  but  2 cases.  The  heterophil  antibody 
test  result  was  negative  in  all  of  31  patients 
tested.  Liver  function  tests  done  included 
serum  glutamic  oxaloacetic  transaminase 
in  13  patients,  serum  glutamic  pyruvic 
transaminase  in  10,  and  bilirubin  in  7;  all 
were  normal.  A slight  sulfobromophthal- 
ein  sodium  retention  was  noted  in  the  3 
patients  who  were  tested.  Fever  was  not 
present  at  the  time  of  the  test.  The  uric 
acid  was  slightly  elevated  in  6 of  8 patients 
tested.  Total  serum  protein  and  albumin- 


FIGURE  5.  Photograph  of  enlarged  postauricular 
lymph  nodes.  Toxoplasma  gondii  isolated  from 
this  node. 


TABLE  II.  Summary  of  serologic  data 


Number 

of 

Patients 

Sabin- 

Feldman 

Dye 

Test 

Complement- 

Fixation 

Test 

12 

1:256 

1:8  to  1:256 

13 

1:1,024 

1:8  to  1:256 

11 

1:4,096 

1:8  to  1:512 

2 

1 : 16,000 

1:32  to  1:64 

globulin  ratios  were  normal  in  12  patients 
tested.  Four  of  7 patients  had  a slight 
increase  in  serum  alpha-2  globulin  as  tested 
by  electrophoresis. 

Isolation  of  T.  gondii  was  attempted  on 
45  specimens  from  22  patients.  Isolation 
was  accomplished  from  lymph  nodes  only; 
it  was  attempted  on  16  patients  and  suc- 
cessful in  11.  In  those  patients  with 
lymphadenopathy  as  the  primary  manifes- 
tation of  their  disease,  9 of  11  attempted 
isolations  were  successful.  The  organism 
was  not  found  in  blood,  pericardial  fluid, 
bone  marrow,  spinal  fluid,  muscle,  or  other 
tissue,  each  of  which  was  obtained  from  no 
more  than  a few  patients. 

All  but  2 of  26  lymph  nodes  biopsied 
demonstrated  the  nonspecific  histologic 
changes  recognized  as  suggestive  of  toxo- 
plasmosis.11 A histologic  section  of  lymph 
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FIGURE  6.  Photomicrograph  of  a section  of  lymph 
node  with  proliferation  of  reticulum  cells. 


node  which  shows  the  proliferation  of 
eosinophilic  staining  reticulum  cells  as- 
sociated with  this  condition  is  shown  in 
Figure  6. 

Four  of  the  patients  had  serologic  studies 
done  for  toxoplasmosis  at  the  suggestion  of 
the  pathologist  who  was  alerted  to  this 
histologic  pattern.  Toxoplasma  organisms 
were  seen  on  sections  of  the  lymph  node 
from  only  1 patient. 

The  only  disease  to  be  noted  associated 
with  toxoplasmosis  in  this  series  was  lym- 
phoma. This  occurred  in  3 patients.  One 
patient  was  diagnosed  as  having  lymphoma 
before,  1 at  the  same  time,  and  1 a year 
after  the  diagnosis  of  toxoplasmosis.  The 
association  of  toxoplasmosis  with  treated 
and  untreated  disseminated  malignant  lym- 
phoma and  leukemia  is  being  investigated. 

Treatment.  Eleven  of  these  patients 
received  therapy  with  pyrimethamine  and 
triple  sulfonamide.  The  criteria  for  treat- 
ment were  the  presence  of  objective  signs 
such  as  fever,  encephalitis,  chorioretinitis, 
or  pericarditis,  or  significant  subjective 
symptoms  such  as  malaise  or  fatigue. 

The  usual  dosage  was  50  mg.  of  pyri- 
methamine in  the  first  dose,  25  mg.  six 
hours  later,  then  25  mg.  per  day  for  two  to 
three  weeks.  Triple  sulfonamide  was  given 
as  follows:  3 Gm.  in  the  first  dose,  then 
1 Gm.  every  six  hours  for  two  to  three 
weeks.  One  patient  was  given  50  mg.  of 
pyrimethamine  per  day  rather  than  the 
usual  25  mg.  This  patient  was  the  only 
one  who  showed  the  toxic  effects  of  folic 
acid  antagonism. 

Decrease  in  fever  and  improvement  in 


subjective  symptoms  was  usually  noted  in 
five  to  seven  days.  Lymph  node  size  de- 
creased gradually.  Other  patients  who  did 
not  receive  therapy  showed  equally  rapid 
improvement,  although  usually  the  illness 
lasted  several  weeks  and  lymph  nodes 
persisted  for  several  months.  A controlled 
study  will  be  necessary  to  determine 
whether  or  not  treatment  is  indicated  in 
the  relatively  mild  cases. 

Prognosis  for  patients  with  toxoplasmosis 
is  good.  Four  of  the  38  patients  have  died. 
Two  of  these  deaths  were  the  patients  with 
lymphoma,  and  death  was  due  to  progres- 
sion of  this  disease.  The  other  2 deaths 
were  in  cases  of  toxoplasmosis  with  myo- 
cardial disease.  In  neither  case  was  this 
myocardial  process  definitely  proved  to  be 
toxoplasmic  myocarditis. 

One  of  these  patients  was  a young  male 
who  entered  the  hospital  with  heart  failure 
of  unknown  etiology  and  died  four  days 
after  admission.  His  Sabin-Feldman  dye 
test  was  elevated  at  a titer  of  1 : 1,024,  and 
complement-fixation  titer  was  1:8.  Per- 
mission for  autopsy  could  not  be  obtained. 
The  second  case  was  a thirty-six-year-old 
female  with  changing  titers  of  Sabin-Feld- 
man and  complement-fixation  antibodies 
from  July,  1964,  to  June,  1965.  During 
this  period  she  had  palpitations  and  conges- 
tive heart  failure.  Postmortem  examina- 
tion showed  changes  most  compatible  with 
primary  amyloidosis.  Parasites  were  not 
found  in  the  heart  by  routine  microscopic 
examination.  Only  serologic  documenta- 
tion of  the  illness  was  found  in  these  2 cases. 
Thus,  in  this  series,  no  deaths  could  be 
attributed  to  pathologic  changes  caused  by 
the  parasite,  T.  gondii,  alone. 

All  other  patients  improved  gradually. 
One  patient  has  had  recurrent  lym- 
phadenopathy  and  repeated  isolation  of  the 
parasite  from  lymph  nodes  in  spite  of 
therapy. 12,13  Three  patients  with  mild 
symptoms  as  well  as  the  patient  with  docu- 
mented encephalitis  developed  transient 
disturbances  requiring  psychiatric  care. 
There  were  no  localizing  neurologic  signs. 
Whether  or  not  these  changes  were  related 
to  the  Toxoplasma  infection  could  not  be 
documented. 

Comment 

The  manifestations  of  acquired  toxo- 
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TABLE  III.  Differential  diagnosis  of  lymphadenopathy 


Symptoms 

T oxoplasmosis 

Infectious 

Mononucleosis 

Lymphoma 

Lymphadenopathy  without 
other  symptoms 

+ + + 

+ 

+ + + 

Pharyngitis 

+ 

+ + + 

+ 

Monocytosis,  eosinophilia 

+ + + 

+ 

+ + + 

Atypical  lymphocytosis 

+ 

+ + + 4- 

+ 

Anemia 

0 

+ 

+ + + 

Positive  heterophil 

0 

+ + + + 

0 

Altered  liver  function 

0 

+ + + + 

+ + 

Hilar  lymphadenopathy 

+ 

+ 

+ + + 

Lymph  node  histology 

Reticulum 

Germinal 

Bizarre 

cell  1 

follicle  1 

cells 

plasmosis  described  in  this  study  are  con- 
sistent with  those  observed  by  Siim  in  his 
study  done  in  Denmark.14  The  disease 
follows  a rather  typical  pattern  of  lym- 
phadenopathy associated  with  varying  de- 
grees of  fever,  fatigue,  and  malaise.  Spleno- 
megaly was  observed  in  one  third  of  our 
cases  in  contrast  to  the  observations  of  Siim 
who  felt  that  it  was  not  part  of  the 
clinical  syndrome.  We  have  since  observed 
splenomegaly  in  several  additional  cases. 
The  diseases  with  which  toxoplasmosis  is 
most  commonly  confused  are  infectious 
mononucleosis  and  lymphoma.  Differen- 
tial points  which  in  our  experience  allow 
separation  of  toxoplasmosis  from  the  other 
two  diseases  are  shown  in  Table  III. 

Lymphadenopathy  without  any  other 
symptoms  occurs  in  40  per  cent  of  patients 
with  toxoplasmosis;  this  is  unusual  in  infec- 
tious mononucleosis.  Exudative  pharyngi- 
tis, thrombocytopenia,  or  hemolytic  anemia 
have  not  been  seen  in  toxoplasmosis. 
Monocytosis  and  eosinophilia  are  common, 
whereas  a high  percentage  of  atypical 
lymphocytes  is  rare.  The  patients  are  not 
anemic  as  might  be  seen  in  lymphoma. 
The  heterophil  test  result  is  negative,  and 
liver  function  test  results  are  usually  nor- 
mal; both  are  commonly  abnormal  in  infec- 
tious mononucleosis.  Hilar  lymphadenop- 
athy, seen  with  some  frequency  in  lym- 
phoma, is  rare  in  toxoplasmosis.  Biopsy, 
of  course,  usually  settles  the  issue. 

Infection  of  specific  organs  with  the 
parasite  causes  the  relatively  unusual 
symptoms  noted  in  some  patients  in  this 
study  and  is  described  by  numerous  case 
reports  in  the  literature.15-19  Most  com- 
monly, the  central  nervous  system  or  the 
heart  is  involved.  These  are  the  same  sites 


most  seriously  involved  in  congenital  toxo- 
plasmosis. In  acquired  toxoplasmosis,  the 
autopsy  more  often  shows  the  organism  in 
the  heart  (16  of  21  cases)  and  brain  (10  of 
21 ) than  in  any  other  tissues.-0  In  addition 
the  association  of  symptomatic  toxoplasmo- 
sis with  malignancies  seen  in  3 cases  dur- 
ing this  study  is  being  more  frequently 
noted.21,22  This  suggests  that  the  severe 
forms  of  the  disease  in  adults  may  be  de- 
pendent primarily  on  alterations  in  normal 
host  defense  mechanisms.  The  occurrence 
of  unusual  cases,  however,  should  not  obs- 
cure the  rather  clear  clinical  pattern  of 
toxoplasmosis  in  the  adult. 

Of  some  interest  is  the  recent  report  of  an 
epidemic  of  acute  toxoplasmosis  in  five 
medical  students,  all  of  whom  apparently 
acquired  the  disease  on  the  same  night  by 
ingesting  rare  hamburger.  It  has  long  been 
suspected  that  most  individuals  acquire  the 
infection  by  eating  undercooked  pork  and 
mutton,  since  hogs  and  sheep  carry  the  in- 
fection frequently.  The  incrimination  of 
beef,  however,  in  this  fashion  suggests  a 
simple  method  of  prophylaxis;  namely, 
adequate  cooking.23 

Summary 

Toxoplasmosis  is  a common  disease 
occurring  primarily  as  a mild  infection  in 
young  adults.  The  main  clinical  manifes- 
tation is  lymphadenopathy,  usually  pos- 
terior cervical,  with  varying  degrees  of 
fever,  fatigue,  and  malaise.  The  lymph- 
node  biopsy  may  show  eosinophilic  hyper- 
plasia strongly  suggestive  of  the  diagnosis. 
Serologic  tests  are  invaluable  in  detecting 
cases  of  toxoplasmosis.  In  addition,  the 
parasite  can  frequently  be  isolated  from 
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infected  lymph  nodes.  Differentiation  from 
infectious  mononucleosis  and  lymphoma  is 
usually  not  difficult. 
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A STUDY  OF  THE  CHARACTER  STRUCTURE  of 
a group  using  LSD  (lysergic  acid  diethyl- 
amide) was  undertaken  in  a search  for 
psychological  factors  that  may  predispose, 
or  facilitate,  drug  addiction  and  the  use  of 
hallucinogens.  Based  on  clinical  observa- 
tions and  on  the  performance  on  a bio- 
graphical personality  assessment  test,1  a 
few  specific  character  trends  predisposing 
to  LSD  consumption  and  the  psychody- 
namic processes  responsible  for  their  origin 
has  been  identified. 

Methodology 

Subjects.  Fifty  LSD  users  and  50 
abstinent  patients,  chosen  to  match  the 
LSD  users  for  age,  interest,  background, 
and  diagnostic  classification,  served  as 
subjects.  The  100  subjects  were  young 
adults,  sixteen  to  twenty-nine  years  of  age, 
of  both  sexes,  and  of  various  ethnic, 
cultural,  religious,  and  financial  back- 
grounds. Some  were  college  graduates, 
some  college  students,  and  some  were  high- 
school  dropouts.  Ninety  per  cent  of  the 
subjects  were  artists— -painters,  sculptors, 
writers,  musicians,  actors,  dancers — in- 

* Presented,  in  part,  at  the  IV  International  Congress  of 
Group  Therapy,  Vienna,  1968. 


terior  decorators;  carpenters;  or  research 
scientists  or  people  engaged  in  similar 
intellectual  work.  Working  habits  varied 
from  total  idleness  to  full-time  activity. 
Based  on  psychiatric  examination  and  on 
psychological  tests  (Wechsler-Bellevue, 
Rorschach,  Thematic  Apperception  Test,  or 
figure  drawing  ),  the  two  groups  of  subjects 
had  psychoneurotic  disorder,  mixed  type; 
personality  trait  disturbance,  passive-aggres- 
sive type;  adjustment  reaction,  adolescent 
type;  or  schizoid  personality.  All  LSD 
users  suffered  from  rather  severe,  noncyclic 
depression. 

Family  background.  All  subjects  were 
reared  in  middle-class  families  of  various 
income.  At  least  one  of  the  parents 
graduated  from  college  in  60  per  cent  of  the 
cases.  Twenty-five  per  cent  of  the  sub- 
jects were  reared  in  broken  homes  during 
early  childhood.  The  parents  of  the  LSD 
users  were  tense,  anxious,  conscientious, 
hard-working  people  with  a great  sense  of 
responsibility.  They  were  often  depressed. 
They  had  masochistic  tendencies  without 
having  organized  paranoid  trends.  The 
parents  of  the  abstinent  subjects  were 
more  rigid,  more  self-centered,  and  exploita- 
tive, less  self-scrutinizing,  less  masochistic, 
and  more  aggressive.  The  attitude  of  the 
parent  of  the  LSD  user  was  more  generous 
and  overprotecting,  more  concerned,  and 
more  aware  of  the  child’s  needs  than  was 
that  of  other  parents.  Distribution  of  the 
siblings  greatly  varied,  numbering  from  0 
to  5 and  were  of  one  or  both  sexes. 

Drug  consumption.  The  subjects  ra- 
tionalized experimenting  with  LSD  in 
various  ways:  “was  an  attempt  to  fight 

depression,”  “wanted  to  belong  to  a group,” 
“wanted  to  feel  better  about  himself  and 
the  world,”  “wanted  to  experience  mind 
expansion,”  “gain  insight,”  “experience 
something  unusual  and  exceptional,”  “in- 
crease creativity,”  “gain  intellectual 
power,”  or  “gain  insight  into  the  universal 
truth”;  or  he  was  motivated  by  competi- 
tiveness or  subtle  hostility  toward  the 
parent  and  wanted  to  have  an  experience 
parents  did  not  dare  to  undertake.  LSD 
was  previously  consumed  from  8 to  26 
times.  All  LSD  users  also  consumed  mari- 
huana from  2 to  7 times  a week. 

Tests.  The  standard  tests  used  were 
the  Wechsler-Bellevue,  Rorschach,  The- 
matic Apperception  Test,  and  figure-draw- 
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ing  tests.  A test  used  was  the  Biological 
Personality  Assessment  test1  which  was 
developed  from  the  behavioral  question- 
naire of  Thomas,  Chess,  and  Birch,2  from 
the  Mother-Child  Relationship  Evaluation 
Test  of  Roth,3  and  from  the  Family  Adjust- 
ment Test  of  Elias. 4 The  test  consisted  of 
300  questions  regarding  the  subject  and 
the  parents  during  the  subject’s  infancy  and 
the  methods  of  infant  care  (quality,  quan- 
tity, and  time  relationships).  The  main 
areas  of  investigation  were:  sleep,  feeding, 
bowel  and  bladder  functions  (including 
diapering),  bathing,  sensory  stimulation 
(light,  noise,  temperature,  touch),  play, 
interpersonal  relationships,  learning  (in- 
cluding rewards  and  discipline),  motility 
of  the  infant  (activity,  energy),  moods 
(laughter,  crying),  qualities  of  emotional 
reactions  (intensity,  persistence,  flexibility, 
appropriateness),  and  distractibility.  The 
nature  of  parental  interrelationships  was 
also  ascertained.  The  questionnaire  was 
filled  out  by  the  subject  and  by  available 
family  members.  The  performance  was 
scored  by  3 independent  judges.  Differ- 
ences in  the  behavior  of  the  LSD  users  and 
the  abstinent  subjects  were  considered 
statistically  significant  only  when  the  value 
of  tension  in  the  chi-square  test  remained 
below  0.001. 

Results 

Based  on  the  statistically  significant 
differences  between  the  information  col- 
lected from  the  LSD  users  and  the  abstinent 
subjects  (using  clinical  examination  and 
the  Biologic  Personality  Assessment  Test,1) 
the  following  conclusions  were  drawn: 
The  character  trends  of  the  LSD  users 
reflected  fixation  points  at  the  oral-sucking 
phase  mixed  with  anal  trends  of  somewhat 
less  intensity.  The  strong  oral  trends  con- 
sisted of  magical  thinking,  pleasure  seeking, 
low  frustration  tolerance,  passive-depend- 
ent tendencies,  imagination, ere  ativity, 
generosity,  optimism,  and  lack  of  preoccu- 
pation with  the  future.  The  anal  trends 
consisted  mainly  of  ambition,  perfectionistic 
tendencies,  obsessive-compulsive  defenses, 
and  self-scrutiny. 

The  LSD  users  were  born  with  a poten- 
tially strong  ego,  with  intactness  of  the 
nonconflicting  ego  areas.6  They  were  intel- 
ligent. They  reached  heterosexual,  genital 


maturity.  They  retained  fragments  of  an 
early  punitive,  sadistic  superego.  Com- 
pulsive needs  for  pleasure  and  for  outstand- 
ing achievements  were  coupled  with  un- 
developed skills  to  provide  need  fulfillment 
and  with  the  conviction  of  being  entitled  to 
need  gratification  exceeding  their  invested 
efforts.  Being  a constant  potential  source 
for  frustration,  this  attitude  resulted  in 
unrealistic  feelings  of  inadequacy,  frequent 
anxiety,  and  reactive  hostility.  They  were 
inexperienced  in  and  had  conflicts  about 
externalizing  hostility.  Internalization  of 
hostility  resulted  in  a noncyclic,  lingering 
depression.  At  times,  they  were  driven  to 
externalize  this  hostility,  using  an  inci- 
dental bystander  as  target,  usually  a mas- 
ochistic love  object.  Instead  of  relief,  this 
resulted  in  an  increase  of  self-hatred  and 
guilt  feelings. 

Sources  of  these  special  character  trends 
could  always  be  traced  to  parental  behavior. 
The  parents  had  depressive  tendencies, 
were  masochistic,  but  not  paranoic.  A 
punitive  superego  alerted  them  to  their 
shortcomings.  These  qualities  were  per- 
ceived by  the  child  through  empathy.  The 
parents  accepted  self-blame  for  having  been 
forced  to  adapt  to  a life  below  their  inborn 
abilities  and  aspirations.  As  an  attempted 
escape  from  frustrating  reality,  they  lived 
in  a world  of  imagination  about  how  to 
rear  a happy  and  successful  child.  They 
harbored  a genuine  love  and  concern  for 
him,  perceiving  his  needs  by  empathy,  and 
sparing  no  effort  in  fulfilling  them  without 
his  active  cooperation.  These  unrealistic 
attempts  to  shelter  the  child  from  frustra- 
tion backfired.  Instead  of  increased  frus- 
tration tolerance,  lack  of  early  training 
left  his  problem-solving  skills  underdevel- 
oped and  increased  his  sensitivity  to  frus- 
tration. The  generous  efforts  of  the  par- 
ents, invested  to  create  a harmonious 
environment  and  a good  future,  may  have 
created  troublesome  special  character 
trends,  but  were  rewarded  by  growth  of 
creativity  and  some  other  qualities.  The 
failure  of  the  parents  in  creating  a strong 
and  healthy  child  resulted  mainly  from 
parental  lack  of  knowledge  and  insight 
about  the  requirements  necessary  to  pro- 
mote growth  of  an  emotionally  healthy 
person. 

Some  of  the  psychodynamic  processes 
responsible  for  developing  the  special  char- 
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acier  trends  of  the  LSD  users  were  identi- 
fied. The  strong  oral  fixation  was  over- 
determined. The  parents  succeeded  in 
creating  and  maintaining  a growth-promot- 
ing, consistent  atmosphere  of  warmth, 
security,  and  minimum  anxiety  during  the 
oral-sucking  phase.  The  infant  felt  loved 
and  admired.  Perceiving  his  needs  by 
empathy  and  fulfilling  them  were  pleasur- 
able for  both  parent  and  child.  From  birth 
on  food  intake  was  made  effortless  and 
pleasurable.  Disliked  food  was  substituted 
by  concentrates  (pills)  and  vitamins.  Oral 
medication  was  generously  used  as  a pre- 
ventive and  palliative  measure:  “every- 

thing is  worth  attempting  to  avoid  pain.” 
Furthermore,  at  least  one  valued  close 
relative  was  kept  alive  by  oral  medication 
during  the  childhood  of  the  LSD  user. 

This  type  of  early  conditioning  promoted 
growth  of  a few  ego  processes  but  delayed 
growth  in  others.  Leaning  on  parental 
skills,  the  subject’s  skills  for  self-realization, 
problem  solving,  and  self-assertion  remained 
underdeveloped.  He  remained  emotionally 
more  dependent  on  the  parent.  He  re- 
mained hypersensitive  to  parental  uncon- 
scious and  unverbalized  processes.  His 
skills  and  defenses  to  ward  off  parental 
intrusion,  emotional  and  physical,  remained 
underdeveloped. 

The  nature  of  fixation  points  reflects  the 
ego  growth  reached  before  exposure  to  over- 
whelming anxiety.  The  LSD  user  became 
exposed  to  these  attacks  of  overwhelming 
anxiety  during  the  second  year,  or  after, 
when  the  broader  environment  compelled 
him  to  solve  his  needs  through  his  own 
underdeveloped  resources.  This  explains 
the  acquisition  of  a few  anal  trends  (fixa- 
tion points).  These  early  frustrating  ex- 
periences awakened  his  feeling  of  inade- 
quacy and  helplessness.  Simultaneously, 
parental  apprehension  increased  because 
the  child  was  not  adequately  conditioned 
to  secure  his  future  success  and  happiness. 
Hypersensitive  to  parental  feelings,  the 
child  misinterpreted  the  nonverbally  com- 
municated anxiety  about  proper  condition- 
ing to  “I  should  fear  this  hostile  world.  I 
am  no  good.”  The  idea  that  if  the  giant 
parent  is  afraid,  “how  can  I win?”  initiated 
excessive  self-doubt  and  insecurity.  In- 
creasing double-bind-type  parental  com- 
munication aggravated  the  situation.  This 
started  during  the  second  year  of  life  and 


resulted  from  a genuine  parental  desire  to 
promote  the  interest  of  the  child.  It  sig- 
nificantly differed  from  the  double-bind- 
type  behavior  of  the  schizophrenic  mother. 
This  latter  starts  at  birth  and  originates 
from  the  mother’s  intent  to  fulfill  her  need 
at  the  expense  of  the  genuine  needs  of  the 
infant.  The  double-bind-type  communica- 
tion resulted  from  the  parent  verbally  en- 
couraging a type  of  behavior  in  the  child, 
but  compulsively  living  according  to  the 
opposite,  the  behavior  he  blamed  for  his 
own  failure  without  being  able  to  abandon 
it.  Perceiving  the  opposition,  the  child 
became  confused,  insecure,  and  indecisive. 
Feeling  that  parents  are  lovable,  seductive, 
capable  giants  who  suddenly  expose  him 
to  danger  instead  of  solving  his  prob- 
lems created  guilt-producing  ambivalence. 
These  experiences  led,  with  time,  to  pas- 
sivity, blocking,  failures,  and  self-defeat. 
His  frustration-provoking  behavior  became 
a constant  source  of  deprivation,  anxiety, 
and  reactive  hostility.  Inept  at  externaliz- 
ing conflicting  hostilities,  he  internalized 
them,  leading  to  depression.  The  poten- 
tially continuous  threat  of  frustration  led 
to  lingering,  noncyclic  depression  of  varying 
intensity. 

This  pathologic  process  is  fully  illustrated 
by  2 frequently  recurring  examples:  (1) 

The  diligent  parent  encourages  and  rewards 
the  work  of  the  child  but  does  not  enforce 
it.  In  an  attempt  to  protect  the  child  from 
self-doubt  and  from  environmental  punish- 
ment for  negligence,  the  parent  completes 
the  work  of  the  child  while  praising  him 
for  his  skills.  Perceiving  both  the  parental 
positive  attitude  to  work,  implying  the 
opposite  to  praise  for  not  finishing  his  work, 
and  parental  fear  of  environmental  hos- 
tility, misinterpreting  parental  fear  from 
the  consequences  of  the  child’s  negligence 
as  “the  environment  is  very  hostile,”  leads 
to  his  spotty  work  performance.  He  is  a 
dedicated  and  relentless  worker  with  a work 
of  his  choice  and  preference  and  becomes 
paralyzed  under  pressure  or  when  a solution 
satisfying  his  perfectionistic  tendencies  is 
not  forthcoming.  (2)  The  obsessive-com- 
pulsive, masochistic,  passive  parent,  strug- 
gling with  and  inept  at  self-assertion, 
usually  decides  to  encourage  flexible,  ag- 
gressive behavior,  and  the  child’s  standing 
up  for  his  convictions.  Unfortunately,  the 
parent  is  not  able  to  communicate  the 
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methods  of  successive  self-assertion  and 
fears  the  child’s  getting  hurt.  This  leads 
to  reckless  courage,  unprepared  ness  in 
avoiding  or  handling  pain,  combined  with 
low  frustration  tolerance.  This  creates 
severe  conflicts  about  self-assertion.  Even 
though  the  LSD  user  possesses  leadership 
qualities,  courage,  high  standards,  high 
intelligence,  insatiable  curiosity,  original 
thinking,  good  logic,  problem-solving  abil- 
ity, and  generosity,  he  is  robbed  of  leader- 
ship by  deep-seated  conflict  about  self- 
assertion.  When  exposed  to  an  anxiety- 
producing  situation,  he  is  apt  to  block  his 
problem-solving  skills,  panics,  and  develops 
self-hatred. 

To  escape  panic  and  depression,  the  LSD 
user  attempts,  by  consumption  of  hallucino- 
gens, to  recreate  the  illusion  of  being  sur- 
rounded again  by  the  accepting  and 
anxiety-free  atmosphere  of  his  oral-sucking 
period. 

Comment 

LSD  consumption  is  often  initiated  not 
by  choice  of  a drug  capable  of  best  fulfilling 
a craving  generated  in  the  subject  but  by 
strong  pressure  or  pain,  such  as  a cure  for 
heroin  addiction,  to  escape  depression,  to 
facilitate  psychotherapy  in  especially  in- 
hibited and  alienated  patients  by  inducing 
feelings  and  sensations,  or  to  induce  in- 
creased creativity  by  mind  expansion  in  a 
desperate  artist  or  intellectual.  Therefore, 
the  character  observed  here  changes,  and 
the  underlying  psychodynamic  processes 
may  not  be  observable  in  every  LSD  user. 
Wherever  applicable,  recognition  of  these 
processes  may  help  to  shorten  the  very 
difficult  initial  phase  of  psychotherapy  and 
may  help  to  overcome  the  considerable 
resistance  these  patients  undergo  at  the 
onset  of  therapy.  A similar  goal  is  served 
by  recognition  of  the  basic  differences  in 
the  character  structure  and  the  psycho- 
dynamic processes  of  the  LSD  users, 
chronic  alcoholic  people,  and  heroin  addicts. 
The  widespread  belief  of  the  remarkable 
similarity  of  the  character  of  the  LSD  user 
and  the  heroin  addict  is  not  only  unfounded 
but  may  become  a potential  source  of 
therapeutic  delay.0  7 

Not  only  are  basic  character  differences 
detectable,  but  also  the  three  substances 
induce  different  intracerebral  reactions  ex- 


pected to  appeal  to  different  personalities.1’8 
Heroin  decreases  sensory  perception  by 
decreased  release  of  intracerebral  nor- 
epinephrine and  serotonin.9  LSD  induces 
exuberant  sensory  perceptions,10'11  a special 
quality  of  mentation  by  decreasing  neo- 
cortical-dendritic  activity,12  and  return  of 
many  early  memories13  ~17  by  overstimulat- 
ing intracerebral  receptors  of  serotonin  and 
by  inducing  increased  intracerebral  sero- 
tonin synthesis  after  leaving  the  brain.18'19 
Alcohol  decreases  cerebral  inhibition 
through  various  intracerebral  processes. 9 
In  fact  the  heroin  addict  appears  to  be  a 
loner  who  never  experienced  genuine  love 
or  happiness. 1 • 20  He  dreads  his  past  memo- 
ries and  the  display  of  aggression.  There- 
fore, he  craves  reinforcement  of  his  inhibi- 
tions. Heroin  intake  offers  him  a welcomed 
temporary  relief  from  frustration,  panic, 
and  reactive  hostility  by  creating  the  illu- 
sion of  self-sufficiency  and  the  satiated 
feeling  of  preoral  existence.  Alcohol  con- 
sumption recreates  the  inhibition-free  at- 
mosphere of  the  oral-sucking  phase,  a 
togetherness  with  mother.21'22  The  self- 
involved  mother  of  the  chronic  alcoholic 
may  have  been  lacking  genuine  love  for 
him  and  awareness  of  his  needs  but 
genuinely  enjoyed  his  aggressive  sucking 
during  the  period  of  lactation.  Alcohol 
intake  is  motivated  by  the  unconscious 
desire  to  recreate  feelings  of  happiness  and 
self-worth  he  experienced  during  these 
moments.  The  LSD  user  has  experienced 
genuine  love.  His  mother  enjoyed  em- 
pathically  perceiving  his  needs  and  fulfilling 
them.8  He  reached  a potentially  higher 
psychic  maturity.  He  uses  hallucinogens 
to  recreate  an  anxiety -free  and  emotionally 
intensive  atmosphere  of  togetherness  by 
experiencing  the  emotional  concomitants 
of  an  admixture  of  past  memories  disguised 
as  manifestations  of  creativity.  He  will- 
ingly undergoes  even  severe  frustration  to 
fulfill  his  compulsive  yearning  for  extra- 
ordinary emotional  and  intellectual  experi- 
ences and  growth.8 

Because  of  heterogeneity  of  the  popula- 
tion of  drug  consumers  and  choice  of  drugs 
for  reasons  other  than  drug  preference,  the 
differences  described  here  may  not  appear 
in  pure  form.  Recognition  of  these  basic 
differences,  however,  may  shorten  the  ini- 
tial very  difficult  period  of  psychotherapy. 
Furthermore,  if  taken  into  consideration 
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in  our  child-rearing  practices,  these  ob- 
servations may  further  prevent  addiction 
and  influence  drug  consumption. 

Summary 

Based  on  performance,  on  a biographic 
personality  assessment  test,  and  on  psycho- 
pharmacologic  and  psychiatric  observa- 
tions, specific  character  trends  were  ob- 
served in  a group  of  LSD  users.  Differ- 
ences in  the  emotional  structure  of  the 
LSD  users,  the  chronic  alcoholic  people,  and 
the  heroin  addicts  were  also  noted. 

101  West  12  Street 
New  York,  New  York  10011 
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P art  i of  this  review  appeared  in  the 
August  1,  1969,  issue  of  the  Journal.  In 
this  the  adrenals  were  discussed,  with 
consideration  of  hypoadrenalism,  including 
psychic  alterations;  alterations  in  electrical 
activity  of  the  brain;  drug  sensitivity; 
effects  on  neuromuscular  transmission, 
alterations  in  taste,  smell,  and  hearing; 
alterations  in  activity;  and  metabolic 
effects  on  the  central  nervous  system. 
Hyperadrenalism  included  psychic  altera- 
tions, alterations  in  electrical  activity  of 
the  brain,  anesthetic  effects,  effects  on 
neuromuscular  transmission,  effects  on 
body  temperature  and  appetite,  effects  on 
behavioral  responses,  metabolic  effects  on 
the  central  nervous  system,  and  miscel- 
laneous effects. 

Thyroid 

Hypothyroidism 

Psychic  and  neurologic  alterations. 
Psychologic  symptoms  such  as  loss  of 
interest  and  initiative,  slowness  of  response, 
failure  of  memory,  a general  dulling  of  the 


personality,  and  apathy  are  the  rule  in 
myxedema.5  In  1888  the  committee  on 
myxedema110  also  noted  delusions,  hal- 
lucinations, mania,  and  paranoia  as  prom- 
inent manifestations  of  the  disordered 
mental  state  seen  in  this  condition.  Neu- 
rologic manifestations  of  myxedema  include 
coma,  seizures,  cranial  nerve  disturbances, 
cerebellar  ataxia,  and  paresthesias.111 

Alterations  in  electrical  activity 
of  brain.  In  hypothyroid  patients  the 
electroencephalogram  reveals  slowing  of  the 
alpha  frequency  and  a reduction  in 
voltage. 112  Based  on  a study  in  rats,  it 
was  suggested  that  thyroidectomy  does 
not  significantly  affect  spontaneous  brain 
electrical  activity,  despite  a fall  in  the 
BMR  (basal  metabolic  rate).113  How- 
ever in  a later  investigation  spontaneous 
activity,  as  well  as  the  BMR,  was  found  to 
he  depressed  following  thyroidectomy; 
dinitrophenol  restored  the  depressed  BMR 
to  normal  but  did  not  restore  normal 
spontaneous  activity. 114  It  was  concluded 
from  this  that  thyroid  hormone  acts  on  the 
central  nervous  system  independent  of  its 
effect  on  the  BMR. 

It  has  been  found  that  both  thyroid- 
ectomy and  propylthiouracil  elevate  the 
EST  (electrical  seizure  threshold),  but  the 
latter  is  more  effective  in  this  action. 115 
Apparently,  propylthiouracil  may  have  a 
direct  depressant  effect  on  the  central 
nervous  system  as  well  as  having  a direct 
anticonvulsant  action.116  Timiras  and 
Woodbury117  investigated  the  decreased 
brain  excitability  found  following  thyroid- 
ectomy, and  found  a direct  relationship 
between  the  elevated  EST  and  a decrease 
in  brain  intracellular  sodium  concentration. 

Fine  structural  changes  in  the  cretin 
brain  include  a decrease  in  size  and  a close 
packing  of  the  perikarya  of  neurons 
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located  in  the  sensorimotor  cortex.  Some 
of  the  increased  density  is  secondary  not 
only  to  a decrease  in  mean  size,  but  also 
partially  to  hypoplasia  of  axons  and  den- 
drites.1"* Area  4,  which  receives  thalamic 
afferent  neurons,  is  differentially  affected 
by  these  changes  in  a manner  that  cannot 
he  explained  by  a retardation  of  the  normal 
growth  pattern.  The  demonstration  of 
failure  of  sensory  input  to  synchronize  or 
desynchronize  cortical  rhythms  may  he 
equated  with  afferent  axonal  hypoplasia. 
This  was  shown  in  an  experiment  in  which 
the  electroencephalogram,  taken  from  ani- 
mals having  had  neonatal  thyroidectomy, 
revealed  a reduction  in  frequency  and 
voltage.  Furthermore,  the  capacity  of  the 
cortex  to  “block”  in  response  to  auditory 
stimuli  or  to  “follow”  the  frequency  of 
photic  stimulation  was  either  delayed  in 
appearance  or  absent.119  Other  work 
prompted  the  suggestion  that  the  prolonged 
duration  of  electrocortical  potentials  may 
be  related  primarily  to  metabolic  factors 
and  the  decreased  amplitude  primarily  to 
the  processes  of  growth  and  maturation. 
This  hypothesis  was  based  on  the  observa- 
tion that  alterations  in  the  former  could  be 
rectified  by  thyroid  hormone  administra- 
tion, but  the  latter  could  not.  From  the 
role  played  by  the  summation  of  post- 
synaptic  dendritic  potentials  in  the  origin 
of  the  slow  potentials  associated  with 
electrocortical  activity120  it  was  postulated 
that  the  reduced  amplitude  of  recordings 
in  animals  having  had  neonatal  thyroid- 
ectomy, but  not  in  those  having  had  thy- 
roidectomy when  mature,  may  be  attrib- 
utable to  a comparable  reduction  in  the 
probability  of  axodendritic  interaction  as 
the  source  of  setting  up  and  maintaining 
these  potentials. 121  Further  evidence  of 
derangement  in  brain  electrical  activity 
was  obtained  in  rats,  in  which  it  was  noted 
that  a hypothyroid  state  retards  develop- 
ment of  the  evoked  transcallosal  response, 
while  hyperthyroidism  accelerates  it.122 

Alterations  in  central  nervous  sys- 
tem development.  When  hypothy- 
roidism is  experimentally  induced  during 
infancy  the  brain  is  not  only  reduced  in 
size  but  also  altered  in  shape  so  that  the 
infantile  proportions  tend  to  be  main- 
tained.123 Apparently,  the  endochondral 
ossification  affecting  growth  at  the  base  of 
the  skull  is  more  adversely  affected  by 


thyroidectomy  than  is  membranous  ossifi- 
cation of  the  calvarium;  thus,  the  brain  is 
able  to  grow  in  width  and  height,  but  not 
in  length. 121  The  disparity  between  cranial 
and  brain  growth  suggests  that  a possible 
etiologic  mechanism  in  cretinism  is  elevated 
intracranial  pressure  with  compression  of 
neural  tissue.  Support  for  this  hypothesis 
is  found  in  work  reporting  changes  in  the 
vascular  pattern  of  the  cretin  rat  brain. 125 
It  was  discovered  that,  although  the  pro- 
portion of  cortical  tissue  occupied  by  blood 
vessels  is  unaltered,  the  vessel  distribution 
is  modified  so  that  the  blood  is  contained  in 
a relatively  smaller  number  of  vessels  of 
larger  diameter.  An  elevated  intra- 
cranial pressure,  impeding  venous  return 
and  causing  vascular  engorgement,  could 
account  for  this  change.  These  vascular 
alterations  could  then  give  rise  to  a type  of 
change  described  in  the  human  cretin  as 
characteristic  of  anemic  hypoxia.  This 
altered  vascular  pattern,  by  causing  anoxia 
and  increased  capillary  spacing,  places 
some  brain  tissue  at  a nutritional  dis- 
advantage. The  oxygen  consumption  of 
the  hypothyroid  brain  has  been  reported  in 
vitro  not  to  differ  from  normal126;  however, 
in  human  beings  cerebral  blood  flow  and 
oxygen  consumption  have  been  reported  to 
be  reduced.127  If  the  human  data  are 
true  then,  in  the  context  that  the  brain  can- 
not consume  oxygen  to  its  fullest  capacity 
because  the  capillary  bed  is  poorly  ar- 
ranged for  this  purpose,  the  anatomic  data 
described  appear  to  be  substantiated. 

It  has  been  stated  that  the  early  post- 
natal period  constitutes  a critical  time  in 
the  development  of  the  rat’s  nervous  sys- 
tem. Thyroid  hormone  must  act  well 
before  the  tenth  day  for  a normal  histologic 
maturation  of  the  cerebral,  as  well  as  the 
cerebellar,  cortex.128  Geloso  et  al. 129  have 
stressed  that  cerebellar  structures  are  par- 
ticularly sensitive  to  the  action  of  thyroid 
hormones  during  the  first  two  weeks  of  life. 
Rats  made  hypothyroid  at  birth  exhibit 
histologic  abnormalities  of  the  cerebellar 
cortex  which  are  reversed  by  treatment 
with  thyroxine,130  while  neonatal  thyroid- 
ectomy in  rabbits  regularly  results  in 
changes  in  the  cerebellar  cortex  in  which  the 
number  of  pyknotic  forms  of  Pur  kin  je  cells 
may  increase  approximately  100  per  cent.131 
Furthermore,  it  has  been  observed  in  the 
rat  that  the  cross-sectional  area  of  ganglion 
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cell  nuclei  in  the  area  of  the  paraventricular 
nucleus,  as  well  as  neurosecretory  material 
in  the  hypothalamus  as  a whole,  decreases 
after  thyroidectomy  or  thiouracil  and 
increases  after  thyroxine  administra- 
tion.132-135  These  studies  are  in  accord 
with  the  neuronal  alterations  in  the  cretin 
hrain  already  described.  Another  disturb- 
ance in  brain  structural  development  can 
he  seen  in  thyroidectomized  tadpoles  which 
fail  to  develop  a median  eminence,  the 
structure  differentiating  with  thyroxine 
treatment. 136  In  addition,  a direct  local 
effect  on  maturation  of  specific  brain  areas 
has  been  shown  in  experiments  utilizing 
thyroxine  implants.137-138 

Thyroxine  supplementation  of  cultures 
of  cerebella  from  newborn  rats  and  mice 
has  been  shown  to  accelerate  myelino- 
genesis.139-140 In  another  study  having 
similar  results  it  was  hypothesized  that  one 
of  the  stimuli  for  myelinogenesis  may  be  a 
metabolic  signal,  possibly  mediated  via 
enzymes  sensitive  to  thyroid  hormone  for 
their  rate  of  synthesis. 141 

Other  work  revealed  an  increase  in  the 
number  of  fibers  within  a cutaneous  nerve 
when  thyroxine  was  added  to  thyroidecto- 
mized embryos. 142 

Effects  on  nerve  conduction.  Par- 
tial or  complete  lack  of  thyroid  hormone 
has  been  reported  to  interfere  with  trans- 
mission of  excitation  in  the  inferior  mes- 
enteric ganglion. 143  Actually,  depending 
on  the  concentration,  circulating  thyroxine 
may  either  facilitate  or  inhibit  conduction 
in  sympathetic  ganglia.  When  the  con- 
centration of  thyroxine  in  the  blood  is 
increased,  the  primary  change  is  in  the 
properties  of  presynaptic  endings. 144 

The  collective  investigations  provide  a 
body  of  evidence  indicating  that  thyroid 
hormone  is  vital  to  the  growth,  differentia- 
tion, and  maintenance  of  neurons.  How- 
ever, Gomez,  Ghittoni,  and  Dellacha145 
have  opined  that  the  action  of  thyroid 
hormone  on  cerebral  development  may  be 
replaced  by  that  of  somatotropin. 

Alterations  in  learning  and  be- 
havior. Lewis, 146  in  referring  to  the 
association  of  severe  mental  retardation 
witli  congenital  hypothyroidism,  concluded 
that,  while  promptness  and  adequacy  of 
therapy  were  important  in  determining  re- 
covery, they  were  not  decisive.  In  some 
cases,  diagnosed  early  and  treated  without 


interruption,  the  patients  remained  defec- 
tive; in  others,  despite  delays  in  diagnosis 
and  sporadic  treatment,  the  I.Q.  (intel- 
ligence quotient)  was  close  to  normal.  It 
is  generally  conceded  that  an  I.Q.  over 
100  in  a treated  cretin  is  a rarity  and  that 
the  highest  I.Q.  that  one  can  safely  predict 
is  approximately  70. 147  In  a more  recent 
study  of  a large  number  of  cases,  Smith, 
Blizzard,  and  Wilkins148  were  impressed  by 
a high  degree  of  correlation  between  the 
age  of  onset  of  hypothyroidism,  the  age  at 
commencement  of  therapy,  and  the  pa- 
tient’s subsequent  I.Q.  However,  at  the 
same  time  it  was  conceded  that  many 
adequately  treated  patients  were  thera- 
peutic failures. 

The  essential  problem  seems  to  revolve 
around  uncertainties  concerning  the  time  of 
onset  of  thyroid  deficiency  in  utero,  the 
titer  of  thyroid  hormone  needed  to  main- 
tain normal  cerebral  development  during 
this  period  of  life,  and  the  extent  to  which 
transplacental  maternal  hormone  can  com- 
pensate for  fetal  deficiency. 149 

It  is  generally  agreed  that  thyroid- 
ectomy performed  on  the  adult  rat  does  not 
affect  learning  capacity,  although  the  rate 
of  performance  is  often  diminished.150 
However,  when  the  neonate  undergoes 
thyroidectomy,  a different  situation  arises. 
The  animal  becomes  readily  habituated  to 
new  situations,  and  where  habituation 
plays  a significant  role  in  the  learning 
process,  the  cretin  rat  may  compare 
favorably  with  the  normal;  when  more 
complex  situations  are  introduced,  however, 
the  cretin  rat  makes  many  more  errors. 151 
The  number  of  errors  made  during  a given 
number  of  trials  has  been  shown  to  be 
directly  related  to  the  age  at  which  thy- 
roidectomy is  performed,  the  performance 
level  being  worse  than  that  of  littermate 
controls  in  those  rats  made  athyroid  at 
birth,  while  thyroidectomy  at  age  twenty- 
four  days  is  without  effect. 152 

Results  of  replacement  therapy  during 
the  adult  life  of  the  hypothyroid  rat  have 
been  conflicting.  When  evaluated  with  a 
T-maze,  treatment  begun  at  age  twenty- 
five  days  resulted  in  a reversion  to  improved 
performance.  However,  when  a closed- 
field  test,  a more  critical  evaluation  of 
cortical  function,  was  utilized,  it  was  ob- 
served that  a high  degree  of  correlation 
existed  between  the  age  at  which  therapy 
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was  begun  and  the  ultimate  performance 
achievement. 162 

Rats  made  athyroid  the  day  of  birth 
have  been  demonstrated  to  have  a derange- 
ment of  innately  organized  behavior. 161 
For  instance,  the  ability  to  land  on  the  feet 
when  dropped  back  downward,  which  ap- 
pears in  normal  rats  at  approximately  age 
sixteen  days,  is  delayed  until  day  twenty- 
four  in  the  cretin.  This  ability  depends  on 
the  integration  at  the  mesencephalic  level 
of  visual,  labyrinthine,  and  proprioceptive 
stimuli,  and  the  delay  suggests  that  matura- 
tion of  the  capacity  to  integrate  these  affer- 
ent impulses  has  been  impaired.  Although 
decreased  peripheral  sensitivity  and  sluggish 
motor  reactions  secondary  to  metabolic 
factors  have  been  invoked  as  alternate 
explanations,  subsequent  studies  seem  to 
confirm  that  impairment  of  a central 
integrative  mechanism  is  involved.  When 
the  tail  of  a rat  pup  is  compressed,  the 
animal  is  thrown  into  poorly  coordinated, 
convulsive  activity;  the  disappearance  of 
these  movements  with  advancing  age  ap- 
pears to  reflect  maturation  of  the  inhibitory 
influence  of  other  brain  areas. 143  This  proc- 
ess is  also  delayed  in  the  hypothyroid  rat, 
although  a reduction  in  activity  secondary 
to  impaired  metabolism  might  be  expected 
to  oppose  the  central  effects  in  this  case. 

As  summarized  by  Eayrs, 154  neonatally 
thyroidectomized  rats  show  retardation  in 
the  maturation  of  innately  organized  re- 
sponses and,  later  in  life,  not  only  perform 
learned  tests  more  slowly,  but  also  manifest 
a lack  of  capacity  to  react  to  environmental 
stimuli.  These  hypothyroid  rats  show 
electroencephalographic  changes  consisting 
of  a decreased  amplitude  of  evoked  po- 
tentials and  longer  duration  of  electro- 
cortical  responses.  The  fact  that  such 
electroencephalographic  alterations  are 
associated  with  a hypoplasia  of  the 
neuropil  may  account  for  the  observed 
physiologic  findings.  That  these  effects 
do  not  arise  when  thyroid  deficiency  occurs 
in  the  mature  animal  confirms  the  existence 
of  a critical  period  during  which  central 
nervous  system  development  is  easily 
affected  by  alterations  of  the  thyroid  status; 
this  parallels  the  findings  in  the  realm  of 
gonadal  hormone  influence,  to  be  discussed. 

Metabolic  effects  on  the  central 
nervous  system.  Metabolism  of  Tri- 
iodothyronine. The  hypothyroid  rat 


brain  has  been  demonstrated  to  exhibit 
a greater-than-normal  accumulation  of 
exogenous  labeled  T3  (triiodothyronine), 
with  a delay  in  the  time  necessary  to  attain 
maximal  concentration.  Furthermore,  de- 
iodination  of  T3  progresses  more  slowly  in 
the  brain  of  these  animals  than  in  euthyroid 
controls.  Thus,  T3  levels  in  the  brain  are 
higher  and  those  of  free  iodine  lower  than 
normal. 165  Other  investigation  of  the 
metabolism  of  T3  by  the  brain  has  revealed 
that  the  uptake  of  T3  by  the  white  matter 
of  the  brain  of  young  rats  is  not  only 
greater  than  that  observed  in  adult  ani- 
mals, but  also  that  the  white  matter  of 
young  rats  has  a higher  T3  uptake  than  the 
gray  matter. 156 

Protein  Metabolism.  Employing  labeled 
amino  acids,  higher  levels  of  brain 
lysine  in  hypothyroidism  and  lower  levels  in 
hyperthyroidism  have  been  described. 
Ford  and  Rhodes157  reported  a greater 
amount  of  lysine  to  be  incorporated  into 
“light”  cells  of  the  inferior  olivary  nucleus 
than  into  “dark”  cells  in  euthyroid  ani- 
mals, but  both  cell  types  inexplicably  have 
decreased  uptake  of  lysine  in  hypothy- 
roidism and  hyperthyroidism.  In  addi- 
tion, adenine  is  taken  up  in  cerebral  gray 
and  white  matter  less  in  both  hypothy- 
roidism and  hyperthyroidism.  As  most 
of  the  adenine  is  incorporated  into  ATP 
(adenosine  triphosphate),  these  alterations 
in  adenine  uptake  imply  serious  disturb- 
ances in  ATP  metabolism.  Substantiat- 
ing this  conclusion  is  a study  which  re- 
vealed that  rats  made  athyroid  at  birth 
developed  significant  reductions  of  suc- 
cinate dehydrogenase  in  the  cerebral  cortex 
as  well  as  similar  decreases  of  GABA 
i gamma  aminobutyric  acid)  transaminase 
and  sodium  and  potassium  ATP  in  the 
cerebellum. 158  The  same  treatment  in  rat 
pups  resulted  in  depressed  cerebral  cortical 
levels  of  glutamine,  glutamate,  GABA,  and 
aspartate. 159  When  propylthiouracil  is  ad- 
ministered to  lactating  rats  there  is  a 
decline  in  the  brain  level  of  N-acetyl-L- 
aspartic  acid  in  suckling  rats  between  ages 
five  and  seventeen  days.  Thus,  this  reac- 
tion is  sensitive  to  thyroid  hormone  only 
during  a limited  period  of  life. 160 

The  DNA  (deoxyribonucleic  acid)  con- 
centration of  the  cerebral  cortex  was  ob- 
served to  be  significantly  higher,  and  the 
RNA  (ribonucleic  acid)  concentration  sig- 
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nificantly  lower,  in  hypothyroid  rats  at  the 
age  of  twenty-two  days  than  in  controls. 161 
In  the  cerebellar  cortex  the  rise  of  DNA  was 
slight,  while  the  fall  in  RNA  was  compa- 
rable to  that  found  in  the  cerebral  cortex. 
It  has  been  suggested  that  the  relationship 
between  thyroid  action  and  brain  protein 
synthesis  is  partially  mediated  via  the 
effect  of  this  hormone  on  ionic  distribution 
and  amino  acid  transport.162  In  light  of 
this  hypothesis,  it  has  been  shown  that  the 
presence  or  absence  of  thyroxine  stimula- 
tion of  amino  acid  incorporation  into  pro- 
tein is  entirely  dependent  on  the  nature  of 
the  mitochondria  present  in  the  assay  sys- 
tem used.  Replacement  of  adult  brain 
mitochondria  with  immature  brain  mito- 
chondria results  in  thyroxine  stimulation 
in  the  adult  brain  system.  Conversely, 
replacement  of  immature  brain  mitochon- 
dria with  mature  brain  mitochondria 
abrogates  the  thyroxine  stimulation  nor- 
mally present  in  the  immature  system.163 

Enzyme  Alterations.  Investigating  the 
the  mitochondrial  system  further,  thyroid- 
ectomy was  reported  to  result  in  a decrease 
of  cerebral  mitochondrial  aspartate  amino 
transferase  and  in  a slight  increase  of  cere- 
bellar mitochondrial  aspartate  transcarb- 
amoylase.164 

Induced  hypothyroidism  in  rats  has  been 
reported  to  be  associated  with  decreased 
acetylcholinesterase  and  cholinesterase 
in  the  cerebral  cortex  and  with  decreased 
acetylcholinesterase  in  the  hypothalamus; 
thyroxine  restores  brain  enzyme  activity 
to  normal. 165 

Hyperthyroidism 

Psychic  alterations.  Psychologic  dis- 
turbances are  found  not  only  in  hypothy- 
roidism, but  in  the  hyperthyroid  state  as 
well.  In  the  latter  these  include  emotional 
lability  and  overreactiveness,  with  pre- 
dominant anxiety  and  tension.  Some  pa- 
tients are  depressed,  some  euphoric,  and  a 
few  indifferent  and  apathetic. 166 

Alterations  in  electrical  activity 
of  brain.  Administration  of  thyroxine  to 
normal  men  increases  the  frequency  of  the 
electroencephalographic  alpha  rhythm. 167 
Chronic  administration  of  thyroxine  has 
been  shown  to  lower  the  EST  markedly  in 
rabbits  and  guinea  pigs. 168  It  also  lowers 
the  EST  in  rats  having  an  elevated  EST  as 
a consequence  of  thyroidectomy.  T3  has 


been  shown  to  have  an  effect  on  the  EST 
similar  to  that  of  thyroxine.  Originally 
the  increased  brain  activity  following  thy- 
roxine administration  was  ascribed  to  en- 
hanced cerebral  metabolism.169  However, 
this  view  was  subsequently  challenged  and 
a direct  effect  of  thyroid  hormone  on  the 
central  nervous  system  thought  more 
likely. 170 

The  increased  brain  excitability  induced 
by  thyroxine  in  normal  rats  is  almost  twice 
as  great  as  that  seen  in  adrenalectomized 
rats.  This  difference  has  been  attributed 
to  the  absence  of  even  a minimal  quantity 
of  adrenocortical  steroids  in  the  latter  in- 
stance, resulting  in  a relative  decrease  in 
brain  responsivity.  If  this  postulate  is 
correct,  maintenance  doses  of  adrenocor- 
tical steroids  administered  to  adrenalecto- 
mized, thyroxine-treated  rats  would  be 
anticipated  to  restore  normal  responsive- 
ness to  thyroxine,  and  brain  excitability 
should  increase  significantly.  When  this 
idea  was  tested,  however,  adrenocortical 
extract  not  only  prevented  the  usual  mod- 
erate enhancement  of  thyroxine-induced 
excitability  in  adrenalectomized  rats,  but 
also  actually  prevented  any  increase  what- 
soever in  excitability.  These  results  have 
been  interpreted  to  indicate  that  approxi- 
mately one  half  of  the  effect  of  large  doses 
of  thyroxine  on  the  central  nervous  system 
is  the  result  of  thyroxine-mediated  adreno- 
cortical stimulation;  the  other  half  is  the  re- 
sult of  a direct  excitatory  action  of  thy- 
roxine itself  on  the  brain.  However,  one 
might  speculate  that  the  experimental  re- 
sults mentioned  were  due  to  the  use  of 
adrenocortical  extract  which  contained 
DOC  (deoxycorticosterone)  as  well  as 
cortisol.  Perhaps  the  excitatory  effect  of 
thyroxine  which  is  secondary  to  adreno- 
cortical stimulation  is  actually  mediated  by 
cortisol;  thus,  if  the  experiment  were  re- 
peated with  this  latter  substance  the  origi- 
nal hypothesis  might  be  confirmed.  In 
other  words,  the  DOC  in  the  adrenocortical 
extract  used  may  not  only  have  abolished 
the  excitatory  effect  of  adrenalectomy,  but, 
in  addition,  it  may  also  have  antago- 
nized the  direct  effect  of  thyroxine  on  the 
central  nervous  system. 

Thyroxine  treatment  has  been  observed 
to  decrease  the  latency  of  the  optic  nerve 
tectal  response,  decrease  the  time  needed 
to  reach  maximal  response,  and  increase 
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the  amplitude  of  response. 171  In  addi- 
tion, this  hormone  tends  to  inhibit  the 
telencephalic  centrifugal  action  on  the 
sodium  chloride-evoked  olfactory  bulb  re- 
sponse, but  it  appears  to  have  a local 
facilitory  action  on  the  olfactory  bulb 
itself. 172  Hyperfunction  of  the  thyroid 
has  been  associated  with  a shortening  of 
the  duration  of  the  afterimage,  while  pro- 
longation of  the  afterimage  and  shift  of 
color  sensitivity  toward  red  has  occurred 
with  hypothyroidism.17* 

Anatomic  alterations  in  the  spinal 
cord.  Histopathologic  study  of  the  spinal 
cord  in  thyrotoxicosis  has  revealed  degen- 
eration and  destruction  of  synaptic  struc- 
tures. The  main  pathogenetic  mechanism 
appears  to  be  a disturbance  of  oxygen  me- 
tabolism secondary  to  altered  vascular  per- 
meability and  changes  in  dynamics  of  blood 
and  cerebrospinal  fluid,  in  addition  to  a 
direct  action  of  thyroid  on  cell  respira- 
tion.174 

Alterations  in  maturation,  learning, 
and  behavior.  In  the  embryonic  stages 
of  the  frog  exogenous  thyroxine  or  iodide 
has  been  observed  to  accelerate  mitotic 
activity  in  neurons  ready,  or  nearly  ready, 
to  divide.  175  176  The  stimulatory  effect  of 
thyroxine  on  the  central  nervous  system 
has  also  been  noted  in  the  realm  of  behavior 
and  learning.  The  administration  of  thy- 
roxine to  newborn  rats  will  accelerate  de- 
velopment of  electroencephalogenic  find- 
ings and  advance  the  age  of  eye  open- 
ing as  well  as  the  age  at  which  the  rat 
will  respond  behaviorally  and  neuro- 
physiologically  to  acute  environmental 
stimuli177;  furthermore,  the  ability  to 
learn  a conditioned-avoidance  response 
will  be  enhanced. 178  However,  as  pointed 
out  by  Eayrs, 179  although  innately  organ- 
ized responses  exhibit  an  accelerated  mat- 
uration when  thyroid  excess  is  given  to 
the  neonate  rat,  learning,  although  pre- 
cocious early  in  life,  is  subsequently  im- 
paired when  the  animal  matures.  Further- 
more, Eayrs  and  Holmes180  observed  that, 
although  rats  made  hyperthyroid  during 
the  first  twenty-four  days  of  life  had  ac- 
celerated maturation,  they  manifested  im- 
paired body,  thyroid,  and  pituitary  growth; 
the  same  findings  obtained  in  animals 
treated  only  during  age  two  to  four  days. 
These  effects  persisted  into  adult  life; 
however,  they  did  not  persist  in  rats  in 


which  treatment  was  begun  after  fourteen 
days  of  age.  As  might  be  anticipated  from 
work  done  in  the  hypothyroid  rat,  as 
described,  neither  precocious  behavioral 
responses  nor  altered  learning  ability  arise 
when  thyroid  excess  is  brought  about  for 
the  first  time  in  the  mature  animal. 

Metabolic  effects  on  the  central 
nervous  system.  Metabolism  of  Tri- 
iodothyronine. As  regards  brain  metab- 
olism of  T:|,  unlike  the  findings  in  hypothy- 
roidism described,  the  reverse  obtains  in 
hyperthyroidism.  In  the  latter  the  brain 
uptake  of  T3  is  less  than  normal,  indicating 
a greater  rate  of  T3  degradation.  In  addi- 
tion, in  hyperthyroidism,  free  iodine  prob- 
ably leaves  the  brain  as  rapidly  as  it  is 
liberated  from  T3,  since  brain  iodide  levels 
are  approximately  equal  in  hyperthyroid 
and  euthyroid  subjects. 155 

Electrolyte  metabolism.  Deranged  so- 
dium-potassium exchanges  have  been 
described  in  the  hyperthyroid  brain  and 
have  been  thought  to  be  secondary  to 
inhibition  of  the  sodium  pump. 181  These 
changes,  occurring  with  both  thyroxine 
and  T3,  and  consisting  of  a decrease  in  the 
extracellular  sodium  concentration,  an 
increase  in  the  intracellular  sodium  con- 
centration, and  a decrease  in  the  ratio  of 
extracellular  to  intracellular  sodium,182  are 
probably  responsible  for  the  increased 
brain  excitability  seen  when  thyroxine 
levels  are  elevated;  they  may  also  play  a 
part  in  the  pathogenesis  of  other  neurologic- 
disturbances  of  the  hyperthyroid  state. 

Thyroid  and  autonomic  nervous  sys- 
tem. At  first  it  was  suggested  that  thyroid 
hyperfunction  may  be  accompanied  by  an 
increased  activity  of  the  peripheral  auto- 
nomic nervous  system. 183  Subsequently,  it 
was  observed  that  rats  treated  for  ten  days 
with  thyroxine  had  higher  concentrations  of 
catecholamines  in  the  brain  stem  than  did 
controls  or  animals  treated  with  thyroxine 
for  only  five  days.184  Recently,  evidence 
was  presented  to  indicate  that  the  expres- 
sion of  thyroid  hormone  function  actually 
depends  on  the  simultaneous  action  of 
catecholamines. 185 

Toth  and  Csaba186  have  suggested  that 
symptoms  such  as  hypermotility  and  hypo- 
motility,  as  well  as  nervousness,  in  thyroid 
disorders  may  be  related  to  alterations  in 
the  brain  stem  levels  of  5-hydroxytrypt- 
amine. 
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Enzyme  Alterations.  Thyroxine-stim- 
ulated precocious  maturation  of  the  brain 
of  anuran  larvae  has  been  observed  to  be 
accompanied  by  elevated  levels  of  thiamine 
pyrophosphatase  in  the  ependymal  cells. 187 
The  same  experimental  milieu  also  results 
in  increased  activity  of  dihydronicotin- 
amide adenine  dinucleotide  phosphate 
diaphorase,  and  possibly  also  of  glucose-6- 
phosphate  dehydrogenase,  in  the  hind- 
brain. 188  Finally,  male  guinea  pigs,  treated 
with  thyroxine  for  twelve  successive  days, 
revealed  a small,  but  significant,  decrease 
in  monoamine  oxidase  activity  in  the 
hrain.189 

Gonads 

Development  of  male  and  female  be- 
havioral patterns.  Common  to  the  fe- 
male of  all  species  is  the  capability  of 
adopting  a stance,  the  lordosis  response  in 
animals,  which  facilitates  mounting  and 
intromission  by  the  male.  Complete  ces- 
sation of  female  sexual  behavior  is  the 
immediate  sequela  of  spaying,  but  exposure 
of  the  brain  of  ovariectomized  rats  to 
estradiol  for  less  than  twenty-four  hours  is 
sufficient  to  trigger  processes  which  cul- 
minate in  the  lordosis  response.190  In 
addition,  injection  of  appropriate  quanti- 
ties of  estrogen  followed  by  progesterone 
can  induce,  in  spayed  rats,  a complete 
estrous  response  indistinguishable  from  the 
estrous  behavior  observed  before  spaying. 191 
However,  in  the  interaction  between  es- 
trogen and  progesterone  in  the  induction  of 
female  sexual  behavior,  progesterone  ac- 
tually appears  capable  of  inhibiting  estrous 
behavior  when  present  in  large  amounts  in 
some  species.  When  estrogen  and  pro- 
gesterone are  administered  concurrently, 
estrus  is  suppressed  in  the  ferret, 192  while 
progesterone  administered  following  estro- 
gen inhibits  the  sexual  response  of  the 
ovariectomized  rhesus  monkey. 193  Endog- 
enous progesterone  resulting  from  the 
luteal  phase  of  the  ovarian  cycle  prevents 
the  behavioral  conditioning  action  of  es- 
trogen in  guinea  pigs, 191  and  luteal  phase 
diminution  or  disappearance  of  female  sex- 
ual behavior  is  observed  in  the  chim- 
panzee.196 This  suppressive  effect  of  the 
corpus  luteum  has  been  observed  to  wax 
and  wane  paralleling  its  growth  and  regres- 
sion.196 Although  the  precise  mechanism 


of  action  of  these  hormones  on  sexual  be- 
havior is  unknown,  they  are  presumed  to 
act  on  the  central  nervous  system,  in 
particular,  on  specific  areas  of  the  hypo- 
thalamus.197  In  female  rabbits  this  area 
lies  in  the  ventromedial  premammillary  and 
medial  preoptic  hypothalamus'98  and  nu- 
cleus of  the  stria  terminalis, 199  while  in  the 
female  cat  the  anterolateral  hypothalamic 
area  appears  to  be  the  controller  of  sexual 
behavior.  200  This  information  was  gleaned 
from  investigation  in  which  mating  be- 
havior was  stimulated  by  implantation  of 
labeled  diethylstilbesterol  into  the  hypo- 
thalamus of  ovariectomized  animals.201 
Since  diethylstilbesterol  is  not  a steroid, 
these  results  suggest  that  the  steroid 
molecule,  per  se,  may  not  be  essential  for 
the  effect.  Nevertheless,  circulating  tagged 
estradiol  has  been  found  to  be  selec- 
tively bound  in  the  limbic  system  as  well 
as  the  hypothalamus.202 

An  unresolved  difference  of  opinion  still 
surrounds  the  reasons  for  both  the  syner- 
gistic and  antagonistic  effects  of  proges- 
terone. One  postulate  is  that  the  “normal” 
action  of  this  hormone  is  antagonistic, 
its  synergistic  or  facilitating  action  depend- 
ing on  prior  estrogenic  conditioning  of  the 
subject.  Another  hypothesis  suggests  that 
at  every  stage  of  the  ovarian  cycle  the 
synergistic  and  antagonistic  effects  of 
progesterone  depend  on  the  balance  be- 
tween it  and  estrogen.  According  to  this 
argument,  the  small  quantity  of  pro- 
gesterone secreted  by  the  preovulatory  fol- 
licle would  facilitate  the  action  of  es- 
trogen, while  the  larger  amount  present  in 
the  postovulatory  state  would  be  antago- 
nistic. However,  when  10  to  60  times  the 
amount  of  progesterone  ordinarily  neces- 
sary for  estrous  induction  was  administered 
to  spayed  guinea  pigs  receiving  constant 
doses  of  estradiol,  no  behavioral  inhibition 
was  found. 191  Thus,  as  an  alternative,  it 
was  suggested  that  the  two  actions  of 
progesterone  are  inherent  properties  of  the 
hormone  itself.  203  Although,  in  one  study, 
exogenous  progesterone  was  noted  to  in- 
hibit sexual  receptivity  in  female  rhesus 
monkeys  by  activating  a refusal  mech- 
anism,204 in  female  guinea  pigs  pro- 
gesterone action  was  observed  to  be  bi- 
phasic,  first  facilitating  and  then  inhibiting 
sexual  receptivity,  while  a principal  me- 
tabolite of  progesterone,  20-alpha-hydroxy- 
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progesterone,  facilitated  receptivity  with- 
out subsequent  inhibition.206  It  lias  also 
been  proposed  that  the  facilitory  phase  of 
progesterone  action  may  occur  by  sup- 
pression of  some  form  of  cortically  induced 
inhibitory  activity.206  In  contrast  to  the 
bi phasic  action  just  described,  progesterone 
has  been  shown,  in  spayed  guinea  pigs,  to 
he  antagonistic  to  the  induction  of  estrous 
behavior  when  given  at  any  time  within 
twenty-four  hours  prior  to  estrogenic  con- 
ditioning.191  Furthermore,  progesterone 
exerts  an  inhibitory  effect  even  when 
administered  with  estrogen.  Experiments 
in  guinea  pigs  have  revealed  that  the 
inhibitory  effects  of  progesterone  can  also 
he  manifested  when  the  hormone  is  ad- 
ministered after  estrogen,  provided  the 
conditioning  action  of  estrogen  is  incom- 
plete; when  this  conditioning  is  complete, 
however,  progesterone  is  facilitory.  This 
mechanism  would  explain  the  various  re- 
sults in  the  experimental  work  previously 
quoted. 

Unlike  the  situation  in  females,  castra- 
tion in  males  does  not  immediately  ter- 
minate all  sexual  behavior.  The  decline 
in  sexual  activity  occurs  more  gradually, 
with  the  ejaculatory  response  being  the 
first  to  be  lost,  followed  by  intromission, 
and  then  mounting.  Mounting  behavior 
was  observed  in  40  per  cent  of  guinea  pigs 
thirty-one  weeks  following  castration.207 
When  treatment  is  instituted,  the  various 
behavioral  components  reappear  in  the 
reverse  order  of  which  they  were  lost. 
Once  again,  unlike  the  female,  in  which 
sexual  behavior  is  manifested  cyclically, 
the  male  characteristically  shows  constant 
readiness  to  engage  in  sexual  behavior. 
This  distinction  between  sexes  is  valid 
even  where  species  breed  seasonally. 

The  lordosis  typical  of  the  receptive 
stance  for  mating  can  be  evoked  in  the  male 
guinea  pig  at  birth  but  not  a few  hours 
thereafter;  this  posture  is  rarely  seen  in 
the  adult  male.  In  addition,  castration  of 
the  adult  male  guinea  pig  and  treatment 
with  estrogen,  with  or  without  progester- 
one, rarely  results  in  the  complete  female 
behavior  pattern.  Nor  has  this  behavior 
pattern  been  observed  in  adulthood  in 
male  rats  castrated  prepuberally  and 
treated  with  estrogen.  208  209  However,  the 
intact  adult  male  Macaca  monkey  com- 
monly displays  the  lordosis  response.  As 


this  response  has  also  been  observed  not 
only  in  the  adult  ovariectomized  female 
Macaca,  hut  in  the  adult  male  castrated  at 
an  early  age  as  well,  the  response  in  these 
primates  appears  to  be  more  independent  of 
estrogen  and  progesterone  than  in  non- 
primates.191  Studies  have  indicated  that 
the  spinal  reflexes  involved  in  both  lordosis 
in  female  mammals  and  ejaculation  in 
males  may  be  indirectly  influenced  by 
gonadal  hormones;  the  latter  appear  to 
modify  the  inhibitory  control  normally 
exerted  on  these  spinal  reflexes  by  higher 
central  nervous  system  centers.210 

While  mounting  is  generally  conceived  of 
as  part  of  the  male  behavior  pattern,  it  has, 
nevertheless,  been  observed  in  various 
female  mammals,  including  monkeys  and 
dogs.  Estrus  in  the  guinea  pig  is  asso- 
ciated with  mounting,  whereas,  although 
present  in  the  female  rat,  it  is  not  asso- 
ciated with  any  particular  time  in  the 
ovarian  cycle.  The  administration  of  es- 
trogen and  progesterone  to  spayed  female 
guinea  pigs  will  induce  mounting  to  a degree 
comparable  to  that  seen  during  spon- 
taneously occurring  estrus  in  intact  fe- 
males. Furthermore,  injection  of  testos- 
terone will  also  induce  mounting  behavior 
in  spayed  female  guinea  pigs  comparable  to 
that  manifested  during  estrus.  The 
mounting  observed  is  frequently  accom- 
panied by  pelvic  thrusts  and  is  thus  in- 
distinguishable from  the  behavior  displayed 
by  intact  males. 191  Therefore,  it  would  ap- 
pear that  either  testosterone  or  estrogen 
and  progesterone  can  induce  male  behavior 
in  female  guinea  pigs.  The  evidence  pre- 
sented thus  far  suggests  that  the  bisexual 
potentiality  among  nonprimates  is  greater 
in  the  female  than  in  the  male.  In  pri- 
mates, although  bisexual  potentiality  ap- 
pears to  be  fairly  equal  in  the  sexes,  in 
actuality  it  is,  if  not  any  greater  in  the  male, 
at  least  more  noticeable. 

When  female  pseudohermaphrodites  were 
produced  by  administering  testosterone  to 
pregnant  guinea  pigs,  the  young,  when 
spayed  as  adults  and  treated  with  estradiol 
and  progesterone,  failed  to  respond  in 
typical  female  fashion;  that  is,  their 
capacity  for  lordosis  was  diminished,  and 
many  animals  exhibited  male-like  mount- 
ing behavior,  even  when  lordosis  could  not 
be  evoked. 191  In  addition,  these  animals 
manifested  an  increased  responsiveness  to 
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testosterone,  in  that  this  hormone  evoked 
an  increased  frequency  of  male  behavior. 
Thus,  the  effects  of  prenatal  testosterone 
treatment  were  permanent;  in  another 
aspect  of  this  study,  testosterone  ad- 
ministered from  birth  to  eighty  days  of 
age  resulted  in  no  long-lasting  effects. 
From  this  work  it  was  concluded  that  the 
developmental  period  during  which  testos- 
terone is  given  is  crucial  to  the  duration  of 
effect.  Another  experiment,  in  which 
testosterone  was  given  during  different 
stages  of  pregnancy,  revealed  that  the  de- 
gree of  modification  both  of  genital  mor- 
phology and  sexual  behavior  varied  with 
the  dosage  and  time  of  treatment.  The 
behavior  displayed  by  the  young  varied 
from  normal  female  to  behavior  indistin- 
guishable from  that  of  castrated  male  con- 
trols.209 Not  only  can  overt  sexual  be- 
havior be  changed  by  testosterone  treat- 
ment, but  also  infant  monkey  female 
pseudohermaphrodites  were  shown  to  initi- 
ate play,  threaten  others,  and  engage  in 
rough  play  more  often  than  did  female 
controls.211 

Inadvertent  experiments  on  the  human 
fetus  have  come  to  fruition  in  those  in- 
stances of  female  pseudohermaphrodites 
resulting  from  the  use  of  oral  progestational 
agents  by  pregnant  women.212  To  date, 
however,  there  have  been  no  studies  of  the 
effect  of  this  somatic  masculinization  on 
adult  behavior. 

Male  guinea  pigs  treated  prenatally  with 
testosterone  showed  a normal  amount  of 
male  sexual  behavior  and  no  evidence  of  an 
increase  in  vigor  or  capacity  or  any  damag- 
ing effects  on  male  behavioral  charac- 
teristics compared  to  controls. 191  Thus, 
the  effects  of  testosterone  treatment  on 
male  and  female  offspring  are  entirely 
different. 

Since  the  monkey  and  guinea  pig  are 
long-gestational  animals,  the  period  of 
organization  of  neural  tissues  mediating 
sexual  behavior  occurs  during  the  fetal 
period.  However,  in  the  rat  sexual  organ- 
ization is  not  complete  until  after  birth. 
It  has  shown  that,  in  the  rat,  physiologic 
“masculinization”  of  the  brain  is  not 
completed  by  day  4 of  postnatal  life,  while 
it  is  over  by  day  6. 213  As  estradiol  ad- 
ministration in  the  guinea  pig  is  incompat- 
ible with  pregnancy,  comparison  of  the 
effects  of  prenatal  testosterone  with  es- 


trogen have  had  to  be  carried  out  on 
five-day-old  female  rats.  When  these  ani- 
mals were  given  estradiol,  a diminished  or 
absent  capacity  to  display  estrous  be- 
havior was  manifest  in  adulthood.214  Simi- 
lar results  were  obtained  when  males 
castrated  at  birth  were  administered  es- 
trogen at  five  days  of  age  and  later  tested 
for  display  of  female  behavior.215  Thus, 
estrogen  administered  to  either  genetic 
males  or  females  during  the  period  of 
psychosexual  differentiation  blocks  the 
capacity  for  exhibition  of  female  behavior 
in  adulthood.  Furthermore,  even  when 
supplemental  androgen  is  given  in  adult- 
hood, males  treated  neonatally  with  es- 
trogen are  incapable  of  achieving  intro- 
mission and  ejaculation.216 

Thus,  the  effect  of  androgen  on  the 
genetic  female  is  not  only  to  interfere  with 
female  behavior,  but  also  to  enhance  a 
male  behavioral  pattern.  In  the  female 
rat  androgen  can  exert  its  inductive  action 
on  the  developing  brain  in  a period  of  less 
than  twelve  hours.217  While  early  andro- 
gen was  shown  to  have  no  deleterious  effects 
on  the  genetic  male  fetus,  by  contrast, 
early  estrogen  appears  to  interfere  with  the 
development  of  both  female  behavior  in 
females  and  male  behavior  in  males. 
Moreover,  when  estrogen  interferes  with 
the  development  of  male  behavior  in 
genetic  males,  there  is  no  evidence  that  it 
promotes  or  augments  the  capacity  for 
female  behavior.  Therefore,  androgen  pro- 
motes the  development  of  normal  maleness 
or  the  development  of  masculine  behavior 
in  genetic  females,  whereas  estrogen  is 
equally  incompatible  with  the  development 
of  normal  female  characteristics  in  genetic 
females  and  with  normal  male  charac- 
teristics in  genetic  males. 

Male  rats  castrated  at  birth  and  ad- 
ministered estrogen  and  progesterone  when 
mature  manifested  the  complete  pattern  of 
female  sexual  behavior.  However,  little 
or  no  such  behavior  was  displayed  by  rats 
castrated  at  or  over  the  age  of  ten  days, 
even  if  50  times  the  original  amount  of 
estradiol  was  employed.196  Not  only  is  the 
neonatally  castrated  rat  capable  of  exhib- 
iting a complete  female  pattern  of  sexual 
behavior  when  appropriately  treated,  but 
also  when  an  ovary  is  transplanted  into  the 
animal  the  gland  will  ovulate  and  form 
corpora  lutea  in  a cyclic  manner.218 
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Although  neonatal  castration  permits  a 
display  of  female  sexual  behavior  following 
estrogen  and  progesterone  administration 
in  adulthood,  it  does  not  prevent  the  induc- 
tion of  mounting  behavior  by  testosterone. 
However,  males  thus  castrated  showed  al- 
most no  intromissions  or  ejaculations.219 

Thus,  evidence  indicates  that,  in  the 
genetic  male  a fetal  androgen  of  testicular 
origin  acts  on  neural  tissues  during  the 
period  of  psychosexual  differentiation  to  re- 
sult in  the  male  pattern  of  behavior,  while 
it  is  the  absence  of  androgens,  rather  than 
the  action  of  estrogens,  that  allows  for  the 
development  of  the  female  pattern  of  sexual 
behavior.  Further  evidence  of  this  prin- 
ciple is  found  in  the  observation  that  the 
characteristic  lifting  of  the  hind  leg  during 
urination  in  the  male  dog  appears  at 
puberty  and  that  its  appearance  can  be 
hastened  by  treatment  with  androgen. 
When  the  testes  are  removed  early  in  life, 
the  squatting  position  seen  in  infancy,  or 
shown  by  adult  females,  is  used.220  Treat- 
ment of  newborn  female  dogs  with  testos- 
terone from  the  third  day  of  life  resulted 
in  the  use  of  a complete  male  pattern  of 
micturition  two  months  later.221 

Various  investigations  have  revealed 
other  related  phenomena  attributable  to 
androgens.  In  one  of  these  studies,  im- 
plants of  testosterone  in,  or  ventral  to, 
the  paleostriatum  were  observed  to  en- 
hance aggressive  behavior  in  capons. 
Furthermore,  courtship  behavior  appeared 
to  be  induced  by  the  joint  activation  of 
mechanisms  controlling  aggression  and 
copulation  but  not  by  activation  of  either 
mechanism  alone.  222  In  another  experi- 
ment in  capons,  when  androgen  was  im- 
planted in  a circumscribed  area  of  the 
preoptic  region,  copulatory  behavior  was 
promoted  independently  of  aggressive  and 
courtship  behavior.  223  Furthermore,  a 
rhythmically  recurring,  briefly  lasting  pas- 
sivity of  the  nerve  cells  in  the  premammil- 
lary  nucleus  of  the  mouse  has  been  shown 
to  be  induced  by  androgens.224 

Based  on  all  the  foregoing  evidence,  the 
manner  in  which  definitive  changes  in 
psychosexual  development  and  behavior  are 
brought  about  at  puberty  has  been  sum- 
marized by  Sawyer.225  He  states  that, 
“increased  hormonal  secretion  of  rapidly 
growing  gonads  at  puberty  interact  with 
seasonal  and  exteroceptive  factors  and 


endogenous  rhythms  to  initiate  species 
specific  and  sex  specific  behavioral  patterns 
encoded  within  the  developing  brain  and 
organized  at  a neuromuscular  level  prior  to 
their  hormonal  activation.” 

In  human  beings,  despite  the  genital 
development  seen  in  clinical  cases  of 
precocious  puberty,  overt  sexual  behavior  is 
rarely  encountered.  Masturbation  has 
been  found  to  occur  in  boys,  but  seldom  is 
there  interest  in  the  opposite  sex.  It 
seems  that  sexually  precocious  children  do 
not  display  the  psychosexual  charac- 
teristics typical  of  puberty  and  that  their 
psychologic  development  resembles  that  of 
normal  children.  226  In  rats  early  postnatal 
administration  of  estradiol  accelerates  func- 
tional brain  maturation,  possibly  by  the 
process  of  precocious  myelinization  of  nerve 
fibers. 227 

Alterations  in  electrical  activity 
of  brain.  Gower’s  observation  that  there 
can  be  an  exacerbation  of  epilepsy  just  be- 
fore or  at  the  time  of  menstruation  has  been 
confirmed  on  more  than  one  occasion.228 
Since  a consistently  decreased  incidence  of 
seizures  has  been  observed  in  the  midluteal 
period  of  the  cycle,  and  an  exacerbation  of 
seizures  observed  just  before  menstruation, 
it  has  been  postulated  that  progesterone 
exerts  an  anticonvulsant  effect  when  its 
levels  are  elevated  during  the  midluteal 
phase,  but  as  its  levels  fall  off  abruptly 
just  prior  to  menstruation,  withdrawal 
hyperexcitability  occurs  which  results  in  an 
increased  incidence  of  seizures.  229  How- 
ever, this  hypothesis  was  challenged  and, 
alternatively,  it  was  suggested  that  the 
increased  incidence  of  premenstrual  sei- 
zures is  due  to  elevated  plasma  levels  of 
estrogen,  not  to  the  sudden  decline  in 
progesterone  that  occurs  during  this  time.230 
In  all  likelihood,  both  the  elevated  estrogen 
and  depressed  progesterone  levels  contrib- 
ute, since  such  changes  would  both  tend 
to  increase  brain  excitability,  progesterone 
being  a central  nervous  system  depressant 
and  estrogen  a central  nervous  system  ex- 
citant, as  will  be  described. 

It  has  been  found  that  sufficient  slowing 
of  the  electroencephalographic  findings  oc- 
curs in  association  with  menstruation  to 
convert  a normal  electroencephalogram  to 
an  abnormal  one.231  Also  demonstrated 
was  the  fact  that  when,  in  the  final  weeks 
of  pregnancy  progesterone  levels  are  high, 
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the  electroencephalogram  is  slow  compared 
to  postpartum  tracings.  How  these  obser- 
vations compare,  however,  with  the  findings 
that  the  postmenopausal  electroencephalo- 
gram is  not  significantly  altered  by  pro- 
gesterone or  stilbesterol  is  uncertain.232 

In  guinea  pigs  hormone-induced  estrus 
was  shown  to  be  accompanied  by  a decrease 
in  the  amounts  of  both  “paradoxical”  and 
slow-wave  sleep,233  while  in  the  intact  cat 
large  doses  of  estrogen  produced  no  sig- 
nificant change  in  cortical  electrical  ac- 
tivity.234  However,  lesser  doses  of 
estradiol  were  demonstrated  to  produce  a 
decrease  in  the  EST  in  intact  adult  male 
rats  which  was  greater  than  the  decrease 
produced  by  testosterone  in  the  same  ani- 
mals. In  male  rats  castrated  before  pu- 
berty, the  EST  was  slightly  decreased  but 
did  not  change  in  those  rats  castrated 
postpuberally.  Testosterone  administered 
to  postpuberal  male  castrates  did  not  alter 
the  EST  as  compared  to  controls,  but 
given  in  high  doses  to  prepuberal  castrates 
increased  the  EST;  low  to  moderate  doses 
had  no  effect.  235  In  addition,  castration 
in  male  rats  has  been  associated  with  pro- 
longed postictal  depression,  but  testoster- 
one treatment  does  not  shorten  the  re- 
covery time  to  equal  that  of  the  intact 
controls.  Female  rats  castrated  before 
puberty  demonstrated  a decrease  in  brain 
excitability  as  reflected  in  an  elevated  EST. 
In  female  rats  castrated  after  puberty, 
brain  excitability  did  not  change.  How- 
ever, when  pre-  and  postpuberal  castrates 
were  treated  with  estrogen,  a fall  occurred 
in  the  EST.  236  Furthermore,  when  adult 
female  ovariectomized  rats  were  ad- 
ministered estrogen,  the  threshold  for 
audiogenic  seizures  was  also  lowered.237 
This  evidence,  taken  together  with  the 
results  of  estradiol  treatment  in  adult 
male  rats,  indicates  that  estrogen  exerts  an 
excitatory  effect  on  the  central  nervous 
system.  That  this  is  a direct  effect,  not 
mediated  by  anterior  pituitary  hormones, 
is  seen  in  the  fact  that  estrogen  decreases 
the  EST  even  in  hypophyseetomized  rats. 

As  implied  in  the  discussion  on 
“Adrenals,”  under  its  anesthetic  effects, 
progesterone  has  been  demonstrated  to 
have  an  inhibitory  influence  on  cerebral 
cortical  electrical  activity.  In  addition, 
pregnanediol  has  also  been  observed  to 
cause  an  inhibitory  modification  of  the 


electroencephalogram.238  In  an  attempt  to 
clarify  the  functional  relationship  between 
the  anovulatory  effect  of  progesterone  and 
its  central  depressant  action,  progesterone 
was  demonstrated  not  only  to  suppress  the 
activity  level  of  the  posterior  hypo- 
thalamus, but  the  limbic  midbrain  area  as 
well.  239  In  actuality,  the  central  nervous 
system  depressant  effect  of  progesterone  is 
greater  than  that  of  some  short-acting 
barbiturates.240 

Alterations  in  taste  and  smell. 
Investigating  taste  and  olfaction  in  chroma- 
tin-negative  gonadal  dysgenesis,  Henkin241 
observed  that  the  median  detection  and 
recognition  thresholds  for  salt  and  sweet 
were  normal  but  for  sour  and  bitter  were 
increased  above  normal.  For  olfaction, 
median  detection  and  recognition  thresh- 
olds for  vapors  of  pyridine,  thiophene,  and 
nitrobenzene  were  all  increased  above  nor- 
mal. Treatment  with  gonadal  steroids 
sufficient  to  induce  secondary  sexual 
characteristics  did  not  return  either  taste 
or  smell  sensitivity  to  normal,  although  it 
did  produce  secondary  sexual  changes  in  the 
patients  in  whom  it  was  used.  Henkin 
suggested  the  possibility  of  a genetic  ab- 
normality in  the  dysfunction  of  olfaction, 
since  mothers  of  these  patients  demon- 
strated a similar  olfactory  abnormality. 
Almost  all  of  the  patients  tested  had 
diminished  to  absent  gag  and  uvular  re- 
flexes, and  two-point  discrimination  on  the 
hard  palate  was  also  abnormal.  These 
latter  findings  were  suggestive  of  a neuro- 
anatomic  or  neurophysiologic  abnormality 
of  the  oral  and  pharyngeal  areas. 

Alterations  in  learning.  The  role  of 
gonadal  hormones  in  the  learning  process 
has  been  explored  in  a study  in  which  ap- 
parent retrograde  amnesia  of  a learned 
foot-shock  passive  avoidance  response  was 
produced  by  electrical  anesthesia  of  female 
rats  deficient  in  estrogens.  Conversely, 
rats  retained  memory  of  the  avoidance 
response  if  they  were  in  estrus  or  ovari- 
ectomized and  treated  with  estradiol 
twenty-four  hours  prior  to  learning.242 

Kuru.  The  idea  that  the  hormonal 
milieu  in  infancy  can  provide  the  sub- 
strate for  subsequent  central  nervous  sys- 
tem changes  may  not  be  restricted  to  the 
changes  of  puberty.  This  was  elaborated 
on  in  the  recent  suggestion  that  the  mode  of 
onset  and  unusual  female  preponderance  of 


2258  New  York  State  Journal  of  Medicine  / August  15,  1969 


kuru  could  be  explained  by  considering  it 
a genetically  mediated,  hormonally  pro- 
grammed disease.24* 

Metabolic  effects  on  the  central 
nervous  system.  Electrolyte  metab- 
olism. Early  postnatal  treatment  of  rats 
with  estradiol  has  been  reported  to  in- 
crease the  sodium  and  chloride  content 
of  the  cerebellum,  while  castration  of  male 
or  female  rats  was  not  observed  to  alter  the 
total  or  intracellular  concentrations  of 
sodium  and  potassium  in  the  cerebral  cor- 
tex.97  Wooley,  Timiras,  and  Woodbury244 
found  that  local  concentrations  of  sodium 
and  potassium  in  the  cerebral  cortex,  cer- 
ebellum, and  brain  stem  of  intact  adult 
male  rats  were  not  altered,  whereas  chloride 
concentration  was  increased  in  these  three 
areas  by  administrating  testosterone,  estra- 
diol, and  progesterone.  The  chloride  space 
in  all  three  areas  was  increased  by 
progesterone,  but  testosterone  increased 
only  the  chloride  space  in  the  cerebral  cor- 
tex. Thus,  the  action  of  gonadal  hor- 
mones on  brain  excitability,  like  that  of 
cortisol  but  unlike  that  of  deoxycortico- 
sterone, does  not  seem  to  be  exerted  through 
effects  on  electrolyte  composition. 

Oxygen  consumption.  The  rate  of 
oxygen  uptake  by  the  brain  of  immature 
castrated  rats  has  been  measured  as  32 
per  cent  higher  than  that  of  normal  rats, 
whereas,  when  treated  with  testosterone, 
the  brain  of  the  immature  castrated  male 
rat  utilizes  oxygen  only  slightly  more  than 
the  untreated  castrate.  The  addition  of 
testosterone  in  vitro  further  suppresses 
oxygen  uptake  by  brain  homogenates  from 
normal,  castrated,  or  castrated-treated 
animals.  The  inhibition,  though,  is  much 
less  in  the  castrated  than  in  the  other  two 
groups. 106  When  different  areas  of  the 
brain  were  specifically  studied  it  was  found 
that  castration  of  immature  male  rats  in- 
creases the  oxygen  uptake  of  the  cerebral 
cortex  and  hypophysis  but  decreases  the 
oxygen  consumption  of  the  anterior  and 
posterior  hypothalamus;  treatment  with 
testosterone  restores  these  values  to  nor- 
mal.245 Estradiol  and  progesterone  have 
been  demonstrated  consistently  to  depress 
the  oxygen  consumption  by  the  brain.  246 

Carbohydrate  metabolism.  Estradiol  ad- 
ministration produces  no  significant  change 
in  the  glycogen  concentration  of  the 
cerebral  cortex,  cerebellum,  or  brain  stem, 


whereas  progesterone  causes  a diminution 
in  the  glycogen  content  of  both  the  cerebral 
cortex  and  cerebellum  but  has  no  effect  on 
the  brain  stem.  However,  estradiol  plus 
progesterone,  or  testosterone,  or  methyl- 
androstenediol  all  augment  the  concentra- 
tion of  cerebral  cortical  glycogen  but  do  not 
alter  its  concentration  in  the  cerebellum 
and  brain  stem.247 

Miscellaneous.  Possibly  related  to 
the  reduction  of  circulating  gonadal  hor- 
mones in  castrated  rats  is  the  increase  of 
norepinephrine  and  the  decrease  of  dop- 
amine which  have  been  found  in  the  an- 
terior hypothalamus.248 

A final  word  may  be  said  about  the 
cerebrospinal  fluid  and  gonadal  hormones. 
In  the  rhesus  monkey,  the  cerebrospinal 
fluid  appears  to  be  capable  of  transporting 
estrogens,  the  latter  then  being  selectively 
absorbed  by  specialized  ependymal  cells249; 
whether  this  occurs  under  natural  condi- 
tions is  debatable. 

Pancreas 

Alterations  in  electrical  activity 
of  the  brain.  It  has  been  demonstrated 
that  insulin-induced  hypoglycemia  pro- 
duces changes  in  the  electroencephalogram 
winch  are  reversible  if  glucose  is  supplied.250 
Both  in  rats  and  in  man  large  doses  of 
insulin  produce  a progressive  decrease  in 
alpha-wave  frequency. 

In  pancreatectomized  or  alloxan-treated 
rats,  moderate  hyperglycemia  is  accom- 
panied by  a progressive  decrease  in  the 
EST.251  Both  pancreatectomy  and  alloxan 
increase  the  duration  of  the  extensor  com- 
ponent and  shorten  the  flexor  component  of 
the  maximal  electroshock  seizure;  they 
also  shorten  the  duration  of  postictal  de- 
pression. These  results  agree  with  other 
work  showing  that  hyperglycemia  shortens 
and  hypoglycemia  prolongs  postictal  de- 
pression.252 

Insulin  produces  an  increase  in  brain 
excitability,  and  it  has  been  found  that  the 
dose  of  insulin,  the  degree  of  hypoglycemia, 
and  the  decrease  in  the  EST  are  all  closely 
related.251  Since  both  insulin  and  diabetes 
mellitus  enhance  brain  excitability,  these 
effects  cannot  be  explained  on  the  basis  of 
alterations  in  brain  carbohydrate  metab- 
olism, and  it  has  been  suggested  that  the 
effects  of  both  hypo-  and  hyperglycemia 
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may  be  partly  the  result  of  changes  in  brain 
electrolyte  metabolism. 1,6  This  may  be 
especially  true  of  the  sodium  ion,  since  a 
direct  correlation  between  the  brain  intra- 
cellular sodium  concentration  and  brain 
excitability  has  been  established.  At  a 
more  peripheral  site,  insulin  lias  been  ob- 
served, in  the  cat,  to  be  directly  involved 
in  the  mechanism  of  normal  transmission  of 
the  superior  cervical  ganglion.253 

Effect  on  brain  carbohydrate  metab- 
olism. As  a result  of  recent  experimenta- 
tion, several  workers  have  invoked  a brain 
glucose  threshold.  They  suggest  that  the 
brain  is  sensitive  to  insulin  but  less  rapidly 
responsive  than  the  peripheral  tissues.254 
Lending  credence  to  this  hypothesis  is  a 
study  in  diabetic  and  alloxan-treated  rats. 
In  these  animals  synthesis  of  glycogen 
could  not  be  demonstrated  in  cerebral 
cortical  slices  when  glucose  was  the  sub- 
strate. However,  insulin  administered  in- 
travenously gave  rise  to  the  synthesis  of 
glycogen  in  these  slices  with  the  same  sub- 
strate.255  Related  to  the  effect  of  insulin 
on  brain  glucose  uptake  is  the  finding  that 
insulin  deficiency  decreases  the  uptake  of 
gold  thioglucose  by  the  satiety  center.256 

Following  the  proposal  of  a brain  glucose 
threshold,  it  was  noted  that  insulin  in- 
creases the  uptake  of  glucose  by  the  brain 
provided  the  blood  sugar  level  is  not  below 
50  mg.  per  100  ml.257 

An  effect  of  insulin  on  brain  metabolism 
which  is,  as  yet,  unexplained,  is  reflected  in 
a study  in  which  a diminution  of  cerebral 
glucose  uptake,  with  the  simultaneous  addi- 
tional extraction  of  oxygen,  was  observed 
immediately  following  the  application  of 
insulin  to  brain  slices;  this  effect  is  con- 
trary to  the  typical  stimulation  of  myo- 
cardial glucose  extraction.258 

Effect  on  nerve  conduction.  Insulin 
has  recently  been  demonstrated  to  be  not 
the  only  hormone  of  the  pancreatic  islet 
cells  to  have  an  effect  on  the  central  nerv- 
ous system.  Following  intravenous  ad- 
ministration of  glucagon  to  human  beings, 
evidence  was  obtained  of  stimulation  of  the 
adrenergic  nervous  system.259 

Parathyroids 

Hypoparathyroidism 

Psychic  and  neurologic  alterations. 
Hypocalcemia  is  generally  considered  to  be 


responsible  for  the  disorders  of  the  central 
and  peripheral  nervous  system  observed  in 
hypoparathyroidism.  Tetany,  or  its  equiv- 
alent, is  the  most  prominent  feature  of 
this  condition,  being  the  initial  complaint  in 
approximately  70  per  cent  of  cases.  The 
spectrum  of  tetany  extends  from  pares- 
thesias and  carpopedal  spasm  to  laryngeal 
stridor  and  convulsions.  Psychiatric 
symptoms  of  hypoparathyroidism  include 
emotional  lability,  anxiety,  irritability, 
delusions,  and  delerium.  Mental  retarda- 
tion is  usual  in  long-standing,  inadequately 
treated  cases. 

Alterations  in  electrical  activity 
of  brain.  Whether  seizures  are  the  direct 
effect  of  parathyroid  hormone  deficiency  in 
hypoparathyroidism  or  are  an  incidental 
disorder  has  been  debated.  260  In  elucidat- 
ing this  problem  further,  the  seizures 
usually  have  been  shown  to  be  associated 
with  paroxysmal  abnormalities  in  the 
electroencephalogram,  characterized  by 
slow  theta  and  delta  waves  and  spike-wave 
discharges  varying  in  frequency  from  1.5  to 
4 cycles  per  second,  with  single  and 
multiple  spiking.  Treatment  with  calcium 
salts  or  vitamin  D improves  the  seizure 
state  and  the  electroencephalogram. 116 
Furthermore,  hypocalcemia  in  epileptic 
patients  increases  their  susceptibility  to 
seizures.  Such  clinical  observation  agrees 
with  animal  experimentation  showing  that 
calcium  salts  elevate  the  EST,  whereas 
administration  of  phosphate  salts,  which 
depresses  the  serum  calcium  level,  lowers 
the  EST.94  Some  insight  into  the  patho- 
genesis of  these  changes  in  EST  may  be 
gained  from  work  showing  that  calcium 
ions  act  as  an  adhesive  in  sticking  cells 
together,  decrease  ionization  at  cell  mem- 
branes, reduce  membrane  permeability, 
dehydrate  cell  membranes,  and  increase 
the  rigidity  of  cytoplasmic  surface.261 
The  last-mentioned  has  been  demonstrated 
using  stearic  and  palmitic  acid  monolayers, 
these  lipids  reacting  with  calcium  to  pro- 
duce condensed  films  that  are  rigid.262 
These  effects  are  antagonized  by  mono- 
valent cations  such  as  potassium. 

In  addition,  there  has  been  some  specula- 
tion that  calcium  salts  may  cause  a “gel” 
state  of  the  extracellular  fluid,  further  re- 
ducing the  ease  of  ionic  movement,  whereas 
potassium  salts  may  causea  “sol”  stateof  this 
compartment,  enhancing  ionic  movement. 
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Pseudohypopa  ru  thvro  i d is  m 

In  cases  of  pseudohypoparathyroidism, 
the  median  detection  and  recognition 
thresholds  for  the  tastes  of  salt  and  sweet 
were  found  to  he  normal  hut  for  sour  and 
bitter  were  elevated  above  normal.  For 
olfaction,  detection  and  recognition  thresh- 
olds for  the  vapors  of  pyridine,  thiophene, 
and  nitrobenzene  were  all  elevated  above 
normal.  Treatment  with  calcium,  para- 
thyroid extract,  or  both,  did  not  return 
either  taste  or  smell  sensitivity  to  normal.263 
These  findings,  and  their  suggested  patho- 
genesis, are  similar  to  what  has  already 
been  described  in  chromatin-negative  gon- 
adal dysgenesis. 

Hyper  pa  ra  thyro  i dism 

Psychic  and  neurologic  alterations. 
The  various  neuro psychiatric  symptoms 
observed  in  hyperparathyroidism  are  at- 
tributable to  the  associated  high  level  of 
serum  calcium.264  Such  symptoms  include 
those  of  psychoneurosis,  as  well  as  periods 
of  confusion  and  unconsciousness,  de- 
lusions, hallucinations,  mental  retardation, 
and  convulsions.  265  Serum  calcium  levels 
in  excess  of  17  mg.  per  100  ml.  almost  al- 
ways produce  psychiatric  and  or  neuro- 
logic abnormalities.  An  instance  in  which 
basilar  artery  insufficiency  was  mimicked 
by  a serum  calcium  level  in  excess  of  16 
mg.  per  100  ml.  has  been  recently  re- 
ported.266 

Pituitary 

Although  the  pituitary  is  the  mediator  of 
the  control  exercised  by  the  hypothalamus 
over  the  endocrine  glands,  which  latter  are 
involved  in  a multitude  of  central  nervous 
system  effects,  direct  actions  by  the  pitui- 
tary itself  on  the  central  nervous  system 
appear  to  be  few. 

Alterations  in  electrical  activity 
of  brain.  A “paradoxical”  phase  of  sleep 
has  been  observed  in  rabbits  in  which 
electrical  activity  of  various  deep  struc- 
tures was  recorded.  The  paradoxical  phase 
could  be  elicited  by  systemic  administra- 
tion of  vasopressin  and  oxytocin,  as  well  as 
by  stimulation  of  various  tegmental  areas.267 

Growth  hormone,  given  to  intact  grow- 
ing rats,  was  observed  to  elevate  the  EST 
without  influencing  body  weight.  268  How- 
ever, as  the  hormone  had  no  effect  on  the 


EST-lowering  effect  of  hypophysectomy, 
it  is  difficult  to  interpret  these  findings  as  a 
direct  action  of  growth  hormone  on  the 
EST.  By  contrast,  melanocyte-stimulat- 
ing hormone  has  been  implicated  in  pro- 
ducing hyperexcitability  in  mice.269  Other 
anterior  pituitary  hormones  are  thought  to 
act  on  the  brain  to  raise  or  lower  thresholds 
for  the  electrical  phenomena  that  underlie 
mating  responses. 270 

Effects  on  autonomic  nervous  sys- 
tem. Vasopressin  has  been  demonstrated 
to  potentiate  sympathetic  responses  via  a 
direct  peripheral  effect  rather  than  a cen- 
tral one,271  while  thyrotropin  appears  to 
have  a specific  stimulatory  action  on  the 
neurons  of  the  hypothalamic  sympathetic 
centers.  272  This  latter  action  is  more  in- 
tense in  the  thyroidectomized  rat  than  in 
the  intact  animal,  and  investigators  of  this 
effect  on  thyrotropin  have  interpreted  it 
as  supporting  the  theory  of  a sympathetic 
nervous  origin  of  Basedow’s  disease. 

Miscellaneous.  Prolactin  has  recently 
been  implicated  as  an  important  factor  in 
eliciting  sexual  behavior,  being  mostly 
independent  of  gonadal  influence.273 

Pineal 

Alterations  in  electrical  activity 
of  the  brain.  Melatonin,  the  main 
principle  of  the  pineal  gland,  has  been 
stated  to  have  no  acute  pharmacologic 
effects  on  the  central  nervous  system  apart 
from  its  action  on  sleep  mechanisms.274 
Possibly  related  to  this  action  is  the  recent 
finding  that  pineal  extract  can  exert  a 
suppressive  effect  on  seizures  that  are  elec- 
trically induced  in  the  cerebral  cortex.275 

Alterations  in  activity.  The  absence 
of  melatonin  has  been  associated  with 
several  central  nervous  system  effects. 
When  the  pineal  gland  was  removed  in  in- 
fant rats,  they  manifested  greater  tread- 
wheel  activity  at  the  age  of  three  months 
than  did  their  nonoperated  littermates; 
after  the  pinealectomized  animals  were 
treated  with  pineal  extract,  their  running 
activity  was  reduced.  276  However,  this 
effect  on  running  activity  was  not  sub- 
stantiated when  the  author  repeated  this 
experiment,  performing  pinealectomies  not 
only  postnatally  but  also  after  rats  had 
reached  maturity. 277 

Alterations  in  learning.  Another 
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effect  looked  for  in  the  absence  of  melatonin 
was  a differential  rate  of  learning.  When 
the  author  subjected  postnatal  and  mature 
male  rats  to  pinealectomy,  and  sub- 
sequently put  them  through  a moderately 
complex  maze,  their  learning  capacity  and 
time  of  performance  were  not  observed  to 
differ  significantly  from  that  of  their  sham- 
operated  littermates. 278 

Metabolic  effects  on  central  nerv- 
ous system.  Another  effect  of  melatonin 
absence  should  be  mentioned.  As  pointed 
out  in  a recent  review,  when  rats  were 
pinealectomized  or  exposed  to  constant 
light  while  on  a sodium-deficient  diet,  the 
cerebral  potassium  content  diminished.279 

Finally,  one  might  speculate  as  to 
whether  or  not  there  are  indirect  effects  of 
prematurely  functioning  gonads  on  the 
central  nervous  system  when  pinealectomy 
is  performed  early  in  life. 

Conclusion 

Between  clinical  observation  and  detailed 
physiologic  studies,  some  of  the  ground- 
work has  been  laid  for  the  understanding  of 
the  interaction  between  the  central  nervous 
system  and  the  endocrine  glands.  For 
the  past  twenty  years,  much  of  the  atten- 
tion in  endocrinology  has  been  directed 
toward  the  rapidly  expanding  body  of 
knowledge  concerning  hypothalamic-pitui- 
tary regulation  of  endocrine  secretions. 
However,  since  medicine  has  recently  en- 
tered a phase  which  demands  greater 
scrutiny  of  subcellular  mechanisms,  it  is 
to  be  expected  that  areas  of  knowledge, 
such  as  that  encompassed  in  this  review, 
will  undergo  further  clarification.  Such  an 
approach,  with  its  refined  technics  in 
anatomy,  physiology,  and  biochemistry, 
is  absolutely  essential  to  this  study,  since 
what  we  are  dealing  with  here  are  the  basic 
mechanisms  for  the  neurophysiologic  and 
psychologic  adjustment  of  the  individual 
to  his  environment. 
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Uterovaginal  Fistula 


Case  history 

Harold  M.  M.  Tovell,  M.D.:  A 

twenty-nine-year-old  para  0-0-2-0  was  ad- 
mitted for  the  first  time  to  the  Woman’s 
Hospital,  St.  Luke’s  Hospital  Center,  in 
June,  1968,  because  of  increasingly  severe 
dysmenorrhea,  lasting  for  two  to  three 
weeks  of  each  menstrual  cycle,  and  severe 
dyspareunia  for  the  past  year. 

In  1961,  in  Poland,  the  patient  had  an 
induced  abortion  per  vaginam  in  the  fifth 
gestational  month.  She  was  informed  at 
that  time  that  “the  fetus  was  removed 
through  an  abnormal  passage.”  Her  re- 
covery, however,  was  uneventful. 

In  October,  1964,  she  had  an  uncompli- 
cated spontaneous  abortion  in  the  twentieth 
week  of  gestation.  At  the  follow-up  exam- 
ination a uterovaginal  fistulous  opening  was 
noted  behind  the  cervix  in  the  posterior 
fornix.  The  tract  was  surgically  excised  in 
April,  1965,  following  which  dyspareunia, 
periodic  suprapubic  pain,  progressively 
severe  dysmenorrhea,  and  painful  defeca- 
tion were  noted.  Subsequently,  the  fistula 
reformed;  postcoital  and  intermenstrual 
bleeding  were  frequently  noted. 

In  October,  1966,  a second  attempt  to 
excise  the  fistula  was  made  with  the  pa- 
tient in  the  knee-chest  position.  Follow- 
ing an  uneventful  recovery  she  experienced 
relief  of  her  dysmenorrhea  and  pelvic  pain 
and  partial  relief  of  her  dyspareunia.  In 
March,  1967,  a hysterogram  was  performed 
to  evaluate  the  surgical  repair  of  the  fistu- 
lectomy. Persistence  of  the  uterovaginal 
fistula  extending  from  the  level  of  the  in- 


ternal cervical  os  posteriorly  through  the 
cul-de-sac  into  the  posterior  vaginal  fornix 
was  noted.  The  patient  was  then  placed 
on  a three-month  course  of  norethynodrel 
(Enovid)  in  an  attempt  to  suppress  ovula- 
tion and  the  associated  dysmenorrhea. 
This  treatment,  however,  was  ineffectual. 

The  patient  was  first  seen  by  me  in 
April,  1968,  complaining  of  severe  dys- 
menorrhea starting  at  the  time  of  ovula- 
tion and  lasting  through  to  the  end  of 
the  menstrual  flow.  She  had  avoided 
coitus  because  of  the  severe,  associated 
pain.  Intermenstrual  bleeding  was  also  a 
constant  symptom. 

Physical  examination  revealed  a well- 
developed,  attractive,  white  young  woman 
who  was  5 feet  1 inch  tall.  Essential  find- 
ings were  limited  to  the  pelvic  exami- 
nation. The  first  examination,  performed 
one  week  after  her  last  menstrual  period, 
revealed  normal  external  genitalia  and 
vaginal  supports.  The  conically  shaped 
cervix  was  in  the  axis  of  the  vagina,  and  the 
uterus,  of  normal  size  and  shape,  was 
fixed  in  a retroverted  position.  The  left 
parametrium  was  thickened,  indurated,  and 
tender  almost  to  the  lateral  pelvic  wall. 
Immediately  behind  the  cervix,  at  the 
level  of  the  internal  os,  in  the  posterior 
vaginal  fornix,  there  was  a 3 by  4 mm. 
opening,  filled  with  reddish,  friable  tissue 
that  bled  easily  and  looked  like  granula- 
tion tissue.  A probe  could  be  passed  2 
inches  into  the  fistula. 

When  subsequently  examined  premen- 
strually,  the  parametrial  induration  and 
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canal  to  suggest  a congenital  origin.  There 
was  also  no  evidence  of  involvement  of  the 
urinary  tract  or  rectum. 


FIGURE  1.  Hysterosalpingogram  clearly  demon- 
strates normal  cervical  canal  and  uterovaginal 
fistula.  Contrast  injection  made  through  cannula 
inserted  into  fistulous  tract. 


pelvic  pain  were  much  more  severe,  and 
the  fistula  opening  in  the  vagina  was  noted 
to  contain  a large  polypoid  friable  growth, 
approximately  1 by  0.5  by  2 cm.  in  size. 
A biopsy  of  this  tissue  revealed  late  secre- 
tory endometrium  indistinguishable  from 
tissue  that  might  have  been  obtained  at 
uterine  curettage. 

Laboratory  findings  including  urinalysis, 
hemogram,  intravenous  pyelogram,  and 
sigmoidoscopy  were  normal. 

Radiographic  discussion 

Nathaniel  Finby,  M.D.:  A cannula 

was  inserted  into  the  fistulous  tract  and 
methylglucamine  (Sinografin)  injected 
with  immediate  visualization  of  the  uterine 
cavity.  Cineradiographic  and  roentgeno- 
graphic  documentation  of  the  hystero- 
salpingogram were  obtained.  The  uterine 
cavity  appeared  large  but  otherwise  normal 
in  appearance.  The  slight  marginal  irregu- 
larity reflects  the  premenstrual  endome- 
trium. The  fallopian  tubes  filled  and 
were  patent.  It  was  clearly  established 
that  contrast  material  within  the  uterus 
emptied  into  the  vagina  through  two 
separate  channels,  the  normal  cervical 
canal  and  the  fistulous  tract  which  con- 
tained the  cannula  (Fig.  1). 

Roentgenographically,  there  is  good 
visualization  of  a uterovaginal  fistula  which 
is  probably  traumatic  in  origin.  There  is 
no  sign  of  a double  cervix  or  bifid  uterine 


Surgical  discussion 

Dr.  Tovell:  The  patient  and  her 

husband  were  prepared  to  accept  a total 
hysterectomy.  Excision  of  the  endo- 
metrial fistula  completely  would  necessitate 
sacrificing  the  entire  posterior  half  of  the 
cervix  and  lower  portion  of  the  posterior 
wall  of  the  corpus.  Such  a procedure 
would  undoubtedly  have  left  the  patient 
with  an  incompetent  cervix  and  uterus. 
Therefore,  under  general  anesthesia,  on 
her  fifth  postmenstrual  day,  a total  ab- 
dominal hysterectomy  was  undertaken. 

A small  French  catheter  was  easily 
passed  through  the  fistula  into  the  uterine 
cavity  and  was  palpated  there  by  a probe 
passed  through  the  cervix.  The  catheter 
was  left  in  place,  the  vagina  packed,  and 
the  patient  placed  in  the  Trendelenburg 
position.  The  abdomen  was  opened 
through  a Pfannenstiel  incision.  The  left 
ovary  was  noted  to  be  firmly  bound  to  the 
posterior  aspect  of  the  uterus  and  upper 
cervix  in  the  cul-de-sac  but  was  easily 
freed  by  blunt  dissection.  Careful  sharp 
dissection  was  required  to  separate  the 
rectum  from  the  posterior  aspect  of  the 
lower  half  of  the  cervix  and  upper  portion 
of  the  vagina  in  the  area  adjacent  to  the 
fistula.  The  bladder  flap  was  developed 
and  the  bladder  pushed  down  below  the 
level  of  the  cervix,  leaving  the  uterus 
attached  laterally  by  the  broad  ligaments 
and  their  contained  vessels.  The  anterior 
wall  of  the  uterus  was  opened,  and  the  pre- 
viously placed  catheter  and  uterine  end  of 
the  fistula  were  noted  to  be  in  the  endome- 
trial cavity  immediately  at  the  level  of  the 
internal  cervical  os.  A total  abdominal 
hysterectomy  and  excision  of  a wide  por- 
tion of  the  upper  posterior  vaginal  wall 
were  performed. 

The  postoperative  course  was  unevent- 
ful, and  the  patient  was  discharged  from 
the  hospital  on  the  tenth  postoperative  day. 
She  was  seen  in  follow-up  examinations  at 
two  months  and  six  months  and  was  found 
to  be  asymptomatic.  Examination  re- 
vealed the  left  parametrium  and  area  where 
the  uterosacral  ligaments  were  attached  to 
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FIGURE  2.  (A)  Low-power  photomicrograph  of 

sinus  tract  removed  in  October,  1965.  To  left  of 
narrow  opening  in  midportion  is  internal  end  of 
tract;  it  is  lined  by  single  layer  of  mucus-secret- 
ing cells.  To  right  of  narrow  portion  is  external 
end  of  tract.  Endometrial  tissue  seen  lining  tract. 
(B)  Higher  magnification  of  spur  seen  in  mid- 
lower  portion  of  (A).  Cervical  epithelium  seen  on 
viewer’s  left,  endometrium  on  right. 


the  vagina  in  the  midline  to  he  slightly 
indurated  but  not  painful. 

Pathologic  discussion 

George  W.  Munsick,  M.D.:  The 

uterus  was  normal  in  size.  The  external 
opening  of  the  sinus  was  a 1-cm.  slit  in  the 
posterior  fornix  which  opened  after  a 1-cm. 
course  in  the  cervical  canal  just  below  the 
internal  os.  There  was  dense  scar  forma- 
tion in  the  tissue  immediately  about  the 
tract,  and  in  this  scar  were  islands  of  endo- 
metrium. We  were  also  able  to  examine 
the  specimen  removed  in  October,  1966,  at 
another  hospital,  and  here  the  charac- 
teristics of  the  tissue  lining  the  tract  are 
not  altered  as  a result  of  surgery,  and  the 
true  nature  of  the  tract  is  better  ap- 
preciated. In  Figure  2A  the  opening  on 
the  vaginal  side  is  at  the  viewer’s  right,  and 


endometrial  tissue  is  seen  to  be  lining  the 
tract.  The  endocervical  opening  is  on 
the  viewer’s  left,  and  this  is  lined  by  a 
single  layer  of  tall  mucus-secreting  cells. 

Figure  2B  is  a more  magnified  view  of 
the  spur  of  tissue  seen  in  the  lower  mid- 
portion of  Figure  2A,  and  here  the  nature  of 
the  lining  of  the  two  ends  of  the  tract  is 
seen  in  greater  detail. 

Comment 

Dr.  Tovell:  It  was  impossible  to 

ascertain  the  surgical  procedure  used  when 
this  patient  was  aborted  in  the  fifth  month 
of  her  first  pregnancy  in  Poland  seven 
years  previously.  It  is  possible  to  con- 
jecture, however,  that  the  posterior  cervix 
was  excised  to  the  level  of  the  uterine 
cavity  to  extract  the  fetus  intact,  and  dur- 
ing the  repair  of  the  cervix  viable  endome- 
trial (decidual)  cells  became  trapped  in  the 
cervical  incision.  These  cells  remained 
viable  and  started  to  reproduce  only  during 
the  second  pregnancy  at  a sufficient  rate  to 
manifest  themselves  as  the  fistulous  tract 
that  was  documented  at  the  time  of  her 
follow-up  examination. 

Many  examples  of  iatrogenic  endome- 
triosis have  been  reported  in  the  literature. 
This  discussant  has  reported  a case  of 
uteroabdominal  wall  sinus  tract  produced 
by  a silk  suture  passed  through  the  abdomi- 
nal wall  and  endometrial  cavity  at  the 
time  of  cesarean  section  to  suspend  the 
uterus  ventrally. 1 Other  reports  indicate 
the  transplantability  of  viable  endometrial 
cells.  Thus  endometriosis  of  abdominal 
incisions  made  at  the  time  of  cesarean  sec- 
tion or  following  uterine  operations  per- 
formed prior  to,  or  during,  the  menstrual 
period  have  been  reported.  Similarly, 
endometriosis  with  decidual  reaction  in 
episiotomy  scars  has  been  reported.2 

Surgically  produced  endometriosis  has 
been  studied  experimentally  in  several 
monkeys  by  TeLinde  and  Scott.3  These 
investigators  severed  the  uterus  from  the 
vagina  surgically  and  reattached  the  uterus 
against  the  anterior  abdominal  wall  after 
peritonizing  the  raw  surface.  The  vagina 
was  closed  and  also  peritonized.  In  one 
instance  (monkey  number  840)  an  endome- 
trial vaginal  fistula  subsequently  de- 
veloped, characterized  by  significant,  peri- 
odic vaginal  bleeding.  The  fistula  was 
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histologically  confirmed  at  autopsy  three 
years  after  surgery. 

We  can  only  speculate  that  the  fistula  in 
our  patient  originated  at  the  time  of  her 
abortion  and  in  the  manner  described. 
There  were  no  other  uterine  or  cervical 
operations  prior  to  the  first  fistulectomy  to 
account  for  its  origin  in  any  other  way. 

Dk.  Munsick:  Dr.  Tovell  has  already 

commented  on  what  he  believes  to  be  the 
pathogenesis  of  this  disorder.  Since  there 
is  no  evidence  elsewhere  in  the  patient’s 
uterus  of  endometriosis,  we  agree  with  him 
that  the  endometrial  tissue  found  in  the 
outer  muscular  layer  of  the  cervix  was 
probably  implanted  there  when  the  abor- 
tion was  preformed  in  Poland  seven  years 
previously.  From  this  point  on  we  can 


only  speculate  that  hemorrhage  occurred  in 
the  area  of  endometriosis  as  the  result  of 
cyclic  change,  with  eventual  perforation 
into  both  the  posterior  fornix  and  the 
endocervical  canal.  It  is  even  possible 
that  the  internal  dissection  of  the  area  of 
endometriosis  was  originally  into  a nabo- 
thian cyst,  since  the  lining  of  the  internal 
end  of  the  sinus  suggests  that  at  this  end 
there  had  at  one  time  been  such  a cyst. 
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Refractory  Skin  Ulcers 
in  Felty’s  Syndrome 

Healing  Following 
Splenectomy 

TULSI  DASS,  M.D. 

Rochester,  New  York 

Department  of  Surgery,  Highland  Hospital 

T he  association  of  chronic  arthritis  with 
splenomegaly,  anemia,  and  leukopenia  was 
first  described  extensively  by  Felty  in 
1924. 1 Some  of  the  originally  reported 
cases  also  had  pigmentation  of  the  exposed 
skin.  This  syndrome  stayed  in  the  do- 
main of  the  hematologist  until  1932  when 
Hanrahan  and  Miller2  performed  the  first 
splenectomy  in  an  attempt  to  relieve  ar- 
thritic symptoms.  As  more  splenectomies 
were  performed  over  the  next  two  decades, 
it  became  apparent  that  the  relief  of  ar- 
thritis was  unpredictable  and  transient. 

The  indications  for  splenectomy  have 
gradually  become  limited  to  the  systemic 
complications  that  accompany  this  syn- 
drome. These  complications  consist  mainly 
of  recurrent  local  and  systemic  infections 
directly  attributable  to  poor  leukocytic 
response  and  to  lowered  tissue  resistance. 
The  rarity  of  refractory  skin  ulcers  com- 
plicating Felty’s  syndrome  and  the  dra- 
matic healing  that  followed  splenectomy  in 
the  present  case  prompted  this  report. 

Case  report 

A forty-eight-year-old,  white  woman 
had  received  external  and  intrauterine  ir- 
radiation for  carcinoma  of  the  cervix  during 


a previous  admission.  She  was  readmitted 
to  the  hospital  in  June,  1964,  two  months 
following  discharge.  She  complained  of 
stiffness  of  the  hands  and  knees  and  was 
found  to  be  anemic  and  mildly  leukopenic. 
Phenylbutazone,  which  had  been  admin- 
istered for  three  weeks  prior  to  admission, 
was  presumed  to  be  responsible  for  the 
deranged  blood  picture.  She  was  treated 
for  anemia  and  discharged  but  was  read- 
mitted on  two  subsequent  occasions  with 
mild  thyroiditis  and  exacerbation  of  the 
arthritis. 

In  addition  to  typical  rheumatoid  de- 
formity of  her  hands,  her  spleen  was  pal- 
pable 2 fingerbreadths  below  the  left 
costal  margin.  The  persistent  anemia, 
leukopenia,  and  rheumatoid  arthritis  in 
the  presence  of  splenomegaly  suggested 
the  possibility  of  Felty’s  syndrome.  Differ- 
ential proteins  showed  an  increase  in  the 
globulin  fraction,  particularly  in  gamma 
globulin  which  was  21.7  per  100  ml.  She 
benefited  from  vitamins,  iron,  and  cortisone 
administration  and  was  subsequently  dis- 
charged. 

In  August,  1966,  the  patient  was  ad- 
mitted on  the  surgical  service  with  a 9 cm. 
by  8 cm.  ulcer  on  the  anteromedial  aspect 
her  right  thigh.  She  could  recall  having 
scraped  a wart  in  this  location  while  getting 
into  a whirlpool  bath  for  physiotherapy. 
An  examination  of  the  abdomen  revealed 
a large  spleen,  palpable  10  cm.  below  the 
left  costal  margin.  Cultures  of  the  ulcer 
yielded  a mixed  bacterial  flora  sensitive  to 
tetracycline.  The  ulcer  was  treated  vigor- 
ously but  failed  to  regress.  Biopsy  of  the 
ulcer  edge  revealed  no  evidence  of  malig- 
nancy. A split-thickness  graft  did  not 
take,  and  she  was  discharged  on  the  fortieth 
hospital  day  with  arrangements  for  local 
wound  care. 

In  January,  1967,  she  was  admitted 
again  with  anemia,  arthritis,  and  pro- 
gressive ulceration  of  the  right  thigh. 
Physical  examination  was  essentially  un- 
changed since  the  previous  admission,  ex- 
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FIGURE  1.  (A)  Leukocytic  changes  during  various  phases  of  disease.  There  is  striking  increase  in  neutro- 
phil count  starting  on  first  postoperative  day.  (B)  Erythrocyte  and  platelet  changes  during  various  phases 
of  disease. 


A 


FIGURE  2.  (A)  Preoperative  photograph  showing  s 
is  at  site  of  donor  area.  (B)  Complete  healing  seen 


ze  and  location  of  ulcers.  Small  ulcer  on  left  thigh 
four  months  after  splenectomy. 


cept  that  she  was  completely  bedridden, 
with  flexion  contractures  of  her  right  hip 
and  knee  joints,  and  exhibited  marked  de- 
formity of  the  hands.  Repeated  biopsies 
from  the  ulcer  edge  showed  only  vasculitis. 
Skin  tests  for  tuberculosis  and  fungi  were 
normal.  Serum  tests  for  syphilis  were 
negative. 

Skin  grafting  was  carried  out  on  two 
occasions  with  only  20  per  cent  coverage  of 
the  ulcerated  area.  Following  the  second 
grafting  procedure,  the  donor  areas  also 
began  to  ulcerate.  Because  she  was  bed- 
ridden and  her  general  health  was  rapidly 
deteriorating,  it  was  decided  to  perform  a 
splenectomy  in  the  hope  of  obtaining  good 
hematologic  response.  The  spleen  was  re- 
moved and  weighed  1,000  Gm.;  the  re- 
covery was  uneventful. 


The  ulcers  healed  with  remarkable  ra- 
pidity beginning  in  the  immediate  post- 
operative period  although  there  was  little 
improvement  in  the  arthritis.  Neutrophil, 
erythrocyte,  and  platelet  counts  returned 
to  normal  (Fig.  1).  There  was  a striking 
increase  in  the  granulocytes;  the  absolute 
granulocyte  count  rose  from  the  preopera- 
tive level  of  600  to  3,450  per  cubic  milli- 
meter on  the  first  postoperative  day.  The 
subsequent  rise  leveled  off  after  the  first 
week  and  fluctuated  over  the  next  seven 
months.  She  was  discharged  on  the  eighth 
postoperative  day  with  a small  residual 
ulcer  which,  subsequently,  healed  rapidly 
(Fig.  2). 

She  has  shown  some  regression  in  the 
total  granulocyte  count  but  has  not  de- 
veloped any  recurrent  ulceration  after  one 
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year.  Motion  in  her  hip  and  knee  joints 
has  improved,  with  intensive  physiotherapy 
enabling  her  to  ambulate. 

Comment 

Until  the  report  by  Felty  in  1924, 1 
sporadic  reports  appeared  in  the  literature 
correlating  the  involvement  of  the  reticulo- 
endothelial system  in  rheumatoid  arthritis, 
but  no  one  grouped  all  the  symptoms  into  a 
syndrome.  Felty  described  this  syndrome 
extensively  as  comprised  of  rheumatoid 
arthritis,  anemia,  leukopenia,  and  spleno- 
megaly. 

Splenomegaly  is  seen  in  about  5 to  10 
per  cent  of  the  patients  with  rheumatoid 
arthritis,  while  leukopenia  and  anemia 
occur  in  only  0.3  per  cent  of  these  cases. 
The  usual  interval  between  the  appearance 
of  rheumatoid  arthritis  and  symptoms  of 
Felty ’s  syndrome  has  been  reported  as 
being  five  to  twenty  years  but,  as  this  case 
indicates,  it  can  be  as  little  as  one  year. 

The  hematologic  changes  consist  chiefly 
of  anemia,  leukopenia,  and,  generally, 
thrombocytopenia.  Leukopenia  is  a strik- 
ing feature,  with  the  total  blood  count  fall- 
ing to  2,000  to  3,000  per  cubic  millimeter. 
Severe  infection  fails  to  induce  a significant 
leukocytic  response.  The  granulocytes  are 
particularly  low  and  their  normal  ratio  to 
lymphocytes  is  reversed.  The  anemia  is  a 
result  of  a combination  of  bone-marrow 
depression  and  excessive  phagocytosis  and, 
thus,  does  not  respond  significantly  to 
increased  iron  intake.  The  bone  marrow 
shows  considerable  hyperplasia  in  almost 
all  the  cases;  hypoplasia,  when  present, 
generally  indicates  hone-marrow  exhaus- 
tion. 

Involvement  of  several  other  areas  has 
been  recognized  in  association  with  rheuma- 
toid arthritis,  suggesting  a common  etiol- 
ogy with  a variety  of  clinical  presentations. 
One  of  the  important  systems  involved  is 
the  arterial  tree  at  the  arteriolar  level, 
producing  diffuse  vasculitis  and  its  bizarre 
complications.  Recurrent  systemic  infec- 
tions in  patients  with  Felty’s  syndrome  are 
encountered  in  the  form  of  pneumonia, 
keratitis,  and  conjunctivitis.  Refractory 
skin  ulceration  is  a rare  and  disturbing 
complication  of  this  process.  Steinberg3 
collected  37  patients  from  the  literature 
and  added  5 of  his  own  who  had  undergone 


splenectomy  for  Felty’s  syndrome,  which 
was  intended  for  relief  of  arthritis.  The 
results  were  variable  and  unpredictable. 
To  date,  about  85  such  splenectomies  have 
been  recorded,  the  recent  ones  chiefly  per- 
formed for  recurrent  infection  with  con- 
sistently good  results. 

Pathogenesis  of  skin  ulceration. 
Little  emphasis  was  placed  on  skin  ulcera- 
tion until  1949  when  Peden4  reported  2 
cases  in  which  leg  ulcers  were  the  outstand- 
ing features.  The  etiology  and  patho- 
genesis of  ulceration  in  this  syndrome  are 
still  obscure.  It  is  probably  the  result  of 
interplay  of  several  factors:  (1)  Hyper- 

splenism affects  the  granular  leukocytes, 
leading  to  neutropenia  and  lowered  tissue 
resistance.  Anemia  further  reduces  the 
local  response  to  infection.  Minor  infec- 
tion, with  or  without  trauma,  in  such  a 
situation  may  progress  to  produce  large 
ulcers.  In  the  present  case,  the  patient 
merely  scraped  a wart  on  her  thigh.  (2) 
Neuropathy,  when  associated  with  rheuma- 
toid arthritis,  produces  a sensory  deficit  in 
the  extremities,  and  may  occasionally  be 
responsible  for  initiation  of  an  ulcerative 
process.  (3)  Vasculitis,  by  partial  or  com- 
plete obliteration  of  the  arterioles,  decreases 
local  perfusion  and  may,  therefore,  be 
responsible  for  refractoriness  of  the  ulcers. 
The  origin  of  vasculitis  has  been  the  subject 
of  recent  controversy.  Because  of  the 
presence  of  abnormal  gamma  globulins,  it 
is  suspected  that  there  is  an  association 
between  the  rheumatoid  arthritis  and 
arteritis,  and  it  probably  represents  an 
autoimmune  response. 

Rationale  of  splenectomy.  There  are 
several  mechanisms  by  which  splenectomy 
may  improve  the  resistance  to  infection 
and  thereby  prevent  chronic  ulceration. 

The  spleen  in  Felty’s  syndrome  shows 
excessive  phagocytosis  of  granulocytes. 
Direct  evidence  of  such  activity  has  been 
provided  by  demonstration  of  ingested 
cells  in  the  phagocytes  in  splenic  substance 
and  a remarkable  gradient  in  the  white 
blood  cell  count  between  the  splenic  arterial 
and  venous  blood.  Indirect  evidence, 
however,  is  provided  by  the  leukocytosis 
that  follows  splenectomy,  and  this  is  well 
illustrated  by  the  present  case.  There  was 
a remarkable  increase  in  the  absolute 
count  from  the  preoperative  level  of  600 
to  over  3,000  per  cubic  millimeter  on  the 
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first  postoperative  day  following  splenec- 
tomy (Fig.  1A).  The  rise  in  neutrophils 
thus  produced  helps  control  the  progres- 
sion of  established  infection  and  its  early 
eradication.  Besides,  it  increases  resist- 
ance of  an  otherwise  easy  susceptibility  of 
such  patients.  Sandusky,  Rudolf,  and 
Leavell’  reported  control  of  neutropenia  in 
8 of  their  9 patients  with  Felty’s  syndrome 
following  splenectomy;  the  follow-up  pe- 
riod ranged  from  six  days  to  four  years. 

Hypersplenism  is  responsible  for  destruc  - 
tion of  erythrocytes  and  depression  of 
hematopoiesis.  Correction  of  anemia  fol- 
lowing splenectomy,  as  seen  in  the  present 
case,  improves  tissue  oxygenation  and  in- 
creases their  viability  and  reparative  ca- 
pacity. 

It  has  been  postulated  that  splenic 
hypertrophy,  via  some  feedback  mecha- 
nism, induces  suppression  of  the  anterior 
pituitary.  The  lienohypophyseal  axis, 
which  is  interrupted  by  splenectomy,  re- 
leases the  anterior  pituitary  and  results  in 
an  increased  output  of  pituitary  hormones, 
including  corticotropin.  The  enhanced  cor- 
tisone production  produces  suppression  of 
the  arthritic  process.  There  is  an  initial 
improvement  with  decrease  in  pain  and 
swelling  of  the  joints,  and  an  increase  in 
their  range  of  motion.  This,  however,  is 
temporary  and  lasts  from  one  to  eight 
months.  There  is  an  ameliorative  effect 
on  the  diffuse  vasculitis,  improving  tissue 
perfusion  which  promotes  the  healing  of 
ulcers. 

The  correction  of  anemia  and  leukopenia, 


and  suppression  of  vasculitis  by  splenec- 
tomy, help  to  combat  the  local  and  systemic 
infections.  There  is  a definite  improve- 
ment in  the  healing  of  ulcers.  This  pro- 
cedure has  been  lifesaving  in  patients  with 
severe  systemic  infections  and  is  indicated 
in  patients  with  chronic  ulceration  of  the 
mouth,  extremities,  and  eyes  with  danger  of 
blindness.  Timely  institution  of  such 
treatment  can  help  prevent  physical  and 
emotional  crippling  caused  by  prolonged 
hospitalization  for  deformities,  ulcers,  and 
infections.  Treatment  can  also  reduce  the 
financial  drain  on  the  patient  by  early 
mobilization  and  useful  rehabilitation. 

Summary 

Felty’s  syndrome  is  occasionally  com- 
plicated by  recurrent  infections  and  large 
refractory  skin  ulcers,  further  crippling 
arthritic  patients.  Splenectomy  appar- 
ently reverses  anemia  and  neutropenia, 
and  promotes  healing  of  the  ulcers.  The 
relief  of  arthritic  symptoms,  following 
splenectomy,  is  transient  and  unpredict- 
able. 
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A patient  with  hypertensive  cardiovas- 
cular disease  has  heen  treated  for  several 
years  at  our  institution  with  digitalis  and 
diuretics  for  control  of  congestive  heart 
failure.  Recently,  this  patient  was  ad- 
mitted to  the  hospital  with  striking  pitting 
edema  of  the  right  upper  and  lower  extremi- 
ties. The  clinical  features  and  mechanism 
of  hemiedema  in  this  case  form  the  basis 
of  this  report. 

Case  report 

A seventy-two-year-old  Negro  male  was 
admitted  to  the  hospital  because  of  edema 
of  the  right  arm  and  leg.  Two  years  pre- 
viously, a diagnosis  of  hypertensive  cardio- 
vascular disease  and  congestive  heart 
failure  was  made  and  digitalis  leaf  and  hy- 
drochlorothiazide prescribed.  Three  days 
after  stopping  his  digitalis  the  patient  noted 
his  right  hand  had  begun  to  “swell  up,” 
and  two  days  later  the  right  foot  also  began 
to  swell.  Subsequently,  the  edema  became 
much  more  marked  (Fig.  1).  The  patient 
stated  that  it  was  his  custom  when  recum- 
bent to  lie  only  on  his  right  side,  in  which 
posture  he  spent  at  least  eight  to  ten  hours 
daily.  No  symptoms  of  paresis  or  plegia 
were  present.  There  was  no  history  of 
allergies,  hepatic  disease,  or  renal  disease. 

On  physical  examination,  the  blood 
pressure  was  200/100,  pulse  80  per  minute, 
respirations  18  per  minute,  and  temperature 
98.8  F.  The  fundi  showed  moderate  ar- 
teriolar narrowing  without  hemorrhages  or 
exudates.  The  cervical  veins  were  dilated 
to  the  mandibular  angles  bilaterally,  and 
prominent  jugular  “a”  waves  were  noted 

* Present  address:  Peter  Bent  Brigham  Hospital,  721 
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FIGURE  1.  Appearance  of  patient  at  time  of  ad- 
mission showing  marked  pitting  edema  of  right 
upper  and  lower  extremities.  No  demonstrable 
edema  of  left  extremities. 

with  the  patient  sitting.  No  rales  were 
audible.  The  cardiac  apex  impulse  was 
located  in  the  sixth  intercostal  space  at  the 
anterior  axillary  line.  A presystolic  gallop 
was  palpated  and  auscultated.  No  mur- 
murs were  heard.  The  liver  was  palpated 
at  the  right  costal  margin,  and  a positive 
hepatojugular  reflux  was  elicited.  There 
was  no  ascites.  The  right  side  of  the 
scrotum  was  markedly  swollen  with  normal 
transillumination.  There  was  gross  pitting 
edema  of  the  right  upper  and  lower  extremi- 
ties without  apparent  involvement  of  the 
left  side.  The  circumference  of  the  right 
forearm  was  2 cm.  greater  than  the  left 
and  the  right  leg  21/i  cm.  greater  in  circum- 
ference than  the  left  at  midcalf.  No  red- 
ness, tenderness,  increased  warmth,  venous 
cords,  or  stasis  skin  changes  were  found. 
The  neurologic  examination  findings  were 
normal. 

A chest  x-ray  film  showed  an  increase  in 
pulmonary  vascular  congestion  in  compari- 
son with  a chest  x-ray  film  taken  two 
months  earlier.  An  electrocardiogram 
showed  evidence  of  an  old  inferior  wall 
infarction  and  left  ventricular  hypertrophy. 
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Blood  studies  including  complete  blood 
count,  fasting  blood  sugar,  blood  urea 
nitrogen,  electrolytes,  cholesterol,  and  liver 
profile,  including  sulfobromophthalein  re- 
tention, were  within  normal  limits.  A 
urinalysis  gave  normal  findings. 

The  patient  was  given  bed  rest  and  salt 
restriction.  Intermittent  injections  of 
meralluride  (Mercuhydrin)  were  adminis- 
tered, and  digitalis  was  reinstituted. 
Within  twelve  hours,  an  8-pound  weight 
loss  was  recorded.  At  this  time  the  patient 
was  taken  to  the  cardiac  catheterization 
laboratory  where  a catheter  was  inserted 
into  a right  antecubital  vein  and  advanced 
well  into  the  right  brachial  vein  and  a 
number  7 catheter  was  inserted  pereutane- 
ously  into  the  right  femoral  vein  and  ad- 
vanced to  the  right  atrium.  Using  a Stat- 
ham  transducer,  pressure  measurements 
were  recorded  as  follows:  right  brachial 

vein  12  mm.  Hg,  right  femoral  vein  14  mm. 
Hg,  and  right  atrium  14  mm.  Hg. 

By  the  ninth  hospital  day  the  patient 
had  lost  a total  of  18  pounds  and  no  longer 
demonstrated  any  detectable  edema  or 
measurable  difference  in  circumference 
between  his  extremity  pairs.  Four  months 
after  discharge  with  digitalis  and  diuretic 
medication,  the  patient  was  well  and  free 
of  edema. 


Comment 

Hemiedema  is  a relatively  uncommon 
condition.  The  differential  diagnosis  in- 
volves diverse  etiologies  which  include  such 
systemic  disorders  as  congestive  heart 
failure,  cirrhosis,  the  nephrotic  syndrome, 
and  allergic  reactions  operating  either  pri- 
marily or  in  conjunction  with  local  abnor- 
malities such  as  regional  inflammation, 
venous  or  lymphatic  obstruction,  and  nerve 
paralysis  or  injury. 

It  has  been  stated  that  although  edema 
of  cardiac  origin  is  seldom  unilateral,  the 
possibility  of  this  condition  should  not  be 
ignored.1  None  of  the  other  previously 
mentioned  diagnoses  could  be  invoked  in 
this  case,  and  several  positive  findings  led 
to  the  conclusion  that  the  cause  of  this 
patient’s  hemiedema  was  congestive  heart 


failure.  This  was  based  on  (1)  the  history 
of  hypertensive  cardiovascular  disease  with 
congestive  heart  failure  requiring  treatment 
with  digitalis  and  diuretics;  (2)  the  physical 
examination  which  revealed  the  presence 
of  a diastolic  gallop,  marked  cervical  venous 
distention  with  prominent  associated  jugu- 
lar “a”  waves,  and  a positive  hepatojugular 
reflux;  (3)  x-ray  evidence  of  cardiomegaly 
and  pulmonary  vascular  congestion;  and 
(4)  the  prompt  response  to  diuretic  therapy. 

In  patients  with  congestive  heart  failure, 
peripheral  edema  is  usually  distributed 
primarily  in  the  lower  extremities  bi- 
laterally. When  the  patient  is  recumbent, 
edema  of  the  lower  extremities  may  decrease 
only  to  appear  in  the  sacral  region.  Sur- 
prisingly little  is  written  regarding  the 
localization  of  cardiac  edema  to  the  tissues 
of  the  dependent  side  of  the  body  in  pa- 
tients who  demonstrate  a preference  for 
sleeping  in  only  one  decubitus  position. 
Although  it  has  been  stated  that  congestive 
heart  failure  can  cause  edema  of  one  side 
of  the  body  to  be  more  marked  than  the 
other  side,2  we  have  been  unable  to  docu- 
ment a previously  reported  case.  Our 
patient’s  habit  of  assuming  a predominantly 
right-sided  recumbent  position  would  seem 
to  be  the  most  reasonable  explanation  for 
the  peculiar  localization  of  his  edema. 

Summary 

The  clinical  features  and  hospital  course 
of  an  elderly  man  with  hemiedema  is  pre- 
sented. Several  factors  led  to  the  conclu- 
sion that  the  cause  of  this  patient’s  hemi- 
edema was  congestive  heart  failure.  It  is 
postulated  that  the  gravitational  forces  and 
concomitant  hydrostatic  effect  caused  by 
the  patient’s  habit  of  assuming  a right-sided 
recumbent  position  accounts  for  the  unusual 
localization  of  his  edema. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED — CONT’D 


WHITEHALL,  N.  Y.,  WASHINGTON  COUNTY,  GEN- 
eral  practitioner.  Contact:  Supervisor  Frank  Martucci, 

6 Mountain  St.,  Whitehall  N.  Y. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice  suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  hcense  necessary. 
Box  824,  % N YSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  teaching  institution  in  North  New  Jersey.  Box  823, 
% N YSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


GENERAL  PRACTICE:  EXCELLENT  OPPORTUNITY 
for  general  practice  physician  in  the  lovely  Village  of 
Hamilton,  New  York,  home  of  Colgate  University  and 
American  Management  Association.  Winter  and  summer 
sports  available  for  one  and  all.  A new  modern  office  is 
available  adjacent  to  accredited,  50  bed  Community 
Memorial  Hospital  with  approved  plans  for  expansion  to 
100  beds.  Easy  drive  to  Upstate  Medical  Center  in  Syra- 
cuse, New  York.  Please  submit  all  inquiries,  along  with 
curriculum  vitae  to  Alfred  M.  Helbach,  Administrator, 
Community  Memorial  Hospital,  Hamilton,  New  York 
13346. 


PHYSICIAN  WANTED— FULL  TIME  PHYSICIAN 
for  newly  constructed  modern  350  bed  Extended  Care 
Facility  in  rapidly  growing  Orange  County,  in  Goshen, 
New  York.  Attractive  salary.  Usual  County  Employee 
benefits:  Society  Security;  retirement  rights  and  hospital- 
ization provided.  Write  to:  Douglas  D.  Couser,  Com- 

missioner, Orange  County  Department  of  Social  Services, 
Box  Z,  Goshen,  New  York  10924. 


GROWING  STATE  COLLEGE  SEEKS  FULL  TIME 
physician.  Salary  comjjetitive,  excellent  fringe  benefits. 
( 'ontact:  Leonard  J.  Schiff,  M.D.,  Director,  College  Health 
Service,  State  University  College,  Plattsburgh,  New  York 
12901. 


ANESTHESIOLOGISTS:  IMMEDIATE  OPENINGS 

for  Associate  Director  and  Assistant  Director  of  Anes- 
thesiology for  410  bed,  active,  teaching  hospital  25  miles 
north  of  New  York  City.  Affiliation  with  medical  college 
underway.  Approved  residency  program  (for  33  years). 
Opportunity  for  teaching  and  research.  Inhalation  therapy 
stressed.  New  York  State  license  required.  Board  certi- 
fied or  eligible.  Apply:  Director  of  Anesthesiology,  Grass- 
lands Hospital,  Valhalla,  New  York  10595.  Tel:  (914) 

592-8500, ext  2379. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  HUDSON 
Valley,  60  mi.  N.Y.C.  280  bed  hospital  expanding  to  360. 
Salary  $27,000  first  year.  Compatibility  leads  to  partner- 
ship. Chief,  Anesthesia,  St.  Lukes  Hospital,  Newburgh, 
N.Y. 12550. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


WANTED  LOCUM  TENENS  TO  TAKE  OVER  GEN- 
eral  practice  in  Syracuse  area  from  December  15,  1969  to 
January  31,  1970.  No  obstetrics.  Favorable  salary  can 
be  arranged.  Call  collect  (315)  454-0421,  or  (315)  446-8804 
after  6 p.m. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  BOARD 
certified  wanted  for  part  time  work  in  voluntary  hospital 
in  N.Y.C.  evenings  or  weekends.  Box  827,  % NYSJM. 


FULL  TIME  PHYSICIANS  TO  JOIN  OCCUPATIONAL 
health  program  of  national  corporation.  Challenging 
career  positions  for  internsits  and  generalists:  Medical 

directors:  Buffalo,  N.  Y.;  Denver,  Colo.  Associate 

Directors:  Baltimore,  Md.;  New  Jersey.  Staff  physicians: 
New  York  City;  Sunnyvale,  Calif.  An  Equal  Opportunity 
Employer.  Please  forward  resume  and  salary  require- 
ments in  confidence  to  Box  838,  % NYSJM. 


PHYSICIAN-GENERAL  PRACTITIONER.  GUAR- 
anteed  generous  income.  Private  established  practice. 
N.Y.C.  suburb.  Write  Box  835,  % NYSJM. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


PSYCHIATRISTS  NEEDED,  FULL  OR  PART  TIME, 
in  new  rapidly  growing  mental  health  clinic.  Fluency  in 
Spanish  an  asset.  Excellent  stipend.  Write:  H.  W. 

Schein,  M.D.,  Medical  Director,  New  York  Center  for 
Psychotherapy  & Counseling,  132  East  22nd  St.,  New 
York,  N.Y.  Phone:  (212)  777-0020. 


PHYSICIAN-INTERNIST  FOR  HOSPITAL  BASED 
I private  practice.  N.Y.C.  suburb.  Guarantee  $30,000. 
| Write  Box  834,  ■ ; NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield. 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports,  recreation.  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06080. 


WANTED:  LOCUM  TENENS  FOB  BUSY  GENERAL 

practice  with  option  to  take  over.  Office  bldg,  at  outskirts 
of  Syracuse,  hospitals  nearby,  access  to  State  Thruway  and 
Route  81.  Write  for  information,  I Baum,  M.D  100 
Boulevard  St.,  Syracuse,  N.Y.  13211,  or  call  Mon.,  Tues., 
Wed..  Fri.  9-12  & 2-4.  (315)  454-2821. 


PH  YSI  Cl  AN -RESIDENCY  TRAINING  FOR  PHYSI- 
cian  who  has  l>een  in  practice  or  training,  4 years  jx>st  in- 
ternship. 3 year  program.  Active,  community  oriented. 
Total  treatment  approach,  utilizing  professionals  & non- 
professionals in  the  development  of  treatment  networks. 
Salary:  $12,000  per  annum  for  the  first  year.  $3,600  of 

which  is  tax  exempt.  Apply  to:  Irwin  M.  Greenl>erg, 

M.D.,  D.M.,  S.C.,  Director,  or  Arthur  S.  I m pasta  to,  M.D., 
Creedmoor  State  Hospital,  Queens  Village.  N.Y.,  phone 
(212)  464-7500,  ext.  301. 


PEDIATRICIAN:  BOARD  ELIGIBLE  OR  CERTI- 

fied,  or  completed  pediatric  residency.  For  hospital  for 
emotionally  disturbed  children.  U.S.  or  Canadian  license 
required.  Salary  range  $21,686  to  $26,565,  depending 
upon  qualifications.  35-hour  week.  Half-time  con- 
sidered. Liberal  fringe  benefits.  Call  or  write  Director. 
Queens  Children’s  Psychiatric  Hospital  (Creedmoor) 
(212)464-7500,  ext.  335. 


POSITIONS  AVAILABLE  IMMEDIATELY  FOR  PHYS- 
icians  interested  in  expanding  child  psychiatry  program. 
Salary  depending  on  level  of  training  or  Board  eligibility. 
Liberal  fringe  benefits.  Call  or  write  Director.  Queens 
Children’s  Psychiatric  Hospital  (Creedmoor)  (212) 
464-7500, ext.  335. 


CARDIOLOGIST,  LICENSED,  CERTIFIED  OR  ELIGI- 
ble  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  INTERNIST.  Substantial  salaries  and 
fringe  benefits.  Box  844,  % NYSJM. 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  EXPER- 
ience  in  special  procedures  and  therapy,  desires  position  in 
hospital  in  New  York  City  or  suburbs.  Write  Box  837, 
% NYSJM. 


RADIOLOGIST  TO  JOIN  MEDICAL  GROUP.  WILL 
invest  if  necessary.  Write  to  Box  836,  c/c  NYSJM . 


ORTHOPEDIC  SURGEON.  BOARD  CERTIFIED, 
F.A.C.S.,  3 years  solo  practice,  36  yrs.  old  top  training,  de- 
sires relocation  with  associate  or  group  leading  to  partner- 
ship; not  afraid  of  work;  but  wants  solid  future.  New 
York  State  preferred.  Box  845,  c/t  NYSJM: 


PRACTICES  FOR  SALE  OR  RENT 


FOR  SALE  GENERAL  PRACTICE,  ESTABLISHED 
1941.  Substantial  income;  excellent  office  facilities. 
Teaching  center.  Upstate  New  York.  Would  introduce  to 
practice.  Box  828,  % N YSJM . 


COMPENSATION  PRACTICE  FOR  SALE.  MID  MAN- 
hattan,  modern  building,  air  conditioned.  No  night  calls; 
no  weekend  work.  Grossing  60  thousand  dollars.  Com- 
plete equipment  including  X-ray.  Payment  facilities  can 
be  arranged.  Owner  specializing.  Box  831,  % NYSJM. 


RECENTLY  DECEASED  G.P.  INTERNIST  PRAC- 
tice  for  sale.  Cedarhurst  area.  Contact  Mrs.  Blum 
(516)  CE  9-3301. 


GENERAL  PRACTICE  FOR  SALE  OR  LEASE.  PRIME 
southern  Westchester  area  30  minutes  from  Manhattan. 
Gross  income  1969  should  top  $70, 000.  Expenses  approx. 
$1,000  per  month.  Would  suit  energetic  G.P.  or  internist. 
No  surgery  or  obstetrics.  Easy  terms.  Available  Septem- 
ber-October.  Box  841 .%  NYSJM. 


UROLOGY  PRACTICE  IN  MIDTOWN  EAST  PRO- 
fessional  building.  Share  now;  early  takeover.  Call 
755-1352,  or  write  Box  842,  % NYSJM. 


RADIOLOGY  OFFICE  AND  PRACTICE,  LONG  Es- 
tablished, well  equipped.  New  York  City  suburb.  Ex- 
cellent potential.  Terms  negotiable.  Retiring.  Box 
839,  % NYSJM. 


GENERAL  PRACTICE  FOR  SALE  IN  10  YEAR  OLD 
professional  building.  Gross  $70,000  a year.  West- 
chester County.  Sound  area.  Will  introduce  physician  to 
patients  for  as  long  as  desired.  Box  833,  % NYSJM. 


PRACTICE  FOR  SALE:  WESTCHESTER  COUNTY 

New  York.  Large  general  practice,  well  established  in 
rich,  growing  town,  available  in  the  next  2 or  3 months. 
Also,  available  office  in  large  colonial  home.  Call  (914) 
ROl-1585. 


REAL  ESTATE  FOR  SALE  OR  RENT 


200  CENTRAL  PARK  SOUTH.  1375  SQ.  FT.  MEDICAL 
office,  includes  rooms  for  reception,  consulting,  operating, 
lab,  staff.  X-ray,  darkroom  & hygiene.  Air  conditioned. 
Street  entrance.  Available  October  1.  Call  Mr.  Speier, 
PL  3-9200. 


OFFICE  SPACE  TO  SHARE  IN  EIGHT  ROOM,  COM- 
pletely  equipped  medical  office  centrally  located  in  Hollis- 
Flushing  area.  Call  (212)  HO  4-6262. 


BABYLON  VILLAGE.  L.  I.  SACRIFICE  10  RM„  3 
bath  home — attached  5 rm.  office  wing;  choice  corner, 
patio,  greenhouse,  2 car  garage,  for  home-office,  or  2,000 
sq.  ft.  ground  floor  for  prof,  use;  some  f.  and  f.  included. 
Financing  no  problem.  Call  (516)  669-1567,  or  write 
Box  840,  c/c  NYSJM. 
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Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


“ Life  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difficult." 


HOECHST  PHARMACEUTICAL  COMPANY,  Cincinnati,  Ohio45229 

Division  of  American  Hoechst  Corp. 


"Major  discoveries  of  Hoechst  world-wide  research  include 
procaine,  arsphenamine,  mersalyl,  tolbutamide,  and  furosemide." 


II 


Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia 


emerging  as  a major  therapeutic  problem  — 


recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1-4  broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids.7 


recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9-n 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  cleariy 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon-  93: 904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 

amides.  196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 

Precautions/Adverse  Reactions:  The  usual  precau-  56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 

tions  for  topical  and  systemic  sulfonamides  40: 887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 

should  be  observed  because  of  the  possibility  of  & Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 

absorption.  Burning,  increased  local  discomfort,  Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 

skin  rash,  urticaria  or  other  manifestations  of  1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 

sulfonamide  toxicity  are  reasons  to  discontinue  Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

treatment.  proach.  Scientific  Exhibit,  presented  at  the  115th 

Dosage:  One  opplicatorful  or  one  suppository  in-  Annual  A.M.A.  Convention,  Chicago,  Illinois, 

travaginally  once  or  twice  doily.  June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 

Supplied:  Cream  — Four-ounce  tube  with  or  with-  Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 

out  applicator.  Suppositories  — Box  of  12  with  11.  Nugent,  F.  B.,  ar\d  Myers,  J.  E.:  Pennsylvania 

opp  cator.  Med.  69:44,  1966. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 

1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 

Dermat.  93:402,  1966.  3.  Walsh,  H.,  Hildebrandt, 

R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRElL  INC 

UnU  PHILADELPHIA.  PENNSYLVANIA  19144 


rnc  A U (aminacrine  hydrochloride  0.2%,  sulfanilamide 
^KCM/V\  15.0%,  allantoin  2.0%) 

Q | IDDriQITHDICC  aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
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Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin:  100  000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


A FUU  DAY'S  DOSAGE 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con-' 
venient  to  use,  promotes  potient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  In.- 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  benused  as 
Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions,  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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NEW  YORK  CITY  AREA 


September  2,  1 969  / June  5,  1970 

Full  time 

Columbia  University  P & S 

The  Columbia-Presbyterian  Medical  Center 
622  West  168th  Street 

ADULT  AND  CHILD  PSYCHIATRY 

Drs.  A.  BALLARD,  J.  CEDARQUIST,  H.  DAVIDSON, 
C.  KESTENBAUM,  R.  MacKINNON,  L.  MOSS,  J. 
O’CONNOR,  A.  POLATIN,  and  J.  WEISSBERG. 

FEE:  $1,200 


September  2,  1969  / September  12,  1969 

9:00  a.m.-6:00  p.m., Tuesday — Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

TRANS-MEATAL  (ENDAURAL)  SURGERY 

HARRY  ROSENWASSER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400 


September  3,  1969  / September  26,  1969 

1 :00-4 : 00  p.m.,  Wednesdays  & Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

INTEGRATION  OF  CONTEMPORARY 
INTERNAL  MEDICINE  AT  THE  BEDSIDE 

STANLEY  G.  SECKLER,  M.D. 

IRVING  CHAPMAN,  M.D. 

GERTRUDE  OXENBERG,  M.D. 

City  Hospital  Center  at  Elmhurst 

FEE:  $25  CREDIT:  C-l 


September  3,  1969  / December  17,  1969 

4 : 00-6 : 00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

OTOLARYNGOLOGY  FOR  NON- 
OTOLARYNGOLOGISTS 

KARL  M.  MORGENSTEIN,  M.D. 

JOSEPH  L.  GOLDMAN,  M.D.  and  ASSOCIATES 
Mount  Sinai  School  of  Medicine 

Fee:  $75  CREDIT:  C-l 

Address  Correspondence  to:  Registrar,  The  Page  and 
William  Black  Post-Graduate  School  of  Medicine, 
Mount  Sinai  School  of  Medicine,  Fifth  Avenue  and  1 00th 
Street,  New  York,  N.  Y.  1 0029. 


SATURDAY,  SEPTEMBER  6 

9 : 00  a.m. 

Misericordia-Fordham  Affiliation 
Misericordia  Hospital 

School  of  Nursing,  Room  B-l  6 
600  East  233rd  Street,  Bronx 

POLYCYSTIC  OVARIAN  DISEASE 

ALVIN  F.  GOLDFARB,  M.D. 

Jefferson  Medical  College,  Phila. 

September  7,  1 969  / September  12,  1969 
N.Y.U.  School  of  Medicine 

Auditorium 

Hunter  College-Bellevue  Department  of 
Nursing  Education 

2nd  CONFERENCE  ON  EXPERIMENTAL 
MEDICINE  AND  SURGERY  IN  PRIMATES 

For  further  information  and  program,  please  contact 
the  Conference  Co-Chairmen:  EDWARD  I.  GOLDSMITH, 
M.D.,  The  New  York  Hospital — Cornell  Medical  Center, 
525  East  68th  Street,  N.  Y.  10021,  J.  MOOR- 
JANKOWSKI,  M.D.,  N.Y.U.  Medical  Center,  550  First 
Avenue,  N.  Y.  10016. 


September8,  1969  & September  9,  1969 

9 : 00  a.m.-5 : 00  p.m.,  Monday  & Tuesday 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

NEURO  OPHTHALMOLOGY 

HERMAN  D.  BAREST,  M.D.,  Directing 
FEE:  $125 


September  8,  1 969  and  September  15,  1969 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services  City  Hospital 
Center  at  Elmhurst 

79-01  Broadway,  Elmhurst 

September  8 

Recent  Advances  in  Uric  Acid  Metabolism 

ALEXANDER  B.  GUTMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

September  1 5 

A Critical  Analysis  of  the  Management 
of  Acute  Myocardial  Infarction 

CHARLES  K.  FRIEDBERG,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


TUESDAY,  SEPTEMBER  9 

9:00-10:00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

GOUT 

ALEXANDER  GUTMAN,  M.D. 

The  Mount  Sinai  Hospital 

CREDIT:  C-l 
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WEDNESDAY,  SEPTEMBER  10 

9 : 00  o.m.-5 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

OPHTHALMOSCOPY 

ALFRED  WEINTRAUB,  M.D.,  ALFRED  LACHTERMAN, 
M.D. 

Fee:  $50 


September  10,  1969  / June  3,  1970 

4 : 00-5  : 00  p.m.,  Wednesdays 

Columbia  University  P & S 

Brookdale  Hospital  Center 

Linden  Boulevard  and  Roekaway  Parkway 

Brooklyn 

CLINICAL  BIOCHEMISTRY  AND  PHYS- 
IOLOGY 

ALVIN  KAHN,  M.D. 

FEE:  $20  CREDIT:  C-1 


September  10,  1969  / December  24,  1969 

5 : 00-6:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

NEUROCHEMISTRY 

GERARD  M.  LEHRER,  M.D. 

HOWARD  S.  MAKER,  M.D. 

GEORGE  SIEGEL,  M.D. 

Mount  Sinai  School  of  Medicine 

Fee:  $300 


THURSDAY,  SEPTEMBER  11 

8 : 45  a.m.  Registration 

Maimonides  Medical  Center  and  the  New 
York  Heart  Association 

Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

Cardiology  Teaching  Day 

HEMODYNAMICS  IN  CARDIOLOGY 

Morning  Session 

1.  Neural  Control  of  the  Heart  and  Its 
Output 

CLARENCE  N.  PEISS,  Ph.D. 

Loyola  University,  Chicago 

2.  Coronary  Flow 

RICHARD  ROSS,  M.D. 

Johns  Hopkins  School  of  Medicine 

Afternoon  Session 

1.  Dynamic  Geometry  of  the  Heart 

EDWARD  W.  HAWTHORNE,  M.D. 

Howard  University,  Washington,  D.C. 

2.  The  Regulation  of  Cardiac  Output 

ARTHUR  C.  GUYTON,  M.D. 

University  of  Mississippi  Medical  Center 
Jackson,  Miss. 


3.  Hemodyamics  in  the  Newborn 

FORREST  H.  ADAMS,  M.D. 

UCLA,  California 

Chairman:  Walter  Feder,  M.D.,  Director  of  Cardiology, 
Maimonides  Medical  Center,  4802  Tenth  Avenue, 
Brooklyn,  N.  Y.  11219. 


THURSDAY,  SEPTEMBER  11 

9 : 00  a.m.-5 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

INDIRECT  OPHTHALMOSCOPY 

Given  under  the  Direction  of  Drs.  M.  ROSENTHAL,  S. 

FRADIN  and  J.  NEWTON 

New  York  Eye  and  Ear  Infirmary 

FEE:  $75 


MONDAY,  SEPTEMBER  15 

9 : 00  a.m.-l  2 : 00  noon 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

UVEITIS 

ROBERT  S.  COLES,  M.D.,  Directing 
N.Y.U.  School  of  Medicine 

FEE:  $20 


September  15,  1969  / January  29,  1970 

9 : 00  a.m.-l  2 : 00  noon,  Mondays  & Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

INTRODUCTION  TO  GROUP 
PSYCHOTHERAPY  FOR  GRADUATE 
PSYCHIATRISTS 

AARON  STEIN,  M.D.  AND  STAFF 
Mount  Sinai  School  of  Medicine 

Fee:  $50 


September  15,  1969  / September  19,  1969 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

PART  II  of  a Three  Week  Course  in  Public 
Health  (see  June  1 st  WHAT  GOES  ON) 


September  15,  1969  / September  20,  1969 

2 : 00-6 : 00  p.m.,  Monday-Friday 
9 : 00  a.m.-l  : 00  p.m.,  Saturday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

PATHOLOGY 

Given  under  the  direction  of  Drs.  BERNARD  ROBERTS, 
LAWRENCE  SAMUELS  and  BRITTAIN  F.  PAYNE 

Fee:  $175 
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Additional  information  regarding  the  Post-Graduate 
Courses  at  the  New  York  Eye  and  Ear  Infirmary  may  be 
obtained  from  JANE  STARK,  Registrar,  at  the  above 
address. 


September  15,  1969  / for  16  weeks 

6 : 00-9 : 00  p.m.,  Mondays  & Wednesdays 

*New  York  Polyclinic  Medical  School 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION 

FEE:  $300 

*ln  cooperation  with  the  Faculty  of  the  Wagner  College 
Program  in  Hospital  Administration 
Advance  registration  requested. 


September  1 5,  1 969  / for  5 weeks 

8 : 30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

PSYCHOTHERAPY  WITH  CHILDREN  AND 
ADOLESCENTS 


NASSAU  COUNTY 


CHANGE  OF  DATE 

The  Long  Island  Jewish  Hospital  had  to  change  the  date  of 
the  start  of  its  annual  course  in  Applied  Gynecologic 
Pathology  from  August  7 to  Thursday,  October  2,  1969. 
See  August  "WHAT  GOES  ON"  for  Details. 


ROCHESTER  AREA 


THURSDAY,  SEPTEMBER  11 
Rochester  General  Hospital 

1 425  Portland  Avenue 
Rochester,  New  York  14621 

PSYCHIATRY,  (SIX  HOUR  COURSE) 

FEE:  $15  CREDIT:  C-l 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  3,  1 969  / September  24,  1 969 

12:00  noon,  Wednesdays 

Margaret  Sanger  Research  Bureau 

19  West  16th  Street — Seminar  Room 

READING  AND  DISCUSSION  OF  SAL- 
PINGOGRAMS FROM  MSRB  FERTILITY 
SERVICE 

MILDRED  E.  WARD,  M.D. 
and  Staff  Clinicians 


THURSDAY,  SEPTEMBER  4 

4:00-5:00  p.m. 

Twenty-Second  Gibson  Lecture 

Alumni  Auditorium 
Columbia  University 
630  West  168th  Street 

LEUKOCYTE  TYPING  AND  ITS  ROLE  IN 
ORGAN  TRANSPLANTATION 

PETER  J.  MORRIS,  F.R.C.S. 

University  of  Melbourne 


September  8,  1969  and  September  15,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

Hand  Conferences 

September  8 

The  Functional  Anatomy  of  the  Hand 

J.  WILLIAM  LITTLER,  M.D. 

September  15 

Anatomy  of  the  Hand  (Movie) 

ROBERT  CHASE,  M.D. 

CREDIT:  C-l 
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I RECORDED  ON  AN  ENGLISHMAN'S 
TOMBSTONE 
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WAS  AWARE  OF  THE 
DANGERS  OF  OBESITY 
HE  WROTE.. 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


THE 

COST  Of= 

AM  BAR 
EXTENTABS 


ts  APPROX!  MATELY  ONE 
HALF  THAT OFOTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 


AN  IMPORTANT  FACTOR 
IN  LONGTERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 


AMBAR  #2 


BRIEF  SUMMARY/Indications:  Ambar 


help  control  most  patients’  appetite  for  up  j p ' | suppresses  appetite  and  helps  offset  emo- 


methampheiamine  HCl  15  mg., 
phenobarbetal  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or_he£atic  disease.  Precautions:  Administer  with  cau- 
anxiety ...  helps  maintain  a state  of  mental  calm  aid  £}ft-AF\tion  £ the  presence  of  cardiovascular  disease  or  hypertension, 
nimity.  Both  work  together  to  ease  the  tensicm^dbal  Side  Effects:  >Ner>K>iisness  or  excitement  occasionally  noted, 

LULLtUt  l but  dsiiilJy^freqLtedt'at  recommended  dosages. Slight  drows- 

insert  for  further 


the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetami«^_j  j , lnj^sf-^astb^sm^ported  rarely.  See  package  inset 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr^  (Warn-  details/  a.  h.  robins  company,  Jl-Ul.nnRI 

- . , ...  r , , RICHMOND,  VA.  23220  /l  M /UDIIXJ 

ScP  j o is59  lv 
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A Chemical  Bank  exclusive: 

Simplify  your  financial  records  with 

Money  Minder 

A RECORD-KEEPING  SYSTEM  AS  SIMPLE  AS  A CHECKING  ACCOUNT 
GIVES  DOCTORS  A CLEAR  MONTHLY  REPORT  ON  FINANCES 


Perhaps  you’re  one  of  the  thousands 
of  doctors  whose  growing  volume 
of  business  demands  that  more  and 
more  time  be  spent  on  bookkeep- 
ing chores.  You  must  have  financial 
records  that  will  tell  you— and  your 
accountant— where  you  are,  where 
you’ve  been  and  where  you’re  going. 
Yet  your  present  methods  are  too 
time-consuming  and  expensive.  If  this 
is  your  problem,  then  our  exclusive 
Money  Minder  service  is  for  you.  It’s 
an  efficient,  trouble-free  system  that 
costs  very  little. 

To  put  Money  Minder  to  work  for  you, 
your  first  step  is  to  open  a Chemical 
Bank  checking  account,  if  you  don’t 
already  have  one.  Then  you  establish 
your  own  listing  of  categories  under 
which  all  your  recurring  expense  and 
income  items  can  be  grouped.  Each 
category  is  given  a code  number. 


When  you  write  a check,  you  simply 
code  it  with  the  category  number  (or 
numbers)  assigned  to  expense  items. 


0/3 

US 

i 

S/.Oy/i,  -a  if 

&:  JcyyAf  s /S? 

d&tC  Dollaks 

Chemical  ' ' 

SUCIMfN 

I*  k ac 


When  you  make  a de- 
posit, code  it  with  the 
category  number(s) 
assigned  to  income 
items. 


And  that’s  all  you  have  to  do.  Money 
Minder  does  the  rest.  Each  month  we 
send  you  reports  which  show  the 
amounts  of  all  transactions  in  code 
sequence  and  which  accumulates  the 
amounts  in  each  category  for  all  trans- 
actions during  the  month  . . .plus  for 
year-to-date.  The  report  also  computes 
the  percentage  of  your  total  income  or 
expense,  by  category. 
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THIS  CHEMICAL  BANK  SERVICE 
AVAILABLE  ONLY  II  YOU  LIY E 
OR  WORK  IN  NEW  YORK  CITY  . 
WESTCHESTER  OH  NASSAU  COUNTIES. 


ONE  OF  THESE  REPORTS  WILL  LOOK  LIKE  THIS: 


Now,  a word  about  cost.  You’ll  be 


You  can  see  at  once  the  advan- 
tages of  having  a clear,  concise 
record  of  all  your  income  and 
expense  transactions: 

• YOU  CAN  CHECK  YOUR  FINANCIAL 
PROGRESS  AT  A GLANCE. 

• YOU  HAVE  AN  EXCELLENT  MEANS  OF 
BUDCET  CONTROL. 

• YOUR  ACCOUNTANT  HAS  THE  FACTS 
AND  FIGURES  HE  NEEDS— ESPECIALLY 
AT  TAX  TIME. 

special  feature:  Money  Minder  is  a flex- 
ible  system.  It  provides  enough  options 
to  fit  most  business  and  personal 
needs.  It  can  be  adjusted  to  your  fiscal 
or  calendar  year.  You  can  add  new 
codes  for  new  income  or  expense  items 
as  they  occur  during  the  year.  And  you 
can  move  any  item  from  one  category 
to  the  other,  if  you  wish. 


pleasantly  surprised  to  learn  that  it 
costs  the  average  doctor  around  $10 
to  $15  a month  to  use  Chemical’s 
.Money  Minder  system.  Actual  cost 
will  be  based  on  your  volume  of  trans- 
actions.  But  the  average  cost  figure 
above  gives  you  a general  idea  of  how 
inexpensive  our  Money  Minder  serv- 
ice can  be.  ©UNITBANK 


fm  PLEASE  provide  information  on  your  money  minder 
I RECORD-KEEPING  SYSTEM  FOR  DOCTORS 

| NAME TITLE 

I FIRM  NAME BUSINESS 


Chemical 

Bank 


STREET CITY 

STATE ZIP TEI 

MY  CHEMICAL  BANK  ACCOUNT  IS  AT  (ADDRESS  OF  BRANCH) 
□ I do  not  have  a Chemical  Bank  account  at  present. 


CHURCH  STREET  STATION 
NEW  YORK,  N.  Y.  10015 
ATTENTION: 

MARKETING  DIVISION,  DEPT. 
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...now  fast  relief  of  hay  fever  symptoms  with 


When  pollens  fly,  just  one  or  two  squirts  of  nTz 
in  each  nostril,  followed  in  a few  minutes  by  a 
second  spraying,  shrinks  swollen  nasal  pas- 
sages almost  on  contact.  And  breathing  comfort 
follows.  The  antihistamine  component  of  nTz 
helps  combat  the  allergic  reaction  and  lessen 
rhinorrhea,  sneezing  and  itching;  its  antiseptic 
wetting  agent  promotes  rapid  spread  of  com- 
ponents. 

nTz  Nasal  Spray  affords  the  well-known  bene- 
fits of  Neo-Synephrine  in  a carefully  balanced 
formula  which  includes: 


nTz* 

Nosal  Spray 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.1%, 
antihistamine 

. Zephiran®  (brand  of  benzalkonium  as  chloride, 

nasal  spray  refined)  Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every 
three  or  four  hours  as  needed.  nTz  is  for  tem- 
porary relief  of  nasal  symptoms  and  overdosage 
should  be  avoided.  Available  in  squeeze  bottles 
of  20  ml.  and  1 oz.  bottles  with  dropper. 
Winthrop  Laboratories,  New  York,  N.Y.  10016 
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ne  of  these  disposables  comes  prefilled. 

Is  unit  dose  - in  nonreactive  glass 
artridge  - is  premeasured, 
he  cartridge  is  clearly  labeled: 
rug  name,  strength,  control  number, 
ven  expiration  date  where  appropriate. 

b 

ou’re  more  confident  that  the  patient  gets. . 


1 1 


. just  what  the  doctor  ordered 

with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Ti 
sterile  cartridge-needle  units.*  No  multi-dose  vials 
bother  with;  no  unlabeled  syringes  to  cause  confu: 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Nevt 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tl 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


brand  of  a ■ 

pentazocine 

fa«t  lactate! 


(as  lactate) 
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Injectable 

n 

■ 

2 years  and 
100  million  injections1 
after  the 
breakthrough 

a bulwark  against  pain 


In  July,  1967, 

injectable  Talwm.  brand  of  pentazocine 
(as  lactate),  was  introduced  with  this 
unique  claim:  "a  breakthrough  in  the 
control  of  pain" 

based  on  extensive  clinical 
investigation 

□ in  over  12,000  patients  by  more  than 
1 50  investigators 

based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe 
pain  in  acute  and  chronic  disorders 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperi- 
dine, but  is  not  subject  to  narcotic 
controls 


based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief 
of  pain  in  86%  of  medical  and  of 
surgical  patients  with  a 30  mg  dose 

□ rapid  onset  of  relief: 

I M — usually  within  15  to  20  minutes 
I V. —usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactions  to  those  of  morphine 
and  meperidine 


□ Talwin— relatively  free  from  the 
severe  respiratory  depression,  con- 
stipation, or  urinary  retention  asso- 
ciated with  morphine 

□ Talwin— less  nausea,  vomiting  or 
diaphoresis  than  with  meperidine 

□ Talwin— well  tolerated  by  most 
patients^ 

based  on  a wide  range  of 
indications 

□ surgical . . . obstetrical  (labor) . . . 
medical . . . urologic 

based  on  extensive  clinical  and 
laboratory  findings 
Talwin  is  not  subject  to 
narcotic  controls 


In  January,  1968, 

injectable  Talwin,  brand  of 
pentazocine  (as  lactate ),  voted 
. . the  biggest  contribution  to 
easing  the  course  of  illness,  from 
the  patient’s  standpoint . . 

In  January,  1968,  an  unbiased  an- 
nual poll  of  physicians  named  Talwin 
", . , the  biggest  contribution  [for  the 
year  1967]  to  easing  the  course  of 
illness,  from  the  patient's  standpoint, 
even  though  not  prescribed  as 
primary  therapy.  ’* 1 2 
Though  Talwin  had  been  available 
for  only  six  months,  it  was  favored  in 
this  category  over  all  drugs  intro- 
duced during  1967.  Of  850  physi- 
cians, 401  selected  Talwin.  The 
runner-up  received  less  than  a third 
as  many  votes  as  Talwin. 

And  Today 

Overwhelming  acceptance  of  Talwin 

has  been  expressed  by  the  medical 
profession  through  the  administra- 
tion of  100  million  injections  to  date 
since  its  introduction.' 

In  1969,  Talwin  continues  to  provide 
effective  control  of  moderate  to  severe 
pain  in  a wide  range  of  clinical 
disorders.* 


Injectable 

Talwin 


■ ■ 

pentazocine 

® (as  iaci3te) 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  ot  parenteral 
Talwin  ampuls  and  vials  distributed,  di- 
vided by  30  mg.  doses;  data  in  the  tiles 
of  Winthrop  Laboratories. 

2.  "The  Gray  Sheet,"  M.  Res.  Digest,  vol. 
11,  no.  2,  Feb.  1968. 


•Talwin  should  not  be  used  (or  patients  with 
increased  intracranial  pressure,  head  in- 
jury or  pathologic  brain  conditions  in  which 
clouding  of  sensorium  is  undesirable. 

|For  details  on  adverse  reactions,  see  pre- 
scribing information,  following. 





Injectable 

lalwin 

pentazocine 

■ las  lactate) 

a bulwark 
between  the 

patient  and  his  pain 


Talwin  brand  of  penfazocinefas  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head  In- 
jury, or  Pathologic  Brain  Conditions  in  which  clouding  of 
sensorium  is  undesirable.  Talwin  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could  be  misleading. 
Warnings:  Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been  established. 
Animal  reproduction  studies  have  not  demonstrated  terato- 
genic or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards.  Patients  receiving  Talwin 
during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Drug  Dependence.  Patients  with  a history  of  drug  abuse 
should  be  under  close  supervision.  There  have  been  instances 
of  psychological  and  physical  dependence  on  Talwin  in  pa- 
tients with  such  a history  and,  rarely,  in  patients  without  such 
a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  symptoms  such  as  ab- 
dominal cramps,  elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when  these  occurred, 
discontinuance  has  been  accomplished  with  minimal  diffi- 
culty. In  the  rare  patient  in  whom  more  than  minor  difficulty 
has  been  encountered,  reinstitution  of  parenteral  Talwin  with 
gradual  withdrawal  has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics  for  Talwin  in  the 
treatment  of  the  Talwin  abstinence  syndrome  should  be 
avoided. 

In  prescribing  parenteral  Talwin  for  chronic  use,  particularly 
if  the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  and  frequency  of 
injection  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of  Talwin  is  pref- 
erable for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic 
doses  of  Talwin  have  experienced,  in  rare  instances,  hallu- 
cinations (usually  visual),  disorientation,  and  confusion  which 
have  cleared  spontaneously  within  a period  of  hours.  The 
mechanism  of  this  reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs  checked.  If  the  drug 
is  reinstituted  it  should  be  done  with  caution  since  the  acute 
CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  The  possibility 
that  Talwin  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and  in  low  dosage 
to  patients  with  respiratory  depression  (e  g,  from  other 
medication,  uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases  renal 
or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater  side  effects  (e  g, 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from 
the  usual  clinical  dose,  and  may  be  the  result  of  decreased 
metabolism  of  the  drug  by  the  liver. 

Myocardial  Intarction.  As  with  all  drugs,  Talwin  should  be 
used  with  caution  in  patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the 
effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be 
used  with  caution  in  patients  about  to  undergo  surgery  of  the 
biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antag- 
onist. Some  patients  previously  receiving  narcotics  have  ex- 


perienced mild  withdrawal  symptoms  after  receiving  Talwin. 
CNS  Ellect.  Caution  should  be  used  when  Talwin  is  admin- 
istered to  patients  prone  to  seizures;  seizures  have  occurred 
in  a few  such  patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has  been  estab- 
lished. 

Adverse  Reactions:  The  most  commonly  occurring  reactions 
are:  nausea,  vertigo  (dizziness  or  lightheadedness),  vomiting, 
euphoria. 

Infrequently  occurring  reactions  are  — respiratory:  respiratory 
depression,  dyspnea,  transient  apnea  in  a small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock,  hypertension; 
CNS  etfects:  sedation,  alteration  of  mood  (nervousness,  ap- 
prehension, depression,  floating  feeling),  dreams;  gastroin- 
testinal: constipation,  dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
plethora,  dermatitis  including  pruritus;  other:  urinary  reten- 
tion. headache,  paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuromuscular  and  psy- 
chiatric: muscle  tremor,  insomnia,  disorientation,  hallucina- 
tions; gastrointestinal:  taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  diplopia,  miosis; 
other:  tachycardia,  nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 

See  Acute  CNS  Manifestations  and  Drug  Dependence  under 
WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  The  recommended  single  parenteral  dose  is  30  mg.  by 
intramuscular,  subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess  of  30  mg. 
intravenously  or  60  mg.  intramuscularly  or  subcutaneously  are 
not  recommended.  Total  daily  dosage  should  not  exceed  360 
mg.  As  with  most  parenteral  drugs,  when  frequent  daily  injec- 
tions are  needed  over  a prolonged  period,  intramuscular 
administration  is  preferable  to  subcutaneous.  In  addition, 
constant  rotation  of  injection  sites  (e  g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects  of  the  thighs, 
and  the  deltoid  areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg  dose  has 
been  most  commonly  administered.  An  intravenous  20  mg. 
dose  has  given  adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this  dose  may  be 
given  two  or  three  times  at  two-  to  three-hour  intervals  as 
needed. 

Children  Under  12  Years  ot  Age.  Since  clinical  experience  in 
children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 
Treatment  ot  Overdosage  or  Respiratory  Depression.  Means 
of  maintaining  proper  oxygenation  should  be  available  in 
case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The 
usual  narcotic  antagonists,  such  as  nalorphine,  are  not  effec- 
tive respiratory  stimulants  for  depression  due  to  Talwin. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  of  1 ml.  (30  mg.),  IVz  ml.  (45  mg.),  and 
2 ml.  (60  mg.),  each  1 ml.  containing  Talwin  (brand  of  pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg. 
sodium  chloride,  in  water  for  injection.  Boxes  of  10,  25, 
and  100. 

Multiple  dose  vials  ot  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg.  base, 
2 mg.  acetone  sodium  bisulfite.  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water  for  injection. 
Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with 
lactic  acid  and  sodium  hydroxide. 
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Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto’’  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto". ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications"  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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FIRST  LADY 


DF  THE  LAND. 


So  noble.  So  majestic. 
And,  she  s got  a right  to  be. 
She  gives  Nature  s finest. 
Pure,  whole  milk. 


mm 


ipa. 


Milk  to  grow  on.  Milk 
to  stay  strong  on.  Real  milk, 
Nature’s  most  healthful 
food. 

You  may  think  most 
people  know  all  about  milk. 
Unfortunately,  many  don’t. 

They  don’t  know  that 
milk  contains  all  the 
nutrients  known  to  be 
needed  by  humans.  Essential 
amino  acids  and  essential 
fatty  acids.  And,  too,  milk 
contains  over  140  fatty 
acids,  and  is  easily  digestible. 

Someone  should  explain 
milk’s  vital  role  in  a balanced 
diet  of  meat,  breads  and 
cereals,  fruits  and  vegetables 
and  dairy  foods. 

We  hope  you  will  do 
the  explaining.  As  a 
professional,  people  will 
listen  to  you. 

We’d  like  to  help  you 
with  the  facts.  We  have 
complete  materials  available 
for  you  to  read  or  let 
others  read.  They’re  all  free. 

If  you  have  a free  minute, 
send  for  them. 


■ft*  Real  Milt  St0ry 
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Necrology 


Lewis  Rathburn  Adams,  M.D.,  of  Brooklyn, 
died  on  February  12  at  the  age  of  seventy-four. 
Dr.  Adams  graduated  in  1919  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Francis  Duell,  M.D.,  of  Jefferson  died 
on  May  30  at  the  age  of  seventy-one.  Dr.  Duell 
graduated  in  1923  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  a member  of 
the  Schoharie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Walter  Fitzgerald,  M.D.,  of  Troy, 
died  on  June  13  at  the  age  of  seventy-eight.  Dr. 
Fitzgerald  graduated  in  1916  from  Albany 
Medical  College.  He  was  a consulting  proctolo- 
gist at  St.  Mary’s  Hospital.  Dr.  Fitzgerald 
was  a member  of  the  Rensselaer  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Sidney  Simon  Glass,  M.D.,  of  Patchogue, 
died  on  July  10  at  the  age  of  sixty-seven.  Dr. 
Glass  graduated  in  1931  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  an  associate  attending  physician  at 
Brookhaven  Memorial  Hospital.  Dr.  Glass  was 
a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Blanchard  Henry,  M.D.,  of  Bing- 
hamton, died  on  July  6 at  the  age  of  seventy- 
six.  Dr.  Henry  graduated  in  1922  from  McGill 
University  Faculty  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at 
Binghamton  General  Hospital.  Dr.  Henry  was 
a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marriott  Conrad  Johnson,  M.D.,  of  Wood- 
mere,  died  on  July  14  at  the  age  of  sixty-seven. 
Dr.  Johnson  graduated  in  1936  from  Cornell 
University  Medical  College.  He  was  a member 
of  the  orthopedic  staff  at  South  Nassau  Com- 
munities Hospital.  Dr.  Johnson  was  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Samuel  Chester  Johnson,  M.D.,  of  Port 
Washington,  died  on  June  28  at  the  age  of 
seventy-eight.  Dr.  Johnson  graduated  in  1918 
from  Cornell  University  Medical  College.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  H.  Jones,  M.D.,  of  Mount  Vernon,  died 
on  July  8 at  the  age  of  ninety-five.  Dr.  Jones 
graduated  in  1897  from  New  York  University 
Medical  College.  He  was  a consulting  endos- 
copist at  Roosevelt,  Lawrence  (Bronxville) , 
Mount  Vernon,  and  United  (Port  Chester) 
Hospitals,  and  an  honorary  member  of  the 
medical  staff  at  Grasslands  Hospital  (Valhalla). 
Dr.  Jones  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
American  Broncho-Esophagological  Association, 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  West- 
chester Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Roy  Cleon  Kemp,  M.D.,  of  Willsboro,  died  in 
April  at  the  age  of  seventy-seven.  Dr.  Kemp 
graduated  in  1913  from  Atlanta  College  of 
Physicians  and  Surgeons.  He  was  an  honorary 
physician  in  ear,  nose,  and  throat  at  The  Chil- 
dren’s Hospital  (Albany)  and  an  honorary  mem- 
ber of  the  ophthalmological  and  otolaryngologi- 
cal  staff  at  Memorial  Hospital  (Albany).  Dr. 
Kemp  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

H.  Robert  Landon,  M.D.,  of  Jamaica,  died 
on  July  8 at  the  age  of  seventy-three.  Dr. 
Landon  graduated  in  1920  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  otolaryngological  staff  at  Kew 
Gardens  General  Hospital.  Dr.  Landon  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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These  four  charts  are  from 

a controlled  study  on 

the  MANAGEMENT  of 

SECONDARY 

HYPERLIPEMIA 

with  CIRRHOSIS  of 

the  LIVER 

(using  Lipo-K  therapy. ) 


"Elementary,  my  dear 

“SYNTHROID— SODIUM  LEVOTHYROXINE-GIVES  FULL 
THERAPEUTIC  VALUE... AFFORDS  PREDICTABLY  SMOOTH  RESPONSE.” 

“IT  SIMULATES  THE  NORMAL  THYROID  HORMONE  PROCESS.” 


Sherlock  Holmes  smiled  as  he  recognized  his  own  expression  in  Dr. 
Watson’s  rejoinder.  Then  the  great  detective  swiftly  applied  his  own 
deductive  methods  to  the  mystery  at  hand. 

“I  can  only  presume,  Watson,  you  are  suggesting  that  T4  is 
basic,  since  it  is  the  principal  circulating  thyroid  hormone.” 

“Look  at  the  evidence,  Holmes.  At  least  95%  of  the  hormone 
released  from  the  thyroid  into  the  circulation  is  levothyroxine— 
T«  as  you  call  it  or  Synthroid  when  I prescribe  it.  Because  it  is 
preferentially  bound  to  serum  protein,  Synthroid  is  made  available 
to  tissue  cells  gradually  . . .” 

“Quite  so!  Watson,  that’s  it!  T4  gives  a smooth,  predictable 
response.  Little  chance  of  a precipitous  rise  in  metabolic  rate. 
But  isn’t  T3  . . .” 

“Triiodothyronine  . . 

“Thank  you,  Watson.  Isn’t  it  more  potent  than  T4?  What  do 
you  make  of  it?” 

“It  is  considered  the  active  thyroid  hormone  in  the  tissues.  But 
Synthroid  is  deiodinated  into  triiodothyronine  at  the  cellular  level.” 

“Excellent,  Watson,  splendid!  It  is  all  as  clear  as  crystal.  T4 
is  the  circulating  thyroid  hormone  and  it  converts  to  Tj  at  the 
cellular  level.  Watson,  that  means  . . .” 

“Correct,  Holmes.  Synthroid  is  a single  source  of  complete 
thyroid  hormone  replacement  therapy.” 

“Precisely!” 

“Precisely  indeed,  Holmes.  Pure  Synthroid  is  measured  and 
standardized  by  weight.  Unlike  desiccated  thyroid,  it  never  varies 
in  potency.  Its  higher  binding  capacity  gives  “euthyroid”  PBI 
readings  in  the  6-10  mcg.%  range.” 

“Hm-m.  Worth  its  weight  in  sterling,  I’ll  wager!” 

“In  pence,  Holmes.  Deucedly  inexpensive.  Half  the  price  of 
another  synthetic.  Merely  a few  pence  more  than  desiccated  thy- 
roid or  thyroglobulin.” 

“Yes,”  Sherlock  Holmes  mused  as  he  removed  his  deerstalker  cap. 
The  detective  looked  as  pleased  as  if  he  and  the  doctor  had  just 
captured  Professor  Moriarty.  “I  see  your  meaning.  Elementary,  ray 
dear  Watson !” 
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It’s  elementary. . . 

Synthroid 

sodium  levothyroxine 

complete  thyroid 
hormone  therapy 


Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may 
cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomit- 
ing and  continued  weight  loss.  These  effects  may  begin  after  four  or 
five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue  medi- 
cation for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus.  careful  observations  should  be  made  for 
changes  in  insulin  or  other  antidiabetic  drug  dosage  requirements. 
If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addi- 
son's Disease  (chronic  subcortical  insufficiency),  Simmond's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadrenalism), 
these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease;  develop- 
ment of  chest  pains  or  other  aggravations  of  cardiovascular  disease 
requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  Side  effects  are  secondary  to  increased  rates  of  body 
metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart  disease  have 
died  from  abrupt  increases  in  dosage  of  thyroid  drugs.  In  most  cases 
reduction  in  dosage  followed  by  a more  gradual  upward  adjustment 
will  usually  result  in  a more  accurate  indication  of  the  patient's  dos- 
age requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid.  U.S.P.  Administer  SYNTHROID  tablets  as  a single  daily 
dose,  preferably  after  breakfast.  In  hypothyroidism  without  myx- 
edema. the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be  in- 
creased by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  mea- 
surements about  every  90  days.  Final  maintenance  dosage  will  usu- 
ally range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg. 
after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two  month  intervals  by  0.1  mg. 
until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg..  0.1  mg.,  0.15  mg..  0.2  mg., 
0.3  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P. . as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg. 
per  ml.  If  significant  improvement  is  not  shown  the  following  day,  a 
repeat  injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053  10/68  mm 
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Howard  John  Ludwig,  M.D.,  of  Buffalo,  died 
on  June  17  at  the  age  of  seventy-five.  Dr.  Lud- 
wig graduated  in  1915  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an 
honorary  ophthalmologist  at  Buffalo  Eye  and 
Ear  Hospital  and  Wettlaufer  Clinic  and  an 
ophthalmologist  emeritus  at  Deaconess  Hospi- 
tal. Dr.  Ludwig  was  a member  of  the  Pan 
American  Association  of  Ophthalmology,  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Joseph  Nadel,  M.D.,  of  The  Bronx,  died 
on  April  26  at  the  age  of  seventy-nine.  Dr. 
Nadel  received  his  medical  degree  from  the 
University  of  Vienna  in  1915.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irvin  Neufeld,  M.D.,  of  New  York  City,  died 
on  July  16  at  the  age  of  sixty-six.  Dr.  Neufeld 
received  his  medical  degree  from  the  University 
of  Bratislava  in  1928.  He  was  an  associate 
orthopedic  surgeon  at  Metropolitan  Hospital 
and  Bird  S.  Coler  Memorial  Hospital  and  Home. 
Dr.  Neufeld  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the 
Academy  of  Psychosomatic  Medicine,  the 
American  Geriatrics  Society,  the  American 
Rheumatism  Association,  the  New  York  Society 
for  Physical  Medicine  and  Rehabilitation,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  A.  Olson,  M.D.,  of  Hamburg,  died  on 
May  30  at  the  age  of  sixty-one.  Dr.  Olson 
graduated  in  1931  from  the  University  of  Buffalo 


School  of  Medicine.  He  was  a senior  attending 
obstetrician  at  Our  Lady  of  Victory  Hospital 
(Lackawanna).  Dr.  Olson  was  a member  of 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  C.  Sherwin,  M.D.,  of  New  York  City, 
died  on  July  14  at  the  age  of  forty-seven.  Dr. 
Sherwin  graduated  in  1947  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  an  associate  attending  psychiatrist  at  The 
New  York  Hospital.  Dr.  Sherwin  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Sian,  M.D.,  of  New  York  City,  died  on 
July  9 at  the  age  of  sixty-nine.  Dr.  Sian  re- 
ceived his  medical  degree  from  the  University  of 
Lyon  in  1935.  He  was  a clinical  assistant  cardi- 
ologist at  Sydenham  Hospital. 

M.  J.  Tobias,  M.D.,  of  Woodside,  died  on 
June  19  at  the  age  of  eighty-four.  Dr.  Tobias 
graduated  in  1915  from  Fordham  University 
School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Eddy  Wells,  M.D.,  of  Rochester,  died 
on  June  16  at  the  age  of  eighty-eight.  Dr.  Wells 
graduated  in  1911  from  Albany  Medical  College. 
He  was  a member  of  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Depart ment  of  Health* 


Apgar  on  Apgar.  Sound,  color,  16  mm., 
twenty  minutes. 

Virginia  Apgar,  in  person,  presents  the  Apgar 
scoring  system.  Her  demonstration  of  the  five 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 
M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 


points  is  comprehensive.  In  conjunction  with 
the  delivery  of  a baby,  Dr.  Apgar  explains  the 
value  of  her  system,  when  it  should  be  done  and 
how  it  may  be  used  to  evaluate  the  status  of  the 
infant.  She  stresses  the  need  for  delegating  a 
specific  person  to  make  the  check  one  minute 
after  the  baby  is  born.  The  film  will  be  ap- 

continued  on  page  2308 


2306  New  York  State  Journal  of  Medicine  / September  1,  1969 


heavenly  relief 
for  unearthly  cough 

Benylih 

EXPECTORANT 


\*r) 


Each  Ruidounce  contains:  80  mg. 
Benadryl (diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


. 


i#.  1 


410R69 


Index  to  Advertisers 


continued  from  page  2306 


Breon  Laboratories 2nd  cover 

Bristol  Laboratories 2309 

Chemical  Bank  of  New  York 2288-2289 


Columbia  University  College  c>f  Physicians  & 


Surgeons(Postgraduale  Medicine) 2377 

Flint  Laboratories 22304-2305 

Group  Health  Insurance 3rd  cover 

Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 2318 

Eli  Lilly  & Company 2312 

Marcen  Laboratories 2303 


Mount  Sinai  School  of  Medicine 
(Post-Graduate  Medicine) 2379 


National  Dairy  Council 2301 


Parke,  Davis  & Company 2307 


Purdue  Frederick  Company 4th  cover 


A.  H.  Robins  Company 2287 


Roche  Laboratories 2310-2311 


G.  D.  Searle  & Company 2317 


H.  F.  Wanvig  Inc 2377 


Winthrop  Laboratories 2291,  2295,  2296,  2297,  2298 


Wyeth  Laboratories 2293,  2294 


predated  by  the  physidan,  the  medical  student 
and  the  professional  nurse. 

Source  and  producer:  Wayne  State  Uni- 

versity, Detroit,  Michigan  48202. 

Horizons  Unlimited.  Sound,  color,  16  mm., 
twenty-eight  minutes. 

This  is  a semidocumentary  medical  careers 
film.  It  concentrates  on  familiarizing  its 
audience  with  lesser-known  members  of  the 
nations  vast  health  team  which  works  together 
to  achieve  the  highest  level  of  health  care 
attained  anywhere  in  the  world.  These  include 
professionals  like  the  medical  social  worker,  oc- 
cupational therapist,  hospital  administrator, 
and  the  medical  record  librarian,  and  relatively 
new  professionals  like  the  prosthetist  and  inhala- 
tion therapist;  key  personnel,  like  a medical 
office  assistant,  medical  record  technician,  and 
certified  laboratory  assistant;  and  better-known 
professionals  like  the  medical  technologist  and 
therapeutic  dietitian. 

Source  and  producer:  Modern  Talking  Pic- 

ture Service,  1212  Avenue  of  Americas,  New 
York,  New  York  10036. 

Robin,  Peter,  and  Darryl:  Three  to  the 

Hospital  (2  parts).  Sound,  16  mm.,  fifty- 
three  minutes. 

The  film  shows  what  happens  when  3 young 
children  are  hospitalized  for  minor  surgery  and 
separated  from  their  parents.  At  its  Columbia 
College  of  Physicians  and  Surgeons’  premier, 
comments  were  made  by  the  distinguished  panel 
of  anthropologist  Margaret  Mead,  child  psycho- 
analyst Maurice  Friend,  nursing  educator 
Madeline  Petrillo,  and  psychologist  Lincoln 
Hanson.  They  found  the  film  extremely 
valuable  for  student  nurses,  medical  students, 
child  psychologists,  psychiatric  students,  social 
workers,  and  in  the  general  area  of  family  life 
education. 

Source  and  producer:  Center  for  Mass  Com- 

munication, Columbia  University  Press,  1125 
Amsterdam  Avenue,  New  York,  New  York 
10025. 

Smoking:  Past  and  Present.  Sound,  color, 

16  mm.,  sixteen  minutes. 

The  purpose  of  the  film  is  to  help  discourage 
young  people  from  smoking.  It  provides  for 
pupils  an  apperceptive  basis  for  understanding 
cigaret  smoking  as  an  economic,  social,  and 
health  problem.  The  history  of  tobacco  and  its 
uses  are  first  outlined.  The  structure  and  func- 
tion of  normal  lungs  are  then  explained,  and 
healthy  lungs  are  compared  with  those  of 
smokers.  The  film  concludes  with  summary  re- 
marks made  by  pupils  in  the  film. 

Source  and  producer:  American  Cancer  So- 

ciety, 1010  James  Street,  Syracuse,  New  York. 
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With  the 
broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 
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...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Sal  monel  lae,  £.  coli,  H.  in 
tluenzae.  P.  mirabilis,  N.  gonorrhoeae  and  N 
meningitidis)  and  Gram-positive  bacteria  (in 
eluding  streptococci,  pneumococci  and  nonpeni 
cillinase-producing  staphylococci). 
Contraindications:  A history  of  allergic  reac 
tions  to  penicillins  or  cephalosporins  and  infec 
tions  due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa 
tients.  Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg./ Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polycillin 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./Kg./day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  l.M./I.V.  use— vials  of 
125  mg..  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient's  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management ...  an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  "ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 


precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diet. 


Roche 

LABORATORIES 


Division  of  Hoffmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


l)a  non 

Compound- 65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


William  L.  Wheeler,  Jr.,  M.D. 

William  L.  Wheeler,  Jr.,  M.D.,  who  was 
president  of  the  Medical  Society  of  the 
State  of  New  York  from  1963  to  1964,  died 
in  retirement  in  Nairobi,  Africa,  on  June 
27,  1969. 

Dr.  Wheeler  retired  from  his  position  as 
medical  director  of  the  Grace  Lines  this 
year  and  went  to  Nairobi  to  live. 

Born  in  New  York  City  in  1903,  Dr. 
Wheeler  graduated  with  a B.S.  from  Col- 
gate University  in  1926  and  earned  his 
medical  degree  at  Columbia  University 

I College  of  Physicians  and  Surgeons  in 
1930. 

After  extensive  training  in  medicine  and 
pediatrics,  Dr.  Wheeler  held  teaching 
appointments  in  these  subjects  at  New 
York  Medical  College.  He  was  on  the  staff 
of  Willard  Parker  Hospital  (until  its  closing 
in  1955),  Columbus  Hospital,  City  Hospital 
at  Elmhurst,  and  French  Hospital. 

During  World  War  II,  Dr.  Wheeler 


Faculty  salaries  1964  to  1969* 

There  has  been  increasing  interest  and 
participation  in  the  annual  survey  of  fac- 
ulty salaries  conducted  by  the  Association 
of  American  Medical  Colleges.  For  the 
year  1968  to  1969,  89  institutions  submitted 
returns.  Salaries  of  strict  full-time  faculty 
in  which  the  total  income  is  divulged  by 
the  school  provide  the  most  valid  informa- 
tion for  analysis.  Table  I outlines  the 
trends  of  median  faculty  salaries  for  eight 
selected  clinical  departments.  Table  II 
outlines  the  same  trends  for  basic  medical 
sciences,  except  for  pathology.  The  final 
column  shows  the  number  of  faculty  re- 
ported for  each  classification  for  the  1968 
to  1969  survey. 

* datagrams , vol.  10,  no.  10,  April,  1969. 


served  with  the  War  Shipping  Administra- 
tion and  subsequently  became  medical 
director  of  the  Grace  Line.  He  wrote  texts 
on  shipboard  medical  practice  and  on  the 
medical  care  of  merchant  seamen. 

Dr.  Wheeler  was  active  in  the  New  York 
County  Medical  Society  and  was  its 
secretary  from  1955  until  his  retirement 
this  year. 

He  was  a delegate  to  the  State  Medical 
Society  and  to  the  A.M.A.  At  the  time  of 
his  retirement  he  was  a trustee  of  the 
Medical  Society  of  the  State  of  New  York. 

Willing  and  able  to  take  on  any  assign- 
ment in  medical-political  affairs,  no  matter 
how  difficult  or  onerous,  he  was  a trouble- 
shooter par  excellence. 

In  his  quiet,  unassuming  way  he  could 
cut  to  the  bone  of  any  contention  and  pro- 
pose solutions  agreeable  to  all. 

Bill  Wheeler  was  a stalwart  and  will  be 
greatly  missed. 


Increase  in  salaries  has  been  taken  as  an 
index  of  “academic  inflation.”  The  use  of 
this  term  requires  two  major  assumptions: 
first,  that  the  salary  levels  at  the  beginning 
of  the  period  were  competitive  and  in 
equilibrium  with  the  economy  at  that  time; 
and  second,  that  the  subsequent  rise  has 
been  out  of  proportion  to  the  increases  in 
parallel  or  competitive  salary  systems. 
These  assumptions  cannot  be  confirmed 
from  these  tables  and  the  concept  of  aca- 
demic inflation  as  distinct  from  general  in- 
flation is  not  proved. 

During  this  period  the  gross  national 
product  increased  from  $632  billion  to 
$850  billion  (34  per  cent).  The  consumer 
price  index  rose  12  per  cent.  In  general, 


September  1,  1969  / New  York  State  Journal  of  Medicine  2315 


TABLE  I.  Median  salaries  of  strict  full-time  faculty  in  8 departments  of  clinical  sciences  1964-1969 

(thousands) 


1969 

Number 


Department 

1964 

1966 

1967 

1968 

Dollars 

Faculty 

Anesthesiology 

Chairman 

$27.5 

$30.0 

$32.1 

$35.0 

$36.8 

34 

Professor 

25.2 

27.0 

27.7 

30.0 

31.0 

40 

Associate  professor 

22.0 

22.0 

24.0 

27.2 

29.0 

58 

Assistant  professor 

18.9 

20.2 

21.0 

24.0 

25.0 

143 

Medicine 

Chairman 

28.5 

30.2 

33.0 

35.0 

36.0 

54 

Professor 

22.3 

23.9 

25.3 

27.0 

28.8 

331 

Associate  professor 

18.3 

19.0 

21.0 

22.0 

23.0 

463 

Assistant  professor 

14.1 

15.5 

17.0 

18.0 

19.0 

554 

Obstetrics-Gynecology 

Chairman 

28.2 

30.0 

32.5 

35.0 

36 . 0 

36 

Professor 

23.2 

25.0 

25.0 

28.5 

29.5 

38 

Associate  professor 

17.6 

20.0 

22.0 

24.0 

25.0 

75 

Assistant  professor 

15.3 

16.0 

18.0 

20.0 

20.0 

122 

Pathology 

Chairman 

26.5 

27.0 

30.0 

33.0 

34.4 

60 

Professor 

21.4 

23.0 

25.0 

27.7 

29.0 

148 

Associate  professor 

18.4 

20.0 

21.0 

23.8 

25.0 

189 

Assistant  professor 

14.7 

16.0 

17.0 

19.2 

19.2 

270 

Pediatrics 

Chairman 

27.3 

28.0 

31.0 

33.2 

35.0 

48 

Professor 

21.4 

23.0 

24.7 

27.0 

27.5 

129 

Associate  Professor 

16.8 

18.0 

19.5 

21.0 

22.6 

201 

Assistant  Professor 

14.2 

15.0 

15.5 

17.0 

18.0 

327 

Psychiatry 

Chairman 

29.2 

30.0 

33.0 

34.4 

35.9 

42 

Professor 

22.0 

23.5 

25.5 

27.0 

28.7 

114 

Associate  professor 

19.0 

20.0 

22.1 

23.1 

24.3 

151 

Assistant  professor 

14.4 

15.5 

16.8 

19.0 

20.0 

287 

Radiology 

Chairman 

28.6 

31.0 

33.0 

33.5 

40.0 

40 

Professor 

25.7 

28.5 

29.3 

32.5 

34.0 

78 

Associate  professor 

20.0 

23.0 

24.5 

28.0 

30.0 

132 

Assistant  professor 

17.2 

19.0 

20.1 

23.0 

25.0 

197 

Surgery 

Chairman 

30.4 

32.0 

35.0 

37.5 

40.0 

42 

Professor 

25.2 

28.0 

25.0 

31.3 

32.5 

178 

Associate  professor 

20.5 

22.0 

24.0 

25.0 

26.0 

160 

Assistant  professor 

16.2 

17.5 

19.0 

20.8 

22.0 

259 

TABLE  II.  Median  salaries  of  strict  full-time  faculty  in  departments  of  basic  sciences  1964-1969 

(thousands) 

. 1969 

Number  of 

Basic  Science 

1964 

1966 

1967 

1968 

Dollars 

Faculty 

Chairman 

$19.1 

$21.5 

$23.0 

$25.3 

$26.5 

447 

Professor 

15.8 

17.5 

18.9 

20.0 

21.2 

891 

Associate  professor 

12.9 

14.5 

15.5 

16.3 

17.2 

1,128 

Assistant  professor 

10.6 

11.5 

12.2 

13.2 

14.0 

1,351 

medical  faculty  salaries 

rose  32 

per  cent. 

pital  costs 

rose  185 

per  cent. 

Medical 

All  medical  costs  rose  30  per  cent.  Hos- 

fees  rose  32  per  cent. 
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For  the  victim  of  Meniere's 

Syndrome  a Dramamine 
Scpposicone  or  injection  usually 
provides  prompt  control  of  the 
vertigo  as  well  as  the  nausea 
and  vomiting.  Once  the  acute 
attack  has  subsided,  the  patient 
may  be  maintained  on 
Dramamine  Liquid  or  Tablets. 

Precautions.-  Dromamine,  notably 
rontoxic  itself,  may  mask  the  ototoxic 
symptoms  of  certain  antibiotics. 
Patients  should  be  cautioned  against 
operating  oufdmobiles  or  dangerous 
machinery  because  of  possible 
drowsiness. 

How  Supplied  Tablets.  50  mg., 
scored,  yellow,  bottles  of  100  and 
000,  packets  ot  12.  Liquid.  12.5  rr  g 
per  4 cc.  pint  bottles.  Supposicor.c  A 
jQ  mg  ; boxes  of  12.  Ampu 's  cc': 

. Tiered.  I cc  . £0  rrg  boxes  of  5 
jrvi'25.  Vials.  rvbDer-capped,  seru 


• , pe,  5 cc  . 260  mg,  boxes  of  6 ana 
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DECLOSTATIN  300 

Df  mcthtlrhlorlflracyclinf  HC1  300  mg  -■  v -m 
and  Nystatin  500.000  unit*  l'~v  ~a  £ 1 

( APSILK-SHAPFD TABLETS  Udr  rle 


To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—-the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  mondial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DEC L O M Y C I N"  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  t 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  ( rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  he  given  .1  hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  (t§88> 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
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Adrenal  “Tumors”  and 
Benign  Hypertension* 
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A case  of  carcinoma  of  the  adrenal  with 
mineralo-corticoid  effect  and  hypertension 
was  described  by  Foy  and  Fiechtmeir  in 
1955. 1 Mader  and  Iseri2  and  Conn3  simul- 
taneously presented  separate  cases  of  hy- 
pertensive patients  with  hypokalemia  and 
aldosterone-secreting  adrenal  adenomas. 
Subsequently  Conn,  Rovner,  and  Cohen4-5 
clarified  the  renin-angiotensin  mechanism 
and  “Conn’s  syndrome”  is  now  a univer- 
sally recognized  entity.  Recently,  20  to  25 
per  cent  of  cases  of  benign  hypertension 
have  been  attributed  to  adrenocortical 
tumors,  many  very  small  and  often  asso- 
ciated with  normokalemia  in  lieu  of  the 
usual  hypokalemia.6  Our  preliminary 
studies7  failed  to  confirm  the  latter  findings. 
Because  of  continuing  reports  on  this  sub- 
ject by  LauwTers,8  Patman,  Thompson  and 
Austin,9  and  Brown,  etal.,10  we  engaged  in  a 
more  detailed  study  of  the  possible  correla- 

* Presented  at  VTI  International  Congress  of  Clinical 
Pathology,  Montreal,  Canada,  July  17,  1969. 


FIGURE  1.  Bilateral  adrenals  serially  sectioned. 


tion  between  anatomic  changes  in  the 
adrenal  glands  and  hypertension. 

Materials  and  methods 

The  adrenal  glands  from  100  unselected 
consecutive  adult  autopsies  at  Metro- 
politan, Flower  and  Fifth  Avenue,  and 
Roosevelt  Hospitals  of  New  York  City  were 
obtained  without  a priori  knowledge  of  the 
clinical  history  by  the  prosector.  These 
are  in  addition  to  the  150  previously  re- 
ported cases.  The  glands  were  collected  in 
individually  labeled  jars  of  10  per  cent 
buffered  formalin.  Each  gland  was  serially 
sectioned  at  2-  to  4-mm.  intervals  (Fig.  1), 
examined  grossly  and  processed  in  toto  for 
microscopic  examination,  so  that  an  average 
of  25  sections  were  available  for  study  in 
each  case.  All  sections  were  embedded  in 
paraffin  and  stained  with  hematoxylin  and 
eosin.  Cases  were  excluded  only  if  there 
was  extensive  replacement  of  the  adrenal 
parenchyma  by  metastatic  tumor,  massive 
hemorrhage,  or  complete  autolysis.  An  ad- 
ditional 7 sets  of  adrenal  glands  from  new- 
born infants  were  appended  to  the  study  for 
comparison  and  evaluation. 

Definitions 

There  is  still  controversy  as  to  the  sharp 
fine  of  demarcation  between  cortical  nod- 
ules, “fasciculata  islands,”  hyperplasia,  and 
adenomas.  We  chose  the  generally  ac- 
cepted criteria  of  Sommers,11  Karsner,12 
Cohen,13  and  Neville  and  Symington.14 
Cortical  nodules  are  defined  as  small  ag- 
gregates of  adrenocortical  cells,  usually  en- 
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FIGURE  2.  Adrenal  with  numerous  cortical 
nodules. 


eapsulated,  bilateral,  and  multiple,  and  are 
located  in  either  the  superficial  layers  of  the 
cortex  or  in  the  peri-adrenal  fat,  no  larger 
than  3 mm.  in  diameter  (Fig.  2). 

True  adenomas  are  usually  encapsulated 
and  vary  from  1 cm.  to  those  displacing  the 
entire  adrenal  (Fig.  3).  When  sectioned 
they  usually  exhibit  a golden  yellow  hue 
and  when  examined  microscopically  usually 
exhibit  a pattern  of  clear  cells  of  the  fas- 
ciculated type.  The  cells  are  disposed  in 
long,  thin  cords  separated  by  a delicate 
capillary  network  and  fine  connective  tis- 
sue. The  microscopic  pattern  may,  how- 
ever, simulate  the  surrounding  adrenal 
gland  or  even  have  a predominance  of 
glomerular  cells.  Occasional  pleomor- 
phism  of  a minor  degree  may  be  encountered. 
Abnormal  mitosis  is  unusual. 12  Fascic- 
ulata  islands  are  usually  sharply  demar- 
cated but  not  encapsulated  aggregates  of 
large  polyhedral  cells  with  a clear  cyto- 
plasm, located  in  the  zona  glomerulosa  and 
displacing  it.  The  cells  most  closely  re- 
semble those  seen  in  the  zona  fasciculata, 
hence  the  taxonomic  label  (Fig.  4). 

Cases  were  classified  as  hypertensive  if 
their  recorded  blood  pressure  was  160/100 
or  more.  Those  with  150/90  or  more  were 
included  if  they  exhibited  cardiac  hyper- 
trophy or  other  stigmata  of  hypertension. 
We  are  aware  of  the  arbitrary  nature  of  this 
sharp  line  of  demarcation. 


FIGURE  3.  Three-cm.  adenoma  compressing  thin 
rim  of  remaining  adrenal. 


FIGURE  4.  Fasciculata  island  of  clear  cells  com- 
pressing glomeruli. 


Results 

Cortical  nodules  were  ubiquitous  in  both 
hypertensive  and  normotensive  cases. 
Fasciculata  islands  were  present  in  46  of  66 
normotensive  cages  (69.6  per  cent)  and  28 
of  34  hypertensive  cases  (82  per  cent) 
(Table  I).  In  the  great  majority  of  cases 
cortical  nodules  and  fasciculata  islands  were 


TABLE  I.  Results  of  serial  sectioning 

Number  Cortical  Fasciculata 

of  Adenomas  Nodules  Islands 

Classification  Cases  (Per  Cent)  (Per  Cent)  (Per  Cent) 

Hypertensive  34  4 (11.9)  34  (100)  28  (82) 

Normotensive  66  4 (6)  66  (100)  46  (69.6) 
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not  grossly  visible.  Even  the  use  of  a 3- 
power  hand  lens  did  not  increase  gross  ap- 
preciation. Adenomas  were  found  in  4 of 
66  normotensive  cases  (6  per  cent)  and  4 of 
34  hypertensive  cases  (11.9  per  cent). 


Comment 

The  customary  random  selection  of  a sec- 
tion of  adrenal  or  any  organ  at  autopsy 
affords  a most  limited  view  of  the  total  pic- 
ture. Serial  sectioning  enlarges  our  ana- 
tomic horizons  and  permits  clearer  insight 
into  the  variegated  morphologic  picture  of 
the  adrenal  gland. 

Cortical  nodules,  referred  to  as  hyper- 
plastic nodules  by  Anderson, 15  were  found 
in  all  autopsy  material,  newborn  infants  to 
adults,  and  can  scarcely  be  considered  the 
cause  of  hypertension.  Fasciculata  is- 
lands were  present  in  69.6  per  cent  of  nor- 
motensive cases  and  82  per  cent  of  hyper- 
tensive cases.  Although  slightly  increased 
in  the  latter,  the  difference,  according  to  the 
chi-square  test,  is  not  sufficient  to  warrant 
attributing  current  or  subsequent  hyper- 
tension to  them. 

Adenomas  were  encountered  in  6 per  cent 
of  normotensive  cases  and  11.9  per  cent  of 
hypertensive  cases.  This  is  consistent 
with  our  prior  study  in  which  adrenal 
adenomas  were  more  common  in  hyperten- 
sive patients.  It  is  pertinent  to  note  that 
all  hypertensive  cases  were  included  in  the 
study,  although  a few  may  have  had  vary- 
ing etiologies.  That  all  these  adenomas 
are  the  cause  of  hypertension  is  another 
matter.  Sellers16  was  kind  enough  to  ap- 
prise us  of  his  series  of  189  adrenalectomies 
in  hypertensive  patients.  He  found  aldos- 
terone producing  adenomas  in  slightly  over 
1 per  cent. 

In  a retrospective  study  of  5,120  autop- 
sies Devenyi17  found  a progressively  higher 
incidence  of  adenomas  in  cases  over  the  age 
of  fifty;  82  per  cent  were  noted  in  the  fifty- 
seven  or  older  age  group.  On  the  basis 
both  of  the  age  group  and  connection  with 
hypertension,  he  felt  that  the  cortical 
adenomas  found  at  autopsy  could  not  be 
responsible  for  normokalemic  hypertension 
to  the  extent  postulated.  Kokko,  Brown, 
and  Berman  came  to  similar  conclusions. 18 

Without  serial  section  of  the  organ  in- 
volved, attributing  hypertension  to  one 


portion  of  a variegated  structure  is  danger- 
ous. That  unilateral  or  bilateral  adrenal- 
ectomy is  followed  by  a drop  in  blood  pres- 
sure is  not  ipso  facto  evidence  of  a causal 
relationship  to  subsequently  dissected  nod- 
ules. Zintel,  et  al.1 • and  Wolferth  et  al.20 
describe  return  to  normal  blood  pressures  in 
hypertensive  patients  subjected  to  adre- 
nalectomy. 

Summary 

Reports  that  20  to  25  per  cent  of  normo- 
kalemic hypertensive  patients  harbor  small 
aldosterone-producing  tumors  or  their  pre- 
cursors led  us  to  study  adrenals  in  100  con- 
secutive autopsies. 

To  properly  evaluate  adrenal  anatomy, 
serial  sectioning  is  a prerequisite.  Using 
this  method,  cortical  nodules  were  found 
ubiquitously  in  normotensive  and  hyper- 
tensive adults,  in  infants,  and  in  the  aged. 
Fully  developed  cortical  adenomas  were 
somewhat  more  common  in  hypertensive 
patients.  Fasciculata  islands,  the  hypo- 
thetical precursors  of  adenomas,  were  not 
significantly  more  numerous  in  hyperten- 
sive patients.  No  anatomic  corroboration 
was  found  for  the  postulated  association  of 
small  nodules  and  their  precursors  to 
benign  hypertension. 

Acknowledgment.  Photography  done  by  Mr.  Bert 
Carpenter. 
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Urine  infection  standards 
for  children  suggested 


Definite  diagnosis  of  urinary  tract  infection  in 
infants  and  children  requires  strictly  defined 
conditions  of  examination  of  cellular  and  bac- 
terial content  of  the  urine  because  “it  is  very 
likely  that  false-positive  diagnoses  are  occurring 
to  a considerable  extent  at  present  and  that 
many  children  are  given  unnecessary  and  even 
harmful  antibiotic  treatment,”  state  Braude 
et  al.,  in  British  Medical  Journal  2:  697,  702, 
1967.  “Even  more  dangerous,  particularly  in 
infancy,  is  the  possibility  that  wrongly  presumed 
urinary  tract  infection  may  delay  or  mask  the 
diagnosis  of  other  more  sinister  diseases.” 

Ideally,  urine  should  be  collected  by  a true 
“clean-catch”  MSU  (midstream  specimen),  even 
if  it  takes  several  hours,  because  difficulties  arise 
in  assessing  the  number  of  pus  cells  and  bac- 
terial count  as  a result  of  contamination  from 
the  urethra  and/or  periurethral  area  and 
perineal  skin.  However,  circumstances  fre- 
quently make  this  impossible,  especially  in 
female  children,  and  therefore  Braude  et  al. 
suggest  a re-examination  standard  combining 
bacterial  and  cell  counts  for  both  bag  and  MSU 
specimens.  Although  this  would  not  reveal  in- 
fection, it  would  indicate  the  need  for  further 
specimens  before  diagnosis.  “A  suitable  stand- 
ard for  this  would  be  a cell  count  of  10  or 
higher  per  cubic  millimeter  combined  with  a 
bacterial  count  in  males  of  106  or  more  per 
milliliter  and  in  females  of  106  or  more  per 
milliliter. 

Cell  counts  and  pH  also  must  be  made  from 
fresh  specimens,  and  bacterial  counts  should  be 
carried  out  within  half  an  hour  of  micturition. 
If  a longer  time  is  to  elapse,  the  urine  must  be 
refrigerated  at  4 C.  Antibiotics  or  chemothera- 
peutic agents  may  invalidate  bacterial  counts. 

Applying  the  re-examination  test  criteria, 
Braude  et  al.  found  the  cell  count  for  normal 
male  infants  hardly  ever  exceeded  10  per  cubic 
millimeter  for  both  bag  and  MSU  after  the  first 
three  days  of  life  and  hardly  ever  5 per  cubic 
millimeter  for  MSU  in  males  after  fourteen 
days  of  age. 

Female  infants  present  a different  problem 
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during  their  first  ten  days  of  life  because  of  the 
presence  in  their  urine  of  small,  round,  non- 
squamous  epithelial  cells  that  are  difficult  to 
differentiate  from  pus  cells  on  simple  counts, 
resulting  in  high  cell  counts.  Cruickshank  and 
Edmond,  in  British  Medical  Journal  2:  705, 
1967,  emphasize  utilization  of  peroxidase-posi- 
tive stain  for  differentiation,  but  Braude  et  al. 
suggest  that,  since  this  is  time  consuming,  a level 
of  75  per  cubic  millimeter  (slightly  higher  than 
James’s  50  cells  per  cubic  millimeter)  for  female 
MSU  at  this  age  and  a count  of  over  300  per 
cubic  millimeter  for  female  bag  urine  would 
be  appropriate  as  the  upper  limit  of  normal.  In 
females  aged  eleven  days  to  two  years,  MSU  of 
50  cells  per  cubic  millimeter  and  counts  of  100 
cells  per  cubic  millimeter  for  bag  urine  represent 
the  upper  limits  of  normal.  In  girls  from  two 
to  fourteen  years  of  age,  counts  of  up  to  150 
per  cubic  millimeter  can  occur  normally. 

In  bacterial  counts,  all  three  studies  conclude 
that  the  10B  per  milliliter  that  has  attained 
significance  in  the  adult  is  not  a valid  dividing 
line  between  infected  and  noninfected  urine  in 
the  child.  Cruickshank  and  Edmond  state 
viable  counts  of  less  than  106  organisms  per 
milliliter  are  usually  due  to  contamination  in 
MSU  and  the  presence  of  infection  should  be 
suspected  only  when  counts  of  106  organisms  per 
milliliter  or  more  of  the  same  species  are  isolated 
in  at  least  two  consecutive  MSU  specimens. 
Braude  et  al.  found  the  complication  that  half 
of  the  bag  urines  collected  from  normal  infants 
of  both  sexes  aged  up  to  two  years  were  found 
to  produce  bacterial  counts  for  potentially 
pathogenic  organisms  of  106  per  milliliter,  and 
approximately  15  per  cent  produced  counts  of 
106  per  milliliter.  Evidence  suggests  that  with 
the  use  of  adhesive  plastic  bags,  contact  with  the 
genitalia  and  skin  of  the  perineum  results  in 
immediate  contamination.  Previous  cleansing  of 
the  skin  with  sterile  distilled  water  appeared  to 
increase  contamination,  possibly  by  creating  a 
storm  of  bacteria  which  might  otherwise  have 
lain  dormant. 

Although  catheterization  of  the  urinary 
bladder  is  “undesirable  for  other  reasons  as  well 
as  the  risk  of  infection,  there  are  instances  where 
it  is  indicated.”  One  of  these  would  be  con- 
tinuing doubt  about  the  diagnosis  of  urinary 
tract  infection  in  children  after  examination  of 
noncatheter  specimens. 


2322  New  York  State  Journal  of  Medicine  / September  1,  1969 


Circulatory  Lability 
and  Myocardial  Stress 
in  Cardiovascular 
Surgical  Patients 

P.  H.  SECHZER,  M.D. 
Brooklyn,  New  York 
J.  WACHTEL,  M.D. 
Brooklyn,  New  York 
A.  S.  KEATS,  M.D. 
Houston,  Texas 

Professor  of  Anesthesiology  and  Director  of  Anesthesiology 
(Dr.  Sechzer),  and  Instructor  of  Anesthesiology  and 
Associate  Attending  Anesthesiologist  (Dr.  Wachtel), 
Downstate  Medical  Center  State  University  of  New  York 
and  Maimonides  Medical  Center;  Professor  and 
Head,  Division  of  Anesthesiology,  Baylor  University 
College  of  Medicine  (Dr.  Keats) 


An  etiologic  relationship  between  pro- 
longed, profound  hypotension  during  sur- 
gery and  the  development  of  myocardial 
infarction  is  a commonly  accepted  possi- 
bility. This  relationship  is  most  difficult 
to  evaluate  because  clinical  impression  and 
inconclusive  statistical  reports  have  been 
the  basis  of  many  conflicting  statements 
regarding  cardiovascular  stress  imposed  by 
anesthesia  and  surgery.1  Thus  Stein  and 
Caginalp2  state  that  although  the  sources 
of  electrocardiographic  aberrations  could 
not  be  traced  easily,  the  best  correlation 
concerned  those  with  prolonged  periods  of 
hypotension  during  surgery.  Walker  and 


Macdessi8  found  hypotension  during  opera- 
tion and  congestive  cardiac  failure  after 
operation  to  be  the  main  clinical  correlates 
of  myocardial  damage  following  geriatric 
surgery.  Chamberlain  and  Edmonds- 
Seal4-5  concluded  that  the  incidence  of 
electrocardiographic  deterioration  was 
greater  in  patients  known  to  have  pro- 
nounced prolonged  falls  in  blood  pressure 
under  anesthesia.  Of  their  patients,  24 
per  cent  whose  systolic  pressure  fell  100 
mm.  Hg  or  more  had  major  electrocardio- 
graphic change  while  only  13  per  cent  of  the 
patients  with  blood  pressure  change  of  50 
or  less  had  major  electrocardiographic 
change.  Of  those  whose  pressure  fell  at 
least  50  mm.  Hg  for  fifteen  minutes,  only 
4 per  cent  showed  electrocardiographic 
change,  but  32  per  cent  of  those  whose  pres- 
sure fell  for  more  than  sixty  minutes  had 
major  deterioration.  On  the  other  hand 
there  are  a number  of  reports  questioning 
the  association  between  electrocardio- 
graphic changes  and  hypotension  during 
operation.6  7 

It  seemed  necessary  then  to  ascertain 
whether  hypotension  or  circulatory  lability 
is  a primary  factor,  a secondary  result,  or 
an  incidental  event.  As  part  of  a con- 
tinuing study  of  the  effects  of  anesthesia 
and  surgery  in  patients  with  generalized 
vascular  disease,  we  proposed  to  evaluate 
the  significance  of  changes  in  arterial  pres- 
sure during  and  after  the  procedure. 

Patients  with  vascular  disease  under- 
going carotid  endarterectomy  (63),  ab- 
dominal aneurysms  (77),  or  Leriche  pro- 
cedures (85)  were  studied.  Each  patient 
had  continuous  electrocardiographic  and 
intra-arterial  pressure  monitoring  during 
the  anesthesia  and  operation.  Evidence 
of  myocardial  stress  was  sought  in  the 
postoperative  electrocardiogram,  blood  en- 
zymes tests,  and  clinical  course.  Electro- 
cardiograms and  laboratory  studies  were 
made  preoperatively  and  on  the  first,  third, 
and  seventh  postoperative  day. 

The  data  were  coded  on  IBM  punch 
cards  and  processed  statistically  by  a com- 
puter. There  were  184  male  and  41 
female  patients  and  the  age  was  from  forty 
to  eighty-three  years  (mean  62.7,  standard 
deviation  7.5).  One  hundred  fifty-five 
(65  per  cent)  cases  had  a history  of  cardio- 
vascular disease;  55  had  hypertension; 
16  had  congestive  heart  failure;  25  angina. 
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and  49  (22  per  cent)  had  a history  of  pre- 
vious myocardial  infarction.  Only  13  were 
on  digitalis  or  quinidine  preoperatively. 
Thirty-five  were  diabetic  and  were  on 
tablets  and/or  insulin. 

Preoperative  data  included  vital  signs, 
hemoglobin,  hematocrit,  complete  blood 
count,  blood  cholesterol,  sugar,  enzymes, 
electrocardiogram,  and  heart  and  lung 
x-ray  examinations.  During  the  opera- 
tion electrocardiographic  and  intra-arterial 
pressure  were  carefully  noted.  Postopera- 
tively,  the  vital  signs,  electrocardiogram, 
chest  x-ray  film,  hematocrit,  hemoglobin, 
fluid  intake  and  output,  and  enzymes 
(serum  glutamic  oxaloacetic  transaminase, 
serum  glutamic  pyruvic  transaminase,  lactic 
dehydrogenase,  and  5-isozymes)  were 
studied  on  the  first,  third,  and  seventh 
postoperative  days. 

The  preoperative  hemoglobin  ranged 
from  8.1  to  18.7  (mean  14.4,  standard  devia- 
tion 1.8),  the  hematocrit  from  27  to  65 
(mean  43,  standard  deviation  5),  cholesterol 
145  to  264  (mean  164,  standard  deviation 
60.5).  Preoperative  enzyme  values  (26 
cases)  were  serum  glutamic  oxaloacetic 
transaminase  2 to  27  (mean  14,  standard 
deviation  3.9),  serum  glutamic  pyruvic 
transaminase  5 to  36,  (mean  15,  standard 
deviation  7.7),  and  lactic  dehydrogenase  100 
to  390  (mean  228,  standard  deviation  84.2). 

Preanesthetic  medication  was  with  a 
narcotic  (134)  or  barbiturate  (89).  Atro- 
pine was  used  alone  or  in  combination  110 
times;  scopolamine  alone  or  in  combina- 
tion 83  times. 

Anesthetic  management  was  usually  be- 
gun with  a thiobarbiturate  (210)  followed 
by  succinylcholine  chloride  injection  and 
intratracheal  intubation  (198),  nitrous 
oxide  (151),  halothane  (213)  with  curare 
(137),  or  gallamine  (138).  Ten  patients 
received  a meperidine  hydrochloride,  ni- 
trous oxide,  oxygen,  and  relaxant  sequence. 

Compared  with  the  preoperative  values, 
the  maximal  systolic,  diastolic,  and  mean 
pressures  usually  were  elevated  during 
surgery  and  slightly  decreased  postopera- 
tively.  However,  the  minimal  systolic, 
diastolic,  and  mean  pressures  usually  de- 
creased during  surgery  and  increased  post- 
operatively. 

In  most  cases,  the  difference  between  the 
highest  and  the  lowest  operative  systolic 
pressure  was  50  to  99  mm.  Hg.  Most  op- 


TABLE  I.  Postoperative  electrocardiogram 


Circulation 

No. 

Change,  Change, 
Per  Cent  Per  Cent 

Number 

of 

Patients 

Stable 

39 

61 

64 

Labile 

(curves) 

V 

43 

57 

23 

W 

43 

57 

37 

M 

36 

64 

22 

erative  diastolic  differences  were  20  to  49 
mm.  Hg.  No  maximal  mean  pressure  was 
below  80  mm.  Hg;  most  were  110  to  149 
mm.  Hg.  No  minimal  mean  pressure  was 
over  130;  most  were  70  to  109  mm.  Hg. 

Circulatory  lability  was  noted  in  82 
patients  who  showed  marked  changes  in 
arterial  pressure.  Operative  circulatory 
lability  was  classified  according  to  systolic 
pressure  changes  of  more  than  40  mm.  Hg 
for  more  than  five  minutes.  There  are 
three  types  of  pressure  records: 

V curve  = one  blood  pressure  depression 
of  at  least  40  mm.  Hg  of  at  least  five  minutes 
duration  followed  by  a rebound  of  at  least 
30  mm.  Hg. 

W curve  = at  least  2 blood  pressure  de- 
pressions of  more  than  40  mm.  Hg  of  more 
than  five  minutes  duration,  between  which 
was  a rebound  of  at  least  30  mm.  Hg. 

M curve  = at  least  2 blood  pressure  eleva- 
tions of  over  40  mm.  Hg,  between  which  was  a 
sag  of  at  least  30  mm.  Hg. 

There  were  67  electrocardiographic  ab- 
normalities during  operation.  Premature 
ventricular  contractions,  nodal  rhythm, 
and  nonspecific  surface  tension  changes 
were  the  prevalent  findings.  Postopera- 
tively,  there  were  also  sinus  tachycardia, 
premature  atrial  conduction,  T inversions, 
and  3 myocardial  infarctions.  Despite  the 
circulatory  lability,  as  evidenced  by  W,  V,  or 
M curves,  there  were  relatively  few  electro- 
cardiographic changes  during  or  following 
operation.  There  was  no  significant  differ- 
ence in  the  incidence  of  electrocardiographic- 
change  between  the  stable,  hypotensive 
(V,  W),  or  the  hypertensive  (M)  groups 
(Tables  I and  II).  Nor  is  there  any  signifi- 
cant difference  in  the  entire  relationship 
between  postoperative  electrocardiographic 
change,  operative  electrocardiographic- 
change,  and  preoperative  electrocardio- 
graphic abnormality. 

Of  the  patients  with  labile  curves,  71  per 
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TABLE  II.  Electrocardiogram  and  circulatory  findings 


Labile  V and  W 

Labile  M 

— 

Stable 

(60  patients) 

(22  patients) * 

(64  patients) — ■, 

l-.lectxucurdiugraiu 

Patients 

Per  Cent 

Patients 

Per  Cent 

Patients  Per  Cent 

Change  postoperative 

26 

43 

8 

36 

25  39 

Abnormal  preoperntive 

17 

28 

3 

14 

16  25 

Change  operative 

9 

15 

1 

5 

14 

22 

None  operative 

8 

13 

2 

9 

2 

3 

Normal  preoperative 

9 

15 

5 

23 

9 14 

Change  operative 

4 

7 

0 

0 

5 

8 

None  operative 

5 

8 

5 

23 

4 

6 

No  change  (>08toperative 

34 

57 

14 

64 

39  61 

Abnormal  preoperative 

21 

35 

6 

27 

13  20 

Change  operative 

6 

10 

4 

18 

1 1 

17 

None  operative 

15 

25 

2 

9 

2 

3 

Normal  preo|»erative 

13 

22 

8 

37 

26  41 

( hange  operative 

0 

0 

0 

0 

13 

20 

None  operative 

13 

22 

8 

37 

13 

20 

cent  (58  or  82)  had  no  postoperative  electro- 
cardiographic abnormalities.  Of  the 
patients  with  W curves  61  per  cent  (23  of 
37)  had  no  electrocardiographic  abnormal- 
ities; of  the  patients  with  V curves  78  per 
cent  (18  of  23)  had  no  electrocardiographic- 
abnormalities;  of  the  patients  with  M 
curves  77  per  cent  (17  of  22)  had  no  electro- 
cardiographic abnormalities. 

It  is  evident  that  most  patients  showed 
no  electrocardiographic  abnormality  despite 
operative  pressure  differences  as  great  as  90 
mm.  Hg. 

No  significant  difference  in  incidence  of 
postoperative  electrocardiographic  change 
is  discerned  between  patients  above  and 
those  below  100  mm.  Hg  minimal  opera- 
tive systolic  pressure  (Table  III).  Thus 
52  per  cent  (52  of  99)  of  patients  with 
pressure  100  mm.  Hg  or  more  had  postop- 
erative electrocardiographic  change  while 
44  per  cent  (20  of  47)  patients  with  pres- 
sure below  100  mm.  Hg  had  no  postopera- 
tive electrocardiographic  changes.  When 
the  lowest  systolic  pressure  was  below  80 
mm.  Hg,  4 of  5 cases  had  some  electrocar- 
diographic abnormality. 

There  were  no  infarctions  in  this  group, 
however.  On  the  other  hand  14  of  17 
patients  whose  lowest  systolic  pressure 
was  120  to  140  had  electrocardiographic 
abnormalities.  One  of  these  had  a myo- 
cardial infarction. 

The  minimal  diastolic  pressures  were 
widely  distributed  in  duration,  value,  and 
timing  and  had  little  correlation  with  elec- 
trocardiographic changes.  Also  there  was 
no  consistent  relationship  between  elec- 


TABLE  III.  Arterial  pressure  and  postoperative 
electrocardiographic  change  (operative  systolic 
minimum)* 


Post- 

operative 

99  mm.  Hg 

100  mm.  Hg 

Difference 

and  Below 

and  Above 

Change 

27 

52 

No  Change 

20 

47 

* Statistically  not  significant  (p  > 2). 


trocardiographic  abnormality  and  duration 
of  lowest  pressure. 

Similarly,  there  was  little  relationship 
between  postoperative  electrocardiographic 
change,  duration  of  the  anesthesia,  and 
surgery.  Duration  ranged  from  seventy  - 
five  to  two  hundred  sixty  minutes  (mean 
one  hundred  fifteen,  standard  deviation 
thirty- seven);  63  per  cent  (59  of  63)  of 
the  patients  for  whom  the  duration 
was  two  hours  or  more  had  postoperative 
electrocardiographic  change,  while  48  per 
cent  (28  of  58)  of  thepatients  with  duration 
less  than  two  hours  had  no  postoperative 
electrocardiographic  change.  But  there 
was  no  significant  difference  in  the  inci- 
dence of  postoperative  electrocardiographic- 
change  among  patients  whose  procedures 
were  more  than  or  less  than  two  hours’ 
duration. 

A pattern  of  decreasing  enzyme  values 
following  an  initial  postoperative  elevation 
was  common.  Lactic  dehydrogenase  val- 
ues were  elevated  on  the  first  postoperative 
day  but  subsequently  decreased.  Some 
subjects  maintained  high  values  through- 
out the  observation  period.  Another  group 
had  normal  or  slightly  elevated  values  the 
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day  following  surgery  and  increased  lactic 
dehydrogenase  values  on  the  subsequent 
observations. 

The  enzyme  values  could  not  be  related 
in  any  meaningful  fashion  with  the  elec- 
trocardiographic changes.  Thus  39  per 
cent  (25  of  65)  of  the  patients  with  normal 
enzymes  and  46  per  cent  (21  of  46)  with 
normal  isozymes  had  postoperative  elec- 
trocardiographic changes,  while  42  per 
cent  (34  of  81)  of  the  patients  with  elevated 
enzymes  and  46  per  cent  (12  of  26)  with 
abnormal  isozymes  had  postoperative  elec- 
trocardiographic changes.  There  was  no 
significant  difference  in  the  incidence  of 
postoperative  electrocardiographic  changes 
among  patients  with  normal  or  elevated 
enzymes  or  normal  or  abnormal  isozymes. 

There  was  little  relation  of  isozymes, 
enzymes,  and  operative  arterial  pressure. 
Thus  52  per  cent  (36  of  69)  of  the  tests  in 
subjects  whose  operative  minimal  systolic 
pressure  was  below  100  mm.  Hg  showed 
normal  isozymes  but  elevated  lactic  dehy- 
drogenase. But  72  per  cent  (49  of  68) 
with  minimal  operative  pressure  above  100 
mm.  Hg  had  abnormal  isozymes  and  ele- 
vated lactic  dehydrogenase.  On  the  other 
hand,  65  per  cent  (64  of  98)  of  the  tests  in 
subjects  whose  operative  maximal  systolic 
pressure  was  above  160  mm.  Hg  showed  ab- 
normal isozymes  and  elevated  lactic  dehy- 
drogenase. But  50  per  cent  (9  of  18)  of  the 
patients  with  maximal  operative  pressure 
below  160  mm.  Hg  had  normal  isozymes 
but  elevated  lactic  dehydrogenase.  There 
was  no  significant  difference  in  incidence 
of  abnormal  isozymes-elevated  lactic  dehy- 
drogenase among  patients  whose  operative 
systolic  pressure  maximum  was  above  or 
below  160  mm.  Hg  or  among  patients 
whose  operative  systolic  pressure  minimum 
was  above  or  below  100  mm.  Hg. 

There  was  no  significant  difference  in 
incidence  of  postoperative  electrocardio- 
graphic change,  elevated  enzymes,  or  ab- 
normal isozymes  among  patients  whose 
blood  replacement  was  more  or  less  than 
1.5  L.  Of  the  patients  who  received  less 
than  1.5  L.  of  blood  52  per  cent  (31  of  60) 
had  postoperative  electrocardiographic 
change,  while  42  per  cent  (28  of  66)  who 
received  1.5  L.  or  more  of  blood  had  no 
postoperative  electrocardiographic  change. 
There  was  little  relation  between  the  en- 
zymes and  blood  replacement.  Thus  41 


per  cent  (22  of  54)  of  the  patients  with 
normal  enzymes  and  41  per  cent  (17  of  42) 
with  normal  isozymes  received  1.5  L.  or 
more  of  blood,  while  40  per  cent  (26  of  65) 
with  elevated  enzymes  and  46  per  cent 
(15  of  32)  with  abnormal  isozymes  received 
less  than  1.5  L.  of  blood. 

The  maximum  systolic-diastolic,  and 
the  minimal  systolic-diastolic  pressures 
were  stable  across  the  seven  postoperative 
days.  The  values  are  all  within  a few  milli- 
meters of  mercury  of  difference.  The 
mean  values  were  also  relatively  stable, 
but  there  was  a tendency  for  a slight  de- 
crease on  the  successive  days  of  observa- 
tion. 

The  postoperative  enzymes  and  leuko- 
cyte values  were  productive  of  little  specific 
information.  The  mean  serum  glutamic 
oxaloacetic  transaminase,  serum  glutamic 
pyruvic  transaminase,  and  lactic  dehydro- 
genase were  within  normal  range.  The 
white  blood  count  was  elevated.  Yet  it 
must  be  emphasized  that  there  was  great 
variation  in  the  maximum  mean.  Occa- 
sional enzyme  values  were  very  high. 

Study  of  the  records  of  the  3 patients 
with  fresh  myocardial  infarction  failed  to 
point  to  any  common  factor.  There  were 
no  deaths,  and  the  convalescence  was  not 
affected  unfavorably.  Two  patients  had 
abdominal  aneurysmectomies  and  the  other 
carotid  endarterectomy.  The  preopera- 
tive cholesterol  and  enzyme  values  were 
normal.  But  postoperatively,  1 patient 
had  normal  enzyme  values  despite  abnor- 
mal isozymes. 

Two  of  the  3 patients  had  had  previous 
myocardial  infarction  and  did  have  opera- 
tive electrocardiographic  changes.  The 
other  patient  had  neither  preoperative  nor 
operative  abnormalities. 

Two  patients  had  W anesthetic  records. 
The  greatest  fall  in  pressure  was  80  mm. 
Hg,  but  the  minimal  pressure  was  100/60 
mm.  Hg.  The  third  patient  was  hyperten- 
sive with  a stable  curve.  The  minimal 
value  was  175/85  mm.  Hg.  Postopera- 
tively, none  had  hypotension.  The  carotid 
patient  required  no  blood  replacement, 
the  others  1 L.  and  2 L.  respectively. 

Comment 

Not  only  is  the  commonly  held  impres- 
sion associating  hypotension  and  myo- 
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cardial  stress  contrary  to  our  clinical  ob- 
servations but  also  it  is  inconsistent  in 
theory  and  practice.  A single  factor, 
arterial  pressure,  is  taken  as  a measure  of 
coronary  artery  blood  flow.  It  is  assumed 
that  hypotension  resulting  in  curtailed 
coronary  artery  flow  will  lead  to  myocardial 
infarction.  But  extensive  series  of  pa- 
tients have  been  operated  on  safely  with 
the  benefit  of  controlled  hypotension.  The 
incidence  of  myocardial  damage  is  not  in- 
creased despite  systolic  pressure  maintained 
at  60  mm.  Hg  for  many  hours.8  Nor  are 
there  profound  alterations  in  the  whole- 
body  oxygen  transport  system.*  Further- 
more, hypotension  regularly  accompanies 
cardiopulmonary  bypass.  Mean  arterial 
pressure  is  often  as  low  as  30  mm.  Hg  for 
many  minutes.  Yet,  permanent  myocar- 
dial damage  is  rare  postoperatively.  Even 
more  startling  is  the  finding  that  it  is  rela- 
tively safe  to  interrupt  completely  the 
coronary  artery  blood  flow  for  many  min- 
utes during  cardiac  surgery.  Despite  the 
absence  of  coronary  artery  perfusion,  per- 
manent myocardial  damage  is  rare  post- 
operatively. 

It  is  evident  that  myocardial  infarction 
does  not  regularly  follow  reduced  coronary 
artery  pressure  or  even  impaired  blood 
flow.  Then,  is  it  not  questionable  to  re- 
late postoperative  myocardial  infarction 
with  operative  hypotension  etiologically? 
Too  many  associated  or  incidental  factors 
may  intervene  for  rigorous  logic.  These 
uncertainties  still  remain  even  when  hy- 
potension and  myocardial  infarction  coin- 
cide during  the  operative  period.  Shock 
is  an  important  sign  of  myocardial  infarc- 
tion, but  does  hypotension  initiate  myo- 
cardial infarction  or  myocardial  infarction 
produce  shock? 

Our  broad  study  of  myocardial  stress  as 
judged  by  electrocardiographic  changes, 
blood  enzyme  values,  and  clinical  course 
has  not  produced  any  satisfactory  predic- 
tors. No  clear  relationship  emerged  with 
circulatory  lability,  with  the  degree  and 
duration  of  hypotension,  with  the  duration 
of  anesthesia  and  surgery,  or  with  the 
volume  of  blood  replacement.  The  ma- 
jority of  the  patients  withstood  the  stress 
of  operation  and  anesthesia  with  no  de- 
monstrable effect  on  their  heart.  The 
anesthetic  records  were  nonspecific  in 
nature. 


No  direct  relationship  was  apparent  be- 
tween operative  hypotension  or  hyper- 
tension and  electrocardiographic  or  other 
evidence  of  myocardial  stress.  There  was 
a slightly  greater  incidence  of  transient 
electrocardiographic  change  of  question- 
able significance  in  the  lowest  minimal 
systolic  pressure  group.  On  the  other 
hand,  there  were  many  patients  with  com- 
parable electrocardiographic  changes  in  all 
other  categories  of  minimal  pressure. 

The  enzyme  studies  were  also  not  in- 
formative. High  and  abnormal  postopera- 
tive enzyme  results  were  seen  more  com- 
monly with  the  higher  systolic  pressure 
values.  But  half  the  hypotensive  group 
had  normal  5-isozymes.  High  and  ab- 
normal values  were  obtained  without  other 
evidence  of  myocardial  stress,  and,  con- 
versely, normal  results  were  seen  in  the 
presence  of  electrocardiographic  change. 
The  enzyme  tests  were  corroborative  rather 
than  primary  evidence. 

Conclusion 

As  assessed  by  electrocardiographic 
changes,  blood  enzyme  and  5-isozyme 
values,  and  clinical  course,  no  satisfactory 
predictors  of  myocardial  stress  were  found 
in  our  study  of  patients  with  generalized 
vascular  disease  during  anesthesia  and 
surgery.  No  clear  relationship  emerged 
with  circulatory  lability,  with  the  degree 
and  duration  of  operative  hypotension, 
with  the  duration  of  anesthesia  and  surgery, 
or  with  the  volume  of  blood  replacement. 
No  firm  etiologic  relationship  can  be  dem- 
onstrated between  hypotension  during  sur- 
gery and  the  development  of  myocardial 
infarction.  Nor  can  we  conclude  reliably 
that  deviation  from  normal  or  initial  ar- 
terial pressure  is  indicative  of  severe  myo- 
cardial stress.  It  would  seem,  that  even 
in  this  select  group  of  cardiovascular  sur- 
gical patients,  the  myocardial  stress  im- 
posed by  anesthesia  and  surgery  was  not 
extreme. 

Summary 

We  have  presented  data  on  evaluation 
and  course  of  operative  patients  with  severe 
cardiovascular  disease.  The  anesthetic 
management  has  been  detailed,  and  the 
variations  in  patterns  of  cardiovascular 
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response  to  anesthesia  and  surgery  have 
been  demonstrated.  It  is  evident  that 
the  majority  of  patients  have  withstood  the 
stress  of  operation  and  anesthesia  with  no 
demonstrable  effect  on  their  hearts. 

Our  broad  study  of  circulatory  lability 
has  not  produced  any  predictive  correlates. 
It  would  seem  that  the  anesthesia  records 
are  nonspecific  in  nature.  No  direct  re- 
lationship is  apparent  between  operative 
hypotension  or  hypertension  and  electro- 
cardiographic or  other  evidence  of  myo- 
cardial stress.  There  is  a slightly  greater 
incidence  of  transient  electrocardiographic 
change  of  questionable  significance  in  the 
lowest  minimal  systolic  pressure  group. 
On  the  other  hand,  there  are  many  patients 
with  comparable  electrocardiographic 
change  in  all  other  categories  of  minimal 
pressure. 

The  enzyme  studies  are  also  not  informa- 
tive. High  and  abnormal  postoperative 
enzyme  results  were  seen  more  commonly 
with  the  higher  systolic  pressure  values. 
But  half  the  hypotensive  group  had  normal 
isozymes.  High  and  abnormal  values  were 
obtained  without  other  evidence  of  myo- 
cardial stress,  and,  conversely,  normal  re- 
sults were  seen  in  the  presence  of  electro- 
cardiographic change.  It  seems  that  the 
enzyme  tests  were  corroborative  rather 
than  primary  evidence. 

It  would  seem  that,  even  in  this  select 
group,  the  myocardial  stress  imposed  by 
anesthesia  and  surgery  is  not  great;  and 
that  the  predictors  are  of  doubtful  values. 
We  cannot  conclude  with  any  reliability 
that  marked  deviation  from  normal  or 
starting  arterial  pressure  is  indicative  of 
severe  myocardial  stress.  We  cannot  pre- 
dict with  certainty  in  what  circumstances 
and  in  what  manner  anesthesia  and  surgery 
is  hazardous. 
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Discussion 

Valentino  D.  B.  Mazzia,  M.D.,  New 
York,  New  York.*  Dr.  Sechzer,  Dr.  Wach- 
tel,  and  Dr.  Keats  are  to  be  congratulated 
for  performing  what  will  perhaps  be  recog- 
nized in  time  as  the  definitive  study  of  the 
prognostic  significance  of  changes  in  blood 
pressure  during  surgery.  It  must  be  borne 
in  mind  that  active  vigorous  and  correct 
treatment  must  have  been  instituted  during 
the  performance  of  surgery  to  correct  po- 
tentially deleterious  hypotension.  Their 
conclusions  must  be  modified,  therefore,  to 
indicate  that  hypotension  during  surgery 
does  not  correlate  with  postoperative  myo- 
cardial infarction  provided  the  anesthetic 
administration  is  skillful,  and  the  hypoten- 
sion is  promptly  corrected.  Furthermore, 
there  had  to  be  some  selection  of  patients 
before  surgery,  and  the  preoperative  prep- 
aration must  have  been  thorough.  How- 
ever, the  authors’  conclusions  are  certainly 
valid  for  the  group  studied  under  the  con- 
ditions of  this  investigation. 

To  generalize  the  findings,  more  detail 
on  selection  of  patients,  preoperative  prep- 
aration, and,  in  particular,  intraoperative 
corrective  measures  would  be  needed. 

The  search  for  parameters  more  pre- 
dictively  significant  than  the  blood  pressure 
of  the  electrocardioscope  has  led  to  the  in- 
traoperative determination  of  blood  pH, 
carbon  dioxide  pressure,  and  oxygen  ten- 
sion. These  blood  gases  can  now  readily 
be  known  within  minutes.  In  the  near 
future  no  doubt  cardiac  output  determina- 
tions will  also  be  available. 

* Professor  and  Chairman,  Department  of  Anesthesiology, 
New  York  University  Medical  Center. 
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As  SIMPLE  PULMONARY  FUNCTION  testing 
becomes  increasingly  a routine  part  of 
medical  evaluations,  it  is  important  not 
only  that  tests  be  standard  but  also  that 
terminology  be  universal.  It  is  mandatory 
that  differing  uses  of  the  same  term  be 
resolved  whether  the  difference  in  use 
springs  from  a difference  in  physiologic 
understanding  or  simply  from  a difference 
in  definition.  This  work  addresses  itself 
to  clarifying  the  use  of  the  term  “restric- 
tive.” 

The  term  restrictive  applied  to  lung 
disease  has  traditionally  been  reserved  for 
those  forms  of  respiratory  disease  in  which 

* This  work  was  supported  by  the  State  of  New  York 
Department  of  Health  and  the  Westchester  Heart  Associa- 
tion. 

t Fellow  of  the  Westchester  Heart  Association. 


there  is  actual  loss  of  lung  parenchyma  re- 
sulting from  disease  or  a loss  of  ventilable 
lung  resulting  from  collapse  of  the  lung  or 
from  neuromuscular  chest-wall  disease. 
However,  some  authors1-*  have  used  the 
term  restrictive  in  referring  to  subjects  with 
chronic  obstructive  pulmonary  disease, 
basing  the  term  only  on  the  reduction  in 
vital  capacity.  Although  this  reduction  in 
vital  capacity  in  chronic  obstructive  pul- 
monary disease  is  well  recognized,4-1  the 
designation  restrictive  has  not  generally 
been  applied  to  such  patients.  The  use  of 
the  term  restrictive  to  categorize  such 
patients  is  not  merely  a question  of  seman- 
tics. The  term  restrictive  calls  up  any 
number  of  clinical  entities  in  the  mind  of 
the  pulmonary  physiologist  which  do  not 
include  chronic  bronchitis  or  emphysema, 
both  of  which  may  be  characterized  by  a 
reduction  in  vital  capacity. 

It  is  the  view  taken  here  that  the  use  of 
the  term  restrictive  would  be  hard  to  defend 
in  those  cases  in  which  total  lung  capacity 
is  normal  or  increased.  It  is,  therefore,  the 
purpose  of  the  present  communication  to 
point  out  that  in  patients  with  chronic 
obstructive  pulmonary  disease  and  vital 
capacity  below  normal,  the  total  lung 
capacity  is  almost  always  normal  or  in- 
creased. In  such  circumstances  the  char- 
acterization of  such  patients  as  restrictive 
as  well  as  obstructive  is  not  consonant  with 
the  usual  understanding  of  the  term  restric- 
tive. 

Methods 

Records  of  all  patients  who  had  been 
studied  in  this  laboratory  were  reviewed. 
Patients  who  had  total  lung  capacity  de- 
termined either  by  the  nitrogen  washout 
method8  or  by  body  plethysmography  were 
selected  for  analysis.  From  this  group, 
patients  were  selected  on  the  basis  of  one- 
second  timed  vital  capacity  (FEVi/FVC% ) 
below  70  per  cent.  Eliminated  from  the 
study  were  all  patients  who  had  a clinical 
and  physiologic  picture  of  bronchial  asthma. 
Also  excluded  were  all  patients  with  pul- 
monary tuberculosis  greater  than  minimal 
in  extent  and  all  patients  who  had  had 
resectional  surgery,  space-occupying  lesions 
of  the  lung,  and  other  afflictions  such  as 
sarcoid  which  are  usually  categorized  as 
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TABLE  I.  Age  and  pertinent  physiologic  findings 


Physiologic 

Findings 

Age 

(Years) 

RV/ 

TLC* 

FEVi/ 

FVC 

Per  Cent* 

SVC* 

X Cl  v_y  L LI 1 x ICUil/tLLl 

FVC* 

TLC* 

Chronic  bronchitis 
(6  patients) 
Mean 

55.33 

70.7 

135.17 

63.00 

53.67 

SD* 

11.95 

27.06 

15.18 

13.05 

11.21 

Range 

32  to  72 

37  to  119 

122  to  168 

41  to  78 

32  to  66 

All  groups 
(70  patients) 
Mean 

59.19 

74 . 61f 

69 . 06f  70.10 

122.67 

60.74 

44.60 

SD* 

9.50 

15 . 62f 

17.79f  14.08 

21.71 

12.08 

12.85 

Range 

32  to  81 

50  to  110f 

37  to  1 12  f 37  to  119 

79  to  168 

30  to  78 

18  to  67 

* SD  = standard  deviation;  SVC  = slow  vital  capacity;  FVC  = forced  vital  capacity;  RV/TLC  = ratio  of  residual  vol- 
ume to  total  lung  capacity;  FEVi/FVC  per  cent  = one-second  forced  expiratory  volume  per  forced  vital  capacity  X 100. 
f In  31  patients. 


restrictive  lung  disease.  Women  were  also 
excluded  since  they  formed  a small  per- 
centage of  the  total,  and  it  was  thought 
more  advisable  to  keep  the  group  as  ho- 
mogenous as  possible. 

Seventy  patients  classified  as  having 
chronic  obstructive  pulmonary  disease  re- 
mained. Other  evidence  of  obstructive 
lung  disease  in  these  patients  was  a con- 
ductance: thoracic  gas  volume  of  less  than 
0.13  in  the  42  of  the  44  patients  studied  by 
body  plethysmography,9  or  a maximal 
mid-expiratory  flow  rate  of  less  than  1.8 
liters  per  second  in  all  70  patients,1011  and  a 
single-breath  nitrogen  washout  of  greater 
than  1 in  all  32  of  the  patients  who  had  this 
determination  made. 12  Of  the  total  group 
64  were  considered  to  have  emphysema, 
while  6 were  classified  as  having  chronic 
bronchitis  on  the  basis  of  a history  of  cough, 
sputum,  and  a steady-state  exercise  diffus- 
ing capacity  which  was  at  the  most  only 
moderately  reduced. 13  Thirty-one  sub- 
jects had  a determination  of  the  SVC  (slow 
vital  capacity)  as  well  as  the  FVC  (rapid 
vital  capacity). 

Results 

Data  on  the  age  and  pertinent  physio- 
logic findings  are  presented  in  Table  I. 
The  FVC  varied  from  27  per  cent  to  119 
per  cent  based  on  a prediction  formula 
developed  in  this  laboratory.  There  was 
only  1 patient  who  had  a TLC  (total  lung 
capacity)  which  was  below  80  per  cent  of 
predicted  based  on  the  prediction  formula 
of  Boren,  Kory,  and  Syner. 14  The  vari- 


ability of  the  total  lung  capacity  measure- 
ment itself  is  such  that  ±20  per  cent  of 
that  predicted  must  be  considered  normal. 
However,  even  if  more  rigid  criteria  are 
used,  ±10  per  cent  for  example,  only  4 
patients  in  the  total  group  fell  below  90  per 
cent  of  that  predicted.  The  average  TLC 
for  the  entire  group  was  123  per  cent  of 
predicted.  The  use  of  SVC  rather  than 
FVC  would  not  have  altered  the  findings  in 
any  meaningful  way.  The  SVC  was  not 
strikingly  larger  than  the  FVC.  As  a 
matter  of  fact  of  the  31  patients  who  had 
both  determinations,  SVC  was  larger  than 
FVC  in  only  18.  The  average  difference 
for  the  31  patients  for  the  two  determina- 
tions was  6 per  cent. 

Comment 

Traditionally  lung  diseases  have  been 
divided  into  2 major  categories:  restric- 

tive and  obstructive.  In  terms  of  defini- 
tion, the  word  obstructive  presents  no 
problem.  Although  mechanisms  may  be 
different,  the  net  effect  is  always  an  increase 
in  the  resistance  to  air  flow.  However, 
restrictive  lung  disease  results  from  widely 
differing  circumstances,  from  actual  re- 
placement of  lung  parenchyma  to  involve- 
ment of  the  neuromuscular  chest-wall 
apparatus  with  no  involvement  of  the  lung 
itself.  However,  the  net  effect  of  all  such 
afflictions  is  a reduction  in  the  vital  capacity 
without  a reduction  in  the  timed  vital 
capacity.  These  diseases  also  have  in 
common  a reduction  in  total  lung  capacity. 
In  the  case  of  involvement  of  the  lung 
parenchyma  the  cause  of  this  reduction  is 
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obvious.  In  the  case  of  neuromuscular 
chest-wall  disease,  the  lung  itself  may  be 
normal,  but  the  ventilatory  maneuvers 
necessary  for  the  proper  performance  of  the 
test  cannot  be  adequately  made  and  the 
apparent  total  lung  capacity  will  be  re- 
duced. The  vital  capacity  in  restrictive 
lung  disease  is,  therefore,  merely  a reflec- 
tion of  the  reduction  in  total  lung  capacity. 
As  demonstrated  here,  the  reduction  in 
vital  capacity  is  not  a reflection  of  the  re- 
duction in  total  lung  capacity  in  the 
patients  with  chronic  obstructive  lung  dis- 
ease. The  reduction  in  vital  capacity 
occurred  purely  as  a consequence  of  the 
obstructive  disease  and  happened  as  a re- 
sult of  entirely  different  mechanisms  from 
those  occurring  in  the  restrictive  forms  of 
lung  disease. 

Restrictive  lung  disease  can  be  defined 
physiologically  as  a condition  characterized 
by  a reduction  in  vital  capacity  with  a nor- 
mal timed  vital  capacity.  This  definition 
appears  valid  and  serves  to  define  1 of  the  2 
major  physiologic  categories  into  which 
chronic  lung  diseases  are  usually  separated. 
Unless  there  are  cogent  reasons  for  altering 
this  definition  it  will  continue  to  serve  the 
clinician  and  physiologist  well.  To  use  the 
term  restrictive  simply  to  identify  the 
existence  of  a reduced  vital  capacity  alone 
is  redundant  and  would  appear  to  add 
nothing  to  the  clinical,  physiologic  or 
anatomic  understanding  of  the  patient. 

Summary 

The  total  lung  capacity  was  measured  in 
70  patients  with  obstructive  lung  disease. 
In  all  but  1 case  the  total  lung  capacity  was 
within  the  limits  of  normal  or  above.  This 


occurred  despite  the  fact  that  the  average 
forced  vital  capacity  was  only  70  per  cent 
of  that  predicted.  It  is  suggested  from  this 
study  that  there  is  no  validity  in  the  use  of 
the  term  restrictive  in  describing  patients 
with  obstructive  lung  disease  in  whom  the 
vital  capacity  is  reduced. 
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T he  current  outcry  against  the  rising 
costs  of  medical  care  demands  the  attention 
of  physicians  at  a number  of  different  levels 
at  which  cost  reductions  might  be  effected. 
One  area  which  appears  to  be  commonly 
managed  in  a costly  and  inefficient  way 
could  be  streamlined  considerably.  This 
refers  to  a type  of  management  of  diag- 
nostic problems  in  which  there  are  questions 
of  psychiatric  disorder  with  or  without 
accompanying  organic  conditions. 

The  typical  patient  with  a psychiatric 
disorder  is  likely  to  be  referred  for  specific 
psychiatric  evaluation  or  care  only  after 
expensive  and  time-consuming  investiga- 
tions conducted  by  nonpsychiatric  special- 
ists. This  report  is  a summary  of  a study 
conducted  of  this  circuitous  route  of 
referral. 

The  study  reported  here  translates  the 
hospital  experiences  of  groups  of  psychiatric 
and  nonpsychiatric  patients  into  meas- 
urable data  which  indirectly  reveal  the 
actual  practices  of  managing  these  pa- 
tients when  admitted  on  a medical  or 
surgical  service. 


This  study  was  conducted  in  1966  and 
covered  the  experience  in  one  hospital  dur- 
ing the  period  1961  to  1965.  The  hospital 
was  a 500- bed  general  hospital  in  a medical 
center  which  included  a new  medical 
school  and  a new  intern-residency  pro- 
gram. It  began  operations  about  1958  and 
by  1961  was  operating  with  about  a 200- 
per-day-average  patient  census,  increasing 
to  about  350  by  1965. 

For  the  purpose  of  the  study,  3 categories 
of  patients  were  classified:  (1)  patients 

admitted  to  medical  or  surgical  wards  who 
subsequently  were  found  to  have  solely 
psychiatric  problems  and  no  significant 
medical  or  surgical  problems,  referred  to  as 
the  PSY  group;  (2)  patients  admitted  to 
medical  or  surgical  wards  who  were  found 
to  have  a significant  medical  or  surgical 
problem  and  who,  in  addition,  were  found 
by  the  department  of  psychiatry  to  have  a 
significant,  diagnosable,  psychiatric  prob- 
lem, referred  to  as  the  MIXD  group;  and 
(3)  patients  admitted  to  medical  or  surgical 
services  and  found  then  to  have  significant 
medical  or  surgical  problems  but  no 
psychiatric  investigation  or  diagnosis,  re- 
ferred to  as  the  M-S  group. 

In  each  case,  the  data  were  collected 
from  hospital  charts  after  discharge  from 
the  hospital.  Certain  exclusions  were 
made.  No  patients  were  included  whose 
hospital  stay  was  twenty-four  hours  or 
less  and  none  whose  hospital  stay  was  over 
thirty  days.  None  were  included  who 
were  simple  deliveries.  None  were  in- 
cluded who  died  during  hospitalization. 
The  first  2 groups,  PSY  and  MIXD,  were 
identified  as  those  seen  in  consultation  by 
the  department  of  psychiatry  but  originally 
were  admitted  to  a medical  or  surgical 
service  and  given  a standard  psychiatric 
diagnosis  indicating  a significant  psychiatric 
problem.  The  third,  or  M-S,  group  was  se- 
lected as  the  next  patient  admitted  to  the 
hospital  after  each  of  the  patients  in  the  first 
2 groups,  found  by  simply  adding  1 to  the 
hospital  register  number  and  obtaining  the 
corresponding  record.  Thus,  the  third 
group  was  distributed  by  time  of  admis- 
sion, and  so  on,  in  approximately  the  same 
way  as  the  other  2. 

The  numbers  of  patients  for  each  group 
were:  PSY  group,  66,  MIXD  group,  35, 
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TABLE  I.  Correlation  studies  of  three  groups 


Category 

PSY 

MIXD 

M-S 

A.  Sex 

Per  cent  male 

33 

45 

37 

Per  cent  female 

67 

55 

63 

B.  Age 

Per  cent  under  thirty 

31 

20 

30 

Per  cent  age  thirty-one  to  sixty 

51 

60 

68 

Per  cent  over  sixty 

18 

20 

2 

C.  Length  of  hospital  stay  (days) 

Per  cent  one  to  five 

31 

17 

33 

Per  cent  six  to  ten 

44 

34 

28 

Per  cent  eleven  to  fifteen 

16 

9 

12 

Per  cent  sixteen  to  twenty 

3 

8 

12 

Per  cent  twenty-one  to  twenty-five 

4 

14 

0 

Per  cent  twenty-six  or  more 

3 

18 

15 

D.  Hospital  stays  total  and  average* 

Total  days 

543 

478 

544 

Days  per  patient 

8.1 

13.1 

11.1 

E.  Total  and  average  costs  f 

Total  cost 

$21,600 

$18,658 

$21,842 

Cost  per  patient 

328.80 

538 . 80 

445 . 70 

F.  Trends  in  average  costs 

1962 

$359 

$604 

$347 

1963 

450 

544 

537 

1964 

238 

484 

447 

1965 

318 

474 

405 

* Average  days  for  each,  10.4. 
t Average  coat  for  each.  $415.30. 


TABLE  II.  Trends  in  cost  of  hospitalization 


Month  Admitted 

Average  Cost 
(dollars) 

July 

533 

August 

308 

September 

206 

October 

294 

November 

451 

December 

359 

January 

361 

February 

486 

March 

465 

April 

453 

May 

396 

June 

428 

and  M-S  group,  49.  Correlations  studies 
among  the  3 groups  were  based  on  sex,  age, 
length  of  stay  in  the  hospital,  and  cost  of 
stay  in  the  hospital  (Table  I,  A to  E). 
Because  of  the  newness  of  the  school,  it 
was  thought  possible  that  the  advancing 
experience  of  the  staff  during  the  period 
under  study  might  be  reflected  in  changing 
practices.  To  test  this  out,  the  yearly 
trends  in  average  costs  of  hospitalization 
for  the  3 groups  were  determined  (Table 
I,  F). 

Another  possible  variation  was  antici- 


Table  III.  Number  of  diagnostic  procedures 
performed  in  each  group 


Procedures 

PSY 

MIXD 

M-S 

Number  of 

procedures 

Laboratory 

740 

486 

829 

X-ray 

204 

113 

118 

Special 
Number  per 

80 

66 

70 

patient 

Laboratory 

11.0 

16.0 

16.9 

X-ray 

3.1 

3.2 

2.4 

Special 

1.2 

1.4 

1.4 

pated  in  respect  to  the  possible  effect  of 
experience  gained  by  intern  and  resident 
staff.  All  interns  and  all  new  residents 
started  service  on  July  1 of  each  year 
(average  of  15  each).  The  trends  as 
shown  in  the  form  of  cost  of  hospitaliza- 
tion by  month  admitted  included  all  3 
groups  as  one  and  costs  are  given  as 
averages  for  each  patient  (Table  II). 

The  diagnostic  procedures  performed 
were  divided  into  laboratory  procedures, 
x-rays,  and  special  procedures,  such  as 
electrocardiograms,  electroencephalograms, 
basal  metabolic  rate,  and  so  on.  The 
numbers  of  these  administered  to  the  3 
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TABLE  IV.  Total  number  of  each  of  the  various  diagnostic  procedures 


Code* 

Test 

Number 

PSY 

MIXD 

M-S 

L 

Hematology 

649 

125 

158 

366 

L 

Urinalysis 

427 

126 

98 

203 

X 

Chest 

204 

69 

47 

88 

L 

Glucose 

196 

64 

77 

55 

L 

Bacteriology 

174 

20 

86 

68 

L 

Serology 

134 

70 

28 

36 

L 

Blood  urea  nitrogen 

127 

40 

44 

43 

S 

Electrocardiogram 

110 

39 

30 

41 

L 

Glucose  tolerance 

102 

20 

77 

5 

S 

Electroencephalogram 

64 

26 

30 

8 

X 

Skull 

63 

36 

15 

12 

L 

Sodium  potassium  chloride 

63 

14 

13 

36 

L 

Phosphatase 

57 

19 

21 

17 

L 

Serum  protein 

53 

23 

19 

11 

L 

Papanicolaou  test 

46 

18 

18 

10 

L 

Gastrointestinal  specimen 

42 

16 

14 

12 

L 

Protein  bound  iodine 

41 

26 

12 

3 

X 

Gastrointestinal  series 

40 

20 

14 

6 

X 

Spine 

34 

15 

8 

11 

L 

Cerebrospinal  fluid 

34 

6 

19 

9 

L 

Carbon  dioxide 

33 

5 

9 

10 

L 

Transaminase 

32 

2 

1 

29 

L 

Cholesterol 

24 

14 

10 

0 

X 

Barium  enema 

23 

12 

8 

3 

L 

Sulfobromophthalein 

22 

8 

11 

3 

X 

Gallbladder 

18 

11 

5 

2 

L 

Cephalin 

16 

8 

6 

2 

X 

Extremities 

16 

4 

2 

10 

X 

Iodine  uptake 

14 

10 

4 

0 

L 

Bilirubin 

14 

8 

0 

6 

X 

Intravenous  pyelogram 

14 

6 

5 

3 

X 

Abdomen 

13 

2 

5 

6 

L 

Uric  Acid 

12 

2 

2 

8 

L 

Catecholamines 

11 

9 

1 

1 

S 

Basal  metabolic  rate 

11 

3 

8 

0 

L 

Latex 

11 

2 

4 

5 

X 

Arteriogram 

11 

2 

2 

7 

X 

Sinuses 

9 

7 

1 

1 

L 

Stool 

9 

3 

1 

5 

L 

Creatinine 

8 

4 

2 

2 

L 

Thymol 

8 

4 

3 

1 

L 

Ketosteroids 

8 

4 

3 

1 

L 

Amylase 

8 

2 

2 

4 

X 

Pneumoencephalogram 

8 

2 

4 

2 

S 

Pulmonary  function 

7 

5 

0 

2 

L 

Serum  glutamic  oxaloacetic 

7 

3 

3 

1 

transaminase 

L 

Electrolytes 

4 

2 

0 

2 

L 

Agglutinins 

4 

1 

2 

1 

L 

Bence  Jones  reaction 

3 

2 

0 

1 

L 

Iron 

3 

2 

1 

0 

L 

Heterophils 

3 

2 

1 

0 

X 

Pelvis 

2 

2 

0 

0 

L 

Creatinine  clearance 

2 

2 

0 

0 

L 

Bromides 

2 

2 

0 

0 

L 

Copro  porphyrin 

2 

2 

0 

0 

L 

Magnesium 

2 

1 

0 

0 

17  others 

39 

6 

10 

23 

Totals  per  cent 

100 

31.3 

31.0 

37.7 

* L = laboratory  test;  X = x-ray;  S = special  procedure. 


groups  and  the  average  per  patient  are  The  total  number  of  each  of  the  various 
shown  in  Table  III.  types  of  diagnostic  procedures  and  the 
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totals  for  each  of  the  3 groups  were  de- 
termined as  an  index  of  the  variations  in 
diagnostic  approaches  used  by  the  staff 
for  the  3 groups  of  patients.  With  the 
procedures  ranked  in  order  of  decreasing 
frequency,  the  results  are  shown  in  Table 
IV.  The  total  number  of  the  categories  of 
procedures  administered  to  each  of  the  3 
groups  and  the  average  number  of  pro- 
cedures per  patient  for  the  3 groups  are 
shown  in  Table  V. 

To  make  estimates  of  the  types  of 
diagnostic  thinking  employed  by  the  medi- 
cal and  surgical  staffs  in  the  process  of 
distinguishing  the  psychiatric  from  the 
medical-surgical  problems,  a unique  classi- 
fication of  diagnostic  procedures  was  estab- 
lished by  this  study.  Various  diagnostic 
procedures  were  distinguished  according  to 
their  falling  into  1 of  3 different  classes  that 
could  be  related  to  various  ways  of  investi- 
gating the  functional  versus  organic  diag- 
nostic problems.  The  first  category  re- 
ferred to  as  the  “metabolic  category”  was 
made  up  of  those  procedures  which  are 
often  thought  of  as  indicators  of  metabolic 
disorders,  such  as  glucose  level,  glucose 
tolerance,  protein-bound  iodine,  iodine 
uptake,  ketosteroids,  basal  metabolic  rate, 
and  so  on.  The  second  category  referred 
to  as  the  “CNS  category”  are  those  pro- 
cedures which  are  apparently  indicative  of 
central  nervous  system  function,  such  as 
skull  x-rays,  electroencephalograms,  pneu- 
moencephalogram, spinal  fluid  examina- 
tion, and  so  on.  Finally,  a category  re- 
ferred to  as  the  “aches  and  pains  category” 
was  established  to  include  tests,  such  as 
x-ray  of  spine,  sinuses,  abdomen,  or  gas- 
trointestinal series,  and  so  on.  Accord- 
ing to  this  system  of  categorizing  diagnostic 
procedure,  the  differences  in  the  ways  in 
which  the  3 study  groups  were  managed  is 
indicated  by  distribution  of  average  num- 
ber of  tests  performed  (Table  VI b 

Interpretation  of  data 

Conclusions  which  might  be  drawn  from 
the  data  correlations  presented,  with  vary- 
ing degrees  of  speculation,  indicate  some  of 
the  similarities  and  differences  in  the  way 
in  which  this  particular  group  of  medical 
and  surgical  specialists  (both  the  senior 
members  of  the  staff  and  the  interns  and 
residents)  manage  the  diagnostic  problems 


TABLE  V.  Total  number  of  categories  and 
number  administered  per  patient 


Number 

PSY 

MIXD 

M-S 

Categories 

65 

54 

59 

Per  patient 

15.3 

20.6 

20.7 

TABLE  VI. 

Number  of  tests  per  category 

Category 

PSY 

MIXD 

M S 

Metabolic 

1.9 

5.2 

1.3 

CNS 

1.1 

1.9 

0.6 

Aches  and  pains 

0.7 

0.7 

0.5 

of  psychiatric  versus  organic  disorders. 
Although  no  information  is  available  from 
this  study  to  suggest  how  widespread  this 
level  of  diagnostic  sophistication  is,  it 
seems  reasonable  to  conclude  that  similar 
levels  can  be  found  to  be  common  rather 
than  rare  elsewhere. 

Sex.  The  fact  that  the  frequency  of 
purely  psychiatric  problems  among  medi- 
cal-surgical admissions  is  exactly  double  in 
females  as  compared  with  males  may  be 
indicative  of  any  one  of  the  following 
trends:  (1)  that  psychiatric  difficulties 

are  much  more  common  in  females  than  in 
males,  (2)  that  when  psychiatric  difficulties 
occur  in  females,  they  are  much  more  likely 
than  males  to  be  admitted  for  medical  or 
surgical  evaluations,  or  (3)  that  when  func- 
tional rather  than  organic  problems  are 
found  to  be  at  the  root  of  difficulties  which 
bring  people  to  the  medical  or  surgical 
services  of  the  hospital,  females  are  much 
more  likely  to  be  referred  to  the  department 
of  psychiatry  than  males. 

Although  it  is  generally  true  that  female 
psychiatric  patients  considerably  out- 
number males  in  most  psychiatric  treat- 
ment settings  except  for  involuntary  ad- 
missions to  state  hospitals,  there  is  no 
particular  reason  to  believe  that  females 
show  a higher  incidence  than  males.  In- 
stead, it  appears  that  females  are  more 
likely  than  males  to  accept  psychiatric 
referral,  and  physicians  are  also  more  likely 
to  recommend  it  to  females  than  to  males. 
In  the  psychiatric  services  division  of  the 
hospital,  made  up  chiefly  of  patients  re- 
ferred directly  rather  than  transferred  from 
the  medical-surgical  services,  females  con- 
sistently outnumber  males  in  both  in- 
patient and  outpatient  services  by  4 to  1. 
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In  this  particular  hospital  all  services  tend 
to  have  a preponderance  of  female  patients 
even  though  the  obstetric  service  was 
unusually  small,  averaging  only  30  de- 
liveries per  month.  Of  the  3 possible  ex- 
planations of  the  female: male  ratio,  the 
third  is  considered  to  be  the  most  plausible, 
namely,  that  females  are  more  likely  to  be 
referred  to  psychiatry  than  are  males  when 
psychiatric  problems  are  suspected.  When 
psychiatric  problems  are  found  in  males, 
the  medical-surgical  services  are  much  more 
likely  to  manage  these  by  attempting  to 
“prove”  that  there  is  nothing  wrong  rather 
than  consider  the  problem  as  suitable  for 
psychiatric  management. 

Age.  No  significance  can  be  attached 
to  the  particular  distribution  of  ages  for 
the  3 groups.  The  unusually  low  number 
of  older  patients  in  the  M-S  group  is  not 
representative  of  the  hospital  population  in 
general;  there  tends  to  be  a substantial 
share  of  older  patients,  although  their  pro- 
portion in  the  total  population  of  patients 
is  somewhat  lowered  by  a relatively  large 
pediatric  service.  The  M-S  group  con- 
tained a larger  number  of  the  pediatric  cases 
than  did  the  2 groups  with  psychiatric 
problems. 

Length  of  hospitalization.  In  ap- 
praising the  hospital  stay  of  all  3 groups, 
it  is  important  to  realize  that  the  entire 
number  of  hospital  days  in  the  case  of  the 
2 groups  with  psychiatric  problems  con- 
sisted of  time  spent  on  medical  and  surgical 
services,  and  there  were  no  hospital  days 
included  for  the  psychiatric  service.  This 
also  means  that  the  amount  of  hospital  time 
was  that  spent  before  the  patients  began 
any  treatment  procedures  for  their  psy- 
chiatric problems.  With  this  in  mind,  then, 
it  is  interesting  to  note  that  the  PSY  group 
incurred  a length  of  stay  nearly  equal  to 
that  for  the  M-S  group,  but  that  the  former 
spent  this  time  only  for  diagnostic  purposes 
while  the  latter  also  spent  their  hospital 
time  undergoing  treatment.  The  hospital 
stay  for  the  MIXD  group  was  substantially 
longer  than  for  either  of  the  other  2,  indi- 
cating that  the  medical  and  surgical  services 
found  the  diagnostic  problems  in  such  cases 
more  baffling  and  the  process  of  arriving  at 
a diagnosis  more  complicated.  It  was  the 
impression  of  the  psychiatric  service  that 
patients  who  had  both  a medical  and  a 
psychiatric  problem  were  sent  for  psychi- 


atric consultation  as  a last  resort  when 
other  approaches  showed  no  results.  The 
purely  psychiatric  problems,  on  the  other 
hand,  were  more  likely  to  have  the  diag- 
nostic procedures  and  referral  to  psychiatry 
speeded  up.  In  all  cases,  termination  of 
hospital  stay  tended  to  occur  immediately 
after  a psychiatric  diagnosis  was  made,  so 
that  longer  stays  were  almost  invariably 
associated  with  the  process  of  postponing 
psychiatric  referral. 

Costs.  The  variations  in  costs  cor- 
respond rather  closely  with  the  variations 
in  length  of  stay.  Costs  included  both  the 
hospital  per  diem  charges  and  the  cost  of 
diagnostic  procedures.  Costs  did  not  in- 
clude physicians’  charges  because  these 
varied  widely  with  the  economic  class  of 
the  patients.  Most  significant,  perhaps,  is 
the  observation  that  it  costs  20  to  25  per 
cent  more  to  find  out  that  a patient  has 
both  a medical  and  a psychiatric  condition 
than  if  only  1 of  the  2 were  investigated, 
even  though  the  process  of  investigation  is 
essentially  the  same.  The  ancient  medical 
tradition  whereby  students  are  taught  to 
seek  single  rather  than  multiple  diagnostic 
explanations  for  clinical  conditions  probably 
is  related  to  the  tendency  to  postpone  deci- 
sions, and  thereby  increase  the  cost,  when 
2 phenomena  are  present. 

The  variations  in  costs  by  month  and  by 
year  are  marked,  but  their  significance  un- 
certain. It  was  expected  that  new  interns 
and  residents  would  be  more  likely  to  keep 
patients  in  the  hospital  longer  and  to  per- 
form more  frequent  diagnostic  studies  than 
would  the  more  experienced  staff.  If  this 
were  so,  then  average  costs  would  be  the 
highest  when  the  new  staff  members  begin 
their  service  in  July  and  fall  to  a low  by 
the  next  June.  The  data  did  not  bear  out 
this  assumption.  In  respect  to  the  varia- 
tions in  average  cost  for  the  various  years 
under  study  something  is  worthy  of  note. 
During  the  spring  of  1963,  the  second  year, 
an  article  was  published  which  suggested 
that  psychiatric  patients  on  the  medical 
and  surgical  services  of  this  particular  hos- 
pital are  subjected  to  unnecessarily  high 
costs.  This  article  was  widely  noted  by 
the  medical  and  surgical  staffs,  and  many  of 
the  members  reacted  strongly,  and  nega- 
tively, to  the  implications.  Nevertheless, 
the  article  perhaps  had  beneficial  effects, 
for,  as  can  be  seen  in  the  data  presented. 
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there  was  a marked  drop  in  average  costs, 
from  $450  to  $238,  from  1963  to  1964  for 
psychiatric  patients  requiring  medical- 
surgical  services.  It  still  seems  reasonable 
to  conclude  that  these  costs  for  the  psy- 
chiatric patients,  PSY,  are  an  unnecessary 
added  burden  and  almost  invariably  appear 
to  result  when  medical  or  surgical  staff's 
attempt  to  “prove”  an  organic  etiology  for 
fairly  obvious  functional  complaints.  Pa- 
tients seen  in  treatment  by  the  psychiatric 
department,  when  referred  directly  and  not 
by  transfer  from  medicine  or  surgery,  are 
essentially  the  same  kind  of  patients, 
except  that  they  are  not  subjected  to  this 
preliminary  expense  prior  to  institution  of  a 
psychiatric  treatment  program.  In  other 
words,  any  patient  having  only  psychiatric 
problems  is  equally  likely  to  be  referred  for 
specific  treatment  either  directly  to  the 
department  of  psychiatry  or  initially  to  a 
medical  or  surgical  service  then  transferred. 
When  the  latter  happens,  the  patient  en- 
counters an  additional  $328  cost. 

Diagnostic  procedures.  The  number 
per  patient  of  diagnostic  procedures  per- 
formed on  the  3 groups  shows  that  the  solely 
psychiatric  patients  had  an  average  of  15 
and  the  other  2 groups  an  average  of  20 
different  diagnostic  tests.  It  is  interesting 
to  note  that  the  mixed  group,  although 
having  the  longest  length  of  hospital  stay 
of  the  3 groups,  did  not  have  any  more 
diagnostic  tests  than  the  medical-surgical 
group  of  patients.  A detailed  study  of  the 
actual  diagnostic  tests  performed  for  the 
3 groups  shows  an  extremely  wide  diversity 
of  tests  for  all,  65,  54,  and  59  different  types 
for  each  of  the  3 groups.  Some  of  the 
diagnostic  tests  lend  themselves  to  a unique 
type  of  classification  which  is  then  indica- 
tive of  the  various  ways  in  which  non- 
psychiatric physicians  are  likely  to  view 
psychiatric  problems.  As  described,  this 
scheme  categorizes  certain  tests  according 
to  the  way  in  which  they  can  be  said  to 
belong  to  one  of  these  classes:  “meta- 

bolic,” “CNS,”  and  “aches  and  pains.” 
This  suggests  that  physicians  who  assume 
that  functional  problems  have  a metabolic 
basis,  for  example  thyroid  disturbance,  are 
likely  to  ask  for  tests  of  metabolic  function, 
such  as  basal  metabolic  rate,  iodine  uptake, 
and  glucose  tolerance,  while  those  who  see 
central  nervous  system  disorders  as  the 
basis  for  psychological  problems  tend  to 


ask  for  tests  of  the  central  nervous  system 
function,  such  as  skull  x-rays  and  electro- 
encephalograms, and  those  who  approach 
functional  problems  by  investigating  each 
complaint  of  aches  and  pains  of  the  patient 
are  likely  to  ask  for  a certain  type  of  test 
which  might  reveal  disorders  productive  of 
aches  and  pains,  such  as  x-rays  of  abdomen 
and  back.  According  to  this  classification 
scheme,  the  3 groups  of  patients  are  com- 
pared by  the  frequency  with  which  tests  in 
these  categories  were  performed.  Predict- 
ably, the  MIXD  group  showed  the  highest 
frequency  in  these  categories,  the  PSY 
group  next  in  frequency,  and  the  medical- 
surgical  group  the  lowest  frequency.  The 
significance  of  this  lies  in  the  fact  that  the 
actual  incidence  of  disease  which  might  be 
revealed  by  these  tests  follows  the  opposite 
order  of  frequency.  It  would  appear,  then, 
that  the  less  some  kind  of  disorder  is  apt  to 
occur,  the  more  frequently  is  it  investigated. 
Not  infrequently,  of  course,  tests  are  per- 
formed not  because  the  physician  expects 
to  find  evidence  of  disease  but  to  provide 
him  with  evidence  to  “prove”  to  the  patient 
that  “nothing  is  wrong.”  Probably  no 
philosophy  of  management  of  psychiatric 
problems  is  more  prevalent  than  this  one 
among  non  psychiatric  physicians.  Refer- 
ring back  to  the  long  list  of  specific  diag- 
nostic procedures  performed  on  the  3 
groups,  the  very  large  variety  of  procedures 
performed  in  the  PSY  and  MIXD  groups 
indicates  a supreme  lack  of  coherent  policy 
in  the  type  of  diagnostic  approach  to  psy- 
chiatric problems  used  by  this  group  of 
physicians.  The  “shotgun”  approach  fol- 
lowed in  clinical  practice  did  not  conform 
to  the  point  of  view  advocated  by  the  teach- 
ing program.  In  teaching,  the  trend  was 
toward  advocating  an  “either/or”  view- 
point whereby  patients’  problems  were 
alleged  to  be  due  either  to  functional  or  to 
organic  causes  with  the,  perhaps  unin- 
tended, implication  for  the  student  that 
neurotic  people  are  immune  to  organic  ill- 
nesses, and  vice  versa. 

Conclusions 

This  report  proposes  that  the  most  sig- 
nificant conclusions  to  be  drawn  from  this 
study,  assuming  that  the  findings  are  repre- 
sentative of  many  other  similar  practices, 
are  those  which  apply  to  medical  education 
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rather  than  to  medical  economics.  Spe- 
cifically, there  appears  to  be  an  important 
and  fundamental  ingredient  commonly 
missing  in  medical  training  and  that  is  the 
teaching  of  valid  criteria  for  the  detection 
of  the  state  of  illness  as  opposed  to  the 
state  of  good  health.  Whether  the  most 
reliable  criteria  are  based  on  clinical  judg- 
ment acquired  from  experience  or  on  a 
particular  assortment  of  diagnostic  tests,  it 
is  obvious  that  the  mere  complaints  offered 
by  patients  are  poor  indicators  of  illness 
and  should  be  regarded  as  having  little 
significance  except  for  their  role  in  bringing 
the  patient  to  medical  attention.  Never- 
theless, the  mode  of  practice  followed  by 
many  physicians  accepts  the  complaints 
alone  as  indicators  of  a state  of  illness. 
Complaints  indicate  the  presence  of  a state 
of  dissatisfaction,  but  illness  is  only  one  of 
many  possible  causes  of  such  a state.  In 


spite  of  the  current  level  of  sophistication 
used  in  the  design  and  performance  of 
diagnostic  tests,  there  seems  to  be  little 
confidence  in  their  usefulness  in  measuring 
good  health  and  little  interest  expressed  in 
the  design  of  new  tools  for  ascertaining  the 
state  of  good  health.  Perhaps  it  is  timely 
to  begin  to  develop  such  tests.  The  psy- 
chiatric euphemism  of  “mental  illness” 
contributes  to  the  current  confusion  by 
implying  illness  when,  in  fact,  psychological 
problems  are  at  stake.  Another  self-de- 
feating trend  is  the  philosophy  of  manage- 
ment of  functional  problems  based  on 
attempts  to  prove  nothing  is  wrong,  which 
often  has  the  effect  of  forcing  the  patient  to 
develop  new  complaints,  leading  to  addi- 
tional diagnostic  procedures. 

Station  B,  Box  1729 
Nashville,  Tennessee  37203 
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QUESTION  49.  This  continuous  tracing  was  obtained  following  admission  to  the  hospital  of  a sixty-eight- 
year-old  woman  with  an  acute  myocardial  infarction.  While  the  electrocardiogram  was  being  recorded 
from  the  monitor,  the  patient  began  vomiting.  What  is  the  electrocardiographic  diagnosis? 


VI  V2  V3  V4  V5  VS 


ill  gi  g 

h_Ll_  i : i : 


QUESTION  50.  The  left  tracing  was  obtained  one  month  after  a sixty-five-year-old  man  was  admitted  to 
the  hospital  with  severe  chest  pain.  The  right  tracing  was  taken  one  year  later.  At  this  time  the  patient 
was  asymptomatic.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  49.  The  top  strip  shows 
regular  sinus  rhythm  with  the  fourth  P 
wave  nonconducted.  The  succeeding  P-R 
interval  is  normal  and  is  followed  by  two  P 
waves  which  are  not  conducted.  The 
next  P wave  is  conducted  and  the  next 
nonconducted.  The  atrial  rate  slows  dur- 
ing this  time  (middle  strip).  Sinus  rhythm 
then  resumes  with  normal  A-V  conduction 
(bottom  strip).  The  S-T  elevation  is  an 
artifact  of  the  monitor  because  of  its  poor 
frequency  response.  The  interpretation  is 
sinus  rhythm  with  transient  second  degree 
heart  block  and  sinus  bradycardia.  This 
episode,  occurring  during  emesis,  presum- 
ably is  a result  of  parasympathomimetic 


stimulation  with  slowing  of  sinus  rhythm 
and  intermittent  A-V  block.  Since  it 
did  not  recur,  a pacemaker  was  not  inserted. 

Question  50.  The  left  tracing  reveals 
sinus  rhythm.  The  T wave  is  inverted  in 
lead  I,  aVl,  and  V!  to  V4.  The  S-T  seg- 
ment is  elevated  and  upwardly  bowed  in 
Vi  to  V4.  There  is  a QS  complex  in  Vi 
and  V2  and  a small  Q wave  preceding  a 
small  R wave  in  V3.  Such  changes  are 
compatible  with  anteroseptal  infarction 
occurring  one  month  previously.  The 
right  tracing  taken  one  year  later  shows  no 
abnormality  of  T or  S-T.  There  is  a small 
R and  deep  S in  V,.  There  is  a notched 
QS  complex  in  V2  and  a small  Q before  a 
small  R in  V3.  These  changes  in  V2  and 
V3  are  suggestive  of  an  old  anteroseptal 
infarct.  The  disappearance  of  S-T  and 
T-wave  abnormalities  after  an  infarction 
is  not  unusual.  At  times,  the  abnormal 
Q waves  may  also  disappear,  and  the  elec- 
trocardiogram may  be  normal. 
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Progressive  Uremia  and 
Hepatic  Insufficiency 


Case  history 

Kurt  Spohr,  M.D.:  A thirty-one-year- 

old  Negro  male  bank  executive  was  ad- 
mitted to  the  hospital  with  abdominal 
discomfort  and  vomiting  for  one  week. 

The  patient  was  apparently  in  good 
health  until  ten  days  before  admission 
when  he  developed  anorexia,  loss  of  ap- 
petite, and  occasional  bouts  of  coughing 
with  blood-streaked  sputum.  Seven  days 
before  admission,  he  had  generalized  dis- 
comfort in  his  abdomen  and,  thereafter, 
had  recurrent  vomiting  for  two  days.  The 
discomfort  in  his  abdomen  progressed  in 
spite  of  medication;  he  was  able  to  tolerate 
light  food  but  continued  to  have  gaseous 
distention  as  well  as  persistent  discomfort 
over  the  lumbar  region.  Two  days  before 
admission  he  noted  “reddish  spots”  in 
both  sclerae  with  yellowish  discoloration; 
his  appetite  began  to  improve.  He  denied 
symptoms  of  diarrhea,  constipation,  dark 
urine,  or  light-colored  stool.  His  weight 
had  remained  stable  at  from  210  to  215 
pounds. 

During  his  illness,  the  patient  lost  his 
taste  for  tobacco,  although  he  had  smoked 
40  cigarets  a day  for  the  preceding  ten 
years.  He  had  been  under  emotional 
stress  in  his  domestic  life  and  his  occupa- 
tion and  had  been  drinking  from  1 to  2 
quarts  of  whiskey  per  day  over  the  pre- 
ceding two  years.  His  past  medical  his- 
tory revealed  only  the  surgical  resection  of 
an  undescended  testis  at  age  thirteen. 

Physical  examination  revealed  a blood 
pressure  of  150/100.  pulse  rate  of  76, 


respirations  of  20  per  minute,  and  tem- 
perature of  99.8  F.  The  patient  was  well- 
developed,  well-nourished,  and  in  no  physi- 
cal distress.  Minimal  jaundice  of  the 
sclerae  was  evident  together  with  small 
hemorrhagic  areas  in  the  right  sclera;  no 
spider  angiomata  were  present.  There 
were  scattered  rhonchi  over  both  lung 
fields.  The  abdomen  was  moderately  dis- 
tended and  tense;  the  liver  edge  was 
palpable  in  the  epigastrium  and  was 
slightly  tender.  Mild  percussion  tender- 
ness was  present  over  the  right  costover- 
tebral angle.  There  was  no  peripheral 
edema.  The  neurologic  examination  was 
not  remarkable. 

The  urinalysis  revealed  only  15  to  20 
white  blood  cells  and  5 to  10  red  blood  cells 
per  high-power  field.  The  hemoglobin 
was  14.4  Gm.  per  100  ml.,  the  hematocrit 
42  per  cent,  the  white  blood  cell  count 
24,000,  with  68  per  cent  polymorpho- 
nuclear leukocytes,  5 per  cent  bands,  21 
per  cent  lymphocytes,  and  6 per  cent 
monocytes.  The  true  blood  glucose  was 
217  mg.  per  100  ml.,  the  blood  urea  nitro- 
gen 90  mg.  per  100  ml.,  the  thymol 
turbidity  0.7  units,  the  cephalin  floccula- 
tion test  2 plus,  total  bilirubin  2.2  mg.  and 
direct  bilirubin  1 mg.  per  100  ml.,  and 
total  serum  protein  7.3  Gm.  (albumin  4 
Gm.,  and  globulin  3.3  Gm.)  per  100  ml. 
The  serum  glutamic  oxaloacetic  trans- 
aminase was  50  units  (normal  1 to  40), 
the  serum  glutamic  pyruvic  transaminase 
1,120  units  (normal  1 to  40),  and  lactic 
acid  dehydrogenase  680  units  (normal 
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FIGURE  1.  Portable  chest  x-ray  films  taken  (A)  on  admission  showing  bilateral  pulmonary  edema,  and 
(B)  on  third  hospital  day  showing  increase  in  pulmonary  edema. 


200  to  600).  The  prothrombin  time  was 
13.4  seconds  (control  13  seconds). 

A repeat  urinalysis  revealed  a 1 plus 
positive  test  result  for  albumin.  The 
VDRL  test  for  syphilis  was  nonreactive. 
Throat  swab  and  sputum  culture  revealed 
only  Neisseria  catarrhalis,  alpha  hemo- 
lytic streptococcus,  and  coagulase-positive 
Staphylococcus  aureus;  blood  culture  gave 
negative  results  after  eleven  days’  incuba- 
tion. 

Serum  electrophoresis  indicated  a pro- 
tein partition  of  albumin  56.8  per  cent 
(normal  49.7  to  70.1),  alpha-1  globulin 
4.9  per  cent  (normal  1.6  to  6.6),  alpha-2 
globulin  7.4  per  cent  (normal  4.9  to  9.1), 
beta  globulin  9.8  per  cent  (normal  6.9  to 
16.9),  and  gamma  globulin  21.1  per  cent 
(normal  7.3  to  19.7). 

A portable  x-ray  film  of  the  chest  re- 
vealed marked  pulmonary  edema  (Fig.  1A). 
The  electrocardiogram  showed  sinus  tachy- 
cardia, clockwise  rotation,  and  right  bundle 
branch  block. 

The  patient’s  condition  was  one  of 
progressive  deterioration  with  a gradual 
rise  of  temperature  to  102  F.  terminally. 
On  the  day  after  admission,  he  was  men- 
tally confused  and  disoriented,  and  shortly 
thereafter  developed  a grand  mal  seizure 
which  was  controlled  with  phenobarbital. 
The  electroencephalogram  showed  diffuse 
slowing,  probably  related  to  diffuse  abnor- 
mality, but  no  specific  convulsive  features 
were  seen.  Thereafter,  he  remained  som- 
nolent and  was  difficult  to  arouse.  The 
carbon  dioxide  content  was  23.3  mEq., 
serum  sodium  128  mEq.,  potassium  5.1 
mEq.,  and  chlorides  90  mEq.  per  liter. 


On  the  third  hospital  day,  the  patient 
complained  of  soreness  over  the  entire 
chest  and  difficulty  in  breathing;  shortly 
thereafter  he  coughed  up  blood-streaked 
sputum.  Bilateral  basilar  rales  were  noted, 
and  repeat  chest  x-ray  films  showed  an 
increase  in  the  diffuse  densities  radiating 
from  both  hilar  regions,  compatible  with 
a “bat-wing”  distribution  of  pulmonary 
edema  (Fig.  IB).  The  patient  was  treated 
with  ampicillin  and  aminophyllin;  during 
the  next  two  days  his  temperature  de- 
creased to  101  F.,  and  he  appeared  some- 
what less  dyspneic,  although  rales  per- 
sisted in  both  lung  bases,  and  the  sputum 
remained  blood  streaked.  The  white  blood 
cell  count  remained  elevated  at  17,000 
with  71  per  cent  mature  polymorpho- 
nuclear leukocytes  and  11  per  cent  band 
forms;  the  carbon  dioxide  content  fell 
gradually  to  7.5  mEq.  per  liter,  while  the 
blood  urea  nitrogen  rose  to  121  mg.  per 
100  ml.  and  the  serum  potassium  to  6.8 
mEq.  per  liter. 

During  the  last  thirty-six  hours,  the 
patient’s  condition  deteriorated  rapidly 
with  tachypnea,  a rapid  pulse  rate  of  130 
per  minute,  persistent  cough,  and  increasing 
amounts  of  blood-streaked  sputum  with 
moist  rales  over  both  lung  bases.  At 
times  the  patient  coughed  up  only  bright 
red  blood  without  mucous.  The  urine  out- 
put remained  good  at  750  cc.  per  twenty- 
four  hours,  although  the  serum  creatinine 
was  22  mg.  and  the  uric  acid  19.8  mg.  per 
100  ml.  The  total  bilirubin  was  3.8  mg. 
(direct  2.4  mg.)  and  the  alkaline  phospha- 
tase 5 mg.  per  100  ml.  The  serum  glutamic 
oxaloacetic  transaminase  rose  to  154  units 
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and  lactic  acid  dehydrogenase  to  1,950 
units.  The  patient  remained  extremely 
apprehensive  and  mentally  confused;  early 
on  the  morning  of  the  sixth  hospital  day, 
he  was  found  on  the  floor  unconscious,  and 
further  examination  revealed  no  vital 
signs.  Efforts  at  cardiac  resuscitation 
were  unsuccessful. 

Discussion 

Jeremiah  A.  Barondess,  M.D.*:  Jack 

Myers,  M.D.,  of  the  University  of  Pitts- 
burgh, once  said,  as  he  started  to  discuss  a 
case  at  a clinicopathologic  conference,  that 
the  audience  was  especially  fortunate  in 
that  not  one,  but  two,  diseases  would  be 
discussed,  the  one  that  Dr.  Myers  thought 
the  patient  had  and  the  one  that  the  pa- 
tient actually  had,  as  would  be  demon- 
strated by  the  pathologist.  I suspect 
something  of  that  kind  will  happen  here. 

I would  like  to  summarize  the  salient 
features  of  this  complex  clinical  problem. 
First,  in  this  thirty-one-year-old,  previously 
healthy  man,  bronchopulmonary  disease 
with  cough  and  blood-streaked  or  grossly 
bloody  sputum  was  a prominent  feature 
from  the  onset  of  the  illness  until  his 
death.  Physical  examination  revealed 
rales  in  both  lung  fields,  the  chest  x-ray 
film  indicated  pulmonary  densities,  and 
dyspnea  became  severe  late  in  the  clinical 
course.  Second,  renal  disease  was  equally 
prominent  and  may  well  have  been  the 
chief  determinant  of  the  clinical  outcome. 
The  urine,  scanty  in  amount,  contained 
protein  and  both  red  and  white  blood  cells, 
and  the  patient  was  uremic  at  the  time  of 
death.  Third,  there  was  liver  disease, 
with  a mildly  elevated  serum  bilirubin 
which  was  about  equally  divided  between 
the  conjugated  and  the  unconjugated 
forms.  The  serum  transaminase  levels 
were  moderately  elevated;  the  serum 
alkaline  phosphatase  activity  was  normal. 
It  may  or  may  not  be  of  note  that  the  pa- 
tient was  a heavy  consumer  of  alcohol. 
Fourth,  other  organ  systems  may  have 
been  affected;  central  nervous  dysfunction 
was  indicated  by  confusion,  disorienta- 
tion, a grand  mal  seizure,  and  an  abnormal 
electroencephalogram.  Cardiovascular  ab- 
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normality  was  suggested  by  the  presence  of 
hypertension,  which  may,  however,  have 
been  related  primarily  to  the  kidney  dis- 
ease; right  bundle  branch  block  seems  to 
have  appeared  during  the  course  of  this 
illness,  and  perhaps  the  same  can  be  said 
for  congestive  heart  failure,  although  I am 
not  certain  about  the  latter.  A pancreatic 
lesion  of  some  type  is  suggested  by  the 
blood  sugar  elevation.  The  patient  was 
febrile  during  most  of  his  hospital  course, 
and,  of  particular  note,  his  disease  ter- 
minated fatally  in  sixteen  days. 

May  we  discuss  the  x-ray  films  now? 

John  Batillas,  M.D.:  The  chest  x- 

ray  films  show  the  heart  is  enlarged,  with 
the  appearance  of  a straightened  left 
cardiac  border  which  may  be  a matter  of 
contour  projection  or  distortion  on  the  film 
(Fig.  1).  There  are  infiltrations  radiating 
from  the  hilar  regions  of  both  lungs  with 
relatively  normal  peripheral  areas,  the  so- 
called  butterfly  or  bat-wing  type  of  pul- 
monary edema.  There  is  also  evidence  of 
fluid  in  the  right  pleural  cavity,  outlining 
also  the  minor  or  horizontal  fissure.  The 
roentgenogram  clearly  indicates  pulmonary 
edema  which  may,  however,  be  obscuring 
an  underlying  pneumonia. 

Dr.  Barondess:  Is  it  conceivable  that 

a certain  amount  of  the  infiltration  could 
be  due  to  intrapulmonary  hemorrhage? 

Dr.  Batillas:  Yes,  it  could  be. 

Dr.  Barondess:  Are  these  findings 

compatible  with  some  of  the  granuloma- 
tous or  hypersensitive  diseases  of  the  lungs, 
such  as  polyarteritis  nodosa  or  the  condi- 
tions described  by  Wegener  and  by  Good- 
pasture? 

Dr.  Batillas:  The  basic  changes  noted 

on  x-ray  films  are  those  of  pulmonary 
edema,  not  those  of  Wegener’s  granulo- 
matosis. Perhaps  hemorrhagic  penu- 
monitis  as  in  Goodpasture’s  syndrome 
would  be  a possibility. 

Dr.  Barondess:  I would  like  to  as- 

semble the  diagnostic  possibilities  first  by 
emphasizing  that  the  patient  had  an  acute, 
febrile,  lethal  disease  marked  by  renal 
failure,  by  bronchopulmonary  lesions,  by 
hepatic  lesions,  and  perhaps  by  involve- 
ment of  other  organs  in  a setting  of  ap- 
parent previous  good  health. 

Some  of  the  disorders  that  come  to  mind 
may  be  grouped  under  the  heading  of  in- 
fections. One  of  the  first  to  consider  in 
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any  acute  fulminating  febrile  disease  like 
this  is  one  of  the  forms  of  tuberculosis, 
particularly  in  this  age  group  and  in  light 
of  the  patient’s  racial  background.  How- 
ever, the  lung  infiltrates  are  quite  atypical 
for  pulmonary  tuberculosis  nor  are  the 
fulminating  renal  disease  and  the  rapid 
clinical  course  explained  by  this  diagnosis. 
For  these  reasons,  I am  going  to  discard 
tuberculosis  from  further  consideration. 

Another  possibility  is  staphylococcal 
bacteremia,  which  may  originate  from 
inconspicuous  lesions  on  the  skin  or  else- 
where, and  can  produce  abscesses  in  a 
wide  variety  of  organs  and  a rapidly  fatal 
outcome.  Metastatic  abscesses  in  the 
lungs  are  common,  although  the  radiologic 
findings  in  this  patient  do  not  suggest  that 
condition.  Also  against  this  diagnosis 
would  be  the  absence  of  predisposing  condi- 
tions, such  as  immunosuppressive  therapy, 
steroid  therapy,  or  debilitating  disease. 
Furthermore,  the  fulminating  renal  failure 
is  not  readily  explained  by  this  diagnosis; 
there  was  no  evidence  of  metastatic 
bacterial  infection  in  the  skin  or  subcuta- 
neous tissues,  and  the  blood  cultures  were 
sterile. 

Fungal  infections,  including  histoplasmo- 
sis, coccidioidomycosis,  and  others  can 
produce  bizarre  illnesses  and  can  sometimes 
affect  the  lungs;  but  the  course  of  this 
man’s  illness  was  unusually  fulminating 
even  for  the  acute  forms  of  these  fungal 
diseases. 

Further,  the  renal  lesion  would  not  be 
explained  by  such  infections. 

Leptospirosis  is  suggested  by  the  pres- 
ence of  hepatitis  associated  with  cough, 
polymorphonuclear  leukocytosis,  and  a 
renal  lesion.  An  occasional  patient  with 
this  infection  may  develop  hemorrhagic 
pneumonitis  and  azotemia.  This  patient, 
however,  lacked  the  typical  abrupt  onset, 
as  well  as  the  prostrating  headache,  muscle 
pain,  and  chills  which  are  reasonably  con- 
stant features  of  the  illness.  He  did  not 
demonstrate  the  conjunctival  suffusion, 
although  red  spots  are  described  in  his 
sclerae;  and  prominent  hemoptysis,  such 
as  this  man  demonstrated,  is  rare  in 
leptospirosis.  Over-all,  the  weight  of  clin- 
ical evidence  really  does  not  support  this 
diagnosis. 

Other  infections,  such  as  fulminating 
viral  hepatitis,  gram-negative  sepsis,  and 


amebiasis  are  not  suggested  by  the  clinical 
facts  in  the  protocol. 

The  second  group  of  disease  entities  to 
be  thought  about  would  be  the  neoplastic 
diseases.  Certain  anaplastic  carcinomas 
and  reticulum  cell  sarcoma  may  produce 
rapid  liver  enlargement,  fever,  pulmonary 
lesions,  and  a brief  clinical  course;  but  this 
patient’s  course,  if  indeed  he  was  well  until 
sixteen  days  before  he  died,  really  must  be 
considered  too  rapid  even  for  the  most  ful- 
minating of  these  tumors.  In  addition, 
there  was  little  to  suggest  liver  enlarge- 
ment in  this  man,  and  the  renal  failure 
which  was  such  a prominent  feature  of  his 
course  would  be  left  unexplained  by  neo- 
plastic disease,  except  for  that  which  would 
cause  lower  urinary  tract  obstruction. 
All  in  all,  I am  diverted  away  from  a 
diagnosis  of  neoplastic  disease  by  lack  of 
support  from  the  protocol. 

Alcoholic  liver  disease,  especially  the 
fulminating  acute  variety  that  has  been 
referred  to  as  acute  hepatic  insufficiency 
of  the  chronic  alcoholic  person,  deserves 
some  consideration.  This  patient’s  alco- 
hol intake,  if  the  protocol  is  correct,  can 
only  be  characterized  as  heroic  in  amount, 
as  you  would  expect  to  find  in  most  pa- 
tients with  the  fulminating  form  of  alcoholic 
hepatitis.  Azotemia,  sometimes  of  severe 
degree,  polymorphonuclear  leukocytosis, 
neurologic  abnormalities,  and  a rapidly 
fatal  outcome  are  all  features  of  this  condi- 
tion. 

Against  the  diagnosis,  however,  is  the 
fact  that  it  is  exceedingly  uncommon  for 
the  alcoholic  patient  to  develop  acute 
hepatic  insufficiency  in  the  absence  of  any 
clinical  evidence  of  chronic  liver  disease. 
This  patient  had  no  “spiders,”  no  ascites, 
and  no  evident  splenomegaly.  Further- 
more patients  with  the  acute  syndrome  are 
deeply  icteric,  with  levels  of  serum  bilirubin 
of  from  20  to  30  mg.  per  100  ml.  or  even 
higher.  In  addition,  the  prominent  cough 
and  bloody  sputum,  present  from  the  on- 
set of  the  illness,  together  with  the  pul- 
monary lesion  and  the  severe  renal  in- 
sufficiency, are  not  readily  explained  by 
acute  alcoholic  hepatic  insufficiency  alone. 
On  the  other  hand,  chronic  alcoholic  liver 
disease  in  the  form  of  Laennec’s  cirrhosis 
cannot  be  excluded;  the  hepatic  features  of 
this  patient’s  illness  may  reflect  decompen- 
sation of  cirrhosis  in  the  face  of  some  other 
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superimposed  acute  disorder,  such  as  acute 
pancreatitis.  This,  however,  would  still 
fail  to  explain  the  cough,  bloody  sputum, 
pulmonary  lesions,  and  the  renal  failure,  in 
addition  to  which  there  was  lack  of  impres- 
sive pain  and  tenderness  in  the  abdomen. 

Sarcoidosis  affects  a variety  or  organs, 
perhaps  more  commonly  in  Negroes,  but 
the  rapidly  progressive  course  of  this  ill- 
ness seems  to  require  some  explanation 
other  than  sarcoidosis. 

I come  now  to  an  area  in  which  I believe 
the  diagnosis  in  this  instance  is  to  be 
found.  1 refer  to  a clinically  hetero- 
geneous group,  including  polyarteritis  no- 
dosa, Wegener’s  granulomatosis,  Good- 
pasture’s syndrome,  and  a number  of  less 
well-identified  conditions,  all  character- 
ized, at  least  in  part,  by  vasculitis. 
Wegener’s  disease  typically  affects  young 
or  middle-aged  people  without  unusual  sex 
predilection.  The  onset  of  the  disease  is 
usually  more  indolent  than  occurred  in 
this  patient.  In  two  thirds  of  cases  it  be- 
gins with  purulent  rhinorrhea,  antral  pain, 
and  epistaxis;  the  remaining  patients  be- 
come ill  with  cough,  hemoptysis,  or  pleu- 
risy. There  follows  destruction  of  cartilage 
or  bone  in  the  sinuses,  palate,  and  orbit; 
widespread  pulmonary  consolidation  and 
glomerulitis  with  renal  failure  supervene. 
Abdominal  lesions  and  jaundice  have  not 
been  features,  however,  and  the  disease 
generally  runs  a more  indolent  course  than 
the  one  that  was  demonstrated  here.  In 
light  of  the  atypical  onset,  the  brief  coarse, 
and  the  jaundice,  and  in  spite  of  the  promi- 
nence of  hemoptysis,  I am  disinclined  to 
characterize  this  as  Wegener’s  syndrome. 

Goodpasture’s  syndrome,  lung  hemor- 
rhage with  nephritis,  is  more  attractive  as 
a diagnosis.  It  usually  affects  young 
adult  men;  hemoptysis  usually  appears 
early  and  may  persist  throughout  the 
illness.  It  is  often  profuse.  Late  in  his 
hospital  course  this  patient  on  occasion 
coughed  up  pure  blood.  Dyspnea  in 
Goodpasture’s  syndrome  is  often  a strik- 
ing symptom,  anemia  is  almost  a constant 
feature,  and  a fulminating  course  is  not  at 
all  uncommon.  Death  from  pulmonary 
hemorrhage  or  uremia  sometimes  occurs 
within  two  weeks  of  the  onset.  However, 
jaundice  has  not,  to  my  knowledge,  been  a 
feature  of  this  disease,  and  hypertension  is 
unusual;  but,  otherwise,  this  patient’s 


course  is  reasonably  suggestive  of  this 
condition. 

Polyarteritis  nodosa  is  also  an  adequate 
explanation  of  this  patient’s  illness.  The 
disease  is  notably  protean  but  some  fea- 
tures are  reasonably  common.  Fever  and 
nonspecific  abdominal  symptoms  are  ex- 
tremely common  at  onset  in  polyarteritis 
nodosa;  pulmonary  infiltrates  are  fre- 
quent, cough  and  hemoptysis  are  not  un- 
usual, and  asthma  is  sometimes  seen. 
Jaundice  occurs  in  about  10  per  cent  of 
cases.  The  hepatic  lesions,  which  occur  in 
perhaps  60  per  cent  of  the  patients,  usually 
reflect  involvement  of  intrahepatic  vessels, 
sometimes  with  hepatic  infarctions.  A 
renal  lesion  is  so  prominent  a feature  in 
polyarteritis  nodosa  that  it  frequently 
determines  the  course  and  outcome  of  the 
disease.  There  can  be  involvement  of  the 
medium  and  large  intrarenal  vessels,  or  a 
diffuse  glomerulonephritis,  or  both.  The 
patients  with  prominent  glomerulitis  may 
develop  rapidly  advancing  renal  failure,  as 
this  patient  did.  Hypertension  is  often 
seen,  especially  with  healing  renal  lesions, 
but  is  far  from  constant.  Involvement  of 
coronary  arteries  is  not  infrequent  and  may 
occasionally  result  in  myocardial  infarc- 
tion or  coronary  insufficiency.  Eosino- 
philia  is  often  regarded  as  a hallmark  of 
the  disease  but  actually  occurs  in  about 
25  per  cent  of  patients  in  most  collected 
series.  It  occurs  most  often  in  those  pa- 
tients who  have  prominent  pulmonary  in- 
volvement, especially  those  with  asthma. 
Peripheral  neuropathy  sometimes  occurs 
but  was  not  present  in  this  patient. 
Convulsions  have  been  described  as  have 
other  manifestations  of  central  nervous 
system  involvement.  All  in  all,  poly- 
arteritis seems  to  me  to  explain  best  all  the 
features  of  this  man’s  illness,  and  I am 
going  to  stay  with  this  diagnosis.  Despite 
the  blurring  of  the  clinical  boundary  fines 
between  polyarteritis  and  other  vascular 
diseases,  I would  suppose  that  glomerulitis 
and  renal  arteritis  would  be  found.  I 
cannot  be  sure  that  his  jaundice  and  abnor- 
mal fiver  function  were  not  related  to 
chronic  liver  disease  associated  with  alco- 
holism, but  it  seems  better  to  try  a unitary 
approach  to  the  diagnosis. 

John  T.  Flynn,  M.D.:  Because  of 

domestic  problems,  this  patient  lived 
alone,  so  we  know  little  about  his  personal 
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habits  other  than  the  alcoholism.  The 
events  immediately  preceding  his  admis- 
sion to  the  hospital  remain  obscure.  You 
mentioned  that  acute  alcoholic  hepatitis 
may  be  associated  with  a high  serum 
bilirubin  level;  at  one  of  these  conferences, 
we  presented  a case  of  such  a patient  with 
a bilirubin  level  of  85  mg.  per  100  ml.  and 
a white  blood  cell  count  of  1 10,000. 1 
You  also  mentioned  the  one  feature  that 
in  retrospect  should  have  alerted  us  to  the 
correct  diagnosis,  that  is,  the  rapidity  of 
the  clinical  course. 

Harold  Coppersmith,  M.D.:  The  ap- 

pearance of  the  fundi  might  have  given  a 
positive  clue  to  the  presence  of  acute  renal 
disease. 

Dr.  Flynn:  The  fundi  were  not  re- 

markable at  the  initial  examination,  al- 
though there  were  some  scleral  hemor- 
rhages. 

Charles  M.  Karpas,  M.D.:  Dr.  Baron- 
dess,  do  you  feel  that  the  serum  enzyme 
pattern  was  more  consistent  with  heart 
damage,  liver  damage,  or  a combination  of 
both? 

Dr.  Barondess:  The  transaminase 

pattern  was  compatible  with  severe  acute 
damage  to  the  liver,  although  I cannot  be 
sure  that  some  of  the  transaminase  eleva- 
tion was  not  myocardial  in  origin. 

Dr.  Karpas:  Do  you  feel  that  this 

elevation  could  be  related  to  periarteritis? 

Dr.  Barondess:  It  could  be  related  to 

periarteritis,  although  I do  not  advance  that 
diagnosis  with  all  the  enthusiasm  possible. 
Certainly  among  patients  who  have  had 
hepatic  arterial  lesions  or  aneurysms  due  to 
periarteritis,  hepatic  infarctions  have  been 
pathologic  features  of  the  cases. 

Dr.  Karpas:  Are  not  hepatic  infarc- 

tions rare? 

Dr.  Barondess:  Yes,  but  among 

people  with  arterial  lesions  of  polyarteritis 
in  the  liver,  infarctions  of  that  organ  are 
not  so  uncommon  as  in  the  general  autopsy 
population. 

Lewis  Bronstein,  M.D.:  I was  won- 

dering why  Dr.  Barondess  abandoned  the 
diagnosis  of  Goodpasture’s  syndrome  so 
quickly.  Admittedly  the  liver  disease 
would  be  atypical,  but,  from  the  protocol, 
it  does  not  seem  that  this  patient’s  liver 
was  particularly  affected.  On  the  other 
hand,  this  man  did  have  two  of  the  out- 
standing symptoms  of  Goodpasture’s  syn- 


drome, the  pulmonary  hemorrhage  and  the 
nephritis. 

Dr.  Barondess:  I never  know  how 

rapidly  to  abandon  the  diagnosis  of  Good- 
pasture’s syndrome;  if  you  do  give  it  up, 
the  statistics  are  with  you.  Furthermore, 
it  is  such  an  unusual  disorder  that  to  con- 
sider it  seriously  one  would  rather  see  a 
more  typical  clinical  picture.  In  the 
same  vein,  poisoning  is  a perfectly  good 
diagnostic  consideration,  hut  I did  not 
give  it  much  credence.  I may  rue  this 
decision;  the  combination  of  hepatic  and 
renal  disease  with  a fulminating  clinical 
course,  particularly  in  a young  person,  is 
certainly  suggestive  of  poisoning,  in  partic- 
ular by  carbon  tetrachloride.  On  the 
other  hand,  I fail  to  see  how  the  impressive 
pulmonary  symptoms  could  be  explained 
on  that  basis. 

Dr.  Karpas:  In  suggesting  the  possi- 

bility of  a glomerulonephritis,  would  you 
not  expect  more  specific  microscopic  find- 
ings in  the  urine  beyond  a minimal  number 
of  red  and  white  blood  cells? 

Dr.  Barondess:  That  point  is  trouble- 

some. The  urinary  examinations,  as  re- 
ported in  the  protocol,  are  quite  limited  in 
number.  Additional  urine  examinations 
might  have  been  helpful,  but  in  any  event 
his  blood  urea  nitrogen  climbed  rapidly, 
and  it  was  clear  that  he  had  a severe  renal 
lesion. 

Clinical  diagnoses 

1.  Acute  alcoholic  hepatitis? 

2.  Renal  failure  secondary  to  the  hepa- 
torenal syndrome 

Dr.  Barondess’  diagnoses 

1.  Polyarteritis  nodosa,  with  hepatic, 
pulmonary,  and  renal  involvement 

2.  Terminal  uremia  secondary  to  num- 
ber 1 

Pathologic  report 

Basil  Moumgis,  M.D.:  The  body  was 

that  of  a mildly  jaundiced  Negro  male 
whose  weight  was  estimated  at  200  pounds 
and  who  was  6 feet  tall.  The  most  impor- 
tant findings  at  postmortem  examination 
involved  the  liver,  the  kidneys,  and  the 
lungs.  There  was  no  ascites;  however, 
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FIGURE  2.  Microscopic  sections.  (A)  Reticulum 
stain  with  definition  of  pattern  of  hepatic  paren- 
chymal necrosis  (Gridley  ammoniacal  silver  stain). 
(B)  Interstitial  edema  of  kidney  with  tubular  epi- 
thelial necrosis  and  loss  of  basement  membrane 
(arrow)  (hematoxylin  and  eosin  stain).  (C)  Uremic 
pneumonitis,  arrows  indicate  hyaline-like  alveolar 
membranes  (hematoxylin  and  eosin  stain)  (X  160). 


the  right  pleural  cavity  contained  1,000  ml. 
of  serous  effusion  and  the  left  pleural 
cavity  500  ml.  The  lungs  were  boggy, 
edematous,  and  markedly  congested,  weigh- 
ing about  1,000  Gm.  each.  The  tracheo- 
bronchial tree  was  filled  with  sanguineous 
and  mucoid  frothy  fluid.  We  found  no 


local  source  of  hemorrhage  in  either  the 
lungs  or  the  respiratory  passages. 

The  liver  was  enlarged,  weighing  2,700 
Gm.,  and  presented  a diffuse  yellow  color. 
Microscopically,  the  predominant  pattern 
of  change  affecting  the  hepatic  lobules  was 
clearly  one  of  central  necrosis  with  loss  of 
hepatic  cells,  relatively  little  congestion, 
and  no  inflammatory  cells  (Fig.  2A). 
More  peripherally  in  the  lobule  some  he- 
patic cells  showed  evidence  of  regenerative 
change  while  others  appeared  normal. 
There  was  little  fatty  change.  We  felt 
that  this  represented  a form  of  toxic 
necrosis,  and  while  we  have  no  history  as  to 
an  etiologic  agent,  we  can  most  strongly 
suspect  hydrocarbons,  such  as  carbon  tetra- 
chloride, chloroform,  halothane,  and  other 
similar  chemical  agents.  There  was  micro- 
scopic evidence  of  bile  stasis  in  the  liver; 
many  of  the  canaliculi  and  Kupfer  cells 
contained  large  amounts  of  bile  pigment. 

The  kidneys  were  pale,  swollen,  and 
weighed  400  Gm.  each,  which  is  more  than 
than  twice  the  normal  size;  the  renal 
architecture  generally  looked  normal. 
Microscopically,  the  glomeruli  were  es- 
sentially normal,  although  there  was  dilata- 
tion of  “Bowman’s  space”  (Fig.  2B).  The 
tubules  appeared  to  be  separated  by  ede- 
matous interstitial  tissue,  and  the  lumina 
were  dilated,  containing  a moderate  amount 
of  proteinaceous  material  and  hemoglobin 
casts  but  no  inflammatory  exudate.  Many 
tubules  showed  loss  of  epithelial  lining. 
Adjacent  to  the  medulla,  we  found  regen- 
erative changes  in  some  of  the  tubules  asso- 
ciated with  foci  of  invaginations  and  piling 
up  of  cells;  many  of  the  epithelial  cells 
fining  the  proximal  convoluted  tubules 
showed  changes  ranging  from  vacuoliza- 
tion to  necrosis.  We  felt  that  we  were 
dealing  with  an  acute  toxic  nephritis, 
which  is  consistent  with  the  classic  picture 
of  intoxication  by  a hydrocarbon. 

The  heart  was  enlarged  and  weighed  560 
Gm.,  suggesting  the  hypertrophy  was  asso- 
ciated with  hypertension.  There  was 
about  100  ml.  of  pericardial  effusion. 

Sections  of  the  lung  revealed  diffuse 
congestion,  and  the  alveolar  spaces  were 
filled  with  pink-staining  proteinaceous  ma- 
terial associated  with  many  histiocytes,  a 
few  lymphocytes,  and  rare  polymorpho- 
nuclear leukocytes.  Hyaline-like  mem- 
branes were  noted  in  proximity  to  many  of 
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the  alveolar  septa  (Fig.  2C).  The  over-all 
pulmonary  findings  were  characteristic  of 
uremia.  In  none  of  the  sections  that  in- 
cluded bronchi  did  we  see  any  evidences  of 
acute  bronchitis  or  necrosis  of  the  mucosal 
lining.  The  brain,  under  gross  and  micro- 
scopic examination,  showed  normal  find- 
ings, except  for  a slight  degree  of  edema. 

In  experimental  studies  of  animals  with 
hydrocarbon  intoxication,  typical  hepatic 
lesions  can  be  produced  consistently.  On 
the  other  hand,  in  accidental  exposures  in 
human  beings  there  is  considerable  varia- 
tion in  the  pattern  of  liver  necrosis.  This  is 
apparently  due  to  the  varying  individual 
sensitivity  to  the  chemical.  Ingestion  of 
alcohol,  with  or  without  an  underlying 
anatomic  lesion  in  the  liver,  seems  to 
potentiate  the  effect  of  these  toxic  agents  on 
the  liver.  As  I pointed  out,  in  this  patient, 
we  found  no  gross  or  microscopic  changes  to 
indicate  underlying  alcoholic  damage  to  the 
liver.  In  a series  of  12  cases  of  carbon 
tetrachloride  poisoning,  where  the  amount 
ingested  was  well  documented,  there  seemed 
to  be  an  inverse  relationship  between  the 
severity  of  lesions  in  the  liver  and  those  in 
the  kidney.2  In  this  series  the  patients 
who  died  within  four  to  five  days  showed 
massive  liver  necrosis;  those  who  died 
within  ten  to  twenty  days  showed  a good 
ability  to  regenerate  liver  tissue,  but  in  the 
meantime  they  succumbed  to  renal  failure 
caused  by  the  striking  renal  toxic  effect. 

Dr.  Coppersmith:  Did  the  pathologic 

examination  of  the  lungs  indicate  that  the 
hemoptysis  was  coming  from  the  bronchial 
tree? 

Dr.  Moumgis:  There  was  considerable 

bloody  mucus  in  the  bronchi,  but  the  only 
tissue  change  that  we  could  find  was  wide- 
spread severe  congestion  of  the  mucosa 
without  any  local  lesion. 

Dr.  Flynn:  This  man,  living  alone, 

may  conceivably  have  been  using  carbon 
tetrachloride  or  some  other  hydrocarbon 
cleaning  agent  about  his  home  and  was  not 
aware  of  the  hazards  consequent  on  the 
inhalation  of  its  vapor.  Here,  again,  we 
can  only  speculate  because  of  the  inade- 
quate history. 

Dr.  Barondess:  I am  particularly 

interested  in  the  apparent  discrepancy  be- 
tween some  aspects  of  the  clinical  course 
and  the  pathologic  findings.  The  patho- 
logic lesions  on  a quantitative  basis  are 


much  more  striking  in  the  liver,  and  yet, 
judging  from  the  protocol,  he  died  of  rapidly 
progressive  renal  failure. 

Could  this  diagnosis  of  toxic  hepatitis  and 
nephropathy  have  been  made  during  life? 
It  is  true  that  if  combined  hepatic  and  renal 
disease  occurs  in  a patient,  poisoning  has  to 
be  thought  of,  but  for  me  the  pulmonary 
aspects  of  the  case  are  still  puzzling,  as  they 
apparently  were  for  the  clinicians  who  took 
care  of  him. 

The  primrose  path  in  this  case  led  down 
the  bronchial  passageways. 

Dr.  Moumgis:  We  did  not  find  any 

evidence  of  vasculitis  in  any  organ. 

Dr.  Flynn:  It  is  said  that  some  of  the 

effects  of  carbon  tetrachloride  can  be 
counteracted  if  treated  early  with  pro- 
methazine hydrochloride  (Phenergan).3 
Some  animal  studies  showed  that  the  early 
toxic  effects,  that  is,  triglyceride  retention 
and  fatty  infiltration  of  the  liver,  cannot  be 
counteracted  by  promethazine  hydrochlo- 
ride; but  the  mitochondrial  damage  that 
occurs  several  hours  after  the  ingestion  of 
carbon  tetrachloride  seems  to  be  favorably 
influenced  by  that  drug. 

Dr.  Barondess:  Certainly  in  most 

cases  of  carbon  tetrachloride  intoxication 
with  kidney  damage,  the  renal  failure  be- 
comes the  prime  therapeutic  issue,  and  the 
clinician’s  ability  to  tide  a patient  over  the 
acute  renal  failure  by  dialysis  or  other  tech- 
nics may  decide  the  outcome.  These  days, 
toxic  hepatic  lesions  are,  in  great  part, 
pharmacologically  induced  by  agents 
mostly  in  the  sedative-tranquilizer  cate- 
gory. If  a halogenated  toxin  is  clearly  in- 
volved, then  the  resulting  disease  is  likely  to 
be  worse  in  people  who  drink  alcohol.  The 
solubility  of  some  of  these  toxins  in  lipids 
may  be  involved  in  this  effect  but  has  never 
been  decisively  proved  to  be  an  important 
factor. 

Dr.  Flynn:  Should  we  have  submitted 

this  patient  to  peritoneal  dialysis?  In 
cases  where  liver  disease  is  a serious  prob- 
lem, should  we  be  hesitant  to  carry  out  that 
procedure? 

Dr.  Barondess:  Generally  speaking,  in 

the  management  of  acute  renal  failure,  it  is 
better  to  do  without  dialysis  if  you  can,  but 
some  of  these  patients  must  be  given  the 
benefits  of  the  procedure.  I do  not  think 
that  any  of  our  patients  with  both  renal 
and  hepatic  diseases,  who  have  undergone 
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peritoneal  dialysis,  have  developed  serious 
complications  because  of  it. 

Dr.  Flynn:  Whenever  renal  and 

hepatic  diseases  are  observed  together  in  a 
patient,  the  clinician  can  too  easily  slip  into 
the  habit  of  labeling  the  condition  as  cirrho- 
sis with  the  so-called  hepatorenal  syndrome. 
This  habit  can  be  misleading.  In  connec- 
tion with  hydrocarbon  poisoning,  I was  dis- 
mayed recently  to  see  a prominent  adver- 
tisement which  was  promoting  a “clean-in” 
with  a well-known  carbon  tetrachloride 
cleaning  solution.  The  catchy  phrase  was 
a poor  choice  in  this  instance,  in  view  of  the 
known  toxic  effects  of  inhaling  the  chemical 
in  enclosed  areas. 4 

Final  diagnoses 

1.  Central  lobular  necrosis  of  liver  com- 


patible with  hydrocarbon  toxicity,  ? carbon 
tetrachloride 

2.  Toxic  nephrosis  associated  with  num- 
ber 1 

3.  Uremic  penumonitis  with  hemorrhagic 
bronchitis 

4.  Hypertensive  cardiovascular  disease 
with  myocardial  hypertrophy 
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Comprehensive  health  and  hospital 
planning  is  now  a familiar  commonly  used 
phrase,  but  not  very  many  years  ago  the 
mere  mention  of  the  approach  conjured  up 
visions  of  governmental  regimentation, 
creeping  socialism,  and  infringement  of 
institutional  and  personal  freedom.1  Al- 
though such  earlier  health  and  hospital 
leaders  as  Bachmeyer,2Davis,3Falk,  Rorem, 
and  Ring,4  Goldwater,5  MacEachern,6  and 
Mountain7  wrote  frequently  on  the  need  of 
each  medical  care  program  and  facility  to 
develop  its  long-range  master  plan,  this 
concept  has  probably  received  too  little 
attention  until  the  past  decade.8  Such 
recent  reports  as  the  National  Advisory 
Commission  on  Health  Manpower,  fre- 
quently referred  to  as  the  Miller  report,9 
and  the  Secretary’s  Advisory  Committee 
on  Hospital  Effectiveness,  the  Barr  report,10 
have  created  intensive  ferment  in  the  plan- 
ning, organization,  and  financing  of  our 
nation’s  health  and  hospital  services.  The 
future  seems  unclear  and,  therefore,  there  is 


increased  uneasiness  among  health  care 
executives. 

Need  for  planning 

The  opposition  of  yesteryear  concerning 
planning  now  must  slowly  fade  into  the 
background  with  the  course  of  contempo- 
rary social,  economic,  and  political  events. 
Although  resistance  to  community  health 
and  hospital  planning  still  exists  among 
those  with  strong  ties  to  the  status  quo,  the 
process  is  generally  becoming  recognized  in 
almost  all  circles  as  a legitimate  function. 
Citizen  and  consumer  groups, 11  business- 
men,12 legislators,13  and  newspapers14  are 
among  its  strongest  advocates.  Even  those 
pressure  groups,  who  were  originally  most 
hostile  to  the  concept,  have  reluctantly 
come  to  accept  the  fact  that  planning  for 
health  and  hospital  services,  previously  left 
to  the  decisions  of  the  market  and  the  in- 
genuity of  its  participants,  must  now  be 
subjected  to  responsible  private  (volun- 
tary) and  public  study.  One  of  the  most 
controversial  of  these  reports  is  the  Piel 
Commission  Study  calling  for  the  creation 
of  a nonprofit  health  services  corporation  to 
manage  the  municipal  hospitals  of  New 
York  City.16 

In  the  nation  as  in  the  hospital  field,  the 
role  of  planning  is  primarily  a long-range 
one,  looking  backward  to  be  sure  at  trends, 
looking  around  at  current  developments, 
but  primarily  looking  forward  to  problems, 
issues,  and  their  positive  resolution  in  the 
future.  Myrdal,16  whose  book,  Challenge 
to  Affluence,  has  as  its  central  theme  the 
necessity  for  long-range  planning  in  the 
United  States,  attributes  our  lag  in  planning 
to  irrational  fears  of  governmental  interven- 
tion and  “a  general  tendency  to  near- 
sightedness among  both  politicians  and 
experts.”  Many  fear  that  broad  and  com- 
prehensive planning  would  be  an  intolerable 
Lyranny  and  control  and  would  yield  a 
frightful  influence  over  one’s  livelihood  as 
well  as  one’s  political  freedom. 
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The  rapid  pace  of  industrialization, 
urbanization,  and  its  resultant  problems 
have  encouraged,  in  spite  of  fear  of  more 
centralized  control,  the  more  favorable 
attitude  toward  planning. 17  Local  officials 
and  citizens  alike  have  become  increasingly 
aware  of  the  imprudence  of  letting  their 
health  and  hospital  facilities  and  services 
grow  without  a master  long-range  plan. 
Today,  the  need  to  plan  is  no  longer  seri- 
ously debated;  the  major  questions  that 
frequently  arise  are  as  follows;  Why  was 
so  little  planning  done  in  the  past,  and  how 
should  it  be  done  in  the  future;  how  should 
planning  be  related  to  the  financing  of 
health  services  and  facilities;  should  plan- 
ning decisions  be  based  on  ad  hoc,  local,  or 
long-range  regional  comprehensive  ap- 
proaches; and  what  should  be  the  process  or 
extent  of  the  external  controls? 

The  purposes  of  this  report  are  as  follows: 
(1)  To  indicate  that  planning  is  not  a new 
or  novel  responsibility;  (2)  to  suggest  the 
major  reasons  for  the  lack  of  health  and 
hospital  planning  in  the  past;  and  (3)  to 
explore  recent  Federal  health  legislation  and 
its  possible  impact  on  health  and  hospital 
planning.  The  central  theme  is:  Plan- 

ning is  an  old  concept  that  has  been  utilized 
by  public  and  private  groups  for  many 
centuries;  there  are  a number  of  issues  and 
problems  related  to  health  and  hospital 
planning  organization  and  financing  that 
are  becoming  even  more  difficult  to  resolve; 
and,  finally,  the  Federal  government  is 
becoming  more  and  more  involved  in  the 
financing,  planning,  and  the  delivery  of 
health  services  for  the  people  of  this  nation 
as  reflected  by  Medicare,  Medicaid,  the 
regional  medical  programs,  and  comprehen- 
sive health  planning  legislation. 

Planning  is  old  concept.  Many  cities, 
towns,  and  corporations  throughout  the 
world  have  made  some  form  of  blueprints 
for  their  aims,  objectives,  and  physical 
development.  Community  building  based 
on  clearly  determined  plans  can  be  found  in 
the  cities  of  ancient  Greece  and  Rome,  in  the 
villages  of  medieval  Europe,  and  in  many 
New  England  towns. 18  Major  L’Enfant’s 
design  for  the  physical  pattern  and  de- 
velopment of  our  national  capitol  is  one  of 
the  more  outstanding  instances  of  American 
city  planning, 19  with  other  examples  being 
found  in  colonial  Philadelphia  and  in  Salt 
Lake  City. 


Physical,  economic,  social,  and  health 
planning,  as  a distinctive  process  of  organ- 
ization, has  been  a more  basic  discipline 
area  of  study  for  only  the  past  forty  years. 
The  pioneer  work  of  Stein,20  the  New  York 
Commission  of  Housing  and  Regional 
Planning,21  Mumford,22  and  Mackay23 
might  be  cited  as  examples  of  social  scien- 
tists and  others  being  concerned  in  the 
1920s  with  city  and  regional  planning  and 
the  development  of  conservation  programs 
and  recreational  resources.  Their  major 
purpose  was  improving  the  ills  of  the  cities 
caused  by  the  industrial  revolution.  Al- 
though these  earlier  studies  were  elementary 
in  the  light  of  today’s  needs  and  conditions, 
their  continued  use  and  development  might 
have  given  us  cities  of  greater  beauty  and 
livability  today.  The  tragedy  is  that  urban 
planning  has  largely  been  ignored  during 
the  past  fifty  years,  what  Woodbury24  refers 
to  as  the  “intellectual  blight  of  laissez  faire.” 

Although  there  was  some  economic 
planning  prior  to  World  War  I,  it  was  the 
depression  of  the  1930s  that  first  demon- 
strated the  overriding  necessity  of  being 
concerned  with  private  and  governmental 
expenditures,  interest  rates,  and  level  of 
employment.25  With  such  groups  as  the 
Council  of  Economic  Advisors,  the  Con- 
gressional Joint  Economic  Committee,  and 
the  Committee  for  Economic  Development, 
economic  planning  has  become  an  essential 
and  legitimate  function  in  our  society.26 

Social  planning  was  considered  for  many 
centuries  to  be  the  responsibility  of  the 
individual,  family,  or,  in  unusually  difficult 
situations,  the  role  of  the  local  community. 
In  1934,  President  Roosevelt,  by  appointing 
the  Committee  on  Economic  Security, 
provided  the  stimulus  for  developing  our 
Social  Security  program,  with  the  first 
major  step  being  the  provision  of  old  age 
and  survivor’s  insurance.27  During  World 
War  II,  the  U.S.  National  Resources  Plan- 
ning Board28  was  involved  in  ameliorating 
the  social  programs  caused  by  the  global 
conflict  in  Europe  and  the  Far  East.  The 
report  of  President  Eisenhower’s  Commis- 
sion on  National  Goals29  continued  the 
earlier  work  in  social  planning.  Now, 
there  are  proposals  for  the  creation  of  a 
council  of  social  advisors30  similar  in  its 
composition  and  functions  to  the  active  and 
prestigious  Council  on  Economic  Advisors. 
Although  the  Federal  government  already 
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is  deeply  involved  in  social  planning,  the 
creation  of  this  new  group  would  point  out 
the  importance  of  this  significant  under- 
taking. 

Health  and  hospital  planning,  along  with 
physical,  economic,  and  social  planning,  has 
only  in  recent  decades  become  established 
as  a distinct  process.  Hospital  planning 
decisions  in  the  past  and  sometimes  today 
are  made  by  the  governing  board  of  the 
institution,  in  too  many  cases  without  de- 
veloping a master  long-range  plan,  without 
examining  a number  of  alternatives  to  judge 
whether  or  not  the  proper  decisions  have 
been  made,  or  without  coordinating  their 
activities  with  other  institutions.  In  a 
similar  manner,  land  decisions  were  made 
by  private  businessmen,  realtors,  and  de- 
velopers with  little  or  no  governmental 
guidance  or  control.  Only  occasionally  did 
public  agencies  intervene  to  prevent  fla- 
grant abuses. 

While  the  first  municipal  planning  com- 
mission in  the  United  States  was  established 
in  1907  in  Hartford,  Connecticut,31  the 
development  of  hospital  regional  ap- 
proaches and  planning  councils  is  an  even 
more  recent  undertaking  with  the  Bingham 
Associates  in  New  England,  the  Hospital 
Reviews  and  Planning  Council  of  Southern 
New  York,  and  the  Rochester  Regional 
Hospital  Council.82  These  are  still  the 
prototypes  for  the  heart,  stroke,  and  cancer 
regional  centers  and  for  community-area- 
wide planning  groups. 

Planning  agencies  in  the  hospital  field 
have  grown  following  the  1964  Hill-Harris 
Amendment  from  12  to  over  100  groups 
today.  Although  there  has  been  a very 
sharp  increase  in  the  number  of  planning 
agencies,  they  have  been  plagued  with  low 
status  in  the  over-all  scheme  of  health  and 
hospital  affairs  in  the  region.  Even  after 
achieving  more  acceptance  by  hospital 
governing  hoard  members,  county  medical 
societies,  hospital  administrators,  and  citi- 
zens, they  actually  have  been  unable  to  do 
little  definitive  long-range  planning.  Their 
major  function  has  been  related  to  being  an 
informational  clearing  house,  collecting 
data,  and  making  “mild”  recommendations. 
This  situation  is  changing  rapidly,  but  ob- 
taining higher  priorities  for  planning  en- 
deavors is  painfully  slow  with  the  Federal 
legislative  programs  and  stateand  local  study 
commissions  providing  the  major  stimulus. 


All  but  a handful  of  American  cities  of 
over  250,000  population  now  have  a hospital 
planning  group.  This  is  encouraging,  but 
it  would  be  a mistake  to  conclude  from  this 
fact  that  comprehenisve  health  and  hospital 
planning,  activities  beyond  collecting  dem- 
ographic and  utilization  data,  is  widely 
practiced  in  the  United  States. 

Reasons  for  lack  of  planning.  Dur- 
ing the  past  decade  major  emphasis  has 
been  placed  on  the  number  of  beds  for 
acute  and  other  conditions  and  the  cost  of 
hospital  care.  In  contrast,  little  discussion 
is  given  to  the  quality,  scope,  comprehen- 
siveness, access,  and  availability  of  medical 
and  hospital  services.  Although  there  are 
an  increasing  number  of  planning  councils 
in  the  United  States,  the  question  that 
logically  arises  is:  What  are  the  major 

reasons  for  the  lack  of  comprehensive 
health  and  hospital  planning  in  the  United 
States?  There  seem  to  be  a number  of 
issues  and  problems  becoming  even  more 
difficult  to  resolve,  with  some  of  the  major 
factors  being  as  follows: 

“ Optimum ” health  services.  There  is 
really  no  well-accepted  definition  or  scope 
of  the  terms  “optimum  health  services”  or 
“effective  delivery  of  health  services.”  In 
fact,  we  do  not  have  any  reliable  data  on 
the  absolute  need  or  the  reservoir  of  un- 
treated conditions  which  could  be  success- 
fully managed  or  controlled  if  brought 
under  proper  medical  scrutiny.  The  de- 
tectable demand  for  such  services  as  hospi- 
tal care,  physician  visits,  and  dental  services 
are  not  known.33  This  is  one  of  the  reasons 
that  it  will  also  be  difficult  to  implement 
meaningful  incentives  that  “could  create 
strong  pressures  for  innovation,  improved 
quality,  efficient  scale  and  management  of 
operations,  and  provision  of  an  economi- 
cally sound  range  of  services  within  hospi- 
tals” as  suggested  on  page  56  of  the  Miller 
report. 9 There  is  undoubtedly  a difference 
between  what  people  want  and  desire  and 
the  services  utilized  in  the  health  market 
place.  The  lack  of  adequate  quantification 
of  medical  need  constitutes  an  important 
stumbling  block  to  the  development  of 
rational  planning. 

It  is  significant  that  the  1933  Lee  and 
Jones34  data  are  the  basis  of  developing  our 
Hill-Burton  priorities  and  allocations  in 
many  states  during  the  past  two  decades. 
The  data  of  this  study  still  apply  because 
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during  the  last  thirty  years  there  lias  been 
an  increase  in  the  number  of  hospital  ad- 
missions, a sharp  decrease  in  the  average 
length  of  stay,  and  a relatively  unchanged 
number  of  hospital  days  per  person  per 
year  during  this  thirty-six-year  period. 
More  intensive  study  and  research  needs  to 
be  given  to  defining  in  quantitative  and 
qualitative  terms,  what  are  “optimum 
health  services”  and  an  “effective  delivery 
of  health  services.”  Otherwise,  the  plan- 
ners are  never  quite  sure  what  is  being 
planned  for  whom. 

Goals  and  objectives.  Without  having 
the  most  accurate  measures  of  health  and 
hospital  needs,  it  is  frequently  difficult  for  a 
group  or  an  individual  institution  to  plan 
its  goals  and  objectives  five,  fifteen  and 
twenty-five  years  hence.  Although  the 
methodology  and  tools  for  such  an  analysis 
are  far  from  being  refined,  there  are  some 
available  approaches  that  can  be  utilized 
in  the  interim  that  help  to  give  answers  to 
individual  alternatives.34  More  intensive 
study  should  be  given,  on  the  basis  of  large 
service  areas,  to  the  health  and  hospital 
needs  of  the  region  and  then  to  an  explora- 
tion of  how  each  institution  might  best  serve 
its  community. 

Frequently  a serious  problem  arises  in 
defining  a service  or  suitable  region  for 
analysis.  There  are  vital  distinctions  be- 
tween (1)  the  medically  self-contained  area 
in  terms  of  the  relationship  between  the 
major  health  armamentarium  and  people  to 
be  served,  which  has  dominated  our  think- 
ing; and  (2)  the  simplistic  unquestioning 
attitude  that  the  boundaries  of  a single  re- 
gion will  properly  serve,  in  terms  of  ad- 
ministrative and  economic  efficiency,  more 
than  one  function  or  specialized  health 
service.  For  example,  the  hospital’s  serv- 
ice area  for  general  medical  and  surgical 
care  may  be  quite  different  from  that  for 
cobalt  therapy,  open-heart  surgery,  and 
advanced  neurosurgical  procedures. 

Composition  of  planning  group  governing 
boards.  Although  there  are  some  excep- 
tions, generally  most  governing  boards  of 
hospital  planning  groups  are  made  up  of 
hospital  trustee  members,  hospital  adminis- 
trators, physicians,  and  prepayment  execu- 
tives, with  a minority  representing  the 
region’s  citizens,  labor  unions,  and  con- 
sumer groups.36  In  addition,  most  volun- 
tary planning  groups  have  had  little  control 


over  the  expansion  of  hospital  facilities  and 
services  in  their  area,  the  major  exception 
being  the  guidelines  enacted  by  the  Folsom 
legislation  in  the  State  of  New  York. 37 

The  planning  groups  and  the  Blue  Cross 
plans  for  the  past  decade  have  been  severely 
criticized  for  their  lack  of  consumer  repre- 
sentation.38 The  questions  are  more  fre- 
quently being  raised  as  to  whether  or  not 
the  providers  of  health  care  can  also  be  its 
major  planners,  and  whether  the  public  is 
knowledgeable  enough  to  be  the  policy 
makers  for  these  planning  endeavors.  It 
would  seem  advisable  that  more  emphasis 
be  given  to  consumer  representatives  in 
the  planning  process  in  view  of  strong  social, 
economic,  and  political  forces  demanding  a 
major  voice  in  health  and  hospital  policy 
formation.  One  of  the  major  variables  in 
the  future  role  of  voluntary  planning  is  the 
composition  of  its  governing  board  and  the 
controls  or  sanctions  it  can  place  against 
institutions  not  complying  with  the  priori- 
ties to  meet  community  health  and  hospital 
needs. 

Shortage  of  planners.  There  is  a tremen- 
dous shortage  of  professional  planners 
available  to  be  the  executives  of  the  increas- 
ing number  of  councils  throughout  the 
nation.  The  programs  in  hospital  adminis- 
tration and  medical  care  organization  are 
probably  the  major  source  of  such  talent 
today,  but  most  young  graduates  are  not 
sufficiently  experienced  to  handle  the  com- 
plex political,  social,  and  economic  factors 
involved  in  health  and  hospital  planning. 
In  fact,  most  programs  in  hospital  adminis- 
tration to  date  have  only  given  passing 
discussion  to  planning  problems.  The 
forthcoming  study  by  the  Association  of 
University  Programs  in  Hospital  Adminis- 
tration of  a planning  curriculum  for  grad- 
uate programs  is  certainly  pertinent  at  this 
time.  The  graduate  programs  today  have 
a unique  opportunity  and  responsibility  in 
providing  both  the  planners  and  the  execu- 
tives for  health  and  hospital  fields. 

Shortage  of  community  planning  funds. 
The  majority  of  voluntary  planning  groups 
received  their  initial  financial  support  on 
the  basis  of  “pilot”  grants  from  the  U.S. 
Public  Health  Service  (1961  Hill-Burton 
amendment).  Three  years  later  the  Hill- 
Harris  amendments  provided  up  to  50  per 
cent  support  to  local  planning  councils  on  a 
nonpilot  basis.  More  recently,  the  Com- 
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prehensive  Health  Planning  Act  (Public 
Law  89-749)  incorporated  the  Hill-Harris 
program  and  expanded  the  range  of  local 
planning  support  up  to  a ceiling  of  75  per 
cent  of  total  cost.  Page  75  of  the  Miller 
report9  and  page  12  of  the  Barr  report10 
would  suggest  that  even  more  monies  for 
health  and  hospital  planning  will  be  availa- 
ble from  Federal  sources  in  the  future. 

Although  the  Federal  government  has 
been  the  major  financial  resource  for  plan- 
ning funds,  the  trend  has  been  for  the  hospi- 
tals in  some  areas  to  contribute  an  increas- 
ing dollar  amount  to  the  operating  ex- 
penditures of  these  endeavors.  It  would 
seem  advisable  for  broad  community  funds, 
although  sometimes  difficult  to  obtain, 
rather  than  Federal  or  hospital  monies  to  be 
the  major  source  of  income.  Then  we 
would  tend  to  have  greater  community 
participation,  and  the  planning  executives 
could  be  more  easily  accountable  to  the 
citizens  of  the  area  rather  than  to  govern- 
ment agencies  or  to  individual  institutions. 

Shortage  of  health  personnel.  Although 
it  is  possible  for  a regional  council  or  an 
individual  hospital  to  develop  a long-range 
master  plan,  one  of  the  major  problems  is 
obtaining  a sufficient  number  of  qualified 
personnel  to  implement  the  recommended 
approach,  whether  this  be  administrative 
types,  middle  managers,  or  those  providing 
direct  care  to  the  patient.  We  are  starting 
to  witness  an  era  in  which  there  is  a tre- 
mendous increase  of  benefits  provided  by 
voluntary  or  governmental  health  and 
hospital  programs,  and  one  should  question 
whether  the  existing  personnel  and  those 
being  trained  in  various  allied  health,  medi- 
cal, and  dental  fields  will  be  able  to  meet 
these  needs. 39  A major  problem  for  at 
least  the  next  five  years  is  not  the  shortage 
of  third-party  funds  to  pay  for  services  but 
a shortage  of  facilities  and  personnel  to 
provide  these  benefits. 

Distribution  of  personnel.  Although 
there  will  be  a continued  shortage  of  per- 
sonnel, the  problem  will  become  more  acute 
because  of  the  distribution  of  health  pro- 
fessional people.  After  their  formal  train- 
ing, young  physicians,  dentists,  nurses, 
technologists,  and  therapists  are  locating  in 
metropolitan  areas,  where  there  is  a high 
degree  of  technologic  possibilities  to  support 
their  newly  acquired  skills.  One  of  the 
most  pressing  issues  is  how  to  provide  com- 


prehensive health  care  in  rural  areas,  when 
there  is  an  increasing  percentage  of  health 
personnel  locating  in  and  around  major 
cities. 

State  and  Federal  legislation.  Medicare, 
Medicaid,  the  regional  medical  programs, 
comprehensive  health  planning,  mental 
health,  model  and  experimental  cities,  and 
OEO  neighborhood  health  centers  are  be- 
coming major  factors  in  providing  com- 
prehensive health  care  in  the  United 
States. 40  With  an  increasing  percentage  of 
the  hospital’s  operating  income  based  on 
Federal  and  state  health  programs,  it  is 
necessary  for  health  and  hospital  planners 
and  administrators  to  become  more  fa- 
miliar, more  attuned,  and  more  involved  in 
these  programs  today  and  what  they  might 
be  like  in  the  future.  Titles  XVIII  and 
XIX  of  the  Social  Security  Act,  the  heart- 
stroke-cancer  legislation,  the  Comprehen- 
sive Health  Planning  Act,  mental  health, 
and  model  cities  legislation  give  consider- 
able programmatic  latitude  and,  therefore, 
have  a tremendous  impact  on  health  care 
planning  for  the  future.  There  is  sufficient 
health  legislation  available  today;  our 
major  concern  should  be  with  its  planning, 
policy,  organization,  financing,  and  im- 
plementation. 

Recent  legislation  and  its  impact 
on  planning.  During  the  tenure  of  the 
89th  Congress,  there  was  enacted  more 
health  legislation  affecting  the  organization, 
financing,  and  delivery  of  health  services 
than  in  any  period  of  recent  history. 
Medicare,  Medicaid,  the  heart  disease, 
cancer,  and  stroke  centers  (that  is,  the 
regional  medical  programs),  and  compre- 
hensive health  planning,  with  all  their 
administrative  problems,  have  placed  on 
our  threshold  the  most  exciting  and  possible 
highly  fertile  period  in  the  health  care  field. 
These  Federal  provisions  go  a long  way  in 
affirming,  in  philosophy  and  in  practice,  a 
number  of  important  dimensions  of  the 
principle  that  all  of  our  citizens  are  entitled 
to  comprehensive  health  care  services  of 
high  quality,  regardless  of  income,  ability  to 
pay,  or  age.  We  will  attempt  to  discuss 
each  one  of  the  new  Federal  programs  as  it 
affects  comprehensive  health  care  planning. 

Medicare.  Medicare  (Public  Law  89- 
97),  enacted  just  three  years  ago,  the  Barr 
report,10  and  the  most  recent  A.H.A. 
(American  Hospital  Associations).  “State- 
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ment  on  the  Financial  Requirements  of 
Health  Care  Institutions  and  Services”41 
are  having  a tremendous  impact  on  health 
care  planning  throughout  the  nation. 
Health  care  executives  realize  that  financing 
the  health  care  of  the  aged  is  intimately 
related  to  the  future  planning  and  expan- 
sion of  services  and  facilities. 

The  implementation  of  Medicare  has 
brought  mixed  reactions.  For  the  small 
institution  with  the  previously  low  occu- 
pancy and  a high  percentage  of  had  debts 
from  elderly  patients,  this  has  been  a glori- 
ous revival;  whereas  for  the  institution  with 
an  already  high  occupancy  and  a dynamic 
patient  care  and  educational  program,  the 
reimbursement  formula,  the  additional 
paper  work,  and  the  slowness  in  obtaining 
regulations  from  the  Social  Security  Ad- 
ministration have  resulted  in  great  concern 
and  continuing  frustration. 42 

The  fundamentals  and  mechanics  of  the 
Medicare  reimbursement  formula  have 
been  discussed  in  other  publications. 43 
There  is  an  increasing  recognition  of  the 
inherent  problems  in  the  basic  principle  of 
individual  cost  reimbursement  as  a method 
of  paying  participating  institutions. 44 
Under  the  present  rules  and  regulations, 
there  are  virtually  no  financial  incentives 
or  controls  for  the  institution  to  be  either 
effective  or  efficient. 

Rosenthal44  expressed  the  issue  as  fol- 
lows: 

The  payers  exercise  little  control  over 
prices  and  offer  little  or  no  resistance  to  in- 
creases . . . This  automatic  “cost-pass- 
through”  from  the  hospital  to  payer,  to- 
gether with  the  decreased  relevance  of  the 
price  to  the  patient,  provides  a basis  for  the 
considerable  inefficiency  of  the  hospital 
system  as  a whole. 

Somers46  points  out  that  “we  are  moving 
toward  reimbursement  formulas  that  guar- 
antee a significant  portion  of  capital  costs 
as  well.” 

With  an  increasing  percentage  of  the 
patient’s  bill  being  paid  by  third  parties, 
voluntary  and  governmental,  and,  thereby, 
guaranteeing  the  major  portion  of  the 
hospital’s  operating  income,  some  wonder 
whether  institutions  will  become  less  con- 
cerned with  costs  and  the  over-all  short- 
and  long-range  planning  of  program,  facil- 
ities, and  services.  Conversely,  the  avail- 
ability of  these  funds  provides  an  unusual 


opportunity  for  a hospital  to  be  innovative 
and,  as  many  of  us  have  preached  for  many 
years,  to  be  the  true  health  center  of  the 
community. 

As  the  general  population  becomes  more 
and  more  concerned  about  hospital  costs, 
Blue  Cross  and  commercial  insurance  pre- 
miums, and  social  security  deductions, 
some  new  approaches  and  relief  will  be 
sought  as  radical  as  “in  each  State  a single 
agency  responsible  for  the  licensing  and 
regulation  of  all  health  care  institutions  and 
facilities.”10  Some  believe  that  legislation 
similar  to  New  York’s  Folsom  provisions 
will  be  enacted  in  most  states  throughout 
the  nation.47  Although  many  are  opposed 
to  governmental  review,  restraint,  or  con- 
trol, the  Folsom  Act  and  the  recommenda- 
tions in  the  Barr  report10  give  an  organiza- 
tional framework  conducive  to  much 
needed  over-all  rationalization  of  health 
services,  especially  with  regard  to  hospitals 
and  related  facilities.  These  provisions 
make  possible  a more  effective  state-wide 
planning  and  control  over  the  supply  and 
distribution  of  health  services.  Although 
it  is  too  early  even  to  arrive  at  tentative 
conclusions,  the  Folsom  Act  hopefully  will 
eliminate  the  unnecessary  overlap  and  dupli- 
cation of  facilities,  will  level  off  the  spiral- 
ing rise  in  the  costs  of  hospital  care,  and 
will  lead  to  improvements  in  the  quality  of 
care  by  bringing  about  a sounder  distribu- 
tion of  health  facilities  in  relation  to  the 
supply  of  skilled  health  personnel. 

In  a recent  paper,  Somers46  suggested  the 
alternative  of  each  hospital  having  a long- 
range  master  plan  as  a condition  for  partici- 
pation in  Medicare  and  for  receiving  ap- 
proval from  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  On  the  one  hand, 
this  allows  for  individual  institutional  in- 
novation; on  the  other  hand,  the  question 
has  been  raised  as  to  whether  or  not  an 
individual  hospital  can  rightfully  plan  its 
own  destiny  to  meet  the  health  and  hospital 
needs  of  its  service  area.  Undoubtedly, 
this  approach  would  be  more  acceptable 
than  many  others,  for  example  the  Folsom 
Act,  to  hospitals  throughout  the  nation, 
and  may  be  one  of  the  first  steps  in  the  over- 
all scheme  of  future  events. 

The  A.H.A.  document,  “Principles  of 
Payment  for  Hospital  Care,”  has  guided 
hospitals  in  reimbursement  negotiations 
with  purchasers  of  care  since  1953.  With 
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the  advent  of  Medicare,  it  was  obvious  that 
a change  was  necessary,  and  the  officers  and 
board  of  A.H.A.  developed  the  “Statement 
on  the  Financial  Requirements  of  Health 
Care  Institutions  and  Services.”41  The 
basic  premise  underlying  the  report  is  that 
the  sum  total  of  the  financing  needs  must  be 
met  in  full  by  the  sum  total  of  payment  from 
all  purchasers  of  health  care.  The  state- 
ment recommends  that,  after  a transition 
period,  capital  needs  be  met  by  the  method 
used  in  the  rest  of  the  nation’s  economy, 
that  is,  through  operating  income,  an  al- 
most revolutionary  concept  for  the  health 
field.  Reflecting  the  interrelationship  be- 
tween planning  and  financing  care,  the 
statement  couples  the  financing  of  plant 
capital  expansion  needs  with  the  planning 
processes. 

Opposition  to  the  statement  has  focused 
basically  on  two  issues:  Some  contend 

that  it  dooms  the  voluntary  system  by  (1) 
transferring  the  power  of  the  governing 
board  to  the  planning  agency,  and  (2)  the 
change  in  the  method  of  financing  from 
historical  cost  depreciation  to  a method 
directly  relating  payment  to  capital  financ- 
ing needs.  The  A.H.A.  officers  and  board 
believe  these  changes  are  desirable  on  many 
counts. 

The  recommendations  on  page  13  of  the 
Barr  report10  suggest  that  within  each 
state  a single  official  agency  shall  require 
prior  review  and  approval  of  any  change  in 
physical  facilities,  and  “this  shall  condition 
the  approval  of  projects  seeking  Federal 
funds  on  the  existence  of  formal  contractual 
arrangements  between  institutions  for 
shared  administration,  medical  staff  ap- 
pointments and  privileges,  services  offered, 
and  facilities  furnished.”  The  report  fur- 
ther recommends  that  all  Federal  funding 
would  be  contingent  on  preparing  a de- 
tailed budget  of  income  and  expense,  and  a 
plan  for  services  and  operations  for  the 
coming  year,  with  medical  staff  participa- 
tion, to  be  reviewed  and  approved  by  the 
governing  board. 

The  “capital  pool  idea,”  suggested  as  an 
alternative  by  Somers  and  Somers42  is  to 
some  the  most  controversial  and  provoca- 
tive method  of  regional  planning  for  health 
and  hospital  facilities.  Under  such  an 
approach,  “all  reimbursements  intended  to 
provide  capital  needs.  . .should  he  lumped 
together  in  one  inclusive  category,  perhaps 


called  payments,  and  specifically  set  aside 
for  health  facilities  construction,  moderni- 
zation, and  other  capital  needs ...  to  be 
administered  by  a regional  planning  body.” 

These  alternatives  are  in  varying  degrees 
undesirable  or  unacceptable  to  individual 
hospitals.  They  all  involve  a more  or  less 
loss  of  autonomy,  which  is  not  a well-liked 
concept  among  governing  board  members, 
physicians,  and  hospital  administrators. 
What  is  probably  most  needed  is  to 
strike  a balance  between  individual  free- 
dom and  the  degree  of  public  surveillance 
and  control  that  is  essential  to  preserve 
freedom. 

Medicaid.  While  the  opposition  was 
preoccupied  in  a futile  attempt  to  defeat 
Title  XVIII  (Medicare),  drafters  of  the 
legislation  in  Washington  attached  an 
unnoticed  and,  at  the  time,  little  heralded 
addition  which  roughly  doubled  the  number 
of  persons  eligible  for  public  funds  for  pay- 
ing their  medical  bills,  Title  XIX  (Public 
Law  89-97,  Medicaid).  Medicaid’s  major 
purpose  is  to  provide  medical  benefits  to 
indigent  and  medically  indigent  recipients 
of  Federal-state-financed  welfare  assistance 
programs. 48 

In  the  main,  there  are  five  important 
issues  associated  with  the  implementation 
of  the  Title  XIX  provisions  in  terms  of  com- 
prehensive health  planning.  The  first 
centers  on  the  selection  of  a state  agency  to 
handle  the  responsibilities  involved  in  the 
determination  of  which  persons  are  eligible 
for  benefits  and  in  the  administration  of  the 
medical  care  program.  Many  interested 
in  health  planning  believe  that  the  scope 
and  quality  of  services  rendered  under  this 
program  should  be  developed  by  the  health 
department,  whereas  financial  eligibility 
should  be  under  the  administrative  aegis 
of  the  welfare  department.  The  second 
issue  concerns  the  scope  of  services  provided 
and  accessible  to  the  needy  population  in 
the  program.  The  third  issue  focuses  on 
the  form  and  substance  of  the  financial- 
need  standards  to  be  applied  in  determining 
which  persons  are  eligible  for  program 
benefits. 49  The  fourth  issue  deals  with 
whether  or  not  medical  benefits  should  be 
provided  by  state  purchase  of  health  in- 
surance premiums  or  conducted  on  a vendor 
payment  basis. 

The  final  issue  is  whether  there  is  a need 
for  public  (city  and  county)  hospitals  in 
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view  of  the  indigent  and  medically  indigent 
having  medical  care  benefits  to  receive 
needed  services  in  private  physician  offices 
and  in  voluntary  hospitals.  There  is 
considerable  discussion  in  every  metro- 
politan area  after  Title  XIX  is  implemented 
in  the  state,  whether  the  city  or  county 
hospital  should  remain  as  a public  institu- 
tion or  be  “converted”  into  a nonprofit 
hospital.  The  major  arguments  are  con- 
cerned with  the  possible  improvement  of 
care  under  voluntary  auspices,  and,  in 
opposition,  the  fear  that  the  indigent  and 
medically  indigent  lack  the  necessary 
sophistication  to  obtain  adequate  care 
within  the  voluntary  sector  of  the  medical 
care  system.  There  is  a blurring  in  the 
organization,  financing,  and  patient  load  of 
the  voluntary  and  the  city-county  hospitals 
as  the  proportion  of  the  nonprofit  institu- 
tion’s revenues  from  the  public  sector  in- 
creases to  a dominant  majority,  and  an  in- 
creasing number  of  former  welfare  patients 
receive  care  in  nonprofit  institutions. 
Many  voluntary  hospitals  in  New  York 
City,  for  example,  are  receiving  75  to  80 
per  cent  of  their  revenues  from  Titles 
XVIII  and  XIX  sources.  This  has  led 
some  persons  to  push  for  greater  public  or 
community  representation  on  the  voluntary 
hospital’s  governing  boards  and/or  even 
bringing  the  voluntary  system  under  the 
umbrella  of  a public  authority.35 

Regional  medical  care  programs. 
To  persons  disturbed  by  the  gap  in  the 
United  States  between  the  nation’s  tech- 
nologic and  economic  capacity  to  provide 
universal  access  to  comprehensive  health 
care  services  of  high  quality  and  the  care 
actually  dispensed,  passage  of  the  Heart 
Disease,  Cancer,  and  Stroke  Act  of  1965 
(Public  Law  89-239)  was  hailed  as  a major 
milestone  in  the  recent  unfolding  of  health 
policy.51  Enthusiasm  on  the  part  of  the 
bill’s  supporters  centers  largely  on  the  em- 
phasis given  to  a regional  approach  for  the 
planning,  organization,  and  delivery  of 
health  services.  Such  an  approach  has 
been  long  advocated  by  medical  care  re- 
formers as  an  essential  step  for  meeting  a 
number  of  nagging  problems  involved  in 
the  provision  of  health  care  services  in  the 
United  States.52 

At  the  broadest  level,  these  problems  can 
be  summarized  to  include:  (1)  spiraling 

rises  in  cost,  (2)  imbalances  in  the  supply 


and  distribution  of  facilities  and  personnel, 
(3)  rampant  specialization,  (4)  protracted 
lags  in  the  dissemination  and  application  of 
new  knowledge  and  technics  between  points 
of  discovery  and  day-to-day  patient  care 
levels,  (5)  absence  of  acceptable  minimum 
uniform  standards  for  quality  of  patient 
care,  and  (6)  fragmentation  of  health  care. 
All  of  these  problems  point  to  a need  for 
greater  teamwork  and  integration  in  the 
treatment  of  illness  today  than  was  true 
in  the  past. 

If  one  accepts  the  generally  acknowl- 
edged pre-eminence  of  American  medicine 
in  the  areas  of  research,  technology,  and 
education,  the  problem  seems  to  be  one  of 
improper  distribution  and  delivery  of  re- 
sources contained  within  an  ample  store- 
house. Except  for  a handful  of  local  at- 
tempts which  have  met  with  mixed  success, 
the  Heart  Disease,  Cancer,  and  Stroke  Act 
represents  the  most  serious  attempt  thus 
far  to  implement  regionalism  in  the  health 
field.53 

Hill-Burton  as  possible  model.  At  the 
Federal  level  there  is,  to  be  sure,  the  prior 
example  of  the  Hill-Burton  program  to 
consider.  In  the  deliberations  leading  to 
the  formulation  of  the  enabling  legislation, 
planning  and  regional  organization  were 
seen  by  some  governmental  officials  and 
hospital  parties  as  providing  significant 
means  for  coping  with  many  of  the  prob- 
lems facing  the  nation’s  hospitals  and 
health  services  in  the  aftermath  of  the 
depression  of  the  1930’s  and  World  War 
II.54  Planning  for  new  hospitals  on  the 
basis  of  need  and  the  voluntary  coopera- 
tion of  facilities  organized  hierarchically 
within  regions  were  important  aims  in  the 
launching  of  the  program  in  1946.  Notwith- 
standing the  emphasis  given  to  the  principle 
of  regional  planning  in  the  formulation  and 
implementation  of  the  Hill-Burton  pro- 
gram, the  program  has  led  to  little,  if  any, 
substantive  progress  in  the  reorganization 
of  facilities  along  regional  lines.  The  plan- 
ning activity  spurred  by  the  program  was 
never  put  into  practice.55  Generally  speak- 
ing, the  states  completed  their  plans  as 
required  by  the  Hill-Burton  program,  re- 
ceived their  allotment  of  Federal  support, 
and  proceeded  to  construct  facilities  with- 
out regard  for  the  plan. 

In  our  opinion,  there  are  a number  of 
restraints  in  the  Hill-Burton  program  which 
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make  the  attainment  of  any  meaningful 
regional  reorganization  of  health  facilities 
and  services  quite  difficult. 

An  important  restraint  concerns  the 
reliance  placed  on  local  participation  in  the 
financing  of  construction  projects,  any- 
where from  one  to  two-thirds,  depending 
on  state  and  local  per  capita  income  levels. 
Typically,  localities  with  the  greatest  need 
for  beds  are  also  economically  depressed 
and  unable  even  to  raise  the  minimum 
amount  necessary  to  qualify  for  Federal 
aid.  Consequently,  there  is  a built-in 
tendency  for  Federal  aid  to  flow  to  lower 
priority  areas  possessing  greater  financial 
means. 

Second,  the  almost  total  concentration 
on  new  bed  construction,  especially  in  rural 
areas,  has  served  to  undermine  the  estab- 
lishment of  a division  of  labor  among 
health  facilities  forming  the  very  core  of 
the  regional  approach.  Many  of  the  na- 
tion’s largest  hospitals  in  metropolitan 
areas,  20  per  cent  of  winch  were  built 
over  fifty  years  ago,  have  been  allowed  to 
deteriorate  and  obsolesce,  creating  grave 
problems  in  the  areas  of  economy  of  opera- 
tion and  quality  of  patient  care.56*  For- 
tunately, this  practice  has  been  modified 
by  the  1964  Hill-Harris  amendments  which 
permit  Federal  grants  for  modernization 
of  existing  plants,  especially  in  densely 
populated  areas  where  the  need  is  great- 
est.57 

Third,  the  Hill-Burton  program  has 
been  marked  by  a one-sided  concentration 
on  facilities  to  the  exclusion  of  services  and 
programs.  To  be  successful,  regionaliza- 
tion requires  the  coordination  of  services 
and  programs  as  well  as  facilities. 

Fourth,  the  tripartite  voluntary  organiza- 
tional structure  binding  together  Federal, 
state,  and  local  governments  is  frequently 
complex  and  unwieldy.  The  placing  of 
initiatory  authority  in  the  hands  of  state 
and  local  governments  has  many  times 
resulted  in  slow  and  uneven  progress. 
States  not  sharing  in  the  social  and  eco- 
nomic advances  accompanying  industriali- 
zation continue  to  be  shackled  by  tradi- 

*  Further  insight,  into  the  problem  of  hospital  obsolescence 
may  be  obtained  from  the  U.S.  Senate  Health  Subcommittee 
of  the  Committee  on  Labor  and  Public  Welfare,  Hearings  on 
Hospitals  and  Medical  Facilities,  88th  Congress,  2nd  Session, 
1964;  and  U.S.  House  of  Representatives,  Committee  on 
Interstate  and  Foreign  Commerce,  Hearings  on  Extension 
and  Revision  of  Hill-Burton  Hospital  Construction  Program, 
88th  Congress,  2nd  Session,  1964. 


tional  attitudes  of  distrust  toward  govern- 
ment and  antipathy  toward  social  welfare 
programs  and  planning.58  The  practice 
of  granting  vast  leeway  to  state  and  local 
governments,  although  possibly  politically 
realistic,  also  has  served  to  retard  func- 
tional regional  planning  by  confining  it 
within  political-legal  boundaries. 

In  addition,  and  possibly  more  important 
than  many  of  the  factors  already  men- 
tioned, the  philosophy  of  regional  plan- 
ning contained  in  the  Hill-Burton  Act 
never  received  much  effective  political 
support.  Apprehensive  about  increased 
Federal  and  state  intervention,  organiza- 
tions representing  providers  of  care  urged 
innocuous  interpretations  of  the  act. 
Lobby  pressure  was  directed  at  increasing 
the  flow  of  money  for  bricks  and  mortar 
and  a de-emphasis  of  planning  and  con- 
trols.54 

Notwithstanding  these  limitations,  sup- 
porters of  the  Hill-Burton  program  do 
claim  some  success  for  the  program  in 
helping  to  provide  a climate  more  conducive 
to  regional  planning.  Over  Hill-Burton’s 
twenty-year  history,  a number  of  contribu- 
tions have  been  claimed  by  the  public 
health  services:  First,  it  provided  a work- 

ing example  of  cooperation  between  levels 
of  government  which  resulted  in  a program 
that  was  reasonably  flexible  and  closely 
oriented  to  local  needs  without  losing  the 
statewide  perspective.  Second,  the  re- 
quirement that  states  adopt  regulations 
for  the  maintenance  and  operation  of  the 
new  facilities  encouraged  them  to  adopt 
new  and  better  licensure  laws.  Third,  the 
financing  of  projects  involving  Federal, 
state,  and  local  funds  has  had  the  positive 
effect  of  stirring  community  interest  and 
responsibility  for  health  care  in  place  of  a 
former  primary  reliance  on  philanthropy 
as  a source  of  funds.  Other  contributions 
involve  the  provision  of  funds  for  research, 
experimentation,  and  demonstrations  re- 
lating to  better  utilization  and  design  of 
health  facilities.59 

Still  other  contributions  could  be  claimed, 
in  our  opinion.  It  might  be  said  that  pro- 
longed exposure  to  the  philosophy  of  re- 
gionalism inherent  in  the  Hill-Burton  pro- 
gram lias  done  a great  deal  to  soften  the 
public’s  emotional  resistance  to  planning. 
Equally  important  perhaps,  the  require- 
ment that  each  state  develop  a full-time 
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planning  unit  to  establish  criteria  of  need 
for  beds  and  to  prepare  and  maintain  a 
master  plan  helped  to  bring  throughout 
the  nation  a cadre  of  professionally  oriented 
persons  sympathetic  to  planning  goals 
and  regionalism. 

At  a number  of  levels  then- — public 
opinion,  the  planting  and  nurturing  of  seeds 
for  a professional  bureaucracy,  and  inter- 
governmental cooperation — the  Hill-Bur- 
ton program*  can  be  said  to  have  assisted 
the  advance  of  regionalism  by  paving  and 
smoothing  the  way  for  wider-sweeping 
legislation  such  as  the  Heart  Disease, 
Cancer,  and  Stroke  Act  of  1965. 

Enactment  of  regional  medical  pro- 
gram legislation.  The  Heart  Disease, 
Cancer,  and  Stroke  Act  authorizes  a pro- 
gram of  grants  for  the  planning  and  estab- 
lishment of  regional  medical  programs  to 
help  bridge  the  gap  between  scientific 
knowledge  about  the  cause  and  treatment 
of  diseases  and  the  level  of  medical  practice 
at  community  day-to-day  levels.  The  act 
aims  to  make  available  the  best  possible 
care  for  patients  with  heart  disease,  cancer, 
stroke,  and  related  diseases.60 

Unusually  brief  in  form,  the  act  grants 
wide  discretionary  powers  of  interpreta- 
tion and  implementation  to  the  Surgeon 
General  and  a national  advisory  council. 
Consequently,  the  confusion  and  uncer- 
tainty concerning  the  purpose  and  future 
thrust  of  the  heart  disease,  cancer,  and 
stroke  program  tends  to  be  somewhat 
larger  than  for  most  new  Federal  programs. 
To  acquire  some  sense  of  the  spirit  and 
goals  of  the  program,  it  may  be  useful  to 
look  beyond  the  enabling  legislation  to 
some  of  the  larger  social  and  political 
forces  playing  a part  in  its  formation.  The 
heart  disease,  cancer,  and  stroke  program 
represents  a response  to  a number  of  broad 
forces  and  developments:  the  historical 

thrust  toward  regionalization  of  health 

* While  the  contributions  of  Hill-Burton  to  regional 
planning  may  evoke  doubt,  there  is  no  questioning  the  pro- 
gram’s contributions  to  meeting  national  problems  involving 
the  supply  and  distribution  of  new  health  facilities.  Since 
its  birth  in  1946,  the  Hill-Burton  program  has  subsidized  the 
construction  of  more  than  300,000  hospital  beds  and  several 
thousand  health  units,  including  nursing  homes,  diagnostic 
and  treatment  centers,  chronic  disease  hospitals,  and  re- 
habilitation facilities.  More  than  half  the  hospitals  built 
with  Hill-Burton  support  have  been  in  areas  that  had  no 
hospitals;  about  one  fourth  of  the  projects  have  been  in 
areas  that  previously  had  only  unacceptable  hospital  beds. 
The  program  has  resulted  in  an  improved  distribution  of 
doctors  and  nurses.  And  the  level  of  architectural  and 
engineering  design  of  health  facilities  has  been  greatly  im- 
proved throughout  the  country. 


resources;  the  development  of  a national 
biomedical  research  community  of  un- 
precedented size  and  productivity;  and 
changing  social  needs,  especially  the  growth 
in  urbanization,  disparities  in  health  be- 
tween the  poor  and  middle  class,  and  rising 
public  expectations  for  more  and  better 
medical  care.61  More  directly,  the  legisla- 
tion was  shaped  by  the  report  of  the  Presi- 
dent’s Commission  on  Heart  Disease, 
Cancer,  and  Stroke,  chaired  by  Michael 
DeBakey,  M.D.,  which  was  issued  in 
December,  1964.  The  report  focused  public 
attention  on  a number  of  national  medical 
problems  and  recommended  sweeping 
changes  culminating  in  the  reorganization 
of  health  services  into  regional  systems, 
with  medical  schools  and  teaching  hospitals 
forming  the  core  of  each  system.62  The 
commission  report  contained  a total  of  35 
recommendations,  only  3 of  which  were 
used  in  administration-sponsored  bills  filed 
in  the  House  and  Senate.  The  first  of  the 
three  recommendations  urged  the  estab- 
lishment of  a national  network  of  regional 
heart  disease,  cancer,  and  stroke  centers 
for  clinical  investigation,  teaching,  and 
patient  care,  in  universities,  hospitals,  and 
research  institutes  and  other  institutions 
across  the  country. 

The  second  recommendation  called  for 
the  establishment  of  a national  network  of 
diagnostic  and  treatment  stations  in  com- 
munities across  the  nation,  to  bring  the 
highest  medical  skills  in  heart  disease, 
cancer,  and  stroke  within  reach  of  every 
citizen.  The  final  recommendation,  in- 
corporated by  the  administration  in  the 
bills  it  submitted  to  Congress,  called  for  a 
broad  and  flexible  program  of  grant  sup- 
port to  stimulate  the  formation  of  medical 
complexes  whereby  university  medical 
schools,  hospitals,  and  other  health  care 
and  research  agencies  and  institutions 
work  in  concert.60  The  commission  report 
itself  spelled  out  for  each  regional  network 
a system  of  alliances  tying  together  large- 
sized medical  centers  and  research  institu- 
tions to  smaller-sized  facilities  at  the  day- 
to-day  patient  care  level,  with  community 
general  hospitals  serving  as  diagnostic  and 
treatment  stations  for  the  purpose  of  fun- 
neling  patients  with  severe  complications 
to  the  bigger  and  better-equipped  medical 
centers.62 

By  the  time  Congress  completed  action 
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on  the  administration’s  proposal,  the  final 
act  bore  little  resemblance  to  the  Presi- 
dential Commission’s  report.  As  noted 
by  one  observer, 

No  sooner  had  the  twin  bills  been  dropped 
into  the  hoppers  of  the  House  and  Senate 
than  the  medical  world  began  to  wake  up  and 
realize  that  here  was  something  new,  an 
idealistic  program,  which  was  filled  with 
many  unknown,  untried  ideas — many  of 
which  might  not  work  and  might  even  end  in 
catastrophe.  Many  items  in  the  administra- 
tion’s proposal  stirred  up  old  rancors,  antag- 
onisms and  rivalries  within  the  medical 
profession  itself,  including  the  “town-and- 
gown  syndrome.”63 

The  bill  was  a potentially  revolutionary 
weapon  for  social  change.  The  hearings 
were  quite  controversial. 

Both  the  American  Medical  Association 
and  the  American  Academy  of  General 
Practice  went  on  record  strongly  opposing 
the  administration’s  proposal.  The 
A.M.A.  was  frightened  by  the  specter  of 
changes  in  the  structure  of  medicine, 
notably,  solo  fee-for-service  practice  and 
traditional  patterns  of  patient  care.  Gen- 
eral practitioners  were  alarmed  about  the 
loss  of  status  and  the  implications  that 
they  were  unfit  to  practice  modern  medi- 
cine. Criticism  came  from  other  sources, 
too.  Community  hospitals  were  fearful 
about  the  possible  removal  from  their  care 
of  all  persons  suffering  from  heart  disease, 
cancer,  and  stroke. 

Representatives  of  the  large  voluntary 
health  agencies  affected  by  the  legislation, 
for  example,  American  Heart  Association 
and  the  American  Cancer  Association, 
were  concerned  about  the  availability  of 
trained  personnel  and  the  emphasis  to  be 
given  to  education.  And  when  it  be- 
came apparent  that  the  National  Institutes 
of  Health  would  administer  the  program, 
NIH  and  their  close  allies,  the  medical 
schools,  expressed  grave  concern  about 
possible  conflicts  between  the  goal  of  com- 
munity health  care  and  goals  of  research 
and  training.  As  the  result  of  all  these 
pressures  and  concerns  a completely  new 
bill  was  substituted  and  passed  by  Con- 
gress.64 The  final  act  turned  away  from 
the  idea  of  a Federal  blueprint  for  action 
and  tightly  knit  regional  systems. 

Specifically,  the  network  of  “regional 
centers”  recommended  by  the  President’s 
Commission  was  replaced  by  a looser  con- 


cept of  “regional,  cooperative  arrange- 
ments” among  existing  health  resources, 
with  planning  and  operating  controls 
placed  in  the  hands  of  local  health  profes- 
sional personnel  and  health  interests  or- 
ganized into  regional  advisory  groups. 
The  advisory  groups  possess  wide  latitude 
for  identifying  and  meeting  local  needs. 
They  hold  essentially  veto  power  over  any 
operational  activity  in  their  region.  In 
another  change,  the  Congress  loosened  up 
the  categorical  approach  to  disease  to  in- 
clude “related”  diseases,  giving  more  scope 
to  the  program.  The  act  is  intended  to 
provide  the  means  for  conveying  to  the 
medical  institutions  and  health  professions 
of  the  nation  the  latest  advances  in  medical 
science  for  diagnosis,  treatment,  and  re- 
habilitation of  patients  afflicted  with  heart 
disease,  cancer,  stroke,  or  related  diseases, 
and  for  preventing  these  diseases.  Pri- 
mary emphasis  is  given  in  the  grants  struc- 
ture to  research,  education,  and  demonstra- 
tions of  patient  care  on  a regional  basis. 
Through  these  means,  the  programs  au- 
thorized by  the  act  are  also  intended  to 
improve  generally  the  health  manpower 
and  facilities  of  the  nation.  However,  as 
stated  by  the  act,  these  purposes  are  to  be 
accomplished  without  “interfering  with  the 
patterns  or  the  methods  of  financing  of 
patient  care  or  professional  practice,  or 
with  the  administration  of  hospitals,  and 
in  cooperation  with  practicing  physicians, 
medical  center  officials,  hospital  administra- 
tors, and  representatives  from  appropriate 
voluntary  health  agencies.”60 

Despite  the  fact  that  the  report  of  the 
President’s  Commission  on  heart  disease, 
cancer,  and  stroke  was  not  enacted  into 
law,  many  persons,  because  of  the  adminis- 
tration’s testimony  favoring  adoption  of 
the  entire  program,  “regard  the  present 
law  as  a first  step  toward  the  full  program 
and  look  to  the  report  as  a guide  to  what 
is  coming.”65  Moreover,  the  pressure  on 
the  Federal  government  for  the  adoption 
of  effective  planning  and  the  reorganiza- 
tion of  health  services  into  regionally 
based  delivery  systems  appears  to  be  grow- 
ing.9'66 

Since  the  passage  of  the  act  a total  of  54 
regional  programs  have  been  established, 
encompassing  close  to  90  per  cent  of  the 
nation’s  population.  The  regions  formed 
range  in  size  from  a single  large  metropoli- 
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tan  area  like  New  York  to  combinations 
of  entire  states,  for  example,  Alaska  and 
Washington,  and  combinations  involving 
portions  of  several  states,  such  as  Utah  and 
sections  of  Colorado,  Idaho,  Montana, 
Nevada,  and  Wyoming.  The  regional 
programs  encompass  a wide  variety  of 
organizational  structures,  including  execu- 
tive and  planning  committees,  categorical 
disease  task  forces,  and  community  and 
other  types  of  subregional  advisory  com- 
mittees. Funding  of  the  regional  pro- 
grams involves  two  stages.  The  first  stage 
provides  support  to  regional  programs  for 
purposes  of  tooling  up  and  the  preparation 
of  operational  proposals.  More  specifi- 
cally, money  is  available  at  this  stage  for 
(1)  surveys  of  needs  and  resources,  (2) 
feasibility  studies,  and  (3)  organization  and 
staffing.  In  the  second  stage,  operational 
grants  are  awarded  to  regional  programs 
developing  acceptable  plans.  Of  the  54 
programs  currently  funded,  13  are  in  the 
operational  stage.67*  For  the  first  three 
years  of  the  program,  1965  to  1968,  the 
Congress  authorized  appropriations  total- 
ing $340  million.68f 

Like  all  pieces  of  significant  legislation, 
the  Heart  Disease,  Cancer,  and  Stroke  Act 
has  evoked  its  share  of  criticism  and  praise. 
The  attention  given  to  specific  diseases  has 
been  assailed  in  some  quarters  for  being 
overly  narrow  and  piecemeal  in  scope. 
Some  critics  believe  the  act  may  do  far 
more  to  aggravate  current  pressures  as- 
sociated with  fragmentation  than  to  amelio- 
rate them.  They  hasten  to  add  that  the 
categorical  approach  embodied  in  the 
legislation  runs  completely  counter  to  the 
long-sought  contemporary  trend  of  in- 
tegrating more  and  more  health  services 
into  the  medical  care  mainstream  repre- 
sented by  the  community  general  hospital.69 

Backers  of  the  legislation  believe  that  to 
have  insisted  on  a more  comprehensive  and 
idealistic  version  would  have  been  polit- 
ically unrealistic  and  precluded  the  pas- 
sage of  any  legislation  at  all.  Some  of  the 

* For  a description  of  the  status  of  the  program  and  future 
projection  see  the  Congressional  testimony  presented  during 
hearing  to  extend  authorization  of  the  program.  Excerpts  of 
testimony  and  materials  presented  on  March  26  and  27, 
1968. 

t As  of  this  writing,  program  officials  were  seeking  a five- 
year  extension  and  authorizations  of  $65  million  for  fiscal 
year  1969,  $140  million  for  1970,  $200  million  for  1971, 
$275  million  for  1972,  and  $350  million  for  1973.  The  re- 
quest has  been  scaled  down  in  House  Committee  to  a two- 
year  extension  and  a total  authorization  of  $150  million. 


bill’s  supporters  take  an  evolutionary  point 
of  view  and  suggest  that  a combination  of 
escalating  problems  in  the  delivery  of 
health  services  and  the  rising  expectations 
for  better  and  more  economical  care  will 
inevitably  trigger  an  expansion  of  the  pro- 
gram. Eventually,  they  see  the  research 
and  development  seeds  planted  by  the 
Heart  Disease,  Cancer,  and  Stroke  Act 
leading  to  a significant  reorganization  of  all 
health  services  within  a regional  frame- 
work. 

Supporters  also  point  out  that  even  as  it 
stands  presently,  the  legislation  contains 
almost  unlimited  potential.  The  wide- 
spread prevalence  of  heart  disease,  cancer, 
and  stroke  alone  would  qualify  at  one  time 
or  another,  especially  in  the  middle  and 
late  adulthood  years,  close  to  70  per  cent  of 
all  Americans  for  care.  In  addition,  the 
eligibility  of  diseases  related  to  heart  dis- 
ease, cancer,  and  stroke,  such  as  diabetes, 
hypertension,  and  kidney  disorders,  ex- 
pands the  program  further.  It  is  of  interest 
in  this  regard  that  “those  closely  connected 
with  the  program  invariably  refer  to  it  as 
the  Regional  Medical  Programs,  or  RMP’s, 
while  those  outside  the  program  tend  to 
refer  to  it  as  the  Heart,  Cancer,  and  Stroke 
Program.”70 

The  supporters  of  the  Heart  Disease, 
Cancer,  and  Stroke  Act  are  further  en- 
thused by  the  legislation’s  emphasis  on 
regional  organization.  For,  in  addition 
to  forming  a platform  for  the  rationaliza- 
tion of  health  services,  regionalism  is  viewed 
as  a vehicle  for  the  promotion  of  a more 
truly  national  outlook  in  the  formulation 
and  conduct  of  health  policy.71  Consolida- 
tion of  administrative  units  into  a smaller 
and  more  manageable  number  of  regions 
will  enable  greater  uniformity  in  the  plan- 
ning and  operation  of  health  programs. 

In  contrast  to  backers  of  the  regional 
medical  program’s  approach,  there  are 
others  far  less  optimistic  about  the  pro- 
gram’s impact.  The  reasons  for  their 
skepticism  are  several: 

First,  questions  have  been  raised  over 
the  wisdom  of  handing  responsibility  for 
the  conduct  of  such  a massive  medical  care 
program  at  the  outset  to  the  National  In- 
stitutes of  Health.  Highly  university  and 
research  oriented,  NIH,  except  for  mental 
health,  has  had  no  experience  in  administer- 
ing medical  care  programs,  the  fear  being 
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that  NIH  would  remain  research-oriented 
to  the  point  of  blunting  any  significant 
practical  accomplishments  in  the  pro- 
gram.72 

A second  closely  related  concern  involves 
the  role  assigned  to  the  teaching  and  re- 
search centers  at  the  regional  level.  Be- 
cause of  the  position  they  occupy,  these 
centers  are  pivotal  to  the  success  of  the 
program.73  Once  again,  there  is  the  mat- 
ter of  orientation  and  priority  of  interests. 
Governed  by  acute  disease-oriented  med- 
ical clinicians  and  specialists,  too  few 
medical  schools  and  research  centers  have 
demonstrated  dynamic  leadership  in  com- 
munity medicine  and  the  problems  con- 
cerning the  organization,  financing,  and 
delivery  of  health  services.  Instead,  they 
define  their  primary  mission  as  teaching, 
research,  and  medical  care  service  commit- 
ments limited  to  their  own  hospital(s). 
Involvement  in  community  medicine  has 
been  a minor  function.  Consequently,  the 
already  high  degree  of  medical  specializa- 
tion characteristic  of  the  nation’s  leading 
medical  centers  may  get  worse.  By  ex- 
ploiting the  emotionalism  surrounding  re- 
gional medical  care,  the  program  might 
turn  into  a high-status  pipeline  for  pump- 
ing still  more  research  money  into  the 
nation’s  medical  centers  at  the  expense  of 
broader  regional  objectives.  The  result 
may  be  the  development  of  miniature  NIH 
campuses  at  a time  when  the  most  impor- 
tant problem  the  regional  medical  program 
critics  believe  we  face  in  medical  care  today 
is  not  the  generation  of  new  knowledge 
but  making  available  what  we  already  know 
and  have. 

The  regional  medical  programs  have 
been  criticized  for  not  being  sufficiently 
concerned  with  more  serious  and  higher 
priority  national  problems:  (1)  the  exten- 

sion of  comprehensive  health  services  di- 
rected at  individuals  and  families  as  op- 
posed to  diseases;  (2)  the  narrowing  of  the 
health-status  gap  between  the  poor  and 
higher  socioeconomic  status  groups,  and 
between  Negroes  and  whites;  and  (3)  the 
use  of  the  health  sector  as  an  employer  of 
opportunity  for  the  unskilled  and  jobless  in 
the  domestic  struggle  against  poverty,  dis- 
crimination, and  political  insurrection  in 
the  cities.74 

Another  concern  involves  the  scope  and 
direction  of  the  program.  In  each  region, 


responsibility  for  these  decisions  will  be 
placed  in  the  hands  of  local  planning 
groups  made  up  of  representatives  of  the 
medical  center,  hospitals,  and  practicing 
physicians,  rather  than  government.  Some 
fear  that  the  regional  programs  will  be 
absorbed  by  the  existing  medical  structure, 
without  promoting  any  of  the  desired 
change.  Because  of  their  composition, 
there  is  a danger  that  many  local  plan- 
ning groups  will  be  overly  status  quo  in 
their  thinking  and  reluctant  to  move 
ahead  rapidly  or  strike  out  along  new  paths. 
A recent  breakdown  of  the  membership 
of  the  regional  advisory  groups  across  the 
country  revealed  that  only  16  per  cent  are 
public  representatives.  Among  the  re- 
mainder, 17  per  cent  are  medical  center 
school  officials,  22  per  cent  are  practicing 
physicians,  10  per  cent  are  hospital  ad- 
ministrators, 12  per  cent  are  representa- 
tives of  voluntary  health  agencies,  and  16 
per  cent  are  public  health  officials  and 
other  health  workers.67  The  domination 
of  regional  programs  at  the  local  level  by 
professional  health  persons  and  provider 
interests  is  even  greater  than  indicated  by 
these  figures.  When  all  local-level  deci- 
sion-making bodies  are  taken  into  account, 
that  is  regional  advisory  groups,  planning 
task  forces  and  subcommittees,  and  local 
action  on  advisory  groups,  public  represent- 
atives constitute  only  11  per  cent  of  the 
total.75 

It  may  have  been  caused  by  criticisms, 
such  as  those  just  mentioned,  that  led  to 
the  July,  1968,  decision,  some  two  and  one- 
half  years  after  the  program’s  initiation, 
to  transfer  responsibility  for  the  adminis- 
tration of  the  regional  medical  programs 
from  NIH  to  the  newly  established  Health 
Services  and  Mental  Health  Adminstration. 
The  explanation  accompanying  the  an- 
nouncement suggests  a possible  shift  in 
focus  of  the  regional  medical  programs 
from  the  dissemination  and  diffusion  of 
new  medical  knowledge  to  larger  and  more 
complicated  sociopolitical  issues  and  prob- 
lems involving  the  planning,  organization, 
and  delivery  of  health  services.76 

It  remains  to  be  seen,  however,  whether 
the  regional  medical  programs  will  be  al- 
tered significantly  as  the  result  of  the  re- 
organization. The  program  in  its  short 
existence  has  developed  a strong  clientele 
not  only  among  the  medical  schools  and 


2362  New  York  State  Journal  of  Medicine  / September  1,  1969 


biomedical  community  but  also  among 
practicing  physicians  and  the  American 
Medical  Association.  These  groups  have 
gone  on  record  as  being  highly  satisfied 
with  the  operation  of  the  program  to  date 
and  may  resist  any  attempt  to  change  a 
situation  which  they  find  highly  favorable.74 
Following  the  adoption  in  the  final  act  of 
many  of  the  safeguards  it  proposed,  the 
AMA  has  become  a booster  of  the  program. 
However,  possibly  suspicious  of  a change 
in  the  thrust  of  the  program,  the  AMA 
recently  spelled  out  the  price  of  its  con- 
tinued support,  namely,  preservation  of  the 
status  quo  in  the  financing,  organization, 
and  delivery  of  personal  health  services. 
More  specifically,  as  stated  by  AMA  presi- 
dent Dwight  L.  Wilbur,  M.D.,  at  the 
1968  conference  on  regional  medical  pro- 
grams, physicians’  support  hinges  on  the 
voluntary  cooperative  nature  of  the  pro- 
gram, local  control,  and  the  prohibition  of 
interference  with  existing  patterns  of  med- 
ical practice.77  Such  a prohibition  leaves 
little  opportunity  for  carrying  out  any 
basic  reforms  in  the  organization  and 
delivery  of  health  services.78* 

In  addition  to  constraints  imposed  by 
its  clientele,  the  future  of  the  program 
depends  on  its  ability  to  stand  off  the  op- 
position of  forces  which  view  it  as  a chal- 
lenge to  the  leadership  responsibilities  of 
official  agencies  of  government  and  a 
usurpation  of  orthodox  intergovernmental 
relations.  State  and  local  health  depart- 
ment partisans,  notably,  the  Association 
of  State  and  Territorial  Health  Officers, 
stress  the  need  to  strengthen  existing  public 
channels.  To  their  way  of  thinking,  the 
creation  of  new  channels  for  heart  disease, 
cancer,  and  stroke  causes  only  more  con- 
fusion and  inefficiency  because  of  overlap, 
duplication,  competing  jurisdictional 
claims,  and  a straining  of  an  already  thin 
supply  of  skilled  manpower.  Moreover, 
the  creation  of  separate  regional  systems  of 
health  care  which  bypass  the  states  only 
causes  confusion  and  renders  public  pro- 
grams less  understandable  and  account- 
able to  the  people  they  are  intended  to 
serve.79 

* A further  indication  of  the  AMA’s  cautionary  stance  was 
revealed  before  Congressional  hearings  dealing  with  the 
program’s  extension.  While  favoring  the  program’s  con- 
tinuation, AMA  spokesmen  favored  an  extension  of  not  more 
than  three  years  in  place  of  the  five  years  requested  by  the 
administration.  AMA  spokesmen  also  favored  an  early 
evaluation  of  the  program. 


If  the  implications  of  the  regional  med- 
ical program  are  large  in  the  health  field, 
the  implications  outside  the  health  field 
per  se  are  still  larger.  Regionalism  and 
the  threatened  bypassing  of  established 
state  and  local  governmental  machinery 
in  the  administration  of  the  program  strikes 
at  the  very  core  of  intergovernmental  re- 
lations and  the  organization  of  political 
power  in  American  society.  Advocates  of 
state  and  local  governmental  power  and 
privilege  can  be  expected  to  fight  hard  to 
countermand  any  attempts  to  dilute  their 
influence  and  prerogatives.  Collectively, 
state  interest  groups  represent  a formid- 
able array  of  power.  This  power  can  be 
expected  to  exercise  a major  influence  on 
the  course  of  regional  planning. 

President  Johnson  must  have  reacted, 
at  least  in  part,  to  actual  and  anticipated 
pressures  from  the  states  when,  in  his  March 
1,  1966,  Congressional  health  message,  he 
alluded  to  the  need  to  strengthen  the 
capacity  of  the  states  to  play  a leadership 
role  in  programs  directed  at  providing  and 
maintaining  the  highest  level  of  health  care 
attainable  for  the  nation’s  citizens.80  On 
the  following  day,  Senator  Lester  Hill, 
Chairman  of  the  Labor  and  Pubhc  Welfare 
Committee,  introduced  a bill  titled  the 
Comprehensive  Health  Planning  and  Pubhc 
Health  Service  Amendments  of  1966. 

Comprehensive  health  planning.!  Re- 
ferred to  colloquially  as  the  “Partnership 
for  Health  Bill,”  Comprehensive  Health 
Planning  and  Pubhc  Health  Service 
Amendments  Act  of  1966  was  drafted  by  a 
team  of  representatives  from  the  Associa- 
tion of  State  and  Territorial  Health  Officers, 
the  Association  of  State  and  Territorial 
Mental  Health  Officers,  and  the  U.S. 

t Discussion  of  the  legislation  and  Congressional  evolution 
is  based  on  the  following  sources:  U.S.  Senate,  Health  Sub- 
committee of  the  Committee  on  Labor  and  Public  Welfare, 
Hearings  on  the  Comprehensive  Health  Planning  and  Public 
Health  Services  Amendments  of  1966,  89th  Congress,  2nd 
Session,  1966:  U.S.  Senate,  Health  Subcommittee  of  the 
Committee  on  Labor  and  Welfare,  Comprehensive  Health 
Planning  and  Public  Health  Services  Amendments  of  1966, 
89th  Congress,  2nd  Session,  1966,  Senate  Report  1965  to 
accompany  S.  3008.  U.S.  House  of  Representatives;  Com- 
mittee on  Interstate  and  Foreign  Commerce,  Hearings  on  the 
Comprehensive  Health  Planning  and  Public  Health  Services 
Amendments  of  1966,  89th  Congress,  2nd  Session,  1966; 
U.S.  House  of  Representatives,  Committee  on  Interstate  and 
Foreign  Commerce,  Comprehensive  Health  Planning  and 
Public  Health  Services  Amendments  of  1966,  89th  Congress, 
2nd  Session,  1966,  House  Report  2271  to  accompany  H.  R. 
18231;  U.S.  Congress,  Comprehensive  Health  Planning  and 
Public  Health  Services  Amendments  of  1966,  Public  Law 
89-749,  89th  Congress,  2nd  Session,  1966,  and  U.S.  Congress, 
Partnership  for  Health  Amendments  of  1967;  and  Public 
Law  90-174,  90th  Congress,  1st  Session,  1967. 
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Public  Health  Service.  Signed  into  law 
by  the  President  on  November  3,  1966 
(Public  Law  89-749),  the  Comprehensive 
Health  Planning  Act  incorporates  a two- 
pronged strategy  for  beefing-up  and  ex- 
panding state  influence  and  responsibility 
in  health  matters. 

The  first  objective  is  to  encourage  the 
states  to  develop  and  carry  out  comprehen- 
sive health  planning,  both  for  the  state  as  a 
whole  and  within  regional  and  local  areas. 
The  purpose  here  is  to  promote  a tying 
together  of  all  of  the  vital  threads,  hospitals 
and  related  facilities,  manpower,  and 
population  health  needs,  to  permit  more 
rational  decision  making  and  enable  the 
states  to  provide  more  meaningful  direction 
of  the  total  health  effort. 

The  second  objective  is  to  give  state 
health  agencies  greater  administrative  free- 
dom and  flexibility  in  decision  making. 
Toward  this  end,  former  categorical  Federal 
grant  programs  have  been  replaced  by  a 
system  of  noncategorical  or  block  grants. 
In  recent  years,  criticism  has  mounted  over 
categorical  grants  because  of  inefficiencies 
and  administrative  hand  binding.81  A 
noncategorical  approach,  it  is  believed,  will 
have  the  effect  of  focusing  programs  on 
people  instead  of  disease.  Depending  on 
its  population  and  level  of  financial  need, 
each  state  will  be  given  a lump  sum  allot- 
ment. 

In  addition,  the  Comprehensive  Health 
Planning  Act  provides  for:  (1)  categorical 

grants  for  special  circumstance  projects, 
that  is,  services  to  meet  health  needs  of 
limited  geographic  scope  or  of  special 
regional  or  national  significance;  (2)  ex- 
tension of  assistance  for  training  public 
health  manpower;  and  (3)  interchanges  of 
health  personnel  among  Federal,  state,  and 
local  governmental  levels. 

The  attempt  to  develop  on  a wide  scale 
comprehensive  health  planning  at  state  and 
at  local  levels  constitutes  the  central  fea- 
ture of  the  health  planning  act.  To  carry 
out  this  objective,  it  incorporates  three 
complementary  approaches: 

The  first  approach,  Section  314a,  is  to 
encourage  the  states  to  establish  and  main- 
tain a comprehensive  plan  for  tying  to- 
gether the  total  health  effort  and  establish 
priorities.  To  qualify  for  planning  and 
noncategorical  grant  support,  each  state  is 
required  to  establish  or  designate  a single 


state  agency  to  carry  out  planning,  not 
necessarily  the  health  department.  Fur- 
thermore, for  purposes  of  policy  formula- 
tion and  the  establishment  of  general  de- 
velopmental targets  and  goals,  each  state 
must  establish  a broadly  representative 
planning  council  for  the  purpose  of  assist- 
ing and  advising  the  planning  agency  in  its 
planning  function.  As  an  expression  of  its 
commitment  to  pluralism  and  democratic 
process,  the  act  requires  that  representa- 
tives of  the  following  groups  be  included 
in  the  membership  of  the  health  council: 
state  and  local  governmental  agencies, 
private  and  voluntary  health  groups,  and 
consumers  of  health  services.  Most  im- 
portant, it  is  required  that  the  majority  of 
council  members  be  consumers’  representa- 
tives. 

Along  with  setting  broad  goals  and 
targets,  the  state  plan  is  expected  to  co- 
ordinate successfully  the  activities  of  all 
health  groups  in  the  state:  public,  private, 
and  voluntary.  Maximum  Federal  sup- 
port to  the  state  for  planning  may  range 
up  to  100  per  cent  (75  per  cent  in  1970), 
the  actual  amount  being  subject  to  deter- 
mination by  the  Surgeon  General.  To 
carry  out  the  program.  Congress  has  au- 
thorized appropriations  of  $7  million  for 
fiscal  1968,  $10  million  for  fiscal  1969,  and 
$15  million  for  1970. 

The  second  approach,  Section  314b, 
concerns  the  granting  of  Federal  assistance, 
commonly  50  per  cent  but  up  to  75  per 
cent  of  total  cost  for  limited  periods  in  spe- 
cial hardship  cases,  for  the  development 
and  operation  of  comprehensive  local, 
metropolitan  area,  and  regional  plans  for 
the  coordination  of  existing  and  planned 
health  services.  This  aspect  of  the  act  is 
designated  both  to  encourage  more  local 
planning  and  to  expand  the  scope  of  al- 
ready existing  local  planning  agencies 
which,  to  date,  have  concentrated  mainly 
on  hospitals  and  related  health  facilities. 
Only  those  local  area  plans  approved  by 
the  state  planning  agency  will  be  eligible 
for  Federal  aid.  To  support  this  program, 
Congress  has  authorized  appropriations 
of  $7.5  million  for  fiscal  1968,  $10  million 
for  fiscal  1969,  and  $15  million  for  fiscal 
1970. 

The  final  planning  provision  of  the  bill, 
Section  314c,  extends  Federal  support  to 
public  and  nonprofit  agencies  and  uni- 
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versities  for  studies,  and  demonstrations 
and  training  for  improved  comprehensive 
health  planning.  Also  available  under 
this  provision  are  grants  for  the  training 
of  planning  personnel.  Sums  of  $2.5 
million,  $5  million,  and  $7.5  million  have 
been  authorized  for  fiscal  years  1968, 
1969,  and  1970,  respectively. 

The  opportunity  and  inducement  given 
states  to  reactivate  historic  powers  of 
leadership  responsibility  for  health  affairs 
within  their  borders  constitutes  the  heart 
of  the  Comprehensive  Health  Planning 
Act.  It  seems  natural  to  expect  that 
assertion  of  the  doctrine  of  “state  primacy” 
will  lead  to  a shrinking  of  the  role  of  local 
government  in  the  health  area.  This 
doctrine  reflects  the  complexity  and  scope 
of  the  health  problems  of  today  and  the 
foreseeable  future,  calling  for  the  wider 
perspectives,  in  terms  of  functional  regions 
or  “communities  of  solution”  rather  than 
on  the  basis  of  local  political  jurisdictions. 

The  centralization  of  health  services,  al- 
though advocated  to  achieve  economic, 
administrative,  and  health  care  efficiencies, 
is  perhaps  politically  unfeasible  at  this 
point  in  time.82  In  most  states  the  force 
of  tradition  and  the  strong  urge  for  self- 
determination  by  people  in  local  areas  can 
be  expected  to  force  some  compromise 
with  pressures  for  centralization. 

The  type  of  compromise  possible  re- 
sulting in  practice  might  be  described  as 
follows:  While  still  playing  an  expanded 

and  more  active  role  than  in  the  past,  the 
state  health  department,  or  other  desig- 
nated state  agency,  would  share  authority 
with  a limited  number  of  regional  health 
agencies  created  throughout  the  state. 
These  regional  agencies  would  be  derived 
from  a consolidation  of  local  responsibilities 
to  encompass  wider  territorial  limits  to 
serve  as  both  more  economical  and  more 
functional  platforms  for  the  organization 
and  delivery  of  health  services.  Admin- 
istered by  councils  broadly  representative 
of  the  health  agencies  and  public,  each 
regional  council  would  possess  broad  lati- 
tude for  the  planning  and  the  conduct  of 
health  programs  within  its  confines.  In 
addition  to  laying  down  general  guidelines, 
the  state  health  department’s  principal 
functions  in  relation  to  the  regional  agencies 
would  involve  the  resolution  of  competing 
claims  and  coordination  of  plans  for  the 


preparation  of  an  over-all  integrated  state 
plan. 

This  point  of  view  is  generally  consistent 
with  the  American  Hospital  Association 
testimony  before  the  House  Interstate  and 
Foreign  Commerce  Committee  on  May  4, 
1967.  The  statement  said,  in  part,  “The 
American  Hospital  Association  supported 
the  Comprehensive  Health  Planning 
Amendments  of  1966.  . . we  have,  how- 
ever, become  increasingly  concerned  with 
the  vagueness  of  the  language  of  the  act  in 
respect  to  planning  activities.  . . we  believe 
that  planning  for  health  facilities  and 
services  will  be  more  effective  if  it  is  per- 
formed by  local  groups.”83  The  American 
Hospital  Association  also  urged  that  the 
1966  law  be  amended  so  as  to  require  the 
states  to  use  voluntary  regional  or  area- 
wide health  facility  planning  organizations 
within  the  state  which  have  demonstrated 
their  confidence. 

A state-regional  scheme  closely  similar 
to  the  model  just  described  is  already  un- 
folding in  New  York  State.  In  recent 
years,  the  State  has  been  delineated  into 
seven  major  health  regions  and  the  power 
of  the  health  department  has  been  vastly 
strengthened  through  the  transfer  of  re- 
sponsibilities previously  lodged  in  other 
agencies  and  the  creation  of  new  responsi- 
bility.84 Although  focusing  entirely  on 
hospital  and  related  facility  planning  to 
date,  it  seems  probable  that  under  the 
Comprehensive  Health  Planning  Act,  the 
councils  will  begin  planning  for  comprehen- 
sive health  services.*  In  cognizance  of 
their  highly  specialized  problems,  some 
regions,  namely,  Rochester  and  Syracuse, 
are  currently  exploring  a number  of  ar- 
rangements for  the  handing  of  planning 
authority  to  metropolitan  councils  within 
their  area.  To  avoid  problems  arising 
from  noncoordination,  all  metropolitan  area 
plans  will,  no  doubt,  be  required  to  meet 
with  the  approval  of  parent  regional  bodies. 

Considering  the  importance  of  hospitals 
with  regard  to  problems  involving  medical 
costs  and  delivery  of  health  services,  it  is 
essential  that  hospital  planning  be  closely 

* To  obtain  the  approval  of  the  state  planning  agency, 
however,  the  hospital  planning  councils  will  have  to  open 
membership  on  their  boards  of  directors  to  meet  require- 
ments calling  for  a majority  of  consumers  and  adequate 
representation  of  the  major  public  and  voluntary  agencies, 
organizations,  and  institutions  active  in  the  provision  of 
somatic,  mental,  and  environmental  health  services.  Up  to 
now,  the  hospital  councils  have  been  dominated  by  hospital 
interests. 
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related  to  comprehensive  health  planning, 
the  closer  the  relationship  the  better.  It 
is  significant  in  this  context  that  the  1967 
amendments  to  the  Comprehensive  Health 
Planning  Act  call  on  state  planning  agencies 
to  assist  “each  health  care  facility  in  the 
state  to  develop  a program  for  capital  ex- 
penditures for  replacement,  modernization, 
and  expansion  which  is  consistent  with  an 
over-all  state  plan.  . . ” (Public  Law  90- 
174). 

Chances  are  the  pattern  unfolding  in  New 
York  State  will  be  developed  elsewhere.10'42 
Starting  from  the  most  basic  level  and 
working  up  the  complete  pattern  involves: 
(1)  local  planning  in  major  metropolitan 
areas;  (2)  coordination  of  metropolitan 
plans  within  a comprehensive  regional  con- 
text and  planning  on  a regional  basis  for 
services  transcending  local  areas;  (3)  state 
level  coordination  of  regional  plans  by  a 
responsible  state  agency  such  as  the  health 
department;  (4)  executive  office  allocation 
of  resources  in  relation  to  social  and  political 
goals;  and  (5)  Federal  financing  and  accom- 
panying general  guidelines  for  the  shaping 
and  pursuit  of  large-scale  national  objec- 
tives. 

Promise  and  potential  aside,  the  com- 
prehensive health  planning  program  still 
needs  to  overcome  a number  of  problems  if 
it  is  to  meet  with  any  meaningful  success. 
A particularly  thorny  problem  involves  the 
issue  of  how  other  types  of  health  planning, 
for  example,  the  regional  medical  programs, 
Hill-Burton,  model  cities,  and  mental 
health,  will  relate  to  and  be  coordinated 
with  comprehensive  health  planning  both 
at  national  and  state  levels.  With  each 
program  going  its  separate  way,  it  is  hard 
to  conceive  of  comprehensive  health 
planning  as  a real  force.  The  problem  is 
especially  severe  in  the  case  of  the  regional 
medical  programs  which  is  steering  the 
medical  schools  and  large  medical  centers 
on  a course  separate  from  state  health 
planning  and  outside  the  scope  of  normal 
public-accountability  controls.  Without 
the  integral  involvement  of  major  medical 
centers  with  all  other  forms  of  health 
activity,  it  is  hard  to  imagine  how  compre- 
hensive health  planning  can  engage  in  truly 
comprehensive  planning,  let  alone  restruc- 
ture health  services  more  efficiently  and 
effectively. 

Even  at  the  categorical  program  level  it 


is  hard  to  imagine  how  the  nation  can 
launch  any  effective  attack  on  specific 
disease  problems  unless  the  efforts  now 
spread  over  a number  of  agencies  are  co- 
ordinated. We  understand,  for  example, 
that  support  for  cancer  projects  can  now 
he  obtained  from  at  least  five  separate 
Federal  agencies.  Although  the  Surgeon 
General  has  issued  an  appeal  for  better 
working  relationships  among  programs, 
there  continues  to  be  little  sharing  of  infor- 
mation with  regard  to  the  funding  of  pro- 
grams and  program  activities.  Containing 
neither  specific  directions  nor  force,  the 
appeal  must  be  considered  a generalized 
exhortation  for  cooperation  and  nothing 
more.  Without  congressional  action  the 
prospects  for  close  cooperation  appear  dim, 
for  each  program  possesses  a separate 
authorization  and  separate  mandate.  As 
things  stand  now  there  is  no  way  that  the 
comprehensive  health  planning  program 
can  impose  its  conclusions  or  recommenda- 
tions on  other  related  programs.85 

Another  problem  involves  the  wisdom  of 
working  through  the  states.  Because  of 
variations  in  resources  and  differences  in 
attitudes  toward  planning  and  social 
change,  a consequence  of  this  policy  may 
be  unevenness  in  implementation  and  in 
progress  toward  the  attainment  of  com- 
prehensive health-planning  goals.  In  the 
main,  the  history  of  previous  Federal-state 
ventures  in  the  health  field  provides  room 
for  significant  improvement. 

It  may  be  argued,  nevertheless,  that  the 
introduction  of  the  Comprehensive  Health 
Planning  Act  comes  at  a time  when  the 
states  are  becoming  increasingly  aware  of 
the  need  to  modernize  their  governmental 
and  administrative  machinery.  They  rec- 
ognize more  than  ever  before  that  continued 
inability  or  unwillingness  on  their  part  to 
meet  population  needs  and  demands  can 
lead  only  to  a further  erosion  of  their  powers 
and  prerogatives.  Whether  in  the  field  of 
civil  rights,  education,  transportation,  hous- 
ing, or  health,  the  message  is  clear:  If  the 

states  are  not  up  to  doing  the  job  that 
needs  to  be  done,  either  the  Federal  govern- 
ment will  do  it  alone  or  work  through  new 
organizational  and  administrative  relations 
such  as  the  Heart  Disease,  Cancer,  and 
Stroke  Act.86 

This  heightened  awareness  of  the  con- 
sequences of  standing  pat  no  doubt  will 
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serve  as  a powerful  spur  to  earlier  and 
more  effective  action.87 

A far  more  serious  problem  facing  com- 
prehensive health  planning  involves  the 
congressional  prohibition  against  action 
detrimental  to  the  status  quo  of  medical 
practice.  Public  Law  89-749  calls  on  the 
program  “to  assure  comprehensive  health 
services  of  high  quality  for  every  person, 
but  without  interference  with  existing 
patterns  of  private  professional  practice  of 
medicine,  dentistry,  and  related  healing 
arts.”  The  task  of  providing  comprehen- 
sive health  care  of  high  quality  within  a 
health  services  structure  characterized  by 
grossly  fragmentated  patient  care  services, 
a multiple  of  competing  institutions,  and 
general  social  and  administrative  dis- 
organization taxes  the  imagination.  In  this 
regard,  the  comprehensive  health  planning 
program,  like  the  regional  medical  pro- 
grams which  have  a similar  prohibition, 
faces  a difficult  challenge. 

Comment 

The  problems  impinging  on  both  the 
comprehensive  health  planning  and  the 
regional  medical  programs  are  formidable 
indeed.  Conceivably,  they  could  result  in 
a situation  in  which,  all  the  millenium-is- 
here  rhetoric  aside,  planning  and  region- 
alism become  sterile  concepts,  devoid  of 
purposeful  action,  empty  rationalizations 
for  the  preservation  of  the  status  quo. 

Quite  possibly,  and  more  realistically,  the 
biggest  gains  from  these  programs  may  lie 
not  so  much  in  the  present  as  in  the 
future.  The  new  cooperative  relationships 
being  forged  and  the  accumulation  of 
factual  documentation  concerning  the 
nation’s  health  care  problems  may  combine 
to  form  a particularly  volatile  brand  of 
dynamite  for  effective  social  action  and 
structural  change  in  the  organization, 
financing,  and  delivery  of  health  services. 

Insofar  as  the  two  programs  achieve  any 
success  in  advancing  the  goal  of  compre- 
hensive-regional health  planning  and 
change,  it  is  our  expectation  that  the  com- 
prehensive health  planning  program  will 
do  far  more  than  the  regional  medical  pro- 
grams. There  are  at  least  two  significant 
differences  between  the  programs  which 
lead  us  to  this  prognostication. 

First,  the  comprehensive  health  planning 


program  is  politically  less  radical  and  more 
consistent  with  traditional  intergovern- 
mental relations  than  the  regional  medical 
programs.  Comprehensive  health  planning 
is  clearly  designed  to  strengthen  state 
government  at  a point  in  time  when  state 
government  is  undergoing  a renaissance, 
whereas  the  regional  medical  programs 
may  actually  constitute  a threat  to 
state  government.  Moreover,  comprehen- 
sive health  planning  expresses  faith  in  the 
democratic  political  process  with  its  con- 
sumer governing  boards  in  contrast  to  the 
distrust  expressed  by  the  medical  school- 
oriented  regional  medical  programs.  Some 
measure  of  this  distrust  is  provided  by  the 
enthusiasm  with  which  ranking  officials  of 
the  regional  medical  programs  have  wel- 
comed the  establishment  of  nonprofit 
corporations  and  authorities  which  circum- 
vent governmental  and  citizen  involve- 
ment.61 Because  it  seeks  to  work  within 
the  established  framework  of  state-local 
political  institutions,  comprehensive  health 
planning  is  inherently  more  responsive  and 
accountable  to  public  needs  than  the 
regional  medical  programs  which  seek  to 
operate  outside  of  established  political 
institutions.  On  grounds  of  sheer  political 
pragmatism,  it  seems  to  us  that,  because  it 
is  more  compatible  with  the  prevailing 
spirit  of  intergovernmental  relations  and 
more  realistically  attuned  to  the  realities  of 
political  power,  the  comprehensive  health 
planning  program  stands  a far  better  chance 
of  being  accepted  and  assimilated  into  the 
mainstream  of  American  life  than  do  the 
regional  medical  programs. 

The  second  distinction  involves  control 
over  planning  at  the  local  level.  In  the 
case  of  comprehensive  health  planning, 
majority  control  over  policy  is  placed  in 
the  hands  of  consumers  and  the  public. 
In  comparison,  control  in  the  regional 
medical  programs  remains  firmly  with  the 
health  professionals  and  providers  of  care, 
with  the  public  relegated  in  most  cases  to 
a small  minority  position.  The  minority 
role  assigned  the  public  in  the  regional 
medical  programs  occurs  at  a time  when 
health  is  being  drawn  more  closely  into 
the  sphere  of  politics  and  political  action. 
Since  the  1960  presidential  election,  health 
has  been  a major  and  growing  issue  in 
national  politics.  Hitherto  the  professional 
health  individuals  had  had  an  almost  exclu- 


September  1,  1969  / New  York  State  Journal  of  Medicine  2367 


sive  voice  in  deciding  health  policy.  We 
believe  that  such  one-sided  influence  is  on 
the  wane.  More  and  more  the  public  will 
decide  what  is  in  the  public  interest. 
There  is  a growing  convergence  among  the 
public  with  regard  to  health  care.  What 
they  want  is  greater  equality  of  access  to 
high  quality  and  comprehensive  health 
services,  the  very  goal  contained  in  the 
preamble  of  the  Comprehensive  Health 
Planning  Act.  The  increased  political  in- 
volvement of  the  public  in  health  affairs 
and  the  growing  public  convergence  on 
health  care  goals  is  bound  to  exercise  an 
important  influence  on  the  future  of  health 
planning.  Unless  they  become  more  at- 
tuned to  the  social  and  political  changes 
now  taking  place  in  American  society,  we 
are  doubtful  that  the  regional  medical  pro- 
grams can  ever  accomplish  much  in  the 
way  of  meeting  the  nation’s  important 
health  care  problems  which  are  more  socio- 
political than  biomedical  in  nature.  In  this 
regard  we  find  interesting  the  strong  rumors 
that  transformation  of  the  regional  medical 
programs  into  a research  and  development 
arm  of  comprehensive  health  planning  is  a 
possible  consequence  of  the  recent  re- 
organization of  the  Public  Health  Service. 

Summary 

In  this  report  we  have  attempted  to 
determine  whether  the  emphasis  now  being 
given  to  health  planning  in  the  United 
States  marks  a new  departure  in  public 
policy.  On  the  premise  that  understanding 
of  the  present  and  the  future  may  be  im- 
proved by  a knowledge  of  the  past,  the 
development  of  health  planning  in  the 
United  States  was  described  briefly,  along 
with  selected  milestones  in  such  other  areas 
of  planning  as  housing,  transportation, 
recreation,  and  economic  and  social  devel- 
opment. 

The  popular  rhetoric  portraying  health 
planning  as  revolutionary  notwithstanding, 
when  looked  at  in  the  light  of  the  past, 
health  planning  does  not  appear  to  be  any- 
thing new  or  radical.  Rather  it  emerges  as 
a logical  extension  of  a gradual  evolutionary 
series  of  adjustments  to  the  growing  com- 
plexities of  industrial  and  urban  develop- 
ment. 

The  significance  for  planning  of  new 
Federal  legislation  dealing  with  the  financ- 


ing of  the  cost  of  medical  care,  notably, 
Medicare  and  Medicaid,  was  discussed. 
Because  of  their  more  direct  connection 
with  health  planning,  particular  attention 
was  given  to  an  examination  of  the  leading 
issues  and  future  prospects  of  the  Heart 
Disease,  Cancer,  and  Stroke  Act  and  the 
Comprehensive  Health  Planning  Act. 

The  two  programs  are  now  seen  as  some- 
what conflicting  and  duplicating  one 
another,  and  we  question  whether  health 
planning  can  emerge  as  a viable  force  in 
the  United  States  unless  they  are  more 
systematically  coordinated.  As  to  which 
approach  will  eventually  prevail  and  domi- 
nate, we  conclude  that,  because  it  is  more 
in  step  with  contemporary  political  and 
social  trends  in  American  life,  the  path  of 
health  planning  will  be  more  likely  to 
follow  the  approach  contained  in  the 
comprehensive  health  planning  program. 
Within  the  framework  of  comprehensive 
health  planning  and  the  larger  spirit  of 
creative  federalism,  the  states  have  a 
major  planning  role.  Recent  develop- 
ments leading  to  the  creation  of  a decen- 
tralized compulsory  planning  system  in 
New  York  or  as  recommended  by  the  Barr 
report  are  described  as  a practical  pattern 
that  states  may  be  inclined  to  follow  in  the 
reassertion  of  historic  leadership  responsi- 
bilities encouraged  by  current  policies  in 
intergovernmental  affairs. 
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It  is  strange  how  one  can  carry  in  his 
brain  an  idealized  image  for  almost  a life- 
time. The  Pasteur  Institute  could  be 
considered  as  a medieval  religious  com- 
munity in  which  men  submerged  their  am- 
bitions and  personal  interests  for  the  good 
of  the  world.  This  community  was  com- 
pletely devoted  to  science  and  eschewed 
politics,  religion,  personal  pleasures,  and 
the  rewards  that  tempt  most  men.  If 
news  came  of  an  epidemic  in  China  or 
Peru,  a scientific  missionary  would  pick  up 
his  microscope  and  test  tubes  and  bring 
hope,  knowledge,  and  restoration  of  health 
to  that  far-off  community.1  It  is  doubtful 
if  these  conditions  prevailed  even  during 
Pasteur’s  lifetime.  After  Pasteur’s  death, 
the  mantle  of  leadership  fell  on  the  shoul- 
ders of  Prof.  Elie  Metchnikoff.  How  he 
met  this  challenge  is  the  subject  of  this 
essay. 

Early  background 

In  an  interview  after  he  received  the 
Nobel  Prize  in  1903,  Metchnikoff  summed 
up  his  background  with  these  words: 

I was  bom  in  1845  in  the  province  of  Kharkov. 
I am  a little  Russian,  a son  of  the  Steppe.  My 
father  was  an  officer  of  the  Guards  who  later 
became  a General.  My  mother  was  a Jewess. 
I ascribe  my  love  of  science  to  my  descent  from 


the  Jewish  race.  I studied  natural  science  at 
the  Gymnasium  at  the  University  of  Russia. 
Later  I studied  zoology  and  biology  in  Germany 
and  Italy.  I was  a professor  in  St.  Petersburg 
and  Odessa.  After  the  assassination  of  Alex- 
ander II,  I found  it  was  impossible  to  do  any 
serious  work  at  the  University  because  of  the 
political  tendencies  that  crowded  out  the  desire 
for  study  among  the  youth.  Soon  the  Russian 
universities  had  no  serious  professors,  and  some 
of  the  best  in  Russia  who  could  achieve  much 
for  the  fatherland  were  lost  to  Russia.  I am 
speaking  of  the  Russian  Jews.  The  Russians 
have  the  mind,  but  the  Russian  Jews  have,  in 
addition  to  that,  the  vivacity  and  energy  to  a 
remarkable  degree.  Russia  has  lost  many  great 
talents  by  persecuting  the  Jews.  Professor 
Minkowski,  the  great  mathematician,  was  a 
Russian  Jew  who  had  to  leave  Russia  simply 
because  he  was  a Jew.  The  same  is  true  of  the 
other  Minkowski.  My  own  assistants,  Bezredka 
and  Weinberg,  are  men  of  gi'eat  talent,  and  I 
am  sure  that  they  will  be  shining  fights  in  the 
scientific  world.  But  as  they  are  Jews  they 
could  not  develop  in  Russia  and  Russia  has 
lost  them.2 

He  apparently  had  an  exalted  opinion  of 
Russian  Jews.  Such  statements  of  Metch- 
nikoff have  caused  some  authors  to  classify 
him  as  a Jew  or  at  least  a half-Jew.3,4 
One  author  considers  him  a Jew  because  he 
was  the  only  one  of  the  Nobel  laureates  who 
called  attention  to  his  partial  Jewish 
heritage,  but  this,  of  course,  was  wishful 
thinking. 3 

Of  his  early  fife  little  need  be  said  except 
that  his  father  left  the  upbringing  of  the 
children  entirely  to  his  mother.  She 
brought  up  Elie  in  the  Russian  Orthodox 
faith.  However,  there  is  evidence  that  he 
leaned  toward  atheism  in  1856  while  at- 
tending the  lycee.  Later  he  spent  several 
uninspiring  years  at  the  University  of 
Kharkov.  While  doing  some  postgraduate 
work  under  the  celebrated  zoologist  Leuc- 
kart  at  Giessen,  a minor  tempest  occurred 
in  an  academic  teapot  when  Leuckart  pub- 
lished some  work  which  Metchnikoff  be- 
lieved was  his  own.  He  thereupon  pub- 
lished a statement  of  his  own  findings  in  a 
rival  journal.5  Could  he  have  overvalued 
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his  own  contribution  in  some  combined  re- 
search? 

Darwin’s  evolutionary  theory  intrigued 
Elie,  and  his  research  confirmed  the  idea 
that  “ontogeny  recapitulates  phylogeny.” 
Through  his  early  research  in  Naples  in 
the  1860s,  Metchnikoff  was  able  to  show 
that  the  development  of  lower  animals  takes 
place  on  the  same  plan  and  follows  the 
same  laws  as  that  of  higher  animals. 
Following  these  researches,  he  studied 
briefly  under  several  famous  German  anat- 
omists, but  he  could  not  stand  their  pa- 
tronizing manner  and  moved  from  one  to  the 
other  without  any  tangible  accomplish- 
ment.5 

The  teacher 

After  three  years  of  research  abroad  he 
returned  to  Russia  where  he  applied  for  the 
post  of  docent  at  the  University  of  Odessa. 
It  was  1867  and  Elie  was  twenty-two  years 
old.  Olga  Metchnikoff,  his  second  wife 
and  biographer,  noted  that  he  was  at  that 
time  impulsive,  fiery,  and  lacked  self  con- 
trol. These  traits  immediately  brought 
him  into  conflict  with  his  superiors.  For 
a short  period  he  did  work  at  St.  Peters- 
burg, but  his  studies  were  on  the  whole  un- 
rewarding except  for  the  fact  that  here  he 
met  his  first  wife,  Ludmilla.  She  became 
very  ill  even  before  they  were  married  and 
had  to  be  carried  to  the  church  in  a chair  for 
the  ceremony.  Within  a few  months  it 
was  evident  that  she  was  suffering  from 
pulmonary  tuberculosis.  This  was  a de- 
pressing period  for  Metchnikoff,  one  of  the 
many  he  was  destined  to  have.  He  be- 
lieved that  the  “disharmonies”  of  human 
nature  must  inevitably  end  with  a general 
decadence  of  humanity.  On  April  20, 
1873,  Ludmilla  Metchnikoff  died,  and  his 
depression  became  more  profound.  At- 
tempting suicide,  he  took  a large  dose  of 
morphine  by  mouth  which  caused  vomiting 
but  also  a feeling  of  extraordinary  comfort. 
He  then  took  a hot  bath  and  walked  out 
into  the  cold  of  a Russian  winter  hoping  to 
contract  pneumonia.  Walking  back  to 
his  rooms,  he  noticed  some  insects  flying 
about  a lantern,  and  this  kindled  a desire 
to  fit  them  into  his  scheme  of  research.6 

In  February,  1875,  he  married  his  second 
wife,  Olga,  who  was  one  of  his  students, 
little  more  than  a girl  at  the  time.  From 


1873  to  1882  he  taught  at  the  University  of 
Odessa.  Olga  Metchnikoff  stated  that 
Elie  was  on  excellent  terms  with  the  stu- 
dents although  he  made  no  bid  for  popu- 
larity with  them. 

Throughout  this  period  there  was  severe 
discipline  of  both  students  and  faculty  at 
the  University  of  Odessa  and  indeed  in  all 
Russian  universities.  The  reactionary 
power  structure,  both  at  the  university  and 
in  the  government  at  Moscow,  adopted  a 
series  of  repressive  measures  to  counteract 
student  unrest  and  to  avert  treason  among 
the  staff.  On  March  1,  1881,  the  blow 
fell.  Czar  Alexander  II  was  assassinated 
by  an  anarchist’s  bomb,  and  the  authorities 
began  a series  of  persecutions  directed 
especially  against  the  liberal  university 
professors.  Metchnikoff  felt  obliged  to 
resign  his  chair.  In  a fit  of  despondency 
following  his  resignation  and  official  dis- 
grace, he  again  attempted  suicide,  this 
time  by  self  innoculation  of  blood  from  a , 
case  of  relapsing  fever.  The  disease  de- 
veloped with  symptoms  of  intense  jaundice 
and  even  semicoma,  but  he  recovered  and 
during  his  convalescence  again  experienced 
the  joy  of  living,  although  a temporary 
choroiditis  developed  as  a sequel.5 

Phagocyte  theory 

In  1882  Metchnikoff  went  to  Messina  to 
continue  his  research  on  the  shores  of  the 
Mediterranean  and  took  along  his  wife’s 
siblings.  In  this  context  the  greatest 
scientific  event  in  Metchnikoff’s  life  oc- 
curred, the  birth  of  the  phagocyte  theory.6 

I was  resting  from  the  shock  of  events  which 
provoked  my  resignation  from  the  University 
and  indulging  enthusiastically  in  researches 
in  the  splendid  setting  of  the  Straits  of 
Messina.  One  day  while  the  whole  family 
had  gone  to  a circus  to  see  some  extraordinary 
performing  apes,  I remained  alone  with  my 
microscope,  observing  the  life  in  the  motile 
cells  of  a transparent  starfish  larva,  when  a 
new  thought  suddenly  flashed  across  my  brain. 

It  struck  me  that  similar  cells  might  serve 
in  the  defense  of  the  organism  against  in- 
truders ...  I said  to  myself  that  if  my  sup- 
position was  true,  a splinter  introduced  into 
the  body  of  the  starfish  larva  devoid  of  blood 
vessels  or  of  a nervous  system  should  soon 
be  surrounded  by  motile  cells  as  is  observed 
in  a man  who  runs  a splinter  into  his  finger  . . . 

I fetched  from  it  (a  little  tree)  a few  little 
thorns  and  introduced  them  at  once  under 
the  skin  of  some  beautiful  starfish  larva  as 


2372  New  York  State  Journal  of  Medicine  / September  1,  1969 


transparent  as  water.  I was  too  excited  to 
sleep  that  night,  in  the  expectation  of  the 
result  of  my  experiment,  and  very  early  the 
next  morning  I ascertained  that  it  had  fully 
succeeded.  This  experiment  formed  the  basis 
of  the  phagocyte  theory  to  the  development 
of  which  I devoted  the  next  twenty-five 
years  of  my  life.6 

Olga  Metchnikoff  claims  that  from  that 
moment  onward  his  depressions  vanished, 
and  his  ideas  toward  optimism  became 
noticeable. 

By  discovering  the  phagocytic  reaction  of 
the  organism,  he  made  a first  breach  in  the 
philosophy  of  human  nature,  hitherto  so 
pessimistic  he  discovered  within  it  a salutary 
element  which  could  be  utilized  by  science 
to  combat  its  discords.6 

Nevertheless  morbid  ideas  continued  to 
occur  throughout  much  of  his  later  work. 

In  mammals  he  found  that  the  activity 
of  phagocytes  varied  with  the  virulence  of 
bacteria;  phagocytes  apparently  did  not 
attack  virulent  bacteria,  but  they  rapidly 
digested  attenuated  bacteria.  He  found 
an  active  phagocytosis  in  vaccinated  ani- 
mals. Reasoning  that  the  phagocyte  be- 
came “accustomed”  through  vaccination 
of  the  animal  to  attack  more  and  more 
virulent  bacteria,  he  inferred  that  immunity 
could  be  considered  a matter  of  “habit” 
for  the  phagocytes.7 

Work  at  Pasteur  Institute 

Metchnikoff  decided  to  leave  Russia 
permanently  because  of  opposition  by  the 
constituted  authorities  to  practitioners  of 
pure  science.  He  decided  on  France  and 
went  to  visit  Pasteur  in  his  institute  where 
he  was  immediately  offered  a laboratory  of 
his  own.  He  settled  in  Paris  on  October 
15,  1888.  Duclaux  and  Emile  Roux  be- 
came Metchnikoff’s  closest  friends.  His 
early  life  in  France  was  devoted  to  strength- 
ening, developing,  and  defending  the 
phagocyte  theory.  Attacks  and  objections 
to  his  theory  flew  thick  and  fast,  and  he 
had  to  try  to  overcome  them.  Emil  von 
Behring’s  discovery  of  antitoxins  in  serum 
required  that  the  respective  parts  played  by 
antitoxins  and  the  phagocytes  should  be 
clarified.  Metchnikoff  hit  on  an  ingenious 
explanation  that  the  phagocytes  probably 
elaborate  the  antitoxins  as  a product  of 
their  digestion  of  vaccinal  toxins,  and  then 
these  antitoxins  transude  into  the  serum. 


Olga  Metchnikoff*  said:  “These  results 

having  been  established,  it  seemed  as  if  the 
last  rampart  of  the  humoral  theory  had 
been  taken  by  storm.”  It  seems  that  all 
during  this  period  all  of  Metchnikoff’s 
work  and  the  work  of  most  of  the  institute 
members  was  involved  in  defending  the 
phagocyte  theory. 

In  1892  cholera  appeared  in  France,  and 
Metchnikoff  experimented  with  cholera 
vibrios  hoping  to  produce  a vaccine  against 
the  disease.  Because  of  the  unexplained 
death  of  a volunteer,  he  resolved  never 
again  to  experiment  on  human  beings. 
In  spite  of  numerous  researches  on  the 
prevention  of  cholera  in  animals,  these 
were  not  conclusive  enough  to  warrant  ap- 
plication to  human  subjects.8 

It  is  strange  that  the  biography  of  Elie 
Metchnikoff  by  his  wife,  Olga,5  although  it 
contains  many  intimate  and  often  trivial 
details,  contains  no  mention  of  Waldemar 
Haffkine.  We  have  collateral  evidence  of 
how  much  Metchnikoff  helped  Haffkine 
while  the  latter  was  a student  in  Odessa, 9’ 10 
and  how  he  secured  a place  for  Haffkine  at 
the  Pasteur  Institute,  albeit  for  only  a short 
period.11  Apparently  after  Haffkine  left 
the  Pasteur  Institute  for  India  to  do  his 
own  work  on  cholera  and  plague,  he  was 
considered  an  upstart.  There  is  evidence 
that  there  were  strained  relations  between 
Haffkine  and  the  Pasteur  Institute  and  also 
Metchnikoff  who  became  chief  after  Pasteur 
died  in  1895.  In  a letter  written  by  P.  L. 
Simonds,  M.D.,  to  Emile  Roux,  Metchni- 
koff’s associate  at  the  Pasteur  Institute, 
Simonds  stated  that  Haffkine’s  immuni- 
zation against  plague  lasted  for  only  a few 
days  and  gave  serious  side-effects.  In  a later 
letter  he  again  made  unfavorable  comments 
about  Haffkine’s  vaccine  and  uncompli- 
mentary remarks  about  Haffkine  personally 
and  about  the  attitude  of  British  officials 
in  India  toward  the  representatives  of  the 
Pasteur  Institute: 

My  conversations  have  confirmed  me  in 
the  opinion  that  an  order  has  been  given  at 
a high  government  level  to  do  nothing  in 
favor  of  sex'a  from  the  Pasteur  Institute 
but  rather  to  favor  everything  which  comes 
from  other  countries.  There  is  the  secret 
of  the  support  which  has  been  given  to 
Haffkine.12 

This  is  merely  another  example  of  the 
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common  observation  that  when  politics  is 
mixed  with  medicine  it  is  an  adulterant. 

Geriatric  theory 

Metchnikoff  believed  that  the  wandering 
macrophage,  that  is,  the  large  phagocyte, 
also  digests  the  weakened  cells  of  the  ani- 
mal. Thus  he  believed  that  the  weaken- 
ing of  the  cells  caused  them  to  be  digested 
by  macrophages  resulting  in  atrophy  of 
the  organs  containing  them.  As  a corollary 
his  thoughts  turned  to  the  causes  of  old 
age,  and  he  became  one  of  the  early  investi- 
gators of  the  geriatric  process. 1 3 

In  Metchnikoff’s  day,  as  in  our  own,  the 
three  chief  evils  which  beset  mankind  were 
disease,  old  age,  and  death.  Metchnikoff 
thought  of  old  age  as  a pathologic  phenom- 
enon. He  believed  that  wrinkles  of  the 
skin,  weakness  of  the  muscles,  and  fragility 
of  bones  were  caused  by  the  destruction  of 
weakened  or  poisoned  cells  which  could  not 
defend  themselves  against  phagocytes.  He 
further  believed  that  all  of  these  effects 
were  initiated  by  the  microorganisms  in 
the  colon,  which  he  identified  as  the  source 
of  the  slow  poisoning  of  the  cells  which  were 
subsequently  to  be  devoured.  He  be- 
lieved that  the  lack  of  harmony  in  the 
human  being,  which  was  inherent  in  the 
nature  of  man,  was  due  to  our  inheritance 
from  our  animal  ancestors  of  a whole  series 
of  useless  organs,  such  as  the  nuciform 
sac  in  Bernard  Shaw’s  The  Doctor's  Di- 
lemma. Chief  among  these  useless  organs 
was  the  large  intestine  which,  under  the 
conditions  of  human  life,  had  no  value  and 
actually  was  the  source  of  slow  continuous 
poisoning.13 

How  could  this  process  be  reversed? 
One  way  was  to  transform  the  intestinal 
flora  into  a cultivated  flora  by  the  introduc- 
tion of  useful  bacteria.  Another  was  to 
cure  infectious  diseases  and  alcoholism 
which,  as  the  theory  read,  also  caused  pre- 
mature senility.  By  such  means  Metchni- 
koff believed  that  life  could  be  greatly  pro- 
longed and  the  chief  causes  of  senility 
minimized. 13 

In  1908  Metchnikoff  received  the  Nobel 
Prize  for  his  research  in  immunity,  sharing 
it  with  Paul  Ehrlich.  Meanwhile  Metch- 
nikoff" was  occupied  with  his  research  on 
the  intestinal  flora.  He  attempted  to 
counteract  the  effects  of  these  flora  (putre- 


faction in  the  intestines)  by  implanting  the 
lactic  acid  bacillus  in  sour  milk.  In  1912 
Metchnikoff  compromised  himself  when  he 
recommended  a protege  of  his  to  a manu- 
facturer of  sour  milk.  In  addition,  he 
allowed  the  manufacturer  to  use  a phrase 
on  his  product:  “Sole  provider  of  Professor 
Metchnikoff.”  For  this,  he  was  attacked 
unmercifully  in  the  press.5  In  addition  he 
advised  some  of  his  friends  to  invest  in  an 
industrial  process  which  unfortunately  was 
not  successful.  This  sequence  of  events 
distressed  him  and  he  became  depressed.  ’ 

On  October  19,  1913,  he  had  an  attack 
of  pain  in  the  chest  which,  although  very 
severe,  did  not  keep  him  from  work  the 
next  day.  An  analysis  of  his  notes  re- 
veals that  this  was  at  the  very  least  an 
attack  of  coronary  insufficiency.  In  his 
notes  he  also  spoke  of  a frequent  cardiac 
intermittence  which  probably  signified  ex- 
trasystoles or  another  type  of  arrhythmia.5 
When  World  War  I erupted  in  1914,  the 
Pasteur  Institute  was  deserted.  Nearly 
all  the  investigators  and  students  were 
mobilized.  The  animals  had  to  be  killed 
for  fear  that  they  could  not  be  fed.  In 
May,  1915,  Metchnikoff  reached  his  sev- 
entieth year  and  the  Pasteur  Institute 
celebrated  his  jubilee.  Toward  the  end  of 
1915  he  contracted  a respiratory  infection 
which  became  worse.  By  December  12, 1915, 
he  was  in  cardiac  failure,  and  almost  every 
night  shortness  of  breath  would  develop. 
On  January  19,  1916,  a right  pleural  effu- 
sion developed  which  necessitated  three 
thoracenteses.  Tachycardia,  oliguria, 
edema  of  the  legs,  and  hemoptyses  super- 
vened, and  he  died  on  July  15,  1916.5 

Evaluation 

That  Metchnikoff  was  a capable  scien- 
tist, although  not  a great  one,  can  be  ad- 
duced from  His  biography.  However,  his 
role  as  one  of  the  benefactors  of  mankind 
is  open  to  debate.  Metchnikoff  speaks  of 
his  pessimism  in  His  early  life.  His  biog- 
rapher admits  to  at  least  three  attempts 
at  suicide.  Surely  this  is  more  than  pes- 
simism. It  must  be  considered  that 
Metchnikoff  had  several  severe  mental 
depressions.  That  lie  was  able  to  perform 
such  prodigious  amounts  of'  research  was 
probably  the  effect  of  (lie  manic  phase 
which  often  follows  periods  of  depression. 
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His  books  are  permeated  with  pessimistic 
thoughts,  yet  both  the  Prolongation  of  Life 
and  the  Nature  of  Man  are  subtitled  as 
optimistic  studies. 14  They  were  probably 
actually  written  in  the  manic  phase  of  the 
disease.  In  the  Prolongation  of  Life  a 
section  of  one  of  the  chapters  is  certainly 
autobiographical,  although  he  tried  to  dis- 
guise this  fact.16  Many  of  the  metaphors 
used  in  this  chapter  are  exactly  those 
which  Olga  Metchnikoff  later  used  in  her 
biography.  He  stated  that  his  parents 
were  of  good  health  and  lived  in  the  coun- 
try. Actually  he  was  brought  up  by  his 
mother  for  whom  he  had  a close  attach- 
ment throughout  her  lifetime.  He  speaks 
of  his  ambition  to  become  a distinguished 
investigator  and  about  a wish  to  succeed 
quickly  because  he  thought  of  himself  as 
highly  talented.  He  thought  it  was  the 
duty  of  his  superiors  to  aid  in  his  develop- 
ment; and  when  he  was  met  with  the  usual 
indifference,  he  believed  that  there  was  a 
plot  against  him.  In  this  way  many 
quarrels  and  difficulties  arose,  exactly  as 
mentioned  in  his  biography.  Failing  to 
overcome  the  problems  which  he  had 
helped  to  initiate,  he  would  fall  into  a mood 
of  pessimism.  The  least  blow  to  his  pride 
or  fancied  slight  from  a colleague  would 
cause  him  to  withdraw  into  a shell.  Both 
Metchnikoff  in  this  chapter  and  Olga 
Metchnikoff  in  her  biography  reveal  the 
devastating  effect  on  his  nerves  of  “wind 
in  the  trees  and  barking  dogs.” 

The  death  of  his  first  wife  was  a severe 
blow  which  culminated  in  his  first  major 
depression.  The  severity  of  this  depres- 
sion can  be  gauged  by  his  two  attempts  at 
suicide  shortly  thereafter.  Even  later  he 
was  driven  to  taking  morphine  when  diffi- 
culties arose.  We  can  only  surmise,  judg- 
ing from  his  own  description  of  his  charac- 
ter, that  difficulties  must  have  occurred 
frequently.  Between  the  ages  of  forty- 
five  and  fifty  he  said  a great  change  oc- 
curred in  his  attitude  toward  life;  he  be- 
came an  optimist. 16  That  this  was  a 
subjective  misconception  can  be  deduced 
from  the  definition  of  one  of  his  important 
concepts,  orthobiosis, 17  which  he  developed 
extensively  in  many  of  his  last  writings. 
He  defined  orthobiosis  as  the  development 
of  human  life  as  it  passes  through  a long 
period  of  old  age  in  active  and  vigorous 
health,  leading  to  a final  period  in  which 


a sense  of  satiety  with  life  and  a wish  for 
death  would  be  present.  He  actually 
justified  suicide  if  the  “instinct”  for  death 
arrived  and  actual  death  did  not  occur, 
scarcely  an  optimistic  notion. 

Metchnikoff  was  at  the  Pasteur  Institute 
for  approximately  twenty-eight  years;  he 
was  the  director  for  about  twenty-one 
years.  Many  great  discoveries  occurred 
during  this  time,  but  they  often  were  dis- 
covered elsewhere.  Examination  of  such 
epitomes  as  the  table  of  discoveries  in 
Garrison’s18  History  of  Medicine,  although 
admittedly  incomplete,  yields  only  few 
great  scientific  achievements  by  men  from 
the  Pasteur  Institute  during  Metchnikoff ’s 
leadership.  The  quality  of  the  Institute’s 
work  suffered  because  its  research  was  de- 
signed to  fit  into  the  mold  of  Metchnikoff’s 
interests,  first  the  phagocyte  theory  and 
later  the  intestinal  flora.  The  phagocyte 
theory  still  has  some  validity  although  not 
the  importance  attached  to  it  by  Metchni- 
koff. Little  of  permanent  value  has  re- 
sulted from  the  thousands  of  man-hours 
of  work  attempting  to  change  the  intestinal 
flora. 

I leave  to  better  psychiatrists  than  my- 
self the  evaluation  of  his  thought  of  marry- 
ing a thirteen-year-old  girl,  of  marrying  a 
woman  so  ill  that  she  had  to  be  carried  to 
church  in  a chair,  and  of  marrying  a second 
wife,  Olga,  who  was  so  young  at  the  time 
that  her  brothers  took  her  for  a sleigh 
ride  just  before  she  donned  her  wedding 
dress.3  Such  incidents  may  somehow  have 
endeared  him  to  various  popular  biogra- 
phers because  they  are  colorful.  A recent 
article  calls  him  “the  romantic  researcher,” 
but  “good  copy”  is  not  a satisfactory  sub- 
stitute for  the  balanced  account  of  a pro- 
ductive stewardship. 
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COLUMBIA  UNIVERSITY 
College  of  Physicians  & Surgeons 

ANNOUNCES  ITS  ANNUAL  POST  GRADUATE  COURSES  IN 

HYPNOSIS 

under  the  direction  of  Dr. Herbert  Spiegel 
with  guest  lecturers  Ralph  V.  August,  M.D.,  Albert  M.  Betcher,  M.D., 

Milton  E.  Erickson,  M.D.,  Lewis  Jacobs,  M.D.,  Hans  Kraus,  M.D., 

Martin  T.  Orne,  M.D.,  E.  E.  Rockey,  M.D.,  Herbert  E.  Walker,  M.D. 

Saturdays , Time:  10-1  & 2-5 

MEDICAL  HYPNOSIS  (BASIC) 

Lectures,  case  demonstrations,  practice  sessions,  movies,  slides,  and  seminars  designed  to 
present  techniques  and  theories  of  hypnosis  and  to  demonstrate  the  practical  adjunctive  uses  of 
Hypnosis  in  clinical  medicine  from  the  perspectives  of  diagnosis,  therapy,  and  research. 
Open  to  the  general  physician  and  all  specialties.  Personal  interview  may  be  required. 

Fee:  SI 75  Seven  Saturdays,  September  27-November  8,  1969 

HYPNOSIS  & PSYCHIATRY 

The  above  course  is  followed  by  Hypnosis  & Psychiatry  and  is  open  only  to  psychiatrists  who 
have  taken  the  basic  hypnosis  course  or  the  equivalent.  Lectures,  seminars,  and  case  material 
to  elaborate  the  various  techniques  with  which  hypnosis  can  facilitate  the  psychotherapeutic 
process.  Personal  interview  may  be  required. 

Fee:  SI 00  Four  Saturdays,  January  3-24,  1970 

FOR  APPLICATION  FORMS,  WRITE  TO: 

Melvin  D.  Yahr,  M.D.,  Associate  Dean 
College  of  Physicians  & Surgeons,  630  W.  168th  St. 

New  York,  N.  Y.  10032  . 579-3682 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-eight  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright,  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 


STABILITY  . . . 

SUPERVISION  . . . 
SERVICE  . . . 
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should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
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Index  to  Advertised  Products 


Analgesics 

Darvon  (Eli  Lilly  & Company) 2312 

Analgesics,  non-addicting 

Talwin  (Winthrop  Laboratories) 2295,  2296,  2297,  2298 

Antibiotics 

Polycillin  (Bristol  Laboratories). . 2309 

Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 2318 

Antivertigo 

Dramamine  (G.  D.  Searle  & Company).  . ...  2317 

Appetite  depressants 

Ambar  (A.  H.  Robins  Company). . . 2287 

Bronchodilator  decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 

Cardiac  rythmn  regulators 


Cardioquin  (Purdue  Frederick  Company)..  4th  cover 

Cholesterol  lowering  agents 

Lipo-K  (Marcen  Laboratories) 2303 

Disposable  parenteral  medical  systems 

Tubex  (Wyeth  Laboratories) .2293,  2294 

Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) . 2307 

Foods 

Milk  (National  Dairy  Council) 2301 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 2304-2305 

Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories) 2291 


MOUNT  SINAI  SCHOOL  OF  MEDICINE 

OF  THE 

CITY  UNIVERSITY  OF  NEW  YORK 
THE  PAGE  AND  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  OF  MEDICINE 

Post-Graduate  Course  in  Medicine 

COMPUTER  ANALYSIS  of  the 
ELECTROCARDIOGRAM  and  VECTORCARDIOGRAM 
Leon  Pordy,  M.D.  Harry  L.  Jade,  M.D. 

Charles  K.  Friedberg,  M.D.,  Kenneth  Chesky,  M.D. 
and  Guest  Lecturers 

OCTOBER  2 AND  3,  1969 
Thursday  and  Friday,  9:00  AM  to  5:00  PM 
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“You  are  an  overweight,  self-indulgent  weak- 
i willed  individual  with  a good  chance  of  develop- 
\ ing  high  blood  pressure!” 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories).. 
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PHYSICIANS  WANTED 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice  suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  license  necessary. 
Box  824,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


GROWING  STATE  COLLEGE  SEEKS  FULL  TIME 
physician.  Salary  competitive,  excellent  fringe  benefits. 
Contact:  Leonard  J.  Schiff,  M.D.,  Director,  College  Health 
Service,  State  University  College,  Plattsburgh,  New  York 
12901. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  HUDSON 
Valley,  60  mi.  N.Y.C.  280  bed  hospital  expanding  to  360. 
Salary  $27,000  first  year.  Compatibility  leads  to  partner- 
ship. Chief,  Anesthesia,  St.  Lukes  Hospital,  Newburgh, 
N.Y. 12550. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


WANTED  LOCUM  TENENS  TO  TAKE  OVER  GEN- 
eral  practice  in  Syracuse  area  from  December  15,  1969  to 
January  31,  1970.  No  obstetrics.  Favorable  salary  can 
be  arranged.  Call  collect  (315)  454-0421,  or  (315)  446-8804 
after  6 p.m. 


FULL  TIME  PHYSICIANS  TO  JOIN  OCCUPATIONAL 
health  program  of  national  corporation.  Challenging 
career  positions  for  internists  and  generalists:  Medical 

directors:  Buffalo,  N.  Y.;  Denver,  Colo.  Associate 

Directors:  Baltimore,  Md.;  New  Jersey.  Staff  physicians: 
New  York  City;  Sunnyvale,  Calif.  An  Equal  Opportunity 
Employer.  Please  forward  resume  and  salary  require- 
ments in  confidence  to  Box  838,  % NYSJM. 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports,  recreation,  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  BOARD 
certified  wanted  for  part  time  work  in  voluntary  hospital 
in  N.Y.C.  evenings  or  weekends.  Box  827,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


CARDIOLOGIST,  LICENSED,  CERTIFIED  OR  ELIGI- 
ble  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  INTERNIST.  Substantial  salaries  and 
fringe  benefits.  Box  844,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN:  $25,000  ANNUAL 
salary  for  42  hour  work  week;  ideal  for  physician  wishing 
to  “slow  down”  to  reasonable  hours.  New  York  State 
license  required.  Hospital  located  in  heart  of  Upstate 
New  York  vacationland.  Contact  Roger  E.  Calkins, 
Director  of  Personnel,  St.  Clare’s  Hospital,  600  McClellan 
St.,  Schenectady,  New  York  12304. 


PULASKI,  NEW  YORK,  OSWEGO  COUNTY.  GEN- 
eral  practitioner  for  immediate  practice  needed.  Health 
center  available  for  a specialist  in  internal  medicine.  Con- 
tact Mr.  Floyd  Nolan,  Chamber  of  Commerce,  7670  North 
Street,  Pulaski.  New  York  13142.  Tel:  298-5415. 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
Secretary,  Medical  Staff,  E.  J.  Noble  Hospital,  Canton, 
N.Y.  13617. 


TICONDEROGA,  NEW  YORK:  MEDICAL  STAFF  OF 
75  bed  hospital  would  welcome  general  surgeon.  New 
hospital  construction  in  immediate  future.  Hospital 
serves  15,000  to  20,000  population.  Close  association  with 
Albany  and  University  of  Vermont  Medical  Centers  avail- 
able. Economy  of  area  assured.  Good  schools,  summer 
and  winter  recreation  area.  Openings  for  general  practi- 
tioners also  available.  Address  inquiries  to  Executive 
Committee,  Moses  Ludington  Hospital,  Ticonderoga, 
New  York  12883. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modem  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.D.,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.Y.  13617. 


ANESTHESIOLOGIST:  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small  active  depart- 
ment in  New  York.  Salary  open.  Box  846,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modem  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 

gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  Northville, 
Michigan  48167. 
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POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  EXPER- 
ience  in  special  procedures  and  therapy,  desires  position  in 
hospital  in  New  York  City  or  suburbs.  Write  Bo*  837, 
% NYSJM. 


RADIOLOGIST  TO  JOIN  MEDICAL  GROUP.  WILL 
invest  if  necessary.  Write  to  Bo*  836,  % NYSJM. 


N.Y.C.  CLINICAL  LABORATORY  DIRECTOR  Li- 
centiate. B.S.  in  Medical  Technology,  MT(ASCP), 
FACMT.  John  S.  Hannan,  355  West  End  Ave.,  New 
York,  N.Y.  10024.  Tel:  (212)  787-8467. 


OPHTHALMOLOGIST.  BOARD  CERTIFIED,  N.  Y. 
license,  to  associate  with  busy  ophthalmic  group  or  with 
solo  ophthalmologist  in  or  near  central  N.  Y.  State  area; 
Albany,  Binghamton  preferred.  Box  847,  c',  NYSJM. 


ANESTHESIOLOGIST:  42  YR.  OLD,  BOARD  CERTI 

fied,  university  trained.  G.P.  background.  Desires  fee 
for  service,  preferably  Director  Dept,  in  community  hos- 
pital. Bo*  848,  % NYSJM. 


MISCELLANEOUS 


VENTURE  CAPITAL  WANTED:  INVESTMENT 

banker  packaging  situations  that  offer  possible  capital 
appreciation  and  tax  benefits.  These  situations  run  the 
gamut  from  start-ups  to  established  earners  showing  six 
figures.  Personal  holding  company  problems  can  also  be 
alleviated  through  some  of  these  investments.  Brown  & 
Bent,  1301  Avenue  of  the  Americas,  New  York.  N.Y. 
10019.  (212)  581-5555. 


MEDICAL  SCIENCES  REGISTER 

The  first  professionally  operated  employment  com- 
munications center  for  professionals  in  medicine  and 
medical  services. 

The  Register  is  operated  by  a professional  team  con- 
sisting of  a practicing  M.D.  and  an  Executive  Re- 
cruiter. 

Companies  and  institutions  register  their  openings 
with  us.  Range:  $15,000-$75,()00.  Here  are  two 

typical  positions: 

Laboratory  Supervisor 

For  community  hospital  of  500  beds.  Should  have 
experience  in  all  phases  of  clinical  chemistry,  includ- 
ing operation  and  maintenance  of  automated  ap- 
paratus. Ample  opportunities  available  for  research 
and  teaching.  Excellent  fringe  benefits.  Salary 
commensurate  with  training  and  experience. 

Biochemist/Pharmacologist 

For  research  and  development  by  pharmaceutical 
organization.  Training  in  pharmaceuticals,  diag- 
nostics, and  microanalytical  methods  preferred. 
Opportunities  available  for  pursuit  of  theoretical  and 
applied  research  interests.  Excellent  salary,  working 
conditions,  and  benefits. 

We  contact  registrants  whose  backgrounds  fit  the 
company  specifications.  You  need  not  read  ads  once 
you  have  registered  with  us.  We’ll  put  you  in  touch 
with  the  employer. 

No  individual  fees — employers  pay  all  fees. 

How  to  register?  Just  send  in  your  resume,  if  avail- 
able, or  a letter  with  your  education,  position,  type 
of  institution,  and  salary  range.  That’s  all  there  is  to 
it! 

If  you  have  not  yet  decided  to  change  your  position, 
but  have  unanswered  career  questions,  you  may  write 
us  for  answers  regarding  such  matters  as:  When  should 
I consider  a change?  What  alternate  career  paths 
are  open  to  me? 

Write  M.D.,  Dept.  N-l 

MEDICAL  SCIENCES  REGISTER 

BOX  68,  Scarsdale,  N.Y.  10583 


REAL  ESTATE  FOR  SALE  OR  RENT 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  FOR  SALE  OR  LEASE.  PRIME 
southern  Westchester  area  30  minutes  from  Manhattan. 
Gross  income  1969  should  top  $70,000.  Expenses  approx. 
$1,000  per  month.  Would  suit  energetic  G.P.  or  internist. 
No  surgery  or  obstetrics.  Easy  terms.  Available  Septem- 
ber-October.  Bo*  841,  % NYSJM. 


RADIOLOGY  OFFICE  AND  PRACTICE,  LONG  Es- 
tablished, well  equipped.  New  York  City  suburb.  Ex- 
cellent potential.  Terms  negotiable.  Retiring.  Box 
839,  % NYSJM. 


GENERAL  PRACTICE  FOR  SALE  IN  10  YEAR  OLD 
professional  building.  Gross  $70,000  a year.  West- 
chester County,  Sound  area.  Will  introduce  physician  to 
patients  for  as  long  as  desired.  Box  833,  % NYSJM. 


MEDICAL  PRACTICES  FOR  SALE.  FREE  MAILING 
list  upon  request.  Let  us  sell  your  GP  or  specialty  prac- 
tice and  help  you  relocate  anywhere.  For  information 
contact  Mr.  Kanarick,  Professional  Practice  Sales,  310 
Madison  Avenue,  New  York  City.  (212)  947-3013. 
Nationwide  clearing  house  for  selling  medical  practices. 
Also,  consulting  services  available.  All  inquiries  confi- 
dential. 


BABYLON  VILLAGE,  L.  I.  SACRIFICE  10  RM.,  3 
bath  home — attached  5 rm.  office  wing;  choice  comer, 
patio,  greenhouse,  2 car  garage,  for  home-office,  or  2,000 
sq.  ft.  ground  floor  for  prof,  use;  some  f.  and  f.  included. 
Financing  no  problem.  Call  (516)  669—1567,  or  write 
Box  840,  % NYSJM. 


FOR  RENT:  EXCLUSIVE  USE— ONE  OR  TWO 

rooms  on  Fifth  Avenue  and  69th  St.,  New  York  City, 
facing  Fifth  Avenue.  Share  waiting  room;  air  condi- 
tioned; prestige  address;  fine  building;  all  utilities; 
immediate  occupancy.  Call  mornings,  BU  8-1303  or 
BU  8-4491. 


RANCH  HOUSE— HACKENSACK,  NEW  JERSEY 

205  Cedar  Ave.  (cor.  Summit  Ave.).  For  Sale. 
Suitable  for  physician.  Plot  70  x 100;  exterior 
brick  & Georgia  stone;  V-h  baths,  3 bedrooms, 
dining  rm.,  kitchen,  large  basement,  recreation 
rm.,  2 fireplaces.  Asking  $68,500.  Inspection  by 
appointment  only.  Call  (201)  487-6708  after  5 p.m. 
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While  you’re  saving  money 
for  college,  make  sure  there’s 
a college  to  save  money  for. 


There  are  all  kinds  of  ways  to 
save  money  for  a college 
education. 

A good  savings  account. 

Life  insurance. 

Or  U.S.  Savings  Bonds. 

You  see,  U.S.  Savings  Bonds 
will  not  only  save  you  money, 
but  they'll  insure  your  country’s 
future  at  the  same  time. 

It’s  one  way  of  making  sure 
there’s  a college  whenever 
you’re  ready  to  send  somebody 
to  college. 

But  back  to  the  money  part. 

Let’s  say  you  buy  your  one- 
year-old  son  a $25  Bond 
every  month.  When  he’s  18 
and  ready  for  college, 
he’ll  have  *5,506. 

A s50  Bond  ever)' 
month  would  give  him 
81 1,012  when  lie’s 
ready  to  enroll. 

And  the  beauty  is, 
you  never  have  to 


You  get  a littl 

every  $3  y 


worry  about  this  investment. 

You  simply  sign  up  through 
a Payroll  Savings  Plan  where 
you  work  and  then  sit  back 
and  let  the  money  pile  up. 

Savings  Bonds  now  pay  a new 
higher  rate— 4'/4%— when  held 
to  maturity  of  7 years. 

And  if  they're  lost,  stolen, 
or  destroyed,  the  Treasury  Depart- 
ment will  replace  them  free. 

Also,  with  each  Series  E 
Bond  you  buy,  you're  entitled 
to  buy  the  same  or  lower 
denomination  Freedom  Share. 

Which  pays  5%  when  held  to 
maturity  of  4 '/:  years  and  is 
redeemable  after  one  year. 

Any  way  you  look  at  it, 
mying  U.S.  Savings  Bonds 
makes  sense. 

They  not  only  get  the 
kids  ready  for  college. 

They  keep  the 
colleges  ready  for 
the  kids. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds  & Freedom  Shares 


The  U S Government  doei  not  pay  tor  this  advertmrmenl, 
pi)  It  it  preirnlrd  «»  a public  service  in  cooperation  with  The 
Department  ol  the  Treasury  and  The  Advertising  Council. 
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These  corrections 
are  on  gummed  paper  and 
may  be  cut  out 
and  pasted  over  the 
original  entries  in 
the  1968-69  Medical  Directory . 


1968-1969  Medical 
Directory  Errata 

Corrections  of  erroneous  biographic 
material  in  the  1968-1969  Medical 
Directory  of  New  York  State  are 
listed  below.  Changes  have  been 
made  in  material  received  prior  to 
the  closing  date  of  September  15,  1967. 


★ABELOFF,  Abram  Joseph,  850  Park  Av.  Manhattan,  by 

appt.  Tel  BU  8-3161.  P&S  NY  1926.  D-S.  SAC. 
FACS.  Ac  Med;  NY  Sui.  Cons  Sur  Lenox  Hill. 

★BAILEN-ROSE,  Frances,  121  E 60  St.  Manhattan,  by 
appt.  Tel  PL  5-2229.  NYU  1938.  Am  Pub  Hlth;  Ac 
Med.  Asso  Phy  Bell;  Asst  Attd  Phy  Univ;  Phy  & Co-Chief 
Cardiol  French  & French  OPD;  Phy  & Chief  Cardiol  & 
Vas  Dis  NY  Inf  & NY  Inf  OPD. 

★BALFUS,  Laurence  Eberhardt,  Queens  Hospital  Center, 
Jamaica.  Tel  JA  6-8600.  State  U Bkln  1960.  D-A. 
Am  Anest;  NY  State  Anest.  Asso  Anest  Queens  Hosp 
Cent. 

★BARBIERI,  Robert  Charles,  60  Hooker  Av.  Poughkeep- 
sie. by  appt.  Tel  GL  4-2940.  Albany  1945.  D-S. 
SAM-2,  13.  Asso  Thor  Sur  St.  Fran;  Asso  Sur  & Asso 
Thor  Sur  Vassar  Bros;  Cons  Sur  & Thor  Sur  Harlem  Val 
Wingdale. 

★BRESSLER,  David  M.,  40  E 72  St.  Manhattan,  by 
appt.  Tel  RE  7-4070.  St  Bart  Hosp  Col  Lond  1934. 
D-PN  (P).  QP.  SI-2.  Ac  Psychosom  Med;  Am  Ger;  Am 
Psych.  Asso  Psych  Beth  Israel. 

★BURKE,  Sidney  Bert,  1115  Jerome  Av.  Bronx.  10-2 
Mon  Wed  Sat;  4-7  Tues  Thurs.  Tel  JE  6-4478.  Dalhousie 
1938.  XM-2.  Asso  Phy  Tbc  Met;  Asso  Phy  Chest  Coler 

Meml;  Adj  Phy  Bx-Leb. 

★COHEN,  Samuel  Sheldon,  45  W 54  St.  Manhattan. 
11-12  by  appt.  Tel  CO  5-1792.  NY  Med  1937.  D-OS. 
SB.  FACS.  FICS.  Am  Ac  Orth  Sur.  Orth  Sur  Met, 
Coler  Meml  & F & F Av. 

★DAVID,  Max,  244  W 74  St.  Manhattan,  by  appt.  Tel 
EN  2-6155.  Berlin  1922.  XM-5.  Sr  Clin  Asst  G-U  (off 

service)  Mt  Sinai.  Staff  Psych  Ment  Hyg  VA  Out-Patient 
Clin  Bldn. 

★DIAMANDIS,  Harry,  P.,  2017  Grand  Concourse,  Bronx, 
3-7  Tues  Thurs;  11-2  Sat  by  appt.  Tel  294-6080.  Also 
Mount  Vernon.  Athens  1957.  D-OG.  FACOG.  Asst 
Adj  O & G Bx-Leb;  Asst  O & G Misericor. 

★EDELSTEIN,  Monroe  Manning,  116-02  219  St.  Cambria 
Heights,  by  appt.  Tel  LA  8-2549.  Minn  1935.  SJ. 
Phy  GP  Jamaica. 

★FARR,  Hollon  Woodhull,  620  Park  Av.  Manhattan,  by 
appt.  Tel  RH  4-1646.  Harvard  1942.  D-S.  SAC. 
FACS.  Ewing  Soo;  Ac  Med;  NY  Sur.  Asst  Sur  Bell  & 
New  York;  Asst  Sur  Head  & Neck  Meml  & Ewing. 

★FOXE,  Arthur  Norman,  9 E 67  St.  Manhattan,  by  appt. 
Tel  LE  5-3308.  Teff  1927.  D-PN  (P).  QP.  SI-2.  Am 
Psych;  PAMA;  Ac  Psychosom  Med;  Am  Bd  Legal  Med;  Am 
Ger;  Ac  Med;  NY  Neur. 

★FRATELLO,  Louis,  107-04  93  St.  Ozone  Park.  6-8 
Mon  thru  Fri  & by  appt.  Tel  VI  5-8912.  Univ  & Bell 
1929.  XA.  Asso  Sur  Wykcoff  Hts. 

★FREEDMAN,  Henry  Kalman,  46  Cornelia  St.  Platts- 
burgh. Tel  JO  1-3900.  Tulane  1955.  D-U.  SG.  Urol 
Physicians;  Cons  Urol  USAFH  & Hyde  Malone. 

★FRUCHT,  David  Arthur,  13  Central  St.  Huntington,  by 
appt.  Tel  271-4343.  Yale  1950.  D-S.  SAC.  FACS. 
Sur  Huntington;  Cons  Vas  Sur  Pilgrim  State  it  Kings  Park. 

★GARTNER,  Samuel,  1749  Grand  Concourse,  Bronx,  by 
appt.  Tel  TR  2^1022.  LIC  Hosp  1925.  D-O.  SE. 


FACS.  PAAO;  Am  Ac  O & O;  NY  Ac  Med;  NY  Clin 
Oph.  Oph  Sur-in-Chg  Monte;  Asso  Path  Bx  E & E Inf; 
Asso  Sur  Oph  & Asst  Oph  Path  NY  E & E Inf;  Oph  Bx 
Munic;  Cons  Oph  Morrisania. 

★GERSON,  Barry  David,  1777  Grand  Concourse,  Bronx, 
by  appt.  Tel  CY  9-1800.  Albert  Einstein  1962.  SB. 
Asst  Adj  Orth  Joint  Dis.  Asst  Orth  Sur  Monte. 

★GEV1RTZ,  Norman,  R.,  103  E 78  St.  Manhattan,  by 
appt.  Tel  628-1818.  41  W 83  St.  by  appt.  Tel  TR 

4-7520.  Univ  Chgo  1956.  SJK-6.  Am  Ger;  Nuclear 
Med;  Inti  Hematol.  Asst  Phy  F4F  Av,  Met  & French. 

★GOLDIN,  Harry,  1749  Grand  Concourse,  Bronx.  by 
appt.  Tel  TR  8-2215.  P&S  NY  1924.  SJM-3.  FACG. 
Am  Ger;  NY  Ac  Med;  NY  Ac  Gastroent.  Cons  Phy  Mor- 
risania; Emerit  Asso  Phy  Monte. 

★GORMAN,  David  Philip,  Malone.  1-4  Mon  Tues  Thurs 
Fri.  7-9  Tues  Thurs.  Tel  483-1015.  McGill  1961.  D- 
OG.  SL.  Dir  Obs  Hyde  Malone. 

★GOTTLIEB,  Eugene,  115A  E 65  St.  Manhattan,  by 
appt.  Tel  BU8-4440.  NYU  1946.  D-S.  D-PS.  SM-7, 
15.  FACS.  Am  Plast  & Recon  Sur;  Ac  Med.  Asst  Sur  St 
Clares;  Asso  Plast  Sur  Jew  Meml  & Morrisania;  Plast  Sur 
Sing  Sing.  Adj  Plast  Sur  Beth  Israel  & Monte. 

★GREENWALD,  Henry  Philip,  138  E 36  St.  Manhattan, 
by  appt.  Tel  MU  3-1646.  NY  Univ  1946.  XJ.  Asso 
Phy  Hematol  Beth  Israel.  Asst  Phy  Met,  Coler  Meml  & F 
& F Av. 

★GRUNWALD,  Fred  Seymour,  18-15  215  St.  Bayside. 
Tel  428-1026.  NY  Horn  1932.  SM-6.  FACAn.  FICS. 
Am  Anest.  NY  State  Anest.  Anest  Deepdale. 

★HANTMAN,  Harris  Warren,  169-17  Northern  Blvd. 
Flushing,  by  appt.  Tel  HI  5-2288.  Zurich  1951.  SA. 
FACA.  Am  Ger.  Asst  Sur  Queens  Hosp  Cent  & Luth; 
Staff  Sur  Booth  Meml. 

★HARRISON,  Albert,  125-10  Queens  Blvd.  Kew  Gardens, 
by  appt.  Tel  LI  4-6219.  Cincinnati  1934.  QP.  SI-2. 
Am  Psych.  Psych  Hillside;  Staff  Psych  LI  Jew. 

HERMAN  Herbert,  240  Old  County  Rd.  Mineola.  9-5. 
Tels  PI  2-3000,  res  HU  2-4844.  Lausanne  1941.  QP. 
XI-2.  Ac  Psychoan;  Am  Psych.  Asst  Attd  Psych  F&F 
Av;  Asst  Psych  Met  & Coler  Meml;  Psych  Kings  Park;  Cons 
Psych  Meadowbrook. 

★HTMELSTEIN,  Theodore  Karl,  65  Central  Park  W. 
Manhattan,  by  appt.  Tel  EN  2-0890.  St  Andrews  1933. 
SB.  FICS.  Orth  Sur  F&F  Av,  Met  & Coler  Meml. 

★HIRSCH,  Robert,  75  S Middle  Neck  Rd.  Great  Neck, 
by  appt.  Tel  HU  7-7904.  NY  Med  1954.  D-PN  (P). 
QP.  SI-2.  Ac  Psychoan;  Am  Psych.  Staff  Psych  No 
Shore. 

★HIRSCH,  Jacob  Godfrey,  1078  Intervale  Av.  Bronx.  1-4, 
6:30-9.  Tel  DA  9-8285.  1188  Grand  Conoourse.  by 

appt.  Tel  JE  8-7373.  LIC  Hosp  1929.  X.  Adj  Neur 
Bx-Leb. 

★HOFFMANN,  Rudolph  Franz,  123  E 83  St.  Manhattan, 
by  appt.  Tel  RE  7-7120.  Munir*  1920.  D-OG.  SL. 
FACOG.  Cons  O&G  Misericor. 

★HOLLANDER,  Milton  Montrose,  170  W 33  St.  Man- 
hattan. by  appt.  Tels  PL  7-1175,  1176.  Also  Great 
Neck.  Middlesex  1943.  SM-7.  Am  Ger;  PAMA.  Aero- 
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•pace  Med.  Nos  Ac  Med.  Axst  Attd  Sur  Otorhinolar 
F4F'  Av;  Asso  Sur  Otorhinolar  Met  4 Coler  Mernl;  Asst 
Otolar  4 Otorhinolar  French.  Plait  Sur  Deepdale. 

A HOLT,  Mary  Brickett,  245  E Main  St.  Bay  Shore.  1-9 
Tel  MO  5-5113.  Cornell  1931.  QP.  Am  Psych.  Spec 
Cons  Ser  Southside. 

★IlOPFAN,  Seymour,  4-14  E 68  St.  Manhattan,  by  appt. 
Tel  879-3000.  RCP4S  Edinburgh  1948.  D-R  (TR). 
XC.  Aist  Radiat  Ther  Mend,  Ewmg  4 New  York. 

★ KAMPF,  Max  Bernard,  910  Grand  Concourse,  Bronx. 
1CF1  Mon  Tues  Thurs;  4-6  Tues  Thurs  Fri  by  appt.  Tel 
JE  8-3399.  Fordham  1921.  SH.  Am  Ac  Derm;  Cons 
Derm  Ford  4 Union. 

★ KAPLAND,  Jack  Allen,  57  W 57  St.  Manhattan,  by 
appt.  Tel  EL  5-5657.  Md  1937.  SBC.  F1CS.  Orth 
Sur  Med  Arts;  Asso  Sur  Orth  4 Tract  Poly;  Asst  Orth  Sea 
View. 

★KLEINMAN,  Egon,  144  W 86  St.,  Manhattan,  by  appt. 
Tel  EN  2-2293.  Also  Eastchester.  Berlin  1936.  XM-6. 

Am  Ac  GP.  Clin  Aast  Phy  Tumor  Clin  Man  EE4T. 

★KRAININ,  Philip,  25  Central  Park  W.  Manhattan,  by 
appt  Tel  Cl  6-1264.  Univ  4 BeU  1926.  D-1M.  SJ. 

FACP.  Am  Ger;  Inti  Int  Med;  Ac  Med;  NY  Int  Med. 
Phy  Jew  Meml;  Cons  Phy  Bx-Leb  4 Morrisania. 

★LANCER,  Sydney  E.,  25  Park  PI.  Great  Neck,  by  appt. 
Tel  HU2-0012.  Also  Manhattan.  Lausanne  1941.  QP. 
Am  Psych;  Ac  Psychoan;  Asst  Psych  No  Shore  Manhasset 

★LAUGIILIN,  Herbert  Addison,  Westfield,  by  appt.  Tel 
326-3912.  Jeff  1945.  XM-6.  Am  Ac  GP.  Staff  Meml. 

★LEADER,  Sidney  D.  239  Central  Park  W.  Manhattan, 
by  appt.  Tel  SC  4-3344.  P4S  NY  1926.  XM-5.  Ac 

Med;  NY  Ped. 

★LEHMAN,  Harry,  631  Eastern  Pkway.  Brooklyn,  by 
appt  Tel  SL  6-1818.  Geneva  1933.  X.  Phy  GP  Unity. 

★LEO,  Samnel,  1749  Grand  Concourse,  Bronx,  by  appt. 
Tel  TR  8-2404.  LIC  Hosp  1923.  SAC.  FACS.  Sur 
Univ  Hts;  Cons  Sur  Ford,  St  EHz  4 Parkchstr. 

★LEVI,  Hans,  Potsdam,  by  appt.  Tel  265-5858.  Berlin 
1934.  XC.  Am  Ac  GP.  Phy  GP  Potsdam. 

★LEVINE,  Leo  Howard,  4489  Broadway.  Manhattan,  by 
appt.  Tel  LO  7-9708.  West  Ontario  1937.  D-IM.  SJ. 
FACP.  Phy  Jew  Meml  4 Morrisania;  Adj  Phy  Monte. 

★LICHTIG,  Saramuel,  2922  Nostrand  Av.  Brooklyn.  Tues 
Thurs  Sat  by  appt.  Tel  CL  2-9475.  Toronto  1944.  D- 
OG.  SL.  FACOG.  FACS.  Asso  O&G  Bkln-Cumber; 
04G  Unity. 

★LIEF,  Victor  Filler,  1199  Park  Av.  Manhattan,  by 
appt.  Tel  EN  9-6112.  Univ  4 Bell  1930.  D-IM.  D-PN 
(P).  SJ.  FACP.  Am  Psych;  Ac  Psychoan.  Asso  Psych 
F4F  Av.  Asso  Psych  Met. 

★LOWY,  Samnel,  1100  Madison  Av.  Manhattan.  by 
appt.  Tel  BU  8-4927.  Prague  1926.  QP.  Am  Psych;  Ac 
Psychosom  Med.  Asst  Attd  Psych  (Inactive)  Vander  Clin. 

★MacDOWELL,  Frederick,  Jr.,  254  Church  St.  Pough- 
keepsie. by  appt.  Tel  471-5530.  NY  Med  1953.  D-S. 
D-PS.  SAM-7.  FACS.  Am  Plast  4 Recon  Sur.  Asso 
Plast  Sur  St  Fran  4 Vassar  Bros;  Cons  Plast  Sur  No 
Dutchess  Rhinebeck. 

★MASOR,  Philip  L.,  130  E 18  St.  Manhattan,  by  appt. 
Tel  GR  3-2642.  Also  Great  Neck.  Aberdeen  1935.  D-O. 
SE.  Am  Ac  040;  PAAO;  Nas  Ac  Med;  NY  Oph;  NY  Med 
Res;  NY  Clin  Oph.  Asso  Oph  Sur  NY  E&E  Inf. 

★MATTURRI,  Joseph  M.,  2675  Grand  Concourse,  Bronx. 
1-3,  5-7  Mon  Wed  Fri.  Tel  733-4100.  Rome  1937. 
XM-5.  FCCP.  Am  Thor.  Asso  Phy  Int  Med  Union. 

★MELTZER,  Nathaniel  Gilman,  200  E 62  St.  Manhattan. 
Tel  832-8108.  Univ  4 Bell  1928.  XM-5.  Am  Ger.  NY 
Ind  Med.  Asst  Phy  Wyckoff  Hts. 

★NEWHOUSE,  Stanley,  2525  Batchelder  St.  Brooklyn, 
by  appt.  Tel  TW  1-2800.  Amsterdam  1957.  D-IM.  SJ. 
Clin  Soc  NY  Diabet.  Asso  Phy  Jew;  Asst  Phy  Kings  Co. 


★ OLLENDORFF.  Ulrich,  715  W 175  St.  Manhattan,  by 
appt.  Tel  WA  7-9744.  Breslau  1931.  D-O.  SE.  FACS. 
Am  Ac  040.  Dir  Oph  Syden;  Oph  St  Eliz. 

★ OLLSTE1N,  Ronald  Ned,  133  E 73  St.  Manhattan,  by 

appt.  Tel  UN  1-9000.  Cornell  1958.  SM-7.  Am  Plast 

4 Recon  Sur.  Asst  Sur  Plast  Jew  Meml  4 Wickersham. 

★PLOTZ,  Charles  M.,  161  Marlborough  Rd.  Brooklyn,  by 
appt.  Tel  IN  9-7511.  Also  Manhattan.  LIC  Med  1944. 
P4S  NY  Med  ScD  1951.  D-IM.  SJ.  FACP.  Am  Rheum; 
NY  Ac  Med.  NY  PMR.  Phy  Kings  Co;  Asst  Phy  LIC;  Phy 
4 Chief  Arthrit  LIC  OPD;  Asst  Phy  ( Special  Ser ) Mt 
Sinai;  Phy  Int  Med  Bkln  State;  Asst  Phy  Vander  Clin  4 
Caledonian;  Cons  Int  Med  Pensla  Genl. 

★POLL,  Cerda,  145  E 92  St.  Manhattan,  by  appt.  Tel 
LE  4-8544.  Vienna  1937.  QP.  Am  Psych.  Preceptor- 
in-Psych  Mt  Sinai. 

PROSTKOFF,  Abraham,  5823  18  Av.  Brooklyn.  by 
appt.  Tel  BE  6-4609.  Also  Harriman.  Tenn  1932. 
Univ  Chgo  MSc  (04G)  1937.  D-OG.  SL.  FACOG. 
FACS.  Asso  04G  Bkln-Cumber  4 Maimonides. 

★ROSEN,  Sam,  282  E Gun  Hill  Rd.  Bronx.  12-2,  6-8 
Mon  Tues  Thurs;  10-2  Sat  4 by  appt.  Tel  KI  7-5454. 
Also  Manhattan.  St  Louis  1933.  XL.  Gyn  Cross  Co 
Yonkers. 

★ROTSTEIN,  Jerome,  Montefiore  Hospital,  210  St  4 Bain- 
bridge  Av.  Bronx,  by  appt.  Tel  920-4321.  State  Univ 
Bkln  1953.  D-IM.  SJ.  FACP.  Am  Clin  Invest;  Am 
Rheum.  Res  Asso  Phy  4 Head  Rheumatic  Dis  Unit  Monte. 

★SAYPOL,  George  M.,  151  E 83  St.  Manhattan.  11-1  4 
by  appt.  Tel  737-7080.  Also  Scarsdale.  NYU  1935. 
D-S.  SAC.  FACS.  Ac  Med.  NY  Sur.  Sur  Univ.  Bell 
4 Queens  Hosp  Cent.  Cons  Sur  NY  Inf.  United  Port 
Chester  4 White  Plains. 

★SCHAPIRA,  Hans  Erwin,  45  E 66  St.  Manhattan,  by 
appt.  Tel  UN  1-5757.  Rome  1955.  D-U.  SG.  FACS. 
Am  Urol;  Am  Fertil;  Ac  Med.  Asst  Urol  Mt  Sinai  4 City 
Elmhurst. 

★SCHWARTZ,  Jerome,  144  Hempstead  Av.  Lynbrook. 
by  appt.  Tel  LY  9-8079.  NYU  1941.  D-OG.  SL. 
FACOG.  FACS.  FICS.  Dir  04G  Hempstead  4 Franklin 
Genl;  04G  E merit  Meadowbrook;  Staff  04G  So  Nas  Com. 

★SCHWARZ,  Kuno  C.,  1020  N Broadway.  Yonkers,  by 
appt.  Tel  YO  5-8811.  NY  Univ  1954.  D-IM.  SJ.  Asso 
Phy  St  Johns  Riverside.  Asst  Phy  City  Elmhurst  4 St  Jos 
Yonkers. 

★SMITH,  Byron,  722  Park  Av.  Manhattan,  by  appt. 
Tel  RE  7-7196.  Kan  1931.  D-O.  SE.  Am  Ac  040;  Am 
Oph;  Ac  Med;  NY  Oph.  Dir  Oph  Sur  Man  EE4T;  Cons 
Plast  Sur  NY  E4E  Inf. 

★SPIEGEL,  Milton  B.,  480  Ninth  St.  Brooklyn.  5-8  Mon 
Wed  Fri  4 by  appt.  Tel  SO  8-3330.  Edinburgh  1935. 
D-PMR.  SM-1.  Am  Ac  PMR;  Am  Rheum;  Am  Ac  GP; 
Am  Ger.  Cons  PMR  Samaritan,  Lefferts  4 Swedish.  Adj 
Sur  Periph  Vas  Dis  Kingsbrook. 

★STERN,  Henry,  561  W 141  St.  Manhattan.  12-1,  5:30- 
7:30.  Tel  TO  2-3033.  675  Academy  St.  by  appt.  Tel 
WI  2-4538.  Vienna  1927.  XM-5.  Clin  Asst  04G  Syden; 
Clin  Asst  Obs  Harlem. 

★SUSSKIND-RUBIN,  Charlotte,  1470  Ocean  Av.  Brooklyn. 
Tel  252-4850.  Debrecen  1950.  D-P.  Am  Ac  Ped.  Asst 
Ped  Jew;  Clin  Asst  Ped  Kings  Co. 

★WALTMAN,  Richard,  500  Ocean  Av.  Brooklyn.  1-3 
Tues  Thurs  Sat.  Tel  UL  6-8300.  Also  Queens.  NYU 
1935.  D-OG.  SL.  FACOG.  FACS.  Endcr.  04G 

Bkln-Cumber;  Asso  04G  Maimonides  4 Jew. 

★WAX,  David  Saul,  625  Gramatan  Av.  Mount  Vernon. 
Daily  by  appt.  Tel  MO  4-7040.  LIC  Med  1948.  D-IM. 
SJM-4.  FACC.  FACP.  NY  Int  Med.  Asso  Phy  Mor- 
risania; Phy  Mt  Vernon;  Adj  Phy  Monte. 

★ZOHMAN,  Burton  L.,  9422  Ridge  Blvd.  Brooklyn,  by 
appt.  Tel  BE  8-1616.  LIC  Hosp  1922.  D-IM  (Cv). 
SJM-4.  FACP.  FACC.  FCCP.  FACA.  Ac  Psychosom 
Med;  Am  Ger;  Inti  Int  Med;  NY  Cardiol;  NY  Int  Med  Sr 
Cardiol  St  Barnabas;  Cons  Cardiol  Victory  Meml;  Cardiol 
Bkln  State;  Cons  Phy  Kings  Co  4 Maimonides. 
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NEW  YORK  CITY  AREA 


September  16,  1969  / June  9,  1970 

8:30-9:30  a.m.,  Tuesdays 

Downstate  Medical  Center 
The  Long  Island  College  Hospital 

Polhemus  Building  Main  Amphitheatre 

340  Henry  Street 

Brooklyn 

FAMILY  PRACTICE  REVIEW  COURSE 

To  register,  please  contact:  WILLIAM  G.  MULLIN,  M.D.; 
Director,  Continuing  Medical  Education,  The  Long  Island 
College  Hospital,  340  Henry  Street,  Brooklyn,  N.Y. 
11201 

FEE:  $100  CREDIT:  C-l 


TUESDAY,  SEPTEMBER  16 

9:00  a.m.-Noon 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

DIAGNOSTIC  ULTRASONOGRAPHY 

GERALD  G.  PIERCE,  M.D.,  Directing 
FEE:  $20 


September  16,  1969  / September  30,  1969 

9:00-10:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

September  16 

Amyotrophic  Lateral  Sclerosis 

WILLIAM  HASS,  M.D. 

N.Y.U.  School  of  Medicine 

September  23 

Clinicopathological  Conference 

September  30 

Intestinal  Vascular  Disease 

ANTHONY  IMPARATO 
N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


September  16,  1969  / for  16  weeks 

6:00-8:00  p.m.,  Tuesdays 

*New  York  Polyclinic  Medical  School 
ENVIRONMENTAL  SANITATION 

FEE:  $100 

*Given  in  cooperation  with  the  Faculty  of  the  Wagner 
College  Program  in  Hospital  Administration 


September  17,  1969  / December  3,  1969 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital,  Room  2W1 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in 

INTERNAL  MEDICINE  FOR  COMMUNITY 
PHYSICIANS 

NO  FEE  CREDIT:  C-l 


WEDNESDAY,  SEPTEMBER  17 

9:00-1  1 :00  a.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  14th  Street 

OCULAR  GERIATRICS 

A.  L.  KORNZWEIG,  M.D.,  Directing 
FEE:  $20 


September  17,  1969  / September  19,  1969 

N.Y.U.  School  of  Medicine,  Department  of 
Obstetrics  and  Gynecology,  Division  of 
Family  Planning 

550  First  Avenue 

CONCEPTION  CONTROL 

(Family  Planning  Seminar) 

Directed  by:  GORDON  W.  DOUGLAS,  M.D.,  JULIA  J. 
TSUEI,  M.D.,  HANS  LEHFELDT,  M.D.  and  LIVIA  WAN; 
M.D. 

FEE:  $5 


WEDNESDAY,  SEPTEMBER  17 

4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

DRUGS  AND  YOUTH 

HON.  THOMAS  J.  MACKELL 
District  Attorney,  Queens 

CREDIT:  C-l 


September  17,  1969  / for  five  weekly  sessions 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

DEPRESSION:  DIAGNOSIS  AND 
TREATMENT  IN  GENERAL  PRACTICE 

CREDIT:  C-1 
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September  18,  1969  / for  16  weeks 

6:00-8:00  p.m.,  Thursdays 

*New  York  Polyclinic  Medical  School 
FRONTIERS  OF  GERIATRICS 

FEE:  $100 

*ln  cooperation  with  the  Faculty  of  the  Wagner  College 
Program  in  Hospital  Administration 


September  18,  1969  / December  11,  1969 

7: 00-8:30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterion  Medical  Center 

RADIOLOGY  OF  BONES  AND  JOINTS 

M.  AlPERT,  M.D.,  Associates  and  Guest  Lecturers 
FEE:  $75 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  630 
West  1 68th  Street,  N.Y.,  N.Y.  1 0032 


September  19,  1969  / for  16  weeks 

6:00-8  00  p.m.,  Fridays 

’"New  York  Polyclinic  Medical  School 

SEMINAR  IN  NURSING  HOME 
ADMINISTRATION 

FEE:  $100 

*ln  cooperation  with  the  Faculty  of  the  Wagner  College 
Program  in  Hospital  Administration 

Advance  registration  requested. 


September  20,  1969  / September  27,  1969 

World  Congresses  of  Neurological  Sciences 

New  York  Hilton  Hotel 

4th  INTERNATIONAL  CONGRESS  OF 
NEUROLOGICAL  SURGERY 
9th  INTERNATIONAL  CONGRESS  OF 
NEUROLOGY 

Registration  and  housing  information  may  be  obtained 
from  the  World  Congresses  of  Neurological  Sciences, 
420  Lexington  Avenue,  Suite  417,  New  York,  N.Y. 
10017. 

REGISTRATION  FEE:  $50  (Physicians,  Surgeons, 

Scientists) 

ASSOCIATE  REGISTRATION:  $15  (residents,  interns, 

etc.) 


SATURDAY,  SEPTEMBER  20 

9:00  a.m.-12:00  noon 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 


REGIONAL  CLINICAL  ANATOMY 
THE  MUSCULOSKELETAL  SYSTEM 

ANGUS  G.  CATHIE,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

CREDIT:  C-1 


September  22,  1969  and  September  29,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

428  West  59th  Street 

September  22 

Room  1 17,  School  of  Nursing 

Clinical  Problems  of  the  Hand 

September  29 

Winston  Conference  Room 

Examination  of  the  Disabled  Hand 

J.  WILLIAM  LITTLER,  M.D. 

CREDIT:  C-1 


September  24,  1969  / December  17,  1969 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

Radiotherapy  Center  Conference  Room 
Columbia-Presbyterian  Medical  Center 

RADIOBIOLOGY 

(A  course  for  Radiology  Residents) 

ERIC  J.  HALL,  M.A. 

FEE:  $50 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  630 
West  1 68th  Street,  N.Y.,  N.Y.  1 0032 


September  24,  1969  / September  26,  1969 

9:00  a.m.-5:00  p.m.,  Wednesday-Friday 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  1 4th  Street 

MOTOR  ANOMALIES 

Given  under  the  direction  of: 

SAMSON  WEINGEIST,  M.D.,  JOHN  S.  HERMANN, 
M.D.,  MISS  ALEATHA  J.  TIBBS,  CESAR  SAMSON,  M.D. 

FEE:  $225 


September  25,  1 969  / September  27,  1 969 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 
9:00  a.m.-Noon,  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

THE  VESTIBULAR  SYSTEM  IN 
OTOLOGIC  DIAGNOSIS 
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FRANCIS  M.  FODOR,  M.D. 
KENNETH  H.  BROOKLER,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


September  27,  1 969  / November  8,  1 969 

10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

630  West  168th  Street 

MEDICAL  HYPNOSIS  (BASIC) 

Under  the  Direction  of: 

HERBERT  SPIEGEL,  M.D. 

FEE:  $175 

Write  for  application:  MELVIN  D.  YAHR,  M.D. 
Associate  Dean,  at  the  above  address. 


September  27,  1969  / April  25,  1970 

10:30  a.m.-12:00  noon,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

COMBINED  STAFF  CLINICS 

STANLEY  E.  BRADLEY,  M.D.,  GERARD  M.  TURINO, 
M.D.  and  STAFF;  and  invited  guests  from  other  medical 
centers. 

Open  to  physicians  with  M.D.  degree.  P re  registration 
not  required.  Conferences  organized  by  the  Depart- 
ment of  Medicine  to  consider  new  concepts  in  biological 
science  and  in  clinical  medicine,  and  to  demonstrate 
their  relationships  in  specific  disease  states. 

NO  FEE 


SATURDAY,  SEPTEMBER  27 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

PERIMETRY 

Given  under  the  direction  of: 

MORTIMER  CHOLST,  M.D. 

FEE:  $50 


September  27,  1969  / October  18,  1969 

10:00  a.m.,  Saturdays 

Long  Island  Jewish  Medical  Center 

270-05  76th  Avenue 
New  Hyde  Park,  Queens 

GROUP  GUIDANCE  FOR  PHYSICIANS 
ON  THE  EMOTIONAL  PROBLEMS  OF 
MEDICAL  PRACTICE 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  CREDIT:  C-l 


SUNDAY,  SEPTEMBER  28 

9:00  a.m.-2:00  p.m. 

Columbia  University  P & S 

Brookdale  Hospital  Center 

Linden  Boulevard  and  Rockaway  Parkway 

Brooklyn 

PSYCHIATRIC  PROBLEMS  AND 
MEDICAL  PRACTICE 

JOHN  FROSCH,  M.D. 

NO  FEE  CREDIT:  C-l 


September  29,  1969  / January  30,  1970 
New  York  Polyclinic  Medical  School 

345  West  50th  Street 

A Unique  Course 

CANCER  PREVENTION,  DIAGNOSIS 
AND  THERAPY 

(Primarily  intended  for  General  Practitioners) 

NO  FEE  CREDIT:  C-l 


September  29,  1 969  / June  15,  1970 

Schedule  arranged  individually 
Four  hours  o week 

Columbia-University  P & S 

Columbia-Presbyterian  Medical  Center 
Psychiatry 

PSYCHIATRY  IN  MEDICAL  PRACTICE 

L.  C.  KOLB,  M.D.,  R.  MacKINNON,  M.D.,  A.  LEVAY,  M.D. 
and  Staff 

NO  FEE  CREDIT:  C-1 


September  29,  1969  and  September  30,  1969 

9:00  a.m.-5:00  p.m.,  Monday  & Tuesday 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

BIOMICROSCOPY 

Given  under  the  direction  of: 

MILTON  L.  BERLINER,  M.D. 

FEE:  $150 


September  29,  1969  / December  5,  1969 

9:00  a.m.-5:00  p.m.,  Mondays-Fridays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
Psychiatry 

SYMPOSIUM  ON  NEUROLOGY  AND 
PSYCHIATRY 

L.  C.  KOLB,  M.D.  and  the  staffs  of  the  New  York  State 
Psychiatric  Institute  and  Neurological  Institute 

FEE:  $300 
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September  29,  1969  / January  26,  1970 

12:00  noon-1  : 30  p.m..  Fifteen  Mondays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
Internal  Medicine 

SEMINARS  IN  MEDICAL  GENETICS 
AND  DEVELOPMENTAL  BIOLOGY 

PROFESSOR  P.  A.  MARKS  and  Associates 
FEE:  $100 


MONDAY,  SEPTEMBER  29 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

PATHWAYS  OF  NEUROENDOCRINE 
REGULATION 

DOROTHY  KRIEGER,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


4:00  p.m. 

The  Brooklyn  Hospital  division  of  The 
Brooklyn-Cumberland  Medical  Center 

121  DeKalb  Avenue 
Brooklyn 

7th  Annual  Edwin  P.  Maynard,  Jr. 

Lectureship  in  Medicine 

PERICARDITIS  AND  CARDIAC 
TAMPONADE 

NOBLE  FOWLER,  M.D. 

University  of  Cincinnati 


September  29,  1969  / October  1,  1969 

The  New  York  Academy  of  Sciences  Section 
of  Biological  and  Medical  Sciences 

Barbizon-Plaza  Hotel 
106  Central  Park  South 

INTERNATIONAL  CONFERENCE  ON 
BIOELECTRICAL  IMPEDANCE 

Please  contact:  The  Executive  Director,  The  New  York 
Academy  of  Sciences,  2 East  63rd  Street,  New  York, 
N.Y.  10021 


September  30,  1969  / January  29,  1 970 

5:00-6:00  p.m.,  Tuesdays  & Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGIC  PHYSICS 

PAUL  GOODWIN,  M.D. 

FEE:  $50 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1969-70 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

October  2,  1969 

Renal  Diseases  in  Children 
October  9,  1969 
OB/GYN 

October  16,  1969 
Endocrinology 
October  23,  1969 
Surgery 

October  30,  1969 
Psychiatry 
November  6,  1969 
Otolaryngology 
November  20,  1969 

Gastroenterology-Hepatitis 
December  4,  1969 
Thoracic  Surgery 
December  1 1 , 1969 
Office  Pediatrics 
January  8,  1970 
Genetics 

January  15,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-1 
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BUFFALO  AREA 


September  25,  1969  / September  27,  1969 
School  of  Medicine,  State  University  of 
New  York  at  Buffalo 

Buffalo  General  Hospital 
Memorial  Hall,  South  Building 

TRENDS  IN  INTERNAL  MEDICINE 

FEE:  $75  CREDIT:  C-l 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 

Continuing  Medical  Education  Program 
Schedule  of  1969  Fall  Programs 

September  25,  26,  and  27 
Trends  in  Internal  Medicine: 

Forty-Ninth  Annual  Program 
October  2,  3,  4,  and  5 

Use  of  Computers  in  Clinical  Medicine 
October  7 and  8 

Obstetrics  and  Gynecology  for  the 
Family  Physician 
October  9,  10,  and  11 

Chronic  Obstructive  Lung  Disease 
October  16  and  17 
Birth  Defects 
November  8 

Contemporary  Therapy,  for  Psychiatrists 

CREDIT:  C-l 


September  22,  1969  / September  24,  1969 
American  Academy  of 
Orthopaedic  Surgeons 

Statler  Hilton  Hotel 
Special  Postgraduate  Course 

SPORTS  MEDICINE 

For  application  forms  and  further  information  write  to 
JOSEPH  D.  GODFREY,  M.D.,  77  Bryant  Street,  Buffalo, 
New  York  1 4209 

CREDIT:  C-l 


NASSAU  COUNTY 


September  17,  1969  / September  24,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

September  17 

Clinical  Estimates  of  Renal  Function 

JOSEPH  M.  LETTERI,  M.D. 

Meadowbrook  Hospital 

September  24 

Acute  Renal  Failure 

CHARLES  C.  WALKER,  M.D. 

Meadowbrook  Hospital 

CREDIT:  C-l 


WESTCHESTER  COUNTY 


WEDNESDAY,  SEPTEMBER  24 

3:00-5:00  p.m.  and  8:30  p.m. 

Grasslands  Hospital 

Eastview  Hall,  Medical  Education  Building 

Conference  Room  C 

Valhalla 

Afternoon  Session 

IMMUNOLOGY  AND  RENAL  DISEASE 

Panelists  and  Discussants 
KURT  LANGE,  M.D. 

New  York  Medical  College 
JOHN  SANDSON,  M.D. 

Hospital  of  Albert  Einstein  College  of  Medicine 
FRANK  DIXON,  M.D. 

Scripps  Clinic  and  Research  Foundation 
LaJolla,  California 

Evening  Session 

Westchester  Academy  of  Medicine 

Pforzheimer  Building 
Purchase 

ETIOLOGY  OF  GLOMERULONEPHRITIS 

FRANK  DIXON,  M.D. 
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RADIO  IN  ALBANY  AND 
CANTON  AREA 


September  30,  1969 

12:00  Noon- 1 : 00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  me. 

Station  WSLU-FM  (Canton)  96.7  me.  (Tuesdays  only) 

September  30 

Tests  of  Renal  Function  and  their  Clinical 
Significance 

John  E.  Kiley,  M.D. 

Robert  V.  Milora,  M.D. 

Albany  Medical  College 


RADIO  IN  NEW  YORK  CITY  AREA 


September  29,  1969 

12:00  Noon-1  :00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  me. 

September  29 

Tests  of  Thyroid  Function 

Eugene  D.  Furth,  M.D. 

Arnold  I.  Slowe,  M.D. 

Albany  Medical  College 

NOTE:  C-l  CREDIT  given  if  attendance  is  taken 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept. 
16  at  11:30  a.m.,  the  once-a-month  City-wide  Ob- 
stetrics ond  Gynecology  Conference  meeting  at  9 a.m. 
the  first  Wednesday  and  the  once-a-month  series  on 
Trauma  presented  on  the  fourth  Thursday  at  10:30 
a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y., 
Tel  (71  6)  833-2726. 


NEW  YORK  CITY 
EVENTS  RECEIVED  LATE 


September  19,  1969 /September  29,  1969 

Francis  Delafield  Hospital 

99  Fort  Washington  Avenue 

4:00  p.m.-5 : 00  p.m.,  Fridays 

September  19 

Induction  of  Glutamine  Synthetase  in 
Embryonic  Neural  Retina:  A System  for 
Studying  Control  Mechanisms  in  Differ- 
entiation 

A.  A.  MOSCONA,  Ph.D. 

University  of  Chicago 

September  26 

The  Theory  of  the  Master  Gene 

CHARLES  A.  THOMAS,  JR.,  Ph.D. 

Harvard  Medical  School 

SPECIAL  LECTURE 
September  29,  1969 

4:00  p.m.  (Monday) 


Experimental  Tumor  Immunology 

GEORGE  KLEIN,  M.D. 

Karolinska  Institute,  Stockholm 

Supported  by  the  American  Cancer  Society, 

New  York  City  Division,  Inc. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N.Y.  10017  Yukon  6-5757 


"WHAT  GOES  ON” 

IN  MEDICINE 

As  a past  reader  of  “What  Goes  On,”  an  official  publication  of  the  Medi- 
cal Society  of  the  State  of  New  York,  we  believe  you  are  interested  in  the 
latest  information  about  postgraduate  courses  and  medical  lectures,  and  we 
are  taking  this  opportunity  to  advise  you  that  reprints  of  “What  Goes  On” 
are  now  available. 


Starting  January  1,  1969,  “What  Goes  On”  became  a feature  of  the  New 
York  State  Journal  of  Medicine  which  is  published  twice  a month.  This  will 
allow  a two  to  four  week  lead  time  for  the  general  practitioners  and  specialists 
to  plan  ahead  for  important  meetings  and  courses  which  are  published  in 
“What  Goes  On.” 

We  can  now  offer  you,  in  limited  quantities,  “What  Goes  On”  reprints 
(as  published  in  the  New  York  State  Journal  of  Medicine).  There  will  be  an 
annual  subscription  rate  of  $3.00  to  cover  the  cost  of  the  reprint  and  first 
class  mailing  or  you  may  subscribe  to  the  New  York  State  Journal  of  Medicine 
for  $7.50  and  receive  its  outstanding  scientific  articles  as  well  as  “What  Goes 
On.” 


IL 


NORMAN  S.  MOORE,  M.D.,  Director 
Division  of  Scientific  Activities 


WHAT  GOES  ON  IN  MEDICINE 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  1 00 1 7 Date 

Name No.  of  Subscriptions 

Attention Title  

I 

Address  

City State  Zip  

I I $3.00  check  enclosed  for  "WHAT  GOES  ON" 

□ $7.50  check  enclosed  for  "NEW  YORK  STATE  JOURNAL  OF  MEDICINE" 

(New  Jersey  Events  are  no  longer  published) 
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Valium  (diazepam)  helps  protect  patients 
against  the  cumulative  effects  of  tension, 
apprehension  or  situational  stress.  It  is 
usually  well  tolerated,  and  seldom  dulls  the 
senses  or  interferes  with  function.  With 
2-mg,  5-mg  and  1 0-mg  strengths,  dosage 
may  be  adjusted  to  individual  needs. 


\Mum  a iazepam) 

helps  relieve  psychic  tension  with 
associated  depressive  symptoms 


prone  individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, consider  carefully  pharmacology  of  agents  em- 
ployed. Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with  suicidal  ten- 
dencies. Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension. 


changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  inconti-  j 
nence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  j ' 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such  ! 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  ! 
stimulation,  have  been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports 
of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver 
function  tests  advisable  dur- 
ing long-term  therapy. 


Roche 


® 


LABORATORIES 

Division  ol  Hoffmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


HK 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  “procto”  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”... and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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Mm 


“coughing 
is  not  a harmless 


privilege” 


— Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88 — 


at 


3k 

v$v 


if  cough 
serves  no  useful 
purpose 

ssionex  ™ 

Kc^Sn\ompIe*csof  H>drotoOonc  and  Phenylioloxammc ) 
rwp v 

u '.sis- 

...  it  works 

(usually 
for  10  to  12 
hours*) 


TUSSIONEX  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSION  EX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  - oral  Rx  where  state  laws  permit. 

indications  : Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 


♦dosage:  Adults:  I teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  1 2 hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 


side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  of  drowsiness. 


For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 


*XJ 


l-if. 

M fc,  „ 1 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 


maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions... relieve 


itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 

Write:  Harcliffe  Laboratories,  Inc.,  Dept.  900, 
423  Atlantic  Avenue,  Brooklyn,  N.Y.  11217 


MseptiNF 

1 douche  powder 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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soothing 

relief  for 
hair-raising  J 
cough 


enyliri 

EXPECTORANT 

Each  Ruidounce  contains:  80  mg.  Benadryl1’  (diphenhydramine 
hydrochloride  I,  Parke-Davis;  12  grains  ammonium  chloride;  5 grains’ 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5%  afcoh 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  dr  1 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  props-' 
ration  of  its  kind,  benylin  EXPECTORANT  tends  to  inhibit  cough  reR4 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleasa 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take^r  -•<< 
precautions:  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-eornaining  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  kegjj 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed  4 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  ner\'ous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING : Bottles  of  4 oz„  1 6 oz..  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity 
to  barbiturates. 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (34  gr.)  to  30  mg.  (34  gO 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

04  gr.),  30  mg.  (}/2  gr.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS5  (Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  04  gr.),  30  mg.  (}4  gr.). 
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McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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Month  i in  Washington 


The  American  Medical  Association  questioned 
whether  HEW  (U.S.  Department  of  Health, 
Education,  and  Welfare)  has  the  authority  to 
issue  its  recent  regulation  limiting  physicians’ 
fees  under  Medicaid. 

“We  question  whether  the  authority  granted 
by  the  Congress  embraces  the  promulgation  of 
this  regulation,”  Ernest  B.  Howard,  M.D., 
AMA  executive  vice-president,  said  in  a letter 
to  HEW. 

“This  regulation  appears  to  reverse  the  roles 
of  state  and  Federal  government  established 
in  the  law  itself.” 

The  regulation  limits  most  physicians’  fees 
to  75  per-cent  of  the  customary  charge — the 
maximum  customary  fee  of  75  per  cent  of  the 
physicians  in  the  area. 

After  offering  HEW  the  cooperation  of  the 
AMA  in  its  efforts  to  contain  rising  Medicaid 
costs,  Dr.  Howard  pointed  out  that  the  “com- 
prehensive” care  goal  of  the  program  could  not 
be  achieved  “without  substantial  funding,  both 
state  and  Federal.” 

“Moreover,  it  has  always  been  recognized 
that  the  intent  of  Title  19  (Medicaid),  when 
adopted,  was  to  dissolve  any  barriers  which 
existed  between  medical  care  available  to  the 
medically  indigent  and  other  citizens,”  the 
AMA  statement  said. 

“It  also  recognized  that  payment  to  physi- 
cians participating  in  the  government  program 
should  be  on  the  basis  of  reasonable  charges, 
that  is,  usual  charges  of  the  physician  within  the 
customary  range  of  charges  for  similar  services 
in  the  community,  to  assure  a broad  range  of 
participation  by  physicians  in  the  program  and 
to  eliminate  one  of  the  obstacles  to  the  care  of 
patients  on  the  same  level  as  that  provided 
other  persons  in  the  community.  This  was 
essentially  the  approach  taken  in  the  January 
25,  1969,  regulations  concerning  “reasonable 
charges,”  in  which  “customary  charges  which 
are  reasonable”  was  established  as  the  upper 
limit  for  payment  for  noninstitutional  services. 
We  believe  that  this  pronouncement  more  ac- 
curately comports  with  the  congressional  intent 
expressed  in  Section  1903(a)  (30)  of  the  Medi- 
caid law,  than  does  the  new  regulation.  . .. 

“In  departing  from  this  earlier  standard,  by 
establishing  arbitrary  limits  on  payments  to 
individual  practitioners,  it  should  be  recognized 
that  the  July  1 regulations  may  again  raise  a 
barrier  to  providing  private  care  to  the  medically 
indigent. 

“There  can  be  no  question  that  any  fee 
abuses  in  the  program,  whether  by  individual 
practitioners  or  other  providers,  must  be  fer- 

Prepared  l»y  the  Wa»hinKton,  D.C.,  Office  of  the  American 
Medical  AftHociation. 


reted  out  and  eliminated.  On  the  other  hand, 
the  true  effect  of  the  proposed  regulations  must 
be  kept  in  proper  perspective,  since  physicians’ 
fees  represent  only  approximately  11  per  cent 
of  the  costs  of  the  Medicaid  program.  Con- 
sequently, if  the  basic  concern  is  with  the  total 
costs  of  the  program,  the  remedy,  in  our  opinion, 
is  not  through  regulations  which  restrict 
physicians’  charges.” 

On  the  congressional  front,  the  Medicaid  law 
was  amended  to  give  the  states  some  relief  from 
fiscal  difficulties  arising  from  the  program. 

States  now  have  until  July  1,  1977,  to  submit 
comprehensive  plans  of  medical  care  for  all 
needy  persons  under  Medicaid.  Under  the 
original  Medicaid  law,  participating  states 
had  to  submit  such  a plan  by  July  1,  1975. 
But  rising  health  care  costs  resulted  in  Medicaid 
fiscal  difficulties  for  so  many  states  that  Con- 
gress delayed  the  deadline  for  two  years  and  re- 
laxed other  requirements  to  ease  the  financial 
burden. 

One  of  the  new  amendments  permits  states  to 
reduce  their  services  under  Medicaid.  In  the 
past,  they  could  not.  But  a state  still  cannot  re- 
duce over-all  Medicaid  spending. 

Representative  Wilbur  D.  Mills  (Democrat, 
Arkansas),  chairman  of  the  House  Ways  and 
Means  Committee,  said  the  changes  in  the  law 
should  give  states  some  financial  relief  and  also 
give  Congress  time  to  consider  what  long-range 
revisions  are  desirable  in  Medicaid. 

* * * 

President  Nixon  said  the  nation  will  be  con- 
fronted with  a “massive”  crisis  in  health  care 
unless  government  and  the  private  sector  co- 
operate to  hold  down  costs  and  to  improve  the 
system  of  delivery  of  medical  services. 

He  made  the  statement  in  commenting  on 
the  “report  on  the  health  of  the  nation’s  health 
care  system,”  by  Robert  H.  Finch,  secretary, 
and  Roger  O.  Egeberg,  M.D.,  assistant  secre- 
tary for  Health  and  Scientific  Affairs,  HEW. 

“This  nation  is  faced  with  a breakdown  in  the 
delivery  of  health  care  unless  immediate  con- 
certed action  is  taken  by  government  and  the 
private  sector,”  the  report  said.  “Expansion  of 
private  and  public  financing  for  health  services 
has  created  a demand  for  services  far  in  excess 
of  the  capacity  of  our  health  system  to  respond. 
The  result  is  a crippling  inflation  in  medical 
costs  causing  vast  increases  in  government 
health  expenditures  for  little  return,  raising 
private  health  insurance  premiums  and  reduc- 
ing the  purchasing  power  of  the  health  dollar 
of  our  citizens.” 

The  report  said  the  Medicaid  program, 
“badly  conceived  and  badly  organized,”  was  a 

continued  on  page  2409 
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Patient  comfort  in  chronic  constipation  is  enhanceu 
by  restoration  of  normal  pattern  of  evacuation. 

□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach's  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical 
□ Even  many  previously  intractable  cases  have 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— A dults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  so  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Comoanv.  Yonkers.  New  York  10701 

Senokot  Tablets 


^standardized  senna  concentrate) 
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when  it’s  late  in  life 
and  anxiety 
and  depression 
coexist... 

initial  therapy 

Triavil  4-10 

Each  tablet  contains  4 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride 

maintenance  therapy 

Triavil  240 

Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 

appropriate 
therapy  in  an 
appropriate 
dosage 


During  the  years  of  declining  strength  and  in-  ! 
creasing  infirmity,  many  patients  are  more  sen- 
sitive to  both  the  desired  response  and  the  ' 
unwanted  effects  of  some  drugs.  That’s  when 
low-dosage  therapy  is  needed.  And  that’s  when 
Triavil  4-10,  as  initial  therapy,  and  Triavil  . 
2-10,  for  maintenance,  can  prove  particularly 
useful. 

Starting  with  Triavil  4-10  should  help  mini- 
mize possible  dose-related  side  effects  in  the 
geriatric  patient  with  coexisting  anxiety  and 
depression.  And,  subsequently,  Triavil  2-10 
can  increase  flexibility  in  adjusting  maintenance 
dosage. 

Activities  made  hazardous  by  diminished  alert- 
ness should  be  avoided.  You  will  want  to  inform 
your  patients  that  the  effects  of  alcohol  may  be 
potentiated.  Because  of  the  potentiation  of 
other  drug  effects  possible  with  MAO  inhibitors, 
such  agents  should  not  be  given  concomitantly 
with  Triavil.  However,  therapy  with  Triavil 
can  be  initiated  cautiously  two  weeks  or  more 
after  withdrawal  of  the  MAOI  drugs.  And, 
until  significant  remission  is  observed,  close 
supervision  of  any  seriously  depressed  patient 
is,  of  course,  essential  to  guard  against  possible 
suicide.  The  drug  is  contraindicated  in  glau- 
coma, in  patients  expected  to  experience  prob- 
lems of  urinary  retention,  in  drug-induced  CNS 
depression,  and  in  bone  marrow  depression. 
Triavil  4-10  & 2-10- - tranquilizer-antidepres- 
sant therapy  especially  appropriate  for  the 
elderly  patient  so  often  intolerant  to  medica- 
tion in  high  dosages. 


Triavil 

containing  perphenazine  and  amitriptyline  HCI 
'TRANQUILIZER -ANTI  DEPRESSANT 


for  moderate  to  ■ 
severe  anxiety 
with  coexisting 
depression 


For  additional  prescribing  information,  please  see  following  page. 


TRIAVIL 

TRANQUILIZER-ANTI  DEPRESSANT 

TRIAVIL  4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-10:  For  use  in  adjusting  maintenance  dosage. 
Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg. 
of  amitriptyline  hydrochloride. 


for  moderate  to  severe  anxiety  with  coexisting  depression 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  depres- 
sion from  drugs  (barbiturates,  alcohol,  narcotics,  anal- 
gesics, antihistamines);  bone  marrow  depression;  urinary 
retention;  pregnancy;  glaucoma.  Do  not  give  in  com- 
bination with  MAOI  drugs  because  of  possible  potenti- 
ation that  may  even  cause  death.  Allow  at  least  2 weeks 
between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving 
a car  or  operating  machinery  or  apparatus  requiring 
alert  attention,  and  that  response  to  alcohol  may  be 
potentiated. 

PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after 
the  combined  use  of  antidepressant  agents  having  vari- 
ous modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants. 
Not  recommended  for  use  in  children.  Mania  or  hypo- 
mania  may  be  precipitated  in  manic-depressives  (per- 
phenazine in  TRIAVIL  seems  to  reduce  likelihood  of  this 
effect).  If  hypotension  develops,  epinephrine  should  not 
be  employed,  as  its  action  is  blocked  and  partially 
reversed  by  perphenazine.  Caution  patients  about  errors 
of  judgment  due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone.  Perphenazine:  Should  not  be  used 
indiscriminately.  Use  caution  in  patients  with  history  of 
convulsive  disorders  or  severe  reactions  to  other  pheno- 
thiazines.  Likelihood  of  untoward  actions  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  Side 
effects  may  be  any  of  those  reported  with  phenothiazine 
drugs:  blood  dyscrasias  (pancytopenia,  thrombocytopenic 
purpura,  leukopenia,  agranulocytosis,  eosinophilia);  liver 
damage  (jaundice,  biliary  stasis);  extrapyramidal  symp- 
toms (opisthotonos,  oculogyric  crisis,  hyperreflexia, 
dystonia,  akathisia,  dyskinesia,  parkinsonism)  usually 
controlled  by  the  concomitant  use  of  effective  anti- 
parkinsonian drugs  and/or  by  reduction  in  dosage,  but 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

where  today's  theory  Is  tomorrow's  therapy 


sometimes  persist  after  discontinuation  of  the  pheno- 
thiazine; severe,  acute  hypotension  (of  particular  con- 
cern in  patients  with  mitral  insufficiency  or  pheochro- 
mocytoma);  skin  disorders  (photosensitivity,  itching, 
erythema,  urticaria,  eczema,  up  to  exfoliative  derma- 
titis); other  allergic  reactions  (asthma,  laryngeal  edema, 
angioneurotic  edema,  anaphylactoid  reactions);  periph- 
eral edema;  reversed  epinephrine  effect;  endocrine 
disturbances  (lactation,  galactorrhea,  disturbances  of 
menstrual  cycle);  grand  mal  convulsions;  cerebral  edema; 
altered  cerebrospinal  fluid  proteins-,  polyphagia;  para- 
doxical excitement;  photophobia;  skin  pigmentation; 
failure  of  ejaculation;  EKG  abnormalities  (qu inidine-l ike 
effect);  reactivation  of  psychotic  processes;  catatonic- 
like  states;  autonomic  reactions  such  as  dryness  of  the 
mouth,  headache,  nausea,  vomiting,  constipation,  obsti- 
pation, urinary  frequency,  blurred  vision,  nasal  conges- 
tion, and  a change  in  the  pulse  rate;  hypnotic  effects; 
pigmentary  retinopathy;  corneal  and  lenticular  pigmen- 
tation; occasional  lassitude;  muscle  weakness;  mild 
insomnia;  significant  unexplained  rise  in  body  tempera- 
ture may  suggest  intolerance  to  perphenazine,  in  which 
case  discontinue.  Antiemetic  effect  may  obscure  signs 
of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics,  anti- 
histamines, barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides.  Amitriptyline:  Careful  obser- 
vation of  all  patients  recommended.  Side  effects  include 
drowsiness  (may  occur  within  the  first  few  days  of 
therapy);  dizziness;  nausea;  excitement;  hypotension; 
fainting;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordi- 
nation; allergic-type  reactions  manifested  by  skin  rash, 
swelling  of  face  and  tongue;  itching;  numbness  and 
tingling  of  limbs,  including  peripheral  neuropathy;  acti- 
vation of  latent  schizophrenia  (however,  the  perphena- 
zine content  may  prevent  this  reaction  in  some  cases); 
epileptiform  seizures  in  chronic  schizophrenics;  tem- 
porary confusion,  disturbed  concentration,  or  transient 
visual  hallucinations  on  high  doses;  evidence  of  anti- 
cholinergic activity,  such  as  tachycardia,  dryness  of 
mouth,  blurring  of  vision,  urinary  retention,  constipa- 
tion, paralytic  ileus;  agranulocytosis;  jaundice.  The 
antidepressant  activity  may  be  evident  within  3 or  4 
days  or  may  take  as  long  as  30  days  to  develop 
adequately,  and  lack  of  response  sometimes  occurs. 
Response  to  medication  will  vary  according  to  severity 
as  well  as  type  of  depression  present.  Elderly  patients 
and  adolescents  can  often  be  managed  on  lower  dosage 
levels. 

Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 
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continued  from  page  2404 

major  factor  in  rapidly  rising  health  care  costs 
by  attempting  “to  provide  medical  services  for 
the  poor  by  pushing  them  into  the  nation’s  al- 
ready overburdened  health  care  system  without 
developing  the  capacity  in  the  system  to  serve 
them  and  without  building  the  capability  in 
the  states  to  manage  the  program.” 

The  report  also  said  overtaxed  health  re- 
sources are  being  used  wastefully,  are  not  being 
expanded  rapidly  enough,  and  not  enough  at- 
tention is  being  given  to  preventive  health  care. 

Two  advisory  groups  were  set  up:  (1)  a 

Task  Force  on  Medicaid  and  Related  Programs 
under  cochairmen,  John  G.  Veneman,  HEW 
undersecretary,  and  Walter  J.  McNerney, 
Blue  Cross  president,  and  (2)  a special  group 
from  industry  under  the  chairmanship  of  David 
J.  Mahoney,  president,  Norton  Simon,  Inc. 

Dwight  L.  Wilbur,  M.D.,  then  president  of 
the  American  Medical  Association,  congratu- 
lated the  members  of  the  Nixon  Administration 
for  taking  “such  a thoughtful  look  at  the  ac- 
cumulated problem  that  has  been  built  up  in 
the  past  as  a result  of  hurriedly  enacted  pro- 
grams, the  buildup  of  unattainable  expecta- 
tions, and  creation  of  unsound  administrative 
operations.” 

“Correcting  the  consequences  of  massive  dis- 
ruptions and  past  political  errors  will  call  for 
the  cooperation  and  dedication  in  the  govern- 
ment and  private  sectors,”  Dr.  Wilbur  said. 
“This  includes  physicians,  other  professionals, 
many  in  related  fields,  hospitals,  government, 
insurance  payors,  and  many  others.” 

Dr.  Wilbur  also  welcomed  a call  by  Secretary 
Finch  and  Dr.  Egeberg  for  discipline,  through 
the  profession  itself,  of  “the  very  few  members 
of  the  medical  profession  who  have  reportedly 
abused  the  (Medicare  and  Medicaid)  programs.” 
* * * 

Recent  testimony  by  AM  A witnesses  before 
congressional  committees  included  the  follow- 
ing: 

1.  0.  L.  Simenstad,  M.D.,  member  of  the 

AMA  Board  of  Trustees,  before  the  Senate 
Monopoly  (Nelson)  Subcommittee: 

The  advertising  policies  of  the  AMA  have 
recognized  consistently  the  uniqueness  of 
drug  advertising  in  that  it  should  not  be 
directed  to  the  public,  but  to  physicians,  and 
because  of  the  public  interests  involved,  it 
should  be  responsibly  presented.  As  the 
drug  products  in  this  country  have  become 
more  sophisticated,  the  Association’s  ad- 
vertising policies  have  undergone  evolution. 
Initially,  an  ‘ethical’  manufacturer  was  re- 
quired to  disclose  the  formula  of  his  ad- 
vertised products.  “Secret  nostrums”  could 
not  be  advertised  in  responsible  medical 
journals,  such  as  J.A.M.A.  Today,  honest 
presentation  of  claims  is  the  primary  cri- 
terion .... 

The  policy  of  the  AMA  has  been  to  update 
the  advertising  standards  as  the  drug  field 
changes.  Two  of  the  basic  tenets  have  re- 
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TB  is  still 
around. 


In  1967  almost  45,000  new  active 
cases  were  reported.  Isn’t  that  a good 
reason  to  make  tuberculin  testing  with 
the  white  LEDERTINE™  Applicator  a 
routine  part  of  your  physical  exami* 
nations? 

TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 


A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  "ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 
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Please  send  me  professional  samples  and  reprints  of 
published  articles. 
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mained  unchanged,  however.  One  is  that 
“the  appearance  of  advertising  in  AMA  publi- 
cations is  not  an  AMA  guarantee  or  endorse- 
ment of  the  product  or  the  claims  made  for 
the  product  by  the  manufacturer,”  and  the 
other  is  that  advertising  space  will  not  be 
sold  unless  “the  inclusion  of  advertising  ma- 
terial does  not  interfere  with  the  purpose  of 
the  publication.” 

2.  Pierre  Salmon,  M.D.,  member  of  the 
AMA  Committee  on  Aging,  before  the  Senate 
Long-Term  Care  Subcommittee: 

We  believe  that  the  medical  profession 
should  take  the  lead  in  organizing  “community 
coordinating  committees”  to  assume  over-all 
responsibility  in  coordinating  available  health 
facility  services  in  the  community.  We  have 
suggested  that  local  medical  societies  invite 
representatives  of  the  other  health  agencies 
and  professions  in  the  area  to  discuss  and 
consider  jointly  the  community’s  particular 
problems  with  regard  to  long-term  care — 
both  convalescent  and  custodial  care.  Some 
local  medical  societies  have  taken  this  initia- 
tive. 

3.  Frederick  C.  Swartz,  M.D.,  chairman  of 
the  AMA  Committee  on  Aging,  before  the 
Senate  Subcommittee  on  Health  of  the  Elderly: 

Age  is  no  bar  to  good  medical  or  surgical 
treatment,  including  open-heart  surgery,  so 
long  as  the  patient  presents  himself  as  a 
reasonably  physiologically  functioning  unit  to 
the  physician. 

The  medical  and  paramedical  services — 
the  physician  and  the  para-physician  per- 
sonnel— must  begin  to  realize  that  something 
can  be  done  for  diseases  found  among  the 
oldsters.  The  days  of  condescension  medicine 
to  ‘grandpap’  and  ‘grandma’  is  at  an  end. 


4.  Philip  L.  White,  secretary  of  the  AMA 
Council  on  Foods  and  Nutrition,  before  the 
Senate  Committee  on  Nutrition  and  Human 
Needs: 

. . The  United  States  needs  to  develop  a 
national  nutrition  policy.  . . . The  develop- 
ment of  goals  in  food  production  and  distribu- 
tion, the  establishment  of  adequate  levels  of 
nutrient  intake  for  individuals  and  groups  of 
people,  and  plans  for  the  nourishment  of  our 
future  expanded  populations  are  but  a few 
of  the  issues  which  require  national  attention. 

5.  Henry  Brill,  M.D.,  chairman  of  the  AMA 
Committee  on  Alcoholism  and  Drug  De- 
pendence, before  the  House  Education  Sub- 
committee: 

In  the  course  of  the  AMA’s  work  in  this 
field,  we  have  been  profoundly  impressed  by 
the  fundamental  importance  of  public  educa- 
tion about  narcotic,  depressant,  and  stimulant 
drugs.  In  the  first  instance,  of  course,  public 
information  has  a decisive  impact  on  public 
attitudes  and  opinions,  and  in  the  long  run 
this  determines  public  policy.  If  taking 
drugs  for  pleasure  should  ever  become  socially 
acceptable  in  this  country  and  accepted  as  a 
harmless  pastime,  one  could  confidently  pre- 
dict that  control  of  drug  dependence  would 
become  impossible. 

6.  Marvin  A.  Block,  M.D.,  a member  of  the 
AMA  Committee  on  Alcohol  and  Drag  De- 
pendence, before  the  Senate  Subcommittee  on 
Alcoholism  and  Narcotics: 

. . The  crying  need,  aside  from  that  of  re- 
search and  education,  is  for  community 
facilities  to  treat  and  care  for  the  alcoholic 
patient,  who  is  entitled  to  the  same  rights  and 
opportunities  for  treatment  accorded  other 
sick  people. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  8 through  12,  1970 
The  Americana,  New  York  City 
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Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC / Dienestrol  that  improves  cell  maturation  counts1,2 
— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/ Dienestrol  efficacy.1,2  AVC/ Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.1,2  AVC/  Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts,-  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibromyomo;  mammary  fibroadenoma,-  depressed 
liver  function. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  absorption.  Burning,  increased  local  dis- 
comfort, skin  rosh,  urticaria  or  other  manifestations  of  sulfon- 
amide toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment. The  use  of  AVC/ Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exacerbation  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  intravaginally 
once  or  twice  daily. 

Supplied:  AVC/ Dienestrol  Cream'  — Four  ounce  tube  with 

applicator.  'AVC'  and  AVC/ Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Salerno,  L.  J,  Ortiz,  G.,  and  Turkel.  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115fh  Annual  A.M.A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F B . and  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 
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AVC /Dienestrol 

Cream  (dienestrol  .01%,  sulfanilamide  15.0%,  aminacrine  hydrochloride  0.2%,  allanfoin  2.0%) 

Suppositories  (dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  aminacrine  hydrochloride  0.014  Gm.,  allantoin  0.14  Gm.) 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 
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Specific  therapy  for  night  leg  cramps 


Medical  News 


Medical  seminar  cruise 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  is  sponsoring  its 
eleventh  medical  seminar  cruise  aboard  the 
Swedish  American  Line’s  Gripsholm.  The  sev- 
enteen-day cruise  will  leave  New  York  on 
January  5 and  return  to  New  York  on  January 
22,  1970.  Ports  of  call  include  Virgin  Islands, 
Martinique,  Barbados,  Trinidad,  Venezuela, 
Netherlands  Antilles,  Dominican  Republic,  and 
Haiti. 

Faculty  members  of  Albany  Medical  College 
will  present  a comprehensive  postgraduate  edu- 
cation program  aboard  ship  which  will  cover 
subjects  in  medicine,  surgery,  pediatrics,  and 
obstetrics  and  gynecology. 

For  further  information  contact  the  Depart- 
ment of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany,  New  York  12208. 

Clinical  Center  studies  neutropenia 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  studies  of  both  chronic 
and  cyclic  neutropenias  being  conducted  by  the 
National  Institute  of  Allergy  and  Infectious 
Diseases  at  the  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 

Studies  will  be  performed  on  patients  with 
either  chronic  or  cyclic  neutropenia  to  determine 
the  life  span,  cultural  characteristics,  and  meta- 
bolic and  phagocytic  function  of  granulocytes. 
Following  this,  attempts  at  therapy  will  be  made 
and  experimental  drugs  may  be  used.  All  pa- 
tients will  be  carefully  followed  during  the 
course  of  the  study.  On  completion  of  their 
studies,  patients  will  be  returned  to  the  care  of 
the  referring  physician  who  will  receive  a sum- 
mary of  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 
contact  Sheldon  M.  Wolff,  M.D.,  or  David  C. 
Dale,  M.D.,  Clinical  Center,  Room  11-N  232, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  The  telephone  number  is  496- 
5807  or  496-4964,  area  code  301. 

Psychiatric  care  unit  opened  at  Upstate 
Medical  Center 

A new  psychiatric  care  unit,  utilizing  the  most 
modem  treatment  technics,  opened  at  the 
State  University  Hospital  of  the  Upstate  Medi- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


cal  Center  at  Syracuse.  The  16-bed  unit  will 
function  as  a psychiatric  service  to  patients  of 
the  State  University  Hospital.  The  staff  will 
serve  as  a consulting  body  for  the  medical  com- 
munity of  upstate  New  York  and  as  a complete 
treatment  and  diagnostic  center,  as  well  as  a 
training  school  for  new  technics  in  psychiatric 
care.  Individual  psychotherapy  and  biomedi- 
cal treatments,  such  as  the  use  of  drugs,  will  also 
be  used. 

The  new  whig  will  be  staffed  by  specially 
trained  personnel,  led  by  a team  of  psychiatrists 
under  the  direction  of  David  B.  Robinson,  M.D., 
unit  chief  and  professor  of  psychiatry,  and  as- 
sisted by  Louis  J.  Ripich,  M.D.,  assistant  pro- 
fessor of  psychiatry. 

Hereditary  angioneurotic  edema 
topic  of  study 

Physicians  are  requested  to  refer  patients  for 
studies  of  hereditary  angioneurotic  edema  being 
conducted  by  the  National  Institute  of  Allergy 
and  Infectious  Diseases  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Referrals  of  patients  with  proved  or  suspected 
hereditary  angioneurotic  edema  are  needed. 
Selected  patients  with  a history  typical  of  angio- 
neurotic edema  but  with  negative  findings  in 
family  histories  will  also  be  studied. 

Studies  will  be  made  of  the  immune  systems 
of  all  patients.  In  an  effort  to  ameliorate  then- 
condition,  certain  patients  will  be  given  experi- 
mental drugs.  All  patients  will  be  carefully 
followed  during  the  course  of  the  study  On 
completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  who 
will  receive  a summary  of  findings. 

Physicians  interested  in  having  then-  patients 
considered  for  admission  to  these  studies  may 
contact  Michael  M.  Frank,  M.D.,  or  John  S. 
Sergent,  M.D.,  Clinical  Center,  Room  11-N- 
104,  National  Institutes  of  Health.  Bethesda, 
Maryland  20014.  Telephone  number  is  496- 
4964,  area  code  301. 

Personalities 

Elected.  Melvin  D.  Yahr,  M.D.,  New  York 
City,  as  president  of  the  American  Neurological 
Association. 

Honored.  Andrew  A.  Eggston,  M.D.,  director 
of  pathology,  Manhattan  Eye,  Ear  and  Throat 
Hospital,  for  fifty  years  of  service  with  the 
Hospital. 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 


•Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124:59  (Feb.  Supp.),  1968. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first -degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg.  — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  [o«i6w»i 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Medical  Meetings 


Renal  disease  in  children 
topic  of  lecture 

A teaching  day  program  on  “Renal  Diseases 
in  Children,”  sponsored  by  the  Department  of 
Postgraduate  Medicine,  Albany  Medical  Col- 
lege, is  to  be  held  on  October  2,  at  9:00  a.m., 
in  Huyck  Auditorium,  Albany  Medical  College. 

The  program  features  the  following  topics  and 
speakers: 

“Nephrotic  Syndrome  and  the  Glomerular 
Basement  Membrane  Function,”  Alfred  F. 
Michael,  M.D.,  University  of  Minnesota  Medi- 
cal School;  “Acute  Glomerulonephritis”  Alfi'ed 
J.  Fish,  M.D.,  University  of  Minnesota  Medical 
School;  “Epidemiology  and  Natural  History 
of  Urinary  Infections  in  School  Children,” 
Calvin  M.  Kunin,  M.D.,  University  of  Virginia 
School  of  Medicine;  “Urinary  Tract  Infections 
in  Children,”  Keith  N.  Drummond,  M.D., 
McGill  University  Faculty  of  Medicine. 

Tuition  is  $20.  While  advance  registration  is 
not  required,  the  course  is  limited  to  approxi- 
mately 135. 

For  additional  information  contact:  De- 

partment of  Postgraduate  Medicine,  Albany 
Medical  College,  47  New  Scotland  Avenue, 
Albany,  New  York  12208. 

Postgraduate  course  for 
practicing  physicians 

The  Peter  Bent  Brigham  Postgraduate  Medi- 
cal Series,  postgraduate  courses  for  the  practicing 
physician,  will  be  held  on  the  second  Friday  of 
each  month,  from  September  through  May, 
1970. 

The  following  is  a schedule  of  the  dates, 
topics,  and  directors  of  the  course: 

September  12,  “Renal  Failure:  Concepts  in 

Current  Management,”  John  Merrill,  M.D., 
director,  Cardiorenal  Section; 

October  10,  “Diseases  of  the  Adi'enal  Cortex: 
Diagnosis  and  Management,”  George  W. 
Thorn,  M.D.,  Hersey  Professor  of  the  Theory 
and  Practice  of  Physic; 

November  14,  “Diseases  of  Pancreas — 
Pathophysiology  and  Clinical  Management,” 
Phillip  Snodgrass,  M.D.,  chief.  Gastroenter- 
ology; 

December  12,  “Common  Thyroid  Disorders: 
Diagnosis  and  Management,”  Herbert  Selen- 
kow,  M.D.,  director,  Thyroid  Laboratory; 

January  9,  1970,  “Coronary  Artery  Disease: 
Diagnosis  and  Management,”  Richard  Gorlin, 
M.D.,  chief,  Cardiovascular  Division. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


February  13,  1970,  “Current  Status  of  Anti- 
biotics and  Management  of  Infection,”  George 
Cahill,  M.D.,  director,  E.  P.  Joslin  Research 
Laboratory; 

April  10,  1970,  “Congestive  Heart  Failure: 
Pathophysiology  and  Therapy,”  Richard  Gor- 
lin. M.D.; 

May  8,  1970,  “Clinical  Application  of  Lung 
Function  Tests,”  Harry  Bass,  M.D.,  director. 
Pulmonary  Division. 

Tuition  fee  is  $30  per  course  or  $250  per  series, 
and  registration  is  limited  to  100. 

For  further  information  and  registration 
contact:  David  P.  Lauler,  M.D.,  director, 

communications  medicine,  Peter  Bent  Brigham 
Hospital,  Boston,  Massachusetts  02115. 

Scoliosis  topic  of  course 

The  annual  postgraduate  course  in  Orthopedic 
Surgery  PM  2,  sponsored  by  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons,  will  be 
held  on  October  2 through  4. 

The  program  will  include  etiology,  classifica- 
tion, roentgen  diagnosis,  and  all  forms  of  treat- 
ment, such  as  use  of  Milwaukee  brace,  spinal 
instrumentation,  halo-femoral  traction,  and 
surgical  technic  with  complications. 

Tuition  is  $150.  For  further  information  and 
registration  contact  Melvin  D.  Yahr,  M.D., 
associate  dean,  Columbia  University  College  of 
Physicians  and  Surgeons,  630  West  168th  Street, 
New  York,  New  York  10032. 

Postgraduate  course  in 
gynecologic  pathology 

A postgraduate  course  in  Applied  Gynecologic- 
Pathology,  sponsored  jointly  by  The  State  Uni- 
versity of  New  York  Downstate  Medical  Cen- 
ter and  The  Long  Island  Jewish  Hospital,  will 
begin  on  October  2 and  continue  for  fifteen 
consecutive  Thursdays,  from  1:00  to  4:00 
P.M. 

The  course  will  stress  correlation  between 
clinical  aspects  and  pathology.  The  subject 
matter  will  be  covered  by  lantern  slide  presenta- 
tion, scopicon  microscopic  projection,  and 
demonstration  of  gross  specimens.  There  will 
be  at  least  thirty-six  hours  of  instruction.  Stu- 
dents are  asked  to  provide  their  own  micro- 
scopes. 

The  following  instructors,  who  are  on  the 
staff  of  both  Downstate  Medical  Center  and 
The  Long  Island  Jewish  Hospital,  will  give  the 
course:  Henry  I.  Colman,  M.D.;  Alexander  H. 

continued  on  page  2420 
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Terramycin 

(oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn 
of  lower  leg.  To  combat  shock,  restore  circulatory 
volume  and  replace  protein  loss,  plasma  is  adminis- 
tered. Local  pressure  dressing  applied.  Limb  elevated 
to  limit  the  flow  of  lymph.  About  36  hours  after 
admission  the  patient  develops  an  elevated  tempera- 
ture and  complains  of  pain  at  the  site  of  the  lesion. 
Dressing  removed.  A suppurating  slough  area  has 
developed  over  part  of  the  burn.  A swab  specimen  is 
taken  for  culture  and  the  slough  area  is  debrided. 
Antibacterial  treatment  is  begun  with  Terramycin 
I.M.  Days  later,  recovery  is  progressing,  and  the 
laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  con- 
firming the  therapeutic  choice.  Terramycin  therapy  is 
continued  until  all  signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers 
special  advantages  in  treating  bacterial  infections 
complicating  burns,  when  strains  of  causative  orga- 
nisms are  susceptible.  Broad-spectrum  antibacterial 
coverage.  Activity  unaffected  by  penicillinase. 

Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intra- 
muscular use.  Requires  no  refrigeration.  Remains 
stable  for  at  least  two  years.  Available  for  immediate 
use  in  Isoject ,®  a disposable  injection  unit.  In  difficult 
as  well  as  routine  cases,  when  tests  reveal  susceptible 
organisms,  consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 

Terramycin  I.M. 

(oxytetracycline) 

- 1 
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Contraindicated:  tn  Individuals  hypersensitive  to  any 
ot  tile  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage  • 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./ lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc. 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request .1* 
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Rosenthal,  M.D.;  James  I.  Berkman,  M.D.; 
Donald  J.  Casper,  M.D.;  Norbert  Platt,  M.D.; 
and  Alan  Gibstein,  M.D. 

For  further  information  and  applications  con- 
tact Mrs.  Evelyn  Bennett,  secretary,  Committee 
on  Medical  Education,  The  Long  Island  Jewish 
Hospital,  New  Hyde  Park,  New  York  11040. 

Adipose  tissue  metabolism 
topic  of  lecture 

George  F.  Cahill,  Jr.,  M.D.,  associate  pro- 
fessor of  medicine,  Harvard  University  Medical 
School,  will  lecture  on  “Adipose  Tissue  Metab- 
olism, General  Aspects”  on  October  8,  at  4:00 
P.M.,  at  the  State  University  of  New  York 
Downstate  Medical  Center,  450  Clarkson  Ave- 
nue, Brooklyn,  New  York. 

This  is  one  of  a series  of  lectures  on  biochem- 
istry sponsored  by  the  Department  of  Biochem- 
istry, Downstate  Medical  Center. 

Maxillofacial  prosthetics 
topic  of  meeting 

The  annual  meeting  of  the  American  Acad- 
emy of  Maxillofacial  Prosthetics  is  to  be  held 
on  October  8 and  9 at  the  Sheraton-Park  Hotel, 
New  York  City.  Keynote  speaker  will  be  John 
Conley,  M.D.,  New  York  City,  on  recent  de- 
velopments in  the  treatment  and  rehabilitation 
of  the  patient  with  maxillofacial  disabilities. 

For  further  information  contact  William 
Laney,  D.M.D.,  executive  secretary,  Section  on 
Dentistry,  Mayo  Clinic,  Rochester,  Minnesota 
55901. 

Drug  metabolism  topic  of  lecture 

The  tenth  annual  Howard  Fox  Memorial 
Lecture  of  the  New  York  University  School  of 
Medicine  is  to  be  held  on  October  29,  at  4:00 
P.M.,  in  Alumni  Hall  Auditorium  of  the  New 
York  University  Medical  Center. 

The  lecture  will  be  given  by  R.  Tecwyn  Wil- 
liams, professor  of  biochemistry,  University  of 
London,  as  part  of  the  symposium  on  “Phar- 
macology of  Selected  Drugs  Used  in  Derma- 
tology: Principles  of  Action  and  Uses”  which 

is  being  cosponsored  by  the  Departments  of 
Dermatology  and  Pharmacology  of  New  York 
University  School  of  Medicine  and  Post- 
Graduate  Medical  School  on  October  29  through 
31. 

Further  information  may  be  obtained  from 
the  office  of  the  recorder,  New  York  University 
Post-Graduate  Medical  School,  550  First  Ave- 
nue, New  York,  New  York  10016. 


Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  Upstate  Medical 
Center,  Syracuse,  will  present  its  twentieth 
annual  Postgraduate  Course  in  Ophthalmology 
at  the  Hotel  Syracuse,  on  December  5 and  6. 

The  following  lecturers  will  participate: 
Paul  Henkind,  M.D.,  and  George  R.  Merriam, 
Jr.,  M.D.,  both  of  New  York  City,  and  Robert 
N.  Shaffer,  M.D.,  San  Francisco,  California. 

Tuition  is  $35,  payable  to  the  State  University 
of  New  York  Upstate  Medical  Center.  This 
fee  covers  tuition,  daily  luncheons,  and  dinner. 
The  course  is  limited  to  90  members.  These 
will  be  accepted  in  the  order  in  which  applica- 
tions, accompanied  by  checks,  are  received. 
Inquiries  regarding  the  course  may  be  for- 
warded to  James  L.  McGraw,  M.D.,  State 
University  of  New  York  Upstate  Medical 
Center,  766  Irving  Avenue,  Syracuse,  New  York 
13210. 

Air  pollution  topic  of  meeting 

The  seventh  annual  meeting  of  the  New  York 
State  Action  for  Clean  Air  Committee  will  be 
held  on  November  7,  at  Cooper  Union,  51  Astor 
Place,  New  York  City. 

A panel  discussion  of  education  and  training 
in  the  field  of  environmental  health  will  be  a 
highlight  of  the  session,  which  is  open  to  the 
public.  Election  of  officers  will  be  held,  and 
there  will  be  reports  by  the  33  local  Action  for 
Clean  Air  Committees  and  3 Councils  of  Action 
for  Clean  Air  committees. 

Further  information  may  be  obtained  from 
New  York  State  Action  for  Clean  Air  Com- 
mittee, 105  East  22nd  Street,  New  York  10010. 

Seminar  on  glaucoma 

The  Glaucoma  Center  of  the  Brooklyn  Eye 
and  Ear  Hospital  will  hold  its  annual  Seminar 
on  Glaucoma  under  the  direction  of  A.  S. 
Rosenberg,  M.D.,  and  D.  Kravitz,  M.D.,  on 
November  17  through  19. 

Particular  emphasis  is  placed  on  the  use  of 
the  gonioprism  and  applanation  tonometry. 
Tonography  and  other  diagnostic  methods,  in- 
cluding the  Maklakov  and  air  tonometers,  and 
the  scleral  suction  cup  will  be  demonstrated 
and  discussed.  Practical  experience  is  given  in 
all  methods  using  patients  from  our  clinics. 

Tuition  is  $100  and  registration  is  limited  to  6 
ophthalmologists. 

For  further  information  and  registration  con- 
tact Vernon  E.  Dressier,  administrator,  Brooklyn 
Eye  and  Ear  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

4(0*-  Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 

hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fortjiave  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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These  films  are  available  to  physicians,  hospitals, 
medical  schools,  and  others,  from  the  Film 
Library  of  the  State  of  New  York  Department  of 
Health  * 

How  Life  Begins  (2  parts).  Sound,  color,  16 
mm.,  forty-six  minutes. 

The  purpose  of  the  film  is  to  present  the  stu- 
dent with  an  understanding  of  the  many  and 
varied  ways  in  which  organisms,  both  simple 
and  complex,  beget  other  organisms  like  them- 
selves. Processes  such  as  mitosis,  courtship, 
nesting,  fertilization,  and  embryological  de- 
velopment are  introduced  in  terms  of  their  roles 
in  the  over-all  scheme  of  organismic  procreation. 
For  use  in  biology,  high  school,  and  college. 

Source  and  producer:  McGraw  Hill  Book 

Co.,  Inc.,  Text  Film  Department,  330  West 
42nd  Street,  New  York,  New  York  10036. 

The  Inner  World  of  Aphasia.  Sound,  color, 
16  mm.,  twenty-four  minutes. 

The  film  deals  with  the  perceptual,  psy- 
chological, and  family  problems  of  the  person 
who  has  aphasia  following  a stroke  or  brain  in- 
jury. Changes  in  self-concept  and  the  con- 
sequent struggle  to  communicate  with  the  en- 
vironment are  vividly  depicted,  as  well  as 
aspects  of  the  strained  family  relationships 
that  frequently  develop.  The  patient’s  impaired 
speech  patterns  are  seen  and  heard,  as,  by  means 
of  “voice-over”  technics,  are  his  inner  thought 
processes. 

Source  and  producer:  Edward  Feil  Produc- 

tions, 1514  Prospect  Avenue,  Cleveland,  Ohio. 

Planned  Families.  Sound,  color,  16  mm., 
twenty  minutes. 

All  the  methods  of  birth  control,  including 
rhythm,  are  explained  in  this  film  which  uses  a 
combination  of  photographs  and  animation  to 
tell  why  family  planning  is  important  and  how 
it  works. 

Source  and  producer:  Planned  Parenthood- 

World  Population  Film  Library,  515  Madison 
Avenue,  New  York,  New  York. 

How  Babies  Learn.  Sound,  color,  16  mm., 
thirty-five  minutes. 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 
M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 

continued  on  page  2423 
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continued  from  pane  2422 


The  film  describes  the  major  learning  patterns 
of  infants  during  the  first  year  of  life,  with 
emphasis  on  the  influence  of  mother-child  re- 
lationships and  the  child’s  physical  environ- 
ment on  the  style  and  rate  of  learning.  The 
film,  part  of  a research  project  concerned  with 
infant  learning  and  patterns  of  family  care,  was 
produced  under  a grant  from  the  U.S.  Public 
Health  Service  and  the  Children’s  Bureau. 

Audience:  Parent  Education  and  profes- 

sional groups  and  classes  in  child  development, 
pediatrics,  early  childhood  education,  nursing, 
and  sociology. 

Source  and  producer:  New  York  University 

Film  Library,  Washington  Square,  New  York, 
New  York. 


because 
relief 
means 
so  much 
to  your 


patient 


Drugs  and  the  Nervous  System.  Sound, 
color,  16  mm.,  eighteen  minutes. 

The  film  explains  how  drugs  affect  many 
different  parts  of  the  body  by  working  indirectly 
on  the  nervous  system.  Aspirin  is  used  to  il- 
lustrate how  a common  drug  acts  to  reduce  pain 
and  fever  in  this  complicated  way.  It  is  also 
used  as  a warning  that  drugs  used  without  a 
physician’s  instructions  can  be  a poison.  The 
major  portion  of  the  film  then  explains  the 
serious  disruption  of  the  nervous  system  caused 
by  narcotics  and  substances  taken  for  “kicks.” 
Substances  covered  are  airplane  glue,  stimulants 
(amphetamines),  depressants  (barbiturates,  opi- 
ates), marijuana,  and  LSD.  It  is  produced 
largely  in  animation. 

Source  and  producer:  Churchill  Films,  6671 

Sunset  Boulevard,  Los  Angeles,  California. 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  "wonder  drug"  — 
but  a useful  one. 

URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 

URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases:  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


A Short  Way  Home.  Sound,  color,  16  mm., 
fifteen  minutes. 

This  film  introduces  the  audience  to  Home 
Health  Services  in  practice.  It  follows  a patient 
with  a fracture  through  hospitilization,  evalua- 
tion for  Home  Health  Services,  and  convales- 
cence at  home  with  emphasis  on  Home  Health 
Services.  In  addition,  this  film  briefly  shows  a 
variety  of  patients  receiving  such  services  in 
their  home  settings  and  shows  the  interdiscipli- 
nary team  activities  in  providing  this  care. 

Source  and  producer:  DuArt  Film  Labora- 

tories, 245  West  55th  Street,  New  York,  New 
York  10019. 


Exercise  Training  for  Childbirth.  Sound, 
color,  16  mm.,  thirty-seven  minutes. 

The  film  demonstrates  prenatal  exercises  plus 
the  use  of  these  exercises  during  labor  and  de- 
livery of  2 patients.  One  patient  is  the  same 
patient  demonstrating  the  exercises  for  the 
prenatal  period. 

Source  and  producer:  Dixie  Films,  1314 

Madison  Avenue,  Memphis,  Tennessee  38104. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  . . . 0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid 4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue:  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported:  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult, 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 
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Compound- 65 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochlo- 
ride, 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. 
caffeine. 


Additional  Information 
available  upon  request. 
Eli  Lilly  and  Company 
IMiansBQiis- 
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Editorials 


Important  information  on  professional  liability  and  defense 


Arthur  J.  Mannix,  Jr.,  M.D.,  chairman, 
submits  the  following  report  of  the  Mal- 
practice Insurance  and  Defense  Board.  It 
is  high  priority  reading  for  every  member 
of  the  State  Medical  Society. 

Headlines  across  the  country  have 
warned  us  of  the  difficulties  the  medical 
profession  has  been  having  in  keeping  in- 
surance companies  interested  in  writing 
medical  malpractice  insurance — at  any 
price.  According  to  the  news  items, 
premium  rates  have  recently  increased  100 
per  cent  in  Vermont,  75  per  cent  in  Ohio, 
100  per  cent  in  Michigan,  and  in  Pennsyl- 
vania the  Aetna  Casualty  & Surety  Com- 
pany had  a 250  per  cent  increase  approved 
for  the  Philadelphia  area  effective  May  15, 
1969. 

Within  our  own  State  Society,  we  have 
seen  the  cost  of  cases  steadily  rising.  Over 
the  past  few  years,  the  cost  of  cases  closed 
has  increased,  as  shown  in  the  following 
table.  These  figures  do  not  show  reported 
events  and  claims  on  which  no  payment 
was  made  to  the  patient. 


Year 

Average  Cost 

1964 

$5,759 

1965 

6,762 

1966 

8,833 

1967 

8,661 

1968 

9,409 

In  this  atmosphere,  it  is  not  surprising 
that  the  company  which  has  underwritten 
our  program  since  July  1,  1949,  has  become 
concerned.  Noting  the  jumbo  malpractice 
verdicts  awarded  across  the  country, 
the  company  has  re-examined  its  rates  for 
high  limits  of  coverage.  This  study  has 
shown  that  the  premiums  charged  for  these 
limits  have  not  been  adequate,  and  the 
company,  therefore,  feels  that  it  must 
adopt  the  table  of  increments,  referred  to  as 
Excess  Tables,  used  by  the  Insurance  Rat- 
ing Board  and  approved  in  most  other 
states  throughout  the  country. 


Also,  the  company  has  re-examined  its 
method  of  calculating  its  development  fac- 
tors, and  feels  that  it  must  return  to  the 
method  temporarily  discontinued  as  of 
September,  1967.  The  details  of  this  are 
covered  in  the  actuary’s  annual  report, 
but,  in  general  terms,  rates  are  based  on 
the  experience  of  the  three  most  recently 
completed  policy  years.  The  problem  is 
to  project  this  experience  into  the  future 
by  applying  factors  developed  from  changes 
in  the  experience  of  past  policy  years.  The 
company  says  that  this  revision  returns  to 
the  traditional  development  factor  system 
which  provides  an  automatic  means  of  ad- 
justment of  incurred  cost  valuations  for 
both  reserve  development  and  for  late  re- 
ported incidents. 

The  rapidly  increasing  cost  trends  have 
been  recognized  as  a rate-making  problem 
in  many  states.  As  can  be  seen  from  the 
average  cost  figures,  these  trends  are 
definitely  present  in  our  own  statistics. 
As  previously  mentioned,  the  details  of 
the  rate-level  calculations  are  in  the  report 
of  the  Society’s  actuary,  and  we  will  simply 
state  here  that  the  company  is  including 
trend  factors  in  their  filing  with  the  New 
York  State  Insurance  Department.  It 
should  be  noted  at  this  point  that  as  of 
January  1,  1970,  the  insurance  companies 
in  New  York  State  will  only  have  to  file 
rates  and  need  not  wait  for  Insurance  De- 
partment approval  before  writing  policies 
at  those  filed  rates.  The  Insurance  De- 
partment will  have  the  opportunity  to  re- 
view the  rates  after  they  have  been  put  into 
effect. 

The  complete  rate  proposal  results  in  a 
two-part  increase.  An  increase  of  12  per 
cent  in  the  basic  rate  will  affect  all  policy- 
holders regardless  of  specialty  or  territory. 
The  application  of  the  new  rates  for  higher 
limits  will  have  varying  effects  on  policy- 
holders, depending  on  the  limits  carried. 
Assuming  no  change  in  the  number  of 
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TABLE  I.  Recapitulation  of  underwriting  results,  policy  years  1949  to  1967,  inclusive,  as  of  December  31, 

1968 


-Method  A:  Accumulated  Development  Factors- 


Year 

Premiums 

Permitted 
Loss  Ratio 

Available 
For  Losses 

Total  Losses 

Underwriting 
Profit  (Loss) 

1949  to  1958 

$18,283,185 

76.9* 

$14,064,244 

$16,261,134 

$(2,196,890) 

1959 

2,442,205 

78.1 

1,906,878 

2,636,413 

( 729,535) 

1960 

2,895,274 

77.5 

2,243,837 

3,769,010 

(1,525,173) 

1961 

3,269,021 

77.9 

2,547,968 

4,495,547 

(1,947,579) 

1962 

3,790,189 

79.0 

2,994,249 

4,117,903 

(1,123,654) 

1963 

4,121,291 

79.0 

3,255,820 

4,907,828 

(1,652,008) 

1964 

4,324,575 

79.0 

3,416,414 

6,178,575 

(2,762,161) 

1965 

4,428,084 

79.0 

3,498,186 

6,644,271 

(3,146,085) 

1966 

5,003,960 

79.0 

3,953,128 

7,394,705 

(3,441,577) 

1967 

5,906,181 

79.3* 

4,683,890 

9,090,216 

(4,406,326) 

Totals 

$54,463,965 

$42,564,614 

$65,495,602 

$(22,930,988) 

* Average. 

insureds  or  limits  of  coverage  carried  by 

it  is  most  unlikely  that  any  other  company 

each  insured, 

it  is  estimated  that  the  pro- 

would  be  willing  to  write  this  volatile  line 

posed  change  would  result  in  an  over-all 

of  insurance  with  such  a low  expense  factor. 

increase  in  premium  of  55  per  cent.  Again, 

4.  Because  of  delays  in  reporting  and 

this  would  not  be  the  figure  applicable  to 

crowded  court  calendars, 

our  backlog  of 

each  policyholder  since  this  will  vary  with 
the  amount  of  insurance  selected  by  the 
individual  physician. 

While  we  regret  the  necessity  of  an  in- 
crease of  this  size,  our  Society’s  actuary, 
James  Durkin  of  Peat,  Marwick  & Mitchell, 
agrees  with  the  figure  and  with  the  actuarial 
principles  on  which  it  is  based.  To  keep 
stability  and  continuity  within  the  plan, 
the  Malpractice  Insurance  and  Defense 
Board  recommends  acceptance  of  the  pro- 
posed rate  increase. 

We  feel  that  the  following  facts  should  be 
called  to  the  attention  of  the  Council  mem- 
bers. 


open  claims  and  suits  continues  to  grow. 
However,  we  have  been  assured  by  the 
company  officials  that  efforts  will  be  con- 
tinued to  provide  capable  and  efficient 
claim  personnel  to  handle  this  volume. 
This  is  an  important  factor  in  the  continued 
success  of  the  program. 

Looking  ahead  to  the  future,  the  Board 
recommends  the  following: 

1.  Wholehearted  support  of  the  State 
Society  Program  and  wholehearted  support 
of  the  company  that  has  stayed  with  us 
during  the  past  nineteen  and  one-half  years. 

2.  Recognition  of  the  fact  that  during 
this  time  of  crisis,  strict  underwriting  re- 


1.  As  of  December  31,  1968,  the  total 
collected  premiums  available  for  losses  is 
much  less  than  the  amount  paid  out  on 
closed  cases  plus  the  reserve  set  aside  for 
future  losses  (Table  I). 

2.  A company  official  has  stated  that  as 
of  the  end  of  last  year,  the  company  had 
lost  money  writing  malpractice  insurance 
for  the  Medical  Society  of  the  State  of  New 
York,  even  taking  into  account  their  in- 
vestment income  from  the  premiums  re- 
ceived. Our  own  actuary  does  not  dispute 
this  statement. 


quirements  for  coverage  in  the  plan  will 
have  to  be  rigorously  observed. 

3.  More  active  participation  on  the 
part  of  our  malpractice  advisory  com- 
mittees. A joint  meeting  of  the  chairmen 
of  these  committees  was  held  last  Decem- 
ber, and  we  hope  to  continue  these  meetings 
on  an  annual  basis.  While  these  com- 
mittees have  been  doing  an  excellent  job 
in  the  past,  it  is  possible  that  their  activi- 
ties and  responsibilities  should  be  expanded 
in  the  future. 

4.  There  must  be  expert  medical  as- 
sistance available  to  members  who  find 


3.  The  new  proposed  rate  filing  is  on  the 
basis  of  an  18.3  per  cent  expense  factor,  as 
compared  with  35  per  cent  used  with  many 
automobile  filings.  This  is  a new  low,  and 


themselves  in  the  position  of  being  a de- 
fendant in  a malpractice  suit. 

5.  Increased  participation  on  the  part  of 
the  State  Society  in  activities  relating  to 
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legislation  in  Albany  which  has  any  effect 
on  this  malpractice  problem. 

6.  The  public  and  the  plaintiff’s  at- 
torney must  be  warned  that  the  instigation 
of  unwarranted  malpractice  suits  and  the 
granting  of  excessive  verdicts  returns  to 
them  in  the  form  of  higher  medical  costs 
and  fewer  physicians  available  to  care  for 
their  needs. 

7.  As  members  of  a medical  Society,  we 
should  keep  an  open  mind  when  exploring 
other  methods  of  dealing  with  claims 
brought  by  disgruntled  patients.  While 
the  Board  has  steadfastly  opposed  arbitra- 
tion agreements  that  are  not  binding,  we 
do  recommend  further  exploration  into 


A statement  of  principles 

Resolution  69  71,  Guiding  Principles  re 
Delivery  of  Medical  Care  Services,  as 
amended  and  adopted  by  the  House  of 
Delegates,  on  February  11,  1969. 

Whereas,  The  number  of  groups  and 
agencies,  public  and  private,  which  pro- 
fess interest  in  the  efficient  delivery  of 
high-quality  medical  care  to  all  persons 
living  in  the  United  States  is  increasing 
year  by  year;  and 

Whereas,  It  is  recognized  that  each  of 
these  interested  agencies  must  actively 
seek  and  maintain  close  communication 
and  consultation  with  the  others  if  the 
common  goal  is  to  be  pursued  coopera- 
tively and  for  the  benefit  of  all  people; 
and 

Whereas,  The  practicing  doctor  of 
medicine,  duly  licensed,  is  the  prime  de- 
liverer of  patient  care  in  the  United 
States  today  and,  hence,  is  intensely 
interested  in  all  proposals  that  may  be 
advanced  as  possible  methods  of  im- 
proving the  American  health  care  system, 
whether  such  proposals  are  initiated  by 
his  own  professional  organizations  or  by 
other  interested  parties;  and 


the  possibility  of  greater  use  of  the  Ameri- 
can Arbitration  Association  or  similar  ar- 
rangements which  are  binding  on  both 
parties. 

8.  We  urge  each  member  of  the  State 
Medical  Society  to  become  an  expert  in 
the  field  of  malpractice  prophylaxis.  The 
breakdown  of  the  doctor-patient  relation- 
ship continues  to  be  the  prime  cause  of  our 
malpractice  insurance  difficulties.  This 
cause  is  closely  followed  by  a tendency  to 
be  hypercritical  of  our  colleagues  and  to  re- 
flect this  feeling  to  the  patient  or  the 
patient’s  family.  Each  member  should 
familiarize  himself  with  the  various  pitfalls 
that  can  entrap  every  practicing  physician. 


Whereas,  Independent  or  unilateral 
actions  proposed  or  implemented  in  this 
field  by  legislators,  so-called  consumer 
groups,  and  or  health  planning  agencies 
that  do  not  take  into  full  account  the 
opinions  and  professional  expertise  in 
patient  care  of  practicing  physicians  are 
prone  to  be  theoretical  in  concept  and 
not  in  keeping  with  time-tested  medical 
principles  which  have  received  wide 
public  acceptance;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  reaffirm  certain 
basic  principles  regarding  the  delivery 
of  high  quality  medical  care,  established 
by  the  Medical  Society’s  House  of 
Delegates  over  the  past  decade,  as  fol- 
lows: 

1.  That  communication  and  con- 
sultation with  the  Society  be  readily 
available  at  all  times  to  all  responsible 
groups  and  agencies  having  an  interest 
in  matters  relating  to  the  delivery  of 
medical  care  services  and  to  the 
public  health. 

2.  That  medical  care  of  uniformly 
high  quality  be  available  to  all  persons 


September  15,  1969  / New  York  State  Journal  of  Medicine  2429 


living  in  the  United  States,  without 
exception. 

3.  That  the  maintenance  of  high 
quality  in  medical  care  is  of  para- 
mount importance  and  that  all  other 
considerations  are  secondary  to  this 
goal. 

4.  That  it  is  the  responsibility  of 
each  practicing  physician  to  help 
limit  the  total  cost  of  health  care  by 
rendering  and  prescribing  only  those 
medical  goods  and  services  which  are 
necessary  for  optimum  care  of  his 
patients. 

5.  That  the  practicing  doctor  of 
medicine,  duly  licensed,  is  the  prime 
deliverer  of  patient  care  to  the  people 
of  the  United  States  and  has,  with  his 
colleagues,  the  responsibility  of  assur- 
ing that  such  care  is  of  high  quality. 

6.  That  each  practitioner,  as  an 
individual,  is  directly  accountable  for 
his  professional  acts  and  deportment 
to  his  medical  peers  and  to  authorized 
licensing  agencies,  and  that  the  public 
interest  is  well  protected  by  such  ac- 
countability. 

7.  That  nonphysician  control  of  or 
interference  with  professionally  ap- 
proved medical  care  policies  and  ethical 
practices  is  contrary  to  the  public 
interest  and  should  be  prohibited  by 
law  at  all  levels  of  government. 

8.  That  the  patient  must  have 
freedom  to  choose  his  attending  phy- 
sician. 

9.  That  physicians,  except  for 
emergency  situations,  must  have  free- 
dom to  accept  or  not  to  accept  a 
patient  for  professional  care,  and  the 
patient’s  attending  physician,  with 


the  patient’s  consent,  must  have 
freedom  to  select  consultants  among 
all  those  qualified  and  available  in  and 
to  his  community  area  of  practice. 
Assignment  by  any  third  party  of 
patient  to  physician  or  physician  to 
patient,  made  without  freedom  of 
choice,  is  in  violation  of  this  principle 
and  cannot  be  approved. 

10.  That  units  of  organized  med- 
icine, preferably  at  the  county  medical 
association  level,  shall  have  appropri- 
ately constituted  committees  which 
are  readily  available  to  all  responsible 
sources  to  receive,  review,  and  render 
peer  judgments  on  all  questions  con- 
cerning medical  ethics,  the  profes- 
sional acts  and  fees  of  physician  mem- 
bers, and  the  proper  utilization  of 
medical  and  related  services  rendered 
and/or  prescribed  by  member  phy- 
sicians in  the  treatment  of  their 
patients. 

11.  That,  if  self-employed  in  a 
solo,  partnership,  or  group  practice 
setting,  the  physician  is  entitled  to 
receive  from  his  patient,  or  on  behalf 
of  his  patient  from  a third  party,  pay- 
ment of  the  usual,  customary,  and 
reasonable  fees  for  services  rendered. 
Corollary  to  this  principle  is  the  guaran- 
tee of  organized  medicine  (in  New 
York,  the  State  Medical  Society)  that, 
if  a physician’s  fee  is  questioned  by 
the  patient  or  by  any  other  party 
legitimately  concerned  with  the  ren- 
dering of  the  service  to  the  patient, 
such  question  shall  be  received  and 
processed  by  the  county  medical  as- 
sociation, as  outlined  in  paragraph  10, 
and  that  the  judgment  of  the  associa- 
tion shall  be  binding  on  the  member. 
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Pro-Banthlne 

brand  of  . . . . . . , 

propantheline  bromide 

blocks  ulcerogenic  autonomic  impulses 

Therapeutic  Activity  — Pro-Banthlne  blocks  ulcerogenic  impulses  at 
both  parasympathetic  effector  sites  and  ganglia  and  at  sympathetic 
ganglia. 

This  dual  action,  a capacity  quite  beyond  that  of  belladonna  derivatives, 
has  been  shown  repeatedly  to  reduce  gastric  secretion,  to  suppress  gas- 
trointestinal motility  and  to  relieve  ulcer  pain. 

Healing  Environment — Thus,  Pro-Banthlne,  together  with  other 
standard  measures,  creates  a favorable  environment  to  hasten  healing 
of  the  ulcer. 

So  widely  is  this  ability  recognized  that  for  years  Pro-Banthine  has  been 
the  most  widely  prescribed  medication  for  treating  peptic  ulcer. 


hidications:  Peptic  ulcer,  gastroenteritis,  py- 
lorospasm,  biliary  dyskinesia,  functional  hy- 
permotility and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautioiis:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydria- 


sis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propanthe- 
line bromide)  is  supplied  as  tablets  of  15  mg., 
as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient’s  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or 
intravenously. 
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DECLOSTATIN  300 


ftfmethvkhlorlelracjcluieHCl  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Uderte 
To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


b.i.d. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  mondial  overgrowth. 


Effectiveness:  Because  its  antibacterial  component 


is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfectio'n  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlorfetracycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated^  tmd,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  'sunburn  re- 
action which  ntayran^e  from, erythema  to  seVcre.s.k in  mani- 
festations. In  a Smalley  proportion,  photoallergic  reactions' 
haa'c  been  reported.  Patients  sjiould^avoiddif^t  exj&suxe' 
Ltp Is u ri I i gb t , a n d ■ d is aj|ft i n u e drugcaUthc  fir^ULv'idenc'd^’f 
in,  discomfort.  NraSpfearjr  subsequent  *.c.ovy^s  o’f&treat 
ent  with 'tetracyclines  should  lie  carefull^observca. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medit  ation  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  sitjee.  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some 'dairy  products.  Treatment  of  streptococca^  infe" 
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Scientific  Articles 


E.  Dean  Babbage  Memorial  Lecture 


EDGAR  H.  BACHRACH,  M.D.,  New  York,  New  York 

Director,  Department  of  Anesthesiology,  Sydenham,  Hospital. 
New  York  City,  and  Franklin  General  Hospital,  Valley  Stream, 
New  York;  Immediate  Past  President,  New  York  State  Society 
of  Anesthesiologists;  and  Past  Chairman,  Section  on  Anesthesiology, 
Medical  Society  of  the  State  of  New  York 


E.  Dean  Babbage,  M.D.,  to  whose  memory  this  lecture  is  dedicated,  was 
well  known  to  most  of  us.  Dr.  Babbage  practiced  anesthesia  for  the  greater 
part  of  his  professional  career  in  Buffalo.  He  established  his  reputation  both 
as  a clinician  and  a teacher  of  young  physicians.  His  enthusiasm  for  and 
devotion  to  anesthesiology  served  as  a living  example  to  those  he  taught. 

Not  content  with  what  most  anesthesiologists  would  have  considered  a full- 
time career  in  clinical  and  academic  anesthesiology,  Dr.  Babbage  found  time 
to  become  involved  in  both  anesthesia  and  local  medical  organizational  ac- 
tivities. He  held  many  high  offices,  and  his  contributions  to  medicine  in 
general  and  anesthesiology  in  particular  are  well  documented. 

Certainly  Dr.  Babbage  well  deserves  this  memorial  that  has  been  created 
jointly  by  the  Section  on  Anesthesiology  of  The  Medical  Society  of  the  State 
of  New  York  and  The  New  York  State  Society  of  Anesthesiologists. 

Our  speaker  this  afternoon  is  a man  whose  eminence  in  anesthesiology  is 
well  established.  His  contributions  to  every  aspect  of  our  specialty  are  too 
numerous  even  to  mention  at  this  time. 

E.  M.  Tapper,  M.D.,  is  professor  and  chairman  of  the  Department  of 
Anesthesiology  at  Columbia  University  College  of  Physicians  and  Surgeons 
and  director  of  anesthesia  of  Columbia- Presbyterian  Medical  Center,  where 
he  has  established  outstanding  teaching  and  research  programs  in  his  de- 
partment. Many  of  Dr.  Papper' s former  students  are  now  heads  of  anes- 
thesiology departments  throughout  the  United  States. 

Regretfully,  I must  tell  you  that  we  in  New  York  are  soon  to  become  victims 
of  the  “ brain  drain.”  Dr.  Papper  will  leave  Columbia  at  the  end  of  this 
year  to  become  vice  president  in  charge  of  medical  affairs  and  dean  of  the 
Faculty  of  Medicine  of  the  University  of  Miami,  Coral  Gables,  Florida. 

It  is  my  privilege  and  pleasure  to  introduce  Dr.  Papper,  this  year's  E. 
Dean  Babbage  Memorial  lecturer. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  New 
York  City,  Section  on  Anesthesiology,  February  9,  1969. 
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For  Out  of  Much 
Affliction* 

E.  M.  PAPPER,  M.D. 
New  York  City 

Professor  and  Chairman,  Department  of  Anesthesiology, 
Columbia  University,  College  of  Physicians  and 
Surgeons;  Director,  Anesthesiology  Service, 
The  Presbyterian  Hospital 


I T is  A privilege  to  be  permitted  to 
memorialize  E.  Dean  Babbage,  M.D.,  who 
was  one  of  the  most  distinguished  leaders 
in  anesthesiology.  He  was  also  a respected 
and  good  friend.  You  have  already  heard 
what  Dean  Babbage  did  for  anesthesiology. 
He  had  many  interests  and  activities,  and 
he  always  had  a spirit  of  quiet  optimism 
about  his  specialty  and  his  activities  in  it. 
I have  been  guided  by  the  life  and  spirit  of 
the  man  we  honor  in  deciding  to  discuss 
some  of  the  more  optimistic  aspects  of  the 
specialty  of  anesthesiology. 

Problems  in  anesthesiology 

Before  one  looks  at  the  good  things,  it  is 
necessary  to  dispel  the  possible  comment 
that  I am  saying  all  is  well  with  anesthesiol- 
ogy. Nothing  could  be  further  from  the 
truth.  But  there  is  much  that  is  healthy 
in  anesthesiology  despite  its  terrible  difficul- 
ties. There  is,  in  fact,  no  question  that 
this  is  a specialty  sorely  tried  and  beset 
with  a multitude  of  problems.  We  have 
talked  much  and  read  much  about  the 
problems  of  the  shortage  of  manpower, 
about  our  inabilities  to  cope  adequately 
with  the  anesthetic  health  care  of  the 
nation,  with  our  difficulties  in  arranging  a 
sensible  accommodation  with  the  American 
Association  of  Nurse  Anesthetists,  and 
with  the  inevitable  enmities  and  hostilities 
that  our  shortage  has  created  with  phy- 

* Second  Dean  E.  Babbage  Memorial  Lecture. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  9,  1969. 


sicians  and  surgeons  in  other  specialties 
and  also  to  an  increasing  extent  with  the 
public. 

I have  no  intention  of  quarreling  with  or 
in  any  way  attempting  to  mitigate  or 
minimize  the  gravity  of  these  problems. 
They  deserve  the  most  serious  effort  of 
which  we  are  capable  in  searching  for 
solutions.  However,  it  is  necessary  for 
people  of  good  will  also  to  look  at  what  is 
good  in  the  face  of  trouble  and  to  gain 
heart  from  those  events  that  are  construc- 
tive and  progressive.  Otherwise  despair 
and  defeat  will  prevail.  The  problems 
needing  solution  cannot  be  attacked  by  a 
dejected  and  discordant  group  of  anesthe- 
siologists. We  need  optimism  and  cour- 
age. 

And  my  speech  and  preaching  was  not 

with  enticing  words  of  men’s  wisdom, 

but  in  demonstration  of  the  spirit. 

This  message  of  Paul  to  the  Corinthians 
is  the  essence  of  what  I bring  you.  We 
may  not  know  the  answers  to  all  of  our 
problems,  but  we  do  have  the  will  to  grap- 
ple with  them  and  bend  them  to  enlightened 
control.  I should  like  to  consider  with 
you  some  of  the  positive  accomplishments 
of  anesthesiology. 

Contributions  of  anesthesiology 

In  the  area  of  patient  care,  it  has  become 
increasingly  clear  that  the  work  of  the 
anesthesiologist  has  contributed  in  a signif- 
icant and  noteworthy  way  to  the  reduction 
of  mortality  and  morbidity  of  surgical  pa- 
tients. This  statement  must  not  be  con- 
strued to  indicate  that  there  are  no 
unsolved  clinical  or  scientific  problems  and 
that  anesthesiology  does  not  contribute  to 
morbidity  and  mortality.  We  still  have  a 
long  way  to  go.  But  we  have  already 
achieved  very  much.  We  have  done  much 
more  than  take  the  first  small  step  on  the 
journey  of  a thousand  miles.  Our  progress 
has  been  due  to  increasing  interest  and  sup- 
port of  our  own  people,  new  recruits  who 
believe  in  our  purposes,  colleagues  in  other 
fields,  the  public,  and  the  fiscal  and  intel- 
lectual support  of  government  agencies. 

For  example,  even  a casual  perusal  of 
recent  publications  reveals  a paucity  of 
articles  concerned  with  cardiac  arrest  due 
to  the  administration  of  anesthetics.  Pa- 
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tients  still  die  in  operating  rooms  because 
of  our  collective  ignorance  and  also,  in  too 
many  instances,  because  of  harmful  events 
which  are  preventable;  but  the  preoccupa- 
tion of  published  material  with  this  subject 
is  gone. 

Massive  studies  designed  for  other  pur- 
poses, such  as  “The  National  Halothane 
Study,”  indicated  a mortality  rate  asso- 
ciated with  anesthetics,  hut  not  necessarily 
caused  hy  them,  which  needs  improve- 
ment but  to  this  observer  was  less  than  had 
been  anticipated.  In  fact,  unexpected  en- 
vironmental hut  varied  institutional  prac- 
tices are  a more  pressing  problem  than  anes- 
thetic errors. 

The  cardiovascular  surgeon  operates  al- 
most with  impunity  with  gross  mortality 
rates  of  3 to  4 per  cent  in  the  best  clinics. 
The  anesthesiologist  who  is  the  administra- 
tor of  anesthetics  is  also  the  “navigator” 
of  the  operation  and  the  coordinator  of  all 
supportive  activities.  This  is  a major 
contribution  to  patient  welfare  and  one 
that  is  unsung  and  unpraised  because  our 
“silent”  specialty  lacks  the  glamor  of 
surgery.  Keeping  a patient  alive  is  not 
news,  unfortunately.  Allowing  him  to  die 
becomes  news.  In  both  circumstances, 
the  man  with  gloves  and  instruments 
attracts  attention. 

The  special  case  of  heart  transplant  sur- 
gery illustrates  the  importance  of  this 
judgment,  although  our  contribution  here 
is  almost  totally  unpublicized.  Few  know 
who  kept  Barnard’s,  Shumway’s,  Cooley’s, 
DeBakey’s,  and  Kantrowitz’s  patients  alive 
during  operation.  The  good  that  men  do 
should  be  sufficient  gratification,  but  a 
word  of  praise  is  due  recognition  of  the 
human  frailty  that  “taffy  is  better  than 
epitaphy.”  We  need,  as  a specialty,  in- 
creased vocal  and  printed  praise  from  our 
close  friends  in  surgery. 

It  is  possible  to  operate  on  patients  with 
stroke  and  to  achieve  a cure  today.  With- 
out for  a moment  minimizing  the  great  skill 
of  the  vascular  surgeon  or  the  neurosurgeon 
and  others  who  participate,  these  patients 
are  kept  alive  by  the  skill  and  the  increased 
knowledge  of  the  anesthesiologist  while  cor- 
rective surgery  takes  place. 

The  vastly  increased  numbers  of  elderly 
patients  who  are  being  subjected  to  impor- 
tant surgical  procedures  tacitly  assume  the 
safe  conduct  of  anesthetic  care.  The  mar- 


velous advance  in  the  operative  cure  and 
ambulation  of  elderly  people  formerly 
crippled  with  arthritis  of  the  hip  is  now  a 
matter  of  record.  These  patients  have 
been  helped  to  function  and  to  lead  useful 
lives.  The  anesthesiologist’s  work,  as  is 
often  the  case,  is  not  fully  credited  but  is 
tremendously  important.  Some  day,  in  an 
anesthetic  Valhalla,  the  surgeon  will  praise 
the  anesthesiologist  to  the  patient  and  his 
family  instead  of  the  usual  appreciative  and 
welcome  comment  which  now  takes  place 
only  in  the  operating  room. 

In  increasing  numbers  of  institutions 
throughout  the  land,  patients  are  not  dying 
of  respiratory  failure  when  they  are  afflicted 
with  chronic  and  disabling  pulmonary 
disease  or  when  they  have  been  subjected 
to  severe,  trying,  and  traumatic  operations. 
The  recovery  rate  from  suicidal  or  acci- 
dental poisoning  has  been  spectacular.  The 
anesthesiologist  in  his  work  in  intensive 
care  units  and  in  units  devoted  to  the  treat- 
ment of  patients  with  respiratory  failure 
lias  contributed  significantly  to  the  conser- 
vation and  preservation  of  life  and  health. 
His  valued  work  appears  to  attract  public 
attention  in  these  areas  more  than  does  his 
basic  and  important  anesthetic  endeavor  in 
the  operating  room,  although  the  body  of 
knowledge  used  and  the  technical  skills 
employed  are  nearly  identical. 


Anesthetic  manpower 

The  question  of  anesthetic  manpower  is 
one  that  is  frustrating  and  difficult  to  solve. 
There  are  clearly  not  enough  anesthesi- 
ologists to  provide  for  the  health  needs  of 
the  nation.  Despite  intensive  efforts  on 
the  highest  of  levels  of  organized  anesthesi- 
ology, a way  of  accommodation  in  which 
anesthesiologists  and  nurse  anesthetists 
can  work  together  has  not  yet  been  reached. 
These  dour  facts  are  true;  equally  true, 
however,  is  the  fact  that  in  increasing  num- 
bers of  institutions  ways  are  being  found 
in  which  the  nurse  anesthetists  and  the 
anesthesiologists  can  work  in  harmony  for 
the  welfare  of  patients  on  a day-to-day 
basis.  The  key  to  effective  care  is  the 
preservation  of  the  normal  traditional 
working  relationship  between  nurse  and 
physician.  This  is  the  arrangement  which 
has  been  so  useful  in  all  fields  of  medicine 
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and  must  take  place  increasingly  in  anes- 
thesiology. 

Many  anesthesiologists  have  become  more 
interested  in  looking  for  ways  and  means  of 
extending  their  capabilities  for  the  care  of 
more  patients.  This  interest  has  carried 
them  into  serious,  although  not  yet  pro- 
ductive, negotiations  with  the  American 
Association  of  Nurse  Anesthetists  and  in 
discussions  with  officers  of  the  American 
College  of  Surgeons.  The  purpose  is  the 
search  for  ways  of  improving  the  utiliza- 
tion of  operating  room  physical  space  to  the 
advantage  of  the  patient  by  making  it 
easier  for  surgeon,  anesthesiologist,  and 
nurse  anesthetist  to  work  together  and  to 
conserve  their  respective  numbers  for  bet- 
ter work  output. 

The  American  College  of  Surgeons  is 
interested  in  the  best  utilization  of  anes- 
thetic manpower,  and  their  representatives 
are  working  with  some  of  us  to  help  solve 
these  vexing  problems. 

The  responsibility  of  the  anesthesiologist 
in  this  connection  is  to  be  open-minded, 
forward-looking,  progressive,  and  willing  to 
experiment  with  nontraditional  uses  of 
facilities  and  perhaps  even  nontraditional 
uses  of  auxiliary  equipment,  auxiliary 
aids,  and  people.  All  of  these  measures  are 
in  the  process  of  serious  discussion  and 
negotiation.  They  carry  with  them  a 
cause  for  optimism  in  that  solutions  for  an 
increasing  number  of  serious  problems, 
which  are  the  consequences  of  the  man- 
power shortage,  are  clearly  susceptible  of 
improvement  if  not  of  solution.  This  is 
not  to  minimize  the  difficulty  of  the  strug- 
gle ahead.  But  I detect  an  increased 
willingness  and  open-mindedness  of  all 
concerned,  including,  of  course,  anesthesi- 
ologists, to  tackle  the  problems  construc- 
tively. 

The  potential  additions  to  the  physician 
manpower  pool  in  anesthesiology  consist 
only  of  medical  students.  Concern  has 
been  raised  repeatedly  about  our  failure  to 
recruit  medical  students  to  the  specialty 
because  of  its  alleged  fundamental  unat- 
tractiveness to  them.  Nothing  that  will  be 
said  here  is  designed  to  contravene  or  con- 
tradict fundamental  truths.  However,  we 
do  not  often  enough  look  to  the  more 
favorable  aspects  of  the  possibility  of 
interest  ing  a reasonable  number  of  medical 
students  in  the  specialty. 


Several  points  should  be  brought  to  the 
attention  of  all  anesthesiologists.  It  is  too 
early  to  know  whether  the  preceptor  pro- 
gram sponsored  by  the  American  Society  of 
Anesthesiologists  will,  in  fact,  recruit 
medical  students  to  the  specialty.  There 
is  no  doubt  at  this  point  that,  recruited  or 
not,  many  medical  students  have  had  an 
exposure  to  anesthesiology  that  will  in- 
evitably redound  to  its  benefit  and  therefore 
ultimately  to  the  benefit  of  patients  by  pro- 
viding an  enlightened,  favorable,  and 
sympathetic  view  of  anesthetic  activities 
among  more  doctors. 

The  new  curricula  in  medical  schools 
which  are  designed  to  provide  a shorter 
course  of  study,  earlier  opportunity  for 
specialization,  and  a greater  freedom  of 
choice  to  the  student  pose  problems  to 
academic  leaders  in  anesthesiology.  Many 
educators  in  anesthesiology  believe  that 
they  have  too  little  opportunity  to  come 
across  effectively  in  these  new  programs. 
However,  this  fear  may  be  a failure  to 
grasp  the  opportunity  which  now  resides 
in  the  course  of  study  in  many  schools 
which  is  at  least  25  per  cent  and  often  as 
much  as  50  per  cent  elective  to  the  student. 
The  university  departments  of  anesthesi- 
ology, I predict,  will  be  able  to  make  further 
headway  in  educating  and  interesting 
medical  students  in  the  knowledge  this 
specialty  has  to  provide.  We  will  have  an 
unparalleled  opportunity  to  compete  effec- 
tively with  worthy  programs  for  the  atten- 
tion of  the  student.  To  be  sure,  required 
courses  have  advantages  but  also  limita- 
tions. If  a student  is  attracted  to  an  elec- 
tive and  if  the  course  is  good,  the  satisfied 
student  will  be  a powerful  recruiter  him- 
self. 

In  former  and  traditional  curricula  there 
was  insufficient  time  to  gain  more  than  a 
fragment  of  a busy  student’s  interest. 
Now  there  is  the  potential  and  the  pos- 
sibility of  competing  successfully  for  his 
mind,  not  just  his  distracted  time.  The 
privilege  of  being  able  to  compete  for  man’s 
mind  instead  of  for  his  time  is  a great  one. 
University-based  anesthesiologists  would 
do  well  to  recognize  their  opportunity  to 
work  hard  in  successfully  competing,  in  the 
healthiest  sense  of  the  word,  with  their 
other  colleagues  for  the  medical  students’ 
attention  for  the  future.  These  changes 
are  one  of  the  most  remarkable  opportuni- 
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ties  presented  to  anesthesiology  in  the  last 
twenty  years. 

Importance  of  research 

The  matter  of  the  acquisition  of  new 
knowledge,  an  activity  called  research,  de- 
voted to  the  improved  care  of  patients  de- 
serves some  attention.  This  matter  is 
widely  misunderstood  in  that  many  practic- 
ing anesthesiologists  fail  to  see  the  im- 
portance of  factual  data  gained  from  ex- 
perimental inquiry  unless  it  has  an  im- 
mediate practical  purpose.  Similarly, 
many  people  conducting  scientific  exper- 
iments do  not  happen  to  he  attracted  to 
and  enchanted  by  the  possibility  of  im- 
proving the  care  of  the  sick. 

Clearly  and  unequivocally,  we  must  un- 
derstand that  the  best  of  new  knowledge 
can  be  obtained  only  with  utmost  freedom 
of  inquiry  by  dedicated  and  intelligent  in- 
vestigators. It  is  important  to  anesthetic 
care  to  learn  how  fundamental  biologic 
processes  take  place  at  the  molecular  level. 

Sometimes  it  takes  a very  long  time  to 
gain  enough  new  knowledge  in  certain  areas 
to  be  applicable  to  patient  care.  Witness 
the  thought,  the  study,  and  the  work  that 
have  gone  into  the  grossly  incomplete  un- 
derstanding of  the  mechanism  of  the 
anesthetic  process  itself.  The  understand- 
ing of  the  fundamental  basis  of  our  specialty 
is  still  elusive,  and  yet  work  going  on  in 
apparently  unrelated  fields  of  physical 
chemistry,  molecular  biology,  biochemical 
pharmacology,  and  enzyme  chemistry  are 
all  necessary  as  preludes  to  the  inevitable 
conquest  of  this  particular  unknown  ram- 
part. 

The  practicing  anesthesiologist  would  do 


well  to  cherish  free  and  untrammeled  in- 
vestigation. He  should  make  every  effort 
himself  to  be  as  well  informed  as  he  can  be, 
despite  his  busy  life.  He  must  make  the 
effort  through  various  approaches  in  con- 
tinuing education  to  keep  informed  so  that 
he  may  apply  valuable  new  knowledge  as 
soon  as  possible  to  the  care  of  his  patients. 

Despite  the  problems,  and  there  are 
many,  and  despite  the  negative  features  of 
anesthesiology,  and  there  are  even  more, 
there  is  much  that  is  good  to  be  said  about 
the  speed  with  which  new  knowledge  is 
accumulating  in  anesthesiology  and  even 
more  important  the  speed  with  which  out- 
standing and  able  young  men  are  being 
trained  in  the  scientific  habit  of  thought. 

Money  is  no  reflection,  necessarily,  of 
progress.  However,  without  the  invest- 
ment of  money,  neither  scientific  investiga- 
tion nor  research  training  is  possible.  The 
support  of  investigation  and  research  train- 
ing in  anesthesiology  has  increased  from 
something  under  $100,000  per  year  in  the 
mid-1950s  to  something  in  excess  of  5 
million  dollars  per  year  at  the  present  time 
despite  the  constraints,  restrictions,  and 
cutbacks  of  government-supported  re- 
search. This  investment  in  progress  has 
paid  off  handsomely.  We  have  a whole 
generation  of  leaders  now  developed  or 
developing  for  the  future.  They  will  have 
their  problems,  but  their  problems  will  be 
more  exciting  and  more  manageable  than 
those  of  their  predecessors. 

For  what  man  knoweth  the  things 

of  a man  save  the  spirit  of  man 

which  is  in  him? 

There  is  much  that  is  bright  in  our 
specialty,  but  there  is  hard  work  ahead  to 
achieve  our  potential. 
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W egener’s  granulomatosis  was  first  de- 
scribed by  Klinger1  in  1931  and  first  recog- 
nized as  an  entity  by  Wegener2, 3 in  1936.  A 
review  article  appearing  in  1967  summa- 
rized 138  cases;  but  inasmuch  as  we  were 
able  to  collect  7 unpublished  cases  by  call- 
ing a few  friends  in  New  York,  the  disease 
would  seem  to  be  somewhat  more  common. 

Our  emphasis  of  unusual  features  is  in- 
tended to  enhance  our  existing  knowledge 
on  the  subject  rather  than  to  cloud  the  field 
with  rarities.  We  can  all  diagnose  Weg- 
ener’s granulomatosis  when  a chronic 
rhinitis  results  in  sinus  tracts  and  a saddle 
nose  deformity,  when  the  chest  shows 
cavitary  lesions,  and  when  protein  appears 
in  the  urine.  It  is  hoped  that  familiarity 
with  the  nonclassical  presentation  will 

* By  invitation. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Now  York  City,  Section 
on  Chest  Diseases,  February  11,  1969. 


afford  efficient  diagnostic  thinking  and  test- 
ing and  more  gratifying  therapeutic  results. 

Pulmonary  changes 

The  prototype  pulmonary  lesion  is  a 
thick-walled  cavity  of  the  lower  lobes  oc- 
curring when  arteries  and  veins  are  totally 
obstructed  by  vasculitis.  Roughly  one- 
half  the  cases  will  show  cavitation  at  some 
phase  of  their  illness.  The  thick-walled 
cavity  is  well  known,  but  its  evolution 
without  treatment  to  a thin-walled  cyst 
has  not  been  popularized. 

A variety  of  infrequently  seen  patterns 
make  up  the  total  pulmonary  picture. 
Partially  occluding  vasculitis  produces 
random  interstitial  inflammatory  infiltrates 
which  vary  in  size,  location,  and  response  to 
therapy.  Occasional  large  granulomas  pro- 
duce extrinsic  pressure  deformities  and 
ulceration  of  nearby  bronchi. 

Large  lesions  which  appear  solid  on  the 
roentgenogram  are  often  necrotic  and 
cavitary  at  autopsy.  Pleural-based  lesions 
produce  local  fibrin  deposits,  and  small 
pleural  effusions  have  been  noted.  The 
upper  lobes,  less  often  involved,  are  by  no 
means  immune. 

Vigorous  therapy  may  produce  complete 
resolution  of  a pulmonary  infiltrate  or  may 
leave  a honeycombed  and  interstitial  pat- 
tern of  fibrosis.  Recurrence  of  the  disease 
may  be  fulminant  and  may  vary  greatly 
from  the  appearance  of  earlier  lesions. 

Rarely,  large-segment  collapse,  miliary 
lesions,  and  a batwing  distribution  have 
been  noted.  Pulmonary  edema  and  hilar 
adenopathy  are  listed  by  Felson  and 
Braunstein4  but  might  be  discounted, 
since  their  series  was  predominantly  al- 
lergic angitis. 

In  summary,  the  small,  poorly  defined  in- 
filtrate, coalescing  in  various  patterns,  re- 
sponding to  high  steroid  levels,  and  recur- 
ring at  reduced  “maintenance”  levels,  is  as 
characteristic  of  Wegener’s  granulomatosis 
as  the  thick-walled  cavity. 

Sinuses 

The  chronic  sinusitis  of  Wegener’s  granu- 
lomatosis is  distinguishable  from  common 
sinusitis  by  bone  destruction,  causing 
fistulous  communication  with  the  nasal 
cavity,  perforation  of  the  hard  palate,  and 
oral  and  interdental  granulomas. 
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Renal  involvement 

The  third  member  of  the  triad,  glomeru- 
litis,  is  often  the  last  to  become  evident. 
Rates  of  clinical  involvement  of  the  kidney 
vary  from  10  to  70  per  cent.  Typically 
there  is  hyalinization  and  hypercellularity 
of  the  glomerular  tufts  or  of  a single  glo- 
merular loop.  At  this  stage  albuminuria 
and  hematuria  are  detectable. 

With  involvement  of  small-  and  medium- 
size  arteries,  painful  acute  and  chronic  in- 
farcts occur  with  hemorrhage.  At  this 
stage  the  kidney  will  he  swollen  and  will 
show  scarring  and  delayed  contrast  excre- 
tion. As  the  acute  condition  is  brought 
under  control,  swelling  subsides,  and  a 
normal  pyelogram  returns. 

The  glomerular  hyalinization  and  par- 
enchymal fibrosis  are  largely  irreversible,  so 
that  chronic  severe  renal  insufficiency  is 
usually  a preterminal  event. 

An  unusual  renal  manifestation  was  rup- 
ture of  the  renal  pelvis  with  hemorrhage 
and  contrast  extravasation.  Other  un- 
usual involvements  of  the  urinary  tract, 
such  as  necrotizing  granulomas  of  the  blad- 
der and  lesions  of  the  prostate,  seminal 
vesicles,  and  testes,  are  reported  to  occur  in 
1 of  10  patients  and  may  account  for 
proteinuria  and  hematuria  with  a normal 
renal  biopsy. 

Skin 

A review  of  118  cases  by  Reed  disclosed 
that  half  had  cutaneous  manifestations. 
Skin  changes  of  two  types  are  consistent 
from  case  to  case  and  are  fairly  typical: 
papules  with  necrotic  or  vesicular  centers, 
local  or  general,  and  pyoderma  gangreno- 
sum. Histologically,  the  skin  lesions  are 
similar  to  other  lesions  of  Wegener’s 
granulomatosis,  displaying  chronic  inflam- 
matory masses  with  many  lymphocytes, 
histiocytes,  plasma  cells,  occasional  epi- 
thelioid cells,  giant  mononuclear  cells, 
fibrosis,  and  destructive  obliterative  vas- 
culitis. 

Eye  changes 

Eye  changes  occur  in  1 of  5 patients. 
Severe  vasculitis  produces  central  vein  or 
ophthalmic  artery  occlusion  with  blindness 
and  ciliary  disease  with  corneal  and  scleral 


ulcers.  Granulomas  occur  on  the  conjunc- 
tival surfaces  as  an  episcleritis. 

Other  organ  systems 

The  heart  surfaces,  heart  valves,  connec- 
tive tissue,  and  coronary  arteries  them- 
selves have  been  involved  by  Wegener’s 
granulomatosis,  producing  fibrinous  peri- 
carditis, valvular  distortion,  conduction  de- 
fects, and  infarction. 

Peripheral  neuropathy  is  found  in  1 of  4 
cases  and  is  clinically  similar  to  the  neuritis 
often  seen  with  polyarteritis. 

Muscular  granulomas  produce  clinically 
tender  areas  which  are  useful  as  biopsy 
sites.  Involvement  of  the  joints  is  a rare 
feature,  and  bone  infraction  has  been  re- 
ported. 

Organ  systems  which  are  generally  silent 
during  the  course  of  Wegener’s  granuloma- 
tosis are  the  gastrointestinal  tract,  liver, 
pancreas,  and  the  lymphatic  systems. 

Relation  to  other  diseases 

Fahey  et  al.s  have  said  that  “Wegener’s 
granulomatosis  comes  within  that  spectrum 
of  disease  states  ranging  from  necrotizing 
granulomatous  processes  without  vasculitis 
to  vasculitis  without  granulomata.”  To 
paraphrase  this  tongue  twister,  Wegener’s 
granulomatosis  can  be  said  to  lie  between 
the  pure  granuloma  of  the  lethal  midline 
variety  on  the  one  hand  and  the  pure  vas- 
culitis of  the  allergic  states  on  the  other. 
Within  this  group  Wegener’s  granuloma- 
tosis is  distinguished  by  the  predominance 
of  pulmonary  findings.  This  pathologic 
condition  should  be  suspected  when  clinical 
and  microscopic  allergic  features  are  few  or 
absent  and  when  there  is  no  systemic  hyper- 
tension. Biopsy  of  the  lungs,  kidneys,  and 
skin  provides  the  best  material  for  demon- 
strating the  vascular  component.  Bron- 
chial, muscle,  and  synovial  biopsies  are 
difficult  to  interpret  without  the  knowledge 
of  the  vasculitis. 

Current  trends 

High  steroid  dosage  is  still  the  corner- 
stone of  effective  therapy.  Steroids  are 
administered  until  remission  occurs,  and 
high  maintenance  levels  are  required. 
Recent  clinical  experiments  with  antitumor 
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drugs  have  met  with  some  success  in  de- 
creasing gamma  globulin  levels,  thus  re- 
storing the  results  of  the  Coombs’  test  to 
negative.  Clinical  remissions  with  anti- 
tumor drugs  have  also  been  noted. 

Summary 

The  diagnosis  of  Wegener’s  granulomato- 
sis will  be  regrettably  late  or  entirely  over- 
looked if  we  await  development  of  the 
destructive  sinus  lesion,  pulmonary  cavity, 
and  glomerulitis. 

Awareness  of  the  necrotic  and  vesicular 
skin  changes,  biopsy  of  tender  muscles, 
biopsy  of  unknown  lung  lesions,  and  biopsy 


of  protein-losing  kidneys  are  important 
steps  in  arriving  at  an  early  diagnosis.  A 
receptive  attitude  toward  the  unusual 
manifestation  will  be  rewarded. 
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When  One  Diagnosis 
Won’t  Do  Then 
How  About  Two? 


HARVEY  P.  KOPELL,  M.D. 

New  York  City 

FIGURE  2.  Encompassing  both  clinical  pictures. 
Associate  Professor  of  Clinical  Orthopedic  Surgery,  o is  observer. 

New  York  University,  School  of  Medicine 


IVIany  instances  are  encountered  in  med- 
ical practice  in  which  treatment  is  adequate 
if  the  proper  diagnosis  can  be  established. 
Diagnosis  still  constitutes  a major  problem 
in  clinical  management.  This  is  particu- 
larly true  in  orthopedic  surgery  in  which 
there  can  be  much  personal  reward  for  the 
somatic  resolution  of  a difficult  situation.1 

Often  the  path  to  a useful  diagnosis  is 
blocked.  Aside  from  the  physician’s  in- 
ability to  fit  all  the  factors  into  one  cate- 


Clinical  picture  produced  by  condition  (7) 
CC7C  Clinical  picture  produced  by  condition  (7) 

FIGURE  1.  Clinical  picture  seen  by  observer  (O). 


gory,  the  patient  who  is  a poor  or  mislead- 
ing reporter  about  symptoms  can  provide 
an  obstruction.  Findings  are  subject  to 
errors  of  observation.  Another  impedi- 
ment for  evaluation  may  be  the  simul- 
taneous occurrence  of  more  than  one 
condition. 

The  subject  has  been  discussed  by 
Feinstein2  in  his  excellent  book,  Clini- 
cal Judgment.  The  general  heading  used 
is  the  comorbidity  of  associated  illness. 
A physician  can  create  the  difficulty  when 
he  tries  to  fit  all  the  presenting  features 
of  the  two  or  more  conditions  into  one 
diagnosis.  This  is  illustrated  in  Figure  1. 

In  the  illustration  the  patient  has  two 
conditions,  symbolized  by  the  small  circles 
1 and  2.  Each  gives  rise  to  its  own  clinical 
picture  shown  by  the  large  shaded  circles. 
The  large  circles  overlap  in  the  region  of 
dark  shading.  The  overlap  can  occur  in 
one  region  of  the  body  or  in  time.  Each 
of  these  situations  will  be  presented.  The 
observer  (0)  in  the  box  tries  to  apply  a 
single  diagnosis  to  the  presenting  clinical 
picture.  The  best  diagnosis  available  to 
him  is  shown  by  the  angle  subtended  to 
the  box.  Although  the  observer’s  angle 
covers  a good  deal  of  the  area  of  each 
circle,  it  does  not  include  an  appreciable 
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FIGURE  3.  Case  1.  (A)  Preoperative  hypesthesia 
on  dorsum  of  foot.  Note  clear  area  between  first 
and  second  toes;  1 is  point  of  marked  tenderness. 
(B)  Preoperative  hypesthesia  on  sole  of  foot.  Note 
sparing  of  heel. 


amount  outside  the  two  lines.  As  the 
observer  becomes  aware  of  the  lack  of  fit, 
the  portion  external  to  the  angle,  several 
courses  are  open  to  him. 

Of  the  paths  open,  two  are  of  concern 
here.  The  first  is  a retreat  from  the  sit- 
uation. While  this  may  be  traumatic 
to  the  physician’s  ego,  it  usually  does  no 
positive  harm.  The  second  course  is  for 
the  observer  to  project  a larger  circle  which 
can  encompass  both  of  the  overlapping 
circles  (Fig.  2).  The  new  circle  has  this 
larger  area  because  it  has  been  dilated 
by  the  introduction  of  psychiatric  or 
emotional  causation.  The  sizable  portions 
that  will  not  fit  into  the  observer’s  angle 
can  now  fit  comfortably  in  the  allotted 
space  under  the  heading  of  “functional 
overlay.”  Perhaps  it  is  just  the  particu- 
lar observation  point  of  the  author  that 
diagnoses  in  orthopedic  surgery  are  often 
subject  to  that  trap.  The  second  course 
taken  by  the  observer,  the  psychogenic 
attribution  can  do  positive  harm.  The 
object  of  this  presentation  is  to  draw  atten- 
tion to  the  possibility  that  at  times  the 


basis  of  successful  management  may  be  a 
looser  approach  to  the  diagnosis.  The 
physician  must  not  try  to  force  all  elements 
rigidly  into  one  category. 

Case  reports 

Case  1.  A sixteen-year-old  female  com- 
plained of  severe  left  ankle  and  foot  pain  of  two 
years’  duration.  The  pain  was  present  at  rest, 
increased  by  activity,  and  had  prevented  weight 
bearing  for  eighteen  months.  She  had  had 
several  injuries  to  the  extremity  as  a result  of 
skiing,  diving,  and  dancing.  The  diving  acci- 
dent three  years  previously  caused  direct 
trauma  to  the  lateral  surface  of  the  leg  and  foot. 
The  present  state  had  been  precipitated  by  a 
period  of  prolonged  walking  and  dancing  just 
prior  to  the  acute  difficulty.  Various  modalities 
of  physiotherapy  and  repeated  paravertebral 
blocks  had  failed  to  yield  relief. 

The  significant  clinical  features  involved  the 
ankle  and  foot  (Fig.  3).  The  foot  was  held  in  a 
helpless  talipes  equinovarus  position.  It  was 
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diffusely  swollen,  cyanotic,  and  cold  to  touch. 
Subtalar  motion,  inversion  and  eversion  of  the 
foot,  caused  pain.  Active  flexion  of  the  toes 
was  weak;  passive  or  active  extension  caused 
pain.  The  sole  was  numb  from  just  forward  of 
the  heel  to  the  toe  tips.  The  distribution  fol- 
lowed the  medial  and  lateral  plantar  nerves. 
Numbness  was  present  on  the  dorsum  of  the 
foot  to  just  above  the  ankle.  Sensation  was 
normal  on  the  opposing  surfaces  of  the  first 
and  second  toes  and  the  dorsal  surface  of  the 
web.  This  was  the  distribution  of  the  super- 
ficial peroneal  nerve  sparing  the  deep  peroneal 
nerve.  Although  the  entire  foot  was  extremely 
tender  to  any  palpation,  it  was  possible  to  find 
points  at  which  pressure  caused  extremely  severe 
local  and  radiating  pain.  These  were  at  the 
medial  surface  of  the  sole  near  the  origin  of  the 
medial  long  arch,  immediately  superior  to  the 
anterior  portion  of  the  lateral  malleolus,  and 
just  below  the  lateral  malleolus.  The  symp- 
tomatic features  were  attributed  to  three  diag- 
noses: (1)  tarsal  tunnel  syndrome,  chiefly  in- 

volving the  plantar  nerves,  (2)  neuropathy  of 
the  superficial  peroneal  nerve,  and  (3)  peroneal 
tenosynovitis. 

It  was  elected  to  perform  a neurolysis  since  it 
was  felt  that  the  tenosynovitis  was  mild  and 
might  regress  spontaneously  if  a more  normal 
gait  were  possible.  On  exposure,  the  posterior 
tibial  and  both  plantar  nerves  were  found  to  be 
deeply  injected  and  swollen  to  twice  the  normal 
size.  The  nerves  were  freed  of  their  fascial  im- 
pingements. The  anterior  branch  of  the  super- 
ficial peroneal  nerve  was  exposed  through  an 
anterolateral  incision.  It  too  was  markedly  en- 
gorged and  enlarged  through  its  course  to  the 
point  where  it  emerged  from  beneath  the  deep 
fascia. 

Postoperatively  the  first  noted  change  was  a 
feeling  of  warmth  in  the  foot,  soon  followed  by 
free  toe  motion.  After  removal  of  the  dressings 
the  return  of  sensation  and  loss  of  the  abnormal 
hypersensitivity  soon  permitted  good  weight 
bearing.  At  the  end  of  nine  months,  there  was 
still  slight  activity  restriction  because  of  the 
slowly  subsiding  peroneal  tenosynovitis. 

Comment.  When  first  seen  the  patient 
and  her  parents  were  disturbed  by  the 
implications  of  previous  consultants  that 
the  condition  was  the  result  of  an  emotional 
disturbance.  The  hypesthesic  areas  on 
the  dorsum  and  the  sole  of  the  foot  bore 
a superficial  resemblance  to  a stocking 
anesthesia.  This  had  led  to  the  conclusion 
that  the  condition  was  an  hysteric  manifes- 
tation. The  chief  diagnostic  hurdle  was 
the  involvement  of  more  than  one  periph- 
eral nerve  in  one  extremity.  Although 
there  was  an  overlap  in  space  in  the  distal 
portion  of  the  extremity,  there  was  no 
overlap  in  time.  The  traumatic  experi- 
ences were  separated  by  more  than  two 
years.  The  previous  attempts  to  fit  all 


the  features  into  one  diagnosis  had  led 
to  much  fruitless  treatment  and  a good 
deal  of  unhappiness. 

Case  2.  A forty-eight-year-old  female  was 
injured  while  riding  in  a vehicle  that  was  in- 
volved in  a collision.  After  the  accident  she 
was  aware  of  neck  pain,  soon  followed  by  stiff- 
ness. The  pain  was  most  marked  in  the  right 
side  of  her  neck.  About  one  week  later  she  be- 
came aware  of  pain  in  her  right  hand  and  fore- 
arm. This  was  progressive  and  became  more 
of  a distressing  factor  than  was  her  neck  diffi- 
culty. 

Her  cervical  spine  x-ray  films  showed  moder- 
ate hypertrophic  changes.  These  were  most 
marked  in  the  cervical  vertebrae  5 to  7 region. 
The  cervical  5 to  6 intervertebral  space  was 
narrowed,  and  the  cervical  lordosis  was  straight- 
ened. 

Both  the  extremity  and  neck  discomfort  were 
attributed  to  the  effects  of  a radiculopathy  as  a 
result  of  a cervical  spine  sprain.  The  treatment 
based  on  this  consisted  of  physiotherapy,  medi- 
cation, and  the  use  of  a support.  The  treat- 
ment had  been  continued  for  a year  without  any 
improvement  in  the  extremity  discomfort.  The 
neck  complaints  were  minimal.  She  had  pain 
in  her  fingers  and  an  ache  in  her  forearm  and 
hand.  This  was  present  at  rest,  severe  during 
the  night.  Her  fingers  felt  weak.  Because  the 
extremity  disability  did  not  respond  to  ambula- 
tory treatment,  the  patient  was  admitted  to  the 
hospital  for  diagnostic  studies  and  more  inten- 
sive treatment.  Serious  doubts  had  been  voiced 
by  the  previous  treating  physician  as  to  the 
organic  basis  of  her  complaints.  They  were 
felt  to  be  fostered  either  by  the  legal  implica- 
tions of  her  disability3  or  by  a manifestation  of  a 
psychoneurotic  personality. 

The  patient  was  seen  for  an  orthopedic  con- 
sultation in  the  hospital.  Because  the  distribu- 
tion of  pain  and  numbness  in  her  extremity  re- 
sembled that  of  a median  nerve  rather  than  of  a 
radicular  projection,  an  electrodiagnostic  sur- 
vey was  ordered.  The  test  values  revealed  the 
presence  of  conduction  impairment  of  the  median 
nerves  at  both  wrists.  The  effect  was  minimal 
on  the  left  but  marked  on  the  right.  A diag- 
nosis was  made  of  bilateral  carpal  tunnel  syn- 
drome, symptomatic  on  the  right.  It  was 
elected  to  decompress  the  right  median  nerve 
through  a section  of  the  transverse  carpal  liga- 
ment. The  patient  did  well  postoperatively. 
There  have  been  no  significant  right  upper  ex- 
tremity symptoms  for  the  three  years  since  the 
surgery. 

Comment.  Case  2 illustrates  the  circum- 
stance in  which  the  clinical  features  overlap 
in  time.  The  two  regions  of  complaint, 
the  neck  and  the  hand,  were  separated 
in  space.  The  time  overlap  was  the  dating 
back  of  the  symptoms  to  the  automobile 
collision.  The  attempt  to  relate  all  the 
presenting  elements  to  the  effects  of  one 
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injury,  the  trauma  to  the  cervical  spine, 
had  resulted  in  a great  deal  of  nonrelevant 
treatment  and  anxiety  on  the  part  of  the 
patient. 

Comment 

The  cases  presented  have  features  that 
overlap  in  different  ways,  one  in  space  and 
the  other  in  time.  The  occurrence  in 
space  is  the  presentation  of  effects  of  two 
conditions  in  one  extremity.  This  is  to  be 
differentiated  from  a condition  in  one 
extremity  caused  by  two  components  each 
of  which  may  have  a different  rate  of  prog- 
ress. 4 The  second  case  illustrates  an 
overlap  in  time  because  the  chronology 
of  both  conditions  had  been  related  to  the 
accident. 

The  residuals  of  soft-tissue  trauma  often 
do  not  have  the  benefit  of  such  clear-cut 
objective  criteria  as  an  x-ray  film  demon- 
stration. In  the  determination  of  the 
diagnosis(es)  the  patient’s  description  fre- 
quently plays  a major  role.  Since  this  is 
usually  the  initial  contact,  the  physician 
must  start  with  an  open  mind  and  should 
not  immediately  try  to  assemble  all  the 
presentation  into  a pyramid  which  points 
to  one  diagnosis.  If,  when  sorting  through 
all  the  data  the  physician  attributes  them 
to  the  patient’s  imagination,  he  would  do 
well  to  start  on  a second  pyramid.  The 


proper  assignment  of  the  elements  and 
their  grouping  to  form  the  diagnoses  will 
result  in  more  effective  management. 

Summary 

More  than  one  diagnosis  can  occur  at  the 
same  time.  The  clinical  effects  of  multiple 
diagnoses  may  overlap  and  cause  the  ob- 
server to  try  and  fit  all  factors  into  one 
diagnosis.  This  may  lead  to  difficulty  in 
the  care  of  the  patient.  Two  cases  have 
been  presented  to  illustrate  this  fact. 
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M.D.,  for  the  title  of  this  presentation.  It  was  the  original 
design  to  use  “Anosleric  Medicine — Orthopedic  Surgery” 
for  the  title.  This  came  about  from  the  assumption  that 
William  Osier  had  propogated  the  idea  that  it  was  most 
proper  to  fit  all  symptomatic  features  into  one  diagnosis.  Dr. 
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T he  use  of  a radial  arteriovenous  fistula 
in  patients  undergoing  prolonged  hemo- 
dialysis was  described  by  Brescia  et  al.1 
Access  to  the  circulation  was  achieved  with 
repeated  venipunctures.  We  have  utilized 
the  Brescia  procedure  to  establish  these 


fistulas  in  7 patients  and  have  performed 
about  500  dialyses  over  a period  of  seven- 
teen months  by  the  venipuncture  technic. 
Our  experience  is  here  presented,  with  em- 
phasis on  the  difficulties  encountered. 

Procedure 

Repeated  venipunctures  for  hemodialysis 
have  been  performed  twice  weekly  by 
physicians  or  nurses  using  a 14-gauge,  1.5- 
inch,  thin-walled  needle  attached  to  an 
extension  tube  and  inserted  through  a 
lidocaine  iXylocaine)  wheal.  The  pull 
needle  is  placed  on  the  lower  arm  directed 
toward  the  fistula;  the  return  is  directed 
proximally  at  a site  higher  up  the  arm. 
Patients  have  tolerated  the  procedure  well 
and  do  not  mind  the  repeated  venipunc- 
tures. Flow  rates  using  a blood  pump 
average  about  200  ml.  per  minute  and  are 
rarely  below  150  ml.  per  minute.  A tourni- 
quet is  occasionally  needed  for  optimal 
flow.  Pressure  dressings  are  applied  over 
puncture  sites  at  the  end  of  dialysis,  and 
patients  remove  the  dressings  several  hours 
later.  They  frequently  apply  warm  soaks 
the  evening  of  dialysis  to  reduce  tissue 
edema  around  the  puncture  sites.  Patients 
are  unrestricted  in  their  physical  activity 
between  dialyses.  They  work,  play  base- 
ball and  touch  football,  bowl,  bathe,  and 
swim.  They  are  aware  of  the  fistula  only 
when  the  arm  comes  close  to  the  ear  during 
sleep. 


TABLE  I.  Arteriovenous  fistulas  for  chronic  hemodialysis  in  7 patients 


Age 

(Sex) 

Fistula  Failure 

Present  Fistula  Site  and 
Duration  (Months) 

26  (M) 

None 

Left  wrist  (12) 

38  (F) 

None 

Left  wrist  (6) 

40  (M) 

Primary  failure,  left  wrist;  secondary  failure  of  new 
fistula,  left  wrist  after  six  days;  local  inflamma- 
tion, dehydration 

Right  wrist  (15) 

26  (M) 

Primary  failure,  left  wrist;  secondary  failure  of  new 
fistula  right  wrist  after  nine  months;  status  post- 
nephrectomy, dehydration 

Right  wrist  (8) 

48  (M) 

Secondary  shunt  performed  in  left  wrist  to  increase 
flow;  closed  after  two  weeks;  poor  veins  for  anasto- 
mosis 

Left  wrist  (9) 

36  (.Ml 

None 

Left  wrist  fistula  functioning 
for  3 months;  electively  re- 
moved 

42  (M) 

Gradual  secondary  failure  over  four  weeks  of  right 
wrist-ulnar  artery  fistula;  two  previous  external 
shunts  in  this  arm 

External  shunt,  left  leg  (11) 
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FIGURE  1.  Angiogram  showing  arteriovenous 
fistula  (arrow,  right)  supplied  via  ulnar  artery  and 
palmar  arches  communicating  with  distal  radial 
stump.  Radial  artery  is  blocked  at  site  of  occluded 
fistula  (arrow,  left). 

Results 

The  status  of  arteriovenous  fistulas  in 
our  7 patients  is  presented  in  Table  I.  In  2 
cases  there  has  been  primary  surgical  failure 
to  create  a fistula;  in  each  a functioning 
fistula  was  achieved  on  a second  attempt. 

In  3 of  the  7 patients  a successful  fistula 
underwent  secondary  closure.  Two  of  these 
episodes  were  associated  with  marked  de- 
hydration and  recent  surgery;  in  the  first 
instance  closure  followed  excessive  ultra- 
filtration six  days  after  fistula  surgery,  and 
in  the  second,  closure  after  nine  months  of 
function  followed  an  8-pound  weight  loss 
secondary  to  fluid  restriction  and  sorbitol  in 
the  recovery  period  after  nephrectomy. 
Hypotension  or  alteration  in  clotting  factors 
was  not  recognized  in  either  instance. 
The  third  patient  had  a poor  fistula  utilizing 
the  ulnar  artery;  the  arm  previously  had 
been  the  site  of  two  clotted  external 
shunts.2  Flow  during  dialysis  was  only 
140  ml.  per  minute  and  continued  to  decline 
until  the  bruit  was  noted  to  be  absent  after 
about  three  weeks.  The  patient  was  not 
dehydrated  during  this  period. 

In  a fourth  patient  the  surgeon  reported 
difficulty  locating  a suitable  vein  for 
anastomosis.  Blood  flow  was  never  satis- 
factory, and  after  three  months  a second 
fistula  was  therefore  installed  about  an  inch 
above  the  first.  Flow  failed  to  improve, 
and  the  new  fistula  lost  its  bruit  after 
several  weeks.  Angiography  confirmed 
closure  of  the  second  fistula  and  also  demon- 
strated blockage  of  the  radial  artery  at  this 


FIGURE  2.  Aneurysm  formation  at  site  of  occluded 
arteriovenous  fistula.  New  functioning  fistula  has 
been  constructed  proximal  to  occlusion. 


point  with  flow  to  the  first  fistula  supplied 
from  the  ulnar  artery  via  the  palmar 
arches  and  the  distal  radial  stump  (Fig.  1). 
In  a fifth  patient  after  three  months  a well- 
functioning fistula  was  electively  replaced 
with  an  external  shunt  in  another  hospital. 
Thus,  2 of  the  7 patients  now  are  dialyzed 
using  their  initial  fistulas.  These  2 have 
functioned  for  six  and  twelve  months, 
respectively. 

Aneurysm  formation  was  observed  in  2 
subjects;  in  1,  a 2 by  0.5-cm.  painless 
dilatation  developed  along  a prominent 
vein;  this  disappeared  spontaneously  after 
several  weeks.  In  the  other  an  aneurysm, 
perhaps  of  the  distal  radial  artery,  appeared 
at  the  site  of  a clotted  fistula  (Fig.  2). 
Tortuous,  thin-walled  varicosities  appeared 
near  the  fistula  in  2 additional  patients. 

Recurrent  clotting  of  needles  occurred 
during  dialysis  in  2 patients  despite  satis- 
factory levels  of  anticoagulation  and  could 
not  be  prevented  with  additional  heparin. 
We  have  therefore  used  siliconized  needles 
with  no  further  difficulty.  Occasional  high 
resistance  in  the  return  circuit  has  been 
attributed  to  venospasm  and  has  usually 
responded  to  warm  compresses. 

Bleeding  around  the  puncture  site  during 
dialysis  has  been  encountered  occasionally 
and  has  twice  warranted  early  termination 
of  dialysis.  Bleeding  from  the  puncture 
wounds  has  occurred  shortly  after  dialysis 
on  four  occasions  despite  the  pressure 
dressing  and  has  been  controlled  with  pres- 
sure in  each  instance  by  the  patient. 
Minimal  bleeding  at  the  time  of  removal  of 
the  bandage  has  occasionally  required  the 
patient  to  rebandage  the  puncture  site. 

Infiltration  of  blood  around  a missed 
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venipuncture  is  treated  with  a pressure 
dressing  and  has  never  presented  a signifi- 
cant problem.  The  needle  has  become  dis- 
lodged from  the  vein  twice  while  dialysis 
was  in  progress  and  was  promptly  replaced. 
Phlebitis,  embolization,  ulceration,  or  lido- 
caine  sensitivity  have  not  been  encountered. 
We  have  had  difficulty  finding  suitable 
veins  for  puncture  only  in  the  patient  whose 
small  fistula  was  supplied  from  the  ulnar 
artery  via  the  palmar  arches. 

Since  flow  through  an  arteriovenous 
fistula  between  dialyses  may  well  he  greater 
than  that  through  an  external  shunt,  there 
has  been  concern  that  high  output  failure 
might  develop. 1,8  All  6 of  our  patients  with 
functioning  fistulas  now  have  normal 
cardiac  diameter.  In  3 of  the  6 heart  size 
decreased  after  the  fistula  was  formed,  and 
in  the  other  3 was  unchanged.  One  patient 
went  into  pulmonary  edema  during  a bout 
of  pneumonia  and  overhydration.  He  re- 
sponded to  removal  of  fluid  by  dialysis  and 
did  not  require  digitalis  or  revision  of  his 
large  fistula. 

Branham’s  sign  is  said  to  be  absent  in 
subjects  with  a subcutaneous  fistula. 1 In  4 
of  the  5 patients  in  whom  we  performed 
temporary  occlusion  of  the  fistula  we  have 
noted  slight  slowing  of  the  pulse  averaging 
4 beats  per  minute. 

Comment 

Radial  arteriovenous  fistulas  apparently 
provide  safe,  effective  access  to  the  blood 
stream  for  chronic  hemodialysis.  The  pa- 
tient’s activity  is  unrestricted,  and  infection 
has  not  been  encountered.  Satisfactory 
blood  flow  and  dialysis  are  regularly 
achieved.  Since  these  fistulas  clot  easily 
during  the  first  few  days  of  use  and  since 
the  vein  walls  are  initially  rather  flabby, 
fistulas  have  not  been  considered  suitable 
for  dialyses  in  acute  conditions. 

Our  data  confirm  that  functioning  fistulas 
may  be  subject  to  closure  especially  after 
surgery  or  following  excessive  dehydration; 
both  these  circumstances  should  therefore 
alert  those  caring  for  such  patients  to  the 
risk  of  fistula  closure. 4 Fistulas  placed  in 
unusual  locations  or  in  arms  with  previous 
cannulations  may  give  poor  flow  and  may 
also  close  spontaneously.8  Therefore,  if 
fistulas  are  to  be  used,  they  should  be  the 
initial  procedure  for  achieving  access  to  the 


blood  stream  in  patients  started  on  pro- 
longed hemodialysis. 

It  remains  an  open  question  whether  or 
not  fistulas  make  dangerous  demands  on 
cardiac  reserve.  The  flow  through  ex- 
ternal cannulas  during  Kiil  dialysis  ap- 
parently averages  about  165  ml.  per  minute, 
and  it  may  be,  since  dialyzer  resistance  is 
low,  that  similar  flow  prevails  between 
dialyses.  Accurate  measurement  of  flow 
through  subcutaneous  fistulas  has  been 
difficult,  involving  as  it  does  determination 
of  cardiac  output  with  the  fistula  patent 
and  occluded  and  calculation  of  the  flow 
by  difference  between  these  large  values. 
Using  such  cardiac  output  measurements, 
Menno  et  al.3  reported  fistula  flow  to  range 
from  320  to  840  ml.  per  minute  and  to 
average  18.4  per  cent  of  cardiac  output. 
Since  occlusion  of  a fistula  may  cause  slow- 
ing of  the  pulse,  and  flows  may  approach 
one  fifth  of  cardiac  output,  the  risk  of  con- 
gestive failure  may  well  be  greater  with  the 
use  of  the  arteriovenous  fistula  than  with 
external  cannulas.  Whether  this  will  prove 
a serious  clinical  problem  remains  unsettled, 
but  the  encouraging  clinical  status  of  our 
patients  has  convinced  us  of  the  value  of  the 
subcutaneous  fistula. 

Summary 

Over  a seventeen-month  period  about  500 
prolonged  hemodialyses  have  been  per- 
formed in  7 patients  using  the  technic  of 
repeated  venipuncture  in  an  arm  with  a 
radial  arteriovenous  fistula.  There  has  been 
surgical  failure  to  create  a fistula  on  2 
occasions,  and  fistulas  have  later  closed  in 
3 patients. 

Other  major  complications  have  not 
been  encountered.  The  absence  of  bleed- 
ing or  infection  and  the  freedom  from 
concern  between  dialyses  have  confirmed 
our  initial  enthusiasm  for  this  technic  of 
hemodialysis. 

Addendum 

Since  submission  of  this  manuscript  we 
have  performed  over  1,000  additional  hemo- 
dialyses in  16  patients  utilizing  the  arterio- 
venous fistula.  Three  fistulas  have  func- 
tioned well  for  over  two  years.  In  1 pa- 
tient a fistula,  which  had  been  patent  for 
three  months,  closed  during  an  episode  of 
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generalized  eczema  without  dehydration. 
We  have  now  had  a total  of  3 fistula  oc- 
clusions occurring  within  forty-eight  hours 
following  nephrectomy.  Postoperatively 
attention  should  be  directed  to  mainte- 
nance of  adequate  hydration,  and  the  use  of 
heparin  may  be  considered  to  prevent 
fistula  thrombosis;  prompt  local  massage 
has  restored  patency  of  some  occluded 
fistulas. 
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Donors  give  blood  until 
sixty-sixth  birthday 

Americans  in  good  health  can  be  blood  donors 
now  until  their  sixty-sixth  birthday  instead  of 
the  sixtieth  or  sixty-first  as  in  the  past.  A 
joint  announcement  of  this  liberalization  of 
medical  standards  for  blood  was  made  recently 
by  the  AABB  (American  Association  of  Blood 
Banks)  in  Chicago  and  by  the  ARC  (American 
National  Red  Cross)  in  Washington,  D.C.  The 
two  organizations  together  collect  and  process 
90  per  cent  of  the  more  than  6,500,000  pints  of 
blood  used  annually  for  surgery  and  therapy  in 
United  States  hospitals. 

“This  extension  of  the  eligible  age  limit  for 
blood  donors  is  in  recognition  of  two  facts,”  ex- 
plained Frank  Coleman,  M.D.,  of  Tampa, 
Florida,  President  of  the  Association.  “First, 
that  the  need  for  blood  is  constantly  increasing 
at  a rate  of  about  12  per  cent  annually.  Second, 
that,  thanks  to  better  medical  care,  better 
nutrition  and  other  factors,  Americans  are  living 
longer  and  also  keeping  their  health  and  vigor 
longer  than  in  the  past.” 

Tibor  J.  Greenwalt,  M.D.,  Medical  Director 
of  the  American  National  Red  Cross  Blood  Pro- 
gram, emphasized  that  any  healthy  person  can 


B.  J.:  Chronic  hemodialysis  using  venipuncture  and  a sur- 
gically created  arteriovenous  fistula,  New  England  J.  Med. 
275:  1089  (1966). 

2.  Quinton,  W.  E.,  Dillard,  D.  H.,  Cole,  J.  J.,  and  Scrib- 
ner, B.  H.:  Eight  months’  experience  with  silastic-Teflon  by- 
pass cannulae,  Tr.  Am.  Soc.  Artif.  Int.  Organs  8:  236  (1962). 

3.  Menno,  A.  D.,  Zizzi,  J.,  Hodson,  J.,  and  McMahon,  J.: 
An  evaluation  of  the  radial  arterio-venous  fistula  as  a substi- 
tute for  the  Quinton  shunt  in  chronic  hemodialysis,  ibid.  13: 
62  (1967). 

4.  Hanson,  J.  S.,  Carmody,  M.,  Keogh,  B.,  and  O’Dwyer, 
W.  F.:  Access  to  circulation  by  permanent  arteriovenous  fis- 
tula in  regular  dialysis  treatment,  Brit.  M.  J.  4:  586  (Dec.  9 
1967. 

5.  Faris,  T.  D.,  Alfrey,  A.  C.,  Schorr,  W.  J.,  and  Ogden, 
D.  A.:  Lower  extremity  shunts  for  hemodialysis,  J.A.M.A. 
203:  344  (Jan.  29)  1968. 

6.  Thomson,  G.  E.,  Waterhouse,  K.,  McDonald,  H.  P., 
Jr.,  and  Friedman,  E.  A.:  Hemodialysis  for  chronic  renal 
failure.  Arch.  Int.  Med.  120:  153  (Aug.)  1967. 


give  a pint  of  blood  without  worry.  Donors 
sixty-six  years  of  age  or  over,  under  the  new 
AABB  and  ARC  policies,  may  continue  to  give 
blood  if  they  obtain  the  written  consent  of  their 
personal  physician  on  the  day  of  donation. 

Donors  must  be  in  good  health,  have  normal 
temperature,  pulse  and  blood  pressure,  and 
meet  the  other  requirements  for  blood  donors. 
Individuals  should  check  with  their  local  com- 
munity or  hospital  blood  bank  or  Red  Cross 
blood  center  relative  to  their  eligibility  to  give 
blood. 

State  laws  generally  require  blood  donors  to 
be  twenty-one  years  old  or  to  have  parental  con- 
sent to  give  between  eighteen  and  twenty-one, 
but  a number  of  states,  including  California, 
Kansas,  Washington,  New  York,  Indiana, 
Oklahoma,  Minnesota,  and  Oregon,  recently 
enacted  legislation  permitting  those  eighteen  to 
twenty-one  to  give  without  parental  consent. 
In  some  states  those  of  this  age  who  can  give 
blood  must  be  self-supporting  and  living  away 
from  home. 

Both  organizations  have  blood  clearinghouses, 
permitting  blood  given  locally  to  be  credited  to 
patients  in  other  cities  and  areas  with  surplus 
blood  to  aid  those  where  it  is  short.  Exchanges 
between  the  two  clearinghouse  systems  are 
made  possible  under  a joint  interorganizational 
agreement  signed  between  the  AABB  and  ARC. 
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Renal  Failure 


Case  history 

Uri  Peles,  M.D.:  A seventy-six-year- 

old  white  widow  was  admitted  to  the  hospi- 
tal complaining  of  swelling  of  the  legs  for 
ten  days. 

The  patient  had  had  a history  of  epileptic 
seizures  since  childhood,  well  controlled  by 
phenobarbital  and  mephobarbital  (Meb- 
aral).  Two  years  prior  to  her  first  admis- 
sion to  this  hospital,  she  had  been  admitted 
to  another  hospital  for  repair  of  a femoral 
hernia;  at  that  time  she  was  found  to  have 
an  enlarged  spleen.  Following  operation, 
she  developed  thrombophlebitis,  pulmo- 
nary infarction,  and  pleural  effusion. 

First  admission.  Nine  years  prior  to 
final  admission,  the  patient  was  admitted 
with  pain  in  the  left  lower  quadrant  of  the 
abdomen  eased  by  bowel  movements. 
Physical  examination  at  that  time  revealed 
a blood  pressure  of  145  90.  There  was 
deep  tenderness  in  the  left  lower  quadrant 
of  the  abdomen;  the  spleen  was  palpable  2 
fingerbreadths  below  the  left  costal  margin. 
Barium  study  of  the  colon  showed  normal 
findings;  the  renal  shadows  appeared  to  be 
within  normal  limits.  The  hemoglobin 
was  10.4  Gm.  per  100  ml.  and  the  white 
blood  cell  count  4,550,  with  48  per  cent 
mature  polymorphonuclear  leukocytes  and 
50  per  cent  lymphocytes.  The  urinalysis 
revealed  a specific  gravity  of  1.016,  with 
negative  test  results  for  albumin  and  sugar; 
the  microscopic  examination  showed  nega- 
tive findings.  The  patient  was  treated 
with  antispasmodic  medication  and  a low 
residue  diet  and  was  discharged  as  im- 
proved after  five  days. 

Second  admission.  Three  years  later, 


the  patient  was  admitted  with  productive 
cough  and  fever  for  four  days.  For  an 
unstated  time,  the  patient  had  been  using 
sublingual  nitroglycerin  tablets  for  relief  of 
anterior  chest  pain.  On  admission  the 
blood  pressure  was  150/70,  the  pulse  rate 
120  per  minute,  and  the  temperature  101.4 
F.  There  were  rales  at  the  base  of  the 
right  lung  and  a faint  aortic  systolic  mur- 
mur; the  spleen  was  palpable  as  before. 
The  urinalysis  showed  a specific  gravity  of 
1.015,  with  a trace  of  albumin;  the  micro- 
scopic examination  again  showed  negative 
results.  The  hemoglobin  was  11  Gm.  per 
100  ml.  and  the  white  blood  cell  count  7,500 
with  a normal  differential.  The  blood  urea 
nitrogen  was  20  mg.  per  100  ml.  Diplo- 
coccus  pneumoniae  was  cultured  from  the 
sputum.  Serial  chest  x-ray  films  initially 
revealed  infiltrations  in  the  right  lung  field, 
followed  by  gradual  clearing  of  the  con- 
solidation but  with  persistence  of  a right 
pleural  effusion.  The  patient’s  symptoms 
subsided  during  treatment  with  penicillin, 
and  she  was  discharged  after  sixteen  days. 

Third  admission.  Two  weeks  later,  the 
patient  continued  to  have  a low-grade  fever 
after  discharge  from  the  hospital  and  was 
readmitted  with  physical  and  roentgeno- 
gram evidence  of  a persistent  right  pleural 
effusion.  Her  blood  pressure  was  150/80, 
the  pulse  rate  78  per  minute,  and  the  tem- 
perature 101  F.  In  addition  to  the  physical 
signs  of  fluid,  there  were  rales  at  the  base  of 
the  right  lung  posteriorly.  The  urinalysis 
showed  a specific  gravity  of  1.015  with  a 
negative  test  result  for  albumin;  micro- 
scopic examination  showed  10  to  15  white 
blood  cells  per  high-power  field.  The 
white  blood  cell  count  was  3,100  with 
a normal  differential.  Aspirated  pleural 
fluid  contained  6,600  white  blood  cells  per 
cubic  millimeter,  with  53  per  cent  seg- 
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merited  forms;  no  bacterial  organisms  or 
tumor  cells  were  seen.  The  patient  was 
again  given  penicillin  therapy,  and  subse- 
quent chest  x-ray  films  demonstrated  a 
gradual  decrease  of  pleural  fluid.  The 
patient  was  discharged  as  improved  after 
three  weeks. 

Fourth  admission.  Two  and  one-half 
years  later,  the  patient  was  admitted  with  a 
two-day  history  of  severe  pain  in  the  back  of 
the  neck.  Her  blood  pressure  was  130/90, 
and  the  remaining  physical  findings  were 
unchanged.  The  urine  specific  gravity  was 
1.010,  with  a negative  test  result  for  albu- 
min, and  microscopic  examination  showed 
negative  findings.  The  white  blood  cell 
count  was  3,400  per  cubic  millimeter.  The 
roentgenograms  revealed  severe  osteoar- 
thritis of  the  cervical  spine  with  narrowing  of 
disk  interspaces.  The  chest  x-ray  film 
showed  negative  findings.  The  intrave- 
nous pyelogram  showed  good  concentration 
of  dye  bilaterally;  there  was  slight  kinking 
of  the  left  ureter;  the  left  kidney  was 
slightly  lower  than  the  right  (Fig.  1A). 
Splenomegaly  was  again  noted  on  the  films, 
and  there  was  stippled  calcification  to  the 
right  of  the  first  lumbar  vertebra  in  the  area 
of  the  adrenal  gland.  The  patient  was 
discharged  after  five  days. 

Fifth  admission.  One  month  later  she 
was  readmitted  to  the  hospital.  In  the 
interval,  the  patient  had  reported  weakness 
and  pain  in  the  left  anterior  chest.  On 
admission  her  blood  pressure  was  140/70 
and  the  temperature  99.4  F.  There  were 
bilateral  basal  rales  and  an  enlarged  spleen 
as  before.  Tenderness  of  both  calves  was 
elicited  with  a palpable  thrombosed  vein  in 
the  lower  left  leg.  The  urine  specific 
gravity  was  1.016;  the  microscopic  examina- 
tion gave  negative  results.  The  blood  urea 
nitrogen  was  29  mg.  per  100  ml.,  the  total 
serum  protein  was  6.2  Gm.  (albumin  4.5 
and  globulin  1.8  Gm.  per  100  ml.),  the 
serum  calcium  9.6  mg.,  the  phosphorus  3.7 
mg.,  and  the  cholesterol  212  mg.  per  100 
ml. 

Serial  electrocardiograms  revealed  only 
nonspecific  T-wave  abnormalities  without 
progressive  change.  The  chest  x-ray  film 
revealed  a mottled  infiltration  at  the  base 
of  the  right  lung  with  elevation  of  the  right 
diaphragm.  The  sputum  smear  gave  nega- 
tive test  results  for  acid-fast  bacilli.  After 
treatment  with  penicillin,  tetracycline,  and 


FIGURE  1.  (A)  Intravenous  pyelogram  (fourth  hos- 
pital admission,  four  years  before  death)  showing 
normal  findings.  (B)  Chest  x-ray  film  showing 
multiple  calcifications  in  left  lung,  old  inflam- 
matory changes,  and  elevation  of  diaphragm  on 
right  side  (final  hospital  admission). 

chloramphenicol  (Chloromycetin),  the  in- 
filtration at  the  base  of  the  right  lung 
cleared.  The  discomfort  in  the  legs  im- 
proved without  anticoagulant  therapy,  and 


2450  New  York  State  Journal  of  Medicine  / September  15,  1969 


the  patient  was  discharged  four  weeks  after 
admission. 

Sixth  (final)  admission.  Four  years 
later  she  was  admitted  to  the  hospital.  In 
the  interval,  the  epileptic  seizures  were 
well-controlled  by  diphenylhydantoin  (Di- 
lantin) and  mephobarbital  therapy.  For 
two  to  three  weeks  prior  to  admission,  the 
patient  had  “difficulty  in  urination,”  with 
increasing  edema  of  both  lower  extremities. 
Diuretics  taken  ten  days  prior  to  admission 
appeared  to  be  ineffective.  The  patient 
denied  she  had  chest  pain,  dyspnea,  or 
orthopnea  and  was  unaware  of  any  interval 
hypertension  or  diabetes. 

The  physical  examination  on  admission 
revealed  a blood  pressure  of  110/70,  the 
pulse  rate  65,  and  the  respirations  14  per 
minute;  the  temperature  was  97  F.  The 
patient  was  in  no  distress  but  appeared  pale 
and  chronically  ill.  There  was  cervical 
venous  distention;  the  heart  was  in  normal 
sinus  rhythm,  without  thrills  or  murmurs. 
The  abdomen  was  distended;  the  liver  was 
not  palpable,  while  the  spleen  was  un- 
changed in  size.  There  was  2 plus  pitting 
edema  of  both  lower  extremities. 

The  urinalysis  showed  a specific  gravity 
of  1.022,  with  a 2 plus  test  result  for  albu- 
min; the  microscopic  examination  revealed 
2 to  5 white  blood  cells,  innumerable  red 
blood  cells,  and  occasional  red  blood  cell  and 
hyaline  casts.  The  hemoglobin  was  9.6 
Gm.  per  100  ml.  and  the  hematocrit  29;  the 
white  blood  cell  count  was  3,800  with  57 
per  cent  polymorphonuclear  leukocytes. 
The  blood  urea  nitrogen  was  73  mg.  and  the 
serum  uric  acid  11.9  mg.  per  100  ml.;  the 
carbon  dioxide  content  was  25  mEq.,  the 
serum  potassium  4.4  mEq.,  the  serum  so- 
dium 140  mEq.,  and  the  chlorides  97  mEq. 
per  liter.  The  fasting  blood  sugar  was  104 
mg.  per  100  ml.  The  urine  showed  no 
bacteria  on  smear,  although  culture  grew 
out  Aerobacter  aerogenes,  Escherichia  coli, 
and  alpha  hemolytic  streptococcus.  Re- 
peat urinalysis  showed  a specific  gravity  of 
1.017,  with  a 3 plus  albumin  test  result;  the 
microscopic  examination  exhibited  2 to  4 
white  blood  cells  and  10  to  15  red  blood 
cells  per  high-power  field,  but  no  casts. 
The  serum  protein  was  5.5  Gm.  (albumin 
2.7  and  globulin  2.8  Gm.  per  100  ml.),  the 
serum  calcium  7 mg.,  and  the  phosphorus 
4.1  mg.  per  100  ml. 

The  intravenous  pyelogram  demon- 


strated normal  renal  and  psoas  shadows  but 
no  visualization  of  the  kidney  architecture 
except  for  a faint  outline  of  the  calyceal 
system  on  the  right.  Other  roentgeno- 
grams revealed  osteoporosis  of  the  vertebral 
column,  elevation  of  the  right  diaphragm, 
and  marked  old  inflammatory  changes  in 
the  lower  right  lung  field  (Fig.  IB).  There 
was  a compression  fracture  of  the  third 
lumbar  vertebra.  Barium  enema  demon- 
strated only  occasional  diverticulae.  The 
upper  gastrointestinal  series  showed  nor- 
mal findings,  except  for  the  prominent 
spleen.  The  electrocardiogram  showed 
normal  results. 

Bone  marrow  aspiration  showed  mild 
megaloblastic  change  and  scant  iron  storage. 
The  serum  iron  was  78  micrograms  per  100 
ml.  (normal  150  to  180)  while  the  iron-bind- 
ing capacity  was  227  micrograms  per  100 
ml.  (normal  250  to  440).  Pseudo  Bence- 
Jones  protein  was  found  in  the  urine. 
Three  lupus  erythematosus  cell  prepara- 
tions gave  negative  results. 

Repeated  urinalyses  showed  persistent 
albumin,  and  urine  smears  gave  negative 
test  results  for  bacteria  and  bacterial  counts 
of  below  1,000  per  cubic  millimeter.  Urine 
cultures  were  positive  only  for  alpha  hemo- 
lytic streptococcus.  On  the  fifteenth  hospi- 
tal day,  the  serum  potassium  was  3.4  mEq. 
per  liter;  the  blood  urea  nitrogen  was  86 
mg.  per  100  ml.  and  thereafter  remained 
unchanged.  The  carbon  dioxide  content 
was  13.5  mEq.  and  decreased  terminally  to 
9.8  mEq.  per  liter. 

Except  for  intermittent  elevations  of 
temperature  to  102  F.  between  the  ninth 
and  the  fourteenth  hospital  day,  the  pa- 
tient’s course  was  entirely  afebrile,  but  was 
one  of  slow  and  unrelenting  deterioration 
with  progressive  weakness  and  eventually 
semistupor.  The  blood  pressure  remained 
at  from  110  to  140/70,  and  the  weight 
remained  unchanged.  On  occasion  a Grade 
I I/VI  blowing  systolic  murmur  was  ob- 
served at  the  apex.  In  spite  of  a daily 
urine  output  of  approximately  1 L.,  the 
serum  phosphorus  rose  to  6.3  mg.  and  the 
calcium  dropped  to  6.2  mg.  per  100  ml. 
The  hemoglobin  remained  at  approximately 
9 Gm.  per  100  ml.;  albuminuria  persisted 
with  innumerable  white  and  red  blood  cells 
but  no  casts.  Gradually  the  patient  be- 
came less  responsive  with  progressive 
anasarca,  Kussmaul’s  respiration,  and  in- 
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creasing  rales  at  both  lung  bases.  The  pa- 
tient died  on  the  evening  of  the  twentieth 
hospital  day. 

Discussion 

Eric  J.  Falkson,  M.D.*:  To  begin 

with,  I am  particularly  interested  in  the 
representative  chest  x-ray  films  from  each 
hospital  admission. 

John  Batillas,  M.D.:  On  the  first  ad- 

mission in  1959,  we  did  not  have  a chest 
x-ray  film,  but  there  were  two  barium 
enema  studies.  Both  gave  negative  test 
results  except  for  occasional  colon  diver- 
ticuli  and  incidentally  demonstrated  moder- 
ate splenomegaly.  There  was  stippled 
calcification  to  the  right  of  the  first  lumbar 
vertebra  in  close  relation  to  the  superior 
pole  of  the  right  kidney.  I will  again  refer 
to  this  later. 

In  1962,  on  her  second  admission,  we  find 
an  infiltration  in  the  middle  of  the  right 
lung  perihilar  region,  and  at  the  base  of  the 
right  lung  medially  with  subsequent  pleural 
effusion.  A few  incidental  findings  include 
calcifications  in  the  paratracheal  nodes  and 
in  the  middle  of  the  left  lung,  borderline 
enlargement  of  the  cardiac  silhouette,  and 
mild  compression  of  one  of  the  lower  dorsal 
vertebra.  A repeat  chest  x-ray  film  showed 
clearing  of  the  infiltrations  with  minimal 
residual  pleural  reaction  of  the  right  side. 

On  the  third  admission,  shortly  there- 
after, there  was  further  decrease  in  the 
pleural  reaction,  presumably  caused  by 
thoracentesis. 

In  1964,  on  the  fourth  admission,  the 
chest  x-ray  film  shows  an  elevated  right 
diaphragm  and  chronic  changes  in  the  right 
hilar  and  perihilar  regions,  extending  into 
the  base  of  the  right  lung  medially.  A 
roentgenogram  of  the  cervical  spine  demon- 
strated extensive  osteoarthritic  changes, 
loss  of  lordosis,  and  narrowed  disk  spaces. 
An  intravenous  pyelogram  outlined  essen- 
tially normal  collecting  systems;  the  posi- 
tion of  the  left  kidney,  a little  lower  than 
the  right,  no  doubt  was  related  to  the  spleno- 
megaly (Fig.  1A).  The  stippled  calcifica- 
tion that  I referred  to  previously,  was  again 
evident,  and  we  felt  that  it  represented  an 
adrenal  calcification. 

On  the  fifth  admission,  chest  x-ray  films 

* Assistant  Attending  Physician,  Beekman-Downtown 
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showed  infiltration  at  the  base  of  the  right 
lung  with  later  resolution. 

On  the  final  admission,  four  years  later, 
the  chest  roentgenograms  showed  no  ap- 
preciable changes  (Fig.  IB).  Gastroin- 
testinal x-ray  studies  showed  negative 
findings;  the  duodenal  sweep  looked  nor- 
mal. A barium  enema  again  showed  only 
scattered  diverticula.  Intravenous  pyelo- 
gram done  at  the  time  the  blood  urea 
nitrogen  was  elevated  showed  that  the  renal 
shadows  looked  grossly  normal  with  faint 
excretion  of  dye  by  the  right  kidney.  The 
lumbosacral  spine  showed  extensive  degen- 
erative changes  with  compression  of  third 
lumbar  and  eleventh  thoracic  vertebrae; 
neither  finding  was  present  on  the  earlier 
studies. 

Dr.  Falkson:  I am  interested  in  any 

progressive  change  in  the  size  of  the  kid- 
neys shown  on  the  two  intravenous  pyelo- 
grams. 

Dr.  Batillas:  The  kidneys  looked 

normal  in  size,  and  no  change  was  noted  in 
the  interval. 

Dr.  Falkson:  From  the  protocol,  I 

have  the  impression  that  palpation  of  the 
spleen  over  the  years  showed  there  was  no 
change  in  size.  I realize  that  radiographi- 
cally it  is  difficult  to  estimate  splenic  en- 
largement, but  would  you  say  that  the  x- 
ray  films  also  showed  that  the  spleen  had 
not  changed? 

Dr.  Batillas:  No,  the  spleen  was 

definitely  enlarged  and  did  not  change. 

Dr.  Falkson:  Do  you  feel  that  eleva- 

tion of  the  right  diaphragm  is  secondary  to 
pleural  adhesions  and  pulmonary  disease, 
or  to  hepatomegaly? 

Dr.  Batillas:  I would  be  inclined  to 

blame  it  on  the  earlier  involvement  of  the 
pleura. 

Dr.  Falkson:  I understand  the  gastro- 

intestinal x-ray  studies  showed  no  evidence 
of  esophageal  varices  or  of  increased  portal 
pressure. 

Dr.  Batillas:  That  is  correct. 

Dr.  Falkson:  I would  like  to  sum- 

marize this  complicated  case  briefly.  This 
patient  was  a seventy-six-year-old  lady 
with  long-standing  splenomegaly  who  en- 
tered the  hospital  in  November,  1968,  with 
unequivocal  evidence  of  renal  disease  and 
eventually  died  of  severe  electrolyte  im- 
balance and  metabolic  acidosis.  Two  im- 
portant features  of  the  renal  disease  were 
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the  normal  blood  pressure  and  the  normal 
kidney  size  shown  by  radiographic  study, 
both  of  which  are  extremely  uncommon  in 
uremia.  In  addition  the  albuminuria,  the 
edema  which  became  generalized,  and  the 
hypoalbuminemia  complete  the  nephrotic 
syndrome  through  which  the  patient  was 
obviously  progressing.  She  also  had  hema- 
turia, but  the  renal  urinary  sediment  was 
relatively  free  from  casts;  at  least  two  of  the 
urinalyses  showed  this  finding. 

The  spleen  was  initially  found  to  be  en- 
larged eleven  years  previously;  subsequently 
she  had  a total  of  5 hospital  admissions 
necessitated  by  recurrent  thrombophlebitis 
on  at  least  two  occasions,  recurrent  pulmo- 
nary disease  with  probable  pulmonary  in- 
farctions, and  probably  bronchopneumonia 
with  persistent  pleural  effusion.  She  had 
persistent  leukopenia  and  normochromic 
anemia  throughout  this  eleven-year  period. 
There  was  an  episode  of  chest  pain  during 
the  second  hospital  admission  that  was 
relieved  by  nitroglycerin,  although  an  elec- 
trocardiogram six  years  later,  during  the 
final  hospital  admission,  showed  normal 
findings.  In  addition,  some  time  before  the 
sixth  admission,  the  patient  was  given  two 
drugs,  diphenylhydantoin  and  mephobarbi- 
tal,  for  a long-standing  convulsive  disorder. 
The  date  of  initial  use  of  diphenylhydantoin 
might  have  some  importance,  as  I will  dis- 
cuss later. 

The  two  most  striking  facts  about  this 
patient’s  complicated  clinical  course  are 
the  splenomegaly  with  no  apparent  growth 
in  size  over  an  eleven-year  period  and  no 
evidence  of  liver  disease  and,  second,  the 
renal  disease  manifested  during  the  final 
hospital  admission  which  ultimately  was 
the  cause  of  the  patient’s  death.  In  trying 
to  unravel  the  diagnosis  in  this  patient,  I 
have  two  alternatives.  One  alternative  is 
to  consider  the  spleen  enlargement  as  un- 
related to  the  patient’s  clinical  course,  and 
the  second  is  to  include  it  as  part  of  the 
underlying  disease  process.  In  the  first 
instance,  I would  have  to  invoke  the  pres- 
ence of  some  disease,  such  as  splenic  cyst, 
benign  tumor  (hamartoma),  or  else  an  ex- 
tremely rare  disease,  such  as  primary  splenic 
neutropenia.1  It  is  impossible  to  rule  out 
these  conditions,  but  I think  they  are  all 
unlikely  because  of  their  extreme  rarity  in 
producing  clinical  symptoms.  For  ex- 
ample, there  have  been  only  about  400 


nonparasitic  splenic  cysts  and  even  fewer 
hamartomas  reported  in  the  world  litera- 
ture. 2 

In  general,  splenomegaly  is  a reflection 
of  a systemic  disorder,  so  I will  try 
to  relate  this  physical  finding  to  the  rest  of 
the  clinical  course. 

In  view  of  the  chronicity  and  the  poly- 
morphilic  manifestations  of  this  patient’s 
illness,  the  diagnostic  possibilities  which 
first  come  to  mind  include  the  collagen  or 
connective  tissue  diseases.  The  two  spe- 
cific entities  which  must  be  considered  are 
periarteritis  nodosa  and  systemic  lupus 
erythematosus.  I tend  to  reject  the  likeli- 
hood of  periarteritis  primarily  because  of 
the  absence  of  hypertension  which  is  nearly 
always  present  in  those  patients  with  peri- 
arteritis who  die  of  renal  failure.  The 
absence  of  leukocytosis  and  of  eosinophilia 
is  also  against  this  diagnosis.  In  addition 
splenomegaly  is  not  a common  feature  of 
periarteritis,  and  the  sex  distribution  of  the 
disease,  favoring  males  three  to  one,  would 
also  be  against  that  possibility  in  this  pa- 
tient. Because  of  the  protean  nature  of 
the  periarteritis,  I cannot  really  rule  it  out, 
but  the  hematuria,  the  renal  involvement, 
and  the  pain  in  the  abdomen  can  be  ex- 
plained better  on  the  basis  of  systemic  lupus 
erythematosus. 

I would  like  to  discuss  for  a minute  the 
patient’s  renal  disease  which  was  first 
detected  during  her  final  hospital  admis- 
sion. I would  like  to  stress  the  normal 
blood  pressure  which  accompanied  this 
patient’s  terminal  renal  failure;  the  dias- 
tolic pressure  was  never  above  90  mm.  Hg. 
This  is  an  unusual  feature  in  patients  who 
die  of  renal  failure  and  can  be  noted  classi- 
cally in  two  diseases,  multiple  myeloma  and 
amyloidosis.  It  is  also  noted  with  some 
frequency  in  subacute  bacterial  endocarditis 
in  which  patients  may  develop  a diffuse 
nonembolic  nephritis  with  renal  insuffi- 
ciency. A normal  blood  pressure  can  occur 
in  patients  with  kidney  failure  associated 
with  renal  vein  thrombosis  and  with  sys- 
temic lupus  erythematosus,  although  in 
this  the  occurrence  of  nephropathy  often 
does  give  rise  to  an  elevated  blood  pressure. 

I feel  there  is  no  evidence  in  this  case  for 
the  diagnosis  of  multiple  myeloma.  There 
was  no  bone  pain,  no  characteristic  bony 
lesions,  no  elevated  serum  calcium  nor 
serum  globulin,  no  Bence-Jones  proteinuria, 
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and  no  increase  of  the  plasma  cells  in  the 
hone  marrow. 

Certainly  subacute  bacterial  endocarditis 
could  occur  as  a terminal  event,  but  it  could 
not  explain  a splenomegaly  lasting  over 
an  eleven-year  period.  The  blood  cultures 
were  negative.  I think  there  is  no  good 
reason  to  make  the  diagnosis  of  subacute 
bacterial  endocarditis. 

This  leaves  me  with  three  diseases,  renal 
vein  thrombosis,  amyloidosis,  and  systemic 
lupus  erythematosus.  A renal  vein  throm- 
bosis naturally  would  not  explain  a spleno- 
megaly lasting  many  years.  Such  a throm- 
bosis is  never  a primary  event  but  is  usually 
secondary  to  either  intrinsic  renal  disease  or 
to  extrarenal  disease.  The  most  common 
intrinsic  disease  of  the  renal  parenchyma 
with  which  renal  vein  thrombosis  is  as- 
sociated is  amyloidosis.  The  most  com- 
mon extrarenal  diseases  would  be  peri- 
nephric abscesses,  retroperipheral  tumors, 
and  dehydration;  even  lumbar  trauma  has 
been  implicated  as  a cause  of  renal  vein 
thrombosis.  This  patient  had  a recent 
fracture  of  the  third  lumbar  vertebra  and 
at  least  two  episodes  of  thrombophlebitis 
of  the  lower  extremities.  I would  prefer 
to  consider  amyloidosis  with  or  without 
renal  vein  thrombosis  and  systemic  lupus 
erythematosus.  Both  of  these  conditions 
are  capable  of  accounting  for  the  spleno- 
megaly, the  normotensive  renal  failure, 
and  the  nephrotic  syndrome.  A case  can 
be  made  for  either  diagnosis. 

Amyloid  of  the  secondary  variety,  the 
“typical”  type  according  to  the  classifica- 
tion of  King,3  produces  no  inflammatory 
reaction  but  leads  to  ill  effects  by  its  mere 
physical  presence.  I would  have  difficulty 
in  finding  a predisposing  disease,  but  this  is 
not  really  necessary  since  amyloidosis  with 
so-called  secondary  or  “typical”  distribu- 
tion in  the  spleen,  liver,  kidneys,  and  ad- 
renals is  often  present  without  antecedent 
disease.  Hence,  amyloidosis  would  ac- 
count for  the  splenomegaly,  the  renal  dis- 
ease with  the  paucity  of  urinary  casts,  and 
even  the  anginal  type  of  chest  pain  which 
lias  been  reported  on  occasion  to  be  second- 
ary to  amyloid  infiltration  of  the  coronary 
arteries.  With  this  diagnosis  of  amyloido- 
sis, I would  have  to  consider  renal  vein 
thrombosis  as  a complicating  factor,  pri- 
marily because  of  the  rapid  downhill  course 
of  this  patient.  Such  rapid  deterioration  is 


unusual  in  amyloidosis  as  is  the  pronounced 
hematuria.  This  patient  might  have  had 
two  diseases  which  predisposed  her  to  renal 
vein  thrombosis,  that  is,  amyloidosis  of  the 
kidneys  and  thrombophlebitis  of  the  lower 
extremities. 

Unfortunately  there  are  several  serious 
objections  to  the  diagnosis  of  amyloidosis. 
The  most  important  one  I think  is  lack  of 
hepatomegaly.  Amyloidosis  with  spleno- 
megaly is  almost  invariably  accompanied 
by  an  enlarged  liver.  Other  objections 
arise  because  of  the  normochromic  anemia 
and  persistent  leukopenia,  neither  of  which 
are  characteristic  of  amyloidosis.  Con- 
ceivably, I could  explain  these  two  findings 
on  the  basis  of  hypersplenism.  The  diag- 
nosis of  amyloidosis  would  not  explain 
satisfactorily  the  recurrent  bilateral  throm- 
bophlebitis of  the  lower  extremities.  There 
is  some  evidence  that  people  with  amyloido- 
sis have  an  increased  clotting  tendency 
secondary  to  both  an  increased  fibrinogen 
level  and  occasional  amyloid  infiltration  of 
all  types  of  blood  vessels.4  However,  I 
think  it  would  be  stretching  the  point  to  use 
this  as  an  explanation. 

My  primary  diagnosis  is  systemic  lupus 
erythematosus  which  would  account  for  the 
periodicity  and  the  chronicity  of  this  pa- 
tient’s symptoms.  Systemic  lupus  erythem- 
atosus has  been  reported  to  persist  for 
thirty  to  forty  years  and  would  account  for 
the  splenomegaly,  the  terminal  renal  disease, 
the  recurrent  thrombophlebitis  of  both 
lower  extremities,  and  the  normochromic 
hemolytic  anemia  without  a positive 
Coombs’  test  result.  It  would  explain  the 
persistent  leukopenia,  the  recurrent  pul- 
monary disease  with  pleural  effusions,  and 
the  recurrent  bronchopenumonias  in  this 
patient. 

Systemic  lupus  might  conceivably  ex- 
plain the  anginal  type  of  chest  pain  on  the 
basis  of  coronary  arteritis.  Convulsive 
seizures  are  extremely  common  in  systemic- 
lupus,  but  I think  it  would  be  unwise  to 
ascribe  this  patient’s  convulsive  disorder  to 
that  disease  because  of  the  long  history  of 
the  seizure  disturbance.  However,  it  is 
important  to  note  that  the  patient  at  some 
unspecified  point  in  her  clinical  course  was 
given  diphenylhydantoin  therapy  which 
was  continued  throughout  her  final  hospital 
admission.  Diphenylhydantoin  is  used  as 
an  anticonvulsion  drug  with  some  unpleas- 
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ant  side-effects,  including  a lupus-type  of 
syndrome.5  Whether  the  drug  causes  the 
syndrome  initially  or  merely  aggravates  an 
inherent  disposition  to  this  disease  is  un- 
known at  the  present  time.  At  any  rate 
the  role  of  the  drug  in  this  patient  is  specu- 
lative. 

There  are  objections  to  the  diagnosis  of 
systemic  lupus  erythematosus,  the  first  and 
most  important  being  the  lack  of  arthritis 
or  arthralgia  which  is  present  in  over  90 
per  cent  of  the  cases;  there  were  no  skin 
changes  which  are  ordinarily  found  in  70 
per  cent  of  the  patients;  also  there  was  no 
adenopathy.  The  patient’s  age  might  be 
considered  as  contraindicating  the  diagno- 
sis, although  Dubois  and  Tuffanelli6  noted 
that  15  per  cent  of  their  cases  occurred  after 
age  sixty.  The  sparsity  of  urine  casts  is 
the  strongest  objection,  since  lupus  ery- 
thematosus nephropathy  is  usually  char- 
acterized by  a large  number  of  hyaline, 
granular,  and  red  blood  cell  casts.  Two 
other  objections  rest  on  the  fact  that  the 
serum  globulin  levels  were  normal,  and  the 
3 lupus  erythematosus  cell  preparation  test 
results  were  negative.  Serum  globulin 
levels  in  systemic  lupus  erythematosus  are 
less  likely  to  be  abnormal  when  protein- 
uria is  marked.  In  the  absence  of  elevated 
globulin  levels,  lupus  erythematosus  cells 
are  usually  more  difficult  to  demonstrate, 
and  this  difficulty  is  further  increased  as  the 
nephropathy  of  the  condition  advances, 
with  increasing  proteinuria  and  a concomi- 
tant lowering  of  serum  protein.  In  this 
patient,  lupus  erythematosus  cell  prepara- 
tions were  done  only  terminally,  when  the 
patient  was  in  renal  failure  with  marked 
proteinuria  and  when  the  globulin  levels 
were  normal.  I think  that  systemic  lupus 
erythematosus  explains  the  basic  process  of 
this  patient’s  illness  most  cogently. 

In  closing  I would  like  to  explain  some  of 
the  incidental  findings,  in  particular  the 
adrenal  calcification.  This,  of  course, 
brings  tuberculosis  to  mind,  but  I have  no 
evidence  for  that  diagnosis.  Adrenal  cal- 
cification is  said  to  be  a common  radiologic 
finding  having  little  or  no  clinical  signifi- 
cance, which  I think  is  the  case  here.  The 
osteoporosis  of  the  vertebral  column  with  a 
compression  fracture  of  the  third  lumbar 
vertebra  can  be  explained  on  the  basis  of 
the  patient’s  age,  her  chronic  illness,  and 
her  inactivity.  The  mildly  megaloblastic 


bone  marrow  is  a relatively  common  finding 
when  there  is  increased  blood  destruction. 
In  this  case  the  megaloblastic  response  may 
be  associated  with  hemolysis  during  the 
uremic  phase  with  a decreased  red  blood 
cell  survival  time  and  a relative  folic  acid 
deficiency.  Also  diphenylhydantoin  is  a 
mild  folic  acid  antagonist  and  has  produced 
megaloblastic  marrows  on  many  occasions.7 
There  are  also  scant  iron  deposits  evident 
in  this  bone  marrow;  this  is  the  most  sensi- 
tive indicator  of  iron  deficiency,  antedating 
both  a decrease  in  the  serum  iron  and  the 
resultant  chronic  microcytic  anemia.  I 
think  it  is  reasonable  to  postulate  that  the 
patient  had  some  iron  loss,  possibly  through 
occult  gastrointestinal  bleeding.  Such 
hemorrhage  could  be  secondary  to  the  arte- 
ritis of  lupus  erythematosus  or  to  the  well- 
documented  coagulopathy  associated  with 
renal  failure. 

My  final  diagnoses  are:  Systemic  lupus 

erythematosus  with  nephropathy;  ques- 
tionable coronary  artery  disease;  and  post- 
menopausal osteoporosis  with  a compres- 
sion fracture  of  the  third  lumbar  vertebra. 

Lewis  Bronstein,  M.D.:  In  the  x-ray 

film  view  of  this  compression  fracture  only 
the  upper  margin  of  the  vertebra  is  dis- 
torted, while  the  rest  of  the  vertebra  seems 
to  be  intact.  Is  it  not  unusual  in  a com- 
pression fracture  to  find  only  the  superior 
aspect  of  the  vertebra  destroyed? 

Dr.  Batillas:  So  far  as  the  appearance 

of  the  superior  portion  of  the  vertebra  is 
concerned,  I can  accept  this  as  a compres- 
sion fracture  secondary  to  trauma,  but  I 
agree  that  it  looks  irregular  and  fuzzy.  I 
would  not  be  surprised  if  there  were  some 
destructive  change  or  infiltration  in  that 
particular  vertebra.  There  is  some  osteo- 
arthritic  bridging  between  the  second  and 
third  lumbar  vertebrae  shown  on  the  ante- 
roposterior view,  suggesting  that  this  frac- 
ture was  old.  The  lateral  views  illustrate 
the  irregular  fuzzy  appearance  with  small 
step-like  projections  which  may  represent 
cortical  breaks,  features  which  may  well 
suggest  a recent  fracture  also. 

Henry  Sampson,  M.D.:  One  has  to  be 

impressed  by  the  recurrent  bilateral  throm- 
bophlebitis, repeated  pulmonary  lesions 
which  could  have  been  secondary  to  embolic 
phenomena,  and  the  collapsed  vertebra 
which  might  represent  a pathologic  frac- 
ture. The  occurrence  of  thrombophle- 
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bitis  may  be  an  early  sign  of  a malignant 
lesion  that  becomes  apparent  only  a long 
time  later. 

Dr.  Falkson:  Yes,  I considered  that 

possibility,  but  again  the  length  of  the 
patient’s  clinical  course  would  be  incon- 
sistent with  a malignant  process.  Fur- 
thermore, splenomegaly  due  to  a neoplasm 
does  not  occur  often,  except  with  lym- 
phomas and  leukemia. 

John  T.  Flynn,  M.D.:  Phlebitis  asso- 

ciated with  cancer  presents  certain  special 
features  often  enough  to  alert  the  physician 
to  the  presence  of  an  underlying  neoplasm. 
It  occurs  most  often  in  male  patients  with 
cancer  and  tends  to  involve  short  segments 
of  veins  which  are  usually  superficial  and 
in  atypical  locations,  such  as  the  axilla, 
the  neck,  and  the  upper  extremities.  It 
tends  to  be  recurrent,  to  resist  the  action  of 
most  anticoagulants,  and  to  antedate  the 
overt  appearance  of  the  underlying  neo- 
plasm from  many  months  up  to  a year. 
Surgical  removal  of  the  tumor  may  cause 
the  phlebitis  to  disappear  for  a long  period 
of  time.  While  it  is,  as  I said,  most  often 
superficial,  it  can  affect  deep-seated  veins, 
especially  in  the  mesentery  and  even  in- 
volve the  main  tributaries  of  the  portal 
vein.  The  most  common  underlying  neo- 
plasms originate  in  the  gastrointestinal 
tract  and  the  lungs;  the  body  and  tail  of 
the  pancreas  are  the  most  favored  sites  but, 
strangely  enough,  not  the  head  of  the 
pancreas.  Hemorrhage  in  the  form  of 
purpura,  instead  of  venous  thrombosis, 
can  be  an  early  sign  of  occult  carcinoma  but 
nearly  always  indicates  already  established 
metastatic  disease,  particularly  in  the  bone 
marrow. 

Unhappily,  in  spite  of  much  careful 
investigation,  the  mechanisms  underlying 
these  hemorrhagic  and  thrombotic  tenden- 
cies in  cancer  remain  obscure. 

Clinical  diagnoses 

1.  Renal  failure  secondary  to  (?)  ar- 
terionephrosclerosis 

2.  Probable  idiopathic  epilepsy 

3.  Diverticulosis  of  colon 

4.  Splenomegaly,  cause  undetermined, 
(?)  associated  with  “ hypersplenism ” 

5.  History  of  recurrent  pneumonia, 
thrombophlebitis,  and  pulmonary  infarction 


Dr.  Falkson’s  diagnoses 

1.  Systemic  lupus  erythematosus  with 
progressive  renal  failure 

2.  Diverticulosis  of  colon 

3.  Arteriosclerotic  heart  disease  with  cor- 
onary arteriosclerosis 

4.  Possible  primary  neutropenia 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  We  are  pre- 

sented with  an  elderly  woman  exhibiting 
marked  edema  of  the  lower  extremities, 
with  100  ml.  of  fluid  in  the  peritoneal 
cavity,  50  ml.  in  the  right  pleural  cavity, 
and  150  ml.  in  the  left.  There  were 
extensive  bilateral  pleural  adhesions  ap- 
parently secondary  to  past  pulmonary  in- 
flammations and  pleuritis.  The  peri- 
cardium was  covered  by  a fibrinous 
inflammatory  exudate  which  was  most 
likely  related  to  the  uremia. 

We  found  both  kidneys  to  be  slightly 
enlarged,  weighing  190  Gm.  The  cortices 
were  pale,  moderately  swollen,  but  well- 
demarcated  from  the  medullae.  On 
microscopic  examination,  we  were  im- 
pressed by  a diffuse  cellular  proliferation 
involving  almost  all  glomeruli  to  varying 
degrees  (Fig.  2A).  The  proliferative  proc- 
esses resulted  in  an  accentuated  lobula- 
tion of  the  glomerular  tufts  and  crescent 
formation  of  Bowman’s  capsule  (Fig.  2B). 
An  occasional  one  was  characterized  by  an 
extreme  form  of  cellular  proliferation  with 
a concomitant  obliteration  of  Bowman’s 
space,  while  other  glomeruli  showed  scle- 
rotic changes.  A diffuse  infiltration  of  in- 
flammatory cells  of  the  polymorphonuclear 
type  was  noted  within  the  swollen  glomer- 
ular tufts.  The  interstitial  tissue  was 
conspicuously  edematous  and  was  associ- 
ated with  tubular  changes  ranging  from 
epithelial  degeneration  to  complete  loss  of 
architecture.  The  majority  of  the  tubular 
lumina  contained  proteinaceous  material 
admixed  with  a variable  amount  of  cellular 
debris,  red  blood  cells,  and  polymorpho- 
nuclear leukocytes  (Fig.  2A).  The  over-all 
pathologic  changes  reflected  a rapidly  pro- 
gressive glomerulonephritis  which  can  be 
correlated  with  this  patient’s  catastrophic 
clinical  course,  the  sudden  appearance  of 
albuminuria  associated  with  the  nephrotic 
syndrome,  and  followed  by  precipitous 
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FIGURE  2.  Microscopic  sections.  (A)  Low-power 
view  of  kidney  showing  extensive  interstitial 
fibrosis,  edema,  and  altered  renal  tubules  associ- 
ated with  glomerular  changes.  (B)  Glomeruli  ex- 
hibiting prominent  lobulation  and  membranous 
changes  within  tufts,  with  almost  complete  ob- 
literation of  Bowman’s  space.  (C)  Hypoplastic 
left  lobe  of  liver;  note  approximation  of  well-defined 
but  moderately  hyalinized  portal  tracts.  (Hema- 
toxylin and  Eosin  Stain) 

renal  failure.  Hypertension  in  this  par- 
ticular disease  process  is  uncommon,  as  this 
patient  demonstrated.8,9 

Although  the  patient  did  not  offer  a 
history  of  streptococcal  infection,  it  is 
quite  conceivable  that  one  of  her  many 
infectious  processes  may  have  been  of 
streptococcal  origin.  On  the  other  hand, 
the  possibility  of  a viral  glomerulonephritis 
should  be  considered.  Recent  studies  on 


mice,  utilizing  innoculations  of  ECHO  9 
virus,  resulted  in  glomerulonephritis  in  a 
significant  number  of  animals. 10  Another 
interesting  feature  is  the  age  of  this  pa- 
tient. In  a retrospective  study  on  autopsy 
material  at  the  Boston  City  Hospital  the 
cases  classified  as  acute  or  subacute  glo- 
merulonephritis included  74  patients  with 
good  clinical  correlation. 11  A total  of 
87  per  cent  of  these  patients  with  acute 
glomerulonephritis  were  over  forty  years 
of  age  and  83  per  cent  in  the  subacute 
group  were  over  forty  years  old.  About 
one  quarter  to  one  third  of  the  patients  in 
the  subacute  group  were  over  age  seventy. 
The  conclusion  of  the  study  was  that  this 
renal  disease  in  its  fatal  form  principally 
affected  older  adults,  even  those  beyond 
eighty  years  of  age. 

The  spleen  was  moderately  enlarged, 
weighing  375  Gm.,  and  being  associated 
with  a depressed  left  leaf  of  the  diaphragm, 
I am  sure  by  palpation  it  appeared  to  be 
larger.  We  were  unable  to  find  any  spe- 
cific pathologic  alteration  other  than  oc- 
casional evidence  of  phagocytosis  of  red 
blood  cells  and  leukocytes.  Fibrosis  was 
conspicuously  absent.  I am  at  a loss  to 
find  a cause  for  the  enlargement.  The 
liver  which  weighed  1,700  Gm.  was  charac- 
terized by  a hypotrophic-appearing  left 
lobe.  Microscopically,  I was  impressed 
by  the  closely  approximated  portal  tracts 
which  were  associated  with  normal-ap- 
pearing liver  plates  (Fig.  2C).  I feel  these 
hepatic  findings  probably  represent  a 
congenital  hypoplasia,  but  one  would  have 
to  stretch  his  imagination  to  implicate  this 
anomaly  as  the  cause  of  the  splenomegaly. 
Microscopic  sections  of  the  bone  marrow 
showed  a diffuse  hyperplasia,  which  would 
be  consistent  with  hypersplenism. 

Other  incidental  findings  of  interest 
were  a polypoid  mass  with  carcinoma  in 
situ  in  the  sigmoid,  a large  hemangioma 
involving  the  left  adrenal  gland  which 
weighed  20  Gm.,  and  calcified  replacement 
of  the  opposite  adrenal  gland.  This  proc- 
ess in  the  right  adrenal  gland  may  repre- 
sent the  end-stage  of  another  hemangioma 
which  had  undergone  thrombosis,  fibrosis, 
and  calcification. 

The  parathyroids  were  slightly  enlarged 
and  microscopically  demonstrated  almost 
no  fat;  most  of  the  cells  were  of  the  clear- 
cell type.  The  over-all  appearance  sug- 
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gests  a mild  parathyroid  hyperplasia  of  the 
secondary  type.  The  heart  was  slightly 
enlarged,  weighing  400  Gm.,  with  a nor- 
mal-appearing myocardium  and  minimal 
arteriosclerosis  of  the  coronary  arteries. 

Charles  M.  Karpas,  M.D.:  I was 

most  impressed  by  the  nonspecific  nature 
of  the  changes  in  the  spleen  in  the  light  of 
chronic  neutropenia.  In  the  absence  of  a 
clearly  defined  cause  for  the  splenomegaly, 
the  diagnosis  of  primary  splenic  neu- 
tropenia must  be  seriously  considered. 

Dr.  Flynn:  Subacute  glomerulone- 

phritis with  crescent  formation  was  one  of 
the  classic  pathologic  entities  for  the 
medical  student  of  thirty  years  ago,  but 
only  recently  we  are  beginning  to  be  aware 
of  its  various  clinical  aspects.  We  find 
that  it  can  occur  without  a preceding 
streptococcal  infection,  it  may  not  be 
accompanied  by  hypertension,  and  it  may 
strike  the  elderly  in  a high  percentage  of 
instances. 

Duk-Jhe  Shun,  M.D.:  There  appears 

to  be  some  difference  between  the  subacute 
glomerulonephritis  with  crescent  formation 
which  is  due  to  the  streptococcal  infection 
and  that  which  is  due  to  other  conditions, 
such  as  virus  infections.  Under  the  elec- 
tron microscope  there  are  foot  processes 
formed  in  the  post-streptococcal  cases  but 
not  in  the  type  of  case  which  is  due  to  the 
viruses. 

Dr.  Karpas:  A virus  can  initiate  an 

antibody-antigen  reaction  but  can  also 
alter  the  antigenicity  of  protein  struc- 
tures, such  as  the  glomerular  membranes. 
We  are  also  finding  that  different  types  of 
antibodies  can  initiate  a glomerulone- 
phritis and  perpetuate  it. 12,13 

Dr.  Bronstein:  I am  wondering 

whether  or  not  we  are  seeing  an  entirely 
different  disease  from  the  one  which  fol- 
lowed hemolytic  streptococcal  infections. 
In  the  days  when  Dr.  Flynn  and  I were  in 
medical  school,  the  patients  with  post- 
streptococcal nephritis  did  not  die  so 
quickly  in  the  subacute  stage  as  this 
particular  patient  did.  There  was  usually 
a preceding  acute  glomerulonephritis.  It 
may  well  he  that  what  we  are  seeing  now  is 
really  some  effect  of  the  virus  which  is 
different,  without  necessarily  invoking  the 
antigen-antibody  interaction  on  the  glo- 
merular membranes.  Perhaps  we  ought 


to  do  virus  studies  on  the  kidneys  when  we 
perform  autopsies. 

Dr.  Flynn:  Since  we  have  antibi- 

otics and  steroids,  this  type  of  case  should 
not  be  abandoned  as  hopeless  if  we  can 
make  a diagnosis  by  microscopic  examina- 
tion on  a renal  aspiration  biopsy.  One 
other  feature  of  interest  in  the  ECHO  virus 
studies  that  Dr.  Moumgis  mentioned  was 
the  ability  to  demonstrate  in  the  basement 
membrane  of  the  glomeruli  antigen-anti- 
body  complexes  which  on  elution  clearly 
consisted  of  protein  fractions  specific  for 
the  virus. 10 

Final  diagnoses 

1.  Acute  progressive  glomerulonephritis 
with  renal  failure  and  uremia ; fibrous 
pericarditis 

2.  ? Primary  splenic  neutropenia 

3.  Congenital  hypoplasia,  left  lobe  of 
liver 

4.  Hemangioma,  left  adrenal ; calcifica- 
tion of  right  adrenal 

5.  Sigmoid  adenoma  with  carcinoma  in 
situ 

6.  Generalized  edema,  pleural  effusion, 
and  mild  ascites 
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Abnormality  of  Colon 
in  Leukemia 


Case  history 

John  Weatherly,  M.D.*:  This  sixty- 

eight-year-old  female  with  known  chronic 
lymphatic  leukemia  was  admitted  because 
of  enlarging  submaxillary,  cervical,  and 
inguinal  lymph  nodes  and  for  further  eval- 
uation of  her  disease.  Two  months  earlier 
she  was  started  on  chlorambucil,  but  her 
lymph  nodes  continued  to  increase  in  size. 
She  experienced  abdominal  pain  with  occa- 
sional diarrhea.  Mild  anorexia  was  noted 
accompanied  by  minimal  weight  loss. 

Her  past  medical  history  was  essentially 
unremarkable.  Physical  examination  re- 
vealed an  elderly  woman  with  peripheral 
edema,  generalized  adenopathy,  and  mini- 
mal hepatosplenomegaly. 

Her  admission  laboratory  data  showed  a 
white  blood  cell  count  of  7,200  per  cubic 
millimeter  and  a differential  count  of  75 
neutrophils,  15  lymphocytes,  and  10  mono- 
cytes. A white  blood  cell  count  two 
months  earlier  was  80,000  per  cubic  milli- 
meter. Her  total  protein  was  4 Gm.  per 
100  ml.  with  an  albumin  of  2.7  Gm.  per  100 
ml.  Isotopic  studies  revealed  an  increased 
albumin  turnover  with  considerable  loss  of 
protein  in  the  gastrointestinal  tract.  Re- 
sults of  blood  chemistry  studies  were  other- 
wise unremarkable. 

Thomas  Berrigan,  M.D.f:  A barium 

* Resident  in  Radiology,  Upstate  Medical  Center.  Syra- 
cuse, New  York. 

t Instructor  in  Radiology.  Upstate  Medical  Center.  Syra- 
cuse, New  York. 


enema  was  performed.  The  preliminary 
film  shows  that  the  spleen  is  minimally  en- 
larged. I do  not  see  the  liver  shadow 
clearly,  but  I do  not  see  any  definite  radio- 
graphic  evidence  of  liver  enlargement. 

The  barium  enema  reveals  that  there  are 
abnormalities  in  the  rectum,  cecum,  and 
terminal  ileum,  but  the  rest  of  the  colon 
seems  relatively  normal.  The  abnor- 
malities in  the  rectum  are  visualized  on  all 
films  and  are  characterized  by  rather  large 
smooth  filling  defects  intruding  into  the 
lumen.  Similar  changes  are  seen  in  the 
cecum  and  in  the  terminal  ileum.  There 
are  no  gross  ulcerations,  fistulas,  or  extra- 
colonic masses  (Figs.  1 and  2). 

In  this  patient  with  chronic  lymphatic 
leukemia,  apparently  in  clinical  remission, 
the  most  likely  explanation  for  the  changes 
in  the  colon  and  terminal  ileum  would  be 
that  they  represent  areas  of  bowel  infiltra- 
tion by  leukemia  or  lymphosarcoma. 

One  could  consider  the  possibility  that 
these  changes  represent  hemorrhage  into 
the  bowel  wall.  Was  her  platelet  count 
normal? 

Dr.  Weatherly:  Yes. 

Dr.  Berrigan:  The  very  prominent 

nodular  character  of  the  lesions  and  the 
absence  of  spasm  make  intramural  hemor- 
rhage an  unlikely  possibility.  When  you 
see  lesions  like  this,  you  have  to  think  of  the 
possibility  of  large  varices.  Usually  var- 
ices will  change  in  size  and  shape  from  film 
to  film,  and  I do  not  see  such  a change  on 
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FIGURE  1.  (A)  Posteroanterior  view  of  stomach  showing  diffuse,  nodular  thickening  of  gastric  wall.  (B) 
Left  anterior  oblique  view  of  stomach  showing  gross  thickening  of  mucosal  folds. 


FIGURE  2.  Filled  colon  film.  Note  massive  thick- 
ening of  ileocecal  valve  (one  arrow)  and  irregular 
nodules  in  rectum  and  rectosigmoid  (two  arrows). 


this  study.  In  addition,  she  really  has  no 
apparent  reason  for  varices,  so  that  I be- 
lieve this  diagnosis  can  be  discarded. 

Sometimes  in  chronic  malignant  condi- 
tions you  can  get  secondary  deposits  of 
amyloid  in  the  intestinal  tract,  but  this  pos- 
sibility is  unlikely,  if  only  on  a statistical 
basis. 


E.  Robert  Heitzman,  M.D.  *:  Would 

you  consider  granulomatous  colitis  as  a 
possibility? 

Dr.  Berrigan:  Regional  enteritis 

would  be  rather  unusual  at  this  age,  and 
there  are  no  specific  changes  to  permit  me  to 
suggest  this  diagnosis.  I see  no  ulcerations 
and  can  identify  no  fistulas.  I believe  that 
the  nodular  masses  are  submucosal  and  can 
identify  no  definite  mucosal  disease.  In 
addition,  there  appears  to  be  no  spasm  of 
either  the  terminal  ileum  or  the  portions  of 
the  colon  which  are  involved.  Perhaps  if 
the  rectum  only  were  involved,  I would  con- 
sider the  possibility  of  some  nonspecific 
inflammatory  process,  but  I do  not  believe 
that  the  lesion  is  granulomatous  colitis. 

Dr.  Weatherly:  One  month  later  an 

upper  gastrointestinal  series  and  small- 
bowel  examination  were  performed. 

Dr.  Berrigan:  The  preliminary  film 

shows  evidence  of  ascites.  Perhaps  the 
absence  of  the  liver  shadow  on  the  film  one 
month  ago  should  have  raised  the  possibility 
of  free  intraperitoneal  fluid,  but  at  the  pres- 
ent time  we  have  an  abnormal  accumulation 
of  fluid  in  the  flanks. 

The  gastrointestinal  series  shows  a large 

* Professor  in  Radiology,  Upstate  Medical  Center,  Syra- 
cuse, New  York. 
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stomach  with  huge  polypoid  filling  defects. 
The  mucosal  folds  are  greatly  accentuated 
and  are  distributed  throughout  the  entire 
stomach  in  a rather  symmetrical  fashion. 
I see  no  evidence  of  ulceration. 

When  one  sees  a stomach  like  this,  one  of 
the  prime  considerations  is  giant  hyper- 
trophic gastritis  or  Menetrier’s  disease. 
This  usually  spares  the  antrum.  In  a 
patient  with  known  leukemia  and  sub- 
mucosal filling  defects  in  the  colon,  the  pos- 
sibility that  the  changes  within  the  stomach 
represent  gastric  lymphoma  becomes  a good 
one.  The  small  bowel  is  normal  to  the 
terminal  ileum.  The  filling  defects  within 
the  terminal  ileum  are  not  quite  as  apparent 
as  they  were  on  the  barium  enema,  so  pos- 
sibly there  has  been  some  decrease  in  the 
size  of  the  masses  during  the  past  month. 
I think  this  change  and  the  diffuse  involve- 
ment of  the  stomach  and  colon  make 
lymphomatous  disease  of  the  gastrointes- 
tinal tract  by  far  the  most  likely  diagnosis. 


Dr.  Berrigan’s  diagnoses 

Diffuse  lymphosarcoma  of  the  stomach, 
terminal  ileum,  and  colon 

Ascites 

Chronic  lymphatic  leukemia  ( history ) 

Dr.  Weatherly:  Despite  treatment 

with  cyclophosphamide  (Cytoxan),  ste- 
roids, and  radiotherapy  to  the  involved 
nodes,  her  course  continued  downhill  and 
she  expired.  A postmortem  examination 
was  performed. 

Bedros  Markarian,  M.D.*:  At  post- 

mortem examination  the  peritoneal  cavity 
was  found  to  contain  about  2,000  cc.  of  free 
fluid.  Otherwise  the  significant  findings 
were  related  to  the  gastrointestinal  tract 
and  to  the  lymph  nodes. 

The  stomach  was  markedly  thickened 
from  the  cardioesophageal  junction  to  the 
pylorus.  There  was  marked  hypertrophy 
of  gastric  mucosal  folds  which  were  most 
prominent  along  the  greater  curvature  and 
in  the  prepyloric  area.  The  ileocecal  valve 
appeared  as  a mushroom-like  tumor;  the 
distortion  was  produced  by  what  appeared 
to  represent  a diffuse  lymphosarcomatous 
infiltration  of  the  ileocecal  valve.  The 
mucosa  of  the  cecum  had  a peculiar  poly- 

* Assistant  Professor  of  Pathology,  Upstate  Medical  Cen- 
ter, Syracuse,  New  York. 


FIGURE  3.  (A)  Photomicrograph  of  stomach  show- 
ing diffuse  infiltration  of  mucosa  by  small  round 
cells  (one  arrow).  Massive  submucosal  infiltrate 
by  same  process  (two  arrows).  (B)  Photomicro- 
graph of  ileocecal  valve  showing  massive  sub- 
mucosal infiltrate  by  small,  round,  lymphosarco- 
matous cells  (one  arrow). 


poid  appearance  consistent  with  diffuse 
lymphosarcomatous  infiltration. 

Microscopically,  the  stomach  showed 
rare  areas  of  relatively  normal  mucosa  with 
some  small-cell  infiltrate.  These  areas 
merged  into  areas  of  extensive  mucosal 
infiltration  by  lymphocytes;  in  some  places 
the  mucosa  was  frankly  ulcerated.  Sub- 
mucosally,  there  were  large  masses  of 
lymphosarcomatous  infiltrate  (Fig.  3A). 
In  some  areas  lymphosarcoma  infiltrated 
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through  the  muscle.  The  ileocecal  valve 
was  thickened  by  lymphosarcomatous 
masses  lying  predominantly  in  a submuco- 
sal position.  Relatively  normal  mucosa 
overlay  these  submucosal  nodules.  Again 
the  lymphosarcomatous  process  was  char- 
acterized by  diffuse  infitration  of  small  cells 
(Fig.  3B). 

Enlarged  lymphosarcomatous  nodes  were 
noted  in  the  periaortic  area  and  in  the  root 
of  the  mesentery. 

Dr.  Heitzman:  In  1962,  Pochaczevsky 

and  Sherman1  reported  45  instances  of 
diffuse  involvement  of  the  colon  by  malig- 
nant lymphoma  collected  from  the  litera- 
ture and  added  6 cases  of  their  own.  The 
case  presented  here  is  quite  similar  in  most 
respects  to  those  in  their  series.  In  their 
review  approximately  60  per  cent  ofpatients 
with  diffuse  involvement  of  the  c olon  by 
lymphoma  also  had  gastric  involvement. 
The  gross  appearance  of  the  stomach  and 
the  colon  were  likened  in  almost  every  in- 
stance to  the  convoluted  surface  of  the 
brain.  Gastric  ulcerations  were  common. 
In  some  instances  the  patients  with  chronic 


lymphatic  leukemia  have  subsequently 
developed  a lymphosarcomatous  picture  in 
the  intestinal  tract,  while  in  other  cases 
patients  with  diffuse  lymphosarcoma  of  the 
intestinal  tract  have  ultimately  developed 
a picture  of  chronic  lymphatic  leukemia. 
The  protein  loss  from  the  gastrointestinal 
tract  in  this  case  is  interesting.  Marshak 
et  al. 2 have  divided  protein-losing  disorders 
of  the  gastrointestinal  tract  into  primary 
and  secondary  varieties.  This  case,  be- 
cause of  malignant  disease  of  the  intestinal 
tract,  would  fall  into  the  secondary  form. 

Final  diagnoses 

Diffuse  lymphosarcoma  of  the  stomach, 
terminal  ileum,  and  colon 

Ascites 

Chronic  lymphatic  leukemia  (history) 
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It  is  the  purpose  of  this  report  to 
describe  the  results  of  therapy  as  observed 
in  patients  with  erosive  lichen  planus  of  the 
oral  mucous  membranes  through  the  use  of 
a topically  applied  corticosteroid,  triam- 
cinolone acetonide.f  incorporated  in  a new 
long-lasting  lozenge  vehicle,  the  latter  hav- 
ing been  specifically  designed  for  the  more 
efficient  application  of  therapeutic  agents 
to  the  oral  mucous  membranes. 

Triamcinolone  acetonide,  a synthetic 
corticosteroid  derived  from  triamcinolone, 
has  been  observed  to  be  a particularly  active 
and  useful  topical  agent,  although  it  is  also 
an  active  corticosteroid  when  administered 
systemically. 

* This  study  was  supported  in  part  under  contract  DA-49- 
193-MD-2618  with  the  U.S.  Army  Medical  Research  and 
Development  Command. 

t Triamcinolone  acetonide  was  supplied  by  the  Squibb 
Institute  for  Medical  Research,  New  Brunswick,  New  Jersey. 
The  long-lasting  lozenge  vehicle  used  in  this  study  was  sup- 
plied for  experimental  purposes  by  Forest  Laboratories,  New 
York,  New  York,  and  was  formulated  according  to  their  new 
long-lasting  carrier  process. 


Methods 

Fourteen  patients,  including  4 men  and 
10  women,  aged  thirty-seven  to  seventy- 
seven,  all  under  treatment  for  erosive  lichen 
planus  of  the  oral  mucosa,  are  the  subjects 
of  this  report.  All  patients  had  been  treated 
previously  with  one  or  more  therapeutic 
agents  including,  but  not  restricted  to, 
vitamins,  sex  hormones,  placebos,  antibac- 
terial substances,  and  mouth  washes,  but 
without  notable  success. 

The  dosage  of  triamcinolone  acetonide 
incorporated  in  each  long-lasting  lozenge** 
was  0.25  mg.,  a dosage  which  was  con- 
sidered, on  the  basis  of  previous  studies,  to 
he  potentially  effective  when  administered 
topically.  Almost  all  patients  were  in- 
structed to  take  3 (and,  if  possible,  4) 
lozenges  daily,  preferably  1 after  each  meal 
and  1 before  retiring.  It  was  almost  im- 
possible to  utilize  more  than  4 long-lasting 
lozenges  per  day  since  the  prolonged  dis- 
solution time  of  the  lozenges  (two  to  four 
hours)  practically  precluded  this.  In  many 
instances,  the  dosages  of  the  active  agent 
administered  each  day  was  in  actuality 
considerably  less  than  the  maximum  of  1 
mg. 

Although  this  clinical  investigation  was 
not  carried  out  in  a double-blind  manner 
throughout,  controls  were  utilized.  Of  the 
14  patients,  11  were  given  placebo  long- 
lasting  lozenges  in  addition  to  (in  7 in- 
stances, prior  to)  the  administration  of  long- 
lasting  lozenges  containing  triamcinolone 
acetonide.  Others  served  as  their  own 
historical  controls,  inasmuch  as  each  had 
been  under  observation  for  periods,  fre- 
quently of  months  and  years,  either  un- 
treated or  during  the  course  of  treatment 
with  a variety  of  agents  including  triamcino- 
lone acetonide  in  paste  or  powder  adhesive 
vehicles,  vitamin  B complex  with  vitamin  C 
(Becotin-T),  and  so  forth. 

**  The  essential  component  of  the  long-lasting  lozenge, 
apart  from  flavoring  agents,  lake  dyes,  and  so  on,  is  methyl- 
cellulose. 


September  15,  1969  / New  York  State  Journal  of  Medicine  2463 


Results 

Responses  to  placebo  long-lasting 
lozenges.  As  was  expected,  based  on  our 
experiences  in  previous  investigations,  as 
well  as  our  current  investigations  of  long- 
lasting  lozenges  employed  in  other  lesional 
states,  placebo  long-lasting  lozenges  did 
effect  some  degree  of  improvement  of  the 
order  of  10  to  15  per  cent  either  in  relieving 
symptoms  or  in  decreasing  the  objectively 
observed  severity  of  the  lesions.  These 
actions  were  expected  since  the  ingredients 
of  the  long-lasting  lozenge,  as  released  in 
the  mouth  during  dissolution,  tend  to  coat 
the  lesions  protectively.  However,  follow- 
ing discontinuance  of  placebo  long-lasting 
lozenge  therapy,  the  minimal  but  not  incon- 
sequential improvement  was  largely  dis- 
sipated. 

Responses  to  long-lasting  lozenges 

CONTAINING  TRIAMCINOLONE  ACETONIDE. 

All  cases  of  erosive  lichen  planus  improved 
following  the  administration  of  triamcino- 
lone acetonide  long-lasting  lozenges  to  a 
greater  or  lesser  degree.  In  an  effort  to 
obtain  as  much  objectivity  as  possible  in 
evaluating  improvement,  a percentage  of 
over-all  improvement  scale  was  employed 
as  follows:  10  per  cent,  barest  evidences 

of  improvement;  25  per  cent,  minimal  but 
definite  improvement;  50  per  cent,  mod- 
erate (pronounced)  improvement;  75  per 
cent,  marked  (excellent)  improvement; 
90  per  cent,  approaching  full  healing;  100 
per  cent,  clinical  “cure.” 

As  was  anticipated  from  past  experiences 
in  the  treatment  of  the  erosive  component* 
of  this  disease  with  topical  corticosteroids, 
it  was  found  that  the  topical  administration 
of  triamcinolone  acetonide  to  the  surface  of 
erosive  lichen  planus  lesions  had  not 
resulted  in  a curative  action;  namely,  of 
the  14  corticosteroid-treated  cases,  none 
was  found  to  be  100  per  cent  improved; 
1 case  showed  no  improvement;  4 cases 
were  found  to  be  minimally  improved; 

* The  nonerosive  form  of  lichen  planus  and  the  nonero- 
sive  component  of  erosive  lichen  planus  are  not  found  to  re- 
spond materially  to  topical  corticosteroid  therapy. 


6 cases  were  moderately  improved;  1 case 
was  markedly  improved;  whereas  2 cases 
were  found  to  be  approaching  full  healing. 
The  average  improvement  score  was  found 
to  be  of  the  order  of  just  over  50  per  cent. 
By  contrast,  of  the  11  placebo  long-lasting 
lozenge-treated  cases,  none  was  found  to  be 
100  per  cent  improved;  2 cases  were  found 
to  be  minimally  improved;  3 cases  mod- 
erately improved;  no  case  was  markedly 
improved;  none  were  found  to  be  approach- 
ing full  healing;  and  6 cases  showed  no 
improvement. 

It  is  to  be  noted  that  the  improvement 
of  lesions  undergoing  active  drug  therapy 
is  not  of  an  immediate  or  dramatic  type; 
rather,  one  to  three  weeks  of  therapy  was 
required  before  the  previously  described 
improvement  was  obtained.  However, 
through  the  use  of  the  long-lasting  lozenge 
formulation  more  extensive  lesions  could 
be  treated  than  heretofore  and  those  in  more 
inaccessible  regions  could  be  reached,  while 
the  total  dosages  of  active  drug  applied 
to  these  areas  could  be  kept  at  minimal  and 
known  levels. 

The  ameliorating  action  of  corticosteroids 
was  again  suppressant  rather  than  curative 
and,  hence,  discontinuation  of  active  long- 
lasting  lozenge  medication  was  followed  by 
recurrences  within  variable  periods  of  time. 
With  resumption  of  therapy,  however,  it 
was  possible  to  suppress  recurrences  in  some 
cases  very  quickly,  if  promptly  treated, 
and/or  to  maintain  the  maximum  degree 
of  improvement  with  a reduced  total  daily 
dosage. 

Side-effects 

It  is  important  to  emphasize  that  no 
undesirable  side-effects  could  be  attributed 
to  triamcinolone  acetonide  long-lasting 
lozenge  therapy  in  any  case,  nor  were  any 
undesirable  side-effects  observed  in  any  of 
the  placebo  long-lasting  lozenge-treated 
patients. 
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Herniated  intervertebral  disk  of  the 
lumbar  spine  occurring  in  a patient  with 
impotency  as  the  major  symptom  is  pre- 
sented. Herniated  intervertebral  disk  is 
diagnosed  clinically  when  there  is  typical 
symptomatology  consisting  of  back  pain, 
muscle  spasm,  and  pain  radiating  down  the 
posterolateral  aspect  of  one  extremity  in 
the  distribution  of  the  sciatic  nerve.  Posi- 
tive results  in  clinical  tests  such  as  straight- 
leg  raising,  Lasegue,  and  Patrick  tests  all 
tend  to  confirm  the  diagnosis.  Reflex, 
sensory,  and  motor  findings  also  may  be 
confirmatory.  A history  of  prior  trauma 
will  also  suggest  a diagnosis.  However,  in 
patients  with  impotency  as  the  chief  com- 
plaint, herniated  intervertebral  disk  is  gen- 
erally not  considered.  A review  of  the 
literature  has  not  disclosed  any  other  case 
in  which  impotency  was  the  initial  and  sole 
manifestation  of  herniated  intervertebral 
disk.  It  was  only  in  the  far-advanced  cases 
of  this  condition  that  impotency  was  men- 
tioned in  addition  to  the  usual  sympto- 
matology and  sphincter  involvement. 

When  the  patient  comes  to  the  physi- 
cian’s office  with  symptoms  of  impotence, 
only  a few  organic  diseases  such  as  obvious 
neurologic  and  local  urologic  anatomic 


lesions,  Leriche’s  syndrome,  and  diabetes 
are  considered.  When  these  are  ruled  out, 
the  patient  is  assumed  to  have  a functional 
or  psychosomatic  disorder.  It  lias  been 
stated  that  90  per  cent  of  all  cases  of  im- 
potency are  psychogenic  in  origin.1 

Anatomy 

The  spinal  cord  lies  within  the  vertebral 
canal  attached  to  the  bony  wall  by  liga- 
ments and  surrounded  by  meninges.  The 
average  length  of  the  adult  spinal  cord  is 
45  cm. 

At  the  third  month  of  fetal  life,  the  spinal 
cord  extends  the  entire  length  of  the 
vertebral  canal.  It  is  from  that  point  that 
the  growth  of  the  spinal  cord  does  not  keep 
up  with  that  of  its  bony  encasement.  The 
six-month  fetus  has  a spinal  cord  that  ends 
just  below  the  third  lumbar  vertebra 
border,  and  at  birth  it  only  extends  below 
the  border  of  the  second  lumbar  vertebra. 
By  the  time  adulthood  is  reached  the 
spinal  cord  lies  at  the  level  of  the  inter- 
vertebral disk  between  the  first  and  second 
lumbar  vertebrae. 

There  are  31  pairs  of  spinal  nerves  in 
man:  8 cervical,  12  thoracic,  5 lumbar, 

4 sacral,  and  1 coccygeal.2  The  parasym- 
pathetic nerve  to  the  male  penis  arises  from 
the  third  and  fourth  sacral  nerves  to  form 
the  nervus  erigens.  Stimuli  to  this  nerve 
causes  dilation  of  the  vessels  of  the 
corpora  cavernosum  penis.  Erection  takes 
place  purely  on  a segmental  basis  and  can 
be  accomplished  without  any  supraseg- 
mental  connections.  The  afferent  sensory 
impulses  initiating  this  reflex  are  found  on 
the  glans  penis.  They  travel  to  the  second, 
third,  and  fourth  sacral  segments  via  the 
internal  pudendal  nerve.  The  afferent  im- 
pulse leaves  these  segments  via  parasympa- 
thetic nerves  and  cause  a dilation  of  the 
arteries  of  the  penis.  From  an  anatomic 
point  of  view  the  destruction  of  the  sacral 
segments  of  the  cord,  cauda  equina,  or  para- 
sympathetic plexus  are  the  only  neurologic 
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lesions  that  will  prevent  the  occurrence  of 
erection.  Erections  can  occur  in  the  pres- 
ence of  all  other  spinal  cord  lesions,  either 
partial  or  complete,  at  any  other  level.3 

The  case  to  be  reported  is  that  of  a patient 
with  a chief  complaint  of  impotence  who 
after  a complete  evaluation  was  found  to 
have  a herniated  intervertebral  disk.  Fol- 
lowing surgery  he  experienced  complete 
relief. 

Case  report 

A thirty-one-year-old  male  was  admitted 
to  the  Flower  and  Fifth  Avenue  Hospitals 
in  June,  1966.  He  had  been  in  good  health 
until  approximately  three  years  prior  to 
admission.  At  that  time  the  patient  began 
to  have  difficulty  in  achieving  an  erec- 
tion. This  difficulty  occurred  approxi- 
mately one  year  after  his  marriage.  It 
gradually  increased  in  intensity  and  at 
the  time  of  admission  he  was  completely 
unable  to  achieve  an  erection.  He  was 
able  to  ejaculate,  however,  and  had  a four- 
month-old  daughter.  His  libido  has  re- 
mained undiminished.  The  patient  stated 
that  he  had  a satisfactory  adjustment  prior 
to  his  marriage  and  since  his  marriage  had 
extramarital  relations.  The  first  time  the 
patient  had  an  extramarital  affair  was 
approximately  one  year  after  his  marriage. 
This  coincides  with  the  beginning  of  his 
difficulty  in  achieving  erection.  The  pa- 
tient furthermore  admitted  to  having  some 
guilt  feeling  concerning  this.  His  present 
marriage  is  his  second;  he  has  2 sons  by 
the  former  marriage.  The  patient  felt  that 
his  difficulty  was  primarily  psychological, 
and  his  prime  form  of  therapy  prior  to  his 
hospital  admission  was  in  that  direction. 
The  patient  had  been  under  psychotherapy 
for  many  years,  and  the  psychiatrist 
believed  that  there  was  no  basic  underlying 
psychologic  disturbance.  Approximately 
half  a year  prior  to  admission  the  patient 
noted  paresthesia  from  the  waist  down, 
mainly  of  the  anterior  surface  of  both  legs. 
Fatigue  made  this  sensation  worse.  There 
was  no  difference  in  intensity  or  duration 
since  it  first  began.  Furthermore,  the  pa- 
tient stated  that  he  has  some  hesitancy 
when  he  attempts  to  urinate.  There  is  no 
dribbling,  dysuria,  or  frequency.  He  had 
urgency  and  incontinence  in  the  past,  but 
this  lias  not  been  a progressive  difficulty. 


He  has  had  no  difficulty  with  bowel  move- 
ments. The  patient  denies  any  apparent 
loss  in  strength  or  sensation  of  muscle 
fasciculation  or  electric  light  shock  feeling 
up  and  down  his  back.  He  had  lost  10 
pounds  for  no  apparent  reason  in  the  past 
year.  The  patient  described  himself  as  an 
“easy-going  individual  and  not  nervous.” 

It  should  be  noted  that  the  patient  was 
hit  by  an  automobile,  causing  injuries  to  the 
head  and  left  leg  eight  years  prior  to  his 
hospital  admission.  The  patient  states  that 
he  was  unconscious  for  approximately  five 
minutes,  but  there  were  no  apparent 
sequelae.  The  patient  denies  any  back  or 
extremity  pain. 

The  patient  was  oriented  as  to  time, 
place,  and  person  and  showed  no  evidence 
of  an  organic  mental  syndrome.  He  ap- 
peared to  give  a reliable  history  and  did  not 
show  any  signs  of  excessive  nervousness. 
The  sense  of  smell  was  not  tested.  Fundus- 
copic  examination  was  within  normal 
limits.  There  was  no  evidence  of  any  exu- 
dates or  hemorrhages.  There  was  no  papil- 
ledema. The  pupils  were  equal,  round,  and 
regular  and  reacted  promptly  to  light  and 
accommodation.  The  extraocular  muscles 
were  intact.  There  was  no  spontaneous 
nystagmus  noted.  There  were  no  visual 
field  defects  by  confrontation.  The  opto- 
kinetic nystagmus  was  present  and  equal 
bilaterally.  No  facial  abnormalities  were 
noted.  There  was  no  facial,  palatal,  or 
lingual  weakness  elicited.  The  Weber’s 
test  did  not  show  laterality.  There  was  no 
evidence  of  any  muscle  atrophy,  weakness, 
or  fasciculations  in  the  trunk  or  the  extremi- 
ties. The  Beevor’s  sign  was  negative. 
The  biceps,  triceps,  brachial  radialis, 
patella,  and  ankle  reflexes  were  all  present 
and  equal  bilaterally.  The  plantar  re- 
sponses were  flexor  bilaterally.  The  anal, 
sphincter,  cremasteric,  and  abdominal  re- 
flexes were  all  present  and  equal.  There 
were  no  pathologic  reflexes  elicited.  There 
was  no  evidence  of  any  dysnergia  or  dys- 
metria  in  trunk  or  extremities.  The  sense  of 
touch,  position,  vibration,  pinprick,  and 
double  simultaneous  stimulation  was  intact 
bilaterally.  The  patient  complained  of 
some  dysesthetic  portion  of  the  anterior 
aspect  of  both  legs.  Position  sense  was 
lost  grossly  and  densely  over  both  toes  but 
the  patient  was  able  to  stand  in  the  Rom- 
berg position  easily. 
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FIGURE  1.  Spina  bifida  occulta  of  the  first  sacral  vertebra.  (A)  Side  view.  (B)  Front  view. 


It  was  felt  that  the  differential  diagnosis 
was  between  hysterical  and  organic  cause  of 
the  patient’s  impotency.  It  was  further- 
more felt  that  this  lesion  was  indeed 
organic.  This  was  suggested  by  the  pro- 
gressive nature  of  his  disease,  his  willingness 
to  admit  to  a possible  psychologic  implica- 
tion, failure  of  psychotherapy,  lack  of 
achieving  erection  on  arising  in  the  morning, 
his  continuance  of  libido,  and  his  genuine 
concern  about  the  matter  and  desire  to  seek 
help  be  it  psychological  or  organic. 

Complete  blood  count,  urinalysis,  fasting 
blood  sugar,  blood  urea  nitrogen,  serology, 
and  calcium  were  all  within  normal  limits. 
A spinal  fluid  examination  revealed  the 
pressure  to  be  within  normal  limits.  Pro- 
tein was  28.5  mg.  per  cent,  glucose  66  mg. 
per  cent  and  spinal  fluid  Wassermann 
reaction  was  negative.  A flat  colloidal  gold 
curve  was  obtained. 

An  encephalogram  was  abnormal  with  a 
burst  of  6 per  second  activity  with  hyper- 
ventilation and  bursts  of  6 per  second  spike 
and  wave  activity  which  on  several  occa- 
sions had  temporal  preponderance  to  the 
right.  The  electroencephalographic  ab- 


normality was  felt  to  be  nonspecific  and 
unrelated  to  the  patient’s  symptoms. 

Lumbar  spine  film  revealed  a spina  bifida 
occulta  of  the  first  sacral  vertebra  (Fig.  1). 
Radiographic  study  of  the  chest  and  skull 
was  within  normal  limits.  The  dorsal  spine 
was  also  noted  to  be  within  normal  limits. 
A stage  3 decreased  intraocular  tension 
sponge  test  result  was  negative,  the  cysto- 
metrogram  was  normal.  However,  it  is  to 
be  noted  that  during  this  examination  the 
patient  had  an  abnormal  response  to  cold 
and  hot.  He  was  unable  to  detect  cold 
water  and  only  minimally  able  to  detect 
the  hot  water. 

Because  of  the  strong  suspicion  of  an 
organic  lesion,  the  puzzling  cystometro- 
gram  and  the  spina  bifida  occulta,  it  was 
decided  to  do  a lumbosacral  myelogram. 
This  showed  evidence  of  discogenic  disease 
at  the  fourth  to  fifth  lumbar  levels  (Fig.  2). 

In  view  of  the  history,  physical  examina- 
tion and  supporting  laboratory  data,  it  was 
evident  that  nothing  more  psychologically 
and/or  neurologically  could  be  found  in  this 
patient. 

A lumbar  laminectomy  was  performed 
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FIGURE  2.  Lumbosacral  myelograms  showing  evidence  of  discogenic  disease  at  fourth  and  fifth  lumbar 
levels. 


and  the  disk  removed.  The  gross  and 
microscopic  diagnosis  was  as  follows:  a 

fibrocartilaginous  tissue  with  areas  of 
hyalinization.  The  pathologic  diagnosis 
was  degenerative  disk.  The  patient  had 
an  uneventful  postoperative  course,  and 
one  week  after  surgery  he  experienced  his 
first  erection  in  three  years;  it  was  a 
spontaneous  erection  on  arising  in  the  morn- 
ing. The  patient  was  seen  six  months  post- 
operatively,  and  he  no  longer  had  difficulty 
with  erections  and  had  resumed  an  active 
and  satisfactory  sex  life. 


Comment 

It  is  interesting  that  our  patient  mani- 
fested impotence  without  a corresponding 
disturbance  of  bladder  function.  Curi- 
ously, bladder  function  disorder  occurs  more 
commonly  in  impotency  than  in  disturbance 
of  the  cervical  spinal  cord.4  Penile  erec- 
tion, like  bladder  function,  is  dependent  on 
essentially  the  same  innervation  which  is 
the  nervi  erigentes,  the  sympathetic,  and 
the  internal  pudendal  nerves.  Clinical  ex- 
perience, however,  has  shown  that  there 
can  be  a disturbance  of  bladder  function 
without  any  disturbance  of  potency  and 
vice  versa.  Why  such  selectivity  occurs  is 
not  clearly  understood.  There  are  many 


points  in  the  neurologic  control  of  erection 
from  the  spinal  cord  to  other  foci  of  higher 
functional  controls,  including  the  reticular 
formation  of  the  brain  stem,  the  hypothala- 
mus, the  limbic  system,  and,  finally,  the 
cerebral  cortex,  with  the  various  connecting 
links  to  these  structures.  This  intricate 
complex  makes  it  difficult  to  correlate  the 
exact  site  of  the  lesion  to  final  symptoma- 
tology. Although  impotency  has  usually 
been  described  in  disk  disorders  at  about 
the  level  of  the  tenth  thoracic  vetebra  and 
the  first  lumbar  vertebra,  any  level  of  the 
spinal  cord  from  the  cervical  to  the  lumbar- 
sacral  region  has  been  known  to  produce 
impotency. 

Major  neurologic  disorders  known  to 
cause  impotency  are:  tabes  dorsalis,  pro- 

gressive muscular  atrophy,  syringomyelia, 
spinal  cord  tumors,  pernicious  anemia, 
multiple  sclerosis,  neurovascular  syphilis, 
and  Shy-Drager5  disease.  Extrinsic  causes 
of  impotency  include  diabetes  mellitus,  mal- 
nutrition, primary  amyloidosis,  and  any 
debilitating  chronic  illness,  as  well  as  drugs 
such  as  alcohol,  sedatives,  monoamine 
oxidase  inhibitors,  and  bromides.  The 
neuroendocrine  diseases  affecting  the  hypo- 
thalamopituitary  axis  as  in  pituitary  ade- 
noma and  other  sella  turcica  symptoms  can 
also  produce  impotency. 

A review  of  the  literature  has  not  dis- 
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closed  any  other  case  report  or  text  present- 
ing impotency  as  a primary  symptom  of 
herniated  intervertebral  disk.  Indeed,  most 
of  the  reviews  of  herniated  intervertebral 
disk  do  not  even  mention  the  possibility  of 
impotency  as  a symptom.6-17  Evans'8  re- 
ported 4 cases;  Yates'9  studied  48  cases; 
Wilson20  examined  134  male  cases;  Eckart 
and  Decker21  examined  166  cases,  60  per 
cent  of  whom  were  male;  Lenhard22  exam- 
ined 843  cases,  67  per  cent  of  whom  were 
male;  and  Brown  and  Pont23  studied  570 
cases,  413  of  whom  were  male.  Of  these 
we  reviewed  120  cases,  in  none  of  which 
was  impotency  listed  as  a presenting 
symptom. 

Occasionally  impotency  has  been  in- 
directly associated  with  discogenic  disease. 
In  Prather  and  Mayfield’s3  comprehensive 
textbook,  mention  is  made  of  herniated 
intervertebral  disk  in  association  with  im- 
potency only  in  obvious  cases  presenting 
gross  injuries  to  the  spinal  cord  in  the  form 
of  spinal  cord  transection.  Other  cases  re- 
ported include  those  of  Levens24  who 
studied  3 cases  of  impotency  resulting  from 
neurologic  disease  as  well  as  a case  of 
“numbness  of  the  genitalia”  resulting  from 
a herniated  intervertebral  disk.25  How- 
ever, this  last  case  was  accompanied  by 
backache,  and  Slater,  Pineda,  and  Porter25 
note  that  it  is  extremely  rare.  Mercer  and 
Duthie26  mention  that  “sexual  impotence 
may  also  be  noted.”  Yet  none  of  these 
authors  state  that  impotency  was  the  sole 
symptom.  Monroe,  Horne,  and  Pauli27  al- 
luded to  our  findings  when  they  stated  that 
“destruction  of  the  sacral  segments  of  the 
spinal  cord  or  transection  and  destruction 
of  the  cauda  equina  and  pelvic  para- 
sympathetic plexuses  are  the  only  neuro- 
logic anatomic  lesions  which  completely 
prevent  erections.”  However,  they  also 
stressed  that  partial  transection  of  the 
spinal  cord  may  not  affect  the  mechanism 
of  erection.  Williams28  states  that  altera- 
tion in  sexual  function  may  be  expected 
from  pressure  on  the  second  and  third 
sacral  nerves  with  midline  disk  protrusions. 
A phenomenon  similar  to  our  case  was 
reported  by  Love  and  Emmett29  in  which 
they  describe  3 patients  who,  like  our 
patient,  denied  backache  and  leg  pain. 
On  physical  examination  there  were  no 
signs  of  radiculopathy.  Yet  all  3 patients 
had  a history  of  total  urinary  retention. 


The  disk  disorder  in  our  patient  might  be 
regarded  as  more  occult  than  Love  and 
Emmett’s29  patients  in  that  their  x-ray 
films  of  the  spinal  column  showed  some 
congenital  anomalies  in  each  case,  and  all 
3 patients  had  a history  of  low  back  injury 
sustained  before  the  onset  of  the  symptoms. 
The  mechanism  of  the  symptoms  in  these 
patients  was  considered  to  be  a “sensory 
neurologic  defect  produced  by  pressure  of  a 
protruded  disk  on  the  cauda  equina.”  An 
equivalent  mechanism  might  apply  in  our 
case. 

Other  atypical  findings  of  spinal  cord 
compression  which  have  been  reported  in- 
clude cases  showing  an  incomplete  Brown- 
Sequaid’s  syndrome,  posterolateral  sclero- 
sis, rheumatoid  arthritis,  Parkinson’s  dis- 
ease, and  peripheral  neuritis.30 

It  might  be  expected  that  if  there  were  a 
greater  awareness  of  this  phenomenon  of 
masked  occult  or  asymptomatic  herniated 
disk  coupled  with  a thorough  neurologic 
evaluation  including  cystometry  and  myelo- 
gram, this  syndrome  might  be  found  to  be 
more  common.  Rosomoff,  et  al.,31  using 
cystometry  in  the  evaluation  of  nerve-root 
compression  in  a series  of  50  patients,  found 
an  abnormal  cystometrogram  in  92  per  cent 
and  a 30  per  cent  incidence  of  residual  urine. 
These  findings  were  surprising  since  only  9 
patients  reported  bladder  symptoms.  In 
this  series  there  was  no  mention  of  any 
sexual  abnormalities.  The  authors  did  not 
invoke  cauda  equina  involvement  as  the 
mechanism  producing  abnormality  of  blad- 
der function. 

Instead  they  believed  that  bladder  sensa- 
tion was  impaired  as  a result  of  pressure 
anesthesia.  Another  possibility  was  a 
“reflex  neural  mechanism  with  irritation  of 
the  offended  roots.” 

Therefore,  occult  herniated  intervertebral 
disk  must  be  considered  in  the  work-up  for 
all  instances  of  impotency.  This  does  not 
mean  that  all  patients  with  impotency 
should  be  put  through  myelography  when 
there  are  no  other  symptoms  or  signs  to 
suggest  herniated  intervertebral  disk. 
Nevertheless,  a complete  investigation 
should  be  made  including  thorough  neuro- 
logic work-up  for  some  subtle  signs  of  this 
involvement.  In  our  patient,  these  were 
found  on  cystoscopic  examination  when  the 
patient  could  not  distinguish  between  cold 
and  warm  sensations  in  his  bladder.  This 
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led  to  further  neurologic  investigation  with 
areas  of  hypesthesia  of  the  penis. 

Summary 

A thirty-one-year-old  patient  is  reported 
in  whom  impotence  was  the  sole  symptom 
of  herniated  intervertebral  disk.  A review 
of  the  literature  failed  to  disclose  any 
previous  reporting  of  this  phenomenon. 
The  mechanism  of  this  abnormality  is 
discussed. 
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A traumatic  ventricular  septal  defect 
(V.S.D.)  has  been  reported  in  a small  num- 
ber of  patients  with  penetrating  wounds  of 
the  heart  who  survive  long  enough  to  reach 
the  hospital.1-2  It  has  been  shown  that 
the  survival  of  these  patients  is  solely  de- 
pendent on  the  prompt  recognition  and 
treatment  of  pericardial  tamponade,  as  well 
as  any  associated  injury.3-5  The  presence 
of  an  acute  traumatic  intracardiac  shunt, 
however,  does  not  in  itself  indicate  immedi- 
ate operative  intervention,  but  may  require 
eventual  surgical  repair. 

In  1957  the  first  case  report  of  a success- 
ful open  repair  of  a traumatic  ventricular 
septal  defect  appeared  in  the  literature.1 

* Present  address:  Division  of  Thoracic  and  Cardio- 

vascular Surgery,  University  of  Miami  School  of  Medicine, 
1700  N.W.  10th  Avenue,  Miami,  Florida  33136. 


In  1962  a collected  series  of  8 such  cases 
were  reviewed.6  It  is  the  purpose  of  this 
communication  to  report  2 additional  cases 
which  emphasize  the  influence  of  hemo- 
dynamic and  clinical  findings  on  establish- 
ing the  diagnosis  and  selection  of  the  proper 
mode  of  therapy. 

Case  report 

Case  1.  A twenty-seven-year-old  male 
was  brought  to  the  hospital  with  an  ice  pick 
in  situ  penetrating  his  epigastric  area. 
The  patient  was  short  of  breath  with  dis- 
tended neck  veins.  The  blood  pressure 
was  70  0 mm.  Hg  and  the  pulse  rate  was 
110  per  minute  and  regular.  He  was 
immediately  transferred  to  the  operating 
room  suite.  At  exploratory  thoracotomy 
the  pericardium  was  emptied  of  clotted 
blood  and  the  ice  pick,  which  penetrated 
the  diaphragm  and  entered  the  right  ven- 
tricle, was  removed,  and  the  ventricular 
wound  was  sutured.  Four  weeks  later  he 
was  readmitted  with  exertional  dyspnea. 
A systolic  thrill  was  felt  to  the  left  of  the 
sternum,  maximum  between  the  left  sternal 
border  and  the  midclavicular  line;  at  the 
same  level  a Grade  IV  to  VI  pansystolic 
murmur  and  a protodiastolic  gallop  were 
best  heard  in  the  fourth  left  intercostal 
space.  Catheterization  of  the  right  side  of 
the  heart  and  selective  left  ventricular 
angiography  confirmed  the  presence  of  a 
large  left  to  right  shunt  at  the  ventricular 
level  (Table  I).  Two  months  later  the 
septal  defect  which  was  located  in  the 
muscular  septum  was  closed.  The  patient 
has  remained  asymptomatic  for  five  years. 

Case  2.  A seventeen-year-old  schoolboy 
was  brought  to  the  hospital  with  self- 
inflicted  stab  wounds  of  the  chest.  On 
admission  he  was  complaining  of  pain  of  the 
left  side  of  the  chest  with  slight  dyspnea. 
The  blood  pressure  was  60/0  mm.  Hg. 
The  breath  sounds  were  diminished  over 
the  left  lower  lung  field.  No  cardiac  mur- 
murs were  noted.  Intravenous  therapy 
was  started  and  a left  tube  thoracotomy 
was  performed.  In  the  course  of  a few 
minutes  the  blood  pressure  rose  and  his 
general  condition  improved.  On  repeated 
auscultation  of  the  heart  at  this  time  a 
harsh  pansystolic  murmur  was  noted  with 
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TABLE.  I.  Case  1.  Preoperative  and  postoperative  cardiac  catheterization  data.  Note  large  amount  of 
preoperative  left  to  right  shunt  which  was  associated  with  cardiac  decompensation 


Preo  perati  ve > 

— — Postoperative . 

Oxygen 

Oxygen 

Content  Amounts 

Content  Amounts 

Site  and 

Pressure 

(Volume 

(L.  per 

Pressure 

(Volume 

(L.  per 

Measurement 

(Mm.  Hg) 

Per  Cent) 

min.) 

(Mm.  Hg) 

Per  Cent) 

min.) 

Right  atrium 

4 

12.3 

5 

16.4 

Right  ventricle 

43/0 

14.2 

18/4 

15.9 

Pulmonary  artery 
Effective  cardiac  output 

43/10 

14.2 

6.64 

18/9 

15.4 

4.7 

Pulmonary  vascular 

640* 

160* 

resistance 

Pulmonary  blood  flow 

14.1 

4.7 

Left  to  right  shunt 
Brachial  artery 

120/65 

15.9 

7.46 

125/80 

17.5 

0 

* Dyne  per  second  per  cm. -s. 


the  point  of  its  maximum  intensity  at  an 
area  3*/2  cm.  to  the  left  of  the  sternal  border 
in  the  third  and  fourth  intercostal  space 
(Fig.  1).  The  electrocardiogram  was  con- 
sistent with  acute  pericarditis.  A week 
later,  cardiac  catheterization  performed 
with  selective  left  ventricular  cine-angio- 
cardiography revealed  the  presence  of  a 


small  left  to  right  shunt.  Three  months  of 
observation  were  allowed,  and  the  cardiac 
catheterization  was  repeated.  The  results 
indicated  an  appreciable  reduction  of  the 
left  to  right  shunt  (Table  II).  He  has  been 
followed  for  two  and  one-half  years  and  is 
asymptomatic;  he  takes  part  in  most  sports 
and  daily  school  activities. 


3 l/2cm  from  LLSB 


5 l/2cm  from  LLSB 


FIGURE  1.  Case  2.  Phonocardiograms  made  along  third  and  fourth  intercostal  spaces.  At  point  3'/2 
cm.  from  left  lower  sternal  border  (LLSB),  pansystolic  murmur  attained  its  maximum  intensity,  indicating 
presence  of  defect  in  muscular  ventricular  septum. 
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TABLE  II.  Case  2.  Cardiac  catheterization  data  performed  within  one  week  of  admission.  Note 
decrease  in  amount  of  shunt  when  study  was  repeated  three  months  later 


Site  of 

Measurement 

Pressure 
(Mm.  Hg) 

Oxygen 
Content 
(Volume 
Per  Cent) 

Amounts 
(L.  per 
min.) 

Pressure 
(Mm.  Hg) 

Oxygen 
Content 
(Volume 
Per  Cent) 

Amounts 
(L.  per 
min.) 

Right  atrium 

11 

14.3 

9 

13.7 

Right  ventricle 

33/12 

16  7 

29/10 

Pulmonary  artery 
Effective  cardiac  output 
Pulmonary  vascular 
resistance 

Pulmonary  blood  flow 
Left  to  right  shunt 

27/13 

15.4 

6.5 

420* 

9 5 
3.0 

25/12 

14  4 

6.55 

410* 

7.87 

1.32 

Brachial  artery 

110/78 

17.8 

128/82 

17.3 

*Dyne  per  second  per  cm. 


Comment 

Injuries  to  the  ventricular  septum  from 
penetrating  trauma  are  rare,  and  the  exact 
incidence  is  unknown.  In  one  report  of 
249  cases  with  wounds  of  the  heart  there 
was  no  mention  of  any  case  with  an  intra- 
cardiac  lesion.7  Among  177  cases  of  car- 
diac injuries  reported  from  another  center, 
2 cases  of  ventricular  septal  defect  were 
diagnosed,  an  incidence  of  1.1  per  cent.2 

The  clinical  suspicion  of  a traumatic 
ventricular  septal  defect  is  based  primarily 
on  the  appearance  of  a pansystolic  murmur 
in  the  precordial  region.  If  the  patient  is 
hypotensive,  repeated  auscultations  of  the 
heart  may  be  necessary  to  detect  such  a 
murmur. 

The  traumatic  ventricular  septal  defects 
are  usually  located  in  the  muscular  septum 
close  to  the  apex  and  are  associated  with  a 
pansystolic  murmur  with  a localized  inten- 
sity. This  area  is  about  31/^  cm.  to  the 
left  of  the  sternal  border  in  the  third  and 
fourth  intercostal  spaces,  hence,  not  along 
the  left  lower  sternal  border  as  it  is  in  the 
congenital  (membraneous)  type  of  ventric- 
ular septal  defect. 

Experimental  studies  show  that  over  80 
per  cent  of  the  ventricular  septal  defects 
produced  in  dogs  close  spontaneously 
within  eight  months.8  This  high  rate  of 
closure  has  not  occurred  in  acquired  ven- 
tricular septal  defect  in  human  beings.  In 
the  literature,  among  15  patients  with  trau- 
matic ventricular  septal  defect,  including 
the  2 reported  here,  9 had  successful  surgi- 
cal correction  of  the  defect.  Of  the  6 
patients  whose  defects  were  not  corrected, 


spontaneous  closure  was  documented  in 
1.®  Two  of  the  remaining  5 patients  were 
symptomatic  with  large  left  to  right  shunts. 
Occasionally,  emergency  repair  of  a trau- 
matic ventricular  septal  defect  with  large 
shunts  has  been  carried  out. 10  It  would 
appear  necessary  to  repair  these  defects  if 
deterioration  of  the  cardiac  status  is  noted. 

Acquired  ventricular  septal  defect  caused 
by  blunt  trauma,  where  there  is  a greater 
chance  of  recovery  from  the  initial  injury, 
has  been  frequently  reported  as  asympto- 
matic without  operation.1112  Patients  in 
this  category  who  were  symptomatic  and 
required  repair  of  their  ventricular  septal 
defect  have  not  had  a complete  recovery.18 
This  is  due  to  difficulty  in  obtaining  a tight 
surgical  closure  of  the  defect  which  is 
characterized  by  multiple  tears  and  ragged 
edges. 14 

This  type  of  acquired  ventricular  septal 
defect  has  been  reported  more  frequently 
in  the  literature  than  that  from  penetrat- 
ing trauma.15'16 

Summary 

Two  patients  with  traumatic  ventricular 
septal  defect  caused  by  penetrating  chest 
wounds  are  reported.  Physical  findings 
and  phonocardiograms  of  these  patients 
indicate  a typical  murmur  differing  in  lo- 
cation from  that  described  in  congenital 
ventricular  septal  defect  of  the  membra- 
nous septum.  These  defects  should  always 
be  evaluated  on  an  individual  basis  to 
determine  the  proper  mode  of  therapy. 
Those  patients  who  are  asymptomatic  with 
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small  left  to  right  shunts  appear  to  have  a 
good  prognosis  without  surgical  correction. 
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Effects  of  an  ephedrine 
compound  on  hypertensive 
asthmatic  patients 

Of  21  asthmatic  hypertensive  patients  all  but 
3 showed  a significant  drop  in  systolic  blood 
pressure  after  taking  one  or  the  other  of  2 
varieties  (1  a sustained  form)  of  a product  con- 
taining ephedrine,  reports  Donald  L.  Unger, 
M.D.,  in  Annals  of  Allergy  26:  637  (Dec.)  1968. 

The  age  range  of  the  21  patients  (5  men  and 
16  women)  was  thirty-one  to  seventy-eight. 
They  had  had  asthma  for  periods  of  two  to 
sixty-five  years  and  hypertension  for  one  to  forty 
years.  The  base  line  blood  pressures  averaged 
171/100.  Blood  pressures  and  pulses  were 
taken  one  to  two  hours  after  the  patient  had 
been  given  the  compound.  No  other  sym- 
pathomimetic agents  were  given.  All  blood 
pressures  were  taken  three  times,  using  the  left 
arm  with  the  patient  in  the  sitting  position,  af- 
ter he  had  rested  a few  minutes.  The  3 readings 
were  then  averaged.  Two  to  three  weeks  later, 
at  the  next  office  visit,  the  procedure  was  re- 
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peated  with  a sustained  type  of  compound.  In 
each  case  they  had  taken  the  tablet  for  two  or 
three  weeks  before  their  return  to  the  office. 

Pulses  rose  10  be&ts  per  minute  or  more  in  9 
patients  after  taking  the  plain  type  of  drug  and 
in  7 after  the  sustained  type.  Two  patients 
developed  extrasystoles  after  taking  the  plain 
drug.  Regarding  this,  the  author  comments 
that  while  the  importance  of  the  blood  pressure 
and  pulse  changes  may  be  questionable,  the  de- 
velopment of  extrasystoles  suggests  that  drugs 
of  this  type  be  used  cautiously  in  patients  with 
hypertension.  He  adds  that  other  equally  ef- 
fective sympathomimetic  agents  did  not  alter 
pulse  or  blood  pressure  in  these  patients  and 
were  not  associated  with  extrasystoles.  He  sug- 
gests that  the  drop  in  blood  pressure  may  be  re- 
lated to  the  presence  of  theophylline  in  the  com- 
pounds tested  in  this  study,  but  he  also  cites 
Chen  and  Schmidt  ( J.A.M.A . 11:  836  [1926  J)  as 
follows,  “A  curious  feature  in  the  action  of 
ephedrine  in  asthmatic  patients  is  that  it  usually 
dilates  the  bronchioles  without  raising  systemic 
blood  pressure,  while  a similar  dose  regularly 
raises  blood  pressure  in  nonasthmatic  patients. 
The  difference  must  be  an  effect  on  the  pul- 
monary circulation.” 
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Eyeball  to  Eyeball 
Confrontation  with  Abuses 
Prevalent  Among  Our  Youth* 

PHILIP  K.  KAUFMAN,  M.D. 

Astoria,  New  York 


In  discussing  drug  abuse  we  may  be 
talking  about  the  boy  next  door,  the  girl 
across  the  road,  or  one  of  the  close  friends 
of  your  children,  hopefully  not  your  own, 
but  certainly  someone  who  may  have  a 
tremendous  influence  on  your  own  sons 
and  daughters. 

I wonder  really  how  aware  you  are  that 
drug  abuse  surrounds  us.  It  is  found  in 
our  neighborhoods,  especially  on  high 
school  and  college  campuses,  at  parties, 
dances,  and  meetings.  No  matter  how 
much  of  it  you  think  there  is,  triple  it. 

The  cost  is  borne  by  all  of  us,  in  crime 
and  mostly  in  lost  children. 

It  will  begin  with  marihuana  because  that 
is  what  the  now  generation  starts  with. 
The  beginner  takes  a look  at  a crude- 
looking cigaret;  he  is  told  it  is  called  a 
reefer  and  smoking  it  is  called  smoking  pot 
or  grass.  It  is  slim  and  twirled  at  both  ends. 
He  lights  it,  and  it  burns  like  a loosely 
packed  cigaret.  After  5 or  6 puffs,  he 
may  begin  to  feel  as  you  did  after  you 
smoked  your  first  ordinary  cigar — if  you 
can  still  remember — maybe  sickish  and 
nauseated  or  maybe  nothing  at  all.  He 
could  wonder  what  all  the  fuss  is  about. 

After  five,  ten,  or  fifteen  minutes,  with 
the  reefer  mostly  burned  down,  he  may 
become  dizzy,  cloudy,  and  sleepy;  his 

* An  address  to  the  Queens  County  Academy  of  General 
Practice,  April,  1969. 


final  reaction  depends  on  the  environment. 
Usually  a pot  smoker  loves  company,  and 
he  tends  to  adapt  to  the  mood  around  him. 
If  the  group  is  sleepy,  he  gets  drowsy;  if 
someone  starts  laughing  you  soon  have  a 
giggle  party. 

Confrontation 

Let  us  say  that  as  a physician  you  return 
home  late  one  night  and  are  called  in  next 
door  by  disturbed  parents  who  came  in  to 
their  children’s  party  and  saw  that  they 
were  acting  oddly.  Because  you  are  old 
friends  you  go  there.  As  you  enter  you 
notice  there  is  an  odd  odor  of  sweet  burning 
rope  which  makes  you  suspect  marihuana. 
They  do  not  deny  the  evidence.  If  one  of 
the  children  says,  “The  party’s  over,  let’s 
drive  home,”  you  warn  them  not  to  drive 
because  their  reflexes  may  not  be  coordi- 
nated. No  matter  how  much  they  protest 
that  they  are  not  drunk  from  marihuana, 
you  will  know  their  reflexes  are  slow  and 
clumsy  and  their  sense  of  judgment  un- 
predictable, making  them  a serious  hazard 
on  the  road. 

In  addition,  you  test  their  knowledge  by 
stating  that  under  Federal  law  it  is  a 
felony  to  possess  marihuana.  Possession 
of  this  drug  is  punishable  by  two  to  ten 
years  imprisonment  with  a fine  of  up  to 
$20,000.  For  a second  offense,  it  is  double, 
and  for  a third,  up  to  forty  years.  For  sale 
or  transfer  of  marihuana,  the  penalty  is 
from  five  to  twenty  years,  and,  for  any- 
one over  age  eighteen  who  sells  the  drug  to 
anyone  under  age  eighteen,  from  ten  to 
forty  years  with  no  suspension  of  sentence, 
no  probation,  and  no  parole.  A pretty 
rough  penalty,  but  it  has  not  stopped  the 
spread  of  drug  abuse. 

When  you  quote  tins,  I am  sure  a few 
will  sober  up,  and  they  will  unanimously 
protest  that  the  law  is  too  severe  and  that 
marihuana  is  not  habit-forming  and  has 
no  tolerance  or  withdrawal  symptoms. 
You  will  agree.  They  will  persist  by  add- 


September  15,  1969  / New  York  State  Journal  of  Medicine  2475 


ing  that  it  has  no  toxic  effect  on  any 
organs  of  the  body.  You  will  agree  again 
but  with  the  reservation  that  studies  are 
being  made  to  detect  whether  or  not 
chromosome  damage  does  occur  in  long- 
term drug  usage  and  admit  that  the  reefer 
they  smoked  probably  had  some  southern 
or  Mexican  hempweed  called  Cannabis 
sativa,  which  is  mixed  with  ordinary 
tobacco  so  that  it  will  burn  freely. 

With  patience  and  the  knowledge  you 
now  have,  you  inform  them  that  marihuana 
is  a drug  which  causes  psychological  de- 
pendence, that  it  is  a hallucinogenic  drug, 
and  that  if  there  were  no  laws  100-proof 
hashish  from  the  Orient  and  Far  East 
would  be  imported  and  this  does  cause 
permanent  damage  to  the  body  and  per- 
sonality. By  now  their  ears  are  bigger. 

Someone  asks  the  key  question,  “But 
doesn’t  it  lead  to  hard  core  addiction?” 
You  answer,  “It  may.”  There  is  a certain 
pride  among  drug  users.  The  “main- 
liner”  who  injects  heroin  into  himself  looks 
with  disdain  at  the  “pot  smoker,”  al- 
though that  is  how  he  may  have  started. 
Yet  most  marihuana  smokers  are  fearful  of 
using  heroin. 

However,  you  continue  to  answer  that  it 
is  an  established  fact  that  the  majority  of 
heroin  addicts  were  first  initiated  with  the 
use  of  marihuana,  and  when  it  didn’t  do 
enough  for  them  they  went  on  to  use 
heroin.  Once  on  heroin  they  never  go 
back.  It  is  impossible  to  know  where  any 
person  who  starts  with  marihuana  will 
stop.  If  his  problems  disturb  him,  or  if  he 
requires  more  of  the  drug  to  feel  the 
“kick,”  or  if  his  buddies  dare  him  or  call 
him  a sissy,  he  may  need  the  drug  as  a 
badge  of  courage;  he  may  then  graduate 
from  marihuana  to  take  his  masters  de- 
gree in  the  use  of  pills,  and  his  Ph.D.  in 
LSD.  Then  comes  the  grand  slam  with 
heroin. 

The  outlawing  of  marihuana  is  to  pre- 
vent the  cycle  from  starting.  The  drug 
abuser  invariably  insists,  “It  can’t  happen 
tome;  I can  stop  at  any  time.”  This  is  the 
broken  record  that  appears  in  practically 
every  case  study  of  an  addict. 

Then  your  good  friends,  the  people  next 
door,  may  show  you  the  numerous  pills 
they  frantically  searched  for  and  found, 
and  you  are  asked  to  identify  them.  So 
you  sit  down  and  patiently  explain  that 


there  is  an  enormous  variety  of  pills  for 
the  “pill  poppers”  and  that  some  make  up 
a mixture  of  them  to  use  for  injection  as 
well.  In  simple  terms  you  tell  them  there 
are  two  broad  groups  of  pills:  the  “uppies” 
or  stimulants,  the  amphetamines,  which  are 
called  “speed”  or  “bennies,”  “peaches,” 
“roses,”  and  “hearts”;  and  the“downies”  or 
depressants,  the  barbiturates,  which  are 
called  “yellow  jackets,”  “bluebirds,”  and 
“red  devils,”  according  to  color  and  shape. 
The  “pill  poppers”  take  them  orally.  The 
“mainliners”  dissolve  them  in  liquid  and 
shoot  the  mixture  into  visible  veins. 

The  pills  generally  cause  addiction  be- 
cause of  the  large  doses  required  to  “get 
high,”  a feeling  which  is  similar  to  the  total 
incoordination  of  a person  who  is  drunk, 
with  euphoria,  elation,  confusion,  and 
often  hallucinations.  If  you  see  a person 
who  seems  to  be  drunk  but  without  the 
odor  of  alcohol,  you  should  suspect  drugs. 
The  pills  cause  serious  effects  and  serious 
withdrawal  symptoms. 

I tell  them  the  story  of  a parent  in  my 
neighborhood  who  was  so  enraged  with  his 
son  because  he  was  taking  heroin  that  he 
locked  the  boy  in  the  cellar  so  that  he  could 
dry  out.  The  boy  was  too  frightened  to 
tell  his  father  that  he  was  also  taking 
glutethimide  (Doriden)  and  “speed,”  and 
he  was  found  dead  the  next  day.  Moral  of 
the  story  is  you  can  treat  heroin  addiction 
with  “cold  turkey,”  that  is  total  abstinence, 
but  not  addiction  caused  by  the  other  drugs 
which  can  cause  convulsions  and  death  on 
withdrawal. 

So  don’t  glibly  tell  the  children  all  they 
have  to  do  is  to  stop  taking  the  drugs. 
You  should  try  to  identify  the  drugs  that 
are  being  used.  As  physicians  you  must  be 
knowledgeable  about  their  effects. 

Your  neighbors  and  the  young  people 
may  persist  with  further  questions,  such 
as:  What  about  the  “psychedelics”  and  all 
the  “initialed”  drugs?  You  tell  them 
LSD,  DMT,  and  STP  are  all  carriers  that 
take  you  on  trips,  and  sometimes  you  go  so 
far  out  you  may  never  find  your  way  back. 
The  common  one,  LSD,  looks  and  tastes 
like  water,  and  1 ounce  of  the  liquid  makes 
up  300,000  doses.  None  of  the  products  are 
standardized  so  the  user  doesn’t  really 
know  what  strength  of  drug  the  pusher  has 
sold  to  him.  There  is  no  fixed  effect;  even 
in  the  same  person  it  varies  considerably. 
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These  are  called  hallucinogenic  drugs  for 
good  reason.  The  ideal  sought  is  a trip  to 
some  paradise.  Most  of  the  descriptions 
are  related  to  this  effect.  But  there  is  also 
a curious  trigger  switch,  when  suddenly, 
even  weeks  later  and  without  another  dose, 
hallucinations  may  recur  in  a psychotic 
flash  back,  and  you  can  end  up  in  Bellevue 
Hospital  which,  although  a synonym  for 
paradise  for  those  who  know,  just  isn’t. 

I then  tell  them  about  a patient  who  came 
into  my  office  and  in  a panic  spontaneously 
began  hallucinating.  He  felt  that  the 
limbs  of  the  tree  outside  my  window  were 
trying  to  reach  down  to  choke  him.  Shortly 
afterward  he  wanted  to  know  if  another 
dose  would  cure  him  of  these  frequent  re- 
curring attacks  of  fear.  I told  him  there 
was  no  way  of  knowing,  and  that  another 
dose  could  create  a real  psychosis. 

Sure  LSD  is  a mind  expander,  and  it 
alters  feelings,  I told  the  neighbors.  One 
might  “feel  big,  creative,  and  important 
but  end  up  by  being  the  same  small  guy.” 
Most  adolescents  of  every  age  daydream  of 
greatness. 

Every  lover  of  words  thinks  of  writing 
the  great  American  novel  or  another  Grey’s 
Elegy.  Every  painter  aspires  to  create  a 
work  of  great  art.  Every  whistler  or 
hummer  dreams  of  creating  a musical 
masterpiece.  So  you  want  to  take  a trip 
to  discover  a concealed  identity  or  whether 
or  not  you  have  talent.  But  remember,  the 
great  mass  of  people  is  just  that — a great 
mass  of  people.  Some  people  are  just  not 
meant  to  be  geniuses,  and  they  have  to  live 
and  adjust  to  the  reality  of  being  average. 
There  is  nothing  wrong  with  that. 

By  this  time  my  neighbors  have  finished 
serving  the  black  coffee,  and  I spend  the 
final  minutes  giving  some  details  about 
damage  to  chromosomes  and  birth  defects 
caused  by  the  “initialed”  psychedelic 
drugs.  Then  I go  home  and  leave  them 
wondering  why  they  didn’t  suspect  sooner 
that  they  had  a problem.  They  see  their 
children  wearing  clothes  sloppier  than 
usual,  associating  with  different  and  odd- 
looking friends,  staying  out  later  at  night, 
and  they  have  poorer  appetites,  are  ir- 
ritable and  nervous,  and  the  quality  of  their 
school  work  deteriorates.  As  one  mother 
remarked,  “my  son  was  becoming  the  type 
of  boy  I wouldn’t  want  him  to  play  with.” 

What  is  the  progress  of  the  chronic 


drug  abuser?  He  manages  to  block  the 
normal  growth  of  feelings,  which  appears 
to  be  the  key  point.  He  blunts  and  sub- 
merges the  feeling  of  warmth  and  intimacy 
needed  for  growth.  He  becomes  preoc- 
cupied with  the  world  of  fantasy,  with  the 
highs  and  lows,  and  with  his  anxieties.  He 
asks  himself,  “where  is  the  money  coming 
from;  what’s  in  this  pill.  I wonder  how 
strong  it  is.  The  last  one  seemed  to  be 
mostly  filler,  milk,  sugar,  or  maybe  starch; 

I couldn’t  get  much  effect;  I went  only 
one  layer  deep.  Maybe  I ought  to  double 
it  now.  The  price  is  going  up.  Dammit 
they’re  playing  me  for  a sucker.  I better 
not  complain.  Who  is  my  friend?  I can’t 
trust  a soul,  got  to  keep  this  whole  business 
secret.  Do  they  suspect?  They  act 
suspicious.  Lies,  all  lies,  I’ll  swear  on  a 
Bible  that  I’m  clean.  Act  alive  man — 
alive — stop  nodding.  Now  I got  cramps; 
maybe  I’ll  pray;  maybe  I’ll  say  the  Ro- 
sary— no,  no,  not  with  these  beads.  I’m 
shaky;  the  cup  is  trembling  and  can’t 
drink  the  coffee.  I see  square  balls,  my 
mind  is  vibrating  my  fingers.  What  a 
mess.  What  a mess.” 

Help  for  addicts 

Now,  who  can  help  this  confused  person? 
There  just  aren’t  enough  psychiatrists. 
It  is  too  personal  a problem  for  treatment 
in  institutions.  Certainly  as  parents  and 
physicians  we  readily  recognize  the  stupid- 
ity and  weakness  of  the  drug  abuser.  And 
we  temper  this  knowledge  with  the  thought 
that  no  one  is  perfect,  we  all  have  flaws, 
cracks,  and  warpings.  Can  the  halt  lead 
the  blind?  We  can  try. 

Our  challenge  is  to  find  some  positive 
qualities  in  this  youth.  He  must  have  some. 
We  must  help  him  to  bring  them  to  the 
surface  and  to  get  him  to  see  his  own  worth 
as  a person.  Certainly  if  he  repeatedly 
needs  drugs  he  is  not  even  near  himself.  If 
his  subconscious  is  so  dimly  lit  he  cannot 
see  his  inner  conflicts,  our  problem  is  to 
help  him  to  recognize  them. 

Just  as  an  acorn  craves  and  struggles  to 
be  an  oak  when  given  fertile  soil,  so  there 
are  normal  constructive  forces  in  every 
child  waiting  to  be  fulfilled.  Everyone  has 
a natural  potential  for  meaningful,  deep 
feelings  of  warmth.  At  each  level  of  de- 
velopment and  for  healthy  inner  growth 
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the  vitamins  of  wholesome  emotional  in- 
volvement are  needed.  There  is  a great 
variety  of  deep  feelings  that  develop  within 
a person  as  he  grows  and  are  related  to 
family  and  to  friends;  to  the  glory  of 
personal  victory;  to  the  self-satisfaction  of 
success;  to  a poem  or  to  a song;  and  to 
identification  with  a great  personality,  a 
school,  a team,  a religion,  and  a country. 
And  there  are  countless  other  attachments 
that  are  essential  to  ultimate  fulfillment. 
All  add  to  the  glow  that  lights  up  the  per- 
sonality of  the  adult. 

Love  may  be  the  term  applied  to  any  of 
these.  If  a child  is  starved  during  his  de- 
velopment years  and  is  without  the  multi- 
tude of  healthy  attachments,  he  becomes 
arid  and  parched,  and  parched  love  creates 
a parched  human  being  who  is  continually 
seeking  this  love.  For  we  do  need  love  at 
any  age.  It  is  the  essential  enzyme  for 
the  normal  growth  of  the  inner  person. 
Let’s  forget  Hollywood  and  its  distorted 
version  of  love.  Instead,  let’s  think  of  love 
as  a feeling  center,  as  the  nerve  center  of  the 
personality.  I think  the  warping  in  the 
drug  abuser  is  caused  by  the  loss  of  this 
human  contact. 

Man  craves  affection  and  approval.  He 
needs  warm  human  relationships  and  ac- 
ceptance. There  are  various  degrees  and 
depths  to  these  relationships,  from  the 
superficial  and  shallow  to  the  deepest 
genuine  involvement.  There  are  various 
degrees  of  intimacies.  We  can  feel  deeply, 
from  the  central  core  of  ourselves,  or  we 
can  only  remotely  become  involved  with 
another  human  being.  We  can  be  intensely 
close  to  some  people  and  be  totally  de- 
tached from  others.  It  is  as  unbalanced  to 
love  them  all  as  it  is  to  hate  them  all. 

I’m  sure  someone  will  bring  up  the  old 
cry  about  love  and  sex.  Love  can  exist 
without  sex,  as  we  have  indicated,  and  we 
are  all  aware  that  sex  does  exist  without 
love.  But  not  to  flout  the  idealistic  re- 
lationships which  do  exist,  for  when  love 
does  combine  with  sexuality  it  is  an  attain- 
ment of  the  ultimate  flame  in  genuine 
human  relationship.  The  peak  search  for 
love  takes  place  in  adolescence.  The 
disturbed  youth  often  equates  love  with 
sex  and  uses  sex  rather  than  love  as  the 
common  denominator  in  human  relation- 
ships. His  practice  of  loveless  sex  in  many 
disguises  leads  to  emotional  numbness.  A 


current  of  drugs  becomes  necessary  to  re- 
charge his  batteries.  It  could  be  said  that 
love  and  sex  are  the  two  rockers  of  a rock- 
ing chair,  if  reasonably  balanced,  it’s  a 
happy  movement — if  it  is  too  one  sided  it 
topples. 

The  drug  abuser 

Who  is  the  drug  abuser?  Usually  it  is 
an  adolescent  youth  who  seeks  an  answer 
to  his  own  neurotic  needs,  who  uses  any- 
thing he  can  to  gain  momentary  relief  from 
tension  and  often  to  neutralize  his  feelings 
of  rejection  of  being  unwanted  and  un- 
loved. It  is  an  attempt  to  be  popular  and 
being  one  of  the  “in”  crowd  which  is  so 
vital  to  the  young  person.  He  uses  drugs 
to  get  more  involved,  to  manipulate  his 
own  feelings  or  to  manipulate  others,  and 
as  a way  of  coping  with  life  or  “copping 
out.”  He  may  want  to  rebuff  authority, 
such  as  the  rebel  versus  society’s  rules. 
He  believes  people  should  be  less  inhibited 
and  more  passionate.  It  becomes  im- 
portant and  compulsive  for  him  to  sample 
the  forbidden.  In  this  way  he  can  exag- 
gerate his  own  self-image;  he  eventually 
blames  the  shallow,  hostile  outside  world 
for  his  shallow,  hostile  inside  world. 

Of  course  the  drug  abuser  tries  to  escape 
reality.  If  in  lucid  moments  he  realisti- 
cally evaluates  his  own  qualities,  and  he  is 
not  happy  with  the  flavor,  he  decides  to 
season  them  with  drugs.  Undoubtedly 
there  are  many  environmental  factors  in- 
volved, such  as  broken  homes,  empty 
homes,  weak-father  image,  overwhelming 
mother,  parents  oversubmissive  or  over- 
critical,  and  dull  routines  in  daily  living. 
Any  combination  of  these  can  trigger  dis- 
sension and  rebellion.  You  must  be  aware 
of  all  of  these  if  you  hope  to  help  him. 

Let  me  emphasize  once  again:  Most 

young  people  try  using  drugs  out  of 
curiosity  or  for  fun;  most  young  people 
stop  at  this  point,  get  a mild  kick,  and 
maybe  are  satisfied  or  disappointed.  Yet 
some  young  people  continue  to  look  for 
more. 

Unusual  sexual  behavior 

We  now  will  discuss  unusual  types  of 
sexual  behavior.  Although  some  people 
think  these  are  perversions,  there  is  cer- 
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tainly  a wide  range  in  what  is  considered 
normal  sexual  activity.  Many  attractions 
between  male  and  female  represent  the 
psychologic  needs  of  these  people.  The 
natural  reaction  is  some  sexual  arousal, 
which  is  often  the  catalyst  that  sparks  our 
human  relationship.  There  is  nothing 
perverse  about  this.  Since  sexuality  is  the 
deepest,  most  intense  human  expression, 
it  becomes  the  medium  of  communication 
for  most  of  us.  Sexual  fulfillment  is  part 
of  the  search  for  true  deep  feelings  within 
oneself. 

In  contrast  to  these  normal  psychologic 
needs,  are  the  pathologic  urges  which  may 
compulsively  dominate  and  direct  our  per- 
sonality. These  compulsions  combine  with 
other  neurotic  flaws  to  create  an  attraction 
and  relationship  that  moves  toward  con- 
flict. Often  an  adolescent  will  take  drugs 
anticipating  that  they  will  stimulate  his 
sexual  creativity,  in  other  words,  act  as  an 
aphrodisiac.  Aphrodisiacs  have  been 
sought  for  centuries.  There  are  all  sorts  of 
recorded  experiences  with  drugs  as  a 
stimulant  to  sexual  activity,  from  the 
fertility  rites  to  the  wild  sexual  orgies  of 
witchcraft  and  plant  juices  which  are  now 
known  as  hallucinogenic  drugs. 

Years  of  experience  with  heroin  gives  us 
one  fact  regarding  sexual  activity,  forget 
it. 

Opium  is  essentially  a numbing  agent. 

Marihuana  can  cut  off  inhibitions  just  as 
alcohol  does.  But  it  has  no  positive  effect. 
Some  people  become  drowsy  and  amorous 
with  a distorted  sense  of  time  and  activity. 
One  couple  using  marihuana  was  inter- 
viewed when  they  came  out  of  the  pad  and 
revealed  the  male  to  be  apathetic,  resigned, 
somnolent,  and  bragging  about  his  thirty- 
minute  erection.  Subsequently  his  partner 
described  the  intercourse  as  a pathetic 
attempt,  “He  just  rolled  on  and  rolled  off; 
he  didn’t  last  a second.” 

The  effect  of  LSD  is  best  illustrated  by 
this  story  of  a person  who  stated  it  created 
an  erotic  arousal.  He  described  his  trip  as 
“brilliant  erection  in  color.”  However,  he 
was  observed  to  spend  the  entire  trip  sitting 
in  the  corner  looking  forlorn,  lonely,  pre- 
occupied, puzzled,  and  with  glazed  eyes. 
He  wasn’t  even  aware  of  his  girl  com- 
panion who  was  in  a similar  state,  although 
“topless  and  sideless.”  She  reported  sub- 
sequently that  she  had  had  a fantastic 


personal  and  sexual  pleasure  with  every- 
body around  her,  then  each  alternated  with 
changing  colors,  and  finally  they  all  turned 
into  musical  sounds.  You  figure  that  one 
out.  Distortions  of  time  and  activity  by 
hallucinogenic  drugs  applies  to  sex  with 
its  exaggerated  self-delusion.  If  the  user 
of  psychedelic  drugs  believes  he  can  fly 
through  a window,  certainly  he  can  conjure 
himself  to  be  King  Kong  and  his  padmate 
to  be  a Lollobrigida.  But  O’Leary  is  mis- 
taken. They  do  nothing  positive. 

Finally,  with  the  stimulant  drugs  (am- 
phetamines) and  depressant  drugs  (bar- 
biturates), remember,  you  need  toxic  doses 
to  get  the  desired  effect.  Again  there  is  no 
positive  action,  although  some  say  am- 
phetamine drugs  (speed)  in  large  doses 
prolong  the  excitement  phase.  But  the 
more  these  drugs  are  dissolved  into  the 
“sex”  stream,  the  more  sluggish  the  sex 
urge  becomes.  If  he  was  a “cripple”  be- 
fore, he  remains  a “cripple”  afterward. 

I’d  like  to  add  one  point  here,  the  in- 
fluence of  ourselves,  as  physicians,  and 
how  our  confidence  and  attitude  increases 
the  therapeutic  value  of  drugs.  Early  in 
my  practice,  when  the  pure  male  hormone 
was  isolated,  I remember  I was  enthusiastic 
about  the  first  injection  of  testosterone  I 
plunged  into  the  buttock  of  a male  who 
complained  of  impotence.  I recall  how 
pleased  he  was  when  he  telephoned  to  tell 
me  he  pole-vaulted  out  of  bed  the  next 
morning.  But  like  the  other  highly  touted 
aphrodisiacs,  disillusionment  came  when  he 
subsequently  limped  out  of  my  office 
muttering  that  the  only  swelling  he  now 
had  was  in  the  buttock. 

So  the  search  continues.  One  adolescent 
youth  passes  the  word  onto  another  with 
conviction  and  the  rumors  of  sexual  exploits 
spread.  Again  drug  action  on  sexual  ac- 
tivity is  short  lived  and  frustrating.  As 
the  bard  of  Avon  said,  it  “increaseth  the 
appetite  but  dulleth  the  performance.” 
With  sex  exploration  there  is  move- 
ment onto  the  pads.  Pad  groups  encourage 
many  shifting  arrangements,  rarely  any 
close  relationships.  They  seek  to  use  sex 
and  drugs  as  prime  tools  of  involvement. 
All  kinds  of  drugs  and  partners  are  ex- 
perimented with  in  this  compulsive  search 
for  emotional  closeness.  As  normal  sex 
deteriorates,  the  more  bizarre  forms  take 
over. 
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There  was  a time  when  sex  was  polarized, 
with  males  at  one  end  and  females  at  the 
other.  The  blankets  were  either  blue  or 
pink.  Now  with  both  racing  toward  the 
middle,  neutral  tints  have  developed.  This 
reminds  me  of  the  story  of  the  justice  of 
the  peace  who  said  to  the  couple  he  had 
just  married,  “Will  one  of  you  please  kiss 
the  bride.” 

Which  girls  end  up  on  the  pad?  They  are 
not  members  of  the  oldest  profession. 
They  are  not  the  totally  promiscuous  girls 
with  mainly  financial  motivation,  although 
the  line  separating  them  from  the  amateurs 
is  often  blunt  and  blurred.  The  number  of 
pad  girls  who  need  money  to  support  their 
addiction  adds  up  to  only  10  per  cent. 
Among  the  other  90  per  cent  are  the  follow- 
ing: the  young  rebels  in  total  ferment, 

those  practicing  the  art  of  escapism,  the 
idealistic  “flower”  girls  with  disturbed 
sexual  philosophy,  those  who  question  all 
the  sacred  customs  and  become  human 
guinea  pigs,  some  nymphomaniacs  who  seek 
but  can’t  attain  fulfillment,  Lesbians  who 
hate  men  and  take  pleasure  in  degrading 
them,  self-flagellators  who  seek  new  sex 
dynamics,  as  well  as  those  who  simulate 
orgasm  while  high  and  mighty  with  drug 
euphoria.  A search  of  the  remaining  pads 
would  reveal  many  more  tormented  and 
impoverished  girls.  A title  for  this  sexual 
Shangri-La  that  kept  flitting  through  my 
mind,  “Who  have  you  next  to  you,  man?” 

There  are  many  pad  groups  containing 
the  genders  who  are  striving  desperately 
to  become  sexual  geniuses  by  following 
Edison’s  formula,  95  per  cent  perspiration 
and  5 per  cent  inspiration,  but  they  struggle 
in  vain  to  reverse  the  ratio.  Well,  drugs 
can’t  help  them  to  do  it.  They  can’t  make 
an  instant  total  person  with  instant  solu- 
tions to  problems,  such  as  the  ad  in  a farm 
catalog  that  states,  “These  seeds  are  fast 
growing — after  planting  step  back  quickly.” 
Prostitute  passion  is  still  a physical  exer- 
cise. All  the  specified  gyrations  may  be 
accomplished,  but  for  the  male  it  is  still  a 
delusional  escape  hallucinated  as  a true 
intimacy.  The  partner  is  still  a sex  object, 
a sex  organ,  a vagina  without  an  identity. 

Let  us  recall  how  the  infant  becomes 
curious  about  his  physical  self  and  is 
quickly  fascinated  by  his  sensual  self.  He 
explores  every  part  and  every  cavity  he  can 
reach,  wherever  sensation  is,  until  his 


parents  practically  clobber  his  hands  to 
keep  him  from  these  forbidden  pleasures. 
This  is  the  beginning  of  pushing  his  feelings 
underground.  Progressively,  the  codes  and 
taboos  of  our  society  act  like  layers  of 
cement,  which  further  restrict  inner  growth. 

Our  mass  media  take  over  to  make  us  feel 
unlovable,  unclean,  and  smelly,  full  of 
doubts  about  our  acceptability.  It  be- 
comes crucial  and  desperate  for  us  to  mould 
ourselves  to  fit  a commercial  image. 
Inevitably  we  try  anything  to  prove  we  are 
virile  men,  that  is  potent,  profound,  and 
prolonged,  or  women  with  eternal  youth, 
succulent,  stylish  and  seductive,  as  well  as 
dolled,  desired,  and  devastating. 

When  Freud  put  his  foot  into  the  sub- 
conscious he  never  got  it  out.  He  stumbled 
on  sex  in  so  many  forms  and  shapes  that  he 
believed  it  was  the  total  direction  of  man’s 
actions  in  life.  He  saw  sex  as  the  whole 
scheme  of  behavior  and  life.  It  seemed  to 
be  the  total  picture  of  man.  Modern 
translation  of  this — perform  sex  well,  per- 
form life  well. 

Others  have  disrobed  the  subconscious 
mind  and  attempted  to  empty  the  piled-up 
fragments  from  this  bottomless  pit.  From 
among  the  debris,  clusters  of  emotions 
were  plucked  out  of  the  fogged  depths. 
Then  began  the  sorting  out  of  the  strengths, 
the  weaknesses,  and  the  frustrations.  The 
concealed  garment  was  ripped  into  shreds, 
while  searching  for  the  tiny  flames  that 
later  could  explode  into  bonfires. 

Everyone  has  some  intrapsychic  dis- 
turbance, from  a mild  to  a profound  degree. 
It  is  a common  protective  technic  used  to 
block  from  our  awareness  any  knowledge 
that  would  make  us  dislike  ourselves.  We 
usually  distort  our  self-image  so  that  we  can 
tolerate  our  own  personality.  We  our- 
selves recognize  how  our  subconsciousness 
hides  from  us  and  makes  invisible  those 
qualities  and  compulsions  that  later  break 
out  as  uncontrollable  anxieties  or  beards. 

Robert  Burns  said,  “Oh  wad  some  power 
the  giftie  gie  us  To  see  oursels  as  others  see 
us.” 

There  is  evidence  that  even  animals  have 
a subconscious.  There  were  two  dogs  mut- 
tering in  each  others’  ears  when  suddenly 
one  growled  louder.  By  the  dog’s  actions, 
an  animal  psychologist  decoded  the  last  re- 
marks to  mean,  “Sit  down  fast  Maggie,  here 
comes  that  Scotty  with  the  awful  cold  nose.” 
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Adolescence  and  sexuality 

The  adolescent  youth’s  motor  runs  on 
sexuality.  It  is  the  “hot  rod”  of  his  per- 
sonality in  more  ways  than  one.  Drugs 
may  be  used  as  fuel  to  create  an  explosive 
mixture  to  arouse  him  from  his  inertia. 
But  in  reality  it  is  all  a desperate  clawing 
for  affection  and  emotional  involvement 
and  a lashing  out  at  our  uninvolved  atti- 
tudes. The  rebels  are  masquerading  at  a 
high  velocity  of  self-destruction  to  prove 
this  point  and  have  created  a totally  dis- 
organized philosophy  called  “doing  their 
thing,”  which,  as  far  as  I can  make  out,  is 
doing  whatever,  however,  whenever,  wher- 
ever, and,  we  could  ask,  whyever. 

I recall  the  small  child  who  came  home 
from  nursery  school  with  a gold  star  on  her 
paper.  When  her  mother  asked  her  what 
it  was  for,  the  child  explained,  “for  making 
ones.”  The  mother  openly  valued  the  ac- 
complishment, and  when  daddy  came  home, 
he  too  praised  her  progress.  If  you  listened 
intently,  you  could  hear  her  ego  and  self- 
esteem throbbing  with  growth.  These  are 
the  beginnings  of  communication  of  feel- 
ings and  understanding  that  create  love  and 
affection  and  keep  the  child  moving  toward 
the  parents  with  the  comfort  and  security 
that  builds  a strong  attachment,  a sense  of 
responsibility,  and,  with  a little  luck, 
thwarts  the  need  for  later  seeking  synthetic 
substitutes,  such  as  drugs,  to  create  good 
feelings. 

Perhaps  we  then  might  prevent  the 
occurrence  of  the  following  incident:  A 

mother  called  to  her  adolescent  son  as  he 
left  to  attend  a party,  “Have  a good  time,” 
and  he  screamed  back,  “Don’t  tell  me  what 
to  do!” 

Do  we  distill  childhood  and  youth  into 
too  small  a drop  of  time?  And  are  we  per- 
mitting that  critical  drop  to  evaporate? 
Do  we  push  our  children  ahead  so  hard 
and  fast  that  they  are  propelled  into  the 
adult  world  too  soon?  A strange  world  in 
which  they  cannot  find  their  balance  be- 
cause they  are  without  physical  and 
emotional  maturity.  A world  in  which 


they  fumble  at  playing  the  game  of  adult 
sex  and  giddily  seek  thrills  with  drugs,  in- 
stead of  in  exhilarating  and  healthy  activi- 
ties? Are  we  depriving  them  of  the  fun, 
dreams,  and  play  of  their  early  years  of 
development?  Are  we  fostering  emotional 
malnutrition? 

We  can’t  hold  back  the  tide  of  phenom- 
enal physical  progress,  but  we  must  try  to 
return  to  them  the  youthful  world  of 
wholesome  dreams,  as  well  as  leg  room. 

Let  us  do  some  soul  searching  to  find  the 
answer  to  why  we  are  caught  up  in  this 
whirlwind  of  hippies.  Perhaps  then  we’ll 
understand  why  so  many  children  stumble 
before  they  find  their  “sea  legs.”  Their 
loss  of  equilibrium  makes  them  crawl  into  a 
hole  and  remain  unwashed,  unclothed,  un- 
shaved, and  unrecognizable,  both  out- 
wardly and  inwardly.  They  try  to  grope 
their  way  out,  while  floundering  on  danger- 
ous drugs  and  bizarre  sexuality.  Yet,  at 
the  same  time  they  send  up  smoke  signals  of 
distress  because  they  know  they  are 
wounded. 

Comment 

What  is  the  answer?  We  certainly  don’t 
grasp  it  all.  But  we  should  keep  trying. 
You  have  to  want  to  help  to  be  able  to 
help.  We  should  try  to  understand  and 
respect  our  children  at  every  age  level  of 
development  and  also  recognize  the  fact 
that  they,  too,  are  people.  Don’t  persist  in 
acting  like  their  masters.  We  can  talk  to 
them  with  feeling;  can  we  listen  to  them 
with  feeling?  We  may  once  have  been  in- 
volved and  then  strayed.  Can  we  become 
involved  again? 

Today  nobody  can  be  uncommitted. 
Shall  you  caress  the  devil  or  pinch  his 
tail?  If  we  don’t  want  his  warm,  hairy 
arms  around  our  children,  then  it’s  our 
arms  that  should  be  around  them. 

And  finally,  as  for  aphrodisiacs,  man  has 
long  ago  found  the  greatest — woman. 

30-64  37th  Street 
Astoria,  New  York  11103 
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Illness  frequently  initiates  unlikely 
unions.  Such  an  unexpected  relationship 
developed  between  medieval  England’s 
Henry  IV  and  the  Italian  physician  Elias 
Sabot.  Professionally,  chronologically,  and 
ethnically,  their  lives  suggested  little  possi- 
bility of  their  paths  crossing.  One’s  med- 
ical career  spanned  more  than  forty  years, 
while  the  other’s  royal  reign  lasted  less  than 
fourteen.  The  physician  was  just  reaching 
his  fame  in  practice  when  he  met  the  king 
who  had  less  than  three  years  to  the  end  of 
his  reign  and  his  life.  The  Italian  physician 
was  a Jew  called  to  minister  to  a Christian 
king  from  whose  country  Jews  had  been 
under  edict  of  expulsion  since  1292. 12  Yet 
fatal  disease  brought  Dr.  Sabot  to  King 
Henry  IV.  It  is  interesting  to  examine  the 
events  in  the  lives  of  these  men  preceding 
their  meeting,  the  point  of  convergence  of 
their  separate  careers  in  1410,  the  “diagno- 
sis” of  Henry’s  ills,  and  the  subsequent 
careers  of  both  the  physician  and  the 
monarch. 

King  Henry’s  early  career 

Politics,  religion,  and  medicine  are 
thoroughly  intertwined  in  the  life  of  King 
Henry  IV.  Born  in  1366  or  1367,  son  of 
John  of  Gaunt  and  Blanche  of  Lancaster, 
thus  not  in  direct  succession  for  the  English 
kingship,  Henry’s  early  career  was  dis- 
tinguished by  feats  of  chivalry  and  crusade. 


To  Lithuania  in  1390,  to  Prussia  in  1392, 
and  to  Jerusalem  that  same  year  Henry, 
titled  Earl  of  Derby  and  Duke  of  Hereford, 
marched  for  both  Christendom’s  gain  and 
his  own  political  advancement. 3' 4 His  rela- 
tions with  King  Richard  II  were  alternately 
friendly  and  hostile.  A good  knight  for 
Richard’s  causes  hut  a dangerous  politician 
because  of  his  personal  popularity,  Henry, 
after  a political  argument  with  the  Duke  of 
Norfolk,  was  exiled  by  King  Richard.5-8 

In  exile  in  Paris  with  noble  and  ec- 
clesiastical followers,  Henry  acceded  to 
external  and  internal  persuasions  to  seek  the 
English  kingship  while  Richard  was  sup- 
pressing rebellion  in  Wales.  With  external 
pressure  from  noblemen  disaffected  by 
Richard’s  domestic  and  foreign  failures  and 
with  internal  pressure  from  desire  to  re- 
claim his  confiscated  lands  and  personal 
heritage,  Henry  usurped,  said  the  French 
and  the  Ricardians,9-11  or  inherited,  said 
the  Lancastrians  and  the  Arundels, 12-14  the 
kingship. 

With  this  throne  Henry  succeeded  to 
Britain’s  political  and  religious  troubles  and 
to  personal  medical  problems.  Foreign  dis- 
cord with  France,  domestic  insurrection  in 
Scotland  and  Wales,  and  religious  upheaval 
surrounding  John  Wycliffe15  and  his  Bible- 
believing  Lollards  were  problems  of 
England’s  state  to  which  Henry  added  prob- 
lems of  his  own  health.  The  earliest  state- 
ment concerning  Henry’s  illnesses  antedates 
his  accession:  Henry  contracted  “the  pox” 
in  1387. 3 4 Subsequently,  his  Lithuanian 
crusade  was  partially  abandoned  because  of 
sickness. 16  Soon  after  coronation,  Henry, 
his  family,  and  household  were  “poisoned,” 
through  political  machination,  but  re- 
covered.5 An  accident  he  suffered  was  a 
blow  from  his  lance  received  when  it  fell 
on  him  while  he  slept,  fortunately  clad  in 
armor,  in  his  own  tent  on  a stormy  night 
during  battle  in  Wales.5  Beyond  “the  pox,” 
Henry  is  reported  to  have  had  two  major 
ailments:  “leprosy,”  which  chronicle  and 

legend  maintain  was  God’s  punishment 
for  killing  the  renowned  Archbishop 
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Scrope,17  14  and  a strange  '‘falling  sick- 
ness,” an  inclination  toward  “fits,”  which 
were  followed  hy  stuporous  or  comatose 
states  “resembling  death.”  20  22  A final 
“fit”  transformed  semblance  of  death  into 
actuality,  and  Henry  died  in  the  Jerusalem 
Chamber  of  Westminster  Cathedral  on 
St.  Cuthbert’s  Day,  March  20,  1413. 

Three  years  before  that  final  “fit,”  Dr. 
Elias  Sabot,  “the  Hebrew,”  was  called  from 
Italy  to  treat  him. 

Sabot’s  associations  in 
Italy  and  England 

A triad  of  political,  religious,  and  medical 
interrelationships  epitomized  not  only  King 
Henry’s  life  but  also  his  physician’s. 
Elias  Sabot  referred  to  as  “Magistrum 
Heliam  Sabot,  Hebrewe  de  Boleyne  la 
Crase,  Doctorem  in  Artibus  Medicin- 
arum,”23  or  as  Elijah  ben  Sabbatai,  or  Elijah 
di  Sabbato,  or  Elijah  ben  Shabbatai  Be’er, 
was  not  simply  a physician  but  a Jewish 
physician,  a practicing  Hebrew,  a Jewish 
foreign  diplomat,  and  a local  community 
leader.  23  -26  These  attributes  are  not  im- 
mediately exciting  until  one  recognizes  that 
the  late  fourteenth  and  fifteenth  centuries 
were  times  of  inquisition,  expulsion,  ghetto, 
pogrom,  and  repression  against  Jews, 
thereby  making  Judaism  a rather  un- 
fashionable religious  affiliation  for  a man 
seeking  international  professional  renown. 
Restrictive  laws,  however,  were  not  uni- 
formly enforced,  and  medicine  offered  the 
medieval  Jew  opportunity  for  just  such 
precarious  prominence.  27  -29  In  this  me- 
dieval era,  in  which  Jews  were  prohibited 
from  taking  professional  degrees  at  most 
universities30  and  in  which  Jewish  physi- 
cians were  banned  by  papal  order  from 
treating  Christians,  lest  the  Jew  contami- 
nate or  destroy  them,27  Elias  Sabot  was 
chief  physician  to  two  popes,  Martin  V and 
Eugenius  IV,  physician  to  Italian  noblemen, 
and  foreign  consultant  to  the  King  of 
England.31-33 

The  first  documented  evidence  of  his 
extraordinary  career  is  the  1405  grant  of 
Roman  citizenship,  civis  Romanus,  to 
Elias  Sabot.  23  34  About  his  birth,  family, 
and  education  no  direct  evidence  exists. 
However,  by  1405  Elias  Sabot  was  a prac- 
ticing physician,  possibly  trained  at 
Bologna,  who  had  successfully  treated 


Christians  as  well  as  Jews;  for  the  grant  of 
citizenship  was  awarded  in  recognition  of 
both  past  and  present  medical  expertise. 
It  freed  him  and  his  family  from  the  onus 
of  wearing  the  Jewish  insignia,  permitted 
his  free  movement  through  the  city,  other- 
wise off-limits  to  Jews,  granted  the  right 
to  treat  the  sick  of  any  religion,  and  be- 
stowed all  the  privileges  plus  tax  exemption 
of  citizenship  in  the  Holy  City.  The  patent 
compliments  his  medical  skill,  praising  the 
man  as  fructuosus  sanator,  while  it  depre- 
cates his  religion: 

The  faithlessness  of  the  Jews  whom  the  Lord 
of  the  world  has  created  must  be  rejected  and 
the  stubbornness  of  their  unbelief  must  be 
crushed;  nevertheless  their  preservation  is 
useful  and  necessary  to  Christians  in  certain 
respects,  specially  such  as  are  well  trained  in 
medical  art  and  who  show  themselves  helpful 
in  restoring  Christians  to  their  former  health. 
Since  you,  as  we  know  from  experience,  have 
in  the  past  and  at  this  time  used  your  well 
known  skill  in  medical  art  to  cure  not  only 
our  citizens  but  likewise  many  strangers  who, 
suffering  from  various  diseases,  have  called 
upon  you  for  help;  therefore,  considering  how 
necessary  and  beneficent  your  life  is  as  a 
restorer  of  the  health  of  Romans  and  of 
others,  we  appoint  you  a Roman  citizen.27 

All  the  privileges  of  this  Roman  citizen- 
ship were  reaffirmed  in  1407  by  a papal  bull 
of  Innocent  VII.23* 

The  third  “document”  preceding  the 
meeting  between  Elias  Sabot  and  Henry  IV 
concerns  a curious  incident  of  1408  which, 
while  it  conceivably  pertains  to  another 
Jewish  physician  bearing  the  same  first 
name  and  living  in  the  same  place,  might 
describe  the  Elias  Sabot  of  this  article, 
despite  the  unwillingness  of  scholars  to 
assign  a serious  crime  to  an  otherwise 
admirable  historical  figure.23  26  The  Di- 
arium  Romanum  of  Antonius  Petri26  36  re- 
counts the  murder  of  a Jewish  physician 
Moses,  physician  to  the  King  of  Bohemia, 
by  a physician  named  Elias  who,  because 
of  a jealous  quarrel  as  to  who  was  the  better 
physician,  admitted  after  torture  to  this 
crime  committed  in  the  street.  Although 
the  identification  is  not  complete,  it  cannot 
be  rejected  on  the  assumption,  as  some 
critics  have,  that  a man  so  illustrious  in 
medicine  and  politics  would  be  incapable  of 
jealousy  and  violence;  the  inconsistency 

* Virtually  inaccessible  because  of  the  extraordinary 
inaccuracy  of  the  references  to  it,  this  article  was  retrieved 
by  the  gracious  ingenuity  of  Mrs.  Gertrude  Serata,  Head 
Circulation  Librarian  at  Jewish  Theological  Seminary,  New 
York. 
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A.D.  1410.  EX,  per  Literas  fuas  Paten- 

tes,  per  Biennium  proximo 
jin.  1 1.  H.  4*  ■ futurumduratura6,fufcepit  in 
*5<wr.  i2.  falvum  &fecurum  Ccnduft- 

1 um  puum>  Magillrum  Heliam  Sabot  He- 
brewe  de  Boleyne  la  Crafe  Doftorem  in 
Artibus  Medicinarum,  in  Regnum  Regis 
Angliae,  cum  Decern  Hominibus  Servien- 
tibus  fuis  Equitibus,  in  G'omitiva  fua,  ac 
Bonis  Sc  Hernefiis,&  Rebus  fuis  quibuf- 
cumque,  veniendo,  ibidem  morando  Sc 
perhendinando,  ac  Scientiam  live  Mi- 
fteram  praediftam,  in  quacumque  parte 
jeufdem  Regni  Regis  libi  placuerit,  u- 
tendo  & excercendo,  abfque  perturba- 
tione  vel  impedimento  Minillrorum  feu 
Otficiariorum  Regis  quorumcumque; 


Ita  Temper  quod  prxdiftus  Helias  acA-D.i4to. 
Servientes  fui  prxdifti,  ante  introitum 
fuum  aliquorum  Caflrorum  Regis,  For- 
tahtiorum,  feu  Villarum  firmatarum, 
praefentes  Literas  Regis  de  falvo  Con- 
duftu  Capitaneis,  Majoribus,  aut  Cu- 
ltodibus  eorumdem,  primitus  demon- 
llrent, 

Quodque  nullx  Perfonarum  praedi- 
flarum  Proditores  Regis,  vel  Gentes 
extra  Regnum  Regis  prxdiftum  Abju- 
dicatae  feu  Bannitae  npn  exillant. 

Tefte  Rege  apud  Jl'reJ1motiaJlenumt 
xxvij  die  Decembris. 

Ter  Billam  de  T rival 0 Sigillo. 


FIGURE  1.  Latin  document  is  “safe  conduct”  pass  issued  to  Elias  Sabot  by  England’s  King  Henry  IV, 
December  27, 1410. 


with  Elias  Sabot’s  character,  as  we  know  of 
it,  lies  not  in  the  fact  of  murder  but  in  the 
petty  crassness  of  its  execution. 

Whether  or  not  assassination  should  be 
added  to  Elias  Sabot’s  talents,  just  two 
years  later  a document  issued  by  King 
Henry  IV  at  Westminster  on  December  27, 
1410,  grants  a safe  conduct  in  England  to 
Master  Elias  Sabot,  “Hebrewe.  . . Doctorem 
in  Artibus  Medicinarum’’  for  a period  of 
two  years.36  This  bill  of  safe  conduct,  a 
virtual  passport  permitting  unrestricted 
travel,  pertained  to  Dr.  Sabot,  his  ten 
followers,  their  horses,  harnesses,  and  equip- 
ment, and  granted  him  the  right  to  practice 
medicine  publicly  as  well  as  freedom  from 
personal  interference  (Fig.  1). 

Such  safe  conducts  were  not  unusual 
documents;  they  appear  frequently  in  col- 
lections of  official  royal  documents,  such  as 
Foedere,36  the  Patent  Rolls,31  or  the  Close 
Rolls,33  but  grants  to  Jews  were  uncommon, 
and  to  specify  the  number  of  servants  to 
accompany  the  grantee  was  not  ordinary. 
That  Elias  Sabot’s  pass  specifies  ten  serv- 
ants suggests  deliberate  emphasis  on  that 
number.  It  is  most  likely  that  the  King 
whose  document  emphatically  describes  his 
physician  as  “Hebrewe”  also  permitted  the 
entrance  into  England  of  his  consultant’s 
minyan,  the  requisite  number  of  men  for 


public  Jewish  worship,  and  allowed  their 
presence  in  a country  from  which  other  Jews 
were  officially  banned.23  26  32  39 

The  letter  of  safe  conduct  marks  the 
conjunction  of  these  two  careers.  Before 
inviting  Elias  Sabot,  Henry  had  had  foreign 
physicians  augment  his  English  medical 
staff;  for  example,  David  Nigarellis  of 
Lucca40  in  1408,  who  also  might  have  been 
Jewish,4  26  and  Peter  Dalcobace  early  in 
1410  who,  sometimes  thought  to  be  Ital- 
ian,441 was  actually  Portuguese. 40  Doubt- 
less, Elias  Sabot’s  medical  reputation  in 
Italy,  specifically  among  Rome’s  secular 
and  ecclesiastical  nobility,  led  to  his  invita- 
tion to  attend  England’s  progressively  de- 
bilitated king. 

Possible  diagnoses  of  king’s  ailment 

What  disease  was  Henry’s  bane?  What 
possible  cure  was  available  at  the  time  or 
from  the  hands  of  Elias  Sabot?  The  rec- 
ords of  the  day  offer  no  definitive  answer. 
An  attempt  at  the  medical  truths  can  he 
made  only  by  a review  of  the  patient’s 
symptoms,  an  evaluation  of  the  recorded 
diagnoses,  and  a retrospective  differential 
diagnosis  based  on  modern  knowledge,  or 
better,  “paleodiagnosis.” 

The  perils  of  such  paleodiagnosis  are 
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immediately  apparent.  A clinical  history 
was  not  obtained  directly  from  the  patient 
in  “ipsissima  verba,”  and  the  accuracy  and 
veracity  of  symptoms  reported  may  be 
colored  by  the  politics  of  the  day  as  well  as 
by  the  informants’  ability  to  observe. 
Even  the  efficacy  of  autopsy  is  somewhat 
undependable  on  a five  hundred  fifty-four- 
year-old  corpse,  although  that  maneuver 
was  tried  in  Henry  IV’s  tomb  in  1832. 
The  intention  of  that  exhumation,  however, 
conducted  by  clergymen  and  historians  not 
by  pathologists,  was  to  determine  the 
presence  of  the  body  not  its  condition  to 
refute  the  allegation  of  one  Clement 
Maydestone  that  the  king’s  corpse  en  route 
to  the  cemetery  had  been  thrown  overboard 
in  a storm  by  superstitious  sailors  and  his 
empty  casket  buried  in  state.  The  then 
four  hundred  seventeen-year-old  body 
viewed  through  a small  oval  aperture  cut 
into  the  lead  casket  revealed  nothing  of 
pathologic  interest  except  that 

...  to  the  astonishment  of  all  present,  the 
face  of  the  deceased  King  was  seen  in  complete 
preservation.  The  nose  elevated,  the  carti- 
lage even  remaining,  though,  on  admission  of 
the  air,  it  sunk  rapidly  away,  and  had  entirely 
disappeared  before  the  examination  was 
finished.  The  skin  of  the  chin  was  entire,  of 
the  consistence  and  thickness  of  the  upper 
leather  of  a shoe,  brown  and  moist;  the  beard 
thick  and  matted,  and  of  a deep  russet  colour. 

The  jaws  were  perfect,  and  all  the  teeth  in 
them,  except  for  one  fore  tooth  which  had 
probably  been  lost  during  the  King’s  life. 
The  opening  of  the  lead  was  not  large  enough 
to  expose  the  whole  of  the  features,  and  we 
did  not  examine  the  eyes  or  forehead.  But 
the  surveyor  stated,  that  when  he  introduced 
his  finger  under  the  wrappers  to  remove  them, 
he  distinctly  felt  the  orbits  of  the  eyes 
prominent  in  their  sockets.  The  flesh  upon 
the  nose  was  moist,  clammy,  and  of  the  same 
brown  colour  as  every  other  part  of  the  face.42 

The  symptomatology,  then,  must  rest 
on  contemporary  chronicles,  account  books 
of  the  king’s  household,  personal  letters  of 
the  monarch  himself,  and  recollections  of 
both  his  contemporaries  and  successors. 
Yet  such  was  the  medieval  and  renaissance 
concern  with  illness  of  the  king  that  his 
medical  condition  determined  affairs  of 
state  and  inspired  plays  of  genius;  political 
decisions  depended  on  his  health,  and 
Shakespeare’s  two  plays  immortalized  his 
illness.  Inaccuracies,  exaggerations,  and 
dramatizations  notwithstanding,  it  is  pos- 
sible to  present  some  of  the  details  and 


establish  a pattern  of  symptoms  leading  to 
a working  diagnosis. 

The  references  to  Henry’s  health  begin 
with  an  entry  in  the  Derby  Accounts  for  1387 
stating  that  Henry  was  twice  ill  that  year 
with  “the  pokkes.”3  In  1390  a barber- 
surgeon  is  paid  for  the  king’s  bloodletting, 
“cuidam  barbitonsori  flegbotomanti  domi- 
num,”3’4  and  that  same  year  Henry  was  so 
seriously  ill  at  Kohigsberg  while  on  crusade 
with  the  German  Knights  that  their  high 
master’s  physician  was  called  from  Marien- 
burg  to  treat  him.6  Multiple  references  be- 
ginning in  1395  call  for  dragon’s  blood 
ordered  for  the  king.  4 43  In  1397  one  of 
Henry’s  physicians,  John  Malverne,40  or- 
dered a back  plaster  for  the  monarch’s 
pain,  “Pr’  I emplaustro  pro  dorso  domini 
levando,”4  44  while  the  game  records  for  the 
following  year  indicate  unspecified  “medi- 
cines” ordered  for  him  in  London. 4 Henry’s 
accession  to  the  throne  took  place  in  1399, 
and  also,  says  one  partisan  account,  his 
affliction  with  “leprosy”  as  a punishment 
for  perfidiously  deposing  Richard  II45;  this 
is  the  less  frequent  of  the  two  “etiologies” 
for  Henry’s  skin  condition.  The  king’s 
lance  injury  in  Wales  occurred  in  1402,  and 
a year  later  one  of  the  royal  surgeons,  John 
Bradmore,40  ordered  unspecified  “medi- 
cines” for  him.46  Henry  himself  refers  to 
his  past  and  present  illness  as  an  “infir- 
mitas”  sent  by  God;  his  letter  of  1404  is 
addressed  to  Emperor  Rupert  of  Germany 
to  whom  he  confides  hope  of  recovery: 

. . . quod  Deus  Omnipotens,  qui  nos  aliquam 
diu  aegritudine  corporali  visitavit,  prout  par- 
tim  visitat  praesenti,  beneficia  convalescentiae 
misericorditer  indies  operatur  in  nobis. 47 

June  8,  1405,  marks  the  attribution  to 
Henry  of  “leprosy”  which  most  subsequent 
chroniclers  and  historians  have  repeated. 
Henry  was  supposedly  smitten  with  “in- 
curable leprosy”  at  the  hour  of  Archbishop 
Scrope’s  execution  and  as  a punishment  for 
it: 

Et,  lit  quidam  dicunt,  Rex  in  hora  mortis 
dicti  praesulis  lepra  percussus  erat,  quam  nemo 
medicorum  curare  potuit,  sed  ex  eadem  postea 
mortuus  est  infirmitate.18 

Further  illness  followed  quickly.  In  1406 
Henry  is  reported  to  have  suffered  from 
“possible  sciatica”;  in  1408  he  had  one  of 
his  “fits”  at  Mortlake  and  was  thought 
dead.45  20  The  references  make  it  clear 
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that  he  had  had  previous  “fits”  of  a similar 
nature.  Such  was  his  failing  health  in  1411 
that  he  attempted  a progress,  a series  of 
ceremonial  visits,  to  prove  his  fitness  for 
kingship.10-48  However,  the  next  year  he 
had  to  withdraw  from  a campaign  in  France 
because  of  physical  weakness.4  By  1412 
he  could  not  ride  his  horse  and  walked  only 
with  difficulty;  his  marred  and  ravaged 
face  was  terrible  to  see.  4 20  In  1413  he 
suffered  his  final  “fit”  and  immediately 
before  death  described  himself  to  his  son: 
“Considera,  fili,  et  vide  patrem  tuum,  olim 
in  armis  strenuum,  nunc  autem  solum 
ossibus  et  nervis  ornatum,”  a body  wasted 
to  nerve  and  bone. 49 

Commentators  other  than  the  king 
himself  described  his  appearance  at  death. 
A political  song  of  the  day,  in  accord  with 
other  texts  describing  the  destructiveness 
of  his  “leprosy,”  refers  to  him  as  too  hor- 
rible for  observation:  “pluribus  alma  fuit 
quae  nunc  patet  horrida  cunctis.”44  Two 
French  writers  indicate  that  not  only  his 
face  was  destroyed  by  “leprosy”  but  so  also 
were  his  fingers  and  toes. 4- 2 7- 46  A Scottish 
version  of  the  king’s  death  attributes  to 
him  not  only  leprosy  but  also  “spasm, 
redgum,  asthma,  and  gout”  and  describes 
the  degeneration  of  the  total  body  so  that 
it  appeared  the  size  of  a twelve-year-old 
child’s.4-60  Still  another  version  quarters 
Henry’s  death  figure  to  the  size  of  a three- 
year-old  child.51 

This  then  is  the  twenty-six-year  health 
record  of  the  king,  beginning  at  the  age  of 
twenty  with  “the  pokkes”  (pox)  through 
his  death  at  forty-six  years  from  “leprosy,” 
“wasting,”  and  “fits.”  Shakespeare  trans- 
formed these  speculations  on  Henry’s  dis- 
ease into  dramatic  form.  In  King  Henry 
the  Fourth,  Part  II  (I,ii)  Falstaff  alludes  to 
Henry’s  “apoplexy”  in  order  to  escape  the 
scoldings  of  the  Lord  Chief  Justice: 

Fal.:  An’t  please  your  lordship,  I hear  his 

Majesty  is  returned  with  some  dis- 
comfort from  Wales. 

Just.:  I talk  not  of  his  Majesty.  You 

would  not  come  when  I sent  for  you. 

Fal.:  And  I hear,  moreover,  his  highness 

is  fall’n  into  this  same  whoreson 
apoplexy. 

Just.:  Well,  God  mend  him!  I pray  you 

let  me  speak  with  you. 

Fal.:  This  apoplexy,  as  I take  it,  is  a kind 

of  lethargy,  an’t  please  your  lord- 
ship;  a kind  of  sleeping  in  the  blood, 
a whoreson  tingling. 


Just.:  What  tell  you  me  of  it?  Be  it  as 

it  is. 

Fal.:  It  hath  its  original  from  much  grief, 

from  study  and  perturbation  of  the 
brain.  I have  read  the  cause  of  his 
effects  in  Galen.  It  is  a kind  of 
deafness.62 

While  Shakespeare  dramatized  Henry’s 
disease  with  a playwright’s  privilege  of 
selecting  artistically  relevant  details,  other 
writers  seem  to  have  dramatized  it  without 
poetic  license.  What  emerges  from  these 
uneven  disquisitions  on  the  symptoms  of  a 
sick  king  is  a pattern  of  complaints.  This 
pattern  has  fostered  past  diagnoses  ranging 
from  “leprosy”18  to  “apoplexy,”4-63  from 
“burning  ague”54  to  “a  paralytic  com- 
plaint,”55 from  “fits  which  bereaved  him  for 
a time  of  his  senses”56-57  to  “a  cutaneous 
disorder,”58  from  “absolutely  not  lep- 
rosy”4-53 to  “something  of  the  scorbutic 
kind,”59  from  “repeated  fits  of  epilepsy”60 
to  “leprosy  and  a sudden  seizure,”61  from 
“ill  health”62  to  “heart  weakness”  and 
“cataleptic  periods,”63  and  from  “eruptions 
in  the  face  and  attacks  of  epilepsy”64  to 
“valvular  disease  of  the  heart,  accompanied 
by  syncope,  complicated  by  herpes  labialis 
and  perhaps  other  aggravations.”5 

A new  paleodiagnosis  from  the  pattern  of 
Henry’s  symptoms  seems  reasonable;  it  is 
based  on  reconsideration  of  the  three  major 
illnesses  ascribed  to  him:  “pox,”  “lep- 

rosy,” “fits,”  and  a lesser  disability,  his 
“back  problem.” 

Controversy  surrounding  king’s  ailment 

There  are  several  possible  interpretations 
of  Henry’s  twice  having  had  the  “pox,”  but 
the  usual  medieval  definition  of  “pox”  is 
surely  not  smallpox,  nor  chickenpox,  nor 
cowpox  but  rather  venereal  disease.65-67 
Sometimes  called  the  “great  pox,”  syphilis 
was  thus  compared  in  its  greater  virulence 
and  destructiveness  to  the  lesser  debilities 
of  the  “small  pox.”  Inherent  in  the  impli- 
cation of  “pox”  is  an  illness  characterized 
by  a skin  eruption. 

The  attribution  of  “leprosy”  does  not 
necessarily  connote  Hansen’s  disease  as  we 
know  it  today  but  also  may  be  subsumed 
under  the  broader,  more  inclusive  category 
of  venereal  disease.  Beyond  the  recogni- 
tion that  the  epithet  “leper”  applied  to 
Henry  clearly  served  political  intent,  a 
moral  judgment — God  is  pictured  as  punish- 
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ing  him  in  one  instance  for  deposing  King 
Richard  and  in  another  for  beheading 
Archbishop  Scrope — and  beyond  the  fact 
that  the  diagnoses  were  not  made  by  physi- 
cians but  by  historiographers,  leprosy  in 
the  Middle  Ages  was  understood  neither  by 
the  medical  nor  the  lay  societies.  Called 
“measles,”  or  delineated  with  a bestiary’s 
worth  of  descriptive  adjectives,  leonine, 
elephantine,  or  serpentine,  “leprosy”  was 
not  only  Hansen’s  disease  but  included  a 
number  of  other  cutaneous  disorders.68”72 
In  Henry’s  day  and  for  several  centuries 
thereafter  “leprosy”  referred  to  a spectrum 
of  skin  complaints  and  a congeries  of 
miscellaneous  diseases.73 

Apparently  frequent  in  the  Middle  Ages, 
however,  was  a disease  which  mimicked  the 
symptoms  of  the  so-called  lepers;  that 
entity  is  syphilis.  Despite  the  three  roman- 
tic notions,  that  syphilis  was  unknown  in 
western  Europe  until  those  philandering 
wretches  accompanying  Columbus  intro- 
duced it  after  149269;  that  syphilis  was 
instituted  by  French  soldiers  returning 
from  the  siege  of  Naples  in  1495,  thus 
morbus  gallicus69-79;  or  that  the  disease  did 
not  exist  until  the  swineherd  hero  of  the 
Italian  physician  Frascatorius’74  poem 
Syphilis  sive  Morbus  Gallicus  gave  his  name 
to  it,  there  is  still  no  scholarly  consensus 
on  the  geographic  existence  or  the  historic- 
origin  of  syphilis.  Opinion  is  divided  be- 
tween those  scholars  maintaining  the  pre- 
Columbian  existence  of  the  disease  in 
America75-81  and  those  defending  post- 
Columbian  appearance  of  syphilis.82  Divi- 
sion also  exists  between  those  favoring 
American  origin  of  the  venereal  disease 
later  disseminated  to  Europe83-84  versus 
those  defending  European  (or  Oriental) 
origin  for  the  subsequent  infection  of 
America.85-86  Still  another  controversy  con- 
cerns the  “antiquity”  of  syphilis:  Was  this 

disease  known  to  the  ancient  Greeks,  Arabs, 
Indians,  and  Chinese,72  75  85  87  or  was  it  a 
fifteenth  century  phenomenon?82-88-89  Are 
reconciliations  possible  among  these  mul- 
tiple hypotheses?90-93 

Judicious  appraisal  of  the  paleopatho- 
logic  and  literary  evidence  suggests  that 
syphilis  or  a similar  disease  existed  in  both 
the  Old  World  and  the  New  many  centuries 
before  Columbus  sailed.  That  there  may 
have  been  an  efflorescence  of  the  disease  in 
the  fifteenth  century  and  that  there  may 


have  been  purposeful  exaggeration  of  re- 
ports for  political  purposes  are  possibilities 
which  may  justify  the  flurry  of  attributions 
and  accusations  characteristic  of  that 
period.87  But  evidence  of  bone  and  testi- 
mony of  book  for  presence  of  the  disease  in 
antiquity  and  the  Middle  Ages  in  both 
Europe  and  America  cannot  be  ignored. 
The  detailed  ancient  and  medieval  treatises 
which  prescribe  mercurial  inunctions  for 
treatment  of  venereally  transmitted  dis- 
eases of  the  genitalia  and  skin,72-73-75-85-87  as 
well  as  the  dissertations,  such  as  Bernardus 
de  Gordonio’s  (1303),  on  entities  highly 
contagious,  venereally  contracted,  quickly 
incubated,  and  congenitally  transmitted,90 
may  well  be  read  as  descriptions  of  syphilis. 
Although  sometimes  called  “lepra,”  the 
clinical  entities  described  represent  not 
Hansen’s  disease  but  rather  the  fluctuating 
terminology  for  venereal  disease.  Thus, 
the  “leprosy”  of  King  Henry  IV,  more 
likely  than  not,  was  the  leprosy  of  the 
people,  syphilis. 

King  Henry’s  “fits”  present  more  diag- 
nostic difficulties.  Most  choices  have  been 
between  apoplexy  and  epilepsy  although 
the  evidence  fits  neither  neatly.  Shake- 
speare’s “whoreson  apoplexy”  notwith- 
standing, if  the  king  had  suffered  multiple 
apoplectic  fits  (the  “little  strokes”),  the 
chronicles  as  well  as  the  commentaries  of 
his  enemies  should  have  recorded  such 
residua  of  repeated  cerebral  thromboses  as 
problems  in  mentation  and  speech.  Yet 
descriptions  of  the  king  plus  the  evidence 
of  his  courtly  activities  between  his  “fits” 
suggest  no  such  sequelae  but  complete 
recovery.4-20  Epileptic  seizures  suit  the  re- 
corded symptoms  better,  but  the  long 
comatose  periods  do  not  fit  classical  de- 
scriptions of  grand  mal  epilepsy.  A host  of 
diseases  other  than  idiopathic  or  post- 
traumatic  epilepsy  may  be  associated  with 
epileptiform  seizures,  including  arterial, 
hematologic,  infectious,  toxic,  and  cardio- 
genic etiologies. 

Cerebral  arteritis,  diffuse  or  focal,  as  part 
of  a generalized  vascular  disease  such  as 
polyarteritis  nodosa,  lupus  erythematosus, 
or  other  collagen  disease  is  not  supported  by 
the  king’s  other  symptoms.  Carotid  artery 
thrombosis  is  an  unlikely  cause  of  the  king’s 
“fits”;  he  showed  the  characteristics  of 
neither  the  progressive  nor  the  transient 
form  of  the  disorder.94  The  lack  of  evi- 
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dence  for  a “bleeding  tendency”  eliminates 
cerebral  accidents  complicating  hemophilia, 
any  of  the  varieties  of  purpura,  and  other 
diseases  of  the  clotting  mechanism.  Focal 
or  generalized  seizures  may  accompany 
chronic  subdural  hematoma  or  even  the 
banal  cerebral  accidents  culminating  in 
hemiplegia,  but  these  do  not  remit  com- 
pletely and  spontaneously  and  cannot  apply 
to  King  Henry’s  case.95’96 

Likewise,  cerebral  embolism  secondary 
to  any  form  of  endocarditis  would  be  in- 
compatible with  the  King’s  rapid  recovery 
between  fits  and  the  long  duration  of  the 
symptom.  Accidental  poisoning  causing 
ergotism  must  also  be  rejected,  for,  while 
there  were  epidemics  of  “St.  Anthony’s  fire” 
from  contaminated  rye  flour  in  France  in  944 
and  1090,  there  were  no  such  epidemics  in 
Henry’s  England.69  Malaria  as  an  infec- 
tious cause  for  neurologic  disturbance  de- 
serves mention  but  can  be  excluded  from 
judgment  because  of  its  extreme  rarity  in 
England  and  the  lack  of  any  statement 
about  fever.  King  Henry  suffered  from  his 
“fits”  too  long  for  them  to  fit  the  pattern 
of  a bacterial  or  viral  encephalitis. 

A cardiologic  cause,  specifically  valvular 
heart  disease,  and  more  particularly  aortic 
stenosis  with  syncope,  is  not  impossible  but 
unlikely  because  of  the  implied  length  of 
Henry’s  periods  of  unconsciousness  which 
exceeded  that  of  the  short  period  usually 
ascribable  to  aortic  valve  disease.97  The 
duration  of  the  King’s  illness  would  also 
militate  against  Stokes-Adams  attacks  and 
heart  block  with  syncope. 

A miscellaneous  group  of  diseases  con- 
ceivably suspect  for  the  diagnosis  includes: 
tuberculoid  leprosy,  severe  psoriasis,  xero- 
derma pigmentosa,  epidermal  dysplasia 
veriformis  of  Lewandowsky  and  Lutz, 
porphyria,  and  pemphigus98;  these  can  be 
rejected  either  because  King  Henry  is  not 
reported  to  have  had  their  more  salient 
clinical  manifestations  or  because  their 
clinical  courses  are  incompatible  with  his 
recorded  career.  The  possibility  that 
Henry’s  symptoms  were  due  to  two  or  more 
unrelated  diseases  must  be  rejected  in  favor 
of  a unitary  diagnosis  which  explains  the 
known  symptomatology  so  well. 

This  final  possibility  might  explain  not 
only  Henry’s  epileptiform  fits  hut  also  his 
other  major  illnesses.  The  suggested  paleo- 
diagnosis  is  neurosyphilis.  The  King’s 


youthful  “pox,”  his  later  skin  eruptions, 
called  leprosy  but  fitting  syphilis  equally 
well,  even  his  back  pain,  called  “sciatica,” 
but  conceivably  tabes  dorsalis,  could  fit  this 
clinical  diagnosis.  “Sciatica”  was  a term 
often  used  for  tabes  dorsalis;  Garcia  da 
Orta99  in  his  Colloquies  of  the  Simples  and 
Drugs  of  India,  1563,  described  his  own  case 
of  sciatica  as  not  attributable  to  morbus 
gallicus.  King  Henry’s  fits  followed  by 
coma  could  represent  syphilitic  infection  of 
the  brain,  that  is  a form  of  dementia 
paralytica,  once  called  cerebral  tabes,100'101 
now  more  usually  called  meningovascular 
syphilis.  Epileptiform  seizures  with  inter- 
val recovery  are  entirely  compatible 
with  this  diagnosis.  Tertiary  syphilis  with 
neurologic  manifestations  would  explain 
the  catalogue  of  the  King’s  complaints,  the 
inefficacy  of  whatever  therapy  Dr.  Sabot 
may  have  applied,  and  the  ultimate  death 
of  the  patient. 

Sabot’s  career  after  king’s  death 

After  the  King’s  death  his  son  Henry  V 
succeeded  to  the  throne  and  to  a stormy, 
fascinating  reign  which  offers  much  materia 
medica,  particularly  on  the  conscripting, 
training,  and  operating  of  surgeons  under 
the  battle  conditions  at  Agincourt. 102-104 
The  medical  staff  of  the  father  became,  in 
part,  the  medical  staff  of  the  son,  but 
whether  Elias  Sabot  remained  in  England 
the  records  do  not  tell.  The  safe  conduct  of 
1410  was  valid  until  December  27,  1412, 
just  three  months  before  the  death  of  the 
monarch  who  issued  it.  Whether  the  Ital- 
ian physician  completed  the  proposed 
tenure,  or  whether  Henry  renewed  that 
passport  is  unknown.  In  fact  the  safe  con- 
duct document  uniting  Dr.  Sabot  with  King 
Henry  IV  signals  the  beginning  of  a ten- 
year  hiatus  in  the  information  available 
about  the  illustrious  physician.  However, 
the  succeeding  thirty-five  years  are  docu- 
mented and  form  a conclusion  to  that  career 
of  medical  prestige,  political  intrigue,  and 
domestic  honor. 

Elias  Sabot  was  not  only  chief  physician 
to  Pope  Martin  V and  Pope  Eugenius  IV 
hut  also  a trusted  associate  to  these  and  to 
other  established  churchmen.  A hill  of  safe 
conduct  issued  from  the  Vatican  for  1420 
to  1421  compliments  his  skills  and  comple- 
ments his  privileges  in  Rome.23  A papal 
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bull  of  Martin  V concerns  the  physician’s 
faithfulness  and  integrity:  the  Pope  calls 

him  “discretum  virum”  and  “fidelem 
servitorem  nostrum  in  omnibus  rebus,”  his 
faithful  servant  in  all  things. 28  Five  in- 
triguing documents  concerning  the  years 
1427  to  1430  demonstrate  the  success  of  this 
peripatetic  physician  beyond  Italy  and 
England.28  Apparently  sent  to  Dalmatia 
on  secret  political  business,  the  nature  of 
which  is  difficult  to  ascertain,  Elias  Sabot 
acquitted  himself  with  such  honor  in  Ragusa 
(Dubrovnik)  as  to  receive  gifts  and,  again, 
official  praise. 

In  the  final  phase  of  this  noteworthy 
medical  progress,  documented  from  Rome, 
Milan,  and  Modena,  Pope  Eugenius  IV  re- 
affirmed the  privileges  and  citizenship  of 
Elias  Sabot  already  conceded  by  Innocent 
VII  and  Martin  V and  granted  the  physi- 
cian an  “annuity”  of  30  gold  ducats.23  25 
Statements  of  extravagant  adulation  ac- 
companied a document  from  Milan  (1439), 
enumerating  the  gratitude  and  beneficence 
directed  to  this  extraordinary  and  most 
famous  doctor  of  medicine  and  art.  King’s 
soldier — “Egregio  et  famoxissimo  Artium  et 
medicine  doctori  ac  Militi  domino” — and 
appointing  him  virtual  ruler  of  the  Jewish 
community  of  Milan:  adjudicator  of  civil 

and  criminal  controversies,  and  controller 
of  secular  and  religious  activities.23  Still 
another  Milanese  document  is  a letter  of 
recommendation  from  one  Filippo  Trom- 
betta  to  Count  Francesco  of  Cremona 
concerning  and  praising  Elias  Sabot.23 
The  final  evidence  of  domestic  prestige,  as 
well  as  the  last  dependable  reference  to  this 
venerable  medieval  physician,  is  a decree 
of  Lionel  d’  Este  from  Modena  in  1445, 
empowering  “the  remarkable  and  renowned 
soldier  and  doctor  of  medicine  and  art” 
with  control  over  the  considerable  civil 
and  ceremonial  concerns  of  Judaism  in  his 
city  and  the  environs  of  Ferrara.23 

The  career  of  Elias  Sabot  subsequent  to 
his  invitation  to  attend  England’s  ailing 
King  Henry  IV  displays  again  the  triad  of 
political,  religious,  and  medical  concerns 
characteristic  of  his  earlier  career  and  of  the 
life  of  the  monarch  he  treated.  While  this 
pattern  of  their  personal  preoccupations 
was  comparable,  the  likelihood  was  small 
for  the  Christian  English  king  to  encounter 
the  Italian  Jewish  physician.  Henry’s 
“pox,”  “leprosy,”  and  “fits” — this  conjunc- 


tion of  illnesses  here  considered  anew  with 
the  paleodiagnosis  of  syphilis  complicated 
by  neurosyphilis — initiated  the  unexpected 
alliance  of  two  extraordinary  medieval  men 
whose  transient  association  demonstrates 
the  ironic  expedience  of  adversity. 
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Necrology 


Margaret  Augusta  Baker,  M.D.,  of  Swan 
Lake,  retired,  died  on  May  12  at  the  age  of 
seventy-six.  Dr.  Baker  graduated  in  1919  from 
the  University  of  Michigan  Medical  School. 
She  was  a Dipomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy  and  Clinical 
Pathology),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Sullivan 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  Brunschwig,  M.D.,  of  New  York 
City,  died  on  August  7 at  the  age  of  sixty-seven. 
Dr.  Brunschwig  graduated  in  1927  from  Rush 
Medical  College.  He  was  an  attending  surgeon 
and  chief  gynecologist  emeritus  at  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  a 
consulting  surgeon  and  gynecologist  at  the  New 
York  Infirmary,  and  a consulting  gynecologist  at 
Lenox  Hill  Hospital.  Dr.  Brunschwig  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  Ephraim  Cross,  M.D.,  of  New  York 
City,  died  on  July  28  at  the  age  of  seventy-seven. 
Dr.  Cross  graduated  in  1915  from  the  University 
of  Buffalo  School  of  Medicine.  Retired,  he  had 
been  a senior  clinical  assistant  physician  (off 
service)  in  dermatology  at  The  Mount  Sinai 
Hospital.  Dr.  Cross  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a 
member  of  the  American  Academy  of  Derma- 
tology, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Deutsch,  M.D.,  of  New  Rochelle,  died 
on  August  9 at  the  age  of  seventy-two.  Dr. 
Deutsch  graduated  in  1921  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
consulting  surgeon  at  Morrisania  City  Hospital. 
Dr.  Deutsch  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Meyer  Frankfeldt,  M.D.,  of  The 

Bronx,  died  on  August  7 at  the  age  of  seventy- 
seven.  Dr.  Frankfeldt  graduated  in  1912  from 


University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  consulting  proc- 
tologist at  Bronx-Lebanon  Hospital  Center. 
Dr.  Frankfeldt  was  a member  of  the  American 
Proctologic  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Daniel  L.  Golann,  M.D.,  of  New  York  City, 
died  on  August  1 at  the  age  of  seventy-four. 
Dr.  Golann  graduated  in  1915  from  University 
and  Bellevue  Hospital  Medical  College. 

Gabriel  Francis  Greco,  M.D.,  of  Ozone  Park, 
died  on  July  2 at  the  age  of  fifty-eight.  Dr. 
Greco  graduated  in  1936  from  Creighton  Univer- 
sity School  of  Medicine.  He  was  a Fellow  of 
the  American  College  of  Cardiology  and  a mem- 
ber of  the  Pan-American  Medical  Association, 
the  New  York  Cardiological  Society,  the  Med- 
ical Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frances  Anderson  Greenwood,  M.D.,  of 

New  York  City,  died  on  July  25  at  the  age  of 
fifty-seven.  Dr.  Greenwood  graduated  in  1945 
from  Long  Island  College  of  Medicine.  She  was 
an  assistant  attending  physician  at  University 
Hospital  and  an  assistant  attending  physician 
at  Bellevue  Hospital  Center.  Dr.  Greenwood 
was  a member  of  the  International  Society  of 
Hematology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Elias  Heller,  M.D.,  of  New  Hyde 
Park,  died  on  July  28  at  the  age  of  fifty-nine. 
Dr.  Heller  graduated  in  1935  from  the  University 
of  Edinburgh  Faculty  of  Medicine.  He  was  an 
associate  attending  general  practitioner  and 
chairman  of  the  allergy  section  at  Nassau 
Hospital.  Dr.  Heller  was  a member  of  the 
American  Academy  of  Allergy,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leo  Nathaniel  Horn,  M.D.,  of  West  Brent- 
wood, died  on  February  13  at  the  age  of  sixty. 
Dr.  Horn  graduated  in  1934  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  acting  associate  director  at  Pilgrim  State 
Hospital.  Dr.  Horn  was  a member  of  the 
American  Psychiatric  Association. 
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Louis  Frederick  LeSoine,  M.D.,  of  Pough- 
keepsie, died  on  February  11  at  the  age  of 
seventy-eight.  Dr.  LeSoine  graduated  in  1920 
from  Eclectic  Medical  College,  Cincinnati. 

Israel  Herman  Levin,  M.D.,  of  Rockville, 
Maryland,  formerly  of  The  Bronx,  retired,  died 
on  July  30  at  the  age  of  eighty-nine.  Dr.  Levin 
graduated  in  1906  from  Tulane  University 
School  of  Medicine.  He  was  a consulting 
neurologist  and  psychiatrist  at  Jewish  Chronic 
Disease  Hospital.  Dr.  Levin  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Murray  Frederick  Lind,  M.D.,  of  The  Bronx, 
died  on  August  2 at  the  age  of  sixty-three.  Dr. 
Lind  graduated  in  1932  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  an  assistant  attending  physician  in 
cardiology  at  Morrisania  City  Hospital  and  an 
assistant  adjunct  physician  in  pheripheral  vas- 
cular disease  at  the  Hospital  for  Joint  Diseases 
Outpatient  Department.  Dr.  Lind  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  New  York  Cardiological  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Edward  McDonald,  M.D.,  of  Cohoes, 
died  on  June  22  at  the  age  of  sixty.  Dr.  Mc- 
Donald graduated  in  1933  from  Albany  Medical 
College.  He  was  an  attending  physician  at 
Memorial  Hospital  and  mayor  of  Cohoes.  Dr. 
McDonald  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Francis  Mullin,  M.D.,  of  Brooklyn, 
died  on  July  5 at  the  age  of  ninety.  Dr.  Mullin 
graduated  in  1904  from  Long  Island  College 
Hospital. 

William  G.  Schweikert,  M.D.,  of  Beacon, 


died  on  July  25  at  the  age  of  fifty-two.  Dr. 
Schweikert  graduated  in  1944  from  Long  Island 
College  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Matthew  Scannell,  M.D.,  of  Jamaica, 
died  on  July  25  at  the  age  eighty-eight.  Dr. 
Scannell  graduated  in  1904  from  University  and 
Bellevue  Hospital  Medical  College.  Retired, 
he  was  a consulting  surgeon  at  St.  Mary’s 
(Brooklyn),  Mary  Immaculate  (Queens),  and 
Mercy  (Rockville  Centre)  Hospitals.  Dr.  Scan- 
nell was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Clarence  Anthony  Vallee,  M.D.,  of  Buffalo, 
died  on  June  13  at  the  age  of  fifty-eight.  Dr. 
Vallee  graduated  in  1937  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  chief  of 
neurology  at  the  Veterans  Administration 
Hospital  and  an  attending  neurologist  at  Edward 
J.  Meyer  Memorial  Hospital.  Dr.  Vallee  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hyman  Beril  Warshall,  M.D.,  of  Brooklyn, 
died  on  July  22  at  the  age  of  sixty-six.  Dr. 
Warshall  graduated  in  1927  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  pediatrician  at  Jewish 
Hospital  of  Brooklyn,  an  attending  pediatrician 
at  Kingsbrook  Jewish  Medical  Center,  and  an 
associate  attending  pediatrician  in  contagious 
diseases  at  Kings  County  Hospital  Center. 
Dr.  Warshall  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  American  Public 
Health  Association,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  8,  through  WEDNESDAY,  FEBRUARY  11 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 00  each.  Box  numbers,  500  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  100  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (500  per  insertion) 


2494 


Index  to  Advertised  Products 


Analgesics 

Darvone  Compound  (Eli  Lilly  & Company) 2424 


Antacids 

Romach  (ROR  Chemical  Company) 2409 


Antibiotics 

Neosporin  (Burroughs  Wellcome  & Company) 2498 

Terramycin  (Pfizer  Laboratories) 2418-2419 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Company)  2432 


Antibiotics,  topical 

AVC/Dienestrol  (National  Drug  Company) 2412 

Antispasmodic  for  leg  cramps 

Quinamm  (National  Drug  Company) 2411 


Antitussives 

Tussionex  (Strasenburgh  Laboratories) 2397 


Appetite  suppressants 

Tepanil  (National  Drug  Company) 2421 


Diagnostic  aids 

Tuberculin  Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 2409 


brand  of 


onf 

ferrous  gluconate 


Quickly  raises  hemoglobin  levels, 
restores  iron  reserves. 
Well-tolerated  and  easy  on 
the  budget,  too. 

SUPPLIED:  320  mg  tablets  in  bottles  of 
100,  500  and  1,000. 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York,  N.Y.  10016 


Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 2401 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 2431 

Hematinics 

Fergon  (Breon  Laboratories) 2495 

Laxatives 

Senokot  (Purdue  Frederick  Company) 2405 

Mood  elevators 

Aventyl  (Eli  Lilly  & Company) 2414-2415,  2416 

Dexamyl  (Smith  Kline  & French  Laboratories).  .3rd  cover 

Sedative  barbiturates 

Butisol  (McNeil  Laboratories) 2403 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-2395 


Tranquilizer  antidepressants 

Triavil  (Merck  Sharp  & Dohme  Laboratories) 

2406-2407,  2408 


Urinary  antiseptic  antispasmodics 

Urised  (Conal  Pharmaceuticals) 2423 

Vaginal  hygiene 

Stomaseptine  (Harcliffe  Laboratories) 2399 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


TRAINED  MEDICAL  ASSISTANTS 

to  live  your  valuable  lima,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist, 
ants  has  been  training  in  these  fields  for  43  years.  Our  grad, 
uatas  have  sound  professional  skills.  Free  Placement  Sarvice. 

Mandl  School 254  V«?i tfiXu1001* 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-1774 
EST.  19J4-  Licensed  by  the  State  of  New  York 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice  suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice  includ- 
ing OB  and  minor  surgery.  N.Y.  State  license  necessary. 
Box  824,  %NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % N YSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  HUDSON 
Valley,  60  mi.  N.Y.C.  280  bed  hospital  expanding  to  360. 
Salary  $27,000  first  year.  Compatibility  leads  to  partner- 
ship. Chief,  Anesthesia,  St.  Lukes  Hospital,  Newburgh, 
N.Y. 12550. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


WANTED  LOCUM  TENENS  TO  TAKE  OVER  GEN- 
eral  practice  in  Syracuse  area  from  December  15,  1969  to 
January  31,  1970.  No  obstetrics.  Favorable  salary  can 
be  arranged.  Call  collect  (315)  454-0421,  or  (315)  446-8804 
after  6 p.m. 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports,  recreation,  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


CARDIOLOGIST,  LICENSED,  CERTIFIED  OR  ELIGI- 
ble  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  INTERNIST.  Substantial  salaries  and 
fringe  benefits.  Box  844,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN:  $25,000  ANNUAL 
salary  for  42  hour  work  week;  ideal  for  physician  wishing 
to  “slow  down”  to  reasonable  hours.  New  York  State 
license  required.  Hospital  located  in  heart  of  Upstate 
New  York  vacationland.  Contact  Roger  E.  Calkins, 
Director  of  Personnel,  St.  Clare’s  Hospital,  600  McClellan 
St.,  Schenectady,  New  York  12304. 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
Secretary,  Medical  Staff,  E.  J.  Noble  Hospital,  Canton, 
N.Y.  13617. 


TICONDEROGA,  NEW  YORK:  MEDICAL  STAFF  OF 
75  bed  hospital  would  welcome  general  surgeon.  New 
hospital  construction  in  immediate  future.  Hospital 
serves  15,000  to  20,000  population.  Close  association  with 
Albany  and  University  of  Vermont  Medical  Centers  avail- 
able. Economy  of  area  assured.  Good  schools,  summer 
and  winter  recreation  area.  Openings  for  general  practi- 
tioners also  available.  Address  inquiries  to  Executive 
Committee,  Moses  Ludington  Hospital,  Ticonderoga, 
New  York  12883. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES- 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modem  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.D.,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.Y.  13617. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR 
qualified,  to  join  an  anesthesia  group.  Duties  will  include, 
but  not  limited  to,  open  heart  surgery.  Earnings  depend- 
ing upon  qualifications;  417  bed  general  hospital,  located 
20  miles  from  N.  Y.  C.  Send  resume  or  call:  A Diaz, 

M.D.,  Anesthesia  Department,  Nassau  Hospital,  Second 
Street,  Mineola,  New  York. 


ELMIRA,  NEW  YORK.  GENERAL  PRACTITIONERS 
for  existing  fee-for-service  emergency  room  group.  May 
have  private  practice  also  if  desired.  Space  available  in 
medical  office  building  now  under  construction,  adjacent 
to  hospital.  Completion  date  October  1969.  Contact 
Raymond  Stoddard,  M.D.,  304  E.  Church  St.,  Elmira, 
RE  4-8764,  or  John  J.  Reed,  Asst.  Admin. /Medical  Staff 
and  Personnel  Svcs.,  St.  Joseph’s  Hospital,  Elmira; 
Phone  RE  3-6541 , ext.  321. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  year  beginning  July  1970.  AM  A approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience 
in  meaningful  application  of  psychopnarmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical  Di- 
rector, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan, 
Conn.  06840. 
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PHYSICIANS  WANTED— CONT’D 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1600  bed  predominately 
psychiatric  veterans  hospital,  located  in  the  beautiful 
Finger  Iraki's  resort  area.  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  l ins  ersit  y of  Ivochester  Medical 
School.  Active  medical  & surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  & 15  days  of  sick  leave.  Retirement,  health, 
life  insurance  plans,  and  other  fringe  benefits.  Can  pay 
moving  expenses.  License  in  any  state  required.  Eoual 
Opportunity  Employer.  Contact  Director  or  Chief  of 
Staff,  VAH,  Canandaigua.  N.Y.  14424. 


GENERAL  SURGEON  IN  SUBURBAN  NEW  YORK 
seeking  Board  eligible  or  certified  general  surgeon.  Write 
Box  849,  % NYSJM. 


MISCELLANEOUS 


VENTURE  CAPITAL  WANTED:  INVESTMENT 

banker  packaging  situations  that  offer  possible  capital 
appreciation  and  tax  benefits.  These  situations  run  the 
gamut  from  start-ups  to  established  earners  showing  six 
figures.  Personal  holding  company  problems  can  also  be 
alleviated  through  some  of  these  investments.  Brown  & 
Bent,  1301  Avenue  of  the  Americas,  New  York,  N.Y. 
10019.  (212)  581-5555. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT — 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


“They’re  good,  alright,  but  they  don’t  match  my 
bathroom.” 


POSITIONS  WANTED 


BOARD  CERTIFIED  RADIOLOGIST  WITH  EXPER- 
ience  in  special  procedures  and  therapy,  desires  position  in 
hospital  in  New  York  City  or  suburbs.  Write  Box  837, 
% NYSJM. 


RADIOLOGIST  TO  JOIN  MEDICAL  GROUP.  WILL 
invest  if  necessary.  Write  to  Box  836,  % NYSJM. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  N.  Y. 
license,  to  associate  with  busy  ophthalmic  group  or  with 
solo  ophthalmologist  in  or  near  central  N.  Y.  State  area; 
Albany,  Binghamton  preferred.  Box  847,  % NYSJM. 


ANESTHESIOLOGIST.  42  YR.  OLD,  BOARD  CERTI- 
fied,  university  trained.  G.P.  background.  Desires  fee 
for  service,  preferably  Director  Dept,  in  community  hos- 
pital. Box  848,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE,  LONG  Es- 
tablished, well  equipped.  New  York  City  suburb.  Ex- 
cellent potential.  Terms  negotiable.  Retiring.  Box 
839,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTOR’S  OFFICE  FOR  RENT:  525  RIVERDALE 

Ave.,  Yonkers,  N.  Y.  (1  block  north  of  New  York  City 
line).  Large,  refined,  well-located  residential  area. 
2 exam,  rooms,  waiting  room,  private  office,  storage  room, 
complete  bathroom.  Immediate  possession.  Rent  reason- 
able. Call  Weishar,  TR  5-3381. 


OFFICE  SPACE  FOR  RENT:  NEW  BUILDING,  AIR- 

conditioned,  good  parking  facilities.  Will  partition  to 
suit.  Good  location.  Route  9W,  North  Rockland  area. 
CaU  (914)  HA  9-4949. 


OFFICE  SPACE  FOR  RENT.  433  WEST  44TH  STREET 
New  York  City.  Call  Philip  Jordan,  M.D.,  Cl  6-8797. 


PROFESSIONAL  BUILDING,  QUEENS,  NEW  YORK, 
on  busy  boulevard  across  from  hospital.  Brick  building, 
excellent,  modem  condition;  70  X 180  lot.  5 room  office 
and  6 room  residence  converts  to  13  room  professional 
building;  3 baths,  2-car  garage,  large  parking  area. 
Excellent  transportation.  Sacrifice  $64,000;  good  terms. 
Mr.  Shik,  846-8585. 
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A 

REMINDER 


Today 

(or  any  other  day) 
you  probably 
have  use  far 


Neospoi  w 

Ointment 

Polymyxin  B I Bacitracin /Neomycin 


each  gram  contains 

Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 

( equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


.IZj  BURROUGHS  WELLCOME  & CO.  (US.  A.)  INC.,  TLJCKAHOE,  N.  Y. 
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NEW  YORK  CITY  AREA 


October  1,  1969 /October  15,  1969 

8:00  a. m.— 10:00  a.m.,  Wednesdays 

Downstate  Medical  Center 

Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

INTERNAL  MEDICINE  FOR 
COMMUNITY  PHYSICIANS 

October  1 

Current  Therapy  of  Congestive  Heart 
Failure  and  Cardiac  Arrhythmias 

October  8 

Treatment  of  Some  of  the  more  Common 
Malignancies 

October  1 5 

Undesirable  Side  Effects  of  Drugs  in 
Common  Usage 

NO  FEE  CREDIT:  C-l 

For  Registration,  contact  CLARENCE  G.  ROBINSON, 
M.D.,  Medical  Education,  Coney  Island  Hospital 


October  1,  1969 /October  29,  1969 

3 : 30-5 : 00  p.m.,  Wednesdays 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN 
CARDIOVASCULAR  DISEASE 

FEE:  $25 

Contact:  CHARLES  M.  PLOTZ,  M.D.,  Dir.  Continuing 
Education,  Downstate  Medical  Center 


October  1,  1969 /March  25,  1970 

3 : 30-5  : 00  p.m.,  Wednesdays 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN  INTERNAL 
MEDICINE 

Fee:  $90  CREDIT:  C-1 

Contact  CHARLES  M.  PLOTZ,  M.D.,  Dir. 


October  1,  1969 /December  10,  1969 

3 : 30-5 : 00  p.m. 

Downstate  Medical  Center 

RECENT  ADVANCES  IN 
INTERNAL  MEDICINE 

(Fall  Series) 

Fee:  $50  CREDIT:  C-l 


October  1,  1969 /October  3,  1969 

9:00  a.m.-5:00  p.m.,  Wednesday-Friday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

CORNEAL  SURGERY 

JORGE  N.  BUXTON,  M.D.,  Directing 
FEE:  $150 


October  1,  1969  and  October  15,  1969 

4:00-5:00  p.m.  Wednesdays 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lectures 

October  1 

Respiratory  Problems  in  the  Neonate 

PETER  A.  M.  AULD,  M.D. 

New  York  Hospital 

October  15 

Endocrine  Disturbances  In  Children 

ARTURO  ABALLI,  M.D. 

Queens  Hospital  Center 

CREDIT:  C-l 


WEDNESDAY,  OCTOBER  1 

6 : 30  p.m. 

The  New  York  Academy  of  Medicine, 
Section  on  Anesthesiology  and  Resuscitation 

2 East  103rd  Street 

Symposium  on 

FLUID  AMPLIFIERS  IN  ANESTHESIA 

1.  Fluid  Amplifiers:  Basic  Principles 

BRUNO  J.  URBAN,  M.D. 

Kings  County  Hospital 

2.  Fluidic  Inhalation  Therapy  Apparatus 

ROBERT  DONNENFELD,  M.D. 

St.  John's  Hospital,  Smithtown 

3.  Demonstration  of  Fluid  Amplifier  Ven- 
tilators 

STANLEY  WEITZNER,  M.D. 

Downstate  Medical  Center 
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WGO-2 


October  1,  1969 /October  8,  1969 

4:40  p.m.,  Wednesday,  Thursday  & Wednesday 

Columbia  University  Institute  for  the  Study  of 
Science  in  Human  Affairs 

October  1 

Law  School,  Lecture  Room,  1 16th  Street 

Structure  and  Periodicity — Centenary  of 
the  Discovery  of  the  Periodic  Table 

October  2 

College  of  P & S,  Hangar  Amphitheatre,  8th  Floor 

Causality  in  Greek  Medicine  and  Physics 
October  8 

Law  School,  etc. 

Freedom  of  the  Will  in  the  Light  of 
Physical  Theories 

SHMUEL  SAMBURSKY,  Professor 
Hebrew  University  of  Jerusalem 


October  2,  1969 /October  4,  1969 

8:00  a.m.-6:00  p.m.,  Thursday  & Friday 
8:00  a.m.-l  2 noon,  Saturday 

Columbia  University  P & S 

The  New  York  Orthopaedic  Hospital  of  the  Columbia- 
Presbyterian  Medical  Center 

Post-Graduate  Course  on  the 

MANAGEMENT  AND  CARE  OF  THE 
SCOLIOSIS  PATIENT 

HUGO  A.  KEIM,  M.D.,  Directing 
FEE:  $150 

Contact:  MELVIN  D.  YAHR.  M.D.,  Assoc.  Dean,  Columbia 
University  P & S 


October  2,  1969 /October  4,  1969 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

SYMPOSIUM  ON  PORTAL 
HYPERTENSION 

CARROLL  M.  LEEVY,  M.D. 

New  Jersey  College  of  Medicine 


October  2,  1969  & October  3,  1969 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

COMPUTER  ANALYSIS  OF  THE 
ELECTROCARDIOGRAM  AND 
VECTORCARDIOGRAM 


LEON  PORDY,  M.D.,  HARRY  L.  JAFFE,  M.D. 
KENNETH  CHESKY,  M.D.,  CHARLES  K.  FRIEDBERT, 
M.D. 

Guest  Lecturers 

Mount  Sinai  School  of  Medicine 
FEE:  $60 


October  2,  1969  & October  9,  1969 

3:30-5:00  p.m.,  Thursdays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

ENDOCRINOLOGY 

October  2 
Pituitary 

H.  S.  KUPPERMAN,  M.D. 

October  9 

Thyroid  Parameters  and  Hypothyroidism 

I.  S.  YOUNG,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-1 


October  2,  1969  / for  five  sessions 

8 : 30  p.m.,  Thursday 

The  American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

Orientation  Course  in 

KAREN  HORNEY’S  HOLISTIC 
APPROACH  TO  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYSIS 

NO  FEE 


October  3,  1969  / May  1,  1970 

9-10:30  a.m.,  Sixteen  alternate  Fridays 

Columbia  University  P & S 

Brookdale  Hospital  Center 

Linden  Boulevard  and  Rockaway  Parkway 

Brooklyn 

ELECTROCARDIOGRAPHY 

ALAN  LYON,  M.D.,  RICHARD  S.  LEVINE,  M.D. 
and  WARREN  A.  KOSSOWSKY,  M.D. 
Brookdale  Hospital  Center 

FEE:  $125 


October  3,  1969  & October  10,  1969 

4:00-5:00  p.m.,  Fridays 

Francis  Delafield  Hospital 

Columbia  University  P & S 
99  Fort  Washington  Avenue 

October  3 

Cytopathogenicity  Assays  for  Murine 
Leukemia  Viruses 

WALLACE  P.  ROWE,  M.D. 

National  Institutes  of  Health 
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October  10 

To  be  announced 
SOL  SPIEGELMAN,  Ph.D. 

Columbia  University  P & S 

Supported  by  the  American  Cancer  Society,  New  York 
City  Division,  Inc. 


SATURDAY,  OCTOBER  4 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Institute 

3 1 0 East  1 4th  Street 

CORNEAL  CONTACT  LENSES 

JORGE  N.  BUXTON,  M.D.,  Directing 
FEE:  $50 


October  4,  1969  / May  23,  1970 

9:30  a.m.-12:30  p.m.,  Saturdays 

Columbia  University  P & S 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  and  1 14th  Street 

CLINICAL  CARDIOLOGY 

E.  P.  CHILDS,  M.D.,  A.  L.  L.  BELL,  JR.,  M.D., 
M.  J.  SCHWARTZ,  M.D.,  and  ASSOCIATES 

FEE:  $225 


SATURDAY,  OCTOBER  4 

1 : 00-4 : 00  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

Basic  Science  Seminar 

THE  PHYSIOLOGY  OF  RESPIRATION 
AND  PULMONARY  FUNCTION 

PAUL  H.  THOMAS,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

CREDIT:  C-l 


October  6,  1 969  / January  23,  1 969 

9:00  a.m.-4:00  p.m.,  Monday-Friday 

New  York  Polyclinic  Medical  School 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM  IN 
PREPARATION  FOR  ECFMG  AND 
STATE  BOARD  EXAMINATIONS 

FEE:  $450  plus  $25  regisfraton  fee 


October  6,  1969  / December  22,  1969 

3:00-5:00  p.m.,  Mondays 
8:30  a.m.-l  2 noon,  Fridays 

Downstate  Medical  Center 

Kings  County  Hospital  Center 
451  Clarkson  Avenue 
Brooklyn 


THE  DIAGNOSIS  AND  TREATMENT 
OF  RHEUMATIC  DISEASES 

CHARLES  M.  PLOTZ,  M.D.,  P.  HARVEY  CHASE,  M.D., 
and  MAX  WEINER,  M.D.,  with  the  Staff  of  the  Down- 
state  Medical  Center 

NO  FEE  CREDIT:  C-l 

Contact:  DR.  PLOTZ,  at  DMC,  450  Clarkson  Avenue, 
Brooklyn,  N.Y.  1 1 203 


MONDAY,  OCTOBER  6 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst,  Queens 

CLINICAL  PATHOLOGICAL 
CONFERENCE 

STANLEY  G.  SECKLER,  M.D. 


October  6,  1969  / October  20,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

Hand  Conferences 

October  6 

Clinical  Problems  of  the  Hand 
October  13 

Surgical  Priorities  for  the  Acutely  Injured 
Hand 

RICHARD  G.  EATON,  M.D. 

October  20 

Clinical  Problems  of  the  Hand 

CREDIT:  C-l 


MONDAY,  OCTOBER  6 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club, 
Regional  Pathology  Society 

Pathology  Conference  Room 

The  Brooklyn  Hospital  division  of  the 

Brooklyn-Cumberland  Medical  Center 

121  DeKalb  Avenue 

Brooklyn 

NO  FEE 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03rd  Street 

Annual  Rudolf  Virchow  Lecture 

THE  CONCEPT  OF  PATHOBIOLOGY 

DONALD  WEST  KING,  M.D. 

Columbia  University  P & S 
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October  6,  1969  / *October  13,  1969  / 
*October  14,  1969 

‘Beginning  Dotes 
8:30  p.m.-10:00  p.m. 

Downstate  Medical  Center 

WORKSHOPS  IN  NEUROLOGY 

To  register,  contact:  LADISLAV  P.  HINTERBUCHNER, 

M.D.,  Dir.  of  Neurology,  the  Brooklyn-Cumberland 
Medical  Center,  39  Auburn  Place,  Brooklyn,  N.Y.  1 1 205 


October  6,  1969  / December  8,  1969 

3:30-5:00  p.m.,  Mondays 

Columbia  University  P & S 

Brookdale  Hospital  Center 

Linden  Boulevard  and  Rockaway  Parkway 

Brooklyn 

DIAGNOSTIC  ROENTGENOLOGY  OF 
DISEASES  OF  THE  GASTROINTESTINAL 
TRACT 

I.  BLUTH,  M.D.,  B.  STEGER,  M.D.  and 
L.  B.  GARNER,  M.D. 

FEE:  $70 


October  7,  1969  & October  14,  1969 

9:00-10:00  a. m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

October  7 

Acute  Nonspecific  Pericarditis 

MAXWELL  L.  GELFAND,  M.D. 

N.Y.U.  School  of  Medicine 

October  14 

Hemolytic  Anemia  Due  to  Drugs 

ARIEL  DISTENFELD,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


TUESDAY,  OCTOBER  7 

4:15  p.m. 

"Diabetes  Today”  Diabetes  Center  of  New 
York  Medical  College 

Cohen  Research  Building 
1 06fh  Street  and  Madison  Avenue 

HYPERTENSION  AND  DIABETES 

JAMES  C.  HUTCHISON,  M.D. 

Abington  Memorial  Hospital 
Abington,  Pennsylvania 

CREDIT:  C-l 


October  7,  1969  / May  12,  1970 

10:00—1  1 :00  a.m.  Tuesdays 

Downstate  Medical  Center 
Maimonides  Medical  Center 

Saltzman  Auditorium,  4th  Floor 
4802  Tenth  Avenue 
Brooklyn 


LECTURES  IN  PEDIATRICS 

NO  FEE  CREDIT:  C-l 

To  register,  contact:  MRS.  SHIRLEY  LASKY,  Registrar 
Maimonides  Medical  Center,  4802  Tenth  Avenue, 
Brooklyn  11219 


TUESDAY,  OCTOBER  7 

7 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

I.  Presentation  of  Cases 

Members:  7:00-7:45  p.m. 

Nonmembers:  7:45-8:30 

From  the  Departments  of  Dermatology  of: 

Metropolitan  Hospital  Center 

Edward  A.  Mandel,  M.D. 

Kings  County  Hospital 

Lawrence  Frank,  M.D. 

U.S.P.H.S.  Hospital,  Staten  Island 

James  Fields,  M.D. 

Bronx  Veterans  Administration 
Hospital 

H.  Shatin,  M.D. 

II.  General  Discussion  of  Cases 

8:30-9:45 


8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street 
Room  440 

BLACK  SUICIDE 

HERBERT  HENDIN,  M.D. 

Discussant: 

HUGH  F.  BUTTS,  M.D. 


October  8,  1969  / November  26,  1969 

2:00-3:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

OPHTHALMOLOGY— MANAGEMENT  OF 
THE  LOW  VISION  PATIENT 

ALAN  H.  BARNERT,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $80 


WEDNESDAY,  OCTOBER  8 

4 : 00—5 : 00  p.m. 

Downstate  Medical  Center 

Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

ADIPOSE  TISSUE  METABOLISM 
GENERAL  ASPECTS 

GEORGE  F.  CAHILL,  JR.,  M.D. 

Harvard  University  Medicol  School 
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WEDNESDAY-OCTOBER  8 

8 : 30  p.m. 

Bronx  Pediatric  Society 

Montefiore  Hospital  and  Medical  Center 
Rosenthal  Auditorium 
1 1 1 East  21  0th  Street 
Bronx 

RECENT  ADVANCES  IN 
NEONATAL  HEMATOLOGY 

PHILIP  LANZKOWSKY,  M.D. 

New  York  Hospital 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 cast  1 03rd  Street 

EMOTION:  AFFECT  CHARGE  OR 
ACTION  TENDENCY 

MAGDA  B.  ARNOLD,  Ph.D. 

Discussant: 

NATHAN  ROTH,  M.D. 


October  8,  1969  / May  20,  1970 

7: 00-9:00  p.m.,  first  & third  Wednesdays 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

INTERDISCIPLINARY  SEMINARS 

To  register,  contact:  CHARLES  M.  PLOTZ,  M.D.,  Dir/ 
Continuing  Education,  above  address. 

CREDIT:  C-1 


October  13,  1969  / October  18,  1969 
The  Memorial  Hospital  and  Sloan-Kettering 
Institute  for  Cancer  Research 

444  East  68th  Street 

CANCER  CHEMOTHERAPY 

FEE:  $100 

Enrollment  is  limited.  Requests  for  application  forms 
should  be  addressed  to:  David  A.  Karnofsky,  M.D., 

Memorial  Hospital,  at  the  above  address. 


October  13,  1969  & October  14,  1969 

The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
106  Central  Park  South 

VARIOUS  APPROACHES  TO  THE 
STUDY  OF  PERCEPTION 

FEE:  $1  0 Non-members 

Contact:  The  Executive  Director,  The  New  York  Academy 
of  Sciences,  2 East  63rd  Street,  New  York,  N.Y.  1 002 1 


MONDAY,  OCTOBER  13 

4 : 00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Orthopedic  Surgery 

2 East  1 03rd  Street 

Annual  Fracture  Day 

FRACTURES  AND  LIGAMENTOUS 
INJURIES  OF  THE  ANKLE  JOINT 

Moderator: 

SAWNIE  R.  GASTON,  M.D. 

Columbia-Presbyterian  Medical  Center 

Panelists: 

BARNARD  KLEIGER,  M.D. 

Hospital  for  Joint  Diseases 
MELVIN  L.  SHELTON,  M.D. 

Harlem  Hospital 
HENRY  SfRAGUE,  M.D. 

University  Hospital 


October  13,  1969  / for  20  weeks 

8 : 30-1  0 : 00  p.m.,  Mondays 

The  Roosevelt  Hospital,  Department  of 
Psychiatry 

428  West  59th  Street 

PSYCHIATRY  IN  GENERAL  PRACTICE 

Registration  may  be  made  by  letter  to  the  Department 
of  Psychiatry,  the  Roosevelt  Hospital,  at  the  above 
address.  Attention  of  Edward  Kloth,  M.D. 

NO  FEE  CREDIT:  C-1 


MONDAY,  OCTOBER  13 

8 : 30  p.m. 

New  York  Academy  of  Gastroenterology 
and  the  New  York  Chapter  of  American 
College  of  Gastroenterology 

2 East  1 03rd  Street 
Room  44 1 

1.  Plasma  Exchange  in  Treatment  of 
Hepatic  Coma 

ANTHONY  J.  MARTEL,  M.D. 

St.  Vincent's  Hospital 

2.  Solitary  Ulceration  of  Ascending  Colon 

HARRY  FEIN,  M.D. 

Lenox  Hill  Hospital 

3.  Mesocaval  Shunt  in  the  Treatment  of 

Portal  Hypertension 

MARVIN  GLIEDMAN,  M.D. 

Albert  Einstein  College  of  Medicine 
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October  15,  196 9 / October  17,  1969 

9:00  a.m.-5:00  p.m.,  Wednesday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

DIAGNOSTIC  PROCEDURES  FOR 
SAFEGUARDING  THE  INTRAUTERINE 
PATIENT 

J.  STANLEY  JAMES,  M.D. 

KARIIS  ADAMSONS,  M.D. 
and  ASSOCIATES 

FEE:  $125 


October  15,  1969  / November  12,  1969 

7: 00-9:00  p.m.,  Wednesdays 

Columbia  University  P & S 

Brookdale  Hospital  Center 

PEDIATRIC  CARDIOLOGY 

RICHARD  J.  GOLINKO,  M.D. 

FEE:  $35 


WEDNESDAY,  OCTOBER  15 

8 : 30  p.m. 

Pirquet  Society  of  Clinical  Medicine 

2 East  63rd  Street 

1.  Freud  Living  and  Dying 

MAX  SCHUR.  M.D. 

2.  The  Role  of  Psychoanalysis  in  Present 
Day  Society 

LEOPOLD  BELLAK,  M.D. 

3.  The  Impact  of  Freud’s  Teachings 
Upon  Society 

GUSTAV  BYCHOWSKI,  M.D. 


ALBANY  AREA 


THURSDAY,  OCTOBER  2 

8 : 45  a.m. 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Huyck  Auditorium 

A Teaching  Day  in  Pediatrics 

RENAL  DISEASES  IN  CHILDREN 

1.  Nephrotic  Syndrome  and  the  Glo- 
merular Basement  Membrane  Function 

ALFRED  F.  MICHAEL,  M.D. 

University  of  Minnesota  Medical  School 

2.  Acute  Glomerulonephritis 

ALFRED  J.  FISH,  M.D. 

University  of  Minnesota  Medical  School 


3.  Epidemiology  and  Natural  History  of 
Urinary  Infections  in  School  Children 

CALVIN  M.  KUNIN,  M.D. 

University  of  Virginia  School  of  Medicine 

4.  Urinary  Tract  Infections  in  Children 

KEITH  N.  DRUMMOND,  M.D. 

McGill  University  Faculty  of  Medicine 

5.  Panel  Discussion 

ROGER  C.  HERDMAN,  M.D.,  Moderator 

Panelists: 

The  Above  Speakers 

FEE:  $20  CREDIT:  C-l 

For  information,  contact: 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
47  New  Scotland  Avenue 
Albany,  New  York  1 2208 


THURSDAY,  OCTOBER  9 

10:00  a.m.  Registration 
Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Huyck  Auditorium 

TEACHING  DAY  IN  OBSTETRICS  AND 
GYNECOLOGY 

1 . Epidemiology  of  Gynecologic  Cancer 

PETER  GREENWALD,  M.D. 

Bureau  of  Cancer  Control,  New  York 
State  Department  of  Health 

2.  Intrauterine  Diagnosis  and  Clinical  Man- 
agement of  Genetic  Disease 

CECIL  B.  JACOBSON,  M.D. 

The  George  Washington  University 
School  of  Medicine 

3.  Future  Developments  in  Contraception 

SHELDON  J.  SEGAL,  Ph.D.,  Director 

The  Population  Council,  Rockefeller  University 

4.  The  Nurse  Midwife — Progress  and  Pro- 
blem 

DONALD  P.  SWARTZ,  M.D. 

Harlem  Hospital  Center 

5.  Surgical  Sterilization  and  Fertility  Control 

THEODORE  M.  KING,  M.D. 

Albany  Medical  College 

FEE:  $20  CREDIT:  C-l 
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Preliminary  Teaching  Day  Schedule  1969-70 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 

October  16,  1969 
Endocrinology 
October  23,  1969 
Surgery 

October  30,  1969 
Psychiatry 
November  6,  1969 
Otolaryngology 
November  20,  1969 

Gastroenterology-Hepatitis 
December  4,  1969 
Thoracic  Surgery 
December  11,  1969 
Office  Pediatrics 
January  8,  1970 
Genetics 

January  15,  1970 
January  22,  1970 
January  29,  197p 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 

April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-l 


ALBANY  FUTURE  EVENTS 


January  5 1970 /for  17  days 

The  Albany  Medical  College  of  Union  University 

ELEVENTH  POSTGRADUATE 
MEDICAL  SEMINAR  CRUISE 


BUFFALO  AREA 


October  2,  1 969  / October  9,  1 969 
State  University  of  New  York  at  Buffalo 

Executive  Motel 
Buffalo 

2nd  SYMPOSIUM  ON  USE  OF 
COMPUTERS  IN  CLINICAL  MEDICINE 
(Workshops) 

Please  write  to:  Continuing  Medical  Education,  State 
University  of  New  York  at  Buffalo,  221  1 Main  Street, 
Buffalo,  New  York  14214 


October  7,  1969  and  October  8,  1969 

9:00  a.m.-5:00  p.m.,  Tuesday  & Wednesday 

State  University  of  New  York  at  Buffalo 

Deaconess  Hospital 
Buffalo 

OBSTETRICS  AND  GYNECOLOGY 
FOR  THE  FAMILY  PHYSICIAN 

Tuesday  Morning 

Office  Gynecology:  Panel  Discussion 

EDWARD  A.  RAYHILL,  M.D.,  Moderator 
Kenmore  Mercy  Hospital 

Tuesday  Afternoon 

Medico-Legal  Problems  in  Gynecology- 
Obstetrics:  Panel  Discussion 

J.  R.  NUNN,  M.D.,  Moderator 

Tuesday  Evening 

Should  Women  Have  Hormones  During 
the  Menopause? 

HOWARD  W.  JONES,  M.D. 

The  Johns  Hopkins  University 
School  of  Medicine 

Wednesday  Morning 
8 : 00  a.m. 

1.  City  Wide  Obstetrics  and  Gynecology 
Conference 

N.  G.  COUREY,  M.D.,  Presiding 

2.  Why  is  Estriol  a Good  Indicator  of 
Intrauterine  Environment? 

JAMES  C.  WARREN.  M.D. 

The  University  of  Kansas  School  of  Medicine 

3.  Value  of  Diamine  Oxidase  in  Early 
Pregnancy 

ALLAN  B.  WEINGOLD,  M.D. 

New  York  Medical  College 

4.  Causes  of  Abortion  and  Their  Manage- 
ment 

HOWARD  W.  JONES,  M.D. 

Wednesday  Afternoon 

Current  Unanswered  Problems  in  Ob- 
stetrics and  Gynecology:  Panel  Dis- 

cussion 

HERBERT  E.  JOYCE,  M.D.,  Moderator 

FEE:  $25  CREDIT:  C-l 
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October  9,  1969  / October  1 1,  1969 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 
9:00  a.m.-12:30  p.m.,  Saturday 

State  University  of  New  York  at  Buffalo 

Statler  Hilton  Hotel 
Buffalo 

CHRONIC  OBSTRUCTIVE  LUNG  DISEASE 

FEE:  $75  CREDIT:  C-l 

Write  for  Program  (see  address  under  preceding 
program) 


State  University  of  New  York  at  Buffalo 

School  of  Medicine 

Continuing  Medical  Education  Program 
Schedule  of  1969  Fall  Programs 

October  2,  3,  4,  and  5 

Use  of  Computers  in  Clinical  Medicine 
October  7 and  8 

Obstetrics  and  Gynecology  for  the 
Family  Physician 
October  9,  10,  and  1 1 

Chronic  Obstructive  Lung  Disease 
October  16  and  17 
Birth  Defects 
November  8 

Contemporary  Therapy,  for  Psychiatrists 

CREDIT:  C-l 


NASSAU  COUNTY 


October  1,  1969  / October  15,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview,  New  York 

October  1 

Chronic  Renal  Failure  and  Uremia 

THOMAS  J.  CINQUE,  M.D. 

October  8 

Nephrotic  Syndrome 

HARLAN  M.  MELLK,  M.D. 

October  1 5 

Acute  and  Chronic  Glomerulonephritis 

THOMAS  J.  CINQUE,  M.D. 

All  Speakers  are  from  Meadowbrook  Hospital,  East 
Meadow,  New  York 

CREDIT:  C-l 


October  2,  1969  / for  fifteen  weeks 

1 : 00-4: 00  p.m.,  Thursdays 

The  State  University  of  New  York,  Downstate 
Medical  Center,  College  of  Medicine  and 
The  Long  Island  Jewish  Hospital 

270-05  76th  Avenue 
New  Hyde  Park 

Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

Instructors:  HENRY  I.  COLMAN,  M.D., 

ALEXANDER  H.  ROSENTHAL,  M.D.,  JAMES  I. 
BERKMAN,  M.D.,  DONALD  J.  CASPER,  M.D., 

NORBERT  PLATT,  M.D.  AND  ALAN  GIBSTEIN,  M.D. 
Downstate  Medical  Center 

FEE:  $100  (class  limited  to  20)  CREDIT:  C-l 

Apply  to:  Committee  on  Medical  Education,  The  Long 
Island  Jewish  Hospital,  above  address — or  tel.  FL  3- 
6700  and  (516)  GE  7-6700,  Ext.  2421.  Mrs.  Evelyn 
Bennett,  Secretary 


SUFFOLK  COUNTY 


TUESDAY,  OCTOBER  7 

9 : 30  a.m.— 1 2 : 00  noon 

St.  John’s  Smithtown  Hospital 

Route  25A 
Smithtown 

PANEL  DISCUSSION  ON  ARTHRITIS 

1.  The  Physiatrist  and  the  Arthritic 

JOSEPH  J.  PANZARELLA,  JR.,  M.D. 

Meadowbrook  Hospital 

2.  The  Physical  Therapist  and  the  Arthritic 

JOHN  METZ,  P.T. 

3.  Basic  Laboratory  Testing  and  Arthritis 

4.  The  Visiting  Nurse  and  the  Arthritic 

5.  The  Arthritis  Foundation  and  the 
Arthritic 

ALAN  R.  FERRAZZANO,  M.S. 

6.  Demonstration  of  Basic  Laboratory 
Procedures  in  Diagnosis  of  Rheumatic 
Disease 

7.  Demonstration  of  Physical  Medicine 
and  How  it  Can  Help  Patients  wilh 
Rheumatic  Disease  Delay  and/or  Pre- 
vent Disability 

JOSEPH  J.  PANZARELLA,  JR.,  M.D. 

JOHN  METZ,  P.T. 

CREDIT:  C-1 
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SYRACUSE  AREA 


THURSDAY,  OCTOBER  9 

8:00  a.m. 

Upstate  Medical  Center 
Department  of  Urology 
Room  6500 
750  E.  Adams  Street 

ACUTE  RENAL  FAILURE 

L.  BLEUMLE,  M.D.,  President 


UTICA  AREA 


THURSDAY,  OCTOBER  16 

2 : 00  p.m. 

Central  New  York  Academy  of  Medicine 

21  0 Clinton  Road 
Aud  itorium 
New  Hartford 

HEART  DAY 

1.  Primary  Myocardial  Disease  Including 
Its  Bedside  Diagnosis 

JACK  P.  SEGAL,  M.D. 

Georgetown  University  Hospital,  Washington,  D.C. 

2.  Experiences  in  Treatment  of  Intractable 
Angina  Pectoris  with  Reference  to 
Electrical  Carotid  Sinus  Stimulation 

ROBERT  GOLDSTEIN,  M.D. 

National  Institutes  of  Health,  Bethesda,  Md. 

3.  Discussion  of  Primary  Myocardial 
Disease,  Indications  for  Propranolol, 
etc. 

PAUL  YU,  M.D. 

University  of  Rochester  School  of  Medicine  and 
Dentistry 

4.  Indications  for  Electrical  Pacing  in 
Acute  and  Chronic  Disease  States 

WALTER  ZUCKERMAN,  M.D. 

Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

5.  Recent  Advances  in  Cardiac  Surgery 

DWIGHT  E.  HARKEN,  M.D. 

Harvard  Medical  School,  Boston,  Mass. 

The  evening  session  will  conclude  with  a round  table 
discussion  by  all  participants. 

CREDIT:  C-l 


WESTCHESTER  COUNTY 


WEDNESDAY,  OCTOBER  1 

8:15  p.m. 

Westchester  Allergy  Society 

White  Plains  Hospital 
Fall  Meeting 

OBJECTIVE  DATA  AND 
MANAGEMENT  OF  ALLERGIC  RHINITIS 

JOHN  T.  CONNELL,  M.D. 

Rossevelt  Hospital,  New  York  City 


RADIO  IN  ALBANY  AND 
CANTON  AREAS 


October  1 / October  3 1,  1 969 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES 
FOR  PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  MHz. 

Station  WSLU-FM  (Canton)  96.7  MHz. 

October  2 

Tests  of  Thyroid  Function 

Eugene  D.  Furth,  M.D. 

I.  Arnold  Slowe,  M.D. 

Albany  Medical  College 

October  1 & 3 

Tests  of  Renal  Function  and  their  Clinical 
Significance 

Robert  V.  Milora,  M.D. 

John  E.  Kiley,  M.D. 

Albany  Medical  College 

October  6 & 9 

Clinical  Selection  of  Antibiotics 

David  R.  Ginder,  M.D. 

Ted  D.  Groshong,  M.D. 

University  of  Missouri  School  of  Medicine 

October  7,  8 & 10 

Pre-Hospital  Care  of  Myocardial  Infarc- 
tion 

William  A.  Greene,  M.D. 

Arthur  J.  Moss,  M.D. 

University  of  Rochester  School  of  Medicine  and  Dentistry 

October  13  & 16 
Thromboembolism 

Stuart  Bondurant,  M.D. 

Samuel  R.  Powers,  Jr.,  M.D. 

Albany  Medical  College 

October  14,  15  & 17 

Some  Aspects  of  Vascular  Disease 

Roger  L.  Miller,  M.D. 

Richard  A.  Peabody,  Ph.D. 

Makis  Tsapogas,  M.D. 

Albany  Medical  College 

* CREDIT  (see  next  page) 
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RADIO  IN  NEW  YORK  CITY  AREA 


October  1-31,  1969 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES 
FOR  PHYSICIANS 

Station  WRVR-FM  106.7  MHz. 

October  6 

Clinical  Selection  of  Antibiotics 

David  R.  Ginder,  M.D. 

Ted  D.  Groshong,  M.D. 

University  of  Missouri  School  of  Medicine 

October  13 

Thromboembolism 

Stuart  Bondurant,  M.D. 

Samuel  R.  Powers,  Jr.,  M.D. 

Albany  Medicol  College 

* C-1  CREDIT  will  be  granted  if  attendance  is  taken. 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 

interest  presented  Tuesday  mornings  beginning  Sept. 
16  at  11:30  a.m.,  the  once-a-month  City-wide  Ob- 
stetrics and  Gynecology  Conference  meeting  at  9 a.m. 
the  first  Wednesday  and  the  once-a-month  series  on 
Trauma  presented  on  the  fourth  Thursday  at  10:30 
a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  221  1 Main  Street,  Buffalo,  N.Y., 
Tel(71  6)  833-2726. 


DEADLINE  DATE  FOR  1969 
WHAT  GOES  ON 

Publication  Date* 

September  15,  1969 November  1 and 

November  1 5,  1 969 

October  15,  1969 December  1 and 

December  15,  1969 

November  15,  1969 January  1 and 

January  1 5,  1 970 

December  15,  1969 February  1 and 

February  1 5,  1 970 
* The  Publication  Dates  are  for  the  New  York  State 
Journal  of  Medicine  which  includes  WHAT  GOES  ON. 
The  individual  subscription  holders  for  WHAT  GOES 
ON  will  continue  to  receive  their  copies  by  first  class 
mail  prior  to  the  Journal. 


EVENTS  RECEIVED  AFTER  DEADLINE 


WEDNESDAY,  OCTOBER  1 

5 : 00-6 : 30  p.m. 

New  York  Medical  College 

Department  of  Ophthalmology 
Fifth  Avenue  at  1 06th  Street 

SURGICAL  TREATMENT  OF  THE 
INCOMITANT  SQUINT 

ROBERT  D.  REINECKE,  M.D. 

Massachusetts  Eye  and  Ear  Infirmary 


October  7,  1969/October  10,  1969 

The  American  College  of  Cardiology 
St.  Vincent’s  Hospital  and  Medical  Center 
1 53  West  1 1 th  Street 

Coronary  Core  Units  and  the 
Mobile  Coronary  Care  Unit: 

AGGRESSIVE  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION 

Co-Directors: 

SIMON  DACK,  M.D.  and  WILLIAM  J.  GRACE,  M.D. 


THURSDAY,  OCTOBER  9 

4 : 30  p.m. 

The  Roosevelt  Hospital 
428  West  59th  Street 
Winston  Conference  Room 

CORONARY  CARE  AND 
SUDDEN  DEATH 

BERNARD  LOWN,  M.D. 

Harvard  School  of  Public  Health 


8 : 00  p.m. 

The  Bela  Schick  Pediatric  Society  of  the 
Mount  Sinai  School  of  Medicine 
Blumenthal  Auditorium 
Fifth  Avenue  at  99th  Street 

First  Memorial  Lecture 
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THE  SYNDROME  SCOURGE 

SYDNEY  GELLIS,  M.D. 

Tufts  University  School  of  Medicine 


SATURDAY,  OCTOBER  11 

9:00  a.m.-4:45  p.m. 

Clinical  Society  of  the 

New  York  Diabetes  Association 

Barbizon-Plaza  Hotel 
Central  Park  South 

17th  ANNUAL  SYMPOSIUM 

FEES:  $5 . 00  Registration 

6 . 50  Luncheon 

Please  contact:  New  York  Diabetes  Assn.,  Inc.,  104  East 

40th  Street,  N.Y.  10016  Tel.  Oxford  7-7760. 


TUESDAY,  OCTOBER  14 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 
247  East  82nd  Street 

THE  PLEASURE  PRINCIPLE,  THE 
CONSTANCY  PRINCIPLE  AND  THE 
PRIMARY  AUTONOMOUS  EGO 

WILLIAM  NEEDLES,  M.D. 


October  15,  1969/for  six  weeks 

Wednesday  Afternoons  or  Evenings 
The  Medical  Society  of  the  County  of  Kings 
The  Brooklyn  Psychiatric  Society  and  the 
American  Academy  of  General  Practice 

FALL  1969  PSYCHIATRIC  SEMINARS 

NO  FEE  CREDIT:  C-l 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


The  following  requests  for  physicians  have  been  received 
within  the  past  month. 

NEW  YORK  CITY  AREA 

Internationally  famous  medical  center  seeks  physician 
Health  Service  department — 5 sessions  per  week  (Mon- 
day-Friday)  A.M.-P.M.  or  Full  Time  position  for  starting 
doctor.  Good  salary. 

Call  or  Apply 
TR  9-3000  X 2 1 21 


QUEENS,  N.  Y. 

RADIOLOGIST,  Full-time,  must  have  knowledge  of  thera- 
peutic and  diagnostic  radiology.  200  bed  Hospital. 

CONTACT:  JOHN  C.  KENNY,  Administrator,  Deepdale 

General  Hospital,  55-15  Little  Neck  Parkway,  Little 
Neck,  N.  Y.  1 1 362.  Tel.  (212)  428-3000. 


POTSDAM,  N.  Y.,  St.  Lawrence  County.  Potsdam  Hospital 
is  in  immediate  need  of  a full  time  radiologist  either 
board  certified  or  eligible  for  boards.  Excellent 
financial  return.  Superior  working  conditions. 

Contact  Henry  Vinicor,  M.D.,  Chief  of  Staff,  Potsdam  Hospi- 
tal, Potsdam,  N.  Y.  Telephone — 31  5 353-2341 


OGDENSBURG,  NEW  YORK,  St.  Lawrence  County,  Needs  a 
Specialist  in  Ophthalmology  as  well  as  Specialists  in 
Pediatrics  and  Internal  Medicine  and  General  Prac- 
titioners. 

CONTACT:  ROBERT  E.  WHITMOYER,  M.D.,  Doctors  for 

Ogdensburg  Committee,  414  Jay  Street,  Ogdensburg, 
N.  Y.  13669. 


OSWEGO,  N.  Y.,  Oswego  County.  University  Student 
Health  Physician  wanted. 

CONTACT:  K.  C.  PERKINS,  M.D.,  Director  Medical  Services, 

State  University  College,  Oswego,  New  York  1 31  26. 
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Sounds  ridiculous,  doesn't  it? 

Hut  what  if  every  body  in  this 
country  were  to  throw  their 
hands  up  in  despair  and  sav  they 
don’t  give  a hoot. 

Indeed,  there  would  be  no 
tomorrow. 

Hut  fortunately,  Americans 
have  a wav  of  solving  their 
problems. 

And  that's  just  what’s  going 
to  happen  in  these  troubled  times. 
Simplv  because  it's  alw  ays  been 
an  American  tradition. 

Now.  how  can  you.  as  one  little 
ole  citizen  in  this  big.  wide 
country  ot  ours,  be  of  any 
help?  ' 

Well,  take  a minute  and 
think  about  a U.S.  Sav- 
ings Bond. 

That’s  right,  a U.S. 

Savings  Bond. 


No,  it  isn’t  an  immediate 
remedy  for  all  our  ills.  But  it  helps. 

If  everybody  were  to  buy 
just  one  s25.00  Savings  Bond 
(cost  18.75),  your  country  would 
he  stronger  economically  to 
wipe  out  some  of  those  scars 
we’ve  been  sporting. 

Of  course,  everybody  would 
be  helping  themselves,  too.  If  you 
were  to  sign  up  on  a Bond  purchase 
plan  w here  you  w ork  or  bank, 
veil'd  have  quite  a nice  nest  egg 
for  yourself  one  of  these  days. 

You’d  have  a lot  more  dollars  in 
the  kitty  for  things  like  college 
educations,  that  new  home,  or 
a secure  retirement. 

So  think  about  a U.S. 
Savings  Bond  today. 

And  then  go  out  and 
buy  one. 

Tomorrow. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds  & Freedom  Shares 


©0 


The  U.S.  Co»frnmenl  does  no!  p.sv  lor  Ihis  advritisemrnt. 
Il  is  prrscnlrd  a*  a puMir  in  rooprralion  wilh  The 

Department  ol  the  Treasury  and  The  Advertising  Council. 
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FACT  & LEGEND 


WAS  A MILITARY  OFFENSE! 

overweight  roman  horsemen  were  made  to 

FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 
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THE 

COST  OF 

AM  BAR 
EXTENTABS 

ts  APPROXI MATELY  ONE 
HALF  THAT  OF  OTH  ER  LEAD- 
ING APPETITE  SUPPRESSANTS 

\ AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

One  Ambar  Extentab  before  breakfast  can  AMBAR#2  BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  TO  ~\/r'  I 1TT  "V  I ' I 1 A T)  O’  suppresses  appetite  and  helps  offset  emo- 
to  12  hours.  Methamphetamine,  the  appe-  LjA  1 lA  I N X/\JJ  kj  tional  reactions  to  dieting.  Contraindica- 
titc  suppressant,  gently  elevates  mood  and  methamphetamine  hci  is  mg..  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
anxicty ...  helps  maintain  a state  of  mental  calm  and  equa-  tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 


nimity.  Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  H'ROBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


t It'S 


UBRARYS®E 

COLLEGE  OF  FftlC 

OF  PHILADELPHIA 

SEP  29 1963 
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Psychic  support  for 
the  tense  insomniac 


When  persistent  psychic  tension  is  the 
reason  for  insomnia,  an  h.s.  dose  of  Valium 
(diazepam) , added  to  a t.i.d.  regimen,  ma; 
provide  just  the  right  amount  of  relaxation 
for  restful  sleep. 


During  the  day,  the  psychic  support  of 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 


Children  under  6 months  of  age.  Acute  narrow  angle  glau  I 
coma. 

Warnings:  Not  of  value  in  psychotic  patients.  Cautiorl 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders  I 
possibility  of  increase  in  frequency  and/or  severity  of  grant  I 
mal  seizures  may  require  increased  dosage  of  standard  anti  I 
convulsant  medication;  abrupt  withdrawal  may  be  associatecl 
with  temporary  increase  in  frequency  and/or  severity  ol 
seizures.  Advise  against  simultaneous  ingestion  of  alcoho  I 
and  other  CNS  depressants.  Withdrawal  symptoms  havcl 
occurred  following  abrupt  discontinuance.  Keep  addiction- 1 


For  the 

'Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 


curbs  appetite 
encourages  normal  activity 
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symptoms  or  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 

Mellarif 

(thioridazine) 

25  mg.  t.i.d. 


effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
he  used  only  in  severe  neuronsvrhintric  conditions 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  a 
case  described  as  parotid  swelling.  /v^\ 
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Both  breathe  easier  with 


BROJVKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning— may  be  habit-forming); 
thenyldiamine  HCI  10  mg. 


FOR  RELIEF  OF  SYMPTOMS  IN  EMPHYSEMA  ANO  CHRONIC  BRONCHITIS 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 
hours,  not  to  exceed  five  times  daily.  Children  over  6:  one 
half  adultdose.  Dosageshould  be  adjusted  tothe  severity 
of  the  condition  and  response  of  the  individual  patient. 
PRECAUTIONS:  With  Bronkotabs  therapy,  sympa- 
thomimetic side  effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthyroidism.  Drowsiness 
may  occur.  Patients  should  be  cautioned  not  to  drive  or 
operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored  tablets. 
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‘Pin1[  Puffer * Most  typically  the  patient  with 
moderate  to  advanced  emphysema,  thin  “anxious”  appearance  and 
characteristically  overinflated  chest.  Greatly  reduced. ventilatory 
capacity,  increased  residual  capacity.  Marked  dyspnea  on  slight  or 
moderate  exertion.  Significant  respiratory  effort,  dry 
unproductive  cough. 

* Blue  Bloater ’ Most  typically  the  patient  with 
a long  history  of  chronic  bronchitis  punctuated  by  acute  inflammatory 
episodes.  May  be  stocky  or  of  average  weight:  may  eventually 
become  edematous.  Elevated  PCOs,  alveolar  hypoventilation,  cyanosis. , 
Dyspnea  on  slight  or  moderate  exertion.  Frequent  cough,  often 
purulent  or  mucopurulent  sputum. 

Potent  bronchodilationf 
decongestion  and 
expectorant  action 

Whatever  “color  syndrome”  your  patients  suffer,  Bronkotabs  gives 
symptomatic  relief  and  reassurance.  Bronkotabs  multiple  actions  help 
reduce  frequency  and  severity  of  acute  episodes  in  "pink  puffer"  and  ; 
“blue  bloater"  alike. ..help  loosen  secretions,  clear  airways  and 
keep  them  clear.  Sympathomimetic  side  effects  arc  minimal. 
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iUINIDINE  POLYGALACTUEONATE 


, A better-tolerated  quinidine  molecule— lower  incidence  of  local 
G.I.  irritation  than  with  quinidine  sulfate 

Many  patients,  unable  to  tolerate  quinidine  sulfate,  may  be  converted 
to  normal  sinus  rhythm  with  quinidine  polygalacturonate 
Indicated  for  both  conversion  and  maintenance 

Flexible  dosage  permits  the  physician  to  retain  control  of  conversion  by 
dosage  adjustment  when  necessary 


RIEF  SUMMARY  — INDICATIONS:  Prevention  and  termination  of  atrial  fibrillation,  atrial  flutter, 
:rial  premature  contractions,  paroxysmal  atrial  tachycardia,  paroxysmal  ventricular  tachycardia,  pre- 
ature  ventricular  contractions.  CONTRAINDICATIONS:  1)  Absolute:  Complete  atrioventricular  heart 
ock  or  history  of  previous  sensitivity  reactions.  2)  Relative : Partial  a-v  and  bundle  branch  block,  severe 
irdiac  failure  and  hypertrophy,  chronic  valvular  disease,  subacute  bacterial  endocarditis,  acute  infection, 
ivanced  age.  PRECAUTIONS:  The  same  as  with  all  quinidine  salts.  Frequent  ECG  recommended;  dis- 
mtinue  drug  if  ECG  shows  conduction  system  defects.  Decrease  dosage  if  signs  of  einchonism  develop, 
litial  therapeutic  dose  should  be  used  as  test  dose  for  possible  hypersensitivity.  COMPOSITION : Each 
ARDIOQUIN  Tablet  (quinidine  polygalacturonate  275  mgO  is  equivalent  in  quinidine  content  to  3 grains 
uinidine  sulfate.  DOSAGE  AND  ADMINISTRATION : See  PDR,  p.  997.  Detailed  information  and  refer- 
nces  available  to  physicians  on  request. 
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The  first  spray- 1 or  2 squirts-of  nTz  opens  the  infe- 
rior part  of  the  common  meatus.  The  second  spray,  a 
few  minutes  later,  shrinks  the  turbinates  to  promote 
adequate  sinus  drainage  and  ventilation— to  help  pre- 
vent sinusitis.  Dosage  may  be  repeated  every  three  or 
four  horns. 

The  fact  is,  xTz  is  more  than  a simple  vasocon- 
strictor. It  contains: 

Neo-Synephrine®  HC1  0.5?,  a decongestant  of 
unexcelled  efficacy  (in  full  adult  strength)  to  shrink 
nasal  membranes  and  allow  comfortable  breathing. 
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PolycillinfSatelgot  to  do  with 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963... making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg.;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N*( sodium  ampicillin). 
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Medical  News 


Tuberculosis  Association  offers 
research  awards 

The  New  York  Tuberculosis  and  Health  As- 
sociation annually  offers  the  following  three 
types  of  grants  for  work  related  to  tuberculosis 
(all  types)  and  other  respiratory  diseases: 
grants-in-aid  of  research,  research  fellowships, 
ana  training  fellowships.  Research  or  studies 
may  be  in  the  medical,  epidemiological,  or  social 
aspects  of  these  diseases;  may  be  concerned  with 
their  relationship  to  air  pollution  or  cigaret 
smoking;  or  may  be  of  a broader  or  more  basic 
nature. 

Applications  must  include  a proposed  budget 
of  expenditure.  Salaries  may  be  included  for 
positions  other  than  that  of  principal  investi- 
gator. Social  Security,  Workmen’s  Compensa- 
tion, and  other  taxes  required  by  law  are  allowed 
for  budgeted  positions  if  no  provision  from 
another  source  has  been  made. 

Also  small  allowances  for  travel  and  publica- 
tions may  be  included.  Costly  or  fixed  equip- 
ment should  not  be  included.  An  overhead  al- 
lowance of  up  to  15  per  cent  of  actual  expendi- 
tures in  all  categories  of  the  budget  may  be  paid 
to  the  institution  where  the  research  is  con- 
ducted. 

Physicians,  nurses,  and  other  professional 
people  in  the  health  field  may  apply  for  these 
fellowships.  Applicants  must  be  sponsored  by 
recognized  teachers  or  investigators  who  are 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


acquainted  with  their  personal  and  professional 
qualifications. 

Grants  are  usually  given  for  a period  of  one 
year,  with  the  possibility  of  renewal  where  war- 
ranted. 

Completed  applications  must  reach  the  New 
York  Tuberculosis  and  Health  Association  by 
December  1.  Awards  will  be  made  early  in  the 
subsequent  year.  Grants-in-aid  of  research 
will  be  for  the  period  April  1 through  following 
March  31.  Fellowship  awards  will  be  for  the 
period  July  1 through  following  June  30. 

For  further  information  and  applications  con- 
tact: New  York  Tuberculosis  and  Health  As- 
sociation, 15  East  26th  Street,  New  York,  New 
York  10010. 

Personalities 

Appointed.  Joseph  V.  Brazie,  M.D.,  formerly 
assistant  professor,  Department  of  Pediatrics, 
University  of  Colorado  Medical  Center,  as 
director  of  a neonatal  care  center;  Angelo 
Ferrara,  M.D.,  New  York  City,  as  director  of 
pediatrics;  and  Thomas  J.  Leavitt,  M.D., 
formerly  of  California,  as  director  of  the 
pediatric  intensive  care  unit  and  pediatric 
hematology,  The  Catholic  Medical  Center  of 
Brooklyn  and  Queens. 

Named.  Alfred  W.  Kopf,  M.D.,  professor  of 
dermatology,  New  York  University  School  of 
Medicine,  as  a member  of  the  Council  for  the 
Nationail  Program  for  Dermatology  of  the 
American  Academy  of  Dermatology. 


AMA 

Doctor- 

to-Doctor 

Program 


Recognizing  the  need  for  the  exchange  of  knowledge  and  technical  in- 
formation, the  United  States  Committee  of  the  World  Medical  Association 
founded  the  Doctor  Program  in  1961,  and  it  is  now  operated  by  the  Ameri- 
can Medical  Association. 

The  program  has  two  functions:  first,  to  provide  current  medical  litera- 
ture to  overseas  physicians,  and,  second,  to  establish  better  international 
communication  within  the  medical  profession. 

To  implement  the  program,  the  American  physician  submits  titles  of  cur- 
rent journals  he  is  willing  to  send  overseas  on  a regular  basis.  Periodicals 
most  needed  are  specialty  journals.  When  the  titles  of  journals  are  re- 
ceived, the  name  and  address  of  an  overseas  colleague  in  the  same  field  of 
medicine  or  specialty  is  selected  from  a cross-indexed  file. 

Postage  is  paid  by  the  donor.  Journals  may  be  mailed  in  a large  manila 
envelope  or  rolled  in  wrapping  paper  and  tied  with  string,  but  they  should 
not  be  mailed  in  bulk;  this  may  involve  customs  problems  for  the  recipient. 
It  is  requested  that  only  current  journals  be  sent  regularly.  The  donor 
physician  is  encouraged  to  write  a letter  of  introduction  when  sending  his 
first  journals. 

To  enroll  in  the  program,  send  titles  of  journals  to:  Ada  Chree  Reid, 
M.D.,  Director,  AMA  Doctor-to-Doctor  Program,  c/o  World  Medical  As- 
sociation //1270,  10  Columbus  Circle,  New  York,  New  York  10019. 
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The  Guernseys  know  it.  So 
do  the  Holsteins.  The  Jerseys. 
The  Brown  Swiss.  And  a few 
more  of  the  finest  families  of  the 
land.  They  know  the  secret.  But, 
they’re  not  telling. 

What  we  can  tell  you  is  that 
not  enough  people  know  about 
the  nutritional  benefits  of  real 
milk  and  the  other  dairy  foods. 

Sure,  most  mothers  know  milk 
is  good  for  children.  But  it 
shouldn  t stop  there.  They  should 
know  that  dairy  foods  provide 
over  75%  of  the  calcium  in  the 
American  food  supply.  Calcium 
for  strong  bones  and  teeth. 

And,  too,  that  a balanced 
diet  of  meat,  breads  and  cereals, 
fruits  and  vegetables  and 
dairy  foods  is  essential  to 
everyday  health. 

Who’  s going  to  tell  people? 


We  hope  it  s you.  Because 
as  a professional,  more  people 
will  listen  to  you. 

If  you  need  more  information, 
we  can  help.  We  have  complete 
materials  that  detail  milk’s  role 
in  nutrition. 

Making  the  milk  is  the  cow’s 
business.  Making  milk  part  of 
man’s  diet,  that’s  where  you 
can  help.  - 


Mil^  Story 

DAIRY  COUNCIL  OF 
METROPOLITAN  NEW  YORK 
202  EAST  44th  STREET 
NEW  YORK,  N.Y.  10017 

Name 

Position 

Address 

City 

State Zip 


lubadub lubadub 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  prolestionally  po'.ed. 


LOn!rairt0iiaii<SiH:  HC.fiVyOi  ■sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 

occurs;  if  persistent,  patients  should  not  operate  vehicles  w 

or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 

Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 


Anxiety  is  expected  in  the  cardiovascular 
patient.  A little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
cardiovascular  symptoms,  your  help  may 
be  needed. 

Naturally,  you’ll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 

I Side  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting  side 
effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely  almost  always  in  presence  of 
Known  :oxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanil 

(meprobamate)  HgJ 


A Chemical  Bank  exclusive: 

Simplify  your  financial  records  with 

Money  Minder 

A RECORD-KEEPING  SYSTEM  AS  SIMPLE  AS  A CHECKING  ACCOUNT 
GIVES  DOCTORS  A CLEAR  MONTHLY  REPORT  ON  FINANCES 


Perhaps  you’re  one  of  the  thousands 
of  doctors  whose  growing  volume 
of  business  demands  that  more  and 
more  time  be  spent  on  bookkeep- 
ing chores.  You  must  have  financial 
records  that  will  tell  you— and  your 
accountant— where  you  are,  where 
you’ve  been  and  where  you’re  going. 
Yet  your  present  methods  are  too 
time-consuming  and  expensive.  If  this 
is  your  problem,  then  our  exclusive 
Money  Minder  service  is  for  you.  It’s 
an  efficient,  trouble-free  system  that 
costs  very  little. 

To  put  Money  Minder  to  work  for  you, 
your  first  step  is  to  open  a Chemical 
Bank  checking  account,  if  you  don’t 
already  have  one.  Then  you  establish 
your  own  listing  of  categories  under 
which  all  your  recurring  expense  and 
income  items  can  be  grouped.  Each 
category  is  given  a code  number. 


When  you  write  a check,  you  simply 
code  it  with  the  category  number  (or 
numbers)  assigned  to  expense  items. 


S/3 

S'! 

... 

/IS  40 
i4  &> 

i 

19^7 

— r !—  -Dollars 

Chemical  ' ' 

Bank 


When  you  make  a de- 
posit, code  it  with  the 
category  number(s) 
assigned  to  income 
items. 


And  that’s  all  you  have  to  do.  Money 
Minder  does  the  rest.  Each  month  we 
send  you  reports  which  show  the 
amounts  of  all  transactions  in  code 
sequence  and  which  accumulates  the 
amounts  in  each  category  for  all  trans- 
actions during  the  month... plus  for 
year-to-date.  The  report  also  computes 
the  percentage  of  your  total  income  or 
expense,  by  category. 
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THIS  CHEMICAL  l»\Mv  SERVICE 
\\  Ml  ABLE  ONLY  II  YOU  LIVE 
OR  WORK  l>  NEW  loitk  CITY, 
WESTCHESTER  OR  NASSAU  COUNTIES. 


You  can  see  at  once  the  advan- 
tages of  having  a clear,  concise 
record  of  all  your  income  and 
expense  transactions: 

• YOU  CAN  CHECK  YOUR  FINANCIAL 
PROGRESS  AT  A GLANCE. 

• YOU  HAVE  AN  EXCELLENT  MEANS  OF 
BUDGET  CONTROL. 

• YOUR  ACCOUNTANT  HAS  THE  FACTS 
AND  FIGURES  HE  NEEDS-ESPECI  ALLY 
AT  TAX  TIME. 


ONE  OF  THESE  REPORTS  W ILL  LOOK  LIKE  THIS: 


special  feature:  Money  Minder  is  a flex- 
ible  system.  It  provides  enough  options 
to  fit  most  business  and  personal 
needs.  It  can  be  adjusted  to  your  fiscal 
or  calendar  year.  You  can  add  new 
codes  for  new  income  or  expense  items 
as  they  occur  during  the  year.  And  you 
can  move  any  item  from  one  category 
to  the  other,  if  you  wish. 

7 J 


Now,  a word  about  cost.  You’ll  be 
pleasantly  surprised  to  learn  that  it 
costs  the  average  doctor  around  $10 
to  $15  a month  to  use  Chemical’s 
Money  Minder  system.  Actual  cost 
will  be  based  on  your  volume  of  trans- 
actions. But  the  average  cost  figure 
above  gives  you  a general  idea  of  how 
inexpensive  our  Money  Minder  serv- 
ice can  be.  ©UNITBANK 


fm  please  provide  information  on  your  money  minder  — 

I RECORD-KEEPING  SYSTEM  FOR  DOCTORS 

| NAME TITLE 

I FIRM  NAME BUSINESS 

[ STREET CITY 

I STATE ZIP  TEI 

[ MY  CHEMICAL  BANK  ACCOUNT  IS  AT  (ADDRESS  OF  BRANCH) 
I □ I do  not  have  a Chemical  Bank  account  at  present. 


Chemical 

Bank 

CHURCH  STREET  STATION 
NEW  YORK,  N.  Y.  10015 
ATTENTION: 

MARKETING  DIVISION,  DEPT. 

MEMBER  FDIC  NYJM-10 


Medical  Meetings 


Pediatric  postgraduate  course  offered 

Maimonides  Medical  Center  and  Coney  Is- 
land Hospital  affiliation,  State  University  of 
New  York  Downstate  Medical  Center,  and  the 
Kings  County  Chapter  of  the  American  Acad- 
emy of  General  Practice  is  sponsoring  a Pediat- 
ric Postgraduate  Program  on  Tuesdays,  begin- 
ning October  7 through  May  12,  at  Maimonides 
Medical  Center,  4802  Tenth  Avenue,  Brooklyn, 
New  York. 

The  program  will  include  the  following  topics: 
Computers  and  Their  Role  in  the  Art  and 
Science  of  Medicine;  Bullous  Diseases  of  Infants 
and  Children;  Headaches  in  Children;  Learning 
Disability  in  Children — A Developmental  View; 
Management  of  Asthma  with  Emphasis  on 
Danger  of  Therapeutic  Agents  Used  in  its  Treat- 
ment; Pediatric  Uroradiology — Conceptions  and 
Misconceptions;  Nutrition  and  Brain  Develop- 
ment; Iron  Deficiency;  Congenital  Adrenal  Hy- 
perplasia; Treatment  of  Childhood  Neoplasia; 
Milk  Related  G.I.  Disorders  in  Infancy;  De- 
tection and  Management  of  Congenital  Heart 
Disease  in  Infancy;  Pediatric  Aspects  of  Oph- 
thalmology; Gastrointestinal  Ulcers  in  Chil- 
dren; Pediatric  Checklist  Examination  of  the 
Newborn  and  Infant;  Recent  Advances  in  Our 
Understanding  and  Prevention  of  Varicella-Zos- 
ter Infections;  Recent  Advances  in  Genetic 
Counseling;  Recent  Advances  in  Cystic  Fibrosis; 
Juvenile  Rheumatoid  Arthritis;  The  Floppy  In- 
fant; and  Protein-Losing  Enteropathy  in  Chil- 
dren. 

This  program  is  approved  for  twenty-one 
hours  of  accreditation  by  the  American  Acad- 
emy of  General  Practice. 

Courses  in  pediatrics  and  gynecology 
for  family  physicians 

The  Departments  of  Pediatrics  and  Obstet- 
rics and  Gynecology,  Downstate  Medical  Center 
and  Maimonides  Medical  Center,  and  Kings 
County  Chapter  of  the  American  Academy  of 
General  Practice,  are  sponsoring  weekly  lectures 
on  “The  Approach  to  Pediatrics  and  Gynecology 
for  the  Family  Physician,”  to  be  held  Fridays, 
beginning  October  24  through  April  17,  1970, 
8:00  A.M.  to  9:30  a.m.,  in  Fuhs  Auditorium,  Mai- 
monides Medical  Center,  4802  Tenth  Avenue, 
Brooklyn,  New  York. 

The  course  will  include  the  following  topics 
and  lecturers:  October  24,  “Immunization,” 

Oscar  Schwartz,  M.D.;  October  31,  “Family 
Planning,”  Norman  Ames  Posner,  M.D.,  and 

Material  for  incluHion  in  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 


Deborah  Baumgold,  M.D.;  November  7,“  Head 
Injuries,”  Howard  Freedman,  M.D.;  November 
14,  “Family  Planning,”  Norman  Ames  Posner, 
M.D.,  and  Deborah  Baumgold,  M.D.;  Novem- 
ber 21,  “Acute  Abdominal  Emergencies  in  Chil- 
dren,” Bertram  Cohn,  M.D.;  December  5, “ Gyne- 
cologic Problems  of  the  Adolescent,”  Harry 
Pace,  M.D.;  December  12,  “Pediatric  Geni- 
tourinary Problems,”  Gilbert  Wise,  M.D.;  Jan- 
uary 9,  “Vulvovaginitis  and  Chronic  Cervi- 
citis,” Howard  Weinstein,  M.D.;  January  15, 
“Orthopedic  Problems  in  Children,”  Philip 
Barenfeld,  M.D.,  and  Martin  Wesley,  M.D.; 
January  23,  “Dysfunctional  Bleeding,”  Howard 
Weiss,  M.D.;  January  30,  “Innocent  Murmurs 
of  the  Heart,”  Lawrence  Kuskin,  M.D.;  Febru- 
ary 6,  “Gynecologic  Symptoms  and  Interpreta- 
tions,” Ephraim  Scharfman,  M.D.;  February  13, 
“Iron  Deficiency  Anemia  in  Children,”  Norton 
Ritz,  M.D.;  February  27,  Pelvic  Pain,  Pelvic 
Infection,  and  Pelvic  Mass,”  William  Pomer- 
ance,  M.D.;  March  6,  “Antibiotics  and  Infec- 
tious Diseases  in  Pediatrics,”  Jerry  Bloom,  M.D.; 
March  13,  “Menopause,”  Abraham  Rosenberg, 
M.D.;  March  20,  “Ear,  Nose,  and  Throat  Prob- 
lems in  Children,”  Stanley  Wein,  M.D.;  April 
3,  “Methods  for  Taking  Pap  Smears,”  Arnold 
Moltz,  M.D.;  April  10,  “Fluid  Problems  in  Pedi- 
atric Diarrhea,”  Oscar  Schwartz,  M.D.;  and 
April  17,  “Infertility,”  Norman  Ames  Posner, 
M.D. 

This  program  is  approved  for  thirty  hours  of 
credit  by  the  American  Academy  of  General 
Practice. 

For  further  information  contact  Mrs.  Shirley 
Lasky,  registrar,  Department  of  Pediatric  Serv- 
ices, Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn,  New  York  11219. 

Teaching  day  in  psychiatry 

The  Department  of  Postgraduate  Medicine, 
Albany  Medical  College,  is  sponsoring  a teaching 
day  on  “Youth  and  Our  Changing  Society,”  on 
October  30,  at  9:30  a.m.,  in  Huyck  Auditorium, 
Albany  Medical  College. 

The  topics  and  lecturers  are  as  follows:  “As- 

pects of  Adolescent  Personality  Development,” 
Harris  E.  Karowe,  M.D.,  Schenectady  County 
Child  Guidance  Center;  “Phases  of  Adolescent 
Personality  Development,”  James  M.  Bell, 
M.D.,  Berkshire  Home  for  Boys;  Kenneth  A. 
Handcock,  M.B.,  Albany  Medical  Center;  and 
Lenora  Sportsman,  M.D.,  Albany  County  Child 
Guidance  Center;  “Personality  Development, 
Behavior,  and  the  Campus  Scene,”  Dana  L. 
Farnsworth,  M.D.,  Harvard  University;  “Cam- 
pus Disorders  as  Seen  by  the  Administrator,” 

continued  on  page  2531 
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Iwbrtef  summary  of  prescribing  Information,  see  last  page  of  this  advertisement. 


Injectable 


brand  of  a ■ 

pentazocine 

/a*  Inrtatot 


(as  lactate) 


2 years  and 
100  million  injections 
after  the 
breakthrough 

a bulwark  against  pain 
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In  July,  1967, 

injectable  Talwm.  brand  of  pentazocine 
(as  lactate),  was  introduced  with  this 
unique  claim:  a breakthrough  in  the 
control  of  pain" 

based  on  extensive  clinical 
investigation 

in  over  12.000  patients  by  more  than 
1 50  investigators 
based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe 
pain  in  acute  and  chronic  disorders' 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperi- 
dine, but  is  not  subject  to  narcotic 
controls 


based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief 
of  pain  in  86%  of  medical  and  of 
surgical  patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I.M  — usually  within  15  to  20  minutes 
I V. —usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactions’  to  those  of  morphine 
and  meperidine 


□ Talwin— relatively  free  from  the 
severe  respiratory  depression,  con- 
stipation, or  urinary  retention  asso- 
ciated with  morphine 

□ Talwin— less  nausea,  vomiting  or 
diaphoresis  than  with  meperidine 

□ Talwin— well  tolerated  by  most 
patients  * 

based  on  a wide  range  of 
indications 

□ surgical . . . obstetrical  (labor) . . . 
medical . . . urologic 

based  on  extensive  clinical  and 
laboratory  findings 
Talwin  is  not  subject  to 
narcotic  controls 


In  January,  1968, 

injectable  Talwin,  brand  of 
pentazocine  ( as  lactate ),  voted 
. . the  biggest  contribution  to 
easing  the  course  of  illness,  from 
the  patient's  standpoint . , 

In  January,  1968,  an  unbiased  an- 
nual poll  of  physicians  named  Talwin 
"...  the  biggest  contribution  [for  the 
year  1967]  to  easing  the  course  of 
illness,  from  the  patient's  standpoint, 
even  though  not  prescribed  as 
primary  therapy."1 
Though  Talwin  had  been  available 
for  only  six  months,  it  was  favored  in 
this  category  over  all  drugs  intro- 
duced during  1967.  Of  850  physi- 
cians, 401  selected  Talwin.  The 
runner-up  received  less  than  a third 
as  many  votes  as  Talwin. 

And  Today 

Overwhelming  acceptance  of  Talwin 
has  been  expressed  by  the  medical 
profession  through  the  administra- 
tion of  100  million  injections  to  date 
since  its  introduction.' 

In  1969,  Talwin  continues  to  provide 
effective  control  of  moderate  to  severe 
pain  in  a wide  range  of  clinical 
disorders.* 

Injectable 

Talwin 

brand  of  ■ ■ 

pentazocine 

® (as  lactate) 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 


' 


References: 

1.  Based  on  total  number  of  parenteral 
Talwin  ampuls  and  vials  distributed,  di- 
vided by  30  mg.  doses:  data  in  the  files 
of  Winthrop  Laboratories. 

2.  “The  Gray  Sheet,"  M.  Res.  Digest,  vol. 
11,  no.  2,  Feb.  1968. 


•Talwin  should  not  be  used  for  patients  with 
increased  intracranial  pressure,  head  in- 
jury or  pathologic  brain  conditions  in  which 
clouding  of  senSorium  is  undesirable. 
tFor  details  on  adverse  reactions,  see  pre- 
scribing information,  following. 


See  next  page  lor  brief  summary  of  product  information. 


Injectable 

lalwin 

pentazocine 

™ (*5 lactate) 

a bulwark 
between  t|ie 

patient  and  his  pain 


Talwin  brand  of  pentazocine(as  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head  In- 
jury, or  Pathologic  Brain  Conditions  in  which  clouding  ol 
sensorium  is  undesirable.  Talwin  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could  be  misleading. 
Warnings:  Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been  established. 
Animal  reproduction  studies  have  not  demonstrated  terato- 
genic or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards.  Patients  receiving  Talwin 
during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Drug  Dependence.  Patients  with  a history  of  drug  abuse 
should  be  under  close  supervision.  There  have  been  instances 
of  psychological  and  physical  dependence  on  Talwin  in  pa- 
tients with  such  a history  and,  rarely,  in  patients  without  such 
a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  In  symptoms  such  as  ab- 
dominal cramps,  elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when  these  occurred, 
discontinuance  has  been  accomplished  with  minimal  diffi- 
culty. In  the  rare  patient  in  whom  more  than  minor  difficulty 
has  been  encountered,  reinstitution  of  parenteral  Talwin  with 
gradual  withdrawal  has  ameliorated  the  patient  s symptoms. 
Substituting  methadone  or  other  narcotics  for  Talwin  in  the 
treatment  of  the  Talwin  abstinence  syndrome  should  be 
avoided. 

In  prescribing  parenteral  Talwin  for  chronic  use,  particularly 
if  the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  avoid  Increases  in  dose  and  frequency  of 
injection  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of  Talwin  is  pref- 
erable for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic 
doses  of  Talwin  have  experienced,  in  rare  instances,  hallu- 
cinations (usually  visual),  disorientation,  and  confusion  which 
have  cleared  spontaneously  within  a period  of  hours  The 
mechanism  of  this  reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs  checked.  If  the  drug 
is  reinstituted  it  should  be  done  with  caution  since  the  acute 
CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  The  possibility 
that  Talwin  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and  in  low  dosage 
to  patients  with  respiratory  depression  (e.g.,  from  other 
medication,  uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  Indicated  that  Talwin  causes  or  increases  renal 
or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater  side  effects  (e  g , 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from 
the  usual  clinical  dose,  and  may  be  the  result  of  decreased 
metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be 
used  with  caution  in  patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the 
effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be 
used  with  caution  in  patients  about  to  undergo  surgery  of  the 
biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antag- 
onist, Some  patients  previously  receiving  narcotics  have  ex- 


perienced mild  withdrawal  symptoms  after  receiving  Talwin. 
CNS  Ellect.  Caution  should  be  used  when  Talwin  is  admin- 
istered to  patients  prone  to  seizures;  seizures  have  occurred 
in  a few  such  patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has  been  estab- 
lished. 

Adverse  Reactions:  The  most  commonly  occurring  reactions 
are:  nausea,  vertigo  (dizziness  or  lightheadedness),  vomiting, 
euphoria. 

Infrequently  occurring  reactions  are  — respiratory:  respiratory 
depression,  dyspnea,  transient  apnea  in  a small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock,  hypertension; 
CNS  eltects:  sedation,  alteration  of  mood  (nervousness,  ap- 
prehension, depression,  floating  feeling),  dreams;  gastroin- 
testinal: constipation,  dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
plethora,  dermatitis  including  pruritus;  other:  urinary  reten- 
tion, headache,  paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuromuscular  and  psy- 
chiatric: muscle  tremor,  insomnia,  disorientation,  hallucina- 
tions; gastrointestinal:  taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  diplopia,  miosis; 
other:  tachycardia,  nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face 
See  Acute  CNS  Manifestations  and  Drug  Dependence  under 
WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  The  recommended  single  parenteral  dose  Is  30  mg.  by 
intramuscular,  subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess  of  30  mg. 
intravenously  or  60  mg.  Intramuscularly  or  subcutaneously  are 
not  recommended.  Total  daily  dosage  should  not  exceed  360 
mg.  As  with  most  parenteral  drugs,  when  frequent  daily  injec- 
tions are  needed  over  a prolonged  period,  intramuscular 
administration  is  preferable  to  subcutaneous.  In  addition, 
constant  rotation  of  injection  sites  (e  g , the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects  of  the  thighs, 
and  the  deltoid  areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg  dose  has 
been  most  commonly  administered.  An  intravenous  20  mg. 
dose  has  given  adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this  dose  may  be 
given  two  or  three  times  at  two-  to  three-hour  intervals  as 
needed. 

Children  Under  12  Years  ol  Age.  Since  clinical  experience  in 
children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recommended. 

CAUTION  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 
Treatment  ol  Overdosage  or  Respiratory  Depression.  Means 
of  maintaining  proper  oxygenation  should  be  available  in 
case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The 
usual  narcotic  antagonists,  such  as  nalorphine,  are  not  effec- 
tive respiratory  stimulants  for  depression  due  to  Talwin. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  ol  1 ml.  (30  mg.),  V/2  ml.  (45  mg  ),  and 
2 ml.  (60  mg.),  each  1 ml.  containing  Talwin  (brand  of  pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg. 
sodium  chloride,  in  water  for  injection.  Boxes  of  10,  25, 
and  100. 

Multiple  dose  vials  ol  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg.  base, 
2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water  for  injection. 
Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with 
lactic  acid  and  sodium  hydroxide. 

lA/znf/jrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Calvin  H.  Plimpton,  M.D.,  Amherst  College; 
and  “Drug  Abuse,  State  and  Nationwide,” 
Henry  Brill,  M.D.,  Pilgrim  State  Hospital. 

Tuition  is  $20.  Although  registration  is 
limited  to  135  persons,  advance  registration  is 
not  required. 

For  further  information  contact:  Depart- 

ment of  Postgraduate  Medicine,  Albany  Med- 
ical College,  47  New  Scotland  Avenue,  Albany, 
New  York  12208. 

Society  for  scientific  study  of  sex  to  meet 

The  Society  for  the  Scientific  Study  of  Sex 
will  hold  its  twelfth  annual  conference  on  Octo- 
ber 31  and  November  1 at  the  Barbizon  Plaza 
Hotel.  The  program  includes  afternoon  and 
evening  lectures  on  “Sex  and  the  Movies”  and 
“Group  Sexual  Activities.”  Also  workshops  on 
the  use  of  hypnosis  and  sensitivity  training  in 
relationship  to  sexual  disorders  will  be  conduc- 
ted. 

Evaluation  of  disability 
topic  of  symposium 

On  November  5,  at  10:45  a.m.,  the  National 
Association  of  Disability  Examiners,  Inc.,  a pro- 
fessional subdivision  of  the  National  Rehabilita- 
tion Association,  will  sponsor  a symposium  on 
“The  Treating  Physician  and  the  Social  Security 
Disability  Program  -Creative  Partnership,” 
Guest  speaker  will  be  Walter  C.  Bornemeier, 
M.D.,  president-elect  of  the  American  Medical 
Association,  with  Morris  E.  Greenberg,  M.D., 
review  physician;  Mrs.  Tilly  D.  Cole,  vocational 
consultant;  and  Edward  Gartner,  social  security 
disability  examiner.  New  York  State  Bureau  of 
Disability  Determinations. 

For  further  information  contact:  Sidney 

Houben,  director,  New  York  State  Bureau  of 
Disability  Determinations,  110  William  Street, 
New  York.  New  York  10038. 

Adipose  tissue  metabolism 
topic  of  lecture 

Jay  Tepperman,  M.D.,  professor  of  experi- 
mental medicine.  State  University  of  New  York 
Upstate  Medical  Center,  will  lecture  on  “Func- 
tional Interrelations  of  Adipose  Tissue  and 
Liver”  on  November  12,  at  4:00  p.m.,  in  the 
sixth  floor  lecture  hall.  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York. 

This  is  the  second  lecture  of  a series  on  bio- 
chemistry sponsored  by  the  Department  of  Bio- 
chemistry, Downstate  Medical  Center. 

Course  on  clinical  electrodiagnosis 
of  neuromuscular  diseases 

Department  of  Rehabilitation  Medicine,  New 
York  University  Medical  Center,  is  offering  a 


course  on  Clinical  Electrodiagnosis  of  Neuro- 
muscular Diseases,  to  be  held  on  November  12 
through  14,  at  the  Institute  of  Rehabilitation 
Medicine  Research  Pavilion,  New  York  Univer- 
sity Medical  Center,  400  East  34th  Street,  New 
York  City 

This  course  is  designed  to  present  the  basic 
priniciples  underlying  electromyography  and 
nerve  stimulation  studies  to  the  physician  plan- 
ning to  specialize  in  clinical  neurophysiology  as 
well  as  to  the  allied  group  of  physicians  who  rely 
on  the  results  as  an  aid  in  diagnosis,  such  as 
neurologist,  neurosurgeon,  orthopedists,  physi- 
atrists,  and  others.  The  curriculum  will  in- 
clude the  following: 

November  11  through  13  Basic  Aspects: 
Neuromuscular  Physiology  and  Pathology; 
Basic  Requirements  of  Instrumentation  Systems 
Detecting  and  Recording  of  Bioelectric  Poten- 
tials; and  The  Study  of  Evoked  Muscle  and 
Nerve  Action  Potential  in  Response  to  Stimu- 
lation of  Peripheral  Motor  and/or  Sensory 
Nerves. 

November  14  Advanced  Technics:  Aver- 

aging of  Low  Level  Signals,  Frequency  Analysis, 
Signal  Integration,  and  M ultielectrode  Studies. 

Registration  is  limited;  tuition  fee  is  $150 
payable  when  submitting  application  to  New 
York  University  Medical  Center. 

For  further  information  and  registration  write 
to:  Joseph  Goodgold,  M.D.,  Institute  of  Re- 

habilitation Medicine  RR221,  400  East  34th 
Street,  New  York,  New  York  100016. 


Symposium  on  gynecologic  oncology 

A symposium  on  Gynecologic  Oncology,  spon- 
sored by  the  New  Yoi'k  City  Division  of  the 
American  Cancer  Society,  the  American  College 
of  Obstetricians  and  Gynecologists,  and  the  Ob- 
stetrical and  Gynecological  Society  together 
with  the  Department  of  Obstetrics  and  Gyne- 
cology, New  York  Medical  College,  is  to  be  held 
on  November  14  and  15,  at  the  New  York  Med- 
ical College. 

The  following  lecturers  will  discuss  the  epi- 
demiology, diagnosis,  and  therapy,  including 
radiation,  surgery,  and  chemotherapy  of  cancer 
of  the  female  genital  organs:  Hugh  Barber, 

M.D.,  Lenox  Hill  Hospital  and  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases;  Saul  Gus- 
berg,  M.D.,  Mount  Sinai  Hospital  School  of 
Medicine;  Charles  Hammond,  M.D.,  Duke 
University;  Myroslaw  M.  Hreshchyshyn, 
M.D.,  Roswell  Park  Institute;  Equinn  W.  Mun- 
nell,  M.D.,  Columbia  University  College  of  Phy- 
sicians and  Surgeons;  James  Nelson,  Jr.,  M.D., 
State  University  of  New  York  Downstate  Med- 
ical Center;  Ben  M.  Peckham,  M.D.,  Univer- 
sity of  Wisconsin  Medical  School;  Gray 
Twombly,  M.D.,  New  York  University  School 
of  Medicine;  Willet  F.  Whitmore,  M.D., 
Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases; and  Sanford  Sail,  M.D.,  Martin  L. 
Stone,  M.D.,  and  Alexander  Sedlis,  M.D.,  of 
New  York  Medical  College. 
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Enrollment  is  limited  to  300  participants. 
There  is  no  registration  fee. 

For  further  information  and  registration  write 
to:  Sanford  Sail,  M.D.,  director,  gynecologic 

malignancy  service,  New  York  Medical  College, 
1249  Fifth  Avenue,  New  York  10029. 

Correlative  neuroradiology 
topic  of  postgraduate  course 

New  York  University  Post-Graduate  Medical 
School  wall  offer  a five-day  course  in  Correlative 
Neuroradiology  on  November  17  through  21, 
under  the  direction  of  Norman  E.  Chase,  M.D., 
professor  and  chairman,  and  Irvin  I.  Kricheff, 
M.D.,  associate  professor,  Department  of  Radi- 
ology. 

The  curriculum,  with  clinical  and  pathological 
correlation,  will  include  the  following:  compre- 

hensive coverage  of  skull  and  spine;  cerebral 
angiography;  pneumoencephalography  and 
ventriculography;  studies  of  the  spinal  cord  by 
myelography  and  angiography;  brain  scanning 
and  other  isotope  studies;  and  technical  aspects 
and  special  technics. 

Tuition  fee  is  $150  payable  in  advance  when 
submitting  application.  Residents  and  fellows 
in  approved  training  programs  wall  be  eligible  for 
a $75  fee.  For  applications  and  a detailed  bro- 
chure of  the  course  write  to:  Office  of  the  Re- 

corder, New  York  University  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York, 
New  York  10016. 


“.  . .And  now , a word  for  you  cold  sufferers.  . . . 
Ge8undheit!” 


Synthraid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison’s  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient's  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1-1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.-of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of*Jtj$^ium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (s6dium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES  INC 

Morton  Grove,  Illinois  60053 
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ar  watsan  _ . 

exposes  a double  agen: 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we’re  looking  for  is  a single 
entity.  1 thought  we  were  dealing  with  several  others — 
even  twins.  But  now — I'd  say  we’ve  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  w hole  cypher  is  SYNTHROID  (sodium 
levothyroxine)”  . . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  (juarry.” 

(Watson  continues):  “A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T4  as  you  call  it.  T4  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there's  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4.  SYNTHROID.  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the 
physician , too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 





Indication— Oral  contraception. 

Contraindications  —Thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history 
of  these  conditions,  markedly  impaired  liver  (unction, 
known  or  suspected  carcinoma  of  the  breast,  known 
or  suspected  estrogen-dependent  neoplasia,  undiag- 
nosed abnormal  genital  bleeding. 

Warnings  — Watch  tor  the  earliest  manifestations  ol 
thrombotic  disorders  (thrombophlebitis,  cerebrovas- 
cular disorders,  pulmonary  embolism,  retinal  throm- 
bosis); if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  1968  estimate 
there  is  a seven-  to  tenfold  increase  in  mortality  and 
morbidity  due  to  thromboembolic  diseases  in  women 
taking  oral  contraceptives.  In  these  controlled  retro- 
spective studies,  involving  36  reported  deaths  and  58 
hospitalizations  due  to  "idiopathic"  thromboem- 
bolism, statistical  evaluation  indicated  that  the  dif- 
ferences observed  between  users  and  non-users  were 
highly  significant.  The  conclusions  reached  in  the 
studies  are  summarized  in  the  table  below: 
Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and 
Non-Users  of  Oral  Contraceptives  in  Britain 
Category  Mortality  Hospitalization 

Rates  Rates 

(Morbidity) 

Age  20-34  Age  35-44  Age  20-44 

Users  of  Oral 

Contraceptives  1.5/100,000  3.9/100,000  47/100,000 
Non-Users  0.2/100,000  0.5/100,000  5/100,000 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of 
spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision,  or 
sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vas- 
cular lesions  are  found. 

Since  the  safety  of  Enovid-E  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  preg- 
nancy be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  con- 
traceptive regimen.  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  con- 
traceptives has  been  identified  in  the  milk  of  mothers 
receiving  these  drugs.  The  long-range  effect  to  the 
nursing  infant  cannot  be  determined  at  this  time. 
Precautions  — Pretreatment  physical  examination 
should  include  special  reference  to  the  breasts  and 
pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  Enovid-E.  Therefore,  it  is  recommended 
that  such  tests  if  abnormal  be  repeated  after  the  drug 
has  been  withdrawn  lor  two  months. 

Pre-existing  uterine  librornyomas  may  inciease  in 
size  under  the  influence  of  progeslogen-estiogen 
preparations. 


Because  these  agents  may  cause  some  degree  o 
fluid  retention,  conditions  which  might  be  influences 
by  this  factor,  such  as  epilepsy,  migraine,  asthma 
cardiac  or  renal  dysfunction,  require  careful  obser 
vation. 


In  breakthrough  bleeding,  and  all  irregular  vagina 
bleeding,  consider  nonfunctional  causes.  Adequati 
diagnostic  measures  are  indicated  in  undiagnosec 
vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psych ii 
depression  and  discontinue  the  drug  if  severe  de 
pression  recurs. 


Any  possible  influence  of  prolonged  Enovid-ll 
therapy  on  pituitary,  ovarian,  adrenal,  hepatic  o I 
uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  . 
significant  percentage  of  patients  on  oral  contracep 
lives.  The  mechanism  of  this  decrease  is  obscure.  Fo  1 1 ivi 
this  reason,  diabetic  patients  should  be  observed1  1 
carefully  while  receiving  Enovid-E. 


Because  of  the  effects  of  estrogens  on  epiphyseal 
closure  Enovid-E  should  be  used  judiciously  in  youn  I 
patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolut 
limiting  factor  although  Enovid-E  therapy  may  mas  , 
the  onset  of  the  climacteric. 


The  pathologist  should  be  informed  of  Enovid- 
therapy  when  relevant  specimens  are  submitted. 
Adverse  Reactions  — A statistically  significant  asso  I 
ciation  has  been  shown  between  use  of  oral  contra] 
ceptlves  and  the  following  serious  adverse  reactions  I 
Ihrombophlehitis,  pulmonary  embolism. 


Just  what 

the  doctor 
ordered 


ind  spaced  just  right  in  the  family  plan  ...  worked  out  years  before 
>y  the  physician  and  the  baby’s  parents.  With  the  Enovid-E  record 
>f  dependability  (more  than  4 million  woman-years  of  actual  use), 
this  kind  of  planning  becomes  possible. 
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Although  available  evidence  is  suggestive  of  an 
:>  issociation,  such  a relationship  has  been  neither 
■ onfirmed  nor  refuted  for  the  following  serious  ad- 
’ erse  reactions:  cerebrovascular  accidents,  neuro- 
<cular  lesions,  e.g.,  retinal  thrombosis  and  optic 
reuritis. 

The  following  adverse  reactions  are  known  to  occur 
: n patients  receiving  oral  contraceptives:  nausea, 
omiting,  gastrointestinal  symptoms  (such  as  ab- 
lominal  cramps  and  bloating),  breakthrough  bleed- 
ng,  spotting,  change  in  menstrual  flow,  amenorrhea 
-luring  and  after  treatment,  edema,  chloasma  or 
nelasma,  breast  changes  (tenderness,  enlargement, 
ecretion),  change  in  weight,  changes  in  cervical 


erosion  and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  post  partum,  choles- 
tatic jaundice,  migraine,  allergic  rash,  rise  in  blood 
pressure  in  susceptible  individuals,  mental  depres- 
sion. 

Although  the  following  adverse  reactions  have 
been  reported  in  users  of  oral  contraceptives,  an 
association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syn- 
drome, changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair, 
erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 


The  following  laboratory  results  may  be  altered  by 
oral  contraceptives:  hepatic  function;  increased  sul- 
fobromophthalein  and  other  tests;  coagulation  tests: 
increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine,  and  decrease  in  T3  up- 
take values;  metyrapone  test;  pregnanedial  deter- 
mination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M. 
P.,  and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27) 
1968. 

Before  prescribing  see  complete  prescribing  infor- 
mation. 


makes  planning  life  a little  easier. 


G.  D.  Searle  & Co. 

P.O.  Box  5110,  Chicago.  Illinois  60680 


Enovid-E 

norethynodrel  2.5  mg.,  mestranol  0.1  mg. 


Medical  Schools 


Downstate  Medical  Center 

Class  of  ‘69.  There  were  182  M.D.  degrees 
conferred  at  the  commencement  ceremonies 
held  on  June  5 and  two  combined  M.D.- 
Ph.D.  degrees. 

Grants.  A total  of  $1,670,103  was  received 
during  May,  1969,  for  41  research  and  training 
grants.  The  awards  provided  for  seven  new 
studies,  23  renewals,  and  11  supplements. 

Faculty  notes.  Stanley  M.  Aronson,  M.D., 
professor  of  pathology,  has  been  elected  to  the 
Interdisciplinary  Committee  on  Cerebral  Death 
of  the  United  States  Public  Health  Service. 
Benjamin  Kissin,  M.D.,  professor  of  psychia- 
try, has  been  appointed  to  the  Committee  on 
Alcoholism  and  Drug  Abuse  of  the  Medical 
Society  of  the  State  of  New  York  and  the  Com- 
mittee on  Alcoholism  of  the  Medical  Society 
of  the  County  of  Kings.  Charles  M.  Plotz, 
M.D.,  professor  of  medicine,  has  been  appointed 
cochairman  of  the  Liaison  Committee  on 
Academic  Membership,  chairman  of  the  Com- 
mittee on  Continuing  Education,  and  member  of 
the  Executive  Committee  and  of  the  Ad  Hoc 
Committee  on  Academic  Internists  of  the  New 
York  State  Society  of  Internal  Medicine,  mem- 
ber of  the  advisory  Committee,  Section  on 
Medicine  of  the  New  York  Academy  of  Medi- 
cine, and  member  of  the  Allied  Health  Profes- 
sion Section  of  the  Arthritis  Foundation. 

Recent  faculty  appointments  and  promo- 
tions. Recent  faculty  appointments  are: 
Vijayalakshmi  U.  Patil,  M.B.,  B.S.,  instructor 
in  anesthesiology;  and  Heinz  F.  Eichenwald, 
M.D.,  as  visiting  professor  in  pediatrics.  Pro- 
motion announced  recently  is  Coleman  H. 
Rosenberg,  M.D.,  as  clinical  assistant  professor 
in  radiology. 

New  courses.  Three  new  interdisciplinary 


courses  for  hospital  staff  and  students  in  med- 
icine and  health  related  professions  have  been 
developed  by  the  Clinical  Social  Work  Unit  of 
State  University  Hospital.  The  courses  on 
“Introduction  to  Patient  Care”  and  “Inter- 
viewing Technics”  will  use  role  play  as  a teach- 
ing technic.  In  “Family  Medicine,”  teams  con- 
sisting of  1 each  from  the  first-,  second-,  third-, 
and  fourth-year  medical  school  classes  and  1 
graduate  social  work  student,  under  the  guid- 
ance of  course  preceptors,  will  be  responsible 
for  the  care  of  1 family  in  all  aspects  of  physical 
and  emotional  health. 

State  University  of  New  York  at  Buffalo 

Recent  appointments.  Gustavo  Cudkowicz, 
M.D.,  principal  cancer  research  investigator, 
Roswell  Park  Memorial  Institute,  joined  the 
School’s  faculty  on  April  1 as  professor  of 
pathology  and  microbiology.  James  P.  Nolan, 
M.D.,  has  been  appointed  professor  of  medicine 
and  chief  of  the  School.  James  C.  Allen,  M.D., 
joined  the  Department  of  Medicine  as  associate 
professor  of  medicine  and  as  an  attending 
physician  at  the  Edward  J.  Meyer  Memorial 
Hospital  on  August  1. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Appointed.  Paul  N.  Yu,  M.D.,  has  been 
appointed  the  Sarah  McCort  Ward  Professor 
of  Medicine  (Cardiology).  This  is  a new  pro- 
fessorship named  for  the  late  Mrs.  Ward  in 
recognition  of  her  contributions  to  research 
and  teaching  in  cardiology  at  the  University  of 
Rochester,  through  the  Genesee  Valley  Heart 
Association.  Louis  A.  Goldstein,  M.D.,  for- 
merly clinical  professor  of  orthopedic  surgery, 
has  been  appointed  professor  and  chairman, 
Division  of  Orthopedic  Surgery. 


i 
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GREAT  AMERICANS 
WHO  WERE 

DUIIUKS... 


Rufus  Henry  Gilbert 

(1832-1885) 

A s a Civil  War  surgeon  with  the  Union 
forces,  Dr.  Gilbert  rose  to  the  rank 
of  Medical  Director  of  the  Fourteenth 
Army  Corps.  A business  career 
consumed  his  attention  after  the  war 
and  he  became  a driving  force  in 
the  building  of  New  York's  Sixth 
Avenue  Elevated  Railway. 


WE  AT  GHI  live  in  a City  from  which  the  Sixth  Avenue  El  is  no  more  than  a 
memory.  Present-day  New  York  is  a City  where  approximately  one  out  of  ten 
people  is  a GHI  subscriber.  And,  gradually,  other  sections  of  the  State 
are  beginning  to  feel  GHI’s  impact. 

We  urge  you  to  become  either  a GHI  Participating  Family  Doctor  or  a 
Participating  Physician  because  it  is  something  worth  doing. 

GHI's  kind  of  health  insurance  is  based  on  free  choice  of  doctor,  fee  for 
service,  a variety  of  plans  including  some  with  a wide  scope  of  benefits,  and 
allowances  commensurate  with  what  is  acceptable  to  the  great  majority 
of  practicing  physicians.  Your  participation  will  help  to  perpetuate  the  best 
kind  of  health  insurance  that  has  been  devised. 

Join  the  over  10,000  doctors  who  now  participate  in  GHI’s  Plans.  Write  to  us 
today  for  more  information  about  why  and  how  you  should  participate  in  GHI. 
Do  it  now  - while  you’re  thinking  about  it! 


Group  Health  Insurance,  Inc./ 227  West  40th  Street,  New  York,  N.Y.  10018 /Phone:  564-8900 


PremarinVaginal  Cream 

BRAND  OF  , 

CONJUGATED  ESTROGENS  (equine^ 


It  ’s  never 
too  late 

It’s  never  too  late  to  help  revitalize  friable  vagi- 
nal tissue  with  natural  estrogens  in  topical  form. 
By  effectively  restoring  tissue  estrogens  at  the 
local  level,  PREMAR1N  (conjugated  estrogens— 
equine)  Vaginal  Cream  can  help  rebuild  the  vagi- 
nal mucosa,  reverse  atrophic  lesions,  and  restore 
the  texture  and  vascularity  to  a healthier,  more 
normal  state.  Just  one  daily  application  (2  to  4 
Gm.)  of  PREMARIN  (conjugated  estrogens  — 
equine)  Vaginal  Cream,  topically  or  inserted 
nightly,  will  usually  bring  about  a specific  re- 
sponse, accompanied  by  symptomatic  relief,  early 
in  therapy. 

When  applied  before  and  after  vaginal  surgery 
during  the  postmenopause  (usually  for  10  days 
pre-  and  postoperatively),  the  local  tissue-build- 
ing action  of  PREMARIN  (conjugated  estrogens 
—equine)  Vaginal  Cream  as  a supportive  measure 
also  helps  promote  healing,  increase  resistance 
to  infection,  and  facilitate  recovery. 

PREMARIN  (conjugated  estrogens— equine)  Vaginal  Cream 
—Each  gram  contains  0.625  mg.  of  estrogens  in  their  natu- 
rally occurring,  water-soluble  conjugated  form,  in  a non- 
liquefying base.  (Also  contains  spermaceti,  cetyl  alcohol, 
white  wax,  glyceryl  monostearate,  propylene  glycol  mono- 
stearate,  methyl  stearate,  phenylmercuric  acetate,  sodium 
lauryl  sulfate,  glycerin,  liquid  petrolatum,  and  certified  color.) 

Also  Available:  PREMARIN  H-C  Vaginal  Cream  (Provides 
the  additional  benefits  of  antipruritic,  anti-inflammatory  ac- 
tion, for  more  rapid  symptomatic  relief  — useful  in  initial 
stages  of  therapy  and  in  vulvovaginitis.)  Each  gram  contains 
0.625  mg.  conjugated  estrogens  — equine  (Premarin),  with 
1.0  mg.  hydrocortisone  (present  as  acetate),  in  a non- 
liquefying base.  (Also  contains  citric  acid,  sodium  citrate, 
glycerin,  spermaceti,  cetyl  alcohol,  white  wax,  glyceryl  mono- 
stearate,  propylene  glycol  monostearate,  methyl  stearate, 
phenylmercuric  acetate,  sodium  lauryl  sulfate,  liquid  petro- 
latum, and  certified  color.) 

Caution:  Use  of  either  preparation  in  atrophic  lesions  of  the 
vulva  does  not  preclude  the  necessity  for  careful  diagnostic 
measures  to  eliminate  the  possibility  of  neoplasia. 

Side  Effects:  In  use  of  either  preparation,  hyperestrogenic 
effects,  such  as  withdrawal  bleeding  or  breast  tenderness, 
are  rare  occurrences  and  indicate  overdosage.  Vaginal  dis- 
charge, due  to  mucus  hypersecretion,  may  also  be  noted. 
When  PREMARIN  H-C  Vaginal  Cream  is  used  in  the  con- 
centrations recommended,  absorption  of  hydrocortisone  is 
negligible,  and  therefore  systemic  side  effects  may  not  be 
expected  to  occur. 

Premarin'Vaginal  Cream 

(CONJUGATED  ESTROGENS -equine) 

the  most  frequently  prescribed 
topical  preparation  in  senile  vaginitis 

□AYERST  LABORATORIES 

New  York,  N.Y.  10017  • Montreal,  Canada  s#70 


Books  Received 


The  following  books  were  received  during  the 
month  of  July,  1969.* 

Atlas  of  Radical  Pelvic  Surgery.  By  James 
H.  Nelson,  Jr.,  M.D.  Quarto  of  255  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1969.  Cloth,  $22.50. 

Atlas  of  Nuclear  Medicine.  Volume  1 — 
Brain.  By  Frank  H.  DeLand,  M.D.,  and 
Henry  N.  Wagner,  Jr.,  M.D.  Quarto  of  217 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1969.  Cloth,  $18. 

Management  of  the  Injured  Patient.  Ed- 
ited by  William  S.  Blakemore,  M.D.,  and 
William  T.  Fitts,  Jr.,  M.D.  Quarto  of  370 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1969. 
Cloth,  $14.50. 

Basic  Clinical  Parasitology.  By  Harold  W. 
Brown,  M.D.  Third  edition.  Quarto  of  345 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1969.  Cloth,  $9.50. 

An  Introduction  to  Child  Psychiatry.  By 

Stella  Chess,  M.D.  Second  edition.  Octavo 
of  263  pages.  New  York,  Grune  & Stratton, 
1969.  Cloth,  $6.75. 

Teaching  Psychotherapy  of  Psychotic  Pa- 
tients. By  Elvin  V.  Semrad,  M.D.  Edited 
by  David  Van  Buskirk,  M.D.  Octavo  of  122 
pages.  New  York,  Grune  & Stratton,  1969. 
Cloth,  $5.75. 

The  Role  of  Learning  in  Psychotherapy. 
A Ciba  Foundation  Symposium.  Edited 
by  Ruth  Porter.  Octavo  of  340  pages,  illus- 
trated. Boston,  Little,  Brown  and  Company, 
1968.  Boards,  $12. 

Ciba  Foundation  Study  Group  No.  33. 
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Editorials 


Loss  of  an  associate 


The  Journal  sustained  a severe  loss  in 
the  death  on  August  25th  of  Herbert  Con- 
way, M.D.,  a distinguished  member  of  its 
Associate  Editorial  Board. 

Dr.  Conway  was  clinical  professor  of 
surgery  at  Cornell  University  Medical  Col- 
lege and  director  of  the  Plastic  Surgery 
Department  of  The  New  York  Hospital- 
Cornell  Medical  Center. 

Born  in  1904,  Dr.  Conway  received  his 
medical  education  at  the  University  of 
Cincinnati  and  graduated  there  in  1929. 


He  served  with  the  Army  in  World  War  II 
as  plastic  surgery  consultant  for  the  entire 
southwestern  Pacific  area  and  received  the 
Bronze  Star  Medal. 

Dr.  Conway  edited  the  Transplantation 
journal  and  was  the  author  of  three  text- 
books. His  advice  to  us  on  matters  in  his 
field  was  invaluable.  He  understood  the 
true  worth  of  a scientific  article  and  enjoyed 
passing  on  this  skill  to  authors. 

We  will  sorely  miss  his  clear  mind  and 
bounding  energy. 


Evolution  of  medical  service  plans* 


The  clinical  environment  for  learning 
conducted  in  the  Oslerian  tradition  at  the 
bedside  or  in  the  clinic  requires  the  delivery 
of  professional  services  as  an  essential  in- 
gredient. Historically,  the  delivery  of 
such  health  services  was  to  indigent  per- 
sons, and  the  costs  were  absorbed  by  in- 
stitutional or  charitable  sources,  or  by  in- 
come generated  from  private  paying  pa- 
tients. Modern  health  care  systems  are 
rapidly  eliminating  medical  indigency. 
Professional  services  have  value  for  which 
payment  should  be  available  regardless  of 
the  context  in  which  the  service  is  delivered. 

The  question  of  control,  self-regulation, 
and  management  of  the  activities  of  faculty 
in  generating  income  without  compromising 
major  educational  objectives  of  the  institu- 

*  datagrams , vol.  10,  no.  11,  May,  1969. 


tion  is  the  stimulus  for  the  evolution  of  in- 
creasing number  of  medical  service  plans. 
While  some  plans  have  been  in  existence 
for  many  years,  the  majority  are  of  recent 
origin,  and  many  of  the  older  plans  are 
themselves  undergoing  revision. 

Two  kinds  of  arrangements  are  in  effect: 
1.  the  clinical  faculty  is  organized  in  a 
group  practice  or  federation  of  group  prac- 
tices. 2.  The  clinical  faculty  accept  ap- 
pointments on  restricted  practice  plans 
known  as  “geographic  full-time”  positions. 
In  either  case,  these  physicians  spend  the 
major  portion  of  their  time  in  the  teaching 
center  and  devote  some  of  their  time  to 
private  medical  practice.  Of  the  schools 
reporting  in  the  1968  to  1969  salary  survey 
conducted  by  the  Association  of  American 
Medical  Colleges,  68  have  medical  service 
plans.  Of  these,  36  have  geographic  full- 
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TABLE  I.  Private  practice  income  and  time  arrangements  for  geographic  full-time  faculty 


Number  of 


Type  of  Arrangement  Schools 


1.  Private  practice  income  limited  to  a percentage  of  annual  base  salary  11 

2.  Private  practice  annual  income  limited  to  a maximum  dollar  amount  1 

3.  Total  professional  annual  income  limited  to  a maximum  dollar  amount  7 

4.  Amount  of  time  devoted  to  private  practice  is  limited  13 

5.  Combination  of  arrangements  1 to  4 4 

6.  Not  classifiable,  description  inadequate  26 

Total  schools  with  regulated  private  practice  arrangements  62 

Schools  reporting  no  limitations  on  time  or  income  6 

Total  schools  with  medical  services  plans  68 

Schools  not  reporting  existence  of  private  practice  arrangements  21 

Total  Schools  89 


TABLE  II.  Income  regulation 


Private  Practice  Income  Regulation* 

— ■ — Percentage  of 

Annual  Base  Salary  - — Annual  Maximum  Income — 

Number  of  Number  of 

Per  Cent  Regulations  Dollars  Regulations 


0-25 
26-50 
51-75 
76-100 
101  and  over 


Under  5,000 
6,000-10,000 
11,000-15,000 
No  limit 


2 

3 

18 


Total  regulations  18 
Median  percentage  75 


Total  regulations  23 
Median  income  No  limit 


Total  Professional  Income 
Regulation 

- — Annual  Maximum  Income — . 

Number  of 
Dollars  Regulations 

Under  20,000  3 

21.000- 25,000  6 

26.000- 30,000  10 

31.000- 35,000  7 

36.000- 40,000  9 

41 , 000  and  over  6 

No  limit  1 

Total  regulations  42 
Median  income  $31,500 


* A school  may  have  more  than  one  regulation. 


time  arrangements.  Table  I outlines  the 
various  regulations  of  private  practice 
which  were  reported.  Eleven  schools  limit 
the  private  practice  income  of  geographic 
full-time  faculty  to  a percentage  of  their 
annual  base  salary.  One  limits  the  amount 
of  earnings  from  private  practice  to  a maxi- 
mum number  of  dollars  per  year.  Seven 
others  place  a limit  on  the  amount  of  total 
annual  professional  income  (salary  plus 
patient  fees). 

Table  II  presents  tabulations  of  the 
percentage  and  dollar  limitations  placed  on 
private  practice  and  total  professional  in- 
come. In  some  schools,  faculty  rank  de- 
termines the  amount  of  earnings  from  pri- 
vate practice.  Limitations  on  income  from 
patient  fees  ranged  from  0 to  150  per  cent 
of  annual  base  salary  or  to  a maximum  of 
$15,000  per  year.  Total  professional  in- 
come limitations  ranged  from  $17,000  to 
$51,000  with  a median  income  of  $31,000. 


In  the  schools  which  limit  total  income, 
each  faculty  rank  has  its  own  maximum 
earning  level. 

Eighteen  schools  do  not  place  any  limita- 
tions on  private  practice  income.  How- 
ever, 11  of  these  do  limit  the  amount  of 
time  a faculty  member  can  devote  to  pri- 
vate practice.  The  net  effect  of  limiting 
time  is  to  limit  earnings. 

Six  schools  report  no  limitations  on  time 
or  income. 

Generally,  income  from  professional  earn- 
ings is  distributed  in  one  of  two  ways.  The 
earnings  are  paid  into  a common  fund  from 
which  salaries  are  paid  as  are  other  basic 
operating  expenses  or  the  faculty  member 
may  receive  the  income  directly.  Income 
generated  by  clinical  faculty  to  offset 
operating  expenses  has  doubled  since  1959. 
Its  growing  importance  has  been  discussed 
in  an  earlier  Datagram. 
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It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 


You  might  also  say  that  all  interns  aren't 
alike,  either. 
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DECLOSTATIN  300 


Demethylehiorte Irieydine  HC1  300  mg 
and  Nyslaliiy  500,000  units 
CAPSULE-SHAPED  TABLETS  Udcrle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracyeline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness : Because  its  antibacterial  component 
is  D E C L O M Y C I N®  Demethylchlortetracyeline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline  or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum,  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  i 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous  I 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been  I 
reported.  Photosensitivity;  onycholysis  and  discoloration  I 
of  the'nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — ' 
dental  staining  (yellow-brown)  in  children  of  mothers  I 
given  this  th  ug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracyeline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans.  j 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  | 
b.i.d.  Should  he  given  1 hour  before  or  2 hours  aftei 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  Hairy  products.  Treatment  of  streptococcal  infec 
lions  should  continue  for  10  days,  even  though  symptom* 
have  subsided.  I 

LEDERLE  LABORATORIES,  A Division  of  Americar  ' 
Cyanamid  Company,  Pearl  River,  New  York  a««.  ll 

■ 


Scientific  Articles 


Treatment  of 
Respiratory  Distress 
Syndrome 

Sodium  Bicarbonate  and 
Glucose  Solution 

MARVIN  L.  BLUMBERG,  M.D. 

Rego  Park,  New  York 

Chairman,  Department  of  Pediatrics, 
The  Jamaica  Hospital,  Jamaica,  New  York 

T HE  MAJOR  PATHOLOGIC  PHYSIOLOGY  in 
RDS  (respiratory  distress  syndrome),  or 
hyaline  membrane  disease,  consists  of 
respiratory  acidosis  which  progresses  to 
metabolic  acidosis. 

Chu  et  al.1  described  the  respiratory  dis- 
tress syndrome  as  a pulmonary  hypoper- 
fusion syndrome,  in  which  reflex  pulmonary 
vasoconstriction  occurs  in  the  neonate  as  a 
result  of  his  being  subjected  to  one  or  more 
stresses  such  as  hypoxemia,  acidemia, 
hypothermia,  and  hypovolemia.  The  hy- 
poperfusion leads,  in  turn,  to  increased 
blood  carbon  dioxide,  further  hypoxemia, 
respiratory  acidosis,  and,  subsequently, 
metabolic  acidosis. 

Usher,2'3  Hutchison  et  al.,*  and  others 
have  greatly  increased  the  survival  rate  of 
newborn  infants  with  RDS  by  treating 
them  with  intravenous  sodium  bicarbonate 
and  glucose  solution.  This  treatment  re- 
stores and  preserves  the  acid  base  equilib- 
rium, thus  preventing  the  progression  of  the 


disease  until  there  is  resolution  of  the  pul- 
monary illness. 

The  author  considered  the  possibility  of 
accomplishing  the  chemical  correction  of 
acidemia  and  hypoglycemia  by  way  of  the 
gastrointestinal  route  and,  thereby,  re- 
versing the  physiologic  imbalance  in  the 
respiratory  distress  syndrome.  Absorption 
through  the  gastric  mucosa  is  limited,  but 
small  amounts  of  water,  simple  salts,  and 
glucose  may  be  absorbed.  Sodium  chloride 
in  hypotonic  solution  can  be  absorbed 
from  the  intestine  into  the  blood  against  a 
concentration  gradient.5  Over  a number 
of  years,  the  author  has  treated  selected  in- 
fants, showing  varying  degrees  of  acidosis, 
with  sodium  bicarbonate  solution  adminis- 
tered through  a nasogastric  tube.  The 
solution  has  been  given  in  small  aliquot 
portions  or  by  slow  drip,  occasionally  to 
supplement  intravenous  administration  and 
at  other  times  as  the  only  route.  En- 
couraged by  the  repeated  success  of  this 
method,  the  author  decided  to  apply  the 
nasogastric  route  of  administration  of 
Usher’s  solution  by  slow  drip,  in  cases  of 
neonatal  respiratory  distress  syndrome. 

Materials 

Our  criteria  for  diagnosing  respiratory 
distress  syndrome  were  persistence  of  grunt- 
ing, marked  intercostal  retractions,  respira- 
tory rate  over  65  per  minute,  and  ventricu- 
lar rate  over  150  per  minute.  Cyanosis  was 
an  inconstant  finding  but  was  present  in 
18  infants  in  our  series. 

From  January  1,  1966,  through  Decem- 
ber 31,  1967,  there  were  3,686  live  births  at 
the  Jamaica  Hospital.  Of  these,  321  (8.7 
per  cent)  were  premature  by  weight, 
that  is  under  2,500  Gm.  During  this 
time,  there  were  25  cases  of  respiratory  dis- 
tress syndrome,  0.7  per  cent  of  all  newborn 
infants.  Table  I presents  a clinical  profile 
of  these  infants.  Twenty  were  in  the  pre- 
mature weight  group,  6.2  per  cent  of  the 
entire  premature  group.  Six  were  under 
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TABLE  I.  Neonates  with  RDS,  January  1966  to  December  1967 


Initial 


Case 

Weeks 

of 

Ges- 

tation 

Sex 

Birth 

Weight 

Apgar 

Score 

Retrac- 
tions Grunting 

Cya- 

nosis 

Initial 

Hy- 

drogen 

Ion 

Concen- 

tration 

Carbon 

Dioxide 

Pres- 

sure 

(mm. 

Hg.) 

Chest 

X-ray 

Hours 

Jaun- 

diced 

Highest 

Bilirubin 

(Milli- 

grams 

per 

100  ml.) 

Out- 

come 

i 

N.R. 

M 

1.410 

2 

+ 

+ 

N.T. 

N.T. 

N.T. 

L 

2 

33 

M 

1,440 

9 

+ 

+ 

+ 

N.T. 

N.T. 

N.T. 

L 

3 

42 

M 

3,360 

8 

+ 

+ 

+ 

N.T. 

N.T. 

N.T. 

L 

4 

31 

M 

1,230 

2 

+ 

+ 

+ 

N.T. 

N.T. 

N.T. 

Et 

5 

28 

F 

930 

5 

+ 

+ 

N.T. 

N.T. 

N.T. 

L 

6 

35 

F 

2,760 

10 

+ 

+ 

+ 

N.T. 

N.T. 

N.T. 

L 

7 

32 

M 

1,890 

N.R. 

+ 

+ 

+ 

N.T. 

N.T. 

N.T. 

Et 

8 

34 

F 

2,190 

10 

+ 

+ 

+ 

7.38 

35.5 

N.T. 

Et 

9 

38 

F 

1,770 

9 

+ 

+ 

+ 

7.35 

33.5 

Pos. 

48 

18  0 T 
15.9  I 

L 

10 

N.R. 

M 

2,310 

6 

+ 

+ 

+ 

7.29 

49.0 

N.T. 

72 

13.6  T 
10.2  I 

L 

11 

30 

M 

1,830 

b 

+ 

+ 

+ 

7.30 

21.0 

N.T. 

60 

15 . 6 T 
13.0  I 

L 

12 

38 

M 

2,850 

9 

+ 

+ 

+ 

7.22 

63.0 

N.T. 

72 

15.0  T 
N.R.  I 

L 

13 

32 

F 

1,740 

8 

+ 

+ 

7.33 

43.0 

Pos. 

70 

16.4  T 
14  4 I 

L 

14 

39 

M 

2,310 

6 

+ 

+ 

+ 

7.29 

48.0 

N.T. 

96 

14  8 T 
11.8  I 

L 

15 

37 

M 

3,030 

N.R. 

+ 

+ 

+ 

7.27 

42.5 

Pos. 

L 

16 

33 

F 

1,890 

10 

+ 

+ 

+ 

7.23 

51.0 

N.T. 

Et 

17 

34 

M 

1,530 

6 

+ 

+ 

+ 

7.29 

37.0 

Pos. 

57 

16.4  T 
13 . 8 1 

L 

18 

34 

M 

2,850 

6 

+ 

+ 

+ 

7.32 

38.0 

Pos. 

63 

24 . 7 T 

19.7  I 

L 

19 

N.R. 

M 

1,710 

6 

+ 

+ 

+ 

7.31 

48.0 

Pos. 

55 

16.0  T 
14.5  1 

L 

20 

36 

M 

2,500 

10 

+ 

+ 

+ 

7.20 

49.5 

Pos. 

40 

13.8  T 
11.7  I 

L 

21 

35 

M 

2,220 

6 

+ 

+ 

7 20 

51.0 

Pos. 

L 

22 

N.R. 

F 

1,230 

N.R. 

+ 

+ 

+ 

7.35 

31.0 

Pos. 

L 

23 

24 

F 

1,200 

9 

+ 

+ 

+ 

7.33 

40.5 

Pos. 

L 

24 

32 

M 

1 ,860 

N.R. 

+ 

+ 

+ 

7.21 

63.0 

Pos. 

72 

19.8  T 
14.6  I 

L 

25 

36 

F 

1.650 

2 

+ 

+ 

+ 

7.20 

56.5 

Pos. 

L 

* L 

= lived; 

E = 

expired;  N.R.  = not  recorded; 

N.T. 

= not  taken;  T 

= total  bilirubin; 

and  I = 

indirect  bilirubin. 

+ Hyaline  membrane  found  at  autopsy. 


1,500  Gm.  Nine  were  between  1,500  and 

2,000  Gm.  Five  were  between  2,000 
and  2,500  Gm.  Five  were  in  the  group 
over  2,500  Gm.,  0.2  per  cent  of  all  term 
infants.  The  smallest  surviving  infant 
weighed  930  Gm.  at  birth.  Twelve  of  the 
surviving  premature  infants  weighed  under 

2,000  Gm. 

The  presumed  causes  of  RDS  in  the 
series  of  25  cases  are  listed  in  Table  II. 
There  were  6 cesarean  sections,  all  for  pre- 
mature separation  of  placenta.  Three  of 
these  infants  were  under  2,500  Gm.  in 
weight. 

Twenty-four  cases  of  RDS  were  severe 
enough  to  require  the  treatment  described 
later  in  this  report.  One  infant  of  3,030 
Gm.  birth  weight  (Case  15)  showed 
symptoms  of  RDS,  hut  his  condition  was 
good  enough  to  warrant  withholding  ther- 
apy. 

From  January  1,  1964,  through  Decem- 
ber 31,  1965,  there  were  4,327  live  births  in 
this  hospital.  Of  these,  255  (5.9  per  cent) 


were  under  2,500  Gm.  There  were  23 
cases  of  RDS  among  all  of  the  live  births, 
of  which  17  were  under  2,500  Gm.  This 
series,  shown  in  Table  III,  was  used  as  a 
retrospective  control  study  of  RDS  cases 
treated  only  by  conventional  methods  of  ad- 
ministration of  oxygen,  high  ambient 
humidity,  and  respiratory  stimulants. 

Method 

Signs  of  RDS  observed  consistently  after 
one  hour  post  partum  were  an  indication  to 
institute  therapy  and  laboratory  observa- 
tions. A number  5 French  polyethylene 
gavage  tube  was  passed  through  the  nose 
into  the  stomach.  The  free  end  was  con- 
nected through  a microdrip  counter,  cali- 
brated at  60  microdrops  per  milliliter,  to  an 
infusion  bottle  containing  10  per  cent 
glucose  solution  with  5 mEq.  of  sodium 
bicarbonate  per  100  ml.  For  infants  under 

2,000  Gm.  a 5-ml.  aliquot  of  solution  was 
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TABLE  II.  Causes  of  respiratory  distress  syndrome  (1966  and  1967) 


Case 

Cause 

Case 

Cause 

1 

Prematurity 

12 

Undetermined.  Term  birth 

2 

Prematurity 

13 

Prematurity 

3 

Undetermined.  Term  birth 

14 

Prematurity.  Cord  tight  around  neck 

4 

Prematurity.  Unexpanded  lungs. 

15 

Cesarean  section.  Term  birth 

Hyaline  membrane 

16 

Prematurity.  Apnea.  Unexpanded 

5 

Prematurity 

lungs.  Hyaline  membrane 

6 

Cesarean  section,  term,  placenta 

17 

Prematurity.  Twin 

previa,  intra-uterine  fetal  blood  loss 

18 

Cesarean  section,  abruptio  placentae 

7 

Cesarean  section,  abruptio  placentae. 
Prematurity.  Hyaline  membrane 

19 

Prematurity.  Velar  insertion  of  cord. 
Twin 

8 

Cesarean  section,  abruptio  placentae, 

20 

Prematurity 

Prematurity.  Unexpanded  lungs. 

21 

Cesarean  section,  abruptio  placentae 

Hyaline  membrane 

22 

Prematurity.  Precipitate  delivery 

9 

Prematurity.  Transplacental  seda- 

23 

Prematurity. 

tion  of  infant 

24 

Prematurity.  Rh  incompatability 

10 

Prematurity 

(contributory?) 

11 

Prematurity.  Footling  breech.  Twin 

25 

Prematurity.  Twin 

TABLE  III.  Neonates  with  RDS,  1964  and  1965* 

Case 

Weeks 

of 

Gestation 

Sex 

Birth 

Weight 

(Gm.) 

Retiactions 

Grunting 

Outcome 

Autopsy 

26 

40 

F 

3,300 

+ 

+ 

E 

H.M. 

27 

31 

F 

2,010 

+ 

+ 

E 

H.M. 

28 

33 

F 

1,650 

+ 

+ 

E 

H.M. 

29 

38 

M 

2,940 

+ 

+ 

E 

H.M. 

30 

30 

F 

1,740 

+ 

-1- 

L 

31 

40 

M 

3,150 

+ 

+ 

L 

32 

26 

F 

1,080 

+ 

+ 

E 

H.M. 

33 

41 

M 

2,880 

+ 

+ 

E 

H.M.f 

34 

34 

M 

2,550 

+ 

+ 

L 

35 

25 

F 

810 

+ 

+ 

E 

H.M.** 

36 

36 

M 

2,220 

+ 

+ 

L 

37 

38 

M 

2,730 

+ 

+ 

E 

N.P. 

38 

34 

M 

1,980 

+ 

+ 

E 

H.M. 

39 

32 

M 

2,070 

+ 

+ 

E 

H.M. 

40 

38 

M 

2,820 

+ 

E 

N.P. 

41 

29 

M 

1,260 

+ 

E 

H.M. 

42 

31 

F 

1,110 

+ 

+ 

E 

H.M. 

43 

30 

M 

1,380 

+ 

+ 

E 

Microscopic 

N.R. 

44 

30 

M 

1,350 

+ 

+ 

E 

H.M. 

45 

27 

F 

1,320 

+ 

+ 

E 

H.M. 

46 

22 

M 

990 

+ 

+ 

E 

H.M. 

47 

30 

F 

1,590 

+ 

+ 

E 

N.P.ft 

48 

31 

F 

2,010 

+ 

+ 

E 

H.M. 

* L = lived;  E = expired;  H.M.  = hyaline  membrane 

; N.R.  = 

not  reported;  N.P.  = not 

performed. 

t Bleeding  diathesis;  subarachnoid  hemorrhage. 
**  Posterior  fossa  cerebral  hemorrhage, 
tt  Abruptio  placentae. 

instilled  initially  into  the  stomach.  For 
those  over  2,000  Gm.,  10  ml.  was  instilled. 
Then,  the  solution  was  allowed  to  run,  as 
for  an  intravenous  infusion,  at  the  rate  of 
65  ml.  per  kilogram  per  day. 

When  the  author  first  instituted  the 
nasogastric  route  of  administration  of  bi- 


carbonate and  glucose  solution,  micro- 
chemical determinations  were  not  yet  avail- 
able in  our  hospital;  however,  it  was  de- 
cided to  observe  clinically  the  effects  of 
gastrointestinal  absorption  of  this  solution 
on  the  treatment  and  arresting  of  acidemia. 
Furthermore,  it  was  felt  that  the  possibility 
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of  overalkalinizing  the  blood  by  this 
method  of  absorption  from  the  upper  in- 
testine was  very  unlikely,  especially  be- 
cause of  the  inability  of  the  neonate’s 
kidney  to  conserve  base  as  noted  by 
Usher.2 

The  first  7 cases  were  diagnosed  by 
clinical  criteria  and  were  treated  with 
clinical  observation  to  guide  us.  The  next 
18  cases  were  followed  with  laboratory  de- 
terminations of  carbon  dioxide  pressure 
and  pH  of  the  blood. 

Arteriolized  capillary  blood  was  drawn 
by  pricking  the  prewarmed  heel  of  the  in- 
fant. Glass  capillary  tubes  were  used  for 
collection.  The  blood  was  analyzed  by 
micromethod  for  carbon  dioxide  pressure 
and  pH  by  a modification  of  the  Astrup 
and  Siggard-Anderson  method.6*  Normal 
range  of  values  for  arterial  blood  were  con- 
sidered to  be  pH  7.35  to  7.45  and  carbon 
dioxide  pressure  34  to  46  mm.  of  mercury. 
Usher2  states  that  healthy,  premature  in- 
fants during  their  early  hours  have  a venous 
pH  of  7.3  and  carbon  dioxide  pressure  of  45 
mm.  of  mercury.  Our  microchemical 
methods  were  checked  by  determining 
these  arterial  values  in  10  unselected,  non- 
consecutive,  normal,  full-term  neonates  at 
about  two  to  four  hours  after  birth.  The 
range  was  pH  7.34  to  7.47  and  carbon 
dioxide  pressure  of  30  to  46  mm.  of  mer- 
cury. 

The  initial  laboratory  values  in  our  18 
tested  RDS  cases  ranged  from  a pH  of  7.2 
to  7.37  and  from  a carbon  dioxide  pressure 
of  21  to  63  mm.  of  mercury.  Determina- 
tions were  done  when  the  drip  was  started 
and  repeated  after  four  hours.  Then,  if 
clinical  improvement  was  evident,  chemical 
determinations  were  done  twelve  hours 
later,  then  at  twenty-four-hour  intervals 
until  discontinued.  Any  clinical  deteriora- 
tion in  the  infant’s  condition  would  oc- 
casion immediate  chemical  determinations 
at  any  time. 

For  the  duration  of  treatment,  and 
usually  beyond  in  the  cases  of  small  pre- 
mature babies,  infants  were  kept  in  Isolettes 
with  ambient  temperatures  averaging  85 
to  88  degrees  and  humidity  of  80  to  90 
per  cent.  An  atmosphere  of  30  to  35  per 
cent  oxygen  was  employed  for  cyanosis  and 
during  periods  of  marked  dyspnea  with 

* The  apparatus  used  was  the  113-SL  Blood  Gas  An- 
alyzer manufactured  by  Instrumentation  Laboratory  Inc., 
Boston,  Massachusetts. 


intercostal  retractions.  All  RDS  cases 
were  carefully  monitored  by  nursing  per- 
sonnel with  respiratory  rate  and  ventricular 
rate  (by  precordial  stethoscope  ausculta- 
tion) recording  every  one-half  to  one  hour 
during  the  critical  distress  period,  then 
every  four  hours  until  normal  status  was 
achieved. 

The  length  of  treatment  with  bicarbonate 
and  glucose  solution  drip  ranged  from 
thirty-six  hours  to  six  days,  except  for  2 
cases  (Cases  13  and  22).  In  a few  instances, 
a subsequent  aliquot  of  5 ml.  of  solution 
was  instilled  when  the  laboratory  findings 
indicated  a drop  in  pH  of  the  blood.  No 
appreciable  regurgitation  occurred  in  any 
treated  infant.  Case  13  had  a clinical 
symptomatic  regression  on  the  fourth  day 
after  treatment  had  been  stopped.  This 
was  reflected  in  a fall  in  blood  pH  to  7.23 
which  was  corrected  by  reinstitution  of 
drip  therapy  after  an  initial  5 ml.  aliquot 
was  instilled.  Case  22  was  continued  for 
eleven  days  because  of  the  development 
of  the  complication  of  bronchopneumonia. 
The  infant  responded  well  to  antibiotics, 
penicillin  and  kanamycin,  and  continuation 
of  drip  therapy.  The  only  other  case  in 
the  series  to  whom  antibiotics  were  ad- 
ministered, penicillin  and  kanamycin,  was 
Case  18,  the  infant  whose  total  bilirubin 
rose  to  24.7  mg.  per  100  ml.  (19.7  mg.  per 
100  ml.  indirect)  on  the  fifth  day  and 
dropped  without  treatment  to  14  mg.  per 
100  ml.  (10.8  mg.  per  100  ml.  indirect)  by 
the  following  day.  The  drugs  were  ad- 
ministered until  tests  ruled  out  sepsis. 
Otherwise,  antibiotics  were  not  given  as 
a prophylaxis  or  for  treatment  in  our  RDS 
series  of  cases.  Respiratory  stimulants  were 
not  administered  to  any  of  the  25  infants. 

Formula  feedings  were  introduced  by 
gavage  through  the  nasogastric  tube  as 
soon  as  the  infants’  clinical  condition  war- 
ranted, usually  by  the  third  or  fourth  day. 
The  drip  (by  gravity  without  other  pres- 
sure) was  temporarily  disconnected  during 
feedings  and  then  reconnected  as  soon  as 
the  prescribed  amount  of  formula  was  fed. 
The  infant  was  given  formula  (Enfamil), 
13  calories  per  ounce  initially,  from  4 to 
8 ml.  every  three  hours.  This  was  increased 
in  amount  as  indicated.  By  the  second 
or  third  day  of  feeding,  the  formula  was 
strengthened  to  20  calories  per  ounce  or 
even  to  24  calories  per  ounce.  Bicarbonate 
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and  glucose  solution  drip  was  continued  as 
long  as  clinical  and  laboratory  evidence 
indicated  the  need  for  it. 

Chest  x-rays  films  were  obtained  as  soon 
as  possible  after  the  clinical  diagnosis  of 
RDS  was  established.  This  procedure  was 
not  instituted  until  later  in  the  series. 
In  all,  12  cases  were  studied  by  x-ray.  All 
showed  the  picture  of  bilateral,  diffuse 
granularity  and  elevation  of  the  diaphrag- 
matic domes  described  as  typical  of  RDS. 

Results 

Among  the  conventionally  treated  con- 
trol series  there  was  a total  of  19  deaths, 
82.6  per  cent  of  the  entire  series  of  23 
infants.  Fourteen  deaths  were  in  the  pre- 
mature group,  82.4  per  cent  of  the  pre- 
mature infants,  and  5 deaths  were  among 
the  term-weight  infants,  83.3  per  cent  of 
this  group.  Sixteen  autopsies  were  ob- 
tained. Fifteen  showed  pulmonary  hyaline 
membrane  on  microscopic  examination. 
For  the  sixteenth  case,  the  microscopic 
examination  report  of  pulmonary  findings 
was  not  available.  The  4 surviving  infants 
with  clinical  signs  of  RDS  weighed  re- 
spectively 1,740  Gm.,  3,150  Gm.,  2,550 
Gm.,  and  2,220  Gm. 

In  contrast  to  these  results,  among  the 
cases  treated  with  sodium  bicarbonate  and 
glucose  solution  by  the  nasogastric  drip 
method,  there  were  only  4 deaths  for  which 
RDS  was  the  chief,  or  contributory,  cause. 
These  4 infants  weighed,  respectively, 
1,230  Gm.,  1,890  Gm.,  2,190  Gm.,  and 
1,890  Gm.  and  probably  could  not  have 
been  saved  according  to  the  autopsy  find- 
ings. They  represent  16.7  per  cent  of  the 
24  treated  cases  of  all  weights  or  20  per  cent 
of  the  20  premature  infants  in  the  series 
(under  2,500  Gm.).  In  all  4,  pulmonary 
hyaline  membrane  was  demonstrated  mi- 
croscopically in  autopsy  specimens. 

Case  4 was  the  result  of  twenty-six 
weeks’  gestation,  weighed  1,230  Gm.  at 
birth,  had  an  Apgar  rating  of  2 at  birth, 
and  expired  after  eleven  hours.  At  au- 
topsy, both  lungs  were  completely  unex- 
panded and  in  addition  showed  pulmonary 
hyaline  membrane  on  microscopic  exam- 
ination. Case  7 had  a thirty-two-week 
gestation,  weighed  1,890  Gm.  at  birth, 
was  apneic  most  of  the  time,  and  expired 
after  twelve  hours.  Autopsy  showed  pre- 


maturity and  pulmonary  hyaline  mem- 
brane. Case  8 was  delivered  prematurely 
by  cesarean  section  because  of  abruptio 
placentae.  The  mother  had  controlled 
diabetes.  The  infant  weighed  2,190  Gm. 
She  expired  twelve  hours  after  birth.  Au- 
topsy showed  massive  pulmonary  atelecta- 
sis and  pulmonary  hyaline  membrane. 
Case  16  had  a thirty-two-week  gestation 
and  weighed  1,890  Gm.  Although  the 
initial  Apgar  rating  was  reported  as  10, 
the  infant  failed  rapidly  and  expired  after 
eleven  hours.  Autopsy  showed  unexpanded 
lungs  and  pulmonary  hyaline  membrane. 

Eleven  of  the  25  RDS  cases  exhibited 
jaundice  appearing  from  forty  to  ninety- 
six  hours  of  age.  Eight  were  under  2,500 
Gm.  The  jaundice  in  infant  Case  12  was 
possibly  due  to  mild  ABO  incompatability. 
His  total  bilirubin  rose  to  a height  of  15 
mg.  per  100  ml.  on  the  fourth  day  then 
dropped  rapidly  and  spontaneously.  The 
jaundice  in  infant  Case  24  resulted  from 
Rh  incompatability.  This  infant’s  total 
bilirubin  rose  to  a height  of  19.8  mg.  per 
100  ml.  on  the  sixth  day  and  dropped 
spontaneously  thereafter.  The  other  9 
cases  of  jaundice  ranged  in  heights  of  total 
bilirubin  from  13.6  to  24.7  mg.  per  100  ml., 
all  with  a high  per  cent  of  indirect  bilirubin. 
The  total  bilirubin  in  Case  18  reached  the 
height  of  24.7  mg.  per  100  ml.  during  a 
drop  of  blood  pH  from  7.37  to  7.30  and  at 
carbon  dioxide  pressure  level  of  46  mm. 
Hg.  The  following  day,  when  the  total 
bilirubin  had  dropped  to  14  mg.  per  100 
ml.,  the  pH  had  risen  to  7.38  and  the  carbon 
dioxide  pressure  had  dropped  to  38.5  mm. 
Hg.  The  jaundice  in  these  9 cases  may 
have  been  caused  by  prematurity  of  the 
hepatic  conjugation  enzyme  system  and/or 
by  the  hepatic  tissue  anoxia  consequent  to 
RDS  hypoxia. 

The  initial  Apgar  scores7  in  our  series 
recorded  within  the  first  two  minutes  after 
birth,  varied  from  2 to  10  and  had  no  ap- 
parent relationship  to  the  development  of 
RDS  nor  to  the  survival  of  the  infants.  In 
fact,  2 of  the  4 infants  who  died  had  re- 
corded Apgar  scores  of  10.  One  had  a 
score  of  2 and  the  fourth  had  no  score  noted 
on  the  infant’s  record.  Two  infants  with 
birth  weights  of  1,410  Gm.  and  1,650  Gm., 
respectively,  who  recovered  with  treatment, 
each  had  a recorded  Apgar  score  of  2. 
Thus,  the  Apgar  rating  of  RDS  infants 
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must  be  regarded  with  only  the  usual 
jDrognostic  significance  and  offers  no  guide 
for  therapy. 

Comment 

Whatever  may  be  the  etiology  and  pul- 
monary condition  of  the  respiratory  dis- 
tress syndrome,  it  is  apparent  that  the 
major  factor  in  the  survival  of  the  affected 
infant  is  his  ability  to  prevent  or  to  correct 
respiratory  acidosis  and  the  subsequent 
metabolic  acidosis  which  presumably  are 
related  to  hypoxemia,  resulting  from  pul- 
monary hypoperfusion.  The  homeostatic 
mechanisms  of  the  premature  infant  or  of 
the  jeopardized  infant  delivered  by  emer- 
gency cesarean  section  are  often  unable  to 
maintain  a safe  blood  pH.  Furthermore, 
the  blood  glucose  levels  tend  to  drop  low. 

Supportive  measures  of  treatment  alone 
with  increased  ambient  oxygen  concentra- 
tion, high  humidity,  and  parenteral  respira- 
tory stimulants  have  done  little  to  reduce 
the  high  neonatal  mortality  rate  from  RDS. 
If  these  infants  are  to  survive,  the  pH  and 
the  glucose  level  of  their  blood  must  be 
raised  to  and  be  kept  within  relatively 
normal  limits  until  they  can  overcome  their 
pulmonary  difficulties.  Driscoll  and  Smith8 
reviewed  332  premature  infants.  Forty- 
four,  13.2  per  cent,  developed  RDS  and  of 
these  20,  45.5  per  cent,  died.  At  the 
Presbyterian  Hospital  of  Newark,  New 
Jersey,  there  were  691  premature  neonates 
from  1959  to  1962  of  whom  14,  2 per  cent, 
developed  RDS.9  Of  these  latter,  10,  71.4 
per  cent,  died.  In  Usher’s3  series  of  736 
premature  infants,  212,  28.8  per  cent,  de- 
veloped RDS.  He  treated  94  with  con- 
ventional therapy  and  lost  38,  40.4  per 
cent,  of  these  infants.  The  other  118  he 
treated  with  intravenous  sodium  bicarbo- 
nate and  glucose  solution  and  lost  only  24, 
20.3  per  cent.  Hutchison  et  al .,4  using  in- 
travenous sodium  bicarbonate  in  glucose 
solution,  reported  7 deaths  in  61  cases  of 
uncomplicated  respiratory  distress,  11.5  per 
cent,  as  contrasted  with  a 49  per  cent 
mortality  rate  in  1960  and  44.7  per  cent 
in  1 961  before  the  institution  of  this  method 
of  therapy. 

In  our  treated  series,  we  have  demon- 
strated that  it  is  possible  to  correct  the 
acidemia  and  acidosis  of  RDS  by  slow, 
intragastric  infusion  of  sodium  bicarbonate 


and  glucose  solution.  The  solutes  are  ap- 
parently absorbed  from  the  stomach  and 
proximal  intestine  rapidly  enough  to  dupli- 
cate the  rates  of  improvement  and  survival 
of  RDS  infants  in  the  intravenously  treated 
groups.  The  results  of  our  series  of  25 
cases,  24  requiring  treatment,  are  encourag- 
ing and  statistically  significant.  Our 
mortality  rate  from  RDS  was  16.7  per  cent 
of  all  cases  or  20  per  cent  of  the  premature 
group  as  compared  to  Usher’s  20  per  cent. 
Furthermore,  the  mortality  rate  of  16.7 
per  cent  in  our  treated  group  was  in  stark 
contrast  to  the  82.6  per  cent  mortality  rate 
in  our  conventionally  treated  control  group. 

Table  IV  compares  the  Jamaica  Hospital 
statistics  of  RDS  in  premature  infants  with 
those  of  the  Royal  Victoria  Hospital  (Mon- 
treal),2 the  Boston  Lying-In  Hospital,8 
and  the  Presbyterian  Hospital  (Newark).9 
Table  V contrasts  all  RDS  cases  at  the 
Jamaica  Hospital  treated  by  nasogastric 
administration  of  sodium  bicarbonate  and 
glucose  solution  with  the  control  group 
at  the  same  hospital. 

The  treatment  solution  that  we  used  con- 
sistently contained  5 mEq.  of  sodium  bi- 
carbonate per  100  ml.  of  10  per  cent  glucose 
solution.  Since  our  results  were  good  we 
did  not  increase  the  bicarbonate  concentra- 
tion. However,  in  view  of  the  minimal 
danger  of  overalkalinizing  the  infant’s 
blood  by  slow  intestinal  absorption  and 
renal  excretion,  it  would  probably  be  safe 
enough  to  increase  the  concentration  of  bi- 
carbonate in  treating  very  severe  RDS 
cases. 

The  advantages  of  the  nasogastric  route 
over  the  intravenous  are  readily  apparent. 
The  technic  is  vastly  simpler  and  eliminates 
the  dangers  of  septicemia  and  thrombosis. 
Thus,  highly  trained  physicians  need  not 
be  present  to  provide  therapy.  Also,  the 
need  for  prophylactic  antibiotics  is  ob- 
viated. 

The  frequency  of  monitoring  by  blood 
analyses  can  be  greatly  reduced.  There  is 
little,  if  any,  danger  of  overalkalinizing 
the  infant  by  our  method.  There  need  be 
no  concern  about  the  duration  of  treatment. 
It  can  be  seen,  therefore,  that  a lifesaving 
treatment  that  has  heretofore  been  re- 
stricted to  large  medical  centers  exclusively, 
can  now  be  applied  in  smaller  hospitals 
that  have  adequate  nurseries  but  no  labora- 
tory equipment  for  microchemical  analyses. 
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TABLE  IV.  Incidence  and  mortality  rates  in  RDS  in  piemature  infants  in  four  hospitals 


Incidence 

Jamaica  Hospital 
1964  to  1965  1966  to  1967 

Royal  Victoria  Hospital 
Montreal) 

1957  to  1961 

Boston 
Lying-In 
Hospital  1959 

Presbyterian 
Hospital 
(Newark) 
1959  to  1962 

Total  number  of 

255 

321 

736 

332 

691 

premature 

infants 

« 212  (28.8  per  cent) . 

Total  of  RDS 

17  (6.6 

20  (6.2 

94  118 

44  (13.2 

14  (2.0 

cases 

per  cent) 

per  cent) 

per  cent) 

per  cent) 

Type  of  therapy 

Conventional 

Nasogastric 

Conventional  Intravenous 

Conventional 

Conventional 

bicarbonate 

bicarbonate 

and  glucose 

and  glucose 

solution 

solution 

Deaths  from 

14  (82.4 

4 (20.0 

38  (40  4 24  (20.3 

20  (45.5 

10  (71.4 

RDS 

per  cent) 

per  cent) 

per  cent)  per  cent) 

per  cent) 

!>er  cent) 

TABLE  V.  RDS  cases  treated  conventionally  and  with  nasogastric  bicarbonate  and  glucose  solution 


Therapy 

Pre- 

mature 

RDS 

Cases 

Deaths 

Term 

RDS 

Cases 

Deaths 

Total 

Cases 

Total 

RDS  Deaths 

1964  to  1965 
Conventional 
treatment 

17 

14  (82.4 
per  cent) 

6 

5 (83.3 
per  cent) 

23 

19  (82.6 
per  cent) 

January  1966  to 
December  1967 
Nasogastric 
solution 

20 

4 (20.0 
per  cent) 

4 

0 

24 

4 (16.7 
per  cent) 

With  training  in  newborn  care  and  instruc- 
tion in  recognizing  the  symptoms  and 
progress  of  the  respiratory  distress  syn- 
drome, any  pediatrician  with  the  assistance 
of  adequate  nursing  personnel  can  treat 
these  cases  when  transport  of  the  infants  to 
a premature  center  is  not  available  or 
feasible. 

Summary 

The  respiratory  distress  syndrome  con- 
sists of  pulmonary  physiologic  changes  re- 
sulting in  hypoperfusion  of  the  lungs  which 
consequently  produce  a succession  of  anox- 
emia, increased  carbon  dioxide  pressure  in 
the  blood,  decreased  pH  of  the  blood, 
acidosis,  and  subsequent  hypoglycemia. 

Marked  improvement  in  survival  rates 
of  RDS  premature  infants  has  been 
achieved  by  treatment  with  intravenous 
sodium  bicarbonate  and  glucose  solution. 
The  author  has  duplicated  these  results  by 
administering  the  same  solution  (sodium 
bicarbonate  and  glucose)  by  slow  drip 
through  a nasogastric  tube. 

The  advantages  of  the  author’s  method 
are  a simpler  technic,  the  avoidance  of  the 
dangers  of  septicemia,  thrombosis,  and 
overalkalinization,  and  the  possibility  of 


treatment  by  less  skilled  personnel  in 
small  hospitals  where  special  laboratory 
apparatus  and  technical  assistance  are  not 
available. 
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TABLE  I.  Age  distribution 


Carcinoma  of  Breast 
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T he  series  of  patients  with  carcinoma 
of  the  breast  reported  in  this  communica- 
tion demonstrates  that  substantial  survival 
can  be  achieved  by  the  application  of  con- 
ventional technics  of  treatment.  The  series 
consists  of  all  patients  with  primary  car- 
cinoma of  the  breast  who  were  treated  by 
the  author  from  1950  through  1965.  There 
were  285  women  and  1 man.  The  man  was 
treated  by  radical  mastectomy  and  died 
after  four  years  from  pulmonary  metastases. 
Radical  mastectomy  was  the  primary  treat- 
ment used  for  267  women.  The  remaining 
18  were  treated  by  less  extensive  operations 
in  conjunction  with  other  modalities. 
They  comprise  a special  group  that  will  be 
discussed  in  greater  detail  later.  The  age 
distribution  of  the  patients  is  shown  in 
Table  I.  The  youngest  patient  was  twenty- 
six,  the  oldest  eighty-seven.  A normal 
mortality  curve  was  calculated  for  a popu- 
lation of  women  of  this  age  distribution 
using  the  1964  United  States  Life  Table. 
This  curve  is  shown  as  the  upper  line  in 
Figure  1 and  was  used  to  obtain  relative 
survival  rates  where  indicated. 

Staging 

The  extent  of  disease  was  classified  into 
clinical  stages  using  the  American  T.N.M.* 
system.1,2  This  system  is  essentially  sim- 
ilar to  the  Columbia  Clinical  Classification 

* American  Tumor,  Nodes,  and  Metastases  system. 


Age 

Group 

(Years) 

I 

— Stages 
II 

III 

and  IV 

Total 

25  to  29 

1 

1 

2 

30  to  34 

2 

2 

4 

35  to  39 

5 

7 

2 

14 

40  to  44 

19 

9 

2 

30 

45  to  49 

20 

14 

2 

36 

50  to  54 

45 

12 

6 

63 

55  to  59 

26 

9 

6 

41 

60  to  64 

20 

4 

5 

29 

65  to  69 

13 

8 

4 

25 

70  to  74 

6 

11 

4 

21 

75  to  79 

9 

6 

1 

16 

80  to  84 

2 

1 

3 

85  to  89 

1 

1 

Totals 

169 

84 

32 

285 

described  by  Haagensen  et  al.z  in  that 
Stage  I,  or  Stage  A,  consists  of  patients 
with  localized  breast  tumors  without  clini- 
cally apparent  axillary  metastases  and  with- 
out evidence  of  local  advancement.  Stage 
II,  or  Stage  B,  includes  all  patients  with 
similar  early  local  tumors  accompanied  by 
palpable  axillary  lymph  node  involvement. 
Stage  III,  or  Stage  C,  includes  tumors  with 
evidence  of  advanced  disease  of  the  local 
tumor  or  of  the  regional  nodes.  Both  sys- 
tems of  classification  include  in  this  cate- 
gory patients  with  skin  infiltration,  edema, 
ulceration,  or  fixation  of  the  tumor  or 
axillary  nodes.  In  addition  the  Columbia 


FIGURE.  1.  Survival  for  total  series  and  for  Stages 
I,  II,  and  III  treated  by  radical  mastectomy  com- 
pared with  normal  survival  and  survival  of  un- 
treated breast  carcinoma;  calculated  by  actuarial 
method.  Curve  for  survival  of  untreated  patients 
constructed  from  data  of  Bloom,  Richardson,  and 
Harris.7 
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TABLE  II.  Distribution  by  stage  and  treatment 


Stages 

Radical 

Mastectomy 

Only 

Radical 

Mastectomy 

Plus 

Radiotherapy 

Other 

Treatment 

N umber 

Per  Cent 

I 

127 

31 

11 

169 

59.3 

II 

27 

54 

3 

84 

29.5 

III 

1 

26 

1 

28 

9.8 

IV 

0 

1 

3 

4 

1.4 

Totals 

155 

112 

18 

285 

100.0 

Clinical  Classification  includes  patients 
with  axillary  nodes  over  2*A  cm.  in  diam- 
eter in  Stage  C,  whereas  the  T.N.M.  sys- 
tem leaves  these  patients  in  Stage  II. 
Stage  IV  of  the  T.N.M.  system  consists  of 
patients  with  distant  spread,  whereas 
Stage  D of  the  Columbia  Clinical  Classifi- 
cation also  includes  patients  with  some 
manifestations  of  local  advancement  such 
as  extensive  edema,  inflammatory  cancer, 
edema  of  the  arm,  satellite  skin  nodules,  or 
a combination  of  any  two  or  more  of  the 
criteria  that  place  the  patients  in  Stage  C. 
The  distribution  of  patients  by  stages  is 
shown  in  Table  II;  59  per  cent  were  in 
Stage  I;  30  per  cent  in  Stage  II;  10  per 
cent  in  Stage  III;  and  1 per  cent  in  Stage 
IV.  This  distribution  can  be  compared 
with  62  per  cent  in  Stage  A in  the  series  by 
Haagensen  and  Miller4  (1935  to  1955),  and 
the  34  per  cent  in  Stage  I in  The  Mount 
Sinai  Hospital  ward  service  series.5 

Treatment  policy 

During  the  years  covered  by  this  analysis 
the  treatment  policy  was  to  advise  radical 
mastectomy  for  all  patients  who  did  not 
have  evidence  of  distant  metastasis.  This 
was  supplemented  by  postoperative  radio- 
therapy when  there  was  reason  to  suspect 
regional  node  involvement  beyond  the 
operative  field.  It  was  recognized  that  the 
survival  rates  for  patients  in  Stage  III  with 
locally  advanced  disease  would  not  be  high, 
but  it  was  felt  that  some  salvage  not  pos- 
sible by  other  methods  would  be  achieved. 
Mastectomy  was  considered  as  offering  the 
best  chance  for  control  of  the  local  disease 
when  cure  was  impossible  and  was  thought 
to  pose  little  if  any  risk  of  aggravation  of 
the  disease.  Simple  mastectomy  and  wide 
local  excision  of  tumors  supplemented  by 
radiotherapy  were  employed  for  special 


indications  such  as  extreme  debility  or 
extreme  age. 

Radical  mastectomy  was  used  for  94 
per  cent  of  these  patients.  Six  per  cent 
had  either  simple  mastectomy  or  local 
excision  of  the  tumor.  High  voltage 
radiotherapy  using  the  cobalt  beam  was 
given  after  operation  to  2 groups  of  pa- 
tients. An  exposure  dose  of  4,000  rads  in 
three  weeks  was  administered  to  axillary, 
supraclavicular,  and  paramediastinal  fields 
of  all  patients  who  had  histologic  evidence 
of  axillary  lymph  node  involvement.  The 
same  dose  was  administered  to  just  one 
paramediastinal  field  extending  to  the 
supraclavicular  region  of  all  patients  with 
medial  or  central  primary  tumors  and 
negative  axillary  nodes.  The  nodal  sites 
received  a dose  equivalent  to  3,600  rads 
in  three  weeks.  Before  this  plan  of  radia- 
tion was  initiated,  a small  number  of  pa- 
tients with  medial  lesions  were  treated  by 
mastectomy  and  internal  mammary  node 
dissection.  Castration  was  advised  for 
premenopausal  patients  with  Stage  II 
and  Stage  III  tumors. 

The  mastectomy  was  planned  to  leave  a 
minimal  margin  of  six  centimeters  of  skin 
around  the  tumor  and  to  remove  the  skin 
over  the  pendulous  breast.  Depending  on 
the  location  of  the  tumor,  vertical,  oblique, 
and  transverse  incisions  were  employed. 
Thin  skin  flaps  were  dissected  to  the 
clavicle,  the  midline  over  the  sternum,  the 
latissimus  dorsi  muscle  laterally,  and  the 
level  of  the  seventh  rib  inferiorally.  The 
clavicular  head  of  the  pectoralis  major  was 
preserved.  All  fat,  lymphatics,  and  lymph 
nodes  anterior  and  inferior  to  the  axillary 
vein  were  removed.  Medially,  the  dis- 
section extended  to  the  first  rib.  Both  the 
long  thoracic  and  thoracodorsal  nerves 
were  preserved  after  careful  dissection. 
The  thoracodorsal  vessels  were  sacrificed. 
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TABLE  111.  Survival  total  series  of  treated  patients 


Interval 
Following 
T reatment 
(Years) 

Total  at 
Beginning 
of  Interval 

Deaths  in 
Interval 

Living 
Treated  for 
This  Interval 

Years 
at  Risk 

Probability 
of  Dying  in 
Interval 

Survival 
Rate  to  End 
of  Interval 
(Per  Cent) 

0 to  1 

283 

15 

283.0 

0 . 0530 

94.7 

1 to  2 

268 

12 

32 

252.0 

0.0477 

90.2 

2 to  3 

224 

13 

29 

209.5 

0 . 0580 

85.0 

3 to  4 

182 

13 

26 

169.0 

0.0714 

78.9 

4 to  5 

143 

5 

35 

125.5 

0 . 0398 

75.7 

5 to  6 

102 

6 

14 

95.0 

0.0632 

70.8 

6 to  7 

82 

6 

12 

76.0 

0 . 0790 

65.2 

7 to  8 

64 

2 

11 

58.5 

0.0342 

63.0 

8 to  9 

51 

2 

9 

46.5 

0 . 0430 

60.3 

9 to  10 

40 

2 

3 

38.5 

0.0520 

57.2 

10  to  + 

35 

* This  table  illustrates  the  technic  of  calculating  the  survival  rate  by  the  actuarial  method.  Three  untreated  Stage  IV  patients 
were  excluded. 


TABLE  IV.  Survival  after  radical  mastectomy* 


Year 

Stage 

L 

IT 

Stage  III 

S Per 
L Cent 

Dt 

St  Per 
Lf  Cent 

D 

S Per- 
cent 

D 

D 

j.  u i m 

L 

S Per 
Cent 

1 

6 

158 

96 

4 

81 

95 

5 

28 

82 

15 

267 

94 

2 

5 

152 

93 

5 

77 

89 

0 

23 

82 

10 

252 

90 

3 

5 

126 

88 

2 

66 

86 

3 

18 

68 

10 

210 

86 

4 

3 

103 

85 

6 

55 

76 

2 

13 

57 

11 

171 

80 

5 

2 

82 

83 

1 

42 

74 

1 

10 

50 

4 

134 

77 

6 

1 

59 

81 

3 

33 

67 

2 

6 

98 

72 

7 

1 

50 

79 

3 

26 

58 

2 

6 

79 

66 

8 

0 

45 

79 

2 

16 

51 

0 

2 

62 

64 

9 

2 

36 

75 

0 

13 

51 

0 

2 

50 

61 

10 

1 

27 

72 

0 

12 

51 

1 

2 

40 

58 

* Radiotherapy  was  administered  to  31  patients  (20  per  cent)  with  Stage  I tumors;  54  patients  (68  per  cent)  with  Stage  II 
tumors;  25  patients  (93  per  cent)  with  Stage  III  tumors. 

Prophylactic  castrations  by  x-ray  or  surgery  were  performed  on  7 patients  (4  per  cent)  with  Stage  I tumors;  11  patients  (14 
per  cent)  with  Stage  II  tumors;  2 patients  (7  per  cent)  with  Stage  III  tumors. 

t D = deaths  during  year;  L = total  living  at  beginning  of  year;  S = per  cent  survival  at  end  of  year. 


Eighty-nine  per  cent  of  the  incisions 
could  be  closed  without  skin  graft.  Fine 
silk  sutures,  number  0000,  close  to  the  skin 
edges  and  avoidance  of  retention  sutures 
permitted  closure  without  skin  necrosis. 
When  wounds  could  not  be  closed  or  when 
tension  appeared  to  interfere  with  circula- 
tion to  the  skin  flaps,  closure  was  facilitated 
with  either  split-thickness  or  free  full- 
thickness skin  grafts.  Eleven  per  cent  of 
the  wounds  required  skin  graft  for  closure. 

Follow-up 

Almost  all  patients  (87  per  cent)  returned 
for  re-examination  by  the  author  at  six- 
month  intervals.  A small  number,  about 
10  per  cent,  were  followed  by  their  personal 
physicians,  and  reports  were  obtained  from 
them  at  similar  intervals.  A still  smaller 


group,  5 patients,  about  2 per  cent,  who 
had  changed  their  residence  to  distant 
areas  were  contacted  by  mail.  Three  pa- 
tients, or  1 per  cent,  were  lost  to  follow-up 
examination.  In  the  tables  that  follow 
they  were  considered  as  having  died  of 
their  disease  at  the  time  of  the  last  contact. 
If  patients  developed  evidence  of  recur- 
rent disease  this  was  treated  vigorously 
with  either  radiation,  hormone  administra- 
tion, endocrine  organ  ablation,  or  chemo- 
therapy. Successive  modes  were  employed 
for  each  exacerbation. 

Results 

Survival  data  were  claculated  by  the 
actuarial  method  described  by  Berkson  and 
Gage.1’  This  method  permits  the  use  of  all 
known  survival  information  even  though 
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TABLE  V.  Per  cent  survival  corrected  for  normal  mortality  rates 


Stages 

Absolute 

Five-Year 

Survival 

Corrected 

Five-Year 

Survival 

Absolute 
Ten- Year 
Survival 

Corrected 
Ten-Y  ear 
Survival 

I 

83 

90 

72 

88 

II 

74 

80 

51 

62 

III 

50 

54 

Averages 

76 

82 

52 

69 

TABLE  VI.  Five-year  survival  of  148  patients  treated  by  operation  prior  to  January,  1963* 


Operation 
and  Stage 

Number 

Living 

and 

Well 

N umber 
Living 
with 
Disease 

N umber 
Lost 

Total 

Living 

N umber 
Dead 

Total 

Per  Cent 
Living 
and 
Well 

Per  Cent 
Five-Year 
Survival 

Radical  mastectomy 

I 

56 

4 

2 

60 

13 

75 

75 

80 

II 

26 

7 

33 

14 

47 

55 

70 

III 

2 

3 

5 

7 

12 

17 

42 

Simple  mastectomy 

I and  II 

4 

0 

3 

2 

5 

Local  excision 

I and  II 

2 

1 

4 

5 

9 

Totals 

90 

15 

2 

105 

41 

148 

61 

71 

♦Supplemental  radiotherapy  was  administered  to  16  patients  (21  per  cent)  with  Stage  I tumors;  34  patients  (72  per  cent) 
with  Stage  II  tumors;  and  10  patients  i S3  per  cent)  with  Stage  III  tumors. 

Prophylactic  castrations  by  x-ray  or  surgery  were  performed  on  5 patients  (7  per  cent)  with  Stage  I tumors  and  8 patients 
(17  per  cent)  with  Stage  II  tumors. 


some  patients  are  not  observed  for  the  full 
length  of  the  study.  It  is  particularly 
helpful  in  obtaining  more  meaningful  rates 
for  longer  time  intervals  when  the  number 
of  patients  remaining  may  be  quite  small. 

Survival  curves  following  radical  mas- 
tectomy are  shown  in  Figure  1 where  they 
are  compared  with  a survival  curve  cal- 
culated for  a normal  population  with  the 
same  age  distribution  as  this  series  as  well 
as  with  a survival  curve  for  untreated 
breast  carcinoma  plotted  from  the  data  of 
Bloom.  Richardson,  and  Harris.7 

Five-  and  ten-year  survival  rates  are 
also  shown  in  Tables  III  and  IV.  Table 
III  presents  the  survival  data  for  the  total 
series.  It  presents  the  data  and  calcula- 
tion in  some  detail  to  demonstrate  the 
technic.  Table  IV  summarizes  the  es- 
sential data  for  the  patients  treated  by 
radical  mastectomy.  Rates  corrected  for 
normal  mortality  are  shown  in  Table  V. 
This  calculation  is  particularly  important 
for  the  ten-year  rates  in  an  elderly  popula- 
tion such  as  this  one  in  which  attrition  due 
to  death  from  other  illness  is  significantly 
large.  The  decrease  in  survival  for  Stage 
I tumors  from  five  to  ten  years  after  opera- 


tion is  noted  to  be  almost  entirely  due  to 
normal  causes  of  death  in  this  age  group. 

The  absolute  five-year  survival  for  the 
entire  series  was  76  per  cent.  When  cor- 
rected for  normal  attrition  in  a female  popu- 
lation of  this  age  composition,  the  relative 
five-year  survival  from  cancer  of  the  breast 
was  82  per  cent.  Similarly  a ten-year 
absolute  rate  of  57  per  cent  and  relative 
ten-year  rate  of  69  per  cent  were  obtained. 
For  Stage  I the  five-year  absolute  survival 
rate  was  83  per  cent  and  the  ten  year  rate 
72  per  cent.  For  Stage  II  the  five-year 
absolute  survival  rate  was  74  per  cent  and 
the  ten-year  rate  51  per  cent.  For  Stage 
III  the  five-year  rate  was  50  per  cent. 
There  were  no  ten-year  survivals,  but  the 
total  number  of  patients  with  Stage  III 
tumors  followed  for  more  than  five  years 
was  so  small  that  this  figure  is  not  signifi- 
cant. In  addition  to  the  calculations  of 
survival  data  for  the  entire  series  by  the 
actuarial  technic,  survival  data  were  also 
calculated  in  the  usual  way  for  the  group  of 
patients  operated  on  before  January,  1963. 
A full  five  years  of  postoperative  observa- 
tions were  available  for  this  group.  There 
were  148  patients  operated  on  prior  to 
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TABLE  VII.  Ten-year  survival  following  radical  mastectomy  patients  treated  prior  to  January,  1958* 


Stages 

Total 

Living 

Lost 

Dead 

Per  Cent 
Survival 

Corrected 
Per  Cent 
Survival! 

I 

35 

23 

1 

11 

66 

80 

II 

24 

10 

14 

42 

51 

III 

5 

0 

5 

0 

Totals 

64 

33 

1 

30 

52 

63 

* Supplemental  radiotherapy  was  administered  to  7 patients  (20  per  cent)  with  Stage  I tumors,  17  patients  (70  per  cent)  with 
Stage  II  tumors,  and  3 patients  (60  per  cent)  wth  Stage  III  tumors. 

Supplemental  castration  was  performed  on  1 patient  (3  per  cent)  with  a Stage  I tumor  and  4 patients  (10  per  cent)  with 
Stage  II  tumors. 

t Corrected  per  cent  survival  shows  the  survival  from  cancer  corrected  for  death  from  other  causes. 


January,  1963.  Table  VI  summarizes  the 
survival  of  this  group  of  patients.  Note 
that  the  results  in  this  group  parallel  those 
for  the  entire  series  but  that  the  percentage 
survival  in  each  category  was  about  4 per- 
centage points  lower  in  this  earlier  group. 
Part  of  the  difference  is  due  to  the  greater 
effect  produced  by  considering  the  2 pa- 
tients lost  to  follow-up  as  dead  of  disease 
in  this  smaller  group  of  patients.  The 
remaining  difference  may  be  due  to  slight 
differences  in  the  composition  of  the  partial 
subgroups  as  well  as  to  chance  variations. 
The  differences  are  small.  Similar  calcu- 
lations of  ten-year  survival  of  the  patients 
treated  by  radical  mastectomy  prior  to 
January,  1968,  are  shown  in  Table  VII. 

Local  recurrence 

Local  recurrence  rates  were  also  calcu- 
lated by  the  actuarial  method  and  five- 
year  rates  are  shown  in  Table  VIII.  Of 
Stage  I tumors  4.5  per  cent  developed  recur- 
rent disease  in  either  the  chest  wall  or 
axilla.  Of  Stage  II  tumors  10  per  cent  had 
such  recurrence,  and  21  per  cent  of  Stage 
III  tumors  recurred  in  the  operative  field. 
For  the  entire  series  the  rate  was  11  per 
cent.  This  pronounced  dependence  of  the 
local  recurrence  rate  on  the  extent  of  the 
disease  at  the  time  of  treatment  obscures 
any  possible  influence  of  differences  in 
technics  of  treatment.  For  such  dis- 
crimination, comparison  would  have  to  be 
made  between  populations  in  which  the 
extent  of  disease  was  rigidly  controlled,  a 
difficult  if  not  impossible  task  in  any 
clinical  situation. 

Of  all  patients  who  eventually  died  of 
their  breast  cancer,  28  per  cent  had  local 


TABLE  VIII.  Local  recurrences:  chest  wall  and 
homolateral  axilla* 


Local 

Recurrence 

Stages 

(Per  Cent) 

I 

4.5 

II 

10.0 

III 

21.0 

Average 

11 

* Of  all  patients  who  died,  28  per  cent  had  local  recurrence 
in  the  chest  wall  or  axilla. 


recurrence  in  the  chest  wall  or  in  the  homo- 
lateral axilla  at  the  time  of  death.  Axil- 
lary recurrence  was  much  less  frequent  than 
cutaneous  or  subcutaneous  chest-wall  recur- 
rence. Two  thirds  of  these  patients  who 
died  with  systemic  recurrence  were  free  of 
local  recurrence  at  the  time  of  death. 
These  percentages  demonstrate  the  effec- 
tiveness of  radical  mastectomy  in  control- 
ling local  disease  even  in  those  patients  who 
cannot  be  cured.  This  objective  is  worth- 
while because  of  the  distressing  nature  of 
advanced  local  disease. 

Treatment  other  than  mastectomy 

Eighteen  patients  were  not  treated  by 
radical  mastectomy.  Eight  patients  had 
merely  local  excisions  of  their  tumor. 
Three  of  these  had  Stage  IV  lesions.  The 
operation  was  performed  for  diagnosis. 
The  1 patient  with  a curable  lesion  treated 
solely  by  wide  local  excision  of  her  breast 
carcinoma  was  seventy-eight  years  of  age. 
She  survived  resection  of  a carcinoma  of 
the  sigmoid  colon  three  years  later  and  is 
still  living  at  age  eighty-three  apparently 
free  of  cancer  five  years  after  the  initial 
local  operation.  The  remaining  4 patients 
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TABLE  IX.  Survival  of  patients  treated  by  simple  mastectomy  and  partial  mastectomy* 


Treatment 

Number 

Treated 

Died  of 
Cancer 

Free  of  Cancer, 
Died  of 
Other  Causes 

Living 

Local  excision  only 

4 

3 

1 

Local  excision  and  radiotherapy 

4 

2 

2 

Simple  mastectomy  only 

3 

0 

1 

2 

Simple  mastectomy  and  radiotherapy 

7 

2 

3 

2 

* Over-all  five-year  survival  39  per  cent;  five-year  survival  excluding  Stage  IV  47  |>er  cent. 


were  treated  by  radiotherapy.  Two  sur- 
vived: 1 is  apparently  well  after  eight 

years:  the  other  developed  recurrent 

disease  after  seven  years  and  was  then 
treated  by  mastectomy. 

Ten  patients  were  treated  by  simple 
mastectomy.  Seven  of  these  patients  re- 
ceived postoperative  radiotherapy.  The 
remaining  3 patients  had  small  tumors  of 
low-grade  malignancy.  One  died  at  age 
ninety  of  a cerebrovascular  accident  without 
evidence  of  recurrent  cancer.  The  other  2 
are  living,  1 five  years  after  treatment  and 
the  second,  seven  years  after  operation. 
Two  of  the  7 patients  treated  by  simple 
mastectomy  and  postoperative  radiation 
are  living  and  well  five  and  seven  years 
after  operation.  Five  died,  2 of  them  of 
systemic  metastases  without  local  or  axil- 
lary recurrence,  2 of  cerebrovascular  ac- 
cidents without  evidence  of  recurrent 
disease,  and  1 of  myeloblastic  leukemia. 
The  type  of  treatment  chosen  for  these  pa- 
tients was  conditioned  by  evidence  of 
severe  concomitant  illness,  usually  cardio- 
vascular disease.  The  salvage  is  signif- 
icant. Of  those  with  localized  disease  at 
the  time  of  treatment  47  per  cent  are  living 
more  than  five  years  later  (Table  IX). 
The  subsequent  fate  of  this  group  of  pa- 
tients demonstrates  that  there  is,  indeed, 
a place  for  both  simple  mastectomy  and 
radiotherapy  in  the  primary  treatment  of 
selected  cases  of  carcinoma  of  the  breast. 

Comment 

This  series  demonstrates  the  effective- 
ness of  radical  mastectomy  supplemented 
by  radiotherapy  in  treating  Stage  I and 
Stage  II  carcinoma  of  the  breast.  The  re- 
sults achieved  for  Stage  I carcinoma  of  90 
per  cent  relative  five-year  survival  (83  per 
cent  absolute  five-year  survival),  88  per 
cent  relative  ten-year  survival  (72  per 


cent  absolute),  and  a local  recurrence  rate 
of  4.5  per  cent  set  a high  standard  for  other 
therapy.  Similar  results  have  been  re- 
ported by  Haagensen  et  al. 8 and  Haagensen 
and  Miller4  who  reported  83  per  cent  abso- 
lute five-year  survival  and  70  per  cent 
absolute  ten-year  survival  for  a series  of  pa- 
tients with  Stage  A tumors.  Urban8  also  re- 
ported similar  results  in  Stage  I patients 
treated  by  radical  mastectomy  plus  internal 
mammary  node  excision:  81  per  cent 

absolute  five-year  survival  and  63  per  cent 
absolute  ten-year  survival.  Since  the  ten- 
year  series  of  these  authors  is  larger  than 
this  series,  their  ten-year  figures  are  of  more 
significance,  but  the  pattern  of  survival  is 
essentially  similar  in  the  3 groups  of  pa- 
tients. 

Expectedly  the  results  of  treatment  of 
Stage  II  tumors  are  not  as  good  but  the 
salvage  rates  of  74  per  cent  absolute  (80 
per  cent  relative)  at  five  years  and  51  per 
cent  absolute  (62  per  cent  relative)  at  ten 
years  compare  quite  favorably  with  the  re- 
sults of  surgical  treatment  of  carcinoma 
arising  in  other  sites. 

Since  two  thirds  of  the  patients  who  die  of 
the  disease  do  not  have  local  recurrence, 
the  operation  has  been  quite  effective  in 
the  only  area  where  it  can  be,  that  is,  in 
control  of  the  local  disease.  Significant 
improvement  in  results  will  depend  on  meas- 
ures to  control  disseminated  disease  rather 
than  on  any  further  modifications  of  the 
local  treatment.  In  the  patient  with  dis- 
seminated disease,  whether  manifest  or  oc- 
cult, our  present  therapeutic  technics  can- 
not achieve  cure;  all  they  can  attempt  is  to 
control  the  local  manifestations  and  thus  to 
improve  the  quality  of  whatever  survival 
the  systemic  disease  permits.  A 10  per 
cent  local  recurrence  rate  in  Stage  II  disease 
cannot  be  disregarded,  but  it  must  be 
contrasted  with  the  40  per  cent  ten-year 
mortality  rate  from  the  disease. 
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This  series,  like  many  others,  demon- 
strates the  extremely  poor  prognosis  of  pa- 
tients with  locally  advanced  disease.  The 
locally  advanced  disease  indicates,  in  the 
overwhelming  majority  of  instances,  that 
the  disease  is  already  disseminated.  Fur- 
thermore a high  incidence  of  local  recur- 
rence suggests  the  need  for  some  modifica- 
tion of  local  treatment  to  achieve  better 
palliation  of  the  local  manifestations. 

There  has  been  a tendency  in  recent 
years  to  denigrate  the  value  of  survival 
statistics  following  treatment  for  car- 
cinoma. The  valid  claim  is  made  that  a 
person  who  eventually  dies  of  a disease, 
albeit  after  many  years,  was  not  ever 
cured  of  the  disease.  This  is  true,  but  it  is 
just  as  true  that  the  years  of  prolonged 
life  were  valued  and  enjoyed  by  the  person 
who  eventually  died  of  the  disease.  Since 
man  is  mortal,  all  we,  as  physicians,  can 
ever  accomplish  is  to  prolong  life  and  make 
it  more  comfortable.  If  therapy  can  pro- 
long life  it  is  valuable  even  if  it  is  not 
curative.  Survival,  with  or  without  dis- 
ease, is  thus  a useful  measure  of  therapeutic 
effectiveness. 

Breast  carcinoma  is  a heteromorphic 
disease  displaying  marked  variability  in  its 
virulence.  It  can  progress  rapidly  and 
inexorably  to  a fatal  termination  in  a 
short  time  unaffected  significantly  by 
treatment.  Conversely  it  can  manifest  a 
chronic  course  remaining  localized  for  many 
years.  Its  virulence  is  variable  in  a given 
host.  It  can  suddenly  proliferate  diffusely 
and  rapidly  after  a long  period  of  quies- 
cence in  an  occult  phase.  It  is  not  sur- 
prising that  there  has  been  a tendency  to 
ascribe  the  fate  of  patients  afflicted  with 
this  malady  to  the  biologic  virulence  of  the 
tumor  at  its  inception  rather  than  to  the 
influence  of  any  specific  therapy.  An  ap- 
parently static  mortality  rate  from  the 
disease  in  spite  of  apparent  improvement 
in  treatment  supports  this  contention. 
Nevertheless,  logical  considerations  compel 
us  to  believe  that  there  must  he  some  pa- 
tients whose  disease  is  localized  and 
amenable  to  complete  extirpation  when 
they  first  seek  care. 

Evaluation  of  statistics  of  survival  of  pa- 
tients following  treatment  for  breast  cancer 
presents  a substantial  problem.  Our  aim 
is  to  evaluate  the  efficacy  of  our  treatments 
and  of  our  efforts  to  attract  patients 


for  treatment  when  their  disease  is  still 
curable.  If  statistics  include  all  persons  in 
large  groups  defined  in  specific  geographic 
areas  the  groups  include  a large  number  of 
patients  who  have  not  responded  to  our 
educational  efforts  and  who  do  not  seek 
treatment  until  their  disease  is  at  such  a 
stage  as  to  be  relatively  uninfluenced  by 
therapy.  Inclusion  of  these  cases  dilutes 
the  effect  of  the  treatment  on  the  treatable 
patients  and  helps  create  that  similarity  in 
mortality  rates  that  has  been  noted  so 
often.  On  the  other  hand,  selection  of 
cases  presents  its  own  problems  and  its  own 
biases.  Variation  in  the  interpretation  and 
application  of  criteria  can  have  a profound 
effect.  Clinical  or  pathologic  staging  is  a 
very  coarse  screen.  It  is  noteworthy  that 
when  two  series  show  a pronounced  differ- 
ence in  the  distribution  of  patients  by  stage 
they  will  also  show  differences  in  the  sur- 
vival rate  of  patients  in  each  stage.  The 
series  with  the  greater  number  of  patients 
in  more  advanced  stages  will  show  poorer 
survival  for  each  stage.  Too  fine  division 
into  substages  is  difficult  because  of  the  es- 
sentially qualitative  nature  for  most  of  our 
criteria  and  the  lack  of  precision  in  the  de- 
termination of  those  that  are  quantitative. 

The  series  of  patients  presented  in  this 
report  is  essentially  self-selected.  The 
patients  came  from  better-educated,  more 
sophisticated  elements  in  a large  urban 
area.  Many  of  them  were  particularly 
health  conscious  and  sought  medical  care 
for  minor  complaints.  Many  of  the  tumors 
were  discovered  during  the  course  of  rou- 
tine screening  examinations.  The  study 
thus  demonstrates  the  type  of  result  at- 
tainable by  present  standard  methods  of 
therapy  when  applied  to  better-informed 
individuals.  It  suggests  that  further  dif- 
fusion of  our  present  educational  and  detec- 
tion technics  can  increase  survival  from 
breast  cancer. 

Summary 

This  communication  presents  the  five- 
and  ten-year  survival  statistics  of  a group 
of  286  private  patients  with  cancer  of  the 
breast  treated  by  one  surgeon. 

The  absolute  five-year  survival  for  the 
entire  series  was  76  per  cent.  For  Stage 
1 tumors  treated  by  radical  mastectomy  the 

continued  on  page  2566 
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Dermis,  that  portion  of  the  skin  below 
the  epidermis,  has  been  used  as  a buried 
grafting  material  in  various  surgical  appli- 
cations since  1913.  Its  value  in  major  head 
and  neck  surgery,  especially  to  protect  the 
carotid  artery,  was  first  pointed  out  by 
Corso  and  Gerold  in  1963. 1 Despite  its 
obvious  advantages,  dermis  has  not  enjoyed 
widespread  acceptance  because  of  fear  that 
the  epithelial  elements  of  the  graft  would 
result  in  subsequent  cyst  formation.  Many 
clinical  and  animal  investigative  studies 
have  shown,  however,  that  the  epithelial 
components  of  dermis,  when  buried,  either 
atrophy  completely  or,  in  the  case  of  sweat 
glands,  lie  dormant  and  do  not  produce 
cysts.2-9  Animal  experiments  recently  re- 
ported by  the  senior  author10  verify  the 
clinical  observations  of  Corso  and  Gerold 
and  the  senior  author11:  when  a dermal 

graft  is  exposed,  the  epithelial  elements  of 
the  graft  come  to  the  surface  and  proliferate 
to  epithelize  spontaneously  the  surface  of 
the  graft. 

* This  study  was  supported  in  part  by  the  Public  Health 
Service  Grant  TOl  NB05276,  National  Institute  of  Neuro- 
logical Diseases  and  Stroke,  U.S.  Department  of  Health, 
Education,  and  Welfare. 


FIGURE  1.  Relationship  of  dermal  flap  (graft 
source)  to  overlying  epidermal  flap. 


Advantages  of  dermis 
as  grafting  material 

From  the  preceding  considerations,  it 
would  appear  that  dermis  is  an  ideal  mate- 
rial to  protect  the  carotid  artery  in  patients 
with  previous  irradiation,  wherein  there  is 
the  possibility  or  probability  of  a break- 
down of  overlying  skin  in  the  healing  process 
with  the  resultant  danger  of  carotid  artery 
exposure  and  resultant  “blowout.”  The 
grafting  material  is  readily  available  in 
almost  any  amount. 

Figure  1 demonstrates  the  method  of 
obtaining  the  graft.  The  epidermal  flap  is 
cut  at  approximately  0.012  inch;  the 
dermal  sheet  is  cut  at  from  0.013  to  0.021 
inch  and  removed  for  transfer  to  the 
recipient  site.  The  epidermal  flap  is  then 
returned  to  its  original  site  and  sutured  in 
place,  thereby,  giving  the  patient  minimal 
discomfort  from  the  donor  site.  The  graft 
is  vascularized  from  both  surfaces  in  from 
three  to  five  days;  hence,  it  derives  blood 
supply  from  the  overlying  skin  prior  to  the 
time  that  the  skin  breaks  down,  if  it  does  so, 
in  the  process  of  healing.  The  graft  sur- 
vives as  a living  transplant  with  remarkable 
ability  to  survive  despite  exposure  to  air, 
gross  infection,  and  bathing  by  salivary 
secretions  in  the  event  of  fistulization. 

Of  significant  importance  is  the  demon- 
strated ability  of  dermis  to  re-epithelize 
itself  if  it  becomes  exposed,  thus  addi- 
tionally protecting  the  underlying  carotid 
artery,  allaying  fears  of  carotid  blowout, 
and  avoiding  the  necessity  of  further  sur- 
gical procedures  to  bring  in  distant  epi- 
thelium to  resurface  the  denuded  area. 
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TABLE  I.  Application  to  surgical  procedures 
(38  patients) 

Number 


of 

Operations  Patients 


Composite  operation  (Commando)  7 

Laryngectomy  with  neck  dissection  26 

Laryngectomy  2 

Subtotal  laryngectomy  with  neck 

dissection  1 

Radical  neck  dissection  6 

Total  42 


Total  42 


TABLE  II.  Relation  to  previous  irradiation 

Number  of 

Irradiation 

Patients 

Planned  preoperative 

22 

Previous  therapeutic 

11 

No  previous 

5 

Experiences  and  results 

The  purpose  of  this  article  is  to  report 
our  experiences  at  the  Upstate  Medical 
Center  in  the  use  of  dermis  in  42  major 
head  and  neck  surgical  procedures  in  38 
patients  during  the  past  three  and  a half 
years  (Table  I).  The  greatest  number  of 
these  operations  were  performed  in  patients 
with  advanced  malignant  lesions  who  had 
had  previous  irradiation,  either  therapeutic 
or  planned  preoperative  radiation  wherein 
skin  breakdown  with  threat  of  carotid 
artery  exposure  and  rupture  was  a signifi- 
cant consideration.  Table  II  demonstrates 
the  incidence  and  nature  of  previous  irradia- 
tion received  by  the  patients. 

Table  III  indicates  that  the  dermal  graft 
was  used  in  38  instances  to  cover  the 
carotid  artery  and  in  10  instances  to  cover 
the  pharyngeal  suture  line  in  laryngo- 
pharyngectomies.  A perusal  of  the  results 
in  the  10  patients  in  which  the  graft  was 
used  to  reinforce  the  pharyngeal  suture  line 
appears  to  indicate  that  the  graft  is  of  little 
help  in  the  prevention  of  fistulas. 

As  noted  in  Table  IV,  in  the  10  cases  in 
which  the  graft  was  placed  over  the 
pharyngeal  suture  line,  there  were  5 subse- 
quent fistulas  (50  per  cent),  whereas  in  16 
cases  who  had  received  irradiation  but  no 
graft  was  used,  there  were  subsequent 
fistulas  in  6 patients  (38  per  cent).  We 
hasten  to  point  out  that  the  number  of 
cases  here  are  insufficient  to  draw  any 


TABLE  III.  Sites  of  graft  application 


Number  of 

Site 

Patients 

Carotid  artery 

38 

Pharyngeal  suture  line 

10 

TABLE  IV.  Relationship  to  fistula  formation  in 

laryngectomies 

— F istulas 

Per 

Number  of  Patients  Number  Cent 

Without  dermal  graft 

3 (no  previous  irradiation) 

0 

16  (previous  irradiation) 
With  dermal  graft 

6 38 

10  (previous  irradiation) 

5 50 

statistical  conclusions  whatsoever,  but  these 
few  cases  do  appear  to  confirm  the  findings 
of  Corso  and  Gerold  who  found  that  in  5 
cases,  2 developed  fistulas  (40  per  cent). 
It  should  be  noted  that  in  these  38  cases, 
ranging  from  six  to  forty-two  months  post- 
operative, no  gross  epithelial  cysts  were 
encountered. 

Most  significant  among  the  findings 
demonstrated  in  this  series  is  that  no  carotid 
ruptures  or  blowouts  were  encountered  in 
any  of  the  38  patients  in  whom  the  graft 
was  used  to  cover  the  carotid  artery.  This 
was  even  more  dramatic  in  those  9 patients 
(24  per  cent)  in  whom  there  was  breakdown 
of  the  skin  overlying  the  carotid  with 
exposure  of  the  graft,  often  with  gross  infec- 
tion, with  elevation  of  the  surrounding  skin 
flaps,  and  frequently  with  pharyngeal 
fistulas  bathing  the  graft  with  saliva  for 
varying  periods.  In  all  instances  the  graft 
not  only  survived  as  a living  protection  to 
the  artery  but  the  exposed  grafts  re- 
epithelized  themselves  in  ten  to  twenty-one 
days  following  exposure,  thus  obviating  the 
need  for  flap  transposition  from  surrounding 
areas  to  provide  an  epithelial  covering. 

In  all  9 cases  in  which  the  artery  was 
exposed  by  tissue  breakdown,  there  had 
been  previous  irradiation,  but  this  break- 
down does  not  seem  to  be  dependent  on 
whether  or  not  the  irradiation  had  been  a 
previous  long-term  radiation  failure  or 
whether  the  radiation  had  been  in  planned 
preoperative  dosage  with  surgery  performed 
within  six  weeks  of  the  radiation  (Table  V). 

From  these  experiences,  in  addition  to  10 
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TABLE  V.  Carotid  artery  protection  in  9 cases  of 
graft  exposed  by  skin  breakdown* 


Radiation 

Roentgens 

Number  of 
Patients 

Preoperative 

2,000  to  5,000 

5 

(six  weeks  or 

less) 

Therapeutic 

5,000  to  7,000 

4 

* Ail  9 cases  re-epithelized  spontaneously  in  from  ten  to 
twenty-one  days. 


cases  previously  reported  by  the  senior 
author,  it  would  appear  that  dermis  is  an 
ideal  protective  material  for  the  carotid 
artery  in  major  head  and  neck  surgery. 
The  graft  performs  its  task  without  com- 
plications when  it  remains  buried  and 
serves  not  only  for  protection  of  the  carotid 


but  as  a “built-in  skin  graft”  if  the  artery 
becomes  exposed. 

To  those  who  use  this  grafting  procedure 
for  the  first  time,  a word  of  caution  is  in 
order.  In  the  process  of  healing  with  tissue 
breakdown  and  initial  exposure  of  the 
graft  over  the  artery,  one  tends  to  be  in 
doubt  as  to  whether  the  graft  is  viable  and 
capable  of  protecting  the  artery,  since  on 
examination  the  graft  appears  to  be  rela- 
tively white  and  devitalized.  On  close 
examination,  however,  one  will  see  tiny 
buds  or  streaks  of  vascularity  in  the  graft 
which  is  indicative  of  viability  and  sufficient 
strength  to  resist  not  only  carotid  blowout 
hut  also  to  provide  for  subsequent  epi- 
thelization.  The  re-epithelization  of  the 
graft  is  also  a peculiar  phenomenon  in  that 


FIGURE  2.  Exposed  dermal  graft  over  carotid  artery  (A)  ten  days  postoperative,  (B)  six  months  post- 
operative. 


FIGURE  3.  Exposed  dermal  graft  over  carotid  artery  (A)  fourteen  days  postoperative,  (B)  six  weeks  post- 
operative. 
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for  many  days,  up  to  three  weeks,  there 
seems  to  be  no  progress  in  this  direction 
but  suddenly  in  the  space  of  a very  few  days 
the  entire  area  of  the  dermal  graft  takes  on 
the  velvety  sheen  indicative  of  surface 
epithelization.  Figures  2 and  3 illustrate 
2 demonstrative  cases  showing  the  graft 
during  early  exposure  and  subsequent  re- 
epithelization. 

Summary 

The  use  of  dermal  grafts  in  42  operations 
in  38  patients  at  the  State  University  of 
New  York  Upstate  Medical  Center  are 
presented  to  demonstrate  the  value  of  these 
grafts  for  the  protection  of  the  carotid 
artery  in  major  head  and  neck  surgery. 

In  all  cases  the  grafting  material  produced 
no  apparent  complications.  In  the  few 
cases  wherein  the  graft  was  used  over  the 
pharyngeal  suture  line  it  did  not  appear  to 
decrease  the  incidence  of  fistulas. 

In  all  38  patients  in  whom  the  graft  was 
used  to  cover  the  carotid  artery,  most  of 
whom  had  very  large  lesions  and  had 
received  previous  radiation,  its  previously 
expected  advantages  were  again  demon- 
strated. 

There  were  no  carotid  ruptures  in  any 
of  these  cases  including  9 patients  in 
whom  the  carotid  artery  was  exposed  by 
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absolute  five-year  survival  was  83  per  cent. 
For  Stage  II  tumors  treated  by  radical 
mastectomy  the  absolute  five-year  survival 
was  74  per  cent.  Ten  year  absolute  sur- 
vival rates  were  72  per  cent  for  Stage  I and 
51  per  cent  for  Stage  II. 

The  series  demonstrates  that  a substan- 
tial number  of  patients  with  small  localized 
breast  tumors  can  remain  free  of  breast 
cancer  for  prolonged  periods  after  treat- 
ment by  radical  mastectomy  supplemented 
by  radiotherapy.  Furthermore  it  demon- 
strates that  such  results  can  be  achieved 
with  low  morbidity  and  no  operative  mor- 
tality by  use  of  conventional  technics. 

3 East  76  Street 
New  York  City  10021 


breakdown  of  the  overlying  skin  in  the  heal- 
ing.process  with  exposure  to  gross  infection 
and  often  saliva  from  pharyngeal  fistulas. 

In  all  cases  in  which  the  graft  was  exposed 
there  was  spontaneous  re-epithelization 
from  the  graft  itself,  thus  obviating  the  need 
to  bring  in  adjacent  skin  by  the  use  of  flaps 
to  protect  the  artery  or  to  supply  epithelial 
covering  for  the  exposed  area. 
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QUESTION  51.  What  is  the  interpretation  of  these  three  records?  The  patient  has  been  admitted  following 
the  sudden  onset  of  palpitations.  There  was  a long  history  of  rheumatic  heart  disease  and  mitral  insuffi- 
ciency. 
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QUESTION  52.  The  patient,  a sixty-three-year-old  man,  was  admitted  to  the  hospital  for  an  elective  prosta- 
tectomy, and  this  tracing  was  obtained.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  51.  The  top  strip  shows 
regular  sinus  rhythm  with  clearly  identi- 
fiable P waves  in  the  first  two  beats. 
Following  the  third  beat,  which  is  a ven- 
tricular premature  contraction,  a grossly 
irregular  ventricular  rate  with  irregular 
undulating  f waves  (atrial  fibrillation) 
develops.  In  lead  II,  the  atrial  rate  be- 
comes regular,  and  the  undulating  F waves 
of  atrial  flutter  are  now  apparent.  The 
ventricular  response  is  irregular.  In  the 
right  hand  strip,  the  first  beat  is  preceded 
by  a normal  P wave,  the  second  by  an 
inverted  P wave,  and  the  third  P wave 
is  not  conducted.  The  fourth  P wave  is 
of  sinus  origin  and  is  conducted  normally. 


The  next  P wave  is  premature  and  is 
followed  by  atrial  flutter.  Such  shifts  in 
rhythm  from  regular  sinus  rhythm  to 
atrial  fibrillation  and  atrial  flutter  are  not 
rare  in  patients  with  rheumatic  heart 
disease. 

Question  52.  There  is  a QS  pattern  in 
lead  I,  and  a deep  S wave  in  leads  II  and 
III.  This  so-called  Si,  S2,  S3  pattern  is 
usually  a result  of  extensive  anterior  wall 
infarction.  Confirmatory  evidence  is  seen 
in  lead  aVl,  where  there  is  a broad  deep 
Q wave,  and  in  the  precordial  leads,  V3 
to  V6,  which  demonstrate  a QS  pattern 
with  elevated  S-T  segments.  These  ab- 
normalities are  due  to  anterior  wall  myo- 
cardial infarction.  The  elevated  S-T  seg- 
ments are  compatible  with  recent  myo- 
cardial damage  or  ventricular  aneurysm. 
As  a routine  electrocardiogram  obtained 
one  year  prior  to  admission  had  shown 
similar  abnormalities,  surgery  was  per- 
mitted. 
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Rapid  Deterioration 

Six  Years  After  Pneumonectomy 

for  Bronchogenic  Carcinoma 


Case  history 

Ramankutty  Govindamenon,  M.D.: 
First  admission.  A seventy-five-year-old 
retired  machine  operator  was  admitted  to 
the  hospital  with  mild  cough,  nocturnal 
sweating,  and  blood-streaked  sputum  for 
two  weeks.  The  patient  had  previously 
been  well  and  had  never  been  in  the  hospi- 
tal; he  had  smoked  1 to  2 packages  of 
cigarets  daily  for  many  years.  There  was 
no  history  of  fever,  anorexia,  or  weight  loss. 
Physical  examination  revealed  a blood 
pressure  of  160/96  and  temperature  99  F. 
The  lungs  were  clear  to  percussion  and 
auscultation;  the  heart  was  not  remark- 
able. The  abdomen  was  soft  without 
palpable  masses  or  organs.  No  lymph 
nodes  were  palpable.  The  prostate  was 
considerably  enlarged,  but  firm  and  smooth. 

Urinalysis  revealed  a specific  gravity  of 
1.012  and  negative  test  results  for  albumin, 
sugar,  and  acetone.  The  hemoglobin  was 
12.4  Gm.  per  100  ml.  and  the  white  blood 
cell  count  5,700  with  58  per  cent  segmented 
forms.  The  fasting  glucose,  blood  urea 
nitrogen,  total  bilirubin,  thymol  turbidity, 
cephalin  flocculation,  alkaline  phosphatase, 
total  serum  protein  and  albumin-globulin 
ratio,  and  serum  glutamic  oxaloacetic 
transaminase  test  results  were  within 
normal  limits.  The  VDRL  test  result  for 
syphilis  was  negative.  Sputum  culture 
and  direct  smears  were  negative  for  acid- 
fast  bacilli. 

The  electrocardiogram  result  was  normal; 


leads  Vj  and  V2  showed  RSR  prime  wave 
suggestive  of  incomplete  right  bundle 
branch  block. 

X-ray  examination  revealed  a normal 
cardiac  silhouette,  several  calcifications  in 
the  right  midlung  field,  and  a rounded 
lobulated  density,  measuring  about  1 by  2 
inches,  within  the  upper  portion  of  the 
lower  lobe  of  the  left  lung  (Fig.  1A). 

Bronchoscopic  examination  revealed  mu- 
copurulent secretion  in  the  left  main 
bronchus;  washings  from  the  upper  lobe 
of  the  left  lung  and  bronchial  biopsy  re- 
vealed no  evidence  of  malignant  disease. 

Nine  days  after  admission,  the  patient 
underwent  a pneumonectomy  of  the  left 
lung  with  removal  of  a tumor  mass  in  the 
medial  posterior  basal  segment  of  the  lower 
lobe  of  the  left  lung  which  extended  across 
the  oblique  fissure  to  involve  the  posterior 
segment  of  the  upper  lobe.  Pathologic  ex- 
amination revealed  bronchiectasis  in  both 
lobes;  a 2-cm.  lesion  located  approximately 
halfway  between  the  carina  and  the  pleural 
surface,  on  microscopic  examination, 
showed  a well-differentiated  squamous-cell 
carcinoma  (Fig.  IB).  Lymph  nodes  re- 
moved from  the  hilar  region  revealed  an- 
thracotic  and  inflammatory  response  but  no 
evidence  of  malignant  disease.  Post- 
operatively,  several  complaints  of  chest 
pain  were  accompanied  by  appearance  of  a 
Q wave  in  leads  II  and  III  and  inversion  of 
T3  and  TVi,  V2,  and  V3;  subsequent  elec- 
trocardiogram showed  reversion  of  T waves 
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FIGURE  1.  First  admission.  (A)  Chest  x-ray  film 
Microscopic  section  showing  well-differentiated  sq 
left  lung  (hematoxylin  and  eosin  stain). 


toward  normal,  but  with  elevation  of  S-T 
segment  in  leads  I and  aVl.  However,  the 
patient  convalesced  without  another  event 
and  was  discharged  twenty-one  days  after 
admission. 

Second  admission  ( four  and  one-half  years 
later).  The  patient  was  well  during  the 
interval,  until  three  days  before  admission 
when  he  noted  cough,  whitish  sputum,  and 
progressively  increasing  shortness  of  breath. 
On  admission  his  blood  pressure  was 
104/60,  respirations  36,  and  temperature 
98  F.  The  chest  cage  appeared  symmetri- 
cal with  an  operative  scar  on  the  left  hemi- 
thorax;  moist  rales  and  rhonchi  were  heard 
throughout  the  left  lung  field.  The  heart 
rate  was  rapid  at  110  per  minute;  no  mur- 
murs were  audible.  The  spleen  and  liver 
were  not  palpable;  there  was  no  edema. 
Bilateral  inguinal  hernias  were  present. 

The  urinalysis  was  normal.  The  hemo- 
globin was  12.2  Gm.  per  100  ml.  and  the 
white  blood  cell  count  15,000  with  78  per 
cent  segmented,  and  11  per  cent  nonseg- 
mented  forms.  The  fasting  blood  sugar, 
blood  urea  nitrogen,  serum  glutamic  oxalo- 
acetic transaminase,  lactic  acid  dehydro- 
genase, serum  glutamic  pyruvic  transami- 
nase, uric  acid,  prothrombin  time,  serum 
potassium,  sodium  and  chlorides,  total 
bilirubin,  thymol  turbidity,  cephalin  floc- 


showing  density  in  left  midlung  field  (arrow).  (B) 
jamous-cell  carcinoma  resected  from  lower  lobe  of 


FIGURE  2.  Second  admission.  Electrocardiogram 
showing  nonspecific  S-T  and  T-wave  changes  with 
prominent  diphasic  P wave  in  V2. 


culation,  total  protein  with  albumin-globu- 
lin ratio,  cholesterol,  and  acid  and  alkaline 
phosphatase  test  results  all  were  within 
normal  limits. 

The  initial  electrocardiogram  showed 
sinus  tachycardia  with  a deep  Q:i  and 
QaVl,  together  with  deep  precordial  S 
waves.  The  P wave  in  V2  was  prominent 
and  diphasic  (Fig.  2).  Subsequent  serial 
electrocardiograms  showed  no  changes. 

Chest  x-ray  film  revealed  complete 
opacification  of  the  left  thorax  and  eleva- 
tion of  the  left  diaphragm;  heart  and 
mediastinum  were  deviated  to  the  left.  I 
The  right  lung  had  undergone  marked  com- 
pensatory emphysema  with  an  area  of  in- 
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creased  density  in  the  upper  lobe  suggestive 
of  recent  pneumonic  infiltration. 

The  patient  was  treated  with  amino- 
phylline,  digitalis  Digoxin),  lanatoside  C 
(Cedilanid),  meralluride  i Mercuhydrin), 
and  oxygen  and  responded  well.  Within 
several  days  he  was  ambulatory  without 
symptoms;  follow-up  x-ray  examination 
revealed  clearing  of  the  infiltration  in  the 
upper  right  lung  field.  A barium  enema 
showed  negative  findings.  The  patient  was 
discharged  fifteen  days  after  admission. 

Third  admission  ( one  year  later).  In  the 
interval  the  patient  was  free  of  cardiac 
symptoms;  he  had  continued  to  take 
digitalis,  0.25  mg.  per  day,  without  diuretic 
drug  therapy.  During  the  year  before 
admission,  however,  he  had  noted  urinary 
urgency,  diminishing  force  of  urinary 
stream,  and  dribbling.  On  the  day  before 
admission,  he  developed  painful  urination 
and  was  unable  to  void.  On  admission  his 
blood  pressure  was  190  70  and  temperature 
99.6  F.  There  was  dullness  on  percussion, 
and  breath  sounds  were  absent  over  the 
entire  left  side  of  the  chest;  the  right 
lung  was  entirely  clear.  A Grade  II  to 
VI  faint  blowing  systolic  murmur  was 
audible  over  the  base  of  the  heart;  S>  in 
the  usual  pulmonary  area  was  accentuated; 
a fourth  heart  sound  was  at  times  audible  at 
the  apex.  The  liver  was  palpable  1 finger- 
breadth  below  the  right  costal  margin,  and 
there  were  bilateral  relaxed  inguinal  canals. 
Rectal  examination  revealed  a smooth,  non- 
tender, and  markedly  enlarged  prostate. 

The  hemoglobin  was  13.4  Gm.  and  the 
white  cell  count  9,600  with  83  per  cent 
polymorphonuclear  leukocytes.  The  uri- 
nalysis showed  a specific  gravity  of  1.011 
and  1 plus  albuminuria  with  3 to  5 white 
blood  cells  and  10  to  15  red  blood  cells  per 
high-power  field. 

The  electrocardiogram  showed  no  change 
from  previous  tracings;  the  P waves  re- 
mained unusually  prominent  in  the  right 
precordial  leads. 

X-ray  examinations  again  revealed  opaci- 
fication of  the  left  hemithorax  and  devia- 
tion of  mediastinal  structures  to  the  left 
with  hyperaeration  of  the  right  lung. 
Intravenous  pyelogram  revealed  marked  en- 
largement of  the  prostate;  barium  enema 
and  upper  gastrointestinal  studies  showed 
normal  findings. 

Fifteen  days  after  admission,  the  patient 


underwent  suprapubic  prostatectomy  with- 
out event;  pathologic  examination  of  re- 
sected tissue  demonstrated  only  prostatic 
hyperplasia.  Again  the  patient  convalesced 
uneventfully  and  was  discharged  one  month 
after  admission. 

Final  admission  (six  months  later).  The 
patient  was  admitted  because  of  forgetful- 
ness, mental  confusion,  dizziness,  inability 
to  stand  or  walk,  and  generalized  weakness. 
Details  of  his  medical  history  during  this 
interval  were,  therefore,  limited.  Physical 
examination  revealed  a blood  pressure  of 
120  80,  pulse  80,  respirations  22  per  minute, 
and  temperature  98.6  F.  The  patient  was 
thin,  but  not  emaciated,  and  in  no  physical 
distress,  although  he  had  difficulty  in  walk- 
ing. The  chest  findings  were  as  previously 
noted;  the  cardiac  examination  was  not 
remarkable.  Evaluation  by  the  neurologic 
consultant  revealed  disorientation  as  to 
time,  place,  and  person  but  no  localizing 
neurologic  findings. 

The  urine  contained  5 to  10  white  blood 
cells  and  10  to  20  red  blood  cells  per  high- 
power  field.  The  hemoglobin  was  11.6  Gm. 
per  100  ml.,  the  hematocrit  35,  and  the 
white  blood  cells  7,000  with  61  per  cent  ma- 
ture polymorphonuclear  leukocytes.  The 
fasting  glucose,  blood  urea  nitrogen,  uric 
acid,  carbon  dioxide  content,  serum  po- 
tassium, sodium  and  chlorides,  calcium, 
phosphorus,  total  bilirubin,  thymol  tur- 
bidity, cephalin  flocculation,  total  cho- 
lesterol, alkaline  and  acid  phosphatase,  and 
serum  transaminase  levels  serum  glutamic- 
oxaloacetic  transaminase,  serum  glutamic 
pyruvic  transaminase,  and  lactic  acid  de- 
hydrogenase) test  results  were  all  within 
normal  limits.  The  stool  guaiac  test  result 
was  negative.  Repeat  urinalyses  showed 
albumin  test  results  from  1 to  4 plus  and 
at  times  innumerable  red  blood  cells  and  10 
to  20  white  blood  cells  per  high-power  field. 

Serial  electrocardiograms  showed  nega- 
tive T_.  and  T3  hut  no  other  changes  from 
previous  records;  again  a pattern  of  left 
atrial  hypertrophy  was  noted. 

X-ray  examination  showed  slight  blunt- 
ing of  the  right  costophrenic  angle  pleural 
reaction  but  no  significant  change  from 
earlier  chest  films  ( Fig.  3).  The  skull  x-ray 
film  revealed  calcification  of  the  carotid 
siphon  but  no  other  abnormalities.  The 
brain  scan  showed  normal  findings. 

The  electroencephalogram  revealed  a 
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FIGURE3.  Final  admission.  Chest  x-ray  film  show- 
ing only  opacification  of  left  hemithorax. 


diffuse  abnormality  with  some  prepon- 
derance on  the  right  side. 

The  patient’s  temperature  remained 
within  normal  limits  until  the  last  four  days 
of  life,  when  it  rose  to  104  F.  The  marked 
disorientation  persisted,  and  toward  the 
end  of  the  third  week  in  the  hospital,  the 
patient  became  more  lethargic.  Repeat 
neurologic  evaluation  revealed  rapid,  dart- 
ing, nystagmoid  eye  movements  in  all  direc- 
tions of  gaze,  mostly  toward  the  right,  sug- 
gestive of  damage  to  the  brain  stem. 
Spinal  puncture  revealed  an  opening  pres- 
sure of  210  mm.;  the  fluid  was  clear,  show- 
ing only  7 red  blood  cells  per  cubic  milli- 
meter. The  glucose,  chlorides,  and  protein 
were  normal.  Spinal  fluid  smears  showed 
no  bacteria  and  was  negative  on  culture. 
The  urine  output  remained  normal,  the 
blood  urea  nitrogen  terminally  was  33  mg. 
per  100  ml.;  the  carbon  dioxide  content 
and  electrolyte  test  results  remained  nor- 
mal. Blood  culture  was  negative. 

During  the  last  two  days  of  life,  the 
patient  developed  shortness  of  breath  and 
moist  rales  over  the  right  lung  and  was 
treated  promptly  with  oxygen  and  intra- 
venous lanatoside  C.  The  patient  lapsed 
into  deep  coma  without  other  localizing 
neurologic  findings;  the  blood  pressure 
dropped  progressively,  and  respirations 


ceased  on  the  morning  of  the  twenty-fifth 
hospital  day. 

Discussion 

Harold  Coppersmith,  M.D.  *:  In  1962, 
this  patient,  then  seventy-five-years  old, 
underwent  a pneumonectomy  for  a pulmo- 
nary neoplasm  in  the  left  lung.  The  patho- 
logic diagnosis  was  a well-differentiated 
squamous-cell  carcinoma,  involving  both 
lobes.  He  recuperated  well,  then  returned 
four  and  one-half  years  later  with  cough, 
sputum,  and  increasing  shortness  of  breath. 
He  was  afebrile  on  admission,  but  x-ray 
examinations  showed  an  infiltrate  in  the 
upper  right  lung  which  presumably  was 
pneumonia  or  infarction.  Because  of  rales 
at  the  base  of  the  right  lung,  he  was  treated 
for  cardiac  failure,  although  it  is  not  clear 
that  he  was  in  congestive  heart  failure. 
At  any  rate  he  improved  symptomatically, 
which  was  shown  by  x-ray  examination. 
He  was  maintained  on  digitalis  for  another 
year,  during  which  time  he  had  no  symp- 
toms of  cardiac  insufficiency. 

Five  and  one-half  years  after  the  first 
admission,  he  again  entered  the  hospital, 
this  time  for  symptoms  of  prostatism.  The 
pathologic  diagnosis  on  the  subsequently 
resected  prostate  gland  was  benign  hyper- 
plasia. However,  six  months  later  he  en- 
tered the  hospital  with  generalized  weak- 
ness, disorientation,  dizziness,  and  forget- 
fulness. He  appeared  to  be  thin  but  rea- 
sonably well  nourished;  however,  he  was 
unable  to  lift  himself  out  of  a chair  and 
could  not  walk  unassisted.  Neurologic- 
consultation  uncovered  no  localizing  signs. 
During  the  first  twenty  days  in  the  hospital, 
his  condition  remained  unchanged,  but 
thereafter  he  developed  a high  fever  and 
lapsed  into  coma.  A repeat  evaluation  by 
the  neurologic  consultant  led  to  the  observa- 
tion of  rapid,  darting,  nystagmoid  eye 
movements  in  all  directions,  mostly  to  the 
right,  suggestive  of  brain-stem  involvement. 
A spinal  tap  gave  negative  findings  except 
for  elevated  pressure  and  some  red  blood 
cells.  The  brain  scan  was  unrevealing,  and 
electroencephalogram  indicated  only  diffuse 
involvement,  more  on  the  right  side.  Two 
days  before  his  death,  he  developed  rales  at 
the  base  of  the  right  lung  and  shortness  of 
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breath,  and  he  was  again  treated  for  acute 
congestive  heart  failure.  In  spite  of  these 
measures,  lie  remained  comatose  and  died. 

1 wish  first  to  focus  on  the  patient’s 
cardiac  status.  During  the  first  admission 
in  1962,  an  electrocardiogram,  prior  to 
surgery,  showed  in  leads  Vi  and  V-,  the 
R-R'  pattern  of  incomplete  right  bundle 
branch  block.  This  finding  in  a seventy- 
five-year-old  man  is  most  likely  due  to 
arteriosclerotic  heart  disease,  unless  we 
know  definitely  that  he  had  this  condition 
all  his  life.  However,  it  may  be  part  of  a 
right  ventricular  hypertrophy  of  some 
degree.  Postoperatively  the  electrocardio- 
gram presented  a Q;  and  Q3  and  an  inverted 
T wave  in  leads  III  and  Vi  through  V3. 
One  could  interpret  this  to  indicate  an 
inferior-wall  myocardial  infarction.  How- 
ever, the  Q_>  is  small,  and  while  Q:i  is  deep, 
it  is  not  accompanied  by  a significant  Q 
wave  in  aVf,  so  I will  assume  that  he  did 
not  have  a posterior-wall  infarct.  One 
would  expect  alterations  to  he  noted  on  the 
electrocardiogram  after  a pneumonectomy; 
such  changes  might  he  those  of  pericarditis 
incidental  to  the  trauma  of  surgery  or  they 
might  he  rotational  changes  due  to  a shift 
in  the  position  of  the  heart  into  the  empty 
cavity  in  the  left  side  of  the  chest.  Other 
changes  of  an  acute  nature  might  be  depend- 
ent on  such  factors  as  blood  loss  during  the 
surgical  operation  or  the  occurrence  of 
pulmonary  emboli. 

During  the  second  admission,  the  patient 
was  said  to  have  been  in  congestive  heart 
failure;  the  electrocardiogram  showed  a 
sinus  tachycardia,  again  with  a deep  Q3 
and  a Q wave  in  aVl  with  deep  precordial 
S waves.  Again  these  changes  could  be 
explained  by  rotation,  and  the  subsequent 
electrocardiograms  showed  no  change.  The 
evidence  for  cardiac  failure  during  the 
second  admission  remains  questionable, 
resting  mainly  on  the  presence  of  basilar 
rales,  while  the  pulmonary  infiltrate  was  in 
the  upper  lobe  of  the  right  lung.  However, 
I certainly  could  not  disagree  with  digitalis 
therapy. 

On  the  third  admission  the  only  new 
finding  on  the  electrocardiogram  was  the 
appearance  of  prominent  P waves  in  the 
right  precordial  leads  (Fig.  2).  These  P 
waves  are  diphasic  and  broad,  and  the 
negative  phase  is  greater  than  1 mm.,  so 
that  the  diagnosis  of  left  atrial  hypertrophy 


appears  to  be  reasonable.  However,  such 
changes  need  cautious  interpretation  since 
one  may  find  normal  left  atria  with  the 
presence  of  this  type  of  P wave,  and  con- 
versely one  may  find  enlarged  left  atria  in 
the  absence  of  such  a finding.  The  diag- 
nosis of  left  atrial  hypertrophy  would  re- 
quire other  supportive  evidence,  such  as  an 
accompanying  mitral  stenosis  or  mitral  in- 
sufficiency. This  man  did  not  have  the 
murmurs  which  would  be  diagnostic  of  such 
valvular  disease.  With  atrial  hypertrophy, 
there  might  be  signs  of  atrial  thrombosis, 
tumor,  or  idiopathic  diffuse  myocardial 
hypertrophy.  All  in  all,  I am  inclined  in 
this  case  to  consider  the  P-wave  finding  in 
lead  Vi  as  an  incidental  finding  of  no  impor- 
tance. In  summary,  I would  attribute  the 
electrocardiogram  changes  to  arterioscle- 
rotic coronary  disease  and  to  the  displace- 
ment of  the  heart  to  the  left  side  of  the 
chest.  As  to  cardiac  enlargement,  hyper- 
trophy, and  failure,  I do  not  think  we  have 
sufficiently  clear-cut  data  to  determine 
their  presence,  because  of  the  density  over 
the  entire  left  side  of  the  chest  shown  on 
x-ray  film. 

Now  what  must  we  explain?  This  pa- 
tient was  a different  man  between  the  third 
and  fourth  hospital  admissions.  Five  and 
one-half  years  earlier,  he  had  survived  a 
radical  pneumonectomy,  and  six  months 
before  his  final  admission,  he  was  mentally 
clear  and  was  able  to  withstand  a supra- 
pubic prostatectomy  with  an  uneventful 
recovery.  Yet,  on  his  final  admission  he 
was  physically  weak,  confused,  and  unable 
to  stand;  he  died  within  twenty-one  days. 
We  know  from  the  protocol  that  he  had  a 
calcific  carotid  syphon,  indicating  an  ar- 
teriosclerotic cerebral  blood  supply.  The 
neurologic  examination  revealed  no  focal 
signs,  the  brain  scan  showed  normal  find- 
ings, and  the  electroencephalogram  ex- 
hibited only  nonspecific  changes.  In  a man 
with  a history  of  epidermoid  carcinoma  of 
the  lung,  brain  metastases,  too  minute  to 
be  detected  by  brain  scan,  must  always  be 
considered.  Another  group  of  diagnostic- 
possibilities  is  the  various  meningitides. 
Tuberculous  meningitis  sometimes  can 
present  obscure  symptoms,  with  only 
mental  changes  and  little  in  the  way  of 
spinal  fluid  abnormalities.  However,  the 
absence  here  of  a decreased  spinal  fluid 
glucose  level  and  of  an  increased  protein 
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content  deflects  me  away  from  considering 
seriously  any  form  of  meningitis. 

Granulomatous  disease  of  the  brain  can 
also  cause  vague  mental  symptoms  without 
focal  signs,  but,  again,  one  should  find  in- 
creased protein  in  the  spinal  fluid.  Torulo- 
sis is  in  most  cases  a complication  of  an 
underlying  debilitating  disease,  but  there 
is  no  evidence  of  the  latter  in  this  patient. 
Brain  abscess  deserves  more  serious  con- 
sideration. 

The  resected  lung  showed  patholog- 
ically a significant  degree  of  bron- 
chiectasis, and  I think  it  likely  that  the 
remaining  lung  was  similarly  affected. 
Thus  we  have  a potential  source  for  bac- 
teremia and  septicemia,  but,  again,  there 
was  no  evidence  either  in  the  spinal  fluid  or 
in  the  brain  scan  to  support  the  likelihood 
of  hrain  abscess. 

Finally,  we  have  the  diffuse  vascular 
disease  of  the  aged  which  can  produce  a 
chronic  brain  syndrome  with  mental  con- 
fusion and  disorientation,  with  few  or  no 
localizing  signs. 

Yet  would  vascular  disease  alone  explain 
the  severe  type  of  weakness  that  is  men- 
tioned in  the  protocol?  Complicating  the 
answer  to  this  question  are  the  lack  of  a 
long-standing  debilitating  disease  and  of 
emaciation.  If  a patient  with  terminal 
carcinoma  is  weak  and  unable  to  stand,  he 
is  usually  also  cachectic.  However,  a clin- 
ical feature  of  bronchogenic  carcinoma  may 
be  manifested  by  extreme  weakness  out  of 
proportion  to  wasting.  In  fact  it  may  occur 
in  a well-nourished  patient,  even  con- 
siderably antedating  the  more  typical 
symptoms  of  the  primary  neoplasm.  Such 
weakness  starts  most  commonly  in  the  pel- 
vic girdle  musculature  with  difficulty  in 
arising  from  a sitting  position,  in  standing, 
and  in  walking.  This  weakness  then  may 
progress  to  the  lower  extremities  and  some- 
times even  to  the  upper  extremities.  In 
neuromyopathy  of  this  type  associated  with 
cancer  of  the  lung,  the  somatic  muscles  may 
be  acutely  tender,  and  biopsy  may  show 
acute  inflammatory  changes. 1 However, 
in  other  patients  asthenia  is  present;  yet 
muscle  biopsy  shows  regeneration  without 
inflammation.  Usually  with  cancer  one 
will  find  signs  of  inflammation.  We  do  not 
have  the  benefit  of  a muscle  biopsy  in  this 
patient.  I would  like  to  ask  the  neurolo- 
gist if,  at  the  time  of  his  examination  of  the 


patient,  he  was  able  to  explain  this  extreme 
weakness. 

Stefan  Shanzer,  M.D.:  I did  not  find 

any  evidence  of  actual  weakness,  although 
he  was  not  able  to  stand  or  walk.  Of  course 
he  was  confused,  but  I did  not  find  that  he 
had  weakness  on  testing.  Many  patients 
with  severe  organic  mental  syndrome  are 
unable  to  walk;  for  some  reason  neural 
impulses  which  originate  in  the  brain  do  not 
reach  the  lower  extremities,  but  paralysis 
and  weakness  are  not  involved.  Also  there 
are  patients  who  when  lying  in  bed  demon- 
strate perfect  muscular  coordination,  but 
the  moment  they  sit  up  in  bed  they  lose  all 
muscular  stability.  For  some  reason  the 
erect  posture  requires  more  than  power,  co- 
ordination, and  position  sense,  especially  in 
old  people  and  people  with  organic  mental 
changes.  This  patient  presented  a severe 
organic  mental  syndrome,  with  obvious  bi- 
lateral brain  disease,  cause  undetermined, 
and  without  localizing  features. 

John  T.  Flynn,  M.D.:  I saw  this  pa- 

tient in  consultation  prior  to  his  prostatec- 
tomy and  thought  he  was  in  surprisingly 
excellent  condition  both  physically  and 
mentally  for  a man  of  his  age.  Would  not 
the  rapidity  of  his  subsequent  deterioration 
make  you  hesitate  to  blame  such  a change 
on  diffuse  vascular  disease? 

Dr.  Shanzer:  Yes,  it  would  be  unusual. 

In  the  circumstances  one  might  suspect 
brain  neoplasm,  carotid  artery  occlusion, 
meningitis,  or  encephalitis,  but  we  occa- 
sionally see  old  people  without  such  lesions 
who  deteriorate  suddenly,  even  when  they 
seemed  to  be  well  a few  months  previously. 

Dr.  Coppersmith:  In  summary,  we 

know  that  this  patient  had  a well-differen- 
tiated epidermoid  carcinoma  of  the  lung 
which  of  all  bronchogenic  carcinomas  ap- 
pears to  have  the  best  prognosis  with  a 
good  chance  of  five-year  survival.2  How- 
ever, against  a totally  benign  prognosis  is 
the  fact  that  his  neoplasm  had  already  in- 
volved two  lobes  of  the  lung.  I expect  that 
the  pathologist  is  going  to  report  me- 
tastases  from  the  original  tumor  to  the 
regional  and  abdominal  lymph  nodes,  prob- 
ably also  to  the  liver  and  brain.  He  had 
bronchiectasis  of  the  left  lung,  and  I assume 
that  he  also  had  a similar  condition  in  the 
right  lung.  In  view  of  the  history  of  benign 
prostatic  hypertrophy,  I envision  an  ele- 
ment of  pyelonephritis  associated  with 
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uretheral  catheterization  and  urinary  find- 
ings of  white  and  red  blood  cells  and  albu- 
min. However,  the  pyelonephritis  was  not 
sufficient  explanation  for  the  terminal 
febrile  illness  which  is  better  explained  by 
pneumonia  with  bronchiectasis.  He  prob- 
ably had  cerebral  and  coronary  arterio- 
sclerosis, and  he  may  have  had  congestive 
heart  failure  on  occasion.  I would  also  like 
to  suggest  neuromyopathy  secondary  to 
carcinoma  of  the  lung. 

Dk.  Shanzek:  Dr.  Coppersmith,  do  you 

feel  that  the  onset  of  myopathy  related  to 
carcinoma  would  be  likely  to  begin  six  years 
after  the  lung  resection?  In  some  of  these 
cases  such  myopathy  improves  after  resec- 
tion. 

Dr.  Coppersmith:  I am  assuming  that 

by  the  time  of  his  last  admission,  there  was 
an  eventual  spread  of  the  carcinoma.  It 
is  important  to  note  that  sometimes  the 
myopathy  has  been  experienced  by  the 
patient  long  before  the  primary  neoplasm 
became  apparent.  Some  patients  have 
harbored  tiny  peripheral  tumors  in  the 
lung  which  are  not  discovered  until  post- 
mortem examination,  and  yet  the  myop- 
athy was  severe.  I agree  that  in  some 
operable  cases  the  myopathy  may  dis- 
appear with  resection  of  the  primary  tumor. 

Henry  Sampson,  M.D.:  I would  like 

to  suggest  that  this  patient  sustained  a 
gradual  occlusion  of  a cerebral  artery,  pos- 
sibly the  basilar  artery. 

Dr.  Shanzer:  I agree  that  there  could 

have  been  a basilar  artery  occlusion  during 
the  last  four  days  of  life,  but  not  before 
that  time. 

Clinical  diagnoses 

1.  Organic  mental  syndrome,  ? secondary 
to  diffuse  vascular  disease;  ? secondary  to 
metastases  from  pulmonary  neoplasm,  pre- 
viously resected 

2.  Benign  prostatic  hypertrophy,  resected 

Dr.  Coppersmith’s  diagnoses 

1.  History  of  epidermoid  carcinoma  of 
left  lung,  resected,  with  recent  recurrence 

2.  Organic  mental  syndrome,  ? secondary 
to  brain  metastases  from  epidermoid  carci- 
noma 

3.  Probable  neuromyopathy , secondary  to 
epidermoid  carcinoma 


4.  Bronchiectasis,  right  lung,  with  ter- 
minal bronchopneumonia 

5.  Benign  prostatic  hypertrophy,  resected, 
with  ? residual  pyelonephritis 

6.  Arteriosclerotic  heart  disease;  coronary 
artery  disease;  ? congestive  heart  failure 
( history ) 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  In  reviewing 

the  histologic  sections  of  the  resected  tumor, 
we  find  a well-differentiated  epidermoid 
carcinoma  characterized  by  irregular  nests 
of  squamous  cells  with  fairly  uniform 
nuclei  and  pale  pink  cytoplasm  (Fig.  IB). 
There  was  evidence  of  keratinization  with 
pearl  formation.  Anaplastic  cells  were  not 
seen.  Regional  lymph  nodes  resected  at 
the  same  time  were  free  of  tumor. 

At  autopsy  there  was  a left  fibrothorax 
with  the  heart  shifted  to  that  side  and 
evidence  of  an  adhesive  obliterative  peri- 
carditis. The  heart  itself  appeared  to  be 
normal,  except  for  right  ventricular  hyper- 
trophy. The  coronary  arteries  were  only 
mildly  sclerotic  with  no  evidence  of  old  or 
recent  thrombosis.  Microscopically  the 
myocardium  contained  only  a few  small 
areas  of  interstitial  fibrosis.  In  the  upper 
lobe  of  the  markedly  emphysematous  right 
lung,  there  were  two  nodules  measuring  2.5 
cm.  and  1 cm.,  respectively.  The  his- 
tologic section  of  the  smaller  nodule  re- 
vealed a noncaseous  granuloma  with  Lang- 
hans’  giant  cells;  no  tubercle  bacilli  could 
be  demonstrated.  The  larger  nodule  lo- 
cated near  the  apex  was  composed  of  poorly 
differentiated  tumor  cells  without  definite 
architectural  pattern,  but  showing  areas  of 
necrosis  and  inflammation  (Fig.  4A).  The 
cells  were  characterized  by  small  hyper- 
chromatic  and  pleomorphic  nuclei  and 
scanty  cytoplasm,  suggesting  a malignant 
lymphoma.  However,  the  marked  ana- 
plasia, the  lack  of  reticulum,  and  the  con- 
spicuous necrosis  indicated  the  pattern  of 
an  oat-cell  carcinoma.  The  tumor  in- 
volved the  lymph  nodes  about  the  hilum  as 
well  as  those  located  in  the  lower  cervical 
region.  It  is  of  interest  to  note  that  in 
spite  of  pleural  thickening  at  the  site  of 
pneumonectomy,  we  were  unable  to  demon- 
strate residual  evidence  of  the  earlier  well- 
differentiated  neoplasm. 

The  condition  of  the  remaining  portion 
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FIGURE  4.  Microscopic  sections  showing  (A)  oat-cell  carcinoma  in  right  lung;  (B)  metastatic  oat-cell 
carcinoma  in  thyroid  gland.  (Hematoxylin  and  Eosin  Stain) 


of  the  lung  was  complicated  by  the  ex- 
tensive bronchopneumonia. 

In  addition  to  metastases  to  the  right 
hilar,  mediastinal,  and  left  cervical  lymph 
nodes,  the  tumor  selectively  invaded  the 
thyroid  gland  and  the  urinary  bladder. 
The  thyroid,  which  was  retrosternal, 
weighed  90  Gm.  The  marked  enlargement 
could  be  mainly  attributed  to  a colloid 
nodular  goiter  and  to  a lesser  extent  to  the 
multiple  small  metastatic  foci  (Fig.  4B). 

The  bladder  contained  coalescing  tumor 
nodules  within  the  mucosal  lining  and  ex- 
tending for  a variable  distance  into  the 
wall.  The  extent  of  involvement  was  most 
marked  near  the  trigone  and  was  associated 
with  obstruction  of  the  ureteral  orifices. 
The  complete  obstruction  most  likely  oc- 
curred during  the  patient’s  terminal  course, 
since  only  a minimal  amount  of  bilateral 
hydronephrosis  and  pyelonephritis  could 
be  shown.  The  remaining  portion  of  the 
prostate  was  intact. 

We  can  only  speculate  at  autopsy 
whether  we  are  dealing  with  metastases 
from  the  original  resected  tumor  or  second 
primary  neoplasm,  arising  at  the  same  time 
or  much  later  than  the  first  one.  Studies 
of  bronchial  mucosa  by  Auerbach,  et  al.3 
indicate  that  cigaret  smokers  with  or  with- 
out carcinoma  of  the  lung  can  show  multiple 
areas  of  cellular  metaplasia  and  hyper- 
plasia in  varying  degrees  of  intensity. 
Scattered  foci  of  carcinoma  in  situ  can  also 
occur  in  bronchi  remote  from  a primary 
lesion.'  If  is  conceivable  that  this  patient 
developed  a second  neoplasm  in  an  already 
altered  bronchial  tree.  Certainly  the  cel- 
lular pattern  is  different  from  flic  original 


tumor,  although  a single  carcinoma  of  the 
lung  can  contain  several  different  cellular 
patterns:  anaplastic,  squamous,  and  ade- 
nomatous. Incidentally  the  distant  metas- 
tases in  this  case  were  not  found  in  the 
usual  locations,  such  as  liver  or  adrenal 
glands;  thyroid  gland  and  urinary  bladder 
are  rather  unusual  locations. 

Charles  M.  Karpas,  M.D.:  The  na- 

ture of  the  geographical  structure  of  the 
bronchi  readily  lends  itself  to  continuous 
exposure  to  potential  carcinogens.  In  our 
experience  patients  with  bronchogenic  car- 
cinoma usually  harbor  multiple  foci  of 
carcinoma  in  situ  in  the  proximal  bronchi 
so  that  it  is  easy  to  envision  that  multiple 
foci  of  potential  neoplasm  were  already 
present  in  this  patient’s  remaining  lung 
at  the  time  of  pneumonectomy.  The  well- 
differentiated  neoplasm  which  manifested 
itself  clinically  six  years  prior  to  death 
apparently  did  not  recur  following  removal. 
As  Dr.  Moumgis  suggested,  the  oat-cell 
tumor  may  have  been  dormant  in  the  in- 
terval. It  is  not  uncommon  for  such  tumors 
to  remain  quiescent  for  a number  of  years 
and  suddenly  become  clinically  evident  in  a 
setting  of  trauma,  infection,  or  other  inter- 
current illnesses. 

Dr.  Flynn:  Of  course  this  casts  an 

unhappy  light  on  the  eventual  prognosis  of 
surgical  resection  of  carcinoma  of  the  lung. 
What  are  the  chances  that  a patient  may 
harbor  such  multiple  foci  as  you  describe? 

Dr.  Karpas:  The  longer  the  patient 

lives  the  greater  are  his  chances  that  a 
second  tumor  may  arise  if  he  continues  to  I 
smoke  cigarets.  I still  feel  that  one  must 
strive  for  early  diagnosis  of  this  type  of  I 
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neoplasm,  because  sometimes  if  a clinically 
primary  tumor  is  removed  the  patient  may 
develop  a symbiosis  with  any  new  or 
residual  tumor  and  may  suppress  its  growth 
by  immunologic  means. 

Dr.  Flynn:  Of  course  we  hope  that  a 

patient  having  survived  one  operation 
would  stop  using  tobacco  and  thereby, 
perhaps,  reverse  some  of  the  cellular 
changes  that  Auerbach,  et  a/.3  describe. 

Joseph  Rechtschaffen,  M.D.:  This 

patient  was  a heavy  cigaret  smoker  prior 
to  undergoing  pneumonectomy  hut  never 
touched  tobacco  during  the  last  six  years  of 
his  life. 

Dr.  Moumgis:  Auerbach,  et  al . 3 sub- 

divided his  groups  of  patients  into  those 
who  had  smoked  cigarets  up  to  the  time  of 
death,  those  who  had  stopped  smoking 
cigarets  for  at  least  several  years,  and  those 
who  had  never  smoked  cigarets.  A sig- 
nificantly varied  number  of  lesions  in  the 
lungs  in  the  different  groups  suggested 
that  there  was  a degree  of  reversal  of  some 
cellular  changes  if  a person  stopped  smok- 
ing cigarets. 

Dr.  Flynn:  Various  types  of  neoplastic 
cell  forms  were  not  demonstrated  in  the 
original  resected  neoplasm  in  the  left  lung; 
only  the  squamous-cell  type  was  seen,  and 
there  was  no  evidence  of  metastases  in 
those  regional  lung  nodes  which  were 
examined.  Even  at  autopsy  there  was  no 
tumor  involvement  in  and  around  the  area 
of  the  originally  resected  lung.  Six  years 
after  surgery,  a small  lesion  appeared  in 
the  other  lung  with  metastatic  spread  to 
the  right  hilar  lymph  nodes  and  to  nodes 
which  drain  that  area  further.  Other 
metastases  were  found  in  atypical  loca- 
tions, but  all  were  anaplastic,  none  were 
squamous.  These  are  all  reasons  to  believe 
that  this  second  neoplasm  was  entirely 
distinct  in  origin  from  the  first;  even  so,  we 
still  have  no  clear-cut  proof  in  support  of 
this  belief. 

Dr.  Rechtschaffen:  Would  not  the 

fact  that  this  man  was  a heavy  cigaret 
smoker  render  him  more  susceptible  to 
primary  carcinoma  of  the  bladder? 

Dr.  Karpas:  Cigaret  smokers  have  a 

higher  incidence  of  carcinoma  of  the  blad- 
der since  certain  carcinogenic  agents,  such 


as  cyclic  hydrocarbons,  are  excreted  by  the 
kidney  and,  therefore,  reach  the  bladder 
in  concentrated  form. 3 Experimental  stud- 
ies have  shown  that  hydrocarbons  in 
cigaret  smoke  have  produced  carcinoma  of 
the  bladder.6  The  lesions  in  this  patient’s 
urinary  tract  most  certainly  did  not  arise 
in  a primary  carcinoma  of  the  bladder. 
Carcinoma  of  the  lung  has  a capricious 
biologic  behavior  and  may  spread  to  any 
remote  organ.  On  the  other  hand,  primary 
carcinoma  of  the  bladder  tends  to  spread 
by  direct  extension.  In  my  experience 
the  cytologic  configuration  and  architec- 
tural patterns  seen  in  this  case  are  typical 
of  an  oat-cell  carcinoma  of  the  lung,  and 
not  that  seen  in  the  bladder.  I would  sus- 
pect also  the  presence  of  brain  metastases. 

Dr.  Shanzer:  I would  like  to  suggest 

that  the  frontal  lobes  would  be  likely  sites 
in  this  case,  but  the  symptoms  of  inability 
to  walk  in  the  absence  of  weakness  may  re- 
sult from  metastases  to  almost  any  area  of 
the  brain. 

Dr.  Coppersmith:  I think  we  should 

all  be  aware  of  the  remote  signs  of  lung 
carcinoma  and  to  initiate  a survey  of  the 
lungs,  particularly  in  cases  of  unexplained 
weakness. 

Anatomic  diagnoses 

1.  Epidermoid  carcinoma  of  left  lung,  re- 
sected 

2.  Oat-cell  carcinoma  of  right  lung  ( prob- 
able second  primary)  with  metastases  to 
regional  lymph  nodes,  thyroid  glands,  urinary 
bladder,  and  ? brain 

3.  Terminal  bronchopneumonia 
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Carcinoma  of  the  stomach  has  been  of 
great  concern  to  physicians  since  the  entity 
was  first  described  in  the  eleventh  century. 
The  first  promising  approach  to  the  treat- 
ment of  carcinoma  of  the  stomach  started 
with  Billroth’s  first  successful  partial  gas- 
trectomy in  1881.  Since  then  physicians 
have  attempted  to  extend  the  cure  rate  or 
survival  time  by  a more  radical  approach 
to  the  problem  and  an  emphasis  on  earlier 
diagnosis.  This  has  been  emphasized  by 
all  authors  who  stress  that  the  only  curative 
treatment  of  gastric  carcinoma  is  successful 
excision  of  the  lesion.  In  less  than  half  of 
the  diagnosed  cases  of  carcinoma  of  the 
stomach  is  an  attempt  at  curative  operation 
possible.  Of  those  patients  who  are  ex- 
plored, the  percentage  of  resectable  lesions 
vary  between  5.5  per  cent  given  in  one 
series’  to  26  per  cent  in  another  large 
series. 2 

A fundamental  principle  enumerated  by 
Balfour3  states,  “Every  patient  is  entitled 
to  exploration  unless  the  disease  can  he 
proved  to  be  incurable  and  unless  it  is 
perfectly  obvious  that  a palliative  pro- 
cedure also  would  he  unwise.”  This  dictum 
is  particularly  emphasized  by  the  case 
which  is  to  he  presented. 

In  deciding  which  patients  are  to  he  ex- 
plored and  which  patients  with  carcinoma 


of  the  stomach  are  not  to  undergo  the 
hazards  of  an  operative  procedure,  many 
factors  which  influence  clinical  judgment 
are  to  be  considered.  One  of  these  which 
is  worth  repeating  is  the  fact  that  when 
gastrectomy  is  undertaken  for  massive 
bleeding,  the  mortality  rate  is  increased. 
This  may  be  counterbalanced  by  the  con- 
sideration that  the  mortality  rate  from 
massive  gastrointestinal  bleeding  increases 
with  age. 4 Another  consideration  is  the 
observation  that  some  10  to  20  per  cent  of 
gastric  ulcers  which  appear  to  be  grossly 
benign  on  x-ray  examination  and  clinical 
evidence,  prove  to  be  malignant  when 
examined  microscopically.  Also,  the  lack 
of  x-ray  evidence  of  healing  of  a gastric 
lesion  is  the  best  evidence  for  malignant 
disease.  Bockus  has  stressed  that  de- 
termination to  withhold  operation  should 
not  be  based  on  the  duration  of  symptoms; 
there  is  a smaller  mortality  rate  of  resection 
and  more  five-year  survivals  on  patients 
with  a long  history  than  those  with  symp- 
toms of  shorter  duration.5  This  would  in- 
dicate that  many  patients  with  a short 
history  have  neoplasms  with  a greater  de- 
gree of  malignancy  than  those  with  symp- 
toms of  longer  duration,  indicating  that  the 
lesion  is  a slow-growing  tumor  which 
metastasizes  later.  The  aforementioned 
considerations  should  again  alert  us  to  the 
radical  treatment  of  carcinoma  of  the 
stomach  since  this  is  the  only  therapy  which 
may  interrupt  the  surely  fatal  course  of 
the  disease. 

Case  report 

History.  A seventy-five-year-old  fe- 
male was  admitted  to  Roosevelt  Hospital 
on  September  1,  1966,  for  the  treatment  of  a 
large  ulcerating  lesion  of  the  lesser  curva- 
ture of  the  stomach.  For  about  fifteen 
years  the  patient  had  been  treated  for 
arteriosclerotic  heart  disease  with  evidence 
of  an  old  anterior  wall  myocardial  infarc- 
tion. During  the  past  ten  years  there  had 
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FIGURE  1.  X-ray  film  showing  view  of  normal 
stomach,  April  12, 1955. 


been  mild  evidence  of  congestive  heart 
failure  which  was  controlled  with  digitalis 
and  oral  diuretics.  The  patient  had  also 
shown  evidence  of  mild  diabetes  mellitus 
which  presented  no  difficulty  and  was  con- 
trolled by  diet  and  oral  antidiabetic  agents. 
During  the  course  of  her  medical  evalua- 
tion, the  presence  of  cholelithiasis  was 
noted  on  oral  cholecystography  and  gastro- 
intestinal x-ray  series  on  April  12,  1955, 
which  showed  normal  findings  (Fig.  1). 
The  x-ray  studies  were  repeated  on  May  5, 
1960,  and  showed  similar  findings.  On 
January  15,  1958,  the  patient  had  been  ad- 
mitted to  the  hospital  because  of  a transient 
episode  of  right  upper-extremity  weakness 
together  with  orthostatic  hypotension,  and 
at  that  time  she  was  treated  with  anti- 
coagulants for  cerebral  thrombosis  sec- 
ondary to  cerebral  arteriosclerosis.  There 
was  good  response  to  the  therapy,  and  the 
patient  made  a recovery  without  residuals. 
The  patient  was  admitted  to  the  hospital 
again  on  September  29,  1958,  and  treated 
by  means  of  fulguration  for  papillomata 
of  the  urinary  bladder.  Subsequent  cysto- 
scopic  examinations  were  performed  at 
regular  intervals  and  showed  no  evidence 
of  recurrence. 

Present  illness.  The  patient,  whose 


FIGURE  2.  X-ray  film  showing  stomach  with  large 
crater  on  lesser  curvature,  September  11, 1963. 


cardiac  disease,  diabetic  state,  and  cerebro- 
vascular status  had  remained  essentially 
unchanged,  began  to  manifest  symptoms 
of  indigestion,  weight  loss,  anorexia,  and 
postprandial  gastric  distress  on  September 
11,  1963.  X-ray  studies  at  that  time 
showed  the  previously  noted  cholelithiasis 
and  also  revealed  for  the  first  time  a large 
ulcer  crater  along  the  lesser  curvature  of  the 
stomach  in  the  antral  region  (Fig.  2).  The 
patient  was  admitted  to  the  hospital  and 
she  was  seen  by  a number  of  consultants 
who  concluded,  after  extensive  discussion 
and  studies,  that  she  probably  had  a 
malignant  lesion  of  the  stomach,  but  that 
her  general  condition  precluded  the  ex- 
tensive surgical  therapy  which  ordinarily 
might  be  indicated.  Accordingly,  the 
seventy-two-year-old  patient  was  dis- 
charged to  be  treated  with  a bland  diet  and 
antiacid  medication.  It  was  felt  by  all  con- 
cerned that  her  general  condition  was  as 
much  a threat  to  her  well-being  and  life  ex- 
pectancy as  was  the  malignant  lesion  of  the 
stomach.  Thereafter,  she  was  followed  at 
home  with  frequent  and  close  observation 
during  which  time  no  essential  changes 
were  revealed  in  her  general  condition. 
Repeat  x-ray  observations  of  the  ulcerating 
lesion  of  the  lesser  curvature  of  the  stomach 
on  May  21,  1964,  showed  no  change  in 
character  of  the  lesion  but  a moderate  and 
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FIGURE  3.  X-ray  film  of  stomach  showing  large 
ulcer  crater,  May  21, 1964. 


progressive  increase  in  size  (Fig.  3). 

Early  in  July,  1966,  the  patient,  for  the 
first  time,  manifested  evidence  of  gastro- 
intestinal hemorrhage  by  tarry  stools  and 
a drop  in  hemoglobin.  She  also  complained 
of  some  increased  epigastric  distress  in 
relation  to  the  ingestion  of  food.  After 
an  initial  period  of  bleeding,  the  patient’s 
condition  stabilized  until  September  25, 
1966,  when  there  was  a sudden  drop  in 
hemoglobin  to  7 Gm.  At  this  point  the 
patient  was  readmitted  and  the  examina- 
tion revealed  an  acutely  ill,  pale  female  who 
was  seventy-five  years  of  age.  Examina- 
tion of  the  lungs  showed  moist  rales  at  each 
lung  base;  the  heart  beat  was  regular  at 
88,  and  there  were  occasional  premature 
ventricular  contractions.  A harsh  systolic 
murmur  was  heard  at  the  apex  and  at  the 
base  of  the  heart.  Examination  of  the 
abdomen  revealed  no  palpable  masses, 
no  hepatic  or  splenic  enlargements,  and 
there  was  no  localized  tenderness.  Follow- 
ing the  administration  of  several  packed 
red  blood  cell  transfusions,  the  patient’s 
hemoglobin  rose  to  10.7  Gm.  During  the 
more  anemic  phase  of  her  illness,  she  had 
manifested  increasing  symptoms  of  angina 
pectoris.  Re-examination  of  the  stomach 
by  gastrointestinal  x-ray  on  July  26,  1966, 
again  showed  a large,  elongated,  ulcerating 
lesion  about  1.5  inches  in  length  at  the 


FIGURE  4.  X-ray  film  of  stomach  showing  gradu- 
ally enlarging  ulcerating  lesion  at  angle  of  stomach, 
July  26, 1966. 


angle  of  the  stomach  (Fig.  4).  Considerable 
discussion  ensued  concerning  the  character 
of  the  stomach  lesion,  because  of  its  un- 
changed appearance  by  x-ray  examination 
as  well  as  the  absence  of  metastases  during 
the  long  interval  of  observation.  As  a re- 
sult, it  was  felt  that  the  lesion  was  probably 
benign  in  character.  Most  observers 
seemed  to  be  impressed  with  the  three- 
year  duration  of  the  ulcerating  lesion  of  the 
stomach  with  no  essential  change  in  its 
characteristics.  It  was  agreed  by  the  con- 
sultants that  the  patient’s  general  medical 
condition  was  poor  for  operative  interven- 
tion, and  once  again  conservative  treatment 
was  recommended,  as  it  had  been  at  the 
1963  admission.  Accordingly,  the  patient 
was  discharged  to  her  home  to  be  followed 
further  for  possible  recurrent  gastroin- 
testinal bleeding. 

Shortly  after  discharge  to  her  home,  the 
patient  again  had  gastrointestinal  bleeding 
and  was  given  nine  transfusions  of  packed 
red  blood  cells.  The  gastrointestinal  bleed- 
ing continued  with  a drop  in  hemoglobin 
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to  7.2  Gm.;  the  patient  was  admitted  to 
Roosevelt  Hospital  on  September  1,  1966. 

In  spite  of  her  extremely  precarious 
general  condition  following  gastrointestinal 
hemorrhages,  a gastrectomy  was  performed 
on  September  6,  1966,  with  full  knowledge 
on  the  part  of  the  attending  physicians  and 
the  family  of  the  serious  risks  involved. 

At  the  operation,  performed  under  gen- 
eral anesthesia  and  through  an  upper,  mid- 
line incision,  a large  lesion  involving  the 
gastric  antrum  was  encountered.  There 
were  no  metastases  to  the  liver,  nor  were 
there  any  visible  peritoneal  implants  or 
grossly  involved  regional  lymph  nodes.  A 
two-thirds  gastrectomy  of  the  antecolic, 
Billroth  II  type  was  performed  to  include 
all  the  omentum  and  1.5  cm.  of  the  first  part 
of  the  duodenum  in  the  specimen  that  was 
removed.  There  was  no  gross  evidence 
that  the  tumor  had  extended  into  any  of 
the  adjacent  tissues.  The  surgical  pa- 
thologist described  the  lesion  as  a large 
ulcer  crater  with  rolled  edges  whose  over- 
all measurements  were  6 by  3 cm.  (Fig.  5). 
The  lesion  was  located  on  the  lesser 
curvature  side  of  the  stomach  on  the 
anterior  wall,  and  it  occupied  approx- 
imately 50  per  cent  of  the  antral  mu- 
cosa. In  certain  areas  around  its  pe- 
riphery small,  secondary  ulcers  gave  the 
appearance  of  having  arisen  from  the  main 
ulcer  base.  The  serosal  surface  opposite 
the  ulcer  presented  an  irregular  retracted 
appearance.  Microscopically  the  tumor 
was  a moderately  well-differentiated  adeno- 
carcinoma of  the  gastric  antrum  that  was 
ulcerated  and  infiltrated.  The  remainder  of 
the  stomach  presented  an  appearance  of 
chronic  atrophic  gastritis.  Five  omental 
and  three  lesser  omental  lymph  nodes  were 
all  negative  for  metastatic  tumor.  The 
patient  made  an  uneventful  convalescence 
and  was  discharged  from  the  hospital  on 
her  fifteenth  postoperative  day. 


Conclusion 

A retrospective  analysis  of  the  sequence 
of  events  indicates  that  in  September, 
1963,  a seventy-two-year-old  female,  with 
a large  ulcerating  lesion  of  her  stomach  con- 
sidered to  be  malignant,  was  declared  un- 
suitable for  operation  because  of  her 
general  medical  state  which  included  dia- 


FIGURE  5.  (A)  Close-up  view  of  ulcerated  neo- 
plasm of  stomach.  (B)  Cross  section  of  lesser 
curvature  of  stomach  showing  ulcerating  car- 
cinoma. 


betes  mellitus,  congestive  heart  failure 
secondary  to  arteriosclerotic  heart  disease 
with  one  episode  of  myocardial  infarction, 
and  cerebral  arteriosclerosis  with  one 
episode  of  cerebral  thrombosis.  The  pa- 
tient was  treated  conservatively,  and  her 
condition  seemed  stabilized  with  no  change 
in  the  x-ray  character  of  the  gastric  lesion. 
Because  of  the  benign  nature  of  the 
patient’s  illness  for  the  next  three  years,  it 
was  the  consensus  that  the  lesion  at  this 
time  probably  represented  a benign  ulcer. 
In  July,  1966,  the  patient  for  the  first  time 
began  to  show  evidences  of  gastrointestinal 
hemorrhage.  Because  of  the  continued 
gastric  bleeding,  surgery  was  performed 
cautiously  in  September,  1966,  three  years 
after  the  lesion  was  first  visualized.  The 
patient  had  a most  benign  and  uneventful 
postoperative  course  and  left  the  hospital 
on  her  fifteenth  postoperative  day.  One 
and  one-half  years  later,  the  patient  was  in 
relatively  good  condition,  presenting  no 
further  evidence  of  any  acute  gastric 
problem.  Her  hemoglobin,  as  well  as  her 
general  nutrition  state,  was  well  maintained. 
X-ray  examination  showed  a well-function- 
ing gastrectomy,  and  the  patient  had  not 
been  disturbed  by  any  manifestations  of  a 
dumping  syndrome.  There  were  no  ap- 


October  1,  1969  / New  York  State  Journal  of  Medicine  2581 


parent  metastases.  In  retrospect,  a more 
aggressive  approach  to  the  patient’s  gastric 
problem  when  it  was  first  discovered  in 
September,  1963,  would  seem  to  have  been 
indicated. 

The  appraisal  of  operability  in  carcinoma 
of  the  stomach  should  include  all  the 
enumerated  considerations  with  the  fore- 
most thought  that  without  operation,  the 
prognosis  for  the  patient  is  hopeless  and 
the  only  optimistic  consideration  is  ex- 
ploration with  a chance  at  resection. 
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As  a result  of  recent  advances  in  arterial 
reconstruction,  some  arteriosclerotic  limbs 


that  formerly  could  he  managed  only  by 
amputation  can  now  be  restored  to  good 
function  by  the  use  of  vein  bypass  grafts  to 
the  posterior  tibial  or  anterior  tibial  arteries 
at  the  ankle. 12 

It  is  the  purpose  of  this  case  report  to 
emphasize  that  amputation  of  a viable  leg 
for  arteriosclerotic  disease  should  rarely  be 
done  prior  to  exploration  of  the  posterior 
tibial  or  anterior  tibial  arteries  at  the  ankle. 
Such  exploration  may  reveal  a surgically 
useful  vascular  bed  not  otherwise  demon- 
strable. 

Case  report 

A fifty-nine-year-old  white  male  was 
admitted  to  the  New  York  Veterans  Ad- 


FIGURE  1.  Preoperative  arteriograms.  (A)  Demonstrating  occlusion  of  origin  of  superficial  femora 
artery.  (B)  Demonstrating  lack  of  reconstitution  of  popliteal  artery  and  absence  of  major  vessels  below 
popliteal  artery. 
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FIGURE  2.  Postoperative  arteriograms.  (A)  Demonstrating  anastomosis  of  vein  graft  to  common 
femoral  artery.  (B)  Demonstrating  vein  graft  at  level  of  knee.  (C)  Demonstrating  anastomosis  of  vein 
graft  to  posterior  tibial  artery  at  ankle. 


ministration  Hospital  in  January,  1968,  for 
the  treatment  of  pain  in  the  left  leg.  He 
had  experienced  mild  claudication  of  both 
legs  for  several  years,  and  two  months  prior 
to  admission  had  been  given  anticoagulants 
because  of  the  onset  of  severe  claudication 
and  rest  pain  in  the  left  leg. 

At  the  time  of  admission  there  was  super- 
ficial gangrene  of  the  left  fifth  toe,  and  the 
foot  and  lower  leg  were  cool  and  cyanotic. 
No  pulse  was  palpable  below  the  common 
femoral  artery. 

Arteriography  with  rapid  sequence  film- 
ing revealed  occlusion  of  the  right  super- 
ficial femoral  artery  at  its  origin  (Fig.  1A). 
The  popliteal  artery  was  entirely  occluded, 
and,  despite  serial  filming  for  forty  seconds 
after  injection,  no  major  vessels  could  he 
identified  below  the  popliteal  artery  (Fig. 
IB). 

Treatment  consisted  of  the  maintenance 
of  warfarin  sodium  anticoagulation  and  the 
use  of  a tilting  bed.  Despite  these  meas- 
ures morphine  analgesia  became  necessary, 


and  ultimately  morphine  was  unable  to 
eliminate  the  patient’s  pain. 

On  February  12,  1968,  the  patient  was 
scheduled  for  above-knee  amputation. 
However,  prior  to  the  anticipated  amputa- 
tion the  posterior  tibial  artery  was  explored 
at  the  ankle.  It  measured  2 mm.  in 
diameter  and  appeared  normal,  although 
only  the  merest  flush  of  blood  appeared 
after  arteriotomy.  Passage  of  a ureteral 
catheter  demonstrated  that  the  artery  was 
patent  well  into  the  foot.  The  greater 
saphenous  vein  was  excised  from  the  groin 
to  the  ankle  through  multiple  small  in- 
cisions. It  was  forcefully  dilated  with 
saline  solution  until  its  distal  end  measured 
4 to  5 mm.  in  diameter.  Using  2.5  times 
magnification  of  eye  loops,  the  proximal 
end  of  the  vein  was  anastomosed  to  the  side 
of  the  posterior  tibial  artery  with  a contin- 
uous suture  of  6-0  silk.  The  distal  end  of 
the  vein  was  anastomosed  to  the  common 
femoral  artery  with  a continuous  suture  of 
5-0  silk.  Good  pulsation  was  apparent  in 
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FIGURE  3.  Postoperative  arteriograms.  (A)  Dem- 
onstrating flow  through  collaterals  into  anterior 
tibial  artery.  (B)  Demonstrating  retrograde  flow 
up  anterior  tibial  artery  to  interosseous  mem- 
brane. 

the  graft  and  in  the  posterior  tibial  artery 
distal  to  the  graft. 

Postoperatively  anticoagulation  was  dis- 
continued. The  patient’s  rest  pain  was 
gone,  he  experienced  no  claudication  when 
walking,  the  superficial  gangrene  of  the  toe 
separated,  and  the  toe  healed.  Six  weeks 
postoperatively  femoral  angiography  dem- 
onstrated patency  of  the  graft  from  the 
common  femoral  artery  (Fig.  2A),  past  the 
knee  (Fig.  2B),  and  to  the  ankle  (Fig.  2C). 
Via  collateral  vessels  of  the  ankle  there  was 
filling  of  the  anterior  tibial  artery  (Fig.  3A) 
to  the  level  of  the  knee  (Fig.  3Bj. 

Comment 

The  feasibility  of  successfully  anastomos- 


ing arteries  as  small  as  1 mm.  was  first 
emphasized  by  Jacobson  and  Suarez  in 
1960. 3 Evaluating  our  use  of  their  technic, 
we  found  90  per  cent  long-term  patency  of  a 
series  of  20  anastomoses  of  arteries  meas- 
uring 1.3  mm.  in  diameter. 4 

The  study  of  a series  of  106  amputated 
arteriosclerotic  legs  by  Lisa,  Magiday,  and 
Hartr’  revealed  that  only  infrequently  was 
the  dorsalis  pedis  artery  involved  by  the 
atherosclerotic  process.  Our  observations 
lead  us  to  believe  that  regardless  of  angio- 
graphic findings  the  posterior  tibial  artery 
and  the  anterior  tibial  artery  are  usually 
patent  at  the  ankle.  The  fact  that  in  this 
case  only  the  most  minimal  appearance  of 
blood  occurred  after  arteriotomy  emphasi- 
zes that  in  some  instances  collateral  flow  is 
insufficient  to  achieve  angiographic  defini- 
tion of  patent  but  ischemic  vascular  beds. 

This  experience  and  the  collected  data 
from  the  literature  suggest  that  amputation 
for  arteriosclerotic  disease  should  rarely  be 
performed  in  viable  extremities  prior  to 
exploration  of  the  posterior  tibial  or 
anterior  tibial  artery  at  the  ankle. 

Summary 

A case  is  reported  in  which  amputation 
was  avoided  and  excellent  limb  function 
achieved  by  the  use  of  an  autogenous  vein 
graft  from  the  common  femoral  artery  to 
the  posterior  tibial  artery  at  the  ankle. 
This  technic  is  worthy  of  wider  application. 

550  First  Avenue 
New  York,  New  York  10016 
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Stromatosis  Uteri 
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Stromal  or  stromatous  endometriosis 
is  a rare  manifestation  of  neoplastic  disease 
in  which  ectopic  tissue  resembles  the  stroma 
of  late  proliferative  endometrium,  also 
called  stromal  myosis,  endolymphatic  fibro- 
myosis,  stromatosis  uteri,  and  so  on. 1-8 

In  1937  Goodall2  observed  that  stromal 
cells  of  the  endometrium  penetrated  deeply 
beyond  the  musculomucosal  border  into  the 
intermuscular  fasciculi  to  various  intra- 
mural depths,  even  as  far  as  the  peritoneal 
covering  of  the  uterus.  The  most  remark- 
able expression  of  the  stromal  growth  is 
the  tropism  for  vascular  channels,  both 
lymphatic  and  venous.  The  permeation  of 
the  lumina  of  these  vessels  may  extend  to 
phenomenal  lengths.  The  cordlike  intra- 
vascular growths  are  not  intimately  at- 
tached to  the  intimal  linings  and  can  easily 
be  withdrawn  intact  by  gentle  traction  and 
without  the  hazard  of  dislodged  fragments 
causing  embolization. 

This  report  describes  intravenous  stroma- 
tosis which  implicated  major  venous 
channels,  with  extension  upward  into  the 
iliac  veins  and  inferior  vena  cava. 

Case  report 

Past  history.  A forty-four-year-old 
Japanese-American,  multiparous  female, 
had  two  children,  born  normally,  ages 
fourteen  and  seventeen  years.  For  six 
months  she  had  had  irregular  menstrual 

* Deceased,  January  23,  1969. 


periods,  unpredictable,  and  of  normal  char- 
acter. There  was  no  history  of  menor- 
rhagia and  no  fever.  As  the  months  pro- 
gressed, she  had  increased  appreciative 
sense  of  fullness  in  her  pelvis,  nocturia,  and 
frequency  of  urination  with  a sense  of  in- 
complete relief  on  defecation.  This  was 
due  to  the  presence  of  a large  mass  in  the 
pelvis  identified  with  the  uterus. 

On  July  11,  1966,  a laparotomy  was  per- 
formed by  the  surgeon,  in  Edgewater  Hospi- 
tal, Chicago.  The  surgeon  removed  the 
corpus  of  the  uterus,  leaving  the  cervix  and 
ovaries  intact.  The  pathologist,  on  examin- 
ing the  specimen,  reported  that  it  measured 
11  by  10  by  7 cm.,  weighed  306  Gm.,  and 
consisted  of  the  corpus  uteri,  but  the  lower 
portion  of  the  corpus  and  the  cervix  were 
missing.  The  ovaries  were  not  removed. 
The  uterus  contained  numerous  oval,  round, 
soft-to-moderately  firm,  pink-gray  nodules 
measuring  up  to  2 cm.  in  diameter;  the  larg- 
est one  was  4 cm.  in  diameter  and  was  situ- 
ated in  the  left  cornu.  The  endometrial 
surface  showed  a 3-cm.  protuberant  mass 
covered  with  soft,  pink  endometrial  tissue 
which  was  noncircumscribed. 

The  microscopic  examination  of  the 
original  specimen  showed  wormlike  and 
crabmeat-like  tumor  tissue  infiltrating  the 
entire  thickness  of  the  uterine  wall,  includ- 
ing the  parametrium.  Elements  resembling 
connective  tissue  with  large,  plump,  round, 
oval,  or  oblong  nuclei  surrounded  by  scant 
to  moderate  pink  cytoplasm  were  seen. 
No  mitotic  figures  were  seen.  These  con- 
nective-tissue elements  surrounded  thick- 
walled  and  thin-walled  blood  vessels  which 
were  numerous  and  prominent.  These 
tumor  masses  were  seen  frequently  within 
endothelium-lined  vascular  channels.  Most 
of  these  were  probably  lymphatic  vessels, 
but  some  were  true  blood  vessels,  since  they 
contained  erythrocytes  and  leukocytes. 
Histologically  the  tumor  appeared  to  be 
more  or  less  benign  at  the  first  operation 
and  did  not  resemble  true  endometrial 
sarcoma,  seen  more  commonly  in  elderly 
women.  The  diagnosis  was:  endolymphatic 
stromal  myosis,  also  called  “stromatosis  of 
the  uterus”  or  “stromal  endometriosis.” 
Present  illness.  When  the  patient 
came  to  the  Pack  Medical  Group,  there  was 
a huge  mass  in  her  abdomen,  extending 
halfway  to  the  umbilicus.  It  was  partially 
fixed.  The  cervix  was  intact.  Masses  were 
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felt  in  the  cul-de-sac  of  Douglas.  The 
liver  was  not  palpably  enlarged.  Intra- 
venous pyelograms  revealed  a mass  in  the 
pelvis,  no  literal  obstruction,  and  no  evi- 
dence of  hydronephrosis.  A scintigram  of 
t he  liver  disclosed  no  evidence  of  metastatic 
disease.  Cystoscopy  showed  a distortion 
of  the  bladder  due  to  extrinsic  pressure. 

On  July  29,  1966,  at  Doctors  Hospital,  a 
second  laparotomy  was  performed  wit  h the 
patient  in  a hyperextended  position,  with 
the  fulcrum  over  the  pelvis.  A transverse 
curvilinear  suprapubic  incision  was  made. 
In  the  pelvis  there  was  a large,  multinodular 
tumor  arising  from  the  uterus,  with 
numerous  confluent  masses  measuring  as 
much  as  8 cm.  in  diameter.  The  entire 
mass  measured  15  by  15  cm.  in  maximal 
diameter.  The  nodular  masses  were  not 
invading  the  neighboring  structures  of  the 
bladder  and  rectum  and  were  easily  freed 
from  these  organs  by  dissection.  The  nod- 
ules filled  the  entire  pelvis,  and  on  both 
sides  there  were  huge  finger-like  processes 
extending  up  the  ovarian  veins,  through 
the  infundibulopelvic  structures,  and  up 
the  right  and  left  sides  of  the  pelvis  to  ex- 
tend into  the  iliac  veins  and  inferior  vena 
cava.  There  was  no  obstruction  since  there 
was  no  edema  distal  to  these  masses.  They 
were  not  adherent  to  the  vascular  walls, 
and  transection  of  the  infundibulopelvic 
ligaments  showed  the  masses  could  be  with- 
drawn intact  in  long,  wormlike  processes 
from  the  vena  cava  and  iliac  veins  and  from 
the  distended,  permeated  parauterine  lym- 
phatic vessels. 

The  entire  remnant  of  the  uterus,  includ- 
ing a liberal  portion  of  the  vaginal  vault, 
was  transected.  The  lateral  pelvic  walls 
were  dissected  free,  with  preservation  of  the 
terminal  ureters.  The  infundibulopelvic 
ligaments  were  approximately  1 inch  in 
diameter,  because  of  the  cordlike  extension 
of  the  tumor  up  the  veins,  and  these  were 
carefully  transected  without  cutting  across 
the  tumor,  which  was  withdrawn  from  the 
veins.  Inspection  of  the  iliac  veins  and  the 
vena  cava  revealed  distended  veins  con- 
taining blood  and  the  flow  of  blood  through 
the  veins  surrounding  the  intravenous  pro- 
longation of  the  tumor.  The  right  and  left 
parametria  were  completely  dissected. 
There  was  considerable  oozing,  and  a drain 
was  inserted  through  the  vagina  and  the 
suprapubic  wound. 


FIGURE  1.  (A)  and  (B)  Stromatosis  uteri  showing 
lobulated  masses  of  stromal  tumor  involving  entire 
enlarged  corpus  and  elongated  tumor  strands 
projecting  into  and  permeating  veins  and  extending 
laterally  and  superiorly  into  vena  cava. 

Her  convalescence  was  uneventful. 

Pathologic  report.  The  main  speci- 
men consisted  of  a mass  22  by  17  by  9.5  cm. 
in  diameter,  with  numerous  confluent 
lobulations.  The  cervix  was  normal.  The 
endometrium  of  the  residual  corpus  was 
thin  and  attenuated  by  underlying  tumor 
which  projected  into  the  uterine  cavity. 
The  endometrium  blended  into  homo- 
geneously gray,  fleshy  nodules  involving 
the  myometrium  of  the  uterus.  The  right 
cornu  was  completely  replaced  by  this 
process.  There  were  5 large,  long,  gray, 
smooth,  intact  strands  of  tumor  measuring 
up  to  13  cm.  long  and  1.5  cm.  wide  within 
the  interior  of  veins,  and,  probably,  some 
within  lymphatic  vessels  on  the  right  side. 
On  the  left  side,  a large  strand,  30  cm.  long, 
was  found  attached  to  the  mass  in  the  pelvis 
located  within  the  lumen  of  the  ovarian 
vein  up  to  the  iliac  vein  and  vena  cava 
(Fig.  1). 

Microscopic  sections  revealed  no  metas- 
tases  in  the  pelvic  lymph  nodes.  Sections 
of  the  neoplasm  revealed  a variable  picture. 
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FIGURE  2.  Microscopic  sections  showing  tumor  cells  (A)  within  lumen  of  vein  (left)  growing  along  subendo- 
thelial  regions  (leftand  right),  (B)in  subendothelial  space  projecting  intovessel  lumenand  extending  along 
vascular  channel  (left),  and  (C)  surrounding  endothelium  of  vessel  projecting  into  and  along  lumen,  with 
poor  cellular  foci  containing  spindle  cells  and  round  tumor  cells. 


In  some  sectors,  rounded  to  spindle-cell- 
shaped  nuclei  were  surrounded  by  col- 
larettes of  collagen.  In  other  sectors,  the 
tumor  was  more  cellular,  devoid  of  the 
collagenous  background  (Fig.  2 ).  The  vas- 
cular invasion  discerned  by  gross  examina- 
tion was  confirmed  by  microscopic  study, 
and  in  several  sectors  the  media  of  large 
vessels  were  split  by  tumors  growing  and 
permeating  through  the  vasa  vasorum. 
The  tumor  extended  into  the  endocervix 
and  was  similar  in  character,  histologically, 
to  that  noted  elsewhere.  In  some  sectors 
the  nuclei  presented  a triangular  appear- 
ance; in  other  areas  they  assumed  a more 
balloon-like  appearance.  The  nuclear  chro- 
matin was  powdery,  and  except  for  occa- 
sional mitotic  figures,  there  was  little 
chromatin  condensation.  Delicate  retic- 
ulum fibers  with  clusters  of  nuclei  were  seen 
in  the  more  cellular  foci,  but  in  the  heavy 
collagenous  regions  the  reticulum  was  not 
evident.  Microscopic  examination  con- 


firmed the  diagnosis  of  uterine  stromal 
endometriosis  (stromatosis). 

139  East  36th  Street, 
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Letters  to  the  Editor 


Underutilization  or  shortage 
of  anesthesia  personnel 

To  the  Editor:  In  a recent  report  by  Wallace 

and  Milliken,*  based  on  a survey  of  operating 
room  utilization,  the  conclusion  was  drawn  that 
there  is  a “maldistribution  and  underutiliza- 
tion” rather  than  a “shortage”  of  anesthesia 
personnel  in  the  State  of  New  York.  The  feasi- 
ble work  load  for  an  anesthesiologist  was  esti- 
mated to  be  850  cases  per  year. 

This  analysis  of  the  data  may  have  been  cor- 
rect twenty  years  ago  but  is  not  representative 
of  the  current  situation.  First,  the  scope  of 
surgery  and,  with  it,  the  duration  of  anesthesia 
have  markedly  increased.  Today,  cardio- 
vascular surgery,  radical  surgical  procedures  for 
cancer,  and  transplant  operative  procedures 
make  greater  demands  both  in  time  and  number 
of  personnel,  including  anesthesia  staff.  Assess- 
ment of  anesthesia  times  of  all  surgical  pro- 
cedures performed  in  1968  in  one  of  New  York 
City’s  teaching  hospitals  revealed  an  average 
anesthesia  duration  of  two  and  one-half  to  three 
hours  for  approximately  9,000  operative  pro- 
cedures (3,500  private  or  semiprivate  patients 
and  5,500  ward  patients).  In  20  per  cent  of  the 
cases  anesthesia  time  was  more  than  three 
hours,  4 per  cent  more  than  six  hours,  and  in  28 
operations,  anesthesia  time  exceeded  nine  hours. 

Second,  “anesthesia  time”  refers  only  to  the 
time  of  actual  administration  of  anesthesia. 
Prior  to  the  onset  of  anesthesia,  vital  signs  must 
be  checked,  monitors  applied,  intravenous  infu- 
sions started,  and  so  on.  Following  termina- 
tion of  anesthesia,  the  patient  must  be  accom- 
panied to  the  recovery  room  and  watched  or 
treated  for  varying  periods  of  time.  In  addi- 
tion, an  effective  preoperative  visit  takes  at 
least  ten  to  fifteen  minutes  per  patient,  while 
two  to  three  postanesthesia  visits  consume  fif- 
teen to  twenty  minutes. 

Third,  the  modern  anesthesiologist  is  con- 
cerned not  only  with  the  patient  undergoing 
surgery,  but  also  he  spends  considerable  time 
providing  expert  care  to  patients  in  the  re- 
covery room,  the  intensive  care  unit,  the  coro- 
nary care  unit,  and  other  areas  of  the  hospital. 
He  is  also  intimately  involved  with  inhalation 
therapy  and  ventilatory  care.  He  participates 
in  teaching,  attends  conferences,  and  has  ad- 

*  Wallace,  and  Milliken,  R.:  Survey  of  anesthesia 

aervices  in  New  York  State,  New  York  State  J.  Med.  8: 
1099  (Apr.  15)  1969. 


ministrative  duties  as  a regular  staff  member. 

A load  of  850  anesthesia  cases  per  year  at  an 
average  duration  of  three  hours  per  patient 
means  2,550  work-hours  yearly  in  the  operating 
room  alone.  Add  to  this  the  time  spent  in  pa- 
tient care  outside  the  operating  room,  and  one 
must  come  to  the  conclusion  that,  at  least  in 
most  teaching  hospitals,  such  a work  load  can 
be  coped  with  only  by  a superman. 

Gertie  F.  Marx,  M.D. 

Department  of  Anesthesiology 
Albert  Einstein  College  of  Medicine 
Yeshiva  University 

Eastchester  Road  and  Morris  Park  Avenue 
Bronx,  New  York  10461 


Open  letter  to  residents  and 
interns  in  New  York  State 

To  the  Editor:  The  following  suggestions  may 

be  of  interest  to  emergency  room  staffs  and 
others  called  on  to  treat  lacerations.  Almost 
daily,  physicians  see  patients  who  require  re- 
moval of  sutures  placed  in  lacerations  due  to 
accidents.  At  the  time  of  their  accidents,  many 
patients  are  visitors  from  other  states,  so  that 
they  return  to  physicians  in  their  own  com- 
munities for  removal  of  the  sutures. 

As  a teacher  and  physician,  I would  like  to 
offer  one  suggestion  to  physicians  in  hospital 
emergency  rooms  who  treat  these  patients.  It 
is,  simply,  that  such  patients,  or  parents  of  young 
patients,  be  given  a note  which  states  how  many 
sutures  were  placed  in  the  laceration.  Often 
parents  report  that  their  children  received  7 
sutures  and  only  6 are  evident  to  the  physician. 
Sometimes,  of  course,  a suture  may  have  been 
removed  by  a child  during  play,  and  the  number 
reported  by  the  parent  and  the  actual  number 
observed,  therefore,  do  not  match.  Since  the 
suture  material  used  is  fine,  and  in  some  cases 
postoperative  bleeding  will  cause  one  suture  to 
mat  next  to  another,  it  becomes  difficult  to  as- 
certain whether  or  not  the  correct  number  of 
sutures  reported  by  the  parents  have  been  re- 
moved. To  prevent  any  postoperative  infec- 
tion, a note  on  a prescription  slip  stating  the 
number  of  sutures  used  would  insure  continua- 
tion of  the  good  care  the  patient  received  from 
the  interns  and  residents  who  treated  him  in 
the  hospital  emergency  rooms. 

continued  on  page  2592 
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Necrology 


Sidney  Bennett,  M.D.,  of  Whitestone  and 
New  Hyde  Park,  died  on  August  20  at  the  age 
of  fifty-four.  Dr.  Bennett  received  his  medical 
education  from  the  University  of  Geneva  in 
1942.  He  was  chief  pediatrician  at  Booth 
Memorial  Hospital  and  an  assistant  attending 
pediatrician  at  Flushing  Hospital  and  Medical 
Center.  Dr.  Bennett  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  New 
York  Cardiological  Society,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Herbert  Conway,  M.D.,  of  New  York  City, 
died  on  August  25  at  the  age  of  sixty-five.  Dr. 
Conway  graduated  in  1929  from  the  University 
of  Cincinnati  College  of  Medicine.  He  was  a 
consulting  plastic  surgeon  at  the  Bronx  Veterans 
Administration  Hospital,  St.  Agnes  (White 
Plains),  and  White  Plains  Hospital  Association, 
and  surgeon-in-charge  of  plastic  surgery  at  The 
New  York  Hospital.  Dr.  Conway  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a 
Diplomate  of  the  American  Board  of  Plastic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Associ- 
ation of  Plastic  Surgeons,  the  American  Society 
of  Plastic  and  Reconstructive  Surgery,  the 
American  Surgical  Association,  the  New  York 
Surgical  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  S.  Culkovvski,  M.D.,  of  Hamburg, 
retired,  died  on  July  9 at  the  age  of  eighty-one. 
Dr.  Culkowski  graduated  in  1910  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  at 
Out  Lady  of  Victory  Hospital  (Lackawanna). 

William  Campbell  Goodlett,  M.D.,  of  Olean, 
died  on  July  9 at  the  age  of  sixty-four.  Dr. 
Goodlett  graduated  in  1927  from  Washington 
University  School  of  Medicine,  St.  Louis.  He 
was  an  honorary  surgeon  at  Olean  General 
Hospital  and  an  attending  surgeon  at  St.  Francis 
Hospital.  Dr.  Goodlett  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

P.  Goolker,  M.D.,  of  Great  Neck,  died  on 


August  21  at  the  age  of  seventy-two.  Dr. 
Goolker  graduated  in  1926  from  Vanderbilt 
University  School  of  Medicine.  He  was  an 
associate  attending  psychiatrist  at  The  Mount 
Sinai  Hospital  (Off  Service)  and  a consulting 
psychiatrist  at  Hillside  Hospital.  Dr.  Goolker 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  American  Psychoanalytic  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

M ax  Gutmann,  M.D.,  of  Middle  Village,  died 
on  July  30  at  the  age  of  seventy-three.  Dr. 
Gutmann  received  his  medical  degree  from  the 
University  of  Berlin  in  1921.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Eva  Helen  Holt,  M.D.,  of  Mineola,  died  on 
August  18  at  the  age  of  seventy-three.  Dr. 
Holt  received  her  medical  degree  from  the 
University  of  Breslau  in  1922.  She  was  a mem- 
ber of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Otto  R.  Holters,  M.D.,  of  New  York  City, 
retired,  died  on  August  24  at  the  age  of  seventy- 
three.  Dr.  Holters  graduated  in  1919  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a Fellow  of  the  Inter- 
national College  of  Surgeons. 

Arnold  Burnet  Kauffman,  M.D.,  of  Syracuse, 
died  on  August  11  at  the  age  of  seven ty-four. 
Dr.  Kauffman  graduated  in  1917  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  surgeon  in  ear,  nose,  and  throat  at  St. 
Joseph’s  Hospital.  Dr.  Kauffman  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Onon- 
daga County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  J.  Konstam,  M.D.,  of  The  Bronx, 
retired,  died  on  August  19  at  the  age  of  eighty. 
Dr.  Konstam  graduated  in  1924  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  had  been  an  assistant  adjunct  physician 
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(off  service)  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Konstam  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sidney  Jack  Levinson,  M.D.,  of  New  York 
City,  retired,  died  on  August  12  at  the  age  of 
sixty-eight.  Dr.  Levinson  received  his  medical 
degree  from  the  University  of  Frankfurt  in 
1926.  He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Convers  Pinkston,  M.D.,  of  Corning, 
died  on  July  9 at  the  age  of  eighty-three.  Dr. 
Pinkston  graduated  in  1911  from  Tulane 
University  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Corn- 
ing Hospital.  Dr.  Pinkston  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Urological  Association,  the  Steu- 
ben County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abraham  Joseph  Reich,  M.D.,  of  New  York 
City,  died  on  August  9 at  the  age  of  sixty-eight. 
Dr.  Reich  graduated  in  1925  from  Tufts  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gerhard  L.  Scherk,  M.D.,  of  New  York  City, 
died  on  August  24  at  the  age  of  sixty-eight. 
Dr.  Scherk  received  his  medical  degree  from  the 
University  of  Berlin  in  1923.  He  was  an 
attending  physician  at  Lenox  Hill  Hospital  and 
a consulting  physician  at  French  Hospital.  Dr. 
Scherk  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


continued  from  page  2590 

I give  my  patients  such  notes  whenever  I 
suture  wounds,  and  they  return  the  notes  either 
to  me  or  to  the  physician  they  choose  for  re- 
moval of  the  sutures.  Often  during  vacation 
periods,  parents  come  to  my  office  to  have 
lacerations  sutured  and  then  return  to  their  own 


Emanuel  Schwartz,  M.D.,  of  Brooklyn,  died 
on  August  17  at  the  age  of  sixty-eight.  Dr. 
Schwartz  graduated  in  1924  from  Long  Island 
College  Hospital.  He  was  an  attending  physi- 
cian at  Long  Island  College  Hospital  and  chief 
of  the  Allergy  Department  at  Long  Island 
College  Hospital  Outpatient  Department.  Dr. 
Schwartz  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Allergy),  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Allergy. 

Miron  A.  Silberstein,  M.D.,  of  New  York 
City,  died  on  August  10  at  the  age  of  seventy- 
nine.  Dr.  Silberstein  received  his  medical 
degree  from  the  University  of  Basel  in  1914. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Angelo  John  Smith,  M.D.,  of  Yonkers,  died 
on  August  23  at  the  age  of  ninety-five.  Dr. 
Smith  graduated  in  1899  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  an 
honorary  eye,  ear,  nose,  and  throat  physician 
at  St.  John’s  Riverside  Hospital  where  he  had 
formerly  been  chief  of  the  Department.  Dr. 
Smith  was  a Diplomate  of  the  American  Board 
of  Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Laryngological,  Rhinological,  and  Otologi- 
cal  Society,  the  Westchester  Academy  of  Medi- 
cine, the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Daniel  Joseph  Swan,  M.D.,  of  Flushing,  died 
on  August  3 at  the  age  of  seventy-nine.  Dr. 
Swan  graduated  in  1915  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
consulting  physician  at  Flushing  Hospital  and 
Medical  Center.  Dr.  Swan  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


communities  or  states  with  a note  which  states 
the  number  of  sutures  and  whether  or  not  a 
tetanus  booster  injection  was  given. 

Louis  A.  Susca,  M.D. 

213-18  Hillside  Avenue 
Queens  Village,  New  York  11427 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  8,  through  WEDNESDAY,  FEBRUARY  11 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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A Dynamically  Oriented  Hospital  for  the 
Care  and  treatment  of  Psychiatric  Disorders 
within  it  therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 

Accreditation  of  I lospitals  and  The  American 
Psychiatric  Association,  Medicare 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports,  recreation.  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
Secretary,  Medical  Staff,  E.  J.  Noble  Hospital,  Canton, 
N.Y.  13617. 


TICONDEROGA,  NEW  YORK:  MEDICAL  STAFF  OF 
75  bed  hospital  would  welcome  general  surgeon.  New 
hospital  construction  in  immediate  future.  Hospital 
serves  15,000  to  20,000  population.  Close  association  with 
Albany  and  University  of  Vermont  Medical  Centers  avail- 
able. Economy  of  area  assured.  Good  schools,  summer 
and  winter  recreation  area.  Openings  for  general  practi- 
tioners also  available.  Address  inquiries  to  Executive 
Committee,  Moses  Ludington  Hospital,  Ticonderoga, 
New  York  12883. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES- 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modern  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.D.,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.Y.  13617. 


ELMIRA,  NEW  YORK.  GENERAL  PRACTITIONERS 
for  existing  fee-for-service  emergency  room  group.  May 
have  private  practice  also  if  desired.  Space  available  in 
medical  office  building  now  under  construction,  adjacent 
to  hospital.  Completion  date  October  1969.  Contact 
Raymond  Stoddara,  M.D.,  304  E.  Church  St.,  Elmira, 
KK  4-8764,  or  John  J.  Reed,  Asst.  Admin. /Medical  Staff 
and  Personnel  Svcs.,  St.  Joseph’s  Hospital,  Elmira; 
Phone  RE  3-654 1 , ext.  321. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  year  beginning  July  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience 
in  meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical  Di- 
rector, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan, 
Conn.  06840. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1600  bed  predominately 
psychiatric  veterans  hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  & surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days  of 
annual  leave  & 15  days  of  sick  leave.  Retirement,  health, 
life  insurance  plans,  and  other  fringe  benefits.  Can  pay 
moving  expenses.  License  in  any  state  required.  Equal 
Opportunity  Employer.  Contact  Director  or  Chief  of 
Staff,  VAH,  Canandaigua,  N.Y.  14424. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE  - 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modern  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  Northville, 
Michigan  48167. 


RESIDENCY  FELLOWSHIP-ASSOCIATE  IN  MEDI- 
cal  oncology  in  a teaching  hospital  in  L.  I.,  N.  Y.  Avail 
able  immediately.  Completion  of  2nd  or  3rd  year  ap- 
proved medical  residency  required.  Salary  open,  depend- 
ing upon  qualifications.  Excellent  opportunity  leading  to 
a partnership  with  established  oncologist  for  private 
practice.  Box  850,  % NYSJM. 


PEDIATRICIAN  WANTED  TO  JOIN  YOUNG  PEI> 
iatrician  in  large,  growing  practice  in  northern  New  Jersey. 
40  minutes  from  N.Y.C.  Excellent  hospital  and  school 
facilities.  Box  851,  % NYSJM. 


LONG  ISLAND— CENTRAL  LOCATION.  PHYSI- 
atrist.  to  establish  comprehensive  rehabilitation  program 
in  an  expanding  New  York  State  School  for  the  Mentally 
Retarded.  An  opportunity  to  join  with  a progressive 
Medical  Staff  at  a new  modern  well-equipped  facility. 
License  required  to  practice  Medicine  in  any  State  of  the 
United  States,  District  of  Columbia  or  Dominion  of  Can- 
ada. Board  Certified-$26,765;  Board  Eligiblo-$25,510 
per  annum.  Liberal  New  York  State  Civil  Service  bene- 
fits, vacation,  sick  leave,  retirement,  hospitalization,  etc. 
Ideally  located  for  family  education,  recreation,  cultural 
and  religious  activities,  housing.  Contact  O.  M. 
Wolansky,  M.D.,  Director,  Suffolk  State  School,  P.O.  Box 
788,  Melville,  N.Y.  11746 


UNIVERSITY  STUDENT  HEALTH  PHYSICIAN. 
$18,000  salary  and  benefits.  Fee  for  after-hr.  call.  Out 
patient  clinic  28  bed  Infirmary.  Join  local  hsp.  staff. 
1 hr.  to  Upstate  Medical  Center  Syracuse.  Access,  also 
Rochester.  Contact  K.  Perkins,  M.D.,  State  University 
College,  Oswego,  N.Y.  13126. 


PSYCHIATRIC  RESIDENTS:  THREE  YEAR  TRAIN- 

ing  program  approved  by  AMA  and  ABN  & P Medical 
School  affiliations  Housing  and  a full  range  of  benefits — 
stipend  range:  $10,000  $12,000  also  available  NIMH-GP 

Grant  at  $12,000.  Contact  M.  II.  Weinberg,  M.D., 
Medical  Director,  Trenton  State  Hospital,  Trenton,  New 
Jersey  08625. 
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POSITIONS  WANTED 


-DOCTOR’S  SUITES  — 

400  East  5(>tli  St. 

Manhattan 

A new  40  Story  Lux.  Apt.  Bldg. 

5,000  SQ.  FT. 

Can  be  Subdivided 

1,600  SQ.  FT. 

PRIVATE  STREET  ENTRANCE 

Brokers  Protected 
Mr.  Cashvan:  759-1570 

Mr.  Evans:  759-2430 


REAL  ESTATE  FOR  SALE  OR  RENT  CONT’D 


BOARD  CERTIFIED  RADIOLOGIST  WITH  EXPER- 
ience  in  special  procedures  and  therapy,  desires  position  in 
hospital  in  New  York  City  or  suburbs.  Write  Box  837, 
% NYSJM. 


RADIOLOGIST  TO  JOIN  MEDICAL  GROUP.  WILL 
invest  if  necessary.  Write  to  Box  836,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  OFFICE  AND  PRACTICE,  LONG  Es- 
tablished, well  eouipped.  New  York  City  suburb.  Ex- 
cellent potential.  Terms  negotiable.  Retiring.  Box 
839,  % NYSJM. 


PRACTICE  FOR  SALE:  WESTCHESTER  COUNTY 

New  York.  Large  general  practice,  well  established  in 
rich,  growing  town,  available  in  the  next  2 or  3 months. 
Also,  available  office  and  large  colonial  home  FOR  SALK. 
Call  (914)  ROl-1585. 


MEDICAL  PRACTICES  FOR  SALE.  FREE  MAILING 
list  upon  reguest.  Let  us  sell  your  GP  or  specialty  prac- 
tice and  help  you  relocate  anywhere.  For  information 
contact  Mr.  Kanarick,  Professional  Practice  Sales,  310 
Madison  Avenue,  New  York  City.  (212)  947-3013. 
Nationwide  clearing  house  for  selling  medical  practices. 
Also,  consulting  services  available.  All  inquiries  confi- 
dential. 


LONG  ESTABLISHED  PRACTICE,  FULLY  EQUIPPED 
office.  X-ray,  EKG,  etc.  Suitable  for  specialist  or  G.P. 
Reasonable.  Living  quarters;  included  beneficiaries  health 
insurance  at  West  End  Ave.  Call  11-4,  AC  2-0780,  or 
MO  2-5930  between  6—9  p.m. 


PRACTICES  WANTED 


ACTIVE  GENERAL  PRACTICE  WANTED.  PLEASE 
give  description  of  practice  and  property  in  your  first 
letter,  and  include  the  asking  price,  terms  and  mortgage 
available.  All  replies  treated  in  strict  confidence  by  doctor. 
Box  852,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  FOR  RENT.  433  WEST  44TH  STREET 
New  York  City.  Call  Philip  Jordan,  M.D.,  Cl  6-8797. 


OTOLARYNGOLOGIST’S  OFFICE:  SUDDEN,  RE- 

cent  death  causes  sale  of  prominent  otolaryngologist’s 
office  & practice  (long  established).  Completely  equipped 
& furnished  several  treatment  rooms,  consultation  room, 
patient’s  reception  room,  etc.  Top  office  building,  22  ( 

years  same  location.  Doctor  connected  teaching  hospital- 
medical  school;  staffs  of  all  hospitals.  Contact:  (315) 

422-4604  days;  478-6857  evenings,  or  write  Mrs.  Arnold 
B.  Kauffman,  1703  State  Tower  Bldg.,  Syracuse,  N.  Y. 
13202. 


LARCHMONT  WOODS,  NEW  ROCHELLE,  N.  Y. 
Stately,  17-room  Normandy  brick  house,  %/\  acre.  Ex- 
cellent condition.  21  X 26  beamed  living  room,  fireplace, 
front  and  rear  terraces;  modern  kitchen,  library,  sunroom, 
5 bedrooms,  3l/a  baths;  panelled  study  and  playroom, 
servant  quarters,  ground  level  panelled  office  suite,  sep- 
arate entrance.  90’s.  Call  (212)  MU  6-6733. 


NEW  CITY,  N.Y.  SUBLEASE  IN  PROFESSIONAL. 

building.  18  months  600  sq.  ft.  Air  conditioned, 

decorated;  ideal  for  G.P.,  pediatrician,  EENT,  or  surgeon. 
Contact  Dr.  Ellman  (914)  NE  4-6916. 


410  E.  20TH  STREET,  N.Y.C.  REASONABLE  RENT. 
Attractive  consultation  room,  2 examining  rooms,  x-ray 
room.  Functional  and  furnished.  G.P.  or  Internist 
needed  in  area.  Call  Dr.  Angers  at  212-LE.  2-4060  or 
OR.  7-1929  Monday  through  Saturday,  9 to  5. 


SUMMER  HOME  FOR  SALE— SULLIVAN  COUNTY. 
Duplex  two  separate  4 room  apartments,  2.5  acres  of 
beautiful  landscape,  opposite  Raleigh  Hotel  in  South 
Fallburg.  1 mile  to  Concord  Hotel.  Each  apartment 
has  kitchen,  dinette,  2 bedrooms,  rear  porch.  Immaculate 
condition,  ideal  for  two  families,  or  occupy  one,  rent 
other.  Public  golf  courses,  Ski  jump  on  Holiday  Mt. 
nearby.  Three  miles  to  Monticello.  Price  $25,000.  A 
real  buy.  212-658-8144. 


BRAND  NEW  MODERN  MEDICAL  OFFICE  ON  FIFTH 
Avenue  at  58th  Street.  Air-conditioned,  fully  equipped. 
Staff,  laboratory,  x-ray,  fluoroscopy  and  other  facilities. 
Will  consider  sharing  with  general  practitioner,  internist, 
otolaryngologist  or  gynecologist.  Call  486-0181. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical 
office,  centrally  located  in  Hollis-Flushing  area  of  Queens. 
Call  (212)  HO  4-6262. 
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WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR2 


One  Ambar  Extentab  before  breakfast  can  jll  f I I 1/1 1\  ^ BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  TO’y'  I *T"?  \ T I ’A  T)  O’  suppresses  appetite  and  helps  offset  erao- 

to  12  hours.  Mcthamphetamine,  the  appe-  J </\  1 J /IN  tional  reactions  to  dieting.  Contraindica- 

tite  suppressant,  gently  elevates  mood  and  phCTotoMunS*^  o gn'  lions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Phcno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extcntabs®— mcthamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  jSAJ.nnRINIQ 

RICHMOND.  VA  23220 
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NEW  YORK  CITY  AREA 


October  16,  1 969  and  October  23,  1969 

3:30-5:00  p.m.,  Thursdays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

ENDOCRINOLOGY 
October  16 

Hyperthyroidism:  Thyroid  Storm 

IVEN  SHELDON  YOUNG,  M.D. 

N.Y.U.  Medical  Center 

October  23 
Adrenals 

HERBERT  SPENCER  KUPPERMAN,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-l 


THURSDAY,  OCTOBER  16 

8 : 00  p.m. 

The  Harvey  Society  in  affiliation  with  The 
New  York  Academy  of  Medicine 

Rockefeller  University 
Caspary  Hall 

York  Avenue  near  67th  Street  Entrance 

PROTEIN  DESIGN  AND 
ENZYME  REGULATION 

DANIEL  E.  KOSHLAND,  JR.,  M.D. 

University  of  California,  Berkeley 


October  16,  1969  / October  30,  1969 

9:00-10:30  p.m.,  Thursdays 

The  Bronx-Lebanon  Hospital  Center 

(Concourse  Division) 

Grand  Concourse  and  Mount  Eden  Parkway  Bronx 

CANCER  EDUCATION  IN  A 
COMMUNITY  HOSPITAL 

October  16 

Gynecologic  Cancer:  Cervix 

HUGH  BARBER,  M.D. 

Lenox  Hill  Hospital 
DANIEL  OCHS,  M.D. 

October  23 
Lymphoma 

RICHARD  T.  SILVER,  M.D. 

New  York  Hospital — Cornell  Medical  Center 
BERNARD  ROSWIT,  M.D. 

Bronx  VA  Hospital 

October  30 
Leukemia 

ARTHUR  SERPICK,  M.D. 

Baltimore  Cancer  Research  Center — National  Cancer 
Institute,  NIH 

NO  FEE  CREDIT:  C-l 


October  17,  1969  / October  19,  1969 

Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  The  Department  of  Foren- 
sic Medicine  of  N.Y.U.,  The  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health 
520  First  Avenue 

SEVENTH  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

Directed  by:  MILTON  HELPERN,  M.D.,  Chief  Medical 

Examiner  of  the  City  of  New  York 

NO  FEE  CREDIT:  C-l 


SATURDAY,  OCTOBER  18 

9:00  a.m.-12:00  noon 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

Basic  Science  Seminar 

CHANGING  CONCEPTS  IN  VIROLOGY 

ROBERT  STOCKMAL,  B.S. 

Philadelphia  College  of  Osteopathic  Medicine 

NO  FEE  CREDIT:  C-l 


October  20,  1969  / October  24,  1969 

9:00  a.m.-5:00  p.m.,  Monday  to  Friaay 

Columbia  University  P & S 

St.  Luke's  Hospital 

Amsterdam  Avenue  and  1 14th  Street 

PRE-  AND  POSTOPERATIVE  CARE 

Surgical  Staff  of  St.  Luke's  Hospital 
FEE:  $150 


MONDAY,  OCTOBER  20 

5 : 00-7 : 00  p.m. 

New  York  Board  of  Trade 

911  Park  Avenue 
(Henry  L.  Lambert's  Home) 

WHAT  CAN  BE  DONE  ABOUT  THE 
RISING  COST  OF  MALPRACTICE 
INSURANCE 

WILLIAM  F.  MARTIN,  Esq. 

Martin,  Clearwater  and  Bell 

Mr.  Frank  W.  Appleton  will  comment  on  the  problem 
from  the  standpoint  of  the  insurance  industry. 


October  20,  1969  and  October  27,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 
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October  20 

Acute  Tubular  Necrosis 

EUGENE  SCHUPAK,  M.D. 

October  27 

Megaloblastic  Anemias 

SHELDON  ROTHENBERG,  M.D. 

New  York  Medical  College 

NO  FEE  CREDIT:  C-l 


October  20,  1 969  / for  7 weekly  sessions 

8:30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

MARITAL  PROBLEMS:  THEIR 
MANAGEMENT  IN  CLINICAL  PRACTICE 


October  2 1,  1969  and  October  28,  1969 

9:00-10:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  15th  Street 

October  21 

Clinicopathological  Conference 
October  28 

Granulomatous  Colitis  with  Diverticulitis 

RICHARD  MARSHAK,  M.D. 

The  Mount  Sinai  Hospital 

CREDIT:  C-l 


October  21,  1969  and  October  28,  1969 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center  and  Coney 
Island  Hospital  affiliated  with  Downstate 
Medical  Center  and  the  AAGP,  Kings 
County  Chapter 

4802  Tenth  Avenue — 4th  floor  Lecture  Hall 
Brooklyn 

Pediatric  Postgraduate  Program 

October  21 

Headaches  in  Children 

ARNOLD  P.  FRIEDMAN,  M.D. 

Columbia  University  P & S 

October  28 

Clinical  Pathological  Conference 

Coney  Island  Hospital  Room  2W1 
CREDIT:  C-l 


TUESDAY,  OCTOBER  21 

8 1 00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Medicine 

2 East  103  rd  Street 


HEART  MUSCLE  DISEASE 
(CARDIOMYOPATHY) 

NICHOLAS  P.  DePASQUALE,  M.D. 
Lenox  Hill  Hospital 


8 : 30  p.m. 

Alumni  Association,  Downstate  Medical 
Center  Memorial  Hall,  Basic  Sciences 
Building 

450  Clarkson  Avenue 
Brooklyn 

Annual  Alumni  Night  Lecture 

NEW  CONCEPTS  IN  INTESTINAL 
ENZYME  DEFICIENCE  SYNDROMES 

NORMAN  KRETCHMER,  M.D. 

Department  of  Pediatrics  and  Human  Development 
Stanford  University  School  of  Medicine 


October  22,  1969  and  October  29,  1969 

8:00—10:00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Internal 
Medicine  for  Community  Physicians 

October  22 

Techniques  of  Cardiac  Auscultation 
October  29 

Urine  Analysis — A Valuable  Diagnostic 
Tool 

NO  FEE  CREDIT:  C-l 


WEDNESDAY,  OCTOBER  22 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

RICHARD  WISEMAN:  HIS 
CONTRIBUTIONS  TO  ENGLISH  SURGERY 

ALAN  deFOREST  SMITH,  M.D. 

Columbia  University  P & S 


October  22,  1969  / June  24,  1970 

8:30-10:30  p.m.,  alternate  Wednesdays 

Mount  Sinai  School  of  Medicine 

Fifth  Avenue  and  1 00th  Street 

FOLLOW-UP  SEMINAR  IN  BASIC 
PSYCHIATRY  for  General  Practitioners, 
Internists  and  Medical  Specialists 

CREDIT:  C-l 
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WEDNESDAY,  OCTOBER  22 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03rd  Street 

CHARACTER  TYPES  IN  MARITAL 
DISHARMONY 

MARTIN  SYMONDS,  M.D. 

N.Y.U.  School  of  Medicine 

Discussants- 

SYDNEY  LANGER,  M.D. 

American  Institute  for  Psychoanalysis 
IAN  ALGER,  M.D. 

New  York  Medical  College 


THURSDAY,  OCTOBER  23 

New  York  State  Action  for  Clean  Air  Com- 
mittee N.Y.U.  Medical  Center,  Bristol  Labora- 
tories and  the  Queensboro  Tuberculosis  and 
Health  Association 

550  First  Avenue 

Fifth  Annual  Symposium 

AIR  POLLUTION  AND  RESPIRATORY 
DISEASE 

For  further  information:  New  York  State  Action  for 

Clean  Air  Committee,  105  East  22nd  Street,  New  York, 
N.  Y.  10010.  Tel:  (212)  677-1850;  or  41  State 
Street,  Albany,  N.  Y.  12207.  Tel.  (518)  474-6871. 


October  23,  1969  / October  25,  1969 

The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
106  Central  Park  South 

EXCITED-SINGLEY-OXYGEN 

MOLECULES 

ANTHONY  M.  TROZZOLO,  Ph.D. 

Bell  Telephone  Laboratories 


THURSDAY,  OCTOBER  23 

4 : 00  p.m. 

New  York  Pathological  Society  in  affiliation 
with  The  New  York  Academy  of  Medicine 

New  York  Medical  College 
Fifth  Avenue  at  1 06th  Street 

1.  Immune  Response  to  Iso-Antigens: 
Studies  in  the  Recognition  of 
Immunogenecity 

RAYMOND  McBRIDE,  M.D. 

2.  Cellular  Pathology  in  Experimental 
Hypertension 

JOSEPH  WEINER,  M.D. 

3.  Quantitative  Electron  Microscopy  of 
Experimentally  Induced  Changes  in 
Hepatocytes 

ALDEN  V.  LOUD,  M.D. 


4.  Blood  Flow  Disturbances  at  an  Arterial 
Branch  and  Its  Relationship  to 
Atherogenesis 

WILLIAM  H.  GUTSTEIN,  M.D. 


8:00  p.m. 

The  Brooklyn  Society  of  Internal  Medicine 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

FACTORS  INFLUENCING  INSULIN 
SECRETION  IN  MAN 

STEFAN  FAJANS,  M.D. 

University  of  Michigan  Medical  School 

October  24,  1 969  and  October  3 1,  1 969 

8:00—9:30  a.m.,  Fridays 

Department  of  Pediatric  Services  and  The 
Department  of  Obstetrics  and  Gynecology 

Downstate  Medical  Center  and 
the  Kings  County  Chapter  of  AAGP 
Fuhs  Auditorium 
Maimonides  Medical  Center 
4802  Tenth  Avenue 
Brooklyn 

The  Approach  to  Pediatrics  and  Gynecology 
for  the  Family  Physician 

October  24 

Immunization 

OSCAR  SCHWARTZ,  M.D. 

October  31 

Family  Planning 

NORMAN  AMES  POSNER,  M.D. 

DEBORAH  BAUMGOLD,  M.D. 

CREDIT:  C-l 


SATURDAY,  OCTOBER  25 

9:00  a.m.-5:00  p.m. 

United  Ostomy  Association,  Region  No.  2 

Holiday  Inn 

440  West  57th  Street 

1.  Ileostomy  Panel  Discussion:  Critique 

on  Appliances,  Interim  Management 

2.  Colostomy  Panel  Discussion:  Methods 
of  Control,  Interim  Management 

3.  Urinary  Stomates  Panel  Discussion: 
Management 

4.  Psychiatrist 

Psychological  Aspects  of  Having  an 
Ostomy 

5.  Manufacturers’  Display 

FEE:  $2.50  with  lunch  $7.50 

Contact:  Mrs.  Helen  Rottstock,  1 354 
Birch  Hill  Road,  Mountainside,  N.J.  07092 
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SUNDAY,  OCTOBER  26 

8 : 30  a.m.-l  : 1 5 p.m. 

Columbia  University  P & S 

The  Brookdale  Hospital  Center 
Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

THE  NATURE  AND  MANAGEMENT 
OF  MALIGNANT  DISEASE 

1.  The  Metabolism  of  Cancer 

A.  I.  KAHN,  M.D. 

2.  Screening  for  Early  Cancer 

HERBERT  VOGEL,  M.D. 

3.  New  Drugs  in  the  Treatment  of  Cancer 

EZRA  GREENSPAN,  M.D. 

The  Mount  Sinai  Hospital 

4.  Atypical  Radiological  Manifestations 
of  Lung  Cancer 

COLEMAN  RABIN,  M.D. 

The  Mount  Sinai  Hospital 

5.  The  Diagnosis  of  Brain  Tumors 

ALBERT  GOODGOLD,  M.D. 

Bellevue  and  University  Hospitals 

6.  Skin  Cancer — Diagnosis  and  Treatment 

MEYER  SHARKIN,  M.D. 

Columbia  Presbyterian  Medical  Center 

7.  Direction  of  Cancer  Research 

A.  I.  KAHN,  M.D. 

8.  Panel  Discussion — Questions  and 
Answers 

The  above  speakers 

NO  FEE  CREDIT:  C-1 


October  27,  1969  / October  29,  1969 

9:00  a. m.— 5:00  p.m.,  Monday  to  Wednesday 

Mount  Sinai  School  of  Medicine 

Fifth  Avenue  at  1 00th  Street 

CLINICAL  HEMATOLOGY 

Write:  Registrar,  The  Page  and  William  Black  Post- 

Graduate  School  of  Medicine,  Fifth  Avenue  and  100th 
Street,  N.Y.,  N.Y.  10029. 


October  27,  1969 /October  31,  1969 

Full  time 

Lenox  Hill  Hospital 

100  East  77th  Street 

HUMAN  ENDOCRINOLOGY— WITH 
EMPHASIS  ON  GYNECOLOGICAL  AND 
MEDICAL  ASPECTS 

HERBERT  S.  KUPPERMAN,  M.D. 

IVEN  S.  YOUNG,  M.D. 

FEE:  $150 


October  27,  1969  and  October  28,  1969 

9:00  a.m.-noon,  Monday  and  Tuesday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  14th  Street 

OCULAR  RADIOLOGY 

OTTO  DEUTSCHBERGER,  M.D.,  Directing 
FEE:  $50 

Contact  Miss  Jane  Stark  at  the  above  address. 


October  27,  1969  / October  29,  1969 

1 :00-5:00  p.m.,  Monday-Wednesday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

OCULAR  THERAPEUTICS 

BERNARD  KRONENBERG,  M.D.,  Directing 
FEE:  $125 


TUESDAY,  OCTOBER  28 

8 : 00  p.m. 

The  Brooklyn  Dermatologic  Society 

Downstate  Medical  Center 
Lecture  Room  II 

Clarkson  Avenue  at  New  York  Avenue 
Brooklyn 

PHOTO  TOXIC  AND  PHOTO  ALLERGIC 
SKIN  REACTIONS 

LEONARD  HARBER,  M.D. 


TUESDAY,  OCTOBER  28 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

THE  NAMING  OF  AMERICA- 
PSYCHOANALYTIC  STUDY  OF  A 
HISTORICAL  EVENT 

WILLIAM  G.  NIEDERLAND,  M.D. 


October  29,  1969  / November  4,  1969 
New  York  Fertility  Research  Foundation 

123  East  89th  Street 

CULDOSCOPY  AND  INFERTILITY 

MAXWELL  ROLAND,  M.D. 

MARTIN  J.  CLYMAN,  M.D. 

ALBERT  DECKER,  M.D.  and  staff 

FEE:  $250 
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4:00  p.m. 


WEDNESDAY,  OCTOBER  29 

5 : 00-6 : 30  p.m. 

New  York  Medical  College  Department  of 
Ophthalmology 

Fifth  Avenue  at  1 06th  Street 

THE  BASCOLM  PALMER  ANALYSIS 
OF  IMPLANTS 

NORMAN  S.  JAFFEE,  M.D. 

University  of  Miami  Medical  School 


October  29,  1 969  / October  3 1,  1 969 

N.Y.U.  School  of  Medicine,  Departments  of 
Dermatology  and  Pharmacology 

Alumni  Hall 
550  First  Avenue 

Symposium  on 

PHARMACOLOGY  OF  SELECTED  DRUGS 
USED  IN  DERMATOLOGY:  PRINCIPLES 

OF  ACTION  AND  USES 

Wednesday  Morning 

GENERAL  PRINCIPLES  OF 
DRUG  ACTION 

1.  Absorption,  Distribution  and  Excretion 
of  Drugs 

VICTOR  H.  COHN,  Ph.D. 

George  Washington  University 

2.  General  Pathways  of  Drug  Metabolism 

H.  GEORGE  MANDEL,  Ph.D. 

George  Washington  University 

3.  Specialized  Pathways  of  Drug  Metab- 
olism 

VINCENT  G.  ZANNONI,  Ph.D. 

4.  Drug — Drug  Interactions 

JEROME  L.  SHUPACK,  M.D. 

5.  Panel  Discussion 

(with  audience  participation) 

The  Above  Speakers 

Wednesday  Afternoon 

FACTORS  IN  DRUG  RESPONSIVENESS 

1.  Hereditary  Factors  in  Drug  Response 

BERT  N.  La  DU,  Jr.,  M.D. 

2.  Environmental  Factors  in  Drug  Re- 
sponse 

ALLAN  H.  CONNEY,  Ph.D. 

3.  Influence  of  the  Circadian  and  other 
Rhythms  on  Drug  Response 

The  Wellcome  Research  Laboratories 
FRANZ  HALBERG,  M.D. 

University  of  Minnesota 

4.  Panel  Discussion 

The  above  speakers 


The  Howard  Fox  Lecture 

RECENT  STUDIES  IN  SPECIES  DIFFER- 
ENCES IN  DRUG  METABOLISM 

PROF.  R.  TECWYN  WILLIAMS 
University  of  London,  England 

Thursday  Morning 

PERCUTANEOUS  ABSORPTION 

1.  The  Epidermal  Barrier:  Factors  In- 

fluencing and  Techniques  used  in 
Measuring  Percutaneous  Absorption 

RICHARD  B.  STOUGHTON,  M.D. 

Scripts  Clinic  and  Research  Foundation 

2.  Electron  Microscopic  Studies  on  Trans- 
epidermal  Absorption  in  Man  Using 

Mercury  as  a Model 

INGA  SILBERBERG,  M.D. 

3.  Solvent  Systems  Influencing  Water 
Permeability  and  Penetration  of  Topi- 
cal Agents 

LEONARD  J.  VINSON,  Ph.D. 

4.  Systemic  Toxicity  Caused  by  Per- 
cutaneous Absorption  of  Topical 
Agents 

FRANCES  PASCHER,  M.D. 

5.  Panel  Discussion 

With  above  speakers 
Thursday  Afternoon 

NEW  DRUGS 

1.  New  Drugs  and  Drug  Safety 

JOHN  J.  BURNS,  M.D. 

Cornell  University  Medical  College 

2.  Pharmacology  and  Uses  of  Topically 
Applied  Vitamin  A Acid 

PHILLIP  FROST,  M.D. 

University  of  Miami  School  of  Medicine 

3.  Topical  Steroids:  Relationship  of  Pene- 
tration to  Action 

HOWARD  I.  MAIBACH,  M.D. 

University  of  California,  San  Francisco 

4.  Current  Status  of  Anti-Androgens 

PETER  E.  POCHI,  M.D. 

Boston  University  Medical  Center 

5.  Panel  Discussion 

With  above  speakers 
Friday  Morning 

CYTOTOXIC  AND  IMMUNOSUPPRESSIVE 
DRUGS 

1.  Some  New  Concepts  in  the  Develop- 
ment of  Inhibitors  of  Cellular  Prolifera- 
tion 

ROBERT  E.  HANDSCHUMACHER,  M.D. 

Yale  University  School  of  Medicine 
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2.  Diverse  Roles  of  Immunosuppression 
in  Dermatologic  Disease 

EUGENE  J.  VAN  SCOTT,  M.D. 

Temple  University  School  of  Medicine 

3.  Action  of  Topically  Applied  Cytotoxic 
Agents 

DONALD  S.  WALDORF,  M.D. 

4.  Chromosomal  Changes  Attributable  to 
Drugs 

KURT  HIRSCHHORN,  M.D. 

Mount  Sinai  School  of  Medicine 

5.  Panel  Discussion 

With  above  speakers 
Friday  Afternoon 

CORTICOSTEROIDS 

1.  Current  Concepts  of  Mechanisms  of 
Action  of  Corticosteroids 

GERALD  WEISSMAN,  M.D. 

2.  Metabolism  of  Corticosteroids  in  the 
Skin 

S.  L.  HSIA,  Ph.D. 

University  of  Miami  School  of  Medicine 

3.  Assays  used  to  Predict  Corticosteroid 
Efficacy 

KENNETH  J.  DUMAS,  M.D. 

Syntex  Research 

4.  Systemic  Effects  Attending  Topical 
Steroid  Therapy 

RICHARD  B.  STOUGHTON,  M.D. 

5.  Panel  Discussion 

With  above  speakers 

FEE:  $125  CREDIT:  C-1 


WEDNESDAY,  OCTOBER  29 

4:00-5 :00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

BRAIN  TUMORS 

JOSEPH  RANSOHOFF,  M.D. 

N.Y.U.  School  of  Medicine 


THURSDAY,  OCTOBER  30 

9:00-1 1 :00  a.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

FLUORESCEIN  ANGIOGRAPHY 

JAMES  C.  NEWTON,  M.D.  and  THOMAS  O. 
MULDOON,  M.D.,  Directing 

FEE:  $20 


THURSDAY,  OCTOBER  30 

2 : 00-5 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

RADIO-ISOTOPES  IN  OPHTHALMOLOGY 

BERNARD  GOLDBERG,  M.D.,  Directing 
FEE:  $20 


5:00  p.m. 

The  New  York  Academy  of  Medicine 
Sections  on  Basic  Medical  Sciences  and 
Biomedical  Engineering 

2 East  103rd  Street 

SYMPOSIUM  ON  AUTOMATION  IN  THE 
LABORATORY 

1.  The  State  of  the  Art 

ROBERT  S.  MELVILLE,  M.D. 

National  Institute  of  General  Medical  Sciences 
Bethesda,  Maryland 

2.  Application  to  Clinical  Medicine 

ARTHUR  E.  RAPPOPORT,  M.D. 

Youngstown  Hospital  Association 
Youngstown,  Ohio 

3.  A New  Approach  to  Rapid  Analysis 

NORMAN  G.  ANDERSON,  M.D. 

Oak  Ridge  National  Laboratories 
Oak  Ridge,  Tennessee 


8:30  p.m. 

Society  for  Adolescent  Psychiatry 

2 East  103rd  Street 

ADOLESCENCE:  OUT  OF  STEP  WITH 
YOUTH’S  CAREER  LINES 

MARGARET  MEAD,  Ph.D. 

Curator  of  Ethnology 

American  Museum  of  Natural  History 


FRIDAY,  OCTOBER  31  and  SATURDAY, 
NOVEMBER  1 

October  31,  1969  and  November  1,  1969 

9:00  a. m.-5:00  p.m.,  Friday  / 9:00  a.m.  to  noon 
Saturday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

CLINICAL  PERIMETRY 

MAX  CHAMLIN,  M.D.,  Directing 
FEE:  $75 
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October  28,  1969  / October  30,  1969 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

COURSE  ON  ALCOHOLISM 

FEE:  $75  CREDIT:  C-l 


ALBANY  AREA 


THURSDAY,  OCTOBER  23 

9:30  a.m.  Registration 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Huyck  Auditorium 

PROCEDURES  IN  EMERGENCY  CARE 
A Teaching  Day  in  Surgery 

1.  Tracheostomy 

THOMAS  M.  OLDER,  M.D. 

2.  Peritoneal  Aspiration 

HARVEY  R.  BERNARD,  M.D. 

3.  Venous  Cut-Down 

NEIL  LEMPERT,  M.D. 

4.  Determination  of  Central  Venous 
Pressure 

HAROLD  F.  WELCH,  M.D. 

5.  The  "Shock  Lung” 

SAMUEL  R.  POWERS,  JR.,  M.D. 

6.  Respirators 

TIMOTHY  M.  HARRIS,  M.D. 

7.  Thoracentesis  and  Closed  Thoracos- 
tomy Drainage 

RALPH  D.  ALLEY,  M.D. 

FEE:  $20  CREDIT:  C-l 


THURSDAY,  OCTOBER  30 

9:45  a.m.  Registration 

Albany  Medical  College 

Department  of  Postgraduate  Medicine 
Huyck  Auditorium 

YOUTH  AND  OUR  CHANGING  SOCIETY 
A Teaching  Day  in  Psychiatry 

1.  Aspects  of  Adolescent  Personalitiy 
Development 

HARRIS  E.  KAROWE,  M.D. 

Schenectady  County  Child  Guidance  Center 

2.  Phrases  of  Adolescent  Personality 
Development 

JAMES  M.  BELL,  M.D. 

Berkshire  Home  for  Boys 
KENNETH  A.  HANDCOCK,  M.D. 


Albany  Medical  Cen)er 
LENORA  SPORTSMAN,  M.D. 

Albany  County  Child  Guidance  Center 

3.  Personality  Development,  Behavior 
and  the  Campus  Scene 

DANA  L.  FARNSWORTH,  M.D. 

Harvard  University 

4.  Campus  Disorders  as  Seen  by  the  Ad- 
ministrator 

CALVIN  H.  PLIMPTON,  M.D. 

Amherst  College 

5.  Drug  Abuse 

HENRY  BRILL,  M.D. 

Pilgrim  State  Hospital 

FEE:  $20  CREDIT:  C-1 

For  information  on  above  programs,  write  Department 
of  Postgraduate  Medicine,  Albany  Medical  College,  47 
New  Scotland  Avenue,  Albany,  New  York  1 2208. 


BUFFALO  AREA 


October  16,  1969  and  October  17,  1969 

8:15  a.m.  Registration,  Thursday 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Parkway  Inn 
Niagara  Falls 

A Symposium  on 

BIRTH  DEFECTS 

Thursday  Morning 

1.  A Day  in  the  Life  of  a Birth  Defects 
Center  The  Team  Approach  to  Multiple 
Congenital  Defects 

PAUL  YUDKOFSKY,  M.D. 

FRANK  P.  SMITH,  M.D.  and  Staff 
University  of  Rochester  School  of  Medicine 

2.  The  Role  of  Chromosome  Aberrations 
in  Congential  Anomalies 

IRENE  A.  UCHIDA,  M.D. 

McMaster  University  Faculty  of  Medicine 
Hamilton,  Ontario 
MAIMON  M.  COHEN,  Ph.D. 

Thursday  Afternoon 

1.  New  Developments  in  Metabolic  Dis- 
eases 

RONALD  G.  DAVIDSON,  M.D. 

2.  Anomalies  of  the  Genitourinary  Tract 

MARGARET  M.  MacGILLIVRAY,  M.D. 

3.  Genetic  Counselling 

MARGARET  W.  THOMPSON,  Ph.D. 

The  University  of  Toronto  Faculty  of  Medicine 
Toronto,  Ontario 

4.  Epitome  and  General  Discussion 

JAMES  V.  NEEL,  M.D. 

The  University  of  Michigan  Medical  School 
Ann  Arbor,  Michigan 
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Friday  Morning 


1.  Spontaneous  Abortions,  Malforma- 
tions and  "the  Pill” 

DAVID  H.  CARR,  M.D. 

McMaiter  University  Foculty  of  Medicine 

2.  Prenatal  and  Perinatal  Influences  in 
the  Etiology  of  Malformations 

WILLIAM  A.  SILVERMAN,  M.D. 

Children's  Hospital  of  San  Francisco 
Son  Francisco,  California 

3.  Genetic  Defects  that  Become  Manifest 
in  the  Adult 

ROBIN  M.  BANNERMAN,  B.M. 

Friday  Afternoon 

1.  The  Antenatal  Detection  of  Congenital 
Anomalies  and  Metabolic  Disease  and 
the  Implications  of  Therapeutic  Abor- 
tion 

Panel  Discussion 

Moderator:  EVAN  CALKINS,  M.D. 

Panelists:  RONALD  G.  DAVIDSON,  M.D. 

JAMES  V.  NEEL,  M.D. 

HERMAN  SCHWARTZ,  LL  B. 

THE  REV.  DAVID  F.  COX 

Council  of  Churches  of  Buffalo  and  Erie  County 
REV.  STEPHEN  GERENCSER,  Sch.P.,  S.T.D. 
Calasonctius  Preparatory  School 
THE  HON.  ELDON  M.  WOOLIAMS,  Q.C.,  M.P. 
Member  of  Parliament,  House  of  Commons 
Ottawa,  Ontario 

FEE:  $25  CREDIT:  C-l 


NASSAU  COUNTY 


October  22,  1 969  and  October  29,  1 969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Ploinview 

October  22 

Potassium  Metabolism  in  Health  and 
Disease 

JOSEPH  M.  LETTERI,  M.D. 

Meadowbrook  Hospital 

October  29 

Edema,  Salt  Metabolism  and  Diuretics 

ALFRED  E.  DERROW,  M.D. 

Meadowbrook  Hospital 

CREDIT:  C-l 


October  23,  1969  / November  20,  1969 

4:00  p.m.,  Thursdays 

Nassau  Hospital 

Mineola 

GROUP  GUIDANCE  FOR  PHYSICIANS 
ON  THE  EMOTIONAL  PROBLEMS  OF 
MEDICAL  PRACTICE 

I.  EMERY  BREITNER,  M.D. 


ROCHESTER  AREA 


THURSDAY,  OCTOBER  23 
Rochester  General  Hospital 

Main  Conference  Room 
1425  Portland  Avenue 

COURSE  IN  INFECTIOUS  DISEASES 

FEE:  $15  CREDIT:  C-l 


October  24,  1969  / October  31,  1969 
Rochester  General  Hospital 

Main  Conference  Room 
1425  Portland  Avenue 

COURSE  IN  PATHOLOGY 

NO  FEE 


SUFFOLK  COUNTY 


WEDNESDAY,  OCTOBER  29 
October  29,  1969  / for  eight  sessions 

9:00-1  1:15  a.m.,  Wednesdays 

Suffolk  County  Chapter  AAGP  and  The  State 
University  of  New  York  at  Stony  Brook 
Health  Sciences  Center  with  the  cooperation 
of  Long  Island  Jewish  Hospital 

The  Suffolk  Academy  of  Medicine 
850  Veteran's  Memorial  Highway 
Hauppauge 

PEDIATRICS  FOR  THE  FAMILY 
PHYSICIAN 

FEE:  $30  AAGP  Members  CREDIT:  C-l 

$50  for  nonmembers 
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SYRACUSE  AREA 


October  17,  1969  and  October  18,  1969 
The  American  College  of  Cardiology  and 
The  Heart  Association  of  Upstate  New  York 

Hotel  Syracuse 
Hotel  Syracuse  Square 

CARDIOLOGY  1970 

The  Myocardium  and  the  Coronary 

Circulation  100  Years  after  Brunton 

FEE:  $50  Members 

$75  Nonmembers 

Write:  William  D.  Nelligan,  Ex.  Dir.,  American  College 
of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md. 
20014. 


UTICA  AREA 


THURSDAY,  OCTOBER  16 

2 :00  p.m. 

Central  New  York  Academy  of  Medicine 

21  0 Clinton  Road 
Auditorium 
New  Hartford 

HEART  DAY 

1.  Primary  Myocardial  Disease  Including 
Its  Bedside  Diagnosis 

JACK  P.  SEGAL,  M.D. 

Georgetown  University  Hospital,  Washington,  D.C. 

2.  Experiences  in  Treatment  of  Intractable 
Angina  Pectoris  with  Reference  to 
Electrical  Carotid  Sinus  Stimulation 

ROBERT  GOLDSTEIN,  M.D. 

National  Institutes  of  Health,  Bethesda,  Md. 

3.  Discussion  of  Primary  Myocardial 
Disease,  Indications  for  Propranolol, 
etc. 

PAUL  YU,  M.D. 

University  of  Rochester  School  of  Medicine  and 
Dentistry 

4.  Indications  for  Electrical  Pacing  in 
Acute  and  Chronic  Disease  States 

WALTER  ZUCKERMAN,  M.D. 

Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

5.  Recent  Advances  in  Cardiac  Surgery 

The  evening  session  will  conclude  with  a round  table 
discussion  by  all  participants. 

Credit:  C-1 


WESTCHESTER  COUNTY 


October  23,  1969  and  October  30,  1969 

9:00  a.m.,  Thursday 

Grasslands  Hospital 

Eastview  Hall — Room  C 
Medical  Education  Building 
Valhalla 

October  23 

Pseudocalculi  in  the  Biliary  Tract 

THOMAS  BENEVENTANO,  M.D. 

Montefiore  Hospital 

October  30 

Topic  to  be  announced 

RICHARD  NOLAN,  M.D. 

Beekman  Downtown  Hospital 

CREDIT:  C-1 


RADIO  IN  ALBANY  AND 
CANTON  AREA 


October  17,  1969  / October  31,  1969 

1 2 Noon-1  :00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  MHz. 

Station  WSLU-FM  (Canton)  96.7  MHz. 

October  17 

Some  Aspects  of  Vascular  Disease 

ROGER  L MILLER,  M.D. 

RICHARD  A.  PEABODY,  Ph.D. 

MAKIS  TSAPOGAS,  M.D. 

Albany  Medical  College 

October  20  and  23 

Title  to  be  announced 

Philip  Felig,  M.D. 

Howard  Levitin,  M.D. 

Yale  University  School  of  Medicine 

October  21,  22  and  24 

Diagnosis,  Preoperative  Workup  and 
Operative  Management  of  Abdominal 
Aortic  Anuerysms 

Robert  M.  Blumenberg,  M.D. 

G.  Rhemi  Denton,  M.D. 

Albany  Medical  College 

October  27  and  30 

Total  Parenteral  Nutrition 

Henry  T.  Randall,  M.D. 

Robert  V.  Stephens,  M.D. 

Brown  University  Division  of  Biological  and  Medical 
Sciences 
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October  28,  29  and  31 
Cardiac  Rehabilitation 

Robert  M.  Kohn,  M.D. 

Albert  C.  Rekate,  M.D. 

State  University  of  New  York  ot  Buffalo  School  of 
Medicine 


RADIO  IN  NEW  YORK  CITY  AREA 


October  20,  1 969  and  October  27,  1969 

12:00  noon-1  :00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Stotion  WRVR-FM  1 06.7  HMz. 

October  20 

Title  to  be  announced 

Philip  Felig,  M.D. 

Howard  Levitin,  M.D. 

Yale  University  School  of  Medicine 

October  27 

Total  Parenteral  Nutrition 

Henry  T.  Randall,  M.D. 

Robert  V.  Stephens,  M.D. 

Brown  University  Division  of  Biological  and  Medical 
Sciences 

C-l  Credit  will  be  given  if  attendance  is  taken. 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept. 
1 6 at  11:30  a.m.,  the  once-a-month  City-wide  Ob- 
stetrics and  Gynecology  Conference  meeting  at  9 a.m. 
the  first  Wednesday  and  the  once-a-month  series  on 
Trauma  presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y., 
Tel(71  6)833-2726. 


EVENTS  RECEIVED  AFTER  DEADLINE 


October  21,  1969/for  8 Weekly  Sessions 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

DRUGS  IN  THE  MANAGEMENT  OF 
EMOTIONAL  PROBLEMS 

Credit:  C-l 


October  22,  1969/for  8 Weekly  Sessions 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Homey  Clinic  Building 

PSYCHOTHERAPY  IN  MEDICAL 
PRACTICE 

Credit:  C-l 


WEDNESDAY,  OCTOBER  29 

8:15  p.m. 

The  Society  of  Internal  Medicine  of  the 
County  of  New  York 

Cornell  Medical  College 
Main  Auditorium 
1 300  York  Avenue 

MYOCARDIAL  DAMAGE  FROM 
CORONARY  OBSTRUCTION 
A Historical  Review 

WILLIAM  DOCK,  M.D. 

Manhattan  VA  Hospital 


THURSDAY,  OCTOBER  30 

8 : 00  p.m. 

The  Brooklyn  Neurological  Society 

Basic  Science  Building 
Downstate  Medical  Center 
450  Clarkson  Avenue,  Brooklyn 

CURRENT  TRENDS  IN  THE  ETIOLOGY, 
DIAGNOSIS  AND  THERAPY  OF  MULTIPLE 
SCLEROSIS 

GERARD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N.Y.  10017  YUkon  6-5  757 


"WHAT  GOES  ON" 
IN  MEDICINE 


As  a past  reader  of  “What  Goes  On,”  an  official  publication  of  the  Medi- 
cal Society  of  the  State  of  New  York,  we  believe  you  are  interested  in  the 
latest  information  about  postgraduate  courses  and  medical  lectures,  and  we 
are  taking  this  opportunity  to  advise  you  that  reprints  of  “What  Goes  On” 
are  now  available. 

Starting  January  1,  1969,  “What  Goes  On”  became  a feature  of  the  New 
York  State  Journal  of  Medicine  which  is  published  twice  a month.  This  will 
allow  a two  to  four  week  lead  time  for  the  general  practitioners  and  specialists 
to  plan  ahead  for  important  meetings  and  courses  which  are  published  in 
“What  Goes  On.” 


We  can  now  offer  you,  in  limited  quantities,  “What  Goes  On”  reprints 
(as  published  in  the  New  York  State  Journal  of  Medicine).  There  will  be  an 
annual  subscription  rate  of  $3.00  to  cover  the  cost  of  the  reprint  and  first 
class  mailing  or  you  may  subscribe  to  the  New  York  State  Journal  of  Medicine 
for  $7.50  and  receive  its  outstanding  scientific  articles  as  well  as  “What  Goes 
On.”  ;* 


IL 


cft*« 


Ct'bn'iA L- 


NORMAN  S.  MOORE,  M.D.,  Director 
Division  of  Scientific  Activities 


WHAT  GOES  ON  IN  MEDICINE 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date 

Name No.  of  Subscriptions. 

Attention  Title  

Address  

City State  Zip  - 

I I $3.00  check  enclosed  for  "WHAT  GOES  ON" 

□ $7.50  check  enclosed  for  "NEW  YORK  STATE  JOURNAL  OF  MEDICINE" 

(New  Jersey  Events  are  no  longer  published) 
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Rx 

Valium  (diazepam)  t.i.d.  and  h.s. 

M.A.  (in  Communications)  ...TV  (director,  late  night 
variety  show)...  symbols  that  may  add  up  to  a life  of  constant 
and  continuing  pressures.  Split-second  timing,  on-lhe-spot 
decision  making,  the  ever-present  risk  of  slip-ups  with  poten- 
tially serious  consequences.  All  these  may  lead  to  psychic 
tension  and  — even  with  no  demonstrable  pathology  — to 
disturbing  cardiovascular  symptoms.  For  this  kind  of  patient, 
there  are  good  reasons  for  considering  Valium  (diazepam): 

( 1.)  Valium  possesses  a pronounced  calming  effect  that  can 
help  relieve  psychic  tension  and  resultant  somatic  symptoms 
— within  the  first  day  for  some  patients. 

(2.)  Valium  is  useful  in  relief  of  psychic  tension  with  associated 
depressive  symptoms. 

(3.)  Valium  may  also  ease  psychic  tension-induced  insomnia. 
An  h.s.  dose  (added  to  the  t.i.d.  schedule)  can  help  provide 
sufficient  relaxation  to  encourage  sleep. 

(4.)  Valium  is  generally  well  tolerated.  And.  in  proper  mainte- 
nance dosage,  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 

Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache, incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 
to  help  relieve  psychic  tension 
and  resultant  somatic  symptoms 
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Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

:r  How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto”  can  today  help  save  more  | 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con-  £ 
stant  emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”... and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action”  gap  to  reach  V 
a cure  rate  of  almost  75°/o  for  colon  and 
rectal  cancer.  I 

American  Cancer  Society  i 
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“coughing 
is  not  a harmless 

privilege  —Current  Therapy  1967,  by  Conn,  H.  F.,  P.  88 — 


if  cough 
serves  no  useful 
purpose 

RxxuoaiuntX 

<,Rcsm  complexes  of  Hvdrocodone  and  Phenyltoloxamine ) 

...  it  works 


(usually 
for  10  to  12 
hours*) 


TUSSIONEX  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

♦dosage:  Adults ; 1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year : 1 /4  teaspoonful  every  1 2 hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  1 2 hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 

Strasenburgh 


StrasenburghLabofalories  Division 
Wallace &Tiernan  Inc.,  Rochester,  N Y.  14623 
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Published,  twice  a month  by  the  Medical  Society  of  the  State  of  New  York,  copyright  1968  by  the  medical  society  of  the 
state  of  new  York.  Editorial , Circulation , and  Advertising  Office:  750  Third  Ave.,  New  York,  N.Y.  10017.  Publication 
Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  18042.  Change  of  Address:  Notice  should  state  whether  or  not  change  is 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort Jiave  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144  t-.i.a 
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soothing 

relief  1 
hair-raising 
cough 


mm  ® 

enylm 

EXPECTORANT 


Each  fluidounce  contains:  SO  mg.  Benadryl  ' (diphenhydramine 
hydrochloride},  Parke-Davis;  12  grains  ammonium  chloride;  5 grains' 
sodium  citrate;  2 grains  chloroform;  ll  10  grain  menthol;  and  5°i>  alcohol. 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  expectorant  is  the  leading  cough  prep 
ration  of  its  kind.  BENYLIN  expectorant  tends  to  inhibit  cough  ret 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleas 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take.  , 
PRECAUTIONS.-  Persons  who  have  become  drowsy  on  ftfts  or  other 
anti  hist  am:  ne-eorttsrning  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen  1 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  trait - J| 
quilizers  if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine  . 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing  BENYLIN  EXPECTORANT. 
adverse  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal,  and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness,, 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,and  1 gal. 

Parke,  Davis  Sc  Company,  Detroit.  Michigan  48232 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 


Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 


Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
tB  to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 
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Month  in  Washington 


A Food  and  Drug  Administration  advisory 
committee  found  oral  contraceptives  to  be 
“safe,”  but  reported  that  British  and  U.S.  stud- 
ies had  established  “an  etiologic  relation  be- 
tween thromboembolic  disorders”  and  their  use. 

The  Advisory  Committee  on  Obstetrics  and 
Gynecology,  making  its  second  report  on  oral 
contraceptives,  said  that  their  benefits  out- 
weighed the  risks  sufficiently  to  designate  them 
“safe”  within  the  intent  of  the  Federal  law. 

As  for  the  potential  carcinogenity  of  oral  con- 
traceptives, the  report  said  no  conclusion  could 
be  drawn  at  this  time. 

The  committee  called  for  intensive  research 
along  three  lines:  (1)  possible  relationship  of 

hormonal  contraceptives  and  carcinoma  of  the 
breast  and  uterus;  (2)  determination  of  the  basis 
and  prognosis  of  metabolic  alterations  produced 
by  hormonal  contraceptives;  and  (3)  develop- 
ment of  new  methods  of  contraception. 

The  committee,  in  its  initial  report  three  years 
ago,  approved  of  oral  contraceptives  with 
reservations.  It  now  said  that  these  reserva- 
tions appeal-  to  have  been  justified  because  of  the 
adverse  reactions  reported  in  both  scientific 
literature  and  the  general  press.  But  the  re- 
port concluded: 

“When  these  potential  hazards  and  the  value 
of  the  drugs  are  balanced,  the  committee  finds 
the  ratio  of  benefit  to  risk  sufficiently  high  to 
justify  the  designation  safe  within  the  intent 
of  the  legislation  (Kefauver- Harris  Amendments 
of  1962).” 

The  report  said  scientific  studies  “suggest 
that  the  mortality  rate  from  thromboembolic  dis- 
orders attributable  to  the  oral  contraceptives  is 
about  3 per  100,000  women  per  year,  adding  less 
than  three  per  cent  to  the  total  age-specific  mor- 
tality rate  in  users  of  these  drugs.”  In  a U.S. 
study,  the  risk  of  thromboembolism  to  a woman 
using  hormonal  contraceptives  was  estimated  by 
indirect  methods  to  be  4.4  times  that  of  a non- 
user. 

The  report  said  there  is  no  evidence  that  any 
metabolic  alterations  induced  by  the  oral  con- 
traceptives pose  serious  health  hazards. 

The  effectiveness  of  oral  contraceptives  was 
found  to  be  significantly  higher  than  for  intra- 
uterine devices  or  traditional  methods. 

* * * 

Abandoning  a long  court  fight,  the  Internal 
Revenue  Service  reversed  itself  and  ruled  that 
organizations  of  physicians  authorized  under 
state  professional  association  laws  will  be  treated 
as  corporations  for  tax  purposes. 

The  IRS  announced  that  it  would  not  appeal 
to  the  Supreme  Court  two  recent  decisions  by 

Prepared  by  the  Washington,  13. C.,  Office  of  the  Ameri- 
can Medical  Association. 


U.S.  courts  of  appeal  favoring  the  professional 
association.  In  accordance  with  these  court 
decisions,  the  IRS  said,  “organizations  of  doc- 
tors, lawyers,  and  other  professional  people  or- 
ganized under  state  professional  association  acts 
will,  generally,  be  treated  as  corporations  for 
tax  purposes.” 

Forty-two  states  have  such  laws  which  offer 
tax  benefits,  including  deferment  of  the  tax  on 
pension  plan  contributions  until  retirement. 

The  court  controversy  over  IRS  treatment  of 
the  professional  associations  for  tax  purposes 
dated  back  to  the  early  1950’s.  It  was  given  a 
“Kintner”  label  in  1954  when  an  appeals  court 
ruled  in  favor  of  the  professionals  in  a case 
brought  by  Arthur  Kintner,  M.D.,  Missoula, 
Montana. 

* * * 

The  Federal  government  has  started  a pro- 
gram designed  to  increase  enrollment  in  the 
nation’s  schools  of  medicine  and  osteopathy  by 
4,000  over  the  next  four  years. 

Known  as  the  Physician  Augmentation  Pro- 
gram, the  activity,  under  the  Department  of 
Health,  Education,  and  Welfare,  supports  the 
addition  of  1,000  first-year  places  commencing 
with  the  fall  term  of  1970.  These  places  are  in 
addition  to  any  increase  to  which  the  schools 
have  already  committed  themselves.  Total 
enrollment  through  this  program  is  expected 
to  be  about  4,000  in  the  fourth  year  of  operation. 
The  Physician  Augmentation  Program  is  au- 
thorized under  the  Health  Manpower  Act  of  1968. 

Grants  will  be  awarded  on  a national  competi- 
tive basis  to  those  schools  of  medicine  and  osteop- 
athy that  document  their  intention  to  institute 
a major  increase  in  their  first-year  enrollment, 
and  that  appear  to  have  the  greatest  potential 
for  achieving  major  increases  with  their  own  re- 
sources as  supplemented  by  funds  allocated  by 
the  program. 

* * * 

Robert  H.  Finch,  secretary  of  Health,  Educa- 
tion, and  Welfare,  proposed  that  state  Medicaid 
administrators  work  more  closely  with  state 
medical  societies  on  cost  control  in  the  Federal- 
state  health  care  program.  He  also  said  that  the 
states  should  review  more  claims  in  efforts  to 
control  Medicaid  costs. 

Finch  gave  his  views  on  controlling  Medicaid 
costs  in  a letter  to  Senator  Abraham  Ribicoff 
(Democrat,  Connecticut)  who  had  asked  what 
was  being  done  and  what  additionally  could  be 
done  about  rising  expenditures  in  the  program. 

In  answer  to  a question  as  to  what  states 
“could  be  doing  under  existing  law  to  control 
Medicaid  costs  more  efficiently,”  Finch  said: 

continued  on  page  2622 
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Merit 

comfort 


is  jour 


concern. 

Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach's  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical 
□ Even  many  previously  intractable  cases  have 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  so  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Company.  Yonkers.  New  York  10701 


Senokot  Table 


(standardized  senna  concentrate) 
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continued  from  page  2620 

“One  answer  is  to  spend  more  money  on  the 
claims  review  function.  For  example,  there  are 
two  states  where  annual  Medicaid  expenditures 
are  in  excess  of  $100,000,000.  One  employs 
seven  people  for  its  review  function,  the  other 
employs  70.  The  latter  state  has  very  effective 
control  over  costs  and  utilization. 

“But  I am  coming  to  believe  that  a major 
factor  is  the  degree  to  which  physicians  are  in- 
volved in  the  program,  not  simply  as  purveyors 
of  medical  care,  but  also  as  watchdogs  of  costs 
and  guardians  of  quality.  They  generate  the 
bulk  of  Medicaid  expenditures.  They  authorize 
admissions  to  hospitals  and  skilled  nursing 
homes,  and  they  write  prescriptions.  The  need 
for  genuine  physician  participation  in  controlling 
costs  is  self-evident.  A state  Medicaid  admin- 
istrator would  be  well  advised  to  make  exten- 
sive use  of  his  medical  advisory  committee,  and 
to  engineer  the  plan  in  detail  through  the  state 
medical  society.” 

As  to  what  states  already  are  doing,  Finch 
said: 

“Some  states  are  using  prior  authorization  of 
service  (emergencies  excepted).  Some  use  fee 
schedules.  Some  use  audit  tolerance  levels. 
Some  incorporate  parameters  of  medical  care 
into  their  data  processing  systems.  Some  de- 
velop client  and  purveyor  profiles.  Some  use 
computers  to  process  claims.  Others  contract 
the  review  function  to  a fiscal  agent,  for  example, 


Therapy  of  osteoporosis 

While  various  diseases  have  been  associated 
with  it,  the  most  frequent  type  of  osteoporosis 
encountered  is  that  associated  with  aging,  some- 
times called  postmenopausal  or  senile  osteoporo- 
sis, state  Daniel  S.  Bernstein,  M.D.,  David  J. 
Baylink,  M.D.,  and  Charles  D.  Guri,  M.D.  in 
Journal  of  the  American  Medical  Women’s  Associ- 
ation 24:  36  (Jan.)  1969.  Strictly  speaking,  the 
specific  etiologic  process  or  processes  of  this  con- 
dition have  never  been  defined;  consequently  a 
precise  therapeutic  regimen  cannot  be  recom- 
mended. 

In  osteoporosis,  the  objectives  of  treatment 
are  (1)  pain  relief;  (2)  prevention  of  vertebral 
fractures;  and  (3)  induction  of  skeletal  re- 
mineralization. While  no  single  agent  presently 
available  can  accomplish  these  objectives,  there 
are  some  which  appear  to  be  of  appreciable 
value  and,  possibly,  combinations  of  various 
available  agents  may  offer  a therapy  more  ef- 
fective than  previously  believed.  The  authors 
discuss  the  rationale  of  a number  of  agents  and 
modalities  including  calcium  salts,  hormonal 


a Blue  Cross  plan.  Some  use  a medical  audit 
and  some  have  been  doing  very  little.” 

Ribicoff  said  in  his  letter  to  Finch  that  he 
understood  “there  is  very  uneven  performance 
of  Medicaid  program  review  throughout  the 
nation.” 

Peer  review,  under  leadership  of  state  and 
county  medical  societies,  has  top  priority  in  the 
American  Medical  Association  recommendations 
for  controlling  costs  in  both  Medicaid  and  Medi- 
care. A report  of  the  AMA  board  of  trustees, 
approved  by  the  house  of  delegates  at  the  1969 
annual  convention  in  New  York,  strongly  urged 
that: 

— “Peer  review  be  assigned  the  highest 
priority  by  the  state  and  county  medical  socie- 
ties; that  where  existing  mechanisms  exist,  they 
be  strengthened,  and  where  they  do  not,  they  be 
promptly  established. 

— Quick  and  decisive  action  be  taken,  in  ap- 
propriate fashion,  to  discipline  those  few  phy- 
sicians determined  after  investigation  to  be 
abusing  Medicare  and  Medicaid,  either  fraudu- 
lently or  otherwise.” 

The  AMA  recommendations  for  cost  control 
in  government  health  programs  also  include: 

— “The  promotion  of  innovative  health  serv- 
ice delivery  systems  for  low  income  communi- 
ties with  emphasis  on  ambulatory  care. 

“Programs  by  local  medical  societies  to  in- 
sure preservation  of  quality  health  care  in  the 
face  of  cost  containment  measures.” 


therapy,  exercise  and  supports,  vitamin  D,  and 
sodium  fluoride. 

In  discussing  these  agents,  the  authors  note 
that  the  central  objective  is  believed  by  many 
investigators  to  be  the  reversal  from  a negative 
to  a positive  calcium  balance,  which  must  be 
indefinitely  maintained.  Here  the  authors  call 
attention  to  one  important  aspect  of  the  prob- 
lem which  they  are  at  pains  to  emphasize:  if  the 
average  elderly  woman  has  been  in  negative 
calcium  balance  of  18  to  20  Gm.  per  year  over 
twenty  years,  she  will  have  lost  about  300  to  400 
Gm.  in  this  interval,  representing  30  to  40  per 
cent  of  the  1,000  Gm.  of  skeletal  calcium  in  a 
normal  female.  To  restore  this  accumulated 
loss  of  calcium  would  require  the  daily  restora- 
tion of  50  mg.  over  a period  of  twenty  years,  a 
time  factor  which  explains  in  part  why  skeletal 
remineralization  has  not  been  generally  demon- 
strable heretofore.  Hypothetically,  the  ideal 
agent  would  maximally  inhibit  bone  resorption 
and  stimulate  bone  formation  without  compro- 
mising either  the  functional  quality  of  bone 
tissue  or  calcium  homeostasis,  and  would 
strengthen  also  the  crystalline  structure  of  the 
bone. 
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Today 
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you  probably 
have  use  for 


Ncospoi  in 

Ointment 

PolymyxinB I Bacitracin  /Neomycin 


each  gram  contains 

Aerosporin®  brand  Polymyxin  B Sulfate  5.000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 
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Self-medication  hasn’t  relieved  the  pain.  And 
what’s  more,  it's  becoming  persistent  enough  to 
interfere  with  the  patient’s  mobility. 

There’s  a good  chance,  then,  that  more  than  a non- 
prescription  analgesic  is  required  for  pain  relief. 

Because  continuing  and  increased  pain  may  in  part 
reflect  anxiety,  Equagesic  is  worth  considering.  A 
single,  non-narcotic  preparation,  it  helps  relieve  pain 
. . . and  associated  anxiety  and  tension. 

As  the  pain,  anxiety  and  tension  decrease,  impaired 
mobility  may  improve. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established: 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts.  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions)). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechlae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombbcytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 


Books  Received 


The  following  books  were  received  during  the  month  of  August,  1969.* 


The  Work  of  a Family  Doctor.  By  R.  M. 

McGregor,  M.B.,  Ch.B.  Octavo  of  266  pages, 
illustrated.  Edinburgh,  E.  & S.  Livingstone 
Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1969.  Cloth,  $9.50. 

Radioactive  Isotopes  in  the  Localization  of 
Tumours.  Editorial  Committee,  V.  R.  Mc- 
Cready,  D.  M.  Taylor,  N.  G.  Trott,  C.  B. 
Cameron,  E.  O.  Field,  Rosemary  J.  French,  and 
R.  P.  Parker.  Quarto  of  180  pages,  illustrated. 
New  York,  Grune  & Stratton  Inc.,  1969. 
Cloth,  $11.75. 

Neurobiological  Aspects  of  Psychopathol- 
ogy. Edited  by  Joseph  Zubin,  Ph.D.,  and 
Charles  Shagass,  M.D.  Octavo  of  429  pages, 
illustrated.  New  York,  Grune  & Stratton  Inc., 
1969.  Cloth,  $18.75. 

Anorexia  Nervosa.  By  Peter  Dally,  M.B. 
Octavo  of  137  pages,  illustrated.  New  York, 
Grune  & Stratton  Inc.,  1969.  Cloth,  $4.75. 

Physiology  of  Spinal  Anesthesia.  By 

Nicholas  M.  Greene,  M.D.  Second  edition. 
Octavo  of  243  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.,  1969.  Cloth,  $9.75. 

*Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Allergies,  a national  health  problem 


One  out  of  every  10  people  in  the  United 
States,  or  about  22  million,  suffer  from  some 
sort  of  allergic  disease  reports  the  Fact  Sheet  of 
the  Allergy  Foundation  of  America.  Of  these 
22  million,  about  16  million  suffer  from  asthma 
or  hay  fever  and  6 million  from  other  allergic 
conditions.  About  5 million  of  the  16  million 
asthma  or  hay  fever  sufferers  are  children. 

Allergies  are  the  leading  chronic  disease  of 
children,  accounting  for  1/3  of  all  chronic  condi- 


Removable Intracranial  Tumours.  By 

Leslie  Oliver,  M.B.  Octavo  of  168  pages,  il- 
lustrated. New  York,  Grune  & Stratton  Inc., 
1969.  Cloth,  $7.75. 

The  Hypertensive  Vascular  Crisis.  By  F. 

B.  Byrom,  M.D.  Octavo  of  131  pages,  il- 
lustrated. New  York,  Grune  & Stratton  Inc., 
1969.  Cloth,  $4.75. 

Moments  with  Diagnostic  Radiology.  Vol- 
ume I,  The  Abdomen.  By  Max  J.  Ryan, 
F.F.R.  Edited  by  P.  Spencer  Johnson,  M.D. 
Duodecimo  of  116  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1969. 
Paper,  $2.75. 

A Controlled  Clinical  Trial  of  a Diet  High 
in  Unsaturated  Fat.  By  Seymour  Dayton, 
M.D.,  Morton  Lee  Pearce,  M.D.,  Sam  Hashi- 
moto,  M.S.,  Wilfrid  J.  Dixon,  Ph.D.,  and 
Uwamie  Tomiyasu,  M.D.  Quarto  of  63  pages, 
illustrated.  New  York,  The  American  Heart 
Association,  1969.  Paper,  $4.00.  (American 
Heart  Association  Monograph  Number  25) 

The  Myocardium  In  Hyperfunction,  Hy- 
pertrophy and  Heart  Failure.  By  Felix  Z. 
Meerson,  M.D.  Quarto  of  163  pages,  illustrated. 
New  York,  The  American  Heart  Association, 
1969.  Paper,  $4.00.  (American  Heart  Associa- 
tion Monograph  Number  26) 


tions  in  children  under  seventeen.  Surveys 
among  school  children  have  shown  prevalence 
rates  of  1 in  every  5 children  having  a major 
allergy,  yet  only  1 in  3 of  these  allergic  children 
receives  any  medical  attention.  These  children 
lose  over  thirty-six  million  days  from  school  and 
play  and  spend  about  thirteen  million  days  in 
bed  a year  due  to  allergic  disorders. 

Approximately  600,000  workers  in  the  United 
States  are  victims  of  occupational  dermatitis. 
Five  per  cent  of  the  population  of  the  United 
States  is  said  to  be  allergic  to  penicillin  alone, 
while  an  increasing  number  are  becoming  aller- 
gic to  detergents,  cosmetics,  plastics,  and  other 
new  drugs. 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


pp  CDNAL 


Clinically 

effective 
for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602. 
1961;  (2)  Renner.  M.J..  et  al.:  Hosp.  Topics  39:71-73.  1961;  (3)  Haas. 
Jr.,  J.,  and  Kay.  L.  L.:  Southwest  Med.  42:30-32.1961;  (4)  Marshall.  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 


CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists ) 
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Medical  News 


Fetal  brain-wave  tracing 
standard  procedure 

Monitoring  of  babies’  brain  waves  during 
labor  and  delivery  is  available  as  a standard 
delivery  room  procedure  at  Strong  Memorial 
Hospital,  University  of  Rochester.  This  is  the 
first  time  that  this  procedure  has  been  made 
available  as  a standard  hospital  service. 

Research  at  the  University  of  Rochester  has 
shown  that  the  brain  waves  are  a sensitive 
indicator  of  events  during  delivery  that  could  be 
harmful  to  the  infant.  Mortimer  G.  Rosen, 
• M.D.,  director  of  this  research  during  the  past 

five  years,  stated  that  the  brain-wave  tracing 
could  be  especially  helpful  to  warn  the  doctor  of 
impending  danger  to  the  baby  during  a difficult 
delivery. 

Dr.  Rosen  and  his  colleagues  hope  that  the  in- 
creased experience  with  fetal  brain-wave  tracing, 
through  this  new  service,  will  make  it  possible  to 
detect  and  prevent  some  of  the  250,000  cases  of 
brain  damage  or  mental  retardation  reported 
yearly. 

Comprehensive  cardiology  program 
established  at  Buffalo  hospital 

A million-dollar  comprehensive  cardiology 
teaching  and  patient-care  program  has  been 
established  at  the  E.  J.  Meyer  Memorial  Hospi- 
tal, Buffalo.  The  program  is  jointly  sponsored 
by  the  Department  of  Medicine,  State  Univer- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


sity  of  New  York  at  Buffalo  School  of  Medicine, 
and  the  County  of  Erie. 

The  program  includes  acute  and  intermediate 
care  units,  clinical  and  research  laboratories  with 
the  latest  equipment,  cardiac  catheterization 
unit,  and  cardiac  clinic  for  outpatients.  The 
facility  will  also  serve  as  a training  center  for 
professional  personnel  who  will  go  out  into 
the  community  and  house  staff,  students,  nurses, 
and  paramedical  personnel  who  will  receive 
specialized  teaching  in  coronary  care,  arrhyth- 
mias, and  electrocardiology. 

Transplantation  service  established 

The  Memorial  Sloan-Kettering  Cancer  Center 
has  announced  the  establishment  of  a Trans- 
plantation Service  in  the  Department  of  Surgery 
at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases.  The  new  service,  under  the  direction 
of  Joseph  G.  Fortner,  M.D.,  will  include  all 
clinical  transplantations,  as  well  as  research 
projects  and  special  studies. 

Personalities 

Installed.  Clyde  L.  Randall,  M.D.,  chairman, 
Department  of  Gynecology  and  Obstetrics, 
State  University  of  New  York  at  Buffalo,  as 
honorary  member  of  the  Royal  College  of  Ob- 
stetricians and  Gynaecologists,  London,  Eng- 
land. 

Retired.  John  R.  Paine,  M.D.,  as  chairman. 
Department  of  Surgery,  State  University  of 
New  York  at  Buffalo. 


Medical  Meetings 


Symposium  on  pharmacology 
of  drugs  used  in  dermatology 

A three-day  symposium  on  Pharmacology  of 
Selected  Drugs  Used  in  Dermatology:  Princi- 

ples of  Action  and  Uses,  jointly  sponsored  by  the 
Departments  of  Dermatology  and  Pharmacology 
of  the  New  York  University  School  of  Medicine 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


and  Post-Graduate  Medical  School,  is  to  be  held 
on  October  29  through  31,  at  New  York  Univer- 
sity Medical  Center,  550  First  Avenue,  New 
York  City. 

The  program  will  include  the  following  topics: 
general  principles  of  drug  action,  factors  in- 
fluencing drug  response,  and  percutaneous 
absorption;  action,  uses,  and  effects  of  corti- 
costeroids, cytotoxic,  and  immunosuppressive 

continued  on  page  2633 


October  15,  1969  / New  York  State  Journal  of  Medicine  2C29 


Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


AU  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

•Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 
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10  mg.  t 
tbase  equivalent 


25  mg.f 


10  mg.t  per  5 cc. 


AVENTYL’  HCl 


NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg.  — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypornanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HOI  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  [oeiemq 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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drugs;  and  experiences  with  and  the  known 
pharmacologic  action  of  selected  topical  agents, 
such  as  vitamin  A acid,  estrogens,  testosterone, 
and  antiandrogens. 

Tuition  fee  is  $125  payable  at  the  time  applica- 
tion is  submitted.  Residents  in  approved 
residency  training  programs  will  be  eligible  to 
attend  for  a fee  of  $75. 

For  further  information  and  registration  con- 
tact: New  York  University  Post-Graduate 

Medical  School,  550  First  Avenue,  New  York, 
New  Y ork  10016. 

Urologic  pathology  topic 
of  postgraduate  course 

Columbia  University  College  of  Physicians  and 
Surgeons  is  sponsoring  a Postgraduate  Course  in 
Urologic  Pathology  to  be  held  on  Mondays  and 
Thursdays.  January  5 through  February  5,  1970, 
from  3:00  to  6:30  P.M.,  under  the  direction  of 
Myer  M.  Melicow,  M.D.,  and  Myron  Tan- 
nenbaum,  M.D. 

The  course  includes  preparation  for  Board 
examinations  and  covers  gross,  light,  and  elec- 
tron microscopic  pathology  of  the  urinary  tract, 
including  the  adrenal  gland  and  retroperitoneum. 

Registration  is  limited  to  35,  and  tuition  is 
$150.  In  addition  to  the  fee,  students  are  re- 
quired to  make  a $200  deposit  for  two  boxes  of 
slides  and  descriptive  book.  This  money  is 
refunded  when  the  slides  and  book  are  returned 
at  the  end  of  the  course.  Students  are  required 
to  furnish  their  own  microscopes  and  lamps. 

For  further  information  and  registration  con- 
tact: Melvin  D.  Yahr,  M.D.,  associate  dean. 

Columbia  University  College  of  Physicians  and 
Surgeons,  630  West  168th  Street,  New  York. 
New  York  10032. 

American  Psychosomatic  Society 
to  meet 

The  program  committee  of  the  twenty-seventh 
annual  meeting  of  the  American  Psychosomatic 
Society  invites  interested  persons  to  submit 
abstracts  of  original  articles  of  interest  in  both 
clinical  and  experimental  fields  relevant  to 
integration  of  physiology  and  psychosomatic 
medicine  to  be  considered  for  presentation  at  the 
meeting  to  be  held  on  March  20  through  22, 
1970,  in  Washington,  D.C.  Abstracts  are 
limited  to  500  words,  and  12  copies  are  to  be 
submitted,  of  which  only  2 copies  should  indicate 
full  identification  of  authors  and  place  of  work. 


This  procedure  enables  the  committee  to  select 
abstracts  on  as  impartial  a basis  as  possible. 
Abstracts  of  articles  which  are  accepted  will  be 
printed  and  circulated  to  the  members  of  the 
society  prior  to  the  meeting  and  will  be  available 
at  a minimal  price  during  the  meeting. 

Abstracts  should  be  submitted  no  later  than 
November  15  to  John  W.  Mason,  M.D.,  chair- 
man, 265  Nassau  Road,  Roosevelt,  New  York 
11575. 

Clinical  conference  on 
eye  diseases 

The  forty-third  annual  New  York  Eye  and 
Ear  Infirmary  Clinical  Conference,  sponsored  hy 
the  Alumni  Association  and  the  staff  of  the 
Infirmary,  will  be  held  on  May  6 through  8, 1970, 
at  the  Biltmore  Hotel.  The  conference  will  be 
held  in  conjunction  with  the  celebration  of  the 
one  hundred  fiftieth  anniversary  of  the  founding 
of  the  New  York  Eye  and  Ear  Infirmary. 

The  program  will  include  the  following  topics: 
Cataract  Surgery  1970;  Changing  Concepts  in 
Glaucoma  Management;  Corneal  Diseases, 
Surgical  and  Medical  Management;  Surgery  of 
the  Orbit  and  Adnexae;  Ocular  Therapeutics; 
Iris  Tumors,  Diagnosis  and  Management; 
Posterior  Segment,  Surgical  and  Medical  Prob- 
lems; Present  Status  of  Cryosurgery  in  Retinal 
Detachment;  and  The  Pathogenesis.  Diagnosis 
and  Treatment  of  Diabetic  Retinopathy. 

Registration  fee  is  $200  and  includes  attend- 
ance at  scientific  conferences  and  social  func- 
tions. 

For  further  information  and  registration  con- 
tact: Gerald  G.  Pierce,  M.D..  conference  reg- 

istrar, The  New  York  Eye  and  Ear  Infirmary, 
310  East  14th  Street,  New  York,  New  York 
10003. 

Neuroradiology  topic  of 
postgraduate  course 

The  Department  of  Radiology,  Albert  Ein- 
stein College  of  Medicine,  will  hold  its  third 
Postgraduate  Course  in  Neuroradiology  on  May 
11  through  15,  1970,  at  the  medical  college. 
This  course  is  designed  for  radiologists,  neurol- 
ogists, and  neurosurgeons  as  a comprehensive 
review  of  present-day  diagnostic  procedures 
in  neuroradiology.  It  will  include  specialized 
procedures  and  film  interpretation. 

For  further  information  contact:  Mannie  M. 

Schechter,  M.D.,  program  director  of  neuro- 
radiology postgraduate  course,  Albert  Einstein 
College  of  Medicine,  Bronx,  New  York  10461. 
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terramycin 

Dxytetracycline) 

7ire  victim.  Examination  reveals  second  degree  burn 
>f  lower  leg.  To  combat  shock,  restore  circulatory 
volume  and  replace  protein  loss,  plasma  is  adminis- 
ered.  Local  pressure  dressing  applied.  Limb  elevated 
o limit  the  flow  of  lymph.  About  36  hours  after 
idmission  the  patient  develops  an  elevated  tempera- 
ure  and  complains  of  pain  at  the  site  of  the  lesion, 
dressing  removed.  A suppurating  slough  area  has 
leveloped  over  part  of  the  burn.  A swab  specimen  is 
aken  for  culture  and  the  slough  area  is  debrided. 
Antibacterial  treatment  is  begun  with  Terramycin 
.M.  Days  later,  recovery  is  progressing,  and  the 
aboratory  report  shows  a mixed  infection  with  a 
• redominance  of  susceptible  coliform  bacteria,  con- 
irming  the  therapeutic  choice.  Terramycin  therapy  is 
ontinued  until  all  signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers 
pecial  advantages  in  treating  bacterial  infections 
omplicating  burns,  when  strains  of  causative  orga- 
lisms  are  susceptible.  Broad-spectrum  antibacterial 
overage.  Activity  unaffected  by  penicillinase, 
lapidly  achieved  therapeutic  blood  levels.  Proven 
issue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
pectrum  antibiotic  designed  specifically  for  intra- 
nuscular  use.  Requires  no  refrigeration.  Remains 
table  for  at  least  two  years.  Available  for  immediate 
ise  in  Isoject,®  a disposable  injection  unit.  In  difficult 
is  well  as  routine  cases,  when  tests  reveal  susceptible 
•rganisms,  consider  Terramycin.  One  of  the  world’s 
nost  widely  used  broad-spectrums. 


[erramycin  I.M. 

xxytetracycline) 


LABORATORIES  DIVISION 

New  York.  N.Y.  10017 


Contraindicated:  In  Individuals  hypersensitive  to  any 
of  the  components  of  this  di  on. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary',  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury’.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
sy'mptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg. /lb. /day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request. 
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Lung  Cancer.  A study  of  five  thousand 
Memorial  Hospital  cases.  Edited  by  William 
L.  Watson,  M.D.  Quarto  of  584  pages,  il- 
lustrated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1968.  Cloth,  $29.50. 

The  contributors  to  this  volume,  all  members 
of  the  Memorial  Hospital  staff,  present  a well- 
integrated  and  very  complete  study  of  all  phases 
of  lung  cancer  as  diagnosed  and  treated  at  that 
institution. 

The  presentation  of  each  portion  of  the  sub- 
ject is  concise  and  complete.  It  is  difficult  to 
pick  out  any  one  contribution — whether  it  is  on 
pathology,  radiology,  cytology,  or  surgical 
procedures,  and  such — for  individual  excellence; 
although  the  chapter  on  the  relationship  of 
pathology  to  diagnosis  and  treatment  is  partic- 
ularly valuable. 

This  volume  is  recommended  for  its  complete- 
ness and  for  the  wealth  of  material  encompassed 
in  a relatively  small  volume.  All  physicians 
interested  or  associated  with  the  diagnosis  and 
treatment  of  patients  with  lung  cancer  will 
appreciate  reading  this  book.  Emanuel 
Mendelson,  M.D. 


The  Radiobiology  of  Human  Cancer  Radio- 
therapy. By  J.  Robert  Andrews,  M.D. 
Quarto  of  271  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1968.  Cloth, 
$20.55. 

Since  the  turn  of  the  century  remarkable 
results  in  the  treatment  of  neoplastic  disease  by 
radiation  have  been  achieved.  Many  of  these 
treatments  have  been  based  on  a wide  experi- 
ence of  compromise  between  desirable  cure  and 
undesirable  damage  to  normal  tissues.  In  the 
past  ten  years  great  advances  have  been  made  in 
the  field  of  radiobiology  which  have  put  the 
earlier  empirical  bases  of  radiation  therapy  on 
firmer  theoretical  ground. 

Dr.  Robert  Andrews,  director  of  radiotherapy 
at  the  Georgetown  University  Medical  Center, 
is  eminently  qualified  to  write  a text  on  a subject 
which  has  advanced  so  rapidly  as  he,  too,  has 
carried  out  important  work  in  radiobiology. 
His  volume  is  dedicated  to  a number  of  scien- 
tists who  are  all  well  known  in  the  field  and 
many  of  these  same  names  appear  as  coauthors 
with  Dr.  Andrews  in  publications  included  in  the 
useful  references  to  relevant  literature. 

The  book  has  clear  explanations  of  radio- 
sensitivity and  its  relationships  to  the  important 
considerations  of  cell  population  characteristics, 
the  oxygen  effect,  fractionation,  and  other  var- 
iables of  radiation  conditions.  A chapter  on 
chemotherapy  is  included  and  is  welcome,  as 


many  reasons  for  combined  use  of  radiation  and 
cytotoxic  drugs  are  becoming  apparent. 

The  book  is  well  planned,  and  as  a bridge 
between  radiobiology  and  cancer  radiotherapy 
it  serves  to  give  the  many  newly-discovered 
reasons  why  radiation  therapy  should  work. 
D.  D.  Porteous,  Ph.D. 

Immunohematology.  By  Chester  M.  Zmi- 
jewski,  Ph.D.,  with  the  assistance  of  June  L. 
Fletcher,  B.S.,  and  Ronald  L.  St.  Pierre,  Ph.D. 
Quarto  of  300  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1968.  Cloth,  $13.75. 

Dr.  Zmijewski,  associate  professor  of  immu- 
nology, Duke  University,  in  collaboration  with 
June  L.  Fletcher,  immunologist,  and  Robert  L. 
St.  Pierre,  anatomist,  has  attempted  to  present 
immunohematology  to  a rapidly  increasing 
audience.  A major  problem  in  the  past  has 
been  the  manner  of  presentation  of  basic  blood 
group  concepts  which  rarely  have  been  clearly 
and  concisely  depicted.  In  this  text,  blood 
grouping  is  presented  in  an  understandable 
manner  and  the  role  of  blood  groups  in  the  wider 
aspects  of  immunologic  hematology  and  trans- 
plantation immunology  is  presented  with  step- 
wise clarity.  The  history  and  development  of 
current  knowledge  is  amply  documented.  A 
creditable  appendix  with  immunohematologic 
technics  is  included. 

This  book,  which  is  written  for  students  in  all 
areas  of  the  biologic  sciences,  achieves  its  goal  of 
presenting  a working  knowledge  of  the  im- 
munology of  human,  blood  group  systems. 
This  is  an  excellent  treatise  on  the  subject  of 
immunohematology  and  will  introduce  students 
into  the  fascinating  extensions  into  which  im- 
munohematology is  growing.  Alan  N.  Morri- 
son, M.D. 

Morris  Fishbein,  M.D.:  An  Autobiog- 

raphy. Octavo  of  505  pages,  illustrated. 
Garden  City,  N.Y.,  Doubleday  & Co.,  1969. 
Cloth,  $10. 

During  the  past  fifty-five  years,  Dr.  Morris 
Fishbein  has  become  a household  name  among 
the  physicians  of  this  country.  In  the  period 
between  1913  and  1949,  when  he  was  assistant 
editor  and  then  editor  of  The  Journal  of  The 
American  Medical  Association,  he  was  in  the 
forefront  of  American  medicine.  He  is  a most 
energetic  individual,  and  with  strong  convic- 
tions. He  is  a crusader. 

Medical  quackery  is  a big  business,  with  a 
gross  annual  expenditure  by  the  public  of  over 
$2  billion.  One  of  the  most  important  under- 

continued  on  page  2638 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade  Spansule 

Trademark 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride,  2.5  mg.  of  isopropamide,  as  the  iodide. 


® 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'31  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions  : Drowsiness  . excessive  dryness  of  nose,  throat  or  mouth  , nervousness  ; insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules 

One  capsule  q12h  for  round-the-clock  relief 


SK 

SfF  Smith  Kline  & French  Laboratories 


continued  from  page  2636 


Index  to  Advertisers 


Arch  Laboratories 2639 

Breon  Laboratories 2639 

Burroughs  Wellcome  & Company 2623 

Conal  Pharmaceuticals  Inc 2627-2628 

Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 2648,2709 

Eli  Lilly  & Company ..2630-2631,2632,2642 

Mandl  School 2709 

National  Drug  Company 2615,2715-2716 

No-Cal  Corp 2641 

Parke,  Davis  & Company 2617 

Pfizer  Laboratories 2634-2635 

Purdue  Frederick  Company 2621 

Roche  Laboratories 2nd  cover-2611 

Sandoz  Pharmaceuticals 4th  cover 

G.  D.  Searle  & Company 2647 

Smith  Kline  & French  Laboratories 2637 

Strasenburgh  Laboratories 2613 

Stuart  Company 2619 

Wyeth  Laboratories 2624-2625,2714 


takings  was  the  author’s  fight  to  eliminate 
quackery  from  the  American  scene.  This  was 
only  one  of  his  many  activities  and  it  is  difficult 
to  understand  how  one  physician  could  engage 
in  so  many  activities  and  do  them  so  well.  He 
contributed  much  to  American  medicine,  and 
still  does  in  his  present  activities. 

This  autobiography  gives  the  usual  material 
as  related  from  a personal  viewpoint,  in  chrono- 
logic sequence.  However,  glimpses  are  given  of 
the  relationships  of  the  author  with  the  out- 
standing medical  and  paramedical  personalities 
of  this  century.  It  is  a series  of  anecdotes.  I 
feel  that  he  has  held  back  in  giving  the  thoughts 
and  behind-the-scene  controversial  events  that 
have  shaped  our  medical  scene  in  the  past  sixty- 
five  years. 

I recommend  this  book  as  an  entertaining 
narrative.  Alan  A.  Kane,  M.D. 

Clinical  Scintillation  Scanning.  Edited  by 
Leonard  M.  Freeman,  M.D.,  and  Philip  M. 
Johnson,  M.D.  Octavo  of  564  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1969.  Cloth, 
f $23.50. 

The  21  authors  associated  with  this  book  have 
developed  an  excellent  volume  on  scintillation 
scanning.  The  volume  is  divided  into  two 
sections,  one  consisting  of  fundamental  con- 
siderations, and,  second,  clinical  considerations 
of  scanning  procedures  in  the  various  organs  of 
the  body.  The  first  consideration  of  physics, 
radiopharmaceuticals,  and  radiation  safety  and 
scanning  are  complete  and  very  well  illustrated. 
The  clinical  considerations  of  the  various  organs 
of  the  body  are  discussed  in  detail.  The  refer- 
ences for  each  chapter  are  very  adequate. 

The  volume  is  valuable  to  all  physicians 
interested  in  this  field  at  any  level  of  expertise. 
It  is  particularly  valuable  to  the  internist  and  to 
the  radiologic  trainee.  It  is  an  adequate 
addition  to  a medical  and  radiological  library. 
Emanuel  Mendelson,  M.D. 

Collateral  Circulation  in  Clinical  Surgery. 

Edited  by  D.  E.  Strandness,  Jr.,  M.D.  Octavo 
of  633  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1969.  Cloth,  $18.50. 

The  author  is  chief  of  the  peripheral  vascular 
service  of  the  Veterans  Administration  Hospital 
in  Seattle,  Washington,  and  associate  professor 
of  surgery  at  the  University  of  Washington 
School  of  Medicine.  He  has  had  extensive 
experience  in  his  field  and  has  prepared  a well- 
documented  book  on  the  subject  of  collateral 
circulation  not  only  of  the  extremities,  but  of 
the  coronaries,  brain  and  nervous  system,  and 
the  abdominal  organs.  Each  area  is  treated  as 
an  entity,  as  to  the  normal  vascular  anatomy, 
as  well  as  congenital  variations.  Blood  pressure 
changes  resulting  from  disease  conditions, 
blood-flow  relationship,  and  mechanisms  regulat- 
ing circulation  are  discussed  in  detail,  and  from 
I an  entirely  new  approach  and  depth,  which  will 
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amaze  the  vascular  surgeon  and  the  house 
officer,  and  will  provide  a good  reference  back- 
ground in  vascular  diseases.  Hugh  L.  Murphy, 
M.D. 

Up  From  Depression.  By  Leonard  Cammer, 
M.D.  Quarto  of  254  pages,  illustrated.  New 
York,  Simon  and  Schuster,  1969.  Cloth,  $5.95. 

Dr.  Leonard  Cammer  is  former  associate 
clinical  professor  of  psychiatry  at  the  New  York 
Medical  College  and  the  author  of  A Textbook  of 
Psychiatry.  As  former  medical  director  of  the 
Gracie  Square  Hospital  in  New  York  City,  he  is 
familiar  with  the  questions  patients’  friends  and 
relatives  have  about  psychiatric  hospital  treat- 
ments. 

Up  from  Depression  is  written  for  friends, 
relatives  of,  and  to  some  extent  the  patients 
who  suffer  depressive  episodes.  It  covers 
every  aspect  of  the  treatment  of  depressive  dis- 
orders except  the  purely  technical  and  profes- 
sional aspects  of  the  psychiatric  treatment. 
This  book  realistically  portrays  the  symptoms 
of  the  various  types  of  depression.  The  ac- 
cepted treatments  are  described  in  language 
understandable  to  the  intelligent  layman.  Use-  i 
ful  advice  is  given  for  friends  and  relatives  that 
they  may  participate  in  helping  the  patient  and 
the  psychiatrist  in  initiating  and  maintaining 
treatment.  The  point  of  view  that  Dr.  Cammer 
has  adopted  is  that  of  the  general  psychiatrist. 

Since  depressive  symptoms  are  found  fre-  i 
quently  in  almost  every  emotional  or  mental 
illness,  this  book  is  recommended  for  friends  and 
relatives  of  all  psychiatric  patients.  Psy- 
chiatrists and  other  physicians  will  find  the  book 
interesting  and  useful  in  providing  information  J 
for  relatives  and  friends  of  patients.  Edward 
L.  Pinney,  Jr.,  M.D. 

Handbook  of  Pediatric  Cardiology.  By  L. 

Jerome  Krovetz.  M.D..  Ira  H.  Gessner,  M.D., 
and  Gerold  L.  Schiebler,  M.D.  Quarto  of  388 
pages,  illustrated.  New  York.  Hoeber  Medical 
Division,  Harper  & Row.  Publishers,  1969. 
Cloth,  $16.50. 

This  book  is  an  outgrowth  of  a series  of  lec-  i 
tures  delivered  by  the  authors  at  the  Florida 
Medical  College  to  medical  students,  interns, 
and  residents,  and  repeated  as  a seminar  at  the 
convention  of  the  American  Academy  of  Pedi- 
atrics in  1963. 

While  scanning  the  pertinent  literature,  the 
authors  noted  that  there  was  no  really  short, 
practical  book  covering  congenital  heart  dis- 
eases.  They  decided  to  make  up  for  the  omis- 
sion. 

Their  method  of  simplification  arises  from  the 
observed  fact  that  11  of  the  more  common  lesions 
of  congenital  heart  disease  account  for  close  to  89 
per  cent  of  the  whole  field  of  congenital  heart 
disease.  Their  plan,  therefore,  is  to  afford  a 
thorough  basic  knowledge  of  these  conditions,  , 
thereby  rendering  the  subject  less  confusing  and  j 
providing  the  groundwork  that  would  render 
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the  understanding  of  the  less  frequent  lesions 
easier  to  attain. 

The  first  third  of  the  book  provides  a short, 
clear  review  of  the  anatomy,  embryology, 
hemodynamics,  and  genetics  of  congenital 
heart  disease  followed  by  an  equally  concise 
discussion  of  physical  examination,  electro- 
cardiography, vectorcardiography,  and  radio- 
graphic  study  as  related  to  this  field.  The 
principles  therein  laid  down  are  then  applied 
to  the  diagnosis  and  treatment  of  the  11  more 
frequent  types  of  congenital  heart  disease. 
Each  one  of  the  lesions  is  considered  separately 
in  an  individual  chapter. 

A profusion  of  x-rays,  electrocardiograms, 
vectorcardiograms,  venous  tracings,  charts,  and 
summaries  of  differential  diagnoses  are  provided 
to  further  clarify  the  text. 

Chapters  on  rheumatic  heart  disease  and 
congestive  heart  failure  round  out  the  whole 
subject  matter  on  pediatric  cardiology. 

The  last  chapter  is  “How  to  Diagnose  Con- 
genital Heart  Disease  in  One  Easy  Lesson.” 
It  presents  a summary  of  the  differential  diag- 
noses both  in  schematic  outline  and  in  the  form 
of  tables  of  the  selected  heart  lesions. 

All  together  the  book  is  a valuable  primer  for 
general  practitioners  or  pediatricians  as  well  as 
the  undergraduates  and  graduate  students  for 
whom  it  is  intended.  Kenneth  G.  Jennings, 
M.D. 


Practical  Management  of  the  Allergic 
Child.  By  Vincent  J.  Fontana,  M.D.  Octavo 
of  371  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1969.  Cloth,  $15. 

There  are  two  requisites  for  a good  medical 
textbook,  information  and  readability.  As  to 
the  first,  Dr.  Fontana’s  book  is  up  to  date  and 
includes  the  latest  modalities  for  the  diagnosis 
and  the  treatment  of  allergic  disorders  in  child- 
hood. The  book  reflects  the  orientation  of  the 
author  who  is  a pediatrician  with  excellent 


training  and  experience  in  immunology. 

As  to  the  second  qualification,  one  cannot 
fault  him  either.  The  book  is  clear  and  avoids 
verbosity.  The  organization  of  material  is 
excellent,  so  that  the  volume  lends  itself  to  use 
as  a source  of  reference  in  addition  to  being  a 
teaching  text.  Specific  information  is  included 
on  the  treatment  of  various  allergic  problems. 
There  are  fists  of  suitable  drugs  and  diets. 
These  will  be  invaluable  to  practicing  pediatri- 
cians as  well  as  to  those  with  a specific  interest 
in  allergy. 

I must  commend  the  author  for  avoiding 
embroilment  in  areas  of  current  controversy. 
Nor  does  he  involve  himself  in  ultra  technical 
considerations  in  the  field  of  immunology,  thus 
not  diluting  his  attack  on  practical  matters. 

The  last  worth-while  book  covering  this 
subject  matter  was  written  well  over  a decade 
ago.  There  has  been  need  of  updating.  Ad- 
vances in  pediatric  allergy,  as  in  all  of  medicine, 
have  been  many.  Joseph  H.  Fries,  M.D. 

Urologic  Surgery.  James  F.  Glenn,  M.D., 
Editor.  William  H.  Boyce,  M.D.,  Associate 
Editor.  Quarto  of  770  pages,  illustrated. 
New  York,  Harper  & Row,  Publishers,  1969. 
Cloth,  $32.50. 

This  encyclopedic  text  reviews  all  the  surgical 
procedures  necessary  for  present-day  urologic 
surgery.  The  editors  are  both  professors  and 
head  of  urologic  surgery  at  Duke  University 
and  at  the  Bowman  Gray  School  of  Medicine, 
respectively.  The  other  30  contributors  are 
of  similar  level  of  standing  and  experience. 

The  text  of  the  procedures  described  is  well 
detailed.  The  illustrations  are  diagrammatic 
and  amplify  the  teaching.  All  the  newer  as- 
pects of  urologic  surgery,  such  as  the  surgery  of 
the  renal  ureteral  reimplantation  and  the  surgery 
of  renal  homotransplantation  are  well  presented. 

The  text  should  be  studied  in  detail  by  all 
urologic  residents  and  by  those  practicing  sur- 
gery who  would  like  a review.  Sidney  R. 
Weinberg,  M.D. 


Book  Notes 


On  Death  and  Dying.  By  Elisabeth  Kiibler- 
Ross,  M.D.  Octavo  of  260  pages.  New  York, 
The  Macmillan  Company,  1969.  Cloth,  $6.95. 

This  is  not  meant  to  be  a textbook  on  how  to 
manage  dying  patients,  nor  is  it  intended  as  a 
complete  study  of  the  psychology  of  the  dying. 
It  is  simply  an  account  of  a new  and  challenging 
opportunity  to  refocus  on  the  patient  as  a 
human  being  and  to  learn  from  him  the  strengths 
and  weaknesses  of  the  hospital  management  of 


the  patient.  The  author  hopes  that  this  book 
will  encourage  others  to  get  closer  to  the  “hope- 
lessly” sick.  Not  only  will  they  be  of  help,  but 
they  will  learn  much  about  the  functioning  of 
the  human  mind. 

Surgery  of  the  Chest.  Edited  by  John  H. 
Gibbon,  Jr.,  M.D.,  David  C.  Sabiston,  Jr., 
M.D.,  and  Frank  C.  Spencer,  M.D.  Second 
edition.  Quarto  of  954  pages,  illustrated. 
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Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth.  $32.50. 

This  second  edition  appears  six  and  one-half 
years  after  that  of  the  first  edition.  The  text  is 
longer  than  the  first  because  of  the  steady  and 
rapid  growth  of  knowledge,  especially  in  the 
field  of  cardiac  surgery.  The  original  32  chap- 
ters have  grown  to  42  and  the  number  of  authors 
has  increased  from  36  to  51.  Most  of  the  new 
chapters  deal  with  the  expanding  knowledge  in 
the  field  of  cardiac  surgery.  Thus,  in  this  new 
volume  there  are  13  chapters  dealing  exclusively 
with  the  surgical  treatment  of  diseases  of  the 
heart  and  great  vessels  as  compared  to  five 
chapters  in  the  first  edition. 

Contemporary  Neurology  Symposia — 
Volume  II.  Motor  Neuron  Diseases:  Re- 

search on  Amyotrophic  Lateral  Sclerosis 
and  Related  Disorders.  Edited  by  Forbes  H. 
Norris,  Jr.,  and  Leonard  T.  Kurland.  Quarto 
of  407  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $13.25. 

Most  of  the  chapters  in  this  volume  describe 
hitherto  unpublished  observations  and  findings 
by  leading  workers  in  amyotrophic  lateral 


sclerosis  (ALS)  and  related  fields.  The  material 
ranges,  broadly,  from  clinical  studies  of  infantile 
and  adult  motor  neuronopathy,  through  epidemi- 
ologic and  genetic  surveys,  biochemical  analyses 
of  skin,  muscle,  nerve,  and  body  fluids,  to  certain 
neuromuscular  disorders  in  lower  animals. 
Some  chapters  are  frankly  speculative  in  their 
relevance  to  the  human  diseases.  This  wide 
range  is  necessitated  by  present  ignorance  of  the 
etiology  and  specific  therapy  for  most  motor 
neuron  disorders. 


Mental  Retardation:  Diagnosis  and  Treat- 

ment. Edited  by  Charles  M.  Poser,  M.D. 
Octavo  of  271  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1969.  Cloth,  $9.50. 

Recent  advances  in  the  fields  of  biochemistry, 
genetics,  and  education  have  added  new  dimen- 
sions to  the  diagnosis  and  management  of  mental 
retardation.  Perhaps  the  most  important,  the 
editor  feels,  has  been  the  recognition  that  mental 
retardation  has  many  aspects.  This  book  ex- 
amines the  problems  of  true  and  pseudoretarda- 
tion from  the  points  of  view  of  the  various 
disciplines  in  order  to  bridge  the  gaps,  both  real 
and  semantic,  that  so  often  exist  between  them. 
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Editorials 


The  University  of  Rochester  School  of  Medicine’s 
series  of  lectures  on  breast  cancer 


The  Journal  is  privileged  to  present  for 
its  readers  a series  of  monthly  lectures  to  he 
given  under  the  auspices  of  the  newly-estab- 
lished Division  of  Oncology  at  the  Univer- 
sity of  Rochester  Medical  Center. 

The  year-long  symposium  will  be  carried 
on  by  national  and  international  authori- 
ties in  the  field  of  breast  cancer,  who  will 
discuss  the  disease  from  the  viewpoint  of 
epidemiology,  etiology,  chemotherapy,  sur- 
gery, and  radiotherapy. 

The  symposium  is  under  the  direction  of 
Walter  J.  Pories,  M.D.,  of  the  Department 


of  Surgery.  This  series  of  papers  gives  our 
readers  a priceless  opportunity  for  post- 
graduate education,  and  we  trust  that  many 
will  save  them  for  reference. 

It  is  contemplated  that  the  collection  will 
at  some  later  time  he  presented  in  hook  form. 

We  present  in  this  issue  of  the  Journal 
the  first  lecture  in  the  series,  by  Roger  W. 
Turkington,  M.D.,  from  the  Department 
of  Medicine  at  Duke  University  Medical 
Center,  titled  “Hormonal  Regulation  of 
Cell  Proliferation  in  Breast  Cancer  Cells  in 
Vitro.” 


Undergraduate  origins  of  medical  students’* 


The  first-year  entering  medical  school 
class  continues  to  be  drawn  from  less  than 
800  colleges  and  universities.  The  num- 
ber of  premedical  schools  providing  at 
least  one  first-year  medical  student  rose 
from  723  in  1952  to  783  in  1966.  During 
this  same  period,  the  total  entering  class 
size  increased  from  7,381  to  8,744  students. 
Table  I shows  that  in  any  given  year  less 

* datagrams,  vol.  no.  2.  August,  1969. 


than  half  of  the  schools  supplying  medical 
students  provided  75  per  cent  of  the  enter- 
ing class.  Although  many  entering  stu- 
dents obtained  their  premedical  education  at 
two  or  more  institutions,  for  purposes  of 
this  report  each  student  has  been  assigned 
to  only  one  school.  A student  holding 
more  than  one  baccalaureate  degree  is 
credited  to  the  school  from  which  he  re- 
ceived the  first  such  degree.  A student 


TABLE  I.  Number  of  premedical  schools  providing  medical  schools  with  first-year  entering  class  1952-66 


Total 


Year 

Entering 

Class 

No.* 

Premedical 

Schools 

No. 

Premedical  Schools  Providing 

90%  of  Entering  Class  75%  of  Entering  Class 

No.  % No.  % 

1952 

7.381 

723 

327 

45 

163 

23 

1954 

7,424 

709 

329 

46 

162 

23 

1956 

7.835 

723 

329 

46 

165 

23 

1958 

7.925 

757 

346 

46 

175 

23 

1960 

8,075 

775 

352 

45 

185 

24 

1962 

8.383 

797 

346 

43 

176 

22 

1964 

8,571 

741 

314 

42 

158 

21 

1966 

8.774 

783 

335 

43 

167 

21 

* Includes  only  students  entering  medical  school  for  the  first  time. 
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TABLE  II.  Twenty-five  colleges  and  universities  providing  the  largest  number  of  entering  first-year 

medical  students  1960-66 


No.  of 
Entering 
Students 

School 

No.  of 
Entering 
Students 

School 

No.  of 
Entering 
Students 

School 

No.  of 
Entering 
Students 

School 

*Harvard 

164 

Michigan 

169 

Harvard 

171 

Harvard 

176 

♦Michigan 

145 

Harvard 

146 

Columbia 

156 

Michigan 

169 

♦Illinois 

135 

Illinois 

115 

Michigan 

153 

Yale 

143 

♦Columbia 

130 

Columbia 

109 

Cornell 

123 

Cornell 

118 

♦Princeton 

120 

Indiana 

109 

Stanford 

117 

Calif.,  Berk. 

116 

♦Cornell 

96 

Yale 

105 

Penn. U. 

112 

Illinois 

111 

♦Yale 

95 

Cornell 

95 

Calif.,  Berk. 

110 

Dartmouth 

107 

♦Wisconsin 

91 

Minnesota 

95 

Indiana 

106 

Columbia 

106 

♦Dartmouth 

90 

Princeton 

95 

Wisconsin 

106 

Indiana 

105 

♦Indiana 

90 

Texas 

95 

Illinois 

99 

Stanford 

101 

♦Texas 

90 

Calif.,  Berk. 

94 

Northwestern 

97 

Notre  Dame 

101 

♦Penn.  U. 

86 

Wisconsin 

90 

Yale 

97 

Northwestern 

98 

♦Calif.,  Berk. 

85 

Stanford 

87 

Texas 

93 

Penn.  U. 

97 

♦Minnesota 

84 

Dartmouth 

86 

Dartmouth 

92 

Princeton 

91 

♦Calif.,  L.A. 

83 

Ohio  State 

85 

M innesota 

92 

Ohio  State 

86 

Duke 

83 

Penn.  U. 

84 

Calif.,  L.A. 

86 

Texas 

86 

♦Stanford 

83 

Calif.,  L.A. 

78 

Brooklyn 

84 

Minnesota 

81 

♦Ohio  State 

80 

Brooklyn 

71 

Rutgers 

83 

Wisconsin 

81 

♦Emory 

69 

Duke 

71 

Princeton 

78 

Emory 

77 

Wayne 

69 

Emory 

71 

Duke 

77 

CCNY 

73 

Tulane 

68 

Kansas 

71 

Emory 

76 

Calif.,  L.A. 

73 

Iowa 

64 

No.  Carolina 

68 

Ohio  State 

74 

Johns  Hopkins 

71 

Kansas 

63 

La.  State 

67 

No.  Carolina 

74 

La.  State 

71 

N.Y.U.,  Hts. 

61 

Notre  Dame 

67 

Notre  Dame 

72 

Penn.  State 

70 

♦Notre  Dame 

56 

Wayne 

65 

Penn.  State 

69 

Pittsburgh 

69 

Total 

Top  25  Schools 

2,280 

2.288 

2,497 

2,477 

Total 

All  Schools 

8,133 

8,383 

8,571 

8,774 

Per  cent  from 

Top  25  Schools 

28% 

27% 

29% 

28% 

* Among  top  25  schools  in  all  four  years. 


not  holding  a degree  is  assigned  to  the  col- 
lege at  which  most  of  his  premedical  course 
work  was  taken. 

Twenty-five  schools,  comprising  only  3 
per  cent  of  the  undergraduate  institutions 
supplying  one  or  more  medical  students, 
provided  an  average  of  28  per  cent  of  the 
four  entering  freshman  classes  (Table  II). 
Nineteen  schools  ranking  among  the  top 
25  sources  of  medical  students  in  each  of  the 


four  years  covered  in  the  study  are  indi- 
cated by  an  asterisk  in  the  first  column  of 
Table  II.  A regional  breakdown  of  the 
schools  consistently  providing  a major 
portion  of  the  new  entrants  places  seven  in 
the  northeast,  seven  in  the  north  central, 
two  in  the  southern,  and  three  in  the 
western  regions  of  the  country.  Ten  of 
the  nineteen  are  privately  supported  insti- 
tutions and  nine  are  tax  supported. 
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Diagnostic  problem... 


With  hypotonic  duodenography  (right)  duo- 
denal calm  induced  by  Pro-BanthTne  permits 
clear  anatomic  appraisal.  In  this  example  the 
duodenum  was  intubated.  Pro-BanthTne, 


solved  with  Pro-Banthine 


60  mg.  intramuscularly,  produced  prompt 
aperistalsis.  Double  contrast  visualization 
was  obtained  with  barium  and  air. 


Pro-Banthine  Helps... REVEAL  the  ulcer 

propantheline  bromide  HEAL  the  ulcer 


The  efficiency  of  Pro-Banthine— its  favorable 
balance  of  therapeutic  and  secondary  actions 
—has  been  thoroughly  tested  and  observed.  This 
quality  has  been  demonstrated  roentgenogra- 
phically,  surgically,  cinegastroscopically  and, 
above  all,  clinically. 

When  physicians  needed  to  relax  the  restless 
duodenum  for  the  recently  refined  technic  of 
hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most 
widely  used  anticholinergic  medication  for 
calming  the  gastrointestinal  tract— for  suppress- 


ing secretion,  prolonging  the  action  of  antacids 
and  providing  the  proper  environment  for  heal- 
ing peptic  ulcers. 

These  established  therapeutic  actions  make 
Pro-Banthine  particularly  useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao, 
Louis  H.  Frische,  Josef  Rosch  and  Charles 
T.  Dotter  for  this  exceptionally  graphic 
example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  cardiac  dis- 
ease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  men  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 


Dosage:  The  maximal  dosage  tolerated  without  ex- 
cessive side  effects  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In  severe  con- 
ditions as  many  as  two  15-mg.  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the  pa- 
tient’s requirement  and  may  be  up  to  30  mg.  or 
more  every  six  hours,  intramuscularly  or  intra- 
venously • 982 
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She  is  fl81REtpp3L  She  is  67. 
When  she  needs  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 


Dfmelhjlfhlorletrafyoline  Htl  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 
To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


b.i.d. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant  fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  raaj 
occur.  Constant  observation  is  essential.  If  new  infection: 
appear,  appropriate  measures  should  be  taken.  In  infants 
increased  intracranial  pressure  with  bulging  fontanels  ha; 
been  observed.  All  signs  and  symptoms  have  disappearec 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis 
pruritis  ani.  Skin  — maculopapular  and  erythematou 
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related.  Transient  increase  in  urinary  output,  sometime 
accompanied  by  thirst  (rare).  Hypersensitivity  reaction 
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dental  staining  (yellow-brown)  in  children  of  mother 
given  this  drug  during  the  latter  half  of  pregnancy,  and  it 
children  given  the  drug  during  the  neonatal  period,  in 
fancy  and  early  childhood.  Enamel  hypoplasia  has  bee1 
seen  in  a few  children.  If  adverse  reaction  or  indiosyr 
crasy  occurs,  discontinue  medication  and  institute  apprc 
priate  therapy.  Demethylchlortetracycline  may  form 
stable  calcium  complex  in  any  bone-forming  tissue  wit 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  m 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  afte 
meals,  since  absorption  is  impaired  by  the  concomitar 
administration  of  high  calcium  content  drugs,  foods  an 
some  dairy  products.  Treatment  of  streptococcal  infei 
lions  should  continue  for  10  days,  even  though  symptom 
have  subsided. 
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Hormonal  Regulation  of 
Cell  Proliferation  in 
Breast  Cancer  Cells 
in  Vitro 

ROGER  W.  TURKINGTON,  M.D 
Durham,  North  Carolina 

From  the  Department  of  Medicine- 
Duke  University  Medical  Center 

A fundamental  characteristic  of  cancer 
cells  is  that  of  unrestricted  cell  prolifera- 
tion. In  an  attempt  to  discover  what 
alterations  in  control  mechanisms  may  de- 
termine the  neoplastic  state,  initial  studies 
in  our  laboratory  have  been  directed  toward 
a description  of  the  altered  patterns  of  cell 
proliferation  in  breast  carcinoma  cells  in 
vitro.  Breast  cancer  cells  represent  an  at- 
tractive model  system  for  the  study  of 
neoplastic  growth  because  the  growth  of 
normal  breast  epithelial  cells,  and  to  some 
extent  the  growth  of  neoplastic  breast  cells, 
exhibit  a marked  dependency  on  the  hor- 
monal environment.  Thus  they  provide 
considerable  opportunity  for  introducing 
experimental  variables  in  the  form  of 
hormones.  It  is  hoped  that  results  ob- 
tained with  available  animal  tumors  may 
be  applied  toward  gaining  an  understanding 

One  of  a continuing  series  of  lectures  on  the  newest  ad- 
vances in  cancer  research  and  cancer  therapeutics  presented 
monthly  at  the  University  of  Rochester  School  of  Medicine 
and  Dentistry  under  the  auspices  of  the  Division  of  Oncology, 
Rochester,  New  York.  Walter  J.  Pories,  M.D.,  Assistant 
Professor  of  Surgery,  is  the  Editor. 


of  a major  human  neoplastic  disease,  breast 
cancer. 

All  of  the  studies  discussed  here  have 
been  performed  using  organ  cultures  of 
tissues  in  chemically  defined  media.  Such 
an  in  vitro  system  permits  cell  proliferation 
to  occur  for  several  days  in  experimentally 
defined  extracellular  fluid  while  it  maintains 
cell  to  cell  relationships  similar  to  those 
found  in  vivo.  Two  animal  tumors,  in  the 
C3H  mouse  and  in  the  Fischer  rat,  have 
been  chosen  as  model  systems.  Figure  1A 
shows  a histologic  section  of  the  C3H  mouse 
carcinoma,  a spontaneous,  virus-associated 
tumor.  Although  the  histologic  appear- 
ance of  the  tumor  may  vary  somewhat,1  all 
of  the  tumors  included  in  this  discussion 
consisted  of  a high  percentage  of  epithelioid 
cells  arranged  in  cord-like  or  acinar  aggre- 
gates and  exhibiting  few  mitotic  figures. 
As  shown  in  Figure  IB,  organ  culture  of 
this  tissue  for  forty-eight  hours  preserves 
most  of  the  morphologic  characteristics  of 
the  tumor.  Another  rodent  breast  cancer, 
designated  R3230AC,  an  originally  spon- 
taneous tumor  which  is  transplantable  in 
the  Fischer  rat,2  is  shown  in  histologic  sec- 
tion in  Figure  1C.  This  tissue  is  a carci- 
noma which  exhibits  many  mitotic  figures, 
and  it  can  also  be  maintained  on  chemically 
defined  medium  for  several  days,  as  shown 
in  Figure  ID. 

The  proliferation  of  mammalian  cells 
involves  a life  cycle  in  which  two  major 
events,  a discreet  period  of  DNA  (deoxy- 
ribonucleic acid)  synthesis,  S period,  and  a 
period  of  mitosis,  M,  are  easily  recognized 
(Fig.  2).  In  the  mouse  breast,  as  in  most 
proliferating  tissues,  more  than  90  per  cent 
of  the  epithelial  cells  are  found  at  any  given 
time  in  the  postmitotic  (Gi)  period.3 
Once  DNA  synthesis  has  been  initiated, 
complete  replication  of  the  chromosomes,  a 
premitotic  transition  (G2)  period,  and 
mitosis  subsequently  occur.  Thus  it  would 
appear  that  the  regulation  of  the  initiation 
of  DNA  synthesis  represents  the  most 
significant  control  mechanism  in  determin- 
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FIGURE  1.  Morphologic  appearanceof  experimental  breast  carcinomas.  (A)  Spontaneouscarcinoma  in  the 
C3H  mouse.  (B)  Tissue  from  the  same  tumor  after  forty-eight  hours  of  culture  in  medium  199  containing 
insulin,  5 micrograms  per  milliliter.  (C)  The  R3230AC  carcinoma  transplanted  in  the  Fischer  rat.  (D)  Tissue 
from  the  same  tumor  after  forty-eight  hours  of  culture.  (Hematoxylin  and  Eosin  Stain.) 


FIGURE 2.  Diagram  of  the  cell  cycle. 

ing  the  rate  of  cell  proliferation.  In  the 
C3H  mouse  breast,  epithelial  cells  in  vitro 
are  stimulated  by  insulin  to  initiate  DNA 
synthesis  and  subsequently  divide.4,6 
Figure  3 shows  that  after  an  initial  lag 
period,  the  rate  of  incorporation  of  tritiated 
thymidine  into  DNA  rises  to  a level  three 
to  four  times  greater  than  the  initial  and 
control  values  in  epithelial  cells  incubated 
in  medium  containing  insulin.  As  shown  in 


Figure  3 (lower  figure),  the  breast  carci- 
noma cells  of  the  C3H  mouse  show  a similar 
dependence  on  the  presence  of  insulin  for  a 
stimulation  of  DNA  synthesis.  However, 
as  shown  in  Figure  4,  the  carcinoma  cells  of 
the  transplantable  tumor  from  the  Fischer 
rat  show  a loss  of  dependence  on  insulin  for 
DNA  synthesis.6  Cells  from  this  carcinoma 
which  are  cultured  in  the  absence  of  insulin 
initiate  DNA  synthesis  at  the  same  rate 
as  cells  which  are  cultured  with  insulin. 
Autoradiographic  studies  revealed  that 
these  changes  in  thymidine  incorporation 
reflected  primarily  increased  numbers  of 
cells  engaged  in  DNA  synthesis  rather  than 
an  increased  rate  of  replication  per  cell. 
The  high  rates  of  isotopic  incorporation  in 
the  R3230AC  carcinoma  reflect  DNA  syn- 
thesis by  100  per  cent  of  the  cells,  whereas 
a proportionately  smaller  number  of  C3H 
carcinoma  cells  engage  in  DNA  synthesis  at 
any  one  period  during  culture.6 

The  mechanism  of  action  of  insulin  in 
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FIGURE  3.  Effect  of  insulin  on  DNA  synthesis  in 
C3H  mouse  mammary  gland  (upperfigure)and  C3H 
mouse  tumor  explants  (lower  figure).  Each  point 
represents  the  incorporation  of  tritiated  thymidine 
into  DNA  during  the  preceding  four-hour  period. 

this  system  has  not  been  elucidated.  Its 
action  appears  to  be  independent  of  its  role 
in  accelerating  glucose  transport  into  cells, 
since  it  stimulates  DNA  synthesis  in  normal 
and  neoplastic  cells  in  the  absence  of  glucose 
from  the  medium.7,8  It  has  been  shown 
that  insulin  induces  DNA  polymerase 
(DNA  nucleotidyl  transferase),  an  enzyme 
essential  for  the  replication  of  the  DNA 
chromosome.  Although  insulin  is  required 
for  the  induction  of  this  enzyme  in  C3H 
mouse  carcinoma  cells,  it  has  been  shown 
that  DNA  polymerase  has  become  con- 
stitutive in  the  transplantable  rat  carci- 
noma.8 In  other  words,  an  enzyme  re- 
quired for  the  initiation  of  DNA  synthesis 
is  formed  by  these  carcinoma  cells  inde- 
pendently of  the  presence  or  absence  of  the 
inducing  hormone  in  the  environment. 
Although  it  is  possible  that  the  induction  of 
DNA  polymerase  represents  an  event  of 
regulatory  importance  in  the  cell  cycle,  it 
is  likely  that  the  formation  of  other  pro- 
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FIGURE  4.  Rates  of  DNA  synthesis  in  the  presence 
and  absence  of  insulin  in  explants  from  a normal 
mammary  gland  of  the  host  Fischer  rat  (upper  fig- 
ure) and  from  the  R3230AC  carcinoma  (lowerfigure). 
Each  point  represents  the  incorporation  of  tritiated 
thymidine  into  DNA  during  the  preceding  four 
hour  period. 


teins,  such  as  the  “initiator  protein”  postu- 
lated by  Jacob,  Brenner,  and  Cuzin,9 
represent  a level  of  control  of  more  primary 
importance.  Although  constitutive  forma- 
tion of  DNA  polymerase  is  not  essential  to 
the  neoplastic  state,  as  demonstrated  by 
the  fact  that  the  enzyme  remains  hormone- 
inducible  in  the  C3H  carcinoma  cells,  it 
may  represent  a factor  in  the  more  rapid 
proliferation  of  the  transplantable  Fischer 
rat  tumor. 

It  is  well  known  that  the  sex  steroid 
hormones  may  exert  a profound  influence 
on  the  growth  rates  of  breast  cancers  both 
in  human  disease  and  in  experimental 
tumors.  The  mechanism  by  which  such 
effects  occur  is  unknown.  Studies  on  cell 
proliferation  in  the  breast  tissue  and  breast 
carcinomas  of  C3H  mice  have  revealed  that 
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FIGURE  5.  Effect  of  various  concentrations  of  17 
alpha-methyltestosterone  on  DNA  synthesis  in 
normal  (opencircles)and  neoplastic  (closed  circles) 
breast  tissues  of  the  C3H  mouse.  Explants  were 
incubated  on  medium  containing  insulin  for  forty- 
eight  hours.  Each  point  represents  the  incorpora- 
tion of  tritiated  thymidine  into  DNA  duringthe  forty- 
four  to  forty-eight  hour  period. 

androgenic  hormones  inhibit  the  onset  of 
DNA  synthesis.3  As  shown  in  Figure  5, 
the  rate  of  DNA  synthesis  in  explants 
derived  from  normal  C3H  breast  and  from 
C3H  breast  carcinomas  decreases  linearly 
as  a function  of  the  logarithm  of  increasing 
molar  concentrations  of  methyltestosterone. 
This  activity  of  the  androgenic  hormone  is 
discernible  only  in  cells  stimulated  by 
insulin  to  initiate  DNA  synthesis.  The 
effect  of  this  and  other  androgenic  hormones 
is  primarily  to  inhibit  the  initiation  of  DNA 
synthesis,  since  the  rate  of  DNA  replication 
per  cell  is  not  markedly  altered.  In  con- 
trast to  these  responses,  DNA  synthesis  in 
the  transplantable  carcinoma  in  the  Fischer 
rat  is  little  affected  by  androgenic  hor- 
mones. 

At  present,  the  only  known  effect  of  the 
interaction  of  estrogenic  hormones  with 
normal  breast  cells  is  evidenced  by  a modi- 
fication of  the  rate  of  cell  proliferation. 
The  ultimate  effect  on  cell  proliferation  is 
highly  dependent  on  the  concentration  of 


FIGURE  6.  Effect  of  various  concentrations  of  17 
beta-estradiol  on  DNA  synthesis  in  explants  of  C3H 
mouse  midpregnancy  mammary  gland  (triangles) 
and  C3H  mouse  mammary  carcinoma  (circles). 
Open  symbols,  insulin  absent.  Closed  symbols, 
insulin  present.  Explants  were  allowed  to  incor- 
porate tritiated  thymidine  into  DNA  during  the 
twenty-  to  twenty-four-hour  period  of  incubation. 

estradiol  in  the  extracellular  fluid.  This 
circumstance  has  not  been  carefully  con- 
sidered by  many  investigators  working 
with  the  effects  of  estrogen  administration 
to  tumor-bearing  animals,  although  it  has 
been  suspected  from  clinical  experience  with 
human  breast  cancer. 10  As  shown  in  Figure 
6,  low  levels  of  estradiol  (10  — 1 1 mol),  such 
as  those  provided  by  adrenal  steroidogenesis 
in  vivo,  have  a profound  inhibitory  effect 
on  insulin-mediated  DNA  synthesis  in  nor- 
mal and  neoplastic  breast  cells  of  the  C3H 
mouse  in  vitro.  Increasing  the  estradiol 
concentration  to  levels  corresponding  ap- 
proximately to  those  in  the  adult  female 
(10  -1°  mol)  permits  maximal  rates  of  DNA 
synthesis.  Increasing  the  concentration  to 
pharmacologic  levels  (10  -8  mol)  results  in 
decreased  rates  of  DNA  synthesis.  Similar 
results  have  been  obtained  with  several 
other  estrogenic  hormones.6  Although  es- 
tradiol appears  to  decrease  the  duration  of 
the  S period  in  several  cell  types  in 
vivo, 11-13  the  effect  on  insulin-mediated 
DNA  synthesis  in  breast  cells  in  vitro  was 
shown  by  autoradiographic  studies  to 
represent  primarily  an  alteration  in  the 
numbers  of  cells  engaged  in  DNA  synthesis 
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FIGURE  7.  Effect  of  various  concentrations  of  17 
beta-estradiol  on  DNA  synthesis  in  explants  from 
mammary  gland  of  a midpregnant  Fischer  rat 
(lower  figure)  and  from  an  R3230AC  carcinoma 
(upper  figure).  Symbols  and  experimental  design 
as  in  Figure  6. 

rather  than  increased  synchrony  or  in- 
creased rates  of  chromosomal  replication.'5 
In  contrast  to  the  similarity  between  the 
responses  of  the  normal  and  neoplastic  cells 
of  the  C3H  mouse,  the  rate  of  DNA  syn- 
thesis in  the  transplantable  Fischer  rat 
breast  carcinoma  was  unaltered  by  estrogen 
treatment  (Fig.  7). 

A certain  body  of  experimental  evidence 
suggests  that  humoral  factors  other  than 
the  well-known  hormones  in  blood  may  play 
a role  in  the  regulation  of  cell  proliferation. 
Moolten  and  Bucher14  have  shown  from 
experiments  involving  rapid  blood  flow  be- 
tween parabiotic  rats  that  control  of  liver 
regeneration  may  reside  in  a humoral  mech- 
anism which  is  almost  instantaneously 
responsive  to  decreases  in  liver  mass. 
Arasimowicz 15  has  also  presented  evidence 
which  indicates  that  DNA  synthesis  in 
mouse  liver  cells  is  repressed,  possibly  by  a 
humoral  mechanism,  following  unilateral 
nephrectomy.  It  has  been  shown  by  Bul- 
lough  et  al .16  that  extracts  of  vertebrate 
epidermis  contain  an  antimitotic  chemical 
messenger,  termed  the  epidermal  chalone, 
which  appears  to  be  important  in  regulating 
the  rate  of  mitosis  in  epidermal  cells.  In 
our  laboratory  it  has  been  shown  that 
another  polypeptide,  the  epithelial  growth 
factor  or  EGF  can  serve  as  a potent 
stimulus  to  cell  division  in  vitro  in  normal 


and  neoplastic  breast  cells  of  the  C3H 
mouse.  This  polypeptide  was  first  isolated 
in  1962  by  Cohen17  from  submaxillary  gland 
and  termed  “epidermal  growth  factor,”  and 
its  partial  mechanism  of  action  in  epidermal 
cells  and  its  physical  pro|>erties  have 
been  extensively  studied  by  Cohen  and 
Stastny.  10  The  ability  of  this  factor  to 
stimulate  DNA  synthesis  in  normal  and 
neoplastic  breast  cells  at  concentrations  at 
which  polypeptide  hormones  are  found  in 
blood  suggests  that  it  may  act  as  a “hor- 
mone.”20 Its  ability  to  stimulate  the  syn- 
thesis of  RNA  (ribonucleic  acid)  and  of 
protein  in  breast  cells  resembles  that  of 
insulin. 20  However,  since  specific  anti-EGF 
antiserum  does  not  impair  the  action  of 
insulin  in  vitro,  it  is  unlikely  that  the  effect 
of  insulin  is  mediated  through  epithelial 
growth  factor  in  breast  tissues.  The  role 
which  this  factor  may  play  in  controlling 
the  proliferation  of  normal  and  neoplastic 
cells  is  currently  under  investigation.21 

Regulation  of  cell  proliferation  is  also 
determined  by  the  state  of  cell  differentia- 
tion. It  is  a well-documented  observation 
that  in  many  tissues  highly  differentiated 
cells  seldom  divide.  Populations  of  con- 
tinuously proliferating  cells  are  constantly 
renewed  by  frequent  stem-cell  divisions, 
but  the  size  of  such  cell  populations  is 
limited  by  the  production  of  daughter  cells 
which  can  synthesize  highly  differentiated 
cell  products  and  which  seldom  divide. 
Differentiation  of  mouse  breast  epithelial 
stem  cells  into  secretory  alveolar  cells  is 
associated  with  the  onset  of  synthesis  of 
specific  milk  proteins  such  as  casein,  alpha- 
lactalbumin,  and  the  galactosyl  transferase 
of  lactose  synthetase.22  Such  alveolar  cells 
seldom  divide  and  exhibit  high  rates  of 
casein  synthesis  and  low  rates  of  DNA 
synthesis.23  The  placement  of  explants  of 
lactational,  differentiated  breast  tissue  into 
organ  culture  causes  a loss  of  differentiated 
function,  decreased  rates  of  casein  syn- 
thesis, and  a subsequent  initiation  of  DNA 
synthesis  by  the  alveolar  cells  (Fig.  8). 
This  experiment  thus  illustrates  the  re- 
lationship of  the  maintenance  of  differen- 
tiated function  to  the  repression  of  DNA 
synthesis  and  the  release  of  repression  of 
DNA  synthesis  by  “dedifferentiation.” 
Many  types  of  neoplastic  cells  exhibit  little 
functional  evidence  of  differentiation,  and 
although  such  cells  are  often  designated 
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“dedifferentiated”  cells,  no  evidence  had 
been  presented  to  prove  that  they  in  fact 
lose  the  capacity  to  synthesize  specialized 
proteins.  In  the  case  of  breast  cancers  it 
has  been  possible  to  test  the  cells  directly 
for  their  ability  to  synthesize  proteins  which 
are  characteristic  of  differentiated  cells, 
since  the  chemical  nature  of  the  specific 
inducers  of  cell  differentiation  is  known. 
In  vitro  they  are  the  hormones  insulin, 
hydrocortisone,  and  prolactin.  Mouse 
breast  epithelial  cells  which  divide  in  the 
presence  of  insulin  and  hydrocortisone  in 
organ  culture  produce  daughter  cells  which 
can  synthesize  milk  proteins  in  response  to 
stimulation  by  prolactin  and  insulin.24’26 
The  ability  of  mouse  breast  carcinoma  cells 
to  differentiate  was  assayed  by  incubating 
these  cells  in  medium  containing  the  req- 
uisite hormonal  combination.  Although 
normal  breast  epithelial  cells  which  divide 
in  the  presence  of  insulin,  hydrocortisone, 
and  prolactin  produce  a 300  to  500  per 
cent  increase  in  the  rate  of  casein  synthesis 


FIGURE  9.  Patterns  of  cell  differentiation  and  cell  proliferation  in  normal  and  neoplastic  breast  cells  of  the 
C3H  mouse. 


2000 


HOURS  OF  INCUBATION 

FIGURE  8.  Rates  of  synthesis  of  casein  and  DNA 
in  explants  of  C3H  mouse  lactational  mammary 
gland  incubated  in  medium  199  containing  insulin, 
hydrocortisone,  and  prolactin,  each  at  5 micro- 
grams per  milliliter.  Each  point  represents  incor- 
poration of  radioactive  isotope  of  phosphorus  into 
casein  of  tritiated  thymidine  into  DNA  during  the 
preceding  four-hour  period. 
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C3H  mouse  carcinoma  cells  showed  no  in- 
crease in  the  formation  of  casein  in  response 
to  the  presence  of  these  hormones.  Since 
the  carcinoma  cells  divide  at  a rate  similar 
to  normal  breast  epithelial  cells  in  vitro, 28 
this  failure  to  express  differentiated  func- 
tion is  unrelated  to  rapid  proliferation. 
The  altered  pattern  of  cell  proliferation  and 
differentiation  in  C3H  carcinomas  is  pre- 
sented diagrammatically  in  Figure  9.  The 
response  of  normal  dividing  stem  cells  to 
the  hormonal  inducers  of  cell  differentiation 
results  in  the  production  of  differentiated, 
secretory  daughter  cells  which,  because  they 
seldom  divide,  limit  the  size  of  the  cell 
population.  Since  cells  which  form  C3H 
breast  carcinomas  cannot  differentiate  in 
response  to  hormonal  stimuli,  daughter  cells 
which  are  produced  retain  the  capacity  of 
stem  cells  for  cell  division,  resulting  in  a 
large  aggregate  of  undifferentiated  breast 
cells. 

Although  alterations  in  other  intracel- 
lular regulatory  mechanisms  may  lie  im- 
portant in  determining  the  neoplastic  state 
of  C3H  carcinoma  cells,  these  experiments 
are  consistent  with  the  concept  that  de- 
fective control  mechanisms  for  cell  dif- 
ferentiation represent  a basic  abnormality 
in  these  carcinoma  cells. 

Summary 

Studies  utilizing  the  effects  of  hormones 
on  cell  proliferation  in  two  model  tumors  in 
organ  culture  have  indicated  abnormalities 
in  their  growth  regulatory  mechanisms. 
Mechanisms  for  DNA  synthesis  which  are 
hormone-dependent  in  normal  cells  have 
become  constitutive  in  the  R3230AC 
carcinoma  of  the  Fischer  rat.  A basic  ab- 
normality of  the  C3H  mouse  carcinoma 
cells  appears  to  be  represented  by  defective 
mechanisms  for  hormone-dependent  cell 
differentiation. 

Further  elucidation  of  the  nature  of  the 
altered  regulatory  mechanisms  in  these  and 
other  cancer  cells  may  lead  ultimately 
to  an  understanding  of  the  nature  of  human 
cancer. 
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As  methods  of  evaluating  pulmonary 
function  have  become  increasingly  compli- 
cated, time  consuming,  and  expensive,  a 
need  has  developed  for  easier  tests  which 
can  be  used  repetitively  in  the  clinic,  at  the 
patient’s  bedside,  and  in  the  physician’s 
office.  One  simple  objective  test  of  pulmo- 
nary function  is  the  Snider  match  test. 1 In 
1959  Wright  and  McKerrow2  reported 
results  of  another  simple  and  objective  test 
to  study  airway  resistance  using  a small 
portable  instrument  called  the  Wright  peak 
flow  meter.f 

This  instrument  is  a device  for  measuring 
ventilatory  performance  employing  a single 
forced  expiration.  It  differs  from  other  tests 
of  ventilatory  function  in  that  it  measures 
the  maximum  rate  of  expiration  maintained 
for  at  least  ten  milliseconds  instead  of 
measuring  the  volume  of  air  expired  in  a 
given  time.  The  instrument  is  mechani- 
cally operated,  contains  no  water,  and 
requires  no  external  power  supply. 

Many  studies  have  been  carried  out 
defining  normal  values  for  different  age 
groups,  sex,  smokers,  and  nonsmokers.2  24 
These  studies  all  show  that  the  PEFR  (peak 
expiratory  flow  rate)  in  normal  persons 
varies  according  to  age,  weight,  height, 
and  sex  but  that  within  these  groups  there 

* Head  in  part  before  the  Eastern  Section  Meeting  of  the 
American  Thoracic  Society,  Philadelphia,  November  (>  to  7, 
1967. 

t Airmed  Limited,  Harlow,  Essex,  England. 


is  a considerable  range  of  normal  values. 
Sobol25  has  recently  re-emphasized  the  pit- 
falls  in  attempting  to  define  normal  values 
for  pulmonary  function  tests.  In  the 
establishment  of  normal  values  for  the 
PEFR,  these  difficulties  present  no  excep- 
tions. Balchum  et  al.1*  have  shown  that 
about  10  per  cent  of  a large  number  of 
normal  males  had  values  significantly  below 
the  limits  of  normal. 

In  spite  of  the  variation  found  in  normal 
values,  the  test  is  highly  reproducible,  com- 
paring favorably  with  other  tests  of  ventila- 
tory function,  and  shows  a remarkable 
degree  of  consistency  in  stable  clinical  situa- 
tions. Lockhart  et  al.6  found  that  varia- 
tion between  tests  with  the  peak  flow  meter 
on  subjects  at  different  times  was  only  10 
per  cent  and  that  variations  between  blows 
at  the  same  time  on  the  same  subject  was 
only  6 per  cent.  In  Shepard’s11  study  the 
highest  PEFR  recorded  in  any  subject 
exceeded  the  mean  peak  flow  by  an  average 
of  only  55.2  L.  per  minute. 

All  studies  carried  out  on  smokers  and 
nonsmokers  show  significant  decrease  in  the 
PEFR  in  the  former  group  compared  with 
the  latter,  even  though  the  smoking  group 
may  be  asymptomatic. 3'5'8-10'13'1419'22,26 
Many  studies  have  correlated  the  PEFR 
with  other  tests  of  ventilatory  func- 
tion and  in  general  a good  correlation 

exists.  3.5.6.  U,  12,  14,  15,  17,  21  -2  4.26  -32 

The  Wright  peak  flow  meter  has  had 
extensive  use  in  clinical  and  epidemiologic 
studies  on  patients  with  chronic  bronchitis 
and  emphysema,  and  values  of  the  PEFR 
for  patients  with  chronic  cough,  sputum, 
and  dyspnea  have  been  found  consistently 
lower  than  in  similar  groups  of  patients  used 
as  controls.3-5'8-10,14-16’  20,23,26  The  test 
has  proved  helpful  in  the  differential 
diagnosis  between  cardiac  and  pulmonary 
dyspnea,  frequently  a troublesome  clinical 
problem.  Flint  and  Khan16  have  shown 
that  cardiac  patients  in  congestive  failure 
have  PEFR  values  close  to  the  average  of 
the  healthy  population.  The  test,  given 
before  and  after  a trial  of  bronchodilating 
drug,  is  useful  in  differentiating  between 
reversible  and  irreversible  airway  obstruc- 
tion. It  is  helpful  in  the  preoperative 
evaluation  of  a patient  prior  to  thoracic 
surgery.  A useful  application  of  the  test  is 
in  evaluating  the  progress  of  an  individual 
patient  in  relation  to  treatment  when  his 
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FIGURE  1.  Demonstration  of  use  of  Wright  peak 
flow  meter. 


previous  results  provide  a control.3233 
Since  increased  airway  resistance  is  gener- 
ally accepted  as  the  most  prevalent  physio- 
logic abnormality  in  emphysema,  the  deter- 
mination of  the  PEFR  is  a most  helpful 
method  in  the  evaluation  of  this  disease, 
especially  when  testing  can  be  so  easily  and 
simply  repeated  over  periods  of  time. 

Methods  and  material 

Since  October,  1964,  the  author  has 
studied  peak  expiratory  flow  rates  on 
approximately  200  patients  selected  from 
his  private  practice,  the  pulmonary  clinic 
at  The  New  York  Hospital,  and  the  pul- 
monary clinic  at  the  Second  Division 
(Cornell)  of  Bellevue  Hospital.  The  pa- 
tient was  seated  and  was  instructed  to  take 
a deep  breath  and  blow  forcefully  into  the 
instrument  with  lips  tightly  closed  (Fig.  1). 
Five  determinations  were  recorded  and  an 
average  taken.  Readings  tended  to  be 
higher  after  the  first  few  blows  as  the 
patient  became  accustomed  to  the  technic, 
and  the  first  two  or  three  readings  were 
generally  discarded  as  trial  efforts.  Only  a 


few  patients,  either  because  of  unwilling- 
ness to  cooperate,  extreme  old  age,  or 
inability  to  understand  the  instructions, 
because  of  language  difficulties,  were  unable 
to  complete  the  test.  Performing  the  test 
and  calculating  the  results  usually  took  less 
than  ten  minutes.  Following  the  example 
of  Saunders  and  White33  a 20  per  cent  in- 
crease or  decrease  of  the  PEFR  from  the 
base  line  was  considered  to  be  significant. 

The  following  abbreviated  case  reports 
illustrate  different  instances  in  which  deter- 
mination of  the  PEFR  was  found  useful  in 
clinical  practice. 

Case  reports 

Case  1.  A sixty-five-year-old  bartender  with 
severe  kyphoscoliosis  of  his  dorsal  spine,  who 
gave  a history  of  heavy  cigaret  smoking  of  fif- 
teen years’  duration,  was  seen  because  of 
chronic  cough,  purulent  sputum,  and  increasing 
dyspnea  of  several  years’  duration. 

Physical  examination  revealed  decreased 
breath  sounds  throughout  both  lungs.  On 
February  21,  1964,  his  vital  capacity  was  3,000 
ml.  (71  per  cent),  and  he  was  able  to  blow  out  a 
match  without  pursing  his  lips  at  a distance  of 
only  3 inches. 

PEFR  determinations  (in  liters  per  minute) 
done  on  subsequent  visits  revealed  the  follow- 
ing determinations:  October  23,  1964  (190); 
November  10,  1964  (170);  February  3,  1965 
(180);  November  11,  1965  (170) ; and  June  6, 
1966  (174). 

This  case  illustrates  the  reproducibility  of 
the  PEFR  and  also  demonstrates  a good 
correlation  with  the  Snider  match  test. 

Case  2.  An  eighty-year-old  man  was  ad- 
mitted to  the  hospital  for  evaluation  of  a mass 
in  the  right  lower  lobe  which  was  known  to  have 
been  present  approximately  twelve  months. 
The  patient  gave  a history  of  a chronic  cough 
occasionally  productive  of  blood-streaked  spu- 
tum but  denied  dyspnea. 

Except  for  slightly  decreased  breath  sounds 
and  increased  dullness  to  percussion  over  the 
right  lower  lobe,  physical  examination  was  essen- 
tially noncontributory.  A chest  roentgenogram 
revealed  an  approximately  12-  by  10-cm.  lobu- 
lated  mass  in  the  lower  right  posterior  lung 
field. 

The  following  PEFR  tests  (in  liters  per 
minute)  were  done  preoperatively  in  1966:  Sep- 
tember 7 (368);  September  21  (350);  Sep- 
tember 23  (362);  September  28  (372);  and 
October  4 (390). 

These  figures  were  interpreted  to  show  no 
evidence  of  chronic  pulmonary  obstructive  dis- 
ease. The  decrease  following  bronchodilators 
was  attributed  to  muscular  fatigue  (Table  I). 

An  exploratory  thoractomy  was  done  on 
October  7,  1966,  and  a right  lower  lobectomy 
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TABLE  I.  Vital  capacity  and  maximum  voluntary  ventilation  determinations  in  Case  2* 


- — Maximum  Voluntary  Ventilation— - 

Vital  Capacity  (ml.) (Liters  per  Minute) 

Epinephrine  Observed  Predicted  Per  Cent  Observed  Predicted  Per  Cent 


Before  3,337  3,081  108  86  61  141 

After  2,897  3,081  94  59  61  98 


* Tests  performed  on  October  6,  1966. 


TABLE  II.  Peak  expiratory  flow  rates  during  clinic 
visits  in  Case  3 


Dates 

PEFR 

(Liters 

per 

Minute) 

Wheez- 

ing 

Pred- 
nisolone 
(Mg. 
Daily)  * 

October  7,  1964 

480 

0 

20 

December  2,  1964 

142 

4 plus 

0 

December  20,  1964 

496 

0 

45 

January  13, 1965 

554 

0 

25 

March  3,  1965 

316 

3 plus 

0 

January  27,  1967 

458 

1 plus 

10 

March  8,  1967 

409 

2 plus 

10 

May  3,  1967 

392 

1 plus 

10 

July  26,  1967 

518 

0 

15 

* In  divided  doses. 


and  segmental  resection  of  the  right  middle  and 
right  upper  lobes  was  carried  out  with  the  re- 
moval of  a large  carcinoma  involving  almost  80 
per  cent  of  the  right  lower  lobe. 

The  patient  had  an  uncomplicated  convales- 
cence and  was  discharged  on  the  seventeenth 
postoperative  day. 

This  case  illustrates  the  usefulness  of 
repeated  determinations  of  the  PEFR  in  the 
prethoracotomy  evaluation  of  questionable 
risk  patients  and  also  illustrates  the  good 
correlation  between  the  PEFR  and  other 
tests  of  ventilatory  function. 

Case  3.  A sixty-two-year-old  white  male  was 
referred  to  the  pulmonary  clinic  at  The  New 
York  Hospital  for  treatment  of  recurrent  bouts 
of  asthma  of  approximately  one  year’s  duration. 
These  attacks  had  been  treated  intermittently 
with  bronchodilators,  antibiotics,  expectorants, 
IPPB  (intermittent  positive  pressure  breathing), 
and  other  supportive  measures.  The  patient 
experienced  no  dyspnea  except  during  his  at- 
tacks. 

In  February,  1964,  the  patient  was  started  on 
prednisolone,  15  mg.  three  times  a day,  with 
marked  improvement  in  symptoms  and  disap- 
pearance of  wheezing.  During  the  next  few 
weeks  the  daily  dose  of  prednisolone  was  grad- 
ually tapered,  and  he  was  instructed  to  adjust 
his  daily  dosage  according  to  the  severity  of 
his  symptoms. 

Determinations  for  PEFR  done  during  subse- 
quent clinic  visits  showed  the  correlation  be- 
tween symptoms,  physical  findings,  and  the 
daily  doses  of  prednisolone  (Table  II). 


TABLE  III.  PEFR  determinations  with  IPPB 
Bennett  respirator  in  Case  4 


Dates 

Before 

IPPB 

(Liters 

per 

Minute) 

After  IPPB 
(Liters  per 
Minute) 

September  21,  1966 

120 

152 

September  24,  1966 

110 

185 

September  26,  1966 

124 

202 

September  27,  1966 

128 

120  (after 
water  only) 

September  29.  1966 

124 

214 

This  case  illustrates  the  value  of  the 
PEFR  in  following  a patient  on  therapy  and 
demonstrates  a good  association  between 
physical  findings,  medication  dosage,  and 
objective  measurements  reflecting  airway 
resistance. 

Case  4.  The  patient,  a fifty-six-year-old 
white  male,  height  5 feet  7.5  inches,  and  weigh- 
ing 100  pounds,  was  seen  because  of  severe 
dyspnea  of  five  years’  duration.  Associated 
with  this  dyspnea  was  an  occasionally  productive 
cough.  The  patient  was  a heavy  cigaret  smoker 
averaging  two  packs  of  cigarets  daily.  He  was 
unable  to  dress,  shave,  or  carry  out  routine 
daily  duties  without  dyspnea. 

On  physical  examination,  the  patient  was 
tachypneic  and  dyspneic  but  not  cyanotic. 
There  was  a marked  increase  in  the  postero- 
anterior  diameter  of  the  thoracic  cage  which  was 
fixed  in  the  inspiratory  position  with  little  mo- 
tion on  respiration.  The  lungs  were  hyper- 
resonnant  to  percussion  with  distant  to  absent 
breath  sounds.  No  rales  or  wheezes  were  heard. 

A roentgenogram  of  the  chest  was  compatible 
with  severe  pulmonary  obstructive  disease  show- 
ing hyperlucent  lung  fields,  a verticle  small 
heart,  and  low  flattened  diaphragms. 

Trials  with  the  IPPB  Bennett  respirator 
using  40  per  cent  oxygen,  racemic  epinephrine 
(Vaponefrin),  and,  on  one  occasion,  water  alone 
showed  the  PEFR  determinations  before  and 
after  treatment  as  demonstrated  in  Table  III. 

In  view  of  these  results  showing  a marked  re- 
versible component  to  the  patient’s  increased 
airway  resistance,  the  patient  was  begun  on  a 
regimen  of  IPPB  at  home  using  a Bennett 
respirator  with  compressed  air  and  a mixture  of 
racemic  epinephrine  and  water  three  to  four 
times  daily.  He  showed  marked  improvement 
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TABLE  IV.  Lung  f unction  studies  in  Case  6 


Studies 

• — Observed  Values — 
Before  After 

Broncho-  Broncho- 

dilator  dilator 

Predicted 

Values 

Predicted 
Values 
(Per  Cent) 

FEVi  (one-second  forced  expiratory  volume, 
Liters) 

0.578 

0 608 

2 63 

22 

VC  (vital  capacity,  Liters) 

1.72 

2 13 

2 92 

59 

FEV./VC  (Liters  per  100  ml.) 

34 

29 

75 

Estimated  MBC  (maximum  breathing  ca- 
pacity) (Liters  per  minute*) 

20.2 

21.3 

70 

29 

TL  (total  lung  capacity) 

4 94 

4.22 

116 

Functional  residual  capacity 

3 87 

2.27 

170 

RV  (residual  volume)! 

3.22 

1.30 

248 

* FEVi  x 35. 
t RV/TLC  61  per  cent. 


in  his  exercise  tolerance  which  was  reflected  in 
the  following  PEFR  determinations  in  liters 
per  minute:  December  14,  1966  (202);  January 
16,  1967  (216 » ; February  20.  1967  (216); 
March  23,  1967  (190);  April  24,  1967  (185); 
May  31,  1967  (167 — patient  not  taking  medica- 
tion regularly);  August  5,  1967  (222);  Sep- 
tember 29,  1967  (168 — patient  not  taking  medi- 
cation regularly);  and  November  6,  1967  (241). 

This  demonstrates  the  usefulness  of  the 
PEFR  in  following  patients  on  therapy,  in 
determining  the  extent  of  reversibility  of 
increased  airway  resistance,  and  in  the 
appropriate  selection  of  patients  for  1PPB 
therapy. 

Case  5.  A sixty-three-year-old  white  male 
executive  was  referred  because  he  had  been  told 
by  his  private  physician  that  he  had  pulmonary 
emphysema  on  the  basis  of  an  interpretation  of  a 
routine  chest  roentgenogram.  Although  he  had 
a mild  nonproductive  cough  as  the  residual  of 
an  infection  of  the  lower  respiratory  tract,  he 
denied  dyspnea  and  was  able  to  climb  three 
flights  of  subway  stab's  without  difficulty.  He 
had  smoked  an  average  of  one  pack  of  cigarets 
daily  up  to  the  age  of  forty-eight  but  had  ab- 
stained from  smoking  since  that  time.  He  was 
extremely  apprehensive  concerning  the  diag- 
nosis of  emphysema. 

Physical  examination  revealed  a thin,  slightly 
built,  elderly  white  male  in  no  distress;  he 
weighed  122  pounds  and  was  5 feet  5 inches  tall. 
Examination  of  the  chest  revealed  normal  find- 
ings. A roentgenogram  of  the  chest  showed 
hyperlucent  lung  fields,  a small  vertical  heart, 
and  normal  diaphragms. 

Vital  capacity  was  4,500  ml.  (107  per  cent), 
the  PEFR  was  378  L.  per  minute,  and  the 
patient  was  able  to  blow  out  a match  easily 
without  pursing  his  lips  at  a distance  of  6 inches. 

The  patient  was  seen  in  follow-up  on  March 
27,  1967,  at  which  time  his  cough  had  com- 
pletely cleared.  He  denied  dyspnea  and  had 
discontinued  the  medication  begun  by  his  pri- 


vate physician.  Physical  examination  was  un- 
changed, and  the  patient’s  PEFR  was  418  L. 
per  minute.  The  patient  was  seen  again  on 
July  25,  1967,  at  which  time  he  was  asympto- 
matic and  his  PEFR  was  428  L.  per  minute. 

This  case  illustrates  that  complicated, 
expensive  tests  of  pulmonary  function  are 
not  necessary  to  rule  out  chronic  obstruc- 
tive pulmonary  disease.  The  patient,  to 
his  considerable  concern,  had  been  told  he 
had  emphysema  and  had  begun  therapy  on 
the  basis  of  radiologic  findings  only,  when 
there  was  no  corroborative  clinical  objec- 
tive evidence  of  emphysema.  It  is  well 
known  that  the  correlation  between  pul- 
monary function  and  interpretation  of  the 
chest  roentgenogram  is  often  poor,  and  in 
this  case  the  PEFR  did  not  substantiate  the 
roentgenographic  diagnosis  of  chronic  ob- 
structive pulmonary  disease. 

Case  6.  A fifty-three-year-old  white  female, 
5 feet  5 inches  tall,  weighing  107  pounds,  with 
a body  surface  area  of  1.51,  had  been  followed 
in  The  New  York  Hospital  pulmonary  clinic 
with  symptoms  of  chronic  productive  cough  and 
increasing  dyspnea  since  the  age  of  forty-five. 
Physical  and  roentgenographic  examinations 
were  consistent  with  severe  pulmonary  obstruc- 
tive disease.  She  was  treated  with  the  usual 
measures  of  bronchodilators,  expectorants,  and 
antibiotics  for  repeated  episodes  of  bronchitis 
without  much  improvement  but  without  serious 
clinical  deterioration  in  her  condition. 

Beginning  in  October,  1966,  PEFR  deter- 
minations (in  liters  per  minute)  were  done  at 
each  clinic  visit  with  the  following  results: 
October  20,  1966  (82);  November  23,  1966  (72): 
January  25,  1967  (90);  February  1,  1967;  (95): 
March  1,  1967  (92);  May  10,  1967  (104);  and 
July  26,  1967  (110). 

On  March  9.  1967,  extensive  pulmonary  func- 
tion studies  were  done  through  the  courtesy  of 
James  P.  Smith,  M.D.,  and  are  outlined  in 
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TABLE  V.  PEFR  determinations  with  IPPB 
Bennett  respirator  in  Case  7 


Dates 

(May,  1967) 

Before  IPPB 
(Liters  per 
Minute) 

After  IPPB 
(Liters  per 
Minute) 

23 

392 

398 

24 

378 

383 

25 

364 

352 

26 

364 

374 

29 

372 

362 

Table  IV.*  Blood  chemistry  studies  revealed 
the  following:  oxygen  tension,  58.3  mm.  Hg  or 
89  per  cent  saturation;  pH,  7.415;  carbon 
dioxide  tension,  45  mm.  Hg;  and  oximeter 
measurement,  89.2  per  cent  saturation. 

These  figures  represent  the  findings 
typical  of  severe  pulmonary  obstructive 
disease  and  demonstrate  the  ease  and 
simplicity  with  which  the  PEFR  can  be 
used  to  follow  a patient  in  the  clinic. 
There  was  again  a good  correlation  with 
other  more  complicated  tests  of  pulmonary 
function  which  added  little  to  the  patient’s 
clinical  management. 

Case  7.  A sixty-seven-year-old  white  male 
with  a severe  mixed  anxiety  depression  was 
seen  in  September,  1965,  because  of  weakness, 
productive  cough,  and  the  subjective  sensation 
of  dyspnea  of  many  years’  duration.  He  had 
been  told  he  had  bronchitis  and  emphysema  by 
his  referring  physician.  In  spite  of  his  com- 
plaints of  shortness  of  breath,  he  was  able  to 
climb  two  flights  of  stairs  without  difficulty. 
Physical  examination  revealed  a depressed  el- 
derly white  male  in  no  distress  except  for  a 
chronic  cough  productive  of  yellow  purulent 
material.  Examination  of  his  chest  and  a chest 
film  revealed  no  abnormality.  A PEFR  done 
on  September  17,  1965,  was  398  L.  per  minute. 

The  patient  was  then  seen  in  May,  1967,  with 
the  same  complaints.  Physical  examination 
and  a roentgenogram  of  the  chest  were  un- 
changed. Studies  of  his  PEFR  before  and  after 
treatments  with  the  Bennett  IPPB  respirator 
using  racemic  epinephrine  and  40  per  cent 
oxygen  showed  the  results  listed  in  Table  V. 

In  June,  1967,  the  patient  was  admitted  to 
the  hospital  for  further  psychiatric  evaluation, 
and  pulmonary  function  studies  were  done. 
Examination  of  the  arterial  blood  gases  revealed 
the  following:  pH  7.43  (normal  7.38  to  7.82); 
carbon  dioxide  pressure  37  mm.  Hg  (normal  35 
to  42  mm.  Hg);  and  arterial  saturation  94.3 
per  cent  (normal  94  to  99  per  cent).  We 
were  unable  to  carry  out  the  test  for  MVV 
(maximum  voluntary  ventilation)  because  of 
lack  of  cooperation  and  muscular  fatigue. 

* Comments  of  Dr.  Smith:  'Tests  of  ventilation  indicate 
severe  obstructive  pulmonary  disease.  At  rest,  the  arterial 
oxygen  tension  and  saturation  are  abnormally  low  and  carbon 
dioxide  tension  is  borderline  high. 


TABLE  VI.  FEV  studies  in  Case  7 


FEV 

(Seconds) 

Predicted 

(Per 

Cent) 

Observed 

(Per 

Cent) 

After  Iso- 
proterenol 
(Per  Cent) 

1 

82.7 

80 

81 

2 

94.7 

90 

92 

3 

96.8 

94 

94 

Results  of  FEV  (forced  expiratory  volume) 
studies  are  shown  in  Table  VI. 

The  initial  PEFR  rates  showed  that  ah 
though  clinically  the  patient  had  bronchitis, 
he  did  not  have  increased  airway  resistance, 
and  the  diagnosis  of  emphysema  was  not 
substantiated.  This  was  later  confirmed 
by  the  FEV  determinations  carried  out  in 
the  hospital.  The  failure  to  increase  the 
PEFR  following  inhalations  of  racemic- 
epinephrine  was  also  later  confirmed  by 
failure  to  increase  the  FEV  measurements 
after  isoproterenol.  Although  the  patient 
could  perform  the  PEFR  determination 
without  difficulty,  the  MVV  could  not  be 
completed  because  of  fatigue  and  lack  of 
cooperation.  The  pulmonary  function 
studies  done  while  the  patient  was  in  the 
hospital  corroborated  the  impressions  gained 
from  the  PEFR. 

Case  8.  An  eighty-six-year-old  white  male 
was  admitted  to  the  hospital  with  the  diagnosis 
of  arteriosclerotic  cardiovascular  disease  with 
congestive  failure  refractory  to  the  usual  cardiac 
therapy  of  bed  rest,  digitalis,  salt  restriction, 
and  diuretics.  His  chief  complaint  was  severe 
dyspnea.  The  problem  arose  as  to  whether  or 
not  his  dyspnea  was  on  a cardiac  or  pulmonary 
basis,  although  examination  of  his  chest  re- 
vealed good  breath  sounds  without  rales  or 
wheezes.  The  PEFR  determinations  in  May, 
1967,  were  as  follows:  May  3 (566);  May  4 
(554);  May  5 (562);  May  6 (542);  and  May  8 
(524). 

On  May  5,  1967,  determinations  of  the  VC 
and  MVV  before  and  after  a dose  of  epinephrine 
by  nebulizer  were  carried  out  (Table  VII). 

These  figures  show  that  the  patient’s 
dyspnea  was  not  on  a pulmonary  basis  and 
that  no  chronic  obstructive  pulmonary 
disease  was  present.  This  case  demon- 
strates the  usefulness  of  the  PEFR  in  the 
differentiation  between  cardiac  and  pul- 
monary dyspnea  and  again  illustrates  the 
good  correlation  that  exists  between  the 
PEFR  and  other  tests  of  ventilatory  func- 
tion. 
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TABLE  VII.  Vital  capacity  and  maximum  voluntary  ventilation  determinations  in  Case  8 

Maximum  Voluntary  Ventilation 

. Vital  Capacity  (ml.) • Liters  per  Minute 


Epinephrine 

Observed 

Predicted 

Per  Cent 

Observed 

Predicted 

Per  Cent 

Before 

3,137 

2,880 

109 

79 

63 

126 

After 

3,197 

2,880 

111 

89 

63 

141 

Case  9.  A thirty-eight-year-old  white  male 
was  admitted  to  The  New  York  Hospital  on 
May  2,  1967,  for  evaluation  of  a “coin  lesion” 
in  the  left  upper  lobe  measuring  approximately 
4 cm.  in  diameter  which  had  not  been  present 
on  an  earlier  roentgenogram  of  the  chest  taken 
in  July,  1966.  Except  for  slight  pleuritic  pain 
beneath  the  angle  of  the  left  scapula,  the  patient 
was  asymptomatic. 

Physical  examination  was  entirely  within 
normal  limits,  and  a comprehensive  diagnostic 
work-up  failed  to  elucidate  the  cause  of  the 
shadow  in  the  left  upper  lobe.  Accordingly,  on 
May  10,  1967,  the  patient  underwent  an  ex- 
ploratory thoracotomy,  and  a thick-walled 
abscess  was  excised  by  subsegmental  resection. 
Except  for  a moderate  amount  of  postoperative 
pleuritic  chest  pain,  his  convalescence  was  un- 
eventful, and  he  was  discharged  from  the  hos- 
pital on  the  seventeenth  postoperative  day.  On 
subsequent  follow-up  examinations  the  patient 
did  well  without  cough,  chest  pain,  or  dyspnea. 

Pre-  and  postoperative  determinations  of  the 
PEFR  (in  liters  per  minute)  revealed  the  follow- 
ing figures  during  1967:  May  8 (570);  May  9 
(540);  May  18  (390);  May  20  434);  May  22 
(442);  May  24  (458);  May  26  (440);  June  12 
(520);  July  14  (560);  and  September  20  (590). 

This  case  illustrates  that  the  PEFR  is 
helpful  in  the  preoperative  evaluation  of 
a patient  scheduled  for  thoracic  surgery  and 
also  shows  that,  by  virtue  of  the  ease  and 
simplicity  of  the  test,  it  is  a useful  means  of 
following  a patient’s  postoperative  course. 
It  also  illustrates  that  this  test  cannot  be 
used  alone  to  distinguish  between  restric- 
tive and  obstructive  disease  unless  corre- 
lated with  the  clinical  picture. 

Case  10.  A sixty-eight-year-old  white  female 
was  admitted  to  The  New  York  Hospital  on 
April  13,  1967,  with  severe  chronic  obstructive 
pulmonary  disease  of  several  years’  duration. 
Her  dyspnea  on  exertion  was  so  severe  that  she 
was  limited  in  her  physical  capacity  to  a semi- 
invalid regimen,  becoming  short  of  breath  on 
such  minimal  activities  as  bathing,  dressing,  and 
eating.  She  had  been  on  a regimen  of  broncho- 
dilators,  expectorants,  and  intermittent  bron- 
chodilators  but  had  never  received  intermittent 
positive  pressure  therapy. 

Physical  examination  revealed  a tachypneic, 
dyspneic,  but  not  cyanotic  elderly  white  female 
in  moderate  respiratory  distress  even  at  bed 
rest.  Examination  of  her  chest  revealed  hyper- 


TABLE  VIII.  Ventilatory  studies  in  Case  10 


Studies 

Performed 

Pre- 

dicted 

Ob- 

served 

After 

Iso- 

proterenol 

VC  (ml.) 

2,660 

1,440 

1,600 

MVV  (Liters  per 

minute) 

52 

20 

24 

FEV  (Liters  per 
minute) 

1 second 

82.7 

43 

38 

2 seconds 

94.7 

64 

66 

3 seconds 

96.8 

78 

78 

resonance  bilaterally  with  practically  absent 
breath  sounds.  No  rales  or  wheezes  were  heard. 

On  May  21,  1967,  the  patient  was  begun  on  a 
trial  of  IPPB  using  racemic  epinephrine  de- 
livered by  a Bennett  respirator  four  times  daily 
with  40  per  cent  oxygen.  Serial  determinations 
of  the  PEFR  (in  liters  per  minute)  revealed  the 
following  values:  May  22  (122);  May  23  (138); 
May  24  (150);  May  26  (144);  and  May  27  (156). 
She  was  maintained  on  this  regimen  and  dis- 
charged on  May  27,  1967. 

On  July  22,  1967,  she  was  admitted  to  another 
hospital  because  of  an  exacex-bation  of  her  symp- 
toms, and  further  ventilatory  studies  done  on 
July  26,  1967,  are  listed  in  Table  VIII. 

Serial  PEFR  determinations  (in  liters  per 
minute)  on  this  admission  revealed  the  following 
values:  July  24  (150);  July  25  (146);  July  26 
(140);  and  July  28  (136). 

These  figures  show  that  there  was  little  if 
any  significant  reversibility  to  the  patient’s 
airway  obstruction,  and  the  findings  on  the 
PEFR  determination  wTere  confirmed  and 
corroborated  by  the  FEV  and  MVV  deter- 
minations before  and  after  isoproterenol. 

Comment 

Like  other  tests  of  ventilatory  function, 
valid  results  of  the  PEFR  depend  on  the 
patient’s  cooperation,  understanding,  and 
effort. 

A few  objections  have  been  raised. 
Aneckstein  and  Messinger4  believe  that  in 
younger  patients  a questionnaire  is  a more 
reliable  index  than  the  PEFR  in  the  diag- 
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nosis  of  chronic  bronchitis  and  that  the 
PEFR  can  detect  only  more  advanced  cases 
in  older-age  groups.  Olsen  and  Gilson5 
state  that  a valid  determination  depends 
more  on  the  force  and  cooperation  by  the 
patient  in  the  effort  of  blowing  than  in  the 
case  of  the  FEV,.  A technical  objection 
noted  by  Shepard11  is  that  the  determina- 
tion of  airway  resistance  is  estimated  at 
only  one  point  in  the  respiratory  cycle, 
whereas  in  diseases  such  as  asthma  and 
emphysema  increase  in  airway  resistance 
occurs  late  in  expiration.  Leiner  et  al .20 
point  out  that  the  determination  of  the 
PEFR  does  not  permit  the  differentiation 
between  restrictive  and  obstructive  pul- 
monary disease.  This  is  true,  however,  of 
other  tests  of  ventilatory  function  in  which 
elements  of  cooperation,  effort,  and  muscu- 
lar coordination  are  all  vital  in  the  perform- 
ance of  maximal  expiration.  Diseases  of 
the  pleura,  neurologic  defects,  changes  in 
the  chest  wall  secondary  to  thoracoplasty, 
kyphoscoliosis,  rheumatoid  spondylitis,  and 
paralytic  poliomyelitis  may  all  obscure  the 
role  of  the  true  state  of  airway  resistance, 
since  the  maximal  rate  of  expiration  is 
dependent  on  a number  of  factors  including 
the  force  of  elastic  recoil  of  the  lungs,  chest 
wall,  and  force  of  contraction  of  the  muscles 
of  expiration.  For  example,  a sixty-four- 
year-old  woman  with  a severe  defect  of  the 
chest  wall  due  to  an  almost  complete 
thoracoplasty  on  the  right  side  following 
pneumonectomy  for  pulmonary  tuberculo- 
sis was  found  to  have  a PEFR  of  120  L.  per 
minute.  In  this  clinical  setting,  however, 
the  reading  could  not  be  interpreted  as  a 
reflection  of  increased  airway  resistance 
secondary  to  chronic  obstructive  pulmo- 
nary disease. 

A recent  objection  to  the  use  of  the 
expiratory  flow  rate  as  a measure  of  irre- 
versibility of  airway  obstruction  and  assess- 
ment of  bronchodilator  therapy  has  been 
raised  by  Saunders.34  In  a group  of 
patients  with  radiologic  and  physiologic 
findings  of  chronic  obstructive  pulmonary 
disease,  isoprenaline  hydrochloride  caused 
no  improvement  in  the  PEFR  or  FEVi  and, 
judged  by  these  tests  only,  such  patients 
would  be  considered  to  have  irreversible 
air  obstruction.  However,  the  peak  in- 
spiratory flow  rale  (PI FRi  and  forced 
vital  capacity  (FVC)  markedly  increased 
suggesting  that  inspiratory  resistance  de- 


creased. This  author  believes  that  lack  of 
response  to  tests  involving  forced  expira- 
tion alone  should  not  be  regarded  as  evi- 
dence that  bronchodilator  drugs  are  of  no 
benefit  to  the  patient. 

In  spite  of  these  objections,  the  propo- 
nents of  the  test  believe  that  it  is  a simple, 
reliable,  and  inexpensive  method  of  deter- 
mining airway  resistance.  Several  authors 
have  pointed  out  the  need  for  an  eas- 
ier test  of  lung  function  than  those 
currently  in  use  employing  spirometric 
technics.3’4'6,8,10-12-16-18'20'35  The  most  fre- 
quently used  of  these  tests  are  the  MW  and 
FEV.  These  tests,  however,  are  time  con- 
suming, must  be  administered  by  a trained 
technician,  demand  understanding  and  good 
cooperation  on  the  part  of  the  subject,  and 
may  often  be  exhausting  for  the  seriously 
ill  patient.  They  often  can  be  done  only  in 
a specially  equipped  laboratory  rather  than 
at  the  bedside,  in  the  outpatient  clinic,  or 
physician’s  office.  In  a study  of  a compari- 
son of  two  bedside  methods  of  measuring 
airway  resistance  in  patients  on  bronchodi- 
lators,  Hoffbrand  et  a/.32  conclude  that  the 
peak  flow  meter  gives  a more  sensitive  index 
of  changes  in  airway  resistance  than  does 
a portable  bellows  spirometer  and  that  the 
peak  flow  meter  provides  the  method  of 
choice  when  a convenient  portable  instru- 
ment for  following  changes  in  airway  resist- 
ance is  indicated. 

Except  on  the  investigative  level  it  would 
seem  difficult  to  justify  the  use  of  compli- 
cated and  expensive  tests  of  ventilatory 
function  to  the  exclusion  of  a simple  and 
easy  to  perform  test  which  provides  similar 
clinical  information.  Studies  of  the  PEFR 
by  many  investigators  have  proved  it  to  be 
a reliable  test  of  expiratory  flow  rate  and,  in 
the  author’s  personal  experience,  has  proved 
most  helpful  in  the  management  of  patients 
with  a variety  of  pulmonary  problems. 

Summary 

The  use  of  the  Wright  peak  flow  meter 
has  proved  to  be  a simple,  inexpensive, 
generally  reproducible,  and  easy  to  perform 
test  to  determine  the  peak  expiratory  flow 
rate.  It  has  many  advantages  in  the 
evaluation  of  patients  in  the  hospital, 
clinic,  or  office.  From  observations  based 
on  testing  approximately  200  patients  with 
various  types  of  bronchopulmonary  dis- 
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orders,  representative  examples  of  the 
clinical  usefulness  of  the  Wright  peak  flow 
meter  are  cited. 

127  East  64th  Street 
New  York,  New  York  10021 
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T he  improvements  in  public  health  meas- 
ures and  in  private  medical  practice  have 
increased  the  life  span  for  both  men  and 
women  since  1900  by  twenty-five  years, 
largely  by  advances  in  prevention  of  in- 
fectious and  nutritional  diseases  and  by 
therapy  with  antibiotics.  The  gains 
achieved  in  this  area,  coupled  with  the  in- 
creased life  span  of  the  individuals,  have 
resulted  in  a great  increase  in  chronic 
diseases,  especially  of  the  cardiovascular 
type. 1 

There  appears  to  be  little  doubt  that  by 
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1980,  45  per  cent  of  the  population  will  be 
over  the  age  of  forty-five.  Accordingly, 
nearly  90  million  individuals  will  be  in  an 
age  group  in  which  vascular  disease  in  the 
form  of  ischemic  heart  disease  and  ischemic 
cerebrovascular  diseases  are  most  prev- 
alent. The  cost  of  heart  disease  alone  to 
the  nation  today  in  terms  of  merely  dollars 
and  cents  exceeds  $4  billion  annually.2 
This  does  not  include,  of  course,  the  intangi- 
ble loss  in  happiness,  comfort,  and  equanim- 
ity to  the  individual  and  his  family. 
Therefore,  it  is  imperative  to  recognize  the 
present  as  well  as  the  future  prevalence  and 
incidence  of  covert  coronary  heart  disease. 
This  presentation  will  describe  the  possibili- 
ties of  early  recognition  of  covert  ischemic 
heart  disease  and  ischemic  cerebrovascular 
disease  so  that  preventive  management  will 
be  instituted  early  and  hopefully  effec- 
tively. Prevention  of  the  first  episode  of 
these  two  debilitative  diseases  is  important 
not  only  from  the  viewpoint  of  the  initial 
episodes  but  also  from  the  viewpoint  of 
succeeding  episodes  which  may  occur  con- 
comitantly with  or  be  a sequence  to  the 
rehabilitation  management.  Insofar  as 
ischemic  heart  disease  is  concerned  there  is 
unequivocal  evidence  to  uphold  the  con- 
sequences of  early  recognition  of  the  disease 
coupled  with  early  preventive  therapy. 
The  death  rate  of  individuals  below  the 
age  of  thirty-five  during  their  first  episode 
of  acute  ischemic  heart  disease  is  circa  33 
per  cent,  whereas  the  death  rate  in  in- 
dividuals over  the  age  of  forty  from  their 
first  episode  of  acute  ischemic  heart 
disease  is  about  25  per  cent.  Accordingly 
by  delaying  the  acute  episode  for  five 
years  there  may  be  a chance  of  saving  about 
10  per  cent  of  individuals  from  death. 
Statistical  evaluation  of  the  survivors 
shows  an  equally  interesting  follow-up. 
The  survival  rate  of  the  younger  group 
with  coronary  attacks  in  a fifteen-year 
follow-up  is  40  per  cent,  whereas  there  are 
52  per  cent  alive  in  the  same  period  in  the 
older  group.  Again  there  is  an  extension  of 
about  12  per  cent  of  living  individuals. 
The  statistics  on  ischemic  cerebrovascular 
disease  are  not  available  at  this  juncture. 

The  possibility  of  recognizing  the  in- 
dividual who  is  particularly  prone  to 
ischemic  vascular  diseases  stems  from  the 
facts  that  (1)  there  is  a long  incubation 
period  prior  to  the  onset  of  overt  symptoms, 


2664  New  York  State  Journal  of  Medicine  / October  15,  1969 


TABLE  I.  Summary  of  variables  in  four  male  groups  (151  patients) 

Healthy  without  Healthy  with 

Family  History*  Family  History  I HD  ITCVD 


(37  Patients) 

(56  Patients) 

(33  Patients) 

(25  Patients) 

Variables 

Xf  ± 

S.E.** 

X 

± S.E. 

X 

:t  S.E. 

X ± 

S.E. 

Age 

41 

1.9 

48 

1.3 

55 

1 0 

65 

1 8 

Systolic  blood  pressure 
Diastolic  blood  pres- 

127 

2.5 

131 

2.1 

139 

4.2 

146 

3.8 

sure 

78 

1.9 

81 

1.1 

84 

2.1 

83 

2.2 

Cholesterol,  milligrams 
per  100  ml. 

Uric  acid,  milligrams 

215 

7.7 

234 

5.5 

264 

9.9 

235 

7.7 

per  100  ml. 
Triglycerides,  milli- 

5.6 

0.2 

5.9 

0.2 

6.1 

0.2 

5.9 

0.3 

grams  per  100  ml. 
Glucose  tolerance 

141 

15.6 

151 

11.5 

179 

11.1 

177 

10.4 

testff 

538 

14  6 

569 

14  8 

599 

22.1 

700 

33.2 

Insulin  sum*** 

196 

21.1 

225 

21  2 

280 

35.5 

304 

25.6 

* Includes  positive  heart  and  cerebrovascular  disease  in  parents  and  blood  relatives, 
t Average  finding. 


*♦  S.E.  = Standard  error  of  the  mean 

IJV 

tt  Sum  of  glucose  levels  at  fasting,  one-half-,  one-,  two-,  and  three-hour  intervals  during  an  oral  glucose  tolerance  test  in 
milligrams  per  100  ml. 

***Sum  of  plasma  immunoreactive  insulin  levels  at  fasting,  one-half-,  one-,  two-,  and  three-hour  intervals  during  an  oral 
glucose  tolerance  test  in  microunits  per  milliliter. 


and  (2)  there  are  many  parameters  known 
to  exist  in  those  individuals  who  are  incu- 
bating the  diseases. 

The  following  paragraphs  will  develop 
these  thoughts. 

Recognition  of  covert  IHD 
(ischemic  heart  disease) 

The  recognition  of  covert  IHD  depends 
on  the  interrelationships  of  a number  of 
variables  known  to  be  associated  with  this 
disorder.  It  should  be  emphasized  that 
there  has  been  no  proof  offered  by  any 
group  that  there  is  a direct  causal  rela- 
tionship between  any  single  factor  or  com- 
bination of  factors  and  IHD.  The  fol- 
lowing factors  are  considered  to  be  param- 
eters which  are  thought  to  be  of  assistance 
in  recognizing  covert  IHD3,4:  serum  cho- 

lesterol, serum  phospholipids,  serum  uric 
acid,  family  history,  body  build,  body 
height,  blood  pressure,  cigaret  smoking, 
and  diabetes  mellitus. 

Adequate  discussions  of  the  value  of 
each  of  these  parameters  in  detecting 
IHD  has  been  presented  in  several  publica- 
tions and  need  not  be  belabored  here.3,5 
It  should  be  re-emphasized,  however,  that 
the  sum  of  parameters,  as  has  been  espoused 
by  several  groups,  does  not  offer  the  degree 
of  resolution  of  prone  individuals  that  the 


linear  regression  analysis  does  if  applied 
properly.6'7 

There  are  several  areas  which  require 
more  discussion  because  they  tend  to  em- 
phasize the  fact  that  IHD  and  ITCVD 
(ischemic  thrombotic  cerebrovascular 
disease)  are  two  different  diseases.  IHD 
appears  to  be  more  affected  by  lipid 
disturbances;  ITCVD  appears  to  be  more 
affected  by  abnormal  carbohydrate  toler- 
ance similar  to  covert  or  chemical  diabetes 
mellitus. 

The  variables  in  the  four  groups  of 
individuals  are  summarized  in  Table  I: 
healthy  males  without  and  with  family 
history  of  vascular  disease,  respectively; 
males  with  IHD;  and  males  with  ITCVD. 
It  is  to  be  noted  that  there  are  differences 
in  these  two  diseased  groups  as  is  demon- 
strated from  the  table:  (1)  The  group 

with  ITCVD  is  about  ten  years  older  than 
those  with  IHD;  (2)  the  systolic  blood 
pressure  is  higher  in  the  ITCVD  group,  but 
the  diastolic  pressure  is  virtually  the 
same  in  all  groups;  (3)  serum  cholesterol 
is  elevated  in  IHD  and  is  normal  in  the 
other  three  groups;  (4)  the  triglycerides 
are  highest  in  the  IHD  group,  but  both  the 
IHD  and  ITCVD  are  statistically  higher 
than  the  healthy  groups;  and  (5)  the 
glucose  tolerance  test  sum  is  the  highest 
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in  the  ITCVD  group  as  is  the  plasma  im- 
munoreactive  insulin  sum. 

Carbohydrate  intolerance  and 
ischemic  vascular  disease 

It  has  been  reported  by  this  group  that 
there  are  76  per  cent  abnormal  oral  glucose 
tolerance  curves  in  patients  who  have 
documented  ITCVD.  This  number  ex- 
ceeds that  found  in  IHD  which  is  39  per 
cent.8  There  were  22  per  cent  and  32  per 
cent  abnormal  glucose  tolerance  test  re- 
sults in  the  healthy  subjects  without  and 
with  family  history  of  vascular  disease, 
respectively.  It  is  to  be  noted  that  there 
were  no  statistically  significant  differences 
between  the  number  of  abnormal  glucose 
tolerance  curves  in  the  IHD  group  and  the 
healthy  control  groups.  In  addition  to  the 
actual  differences  in  numbers,  the  con- 
figuration of  the  curves  is  vastly  dif- 
ferent.8,9 

The  immunoreactive  insulin  levels  reflect 
the  glucose  tolerance  curves  but  are  much 
more  dramatic  in  the  case  of  ITCVD  in 
which  the  three-hour  immunoreactive  insu- 
lin level  remains  almost  the  same  as  at  the 
two-hour  level. 

Selection  criteria  for  covert  ITCVD 

There  is  no  doubt  that  ITCVD  has  a 
long  incubation  period  with  the  net  result 
that  the  selection  of  candidates  for  the 
disease  becomes  feasible.  The  criteria  on 
which  to  build  this  selection  are  based  on 
the  following  variables:  (1)  age,  sixty- 

five  plus  or  minus  ten  years;  (2)  cholesterol, 
unimportant  and  within  the  high  normal 
range;  (3)  high  normal  values  of  trigly- 
cerides, 177  plus  or  minus  10  milligrams 
per  100  ml.  (normal  10  to  190);  (4) 

glucose  tolerance  curves  abnormal  in  about 
76  per  cent;  (5)  plasma  immunoreactive 
insulin  levels  which  are  approximately  20 
microunits  per  milliliter  above  all  values 
at  the  two-hour  period  and  which  remain  at 
that  level  during  the  three-hour  period; 
and  (6)  blood  pressure,  uric  acid,  and 
phospholipids  have  little  or  no  value  in 
delineating  the  candidate  for  ITCVD. 


Summary 

Criteria  have  been  described  which  per- 
mit the  selection  of  candidates  for  ischemic 
heart  disease.  These  parameters  consist 
of  cholesterol,  uric  acid,  body  build,  and 
phospholipids.  Other  criteria  which  have 
been  considered,  but  which  do  not  appear 
to  be  highly  discriminatory,  are  blood  pres- 
sure, diabetes  mellitus,  and  cigaret  smok- 
ing. The  parameters  which  may  permit 
the  selection  of  candidates  for  ITCVD 
(ischemic  thrombotic  cerebrovascular  dis- 
ease) differ  to  a great  extent  from  those 
employed  for  the  selection  of  candidates  for 
IHD  (ischemic  heart  disease).  Uric  acid, 
cholesterol,  and  phospholipids  are  within 
normal  limits.  Systolic  blood  pressure  is 
higher,  but  this  is  probably  age  associated 
because  the  patients  with  ITCVD  are  a 
decade  older  than  the  patients  with  IHD. 
The  most  important  criteria  for  selection 
of  covert  ITCVD  are  the  abnormal  glucose 
tolerance  curve  plus  an  abnormal  plasma 
immunoreactive  insulin  level.  In  the  lat- 
ter values  about  90  microunits  per  milli- 
liter which  persist  at  both  the  two-  and 
three-hour  postabsorption  period  are  highly 
suspicious. 
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P ENICILLIN  IS  RECOMMENDED  as  the  drug 
of  choice  for  the  treatment  of  streptococcal 
pharyngitis  because  of  its  ability  to  eradi- 
cate the  organisms.  Based  on  this  fact,  a 
treatment  regimen  recommended  by  the 
American  Heart  Association  is  the  oral 
administration  of  250,000  units  of  the  drug 
four  times  a day  for  ten  days.1  It  is  the 
purpose  of  this  report  to  show  that  this 
regimen,  even  when  used  under  favorable 
conditions,  cannot  be  guaranteed  to  be 
successful. 

Methods 

Throat  swabs  were  taken  from  students 
at  a university  student  health  service  with 
symptoms  of  pharyngitis.  These  were 
cultured  on  blood  agar  plates,  and  the  re- 
sults were  reported  semiquantitatively  as 
“many,”  “few,”  “rare,”  or  “none.” 

Students  with  cultures  positive  for  beta- 
hemolytic  streptococci  were  given  a supply 


TABLE  I.  Results  of  study  in  university 
population 


Colony 
Number 
(First  Culture) 

Number 

of 

Patients 

Strepto- 

cocci 

Eradi- 

cated 

Cure 

(Per 

Cent) 

Rare 

24 

14 

58 

Few 

40 

34 

85 

Many 

32 

23 

72 

Not  known 

9 

7 

78 

Totals 

105 

78 

74 

of  250, 000-unit  penicillin  tablets  and  in- 
structed to  take  1 tablet  on  a fasting 
stomach,  four  times  a day  for  ten  days,  and 
to  return  on  the  fourteenth  day  for  recul- 
ture. Bioassay  of  the  penicillin  tablets 
used  showed  them  to  contain  130  per  cent 
of  stated  potency.  Students  were  en- 
couraged to  complete  the  directed  course  of 
therapy  by  verbal  instructions  supple- 
mented by  printed  material,  which  em- 
phasized the  necessity  of  a complete  course 
to  minimize  the  incidence  of  rheumatic 
fever. 

On  return,  the  patients  were  questioned 
regarding  adherence  to  the  regimen,  and 
cultures  were  again  taken.  Only  those  who 
were  able  to  complete  the  full  ten  days  of 
therapy  are  included  in  this  study. 

Results 

The  results  are  summarized  in  Table  I. 
The  over-all  cure  rate  was  only  74  per  cent. 
This  varied  somewhat  with  the  number  of 
streptococci  in  the  original  culture,  and  the 
cure  rate  of  patients  with  “rare”  strep- 
tococci was  only  58  per  cent.  This  repre- 
sents a significant  difference  from  all  other 
groups  (chi-square  = 4.06;  p = 0.02  to 
0.05). 

Comment 

Treatment  of  streptococcal  pharyngitis 
with  oral  penicillin  in  recommended  doses 
for  ten  days  has  usually  been  observed  to 
eradicate  the  organisms  in  a high  percent- 
age of  patients.2  That  this  is  not  always 
the  case,  however,  is  evident  from  oc- 
casional series  showing  lower  cure  rates.3 
About  one  quarter  of  our  group  still 
harbored  beta-hemolytic  streptococci  after 
treatment. 


October  15,  1969  / New  York  State  Journal  of  Medicine  2667 


There  are  several  possible  reasons  for 
this  high  failure  rate.  The  organisms  may 
not  all  have  been  group  A.  However,  in  a 
previous  study  in  the  same  population,  less 
than  10  per  cent  of  hemolytic  streptococci 
could  be  proved  to  be  of  groups  other  than 
A.  The  drug  may  not  have  been  taken  as 
directed.  It  must  be  pointed  out,  how- 
ever, that  the  population  treated  was 
intelligent  and  cooperative,  measures  were 
taken  to  impress  patients  with  the  impor- 
tance of  completing  the  regimen,  and  those 
who  had  not  adhered  to  directions  were 
eliminated  from  the  study.  Resistance  of 
the  organisms  to  penicillin  seems  unlikely  in 
view  of  the  fact  that  the  susceptibility  of 
beta-hemolytic  streptococci  to  penicillin 
has  been  unaltered  during  the  antibiotic 
era.4 

One  possibility,  which  was  not 
studied  in  this  group,  is  that  the  con- 
comitant presence  of  staphylococci  in  the 
throats  of  some  patients  may  have  inter- 
fered with  the  curative  effect  of  penicillin.6 

Regardless  of  the  reason  for  failure,  it  is 
interesting  that  an  oral  penicillin  G regimen 
recommended  for  the  eradication  of  group 
A streptococci  failed  to  do  so  in  one  quarter 
of  the  patients.  That  these  patients  were 
university  students,  presumably  more  intel- 
ligent and  better  motivated  than  the  usual 
clinic  population,  makes  the  failure  of  this 
regimen  as  used  in  ordinary  clinical  practice 
even  more  noteworthy. 

The  data  suggest  that  when  only  rare 
streptococci  are  present  in  the  original 
throat  culture,  presumably  indicating  a 
carrier  state  rather  than  active  infection, 
the  organisms  are  less  likely  to  be  elim- 
inated than  in  patients  bearing  heavier 
populations  and  presumably  suffering  from 
actual  infection  with  streptococci. 


Summary 

Well-motivated  university  students  with 
symptoms  of  pharyngitis  and  positive 
cultures  for  beta-hemolytic  streptococci 
were  treated  with  a currently  recommended 
oral  penicillin  regimen,  250,000  units  four 
times  a day  for  ten  days.  Efforts  were 
made  to  eliminate  from  consideration  those 
who  had  not  completed  a course  of  therapy 
as  directed.  Throat  cultures  at  fourteen 
days  (four  days  after  stopping  penicillin) 
showed  eradication  of  the  organisms  in 
only  74  per  cent  of  cases.  Those  who  had 
only  rare  organisms  at  the  start  of  therapy 
were  less  likely  to  have  negative  follow-up 
cultures  than  those  with  greater  initial 
populations  of  streptococci,  suggesting  that 
it  is  more  difficult  to  eradicate  the  organ- 
isms from  carriers  than  from  patients 
with  actual  infection. 

The  possibility  that  this  regimen  may 
fail  to  eliminate  the  organisms  in  a signifi- 
cant number  of  patients  should  be  taken 
into  account  in  prescribing  oral  penicillin 
therapy  for  streptococcal  pharyngitis. 

Sisters  of  Charity  Hospital 
2157  Main  Street, 
Buffalo,  New  York  14214 
(Dr.  O’Connell) 
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Pulmonary  Lesion,  Hemoptysis, 
Anemia,  and  Progressive  Dyspnea 


Case  history 

Ralph  Pece,  M.D.:  An  eighty-six- 

year-old  Negro  woman  was  admitted  to  the 
hospital  with  a chief  complaint  of  hemopty- 
sis of  three  days’  duration.  For  three 
months  prior  to  admission,  progressive 
dyspnea,  productive  cough,  and  anorexia 
were  noted.  There  was  no  history  of  chest 
pain,  fever,  chills,  or  sweats. 

Nineteen  months  earlier,  the  patient  had 
been  admitted  to  the  hospital  for  “mental 
disturbance,”  and  a lesion  in  the  right 
lung  was  discovered  on  routine  chest  x-ray 
examination.  Surgery  was  advised  but 
was  refused  by  the  family.  There  was  no 
significant  change  in  her  condition  until 
three  months  prior  to  the  present  admis- 
sion. 

Twenty-six  years  earlier,  a right  nephrec- 
tomy was  performed  for  a malignant  tumor 
of  the  kidney.  Her  recovery  was  uncom- 
plicated, except  for  a history  of  mild  inter- 
mittent hypertension.  The  patient  re- 
turned to  work  as  a domestic  worker. 

Physical  examination  revealed  her  blood 
pressure  was  150/80,  pulse  rate  100  and 
regular,  respiratory  rate  18  per  minute, 
and  temperature  99.2  F.  The  patient  was 
well-developed,  well-nourished,  and  in  no 
acute  distress,  but  moderately  confused. 
Examination  of  the  eyes  showed  bilateral 
lenticular  opacities  and  2-  by  2-mm.  corneal 
ulcer  in  the  right  eye.  Chest  examination 
revealed  dullness,  decreased  breath  sounds, 
and  tactile  fremitus  at  the  base  of  the  right 
lung;  no  rales  or  rhonchi  were  audible. 
The  heart  showed  a grade  III  to  VI  ejec- 


tion systolic  murmur  radiating  from  the 
apex  to  the  base,  and  the  point  of  maximum 
impulse  was  diffuse.  The  abdomen  was 
soft;  the  liver  was  14  cm.  in  total  length 
and  in  midclavicular  line;  the  spleen  and 
kidney  were  not  palpable;  and  no  masses 
were  evident.  There  was  no  edema  or 
clubbing  of  the  extremities.  Bilateral 
shotty  inguinal  nodes  were  noted.  Rectal 
examination  revealed  hemorrhoids.  Neu- 
rologic examination  showed  normal  find- 
ings, and  deep  tendon  reflexes  bilaterally 
were  equal. 

The  hemoglobin  was  7.6  Gm.  per  100  ml. 
and  the  hematocrit  26.  The  white  blood 
cell  count  was  20,000  with  normal  differen- 
tial. The  blood  urea  nitrogen  was  30  mg. 
per  100  ml.  and  fasting  blood  sugar  110 
mg.  per  100  ml.  The  serum  glutamic 
oxaloacetic  transaminase  was  20  units, 
lactic  acid  dehydrogenase  580  units,  and 
total  bilirubin  0.7  mg.  per  100  ml.  Urinaly- 
sis showed  an  acid  reaction  with  a specific 
gravity  of  1010  and  protein  4 plus.  Micro- 
scopic examination  showed  25  white  and 
50  red  blood  cells.  Electrocardiogram 
showed  sinus  tachycardia;  electroenceph- 
alogram showed  diffuse  bilateral  slowing 
of  a mild  degree  in  all  areas  without  per- 
sistent focus.  A lung  scan  showed  large 
areas  of  no  perfusion  in  the  lower  third  of 
the  right  lung.  Bone  marrow  showed 
normal  cellular  distribution  except  for  mild 
plasmacytosis;  iron  stain  was  3 plus. 

On  the  eighth  hospital  day,  the  patient’s 
temperature  rose  to  101  F.,  and  urine  cul- 
ture revealed  100,000  Escherichia  coli  per 
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FIGURE  1.  Chest  roentgenograms.  (A)  Posteroanterior  view  showing  large  mass  of  homogenous  density 
in  right  lower  lung  field  and  nodular  density  in  left  lung  field.  (B)  Lateral  view  of  mass  in  right  lower  lobe. 


milliliter.  Tetracycline  therapy  was  started 
with  lysis  of  fever.  Progressive  lethargy 
was  associated  with  rising  blood  urea 
nitrogen  to  105  mg.  per  100  ml.  on  the 
thirty-first  day  and  to  1,800  mg.  per  100 
ml.  on  the  forty-fourth  day.  Also  on  the 
forty-fourth  hospital  day  there  was  marked 
deterioration  in  the  patient’s  condition 
with  development  of  bilateral  rhonci  and 
purulent  sputum  from  which  E.  coli  was 
cultured.  The  patient  died  on  the  forty- 
seventh  hospital  day. 

May  we  now  discuss  the  roentgenograms? 

Helen  Kinas,  M.D.:  Posteroanterior 

and  lateral  views  of  the  chest  films  showed 
a large  mass  of  homogenous  density  in  the 
lower  field  of  the  right  lung,  reaching  the 
anterior  part  of  the  third  right  rib.  The 
right  hemidiaphragm  was  indistinctly  out- 
lined. Bronchovascular  markings  were  in- 
creased bilaterally. 

The  heart  was  slightly  displaced  toward 
the  opposite  side.  The  left  lung  field 
showed  the  presence  of  a 1-cm.  nodular 
density  in  its  middle  portion  with  the  re- 
mainder of  the  lung  fields  being  clear.  The 
aortic  arch  showed  calcification  in  its  wall. 
The  bony  components  of  the  thorax  failed 
to  disclose  any  abnormalities. 

Tomograms  of  the  patient  in  antero- 


posterior and  right  lateral  positions  showed 
the  mass  in  the  lower  region  of  the  right 
lung  displacing  the  right  main  stem 
bronchus  upward  and  measuring  approxi- 
mately 10  by  12  cm.  in  diameter.  The 
lower  lobe  of  the  right  bronchus  was  com- 
pletely obliterated. 

Lateral  views  of  the  tomograms  showed 
that  the  mass  occupied  the  entire  lower 
right  lung  field,  with  obliteration  of  the 
anterior  and  posterior  cardiophrenic  angles 
by  pleural  reaction  and/or  fluid.  This 
mass  may  be  representative  of  a primary 
bronchogenic  carcinoma  with  contralateral 
spread  or  a metastatic  lesion.  Encap- 
sulated pleural  fluid  in  the  distal  third  of 
the  oblique  fissure  should  also  be  considered 
in  the  differential  diagnosis  (Fig.  1). 

Discussion 

Andrew  Wallman,  M.D.*:  We  are 

presented  with  an  elderly  Negro  woman 
who  was  admitted  to  the  hospital  with  a 
nineteen-month  history  of  a large  mass  in 
the  lower  lobe  of  the  right  lung,  a small 
nodular  lesion  in  the  midleft  lung,  hemopty- 
sis of  three  days’  duration,  and  progressive 

* Assistant  Attending  Physician,  Department  of  Medicine, 
The  Catholic  Medical  Center. 
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dyspnea  and  anorexia  of  two  months’ 
duration.  The  history  and  appearance  on 
x-ray  film  of  the  mass  in  the  lung  make  it 
unlikely  that  this  was  an  inflammatory 
type  of  lesion,  such  as  pneumonia,  lung 
abscess,  or  one  of  the  granulomatous 
diseases.  It  is  doubtful  that  this  could  have 
been  a congenital  lesion,  such  as  an  arterio- 
venous fistula  or  sequestration.  The  next 
category  to  be  considered  is  that  of  neo- 
plasm, primary  or  metastatic,  benign  or 
malignant.  The  size  of  the  lesion  and  the 
progressively  downhill  course  of  this  pa- 
tient would  seem  to  exclude  benign  or  low- 
grade  malignant  tumors  of  the  chest,  such 
as  bronchial  adenoma,  hamartoma,  and 
thymoma. 

The  highly  malignant  tumors  of  the 
chest,  such  as  bronchogenic  carcinoma, 
teratoma,  or  neurogenic  tumors  must  he 
considered,  as  well  as  metastatic  tumors 
from  the  colon,  breast,  female  genital  tract, 
thyroid,  and  kidney.  However,  metastatic 
tumors  are  not  so  prone  to  produce  hemop- 
tysis as  primary  tumors. 

The  patient’s  past  history  indicated  that 
twenty-six  years  prior  to  her  death  she  had 
undergone  right  nephrectomy  for  a malig- 
nant tumor  from  which  she  completely  re- 
covered. The  interesting  question  then 
is  whether  or  not  these  could  be  metastatic 
lesions  occurring  twenty-six  years  after 
nephrectomy.  This  is  possible  but  un- 
likely. 

The  pertinent  physical  findings  were  in 
the  chest.  The  lung  findings  were  com- 
patible with  consolidation  in  the  base  of 
the  right  lung.  The  patient  had  a grade 
III  to  VI  ejection  systolic  murmur  radiat- 
ing from  the  base  to  apex.  Davison  and 
Friedman1  found  that  in  the  elderly  pa- 
tient this  type  of  murmur  was  frequently 
associated  with  aortic  valve  disease.  One 
other  diagnosis  to  be  considered  is  non- 
bacterial  thrombotic  endocarditis,  which 
has  been  associated  with  various  types  of 
carcinoma  or  debilitating  diseases.  How- 
ever, this  is  relatively  rare,  and  the  most 
likely  explanation  in  this  case  is  a hemic 
murmur  which  can  frequently  be  heard 
when  the  hematocrit  is  less  than  30. 2 3 
Examination  of  the  extremities  revealed 
clubbing  of  the  fingers.  Twenty  to  thirty 
years  ago,  clubbing  of  the  fingers  was  pre- 
dominantly associated  with  infectious  dis- 
ease processes,  especially  chronic  infection. 


Hippocrates  in  500  B.C.  first  described 
clubbing  of  the  fingers  in  a patient  with 
empyema.  However,  since  the  advent  of 
antibiotics,  clubbing  of  the  fingers  has  been 
most  closely  associated  with  carcinoma  of 
the  lung.  Hammarsten.4  who  followed  22 
patients  with  clubbing  of  the  fingers, 
found  that  20  of  the  22  had  carcinoma  of  the 
lung.  Ten  per  cent  of  the  patients  with 
carcinoma  of  the  lung  develop  clubbing. 
Clubbing  of  the  fingers  has  also  been  as- 
sociated with  thickening  of  the  skin  and 
subcutaneous  tissues  of  the  head  and  face, 
but  no  mention  is  made  of  this  in  the 
examination  of  the  patient.  Clubbing  or 
hypertrophic  osteoarthropathy  has  also 
been  associated  with  other  types  of  car- 
cinoma, such  as  renal-cell  carcinoma.6 

The  neurologic  findings  of  left  arm  and 
leg  motor  weakness,  normal  reflexes,  ab- 
sence of  pathologic  reflexes,  and  mental 
confusion  suggests  one  of  the  neuro- 
muscular syndromes  that  have  been  re- 
ported with  various  types  of  carcinoma. 
These  include  peripheral  neuropathy,  corti- 
cal cerebellar  degeneration,  mental  changes, 
and  muscle  disorders,  in  addition  to  changes 
secondary  to  motor  neuron  deficits.6  The 
possibility  of  metastases  to  the  brain  also 
must  be  considered. 

The  routine  laboratory  studies  showed 
that  the  patient  had  an  elevated  white 
blood  cell  count  which  can  be  seen  in 
patients  with  renal-cell  carcinoma  and 
bronchogenic  carcinoma.  The  patient  was 
anemic,  and  the  bone  marrow  showed  a 
normocellular  distribution  except  for  mild 
plasmacytosis.  Iron  stain  was  3 plus. 
Normochromic  anemias  are  common  in 
patients  with  malignant  disease  and  are 
thought  to  be  due  to  a modest  decrease 
of  erythropoiesis.  Plasmacytosis  has  been 
reported  with  a variety  of  carcinomas,  in- 
cluding renal  and  lung  carcinoma.  Kiely,7 
in  a review  on  hypernephroma,  noted  that 
5 of  1 1 patients  had  plasmacytosis. 

The  large  pulmonary  (solitary)  nodules 
found  in  this  patient  are  most  commonly 
associated  with  tumors  of  the  large  bowel, 
especially  right  colon,  female  genitalia, 
nasopharynx,  and  kidney.  Because  of  the 
absence  of  palpable  masses  and  of  positive 
stool  guaiae  test  results;  significant  ade- 
nopathy; or  negative  results  from  gastro- 
intestinal, gynecologic,  and  nasopharyngeal 
examinations,  I feel  the  first  three  primary 
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sites  can  be  eliminated.  Primary  tumors 
of  the  chest,  such  as  thymomas,  occasion- 
ally are  located  low  and  anteriorly  because 
of  their  large  size.  However,  this  seems  to 
be  unlikely  in  this  patient.  We  can  also 
exclude  lymphomas,  of  which  only  50  cases 
of  patients  with  solitary  pulmonary  lesions 
are  reported  in  the  literature.8  Neurogenic 
tumors  usually  are  located  posteriorly,  and 
teratomas  are  found  most  frequently  in 
the  anterior  mediastinum  during  the  third 
and  fourth  decades  of  life.  In  addition  to 
this,  there  was  no  evidence  of  calcification 
in  the  lesion. 

The  possibility  that  the  lesions  in  the 
lung  are  late  metastases  of  the  patient’s 
renal-cell  carcinoma  which  was  removed 
twenty-six  years  earlier  has  to  be  given 
serious  consideration.  Renal  cell  carcinoma 
presents  some  of  the  most  bizarre  growth 
patterns  in  the  realm  of  neoplastic  disease. 
The  unpredictable  behavior  of  this  tumor, 
which  occurs  in  man  between  the  fifth  and 
seventh  decades  of  life,  with  a 2 to  1 ratio 
in  favor  of  the  male,  often  is  only  diagnosed 
after  metastases  have  occurred.  The 
peculiar  behavior  of  the  tumor  is  exempli- 
fied by  the  scattered  reports  of  spontaneous 
remissions  of  pulmonary  lesions  after 
nephrectomy,9,10  survival  after  resection 
of  metastases,1112  and  11  cases  reported  in 
the  literature  of  late  metastases  after 
twenty  years,  2 after  more  than  thirty 
years.  Kradjian  and  Bennington13  re- 
ported on  a patient  with  recurrence  of 
disease  thirty-one  years  after  nephrectomy 
and  reviewed  9 other  cases.  In  1966, 
Takats  and  Csapo14  reported  the  death  of  a 
patient  from  renal-cell  carcinoma  thirty- 
seven  years  after  tissue  identification  of  the 
tumor,  but  nephrectomy  was  not  per- 
formed. Interestingly,  this  man  had  had  a 
mass  in  the  right  upper  quadrant  of  the 
abdomen  for  ten  years  prior  to  this  period, 
making  this  a slow-growing  type  of  tumor 
during  more  than  forty-seven  years.  Four 
of  these  cases  in  the  literature  showed 
metastases  to  the  lungs.  Interestingly,  4 
patients  also  had  recurrence  of  disease  in 
the  incision  which  is  not  a common  finding 
in  those  dying  of  metastatic  lesion  of  the 
kidney.  Therefore,  the  possibility  exists 
that  this  is  also  a rare  case  of  late  metastases 
of  renal-cell  carcinoma  to  the  lung.  How- 
ever, in  this  patient  the  history  of  nephrec- 
tomy twenty-six  years  earlier  may  be  the 


“red  herring”  so  often  found  in  cases  dis- 
cussed at  clinicopathologic  conferences. 

The  last  possibility  to  be  considered  is  a 
primary  bronchogenic  carcinoma.  Ten 
per  cent  of  carcinoma  of  the  lung  occur  in 
patients  who  do  not  smoke  cigarets,  and 
half  the  cases  show  metastases  to  the  op- 
posite lobe  at  the  time  ‘of  diagnosis. 
Peripheral  bronchogenic  carcinomas  are 
able  to  grow  to  a large  size  without  produc- 
ing symptoms,  unless  they  involve  the 
pleura.  Statistically,  this  is  a more  likely 
diagnosis  than  renal-cell  carcinoma. 

The  terminal  course  of  this  patient  was 
one  of  uremia  preceded  by  an  episode  of 
pyelonephritis  which  responded  to  tetra- 
cycline. She  then  developed  fever  and 
purulent  sputum  from  which  E.  coli  was 
grown,  and  she  died  on  the  forty-seventh 
hospital  day. 

The  history  of  weight  loss,  anorexia,  in- 
creasing dyspnea,  the  relatively  long  dura- 
tion of  the  illness,  the  clubbing  of  fingers, 
motor  weakness,  mental  symptoms,  the 
findings  on  x-ray  film,  and  the  presence  of 
plasmacytosis  are  as  compatible  with  the 
diagnosis  of  bronchogenic  carcinoma  as  with 
renal-cell  carcinoma. 

Considering  the  rarity  of  recurrence  of 
renal-cell  carcinoma  after  twenty  years, 
which  would  make  this  patient  the  third 
longest  survivor  after  removal  of  a kidney 
tumor,  my  final  diagnosis  is  bronchogenic 
carcinoma. 

William  D’Angelo,  M.D.:  Is  there 

any  relationship  between  the  fact  that  the 
patient  had  mild  intermittent  hypertension 
and  only  one  kidney? 

Dr.  Wallman:  I cannot  answer  whether 
or  not  hypertension  is  less  severe  in  persons 
with  one  kidney  than  in  persons  with  both 
kidneys. 

Lawrence  Sherman,  M.D.:  Is  it  not 

true  that  bronchogenic  carcinoma  of  the 
squamous-cell  type  is  nonexistent  in  women 
who  do  not  smoke  cigarets? 

Dr.  Wallman:  It  is  rare,  but  it  does 

occur.  This  patient  probably  had  bron- 
chogenic adenocarcinoma  which  is  not  re- 
lated to  smoking  cigarets  and  occurs  with 
the  same  frequency  in  women  as  in  men. 

Clinical  diagnosis 

Bronchogenic  carcinoma 
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FIGURE  2.  (A)  Lung  showing  right  lower  and 
middle  lobes  replaced  by  tumor  mass  which  pro- 
trudes in  polypoid  fashion  into  lumen  of  right  main 
bronchus.  (B)  Ramifications  of  pulmonary  artery 
and  vein  into  cystic  spaces  of  tumor. 

Dr.  Wallman’s  diagnoses 

1.  Bronchogenic  carcinoma  of  right  lung 
with  metastases  to  left  lung  and  brain 


2.  Acute  pyelonephritis 

3.  Arteriolar  nephrosclerosis 

4.  E.  coli  bronchopneumonia 

Pathologic  report 

Zelma  Wessely,  M.D.:  On  opening  the 
thorax,  the  right  lung  appeared  to  be  more 
voluminous  than  the  left  and  was  covered 
by  extensive  fibrous  pleural  adhesions. 
The  middle  and  lower  lobes  of  the  right 
lung  were  replaced  by  a roughly  ovoid  tumor 
mass,  measuring  approximately  18  by  15 
by  13  cm.,  which  protruded  in  a polypoid 
fashion  into  the  lumen  of  the  right  main 
bronchus  at  its  bifurcation.  This  polyp 
was  covered  by  smooth,  pinkish,  and  shiny 
mucosa.  Section  showed  this  large,  well- 
demarcated  tumor  to  be  composed  of 
multiple  cysts,  filled  with  reddish-brown 
semifluid  material.  The  cysts  were  sepa- 
rated from  each  other  by  thin,  firm,  and 
transparent  septa  (Fig.  2A).  On  dissec- 
tion, ramifications  of  both  pulmonary  artery 
and  pulmonary  vein  could  be  followed  into 
the  cystic  structures  and  seemed  to  com- 
municate directly  with  their  lumina,  to  such 
an  extent  that  it  was  impossible  to  dis- 
tinguish whether  or  not  these  cystic  spaces 
represented  dilated  portions  of  vessels 
(Fig.  2B).  This  gross  appearance  made  us 
think  immediately  of  “atrioventricular 
fistula  and  sclerosing  hemangioma  of  the 
lung.” 

Examination  of  the  left  lung  revealed 
several  small  granular,  dry,  greyish,  slightly 
protruding  areas,  varying  in  size  from  0.2 
to  0.5  cm.  haphazardly  dispersed  through- 
out the  parenchyma  of  both  lobes.  The 
lymph  nodes  along  the  tracheobronchial 
tree  were  not  enlarged,  but  were  soft  and 
succulent,  and  did  not  suggest  tumor  in- 
volvement on  cut  section. 

The  left  kidney  showed  a finely  granular 
surface  with  some  flat  scars,  but  otherwise 
was  not  remarkable.  The  right  kidney  had 
been  surgically  removed  twenty-six  years 
previously,  and  the  renal  bed  appeared  to 
be  “clean.” 

Three  parathyroid  glands  were  identified, 
each  measuring  about  the  same  size, 
0.8  by  0.8  by  0.4  cm. 

The  stomach  showed  several  superficial 
ulcerations  along  the  lesser  curvature, 
varying  from  1.5  to  2 cm.  and  0.5  by  0.5 
cm. 
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FIGURE  3.  Microscopic  sections.  (A)  Gland-like  spaces,  lined  by  flattened  epithelium,  and  some  filled 
with  blood  in  tumor  of  right  lung.  (B)  Septa  separating  gland-like  spaces  show  areas  of  hyalinization  and 
focal  osseous  metaplasia. 


The  other  organs  were  of  lesser  interest. 
There  was  moderate  arteriosclerotic  heart 
disease,  a solitary  leiomyoma  of  the  uterus, 
and  several  foci  of  seborrheic  keratosis  of 
the  skin  were  present. 

Microscopic  examination  brought  the  big 
surprise.  Sections  from  the  right  lung 
showed  a honeycombed  structure;  some 
units  of  it  were  lined  by  cuboidal  cells, 
with  small  nucelus  and  eosinophilic  granular 
cytoplasm,  while  others  were  lined  by 
flattened  epithelium  and  filled  with  blood 
(Fig.  3A).  The  septa  separating  these 
cyst-like  spaces  varied  in  thickness  and 
showed  areas  of  hyalinization,  with  focal 
osseous  metaplasia  (Fig.  3B).  Sections 
from  the  left  lung  showed  areas  of  broncho- 
pneumonia and  small  foci,  composed  of 
gland-like  structures,  lined  by  tall  columnar 
cells,  with  eosinophilic  granular  cytoplasm, 
reminiscent  of  the  lesion  in  the  right  lung 
(Fig.  4 A and  B).  These  were  identified 
as  metastatic  renal  adenocarcinoma. 

As  we  found  only  severe  pyelonephritis 
and  arterio-arteriolosclerosis  in  the  avail- 
able kidney,  we  requested  to  see  the  micro- 


scopic slides  and  report  on  the  right  kidney 
which  was  removed  on  June  26,  1942,  at 
Long  Island  College  Hospital.  On  re- 
viewing these  slides,  we  were  struck  by 
the  histopathologic  similarity  of  the  2 
lesions  (Fig.  4C  and  D).  The  original 
tumor  mass  had  measured  7 by  6 by  6 cm., 
was  situated  in  the  lower  pole  of  the  kid- 
ney, and  appeared  to  be  surrounded  by  a 
dense  fibrous  capsule,  beyond  which  it  did 
not  extend  anywhere.  The  renal  vein, 
ureter,  and  perirenal  tissue  were  free  of 
tumor  cells,  an  important  finding,  accord- 
ing to  Throkmorton. 15  May  I emphasize  a 
few  points  Dr.  Wallman  previously  dis- 
cussed? 

Pulmonary  metastases  are  the  most  com- 
mon metastases  from  renal  carcinoma,16, 17 
and  long-term  survival  of  patients  with 
renal  carcinoma  is  well  documented. 18-21 
Examples  of  spontaneous  remissions  and  i 
disappearance  of  pulmonary  metastases 
after  nephrectomy  are  to  be  found  in  the 
literature.  22  -27  Starr  and  Miller28  de- 
scribe a solitary  jejunal  metastasis  twenty 
years  after  removal  of  renal  clear-cell 
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FIGURE  4.  Microscopic  sections.  (A)  Left  lung  showing  small  foci  of  metastatic  adenocarcinoma  and 
glands  lined  by  tall  columnar  cells,  and  (B)  high-power  view  of  lining  cells  showing  ample  granular  cyto- 
plasma  and  relatively  small  and  regular  round  nuclei.  (C)  Kidney  removed  in  1942  showing  remarkable 
similarity  to  lesion  in  right  lung  (Fig.  3A),  and  (D)  high-power  view. 
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carcinoma,  and  similar  cases  were  described 
by  Kradjian  and  Bennington,18  Rosof  and 
Rubin,29  Tandon,  Kumar,  and  Hafeez,80 
Graves  and  Mabrey,81  and  others. 

The  hemangioma-like  appearance  of  the 
main  tumor  mass  and  the  fact  that  we  had 
found  direct  communication  between  pul- 
monary artery,  pulmonary  vein,  and  tumor, 
made  us  wonder  whether  or  not  we  were 
dealing  with  metastases  into  a pulmonary 
vascular  lesion.  We  discussed  this  point 
with  Liebow82  in  whose  opinion  the  he- 
mangioma-like characteristics  of  the  lesion 
were  not  indicative  of  a separate  vascular 
lesion,  but  rather  of  stromal  changes,  as 
found  in  clear-cell  carcinoma  of  the  kid- 
ney, where  the  epithelium  may  all  but  dis- 
appear and  leave  immensely  dilated  vessels 
behind.  As  a result  of  vascular  breakage, 
these  may  be  associated  with  hemosiderosis 
and  hyalinization. 

In  the  literature,  several  cases  of  pulsat- 
ing metastases  from  a renal  adenocarcinoma 
are  mentioned,  and  their  differential  diag- 
nosis from  thyroid  carcinoma  metastases 
and  vascular  aneurysms  are  discussed.83-89 
It  is  also  well  known  that  the  resulting 
atrioventricular  shunts  will  give  you  sys- 
tematic symptoms  of  low  diastolic  blood 
pressure,  wide  range  of  pulse  pressure,  and 
bruits  and  thrills,  which  necessitate  dif- 
ferentiating the  tumor  from  such  entities 
as  aortic  insufficiency,  thyrotoxicosis, 
Paget’s  disease,  and  others. 

Since  the  patient  had  uremia  during  the 
terminal  period,  we  focused  our  interest  on 
the  parathyroid  glands,  three  of  which  were 
identified  and  found  to  be  slightly  enlarged. 
One  of  these  showed  the  usual  pattern  found 
in  patients  of  this  age  group,  while  the 
other  two  showed  definite  hyperplasia  of 
chief  cells,  complete  absence  of  fatty  in- 
filtration, small  islands  of  clear  cells,  and 
an  increase  in  eosinophilic  cells,  findings 
suggestive  of  secondary  hyperplasia  of  the 
parathyroid  glands.40  Robbins41  states 
that,  although  secondary  hyperparathyroid- 
ism affects  all  four  glands,  one,  two,  or 
even  three  may  be  spared  not  infrequently. 
The  basis  for  such  asymmetrical  involve- 
ment is  obscure.  Serum  calcium  and  serum 
phosphorus  estimations  in  this  patient  were 
within  normal  limits,  and  the  skeletal 
system  failed  to  show  any  signs  of  osteitis 
fibrosis  cystica,  thus  excluding  clinical 
hyperparathyroidism. 


Anatomic  diagnoses 

1.  Metastatic  adenocarcinoma  of  lung, 
histopathology  consistent  with  primary  renal 
adenocarcinoma ; (a)  large  cystic  metastasis 
occupying  right  lower  and  middle  lobes  of 
right  lung  with  arteriovenous  communication 
extending  into  it;  hemoptysis,  clinical;  ( b ) 
microscopic  foci  of  adenocarcinoma,  left 
lung;  (c)  dilatation  of  right  side  of  heart, 
mild;  (d)  acute  and  chronic  passive  con- 
gestion of  liver  and  spleen;  ( e ) status 
twenty-six  years  post-right  nephrectomy  for 
renal  adenocarcinoma;  and  (f)  cachexia. 

2.  Bronchopneumonia,  left  lung  with  E. 
coli  in  sputum  culture 

3.  Pyelonephritis,  chronic  and  severe; 
uremia,  terminal,  clinical;  and  secondary 
hyperplasia  of  parathyroid 

4.  Arteriosclerotic  cardiovascular  disease; 
coronary  sclerosis,  mild;  hypertrophy  of  left 
ventricle,  mild;  chronic  passive  congestion 
of  lungs;  and  arteriolonephrosclerosis,  severe 

5.  Leiomyomata  of  uterus,  small 

6.  Seborrheic  kerotosis  of  skin 

The  cause  of  death  was  bronchopneu- 
monia with  metastatic  renal  adenocarci- 
noma of  lung. 
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Regional  Anesthesia 
in  Poor-Risk  Patient 


Significant  advances  in  anesthesia  dur- 
ing  the  last  thirty  years  should  not  divert 
our  attention  from  previously  proved  meth- 
ods. Regional  anesthesia  may  be  one  of 
the  safest  procedures  to  use  in  a poor-risk 
patient,  as  exemplified  in  the  management 
of  the  following  case. 

Case  report 

A sixty-seven-year-old  man  was  admitted  to 
the  hospital  with  severe  chest  pain  of  twenty- 
four  hours’  duration,  slight  cyanosis,  and  mild 
icterus.  His  blood  pressure  was  150/100, 
pulse  rate  120  per  minute,  and  respirations  26 
per  minute.  He  gave  a history  of  myocardial 
infarction  and  cardiac  arrest  one  year  before 
this  admission.  He  sufFered  from  diabetes 
which  was  controlled  with  diet,  tolbutamide 
(Orinase)  2 Gm.,  digitalis  (Digoxin)  0.5  mg., 
and  hydrochlorothiazide  (HydroDIURIL)  150 
mg.,  daily.  According  to  his  family,  he  had 
suffered  substantial  loss  of  memory  since  his 
cardiac  arrest.  The  fasting  blood  sugar  was 
265  mg.  and  blood  urea  nitrogen  26  mg.  per 
100  ml. 

On  admission  electrocardiogram  indicated 
changes  consistent  with  myocardial  ischemia, 
anterolateral  infarct,  and  digitalis  toxicity. 
Atrial  and  nodal  premature  contractions,  oc- 
casional runs  of  ventricular  tachycardia,  and 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent’s  Hospital  Medical  Center,  New  York  City,  Feb- 
ruary 24,  1969.  Clinical  Anesthesia  Conferences  are  held 
on  the  fourth  Monday  of  each  month. 


a 2 : 1 heart  block  with  marked  cyanosis  were 
observed  during  the  first  two  days  of  his  hospital 
stay.  Quinidine  sulfate  was  administered  for 
two  days  followed  by  procainamide  hydro- 
chloride. On  this  regimen,  first  bigeminal 
rhythm  was  seen  which  later  reverted  to  sinus 
rhythm  with  frequent  premature  ventricular 
contractions.  At  this  point  lidocaine  hydro- 
chloride drip,  at  a rate  of  2 mg.  per  minute 
from  0.4  per  cent  solution,  was  started.  Al- 
though the  patient  was  in  congestive  heart 
failure,  further  administration  of  digitalis  was 
contraindicated  because  of  the  existing  digitalis 
toxicity. 

One  week  after  admission  the  patient  ex- 
perienced severe  pain  in  the  upper  right  region 
of  the  abdomen,  which  was  tender  to  touch. 
Laboratory  examination  revealed  a 20,000  white 
blood  cell  count  with  93  per  cent  polymorpho- 
nuclear leukocytes.  Alkaline  phosphatase 
was  6.2  mg.  and  bilirubin  4.1  mg.  per  100  ml. 
A diagnosis  of  acute  cholecystitis  was  made, 
but  surgical  intervention  was  deferred  because 
of  the  precarious  state  of  the  patient’s  heart. 
Antibiotics  were  administered.  Despite  the 
serious  conditions  of  this  patient,  who  showed 
markedly  elevated  temperatures  over  the  next 
four  days,  with  a white  blood  cell  count  reaching 
34,300,  it  was  decided  to  intervene  surgically. 

Fifty  mg.  of  diphenhydramine  hydrochloride 
were  injected  intramuscularly  ninety  minutes 
before  surgery.  On  arrival  in  the  operating 
room,  his  blood  pressure  was  118/60  and  pulse 
rate  130  per  minute  and  irregular.  The  base 
of  the  right  lung  was  atelectatic;  there  was 
one-pillow  orthopnea.  Central  venous  pres- 
sure was  22  cm.  water. 

The  right  fifth  to  twelfth  intercostal  nerves 
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were  blocked  with  1 per  cent  lidocaine  hydro- 
chloride containing  1:400,000  epinephrine,  and 
the  subcutaneous  tissue  was  infiltrated  in  the 
midline  from  the  xyphoid  to  the  umbilicus. 
A total  of  47  ml.  of  local  anesthetic  was  used. 
The  oropharynx  was  sprayed  with  1 per  cent 
tetracaine  hydrochloride  solution.  Droperidol, 
12  mg.,  was  administered  intravenously,  and 
as  soon  as  the  patient  appeared  to  be  sedated, 
the  cords  were  exposed.  Two  ml.  of  1 per  cent 
tetracaine  hydrochloride  were  instilled  into  the 
trachea  which  was  followed  by  the  introduction 
of  an  endotracheal  tube.  At  this  point  the 
blood  pressure  dropped  to  80/50  which  was 
corrected  with  4 mg.  of  methoxamine  hydro- 
chloride, intravenously.  Anesthesia  was  main- 
tained by  a mixture  of  3 L.  of  nitrous  oxide  and 
3 L.  of  oxygen  throughout  the  entire  operation, 
which  lasted  seventy  minutes.  His  respira- 
tions were  assisted. 

On  exploration,  a perforated  gallbladder  was 
found.  Although  the  only  procedure  planned 
for  this  acutely  ill  patient  was  incision  and 
drainage,  relaxation,  operating  conditions,  and 
the  stability  of  the  patient’s  vital  sign  were  good 
so  that  the  gallbladder  was  removed.  At  com- 
pletion of  surgery,  the  blood  pressure  was  110/ 
70,  pulse  rate  112  per  minute,  respiration  rate 
24  per  minute,  and  the  central  venous  pressure 
was  18  cm.  water.  Intravenous  fluids  were 
restricted  to  500  ml.  during  surgery. 

The  postoperative  course  was  uneventful. 
Procainamide  hydrochloride  was  continued 
for  control  of  arrhythmias,  diabetes  was 
treated  with  insulin,  antibiotics  were  admin- 
istered, and  a low-salt,  1,500-calorie  diet  was 
given.  The  patient  was  again  given  digitalis, 
which  was  now  tolerated  and  had  intermittent 
positive  pressure  breathing  to  combat  atelecta- 
sis and  heart  failure. 


Comment 

A successful  method  for  providing  anes 


thesia  in  a patient  who  is  a grave  risk  for 
emergency  surgery  has  been  described. 

The  choice  of  anesthesia  is  difficult  in  a 
patient  with  congestive  heart  failure,  hy- 
povolemia, high  temperature,  icterus,  cy- 
anosis, and  diabetes.  Any  agent  which 
depresses  the  myocardium,  precipitates 
arrhythmias,  or  decreases  liver  function 
should  be  avoided. 

Anesthesiologists  believe  that  intrave- 
nous as  well  as  inhalation  anesthesia  agents 
have  more  or  less  adverse  effects  on  cardio- 
pulmonary and  hepatic  functions.  The 
least  innocuous  gases  in  this  respect  are 
nitrous  oxide-oxygen  which  without  sup- 
plementation are  inadequate  to  provide 
anesthesia  for  surgical  intervention  in  the 
upper  part  of  the  abdomen.  Even  muscle- 
relaxant  drugs  are  relatively  contraindi- 
cated, both  the  depolarizing  and  nonde- 
polarizing agents  affect  the  heart  during 
administration  or  reversal. 

Droperidol  provides  tranquility  to  facili- 
tate intubation  while  patient  is  awake,  and 
nitrous  oxide-oxygen  in  a 50  per  cent  mix- 
ture provides  a light  plane  of  anesthesia 
which  does  not  influence  cardiopulmonary 
and  hepatic  functions.  Notwithstanding 
what  appeared  to  be  excessive  doses  of  both 
droperidol  and  the  local  anesthetic  for  such 
a poor-risk  patient,  which  may  have  pre- 
cipitated the  fall  in  blood  pressure,  inter- 
costal nerve  block,  skillfully  performed,  is  a 
most  useful  anesthesia  technic  in  the  acutely 
ill  patient  and  provides  excellent  conditions 
for  surgical  intervention  in  the  upper  por- 
tion of  the  abdomen. 


Number  one  hundred  ninety-four  in  a series  of  Clinical  Anesthesia  Conferences 
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A series  of  reviews  dealing  with 
research  background  and 
clinical  experience  with  drugs 


Quarterly  Review  of  Drugs 


High  Lights  of  1969 
Meetings 

PAUL  DE  HAEN 
New  York  City 

President,  Paul  de  Haen,  Inc 

T he  need  for  education  in  the  prescrib- 
ing of  drugs  has  never  been  greater  than  it 
is  today.  Advances  in  chemical,  pharma- 
cologic, and  medical  technology  and  the 
availability  of  highly  potent  drugs  with 
toxicologic  potential  have  brought  a com- 
plexity into  drug  therapy  that  no  one  can 
ignore.  In  his  presidential  address  at  the 
meeting  of  the  American  Therapeutic 
Society,  Chris  J.  D.  Zarafonetis,  M.D.,  of 
the  University  of  Michigan,  stated  that: 

Consideration  now  must  be  given  to  indi- 
vidual responses  to  drugs  according  to  age, 
sex,  and  functional  or  pathologic  state;  to 
patterns  of  metabolic  disposition,  patterns  of 
absorption  and  excretion;  to  enzyme  induc- 
tion, pharmacogenetics,  transferable  drug  re- 
sistance, and  many  other  aspects  from  drug 
dependence  to  drug  defaulting.  We  are  just 
beginning  to  recognize  important  interactions 
of  drugs  and  foreign  compounds,  whether  the 
latter  be  of  natural  origin,  or  are  food  addi- 
tives, pesticides,  or  industrial  chemicals. 


These  new  aspects  of  drug  therapy  point 
to  the  need  for  going  “back  to  school.” 
The  Pharmaceutical  Manufacturers  As- 
sociation Foundation  has  given  a special 
grant  to  the  American  Therapeutic  Society 
for  the  establishment  of  a guest  speakers’ 
program  in  therapeutics.  Medical  meetings 
also  offer  an  excellent  opportunity  to  learn, 
and  the  meetings  held  in  New  York  City 
in  July  were  no  exception.  Drug  therapy 
was  discussed  by  many  speakers,  and  a 
large  number  of  scientific  exhibits  pre- 
sented detailed  data  on  clinical  investiga- 
tions with  old  and  new  drugs,  some  of 
which  are  not  as  yet  available.  Descriptive 
folders  have  been  prepared  for  many  ex- 
hibits, and  copies  may  be  obtained  from  the 
authors.  The  following  brief  descriptions 
attempt  to  present  high  lights  of  some  of 
the  reports  and  exhibits  presented  at  the 
meetings  of  the  American  Medical  Associa- 
tion (AMA),  American  Therapeutic  So- 
ciety (Am.  Ther.  Soc.),  and  American  As- 
sociation for  the  Study  of  Headache. 
Selection  has  been  made  on  the  basis  of 
availability  of  adequate  data.  Articles 
and  exhibits  representing  merely  repetition 
of  previous  publications  have  been  dis- 
regarded. All  reports  are  classified  under 
specific  headings. 

The  most  encouraging  report  was  that  by 
John  H.  Cabins,  M.D.,  and  his  associates 
(Am.  Ther.  Soc.)  on  the  topical  use  of 
5-fluorouracil  in  the  treatment  of  super- 
ficial cutaneous  neoplasms,  recording  re- 
markable responses. 
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Results  of  a double-blind  study  were  analyzed 
by  six  categories.  Propiomazine  (40  mg.  intra- 
muscularly), meperidine  (50  mg.),  and  atropine 
(0.4  mg.)  produced  satisfactory  preanesthetic 
medication  in  76  per  cent  of  393  patients.  Re- 
placing propiomazine  with  a placebo  reduced 
effectiveness  to  50  per  cent  in  398  patients.  Re- 
spiratory or  circulatory  alterations  were  not 
observed. 

Anesthesia  lasting  fifteen  to  thirty  minutes  was 
produced  in  55  patients  with  an  average  age  of 
eighty-four  years.  Anesthetists  and  surgeons  re- 
ported good  to  excellent  anesthesia  in  about  43 
patients.  Hypertension  was  the  most  frequent 
side-effect,  occurring  43  times.  Ketamine  is  given 
intravenously  or  intramuscularly. 

The  use  of  propiomazine  hydrochloride  as  pre- 
medication of  obstetric  analgesia  in  635  primiparas 
and  1,572  multiparas  made  possible  a substantial 
reduction  in  the  dose  of  meperidine.  Propiom- 
azine has  a more  rapid  onset  and  shorter  duration 
of  action  than  other  commonly  used  drugs. 

A study  of  bupivacaine  hydrochloride  was  car- 
ried out  in  100  surgical  and  obstetric  patients 
using  epidural,  caudal,  and  peripheral  nerve  blocks. 
A comparison  was  made  of  equipotent  doses  of 
mepivacaine  (Carbocaine)  and  tetracaine  (Ponto- 
caine).  The  onset  of  action  of  bupivacaine  was 
comparable  to  mepivacaine  and  more  rapid  than 
tetracaine.  Duration  of  action  of  bupivacaine  was 
two  to  three  times  faster  than  mepivacaine  and 
one-quarter  to  one-half  times  faster  than  tetra- 
caine. 

To  produce  hypotension  in  conjunction  with 
light  halothane  anesthesia,  two  ganglionic  block- 
ing agents  may  be  used:  pentolinium  tartrate 

(long-acting)  and  trimethapan  camphorsulfonate 
(short-acting).  Each  has  its  specific  indications. 
Undesirable  rise  in  heart  rate  may  be  prevented 
by  the  intravenous  administration  of  the  adren- 
ergic blocking  agent,  propranolol. 

A double-blind  study  was  carried  out  in  342 
patients  suffering  from  postoperative  pain  in  the 
recovery  room.  Pentazocine  was  given  to  168  and 
morphine  to  174  patients;  the  drugs  were  adminis- 
tered intravenously  or  intramuscularly.  Results 
in  per  cent  were: 

Drug  Excellent  Good 

Pentazocine  35.7  43.5 

Morphine  24.1  48.9 

Pentazocine  may  be  given  repeatedly  without 
unfavorable  reactions;  recovery  room  time  aver- 
aged three  hours. 


Therapy  of  48  patients  resulted  in  complete 
tumor  response  and  re-epithelization  without  scar 
formation  in  over  95  per  cent  of  superficial  lesions. 
Drug  resistance  and  systemic  toxicity  did  not 
develop. 
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Findings 


Effects  were  observed  in  patients  with  mild  to 
moderate  hypertension.  Supine  blood  pressure 
was  reduced  4 per  cent,  standing  blood  pressure 
10  per  cent.  Concomitant  administration  of  an 
oral  diuretic  increased  reduction  in  blood  pressure 
to  15  and  22  per  cent. 

A double-blind  placebo-controlled  evaluation 
was  made  of  the  diuretic  methylsulfamoyl  (CI-456) 
as  an  antihypertensive  agent  in  ambulatory 
patients  with  essential  hypertension.  The  drug  is 
an  effective  hypotensive  agent  with  negligible 
changes  occurring  in  weight,  symptoms,  and  lab- 
oratory studies. 


The  time  it  took  for  thrombus  formation  was 
tested  in  17  patients  with  angina  pectoris.  Results 
in  minutes  were 


Pre-test 

8.7 

30  days 

11.2 

60  days 

14.6 

90  days 

13.5 

A progress  report  in  60  patients  showed  decrease 

in  coronary  incidents.  Further  study  is  war- 
ranted. 

A double-blind,  placebo-controlled  study  was 
carried  out  in  66  patients  in  a sitting  position.  A 
decrease  in  diastolic  pressure  was  at  least  20  mm. 
Hg  in  41  per  cent  and  8 to  18  mm.  Hg  in  27  per 
cent.  A comparison  with  guanethidine  revealed 
better  control  with  debrisoquin  in  40  per  cent, 
equally  well  controlled  with  both  drugs  in  40  per 
cent,  and  better  control  with  guanethidine  in  20 
per  cent. 


Suicide  rate  per  100,000  population  per  annum 
(general  population  11) 


Pediatrics 

10 

Obstetrics  and 

36 

Pathology 

25 

gynecology 

Surgery 

25 

Anesthesiology 

52 

Radiology 

27 

Preventive  medicine 

54 

General  practice 

34 

Ophthalmology 

55 

Internal  medicine 

34 

Psychiatry 

61 

The  high  dosage  of  one  drug  for  two  to  three 
weeks  (median  twelve  days)  in  the  hospital,  care- 
fully supervised,  was  as  effective  as  prolonged  hos- 
pital stay  (median  thirty-four  days).  A careful 
follow-up  of  outpatients  is  needed.  The  impor- 
tance of  continued  drug  intake  with  regularity  was 
stressed. 

A study  was  made  of  522  patients  over  sixty 
years  of  age,  143  male  and  379  female.  There  was 
no  need  for  further  treatment  of  196  patients  after 
three  years.  A dosage  of  30  to  150  mg.  of  thiorid- 
azine proved  especially  useful  in  controlling 
anxious  or  confused  geriatric  patients. 

A comparison  was  made  of  doxepin  hydrochlo- 
ride with  the  combination  of  perphenazine  and 
amitriptyline  in  40  psychoneurotic  depressed 
patients.  A single  drug  was  as  effective  as  com- 
bined therapy. 
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Findings 

Although  paradoxic,  restless  children  may  re- 
spond to  the  stimulant  methylphenidate  (Ritalin). 
Ninety  subjects  age  three  to  twenty  were  under 
treatment.  A careful  history  and  physical  ex- 
amination are  required. 

Experiments  carried  out  in  dogs  suggest  that 
the  antidepressant,  iprindole,  produces  fewer  car- 
diovascular effects  than  imipramine  and  may  act 
by  a different  mechanism.  Ten  mg.  per  kilogram 
imipramine  is  more  effective  than  20  mg.  per  kilo- 
gram of  iprindole. 

Withdrawn  behavior  and  psychomotor  retarda 
tion  occurring  in  chronic  schizophrenia  should  be 
regarded  as  manifestations  of  depression.  A 
double-blind  study  was  carried  out  with  60 
patients  who  were  treated  with  both  protriptyline 
hydrochloride  and  perphenazine.  Twenty  patients 
were  improved;  11  were  on  leave  from  the  hos- 
pital. Restlessness  and  tremor  were  reported  in 
16.7  per  cent.  Maintenance  therapy  is  vital. 

During  eighteen  months  8 patients  with  scarla- 
tiniform  eruption  due  to  diphenylhydantoin  have 
been  studied.  Circulating  antibodies  against  the 
drug  suggest  that  exfoliative  dermatitis  is  a hyper- 
sensitivity reaction  of  the  delayed  type. 

A double-blind  comparison  was  made  of  the 
effectiveness  of  preanesthetic  medication  with 
droperidol  (5  mg.  intramuscularly),  secobarbital 
(100  mg.  intramuscularly),  and  a placebo.  Evalu- 
ation of  effects  in  per  cent  are  as  follows: 


Dro- 

Secobar- 

Reactions 

peridol 

bital 

Placebo 

Calm,  relaxed 

59 

64 

64 

Drowsy 

44 

17 

8 

Awake 

26 

45 

66 

Desipramine  apparently  effects  a normalizing 
action  on  the  all-night  sleep  pattern  of  depressed 
patients.  A longitudinal  study  suggests  gradual 
improvement. 


Determination  of  the  drug  utilization  pattern  of 
practicing  physicians  is  possible  by  using  specially 
designed  prescription  forms  which  require  little 
extra  work  by  the  physician.  A survey  revealed 
the  following  classifications  of  prescriptions: 
generic  drugs,  11  per  cent;  combination  drugs,  30 
per  cent;  and  renewals,  6 per  cent. 

Multiphasic  screening  with  a host  of  laboratory 
tests  may  uncover  latent  conditions.  With  auto- 
mated multitest  laboratories  there  is  real  danger 
of  an  impersonal  attitude  to  medical  practice. 
The  physician  appears  to  be  removed  further  and 
further  from  the  patient.  The  cost  of  computer 
programs  may  be  high. 

The  percentage  of  patients  manifesting  adverse 
drug  reactions  in  various  hospitals  ranges  from  10 
to  18  per  cent.  In  most  instances  reactions  are 
due  to  pharmacologic  effects  of  drugs.  Multiple 
usage  of  drugs  in  hospitalized  patients  requires 
greater  attention  to  drug  interaction  as  a cause  of 
reactions.  There  is  a need  for  standardizing  study 
technics. 
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Findings 

Prescriptions  for  821  outpatients  were  reviewed 
for  three  years.  Diuretics  and  sedatives,  includ- 
ing antianxiety  drugs,  were  most  frequently  pre- 
scribed. Dosage  for  some  drugs  varied  widely. 
Self-appraisal  of  therapeutic  practices  of  the  medi- 
cal staff  was  encouraged.  Results  were  made 
available  to  the  local  medical  community. 


Cluster  headache  and  cluster  vertigo  may  ap- 
pear in  the  same  patient.  Both  respond  to  2 mg. 
of  methysergide  two  to  three  times  daily;  the 
dose  may  be  reduced  gradually.  Cessation  of 
administration  may  precipitate  new  attacks. 

Diagnosis  must  be  carefully  established.  Vas- 
cular headaches  may  be  prevented  with  desensi- 
tization with  histamine  diphosphate.  Preventive 
drug  therapy  may  require  oral  and  intravenous 
vitamins,  electrolytes,  ergotamine  derivatives, 
minor  tranquilizers,  and  mood  elevators. 

The  relation  of  migraine  headache  to  basophilic 
leukocytes  was  studied.  In  one-sided  migraine 
more  basophils  gather  and  lose  their  granules  near 
the  site  of  the  headache  than  in  places  further  re- 
moved. Heparin,  when  injected  intravenously 
very  early  during  migraine  attack,  terminated  the 
headache. 


Ten  patients  received  100-mg.  alcohol  enemas 
for  twenty-one  days.  Clinical  response  was  excel- 
lent in  3,  good  in  5,  and  poor  in  2.  Systemic  ab- 
sorption was  minimal.  The  post-treatment  me- 
tyrapone  (Metopirone)  test  showed  normal  results 
in  9 patients. 

Stilbestrol  therapy  caused  porphyria  cutanea 
tarda  in  2 patients,  1 after  five  years  and  another 
after  two  months.  A similar  reaction  was  ob- 
served after  one  and  one-half  years  of  therapy  with 
norethynodrel-mestranol  (Enovid),  5 mg.  It  is 
postulated  that  in  certain  individuals  estrogens 
activate  a particular  gene  which  controls  formation 
of  specific  liver  enzymes. 

The  most  interesting  part  of  this  presentation  is 
a review  of  a cooperative  study  in  the  United 
States,  Britain,  and  Sweden  on  the  blood  types  of 
women  in  whom  thromboembolism  develops  while 
receiving  oral  contraceptives.  The  risk  of  develop- 
ing thromboembolism  is  three  times  higher  in 
young  women  with  blood  types  A,  B,  and  AB 
than  in  women  having  type  O blood.  These  ge- 
netic differences  should  be  taken  into  account 
when  prescribing  oral  contraceptives. 

The  side-effects  with  norethindrone-mestranol 
(Ortho  Novum  1/80),  used  since  1967  in  551 
patients,  with  2,386  cycles,  and  no  pregnancies 
were  listed  as  follows: 
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Per  Cent 
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Twenty-two  patients,  averaging  fifty-six  years 
of  age,  were  treated  for  about  twelve  days  with 
both  ampicillin  and  tetracycline.  Both  antibiotics 
are  generally  effective  in  acute  exacerbations  of 
chronic  bronchitis.  The  effectiveness  of  tetra- 
cycline was  influenced  by  dosage-limiting  gastro- 
intestinal side-effects. 

Administration  of  live  attenuated  rubella  vac- 
cine in  children  resulted  in  high  antibody  response 
especially  in  four-  to  five- year-olds.  No  signifi- 
cant number  of  side-effects  occurred,  except  for 
some  mild  local  reactions.  A placebo  was  admin- 
istered to  495  children  and  to  602  adult  controls. 
There  was  no  epidemiologic  spread  of  vaccine 
virus. 

The  new  antibiotic,  doxycycline,  was  evaluated 
in  45  patients  with  upper  respiratory  tract  infec 
tions.  Good  results  were  observed  in  93.3  per 
cent  of  patients,  with  definite  improvement  in 
symptoms  and  a normal  temperature  within 
forty-eight  hours.  Therapy  is  improved  when 
laboratory  diagnostic  procedures  identify  the 
etiologic  agent  or  agents. 
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Case  Report 


Partial  Exchange 
Transfusion  in  Pregnant 
Women  with  Sickle 
Cell  Disease 

DARYL  E.  MURDOCH,  M.D. 

San  Pablo,  California 
BERNARD  N.  NATHANSON,  M.D. 

New  York,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology, 
Woman’s  Hospital,  St.  Luke’s  Hospital  Center 

T HE  PREGNANT  PATIENT  with  sickle  Cell 
disease  presents  a singular  challenge  for 
the  obstetrician.  This  hemoglobinopathy 
results  in  one  of  the  highest  perinatal 
mortality  rates  of  any  single  disorder,  ap- 
proaching 50  per  cent.  Although  sickling 
of  the  red  cells  was  first  reported  in  1910, 
the  scope  of  this  problem  was  not  well  de- 
fined until  fifteen  years  ago.  Several 
authors1-4  have  reported  the  use  of  ex- 
change transfusion  to  treat  these  women. 
The  purpose  of  this  report  is  to  relate  our 
experience  with  partial  exchange  trans- 
fusion in  a pregnant  patient  with  sickle  cell 
disease. 

Case  report 

A twenty-seven-year- old  Latin  female 
para  0-0- 1-0  was  admitted  with  a last 
menstrual  period  December  22.  She  had 
been  diagnosed  as  having  sickle  cell  disease 
two  and  one-half  years  previously.  During 
this  interval  she  had  been  admitted  to  the 
hospital  eight  times  in  a crisis  state.  Her 
first  pregnancy  had  terminated  in  a spon- 


taneous abortion  at  twenty-two  weeks’ 
gestation  with  intrauterine  demise. 

The  patient  was  certain  she  conceived 
in  early  January  and  an  antihuman  cho- 
rionic gonadotrophic  serum  test  (Gravindexl 
in  February  confirmed  the  finding  of  a 
gravid  uterus  of  six-weeks’  size.  Her 
hemoglobin  was  8.5  Gm.  per  100  ml., 
hematocrit  29  and  smear  revealed  7 per 
cent  normoblasts.  A partial  exchange 
transfusion  program  was  begun  during  the 
third  month  of  pregnancy  with  administra- 
tion of  1 or  2 units  of  blood  at  six-week  in- 
tervals. A total  of  9 units  was  exchanged 
during  the  next  six  months.  The  patient 
was  admitted  in  active  labor  at  thirty-eight 
weeks’  gestation  and  delivered  a 5-pound, 
8-ounce  girl,  Apgar  9,  over  a small  perine- 
otomy after  five  and  a half  hours  of  labor. 
The  mother’s  hemoglobin  on  admission 
was  9.3  Gm.  per  100  ml.,  and  postpartum 
it  was  8 Gm.  per  100  ml.  On  discharge  the 
hemoglobin  was  9.5  Gm.  per  100  ml.  The 
infant  was  placed  on  formula  and  began  to 
gain  weight  almost  immediately.  A sickle 
preparation  done  on  the  infant,  showed 
questionably  positive  results.  The  infant 
was  discharged  at  nine  days  of  age,  vigorous 
and  healthy,  weighing  6 pounds.  At  six 
months  of  age  the  infant  showed  positive 
results  for  sickle  disease  but  appeared 
healthy. 

Comment 

The  red  cells  of  patients  with  sickle  cell 
disease  contain  hemoglobin  S and  F.6  The 
hemoglobin  F (fetal)  may  vary  in  amount 
from  1 to  22  per  cent  and  persists  from 
infancy.  No  relationship  has  been  found 
between  the  amount  of  hemoglobin  F and 
the  severity  of  the  disease.  These  patients 
thus  afflicted  are  chronically  ill  and  usually 
have  a persistent  and  marked  anemia  of 
about  8 Gm.  per  100  ml.  of  hemoglobin. 
They  are  prone  to  acute  attacks  of  red  cell 
sludging  called  crises  which  result  in 
hemolysis,  focal  ischemia,  pain,  and  necrosis 
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especially  in  areas  of  hyperplasia  in  bone 
marrow.  Infections  are  very  common, 
pyelonephritis  being  most  common. 

In  the  past  these  patients  were  often  con- 
sidered to  be  infertile.  However,  this 
appears  to  be  relative  rather  than  real, 
much  as  was  seen  in  diabetes  in  an  earlier 
era,  because  these  women  (1)  have  a 
shortened  life  span,  (2)  are  chronically  ill, 

(3)  have  a chronic  marked  anemia,  and 

(4)  have  been  reported  to  have  possible  de- 
layed gonadal  maturation,6  only  10  per 
cent  of  the  expected  pregnancy  rate  in  each 
age  group  is  observed. 

In  the  antepartum  period,  the  persistent 
anemia  becomes  increasingly  severe  in  the 
third  trimester  resulting  in  poor  resistance 
and  a high  incidence  of  pyelitis,  pneumonia, 
and  puerperal  sepsis.  Despite  this,  most 
patients  with  sickle  cell  anemia  are  rela- 
tively free  from  crisis  during  gestation. 
Conservative  prenatal  care  is  recom- 
mended. Vitamin  supplements  should  be 
given  but  iron  should  be  withheld  even  in 
the  presence  of  anemia,  unless  the  anemia 
is  due  to  an  iron  deficiency  superimposed 
on  the  sicklemia.  These  patients  usually 
have  adequate  iron  serum  levels  and  high 
iron  stores,  so  that  if  supplemental  iron  is 
given  it  could  result  in  development  of 
hemosiderosis.7 

At  delivery,  oxygenation  is  important 
and  transfusion  may  be  given  to  increase 
oxygen-carrying  capacity.  Undue  trauma 
and  blood  loss  should  be  avoided  and  anti- 
biotic may  be  given  where  indicated.  In- 
duction of  labor  and  cesarean  section 
should  not  be  carried  out  solely  for  the 
presence  of  sickle  cell  disease.  The  per- 
inatal mortality  rate  is  approximately  50 
per  cent.  Most  of  these  babies  are  lost  as 
midtrimester  abortions  at  four  to  six 
months  and  the  rest  die  in  the  late  gesta- 
tional and  perinatal  period.8  The  abortion 
rate  is  4 times  normal;  however,  the  cause 
is  unknown.  Vascular  plugs  have  been 
noted  in  the  placenta,  but  placental  weights 
are  normal  and  no  persistent  fetal  ab- 
normality has  been  noted.9  The  maternal 
mortality  rate  is  approximately  20  per  cent 
due  to  the  triad  of  anemia,  bone  infarction, 
and  fat  embolism.  Although  the  incidence 
of  crisis  during  pregnancy  is  relatively  low 
in  sickle  cell  disease,  with  increasing  gravid- 
ity the  maternal  mortality  rate  rises  sharply 
as  a result  of  increasing  anemia,  leading 


to  increasing  bone  marrow  hyperplasia, 
increasing  susceptibility  to  crises,  fat  em- 
bolism, pulmonary  infarction,  and  death. 

Sterilization  should  be  offered  to  these 
patients,  and  those  who  have  completed 
their  families  should  be  encouraged  to 
have  ligation.  Eisenstein,  Posner,  and 
Friedman10  suggest  sterilization  after  two 
children  to  insure  that  the  mother  will 
survive  to  rear  her  family.  Curtis  and 
Beacham6  stated  that  sterilization  should 
be  done  after  the  first  pregnancy  if  severe 
complications  had  developed.  Foche  and 
Switzer11  have  advocated  therapeutic  abor- 
tion in  the  first  trimester  for  patients  who 
have  had  repeated  crises. 

Crisis  in  pregnancy  is  usually  treated 
symptomatically;  a multitude  of  agents 
have  been  used  with  only  limited  success 
in  alleviating  crisis.  Recently  Hendrickse 
and  Watson- Williams 12  have  advocated 
intravenous  heparin  with  continuation  pro- 
phylactically.  Intravenous  dextran  and 
fructose  have  been  suggested  by  Hender- 
son, Prince,  and  Green. 16  Transfusions 
have  been  used  with  variable  success  also. 
Experiments  by  Anderson  et  al . 1 have  re- 
cently shown  that  by  mixing  normal  with 
sickle  blood  in  a 30:70  ratio,  there  was  a 
marked  drop  in  ability  of  the  cells  to  sickle 
at  all  oxygen  tensions,  pH  remaining  con- 
stant. With  constant  pH  the  total  possible 
flow  time  was  cut  in  half  at  all  oxygen 
tensions. 

Since  transfusions  have  inherent  dangers, 
a program  of  partial  exchange  was  favored 
to  obviate  the  following  problems:  (1) 

to  avoid  circulatory  overload,  (2)  increase 
the  per  cent  of  donor  cells,  (3)  decrease 
the  chance  of  transfusion  hemosiderosis, 
and  (4)  to  attempt  to  prevent  crisis  with- 
out correction  of  anemia  per  se.  Anderson 
et  al.1  formulated  an  exchange  program 
that  included  1 pregnant  patient  with  sickle 
cell  disease.  One  unit  of  blood  was  ex- 
changed every  eight  weeks.  A range  of  30 
per  cent  donor  cells  was  maintained  post- 
transfusion and  with  15  per  cent  donor  cells 
on  return  at  eight  weeks.  With  an  ex- 
change every  six  weeks,  the  post-trans- 
fusion  level  of  donor  cells  rose  to  40  per 
cent,  with  25  per  cent  still  present  on  re- 
turn at  six  weeks.  By  maintaining  these 
levels  of  donor  cells,  the  patient  remained 
free  of  crisis,  active,  and  well.  Ricks3  per- 
formed exchange  transfusion  in  3 pregnant 
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women  with  sickle  cell  disease  four  to  six 
weeks  before  delivery,  administering  packed 
cells.  By  exchanging  85  per  cent  of  the 
patient’s  red  cells,  the  reticulocyte  count 
fell  on  the  average  from  5 to  0.7  per  cent 
and  the  hematocrit  rose  from  23  to  36. 

Conclusion 

An  argument  could  be  advanced  that  in 
the  patient  reported  there  is  no  evidence 
that  the  exchange  program  was  responsible 
for  her  smooth  gestational  course.  How- 
ever, in  the  thirty  months  prior  to  treat- 
ment, she  had  eight  hospital  admissions 
for  crises.  With  the  partial  exchange 
regimen  she  was  free  of  crisis.  Although 
her  obstetric  history  is  brief,  she  did  lose 
one  pregnancy  in  the  midtrimester,  as 
these  patients  typically  do.  With  the  ex- 
change transfusion  regimen,  the  gestation 
continued  to  term. 

Partial  exchange  transfusion  seems  to 
hold  promise  of  not  only  lowering  fetal 
and  maternal  mortality  rate,  but  also  of 
providing  an  improved  level  of  maternal 
health  in  patients  with  sickle  cell  disease. 
Further  studies  must  be  done  to  demon- 
strate the  true  value  of  this  regimen. 

Summary 

The  pregnant  sickle-cell  patient  pre- 
sents a challenge  to  the  obstetrician  be- 
cause of  the  high  perinatal  mortality  rate, 


50  per  cent,  and  a maternal  mortality  rate 
of  20  per  cent.  By  maintaining  ap- 
proximately 30  per  cent  normal  cells  in  the 
patient’s  blood,  crises  can  be  averted. 
Treatment  of  a patient  placed  on  a partial 
exchange  transfusion  program  to  maintain 
adequate  levels  of  normal  cells  is  presented. 
Further  study  of  this  promising  therapy  is 
felt  to  be  indicated. 
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Medical  schools  in  the  United  States 
have  not,  for  a considerable  period  of  years, 
produced  physicians  in  sufficient  numbers 
to  meet  the  population’s  insatiable  de- 
mands for  medical  services.  This  report 
attempts  to  provide  some  facts  which  may 
be  useful  in  promoting  a more  complete 
understanding  of  the  prevailing  situation 
with  regard  to  the  sources  and  charac- 
teristics of  newly  licensed  physicians  in 
New  York  State.  It  represents  a study  of 
4,832  physicians  licensed  during  the  calen- 
dar years  1967  and  1968. 

General  observations 

As  a frame  of  reference  for  the  more  de- 
tailed analyses  presented  later,  the  follow- 
ing general  observations  relate  to  the  total 
group  of  4,832  newly  licensed  physicians. 

Medical  education.  A total  of  63  per 
cent  were  graduates  of  medical  schools  in 
the  United  States.  Slightly  less  than  2 per 
cent  were  graduates  of  Canadian  medical 
schools.  Thirty-five  per  cent  were  gradu- 
ates of  medical  schools  outside  the  United 
States  and  Canada  and  are  classified  in 
this  survey  as  foreign  medical  school 
graduates.  Such  graduates  must  have  the 
Educational  Council  for  Foreign  Medical 
Graduates  standard  certificate  and  must 
have  completed  one  or  two  years  of  ap- 
proved hospital  training. 

Basis  of  licensure.  Fifty-one  per 
cent  of  the  graduates  were  licensed  on  the 


basis  of  certification  by  the  National  Board 
of  Medical  Examiners.  Thirty-two  per 
cent  were  licensed  on  the  basis  of  endorse- 
ment of  an  out-of-state  license,  which  in- 
cludes a small  fraction  of  partial  endorse- 
ments. Seventeen  per  cent  passed  the 
New  York  State  licensing  examination  in 
medicine. 

Age.  The  median  age  of  the  new 
licensees  was  approximately  thirty-three 
years.  The  median  age  for  United  States 
medical  school  graduates  was  approxi- 
mately twenty-nine  years  as  compared  with 
thirty-seven  years  for  foreign  medical 
school  graduates.  Nearly  36  per  cent  of 
the  newly  licensed  United  States  medical 
school  graduates  were  born  in  1941  or  later, 
while  less  than  0.5  of  1 per  cent  of  the 
foreign  medical  school  graduates  fell  into 
this  youngest  group.  Conversely,  about 
12  per  cent  of  the  foreign  medical  graduates 
were  born  before  1921  as  compared  with 
only  2 per  cent  of  the  United  States  medical 
school  graduates. 

Percentage  of  women.  Approximately 
9 per  cent  of  the  United  States  medical 
school  graduates  were  women,  as  com- 
pared with  about  15  per  cent  of  the  foreign 
graduates.  Among  the  84  graduates  of 
Canadian  medical  schools,  there  were  10 
women,  or  12  per  cent. 

Birthplaces  and  medical  education 

This  general  survey  of  new  licensees  is 
not  intended  to  provide  detailed  informa- 
tion concerning  the  migration  of  physicians 
or  medical  students.  It  will,  undoubtedly, 
add  some  additional  facts  for  discussions  of 
the  so-called  “brain  drain.”  The  informa- 
tion obtained  from  the  applications  is 
shown  in  Table  I. 

Basis  of  licensure 

The  basis  of  licensure  in  New  York 
State  varies  significantly  for  graduates  of 
United  States,  Canadian,  and  foreign 
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TABLE  I.  Birthplace  and  location  of  medical  schools  of  physicians  licensed  in  New  York  State 

in  1967  and  1968 


Birthplace 

Location  of 
Medical  School 

Number 

Per  Cent 

United  States 

United  States 

2,906 

60.1 

United  States 

Canada 

32 

0.7 

United  States 

Foreign 

172 

3.6 

Canada 

Canada 

43 

0.9 

Canada 

United  States 

6 

0.1 

Canada 

Foreign 

1 

0.0 

Foreign 

Foreign 

1,535 

31.8 

Foreign 

United  States 

128 

2.6 

Foreign 

Canada 

9 

0.2 

Totals 

4,832 

100.0 

TABLE  II.  Basis  of  licensure  and  location  of  medical  schools  of  physicians  licensed  in  New  York  State 

in  1967  and  1968 

Licensure 

Location  of 
Medical  School 

Number 

Per  Cent 

National  Board 

United  States 

2,441 

50.5 

National  Board 

Canada 

33 

0.7 

National  Board 

Foreign  (Cuba) 

4 

0.1 

Endorsement 

United  States 

527 

10.9 

Endorsement 

Canada 

48 

1.0 

Endorsement 

Foreign 

953 

19.7 

New  York  examination 

United  States 

72 

1.5 

New  York  examination 

Canada 

3 

0.1 

New  York  examination 

Foreign 

751 

15.5 

Totals 

4,832 

100.0 

medical  schools  (Table  II).  Graduates  of  passed  the  New  York  State  medical 


medical  schools  in  the  United  States  are 
principally  licensed  on  the  basis  of  exam- 
inations leading  to  the  certificate  of  the 
National  Board  of  Medical  Examiners,  a 
certificate  for  which  foreign  medical  gradu- 
ates are  not  eligible.  New  York  does,  how- 
ever, license  substantial  numbers  of  foreign 
medical  graduates  on  the  basis  of  out-of- 
state  licensing  examinations. 

Observations  which  may  he  of  special 
interest  to  a number  of  sectors  of  the 
medical  community  are  the  following: 

Doctors  of  Osteopathy.  The  National 


licensing  examination. 

Use  of  FLEX.  Beginning  in  June,  1969, 
New  York  State  will  be  using  FLEX,  the 
licensing  examination  prepared  by  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  Inc.,  in  place  of  one  pre- 
pared by  the  New  York  State  Board  of 
Medical  Examiners. 

Where  new  licensees  studied.  The 
extent  to  which  New  York  State  obtains 
physicians  who  are  graduates  of  schools  in 
other  jurisdictions  is  reflected  by  the  states 
and  countries  listed  in  Table  III.  A com- 


Board of  Medical  Examiners’  figure  of 
2,441  in  Table  II  includes  1 doctor  of 
osteopathy  who  passed  examinations  con- 
ducted by  the  National  Board  of  Examiners 
for  Osteopathic  Physicians  and  Surgeons 
and  accepted  under  a new  statutory  pro- 
vision. The  endorsement  figure  of  527 
includes  16  doctors  of  osteopathy  who  re- 
ceived endorsements  of  out-of-state  medical 
licenses.  The  examination  figure  of  72 
includes  23  doctors  of  osteopathy  who 


plete  listing  of  states  and  countries  would 
include  42  states  and  65  other  countries. 

Where  New  York  residents  studied. 
A survey  of  New  York’s  newly  licensed 
physicians  would  not  be  complete  without 
some  facts  concerning  those  who  were  born 
in  New  York  State.  Of  the  4,832  newly 
licensed  physicians  in  1967  and  1968,  37 
per  cent  or  1,808,  were  native  New  Yorkers. 
They  obtained  their  premedical  and  medical 
education  in  32  states  and  18  other  coun- 
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TABLE  III.  Location  of  medical  schools  attended 
by  physicians  licensed  in  New  York  State  in  1967 
and  1968 


Location 

Number 

Per  Cent 

New  York 

1,451 

30  0 

Pennsylvania 

275 

5.7 

Massachusetts 

196 

4 1 

Illinois 

180 

3.7 

Philippines 

140 

3.0 

District  of  Columbia 

135 

2.8 

Italy 

128 

2.6 

Cuba 

125 

2.6 

Argentina 

8a 

1.7 

Canada 

84 

1.7 

Iran 

83 

1.7 

Turkey 

73 

1.5 

California 

63 

1.3 

Maryland 

61 

1.3 

England 

60 

1.2 

Germany 

59 

1.2 

M issouri 

58 

1.2 

Switzerland 

56 

1.2 

Michigan 

53 

1.1 

India 

52 

1.1 

Romania 

50 

1.0 

Connecticut 

49 

1.0 

New  Jersey 

49 

1.0 

Greece 

49 

1.0 

Ohio 

48 

1.0 

Colombia 

46 

1.0 

Haiti 

46 

1.0 

Dominican  Republic 

43 

0.9 

Spain 

42 

0.9 

Other  states  (30) 

422 

8.7 

Other  countries  (48) 

572 

11.8 

Totals 

4,832 

100.0 

tries;  the  principal  ones  are  listed  in  Table 

IV. 


Eighty-three  per  cent  of  the  1,808  native 
New  Yorkers  were  licensed  on  the  basis  of 
National  Boards,  9 per  cent  by  out-of-state 
endorsement,  and  8 per  cent  by  passing 
the  New  York  licensing  examination.  The 
median  age  of  this  group  was  approximately 
twenty-eight  years.  Less  than  5 per  cent 
of  this  group  were  thirty-seven  years  of 
age  or  older.  Slightly  less  than  8 per  cent 
were  women. 

Pausing  for  reflection 

A general  descriptive  survey  is  obviously 
no  substitute  for  an  intensive  analysis  of 
any  aspect  of  medical  manpower  problems. 
The  present  survey  will,  however,  serve  a 
useful  purpose  if  it  helps  to  generate 
further  interest  in  and  study  of  the  prob- 
lems of  physician  supply  and  demand  on  an 
international  rather  than  a restricted 
geographical  basis.  The  diverse  locations 
in  which  newly  licensed  physicians  in 
New  York  State  receive  their  medical 
education  underscore  the  world-wide  char- 
acter of  the  problems  in  medical  education. 
Achieving  reasonable  consistency  of  edu- 
cational and  licensing  standards,  yet  being 
receptive  to  new  or  changing  concepts,  is 
of  special  concern  when  health  care  in  a 
single  state  is  entrusted  to  medical  gradu- 
ates of  more  than  60  countries. 

800  North  Pearl  Street 
Albany,  New  York  12204 


TABLE  IV.  Location  of  premedical  and  medical  schools  attended  by  physicians  born  in  New  York  State 

and  licensed  in  the  State  in  1967  and  1968 


Location 

' r I tflllfU 

Number 

itai  ociiouio 

Per  Cent 

Number 

Per  Cent 

New  York 

1,161 

64.2 

1,100 

60.9 

Illinois 

18 

1.0 

87 

4.8 

Massachusetts 

149 

8.3 

84 

4.7 

District  of  Columbia 

21 

1.2 

70 

3.9 

Pennsylvania 

91 

5.0 

62 

3.4 

Italy 

4 

0.2 

55 

3.0 

Switzerland 

0 

0.0 

28 

1.5 

New  Jersey 

73 

4.0 

27 

1.5 

Missouri 

2 

0.1 

24 

1.3 

Maryland 

15 

0.8 

19 

1.1 

Kentucky 

2 

0.1 

18 

1.0 

Connecticut 

34 

1.9 

16 

0.9 

Belgium 

1 

0.1 

16 

0.9 

California 

13 

0.7 

15 

0.8 

Nebraska 

1 

0.1 

15 

0.8 

Other  states  (20) 

203 

11.2 

109 

6.0 

Canada 

8 

0.4 

19 

1.1 

Other  countries  (14) 

12 

0.7 

44 

2.4 

Totals 

1,808 

100.0 

1,808 

100.0 
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Medical  Arts  and  Letters 


A Few  Kind  Words  About 
W.  Somerset  Maugham 
(1874-1965) 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Director  of  Laboratories,  Knickerbocker  Hospital; 
Associate  Professor  of  Pathology,  New  York  Medical  College 


One  can  scarcely  mention  the  name  of 
W.  Somerset  Maugham  without  touching 
off  a literary  controversy.  Critical  opinion 
of  the  late  Grand  Old  Man  of  English  let- 
ters ranges  from  Edmund  Wilson’s  harsh 
judgment,  “He  is  for  our  day  what  Bulwer- 
Lytton  was  for  Dickens’s:  a half-trashy 

novelist,  who  writes  badly,  but  is  patronized 
by  half-serious  readers,  who  do  not  care 
much  about  serious  writers,”  to  the 
encomia  of  other  critics  as  disparate  in 
their  points  of  view  as  Cyril  Connolly  who 
called  Maugham  “the  greatest  living  short- 
story  writer”  and  Christopher  Morley  who 
called  him  “the  most  readable  author  of 
our  time.”  The  truth,  one  suspects,  lies 
midway  between.  In  the  present  essay  I 
shall  consider  Maugham  as  a man  who  had 
medical  training  but  who  chose  to  leave  that 
profession  for  that  of  a writer. 

Maugham  was  eighteen  years  old  when 
he  entered  St.  Thomas’s  Hospital  Medical 
School  in  1892.  He  completed  his  training 
there  and  qualified  as  L.R.C.P.  and 
M.R.C.P.  in  1897.  In  his  last  year  as  a 
medical  student  he  wrote  his  first  novel, 
Liza  of  Lambeth,  based  on  his  experiences 
as  a houseman  “on  the  district”  performing 
the  required  number  of  deliveries  in  Lam- 
beth, a slum  district  on  the  south  side  of 
the  Thames,  as  is  St.  Thomas’s.  Any  man 
who  enters  medical  school,  sticks  it  out  for 
half  a dozen  years,  takes  care  of  the  sick 


poor,  delivers  babies  in  the  slums,  and  feels 
moved  to  write  a novel  about  it  has  a 
certain  streak  of  idealism,  a sense  of  com- 
passion. In  his  later  years  Maugham 
adopted  a protective  cynical  fagade,  and 
his  edged  wit  was  amusing  but  not  en- 
dearing, but  as  a young  man  he  had  his 
areas  of  human  sympathy.  Liza  of  Lambeth 
went  several  editions  up  to  1925  and  was 
reissued  in  1930  with  a preface  by  its  now 
famous  author.  In  it  he  tells  us  that  his 
first  piece  of  writing  was  a biography  of 
Meyerbeer  written  when  he  was  seventeen. 
A publisher  rejected  it,  and  he  burnt  the 
manuscript.  He  then  began  to  write  one- 
act  plays  in  the  realistic  style  of  Ibsen; 
no  manager  would  produce  them.  He  sent 
two  longish  stories  to  Fisher  Unwin,  who 
was  then  publishing  the  Pseudonym  Library. 
Unwin  thought  the  stories  a bit  short  but 
said  he  would  be  glad  to  read  a novel  if 
Maugham  had  one.  Over  three  decades 
later  Maugham  writes: 

I wrote  back  to  thank  him ...  I posted  the 
letter  and  ten  minutes  later  began  a novel. 
I was  working  all  day  at  St.  Thomas’s  Hos- 
pital and  could  only  write  in  the  evenings . . . 
I had  spent  the  usual  time  in  outpatients,  as 
clerk  on  the  medical  side  and  dresser  on  the 
surgical.  . . Then  I did  the  obstetric  work. 
In  order  to  obtain  the  necessary  certificate 
the  student  had  to  attend  twenty  confine- 
ments. I dare  say  this  is  all  changed  now,  but 
in  my  day  at  St.  Thomas’s  you  were  appointed 
obstetric  clerk  for  a period  of  three  weeks 
during  which  you  had  to  be  on  hand  day  and 
night.  You  took  a lodging  immediately  op- 
posite the  hospital  to  which  the  porter  had  a 
key,  and  if  you  were  wanted  in  the  night  he 
came  across  the  street  and  woke  you.  . . 
For  your  first  case  you  were  accompanied  by 
the  senior  obstetric  clerk,  a young  man  re- 
cently qualified,  but  after  that  you  were  ex- 
pected to  manage  by  yourself.  . . The 
messenger  led  you  through  the  dark  and  silent 
streets  of  Lambeth,  up  stinking  alleys  and 
into  sinister  courts  where  the  police  hesitated 
to  penetrate,  but  where  your  black  bag  pro- 
tected you  from  harm.  You  were  taken  to 
grim  houses.  . . I attended  sixty-three  con- 
finements in  three  weeks. 

This  was  the  material  I used  for  this  book. 
I exercised  little  invention.  I put  down  what 
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I had  seen  and  heard  as  plainly  as  possible. 
I seemed  very  bald  and  I think  I should  have 
liked  to  make  my  story  more  thrilling  and 
picturesque  by  the  exercise  of  my  fancy,  but 
I did  not  know  how  to.  I was  forced  to  stick 
to  the  facts  by  the  miserable  poverty  of  my 
imagination.  . I sent  the  novel  as  soon  as 
it  was  finished  to  Mr.  Fisher  Unwin,  and  three 
months  later  received  a letter  from  him  say- 
ing that  he  liked  it.  . . 

Influence  of  early  writing 

Unwin  was  a shrewd  publisher.  The 
novel  was  a realistic  story  of  life  and  love 
in  the  slums  culminating  in  the  tragic, 
understated  death  of  the  heroine  after  a 
criminal  abortion,  not  quite  the  usual 
fictional  fare  at  the  end  of  the  Victorian 
era.  The  objective  style  and  attempt  to 
recapture  the  dialect  of  the  slum  dwellers 
recalls  Stephen  Crane’s  Maggie,  a Girl  of  the 
Streets  which  had  appeared  shortly  before 
Liza  of  Lambeth  but  which  Maugham  had 
never  read.  Unwin  took  care  to  send  the 
novel  to  a number  of  clergymen  who  were 
interested  in  reform  and  in  improving  the 
lot  of  the  underprivileged.  Sermons  were 
preached  on  Liza  of  Lambeth.  The  book 
became  a subject  of  contemporary  con- 
troversy. Those  whose  image  of  Maugham 
is  confined  to  his  opulent  later  years  may 
find  it  difficult  to  cast  him  in  the  role  of  the 
young  writer  whose  first  novel  dealt  with 
a theme  of  importance  to  social  uplift. 
Maugham’s  intention  was  not  primarily 
that  of  a reformer;  like  any  other  novelist, 
he  had  an  idea  for  a story;  he  wanted  to 
get  it  written  and  published.  But  it  was 
the  human  interest  of  the  story  which  made 
the  book’s  success.  Maugham  decided  to 
become  a writer.  He  recounts  Unwin’s 
advice:  “It’s  very  hard  to  earn  a living  as 
a writer.  Writing  is  a very  good  staff,  but 
a very  bad  crutch.” 

Maugham  earned  £20  in  royalties  the 
first  year,  went  abroad,  and  returned  after 
a few  months  to  embark  on  a literary  career. 
At  the  close  of  the  preface  to  the  1930 
edition  Maugham  records  obliquely  a sug- 
gestion of  satisfaction  at  the  improvement 
in  the  London  slums: 

I ask  the  reader  to  take  this  book  not  as  a 
picture  of  life  in  the  slums  of  Lambeth  today 
but  as  that  of  a life  that  has  long  since  ceased 
to  be. 

Taste  changes  with  time,  and  the  ob- 


jective surface  realism  of  Liza  of  Lambeth 
may  seem  naive  and  simplistic  to  a reader 
in  the  third  quarter  of  the  twentieth  cen- 
tury, but  it  has  narrative  power,  characters 
who  move  and  speak  naturally,  and  a sense 
of  compassion  for  human  suffering  which 
shows  that  young  Maugham  had  that 
element  so  vital  to  a physician. 

Maugham’s  ability  to  be  touched  by 
human  pain  was  the  product  of  his  own  un- 
happy childhood.  In  later  years  he 
managed  to  erect  any  number  of  artificial 
barriers  between  himself  and  the  intoler- 
able pain  he  felt  at  human  anguish,  but  as  a 
young  man  he  could  communicate  his 
idealism  directly.  Success  as  a writer  did 
not  come  overnight;  his  next  novels  were 
not  quite  so  fortunate.  Soon  he  decided 
to  turn  his  hand  to  drama,  and  by  1908 
he  had  achieved  the  distinction  of  having 
four  plays  running  on  the  London  stage  at 
the  same  time:  Jack  Straw,  Mrs.  Dot,  Lady 
Frederick,  and  The  Explorer.  It  is  unkind 
to  complain  that  Maugham’s  plays  were 
conventional,  “well  made”  drawing  room 
comedies.  That  was  what  he  aimed  at,  and 
that  was  what  caught  the  public’s  eye.  The 
terms  “well  made,”  “competent,”  and 
“readable”  have  been  used  by  Maugham’s 
detractors  as  pejorative  epithets;  he  com- 
plains of  this  himself  in  The  Summing  Up. 
Not  every  play  or  novel  deals  with  a 
momentous  theme,  creates  an  archetypal 
myth,  or  builds  a never-to-be-forgotten 
epic,  not  unless  we  take  literally  the  ad- 
jectives and  nouns  of  the  people  who  write 
copy  for  the  “Coming  Next  Week”  trailers. 
There  is  a sufficiency  of  virtue  in  being 
“well  made,”  “competent,”  and  “read- 
able.” All  too  few  writers  achieve  that 
much. 

One  cannot  concede  that  the  conscious 
effort  to  write  intelligibly  for  a large  number 
of  readers  should  occasion  dispraise.  The 
condescending  use  of  the  word  “readable” 
by  the  self-styled  cognoscenti,  whose  fine 
Italian  hand  is  not  always  legible,  merely 
suggests  their  sense  of  pique  that  a writer 
with  a different  scale  of  literary  values 
should  be  accorded  merit  by  readers  whose 
tastes  and  appetites  rest  on  a broader  base. 
Much  as  one  may  enjoy  a visit  to  the  higher, 
and  possibly  more  rarefied,  strata  in  which 
the  literati  abide,  their  apologists’  houses 
do  not  seem  to  have  many  mansions,  and 
the  notion  that  the  real  estate  of  literary 
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distinction  is  an  exclusive  property  of  a 
select  circle  is  as  undemocratic  as  it  is  in- 
defensible. 

Durability  may  be  a more  useful  criterion 
of  value.  Not  all  of  Maugham’s  books  have 
fared  well.  Liza  of  Lambeth  is  referred  to 
but  rarely  read.  Mrs.  Craddock,  a novel  of 
1902,  is  all  but  forgotten,  and  one  could 
amplify  the  list  with  many  potboilers. 
However,  three  of  Maugham’s  novels  have 
survived,  are  read  with  pleasure  and  profit, 
and  must  be  reckoned  his  major  contribu- 
tion: Of  Human  Bondage  (1915),  The  Moon 
and  Sixpence  (1919),  and  Cakes  and  Ale 
(1930).  An  important  feature  which  con- 
tributes to  their  success  is  that  Maugham 
appears  in  them  personally.  There  is  some 
merit  to  his  modest  statement  in  the 
preface  to  Liza  of  Lambeth  that  he  “was 
forced  to  stick  to  the  facts  by  the  poverty 
of  [his]  imagination.”  Maugham’s  powers 
of  invention  improved  with  practice,  but  no 
one  would  ever  call  him  a highly  imagina- 
tive writer.  He  points  out  in  his  preface 
to  the  collected  edition  of  his  short  stories 
that  most  of  them  were  based  on  incidents 
and  characters  taken  from  real  life.  The 
raw  data  were  modified  by  the  fiction 
writer’s  skill,  but  the  impulse  for  the 
creation  lay  outside  the  writer.  He  was  at 
his  best  dealing  with  what  he  had  seen  and 
what  he  knew  first  hand.  He  was  under  no 
illusions  on  this  score.  His  abilities  did  not 
lie  in  the  current  of  fashion  among  the  in- 
telligentsia of  his  day.  He  describes  him- 
self as  an  Edwardian  novelist,  a teller  of 
tales,  and,  on  another  occasion,  he  informs 
us  that  his  short  stories  “have  a beginning, 
a middle,  and  an  end,”  not  a very  avant- 
garde  posture  to  assume  in  the  1920s  and 
1930s.  The  higher  criticism  may  have 
found  his  aims  meretricious,  but  within  the 
limits  he  set  for  himself  he  was  successful, 
and  one  often  suspects  that  some  of  the 
critical  attacks  on  him  were  tinged  by  a 
bit  of  envy  at  his  success.  But  one  cannot 
deny  Maugham’s  lack  of  profundity  in  the 
moral  and  philosophic  sphere.  His  meta- 
phor on  the  meaning  of  life  in  Of  Human 
Bondage,  the  varied  and  meaningless  pat- 
terns on  a Turkish  carpet,  is  a naive  render- 
ing of  Heraclitean  flux,  and  Larry  Darrell’s 
wisdom  gained  from  years  of  study  of 
Hindu  mysticism  in  The  Razor's  Edge 
would  not  enlighten  a sophomore.  His 
attempts  to  add  a “serious  purpose”  to 


such  novels  detract  rather  than  add;  he 
was  over  his  intellectual  depth. 

Personal  characteristics  in  writing 

Maugham’s  best-known  novel,  Of  Human 
Bondage,  furnishes  us  with  considerable 
autobiographic  detail,  some  very  thinly 
disguised,  some  modified,  partly  de- 
liberately to  satisfy  literary  needs,  partly 
unconsciously  because  of  his  psychologic 
makeup.  The  hero,  Philip  Carey,  serves  as 
Maugham’s  alter  ego.  In  the  section 
dealing  with  Philip’s  days  as  a medical 
student  we  learn  a great  deal  about 
Maugham’s  own  days  as  a medical  student 
and  his  reactions  to  that  experience.  His 
description  of  the  outpatient  department 
will  strike  a responsive  chord  in  any  reader 
who  has  ever  worked  in  one: 

It  seemed  to  Philip  that  he  alone  of  all  the 
clerks  saw  the  dramatic  interest  of  those 
afternoons.  To  the  others  men  and  women 
were  only  cases,  good  if  they  were  compli- 
cated, tiresome  if  obvious;  they  heard 
murmurs  and  were  astonished  at  abnormal 
livers;  an  unexpected  sound  in  the  lungs  gave 
them  something  to  talk  about.  But  to  Philip 
there  was  much  more.  He  found  an  interest 
in  just  looking  at  them,  in  the  shape  of  their 
heads  and  their  hands,  in  the  look  of  their  eyes 
and  the  length  of  their  noses.  You  saw  in 
that  room  human  nature  taken  by  surprise, 
and  often  the  mask  of  custom  was  torn  off 
rudely,  showing  you  the  soul  all  raw.  Some- 
times you  saw  an  untaught  stoicism  which  was 
profoundly  moving.  Once  Philip  saw  a man, 
rough  and  illiterate,  told  his  case  was  hopeless; 
and,  self-controlled  himself,  he  wondered  at 
the  splendid  instinct  which  forced  the  fellow 
to  keep  a stiff  upper  lip  before  strangers.  . . 

But  on  the  whole  the  impression  was  neither 
of  tragedy  nor  of  comedy.  There  was  no  de- 
scribing it.  It  was  manifold  and  various; 
there  were  tears  and  laughter,  happiness  and 
woe;  it  was  tedious  and  interesting  and  in- 
different; it  was  as  you  saw  it:  it  was 

tumultuous  and  passionate;  it  was  grave; 
it  was  sad  and  comic;  it  was  simple  and  com- 
plex; joy  was  there  and  despair;  the  love  of 
mothers  for  their  children,  and  of  men  for 
women;  lust  trailed  itself  through  the  rooms 
with  leaden  feet,  punishing  the  guilty  and  the 
innocent,  helpless  wives  and  wretched  chil- 
dren; drink  seized  men  and  women  and  cost  its 
inevitable  price;  death  sighed  in  these  rooms; 
and  the  beginning  of  life,  filling  some  poor 
girl  with  terror  and  shame,  was  diagnosed 
there.  There  was  neither  good  nor  bad  there. 
There  was  just  facts.  It  was  life. 

The  passage  is  a fine  example  of  late 
Victorian  prose,  a style  not  highly  valued 
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l>y  literary  critics  in  the  years  after  World 
War  I,  hut  it  communicates  with  direct 
simplicity  to  the  unsophisticated  reader. 
One  of  Maugham’s  devices  was  the  quick 
vignette  which,  like  Maupassant,  he 
sketched  with  swift,  sure  strokes.  It  is  a 
style  of  writing  often  called  “graphic,” 
and  the  term  is  not  ill-chosen,  since  the 
reader  can  easily  visualize  the  scene  before 
him.  Again,  from  Maugham’s  recollec- 
tions of  the  outpatient  department: 

Sometimes  there  was  comedy.  . . Once  a 
woman  came  who  was  a member  of  the  ballet 
at  a famous  music-hall.  She  looked  fifty  but 
gave  her  age  as  twenty-eight.  She  was  out- 
rageously painted  and  ogled  the  students  im- 
pudently with  large  black  eyes;  her  smiles 
were  grossly  alluring.  She  had  abundant 
self-confidence  and  treated  Dr.  Tyrell,  vastly 
amused,  with  the  easy  familiarity  with  which 
she  might  have  used  an  intoxicated  admirer. 
She  had  chronic  bronchitis  and  told  him  it 
hindered  her  in  the  exercise  of  her  profession. 
“I  don’t  know  why  I should  ‘ave  such  a 
thing,  upon  my  word  I don’t.  I’ve  never 
’ad  a day’s  illness  in  my  life.  You’ve  only  got 
to  look  at  me  to  know  that.” 

She  rolled  her  eyes  round  the  young  men, 
with  a long  sweep  of  painted  eyelashes,  and 
flashed  her  yellow  teeth  at  them.  She  spoke 
with  a cockney  accent,  but  with  an  affectation 
of  refinement  which  made  every  word  a feast 
of  fun. 

“It’s  what  they  call  a winter  cough,” 
answered  Dr.  Tyrell  gravely.  “A  great  many 
middle-aged  women  have  it.” 

“Well,  I never!  That  is  a nice  thing  to  say 
to  a lady.  No  one  ever  called  me  middle-aged 
before.” 

She  opened  her  eyes  very  wide  and  cocked 
her  head  on  one  side,  looking  at  him  with 
indescribable  archness. 

“That  is  the  disadvantage  of  our  profes- 
sion,” said  he.  “It  forces  us  sometimes  to  be 
ungallant.” 

She  took  the  prescription  and  gave  him  one 
last,  luscious  smile. 

“You  will  come  and  see  me  dance,  dearie, 
won’t  you?” 

“I  will  indeed.” 

He  rang  the  bell  for  the  next  case. 

“I’m  glad  you  gentlemen  were  here  to  pro- 
tect me.” 

Whatever  the  scene  may  lack  in  pro- 
found analysis  of  human  motivation,  the 
interplay  between  the  personages  is  vivid, 
and  the  passage  is  not  designed  to  do  any- 
thing more  than  fill  out  the  scene  in  the 
outpatient  department  with  incident. 
Maugham  had  no  intention  of  expanding 
such  minor  vignettes  into  major  episodes; 
that  would  have  violated  the  proportions 


of  his  novel.  One  of  his  virtues  as  a writer 
is  that  he  knew  when  to  stop. 

Other  sections  in  Of  Human  Bondage  re- 
veal his  clinical  acumen.  The  description 
of  Cronshaw’s  last  days  as  he  slowly  suc- 
cumbed to  cirrhosis  of  the  liver  shows  the 
clear  eye  of  the  bedside  physician. 
Maugham  kept  the  knack  of  clinical  ob- 
servation for  the  rest  of  his  life.  In  his 
last  novel.  The  Razor's  Edge  (1944),  the 
description  of  Elliott  Templeton  on  his 
deathbed  as  he  dies  slowly  of  uremia  is  as 
clear  as  if  the  writer  had  made  ward  rounds 
that  week.  Near  the  end  of  Of  Human 
Bondage  Maugham  describes  Philip  Carey’s 
experiences  on  the  obstetric  “district,” 
a capsule  version  of  his  own  experiences  as 
recorded  in  Liza  of  Lambeth.  Chapters 
113  and  114  show  his  sensitivity  not  only 
to  human  suffering  but  also  to  the  social 
and  economic  conditions  which  help  create 
such  suffering.  His  comments  written 
half  a century  ago  reflect  in  miniature  our 
contemporary  concern  for  slum  crowding 
and  the  population  explosion: 

The  houses  were  thickly  inhabited.  One 
family  lived  in  each  room,  and  in  the  daytime 
there  was  the  incessant  noise  of  children  play- 
ing in  the  court.  The  old  walls  were  the 
breeding-place  of  vermin;  the  air  was  so  foul 
that  often,  feeling  sick,  Philip  had  to  light 
his  pipe.  The  people  who  dwelt  there  lived 
from  hand  to  mouth.  Babies  were  unwel- 
come; the  man  received  them  with  surly 
anger,  the  mother  with  despair;  it  was  one 
more  mouth  to  feed,  and  there  was  little 
enough  wherewith  to  feed  those  already  there. 
Philip  often  discerned  the  wish  that  the  child 
might  be  bom  dead  or  die  quickly. 

Although  eighteen  years  away  from  his 
medical  school  days  and,  by  the  time  Of 
Human  Bondage  was  written,  a successful 
playwright  and  novelist,  Maugham  still  re- 
tained the  health  officer’s  concern  for 
housing,  sanitation,  nutrition,  and  infant 
mortality.  It  is  difficult  to  reconcile  such 
sympathy  with  the  charge  of  cynicism. 
He  also  had  insight  into  the  attitudes  of 
the  underprivileged  which  could  have  come 
only  from  a warm,  sensitive  nature  and 
from  having  worked  with  them: 

Philip  had  heard  that  the  poor  helped  one 
another,  but  woman  after  woman  complained 
to  him  that  she  could  not  get  anyone  in  to 
clean  up  and  see  to  the  children’s  dinner  with- 
out paying  for  the  service,  and  she  could  not 
afford  to  pay. . . Philip  learned  how  little 
there  was  in  common  between  the  poor  and 
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the  classes  above  them.  They  did  not  envy 
their  betters,  for  the  life  was  too  different,  and 
they  had  an  ideal  of  ease  which  made  the 
existence  of  the  middle-classes  seem  formal 
and  stiff;  moreover,  they  had  a certain  con- 
tempt for  them  because  they  were  soft  and 
did  not  work  with  their  hands.  The  proud 
merely  wished  to  be  left  alone,  but  the  ma- 
jority looked  upon  the  well-to-do  as  people  to 
be  exploited;  they  knew  what  to  say  in  order 
to  get  such  advantages  as  the  charitable 
might  put  at  their  disposal,  and  they  ac- 
cepted benefits  as  a right  which  came  to  them 
from  the  folly  of  their  superiors  and  their  own 
astuteness.  They  bore  the  curate  with  con- 
temptuous indifference,  but  the  district  visitor- 
excited  their  bitter  hatred.  . . Philip  dis- 
covered that  the  greatest  tragedy  of  life  to 
these  people  was  not  separation  or  death, 
that  was  natural  and  the  grief  of  it  could  be 
assuaged  with  tears,  but  loss  of  work. 

Maugham  was  not  a crusading  novelist, 
a writer  with  a pot  of  message,  but  it  is 
untrue  to  say  that  he  was  devoid  of  social 
concerns  and  had  no  feeling  for  the  prob- 
lems of  the  common  run  of  people. 

Of  Human  Bondage  is  autobiographic, 
and  for  the  first  two  thirds  of  it  Maugham 
sticks  fairly  close  to  reality.  To  disguise 
Whitstable  as  Blackstable  and  the  King’s 
School  at  Canterbury  as  Tercanbury  is 
scarcely  concealment.  Some  of  the  de- 
partures from  real  life  are  necessary  for  the 
sake  of  the  fiction.  For  example,  in  real 
life  Maugham  attended  St.  Thomas’s  with 
an  income  sufficient  for  his  needs  and  com- 
fort. He  lived  in  decent,  comfortable  rooms 
across  the  river  in  Vincent’s  Square,  West- 
minster; the  poorer  students  lived  on  the 
south  side  of  the  river  near  the  hospital. 
In  the  novel  Philip  Carey  interrupted  his 
medical  training  to  earn  money  for  tuition 
and  his  own  maintenance.  The  picture 
Maugham  outlines  of  himself  is  psychologi- 
cally correct.  Like  Philip  Carey  he  had  been 
born  in  Paris,  orphaned  as  a little  boy,  re- 
turned to  England  as  the  ward  of  his  uncle, 
the  narrow-minded,  parsimonious  vicar  of 
Whitstable,  and  sent  to  a public  school 
where  his  deformity  made  him  an  object  of 
ridicule.  After  school  he  had  spent  a year 
studying  philosophy  at  Heidelberg,  had 
made  an  unsuccessful  attempt  at  becoming 
a chartered  accountant,  and  had  finally  de- 
cided to  study  medicine.  He  projects 
clearly  the  image  of  a small,  shy  boy  whose 
emotional  isolation  after  his  parents’  death 
was  psychologically  devastating.  In  both 
Of  Human  Bondage  and  Cakes  and  Ale  we 


see  the  prepubescent  lad  and  awkward 
adolescent  youth  as  one  of  the  loneliest 
boys  in  fiction,  or  in  fact. 

Influence  of  family  contacts 

It  is  important  to  distinguish  fiction 
from  fact,  because  Maugham’s  fictional  dis- 
tortions of  fact  reveal  a great  deal  about 
his  character,  his  motivation,  and  the 
psychologic  problems  which  clouded  his 
later  years.  Much  of  the  factual  data  is 
plainly  but  sympathetically  put  down  by 
Maugham’s  nephew,  Robin  Maugham, 
more  properly  styled  Robin,  second  Vis- 
count Maugham  of  Hartfield,  a novelist  in 
his  own  right,  whose  memoir,  Somerset  and 
All  the  Maughams,  presents  the  picture  of 
the  more  famous  novelist  in  the  context 
of  his  family  constellation.  There  is  also 
more  than  a suggestion  of  Maugham  as 
“naughty  old  Uncle  Willie”  which  adds  a 
touch  of  wit  and  humanity  to  the  image. 
In  point  of  fact,  (William)  Somerset 
Maugham  came  from  a family  which  had 
been  prominent  in  the  legal  profession  for 
many  years.  His  grandfather,  Robert 
Maugham,  had  founded  the  Law  Society 
in  London.  His  father,  Robert  Ormond 
Maugham,  was  a partner  in  Maugham  and 
Sewall,  a successful  English  law  firm  in 
Paris.  Maugham  had  three  older  brothers, 
each  of  whom  entered  the  legal  profession; 
Charles,  the  eldest,  nine  years  older  than 
W.  Somerset,  practiced  successfully  in 
Paris;  Frederic,  his  senior  by  eight  years, 
became  one  of  England’s  leading  lawyers, 
later  Lord  Chancellor  and  first  Viscount 
Maugham  of  Hartfield;  Harry,  six  years 
older,  had  little  success  at  the  bar,  at- 
tempted to  become  a dramatist,  but  failed 
at  that,  and  committed  suicide  in  1904. 

The  gap  in  ages  between  Maugham  and 
his  older  brothers  is  important.  In  1877, 
when  he  was  not  yet  four  years  old,  the 
three  older  brothers  were  sent  from  Paris  to 
England  to  be  educated.  Maugham  was 
left  in  the  position  of  an  only  child  until 
his  mother  died  in  1882.  An  extremely 
beautiful  woman,  she  died  of  tuberculosis 
when  Maugham  was  eight  years  old,  six 
days  after  giving  birth  to  another  baby  boy 
who  lived  for  only  a few  hours.  This  was 
the  major  emotional  trauma  of  Maugham’s 
life;  it  was  a deprivation  from  which  his 
psyche  never  recovered.  Maugham  kept 
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her  photograph  on  his  bedside  table  all  the 
years  of  his  long  life;  it  was  there  when  he 
died  at  the  Villa  Mauresque  in  1965.  One 
of  the  most  moving  anecdotes  in  Robin 
Maugham’s  memoir  tells  us  how  deep  the 
wound  was  and  for  how  long  it  remained  un- 
healed: 

A few  years  ago  I dined  one  night  alone 
with  Willie  at  the  Dorchester.  He  was  ill 
and  in  pain,  and  his  mind  sometimes 
wandered.  Suddenly  he  muttered:  “I  shall 
never  get  over  her  death.  I shall  never  get 
over  it.”  For  an  instant  I supposed  that  he 
was  referring  to  my  much-beloved  sister  Kate 
who  had  died  recently,  but  as  he  went  on  talk- 
ing, I realized  from  the  context  of  his  words 
that  he  was  thinking  of  his  mother  who  had 
been  dead  for  over  eighty  years. 

In  real  life,  Maugham’s  mother  died  in 
1882;  his  father  died  of  cancer  in  1884 
when  Maugham  was  ten  years  old.  In  the 
fictional  distortion  of  Of  Human  Bondage 
Philip  Carey’s  father  dies  first,  then  his 
mother.  Killing  the  father  first  is  a rather 
oedipal  act. 

Physical  handicap 

Another  significant  distortion  of  reality 
in  Of  Human  Bondage  is  Philip  Carey’s  club 
foot;  in  real  life  Maugham’s  affliction  was  a 
stammer.  Both  the  pathogenesis  of  the 
stammer  and  the  unconscious  motives  de- 
termining the  selection  of  the  foot  as  the 
fictional  site  of  deformity  merit  scrutiny. 
Maugham’s  stammer  was  severe  and  dis- 
abling; it  distressed  him  deeply  and  he 
rarely  alluded  to  it  in  his  autobiographic 
writings.  It  developed  soon  after  his 
mother’s  death  and  grew  progressively 
worse  during  the  period  of  his  greatest  iso- 
lation. He  had  been  deprived  not  only 
of  the  affection  of  his  mother  and  father 
but  also  of  the  companionship  of  his  older 
brothers.  While  growing  up  at  his  uncle’s 
vicarage,  his  isolation  was  intensified  by  the 
lack  of  companions  of  his  own  age.  In 
Cakes  and  Ale  he  tells  us  that  his  frigid 
uncle  and  rigid  aunt  (of  German  parentage) 
did  not  allow  him  to  play  with  other  boys 
in  town  because  their  families  were  “in 
trade.”  Additional  circumstances  may 
have  added  insecurity  to  isolation  and  rein- 
forced his  stammer.  After  his  father’s 
estate  was  settled,  it  was  found  that  the 
four  boys  were  left  with  a very  meager 
patrimony.  By  being  brought  to  England, 


he  was  removed  from  the  secure  warmth  of 
a bilingual  household  to  a cold  atmosphere 
in  which  only  English  was  spoken.  Lastly, 
after  he  arrived  in  Whitstable,  his  nurse 
was  discharged  for  lack  of  money  to  pay 
her.  He  had  become  attached  to  her  after 
his  mother’s  death,  and  she  represented  a 
measure  of  affection  and  security.  His 
aunt  proved  an  inadequate  substitute  for 
anything  resembling  maternal  love. 

The  operative  effect  of  any  severe  speech 
impediment  is  to  deny  its  victim  satisfac- 
tion of  his  need  for  oral  expression  and  ful- 
fillment. In  Maugham  the  direct  effect 
was  to  disqualify  him  from  even  attempt- 
ing to  enter  the  legal  profession  in  which 
his  grandfather  and  father  had  excelled 
and  which  his  brothers  were  scheduled  to 
follow.  He  was  equally  unsuited  to  occupy 
a pulpit  as  his  uncle,  his  father’s  brother, 
was  doing.  One  is  tempted  to  suggest  that 
Maugham’s  method  of  demonstrating  his 
hostility  against  them  was  by  developing  a 
defect  which  would  be  evident  every  time 
he  opened  his  mouth.  He  denied  and  re- 
jected the  aspirations  and  traditions  of  his 
father’s  family  because  they  had  all  de- 
prived him  of  the  love  and  attention  he 
needed. 

The  stammer  served  to  isolate  young 
Maugham  even  further  from  sources  of 
affection  and  understanding.  His  hostility 
toward  his  family  was  so  intense  that  it 
amounted  to  inner  rage,  a rage  he  could  ex- 
press only  by  frustrating  the  most  accessible 
avenue  of  communication.  In  a sense, 
stammering  is  a form  of  ejaculatio  praecox: 
the  stammerer,  opening  a conversation, 
indicates  his  desire  to  establish  a relation- 
ship with  the  person  addressed;  his  voice 
serves  as  a stimulus,  but  when  communica- 
tion is  halting  or  fails,  the  other  party  is 
left  unsatisfied.  That  Maugham’s  stam- 
mer persisted  throughout  adult  life  en- 
abled him  to  maintain  whatever  un- 
conscious fantasies  of  satisfaction  he  may 
have  had  about  his  mother.  Unable  to 
establish  verbal  rapport  with  any  person 
who  might  substitute  maternal  affection, 
he  was  able  to  preserve  the  illusion  that 
any  real  emotional  tie  was  with  his  real 
mother. 

Maugham’s  comment  on  Arnold  Bennett, 
a fellow  stammerer,  in  Fifty  Modern  Writers 
(1933)  is  equally  applicable  to  his  own  case: 

. . .it  was  painful  to  watch  the  struggle  he 
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sometimes  had  to  get  the  words  out.  It  was 
torture  to  him.  Few  realized  the  exhaustion 
it  caused  him  to  speak.  What  to  most  men 
was  as  easy  as  breathing,  to  him  was  a con- 
stant strain.  It  tore  his  nerves  to  pieces. 
Few  knew  the  humiliation  it  exposed  him  to, 
the  ridicule  it  excited  in  many,  the  impatience 
it  aroused,  the  awkwardness  of  feeling  that 
it  made  people  find  him  tiresome;  and  the 
minor  exasperation  of  thinking  of  a good, 
amusing,  or  apt  remark  and  not  venturing  to 
say  it  in  case  the  stammer  ruined  it.  Few 
knew  the  distressing  sense  it  gave  rise  to  of  a 
bar  to  complete  contact  with  other  men.  It 
may  be  that  except  for  the  stammer  which 
forced  him  to  introspection,  Arnold  would 
never  have  become  a writer. 

The  insight  into  Bennett  was  horn  of 
personal  experience,  but  Maugham,  even 
at  the  end  of  his  sixth  decade,  could  not 
bring  himself  to  a public  statement  of  his 
own  disability. 

Emotional  problems 

When  Maugham  came  to  write  about 
Philip  Carey  in  Of  Human  Bondage,  he  was 
faced  with  the  task  of  selecting  a deformity 
for  his  fictional  creature  which  would  be  as 
disabling  as  his  own  stammer.  He  frankly 
stated  that  his  purpose  in  writing  Of  Human 
Bondage  was  a form  of  self-therapy,  “to  rid 
myself  of  an  intolerable  obsession;  I 
wanted  to  lay  those  old  ghosts,  and  I suc- 
ceeded.” How  well  he  succeeded  is  another 
question,  but  his  intent  was  unmistakable. 
He  displaced  the  deformity  caudally  from 
the  mouth  to  the  foot.  One  may  argue  that 
conventionally  the  foot  is  a male  genital 
equivalent  (it  fits  into  a shoe),  and  that  by 
selecting  a club  foot  as  the  fictional  impedi- 
ment, Maugham,  then  almost  forty  years 
old,  was  unconsciously  symbolizing  his  in- 
ability to  establish  a heterosexual  adjust- 
ment at  an  adult  level,  assigning  this  failure 
to  a congenital  cause.  There  is  a measure 
of  validity  in  this  reasoning,  but  it  is  overly 
simple  and,  possibly,  incomplete.  As  a 
schoolboy,  Maugham  was  very  small  and 
not  able  to  compete  physically  with  other 
boys.  By  contrast,  at  least  two  of  his  older 
brothers  were  adequate  athletes,  “good  at 
games,”  notably  cricket  and  football.  His 
selection  of  the  foot  may  have  represented 
in  part  his  refusal  to  compete  with  them  on 
any  terms  in  their  own  physical  world. 

The  classical  oedipal  hostility  of  the 
eldest  or  only  male  child  toward  the  father 


need  not  follow  the  typical  pattern  in  the 
case  of  younger  sons;  the  hostility  is  often 
displaced  onto  older  siblings.  Not  only 
had  Maugham  been  the  only  child  at  home 
between  the  ages  of  three  and  one-half 
and  eight,  but  he  also  lost  his  father  when 
he  was  ten;  when  his  father  died,  it  was 
predictable  that  he  displace  his  hostility 
onto  his  older  brothers.  Maugham  had 
three  to  choose  from  and,  democratically, 
he  disliked  them  equally.  In  later  life  his 
relationship  to  his  brothers  ranged  from 
negative  to  frigid.  His  sense  of  isolation 
within  the  family  constellation  was  as  com- 
plete as  from  his  schoolfellows,  and  he  paid 
an  appalling  price  for  it.  The  plight  of  the 
small,  shy  orphaned  boy  who  stammered 
and  was  the  victim  of  circumstances  be- 
yond his  comprehension  or  control  can- 
not fail  to  move  us  to  profound  pity.  Al- 
most all  of  Maugham’s  later  emotional 
difficulties  can  be  traced  back  to  his  de- 
prived boyhood. 

The  most  important  distortion  in  Of 
Human  Bondage  is  Philip  Carey’s  self- 
destructive love  affair  with  Mildred  Rogers. 
It  is  a striking  example  in  literature  of  the 
psychiatric  problem  known  as  “choice  of 
an  unsuitable  mate.”  Maugham  actually 
anticipates  in  his  novel  the  failure  of  the 
marriage  he  was  to  contract  so  soon  after 
it  was  written.  This  personal  tragedy  has 
been  made  public  by  Beverley  Nichols’s 
petty  book,  A Case  of  Human  Bondage. 
Nichols  defends  Syrie  Barnardo  Wellcome 
but  seems  more  intent  on  depicting  the 
last  four  decades  of  Maugham’s  life  as 
being  divided  into  two  equal  periods  of 
his  being  dominated  successively  by  the 
Bad  Fairy  (Gerald  Haxton)  then  the  Good 
Fairy  (Alan  Searle).  In  the  novel  Mildred 
Rogers  is  portrayed  as  lower-class,  vain, 
stupid,  and  selfish.  Philip  falls  hopelessly 
in  love  with  her  despite  her  lack  of  any  re- 
deeming feature.  Maugham  tells  us: 

Philip  was  repelled  by  her  flat  breast 
and  narrow  hips,  and  he  hated  the  vulgar 
way  in  which  she  did  her  hair.  He  loathed 
and  despised  himself  for  loving  her.  The 
fact  remained  that  he  was  helpless.  He 
felt  just  as  he  had  felt  sometimes  in  the  hands 
of  a bigger  boy  at  school.  He  had  struggled 
against  the  superior  strength  till  his  own 
strength  was  gone,  and  he  was  rendered  quite 
powerless.  . . 

From  this  all  too  captivating  beginning 
the  love-hate  relationship  runs  its  de- 
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grading  course:  Mildred  runs  off  with  a 

commercial  traveler  who  proves  to  have  a 
wife  and  three  children;  Philip  pays  for  the 
delivery  of  the  illegitimate  child;  later  he 
gives  her  money  so  she  can  spend  a week- 
end with  a fellow  medical  student  to  whom 
she  is  ardently  attracted  hut  who  views 
her  as  nothing  but  a casual  episode;  Philip 
wastes  his  last  penny  on  her  and  finally 
has  to  leave  medical  school  to  earn  money 
to  support  himself.  Throughout  their  en- 
tire “romance”  there  is  never  any  physical 
consummation;  in  fact  Mildred  is  repelled 
by  his  deformity.  To  call  Philip  Carey’s 
role  masochistic  is  almost  inadequate. 
Maugham  continues  to  lacerate  him  with 
new  indignities,  to  flagellate  his  spirit  with 
one  shameful  incident  after  another,  yet 
we  must  remember  that  Philip  is 
Maugham’s  alter  ego,  and  he  is  punishing 
his  own  image. 

In  real  life  Maugham  began  to  work  on 
Of  Human  Bondage  in  1912.  The  following 
year  he  met  Syrie  Barnado  Wellcome,  a 
woman  of  his  own  class,  cultivated,  percep- 
tive, well  turned  out,  and  a charming 
hostess.  She  was  separated  from  her  first 
husband,  Sir  Henry  Wellcome,  a founder  of 
Burroughs,  Wellcome  Ltd.,  and  in  the 
process  of  getting  a divorce.  Precisely 
when  Maugham  became  her  lover  is  not 
clear.  Soon  after  World  War  I broke  out, 
Maugham  finished  his  novel,  correcting  the 
proofs  while  serving  with  a Red  Cross 
ambulance  unit  in  the  autumn  of  1914,  in  a 
billet  near  Ypres  by  the  light  of  a candle, 
with  German  artillery  in  the  background. 
They  were  married  in  1916,  had  one  child, 
a daughter,  significantly  named  Lisa  (but 
not  of  Lambeth),  and  were  divorced  in 
1927. 

The  Maughams’  marriage  foundered  on 
the  rock  of  his  homosexuality.  Although 
the  anecdotal  history  of  his  early  homo- 
sexual contacts  has  not  been  preserved,  it 
is  not  difficult  to  assign  the  origin  of  his 
sexual  problems  to  an  unresolved  oedipal 
attachment  to  his  mother  and  the  absence 
of  a strong  father  or  father-substitute  on 
which  to  model  himself  in  his  search  for 
maturity.  This  should  not  be  a subject 
for  the  titterings  and  sniggerings  of  literary 
gossips  but  treated  as  a tragic  situation 
which  should  elicit  our  sympathy  for  those 
who  were  touched  by  it.  Like  so  many  bi- 
sexual men,  Maugham  deceived  himself 


about  his  true  nature.  His  nephew  reports 
a conversation  held  several  years  before 
Maugham  died: 

“I’ve  been  such  a fool,”  he  cried.  “And 
the  awful  thing  is  that  if  I had  my  life  to  live 
all  over  again  I’d  probably  make  the  same 
mistakes.” 

“What  mistakes?”  I asked. 

“Mer — my  greatest  one  was  this,”  he 
stammered.  “I  tried  to  persuade  myself 
that  I was  three-quarters  normal  and  that 
only  one-quarter  of  me  was  queer — whereas 
really  it  was  the  other  way  round.” 

Maugham  had  always  considered  him- 
self basically  heterosexual  with  only  spo- 
radic homosexual  escapades.  Some  time  dur- 
ing the  period  between  1908  and  1912  he 
had  an  intense,  prolonged  love  affair  with  a 
woman  who  was  to  serve  two  decades  later 
as  the  model  for  Rosie  Gann  in  Cakes  and 
Ale,  capturing  in  fiction  her  silvery  beauty, 
sexual  animality,  and  detached  promiscu- 
ity. When  Cakes  and  Ale  was  published  in 
1930,  literary  London  buzzed  with  gossip 
that  two  of  the  central  characters  were  un- 
pleasantly modeled  after  Hugh  Walpole 
(true)  and  Thomas  Hardy  (partly  true), 
but  no  one  considered  the  possibility  that 
Rosie  Gann  was  anything  but  the  product 
of  Maugham’s  literary  imagination.  In 
the  novel  he  depicts  himself  as  the  narrator 
and  as  having  had  a very  satisfying  affair 
with  her  for  a period  of  over  a year.  In 
real  life  the  model  for  Rosie  Gann  was  not  a 
barmaid  from  Whitstable  but  a woman 
prominent  in  London  society,  famed  for  her 
beauty,  the  daughter  of  a figure  in  public 
life,  whose  second  husband  was  the  politi- 
cally important  younger  son  of  a peer. 
Unfortunately  for  Maugham  they  could 
not  marry,  and  equally  unfortunate  for 
Maugham  and  his  wife  he  met  Gerald 
Haxton  shortly  before  their  marriage. 

In  the  early  1920s  when  Maugham’s 
marriage  was  failing,  he  found  escape  in 
travel.  Many  of  his  short  stories  are  de- 
rived from  his  experiences  as  a traveler  in 
the  Orient  and  East  Indies.  He  made  no 
bones  that  they  were  in  the  tradition  of 
Maupassant.  Many  are  anecdotal  and 
few  pretend  to  profundity,  but  they  are 
skillfully  executed  and  deservedly  popular. 
In  1928,  after  his  divorce,  he  purchased  the 
Villa  Mauresque  at  Cap  Ferrat  on  the 
French  Riviera  where  he  lived  with  Gerald 
Haxton  and  later  with  Alan  Searle.  It  is 
from  these  years  that  the  public  image  of 
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Maugham  has  developed,  that  of  the 
cynical  old  man  who  turned  out  potboilers, 
collected  French  impressionist  paintings, 
and  made  ill-advised  forays  into  literary 
criticism.  This  image  of  Maugham  was 
caught  “to  the  life”  by  Graham  Sutherland 
in  his  famous  portrait  which  now  hangs  in 
the  Tate  gallery.  The  over-all  icteric  tint 
is  completely  in  harmony  with  the  jaun- 
diced view  Maugham  took  of  his  fellow  man 
during  his  last  years,  and  the  pose  suggests 
a slightly  dehydrated  old  mandarin  with 
wrinkled,  parchment-like  skin,  hooded  eyes, 
and  disapproving  mouth.  It  is  not  difficult 
to  look  beneath  the  veneer  of  cynicism  and 
see  that  it  was  nothing  but  another  layer  of 
protection  against  the  world,  erected  by  a 
lonely,  frightened  man,  not  inherently  dif- 
ferent from  the  lonely,  frightened  boy. 
Maugham  had  been  so  deeply  wounded  by 
his  failure  at  marriage  and  was  so  concerned 
with  nursing  his  hurt  that  he  was  never 
again  able  to  feel  with  people  or  for  people 
as  a great  novelist  should.  He  did  not  lose 
his  craft  as  a writer  and  could  still  create 
memorable  characters,  but  his  insight  into 
them  was  blunted.  At  his  best  he  saw 
them  with  the  eyes  of  a bedside  doctor; 
he  could  classify  people  into  recognizable, 
identifiable  types;  he  could  even,  by  liter- 
ary devices,  endow  them  with  a sense  of 
individuality;  but  he  could  never  sound 
the  depths  of  their  emotions  and  capacities. 
The  sense  of  compassion  in  Of  Human 
Bondage  was  destroyed  by  his  own  private 
hell.  What  seems  to  have  galled  most 
critics  is  that  the  Villa  Mauresque  was  a 
very  comfortable  hell;  it  offered  every- 
thing but  fulfillment. 

Yet  Maugham  never  achieved  a satis- 
factory solution  of  his  own  intra psychic 
problems.  Even  his  arithmetical  analysis 
that  he  was  three-quarters  homosexual 
and  one-quarter  heterosexual  was  a super- 
ficial oversimplification.  If  we  infer  that 
his  homosexual  seduction  took  place  at 
public  school,  we  must  remember  that  this 
may  have  been  the  only  available  relation- 
ship for  a hoy  who  had  been  deprived  and 
excluded  from  any  other  form  of  love.  He 
had  already  manifested  his  anger  to  the 
world  by  erecting  the  barrier  of  stammering 
behind  which  he  withdrew.  To  some  ex- 
tent there  may  have  been  a contrapuntal 
withdrawal  of  the  world  from  him;  it  was 
difficult  for  his  schoolfellows  and  teachers 


to  establish  constructive  rapport  with  the 
shy,  withdrawn  boy  for  whom  ordinary 
verbal  communication  was  difficult.  It  is 
not  uncommon  for  a child  who  has  been 
emotionally  deprived  to  develop  fantasies 
that  in  some  way  he  is  responsible  for  his 
plight;  some  such  children  even  develop 
ideas  that  they  were  responsible  for  the 
death  of  a parent  or  a sibling,  for  a divorce, 
or  for  a bodily  injury  or  deformity.  Such 
fantasies  are  often  tinged  with  guilt  and 
may  lead  to  an  emotional  depression  which 
intensifies  the  withdrawal.  This  sense  of 
guilt  may  well  be  extended  to  include  guilt 
over  continuing  homosexual  practices. 

Whether  Maugham  in  fact  had  such 
fantasies  and  guilt  feelings  cannot  be  estab- 
lished, but  the  notion  serves  as  a useful 
speculation  to  explain  his  behavior  both 
as  a boy  and  as  a man.  When  in  his  fifties 
he  withdrew  from  marriage  and  moved 
from  England  to  the  French  Riviera  to 
live  out  a homosexual  relationship,  he  was 
repeating  the  pattern  set  in  his  boyhood. 
To  a certain  extent  there  was  an  external 
rationale.  Gerald  Haxton  could  not  live 
in  England;  a British  court  had  declared 
him  an  “undesirable  alien”  when  charges 
of  homosexual  conduct  had  been  pressed. 
It  was  easy  and  natural  for  Maugham  to 
retreat  to  France,  the  country  of  his  birth, 
which  he  associated  with  the  warmth  and 
affection  of  his  mother.  There  he  was  able 
to  create  both  a defense  and  a small  world 
in  which  his  psychologic  disability  was  ac- 
ceptable to  himself. 

Having  gone  to  such  elaborate  means  to 
justify  and  rationalize  his  own  behavior  to 
himself,  Maugham  paid  the  price  for  it  by 
presenting  to  the  public  only  the  defensive 
facade  of  the  cynical,  wordly  wise  man  of 
letters.  A writer  who  has  suffered  a serious 
emotional  hurt  can,  as  many  have  done, 
help  solve  his  own  problems  by  creating 
fictions  in  which  both  he  and  his  readers 
can  identify  sympathetically,  as  he  tries  to 
work  out  his  emotional  problems  through 
those  of  his  characters.  The  new  freedom 
in  twentieth  century  literature  which 
coincided  in  time  with  Maugham’s  career 
could  have  furnished  a climate  for  such 
literary  forms.  One  can  even  conjecture  the 
image  of  a writer  with  Maugham’s  personal 
history  and  medical  education  creating 
novels  which  probed  human  problems  with 
insight  and  profundity.  But  Maugham 
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had  either  been  hurt  too  deeply  or  had  in- 
sufficient psychologic  energy  to  adopt  such 
a course.  He  contented  himself  with  writ- 
ing beneath  his  capacity,  assuming  the 
guise  of  the  late  Victorian  or  Edwardian 
storyteller,  and  his  craftsman-like  fiction 
probes  no  deeper  than  the  surface  of  human 
emotion  and  interpersonal  relations.  Not 
having  worked  through  his  own  problems, 
he  could  not  work  out  those  of  the  charac- 
ters he  created,  nor  could  he  create  char- 
acters who  would. 

By  a curious  coincidence  two  other  auto- 
biographic novels  were  published  at  about 
the  same  time  as  Of  Human  Bondage , D.  H. 
Lawrence’s  Sons  and  Lovers  (1913)  and 
James  Joyce’s  Portrait  of  the  Artist  as  a 
Young  Man  (1916).  In  each  case  the  writer 
suffered  from  more  than  a fair  share 
of  psychopathologic  disturbances.  Law- 
rence’s novel  attempted  to  resolve  his  own 
oedipal  situation,  a morbid  attachment  to 
his  mother  who  had  died  in  1910  and  his 
hostility  toward  his  father.  In  the  midst  of 
revising  it,  he  ran  off  with  another  man’s 
wife,  actually  his  French  professor’s,  a 
woman  older  than  himself  and  the  mother 


Medical  Arts  and  Letters  errata 

The  truth  may  lead  at  times  into  unexpected 
byways. 

It  seems  on  expert  opinion  that  the  portrait 
reproduced  in  the  Medical  Arts  and  Letters 
section  on  August  1,  page  2159,  as  that  of 
Robert  Recorde  is  of  doubtful  authenticity. 

A most  interesting  letter  from  David  Piper, 
Director  of  the  Fitzwilliam  Museum  in  Cam- 
bridge, England,  explaining  the  situation  follows: 

“I  have  now  had  an  opportunity  to  look  at  the 
portrait  of  Recorde  under  the  lamp.  Un- 
fortunately the  new  varnish  fluoresces  to  a de- 
gree that  entirely  obscures  the  inscription.  On 
the  whole,  however,  the  paint,  apart  from  some 
rather  nasty  damages  on  the  face,  seems  to  be  in 
unexpectedly  good  order.  To  the  naked  eye 
and  under  a glass  the  new  inscription  appears 
to  be  coeval  with  the  rest  of  the  paint.  I 
would  think  that  the  picture  is  Flemish  and  I 


of  three  children,  a rather  oedipal  act  in- 
deed. His  marriage  to  Frieda  von  Rich- 
thofen Weekley  has  been  described  as  an 
armed  truce;  and  as  the  years  went  by,  his 
ability  to  establish  sound  interpersonal  re- 
lationships with  others  deteriorated.  By 
the  time  he  died  in  1930  he  had  ex-friends 
on  three  continents.  James  Joyce  at- 
tempted to  purge  himself  of  a variety  of 
guilts:  his  refusal  to  pray  at  his  mother’s 
deathbed,  his  hostility  toward  his  native 
Ireland  and  the  Roman  Catholic  Church, 
and  his  youthful  promiscuity.  The  neu- 
rotic conduct  of  his  last  three  decades,  the 
narcissism,  drinking,  and  marital  infidelities, 
are  now  public  knowledge.  Maugham’s 
novel  presaged  the  failure  of  his  own  mar- 
riage, a failure  from  which  he  escaped  into 
overt  homosexuality.  None  of  these  three 
novels  seems  to  have  conferred  any  psycho- 
therapeutic benefit  on  its  writer.  It  seems 
a wise  generalization  that  if  a writer  needs 
psychotherapy,  he  will  not  get  it  from  writ- 
ing an  autobiographic  novel.  Catharsis  in 
public  is  not  a cure. 

As  a physician,  Maugham  could  not  heal 
himself. 


see  no  reason  to  query  the  date  of  1631  which 
is  in  perfect  accordance  with  the  costume.  The 
latter  suggests  a Flemish  rather  than  an  English 
sitter,  and  I can  see  no  particular  reason  for 
this  painting  having  been  done  in  England. 

“This,  alas,  rules  out  I fear  the  identification 
as  Recorde.  I take  it  that  this  is  an  example  of 
a phenomenon  with  which  I became  only  too 
accustomed  at  the  National  Portrait  Gallery; 
a nameless  portrait  is  obviously  unsatisfactory 
and  the  temptation  to  supply  a name  in  good 
or  bad  faith  is  often  irresistible.  It  is  a habit 
that  goes  far  further  back  than  is  generally 
realized  and  deliberately  faked  identifications 
occur  certainly  as  early  as  the  early  eighteenth 
century.  I fear  this  is  not  a posthumous  image 
of  Recorde,  but  a portrait  of  an  unknown 
Flemish  gentleman  baptised  some  time  in  the 
nineteenth  century  as  Recorde.” 

The  editor  shares  this  information  with  the 
readers  in  the  hope  that  they  will  forgive  this 
error  of  three  hundred  years’  standing. 


October  15,  1969  / New  York  State  Journal  of  Medicine  2701 


Malpractice  Insurance 
and  Defense 


The  following  report  to  the  Council,  presented  by  Arthur  J.  Mannix,  M.D.,  chair- 
man of  the  Malpractice  Insurance  and  Defense  Board , was  unanimously  approved 
by  the  Council  at  its  meeting  on  May  22,  1969,  at  the  Society’s  headquarters,  750 
Third  Avenue,  New  York  City. 

Report  of  Malpractice  Insurance  and  Defense  Board 


To  the  Council,  Gentlemen: 

Headlines  across  the  country  have  warned  us 
of  the  difficulties  the  medical  profession  has 
been  having  in  keeping  insurance  companies 
interested  in  writing  medical  malpractice  in- 
surance at  any  price. 

According  to  the  news  items,  premium  rates 
have  recently  increased  100%  in  Vermont,  75% 
in  Ohio,  100%  in  Michigan,  and  in  Pennsyl- 
vania the  Aetna  Casualty  & Surety  Company 
had  a 250%  increase  approved  for  the  Phil- 
adelphia area  effective  May  15,  1969. 

Within  our  own  State  Society,  we  have  seen 
the  cost  of  cases  steadily  rising.  Over  the  past 
few  years,  the  cost  of  cases  closed  has  increased, 
as  shown  in  the  following  table:  (These  figures 
eliminate  reported  events  and  claims  upon  which 
no  payment  was  made  to  the  patient) 

CALENDAR  AVERAGE  COST  OF 
YEAR  CLOSED  CASE 

1964  $5,759 

1965  6,762 

1966  8,833 

1967  8,661 

1968  9,409 

In  this  atmosphere,  it  is  not  surprising  that 
the  Company  which  has  underwritten  our  pro- 
gram since  July  1,  1949,  has  become  quite  con- 
cerned. Noting  the  jumbo  malpractice  verdicts 
across  the  country,  the  company  has  re-ex- 
amined its  table  of  rates  for  high  limits  of  cover- 
age. 'Phis  study  has  shown  that  the  premiums 
charged  for  these  limits  have  not  been  adequate 
and  the  Company,  therefore,  feels  that  it  must 
adopt  the  table  of  increments  (referred  to  as 
Excess  Tables)  used  by  the  Insurance  Rating 
Hoard  and  approved  in  most  other  states 
throughout  the  country. 

Also,  the  Company  has  re-examined  its 
method  of  calculating  its  development  factors 
and  feels  that  it  must  return  to  the  met  hod  tem- 
porarily discontinued  as  of  September,  1967. 
The  details  of  this  are  covered  in  the  actuary’s 
annual  report  but,  in  general  terms,  rates  are 


based  on  the  experience  of  the  three  most  re- 
cently completed  policy  years.  The  problem 
is  to  project  this  experience  into  the  future  by 
applying  factors  developed  from  changes  in  the 
experience  of  past  policy  years.  The  company 
says  that  this  revision  returns  to  the  traditional 
development  factor  system  which  provides  an 
automatic  means  of  adjustment  of  incurred  cost 
valuations  for  both  reserve  development  and 
for  late  reported  incidents. 

The  rapidly  increasing  cost  trends  have  been 
recognized  as  a rate  making  problem  in  many 
states.  As  can  be  seen  from  the  table  referred 
to  earlier  in  this  report,  these  trends  are  defi- 
nitely present  in  our  own  statistics.  As  pre- 
viously mentioned,  the  details  of  the  rate  level 
calculations  are  covered  in  the  report  of  the 
Society’s  actuary  and  we  will  simply  state  here 
that  the  Company  is  including  trend  factors  in 
their  filing  with  the  Insurance  Department. 

It  should  be  noted  at  this  point  that  as  of 
January  1,  1970,  the  insurance  companies  in 
New  York  State  will  only  have  to  file  rates  and 
need  not  wait  for  Insurance  Department  ap- 
proval before  writing  at  those  filed  rates.  The 
Insurance  Department  will  have  the  opportunity 
to  review  the  rates  after  they  have  been  put  into 
effect. 

The  complete  rate  proposal  results  in  a two- 
part  increase.  An  increase  of  12%  in  the  basic 
rate  will  affect  all  policyholders  regardless  of 
specialty  or  territory.  The  application  of  the 
new  tables  for  higher  limits  will  have  varying 
effects  upon  policyholders,  depending  upon  the 
limits  carried.  Assuming  no  change  in  the  num- 
ber of  insureds  or  limits  of  coverage  carried  by 
each  insured,  it  is  estimated  that  the  proposed 
change  would  result  in  an  over-all  increase  in 
premium  of  55%.  Again,  this  would  not  be  the 
figure  applicable  to  each  policyholder  since  this 
will  vary  with  the  amount  of  insurance  selected 
by  the  individual  physician. 

While  we  regret  the  necessity  of  an  increase 
of  this  size,  our  Society’s  actuary,  Mr.  James 
Durkin  of  Peat,  Marwick  & Mitchell,  agrees  j 1 
with  the  figure  and  with  the  actuarial  principles  ) 
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upon  which  it  is  based.  In  order  to  keep  sta- 
bility and  continuity  within  the  plan,  the  Mal- 
practice Insurance  and  Defense  Board  recom- 
mends acceptance  of  the  proposed  rate  inciease. 

We  feel  that  certain  definite  facts  should  be 
specifically  called  to  the  attention  of  the 
Council  members. 

1.  As  of  December  31,  1968,  the  total  col- 
lected premiums  available  for  losses  is  much 
less  than  the  amount  paid  out  on  closed  cases 
plus  the  reserve  set  aside  for  future  losses  (See 
attached  Exhibit  C from  the  actuary’s  report). 

2.  A Company  official  has  stated  that  as  of 
the  end  of  last  year,  the  Company  had  lost 
money  writing  malpractice  insurance  for  the 
Medical  Society  of  the  State  of  New  York,  even 
taking  into  account  their  investment  income 
from  the  premiums  received.  Our  own  actuary 
does  not  dispute  this  statement. 

3.  The  new  proposed  rate  filing  is  on  the 
basis  of  an  18.3%  expense  factor  (as  compared 
to  35%  used  with  many  automobile  filings). 
This  is  a new  low  and  it  is  most  unlikely  that 
any  other  company  would  be  willing  to  write 
this  volatile  line  of  insurance  with  this  low  an 
expense  factor. 

4.  Due  to  delays  in  reporting  and  crowded 
court  calendars,  our  backlog  of  open  claims  and 
suits  continues  to  grow.  However,  we  have 
been  assured  by  the  Company  officials  that  ef- 
forts will  be  continued  to  provide  capable  and 
efficient  claim  personnel  to  handle  this  volume. 
This  is  an  important  factor  in  the  continued 
success  of  the  program. 

Looking  ahead  to  the  future,  the  Board  rec- 
ommends: 

1.  Wholehearted  support  of  the  State 
Society  Program  and  wholehearted  support  of 
the  Company  that  has  stayed  with  us  over  the 
past  19l/s  years. 

2.  Recognition  of  the  fact  that  during  this 
time  of  crisis,  strict  underwriting  requirements 
for  coverage  in  the  plan  will  have  to  be  rigor- 
ously observed. 


3.  More  active  participation  on  the  part  of 
our  Malpractice  Advisory  Committees.  A joint 
meeting  of  the  Chairmen  of  these  Committees 
was  held  last  December,  and  we  hope  to  con- 
tinue these  meetings  on  an  annual  basis.  While 
these  Committees  have  been  doing  an  excellent 
job  in  the  past,  it  is  possible  that  their  activities 
and  responsibilities  should  be  expanded  in  the 
future. 

4.  There  must  be  expert  medical  assistance 
available  to  members  who  find  themselves  in 
the  position  of  being  a defendant  in  a malprac- 
tice suit. 

5.  Increased  participation  on  the  part  of 
the  State  Society  in  activities  relating  to  legisla- 
tion in  Albany  which  has  any  effect  at  all  on  this 
malpractice  problem. 

6.  The  public  and  the  plaintiff’s  bar  must 
be  warned  that  the  instigation  of  unwarranted 
malpractice  suits  and  the  granting  of  excessive 
verdicts  returns  to  them  in  the  form  of  higher 
medical  costs  and  fewer  physicians  available  to 
care  for  their  needs. 

7.  As  a Society,  we  should  keep  an  open 
mind  when  exploring  other  methods  of  dealing 
with  claims  brought  by  disgruntled  patients. 
While  the  Board  has  steadfastly  opposed 
arbitration  agreements  that  are  not  binding, 
we  do  recommend  further  exploration  into  the 
possibility  of  greater  use  of  the  American  Ar- 
bitration Association  or  similar  arrangements 
which  are  binding  on  both  parties. 

8 We  urge  each  member  of  the  State 
Society  to  become  an  expert  in  the  field  of  mal- 
practice prophylaxis.  The  breakdown  of  the 
doctor- patient  relationship  continues  to  be  the 
prime  cause  of  our  malpractice  insurance  dif- 
ficulties. This  cause  is  closely  followed  by  a 
tendency  to  be  hypercritical  of  our  colleagues 
and  to  reflect  this  feeling  to  the  patient  or  the 
patient’s  family.  Each  member  should  famil- 
iarize himself  with  the  various  pitfalls  that  can 
entrap  every  practicing  physician. 

Respectfully  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 


Exhibit  C.  Recapitulation  of  underwriting  results  policy  years  1949-1967  inclusive  as  of  December  31,  1968 


Policy  Y ear 

Premiums 

Permitted 
Loss  Ratio 

Available  For 
Losses 

Total  Losses 

Underwriting 
Profit  (Loss) 

1949-1958 

Method  A : Accumulated  Development  Factors 
$18,283,185  76.9*  $14,064,244  $16,261,134 

$(2,196,890) 

1959 

2,442,205 

78.1 

1,906,878 

2,636,413 

( 729,535) 

1960 

2,895,274 

77.5 

2,243,837 

3,769,010 

(1,525,173) 

1961 

3,269,021 

77.9 

2,547, 968 

4,495,547 

(1,947,579) 

1962 

3,790,189 

79.0 

2,994,249 

4,117,903 

(1,123,654) 

1963 

4,121,291 

79.0 

3,255,820 

4,907,828 

(1,652,008) 

1964 

4,324,575 

79.0 

3,416,414 

6,178,575 

(2,762,161) 

1965 

4,428,084 

79.0 

3,498,186 

6,644,271 

(3,146,085) 

1966 

5,003,960 

79.0 

3,953,128 

7,394, 705 

(3,441,577) 

1967 

5,906,181 

79.3* 

4,683,890 

9,090,216 

(4,406,326) 

$54,463,965 

$42,564,614 

$65,495,602 

$(22,930,988) 

* Average. 
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Necrology 


Joseph  Berberich,  M.D.,  of  New  York  City, 
died  on  June  3 at  the  age  of  seventy-two.  Dr. 
Berberich  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1919.  He  was 
director  of  otolaryngology  at  Madison  Avenue 
Hospital.  Dr.  Berberich  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Welton  D.  Brown,  M.D.,  of  Nichols,  died  on 
July  26  at  the  age  of  seventy.  Dr.  Brown 
graduated  in  1929  from  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the 
Tioga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Tyler  Gibson  Cooke,  M.D.,  of  Richmond 
Hills,  died  on  September  1 at  the  age  of  eighty- 
eight.  Dr.  Cooke  graduated  in  1907  from 
Baltimore  Medical  College.  He  was  an  honor- 
ary physician  at  Jamaica  Hospital.  Dr.  Cooke 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Bruno  Cortesi,  M.D.,  of  Schenectady, 
died  on  August  11  at  the  age  of  fifty-six.  Dr. 
Cortesi  graduated  in  1938  from  Albany  Medical 
College.  He  was  chief  of  diabetes  at  Ellis 
Hospital.  Dr.  Cortesi  was  a member  of  the 
Schenectady  County  Medical  Society  (and  a 
past  president),  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Jean  Corwin,  M.D.,  of  New  York  City,  died 
on  August  27  at  the  age  of  seventy-seven.  Dr. 
Corwin  graduated  in  1921  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

John  Coert  DuBois,  M.D.,  of  New  York 
City,  retired,  died  on  July  7 at  the  age  of 
seventy-one.  Dr.  DuBois  graduated  in  1926 
from  Long  Island  College  Hospital.  He  had 
been  a senior  assistant  obstetrician  and  gyne- 
cologist at  St.  Clare’s  Hospital.  Dr.  DuBois 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Eggers,  M.D.,  of  New  York  City,  died 


on  March  14  at  the  age  of  sixty-seven.  Dr. 
Eggers  graduated  in  1927  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  ophthalmologist  and  direc- 
tor of  ophthalmology  at  St.  Luke’s  Hospital  and 
St.  Luke’s  Hospital  Outpatient  Department. 
Dr.  Eggers  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Ophthalmological  Society,  the  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Geriatrics  Society,  the 
New  York  Ophthalmology  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Elpern,  M.D.,  of  New  York  City,  died  on 
July  17  at  the  age  of  eighty-five.  Dr.  Elpern 
received  his  medical  degree  from  the  University 
of  Koenigsberg  in  1910.  Retired,  he  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Gottlieb,  M.D.,  of  New  York  City,  died 
on  September  4 at  the  age  of  eighty-two.  Dr. 
Gottlieb  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1911.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Green,  M.D.,  retired,  of  New  York 
City,  died  on  September  2 at  the  age  of  eighty. 
Dr.  Green  graduated  in  1914  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Industrial  Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harvey  Peter  Hoffman,  M.D.,  of  Buffalo, 
died  on  October  5,  1968,  at  the  age  of  seventy- 
seven.  Dr.  Hoffman  graduated  in  1914  from 
the  University  of  Illinois  College  of  Medicine. 
He  was  an  honorary  surgeon  at  Kenmore 
Mercy  Hospital.  Dr.  Hoffman  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  A.  Karnofsky,  M.D.,  of  New  York 
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City,  died  on  August  31  at  the  age  of  fifty-five. 
Dr.  Karnofsky  graduated  in  1940  from  Stanford 
University  School  of  Medicine.  He  was  an 
attending  physician  and  chief  of  oncology  at 
Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases and  James  Ewing  Hospital,  and  an  attend- 
ing physician  at  The  New  York  Hospital  Out- 
patient Department.  Dr.  Karnofsky  was  a 
Fellow  of  the  American  College  of  Physicians 
and  a member  of  the  American  Association  for 
Cancer  Research  and  the  American  Society  for 
Clinical  Investigation. 

Cyril  J.  C.  Kennedy,  M.D.,  of  Central  Islip, 
died  on  November  6,  1968,  at  the  age  of  sixty- 
four.  Dr.  Kennedy  graduated  in  1930  from 
the  Medical  College  of  Virginia.  He  was  as- 
sistant director  of  Central  Islip  State  Hospital. 
Dr.  Kennedy  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 
Association. 

Andrew  Wilson  Lawrence,  M.D.,  of  Sea 

Cliff,  died  on  August  21  at  the  age  of  sixty- 
six.  Dr.  Lawrence  graduated  in  1928  from 
Long  Island  College  Hospital.  He  was  an 
emeritus  member  of  the  medical  staff  at  Com- 
munity Hospital  at  Glen  Cove.  Dr.  Lawrence 
was  a member  of  the  American  Geriatrics 
Society,  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Elsie  Marie  McPeak,  M.D.,  of  The  Bronx, 
died  on  June  2 at  the  age  of  sixty-four.  Dr. 
McPeak  graduated  in  1934  from  Vanderbilt 
University  School  of  Medicine.  She  was  an  as- 
sistant pathologist  at  Bronx  Municipal  Hos- 
pital Center  and  an  assistant  professor  of 
pathology  at  the  Albert  Einstein  College  of 
Medicine.  Dr.  McPeak  was  a Diplomate  of 
the  American  Board  of  Pathology  (Pathologic 
Anatomy  and  Clinical  Pathology)  and  a Fellow 
of  the  American  College  of  Pathologists. 

Sidney  Bernard  Meltz,  M.D.,  of  South 
Ozone  Park,  died  on  April  26  at  the  age  of 
fifty-nine.  Dr.  Meltz  graduated  in  1932  from 
Long  Island  College  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Giuseppe  Previtali,  M.D.,  of  Wilton,  Con- 
necticut, formerly  of  New  York  City,  died  on 
August  24  at  the  age  of  ninety.  Dr.  Previtali 
received  his  medical  degree  from  the  "University 
of  Turin  in  1904.  He  was  a consulting  pedia- 
trician at  Bellevue  and  Columbus  Hospitals. 
Dr.  Previtali  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  New  York 


County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maxwell  J.  Rosenblatt,  M.D.,  of  New  York 
City,  died  on  August  26  at  the  age  of  sixty-nine. 
Dr.  Rosenblatt  graduated  in  1924  from  Colum- 
bia University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Aaron  I.  Saper,  M.D.,  of  Rego  Park,  died  on 
August  7 at  the  age  of  eighty-one.  Dr.  Saper  re- 
ceived his  medical  degree  from  the  University 
of  Graz  in  1920.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lewis  Jacques  Schloss,  M.D.,  of  New  York 
City  and  Brooklyn,  died  on  September  9 at  the 
age  of  fifty-seven.  Dr.  Schloss  graduated  in 
1936  from  the  University  of  Rochester  School 
of  Medicine  and  Dentistry.  A staff  psychiatrist 
with  the  Bureau  of  Child  Guidance  of  the  New 
York  City  school  system,  he  was  a Diplomate 
of  the  American  Board  of  Pediatrics  (Allergy), 
a Fellow  of  the  American  College  of  Allergists, 
and  a member  of  the  American  Psychiatric  As- 
sociation, the  American  Academy  of  Pediatrics, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Michael  Schnebel,  M.D.,  of  New  York 
City,  died  on  April  4 at  the  age  of  seventy-seven. 
Dr.  Schnebel  received  his  medical  degree  from 
the  University  of  Erlangen  in  1919.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Izydor  Spunberg,  M.D.,  of  Forest 
Hills,  died  on  August  9 at  the  age  of  fifty-six. 
Dr.  Spunberg  received  his  medical  degree  from 
the  University  of  Bordeau  in  1939.  He  was  a 
general  practitioner  on  the  medical  staff  at 
Parkway  Hospital.  Dr.  Spunberg  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nicholas  Steinbach,  M.D.,  of  Jamaica,  died 
on  May  3 at  the  age  of  seventy-two.  Dr. 
Steinbach  received  his  medical  degree  from  the 
University  of  Prague  in  1924.  He  was  an 
attending  physician  in  general  practice  at 
Jamaica  Hospital.  Dr.  Steinbach  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
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New  York,  and  the  American  Medical  Associa- 
tion. 

William  Harrison  von  Lackum,  M.D.,  of 

New  York  City,  died  on  August  26  at  the  age 
of  seventy-six.  Dr.  von  Lackum  graduated  in 
1918  from  the  State  University  of  Iowa  College 
of  Medicine.  He  was  chief  of  orthopedic 
surgery  at  Midtown  Hospital.  Dr.  von  Lackum 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Stearns  Vaughan,  M.D.,  of  Irvington, 
died  on  August  30  at  the  age  of  ninety-two.  Dr. 
Vaughan  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  oral  surgeon  at  the  Hospital 
for  Special  Surgery.  Dr.  Vaughan  was  a 
Diplomate  of  the  American  Board  of  Plastic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Environmental  health 


Some  of  the  most  serious  illnesses  in  the 
United  States  are  associated  with  air  pollution, 
occupational  hazards,  overcrowded  housing, 
poor  sanitation,  and  other  environmental 
hazards.  These  illnesses  can  be  considerably 
reduced  if  what  we  now  know  about  controlling 
environmental  hazards  is  more  fully  applied 
reported  Charles  C.  Johnson,  Jr.,  Administrator 
of  the  Consumer  Protection  and  Environmental 
Health  Service  of  the  Department  of  Health, 
Education,  and  Welfare,  May  1,  1969,  before 
the  Iowa  Public  Health  Association  in  Des 
Moines.  Highlights  of  the  speech  follow: 

We  cannot  measure  suffering,  but  monetarily 
the  cost  to  the  Nation  for  the  treatment  of  ill- 
ness now  stands  at  about  $53  billion  per  year 
and  has  been  rising  by  more  than  8 per  cent  an- 
nually since  1950.  The  average  worker  cur- 
rently loses  seven  work  days  yearly  because  of 
illness.  Many  thousands  of  productive  people 
die  prematurely  or  become  disabled  every  year 
because  of  accidents,  heart  disease,  cancer, 
emphysema,  and  other  major  causes  of  death. 

Much  of  the  expenditure  for  sickness  and  loss 
of  life  is  preventable.  The  current  health  costs 
of  air  pollution  alone  are  estimated  conserva- 
tively at  $4  billion  per  year.  Absence  from 
work  because  of  illness  and  injury  costs  the 
Nation  $60  billion  annually.  Nonoccupation- 


Sam  Bernard  Wortis,  M.D.,  of  New  York 
City,  died  on  September  7 at  the  age  of  sixty- 
five.  Dr.  Wortis  graduated  in  1927  from 
Cornell  University  Medical  College.  He  was 
director  of  psychiatry  and  neurology  at  Uni- 
versity Hospital,  a consulting  psychiatrist  and 
neurologist  at  Bellevue,  Goldwater  Memorial, 
New  York  Polyclinic  Hospitals,  New  York 
Infirmary  and  Central  Suffolk  Hospital  Associa- 
tion (Riverhead),  a consulting  psychiatrist  at  the 
U.S.  Naval  Hospital  (St.  Albans),  St.  Vincent’s 
Hospital  and  Medical  Center  of  the  City  of  New 
York,  and  the  New  York  Eye  and  Ear  In- 
firmary, and  a consulting  neurologist  at  Monte- 
fiore  Hospital  and  Medical  Center.  Dr.  Wortis 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Neurology, 
the  American  Neurological  Association,  the 
American  Psychiatric  Association,  the  Associa- 
tion for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Academy  of  Medicine, 
the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


ally  related  accidents  cause  104,000  deaths  and 
42.5  million  injuries  each  year. 

Chronic  respiratory  disease,  which  in  large 
measure  can  be  associated  with  occupational 
conditions  and  air  pollution,  is  the  Nation’s 
second  leading  cause  of  disability.  Social 
Security  disability  payments  to  victims  of  this 
disease  and  their  families  total  $90  million  an- 
nually. Emphysema,  the  major  chronic  re- 
spiratory disease,  causes  nearly  50,000  deaths  per 
year. 

Heart  disease,  attributable  at  least  in  part  to 
the  stresses  of  the  modern  environment,  causes 
about  700,000  deaths  annually.  It  is  the  lead- 
ing cause  of  Social  Security  compensated  dis- 
ability and  costs  the  Nation  more  than  $25 
billion  each  year. 

The  mentally  ill,  many  of  them  victims  of  an 
assortment  of  environmental  stress,  occupy 
more  than  half  of  the  Nation’s  hospital  beds. 

It  would  be  a far  wiser  investment  in  terms 
of  simple  economics  alone  to  keep  people  well 
rather  than  treat  them  and  support  them  after 
they  have  become  ill.  Moreover,  all  Americans 
share  the  burden  of  environmental  deteriora- 
tion, including  those  who  live  in  sections  of  the 
country  where  the  problems  are  not  yet  so 
acutely  evident  as  in  others.  Through  Medi- 
care, Medicaid,  and  national  programs  of  medi- 
cal research,  hospital  construction,  and  training, 
every  citizen  is  paying  the  price  for  the  damage 
to  health  associated  with  environmental  hazards 
wherever  they  occur. 
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Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 
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B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
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ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
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Albany  and  University  of  Vermont  Medical  Centers  avail- 
able. Economy  of  area  assured.  Good  schools,  summer 
and  winter  recreation  area.  Openings  for  general  practi- 
tioners also  available.  Address  inquiries  to  Executive 
Committee,  Moses  Ludington  Hospital,  Ticonderoga, 
New  York  12883. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES- 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modern  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.I).,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.  Y.  13617. 


ELMIRA,  NEW  YORK.  GENERAL  PRACTITIONERS 
for  existing  fee-for- service  emergency  roern  group.  May 
have  private  practice  also  if  desired.  Space  available  in 
medical  office  building  now  under  construction,  adjacent 
to  hospital.  Completion  date  October  1969.  Contact 
Raymond  Stoddard,  M.D.,  304  E.  Church  St.,  Elmira, 
RE  4-8764,  or  John  J.  Reed,  Asst.  Admin. /Medical  Staff 
and  Personnel  Svcs.,  St.  Joseph’s  Hospital,  Elmira; 
Phone  RE  3-6541,  ext.  321. 


PHYSICIANS  WANTED— CONT’D 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  year  beginning  July  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience 
in  meaningful  application  of  psychopharmacological  agents 
and  soma  to  therapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical  Di- 
rector, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan, 
Conn.  06840. 


PEDIATRICIAN  WANTED  TO  JOIN  YOUNG  PED- 
iatrician  in  large,  growing  practice  in  northern  New  Jersey. 
40  minutes  from  N.Y.C.  Excellent  hospital  and  school 
facilities.  Box  851,  % NYSJM. 


ASSOCIATE  WANTED:  TO  JOIN  WELL  ESTABLISHED 
pediatrician  in  Paterson,  N.J.,  12  mi.  from  center  of 
N.Y.C.  Teaching  appt.  encouraged.  Rare  opportunity 
in  local  hosp.  No  investment.  Partnership  in  6 months. 
Maurice  A.  Shinefield,  M.D.,  675  Broadway,  Paterson, 
N.J.  07514.  Call  (201)  LA  3-1213. 


ACTIVE  INDUSTRIAL  AND  PRIVATE  PRACTICE. 
Mid  town  Manhattan;  exclusive  building.  Partnership  at 
first,  then  sale  in  short  time.  Further  information  and 
appointment,  call  CH  4-5374,  3-5  pm.  daily  except  week- 
ends. 


PRACTICES  FOR  SALE  OR  RENT 


PRACTICE  FOR  SALE  OR  RENT:  WESTCHESTER 

County  New  York.  Large  general  practice,  well  es- 
tablished in  rich,  growing  town,  available  in  the  next  2 or 
3 months.  Also,  available  office  and  large  colonial  home 
for  sale  or  rent.  Call  (914)  R01-1585. 


PRACTICES  WANTED 


WILL  PURCHASE  ACTIVE  GENERAL  PRACTICE. 
Good  opportunity  for  doctor  wanting  to  retire  soon. 
Home/office  combination  preferred,  but  will  consider 
other  situations.  Only  successful  practices  considered. 
Write  in  conBdence  to  Box  H.ri7,  % NYS.JM. 
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POSITIONS  WANTED 


RADIOLOGISTS  (2),  BOTH  BOARD  ELIGIBLE; 
experience  in  diagnosis,  therapy,  and  isotopes,  seek 
progressive  community  hospital  150  mile  radius  N.Y.C. 
Consider  all  offers.  Box  853,  % NYSJM. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  ELIGI- 
ble,  age  35,  married;  residency  fellowship  and  military 
service  completed.  Desires  relocation  with  associate 
leading  to  partnership  in  rural  or  suburban  southeast 
New  York.  Box  854,  % NYSJM. 


ANESTHESIOLOGIST,  EXPERIENCED.  NEW  YORK 

license,  internal  medicine  background,  desires  associa- 
tion preferably  fee  for  service  or  director  of  department. 
Box  856.  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


“Wouldn't  you  think  a man  who  could  transplant 
a kidney  would  have  more  luck  with  snapdragons? ’ ’ | 


-DOCTOR’S  SUITES  — 

400  East  56th  St. 

Manhattan 

A new  40  Story  Lux.  Apt.  Bldg. 

5,000  SQ.  FT. 

Can  be  Subdivided 

1,600  SQ.  FT. 

PRIVATE  STREET  ENTRANCE 

Brokers  Protected 
Mr.  Cashvan:  759-1570 

Mr.  Evans:  759-2430 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE:  ONE  STORY  BRICK,  MEDICAL  CLINIC 
building,  3000  sq.  ft.,  southeastern  North  Carolina, 
near  coast,  on  two  rivers.  Will  accommodate  three 
physicians.  Relatively  close  to  160  bed  hospital.  For 
greater  detail,  write  Box  855,  % NYSJM. 


AVAILABLE,  4 ROOMS,  WIRED  FOR  X-RAY; 
corner;  vicinity  Misericordia  Hospital.  Doctor’s  office 
for  41  years.  750  East  23  6th  St.  Call  (212)  FA  4-0979 


FOR  RENT;  DECEASED  DOCTOR’S  OFFICE,  COM 
pletely  equipped,  1,142.7  sq.  ft.  Large  reception  rm.,  2 
consultation  rms.,  lab.,  nurse’s  and  receptionist’s  station, 
filing  cabinets,  electric  typewriter,  Thermo-Fax  copy  ma- 
chine, refrigerator,  air  conditioning,  carpeted  floors. 
Centrally  located,  1 block  from  one  hospital,  7 min,  drive 
to  other  hospital.  Records  intact.  Mrs.  Alfred  C.  Alessi, 
1218  Pine  Ave.,  Niagara  Falls,  N.Y.  14301. 


FOR  RENT:  SPACIOUS  SUITE,  WITH  PRIVATE 

entrance  in  large,  modern  apartment  building,  suitable  for 
any  practice  located  in  Forest  Hills  at  Continental  Avenue 
express  stop  “E”  and  “F”  trains.  Fully  air-conditioned, 
furnished  or  unfurnished,  consultation  room,  three  examin- 
ing rooms,  two  bathrooms;  and  to  share,  waiting  room, 
business  office,  laboratory.  Call:  (212)  793-1212,  or  (212) 
343-5455.  Write:  David  Leisten,  M.D.,  110-11  72nd 

Ave.,  Forest  Hills,  N.Y.  11375. 
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Complications  of  inguinal 
hernia  in  infants 
and  children 

Inguinal  hernia,  a fairly  common  condition  in 
infants  and  children,  usually  presents  a simple 
problem  of  management,  but  when  complicated 
it  may  present  a grave  situation  states  Muham- 
med  T.  Salaymeh,  M.D.,  in  International  Sur- 
gery 51:  95  (Feb.)  1969. 

Of  240  inguinal  hernia  patients  under  the  age 
of  fifteen  years  treated  at  one  facility  between 
July  1959  and  July  1964,  incarceration  occurred 
in  22  cases,  73  per  cent  of  which  were  irreduci- 
ble, while  27  per  cent  were  reduced  prior  to 
operation  by  taxis,  sedation,  or  positioning. 
The  males  outnumbered  the  females  10  to  1. 
The  author  examined  the  records  for  relevant 
data:  age  at  diagnosis,  location  of  the  hernia, 
prematurity  and  family  history,  type  of  hernia, 
contents  of  the  hernial  sac,  associated  congenital 
anomalies,  incarceration  and  strangulation,  and 
clinical  findings  in  incarcerated  hernias. 

Almost  a third  (31  per  cent)  were  found  to 
have  hernia  during  the  first  year  of  life.  About  a 
fourth  of  these  were  present  at  birth  and  about 
80  per  cent  before  the  age  of  six  months.  About 
60  per  cent  of  the  hernias  were  on  the  right 
side;  29  per  cent  were  on  the  left  side;  and  11 
per  cent  were  bilateral.  In  the  bilateral  cases, 

Preventive  measures  in  gout 


Although  the  daily  prophylactic  use  of  colchi- 
cine (0.6  mg.  two  to  four  times  a day,  depend- 
ing on  the  patient’s  tolerance)  will  reduce  the 
frequency  of  acute  gout  attacks,  it  will  not  re- 
tard the  progressive  joint  damage  produced  by 
tophi,  reports  J.  Edwin  Seegmiller,  M.D.,  in 
Postgraduate  Medicine  45:  99  (Jan.)  1969. 

For  gouty  persons,  drug  therapy  to  prevent 
hyperuricemia  is  indicated  in  the  presence  of 
tophaceous  deposits,  a serum  urate  concentra- 
tion greater  than  1 to  1.5  mg.  above  the  upper 
limit  of  normal,  persistent  joint  symptoms  de- 
spite only  a modest  elevation  of  serum  urate,  or 
impaired  renal  function.  In  nongouty  patients 
who  have,  however,  a serum  urate  concentra- 
tion of  9 mg.  per  ml.,  drug  prophylaxis  is  proba- 
bly also  indicated.  The  dosage  is  low  at  first, 
increasing  gi'adually  over  a ten-day  period. 
Renal  disease  is  not  a contraindication  to  urico- 
suric therapy;  in  fact,  kidney  function  may  im- 
prove with  reduction  of  serum  urate  concentra- 
tion. Drugs  for  control  of  hyperuricemia  should 
not  be  started  during  an  acute  attack  of  gout, 
but  rather  during  a quiescent  phase. 

They  can  be  given  in  conjunction  with  colchi- 
cine therapy. 

Probenecid,  a uricosuric  drug,  can  be  started 
at  a dosage  of  0.25  Gm.  two  times  a day.  Over  a 
period  of  ten  days  it  can  be  gradually  increased 
to  a maintenance  dose  of  0.5  Gm.  two  or  three 


the  hernia  on  the  opposite  side  was  found  pre- 
operatively  in  only  half  the  cases;  50  per  cent 
were  found  by  exploration  of  the  other  side  at 
operation. 

The  family  history  was  available  in  about  half 
of  the  series.  Of  these,  11.7  per  cent  were  pre- 
mature. About  70  per  cent  had  a family  history 
of  inguinal  hernia.  Almost  all  of  the  con- 
genital hernias  were  of  the  direct  type.  The 
majority  of  incarcerated  cases  contained  a loop 
of  small  bowel,  usually  distal  ileum.  Omentum 
was  present  in  3 and  sigmoid  in  1.  Over  a third 
of  the  hernias  <34  percent)  were  associated  with 
other  congenital  anomalies,  50  per  cent  of  which 
were  hydrocele.  Others  were  cryptorchidism 
(8  per  cent);  umbilical  hernias  (4  per  cent); 
and  miscellaneous  anomalies. 

Over  70  per  cent  of  the  incarcerated  hernias 
occurred  in  the  first  year  of  life.  Two  of  these 
proceeded  to  strangulation.  In  all  incarcerated 
cases  there  was  a palpable  mass.  In  55  per  cent 
of  the  patients  there  was  irritability,  crying, 
and  restlessness.  Other  indications  were  tender- 
ness, 41  per  cent,  and  skin  changes,  14  per  cent. 

Many  authors  recommend  repair  of  inguinal 
hernias  as  soon  as  the  diagnosis  is  made  regard- 
less of  age;  this  provided  there  are  no  medical 
contraindications. 

In  this  series,  220  (92  per  cent)  had  elective 
repair  and  20  (8  per  cent)  had  emergency  re- 
pair. There  were  postoperative  complications 
in  8 (3.3  per  cent).  There  were  no  deaths  in 
this  series. 

times  a day.  Increasing  the  dose  to  1 Gm.  three 
times  a day  gives  added  action  in  patients  whose 
serum  urate  concentration  is  not  normal  after 
two  months  of  treatment  on  the  lower  dosage. 

Sulfinpyrazone  is  an  alternate  uricosuric  drug 
of  great  potency  which  may  be  needed  in  some 
patients  to  bring  the  urate  concentration  within 
normal  limits.  The  initial  dose  suggested  is  50 
mg.  twice  a day,  increasing  it  over  a ten-day 
period  to  100  mg.  three  or  four  times  a day,  or, 
if  necessary,  to  200  mg.  four  times  a day.  For 
additive  action,  it  may  be  given  with  probene- 
cid. 

Salicylates,  4 Gm.  daily,  are  a uricosurate 
alternate,  with  the  risk  of  salicylism.  Salicylates 
should  not  be  taken  along  with  uricosuric  drugs; 
if  a mild  analgesic  is  required  1.8  Gm.  of  acet- 
aminophen daily  can  be  taken. 

Allopurinol,  100  mg.  four  times  a day,  pro- 
duces a marked  decrease  in  serum  urate  concen- 
tration and  an  increase  in  the  purine  precursors, 
hypoxanthine  and  xanthine,  in  the  urine  and 
serum.  Precipitation  of  xanthine  to  form  kid- 
ney stones  is  a potential  hazard,  so  with  this 
therapy  there  should  be  a large  fluid  intake  (at 
least  3 L.  daily).  The  formation  of  renal  calculi 
can  be  largely  prevented  by  use  of  allopurinol, 
and  existing  stones  can  be  dissolved.  Until 
more  clinical  experience  with  it  has  accumulated, 
however,  allopurinol  probably  should  be  re- 
served for  patients  who  fail  to  respond  to  urico- 
suric drugs,  show  excessive  uric  acid  synthesis, 
or  form  stones  despite  high  fluid  intake  and 
alkalinization  of  the  urine. 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN‘VEEK 

(potassium  phenoxymethyl  penicillin) 


Painful 
night  leg 
cramps.., 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, 1-4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'" 

Comprehensive  — Effective 

The  published  record  and  more  than  two 
establish  the  therapeutic  value  of  AVC  in 

Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  ih- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 

1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 

Dermot.  93:402,  1966.  3.  Walsh,  H.;  Hildebrondt, 

R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


decades  of  clinical  experience  clearly 
vaginitis/cervicitis  and  vaginal  surgery. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A , and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Shcffery,  J.  B.,  and 
Wilson,  T A : Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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rnCA  U (aminacrine  hydrochloride  0.2%,  sulfanilamide 
L-KCM/VA  15.0%,  allantoin  2.0%) 
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NEW  YORK  CITY  AREA 


♦SATURDAY,  NOVEMBER  1 

9 : 00  a.m. 

Misericordia-Fordham  Affiliation 
Misericordia  Hospital 

School  of  Nursing,  Room  B-1  6 
600  East  233rd  Street 
Bronx 

POLYCYSTIC  OVARIAN  DISEASE 

ALVIN  F.  GOLDFARB,  M.D. 

The  Jefferson  Medical  College  of  Philadelphia 

*This  lecture  was  originally  scheduled  for  September, 
6 1969 


November  I,  1969  and  November  15,  1969 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

November  1 

1 : 00-4 : 00  p.m. 

Parasitology  and  Tropical  Medicine  for 
the  Urban  Practitioner 

PHILIP  M.  LESSIG,  A.B. 

Philadelphia  College  of  Osteopathic  Medicine 

November  15 

9:00  a.m.-noon 

Practical  Applications  of 
Neurophysiology 

SPENCER  G.  BRADFORD,  D.O. 

Philadelphia  College  of  Osteopathy 

CREDIT:  C-1 


SATURDAY,  NOVEMBER  1 
The  Society  for  the  Scientific  Study  of  Sex 

Barbizon-Plaza  Hotel 
Central  Park  South 

TWELFTH  ANNUAL  CONFERENCE 

For  information:  Adolf  G.  Woltmann,  1364  Lexington 

Avenue,  New  York,  N.Y.  10028.  Tel.  ATwater  9-3990. 

SUNDAY,  NOVEMBER  2 

Association  for  the  Advancement  of 
Psychotherapy 

The  Hotel  Roosevelt 
Madison  Avenue  at  45th  Street 

THE  NEED  FOR  HUMANISM  IN  OUR 
GROWING  TECHNOCRACY: 
OPPORTUNITIES  FOR  ITS 
IMPLEMENTATION 

STANLEY  LESSE,  M.D. 


November  3,  1969  / November  7,  1969 

9:00  a.m.-l  2 noon,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  M.D.,  ROBERT  S.  LITWAK,  M.D., 
IRVING  J.  SEIKOFF,  M.D.  and  Associates 

FEE:  $75  CREDIT:  C-1 


November  3,  1969  and  November  10,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

November  3 

Clinical  Pathological  Conference 

November  10 

Celiac  Angiography 

MURRAY  BARON,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  NOVEMBER  3 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

1.  The  Clinical  Electroretinogram  after 
Twenty  Years 

JERRY  H.  JACOBSON,  M.D. 

2.  The  Changing  Management  of  Intra- 
Ocular  Tumors 

HARVEY  LINCOFF,  M.D. 

3.  Demodex  Blepharitis  in  the  New  York 
Area 

FRANK  ENGLISH 
Brisbane,  Australia 


MONDAY,  NOVEMBER  3 

9:00-11:00  a.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

Special  Lecture  Course 

READING  DISABILITY  AND  THE 
OPHTHALMOLOGIST 

VIRGINIA  LUBKIN,  M.D.,  Directing 
FEE:  $20 

Please  contact:  JANE  STARK,  Registrar 
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7:00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month"  Club, 
Regional  Pathology  Society 

Pathology  Conference  Room 
The  Brooklyn  Hospital  division  of  the 
Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 

NO  FEE 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03rd  Street 

1.  Diabetes  and  Arthritis 

GERHARD  S.  SCHWARZ,  M.D. 

Bird  S.  Coler  Memorial  Hospital 

2.  Modern  Concept  and  Treatment  of 
Epilepsy 

HANS  STRAUSS,  M.D. 

CREDIT:  C-l 


November  4,  1969  and  November  11,  1969 

9:00—1  0:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

November  4 

Acute  Lymphoblastic  Leukemia 

LEON  SUSSMAN 

Beth  Israel  Medical  Center 

November  1 1 

Hyperlipidemia — Diagnosis  and 
Treatment 

NORTON  SPRITZ,  M.D. 

Veterans  Administration  Hospital,  New  York  City 
CREDIT:  C-l 


WEDNESDAY,  NOVEMBER  5 

10:45  a.m. 

The  National  Association  of  Disability 
Examiners 

Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

Symposium  on  Disability  Evaluation 

RELATIONSHIPS  BETWEEN  THE 
PHYSICIAN  AND  THE  SOCIAL 
SECURITY  DISABILITY  PROGRAM 

WALTER  C.  BOURNEMEIER,  M.D. 

President-Elect  of  the  A.M.A. 

For  information  write:  Sidney  Houben,  Director,  N.Y. 

State  Bureau  of  Disability  Determinations,  110  William 
Street,  N.Y.,  N.Y.  10038 


1 : 1 5-4 : 1 5 p.m. 

Terrace  Heights  Hospital  with  Members  of 
the  Faculty  of  Hahnemann  Medical  College 

87-37  Palermo  Street 
Hollis,  Queens 

1.  The  Pneumonias 

ROBERT  F.  JOHNSTON,  M.D. 

2.  Management  of  the  Ambulatory 

Patient  with  Hypertension 

ROBERT  H.  SELLER,  M.D. 

3.  General  Discussion 

PAUL  TORNAMBE,  M.D. 

4.  Panel  Discussion 

NO  FEE  CREDIT:  C-l 


November  5,  1969  / November  8,  1969 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 

UNUSUAL  ISOLATES  FROM  CLINICAL 
MATERIAL 

RUTH  B.  KUNDSIN,  Sc.D. 

Peter  Bent  Brigham  Hospital 
Boston,  Mass. 


November  5,  1969  and  November  12,  1969 

8:00-10:00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

Coney  Island  Hospital 
Ocean  and  Shore  Parkways 

Continuing  Education  in  Internal  Medicine  for  Community 
Physicians 

November  5 

Diagnosis  and  Treatment  of  Kidney 
Infections 

November  12 

The  Modern  Surgical  Approach  to 
Common  Vascular  Diseases 

CREDIT:  C-l 


November  6,  1969  and  November  7,  1969 

American  Academy  of  Compensation 
Medicine 

N.Y.U.  Medical  Center 
550  First  Avenue 

SYMPOSIUM  ON  MEDICAL  AND 
SURGICAL  PROBLEMS  IN 
COMPENSATION  MEDICINE 

Thursday 

1.  Simple  Trauma  in  Industry — Trivial 
and  Tragic 
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2.  Compensable  Lung  Diseases 

Friday 

1.  The  Use  of  X-Rays  in  Compensable 
Musculoskeletal  Conditions 

2.  Shoulder  Girdle  and  Neck  Injuries 


November  6,  1969  / December  11,  1969 

3 : 00-5 : 00  p.m.,  Thursdays 

Columbia  University  P & S 

Brookdale  Hospital  Center 

Linden  Boulevard  and  Rockaway  Parkway 

Brooklyn 

RECENT  ADVANCES  IN  COLON  SURGERY 

C.  B.  RIPSTEIN,  M.D. 

FEE:  $50 


November  6,  1969  and  November  13,  1969 

3:30-5:00  p.m.,  Thursdays 

Boulevard  Hospital 

46-04  3 1 st  Avenue 
Long  Island  City 

ENDOCRINOLOGY 

November  6 
Adrenals 

HERBERT  SPENCER  KUPPERMAN,  M.D. 

N.Y.U.  Medical  Center 

November  13 

Sexual  Precocity:  Hirsutism 

IVEN  SHELDON  YOUNG,  M.D. 

N.Y.U.  Medical  Center 

NO  FEE  CREDIT:  C-1 


November  6,  1969  and  November  13,  1969 

9 : 00-1  0 : 30  p.m.,  Thursdays 

Bronx-Lebanon  Hospital  Center 

1 650  Grand  Concourse 
Bronx 

CANCER  EDUCATION  IN  A 
COMMUNITY  HOSPITAL 

November  6 
Lung  Cancer 

JULIUS  WOLF,  M.D. 

Bronx  V.A.  Hospital 

November  1 3 

Genito-Urinary  Cancer 
Kidney,  Bladder  and  Prostate 

ELLIOT  LEITER,  M.D. 

The  Mount  Sinai  Hospital 

NO  FEE  CREDIT:  C-1 

For  information,  contact  MORTON  R.  AXELROD,  M.D., 
Program  Director,  at  the  above  address 


FRIDAY,  NOVEMBER  7 

8 : 00-9:30  a.m. 

Maimonides  Medical  Center,  Department  of 
Pediatric  Services  and  the  Department  of 
Obstetrics  and  Gynecology  of  the  State 
University  of  New  York  Downstate  Medical 
Center  and  the  Kings  County  Chapter  of 
A.A.G.P. 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

The  Approach  to  Pediatrics  and  Gynecology  for  the  Family 
Physician 

HEAD  INJURIES 

HOWARD  FREEDMAN,  M.D. 

Downstate  Medical  Center 

NO  FEE  CREDIT:  C-1 


SATURDAY,  NOVEMBER  8 

9:00  a.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 1 East  1 00th  Street 

Lilienthal  Memorial  Lecture 

THE  HUMAN  RESPONSE  TO  HEART- 
LUNG  BYPASS 

STANLEY  GIANELLI,  M.D. 

St.  Vincent's  Hospital 


November  10,  1969  / November  14,  1969 

8:00  a.m.-5:30  p.m.,  Monday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RECENT  ADVANCES  IN  OBSTETRICS 
AND  GYNECOLOGY 

CHARLES  M.  STEER,  M.D.,  EQUINN  W.  MUNNELL,  M.D., 
RALPH  M.  RICHART,  M.D.,  and  Associates 

FEE:  $150  CREDIT:  C-1 


November  10,  1969  / November  15,  1969 

9:00  a.m.-5:00  p.m.,  Monday-Saturday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  1 4th  Street 

PLASTIC  EYE  SURGERY 

Given  under  the  direction  of: 

J.  GORDON  COLE,  M.D.  and  BYRON  C.  SMITH,  M.D. 
FEE:  $200 
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November  10,  1969  / November  14,  1 969 

9:00  a.m.-6:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

LARYNGEAL  SURGERY  AND  RADICAL 
NECK  DISSECTION 

JOSEPH  l.  GOLDMAN,  M.D.,  HARRY  KOLSON,  M.D., 
LEON  M.  ARNOLD,  M.D.,  and  Associates 

FEE:  $350 

Apply:  Registrar,  Fifth  Avenue  and  1 00th  Street,  New 

York,  N.Y.  1 0029 


MONDAY,  NOVEMBER  10 

5:00-7 : 00  p.m. 

New  York  Board  of  Trade 

91 1 Park  Avenue 

Home  of  Mr.  Henry  L.  Lambert 

WHAT  CAN  BE  DONE  ABOUT  THE 
RISING  COST  OF  MALPRACTICE 
INSURANCE 

WILLIAM  F.  MARTIN,  ESQ. 

Martin,  Clearwater  and  Bell 


8 : 30  p.m. 

Beth  Israel  Medical  Center 

1 2th  Floor  Conference  Room 
Dazian  Pavilion 
1 0 Nathan  D.  Perlman  Place 

SCANNING  AND  ANGIOGRAPHY  IN 
PULMONARY  DISEASE 

LEONARD  M.  FREEMAN,  M.D. 

Albert  Einstein  College  of  Medicine 


8 : 30  p.m. 

New  York  Academy  of  Gastroenterology 
and  the  New  York  Chapter  of  the  American 
College  of  Gastroenterology 

2 East  103  rd  Street 
Room  441 

1.  Case  Presentation 
Management  of  the  Single  Gastric 
Polyp 

ROSEMARIE  TU,  M.D. 

Montefiore  Hospital 

Discussed  by:  JULIUS  PARKER,  M.D. 

2.  Case  Presentation 

Exudative  Enteropathy  in  Intestinal 
Lymphangiectasis:  Six  Year 
Follow-up 

PETER  R.  HOLT,  M.D. 

St.  Luke's  Hospital 

3.  Paper  of  the  Evening 

Chronic  Pancreatitis  in  the  Suburbs 

HOWARD  SPIRO,  M.D. 

Yale  University  School  of  Medicine 


November  1 1,  1 969  / December  30,  1 969 

8:30  a.m.-l  2 noon,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

RECENT  ADVANCES  IN  THE 
MANAGEMENT  OF  RENAL  FAILURE 

EUGENE  SCHUPAK,  M.D.,  MARVIN  GOLDSTEIN,  M.D.' 
LIONEL  MAILLOUX,  M.D.,  and  LEWIS  BURROWS,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $25  CREDIT:  C-l 


November  11,  1969  / November  14,  1969 

N.Y.U.  Medical  Center 

Department  of  Rehabilitation  Medicine 

Research  Pavilion 
400  East  34th  Street 

Course  on 

CLINICAL  ELECTRODIAGNOSIS  OF 
NEUROMUSCULAR  DISEASES 

Thursday,  Friday  & Saturday 

BASIC  ASPECTS 

Sunday 

ADVANCED  TECHNICS 

FEE:  $150 

Apply  to  JOSEPH  GOODGOLD,  M.D.,  Program  Chair- 
man, at  the  above  address 


November  1 1,  1969  / December  2,  1969 

3:30-5:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE 

JACOB  CHURG,  M.D.,  MARVIN  LEVITT,  M.D.,  DONALD 
GRIBETZ,  M.D.,  MARVIN  GOLDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $40 


4:30  p.m. 

"Diabetes  Today”  Diabetes  Center 

New  York  Medical  College 
Cohen  Research  Building 
1 06th  Street  and  Madison  Avenue 
Room  R 1 1 3 

MINIMAL  DIABETES  AND  ARTERIAL 
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DISEASE:  PREVALENCE  AND  THE 
EFFECT  OF  TREATMENT 

HARRY  KEEN,  M.D.,  R.  J.  JARRETT,  M.D. 

Guy's  Medical  School,  London,  England 

CREDIT:  C-l 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

2 East  103rd  Street 

Abraham  A.  Brill  Memorial  Lecture 

THE  EXCEPTIONAL  POSITION  OF  THE 
DREAM  IN  PSYCHOANALYTIC  PRACTICE 

RALPH  R.  GREENSON,  M.D. 


WEDNESDAY,  NOVEMBER  12 

9:00  a.m.-3 : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

CARE  OF  THE  PATIENT  WITH  ACUTE 
STROKE 

LAWRENCE  H.  WISHAM,  M.D.,  LAWRENCE  I.  KAPLAN, 
M.D.,  NICHOLAS  CHRISTOFF,  M.D.  and  Associates 

NO  FEE  CREDIT:  C-l 


4 : 00-5 : 00  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

FUNCTIONAL  INTERRELATIONS  OF 
ADIPOSE  TISSUE  AND  LIVER 

JAY  TEPPERMAN,  M.D. 

State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  N.Y. 


8:30  p.m. 

Society  of  Medical  Psychoanalysis 

2 East  103  rd  Street 

PARENTAL  LOSS  IN  CHILDHOOD  AND 
ADOLESCENCE  ADDITIONAL 
CONSEQUENCES  FOR  ADULT 
MOURNING  PROCESS 

SHEILA  KLEBANOW,  M.D.,  JULES  BEMPORAD,  M.D. 
Discussant: 

RICHARD  FRANK,  M.D. 

CREDIT:  C-l 


8 : 30  p.m. 

Bronx  Pediatric  Society 

Rosenthal  Auditorium 
Monteflore  Hospital 
1 1 1 East  210th  Street 
Bronx 

CONTROVERSIES  IN  PEDIATRICS 

SYDNEY  GELLIS,  M.D. 

New  England  Medical  Center  Hospitals 
Boston,  Massachusetts 

CREDIT:  C-l 


THURSDAY,  NOVEMBER  13 

8 : 30  p.m. 

The  Association  for  Psychoanalytic 
Medicine 

2 East  103rd  Street 
Room  440 

MURDER  IN  THE  INITIAL  DREAM  IN 
PSYCHOANALYSIS 

PAUL  A.  BRADLOW,  M.D. 

Discussants: 

HENRIETTE  E.  KLEIN,  M.D. 

JOHN  J.  WEBER,  M.D. 


November  13,  1 969  / December  18,  1969 

9:00-10:30  p.m.,  Thursdays 

The  Bronx-Lebanon  Hospital  Center 

Grand  Concourse  and  Mt.  Eden  Parkway 
Bronx 

CANCER  EDUCATION  IN  A 
COMMUNITY  HOSPITAL 

NO  FEE  CREDIT:  C-l 


November  14,  1969  and  November  15,  1969 

8:00  a.m.  Registration,  Friday 

New  York  Medical  College 

Fifth  Avenue  at  1 06th  Street 

A SYMPOSIUM  ON  GYNECOLOGIC 
CANCER  CONTROL 

Friday  Morning 

Cancer  of  the  Cervix 

Friday  Afternoon 

Trophoblastic  Disease 

Saturday  Morning 

Cancer  of  the  Ovary 

Saturday  Afternoon 

Cancer  of  the  Endometrium 
Cancer  of  the  Vulva 
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FRIDAY,  NOVEMBER  14 

8 : 00  p.m. 

The  Bronx  Chapter  of  the  American  College 
1 of  Surgeons 

Concourse  Plaza  Hotel 
I Bronx 

SURGICAL  SHOCK 

| TOM  SHIRES,  M.D. 

University  of  Texas 

Southwestern  Medical  School  at  Dallas 
CREDIT:  C-1 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1 969-70 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

November  6,  1969 
Otolaryngology 
November  20,  1969 

Gastroenterology-Hepatitis 
December  4,  1969 
Thoracic  Surgery 
December  1 1 , 1969 
Office  Pediatrics 
January  8,  1970 
Genetics 

January  15,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 


April  23,  1970 
Dermatology 

CREDIT:  C-1 


THURSDAY,  NOVEMBER  13 

10:00  a.m.-4:30  p.m. 

Capital  District  Chapters  of  the  New  York 
State  Academy  of  General  Practice 

Shaker  Ridge  Country  Club 
Albany 

Morning  Session 

YOUTH  IN  REVOLT 

PAUL  R.  PATTERSON,  M.D.,  Moderator 
Albany  Medical  College 
ALBERT  ELLIS,  Ph.D. 

Institute  for  Rational  Living,  N.Y.C. 

ROBERT  W.  BAIRD,  M.D. 

HAVEN  CLINIC  (Help  Addicts  Voluntarily  End  Narcotics) 
Afternoon  Session 

CLINICAL  MANAGEMENT  OF 
PULMONARY  DISEASE 

FRANK  C.  MAXON,  JR.,  M.D. 

Albany  Medical  Center 
LOUIS  WEINSTEIN,  M.D. 

New  England  Medical  Center 
EDWARD  GAENSLER,  M.D. 

Boston  University  School  of  Medicine 

CREDIT.  C-1 


ALBANY  AREA  FUTURE  EVENT 


January  5,  1970  / for  17  days 

The  Albany  Medical  College  of  Union 
University 

ELEVENTH  POSTGRADUATE  MEDICAL 
SEMINAR  CRUISE 

CREDIT:  C-1 


BUFFALO  AREA 


SATURDAY,  NOVEMBER  8 

9:00  a.m.-5:00  p.m. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 

CONTEMPORARY  THERAPY  FOR 
PSYCHIATRISTS 

FEE:  $15 

Contact:  Continuing  Medical  Education,  Main  Street 

Division,  SUNYAB,  221  1 Main  Street,  Buffalo,  New  York 
14214 
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JOHNSON  CITY 


November  6,  1969  and  November  13,  1969 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 

Basic  Science  Seminar  Conducted  by  the  Upstate  Medical 
Center,  Syracuse 

November  6 
Hyponatremia 

EDWARD  T.  SCHROEDER,  M.D. 

November  13 

Bile  Acid  Metabolism 

IRWIN  M.  WEINER,  M.D. 

CREDIT:  C-l 


NASSAU  COUNTY 


WEDNESDAY,  NOVEMBER  5 

8 : 00  a.m. 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

MANAGEMENT  OF  HYPERTENSION 
AND  HYPERTENSIVE  EMERGENCIES 

JOSEPH  H.  MAGEE,  M.D. 

Meadowbrook  Hospital 

CREDIT:  C-l 


WEDNESDAY,  NOVEMBER  19 

8 : 00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
North  Village  Avenue 
Rockville  Centre 

Surgical  Conference 

INGUINAL  HERNIORRHORAPHY 

THURSTON  GAINES,  M.D. 


DAVID  STREETEN,  M.D. 

State  University  Hospital 

November  13 

Nephrotic  Syndrome  and  Indications 
for  Renal  Biopsy 

EDWARD  SCHROEDER,  M.D. 

State  University  Hospital 


WESTCHESTER  COUNTY 


November  6,  1969  and  November  13,  1969 

9:00  a.m.,  Thursdays 

Grasslands  Hospital 

Eastview  Hall  (Medical  Education  Building) 

Conference  Room  C 
Valhalla 

November  6 

"HERNIA”  Some  Observation, 
Impression  and  Reflection 

BARRY  ALTMAN,  M.D. 

November  13 

Acceleration  of  Wound  Healing 

JOHN  F.  PRUDDEN,  M.D. 

Columbia  Presbyterian  Hospital 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept.  16 
ot  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the  first 
Wednesday  and  the  once-a-month  series  on  Trauma 
presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  221  1 Main  Street,  Buffalo,  N.Y. 
Tel(71  6)833-2726. 


SYRACUSE  AREA 


November  6,  1969  and  November  13,  1969 

8 : 00  a.m.,  Thursdays 

Upstate  Medical  Center,  Department  of 
Urology 

750  E.  Adams  Street,  Room  6500 
Syracuse 

November  6 

Hypertension,  Renovascular 
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RADIO  FOR  ALBANY  AND 
CANTON  AREAS 


November  1,  1969  / November  14,  1969 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conference*  for  Physician* 

Station  WAMC-FM  (Albany)  90.3  mhz. 

Station  WSIU-FM  (Canton)  96.7  mhz. 

November  3 and  6 
Adult  Sinusitis 

BRIAN  H.  PICKARD,  M.B.,  F.R.C.S. 

DAVID  E.  WHITT  AM,  M.B.,  F.R.C.S. 

University  of  London 

November  4,  5 and  7 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 

November  10  and  13 

A Unit  for  Acute  Respiratory  Failure 

IRWIN  FRIEDMAN,  M.D. 

THEODORE  JACOBS,  M.D. 

JOHN  MANZARI,  M.D. 

JOAN  STOKLOSA,  B.S. 

SUNY  at  Buffalo  School  of  Medicine 

November  11,12  and  14 

The  Pathogenesis  and  Management  of 
Hyponatremia 

HOWARD  H.  GREEN,  M.D. 

GILBERT  H.  MUDGE,  M.D. 

HEINZ  VALTIN,  M.D. 

Dartmouth  Medical  School 

* CREDIT  (see  below) 


RADIO  FOR  NEW  YORK  CITY  AREA 


November  1,  1969  / November  10,  1969 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  mhz. 

November  3 
Adult  Sinusitis 

BRIAN  H.  PICKARD,  M.B.,  F.R.C.S. 

DAVID  E.  WHITTAM  M.B.,  F.R.C.S. 

University  of  London 

November  10 

A Unit  for  Acute  Respiratory  Failure 

IRWIN  FRIEDMAN,  M.D. 

THEODORE  JACOBS,  M.D. 

JOHN  MANZARI,  M.D. 

JOAN  STOKLOSA,  B.S. 

SUNY  at  Buffalo  School  of  Medicine 

*C-1  Credit  will  be  given  if  attendance  is  taken. 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY— OCTOBER  29 

4 : 00  p.m. 

State  University  of  New  York  Downstate 
Medical  Center 

First  Floor  Lecture  Hall,  Basic  Science*  Building 

450  Clarkson  Avenue 

Brooklyn 

THE  PERILS  OF  PROGRESS 

ROBERT  J.  GLASER,  M.D.,  Dean 
Stanford  University  Medical  Center 


October  30,  1969 /November  1,  1969 

9:00  a.m.-4:30  p.m.,  Thursday  & 8:30  p.m. 
9:00  a.m.-12:30  p.m.,  Friday  & Saturday 

Hospital  for  Joint  Diseases 

Madison  Avenue  at  1 23rd  Street 

SPINAL  MECHANICS 

DONALD  B.  LUCAS,  M.D. 

University  of  California 

Open  to  the  Profession 


October  31,  1969  and  November  14,  1969 

Fridays 

Columbia  University  P & S,  Department  of 
Pathology 

Francis  Delafield  Hospital 

99  Fort  Washington 

October  31 

The  Dynamic  Structure  of  Membrane 
Proteins 

DONALD  WALLACH,  M.D. 

Harvard  Medical  School 

November  14 

Studies  on  the  Mechanisms  of  Hydro- 
carbon Carcinogenesis  in  Vitro 

ROBERT  PERRY,  M.D. 
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THURSDAY— NOVEMBER  6 

8 : 00  p.m. 

Long  Island  Jewish  Medical  Center 
Epstein  Teaching  Center 

New  Hyde  Park 

Fetal  Monitoring  and  Infant  Resuscitation 

L.  STANLEY  JAMES,  M.D. 

Columbia  University  P & S 

CREDIT:  C-l 


ROCKLAND  COUNTY 


FRIDAY— OCTOBER  31 

9 : 00  a.m.-l  2 : 00  noon 

New  York  State  Rehabilitation  Hospital 

Route  9W,  West  Haverstraw 
Seminar  on  P.V.D. 

DIAGNOSIS  AND  MANAGEMENT  OF 
PERIPHERAL  VASCULAR  DISEASE 

DAVID  I.  ABRAMSON,  M.D. 

University  of  Illinois  Medical  Center 

CREDIT:  C-l 


SYRACUSE  AREA 


THURSDAY— OCTOBER  30 

12:30-2:00  p.m. 

State  University  Hospital  of  the  Upstate 
Medical  Center  Department  of  Psychiatry 

750  East  Adams  Street 
Syracuse 

MARRIAGE  AND  FAMILY  APPROACH 
TO  TREATMENT — Case  presentation  by 
Team  B of  Syracuse  Psychiatric  Hospita 

CREDIT:  C-l 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


BOONVILLE,  N.Y.,  Oneida  County.  G.P.  for  new  three- 
unit  Health  Building. 

CONTACT:  CARL  SZOT,  M.D.,  Boonville. 

Tel.  (315)  942-4391. 


NOTES 
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Crawford  Williamson  Long 

I (1815-1878) 

While  still  an  extremely  young 

II  physician.  Dr.  Long  was  the  first  to 

use  ether  to  induce  unconsciousness 
during  surgery.  A subsequent  opera- 

1 tion  performed  by  another  American 

surgeon  received  earlier  recognition. 

. but  it  is  to  Dr.  Long  that  the  credit 

must  go. 


WE  AT  GHI  have  also  had  our  share  of  pioneering.  Since  we  were  founded 
back  in  1938,  we  were  the  first  in  the  area  to  create  a successful  program 
to  pay  for  medical  care  in  the  hospital,  first  to  provide  paid-in-full  benefits 
for  home  and  office  care,  and  first  to  provide  service  benefits  for 
short-term,  ambulatory  psychiatric  care. 

Volunteer,  nonprofit  health  insurance  can  only  survive  as  we  know  it 
while  it  has  the  support  of  participating  doctors.  Your  participation 
will  be  beneficial  to  you  because  you  will  become  a part  of  an  organization 
that  is  an  integral  part  of  the  lives  of  over  one  million  New  Yorkers.  It  will  be 
beneficial  to  us  because  one  of  GHI’s  unique  advantages  is  the  “service” 
feature  implemented  by  its  participating  doctors. 

Write  to  us  today  for  more  information  about  why  and  how  you  should 
participate  in  GHI.  Do  it  now  — while  you’re  thinking  about  it! 


GREAT  AMERICANS 
WHO  WERE 
DOCTORS... 


Group  Health  Insurance,  Inc./ 227  West  40th  Street,  New  York,  N.Y.  10018 /Phone:  564-8900 
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THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
viduals, its  calming,  quieting,  anxiety-relieving  action  does 
much  to  cushion  the  impact  that  environmental  stress  often 
has  on  organic  G.l.  disease. 

The  anticholinergic  effect  of  Quarzan  acts  at  the  same 


time  to  calm  the  patient’s  hyperactive  gastrointestinal  tract. 
By  reducing  both  hypersecretion  and  hypermotility,  par- 
ticularly during  the  critical  overnight  period,  it  helps  bring 
prompt,  dependable  relief  of  abdominal  pain,  spasm  and 
discomfort. 

Combining  the  antianxiety  action  of  Librium  and  the  anti- 
cholinergic effect  of  Quarzan,  Librax  is  an  effective  and 
convenient  adjunct  to  modern  ulcer  management ...  an 
agent  well  suited  to  the  patient  who  must  continue  to  func- 
tion capably,  even  in  a tension-laden  “ulcer  climate.”  In 
most  cases,  Librax,  in  proper  maintenance  dosage  of  one  or 
two  capsules  q.i.d.,  before  meals  and  at  bedtime,  helps  keep 
both  ulcer  symptoms  and  anxieties  under  control  — usually 
without  dulling  mental  acuity. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or  clidinium  bromide. 

WARNINGS:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  admin- 
istering Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may 
occur. 

PRECAUTIONS:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of  ataxia, 
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Necrology 


Hyman  Arenberg,  M.D.,  of  New  York  City, 
died  on  August  30  at  the  age  of  seventy.  Dr. 
Arenberg  graduated  in  1927  from  Boston 
University  School  of  Medicine.  He  was  an 
associate  attending  cardiologist  at  the  Hospital 
for  Joint  Diseases  and  the  Hospital  for  Joint 
Diseases  Outpatient  Department.  Dr. 
Arenberg  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Physicians,  and  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leo  Baum,  M.D.,  of  Syracuse,  died  on  August 
14  at  the  age  of  seventy-one.  Dr.  Baum  re- 
ceived his  medical  degree  from  the  University  of 
Munich  in  1923.  He  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erich  Buechler,  M.D.,  of  New  York  City, 
died  on  September  16  at  the  age  of  eighty.  Dr. 
Buechler  received  his  medical  degree  from  the 
University  of  Breslau  in  1914.  He  was  an 
assistant  attending  physician  at  Metropolitan 
Hospital.  Dr.  Buechler  was  a member  of  the 
American  Academy  of  General  Practice,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alberto  Caramadre,  M.D.,  of  The  Bronx,  died 
on  August  18  at  the  age  of  fifty.  Dr.  Caramadre 
received  his  medical  degree  from  the  University 
of  Bologna  in  1950.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Bronx,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Wade  Duley,  M.D.,  of  New  York  City,  died 
on  June  4 at  the  age  of  sixty-seven.  Dr.  Duley 
graduated  in  1926  from  Cornell  University 
Medical  College.  He  was  an  assistant  attend- 
ing surgeon  at  The  New  York  Hospital.  Dr. 
Duley  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine. 

Elizabeth  Rozetta  Geleerd,  M.D.,  died  on 
May  25  at  the  age  of  sixty.  Dr.  Geleerd  re- 
ceived her  medical  degree  from  the  University 
of  Leiden  in  1936.  She  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Psychoanalytic  Association,  the  New  York 


County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sidney  Gilbert,  M.D.,  of  Flushing,  died  on 
August  30  at  the  age  of  fifty-nine.  Dr.  Gilbert 
graduated  in  1934  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  associate 
attending  physician  in  gastroenterology  at 
Queens  Hospital  Center  and  a staff  physician  in 
internal  medicine  at  Booth  Memorial  Hospital. 
Dr.  Gilbert  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Alphonse  Nicholas  Guardino,  M.D.,  of 

Seneca  Falls,  died  on  August  9 at  the  age  of 
forty-four  Dr.  Guardino  received  his  medical 
degree  from  the  University  of  Rome  in  1956. 
He  was  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists  and  a member 
of  the  Seneca  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  Charles  Kemelhor,  M.D.,  of  Brook- 
lyn, died  on  September  14  at  the  age  of  sixty- 
five.  Dr.  Kemelhor  graduated  in  1928  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  assistant  attending  pedia- 
trician at  Maimonides  Hospital  of  Brooklyn. 
Dr.  Kemelhor  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frederick  Francis  Kosak,  M.D.,  of  New  York 
City,  died  on  May  18  at  the  age  of  eighty-five. 
Dr.  Kosak  graduated  in  1907  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thomas  Forrest  Laurie,  M.D.,  of  Syracuse, 
died  on  August  14  at  the  age  of  eighty-eight. 
Dr.  Laurie  graduated  in  1907  from  Cornell 
University  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Association, 
the  American  Association  of  Genito-Urinary 
Surgeons,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
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(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison's  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1 -1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 
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Doctor Watson  _ 

exposes  a double  agen 


I 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we're  looking  for  is  a single 
entity.  1 thought  we  were  dealing  with  several  others — 
even  twins.  But  now — I'd  say  we've  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTH  ROl  D (sodium 
levothyroxine)”  . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  "A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T4  as  you  call  it.  T4  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T„.  SYNTH ROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free'  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTH  ROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast,  Holmes.  SYNTHROID  works  for  the 
physician , too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 
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2 years  and 
100  million  injections1 
after  the 
breakthrough 

a bulwark  against  pain 


In  July,  1967, 

injectable  Talwin,  brand  of  pentazocine 
(as  lactate),  was  introduced  with  this 
unique  claim  a breakthrough  in  the 
control  of  pain’' 

based  on  extensive  clinical 


investigation 

□ in  over  12.000  patients  by  more  than 
1 50  investigators 

based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe 
pain  in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperi- 
dine. but  is  not  subject  to  narcotic 
controls 


based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief 
of  pain  in  86%  of  medical  and  of 
surgical  patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I M — usually  within  15  to  20  minutes 
I V. —usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactions  to  those  of  morphine 
and  meperidine 


□ Talwin— relatively  free  from  the 
severe  respiratory  depression,  con- 
stipation, or  urinary  retention  asso- 
ciated with  morphine 

□ Talwin— less  nausea,  vomiting  or 
diaphoresis  than  with  meperidine 

□ Talwin— well  tolerated  by  most 
patientsf 

based  on  a wide  range  of 
indications 

□ surgical . . . obstetrical  (labor) . . . 
medical . . . urologic 

based  on  extensive  clinical  and 
laboratory  findings 
Talwin  is  not  subject  to 
narcotic  controls 


In  January,  1968, 

injectable  Talwin,  brand  of 
pentazocine  ( as  lactate  ), voted 
. . the  biggest  contribution  to 
easing  the  course  of  illness,  from 
the  patient’s  standpoint . . 

In  January.  1968,  an  unbiased  an- 
nual poll  of  physicians  named  Talwin 
“. . . the  biggest  contribution  [for  the 
year  1967]  to  easing  the  course  of 
illness,  from  the  patient's  standpoint, 
even  though  not  prescribed  as 
primary  therapy."3 
Though  Talwin  had  been  available 
for  only  six  months,  it  was  favored  in 
this  category  over  all  drugs  intro- 
duced during  1967.  Of  850  physi- 
cians, 401  selected  Talwin.  The 
runner-up  received  less  than  a third 
as  many  votes  as  Talwin. 

And  Today 

Overwhelming  acceptance  of  Talwin 
has  been  expressed  by  the  medical 
profession  through  the  administra- 
tion of  100  million  injections  to  date 
since  its  introduction.' 

In  1 969,  Talwin  continues  to  provide 
effective  control  of  moderate  to  severe  , 
pain  in  a wide  range  of  clinical 
disorders.* 

Injectable 

lalwin 

■ ■ 

pentazocine 

™ (as  lactate) 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  of  parenteral 
Talwin  ampuls  and  vials  distributed,  di- 
vided by  30  mg.  doses;  data  in  the  files 
of  Winthrop  Laboratories 

2.  ' The  Gray  Sheet,"  M.  Res.  Digest,  vol. 
11,  no.  2,  Feb  1968. 


•Talwin  should  not  be  used  for  patients  with 
increased  intracranial  pressure,  head  in- 
jury or  pathologic  brain  conditions  in  which 
clouding  of  sensorium  is  undesirable. 
tFor  details  on  adverse  reactions,  see  pre- 
scribing information,  following. 


See  next  Daae  for  brief  summarv  of  Drodue!  information 
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Talwin  brand  of  pentazocine(as  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head  In- 
jury, or  Pathologic  Brain  Conditions  in  which  clouding  ot 
sensorium  is  undesirable.  Talwin  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could  be  misleading. 
Warnings:  Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been  established. 
Animal  reproduction  studies  have  not  demonstrated  terato- 
genic or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards.  Patients  receiving  Talwin 
during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Drug  Dependence.  Patients  with  a history  of  drug  abuse 
should  be  under  close  supervision.  There  have  been  instances 
of  psychological  and  physical  dependence  on  Talwin  in  pa- 
tients with  such  a history  and,  rarely,  in  patients  without  such 
a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  symptoms  such  as  ab- 
dominal cramps,  elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when  these  occurred, 
discontinuance  has  been  accomplished  with  minimal  diffi- 
culty. In  the  rare  patient  in  whom  more  than  minor  difficulty 
has  been  encountered,  reinstitution  of  parenteral  Talwin  with 
gradual  withdrawal  has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics  for  Talwin  in  the 
treatment  of  the  Talwin  abstinence  syndrome  should  be 
avoided. 

In  prescribing  parenteral  Talwin  for  chronic  use,  particularly 
if  the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  and  frequency  of 
injection  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of  Talwin  is  pref- 
erable for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic 
doses  of  Talwin  have  experienced,  in  rare  instances,  hallu- 
cinations (usually  visual),  disorientation,  and  confusion  which 
have  cleared  spontaneously  within  a period  of  hours  The 
mechanism  of  this  reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs  checked.  If  the  drug 
is  reinstituted  it  should  be  done  with  caution  since  the  acute 
CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  The  possibility 
that  Talwin  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma,  Talwin 
should  be  administered  only  with  caution  and  in  low  dosage 
to  patients  with  respiratory  depression  (e.g.,  from  other 
medication,  uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases  renal 
or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater  side  effects  (e  g , 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from 
the  usual  clinical  dose,  and  may  be  the  result  of  decreased 
metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be 
used  with  caution  in  patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the 
effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be 
used  with  caution  in  patients  about  to  undergo  surgery  of  the 
biliary  tract. 

Palienls  Receiving  Narcotics  Talwin  is  a mild  narcotic  antag- 
onist. Some  patients  previously  receiving  narcotics  have  ex- 


perienced mild  withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Talwin  is  admin- 
istered to  patients  prone  to  seizures;  seizures  have  occurred 
in  a few  such  patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has  been  estab- 
lished. 

Adverse  Reactions:  The  most  commonly  occurring  reactions 
are:  nausea,  vertigo  (dizziness  or  iightheadedness),  vomiting, 
euphoria. 

Infrequently  occurring  reactions  are  — respiratory:  respiratory 
depression,  dyspnea,  transient  apnea  in  a small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock,  hypertension; 
CNS  effects:  sedation,  alteration  of  mood  (nervousness,  ap- 
prehension, depression,  floating  feeling),  dreams;  gastroin- 
testinal: constipation,  dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
plethora,  dermatitis  including  pruritus;  other:  urinary  reten- 
tion, headache,  paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuromuscular  and  psy- 
chiatric: muscle  tremor,  insomnia,  disorientation,  hallucina- 
tions; gastrointestinal:  taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  diplopia,  miosis; 
other:  tachycardia,  nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 

See  Acute  CNS  Manifestations  and  Drug  Dependence  under 
WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  The  recommended  single  parenteral  dose  is  30  mg.  by 
intramuscular,  subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess  of  30  mg. 
intravenously  or  60  mg.  intramuscularly  or  subcutaneously  are 
not  recommended.  Total  daily  dosage  should  not  exceed  360 
mg.  As  with  most  parenteral  drugs,  when  frequent  daily  injec- 
tions are  needed  over  a prolonged  period,  intramuscular 
administration  is  preferable  to  subcutaneous.  In  addition, 
constant  rotation  of  injection  sites  (e  g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects  of  the  thighs, 
and  the  deltoid  areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has 
been  most  commonly  administered.  An  intravenous  20  mg. 
dose  has  given  adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this  dose  may  be 
given  two  or  three  times  at  two-  to  three-hour  intervals  as 
needed. 

Children  Under  12  Years  ot  Age.  Since  clinical  experience  in 
children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 
Treatment  ol  Overdosage  or  Respiratory  Depression.  Means 
of  maintaining  proper  oxygenation  should  be  available  in 
case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The 
usual  narcotic  antagonists,  such  as  nalorphine,  are  not  effec- 
tive respiratory  stimulants  for  depression  due  to  Talwin. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  ol  1 ml.  (30  mg.).  V/2  ml.  (45  mg.),  and 
2 ml.  (60  mg.),  each  1 ml.  containing  Talwin  (brand  of  pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg. 
sodium  chloride,  in  water  for  injection.  Boxes  of  10,  25, 
and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg.  base, 
2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water  for  injection. 
Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with 
lactic  acid  and  sodium  hydroxide. 

M/infSiro/j 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


)ne  of  these  disposables  comes  prefilled, 
s unit  dose  - in  non  reactive  glass 
artridge  - is  premeasured, 
he  cartridge  is  clearly  labeled: 
rug  name,  strength,  control  number, 
ven  expiration  date  where  appropriate. 

ou're  more  confident  that  the  patient  gets. 


i 


. just  what  the  doctor  ordered 

with  theTubex  Closed  Injection  System. 

Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tt 
sterile  cartridge-needle  units.*  No  multi-dose  vials 
bother  with;  no  unlabeled  syringes  to  cause  confus 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Neve 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tu 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 
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Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Malvin  William  Leibowitz,  M.D.,  of  New 

York  City,  died  on  May  22  at  the  age  of  thirty- 
three.  Dr.  Leibowitz  graduated  in  1963  from 
New  York  Medical  College.  He  was  a member 
of  the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Matthew  Levine,  M.D.,  of  New  York  City, died 
on  June  23  at  the  age  of  sixty-five.  Dr.  Levine 
graduated  in  1934  from  Long  Island  College  of 
Medicine.  He  was  a junior  psychiatrist  at 
Bellevue  Hospital  and  an  assistant  attending 
psychiatrist  at  University  Hospital.  Dr.  Levine 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the 
American  Psychiatric  Association,  the  Associa- 
tion for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Protetch,  M.D.,  of  New  York  City,  died 
on  May  5 at  the  age  of  forty-seven.  Dr. 
Protetch  graduated  in  1949  from  Ohio  State 
University  College  of  Medicine.  He  was  an 
assistant  attending  physician  at  Flower  and 
Fifth  Avenue  Hospitals  and  an  assistant  attend- 
ing physician  in  endocrinology  at  Metropolitan 
Hospital.  Dr.  Protetch  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erich  Arthur  Raubitschek,  M.D.,  of  New 

York  City,  died  on  June  16  at  the  age  of  seventy- 
eight.  Dr.  Raubitschek  received  his  medical 
degree  from  the  University  of  Vienna  in  1920. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Welson  Rothman,  M.D.,  of  Yonkers, 
died  on  September  11  at  the  age  of  seventy- 
two.  Dr.  Rothman  graduated  in  1923  from 


Long  Island  College  Hospital.  Retired,  he  was 
a consulting  physician  at  Harlem  Hospital  Cen- 
ter. Dr.  Rothman  was  a Fellow  of  the  Ameri- 
can College  of  Gastroenterology  and  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Maroon  Shaw,  M.D.,  of  Yonkers,  died 
on  September  12  at  the  age  of  eighty-one.  Dr. 
Shaw  graduated  in  1912  from  the  University  of 
Vermont  College  of  Medicine.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Peter  Paul  Schmidt,  M.D.,  of  Merrick,  died 
on  September  11  at  the  age  of  fifty-seven.  Dr. 
Schmidt  graduated  in  1937  from  Long  Island 
College  of  Medicine.  He  was  an  attending 
physician  in  tuberculosis  at  the  Veterans 
Administration  Out-Patient  Clinic  at  Brooklyn. 
Dr.  Schmidt  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Carl  Schwartz,  M.D.,  of  Plainview,  died  on 
September  6 at  the  age  of  forty-six.  Dr. 
Schwartz  graduated  in  1947  from  Chicago 
Medical  College.  He  was  a staff  physician  at 
Central  General  Hospital.  Dr.  Schwartz  was 
a member  of  the  Nassau  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leonid  Watter,  M.D.,  of  Stony  Brook,  died  on 
September  4 at  the  age  of  seventy-four.  Dr. 
Watter  received  his  medical  degree  from  the 
University  of  Saratov  in  1919.  He  was  director 
emeritus  of  anesthesiology  at  St.  John’s  Hospital 
and  an  honorary  member  of  the  medical  staff  at 
the  Carson  C.  Peck  Memorial  Hospital.  Dr. 
Watter  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc., 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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...to  have  benefited  from  estrogen 
replacement  therapy  during  her 
menopausal  years— but,  even  now, 
it  is  not  too  late  to  institute  treatment 
for  the  postmenopausal  syndrome. 


As  recently  as  10  or  15  years  ago,  relatively  few 
women  going  through  the  menopause  received  the 
benefits  of  estrogen  replacement  therapy.  Today, 
these  same  women  may  be  faced  with  the  more  seri- 
ous metabolic  consequences  of  continued  and  un- 
treated estrogen  deficiency.  However,  more  and 
more  physicians  now  consider  estrogen  replacement 
therapy  not  only  for  the  relief  of  classic  menopausal 
symptoms,  but  to  help  retard  atrophic  changes  in 
mucosal  tissue,  osteoporosis,  and  urinary  dysfunc- 
tion, related  to  estrogen  deficiency. 

Helps  revitalize  genitourinary  mucosa 
The  effectiveness  of  estrogens  in  alleviating  atrophic 
vaginitis  has  been  demonstrated  in  many  cases. 
Atrophic  genitourinary  tissue  is  revitalized,  distress- 
ing itching  and  discharge  are  relieved,  and  related 
complications— such  as  dyspareunia  and  infection- 
have  been  mitigated.  Surrounding  urinary  tract  tis- 
sues, also  estrogen  dependent,  may  be  protected 
against  regressive  changes  that  could  lead  to  urinary 
dysfunction  as  manifested  by  urgency,  frequency, 
and  stress  incontinence. 

Helps  prevent  further  bone  loss 
In  postmenopausal  osteoporosis,  estrogen  is  con- 
sidered "the  most  effective  and  generally-accepted 
treatment."1  While  bone  already  lost  cannot  be  re- 
placed, gradual  demineralization  of  bone  may  be 
arrested  by  estrogen  replacement  therapy.  Sympto- 
matic relief  of  low  back  pain  is  often  dramatic.  It  has 
been  observed  that  after  administration  of  estrogen, 
there  is  little  or  no  further  loss  of  height,  and  mobility 
is  improved. 

A return  to  emotional  stability 

In  postmenopausal  women,  emotional  symptoms  are 
frequently  replaced  by  a brighteroutlookon  life  when 
they  are  maintained  on  estrogen  replacement  therapy. 
A statistical  viewpoint  on  cancer 
After  more  than  30  years  of  increasing  estrogen  use, 
accumulated  statistics  have  shown  no  significant 
change  in  the  incidence  of  breast  or  uterine  can- 
cer.2 3 The  incidence  appears  to  be  lower  than  would 
be  anticipated  in  vulnerable  "cancer  age"  patients.2  5 
While  no  causal  relationship  has  been  established, 
it  is  considered  advisable  to  withhold  estrogens  in 
women  with  a family  history  of  breast  or  endometrial 
malignancy.'' 

Rationale  for  cyclic  dosage  regimen 

The  standard  dosage  regimen  of  three  weeks'  estro- 
gen administration  and  one  week’s  rest  is  designed 
to  avoid  continuous  stimulation  of  breast  and  uterus. 
The  patient  with  an  intact  uterus  should  be  advised 
that  "withdrawal"  bleeding  which  may  occur  during 
the  rest  period  is  due,  as  its  name  implies,  to  the 
w interruption  of  estrogen  administration,  and  is  con- 
sidered a harmless  and  nonpathological  response. 
In  the  older  patient  an  attempt  is  usually  made  to  ad- 
it just  dosage  to  the  maximum  effective,  but  subbleed- 


ing level,  so  that  cyclic  interruption  of  therapy  will 
not  produce  a bleeding  episode. 

Bleeding,  or  spotting,  at  any  time  during  a course 
of  estrogen  therapy  is  breakthrough  bleeding  which 
may  be  amenable  to  adjustment  of  the  dosage  regi- 
men. However,  failure  to  control  excessive  or  pro- 
longed bleeding  is  usually  an  indication  for  curettage. 
Preference  for  natural  estrogens 
Estrogens  have  been  used  for  over  30  years. 
PREMARIN  (conjugated  estrogens-equine),  the  most 
widely  prescribed  natural  oral  estrogen,  has  earned 
this  favorable  position  not  only  because  it  has  an 
established  record  of  proved  efficacy,  but  also  be- 
cause it  is  remarkably  well  tolerated.6  ’ In  addition, 
PREMARIN  offers  a "plus"  in  therapy— it  usually  im- 
parts a "sense  of  well-being"  that  is  most  gratifying 
to  the  patient. 

BRIEF  SUMMARY 

Indication:  PREMARIN  (conjugated  estrogens-equine)  is 
specific  for  replacement  therapy  of  the  estrogen  deficiency 
state  characteristic  of  the  menopause  and  the  later  years. 
Caution:  In  the  lemale  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended  (3  week 
regimen  with  1 week  rest  period— Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male  Continuous  therapy  over  prolonged  periods  of 
time  may  produce  gynecomastia,  loss  of  libido,  and  tes- 
ticular atrophy. 

Suggested  therapeutic  regimen:  PREMARIN:  Initially,  1.25 
mg.  to  3.75  mg  daily,  depending  on  severity  of  symptoms, 
from  day  5 of  cycle  through  day  25  without  interruption.  (If 
no  menstruation  occurred  in  last  two  months  or  more,  use 
arbitrary  28  day  cycle.) 

A progestational  agent  may  be  added  from  day  15 
through  day  25  (Expect  bleeding  on  day  27  or  28.)  Re- 
sume cyclic  therapy  on  day  5 of  bleeding. 

If  vaginal  cytology  is  employed,  as  a diagnostic  aid  or 
guide  to  dosage,  take  vaginal  smear  on  day  12,  13,  or  14 
of  cycle:  adjust  estrogen  dosage  accordingly,  to  maintain 
desired  superficial  cell  count  for  next  six  month  period. 
Note:  If  bleeding  occurs  within  the  5 to  25  day  period,  in- 
crease estrogen  dosage  to  stop  bleeding.  Use  this  individ- 
ualized dosage  in  subsequent  cyclic  therapy.  Failure  to 
control  bleeding  or  unexpected  recurrence  is  an  indication 
lor  curettage. 

Available  in  4 potencies:  Tablets— No.  865—2.5  mg.  (pur- 
ple); No.  866—1.25  mg.  (yellow);  No.  867—0.625  mg.  (red); 
and  No.  868—0.3  mg.  (green).  In  bottles  of  100  and  1,000. 

References:  1.  Kistner.  R W Med  Sci  78  42  (Oct.)  1967.  2 Gordan. 
G.  S Texas  Med  57  740  (Sept.)  1961.  3 Bakke,  J L.:  Western  J 
Surg.  77:241  (Nov  -Dec  ) 1963.  4 Beecham.  C T..  and  Forman,  I : 
The  Menopause  and  the  Climacteric,  in  Willson.  J R , Beecham,  C.  T , 
and  Carrington.  E R : Obstetrics  and  Gynecology,  ed  2.  St  Louis. 
The  C.  V Mosby  Company.  1963.  chap  50.  pp  671-678  5.  Wilson, 

R A J A M A 782  327  (Oct  27)  1962.  6 Lin.  Ta-Jung,  and  Lin. 
Su-Chin:  J A M A 785:844  (Sept.  14)  1963  7 Meyer.  H Nebraska 

Med  J.  52:65  (Feb.)  1967. 

For  estrogen  benefits— 
even  years  after  the  menopause 

Premarin 

BRAND  OF 
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‘The  Tablet" 
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Medical  Meetings 


Academy  of  Compensation  Medicine  to  Meet 

The  annual  meeting  of  the  American  Academy 
of  Compensation  Medicine  will  be  held  on 
November  6 and  7,  at  New  York  University 
Medical  Center,  550  First  Avenue,  New  York 
City.  The  four  topics  to  be  covered  at  the  two- 
day  symposium  are:  Simple  Trauma  in  In- 

dustry Trivial  and  Tragic;  Compensable  Lung 
Diseases;  The  Use  of  X-ray  Films  in  Compen- 
sable M usculoskeletal  Conditions;  and  Shoulder 
Girdle  and  Neck  Injuries. 

Cochairmen  of  the  program  are:  A.  L. 

Loomis  Bell,  M.D.,  professor  emeritus  of 
radiology,  Downstate  Medical  Center,  and 
Arthur  I.  Blieden,  M.D.,  associate  clinical  pro- 
fessor of  orthopedic  surgery,  New  York  Uni- 
versity School  of  Medicine. 

The  symposium  is  open  to  everyone  interested 
in  compensation  medicine.  There  will  be  no 
registration  fee,  but  persons  who  wish  to  attend 
the  meeting  are  urged  to  write  to  the  American 
Academy  of  Compensation  Medicine,  Box  180, 
Radio  City  Station,  New  York,  New  York 
10019. 

Course  on  contemporary  therapy 
for  psychiatrists 

A symposium  on  “Contemporary  Therapy  for 
Psychiatrists,”  sponsored  by  the  Department  of 
Psychiatry  of  the  School  of  Medicine  State 
University  of  New  York  at  Buffalo,  is  to  be 
held  on  November  8,  from  9:00  a.m.  to  5:00 
p.m.,  at  the  Statler  Hilton  Hotel,  Buffalo. 

The  program  will  feature  the  following  topics 
and  speakers:  “Group  Psychotherapy:  The 

Group  Envelope,”  Max  Day,  M.D.,  instructor 
in  psychiatry,  Harvard  Medical  School;  and 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


“Youth  Dissent  and  the  Generation  Gap,”  Ari 
Kiev,  M.D.,  chief,  Cornell  program  in  social 
psychiatry,  Cornell  University  Medical  College. 

Registration  fee  is  $15.  For  further  informa- 
tion and  registration  contact.  Continuing 
Medical  Education  Program,  Main  Street 
Division,  School  of  Medicine  State  University 
of  New  York  at  Buffalo,  2211  Main  Street, 
Buffalo,  New  York  14214. 

New  York  Society  for 
Thoracic  Surgery  to  meet 

The  annual  scientific  session  of  the  New  York 
Society  for  Thoracic  Surgery  is  to  be  held 
November  21,  from  9:00  a.m.  to  5:00  p.m.,  at 
Memorial  Hospital,  68th  Street  and  York 
Avenue,  New  York  City. 

The  symposium  will  feature  the  following 
topics  and  speakers:  “Radiographic  Considera- 
tions in  Myocardial  Revascularization,”  Mar- 
shall Franklin,  M.D.,  Norwalk,  Connecticut; 
“Clinical,  Hemodynamic,  and  Metabolic  Con- 
siderations,” William  Likofif,  M.D.,  Philadelphia, 
Pennsylvania;  Surgical  Technics:  “Indirect 

Myocardial  Revascularization,”  Timothy  Tak- 
aro,  M.D.,  Oteen,  North  Carolina;  “Direct 
Revascularization  with  Vein  Grafts,”  Rene  G. 
Favaloro,  M.D.,  Cleveland,  Ohio;  “Direct 
Revascularization  with  Internal  Mammary 
Artery  to  Left  Coronary  Artery  Anastomosis,” 
George  Green,  M.D.,  New  York  City;  and 
“Direct  Revascularization  with  Coronary  Gas 
Endarterectomy,”  Philip  N.  Sawyer,  M.D., 
Brooklyn. 

For  further  information  contact:  George 

Robinson,  M.D.,  president,  New  York  Society 
for  Thoracic  Surgery,  Montefiore  Hospital  and 
Medical  Center,  111  East  210th  Street,  Bronx, 
New  York  10467. 
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What's 

FolycUlm(SS£)got  to  do  with 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963... making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg.;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N®( sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse.  New  York  13201 
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Films  Reviewed 


These  films  are  available  to  physicians , hospitals, 
medical  schools,  and  others,  from  the  Film  Library 
of  the  State  of  New  York  Department  of  Health  * 


The  Social  Worker.  Sound,  color,  16  mm., 
seventeen  minutes. 

The  functions,  environment,  and  training  of 
a social  worker  are  realistically  set  forth  in  this 
absorbing  film.  The  emphasis  is  on  working 
with  people,  rather  than  performing  services 
for  them,  and  we  are  shown  a wide  variety  of 
work  settings:  psychiatric  social  work,  com- 

munity organization,  family  casework,  marriage 
counseling,  group  work,  and  working  with 
mentally  or  physically  handicapped  children. 
Filmed  in  a slum  in  Roxbury,  Massachusetts, 
this  story  of  a young  social  worker  makes  no 
attempt  to  gloss  over  the  human  misery,  illness, 
prejudice,  poverty,  and  apathy  that  a social 
worker  must  cope  with,  but  the  film  implies 
that  he  is  part  of  a team  working  to  ameliorate 
and  prevent  such  conditions.  Acting,  direction, 
and  script  are  thoroughly  professional,  and  the 
final  stamp  of  authenticity  is  provided  by  the 
technical  guidance  of  the  National  Commission 
for  Social  Work  Careers. 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
1 44  tablets  in  1 2 rolls. 


I 


Each  Tablet  Active  Ingredients' 
Precipitated  Calcium  Carbonate 
Magnesium  Carbonate 
Magnesium  Tnsilicate 


0 489  Gm 
0 011  Gm 
0 006  Gm 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Source  and  producer:  Universal  Education 

& Visual  Arts,  221  Park  Avenue  S,  New  York, 
New  York  10003. 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Edu- 
cation: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman: 

Wilbur  M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quin- 
livan.  M.D.,  Albany. 


“The  least  I ever  weighed ? I guess  that  would 
I have  to  be  7 pounds  and  four  ounces .” 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estoiate 
equivalent  to  125  mg. 
erythromycin  base. 


'SONI 

QUIO 


When  mixed  as 
directed,  each  cc. 
will  contain  erythro- 
mycin estolate 
equivalent  to. 100  mg. 
erythromycin  base. 


Weu 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule'S  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many  forms 
of  llosone 

Erythromycin  Estolate 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Editorials 


Delivery  of  health  care  in  congested  districts 


Much  emphasis  is  being  placed  at  pres- 
ent on  the  problems  of  delivering  health 
care  to  slum  areas.  Physicians,  hospitals, 
government,  and  community  leaders  are  all 
deeply  concerned. 

A new  development,  which  places  the  re- 
sponsibility for  bringing  outpatient  care 
closer  to  the  patient,  has  been  authorized  by 
an  amendment  to  the  State  Hospital  Code. 

Under  the  Hospital  Code  amendment, 
extension  clinics  may  be  created  by  any 
hospital  with  an  outpatient  department  or 
by  any  independent  out-of-hospital  health 
facility  that  has  a valid  operating  certificate. 
A separate  operating  certificate  (State  hos- 
pital license)  for  the  extension  clinic  will 
not  be  required. 

Financing  of  the  new  clinics  would  be  the 
responsibility  of  the  sponsoring  facility. 

These  facilities,  to  be  known  as  Walk- 
linics,  will  be  a convenience  to  both  the  pa- 
tient and  the  hospital.  As  their  name  sug- 
gests, they  will  mean  that  medical  care  of 
many  types  will  be  available  within  walking 
distance  to  those  who  need  it.  For  the  hos- 
pital it  will  mean  that  a greater  volume  of 
service  can  be  provided  without  the  need  for 
expensive  and  time-consuming  construction 
projects. 


The  Walklinics  will  be  located  in  store- 
fronts or  similar  sites.  The  services  pro- 
vided will  vary,  depending  on  the  needs  of 
the  neighborhood  and  the  capabilities  of 
the  sponsoring  agency. 

Each  new  Walklinic  patient  will  be  given 
a comprehensive  medical  examination  at 
the  sponsoring  hospital  unless  a satisfactory 
record  of  an  examination  given  in  the  past 
six  months  is  available. 

Any  health  care  services  not  available  at 
the  extension  clinic  shall  be  provided  at  the 
parent  facility. 

Of  the  330  hospitals  certified  by  the 
State  Health  Department,  156  have  out- 
patient departments.  A total  of  166  in- 
dependent out-of-hospital  health  facilities 
are  certified  by  the  Department. 

Such  facilities  include  centers  for  the 
physically  handicapped,  cerebral  palsy 
treatment  centers,  hearing  and  speech  cen- 
ters, and  Boys’  Club  dental  clinics  operated 
by  local  health  departments. 

This  development  may  add  a cruel  finan- 
cial burden  to  some  hospitals,  already 
stretched  to  the  limit. 

The  project  is  laudable  but  a method  of 
providing  financial  help  to  hospitals  under- 
taking it  will  need  to  be  worked  out. 


Enrollment  and  expenditures  1958  to  1969* 


The  decade  between  1958  and  1968  has 
seen  a more  rapid  growth  in  the  develop- 
ment and  expansion  of  new  and  existing 
medical  schools  in  the  United  States.  Since 
1958,  nine  new  schools  have  opened  their 

*datagrams,  vol.  11,  no.  1,  July,  1969. 


doors,  six  of  which  were  established  between 
1965  and  1968.  By  comparison,  prior  to 
1958,  nine  new  schools  were  organized  over 
a period  of  twenty-seven  years  (1930  to 
1957).  From  1958  to  1968,  total  enroll- 
ment in  all  medical  schools  increased  by 
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TABLE  1. 

Number  of  U.S. 

medical  schools, 

students  and  graduates  1958-68 

Year 

Total  Student 

Number  of  Schools  Enrollment 

Total  First- 
Year  Students 

Number  of 
Graduates 

1958-59 

85 

29,614 

8,128 

6,860 

1959-60 

86 

30,084 

8,173 

7,081 

1960-61 

86 

30,288 

8,298 

6 ’994 

1961-62 

87 

31,078 

8,483 

7,168 

1962-63 

87 

31,491 

8,642 

7,264 

1963-64 

88 

32,001 

8,772 

7,336 

1964-65 

88 

32,428 

8,856 

7,409 

1965-66 

88 

32,835 

8,759 

7,574 

1966-67 

89 

33,423 

8,964 

7,743 

1967-68 

94 

34,538 

9,479 

7,973 

FIGURE  1.  Total,  regular  operating  programs,  and 
sponsored  programs  expenditures,  1958  to  1967. 


4,924  students  and,  in  1968,  medical  schools 
graduated  7,973  physicians,  1,113  more 
than  in  1958  (Table  I).  By  1968,  864  stu- 
dents were  enrolled  in  new  medical  schools, 
329  in  first-year  classes.  One  hundred  and 
sixty-six  physicians  graduated  from  new 
schools  in  1968. 

In  1967,  the  level  of  total  expenditures 
for  medical  schools  rose  to  $1,010  billion,  an 
increase  of  216  per  cent  or  $691  million  over 
1958.  As  seen  in  Figure  1,  the  larger  pro- 
portion of  this  increase  is  attributed  to 
sponsored  programs  expenditures  which 
rose  from  $144  to  $581  million.  During 
this  same  period,  expenditures  for  regular 
operating  programs  rose  by  145  per  cent, 
from  $174  to  $429  million. 

Average  basic  operating  expenditures 
per  undergraduate  medical  student  rose 


FIGURE  2.  Average  regular  operating  expendi- 
tures per  undergraduate  medical  student,  1958  to 
1967. 


from  $5,902  to  $12,841  between  the  years 
1958  and  1967  (Figure  2).  However,  only 
some  of  this  increase  can  be  legitimately 
charged  to  the  education  of  medical  stu- 
dents. Factors  contributing  to  rising  costs 
are  increased  obligations  for  participation 
in  health  related  instruction  on  behalf  of  the 
university;  new  responsibilities  for  the  de- 
livery of  health  care  to  the  community;  new 
interest  in  the  provision  of  continuing  edu- 
cation programs;  and,  increased  faculty  re- 
sponsibility for  postgraduate  education  of 
scientists  and  physicians.  Each  of  these 
has  required  a rapid  expansion  of  human 
resources  which  are  reflected  in  increasing 
costs.  Only  until  methods  for  analysis  of 
program  costs  are  in  general  use,  can  full  in- 
sight be  given  into  the  relationships  be- 
tween total  expenditures  and  medical  stu- 
dent output. 
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Except  in  instances  of  damage  by  direct 
cellular  contact  with  the  exciting  agent,  the 
clinical  manifestations  of  allergy  in  various 
shock  organs,  such  as  the  respiratory  sys- 
tem, eyes,  skin,  and  so  on,  can  be  attributed 
to  reactions  in  the  blood  vessels  supplying 
these  organs.  The  latter  may  be  the  seat 
of  allergenic  impact  responsible  for  the 
secondary  effects  in  these  tissues.  In  some 
individuals,  however,  the  major  target 
tissue  may  be  the  cardiovascular  system. 
This  may  give  rise  to  manifestations  in 
different  segments  of  the  vascular  apparatus 
such  as  the  cutaneous,  peripheral,  coronary 
vessels,  and  myocardium  as  well  as  the 
systemic  blood  vessels.  Information  al- 
ready available  has  indicated  that  sensitiza- 
tion to  exogenous  factors,  such  as  tobacco, 
antibiotics,  various  drugs,  inhalants,  and 
infection,  may  account  for  not  only  re- 
versible but  also  for  irreversible  reactions 
in  the  vascular  tissues. 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Allergy,  February  15,  1968. 
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The  most  familiar  manifestations  of 
hypersensitivity  in  the  small  vessels  of  the 
skin  and  adjacent  tissues  are  exemplified  by 
urticaria,  angioedema,  and  purpura. 
These  are  usually  reversible  reactions,  with 
the  restoration  of  the  vessels  to  their  pris- 
tine integrity,  provided  the  exciting  agents 
are  determined  and  removed. 

More  profound  inflammatory  reactions 
in  cutaneous  vessels  involving  the  arterioles 
and  capillaries  of  the  deeper  layers  of  the 
corium  following  allergenic  or  antigenic- 
stimulation  give  rise  to  the  syndrome  known 
as  “allergic  vasculitis.”  Vasculitis  may  be 
a nonspecific  reaction  to  various  stimuli 
such  as  trauma,  infection,  thrombosis, 
embolization,  xanthomas,  severe  hyperten- 
sive states,  and  in  the  vicinity  of  some 
tumors.  However,  in  the  absence  of  evi- 
dence that  vasculitis  is  secondary  to  these 
disorders,  its  allergic  origin  must  be  ascer- 
tained when  it  appears  as  a result  of  sen- 
sitization to  drugs,  antibiotics,  infection, 
and  occasionally  malignant  tumors  which 
act  antigenically. 

In  the  cases  of  allergic  vasculitis  studied 
by  McCombs,  Patterson,  and  McMahon1  a 
history  of  previous  allergic  diseases  was 
present  in  3.  Five  patients  had  rheuma- 
toid arthritis  or  rheumatic  fever,  penicillin 
was  implicated  in  3,  and  in  2 others  either 
antibiotics  or  drugs  were  held  responsible 
for  the  symptoms.  In  2 cases  infection 
seemed  to  be  the  primary  cause.  In  1 in- 
stance a tumor  apparently  acted  as  an  anti- 
gen. In  12  cases  the  etiology  was  not  clear. 

The  pathologic  changes  in  the  vessels 
varied,  depending  on  the  intensity  and  ex- 
tent of  the  reaction.  Vessel  walls  were 
commonly  seen  saturated  with  fluid,  fibrin, 
and  leukocytes.  At  times  necrosis  and 
lysis,  thrombosis,  collapse,  or  complete 
destruction  of  the  vessels  were  also  ob- 
served. The  healing  stage  was  character- 
ized by  perivascular  cuffing  with  lympho- 
cytes or  recanalization. 

The  vasculitis  in  muscle  tissues  gives  rise 
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to  various  forms  of  degeneration,  necrosis, 
lysis,  and  nonsuppurative  myositis.  In 
the  kidney,  glomerulitis  may  be  a striking 
manifestation. 

In  view  of  the  multiplicity  of  exciting 
factors,  namely,  infection,  drugs,  and 
antibiotics  such  as  penicillin,  that  might  be 
responsible  either  for  an  immediate  wheal 
and  flare  type  of  vascular  response,  an 
Arthus  type  of  vasculitis,  or  a delayed  form 
of  vascular  hypersensitivity,  one  may  ex- 
pect that  the  pathogenesis  of  the  various 
vascular  responses  may  he  mediated  by 
different  immunologic  mechanisms.  More- 
over since  there  is  a frequent  similarity  in 
the  early  stages  in  the  histologic  appearance 
of  the  perivascular  exudate  following  chal- 
lenge by  bacterial  and  other  agents,  Mies- 
cher,  Paronetta  et  al.2~i  studied  the  immune 
responses  in  skin  biopsies  in  man  and  labo- 
ratory animals,  following  the  injection  of 
streptococcal  and  staphylococcal  antigens 
and  PPD  (purified  protein  derivative)  by 
means  of  the  fluorescent  antibody  technic. 
This  was  done  to  identify  the  nature  of  the 
protein  deposition  in  the  vessel  wall,  so 
that  it  would  be  possible  to  differentiate 
the  immediate  from  the  delayed  type  of 
vascular  response  and  thus  pave  the  way 
for  the  most  appropriate  anti-inflammatory 
agents  to  be  used  in  treatment. 

They  found  in  the  biopsies  from  skin 
tests  of  the  delayed  type  of  hypersensitivity 
due  to  PPD  (tuberculin  reaction)  that  in 
the  early  stages  perivascular  accumulation 
of  polymorphonuclear  cells  appeared,  fol- 
lowed by  an  influx  of  mononuclear  cells. 
The  vascular  reactions  after  injection  of 
streptococcal  or  staphylococcal  antigen 
into  the  skin  consisted  of  a necrotizing 
arteritis  with  polymorphonuclear  cells. 
In  both  these  delayed  reactions  fibrinogen 
but  no  immunoglobulin,  complement,  or 
other  serum  proteins  were  localized  in  the 
lesions  of  the  vessel  walls.  In  the  Arthus 
type  of  vasculitis  which  may  he  the  exper- 
imental analogue  of  that  seen  in  peri- 
arteritis nodosa  or  systemic  lupus  ery- 
thematosus arteritis,  antigen,  gamma  globu- 
lin, complement,  and  fibrinogen  were 
noted  in  and  about  the  vessel  walls.  This 
was  also  observed  in  the  massive  necrotizing 
arteritis  in  a patient  with  erythema  eleva- 
tum  diutinum. 

The  passive  cutaneous  anaphylaxis  reac- 
tion induced  in  the  guinea  pig  by  local 


injection  of  gamma  globulin  1 antibodies 
which  do  not  fix  complement,  was  used  as 
a model  for  the  immediate  wheal  and  flare 
reaction  due  to  skin-sensitizing  antibodies.6 
Here  edema  perivascular  polymorphonuclear 
infiltration  of  antigen  and  fibrinogen  were 
present  but  no  complement.  In  later 
studies  it  was  shown  that  the  constant  fea- 
ture is  only  an  increase  of  permeability 
and  edema,  whereas  polymorphonuclear 
infiltration  is  not  necessary. 

Symptoms 

Allergic  vasculitis  may  result  in  a variety 
of  symptom-complexes,  characterized  by 
arthralgia,  edema,  purpura,  weight  loss, 
subcutaneous  nodules,  pneumonitis,  derma- 
titis, muscle  tenderness  and  weakness, 
neuritis,  gastrointestinal  bleeding,  and  renal 
failure.  In  certain  cases  peripheral  edema 
without  apparent  cause  may  be  a striking 
feature  of  allergic  vasculitis.  In  view  of  the 
fact  that  similar  reactions  may  occur  and 
presage  hypersensitivity  in  the  connective 
tissue  vascular  system,  previously  described 
in  periarteritis  nodosa,  dermatomyositis, 
scleroderma,  and  lupus  erythematosus,  and 
since  the  patients  with  allergic  vasculitis 
studied  by  McCombs,  Patterson,  and  Mc- 
Mahon1 did  not  develop  any  of  these 
maladies,  these  cited  clinical  symptoms 
may  be  regarded  as  the  result  of  hyperergic 
vascular  disease  involving  small  vessels, 
mainly  in  the  skin  and  muscles,  which  may 
or  may  not  be  reversible. 

Treatment  with  adrenal  steroids  has 
almost  a specific  effect  on  these  vascular 
lesions,  causing  healing  and  sclerosis  and 
possibly  preventing  the  development  of 
more  severe  systemic  diseases  referred  to 
previously. 

Next  in  importance  to  the  allergic  reac- 
tions in  the  cutaneous  vessels  are  those  in 
the  peripheral  blood  vessels  and  the  heart. 
Whereas  trauma,  infection  with  subsequent 
thrombosis,  and  arteriosclerosis  are  usually 
regarded  as  responsible  for  reactions  in 
these  tissues,  there  are  many  clinical  man- 
ifestations involving  the  cardiovascular 
structures  which  are  obscure  in  origin  but 
which  lend  themselves  to  investigation  from 
the  point  of  view  of  allergy.  The  symp- 
tom-complexes in  the  peripheral  vessels 
which  may  he  due  to  hypersensitivity  are 
certain  types  of  migrating  phlebitis  and 
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thromboangiitis  obliterans.  Those  in  the 
heart  are  angina  pectoris  and  cardiac  ar- 
rhythmia. 

Migrating  phlebitis 

In  previous  publications,  it  was  re- 
ported that  certain  types  of  migrating 
phlebitis  were  flue  to  sensitivity  to  fish  and 
citrus  fruits.6'7  Other  forms  of  migrating 
phlebitis  in  smokers  preceding  or  accom- 
panying thromboangiitis  obliterans  were 
shown  to  be  caused  by  tobacco  allergy. 
Support  for  this  was  obtained  by  the  writer 
not  only  by  the  demonstration  of  positive 
skin  reactions  and  reagins  to  tobacco  in  such 
patients  but  also  in  the  case  of  a smoker 
with  migrating  phlebitis  reported  by  Levine 
and  Lukasch.8  This  patient  showed  not 
only  marked  skin  reactions  to  tobacco,  but 
the  biopsy  sections,  removed  from  the 
omentum  in  the  course  of  a laparotomy, 
disclosed  also  marked  inflammatory  changes 
in  the  venules  and  perivascular  infiltrations 
with  eosinophils.  The  authors  regarded 
these  vascular  changes  compatible  with 
hypersensitivity  angiitis.  Marked  eosino- 
philia  as  a result  of  smoking  has  been  re- 
ported recently  by  Schoen  and  Pizer.9 
That  tobacco  was  the  responsible  allergenic 
excitant  was  furthermore  confirmed  by  the 
fact  that  discontinuance  of  smoking  caused 
complete  resolution  of  the  phlebitis  in  this 
patient,  whereas  prior  prolonged  treatment 
with  antibiotics  and  steroids  was  completely 
ineffective. 

Tobacco  hypersensitiveness  was  sug- 
gested as  the  underlying  pathogenesis 10 
in  thromboangiitis  obliterans  by  Harkavy 
and  Hebald  in  1932 11  and  confirmed  by 
Sulzberger  and  Feit  in  1933. 12  The  diag- 
nosis of  tobacco  allergy  in  these  cases  was 
based  on  (1)  the  long  history  of  smoking; 
(2)  positive  skin  reactions  to  various  denico- 
tinized  tobacco  in  78  per  cent  of  140  cases, 11 
77  per  cent  in  13  cases, 12  71  per  cent  in  35 
cases  of  Westcott  and  Wright,13  as  com- 
pared with  14.8  per  cent  of  positive  skin 
reactions  to  tobacco  only  in  988  normal  non- 
allergic  smokers;  (3)  the  presence  of  reagins 
to  tobacco  on  passive  transfer  in  95  or  44 
per  cent  of  patients  with  thromboangiitis 
obliterans  in  the  absence  of  a personal  or 
family  history  of  allergy;  (4)  the  demon- 
stration in  the  biopsy  sections  of  the  im- 


mediate reacting  wheal  of  perivascular 
eosinophilia  and  an  eczematous  type  of 
response  in  2 patients  manifesting  delayed 
reactions;  (5)  the  arrest  of  the  disease  on 
cessation  and  its  prompt  return  on  resump- 
tion of  smoking. 

Coronary  artery  disease 

The  possibility  that  coronary  artery 
disease  although  an  infrequent  occurrence 
in  patients  with  thromboangiitis  obliterans 
may  be  due  to  the  same  allergenic  excitant, 
namely,  tobacco,  cannot  be  excluded,  de- 
spite the  fact  that  the  coronary  vessels  in 
some  of  these  patients  showed  arterio- 
sclerosis. In  a thirty-year-old  patient 
with  thromboangiitis  obliterans  studied 
by  Saphir14  who  died  following  a virus 
infection  the  coronary  vessels  revealed 
typical  lesions  of  thromboangiitis  in  some 
areas;  and  where  the  disease  appeared 
older,  the  vessel  changes  could  be  easily 
confused  with  arteriosclerosis.  Similar 
findings  have  been  recorded  by  others. 15  17 
According  to  Buerger18  those  patients  in 
whom  lesions  of  thromboangiitis  obliterans 
are  of  long  duration  (years),  secondary 
thickening  of  the  intima  takes  place  with 
corresponding  proliferation  of  the  elastic 
fibers  which  can  be  confused  with  arterio- 
sclerosis. Jaeger19  believes  that  in  the 
later  stages  a differentiation  between  the 
two  conditions  is  hardly  possible. 

The  concept  that  prior  sensitization  of 
the  coronary  vessels  due  to  tobacco  or  other 
agents,  drugs,  foreign  sera,  and  so  on,  may 
predispose  to  coronary  sclerosis  is  based  on 
(1)  the  experimental  production  of  arteritis, 
myocytolysis,  and  coronary  sclerosis  in 
tobacco-sensitized  rabbits7;  (2)  the  studies 
of  Saphir  et  al. 20, 2 1 who  induced  lesions  resem- 
bling early  arteriosclerosis  by  prolonged 
sensitization  with  horse  serum  and  sulfa- 
thiazole;  and  (3)  the  development  of 
coronary  artery  atherosclerosis  in  rabbits, 
resembling  that  seen  in  man,  by  repeated 
intravenous  injection  of  foreign  serum  pro- 
tein causing  protracted  vascular  sensitiza- 
tion together  with  the  feeding  of  a semisyn- 
thetic high-fat  and  low-cholesterol  diet 
from  sixty-six  to  six  hundred  forty  days.22 

In  man  coronary  involvement  following 
sensitization  to  a variety  of  substances  such 
as  tobacco,7  immune  serum,  drugs  in  the 
form  of  penicillin,  and  sulfonamides  have 
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also  been  recorded. 23-20  In  other  words, 
the  characteristics  of  arteriosclerosis  may 
develop  in  vessels  previously  subject  to 
allergic  injury  noted  in  conditions  such  as 
thromboangiitis  obliterans,  rheumatic  fever, 
and  syphilitic  arteritis. 

Recurrent  attacks  of  coronary  arteritis 
lead  to  renewal  of  intimal  deposits  of  fibrin, 
causing  narrowing  of  the  lumen,  which 
ultimately  interferes  with  the  blood  supply 
and  brings  about  occlusion  by  a super- 
imposed thrombus.  The  end  result  of 
stenosing  arteritis  is  indistinguishable  from 
the  genuine  or  primary  form  of  arterio- 
sclerosis. 27 

Cardiac  arrhythmia 

The  clinical  manifestations  following 
disease  of  the  coronary  arteries  are  well 
known.  They  are  characterized  by  angina 
pectoris,  coronary  insufficiency,  myocardial 
infarction,  and  various  arrhythmias  due  to 
the  secondary  involvement  of  the  myo- 
cardium. In  contrast  to  the  arrhythmia 
resulting  from  antecedent  coronary  disease 
regardless  of  pathogenesis  is  the  arrhythmia 
observed  in  patients  in  the  absence  of 
organic  disease  of  the  heart.  These  may 
consist  of  premature  contractions,  ventricu- 
lar extrasystoles,  paroxysmal  supraventricu- 
lar tachycardia,  and  atrial  fibrillation  both 
paroxysmal  and  recurrent. 

Review  of  literature 

In  a study  of  9,950  patients,  Kissane, 
Brooks,  and  Clart28  found  361  or  3.6  per 
cent  of  cases  with  supraventricular  tachy- 
cardia of  which  122  or  34  per  cent  occurred 
in  persons  without  heart  disease.  Of  175 
cases  with  paroxysmal  tachycardia  ex- 
amined by  Hejtmancik,  Herrman,  and 
Wright2'1  44  or  25  per  cent  had  no  evidence 
of  heart  disease. 

That  atrial  fibrillation  most  frequently 
of  the  paroxysmal  as  well  as  the  more  estab- 
lished type  may  also  occur  in  the  absence  of 
organic  heart  disease  has  been  reported  in 
about  6.5  per  cent  of  cases  by  a number  of 
cardiologists  and  others.30  33  Brill,34  Moh- 
ler  and  Lintgen,35  and  Phillips  and  Levine32 
expressed  t lie  opinion  that  overwork  from 
uncontrolled  atrial  fibrillation  may  in  itself 
produce  cardiac  enlargement  and  congestive 


failure  in  a heart  otherwise  free  of  organic- 
disease. 

Etiology 

Specific  information  as  to  the  underlying 
causes  of  cardiac  arrhythmia  in  patients 
with  normal  hearts  is  not  available  in 
cardiology  literature.  The  discussion  of 
etiology  is  characterized  by  broad  general- 
izations. Digestive  and  emotional  dis- 
turbances, fatigue,  exertion,  alcoholism, 
coffee,  tobacco,  and  disease  of  the  biliary 
tract  are  regarded  as  playing  varying  roles 
in  precipitating  these  arrhythmias. 

The  finding  of  various  forms  of  cardiac 
arrhythmias  in  certain  allergic  patients  with 
normal  hearts,  who  also  suffered  with  hay- 
fever  or  asthma,  suggested  the  possibility 
that  these  cardiac  disturbances  may  have 
been  caused  also  by  hypersensitivity. 
This  concept  finds  support  in  the  funda- 
mental observations  of  the  cardiac  response 
in  the  course  of  anaphylaxis  and  allergy  in 
the  experimental  animal. 

Experimental  studies  of  cardiac 
hypersensitivity 

Electrocardiographic  abnormalities  dur- 
ing anaphylaxis  have  been  described  by 
various  authors  as  consisting  of  bradycardia 
or  tachycardia,  preceded  by  extrasystoles, 
depressions  in  the  S-T  segments,  QRS  com- 
plexes, T waves,  and  heart  block. 36-39 
These  responses  have  been  attributed  to 
spasm  of  muscles  of  the  coronary  vessels,  to 
anoxemia  of  the  heart  muscle  due  to  bron- 
chospasm,  and  to  permeability  changes  in 
the  tissues.  However,  working  with  the 
isolated  hearts  obtained  from  sensitized 
animals,  Kellner,  Penna,  and  Schweid,40 
Harkavy  and  Perlman,41  as  well  as  Feigen 
et  al . 42  have  demonstrated  that  the  cardiac 
muscle  per  se  participates  in  the  process  of 
sensitization  and  is  capable  of  responding 
directly  to  antigenic  impact  independently 
of  any  alterations  in  coronary  flow.  Kell- 
ner, Penna,  and  Schweid40  showed  that  per- 
fusion with  homologous  antigen  of  the  iso- 
lated heart  of  guinea  pigs  which  had  been 
previously  sensitized  to  proteinase  and 
other  agents  caused  disturbances  in  im- 
pulse formation  and  conduction  in  the  form 
of  ectopic  beats  and  atrioventricular  block 
in  varying  degree.  Similar  changes  were 
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obtained  when  isolated  auricular  muscle, 
devoid  of  blood  supply,  was  exposed  to  the 
specific  sensitizing  agent.  Feigen  et  al. 42 
have  also  demonstrated  that  the  responses 
of  the  sensitized  guinea  pig  heart  to  perfu- 
sion with  an  effective  dose  of  homologous 
antigen  (ovalbumin)  were  an  acceleration 
of  the  heart  beat,  an  increase  in  amplitude 
of  contraction,  and  a decrease  in  coronary 
flow.  The  characteristic  mechanical  re- 
sponse of  the  isolated  atria  was  an  increase 
in  amplitude  and  frequency  of  contractions, 
the  most  intense  effect  of  which  resulted 
in  fibrillation.  These  abnormalities  were 
brought  about  by  a release  in  the  perfusate 
of  physiologically  active  material  elaborated 
during  the  anaphylactic  reaction,  identified 
as  histamine  by  pharmacologic  methods  as 
well  as  by  paper  chromatography  of  buta- 
nolic  extracts.  All  the  mechanical  and  elec- 
trical events  noted  in  the  Langendorff43 
heart  and  the  isolated  atria  could  also  be 
reproduced  precisely  by  an  appropriate  dose 
of  histamine.  To  this  may  be  added  the 
observations  of  Brocklehurst44  who  also 
found  that  the  sensitized  heart  liberated  a 
slowly  reacting  substance  in  addition  to 
histamine.  That  this  response  is  also 
independent  of  nerve  influences  has  been 
demonstrated  by  numerous  workers  in- 
cluding Szepsenwohl  and  Witebsky43  in  a 
three-day-old  chick  embryo  containing 
Forssman’s  antigen.  The  vascular  net- 
work went  into  shock  following  the  applica- 
tion of  Forssman’s  antiserum  as  shown  by 
the  total  standstill  of  the  heart  and  shrink- 
ing of  the  embryo,  which  sinks  into  the 
yolk. 

Clinical  observations 

A brief  resume  is  given  of  10  patients  with- 
out any  demonstrable  evidence  of  heart  dis- 
ease including  normal  electrocardiograms, 
who  manifested  various  types  of  arrhyth- 
mia due  to  hypersensitivity,  who  were 
reported  in  1967. 46  In  6 the  arrhythmia 
was  characterized  by  extrasystoles,  and 
atrial  and  supraventricular  tachycardia, 
and  in  4 it  took  the  form  of  atrial  fibrilla- 
tion. Nine  of  the  patients  had  a personal 
and  family  history  of  allergy.  Susceptibil- 
ity to  cardiac  arrhythmia  was  present  in 
one  allergic  family,  a mother  and  2 children. 
In  3 of  these  patients  the  cardiac  arrhyth- 
mia appeared  as  the  only  manifestation  of 


allergy  implying  that  the  major  shock  organ 
was  the  heart,  whereas  in  7 the  arrhythmia 
was  associated  either  witli  respiratory 
symptoms  such  as  asthma  or  various  gastro- 
intestinal disturbances  in  the  form  of  gase- 
ous distention,  diarrhea,  urticaria,  and 
dermatitis  suggesting  the  involvement  of 
multiple  shock  organs. 

Summary  of  cases 

Case  1.  In  a male,  aged  nine,  supraventricu- 
lar tachycardia  appeared  after  the  ingestion  of 
milk,  chocolate,  and  orange  during  the  pollen 
season. 

Case  2.  In  a female,  aged  thirty-two,  daily 
manifestations  of  ventricular  extrasystoles  ex- 
tending over  nine  years  and  interspersed  with 
attacks  of  paroxysmal  tachycardia  were  precipi- 
tated by  milk,  wheat,  rye,  corn,  and  soybean  as 
well  as  respiratory  or  bladder  infections. 

Cases  3 and  4.  These  patients,  ten  and  five 
years  of  age,  respectively,  the  children  of  the 
patient  in  Case  2,  developed  houts  of  paroxysmal 
tachycardia  after  chocolate. 

Case  5.  A male,  aged  thirty-three,  was  first 
seen  in  1964.  He  had  no  personal  family  history 
of  allergy.  He  suffered  with  attacks  of  paroxys- 
mal tachycardia  after  smoking,  alcohol,  and 
coffee  for  eleven  years.  Paroxysmal  tachycardia 
appeared  twenty-four  hours  after  imbibing  alco- 
holic drinks  such  as  beer,  whiskey,  or  cognac. 
These  he  had  eliminated.  An  immediate  severe 
cardiac  response  followed  the  drinking  of  two 
cups  of  coffee.  This  was  indicated  electrocardio- 
graphically  by  paroxysmal  tachycardia,  right 
bundle  branch  block,  and  coronary  insufficiency. 
The  reaction  was  controlled  by  a subcutaneous 
injection  of  10  mg.  of  diphenhydramine  (Bena- 
dryl) within  ten  minutes.  This  suggested  that 
the  attack  was  not  caused  by  caffein  but  was  an 
allergic  reaction  to  the  proteins  of  coffee  (Fig.  1). 

Case  6.  A female,  aged  forty,  with  a history 
of  hay  fever  and  asthma  sustained  attacks  of 
paroxysmal  tachycardia  after  chocolate,  milk, 
orange,  or  following  exposure  to  cat  hair.  A sub- 
cutaneous injection  of  cat  hair  resulted  in  an 
attack  of  tachycardia  in  fifteen  minutes  with  a 
rate  of  150  beats  per  minute. 

Case  7.  A male,  aged  forty-eight,  suffered 
with  paroxysms  of  atrial  fibrillation  for  eight 
years  especially  during  the  summer  months. 
These  paroxysms  were  found  to  result  from  the  in- 
gestion of  shellfish,  spices,  and  tobacco.  He  also 
reacted  to  the  pollens  of  trees,  grasses,  and  rag- 
weed although  he  never  had  respiratory  allergy. 
Elimination  of  the  incriminating  foods  and  hypo- 
sensitization to  pollens  were  followed  by  com- 
plete disappearance  of  the  atrial  fibrillation  for 
the  past  six  years. 

Case  8.  A female,  aged  fifty-nine,  suffered 
with  daily  attacks  of  fibrillation  for  two  years. 
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FIGURE  1.  Case  5.  (A)  Right  bundle  branch  block 
one  hour  after  drinking  coffee.  (B)  Tachycardia, 
shortness  of  breath,  and  fasciculations.  (C)  Ten 
minutes  after  10  mg.  of  diphenhydramine  adminis- 
tered intramuscularly.  Tachycardia  has  disap- 
peared and  record  returned  to  normal.44 

She  was  treated  with  quinidine  which  induced 
purpura.  She  also  gave  a history  of  angioedema 
of  the  tongue  after  eating  shellfish.  Allergy 
studies  disclosed  sensitivity  to  oranges,  toma- 
toes, milk,  and  coffee.  Occasional  attacks  oc- 
curred after  a throat  infection,  controlled  with 
antibiotics.  Elimination  of  the  incriminating 
foods  resulted  in  complete  control  of  the  fibrilla- 
tion for  the  past  four  years. 

Cask  9.  A male,  aged  twenty-six,  a heavy 
smoker  who  also  had  hay  fever,  developed  a 
severe  attack  of  atrial  fibrillation  after  heavy 
smoking  during  the  hay  fever  season.  Fibrilla- 
tion disappeared  after  elimination  of  tobacco. 

Cask  10.  A male,  aged  fifty-five,  had  a his- 
tory of  cough  and  asthma  during  July  and  Aug- 
ust for  eleven  years  which  was  treated  sympto- 


matically. In  November,  1962,  a severe  attack 
of  ast  hma  developed  after  a respiratory  infection 
associated  with  atrial  fibrillation.  A similar  epi- 
sode occurred  in  December,  1963.  Treatment 
with  steroids  and  antibiotics  controlled  the 
asthma  and  the  atrial  fibrillation.  He  was  found 
sensitive  to  foods,  such  as  eggs,  chicken,  wheat, 
orange,  pineapple,  coffee,  pollens,  dust,  and 
molds.  Elimination  of  the  incriminating  foods 
and  hyposensitization  with  pollens  of  trees, 
grasses,  and  ragweed  have  during  the  past  five 
years  resulted  in  fairly  good  control  of  the 
asthma  wit  hout  recurrences  of  atrial  fibrillation. 
He  is  st  ill  on  maintenance  dosages  of  steroids 
because  of  pulmonary  fibrosis  and  emphysema. 

Cases  of  paroxysmal  tachycardia  due  to 
foods  have  been  described  by  Weil,47  Laubry 
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and  Mussio  Fournier, 4S  Luria  and  Wilen- 
sky,44  Davidson,  Thoroughan,  and  Bow- 
cock,1'  and  Kern.  1 The  latter  expressed 
theopinion  that  25  percent  of  cases  of  tachy- 
cardia were  due  to  food  allergy.  Duke52  also 
reported  2 cases  which  he  regarded  as  illus- 
trative of  physical  allergy.  One  patient  had 
tachycardia  brought  on  by  heat  or  effort,  re- 
lieved by  cold,  and  the  other  on  the  basis  of 
cold  sensitiveness,  controlled  by  t lie  applica- 
tion of  heat. 

Pathologic  studies  hy  Frothingham, 
Yates,54  and  Gossage  and  Hicks  of  the 
auricles  in  the  cases  of  atrial  fibrillation  and 
allied  arrhythmias  in  patients  with  clinically 
normal  hearts  revealed  no  characteristic 
lesions  of  pre-existing  disease.  It  is  gener- 
ally maintained  by  cardiologists  that  car- 
diac arrhythmia  in  persons  over  forty  may 
frequently  be  caused  by  underlying  cardiac 
disease  despite  negative  clinical  or  electro- 
cardiographic evidence.  Nevertheless  the 
possibility  that  hypersensitivity  to  some 
exciting  agent  may  be  responsible  for  ar- 
rhythmia in  older  allergic  individuals  with 
diseased  hearts  cannot  be  excluded.  The 
writer56  reported  the  case  of  an  allergic 
patient,  aged  sixty-eight  with  evidence  of 
myocardial  damage,  characterized  by  S-T 
and  T-wave  changes,  whose  fibrillation  and 
coronary  insufficiency  were  induced  by 
ingestion  of  shellfish  and  milk  in  the  form 
of  ice  cream,  which  on  previous  occasions 
had  caused  urticaria  and  angioedema. 
The  fibrillation  in  this  patient  was  promptly 
controlled  by  catharsis  and  the  elimination 
of  the  incriminating  foods.  Such  individ- 
uals may  be  compared  to  asthmatic  pa- 
tients in  their  fifties  whose  respiratory  at- 
tacks may  also  be  precipitated  by  inhalants 
and  infection  and  at  times  by  foods. 

As  a matter  of  fact,  the  allergic  patient 
with  cardiac  arrhythmia  behaves  very 
much  like  the  asthmatic  subject  in  whom 
paroxysms  of  asthma  may  be  evoked  not 
only  by  polyvalent  sensitivity  to  various 
excitants  but  also,  in  some  instances,  by 
emotional  stress  both  conscious  and  un- 
conscious. It  is  therefore  quite  conceivable 
that  the  sensitized  myocardium  in  the  aller- 
gic person  who  reacts  in  the  form  of  ar- 
rhythmia may  also  respond  in  a similar  man- 
ner following  an  emotional  crisis. 

Since  most  of  the  patients  sensitive  to 
pollens  and  foods  had  their  attacks  during 
the  pollen  season  after  repeated  ingestion  of 


specific  foods  as  well  as  after  exposure  to 
pollens  or  other  inhalants  from  which  they 
were  not  protected,  there  is  a possibility 
that  the  abnormal  reactions  in  the  heart 
may  have  been  due  to  the  synergistic  action 
of  pollen  and  allergenic  foods  or  other  in- 
halants in  patients  whose  major  organ  was 
confined  to  the  cardiac  tissue.  This  is  best 
illustrated  in  the  patient  in  Case  7 who  was 
sensitive  to  pollens  and  foods  and  had  most 
of  his  episodes  of  atrial  fibrillation  during 
the  pollen  season  due  to  food  allergy. 
When  the  pollen  season  was  over,  he  could 
eat  with  impunity  some  of  the  foods  which 
precipitated  his  attacks  during  the  pollina- 
tion period. 

Treatment 

The  symptomatic  control  of  the  acute 
attacks  of  cardiac  arrhythmia  in  these  pa- 
tients w'as  achieved  by  the  oral  or  subcu- 
taneous administration  of  antihistaminic 
drugs  alone  or  in  case  of  more  severe  at- 
tacks in  combination  with  tripolidine  hy- 
drochloride and  pseudoephedrine  hydro- 
chloride Actifed  or  with  theophylline  hy- 
drochloride and  pseudoephedrine  hydro- 
chloride (Tedral).  The  action  of  the  latter 
may  be  explained  by  the  findings  of  Lich- 
tenstein and  Margolis'7  that  catecholamines 
and  methylxanthines  inhibit  the  release  of 
histamine  in  vitro.  This  would  suggest 
that  the  cardiac  symptoms  in  the  patients 
under  discussion  were  the  results  of  an 
immediate  antigen-antibody  reaction  in 
the  myocardium  with  a release  of  histamine 
similar  to  that  observed  in  the  sensitized 
isolated  heart  described  by  Feigen  et  al . 42 
A delayed  form  of  hypersensitivity  follow- 
ing an  intercurrent  infection  was  also  re- 
garded as  playing  a role  in  the  precipitation 
of  cardiac  arrhythmia  in  the  patient  in 
Case  10  whose  fibrillation  was  associated 
with  asthma  and  bronchopneumonia. 
Treatment  with  antibiotics  combined  with 
steroids  controlled  both  the  infection  and 
the  arrhythmia. 

The  prophylactic  treatment  of  the  ar- 
rhythmia in  these  individuals  was  ac- 
complished by  the  elimination  of  the  spe- 
cificaller  genic  foods  and  hyposensitization 
with  pollens  and  inhalants. 

In  view  of  these  findings  it  would  seem 
advisable  that  patients  with  normal  hearts 
who  manifest  arrhythmia  of  unknown  ori- 
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gin  be  investigated  from  the  point  of  view 
of  hypersensitivity  even  in  the  absence  of  a 
family  or  personal  history  of  allergy  as 
noted  in  Case  5.  It  is  also  suggested  that 
arrhythmias  proved  to  he  the  result  of 
sensitization  be  designated  “cardiac  ar- 
rhythmia due  to  hypersensitivity.” 

Summary 

Various  forms  of  systemic  vascular  al- 
lergy have  been  reviewed.  These  included 
allergic  vasculitis,  migrating  phlebitis, 
thromoboangiitis  obliterans  associated  with 
coronary  artery  disease,  cardiac  arrhyth- 
mia secondary  to  coronary  artery  disease, 
and  cardiac  arrhythmia  in  normal  hearts. 

The  excitants  responsible  for  allergic 
vasculitis  were  drugs,  antibiotics,  infection, 
and  occasionally  malignant  tumors,  which 
may  act  antigenically.  The  factors  re- 
sponsible for  certain  forms  of  migrating 
phlebitis  were  foods  and  tobacco.  Tobacco 
allergy  was  also  shown  to  play  a role  in 
thromboangiitis  obliterans,  with  and  with- 
out associated  coronary  artery  disease. 

Coronary  involvement  following  sen- 
sitization to  tobacco,  drugs,  immune  serum, 
penicillin,  and  sulfonamide  leading  to 
arteriosclerosis  have  been  demonstrated 
both  experimentally  and  clinically.  In 
other  words,  the  characteristic  features  of 
arteriosclerosis  may  develop  in  vessels 
previously  subject  to  allergic  injury. 

Cardiac  arrhythmia  following  coronary 
disease  secondary  to  involvement  of  the 
myocardium  is  well  known.  Cardiac  ar- 
rhythmia in  allergic  patients  with  normal 
hearts  without  demonstrable  evidence  of 
myocardial  damage  is  not  generally  rec- 
ognized. It  may  follow  polyvalent  sen- 
sitization to  specific  foods,  pollens,  inhalants 
drugs,  and  infection. 

The  diagnosis  of  an  allergic  component  is 
made  on  the  basis  of  history,  elicitation  of 
positive  skin  reactions  to  various  allergens, 
provocative  tests,  and  elimination  diets. 
Arrhythmia  can  be  precipitated  by  inges- 
tion and/or  challenge  with  specific  foods  or 
other  predetermined  allergenic  excitants. 
The  severity  and  duration  of  the  arrhyth- 
mia depend  on  the  number  of  allergenic 
substances  to  which  the  patient  was  ex- 
posed at  the  same  time  and  the  period  of 
the  year  of  such  exposures. 

Elimination  of  the  allergenic  excitants 


and  hyposensitization  with  specific  pollens 
and  dusts  result  in  complete  control  of  the 
arrhythmia. 

Prophylaxis  in  the  control  of  arrhythmia 
was  achieved  by  avoidance  of  the  allergenic 
foods  and  inhalants  and  hyposensitization 
with  the  specific  exciting  agents. 

1165  Park  Avenue 
New  York.  New  York  10028 
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F or  many  years  it  has  been  recognized 
that  the  prognosis  in  cases  of  breast  cancer 
treated  by  radical  mastectomy  is  related  to 
the  presence  or  absence  of  metastatic  tumor 
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in  the  axillary  lymph  nodes  of  the  surgical 
specimens.  This  report  will  deal  primarily 
with  two  other  morphologic  findings  which 
also  appear  to  be  of  prognostic  significance 
in  cases  of  breast  cancer.  These  are  the 
presence  or  absence  of  blood-vessel  invasion 
and  the  nuclear  grade  of  the  tumor  as  seen 
in  sections  of  tissue  taken  from  the  site  of 
the  primary  tumor. 

Nuclear  grading  can  be  performed  in 
routinely  prepared  histologic  sections 
stained  with  hematoxylin  and  eosin,  but 
blood-vessel  invasion  may  be  difficult  to 
recognize  in  such  preparations.  Tissue 
sections  stained  for  elastic  tissue,  for  exam- 
ple by  the  Verhoeff  technic,  are  therefore 
utilized  as  an  essential  part  of  the  evalua- 
tion of  breast  cancer  for  blood  vessel  inva- 
sion. 

The  elastic  tissue  skeleton  of  small-  or 
medium-size  veins  seems  to  be  more  resist- 
ant than  endothelium  or  smooth  muscle  to 
the  destructive  effect  of  tumor  cells  growing 
outward  from  the  original  vascular  lumen. 
This  persistent  elastic  tissue,  completely  en- 
circling a cluster  of  tumor  cells,  is  the 
major  criterion  for  the  diagnosis  of  blood- 
vessel invasion  (Fig.  1). 

The  particular  elastic  and  connective  tis- 
sue stain  (Verhoeff-van  Gieson)  which  we 
have  used  in  these  studies  is  readily  per- 
formed in  the  routine  surgical  pathology 


FIGURE  1.  Carcinoma  of  the  breast.  (A)  Small  artery  at  center  of  field  (hematoxylin  and  eosin).  (B) 
Elastic  laminae  of  artery  and  persistent  elastic  tissue  skeleton  of  vein  are  clearly  delineated.  Tumor  fills 
vein  (Verhoeff  van  Gieson). 
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laboratory.'  Arteries  and  breast  ducts  in 
the  tissue  sections  under  study  serve  as 
“controls”  for  the  technician  as  he  “dif- 
ferentiates” during  the  staining  procedure 
and  for  the  pathologist  as  he  studies  the 
stained  sections. 

Initially  there  may  be  some  possibility  for 
confusion  by  the  mieroscopist  between  veins 
containing  tumor  and  breast  ducts  filled 
with  tumor,  but  this  possibility  diminishes 
sharply  as  the  observer  acquires  experience 
in  making  the  diagnosis  of  blood-vessel  in- 
vasion in  Verhoeff-van  Gieson  stained  sec- 
tions. In  studies  carried  out  with  other 
pathologists,  there  has  been  remarkably 
good  agreement  among  us  as  to  the  presence 
or  absence  of  blood-vessel  invasion  in  given 
sections  from  cases  of  breast  cancer. 

In  the  hematoxylin  and  eosin  stained  sec- 
tions from  some  of  the  cases  we  have 
studied,  a pronounced  lymphocytic  infil- 
trate was  noted  in  some  areas.  In  succes- 
sive sections  stained  for  elastic  tissue  this 
cellular  response  was  often  seen  at  those 
sites  where  blood-vessel  invasion  was  iden- 
tified. The  lymphocytes  in  these  sections 
are  not  only  present  around  small-  and 
medium-size  veins,  but  are  actually  located 
in  the  walls  of  these  vessels.  In  an  earlier 
report  of  these  findings'-  we  noted  the 
apparent  similarity  of  this  cellular  response 
to  that  which  Waksman3  considers  char- 
acteristic of  a delayed  hypersensitivity 
reaction.  Perhaps  this  morphologic  find- 
ing represents  host  response  to  the  tumor. 
In  any  event  we  should  like  to  call  attention 
to  it  and  note  that  it  is  appreciated  particu- 
larly well  in  Verhoeff-van  Gieson  stained 
material. 

The  first  reported  studies  of  the  prog- 
nostic value  of  blood-vessel  invasion  in  cases 
of  breast  cancer  indicated  that  this  finding 
was  significant  only  when  metastases  were 
not  found  in  axillary  lymph  nodes. 2,4 
However,  in  a recent  retrospective  study 
using  cases  that  were  staged  preoperatively 
according  to  the  Columbia  clinical  classifi- 
cation, Kister  et  al.h  found  that  in  Stage  A 
cases,  blood-vessel  invasion  was  related  to 
prognosis  only  when  the  axillary  nodes 
showed  positive  results.  Further  studies  in 
a series  of  cases  staged  preoperatively  seem 
indicated  to  clarify  the  relationship  of  clini- 
cal stage  to  lymph-node  involvement  and 
blood-vessel  invasion. 

Various  investigators  in  the  past  have 


emphasized  the  importance  of  grading 
breast  cancers  to  arrive  at  a prognosis,  and 
numerous  systems  of  classification  have 
been  proposed.  One  of  these,  based  on  the 
appearance  of  tumor  cell  nuclei,  without  re- 
gard to  the  pattern  in  which  the  tumor  cells 
are  arranged,  has  been  advanced  by  Black 
and  Speer."  They  feel  that  assessment  of 
the  nuclear  grade  is  of  value  in  predicting 
the  outcome  in  breast  cancer  cases  and  have 
suggested  the  use  of  this  grading  system  by 
other  pathologists. 

My  first  experience  with  this  grading  sys- 
tem suggested  that  out  of  202  cases  of 
breast  cancer,  a small  group  selected  on  the 
basis  of  nuclear  grade  alone  ( nuclear  Grade 
3)  had  a five-year  survival  distinctly  better 
than  for  the  remaining  cases  (nuclear 
Grades  1 and  2).7  Therefore  it  was  decided 
to  assess  the  prognostic  significance  of  the 
interrelationship  between  axillary  lymph 
node  involvement,  blood  vessel  invasion  at 
the  primary  site,  and  nuclear  grade  of  the 
primary  tumor. 

In  this  system  of  nuclear  grading  the 
nuclei  with  the  lowest  grade  are  the  largest, 
the  most  variable  in  shape,  and  the  most 
irregular  in  pattern  of  chromatin  distribu- 
tion, while  those  with  the  highest  grade  are 
the  smallest,  most  uniform,  and  most  regu- 
lar in  chromatin  pattern,  closely  resembling 
the  nuclei  seen  in  normal  ductular  lining 
cells.  Nuclei  are  relegated  to  the  middle 
grade  if  they  do  not  meet  the  criteria  for 
being  placed  at  either  end  of  the  grading 
spectrum.  This  numerical  system  of  grad- 
ing nuclei  is  the  reverse  of  that  usually  em- 
ployed in  grading  tumors.  Moreover,  in 
the  latter  the  architecture  of  the  tumor  and 
the  degree  of  cytoplasmic  specialization  are 
important  features  considered  in  the  grad- 
ing process  in  addition  to  the  appearance  of 
tumor  cell  nuclei. 

Through  the  courtesy  of  the  Department 
of  Pathology  of  the  Yale  University  School 
of  Medicine  we  obtained  and  recut  the 
paraffin  blocks  from  127  cases  of  breast 
cancer  treated  by  radical  mastectomy. 
Two  successive  sections  from  each  block 
were  stained  with  hematoxylin  and  eosin 
and  by  the  Verhoeff-van  Gieson  technic  and 
examined  as  unknowns.  Judgments  were 
then  tendered  on  the  nuclear  grade  and 
presence  or  absence  of  blood  vessel  invasion. 
After  the  slides  in  all  cases  were  examined 
these  data  were  correlated  with  the  clinical 
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information  in  each  case.  Details  of  the 
study  are  being  reported  elsewhere,8  hut  the 
relationship  between  blood-vessel  invasion, 
nuclear  grade,  lymph-node  metastasis,  and 
patient  survival  can  be  summarized  here. 

In  the  group  of  127  cases  reported,  45  (35 
per  cent)  had  blood-vessel  invasion  demon- 
strated in  elastic  tissue  stains.  This  is  a 
somewhat  smaller  proportion  than  the  46 
per  cent  which  was  found  in  our  earlier 
study  with  Betts  and  Sommers.2  If  these 
two  groups  are  then  divided  into  subgrouos 
with  positive  and  negative  axillary  lymph 
node  results,  30  (83  per  cent)  of  36  patients 
with  neither  blood-vessel  invasion  nor 
lymph-node  metastasis  survived  five  or 
more  years;  5 (46  per  cent)  of  11  with  blood 
vessel  invasion  but  negative  node  results 
survived  five  or  more  years;  16  (36  per 
cent)  of  46  patients  with  positive  node 
results  but  without  blood  vessel  invasion 
survived  for  over  five  years;  and  9 (26  per 
cent)  of  34  patients  with  both  positive 
lymph-node  results  and  blood-vessel  inva- 
sion survived  five  or  more  years.  When 
only  nuclear  grade  was  considered,  there 
was  a statistically  significant  difference  in 
survival  between  Grade  1 and  Grade  3 
cases.  When  each  category  of  nuclear 
grade  is  subdivided  according  to  lymph- 
node  status  and  the  presence  or  absence  of 
blood-vessel  invasion,  the  numbers  of  cases 
are  rather  small,  but  a nuclear  grade  at 
either  end  of  the  spectrum  seems  to  be  a 
significant  factor  in  prognosis  in  all  of  the 
subgroups.  A nuclear  grade  of  2 had  little 
prognostic  value  in  this  series. 

This  pattern  is  strikingly  similar  to  that 
reported  by  Swinton  and  Farha9  in  their 
review  of  the  clinical  and  pathologic  fea- 
tures in  a large  series  of  colon  cancer  cases. 
The  pathologic  studies  in  those  cases  were 
conducted  at  the  New  England  Deaconess 
Hospital,  where  for  many  years,  Shields 
Warren,  M.D.,  William  A.  Meissner,  M.D., 
and  their  associates  have  routinely  reviewed 
Verhoeff-van  Gieson  as  well  as  hematoxylin- 
and  eosin-stained  tissue  sections  from  the 
primary  tumor  site  in  colon  cancer  cases. 
Blood-vessel  invasion,  when  present,  is  then 
reported  in  t he  surgical  pathology  protocol, 
in  addition  to  the  usual  information  as  to 
the  presence  or  absence  of  metastasis  in 
resected  lymph  nodes. 

When  these  data  were  correlated  with 
patient  survival,  Swinton  and  Farha9  found 


that  patients  with  neither  blood-vessel  in- 
vasion nor  lymph-node  involvement  had  a 
five-year  survival  of  60  per  cent;  patients 
with  blood-vessel  invasion  but  no  lymph- 
node  metastasis  had  a five-year  survival  of 
40  per  cent,  patients  with  lymph-node 
metastasis  but  no  blood-vessel  invasion  had 
a five-year  survival  of  29  per  cent;  and 
those  with  both  blood-vessel  invasion  and 
lymph-node  metastasis  had  a five-year  sur- 
vival of  20  per  cent.  Each  of  these  figures 
is  significantly  different  from  the  others. 

The  difference  in  survival  between  these  4 
groups  of  cases  of  either  breast  or  colon 
cancer  is  explicable  in  the  following  way. 
No  histologic  evidence  of  real  or  potential 
dissemination  is  seen  in  those  cases  with 
neither  blood-vessel  invasion  nor  lymph- 
node  metastasis.  In  the  second  group  of 
cases,  the  histologic  demonstration  of  blood- 
vessel invasion  indicates  that  the  turner  has 
the  potential  or  capability  for  metastasizing; 
it  has  invaded  blood  vessels,  and  presum- 
ably could  furnish  tumor  emboli  for  dissemi- 
nation through  the  blood  vascular  system. 
This  microscopic  finding,  however,  tells 
us  nothing  about  the  likelihood  of  such 
potential  tumor  emboli  “taking”  at  a 
distant  site;  it  merely  indicates  that  such 
dissemination  is  a possibility. 

The  presence  of  tumor  in  lymph  nodes, 
however,  not  only  means  that  the  tumor 
has  definitely  spread  from  the  primary  site, 
but  also  indicates  that  the  tumor-host  re- 
lationship has  been  tipped  in  favor  of  the 
tumor,  or  at  least  tilted  sufficiently  to  al- 
low the  tumor  to  grow  at  a metastatic  site. 
It  does  not  tell  us  by  which  route  the  tumor 
has  metastasized,  although  the  absence  of 
blood-vessel  invasion  in  microscopic  sec- 
tions from  the  primary  site  suggests  that 
dissemination  has  been  via  lymphatics. 
In  the  fourth  group  of  cases  the  probability 
of  blood  vascular  spread  is  added  to 
evidence  of  an  unfavorable  tumor-host 
relationship,  and  the  discovery  that  this 
group  with  both  blood-vessel  invasion  and 
positive  node  results  has  the  poorest  five- 
year  survival  comes  to  us  as  no  surprise. 

In  addition  to  reporting  the  presence  or 
absence  of  tumor  in  the  axillary  lymph 
nodes  of  a radical  mastectomy  specimen, 
the  pathologist  can  provide  his  clinical 
colleagues  with  information  of  prognostic 
value  by  determining  whether  or  not  there 
is  blood-vessel  invasion  at  the  primary 
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tumor  site.  Assessment  of  the  nuclear 
grade  of  the  primary  tumor  also  appears 
to  be  of  some  prognostic  significance. 
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Clinically,  adrenal  diseases  appear 
mainly  in  two  forms,  first,  as  rare  large  mass 
lesions  which  produce  symptoms  by  com- 
pression, displacement,  invasion,  or  metas- 
tases  to  other  tissues  or,  second  and  more 
commonly,  as  derangements  in  body  homeo- 
stasis due  to  abnormal  output  of  potent 
hormones.  These  latter  hormone  derange- 
ments are  usually  not  associated  with 
masses  large  enough  to  be  seen  on  plain 
film  or  intravenous  pyelographic  examina- 
tion of  the  abdomen  or  large  enough  to 
produce  local  symptoms.  This  has  stimu- 
lated the  development  of  sophisticated 
radiologic  procedures  for  the  detection  of 
relatively  small  changes  in  the  size,  shape, 
and  vascular  structure  of  the  adrenal  glands 
as  will  he  demonstrated  in  the  reports  in 
this  symposium. 

Manifestations  of  adrenal  disease 

Adrenal  calcification  can  he  identified  on 
plain  (ilm  examination,  especially  on 
slightly  oblique  views,  and  has  considerable 
value.  Calcification  in  one  or  both  adrenal 
glands  is  found  in  about  20  per  cent  of  pa- 
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tients  with  chronic  adrenal  insufficiency,1 
mainly  secondary  to  tuberculosis  or  hemor- 
rhage, although  such  calcification  may  be 
seen  even  more  often  in  asymptomatic  per- 
sons especially  children.2  Peripheral  rim- 
like calcification  characterizes  some  large 
nonfunctional  adrenal  cysts3  and  an  occa- 
sional pheochromocytoma.4-6  Local  or 
diffuse  calcification  is  found  in  about  50 
per  cent  of  neuroblastomas,  20  per  cent  of 
malignant  adrenal  cortical  neoplasms,7  and 
only  seldom  in  adrenal  adenomas.8  When 
diffuse  or  scattered  calcification  extends 
over  an  area  distinctly  larger  than  that  of  a 
normal-sized  adrenal  gland  for  the  patient’s 
age,  a malignant  tumor  is  probably  present 
with  few  exceptions.9’10 

A simplified  classification  of  adrenal 
tumors  modified  from  Meyers, 11  follows: 

A.  Cortical  tumors  (mesoderm) 

Adenoma  (hormonal  or  nonhormonal) 

Carcinoma  (hormonal  or 
nonhormonal 

Hyperplasia  (usually  hormonal) 

B.  Medullary  tumors  (neuroectoderm) 

Neuroblastoma  (seldom  hormonal) 

Ganglioneuroma  (occasionally 
hormonal) 

Pheochromocytoma  (usually 
hormonal) 

C.  Cysts,  myelolipoma,  Wolman’s  lipidosis, 

and  connective  tissue  tumors 

D.  Metastatic  tumor  (most  common, 

especially  of  lung  and  breast) 

Typically,  the  secondary  effects  of  ex- 
cessive hormone  production  are  what  bring 
the  patient  to  medical  attention.  Radio- 
logic  manifestations  of  these  hormone-in- 
duced changes  may  be  demonstrable,  such 
as  alterations  in  hone  structure  and  matura- 
tion, in  development  of  the  lower  genito- 
urinary tract,  in  fat  distribution,  and  so  on, 
but  cannot  be  further  discussed  here. 
These  clinical  states  due  to  excessive  and 
deranged  hormone  output  by  adrenal 
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cortical  lesions  can  he  conveniently  con- 
sidered as  follows  after  Melicow 1 

Adrenal  cortical  hormone  syndromes* 

A.  Excess  androgens  adrenogenital 
syndrome 

Infants — hyperplasia,  98 
Childhood — adenoma,  50 
Adult — carcinoma,  75 

It.  Excess  corticoids  Cushing’s  syndrome 
Childhood  carcinoma,  75 
Adult  hyperplasia,  80 

C.  Mixed 

D.  Excess  estrogens  rare,  adults — carci- 

noma, 80 

E.  Excess  aldosterone  adenoma,  90 

The  adrenogenital  (virilizing)  syndrome 
as  seen  in  infants  is  so  commonly  associated 
with  adrenal  hyperplasia  that  this  is  the 
presumptive  diagnosis.  Several  different 
inhorn  enzymatic  defects  in  the  production 
of  cortisol  lead  to  excessive  ACTH  secre- 
tion.18  The  result  is  an  abnormally  large 
output  of  other  adrenal  hormones  mainly 
androgens,  although  the  pattern  varies  with 
the  specific  enzymatic  defect  and  is  the 
commonest  cause  of  infant  female  pseudo- 
hermaphroditism. In  hoys  excessive  viril- 
ization may  not  he  recognized  for  several 
years.  In  children  and  adults  adrenal 
adenomas  and  carcinomas  are  progressively 
more  commonly  responsible  for  adrenal 
virilization. 

Cushing’s  syndrome  in  children  is  usually 
due  to  adrenal  carcinoma  or  adenoma, 
while  in  adults  adrenal  hyperplasia  second- 
ary to  excessive  pituitary  or  neoplastic 
ACTH  output  is  more  common.8  Feminiz- 
ing syndromes  due  to  excessive  adrenal 
estrogen  are  almost  always  the  result  of 
adrenal  carcinoma,  while  primary  hyper- 
aldosteronism is  almost  always  due  to  a 
henign  adenoma.14  Particularly  in  the 
case  of  adrenal  cortical  adenomas  or  carci- 
nomas the  hormonal  syndromes  are  likely  to 
he  mixed  and  unpredictable. 

Diagnoses 

The  major  radiographic  problem  is  the 
precise  localization  of  the  smaller  tumors 
responsible  for  many  of  the  hormonal  de- 
rangements which  are  not  identified  on 
routine  roentgenographic  examination.15 
Pathologically,  difficulties  exist  in  the 
definition  of  a significant  small  adenoma  and 

* Percentages  indicate  estimated  incidence  among  ad- 
enoma, carcinoma,  and  hyperplasia. 


often  in  the  distinction  of  an  adrenal 
adenoma  from  a carcinoma  both  by  gross 
appearance  and  histology. 16  Adrenal  hy- 
perplasia, usually  not  producing  a marked 
change  in  adrenal  size, 17  is  demonstrated 
with  difficulty  and  considerable  inaccuracy 
in  all  types  of  roentgenographic  examina- 
tions. It  must  he  remembered,  too,  that 
rarely  cortical  tumors  and  some  medullary 
pheochromocytomas  are  bilateral.  Also 
similar  hormonal  syndromes  may  lie  pro- 
duced by  ectopic  adrenal  tissue,  certain 
gonadal  tumors,  teratomas,  or  cerebral 
conditions  including  pinealomas. 

Retroperitoneal  pneumography,  pio- 
neered by  Cahill18  and  Ruiz  Rivas, |,J  has 
been  widely  used  for  the  examination  of  the 
adrenal  glands.  In  1963  Meyers11  in  an 
excellent  monograph  presented  the  ex- 
perience with  presacral  retroperitoneal 
pneumography  at  the  Columbia-Presby- 
terian  Medical  Center,  reviewed  the  litera- 
ture, and  pointed  out  optimum  technic  in- 
cluding the  use  of  tomography  and  erect 
films  in  the  radiologic  diagnosis  of  adrenal 
tumors.  He  described  the  normal  adrenal 
glands  as  seen  on  retroperitoneal  pneu- 
mography and  outlined  features  of  value  in 
the  difficult  diagnosis  of  adrenal  hyperplasia. 
In  addition,  Meyers2"  made  some  interest- 
ing observations  on  the  differing  configura- 
tion of  the  adrenal  gland  in  the  presence  of 
small  cortical  tumors,  3 to  7 cm.  in  diam- 
eter, as  compared  with  the  configuration 
when  a small  medullary  tumor  (pheo- 
chromocytoma  is  present.  The  cortical 
tumors  tend  to  produce  a wedge  or  ovoid 
configuration  of  the  adrenal  gland,  while  a 
small  medullary  tumor  often  has  an  apical 
cap  of  cortical  tissue  (Fig.  1 ). 

Despite  the  often  striking  demonstration 
of  the  adrenal  glands  by  retroperitoneal 
pneumography,  the  method  has  been  used 
less  often  in  recent  years.  Errors  in  inter- 
pretation are  not  infrequent,  usually  in 
retrospect,  because  of  incomplete  dissection 
of  gas  about  the  glands.  In  addition,  con- 
siderable morbidity  and  a small  but  real 
mortality  rate  is  associated  with  the  pro- 
cedure.21 

Recent  refinements  in  the  technics, 
equipment,  and  interpretation  of  tomog- 
raphy, particularly  when  performed  after 
intravenous  injection  of  large  amounts  of 
radiopaque  contrast  material  (nephroto- 
mography), have  proved  to  be  surprisingly 
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FIGURE  1.  Diagrams  of  typical  frontal  configura- 
tions of  adrenal  gland  as  demonstrated  by  retro- 
peritoneal pneumography  after  Meyers.20  Arc  at 
base  of  each  figure  represents  upper  margin  of 
kidney.  (A  and  B)  Normal  right  and  left  adrenal 
glands.  (C)  Adrenal  hyperplasia.  (D)  Small  pheo- 
chromocytoma  with  apical  cap  of  normal  adrenal 
cortex  "apical  sign.”  (E  and  F)  Ovoid  or  wedge 
shape  of  adrenal  gland  involved  by  small  adenoma 
"wedge  sign." 


accurate  in  the  detection  of  adrenal  tu- 
mors.22 About  this  we  shall  hear  more  in 
the  reports  by  W.  E.  Berdon,  M.D.,  and 
D.  H.  Baker,  M.D.,and  J.  A.  Becker,  M.D., 
which  follow. 

Finally,  progress  in  vascular  catheteriza- 
tion due  to  improved  contrast  agents, 
radiographic  equipment  for  serial  filming, 
and  particularly  the  skills  of  the  radiol- 
ogist in  selective  catheterization  have 
resulted  in  much  greater  usefulness  of 
angiography  and  selective  venous  sampling 
in  the  detailed  study  of  the  adrenals.  The 


reports  of  P.  Rossi,  M.D.,  and  P.  C.  Kahn, 
M.D.,  will  demonstrate  these  advances. 

622  West  168th  Street 
New  York,  New  York  10032 
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Disease  of  the  adrenal  glands  in  the 
infant  and  child  may  he  readily  diagnosed 
by  radiographic  studies  correlated  with 
clinical  data.  Well-performed  intravenous 
pyelography  preceded  by  a plain  film  ex- 
amination is  the  basis  of  the  radiographic 
study.  A brief  review  of  some  of  the  rare 
as  well  as  better-known  adrenal  lesions  in 
pediatrics  is  presented. 

Neonatal  adrenal  hemorrhage  and  its 
relationship  to  later  adrenal 
calcification 

Triangular  adrenal  calcifications  are  pe- 
riodically seen  as  incidental  findings  in 
“well”  children  sent  for  abdominal  roentgen- 
ograms. Review  of  their  past  histories 
frequently  revealed  that  some  of  these 
patients  were  born  by  breech  extraction, 
while  others  may  have  had  a difficult  de- 
livery. The  majority  of  patients,  however, 
never  had  any  clinical  signs  of  adrenal  in- 
sufficiency.1 Tuberculosis  was  not  noted 
either. 

Rarely,  newborn  infants  will  show  ab- 
dominal masses  that  prove  at  surgery  or 
autopsy  to  be  huge  hemorrhagic  adrenal 
glands.2  The  same  typical  triangular 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Radiology.  February  11,  1969. 


FIGURE  1.  (A)  Neonatal  adrenal  hemorrhage. 
Note  rim  of  calcification  surrounding  enlarged 
adrenals  in  newborn  infant  with  asymptomatic 
upper  abdominal  mass.  (B)  Same  patient.  In- 
travenous pyelogram  shows  kidneys  displaced 
down  and  laterally  causing  "drooping  lily”  effect 
on  calyces.  (C)  Same  patient  after  three  weeks. 
Note  striking  shrinkage  of  adrenal  masses  and 
coalescence  of  calcifications  into  triangular 
masses.  No  clinical  signs  of  adrenal  insuffi- 
ciency. (Courtesy  of  A.  Oscher,  M.D.,  Honolulu.) 
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FIGURE  2.  (A)  Wolman’s  familial  xanthomatosis  in  three-month-old  infant  with  diarrhea,  pallor,  abdominal 
distention  due  to  hepatosplenomegaly,  and  marrow  laden  with  foam  cells.  Intravenous  pyelogram  shows 
“drooping  lily”  displacement  of  calyces  by  giant  calcified  adrenal  masses.  (B)  Lateral  view  of  same 
patient.  Clear  retroperitoneal  location  of  calcifications  well  shown.  Although  originally  called  Niemann- 
Pick’s  disease  in  1953,  recent  restudy  of  case  showed  cholesterol-triglyceride  deposition  in  liver,  spleen, 
adrenals,  and  lymph  nodes,  typical  of  Wolman’s  familial  xanthomatosis. 


adrenal  calcification,  as  noted  in  the  pre- 
viously mentioned  asymptomatic  patient 
with  adrenal  calcifications,  will  eventually 
develop  in  survivors  of  such  neonatal 
catastrophes. 

The  case  illustrated  is  of  newborn  infant 
with  upper  abdominal  masses  who  had 
rim-like  calcifications  seen  on  plain  films  of 
the  abdomen  in  the  first  week  of  life  (Fig.  1). 
Intravenous  pyelography  revealed  down- 
ward-lateral depression  of  the  normal  kid- 
neys producing  a “drooping  lily”  deformity 
of  the  calyces  typical  of  any  adrenal  mass. 
Within  three  weeks  the  clinical  masses  had 
disappeared,  and  the  radiographic  calcifica- 
tions had  coalesced  into  triangular  adrenal 
densities.  At  no  time  did  the  patient  have 
signs  of  adrenal  insufficiency. 

The  fetal  adrenal  gland  is  half  as  large  as 
the  kidney  at  the  time  of  birth  and  rapidly 
involutes.  It  is  thus  surprising  that  so  few 
cases  are  detected  either  clinically  as  masses 
or  roentgenographically  as  sites  of  adrenal 
calcifications.  The  main  problem  in  the 
condition  of  neonatal  adrenal  hemorrhage  is 
recognition  of  such  a clinical-radiographic 
syndrome.  N eonatal  neuroblastoma  is  rare, 
and  it  is  said  to  show  amorphous  nonrim- 
like calcifications  as  in  older  children  with 
the  same  disease. 3 Marrow  or  bone  metas- 
tases  would  obviously  be  diagnostic  in  this 
context.  We  are  unable  to  state  whether  or 
not  urinary  catecholamines,  elevated  in 
many  patients  with  neural  tumors,  are 


normal  in  neonatal  adrenal  hemorrhage.  A 
recent  case  of  bilateral  adrenal  hemorrhage 
in  the  newborn  had  normal  urinary  cate- 
cholamines. 

Wolman’s  familial  xanthomatosis  with 
giant  adrenal  calcifications 

In  1953  a three-month-old  infant  with 
anemia,  diarrhea,  abdominal  distention,  and 
hepatosplenomegaly  died  in  the  Babies 
Hospital  (Fig.  2).  Bone  marrow  and 
autopsy  studies  of  organs  had  shown  many 
foam  cells  believed  then  to  be  similar  to 
those  of  Neimann-Pick’s  disease. 

In  1956  and  later  in  1961  familial  ex- 
amples of  such  giant  adrenal  calcifications 
were  reported  from  Israel  as  representing 
familial  xanthomatosis,  a condition  subse- 
quently called  Wolman’s  disease.4-6  Large 
amounts  of  cholesterol  and  triglycerides 
filled  the  liver,  spleen,  lymph  nodes,  and 
marrow,  although  serum  lipids  were  normal. 
All  cases  to  date  have  had  striking  sym- 
metric adrenal  enlargement  and  calcifica- 
tion. 

The  case  at  Babies  Hospital  was  re- 
evaluated by  William  Blanc,  M.D.,  of  the 
department  of  pathology,  and  fulfills  the 
clinical  and  pathologic  criteria  for  Wolman’s 
disease  rather  than  Niemann-Pick’s  disease. 
Thus,  at  present  Wolman’s  disease  appears 
to  be  the  only  condition  in  which  there  is 
symmetric  calcification  in  adrenal  glands 
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that  maintain  the  fetal  adrenal  kidney  ratio. 
Plain  film  diagnosis  of  this  usually  fatal 
condition  seems  possible  when  such  radio- 
graphic  criteria  are  met  in  infants  with 
diarrhea,  hepatosplenomegaly,  abdominal 
distention,  and  failure  to  thrive. 

Neuroblastoma 

The  malignant  neuroblastoma  and  the 
more  mature  ganglioneuroblastoma  account 
for  a high  percentage  of  pediatric  abdominal 
tumors.  The  benign  ganglioneuroma  is 
also  occasionally  seen.  More  than  half  of 
these  tumors  have  calcifications,  usually  of 
an  amorphous  type,  rarely  of  a triangular 
adrenal  shape.  The  tumor  is  not  limited  to 
the  adrenal  gland  as  a primary  site  since  it 
may  arise  from  ganglia  in  the  retroperito- 
neum  or  mediastinum.  The  patients  are 


FIGURE  3.  (A)  Neuroblastoma  in  two-year-old 
child  with  anemia  and  abdominal  mass.  Intra- 
venous pyelogram  shows  right  kidney  displaced 
downward  with  "drooping  lily”  effect  by  right 
adrenal  mass  with  amorphous  calcifications;  liver 
enlarged  by  metastatic  disease.  (B)  Aortogram 
of  same  patient  shows  downward  stretching  of 
right  renal  artery  and  rich  tumor  supply  to  mass. 
Aortography  is  less  accurate  than  selective  arteri- 
ography in  localizing  site  and  blood  supply  of 
tumor.  (C)  Late  film  in  aortogram  sequence  shows 
tumor  blush  and  dense  but  noninvaded  nephro- 
gram outline  of  right  kidney.  Operation  revealed 
unresectable  neuroblastoma.  (Courtesy  of  B. 
Miller,  M.  D.,  and  M.  King,  M.D.,  New  York  City.) 

frequently  symptomatic  with  anemia,  fever, 
failure  to  thrive,  bone  pain,  and  weight  loss 
in  contrast  to  patients  with  Wilms’  tumor 
in  which  the  patient  is  often  asymptomatic. 

The  bone  and  joint  pain  of  neuroblastoma 
may  simulate  rheumatoid  arthritis.  For 
this  reason  neuroblastoma  and  leukemia 
should  be  excluded  before  a fresh  diagnosis 
of  rheumatoid  arthritis  is  made  in  children 
of  this  age.  Several  unusual  clinical  syn- 
dromes have  been  associated  with  neuro- 
blastoma. Severe  diarrhea  has  been  en- 
countered, leading  to  treatment  of  celiac 
disease  until  the  tumor  is  diagnosed.7  In 
other  patients  bizarre  neurologic  findings 
mimicking  myasthenia  gravis8  and  cere- 
bellar ataxia  with  bizarre  eye  motions9  have 
been  seen  in  which  the  tumor  was  then 
detected  by  radiographic  evaluation. 

The  adrenal  neuroblastoma  is  readily 
diagnosed  by  intravenous  pyelography  in 
the  vast  majority  of  cases  (Fig.  3A).  The 
ill-defined  calcifications  are  usually  seen  on 
films  of  good  quality;  prone  positioning 
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may  help  in  removing  obscuring  intestinal 
gas. 

The  kidney  is  ordinarily  not  directly  in- 
vaded, but  rather  it  is  displaced  downward 
and  laterally.  This  creates  the  “drooping 
lily”  deformity  of  the  calyces  similar  to 
that  seen  in  the  previously  noted  adrenal 
masses.  Bone  survey  should  be  included 
in  the  first  study  since  the  tumor  commonly 
spreads  to  the  metaphyses  of  the  long  bones. 
The  skull  is  a frequent  site  for  metastases 
due  to  tumor  implants  in  the  dura  along  the 
sutures.  Chest  films  may  show  pleural  or 
extrapleural  metastases  or,  rarely,  hilar 
nodes.  Actual  pulmonary  metastases  are 
very  rare,  as  opposed  to  Wilms’  tumor  in 
which  bone  spread  is  rare  and  pulmonary 
metastases  common. 

During  intravenous  pyelography  it  is 
helpful  to  visualize  the  inferior  vena  cava 
to  see  if  it  is  blocked  or  occluded  by  tumor. 
It  is  common  in  cavography  in  children  to 
see  filling  of  retroperitoneal  collateral 
vessels  with  shunting  to  the  azygous  system. 
This  may  be  caused  by  the  size  of  the  mass 
or  the  child’s  crying  rather  than  by  actual 
tumor  obstruction.  Tumor  resectability 
in  such  patients  should  he  determined  by 
exploration  not  by  such  radiographic 
studies. 

Aortography  has  been  used  in  some  pa- 
tients and  may  show  either  a rich  blood 
supply  to  the  tumor  or  normal  aortic 
branches  (Fig.  3B  and  C).10  Selective 
arteriography  is  more  accurate  in  localizing 
and  demonstrating  tumor  blood  supply  but 
is  difficult  to  perform  in  young  infants. 
Since  the  overwhelming  number  of  patients 
with  neuroblastoma  have  an  accurate  diag- 
nosis made  by  intravenous  pyelography, 
aortography  has  not  yet  established  its  final 
value  in  the  work-up  of  such  patients. 

Lymphangiography  has  been  performed 
in  some  patients  and  has  shown  either 
tumor  involvement  of  nodes,  similar  to  that 
of  carcinoma  or  lymphoma,  or  tumor  ob- 
struction of  lymphatics. 

Radiologists  anxious  to  perform  such 
“special  procedures”  may  encounter  the 
clinician’s  argument  that  the  patient  must 
have  “immediate”  surgery,  leaving  no  time 
for  aortography  or  lymphangiography. 
Many  of  the  patients  who  are  “immedi- 
ately” operated  on  are  found  to  he  un- 
resectable,  with  only  a biopsy  accomplished, 
and  radiotherapy  and  chemotherapy  the 


only  chance  of  cure.  Radiotherapy  for 
neuroblastoma  probably  should  not  he 
given  preoperatively  without  a tissue  diag- 
nosis, since  the  occasional  benign  ganglio- 
neuroma can  simulate  the  radiographic 
findings  of  renal  displacement  and  tumor 
calcification  of  neuroblastoma. 

Adrenal  cortical  lesions  with 
virilizing  and  Cushing  syndromes 

The  infant  or  child  with  Cushing’s  syn- 
drome or  virilization  should  have  a survey 
him  of  the  abdomen  followed  by  an  intra- 
venous pyelogram.  This  can  reveal  calcifi- 
cations as  well  as  renal  displacement,  with  a 
typical  “drooping  lily”  deviation  of  the 
calyces  from  the  adrenal  mass  (Fig.  4). 
Urinary  17-keto  and  hydroxy  steroid  values 
further  define  these  functioning  tumors. 
The  final  pathologic  diagnosis  of  adenoma 
versus  well-differentiated  carcinoma  is  fre- 
quently not  possible  on  histologic  criteria, 
and  time  alone  can  he  used  to  make  this 
assessment. 

With  the  marked  improvement  in  in- 
travenous pyelograms  (higher  doses,  safer 
contrast  media),  presacral  air  studies  are 
rarely  used  today.  Occasionally,  aortog- 
raphy and  arteriography  may  he  helpful 
in  delineating  smaller  tumors. 

Differential  diagnosis 

If  the  “drooping  lily”  deformity  of  the 
calyces  is  stressed  to  the  exclusion  of  other 
radiographic  findings,  this  can  lead  to  con- 
fusion with  nontumorous  intrarenal  ab- 
normalities. The  best  example  of  this  is 
renal  duplication  with  a nonfunctioning 
hydronephrotic  upper  pole,  pelvis,  and 
ureter  deforming  the  lower  pole  calyces  in  a 
“drooping  lily”  fashion.  The  classic  ex- 
ample of  this  in  the  pediatric  age  group  is 
the  infant,  with  systemic  symptoms  similar 
to  neuroblastoma,  who  proves  to  have  ec- 
topic ureterocele  (Fig.  5).  This  should  not 
create  a problem  in  radiographic  separation 
from  adrenal  masses.  The  major  findings 
in  ectopic  ureterocele  that  show  the  true 
diagnosis  are  the  findings  of  lucent  filling 
defects  within  the  bladder  and  a rim  of  con- 
trast surrounding  the  lucent  hydronephrotic 
upper  pole  of  the  kidney  well  above  the 
“drooping”  calyces.  This  shows  that  the 
mass  is  intrarenal  and  should  lead  to  the 
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FIGURE  4.  (A)  Cushing's  syndrome  in  three-year-old  girl.  Intravenous  pyelogram  shows  large  mass  in 
right  upper  quadrant  with  speckled  calcifications  in  upper  pole  of  tumor.  Right  kidney  pushed  down  and 
calyces  compressed  by  mass  although  renal  outline  is  normal.  Operation  revealed  adrenocortical  ade- 
noma with  possibility  of  well-differentiated  carcinoma  to  be  excluded  only  by  ''time.”  Note  unobstructed  in- 
ferior vena  cava  on  intravenous  pyelogram  with  film  being  taken  during  injection  of  contrast  medium 
through  leg  vein.  (B)  Virilizing  adrenal  adenoma  in  three-year-old  girl.  Intravenous  pyelogram  shows  non- 
palpable  12-cm.  mass  in  right  upper  quadrant  pushing  right  kidney  downward  and  laterally  with  "drooping 
lily"  effect  on  calyces.  Renal  outline  normal.  Operation  revealed  easily  resected  adrenal  adenoma. 


FIGURE  5.  Bilateral  ectopic  uretereoceles.  Ab- 
dominal distention,  failure  to  thrive,  and  anemia 
led  to  intravenous  pyelography  in  three-month-old 
girl.  Although  bilateral  "drooping  lily”  is  similar 
to  adrenal  masses  in  Figure  4,  patient  shows 
rim  of  contrast  about  actual  upper  pole  of  right 
kidney,  outlining  "lucent”  nonvisualized  hydro- 
nephrotic  upper  pole  ureter,  and  large  lucent  blad- 
der-filling defects  representing  lower  ends  of  bi- 
lateral dilated  ureters  leading  to  ectopic  uretero- 
celes. 


correct  diagnosis  of  ectopic  ureterocele  as 
part  of  renal  duplication. 1 1 


Summary 

Intravenous  pyelography  is  the  basis  of 
radiographic  evaluation  of  adrenal  disease 
in  infants  and  children.  Examples  have 
been  shown  of  the  value  in  neonatal  adrenal 
hemorrhage,  Wolman’s  familial  xanthoma- 
tosis, neuroblastoma,  and  adrenal  cortical 
tumors.  Since  the  “drooping  lily”  de- 
formity of  the  renal  calyces  on  intravenous 
pyelograms  can  also  be  seen  in  renal  dupli- 
cation as  in  ectopic  ureteroceles,  this  intra- 
renal  lesion  must  be  excluded. 


References 

1.  Jarvis,  J.,  and  Seaman,  W.  B.:  Idiopathic  adrenal 

calcifications  in  infants  and  children,  Am.  J.  Roentgenol.  82: 
510  (1959). 

2.  Gross,  M.,  Kottmeier,  P.,  and  Waterhouse,  K.: 
Neonatal  adrenal  hemorrhage,  J.  Pediat.  Surg.  2:  308 
(Aug.)  1967. 

3.  Schneider,  K.  M.,  Becker,  J.  M.,  and  Krasna,  I.  H.: 
Neonatal  neuroblastoma.  Pediatrics  36:  359  (1965). 

4.  Abramov,  A.,  Schorr,  S.,  and  Wolman,  W.:  Gen- 

eralized xanthomatosis  with  calcified  adrenals,  Am.  J.  Dis. 
Child.  91:  282  (1956). 

5.  Wolman,  M.,  Sterk,  V.  V.,  Gatt,  S.,  and  Frenkel, 

M.:  Primary  familial  xanthomatosis  with  involvement  and 

calcification  of  the  adrenals:  Report  of  two  more  cases  in 
siblings  of  a previously  described  infant,  Pediatrics  28: 
742  (1961). 

6.  Crocker,  A.  C.,  Vawter,  G.  F.,  Neuhauser,  E.  B.  D., 


November  1,  1969  / New  York  State  Journal  of  Medicine  2777 


and  Rosowsky,  A.:  Wolman’s  disease,  ibid.  35:  627  (1965). 

7.  Hamilton,  J.,  Radde,  I.  C.,  and  Johnson,  G.:  Diar- 
rhea associated  with  adrenal  ganglioneuroma:  New  findings 

related  to  pathogenesis  of  diarrhea,  Am.  J.  Med.  44:  453 
(Mar.)  1968. 

8.  Robinson,  M.  J.,  and  Howard,  R.  N.:  Neuroblas- 

toma presenting  as  myasthenia,  Pediatrics  43:  111  (Jan.) 
1969. 

9.  Solomon  G E and  Chutonan  A.  M Opsoclonus 


Adrenal  Radiography 

Evaluation 


JOSHUA  A.  BECKER,  M.D. 

New  York  City 

Associate  Professor  of  Radiology,  College  of 
Physicians  and  Surgeons  of  Columbia  University; 
Chief  of  Urologic  Roentgenology,  Presbyterian 

Hospital 


Adrenal  radiography  is  an  area  of  al- 
ternating enthusiasm  and  pessimism. 
When  new  procedures  were  developed,  a 
great  wave  of  interest  occurred,  but  this  is 
usually  followed  by  the  realization  that 
small  adrenal  lesions  may  well  still  be  be- 
yond our  reach. 1 In  an  attempt  to  evolve  a 
roentgenographic  routine  to  evaluate  the 
adrenal  gland,  multiple  studies  were  done 
and  their  diagnostic  reward  determined. 

Material 

The  studies  included  were  (1)  film  of  the 
abdomen,  (2)  intravenous  urogram,  (3) 
nephrotomogram,  (4)  retroperitoneal  pneu- 
mogram, (5)  adrenal  phlebogram,  and  (6) 
arteriogram.  Twelve  cases  were  reviewed; 
unfortunately,  not  every  patient  had  every 
study,  but  a sufficient  number  of  the  ex- 
aminations were  included  in  each  patient  to 
permit  the  evaluation  of  the  various  pro- 
cedures. 

Comment 

The  great  majority  of  the  patients  with 
adrenal  disease  had  an  endocrinopathy,  and 
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it  was  the  main  purpose  of  the  diagnostic 
studies  to  lateralize  the  lesion  for  treatment. 
If  the  adrenal  gland  was  grossly  enlarged, 
the  initial  film  of  the  abdomen  demon- 
strated a mass  in  the  upper  quadrant,  and, 
therefore,  localization  was  obtained  with  a 
very  simple  diagnostic  procedure.  Com- 
monly, an  intravenous  urogram  was  ob- 
tained, and  this  also  aided  in  lateralization 
of  the  lesion  only  when  it  had  become  quite 
large,  at  least  5 to  6 cm.  in  diameter. 
Separation  of  the  mass  from  the  kidney  was 
also  aided  by  the  nephrographic  phase  of 
the  intravenous  urogram. 

When  the  lesion  was  not  obvious  on  the 
initial  film  of  the  abdomen  or  the  intrave- 
nous urogram,  nephrotomography  was  the 
most  rewarding  study  thus  far.  Hartman, 
Witten,  and  Weeks'2  noted  in  their  review  of 
125  cases  the  value  of  this  procedure  in 
delineating  an  abnormal  adrenal  in  gland 
regard  to  size.  The  experience  in  this 
institution  has  been  identical  with  all  en- 
larged adrenal  glands,  proved  at  surgery, 
demonstrated  on  the  nephrotomogram. 
The  lack  of  demonstration  of  an  adrenal 
gland  or  mass  in  the  adrenal  area  has  so  far 
represented  either  a normal  or  atrophic 
adrenal  gland. 

An  area  of  potential  error  in  this  ex- 
amination is  the  location  of  the  right 
adrenal  gland  in  a position  other  than  a su- 
prarenal location.  The  technic  may  well 
not  demonstrate  an  adrenal  gland  that  is 
placed  behind  the  inferior  vena  cava  or  un- 
derneath the  liver.  Although  this  has  not 
been  encountered  so  far,  this  may  well  he  a 
limitation  of  nephrotomography. 

Retroperitoneal  pneumography  has  been 
replaced  by  nephrotomography.  The  two 
procedures  gave  identical  information,  and 
utilizing  nephrotomography,  a more  benign 
and  simple  technic,  no  need  has  been  en- 
countered for  the  continuance  of  presacral 
pneumography. 

Adrenal  phlebography  was  the  recent 
addition  to  the  diagnostic  procedures  for 
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t lie  adrenal  gland.  Experience  is  too 
limited  thus  far  to  give  an  accurate  deter- 
mination of  its  value.  Gross  lesions  of  the 
adrenal  gland  were  well  demonstrated  by 
this  procedure  as  with  any  other  technic. 
Instances  of  small  lesions  of  the  adrenal 
gland  have  been  reported  with  adrenal 
phlebography.3  The  main  interest  in 
utilizing  this  technic  has  been  for  the  ade- 
noma of  (lie  adrenal  gland  causing  primary 
aldosteronism.  Also,  a recent  report  noted 
that  over  half  of  the  lesions  of  the  adrenal 
gland  were  not  demonstrated  on  the  radio- 
graphic  study.1  In  this  regard  it  should  be 
appreciated  that  infarction  of  the  gland 
with  an  adenoma  was  a reported  com- 
plication of  phlebography.  We  would 
hope  that  the  greatest  contribution  to  the 
catheterization  of  the  adrenal  gland  would 
be  differential  blood  sampling  and  the  sub- 
sequent positive  laboratory  diagnosis  on 
hormone  assays. 

Arteriography  of  the  adrenal  gland  is  a 
difficult  technical  procedure  because  of  the 
varied  arterial  supply  to  the  adrenal  gland. 
Information  regarding  pheochromocytoma 
has  been  described  and  is  a well-appreciated 
point  of  the  arterial  study.6  However,  in 
the  delineation  of  cortical  lesions,  as  with 
phlebography,  the  experience  is  too  limited 
to  draw  an  accurate  conclusion.  Again, 
because  of  the  small  size  of  the  lesion  sought 
and  the  difficulty  in  obtaining  adequate 
demonstration  of  all  the  supplying  vessels, 
it  is  the  impression  that  arteriography  may 
be  even  more  limited  than  the  phlebo- 


graphic  study.  As  noted  with  phlebog- 
raphy, the  large  lesions  of  the  adrenal 
gland  were  easily  demonstrated  as  they  are 
with  all  radiographic  procedures. 

Summary 

In  reviewing  the  material  in  this  institu- 
tion it  has  been  the  impression  that  the 
roentgenographic  studies  including  film  of 
the  abdomen,  intravenous  urogram,  and 
nephrotomogram  have  been  the  most  re- 
warding procedures  in  lateralizing  an 
adrenal  lesion.  Whether  or  not  it  is  worth 
the  effort  to  proceed  to  phlebography  and 
arteriography  in  the  rare  small  adrenal 
lesion  is  yet  unanswered.  It  is  the  initial 
impression  that  the  effort  put  forth  to 
demonstrate  this  adrenal  gland  may  not  be 
worth  the  diagnostic  reward. 

622  West  168th  Street 
New  York,  New  York  10032 
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T HE  DIAGNOSIS  OF  PHEOCHROMOCYTOMA  is 
suggested  by  clinical  symptoms  and  estab- 
lished by  measurement  of  urinary  cate- 
cholamines, VMA  (vanilmandelic  acid  ),  and 
metanephrines. 

The  major  role  of  angiography  in  the 
management  of  pheochromocytoma  is  the 
localization  of  the  lesion.  Because  of  their 
extreme  vascularity,  pheochromocytomas 
have  a soft  consistency,  making  palpation 
difficult  during  operation;  their  detection 
may  escape  even  very  experienced  hands.1 
This  becomes  very  important  in  poor-risk 
patients  in  whom  a direct  approach  and 
minimal  time  of  operation  would  be  advis- 
able. Localization  of  extra-adrenal  tumors 
(10  per  cent  of  cases)  is  also  possible  by 
means  of  angiography,  since  the  abnormal 
staining  easily  identifies  their  location.2  -5 

A secondary  role  of  angiography  is  to 
confirm  a clinically  suspected  diagnosis  of 
pheochromocytoma  which  is  difficult  to 
establish  because  of  intermittently  secreting 
tumors.  In  these  patients,  the  urinary 
excretion  studies  may  he  within  normal 
limits  or  equivocal.6-8  Sheps  et  al ,9  in  28 
cases  of  proved  pheochromocytoma  found 
normal  catecholamine  excretions  in  7 in- 
stances and  normal  VMA  determinations  in 
6.  In  some  of  the  patients  with  normal 
VMA  findings,  the  metanephrine  values 
were  considerably  elevated.  However,  in  1 
instance,  the  VMA,  metanephrines,  and 
catecholamines  were  all  within  normal 
limits. 

Arteriographie  localization  and  detection 
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of  pheochromocytoma  have  been  con- 
sidered by  some  to  he  irrelevant  to  the 
management  of  pheochromocytoma  and, 
moreover,  to  be  contraindicated  because  of 
the  hazards  of  the  procedure. 10,11  This 
concept  of  “dangerous  procedures”  was 
overemphasized  in  the  early  time  of  angi- 
ography and  has  been  carried  over  to  today’s 
teaching  as  an  established  dogma.  How- 
ever, our  experience  as  well  as  a review  of 
the  literature  lead  us  to  believe  otherwise. 

In  a review  of  99  cases  of  pheochromocy- 
toma from  the  English  literature,  certain 
facts  become  evident: 

All  deaths  occurred  in  the  early  1950s 
with  the  use  of  a translumbar  technic  and 
contrast  materials  no  longer  employed  or 
available  [acetrizoate  (Urokon)  and  iodo- 
pyracet  (Diodrast)  ].n -13 

The  translumbar  technic  is  absolutely  too 
traumatic  for  this  type  of  investigation  and 
completely  inadequate,  since  it  does  not 
offer  the  benefit  of  selective  catheterization 
for  the  evaluation  of  smaller  arteries. 

Of  the  cases  performed  with  the  retro- 
grade transfemoral  technic,  there  were  no 
deaths  and  minimal  incidence  of  reactions. 

Patients  with  pheochromocytoma  are 
susceptible  to  having  hypertensive  crises 
when  any  manipulation  or  operation  is 
performed.  The  possibility  of  hyperten- 
sive reaction  can  be  mitigated  by  prepara- 
tion of  the  patient  before  any  manipulation 
including  the  angiographic  study.8,14,15 

The  rate  of  success  of  angiography  in  the 
detection  of  pheochromocytoma  is  second- 
ary to  the  vascularity  and  size  of  the  tumor 
and  to  the  technic  of  examination  used. 
The  position  of  the  catheter,  within  the 
aorta  or  selectively  placed  into  an  artery, 
the  quantity  of  contrast  medium  injected, 
the  rate  of  injection,  and  the  number  of 
films  are  all  factors  which  influence  the 
accuracy  of  the  examination.  Many  cases 
have  appeared  in  the  literature  in  which 
the  detection  of  tumor  was  evidenced  only 
by  optimum  filming  and  selective  catheter- 
ization of  small  arteries,  whereas  many  false 
negative  arteriograms  were  due  to  poor 
technics. 14,16-19 

Technic 

Preparation  of  patient.  In  clinically 
proved  or  suspected  cases  of  pheochromo- 
cytoma  or  where  there  is  a history  of  labile 
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FIGURE  1.  (A)  Aortogram,  arterial  phase.  Good  visualization  of  adrenal  arteries  (lower  arrow)  which 
supply  large  suprarenal  tumor.  Note  also  (upper  arrow)  hypertrophy  of  right  inferior  phrenic  artery  which 
supplies  part  of  tumor.  (B)  Capillary  phase.  Note  large  pear-shaped  stain  above  right  kidney  with  central 
radiolucency. 


hypertension,  the  patient  is  treated  with 
phenoxybenzamine  hydrochloride  ( Di- 
benzyline,  alpha-adrenergic  blocking  agent ) 
in  doses  ranging  from  20  to  100  mg.  twice 
daily  until  the  patient  is  normotensive, 
usually  three  to  seven  days.  We  have  not 
used  any  beta-blocking  agent,  such  as 
propranalol,  as  suggested  by  other  au- 
thors.14  On  the  day  of  the  study,  we  em- 
ploy the  routine  preparation  for  all  angio- 
graphic studies  which  varies  according  to  the 
size,  age,  and  condition  of  the  patient:  100 

mg.  of  pentobarbital  ( Nembutal  i one  hour 
before  and  meperidine  hydrochloride  (Dem- 
erol), atropine  sulfate,  and  diphenhydra- 
mine hydrochloride  ( Benadryl  i just  before 
beginning  the  procedure. 

Procedure.  Initial  aortogram.  An  in- 
tra-aortic  injection  is  made  utilizing  a large- 
radiopaque  catheter,  preferably  the  Kifa 
yellow,  which  allows  a flow  rate  of  30  to  40 
cc.  per  second.  The  catheter  tip  is  placed 
at  the  level  of  the  twelfth  thoracic  to 
first  lumbar  vertebrae.  Sixty  cc.  of  methyl- 
glucamine  diatrizoate  (Renografin-76 1 are 
injected.  Ten  films  are  taken  with  a Scho- 
nander  film  changer  to  cover  the  arterial, 
capillary,  and  venous  phases  (Fig.  1). 
These  films  are  studied  while  the  patient  is 
on  the  radiographic  table;  and  if  there  is  an 
area  of  increased  vascularity,  hypertrophy 
of  one  of  the  suprarenal  arteries,  or  poor 
definition  of  the  adrenal  gland  in  the  capil- 
lary phase,  selective  catheterization  is  car- 
ried out. 


The  patient  involved  in  Figure  1 was  a 
twenty-year-old  girl  admitted  to  St.  Vin- 
cent’s Hospital  for  study  of  hypertension. 
The  patient  underwent  cesarean  section 
three  weeks  before  at  the  eighth  month  of 
pregnancy  because  of  inability  to  control 
hypertension.  During  the  operation,  diffi- 
culty was  encountered  in  maintaining 
stable  blood  pressure.  A diagnosis  of  right 
pheochromocytoma  was  demonstrated  by 
arteriography. 

Selective  catheterization.  Arteries  which 
may  require  selective  catheterization  are: 
(1)  the  renal  arteries;  (2)  the  celiac  trunk, 
with  or  without  the  use  of  epinephrine1,2'1'21; 
(3)  the  inferior  phrenic  artery,22  also  in 
cases  in  which  they  arise  from  the  renal  or 
celiac  arteries;  and  (4)  the  inferior  or  mid- 
dle suprarenal  artery  when  possible.23 

Selective  adrenal  venography.  Selective 
catheterization  of  the  adrenal  vein  has 
been  employed  recently  for  evaluation  of 
tumors  of  the  adrenal  glands.24  29  In 
pheochromocytoma,  the  main  trunk  of  the 
adrenal  vein  as  well  as  the  small  adrenal 
venules  are  usually  larger  than  normal, 
since  the  amount  of  blood  drained  is  in- 
creased due  to  the  high  vascularity  of  the 
tumor.  In  addition,  there  may  be  marked 
displacement  of  the  adrenal  vein.  In  1 
case  of  pheochromocytoma  in  a female, 
aged  eighty-three,  the  adrenal  vein  on  the 
left  was  approximately  1.5  cm.  (normal  2 to 
4 mm.)  and  was  displaced  downwardly  and 
laterally  surrounding  the  large  13-cm. 
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mass.30  Selective  catheterization  of  the 
adrenal  vein  also  offers  the  opportunity  of 
blood  sampling  from  each  adrenal  gland  for 
the  detection  of  abnormal  metabolic  prod- 
ucts. 10,31 

Precautions.  During  the  entire  study, 
the  electrocardiogram  and  intra-arterial 
pressure  are  monitored  continuously  and  a 
defibrillator  is  also  available.  Solutions  of 
phentolamine  (Regitine)  are  prepared  in 
different  concentrations  for  immediate  use 
in  cases  of  hypertensive  crises.  Propran- 
alol  (Inderal ) a beta-adrenergic  blocking 
agent,  is  also  on  hand  for  use  should  any 
severe  arrhythmias  ensue. 

Radiographic  findings 

Pheochromocytomas  are  vascular  lesions 
and  as  such  are  easily  detectable  by  angi- 
ography. The  arterial  phase  is  character- 
ized by  the  presence  of  hypertrophic  su- 
prarenal arteries  and  abnormal  vasculariza- 
tion of  the  tumor,  which  is  followed  in  the 
capillary  phase  by  a fine  network  of  small 
arteries  with  a reticular  pattern.  The 
staining  present  in  the  capillary  phase  lasts 
approximately  five  to  six  seconds  from  the 
beginning  of  injection,  and  at  times  it  may 
present  a central  radiolucency  giving  the  ap- 
pearance of  a halo.  This  was  found  in  2 of 
our  14  cases  and  probably  represents  a zone 
of  relative  avascularity,  since  necrosis  was 
not  found  on  close  examination  of  the  speci- 
men. In  the  venous  phase,  a homogeneous 
density  appears  with  very  discrete  margins 
defining  the  tumor.  Cystic  pheochromo- 
cytomas may  also  be  calcified. 

Conclusion 

Our  experience  and  a review  of  the  litera- 
ture has  led  us  to  conclude  that  arteriog- 
raphy is  a very  useful  tool  in  the  manage- 
ment of  pheochromocytoma.  The  localiza- 
tion of  the  tumor  and  demonstration  of  its 
blood  supply  prior  to  surgery  may  be  of 
great  help  to  the  surgeon,  may  reduce  the 
length  of  surgical  exploration,  and  may  de- 
crease the  number  of  false  negative  ex- 
plorations. I f precautions  are  taken  by  the 
use  of  plienoxybenzamine  prior  to  the  angio- 
graphic study,  the  possibility  of  hyperten- 
sive crises  is  enormously  minimized.  This 
is  proved  by  the  low  incidence  of  true  hy- 
pertensive reactions  encountered  in  our 


experience  or  described  in  the  recent  litera- 
ture. Adrenal  venography  also  has  proved 
to  be  very  useful  in  localization  and  diagno- 
sis of  pheochromocytoma  and  thus  far  has 
been  free  of  hypertensive  crises  or  other 
complications.  Catheterization  of  the  veins 
offers  the  advantage  of  sampling  blood  for 
pressor  substances  selectively  from  the 
adrenal  vein  or  at  different  levels  in  the 
vena  cava. 
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T he  need  for  preoperative  localization 
of  functioning  lesions  of  the  adrenal  cortex 
is  now  generally  recognized.  Unfortu- 
nately, such  processes  are  often  difficult  to 
demonstrate  by  routine  radiographic  meth- 
ods. Even  the  more  sophisticated  technics, 
such  as  aortography  and  retroperitoneal 
pneumography,  are  frequently  inadequate 
to  demonstrate  the  small  lesions  that  may 
be  associated  with  serious  functional  ab- 
normalities. Fortunately,  selective  adrenal 
arteriography  and  venography  have  re- 
cently become  available  and  have  shown 
great  value  in  defining  adrenal  pathologic 
conditions. 

Technics 

Selective  adrenal  arteriography  is  per- 
formed in  conjunction  with  aortography. 
The  latter  localizes  the  small  arteries  which 
must  be  catheterized.  Selective  injections 
of  the  inferior  phrenic  arteries,  middle 
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atlrenal  arteries,  and  sometimes  inferior 
adrenal  arteries  are  performed.1  When 
the  adrenal  arteries  arise  as  secondary 
liranches  of  the  renal  or  celiac  arteries, 
angiography  of  the  latter  immediately 
following  epinephrine  infusion  is  used. 
Epinephrine  constricts  most  of  the  visceral 
arteries  but  has  much  less  effect  on  the 
adrenal  circulation,  thus  redirecting  the 
contrast  primarily  into  the  adrenal  glands. 

Adrenal  venography  is  performed  by 
selective  catheterization  from  the  femoral 
vein.  Separate  preshaped  catheters  are 
employed  for  the  right  and  left  adrenal 
veins.  The  procedure  is  sometimes  per- 
formed at  the  same  time  as  the  arteriogram. 
In  conjunction  with  the  venogram,  blood 
samples  are  drawn  from  the  adrenal  veins 
for  appropriate  hormonal  analysis. 2 

Results 

A diagnostically  satisfactory  study  is 
obtained  in  over  90  per  cent  of  patients, 
although  it  is  usually  not  possible  to  inject 
every  adrenal  artery.  The  left  adrenal 
vein  catheterization  is  uniformly  successful, 
but  right  adrenal  vein  catheterization  fails 
in  25  per  cent  of  cases. 

In  patients  with  Cushing’s  syndrome, 
the  arteriogram  clearly  demonstrates  the 
thickened  cortex  of  hyperplasia  or  the 
moderately  vascular  discrete  adenoma. 
In  the  latter  instance,  atrophy  of  the  re- 
maining portion  of  cortex  is  well  seen.  Al- 
though cortisol-secreting  adenomas  can 
usually  also  be  demonstrated  by  venog- 
raphy, the  venogram  does  not  permit  easy 
differentiation  of  normal  and  hyperplastic 
adrenal  cortex.  Nodular  hyperplasia  with 
multiple  adenomas  is  also  occasionally 
recognized. 
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The  study  of  androgen-secreting  tumors, 
producing  the  adrenogenital  syndrome,  is 
performed  in  a manner  similar  to  that  of 
Cushing’s  syndrome.  Solitary  adenomas, 
nodular  hyperplasia,  and  diffuse  hyper- 
plasia can  also  be  easily  recognized  by 
arteriography.  The  venogram  confirms 
the  presence  of  adenomas  more  effectively 
than  that  of  hyperplasia. 

Unlike  the  cortisol-  and  androgen-secret- 
ing tumors,  aldosterone-secreting  tumors 
tend  to  be  quite  small  and  have  a poor 
arterial  supply.  They  are,  therefore,  often 
missed  on  arteriography,  on  which  the 
minimal  defect  due  to  the  tumor  is  readily 
overlooked.  On  adrenal  venography,  the 
larger  adenomas  have  a typical  pattern  of 
circumferential  veins  with  somewhat  irregu- 
lar perpendicular  branches  penetrating  into 
the  tumor.  However,  tumors  too  small  to 
see  by  any  radiologic  method  may,  none- 
theless, produce  significant  symptoms. 
The  analysis  of  adrenal  vein  blood  for 
aldosterone  is  the  only  way  of  localizing 
these  lesions.2 

Comment 

Adrenal  arteriography  and  venography 
proved  to  be  potent  methods  in  the  evalua- 
tion of  small  adrenal  tumors.  Aortography 
is  most  effective  in  demonstrating  very 
vascular  lesions,  such  as  pheochromocyto- 
mas,  or  very  large  tumors,  such  as  adrenal 
carcinomas  over  3 to  4 cm.  in  diameter. 
Modified  aortography,  as  with  the  use  of 
the  Valsalva  maneuver  or  following  intra- 
aortic epinephrine,  has  proved  only  slightly 
more  effective.  Retroperitoneal  pneumog- 
raphy permits  ready  definition  of  lesions 
more  than  2 cm.  in  size,  provided  adequate 
dissection  of  gas  around  the  adrenal  gland 
is  achieved.  This  is  often  difficult,  partic- 
ularly on  the  left  side,  and  is  rarely  success- 
ful in  malignant  tumors. 

Adrenal  arteriography  and  venography 
easily  permit  the  demonstration  of  lesions 
0.5  to  1 cm.  in  diameter.  When  these 
technics  are  combined  with  adequate 
venous  sampling,  localization  of  any  func- 
tioning tumor  regardless  of  size  can  be 
anticipated.  The  smallest  tumor  found  by 
this  method  was  2 mm.  in  diameter. 

Adrenal  arteriography  appears  a method 
of  choice  in  evaluating  patients  with  Cush- 
ing’s syndrome  and  adrenogenital  syndrome. 


Venography  is  useful  in  these  instances  to 
confirm  the  diagnosis,  to  complete  the 
examination  of  portions  of  the  adrenal 
gland  which  are  not  adequately  seen  by 
arteriography,  and  to  obtain  appropriate 
venous  sampling  for  chemical  confirmation 
of  the  diagnosis.  In  patients  with  sus- 
pected primary  hyperaldosteronism,  the 
adrenal  venogram  and  venous  sampling  are 
the  key  procedures.  The  arteriogram  is 
used  mainly  to  locate  the  adrenal  gland  for 
easier  catheterization  of  the  right  adrenal 
vein,  to  obtain  supplementary  information 
about  adrenal  size,  and  to  demonstrate  the 
occasional  vascular  tumor.  The  bilateral 
hyperplasia  of  secondary  aldosteronism  is 
often  best  recognized  by  arteriography. 

Adrenal  arteriography  and  venography 
are  rather  time-consuming  procedures,  re- 
quire a fair  amount  of  technical  skill,  and 
subject  the  patient  to  a moderate  amount  of 
discomfort  and  radiation.  Although  the 
examination  is  not  highly  dangerous,  the 
usual  risks  of  arteriography  are  present. 
The  venogram  carries  the  particular  hazard 
of  adrenal  vein  rupture  with  periadrenal 
hematoma.  This  complication  is  associ- 
ated with  pain,  which  may  last  several 
hours  or  days,  but  usually  without  other 
serious  sequelae. 

The  great  advantage  of  selective  adrenal 
angiography  is  that  it  clarifies  some  of  the 
clinical  problems,  such  as  differentiating 
adenomas  from  hyperplasia,  and  more 
specifically  that  it  directs  the  surgical  ap- 
proach. A unilateral  flank  incision  is  by 
far  the  ideal  way  to  expose  the  adrenal 
gland.3  Operative  evaluation  of  lesions  of 
the  adrenal  gland  is  difficult,  particularly 
for  small  tumors.  With  the  appropriate 
adrenal  angiographic  studies,  the  surgeon 
can  confidently  perform  a unilateral 
adrenalectomy. 

Conclusions 

Adrenal  arteriography  and  venography 
are  useful  procedures  in  the  localization  of 
functioning  tumors  of  the  adrenal  glands. 
Arteriography  is  the  most  helpful  method  in 
studying  patients  with  Cushing’s  syndrome, 
adrenogenital  syndrome,  and  carcinoma, 
whereas  adrenal  venography  is  most  helpful 
in  evaluating  primary  aldosteronism. 
However,  both  technics  are  frequently  used 
in  conjunction  and  supplement  each  other. 
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These  methods  permit  delineation  of  tumors 
as  small  as  0.5  cm.  in  diameter;  and  when 
combined  with  adrenal  vein  sampling  for 
the  appropriate  hormones,  the  smallest 
functioning  adrenal  t umors  can  he  detected. 

New  England  Medical  Center 
171  Harrison  Avenue 
Boston,  Massachusetts  02111 


Treatment  of  dog-bite  wounds 


Experience  with  74  dog-bite  patients  at  a 
USAF  hospital  suggests  that  these  wounds 
should  be  treated  as  infected  crush  wounds 
rather  than  as  lacerations  as  recommended  in 
texts  and  periodical  literature  report  George  H. 
Chambers,  Col.,  USAF,  MC,  and  John  F. 
Payne,  Major,  USAF,  MC  in  Minnesota  Medi- 
cine 52:  427  iMar.)  1969. 

The  bites  occurred  incidental  to  training  dogs 
for  use  in  Vietnam.  Since  1961,  74  were  con- 
sidered serious  enough  for  transfer  to  the  ortho- 
paedic clinic.  Hospitalized  were  50  patients; 
24  were  treated  as  outpatients.  All  of  the  latter 
had  involvement  of  the  hand  or  forearm.  Of 
the  hospitalized  patients,  45  had  wounds  of  the 
upper  extremities;  5,  lower  extremities.  Of  10 
patients  with  hand  or  forearm  wounds  treated 
by  debridement  and  primary  closure,  8 had  posi- 
tive cultures.  A mid  palmar  space  infection  re- 
quiring drainage  occurred  in  one  patient;  the 
fourth  and  fifth  finger  flexor  tendon  sheaths 
were  necrotic.  In  another,  a sutured  laceration 
over  the  fourth  metacarpophalangeal  joint  re- 
quired incision  and  drainage  a week  later.  At 
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this  time  the  joint  was  found  to  be  completely 
destroyed  due  to  Staphylococcus  aureus  infec- 
tion. 

Patients  who  were  treated  by  thorough 
cleansing,  splinting,  bulky  dressings,  elevation, 
and  soaks  had  no  serious  complications.  One 
problem  was  that  of  wounds  initially  given 
emergency  treatment.  Of  the  50  hospitalized 
patients,  30  had  received  such  treatment 
(cleansing  and  covering  with  a simple  bandage). 
They  returned  three  to  seventy-two  hours  later, 
some  with  massively  swollen  hands  or  fingers. 
The  remaining  20  patients  who  were  hospitalized 
had  wounds  that  were  allowed  to  heal  by  second- 
ary intention;  but  sometimes  secondary  clo- 
sure or  split-thickness  grafts  were  needed.  Six 
had  positive  cultures.  None  of  these  had  com- 
plications. 

Eight  patients  were  given  antibiotics;  these 
were  among  the  10  treated  by  primary  closure. 
They  were  started  on  antibiotic  therapy  after 
returning  with  infected  wounds.  One  patient, 
the  only  one  with  beta  streptococcus  infection 
in  the  hospitalized  group,  was  also  given  anti- 
biotics, penicillin.  Only  one  patient  who  had  a 
puncture  wound  was  given  antibiotics.  A com- 
parison with  similar  wounds  did  not  indicate 
that  antibiotics  shortened  the  healing  period. 
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Surgical  occlusion  of  one  and  rarely  of 
both  anterior  cerebral  arteries  in  man  is 
required  on  occasion  in  the  treatment  of 
cerebral  neoplasms  and  vascular  anomalies. 
The  decision  to  occlude  one  or  more  of  these 
arteries  or  one  artery  at  one  of  several  levels 
is  based  initially  on  an  absolute  necessity 
in  a particular  situation  and  second  on  the 
anticipated  consequences  of  such  a maneu- 
ver. Regardless  of  the  sequence  of  events 
forcing  the  decision  for  ligation  of  an 
anterior  cerebral  artery,  it  is  desirable  that 
the  surgeon  have  some  basis  on  which  to 
judge  the  potential  results  of  such  an  act. 
Inferences  from  anatomic,  pathologic,  and 
angiographic  studies  have  proved  unreliable 
in  this  regard.  The  only  source  of  this  in- 
formation resides,  by  its  very  nature,  in  the 
record  of  experiences  of  surgical  closure  of 
one  or  both  of  these  vascular  trunks  in  man. 
This  report  relates,  then,  especially  to  the 
neurologic  abnormalities  associated  with 
surgical  closure  of  an  anterior  cerebral 
artery  at  successive  levels  in  relation  to  its 
major  branches  in  patients  with  saccular 

* PreBent  addrcBs:  4685  Ponce  DeLeon  Boulevard,  (’oral 

Gables,  Florida. 


FIGURE  1.  Levels  at  which  surgical  occlusion  of 
anterior  cerebral  artery  was  performed. 

aneurysms  along  these  vessels.  In  these 
patients  the  following  criteria  were  satisfied 
before  surgical  occlusion  was  carried  out: 
(1)  occurrence  of  one  or  more  episodes  of 
spontaneous  subarachnoid  hemorrhage,  (2) 
arteriographic  evidence  of  a single  intra- 
cranial aneurysm  along  the  anterior  cerebral 
artery  or  one  of  its  branches,  ( 3 ) arterio- 
graphic demonstration  of  patency  of  the 
opposite  anterior  cerebral  artery  system 
without  opacification  of  the  aneurysm,  and 
(4)  absence  of  other  vascular  anomalies 
arteriographically. 

Presentation  of  data 

Surgical  occlusion  of  the  anterior  cerebral 
artery  was  performed  at  the  following 
levels:  (A)  the  proximal  anterior  cerebral 

artery  at  its  origin  from  the  internal  carotid 
artery,  (B)  the  proximal  anterior  cerebral 
artery  just  proximal  to  the  anterior  com- 
municating artery,  (B)  and  (C)  the  anterior 
cerebral  artery  both  proximal  and  distal  to 
the  anterior  communicating  artery,  and  (E  ) 
the  calloso-marginal  artery  and  the  peri- 
callosal artery  (Fig.  1). 

There  were  31  patients  who  had  surgical 
ligation  of  one  anterior  cerebral  artery  at 
one  or  more  levels  and  4 patients  who  had 
bilateral  anterior  cerebral  artery  ligation. 
The  neurologic  abnormalities  which  were 
observed  in  these  patients  before  and  after 
ligation  of  one  or  both  anterior  cerebral 
arteries  at  various  points  in  relation  to  the 
major  branches  of  the  vessel  are  outlined  in 
Table  1. 

Fifteen  patients  had  ligation  of  one 
anterior  cerebral  artery  proximal  to  the 
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TABLE  I.  Ligation  of  anterior  cerebral  arteries 


Time 


C ase 

Age 

Interval 
< Days) 

Side 

Neurologic  Abnormalities 
Before  Surgery  After  Surgery 

Time  Followed  and  Status 

One  artery,  proximal  (point  B 
1 55  14  left 

None 

Aphasia,  hemiparesis. 

Six  years;  mild  aphasia;  not  seen  for 

2 

31 

10 

Right 

None 

hemianopsia 
None  immediately 

4 years 

Pneumonia;  chronic  incapacitating 

3 

31 

10 

Right 

None 

None 

neurologic  deficit  18  months  later 
Seven  years;  well;  no  abnormalities 

4 

30 

3 

Right 

Stupor 

Stupor 

Mental  incapacity  and  para  paresis  one 

5 

30 

Right 

None 

Stupor 

year;  now  euphoric 
Died;  meningitis  secondary  to  wound 

6 

34 

14 

Right 

None 

None 

infection 

Died;  recurrent  subarachnoid  hemor- 

_ 

33 

31 

Left 

None 

None 

rhage 

Well;  no  abnormalities  5 years 

8 

36 

8 

Right 

N one 

None 

Well;  no  abnormalities  6 years 

*) 

48 

9 

Right 

None 

Transient  euphoria 

Well;  no  abnormalities  5 years 

10 

44 

17 

Right 

None 

None 

Well;  no  abnormalities  4 years 

11 

32 

8 

I .eft 

Mild  hemiparesis 

Hemiparesis  same 

Well;  no  abnormalities  4 years 

12 

53 

8 

Right 

None 

Disorientation  one  w«N*k 

Well;  no  abnormalities  2 years 

13 

59 

5 

l.eft 

None 

None 

Well;  no  abnormalities  2.5  years 

14 

34 

7 

Left 

Obtunded 

Same  with  gradual 

Well;  no  abnormalities  1.5  years 

15 

41 

17 

Left 

None 

improvement 

None 

Well;  no  abnormalities  2 years 

One  artery,  proximal  and  distal  (points  B and  C) 
16  53  33  I .eft  Stupor 

Stupor 

Died  in  2 months 

17 

45 

21 

Right 

Disoriented 

Died;  cardiac  arrhythmia 

18 

49 

9 

Right 

Stupor 

secondary  to  hypothermia 
Stupor 

Died  in  2 months 

19 

27 

12 

Right 

None 

Right  hemiplegia 

Marked  incapacitating  spastic  right 

20 

43 

22 

Right 

None 

Seizures;  temporary  left 

hemiparesis  12  years  later 
Well;  at  work;  no  abnormalities  8 

21 

32 

8 

Left 

None 

hemiparesis 

Disorientation;  temporary 

years  later 

Well;  at  work;  no  abnormalities  9 

22 

42 

21 

I .eft 

I lemiparesis 

right  hemiparesis 
Tem|x>rary  hemiparesis 

years  later 

Well;  at  work;  no  abnormalities  11 

23 

31 

14 

I.eft 

None 

Temporary  mental 

years  later 

Poor  recent  memory  6 years  later 

24 

32 

14 

Left 

Drowsy 

incapacity 

Temporary  hemiparesis 

Well;  at  work;  no  abnormalities  6 

25 

9 

13 

Right 

Hemiparesis 

Same  temporary  hemiparesis 

years  later 

Well;  at  school;  no  abnormalities  6 

26 

42 

2 

Right 

None 

None 

years  later 

Well;  at  work;  no  abnormalities  8 

27 

35 

6 

Right 

None 

Temporary  euphoria 

years  later 

Well;  no  abnormalities  6 years  later 

28 

41 

33 

Right 

None 

None 

Well;  no  abnormalities  12  years  later 

One  artery,  distal  points  D and  E 
29  39  2 left 

Confused: 

Right  hemiparesis;  greater 

Seventeenth  postoperative  day  apha- 

30 

54 

5 

Right 

hemiparesis 

Stupor; 

in  upper  extremity 

sia,  right  hemiplegia;  twenty-sec- 
ond day  left  hemiplegia 
Intracerebral  hematoma  removed; 

31 

65 

10 

Left 

papilledema: 
left  hemiparesis 
None:  hyperten- 

Aphasia;  right  hemiplegia 

died  first  postoperative  day  without 
regaining  consciousness 
Died  third  postoperative  day 

sive  diabetes 

Bilateral,  proximal  and  distal  (points  B and  C) 


32 

31 

8 

Bilateral 

None 

None  for  2 days 

Stupor;  hemiplegia  second  postopera- 
tive day;  died  sixth  postoperative 
day 

33 

43 

9 

Bilateral 

None 

Coma 

Died  first  postoperative  day 

34 

51 

10 

Bilateral 

None 

Apathetic;  forced  grasping; 
hypernatremia;  azotemia 

Died  fourteenth  postoperative  day 

35 

40 

10 

Bilateral 

None 

Marked  mental  impairment; 
hemiparesis 

Died  during  angiography  30  days  later 

anterior  communicating  vessel.  One  pa- 
tient had  this  vessel  ligated  at  its  origin, 
point  A.  Postoperatively  there  was  apha- 
sia, hemiparesis,  and  hemianopsia.  A mild 
aphasia  was  the  only  permanent  deficit. 
The  remaining  patients  had  ligation  of  the 
vessel  just  proximal  to  the  area  of  the 
anterior  communicating  artery,  point  B. 


Special  features,  different  in  each,  occurred 
in  5 patients. 

One  patient,  who  was  without  deficit 
before  surgery,  was  stuporous  in  the  imme- 
diate postligation  period  and  eventually 
died  of  meningitis.  Another  individual  had 
no  unusual  signs  until  pneumonia  appeared. 
Stupor  supervened  and  marked  mental  im- 
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pairment  persisted.  Another  patient  who 
was  without  neurologic  deficit  for  one  year 
died  of  recurrent  hemorrhage.  The  only 
individual  in  this  group  who  underwent 
surgery  while  in  stupor  had  marked  mental 
impairment  and  paraparesis  postoperatively 
hut  has  made  a remarkable  recovery. 
There  is  now  only  obvious  mental  changes 
with  marked  euphoria.  The  other  patients 
in  this  group  had  no  significant  neurologic 
abnormalities  except  for  transient  changes 
in  mental  acuity. 

Thirteen  patients  had  ligation  of  one 
anterior  cerebral  artery  both  proximal  and 
distal  to  the  anterior  communicating  vessel. 
There  were  3 deaths,  1 from  cardiac 
arrhythmia  secondary  to  hypothermia;  the 
others  who  were  stuporous  before  operation 
never  regained  consciousness  after  surgery. 
In  7 of  the  remaining  patients  there  were 
neurologic  abnormalities  such  as  mental 
obtundation  and  hemiparesis,  but  all  re- 
covered except  2 individuals  who  still  have 
significant  defects. 

Both  patients  with  ligation  at  the  level 
of  the  callosal-marginal  and  pericallosal 
arteries  died.  One  was  in  stupor  at  the 
time  of  operation. 

In  Table  I the  results  of  bilateral  ligation 
of  the  anterior  cerebral  artery  in  4 patients 
are  indicated.  Bilateral  proximal  and  dis- 
tal left  occlusion  was  present  in  1 individual 
because  the  left  proximal  clip  also  encom- 
passed the  opposite  proximal  anterior 
cerebral  artery.  No  serious  neurologic  defi- 
cit was  present  for  two  days,  but  then 
stupor  and  hemiplegia  appeared,  followed 
by  death  in  six  days.  In  the  remaining 
patients  bilateral  proximal  and  distal  liga- 
tion was  necessary  to  stop  bleeding  from  an 
anterior  communicating  aneurysm  which 
ruptured  during  dissection  of  the  aneurys- 
mal sac.  All  patients  eventually  died. 
One,  however,  recovered  but  expired  at  the 
time  of  postoperative  arteriography  one 
month  later. 

Comment 

In  the  past,  opinions  regarding  the  sig- 
nificance of  occlusion  of  the  anterior  cere- 
bral artery  have  been  varied.  Dandy  in 
1930'  introduced  the  term  “artery  of 
consciousness”  in  describing  the  left  an- 
terior cerebral  artery  in  man.  It  was  pos- 
tulated that  within  the  zone  of  irrigation  of 


this  vessel  the  “center  of  consciousness” 
resided.  In  1946  Dandy2  suggested  that 
this  area  was  specifically  in  the  anterior 
corpus  striatum.  Meyers  in  1950 3 at- 
tempted to  refute  this  claim  by  offering 
data  on  24  patients  who  had  portions  of  the 
anterior  corpus  striatum  removed  as  a mode 
of  therapy  for  Parkinsonism.  Twenty-one 
of  these  patients  regained  consciousness  on 
the  first  postoperative  day,  and  subsequent 
enduring  “unconsciousness”  was  not  ob- 
served. Barnum  and  Bucy4  witnessed  no 
postoperative  difficulties  in  1 patient  with 
ligation  at  the  callosal-marginal  level.  In 
4 of  their  patients  in  whom  occlusion  was 
performed  at  the  level  of  the  proximal 
anterior  cerebral  artery  only  1 had  mental 
abnormalities  and  hemiparesis.  Two  of  3 
other  patients  who  had  ligation  at  the 
origin  of  the  anterior  cerebral  artery  from 
the  internal  carotid  had  a significant 
neurologic  deficit  similar  to  that  in  the 
patient  in  this  series.  Logue5  reported  that 
3 patients  in  a group  of  36  had  hemiplegia 
after  ligation  of  the  proximal  anterior 
cerebral  artery.  Two  of  these  patients  had 
hemiparesis  before  operation.  The  5 deaths 
in  the  entire  group  were  all  in  patients  with 
severe  neurologic  dysfunction  preopera- 
tively. 

Although  it  would  be  desirable  to  be  able 
to  identify  singular  items,  such  as  metabolic 
disturbance  as  described  by  Gurdjian  and 
Webster,6  dysfunction  of  the  corpus  stria- 
tum, or  in  general  interference  with  circula- 
tion through  perforating  vessels  or  Hueb- 
ner’s  artery  as  the  cause  of  neurologic 
dysfunction  after  surgical  closure  of  anterior 
cerebral  artery,  precise  evidence  for  such 
conclusions  is  not  available.  Similarly  the 
anatomic  course  of  the  vessel  and  the 
alleged  function  assigned  to  areas  of  the 
brain,  believed  to  be  irrigated  by  the 
anterior  cerebral  artery,  cannot  be  accepted 
alone  as  a basis  on  which  to  make  predica- 
tions of  the  occurrence  of  neurologic  abnor- 
malities. 

From  this  experience  it  can  be  stated 
that:  (1)  Fewer  neurologic  abnormalities 

will  appear  and  remain  if  the  proximal 
anterior  cerebral  artery  is  ligated  uni- 
laterally when  preoperatively  patients  are 
not  in  stupor  with  hemiparesis  or  hemi- 
plegia; (2)  ligation  of  the  anterior  cerebral 
artery  at  its  origin  frequently  will  result  in 
a significant  neurologic  deficit,  and  bilateral 
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anterior  cerebral  artery  ligation  is  most 
often  lethal;  and  (3)  marked  impairment 
of  the  conscious  state  and  heraiparesis, 
although  perhaps  transitory,  can  be  ex- 
pected to  he  associated  with,  more  com- 
monly, proximal  and  distal  rather  than 
simply  proximal  ligation  of  an  anterior 
cerebral  artery  in  relation  to  an  anterior 
communicating  artery  aneurysm. 

Conclusions 

The  following  conclusions  seem  war- 
ranted: (1)  Unilateral  proximal  ligation  of 

an  anterior  cerebral  artery  will  usually  not 
result  in  an  enduring  neurologic  deficit  if 
the  conscious  state  and  neurologic  dysfunc- 
tion are  not  markedly  impaired  preopera- 
tively. 


Short-leg  bracing  for 
intermittent  claudication 
of  the  calf 


The  use  of  a short-leg  brace  to  limit  the  work 
of  calf  muscles  by  reducing  ankle  motion  was 
studied  in  11  patients  with  intermittent  claudi- 
cation and  reported  by  Joseph  C.  Honet,  M.D., 
Donald  E.  Strandness,  Jr.,  M.D.,  Walter  C. 
Stolov,  M.D.,  and  Bernard  C.  Simons,  C.P.,  in 
Archives  of  Physical  Medicine  and  Rehabilitation 
49:  579  ( Oct.)  1968. 

The  11  patients,  all  men,  ranged  in  age  from 
fifty-two  to  seventy-seven  years.  All  suffered 
from  intermittent  calf  caludication  secondary  to 
arteriosclerosis.  Among  the  6 patients  who 
were  unilaterally  fitted,  4 were  ankle  and  knee 
unilateral  amputees.  Superficial  femoral  artery 
arteriosclerosis  with  occlusion  was  the  condition 
seen  most  often,  but  others  were  popliteal  artery 
thrombosis,  iliac  artery  occlusions,  and  diabetes 
mellitus.  The  4 amputees  were  all  walking  with 
prostheses.  The  “ankle  fusion”  short-leg  brace 
fitted  to  most  of  the  patients  had  double  alu- 
minum uprights,  fixed  stirup  with  reinforcing 
strut  attached  to  a steel  sole  plate  extending  to 
the  metatarsal  heads,  a soft  rubber  heel  insert, 
double  ankle  joints  with  fore  and  aft  stops  set  at 
the  neutral  position  to  eliminate  ankle  motion, 
and  an  anterior  plastic  laminated  cuff.  In  2 
patients  who  were  bilaterally  fitted,  a similar 
brace  was  used,  but  lacking  the  strut,  sole  plate, 


2)  If  the  latter  conditions  obtain,  an- 
terior artery  ligation  should  lie  avoided. 

200  Hicks  Street, 
Brooklyn,  New  York  11201 
(Dr.  Cook) 
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and  laminated  cuff.  Evaluations  were  subjec- 
tive and  objective;  the  former  consisted  of 
patient  reaction  (effect  of  brace  on  walking  dis- 
tance, pain,  and  continued  use  of  brace)  and 
walking  endurance  to  the  point  of  intolerable 
pain.  Objectively,  the  effect  of  bracing  on  the 
response  to  exercise  of  the  peripheral  vessels 
was  measured  with  ankle  blood  pressure  tests. 
After  moderate  exercise,  normal  subjects  show 
little  or  no  decrease  in  systolic  blood  pressure  at 
the  ankle;  on  the  other  hand,  patients  with 
arteriosclerosis  obliterans  often  experience  sig- 
nificant decrease  in  ankle  blood  pressure  after 
exercise,  with  delayed  recovery  time. 

Of  10  patients  tabulated,  7 were  listed  as 
“good,”  noting  an  increase  in  walking  distance 
before  onset  of  intolerable  pain;  these  patients 
have  continued  to  wear  the  brace.  One  man, 
bilaterally  fitted,  is  now  able  to  go  hunting; 
before  bracing,  he  was  able  to  walk  only  a half- 
block. Three  patients  noted  no  subjective 
improvement  and  have  discarded  then-  braces. 
All  but  one  of  the  legs  tested  showed  an  increase 
in  walking  time  with  the  braces.  This  time  in- 
creased an  average  of  40  per  cent,  which  is  sig- 
nificant at  the  0.02  level.  In  all  extremities  ex- 
cept 3,  the  postexercise  blood  pressure  fall  from 
previous  exercise  levels  was  smaller  when  the 
exercise  was  done  with  the  brace.  Decreases 
averaged  26  per  cent,  which  is  significant  at  the 
0.005  per  cent  level.  In  all  extremities  tested, 
less  time  was  required  after  bracing  for  the 
postexercise  blood  pressure  to  regain  60  per  cent 
of  the  decrease  in  preexercise  blood  pressure. 
The  average  decrease  was  30  per  cent. 
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Discussed  by  EUGENE  KLOCHKOFF,  M.D. 


Rapid  Onset  of  Peritonitis  Following 
Minor  Trauma  to  Abdomen 


Case  history 

Rashanida  Petchprapa,  M.D.:  A fif- 

ty-seven-year-old Chinese  woman  machine 
operator  developed  severe  pain  in  the 
abdomen  three  hours  prior  to  admission 
to  the  hospital.  Through  an  interpreter 
she  indicated  that  she  had  been  well 
throughout  her  life  and  recalled  no  serious 
illnesses.  On  the  morning  of  admission 
the  patient  fell,  striking  her  abdomen,  and 
thereafter  noted  severe  generalized  pain 
in  the  abdomen  and  a sense  of  progressive 
distention. 

Physical  examination  on  admission  re- 
vealed her  blood  pressure  was  160/110, 
pulse  rate  64,  respiratory  rate  18  per 
minute,  and  temperature  99  F.  The  pa- 
tient was  well  developed,  well  nourished, 
and  appeared  to  be  in  acute  distress;  gen- 
eral examination  was  not  remarkable. 
Examination  of  the  abdomen  revealed 
rigid  muscle  guarding  which  prevented 
adequate  palpation.  There  appeared  to  be 
diffuse  tenderness  throughout  the  abdomen 
without  specific  localization.  A moderate 
degree  of  distention  was  present,  and  no 
bowel  sounds  were  audible.  The  rectal 
examination  showed  negative  findings  al- 
though a complete  pelvic  examination  was 
not  done. 

The  initial  urinalysis  showed  a specific 
gravity  of  1.028  with  positive  traces  of 
albumin  and  of  acetone;  test  results  for 
sugar  and  bile  were  negative;  and  micro- 
scopic examination  showed  3 to  5 white 
blood  cells,  a few  red  blood  cells,  and  oc- 
casional hyaline  casts  per  high-power  field. 


The  hemoglobin  was  15.2  Gm.  per  100 
ml.  The  white  blood  cell  count  was  9,800 
with  61  per  cent  polymorphonuclear  leu- 
kocytes, 21  per  cent  lymphocytes,  1 per 
cent  monocytes,  and  1 per  cent  eosinophils. 
The  true  glucose  was  120  mg.  per  100  ml. 
(normal  60  to  100  mg.);  the  blood  urea 
nitrogen,  carbon  dioxide,  serum  potassium, 
sodium  and  chlorides,  total  bilirubin  and 
direct  bilirubin,  alkaline  phosphatase, 
serum  glutamic  oxaloacetic  transaminase, 
serum  glutamic  pyruvic  transaminase,  and 
lactic  acid  dehydrogenase  were  within  nor- 
mal limits.  A repeat  blood  count  four 
hours  later  showed  a hemoglobin  of  17.4 
Gm.  per  100  ml.  and  a white  blood  cell 
count  of  15,000. 

The  electrocardiogram  showed  Q2,  Q3, 
and  QaVf  with  poor  progression  of  R waves 
across  the  precordium,  suggestive  of  a 
posterior  myocardial  infarction  of  un- 
determined age. 

X-ray  examination  showed  the  lung 
fields  to  be  clear  except  for  increased  mark- 
ings throughout;  there  was  no  evidence  of 
free  air  under  either  leaf  of  the  diaphragm. 
The  small  and  large  bowel  showed  no  abnor- 
mal gas  pattern  (Fig.  1).  There  were  some 
degenerative  changes  of  the  spine;  the 
psoas  shadows  appeared  normal,  although 
the  kidney  shadows  were  partially  obscured 
by  contents  in  the  overlying  bowel.  The 
liver  and  spleen  did  not  appear  to  be  en- 
larged. 

Aspiration  of  peritoneal  contents  was 
performed  with  the  removal  of  about  2 cc. 
of  yellowish  fluid;  a Gram  stain  revealed  no 
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FIGURE  1.  X-ray  film  of  abdomen  showing  only 
minimal  gas  shadows. 


bacteria,  and  culture  revealed  an  alpha 
hemolytic  streptococcus  (possible  entero- 
coccus). 

During  the  brief  period  of  preoperative 
observation,  the  patient’s  blood  pressure 
remained  at  140  80  with  a pulse  rate  of  90 
per  minute.  Six  hours  after  admission  the 
patient  underwent  emergency  laparotomy. 

Discussion 

Eugene  Klochkoff,  M.D.*:  This  fif- 

ty-seven-year-old woman  sustained  an  in- 
jury to  her  abdomen  while  falling,  caus- 
ing persistent  although  not  localized  pain 
and  a feeling  of  distention.  Her  past 
history  as  summarized  in  the  protocol  was 
not  helpful.  General  physical  examination 
was  not  informative  except  that  the  patient 
appeared  to  be  acutely  ill,  and  there  were 
definite,  although  not  diagnostic,  findings  in 
the  abdomen.  The  entire  abdomen  was  ten- 
der with  muscle  guarding;  no  bowel  sounds 
were  heard,  and  distention  was  believed  to 
be  present  although  it  was  not  evident  on 
x-ray  examination.  Electrocardiogram 
changes  included  a Q wave  which  suggests 
an  old  posterior  infarction,  not  a recent 

* Chief  of  Obstetrics  and  Gynecology,  New  York  Infirmary. 


one.  1 do  not  think  a blood  sugar  of 
120  mg.  per  100  ml.  has  special  significance 
either.  She  was  observed  for  six  hours, 
during  which  time  she  not  only  did  not 
improve  but  actually  became  progressively 
worse.  A casual  blow  to  the  abdomen 
usually  will  not  cause  persistent  symptoms 
for  that  period  of  time.  Her  blood  pres- 
sure on  admission  was  160/110,  and  at  the 
end  of  six  hours  it  was  140,  80  which,  if  she 
bad  hypertension,  might  suggest  a shock 
level  for  her.  Her  pulse  went  from  64  to 
90  beats  per  minute,  and  her  white  blood 
cell  count  increased  from  9,000  to  15,000. 

With  acute  symptoms  in  her  abdomen 
following  a nonpenetrating  injury,  we  must 
consider  five  general  types  of  conditions. 
The  first  would  be  a medical  condition 
which  simulates  a surgical  condition  in  the 
abdomen,  such  as  a tabetic  crisis,  a coronary 
occlusion,  a peptic  ulcer,  an  intestinal 
infection,  or  a parasitic  infestation.  The 
noncontributory  history  and  the  lack  of 
specific  physical  findings  would  render 
these  possibilities  less  likely. 

Then  we  must  consider  injury  to  a solid 
intra-abdominal  organ,  such  as  liver,  kid- 
ney, spleen,  or  pancreas.  If  these  are 
eliminated  from  consideration,  then  we 
proceed  to  the  third  category,  namely, 
injury  to  a hollow  organ,  such  as  the  intes- 
tine, stomach,  bladder,  or  ureter.  Fourth, 
there  may  be  an  injury  to  organs  such  as 
blood  vessels,  major  lymphatic  glands, 
nerve  structures,  or  gynecologic  organs. 
Injury  to  a solid  organ,  such  as  the  liver  or 
spleen,  should  produce  a great  amount  of 
bleeding  intra-abdominally  with  severe 
shock  and  perhaps  evidence  of  intra- 
abdominal accumulation  of  blood.  There 
was  no  blood  obtained  on  abdominal 
paracentesis;  however,  in  this  case  per- 
haps it  would  have  been  helpful  also  to  do  a 
cul-de-sac  tap.  In  the  female  this  pro- 
cedure is  a convenient  way  of  ascertain- 
ing the  presence  and  nature  of  free  fluid  in 
the  abdomen. 

The  symptoms  of  pancreatic  injury 
were  not  present;  in  such  a situation  there 
would  be  profound  shock  with  pain  more 
localized  to  the  epigastrium  and  back,  and 
vomiting  is  usually  present.  A kidney 
injury  may  also  cause  deep  shock,  as  with 
the  so-called  “rabbit-punch”  by  which  the 
victim  is  temporarily  incapacitated.  Also 
with  kidney  injuries  there  may  be  a secon- 
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dary  ureteral  colic  due  to  the  passage  of 
blood  clot  or  tissue  fragments  down  the 
ureter.  Injury  to  blood  vessels,  such  as 
the  aorta  or  mesenteric  vessels,  should  have 
produced  more  profound  symptoms,  pos- 
sibly with  evidence  of  intra-abdominal 
bleeding  or  necrosis  of  a loop  of  the  intes- 
tines. 

During  her  six-hour  preoperative  course 
in  the  hospital,  the  surgeons  were  convinced 
that  she  did  have  a condition  requiring 
surgical  intervention.  Yet  the  inability  to 
demonstrate  intraperitoneal  air  on  x-ray 
examination  and  the  absence  of  vomiting 
and  of  profound  shock  would  indicate  no 
intestinal  perforation,  although  they  by  no 
means  rule  it  out.  Absence  of  hemateme- 
sis,  of  bloody  stools,  and  of  ileus  makes  it 
seem  less  likely  that  it  may  have  had  a 
nonperforating  intestinal  or  stomach  in- 
jury. Her  urine  volume  was  sufficient  so 
that  ruptured  urinary  bladder  would  be  an 
unlikely  diagnosis.  Finding  a few  red 

blood  cells  on  urinalysis  would  be  compat- 
ible with  any  mild  contusion  to  the  blad- 
der, especially  if  the  pelvis  were  occupied  by 
another  contiguous  structure.  Such  an 
injury  to  the  bladder  could  have  produced 
all  of  the  patient’s  symptoms;  however, 
I would  have  expected  to  find  more  red 
blood  cells  in  the  urine  and  more  localized 
symptoms  in  the  lower  region  of  the  pelvis. 
Dr.  Batillas,  would  you  add  any  x-ray 
interpretations  that  were  not  described 
in  the  protocol? 

John  Batillas,  M.D.:  There  is  nothing 

significant  to  add  to  the  protocol.  I do 
want  to  mention  that  the  blunting  at  the 
left  costophrenic  angle  may  have  been 
caused  by  a small  amount  of  fluid  rather 
than  pleural  thickening.  On  the  initial 
x-ray  film  the  angle  is  clear,  whereas 
subsequent  examination  showed  there  is  a 
persistent  minimal  blunting  in  that  area. 

Dr.  Klochkoff:  We  cannot  tell  from 

the  protocol,  but  this  patient  may  have 
emigrated  from  the  Far  East  so  that  typhoid 
infection,  amebic  infection,  or  hepatic 
abscess  should  have  been  considered; 
but  without  a more  definite  history  of  any 
of  these  diseases  we  have  no  grounds  on 
which  to  consider  them  further. 

Injuries  to  the  retroperitoneal  space  with 
hematoma  formation  should  give  some 
localizing  signs,  but  none  of  these  were 
found  on  physical  examination.  Further- 


more, there  was  no  decrease  in  the  level  of 
hemoglobin. 

So  far  as  gynecologic  organs  are  con- 
cerned, injury  to  a small  atrophic  uterus  in 
a fifty-seven-year-old  woman  would  be 
highly  unlikely.  One  could  postulate  that 
in  a patient  with  endometrial  carcinoma, 
which  had  completely  infiltrated  the  myo- 
metrium, a blow  at  a strategic  point  might 
complete  a perforation.  We  would  be 
stretching  a point  if  we  seriously  considered 
such  a possibility.  Ovaries  produce  all 
gradations  of  solid-to-cystic  tumors,  some 
of  which  are  susceptible  to  trauma  and 
rupture.  A number  of  years  ago,  I ob- 
served a patient  who,  while  attempting  to 
turn  a subway  turnstile  with  the  pressure  of 
her  abdomen,  fell  and  ruptured  a massive 
Krukenberg  tumor  of  the  ovary. 

In  this  case  an  abdominal  tap  yielded  2 
cc.  of  yellow  fluid  which  on  direct  smear 
showed  no  bacteria,  although  a culture 
yielded  alpha-hemolytic  streptococcus. 
Since  no  blood  was  obtained  on  this  aspira- 
tion, one  can  assume  that  the  ruptured 
internal  structure  was  not  a solid  organ 
with  a good  blood  supply,  but  rather  was 
cystic.  Therefore,  we  must  strongly  con- 
sider a diagnosis  of  ovarian  or  paraovarian 
cyst.  A paraovarian  cyst  usually  does  not 
grow  beyond  3 or  4 inches  in  diameter  but 
is  thin-walled;  while  intra-abdominal  rup- 
ture is  not  common,  it  may  occur.  Both 
the  serous  and  the  pseudomucinous  types 
of  cystadenoma  of  the  ovary  can  grow  to  a 
large  size,  especially  the  latter  type  which 
has  been  described  as  weighing  as  much  as 
100  pounds  or  more.  Obviously  we  are 
not  dealing  with  such  an  unusual  size  in  this 
patient,  but  I mentioned  this  fact  to  point 
out  that  some  of  these  tumors  can  grow 
quite  large  without  causing  any  symptoms. 
My  experience  with  Chinese  patients  sug- 
gests that  they  are  not  complainers  and  do 
not  seek  medical  advice  early.  Ovarian 
tumors,  such  as  dermoids,  might  rupture, 
but  this  would  be  an  uncommon  complica- 
tion. Endometrioma  and  endometrial 
cysts  occur  at  an  earlier  age,  and  abdominal 
tap  would  have  yielded  brownish  fluid  with 
more  evidence  of  blood. 

It  is  tempting  to  attribute  her  rise  in 
hemoglobin  to  hemoconcentration  which 
would  accompany  mild  nonhemorrhagic 
shock  and  the  osmotic  effect  of  the  intra- 
abdominal contents  from  the  ruptured  cyst. 
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On  the  other  hand,  the  fluid  in  sucli  cysts  is 
not  irritating  to  the  peritoneal  cavity  in 
contrast  to  the  irritating  effect  of  gastric  or 
intestinal  contents.  The  absence  of  the 
results  of  a pelvic  examination  on  this  pa- 
tient disturbs  me,  but  I presume  that  the 
physicians  were  more  concerned  with  the 
important  question  of  whether  they  should 
undertake  surgical  intervention  to  explore 
the  abdomen  or  watch  and  wait.  Admit- 
tedly, finding  some  kind  of  mass  in  the 
pelvis  might  not  have  clarified  the  pre- 
operative diagnosis  anyway. 

In  conclusion,  I think  the  best  possible 
diagnosis  in  this  case  is  either  a ruptured 
paraovarian  cyst  or,  more  likely  on  statisti- 
cal grounds,  a ruptured  ovarian  cyst- 
adenoma  probably  of  the  serous  variety. 

Richard  B.  Nolan,  M.Eb:  I had  the 

opportunity  of  seeing  this  woman  shortly 
after  she  was  transferred  from  the  emer- 
gency department,  at  which  time  she  had 
signs  of  diffusing  peritonitis.  She  was 
extremely  ill,  pale,  apprehensive,  and  had  a 
rapid  pulse.  In  the  time  interval  that  we 
needed  to  prepare  for  the  laparotomy,  this 
patient’s  condition  worsened  considerably. 
It  was  our  impression  at  that  time  that  she 
had  some  overwhelming  intra-abdominal 
injury. 

Stanley  Yormak,  M.D.:  Dr.  Nolan, 

since  the  patient  had  hypertension,  would 
the  rupture  of  a large  cyst  in  a polycystic 
kidney  cause  enough  irritation  to  give  rise  to 
the  clinical  picture  of  an  acute  condition  in 
the  abdomen? 

Dr.  Nolan:  I would  say  probably  not 

enough  to  cause  the  type  of  clinical  picture 
that  this  patient  presented.  It  did  not 
have  the  characteristics  of  retroperitoneal 
irritation  transmitted  to  the  posterior 
peritoneal  lining.  This  presented  an  out- 
and-out  catastrophic  intra-abdominal  con- 
dition, such  as  you  would  see  in  a classic 
case  of  ruptured  ulcer. 

Dr.  Yormak:  If  the  injury  actually 

was  retroperitoneal,  what  would  the  clinical 
signs  be,  as  opposed  to  intraperitoneal  in- 
jury? 

Dr.  Nolan:  Of  course  you  can  have 

considerable  findings  in  the  anterior  part  of 
the  abdomen  with  a retroperitoneal  hema- 
toma, perforation  of  the  duodenum,  or 
rupture  and  avulsion  of  the  kidney  pedicle. 
In  general,  however,  such  findings  in  the 
anterior  portion  of  the  abdomen  are  classi- 


FIGURE  2.  Section  showing  ruptured  cyst  at 
operation. 


cally  those  of  ileus,  and  although  there  may 
he  some  muscle  guarding,  it  would  be  un- 
usual to  have  the  marked  degree  of  diffuse 
rebound  tenderness  and  muscle  spasm  that 
this  patient  exhibited. 

Clinical  diagnosis 

Rupture  of  an  intra-abdominal  organ, 
secondary  to  blunt  abdominal  trauma 

Dr.  Klochkoff’s  diagnoses 

1 . ? Ruptured  paraovarian  cyst 

2.  ? Ruptured  serous  cystadenoma  of  ovary 

Pathologic  discussion 

Christos  Pyrros,  M.D.:  At  operation 

we  were  confronted  with  a yellowish,  thick 
oily  material  throughout  the  peritoneal 
cavity  which  had  an  unpleasant  odor.  We 
aspirated  about  2,000  ml.  of  this  material 
and  then  irrigated  with  normal  saline.  The 
source  of  this  oily  material  was  a cyst  aris- 
ing in  the  left  ovary,  containing  cartilag- 
inous material  and  hair  within  its  wall 
(Fig.  2).  Some  of  the  oily  material  was 
still  in  the  cyst.  The  right  ovary  and  other 
pelvic  organs  appeared  to  be  normal. 

Basil  Moumgis,  M.D.:  Dr.  Pyrros’ 

description  of  this  lesion  indicates  that  the 
diagnosis  is  a dermoid  cyst  which  in  this 
instance  is  a benign  cystic  teratoma  of  the 
ovary.  The  surgical  specimen  was  a col- 
lapsed cyst  about  11  cm.  in  diameter, 
together  with  about  10  to  15  ml.  of  foul- 
smelling, pasty  yellowish  material  con- 
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taining  many  hairs.  The  inner  surface  of 
the  cyst  showed  a plate-like  area  that  re- 
sembled skin  with  pores  and  hairs  growing 
from  it.  Microscopic  examination  showed 
compressed  cellular  ovarian  stroma  con- 
taining prominent  blood  vessels  and  a small 
corpus  luteum  adjacent  to  the  cyst  (Fig. 
3A).  The  lining  of  the  cyst  consisted  of  a 
thin  layer  of  squamous  epithelium  with  a 
keratin  layer  and  an  underlying  collagenous 
stroma.  Sebaceous  glands  and  hair  fol- 
licles were  easily  identified  (Fig.  3B). 
Chronic  inflammatory  cell  infiltration  was 
also  evident.  Deep  within  the  cyst  wall 
were  areas  of  cartilage  and  foci  of  calcifica- 
tion. One  small  area  within  the  wall  re- 
sembled adrenal  gland  tissue. 

The  incidence  of  rupture  of  a dermoid 
cyst  is  estimated  to  be  about  1 per  cent; 
this  infrequency  can  be  related  to  the 
usually  thick  capsular  structure.1  It  is 
interesting  to  note  that  rupture  with  slow 
leakage  of  contents  of  the  cyst  may  not 
produce  acute  symptoms  but  rather  a focal 
reaction  with  nodularity  of  the  peritoneal 
lining  over  a few  weeks  or  months.  This 
kind  of  seeding  of  the  peritoneum  can  be 
mistaken  at  operation  for  metastatic  car- 
cinoma. The  odor  of  the  material  re- 
moved by  abdominal  aspiration  might  be 
diagnostic,  since  its  sebaceous  character 
would  give  rise  to  a strong  offensive  odor. 

Dr.  Yormak:  Dr.  Karpas,  since  der- 

moid cysts  contain  various  stages  of  de- 
velopment, is  it  correct  that  sometimes 
there  is  embryonal  tissue  in  a benign  tera- 
toma? Does  this  create  any  difficulty  in 
distinguishing  malignant  from  nonmalig- 


nant  cells  because  of  the  rapidly  growing 
character  of  the  embryonal  tissue? 

Charles  M.  Karpas,  M.D.:  When 

embryonal  tissue  is  found,  the  pathologist 
must  consider  malignant  disease  as  a 
potential  diagnosis.  A dermoid  or  tera- 
toma cyst  is  a tumor  consisting  of  well- 
differentiated  elements  arranged  in  a cha- 
otic manner.  When  these  structures  be- 
come dedifferentiated,  they  become  more 
embryonal  in  appearance  and  thereafter 
have  a potential  of  becoming  malignant 
lesions.  We  examine  multiple  micro- 
scopic sections  not  to  determine  the  pres- 
ence of  exotic  adrenal,  thyroid,  or  brain 
tissue  but  rather  to  search  out  the  presence 
of  a malignant  lesion. 

Dr.  Yormak:  Dr.  Klochkoff,  in  your 

experience,  has  the  fluid  from  the  dermoid 
cyst  proved  to  be  irritating  to  the  perito- 
neum? On  this  basis  can  we  account  for 
the  prolongation  of  clinical  symptoms  after 
the  cyst  was  removed? 

Dr.  Klochkoff:  The  contents  of  the 

cyst  are  undoubtedly  irritating.  During 
surgical  removal,  the  cyst  may  be  ruptured 
incidentally.  However,  in  spite  of  this, 
patients  usually  have  a fairly  benign  clinical 
course  following  operation,  probably  caused 
by  the  fact  that  we  promptly  remove  as 
much  of  the  sebaceous  material  as  possible. 
Unfortunately,  this  patient  was  exposed  for 
at  least  several  hours  to  this  irritation. 

Dr.  Yormak:  Postopera tively  the  pa- 

tient had  no  chills  and  developed  no  other 
physical  sign  other  than  low-grade  fever. 
Pelvic  examination  showed  no  bulging  of 
the  adnexae,  no  palpable  masses,  and  no 


FIGURE  3.  Microscopic  sections.  (A)  Low-power  view  showing  dermoid  cyst  with  epidermoid  lining,  arrow 
indicates  sebaceous  glands  (methyline  and  eosin  stain),  and  (B)  high-power  view  of  sebaceous  glands. 
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tenderness.  She  was  discharged  on  the 
twenty-second  hospital  day  fully  recovered. 

Dr.  Klochkoff:  The  incidence  of  der- 

moid cysts  would  depend  on  the  age  group 
one  is  analyzing.  Most  dermoid  cysts  will 
be  detected  in  the  twenty-four  to  forty- 
year-old  group  of  women.2  Most  peduncu- 
lated ovarian  cysts  have  a well-recognized 
tendency  to  undergo  torsion,  necrosis, 
hemorrhage,  and  infection,  although  most 
dermoid  cysts  escape  torsion.  Ovarian 
dermoid  cysts  can  gradually  separate  from 
the  ovary  and  can  become  parasitic  by  at- 
taching to  other  organs.  A fairly  solid  but 
still  cystic  tumor  which  is  freely  movable 
and  especially  if  it  prolapses  posterior  to 
the  uterus  should  arouse  suspicion  that  it  is 
dermoid. 

Dr.  Karpas:  I was  wondering  how 

often  such  a cyst  could  be  detected  by  a 
flat-plate  film  of  the  abdomen,  especially  in 
cases  like  this  one  where  histologic  ex- 
amination showed  calcium. 

Dr.  Batillas:  In  this  particular  case, 

despite  the  histologic  findings,  we  did  not 
detect  any  calcification  on  radiologic  ex- 
amination. Since  soft-tissue  calcifications 
can  occur  in  the  pelvis  for  many  reasons, 
the  most  specific  radiologic  finding  in  a 
dermoid  cyst  is  normal  or  deformed  teeth. 
The  only  other  roentgenogram  finding  of 
significance  on  occasion  is  the  radiolucency 
of  the  fat  content  of  the  cyst. 

Dr.  Nolan:  Dr.  Klochkoff  mentioned 

the  value  of  abdominal  aspiration.  When 
in  doubt  we  do  not  hesitate  to  use  it  in 
association  with  20  or  30  ml.  of  saline  in- 
stilled into  the  peritoneal  cavity  and  then 
aspirated.  If  red  blood  cells  are  found  in 


the  aspirated  fluid,  a laparotomy  is  in- 
dicated. We  usually  plan  to  perform  a 
four-quadrant  tap  but  stop  as  soon  as  we 
get  a positive  result.  In  this  instance,  we 
started  in  the  left  lower  quadrant  of  the 
abdomen,  and  the  tap  revealed  the  contents 
of  the  cyst  which  had  spilled  into  the  perito- 
neum. 

Dr.  Klochkoff:  For  the  gynecologist, 

the  culdoscopic  tap  is  useful,  and  it  would 
be  interesting  to  see  what  the  doctor’s  reac- 
tion would  have  been  had  he  gotten  hair  in 
the  fluid. 

Dr.  Yormak:  If  amniotic  fluid  were  to 

leak  into  the  abdominal  cavity,  would  it 
cause  the  signs  of  an  acute  condition  in  the 
abdomen? 

Dr.  Klochkoff:  Amniotic  fluid  is  not 

an  irritant.  At  one  time  amniotic  tissue 
was  transplanted  into  the  peritoneum  in  an 
effort  to  prevent  the  development  of  post- 
operative adhesions. 

Final  diagnoses 

1.  Dermoid  cyst  of  left  ovary,  ruptured 
following  minor  abdominal  trauma ; no 
evidence  of  malignant  degeneration 

2.  Chemical  peritonitis,  secondary  to 
dermoid  cyst  of  left  ovary 
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QUESTION  53.  The  serial  electrocardiograms  shown  are  consecutive  strips  obtained  following  cardiac 
resuscitation.  What  is  the  interpretation? 


lead  1 


lead  2 


QUESTION  54.  What  is  the  interpretation  of  this  electrocardiogram  obtained  on  admission  to  the  hospital? 
The  patient  had  been  receiving  digitalis. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  53.  The  top  strip  shows  no 
visible  P waves.  The  QRS  duration  is 
markedly  prolonged  and  the  T wave  is 
broad  and  peaked.  The  ventricular  rate 
is  grossly  irregular.  Such  patterns  are 
characteristic  of  hyperpotassemia  but  are 
occasionally  seen  in  dying  hearts.  In  the 
second  strip,  the  T waves  are  smaller  and 
the  QRS  duration  is  shorter,  measuring  ap- 
proximately 0.2  second.  In  the  next  strip, 
the  QRS  is  of  normal  duration  and  small  P 
waves  are  visible.  The  third  beat  is  pre- 
mature and  aberrantly  conducted.  The 
last  strip  shows  regular  sinus  rhythm  with  a 
normal  QRS  duration  and  normal  appear- 
ing T waves. 

These  tracings  were  obtained  consecu- 
tively from  a patient  in  whom  the  serum 


potassium  had  fallen  from  7.6  to  5 mg.  per 
100  ml.  with  intravenous  sodium  bicar- 
bonate therapy  and  repeated  enemas  of  a 
potassium-binding  resin. 

Question  54.  In  lead  I there  are  two 
sinus  beats  and  then  a long  pause,  fol- 
lowing which  a narrow  QRS  occurs.  This 
QRS  is  similar  in  configuration  to  the 
preceding  complexes  hut  lacks  a Q wave 
and  is  not  preceded  by  a P wave.  In  lead 
II,  a similar  long  pause  occurs  with  an 
escape  beat  which  looks  supraventricular 
but  is  slightly  different  from  the  usual  QRS 
configuration.  These  two  escape  beats 
occur  at  precisely  the  same  interval  fol- 
lowing the  preceding  QRS  complex;  they 
are  atrioventricular  junctional  escape  beats. 
In  this  patient,  the  beats  occur  when  the 
normal  sinus  P waves  do  not  appear  as  a 
result  of  sinus  arrest. 

When  this  arrhythmia  develops  in  a pa- 
tient receiving  digitalis,  it  is  wise  to  dis- 
continue the  administration  of  the  drug,  as 
the  arrhythmia  may  be  a manifestation  of 
digitalis  toxicity. 


Glycosuria  tests  performed 
by  diabetics  at  home 

The  need  for  periodic  re-evaluation  of  ac- 
cepted tests  and  procedures  is  indicated  by  this 
study  of  glycosuria  tests  performed  by  diabetic 
patients  at  home  reports  June  Leifson,  R.N., 
M.S.,  in  Public  Health  Reports  84:  28  (Jan.) 
1969.  The  study  was  undertaken  to  determine 
which  of  2 frequently  used  glycosuria  tests,  Tes- 
tape  and  Clinitest,  could  be  read  more  accu- 
rately by  outpatients. 

The  42  diabetics  represented  the  entire  case 
load  of  a university  metabolic  clinic  over  a 
three-month  period.  Patients  known  to  have 
problems  of  vision  were  not  included;  excluded 
also  were  patients  who  did  not  test  their  urine 
with  either  Tes-tape  or  Clinitest.  There  were 
31  women  and  11  men  ranging  in  age  from 
forty-two  to  seventy-nine  years.  Their  edu- 
cational background  ranged  up  to  fourteen 
years,  with  a median  of  eight  years.  Of  the  42 
patients,  27  used  Tes-tape  and  15  Clinitest. 
The  general  plan  was  as  follows: 

The  investigator  made  2 visits  to  each  subject. 
On  the  first  visit,  information  was  obtained  on 
storage  of  materials  and  their  age,  the  length 
of  time  since  the  diabetes  had  been  diagnosed, 
the  method  of  testing  the  patient  had  been 
taught,  the  importance  and  frequency  of  testing, 
which  urination  was  tested,  the  reasons  for  not 
testing,  charting  results,  and  reporting  results 


to  the  physician.  A urine  specimen  was  ob- 
tained sufficient  to  make  4 tests:  one  by  the 
patient  in  the  home,  one  by  the  investigator,  and 
2 by  the  laboratory.  After  obtaining  the  speci- 
men the  patient  was  watched  while  he  tested  his 
urine  for  glucose  with  his  usual  test  materials. 
The  investigator  then  tested  the  patient’s  urine, 
using  materials  of  recent  date  to  validate  the 
patient’s  results.  On  a return  visit  to  the 
patient’s  home  a week  later,  the  patient  and 
investigator  made  the  same  tests.  The  pa- 
tient’s vision  was  tested  and  urine  samples  from 
the  second  visit  again  tested  in  the  laboratory 
by  the  investigator  and  an  independent  observer. 

The  investigation  revealed  that  in  addition  to 
errors  in  reading  the  tests,  the  patients  made 
numerous  errors  of  performance:  86  per  cent 
of  the  patients  timed  the  tests  improperly;  19 
per  cent  used  materials  beyond  the  expiration 
date;  and  67  per  cent  stored  the  materials  im- 
properly. 

As  tabulated,  the  results  showed  that  when 
results  were  negative,  the  Tes-tape  read  with  the 
greater  percentage  of  agreement;  but  when  the 
results  were  positive,  Clinitest  readings  had  the 
greater  percentage  of  agreement. 

It  appears  that  one  thing  needed  is  a glyco- 
suria test  which  can  be  read  accurately  by  pa- 
tients. Another  thing  needed  is  a plan  of  teach- 
ing designed  to  give  the  patient  a better  under- 
standing of  his  disease.  Two  patients  said  they 
“caught  diabetes  from  being  in  a hospital.” 
Another  thought  she  got  it  from  eating  some 
chocolates. 
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Special  Article 


Thanks  to 
Attending  Physicians 

SIDNEY  HOUBEN 
New  York  City 

Director,  Bureau  of  Disability  Determinations, 
State  of  New  York  Department  of  Social  Services 


T he  medical  profession  should  be  com- 
plimented for  its  cooperation  in  assisting 
claimants  for  Social  Security  Disability  In- 
surance benefits  and  reducing  costs  of  the 
program. 

A Social  Security  disability  insurance  ap- 
pbcant  is  required  to  support  his  claim  by 
submission  of  existing  medical  evidence  from 
his  own  treating  sources  at  no  cost  to  the 
program.  The  physician  performs  a serv- 
ice for  both  his  patient  and  the  community 
when  he  submits  the  detailed  clinical  in- 
formation record  that  enables  the  adjudi- 
cating agency  to  decide  whether  or  not  the 
individual  medically  meets  the  special  re- 
quirements for  the  insurance  set  forth  in  the 
Social  Security  Act. 

If  the  State  agency  (in  New  York  State, 
the  Bureau  of  Disability  Determinations) 
can  conclude  from  the  submitted  medical 
evidence  that  the  claimant  “is  unable  to 
engage  in  any  substantial  gainful  activity,” 
and  will  be  unable  to  do  so  for  a minimum  of 
twelve  months,  the  applicant  will  be  en- 
titled to  an  insurance  benefit.  This  could 
amount  to  as  much  as  $25,000  for  the  life- 
time of  the  claim,  payable  from  the  tax- 
based  Social  Security  Disability  Trust 
Fund. 

When  the  physician  willingly  takes  the 
time  to  report  promptly  the  information 
which  only  he  has,  the  patient  is  assisted  by 


receiving  a quick  decision  and  often  an 
award  of  funds  that  are  badly  needed.  The 
public  is  served  because  fewer  tax  dollars 
are  spent  on  the  pursuit  of  evidence  to  de- 
cide the  claim.  The  physician  himself  is 
served  because  he  avoids  the  need  for  fol- 
low-up by  either  the  patient,  the  Social 
Security  Administration  District  Office 
where  the  claim  is  filed,  or  by  the  adjudi- 
cating State  agency. 


During  the  past  year  over  80,000  Social 
Security  disability  claims  were  adjudicated 
in  New  York  State.  Approximately  half 
of  these  claims  were  concluded  on  the  basis 
of  the  prompt  submission  of  evidence  by  the 
treating  sources  without  the  need  for  any 
telephone  call,  letter,  or  other  follow-up 
action  to  obtain  additional  medical  evi- 
dence. In  other  words,  the  medical  in- 
formation that  was  initially  provided  served 
its  purpose  without  question,  and  every- 
one’s valuable  time  was  conserved.  Since 
a claimant  often  has  more  than  one  treating 
source,  this  record  means  that  last  year 
over  50,000  medical  reports  were  suffi- 
ciently well  documented  to  permit  adjudi- 
cation of  a claim.  This  is  an  accomplish- 
ment in  service  of  which  the  medical  pro- 
fession can  be  very  proud. 

But  this  is  not  the  full  story.  When  a 
claimant’s  medical  source  is  unable  to  pro- 
vide full  information  of  record  including 
clinical  data  such  as  x-ray  interpretations, 
electrocardiographic  or  ventilation  study 
tracings,  or  other  laboratory  tests,  trust 
fund  monies  may  have  to  be  expended  for 
the  purchase  of  such  evidence.  A year  ago, 
unavailability  of  these  details  made  it  nec- 
essary for  the  Bureau  of  Disability  Deter- 
minations to  purchase  independent  con- 
sultative examinations  in  almost  35  per 
cent  of  all  claims  adjudicated.  During  the 
past  six  months  the  percentage  has  been 
drastically  cut  and  now  ranges  between  15 


Procedures 


November  1,  1969  / New  York  State  Journal  of  Medicine  2799 


and  20  per  cent,  representing  a potential 
saving  of  tax  funds  that  can  amount  to  al- 
most $1  million  a year. 

Thus,  we  find  that  physicians  have  per- 
formed the  same  kinds  of  tests  for  diagno- 
sis and  treatment  that  we  require  in  adjudi- 
cation, that  they  are  learning  about  the 
needs  of  our  program,  and  that  they  are 
supplying  this  information  on  behalf  of  their 
patients. 

We,  who  are  charged  with  the  responsi- 
bility for  deciding  these  claims,  appreciate 
the  increasing  help  that  has  been  forth- 
coming from  the  medical  profession.  We, 
in  turn,  would  like  to  reciprocate  and  coop- 
erate for  our  mutual  benefit.  When  sub- 
mitted reports  do  require  clarification  for 
our  purposes,  we  have  avoided  time-con- 
suming correspondence  wherever  possible 
by  having  an  agency  physician  discuss  the 
situation  with  the  treating  physician  on  the 
telephone.  If  a written  record  of  this  sup- 
plementary information  is  needed,  the 
State  agency  is  equipped  to  have  the  sub- 
stance of  the  telephone  discussion  typed 
and  sent  to  the  physician  for  his  signature 


instead  of  requesting  that  he  do  the  con- 
firmation. 

Comment 

We  are  ready  to  answer  physicians’  ques- 
tions about  this  insurance  program  and  wel- 
come their  communications  either  on  the 
telephone  or  in  writing.  Together  with 
the  Social  Security  Administration,  we  will 
gladly  provide  discussants  for  meetings  to 
interpret  the  program  and  reporting  re- 
quirements. And,  finally,  we  welcome  sug- 
gestions from  the  medical  profession  to  im- 
prove our  operation  and  to  make  it  easier 
for  physicians  to  continue  assisting  their 
patients,  the  adjudication  agencies,  and  the 
community  at  large. 

If  readers  of  the  Journal  would  like  to 
learn  more  about  this  Social  Security  Dis- 
ability Insurance  program,  they  should 
write  to  the  New  York  State  Bureau  of 
Disability  Determinations,  110  William 
Street,  New  York,  N.Y.  10038,  for  a new 
handbook  for  physicians  entitled  Disability 
Evaluation  Under  Social  Security. 


2800  New  York  State  Journal  of  Medicine  / November  1,  1969 


History  of  Medicine 


Theobald  Smith, 
1859-1934 

Life  and  Work* 

CLAUDE  E.  DOLMAN,  M.B.,  D.P.H.,  PH.D.,  F.R.C.P. 

Vancouver,  Canada 

Research  Professor,  Department  of  Microbiology, 
University  of  British  Columbia,  Vancouver,  Canada, 
and  Research  Member,  Connaught  Medical 
Research  Laboratories,  University  of  Toronto 

|n  the  early  1930s,  when  working  at  the 
Connaught  Laboratories  in  Toronto  on 
staphylococcus  toxins,  toxoids,  and  anti- 
toxins, I had  the  pleasure  of  being  intro- 
duced to  the  then  director  of  the  New  York 
State  Department  of  Health  Laboratories, 
whose  name  is  attached  to  this  lectureship. 
I gladly  recall  his  handshake  and  words  of 
encouragement. 

My  proposal  to  review  the  life  and  work 
of  America’s  greatest  pioneer  microbiologist 
was  provoked  partly  by  the  reflection  that 
such  an  excursion  into  the  past  would  ex- 
pose the  guide  to  a negligible  risk  of  show- 
ing himself  behind  the  times.  More  pre- 
sumptuous was  the  notion  of  providing  a 
temporary  escape  from  frenzied  com- 
petitiveness. Some  present-day  scientists 
become  so  preoccupied  with  history-making 
themselves  that  they  forget  their  debts  to 
those  who  first  cleared  pathways  through 
the  jungles  of  dogma,  superstition,  un- 
tested hypotheses,  and  misinterpreted  find- 
ings and  thus  revealed  vistas  of  truth  now 
taken  for  granted.  In  this  particular 
audience,  one  felt,  there  should  be  a 
reservoir  of  latent  sympathy  and  admira- 
tion that  could  be  tapped  and  perhaps  re- 
plenished for  the  trials  and  triumphs  of  a 
trail  blazer  such  as  Theobald  Smith,  whose 

* Twentieth  Augustus  B.  Wadsworth  Lecture.  Presented 
at  the  fifty-third  annual  meeting  of  the  New  York  State 
Association  of  Public  Health  Laboratories,  Albany,  New 
York,  May  15,  1969. 


dedication  to  medical  science  and  public- 
health  immeasurably  strengthened  and 
consolidated  the  foundations  of  the  pro- 
fessions you  and  I serve. 

The  choice  was  clinched  by  three  special 
considerations.  First  and  foremost,  Theo- 
bald Smith  was  born  and  brought,  up  in 
Albany;  second,  Augustus  Wadsworth 
greatly  admired  him;  and  third,  I felt  per- 
sonally obligated  to  take  this  opportunity 
of  doing  him  justice.  These  points  need  a 
little  expansion. 

Born  one  hundred  ten  years  ago,  Theo- 
bald Smith  headed  his  class  and  was  valedic- 
torian at  the  old  Albany  High  School  in 
1876.  Then,  short  of  funds  and  uncertain 
what  profession  to  take  up,  after  a fallow 
year  at  home,  he  was  awarded  a scholar- 
ship to  Cornell  where  his  academic  record 
was  again  outstanding.  During  vacations 
he  earned  money  by  giving  piano  lessons 
and  playing  the  organ  in  church  and  by 
keeping  the  books  at  Dell’s  tailoring  shop. 
Entering  Albany  Medical  College  in  1881, 
he  led  the  graduating  class  two  years  later. 
The  fledgling  physician,  appalled  at  the 
prospect  of  general  practice  for  which  he 
felt  so  ill  prepared,  found  himself  once  more 
temporarily  at  a loose  end.  However, 
with  a strong  recommendation  from  Prof. 
Simon  Henry  Gage,  who  had  taught  him 
microscopy  at  Cornell,  he  soon  secured  an 
appointment  under  D.  E.  Salmon,  D.V.M., 
chief  of  the  Veterinary  Division  of  the  U.S. 
Department  of  Agriculture.  This  post, 
effective  December  1,  1883,  carried  a salary 
of  twelve  hundred  dollars  per  annum,  de- 
scribed in  a Cornell  newspaper  as  “ad- 
vanced.” Within  a year  two  articles  by 
him  appeared  in  the  Albany  Medical  An- 
nals. In  1896  he  became  president  of  the 
College’s  alumni  association.  As  long  as 
his  parents  lived,  he  revisited  Albany  when- 
ever he  could.  The  profound  influence  on 
Theobald  Smith  of  his  upbringing  and 
education  in  this  city  can  hardly  be  exag- 
gerated. 

Dr.  Wadsworth  and  Dr.  Smith  became 
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friendly  following  World  War  I,  when 
some  horses  no  longer  needed  by  the  Rocke- 
feller Institute  for  Medical  Research  were 
given  to  the  New  York  State  Laboratories 
along  with  advice  on  the  immunizing 
efficacy  of  diphtheria  toxin-antitoxin  mix- 
tures. These  horses  yielded  an  improved 
supply  of  antitoxin.  In  1929  the  debt  was 
not  diminished  by  inviting  Theobald  Smith 
to  address  the  annual  meeting  of  your  as- 
sociation and  to  accept  an  honorary  con- 
sultantship  to  these  laboratories.  He  com- 
plied and  gave  full  value;  he  always  took 
such  duties  seriously.  Five  years  later,  in 
December,  1934,  Augustus  Wadsworth  was 
among  the  distinguished  scientists  who 
journeyed  to  Princeton  to  mourn  their  wise 
and  gentle  colleague’s  passing. 

As  for  the  third  point,  let  me  say  at  the 
outset  that  I never  had  the  privilege  of  any 
personal  association  with  Theobald  Smith 
during  his  lifetime.  Perhaps  that  is  just  as 
well,  for  he  seldom  encouraged  would-be 
biographers.  When  he  was  seventeen  and 
a half,  after  a meeting  of  the  Philologians, 
one  of  Albany  High  School’s  debating  so- 
cieties, he  wrote  in  his  diary  “ . . . all  sub- 
jects tending  towards  biography  become 
monotonous  and  tiresome.”  Less  blunt,  but 
more  disturbing,  were  his  widow’s  comments 
some  sixty  years  later  to  Professor  Gage, 
who  had  sent  her  an  obituary  tribute 
written  by  himself  about  his  old  friend: 

It  seems  that  nothing  has  been  left  un- 
said ....  Dr.  Flexner  when  I see  him  always 
speaks  of  a life  to  be  written.  At  first  in 
urging  that  every  scrap  of  material  should  be 
safely  kept,  he  would  say  “for  some  day, 
even  if  not  for  fifty  years,  some  day  a life  of 
your  husband  will  be  written.”  Now,  he 
urges  “don’t  wait  too  long.”  But  I do  not 
feel  any  such  urge.  I do  not  know  who  could 
write  it.  I do  not  feel  that  Theobald  would 
wish  it . . . .’ 

By  then,  some  potentially  precious  cor- 
respondence had  already  disappeared. 
Theobald  Smith  himself  discarded  certain 
files  when  he  moved  to  Princeton,  but 
fortunately,  through  his  own  methodical 
habits  and  the  family’s  loyalty  and  good 
sense,  a great  deal  was  preserved,  including 
his  scrapbooks  and  teenage  diaries.  The 
scrapbooks  contain  mementos  ranging  from 
an  1875  school  essay  on  “A  Journey  to 
Mars,”  to  a gaudy  invitation  to  an  Im- 
perial Ball,  received  in  1912  while  Smith 
was  a visiting  professor  at  Berlin  Univer- 


sity; from  a letter  appointing  him  lecturer 
in  bacteriology  in  1886  at  the  National 
Medical  College  in  Washington,  to  requests 
to  speak  at  the  1922  celebrations  of 
Pasteur’s  birth  centenary.  These  memora- 
bilia, together  with  daily  curt  jottings  on 
cards  covering  the  last  thirty-five  years  of 
his  life,  are  rich  in  biographic  data. 

The  early  diaries  sometimes  contained 
self-revealing  entries  as  did  his  letters  to 
Lilian  Egleston,  his  future  wife,  and  to  his 
only  other  confidant,  Simon  H.  Gage.  As 
years  passed  the  reserved  area  within  which 
he  “dwelt  apart  and  walked  alone”  grew 
more  hedged  about  and  was  rarely  pene- 
trated. His  correspondence,  as  a rule 
punctiliously  formal  and  reticent,  occasion- 
ally carried  hints  of  deep  philosophic  re- 
flection or  repressed  inner  fires  and  unex- 
pected touches  of  paradox  or  candor.  One 
cannot  discover,  even  between  the  lines, 
any  trace  of  scandal. 

Over  the  past  three  years  or  so,  I have 
had  the  friendly  cooperation  and  invaluable 
recollections  of  Dr.  Smith’s  two  daughters, 
Mrs.  James  Farr,  formerly  Dr.  Dorothea 
Smith  (a  bacteriologist  herself)  and  Mrs. 
Robert  F.  Foerster,  and  his  son,  Philip 
H.  Smith,  as  well  as  of  his  surviving  as- 
sociates, all  of  whom  I have  managed  to 
interview,  some  of  them  several  times. 

I welcome  this  opportunity  to  acknowl- 
edge also  that  my  familiarity  with  the  life 
and  work  of  Theobald  Smith  owes  much 
to  Frederik  Bang,  M.D.,  of  Johns  Hopkins 
University  and  Malcolm  Ferguson,  Ph.D., 
of  the  National  Library  of  Medicine,  who 
for  many  years  pooled  all  they  could  col- 
lect about  him,  intending  to  write  his 
biography  jointly.  But  when  other  duties 
became  too  pressing,  they  passed  on  to  me 
the  documents  they  had  accumulated.  I 
am  also  indebted  to  Paul  Clark,  M.D., 
who  donated  material;  Miss  Anna  Sexton, 
faithful  archivist  of  this  division;  and 
Emerson  C.  Kelly,  M.D.,  who  discerningly 
reproduced  in  the  very  first  volume  of 
Medical  Classics 2 the  two  greatest  works  of 
Theobald  Smith,  Investigations  into  the 
Nature,  Causation  and  Prevention  of  Texas 
or  Southern  Cattle  Fever  (1893),  and  A Com- 
parative Study  of  Bovine  Tubercle  Bacilli, 
and  of  Human  Bacilli  from  Sputum  (1898). 

Background 

In  May,  1869,  Philip  and  Theresia 
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Schmidt,  citizens  of  Albany,  having  sold 
their  house  at  198  Jay  Street,  “steamed 
out  of  New  York  Bay,”  with  their  twelve- 
year-old  daughter  Bertha  and  ten-year-old 
son  Theobald.  Philip  Schmidt  was  a 
skillful  tailor,  but  despite  the  assembly- 
men’s  recurrent  needs  for  frock  coats,  there 
were  too  many  of  his  calling  for  a city  of 
some  65,000.  The  parents  planned  to 
settle  in  Germany,  from  which  they  had 
emigrated  to  America  in  1854.  Had  the 
family  stayed  in  Germany  his  son  “might 
have  plodded  through  the  gymnasium,” 
as  he  wrote  later,  and  possibly  become  “a 
spectacled  privatdocent  at  some  univer- 
sity,” and  we  might  never  have  heard  of 
him.  But  his  father  found  the  old  ways 
irksome,  and  that  autumn  they  were  all 
back  in  Albany.  Another  house  was 
purchased  at  154  Alexander  Street,  with  a 
workshop  on  the  ground  floor  and  rooms 
for  lodgers  upstairs.  This  remained  in  the 
family’s  possession  until  1914  when  Theo- 
bald Smith  came  over  from  Boston  to  super- 
vise its  sale. 

Incidentally,  that  unusual  first  name 
came  from  a friendly  neighbor,  Jacob 
Theobald,  a plasterer,  who  stood  as  god- 
father at  the  infant’s  christening  at  Holy 
Cross  Church  in  September,  1859.  * The 
boy  dutifully  followed  his  mother’s  faith, 
attending  Mass  and  confession  until  he 
was  eighteen  when  a protestant  streak 
asserted  itself.  German  was  spoken  al- 
ways at  home  and  also  at  his  first  school. 
Professor  Singer’s  Academy  on  Philip 
Street.  The  early  diaries  were  sprinkled 
with  short  interjections  and  occasional 
lengthy  passages  in  neat  German  script. 
This  bilingualism  became  a valuable  pro- 
fessional asset,  enabling  him  to  read  the 
original  reports  of  Robert  Koch  and  other 
German  workers;  to  publish  several  of  his 
own  earlier  findings  in  the  Centralblatt  fur 
Bakteriologie;  to  furnish  that  journal  with 
abstracts  of  important  papers  by  himself 
and  other  American  bacteriologists;  to  cor- 
respond in  German  with  Paul  Ehrlich, 
C.  Fliigge,  R.  Ostertag,  and  others;  and  to 
instruct  students  and  deliver  public  lectures 
in  that  language  during  his  visiting  pro- 
fessorship in  Berlin. 

Despite  the  German  genes,  it  was  a very 

* Schmidt  inevitably  became  transformed  to  Smith* 
despite  the  large  number  of  recent  immigrants  from  Germany, 
for  the  compilers  of  Albany’s  city  directories  were  instructed 
to  Anglicize  the  spelling  of  all  such  cognates. 


patriotic  sixteen-year-old  American  who 
perpetrated  this  New  Year’s  Day  diary  out- 
burst “.  the  new  glorious  leap  year  of 
1876,  the  centennial  of  the  grandest, 
strongest  republic  of  the  world  is  now  at 
hand.  A hundred  years  have  passed  since 
a feeble  Union  of  Colonies  have  proclaimed 
liberty  and  freedom  to  all  men.  . At 
Cornell,  he  did  his  military  drill  unpro- 
testingly  three  times  a week,  but  there  was 
nothing  violent  about  him.  In  an  account 
of  himself  penned  for  his  future  wife,  he 
recalled  the  death  of  Lincoln  as  one  of  his 
first  distinct  impressions,  adding  “.  . .a  war 
seems  to  me  the  greatest  crime  that  civil- 
ized nations  can  commit.”  That  opinion 
never  changed.  In  January,  1918,  he 
wrote  to  Gage:  “I  hope  that  the  new  year 
will  bring  you  good  health  for  your  daily 
work  which  seems  the  only  thing  to  make 
us  forget  the  great  debacle  of  our.  . . 
civilization,  which  you  and  I shall  not  see 
restored  or  replaced.”  The  authoritarian 
streak  in  his  makeup  found  peaceful  ex- 
pression in  hard  work,  self-discipline, 
thoroughness,  thrift,  and  love  of  music. 

In  his  junior  year  at  Cornell,  Theobald 
Smith  confided  to  his  diary,  “The  activity 
of  mind  which  is  undoubtedly  an  heirloom 
with  me  can  never  cease  save  with  death 
and  therefore  I expect  that  fat  will  never 
clothe  my  bones  to  any  extent . . . fat  is  but 
storing  up  of  substances  in  the  tissues,  of  no 
use  and  value  to  the  individual.”  Both 
prophecies  were  fulfilled.  He  never  weighed 
more  than  130  pounds,  and  his  mental 
activity  was  incessant. 

After  his  father’s  death  Philip  Smith 
wrote  to  S.  H.  Gage: 

. . . most  business  men  carrying  father’s 
load  would  make  periodic  visits  to  sana- 
toria . . . part  of  this  capacity  to  load  himself 
without  appearing  to  do  so,  came  from  his 
ability  to  evaluate,  not  only  a fact  or  an 
event  in  itself,  but  in  its  relation  to  all  other 
facts  or  events.  This  faculty.  . .enabled 
him  to  dismiss  the  unessential  with  rapidity 
and  so  he  functioned  unencumbered .... 
He  was  always  working,  but  there  was  no 
appearance  of  haste. 3 

The  original  Albany  Free  Academy, 
housed  in  old  Van  Vechten  Hall  on  State 
Street  over  a row  of  small  shops  and  a 
livery  stable,  was  blessed  with  excellent 
teachers  under  Principal  Bradley.  The 
stringent  curriculum  and  high  standards 
had  brought  international  awards  to  the 
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school.  Its  professional  staff  taught  mental 
and  moral  philosophy,  Latin  and  Greek, 
English  literature  and  history,  mathe- 
matics, natural  science,  French,  and 
German.  Additional  women  faculty  mem- 
bers set  compositions  and  organized  spelling 
matches,  debates,  recitations,  declamations, 
and  public  rhetorical  exercises.  A pro- 
fessor of  music  provided  relief  from  this 
stern  regimen  by  encouraging  the  school 
to  sing  solos,  duets,  quartets,  choruses, 
and  roundelays.  Theobald  Smith  de- 
veloped a light  baritone,  which  for  several 
years  he  enjoyed  exercising  among  friends. 

Tests  and  term  examinations  were  curi- 
ously marked  out  of  8.  Hence  the  diarist’s 
smug  notation,  practicing  his  French, 
“tres  beau — received  marks.  14-8’s.” 
Less  than  a full  mark  left  him  despondent 
and  sometimes  petulant.  “Horne*  gave 
me  a sept  aujourd’hui.  My  mind  is 
heavy.  . . .”  On  graduation  day,  seeing  his 
name  at  the  head  of  the  list,  he  “felt  very 
weak  and  shaky.”  His  over-all  average  was 
7.977  (99.5  per  cent);  and,  despite  frequent 
gumboils  and  intestinal  disturbances,  he 
was  among  the  select  few  who  had  not  been 
“absent  or  tardy  during  four  years’  at- 
tendance” (Fig.  1). 

The  school  gave  scant  attention  to  the 
sciences,  apart  from  some  scrappy  chemis- 
try. The  important  subjects  were  philoso- 
phy, English  literature,  and  mathematics, 
and  Theobald  liked  them  all,  particularly 
mathematics.  He  took  extracurricular  in- 
struction in  plane  geometry  and  astronomy 
and  also  in  botany  and  geology. 

The  Philologians  elected  him  successively 
to  every  office.  His  lifelong  interest  and 
knowledge  in  a wide  range  of  public  affairs, 
as  well  as  the  crisp  clarity  of  his  literary 
style,  owe  much  to  these  regular  weekly 
meetings  at  which  an  amazing  array  of 
topics  came  under  scrutiny. 

Home  studies  were  conducted  in  his 
backyard  summer  house  in  hot  weather  and 
near  the  kitchen  stove  in  winter.  In  the 
evenings  and  on  Saturdays  he  read  vora- 
ciously at  the  State  library.  Good  books 
came  to  him  also  through  the  school  dis- 
trict library  system.  After  leaving  school, 
he  began  reading  Scientific  American,  hav- 
ing been  influenced  toward  science  by 
Buckle’s  History  of  Civilization  in  England, 

* Charles  A.  Horne,  Professor  of  Mathematics,  Albany 
High  School. 


FIGURE  1.  Theobald"~Smith,  age  seventeen, 
Albany  High  School,  graduation  photograph,  May, 
1876. 

“...a  grand  work,  his  truths  are  like 
thunderbolts,  his  language  sublime.” 
Thomas  Henry  Buckle,  now  generally  for- 
gotten, rose  to  brief  fame  for  his  brilliant 
but  sweeping  generalizations  about  the 
progress  of  civilization,  which  he  claimed 
varied  directly  as  “scepticism,”  the  disposi- 
tion to  doubt  and  to  investigate,  and  in- 
versely as  “credulity,”  the  tendency  not 
to  question  established  beliefs  and  practices. 

On  his  eighteenth  birthday,  Theobald 
Smith  remarked  on  his  “thirst  after 
knowledge  which  can  never  be  satisfied” 
and  a few  months  later  reflected: 

Oh  what  a delightful  thing  it  is  to  read. 
How  many  hours  do  I spend  in  the  library 
pouring  over  clever  articles,  food  for  my  mind, 
embodying  ideas  which  seem  almost  to  be  my 
own.  They  are  palpable,  undeniable.  Books, 
give  me  books  and  good  ones  and  I will  live  in 
peace  and  contentment. 

Each  new  venture  evoked  fresh  en- 
thusiasms. Unlike  many  of  his  elders,  he 
was  untroubled  by  the  theory  of  evolution. 
After  reading  some  Darwin,  Spencer,  and 
Huxley,  he  recorded: 

Evolution  has  seized  my  mind;  everything 
around  me  bears  some  relation  to  evolution. 
It  is  a grand  idea  and  in  spite  of  its  compara- 
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tive  youth,  has  accomplished  wonders  in  the 
hands  of  thinkers. 

But  it  was  difficult  to  settle  on  a career. 
Ending  his  freshman  year  at  Cornell,  he 
complained: 

My  thoughts  continually  dwell  upon  educa- 
tion and  upon  the  choice  of  a vocation  for  life, 
but  I can  come  to  no  definite  conclusion. 
Always  the  love  for  a higher  education  pre- 
vails over  any  thoughts  in  regard  to  a special 
branch  of  science  or  profession.  So  the  final 
issue  will  result  in  making  me  a teacher.  . . 
which  will  put  an  end  to  all  air-castles  and 
ambitious  plans. 

Among  the  contending  possibilities  were 
civil  engineering,  meteorology,  geology, 
“geographic  botany,”  zoology,  and  the 
teaching  of  philosophy  and  mathematics. 
According  to  Gage,  “...every  professor 
who  taught  him  wanted  him  to  specialize 
in  the  professor’s  subject.” 

He  did  not  think  of  becoming  a physician 
until  he  was  almost  twenty;  and  even  then, 
after  spending  a pleasant  evening  in  calling 
on  a certain  Miss  Howland,  he  mused,  “I 
have  been  thinking  lately  of  the  problem 
of  getting  wealthy — something  that  never 
entered  my  head  before,  and  was  even 
spurned  by  me.”  He  decided  that  journal- 
ism might  make  him  rich  quickest  and 
satisfy  his  “multiplex  likings.”  However, 
the  longing  for  riches  to  share  with  the 
young  lady  was  soon  repressed.  Five  years 
later,  after  ten  months  of  hard  work  in  the 
nation’s  capital,  a hint  from  Gage  that  he 
should  relax  and  go  bicycle  riding  with  a 
suitable  companion  provoked  this  retort: 

Life  is  too  busy  and  serious  to  think  of  such 
trifles,  my  friend.  Washington’s  sweethearts, 
such  as  I have  seen,  are  rather  below  par  in 
my  estimation,  in  their  desires  to  shine,  go  to 
shows,  and  dance  even  in  the  height  of 
summer. 

Almost  two  years  later,  he  was  fortunate 
enough  to  meet  one  of  the  belles  of  that 
city,  a highly  intelligent,  musically  in- 
clined, clergyman’s  daughter.  They  mar- 
ried in  1888,  and  for  forty-six  years  she  de- 
voted herself  unreservedly  to  furthering  his 
work  and  welfare. 

In  his  youth,  Theobald  Smith’s  diligence 
and  sense  of  duty  drove  him  to  much  more 
than  bookish  pursuits.  He  placed  himself 
in  charge  of  the  garden  and  general  upkeep 
of  the  house.  From  spring  to  autumn  he 
spaded  the  soil,  turned  the  compost,  planted 


lettuce  and  corn,  pruned  the  vines,  cut 
beans,  picked  currants,  made  “sour  kraut, 
pressed  the  grapes  and  let  the  juice  fer- 
ment. . .dug  up  the  pear  tree  and  planted 
it  again.”  Heavier  tasks  were  also  under- 
taken: the  sidewalk  brick  torn  up  and  re- 
laid,  the  gutter  raised  and  relined,  flag- 
stones replaced,  and  tons  of  coal  shoveled 
into  the  cellar.  Indoors,  he  glued  chairs, 
varnished  floors  and  doors,  whitewashed 
walls,  mended  the  skylight,  papered  the 
kitchen,  cut  and  laid  oil  cloth  on  the  stairs, 
and  laid  carpet  in  the  hall.  Now  and  again 
he  made  himself  a necktie.  Before  long,  in 
the  laboratory,  this  handiness  developed 
into  inventiveness  and  into  the  neat  and 
careful  technics  which  were  his  hallmarks. 

Thrift  and  frugality  became  principles 
with  him  but  were  never  based  on  covetous- 
ness; He  was  singularly  free  of  materialistic 
taint;  indeed,  he  could  be  very  generous  if 
not  quixotic,  considering  how  hard  his 
parents  had  to  struggle  for  years.  At  age 
fifteen  and  a half,  he  welcomed  1875  with 
these  lugubrious  words  in  German,  “The 
new  year  comes  along,  with  snow  and  ice 
and  winds.  God  knows  what  it  will  bring 
us  further,  or  whether  it  will  soften  our 
hardships.”  At  that  age,  every  penny 
counted.  Five  cents  for  pumping  the 
organ,  six  cents  for  carrying  off  ashes,  or 
two  cents  won  playing  dominoes  were  note- 
worthy receipts.  He  bewailed  mislaying  a 
quarter,  “.  . .looking  all  day — very  down- 
hearted, making  plans.”  Found  next  day, 
it  was  spent  on  the  music  for  Meyerbeer’s 
opera,  Robert  le  diable. 

His  love  for  music  was  genuine  and  deep, 
“It  is  my  greatest  pleasure,”  he  wrote, 
“How  beautiful  is  Schubert — how  ex- 
quisitely melodious!”  Here  was  an  almost 
irresistible  field  of  expenditure;  yet  even 
this  was  more  investment  than  indulgence. 
When  barely  sixteen,  he  began  giving  as 
well  as  receiving  piano  and  organ  lessons 
and  within  a year  or  so  served  as  relief 
organist  at  two  Albany  churches.  In  his 
final  year  at  Cornell  he  was  appointed 
chapel  organist.  “Often  when  he  was 
practicing,”  wrote  Gage  over  half  a century 
later,  “I  used  to  go  to  the  chapel  with  him 
to  hear  some  of  the  great  music.  The  tones 
of  those  majestic  pieces  have  never  left 
me.”  Theobald  joined  the  Delta  Upsilon 
fraternity  as  a freshman.  He  loved  to  play 
the  piano  there,  at  first  to  assuage  his 
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homesickness  and  then  on  occasions  of 
jollification.  Gage,  a faculty  member  of 
the  fraternity,  thus  recollected  a stag 
dance,  “I  can  see  now  his  glowing  young 
face  playing  the  music  for  the  Virginia  Reel, 
the  young  men  were  having  the  time  of 
their  lives.  . . .” 

Besides  books  and  music,  his  other  great 
love  was  nature.  He  was  under  sixteen 
when  he  noted: 

There  is  something  quiet  and  entertaining 
about  country  scenery  not  found  in  cities, 
nowhere  can  we  find  the  quiet  joy  and 
happiness  [more]  than  by  studying  Nature, 
sunshiny  Nature,  for  sun-beams  are  closely 
connected  with  the  state  of  the  heart. 

Two  years  later,  he  found  that  . of  all 
earthly  pleasures  the  pure  enjoyment  of 
Nature  is  the  highest.”  He  was  nearly 
twenty  when  he  and  some  friends  celebrated 
the  Fourth  of  July,  1879,  by  a grand  coach 
drive  “along  the  spurs  of  the  Helderbergs,” 
climaxed  by  “an  enticing  game  of  Croc- 
quet . . . with  some  ‘charming’  young  ladies 
in  the  Dominie’s  garden.”  It  was  his 
first  adventure  of  this  kind.  Soon  after- 
wards, on  a hiking  expedition,  as  he  sur- 
veyed the  familiar  horizons  of  Albany,  his 
eyes  “lingered  with  more  than  usual  affec- 
tion on  the  wooded  heights  of  the  distant 
Helderbergs,  for  Nature  is  my  life  and 
joy.”  That  theme,  so  often  reiterated  in 
his  diary  jottings,  dominated  his  whole 
existence. 

As  he  grew  older,  notations  of  this  sort 
became  less  effusive,  but  his  sensitivity  to 
natural  beauties  and  wonders  did  not  wane. 
Seasonal  rhythms  and  the  vagaries  of  the 
weather,  seemingly  very  fickle  and  extreme 
in  Albany  and  Ithaca,  drew  constant  com- 
ments. To  the  end,  he  would  record  with 
the  same  curt  detachment  the  morning 
temperature  at  7:00  a.m.  or  a conference 
with  Dr.  Simon  Flexner  at  11:00  a.m. 
He  was  never  too  preoccupied  to  note  the 
first  bobwhites  and  larks,  the  disappearance 
of  ice  from  the  bird  bath,  the  burgeoning 
leaves  of  the  willow,  and  the  yellow  tinge 
on  the  forsythia  stalks.  In  his  seventy- 
fourth  year,  his  reactions  to  the  1932  solar 
eclipse  were  reported  in  a letter  to  Augustus 
W adsworth : 

Mrs.  Smith  and  1 were  moored  out  in  the 
lake  during  the  eclipse.  Though  total  here 
it  was  blanketed  in  clouds.  The  period  of 
totality  as  reflected  in  sky,  mountain,  and 


perfectly  placid  lake  was  something  to  be 

remembered. 

Ninety  years  ago,  to  get  away  from  the 
dusty  streets  of  Albany  in  search  of  nature’s 
delights,  one  usually  went  on  foot.  In  his 
teens  the  only  horse-drawn  vehicle  Theo- 
bald could  afford  was  an  occasional  farm 
cart  that  might  offer  a bone-shaking, 
odoriferous  ride  homeward  to  the  edge  of 
town  after  a long  day’s  tramp.  The 
favorite  expeditions,  whether  alone  or  with 
high  school  friends,  were  to  Coming’s  or 
Kenwood,  to  “Munsing’s”*  or  The  Abbey, 
and  to  the  Normanskill,  where  he  fished  for 
perch  and  eels  and  collected  wild  flowers 
from  its  bank.  In  the  season  of  the 
“glistening  berry,”  he  and  friends  would 
set  out  very  early  to  fill  their  kettles  and 
baskets  before  breakfast;  if  they  came 
across  trees  heavy  with  apples,  they  might 
risk  the  owner’s  wrath  and  help  them- 
selves. Thirst  was  slaked  at  farmer’s 
wells,  sometimes  with  dysenteric  con- 
sequences, and  with  lager  or  sarsaparilla  at 
Munsig’s.  Some  of  the  best  days  were  when 
they  could  borrow  or  hire  a skiff  and 
meander  on  the  lower  reaches  of  the 
Normanskill  armed  with  fishing  rods, 
Theobald  carrying  also  his  botanical  box. 

On  occasion  they  boated  to  the  “Vale  of 
Tawasentha”  (as  he  called  it  in  a seven- 
stanza  poem  composed  in  the  style  of 
“Hiawatha”),  to  the  Stony  light  house,  or 
across  the  river  to  Greenbush.  Returning 
from  these  patrols,  if  the  wind  were  right, 
they  “constructed  a mast  and  sail  from  an 
oar  and  two  coats  and  sped  up  [the  river] 
without  any  muscular  exertions”;  or, 
“planting  a tree  in  the  bow  [they]  scooted 
up  to  State  Street.”  To  spare  parental 
anxiety,  he  took  pains  to  be  home  from 
such  excursions  at  a reasonable  hour,  some- 
times recorded  to  the  nearest  minute,  such 
as  8:27  p.m. 

“Water  has  always  an  attraction  for  me 
which  I cannot  overcome,”  he  wrote  at 
seventeen.  Whether  he  was  at  home  in 
Albany  “waiting  for  beautiful  summer  when 
the  eel  grass  glistens  in  the  creek,”  or 
strolling  down  to  the  docks  at  dusk  “to 
watch  the  night  boat  plow  the  Hudson”; 
or  at  Cornell  exploring  Cascadilla  Creek 

* William  Munsig,  a gasfitter,  was  proprietor  of  The  Abbey, 
a sort  of  tavern,  that  later  became  also  a dance  hall.  Until 
two  or  three  years  ago,  a charred  brick  chimney  remained  as 
monument  to  the  burned  down  Abbey  Hotel.  Smith  always 
spelled  it  “Munsing’s.” 
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and  the  splendid  waterfalls  in  and  around 
Ithaca;  or  moored  out  in  Silver  Lake,  New 
Hampshire,  observing  an  eclipse,  this 
fascination  with  water  held  true  to  the  end 
of  his  life.  Yet  curiously  he  never  learned 
to  swim,  a fact  which  nearly  led  to  disaster 
when  he  was  nineteen.  At  home  on  vaca- 
tion after  his  first  year  at  Cornell,  he  and 
Howard  Watson,  an  old  high  school  friend, 
went  boating  far  downstream  on  the  Hud- 
son. In  the  afternoon  they  rested, 

. . until  a schooner  came  by  with  a yawl 
behind  to  which  we  clung  and  were  towed  up. 
Watson  suggested  that  we  tie  the  rope  of  the 
yawl  to  the  bow  seat  rather  than  hold  it; 
so  he  did  it.  But  this  step  almost  cost  us 
our  lives,  for  no  sooner  was  it  tied  than  our 
boat  was  dragged  broadsides  and  we  could 
not  pull  her  straight.  We  were  both  in  the 
bow  and  the  water  rose  and  rose  and  at  last 
poured  into  the  boat  and  in  a few  seconds 
down  it  went  and  we  sinking  with  it  the  rope 
tied  to  the  yawl  snapped  asunder  and  we  were 
submerged  in  a moment.  The  boat  turned 
bottom  upwards  and  rose  and  we  struggling 
and  crying,  “help!  help!”  to  the  receding 
schooner,  snatched  hold  of  it  and  thus  both 
lay  helpless  in  deep  water  clinging  to  our  only 
hope,  the  overturned  boat.  Our  cries  were 
heard  aboard  the  schooner  and  soon  we  saw 
the  yawl  loosened  and  two  men  in  it  coming 
toward  us.  We  were  saved.  In  a few 
minutes  we  were  in  the  yawl  wringing  wet  from 
head  to  foot  whilst  the  men  were  turning  the 
boat  over  and  gathering  the  stray  articles 
floating  about....  The  lesson  we  learnt 
was  a severe  one  and  might  have  cost  both 
lives.  Never  to  be  careless  and  thought- 
less . . . All’s  well  that  ends  well. 

Next  day,  he  reflected,  “the  dangerous 
adventure  of  yesterday  still  engages  my 
thoughts,  its . . . possible  results  seem  to 
grow  in  importance  each  moment.  My 
losses  were:  umbrella  $2.00,  broken  watch 
$1.00.”4 

A few  weeks  later,  back  at  Cornell,  the 
lucky  nonswimmer  recorded,  “I  dived  deep 
into  the  mysteries  of  anatomy,  overcame 
my  dislike  for  death  and  blood,  and  made 
up  my  mind  that  I was  made  for  a phy- 
sician.” Part  of  his  next  two  summers’ 
vacations  were  spent  with  William  Hailes, 
Jr.,  M.D.,  of  Albany.  In  July,  1880,  Smith 
noted,  “For  nearly  three  weeks  I have 
worked  in  his  private  laboratory  to  my  en- 
tire satisfaction  thus  far  and  the  three  to 
four  hours  daily  spent  in  Histologic 
Laboratory  work  will  I hope  bring  good 
fruit.”  The  following  year,  left  to  his  own 
devices  while  Dr.  Hailes  took  a short  vaca- 


tion, he  observed,  “To  live  spiritually  in  an 
atmosphere  of  disease  and  pain  is  no  agree- 
able thing,  but  time  will  overcome  all  dis- 
like by  making  the  worst  ordinary  to  us.” 

Here  we  must  interrupt  our  sketch  of 
Theobald  Smith  in  his  youth,  spent  in 
Albany . The  setting  is  sometimes  only 
vaguely  familiar  to  us  today:  the  un- 

finished capitol,  the  “spires  and  steeples  of 
Troy,”  the  blast  foundry,  and  the  Dudley  ob- 
servatory; and  the  customs,  restraints,  dis- 
asters, and  pastimes  were  quite  different — 
the  recurrent  processions  and  parades,  the 
floods  on  Broadway,  the  many  fires,  the  un- 
timely deaths  from  diphtheria  and  con- 
sumption, the  frequent  funerals  attended — 
and  Smith’s  arguments  with  a friend  as 
they  “roamed  and  chatted ...  on  the  first 
cause  and  man’s  position  in  the  world.” 
But  it  seems  clear  that  any  faithful 
account  of  that  period  must  depict  him 
as  a native  son  of  this  city,  whom  Albany 

. bore,  shaped,  made  aware, 

Gave,  once,  her  flowers  to  love, 

her  ways  to  roam, 

Washed  by  the  rivers,  blest  by  suns  of  home.4 

Accomplishments 

Theobald  Smith’s  life  and  accomplish- 
ments illustrate,  to  an  unusual  degree,  the 
truth  of  William  Wordsworth’s  dictum, 
“the  child  is  father  of  the  man.”  Linking 
versatile  intelligence  to  extreme  diligence, 
conscientiousness,  and  thrift,  he  overcame 
the  handicaps  of  poverty  and  unsettlement 
and  by  the  turn  of  the  century  had  earned 
his  peers’  respect.  No  brief  review  of  his 
achievements  can  reveal  the  full  scope  of 
his  contributions  to  microbiology,  im- 
munology, public  health,  comparative  pa- 
thology, and  medicine.  A whole  course  of 
lectures  could  not  substitute  for  the  actual 
perusal  of  his  published  works.  Although 
in  later  life  he  remarked  occasionally  that 
his  writings  were  a sufficient  monument,  he 
was  assuming  that  future  generations  of 
microbiologists  would  read  the  literature 
with  his  own  thoroughness.  Today’s 
multilayered  and  heavily  trampled  ground- 
work make  it  hard  to  pierce  to  the  roots, 
but  this  lecture  will  have  been  worthwhile 
if  it  induces  even  a handful  of  listeners  to 
dig  persistently  and  become  better  ac- 
quainted with  the  published  writings  of 
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Theobald  Smith.  These  total  some  300 
separate  items,  not  counting  instances  of 
duplication  in  different  journals,  or  un- 
verifiable  editorials,  reports,  and  abstracts 
(Table  I).  Beginning  with  an  October, 
1880,  letter  of  protest  to  the  editor  of 
The  Cornell  Era  (about  some  disputed  class 
elections),  they  culminate  in  the  Vanuxem 
Lectures,  published  in  book  form  in  1934 
under  the  title  Parasitism  and  Disease, 
which  embody  half  a century’s  experience 
and  philosophy  in  that  broad  field. 

Obviously  a scientist’s  merits  cannot  be 
judged  by  the  quantity  of  his  publications: 
what  counts  is  quality,  particularly  such 
characteristics  as  novelty,  accuracy,  sig- 
nificance, and  style.  In  these  respects, 
Theobald  Smith’s  writings  were  outstand- 
ing. Meticulous  in  experimental  detail, 
they  were  devoid  of  verbiage  yet  often 
soberly  eloquent;  they  showed  caution  in 
deduction  but  could  be  brilliantly  inductive. 
Quality  of  this  sort  does  not  flow  easily. 
His  diary  jottings  and  the  family’s  recol- 
lections attest  that  many  addresses  and 
papers  took  weeks  or  months  to  prepare. 
The  classic  Texas  fever  report,  from  the 
first  gathering  of  notes  to  completion  of 
638  typewritten  pages,  occupied  all  his 
spare  hours,  day  and  night,  for  one  year. 

His  research,  like  that  of  Pasteur  and 
Koch  and  of  most  contemporary  micro- 
biologists, was  “mission-oriented.”  It  was 
purposeful  and  had  practical  ends  in  view. 
“In  the  three  different  environments  in 
which  I have  spent  my  entire  life,”  he 
wrote  in  1933,  “I  have  always  taken  up  the 
problems  that  lay  spread  out  before  me, 
chiefly  because  of  the  very  accessibility  of 
material,  without  which  research  cannot 
go  on.”  Although  he  was  farsighted  and 
sometimes  exercised  the  gift  of  prophecy, 
he  disdained  mere  speculation  and  was 
cautious  with  hypotheses.  In  an  1899  re- 
port to  the  New  York  Academy  of  Medi- 
cine, after  suggesting  possible  analogies  be- 
tween the  transmission  of  Texas  fever  and 
of  malaria,  he  remarked  dryly,  “In  pre- 
senting these  hypotheses  I must  beg  your 
indulgence,  for  setting  aside  certain  very 
important  exceptions,  the  making  of  hy- 
potheses is  usually  a less  arduous  task  than 
the  process  of  demonstrating  their  truth.” 
Some  thirty-five  years  later,  in  the  often 
quoted  letter  to  Krumbhaar  epitomizing 
his  research  philosophy,  he  stated,  “In 


TABLE  I.  Theobald  Smith's  main 
fields  of  research 


Field 

Approxi- 

mate 

Number 

Publica- 

tions 

Period 

Miscellaneous 
General  bacteriology 

30 

1881  to  1934 

and  pathology 

80 

1884  to  1932 

Tuberculosis 

40 

1884  to  1933 

Water 

15 

1886  to  1896 

Hog  cholera  and 
swine  fever 

20 

1886  to  1899 

Immunology 

25 

1886  to  1931 

Sanitation 

10 

1888  to  1914 

Texas  fever 

10 

1889  to  1899 

Parasitology 

25 

1889  to  1927 

Diphtheria 

15 

1895  to  1914 

Malaria 

Comparative  pa- 

5 

1899  to  1903 

thology 

10 

1899  to  1924 

Brucellosis 

15 

1912  to  1933 

Total 

300 

1881  to  1934 

general,  a fact  is  worth  more  than  theories 
in  the  long  run.  The  theory  stimulates  but 
the  fact  builds.  The  former  in  due  time  is 
replaced  by  one  better  but  the  fact  remains 
and  becomes  fertile.”* 

Apart  from  their  practicality,  Theobald 
Smith’s  research  was  very  versatile  and 
thorough.  Only  a man  of  unusually  broad 
interests  and  rare  competence  could  pub- 
lish so  many  important  microbiologic  re- 
ports under  such  diverse  headings  as 
tuberculosis,  hog  cholera,  Texas  fever,  wa- 
ter, diphtheria,  and  brucellosis,  as  well  as 
making  fundamental  contributions  to  para- 
sitology and  immunology.  In  Table  I the 
heading  “general  bacteriology  and  pa- 
thology” covers  an  extraordinary  range 
from  leprosy,  foot-and-mouth  disease,  and 
Vibrio  abortions  in  cattle,  to  descriptions 
of  new  laboratory  procedures  and  devices, 
such  as  the  well-known  fermentation  tube. 

The  miscellaneous  category  further  in- 
dicates the  multidisciplinary  sweep  of  his 

* E.  B.  Krumbhaar,  M.D.,  and  Stuart  Mudd,  M.D.,  re- 
spectively professors  of  pathology  and  of  bacteriology  at  the 
University  of  Pennsylvania,  had  assembled  a small  museum 
as  an  inspirational  center  for  students.  Smith’s  letter  was  in 
delayed  response  to  a request  for  a signed  photograph  and  a 
short  statement  that  could  be  hung  in  this  museum.  The 
letter  arrived  a few  weeks  before  the  Society  of  American 
Bacteriologists’  1933  post-Christmas  annual  meeting  in 
Philadelphia.  Dr.  Smith’s  daughter,  Dorothea,  then  work- 
ing in  Stuart  Mudd’s  department,  joined  in  persuading  her 
father  to  allow  a facsimile  of  this  letter  to  be  distributed  to 
all  who  attended  the  banquet.  “It  is  very  fine,’’  she  coaxed 
him,  “and.  I hope  you  will  agree  to  have  it  (done)  just  as 
you  wrote  it....  (You  do  have  a nice  handwriting!).” 
The  letter  was  subsequently  reproduced  in  the  proceedings 
of  that  meeting.0 
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interests.  Beginning  with  his  first  two 
scientific  reports  (as  coauthor  to  S.  H. 
Gage)  on  section-cutting  technics,  it  in- 
cludes such  topics  as  injuries  to  cattle  from 
swallowing  pointed  objects,  the  pathologic 
effects  of  periodic  losses  of  blood,  animal 
experimentation,  suggestions  for  reorganiz- 
ing the  Harvard  Veterinary  School,  scholar- 
ship in  medicine,  insects  as  carriers  of  dis- 
ease, and  the  influence  of  research  in  bring- 
ing into  closer  relationship  the  practice  of 
medicine  and  public  health  laboratories. 

The  importance  of  his  immunologic  ex- 
plorations is  often  underestimated.  In 
1903  Smith  and  Reagh  were  the  first  to  re- 
cord that  flagellar  and  somaticagglutinogens 
of  the  hog  cholera  bacillus  were  distinct.7 
When  one  of  my  recent  predecessors  in 
this  series  of  lectures,  J.  G.  Gorman,  M.D., 
discussed  the  prevention  of  rhesus-iso- 
immunization by  means  of  Rh  immuno- 
globulin,9 he  rightly  recognized  that  this 
lifesaving  technic  had  developed  from  a 
principle  first  demonstrated  in  1909  by 
Smith,9  who  produced  active  immunity 
to  diphtheria  in  guinea  pigs  by  injecting  so- 
called  balanced  mixtures  of  diphtheria 
toxin  and  antitoxin.  Again,  in  1922,  Smith 
and  Little10  began  extensive  and  illuminat- 
ing studies  of  the  immunologic  significance 
of  colostrum  in  newborn  calves,  with  special 
reference  to  the  potential  pathogenicity  of 
Bacillus  coli. 

Smith’s  tenacity  held  him  for  many 
years  to  his  main  fields  of  research,  such 
as  the  factors  controlling  tuberculosis  in 
man  and  animals  and  those  influencing 
bacterial  variation.  In  1884,  hard  on  the 
heels  of  Koch’s  classic  reports  on  the 
tubercle  bacillus,  he  published  two  reports 
in  the  Albany  Medical  Annals  on  the  sig- 
nificance of  this  bacillus  in  sputum  and  on 
methods  of  demonstrating  its  presence. 11 
His  Thayer  lectures,  half  a century  later, 
were  on  “Focal  Cell  Reactions  in  Tu- 
berculosis and  Allied  Diseases.”12  Simi- 
larly, an  interest  in  the  fundamental  issues 
involved  in  bacterial  variation,  initiated  in 
1886  while  studying  the  bacterium  of 
swine  plague,  was  still  lively  in  1932  when 
his  address  commemorating  the  fiftieth  an- 
niversary of  the  discovery  of  Mycobac- 
terium tuberculosis  was  titled  “Koch’s 
Views  on  the  Stability  of  Species  among 
Bacteria.”13  Observations  on  these  two 
major  problems  provided  him  with  con- 


tinuous data  and  food  for  thought  on  host- 
parasite  relationships. 

The  duration  of  Smith’s  other  research 
was  largely  determined  by  external  circum- 
stances. 1 1 started  when  spread  before 
him  and  ended  when  the  main  questions 
were  answered,  either  by  others  (as  in 
malaria)  or  by  himself  (as  in  Texas  fever). 
On  this  point  he  remarked: 

My  interest  in  a problem  usually  lagged 
when  certain  results  could  be  clearly  formu- 
lated or  practically  applied.  To  continue 
and  analyze  still  further  every  link  of  the 
established  chain  either  failed  to  hold  my 
interest  or  was  made  difficult  or  impossible 
for  causes  lying  outside  the  problem.6 

However,  when  a problem  baffled  and 
intrigued  him,  he  could  be  exceedingly  per- 
sistent. Only  a rare  mind,  methodic, 
imaginative,  and  pertinacious,  could  have 
solved  the  main  mysteries  of  Texas  fever, 
clearly  establishing  for  the  first  time  the 
cycle  of  transmission  of  a disease  agent  by 
an  arthropod  vector  and  could  have  dis- 
entangled so  many  of  the  complexities  of 
turkey  blackhead,  whose  parasites  requires 
the  coincident  presence  of  a nematode  be- 
fore the  host  can  be  infected. 

Another  external  cause  influencing  Theo- 
bald Smith’s  research  was  change  of  em- 
ployer. As  Table  I shows,  many  of  his 
best-known  projects  were  initiated  before 
he  left  Washington  for  Boston  in  1895. 
At  that  juncture,  work  halted  on  Texas 
fever,  on  the  bacteriology  of  water,  and  on 
hog  cholera  and  swine  fever,  while  certain 
other  investigations  already  under  way 
were  intensified,  especially  those  on  tu- 
berculosis and  turkey  blackhead.  His  ap- 
pointment with  the  Massachusetts  State 
Board  of  Health  led  directly  to  his  work  on 
malaria  and  diphtheria,  and  when  he 
moved  to  Princeton  in  1915,  proximity  to 
a large  dairy  farm  infected  with  Bang’s 
disease  induced  him  to  investigate  brucel- 
losis. The  positions  held  in  those  three 
quite  dissimilar  settings,  Washington,  Bos- 
ton, and  Princeton,  are  shown  in  Table  II. 
Here,  in  consecutive  periods  of  roughly  ten, 
twenty,  and  twenty  years,  respectively,  he 
conducted  and  supervised  that  multitude 
of  research  projects  coupled  with  teaching, 
consultative,  and  administrative  duties. 
His  fame  rests  on  his  research  activities, 
and  although  he  took  his  other  obligations 
most  conscientiously,  we  shall  concern  our- 
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TABLE  II.  Theobald  Smith's  appointments 

Locations 

and  Dates  Appointment 


Washington 

December  1,  1883, 
to  June  30,  1884 


July  1,  1884,  to 
March  31,  1891 
April  1,  1891,  to 
May  15,  1895 


January,  1886, to 
May,  1895 


Boston 

May,  1895,  to  July 
31,  1914 


September  1,  1896, 
to  August  31,  1915 


Princeton 

September  1,  1915, 
to  June  30,  1929 


July  1,  1929,  to  De- 
cember 10,  1934 


Assistant,  Veterinary 
Division,  U.S.  De- 
partment of  Agricul- 
ture 

Inspector,  Bureau  of 
Animal  Industry; 

Chief,  Division  of  Ani- 
mal Pathology, 
B.A.I.,  U.S.  Depart- 
ment of  Agriculture 

Lecturer  on  bacteri- 
ology, and  professor. 
National  Medical 
College 

Pathologist,  Massa- 
chusetts State  Board 
of  Health;  Director, 
Antitoxin  Labora- 
tory, Bussey  In- 
stitute, Forest  Hills, 
Massachusetts 

Fabyan  professor  of 
comparative  pathol- 
ogy, Harvard  Uni- 
versity Medical 
School 

Director,  Department 
Animal  Pathology, 
Rockefeller  Institute 
for  Medical  Re- 
search 

Member  Emeritus, 
Rockefeller  Institute 
for  Medical  Re- 
search 


selves  here  chiefly  with  the  former.  Rela- 
tively little  will  be  said  about  the  Princeton 
era,  which  is  recent  enough  to  be  within 
recollection. 


Washington  era 

During  eleven  years  of  attachment  to 
the  U.S.  Department  of  Agriculture,  Theo- 
bald Smith  was  in  charge  of  animal  pa- 
thology at  the  Bureau  of  Animal  Industry 
under  Daniel  E.  Salmon,  a veterinarian,  at 
whose  instigation  Congress  established  the 
Bureau  in  1884.  After  a brief  exposure  in 
France  to  Pasteurian  doctrines  and  meth- 
ods, Salmon  had  acquired  an  interest  in 
the  germ  theory  of  disease,  which  animated 
his  direction  of  the  Bureau’s  diagnostic  and 
preventive  work  for  two  decades.  He  in- 
troduced his  associate  to  some  elementary 


bacteriologic  technics;  furnished  a good 
selection  of  French  and  German  journals, 
as  well  as  adequate  apparatus  in  a make- 
shift laboratory;  and  assigned  him  two 
main  problems  to  investigate,  the  control 
of  swine  plague  and  Texas  fever.  For 
both  of  these  diseases  Salmon  had  already 
reported  that  the  probable  causal  agent  was 
a micrococcus. 

Too  involved  in  administration  to  at- 
tempt any  more  laboratory  investigations, 
Salmon  took  advantage  of  his  younger  col- 
league’s willingness  to  be  the  Bureau’s 
work  horse,  and  flagrantly  abused  the 
principle  under  which  all  institutional  ac- 
complishments redound  to  the  director’s 
credit.  For  several  years,  Salmon  contrived 
to  be  sole  or  senior  author  of  reports  written 
by  Smith  on  investigations  executed  en- 
tirely by  himself.  In  fact,  the  eponym 
Salmonella  genus  represents  a standing  in- 
justice to  Theobald  Smith,  as  does  Sal- 
mon’s usurpation  of  the  senior  authorship 
of  two  pioneer  reports  on  the  production  of 
active  immunity  in  pigeons  by  injections  of 
heat-killed  suspensions  of  the  hog  cholera 
bacillus.14  Again,  Smith  and  Kilborne’s15 
classic  report  on  Texas  fever  (every  word  of 
it  written  by  the  former),  would  surely 
have  won  for  its  author  a retrospective 
Nobel  Prize  had  not  Salmon  sought  to 
divert  credit  to  himself  and  to  his  crony, 
Kilborne,  as  coinstigators  of  the  tick-borne 
theory. 

The  multitude  of  interesting  problems 
that  lay  before  him  kept  Smith’s  rising 
indignation  in  check.  On  May  21,  1892  he 
noted  in  his  diary,  “Working  on  Texas 
fever  report — Proteus  vulg[aris]  varia- 
tions— hog  cholera  attenuation  and  a 
pleuropneumonia  lung.”  And  on  April  26, 
1893,  he  wrote,  “Finished  editing  bulletin, 
three  miscellaneous  articles.  Working  on 
report  to  the  N.Y.  State  Board  of  fecal 
bacteria  in  water.”  Bacteriologic  tests  of 
Washington’s  water  supply,  including  the 
Potomac  river,  were  among  his  side  activ- 
ities. Beginning  in  1891,  at  the  request  of 
Prof.  Brown  and  Prof.  Mason  of  Troy  and 
Dr.  Batch  and  Dr.  Vanderveer  of  Albany, 
he  had  undertaken  a similar  survey  of  the 
Mohawk  and  Hudson  rivers  which  involved 
personal  collection  of  the  samples,  includ- 
ing a series  from  the  familiar  Normanskill. 
From  this  and  subsequent  surveys  of  these 
waters  came  his  recognition  of  the  need 
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for  quantititative  estimations  of  colon 
bacilli  in  water. 

In  September,  1894,  about  six  months 
before  resigning,  he  wrote  to  Gage,  “There 
is  not  a week  that  goes  by  but  some  new, 
interesting  problem  rises  and  has  to  be 
downed  permanently  because  of  the  limita- 
tions in  time  and  environment.”  It  was 
respect  and  encouragement  that  he  lacked, 
and  he  now  longed  to  be  free  from  the 
Bureau’s  petty  politics.  The  increasing 
frustrations  and  his  crowning  achieve- 
ments at  the  Bureau,  the  discovery  of  the 
hematozoic  cause  of  Texas  fever  and  the 
role  of  the  cattle  tick  in  its  transmission, 
have  been  reported  recently.16  Theobald 
Smith’s  own  masterful  account  of  these  in- 
vestigations should  be  read  in  full.15  For 
present  purposes  it  must  suffice  to  draw 
attention  to  the  simple  entry  in  his  diary 
for  August  31,  1889:  “Quite  hot,  two  post- 
mortems of  Texas  fever  at  Station.  Cause 
definitely  established  with  microscope.” 

This  methodic,  matter-of-fact  statement, 
completely  devoid  of  heroics,  stands  almost 
lost  opposite  a page  of  itemized  accounts 
showing  the  detailed  expenses  of  a short 
holiday  with  his  wife.  Such  restraint  con- 
trasts with  those  melodramatic  stanzas  sent 
by  Ronald  Ross  to  his  wife  eight  years  later 
when  his  microscope  revealed  zygotes  of  a 
malaria  parasite  in  the  stomach  wall  of  a 
dappled-winged  mosquito  that  had  fed  on  a 
malarial  patient: 

Seeking  his  secret  deeds 

With  tears  and  toiling  breath, 

I find  thy  cunning  seeds, 

0 million-murdering  Death. 

1 know  this  little  thing 

A myriad  men  will  save. 

O Death,  where  is  thy  sting, 

Thy  victory,  O Grave?17 

The  physical  discomforts  and  emotional 
turmoil  endured  by  Smith,  who  wilted  in 
heat  during  that  hot  summer  under  the 
mansard  roof  of  the  old  Agriculture  Build- 
ing in  Washington,  cannot  have  been  sig- 
nificantly less  than  those  suffered  by  Ross 
at  Secunderabad  in  August,  1897.  The 
difference  lay  not  in  the  prevailing  tempera- 
ture, but  in  the  participants’  temperaments. 

Boston  era 

Early  in  1895,  Theobald  Smith  accepted 
an  appointment  offered  by  H.  P.  Walcott, 


M.D.,  chairman  of  the  Massachusetts 
State  Board  of  Health,  as  director  of  a 
public  health  laboratory  at  a salary  of 
$3,000.  His  duties  were  “to  investigate 
the  epidemic  and  contagious  diseases,  and 
to  consider  measures  for  their  restriction 
and,  if  possible,  prevention.”  In  par- 
ticular, he  was  expected  to  prepare  diph- 
theria antitoxin  for  use  on  the  citizens  of 
that  enterprising  commonwealth.  The 
Bussey  Institute,  an  adjunct  of  Harvard 
College  situated  at  Forest  Hills,  would  be 
his  headquarters.  Pres.  C.  W.  Eliot  de- 
veloped a warm  admiration  for  him,  and 
when  a wealthy  Bostonian,  George  F. 
Fabyan,  desired  to  do  something  useful 
through  Harvard,  Eliot  invited  Smith  to 
outline  a prospectus  for  a department  of 
animal  pathology.  The  plan  was  approved, 
Fabyan  handed  over  a check  for  $100,000 
(which  he  soon  generously  supplemented), 
and  Theobald  Smith  became  the  Fabyan 
Professor  of  Comparative  Pathology  at 
Harvard  University  Medical  School.  The 
two  posts  carried  the  privilege  of  occupancy 
of  Woodland  Hill,  the  “Bussey  Mansion,” 
where  the  Smith  family  lived  in  style  for 
some  nineteen  years,  burning  frightful 
quantities  of  coal  in  winter  and  in  other 
seasons  greatly  enjoying  the  natural  de- 
lights of  their  own  grounds  and  the  ad- 
jacent Arnold  Arboretum.  “We  are  here 
in  the  grasp  of  a great,  roaring  city  but 
still  far  enough  away  to  think  we  are  ‘in 
rure’  and  breathing  pure  air,”  he  wrote  to 
Gage. 

He  was  now  a member  of  a renowned 
university  and  a distinguished  medical 
faculty.  There  was  good  schooling  to  be 
had  for  the  children  and  ready  access  to 
such  amenities  as  excellent  libraries,  culti- 
vated and  scholarly  company,  and  a fine 
symphony  orchestra.  Although  the  physi- 
cal conditions  of  the  antitoxin  laboratory 
were  far  from  ideal,  Theobald  Smith’s 
reputation  was  now  such  as  to  bring  well- 
known  visitors  from  far  afield  to  see  him, 
including  Ehrlich  at  the  time  of  his  visit  to 
the  United  States  to  give  the  1904  Herter 
lectures.  Following  that  visit,  Ehrlich 
wrote: 

I was  extremely  delighted  with  what  I 
saw  in  your  laboratory,  and  my  conviction 
that  in  no  Institute  in  the  world  unfor- 
tunately, not  even  in  my  own  is  better  and 
more  reliable  work  done  than  in  yours,  was  fully 
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and  completely  confirmed.  You  weave  the 
net  of  your  experiments  so  fine  that  nothing 
essential  can  escape  you,  while  the  rest  of  us 
have  always  to  rely  on  a certain  amount  of 
luck. 

A few  months  after  receiving  that  engaging 
compliment,  Theobald  Smith  authorized 
Ehrlich  to  quote  some  original  observations 
on  inherited  resistance  to  diphtheria  toxin 
among  guinea  pigs  as  a source  of  error  in 
titration  experiments,  adding  with  a touch 
of  unconscious  irony,  “Unfortunately,  I do 
not  have  large-scale  experiments;  my 
principle  has  always  been  few  animals  but 
well  observed.”  Ehrlich  used  what  he 
called  “hecatombs”  of  guinea  pigs  for  his 
troublesome  assays,18  in  marked  contrast  to 
the  six  pigeons  that  had  sufficed  to  demon- 
strate for  Smith  the  immunizing  capacity 
of  a heat-killed  suspension  of  his  hog 
cholera  bacillus. 14 

When  Ehrlich  visited  the  laboratory  at 
Forest  Hills  in  April,  1904,  Smith  told  him 
of  some  unreported  observations  he  had 
made,  since  1902,  on  the  sudden  death  or 
acute  illness  of  guinea  pigs  following  a 
second  injection  of  diphtheria  antitoxin. 
Some  months  later,  Ehrlich  wrote  from 
Frankfurt: 

. . . we  have  repeated  here  your  experiments 
on  hypersensitivity  of  the  test  animals. 
Surgeon-Major  Otto  has  carried  out  these 
experiments  on  quite  a large  scale,  and  per- 
haps he  will  take  the  opportunity  some  time 
to  publish  his  investigations  of  your  phe- 
nomenon. Of  course  we  have  found  lit] 
exactly  as  you  described .... 

Otto’s  findings  were  published  eventually 
in  1906,  under  the  title  “The  Theobald 
Smith-Phenomenon  of  Serum  Sensitivity.19 
Smith’s  only  published  reference  to  his  own 
original  observations  was  during  a brief 
discussion  of  Rosenau  and  Anderson’s  re- 
port on  hypersusceptibility  before  the 
American  Medical  Association  in  June, 
1906. 20 

One  of  the  conditions  agreed  to  by  Dr. 
Walcott,  at  the  time  of  Smith’s  appoint- 
ment, was  that  he  should  make  a short  tour 
of  bacteriologic  laboratories  in  Europe. 
Unlike  his  future  colleagues  William  Welch, 
M.D.,  and  Mitchell  Prudden,  M.D.,  he 
never  studied  under  Koch.  Not  that  he 
lacked  respect  for  him:  indeed,  in  Berlin 

in  1912  he  alluded  to  Koch  as  “the  master 
of  us  all  in  bacteriology,”  but  he  could  not 
finance  the  pilgrimage  himself,  and  was  too 


self-reliant  to  feel  the  necessity  of  applying 
for  assistance.  Once,  while  still  a novice,  he 
had  written  indignantly  to  Gage: 

I heard  that  one  of  your  undergraduates  has 
been  sent  abroad  by  the  University  to  study 
Koch’s  methods  in  Germany.  Is  it  true  that 
the  institution  could  perpetrate  such  a piece 
of  folly  and  stupidity?  His  methods  are  fully 
published  and  quite  simple.21 

Within  a year,  starting  from  scratch,  Smith 
had  mastered  and  improved  on  these 
methods.  When  finally  he  met  Koch,  with 
the  Texas-fever  accomplishments  behind 
him,  the  reception  was  gratifying.  He 
wrote  to  his  wife, 

He  was  very  pleasant  and  courteous  and 
showed  me  some  lepra  bacilli  ...  I could 
not  have  pictured  a more  fascinating  man  to 
be  with.  I spent  most  of  the  morning  in  the 
Institute  meeting  the  various  workers,  all 
very  cordial  and  desirous  of  showing  in- 
teresting things.  . ,.22 

In  return,  he  told  Koch  about  the  dif- 
ferences he  had  observed  and  reported  be- 
tween bovine  and  human  types  of  tubercle 
bacilli.  Smith’s  priority  in  this  field  was 
acknowledged  by  Koch  at  the  International 
Tuberculosis  Congress  in  Washington  in 
1908,  but  it  was  overlooked  by  many  sub- 
sequent workers  and  apparently  was  not 
realized  by  the  Nobel  Prize  Committee  at 
the  time  of  Koch’s  own  award  in  1905  for 
his  work  on  tuberculosis.  Although  Smith 
received  many  honorary  doctorates  from 
famous  universities  and  was  awarded  nu- 
merous medals  of  honor,  the  Nobel  Prize 
several  times  eluded  him,  through  no 
fault  of  his  own. 

This  European  tour  of  1896  was  the  first 
of  four  he  undertook  during  the  Boston  era. 
On  the  next  journey,  in  the  summer  of 
1903,  he  was  accompanied  by  his  de- 
partmental associate,  Marshal  Fabyan,  son 
of  the  founder  of  his  chair.  The  professor 
carried  the  money  and  kept  the  accounts. 
George  Fabyan,  who  financed  the  trip,  was 
reputedly  astonished  at  the  low  total  out- 
lay. In  1909,  Theobald  Smith  took  his 
wife  along  to  Cambridge  University  when 
he  represented  Harvard  University  at  the 
Darwin  celebrations.  Finally,  the  whole 
family  went  with  him  for  the  first  six 
months  of  1912,  while  he  served  with  dis- 
tinction as  the  Harvard  Exchange  Pro- 
fessor at  the  University  of  Berlin,  establish- 
ing several  friendships  with  German  col- 
leagues that  outlasted  World  War  I. 
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He  had  become  a member  of  the  board  of 
directors  of  the  Rockefeller  Institute  in 
1902  and  held  this  appointment  for  the  rest 
of  his  life.  In  1933  he  succeeded  William 
Welch,  M.D.,  as  chairman  of  the  board. 
This  affiliation  came  about  in  the  following 
fashion.  When  Mr.  John  I).  Rockefeller, 
Sr.,  resolved  at  the  turn  of  the  century  to 
endow  a medical  research  institute  in  New 
York,  he  consulted  with  William  Welch, 
M.D.,  Christian  Herter,  M.D.,  and  Em- 
mett Holt,  M.D.,  who  recommended  that 
Theobald  Smith  should  be  offered  the 
directorship.  “We  were  unanimous  in  our 
opinion  that  you  were  the  best  man,” 
wrote  Welch  to  Smith.  A salary  of  $10,000 
or  even  higher  was  suggested,  but  Welch 
added,  “Of  course,  I know  that  the  matter 
of  salary  would  not  be  a determining  factor 
with  you,  but  rather  the  possibilities  for 
scientific  work  and  doing  good.”  How 
wonderfully  “square”  that  sounds!  For  a 
week  Smith  considered  the  offer  and  then 
turned  it  down.  To  Gage  he  explained: 

The  conditions  were  uncertain  and  I did 
not  feel  sufficient  confidence  in  my  own 
management  of  people ....  I anticipate 
much  good  from  this  new  Institute  and 
eventually  it  will  be  richly  endowed,  I be- 
lieve. But  after  all  you  and  I know  that 
research  cannot  be  forced  very  much — there 
is  always  danger  of  too  much  foliage  and  too 
little  fruit . . . ,23 

Simon  Flexner  was  more  amenable  to 
persuasion  and  assumed  the  directorship, 
while  Theobald  Smith  remained  a member 
of  the  board,  along  with  Welch,  Flexner, 
Herter,  Holt,  Prudden,  and  Hermann 
Biggs. 

In  rejecting  the  board’s  offer  of  the 
directorship,  Smith  had  written  with  his 
customary  candor,  “My  interest  for  years 
in  animal  pathology  and  my  firm  belief  in 
its  great  usefulness  in  the  study  of  problems 
in  human  pathology  might  give  an  impress 
to  the  work  of  the  laboratory  which  might 
eventually  arouse  adverse  criticism.”  Some 
twelve  years  later,  it  was  decided  to  set  up 
a department  for  research  in  animal 
pathology  outside  New  York.  Once  again, 
Smith  was  offered  the  directorship,  and 
this  time  he  wrote  to  Gage: 

I shall  accept,  for  my  department  here  has 
been  running  down  badly  because  I do  not 
constantly  kick  and  advertise.  Everybody 
thinks  I’m  happy  and  rolling  in  facilities. 
It’s  very  trying  to  leave  the  old  friends  like 


President  Eliot  and  others  ...  The  family 
feel  badly  about  leaving  our  old  home  where 
the  children  grew  up,  but  I cannot  but 
think  the  move  in  the  right  direction  . . . 

Eliot  himself,  who  had  been  succeeded  in 
1909  by  President  Lowell,  sent  a kind 
message: 

Dr.  Walcott  and  I talked  over  your  leaving 
the  Medical  School  a few  days  ago,  and  al- 
though we  were  both  very,  very  sorry  to  have 
you  leave  Harvard,  we  agreed  that  the  offer 
of  the  Rockefeller  Institute  was  one  which 
you,  as  a devoted  servant  of  science  and 
humanity,  could  not  well  decline. 

A complimentary  dinner,  planned  with 
extraordinary  care  by  Marshal  Fabyan,  was 
held  at  the  Harvard  Club  on  June,  2,  1915. 
Originally  set  for  an  earlier  date,  it  had  been 
postponed  because  the  guest  of  honor  was 
incapacitated  by  acute  sciatica.  Among  the 
many  speechmakers  were  Presidents  Lowell 
and  Eliot,  while  numerous  tributes  came 
from  distinguished  foreign  colleagues,  in- 
cluding some  German  friends  at  the  war 
front.  There  was  also  this  message  from 
Ronald  Ross,  addressed  to  Marshal  Fa- 
byan: 

His  discoveries,  not  only  on  Piroplasmata 
in  cattle,  but  of  the  fact  that  they  are  trans- 
mitted by  ticks,  were  of  the  greatest  im- 
portance, both  in  biological  science,  and  also 
in  the  theory  of  prevention  of  disease  in 
general.  . ..  As  time  goes  on  and  the  human 
race  begins  to  see  the  events  of  last  century  in 
their  true  prespective,  men  will  gradually 
perceive  the  importance  of  this  work  and  will 
I hope  feel  due  sentiments  of  gratitude  to  the 
distinguished  man  who  performed  it.24 

A brief  digression  seems  warranted  here 
on  the  extent  to  which  the  Texas  fever  dis- 
coveries may  have  influenced  the  work  of 
Manson  and  Ross  on  malaria.  Smith  was 
familiar  with  Laveran’s  descriptions,  be- 
ginning in  1880,  of  the  malaria  parasite, 
and  therefore  knew  that  hematozoa  existed. 
On  the  other  hand,  Manson  had  not  even 
heard  of  Laveran’s  discovery  before  1885 
and  did  not  himself  observe  the  malaria 
parasite  until  1892.  Ross  was  first  shown 
a preparation  of  flagellating  parasites  by 
Manson  in  1894.  Until  then  he  had  been 
among  those  in  India  who  questioned  the 
existence  of  the  hematozoon  and  even 
scoffed  at  “Laveranity.”25  This  partial  un- 
concern for  the  current  literature  makes  it 
unlikely  that  Manson  and  Ross  knew  of 
Smith’s  reports  until  after  the  mode  of 
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transmission  of  malaria  had  been  eluci- 
dated. The  initial  scepticism  that  greeted 
the  1893  monograph  on  Texas  fever  in 
many  quarters,  crumbled  in  due  course  be- 
fore its  cool  logic  and  overwhelming  ex- 
perimental evidence,  a reaction  that  surely 
encouraged  acceptance  of  the  later  work  on 
malaria  of  Ross  and  his  Italian  rivals. 

To  Smith  himself,  the  tick-borne  mode 
of  transmission  of  cattle  malaria  (as  he 
sometimes  termed  Texas  fever)  certainly 
suggested  the  possibility  that  human  ma- 
laria was  transmitted  by  mosquito  bites. 
In  June,  1896,  he  conveyed  his  suspicions  to 
a physician  at  Uxbridge,  Massachusetts,  that 

The  malarial  germ  is  caused  by  mosquitoes, 
not  all  mosquitoes  to  be  sure,  but  only  those 
in  infected  localities.  Anything  that  favors 
the  breeding  of  these  pests  like  stagnant 
ponds,  pools,  sewers,  etc.,  would  favor  the 
disease.26 

The  following  summer  he  drew  up  a 
questionnaire  to  be  completed  on  behalf  of 
all  patients  from  whom  blood  films  were 
sent  to  the  laboratory,  containing  these 
queries:  “Is  patient  out  much  after  dark? 
Are  mosquitoes  about  house?  Are  windows 
screened?”27  As  his  State  Board  of  Health 
was  “not  prepared  to  make  any  public 
statements”  on  this  issue,  he  felt  obliged 
to  keep  his  working  hypothesis  confidential. 
A few  months  later,  Ross  reported  finding 
“some  peculiar  pigmented  cells”  in  the 
stomach  wall  of  two  large  brown  mosqui- 
toes with  dappled  wings,  which  had  re- 
ceived their  virgin  feed  on  a man  with 
malarial  crescents  in  his  blood.28  Theobald 
Smith  never  complained  that  the  palm  he 
himself  might  soon  have  earned  had  gone 
to  another. 

Harvard  friends  and  colleagues  of  Theo- 
bald Smith  commissioned  the  sculptor 
Bela  Pratt  to  make  a bronze  relief  portrait, 
which  was  eventually  hung  near  the  en- 
trance to  his  old  department.  Pratt  took 
great  pains  with  the  profile,  and  former 
President  Eliot  undertook  to  devise  a 
suitable  inscription  to  fill  whatever  space 
might  be  available.  Their  talents  were 
well  matched;  the  single  word  “Veritas” 
happily  fitted. 

Princeton  era 

When  the  move  to  Princeton  occurred, 
Smith  was  already  in  his  late  fifties  and 
his  greatest  discoveries  were  behind  him. 


Although  wiry  he  was  never  robust,  and 
now  he  tended  to  become  overburdened 
with  the  administrative  details  of  running 
a large  farm  estate  and  a growing  staff  of 
scientists  and  technicians.  Simon  Flexner 
also  kept  a firm  hand  on  the  reins,  but  good 
sense  and  mutual  respect  kept  these  two 
remarkable  men  on  friendly  terms.  If  they 
ever  had  an  angry  word,  they  left  no  record 
of  it. 

Princeton  was  in  many  ways  an  idyllic 
place  in  which  to  work  and  live.  The  build- 
ings, mainly  of  Theobald  Smith’s  designing, 
were  first  class,  from  animal  quarters  to 
“Larkfields,”  the  director’s  house.  A 
year  or  two  before  his  retirement  as  director 
in  1929,  a plant  pathology  division  was 
established  in  close  conjunction.  The 
roster  of  the  combined  divisions  then  in- 
cluded many  distinguished  names  besides 
his  own  Kunkel,  Northrop,  Stanley,  Rous, 
Shope,  Stoll,  Ten  Broeck — three  of  them 
now  Nobel  laureates.  The  late  Richard 
Shope,  M.D.,  in  195  7 29  nostalgically  de- 
scribed those  days  in  a testimonial  to  the 
place  and  its  director: 

Dr.  Smith.  . .though  possessed  of  great 
imagination  and  an  almost  uncanny  fore- 
sight, was  a meticulously  methodical  worker, 
who  exhaustively  studied  his  material.  He 
abhorred  the  waste  of  anything — time,  ma- 
terial or  animals — and  impressed  his  econo- 
mies on  the  rest  of  us. 

He  cited  Smith’s  conviction  that  disease 
should  be  studied  as  it  occurred  under 
natural  conditions,  his  “aggressive  distaste 
for  laboratory  gadgetry,”  his  strong  belief 
that  equipment  “no  matter  how  elaborate 
or  expensive,  would  not  substitute  for 
careful  thought  and  close  and  accurate  ob- 
servation,” his  sparing  use  of  technicians, 
and  his  preference  for  conducting  pro- 
cedures with  his  own  hands.  This  example, 
Shope  averred: 

. . . coupled  with  the  exquisitely  pleasant 
environment  and  atmosphere  of  the  Princeton 
laboratory,  created  a sphere  of  life  for  me 
that  was  thrilling  and  satisfying  to  live 
through  and  is  still  exciting  to  think  back 
upon.29 

Although  Theobald  Smith  was  essentially 
a laboratory  man,  believing  “a  fact  worth 
more  than  theories,”  he  kept  a philosopher’s 
mantle  within  reach.  Many  of  his  ut- 
terances were  hauntingly  sagacious  and 
gave  evidence  or  wide  reading,  clear 
thought,  and  high  moral  sense.  Here  are  a 
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few  quotations,  illustrating  distinctive 
styles  of  comments  on  the  passing  scene. 
The  first,  sternly  admonitory,  is  taken  from 
his  presidential  address  to  the  alumni  of 
Albany  Medical  College  in  1896,  over 
seventy  years  ago: 

The  history  of  sanitary  science,  like  that  of 
other  fields  of  human  endeavour,  is  strewn 
with  the  wrecks  of  cherished  theories.  In 
this  coming  and  going  the  physician  must 
weigh  as  the  judge  would,  free  from  advocacy 
but  full  of  information.  Pope’s  shallow 
device: 

Be  not  the  first  by  whom  the  new  are  tried 

Nor  yet  the  last  to  lay  the  old  aside.  . . 
may  do  for  fashion  but  not  for  medicine. 
If  your  judgment  tells  you  that  the  newest  is 
the  best,  you  should  not  hesitate  to  use  it 

This  percipient  reflection  is  quoted  from 
a lecture  on  public  health  laboratories, 
given  in  1900: 

The  history  of  science  is  a witness  to  the 
fact  that  the  most  commanding  geniuses 
have  always  created  new  methods  rather 
than  use  those  of  their  contemporaries  or 
predecessors.  The  reason  is  obvious.  Every 
discovery  of  a new  fact  demands  a new 
method,  or  at  least  a profound  modification 
of  existing  ones.  Discoveries  are  now  and 
then  accidental  and  may  rest  on  errors  in  the 
application  of  existing  methods.  From  this 
point  of  view  methods  and  procedures  are  of 
very  high  significance  in  science.31 

He  always  went  straight  to  the  core  of  a 
question.  When  a former  colleague,  Coo- 
per Curtice,  claimed  credit  for  work  on 
Texas  fever  that  he  had  merely  intended 
to  carry  out,  Theobald  Smith  wrote  to  him: 

I think  that  I am  voicing  a unaminous 
opinion  and  precept  among  scientists  that  the 
one  who  first  successfully  demonstrates, 
especially  by  new  methods,  a new  fact,  is 
entitled  to  the  credit  of  such  discovery  or 
demonstration ....  Where  would  the  stimu- 
lus and  credit  for  the  active  worker  come  from 
who  felt  his  territory  pre-empted  but  not 
occupied?32 

Finally,  this  farsighted  comment  in  1927 
on  race  progress. 

As  to  the  goal  of  race  progress . . . we  may 
postulate  a highly  organized,  differentiated, 
cooperative  association  of  the  entire  human 
population;  each  group  contributing  accord- 
ing to  local  capacity  to  this  great  social 
machine,  just  as  the  various  organs  of  the 
human  and  animal  body  cooperate  in  supply- 
ing the  needs  of  the  entire  system.  This 
would  eliminate  wars,  tariff  barriers,  and 
eventually  many  diseases.  . ,.33 

His  serious  mien  and  seemingly  im- 
penetrable reserve  gave  Theobald  Smith 


FIGURE  2.  Theobald  Smith,  age  seventy-five, 
taken  at  Silver  Lake,  N.H.,  August,  1934,  by  his  son- 
in-law,  Prof.  R.  F.  Foerster. 


a somewhat  aloof  aura.  He  faced  life 
earnestly  but  had  a quiet  sense  of  fun  and 
when  occasion  demanded,  contributed  a 
full  share  to  the  charming  hospitality  and 
thoughtful  kindliness  of  his  household, 
whether  at  “Larkfields”  or  at  “Meenagha,” 
his  summer  home  at  Silver  Lake,  New 
Hampshire  (Fig.  2).  In  August,  1915,  he 
wrote  to  Gage,  “we  have  built  a camp  here 
on  the  margin  of  a lake  right  in  the  woods 
. . . we  are  enjoying  the  freedom  of  the  col- 
larless and  cuffless  existence  on  our  ter- 
minal moraine.”  For  almost  twenty  years 
thereafter,  he  and  his  family  spent  the 
summer  months  at  this  roomy  lakeshore 
house,  solidly  built  of  red  cedar.  Here  he 
slept  on  an  open-air  porch  whenever  pos- 
sible, breakfasted  early,  wrote  in  solitude 
until  noon,  and  then  often  indulged  both  his 
love  of  nature  and  sense  of  tidiness  by  prac- 
ticing minor  forestry.  Tree  branches  ob- 
structing a view  of  lake  or  mountains  would 
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be  lopped  off,  white  pines  freed  from  scrub 
oak,  small  evergreens  transplanted  to  up- 
grade the  growth  around  the  house,  and 
the  shore  line  cleaned  up  by  foraging  in  a 
row  boat  for  dead  wood.  Eventually  his 
ashes  were  buried  under  a rock  amidst  the 
conifers  he  loved,  to  be  joined  by  his  wife’s 
six  years  later;  in  1967  they  were  reinterred 
in  the  nearby  cemetery  at  Chocorua,  New 
Hampshire. 

One  of  his  friends,  the  writer  Albert 
Atwood,  wrote  an  epitaph  that  cannot  be 
bettered: 

To  those  who  believe  that  great  men  have 
a profound  and  uplifting  effect  upon  civiliza- 
tion, there  should  be  renewed  encouragement 
in  the  life  of  Dr.  Theobald  Smith . . he 
fulfilled  Goethe’s  admonition  that  the  first 
and  last  thing  required  of  men  of  genius  is 
the  love  of  truth....  His  achievements, 
epoch-making  and  magnificent  as  they  were, 
seemed  to  those  who  knew  him  well  as  less 
important  than  the  man  himself  ...  Each 
subject  to  which  he  gave  attention,  great  or 
small,  took  on  a clearness  that  fairly  inspired 
those  about  him  and  somehow  fused  their 
muddier  minds,  for  the  time  being  at  least, 
with  a sort  of  crystalline  power.  . ..  Com- 
plexities and  uncertainties  were  realities  to 
him,  but  the  direction  of  his  thoughts  was 
always  towards  finding  some  means  of  reduc- 
tion to  elementary  simplicity.  He  was  ab- 
solutely honest  and  had  no  use  for  sham  and 
error.  He  lived  in  a world  of  cloudy  and 
confused  thinking  and  bungling  action,  but 
he  was  the  very  antithesis  of  these  things. 
It  cannot  be  that  a civilization  which  produces 
such  men  is  altogether  hopeless;  surely  with 
such  minds  there  is  a possibility  of  finding  and 
following  straighter  paths.34 

Albany  can  be  proud  indeed  to  have 
nurtured  a man  of  this  quality  and  distinc- 
tion. Perhaps  you  will  not  judge  it  im- 
pertinent for  a visitor,  alien  in  nationality 
hut  not  in  spirit  or  profession,  to  reactivate 
a suggestion  made  several  years  ago  by  C. 
R.  Roseberry,  well-known  local  journalist.35 
The  statues  of  General  Schuyler,  the 
Revolutionary  War  hero,  and  of  Joseph 
Henry,  the  famous  physicist,  which  occupy 
positions  of  honor  in  the  parks  before  the 
State  capital,  would  suffer  no  loss  of  distinc- 
tion whatever  from  being  joined  by  one  of 
Theobald  Smith,  the  great  microbiologist. 
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A Chemical  Bank  exclusive: 

Simplify  your  financial  records  with 

Money  Minder 

A RECORD-KEEPING  SYSTEM  AS  SIMPLE  AS  A CHECKING  ACCOUNT 
GIVES  DOCTORS  A CLEAR  MONTHLY  REPORT  ON  FINANCES 


Perhaps  you’re  one  of  the  thousands 
of  doctors  whose  growing  volume 
of  business  demands  that  more  and 
more  time  be  spent  on  bookkeep- 
ing chores.  You  must  have  financial 
records  that  will  tell  you— and  your 
accountant— where  you  are,  where 
you’ve  been  and  where  you’re  going. 
Yet  your  present  methods  are  too 
time-consuming  and  expensive.  If  this 
is  your  problem,  then  our  exclusive 
Money  Minder  service  is  for  you.  It’s 
an  efficient,  trouble-free  system  that 
costs  very  little. 

To  put  Money  Minder  to  work  for  you, 
your  first  step  is  to  open  a Chemical 
Bank  checking  account,  if  you  don’t 
already  have  one.  Then  you  establish 
your  own  listing  of  categories  under 
which  all  your  recurring  expense  and 
income  items  can  be  grouped.  Each 
category  is  given  a code  number. 


When  you  write  a check,  you  simply 
code  it  with  the  category  number  (or 
numbers)  assigned  to  expense  items. 


When  you  make  a de- 
posit, code  it  with  the 
category  number(s) 
assigned  to  income 
items. 


And  that’s  all  you  have  to  do.  Money 
Minder  does  the  rest.  Each  month  we 
send  you  reports  which  show  the 
amounts  of  all  transactions  in  code 
sequence  and  which  accumulates  the 
amounts  in  each  category  for  all  trans- 
actions during  the  month . . .plus  for 
year-to-date.  The  report  also  computes 
the  percentage  of  your  total  income  or 
expense,  by  category. 
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You  can  see  at  once  the  advan- 
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record  of  all  your  income  and 
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• YOU  CAN  CHECK  YOUR  FINANCIAL 
PROGRESS  AT  A GLANCE. 

• YOU  HAVE  AN  EXCELLENT  MEANS  OF 
BUDGET  CONTROL. 

• YOUR  ACCOUNTANT  HAS  THE  FACTS 
AND  FIGURES  HE  NEEDS— ESPECIALLY 
AT  TAX  TIME. 


ONE  OF  THESE  REPORTS  W ILL  LOOK  LIKE  THIS: 


special  feature:  Money  Minder  is  a flex- 
ible system.  It  provides  enough  options 
to  fit  most  business  and  personal 
needs.  It  can  be  adjusted  to  your  fiscal 
or  calendar  year.  You  can  add  new 
codes  for  new  income  or  expense  items 
as  they  occur  during  the  year.  And  you 
can  move  anv  item  from  one  category 
to  the  other,  if  you  wish. 


Now,  a word  about  cost.  You’ll  be 
pleasantly  surprised  to  learn  that  it 
costs  the  average  doctor  around  $10 
to  $15  a month  to  use  Chemical’s 
Money  Minder  system.  Actual  cost 
will  be  based  on  your  volume  of  trans- 
actions. But  the  average  cost  figure 
above  gives  you  a general  idea  of  how 
inexpensive  our  Money  Minder  serv- 
ice can  be.  ©UNITBANK 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional  I 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
Secretary,  Medical  StafF,  E.  J.  Noble  Hospital,  Canton, 
N.  Y.  13617. 


TICONDEROGA,  NEW  YORK:  MEDICAL  STAFF  OF 
75  bed  hospital  would  welcome  general  surgeon.  New 
hospital  construction  in  immediate  future.  Hospital 
serves  15,000  to  20,000  population.  Close  association  with 
Albany  and  University  of  Vermont  Medical  Centers  avail- 
able. Economy  of  area  assured.  Good  schools,  summer 
and  winter  recreation  area.  Openings  for  general  practi- 
tioners also  available.  Address  inquiries  to  Executive 
Committee,  Moses  Ludington  Hospital,  Ticonderoga, 
New  York  12883. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES- 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modern  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.D.,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.  Y.  13617. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  year  beginning  July  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience 
in  meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical  Di- 
rector, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan 
Conn.  06840. 


PEDIATRICIAN  WANTED  TO  JOIN  YOUNG  PED- 
iatrician  in  large,  growing  practice  in  northern  New  Jersey. 
40  minutes  from  N.Y.C.  Excellent  hospital  and  school 
facilities.  Box  851,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000  — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports  recreation,  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE  - 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modern  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  Northville, 
Michigan  48167. 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  join  already  formed,  five  medical  center  group. 
Attractive,  fast  growing  community.  Information,  con- 
tact John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta  Rd., 
Newton,  N.J.  (201)  383-4421. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
energency  room  of  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  x/i  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


PEDIATRICIAN  URGENTLY  NEEDED  FOR  QUAL- 
ity  East  Harlem  medical  group.  Large  groups  of  healthy 
children  require  routine  physicals.  Can  devote  as  many 
hours  as  desired  to  practice.  Will  accept  practitioner  from 
other  specialty  who  lias  interest  in  pediatrics.  For  in- 
formation, call  Ministerial  Interfaith  Association  Medical 
Group,  110  E.  125th  St.,  N.Y.C.  427-5700. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


LOCUM  TENENS,  GENERAL  PRACTITIONER, 
wanted  for  one  year  beginning  July  1970,  with  option  to 
assoc,  or  take  over  practice.  No  Surgery  or  Ob.  Choice 
location,  Long  Island,  35  min.  midtown  New  York. 
Excellent  hospital,  schools  and  recreational  facilities. 
Good  coverage.  Tel:  (516)  747-6938. 


INTERNIST,  SOME  G.I.  TRAINING,  TO  ASSOCIATE 
with  internists  in  Queens.  Starting  salary  $20,000. 
Box  861,  c/o  NYSJM. 
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PHYSICIANS  WANTED— CONT'D 
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(GENERAL  PRACTITIONER.  SMALL  RESIDENTIAL 
city,  60  mi  lee  northwest  of  New  York  City.  Sidary  guaran- 
tee. All  inquires  confidential.  For  further  information, 
write  Rox  865,  c/o  NYSJM. 


PASSAIC,  N.  J.:  PSYCHIATRIST,  BOARD  CERTIFIED 
or  eligible.  Staff  position  or  Medical  Director,  immediate 
opening,  half  time  or  less.  Progressive  county-state  sup- 
ported Mental  Health  Center  with  full  clinical  team, 
analytically  oriented  for  individual,  group  and  family  ther- 
apy. medication,  consultations,  etc.  12  miles  from  New 
York  City.  Coordination  with  inpatient  center  in  planning 
stage.  Private  practice  possible.  Starting  salary,  $10, (XM)- 
$12,000  dependent  on  qualifications,  with  many  fringe 
benefits.  Reply  to:  Herbert  N.  Kohn.  M.D.,  Mental 

Health  Center.  City  Hall  Building,  Passaic,  N.  J.,  or  call 
(201)  471-3300,  ext.  51  mornings. 


PRACTICES  FOR  SALE  OR  RENT 


MEDICAL  PRACTICES  FOR  SALE.  LET  US  SELL 
your  GP  or  specialty  practice  and  help  you  relocate  any- 
where. For  information  contact  Mr.  Kanarick.  Profes- 
sional Practice  Sales,  310  Madison  Avenue,  New  York 
City.  (212)  947-3013.  Nationwide  clearing  house  for 
selling  medical  practices.  Also,  consulting  services  avail- 
able. All  inquiries  confidential. 


FAMILY  PRACTICE,  ESTABLISHED  15  YRS.  IDEAL 
Westchester  County  community,  45  min.  to  N.Y.C.  Excel- 
lent hospital  nearby.  All  specialties  in  town.  New,  well 
equipped  office  in  professional  building.  Rare  night  and 
house  calls.  Grossing  over  $60,000.  Leaving  country. 
Will  introduce.  Available  late  1969  or  early  1970.  Box 
858,  c/t  N YSJM. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481,  Miami 
Beach,  Florida  33141. 


GENERAL  PRACTICE  FOR  SALE:  GROSS,  $70,000, 

Westchester  Sound  area,  in  10  year  old  professional  build- 
ing. Will  introduce.  Leaving  to  take  staff  position. 
Box  864,  c o NYSJM. 


PRACTICES  WANTED 


WANTED,  ACTIVE  GENERAL  PRACTICE.  RE- 
locating  doctor  seeks  successful  office  practice.  Prefers  to 
take  on  established  practice  of  busy  doctor  wanting  to  re- 
tire, but  other  successful  situations  considered.  Please 
describe  practice  and  property,  and  include  the  asking 
price  in  first  letter.  Write  in  confidence  to  Box  866,  % 
NYSJM. 


-DOCTOR’S  SUITES  — 

400  East  50th  St. 

Manhattan 

A new  40  Story  Lux.  Apt.  Bldj. 

900  Sq.  Ft. 

1.500  Sq.  Ft. 

2.500  Sq.  Ft. 

1 ,600  Sq.  Ft. 

PRIVATE  STREET  ENTRANCE 

Brokers  Protected 

Mr.  Cashvan:  759-1570 

Mr.  Evans:  759-2430 


REAL  ESTATE  FOR  SALE  OR  RENT 


AVAILABLE,  4 ROOMS,  WIRED  FOR  X-RAY; 
corner;  vicinity  Misericordia  Hospital.  Doctor’s  office 
for  41  years.  750  East  23  6th  St.  Call  (212)  FA  4-0979 


FOR  RENT:  DECEASED  DOCTOR’S  OFFICE,  COM- 
pletely  equipped,  1,142.7  sq.  ft.  Large  reception  rm.,  2 
consultation  rms.,  lab.,  nurse’s  and  receptionist’s  station, 
filing  cabinets,  electric  typewriter,  Thermo-Fax  copy  ma- 
chine, refrigerator,  air  conditioning,  carpeted  floors. 
Centrally  located,  1 block  from  one  hospital,  7 min.  drive 
to  other  hospital.  Records  intact.  Mrs.  Alfred  C.  Alessi, 
1218  Pine  Ave.,  Niagara  Falls,  N.Y.  14301. 


FOR  RENT:  SPACIOUS  SUITE,  WITH  PRIVATE 

entrance  in  large,  modern  apartment  building,  suitable  for 
any  practice  located  in  Forest  Hills  at  Continental  Avenue 
express  9top  “E”  and  “F”  trains.  Fully  air-conditioned, 
furnished  or  unfurnished,  consultation  room,  three  examin- 
ing rooms,  two  bathrooms;  and  to  share,  waiting  room, 
business  office,  laboratory.  Call:  (212)  793-1212,  or  (212) 
343-5455.  Write:  David  Leisten,  M.D.,  110  11  72nd 

Ave.,  Forest  Hills,  N.Y.  11375. 


FOR  RENT:  WELL  ESTABLISHED  OFFICE  IN 

Middle  Village.  N.Y.,  for  reasons  of  health.  General 
practice  on  Eliot  Avenue.  Call  (212)  HI  6-5535. 


OFFICE  SPACE  FOR  RENT  IN  NEW,  AIR  CONDI- 
tioned.  brick  building  with  ample  parking.  Occupancy 
December  1,  1969.  Prime  location  on  Route  304  in  Rock- 
land County.  Box  863,  c/o  NYSJM. 


OFFICE  APPROX. 

SPACE  6 7 00  Sq  Ft 

Air-conditioned ; Adjacent  to  hospital ; 
Free  Parking;  Ready  Access  to  N.Y. 
Thruway  and  Cross  County  Parkway. 

Feist  & Feist 

Realtors 

58  Park  Place,  Newark,  N.J.  07102  (201)  643-8500 
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THE  NEW  YORK  AND  BROOKLYN  COMMITTEE  ON  TRAUMA 

of 

THE  AMERICAN  COLLEGE  OF  SURGEONS 

announces 

THE  FIRST  AMERICAN  COURSE 

on 

PRINCIPLES  OF  COMPRESSION  OSTEOSYNTHESIS 
INTERNAL  SKELETAL  FIXATION 
WITH  THE  A.S.I.F.  (FORMERLY  A-O)  TECHNIQUES 

Thursday,  Friday,  and  Saturday 
March  5th,  6th,  and  7th,  1970 

Auditorium  of  Alumni  Hall 
New  York  University  Medical  Center 
550  First  Avenue,  (at  30th  Street),  New  York,  New  York  10016 

FACULTY  INCLUDES: 

Prof.  Dr.  Maurice  E.  Midler  Dr.  Lewis  D.  Anderson 

Dr.  Gottfried  Segmuller  Dr.  C.  Andrew  L.  Bassett 

Dr.  Siegfried  Weller  Dr.  Frederick  W.  Rhinelander 

Dr.  Howard  Rosen 

REGISTRATION  LIMITED 

Tuition-$l 50.00  Residents  and  House  Officers-®  100.00 

Tuition  should  accompany  letter  of  registration 
address  correspondence  to: 

Gerald  W.  Shaftan,  M.D.,  Chairman 
New  York  and  Brooklyn  Committee  on  Trauma 
450  Clarkson  Avenue,  Brooklyn,  New  York  11203 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-eight  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright,  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 

212-684-3211 


STABILITY  . . . 

SUPERVISION  . . . 
SERVICE  . . . 
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NEW  YORK  CITY  AREA 


SUNDAY,  NOVEMBER  16 

8 : 30  a.m.-2 : 00  p.m. 

Columbia  University  P & S 
Brookdale  Hospital  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

LIVER  CIRRHOSIS 

STANLEY  STARK,  M.D. 

NO  FEE  CREDIT:  C-l 


November  17,  1 969  / November  19,  1969 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

ANNUAL  SEMINAR  ON  GLAUCOMA 

A.  S.  ROSENBERG,  M.D.,  D.  KRAVITZ,  M.D.  AND 
STAFF 

Fee:  $100 

Write  Mr.  Vernon  Dressier  at  the  above  address 


MONDAY,  NOVEMBER  17 

9 : 00  a.m.-5  : 00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  1 4th  Street 

SURGERY  OF  THE  ORBIT 

JOHN  T.  SIMONTON,  M.D.,  Directing 
FEE:  $60 

Apply  to  Jane  Stark,  Registrar. 


November  17,  1 969  / November  21,  1969 
N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

CORRELATIVE  NEURORADIOLOGY 

Fee:  $150 


November  17,  1 969  and  November  24,  1969 

3 : 00  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

November  17 

Immunology  of  Sarcoidosis 

LOUIS  SILTZBACH,  M.D. 

Mount  Sinai  School  of  Medicine 
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November  24 
Influenza  1969 

EDWIN  KILBOURNE,  M.D. 
Mount  Sinai  School  of  Medicine 


November  18,  1969  and  November  25,  1969 

9 : 00-1  0 : 00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

November  1 8 

Clinicopathological  Conference 

November  25 

Gram  Negative  Bacteremia 

RANDOLPH  CHASE,  M.D. 

N.Y.U.  School  of  Medicine 


November  18,  1969  and  November  25,  1969 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

Pedia'ri c Postgraduate  Lectures 

November  1 8 

Learning  Disability  in  Children: 

A Developmental  View 

CECELIA  POLLACK,  Ph.D. 

New  York  University 

November  25 

Clinical  Pathological  Conference  at  Coney 
Island  Hospital  Room  2W1 


TUESDAY,  NOVEMBER  18 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03  rd  Street 

SPATIALITY — A CONCERN  FOR  THE 
PSYCHOANALYST 

ANTONIA  WENKART,  M.D. 

American  Institute  for  Psychoanalysis 


8 : 30  p.m. 

Columbia  University  P & S 
Psychoanalytic  Clinic  for  Training  and 
Research 

722  West  168th  Street 

SEX  DIFFERENCES  IN  THE 
BEHAVIOR  OF  YOUNG  CHILDREN 

PETER  WOLFF,  M.D. 

1 4th  Annual  Sandor  Rado  Lecturer 


1,  1969 


November  1 9,  1 969  and  November  26,  1 969 

8 : 00-10:00  a.m.,  Wednesdays 

State  University  of  New  York, 

Downstate  Medical  Center 
Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

INTERNAL  MEDICINE  FOR 
COMMUNITY  PHYSICIANS 

November  1 9 

Diagnostic  Approaches  to  Disorders  of 
the  Thyroid  Gland 

November  26 

Modern  Treatment  of  the  Asthmatic 
Patient 

NO  FEE  CREDIT:  C-l 


November  19,  1969  / November  2 1,  1969 

Full  time 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

COMPREHENSIVE  HEALTH  PLANNING 

FEE:  $75 


WEDNESDAY,  NOVEMBER  19 

9 : 00  a.m.-5 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

ENUCLEATION  AND  EVISCERATION 

JOHN  R.  FINLAY,  M.D.,  Directing 
FEE:  $50 

November  19,  20,  26,  and  December  3,  4, 

10,  11,  17,  1969  — Eight  Days 

12:00  noon-1  : 00  p.m. 

Columbia  University  P & S 
Columbia  Presbyterian  Medical  Center 

CLINICAL  ELECTROCARDIOGRAPHY 

M.  IRENE  FERRER,  M.D. 

FEE:  $150  CREDIT:  C-l 

WEDNESDAY,  NOVEMBER  19 

3: 30-4:30  p.m. 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  1 4th  Street 

ADVANCES  IN  OCULAR  PROSTHESES 

Mr.  Vincent  C.  Giglio 

Plastic  Eye  and  Restoration  Clinic 

FEE:  $25 


8 : 00  p.m. 

The  New  York  Section  of  the 
American  Urological  Association  with 
The  New  York  Academy  of  Medicine,  Section 
on  Urology 
Yale  Club 

44th  Street  and  Vanderbilt  Avenue 

LOWER  URINARY  TRACT 
RECONSTRUCTION  AND  THE 
SPHINCTER  MECHANISM 

RICHARD  T.  TURNER  WARWICK,  F.R.C.S. 

The  Middlesex  Hospital,  London,  England 

Ditcussontt: 

VICTOR  F.  MARSHALL,  M.D. 

The  New  York  Hospital 
KEITH  WATERHOUSE,  M.D. 

Downstate  Medical  Center 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Otolaryngology 

2 East  1 03rd  Street 

RESIDENT’S  PROGRAM 


THURSDAY,  NOVEMBER  20 
American  Cancer  Society,  New  York  City 
Division 

The  Hotel  Biltmore 

Madison  Avenue  at  43rd  Street 

REHABILITATION  AND  CANCER- 
SYMPOSIUM 

Contact:  Mrs.  Beatrice  Joyce,  Dir.  of  Patient  Services, 
44  East  53rd  Street,  New  York,  N.Y.  10022.  Tel. 
PL  9-3500. 

CREDIT:  C-l 


November  20,  1969  / November  22,  1969 

9 : 00  a.m.-5 : 00  p.m.,  Thursday  & Friday 
9 : 00  a.m.-2 : 00  p.m.,  Saturday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

GLAUCOMA 

JOSEPH  H.  KRUG,  M.D.,  Directing 
FEE:  $150 

Note:  "Tonography  and  Applanation  Tonometry" 

(offered  from  9:00  a.m.-l  2 noon,  Saturday)  may  be 
taken  as  a separate  unit.  Tuition  $20. 

Note:  "Gonioscopy  (offered  from  1:00-2:00  p.m., 
Saturday)  may  be  taken  as  a separate  unit.  Tuition 
$20. 

Contact  Miss  Jane  Stark,  Registrar. 
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THURSDAY,  NOVEMBER  20 

3 : 30-5 : 00  p.m. 

The  Boulevard  Hospital 
46-04  31  st  Avenue 

Long  Island  City 
Endocrinology 

AMENORRHEA 

HERBERT  SPENCER  KUPPERMAN,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-l 


8 : 30  p.m. 

The  Brooklyn  Psychiatric  Society 
Brooklyn  State  Hospital  Auditorium 

681  Clarkson  Avenue 
Brooklyn 

A PSYCHIATRIST  LOOKS  AT  SEX 

MARCEL  HEIMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


9:00-10:30  p.m. 

The  Bronx-Lebanon  Hospital  Center 

1 650  Grand  Concourse 
Bronx 

Cancer  Education  in  a Community  Hospital 

ENDOCRINE  CANCER 
Thyroid  and  Pituitary 

HERBERT  GERSHBERG,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-l 


MONDAY,  NOVEMBER  24 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  1 03rd  Street 

1 . Ocular  Toxoplasmosis,  Variations  and 
Therapy 

DAVID  L.  KNOX,  M.D. 

The  Johns  Hopkins  University 

2.  Treatment  of  Sickle  Cell  Retinopathy 

MORTON  F.  GOLDBERG,  M.D. 

The  Johns  Hopkins  University 

3.  The  John  McLean  Memorial  Lecture 
Optic  Nerve  Involvement  in  Sefected 
Orbital  and  Intracranial  Tumors 

FRANK  B.  WALSH,  M.D. 

The  Johns  Hopkins  University 


November  24,  1969  / November  26,  1969 

The  New  York  Academy  of  Sciences 
Waldorf-Astoria  Hotel 

Park  Avenue  at  49th  Street 

DOWN’S  SYNDROME  (MONGOLISM) 

VIRGINIA  APGAR,  M.D. 

The  National  Foundation 
Co-Chairman: 

ROBERT  E.  COOKE,  M.D. 

Johns  Hopkins  University 


ALBANY  AREA 


8 : 45  a.m.  Registration 

Albany  Medical  College 
Department  of  Postgraduate  Medicine 

Huyck  Auditorium 

RECENT  ADVANCES  IN  VIRAL 
HEPATITIS 

A Teaching  Day  in  Gastroenterology 

1.  The  Epidemiology  of  Hepatitis 

THOMAS  C.  CHALMERS,  M.D. 

United  States  Veterans  Administration 

2.  The  Pathology  of  Hepatitis 

FENTON  SCHAFFNER,  M.D. 

Mount  Sinai  School  of  Medicine 

3.  Presentation  of  Selected  Cases  and 
Panel  Discussion 

JOHN  A.  BALINT,  M.B. 

Albany  Medical  College 

4.  The  Treatment  of  Hepatitis 

CHARLES  TREY,  M.B. 

Harvard  Medical  School 

5.  Presentation  of  Selected  Cases  and 
Panel  Discussion 

JOHN  A.  BALINT,  M.B.,  Moderator 

Panelists: 

The  above  speakers  and 
JOHN  B.  RODGERS,  M.D. 

FEE:  $20  CREDIT:  C-l 

Contact:  Department  of  Postgraduate  Med'cine,  Albany 
Medical  College,  47  New  Scotland  Avenue,  Albany, 
N.Y.  1 2208. 


Preliminary  Teaching  Day  Schedule  1969-70 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

November  20,  1969 

Gastroenterology-Hepatitis 
December  4,  1969 
Thoracic  Surgery 
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December  11,  1969 
Office  Pediatrics 
January  8,  1970 
Genetics 

January  15,  1970 
January  22, 1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
I February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
I March  12,  1970 

Pulmonary  Diseases 
! March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 


JOHNSON  CITY 


THURSDAY,  NOVEMBER  20 

11:00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Basic  Science  Seminar 

Conducted  by  Upstate  Medical  Center 

AMINO  ACID  METABOLISM 

WILFRED  WESTERFELD,  M.D. 

Deportment  of  Biochemistry 

CREDIT:  C-1 


NASSAU  COUNTY 


WEDNESDAY,  NOVEMBER  19 

8 : 00  a.m. 

Mercy  Hospital 
North  Village  Avenue 

Rockville  Centre 
Surgical  Conference 

INGUINAL  HERNIORRHORAPHY 

THURSTON  L GAINES,  M.D. 


ALBANY  FUTURE  EVENTS  NEWBURGH 


January  5,  1970  / for  17  days 

The  Albany  Medical  College  of  Union  University 

ELEVENTH  POSTGRADUATE 
MEDICAL  SEMINAR  CRUISE 

CREDIT:  C-1 


BUFFALO  AREA 


November  20,  1969  and  November  2 1,  1969 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Sisters’  Hospital 

INTENSIVE  CORONARY  CARE 

Sponsored  by  Regional  Medical  Program 
CREDIT:  C-1 


November  5,  1 969  / November  1 9,  1 969 

1 :30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 

Newburgh 

Graduate  Seminar  Program  for  November 

November  5 

Viral,  Alcoholic  and  Drug  Hepatitis 

FENTON  SCHAFFNER,  M.D. 

Mount  Sinai  School  of  Medicine 

November  12 

Chemotherapy  in  Malignant  and  Other 

Diseases 

BURTON  LEE,  III,  M.D. 

Memorial  Hospital  Center,  N.Y.C. 

November  19 

Problems  in  Organ  Transplantation 

MAN  HEI  SHIU,  M.D. 

Memorial  Hospital  Center,  N.Y.C. 

CREDIT:  C-1 
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SYRACUSE  AREA 


THURSDAY,  NOVEMBER  20 

8 : 00  a.m. 

Upstate  Medical  Center 
Department  of  Urology 

750  E.  Adams  Street,  Room  6500 
Syracuse 

MORBIDITY  AND  MORTALITY 


WESTCHESTER  COUNTY 


THURSDAY,  NOVEMBER  20 

9 : 00  a.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  C 
Medical  Education  Building 
Valhalla 

PREVENTION  OF  THROMBOEMBOLIC 
DISEASE 

J.  G.  SHARNOFF,  M.D. 

Mount  Vernon  Hospital 

CREDIT:  C-l 


WEDNESDAY,  NOVEMBER  26 

5 : 00  p.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  A 
Medical  Education  Building 
Valhalla 

CLINICAL  USE  OF  MUSCLE 
RELAXANTS 

RONALD  L.  KATZ,  M.D. 

Columbia  University  P & S 

CREDIT:  C-1 


RADIO  FOR  ALBANY 
AND  CANTON  AREAS 


November  17,  1969  / November  28,  1969 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for  Physi- 
cians 

Station  WAMC-FM  (Albany)  90.3  mhz. 

Station  WSLU-FM  (Canton)  96.7  mhz. 

November  17  and  20 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 


November  18,  19  and  21 
Children  in  Hospitals 

Quentin  Rae-Grant,  M.B.,  Ch.B.,  D.P.M.,  C.R.C.P.  (C) 
James  J.  VonLeeuwen,  M.D.,  D.  Psych.,  C.R.C.P.  (C) 
University  of  Toronto 

November  24 

Manifestations  of  Bone  Marrow  Injury 

William  Dameshek,  M.D. 

Mt.  Sinai  School  of  Medicine 

November  25,  26  and  28 

Recognition,  Study  and  Handling  of  the 
Potential  CVA  Patient 

Kevin  D.  Barron,  M.D. 

Eugene  D.  Means,  M.D. 

Cesar  Mayo,  M.D. 

Albany  Medical  College 

C-l  Credit  will  be  given  if  attendance  is  taken 


RADIO  IN  NEW  YORK  CITY  AREA 


November  17,  1 969  and  November  24,  1969 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for 
Physicians 

Station  WRVR-FM  106.7  mhz. 

November  17 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 

November  24 

Manifestations  of  Bone  Marrow  Injury 

William  Dameshek,  M.D. 

Mt.  Sinai  School  of  Medicine 

C-l  Credit  will  be  given  if  attendance  is  taken 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


BROOKHAVEN,  N.Y.,  Suffolk  County.  Emergency  Room 
Physicians  for  1 50  bed  general  hospital  on  Long  Island, 
one  hour  from  New  York  City.  Must  have  New  York 
License.  Full  time  five  day  week. 

CONTACT:  Administrator,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue,  New  York  11772. 
Tel.  (51  6)  475-5000. 


BRONX,  N.Y.  Assistant  Attending  Physicians  with  the 
possibility  of  some  private  practice.  Must  be  New 
York  licensed  or  eligible  and  be  Board  Eligible  or 
Certified.  Full  time  or  permanent  part-time. 

CONTACT:  GEORGE  A.  CAU,  Personnel  Officer,  St. 

Barnabas  Hospital,  Third  Avenue  Between  181st  and 
183rd  Streets,  Bronx,  N.Y.  10457.  Tel.  (212)  295- 
2000.  Ext.  496. 


2828  New  York  Slate  Journal  of  Medicine  / November  1,  1969 

WGO-6 


Rx 


Valium  (diazepam)  t.i.d.  and  h.s. 

M.A.  (in  Communications)  ...TV  (director,  late  night 
variety  show)... symbols  that  may  add  up  to  a life  of  constant 
and  continuing  pressures.  Split-second  timing,  on-the-spot 
decision  making,  the  ever-present  risk  of  slip-ups  with  poten- 
tially serious  consequences.  All  these  may  lead  to  psychic 
tension  and  even  with  no  demonstrable  pathology  — to 
disturbing  cardiovascular  symptoms.  For  this  kind  of  patient, 
there  are  good  reasons  for  considering  Valium  (diazepam): 

(1.)  Valium  possesses  a pronounced  calming  effect  that  can 
help  relieve  psychic  tension  and  resultant  somatic  symptoms 
— within  the  first  day  for  some  patients. 

(2.)  Valium  is  useful  in  relief  of  psychic  tension  with  associated 
depressive  symptoms. 

(3.)  Valium  may  also  ease  psychic  tension-induced  insomnia. 
An  h.s.  dose  (added  to  the  t.i.d.  schedule)  can  help  provide 
sufficient  relaxation  to  encourage  sleep. 

(4.)  Valium  is  generally  well  tolerated.  And,  in  proper  mainte- 
nance dosage,  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 

Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctivelv  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiS-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions : If  combined  with  other  psvchotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium 


2-mg,  5-mg,  10-mg  tablets 
to  help  relieve  psychic  tension 
and  resultant  somatic  symptoms 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


* 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  “procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”. ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 

I reduces  the  appetite.  Doesn't  kill  it.  Weight 

loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis.and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fortjiave  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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soothing 
relit 
hair-raisi 
cough 


EXPECTORANT 

Each  ftuidounce  contains:  80  mg.  Benadryl s (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride ; 5 grains' 
sodium  citrate;  2 grains  chloroform;  1 i 10  grain  menthol;  and  5°;o  alc> 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  expectorant  tends  to  inhibit  cough  reft 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleas: 
raspberry  flavor  makes  BENYLIN  expectorant  easy  to  take. 
precautions:  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-eontaining  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed  * 
with  caution  because  of  possible  additive  effect.  Diphenhydramine  . 
has  an  atropine-like  action  which  should  be  considered  when  pre-  M 
scribing  BENYLIN  EXPECTORANT. 

ADVERSE  reactions:  Side  reactions  may  affect  the  nervous,  gastrn  , 
intestinal,  and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 
packaging  : Bottles  of  4 oi.,  16  oz.,  and  1 gal. 

Parke,  Davis  &,  Company,  Detroit,  Michigan  48232 
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now 
he  can 
cope*** 


thanks  to 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity 
to  barbiturates.' 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (J4  gr.)  to  30  mg.  gr.) 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

04  gr.),  30  mg.  (34  gt.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  04  gr.),  30  mg.  (J4  gr.). 


( McNEIL ) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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1 WV- 


if  cough 
serves  no  useful 
purpose 


Tussionex 

{Resin  complexes  of  Hydrocodone  and  Phenyl(oloxamine) 


. . . it  works 

(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 


♦dosage:  Adults:  1 teaspoonful  (5cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1 /4  teaspoonful  every  1 2 hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  of  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 
official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  &Tiernan  Inc.,  Rochester,  N Y.  14623 


Medical  Meetings 


Symposium  on  podiatry  and  orthopedics 
in  dermatology 

A symposium  on  “Podiatry  and  Orthopedics 
in  Dermatology”  sponsored  by  the  Dermatologic 
Society  of  Greater  New  York,  is  to  be  held  on 
November  20,  at  8:00  p.m.,  at  the  New  York 
Academy  of  Dermatology,  103rd  Street  and 
Fifth  Avenue,  New  York  City. 

The  moderator  of  the  program  is  Richard  C. 
Gibbs,  M.D. 

The  program  will  feature  the  following  topics 
and  speakers: 

“The  Porokeratotic  Lesion  A Newcomer 
to  Dermatology,  Old  Hat  to  Podiatry,”  Marvin 
Steinberg,  D.P.,  Jewish  Memorial  Hospital; 
“Corns  and  Calluses,  Their  Corny  and  Callous 
Truths,  ” Myron  Boxer,  D.P.,  Beth  Israel 
Medical  Center;  “Podiatric  Therapy  for  Warts 
for  Dermatologic  Worry  Warts,”  Raymond 
Locke,  D.P.,  Riverdell  Hospital,  Oradell,  New 
Jersey;  and  “An  Orthopedist  Views  the  Skin 
of  the  Feet,”  Ralph  Lusskin,  M.D.,  New  York 
University  School  of  Medicine. 


Postgraduate  course  in  ophthalmology 

The  annual  conference  of  the  Cleveland  Clinic 
Ophthalmology  Department  will  be  held  on 
December  10  and  11,  in  Cleveland,  Ohio.  The 
program  on  “Concepts  in  Diagnosis  and  Man- 
agement of  Diseases  of  Vitreous,  Retina,  and 
Choroid”  will  feature  the  following  speakers: 
Victor  T.  Cui'tin,  M.D.,  Miami,  Florida; 
Matthew  Davis,  M.D.,  Madison,  Wisconsin; 
William  S.  Hagler,  M.D.,  Atlanta,  Georgia; 
and  J.  Donald  M.  Cass,  M.D.,  Miami,  Florida. 

For  further  information  write  to:  Director 

of  Education,  The  Cleveland  Clinic  Educational 
Foundation,  2020  East  93rd  Street,  Cleveland, 
Ohio  44106. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Postgraduate  assembly  in  anesthesiology 
to  be  held 

The  twenty-third  annual  Postgraduate  As- 
sembly in  Anesthesiology,  sponsored  by  the  New 
York  State  Society  of  Anesthesiologists,  will  be 
held  on  December  15  through  17,  at  the  New 
York  Hilton  Hotel. 

The  program  will  feature  panel  discussions 
on  reappraisal  of  shock,  obstetrical  anesthesia 
(the  fetus  in  distress),  problems  associated  with 
anesthetic  and  inhalational  equipment,  and 
adverse  drug  reaction;  lectures  on  other  topics 
of  interest  and  significance;  a program  at 
which  residents  will  report  on  research  projects; 
and  television  refresher  courses  that  will  be 
presented  continuously  during  the  three-day 
meeting. 

The  panel  chairmen  will  be  Louis  R.  Orkin, 
M.D.,  professor  and  chairman,  Department  of 
Anesthesiology,  Albert  Einstein  College  of 
Medicine;  Frederick  W.  Hehre,  M.D.,  as- 
sociate professor  of  anesthesiology,  Yale  Uni- 
versity School  of  Medicine;  Eugene  L.  Nagel, 
M.D.,  clinical  director  of  the  anesthesiology 
service,  Jackson  Memorial  Hospital,  Miami, 
Florida;  and  Walter  Modell,  M.D.,  professor 
of  pharmacology,  Cornell  University  Medical 
College. 

Use  of  radioactive  isotopes  topic  of  course 

The  division  of  nuclear  medicine  of  the 
Queens  Hospital  Medical  Center  is  sponsoring  a 
four-month,  ninety-hour  course  in  “Medical 
Uses  of  Radioactive  Isotopes,”  on  February  3 
through  May  26,  1970.  The  weekly,  five-hour 
sessions  will  cover  lectures,  laboratory  exercises, 
and  clinical  management  of  patients.  The  fee  is 
$275. 

For  further  information  and  registration  con- 
tact: Lawrence  Silver,  M.D.,  Division  of 

Nuclear  Medicine,  The  Long  Island  Jewish 
Hospital/Queens  Hospital  Center  Affiliation, 
82-64  164th  Street,  Jamaica,  New  York  11432. 


( 


2838  New  York  State  Journal  of  Medicine  / November  15,  1969 


Companion  building  to  future  headquarters  at  Lake  Success,  New  York 

i64th  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  — STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  City 


iighlights  . . . General  Sessions:  Man  and  His  Environment;  Cardiovascular  Diseases; 
Ifections:  Viral,  Bacteriologic,  Parisitic;  Oncology 

l 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 
President’s  Reception  and  Dinner  Dance*  Scientific  and  Technical  Exhibits* Scientific  Motion  Pictures. 


omplete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 


Please  make  reservations  tor 

persons 

NAME(S) 


Address 

City State 

Arrive:  Date AT. 


Zip 


A.M. 

P.M. 


(Reservations  held  only  until  6 00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date  ... 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581  1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 
SINGLE  BEDROOM 


□ $20.00 
□ $28.00 


□ $22.00 
□ $30.00 


□ $24.00 

□ $32.00 


□ $26.00 
□ $34.00 


TWIN  OR  DOUBLE-BEDDED  ROOMS  FOR  TWO 

□ $26.00  □ $28.00  □ $30.00  □ $32.00 

□ $34.00  □ $36.00  □ $38.00  □ $40.00  (twin) 

STUDIO  ROOMS  FOR  ONE 

□ $26.00  □ $28.00  □ $30.00  □ $32.00 

□ $34.00 

STUDIO  ROOMS  FOR  TWO 

□ $30.00  □ $32.00  □ $34.00  □ $36.00 

□ $38.00  □ $40.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00  □ $60.00  O $65.00  □ $70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00  □ $86.00  □ $90.00  □ $105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  your 
convention. 
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Books  Received 


The  following  hooks  were  received  during  the  month  of  September,  1969.* 


Diseases  of  the  Chest.  By  H.  Corwin 
Hinshaw,  M.D.  Third  edition.  Quarto  of  799 
pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1969.  Cloth,  $25. 

Textbook  of  Pediatrics.  Edited  by  Waldo  E. 
Nelson,  M.D.  Associate  Editors,  Victor  C. 
Vaughan,  III,  M.D.,  and  R.  James  McKay, 
M.D.  Ninth  edition.  Quarto  of  1,589  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1969.  Cloth,  $21.50. 

Pharmacology  and  Therapeutics.  By  Ruth 
D.  Musser,  M.S.,  and  John  J.  O’Neill,  Ph.D. 
Fourth  edition.  Octavo  of  1,033  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Cloth,  $10.95. 

Bedside  Diagnostic  Examination.  By  El- 
mer L.  DeGowin,  M.D.,  and  Richard  L.  De- 
Gowin,  M.D.  Second  edition.  Duodecimo  of 
923  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1969.  Fabrikoid,  $9.95. 

Pharmacological,  Convulsive  and  Other 
Somatic  Treatments  in  Psychiatry.  By 

Lothar  B.  Kalinowsky,  M.D.,  and  Hanns  Hip- 
pius,  M.D.  Quarto  of  470  pages.  New  York, 
Grune  & Stratton,  1969.  Cloth,  $14.75. 

Medical  Complications  During  Pregnancy. 

By  Douglas  M.  Haynes,  M.D.  Octavo  of  685 
pages,  illustrated.  New  York,  McGraw-Hill 
Book  Company,  1969.  Cloth,  $19.50. 

Law  and  Surgical  Team.  By  Carl  Erwin 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Wasmuth,  M.D.,  and  Carl  Erwin  Wasmuth,  Jr., 
LL.B.  Octavo  of  414  pages.  Baltimore,  The 
Williams  & Wilkins  Co.,  1969.  Cloth,  $13.50. 

Review  of  Biochemistry.  By  Nathan  H. 
Sloane,  Ph.D.,  and  J.  Lyndal  York,  Ph.D. 
Quarto  of  278  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1969.  Cloth,  $9.00. 

Antimicrobial  Agents  and  Chemotherapy — 

1968.  Edited  by  Gladys  L.  Hobby.  Quarto  of 
556  pages,  illustrated.  Bethesda,  Md.,  Amer- 
ican Society  for  Microbiology,  1969.  Cloth, 
$15. 

Annals  of  The  New  York  Academy  of 
Sciences.  Volume  159,  Art.  2,  July  22, 

1969.  Research  in  the  Experimental  and 
Clinical  Aspects  of  Brain  Tumors.  Con- 
sulting Editor,  Labe  C.  Scheinberg.  Octavo  of 
285  pages,  illustrated.  New  York,  The  New 
York  Academy  of  Sciences,  1969.  Paper,  $17. 

The  Medical  Clinics  of  North  America. 
Volume  53,  Number  5,  September,  1969. 

I.  Problems  in  Reproduction  and  Sexual 
Adjustment.  F.  Jackson  Stoddard,  M.D., 
and  Warren  H.  Pearse,  M.D.,  Guest  Editors. 

II.  Common  Eye  Disorders  and  Injuries. 
Arthur  H.  Keeney,  M.D.,  Guest  Editor. 
Octavo.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Published  Bi-Monthly  (six  num- 
bers a year).  Boards,  $21.  per  year. 

Modern  Treatment.  Volume  6,  Number  4, 
July,  1969.  Psychiatry  in  Medical  Practice. 

Guest  Editors,  Ephraim  T.  Lisansky,  M.D.,  and 
Bernard  R.  Shochet,  M.D.  Octavo.  Illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1969.  Published 
Bi-Monthly  (six  numbers  a year).  Paper,  $16. 
per  year. 
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Patient 

comfort 


concern. 

Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach's  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experience 

□ Even  many  previously  intractable  cases  have  been  4F 
successfully  treated  with  SENOKOT  preparations 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination  . 

Dosage:  (preferably  at  bedtime)— Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  ioo  tablets.  Purdue  Frederick 

The  Purdue  Frederick  Company  Yonkers.  New  York  10701 


Senokot  Tablets 


(standardized  senna  concentrate) 


C COPYRIGHT  1969,  THE  PUROUE  FREDERICK  COMPANY  368S9 
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Book  Notes 


The  Clinical  Approach  to  the  Patient.  By 

William  L.  Morgan,  Jr.,  M.D.,  and  George  L. 
Engle,  M.D.  Octavo  of  314  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $9.75. 

This  is  not  a textbook  of  physical  diagnosis  in 
the  traditional  sense.  It  is  a book  designed  to 
guide  the  beginning  student  in  the  steps  used  to 
acquire,  analyze,  and  report  clinical  data  de- 
rived from  the  patient.  The  procedures  de- 
scribed are  the  basic  clinical  skills  the  medical 
student  is  called  on  to  use  daily  in  the  course  of 
his  work  with  patients.  Facility  and  efficiency 
in  the  execution  of  these  procedures  are  the  hall- 
mark of  an  effective  clinician,  a goal  to  which, 
the  authors  feel,  every  student  should  aspire. 

The  New  Management  of  Stable  Adult 
Diabetes.  Edited  by  Charles  Weller,  M.D. 
Octavo  of  162  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1969.  Cloth,  $6.75. 

The  objective  of  this  handbook  is  to  bring  to- 
gether and  interpret,  in  terms  of  clinical  signifi- 
cance, the  pertinent  knowledge  gained  from  re- 
search discoveries  of  the  past  few  years.  It  is 
intended  that  this  newer  knowledge  be  brought 
together  by  the  contributing  authors  and  pre- 
sented in  a useful  form  for  the  average  practicing 
clinician,  so  that  these  newer  concepts  may  be 
applied  in  everyday  practice.  Figures  and 
tables  have  been  used,  and  most  chapters  contain 
summaries  of  their  important  conclusions. 
Pertinent  selected  references  have  been  included. 

Side  Effects  of  Drugs.  A Survey  of  Un- 
wanted Effects  of  Drugs  Reported  in 
1965-1967.  Volume  VI.  Edited  by  L.  Mye- 
ler  and  A.  Herxheimer.  Quarto  of  561  pages. 
Baltimore,  The  Williams  & Wilkins  Company, 
and  Amsterdam,  Excerpta  Medica  Foundation, 
1968.  Cloth,  $27.50. 

In  this  new  edition,  the  structure  of  the  chapters 
has  changed  little  compared  with  previous 
editions.  For  the  first  time,  many  chapters 
incorporate  the  most  important  points  from 
previous  editions  thus  putting  the  most  recent 
reports  into  better  perspective.  Lists  of  syn- 
onyms of  drugs  names  have  been  omitted; 
international  non  proprietary  names  (INN)  or 
nationally  approved  generic  names  have  been 
used  wherever  possible.  The  index  has  been 
expanded  to  include  the  most  important  un- 
wanted effects,  with  a reference  to  the  drugs 
concerned. 

Science  and  Psychoanalysis.  Volume  XIV. 


Childhood  and  Adolescence.  Edited  by 
Jules  H.  Masserman,  M.D.  Octavo  of  258 
pages.  New  York,  Grune  & Stratton,  1969. 
Cloth,  $12.75. 

This  volume  contains  30  essays  which  reappraise 
the  historical,  ethnic,  etiologic,  social,  and  ther- 
apeutic issues  involved  in  child  psychiatry. 

Teaching  Psychotherapy  of  Psychotic  Pa- 
tients. By  Elvin  V.  Semrad,  M.D.  Edited 
by  David  Van  Buskirk,  M.D.  Octavo  of  122 
pages.  New  York,  Grune  & Stratton,  1969. 
Cloth,  $5.75. 

This  monograph  is  an  attempt  to  explore  the 
problems  encountered  by  the  beginning  psychi- 
atric resident  and  the  importance  of  supervision 
in  the  resolution  of  these  problems.  It  is  the 
product  of  a small  workshop  consisting  of  four 
young  doctors  and  one  senior  supervisor,  which 
has  been  meeting  over  a period  of  four  years. 
At  these  meetings  there  has  been  an  exchange  of 
illustrative  experiences.  As  a result,  there  has 
emerged  a clearer  understanding  of  the  super- 
visory process  and  its  impact  on  professional 
growth.  The  concept  of  empathy  and  the  nature 
of  interpersonal  needs  have  been  found  to  be 
very  important  in  many  aspects  of  the  work  and 
training  of  the  psychodynamic  psychiatrist. 

Basic  Clinical  Parasitology.  By  Harold  W. 
Brown,  M.D.  Third  edition.  Quarto  of  345 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1969.  Cloth,  $9.50. 

This  edition  has  been  extensively  revised  and  re- 
written to  include  recent  important  additions  to 
knowledge.  The  needs  of  medicine  have  dic- 
tated the  selection  of  subject  matter  and  the 
placing  of  emphasis  on  the  medical  aspects  of 
parasitology  such  as  pathology,  symptomatol- 
ogy, diagnosis,  and  prevention.  Therefore,  dis- 
cussion of  the  morphologic  and  biologic  char- 
acteristics of  the  various  parasites  has  been  re- 
stricted to  those  that  are  essential  for  diagnosis. 

Management  of  the  Injured  Patient.  Ed- 
ited by  William  S.  Blakemore,  M.D.,  and 
William  T.  Fitts,  Jr.,  M.D.  Quarto  of  370 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1969. 
Cloth,  $14.50. 

This  book,  the  third  volume  of  Current  Perspec- 
tives in  Surgery,  presents  discussions  on  the 
management  of  patients  with  traumatic  in- 

continued  on  page  2844 
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Give  your  patients 

rest  from  pain  Empirin  Compound 

with  Codeine 
Phosphate  gr.  1/2,  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — 
May  be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi, 
Caffeine  gr.  Vi. 

B.W.  & Co.  narcotic  products  are  Class  "B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law'  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Cu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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because 

relief 


means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  "wonder  drug”  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 

URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  ...5.4  mg. 

Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  . . 40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom 
mended  daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


PCDNAL 


C M I C A O O. 


/ MANUFACTURERS 
' OF  URICEUTICAL* 
SPECIALTIES 


juries.  The  volume  is  divided  into  five  sections. 
Two  are  concerned  with  injuries  to  bones  and 
soft  tissues,  a third  with  athletic  injuries,  an- 
other on  burns,  and  the  last  with  multiple  in- 
juries. No  attempt  has  been  made  to  cover  all 
aspects  of  trauma,  but  the  problems  selected  for 
presentation  are  discussed  with  emphasis  on  the 
recent  advances  in  treatment. 


An  Introduction  to  Child  Psychiatry.  By 

Stella  Chess,  M.D.  Second  edition.  Octavo 
of  263  pages.  New  York,  Grune  & Stratton, 
1969.  Cloth,  $6.75. 

This  edition  more  than  updates  the  first,  which 
appeared  ten  years  ago.  It  also  reflects  a dif- 
ferent approach  to  the  material,  and  each  chap- 
ter has  undergone  substantial  rewriting.  Much 
that  is  presented  about  diagnosis  and  treatment 
is  directed  toward  students  of  psychiatry,  who 
are  making  their  first  excursions  into  the  realm 
of  human  behavior  from  infancy  through  adoles- 
cence. However,  the  author  has  tried  to  discuss 
each  topic  in  a manner  that  would  be  under- 
standable to  all  who  are  professionally  involved 
in  the  care  of  children  with  disturbances  in 
mental  or  emotional  functioning. 

Physiology  of  Spinal  Anesthesia.  By 

Nicholas  M.  Greene,  M.D.  Second  edition. 
Octavo  of  243  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.,  1969.  Cloth, 
$9.75. 

The  purpose  of  the  present  edition  is  to  review 
and  analyze  the  new  material  which  has  accumu- 
lated since  the  first  edition  and  to  reevaluate 
older  information  and  concepts.  As  before, 
emphasis  has  not  been  placed  on  how  or  when  to 
administer  a spinal  anesthesia,  nor  on  how  to 
manage  a patient  during  spinal  anesthesia.  In 
the  author’s  opinion,  these  inevitably  follow 
clear  understanding  of  what  spinal  anesthesia 
does. 


Medical  Department,  United  States  Army. 
Internal  Medicine  in  World  War  II.  Vol- 
ume III — Infectious  Diseases  in  General 
Medicine.  Editor  in  Chief,  Colonel  Robert  S. 
Anderson,  MC,  USA.  Editor  for  Internal 
Medicine,  W.  Paul  Havens,  Jr.,  M.D.  Octavo 
of  778  pages,  illustrated.  Washington,  D.C., 
Office  of  the  Surgeon  General,  Department  of 
the  Army,  1968.  Cloth,  $8.25. 

This  volume  is  the  last  in  the  medical  series  re- 
porting on  the  experience  of  the  U.S.  Army 
Medical  Department  with  internal  medicine  in 
World  War  II.  The  first  of  these,  published  in 
1962,  dealt  with  the  activities  of  consultants  in 
medicine  in  all  parts  of  the  world.  The  second 
(1963)  contained  an  account  of  the  infectious 
diseases  encountered  in  a global  war.  This 
final  volume  continues  the  account  of  infectious 
diseases  and  considers  various  aspects  of  other 
internal  medicine  problems. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully  — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

feminine  mlfnte  960  mn  . nminnnhvlline  19S  mn  ) 
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Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,' 4 broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9-" 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topicol  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  ore  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
fravaginally  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  - Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L . : J.  Miss.  M. A.  8:529, 
1967.  2.  Porter,  P S.,  and  Lyle,  J.  S.:  Arch. 
Dermot.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H. : Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196  731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  AM. A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T A.:  Med.  Ann.  D.C.  37. 358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


rDC  A A A (ominacrine  hydrochloride  0.2%,  sulfanilamide 
LKCA/V'  15.0%,  allantoin  2.0%) 

SUPPOSITORIES  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 


Medical  News 


Myocardial  revascularization 
subject  of  study 

Physicians  are  requested  to  refer  patients  for 
a study  of  the  efficacy  of  myocardial  revasculari- 
zation in  the  treatment  of  coronary  artery 
disease  being  conducted  by  the  National  Heart 
Institute  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Patients  under  sixty  years  of  age  with  severe 
angina  pectoris  will  be  considered.  Each 
patient  will  have  a complete  diagnostic  evalua- 
tion, including  cardiac  catheterization  and 
coronary  angiographic  studies.  If  indicated, 
operative  intervention  will  then  be  offered. 

Physicians  interested  in  referring  patients  may 
contact:  Stephen  Epstein,  M.D.,  Clinical 

Center,  Room  7B-15,  National  Institutes  of 
Health.  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  496-5817,  area  code  301. 

Cancer  detection  training  program  offered 

The  Central  New  York  Regional  Medical 
Program  will  sponsor  a new  project  designed  to 
teach  physicians  sigmoidoscopy,  a technic  used 
for  detection  of  cancer  of  the  colon  and  rectum. 
Intensified  courses  in  sigmoidoscopic  examina- 
tions will  be  offered  to  physicians  throughout  the 
region  and  other  areas  of  the  State,  if  interest  is 
shown.  Consultation  for  physicians  in  their 
offices  is  also  provided. 

Richard  H.  Lyons,  M.D.,  director  of  the  pro- 
gram, said,  “It  is  essential  that  every  doctor’s 
office  be  a cancer  detection  center  and  that 
sigmoidoscopic  examination  be  made  a part  of 
routine  initial  and  periodic  complete  physical 
examination  on  patients  over  forty  years  of 
age.” 

Center  for  histocompatibility 
typing  established 

A new  Human  Histocompatibility  Typing 
Center  to  facilitate  transplantation  of  organs 
and  matched-blood  components  to  patients  with 
cancer  was  recently  established  at  the  National 
Cancer  Institute  of  the  National  Institutes  of 
Health,  Bethesda,  Maryland. 

The  center  analyzes  tissue  samples  and  in- 
formation on  types  of  tissue  is  stored  in  com- 
puters so  that  it  will  be  possible  to  locate  com- 
patible donors  whenever  patients  at  National 
Cancer  Institute  require  white  blood  cell  or 
blood  platelet  transfusions  or  bone  marrow 
transplants.  By  facilitating  the  testing  of  cell 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


fractions,  the  center  will  also  open  the  way  to 
large-scale  preparation  of  special  proteins  called 
transplantation  antigens,  which,  in  the  future, 
may  be  administered  to  permit  effective  trans- 
plantation of  unmatched  tissue  and  organs.  1 

It  is  anticipated  that  further  advances  in 
the  immunotherapy  of  cancer  in  human  beings 
will  be  made  by  research  at  this  new  center. 

St.  Charles  orthopedic  unit  now  at 
Mary  Immaculate  Hospital 

St.  Charles  Orthopedic  Hospital,  orthopedic 
division  of  the  Catholic  Medical  Center  of 
Brooklyn  and  Queens,  has  been  transferred  to 
Mary  Immaculate  Hospital,  Jamaica.  This 
will  give  the  orthopedic  unit  the  benefits  of  a 
wide  range  of  medical,  surgical,  and  pediatric 
services  and  facilities.  The  residency  program 
in  pediatric  orthopedic  surgery  will  be  continued 
at  Mary  Immaculate  Hospital  under  the  direc- 
tion of  Frank  Vaccarino,  M.D. 

American  Board  of  Family  Practice 
announces  first  examination 

The  American  Board  of  Family  Practice  an- 
nounced that  it  will  give  its  first  examination 
for  certification  in  various  centers  throughout 
the  United  States,  on  February  28  through 
March  1,  1970. 

For  further  information  contact:  Nicholas  J. 
Pisacano,  M.D.,  secretary,  American  Board  of 
Family  Practice,  Inc.,  University  of  Kentucky 
Medical  Center,  Annex  No.  2,  Room  229, 
Lexington,  Kentucky  40506. 


French  and  Polyclinic  Hospitals  merge 

Two  of  New  York  City’s  oldest  established 
hospitals  have  announced  their  official  legal 
merger  effective  September  1,  1969.  The 

merger  of  the  two  hospitals.  New  York  Poly- 
clinic Medical  School  and  Hospital  and  French 
Hospital,  culminates  more  than  four  years  of 
planning,  preparation,  and  legislative  action. 
The  name  of  the  new  institution  is  the  French 
and  Polyclinic  Medical  School  and  Health 
Center,  Inc. 

With  its  combined  facilities  and  a total  of  al- 
most 600  beds,  the  new  corporation  now  ranks 
eighth  largest  among  the  68  voluntary  and  pro- 
prietary hospitals  in  New  York  City.  Both  the 
New  York  Polyclinic  Hospital  Division  and  the 

continued  on  page  2851 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


J 

1 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

•Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 

10  mg.f  25  mg.  t 10  mg.f  per  5 cc. 

t base  equivalent 

AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HC1  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HC1  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HC1  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HC1  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HC1  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HC1  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  arc  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HC1. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HC1  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HC1  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg. — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HC1: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HC1  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HC1,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  [oaiees.] 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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French  Hospital  Division  will  continue  to  pro- 
vide a full  range  of  services  including  inpatient, 
outpatient,  and  emergency  care.  A third  divi- 
sion, the  Postgraduate  Medical  School,  will  also 
continue  to  offer  a wide  range  of  education  and 
training  programs  in  professional  and  para- 
medical fields.  It  is  planned  that  new  core 
facilities  will  eventually  be  built  to  supplement 
or  replace  present  buildings  some  of  which  are 
sixty  years  old. 

Endorsed  by  the  Hospital  Review  and  Plan- 
ning Council  of  Southern  New  York,  the  merger 
was  viewed  enthusiastically  because  it  brings 
together  two  major  hospitals  which  have  a 
number  of  similarities.  Both  were  founded  in 
1881,  and  the  growth  patterns  have  followed 
much  the  same  course.  In  addition,  located 
only  20  blocks  apart,  both  serve  overlapping 
communities  which  now  extend  from  about  20th 
Street  north  to  82nd  Street  and  from  the  Hud- 
son River  east  to  Fifth  Avenue. 

New  drug  trials  for  Parkinson’s  disease 

The  Neurology  Department  at  Albany 
Medical  Center  Hospital  has  been  given  ap- 
proval by  the  U.S.  Food  and  Drug  Administra- 
tion to  begin  clinical  trials  of  L-Dopa  Levo- 
Dihydroxyphenylalanine)  on  patients  with 
Parkinson’s  disease.  The  Food  and  Drug  Ad- 
ministration permits  use  of  L-Dopa  only  by 
approved  investigators  in  major  medical  cen- 
ters. The  drug  has  not  been  released  for  general 
use  by  physicians. 

Candidates  for  L-Dopa  therapy  will  be  ad- 
mitted to  the  hospital  where  they  will  undergo 
baseline  evaluation  of  function  under  the  super- 
vision of  physicians  in  the  Departments  of 
Neurology  and  Physical  Medicine  and  Re- 
habilitation. 

Personalities 

Named.  Martin  V.  Bonventre,  M.D.,  Brook- 
lyn, as  director  of  medicine,  Brooklyn-Cumber- 
land  Medical  Center  August  H.  Groeschel, 
M.D.,  New  York  City,  as  chairman  of  the 
National  Health  Resources  Advisory  Committee 
and  chairman  of  the  National  Advisory  Com- 
mittee to  the  Selective  Service  System  on  the 
Selection  of  Physicians,  Dentists,  and  Allied 
Specialists . Kenneth  T.  Simendinger,  as  di- 
rector of  media  relations,  American  Medical 
Association. 

Appointed.  Martin  F.  Stein,  Jr.,  M.D., 
Manhasset,  as  chief,  nephrology  service,  and 
director,  hemodialysis  unit,  St.  Joseph’s  Hos- 
pital, Yonkers  Eugene  Clark,  M.D.,  New 
York  City,  to  the  Joint  Interprofessional  Com- 
mittee of  Doctors  and  Lawyers  of  the  Appellate 
Division,  First  Department  Anthony  A. 
Clemendor,  M.D.,  and  Efren  Olivo,  M.D.,  both 
of  New  York  City,  as  chiefs  of  the  Obstetrics 
and  Gynecology  Outpatient  Department,  Met- 


ropolitan Hospital  Center.  . . Harold  Fink, 
M.D.,  clinical  professor  of  pathology,  Down- 
state  Medical  Center,  as  advisor  to  the 
World  Health  Organization  in  a Study  of 
Clinical,  Hematological,  and  Hemoglobin  Bio- 
synthetic Characteristics  in  Thalassemia 
Vojin  N.  Smodlaka,  M.D.,  clinical  assistant 
professor  of  rehabilitation  medicine,  Downstate 
Medical  Center,  as  a member  of  the  Editorial 
Board  of  the  Journal  of  Medicine  and  Science  in 
Sports  of  the  American  College  of  Sports  Medi- 
cine Oscar  K.  Diamond,  M.D.,  director, 
Manhattan  State  Hospital,  as  director  of  [dock- 
land State  Hospital. 

Installed.  Norton  M.  Luger,  M.D.,  assistant 
clinical  professor  of  medicine,  Cornell  Medical 
College,  as  president  of  the  Medical  Society  of 
the  County  of  Queens. 

Elected.  James  I.  Berkman,  M.D.,  clinical 
professor  of  pathology,  Downstate  Medical 
Center,  as  chairman  of  the  Clinical  Society  of 
the  New  York  Diabetes  Association  Frank 
C.  Hamm,  M.D.,  clinical  professor  emeritus  of 
urology,  Downstate  Medical  Center,  as  presi- 
dent of  the  American  Association  of  Genito- 
urinary Surgeons  Monte  Malach,  M.D., 
clinical  associate  professor  of  medicine,  Down- 
state  Medical  Center,  as  president  of  the 
Brooklyn  Society  of  Internal  Medicine  . 
Robert  L.  Rein,  M.D.,  clinical  instructor  of 
dermatology,  Downstate  Medical  Center,  as 
president  of  the  Brooklyn  Dermatologic  So- 
ciety Sheldon  Rudansky,  M.D.,  clinical  in- 
structor in  urology,  as  president  of  the  Brook- 
lyn-Long Island  Urologic  Society  Stanley 
Stark,  M.D.,  clinical  assistant  professor  of 
medicine,  Downstate  Medical  Center,  as  presi- 
dent-elect of  the  Medical  Society  of  the  County 
of  Kings  and  The  Academy  of  Medicine  of 
Brooklyn,  Inc.  as  officers  of  the  New  York 
Rheumatism  Association,  Inc.,  Stanley  L. 
Wallace,  M.D.,  president;  Edward  C.  Franklin, 
M.D.,  president-elect;  Thomas  Argyros,  M.D., 
vice-president;  and  Peter  Barland,  M.D., 
secretary-  treasurer. 

Awarded.  Eugene  P.  Cronkite,  M.D.,  chair- 
man, Medical  Department,  Brookhaven  Na- 
tional Laboratory,  the  1969  Alfred  Benzon 
Award  for  work  in  hematology  John  H. 
Laragh,  M.D.,  professor  of  clinical  medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons,  the  StoufTer  Award  foi  studies  in 
basic  facts  in  hormonal  control  of  blood  pres- 
sure... Martin  G.  Goldner,  M.D.,  professor 
of  medicine,  Downstate  Medical  Center, 
the  1969  New  York  Diabetes  Association 
Service  Award  Adrian  Kantrowitz,  M.D., 
professor  of  surgery,  Downstate  Medical  Center, 
an  honorary  Degree  of  Doctor  of  Science  by 
Polytechnic  Institute  of  Brooklyn  Leroy  S. 
Lavine,  M.D.,  professor  of  orthopedic  surgery, 
Downstate  Medical  Center,  the  Priorov  Ortho- 
pedic Medal  of  the  Central  Institute  of  Trauma- 
tology and  Orthopedics,  Moscow. 


November  15,  1969  / New  York  State  Journal  of  Medicine  2851 


ITermniycin 

i oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn 
of  lower  leg.  To  combat  shock,  restore  circulatory 
volume  and  replace  protein  loss,  plasma  is  adminis- 
tered. Local  pressure  dressing  applied.  Limb  elevated 
to  limit  the  How  of  lymph.  About  36  hours  after 
admission  the  patient  develops  an  elevated  tempera- 
ture and  complains  of  pain  at  the  site  of  the  lesion. 
Dressing  removed.  A suppurating  slough  area  has 
developed  over  part  of  the  burn.  A swab  specimen  is 
taken  for  culture  and  the  slough  area  is  debrided. 
Antibacterial  treatment  is  begun  with  Terramycin 
I.M.  Days  later,  recovery  is  progressing,  and  the 
laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  con- 
firming the  therapeutic  choice.  Terramycin  therapy  is 
continued  until  all  signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers 
special  advantages  in  treating  bacterial  infections 
complicating  burns,  when  strains  of  causative  orga- 
nisms are  susceptible.  Broad-spectrum  antibacterial 
coverage.  Activity  unaffected  by  penicillinase. 

Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intra- 
muscular use.  Requires  no  refrigeration.  Remains 
stable  for  at  least  two  years.  Available  for  immediate 
use  in  Isoject,®  a disposable  injection  unit.  In  difficult 
as  well  as  routine  cases,  when  tests  reveal  susceptible 
organisms,  consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


Terramycin  LM. 

(oxytetracycline) 


LABORATORIES  DIVISION 

New  York.  N.Y.  10017 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  scrum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  hut  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  Injected  well  within 
the  body  of  a relatively  large  muscle.  Adulti:  The 
preferred  sites  arc  the  upper  outer  quadrant  of  the  but- 
tock ( i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./ lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc. 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/ cc. 

More  detailed  professional  information  available  on  request. 


THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  self- 
esteem, both  anxiety  and  depression  almost  always  follow. 
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Containing  perphenazine  and  amitriptyline  HCI 


For  prescribing  information,  including  indica- 
tions. contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page 
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Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  per- 
phenazine and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  per- 
phenazine and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  per- 
phenazine and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  per- 
phenazine and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe 
anxiety  and/or  agitation  and  depressed  mood;  patients 
with  depression  in  whom  anxiety  and/or  agitation 
are  severe;  patients  with  depression  and  anxiety  in 
association  with  chronic  physical  disease;  schizo- 
phrenics with  associated  depressive  symptoms. 
CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give 
in  combination  with  MAOI  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least 
2 weeks  between  therapies.  In  such  patients  therapy 
with  TRIAVIL  should  be  initiated  cautiously,  with  grad- 
ual increase  in  the  dosage  required  to  obtain  a satis- 
factory response. 

WARNINGS:  Patients  should  be  warned  against  driv- 
ing a car  or  operating  machinery  or  apparatus  requir- 
ing alert  attention,  and  that  response  to  alcohol  may 
be  potentiated. 

PRECAUTIONS:  Suicide  is  always  a possibility  in  men- 
tal depression  and  may  remain  until  significant  remis- 
sion occurs.  Supervise  patients  closely  in  case  they 
may  require  hopitalization  or  concomitant  electro- 
shock therapy.  Untoward  reactions  have  been 
reported  after  the  combined  use  of  antidepressant 
agents  having  various  modes  of  activity.  Accordingly, 
consider  possibility  of  potentiation  in  combined  use 
of  antidepressants.  Not  recommended  for  use  in  chil- 
dren. Mania  or  hypomania  may  be  precipitated  in 
manic-depressives  (perphenazine  in  TRIAVIL  seems 
to  reduce  likelihood  of  this  effect).  If  hypotension 
develops,  epinephrine  should  not  be  employed,  as  its 
action  is  blocked  and  partially  reversed  by  perphena- 
zine. Caution  patients  about  errors  of  judgment  due 
to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately. 
Use  caution  in  patients  with  history  of  convulsive  dis- 


orders or  severe  reactions  to  other  phenothiazines. 
Likelihood  of  untoward  actions  greater  with  high 
doses.  Closely  supervise  with  any  dosage.  Side  effects 
may  be  any  of  those  reported  with  phenothiazine 
drugs:  blood  dyscrasias  (pancytopenia,  thrombocyto- 
penic purpura,  leukopenia,  agranulocytosis,  eosino- 
philia);  liver  damage  (jaundice,  biliary  stasis); 
extrapyramidal  symptoms  (opisthotonos,  oculogyric 
crisis,  hyperreflexia,  dystonia,  akathisia,  dyskinesia, 
parkinsonism)  usually  controlled  by  the  concomitant 
use  of  effective  antiparkinsonian  drugs  and/or  by 
reduction  in  dosage,  but  sometimes  persist  after  dis- 
continuation of  the  phenothiazine;  severe  acute  hypo- 
tension (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria, 
eczema,  up  to  exfoliative  dermatitis);  other  allergic 
reactions  (asthma,  laryngeal  edema,  angioneurotic 
edema,  anaphylactoid  reactions);  peripheral  edema; 
reversed  epinephrine  effect;  endocrine  disturbances 
(lactation,  galactorrhea,  disturbances  of  menstrual 
cycle);  grand  mal  convulsions;  cerebral  edema;  altered 
cerebrospinal  fluid  proteins;  polyphagia;  paradoxical 
excitement;  photophobia;  skin  pigmentation;  failure 
of  ejaculation;  EKG  abnormalities  (quinidine-like  ef- 
fect); reactivation  of  psychotic  processes;  catatonic- 
like  states;  autonomic  reactions  such  as  dryness  of 
the  mouth,  headache,  nausea,  vomiting,  constipation, 
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other  drugs  or  make  diagnosis  of  other  disorders  such 
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ates, analgesics,  antihistamines,  barbiturates,  alco- 
hol), atropine,  heat,  and  phosphorous  insecticides. 
Amitriptyline:  Careful  observation  of  all  patients  rec- 
ommended. Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine 
tremor;  jitteriness;  weakness;  headache;  heartburn; 
anorexia;  increased  perspiration;  incoordination;  al- 
lergic-type reactions  manifested  by  skin  rash,  swelling 
of  face  and  tongue,  itching;  numbness  and  tingling  of 
limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine 
content  may  prevent  this  reaction  in  some  cases); 
epileptiform  seizures  in  chronic  schizophrenics;  tem- 
porary confusion,  disturbed  concentration,  or  transient 
visual  hallucinations  on  high  doses;  evidence  of  anti- 
cholinergic activity,  such  as  tachycardia,  dryness  of 
mouth,  blurring  of  vision,  urinary  retention,  constipa- 
tion, paralytic  ileus;  agranulocytosis;  jaundice.  The 
antidepressant  activity  may  be  evident  within  3 or  4 
days  or  may  take  as  long  as  30  days  to  develop  ade- 
quately, and  lack  of  response  sometimes  occurs.  Re- 
sponse to  medication  will  vary  according  to  severity 
as  well  as  type  of  depression  present.  Elderly  patients 
and  adolescents  can  often  be  managed  on  lower  dos- 
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Medical  Schools 


Cornell  University  Medical  College 

One  of  top  ten.  The  College  ranks  among  the 
nation’s  top  ten  medical  schools  and  universities 
in  the  number  of  graduates  who  go  on  to  posi- 
tions in  academic  medicine,  according  to  a re- 
port issued  by  the  National  Institutes  of  Health 
The  College  is  one  of  eight  medical  schools  out 
of  84  included  in  the  project,  contributing  both 
the  largest  number  and  the  highest  proportion  of 
graduates  serving  as  full-time  faculty  members. 

USPHS  grant  received.  The  Radiology  De- 
partment has  been  awarded  a $178,450  training 
grant  by  the  United  States  Public  Health 
Service  for  a neuroradiology  training  program. 
D.  Gordon  Potts,  M.D.,  associate  professor  of 
radiology,  will  direct  the  program. 

Renewal  of  cryobiology  funding.  The  John 
A.  Hartford  Foundation,  Inc.,  has  awarded  a 
two-year  grant  of  $129,983  to  continue  the  in- 
vestigation of  cryobiology  and  cryosurgery  of  the 
skin.  The  project  was  begun  in  1966  with  a 
three-year  award  from  the  Foundation,  and  is 
under  the  direction  of  Farrington  Daniels,  Jr., 
M.D.,  professor  of  medicine  dermatology),  and 
head.  Division  of  Dermatology,  and  Douglas  P. 
Torre,  M.D.,  clinical  professor  of  medicine 
(dermatology). 

Staff  activities.  Edward  A.  Dunlap,  M.D., 
clinical  professor  of  ophthalmology,  was  a guest 
lecturer  at  the  55th  Annual  Postgraduate  Course 
and  Summer  Convention  of  the  Colorado 
Ophthalmological  Society.  William  T.  Lha- 
mon,  M.D.,  chairman,  Department  of  Psychia- 
try, was  guest  of  honor  at  the  graduation  dinner 
of  the  Staten  Island  Mental  Health  Society  in 
June.  Willet  F.  Whitmore,  Jr.,  M.D.,  chief. 
Urology  Department,  Memorial  Sloan-Ketter- 
ing  Cancer  Center,  was  a principal  speaker  at  the 
23rd  Annual  Rocky  Mountain  Cancer  Confer- 
ence, Denver,  this  past  summer  Thomas 
Killip,  III,  M.D.,  Roland  Harriman  Professor  of 
Medicine,  delivered  the  opening  lecture  on  con- 
cepts of  intensive  care  at  the  Sixth  Oklahoma 
Colloquy  on  Advances  in  Internal  Medicine  at 
the  University  of  Oklahoma  Medical  Center  in 
June ...  Irving  S.  Wright,  M.D.,  emeritus 
clinical  professor  of  medicine,  addressed  the 
Eighth  International  Congress  of  Gerontology  in 
August  . C.  Walton  Lillehei,  M.D.,  chairman, 
Department  of  Surgery,  presented  a paper  at  the 
meeting  of  the  Society  for  Vascular  Surgery  in 
July  and  participated  in  a symposium  on  myo- 
cardial infarction,  cosponsored  by  the  Methodist 
Hospital  of  Dallas,  the  American  College  of 
Chest  Physicians,  and  the  University  of  Texas 
Southwestern  Medical  School,  which  was  held 

continued  on  page  2858 


In  1967  almost  45,000  new  active 
cases  were  reported.  Isn't  that  a good 
reason  to  make  tuberculintestingwith 
the  white  LEDERTINE'M  Applicator  a 
routine  part  of  your  physical  exami* 
nations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  con- 
sider further  diagnostic  procedures.  Use 
with  caution  in  persons  with  active  tuber- 
culosis or  known  allergy  to  acacia.  Vesicu- 
lation,  ulceration,  or  necrosis  may  occur  at 
the  test  site  in  highly  sensitive  persons. 


lederle  laboratories 

A Division  of  American  Cyanamid 
Company,  Pearl  River,  N.Y. 

472-9 


“Mary  had  a little  lamb  whose  fleece  was  white  as 
air  pollution  would  allow  . . . . ” 


November  15,  1969  / New  York  State  Journal  of  Medicine  2857 


continued  from  page  2857 

September  11  to  13  at  Dallas ...  John  T. 
Queenan,  M.D.,  clinical  assistant  professor  of 
obstetrics  and  gynecology,  spoke  at  the  Third 
International  Conference  on  Congenital  Mal- 
formations at  the  Hague,  The  Netherlands,  held 
the  week  of  September  7 to  13.  . Edward  I. 
Goldsmith,  M.D.,  clinical  associate  professor  of 
surgery,  was  cochairman  of  the  Second  Confer- 
ence on  Experimental  Medicine  and  Surgery  in 
Primates,  at  New  York  City,  September  7 to  12. 

Downstate  Medical  Center 

Department  established.  A new  Depart- 
ment of  Urology  has  been  established,  replacing 
the  former  Division  of  Urology  within  the  De- 
partment of  Surgery.  Keith  Waterhouse,  M.B., 
B.Chir.,  is  chairman  of  the  new  Department. 
As  chairman,  he  will  be  responsible  for  teaching 
and  research  programs  in  urology  as  well  as  for 
the  urologic  services  at  State  University  Hospi- 
tal and  Kings  County  Hospital  Center. 

Alumni  night  lecture.  The  annual  alumni 
night  lecture  will  be  held  on  November  25  at 
8:30  P.M.,  Alumni  Memorial  Hall,  Basic  Sciences 
Building.  Norman  Kretchmer,  M.D.,  class  of 
’52,  professor  and  executive  head,  Department 
of  Pediatrics  and  Human  Development,  Stan- 
ford University  School  of  Medicine,  will  discuss 
“New  Concepts  in  Intestinal  Enzyme  Deficiency 
Syndromes.” 

Appointments  and  promotions.  Recent 
appointments  announced:  Nathaniel  H. 

Cooper,  M.D.,  M.P.H.,  lecturer,  environ- 

mental medicine  and  community  health ; Richard 
Relkin,  M.D.,  clinical  assistant  professor, 
medicine ; Stephen  I.  Morse,  M.D.,  professor 
and  chairman,  microbiology  and  immunology; 
Arthur  W.  Branwood,  M.B.,  Ch.B.,  clinical 
professor,  pathology;  Dorothy  C.  Yang,  M.D., 
clinical  associate  professor,  pediatrics;  Stanley 
R.  Platman,  M.B.,  B.Ch.,  B.A.O.,  M.R.C.P., 
associate  professor,  Lester  A.  Gelb,  M.D., 
clinical  associate  professor,  psychiatry,  Herman 
E.  Mautner,  M.D.,  clinical  associate  professor, 
rehabilitation  medicine;  Milton  Ginsberg,  M.D., 
assistant  professor,  surgery;  and  James  A.  Dow, 
M.D.,  clinical  assistant  professor,  urology.  Pro- 
motions announced  are:  Benjamin  Wainfeld, 

M.D.,  clinical  associate  professor,  environmental 
medicine  and  community  health;  Emanuel  E. 
Mandel,  M.D.,  and  Leonard  E.  Meiselas,  M.D., 
clinical  professors,  Jacques  L.  Gabrilove,  M.D., 
professorial  lecturer,  Robert  A.  Levine,  M.D., 
and  Sheldon  J.  Bleicher,  M.D.,  associate  pro- 
fessors, Nathan  Kreeger,  M.D.,  Monte  Malach, 
M.D.,  William  G.  Mullin,  M.D.,  Abraham  A. 
Polachek,  M.D.,  Norton  D.  Ritz,  M.D.,  Ben- 
jamin A.  Rosenberg,  M.D.,  Felix  Taubman, 
M.D.,  Alexander  I.  Thomashow,  M.D.,  and 
David  Unterman,  M.D.,  clinical  associate  pro- 
fessors, Aaron  Alter,  M.D.,  Norman  H.  Ertel, 
M.D.,  Baroukh  Kodsi,  M.D.,  Alvin  Lovell, 
M.D.,  Seymour  D.  Ritter,  M.D.,  Gabriel 
Spergel,  M.D.,  assistant  professors,  Martin  S. 
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Bernstein,  M.D.,  Joseph  R.  Brennan,  Jr.,  M.D., 
Victor  Burnett,  M.D.,  Richard  Charet,  M.D., 
Stanley  M.  ChamofT,  M.D.,  Frank  W.  DiPillo, 
M.D.,  John  H.  Edmonson,  M.D.,  Morris  Gold- 
berg,  M.D.,  Charles  R.  Greene,  M.D.,  Elias 
Rand,  M.D.,  Sidney  Reiff,  M.D.,  Clarence  G. 
Robinson,  Jr.,  M.D.,  Herman  Rosen,  M.D.,  and 
Edward  Sang,  M.D.,  clinical  assistant  pro- 
fessors, medicine,  Vincent  Tricomi,  M.D., 
clinical  professor,  obstetrics  and  gynecology;  Felix 
Feldman,  M.D.,  clinical  professor,  and  Harry 
Sonnenschein,  M.D.,  clinical  associate  professor, 
pediatrics;  Samuel  Lanes,  M.D.,  professorial 
lecturer,  Thomas  J.  Luparello,  M.D.,  associate 
professor,  Joseph  T.  Coltrera,  M.D.,  L.  Peter 
Deutsch,  M.D.,  Alan  J.  Eisnitz,  M.D.,  Gerald 
Freiman,  M.D.,  and  Theodore  Lipin,  M.D., 
clinical  associate  professors,  Mervin  H.  Hurwitz, 
M.D.,  William  P.  Kapuler,  M.D.,  and  Sanford 
Stevens,  L.R.C.P.S.,  senior  lecturers,  Sheldon 
Gladstein,  M.D.,  Abraham  P.  Perlstein,  M.D., 
and  Metin  Sevilya,  M.D.,  clinical  assistant 
professors,  psychiatry ; Sanford  C.  Spraragen, 
M.D.,  clinical  associate  professor,  radiology; 
Melvin  J.  Goldberg,  M.D.,  clinical  associate 
professor,  rehabilitation  medicine;  Robert  H. 
Freund,  M.D.,  clinical  professor,  Stanley  D. 
Berliner,  M.D.,  clinical  assistant  professor,  and 
Noel  H.  Kleppel,  M.D.,  clinical  assistant  pro- 
fessor, surgery. 

New  York  Medical  College 

Appointed  as  trustee.  Dallas  E.  Billman, 
M.D.,  director  of  health  and  safety.  Corning 
Glass  Works,  has  been  appointed  a trustee. 
Dr.  Billman  received  his  M.D.  from  the  College 
in  1944. 

New  York  University  School  of  Medicine 

Visiting  professor.  Meyer  A.  Perlstein, 
M.D.,  professor  of  pediatrics,  Cook  County 
Graduate  School  of  Medicine  and  Northwestern 
University  Medical  School,  has  been  appointed 
the  1969  Horowitz  Visiting  Professor  of  Reha- 
bilitation Medicine.  Dr.  Perlstein  presented 
the  Horowitz  Lecture  on  October  8 and  dis- 
cussed “The  Nature  of  the  Myopathies.”  The 
Horowitz  Visiting  Professorship  was  established 
by  the  Medical  Center  in  1958  to  honor  the  late 
Louis  J.  Horowitz,  benefactor,  honorary  trustee, 
and  one  of  the  original  founders  of  the  Institute 
of  Rehabilitation  Medicine. 
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Editorials 


Physicians’  home,  1919  to  1969 


Physicians’  Home  is  now  completing 
fifty  years  of  service  to  New  York  doctors 
and  their  families.  During  this  time  the 
needs  of  our  guests  have  increased  materi- 
ally, as  has  the  number  of  individuals  seek- 
ing help.  Over  the  past  ten  years  we  have 
extended  beneficiary  aid  amounting  to  $1,- 
195,000. 

In  this  anniversary  year,  will  you  try 
either  to  increase  your  annual  contribution, 


make  a special  extra  donation  to  be  added 
to  our  endowment  fund,  or  make  some 
special  provision  in  your  will  for  Physicians’ 
Home? 

The  officers  and  directors  of  Physicians’ 
Home  are  most  grateful  to  the  members  of 
the  Medical  Society  of  the  State  of  New 
York  for  their  interest  and  help,  and  ask 
that  you  continue  to  support  this  organiza- 
tion in  the  years  to  come. 


Present  status  of  the  sulfonamides 


The  increasing  frequency  of  bacterial  re- 
sistance and  the  development  of  newer  and 
more  effective  drugs  have  sharply  limited 
the  therapeutic  usefulness  of  systemic  sul- 
fonamides in  many  disease  conditions  for 
which  they  have  been  widely  used  in  the 
past. 

The  National  Academy  of  Sciences-Na- 
tional  Research  Council  has  evaluated  most 
of  the  currently  marketed  short-acting  sys- 
temic sulfonamides  (sulfachlorpyridazine, 
sulfadiazine,  sulfaethidole,  sulfamerazine, 
sulfamethizole,  sulfamethoxazole,  sulfi- 
somidine,  sulfisoxazole,  and  combinations 
of  sulfadiazine  and  sulfamerazine  with  and 
without  sulfamethazine).  The  Food  and 
Drug  Administration  has  considered  the 
Academy’s  comments  and  other  available 
data  and  has  concluded  that  these  short- 
acting systemic  sulfonamides  are  indicated 
only  in  the  following  conditions: 

1.  Chancroid 

2.  Trachoma 

3.  Inclusion  conjunctivitis 

4.  Nocardiosis 

5.  Uncomplicated  urinary  tract  in- 


fections due  to  susceptible  orga- 
nisms such  as  Escherichia  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris. 

6.  Toxoplasmosis,  as  adjunctive  ther- 
apy with  pyrimethamine. 

7.  Malaria  due  to  chloroquine-resist- 
ant  strains  of  Plasmodium  falcip- 
arum when  used  as  adjunctive 
therapy. 

8.  Meningococcal  meningitis  where  the 
organisms  have  been  demonstrated 
to  be  susceptible. 

9.  Hemophilus  influenzae  meningitis 
as  adjunctive  therapy  with  par- 
enteral streptomycin. 

10.  Prophylaxis  of  rheumatic  fever,  as 
an  alternative  to  penicillin:  only 

sulfadiazine  has  been  demonstrated 
to  have  substantial  evidence  of  ef- 
fectiveness. 

The  efficacy  of  long-acting  systemic  sul- 
fonamides is  limited  to  the  same  range  of 
conditions  as  the  less  hazardous  short-act- 
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ing  drugs.  Use  of  the  less  hazardous  short- 
acting  sulfonamides  is  obviously  to  be  pre- 
ferred. 

These  drugs  are  no  longer  indicated  for 
use  in  common  respiratory,  skin,  soft  tis- 
sue, gastrointestinal,  and  chronic  obstruc- 


tive urinary  tract  infections  because  of 
their  well-recognized  adverse  effects  and 
the  lack  of  evidence  of  effectiveness.  With 
the  exception  listed  above  (sulfadiazine  in 
rheumatic  fever)  these  agents  are  not  indi- 
cated for  prophylactic  use. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  8 through  12,  1970 
The  Americana,  New  York  City 


2864  New  York  State  Journal  of  Medicine  / November  16,  1969 


in  acute  and  chronic  diarrheas... 

LOMOTIL  SAVES... 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate.  0.025  mg.  (1/2.400  grain) 

body  fluids . . . electrolytes . . . patients  from  exhaustion 


Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea.  This 
therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal  reab- 
sorption of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  body 
fluids  and  electrolytes  often  saves  patients  from 
the  exhaustion  that  accompanies  prolonged 
diarrhea. 

Lomotil  acts  to  control  the  intestinal  mecha- 
nisms of  diarrhea;  therefore,  it  is  highly  useful  in 
controlling  diarrhea  associated  with: 

ileostomy  • acute  infections  • functional  hypermotility 
irritable  bowel  • gastroenteritis  • drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution  cardia;  continuous  observation  is  necessary.  Children:  Total  Daily  Dosage 

in  patients  taking  barbiturates  and  with  cau-  The  subtherapeutic  amount  of  atropine  sulfate  mn  /tmai 

tion,  if  not  contraindicated,  in  patients  with  is  added  to  discourage  deliberate  overdosage. 

cirrhosis,  advanced  liver  disease  or  impaired  . . _ ..  ...  ...  . . ...  6-12  mo V2  tsp.  q.i.d.  (4  mg.) 

fnnrtiAn  Adverse  Reactions:  Side  effects  reported  with  , , ... 

— ........  c ,|  Lomotil  therapy  include  nausea,  sedation,  dizzi-  1-2  yr V2  tsp.  5 times  daily  (5  mg.) 

Precautions:  Lomoti  is  a Federally  exempt  ne  vomiti  it  restiessness,  abdomi-  2-5  yr  1 tsp.  t i.d.  (6  mg.) 

narcotic  w'th  theoretically  possible  addictive  „a,  d.scomfort,  headache,  angioneurotic  edema,  . , 

potential  at  high  dosage;  this  is  not  ordinarily  lant  urticari  lctharg  an0“exia,  numbness  of  5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

a clinical  problem.  Use  Lomotil  with  consider-  8 extremitieSi  atropine  effects,  swelling  of  8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

able  caution  in  patients  receiving  addicting 

drugs.  Recommended  dosages  should  not  be  ex-  Rp.nf,a,n™  hL.,,';..  ' 4<fu/ts: 2 tsp.  5 times  daily  (20  mg.) 

ceeded,  and  medication  should  be  Kept  out  of  "^^oMge  or  2 ,abletS  q-id- 

reach  of  children.  Should  accidental  overdosage  s ' *Based  on  4 cc.  per  teaspoonful. 

occur,  signs  may  include  severe  respiratory  de-  Dosage:  The  recommended  initial  daily  dos- 

pression,  flushing,  lethargy  or  coma,  hypotonic  ages,  given  in  divided  doses  until  diarrhea  is  Maintenance  dosage  may  be  as  low  as  one- 
reflexes,  nystagmus,  pinpoint  pupils,  tachy-  controlled,  are  as  follows:  fourth  the  initial  daily  dosage.  Qr  j 
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She  is 

When  O..V,  „VV..O  CC,  UUUUIUIIV 

she  may  be  a candidate  for 

DECLOSTATIN300 

DemethyU'hlortelraeyclilie  HC1 300  m«  • 1 

and  Nystatin  500.000  units  l~v  -m  g~ 1 

CAPSLLE-SHAPED TABLETS Lfderle  • 

To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 


Effectiveness:  Because  its  antibacterial  component 
is  DECLOM  Y GIN®1  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  u smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tctraevclines  uhmiht  I , r-  /'ntv.fnllir  ntiaorna/l 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American 


Scientific  Articles 


Transvenous  (Catheter) 
Pacemakers 

Insertion  at  Bedside 

CHARLES  A.  BERTRAND,  M.D. 

New  York  City 
NICHOLAS  V.  STEINER,  M.D. 

New  York  City 
A.  GREGORY  JAMESON,  M.D. 

New  York  City 

From  the  Cardiopulmonary  Laboratory  and 
Department  of  Medicine,  The  Roosevelt  Hospital 


T HE  TREATMENT  OF  PATIENTS  with  Stokes- 
Adams  syndrome  associated  with  heart 
block  and  heart  block  due  to  acute  myo- 
cardial infarction  by  the  use  of  transvenous 
cardiac  (catheter)  pacemakers  is  well 
established. 

The  procedure  is  usually  performed  in  the 
cardiopulmonary  laboratory  or  x-ray  de- 
partment where  suitable  fluoroscopic  equip- 
ment, preferably  an  image  intensifier,  is 
available.  The  transportation  of  these 
critically  ill  patients  from  the  intensive  care 
or  coronary  care  unit  to  the  fluoroscopic 
unit,  perhaps  over  relatively  long  distances, 
constitutes  a real  risk.  Such  patients  not 
infrequently  have  unstable  cardiac  rhythms. 
Life-threatening  arrhythmias,  such  as 
ventricular  tachycardia,  may  occur  spon- 
taneously at  any  time.  Since  the  pa- 
tient is  not  monitored  while  in  transit, 
recognition  and  prompt  treatment  of  such 
arrhythmias,  or  management  of  other 
emergency  situations,  may  be  delayed. 
The  movement  from  bed  to  stretcher,  to 


fluoroscope  table,  and  back  is  not  without 
stress. 

In  an  attempt  to  obviate  this  problem,  a 
number  of  workers  have  tried  to  insert 
catheter  pacemakers  at  the  bedside  by 
“blind”  technics  without  the  use  of  x-ray 
equipment.  This  method  has  not  received 
widespread  acceptance  since  often  it  is  not 
possible  to  position  the  catheter  in  the  de- 
sired location  in  the  right  ventricle,  and  it  is 
frequently  time  consuming  whether  suc- 
cessful or  not.  It  is  possible  to  perform 
such  procedures  with  comparative  ease  at 
the  bedside  in  intensive  or  coronary  care 
units  by  using  a portable  image  intensifier 
with  suitable  accessories. 

Procedure 

The  side  rails  of  the  intensive  care  bed  are 
lowered  and  the  head  board  is  removed.  A 
plywood  board  is  placed  under  the  patient. 
The  board  with  the  patient  is  then  extended 
beyond  the  head  of  the  bed  so  that  the  up- 
per half  of  the  patient’s  body  projects  off 
the  bed,  allowing  the  C arm  of  the  portable 
image  intensifier  to  fit  about  the  patient 
(Fig.  1).  Fluoroscopy  of  the  patient  in  a 
specially  prepared  x-ray  bed  is  then  pos- 
sible, and  the  image  is  shown  on  the  tele- 
vision screen. 

From  this  point  on  the  standard  technic 
is  used.  A cut  down  is  made  over  an  arm  or 
jugular  vein  after  infiltration  with  a local 
anesthetic  agent.  The  operator  passes  the 
catheter  from  the  vein  to  the  heart  and,  by 
using  the  image  intensifier,  positions  the  tip 
in  the  right  ventricle. 

The  following  equipment  is  used:  (1) 

portable  image  intensifier*;  (2)  intensive 
care  bedj;  (3)  plywood  board,  3/4-inch 
thickness  covered  by  Vs'inch  formica,  with 
appropriate  clamps  for  attaching  board  to 
the  patient’s  bed;  (4)  conductive  foam 
rubber  mattress,  4 inches  in  thickness;  and 
(5)  cart  containing  gown  packs,  pacemaker 

* North  American  Phillips,  L,  model  BV  20  S,  Surgex. 

t Hill-Rom  number  48-10. 
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FIGURE  1.  Sketch  showing  image  intensifier  in 
place. 


catheters,  demand  pacemaker,  connecting 
wires,  and  other  equipment  commonly  used 
in  inserting  pacemaker  catheters. 

Case  reports 

Case  1.  An  eighty-two-year-old  female  was 
admitted  to  the  Roosevelt  Hospital  emergency 
room  shortly  after  having  a syncopal  episode 
while  standing  on  a street  corner.  On  arrival 
the  patient’s  pulse  rate  was  33  per  minute,  and 
the  electrocardiogram  showed  complete  heart 
block.  The  patient  had  probably  sustained  an 
acute  myocardial  infarction  and,  because  of  her 
cardiac  rhythm,  the  necessary  decision  to  in- 
sert a transvenous  cardiac  pacemaker  was  made. 
The  pacemaker  was  inserted  at  the  bedside 
with  the  technic  described  previously.  As  the 
catheter  entered  the  right  atrium  the  patient 
experienced  ventricular  standstill  which  lasted 
four  to  five  seconds  and  terminated  when  the 
catheter  was  positioned  in  the  apex  of  the  right 
ventricle  and  the  pacing  was  begun.  This  re- 
sulted in  immediate  and  complete  ventricular 
capture,  seven  minutes  having  elapsed  from 
the  time  of  the  skin  preparation  until  pacing  was 
established.  The  rhythm  reverted  to  sinus, 
and  the  demand  pacemaker  was  removed  ten 
days  later. 

Case  2.  An  eighty-two-year-old  male  was 
admitted  to  the  hospital  because  of  chest  pain. 
The  electrocardiogram  showed  an  acute  in- 
ferior myocardial  infarction.  On  the  fourth 
hospital  day  second  degree  heart  block  and  short 
periods  of  ventricular  standstill  developed.  Ten 
minutes  were  required  to  insert  the  catheter 
after  the  image  intensifier  was  in  place.  The 


patient  did  well,  the  rhythm  disturbance  sub- 
sided in  two  days,  and  the  pacemaker  was  re- 
moved one  week  later. 

Case  3.  A forty-seven-year-old  male  was 
admitted  with  severe  chest  pain  with  bilatei’al 
arm  pain  of  several  hours’  duration.  The  elec- 
trocardiogram showed  an  acute  inferior  myo- 
cardial infarction.  On  the  third  hospital  day 
complete  heart  block  developed  and  a demand 
pacemaker  was  inserted  at  the  bedside.  Ten 
minutes  were  needed  to  insert  the  pacemaker 
after  the  x-ray  equipment  was  positioned.  The 
patient  did  well,  the  rhythm  reverted  to  sinus, 
and  the  pacemaker  was  removed  eight  days 
later. 

Comment 

Three  patients  with  recent  onset  of  com- 
plete heart  block  were  treated  by  the  inser- 
tion of  a transvenous  catheter  pacemaker  of 
demand  type  for  short  periods  of  time;  the 
patients  did  well  and  the  pacemakers  were 
later  removed.  In  all  3 patients  the 
catheter  was  inserted  at  the  patient’s  bed- 
side in  the  special  care  unit.  * 

There  are  several  obvious  advantages  to 
inserting  a cardiac  pacemaker  at  the  bed- 
side with  the  aid  of  portable  image  intensifi- 
cation: This  procedure  eliminates  the 

dangers  involved  in  moving  an  acutely  ill 
patient  and  disconnecting  him  from  the 
electrocardiographic  monitor.  The  cath- 
eter is  positioned  under  direct  vision;  and  if 
the  catheter  needs  to  be  repositioned  or  its 
location  verified,  it  can  be  done  quickly. 
Bedside  catheterization  saves  time. 

With  proper  teamwork  and  equipment 
available,  it  should  be  possible  to  insert  a 
catheter  pacemaker  into  the  heart  within 
ten  to  fifteen  minutes  from  the  time  such  a 
decision  is  made.  While  the  physician  who 
is  to  perform  the  procedure  is  scrubbing,  the 
board  may  be  placed  under  the  patient,  the 
intensifier  positioned,  and  its  image  tested. 
The  remaining  time  spent  depends  on  the 
availability  of  veins  and  the  skill  of  the 
operator. 

The  hazards  of  radiation  from  portable 
image  intensification  are  negligible  in  this 
situation. f Only  those  actually  perform- 
ing the  procedure  need  wear  lead  aprons. 
Lead  shielding  is  not  required  in  the  rooms. 

Although  similar  use  of  a portable  image 

* This  9tudy  was  done  in  March  and  April  of  1968. 

t 54  mr.  per  hour  outside  36  cm.  from  central  beam,  at  80 
kv.  and  1 ma.  using  Victoreen  meter. 
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intensifier  has  been  mentioned  in  the  litera- 
ture, it  is  the  authors’  impression  that  this 
technic  is  not  commonly  practiced.1,2  We 
believe  that  the  availability  of  portable 
equipment  makes  bedside  insertion  of  a 
cardiac  pacemaker  a relatively  rapid  and 
simple  procedure  and  that  it  significantly 
decreases  the  risk  to  the  patient  at  a time 
when  he  is  critically  ill. 

Summary 

The  treatment  of  heart  block  by  the  use 
of  transvenous  cardiac  pacemakers  is  well 
established.  This  can  be  done  at  the  bed- 
side using  a portable  image  intensifier  and 
easily  made  accessories  for  the  bed.  Three 
illustrative  cases  of  heart  block  are  pre- 
sented in  which  pacemakers  were  quickly 


Accidental  drowning 
rates  increase 


Drownings  continue  to  take  a high  toll, 
ranking  as  the  fourth  leading  cause  of  acci- 
dental deaths  in  the  U.S.,  according  to  statis- 
ticians of  Metropolitan  Life  Insurance  Com- 
pany. From  5,065  deaths  in  1958,  accidental 
drownings  rose  by  13  per  cent  to  5,724  in  1967, 
but  participation  in  such  activities  as  swimming, 
fishing,  water  skiing,  and  scuba  and  skin  diving 
has  also  increased  and  must  be  a consideration. 

Within  this  statistic  sex  and  age  show  a 
marked  difference  in  risk  of  drowning.  More 
than  four  fifths  of  all  fatalities  from  drowning 
occurred  among  males,  the  highest  rate  in  the 
age  range  of  fifteen  to  nineteen.  The  next 
highest  rate  among  males  is  in  the  preschool 


and  easily  inserted  at  the  beside.  Tire 
authors  believe  that  this  method  is  prefer- 
able to  the  two  existing  alternatives: 
transporting  the  patient  from  an  intensive 
care  or  coronary  care  unit  to  an  area  where 
suitable  x-ray  facilities  are  available  or  the 
use  of  “blind”  catheter  technics  at  the  bed- 
side. 

Acknowlkikjmknt.  We  are  indebted  to  Joaepli  Wilver- 
ding,  Phillip  De  Vito,  anti  Marie  Lopez  for  technical  asai.st- 
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age,  especially  ages  one  and  two.  Among 
females  the  disparity  is  greatest  at  ages  twenty 
to  twenty-four,  where  the  death  rate  among 
males  was  about  15  times  higher.  Preschool 
girls  experience  the  highest  death  rate  from 
drowning  among  females,  and  like  boys,  girls 
at  ages  one  and  two  have  high  fatality  rates. 

Time  of  year  and  geography  also  play  a 
major  part  in  the  ratings.  More  than  two 
fifths  of  all  nontransport  drownings  take  place 
in  June  and  July,  about  1,000  each  month. 
May  and  August  show  about  700  drownings. 
The  areas  of  the  country  showing  the  highest 
rate  of  accidental  drownings  are  Alaska  and 
Florida.  Alaska  has  the  highest  rate,  about 
4 times  higher  than  the  national  rate  of  12.1 
per  100,000.  Florida  has  a rate  2 times  higher 
than  the  national  average.  Other  states  with 
relatively  high  records  are  Idaho,  Montana, 
Hawaii,  Nevada,  Oregon,  South  Carolina, 
Arizona,  and  Louisiana. 
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I ulmonary  embolism  is  a serious  medical 
illness,  as  well  as  a serious  complication  of 
many  surgical  procedures.  Massive  em- 
bolism may  be  immediately  fatal,  while 
even  small  emboli  may  be  poorly  tolerated 
by  the  patient  with  pre-existing  cardio- 
pulmonary disease.  The  high  incidence  of 
pulmonary  embolism  in  patients  in  the 
hospital  has  now  been  established,  and  the 
dismaying  variety  of  its  manifestations  is 

becoming  more  widely  recognized. 12  Di- 
agnosis is  often  difficult  since  relatively  few 
patients  have  “classical”  clinical  signs. 
Electrocardiographic  and  chest  radio- 
graphic  findings  are  frequently  not  defini- 
tive. Effective  medical  and  surgical  treat- 
ments for  pulmonary  embolism  exist  but 
cannot  rationally  he  employed  until  diag- 

nosis is  established. 

Radioisotope  scanning  of  the  lungs  was 

introduced  by  Wagner  et  al .I * 3 *  and  by  Quinn 
et  al.'  in  1964.  The  scan  detects  regional 


alterations  in  the  distribution  of  pulmonary 
arterial  blood.  A safe  and  simple  proce- 
dure, it  is  used  primarily  to  screen  patients 
suspected  of  having  pulmonary  embolism. 
Its  diagnostic  accuracy  has  been  evaluated 
in  selected  groups  of  patients. 

This  report  presents  an  evaluation  of 
the  clinical  utility  of  the  lung  scan  in  326 
patients  at  the  Columbia-Presbyterian 
Medical  Center,  who  were  suspected  on 
clinical  grounds  of  having  experienced  an 
acute  pulmonary  embolism. 

Clinical  materials  and  methods 

Of  the  first  500  patients  to  undergo  lung 
scanning  at  our  institution,  there  were  326 
in  whom  the  possibility  of  pulmonary 
embolism  existed  clinically  and  in  whom 
satisfactory  lung  scans  were  obtained  during 
illness.  These  patients  comprise  the  clin- 
ical basis  of  this  report. 

Scanning  was  performed  according  to 
the  technic  which  has  been  previously 
described.5  Both  anterior  and  posterior 
scans  were  made  unless  the  patient’s  condi- 
tion permitted  only  a single  (usually  an- 
terior) scan.  Follow-up  scans  were  usually 
made  ten  to  fourteen  days  later.  A “com- 
panion” chest  radiograph  was  obtained  at 
the  time  of  each  scan  in  every  patient. 

For  this  investigation,  the  lung  scans  and 
companion  radiographs  were  reviewed 
without  knowledge  of  the  final  diagnosis 
and  were  assigned  to  one  of  three  categories: 
scan  positive  for  embolism,  scan  negative 
for  embolism,  or  scan  equivocal.  Criteria 
for  assignment  were  as  follows:  A negative 

scan  showed  a normal  distribution  of  pul- 
monary arterial  blood.  A positive  scan 
showed  one  or  more  focal  areas  of  ischemia 
involving  the  radiographically  normal  lung. 
An  equivocal  scan  demonstrated  regional 
ischemia  coinciding  with  consolidation, 
bullae,  or  other  radiographic  abnormalities, 
or  demonstrated  abnormal  perfusion  with- 
out focal  ischemia.  The  evolution  of  an 
ischemic  area  on  serial  scans  was  considered 
in  the  diagnosis.  Figures  1 and  2 illustrate 
typical  positive  and  negative  scan  results. 

The  unit  history  of  each  patient  was 
reviewed  by  a senior  clinician,  experienced 
in  thromboembolic  disease.  Particular  at- 
tention was  paid  to  the  opinions  of  the 
attending  physician  or  surgeon,  the  medical 
consultant,  and  the  senior  resident  physi- 


2870  New  York  State  Journal  of  Medicine  / November  15,  1969 


FIGURE  1.  Example  of  "positive”  lung  scan  in  thirty-two-year-old  female  having  thrombophlebitis,  fever, 
and  left  pleural  friction  rub.  (A)  Anterior  lung  scan  following  administration  of  l131-labeled  macroaggre- 
gated  albumin  discloses  four  well-defined  ischemic  regions  in  middle  and  inferior  zones  of  right  lung  and 
apical  and  midde  zones  of  left  lung.  Peripheral  lentiform  defect  in  left  mid-lung  is  particularly  suggestive 
of  pulmonary  embolism.  (B)  "Companion”  chest  radiograph  shows  enlargement  of  both  central  pul- 
monary arteries;  lung  fields  clear. 


FIGURE  2.  Example  of  "negative”  lung  scan.  (A)  Lung  scan  shows  bilaterally  uniform  distribution  of 
radioactivity,  indicative  of  macroscopically  normal  pulmonary  arterial  perfusion.  Scan  was  obtained  in 
same  patient  in  Figure  1,  after  interval  of  eleven  days,  during  which  vigorous  treatment  with  anticoagulants 
was  maintained.  (B)  Lungs  remain  clear  on  "companion”  radiograph. 


cian.  The  clinical  diagnosis  of  pulmonary 
embolism  or  no  pulmonary  embolism  was 
classified  as  definite  when  there  was  agree- 
ment by  all  physicians  or  by  the  senior 
clinicians.  In  most  circumstances  the  final 
discharge  diagnosis  did  represent  the  unani- 
mous opinion  of  the  service.  Whenever  the 
reviewer  took  a position  apart  from  that  of 
the  clinical  service,  it  was  to  downgrade  the 
possibility  of  pulmonary  embolism  to 


“equivocal”  or  “no  pulmonary  embolism.” 
These  were  patients  with  a clinical  picture 
sufficiently  suggestive  of  pulmonary  em- 
bolism to  warrant  a full  anticoagulation 
regimen,  but  in  whom  at  discharge  there 
was  appreciable  doubt  of  the  definiteness  of 
this  diagnosis  by  the  clinical  staff  or  by  the 
reviewer.  If  autopsy  had  been  performed, 
the  autopsy  findings  were  considered  con- 
clusive. 
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TABLE  I.  Correlation  between  final  clinical  diag- 
nosis and  result  of  lung  scan  in  326  patients 

✓ Interpretation  of  Lung  Scan > 

Final  Positive  Negative  Equivocal 

Clinical  Num-  Num-  Per  Num-  Per  Num-  Per 

Diagnosis  ber  ber  Cent  ber  Cent  ber  Cent 

Pulmonary  144  98  68  25  17  21  15 

embolism 

Noembo-  182  12  7 129  71  41  22 

lism 


Results 

Of  the  326  patients  investigated,  the 
clinical  review  established  a definite  or 
highly  probable  final  diagnosis  of  pulmo- 
nary embolism  in  144,  or  44  per  cent,  here- 
after called  “clinically  positive”  group. 
In  the  remaining  182  patients  pulmonary 
embolism  was  classified  as  equivocal  or  not 
present  clinically  (“clinically  negative” 
group)  (Table  I).  The  results  of  the  lung 
scan  coincided  with  the  final  clinical  diag- 
nosis in  227  patients,  or  70  per  cent.  The 
results  of  the  scan  were  at  variance  with  the 
clinical  diagnosis  in  11  per  cent. 

In  19  per  cent  of  the  326  patients  an 
equivocal  scan  was  obtained,  precluding 
definitive  interpretation. 

In  the  clinically  positive  group,  a 

positive  scan  result  was  obtained  in  68  per 
cent  and  negative  in  17  per  cent.  The  scan 
was  equivocal  in  the  remaining  15  per  cent 
patients. 

In  the  clinically  negative  group,  a 

negative  scan  result  was  obtained  in  71 
per  cent  and  an  equivocal  scan  in  22  per 
cent.  The  scan  result  was  interpreted  as 
positive  in  7 per  cent. 

The  series  was  then  reviewed  with  respect 
to  the  264  patients  whose  lung  scan  result 
was  unequivocally  positive  (110  patients) 
or  negative  (154  patients)  (Table  II).  Of 
the  positive  scans,  89  per  cent  occurred  in 
patients  in  the  clinically  positive  group 
and  11  per  cent  in  the  clinically  nega- 
tive group.  Of  the  negative  scan  results, 
84  per  cent  occurred  in  the  clinically 
negative  group  and  16  per  cent  in  the 
clinically  positive  group. 

Thus,  a “false  positive”  scan  result  was 
encountered  in  11  per  cent  and  “false  nega- 
tive” in  16  per  cent. 

There  was  no  evidence  that  the  equivocal 
scan  tended  to  appear  with  greater  fre- 
quency in  either  group  of  patients. 


TABLE  II.  Significance  of  the  unequivocally  posi- 
tive or  negative  lung  scan 

Num-  ✓ Final  Clinical  Diagnosis ^ 

ber  , — Embolism — - ✓ — No  Embolism — 

Result  of  of  Per  Per 

Scan  Patients  Number  Cent  Number  Cent 


Positive 

110 

98 

89 

12 

11 

Negative 

154 

25 

16 

129 

84 

Totals 

264 

123 

141 

Comment 

It  is  evident  from  these  results  that  an 
unequivocally  positive  or  negative  finding 
on  a lung  scan  is  significant  in  the  patient 
suspected  of  pulmonary  embolism.  Eighty- 
nine  per  cent  of  our  patients  whose  scan 
result  was  positive  were  judged  clinically  to 
have  pulmonary  embolism,  while  in  84  per 
cent  of  those  with  a negative  scan  result, 
embolism  was  subsequently  excluded  clin- 
ically. However,  the  incidence  of  false- 
positive and  false-negative  scan  findings 
and  of  equivocal  scans  indicates  that  lung 
scanning  has  not  completely  filled  the 
“diagnostic  gap.”6 

The  false-negative  finding  results  from 
several  factors,  the  most  important  of 
which  are  limited  collimator  resolution  and 
the  degrading  effect  of  respiratory  motion 
on  the  scan  image,  causing  small  peripheral 
or  deep-seated  ischemic  lesions  to  escape 
detection. 

The  false-positive  scan  effect  results 
from  any  ischemic  lesion  which  is  invisible 
on  the  chest  radiograph.  In  this  category 
are  thin-walled  bullae  and  cysts  (which 
may  require  tomography  for  recognition), 
transient  regional  hypoxia  with  shunting 
of  blood  to  normally  aerated  lung,  and 
residual  ischemia  from  previous  thrombo- 
embolism in  which  resolution  was  incom- 
plete. The  term  false-positive  lung  scan 
is  misleading  since  it  is  the  diagnostic 
interpretation  given  to  the  state  of  pulmo- 
nary perfusion,  as  shown  objectively  by  the 
scan,  that  is  incorrect. 

It  is  recognized  that  conditions  such  as 
pneumonitis,  atelectasis,  congestive  heart 
failure,  and  marked  cardiomegaly  cause 
pulmonary  perfusion  deficits.  The  reli- 
ability of  the  lung  scan  for  detecting  pulmo- 
nary embolism  in  association  with  these 
conditions  is  lessened,  and  the  likelihood  of 
an  equivocal  scan  correspondingly  in- 
creased. 
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It  was  noteworthy  in  the  review  of  our 
patients’  records  that  no  evidence  was 
found  to  suggest  that  lung  scanning  was 
poorly  tolerated  or  that  transportation  to 
and  from  the  scanning  suite  was  associated 
with  a risk  of  additional  embolization. 

We  chose  to  use  the  final  clinical  diagno- 
sis, as  confirmed  or  modified  retrospectively, 
for  the  standard  against  which  the  accuracy 
of  the  lung  scan  was  measured.  However, 
this  standard  is  necessarily  relative.  The 
incidence  of  error  in  the  final  clinical  judg- 
ment cannot  be  determined,  hut  it  is 
certainly  not  inappreciable.  Whether  the 
probability  of  diagnostic  error  is  greater  in 
the  group  having  false- positive  scan  re- 
sults is  also  indeterminate. 

Serial  lung  scans  offer  an  appreciable  aid 
in  the  diagnosis  and  management  of  the 
patient  with  pulmonary  embolism  or  infarc- 
tion. These  record  objectively  the  return 
of  perfusion  to  ischemic  areas  as  emboli 
resolve  and  disclose  new  deficits  in  per- 
fusion if  propagation  of  emboli  or  re- 
embolization occurs.  Serial  scanning 
should  be  continued  until  all  ischemic  areas 
have  disappeared  or  until  residual  ischemic 
areas  show  no  further  interval  change. 

Moser  et  al .*  studied  10  patients  with 
clinical  evidence  suggesting  extensive  acute 
or  chronic  pulmonary  embolism  by  lung 
scanning  and  by  pulmonary  angiography. 
There  was  high  correlation  between  the 
ischemic  areas  shown  on  the  scan  and  the 
nonperfused  areas  shown  on  the  angiogram. 
The  authors  concluded  that  the  two  proce- 
dures are  complementary  rather  than  com- 
petitive, pointing  out  that  whereas  the  lung 
scan  accurately  reflects  the  pattern  of 
arteriolar-capillary  blood  flow,  the  angio- 
gram provides  precise  information  regarding 
pulmonary  vascular  anatomy. 

Similarly,  Freeman  et  al.1  reported  a 
close  correlation  between  concurrent  lung 
scans  and  pulmonary  angiograms  in  24 
patients  suspected  of  pulmonary  embolism. 
In  1 patient,  the  demonstration  of  ischemia 
on  the  scan  led  to  a retrospective  diagnosis 
of  embolism  on  the  pulmonary  arteriogram. 
Hildner  and  Ormond2  also  found  the  scan 
an  accurate  screening  guide  to  defects  in 
lung  perfusion. 

A dissenting  opinion  was  expressed  by 
Fred  et  al.*  on  the  basis  of  combined  lung 
scanning  and  pulmonary  angiography  in 
73  patients,  of  whom  27  had  pulmonary 


thromboembolism.  They  reported  that  in 
5 of  the  patients  with  verified  embolism 
the  scan  failed  clearly  to  identify  an 
ischemic  area.  In  discussing  this  report, 
the  authors  conceded  that  their  lung  scan 
was  usually  limited  to  a single  view,  but 
re-emphasized  their  conclusion  that  the 
diagnosis  of  pulmonary  embolism  by  scan- 
ning must  remain  presumptive.9 

It  has  become  apparent  to  us  that  the 
lung  scan  is  a valuable  diagnostic  technic 
to  the  clinician  who  is  confronted  by  a 
patient  suspected  of  having  experienced 
pulmonary  embolism.  We  agree  that  the 
lung  scan  provides  only  a presumptive 
diagnosis,  as  is  true  of  many  diagnostic- 
procedures  having  clinical  value.  The  re- 
sults of  the  scan  must  be  finally  evaluated 
in  the  specific  clinical  situation  with  which 
the  physician  is  involved. 

Summary 

The  accuracy  of  lung  scanning  to  detect 
pulmonary  embolism  was  evaluated  retro- 
spectively in  326  patients  clinically  sus- 
pected of  having  pulmonary  embolism  at 
the  time  of  scanning.  The  results  of  the 
lung  scan  and  the  final  clinical  diagnosis 
agreed  in  70  per  cent  of  cases  and  disagreed 
in  11  per  cent;  in  19  per  cent,  the  scan  was 
equivocal.  When  only  the  unequivocally 
positive  or  negative  lung  scan  result  was 
considered,  it  was  found  that  a positive 
finding  was  present  in  89  per  cent  of 
patients  with  a final  diagnosis  of  pulmonary 
embolism,  and  a negative  scan  result  in 
84  per  cent  of  those  without  embolism. 
Although  the  unequivocal  scan  finding  is 
clearly  useful  when  pulmonary  embolism  is 
suspected,  the  significant  incidence  of 
equivocal,  false-positive,  and  false-negative 
scan  results  preclude  uncritical  reliance  on 
this  diagnostic  method. 

Addendum 

Our  experience  with  lung  scanning  now 
includes  more  than  2,500  cases.  Although 
detailed  analysis  of  this  series  is  not  com- 
pleted, preliminary  inspection  supports  the 
findings  and  conclusions  of  this  paper. 
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Motor  vehicle  accidents 


Some  200,000  persons  were  killed  in  motor 
vehicle  accidents  throughout  the  world  last 
year,  according  to  statisticians  of  Metropolitan 
Life  Insurance  Company.  Approximately 
55,000,  more  than  a fourth,  lost  their  lives  in 
the  United  States. 

It  has  been  customary  to  measure  motor  ve- 
hicle hazards  in  terms  of  the  death  rate  from 
motor  vehicle  accidents  per  100,000  population. 
But  such  a rate  does  not  allow  for  adequate 
assessment  of  the  hazard  because  it  reflects 
neither  the  extent  of  ownership  nor  the  degree 
of  use.  By  contrast,  fatality  rates  in  relation  to 
motor  vehicles  owned  and/or  mileage  afford 
more  appropriate  means  to  measure  the  hazard. 

Of  the  13  countries  in  this  study,  the  United 
States  had  the  most  favorable  safety  record  in 
relation  to  mileage  driven  during  1966-67. 
That  record  also  is  impressive  in  relation  to 
ownership.  Thus,  the  United  States  fatality 
rate  per  100  million  vehicle  miles  was  less  than 
half  the  French  rate,  even  though  there  were  a 
third  more  motor  vehicles  per  1,000  population 
in  this  country  than  in  France. 

Both  Italy  and  West  Germany  reported  less 
than  half  as  many  motor  vehicles  per  1,000 
population  as  this  country  but  registered  fatality 
rates  per  100  million  motor  vehicle  miles  double 
that  of  the  United  States.  Japan,  which  ranked 
lowest  in  the  proportion  of  motor  vehicles  per 
1 ,000  population,  three  eighths  of  that  in  this 
country,  had  the  highest  fatality  rate  per  100 
million  vehicle  miles,  or  almost  four  times  the 
United  States. 

Six  countries,  Denmark,  Canada,  Norway, 
New  Zealand,  Great  Britain,  and  the  United 
States,  experienced  accident  fatality  rates  of 
less  than  10  per  100  million  vehicle  miles.  Four 
of  them,  the  United  States,  New  Zealand,  Den- 
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TABLE  I.  Mortality  from  motor  vehicle  accidents 
selected  countries,  1966-67 


Average  Annual  Death 
✓ Rate 


Country 

Motor 
Vehicles 
Per  1,000 
Population 

Per  100,000 
Population 

Per  100,000 
Registered 
Motor 
Vehicles 

United  States 

495 

26.9 

54.4 

F ranee 

369 

25.1 

67.9 

New  Zealand 

369 

20.7 

56.1 

Denmark 

359 

22.0 

61.2 

Canada 

356 

27.1 

76.0 

Australia 

351 

27.6 

78.7 

Netherlands 

306 

21.9 

71.5 

Finland 

244 

22.6 

92.5 

Great  Britain* 

237 

14.0 

59. 1 

Norway 

230 

12.3 

53.4 

West  Germanyf 

226 

28.4 

126.0 

Italy 

215 

17.2 

80.2 

Japan 

184 

15.6 

85.4 

Note:  Ranked  according  to  motor  vehicles  per  1,000 

population. 

* Includes  England  and  Wales,  Northern  Ireland,  and 
Scotland. 

t Includes  West  Berlin. 

Source  of  basic  data:  1967  World  Road  Statistics,  In- 

ternational Road  Federation,  Washington,  D.C.;  Demo- 
graphic Yearbook  1967,  United  Nations,  N.Y.;  various  publi- 
cations of  the  National  Center  for  Health  Statistics,  Wash- 
ington, D.C.;  and  annual  reports  of  other  countries. 

mark,  and  Canada,  reported  owning  more  than 
350  motor  vehicles  per  1,000  population.  Great 
Britain  and  Norway,  each  having  about  230 
motor  vehicles  per  1,000  population,  reported 
death  rates  per  100  million  vehicle  miles  that 
were  bettered  by  the  United  States. 

Of  the  countries  under  review,  West  Germany, 
Finland,  Japan,  and  Italy,  had  the  highest  fatal- 
ity rates  in  relation  to  motor  vehicle  ownership, 
80  or  more  per  100,000  registered  cars.  Three 
of  these  countries.  West  Germany,  Italy,  and 
Japan,  rank  low  in  the  proportion  of  motor  ve- 
hicles owned,  fewer  than  230  per  1,000  popula- 
tion, approximately  two  fifths  of  the  proportion 
of  cars  owned  in  this  country. 
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Superior  vena  cava  obstruction  due  to 
carcinoma  of  the  lung  is  a serious  complica- 
tion which  warrants  immediate  attention 
and  very  careful  management.  It  may  be 
so  severe  that  treatment  must  be  instituted 
before  diagnostic  measures  can  be  under- 
taken, because  of  the  severity  of  complica- 
tions produced  by  these  procedures.  Barth 
reported  the  first  case  in  1853. 1 More  than 
800  cases  have  been  reported  in  the  past 
two  decades. 

The  clinical  picture  of  a well-established 
superior  vena  cava  syndrome  is  so  striking 
that  it  will  rarely  be  missed.  Its  physio- 
pathology  has  been  adequately  studied.2-8 
Early  or  compensated  cases  of  superior 
vena  caval  obstruction  are  less  obvious  and 
may  be  missed.  Severe  complications  may 
arise  as  a result  of  surgery,  particularly  in 
a rapidly  developing  case.  The  standard 

Presented  to  the  New  York  Thoracic  Society  at  Memorial 
Hospital,  New  York  City,  on  February  15,  1968. 

* Abstract  published  in  New  York  State  Journal  of 
Medicine  68:  1833  (July  1)  1968. 


TABLE  I.  Patients  seen  with  lung  cancer  and 
incidence  of  venal  caval  syndrome,  1926  to  1964 


Year 

Number  of 
Superior 
Venal 
Caval 
Obstruc- 
tions 

Number 

of 

Lung 

Cancere 

Percent- 

age 

1926  to 
1938 

6 

303 

1.7 

1939  to 
1948 

21 

949 

2.3 

1949  to 
1958 

110 

2,398 

4.7 

1959  to 
1964 

73 

1,310 

5.5 

treatment  of  this  syndrome  has  been  with 
x-ray  therapy  and/or  nitrogen  mustard.8-11 

In  this  report  we  will  present  the  experi- 
ence of  the  Thoracic  Surgical  Service  of 
Memorial  Center  with  this  syndrome  asso- 
ciated with  lung  cancer. 

Method  and  material 

During  the  period  1926  to  1964  inclusive, 
4,960  patients  with  lung  cancer  were  seen 
on  the  thoracic  service  of  Memorial 
Hospital.  Of  these,  210  had  superior  vena 
caval  syndrome,  an  incidence  of  4.21  per 
cent.  The  relative  incidence  has  been 
progressively  increasing  (Table  I).  There 
were  168  males  and  42  females.  Only  9 
were  Negro.  The  youngest  patient  was 
twenty-nine  and  the  oldest  eighty-one  with 
a mean  age  of  fifty-six  years. 

Subjective  findings.  Superior  vena 
cava  syndrome  was  the  main  complaint 
of  157  patients  or  74.2  per  cent  admitted. 
Other  subjective  findings  according  to  their 
frequency  were  cough,  168  (79.1  per  cent), 
dyspnea  127  (58.8  per  cent),  hemoptysis  76 
(38.3  per  cent),  and  hoarseness  57  (25.2  per 
cent).  Cyanosis  was  seen  frequently  in 
the  acute  stage  of  this  syndrome. 

Objective  findings.  Of  the  210  pa- 
tients diagnosed  as  having  superior  vena 
cava  obstruction,  176  (83.7  per  cent)  had 
distended  veins  over  their  chest  and/or 
their  arms  or  in  their  necks.  Facial  edema, 
the  second  most  common  objective  finding, 
was  seen  in  102  (48.7  per  cent).  Venous 
pressure  was  elevated  in  all  patients  in 
whom  it  was  measured  at  the  time  the 
syndrome  was  apparent.  One  hundred 
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eleven  patients  (52.38  per  cent)  had 
a palpable  node  in  the  neck.  In  9 cases 
the  obstruction  or  involvement  of  superior 
vena  cava  by  lung  cancer  was  discovered  at 
the  time  of  surgery  or  autopsy. 

Radiologic  findings.  All  patients  had 
a chest  x-ray  film  taken  just  before  or  on 
their  admission  to  the  hospital.  A pleural 
effusion  was  reported  in  56  (26.6  per  cent) 
and  atelectasis  was  seen  in  an  equal  num- 
ber. Angiographs  were  obtained  in  27  of 
the  73  patients  seen  in  the  last  five  years  of 
this  study.  The  only  patient  who  had  a 
patent  superior  vena  cava  was  a patient  in 
whom  a left  upper  lobe  lesion  had  ob- 
structed the  left  innominate  vein. 

Diagnosis.  Biopsy  of  a metastatic 
lesion  in  the  neck  or  at  a distant  site  was 
the  most  common  means  of  histologic 
diagnosis.  In  the  last  five  years  the  diag- 
nosis was  made  most  frequently  by  cyto- 
logic study  of  the  sputum,  bronchial  wash- 
ing, or  pleural  fluid. 12 

Pathology.  Gross.  The  exact  site  of 
the  lung  cancer  causing  obstruction  of  the 
superior  vena  cava  was  determined  in  208 
(99.1  per  cent)  of  the  patients.  In  167 
patients  (79.5  per  cent)  the  lesion  was 
situated  in  the  right  lung,  and  in  31  patients 
(14.7  per  cent)  it  was  located  in  the  left 
lung.  In  10  patients  the  lesion  was  con- 
fined to  the  mediastinum  by  x-ray  film  ap- 
pearance, and  in  2 patients  the  site  of  the 
lesion  was  unknown. 

Microscopic.  In  201  cases  (95.8  per  cent) 
a pathologic  diagnosis  of  lung  cancer  was 
made.  This  was  epidermoid  carcinoma  in 
71  patients  (33.8  per  cent),  oat-cell  cancer 
in  68  (32.7  per  cent)  unclassified  in  33 
(15.7  per  cent),  terminal  bronchiolar  car- 
cinoma in  13  (6  per  cent),  adenocarcinoma 
in  9 (4.5  per  cent),  and  undifferentiated  in 
6 (3  per  cent).  One  patient  had  a car- 
cinoid of  the  left  lower  lobe  causing  obstruc- 
tion of  the  superior  vena  cava  by  metas- 
tasis to  mediastinal  lymph  nodes.  In  9 
(4.4  per  cent)  a tissue  diagnosis  was  not 
obtained. 

Treatment.  Most  patients  were 
treated  for  palliation  only.  In  the  acute 
stage  they  were  put  on  bed  rest  with  eleva- 
tion of  the  head  to  a 45-degree  angle. 
Some  were  given  low  salt  diet,  and  a few 
received  diuretics.  In  patients  with  hy- 
poxia, oxygen  was  given  by  tent,  mask, 
or  nasal  catheter. 


Definitive  treatment  was  of  3 types: 
(1)  radiotherapy  alone  or  in  combination 
with  nitrogen  mustard;  (2)  fibrinolysin  and 
radiotherapy;  and  (3)  surgery  with  or 
without  preoperative  irradiation. 

Radiotherapy.  A course  of  radiotherapy 
was  given  to  193  (91.85  per  cent)  of  the 
patients.  A tumor  dose  ranging  from  2,000 
to  8,000  r was  given  to  the  primary  lesion. 
The  majority  of  patients  received  a tumor 
dose  between  3,000  to  5,000  r. 

The  treatment  usually  began  with  a low- 
dose  technic,  50  to  200  r for  the  first  few 
days  and  then  increased  to  300  r daily  until 
satisfactory  results  or  the  planned  maxi- 
mum dose  was  reached. 

Chemotherapy.  One  hundred  twenty- 
four  patients  (58.3  per  cent)  received  a 
chemotherapeutic  agent.  Only  7 patients 
in  this  group  received  chemotherapeutic 
agents  other  than  nitrogen  mustard 
(Thiotepa). 

Twelve  patients  were  treated  with  a 
fibrinolytic  agent  before  and  during  the 
course  of  radiation  therapy.  In  2 patients 
in  whom  the  superior  vena  cava  obstruc- 
tion appeared  after  radiation  therapy, 
fibrinolysin  therapy  was  the  only  treat- 
ment. 

The  fibrinolytic  agents  used  were  strepto- 
kinase (Kinalysin)  and/or  fibrinolysin 
(Thrombolysin),  a streptokinase  plasmino- 
ogen  complex. 

Surgery.  Twenty-five  patients  under- 
went thoracotomy.  In  3 patients  the 
thoracotomy  was  carried  out  with  preopera- 
tive plans  to  resect  the  superior  vena  cava 
in  continuity  with  the  tumor.  In  2 patients 
the  lung  cancer  was  resected  in  continuity 
with  the  superior  vena  cava.  One  of  these 
2 patients  had  received  preoperative  irra- 
diation. In  the  third  patient  the  operation 
was  abandoned  when  the  tumor  was  found 
to  he  an  oat-cell  carcinoma.  In  the  2 cases 
of  resection  the  superior  vena  cava  was  not 
completely  obstructed,  and  it  was  by- 
passed with  a number  28  or  30  polyethylene 
catheter  from  one  of  the  innominate  veins 
to  the  auricular  appendage  during  the 
course  of  resection. 13 

Of  the  2 patients  who  underwent  re- 
section of  the  superior  vena  cava  in  con- 
tinuity with  the  right  upper  lobe,  1 sur- 
vived ten  months  and  died  from  an  ulcerat- 
ing metastatic  gastric  lesion.  The  second 
patient  died  six  months  following  surgery 
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from  fulminating  pneumonia  with  throm- 
bosis of  the  graft. 

In  22  patients  the  operation  was  per- 
formed before  the  onset  of  superior  vena 
cava  obstruction  or  before  the  development 
of  the  by-pass  technic. 

No  treatment.  Six  patients  were  sent  to 
another  institution  for  completion  or  start 
of  x-ray  therapy.  Follow-up  on  these 
patients  indicated  that  none  received  any 
treatment. 

Results 

The  results  of  the  treatment  will  he 
presented  in  4 separate  groups:  (1)  those 
patients  who  received  x-ray  therapy  alone 
or  in  combination  with  chemotherapy;  1 2) 
those  who  were  treated  with  fibrinolysin 
and  x-ray  therapy;  (3)  those  who  were 
treated  with  cancer  chemotherapy  only; 
and  (4)  those  who  were  essentially  un- 
treated. 

Group  1.  There  were  193  patients  in 
Group  1.  In  129  the  onset  of  the  obstruc- 
tion of  the  superior  vena  cava  and  the  date 
of  death  could  he  accurately  determined. 
Median  survival  for  this  group  was  8.3 
months.  The  shortest  survival  was  twelve 
days  and  the  longest  was  ten  years.  There 
was  a two-month  difference  in  survival 
between  those  who  were  treated  with  radio- 
therapy alone  and  those  who  received  com- 
bined radiotherapy  and  chemotherapy. 
This  difference  was  not  statistically  signifi- 
cant. In  this  group  only  3 patients  had  a 
superior  cavagram  before  and  after  the 
treatment.  In  1 of  these  the  superior  vena 
cava  reopened.  The  other  2 remained 
occluded. 

The  effect  of  irradiation  was  further  eval- 
uated by  comparing  the  patients  who  com- 
pleted their  course  of  irradiation  with  those 
who  had  incomplete  courses.  Survival  was 
longer  in  those  who  had  a complete  course 
of  therapy.  It  is  possible  that  these  results 
were  skewed  by  the  fact  that  therapy 
was  discontinued  in  patients  who  were  pro- 
gressing more  rapidly  or  who  had  poor 
reactions  to  therapy. 

Group  2.  Twelve  patients  with  superior 
vena  cava  obstruction  were  treated  with 
fibrinolysin  combined  with  irradiation. 
The  median  survival  of  this  group  was 
12.8  months.  Adequate  fibrinolysin  treat- 
ment was  given  to  10  of  the  12  patients. 


The  lysis  time,  using  the  euglobulin 
method,  was  thirty  minutes  or  less  in  8 
patients,  ninety  minutes  in  1,  and  one 
hundred  twenty-four  minutes  in  another 
patient.  Fibrinolytic  activity  was  not 
measured  in  1 patient  who  was  treated  for 
only  one  hour  and  in  another  patient  who 
received  plasmin.  These  2 were  considered 
to  be  inadequately  treated  patients. 

The  effectiveness  of  the  treatment  with 
fibrinolysin  became  evident  within  forty- 
eight  hours  after  treatment  had  begun,  with 
decrease  in  tenseness  of  the  edema.  There 
was  rapid  return  to  normal  in  all  cases  in 
four  to  ten  days. 

Group  3.  Seven  patients  received  nitro- 
gen mustard,  triethylene  melamine,  or 
other  chemotherapy.  Survival  in  this 
group  varied  from  three  weeks  to  two 
months.  This  was  similar  to  the  untreated 
group. 

Group  4.  There  were  6 patients  who 
did  not  receive  significant  treatment  for 
their  cancer  or  who  refused  treatment. 
Their  average  survival  was  only  eighty-one 
days.  This  might  be  thought  to  be  the 
result  of  more  advanced  disease  which  was 
not  treated,  but  actually  many  were 
patients  who  refused  recommended  treat- 
ment or  who  were  transferred  to  other 
hospitals  with  treatment  recommended 
which  was  never  instituted. 

Pathology  and  survival.  The  histo- 
logic type  of  the  lung  cancer  had  no  obvious 
effect  on  survival  of  the  treated  patients. 
There  was  no  statistical  difference  between 
those  who  had  oat-cell  and  epidermoid 
cancer.  The  location  of  the  primary  tumor 
also  failed  to  affect  survival  significantly. 

Of  the  210  patients  admitted  with  a 
diagnosis  of  superior  vena  cava  syndrome 
due  to  lung  cancer  only  3 survived  more 
than  three  years.  One  of  these  was  never 
proved  histologically  and  so  must  be  dis- 
carded, although  the  diagnosis  seemed  well 
established  by  other  criteria.  One  patient 
treated  with  irradiation  therapy  only  has 
survived  ten  years.  His  vena  cava  never 
recanalized,  as  demonstrated  by  x-ray,  al- 
though the  syndrome  was  relieved  by 
collateral  circulation.  One  patient  treated 
with  fibrinolysin  and  x-ray  therapy  sur- 
vived four  years  and  ten  months  only  to  die 
of  a benign  brain  tumor  without  any  evi- 
dence of  cancer  at  postmortem. 

Autopsy.  Autopsies  were  obtained  in 
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52  cases.  In  22  the  superior  vena  cava  was 
completely  occluded.  In  14  (63  per  cent) 
the  superior  vena  cava  was  obstructed  by 
tumor  and  thrombus,  in  4 (10  per  cent)  by 
thrombus  alone,  and  in  4 (10  per  cent)  by 
tumor  alone.  Of  the  14  patients  whose 
superior  vena  cava  was  completely  occluded 
by  tumor  and  thrombus,  7 had  been  treated 
with  a complete  course  of  external  irradia- 
tion, and  7 had  received  an  incomplete 
course.  The  4 patients  with  complete 
obstruction  of  the  superior  vena  cava  by 
thrombus  only  had  all  been  treated  with 
both  irradiation  and  chemotherapy.  Of 
the  patients  with  complete  obstruction  by 
tumor  only,  3 had  been  treated  with  both 
irradiation  and  chemotherapy  and  1 by 
chemotherapy  only. 

The  superior  vena  cava  was  compressed 
by  tumor  in  13  patients.  Two  had  had  a 
complete  course  of  radiotherapy;  2 had  had 
no  treatment;  and  9 patients  had  received 
combined  chemotherapy  and  external  irra- 
diation In  only  1 patient  of  the  13  was 
there  associated  thrombus  in  the  superior 
vena  cava.  This  patient  had  received 
combined  irradiation  and  chemotherapy. 

In  4 patients  the  superior  vena  cava  was 
partially  obstructed.  In  3 patients  tumor 
was  the  cause.  All  3 patients  had  been 
treated  with  combined  irradiation  and 
chemotherapy.  In  1 of  the  patients  treated 
surgically  a thrombus  partially  filled  the 
graft  replacing  the  superior  vena  cava. 

The  superior  vena  cava  was  constricted 
in  3 patients.  All  of  these  patients  had 
received  combined  therapy. 

The  superior  vena  cava  was  patent  in  5 
cases.  One  had  been  treated  with  throm- 
bolysin  and  irradiation.  The  remaining 
4 patients  had  received  radiation  therapy 
and  nitrogen  mustard. 

In  3 autopsy  protocols  there  was  no 
mention  of  the  status  of  the  superior  vena 
cava.  All  of  these  patients  were  treated 
with  a combination  of  chemotherapy  and 
irradiation.  The  1 patient  who  had  only 
lung  biopsy  at  the  time  of  autopsy  had  re- 
ceived no  treatment.  In  1 patient  autopsy 
was  done  elsewhere. 

Comment 

Acute  superior  vena  caval  obstruction 
causes  consternation  in  the  ordinary  pa- 
tient and  family  and  frequently  brings  the 


reluctant  patient  rushing  to  the  hospital  to 
demand  treatment.  In  our  series  of  210 
patients,  157  were  admitted  with  this  syn- 
drome as  their  major  complaint. 

Chest  x-ray  films  and  sputum  cytology 
can  be  used  for  the  diagnosis  of  the  under- 
lying etiology  of  the  superior  vena  caval  ob- 
struction in  the  acute  stage.  Bronchoscopy 
may  be  used  in  those  patients  who  have  less 
severe  symptoms.  However,  we  feel  it  is 
dangerous  even  in  the  best  of  hands,  in  the 
full-blown  syndrome,  because  of  the  edema 
which  may  follow  and  result  in  airway  ob- 
struction. 

The  location  of  lesions  in  our  series  con- 
firmed the  fact  that  left  pulmonary  lesions 
can  cause  superior  vena  caval  obstruction, 
especially  when  the  lesion  is  anaplastic  or 
oat-cell  cancer.  Our  findings  are  in  agree- 
ment with  Roswit,  Kaplan,  and  Jacobson8 
and  Szur  and  Bromley11  who  reported  that 
pulmonary  lesions  on  the  right  side  outnum- 
bered those  on  the  left  by  a ratio  of  4 : 1 . 

The  most  common  histologic  type  in  our 
series  was  epidermoid  carcinoma.  This 
was  not  nearly  so  high  as  the  series  reported 
by  Roswit,  Kaplan  and  Jacobson8  with  82 
per  cent  epidermoid  cancer.  There  were 
only  9 (4.2  per  cent)  cases  of  adeno- 
carcinoma in  our  series.  Schechter  and 
Ziskind10  reported  7 (38  per  cent)  such  cases 
among  a total  of  18  cases  of  superior  vena 
caval  obstruction  secondary  to  lung  cancer. 

There  was  only  1 case  of  carcinoid  in  our 
entire  series.  In  this  case,  the  lesion  was 
located  in  the  left  lung.  In  a similar  case 
reported  by  Dana  and  McIntosh4  the  lesion 
was  also  located  in  the  left  lung.  The  ob- 
struction was  produced  in  both  cases  by 
metastatic  lymph  nodes.  Davies  in  19109 
reported  the  first  patient  treated  with  ex- 
ternal radiation.  This  patient  did  not  have 
carcinoma  of  the  lung  and  did  not  respond 
to  the  treatment. 

X-ray  therapy  is  a useful  measure  in  the 
treatment  of  primary  lung  cancer,  but  once 
the  superior  vena  cava  is  invaded  by  tumor 
and  is  filled  with  tumor  and  thrombus,  the 
chance  of  restoring  the  integrity  of  the  vein 
by  x-ray  therapy  is  very  slight.6’8’10'11’14 

Nitrogen  mustard  combined  with  x-ray 
therapy  has  been  used  since  1946.  It  was 
originally  suggested  that  nitrogen  mustard 
given  before  x-ray  therapy  might  prevent 
edema  and  the  reported  increase  in  obstruc- 
tive symptoms  with  the  first  x-ray  treat- 
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ments.  There  is  no  evidence  for  an  increase 
in  survival  when  nitrogen  mustard  is  added 
to  x-ray  therapy.  In  our  cases,  therapy  is 
started  with  small  doses  of  roentgen  rays 
which  may  explain  the  lack  of  serious  side- 
effects.  There  has  been  real  difference  of 
opinion  on  the  subject  of  how  radiation  is  to 
be  administered  in  this  condition. 

Patients  with  obstruction  of  the  superior 
vena  cava  are  prone  to  develop  extensive 
thrombosis,  especially  if  the  onset  of  the 
obstruction  is  sudden.  Experimental  work 
of  Sotnischewsky15  and  Ferrero  and  Mair- 
ano16  has  supported  this  impression.  We 
believe  this  condition  warrants  the  use  of 
anticoagulant  and  fibrinolytic  agents  as  an 
adjunct  to  irradiation  and  chemotherapy. 
Schechter  and  Ziskind10  suggested  the  use 
of  anticoagulants  in  these  patients  to  pre- 
vent the  propagation  of  the  thrombus  and 
to  help  preserve  collateral  circulation. 

Hecker  in  1960  presented  the  effect  of 
thrombolysin  on  a thrombosed  graft  re- 
placing the  superior  vena  cava.17  The 
patient  showed  definite  clinical  improve- 
ment, but  there  was  no  change  in  the  status 
of  the  obstruction.  We  have  used  fibrino- 
lytic agents  in  the  treatment  of  12  patients 
with  acute  superior  vena  caval  obstruction 
since  1958.  The  10  adequately  treated  all 
showed  evidence  of  beneficial  results,  and  in 
5 patients  patency  was  restored. 

Surgical  treatment  for  obstruction  of  the 
superior  vena  cava  was  advocated  first  by 
Skillen  in  1917, 18  and  the  first  mediastinal 
decompression  procedure  was  performed  in- 
1930  by  Ehrlich,  Ballon,  and  Graham. 14 
Since  then,  investigators  have  sought  an- 
swers to  two  major  questions:  (1)  Will  a 
venous  anastomosis  in  the  thorax  remain 
patent?  (2)  Can  the  superior  vena  cava 
be  replaced  by  a graft? 

Gerbode,  Yee,  and  Rundle19  showed  that 
venous  anastomosis  in  the  thorax  remained 
patent,  and  Klassen,  Andrews,  and  Curtis20 
Scanned  and  Shaw,21  Holman  and  Stein- 
berg,22 Deterling  and  Bhonslay,23  Riberi 
and  Moore,24  and  Moore,  Teramoto,  and 
Heimburger25  showed  that  when  the  supe- 
rior vena  cava  is  replaced  with  an  aortic 
homograft  or  prosthetic  graft,  it  remains 
patent  for  varying  lengths  of  time.  Tama 
et  al .,26  Jensen  et  al .,27  and  Allansmith28  re- 
placed the  superior  vena  cava  of  human 
beings  with  prosthetic  grafts  and  noted 
that  the  grafts  remained  patent  for  a period 


of  seven  to  eight  months  until  the  patient 
died. 

The  superior  vena  cava  involved  with 
cancer  of  the  lung  has  been  replaced  in  2 
patients  in  this  series.  In  both  cases,  the 
graft  thrombosed  but  patency  was  restored 
by  the  administration  of  fibrinolysin.  One 
patient  was  maintained  on  oral  antico- 
agulants after  lysis  of  the  thrombus.  When 
the  anticoagulant  was  stopped  by  the 
patient,  the  graft  promptly  rethrombosed 
six  months  later,  and  the  patient  expired  as 
result  of  this  complication. 

The  best  substitute  for  superior  vena 
cava  is  autogenous  vein  graft  using  one  of 
the  subclavian  or  femoral  veins.29  How- 
ever, Vasko,  Kilman,  and  Ahn30  reported 
that  homologous  trachea  used  in  replacing 
the  superior  vena  cava  of  dogs  remained 
patent  up  to  six  months. 

When  the  superior  vena  cava  is  not  ob- 
structed, although  actually  involved  with 
a cancer  of  neighboring  structures,  the 
resection  requires  clamp  occlusion  of  this 
major  venous  system.  Clamp  occlusion 
of  the  vena  cava  is  associated  with  pro- 
hibitive morbidity  and  mortality.27,31-33 
This  risk  can  be  reduced  by  a catheter 
bypass  technic  which  was  used  in  the  2 
cases  resected  in  this  series.13,34 

Summary 

From  1926  to  1964  inclusive,  210  patients 
with  superior  vena  cava  syndrome  and 
cancer  of  the  lung  were  admitted  to  the 
thoracic  service  of  the  Memorial  Hospital. 
In  201  patients  or  95.8  per  cent,  tissue 
diagnosis  was  ascertained.  In  order  of 
frequency  the  pathologic  types  of  lesions 
were  epidermoid,  oat-cell,  unclassified,  ter- 
minal bronchiolar,  adenocarcinoma,  and 
carcinoid.  In  order  of  frequency  the  loca- 
tion of  the  lung  lesion  was  right  upper  lobe, 
right  lung,  left  lung,  and  mediastinum. 

Autopsies  were  done  in  52  patients,  and 
in  22  patients  the  superior  vena  cava  was 
completely  occluded,  in  16  patients  by  both 
thrombus  and  tumor.  In  13  patients  it 
was  compressed;  in  4 it  was  partially  ob- 
structed; and  in  3 it  was  constricted.  In 
5 patients  the  superior  vena  cava  was 
patent. 

Most  of  the  patients  were  treated  with 
irradiation  and  nitrogen  mustard.  Twelve 
patients  had  fibrinolysin  therapy  in  addi- 
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tion  to  irradiation.  In  2 patients,  the 
superior  vena  cava  was  resected  in  con- 
tinuity with  the  lesion.  Palliation  by 
irradiation  alone  or  with  nitrogen  mustard 
in  the  acute  stage  was  quite  satisfactory. 

Median  survival  for  the  patients  treated 
with  irradiation  with  or  without  chemo- 
therapy was  eight  and  two-tenths  months. 
For  those  who  received  fibrinolysin  and 
irradiation  it  was  12.8  months.  For  those 
who  were  not  treated,  the  median  survival 
was  eighty-eight  days.  The  2 patients 
treated  by  resection  survived  six  and  ten 
months. 

Only  3 patients  survived  more  than  four 
years.  One  did  not  have  pathologic  proof. 
One  was  treated  with  thrombolysin.  One 
was  treated  with  irradiation  and  chemo- 
therapy. 
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We  must  recollect  that  all  our  provisional  ideas 
in  psychology  will  some  day  be  based  on  an 
organic  substructure.  This  makes  it  probable 
that  special  substances  and  special  chemical 
processes  control  the  operation ... 

— Sigmund  Freud 


Even  in  the  midst  of  popular  concern 
with  intelligence  and  of  vast  expenditures 
of  private  and  public  funds  for  studies  con- 
nected with  education  and  development, 
the  confusion  about  the  nature  of  intelli- 
gence still  exists;  indeed,  the  concept  is 
almost  as  obscure  now  as  it  was  many  years 
ago.  Paradoxically,  greater  and  greater 
efforts  are  being  made  to  develop  informa- 
tion about  intelligence,  although  few  can 
agree  on  a definition  of  what  they  consider 
intelligence  to  be. 

A sizable  proportion  of  mentally  retarded 
children  never  had  the  slightest  chance  of 
developing  properly:  they  were  destined 
to  be  handicapped  from  the  moment  of  con- 
ception, when  the  particular  sperm  and  the 
particular  ovum  united  to  determine  their 
genetic  endowment.  Mongoloid  children, 
for  example,  suffer  the  effects  of  extra  chro- 


mosomal material,  which  inevitably  pro- 
duces some  degree  of  defect  in  the  develop- 
ing organism. 1 I n other  children,  however, 
genetic  factors  which  themselves  are  immu- 
table, cause  damage  only  in  combination 
with  particular  environmental  factors.  A 
child  suffering  from  galactosemia  will  be 
retarded  only  if  he  is  fed  milk,  since  his 
hereditary  defect  is  an  inability  to  metab- 
olize the  galactose  contained  in  milk. 
Other  genetic  processes  are  much  more  sub- 
tle than  this,  but  investigators  today  are 
approaching  the  unanswered  questions 
about  human  heredity  with  a much  broader 
and  more  sophisticated  perspective  than 
ever  before.  Modern  research  is  under- 
scoring the  necessity  for  a much  fuller 
understanding  of  the  genes’  role  in  deter- 
mining human  growth  and  behavior. 

Between  the  moment  of  fertilization  and 
the  moment  of  birth,  the  human  organism 
undergoes  a developmental  process  un- 
paralleled for  its  speed  and  intricacy.  Al- 
though continued  maturation  takes  place 
after  birth,  the  basic  structures  of  the  cen- 
tral nervous  system  are  laid  down  during 
fetal  life,  and  many  are  complete  by  the 
time  the  infant  is  born.  As  a matter  of 
fact,  cell  division  in  the  nervous  system 
slows  down  dramatically  by  the  time  of 
birth  and  ceases  completely  when  the  child 
is  one  or  two  years  old.  Apparently  all  the 
cells  of  the  adult  are  present  at  the  time  al- 
though many  of  them  must  continue  to 
grow  and  mature. 

As  a result  of  this  halt  in  division,  cells 
in  the  central  nervous  system,  unlike  most 
of  those  in  other  parts  of  the  body,  are  not 
replaced  if  they  are  injured  or  destroyed. 
Cell  death  cannot  be  overcome  by  regrowth 
in  the  brain,  although  the  particular  func- 
tions of  the  missing  cells  can  sometimes  be 
assumed  by  other  regions  of  the  brain. 
Thus  cell  destruction  in  the  central  nervous 
system  often  produces  an  irreparable  handi- 
cap, particularly  if  it  occurs  early  in  de- 
velopment when  its  effects  are  likely  to  be 
more  widespread.2 

It  is  often  difficult  to  determine  whether 
a mental  defect  was  caused  by  factors  in- 
herent in  the  genes  or  whether  toxic,  in- 
fectious, endocrine,  traumatic,  nutritional, 
and  other  prenatal  pathogenic  factors  op- 
erating on  the  germ  cell  or  within  the  preg- 
nant mother  tended  to  weaken  or  distort 
developmental  capacity  of  the  brain. 
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Diagnosis 

To  determine  whether  a child  who  is  sus- 
pected of  being  mentally  retarded  really  is 
and  to  outline  constructive  treatment,  one 
should  study  the  many  factors  which  led 
not  only  to  his  intellectual  defect  but  also 
to  his  unique  personality  pattern.  If  one 
or  both  of  the  child’s  parents  are  known  to 
be  defective,  it  may  be  found  that  heredity 
has  been  an  important  factor.  It  should 
be  kept  in  mind,  however,  that  intellectu- 
ally defective  parents  contribute  not  only 
defective  genes  but  usually  a home  atmos- 
phere deficient  in  intellectual,  social,  and 
personality-forming  influences,  restricting 
the  potentiality  of  mental  growth. 

In  most  mentally  retarded  children  there 
will  be  a history  of  delay  in  the  develop- 
ment of  physiologic,  psychologic,  or  social 
functions.3  In  the  newborn,  early  indi- 
cations of  deficit  are  shown  in  weakness 
or  absence  of  the  sucking  and  grasping 
reflexes  and  of  crying  in  response  to  pain- 
ful stimuli,  closure  of  the  eyelids,  and  con- 
traction of  the  pupils.  The  infant  shows 
apathy,  difficulties  in  sucking,  and,  later, 
delay  in  commencing  to  use  his  motor  ap- 
paratus at  the  customary  stage  of  mat- 
uration. The  healthy  child  may  smile  by 
the  second  month,  and  crying  is  now  accom- 
panied by  tears.  The  head  and  eyes  turn 
toward  sounds.  At  the  fourth  month,  the 
child  usually  begins  to  hold  up  his  head; 
two  months  later  he  should  be  able  to  sit 
for  several  minutes.  At  this  time  he 
should  begin  to  crawl,  may  grasp  for  ob- 
jects, hold  up  his  arms  to  be  taken,  and  be- 
gin to  distinguish  people.  At  the  tenth 
month,  he  should  stand,  and  at  one  year  he 
should  take  a few  steps,  say  “mama”  and 
“papa,”  and  recognize  toys.  At  eighteen 
months,  he  should  be  walking  well.  Delay 
in  the  acquisition  of  these  motor  skills  sug- 
gests impaired  cerebral  development. 

There  exists  an  important  relation  be- 
tween intelligence  and  the  capacity  for 
development  of  correct  and  distinct  speech. 
The  degree  of  intelligence  is  closely  indicated 
by  the  age  of  acquisition  of  speech;  by  the 
character  of  articulation,  for  example, 
whether  the  articulation  is  clear,  slovenly, 
slurring,  or  jerking;  by  lalling,  or  the  sub- 
stitution of  one  consonant  for  another;  and, 
finally,  by  the  extent  of  vocabulary  since 
this  measures  rather  well  the  stock  of  ideas. 


The  normal  child  should  be  speaking  a few 
words  at  one  year  and  should  articulate 
clearly  between  the  ages  of  three  and  four. 

Significance  of  I.Q. 

Of  the  individual  tests,  the  Stanford- 
Binet,  Standard  Revision,  has  been  most 
extensively  used,  but  it  has  the  disadvan- 
tage that  it  was  based  on  results  obtained 
by  the  examination  of  a group  of  individuals 
who  were  of  more  than  average  intelligence. 
As  a result,  its  standard  I.Q.  (intelligence 
quotient)  of  100  is  too  high.  An  intelligence 
quotient  of  87  on  this  scale  more  nearly 
represents  the  general  average  at  age  fifteen, 
the  age  at  which  the  Stanford  test  assumes 
that  full  intellectual  development  has  been 
obtained.  A child  found  on  the  Stanford- 
Binet  scale  to  have  an  I.Q.  of  30  and  a men- 
tal age  of  five  cannot  be  expected  to  complete 
school  work  more  difficult  than  that  of 
kindergarten  grade.  An  I.Q.  of  45  and  a 
mental  age  of  seven  will  permit  one  to  com- 
plete the  second  grade  of  school.  An  I.Q. 
of  50  and  a mental  age  of  eight  are  required 
for  the  completion  of  the  third  grade,  and 
an  I.Q.  of  65  and  a mental  age  of  ten  are 
necessary  for  the  completion  of  fourth 
grade.  An  I.Q.  of  80  and  a mental  age  of 
twelve  should  enable  one  to  complete  the 
fifth  or  sixth  grade.  Individuals  with  an 
I.Q.  between  90  and  110  can  often  complete 
high  school;  those  between  110  and  120  can 
complete  college;  and  those  above  120  can 
successfully  pursue  specialized  graduate  or 
professional  training.4'5 

Treatment 

Although  the  limits  of  development  of 
those  aspects  of  the  organism  that  we  call 
intellectual  are  for  the  most  part  fixed,  to 
a narrow  extent  intelligence  grows  by  use 
and  atrophies  by  disuse.  It  has  been  found 
that  if  identical  twins  are  separated  soon 
after  birth  and  one  is  provided  with  educa- 
tional opportunities  definitely  superior  to 
the  other,  he  will  develop  an  I.Q.  higher 
than  will  the  child  placed  in  a less  favorable 
environment.  Even  though  the  intellectual 
capacity  cannot  be  materially  increased, 
the  social  capacity  can  be  improved  in  indi- 
viduals in  whom  it  is  most  needed,  namely, 
in  the  higher-grade  defective  individual. 
It  should  be  remembered  that  the  develop- 
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merit  of  a normal  personality  requires  not 
only  a certain  native  intellectual  endow- 
ment but  also  such  emotional  essentials 
as  affection,  security,  social  recognition, 
achievement,  and  new  experiences.  So 
too,  the  retarded  or  defective  child  should 
he  led  to  feel  that  he  is  loved,  approved, 
and  wanted  as  a member  of  the  family  and 
of  groups  outside  the  family.  Surrounded 
with  affection,  handled  with  devoted  pa- 
tience, and  psychologically  stimulated 
through  fondling  and  play,  such  a child 
should  acquire  the  feeling  of  significance 
and  security  essential  to  the  development 
of  a stable  personality.6 

Emotional  problems 

The  emotional  problem  created  for  the 
parents  by  the  retarded  or  defective  child 
may  be  a difficult  one,  and  the  manner  in 
which  it  is  met  has  much  influence  on  fu- 
ture development.  The  knowledge  that 
one’s  child  is  not  devloping  normally  often 
comes  slowly,  and  the  mother  may  refuse 
to  face  the  situation  and  develop  a sense 
of  personal  shame,  failure,  and  even  guilt. 
Her  tearfulness  and  the  father’s  angered 
disappointment  may  leave  the  child  con- 
fused, frustrated,  and  isolated.  Again, 
if  he  is  rejected,  emotionally  deprived, 
coerced,  and  perhaps  beaten,  the  child  is 
restless,  insecure,  aggressive,  and  hostile. 
Feelings  of  frustration  and  futility  are  more 
common  among  parents  of  mentally  re- 
tarded children  than  among  parents  of 
those  who  are  physically  handicapped. 
The  latter  can  often  experience  a feeling  of 
compensation  in  the  child’s  intellectual  and 
emotional  growth.  Since  such  satisfac- 
tions are  lacking  in  the  case  of  the  mentally 
arrested  or  retarded  child,  the  underlying 
problems  of  the  parents  are  intensified  and 
often  expressed  in  their  attitude  toward 
him,  with  the  result  that  he  develops  hos- 
tility and  behavior  problems.  Many,  per- 
haps most,  defective  individuals,  like  normal 
individuals,  have  conflicts  regarding  their 
hopes,  fears,  anxieties,  and  frustrations. 
The  manner  in  which  these  are  met  by  par- 
ents and  teachers  will  have  much  influence 
on  their  behavior  and  social  adjustment. 
Many  mentally  defective  persons  are  more 
incapacitated  by  their  emotional  difficulties 
than  by  their  intellectual  deficit.  As  with 
children  of  normal  intellectual  endowment. 


frustrations,  ridicule,  anxieties,  emotional 
deprivations,  and  insecurities  may  lie  ex- 
pressed in  delinquent  behavior.7 

Education 

In  the  field  of  education,  teachers  should 
concentrate  from  the  start  on  those  abilities 
and  aptitudes  with  which  the  child  is  most 
fully  endowed.  Perhaps  nothing  is  so 
devastating  to  the  mental  health  of  a de- 
fective child  as  to  be  offered  lessons  that 
are  beyond  his  powers  of  comprehension. 
The  social  training  of  retarded  children  is 
of  immense  importance  and  of  far  greater 
significance  to  them  than  mere  educational 
attainments.  The  extent  to  which  they  are 
accepted  as  agreeable  individuals  by  and  in 
a community  is  directly  proportionate  to 
their  social  adjustment.  This  attitude  of 
the  community  has  a direct  relation  to  the 
mental  health  of  the  growing  child.  If  he 
is  accepted,  he  will  feel  that  he  has  fulfilled 
his  main  ambition  of  being  somebody  in  the 
eyes  of  others.  If  he  is  not  accepted,  he  has 
a feeling  of  failure  and  frustration,  or  griev- 
ance and  ill  will  against  society,  all  of 
which  breed  discontent  and  unhappiness, 
leading  to  emotional  difficulties,  malad- 
justment, and  even  to  delinquency  and 
crime.8 

Pharmacologic  therapy 

The  diagnostic  and  statistic  manual  of 
the  American  Psychiatric  Association  clas- 
sifies the  degree  of  intelligence  defect  as 
mild,  moderate,  or  severe.  An  impairment 
of  mild  degree  is  such  as  would  be  expected 
in  a child  having  an  I.Q.  of  approximately 
70  to  85.  This  child  is  educable.  Moder- 
ate is  used  for  a degree  of  functional  impair- 
ment that  will  require  such  special  training 
and  guidance  as  would  be  expected  in  a 
child  having  an  I.Q.  of  50  to  70.  This  child 
is  trainable.  Severe  refers  to  a degree  of 
defect  such  that  he  requires  custodial  or 
complete  protective  care.  The  degree  of 
defect  should  not  be  determined  solely  by 
psychologic  test  scores  but  should  take 
into  consideration  cultural,  physical,  and 
emotional  determinants  as  well  as  school, 
vocational,  and  social  effectiveness. 

The  author  has  reviewed  drug  research 
with  children  over  the  last  fifteen  years, 
particularly  pertaining  to  learning,  the 
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methodologic  problems,  and  the  current 
status  of  research.  Learning  involves  the 
terms  “practice”  and  “performance.”  It 
is  a complex  item  often  used  arbitrarily. 
The  methodologic  problems  include  meas- 
uring instruments,  improvement  criterion, 
sampling,  seasons  of  the  year,  subjects’ 
diet,  and  dosage  schedule.  Drugs  con- 
sidered were  tranquilizers,  stimulants,  anti- 
depressants, normal  process  compounds,  an- 
ticonvulsives,  and  biochemical  approaches 
to  memory.  Analysis  of  the  studies  re- 
veals: (1)  Phenothiazine  drugs  manage 

severely  disturbed  children  well  regardless 
of  I.Q.  or  etiology;  chlorpromazine  (Thor- 
azine) or  thioridazine  (Mellaril ) are  the  most 
effective  and  most  used  in  state  institutions. 
(2)  Amphetamine  derivative  studies  on 
normal,  psychoneurologically  impaired 
children  and  mentally  retarded  children  are 
indeed  inadequate;  in  comparative  expe- 
rience treating  trainable  retarded  children 
with  dextroamphetamine  sulfate  (Dexe- 
drine),  methylphenidate  hydrochloride 
(Ritalin),  diphenhydramine  hydrochloride 
(Benadryl),  and  phenylpyrrolidinopentane 
(Prolintane),  and  more  so  with  educable 
retarded  and  psychoneurologically  im- 
paired children,  the  author  considers  the 
latter  drug,  which  is  at  present  at  clinical 
investigation  level, 9-15  to  be  the  most 
promising  and  with  a specificity  for  improve- 
ment of  visual  and  motor  perception  and 
dyslexia  (Fig.  1).  (3)  The  trial  and  error 

approach  to  individual  cases  is  now  neces- 
sary; we  must  remember  that  different 
drugs  work  differentially  for  different  levels 
of  retardation  or  impairment,  different  in- 
dividuals, different  intellectual  tasks,  and 
different  learning  components.  (4)  Some 
highly  praised  drugs  after  time  have  side- 
effects,  hence  they  should  be  used  on  in- 
terrupted basis  such  as  on  five  school  days 
per  week  and  not  on  weekends.  (5  ) Meas- 
urement of  psychopharmacologic  effects  in 
children  and  in  learning  is  more  difficult 
than  in  physical  medicine;  the  definition  of 
the  learning  process  complicates  drug  study 
with  children  and  particularly  with  the  men- 
tally retarded;  the  complex  placebo  effect 
may  comprise  seven  tenths  of  total  improve- 
ment; other  troublesome  factors  are  irregu- 
lar maturation  and  drug  tolerance  in 
children.  Despite  methodologic  problems, 
the  present  research  in  child  psychophar- 
macology is  most  promising  and  allows 


FIGURE  1.  Test  scores  for  child  whose  chrono- 
logic age  is  nine,  mental  age  six  and  a half,  and 
I.Q.  72:  (A)  May  5, 1968,  no  medication,  test  score  9; 
(B)  July  8,  1968,  phenylpyrrolidinopentane  10  mg. 
twice  daily  weekdays  only,  test  score  2;  (C)  August 
9,  1968,  no  medication  since  July  8,  test  score  8. 

much  optimism  for  the  future,  particularly 
in  the  educable  retarded  category. 

The  significant  message  of  this  paper  is 
the  indisputable  fact  that  clinicians  are 
now  aware  that  the  educable  retarded  child 
has  many  depressive  elements:  poor  self- 
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image,  inadequacy,  insecurity,  dependency, 
short  attention  span,  distractihility,  and  in- 
ability to  concentrate.  A combined  phar- 
macologic approach  of  a central  nervous 
stimulant  during  the  morning  and  an  anti- 
depressant (Elavil  or  Tofranil)  during  the 
late  evening  is  extremely  effective.  Such 
combined  therapy  will  produce  a dramatic 
change  in  classroom  performance  and  be- 
havior in  almost  all  cases. 

Mountain  Road 
Bloominoburcj,  New  York  12721 
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The  vaccine  will  be  distributed  through  proj- 
ect teams  in  states  and  local  areas  throughout 
the  U.S. 

The  government  immunization  project  is  a 
massive  effort  to  build  resistance  to  the  ru- 
bella virus  in  children,  who  are  its  usual  car- 
riers. German  measles,  although  usually  in- 
nocuous to  those  infected,  is  a major  cause  of 
fetal  death  and  birth  defects  when  women  are 
infected  during  the  early  months  of  their 
pregnancy. 

To  supplement  the  federally  sponsored  pro- 
gram, Massachusetts,  Michigan,  Wyoming, 
and  other  states  plan  to  start  immunization 
programs  of  their  own  in  September.  Many 
counties  and  metropolitan  areas  plan  similar 
programs. 
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F ew  in  the  contemporary  medical  world 
question  the  usefulness  of  chemotherapy  in 
the  treatment  of  mental  illness.  Chemo- 
therapy has  so  changed  the  approach  to  the 
treatment  of  mental  illness  in  state  hospitals 
and  in  private  practice  that  we  can  rightly 
say  it  has  revolutionized  the  entire  practice 
of  psychiatry.  From  the  former  approach 
of  state  hospital-based  therapy  we  have 
turned  to  community-oriented  treatment.1 
At  the  same  time,  however,  we  have  learned 
to  regard  the  presently  available  drugs  not 
as  an  ultimate  source  of  cure,  but  rather  as 
agents  useful  in  the  alleviation  of  symptoms 
of  neuroses,  psychoses,  and  even  behavioral 
disorders.  The  use  of  such  agents,  none- 
theless, is  neither  a single  nor  an  uncom- 
plicated phenomenon.  The  value  of  psy- 
chopharmacology depends  largely  on  the 
knowledge  and  the  skill  with  which  the 
drugs  are  used  by  the  physician. 2 

The  introduction  of  psychopharmacology 
was  accidental  and  empirical,  as  is  usually 
the  case  of  discoveries  in  medicine.  Em- 

* Presented  at  the  Second  International  Congress  of  the 
Academy  of  Psychosomatic  Mcxlicine,  Florence,  Italy,  Octo- 
ber 14,  1968. 


piricism  in  medicine  still  prevails;  yet,  as  a 
logical  sequence  to  accidental  discoveries, 
serious  investigations  have  occurred  wherein 
coordinated  efforts  have  been  initiated 
by  psychiatrists,  pharmacologists,  neuro- 
physiologists, neurologists,  and  biochemists 
as  well.  More  sophisticated  methodology 
has  replaced  the  simple  and  rather  naive 
methods  of  clinical  drug  assessment  of 
fifteen  years  ago.  However,  even  at  that, 
our  methods  of  treatment  have  their  short- 
comings and  are  not  foolproof  because  of 
our  inadequate  knowledge  of  mental  illness 
and  the  subjectivity  of  our  clinical  ob- 
servations. 

Moreover,  some  of  the  investigators  of 
drugs  as  well  as  some  practitioners  who  use 
them  are  either  too  optimistic  or  too  pessi- 
mistic. Exaggerations  in  both  directions 
have  led  to  misconceptions  and  misuse. 
One  must  remember  that  the  methods  based 
on  the  general  medical  models  cannot  be 
applied  to  psychopharmacology,  for  in 
psychiatry  the  conditions  of  illness  and 
treatment  are  uniquely  different.  The 
usefulness  of  chemotherapy  for  mental  ill- 
ness depends  on  understanding  many  basic 
factors  pertaining  to  (1)  the  drug,  (2)  the 
patient  and  his  illness,  and  (3)  the  nature 
of  therapy  and  the  therapist. 

This  article  will  attempt  to  review  all 
three  factors.  It  will  not  list  the  various 
psychotropic  agents  with  their  positive  and 
negative  properties.  While  the  knowlege 
of  such  data  is  absolutely  essential,  such 
compilations  abound  and  are  easily  avail- 
able. 

The  drug 

In  general,  the  psychopharmacologic 
agents  consists  of  the  so-called  tranquilizers 
and  antidepressants.  In  the  United  States 
the  former  are  divided  into  the  major 
tranquilizers,  the  European  neuroleptics 
which  are  mostly  “antipsychotic,”  and  the 
minor  tranquilizers  which  are  used  mostly 
in  nonpsychotic  reactions.  The  antide- 
pressants are  either  the  monoamine  oxidase 
inhibitors,  the  tricyclic  agents,  or  the 
stimulants.  Lithium  salts  are  in  a class  by 
themselves.  The  hallucinogenic  drugs  are 
still  of  a somewhat  uncertain  clinical  im- 
portance. 

The  drugs  exert  their  influence  on  hu- 
man behavior  primarily  through  the  central 
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nervous  system  via  a chemical  route,  that  is, 
through  interaction  with  enzymes.  This 
causes  changes  in  the  nerve  cells  and  al- 
ters the  function  of  nerve  centers.3  In 
this  sense  drugs  do  not  affect  the  behav- 
ior directly,  but  they  do  produce  neuro- 
humoral  changes  which  influence  the  central 
nervous  system  function  and,  thus,  affect 
behavior.  Such  a simple  mechanism  is 
probably  never  present,  because  behavioral 
change  is  a result  of  the  combination  of 
biochemical  with  psychologic  influences. 
Our  present  thinking  on  this  subject  is 
hypothetical  and  stems  from  considerations 
related  to  the  biochemical  roots  of  affective 
disorders,4  although  there  are  already  hypo- 
thetic considerations  of  a similar  nature  rel- 
ative to  the  etiology  of  schizophrenia.5 

As  stated  previously,  the  effect  of  drugs 
is  achieved  through  a chemical  action  on 
brain  catecholamines  and  subsequent  in- 
fluence on  the  nerve  synaptic  action.  To 
understand  the  effect  of  the  drugs  on 
neurohormones  one  must  take  a closer  view 
of  the  structures  and  substances  involved. 
The  synapse  consists  of  a junction  between 
the  presynaptic  cell,  the  terminal  of  the 
axon  of  one  cell,  and  the  postsynaptic  cell, 
the  body  or  dendrite  of  another  cell.  The 
presynaptic  cell  contains  numerous  mito- 
chondria and  small  vesicles  filled  with 
neurotransmitters,  which  are  released  into 
the  synaptic  cleft  when  the  presynaptic 
nerve  terminal  is  depolarized.  The  mono- 
amines are  probably  formed  in  the  cell 
bodies  and  are  then  transported  via  the 
neuron  to  the  terminal;  thus  the  terminals 
contain  large  concentrations,  except  after 
brain  lesions  when  the  concentration  of 
monoamines  in  the  cell  body  almost  equals 
that  of  the  terminals.  Distribution  of  var- 
ious neurohormones  is  rather  unequal; 
some  of  them  show  an  affinity  to  certain 
brain  areas.  There  is  evidence  that  the 
areas  of  the  brain  involved  are  mostly  those 
of  the  rhinencephalon,  the  hypothalamus 
and  limbic  system.  Thus,  the  medulla 
oblongata  and  a tract  down  the  motor 
neurons,  at  various  levels  of  the  spinal  cord, 
are  noradrenergic  and  serotonergic,  as  are 
tracts  which  ascend  in  the  median  forebrain 
bundle  and  terminate  in  the  hypothalmus, 
the  preoptic  area,  the  limbic  system,  and 
the  cerebral  cortex.  Other  tracts  whose 
cell  bodies  are  located  in  the  substantia 
nigra  in  the  midbrain  and  whose  terminals 


lie  in  the  caudate  nucleus  and  putamen, 
or  corpus  striatum,  the  center  of  the  extra- 
pyramidal  system,  are  dopaminergic.  So, 
too,  is  a tract  which  originates  in  the  arcuate 
and  the  periventricular  nuclei,  that  is  in  the 
areas  of  the  hypothalamus  in  which  stimula- 
tion affects  the  pituitary  secretions  of 
ACTH  (adrenocorticotropic  hormone), 
FSH  (follicle  stimulating  hormone),  LH 
(luteinizing  hormone),  and  TSH  (thyroid- 
stimulating  hormone).  More  specific  drug 
action  on  the  neurohormones  will  he 
described. 

The  division  of  psychotropic  agents  into 
tranquilizers,  antidepressants,  energizers, 
and  others,  is  neither  accurate  nor  satisfy- 
ing. Just  as  unsatisfactory  is  the  attempt 
to  classify  the  drugs  as  antipsychotic  or 
antischizophrenic,  antianxiety,  and  so  forth, 
principally  because  we  are  not  always  able 
to  achieve  such  results,  although  in  most 
instances  these  drugs  do  relieve  anxiety, 
depression,  and  psychotic  symptoms.  Fur- 
thermore, no  specificity  could  be  found  in 
the  application  of  either  the  tranquilizers 
or  antidepressants.6 

For  this  reason,  in  the  evaluation  of  drugs 
and  in  the  clinical  approach  to  drug  therapy, 
the  effect  on  the  so-called  target  symptoms 
is  used,  although  we  realize  that  this 
method  is  also  devoid  of  an  understanding 
of  the  etiologic  factors.7,8 

Specific  drug  action 

The  evaluation  of  drug  action  on  human 
beings  is  always  preceded  by  laboratory 
animal  experimentation.  The  routine  pre- 
clinical  screening  utilizes  observation  on 
the  production  and  alleviation  of  various 
phenomena  related  to  sedation,  stimulation, 
rage,  defense,  reasoning,  and  learning 
mechanisms  with  comparative  experiments 
using  various  known  and  unknown  agents. 
Similarities  in  drug  response  between  the 
experimental  animals  and  people  facilitate 
the  establishment  of  a therapeutic  profile  of 
a drug  whose  action  can  be  relatively  well 
predicted,  even  before  the  clinical  studies 
are  undertaken. 9 This  does  not,  of  course, 
eliminate  the  necessity  of  clinical  studies. 

The  effect  of  drugs  on  the  central  nervous 
system,  already  mentioned,  consists  basi- 
cally of  inhibition,  facilitation,  alteration,  or 
replacement  of  certain  cellular  functions. 
The  changed  functions  represent  only  one 
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phase  involved  in  the  change  of  behavior; 
other  phases  consist  of  the  effects  of 
psychologic  and  social  influences  which  will 
be  elaborated  on  later. 

The  biochemical  actions  of  drugs  are 
certainly  not  yet  completely  understood, 
although  we  are  aware  of  the  fact  that  the 
drugs  produce  neurohormonal  reactions 
which  result  either  in  depression  or  excita- 
tion of  certain  brain  areas.  The  pheno- 
thiazines  depress  the  reticular  formation 
and  the  sympathetic  action  of  the  hypo- 
thalamus as  well  as  the  level  of  serotonin 
and  norepinephrine  of  the  postsynaptic 
receptors.  The  result  of  this  function  con- 
sists in  alerting  and  integrating  emotional 
responses  to  stimuli,  through  depression 
of  reticular  formation,  as  well  as  increasing 
or  producing  depression,  through  the  low- 
ering of  endocrine  functions  via  the  hypo- 
thalamus and  the  effect  on  the  storage  of 
neurohormones.  Phenothiazines  stimulate 
the  thalamus  and  thus  facilitate  the  trans- 
mission and  modulation  of  alerting  re- 
sponses; they  also  stimulate  the  limbic 
system,  regulating  the  emotions. 

Like  the  phenothiazines,  the  reserpines 
depress  the  hypothalamus,  thereby  exert- 
ing a control  on  the  neurohormonal  and 
endocrine  functions;  they  also  depress  the 
neurohormonal  depots,  thus  producing  and 
exacerbating  depressions.  Their  depressive 
effect  on  the  reticular  formation  decreases 
alertness  and  integration  of  emotional  re- 
sponses to  stimuli.  In  small  dosages,  the 
reserpines  may  stimulate  reticular  forma- 
tion, however,  and  thereby  increase  alert- 
ness and  integrate  emotional  responses  to 
stimuli.  They  may  stimulate  the  limbic 
system,  affecting  emotional  regulation,  and 
they  may  stimulate  nerve  synapses,  pro- 
duce an  improved  transmission  of  nerve 
impulses.  The  effects  of  reserpines  on 
catecholamine  action  is  somewhat  better 
understood  than  such  effects  of  the  pheno- 
thiazines. Reserpine  acts  on  the  nerve 
terminals  causing  norepinephrine  to  es- 
cape from  the  vesicles  to  be  deaminated 
by  the  monoamine  oxidase;  then  the  post- 
synaptic receptors  are  deprived  of  nor- 
epinephrine and  sedation  ensues. 

Barbiturates  depress  the  cortex,  slowing 
down  thinking  and  reasoning  processes; 
they  depress  the  reticular  formation  with 
the  resulting  alerting  and  integrating  emo- 
tional responses  to  stimuli;  they  depress 


the  limbic  system,  thus  regulating  emo- 
tions; and  they  depress  the  hypothalamus 
with  consequent  control  of  autonomic  and 
endocrine  functions.  Barbiturates  stimu- 
late the  thalamus  and  improve  the  integra- 
tion of  sensations  and  the  transmission  and 
modulation  of  alerting  impulses.  The 
nonbarbiturate  hypnotics  exert  a depressive 
function  on  the  reticular  formation  and 
cortex  similar  to  that  of  the  barbiturates. 

Propanediols  (meprobamate,  tybamate) 
depress  the  hypothalamus  and  control  the 
autonomic  and  endocrine  functions;  they 
depress  the  limbic  system  and  regulate 
affect;  and  they  depress  the  interneuronal 
circuits  influencing  the  coordination  of 
neuronal  masses.  Benzodiazepines  (chlor- 
diazepoxide,  diazepam,  and  oxazepam) 
exert  effects  on  the  limbic  system  similar 
to  those  of  the  propanediols. 

Stimulants,  such  as  caffein  and  methyl- 
phenidate  (Ritalin),  stimulate  the  cortex, 
facilitating  the  thinking  and  reasoning 
processes;  but  methylphenidate  depresses 
the  reticular  formation. 

Interestingly  enough,  such  tricyclic 
agents  as  imipramine  and  amitriptyline 
also  depress  the  reticular  formation  and  the 
synapses.  They,  however,  as  do  the  mono- 
amine oxidase  inhibitors,  increase  the 
neurohormonal  depots  thus  counteracting 
depression.  This  action  is  achieved  when 
imipramine  and  amitriptyline  inhibit  the 
reuptake  process  of  inactivation  of  norepi- 
nephrine released  at  the  synapse.  These 
drugs  potentiate  the  action  of  the  norepi- 
nephrine released  by  the  nerve  discharge. 
I n experimental  animals  imipramine  reverses 
depression  caused  by  reserpine  when  the 
reserpine  is  discontinued.  But  it  has  also 
been  discovered  that  imipramine  prevents 
the  depressive  action  of  reserpine  if  the 
treatment  with  it  is  started  prior  to  the 
application  of  reserpine. 

Monoamine  oxidase  inhibitors,  besides 
inhibiting  monoamine  oxidase,  stimulate 
the  hypothalamus  and  in  this  way  also 
stimulate  the  autonomic  and  endocrine 
functions. 10 

It  must  be  stressed  that  combinations  of 
seemingly  dissimilar  target  symptoms  re- 
quire application  of  combinations  of  drugs 
and  in  some  conditions  biphasic  drugs 
should  be  used.11-13 

Not  only  must  the  physician  be  aware  of 
the  drug-induced  functional  changes  which 
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represent  but  one  phase  of  behavioral 
change,  but  also  be  must  be  concerned  with 
the  effects  of  the  psychologic  and  social 
influences.  Some  of  these  influences  are 
due  to  the  doctor-patient  relationship,  the 
nature  of  the  attitude  of  the  physician  when 
he  administers  the  drug,  the  reason  for 
using  the  drug,  the  environment  of  the 
patient,  as  well  as  the  patient’s  own  person- 
ality, his  hopeful  expectations,  or  his  objec- 
tions.14  It  is  important  to  consider  the 
intrapsychic  state  of  the  patient  at  the 
time  of  the  administration  of  the  drug.  If 
the  patient  is  depressed  and  retarded,  hut 
concurrently  very  anxious,  a phenothiazine 
may  decrease  his  anxiety  hut  will  aggravate 
both  the  depression  and  retardation,  can- 
celling the  effect  of  the  tranquilizer.  In 
such  an  instance,  the  combination  of  the 
antidepressant  with  a properly  selected 
tranquilizer  is  usually  effective.  Retarda- 
tion of  depressive  reaction  cannot  he  con- 
fused with  a state  such  as  catatonic  stupor, 
for  the  latter  will  he  alleviated  by  the  ad- 
ministration of  a phenothiazine  while  the 
former  will  be  aggravated.  A somewhat 
similar  and  seemingly  paradoxical  effect  is 
observed  in  children  with  certain  disorders, 
who  respond  with  sedation  to  stimulants 
(such  as  amphetamines),15  and,  in  our  own 
experience,  also  to  antidepressants,1617 
while  they  may  react  with  increased  excite- 
ment to  barbiturate  sedatives. 18  The 
quantity  of  the  drug  administered  is  also 
important.  A manic  patient  may  require 
dosages  of  a tranquilizer  which  would  be 
toxic  if  given  to  a patient  without  hyper- 
excitation. A similar  observation  should 
most  probably  be  made  relative  to  differ- 
ences between  the  normal  patient  and  the 
psychotic  patient,  for  example,  the  schizo- 
phrenic patient. 

Finally,  we  need  to  repeat  an  old  truism, 
that  the  same  individual  reacts  in  a differ- 
ent way  to  various  chemical  analogues  of 
the  same  basic  drug  due  to  different  molec- 
ular configurations. 

The  patient 

It  is  necessary  to  highlight  two  significant 
features  of  our  topic:  the  patient  as  a 

respondent  to  his  illness  and  the  patient 
as  a participant  in  the  therapeutic  process. 
Because  of  the  specific  nature  of  manage- 
ment, the  patient’s  reactions  are  very  deci- 


sive in  determining  the  success  or  failure  of 
therapy. 

Elaboration  on  the  first  of  these  factors 
must  be  somewhat  restricted  to  some  gen- 
eral aspects  of  the  treatment  process  and 
the  nature  of  the  illness  because  of  space 
limitations.  In  a general  sense,  the  treat- 
ment consists  of  methods  which  always 
combine  the  pharmacologic  influence  with 
the  psychotherapeutic  effects  of  the  physi- 
cian’s relationship  with  the  patient  and 
other  environmental  influences,  even  if  no 
formal  psychotherapy  is  undertaken.  The 
nature  of  the  therapeutic  contacts  may  range 
from  one  end  of  the  scale  to  the  other,  de- 
pending on  the  philosophy  of  the  therapist. 
Thus,  some  therapists  tend  to  rely  solely  on 
the  pharmacologic  properties  of  the  drugs; 
others  use  the  drugs  as  an  adjunct  to  treat- 
ment. Some  wish  to  obtain  “a  cure”; 
others  aim  for  the  alleviation  of  symptoms. 
The  true  “cure”  should,  theoretically,  con- 
sist of  the  cause-directed  restoration  to  the 
premorbid  state  of  health.  This  is  rarely 
achieved  in  psychiatry,  although  even 
spontaneous  cures  occur  occasionally.  The 
usual  goal  is  a repair  that  leads  to  achieving 
a satisfactory  improvement  in  personal, 
social,  and  vocational  adjustment  through 
the  influence  on  the  target  symptoms.  On 
the  whole,  we  talk  less  about  the  “treat- 
ment” than  the  “management,”  in  which 
chemotherapy  is  given  the  role  of  a catalyst 
when  the  defenses  are  severely  disordered, 
as  in  schizophrenia,  or  as  an  adjunct  to  the 
psychotherapeutic  repair  of  defenses.  Such 
treatment  is  necessary  in  those  neurotic 
patients  whose  defenses  falter  because  of 
the  paralyzing  effect  of  anxiety  or  when 
their  ability  to  undergo  psychotherapy  is 
grossly  unsatisfactory.19  The  concept  of 
defense  implies  that  we  think  of  mental  ill- 
ness as  the  sum  total  of  faulty  defenses 
resulting  from  intrinsic  or  extrinsic  in- 
fluences of  either  organic,  psychologic,  or 
environmental  nature.  Certain  causative 
combinations  are  possible,  as  we  can  see  in 
disordered  neurohormonal,  and  also  struc- 
tural failures.  Outside  of  anxiety,  other 
target  symptoms  may  be  neurotic  or 
psychotic,  depending  on  the  degree  of  ego 
strength  or  ego  damage;  and  in  both  groups 
the  affective  symptomatology  may  be  pre- 
dominant. 

Success,  then,  of  chemotherapy  involves 
practically  all  of  the  influences  mentioned, 
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but  the  goal  of  therapy  is  also  an  important 
factor.  If  the  goal  consists  of  an  attempt 
to  alleviate  paralyzing  anxiety,  while  other 
methods  of  therapy  such  as  psychotherapy 
are  employed  concurrently  to  achieve  a 
satisfactory  alteration  of  defenses,  the 
prognosis  is  usually  favorable.  Different 
effects  may  be  observed  when  chemo- 
therapy is  the  sole  method  and  when  the 
unwillingness  of  the  patient,  or  other 
factors,  preclude  the  use  of  the  psychologic- 
methods  of  treatment.  The  latter  may  be 
because  of  untoward  environmental  in- 
fluences, lack  of  funds,  or  even  low  intelli- 
gence. 

In  the  treatment  of  psychotic  reactions 
the  goals  may  be  similar  in  a way.  In  the 
acute  brain  syndromes  the  general  goals 
are  simple  and  consist  of  an  attempt  to  con- 
trol severe  hyperexcitation  and  other  dis- 
ruptive aspects  of  the  illness,  while  the 
underlying  organic  cause  is  treated  con- 
currently. In  chronic  brain  syndromes, 
treatment  is  directed  toward  alleviation  of 
excitement  and  modification  of  thought 
distortions,  while  the  underlying  process  is 
treated  to  achieve,  at  least,  some  improve- 
ment. In  affective  disorders  the  treatment 
depends  on  the  stage  of  illness;  thus,  in  the 
state  of  manic  excitement  the  interruption 
of  hyperexcitation  is  the  goal;  while  in 
the  depressed  phase,  as  in  all  other  de- 
pressed reactions,  the  interruption  of  de- 
pression is  the  objective  before  psycho- 
therapy is  initiated.  The  exceptions  are 
neurotic  depressions  which  yield  to  psycho- 
therapy and  other  forms  of  psychologic 
treatment. 

Chemotherapy  has  so  altered  the  manage- 
ment of  schizophrenic  patients  that  most 
authors  refer  to  its  effect  as  revolutionizing 
all  aspects  of  the  management  of  these 
patients.  Chemotherapy  has  certainly 
“normalized”  many  patients  with  allevia- 
tion of  many  symptoms;  if  the  arrest  of 
illness  occurs,  it  more  frequently  happens 
in  the  acute  than  in  chronic  cases.  Sta- 
tistical data  on  hand  reveal  that  since  the 
introduction  of  chemotherapy  more  schizo- 
phrenic patients  have  left  hospitals  after  a 
shorter  stay  than  prior  to  its  advent.20  It  is 
also  seen  that  handling  these  patients  was 
facilitated  and  that  patient  comfort  in  the 
hospital  was  increased;  concurrently,  the 
patients  became  more  amenable  to  the 
environmental  forms  of  therapy  and  to 


psychotherapy.  The  effect  of  chemo- 
therapy is,  therefore,  rightly  described  as 
“catalytic,”21  and,  as  stated,  its  influence 
on  research  has  also  been  catalytic. 

The  outcome  of  chemotherapy  depends 
also  on  the  severity,  duration,  and  type  of 
illness.  The  latter,  as  applied  mostly  to 
neurosis,  involves  the  question  of  how  the 
illness,  in  a sense,  is  useful  to  the  patient  in 
terms  of  secondary  defensive  goals  or  how 
severe  and  irreversible  are  the  symptoms 
that  might  have  been  useful  at  first  but 
eventually  became  a neurotic  trap  to  the 
patient.  Finally,  as  is  true  in  a psycho- 
physiologic  illness,  the  prognosis  may  be 
limited  in  a pronounced  way  when  the 
structural  changes  are  already  developed, 
especially  when  they  are  severe.  In  terms 
of  prognostication,  one  needs  to  consider 
certain  untoward  influences  related  not 
only  to  either  of  the  factors  already  men- 
tioned, but  also  to  the  adverse  environ- 
mental stresses  developed  during  therapy. 

Chemotherapy  of  the  so-called  func- 
tional psychoses  does  not  change  the  nature 
of  the  disorders,  yet  it  markedly  facilitates 
their  management  and  also  increases  the 
enthusiasm  of  physicians  who  treat  these 
cases.  It  certainly  decreases  the  duration 
of  hospital  stay  and  facilitates  treatment  in 
community  clinics  as  well  as  in  general 
hospitals.  It  also  gives  impetus  to  the 
management  of  these  patients  by  non- 
psychiatric physicians. 

It  is  widely  known  that  the  effects  of 
psychotropic  agents  are  nonspecific.  We 
know  also  that  irrespective  of  the  nature 
of  the  drug  there  are  some  special  indi- 
vidual physiologic  characteristics  shown  by 
patients.  Not  all  patients  react  identi- 
cally to  the  same  drug,  and  the  responses 
vary  in  terms  of  dosages  too.  These  differ- 
ences have  become  a target  of  extensive 
investigation.  The  dosages  required  to 
control  certain  schizophrenic  patients  are 
proportionately  higher  during  the  periods  of 
excitement;  the  same  dosage  used  in  the 
same  patient  following  cessation  of  hyper- 
excitation could  be  dangerously  high.22 
The  alleviation  of  symptoms  does  not  al- 
ways follow  the  expected  patterns.  Schizo- 
phrenic patients  do  react  to  drugs  in  a 
different  way  from  normal  patients.  For 
example,  short-acting  barbiturates  stim- 
ulate stuporous  catatonic  patients,  and 
amphetamines  sedate  them,23  24  and  am- 
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phetamines  also  sedate  hyperkinetic  chil- 
dren.u Similar  sedative  action  was  ob- 
served when  antidepressants  were  used  in 
emotionally  disturbed  children,16' 17  while 
barbiturates  have  been  reported  to  produce 
stimulation  in  children. 18 

While  considering  the  psychologic  factors 
involved  in  the  influences  on  chemo- 
therapy, the  interesting  and  still  not  exactly 
defined  problem  concerns  placebo  reactions 
and  reactors.  This  problem  has  been 
studied  extensively  and  various  phenomena 
have  been  reported  by  numerous  investi- 
gators. The  placebo  reaction  has  been 
ascribed  to  the  effect  of  suggestibility  when 
the  patient  believes  he  is  taking  an  active 
drug.2826  It  is  well  known  that  the  past 
history  of  medicine  and  chemotherapy  of 
all  illnesses  has  been  based  largely  on  the 
effect  of  the  placebo.  Many  of  the  drugs 
prescribed  in  good  faith  by  physicians  and 
accepted  with  great  confidence  by  patients 
have  been  inert  placebos  which  are  pharma- 
cologically useless.  The  effect  of  the 
placebo  is  evidently  a part  of  the  doctor- 
patient  relationship.  The  latter  factor 
seems  more  significant  than  the  suggesti- 
bility of  the  patient,  and  this  has  been 
shown  in  a fairly  newly  published  study  in 
which  a large  percentage  of  neurotic  pa- 
tients obtained  relief  of  symptoms,  although 
they  had  been  told  that  they  were  being 
given  an  inert  placebo.27  We  also  know 
that  in  many  instances  the  active  drug 
does  exert  only  a seemingly  pharmacologic 
effect  on  the  patient  due  to  its  placebo  ac- 
tion. For  this  reason,  a patient  may  obtain 
no  positive  responses  from  a drug  given  by 
one  physician,  while  the  same  drug  will 
prove  effective  in  the  same  patient  when 
administered  by  another  physician.  More- 
over, in  the  placebo  effect,  and  in  the  effect 
of  a vast  number  of  active  drugs,  other 
people  in  the  environment  play  either  a syn- 
ergistic or  an  antagonistic  role.  This  is 
particularly  complicated  in  the  chemother- 
apy of  the  emotionally  disturbed  children, 
where,  in  addition  to  the  suggestibility  pro- 
duced by  the  iatrogenic  influence,  there 
may  be  concurrent  synergistic  or  antago- 
nistic influences  of  parents,  teachers,  nurses, 
and  others.28 

Even  if  the  patient  is  not  a placebo  re- 
actor, the  psychopharmacologic  effect  of 
the  drug  is  more  complicated  than  one  could 
expect  from  the  usual  pharmacologic  in- 


fluence. Pharmacology  is  defined  as  a 
study  of  effects,  produced  by  exogenous 
chemical  agents  on  the  endogenous  proper- 
ties of  the  organism.  Such  an  effect, 
however,  is  modified  and  complicated  by 
various  nonspecific  influences,  stemming, 
as  already  mentioned,  mostly  from  the 
effect  of  the  therapist  and  the  personality 
of  the  patient.  These  two  factors  are 
certainly  intimately  interrelated.  It  seems 
that  patients  prone  to  establishing  a posi- 
tive doctor-patient  relationship,  profit  more 
frequently  from  drugs  even  if  they  might 
have  expressed  an  overt  initial  pessimism, 
as  is  sometimes  seen  in  depressive  patients. 
The  effect  depends  on  the  basic  willingness 
to  accept  the  drug  or  to  reject  the  treat- 
ment. The  passive  and  the  dependent 
individual  is  generally  willing  to  accept  the 
drug  and  is  more  prone  to  report  only  its 
beneficial  effects.  This  may  be  a maneuver 
to  increase  the  dependence  on  the  therapist 
and  to  secure  the  therapist’s  acceptance. 
Understanding  of  the  passivity  of  such 
patients  and  their  attempt  to  manipulate 
the  physician  will  have  to  be  skillfully 
handled  by  the  physician  to  eliminate  the 
pitfalls  of  overdependence.  The  opposite 
situation  is  said  to  occur  in  patients  who 
are  fearful  of  dependence  and  may  interpret 
the  psychopharmacologic  influence  as  a 
symbol  of  the  invasion  of  privacy.  The 
drug,  even  the  inert  placebo,  will  produce  in 
such  patients  severe  side-reactions  with 
strong  phobic  connotation  which  may  neces- 
sitate the  discontinuance  of  drugs  by  the 
patient  or  the  therapist.  Similarly,  pa- 
tients with  suspicious  and  aggressive  traits 
are  said  to  react  to  chemotherapy  also  with 
suspicion;  they  claim  forgetfulness,  errors 
in  dosages,  or  they  react  with  frank  defiance 
and  refuse  to  take  the  medication.29  False 
temporary  improvements  were  observed 
in  such  patients  when  treated  in  hospitals, 
but  they  had  prompt  relapses  after  dis- 
charge. The  suspicious  or  paranoid  pa- 
tients may  include  the  seemingly  harmful 
effect  of  drugs  as  a part  of  their  paranoid 
system. 

The  altering  influence  of  drugs  on  per- 
sonality has  been  explored,  but  the  findings 
are  inconclusive. 30 

The  psychodynamics  of  chemotherapy, 
other  than  that  already  mentioned,  must 
be  reviewed  shortly.  The  acceptance  of 
combined  treatment  by  some  analysts 
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and  many  psychotherapists  has  led  in- 
creasingly to  a psychodynamic  interpreta- 
tion of  chemotherapy.  In  an  analytic 
meaning,  the  tranquilizing  agents  do  posi- 
tively affect  the  patient  not  only  on  the 
basis  of  an  improved  transference  relation- 
ship but  also  because  of  other  dynamic 
changes.  The  drugs  are  supposed  to 
modify  the  forces  of  libido,  producing  an 
improved  balance  between  the  id  and  the 
ego.31  The  positive  influence  of  neuro- 
leptic agents  is  said  to  be  due  to  improve- 
ment of  the  defensive  qualities  of  the  ego.32 
These  drugs  are  reputed  to  deplete  libidinal 
energy,  facilitating  the  improved  mental 
mechanisms  and  mental  functioning  in 
general.  The  minor  tranquilizers  are  sup- 
posed to  decrease  the  strength  of  the  super- 
ego, facilitate  the  improvement  of  the 
transference  relationship,  and  increase  the 
strength  of  the  ego.32  The  antidepressants 
are  apparently  responsible  for  changing 
aggression  from  being  inward  to  outward 
directed;  the  stimulants  increase  activity 
and  may  either  increase  security  with  im- 
proved object  relations,  or  they  may  in- 
crease anxiety. 

The  personality  factors  influencing  the 
drug  effects  have  already  been  mentioned; 
to  this  must  be  added  the  symbolisms  in- 
volved in  terms  of  the  meaning  of  the  drug 
intake,  including  aspects  of  orality  and 
sexuality.33  The  dynamic  meaning  of  the 
placebo  effect  is  one  of  improving  or  dis- 
turbing the  transference  relationship  by 
increasing  or  decreasing  the  identification 
with  the  therapist. 34 

It  is  felt  that  the  personality  factors,  as 
well  as  all  those  aspects  of  psychopharma- 
cology related  to  the  doctor-patient  rela- 
tionship and  the  psychodynamics  of  the 
drug  intake,  should  be  taken  into  considera- 
tion while  chemotherapy  is  used.  In  this 
sense,  it  is  also  of  paramount  importance 
for  the  physician  to  examine  his  own  mo- 
tivation for  the  use  of  psychopharmacologic 
agents. 

Nature  of  therapy  and  therapist 

Psychopharmacotherapy  is  certainly  used 
as  an  adjunct  to  treatment  when  the  situa- 
tion calls  for  additional  measures;  that  is, 
when  the  psychologic  and  environmental 
forms  of  therapy  are  insufficient,  or  during 
a particularly  severe  crisis.  At  no  time 


should  psychopharmacology  be  used  for  the 
sake  of  the  physician,  either  because  he 
knows  no  other  method  or  because  he  seeks 
relief  from  the  pressures  of  his  own  anxiety 
about  the  patient,  the  slow  progress  of 
therapy,  relapses  shown  by  the  patient,  or, 
perhaps,  because  of  an  unconscious  wish 
to  dominate  the  patient.  In  short,  the  use 
of  chemotherapy  must  be  dictated  entirely 
by  the  need  of  the  patient. 

The  physician  who  is  anxious  may  be 
prone  to  use  the  maximum  rather  than  the 
optimum  dosages,  especially  of  the  seda- 
tives and  the  hypnotics.  The  opposite 
is  also  true.  The  physician  may  be  unduly 
fearful  of  side-reactions  and  may  misinter- 
pret all  complaints  of  the  patient  as  side- 
reactions  when  the  symptoms  described  by 
the  patient  are  really  not  new  symptoms. 
The  impatience  of  the  physician  for  im- 
mediate therapeutic  results  may  cause  him 
to  prescribe  too  many  drugs  and  to  discard 
them  before  the  drugs  have  had  a chance  to 
exert  their  therapeutic  effect.  In  such  in- 
stances the  physician  is  apt  to  sub- 
stitute these  drugs  by  other  drugs,  not  very 
different  from  the  former  ones,  and  again 
he  may  not  give  them  enough  time  to  work. 

The  use  of  drugs  requires  an  adequate 
knowledge  of  these  agents.  The  choice  of  a 
special  method,  however,  is  dictated,  at 
least  to  some  extent,  by  the  personality 
factors  and  traits  stemming  from  the  un- 
conscious and  conscious  motivations  of  the 
therapist.  Needless  to  say,  the  physician 
with  an  “organic”  orientation  may  overdo 
the  application  of  drugs,  while  an  analyst 
may  be  absolutely  against  the  use  of  these 
agents.  The  physician  must  also  learn 
that  with  psychopharmacology  it  frequently 
is  easier  to  achieve  improvement  than  it  is 
to  maintain  it.  The  follow-up  of  the 
patient  should  be  active  and  systematic, 
particularly  because  the  dosages  will  fre- 
quently have  to  be  modified  and,  also,  be- 
cause some  of  the  drugs,  for  example  the 
minor  tranquilizers,  possess  cumulative  and 
addictive  properties. 

Some  physicians  fail  to  follow  up  the 
patient  closely.  This  scrutiny  is  necessary. 
Moreover,  we  must  re-emphasize  the  fact 
that  dosage  is  an  important  factor  and  that 
improper  dosage  is  frequently  responsible 
for  unsuccessful  therapy. 

The  safety  of  the  drugs  is,  of  course,  im- 
portant, hut  successful  usage  is  largely  a 
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matter  of  the  experience  and  judgment  of 
the  user.28 

In  a discussion  of  the  various  aspects  of 
chemotherapy,  one  must  also  mention 
other  negative  factors  related  to  the  use  of 
psychotropic  agents,  in  addition  to  the  side 
and  toxic  reactions.  The  tranquilizers  do 
not  cure  but  suppress  symptoms  and 
potentiate  psychotherapy.  Antidepres- 
sants are  no  more  effective,  on  the  whole, 
than  other  forms  of  somatic  therapy.  In 
neuroses  the  action  of  a psychotropic  agent 
is  palliative,  and  its  role  is  not  to  achieve  a 
cure  but  to  alleviate  the  disrupting  un- 
toward effects  of  severe  anixety.  For  these 
reasons  one  needs  to  weigh  the  indications 
against  the  contraindications  and  against 
the  risks,  including  physical  side  reactions 
and  toxic  reactions,  and  even  toxic  psy- 
chotic reactions.35  36  The  physician  must 
remember  that  the  use  of  drugs  may  de- 
crease the  motivation  of  the  patient  for 
psychotherapy  when  his  anxiety  is  de- 
creased. Another  factor  to  consider  is  that 
the  drug  administered  too  early  may  ob- 
scure an  underlying  severe  disturbance  of  a 
psychogenic  as  well  as  organic  nature; 
the  latter  occurs  when  the  drugs  suppress 
some  of  the  organic  symptoms  hitherto 
diagnostically  useful.37 

Separate  attention  must  be  given  to  an 
extremely  important  problem  of  drug  de- 
pendence and  addiction.  This  is  related 
mostly  to  the  drugs  belonging  to  the  minor 
tranquilizer  group,  the  new  hypnotics  and 
the  stimulants.22'36'38 

Summary 

Chemotherapy  is  one  of  several  im- 
portant methods  used  in  the  total  ap- 
proach to  the  management  of  mental  illness. 
Because  the  roots  of  mental  illness  are 
both  biologic  and  environmental,  psycho- 
pharmacology utilizes  biochemical  as  well 
as  psychologic  mechanisms. 

Chemotherapy  of  mental  illness  is  based 
not  entirely  on  a medical  model  because  of 
the  nature  of  mental  illness  and  the  fact 
that  the  method  utilizes  very  involved 
nuances  of  interpersonal  relationships  and 
depends  on  the  personality  of  the  patient, 
his  basic  attitudes  towards  others,  and  his 
relationship  to  the  physician.  The  applica- 
tion of  psychochemotherapy  requires  the 
physician  to  be  knowledgeable  and  skillful, 


unbiased,  and  capable  of  a good  therapeutic 
flexibility  depending  on  the  quality  of  the 
patient’s  needs,  his  assets,  and  his  liabili- 
ties. Knowing  the  method  (chemotherapy) 
and  the  tool  (the  drug)  with  all  of  its 
potentials,  the  drawbacks  and  dangers, 
makes  this  approach  most  useful.  But  the 
present  psychotherapeutic  agents  are  only 
as  useful  as  the  physician’s  skill  permits 
them  to  be. 

202A  Cornelia  Street 
Plattsburgh,  New  York  12902 
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I cannot  help  being  in  dread  if  there  be  any 
thing  of  a wound  under  the  skin,  which  may  do 
much  mischief  before  it  can  be  known  and 
cured. — G.  B.  Morgagni,  De  sedibus  et 
causis  morborum,  1761 

T he  gallbladder  is  well  protected  ana- 
tomically from  external  violence.  It  has  a 
recessed  location,  and  adjacent  structures 
provide  a bony  shield  and  visceral  cushion. 
In  contrast  to  the  commonness  of  spon- 
taneous perforation  of  diseased  gallbladders, 
traumatic  disturbances  of  normal  gallblad- 
ders are  infrequent.  When  the  latter  do 
occur,  their  clinical  manifestations  and 
pathophysiologic  implications  differ  from 
those  of  spontaneous  ruptures. 

Gallbladder  wounds  from  blunt  injury  to 
the  abdomen  are  less  prevalent  than  those 
from  penetrating  ones.  This  communica- 
tion examines  the  peculiarities  of  the 
former  variety  and  presents  an  illustrative 
case. 

Case  report 

A four-year-old  boy,  casualty  of  an  auto- 
mobile collision,  was  hurled  against  the 
door  next  to  which  he  was  sitting.  He  was 
brought  to  the  emergency  ward  in  obvious 


distress  from  fright  and  abdominal  pain. 
He  was  pallid,  the  pulse  rate  was  140  per 
minute,  the  blood  pressure  90/60.  Aside 
from  a few  scratches  on  his  face,  he  had  no 
other  mark  of  injury  on  the  skin  anywhere 
else.  The  abdomen  was  exquisitely  tender 
in  the  right  hypochondrium,  with  conspicu- 
ous muscle  guarding.  He  improved  swiftly 
after  receiving  venoclyses:  the  hypoten- 

sion and  tachycardia  resolved,  and  the  ab- 
dominal pain  ebbed.  Two  hours  after  the 
accident  he  seemed  to  be  restored  entirely 
to  normal  and  had  no  complaints. 

X-ray  films  of  the  skeleton,  chest,  and 
abdomen  were  unremarkable.  The  hemat- 
ocrit was  40.  The  white  blood  cell  count 
was  13,000  per  cubic  millimeter,  with  84  per 
cent  mature  neutrophils  and  4 per  cent 
juvenile  forms.  Urinalysis  was  within 
normal  limits. 

The  child  was  admitted  to  the  hospital 
and  kept  under  close  surveillance.  He 
looked  well,  and  consecutive  physical 
examinations  and  tests  were  unrevealing, 
other  than  persistence  of  leukocytosis  of  the 
same  magnitude.  But  about  eighteen 
hours  after  admission  he  became  fretful, 
thirsty,  and  tachypneic;  tenderness  was 
elicited  in  the  right  subcostal  region; 
muscle  spasm  was  noted  again;  and  there 
was  unequivocal  diminution  in  bowel 
sounds. 

Abdominal  exploration  was  accomplished 
through  a right  paramedian  incision.  An 
inverted  cone  of  omentum  blanketed  the 
right  upper  quadrant  organs.  Both  it  and 
the  anterolateral  peritoneum  and  perinephric 
fat  were  stained  a deep  green  hue.  The 
lower  two  thirds  of  this  funnel-like  structure 
contained  350  ml.  of  thin  bilious  fluid.  This 
was  aspirated  and  the  sac  was  entered. 
No  blood  was  evident.  The  gallbladder 
was  shrunken,  and  bore  along  the  under- 
surface of  the  dome  a semilunar  cut.  The 
defect  was  2 cm.  long,  with  everted,  swollen 
and  edematous,  crimson  edges.  Cholecys- 
tectomy was  done.  Careful  inspection  of 
other  viscera  and  the  remainder  of  the  peri- 
toneal and  pelvic  cavities  revealed  them  to 
be  intact.  Drains  were  passed  into  M ori- 
son’s pouch  and  through  Winslow’s  fora- 
men, and  the  celiotomy  was  coapted  with 
retention  sutures.  The  postoperative 
course  was  altogether  uneventful. 

The  margins  of  the  laceration  in  the  gall- 
bladder were  suffused  with  erythrocytes 


and  infiltrated  with  neutrocytes  and  fibrin. 
The  coats  of  the  rest  of  the  viscus  were 
sound  histologically. 

Comment 

History.  In  1587,  Bertinus1  related 
how  a youngster  had  succumbed  from  a 
gallbladder  laceration  after  being  struck  on 
the  side.  Analogous  cases  were  recorded 
sporadically  over  the  following  three  hun- 
dred years  and  were  eventually  incorpo- 
rated into  the  many  collective  reviews  of 
biliary  tract  disease  which  appeared  during 
the  19th  century  and  beginning  of  the  next. 

Most  writers  since  the  time  of  the  Aescu- 
lapians  had  declared  such  wounds  to  be 
deadly:  Ulysses  chose  to  slay  the  Cyclops 

by  a sword  thrust  to  the  right  hypochon- 
drium,  knowing  this  to  be  instantaneously 
mortal.  It  is  hardly  surprising,  therefore, 
that  virtually  all  of  the  aforementioned  re- 
ports were  retrospective  accounts  with 
necropsy  specimens.  However,  documen- 
tation of  occasional  survivals  and  investiga- 
tions demonstrating  the  relative  innocuous- 
ness of  bile  peritonitis  in  its  initial  phases 
led  Courvoisier  in  18902  to  advocate  active 
treatment  by  means  of  repeated  para- 
centeses. A few  years  later,  Langenbuch3 
and  Terrier  and  Auvray4  recommended 
early  exploratory  celiotomy  and  repair  for 
all  injuries  of  the  biliary  passages.  A con- 
siderable reduction  in  the  mortality  rate 
accompanied  the  application  of  this  policy 
into  practice. 

Incidence.  The  gallbladder  ranks  after 
the  liver  and  extrahepatic  ducts  in  the  in- 
cidence of  injuries  of  the  biliary  system.  It 
is  harmed  in  from  0.5  to  8.6  per  cent  of 
abdominal  traumatic  experiences,  the  vast 
majority  of  which  are  caused  by  piercing 
objects.6-8  Only  an  estimated  8 per  cent 
of  gallbladder  wounds  proper  are  caused  by 
obtuse  trauma.9  Injuries  which  penetrate 
the  gallbladder  generally  involve  adjoining 
organs,  whereas  blunt  injuries  result  more 
often  in  isolated  wounds. 

A cursory  survey  of  the  world  medical 
literature  uncovered  about  110  authentic 
cases  of  solitary  wounding  of  the  gallbladder 
produced  by  nonpenetrating  trauma  to  the 
abdomen. 

Sex  and  age  distribution.  Unlike 
instances  of  spontaneous  perforation  of 
abnormal  gallbladders,  practically  all  dam- 


age to  hitherto  normal  gallbladders  from 
blunt  trauma  occurs  during  childhood  and 
adolescence.  The  occasional  cases  in  adults 
customarily  originate  during  alcoholic  de- 
bauches and  are  then  almost  always  com- 
plicated by  a constellation  of  visceral  in- 
juries. 

Males  predominate  in  all  age  groups; 
this  is  in  keeping  with  their  general  prone- 
ness to  serious  accidents,  in  comparison  with 
the  presumably  more  sheltered  activities  of 
females. 

Etiology.  The  causative  agencies  of 
abdominal  trauma  in  this  respect  show 
great  diversity,  comprising  such  varieties 
as:  (1)  hits  from  sticks,  shoes,  fists,  knees, 

and  ax  handles;  (2)  crushing  under 
sleighs,  wagon  wheels,  cars,  or  truck  tires; 
and  (3)  decelerative  impacts  from  falls, 
steering-wheels,  dashboards,  and  automo- 
bile door  handles. 

The  basic  mechanisms  are  single  or  repet- 
itive contusion  and  compression,  either  of 
which  is  delivered  with  tremendous  force, 
chiefly  in  the  hypochondrial  region,  and 
with  the  abdomen  relaxed. 

Classification.  Nonpenetrating  gall- 
bladder injuries  may  be  conveniently  cate- 
gorized under  two  headings:  (1)  direct  in- 

juries, such  as  bruising,  perforation,  lacer- 
ation, and  avulsion;  and  (2)  indirect  in- 
juries, such  as  contrecoup,  extension,  and 
hemocholecyst  or  hemocholedochus. 

Patterns  of  injury.  Discrete  bruising 
is  more  often  concealed  than  revealed. 
That  it  does  indeed  take  place  has  been 
verified  when  exploratory  celiotomy  is 
undertaken.  Focal  bruises  probably  re- 
solve in  most  instances  without  lingering 
material  injury  or  significant  clinical  seque- 
lae, hut  those  that  do  not  doubtless  pro- 
gress from  ecchymosis  to  necrosis,  as 
attested  to  by  the  localized  hematomas  and 
ulcerations  which  are  sometimes  encoun- 
tered as  precursors  to  overt  rupture. 

Lacerations  are  the  dominant  lesion  and 
can  affect  any  part  of  the  wall,  although  the 
fundus  appears  to  he  most  susceptible. 
Tears  vary  in  size  from  the  minuscule  to 
others  encompassing  a broad  surface,  in 
configuration  from  linear  to  ragged  cuts 
and  from  crescentic  to  stellate  ones. 

Complete  detachment — “traumatic  cho- 
lecystectomy,” “traumatic  cholecystexere- 
sis,”  or  “traumatic  gallbladder  amputa- 
tion” is  noteworthy  in  being  associated 


2896  New  York  State  Journal  of  Medicine  / November  15,  1969 


with  hemoperitoneum- ■ 10  ~u  in  contra- 
distinction to  the  preceding  situations 
which  are  characterized  by  bile  eflluxes. 

Any  of  these  effects  may  arise  also  by  in- 
direct means.  Contrecoup  follows  blows 
inflicted  to  abdominal  parietes  other  than 
those  immediately  overlying  the  gall- 
bladder. The  principal  wound  may  he  in 
the  liver  or  extrahepatic  biliary  channels, 
with  destruction  from  these  sites  radiating 
to  the  gallbladder.  Or  bleeding  and  clots 
in  the  lumen  of  the  common  or  cystic  ducts 
may  result  in  consecutive  distension,  in- 
flammation, and  gangrene  of  the  gall- 
bladder.u_  16  However  hemobilia  is  more 
apt  to  exert  hack  pressure,  the  liver  becom- 
ing the  locus  minoris  resistentiae  and  rip- 
ping before  the  gallbladder  does.1718 

Pathogenic  mechanisms 

A specific  kind  of  wound  can  seldom  be 
explained  exactly  by  mere  reconstruction  of 
the  trauma,  since  there  is  no  way  of  know- 
ing what  the  condition  of  the  gallbladder 
was  when  the  event  took  place.  While 
absolute  proof  is  lacking,  it  is  reasonable  to 
presume  that  the  normal  gallbladder  is 
more  predisposed  to  injury  when  it  is  dis- 
tended, pendulous,  or  loosely  attached  to 
its  bed.  In  adults  the  tendency  to  trau- 
matic rupture  is  not  necessarily  augmented 
when  the  gallbladder  is  diseased,  except 
when  concretions  are  present.  This  seem- 
ing paradox  is  accounted  for  by  the  greater 
thickness,  and  hence  tensile  strength,  of  the 
sclerotic  wall  of  a chronically  diseased  gall- 
bladder. 

When  a circumscribed  force  is  imparted 
to  a filled  gallbladder,  the  hydraulic  pres- 
sure which  is  generated  exceeds  its  rate  of 
dissipation  by  any  possible  ductal  egress  of 
bile.  The  ability  to  withstand  this  tension 
is  partly  a conditional  ratio  of  existing  to 
potential  volume  capacity.  The  more  dis- 
tended the  gallbladder,  the  greater  is  the 
likelihood  of  its  bursting. 19  A postprandial 
patulous  gallbladder  is  therefore  vulnerable. 
The  dome  and  neck  are  structurally  weak 
points,  and  therefore  inclined  to  “give” 
more  readily;  torsion  plays  a possible  role 
in  causing  rents  at  other  portions  of  the 
viscus.  The  reason  that  calculi  raise  the 
liability  of  rupture  is  obvious. 

The  amount  of  bile  which  issues  into  the 
peritoneal  cavity  is  related  principally  to 


the  magnitude  of  the  actual  tear  in  the  gall- 
bladder wall.  Negligible  quantities  ac- 
company total  severance,  and  the  little 
which  does  escape  is  dwarfed  by  blood. 
The  discharge  of  bile  stops  in  those  unusual 
circumstances  when  the  opening  heals 
quickly  or  is  firmly  sealed  by  scar,  adhe- 
sions, or  omentum.  Ordinarily  the  hole 
stays  patent,  and  bile  continues  to  spill 
either  intermittently  or  incessantly,  but  its 
dissemination  into  the  peritoneal  cavity  is 
confined  within  the  boundaries  of  a 
stretchable  envelope  formed  by  the  omen- 
tum, mesenteries,  and  newly  created  fi- 
brinous adhesions. 

Much  confusion  has  been  unnecessarily 
perpetuated  by  viewing  both  traumatic  and 
nontraumatic  bile  peritonitides  in  the  same 
light,  whereas  in  fact  they  are  not  always 
identical  in  progression  and  bear  no  resem- 
blance prognostically.  The  expression  bile 
peritonitis  in  this  connection  is  suitable 
mainly  as  a generic,  nonspecific  designation. 

Bile  which  flows  from  a traumatized,  but 
otherwise  healthy,  gallbladder  is  sterile  at 
the  outset.  This  extravasation,  properly 
called  choleperitoneum,  becomes  encapsu- 
lated. Whatever  peritonitis  ensues  is 
chemical  and  demarcated  by  this  pseudo- 
cyst. The  extremely  irritant  action  of  the 
bile  salts  and  acids  excites  a peritoneal  in- 
flammatory effusion,  again  restricted.  The 
term  bile  ascites  best  describes  this  stage  of 
the  process.  Case  histories  claiming  the 
benignity  of  gradual  gigantic  outpourings  of 
bile — extravagant  figures  as  high  as  35  L. 
have  been  cited20 — are  suspect,  for  they  do 
not  elaborate  on  the  quality  of  the  fluid. 
In  truth,  only  a small  fraction  of  it  is  pure 
or  undiluted  bile,  the  major  constituent 
being  serous  transudate.  The  ochroid 
fluid  may  remain  sterile  indefinitely,  but 
should  it  become  purulent  from  secondary 
bacterial  infection,  a critical  phase  sets  in 
and  paves  the  way  to  death. 

There  is  no  record  of  the  loculus  ever 
shattering  and  producing  diffuse  peritonitis 
or  of  having  drained  automatically  to  the 
outside,  although  on  occasion  it  has  been 
evacuated  fortuitously  at  later  stabbing 
accidents  to  the  abdomen.5  21 

Symptomatology 

The  physiologic  responses  to  solitary 
gallbladder  wounds  from  blunt  abdominal 
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trauma  are  exceedingly  disparate  in  fre- 
quency, onset,  severity,  and  duration. 
The  dimensions  and  gravity  of  each  in- 
dividual lesion  evidently  influence  the 
manner  in  which  the  corresponding  clinical 
picture  unfolds. 

Complete  shearing  of  the  gallbladder  sets 
in  train  all  of  the  fulminating  symptoms 
and  signs  of  massive  hemoperitoneum 
which  are  too  familiar  to  warrant  reciting 
here.  The  patient  sinks  rapidly  unless 
operated  on  within  the  first  few  hours. 

The  sequence  after  mere  bruising  of  the 
gallbladder  is  one  of  vague  discomfort  in  the 
right  hypochondrium,  muscle  spasm,  and 
mild  digestive  symptoms.  These  subside 
with  healing,  or  instead  are  intensified  and 
soon  converted  to  a state  indistinguishable 
from  acute  cholecystitis  as  the  contused 
gallbladder  becomes  inflamed  and  gan- 
grenous. Hemocholecyst  is  uniformly  su- 
perseded by  a similar  evolution  but  seldom 
progresses  to  frank  perforation. 15 

The  symtomatology  of  gallbladder  lacer- 
ations conforms  to  the  chronologic  chain  of 
pathologic  stages  unleashed  by  choleperi- 
toneum.  The  immediate  ones  are  those  of 
sharp  subcostal  pain  and  muscular  contrac- 
tion in  the  right  side  and  of  prominent 
shock,  the  brusqueness  of  which  may  be  dis- 
proportionate to  the  type  of  trauma  in- 
curred and  reflect  the  reaction  precipitated 
by  tearing  of  the  viscus  and  spillage  of  bile. 
However  the  shock  regresses  rather 
quickly,  especially  in  children,  after  the  ad- 
ministration of  resuscitative  fluids. 22  Like- 
wise, pain  becomes  duller  as  the  omentum 
wraps  around  the  injured  area  and  may  in 
fact  be  so  mild  that  when  accompanied  just 
by  muscle  splinting  it  may  be  dismissed 
mistakenly  as  understandable  hurting  from 
the  initiating  stressful  incident. 

Conversely,  if  bile  enters  the  peritoneal 
cavity  faster  than  it  can  be  secluded  by 
membranes  and  adhesions,  the  combination 
of  persistent  or  increasing  pain,  tenderness 
and  rebound  tenderness,  diminished  or  in- 
audible bowel  sounds,  and  muscle  guarding 
or  rigidity  makes  the  existence  of  an  acute 
condition  of  the  abdomen  unmistakable. 
The  advance  of  these  cases  is  swift  and  is 
marked  by  recurrence  of  profound  circula- 
tory collapse  due  to  hemoconcentration  and 
enormous  losses  of  water  from  the  blood 
stream  and  interstitial  compartment.23 
Also,  as  with  other  rapid  accumulations  of 


fluid  in  the  abdomen,  pelvic  signs  from  flow 
across  the  ileocolic  and  iliac  gutters  may 
dominate  the  clinical  picture  and  detract 
from  the  more  cephalad  primary  source  of 
trouble. 

Small  lacerations,  attended  by  a continu- 
ous trickle  of  bile  encompassed  by  omental 
and  peritoneal  wraps,  are  usually  associated 
with  few  or  minimal  manifestations  right 
after  the  earliest  ones  have  receded.  Fever 
and  leukocytosis  are  absent.  Abdominal 
signs  are  equivocal  or  nonexistent.  This 
transition  interval  is  the  “period  of  illu- 
sion,” when  the  physician  may  be  decep- 
tively lulled  into  a sense  of  security  and 
discharge  the  patient  from  the  hospital. 

A few  hours  or  days  later  a dull  ache  in 
the  right  side  of  the  abdomen  returns,  and 
coincides  with  the  appearance  of  a palpable 
mass.  This  bulge  may  be  either  taut  and 
fixed  or  balloted  and  displaced  with  ease,  and 
tenderness  may  be  elicited  by  its  rebound  to 
the  sudden  release  of  steady  pressure. 
With  very  bulky  swellings  infringing  on  the 
diaphragm,  the  patient  may  feel  shoulder 
pain,  palpitations,  dyspnea,  nausea,  and 
malaise.  Diversion  of  bile  from  the  ali- 
mentary tract  and  resultant  cholemia  cause 
anorexia,  hiccups,  emaciation,  pallor,  di- 
aphoresis, constipation  or  diarrhea,  vomit- 
ing, jaundice,  pruritus,  fecal  acholia,  bili- 
rubinemia,  and  ileus.  Melena  and  hema- 
temesis  occur  very  rarely.  Despite  leuko- 
cytosis, the  temperature  is  normal  or  sub- 
febrile.  This  course  may  last  from  several 
days  to  weeks  and  is  altered  either  by 
surgical  intervention  or  when  the  bilious 
ascites  becomes  infected. 

The  morbidity  and  mortality  rate  with 
suppurative  biliary  peritonitis  are  propor- 
tional to  the  virulence  of  the  invasive  micro- 
organism, the  volume  of  toxic  fluid,  and  the 
degree  to  which  this  material  is  contained 
away  from  exposure  to  the  absorptive 
serous  surfaces.  Least  menacing  is  a small 
abscess  constituted  by  contamination  with 
saprophytes  of  a well  walled-off  pocket, 
whereas  the  most  life-threatening  reactions 
prevail  when  coliform  and  other  microbial 
pathogens  gain  access  to  large,  thin-walled 
sacs. 

Diagnosis  and  differential  diagnosis 

Isolated  gallbladder  injuries  heretofore 
have  rarely  been  recognized  preoperatively 
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or  intra  vitam.  The  clinical  pictures  re- 
ferred to  may  indeed  serve  to  orient  atten- 
tion to  the  biliary  system,  but  then  affec- 
tions of  the  liver  are  uppermost  in  diag- 
nostic consideration,  with  those  of  the 
stomach,  duodenum,  or  pancreas  listed 
next.  In  particular,  avulsion  of  the  gall- 
bladder occurs  with  such  catastrophic  sud- 
denness and  is  so  refractory  to  medicinal 
therapy  as  to  preclude  protracted  endeavors 
to  define  a precise  diagnosis  before  explora- 
tory operation. 

Roentgenographic  and  laboratory  studies 
furnish  scant  or  unreliable  clues.  Free 
intra-abdominal  air  is  not  seen  on  x-ray 
films.  It  is  uncertain  whether  traumatized 
gallbladders  can  effectively  concentrate 
radiologic  contrast  media  to  allow  visualiza- 
tion. 24  Deflection  of  intestinal  loops  or 
elevation  of  the  ipsilateral  hemidiaphragm 
by  a space-occupying  lesion  in  the  upper 
quadrant  are  suggestive  signs  but  are 
simulated  by  other  intra-abdominal  dis- 
orders which  are  too  numerous  and  well 
known  to  mention. 

The  existence  of  wounding  of  the  biliary 
apparatus  is  conclusive  when  multiple 
quadrantic  paracenteses  yield  bile  but  is  not 
excluded  if  no  bile  is  obtained  in  the  aspi- 
rate. Sometimes  right  subcostal  para- 
centesis will  provoke  iatrogenic  trauma  to 
the  gallbladder,  so  that  false-positive  as 
well  as  false-negative  test  results  are  possi- 
ble.8 

When  the  loculated  chamber  or  right  iliac 
zone  are  tapped  and  bilious  fluid  is  with- 
drawn, the  possibilities  of  the  correct  diag- 
nosis should  not  be  ignored,  even  if  remote 
preceding  trauma  to  the  abdomen  was 
deemed  to  be  inconsequential  at  the  time. 
Other  diseases  which  present  similarly 
situated  cystlike  masses  are  sparse,  usually 
congenital  or  neoplastic,  and  therefore  at 
age  ranges  different  from  that  typical  of 
gallbladder  injuries  from  blunt  trauma. 

Treatment 

Therapeutic  modalities  employed  in  these 
conditions  have  generally  kept  pace  with 
advances  in  gallbladder  surgery.  Prior  to 
this  century,  survival  from  gallbladder 
wounds  was  exceptional.  In  rare  cases  de- 
compression of  a bile  loculus  by  repeated 
needle  or  trocar  aspiration  was  successful, 
but  more  often  it  terminated  in  a fatal  issue 


because  of  the  introduction  of  bacteria  from 
the  exterior.  Nowadays,  paracentesis  is 
permissible  as  a diagnostic  adjunct  only; 
its  employment  for  palliation  is  illogical  and 
archaic. 

Cholecystostomy  and  packing  may  be 
occasionally  indicated  for  complex  injuries 
of  the  biliary  system,  but  are  irrational  for 
solitary  ones  of  the  gallbladder  unless  used 
for  a patient  in  dire  straits  and  intended 
only  to  tide  him  over  his  current  difficulties. 

There  is  great  temptation  to  perform 
cholecyst orrhaphy  for  minor  or  nonjagged 
lacerations.  Whether  this  operation  offers 
any  benefits  other  than  simplicity  compared 
with  outright  cholecystectomy  is  contro- 
versial. 

Standard  cholecystectomy  is  the  recom- 
mended mode  of  management  for  practi- 
cally all  cases  and  is  a fait  accompli  in  trau- 
matic amputations.  Of  course,  the  entire 
biliary  tract  and  neighboring  organs  must 
be  examined  meticulously,  and  the  hepato- 
renal fossa  must  be  drained. 

In  the  delayed  stages  of  either  biliary 
ascites  or  peritonitis,  the  pseudocystic 
pouch  should  be  resected  rather  than  in- 
cised and  vented;  this  is  preferably  ac- 
complished with  incontinuity  excision  of  the 
gallbladder  and  its  fistulous  connection. 

Supportive  therapy  ancillary  to  surgery 
comprises  ample  fluid  replacement,  anti- 
biotics, and  vitamin  K. 

Prognosis 

Cholecystectomy  has  been  uniformly 
successful  to  date,  except  in  those  cases 
when  attempted  late  or  in  the  midst  of 
overwhelming  sepsis.  Deprivation  of  the 
gallbladder  does  not  seem  to  have  had  any 
adverse  effects  on  growth  or  hindered  the 
digestive  functions  of  children  in  whom 
ablation  has  been  done. 

Cholecystorrhaphy,  although  frequently 
feasible,  is  an  insecure  procedure.  The 
hypothetical  question  is  raised  of  eventual 
gallstone  formation  being  facilitated  by 
nidation  on  the  cicatrix.7'8  In  the  same 
context,  articles  about  unexplained  chole- 
cystitis and  cholelithiasis  in  infants  and 
children25,26  make  one  wonder  whether 
these  phenomena  might  not  stem  at  times 
from  antecedent  contusions  or  other  seem- 
ingly trivial  trauma  with  subclinical  mani- 
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festations. 27  A kindred  reasoning  applies 
when,  during  operation  for  a post-traumatic 
biliary  pseudocyst,  the  gallbladder  or 
extrahepatic  ducts  look  grossly  normal. 
Although  injury  to  the  latter  may  actually 
be  to  blame,  pathologic  changes  of  the  gall- 
bladder interior  cannot  be  ruled  out  by  in- 
spection alone,  and  it  is  probably  safer  to 
resort  to  cholecystectomy  than  to  hazard 
belated  rupture. 

Conclusion 

Until  1891 28  gallbladder  damage  from 
obtuse  abdominal  trauma  was  universally 
fatal,29  -32  irrespective  of  the  coexistence  or 
absence  of  other  injuries.  A survey  of  re- 
ports since  that  time  reveals  that  the  death 
rate  of  casualties  with  isolated  wounds  has 
fallen  to  approximately  5 per  cent,  an 
achievement  attributable  to  a heightened 
awareness  of  these  conditions  and  speedier 
exploratory  celiotomy  for  abdominal  in- 
juries in  general.  This  gratifying  decline 
may  not  be  decreased  further  or  may  remain 
stable  in  the  face  of  mounting  vehicular  ac- 
cidents in  our  contemporary  society  unless 
constant  vigilance  is  maintained  regarding 
proper  care  for  such  wounds. 

Summary 

Isolated  gallbladder  injury  consequent  to 
blunt  abdominal  trauma  occurs  usually  in 
young  subjects.  Choleperitoneum  is  or- 
dinarily the  chief  sequel  of  this  type  of 
wounding,  with  the  exception  of  total 
sloughing  of  the  gallbladder,  the  main  fea- 
ture of  which  is  massive  hemoperitoneum. 

The  sterility  of  the  extravasated  bile  in 
most  instances  and  its  prompt  encapsula- 
tion explain  the  relatively  benign  clinical 
picture  which  patients  habitually  display 
and  the  difficulties  in  making  a correct 
diagnosis.  The  bilious  sacculations  which 
are  produced  when  the  course  is  indolent 
may  reach  enormous  size.  They  gradually 
cause  a succession  of  insidious  disturbances 
relating  in  part  to  impaired  fat  metabolism. 
Substantial  biliary  ascites  which  is  fluid- 
depleting  or  becomes  secondarily  infected  is 
intolerable  to  the  organism  and  either 
causes  severe  illness  or  ends  in  death. 
Since  such  events  focus  attention  on  the 
biliary  tract,  thereby  leading  to  exploratory 


celiotomy,  the  real  diagnosis  may  first  be 
apparent  at  operation. 

Untreated  gallbladder  injuries  are  almost 
uniformly  lethal.  Cholecystectomy  with 
drainage  of  the  peritoneal  cavity  is  the 
treatment  of  choice  soon  after  injury. 
Abdominal  paracentesis  and  cholecystos- 
tomy  are  temporary  remedial  measures  but 
potentially  compromise  recovery.  Later 
stages  with  pseudocystic  collections  are 
managed  best  by  resection  of  the  mass  en 
bloc  with  the  damaged  gallbladder.  Cho- 
lecystorrhaphy  is  feasible  for  small  lacera- 
tions, but  its  long-range  merits  over  chole- 
cystectomy are  questionable. 
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Enuresis  is  allergic 
in  origin  in  many 
instances  (a  review) 

In  a study  presented  before  the  1968  meeting 
of  the  American  Academy  of  Pediatrics  in  Chi- 
cago and  reviewed  by  S.  J.  Taub,  M.D.,  in  the 
Allergy  department  of  The  Eye,  Ear,  Nose  & 
Throat  Monthly  48:  179  (Mar.)  1969,  John  W. 
Gerrard,  M.D.,  and  his  associates  concluded  that 
the  prime  defect  on  the  majority  of  healthy 
children  who  are  entireties  is  not  a bladder 
which  is  structurally  small,  as  has  been  sug- 
gested, but  rather  one  which  is  functionally 
small  and  irritated  by  allergy  or  food.  Of  50 
enuretic  children  treated  by  diet  restriction, 
imipramine,  or  both,  29  became  continent,  19 
improved,  and  2 were  not  improved.  The  chil- 
dren studied,  297  not  enuretic  and  50  enuretic, 
ranged  in  age  from  four  to  fourteen  years.  The 
micturation  patterns  of  both  groups  were 
studied  for  seven  days  to  find  the  number  of 
times  each  subject  urinated  daily  and  the 
amount  of  urine  passed  each  time. 

In  the  second  phase  of  the  study,  half  of  the 
enuretic  children  were  placed  on  a restricted 
diet,  free  of  milk  and  dairy  products,  eggs,  citrus 
fruits  and  tomatoes,  and  drinks  with  coloring 
agents  in  them.  The  other  enuretic  children 
were  treated  with  imipramine,  not  only  to  re- 
duce muscle  spasm  but  also  for  its  drying  effect. 
Of  the  25  on  diet-restriction  therapy,  5 became 
completely  continent  and  6 others  showed  im- 
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provement.  The  14  who  remained  enuretic  on 
the  dietary  regimen  were  switched  to  imipra- 
mine therapy.  Dosage  of  the  drug  was  25  mg. 
daily  for  the  children  under  five  years  of  age; 
25  mg.  twice  a day  for  those  children  aged  five 
to  ten  years;  and  for  those  over  ten  years,  25 
mg.  three  times  a day. 

It  is  observed  that  if  the  bladder  were  ac- 
tually small  structurally,  it  appears  unlikely 
that  it  would  dilate  to  any  great  degree  under 
the  influence  of  an  anticholinergic  drug  such  as 
imipramine,  nor  would  it  relax  with  the  exclu- 
sion of  certain  foods  from  the  diet.  In  the 
management  of  nocturnal  enuresis  the  physician 
must,  of  course,  assure  himself  that  there  is  no 
underlying  pathology;  that  the  urine  is  free 
from  infection  and  that  the  child  is  able  to  con- 
centrate urine  normally.  With  this  assurance, 
dietary  restriction  should  be  started,  since  on 
this  regimen  a quarter  to  a third  of  these  chil- 
dren improve  in  two  to  four  weeks.  The  children 
who  do  not  improve  on  diet  management  should 
be  put  on  imipramine  therapy. 

In  the  first  phase  of  the  study,  it  was  ob- 
served that  on  the  average  the  nonenuretic 
children  urinated  five  or  six  times  a day,  with 
average  volumes  of  50  to  500  cc.  On  the  other 
hand,  enuretics  passed  urine  twice  as  frequently 
and  the  volume  was  markedly  reduced.  Many 
enuretics  had  constantly  to  rush  to  the  toilet, 
in  acute  discomfort,  the  bladder  feeling  full. 
Yet  they  would  void  only  50  to  60  cc.  In 
children  who  benefited  from  either  treatment, 
bladder  capacity  and  frequency  of  urination  re- 
turned to  normal. 
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Myxoma  of  Maxilla 


Case  history 

Edward  Stroh,  D.D.S.:  The  patient, 

a fifty-three-year-old  Negro  female,  first 
noted  an  increase  in  the  size  of  her  left 
maxilla  about  two  years  before  she  was 
first  seen  in  the  St.  Luke’s  Hospital  Center 
Oral  Surgery  Clinic.  The  increase  had 
been  more  rapid  during  the  last  six  months. 
A roentgenographic  examination  of  the 
area  was  made  by  her  own  dentist  nine 
months  previously  at  the  time  she  was 
being  fitted  with  a partial  denture.  That 
roentgenogram  is  unavailable  but  is  re- 
ported to  have  shown  no  abnormality. 
She  had  always  been  in  excellent  health, 
and  there  were  no  abnormal  physical 
findings  when  she  was  admitted  to  the 
hospital,  other  than  those  found  in  the 
mouth.  The  left  maxillary  teeth  were 
entirely  absent  as  were  the  right  mandib- 
ular teeth.  She  had  left  maxillary  and 
right  mandibular  partial  dentures.  There 
was  a swelling  in  the  left  maxillary  region 
approximately  3.5  cm.  long,  extending 
from  the  second  molar  area  to  the  lateral 
incisor  area  and  superiorly  to  the  region 
above  the  mucobuccal  fold  (Fig.  1).  There 
were  no  ulcerations. 

Radiographic  discussion 

Jeanne  Baer,  M.D.:  Roentgeno- 

graphic examination  of  the  sinuses  prior  to 
surgery  demonstrated  complete  homoge- 
neous opacification  of  the  left  maxillary 
sinus  without  evidence  of  abnormal  cal- 
cification or  bony  septa  (Fig.  2).  The 


FIGURE  1.  Alveolar  ridge  and  buccal  fold  ex- 
posed. Posterior  two  thirds  of  alveolar  ridge  bulg- 
ing and  prominent. 


walls  of  the  sinus  were  markedly  thinned 
out  and  expanded  along  the  lateral  and 
medial  aspects. 

The  left  maxilla  was  edentulous,  and 
the  medial  aspect  of  the  alveolar  ridge  was 
also  completely  thinned  out  and  expanded 
with  resultant  erosion  of  the  cortical  bone 
(Fig.  3).  There  was  no  sclerotic  bone 
reaction.  The  nasal  mucosa  was  not 
thickened.  The  ethmoid,  frontal,  and 
sphenoid  sinuses  were  clear  without  evi- 
dence of  bony  destruction. 

The  radiographic  impression  was  that 
of  a slow-growing  benign  tumor,  arising 
either  from  the  maxillary  sinus  or  the 
maxilla.  Of  prime  consideration  was  a 
mucocele  which  is  found  most  commonly 
in  the  maxillary  sinus  and  may  become  so 
large  as  to  expand  the  bone.  However,  no 
other  signs  of  chronic  sinusitis,  such  as 
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FIGURE  2.  (A)  Waters’  projection  of  maxilla  and 
maxillary  sinus  shows  increased  density  and  ex- 
pansion of  left  maxillary  sinus  with  partial  destruc- 
tion of  left  maxilla.  (B)  Caldwell  projection  of 
paranasal  sinuses. 


thickened  mucosa  in  other  sinuses  or  nasal 
congestion,  were  present.  Carcinoma  of 
the  maxillary  sinus  appeared  unlikely  in 
view  of  the  exj>ansion  of  the  hone  rather 
than  true  destruction.  Radicular  infec- 
tion cysts  are  the  most  frequently  encoun- 
tered cyst’s  of  the  jaw.  They  are  usually 
associated  with  an  infected  tooth  hut  may 
he  left  behind  following  extraction  of  the 
tooth  responsible  for  their  presence.  They 
may  become  very  large  and  present  radio- 
logic  findings  as  in  the  patient  under 
discussion. 

Occasionally  fibrous  dysplasia,  amelo- 
blastoma, and  osteitis  fibrosa  cystica  may 
appear  as  monolocular  cysts  with  sharply 
defined  borders;  more  often  they  appear  as 
multiloculated  cysts  in  the  case  of  amel- 
oblastomas and  as  irregularly  shaped 
calcifications  within  a radiolucent  back- 
ground in  the  case  of  fibrous  dysplasia  or 
osteitis  fibrosa  cystica. 

Surgical  discussion 

Dr.  Stroh:  A biopsy  was  performed 

under  local  anesthesia,  and  the  diagnosis  of 
myxoma  was  established.  One  week  later 
the  patient  was  given  general  anesthesia, 
and  the  maxillary  bone  was  entered  along 
the  crest  of  the  alveolar  ridge.  A mass 
protruded  upward  from  this  ridge  into  the 
antrum.  The  mucosa  of  the  antrum  was 
stretched  over  the  convexity  of  the  mass. 
The  entire  mass  and  fragments  of  alveolar 


FIGURE  3.  Panoramic  projection  of  left  maxilla  showing  bone  destruction. 
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FIGURE  4.  (A)  Antral  aspect  of  mass.  (B)  Cut 

surface  of  mass  showing  bulging,  slippery,  glisten- 
ing tissue. 


ridge  and  palatal  portion  of  the  maxilla 
at  its  base  were  removed.  This  left  a 
defect  in  the  floor  of  the  maxillary  antrum. 
The  mucosal  flaps  were  positioned  to  re- 
duce the  size  of  the  defect  as  much  as 
possible,  and  what  remained  was  packed 
with  petroleum  jelly  (Vaseline)  gauze. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  mass 

was  firm  and  resilient,  measuring  6 by  4 
by  2 cm.  It  was  roughly  hemispherical, 
and  the  convexity  was  bosselated  and 
fissured  (Fig.  4A).  The  opposite  surface 
was  ragged  and  frayed.  The  cut  surface 
was  glistening,  white,  bulging,  and  slippery 
(Fig.  4B).  The  bulk  of  the  mass  was  an 
intercellular  mucin  which  has  the  staining 
characteristics  of  acid  mucopolysaccharide 
(Fig.  5A  and  B).  Coursing  through  this 
material  were  cells  with  long  delicate  cyto- 
plasm and  spindle-shaped  but  uniform 
nuclei  (Fig.  5B).  In  addition  to  mucin 
there  was  a fine  network  of  delicate  col- 
lagen. A few  mast  cells  were  also  present. 


FIGURE  5.  (A)  A remnant  of  antral  epithelium  on 
upper  surface.  Beneath  this  are  fragments  of 
dead  bone  separated  by  intercellular  mucin.  (B) 
Elongated  fibroblasts  and  few  mast  cells  present; 
a few  delicate  collagen  fibrils  also  present.  (C) 
Myxomatous  tissue  present  between  bony  tra- 
beculae of  alveolar  ridge. 

There  was  no  definite  capsule,  and  myxo- 
matous tissue  was  found  between  the 
trabeculae  of  many  fragments  of  the  bone 
taken  from  the  alveolar  ridge  (Fig.  5C). 
Remnants  of  antral  epithelium  were  found 
in  some  areas  on  the  convexity,  and  beneath 
this  layer  were  a few  spicules  of  dead  bone 
(Fig.  5A). 

Dr.  Stroh:  The  patient  has  had  no 

evidence  of  recurrence  following  surgery, 
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hut  the  defect  has  remained  open  and 
drains  mucus.  She  was  last  seen  thirteen 
months  after  surgery,  and  plans  were 
underway  either  to  close  the  defect  surgi- 
cally or  provide  her  with  an  obturator 
prosthesis.  At  this  time  she  elected  to 
return  to  her  own  dentist  for  care. 

Comments 

Dr.  Baer:  Myxomas  are  extremely 

difficult  to  diagnose  radiographically  in 
that  they  have  no  characteristic  mani- 
festations which  differentiate  them  from 
dentigerous  cysts,  radicular  cysts,  amelo- 
blastomas, fibrous  dysplasia,  or  central 
giant-cell  tumors. 12  They  usually  arise 
centrally  in  tooth-bearing  areas  as  fre- 
quently in  the  maxilla  as  in  the  mandible. 
They  appear  as  translucencies  with  discrete 
margins  or  outlined  with  compact  bone. 
They  are  usually  lobulated,  separating 
the  teeth  by  pressure.  However,  in  some 
cases  they  are  found  in  an  area  where  there 
is  congenital  absence  of  teeth. 

Nathaniel  Finby,  M.D.:  It  is  often 

difficult,  as  in  the  present  case,  to  be  cer- 
tain on  roentgenographic  bases  that  a 
lesion  arises  primarily  in  the  maxilla 
rather  than  the  maxillary  sinus.  To- 
mographic and  panoramic  view's  may  be 
helpful  (Fig  3).  As  Girdwood3  indicates, 
an  odontogenic  myxoma  in  the  upper  jaw 
is  impossible  to  differentiate  roentgen- 
ographically  from  a large  variety  of  other 
cysts  and  tumors. 

Dr.  Begg:  Myxomas  of  bone  are  rare 

and,  with  very  few  exceptions,  are  found  in 
the  maxilla  and  mandible.  There  is  no 
sex  preponderance,  and  the  patients  range 
in  age  from  ten  to  fifty-nine.  These 
neoplasms  are  characterized  by  slow  growth 
and  absence  of  pain.  Recurrence  has  been 
noted  in  about  25  per  cent  of  cases,  but 
metastasis  has  never  been  documented.4,5 
The  lesion,  therefore,  should  be”regarded 
as  a benign  process.  Recurrence  occurs 
because  of  the  infiltrative  nature  of  the 
process  which  results  in  incomplete  re- 
moval. 

Most  observers  believe  that  the  lesion 
of  the  maxilla  and  mandible  derives  from 
dental  tissue  but  do  not  exclude  the  possi- 
bility of  osseous  origin.  In  support  of 
dental  origin  are  rare  observations  of 
dental  epithelial  remnants  in  the  myxo- 


matous tissue  and  the  knowledge  that 
when  it  occurs  in  bone,  myxoma  is  found 
almost  exclusively  in  mandible  and  max- 
illa. However,  myxomas  are  found  in  the 
soft  tissue  well  away  from  dental  struc- 
tures; there  are  myxomatous  areas  in 
soft-tissue  tumors  such  as  liposarcoma, 
fibrosarcoma,  rhabdomyosarcoma,  and  in 
the  stroma  of  mixed  tumors.  Such  tissue 
occurs  around  ganglions  and  in  association 
with  inflammatory  reactions.  The  obser- 
vation of  myxomatous  tissue  in  such  a 
variety  of  lesions  certainly  does  not  support 
the  concept  that  myxomas  arise  exclu- 
sively from  dental  tissue,  and  only  chemical 
analysis  of  “myxoid”  tissue  from  these 
various  sources  will  determine  if  there  are 
specific  components  in  the  myxoma  of 
maxilla  and  mandible  which  justify  as- 
sociating the  lesion  with  any  specific  tissue 
as  a site  of  origin. 

Recent  analysis  of  a myxoma  of  the 
maxilla  has  revealed  that  the  material 
present  w'as  approximately  80  per  cent 
hyaluronic  acid  and  20  per  cent  chondroitin 
sulfate.6  Similar  studies  should  be  done 
on  myxomatous  tissue  from  other  areas 
and  on  dental  reticulum  to  determine  what 
similarities  or  differences  exist. 

In  my  opinion  it  is  not  firmly  established 
that  myxomas  of  the  mandible  and  maxilla 
are  neoplastic  rather  than  a reaction  to 
inflammatory  stimuli  which  produce  such 
a metabolic  alteration  of  fibroblasts  that 
they  form  a mucopolysaccharide  inter- 
cellular material  rather  than  the  usual 
reticulum  and  collagen.  Whatever  the 
nature  of  this  lesion,  it  is  important  that  it 
be  recognized  and  differentiated  from  the 
myxomatous  areas  which  occur  in  malig- 
nant soft-tissue  tumors.  Positive  recog- 
nition and  the  knowledge  that  the  lesion  is 
benign  will  prevent  unnecessary  radical 
ablations. 
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Superior  Vena  Cava 
Obstruction  During  Anesthesia 


| ncreased  incidence  of  bronchogenic 
carcinoma  in  recent  years  has  resulted  in 
an  increased  number  of  superior  vena  cava 
obstructions.  The  following  report  illus- 
trates such  a case. 

Case  report 

This  fifty-six-year-old  white  male  was  sched- 
uled for  an  open  reduction  procedure  on  his 
right  ankle  which  was  fractured  during  a fall. 
He  had  a “smoker’s”  cough  for  the  past  year, 
productive  of  white  sputum,  for  which  he  did 
not  seek  medical  attention.  A history  of  two- 
pillow  orthopnea  was  elicited.  No  other  per- 
tinent history  was  obtained,  and  positive 
physical  findings  were  limited  to  the  affected 
extremity.  Electrocardiogram  and  laboratory 
studies  were  within  normal  limits.  X-ray 
film  of  the  chest  showed  right  hilar  adenopathy, 
density  in  the  upper  lobe  of  the  right  lung,  and 
questionable  mediastinal  widening. 

He  was  adequately  sedated  when  brought  to 
the  operating  room  ninety  minutes  after  pre- 
medication with  pentobarbital  (Nembutal),  100 
mg.,  and  atropine,  0.5  mg.  His  blood  pressure 
was  130  80,  pulse  rate  88,  respirations  18,  and 
central  venous  pressure  6 to  7,  measured  by 
10-inch  catheter  in  right  basilic  vein  inserted 
percutaneously.  He  was  given  250  mg.  sodium 
thiopental,  followed  by  endotracheal  intubation 
with  60  mg.  succinylcholine.  Anesthesia  was 
maintained  with  nitrous  oxide-oxygen  3 L.  of 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent’s  Hospital  Medical  Center,  New  York  City,  April  28, 
1969.  Clinical  Anesthesia  Conferences  are  held  on  the  fourth 
Monday  of  each  month. 


each  per  minute,  and  0.75  per  cent  halothane 
(Fluomatic)  successfully  for  the  first  twenty 
minutes. 

Suddenly,  before  incision,  the  patient’s  head 
and  neck  were  noted  to  be  injected,  and  the 
jugular  veins  were  engorged.  Blood  pressure 
was  70  and  obtainable  only  by  palpation,  pulse 
140,  and  central  venous  pressure  at  6.  Anes- 
thetic gases  were  discontinued  and  only  oxygen 
administered.  Within  three  minutes  spon- 
taneous respiratory  efforts  and  cardiac  action 
had  ceased.  Resuscitative  measures,  which 
did  not  include  open-cardiac  massage,  were 
unsuccessful. 

The  pathologist  ascribed  the  cause  of  death 
to  superior  vena  cava  obstruction,  secondary 
to  bronchogenic  carcinoma  of  the  right  lung. 


Comment 

Etiologic  factors  predisposing  to  ob- 
struction of  the  superior  vena  cava  include 
primary  intrathoracic  neoplasm,  aortic 
aneurysm,  thrombosis  of  the  superior  vena 
cava,  pericarditis,  mediastinitis,  and  pneu- 
mothorax. A recent  case  of  retroperito- 
neal perforation  of  the  bladder  neck  which 
produced  superior  vena  cava  obstruction 
was  reported.1  The  clinical  manifesta- 
tions include  edema  and  cyanosis  of  the 
head,  neck,  and  upper  extremities;  in- 
creased venous  pressure  in  the  upper  half  of 
the  body  contrasted  with  normal  venous 
pressure  in  the  lower  half;  and  development 
of  collateral  circulation  over  the  upper  half 
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of  the  body.  Regardless  of  the  mode  of 
treatment,  conservative,  bypass  surgery,  or 
radiotherapy,  the  prognosis  is  poor. 

Our  patient’s  symptoms  were  typical  in 
several  respects.  The  majority  of  pa- 
tients with  this  disease  are  in  the  forty-  to 
sixty-year-old  group,  for  it  is  in  this  group 
that  the  etiologic  entities  can  be  found.2 
In  most  cases  extrinsic  pressure  on  the  vena 
cava,  not  thrombosis,  is  the  primary  cause 
of  obstruction.3  The  acute  episode  may 
have  been  precipitated  by  a combination 
of  this  extrinsic  pressure  and  having  been 
supine  for  one-half  hour,  which  can  aggra- 
vate the  symptoms. 

The  unchanged  cardiovenous  pressure 
was  probably  caused  by  obstruction  in  the 
catheter. 

Symptoms  of  obstruction  may  be  the 
earliest  to  appear,  despite  the  presence  of 
a primary  lesion. 4 This  is,  however,  an 
atypical  occurrence.  There  is  a high  inci- 
dence of  cardiac  metastases  in  patients 
with  superior  vena  cava  obstruction.5 

There  was  no  electrocardiographic  evi- 


dence of  metastases.  This  may  contrib- 
ute to  rapid  death  of  patients.  Almost 
all  cases  of  bronchogenic  cancer  causing 
mediastinal  obstruction  usually  occur  in 
the  right  lung.2  Again,  our  patient  was  a 
typical  case. 

Perhaps  the  patient’s  sudden  death 
could  have  been  avoided  by  placing  him  in 
Fowler’s  position,  the  most  comfortable 
position,  thus  aiding  venous  return  from 
the  head  and  neck,  but  this  seems  to  be 
contrary  to  one’s  natural  instinct  when  the 
patient  suddenly  becomes  hypotensive. 
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Air  pollution 


An  editorial  for  WMCA  Radio  asks  for  better 
ventilation  in  the  Brooklyn-Battery  Tunnel: 
The  deadliest  form  of  pollution  in  a car’s 
exhaust  fumes  is  carbon  monoxide.  At  full 
strength  it  will  kill  you  in  minutes.  Only 
50  parts  of  carbon  monoxide  in  a million  parts 
of  air  can  be  dangerous  if  you  work  in  it  for 
eight  hours. 


Yet  a survey  taken  four  years  ago  found 
twice  that  much  carbon  monoxide  in  the 
Brooklyn-Battery  Tunnel,  100  parts  per  mil- 
lion. Tunnel  officers  say  the  carbon  monoxide 
level  often  goes  up  to  250  parts  per  million. 

The  officers  are  not  supposed  to  work  in  the 
tunnel  for  more  than  two  hours  at  a time. 
But  they  spend  the  rest  of  their  shift  in  toll 
plazas  where  the  air  may  even  be  worse. 
They  want  better  ventilation  in  the  tunnel. 
We  think  they  are  entitled  to  it  and  so  are 
the  rest  of  us  who  only  drive  through. 
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Degenerative  joint  disease  and  rheu- 
matoid arthritis  are  the  most  frequent 
rheumatic  diseases  associated  with  the 
temporomandibular  joints.1  However,  al- 
though conclusive  evidence  is  lacking, 
much  points  to  the  conclusion  that  any 
polyarthritis  or  synovitis  is  likely  to  in- 
volve the  temporomandibular  joints. 

A patient  with  rheumatoid  spondylitis 
and  a patient  with  systemic  lupus  erythem- 
atosus are  described  here.  In  both  pa- 
tients temporomandibular  joint  arthritis 
was  a prominent  feature  of  the  disease. 

Case  reports 

Case  1.  A twenty-eight-year-old  man 
had  a twelve-year  history  of  typical  pro- 
gressive rheumatoid  spondylitis.  He  had 
total  immobility  of  his  lumbar,  dorsal,  and 
cervical  spine,  with  characteristic  radio- 
graphic  changes.  There  was  no  evidence  of 
peripheral  joint  involvement. 

Laboratory  findings  included  the  follow- 
ing: negative  results  of  the  latex  fixation 
test;  hemoglobin,  14.8  Gm.  per  100  ml.; 
white  blood  cell  count,  5,000  per  cubic 

4 Supported  in  part  by  a grant  from  the  New  York  Chapter 
of  the  Arthritin  Foundation. 


millimeter;  and  sedimentation  rate,  28 
mm.  in  one  hour  (Westergren). 

The  patient  had  been  asymptomatic  on 
100  mg.  of  phenylbutazone  (Butazolidin) 
daily  for  four  years  when  he  complained  of 
acute  pain  in  his  right  temporomandibular 
joint  with  radiation  to  the  mandible. 

Examination  of  the  temporomandibular 
joints  and  associated  structures  revealed  a 
restricted  range  of  motion  of  the  mandible. 
The  distance  between  the  upper  and  lower 
central  incisor  teeth  at  maximum  opening 
was  30  mm.  Normally  the  range  would  be 
about  38  to  40  mm.  Forward  and  lateral 
movements  of  the  mandible  produced  pain 
in  the  right  temporomandibular  joint.  The 
right  masseter  muscle  was  painful  on  palpa- 
tion. Auscultation  disclosed  crepitus  in 
both  temporomandibular  joints.  Radio- 
graphs showed  sclerotic  changes  in  both 
mandibular  condyles.  The  right  condyle 
was  flattened.  The  cortical  plate  of  the 
right  mandibular  condyle  and  temporal 
fossa  was  irregular.  The  right  joint  space 
was  narrowed  (Fig.  1).  Examination  of 
the  dentition  revealed  no  evidence  of 
malocclusion. 

Case  2.  A twenty-three-year-old  nurse 
had  a three-year  history  of  recurrent  poly- 
arthritis, fever,  leukopenia,  myalgia,  and 
anemia.  While  on  a picnic,  the  patient 
suffered  a mild  sunburn.  The  following  day 
she  became  acutely  ill  with  fever  of  106  F., 
difficulty  in  swallowing,  pain  in  the  area  of 
the  temporomandibular  joints,  and  trismus. 
She  had  a generalized  erythematous  skin 
rash  and  appeared  toxic. 

Laboratory  data  revealed  the  following: 
hemoglobin,  10.2  Gm.  per  100  ml.;  white 
blood  count,  2,800  per  cubic  millimeter 
with  40  per  cent  polymorphonuclear  leuko- 
cytes, 47  per  cent  lymphocytes,  8 per  cent 
monocytes,  and  5 per  cent  eosinophils;  and 
a sedimentation  rate  of  100  mm.  in  one 
hour  (Westergren).  Urinalysis  showed  2 
plus  proteinuria  without  formed  elements. 
The  lupus  erythematosus  cell  preparation 
showed  numerous  typical  L.E.  cells. 
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FIGURE  1.  Case  1.  Right  temporomandibular 
joint  in  closed  mouth  position.  Cortical  plate  of 
mandibular  condyle  and  temporal  fossa  irregular. 
Joint  space  extremely  narrow. 


The  patient  was  treated  with  60  mg. 
prednisone  daily,  with  a rapid  defervescence 
and  clearing  of  the  rash.  Her  ability  to 
swallow  improved.  She  was  able  to  open 
her  mouth  to  20  mm.  as  measured  between 
the  upper  and  lower  incisor  teeth.  The 
steroid  dosage  was  gradually  reduced  to  10 
mg.  daily,  with  some  return  of  arthralgia 
and  myalgia.  Hydroxychloroquine,  200 
mg.  daily,  was  begun  in  addition  to  the 
prednisone.  The  patient  responded  well 
to  this  regimen,  except  that  she  had  con- 


tinuous progressive  difficulty  opening  her 
mouth.  Eating  and  routine  dental  treat- 
ment were  difficult. 

Examination  of  the  temporomandibular 
joints  and  associated  structures  revealed 
restricted  but  coordinated  range  of  motion 
of  the  mandible.  On  palpation  the  muscles 
of  mastication  were  not  painful.  Ausculta- 
tion disclosed  a clicking  sound  in  the  left 
temporomandibular  joint  when  the  patient 
opened  her  mouth. 

Radiographs  of  the  temporomandibular 
joints  showed  sclerotic  changes  in  the  heads 
of  the  mandibular  condyles.  The  cortical 
plate  was  irregular.  Osteophytes  were 
present  on  the  anterior  aspect  of  the 
condyles  (Fig.  2). 


Comment 

Two  patients,  1 with  rheumatoid  spondy- 
litis and  1 with  systemic  lupus  erythemato- 
sus are  discussed.  In  both  patients  the 
natural  histories  of  the  diseases  were 
typical,  and  both  patients  were  under  good 
medical  control  when  symptoms  referable 
to  the  temporomandibular  joints  appeared. 
Physical  and  radiographic  examination 
confirmed  the  presence  of  bony  changes  in 
the  temporomandibular  joints. 

The  literature  provides  no  information  as 
to  the  incidence  of  temporomandibular 
joint  involvement  in  rheumatoid  spondylitis 


ARTICULAR  TUBERCLE  GLENOID  FOSSA  SYNOVIAL  CAVITY 


MEATUS 


FIGURE  2.  Case  2.  (A)  Right  temporomandibular  joint  in  closed  mouth  position.  Cortical  plate  of  emi- 
nentia  articularis  irregular.  Anterior  and  superior  aspect  of  mandibular  condyle  flattened.  Radiopaque 
object  appeared  in  narrowed  joint  space.  This  object  reminiscent  of  appearance  of  aseptic  necrosis  in 
hip.  (B)  Temporomandibular  joint  in  open  mouth  position.  There  is  little  forward  motion  of  condyle  when 
patient  attempts  to  open  mouth. 
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and  systemic  lupus  erythematosus.  In- 
deed, Grokoest  and  Schwartz,2  in  a dis- 
cussion of  rheumatic  disease  of  the  tem- 
poromandibular joints,  report  rheumatoid 
arthritis  as  the  only  disorder  seen.  To- 
pazian3  reports  a series  of  44  cases  of  ankylo- 
sis of  the  temporomandibular  joints,  in- 
cluding only  1 case  of  rheumatoid  spondy- 
litis with  temporomandibular  joint  ankylo- 
sis. 

It  is  possibly  significant  that  in  both 
patients  discussed  here,  destructive  changes 
were  advanced  when  symptoms  first  ap- 
peared in  the  temporomandibular  joints. 


Gonococcal  conjunctivitis 
of  the  newborn 

In  a report  in  Clinical  Proceedings,  Children’s 
Hospital  of  the  District  of  Columbia  (Washing- 
ton, D.C.)  25:  1 (Jan.)  1969,  5 cases  of  gon- 
orrheal ophthalmia  neonatorum  occurring  in 
one  year  at  this  facility  represent  45.4  per  cent 
of  all  cases  seen  there  in  a decade  notes  David  S. 
Friendly,  M.D.  The  increased  incidence  noted 
at  this  and  various  other  institutions  reflects 
the  43  per  cent  increase  in  reported  adult  cases  of 
gonorrhea  from  1957  to  1965.  Of  the  5 infants, 
the  mothers  of  3 had  vaginal  discharges  during 
pregnancy.  All  of  the  children,  according  to  the 
records,  had  silver  nitrate  prophylaxis.  The 
discharges  from  the  infants’  eyes  started  on  the 
third  to  the  eighth  day  after  birth. 

The  situation  again  brings  up  the  question  of 
prophylaxis:  should  it  be  continued  at  all  and, 
if  so,  should  the  prophylactic  agent  be  silver 
nitrate  or  otherwise.  The  case  for  and  the  case 
against  silver  nitrate  are  summarized,  with  the 
author  concluding  that  until  a large-scale,  well- 
controlled,  double-blind,  statistically-validated 
study  is  reported,  not  much  would  appear  to  be 
gained  by  abandoning  silver  nitrate  for  another 
chemical  or  antibiotic  the  efficacy  of  which  is  no 
better  established.  In  areas  where  gonococcal 
conjunctivitis  is  known  to  be  rare,  omitting 
prohylaxis,  in  the  presence  of  proper  vigilance, 
may  be  justified.  The  author  feels,  however, 
that  in  other  areas,  in  view  of  the  increasing  in- 
cidence, the  greater  risk  is  on  the  side  of  ex- 
pectant waiting. 

Response  to  the  systemic  administration  of 
penicillin  is  almost  always  dramatic.  A few 
days  of  therapy  are  usually  enough.  Penicillin 
may  also  be  used  topically,  as  well  as  atropine. 
Copious  saline  irrigations  are  also  indicated. 
If,  on  penicillin  therapy,  the  discharge  contin- 


This picture  contrasts  with  that  of  rheuma- 
toid arthritis  in  which  temporomandibular 
joint  symptoms  may  be  among  the  first 
the  patients  notice.4 
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ues,  diagnostic  re-evaluation  is  indicated.  If 
the  cultures  are  negative  on  completion  of  treat- 
ment, the  child  should  be  watched  as  an  out- 
patient until  all  signs  of  inflammation  have  sub- 
sided. Local  and  state  health  agencies  should 
be  notified  so  routine  public  health  procedures 
can  be  instituted. 

All  5 of  these  children  were  treated  with  sys- 
temic penicillin  and  most  of  them  with  local  peni- 
cillin and  atropine  drops. 

Onset  of  discharge,  watery  at  first,  but  per- 
haps blood-tinged  later,  has  been  reported  to 
occur  at  any  time  from  three  days  to  two  weeks. 
Lids  and  conjunctiva  become  edematous  and  in- 
jected. Pressure  of  purulent  material  may  be 
strong  enough  to  cause  it  to  spurt  when  the  lids 
are  forced  open,  and  the  doctor  should  take  care 
to  protect  his  own  eyes.  Laboratory  procedures 
are  essential  for  diagnosis.  Smears  show  gram- 
negative intracellular  and  extracellular  diplo- 
cocci.  The  author  elaborates  briefly  on  labora- 
tory procedures.  All  types  of  ophthalmia  neo- 
natorum produce  similar  clinical  pictures. 
Length  of  the  incubation  period  may  offer  a 
clue:  silver  nitrate  inflammation  usually  is  not 
manifest  until  five  to  ten  days  after  birth. 
Staphylococcal  conjunctivitis  does  not  have  a 
characteristic  incubation  period.  Trachoma 
inclusion  conjunctivitis  (TRIC)  may  be  diag- 
nosed on  the  basis  of  cytoplasmic  inclusions  in 
epithelial  cells  from  Giemsa-stained  conjunctival 
scrapings.  Fluorescent  antibody  tests  have 
been  developed  for  the  gonococcus  and  the 
trachoma  inclusion  conjunctivitis  agent. 

All  5 of  the  young  patients  responded  quickly 
to  systemically-administered  penicillin  and  sup- 
portive topical  treatment.  None  apparently 
had  residual  conjunctival  damage.  Although 
the  disease  is  usually  self-limited,  untreated 
patients  may  suffer  corneal  scarring,  anterior 
staphyloma,  perforation  of  the  glove,  and  other 
sequelae  that  were  formerly  common  and  disas- 
trous, including  systemic  spread. 
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P • * 

I atients  suffering  from  arsenic  poison- 
ing rarely  come  to  surgery.  However,  the 
risks  involved  in  anesthesia  for  such  pa- 
tients are  great  and  deserve  special  atten- 
tion. This  report  is  concerned  with  a pa- 
tient suffering  from  arsenic  poisoning  who 
developed  cardiac  arrest  during  induction 
of  anesthesia  on  two  different  occasions. 

Case  report 

A sixteen-year-old  white  male  developed 
quadriplegia  secondary  to  peripheral  neu- 
ropathy as  the  result  of  a suicidal  attempt 
with  arsenic.  He  was  treated  with  BAL 
(dimercaprol)  and  steroids.  About  nine- 
teen days  after  the  ingestion  of  arsenic,  the 
patient  was  brought  to  the  operating  room 
for  surgery  for  a gastrointestinal  hemor- 
rhage. His  hematocrit  was  30.5,  blood 
urea  nitrogen  was  24  mg.  per  100  ml.,  and 
potassium  was  5.1  mEq.  per  liter.  Pre- 
anesthetic medication  consisted  of  pheno- 
barbital  x/i  gr.  and  atropine  Viso  gr.  intra- 
muscularly. During  induction  of  anesthe- 
sia with  cyclopropane  and  oxygen,  he  de- 
veloped ventricular  fibrillation  followed  by 
cardiac  standstill.  He  was  successfully 
resuscitated  with  closed  cardiac  massage, 
intravenous  sodium  bicarbonate,  100  per 


cent  oxygen  through  an  endotracheal  tube, 
and  other  supportive  measures.  Blood  gas 
analysis  immediately  after  resuscitation 
showed  the  arterial  pH  was  7.49  and  the 
venous  pH  was  7.45.  He  was  then  anesthe- 
tized with  nitrous  oxide,  oxygen,  and  halo- 
thane.  Muscle  relaxation  was  maintained 
with  30  mg.  of  curare.  He  received  1,000 
cc.  of  whole  blood  during  surgery.  The 
operation  consisted  of  gastrotomy,  duode- 
notomy,  ligation  of  gastric  bleeders  and  in- 
fradiaphragmatic  vagotomy,  pyloroplasty, 
and  phcation  of  several  small,  gastric  ulcer 
beds.  He  was  awake  and  responsive  at  the 
end  of  the  operation. 

Two  days  later  the  patient  was  brought 
to  the  operating  room  again  because  of 
gastrointestinal  bleeding.  His  hematocrit 
was  39  and  potassium  2.9  mEq.  per  liter. 
Preanesthetic  medication  consisted  of  atro- 
pine 0.4  mg.  intramuscularly.  Anesthesia 
was  induced  with  nitrous  oxide  and  oxygen 
and  halothane.  Then,  following  80  mg.  of 
succinylcholine  chloride  intravenously  and 
orotracheal  intubation,  the  patient  devel- 
oped ventricular  tachycardia  and  ventric- 
ular fibrillation.  He  was  successfully  re- 
suscitated with  closed  followed  by  open 
cardiac  massage,  electrical  defibrillation, 
and  associated  supportive  measures.  An- 
esthesia was  then  maintained  with  nitrous 
oxide  and  oxygen,  and  halothane  with  cu- 
rare as  the  muscle  relaxant.  He  received 
1,000  cc.  of  whole  blood  during  the  opera- 
tion. Surgery  consisted  of  subtotal  gas- 
trectomy and  retrocolic  gastrojejunostomy. 

Comment 

Arsenic  is  a very  powerful  toxic  agent 
since  it  affects  practically  all  systems  of  the 
body  at  the  cellular  level.1  It  has  been 
shown  in  cancer  research  that  arsenic  af- 
fects the  chromosomes.2  To  anesthesiol- 
ogists, arsenic  presents  problems  of  grave 
concern  because  it  affects  both  circulation 
and  ventilation.  It  depresses  the  cardiac 
muscle  and  produces  definite  electrocardio- 
graphic changes3;  it  causes  an  increase  in 
pyruvate  production;  and  it  affects  phos- 
phorylation and  oxygenation.4  Arsenic  has 
been  considered  the  most  powerful  hemo- 
lytic agent  in  industry.  The  basic  mecha- 
nism of  action  has  been  attributed  to  its 
effect  by  reacting  with  the  sulfhydryl  group 
in  cells.1'4-5  As  a result,  sulfhydryl  enzyme 


November  15,  1969  / New  York  State  Journal  of  Medicine  2911 


systems  essential  to  cellular  metabolism  are 
inhibited.  Trivalent  organic  arsenicals, 
such  as  phenylarsenoxide,  are  more  potent 
inhibitors  of  sulfhydryl  enzymes  than  are 
inorganic  arsenites.  The  pyruvate  oxidase 
system  is  especially  susceptible  to  arsen- 
ical inhibition.8 

Arsenic  poisoning  leaves  life-long 
disability.  Treatment  with  dimercaprol 
and  others  is  only  useful  during  the  acute 
stage.  The  damage  inflicted  by  arsenic  is 
permanent. 

Besides  suicidal  ingestion,  chronic  arsenic 
poisoning  can  also  occur  with  industrial 
contact  of  long  duration.  Anesthesiol- 
ogists must  bear  in  mind  the  possibility  of 
chronic  arsenic  poisoning  when  confronted 
with  patients  who  give  histories  of  hand- 
ling insecticides  containing  arsenic.  In  a 
few  isolated  areas  of  the  world,  the  drink- 
ing water  in  certain  localities  is  contami- 
nated with  arsenic.  Thus,  the  administra- 
tion of  anesthesia  to  patients  from  these 
localities  requires  special  attention. 

Careful  preoperative  preparation  of  the 
patient  is  most  essential.  Deficient  blood 
volume  must  be  restored  to  normal.  Elec- 
trolytic imbalance,  especially  sodium  and 
potassium,  must  be  corrected.  Renal  func- 
tion must  be  carefully  evaluated  before  the 
operation.  Fluid  balance  must  be  care- 
fully maintained.  Patients  should  be  well 
prepared  mentally,  by  congenial  and  sym- 
pathetic preoperative  visits,  to  alleviate 
apprehension  toward  impending  surgery 
and  thus,  hopefully,  to  decrease  circulating 
catecholamine  levels.  Resuscitative  meas- 
ures, equipment,  and  medication  must  be 
in  good  order  and  ready  for  use  at  any  mo- 
ment. Preanesthetic  medication  should 
be  light  to  avoid  undue  depression.  Con- 
tinuous monitoring  with  an  electrocardio- 


graph and  frequent  blood  gas  analysis  dur- 
ing surgery  is  very  helpful.  The  impor- 
tance of  constant  palpation  of  the  patient’s 
carotid  pulse  by  the  anesthesiologist  can- 
not be  overemphasized.  It  would  be  ad- 
visable to  administer  100  per  cent  oxygen 
in  high  flow  by  mask  to  the  patient  for 
three  to  five  minutes  before  induction  of 
anesthesia.  Whenever  possible,  the  level 
of  anesthesia  ought  to  be  light.  Patency  of 
the  airway  and  adequacy  of  ventilation  and 
circulation  must  be  carefully  maintained 
during  the  operation  and  the  postoperative 
period. 

Blood  loss  must  be  carefully  assessed 
and  replaced.  Acidosis,  either  respiratory 
or  metabolic,  must  be  corrected  immedi- 
ately. 

Summary 

A case  of  arsenic  poisoning  in  a sixteen- 
year-old  white  male  who  developed  cardiac 
arrest  during  induction  of  anesthesia  on  two 
different  occasions  is  presented.  The  an- 
esthetic risk  and  management  involved  are 
discussed. 
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Squamous-cell  epithelioma  of  the 
stomach  was  first  described  by  Rorig  in 
1895. 1 In  reviewing  the  30  subsequent  cases 
reported,  Altshuler  and  Shaka2  believed 
that  only  18  had  pure,  squamous-cell  car- 
cinoma since,  in  some  cases,  the  surgical  or 
postmortem  specimen  examinations  were 
lacking  and,  in  others,  the  tumors  were 
diagnosed  as  adenoacanthoma.  Because 
of  the  rarity  of  this  gastric  tumor,  it  was 
considered  of  interest  to  present  another 
case  with  new  pathologic  aspects. 

Case  report 

The  patient,  a seventy-three-year-old 
Puerto  Rican  female,  was  admitted  to 
Goldwater  Memorial  Hospital  on  October  3, 
1963,  for  physiotherapy.  She  had  a history 
of  hypertension  and  diabetes  mellitus  which 
was  controlled  by  35  units  of  NPH  insulin. 
In  1960  she  developed  cerebral  vascular 
thrombosis  with  right  spastic  hemiplegia. 
A hysterectomy  for  obstetric  complication 
after  a cesarean  section  was  performed 
thirty  years  ago.  On  admission  the  patient 
was  alert  and  well  oriented.  She  was  over- 
weight. The  blood  pressure  was  150  90, 
pulse  70,  and  the  heart  had  normal  sinus 
rhythm.  The  lungs  were  clear.  The 


abdomen  was  globulous  and  revealed  a 
midline  surgical  scar.  Neurologic  examina- 
tion showed  a spastic  right  hemiplegia  with 
major  involvement  of  the  right  upper  ex- 
tremity. The  pertinent  laboratory  data 
were  as  follows:  The  white  blood  cell 

count  ranged  from  4,900  to  34,450  per 
cubic  millimeter;  the  hemoglobin,  7.5  to 
11.5  Gm.  i>er  100  ml.,  and  the  hematocrit, 
24  to  36.  The  blood  urea  nitrogen  went  up 
to  25  mg.  per  100  ml.  and  the  blood 
glucose  ranged  from  75  to  282  mg.  per 
100  ml.,  the  last  result  being  195  mg.  per 
100  ml.  The  carbon  dioxide  and  elec- 
trolyte levels  were  in  normal  ranges.  The 
alkaline  phosphatase  was  between  6.1 
to  17.9  King-Armstrong  units.  Urine 
analysis  showed  a specific  gravity  of  1.009 
with  no  glucose  or  acetone,  but  many 
white  blood  cells.  Escherichia  coli,  Pseu- 
domonas aeruginosa,  and  Staphylococcus 
aureus  coagulase  positive  were  found  on 
urine  culture.  An  upper  gastrointestinal 
series,  done  on  August  31,  1966,  revealed  a 
tumor  involving  the  greater  curvature  of 
the  stomach,  midway  between  the  fundus 
and  the  antrum.  This  mass  was  found  in- 
creasing in  size  on  the  x-ray  examinations 
made  on  September  18,  1967.  A liver  scan, 
on  January  16,  1968,  was  consistent  with 
metastatic  tumor. 

The  patient  apparently  did  well  until 
August,  1966,  when  she  started  vomiting. 
At  that  time  the  tumor  was  found,  but  the 
patient  refused  surgical  intervention.  She 
gradually  lost  weight  and  became  anemic. 
In  January,  1968,  she  vomited  what  was 
thought  to  be  fecaloid  material  and  her 
temperature  had  spiked.  She  was  treated 
with  antibiotics,  but  she  deteriorated  pro- 
gressively and  expired  on  March  14,  1968. 

Anatomicopathologic  findings 

The  pertinent  findings  on  necropsy  were 
as  follows:  The  esophagus,  cardia,  and  the 
fundus  of  the  stomach  were  of  normal  ap- 
pearance. At  4 cm.  from  the  cardia  a 
large  greenish-brown,  granular,  necrotic, 
and  ulcerative  mass  measuring  7 cm.  in 
diameter  was  present,  involving  the  greater 
curvature  and  the  posterior  wall.  The 
edges  of  the  tumor  were  hyperemic  and 
raised.  The  necrotic  crater  extended 
throughout  the  wall  which  was  also  ad- 
herent to  the  left  lobe  of  the  liver,  estab- 
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FIGURE  1.  High-power  view  of  tumor  metast; 


lishing  a large  communication  with  the 
necrotic  mass  involving  the  liver  paren- 
chyma. No  other  tumor  metastases  were 
found.  Multiple  fibrous  adhesions  were 
seen  between  the  stomach  and  tail  of  the 
pancreas,  intestinal  loops,  and  transverse 
colon.  No  gastric  or  duodenocolic  fistula 
was  found.  There  was  a markedly  fatty 
liver.  The  examination  of  the  other  organs 
revealed  features  consistent  with  athero- 
sclerotic disease. 

Histologic  examination  disclosed  that 
the  gastric  tumor  was  formed  by  well- 
differentiated  squamous  cells  which  were 
polymorphic  and  hyperchromatic  and 
showed  mitotic  figures  and  characteristic 
“pearl”  formations.  Zones  of  necrosis  and 
gastric  ulceration  were  also  noted.  Multi- 
ple sections,  taken  around  the  tumor, 
cardia,  and  esophagus,  showed  normal  struc- 


tures. Similar  tumor  cells  were  found  in 
the  liver  (Fig.  1).  Histologic  examination 
of  other  organs  failed  to  reveal  any  metasta- 
sis. 


Comment 

Squamous-cell  carcinoma  of  the  stomach 
has  attracted  the  interest  of  those  who 
found  it,  either  in  a surgical  specimen  or  in 
a postmortem  examination,  because  of  its 
rarity  and  its  controversial  pathogenesis. 
A review  of  the  literature  with  a discussion 
on  the  possible  origin  of  this  tumor  was 
done  by  Altshuler  and  Shaka.2  The  loca- 
tion of  the  squamous-cell  carcinoma  in  the 
stomach  can  be  variable,  but  most  of  them 
have  been  described  as  involving  the  lesser 
curvature  and  the  antropyloric  region. 
The  present  tumor  was  located  on  the 
greater  curvature  and  on  the  posterior  wall 
of  the  body.  Although  the  tumor  has  been 
described  as  a slow,  infiltrative,  and  non- 
ulcerative mass,3  in  this  case  the  tumor  was 
found  to  be  ulcerative,  infiltrative,  and 
necrotic. 

Curiously  enough,  with  2 exceptions, 
there  have  been  no  reports  of  metastasis. 
The  2 exceptions  had  described  involvement 
of  regional  lymph  nodes, 4 and  the  mesentery 
and  omentum.5  The  present  case  showed  a 
marked  extension  of  the  tumor  into  the 
liver. 

Goldwater  Memorial  Hospital 
Welfare  Island,  New  York  10007 
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T HIS  YEAR  IS  THE  CENTENARY  of  the  birth 

of  Karl  Landsteiner,  M.D.,  who  received 
the  Nobel  prize  in  medicine  in  1930  for  his 
discovery  of  the  ABO  blood  groups.  The 
important  discoveries  made  by  this  medical 
genius  make  up  a long  list,  including  the 
laying  of  the  foundations  of  immuno- 
chemistry,  the  transmission  of  poliomyelitis 
for  the  first  time  to  experimental  animals 
(rhesus  monkeys)  thus  laying  the  founda- 
tion for  its  prevention,  the  development  of 
the  complement  fixation  test  for  syphilis, 
and  the  introduction  of  dark-field  micros- 
copy for  its  diagnosis,  the  elucidation  of 
the  pathogenesis  of  paroxysmal  hemo- 
globinuria, the  pathogenesis  of  contact 
dermatitis,  and  others.  Landsteiner  is 
known  as  the  father  of  blood  grouping,  be- 
cause he  discovered  not  only  the  ABO 
blood  groups  but  also,  with  Philip  Levine 
M.D.,  the  MN  types  and  the  P system, 
while  I was  fortunate  to  be  associated  with 
Dr.  Landsteiner  in  the  discovery  of  the  Rh 
factor.  Since  my  own  work  on  the  Rh-Hr 
blood  types  continued  uninterruptedly 
after  Dr.  Landsteiner’s  death  in  1943,  and, 
in  fact,  my  interest  in  the  Rh-Hr  blood 
types  has  remained  unabated  up  to  the 
present  time,  I believed  that  this  would  be 

* This  study  was  supported  in  whole  by  U.S.  Public  Health 
Service  grant  GM-09237-07. 


an  appropriate  occasion  to  review  the 
history  of  the  Rh-Hr  blood  types  and  their 
practical  applications.  Accordingly,  this 
article  on  the  history  of  the  Rh-Hr  types  is 
in  honor  of  Dr.  Karl  Landsteiner  and  is 
dedicated  to  his  memory. 

The  discovery  of  the  Rli  factor  was  no 
accident  but  a sequel  to  Dr.  Landsteiner’s 
earlier  work  on  the  blood  groups  and  his 
fundamental  pathfinding  investigations  on 
the  chemical  basis  of  serologic  specificity 
and  the  nature  of  antigens,  antibodies,  and 
their  reactions.  After  Landsteiner’s  death, 
by  applying  his  teachings  as  well  as  my 
own  ideas  to  investigations  on  the  Rh-Hr 
blood  types,  I was  able  to  elucidate  their 
serology  and  heredity  by  multiple  allelic- 
genes,  and  at  the  same  time  developed  a 
compact,  rational  nomenclature  for  the 
Rh-Hr  system.  The  fact  that  even  at  this 
late  date  a large  body  of  workers  still  ad- 
vocate and  use  different,  cumbersome 
symbols  for  representing  findings  concern- 
ing the  Rh-Hr  types,  which  distort  and 
misrepresent  the  facts  either  directly  or  by 
implication,  indicates  that  certain  basic 
immunologic  principles  explained  in  my 
numerous  articles  on  this  subject,  largely 
based  on  Dr.  Landsteiner’s  teachings,  are 
still  not  widely  known  or  understood.  In 
presenting  this  historical  account,  there- 
fore, it  will  be  necessary  to  explain  some  of 
these  basic  principles  as  well  as  the  earlier 
history  of  blood  grouping  and  transfusion, 
which  led  to  the  discovery  of  the  Rh  factor. 

Discovery  of  ABO  blood  groups 
by  Landsteiner 

The  first  adequately  documented  blood 
transfusion  was  performed  in  1667  by 
Denys  and  Emmerez,  who  transferred  9 
ounces  of  blood  from  the  carotid  artery  of 
a lamb  into  the  vein  of  a young  man.  This 
transfusion  was  successful,  and,  encouraged 
by  his  success,  Denys  performed  other 
similar  transfusions.  The  experiments 
terminated  when  the  fourth  patient  died 
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TABLE  I.  Landsteiner’s  original  tests  on  six  apparently  healthy  men 
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* This  subject  was  Karl  Landsteiner  himself.  It  is  interesting  to  note  that  he  belonged  to  group  O. 


with  symptoms  that  are  interesting  in  the 
light  of  our  present  knowledge.  The 
patient  had  been  given  transfusions  twice 
before;  the  first  transfusion  was  symptom- 
less, but  after  the  second  transfusion  “his 
arm  became  hot,  the  pulse  rose,  sweat  burst 
out  over  his  forehead,  he  complained  of 
pain  in  the  kidneys.  . . . The  next  day 
the  urine  was  dark,  in  fact  black.”  It  is 
clear  that  this  hemolytic  reaction  was  due  to 
immunization  of  the  patient  to  the  sheep 
blood  given  at  the  first  transfusion,  and  it 
is  not  surprising  that  the  third  transfusion 
resulted  in  a fatal  shock.  The  sequel  was 
one  of  the  first  lawsuits  for  death  from  a 
blood  transfusion,  but  the  wife  wrongly 
accused  Denys  of  having  poisoned  her  hus- 
band. Denys  was  exonerated,  but  the  court 
decreed  that  such  transfusions  were  pro- 
hibited. * 

In  the  nineteenth  century,  Blundell,  us- 
ing human  donors,  attempted  a few  trans- 
fusions in  cases  of  postpartum  hemorrhage, 
while  others  again  tried  using  lamb’s  blood. 
The  harmful  effects  of  transfusions  of 
animal  blood  were  finally  explained  in  1875, 
when  Landois  and  Ponfick  demonstrated 
that  human  serum  hemolyzes  or  clumps  red 
cells  of  lower  mammals.  The  general 
ability  of  serum  of  one  animal  species  to 
react  with  red  cells  of  another  is  presently 
ascribed  to  the  presence  in  the  serum  of 
natural  antibodies  designated  as  hetero- 
hemolysins or  heteroagglutinins.  In  1898, 
Bordet  showed  that  these  antibodies  in- 
creased in  titer  after  immunization,  thus 
explaining  the  harmful  results  of  repeated 
transfusions  of  sheep  blood  to  the  same 
patient  observed  by  Denys.  It  is  of  interest 
to  note  that  at  about  the  same  time  Land- 
steiner independently  had  produced  im- 

*  This  abridged  account  of  the  early  history  of  blood  trans- 
f union  in  taken  from  my  book,  in  which  references  can  be 
found  by  interested  readers.1 


mune  heteroagglutinins  by  injecting  blood 
from  one  animal  species  into  another;  but 
when  Bordet’s  article  appeared,  Land- 
steiner withdrew  his  manuscript  which  he 
had  already  submitted  for  publication. 

Landsteiner’s  next  great  step  was  the 
search  for  individual  differences  in  human 
blood.  As  explained  in  his  Nobel  prize  ad- 
dress, Landsteiner2  chose  the  simplest 
method  possible,  namely,  he  mixed  in- 
dividual serums  from  workers  in  his  labora- 
tory with  one  another’s  red  cells.  Instead 
of  the  irregular  weak  reactions  that  might 
have  been  expected,  he  found  that  in  cer- 
tain combinations  strong  agglutinations  oc- 
curred, while  in  others  there  was  no  trace  of 
reaction.  The  unexpected  feature  was  that 
the  agglutination,  when  it  occurred,  was 
as  marked  as  the  well-known  reactions  in 
which  serum  and  cells  of  different  animal 
species  interact.  These  observations,  dem- 
onstrating for  the  first  time  the  phenom- 
enon of  isoagglutination  of  human  blood, 
were  mentioned  in  a footnote  to  a report  on 
a different  subject  published  in  19003  but 
were  immediately  followed  up  by  Land- 
steiner4 in  an  article  published  in  1901 
describing  the  findings  in  detail.  Some  of 
the  results  from  the  1901  article  are  shown 
in  Table  I,  and,  as  can  be  seen,  three  dis- 
tinct blood  groups  were  defined;  the  fourth 
and  rarest  blood  group,  group  AB,  was 
found  the  following  year  by  Von  Decastello 
and  Sturli,5  the  latter  a pupil  of  Land- 
steiner who  continued  the  work  at  his 
suggestion. 

Thus,  the  four  blood  groups  were  well 
established  by  1902  and  were  fully  de- 
scribed in  Landsteiner’s  monograph  (1907) 
on  hemagglutination  and  hemolysis.40  It 
is  necessary  to  emphasize  this,  because 
sometimes  the  discovery  has  been  credited 
to  Jansky0  even  though  his  observations 
were  made  in  1907,  or  to  Moss,7  whose  re- 
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port  appeared  as  late  as  1910  and  errone- 
ously gave  a higher  frequency  for  group 
AB  (10  per  cent)  than  for  group  B (7 
per  cent).  Jansky  and  Moss  merely  intro- 
duced two  different  methods  of  numbering 
Landsteiner’s  blood  groups.  The  numbers 
they  used  as  nomenclatures  were  actually 
codes  and  brought  serious  confusion  rather 
than  understanding  of  the  subject.8-10 

Another  mistake  that  was  made  by 
earlier  workers  was  to  credit  Shattock  with 
the  independent  discovery  of  the  phenom- 
enon of  isoagglutination.  Examination  of 
Shattock’s"  article,  however,  shows  that  he 
was  dealing  only  with  the  rouleaux  forma- 
tion that  occurs  in  febrile  illnesses.  * 

In  his  very  first  report  in  1901,  Land- 
steiner  also  pointed  out  that  the  blood 
groups  were  the  probable  explanation  of 
the  untoward  reactions  that  had  often  been 
observed  after  blood  transfusions  even 
when  human  donors  were  used.  Hektoen12 
repeated  this  suggestion  in  1907,  but  it  re- 
mained for  Ottenberg13  in  America  and 
Schultz14  in  Germany  to  apply  the  tests 
for  the  first  time  in  1910  for  the  selection 
of  donors  for  blood  transfusion. 

To  explain  the  blood  group  reactions, 
Landsteiner  found  it  necessary  to  postulate 
the  existence  of  two  distinct  substances  in 
human  red  cells,  designated  by  him  as  ag- 
glutinogens A and  B,  respectively.  The 
four  possible  combinations  of  these  two 
agglutinogens  give  rise  to  the  four  blood 
groups,  O (read  as  “oh”  although  originally 
intended  as  a zero,  meaning  neither  A nor 
B),  A,  B,  and  AB.  Landsteiner  postulated 
the  existence  in  serum  of  two  corresponding 
isoagglutinins,  anti-A  and  anti-B,  and  he 
pointed  out  what  is  known  as  “Land- 
steiner’s rule,”  namely,  that  those  and 
only  those  isoagglutinins  are  present  in  the 
serum  for  which  the  corresponding  ag- 
glutinogens are  lacking  in  the  red  cells,  ex- 
cept in  newborn  infants. 

Meeting  with  Landsteiner 

My  meeting  Dr.  Landsteiner  was  the 
direct  result  of  a blunder  I made  in  my 

* These  blunders  of  earlier  workers  regarding  priority  for 
the  discovery  of  the  blood  groups  and  the  obsolete  Moss  and 
Jansky  numbered  nomenclatures  for  the  ABO  blood  groups 
have  been  mentioned  here  not  only  because  of  their  historical 
interest  but  also  because  history  has  a tendency  to  repeat 
itself,  as  will  be  seen  when  the  history  of  the  Rh-Hr  blood 
types  is  presented. 


first  report  on  blood  groups  which  was 
published  in  1929.  After  this  inauspicious 
start,  our  acquaintance  developed  into  a 
close  association  and  friendship  that  con- 
tinued uninterruptedly  until  I)r.  Land- 
steiner’s death  in  1943. 

As  a sophomore  medical  student,  1 had 
carried  out  some  studies  on  the  heredity  of 
the  ABO  blood  groups,  little  suspecting 
that  this  was  to  lie  the  beginning  of  my 
life’s  work.  My  first  article  was  a theo- 
retical-statistical analysis  of  the  three 
theories  of  the  heredity  of  the  ABO  blood 
groups  that  were  being  debated  at  the  time, 
namely,  two  independent  pairs  of  genes, 
A-a  and  B-b,  multiple  allelic  genes  (Bern- 
stein’s theory),  and  linked  genes,  and  I 
concluded,  correctly,  that  the  burden  of 
evidence  favored  Bernstein’s  theory  of 
multiple  alleles. 15  In  the  same  report, 
however,  with  the  gullibility  that  comes 
with  inexperience,  I had  blandly  quoted  an 
assertion  by  a Japanese  author  that  isoag- 
glutination tests  were  used  in  China  and 
Japan  as  early  as  the  twelfth  century. 
After  the  article  was  published,  I was  con- 
tacted by  Dr.  Landsteiner  who  suggested 
that  I check  the  original  source.  He  re- 
ferred me  to  a volume,  which  I obtained 
from  the  Army  Medical  Library,  contain- 
ing Chinese  and  Japanese  folk  lore.  The 
relevant  section  of  this  book  asserted  that 
to  determine  whether  or  not  two  persons 
were  related,  drops  of  their  blood  should  be 
allowed  to  fall  into  a basin  of  water;  if 
the  drops  came  together,  they  were  indeed 
related;  if  the  drops  flowed  apart,  they 
were  not. 16 

This  early  experience  taught  me  the 
obvious  lesson  not  only  to  check  all  original 
sources  myself,  rather  than  to  quote  as- 
sertions second  hand,  but  also  to  be  critical 
at  all  times  of  claims  of  high  improbable 
observations  or  conclusions.  It  is  one  of 
the  earmarks  of  a credulous  and  unreliable 
investigator  that  in  his  very  first  publica- 
tion he  claims  to  have  made  a fantastic  dis- 
covery or  describes  findings  that  are 
highly  improbable  a priori.  As  an  example, 
a 1950  report  may  be  cited  in  a highly  rep- 
utable hematology  journal  claiming  to  be 
able  to  determine  the  ABO  blood  groups 
and  subgroups  merely  from  the  shape  of 
plasma  clots;  one  may  also  cite  the  spate 
of  articles  in  recent  blood  group  literature 
claiming  associations  between  particular 
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ABO  blood  groups  and  diseases,  such  as 
duodenal  ulcer,  pernicious  anemia,  frac- 
tured femur,  and  the  like.* 

Following  my  first  meeting  with  Karl 
Landsteiner,  I undertook  an  investigation 
on  the  heredity  of  the  MN  types,  which  he 
had  discovered  with  Philip  Levine  in  1927. 
With  the  aid  of  reagents  initially  provided 
by  Landsteiner  and  Levine,  and  then  with 
antisera  which  I had  prepared  myself,  I 
was  able  to  confirm  their  theory  of  heredity, 
and  I published  a series  of  articles  on  that 
subject.  To  avoid  any  further  blunders, 
such  as  I had  made  in  my  first  report,  I 
took  advantage  of  the  generosity  of  Dr. 
Landsteiner  in  reviewing  those  articles  be- 
fore publication.  Soon  afterward,  with 
the  brash  impertinence  of  youth,  I de- 
cided to  prepare  a monograph  reviewing 
the  then  available  knowledge  of  the  blood 
groups.  To  my  delight,  I was  encouraged 
in  this  project  by  Dr.  Landsteiner,  who 
thoroughly  edited  my  manuscript,  so  that 
with  his  help  and  endorsement  the  first 
edition  of  Blood  Groups  and  Transfusion 
appeared  in  1935.  The  second  edition, 
which  appeared  in  1939,  was  expanded  to 
306  pages  from  the  original  220  pages, 
while  the  third  and  final  edition  of  438 
pages  was  published  in  1943. 1 Since  I had 
consulted  with  Dr.  Landsteiner  freely  re- 
garding the  manuscript  material,  almost 
every  page  of  this  book  carries  the  stamp 
of  his  genius.  It  was  in  1943  that  Karl 
Landsteiner  died  at  the  age  of  seventy- 
five,  so  that  this  third  edition  marks  the 
end  of  an  important  era  in  the  science  of 
blood  grouping. 

During  the  years  1928  to  1943  I met  al- 
most regularly  with  Dr.  Landsteiner.  I 
developed  the  habit  of  traveling  to  Dr. 
Landsteiner’s  apartment  every  Wednes- 
day evening,  where  we  went  over  manu- 
script materials  together  and  discussed  the 
results  of  our  recent  experiments.  Al- 
though I never  actually  worked  in  Dr. 
Landsteiner’s  laboratory,  I was  in  the 
serological  laboratory  at  the  office  of  the 
Chief  Medical  Examiner. 

This  made  possible  our  close  collaboration 
that  led  to  our  discovery  of  the  Rh  factor  of 
human  blood. 

The  question  has  arisen  whether  or  not  to 
revise  Blood  Groups  and  Transfusion  and 

* Kcferencen  to  some  of  thene  fallacien  can  ho  found  in  ono 
of  my  books.17 


to  prepare  further  editions.  There  is  a 
tendency  for  newer  books  and  editions  to 
emphasize  the  most  recent  discoveries  and 
to  neglect  earlier  important  findings.  Thus, 
parallel  with  advances  in  knowledge  there 
is  a certain  degree  of  attrition  so  that  some 
old  important  information  may  be  lost.  I 
have  therefore  decided  to  preserve  the 
volume  in  its  original  form,  and  its  reprint- 
ing in  1962  has  made  available  once  more 
some  of  the  “lost”  information  not  included 
in  modern  texts  on  the  subject,  including 
all  the  details  of  the  early  history  of  the 
Rh  factor  and  its  applications. 

Nature  of  cross  reactions 
of  antibodies 

To  explain  the  specific  nature  of  the  com- 
bination between  antibodies  and  their  re- 
spective antigens,  it  is  often  convenient  to 
make  use  of  the  lock  and  key  analogy  in- 
troduced by  Paul  Ehrlich,  M.D.  For 
example,  agglutinin  anti-A  may  be  con- 
sidered a “specific  key”  for  red  cells  having 
agglutinogen  A.  But  to  account  for  the 
regular  occurrence  of  anti-A  and  anti-B 
isoagglutinins  in  individuals  lacking  the 
corresponding  agglutinogens  (Landsteiner’s 
rule)  as  well  as  the  ubiquitous  occurrence 
of  antibodies  of  similar  specificities  in 
nonhuman  primates  and  lower  animals,  one 
must  invoke  the  concept  of  heterogenetic 
immunization  to  which  we  shall  refer  again 
in  connection  with  the  discovery  of  the 
rhesus  blood  factor.18 

Forssman180  demonstrated  that  a variety 
of  antigens,  such  as  horse  serum,  guinea 
pig  kidney,  and  so  on,  had  the  common 
property  of  stimulating  the  production  of 
antibodies  capable  of  hemolyzing  sheep 
blood;  later  certain  strains  of  bacteria  were 
found  to  share  this  property.  This  was  not 
caused  merely  by  the  presence  of  an 
identical  substance  in  all  these  diverse 
materials.  Returning  to  our  lock  and  key 
analogy,  if  we  have  “keys”  anti-A  and 
anti-B  as  in  group  O serum,  we  are  in  a 
position  to  open  both  “locks”  A and  B. 
However,  it  should  also  be  possible  to 
manufacture  a single  “skeleton  key”  capa- 
ble of  opening  both  locks  A and  B (Fig. 
1).  As  a matter  of  fact,  group  O serum  is 
not  merely  a simple  mixture  of  anti-A 
and  anti-B  but  contains  also  a third  iso- 
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FIGURE  1.  Diagrammatic  representation  of  the  nature  of  cross  reactions.  The  letters  A,  B,  and  C have  no 
reference  to  the  ABO  blood  groups,  but  are  used  to  designate  any  hypothetic  serologic  factors. 


antibody,  anti-C,*  reactive  for  red  cells 
having  either  agglutinogen  A or  B.19  In 
fact,  to  account  for  the  reactions  of  the 
four  blood  groups  adequately  one  must 
postulate  two  agglutinogens  with  three 
corresponding  isoagglutinins  rather  than 
only  two  isoagglutinins  as  originally  as- 
sumed by  Landsteiner.  One  could  expect 
that  “cross-reacting”  antibodies,  like  skele- 
ton keys,  would  have  a more  rudimentary 
structure  than  the  more  specific  anti-A 
or  anti-B.  Presumably,  heterogenetic  anti- 
bodies are  “skeleton  keys”  that  fit  a wide 
variety  of  antigens  because  of  certain 
crude  similarities  in  the  surface  properties 
of  all  their  molecules. 

In  1924,  Schiff  and  Adelsberger20  showed 
that  the  human  agglutinogen  A is  related 
to  the  Forssman  system  of  antigens,  be- 
cause certain  anti-A  immune  rabbit  sera 
also  hemolyze  sheep  red  cells  in  high  titer; 
similarly,  certain  antisheep  immune  sera 
react  in  high  titer  with  human  group  A 
red  cells.  The  specificity  of  group  A cells 
responsible  for  this  cross  reaction  has  been 
designated  Fa-  A good  deal  of  evidence 
has  accumulated  that  A-like  and  B-like 
substances  are  present  in  many  micro- 
organisms, and  there  are  strong  indications 

* This  anti-C  of  group  O serum  must  not  be  confused  with 
the  anti-C  postulation  by  Moss  in  1910.  Moss  assumed 
three  agglutinogens  with  three  corresponding  agglutinins  and 
suggested  two  different  schemes,  both  of  which  were  incor- 
rect. 


that  the  natural  anti-A  and  anti-B  ag- 
glutinins are  likewise  of  heterogenetic 
immune  origin,  resulting  from  latent  or 
manifest  infections  with  sucli  microorga- 
nisms.18,21 

Discovery  of  agglutinogens 

M,  N, and  P 

From  the  onset,  Landsteiner  had  been 
convinced  that  a serologic  individuality  of 
human  blood  exists  comparable  to  that  of 
the  fingerprints.  He  therefore  resumed  his 
studies  on  the  blood  groups,  when  he  was 
invited  to  come  to  the  United  States  in 
1923  to  become  a member  of  the  Rockefeller 
Institute  for  Medical  Research.  With 
Levine,  in  1927,  he  injected  human  blood 
into  rabbits  and  obtained  antisera  with 
which  they  discovered  the  three  MN  types 
and  the  agglutinogen  P.22.23  The  ag_ 
glutinogens  M,  N,  and  P are  of  little  clinical 
importance,  because  they  are  poorly  an- 
tigenic for  man  so  that  isoantibodies  for  M, 

N,  and  P occur  only  rarely  in  human  sera, 
and,  when  they  do,  as  a rule  are  of  too  low 
titer  and  avidity  to  give  rise  to  serious 
transfusion  reactions.  The  MN  types  have 
considerable  practical  importance  for  foren- 
sic medicine  and  are  regularly  used  for 
blood  tests  in  cases  of  disputed  parentage. 

Other  experiments  performed  at  that 
time  by  Landsteiner,  using  various  so- 
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caiieu  irregular  isuaggiutiiiins  ui  iiumaii 
sera  and  immune  rabbit  sera  prepared 
against  human  red  cells,  indicated  further 
individual  differences  in  human  blood.21 
However,  the  antisera  obtained  were  weak, 
and  the  results  were  not  readily  repro- 
ducible so  that  no  further  substantial  prog- 
ress was  made  for  another  decade. 

Intragroup  hemolytic 
transfusion  reactions 

The  introduction  of  ABO  blood  grouping 
tests  into  clinical  medicine  for  the  selec- 
tion of  donors  for  blood  transfusion  made 
safe  transfusions  possible.  So  impressive 
were  the  results  that  many  physicians  in- 
sisted it  was  only  necessary  that  patient 
and  donor  belong  to  the  same  ABO  blood 
group,  and  that  then  serious  transfusion 
reactions  could  not  occur.  Unger25  appears 
to  have  been  the  first  to  point  out  the  pos- 
sibility of  intragroup  transfusion  reactions. 
He  classified  isoagglutinins  into  two  cate- 
gories, namely,  major  isoagglutinins  or  those 
that  defined  the  four  ABO  blood  groups, 
and  minor  agglutinins  or  those  rarely  oc- 
curring isoagglutinins  responsible  for  intra- 
group incompatibility.  Unger  insisted 
that  after  a donor  of  the  appropriate  ABO 
blood  group  had  been  found,  tests  had  to 
be  set  up  to  be  certain  that  the  recipient’s 
serum  did  not  agglutinate  the  prospective 
donor’s  red  cells. 

As  transfusions  became  a more  common 
procedure,  other  investigators  also  began 
to  report  examples  of  intragroup  incom- 
patibility. Landsteiner,  Levine,  and 
Janes26  tested  post-transfusion  sera  and 
in  one  case  detected  a weak  irregular  isoag- 
glutinin giving  reactions  unrelated  to  the 
ABO  blood  groups.  During  the  fourth 
decade  of  this  century,  with  the  introduc- 
tion of  blood  banks  thousands  of  trans- 
fusions were  given  daily,  and  the  occurrence 
of  intragroup  hemolytic  transfusion  reac- 
tions could  no  longer  be  ignored.  In  a 
number  of  cases  isohemolysins  or  isoag- 
glutinins giving  reactions  unrelated  to  the 
ABO  blood  groups  were  detected  in  the  re- 
cipient’s sera.  Among  the  most  carefully 
studied  of  the  cases  were  those  reported  by 
Culbertson  and  Rateliffe,27  Pondman,28 
Zacho,29  Neter,30  Mosonyi,31  and  Levine 
and  Stetson.32  Usually  the  patients  had 
received  previous  blood  transfusions  with- 


out, reactions,  anu  it  was  conciuueu  uiai 
the  recipients  had  become  isosensitized  to 
an  agglutinogen  present  in  the  donor’s  red 
cells  but  absent  from  their  own.  Levine 
and  Stetson’s  case  was  unique  in  that  it 
involved  a woman  who  had  just  had  a still- 
birth but  no  previous  blood  transfusions, 
and  Levine  and  Stetson  therefore  suggested 
a second  method  of  isosensitization,  namely, 
to  “products”  of  the  fetus.  After  the  dis- 
covery of  the  Rh  factor  by  Landsteiner 
and  me,  Levine  and  coworkers  were  to  ap- 
ply this  concept  to  explain  the  pathogenesis 
of  erythroblastosis  fetalis. 

Since  it  was  later  shown  by  me  that  of  the 
numerous  blood  factors  responsible  for 
human  isosensitization  the  Rh  factor  is  by 
far  the  most  antigenic,  it  is  now  obvious  in 
retrospect  that  many  of  the  earlier  cases  of 
intragroup  hemolytic  transfusion  reactions 
must  have  been  caused  by  isosensitization 
to  the  Rh  factor.  However,  since  after 
the  discovery  of  the  Rh  factor  the  sera 
from  the  earlier  cases  were  no  longer  avail- 
able for  comparison,  it  is  impossible  to  be 
certain  in  which  cases  the  Rh  antibody  was 
actually  involved. 

Discovery  of  the  Rh  factor 

In  1937,  I became  interested  in  a study  of 
the  evolution  of  agglutinogens  M and  N 
in  anthropoid  apes  and  monkeys.  I was 
intrigued  especially  by  the  conflicting  re- 
ports in  the  literature,  some  of  which  as- 
serted that  rhesus  monkey  red  cells  had 
agglutinogen  M while  other  reports  de- 
nied this.  I had  available  a battery  of 
anti-M  and  anti-N  sera  which  I had  pro- 
duced in  rabbits  for  my  investigations  on 
the  heredity  of  the  MN  types.  My  tests 
with  these  reagents  quickly  resolved  the 
problem.33  For  example,  I found  that  while 
all  the  anti-M  reagents  gave  parallel  reac- 
tions in  tests  with  human  red  cells  and  were 
therefore  indistinguishable  as  long  as  the 
tests  were  confined  to  human  blood,  the 
reagents  were  not  identical,  since  some 
strongly  agglutinated  rhesus  red  cells 
while  others  failed  to  react  (Table  II). 
That  the  reactions  with  monkey  red  cells 
were  really  caused  by  the  anti-M  agglutinin 
in  the  reagent,  and  not  to  nonspecific 
heteroagglutinins,  was  proved  by  the  fact 
that  absorption  with  human  M cells,  but 
not  with  type  N cells,  completely  removed 
the  antibodies  also  for  monkey  blood. 
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Armed  with  these  results,  1 then  con- 
sulted Dr.  Landsteiner,  and  we  continued 
the  work  together.84  The  next  step  was  to 
immunize  rabbits  with  red  cells  of  rhesus 
monkeys,  and  we  showed  that  such  antisera 
absorbed  with  human  type  N cells  yielded 
good  anti-M  reagents.  Although  the  anti- 
rhesus M reagents  were  necessarily  different 
from  the  anti-human  M reagents,  the  two 
kinds  of  reagents  could  he  used  inter- 
changeably for  human  blood  typing  since 
they  gave  parallel  reactions  on  human 
blood.  The  final  step  was  to  absorb  the 
anti-M  agglutinin  from  the  anti-rhesus 
rabbit  sera,  and  we  obtained  in  this  way 
reagents  that  agglutinated  the  red  cells  of 
85  per  cent  of  Caucasians.  The  blood 
factor  defined  by  this  new  reagent  proved 
to  be  different  from  any  previously  found 
and  was  named  the  rhesus  or  Rh  factor  be- 
cause of  the  manner  in  which  it  had  been 
discovered.35  Thus,  the  original  anti- 
rhesus agglutinin  was  a heterogenetic  im- 
mune antibody  comparable  to  the  anti-A 
agglutinins  produced  by  rabbits  injected 
with  sheep  red  cells  and  the  anti-M  ag- 
glutinins produced  by  rabbits  injected 
with  rhesus  red  cells.  The  findings  were 
made  in  1937,  but  we  delayed  announcing 
our  discovery  of  the  Rh  factor  while  try- 


ing to  improve  the  method  of  producing 
the  anti-rhesus  sera. 35 

In  1939  H.  Raymond  Peters,  M.D.,  re- 
ferred 2 puzzling  cases  to  me  in  which 
patients  had  been  given  transfusions  of 
blood  of  their  own  ABO  blood  group  and 
yet  had  sustained  hemolytic  reactions  so 
severe  that  1 of  the  patients  died.  In  the 
sera  of  these  2 patients,  and  also  in  a third 
case,  I demonstrated  the  presence  of  ir- 
regular isoagglutinins  that  clumped  the 
red  cells  of  the  donors  whose  blood  had 
caused  the  hemolytic  reactions.  Moreover, 
the  agglutinins  in  all  3 patients’  sera  gave 
parallel  reactions,  clumping  the  red  cells  of 
approximately  85  per  cent  of  Caucasians, 
independently  of  the  ABO  groups  and  of 
the  M,  N,  and  P factors.  This  suggested 
that  the  blood  factor  responsible  might  be 
the  rhesus  factor,  and  comparative  tests 
proved  this  inference  to  be  correct  (Table 
III).  All  3 patients  showed  rhesus  nega- 
tive reactions  while  all  the  donors  who  had 
caused  the  transfusion  reactions  were 
rhesus  positive.36 

Within  the  course  of  a year  we  were  able 
to  assemble  10  additional  cases  in  which 
isosensitization  to  the  rhesus  factor  was  the 
cause  of  intragroup  transfusion  reactions, 
and  other  observers  reported  similar  cases, 
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TABLE  III.  First  demonstration  of  the  role  of  the  Rh  factor  in  intragroup  hemolytic  transfusion  reactions 
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so  it  soon  became  evident  that  sensitiza- 
tion to  the  Rh  or  rhesus  factor  was  the 
cause  of  the  great  majority  of  intragroup 
hemolytic  transfusion  reactions.37  As  a 
result  of  this  work,  Rh  blood  typing  of 
recipients  and  prospective  donors  was  made 
a routine  portion  of  pretransfusion  blood 
testing,  so  that  Rh-negative  recipients 
would  receive  only  Rh-negative  blood,  not 
only  to  prevent  reactions  but  also  to  pre- 
vent the  development  of  Rh  isosensitiza- 
tion. 


Rh  factor  and  erythroblastosis 
fetalis 

As  has  already  been  mentioned,  the  dis- 
covery of  the  Rh  factor  by  Landsteiner 
and  Wiener  provided  the  key  to  the  patho- 
genesis of  erythroblastosis  fetalis. 

The  literature  of  the  nineteenth  century 
contains  a number  of  case  reports  clearly 
recognizable  as  instances  of  erythroblastosis 
fetalis.  Ballantyne  assumed  that  the 

edema,  anemia,  and  enlarged  liver  and 
spleen  were  caused  by  some  abnormality  of 
the  blood-forming  organs,  while  Jakesch 
and  Klebs  (1878)  went  so  far  as  to  label 
the  disease  as  congenital  leukemia  or 
erythroleukemia.  Others  ascribed  the  dis- 
ease to  infections,  and  attempts  were  made 
to  incriminate  a variety  of  microorgan- 
isms. * A family  study  reported  by 
Pfannstiehl39  in  1908  is  so  classical  that  it 
merits  repetition.  The  first  offspring  was 
mildly  jaundiced  during  the  first  few  days 
of  life  and  recovered.  Severe  jaundice  de- 
veloped in  the  second  infant  soon  after 
birth,  and  it  died  when  four  days  old  with 
generalized  muscular  spasticity.  The  third 
infant  was  apparently  normal  at  birth,  be- 
came jaundiced  on  the  second  day,  the 
jaundice  increased,  and  collapse  and  death 
occurred  on  the  sixth  day.  Postmortem 
examination  revealed  nuclear  jaundice. 
The  fourth  baby  ran  a similar  course  but 
survived  until  the  twenty-second  day. 

A number  of  physicians  were  impressed 
by  the  anemia  that  occurred  in  the  more 
severe  cases  of  erythroblastosis  fetalis, 
which  they  considered  hemolytic  in  nature 
and  reminiscent  of  a hemolytic  transfusion 
reaction.  The  first  to  ascribe  disease  in 

* This  abridged  account  of  the  early  history  of  erythro- 
blastosis fetalis  is  taken  from  Pickles’38  hook,  to  which  inter- 
ested readers  are  referred  for  fuller  details  and  references. 
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mother  ana  or  ieius  10  maiernai-ieuu 
blood  group  incompatibility  appears  to 
have  been  Dienst,40  who,  in  1908  to  1909, 
attempted  unsuccessfully  to  explain  tox- 
emia of  pregnancy  and  eclampsia  on  this 
basis.  This  idea  was  revived  by  Otten- 
berg41  in  1923,  who  again  tried  to  explain 
eclampsia  on  the  basis  of  ABO  blood  group 
incompatibility  between  mother  and  baby 
and  at  the  same  time  suggested  that  this 
might  be  the  cause  of  jaundice  and  anemia 
of  the  newborn  baby.  However,  neither 
Grob41“  (1931)  nor  Diamond  (1932)  could 
find  any  relationship  of  ABO  blood  group 
incompatibility  to  the  occurrence  of  eryth- 
roblastosis fetalis.  McQuarrie41*  again 
suggested  that  the  ABO  incompatibility 
could  be  the  cause  of  toxemia  of  pregnancy, 
and  it  was  my  study  of  this  problem  to- 
gether with  Polayes,  and  Lederer4,c  in 
1928  that  served  as  my  introduction  to 
the  field  of  blood  grouping;  our  find- 
ings failed  to  support  the  hypothesis. 
Hirszfeld42  was  so  convinced  that  ABO 
incompatibility  between  mother  and  baby 
must  be  detrimental  to  the  baby  that  he 
even  compared  the  birth  weights  of  new- 
born babies  from  “homospecific”  and 
“heterospecific”  pregnancies. 

The  subject  entered  a new  phase  when 
Diamond,  Blackfan,  and  Baty  (1932)4ld  pre- 
sented evidence  that  icterus  gravis,  hemo- 
lytic anemia  of  the  newborn,  and  hydrops 
fetalis  were  different  manifestations  of  one 
and  the  same  pathologic  process.  Darrow, 
in  1938, 43  in  an  excellent  review,  discarded 
as  possibilities  diseases  of  the  mother, 
nutritional,  toxemic,  or  infectious,  and  also 
primary  liver  or  blood  disease  of  the  fetus 
were  excluded  by  her.  She  decided  that 
both  the  hemolysis  of  the  baby’s  red  cells 
and  the  liver  dysfunction  had  to  be  caused 
by  an  antigen-antibody  reaction  in  the 
fetus  and  newborn.  She  postulated  that 
the  mother  became  sensitized  to  fetal 
hemoglobin  which,  since  it  was  chemically 
different  from  adult  hemoglobin,  should 
also  be  immunologically  different  and  that 
the  maternal  antibodies  passed  through 
the  placenta  and  attacked  the  fetal  red 
cells,  thus  bringing  about  the  disease.  This 
theory  was  correct  in  all  particulars  ex- 
cept that  the  wrong  antigen  was  implicated. 
Thus,  the  stage  was  set  in  1938,  and  all 
that  was  lacking  was  the  announcement  of 
the  discovery  of  the  Rh  factor  by  Land- 


sieiner  anu  wiener,  which  lunoweu 
shortly. 

As  already  has  been  mentioned,  Levine 
and  Stetson32  had  independently  introduced 
the  concept  of  isosensitization  by  preg- 
nancy to  explain  a hemolytic  transfusion 
reaction  reported  by  them  in  1939.  The 
following  year,  Levine  and  Katzin44  ob- 
served further  cases  of  intragroup  trans- 
fusion reactions  in  pregnant  women.  Fol- 
lowing the  lead  set  by  Wiener  and  Peters39 
already  described,  they  tested  their  pa- 
tients for  the  rhesus  factor  and  found  the 
sera  of  some  of  them  contained  atypical 
antibodies  of  anti-Rh  specificity.  Then,  in 
1941,  Levine,  Katzin,  and  Burnham45 
accumulated  a series  of  cases  of  erythro- 
blastosis fetalis,  and  by  testing  the  mothers 
for  the  rhesus  factor  were  able  to  demon- 
strate that  the  bulk  of  the  cases  of  eryth- 
roblastosis fetalis  were  due  to  isosensitiza- 
tion to  the  Rh  factor  in  pregnancy.46'47 
This  report  of  Levine  et  al .47  and  the  prior 
one  of  Wiener  and  Peters,  by  providing  the 
keys  to  the  twin  medical  mysteries  of 
erythroblastosis  fetalis  and  intragroup  he- 
molytic transfusion  reactions,  opened  a 
new  chapter  in  the  field  of  immunohema- 
tology. 

Rh  blocking  antibody 

We  soon  found  that  in  many  instances  of 
intragroup  hemolytic  transfusion  reactions 
and  severe  erythroblastosis  manifestly  due 
to  Rh  sensitization,  Rh  agglutinins  could 
not  be  detected  in  the  patient’s  sera  by  the 
classic  agglutination  method  in  saline 
media.  In  1941,  I reasoned  that  this  para- 
dox could  be  explained  by  postulating  the 
existence  of  more  than  one  form  of  Rh  anti- 
body. I further  reasoned  that  if  a form  of 
antibody  existed  capable  of  combining 
with  red  cells  without  clumping  them,  then 
Rh-positive  cells  heavily  coated  with  such 
Rh  antibodies  should  be  “blocked”  and 
react  in  saline  agglutination  tests  like 
Rh-negative  cells.  It  was  not  until  1943, 
however,  that  adequate  amounts  of  suit- 
able human  anti-Rh  agglutination  sera  be- 
came available  with  which  I succeeded 
in  devising  the  blocking  test.48  The  new 
form  of  Rh  antibody  I designated  as  the 
Rh-blocking  antibody  or  Rh  glutinin  (“glu- 
tinin”  for  “half  an  agglutinin”).  In- 
dependently, Race49  encountered  the  Rh- 
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blocking  antibody  when  he  mixed  anti- 
Rh0  and  anti-rh'  sera  in  an  unsuccessful 
attempt  to  produce  a polyvalent  anti-Rh,,' 
serum;  Race  designated  the  antibody  the 
Rh  incomplete  antibody. 

To  account  for  the  in  vitro  reactions,  I 
originally  postulated  that  the  blocking 
antibody  was  “univalent”  while  the  classic 
Rh  agglutinin  was  visualized  as  “bivalent.”* 
This  led  me  to  conclude  that  the  blocking 
Rh  antibody  was  probably  of  smaller  mo- 
lecular size.  Indeed,  we  found  that  the 
blocking  Rh  antibodies  readily  passed 
through  the  normal  human  placenta,  while 
the  Rh  agglutinating  antibodies  were  held 
back  by  the  intact  placenta  barrier.  Thus, 
I found  that  it  was  the  Rh-blocking  anti- 
body that  causes  erythroblastosis  fetalis  by 
passing  through  the  placenta  and  coating 
the  baby’s  red  cells48  and  not  the  Rh  ag- 
glutinins as  originally  postulated  by  Levine 
et  al.A1  In  this  way  puzzling  stillbirths 
and  hemolytic  transfusion  reactions  could 
be  accounted  for,  because  there  was  a 
marked  correlation  between  the  titer  of  the 
Rh-blocking  antibodies  in  the  mother’s 
serum  and  the  severity  of  the  manifesta- 
tions in  the  fetus  or  newborn  child. 

The  original  blocking  test  was  relatively 
insensitive  and  was  positive  only  with  titers 
of  antibodies  sufficient  to  coat  the  red  cells 
completely  as  in  cases  of  extreme  maternal 
sensitization  resulting  in  stillbirths.  Soon, 
however,  more  sensitive  direct  tests  were 
devised,  namely,  the  conglutination  test  in 
plasma  or  serum,50  the  so-called  albumin 
test,61  or  tests  in  colloid  media  in  general 
(acacia,  dextran,  and  so  on),52’53  the  anti- 
globulin test,64  and  the  proteolytic  enzyme 
test.56,66  Of  these  the  antiglobulin  test 
proved  to  be  the  most  versatile  and  useful. 

As  I have  pointed  out,  the  existence  of 
more  than  one  form  of  antibodies  of  the 

* Evidence  obtained  later  on  indicates  that  both  forms  of 
antibody  are  bivalent,  or  multivalent.  I have  therefore 
modified  my  ideas  concerning  the  in  vitro  reactions,  by  taking 
into  account  certain  earlier  observations  on  the  role  of  sur- 
face potential  of  red  cells  in  the  agglutination  reaction.  In 
saline  suspensions,  red  cells  carry  a net  negative  charge 
which  keeps  them  apart  in  stable  suspension.  In  the  presence 
of  multivalent  cations  this  surface  change  can  be  brought 
below  a certain  “critical  potential,”  and  the  red  cells  then 
agglutinate  nonspecifically.  Agglutinating  antibodies  can 
bridge  the  gap  between  red  cells  suspended  in  saline  solution 
and  thus  bring  about  clumping.  Blocking  or  incomplete 
antibodies,  on  the  other  hand,  are  too  short  to  do  so.  In 
colloid  media,  colloids  adsorbed  onto  the  surface  of  red  cells 
reduce  the;  surface  potential,  so  that  the  red  cells  can  come 
closer  to  be  linked  together  by  the  smaller  Rh-blocking  anti- 
bodies. Similarly,  treatment  with  proteolytic  enzymes  re- 
duces the  surface  charge  by  splitting  of!’  some  of  the  polar 
groups,  thus  permitting  the  blocking  (incomplete)  anti- 
bodies to  link  red  cells  together. 


same  specificity  was  not  peculiar  to  Rh 
alone  but  is  true  of  antibodies  of  all  specific- 
ities, thus  refuting  the  old  “unitarian 
hypothesis.”57  In  fact,  methods  analogous 
to  the  conglutination  test  had  been  used 
prior  to  the  discovery  of  the  Rh  factor, 
while  as  early  as  1908  Moreschi58  had  de- 
scribed the  antiglobulin  technic  as  a sensi- 
tive method  for  demonstrating  antibodies 
for  red  cells  and  bacteria.  However,  be- 
cause of  the  elaborate  nature  of  the  anti- 
globulin test  and  lack  of  full  appreciation 
of  its  significance,  this  important  test  was 
apparently  forgotten  for  about  forty  years 
until  it  was  rediscovered  by  CoombsetaL54 
in  connection  with  the  Rh  tests. 

The  discovery  of  the  Rh-blocking  anti- 
body provided  a ready  explanation  for  still 
another  early  paradox,  namely,  the  false 
typing  of  severely  erythroblastotic  babies  as 
Rh  negative.  I was  able  to  show  that  this 
was  caused  by  maximal  coating  of  the 
baby’s  red  cells  by  placenta-passing  Rh 
antibodies,  with  resulting  failure  of  the  red 
cells  to  clump  in  Rh-agglutinating  sera.60 
At  the  same  time,  I adapted  the  various 
tests  for  Rh-blocking  antibodies  for  a simple 
diagnostic  test  for  erythroblastosis  fetalis, 
to  be  carried  out  on  the  baby’s  red  cells,  as 
described  in  an  article  published  in  1946. 59 

We  have  found  that  the  so-called  “globulin 
technic”  can  be  adapted  for  use  as  a simple 
but  delicate  diagnostic  test  for  congenital 
hemolytic  disease.  All  that  is  necessary  is  to 
mix  a drop  of  the  baby’s  red  cell  suspension 
(washed  three  times  with  isotonic  saline  solu- 
tion of  sodium  chloride)  with  a drop  of 
suitably  absorbed  and  diluted  anti-human 
serum  precipitin.  If  agglutination  occurs, 
the  infant  is  erythroblastotic;  if  there  is  no 
clumping  the  diagnosis  is  excluded. 

Coating  of  the  baby’s  red  cells  by  univalent 
maternal  antibodies  can  be  demonstrated 
even  more  simply  by  the  conglutination  test. 
Two  drops  of  the  baby’s  blood  suspension  is 
placed  in  a small  tube  and  centrifuged.  The 
supernatant  saline  solution  is  completely  re- 
moved and  replaced  by  normal  compatible 
group  AB  plasma  (or  serum).  The  tube  is 
shaken,  placed  in  the  water  bath  for  half  an 
hour  and  the  reaction  read. 

In  recent  years  there  have  been  changes 
in  terminology  of  the  various  forms  of 
antibodies.  The  saline  agglutinating  anti- 
body is  presently  designated  as  immuno- 
globulin M (IgM  or  yM)  antibody,  while 
the  blocking  (incomplete,  placenta-passing) 
antibody  is  called  immunoglobulin  G (IgG 
or  yG). 


2924  New  York  State  Journal  of  Medicine  / November  15,  1969 


Production  of  anti-Rh  sera 

The  original  tests  with  the  anti-rhesus 
immune  rabbit  sera  were  very  delicate,  but 
we  succeeded  in  inproving  the  method  by 
immunizing  guinea  pigs  instead  of  rabbits. 
Unfortunately,  the  yield  of  serum  from 
each  animal  was  small,  and  t lie  tests  even 
with  guinea  pig  anti-rhesus  serum  would 
probably  be  too  delicate  for  the  average 
technician.  Nowadays,  the  test  has  been 
simplified  by  the  use  of  readily  available, 
potent  anti-Rh  sera  of  human  origin. 
Nevertheless,  much  of  the  early  work,  such 
as  the  demonstration  by  Landsteiner  and 
Wiener6"  of  the  heredity  of  the  Rh  factor 
as  a simple  mendelian  dominant,  was  done 
with  the  guinea  pig  anti-rhesus  serum, 
which  served  as  a reference  standard  for 
other  workers.  For  example,  Moureau,61 
working  independently  in  Belgium,  cut  off 
from  the  rest  of  the  world  by  the  war,  en- 
countered an  intragroup  hemolytic  trans- 
fusion reaction  in  1940,  which  he  attributed 
to  an  irregular  agglutinin  in  the  patient’s 
serum,  provisionally  designated  anti-X 
by  him.  Even  though  technical  difficulties 
caused  him  to  estimate  the  frequency  of 
positive  reactions  as  75  per  cent  instead  of 
85  per  cent,  parallel  tests  with  guinea  pig 
anti-rhesus  serum  enabled  Moureau  to 
show  that  his  anti-X  was  really  anti-Rh. 

It  soon  became  evident  that  the  only 
solution  to  the  burgeoning  demand  for 
anti-Rh  typing  serum  was  its  preparation 
in  human  volunteer  male  donors.  Aside 
from  the  larger  volumes,  such  antisera 
gave  sharper  reactions  than  the  original 
anti-rhesus  serum.  This  was  not  difficult 
to  understand,  because  human  anti-Rh 
represented  a specific  response  of  Rh- 
negative  individuals  to  sensitization  with 
Rh-positive  blood,  and  was  therefore  in  the 
nature  of  an  “exact  key,”  while  anti- 
rhesus guinea  pig  serum  was  a rather  crude 
“skeleton  key.”  Interestingly  enough,  we 
found  that  while  human  anti-Rh  serum 
agglutinates  human  Rh-positive  red  cells 
more  strongly  than  the  animal  sera  pre- 
pared against  red  cells  of  rhesus  monkeys’ 
sera,  the  human  anti-Rh  sera  failed  to 
clump  red  cells  of  rhesus  monkeys,  another 
example  of  what  Landsteiner  has  designated 
as  nonreciprocal  reactions.  On  the  other 
hand,  Fisk  and  Foord62  found  that  the 
animal  sera  prepared  against  red  cells  of 


rhesus  monkeys  clumped  all  bloods  from 
newborn  human  beings,  whether  Rh- 
positive  or  Rh-negative. 

The  most  convenient  source  of  anti-Rh 
sera  proved  to  be  patients  already  sensitized 
by  pregnancy  or  transfusion.  During 
World  War  II,  when  under  a contract  with 
the  Office  of  Scientific  Research  and  De- 
velopment I undertook  to  prepare  anti-Rh 
serum  for  the  Armed  Forces,  I found  that, 
in  accordance  with  expectations,  a small 
injection  of  Rh-positive  red  cells  stimulated 
a marked  rise  in  titer  and  avidity  of  the 
Rh  antibodies  of  already  sensitized  persons 
(anamnestic  reaction).  These  observations 
were  never  published  by  me  but  were 
adopted  and  reported  by  other  workers  in 
the  field.  I next  found  that  the  ideal  source 
of  anti-Rh  serum  was  the  deliberate  im- 
munization of  male  volunteer  Rh-negative 
donors  with  small  doses  of  Rh-positive  red 
cells.  I found  that  in  general  a minimum 
of  two  injections  was  required;  the  first 
injection  appeared  to  act  as  a “primer,” 
while  the  second  or  “provocative”  injec- 
tion caused  the  production  of  specific  anti- 
bodies whose  titer  reached  its  peak  after  a 
fortnight.  I spaced  the  two  injections  four 
months  apart,  based  on  the  fact  that  trans- 
fused compatible  red  cells  survive  in  the 
patient’s  circulation  for  periods  up  to 
one  hundred  twenty  days.  In  the  first 
such  experiment  4 of  9 volunteers  responded 
by  producing  antibodies.63  In  a larger 
series,64  I found  that  by  increasing  the 
number  of  injections,  as  many  as  two  thirds 
of  the  donors  could  be  sensitized.  This 
method  of  producing  anti-Rh  typing  sera 
was  soon  adopted  by  other  investigators, 
and  the  bulk  of  Rh  sera  used  for  blood  typ- 
ing at  present  is  derived  from  immunized, 
male  volunteer  donors. 

Agglutinogens  and  blood  factors 

For  a full  comprehension  of  the  later  de- 
velopment of  the  Rh-Hr  blood  types,  an 
understanding  of  the  difference  between  an 
agglutinogen  and  a blood  factor  is  essen- 
tial. An  agglutinogen  is  the  molecular 
structure  with  which  the  antibodies  com- 
bine, namely  an  intrinsic  attribute  of  the 
red  cell  envelope,  while  the  blood  factors 
are  the  serologic  specificities  by  which  each 
agglutinogen  can  be  identified,  namely, 
extrinsic  attributes  of  the  agglutinogens 
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and  red  cell  envelope.  Thus,  blood  factors 
are  related  to  agglutinogens  as  weight  is  to 
mass  and  as  the  appearance  of  an  object  is 
to  its  actual  form,  and  so  on.65  Yet,  even 
at  the  present  time,  workers  in  the  field  of 
blood  grouping  continue  to  confuse  blood 
factors  with  agglutinogens  and  use  the 
terms  interchangeably. 

So  impressive  is  the  specificity  of  serologic 
reactions  that  many  workers  have  been  led 
to  accept  the  simple  but  incorrect  concept 
of  a one-to-one  correspondence  between 
antigens  and  antibodies.  This  disregards 
the  early  work  of  Landsteiner  and  van  der 
Scheer66  on  artificial  antigens  having  com- 
bining groups  of  known  simple,  chemical 
structure,  which  demonstrates  that  every 
antigen  has  multiple  corresponding  anti- 
bodies. In  fact,  as  I have  pointed  out,  the 
number  of  blood  factors  serologic  specifici- 
ties) and  antibodies  corresponding  to  a 
single  antigen,  no  matter  how  simple  in 
structure,  is  theoretically  unlimited  in 
number.  Still,  as  will  be  shown,  the  con- 
cept of  a one-to-one  correspondence  be- 
tween antigen  and  antibody  has  been  made 
the  basis  of  a nomenclature  for  the  Rh-Hr 
types,  which  by  its  erroneous  implications 
is  interfering  with  the  advance  of  knowledge 
of  the  subject. 

The  history  of  the  ABO  blood  groups  had 
demonstrated  the  importance  of  nomen- 
clature in  promoting  understanding  and  in 
fostering  advances  in  knowledge  of  the 
subject.67  As  long  as  the  ABO  blood  groups 
were  designated  merely  as  I,  II,  III,  and 
IV,  it  remained  difficult  or  impossible  to 
visualize  the  relationships  among  the  four 
blood  groups,  or  to  understand  their 
heredity,  for  example,  O X AB  — >-  A,  B, 
is  certainly  much  easier  to  grasp  and  under- 
stand than  I X IV  — II,  III.  Moreover, 
numbering  blood  groups  is  inflexible,  and 
numbering  rendered  it  difficult  or  impos- 
sible to  accommodate  newer  findings 
such  as  the  subgroups  of  A.  Furthermore, 
when  numbers  are  used  the  subject  can  be 
learned  only  by  a feat  of  sheer  memory, 
while  when  a rational  symbolism  is  used  the 
facts  do  not  have  to  be  memorized  since 
they  are  easily  recalled  within  the  existing 
frame  of  reference.  The  worst  feature  of 
the  use  of  numbers  is  that,  since  such 
designations  are  necessarily  arbitrary,  this 
invites  a multiplicity  of  terminologies;  in 
fact,  2 of  the  24  possible  methods  of  num- 


bering the  four  ABO  blood  groups  were 
actually  used,  and  this  gave  rise  to  con- 
fusion and  a number  of  transfusion  acci- 
dents. 

Scientific  nomenclature  is  perforce  inter- 
national, for  example,  there  is  only  a single 
acceptable  scientific  symbol  for  water  H20 ), 
milligram  (mg.),  pH,  5 C.,  micron  (/*), 
and  so  on,  and  the  same  must  hold 
true  also  for  blood  group  nomenclature.68 
A good  scientific  symbol  is  a terse 
mnemonic;  it  must  be  short  for  facility  in 
use  and  at  the  same  time  give  some  hint  as 
to  what  it  represents  to  economize  on 
mental  effort.  Moreover,  for  reasons  that 
must  by  now  be  apparent,  blood  group 
symbols  must  distinguish  sharply  among 
the  three  distinct  entities,  genes,  agglutino- 
gens, and  blood  factors.  This  is  presently 
accomplished  by  means  of  a convention 
introduced  by  me  and  Wexler,69  namely, 
symbols  for  genes  and  genotypes  are 
printed  in  italics,  symbols  for  blood  factors 
serologic  specificities  are  printed  in  bold- 
face type,  while  symbols  for  agglutinogens 
and  phenotypes  are  printed  in  regular  type. 
This  convention  will  be  used  from  now  on 
in  this  review  to  avoid  ambiguity  when 
presenting  the  history  of  the  very  complex 
Rh-Hr  blood  group  system. 

Rh-Hr  blood  types 

The  search  for  isoantibodies  having  new 
blood  group  specificities  in  man  was  ex- 
pedited by  taking  advantage  of  the  massive 
isoimmunization  experiment  that  is  con- 
stantly going  on,  in  part  natural,  that  is, 
by  pregnancy,  and  in  part  iatrogenic, 
namely,  by  blood  transfusion.  By  the  ap- 
plication of  the  newly  devised  conglutina- 
tion, antiglobulin,  and  enzyme  technics, 
numerous  isoantibodies  could  be  demon- 
strated in  post-transfusion  and  postpartum 
sera,  many  of  which  defined  blood  factors 
related  to  the  rhesus  factor  of  Landsteiner 
and  Wiener.  By  now,  in  fact,  more  than 
30  different  blood  factors  have  been  defined 
belonging  to  the  Rh-Hr  blood  group  sys- 
tem.68 Of  these,  the  original  rhesus  factor 
remains  the  most  important  because  of  its 
greater  antigenicity;  indeed,  at  one  time  it 
was  responsible  for  the  bulk  of  the  clinical 
problems.  Therefore,  the  original  rhesus 
factor  has  been  assigned  a special,  distinc- 
tive symbol,  Rh0,  and  the  use  of  capital 
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TABLE  IV.  Status  of  the  Rh-Hr  blood  type  in  1942* 


Anti- 

Rh 

Sera 

Originally 

Described 

by 

Designa- 
tion of 
Agglu- 
tinins in 
Serum  t 

Approxi- 
mate 
Per  Cent 
Positive 
Reactions 

Reactions  of  Various  Bloods 
Among  White  Individuals 

About 

70% 

About 

15% 

About 

2% 

About 

13% 

Type  1 

(standard 

anti-Rh) 

Landsteiner 
and  Wiener 

anti-Rbi 

85 

Pos. 

Pos. 

Neg. 

Neg 

Type  2 

Wiener  and 
Landsteiner 

anti-Rh2 

72 

Pos. 

Neg. 

Pos. 

Neg 

Type  3 

Levine,  Bum- 
ham,  Katzin 
and  Vogel 

anti-Rhu 

87 

Pos. 

Pos. 

Pos. 

Neg. 

So-called 

anti-Hr 

Levine,  Javert 
and  Katzin 

anti-Hr 

Ncg.  or 
Weakly 

Pos. 

Neg. 

Pos. 

serum 

Pos. 

1 

* Relationship  between  the  reactions  of  different  types  of  anti-Kh  sera.  Note  that  in  the  terminology 
used  in  this  table  published  in  1943,  anli-Khi  corresponds  to  the  antibody  presently  called  anti-Rh  . 
anti-Rh;  corresponds  to  anti-rh',  while  anti-Hr  corresponds  to  anti-hr  . 

t This  designation  was  adopted  after  discussion  with  Landsteiner  and  Levine.  (Courtesy  of  Charles 
C Thomas.1) 


letters  for  Rh-Hr  symbols  has  been  reserved 
for  blood  factor  Rh„  and  its  cognates,  Rh\ 
Rh1,  Rh1 , Rh",  and  so  on,  while  all  other 
Rh-Hr  blood  factors  have  been  assigned 
symbols  having  small  letters  only.70 

In  1941,  I detected  in  the  serum  of  a 
patient  who  had  had  a hemolytic  trans- 
fusion reaction  an  isoantibody  which  re- 
acted with  70  per  cent  of  Caucasian  blood 
specimens;  this  antibody  is  presently 
designated  anti-rh'.71  Comparative  tests 
with  anti-Rho  and  anti-rh'  serums  dis- 
closed four  blood  types  as  follows:  Rh0  + 

rh'+,  70  per  cent;  Rh0  + rh'— , 15  per 
cent,  Rh0  — rh'+,  2 per  cent,  and  Rh0  — 
rh'  — , 13  per  cent.  It  was  obvious  that  the 
two  blood  factors  were  related  and  belonged 
to  the  same  blood  group  system;  symbols 
were  chosen  to  indicate  this.  I continued 
these  studies  with  Dr.  Landsteiner,  and  we 
provisionally  designated  the  three  most 
common  types  after  the  subgroups  of  A, 
as  follows:  Rh0  + rh'  + = Rhi,  Rh0  + 

rh'—  = Rh2,  and  Rh0  — rh'—  = Rh 
negative.  Family  studies  showed  that 
these  three  main  types  were  inherited  by 
three  corresponding  allelic  genes,  like  the 
subgroups  of  A.72  However,  it  could  not 
be  disregarded  that  the  two  factors  deter- 
mined four  blood  types  and  not  merely 
three.  Since  the  fourth  type,  Rh0  — rh'  + 
(type  rh'),  was  relatively  rare,  family 


studies  could  not  readily  be  done,  and  so  I 
applied  the  method  of  population  genetics 
to  resolve  the  problem.73  Since  the  product 
of  the  frequencies  of  type  Rhi  (70  per  cent) 
and  Rh  negative  (13  per  cent)  was  much 
greater  than  the  product  of  the  frequencies 
of  the  other  two  types,  Rh>  (15  per  cent) 
and  rh'  (2  per  cent),  it  was  obvious  that 
rh'  and  Rh0  were  not  inherited  independ- 
ently of  one  another.  Therefore,  heredity 
by  separate  pairs  of  genes,  either  on  sepa- 
rate chromosomes  or  on  the  same  pair  of 
chromosomes,  could  be  excluded,  because 
linkage  merely  delays  the  attainment  of 
equilibrium  in  a population  undergoing 
random  mating.  Instead,  multiple  allelic 
genes  had  to  be  involved,  not  merely  three 
alleles  as  for  the  four  ABO  blood  groups  but 
four  alleles  for  these  four  Rh  blood  types. 

Shortly  afterward,  with  Sonn,74  I found 
another  serum  with  an  isoantibody  giving 
30  per  cent  positive  reactions,  which  also 
proved  to  be  closely  associated  with  the  Rh,, 
factor.  The  new  blood  factor  was  there- 
fore assigned  the  symbol  rh  ".  I found  that 
the  three  Rh  blood  factors,  Rh0,  rh'  and 
rh",  together  determined  eight  Rh  types, 
and  again  applying  the  method  of  popula- 
tion genetics,  I showed73’76  that  the  fre- 
quency distribution  of  the  eight  Rh  types 
closely  fit  the  theory  of  multiple  allelic 
genes,  if  one  invoked  six  allelic  genes,  r,  r', 
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r",  R°,  Rl,  and  R2,  to  which,  however,  it 
was  later  found  necessary  to  add  the  much 
rarer  genes  Rz  and  ry.77 

In  the  meantime  in  1941  Levine  and 
Javert78'79  encountered  in  the  serum  of  an 
isosensitized  mother  still  another  isoanti- 
body which  they  reported  agglutinated  the 
red  cells  of  30  per  cent  of  individuals  and 
appeared  to  be  reciprocally  related  to  the 
Rh  factor,  Levine,  therefore,  named  the 
new  blood  factor  Hr  (Table  IV).  British 
workers  independently  described  a similar 
serum,  which,  however,  gave  80  per  cent 
positive  reactions.80  As  pointed  out  by 
me,  Davidsohn,  and  Potter81  80  per  cent 
was  the  correct  percentage  of  positive  reac- 
tions, but  the  antibody  in  question  gave  a 
marked  “gene  dose”  effect,  so  that  the 
reason  for  discrepancy  was  that  the  serum 
of  Levine  and  Katzin  was  weak  and  failed 
to  react  with  cells  heterozygous  for  the 
blood  factor.  Since  the  factor  was  re- 
ciprocally related  to  factor  rh'  rather  than 
Rh(l,  I proposed  that  it  be  designated  as 
hr'.82 

In  1944  Fisher,83  one  of  the  world’s  lead- 
ing biometricians  but  not  a worker  in  the 
field  of  blood  grouping,  analyzed  these  data 
and  decided  that  they  could  best  be  ex- 
plained by  assuming  three  allelic  pairs  of 
closely  linked  genes  (linked  gene  triplets). 
In  this  way,  Fisher  revived  and  extended 
one  of  the  genetic  theories  for  the  Rh-Hr 
types  that  had  been  previously  considered 
and  discarded  by  me.73  Moreover,  Fisher 
renamed  the  blood  factors:  Rh„  = D; 

rh'  = C;  rh"  = E;  and  hr'  = c,  so  that 
allelic  genes  became  the  closely  linked 
(later,  completely  linked)  gene  triplets 
(cistrons)  as  follows:  r = (cde);  r'  = 

(Cde);  r"  = (cdE);  ry  = (CdE);  R°  = 
(cDe);  Rl  = (CDe),  R 2 = (cDE);  and 
R7  = (CDE).*  Noting  the  reciprocal  rela- 
tionship between  hr'  (c)andrh'  (C),  Fisher 
then  predicted  the  existence  of  the  two 
additional  factors  e (hr")  and  d (Hr0), 
which  he  considered  an  essential  feature  of 
his  theory.  Serum  corresponding  closely 
to  the  predicted  anti-hr"  (c)  was  actually 
found  the  following  year,  hut  anti-d  was 

* This  was  another  instance  of  history  repeating  itself. 
In  1927  Furuhata84  had  postulated  completely  linked  gene 
couplets  in  place  of  Bernstein’s  unit  genes  to  account  for  the 
heredity  of  the  ABO  blood  groups,  as  follows:  O = (ab) ; 

A (Ah);  and  /i  = (aB).  Since  completely  linked  genes 
are  operational  units,  the  difference  was  obviously  entirely 
semantic,  so  that  Furuhata’s  theory  was  never  taken  seri- 
ously by  workers  in  the  field. 


reported  only  twice,85  86  and  the  reports 
were  shown  by  me  to  be  incorrect  when  I 
retested  serum  claimed  to  contain  anti-d.87 
Significantly,  no  further  claims  for  the 
existence  of  anti-d  have  since  been  made, 
and  this  serum,  which  Fisher  considered  so 
essential  for  his  theory,  has  still  not  been 
demonstrated  to  date  more  than  twenty 
years  later,  even  though  numerous  other 
Rh-Hr  antibodies  have  been  found  not 
predicted  by  Fisher  and  not  fitting  into  his 
theory. 

The  basic  difference  between  the  concepts 
of  Fisher  and  myself,  however,  was  not  on 
the  genetic  but  on  the  serologic  level. 
The  attractive  feature  of  Fisher’s  theory 
was  its  simplicity,  but  this  was  based  on 
its  incorrect  postulation  of  a one-to-one 
relationship  among  genes,  agglutinogens, 
blood  factors,  and  antibodies.  This  com- 
pletely disregarded  what  Landsteiner  and  1 
had  already  pointed  out,  namely,  that  each 
agglutinogen  has  multiple  corresponding 
antibodies;  in  fact,  as  I have  repeatedly 
emphasized,  the  number  of  blood  factors 
corresponding  to  a single  agglutinogen  is 
theoretically  infinite.  This  concept  had 
received  ample  support  from  earlier  obser- 
vations of  the  cross  reactions  of  anti-A  and 
anti-B  sera  with  the  red  cells  of  lower 
mammals  and  the  more  recent  observations 
of  me  and  Landsteiner  on  the  cross  reactions 
of  anti-M  and  anti-N  sera  with  the  red  cells 
of  nonhuman  primates  already  described. 
Moreover,  I predicted,  on  this  basis,  that 
numerous  additional  Rh-Hr  antibodies  of 
different  specificities  remained  to  be  found 
and  that  because  of  their  unlimited  number 
the  exact  specificities  were  necessarily  un- 
predictable. The  events  of  the  past  twenty 
years  have  amply  confirmed  my  theory  and 
prediction  and  at  the  same  time  have 
refuted  Fisher’s  “simpler”  hypothesis.88 

No  harm  would  have  resulted  from 
Fisher’s  erroneous  hypothesis,  just  as  no 
harm  was  done  by  Furuhata’s  comparable 
completely  linked  gene  theory  for  the  ABO 
blood  groups,  had  Fisher  not  at  the  same 
time  introduced  a new  CDE  terminology 
for  the  Rh-Hr  blood  types.  Because  of  its 
attractive  simplicity,  the  CDE  notations 
quickly  achieved  great  popularity,  much  of 
which  lias  survived  even  to  the  present 
time.  The  situation  was  aggravated  re- 
cently when  other  workers  introduced  still 
another  numerical  1,  2,  3 notation  in  an 
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unsuccessful  attempt  to  resolve  the  contro- 
versy between  the  CDE  notations  and 
Wiener’s  original  Rh-Hr  nomenclature.89 
The  problem  has  been  further  clarified  by 
my  recent  article  describing  a simple 
method  of  coding  blood  grouping  reactions 
by  using  the  binary  system  of  numbers.90 
For  example,  taking  ABO  antisera  in  the 
order  A,  B.  and  A,,  group  O would  be 
coded  as  000,  group  A,  as  101,  and  so  on, 
and  similarly,  taking  the  Rh-Hr  antisera  in 
t he  order  Rh,„  rh',  rh ",  hr',  and  hr",  type 
rh  is  coded  as  00011,  type  Rh,rh  as  11011, 
and  so  forth.  In  the  report  I emphasized 
the  fundamental  difference  between  a 
nomenclature  and  a code  and,  at  the  same 
time,  pointed  out  that  with  the  binary  code 
the  use  of  modern  computer  technology  is 
facilitated  for  the  storage  and  retrieval  of 
blood  for  transfusion  and  for  genetic  inves- 
tigations dealing  with  gene-frequency  anal- 
yses. For  everyday  work,  however,  scien- 
tific symbols  like  group  O and  type  rh  must 
be  used  and  not  coded  symbols;  coded 
symbols,  in  fact,  have  as  little  place  in 
scientific  articles  as  the  use  of  the  Morse 
code  would  have  in  a newspaper  article  or  a 
novel.  The  so-called  CDE  and  1,2,3  nota- 
tions have  proved  to  be  more  nearly  codes 
than  scientific  nomenclatures,  which  ac- 
counts for  the  multiplicity  of  CDE  symbols 
used  to  represent  a single  Rh-Hr  type,  and 
they  are  far  too  cumbersome,  obscure,  and 
ambiguous  to  have  any  place  in  scientific 
articles  or  in  the  daily  work  of  the  labora- 
tory.91 The  obsolete  Moss-Jansky  num- 
bers were  also  more  nearly  codes  than 
nomenclature,  yet  they  were  used  for  a long 
time  as  nomenclatures  for  the  ABO  blood 
groups. 

Since  scientific  symbols  not  only  identify 
but  also  teach  by  subtle  implication,  and 
the  CDE  and  1,2,3  notations  teach  er- 
roneous facts,  they  must  be  discarded.  The 
quickest  way  to  accomplish  this  urgently 
desirable  objective  is  to  apply  once  more 
what  has  been  learned  from  the  history  of 
the  ABO  blood  groups.*  In  1940  the 
problem  for  the  ABO  blood  groups  was 
quickly  resolved  when  the  National  Insti- 
tutes of  Health  ruled  that  ABO  antisera 
were  to  be  labeled  simply  as  anti-A  and 

* Not  to  render  this  historical  account  too  prolix,  the 
history  of  Rh-Hr  nomenclature  has  not  been  presented  here 
in  detail.  Interested  readers  can  find  the  revealing  facts 
which  account  for  the  persistence  of  the  pseudoscientific  CDE 
and  1,2,3  notations  in  two  recent  review  articles.67  68 


anti-B,  respectively,  and  that  labels  such 
as  group  A (II)  and  group  B (III)  were 
prohibited.  Then  when  technicians  were 
no  longer  confronted  in  their  daily  work 
with  labels  carrying  numbers,  the  Moss- 
Jansky  notations  were  promptly  discarded 
and  quickly  forgotten,  so  that  most  young 
technicians  have  never  even  heard  of  them. 
Now  after  twenty  years  of  error  and  con- 
fusion, the  time  has  come  to  correct  and 
modernize  the  labeling  of  Rh-Hr  antisera. 
All  that  is  necessary  is  for  the  Division  of 
Biologies  Standards  of  the  National  Insti- 
tutes of  Health  to  bring  their  regulations 
up-to-date,  to  require  that  each  label  carry 
only  the  single  correct  Rh-Hr  symbol,  and 
to  advise  that  alternative  designations  in 
terms  of  CDE  or  1,2,3  be  banned.  Then, 
as  in  the  case  of  the  ABO  blood  groups,  the 
CDE,  and  1,2,3  notations  will  promptly  be 
discarded  and  forgotten,  and  the  confusion 
and  errors  for  which  the  symbols  have  been 
responsible  will  no  longer  occur.  The  ex- 
clusive use  of  rational  and  logical  Rh-Hr 
nomenclature  will  then  bring  greater  insight 
leading  to  greater  understanding  that  will 
promote  the  further  progress  of  this  complex 
and  important  subject. 

Practical  implications  and 
applications 

It  has  already  been  described  how  the 
discovery  of  Rh-blocking  antibodies  led  to 
the  development  of  new  technics  of  blood 
grouping  suitable  for  immunoglobulin  G 
antibodies,  because  the  classic  saline  ag- 
glutination technic  was  satisfactory  only 
for  sera  containing  immunoglobulin  M anti- 
bodies. In  1947,  using  the  newly  developed 
antiglobulin  technic,  Coombs,  Mourant, 
and  Race92  found  in  the  serum  of  the 
mother  of  an  erythroblastotic  infant  an 
isoantibody  for  a new  blood  factor  named 
“Kell”  by  them  after  the  patient.  At 
about  the  same  time,  Wiener  and  Sonn- 
Gordon,93  using  the  conglutination  technic, 
found  in  the  serum  of  a patient,  who  had 
had  a hemolytic  transfusion  reaction,  an 
antibody  which  they  named  anti-Si  after 
the  patient  (Singer)  and  showed  that  the 
factor  Si  was  inherited  as  a simple  mendelian 
dominant,  independently  of  ABO,  MN,  and 
Rh-Hr.  Kell  and  Si  proved  to  be  the 
same,  and  thus  the  Kell  or  K-k  blood  group 
system  was  born.  In  the  same  way  other 


November  15,  1969  / New  York  State  Journal  of  Medicine  2929 


blood  factors  were  quickly  discovered,  so 
that  by  now  as  many  as  100  blood  factors 
are  known,  defining  more  than  15  blood 
group  systems  in  man.  Recently,  the  same 
technics  have  been  applied  successfully  to 
the  study  of  blood  groups  of  nonhuman 
primates,  and  as  a result  we  have  been  able 
to  work  out  in  detail  the  blood  groups  of 
apes  and  monkeys,  notably  chimpanzees, 
gibbons,  baboons,  rhesus  monkeys,  and 
black  apes.94  These  sequelae  to  the  dis- 
covery of  the  Rh  factor  and  Rh-blocking 
antibody  have  greatly  advanced  the  science 
of  blood  grouping,  but  the  greatest  impor- 
tance of  the  Rh  factor  lies  in  its  manifold 
practical  applications,  especially  in  clinical 
medicine. 

Erythroblastosis  fetalis.  The  dis- 
covery of  the  Rh  factor  provided  not  only 
the  key  to  the  pathogenesis  of  erythro- 
blastosis fetalis  but  also  appropriate  tests 
for  its  diagnosis  and  clues  that  have  led  to 
a rational  and  effective  treatment  of  the 
disease.  Since  Rh„  sensitization  was  the 
most  common  cause  of  erythroblastosis 
(later,  instances  caused  by  hr'  sensitization, 
or  sensitization  to  other  Rh-Hr  blood  factors 
or  even  blood  factors  of  systems  other  than 
Rh-Hr  were  encountered),  it  soon  became 
routine  practice  to  type  all  pregnant  women 
for  the  Rh0  factor.  The  husband  of  every 
Rh-negative  woman  is  then  tested;  and  if 
the  husband  proves  to  be  Rh  positive,  the 
serum  of  the  Rh-negative  expectant  mother 
is  tested  for  Rh  antibodies  to  determine 
whether  or  not  she  is  isosensitized.  More- 
over, from  family  studies  and  detailed 
Rh-Hr  phenotyping  it  is  possible  in  most 
instances  to  determine  whether  the  Rh- 
positive  husband  is  homozygous  or  hetero- 
zygous for  the  Rh0  factor,  information 
important  for  determining  ahead  of  time 
whether  the  expected  baby  is  Rh  positive  or 
Rh  negative.  Finally,  it  has  become  the 
practice  to  repeat  the  Rli  antibody  tests  on 
the  mother  periodically  during  the  preg- 
nancy, since  a significant  rise  in  Rh  anti- 
body titer  is  evidence  that  the  fetus  in  utero 
must  be  Rh  positive  and  therefore  probably 
affected. 

Treatment  at  first  was  directed  toward 
correcting  the  anemia  exhibited  by  the 
more  severely  affected  infants.95  We  soon 
found  that  fewer  transfusions  were  required 
if  Rh-negative  donors  were  used  instead  of 
Rh-positive  donors,  since  blood  of  the  latter 


type  was  destroyed  by  the  maternal  Rh 
antibodies  present  in  the  baby’s  body.96 
Moreover,  as  soon  as  all  the  baby’s  own 
destroyed  red  cells  had  been  replaced  with 
Rh-negative  donor  blood,  the  hemolytic- 
process  was  arrested.  Therefore,  for  greater 
efficiency  and  greater  safety  for  the  baby 
we  decided  not  to  wait  for  the  baby’s  red 
cells  to  be  destroyed  before  instituting 
transfusion  for  the  baby  but  to  withdraw 
all  the  baby’s  blood  as  soon  as  feasible  after 
birth  and  simultaneously  to  replace  this 
with  Rh-negative  blood.  Thus,  in  1944, 
with  Wexler  and  Gamrin,  I carried  out  the 
first  successful  exchange  transfusions,  first 
on  an  infant  with  mongolism  to  perfect  the 
technic  and  then  on  babies  actually  affected 
with  Rh  hemolytic  disease.97 

In  the  method  of  exchange  transfusion 
we  devised  and  later  perfected,  the  heparin- 
ized baby’s  blood  was  withdrawn  from  the 
radial  artery  at  the  wrist  while  simultane- 
ously compatible  Rh-negative  blood  was 
injected  into  the  saphenous  vein  at  the 
ankle.98  About  a year  later  Wallerstein" 
described  a different  method  of  performing 
an  exchange  transfusion,  in  which  the 
baby’s  blood  was  withdrawn  from  the 
longitudinal  sinus  instead  of  the  radial 
artery.  Since  puncture  of  the  longitudinal 
sinus  is  a blind  and  dangerous  procedure, 
Wallerstein’s  method  did  not  find  favor. 
In  1949,  Allen,  Diamond,  and  Watrous100 
introduced  their  umbilical  catheter  method, 
which,  because  of  its  technical  simplicity, 
won  immediate  favor  and  remains  the  most 
popular  method  of  performing  exchange 
transfusion  at  present.  However,  the  um- 
bilical catheter  technic  is  also  a blind  pro- 
cedure, not  without  danger,  so  that  we  still 
prefer  our  original  radial  artery-saphenous 
technic  which  we  continue  to  use  with 
success.  Shortly  after  we  had  performed 
our  first  few  exchange  transfusions  in  1944 
to  1946,  I came  across  the  article  by  Hart,101 
a Canadian  physician,  who  described  his 
successful  treatment  of  an  erythroblastotic 
baby  by  an  exchange  transfusion  which  he 
carried  out  as  long  ago  as  1925.  Despite 
this  fortunate  beginning,  however,  Hart 
apparently  never  repeated  the  procedure, 
nor  was  it  done  by  any  of  his  contem- 
poraries, possibly  because  lack  of  knowledge 
of  the  Rh  factor  and  of  understanding  of  the 
pathogenesis  of  the  disease  interfered  with 
the  rational  application  of  the  treatment. 
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Perhaps  more  important  than  treatment 
is  the  prevent  ion  of  erythroblastosis  fetalis. 
The  most  obvious  method  is  to  permit  Rh- 
negative  women  to  mate  only  with  Rh- 
negative  men,  but  such  a “eugenic”  solution 
is  impracticable.  A very  important  pre- 
caution is  that  no  Rh-negative  girl  or 
woman  of  the  childbearing  age  he  given 
an  injection  of  Rh-positive  blood  in  any 
form.  Significantly,  the  incidence  of  eryth- 
roblastosis fetalis  is  now  only  about  one- 
fourth  as  high  as  it  was  twenty-four  years 
ago  when  we  carried  out  our  first  exchange 
transfusion,  and  cases  of  Rh  hemolytic 
disease  seen  at  present  tend  to  be  milder 
and  more  amenable  to  treatment  than  in 
the  past.  This  indicates  that  twenty  years 
ago  erythroblastosis  fetalis  was  largely  an 
iatrogenic  disease  and  that  routine  Rli 
testing  of  patient  and  donor  before  blood 
transfusion  has  served  to  prevent  not  only 
dangerous  hemolytic  transfusion  reactions 
but  also  isosensitization  of  Rh-negative 
female  patients  and  has  thus  reduced  the 
incidence  of  erythroblastosis.  A still  fur- 
ther reduction  may  result  from  the  recent 
introduction  of  Rh0(D>  immune  globulin 
(RhoGAM).102  A problem  still  remaining 
to  be  solved  is  sensitization  to  other  blood 
factors,  with  resulting  hr'  or  hr"  hemolytic 
disease,  S factor  hemolytic  disease,  and  so 
on. 

ABO  hemolytic  disease.  Routine  test- 
ing for  the  Rh  factor  not  only  facilitated  the 
diagnosis  of  Rh  hemolytic  disease  but  also 
made  it  possible  to  separate  out  certain 
newborn  babies  having  milder  jaundice  and 
anemia  and  generally  recovering  without 
treatment.  This  milder  clinical  entity  was 
designated  icterus  precox  by  Halbrecht,103 
who  showed  that  the  illness  could  be  traced 
in  most  cases  to  ABO  incompatibility  be- 
tween mother  and  baby,  thus  vindicating  in 
part  the  ideas  of  the  earlier  workers, 
notably,  Ottenberg.41  Polayes104  showed 
that  occasionally  the  disease  could  be  more 
severe  and  result  in  neurologic  sequelae  like 
Rh  hemolytic  disease,  and  that  ABO 
hemolytic  disease  could  even  be  fatal, 
although  only  rarely.  Still,  when  I pre- 
pared a report  of  a series  of  34  cases  of 
ABO  hemolytic  disease  in  1945,  no  repu- 
table journal  would  publish  my  article 
describing  this  “nonexistent”  entity,  so 
that,  finally,  I had  to  have  the  article 
privately  printed.105  Of  course,  the  exist- 


ence of  ABO  hemolytic  disease  is  well 
recognized  today. 

In  my  initial  report  I overlooked  the  fact 
that  almost  all  the  mothers  in  my  series  of 
cases  were  group  O,  a point  first  noticed  by 
Rosen  field.  In  a series  of  investigations 
with  Unger,  we  then  showed  that  this  was 
caused  by  the  higher  average  titer  of  group 
O serum,  which  contained  the  third  anti- 
body anti-C  absent  from  serum  of  the  other 
ABO  groups. lo7, 108  Moreover,  we  found 
that  anti-C  isoantibodies  were  more  often 
of  the  placenta-passing  kind  than  anti-A 
or  anti-B,  so  that  C sensitization  played  a 
central  role  in  the  pathogenesis  of  ABO 
hemolytic  disease  analogous  to  the  role  of 
Rh0  sensitization  in  the  more  severe  forms 
of  erythroblastosis  fetalis.  Finally,  we 
showed  that  severe  instances  of  ABO 
hemolytic  disease  could  be  treated  success- 
fully by  exchange  transfusion  just  like  Rh 
hemolytic  disease. 109  The  prophylaxis  of 
ABO  hemolytic  disease  has  remained  an  un- 
solved problem,  however,  barring  eugenic 
marriages  of  group  O females  exclusively 
with  group  O males,  because  A-like  and 
B-like  materials  are  ubiquitous  in  nature 
and  injections  of  even  seemingly  innocent 
preparations  of  hormones  can  stimulate  a 
rise  in  A and  B isoantibody  titer.110 
Fortunately,  however,  ABO  hemolytic  dis- 
ease is  generally  mild  and  therefore  rela- 
tively unimportant,  because  of  certain 
natural  mechanisms  in  the  fetus  and  new- 
born that  protect  it  from  the  harmful 
effects  of  the  maternal  isoantibodies. 111  112 

Autohemolytic  anemia.  That  certain 
patients  with  acquired  hemolytic  anemia 
have  high  titers  of  cold  autoagglutinins  in 
their  sera  had  been  recognized  for  a long 
time. 113  It  occurred  to  me  that  some  of  the 
cases  of  hemolytic  anemia  without  high 
titers  of  cold  autoagglutinins  might  have 
instead  autoagglutinins  most  reactive  at 
body  temperature  but  demonstrable  only 
by  one  or  more  of  the  newer  technics  that 
we  had  developed  for  Rh-Hr  typing.  In 
1945,  by  using  my  newly  devised  congluti- 
nation technic,  I succeeded  in  demonstrat- 
ing autoagglutination  in  such  a case  by 
in  vitro  tests  carried  out  at  body  tempera- 
ture.114 Furthermore,  I found  that  the 
“warm”  autoantibodies  of  acquired  hemo- 
lytic anemia  were  most  readily  demonstrable 
by  the  proteolytic  enzyme  technic  and  that 
in  patients  with  red  cells  maximally  coated 
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with  autoantibodies  the  red  cells  reacted 
with  rabbit  antihuman  globulin  sera  in 
titers  comparable  to  those  obtained  with 
Rh-positive  red  cells  maximally  coated  with 
Rh  antibodies. 115  Since  the  warm  auto- 
antibodies were  usually  equally  reactive  for 
all  human  red  cells  including  those  of  the 
patient,  I postulated  that  they  were  reactive 
for  the  “nucleus”  of  the  Rh-Hr  agglutinogen 
shared  by  all  human  red  cells. 116 

This  hypothesis  received  strong  support 
when  Weiner  et  al. 117  found  cases  of  hemo- 
lytic anemia  with  warm  autoantibodies  ex- 
hibiting type  specificity,  most  often  anti- 
hr",  as  could  be  expected  from  the  fact 
that  factor  hr"  has  the  highest  incidence  in 
the  general  population.  I later  encountered 
a case  of  hemolytic  anemia  in  a type  Rhirh 
child,  whose  red  cell  count  and  hemoglobin 
had  failed  to  rise  despite  numerous  blood 
transfusions.118  I found  that  the  child’s 
serum  contained  an  autoantibody  of  spec- 
ificity anti-rh';  and  when  thereafter  only 
donors  lacking  factor  rh'  (types  Rh0  and 
Rh2)  were  used,  the  child’s  blood  count 
promptly  responded  to  transfusion.  Thus, 
just  as  Rh-positive  erythroblastotic  babies 
respond  best  to  transfusions  of  Rh-negative 
blood  rather  than  blood  of  their  own  type, 
so  also  do  patients  with  acquired  hemolytic 
anemia  often  respond  better  to  blood  of  an 
Rh-Hr  type  other  than  their  own.  Sero- 
logically, acquired  hemolytic  anemia  of  the 
warm  autoantibody  type  was  thus  shown  to 
be  entirely  comparable  to  erythroblastosis 
fetalis,  except  that  patients  of  the  former 
kind  are  actively  sensitized,  whereas  the 
erythroblastotic  babies  are  passively  sensi- 
tized by  transplacental  transfer  of  maternal 
antibodies. 

By  testing  sera  from  patients  with 
hemolytic  anemia  of  the  cold  autoantibody 
type,  I was  able  to  show  that  cold  auto- 
agglutinins also  have  a special  type  specific- 
ity to  which  I assigned  the  symbol  I.119 
Thus  was  born  the  I-i  blood  group  system. 

The  observations  on  warm  autoantibodies 
in  hemolytic  anemia  helped  to  revive  in- 
terest in  autoantibody  diseases  in  general. 
In  particular,  I demonstrated  that  weak 
direct  antiglobulin  reactions  occurred  in 
disseminated  lupus  erythematosus,  indi- 
cating that  collagen  diseases  in  general 
belong  to  the  large  group  of  autoantibody 
diseases. 120 

Physical  anthropology.  As  expected, 


it  was  found  early  that  the  Rh-Hr  blood 
types  have  different  distributions  in  the 
various  human  races. 121  Thus,  we  found 
that  type  rh  has  its  highest  frequency  in 
Caucasians  but  is  virtually  nonexistent  in 
Mongolians,  while  Negroes  are  unique  in 
their  very  high  frequency  of  type  Rh0. 122-124 
Since  these  initial  observations  were  made, 
hundreds  of  studies  have  been  carried  out, 
and  Rh-Hr  typing  is  at  present  an  essential 
aspect  of  investigations  in  physical  anthro- 
pology. 

Forensic  medicine.  The  clean-cut  in- 
heritance of  the  Rh-Hr  blood  types  was 
applied  early  for  resolving  problems  of 
disputed  parentage. 125  At  present,  it  is  an 
indispensable  part  of  the  application  of 
blood  grouping  tests  in  forensic  medi- 
cine. 126  -129 

Conclusion 

In  conclusion,  it  must  be  pointed  out 
that  present  knowledge  of  the  individuality 
of  human  blood  has  advanced  far  beyond 
what  it  has  been  possible  to  indicate  in  this 
review.  It  is  beyond  the  scope  of  this 
article  to  discuss  such  matters  as  hapto- 
globin types,  serum  groups,  and  enzyme 
polymorphisms.  Although  such  polymor- 
phisms are  not  directly  related  to  the  indi- 
vidual red  cell  differences,  they  are  part  of 
one’s  biochemical  individuality  and  there- 
fore are  in  line  with  Dr.  Karl  Landsteiner’s 
vision  of  a complete  biochemical  indi- 
vidualization of  human  blood.  It  is  regret- 
table that  Dr.  Landsteiner  could  not  have 
lived  to  witness  these  newer  developments 
to  which  his  pioneering  discoveries  and 
ideas  have  led. 

64  Rutland  Road 
Brooklyn,  New  York  11225 
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What  should  the  patient  eat? 

In  all  but  a few  exceptions  special  diets  to 
treat  gastrointestinal  diseases  are  designed 
only  to  relieve  symptoms,  and  very  often 
there  is  no  concrete  evidence  that  even  this 
objective  is  achieved  reports  R.  H.  Salter,  of 
the  Frenchay  Hospital,  in  Lancet  (London) 
1:  879  i April  26)  1969.  Most  special  diets 
are  unpleasant,  difficult  to  adhere  to,  tedious 
to  prepare,  and  expensive.  Also  they  may  be 
harmful  as,  for  example,  when  they  produce 
vitamin  deficiencies. 

There  is  no  evidence  that  dietary  treatment 
promotes  ulcer  healing  or  prevents  relapse. 
The  only  justification  for  dietary  restrictions, 
therefore,  is  the  genuine  aggravation  of  symp- 
toms by  a normal  diet.  Once  these  symptoms 
are  controlled,  the  restrictions  should  be 
relaxed. 

Relief  of  anorexia  and  nausea,  symptoms  of 
hepatitis,  is  the  only  virtue  in  a low-fat  high- 
carbohydrate  diet  in  these  patients;  a high- 
fat  regimen  speeds  up  clinical  improvement 
and  a return  to  normality  of  liver  function 
tests. 

Dietary  restrictions  are  not  necessary  for 
well-compensated  hepatic  cirrhosis  unless  there 
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is  evidence  of  liver-cell  failure,  ascites,  or 
portosystemic  encephalopathy,  requiring  so- 
dium or  protein  restrictions. 

A low-fat  diet  for  chronic  calculous  cho- 
lecystitis may  be  advised  if  operation  is  con- 
traindicated but  only  if  it  proves  to  be  of 
value. 

Unless  there  is  an  associated  diabetes  de- 
manding regulation  of  cax'bohydrate  intake, 
diet  in  patients  with  chronic  pancreatitis 
should  be  as  nutritious  as  possible  with  a high 
protein  and  vitamin  content. 

A low-fat  diet  is  indicated  for  Crohn’s  dis- 
ease if  the  mucosal  involvement  is  extensive 
with  steatorrhea  and  diarrhea.  The  only 
virtue  of  a low-residue  diet,  on  the  other  hand, 
is  relief  of  bolus  i colicky  abdominal  pain)  from 
indigestible  food  residue  obstructing  an  al- 
ready critically  narrowed  bowel  lumen. 

There  is  no  evidence  that  a low-residue  diet 
helps  in  any  way  other  than  the  relief  of  symp- 
toms of  ulcerative  colitis.  There  is,  therefore, 
little  point  in  continuing  the  regimen  during 
remissions. 

There  is  no  evidence  of  the  efficacy  of  a low- 
residue  diet  in  diverticular  disease.  A bulky 
diet  may  reduce  the  probability  of  bowel 
segmentation  by  distending  the  colon  and  help 
prevent  the  onset  of  diverticulitis. 
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Only  several  times  in  a century  is  an 
individual  born  whose  abilities  so  far  tran- 
scend the  average  that  his  accomplishments 
seem  unbelievable.  Joseph  Goldberger, 
M.D.,  is  known  almost  exclusively  for  his 
brilliant  research  in  pellagra,  and  for  this 
alone  he  deserves  the  appellation  of  “bene- 
factor of  mankind.”  This  work,  magnifi- 
cent as  it  was,  constitutes  only  one  facet 
of  his  brilliant  career  in  medical  research. 
His  experiments  with  yellow  fever,  typhus 
fever,  and  measles  would  stamp  him  as  a 
great  researcher,  even  without  the  mag- 
nificent work  on  pellagra.  He  solved  one 
problem,  the  cause  of  the  straw  itch,  in 
forty-eight  hours,  a characteristic  example 
of  the  workings  of  a brilliant  agile  mind. 

His  last  collaborator,  Sebrell,1  describes 
him  in  this  manner: 

He  was  tall  and  well  built  with  a sharp  nose, 
wavy  hair,  and  piercing  brown  eyes  that 
looked  straight  through  you  from  his  rimless 
glasses  with  an  inquiring  and  tolerant  ex- 
pression (Fig.  1).  To  enter  into  an  argu- 
ment with  him  on  a medical  subject  was  an 
unforgettable  experience.  He  was  intolerant 
of  expressions  of  opinion  unless  supported 
by  evidence,  while  his  own  arguments  were 


FIGURE  1.  Joseph  Goldberger,  M.D. 


presented  in  logical  sequence  and  based  on 
proof.  He  fought  and  argued  in  much  the 
same  manner  in  which  his  experiments  were 
planned  and  his  reports  written. 

Education  and  early  practice 

He  was  one  of  a large  family,  was  born 
in  Giralt,  Hungary,  came  to  this  country 
with  his  parents  at  seven  years  of  age,  and 
lived  on  Pitt  Street  in  the  poor  east  side 
section  of  New  York  City.  Joseph  was  in- 
clined early  to  a career  in  civil  engineer- 
ing, largely  because  he  excelled  in  mathe- 
matics. In  September,  1890,  he  began  an 
engineering  course  in  City  College.  The 
precision  of  his  medical  reports  shows 
evidence  of  his  early  training  in  this 
discipline.  One  of  his  childhood  friends 
matriculated  at  the  Bellevue  Hospital 
Medical  College,  and  with  this  friend  he 
attended  a “Harvey  Lecture”  by  Austin 
Flint,  Jr.,  and  was  fortunately  won  over  to 
medicine.  He  entered  Bellevue  Hospital 
Medical  College  in  the  fall  of  1892.  The 
curriculum  included  three  years  of  study. 
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Strangely  he  had  only  a few  perfunctory 
lectures  in  bacteriology,  since  there  was  no 
chair  of  bacteriology  at  this  school.  This 
was  a typical  state  of  affairs  in  most 
medical  schools  of  the  United  States  at  that 
time.  He  spent  much  time  on  his  own  at 
the  Carnegie  Laboratory  across  the  street 
from  the  College.  He  was  graduated  with 
honors  in  1895  and  interned  on  the  medical 
service  at  Bellevue  Hospital.  Even  at  that 
time,  work  that  presented  no  problem  was 
tedious  for  Joseph.  He  finished  his  intern- 
ship in  April,  1897,  and  practiced  for  a 
short  time  in  his  parents’  apartment  on 
East  72nd  Street  in  Manhattan,  but  he  was 
singularly  unsuccessful.  The  patients  just 
did  not  come.2  Dr.  Frauenthal,  an  or- 
thopedist at  Bellevue  Hospital,  suggested 
a move  to  Wilkes-Barre,  Pennsylvania,  and 
gave  him  a reference  to  William  Dean,  a 
chemist,  who  was  to  have  a profound  in- 
fluence on  his  life.  Here  also  his  practice 
left  much  to  be  desired.  Dean  and  his 
family  helped  Joseph  culturally,  an  im- 
portant consideration  for  a young  man  far 
away  from  home.  Under  Dean’s  aegis  he 
presented  a report  at  the  Luzerne  County 
Medical  Society  “On  the  Use  of  Saline 
Solution  in  Severe  Shock.”3  Later  he 
gave  a report  on  “Alcoholism.”4  Both  of 
these  lectures  grew  out  of  his  Bellevue  ex- 
perience. However,  he  was  discontented 
with  private  practice,  and  in  1898  at  the 
start  of  the  Spanish-Ameriean  War  he 
attempted  to  join  the  navy  as  a physician 
but  was  not  accepted.  In  1899,  at  the  in- 
stigation of  Professor  Dean,  he  passed  an 
examination  for  the  U.S.  Marine  Hospital 
Service,  later  renamed  the  U.S.  Public 
Health  Service.2 

His  first  assignment  was  at  Ellis  Island 
and  later  at  Reedy  Island,  a quarantine 
office  for  the  Port  of  Philadelphia.  Here  he 
met  Farrar  Richardson,  M.D.,  who  taught 
Goldberger  how  to  detect  infection  aboard 
ship.  Both  men  were  very  thorough 
and,  despite  their  different  backgrounds, 
were  very  much  alike.  Dr.  Goldberger 
remained  two  years  at  Reedy  Island,  but 
this  work  did  not  present  a sufficient 
stimulus  for  his  inquiring  mind.  In  1902, 
therefore,  he  went  to  Washington  to  plead 
with  the  Surgeon  General  of  the  Service, 
William  Wyman,  M.D.,  to  be  assigned  to 
work  with  yellow  fever,  then  epidemic  in 
Tampico,  Mexico. 


Research  in  yellow  fever 

For  more  than  four  centuries  there  had 
been  epidemics  of  yellow  fever  in  Mexico, 
Cuba,  and  Brazil.  In  1802  in  Santo 
Domingo,  a city  of  40,000  inhabitants, 
20,000  contracted  this  disease  within  a few 
weeks  with  many  deaths.  In  1821  in 
Barcelona  there  were  5,000  yellow  fever 
deaths.  In  1853  in  New  Orleans  there  were 
7,970  deaths  from  yellow  fever.  Up  to 
1870  there  were  23  epidemics  of  yellow 
fever  in  New  York  City  and  25  in  Phila- 
delphia. In  1900  there  was  yellow  fever  in 
Cuba,  and  the  United  States  sent  Walter 
Reed,  M.D.,  there  as  head  of  the  Yellow 
Fever  Board.  Carlos  Finlay,  M.D.,  a 
Cuban  physician,  strongly  believed  that 
mosquitoes  carried  this  disease,  and  he  sus- 
pected a domestic  mosquito  called  Aedes 
aegypti.  Dr.  Goldberger  met  Henry  R. 
Carter,  M.D.,  a distinguished  physician  in 
the  Marine  Hospital  Service,  who  had  done 
a great  deal  of  work  on  yellow  fever.  Al- 
though Dr.  Finlay  suspected  the  mosquito 
was  the  medium  of  transmission  of  this 
disease,  it  was  Reed,  Carroll,  Agramonte, 
and  Lazear  of  the  Yellow  Fever  Board  who 
proved  the  mosquito  to  be  the  culprit.2 

At  the  time  Goldberger4  left  for  Cuba 
the  following  facts  were  known  about 
yellow  fever:  (1)  It  was  transmitted  only 
by  the  female  Aedes  aegypti  mosquito, 
also  called  the  Stegomyia  calopus;  (2) 
the  mosquito  must  sting  the  patient  with 
yellow  fever  during  the  first  three  days  of 
his  disease;  and  (3)  the  mosquito  becomes 
infectious  about  ten  days  after  taking  blood 
from  the  patient,  the  so-called  period  of 
extrinsic  incubation  discovered  by  Dr. 
Carter.  The  incubation  period  in  man  is 
no  longer  than  six  days.  In  1902  Dr. 
Goldberger  set  sail  for  Cuba  and  Mexico; 
his  final  destination  was  the  Port  of 
Tampico.  There  he  met  the  vice-consul, 
“Padre”  Neill  M.  Pressly,  a missionary 
who  helped  him  find  laboratory  space  in 
Tampico.  That  same  year  Goldberger  con- 
tracted yellow  fever  in  Tampico.  He  was 
nursed  back  to  health  by  the  Presslys  in 
their  home.  Immune  to  the  disease,  he 
could  now  be  reassigned  to  study  it  with 
perfect  safety.  He  was  sent  to  Puerto  Rico 
where  he  worked  on  methods  of  raising 
mosquitoes  so  that  he  could  find  the  vul- 
nerable points  necessary  to  eradicate  them. 


November  15,  1969  / New  York  State  Journal  of  Medicine  2937 


Then  he  was  sent  to  Vera  Cruz,  Mexico. 
One  group  of  investigators  had  found  a 
protozoan  parasite  in  mosquitoes  that  fed 
on  patients  with  yellow  fever.  This  proved 
to  be  irrelevant,  since  the  parasite  was  also 
found  in  noninfected  mosquitoes;  it  was 
merely  a parasite  of  the  mosquito.2  Gold- 
berger  then  was  assigned  to  the  Hygienic 
Laboratory,  but  in  March  1904  he  was 
ordered  back  to  Tampico  to  take  up  his 
yellow  fever  studies  again.  After  his  work 
on  yellow  fever,  Goldberger5  wrote  a re- 
markably complete  article  on  this  disease 
published  in  July,  1907. 

Fomites  did  not  contribute  to  its  spread. 
The  “parasite”  is  in  the  circulating  blood 
at  the  onset  of  the  fever  and  passes  through 
a Chamberland  filter.  This  article  contains 
a very  detailed  report  on  the  breeding  and 
anatomy  of  mosquitoes,  especially  the 
Aedes  aegypti  mosquito.  Goldberger  noted 
the  decline  of  an  epidemic  in  cold  weather 
and  its  complete  cessation  when  there  was 
a severe  frost.  He  noted  that  the  mosquito 
could  travel  only  a short  distance  on  its 
own,  approximately  75  yards,  but  it  could 
be  conveyed  many  miles  in  railway  cars. 
In  addition,  it  could  be  conveyed  long  dis- 
tances on  ship,  and  doubtless  the  epidemics 
in  Philadelphia,  Baltimore,  and  Boston 
were  due  to  the  importation  of  the  mosquito 
on  sailing  vessels. 

Laboratory  animals  could  not  be  inocu- 
lated successfully  with  this  disease.  In  his 
complete  article  Goldberger  described  the 
symptoms,  signs,  diagnosis,  and  differential 
diagnosis  of  yellow  fever.  Essentially  Gold- 
berger stated  that  in  infectable  regions 
every  case  of  fever  should  be  suspected  to 
be  yellow  fever  if  temperature  soared  to 
105  F.  accompanied  by  albuminuria,  jaun- 
dice, a relatively  slow  pulse,  hemorrhage 
from  the  mouth,  the  so-called  black  vomit, 
and  gastric  irritability  without  enlargement 
of  the  liver  or  spleen.  Hemorrhage  was 
characteristic  of  this  disease:  bleeding  from 
the  gums,  epistaxis,  menorrhagia,  and 
gastric  hemorrhage,  the  latter  seen  in 
advanced  cases  only.6 

The  second  big  adventure  for  Goldberger 
was  his  reassignment  to  the  Hygienic 
Laboratory  in  Washington  to  the  depart- 
ment of  zoology  for  studies  on  parasitic 
worms  under  Charles  W.  Stiles,  M.D. 
Then  in  1905  an  epidemic  of  yellow  fever 
erupted  in  New  Orleans.  While  in  New 


Orleans  he  met  Mary  Farrar,  niece  of  Farrar 
Richardson,  whom  he  had  already  met 
briefly  at  Reedy  Island.  Mary  Farrar  was 
to  become  his  wife  and  his  helpmate.  The 
New  Orleans  yellow  fever  epidemic,  the  last 
great  epidemic  of  yellow  fever  in  the  United 
States,  was  declared  at  an  end  on  Thanks- 
giving Day,  1905.  Rosenau  and  Gold- 
berger6 made  several  other  attempts  to 
grow  the  yellow  fever  “parasite”  in  vitro, 
but  it  was  later  proved  to  be  a virus. 

Research  in  typhoid  fever 

The  next  important  assignment  given  to 
Goldberger  was  the  study  of  a typhoid  fever 
epidemic  which  occurred  in  Washington  in 
1906.  Typhoid  may  be  caused  by  polluted 
water,  but  some  infections  can  be  spread  by 
flies  and  blowing  dust.  The  appearance  of 
typhoid  in  an  urban  community  was  re- 
garded as  a disgrace  and  reflected  on  the 
capabilities  of  the  municipal  physicians. 
In  November,  1905,  Washington  had  in- 
stalled a new  sand  filtration  plant  to  purify 
its  water,  but  the  officials  were  chagrined 
when  typhoid  broke  out  the  following  year. 
M.  J.  Rosenau,  M.D.,  then  head  of  the 
Hygienic  Laboratory,  directed  Goldberger 
to  study  the  pump,  wells,  and  springs  of  the 
water  supply,  the  bottled  waters,  and  the 
relation  of  privies  and  sewers  to  the  water- 
shed of  Washington.  He  also  investigated 
shellfish  and  raw  pork  products,  which  can 
also  spread  this  illness.  In  Washington 
there  was  a uniform  distribution  of  cases 
which  indicated  a common  medium  such  as 
water;  the  water  contained  colon  bacilli 
which  made  it  suspect,  but  it  did  not  con- 
tain typhoid  bacilli.  He  was  also  directed 
to  examine  the  privies  because  typhoid 
patients — acute  cases,  convalescents,  or 
carriers — pass  their  bacilli  in  stool  and 
urine.  If  patients  with  this  disease  are  not 
isolated  promptly  and  their  excreta  dis- 
carded properly,  typhoid  can  be  spread 
through  this  source  because  of  contamina- 
tion of  the  water  supply.  Goldberger7 
found  much  of  the  Potomac  water  polluted 
and  evidence  in  the  contributory  streams  of 
typhoid  bacilli,  hut  he  did  not  find  typhoid 
bacilli  in  the  stream  near  Washington. 
He  found  that  one  factory  of  table  water 
was  located  25  feet  from  a privy,  but  no 
typhoid  bacilli  were  found  in  this  water. 
The  final  conclusions  were  that  the  typhoid 
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fever  developed  elsewhere,  and  the  patients 
came  to  Washington  with  this  disease. 
Ten  per  cent  of  the  cases  came  from  bottled 
milk.  He  found  that  the  typhoid  patients 
had  not  been  adequately  isolated  and  their 
excreta  were  improperly  discarded;  this 
was  a major  cause  of  the  epidemic. 

Dengue  and  parasitic  worms 

In  Brownsville,  Texas,  in  1907  an  epi- 
demic disease  occurred  with  symptoms  of 
fever,  acute  rheumatic-like  pains,  and 
eruptions.  It  was  thought  at  first  that  it 
might  be  yellow  fever,  therefore  Goldberger 
was  sent  with  George  W.  McCoy,  M.D.,  to 
study  this  disease.  Both  workers  decided 
that  the  disease  was  dengue,  and  both 
Goldberger  and  McCoy  contracted  this  ill- 
ness before  the  epidemic  was  over.  Later 
it  was  ascertained  that  dengue  was  also 
transmitted  by  the  Aedes  aegypti  mosquito 
and  was  also  caused  by  a virus.  The  virus 
remained  in  the  patient’s  blood  three  days 
and  then  underwent  an  incubation  period 
of  eleven  days  in  the  mosquito  before  it 
could  infect  man.  The  mode  of  transmis- 
sion, incubation  period,  and  extrinsic  incu- 
bation period  are  about  the  same  as  that  of 
yellow  fever,  and  it  is  also  caused  by  a virus, 
but  the  virus  is  different  in  each  case. 
Dengue  is  not  a very  serious  disease  and 
rarely  causes  death.  The  symptoms  are 
also  different  in  that  no  jaundice  or  black 
vomit  is  present.8 

For  several  years  Goldberger  pursued 
his  studies  with  Dr.  Stiles  on  parasitic 
worms.  Stiles  had  done  important  work 
on  the  American  hookworm,  and  Gold- 
berger worked  with  him  on  the  manner  in 
which  hookworms  enter  the  body,  among 
many  other  things.  In  1909  Goldberger 
and  his  wife  spent  the  summer  at  Woods 
Hole,  Massachusetts,  where  he  met  H.  T. 
Ricketts,  M.D.,  who  did  famous  work  with 
typhus  fever.  In  the  fall  of  1909  Mexico 
City  had  a serious  outbreak  of  typhus 
fever,  and  an  emergency  typhus  team  was 
sent  from  the  United  States.2 

Research  in  straw  itch 

In  the  meantime  Goldberger  spent  a very 
interesting  short  period  in  discovering  the 
cause  of  the  straw  itch.  In  June,  1909, 
violent  skin  eruptions  and  itching  developed 


in  3 members  of  a crew  of  a private  yacht. 
Then  this  severe  itch  developed  in  33  more 
sailors  of  other  ships.  At  first  the  rash 
appeared  to  resemble  a hive-like  eruption, 
but  later  it  looked  like  chickenpox.  The 
patients  had  agonizing  itch,  fever,  and 
malaise.  Jay  F.  Schamberg,  M.D.,  had 
previously  described  a similar  illness  and 
was  called  into  consultation;  it  proved 
indeed  to  be  Schamberg’s  disease. 

After  some  employes  of  a fashionable 
hotel  in  Philadelphia  contracted  this  disease 
there  was  an  immediate  call  for  action,  and 
Goldberger  was  sent  to  investigate  the  ill- 
ness. Forty-eight  hours  later  he  found  the 
cause  of  the  disease,  an  Acarina  mite.  He 
found  that  the  victims  were  all  poor,  and 
the  patients  did  not  reside  in  nearby 
dwellings  but  usually  in  widely  separated 
parts  of  the  city.  When  the  patients  were 
taken  to  the  hospital,  all  recovered 
promptly.  All  of  the  patients  contracted 
the  disease  at  the  same  time,  therefore  it 
could  not  be  infectious  since  they  did  not 
contract  it  from  each  other.  This  rash 
could  not  be  caused  by  food  because  it 
developed  in  only  some  people,  and  they 
recovered  when  they  changed  their  environ- 
ment even  though  they  ate  the  same  food. 
The  bite  of  a small  insect  could  produce 
hive-like  spots,  but  the  patients  did  not 
report  having  seen  any  insects.  It  was 
indeed  an  insect,  and  it  was  something  with 
which  the  patients  came  into  close  contact. 
In  subsequent  field  work,  Goldberger  found 
that  each  family  that  was  involved  had 
purchased  a new  straw  mattress.  Imme- 
diately Goldberger  put  his  arm  into  one  of 
the  mattresses  and  also  had  three  volunteers 
sleep  on  them.  The  rash  and  itch  de- 
veloped in  all.  He  sifted  the  straw  through 
a flour  sieve  and  in  some  of  the  siftings 
found  a small  insect  with  a hand  lens. 
This  later  proved  to  be  the  Acarina  mite, 
Pediculoides  ventricosus.  In  forty-eight 
hours  the  mystery  was  solved.910 

Studies  in  typhus  fever 

The  next  great  challenge  was  a major 
outbreak  of  typhus  fever  in  Mexico  City. 
Goldberger  went  there  with  John  F.  Ander- 
son, M.D.,  who  was  the  head  of  the 
Hygienic  Laboratory  at  that  time.  Ini- 
tially he  found  that  the  disease  was  differ- 
ent from  Rocky  Mountain  spotted  fever 
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although  it  resembled  it  in  some  re- 
spects.1112 Ricketts  had  previously  shown 
that  Rocky  Mountain  spotted  fever  could 
be  given  experimentally  to  monkeys,  and 
Anderson  and  Goldberger13  had  also  shown 
that  this  could  be  done  with  typhus  fever. 
In  what  manner  was  typhus  transmitted? 
It  attacked  only  poor  classes,  therefore  it 
was  not  a house  disease,  and  probably  the 
bedbug  was  not  implicated.  It  could  pos- 
sibly be  transmitted  by  the  body  louse. 
Anderson  and  Goldberger13  tried  to  infect 
lice  by  having  them  feed  on  patients  with 
typhus  fever  which  they  then  inoculated 
on  the  shaved  belly  of  a monkey.  Before 
the  work  was  completed  Nicolle’s  work  was 
reported  from  Tunis.  Typhus  was  indeed 
transmitted  by  a louse.  While  working  on 
this  disease  an  infected  louse  bit  Gold- 
berger, and  ten  days  after  this  bite,  Jan- 
uary 1,  1910,  he  developed  a severe  case  of 
typhus  fever.  Goldberger  was  able  to 
inoculate  typhus  fever  in  monkeys,  which 
after  recovery  became  refractory  to  re- 
inoculation with  this  disease.  This  was 
again  first  demonstrated  by  Nicolle,  but 
Goldberger  and  Anderson  were  very  close 
behind  and  almost  at  the  point  of  dis- 
covering this  themselves. 

Research  in  Brill’s  disease 

In  April,  1910,  N.  E.  Brill,  M.D.,  of  the 
Mount  Sinai  Hospital  in  New  York,  de- 
scribed an  infectious  disease  of  unknown 
origin  which  he  said  differed  from  both 
typhus  and  typhoid  fever.  It  had  a short 
incubation  period  of  four  to  five  days,  there 
was  continuous  fever,  severe  headache,  and 
an  erythematous  maculopapular  eruption. 
The  fever  usually  lasted  for  two  weeks  and 
ended  by  crisis  or  lysis,  but  this  disease  did 
not  have  any  substantial  mortality.  To 
Goldberger  this  disease  resembled  typhus 
fever.  He  procured  some  blood  from  Dr. 
Brill’s  patients,  injected  it  into  a monkey, 
and  fever  developed.  On  recovery  this 
monkey  was  injected  with  blood  from  a 
Mexican  patient  with  typhus  fever,  but  it 
proved  refractory  to  this  injection,  and  no 
fever  developed.  However,  a portion  of 
this  same  blood,  when  given  to  a fresh 
monkey,  developed  typical  typhus  fever  in 
that  animal.  This  proved  the  identity  of 
both  fliseases. 14  In  proving  that  typhus 
fever  and  Brill’s  disease  were  the  same 


disease,  he  also  proved  that  typhus  fever 
was  endemic  in  New  York  City  but  had 
not  been  recognized.  Since  the  typhus 
fever  in  New  York,  the  so-called  Brill’s 
disease,  was  brought  over  by  European 
immigrants,  this  also  proved  that  the 
typhus  fever  of  Europe  and  Mexico  City 
were  identical. 14  Goldberger  also  showed 
that  the  guinea  pig  could  be  given  typhus, 
and  he  demonstrated  the  protective  value 
of  immune  typhus  serum  and  its  curative 
value.  However,  he  could  not  vaccinate 
against  typhus. 16' 16  Goldberger’s  work  with 
this  disease  had  awakened  new  interest  in 
its  public  health  aspects.  Cases  of  typhus 
fever  were  eagerly  sought  in  all  cities. 

Other  studies 

Another  challenge  was  research  in  mea- 
sles. This  disease  although  mild  in  some 
areas  was  deadly  in  others,  especially  com- 
munities which  had  had  no  cases  for  many 
years.  Therefore,  the  protection  of  the 
community  from  severe  epidemics  of  mea- 
sles consisted  in  having  a small  number  of 
cases  constantly  present.  Anderson  and 
Goldberger17  showed  that  measles  could  be 
transmitted  to  monkeys.  Blood  was  taken 
from  a patient  with  measles  and  given  to  a 
monkey  who  developed  the  disease  within 
ten  days,  and  this  monkey  became  immune 
to  future  experimental  attacks.  Goldberg- 
er’s experiments  were  links  in  the  chain 
that  led  to  the  conquest  of  measles  as  a 
serious  disease.  The  end  of  1913  and  the 
early  part  of  1914  were  taken  up  with  the 
solution  of  a scandal  involving  a bacteriolo- 
gist of  the  Detroit  department  of  health. 
Detroit  had  a very  severe  and  very  pro- 
longed epidemic  of  diphtheria,  and  Gold- 
berger was  sent  to  help  terminate  it. 

On  February  7,  1914,  Goldberger  re- 
ceived orders  from  Surgeon-General  Rupert 
Blue  to  undertake  an  investigation  into  the 
causes  of  pellagra  as  soon  as  possible,  be- 
cause thousands  of  Americans  in  the 
southern  states  were  suffering  and  dying 
from  its  effects.2  For  several  centuries 
pellagra  had  proved  to  be  an  insurmount- 
able disease  and  did  not  yield  to  any  form 
of  therapy.  Before  he  started  on  the  prob- 
lem he  was  discouraged  and  actually  cried 
when  he  was  directed  to  undertake  it. 
Many  authorities  considered  pellagra  as  an 
infectious  disease,  and  Goldberger  had 
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established  a secure  reputation  in  that  field. 
Therefore,  he  was  the  logical  choice  to 
probe  its  secrets. 

Thus  ended  an  epoch  in  Joseph  Gold- 
berger’s  life.  All  the  preceding  wonderful 
years  of  discoveries  and  excitement  were 
simply  prologue  to  the  remaining  years  of 
his  life,  all  of  which  he  spent  in  probing 
the  secrets  of  pellagra. 
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Martin  Joseph  A’Hearn,  M.D.,  of  Utica,  died 
on  September  27  at  the  age  of  eighty.  Dr. 
A’Hearn  graduated  in  1911  from  Albany 
Medical  College.  He  had  been  a senior  attend- 
ing physician  and  cardiologist  at  St.  Elizabeth’s 
Hospital  and  a consulting  physician  at  Herkimer 
Memorial  Hospital.  Dr.  A’Hearn  was  a Fellow 
of  the  American  College  of  Cardiology  and  a 
member  of  the  Utica  Academy  of  Medicine,  the 
New  York  Society  of  Internal  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Curtis  John  Becker,  M.D.,  of  Staten  Island, 
died  on  September  15  at  the  age  of  seventy-four. 
Dr.  Becker  graduated  in  1919  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  obstetrician  at  Staten  Island 
Hospital.  Dr.  Becker  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists and  a member  of  the  Richmond  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herbert  Clifton  Chase,  M.D.,  of  New  York 
City,  died  on  September  25  at  the  age  of  eighty- 
one.  Dr.  Chase  graduated  in  1910  from  the 
Medical  College  of  Virginia.  He  was  a surgeon 
emeritus  at  Flower  and  Fifth  Avenue  Hospitals 
and  a consulting  surgeon  at  Metropolitan 
Hospital,  Bird  S.  Coler  Memorial  Hospital  and 
Home,  and  Sea  View  Hospital  and  Home.  Dr. 
Chase  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Charles  M.  Dake,  Jr.,  M.D.,  of  Niagara  Falls, 
died  on  September  3 at  the  age  of  sixty-eight. 
Dr.  Dake  graduated  in  1930  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending anesthesiologist  at  St.  Mary’s  Hospital 
and  Niagara  Falls  Memorial  Hospital  (senior 
active).  Dr.  Dake  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
Niagara  Falls  Academy  of  Medicine,  the  Buffalo 
Academy  of  Medicine,  the  New  York  State 
Society  of  Anesthesiologists,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  F.  Dennis,  M.D.,  of  Jacksonville, 


Florida,  formerly  of  Garden  City,  died  on 
August  23  at  the  age  of  fifty-eight.  Dr.  Dennis 
graduated  in  1937  from  Georgetown  University 
School  of  Medicine.  He  was  a consulting 
physician  at  Nassau  Hospital.  Dr.  Dennis  was 
a Fellow  of  the  American  College  of  Cardiology, 
a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American 
Thoracic  Society,  and  the  New  York  State 
Society  of  Internal  Medicine. 

Henry  Franklin  Ettinger,  M.D.,  of  Kissim- 
mee, Florida,  formerly  of  Theresa  and  Corn- 
mack,  died  on  August  21  at  the  age  of  seventy- 
three.  Dr.  Ettinger  received  his  medical  degree 
from  the  University  of  Graz  in  1932. 

Aladar  Farkas,  M.D.,  of  New  York  City,  died 
on  September  2 at  the  age  of  seventy-five.  Dr. 
Farkas  received  his  medical  degree  from  the 
University  of  Budapest  in  1919.  He  had  been 
an  associate  attending  orthopedic  surgeon  at 
Metropolitan  Hospital  and  Bird  S.  Coler 
Memorial  Hospital  and  Home.  Dr.  Farkas  was 
a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgery,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Franz  Simon  Fischer,  M.D.,  of  New  York 
City,  died  on  August  26,  1967,  at  the  age  of 
seventy-eight.  Dr.  Fischer  received  his  medical 
degree  from  the  University  of  Vienna  in  1913. 

John  F.  Foss,  M.D.,  of  Dunkirk,  died  on  June 
25  at  the  age  of  seventy-four.  Dr.  Foss  gradu- 
ated in  1918  from  the  University  of  Michigan 
Medical  School.  He  was  an  honorary  general 
surgeon  (active)  at  Brooks  Memorial  Hospital. 
Dr.  Foss  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Geza  Greenberg,  M.D.,  of  New  York  City, 
died  on  October  6 at  the  age  of  eighty-seven. 
Dr.  Greenberg  graduated  in  1905  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  urologist  at  Metropolitan 
Hospital.  Dr.  Greenberg  was  a member  of  the 
American  Urological  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Nathan  Abraham  Horowitz,  M.D.,  of  Mi- 
ami Beach,  Florida,  formerly  of  East  Meadow, 
died  on  September  12  at  the  age  of  sixty-nine. 
Dr.  Horowitz  graduated  in  1923  from  Long 
Island  College  Hospital.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  M.  Karliner,  M.D.,  of  New  York 
City,  died  on  September  9 at  the  age  of  sixty- 
two.  Dr.  Karliner  received  his  medical  degree 
from  the  University  of  Vienna  in  1934.  He  was 
an  assistant  attending  physician  in  peripheral 
vascular  disease  at  Beth  Israel  Hospital  Out- 
patient Department.  Dr.  Karliner  was  a mem- 
ber of  the  American  Academy  of  General 
Practice,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Roman  C.  Kuziw,  M.D.,  of  Central  Islip,  died 
on  August  14  at  the  age  of  sixty-three.  Dr. 
Kuziw  received  his  medical  degree  from  the 
University  of  Lwow  in  1932.  He  was  a super- 
vising psychiatrist  at  Central  Islip  State  Hospi- 
tal. Dr.  Kuziw  was  a member  of  the  American 
Psychiatric  Association. 

Harold  Edwin  Marden,  M.D.,  of  Delmar,  died 
on  June  3 at  the  age  of  seventy-eight.  Dr. 
Marden  graduated  in  1920  from  Albany 
Medical  College.  He  was  a member  of  the 
Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  McDonough,  M.D.,  of  Castle  Point, 
died  on  September  26  at  the  age  of  sixty.  Dr. 
McDonough  graduated  in  1932  from  Cornell 
University  Medical  College.  He  was  acting 
chief  of  surgery  and  an  attending  surgeon  and 
thoracic  surgeon  at  the  Veterans  Administration 
Hospital.  Dr.  McDonough  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member 
of  the  American  Geriatrics  Society  and  the  New 
York  Society  for  Thoracic  Surgery. 

Morris  Louis  Mindell,  M.D.,  of  Brooklyn, 
died  on  June  9 at  the  age  of  sixty-three.  Dr. 
Mindell  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  Milton  Nightingale,  M.D.,  of 

Island  Park,  died  on  September  23  at  the  age  of 
sixty-four.  Dr.  Nightingale  received  his  med- 
ical degree  from  the  University  of  Tuebingen  in 
1936.  He  was  an  attending  anesthesiologist  at 
Doctors  Hospital  (Freeport)  and  Central 
General  Hospital  (Plainview)  and  a consulting 
anesthesiolgist  at  St.  Barnabas  Hospital  for 


Chronic  Diseases  (The  Bronx).  Dr.  Nightin- 
gale was  a Fellow  of  the  American  College  of 
Anesthesiology  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Merle  Albert  Place,  M.I).,  of  Hornell,  died  in 
March  at  the  age  of  eighty-nine.  Dr.  Place 
graduated  in  1906  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  an  honorary 
member  of  the  medical  staff  at  St.  James  Mercy 
Hospital.  Dr.  Place  was  a member  of  the 
Steuben  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Shapiro,  M.I).,  of  Brooklyn,  died  on 
September  28  at  the  age  of  fifty-nine.  Dr. 
Shapiro  graduated  in  1934  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  physician  at 
Coney  Island  Hospital,  an  assistant  attending 
physician  at  Maimonides  Hospital  of  Brooklyn, 
and  an  attending  psychiatrist  at  Kings  County 
Hospital  Center.  Dr.  Shapiro  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  and 
a member  of  the  American  Society  of  Clinical 
Hypnosis,  the  American  Public  Health  Associa- 
tion, the  Society  for  Experimental  Biology  and 
Medicine,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elias  Shayness,  M.D.,  of  The  Bronx,  died  on 
September  25  at  the  age  of  sixty-nine.  Dr. 
Shayness  received  his  medical  degree  from  the 
University  of  Odessa  in  1922.  He  was  assistant 
administrator  of  Morrisania  City  Hospital. 
Dr.  Shayness  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

R.  Janet  Watson,  M.D.,  of  Brooklyn,  died  on 
October  3 at  the  age  of  fifty-six.  Dr.  Watson 
graduated  in  1938  from  Columbia  University 
College  of  Physicians  and  Surgeons.  She  was 
an  associate  professor  of  pediatrics  at  Downstate 
Medical  Center,  an  attending  pediatrician  at 
Kings  County  Hospital  Center,  and  a consulting 
pediatric  hematologist  at  Long  Island  College 
Hospital,  Brooklyn-Cumberland  Medical 
Center,  and  Maimonides  Hospital  of  Brooklyn. 
Dr.  Watson  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Diplomate  of  the 
American  Board  of  Pediatrics,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  American  Society  for  Clinical  Investiga- 
tion, the  Society  for  Experimental  Biology  and 
Medicine,  the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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“IS  THERE 
A DOCTOR...?” 

A General  Practitioner  (interested  or  ex- 
perienced in  Industrial  Medicine)  is  needed 
in  Colorado's  high  country  to  serve  as 
company  physician  for  Climax  Molybdenum 
Co.,  the  leading  hard  rock  mining  compony 
in  its  field. 

This  is  an  unique  opportunity — the  doctor 
selected  may  use  the  company’s  completely 
modern  hospital  facility  to  develop  a 
private  practice  in  addition  to  caring  for 
company  employees. 

Qualified  doctors  who  appreciate  the 
multiple  advantages  of  living  in  a relaxed 
mountain  community;  please  send  your 
resume  or  call  (collect): 

(303)  863-511 1 
H.  N.  ASHBY 

Director  of  Industrial  Relations 

CLIMAX 

MOLYBDENUM  CO. 

Climax,  Colo. 

An  Equal  Opportunity  Employer 
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Topical  antibiotics 
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Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-2829 

T ranquilizer  antidepressants 

Triavil  (Merck  Sharp  & Dohme) 2854-2855,  2856  | 

Urinary  antiseptic  antispasmod  ics 

Urised  (Conal  Pharmaceuticals  Inc.) 2844  i 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 
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PHYSICIANS  WANTED— CONT’D 


DOCTORS  . . . TIRED  OF 

RIOTS  . . . CONGESTION  . . . COMMUTING  . . . 
DOPE  CRIME  or  similar  FRUSTRA- 

TIONS? A MEDICAL  OPPORTUNITY  AWAITS 
YOU! 

The  Hazen.  North  Dakota,  Doctor  Procurement 
Committee  is  extending  invitations  to  M.D.’s  to 
share,  own  or  practice  as  a salaried  associate  in 
a clean,  picturesque,  prospering  and  develop- 
ing midwest  community  of  1500.  A new  39  bed 
hospital  under  construction,  present  31  bed  unit 
to  be  converted  to  extended  care  section.  Ex- 
cellent schools,  churches  and  close  air  transpor- 
tation. Truly  a family  environment.  No  practice 
limitations  to  qualified  doctors. 

Write  to:  Mr.  J.  Chase 

Hazen  Drug 

Hazen,  North  Dakota  58545 


GENERAL  PRACTITIONER.  IDEAL  PRACTICE  Lo- 
cation. Professional  office  connected  with  accredited 
hospital  in  growing  college  town  in  a year  round  vacation 
area.  Outstanding  schools,  major  medical  centers  and 
cities  nearby.  Office  rent-free  initially,  will  share  in 
moving  expenses.  Write  or  phone  J.  C.  Brown,  M.D., 
Secretary,  Medical  Staff,  E.  J.  Noble  Hospital,  Canton, 
N.  Y.  13617. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
mcome  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


OB/GYN.  EXCELLENT  OPPORTUNITY.  PROGRES- 
sive  rural  community,  college  town,  convenient  to  several 
major  cities  and  medical  centers.  Modem  accredited 
hospital  in  campus  setting  with  professional  office  avail- 
able, rent-free,  while  getting  established.  Coverage  avail- 
able. Share  moving  expenses.  Contact  J.  C.  Brown, 
M.D.,  Secretary,  Medical  Staff,  E.  J.  Noble  Hospital, 
Canton,  N.  Y.  13617. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD 
year  level  for  year  beginning  July  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynami- 
cally oriented  psychotherapy  emphasized.  Experience 
in  meaningful  application  of  psychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For  in- 
formation, write  Charles  P.  Neumann,  M.D.,  Medical  Di- 
rector, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan 
Conn.  06840. 


PEDIATRICIAN  WANTED  TO  JOIN  YOUNG  PED- 
iatrician  in  large,  growing  practice  in  northern  New  Jersey. 
40  minutes  from  N.Y.C.  Excellent  hospital  and  school 
facilities.  Box  851,  % NYSJM. 


ASSOCIATE 

MEDICAL 

DIRECTOR 


Key  management  position  with  large  N.Y.C. 
company  for  a physician  with  a background 
in  insurance,  preferably  in  the  health  field. 
N.Y.  licensure  essential. 

The  position  requires  a strong  and  dynamic 
administrator  . . capable  of  assuming  re- 
sponsibility involving  the  medical  aspects  of 
company  operational  policies  . . develop- 
ment and  implementation  of  medical  review 
programs  involving  propriety  of  claims  dis- 
bursements . . planning  and  implementation 
of  sched ules  of  claims  payments  reflecting 
current  developments  and  techniques  in  the 
fields  of  medicine  and  voluntary  health  in- 
surance. 

Salary  Negotiable, 

$25,000  Range 

Excellent  fringe  benefit  program 

Reply  in  detail,  outlining  experience  and 
earnings  record.  All  replies  handled  in  strict- 
est confidence. 

Box  867,  c/o  NYSJM 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  join  already  formed,  five  medical  center  group. 
Attractive,  fast  growing  community.  Information,  con- 
tact John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta  Rd., 
Newton,  N.J.  (201)  383-4421. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
energency  room  of  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  l/t  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAII,  Canandaigua,  N.Y.  14424. 


LOCUM  TENENS,  GENERAL  PRACTITIONER, 
wanted  for  one  year  beginning  July  1970,  with  option  to 
assoc,  or  take  over  practice.  No  Surgery  or  Ob.  Choice 
location,  Long  Island,  35  min.  mid  town  New  York. 
Excellent  hospital,  schools  and  recreational  facilities. 
Good  coverage.  Tel:  (516)  747-6938. 
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PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSIC  IAN  UNDER  35  TO  SHARE  BUSY 
general  practice.  Suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice 
including  OB  and  minor  surgery.  N.  Y.  State  license 
necessary.  Box  368.  N YSJM. 


PARTNERSHIP  OR  SALE:  FLOURISHING  GENERAL 
practice,  southern  Westchester.  Prime  area,  30  minutes 
from  Manhattan.  No  obstetrics  or  surgery;  little  night 
or  weekend  work.  Owner  may  be  leaving  for  an  inde- 
finite period  earlv  1070.  Easy  terms  negotiable.  Box  869, 
% NYSJM. 


WANTED:  PEDIATRICIAN  BOARD  CERTIFIED  OR 
eligible  to  ass»K*iate  with  well  established  medical  group 
in  New  York  City.  Part  time  job;  leads  to  partnership. 
Send  resume  of  qualifications  to  Mrs.  R.  Della  Valle, 
25-35  31st  Ave..  Long  Island  City,  N.  Y.  11106,  or  phone 
(212)  274-2600. 


ANESTHESIOLOGIST.  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small,  active  de- 
partment in  New  York.  Salary  open.  Box  872,  c\ 
NYSJM. 


GENERAL  PRACTICE:  EXCELLENT  OPPOR- 

tunity  for  G.P.  in  lovely  Mohawk  Valley,  Village  of 
Herkimer.  New  York.  A thriving,  growing  community  on 
the  move.  New  community  college  campus  being  deve- 
loped. Upper  class  colleges  within  fifteen  miles.  Re- 
cently renovated.  84  bed  general  hospital  located  within 
the  village.  Within  easy  access  to  summer  and  winter 
sports,  and  to  Albany  and  Syracuse  Medical  C enters. 
Please  submit  vitae  and  inquires  to  George  A.  Nuffer, 
Admin..  Herkimer  Memorial  Hospital,  Herkimer.  New 
York  13350. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BRITISH  TRAINED,  EXPERI- 
enced,  N.  Y.  license,  desires  association  full  or  part  time, 
or  direct  small,  active  department  in  New  York  Box  856. 
% NYSJM. 


PRACTICES  WANTED 


INTERNIST,  AGE  36.  F.A.C.P..  SEEKING  PRACTICE 
or  association  in  Westchester  or  New  York  City.  Box 
870,  c'  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful -^-40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


PRACTICES  FOR  SALE  OR  RENT 


FAMILY  PRACTICE,  ESTABLISHED  15  YRS.  IDEAL 
Westchester  ( ’ounty  community.  45  min.  to  N.  Y.C.  Excel- 
lent hosnital  nearby.  All  specialties  in  town.  New,  well 
equipped  office  in  professional  building.  Rare  night  and 
house  calls.  Grossing  over  $60,000.  leaving  country. 
Will  introduce.  Available  late  1969  or  early  1970.  Box 
858,  % NYSJM. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481,  Miami 
Beach,  Florida  33141. 


PRACTICE  FOR  SALE  OR  RENT:  WESTCHESTER 

County  New  York.  Large  general  practice,  well  es- 
tablished in  rich,  growing  town,  available  in  the  next  2 or 
3 months.  Also,  available  office  and  large  colonial  home 
for  sale  or  rent.  Call  (914)  R01-1585. 


ENT  SPECIALIST.  EXCELLENT  OPPORTUNITY. 
5 room  office,  completely  furnished  including  all  records, 
instruments  and  equipment.  Centrally  located  in  the 
North  Bronx.  Appointment  available  on  staff  of  200 
bed,  accredited  hospital,  5 minutes  away.  Doctor  re- 
tiring after  thirty  years  of  active  practice  in  this  location. 
Box  871,  c/(  NYSJM. 


FOR  SALE  OR  RENT:  SYRACUSE.  UNIVERSITY 

section.  Flourishing  general  practice,  easily  converted  to 
I.M.  Call  James  J.  Quinn.  M.D.  (315)  472-4439. 


EXCELLENT  PRACTICE  AVAILABLE  GRATIS  TO 
right  person.  75  miles  north  of  N.Y.C.  Lovely  home- 
office  combination  in  beautiful  urban  area.  Will  support 
G.P.,  internist,  or  pediatrician.  Rare  opportunity. 
George  Kraus,  M.D.,  237  Hooker  Ave.,  Poughkeepsie, 
N.Y.  12603.  Call  (914)  452-3831. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  FOR  RENT  IN  NEW,  AIR  CONDI- 
tioned,  brick  building  with  ample  parking.  Occupancy 
December  1,  1969.  Prime  location  on  Route  304  in  Rock- 
land County.  Box  863,  c/o  NYSJM. 


SLTBTENANT  TO  SHARE  SPACE  IN  EIGHT  ROOM, 
luxuriously  appointed,  fully  equipped  medical  office. 
Centrally  located  in  Hollis-Flushing  area.  Call  (212) 
HO  4-6262. 


FANTASTIC  DEAL:  SIX  ROOM  MEDICAL  OFFICE 

in  Elmhurst,  Queens.  All  transportation  close  by.  Avail- 
able Feb.  1970.  Presently  occupied  by  busy,  general 
practitioner  who  is  moving  2 miles  away  to  enter  a partner- 
ship. Landlord  reasonable.  Available  with  or  without 
equipment.  Also  suitable  for  dentist  or  podiatrist.  Con- 
tact: Harold  Weissman,  M.D.,  (212)  IL  7-1020. 
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164th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— — FEBRUARY  8 through  12, 1970 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT'S  DINNER 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs"  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  l PPFR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

LP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H ROBINS  COMPANY  A-H'DOBINS 
RICHMOND,  VA.  23220  |\  J 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A H Robins  Company  /J.L.I  nflRIMC 
Richmond, Va  23220  Si  II  l/UDIIMD 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (' A gr.) , 1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (214  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'A 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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CORRECTION 

A notice  was  inserted  in  the  October  1 5, 
1969  Journal  (What  Goes  On  sec- 
tion) in  error.  Please  delete  the  lecture 
on  "Surgical  Shock”  Friday,  November  1 4 
by  the  Bronx  Chapter  of  the  American 
College  of  Surgeons. 


WGO-1 
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8 : 00  p.m. 


NEW  YORK  CITY  AREA 


December  1,  1 969  / December  12,  1969 

8 : 00  a.m.-8 : 00  p.m.,  inc.  Saturday  & Sunday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
1 4th  Annual  Postgraduate  Course 

ORTHOPAEDIC  SURGERY  AND 
PATHOLOGY 

Under  the  direction  of: 

FRANK  E.  STINCHFIELD,  M.D.,  AUSTIN  D.  JOHNSTON, 
M.D.,  ALEXANDER  GARCIA,  M.D.,  JOSEPH  SALVATORE, 
M.D.,  and  Associates 

FEE:  $250 


December  1,  1969  / December  6,  1969 

9 : 00  a.m.-5 : 00  p.m.,  Monday-Saturday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  1 4th  Street 

REVIEW  IN  BASIC  SCIENCES 
IN  OPHTHALMOLOGY 

JAMES  C.  NEWTON,  M.D.,  Directing 
Assisted  by  Staff  Members 

FEE:  $250 

Write:  JANE  STARK,  Registrar,  at  the  above  address. 


December  1,  1969  / December  15,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 
Department  of  Surgery 
Winston  Conference  Room 

428  West  59th  Street 

December  1 

Clinical  Problems  in  Hand  Surgery 
December  8 

The  Critical  Aspects  of  Hand  Incisions 

J.  WILLIAM  LITTLER,  M.D. 

December  15 

Clinical  Problems  in  Hand  Surgery 


MONDAY,  DECEMBER  1 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month  Club" 
Regional  Pathology  Society 

Pathology  Conference  Room 

The  Brooklyn  Hospital  Division  of  the  Brooklyn-Cumberland 
Medical  Center 
1 2 1 DeKalb  Avenue 
Brooklyn 


The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

THE  PRESENT  DAY  RATIONALE  OF 
RETINAL  DETACHMENT  SURGERY 

CHARLES  L.  SCHEPENS 
Boston,  Mass. 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  Diagnosis  and  Management  of 
Obstructive  Diseases  of  the 
Gastro-lntestinal  Tract 

WOLF  ELKAN,  M.D. 

2.  “Grass”,  “Acid”  and  “Speed” 
“A  Pharmacologist  Views  the 
Contemporary  Drug  Scene” 

DAVID  LEHR,  M.D. 


December  2,  1969  and  December  9,  1969 

9:00-10:00  a.m.,  Tuesdays 

New  York  Infirmary 
Toscanini  Conference  Room 

Stuyvesant  Square  East  and  1 5th  Street 

December  2 

Spinal  Cord  Tumor 

J.  ROSENBLUM,  M.D. 

A.  H.  KIRSHENBAUM,  M.D. 

December  9 

Sickle  Cell  Anemia 

EDWARD  L.  AMOROSI,  M.D. 

New  York  University 


December  2,  1969  and  December  9,  1969 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 
Pediatric  Postgraduate  Conferences 

4802  Tenth  Avenue 
Brooklyn 

December  2 

Management  of  Asthma  with  Emphasis 
on  Dangers  of  Therapeutic  Agents  used 
in  its  Treatment 

MURRAY  DWORETZKY,  M.D. 

Cornell  University  Medical  College 

December  9 

Pediatric  Uro-Radiology;  Conceptions 
and  Misconceptions 

DAVID  H.  BAKER,  M.D. 

Columbia  University  P & S 

NO  FEE  CREDIT:  C-l 
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TUESDAY,  DECEMBER  2 

4:30  p.m. 

Diabetes  Center 

New  York  Medical  College 

Cohen  Research  Building,  Room  R-l  13 
Madison  Avenue  and  1 06th  Street 

Diabetes  Today 

DIABETES:  PERIPHERAL 

VASCULAR  DISEASE 

ROBERT  F.  BRADLEY,  M.D. 

Joslin  Clinic,  Boston,  Mass. 

CREDIT:  C-l 


WEDNESDAY,  DECEMBER  3 

8:00-10:00  a.m. 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Internal  Medicine  for  Community 
Physicians 

EPIDEMIOLOGY  OF  VIRAL  HEPATITIS 

CREDIT:  C-1 


December  3,  1969  and  December  10,  1969 

3:30-5:00  p.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

Lecture  Hall  L 

450  Clarkson  Avenue 

Brooklyn 

RECENT  ADVANCES  IN  CONNECTIVE 
TISSUE  DISEASES 

CHARLES  M.  PLOTZ,  M.D. 

AND  FACULTY 

CREDIT:  C-1 


WEDNESDAY,  DECEMBER  3 

4 : 00—5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

GENETIC  COUNCILLING 

PETER  HATHAWAY,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


4 : 30-8 : 00  p.m. 

The  Salmon  Committee  on  Psychiatry 
and  Mental  Hygiene 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

3/th  Series  of  Thomas  William  Salmon  Lectures 

REM  SLEEP  AND  ITS  PLACE 
IN  THE  SCHEME  OF  THINGS 

WILLIAM  C.  DEMENT,  M.D. 

Stanford  University  School  of  Medicine 


5:00-6:30  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Fifth  Avenue  at  106th  Street 

PHOTOCOAGULATION  THERAPY 
IN  DIABETIC  RETINOPATHY 

HAROLD  F.  SPALTER,  M.D. 

Columbia  Presbyterian  Hospital 


8:30  p.m. 

Society  of  Medical  Psychoanalysts 

2 Eost  103rd  Street 

AN  EXPERIMENTAL  STUDY  WITH 
CREATIVE  SUBJECTS 

CLARA  TORDA,  M.D. 

Discussant: 

LAWRENCE  HATTERER,  M.D. 


THURSDAY,  DECEMBER  4 

9 : 00—1 0: 00  a.m. 

New  York  Infirmary 
Department  of  Surgery 

Toscanini  Conference  Room 
Stuyvesant  Square  East  and  15th  Street 

BONE  TUMORS,  DIAGNOSIS  AND 
TREATMENT 

KENNETH  C.  FRANCIS,  M.D. 

N.Y.U.  School  of  Medicine 


December  4,  1969  / December  11,  1969 

9:00-10:30  p.m.,  Thursdays 

Bronx-Lebanon  Hospital  Center 

1650  Grand  Concourse,  Bronx 
Lectures  on  Cancer 

December  4 

Head  and  Neck  Cancer 

HARRY  KOLSON,  M.D. 

Mount  Sinai  School  of  Medicine 
LOUIS  SANFILLIPO,  M.D. 

Albert  Einstein  College  of  Medicine 


November  15,  1969  / New  York  State  Journal  of  Medicine  2953 

WGO-3 


December  1 1 

Rehabilitation  of  Cancer  Patients 

HERBERT  DIETZ,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-l 


THURSDAY,  DECEMBER  4 
The  Coney  Island  Hospital  affiliated  with 
Maimonides  Medical  Center 

Ocean  and  Shore  Parkways 
Auditorium  (Room  2W1) 

Brooklyn 

SYSTEMIC  CANDIDIASIS— AN 
IMMUNE  DEFICIENCY  DISEASE 

PHILIP  J.  KOZINN,  M.D.,  Moderator 
Participants: 

LEONA  CAROLINE,  B.S.,  M.  L.  LITTMAN,  M.D.,  FRED 
ROSNER,  M.D.,  MILDRED  SEELIG,  M.D.,  MARGARITA 
SILVA,  M.D.,  CLAIRE  L.  TASCHDJIAN,  M.S.,  EVELYN 
TONI,  M.D.,  and  GILBERT  J.  WISE,  M.D. 


December  5,  1969  and  December  6,  1969 

9:00  a.m.,  Friday  and  Saturday 

New  York  Heart  Association 

Biltmore  Hotel 

SYMPOSIUM  ON  INTERFERON 

Friday  Morning 

Interferon  Induction— I 

Chairman:  HILTON  B.  LEVY,  Ph.D. 

National  Institutes  of  Health 

Friday  Afternoon 

Interferon  Induction — II 

Chairman:  JAN  T.  VILCEK,  M.D. 

N.Y.U.  School  of  Medicine 

Saturday  Morning 

Purification  and  Mechanism  of  Action 

Chairman:  THOMAS  C.  MERIGAN,  M.D. 

Stanford  University 

Saturday  Afternoon 

INTERFERON  AND  INTERFERON 
INDUCERS  IN  DISEASE 

Chairman:  SAMUEL  BARON,  M.D. 

National  Institutes  of  Health 

Information:  New  York  Heart  Association, 

2 East  64th  Street,  New  York,  N.Y.  10021. 
Telephone:  (212)838-8800. 


SUNDAY,  DECEMBER  7 

8:30  a.m.-2:00  p.m. 

Columbia  University  P & S 

The  Brookdale  Hospital  Center 
Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 


PRESENT  STATUS  OF  ANTI- 
COAGULANT THERAPY 

NO  FEE  CREDIT:  C-l 


December  8,  1969-December  12,  1969 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

Columbia-Presbyterian  Medical  Center 
Third  Week  of 

THREE  WEEK  COURSE  IN  PUBLIC 
HEALTH 


December  8,  1969  and  December  15,  1969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst,  Queens 

December  8 

Monoclonal  Gammopathies 

ALAN  S.  JOSEPHSON,  M.D. 

Downstate  Medical  Center 

December  15 

Early  "Pump”  Failure  of  the 
Ischemic  Myocardium 

ARNOLD  KATZ,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  DECEMBER  8 

8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Orthopedic  Surgery 

2 East  103rd  Street 

1.  Shoulder  Dislocations  Associated 
with  Seizure  Disorders 

ROBERT  LEE  PATTERSON,  JR.,  M.D. 

BERNARD  JACOBS,  M.D. 

THOMAS  J.  SCHULZ,  M.D. 

Discussant: 

CHARLES  SUMNER  NEER  II,  M.D. 

2.  Modified  Putti  Procedure  for  Recurrent 
Dislocation  of  the  Shoulder 

GEORGE  TRUCHLY,  M.D. 

Discussant: 

WILLIAM  AMEND  LIEBLER,  M.D. 

3.  Compression  Plate  Fixation  of 
Forearm  Fractures 

PETER  T.  NAIMAN,  M.D. 

Discussant: 

CHARLES  ANDREW  L.  BASSETT,  M.D. 
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4.  Aseptic  Necrosis  Following 
Renal  Transplants 

EDWARD  T.  HABERMAN,  M.D. 

Discussant: 

ROBERT  S.  5IFFERT,  M.D. 


8 : 30  p.m. 

Joint  Meeting  of  the  New  York  Academy 
of  Gastroenterology  and  the  New  York 
Chapter  of  American  College  of  Gastro- 
enterology 

2 East  103rd  Street — Room  441 

1.  Granulomatous  Disease  of  the 
Stomach 

MORRIS  MAGEN,  M.D. 

The  Long  Island  Jewish  Hospital 

Discussant: 

IRWIN  KATZKA,  M.D. 

The  Long  Island  Jewish  Hospital 

2.  The  Problem  of  Persistent  Gastric 
Ulcer 

ROMULO  CUY,  M.D. 

V.A.  Hospital,  Manhattan 

Discussant: 

David  Z.  Zimmon,  M.D. 

V.A.  Hospital,  Manhattan 

3.  Paper  of  the  Evening 

Studies  on  the  Gastric  Epithelial 
Barrier 

WILLIAM  SILEN,  M.D. 

Harvard  Medical  School 


8 : 30  p.m. 

Beth  Israel  Hospital 

10  Nathan  D.  Perlman  Place 
1 2th  Floor  Conference  Room,  Dazian  Pavilion 

ETIOLOGICAL  FACTORS  IN  LUNG 
CANCER 

MARVIN  KUSCHNER,  M.D. 

N.Y.U.  School  of  Medicine 


TUESDAY,  DECEMBER  9 

8:00  p.m. 

Section  on  Allergy,  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine, 
of  Brooklyn 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

THE  ALLERGIST  AND  THE 
AIR  POLLUTION  PROBLEM 

FRANK  L ROSEN,  M.D.,  Choirman 
Air  Pollution  Committee 
American  College  of  Allergists 


WEDNESDAY,  DECEMBER  10 

4 : 00-5 : 00  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

Adipose  Tissue  Metabolism 

THE  ROLE  OF  CYCLIC  AMP  IN  THE 
CONTROL  OF  ADIPOSE  TISSUE 
METABOLISM 

REGINALD  W.  BUTCHER,  Ph.D. 

University  of  Massachusetts  Medical  School 


8:15  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  1 03rd  Street 

THE  ACADEMIC  SURGICAL  ARENA, 
WITH  SPECIAL  REFERENCE  TO 
HISTORICAL  ASPECTS  OF  WOUND 
MANAGEMENT 

OWEN  H.  WANGENSTEEN,  M.D. 

University  of  Minnesota  Medical  School 


THURSDAY,  DECEMBER  11 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Pediatrics  with  the 
Pediatric  Pulmonary  Disease  Center 
Babies  Hospital,  New  York 

2 East  103  rd  Street 
Symposium  on 

THE  COMPREHENSIVE  CARE  OF 
CHRONIC  LUNG  DISEASE  IN 
CHILDREN 

CAROLYN  R.  DENNING,  Moderator 
Columbia  University  P & S 

1.  The  Spectrum  of  Chronic  Lung 
Disorders 

EDWARD  M.  SEWELL,  M.D. 

University  of  Pennsylvania  School  of  Medicine 

2.  Practical  Use  of  Pulmonary  Function 
Studies  on  Blood  Gas  Analysis 

CARL  W.  DOERSHUK,  M.D. 

Case  Western  Reserve  School  of  Medicine 

3.  Inhalation  Therapy  and  Bronchial 
Drainage  in  the  Management  of 
Chronic  Lung  Diseases  in  Children 

CARL  W.  DOERSHUK,  M.D. 

4.  Infection  in  Chronic  Lung  Disease 

KATHERINE  SPRUNT,  M.D. 

Columbia  University  P & S 
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5.  Community  Resources  for  Children 
with  Chronic  Lung  Disease  in  City. 
Are  Existing  Facilities  Adequate? 

DONNA  O’HARE,  M.D. 

Bureau  for  Handicapped  Children 
Department  of  Health,  New  York 

Funded  under  the  Division  of  Regional  Medical 
Programs,  USPHS 

CREDIT:  C-1 


FRIDAY,  DECEMBER  12 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

HOW  DO  OUR  LEADERS  THINK? 

JOSEPH  R.  BUCHANAN,  M.D. 

Board  Cooperative  Education  Services 
Rockland  County 


December  12,  1969  / December  14,  1969 

7:30  a.m.  Registration 

The  American  College  of  Cardiology  and 
St.  Barnabas  Hospital,  New  York 

Americana  Hotel 

7th  Avenue  at  W.  52nd  Street 

THE  ART  AND  SCIENCE  OF 
CARDIOVASCULAR  THERAPY 

Friday  Morning 

1.  Doctors,  Devices  and  Drugs 

PAUL  D.  WHITE,  M.D.,  STEWART  WOLF,  M.D., 
DANIEL  L.  AZARNOFF,  M.D.,  WILLIAM  H.  GORDON, 
M.D. 

2.  Digitalis  and  Diuretics 

PAUL  D.  WHITE,  M.D.,  Chairman 
DEAN  T.  MASON,  M.D.,  BORYS  SURAWICZ,  M.D., 
A.  CLIFFORD  BARGER,  M.D.,  JOHN  H.  LARAGH, 
M.D.,  WILLIAM  LIKOFF,  M.D. 

Luncheon  Panel 

HIGHLIGHTS  OF  MODERN  THERAPY 

WILLIAM  H.  GORDON,  M.D.,  Moderator 

LEWIS  E.  JANUARY,  M.D.,  JOHN  F.  BRIGGS,  M.D. 

MILTON  M.  HURWITZ,  M.D.,  IRVING  S.  WRIGHT,  M.D 

Friday  Afternoon 

1.  Antianginal  and  Antiarrhythmic 
Agents 

JOHN  G.  BRIGGS,  M.D.,  Chairman 
HENRY  I.  RUSSEK,  M.D.,  BURTON  L.  ZOHMANN, 
M.D.,  MARK  NICKERSON,  M.D.,  LEONARD  S. 
DREIFUS,  M.D.,  BORYS  SURAWICZ,  M.D.,  DEAN  T. 
MASON,  M.D. 

2.  Panel  Discussion:  Therapeutic 

Approaches  in  Refractory  Angina, 
Arrhythmia  and  Congestive  Heart 


Failure 

WILLIAM  LIKOFF,  M.D.,  Moderator 
Panel:  The  Above  Speakers 

Saturday  Morning 

1.  Antihypertensive  Agents 

BURTON  L.  ZOHMANN,  M.D.,  Chairman 
WILLIAM  B.  ABRAMS,  M.D.,  ALBERT  N.  BREST,  M.D., 
JOHN  H.  MOYER,  III,  M.D.,  FRANK  A.  FINNERTY, 
JR.,  M.D. 

2.  Antilipemic  and  Anticoagulant  Drugs 

LOUIS  F.  BISHOP,  M.D.,  Chairman 
DAVID  KRITCHEVSKY,  Ph.D.,  NORTON  SPRITZ,  M.D., 
WILLIAM  B.  ABRAMS,  M.D.,  STANFORD  WESSLER, 
M.D. 

Luncheon  Panel 

THE  PRUDENT  MANAGEMENT  OF  THE 
CORONARY-PRONE  SUBJECT 

ELIOT  CORDAY,  M.D.,  Moderator 

WARREN  R.  GUILD,  M.D.,  WILLIAM  B.  KANNEL,  M.D., 

PETER  T.  KUO,  M.D.,  STEWART  WOLF,  M.D. 

Saturday  Afternoon 

1.  Drugs  Acting  on  the  Sympathetic 
Nervous  System 

ARTHUR  M.  MASTER,  M.D.,  Chairman 

NEIL  D.  MORAN,  M.D.,  DANIEL  L.  AZARNOFF,  M.D., 

ELIOT  CORDAY,  M.D.,  MARK  NICKERSON,  M.D. 

2.  Panel  Discussion:  Clinical 

Pharmacology  of  the  Sympathetic 
Nervous  System 

MARK  NICKERSON,  M.D.,  Moderator 

Panel:  The  above  speakers  and  BORYS  SURAWICZ, 

M.D. 

Sunday  Morning 

1.  Acute  Coronary  Care:  Recent 

Therapeutic  Advances 

WILLIAM  J.  GRACE,  M.D.,  Chairman 

J.  FRANK  PANTRIDGE,  M.D.,  HUGHES  W.  DAY, 

M.D.,  KENNETH  W.  G.  BROWN,  M.D. 

2.  Panel  Discussion:  Future  Prospects  in 

Coronary  Care 

WILLIAM  J.  GRACE,  M.D.,  Moderator 
Panel:  The  above  speakers 

3.  Advancing  Frontiers  in  Surgical 
Treatment  for  Cardiovascular  Disease 

CHRISTIAAN  N.  BARNARD,  M.D.,  Chairman 
ALVIN  A.  BAKST,  M.D.,  DWIGHT  E.  HARKEN,  M.D., 
CHARLES  P.  BAILEY,  M.D.,  TERUO  HIROSE,  M.D., 
DONALD  B.  EFFLER,  M.D.,  C.  WALTON  LILLEHEI, 
M.D.,  VICTOR  PARSONNET,  M.D.,  DENTON  A. 
COOLEY,  M.D. 

4.  Panel  Discussion:  Present  and  Future 

Prospects  in  Transplantation  and 
Mechanical  Replacement  of  the  Heart 

C.  WALTON  LILLEHEI,  M.D.,  Moderator 
Panel:  CHARLES  P.  BAILEY,  M.D.,  CHRISTIAAN  N. 

BARNARD,  M.D.,  DENTON  A.  COOLEY,  M.D., 
DWIGHT  E.  HARKEN,  M.D.,  JACOB  ZIMMERMAN, 
M.D. 
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Adjourn  1 : 45  p.m. 

FEES:  $85  for  Member*  of  ACC  CREDIT:  C-l 

$100  for  non-members 

Send  applications  to:  WILLIAM  D.  NELLIGAN,  Ex.  Dir., 

American  College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


SATURDAY,  DECEMBER  13 

8:30  a.m.-5:00  p.m. 

Columbia  University  P & S 

630  West  168th  Street 

ADVANCES  IN  CLINICAL 
ANESTHESIOLOGY 

E.  M.  PAPPER,  M.D.,  Directing 

Apply  to:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean, 

at  the  above  address. 

FEE:  $50 


December  15,  1969  / December  17,  1969 

The  New  York  State  Society  of 
Anesthesiologists 

New  York  Hilton  Hotel 

23rd  POSTGRADUATE  ASSEMBLY  IN 
ANESTHESIOLOGY 

Monday  Morning 

REAPPRAISAL  OF  SHOCK 

LOUIS  R.  ORKIN,  M.D.,  Chairman 

DOMINGO  M.  AVIADO,  M.D.,  ALFRED  P.  FISHMAN, 

M.D.,  JOHN  B.  WEST,  M.D.,  JAMES  W.  WILSON,  M.D. 

Seminar  Luncheons  with  the  Experts 

Monday  Afternoon 

OBSTETRICAL  ANESTHESIA:  THE 
FETUS  IN  DISTRESS 

FREDERICK  W.  HEHRE,  M.D.,  Panel  Chairman 

SOL  M.  SHNIDER,  M.D.,  GEORGE  B.  JACKSON,  M.D. 

RICHARD  H.  PAUL,  M.D.,  ALEX  CAMPBELL,  M.D. 

Tuesday  Morning 

1.  Hospital  Clinics  at  Various  Hospitals 

2.  Residents’  Program 

3.  Television  Program 

Wednesday  Morning 

1.  Problems  Associated  with  Anesthetic 
and  Inhalational  Equipment 

EUGENE  L.  NAGEL,  M.D.,  Panel  Chairman 
LTC  JAMES  A.  MEYER,  MC;  LAWRENCE  J.  SAIDMAN, 
M.D.;  CHARLES  G.  BATTIG,  M.D.;  JOHN  B. 
STETSON,  M.D. 

2.  Adverse  Drug  Reaction 

WALTER  MODELL,  M.D.,  Panel  Chairman 

Panel:  EDWARD  A.  CARR,  JR.,  M.D.,  CHAUNCEY 

D.  LEAKE,  M.D.,  ROBERT  B.  FORNEY,  M.D. 


Seminar  Luncheons  with  the  Experts 
Wednesday  Afternoon 

1.  Anesthesia  and  (Mitochondrial) 
Respiration 

PETER  J.  COHEN,  M.D. 

2.  Pediatric  Fluid  and  Electrolytes 

LAURENCE  FINBERG,  M.D. 

3.  The  Shock  Lung 

W.  GLENN  YOUNG,  JR.,  M.D. 

4.  Blood  Fractions  and  Their  Use  in 
Anesthesiology 

TIBOR  J.  GREENWALT,  M.D. 

Direct  inquiries  to:  The  New  York  State  Society  of 

Anesthesiologists,  Inc.,  30  East  42nd  Street,  New  York, 
N.Y.  10017 
Tel.  (212)  TN7-71  40. 


MONDAY,  DECEMBER  15 

8:00  p.m. 

Mount  Sinai  School  of  Medicine 

Clinical  Amphitheatre,  6th  Floor  Administration  Bldg. 

1 East  100th  Street 

Monthly  Chemotherapy  Seminar 

PROSPECTIVES  FOR  INDUCED  TUMOR 
IMMUNITY  IN  MAN 

CHESTER  SOUTHAM,  M.D. 

Cornell  University  Medical  College 


December  15,  1969  / December  17,  1969 

The  New  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

PHYLOGENESIS  AND  MORPHOGENESIS 
IN  THE  ALGAE 

JEROME  F.  FREDRICK,  Ph.D. 

Dodge  Chemical  Company 

Co-Chairmen: 

RICHARD  M.  KLEIN,  Ph.D. 

PHILIP  C.  COOK,  Ph.D. 

University  of  Vermont 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1969-70 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

December  4,  1969 
Thoracic  Surgery 
December  1 1,  1969 
Office  Pediatrics 
January  8,  1970 
Genetics 
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January  15,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

CREDIT:  C-l 


ALBANY  AREA  FUTURE  EVENT 


January  5,  1970  / for  17  days 

The  Albany  Medical  College  of  Union 
University 

ELEVENTH  POSTGRADUATE  MEDICAL 
SEMINAR  CRUISE 

CREDIT:  C-l 


JOHNSON  CITY 


December  4,  1969  and  December  1 1,  1969 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
33-57  Harrison  Street 

December  4 

Adrenergic  Blocking  Drugs 

CHARLES  R.  ROSS,  M.D. 

December  1 1 

Adrenergic  Blocking  Drugs 

CHARLES  R.  ROSS,  M.D. 

CREDIT:  C-l 


NASSAU  COUNTY 


December  3 , 1969  and  December  10,  1969 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Lectures  in  Pathology 

by  E.  J.  FELDERMAN,  M.D. 

December  3 

Abnormalities  of  Cell  Growth 
and  Neoplasia 

December  10 

Derangements  in  Fluids 
and  Blood  Flow 

CREDIT:  C-l 


SYRACUSE 


December  4,  1969  and  December  11,  1969 

8:00  a.m.,  Thursdays 

Department  of  Urology 

Upstate  Medical  Center 

Room  6500 

75 0 E.  Adams  Street 

December  4 

Adrenal  Physiology  in  Hyperplasia  and 
Tumors 

DAVID  STREETEN,  M.D. 

State  University  Hospital 

December  1 1 

Radiotherapy  in  Carcinoma  of  the  Testicle 

ROBERT  SAGERMAN,  M.D. 

State  University  Hospital 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  continue 
the  format  established  last  year  but  to  an  expanded 
network.  It  is  anticipated  that  for  the  current  year 
there  will  be  about  60  outlets  on  the  network  organized 
by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 

interest  presented  Tuesday  mornings  beginning  Sept.  16 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the 
first  Wednesday  and  the  once-a-month  series  on 
Trauma  presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  221  1 Main  Street,  Buffalo,  N.Y., 
Tel(71  6)  833-2726. 
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RADIO  IN  ALBANY  AND  CANTON 
AREAS 


December  1,  1969  / December  15,  1969 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicions 
Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

December  1 and  4 

Cerebrovascular  Disease:  Etiology  and 

Treatment 

Kevin  D.  Barron,  M.D. 

Cesar  M.  Mayo,  M.D. 

Eugene  D.  Means,  M.D. 

Albany  Medical  College 

December  2,  3 and  5 

The  Prevention  of  Stroke 

John  H.  Davis,  M.D. 

Charles  M.  Poser,  M.D. 

University  of  Vermont  College  of  Medicine 

December  8 and  11 
Student  Drug  Abuse 

William  D.  Alsever,  M.D. 

SUNY  Upstate  Medical  Center,  Syracuse 

December  9,  10  and  12 
Transvenous  Pacing 

Michael  D.  Klein,  M.D. 

Bernard  D.  Kosowsky,  M.D. 

Harvard  School  of  Public  Health 

December  15  and  18 

Recent  Advances  in  Endocrinology 

Thomas  F.  Frawley,  M.D. 

St.  Louis  University  School  of  Medicine 

CREDIT:  C-l  if  attendance  is  taken 


RADIO  IN  NEW  YORK  CITY  AREA 


December  1,  1969  / December  15,  1969 

1 2 noon-1  :00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicions 
Station  WRVR-FM  1 06.7  Mhz. 

December  1 

Cerebrovascular  Disease:  Etiology  and 

Treatment 

Kevin  D.  Barron,  M.D. 

Cesar  M.  Mayo,  M.D. 

Eugene  D.  Means,  M.D. 

Albany  Medical  College 

December  8 

Student  Drug  Abuse 

William  D.  Alsever,  M.D. 

SUNY  Upstate  Medical  Center,  Syracuse 


December  1 5 

Recent  Advances  in  Endocrinology 

Thomas  F.  Frawley,  M.D. 

St.  Louis  University  School  of  Medicine 

CREDIT:  C-1  if  attendance  is  taken 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


STAR  LAKE,  N.Y.,  St.  Lawrence  County 
Surgeon  wanted 

CONTACT:  CARL  DJUVIK,  President  Board  of  Managers, 

Star  Lake,  N.Y.  13690  Tel  (315)  848-3367  or  Mrs. 
Doris  Holl,  Administrator,  Clifton-Fine  Hospital,  Star 
Loke,  New  York  13690.  Tel.  (315)  848-3351. 


KINDERHOOK,  N.Y.,  Columbia  County. 

Pediatrician  wanted. 

CONTACT:  MATTHEW  A.  ASBORNSEN,  M.D.,  Kinder- 

hook,  N.Y.  12106.  Tel.  (51  8)  684-61 01 . 


SALAMANCA,  N.Y.,  Cattaraugus  County. 

Doctors  wanted. 

CONTACT:  MRS.  OTTO  KRITTER,  Member  of  the  Mayor's 
Committee  to  Recruit  Doctors,  23  Fawn  Avenue,  Sala- 
manca, N.Y. 


EVENTS  RECEIVED 
AFTER  DEADLINE 


December  5,  1969  and  December  12,  1969 

8:00-9:30  o.m.,  Fridays 

Maimonides  Medical  Center,  Department  of 
Pediatric  Services  and  the  Department  of 
Obstetrics  and  Gynecology,  Downstate 
Medical  Center  and  Kings  County  Chapter 
of  AAGP 

Fuhs  Auditorium 
4802  Tenth  Avenue 

THE  APPROACH  TO  PEDIATRICS  AND 
GYNECOLOGY  FOR  THE  FAMILY 
PHYSICIAN 

December  5 

Gyn  Problems  of  the  Adolescent 

HARRY  PACE,  M.D. 

Downstate  Medical  Center 

December  12 

Pediatric  G.U.  Problems 

GILBERT  WISE,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 
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SATURDAY-DECEMBER  6 

9 : 00  a.m. 

Miseridordia-Fordham  A + liation 
Miseridordia  Hospital 

School  of  Nursing,  Room  B-l  6 
600  East  233rd  Street 
Bronx 

SEXUAL  MALADJUSTMENTS  IN 
MARRIAGE 

MICHAEL  J.  DALY,  M.D. 

Temple  University  Hospital  Medical  School 
Philadelphia,  Pa. 


1 0:00  a.m. 

The  Postgraduate  Institute  of  Osteopathic 
Medicine  and  Surgery  and  the  New  York 
Academy  of  Osteopathy 

Waldorf-Astoria  Jade  Room 

A SYMPOSIUM  ON  CONNECTIVE  TISSUE 

ROBERT  E.  KAMEN,  D.O. 

FEE:  $10  CREDIT:  C-1 


WEDNESDAY-DECEMBER  10 

8:00  p.m. 

New  York  Surgical  Society 

2 East  103rd  Street 

Case  Report: 

Hypertrophy  of  Right  Lower  Extremity 
and  Other  Effects  of  Multiple  minute  A-V 
Fistulae 

WILLIAM  H.  CASSEBAUM,  M.D. 


Papers: 

1.  Chronic  Afferent  Loop  Syndrome 

CARLO  E.  GROSSI,  M.D. 

WILLIAM  F.  MITTY,  JR.,  M.D. 

THOMAS  F.  NEALON,  M.D. 

2.  Omental  Transfer  for  Revascularization 
of  the  Extremities 

DANIEL  F.  CASTEN,  M.D. 

EDGARDO  S.  ALDAY,  M.D. 

JOSE  C.  ALBA,  M.D. 

ARTHUR  C LOGAN,  M.D. 

3.  Elimination  of  Obliterative  Vascular  Le- 
sions in  Human  Renal  Transplants 

LEWIS  BURROWS,  M.D. 

S.  GLABMAN,  M.D. 

I.  GELERNT,  M.D. 

ALLAN  E.  KARK,  M.D. 


IMPORTANT  NOTICE 


The  deadline  dates  for  WHAT  GOES  ON  are  being 
changed  to  accommodate  the  New  York  State  Journal 
of  Medicine. 

Starting  with  the  January  16-31,  1970  copy  for 
WHAT  GOES  ON,  please  adhere  to  the  following 
NEW  dates: 


DEADLINE  DATES  FOR 
What  Goes  On 
November  25,  1969 
WGO  January  16-31 
December  10,  1969 
WGO  February  1-15 
December  25,  1969 
WGO  February  16-28 
January  1 0,  1 970 
WGO  March  1-15 
January  25,  1 970 
WGO  March  16-31 
February  10,  1970 
WGO  April  1-15 
February  25,  1 970 
WGO  April  16-30 
March  10,  1970 
WGO  May  1-15 
March  25,  1970 
WGO  May  15-31 
April  10,  1970 
WGO  June  1-15 
April  25,  1970 
WGO  June  16-30 
May  10,  1970 
WGO  July  1-31 
June  1 0,  1 970 
WGO  August  1-31 
July  1 0,  1 970 
WGO  September  1-15 
July  25,  1970 
WGO  September  1 6-30 
August  1 0,  1 970 
WGO  October  1-15 
August  25,  1 970 
WGO  October  16-31 
September  10,  1970 
SGO  November  1-15 
September  25,  1970 
WGO  November  15-30 
October  1 0,  1 970 
WGO  December  1-15 
October  25,  1970 
WGO  December  16-31 
November  10,  1970 
WGO  January  1-15,  1971 


PUBLICATION  DATES  FOR 
New  York  State  Journal  of 
Medicine 

January  1 , 1 970 

January  1 5,  1 970 

February  1 , 1970 

February  1 5,  1 970 

March  1 , 1 970 

March  1 5,  1 970 

April  1 , 1 970 

April  15,  1970 

May  1,  1970 

May  15,  1970 

June  1,  1970 

June  15,  1970 

July  15,  1970 

August  1 5,  1 970 

September  1 , 1 970 

September  15,  1970 

October  1 , 1 970 

October  15,  1970 

November  1,  1970 

November  15,  1970 

December  1 , 1 970 

December  15,  1970 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  "it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 


THE  ULCER  CLIMATE... 

Sometimes  deceptively  sunny-with  only  the 
patient’s  ulcer  to  suggest  the  physical  exhaustion,  the  financial  problems, 
the  daily  frustrations,  that  are  part  of  each  year’s  harvest. 


For  the  duodenal  ulcer  patient  who  works  in  this  kind  of 
atmosphere,  dual-action  Librax®  can  be  particularly  useful. 

To  help  simplify  total  management  of  acute  duodenal 
ulcer,  Librax  provides  TWO  kinds  of  calming  action. 

Librax,  in  a single,  convenient  capsule,  combines  the 
well-known  antianxiety  effect  of  Librium®  (chlordiazepoxide 
HCI)  and  the  potent  dependable  anticholinergic,  Quarzan® 
(clidinium  Br).  The  antianxiety  effect  of  Librium  rapidly 
helps  calm  the  tense,  high-strung  patient,  thereby  bolstering 
his  ability  to  take  daily  stresses  in  stride.  For  many  indi- 
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Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

"By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we're  looking  for  is  a single 
entity . I thought  we  were  dealing  w ith  several  others — 
even  twins.  But  now — I'd  say  we’ve  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 
(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

"The  key  to  the  whole  cypher  is  SYNTH  ROl  D (sodium 
levothyroxine)”  . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  "A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow'  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — - 
T4  as  you  call  it.  T4  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T„.  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 


Jermmycin 

oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn 
of  lower  leg.  To  combat  shock,  restore  circulatory 
volume  and  replace  protein  loss,  plasma  is  adminis- 
tered. Local  pressure  dressing  applied.  Limb  elevated 
to  limit  the  flow  of  lymph.  About  36  hours  after 
admission  the  patient  develops  an  elevated  tempera- 
ture and  complains  of  pain  at  the  site  of  the  lesion. 
Dressing  removed.  A suppurating  slough  area  has 
developed  over  part  of  the  burn.  A swab  specimen  is 
taken  for  culture  and  the  slough  area  is  debrided. 
Antibacterial  treatment  is  begun  with  Terramycin 
l.M.  Days  later,  recovery  is  progressing,  and  the 
laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  con- 
firming the  therapeutic  choice.  Terramycin  therapy  is 
continued  until  all  signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers 
special  advantages  in  treating  bacterial  infections 
complicating  burns,  when  strains  of  causative  orga- 
nisms are  susceptible.  Broad-spectrum  antibacterial 
coverage.  Activity  unaffected  by  penicillinase. 

Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  l.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intra- 
muscular use.  Requires  no  refrigeration.  Remains 
stable  for  at  least  two  years.  Available  for  immediate 
use  in  Isoject,®a  disposable  injection  unit.  In  difficult 
as  well  as  routine  cases,  when  tests  reveal  susceptible 
organisms,  consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


(oxytetracycline) 


LABORATORIES  DIVISION 

New  York.  N.Y.  10017 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg. /lb. /day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request . 


Indication  — Oral  contraception. 

Contraindications  —Thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history 
of  these  conditions,  markedly  impaired  liver  function, 
known  or  suspected  carcinoma  of  the  breast,  known 
or  suspected  estrogen-dependent  neoplasia,  undiag- 
nosed abnormal  genital  bleeding. 

Warnings  — Watch  for  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovas- 
cular disorders,  pulmonary  embolism,  retinal  throm- 
bosis); if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  1968  estimate 
there  is  a seven-  to  tenfold  increase  in  mortality  and 
morbidity  due  to  thromboembolic  diseases  in  women 
taking  oral  contraceptives.  In  these  controlled  retro- 
spective studies,  involving  36  reported  deaths  and  68 
hospitalizations  due  to  "idiopathic"  thromboem- 
bolism, statistical  evaluation  indicated  that  the  dif- 
ferences observed  between  users  and  non-users  were 
highly  significant.  The  conclusions  reached  in  the 
studies  are  summarized  in  the  table  below: 


Comparison  o(  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and 
Non-Users  of  Oral  Contraceptives  in  Britain 


Category 

Mart  slit/ 

Hospitalization 

Rates 

Rates 

(Morbidity) 

Age  20-34  Age  35-44  Age  20-44 

Users  of  Oral 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of 
spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision,  or 
sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withd raw  medication  if  papilledema  or  retinal  vas- 
cular lesions  are  found. 

Since  the  safety  of  Enovid-E  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  preg- 
nancy be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  con- 
traceptive regimen.  If  thepatient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  con- 
traceptives has  been  identified  in  the  milk  of  mothers 
receiving  these  drugs.  The  long-range  effect  to  the 
nursing  infant  cannot  be  determined  at  this  time. 
Precautions  — Pretreatment  physical  examination 
should  include  special  reference  to  the  breasts  and 
pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  Enovid-E.  Therefore,  it  is  recommended 
that  such  tests  if  abnormal  be  repealed  after  the  drug 
has  been  withdrawn  for  two  months. 

Pie-existing  uterine  libromyomas  may  increase  in 


Because  these  agents  may  cause  some  degree 
fluid  retention,  conditions  which  might  be  influenc 
by  this  factor,  such  as  epilepsy,  migraine,  asthm 
cardiac  or  renal  dysfunction,  require  careful  obse 
vation. 

In  breakthrough  bleeding,  and  all  irregular  vagi r 
bleeding,  consider  nonfunctional  causes.  Adequa 
diagnostic  measures  are  indicated  in  undiagnosi 
vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psych 
depression  and  discontinue  the  drug  if  severe  d 
pression  recurs. 

Any  possible  influence  of  prolonged  Enovid 
therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in 
significant  percentage  of  patients  on  oral  contrace 
fives.  The  mechanism  of  this  decrease  is  obscure.  F 
this  reason,  diabetic  patients  should  be  observi 
carefully  while  receiving  Enovid-E. 

Because  of  the  elfects  of  estrogens  on  epiphyse 
closure  Enovid-E  should  be  used  judiciously  in  youi 
patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolu 
limiting  factor  although  Enovid-E  therapy  may  mar 
the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Enovid- 
therapy  when  lelevant  specimens  are  submitted. 
Adverse  Reactions— A statistically  significant  assi 
elation  has  been  shown  between  use  of  oral  contr, 


Just  what 
the  doctor 
ordered 

ind  spaced  just  right  in  the  family  plan  ...  worked  out  years  before 
>y  the  physician  and  the  baby’s  parents.  With  the  Enovid-E  record 
>f  dependability  (more  than  4 million  woman-years  of  actual  use), 
this  kind  of  planning  becomes  possible. 


Although  available  evidence  is  suggestive  of  an 
ssociation,  such  a relationship  has  been  neither 
onfirmed  nor  refuted  for  the  following  serious  ad- 
erse  reactions:  cerebrovascular  accidents,  neuro- 
cular  lesions,  e.g.,  retinal  thrombosis  and  optic 
euritis. 

The  following  adverse  reactions  are  known  to  occur 
1 patients  receiving  oral  contraceptives:  nausea, 
omiting,  gastrointestinal  symptoms  (such  as  ab- 
ominal  cramps  and  bloating),  breakthrough  bleed- 
lg,  spotting,  change  in  menstrual  flow,  amenorrhea 
uring  and  after  treatment,  edema,  chloasma  or 
lelasma,  breast  changes  (tenderness,  enlargement, 
ecretion),  change  in  weight,  changes  in  cervical 


erosion  and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  post  partum,  choles- 
tatic jaundice,  migraine,  allergic  rash,  rise  in  blood 
pressure  in  susceptible  individuals,  mental  depres- 
sion. 

Although  the  following  adverse  reactions  have 
been  reported  in  users  of  oral  contraceptives,  an 
association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syn- 
drome, changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair, 
erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 


The  following  laboratory  results  may  be  altered  by 
oral  contraceptives:  hepatic  function;  increased  sul- 
fobromophthalein  and  other  tests;  coagulation  tests: 
increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extract- 
able protein  bound  iodine,  and  decrease  in  T3  up- 
take values;  metyrapone  test;  pregnanedial  deter- 
mination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M. 
P„  and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27) 
1968. 

Before  prescribing  see  complete  prescribing  infor- 
mation. 


nakes  planning  life  a little  easier. 
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i64th  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  — STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  a»y 


Highlights  . . . General  Sessions:  Man  and  His  Environment; 
Infections:  Viral,  Bacteriologic,  Parasitic;  Oncology 


Cardiovascular  Diseases; 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance • Scientific  and  Technical  Exhibits*  Scientific  Motion  Pictures. 


Complete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 

TELEPHONE  (212)  581-1000 

PLEASE  CHECK  ( V)  ACCOMODATIONS  DESIRED 

(Ail  rooms  subject  to  5%  New  York  City  Room  tax) 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6-00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


SINGLE  BEDROOM 


□ $20.00 
□ $28.00 

□ $22.00 
□ $30.00 

□ $24.00 

□ $32.00 

□ $26.00 
□ $34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS  FOR  TWO 

□ $26.00 
□ $34.00 

□ $28.00 
□ $36.00 

□ $30.00 

□ $38.00 

□ $32.00 

□ $40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ $28.00 

□ $30.00 

□ $32.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

□ $38.00 

□ $32.00 

□ $40.00 

□ $34.00 

□ $36.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ $70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00 

□ $86.00 

□ $90.00 

□ $105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  your 
convention. 
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Book  Notes 


Atlas  of  Radical  Pelvic  Surgery.  By  James 
H.  Nelson,  Jr.,  M.D.  Quarto  of  255  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1969.  Cloth,  $22.50. 

The  author  is  a surgeon  whose  life’s  work  has 
been  the  operative  control  of  pelvic  cancer.  He 
is  familiar  with  the  many  complex  approaches  to 
the  surgical  treatment  of  pelvic  malignancy. 
The  plates  presented  in  this  work  are  not  mere 
diagrammatic  sketches  but  are  exact  pictures  of 
surgical  technic  combined  with  anatomic  ac- 
curacy. The  accompanying  text  is  carefully 
worded  to  conserve  space  and,  yet,  ample 
enough  to  explain  the  technical  details  of  the 
plates  and  the  philosophy  behind  the  operations. 

Neurobiological  Aspects  of  Psychopathol- 


ogy. Edited  by  Joseph  Zubin,  Ph.D.,  and 
Charles  Shagass,  M.D.  Octavo  of  429  pages, 
illustrated.  New  York,  Grune  & Stratton  Inc., 
1969.  Cloth,  $18.75. 

The  main  purpose  of  this  symposium  was  to  re- 
view current  knowledge  of  central  nervous  sys- 
tem biology  as  it  pertains  to  the  behavior  of  the 
mentally  ill.  The  majority  of  the  papers,  thus, 
deal  with  biologic  observations  that  more  or  less 
directly  reflect  the  state  of  organization  of  the 
central  nervous  system  itself.  It  is  hoped  that 
the  discovery  of  the  more  basic  aspects  of  mental 
disorders  may  help  to  reveal  some  of  the  etio- 
logic  factors  underlying  them,  and  thus  hasten 
scientific  understanding,  and  make  possible  more 
effective  intervention. 
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His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  ot  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expected  in  the  cardiovascular 
patient.  A little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
cardiovascular  symptoms,  your  help  may 
be  needed. 

Naturally,  you'll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 
Side  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting  side 
effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  boses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanil 

(meprobamate)  EgEJ 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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r directed,  each  cc. 
will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 
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Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base 

: 


The  many 
forms 
of  llosone 

Erythromycin  Estolate 


Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Editorial 


Well  deserved  awards 


At  a dedication  ceremony  on  September 
16,  the  Board  of  Managers  of  Memorial 
Hospital  for  Cancer  and  Allied  Diseases 
presented  the  Katharine  Berkan  Judd 
Award  for  outstanding  contribution  to  can- 
cer research  to  Denis  Parsons  Burkitt, 
M.D.,  F.R.C.S.,  member,  External  Sci- 
entific Staff,  Medical  Research  Council; 
honorary  teacher  in  clinical  surgery,  Maker- 
ere  University  College  Medical  School. 

Denis  Parsons  Burkitt  was  horn  in  In- 
niskillee.  Northern  Ireland.  He  received 
his  medical  degrees  (M.B.,  B.Ch.)  from 
Trinity  College,  Dublin;  became  a Fellow 
of  the  Royal  College  of  Surgeons 
(F.R.C.S.),  Edinburgh;  and  received  his 
M.D.  from  Dublin. 

After  service  with  the  British  Army  as  a 
surgical  specialist,  Mr.  Burkitt  joined  the 
Colonial  Medical  Service  and  was  posted  to 
Uganda.  As  consultant  surgeon  at  Mulago 
Hospital  from  1948  to  1966,  and  as  a busy 
general  surgeon,  Mr.  Burkitt  first  observed 
the  lymphoma  of  African  children  which 
now  bears  his  name.  Although  others  had 
seem  the  jaw  tumors  before,  his  first  im- 
portant contribution  was  the  demonstra- 
tion that  these  jaw  tumors  were  only  the 
most  obvious  manifestations  of  a neoplastic 
disease  multicentric  in  origin.  After  his 
description  of  the  disease  in  1958,  it  be- 
came obvious  that  it  was  much  more  com- 
mon than  had  been  realized,  and  Mr.  Bur- 
kitt became  interested  in  its  bizarre  dis- 
tribution. Making  use  of  an  ingenuous, 
illustrated  questionnaire,  he  demonstrated 
that  the  incidence  of  the  disease  was  de- 
pendent on  temperature  and  moisture,  and 
coincided  with  that  of  malaria.  This  he 
confirmed  by  numerous  safaris  to  hospitals 
all  over  Central  and  East  Africa — safaris 
made,  incidentally,  with  a minimum  of 
financial  support. 

His  observations  regarding  the  epidemi- 
ology of  the  disease  suggested  an  arthropod 


vector  and  a possible  viral  causative  factor, 
and  sparked  the  work  of  Epstein,  Barr,  and 
others  who  discovered  a virus  in  cell  cul- 
tures from  the  tumor. 

Mr.  Burkitt’s  observations  on  the  occa- 
sional curability  of  Burkitt’s  tumor  by 
chemotherapy  stimulated  similar  studies 
by  others  who  have  demonstrated  that  this 
disseminated  type  of  cancer  may  be  curable 
in  a high  percentage  of  patients.  His  find- 
ings also  provoked  the  interest  of  several 
teams  of  immunologists  in  the  high  titer  of 
antibodies  formed  against  the  Burkitt  cells 
or  the  EB  virus  in  patients  with  Burkitt’s 
tumor,  particularly  when  the  disease  had 
regressed  after  chemotherapy.  This  work 
gave  great  impetus  to  the  search  for  further 
cancer-specific  antibodies  in  man. 

Thus  the  original  observations  of  Burkitt 
have  had  far-reaching  implications  and 
have  inspired  many  new  investigations  into 
the  immunology,  epidemiology,  and  chemo- 
therapy of  neoplastic  disease.  The  ripples 
from  the  original  stone  cast  by  Burkitt  in 
1958  are  continuing,  in  ever-widening  cir- 
cles, throughout  this  area. 

A second  Katharine  Burkan  Judd  Award 
was  presented  to  James  Augustine  Shan- 
non, M.D.,  Ph.D.;  special  advisor  to  the 
President  of  the  National  Academy  of  Sci- 
ences; formerly,  director  of  the  National 
Institutes  of  Health  of  the  United  States 
Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare. 

The  contributions  of  Dr.  Shannon  to  the 
advancement  of  knowledge  in  the  biomedi- 
cal sciences  are  unique.  They  are  different 
both  as  to  quality  and  quantity  from  those 
of  any  other  investigator  or  administrator. 

After  several  years  of  outstanding  work 
on  renal  physiology  at  New  York  Univer- 
sity School  of  Medicine,  he  contributed 
greatly  to  the  effective  control  and  preven- 
tion of  malaria  through  innovative  chemis- 
try during  the  years  of  World  War  II.  For 
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these  large  and  effective  efforts,  he  received 
innumerable  distinguished  awards. 

After  three  years  as  director  of  the 
Squibb  Institute  for  Medical  Research,  he 
joined  the  National  Institutes  of  Health; 
soon  became  associate  director,  and  in  1955, 
with  remarkable  dedication,  assumed  the 
enormous  responsibilities  of  the  director- 
ship. 

During  his  thirteen  years  in  that  demand- 
ing office,  he  guided  and  directed  the  growth 
and  development  of  the  National  Institutes 
of  Health,  which  now  includes  some  11  na- 
tional institutes  concerned  with  major 
diseases,  the  massive  Clinical  Center,  and 
eight  other  divisions.  Under  Dr.  Shan- 
non, National  Institutes  of  Health  support 
of  biomedical  research  increased  from  some 
$70  million  per  year  to  more  than  $1,180 
million,  a phenomenal  17-fold  growth. 
During  the  same  period,  he  fostered  the 
growth  and  expansion  of  the  National 
Cancer  Institute  from  an  annual  budget  of 
about  $22  million  to  1 or  more  than  $183  mil- 
lion, an  extraordinary  eight-fold  increase. 

Throughout  this  period  of  unprece- 
dented growth  of  the  extensive  and  diverse 
Federal  agency  he  directed,  Dr.  Shannon, 
through  his  imaginative  and  appreciative 
recognition  of  the  aspirations  and  needs  of 
investigators  in  the  biomedical  field,  bene- 
ficially and  significantly  affected  the  careers 


and  achievements  of  all  those  who  are  de- 
voted to  its  advancement. 

Katharine  Berkan  Judd,  who  died  in 
1936,  had  the  foresight  and  vision  to  realize 
that  scientists  in  the  days  to  come  would 
make  great  strides  toward  the  control  of 
cancer. 

It  was  Mrs.  Judd’s  wish  to  give  recogni- 
tion and  honor  to  those  who  “shall  have 
made  the  greatest  advancement  to  the  dis- 
covery of  a cure  for  cancer.”  Toward  that 
end,  she  provided  that  a portion  of  her 
estate  be  designated  as  the  “Katharine 
Berkan  Judd  Cancer  Fund”  and  be  pre- 
sented, in  trust,  to  the  Board  of  Managers  of 
Memorial  Center.  They,  in  turn,  were  to 
present  the  Judd  Award  to  those  men  of 
science  who  fulfilled  her  qualifications. 
Past  recipients  of  the  Award  are:  Dr. 

Robert  F.  Meyer,  Dr.  Claude  Regaud,  Dr. 
E.  L.  Kennaway,  Dr.  J.  W.  Cook,  Dr. 
Louis  F.  Fieser,  Dr.  Charles  Brenton  Hug- 
gins, Dr.  Allen  O.  Whipple,  Sir  Alexander 
Haddow,  Dr.  Eric  Boyland,  Dr.  Konrad 
Dobriner,  Dr.  Evarts  A.  Graham,  Dr. 
George  Otto  Gey,  Dr.  L.  H.  Gray,  Dr. 
Sidney  Farber,  Dr.  Peyton  Rous,  Dr.  C.  P. 
Rhoads,  Dr.  Edith  H.  Quimby,  Dr. 
Gioacchino  Failla,  Dr.  George  N.  Papani- 
colaou, Dr.  Jacob  Furth,  Dr.  Ralston  Pater- 
son, Dr.  Fred  W.  Stewart,  and  Dr.  David 
A.  Karnofsky. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  8 through  12,  1970 
The  Americana,  New  York  City 
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apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 
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that  prevents  monilial  overgrowth. 
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is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
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tetracycline-sensitive  organisms.  The  antifungal  compo- 
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excessive  accumulation  and  liver  toxicity.  Under  such  con- 
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visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
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Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
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priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  unpaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptom* 
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Sexual  Potency 
Following  Simple 
Prostatectomy 

FRED  M.  GOLD,  M.D 
New  York  City* 
ROBERT  S.  HOTCHKISS,  M.D- 
New  York  City 

Teaching  Assistant  (Dr.  Gold),  Professor  and 
Chairman  (Dr.  Hotchkiss),  Department  of  Urology, 
New  York  University  School  of  Medicine 


Loss  of  sexual  potency  following  per- 
ineal exposure  and  removal  of  the  prostate 
gland  is  a common  occurrence  and  well 
documented  in  urologic  literature. 1-8  The 
incidence  of  impaired  potency  following 
other  forms  of  prostatectomy,  however,  has 
received  less  attention,  thereby  providing 
the  basis  of  investigation  for  this  publica- 
tion. 

Finkle  and  Moyers4  defined  sexual  po- 
tency as  the  “ability  to  activate  psychic 
(emotional)  desire  for  sexual  intercourse 
into  penile  erection  adequate  for  coitus, 
and  to  achieve  gratification  (usually  ejacula- 
tion) during  the  sexual  act.”  They  further 
state,  “the  conditions  of  this  definition 
must  have  been  met  within  one  year  prior  to 
prostatectomy  or  within  one  year  following 
the  operation  in  order  for  the  patient  to  be 
considered  potent.”  These  authors  eval- 
uated 101  consecutive  simple  prostatecto- 
mies and  found  the  incidence  of  retained 
sexual  potency,  one  year  following  surgery, 
to  be  69  per  cent  irrespective  of  age. 

* Present  address:  15  Oak  Street,  Binghamton,  New 
York  13905. 


Materials  and  methods 

The  case  material  for  this  study  includes 
private  patients  treated  at  University 
Hospital  during  the  period  from  September, 
1966,  to  August,  1967.  These  patients 
represent  the  composite  work  of  7 attend- 
ing staff  urologists.  Excluded  from  the 
study  were  those  patients  with  prostatic 
carcinoma  or  other  systemic  neoplasms. 
Other  patients  were  arbitrarily  excluded 
from  the  protocol  on  the  basis  of  severe  or 
prolonged  postoperative  urologic  complica- 
tions or  associated  disabling  chronic  dis- 
eases. 

The  questionnaire  used  to  gather  statisti- 
cal data  includes  a brief  medical  history 
followed  by  an  inquiry  into  the  state  of 
sexual  potency  as  determined  by  the  ability 
to  maintain  (1)  sexual  desire,  (2)  suitable 
penile  erection,  (3)  orgasm  and/or  ejacula- 
tion, and  (4)  frequency  of  intercourse. 
Other  inquiries  concerned  such  factors  as  (1) 
recent  changes  in  marital  status  (2)  illness 
of  spouse,  and  (3)  recent  change  in  sexual 
attitudes  by  the  spouse  ( Fig.  1). 

As  these  patients  represent  an  accumu- 
lated experience  of  several  participating 
surgeons,  the  condition  of  psychologic 
counseling,  either  before  or  after  surgery, 
has  been  poorly  controlled  and  wall  be 
omitted  from  the  survey. 

Results 

A total  of  94  individuals  responded  to  our 
questionnaire.  The  youngest  was  forty- 
one  years  and  the  eldest  eighty-two  years. 
Since  sexual  potency  within  normal  males 
differs  significantly  with  age,5  the  respond- 
ents were  divided  into  3 groups  according 
to  age.  Within  each  group  the  patients 
were  subdivided  as  to  type  of  prostatec- 
tomy, either  suprapubic,  retropubic,  or 
transurethral  resection. 

Group  1.  Group  1 included  28  patients 
from  fifty  to  sixty  years  of  age.  Opera- 
tive technic  distribution  was:  suprapubic 

prostatectomy  12,  transurethral  prostatec- 
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Name: 

Age: 

Marital  Status: 

Occupation:  (if  retired  please  state) 

Medical  History  (answer  yes  or  no) 

1.  Heart  Disease 

2.  Diabetes  

3.  Hypertension 

4.  Cancer  — 

5.  Nerve  Disorders 

6.  Other  Surgery  (please  list) 

7.  Drugs  (please  list) 


Before  Prostatic  1 Year  After 

Sexual  Potency  Surgery  Prostatic  Surgery 

1.  Desire  for  intercourse 
(outstanding,  good,  poor,  none) 

2.  Quality  of  erection 
(outstanding,  good,  poor,  none) 

3.  Ejaculation  of  semen 
(state  yes  or  no) 

4.  Frequency  of  intercourse 
(number  of  times  per  month) 


5.  Please  list  any  associated  factors  perhaps  related  to  change  in  sexual  habits,  i.e.  illness  or  loss 
of  spouse,  personal  illness,  changes  in  sexual  interests  of  spouse. 

6.  Please  describe  any  changes  in  sexual  potency  or  performance  which  you  may  feel  is  related  to 
prostatic  surgery. 

If  none,  please  so  state. 

FIGURE  1.  Questionnaire  used  to  gather  statistical  data. 


tomy  15,  and  retropubic  prostatectomy 
1.  Twenty-two  patients  (80  per  cent) 
experienced  no  significant  changes  in  sexual 
potency  following  prostate  surgery.  In  3 
instances  (10  per  cent)  a decrease  in  sexual 
potency  was  reported  but  none  were  totally 
impotent.  In  3 individuals  (10  per  cent) 
improvement  in  sexual  potency  was  noted 
being  manifested  by  a substantial  increase 
in  frequency  of  intercourse. 

Group  2.  Group  2 contained  34  pa- 
tients from  sixty-one  to  seventy  years  of 
age.  Operative  technic  distribution  was: 
suprapubic  prostatectomy  20,  and  transure- 
thral prostatectomy  14.  Two  patients 
(6  per  cent)  reported  an  improvement  in 


sexual  potency.  One  such  individual  at- 
tributed this  to  prostate  surgery  while  the 
other  patient  ascribed  his  success  to  “a  new 
and  interesting  girl  friend.”  Eleven  pa- 
tients (32  per  cent)  reported  no  change  in 
sexual  potency,  while  21  individuals  (62 
per  cent)  described  a reduction  in  sexual 
activity.  Of  these  9 men  reported  dimin- 
ished potency  while  12  men  were  totally 
impotent. 

Group  3.  Group  3 consisted  of  29  pa- 
tients seventy-one  to  eighty  years  of  age. 
Operative  technic  distribution  was:  supra- 

pubic prostatectomy  18  and  transurethral 
prostatectomy  11.  In  10  instances  (34  per 
cent)  no  changes  in  sexual  potency  were 
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noted.  One  patient  was  impotent  prior  to 
surgery.  Nineteen  patients  (66  per  cent) 
stated  that  postsurgical  sexual  potency  was 
impaired.  Of  this  group  1 patient  volun- 
tarily abstained  from  intercourse  due  to 
advancing  senility  of  spouse.  His  desire 
for  sexual  activity,  however,  was  thought 
to  he  unchanged.  Another  patient  reported 
a waning  sexual  interest  preoperatively 
which  was  accelerated  following  prostatec- 
tomy. The  remaining  patients  attributed 
their  reduced  sexual  prowess  directly  to 
their  prostatic  surgery.  While  8 patients 
in  this  group  reported  a significant  de- 
crease in  sexual  potency,  9 individuals  con- 
sidered t hemselves  totally  impotent. 

Others.  The  youngest  patient,  a col- 
lege professor  (age  forty-one),  underwent 
transurethral  resection  of  the  bladder  neck 
with  excellent  urologic  results.  Postsurgi- 
cally  he  complained  of  retrograde  ejacula- 
tion, however,  his  sexual  potency  was  other- 
wise unchanged. 

Two  elderly  men  (age  eighty  and  over) 
responded  to  the  questionnaire.  One  ex- 
perienced no  change  in  sexual  potency  fol- 
lowing a suprapubic  prostatectomy.  He 
reported  a frequency  of  intercourse  of  4 to  6 
times  each  month.  The  other  gentleman 
was  impotent  prior  to  prostatic  surgery. 

Comment 

It  appears  that  age  distribution  is  a 
highly  significant  prognostic  factor  in 
determining  which  patients  will  retain 
sexual  potency  following  prostatectomy. 
Statistically  it  is  of  interest  that  while  80 
per  cent  of  the  patients  in  age  group  1 
reported  no  change  in  sexual  potency 
following  prostatectomy  only  32  per  cent 
and  34  per  cent  of  the  patients  in  age 
groups  2 and  3 respectively  made  similar 
responses.  Although  Finkle  and  Moyers4 
consider  impotent  only  those  individuals 
who  cannot  consummate  the  sexual  act  at 
least  one  time  within  a year  following 
surgery,  our  experience  demonstrates  the 
presence  of  a sizable  group  of  men  who 
although  postoperatively  “potent”  have 
experienced  such  reduced  performance  as  to 
represent  a significant  and  justified  post- 
operative complaint.  The  majority  of  our 
patients  underwent  either  suprapubic  or 
transurethral  prostatectomy  in  approxi- 


mately equal  numbers.  We  found  no 
significant  difference  in  the  incidence  of 
postoperative  impotency  as  relates  to  the 
specific  operative  technic  employed.  Only 
1 patient  in  this  series  had  a retropubic 
prostatectomy,  and  in  no  instance  was 
simple  perineal  prostatectomy  performed. 

The  occurrence  of  retrograde  ejaculation 
was  a frequent  and  disturbing  sequela  to 
prostatic  surgery.  Of  the  entire  group  76 
patients  (81  per  cent)  reported  the  presence 
of  retrograde  ejaculation.  The  psychologic 
aspects  of  this  phenomenon  seem  significant 
and  probably  warrant  a thorough  explana- 
tion to  each  patient  prior  to  prostatectomy. 

No  immediate  explanation  is  offered 
concerning  those  individuals  in  whom  im- 
provement in  sexual  performance  was  re- 
ported following  prostatectomy.  Although 
of  interest  these  reports  are  numerically 
too  small  to  warrant  comment. 

Finally,  a control  group  was  developed 
consisting  of  34  aging  men  in  good  general 
health  who  underwent  inguinal  hernior- 
raphy  one  year  prior  to  receiving  our  ques- 
tionnaire (modified  for  hernia  surgery). 
Of  this  group  33  patients  (97  per  cent) 
indicated  no  change  in  sexual  potency  one 
year  following  hernia  surgery.  This  over- 
whelming response,  we  feel,  excludes  lower 
abdominal  surgery  per  se  as  a contributing 
factor  to  postprostatectomy  impotency. 

Summary 

The  status  of  sexual  potency  in  94  men 
one  year  following  prostate  surgery  is 
presented.  The  incidence  of  diminished 
potency  postoperatively  is  unrelated  to  type 
of  prostatectomy  performed  but  rather 
appears  to  be  a function  of  age.  The 
statistical  data  supporting  these  conclusions 
are  presented  and  discussed. 
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After  a five-year  interval,  a further 
evaluation  has  been  made  of  superficial 
fungus  infections  found  in  patients  coming 
from  a region  of  New  York  State  immedi- 
ately east  of  Lake  Ontario  and  bounded  on 
the  north  by  the  St.  Lawrence  River. 
The  present  study  includes  a series  of  176 
patients  observed  over  a period  of  five 
years,  from  1963  to  1968.  The  results  are 
further  compared  to  two  series  previously 
reported  in  1961  and  in  1964. 1,2 

Results 

Table  I shows  no  change  in  the  organisms 
recovered  in  this  geographical  area  over  a 
fifteen-year  period.  The  predominant  spe- 
cies continue  to  be  the  same.  Trichophy- 
ton rubrum  continues  to  cause  more  in- 
fections than  any  other  organism.  The 
incidence  of  infections  due  to  Trichophyton 
verrucosum  continues  to  be  less  than  for  T. 
rubrum.  T.  verrucosum  infections  still  pre- 
dominate in  patients  who  have  an  oppor- 
tunity for  contact  with  cattle.  Whereas  the 
number  of  infections  caused  by  Trichophy- 
ton mentagrophytes  has  fallen  considerably, 
the  number  of  infections  caused  by  Candida 
albicans  has  increased.  This,  undoubtedly, 


TABLE  I.  Comparison  of  pathogens  in  three  series 
of  patients  in  northern  New  York  State  with  super- 
ficial fungus  infections  by  per  cent 


Causative  Organism 

1963- 

1968 

1958- 

1963 

1953- 

1958 

Trichophyton  rubrum 
Trichophyton  ver- 

32.9 

35.8 

35.6 

rucosum 

21.0 

23.3 

33.9 

Candida  albicans 
Trichophyton  menta- 

12.5 

9.2 

5.1 

grophytes 

6.8 

15.0 

13.5 

Microsporum  furfur 
Epidermophyton  flocco- 

6.4 

4.2 

1.7 

sum 

5.7 

7.5 

3.4 

Microsporum  audouini 

2.8 

2.5 

5.1 

Other* 

1.7 

2.5 

1.7 

Unclassified 

10.2 

Totals 

100 

100 

100 

* M.  canis  2,  M.  gypseum  1 in  1968;  T.  tonsuraus  2, 
C.  tropicals  1 in  1963;  and  M.  canis  1 in  1958. 


bears  some  relation  to  the  use  of  antibiotics. 
Quite  a few  patients  who  had  infections 
due  to  C.  albicans  had  used  antibiotics. 
The  number  of  infections  caused  by  Micro- 
sporum  furfur  has  increased,  but  probably 
only  because  we  are  taking  more  cognizance 
of  these  for  this  study.  In  the  present 
study  it  was  decided  to  add  a group,  num- 
bering 10  per  cent  roughly,  which  showed 
positive  direct  microscopic  findings  of 
my celia  and/or  mycelia  and  spores  but  in 
which  culture  showed  no  growth. 

Some  of  the  salient  points  in  comparing 
a T.  rubrum  and  a T.  verrucosum  infection 
are  age,  sex,  location,  and  nature  of  infec- 
tion. T.  rubrum  infections  occur  at  an 
average  age  of  30.14  years,  whereas  T. 
verrucosum  infections  occur  at  an  average 
age  of  21.16  years.  Out  of  57  T.  rubrum 
infections,  44  occurred  at  an  age  over  twenty 
years  and  only  13  under  twenty  years. 
Of  37  T.  verrucosum  infections,  22  occured 
at  an  age  under  twenty  years  and  15  over 
twenty  years.  The  incidence  in  males 
and  females  is  almost  exactly  the  same. 
In  T.  rubrum  infections  76  per  cent  were 
males  and  24  per  cent  females.  In  T. 
verrucosum  infections  73  per  cent  were 
males  and  27  per  cent  females.  As  to  the 
location  of  the  infections,  in  T.  rubrum  in- 
fections twice  as  many  infections  occurred 
on  the  lower  half  of  the  body,  that  is  from 
the  hips  down.  In  T.  verrucosum  infec- 
tions, well  over  90  per  cent  of  the  infections 
occurred  on  the  upper  half  of  the  body 
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In  the  T.  rubrum  group,  81  per  cent  of  the 
infections  which  occurred  on  the  upper 
half  of  the  body  occurred  on  the  hands 
and/or  fingernails,  and  75  per  cent  of  the 
infections  which  occurred  on  the  lower 
half  of  the  body  occurred  on  the  feet  and/or 
toenails.  On  the  contrary,  in  the  T. 
verrucosum  group  only  one  infection  oc- 
curred on  the  hands,  none  on  the  feet,  and 
no  nail  infections  were  recorded.  None 
of  the  T.  rubrum  infections  appeared  to  be 
of  a severely  inflammatory  nature,  whereas 
13.5  per  cent  of  the  T.  verrucosum  infec- 
tions showed  inflammatory  reaction  with 
kerion  resulting.  In  general,  patients  with 
T.  rubrum  infections  had  a slowly  develop- 
ing redness  and  scaling  of  the  extremities, 
more  commonly  on  the  sandal  area  of  the 
feet  where  vesicles  may  appear,  especially 
on  the  center  of  the  plantar  surface;  or  the 
nails  of  the  hands  or  feet  may  show  yellow- 
ing or  brittleness  or  subungual  scaling  of 
the  terminal  portion  of  the  nails.  The  T. 
verrucosum  infections  seen  usually  had  a 
rapidly  developing  erythema  and  scaling. 
The  scaling  is  usually  marked,  with  small 
to  very  large  rapidly  growing  patches, 
especially  on  the  back  or  chest,  or  even  on 
the  face.  It  was  not  unusual  to  find  large 
or  small  boggy  patches  in  the  hairy  area  of 
the  scalp  or  beard. 

Of  the  infections  caused  by  C.  albicans, 
82  per  cent  occurred  in  males  and  18  per 
cent  occurred  in  females.  In  the  males, 
16  of  18  infections  occurred  in  the  groin. 
In  the  females,  2 infections  were  present  on 
the  vulva  and  1 in  the  groin. 

Concerning  the  T.  mentagrophytes  in- 
fections, 75  per  cent  occurred  on  the  feet. 


Of  these,  a third  were  infections  of  the  toe- 
nails. Of  the  Epidermophyton  floccosum 
infections,  4 of  the  10  occurred  on  the  upper 
thigh,  1 on  the  right  lower  leg,  2 on  the 
arm,  1 on  the  axilla,  2 on  the  feet,  and  1 on 
the  trunk.  In  the  unclassified  group, 
there  were  4 toenail,  3 scalp,  and  4 groin 
infections.  It  was  expected  that  these 
would  show  at  least  3 T.  rubrum,  2 or  3 
T.  verrucosum,  and  2 or  3 C.  albicans  in- 
fections. 

Summary 

A study  of  176  additional  patients  with 
fungus  infections  occurring  in  the  northern 
New  York  State  region  is  presented. 
Trichophyton  rubrum  infections  continue 
to  predominate  and  are  most  commonly 
present  at  the  terminal  parts  of  the  ex- 
tremities. Trichophyton  verrucosum  infec- 
tions continue  to  be  a frequent  cause  of 
fungus  infections  of  a farming  population. 

Ringworm-like  infections  of  the  groin 
should  always  be  cultured  because,  with 
ever-increasing  frequency,  these  are  proving 
to  be  caused  by  Candida  albicans,  a yeast 
organism  which  will  commonly  not  respond 
to  ringworm  remedies. 
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Watertown,  New  York  13601 

References 

1.  Saunders,  W.:  Fungus  infections  in  northern  New 

York  State,  New  York  State  J.  Med.  61:  1542  (1961). 

2.  Idem : Superficial  fungus  infections  in  northern  New 
York  State.  IX,  ibid.  64  : 2536  (1964). 


December  1,  1969  / New  York  State  Journal  of  Medicine  2991 


Management  of  Soft- 
Tissue  Injuries  of 
Hand  and  Forearm 

ARTHUR  L.  GARNES,  M.D.,  F.A.C.S. 

New  York  City 
FRANCIS  C.  SYMONDS,  M.D.,  F.A.C.S. 

New  York  City 

Associate  in  Surgery  (Dr.  Games),  Associate  Professor 
of  Clinical  Surgery  (Dr.  Symonds),  Columbia  University 
College  of  Physicians  and  Surgeons;  Associate  Visiting 
Surgeon  (Dr.  Games),  Director  of  Plastic  Surgery  and 
Visiting  Surgeon  (Dr.  Symonds),  Harlem  Hospital  Center 


T his  report  reviews  some  of  our  ex- 
periences in  the  management  of  soft-tissue 
injuries  of  the  hand  and  forearm  at  Harlem 
Hospital.  An  average  of  1,300  patients 
have  been  seen  each  year  in  the  hand 
clinic,  and  an  average  of  100  operations  a 
year  have  been  done  in  the  last  three  years. 

For  this  presentation,  soft- tissue  in- 
juries of  the  hand  and  forearm  will  be  con- 
sidered according  to  the  major  tissues  in- 
volved as  follows:  skin,  tendons  and  mus- 

cles, nerves,  and  blood  vessels. 

Injuries  of  skin 

Partial  and  full-thickness  injuries  of  the 
skin  may  occur  following  mechanical, 
thermal,  electrical,  or  radiant  injury. 
Incised  and  lacerated  wounds  require  the 

Presented  at  the  162nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Plastic  and  Reconstructive  Surgery,  February  13,  1968. 


accepted  aseptic  management  and,  de- 
pending on  their  relationship  to  the  skin 
creases  and  joints,  tend  to  heal  unevent- 
fully (Fig.  1A.) 

Burns  involving  partial  thickness  of  the 
skin  heal  spontaneously.  Deep  second- 
degree  burns  often  heal  with  insufficient 
skin  envelope  and  for  this  reason  may  re- 
quire excision  and  free-skin  grafting.  Full- 
thickness skin  losses  require  resurfacing. 
It  is  our  policy  to  encourage  early  active 
motion  of  the  hand,  to  maintain  muscle 
tone  and  to  minimize  joint  stiffness,  and  to 
immobilize  the  hand  in  position  of  function 
in  the  intervals  between  activity.  Separa- 
tion of  necrotic  tissue  is  aided  by  excision  of 
loose  tissue  along  the  line  of  demarcation 
between  viable  and  nonviable  tissue.  Our 
experience  with  agents  designed  to  accel- 
erate separation  of  dead  tissue  has  not  been 
convincing.  Where  not  only  skin  but  also 
underlying  tendons  have  been  destroyed, 
coverage  by  a flap  is  required  after  infection 
is  controlled  (Fig.  IB,  C,  and  D). 

Injuries  of  the  fingertip  with  loss  of  pulp 
are  treated  by  free  split-thickness  skin 
grafts.  This  results  in  minimal  shortening 
of  the  finger.  At  times  the  amputated 
tissue  can  be  defatted  and  applied  as  a free 
graft.  If  bone  is  exposed,  it  is  resected  and 
a free-skin  graft  applied  to  the  remaining 
defect.  Most  of  these  patients  do  well  and 
require  no  further  surgery.  Thenar  and 
palmar  flaps,  cross-finger  flaps,  composite 
grafts,  and  wound  revisions  are  preferably 
done  as  elective  procedure  (Fig.  IE).12 

Injuries  of  tendons 

In  general,  extensor  tendons  heal  better 
than  flexor  tendons.  For  optimal  func- 
tional results  in  the  repair  of  divided  ex- 
tensor tendons,  anatomic  realignment  is 
required.  Not  only  must  the  tendons  be 
accurately  repaired  but  the  juncturae 
tendinae  and  hood  must  also  be  carefully 
approximated  if  good  extensor  tendon 
function  is  to  be  obtained.  The  surgeon 
must  remember  that  the  extensor  proprius 
tendon  of  the  little  finger  is  a double  tendon 
and  that  the  extensor  communis  digitorum 
does  not  send  a separate  slip  to  the  little 
finger.  It  communicates  with  the  little 
finger  through  the  junctura  tendina  or 
intertendinous  slips.  These  slips  are  as- 
sociated with  lateral  involvements  of  the 
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FIGURE  1.  (A)  Superficial  wounds  of  forearm.  (B)  Left  hand  showing  third-degree  burn  of  dorsum  with 
necrotic  tissue,  granulations,  and  proximal  phalanx  of  thumb  completely  destroyed.  (C)  Hand  after  free- 
skin  grafting  showing  deformity  of  thumb  due  to  absence  of  proximal  phalanx.  (D)  Hand  after  pedicle 
flap  to  thumb  and  bone  graft  to  replace  destroyed  proximal  phalanx.  Note  ability  to  flex  fingers.  (E) 
Amputation  of  finger  tip  with  closure  by  free-skin  graft. 


extensor  tendons,  and  failure  to  repair  them 
results  in  dislocation  of  the  tendons  over  the 
metacarpophalangeal  joints  (Fig.  2). 

Patients  with  division  of  the  central  slip 
of  the  extensor  tendon  usually  come  to  the 
clinic  or  emergency  ward  a few  days  to 
several  weeks  after  injury.  We  have  ob- 
tained our  best  results  in  late  cases  by 
reconstructing  the  tendon  with  a free- 
tendon  graft  after  the  method  of  Nichols3 
in  which  a strip  of  palmaris  longus  tendon 
is  used  to  form  a latticework  between  the 
divided  tendon  ends  and  the  intervening 
fibrous  tissue  (Fig.  3).  When  the  distal 
end  of  the  tendon  cannot  be  used  for  sutur- 
ing, the  graft  is  threaded  through  the  proxi- 
mal end  of  the  middle  phalanx  and  sutured 
to  the  tendon  proximally. 

Divided  flexor  tendons  at  the  wrist  pre- 


sent a challenge  to  the  surgeon.  When  all 
the  flexor  tendons  are  divided  at  the  wrist  or 
in  the  palm,  the  sublimis  tendons  should 
not  be  repaired  because  they  tend  to  adhere 
to  the  surrounding  structures  and  thus 
limit  flexion  and  extension  of  the  wrist  and 
fingers.  It  is  our  policy  to  resect  the  sub- 
limis tendons  whenever  they  and  the  deep 
flexors  are  divided  in  the  wrist  or  palm. 
If  only  the  sublimis  tendons  are  divided, 
surgical  repair  is  not  required,  because  they 
may  limit  function  after  healing  and  so 
require  subsequent  resection  (Fig.  4). 

When  both  flexor  tendons  are  divided  in 
the  common  digital  sheath,  the  skin  is 
closed,  and  a flexor  tendon  graft  is  done 
electively.  Our  experience  shows  that  the 
type  of  suture  used  in  tendon  grafting  is  far 
less  important  than  the  proper  selection  of 
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FIGURE2.  (A)  Ulnar  deviation  of  proximal  phalanx 
of  little  finger  caused  by  division  of  junctura  ten- 
dina  between  extensor  proprius  tendon  of  little 
finger  and  extensor  communis  of  ring  finger.  (B) 
Alignment  of  proximal  phalanges  after  repair  of 
divided  junctura  tendina. 

the  level  of  suture.  The  distal  junction 
should  be  distal  to  the  distal  interphalaggeal 
joint  and  the  proximal  one  at  the  level  of 
the  lumbrical  muscle  (Fig.  5).  On  rare 
occasions  both  the  flexor  and  extensor  ten- 
dons to  the  same  finger  are  divided.  Either 
tendon  may  be  repaired  first.  The  im- 
portant consideration  is  the  use  of  dynamic 
splinting  after  the  first  operation  to  prevent 
contracture  of  the  repaired  tendon,  for  if 
the  tendon  has  nothing  to  work  against  it 
will  contract. 


Injuries  of  nerves 

Divisions  of  nerves  in  the  forearm,  wrist, 
and  hand  require  prompt  treatment. 
Nerve  repair  may  be  carried  out  im- 
mediately in  tidy  wounds  to  achieve  early 
return  of  function.  In  heavily  contam- 
inated and  infected  wounds,  delay  in  repair 
is  indicated  until  infection  is  controlled. 
Division  of  the  motor  branch  of  the  ulnar 
and  median  nerves  must  be  repaired  to 
restore  motor  function  to  the  intrinsic 
muscles  supplied  by  these  nerves. 

Neurolysis  to  free  major  nerves  from 
constricting  scar  tissue  has  been  required 
in  a number  of  patients.  Extensive  per- 
ineural fibrosis  is  seen  following  forearm 
injuries  associated  with  moderate  bleeding. 

Case  1.  A patient  sustained  multiple  lacera- 
tions of  the  left  forearm  and  arm  in  May,  1965. 
A partial  laceration  of  the  median  nerve  was 
repaired.  When  seen  by  us  a year  later,  the 
patient’s  chief  complaint  was  severe  pain  in  the 
left  hand  along  the  median  nerve  distribution. 
On  March,  1966,  the  nerve  was  explored  and 
found  to  be  encircled  by  thick  fibrous  tissues. 
The  nerve  was  freed  and  placed  anteriorly  to  the 
sublimis  muscles.  The  following  day  there  was 
an  absence  of  pain  in  the  hand,  and  this  has  con- 
tinued to  the  present  time. 

In  the  case  of  adults  who  are  well  mo- 
tivated and  who  desire  to  resume  their 
occupation  at  the  earliest  possible  time,  we 
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FIGURE  3.  (A)  Middle  finger  of  right  hand  show- 
ing deformity  due  to  tear  of  central  slip  and  distal 
interphalangeal  joint  held  in  flexion  and  cannot  be 
extended,  (B)  showing  ability  to  extend  and  flex 
proximal  interphalangeal  joint  eight  weeks  after 
repair,  and  (C)  flexion  of  distal  interphalangea 
joint  returned  completely  after  four  months. 


FIGURE  4.  (A),  (B),  (C),  and  (D)  Showing  function 
of  hand  five  years  after  division  of  all  tendons, 
nerves,  and  vessels.  Note  ability  to  flex  and 
extend  fingers,  to  oppose  thumb  to  little  finger,  and 
ability  to  pinch  is  unimpaired. 
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have  done  tendon  transfers  while  awaiting 
sensory  and  motor  nerve  recovery.  This 


FIGURE  5.  (A)  Division  of  both  flexor  tendons  in 
common  fibrous  sheath  showing  inability  to  flex 
interphalangeal  joints  of  ring  finger.  (B)  and  (C) 
Six  months  after  flexor  tendon  graft  showing 
ability  to  flex  and  extend  interphalangeal  joints 
of  ring  finger. 


is  especially  applicable  to  ulnar  nerve  palsy 
where  sensation  is  normal  over  the  median 
nerve  distribution  but  pinch  is  absent. 

In  ulnar  nerve  palsy,  the  outstanding 
defects  are  loss  of  weakness  of  pinch  and 
clawing  of  the  ring  and  little  fingers.  The 
latter  may  be  marked  or  minimal.  Many 
procedures  have  been  advised  for  the  resto- 
ration of  pinch.  Stabilization  of  the  meta- 
carpophalangeal joint  of  the  thumb  in  mild 
flexion  by  arthrodesis  and  tendon  transfer 
for  restoration  of  first  dorsal  interosseous 
function  give  excellent  results.  Our  pref- 
erence is  to  transfer  the  extensor  pollicis 
hrevis  to  the  first  dorsal  interosseous  tendon 
because  this  tendon  is  readily  accessible  in 
the  operative  area. 

For  stabilization  of  the  metacarpopha- 
langeal joint  of  the  ring  and  little  fingers, 
anterior  capsulorraphy  as  described  by 
Zancolli4  gives  satisfactory  results.  Ten- 
don or  fascia  as  a static  support  between 
the  insertion  of  the  conjoined  muscles  and 
the  periosteum  on  the  dorsum  of  the  meta- 
carpal or  the  dorsal  carpal  ligament  is  an 
alternative  method. 
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FIGURE  6.  Case  2.  (A)  Showing  loss  of  pinch  in 
ulnar  nerve  palsy.  Note  hyperextension  of  meta- 
carpophalangeal joint  of  thumb,  hyperflexion  of 
interphalangeal  joint  (Froment’s  sign),  and  atrophy 
of  first  dorsal  interosseous  muscle.  (B)  Hand 
fifteen  months  postoperative  showing  stability 
of  thumb,  metacarpophalangeal  joint,  and  normal 
flexion  of  interphalangeal  joint.  Function  of 
paralyzed  first  dorsal  interosseous  muscle  substi- 
tuted for  by  transfer  of  extensor  pollicis  brevis 
to  first  dorsal  interosseous  muscle. 


Case  2.  A thirty-six-year-old  male  came  to 
us  four  weeks  after  repair  of  his  right  ulnar 
nerve  following  a laceration  of  the  forearm. 
On  June  1,  1965,  a fusion  of  the  metacarpo- 
phalangeal joint  of  the  extensor  pollicis  brevis  to 
to  the  first  dorsal  interosseous  tendon  was  done. 
He  returned  to  work  three  weeks  later  well  able 
to  perform  his  usual  duties  as  a clerk  (Fig.  6) . 

Isolated  injury  of  the  median  nerve  was 


FIGURE  7.  Case  7.  Hand  showing  ability  of 
patient  to  oppose  thumb  to  little  finger  eight 
months  after  opponens  plasty. 


rare  in  our  series.  The  sublimis  tendons 
have  been  divided  along  with  the  median 
nerve  in  most  cases  so  that  the  usual 
restoration  of  opposition  using  the  sublimis 
tendons  could  not  be  employed. 

Accordingly,  opposition  has  been  restored 
by  the  use  of  the  extensor  carpi  ulnaris  as  a 
motor  prolonged  by  a free-tendon  graft  to 
the  thumb  and  inserted  as  advised  by 
Brand,5,6  or  by  anastomosis  of  the  extensor 
carpi  ulnaris  to  the  extensor  pollicis  brevis. 
The  problem  of  constructing  a pulley  is  not 
present  in  this  procedure,  and  so  the  further 
problems  of  adherence  of  the  graft  to  the 
pulley  and  migration  of  the  pulley  are  not 
encountered.  This  procedure  has  given 
uniformly  good  results. 

Case  3.  A patient’s  left  median  nerve  was 
repaired  on  June  24,  1966,  following  a knife 
wound  of  the  forearm.  On  December  6,  1966, 
an  opponens  plasty  was  done  using  the  extensor 
carpi  ulnaris  as  a motor  prolonged  by  a free- 
tendon  graft  to  the  thumb.  The  ability  of  the 
patient  to  oppose  the  thumb  is  shown  in  Figure 
7. 

The  Jones6  transfer  for  radial  nerve  palsy, 
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in  which  the  pronator  teres  is  transferred  to 
the  radial  wrist  extensors,  the  flexor  carpi 
ulnaris  to  the  extensor  communis  digitorum, 
and  the  palmaris  longus  to  the  extensor 
pollicis  longus,  has  proved  consistently 
satisfactory.  In  well-motivated  adults  who 
desire  to  resume  their  occupation  as  soon  as 
possible,  tendon  transfer  while  awaiting  the 
outcome  of  radial  nerve  suture  is  strongly 
recommended. 

Injuries  of  blood  vessels 

The  deep  fascia  of  the  forearm  divides  it 
into  anterior  and  posterior  aponeurotic 
compartments.  The  anterior  compartment 
contains  the  major  blood  vessels  and  nerves 
of  the  forearm. 

Hemorrhage  within  these  museulo- 
fascial  compartments  gives  rise  to  hema- 
toma beneath  relatively  unyielding,  dense 


FIGURE  8.  Case  4.  (A)  Penetrating  knife  wound 
of  forearm  showing  (B)  hemorrhagic  infiltration  of 
tissues,  and  (C)  wound  ten  days  after  closure  by 
adaptation  of  wound  edges  and  free-skin  graft. 


fascia  with  compression  and  occlusion  of 
vessels  which  leads  to  ischemia  of  the  nerves 
and  muscles.  Active  bleeding  may  be  oc- 
curring even  though  peripheral  pulses  are 
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palpable.  It  is  wise,  therefore,  to  measure 
the  circumference  of  both  forearms  at  the 
same  level  at  hourly  intervals.  Surgery  is 
also  indicated  where  motor  or  sensory  nerve 
deficits  are  progressive. 

It  is  important  in  the  surgical  manage- 
ment of  these  patients  to  decompress  the 
forearm  by  longitudinal  incision  of  the  fascia 
and  to  divide  the  lacertous  fibrosa  and 
fascial  sling  from  which  the  flexors  super- 
ficialis  arise  to  decompress  blood  vessels 
and  the  median  nerve. 

Case  4.  A patient  sustained  a knife  wound  of 
the  left  forearm  (Fig.  8A).  There  was  no  loss 
of  the  peripheral  pulses  and  no  motor  or  sensory 
nerve  deficit.  During  several  hours  of  observa- 
tion, the  circumference  of  the  forearm  increased, 
and  loss  of  sensation  to  pinprick  in  the  index 
finger  developed.  The  forearm  was  explored 
and  hemostasis  secured  (Fig.  8B).  The  skin 
edges  could  not  be  approximated;  therefore  the 
wound  was  closed  with  split-thickness  skin  graft 
(Fig.  8C).  Sensory  return  was  complete  in 
three  months,  and  the  patient  was  able  to  per- 
form his  usual  duties  after  four  months. 

Summary 

The  management  of  certain  soft-tissue 
injuries  at  Harlem  Hospital  has  been  re- 
viewed. The  choice  of  a free-skin  graft  or 
of  a flap  for  resurfacing  depends  on  the 
depth  of  injury  and  the  need  for  further 


surgery  on  the  deep  tissues.  Anatomic 
repair  of  injured  extensor  tendons  is  neces- 
sary for  good  function.  Division  of  the 
central  extensor  slip  responds  well  to  repair 
using  a free-tendon  graft.  The  correct 
placement  of  sutures  is  more  important  than 
the  type  of  suture  in  flexor  tendon  grafting. 
Peripheral  nerves  should  be  repaired  pri- 
marily. I n well-motivated  adults  early  ten- 
don transfer,  while  awaiting  the  outcome  of 
neurorrhaphy,  is  advisable.  Penetrating 
wounds  of  the  forearm  require  careful  ob- 
servation to  determine  whether  or  not 
surgical  intervention  is  indicated.  De- 
compression requires  division  of  the  ante- 
brachial fascia  and  its  reinforcements  at 
the  elbow  and  at  the  origin  of  the  sublimis 
muscles. 
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TABLE  I.  Types  of  shoes  and  cleats 


Varsity  Football 

Knee  and  Ankle  Injury 


MURLE  LAURENS  ROWE,  M.D. 

Rochester,  New  York 

Clinical  Associate  Professor  of  Orthopedic  Surgery, 
University  of  Rochester  School  of  Medicine 
and  Dentistry 


F ootball  injuries  of  the  knee  and  ankle 
have  been  a major  area  of  concern  to  all 
connected  with  the  game.  Local,  state, 
and  national  statistics  on  football  injuries 
are  in  general  agreement  that  1 boy  in  3 
who  plays  high  school  football  will  sustain 
an  injury  requiring  medical  care,  causing 
lost  time  from  participation  each  season. 
Of  these  injuries,  1 in  3 will  involve  the 
knee  or  the  ankle. 

O.  W.  Hanley,  and  others  have  called 
attention  to  the  number  of  knee  injuries, 
in  particular,  which  occur  without  contact 
when  the  player  cuts  or  pivots  on  a foot 
firmly  fixed  to  the  turf  by  a conventionally 
cleated  football  shoe.  Various  technics 
have  been  suggested  to  “de-cleat”  the  shoe 
in  the  hope  that  by  reducing  the  fixation  of 
foot  to  turf,  torsional  stresses  could  be  dis- 
sipated before  damage  was  done  to  the  ankle 
or  knee  in  much  the  same  fashion  as  does 
the  safety  release  ski  binding. 

One  technic  for  partial  decleating  is  to 
replace  the  two  heel  cleats  of  the  conven- 
tional football  shoe  with  an  ordinary  street 
shoe  heel  or,  more  conveniently,  with  a 
specially  made  plastic  disk.  Another  is  to 
use  short,  soccer-type  cleats,  stubby  rubber 

Presented  at  the  Second  Annual  Symposium  on  the  Medical 
Aspects  of  Sports,  February  8,  1969,  sponsored  by  the  Medical 
Society  of  the  State  of  New  York. 


Type  of  Shoe  and  Cleat  Number 


HC  (high  shoe,  conventional  heel 

cleats)  349 

HD  (high  shoe,  disk  heel, 

conventional  sole  cleat)  190 

LC  (low  shoe,  conventional  heel 

cleat)  278 

LD  (low  shoe,  disk  heel, 

conventional  sole  cleat)  379 

SE  (soccer  or  rubber  cleats)  129 

Total  1,325 


cleats,  or  ripple  soles  in  place  of  the  con- 
ventional long,  conical,  football  cleat. 
Preliminary  reports  indicate  that  the  mini- 
cleat, which  is  used  on  the  synthetic  rug 
types  of  playing  surfaces,  cuts  the  incidence 
of  knee  and  ankle  injuries. 

During  the  1967  football  season  a State- 
wide study  of  New  York  State  high  school 
football  players  using  various  shoe  and  cleat 
combinations  indicated  some  diminution  in 
the  severity  of  knee  and  ankle  injuries 
among  players  using  the  disk  heel  on  a 
low-cut  shoe,  but  design  defects  in  the  study 
prevented  solid  conclusions  and  the  study, 
with  minor  modifications,  was  repeated  dur- 
ing the  1968  season. 

A separate,  somewhat  more  detailed 
study  of  the  same  problem  has  been  con- 
ducted in  an  11-county  area  designated 
Section  Five  of  the  New  York  State  Public- 
High  School  Athletic  Association,  under 
the  sponsorship  of  Mr.  Lewis  C.  Obourn, 
president  of  the  New  York  State  Public 
High  School  Athletic  Association  and  with 
the  assistance  of  Mr.  Roger  Bunce,  football 
chairman  of  Section  Five. 

Section  Five  study 

Section  Five  lists  80  schools  which  play 
high  school  football  at  the  varsity  level  in  11 
leagues.  All  80  schools  were  invited  to 
participate  in  the  study.  Data  were  col- 
lected by  the  coaches  of  the  varsity  squads 
on  special  study  forms.  Information  con- 
cerning school  grade,  position  played,  hours 
of  practice  and  of  game  participation,  shoe 
and  cleat  type  worn,  and  history  of  pre- 
vious knee  or  ankle  injury  was  recorded  for 
every  squad  member.  Additional  data 
including  date  and  circumstance  of  injury, 
diagnosis,  time  lost  from  participation,  and 
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TABLE  II.  Five  equipment  group  (per  cent) 


Injuries 

Total  Group 

HC 

HD 

LC 

LD 

SE 

Knee 

7.5 

7.2 

7.4 

10.4 

6.6 

5.4 

Ankle 

5.8 

4.6 

5.8 

8.3 

5.8 

3.9 

TABLE  III. 

Injuries  per  100,000  hours  of  participation 

Site 

Total  Group 

HC 

HD 

LC 

LD 

SE 

Knee 

68 

64 

66 

96 

58 

47 

Ankle 

52 

41 

52 

77 

51 

34 

any  additional  pertinent  comments  were 
recorded  for  boys  sustaining  knee  and  ankle 
injuries.  No  attempt  was  made  to  control 
the  type  of  shoe  or  cleat  used  except  that 
presentations  at  regular  annual  athletic- 
injury  conferences  in  the  area  had  stressed 
the  importance  of  knee  and  ankle  injuries 
and  the  possibility  that  these  injuries  could 
be  reduced  by  decleating. 

Completed  study  forms  were  returned  by 
the  coaches  or  athletic  directors  of  44 
schools.  Detailed  information  was  re- 
ceived on  1,325  high  school  varsity  football 
players.  Table  I shows  the  types  of  shoes 
and  cleats  worn  by  the  study  group. 

With  the  exception  of  the  group  desig- 
nated SE  (special  equipment)  which  in- 
cluded a variety  of  stubby  cleat  types  on 
both  high  and  low  shoes,  all  equipment 
groups  comprised  a sufficient  number  of 
players  to  allow  significant  experience  to  be 
recorded.  The  SE  group  was  carried 
through  the  calculations  for  whatever 
indications  might  be  derived  as  to  the  effect 
of  further  decleating. 

The  entire  study  group  of  1,325  sus- 
tained 100  knee  injuries  (7.5  per  cent  of 
participants)  and  77  ankle  injuries  (5.8  per 
cent  of  participants).  These  incidence 
percentages  are  well  in  line  with  state  and 
national  statistics  of  past  years  and  would 
indicate  a generally  acceptable  level  of 
reporting. 

Incidence  of  knee  and  ankle  injuries  in 
terms  of  percentage  of  participants  for 
each  of  the  five  equipment  groups  is  shown 
in  Table  II.  More  striking  than  the  out- 
standingly good  record  of  any  equipment 
group  is  the  rather  outstandingly  bad 
performance  of  the  LC  (low  shoe,  con- 
ventional cleat)  group. 


Incidence  of  injury 

With  further  analysis  of  data,  it  became 
clear  that  variables  other  than  the  type  of 
shoe  and  kind  of  cleat  worn  were  involved 
in  the  incidence  of  knee  and  ankle  injuries. 
Most  significant  of  these  were  game  partic- 
ipation versus  practice  participation  and 
exposure  of  backfield  men  as  contrasted 
with  linemen.  To  evaluate  these  and  other 
variables  it  became  necessary  to  express  the 
incidence  of  knee  and  ankle  injuries  as  rate 
per  participation  time  rather  than  as  a 
simple  percentage  of  participants.  For 
convenience  in  numbers,  this  rate  was  estab- 
lished as  the  number  of  injuries  per  100,000 
hours  of  participation.  Table  III  shows 
the  conversion  of  knee  and  ankle  injury 
incidence  to  this  rate  for  each  equipment 
group.  The  information  conveyed  is  the 
same  as  in  the  percentage-of-participants 
injury  incidence  (Table  II),  in  which  it  ap- 
peared that  the  highest  incidence  of  injury 
occurred  in  the  group  using  the  low-cut  shoe 
with  the  conventional  long  conical  cleats 
(LC). 

Using  the  same  method  of  calculation, 
the  injury  rate  was  determined  for  practice, 
participation,  and  game-participation  hours. 
Since  the  ratio  between  knee  and  ankle 
injuries  was  approximately  the  same  for  all 
equipment  groups,  knee  and  ankle  in- 
juries were  lumped  together  for  this  cal- 
culation. For  the  total  group,  the  rate  of 
knee  and  ankle  injury  was  69  per  100,000 
practice  hours  and  657  per  100,000  game 
hours  of  participation.  In  other  words, 
the  risk  of  knee  or  ankle  injury  is  approxi- 
mately ten  times  as  great  in  game  exposure 
as  in  practice  participation.  Approxi- 
mately the  same  ten-fold  increased  risk  in 
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TABLE  IV.  Game  exposure  (per  cent) 


TABLE  VI.  Exposure  of  backfield  men  (per  cent) 


Total 

Group 

HC 

HD 

LC 

LD 

SE 

8.6 

7.5 

7.9 

9.3 

9.8 

8. 1 

TABLE  V. 

Injury  rate  adjusted  for  game  exposure 

Rate 

Total 

Group 

HC  HD 

LC 

LD 

SE 

Combined  knee 
and  ankle 

120 

105  118 

173 

109 

81 

Adjusted  for 
game  exposure 

120 

111  122 

166 

103 

83 

game  versus  practice  was  found  in  all 
equipment  groups. 

It  was  also  found  that  there  was  a sig- 
nificant difference  in  the  amount  of  game 
exposure  between  equipment  groups.  Ex- 
pressed in  terms  of  percentage  of  total 
participation  hours  spent  in  games,  the 
differences  are  shown  in  Table  IV. 

Since  the  risk  of  injury  is  so  much  higher 
in  games  than  in  practice,  and  since  there  is 
a significant  difference  in  the  amount  of 
game  exposure  of  the  various  equipment 
groups,  it  was  necessary  to  correct  the  in- 
jury incidence  rate  for  each  equipment 
group  to  adjust  for  its  degree  of  game  expo- 
sure. This  was  done  mathematically  for 
the  combined  knee  and  ankle  injury  inci- 
dence rate.  Table  V shows  the  unadjusted 
combined  knee  and  ankle  injury  rate  for 
each  group  and,  in  the  line  below,  the  rate 
adjusted  for  the  degree  of  game  exposure. 

Significant  differences  in  injury  rate  now 
appear,  particularly  when  the  low-cut  shoe 
with  the  conventional  cleat  (LC)  is  com- 
pared with  the  low-cut  shoe  with  the  disk 
heel  (LD),  the  two  equipment  groups  show- 
ing the  highest  percentage  of  game  expo- 
sure. 

Using  the  same  rate  method,  the  relative 
risk  of  backs  and  linemen  were  compared 
for  the  group  as  a whole  and  for  each  equip- 
ment group.  For  the  total  group,  the  rate 
of  knee  and  ankle  injury  in  backfield  men 
was  178  per  100,000  hours  of  participation. 
For  linemen,  the  rate  was  86  per  100,000 
participation  hours.  There  was  no  signif- 
icant variation  from  this  ratio  in  any  of 
the  separate  equipment  groups.  In  other 
words,  the  risk  of  knee  or  ankle  injury  is 
approximately  twice  as  great  for  a back  as 
for  a lineman. 

It  was  found  that  there  was  a significant 


Total 

Group 

HC 

HD 

LC 

LD 

SE 

37 

15 

33 

40 

56 

37 

difference  in  the  number  of  hours  of  back- 
field  man  exposure  as  compared  with  line- 
man exposure  in  the  various  equipment 
groups.  Expressed  in  terms  of  percentage 
of  total  participation  hours  contributed  by 
backfield  men,  the  differences  are  shown  in 
Table  VI. 

Since  the  risk  of  injury  is  twice  as  great  in 
backs  as  in  linemen,  and  since  there  is  a 
significant  difference  in  the  hours  of  back- 
field  man  exposure  between  the  various 
equipment  groups,  it  was  necessary  further 
to  adjust  the  injury  incidence  rate  for  each 
equipment  group.  Table  VII  shows  the 
unadjusted  rate  for  each  group,  the  rate 
adjusted  for  game  exposure  as  in  Table  V, 
and,  finally,  the  rate  adjusted  for  backfield 
man  exposure. 

Equipment  combinations 

It  appears  that  of  the  widely  used  equip- 
ment combinations,  the  low-cut  shoe  with 
the  disk  heel  significantly  reduces  the  inci- 
dence of  knee  and  ankle  injuries,  especially 
when  compared  with  the  low-cut  shoe, 
conventionally  cleated,  which  is  the  second 
most  widely  used  shoe-cleat  combination 
for  backfield  men.  The  low  rate  in  the 
special  equipment  group,  where  further 
decleating  was  carried  out,  tends  to  support 
the  principle  that  reduction  of  fixation  of 
foot  to  turf  will  prevent  knee  and  ankle 
injuries,  although  the  numbers  of  players 
using  the  special  equipment  were  too  small 
to  be  highly  significant. 

For  full  meaning  of  the  rate  differences 
for  the  various  equipment  groups,  the 
figures  must  be  translated  back  into  num- 
bers of  injuries  to  participants  at  the  in- 
dividual team  level.  On  the  average,  each 
football  team  puts  in  about  3,300  hours  of 
participation  per  season.  Therefore,  the 
total  participation  of  30  teams  would  equal 
100,000  hours.  If  the  difference  in  injury 
rate  between  the  low-cut  shoe  with  the  disk 
heel  (LD)  and  the  low-cut  shoe  with  the 
regulation  cleat  (LC),  which  is  72  knee  and 
ankle  injuries  per  100,000  hours,  is  divided 
among  30  teams,  then  each  team  would 
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TABLE  VII.  Adjusted  injury  rates 


Kate 

Total  Group 

HC 

HD 

LC 

LD 

SB 

Crude  knee  and  ankle 

120 

105 

118 

173 

109 

81 

Adjustment  for  game  exposure 

120 

111 

122 

166 

103 

83 

Adjustment  for  backtield  participation 

120 

132 

126 

162 

90 

83 

TABLE  VIII.  Severity  of  injury 


Lost  Days 

HC 

HD 

LD 

LD 

SE 

Knee  (100) 

0-7 

11 

4 

11 

8 

3 

8-14 

5 

4 

10 

2 

1 

15-30 

1 

1 

2 

5 

2 

31  plus 

8 

5 

6 

10 

1 

Ankle  (77) 

0-7 

11 

7 

14 

11 

3 

8-14 

1 

3 

3 

7 

1 

15-30 

0 

0 

3 

4 

0 

31  plus 

4 

1 

3 

0 

1 

avoid  about  2 knee  and  ankle  injuries  per 
season  if  they  used  low-cut,  disk  heel  shoes 
instead  of  low-cut  conventionally  cleated 
shoes.  The  low-cut,  disk  heel  shoe  will, 
on  the  average,  prevent  1 knee  or  ankle 
injury  per  season  if  used  in  preference  to  a 
high-cut  shoe  for  each  team. 

No  conclusions  could  be  drawn  from  this 
study  as  to  the  effect  of  any  shoe-cleat 
combination  in  minimizing  the  severity  of 
knee  and  ankle  injuries.  Factors  other 
than  the  severity  of  injury  influenced  the 
number  of  days  lost  from  participation 
which  was  the  measuring  stick  for  severity. 
It  was  felt  that  medical  review  of  the  in- 
jured would  be  necessary  to  establish  mean- 
ingful data  concerning  severity.  Table 
VIII  shows  the  severity  of  knee  and  ankle 
injuries  in  terms  of  days  lost  from  participa- 
tion for  each  equipment  group. 

Further  study  of  the  injured  developed 
interesting  but  not  surprising  or  controver- 
sial findings.  These  are  shown  in  Table  IX. 

Conclusions 

A numerically  limited  but  somewhat 
concentrated  study  of  1,325  varsity  football 
players  in  Section  V of  the  New  York  State 
Public  High  School  Athletic  Association 
would  indicate  that  the  low-cut  shoe  with 
the  disk  heel  is  the  safest  shoe-cleat  equip- 


TABLE  IX.  Study  of  injured  players  (177) 
(knees  and  ankles) 


Considerations 

Number  of 
Injuries 

Positions 

Back,  offense 

52 

End,  offense 

6 

Line,  offense 

22 

Back,  defense 

43 

End,  defense 

11 

Line,  defense 

43 

Dates  of  injuries 

August 

2 

September  1 to  14 

32 

September  15  to  30 

53 

October  1 to  15 

46 

October  16  to  31 

26 

November 

18 

Game  vs.  practice 

Game 

84 

Practice 

93 

Activity  when  injured 

Tackling 

23 

Being  tackled 

52 

Blocking 

15 

Being  blocked 

60 

Pileup 

13 

No  contact 

14 

ment  combination  in  common  use  today. 
Use  of  this  equipment  combination  would, 
on  the  average,  save  each  team  2 knee  and 
ankle  injuries  per  season  over  the  most 
dangerous  equipment  combination,  the 
low-cut  shoe  with  conventional  cleats,  and  1 
knee  or  ankle  injury  per  season  over  other 
commonly  used  equipment  combinations. 

The  small  experience  (129  players)  with 
soccer  style  or  rubber  cleats  indicates  this 
may  be  an  even  better  equipment  selection 
than  the  low-cut,  disk  heel  shoe.  On  the 
basis  of  the  indications  from  this  study,  it 
would  appear  that  a low-cut  shoe  with  a 
disk  heel  and  soccer  or  stubby,  rubber  sole 
cleats  might  be  the  best  selection  of  all 
from  the  standpoint  of  the  prevention  of 
knee  and  ankle  injuries. 
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Scientific  Sessions  held  at 
Memorial  Hospital 
New  York  City 
February  20  and 
May  15,  1969 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Winter  Session 

The  winter  meeting  of  the  New  York 
Society  for  Thoracic  Surgery  was  held  on 
February  20,  1969,  at  Memorial  Hospital. 

Esophageal  Perforation 
with  Distal  Obstruction 

Definitive  Surgery  for 
Treatment* 

G.  A.  KAISER,  M.D. 
New  York  City 
F.  0.  BOWMAN,  JR.,  M.D. 

New  York  City 
R.  H.  WYLIE,  M.D. 
New  York  City 

From  the  Department  of  Surgery,  College  of  Physicians  and 
Surgeons,  and  Surgical  Service,  Presbyterian  Hospital 


The  treatment  usually  advocated  for  in- 
trathoracic  perforation  of  the  esophagus 
is  surgical  repair  and  drainage  of  the  pleura 
and  mediastinum.  In  the  past  there  has 
been  little  distinction  made  between  ob- 
structed and  nonobstructed  cases.  The 
criteria  for  surgical  treatment  and  success 
were  related  to  the  time  elapsed  before 
proper  treatment  was  instituted,  the  site 
if  perforation,  its  size,  and  the  method  of 
ajjiry  rather  than  the  underlying  patho- 

for  fcJB  article,  abstracted  here,  was  published  in  the  Annals 
> . cic  Surgery  for  July,  1969.  The  full  discussion  of  this 
A * 1 lows  the  abstract. 


logic  condition.  Faced  with  distal  ob- 
struction that  would  prevent  the  fistula 
from  closing  and  make  a repair  not  pos- 
sible, the  authors  undertook  definitive 
surgery  for  esophageal  perforation  associ- 
ated with  distal  obstruction  in  3 patients. 
Two  patients  in  their  eighth  decade  under- 
went primary  esophagogastrectomy  for 
obstructing  neoplasm.  The  third  patient, 
aged  sixty-four  was  treated  by  esophago- 
gastrostomy  for  achalasia.  The  operative 
procedures  were  performed  at  ten,  thirty, 
and  thirty-six  hours  after  injury. 

These  cases  are  related  to  a series  of  16 
esophageal  perforations  treated  at  Colum- 
bia-Presbyterian  Medical  Center  since  1955. 
The  causes,  underlying  pathologic  state, 
and  management  are  presented  and  com- 
pared with  that  of  others.  Such  a review 
indicated  that  definitive  surgical  treat- 
ment for  esophageal  perforation  associated 
with  distal  obstruction  can  be  performed 
with  operative  mortality  rates  comparable 
to  the  mortality  rates  for  elective  cases. 

Discussion 

Michael  Rohman,  M.D.*  Valhalla, 
New  York.  I consider  it  a pleasure  and 
honor  to  have  been  invited  to  discuss  this 
excellent  and  important  report  presented 
by  Dr.  Kaiser  and  his  associates.  I had 
the  opportunity  to  hear  this  presentation  at 
the  recent  meeting  of  the  Society  of  Tho- 
racic Surgeons  where  it  was  so  well  received. 
The  authors  certainly  confirm  the  recent 
publications  of  others  that  resection  of  the 
esophagus  and  restoration  of  continuity 

* Director  of  Surgery,  Grasslands  Hospital,  Valhalla,  New 
York. 


3002  Nev  York  State  Journal  of  Medicine  / December  1,  1969 


of  the  intestinal  tract  within  hours  of  per- 
foration is  associated  with  an  acceptable 
mortality  rate,  one  that  is  at  least  com- 
parable to  elective  surgery.  That  one  may 
achieve  a satisfactory  result,  even  in  the 
face  of  severe  mediastinitis,  in  most  re- 
assuring. 

I certainly  do  not  wish  to  disagree  with 
Dr.  Kaiser  regarding  the  applicability  of 
this  approach  to  acute  perforation,  iatro- 
genic or  otherwise,  of  the  esophagus  in  the 
face  of  benign  obstructive  disease  which 
subsequently  will  require  resectional  sur- 
gery. Repair  of  the  perforation  in  such 
patients  is  often  difficult,  may  recur  in  the 
immediate  postoperative  period,  or  may 
lead  to  increased  obstruction  complicating 
nutritional  preparation  for  subsequent  sur- 
gery. 

However,  I do  believe  that  one  should 
consider  other  alternatives  in  the  treat- 
ment of  acute  perforation  of  the  esophagus 
when  associated  with  carcinoma.  Even 
in  optimal  circumstances  the  survival  rate 
for  carcinoma  of  the  esophagus  is  rather 
dismal.  All  too  often  at  the  time  of  ini- 
tial therapy,  metastatic  disease  is  present 
in  the  subdiaphragmatic  lymph  nodes, 
liver,  brain,  mediastinum,  and  other  sites. 
To  subject  patients  to  extensive  surgery, 
simply  because  of  esophageal  perforation, 
without  having  had  the  opportunity  to 
weed  out  those  patients  with  significant 
contraindications  seems  to  me  an  heroic 
approach,  when  a lesser  procedure  will 
suffice  and  at  the  same  time  provide  an 
opportunity  to  evaluate  at  least  the  sub- 
diaphragmatic  possibilities  of  malignant 
spread.  In  addition,  the  rather  prolonged 
recovery  period  must  be  subtracted  from 
the  weeks  or  few  months  of  palliation  that 
might  be  achieved  following  a rather 
radical  approach. 

At  Grasslands  Hospital,  Valhalla,  New 
York,  we  have  had  an  opportunity  to 
treat  2 patients  who  were  admitted  to  the 
hospital  following  spontaneous  perforation 
of  the  esophagus  associated  with  previously 
undiagnosed  carcinoma  and  1 patient  with 
a tracheoesophageal  fistula  secondary  to 
carcinoma  of  the  esophagus  by  the  insertion 
of  a Fell’s  tube. 

The  tube,*  designed  by  Stanley  Fell, 
M.D.,  a member  of  the  New  York  Society 

* Manufactured  by  Bard  Company,  Bryan,  Ohio. 


for  Thoracic  Surgery,  is  made  of  poly- 
vinyl and  has  the  advantage  of  being  con- 
siderably softer  than  others.  In  addition 
the  proximal  cup  is  designed  to  fit  into  the 
lesion  more  snugly  and  at  the  same  time 
prevent  the  passage  of  ingested  food  and 
liquid  between  the  cup  and  mucosa.  At 
body  temperature  it  seems  to  mold  reason- 
ably well  to  the  esophageal  configuration. 
It  is  placed  with  the  aid  of  an  esophagoscope 
after  retrograde  dilatation  with  graded 
dilators  through  a small  gastrostomy  open- 
ing which  may  be  performed  under  local 
anesthesia  if  necessary.  The  small  ab- 
dominal incision  provides  an  opportunity 
to  evaluate  the  liver  and  subdiaphragmatic 
area  which,  all  too  often  in  our  experi- 
ence, is  involved  by  metastatic  tumor. 

One  patient  in  severe  respiratory  distress 
was  admitted  with  a hydropneumothorax. 
Following  an  urgently  indicated  closed 
thoracotomy,  the  lung  expanded;  how- 
ever, the  leak  persisted  and  saliva  ap- 
peared in  the  drainage.  Esophagoscopy 
proved  the  diagnosis  of  squamous  car- 
cinoma in  the  middle  third.  A study  with 
sodium  diatrizoate  (Hypaque)  confirmed 
the  spontaneous  perforation.  Gastrostomy 
for  feeding  purposes  and  Levin  tube 
esophageal  suction  failed  to  prevent  con- 
tinued gastric  and  salivary  drainage  from  the 
chest  tube.  Finally,  Fell’s  tube  controlled 
the  situation,  permitting  oral  alimentation 
and  cessation  of  fistula  leakage  until  the 
patient’s  death  from  metastatic  disease. 

Another  patient,  a seventy-year-old  fe- 
male, presented  a similar  picture  of  hydro- 
pneumothorax on  admission.  Unfortu- 
nately, following  drainage  and  expansion  of 
the  lung,  barium  was  employed  by  the 
radiologist  to  evaluate  dysphagia  and  chest 
tube  drainage  of  gastric  and  salivary  ma- 
terial. The  barium  was  clearly  seen  in  the 
pleural  cavity.  After  placement  of  a 
Fell’s  tube,  which  on  swallow  of  sodium 
diatrizoate  clearly  does  not  permit  leakage 
through  the  fistula,  and  repeated  lavage 
of  the  chest  through  the  thoracotomy  tube, 
the  barium  was  finally  cleared,  the  patient 
gradually  extruded  the  tube,  and  the  per- 
foration healed.  The  patient  enjoyed 
seven  post-treatment  months  and  ate  well 
before  she  died  of  hepatic  metastasis  which 
was  demonstrated  when  the  esophageal 
tube  was  placed. 

We  have  employed  this  technic  in  the 
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treatment  of  a tracheoesophageal  fistula 
secondary  to  carcinoma  of  the  esophagus. 
This  patient  enjoyed  approximately  six 
months  of  fife  free  of  the  severe  symptoms 
related  to  chronic  cough,  fever,  pneumo- 
nitis, and  bouts  of  aspiration  which  plagued 
him  prior  to  surgery.  He,  too,  had  car- 
cinomatous disease  below  the  diaphragm 
at  the  time  of  insertion  of  the  Fell’s  tube. 

In  conclusion,  I would  like  to  say  that 
while  extirpation  of  the  acutely  perforated 
esophagus  certainly  has  its  indications,  as 
Dr.  Kaiser  has  demonstrated,  in  the  treat- 


Esophageal Perforation 

Management  Following 
Pneumonectomy 

FRANK  C.  SPENCER,  M.D. 

New  York  City 
PERRY  BERG,  M.D. 
New  York  City 

From  the  Surgical  Department,  New  York  University 

Medical  Center 


A radical  right  pneumonectomy  was 
performed  on  a fifty-five-year-old  patient 
on  November  22,  1967,  for  extensive  adeno- 
carcinoma of  the  lung  extending  to  the 
carina.  A 4-cm.  lymph  node  containing 
tumor  was  adherent  to  the  midportion  of 
the  esophagus,  which  was  removed  by 
sharp  dissection,  excising  smooth  muscle 
of  the  esophageal  wall  but  leaving  the  sub- 
mucosa intact.  The  mucosa  was  not  per- 
forated. 


ment  of  perforation  associated  with  car- 
cinoma a properly  designed  tube  will  tam- 
pon the  leak  extremely  well,  allow  the 
patient  to  eat,  permit  treatment  and 
clearing  of  pleural  and  mediastinal  com- 
plications, and  diminish  hospitalization, 
thus  increasing  the  value  of  whatever 
palliative  period  remains  for  the  patient. 
At  the  same  time  the  patient  is  not  ex- 
posed to  the  obvious  risks  of  a long  and 
difficult  operation,  which  may  prove  lethal 
and  with  which,  even  in  the  best  of  hands, 
there  is  a significant  incidence  of  serious 
complications. 


Five  days  after  operation  a massive 
esophagopleural  fistula  developed  with  se- 
vere toxic  symptoms.  The  pneumonectomy 
space  was  drained  by  insertion  of  a large 
tube.  Three  days  later  the  thoracotomy 
incision  was  reopened.  A 5-cm.  perforation 
was  found  in  the  esophagus  where  the 
mucosa  had  been  necrotic.  The  opening 
was  closed  by  interrupted  catgut  sutures, 
after  which  a pedicle  of  intercostal  muscle 
and  periosteum  from  the  fifth  and  sixth 
ribs  was  sutured  over  the  esophageal  suture 
fine. 

A modified  Schede  thoracoplasty  was 
then  performed,  removing  ribs  2 through  9, 
to  obliterate  the  pleural  cavity. 

Convalescence  following  operation  was 
surprisingly  smooth.  There  was  no  recur- 
rence of  the  esophageal  fistula.  Drainage 
persisted  from  a paravertebral  sinus  tract 
beneath  the  scapula  which  was  gradually 
obliterated  in  the  subsequent  ten  weeks. 
The  patient  has  subsequently  been  asymp- 
tomatic. 

Methods  of  prevention  and  therapy  of 
this  serious  complication  were  discussed. 
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YOUNGEST  23  mos. 
OLDEST  58  yrs. 


Secundum  Atrial 
Septal  Defects 

Results  of  Open 
Surgical  Repair 

LARI  ATTAI,  M.D. 
The  Bronx,  New  York 
GEORGE  ROBINSON,  M.D. 
The  Bronx,  New  York 

From  the  Division  of  Cardiothoracic  Surgery,  Department 
of  Surgery,  Montefiore  Hospital  and  Medical  Center 


Secundum  type  atrial  septal  defect  is  a 
common  congenital  cardiac  lesion  that 
can  be  corrected  by  open  surgical  repair. 
Few  series  have  been  reported  consisting 
of  an  entire  surgical  experience,  both  early 
and  recent,  from  a single  surgical  center. 1-4 
The  following  report  represents  the  total 
experience  at  Montefiore  Hospital  and 
Medical  Center  from  May  21,  1957,  to 
July  30,  1967,  with  the  open  repair  of 
secundum  atrial  septal  defects.  It  con- 
sists of  157  consecutive  cases,  representing 
ten  years  of  experience  with  open  heart 
surgery. 


Material 

All  patients  with  atrial  septal  defects 
in  whom  the  net  shunt  was  from  left  to 
right  were  considered  candidates  for  repair 
irrespective  of  age  and  pulmonary  artery 
pressure.  Atrial  septal  defects  associated 
with  other  significant  intracardiac  lesions 
were  not  included  in  this  series.  There  were 
87  (55.4  per  cent)  females  and  70  (44.6  per 
cent)  males.  Ages  ranged  between  twenty- 
three  months  and  fifty-eight  years.  The 
majority  of  patients  were  between  five 
and  twenty  years  of  age.  Figure  1 shows 
the  age  and  sex  distribution. 

Signs  and  symptoms 

Fifty-eight  patients  or  37  per  cent  were 
asymptomatic.  The  most  frequent  symp- 
toms were  easy  fatigability,  exertional  dysp- 
nea, and  repeated  respiratory  infections. 


m FEMALE  87  (55.4%) 
| MALE  70  144.6%) 


FIGURE  1.  Age  and  sex  distribution. 


FIGURE  2.  Signs  and  symptoms  in  157  patients 
undergoing  open  repair  of  secundum  atrial  septal 
defect. 


TABLE  I.  American  Heart  Association  functional 
classification 


Classifications 

Number  of  Cases 

I 

115 

II 

36 

III 

6 

IV 

0 

Total 

157 

Nine  patients  complained  of  angina;  5 
patients  had  syncope.  Growth  and  de- 
velopment were  diminished  in  only  3.8 
per  cent.  Figure  2 summarizes  the  signs 
and  symptoms.  The  American  Heart 
Association  functional  classification  is  fisted 
in  Table  I. 


Electrocardiographic  and  x-ray  findings 

A majority  of  patients  demonstrated 
electrocardiographic  evidence  of  right  ven- 
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TABLE  II.  Electrocardiographic  findings  in  157 
patients  undergoing  open  repair  of  secundum 
atrial  septal  defect 


Findings 

Number 

N ormal 

Incomplete  right  bundle  branch  block 

12 

Right  atrial  defect 

145 

Right  ventricular  hypertrophy 
Large  right  atrium 
Atrial  fibrillation 

9 

tricular  hypertrophy.  Cardiomegaly  and 
pulmonary  overcirculation  were  seen  in 
most  of  our  cases  (Table  II  and  Fig.  3). 

Catheterization  data 

A partial  summary  of  the  catheterization 
data  is  recorded  in  Table  III.  The  right 
ventricular  pressure  was  elevated  to  30  mm. 
Hg  or  more  in  133  cases;  32  patients  had 
right  ventricular  pressure  of  50  mm.  Hg 
or  more.  A significant  number  of  patients 
had  flow  gradients  across  the  pulmonic 
valve. 

Anatomical  variations 

Sixteen  defects  were  classified  as  the 
sinus  venosus  type  being  located  high  in 
the  atrial  septum  near  the  orifice  of  the 
superior  vena  cava  and  associated  with 
one  or  more  anomalous  pulmonary  veins 
draining  into  either  the  superior  cava  or 
its  junction  with  the  right  atrium.  Of 


the  defects  141  were  classified  as  secundum; 
high,  central,  or  low  in  the  septum  (Fig. 
4). 

Associated  anomalies 

Twenty-three  patients  had  partial  anom- 
alous venous  drainage  of  the  right  lung, 
consisting  of  one  or  two  veins  from  the 
right  upper  and/or  middle  lobe,  draining 
into  the  right  atrium  or  the  superior  vena 
cava.  Of  this  group,  16  patients  had  sinus 
venosus  type  defects.  Other  associated 
anomalies  are  listed  on  Table  IV.  Two 
patients  had  repair  of  cleft  mitral  valves, 
and  1 patient  with  mitral  stenosis  required 
commissurotomy  at  the  time  of  closure  of 
the  atrial  septal  defect. 

Surgical  technics 

In  the  early  years  of  our  surgical  ex- 
perience, moderate  general  body  hypo- 
thermia and  inflow  occlusion  without  pump 
oxygenator  was  a standard  technic.  Fif- 
teen patients  were  operated  on  employing 
this  method,  and  there  were  no  deaths  in 
this  group.  The  average  operating  time 
was  from  three  to  five  minutes.  The  re- 
maining 142  patients  were  operated  on  us- 
ing total  cardiopulmonary  bypass  with  a 
pump  oxygenator.  Direct  closure  with 
two  rows  of  running  silk  sutures  was  used 
in  152  patients.  In  5 cases  with  sinus 
venosus  defects  a prosthetic  patch  was 


^ -■ 


No.  of  cases 


Pulmonary  over  circulation  III 


Cardiomegaly 


143 


Normal 14 


FIGURE  3.  Roentgenographic  findings  in  157  patients  undergoing  open  repair  of  secundum  atrial  septal 
defect. 
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TABLE  III.  Catheterization  data  in  157  patients 
undergoing  open  repair  of  secundum  atrial 
septal  defect 


Pressure 

Number 

(Mm.  Hg) 

of  Cases 

Right  ventricle,  30  or  more 

133 

Right  ventricle,  50  or  more 

32 

Flow  gradient,  10  to  20 

50 

Flow  gradient,  >50 

4 

TABLE  IV.  Associated  anomalies  in  157  patients 
undergoing  open  repair  of  secundum  atrial 
septal  defect 


Associated  Anomalies 

Number  of  Cases 

Partial  anomalous  pulmonary  venous 

23  (16  sinus  venosus 

drainage 

I,eft  superior  vena  cava  — ► coronary 

type) 

sinus  or  right  atrium 
I,eft  su|>erior  vena  cava  — ► left 

6 

atrium 

2 (ligated) 

Mitral  insufficiency  (cleft  mitral) 

2 (repaired) 

Mitral  stenosis 

1 (commissurotomy) 

Patent  ductus  arteriosus 

1 (repaired) 

No  of  coses 

Sinus  Venosus-type  16 


FIGURE  4.  Anatomic  types  in  157  patients  under- 
going open  repair  of  secundum  atrial  septal  defect. 


utilized  to  close  the  defect  and  divert  the 
anomalous  venous  drainage  into  the  left 
atrium  (Table  V and  Fig.  5). 

Surgical  results 

There  was  1 hospital  death,  for  a mor- 
tality rate  of  0.6  per  cent.  This  death 
occurred  on  the  third  postoperative  day 
in  a thirty-two-year-old  male,  in  whom 
severe  pneumonia  developed  resulting  in 
hypoxia  and  cardiac  arrest.  This  death 
occurred  in  1958  and  antedated  the  use  of 
mechanical  ventilation  and  other  refine- 
ments in  postoperative  care.  There  were 
no  late  deaths.  Significant  postoperative 
complications  included  transient  arryth- 
mias  in  24  patients;  pulmonary  complica- 
tions in  14;  bleeding  requiring  reoperation 
in  8;  superior  vena  cava  obstruction, 
corrected  at  operation  in  3;  and  recurrent 
atrial  septal  defect  in  1 case,  corrected  by 
reoperation  (Tables  VI  and  VII). 


FIGURE  5.  Surgical  technics  in  157  patients  under- 
going open  repair  of  secundum  atrial  septal  defect. 
(A)  Direct  repair,  152  cases;  (B)  patch  technic,  5 
cases. 


Comment 

Our  experience  has  indicated  that  the 
surgical  correction  of  secundum  atrial  septal 
defects  can  be  accomplished  with  an  ex- 
tremely low  mortality  rate.  Based  on  this 
favorable  experience,  the  correction  of 
atrial  septal  defects  is  advised  in  all  patients 
with  a net  left-to-right  shunt.  Age, 
symptoms,  and  pulmonary  hypertension 
did  not  relate  to  survival  from  surgery 
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TABLE  V.  Surgical  technic  in  157  patients 
undergoing  open  repair  of  secundum  atrial 
septal  defect 


Technic 

Number 
of  Cases 

Hypothermia  and  inflow  occlusion 

15 

Cardiopulmonary  bypass 

142 

Total 

157 

TABLE  VI.  Surgical  complications  i 

n 157  patients 

undergoing  open  repair  of  secundum 

atrial  septal  defect 

Number  of 

Complications 

Cases 

Bleeding 

8 

Superior  vena  cava  obstruction 

3 

Arrhythmias 

24 

Pulmonary 

14 

Recurrent  atrial  septal  defect 

1 

in  this  series.  Thirty  per  cent  of  our  pa- 
tients were  adults  over  the  age  of  twenty, 
and  16.5  per  cent  were  over  forty  years  of 
age. 

Although  transient  arrhythmia  was  a 
frequent  complication,  no  patient  left 
the  hospital  with  complete  heart  block 
requiring  a pacemaker.  Superior  vena 
caval  obstruction  was  seen  in  3 cases  follow- 
ing repair  of  sinus  venosus  defects,  requir- 
ing operative  correction  for  relief  of  ob- 
struction. These  occurred  early  in  our 
clinical  experience;  and  with  improvement 
in  technic  and  better  understanding  of  the 
anatomy  of  this  defect,  we  have  not  seen 
this  complication. 

Over  95  per  cent  of  defects  were  closed 
directly  by  simple  suture  technic.  A 
patch  was  used  in  5 cases  in  defects  located 
high  in  the  septum  when  associated  with 
partial  anomalous  pulmonary  venous  drain- 
age. One  patient  had  a recurrent  atrial 
septal  defect  which  was  successfully  cor- 
rected at  reoperation.  No  other  patients 
are  known  to  have  residual  shunts. 

Summary 

The  total  experience  at  Montefiore 
Hospital  and  Medical  Center  with  open 
repair  of  secundum  type  atrial  septal 
defects  between  May,  1957,  and  August, 
1967,  consisted  of  157  cases.  All  patients 
with  documented  secundum  atrial  defects 


TABLE  VII.  Surgical  result  in  157  patients 
undergoing  open  repair  of  secundum  atrial 
septal  defect 

Result 

Number 

Survived 

156 

Operative  death 

1 

Late  death 

0 

Total 

157 

were  considered  candidates  for  repair. 
Pulmonary  hypertension  was  not  con- 
sidered a contraindication  provided  that  the 
net  shunt  was  left  to  right. 

While  children  and  young  adults  were 
largely  asymptomatic  despite  cardiomegaly, 
adults  experienced  fatigue,  dyspnea,  and 
occasionally  frank  congestive  heart  failure. 
There  were  70  males  and  87  females.  Ages 
ranged  from  twenty-three  months  to  fifty- 
eight  years. 

From  1957  to  1959,  16  defects  were  cor- 
rected under  hypothermia  and  inflow  oc- 
clusion, while  during  this  period  a parallel 
series  was  initiated  utilizing  extracorporeal 
circulation.  Anomalies  of  pulmonary 
venous  drainage,  pulmonic  stenosis,  and 
mitral  valve  disease  were  corrected  simul- 
taneously when  encountered. 

Only  1 death  occurred  in  the  entire 
series  for  a mortality  rate  of  0.6  per  cent. 
No  deaths  have  occurred  in  138  cases  since 
October,  1958.  There  are  no  known  late 
deaths. 

Acknowledgment.  All  15  operations  under  hypothermia 
and  inflow  occlusion  were  done  by  the  late  Elliott  S.  Hurwitt, 
M.D.  We  are  grateful  to  Allan  Bloomberg,  M.D.,  Philip 
Glotzer,  M.D.,  and  Stanley  Fell,  M.D.,  for  permission  to 
include  their  cases  in  this  series. 
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New  York.  This  is  a fine  series  of  cases 
presented  by  Dr.  Attai  and  Dr.  Robinson. 
The  low  mortality  and  morbidity  rates  re- 
flect the  excellence  of  their  perfusion  technic 
and  their  surgical  skill.  In  the  hands  of 
others  an  increased  mortality  rate  has  been 
noted  in  patients  over  the  age  of  forty-five 
years,  in  patients  with  pulmonary  hyper- 
tension, and  in  patients  with  chronic  con- 
gestive heart  failure.  At  The  New  York 
Hospital-Cornell  Medical  Center  during 
the  same  ten-year  jjeriod  as  that  recorded 
by  the  authors  closure  of  ostium  secundum 
atrial  septal  defects  was  carried  out  in 
150  patients.  However,  in  this  series 
cardiopulmonary  bypass  was  used  in  every 
case.  Two  deaths  occurred  in  the  series 
due  to  air  embolism  in  1 case  and  sepsis 
in  another.  There  were  no  deaths  in  the 
last  138  cases.  The  age  range  was  from 
thirty  months  to  seventy-two  years.  Six 
patients  were  over  the  age  of  fifty  years, 
and  all  survived. 

One  patient,  a man  of  seventy-two,  is 
of  interest,  because  he  is  one  of  the  oldest 
patients  to  have  undergone  successful 
closure  of  an  atrial  septal  defect  and  be- 
cause he  was  in  severe  and  intractable 
heart  failure  at  the  time  of  his  operation. 
A preoperative  intravenous  angiocardio- 
gram showed  marked  four-chamber  en- 
largement; the  right  atrium  was  huge,  and 
there  was  evidence  of  bidirectional  shunt- 
ing. Cardiac  catheterization  data  re- 
vealed the  pulmonary  artery  pressure  to  be 
44/10  mm.  Hg.  There  was  a small  right- 
to-left  shunt  of  1.32  L.  per  minute  and  a 
large  left-to-right  shunt  of  10.57  L.  per 
minute.  The  pulmonary  vascular  resist- 
ance was  only  56  dynes-sec-cm~5.  This 
low  figure  probably  accounts  for  the  fact 
that  he  was  still  alive  at  this  advanced 
age.  He  had  refused  an  operation  until 
he  became  bedridden  in  heart  failure  with 
marked  ascites  and  dependent  edema  which 
became  refractory  to  all  diuretics.  After  a 
weight  loss  of  10  Kg.  had  been  achieved 
with  peritoneal  dialysis,  successful  closure 
of  an  ostium  secundum  defect,  3 cm.  in 
diameter,  was  accomplished  with  a Teflon 
patch.  He  is  alive  and  well  now  two  years 
after  the  operation. 

Another  interesting  aspect  of  this  disease 
is  the  hemodynamic  changes  following  sur- 
gery. In  our  experience,  when  there  is 
pulmonary  hypertension  and  an  increase 


in  the  pulmonary  vascular  resistance, 
closure  of  the  atrial  septal  defect  has  re- 
sulted in  a fall  in  the  pulmonary  artery 
pressure,  but  the  pulmonary  vascular  resist- 
ance has  remained  elevated. 

Closing  remarks 

Dk.  Attai:  Although  not  many  years 

have  elapsed  since  the  beginning  of  open 
heart  surgery  for  atrial  septal  defects, 
there  are  elements  within  this  report  of 
historical  significance.  It  is  virtually  in- 
conceivable at  this  time  that  as  recently  as 
1956  a study  was  undertaken  in  which 
alternate  cases  were  corrected  by  hypo- 
thermia and  inflow  occlusion  parallel  to  a 
series  of  cases  done  with  the  pump  oxy- 
genator. It  is  a tribute  to  the  skill  and 
accuracy  of  surgery  done  by  the  late  Elliott 
Hurwitt,  M.D.,  that  under  conditions  of 
complete  inflow  occlusion  and  total  cir- 
culatory arrest  15  consecutive  atrial  septal 
defects  were  successfully  corrected.  Many 
of  these  had  associated  anomalous  pul- 
monary venous  drainage.  Within  a period 
of  perhaps  four  to  five  minutes  the  entire 
defect  was  corrected.  Compared  with  this, 
my  early  experience  was  with  the  original 
type  of  DeWall  bubble  oxygenator  which 
afforded  me  at  least  several  more  minutes 
of  safe  open  heart  operating  time,  so  that 
the  defect  could  be  repaired  with  greater 
leisure.  Nevertheless,  speed  was  of  the 
essence  in  both  technics,  and  all  efforts  were 
bent  toward  reduction  of  operating  time. 

Our  earliest  oxygenators  were  made 
individually  by  hand  in  our  experimental 
laboratory.  Parts  consisted  of  rubber 
stoppers,  hypodermic  needles,  and  con- 
nectors made  in  nearby  machine  shops. 
Commercially  available  equipment  for 
pump  oxygenators  was  a later  develop- 
ment. Despite  the  crude  apparatus  there 
was  remarkably  little  difficulty  with  the 
pump  and  oxygenator  systems. 

Aside  from  these  historical  notes,  the 
real  message  of  this  report  is  that  atrial 
septal  defects  of  the  secundum  type  can 
be  corrected  surgically  with  an  extremely 
low  mortality  rate.  In  the  same  way  as 
the  diagnosis  of  patent  ductus  arteriosus 
generally  leads  to  a recommendation  for  its 
repair,  the  existence  of  an  atrial  septal 
defect  should  also  result  in  a recommenda- 
tion for  correction. 
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Bronchoscopy  under  general  anesthesia 
avoids  an  unpleasant  experience  for  the 
patient  and  the  occasional  risk  of  topical 
anesthesia.  Examination  of  the  bronchial 
tree  is  highly  satisfactory  without  any 
problem  of  eliciting  cough,  especially  on 
examination  of  the  distal  bronchi.  The 
purpose  of  this  report  is  to  provide  ob- 
jective analysis  of  adequacy  of  ventilation 
during  bronchoscopy  under  anesthesia. 

Materials  and  methods 

Patients  for  bronchoscopy  were  usually 
premedicated  with  meperidine  hydrochlo- 
ride, secobarbital,  and  atropine  in  ap- 
propriate amounts.  After  placing  the 
patients  on  the  operating  table,  either  the 
brachial  or  femoral  artery  was  cannulated 
with  an  indwelling  Teflon  cannula.*  Ar- 
terial blood  samples  were  drawn  for  gas 
studies,  using  pH,  carbon  dioxide  tension, 
and  oxygen  tension  electrodes. f 

Anesthesia  was  induced  by  thiopental 
sodium  (200  to  250-mg.  doses  intra- 
venously), and  complete  muscle  relaxation 
was  produced  by  a bolus  of  succinylcholine 
(50  to  100  mg.  intravenously).  Our  pref- 
erence is  for  the  bolus  method  of  admin- 
istering this  muscle  relaxant.  This  results 
in  smooth  and  rapid  passage  of  the  bron- 
choscope into  the  trachea,  and  good,  effi- 
cient, controlled  ventilation  by  the  anes- 

* Bard-Stille  “select-a-fiow”  cannula,  C.  R.  Bard,  Inc., 
Murray  Hill,  New  Jersey. 

t Instrumentation  Laboratory,  Inc.,  Lexington,  Massachu- 
setts. 


thesiologist  without  any  “bucking”  on  the 
part  of  the  patient.  Prior  to  induction  of 
anesthesia,  the  patient  was  oxygenated  for 
one  minute  with  pure  oxygen,  administered 
through  a mask  as  suggested  by  Schoen- 
stadt  et  al.1  After  induction,  anesthesia  is 
continued,  using  a mixture  of  halothane 
and  oxygen,  with  ventilation  being  con- 
tinued through  the  side  connector  of  the 
bronchoscope,**  as  previously  described.2 

Serial  arterial  blood  samples  were  drawn, 
using  the  following  steps:  (1)  with  the 

patient  supine  on  the  table,  (2 ) after  one 
minute  of  oxygenation  but  prior  to  in- 
duction of  anesthesia,  (3)  one  minute  after 
introduction  of  bronchoscope,  and  (4) 
three  to  five  minutes  after  third  sample 
was  drawn.  The  samples  were  drawn  in 
heparinized  syringes,  properly  labeled,  and 
placed  in  ice  immediately  prior  to  gas 
studies.  Since  most  of  the  bronchoscopies 
took  an  average  of  five  to  six  minutes,  it 
was  believed  that  these  samples  were  repre- 
sentative of  the  dynamics  of  arterial  gas 
changes  during  bronchoscopy. 

Results 

The  results  of  blood  gas  studies  are  sum- 
marized in  Table  I.  Serial  changes  in 
average  values  of  pH,  oxygen  tension,  and 
carbon  dioxide  tension  in  10  cases  were 
plotted  (Figs.  1,  2,  and  3).  The  relatively 
low  oxygen  tension  in  the  samples  taken 
during  the  resting  state  is  due  to  the  fact 
that  several  of  these  patients  were  in  the 
elderly  age  group,  with  diffuse  pulmonary 
disease  associated  with  neoplasms.  Oxy- 
gen tension  was  consistently  elevated  dur- 
ing bronchoscopy,  and  pH  values  were 
maintained  within  normal  levels.  The 
last  sample,  average  carbon  dioxide  ten- 
sion, does  show  some  rise;  it  never  reached 
critical  levels. 

Comment 

Our  study  is  an  extension  of  that  of  Scho- 
enstadt  et  al . 1 in  that  our  last  sample  was 
taken  at  considerable  delay  from  the  start 
of  anesthesia  (five  to  eight  minutes).  In 
our  experience,  controlled  ventilation  in  a 
patient  made  apneic  by  a bolus  of  muscle 

**  Bronchoscope  manufactured  by  Foregger  Company, 
Rosyln,  New  York. 
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TABLE  I.  Results 
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FIGURE  1.  Values  for  pH;  serial  arterial  blood 
samples. 

relaxant  gave  consistently  good  results. 
Introduction  of  the  bronchoscope  was 
rapid  and  smooth.  No  topical  anesthetic 
agents  were  used  in  this  series.  The  size 
of  the  bronchoscope  used  varies  according 
to  the  size  of  the  trachea,  and  adequacy 
of  ventilation  is  assured  by  observation  of 
movement  of  the  chest  wall  by  the  anes- 
thesiologist. 

Summary 

Patients  for  bronchoscopy  were  anes- 
thetized using  a standard  technic  of 
general  anesthesia  and  a ventilating  bron- 
choscope. An  indwelling  Teflon  arterial 
cannula  was  placed  prior  to  induction  of 
anesthesia.  Arterial  blood  samples  were 
withdrawn  under  anaerobic  conditions 
using  the  following  steps:  (1)  with  patient 
awake  and  supine  on  the  table,  (2)  after 
one  minute  of  oxygenation,  (3)  one  minute 
after  introduction  of  bronchoscope,  and 
(4)  three  to  five  minutes  after  third  sample 
was  drawn. 


FIGURE  2.  Oxygen  tension  values;  serial  arterial 
blood  samples. 


FIGURE  3.  Carbon  dioxide  tension  values;  serial 
arterial  blood  samples. 

The  samples  were  sent  for  determinations 
of  pH,  and  carbon  dioxide  and  oxygen  ten- 
sions, using  Instrumentation  Laboratory 
triple  electrodes. 

Results  were  presented  and  the  technic 
described. 
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T he  thoracic  manifestations  of  Reck- 
linghausen’s disease  are  uncommon,  and 
neurofibrosarcoma  of  the  chest  wall,  with 
or  without  neurofibromatosis,  is  rare. 
The  authors  have  had  the  opportunity  of 
observing  a patient  with  Recklinghausen’s 
disease  in  whom  neurofibrosarcoma  of  the 
chest  wall  developed.  A report  of  their 
case  and  a review  of  the  thoracic  manifesta- 
tions of  Recklinghausen’s  disease  and  its 
potential  for  malignant  degeneration  are 
presented. 

Case  report 

A thirty-three-year-old  Negro  woman  was 
admitted  on  January  30,  1968,  to  The  Brooklyn 
Hospital  with  a five- week  history  of  intermittent 

* By  invitation. 


around  the  advantages  of  local  anesthsia, 
which  makes  it  possible  to  dispense  with 
additional  personnel  for  the  anesthesia  and 
for  postoperative  care.  Neuroleptic  anes- 
thesia and  vallium  technics  were  also  dis 
cussed.  The  authors  opposed  the  vallium 
technic  because  of  the  depression  it  pro- 
duced during  and  following  bronchoscopy. 


dull  pain  in  the  right  upper  quadrant  of  the 
abdomen.  She  had  had  multiple  skin  nodules 
since  birth.  One  of  her  six  children  exhibited 
similar  nodules;  neither  of  her  parents  had  them. 
Physical  examination  showed  a slim  woman  in 
no  distress  with  many  scattered  cutaneous 
nodules  and  darkly  pigmented  cutaneous 
patches.  Also  present  were  mild  right  sub- 
costal abdominal  tenderness,  dorsal  scoliosis 
convex  to  the  right,  and  a 6-cm.  mobile  sub- 
cutaneous mass  in  the  right  scapular  region 
(Fig.  1).  Roentgenograms  of  the  chest  showed 
“twisted  ribbon”  deformities  of  the  right  sixth 
through  tenth  ribs  and  a large  overlying  mass  in 
the  right  posterolateral  chest  wall  (Fig.  2).  A 
clinical  diagnosis  of  neurofibrosarcoma  of  the 
chest  wall  in  conjunction  with  Recklinghausen’s 
disease  was  supported  by  the  large  size  of  the 
lesion  and  the  presence  of  pain. 

On  February  23,  1968,  a right  thoracotomy 
demonstrated  in  the  posterolateral  chest  wall  a 
firm  encapsulated  mass  which  was  covered  by 
parietal  pleura  and  which  did  not  invade  the 
lung.  Following  wide  en  bloc  resection  of  the 
mass  and  portions  of  the  five  involved  ribs,  the 
chest  wall  defect  was  closed  with  a fabric 
prosthesis.  The  subcutaneous  mass  in  the 
right  scapular  area  was  also  excised. 

Pathologic  examination  of  the  specimen  of  the 
chest  wall  showed  a mass  which  measured  10  by 
7.5  by  4 cm.  Microscopically,  it  proved  to  be  a 
neurofibroma  with  cystic  and  myxomatous  de- 
generation and  areas  of  neurofibrosarcoma. 
The  overlying  pleura  was  not  infiltrated  by 
tumor,  and  the  margins  of  the  specimen  were 
free  of  malignant  lesions.  The  right  scapular 
mass  proved  to  be  a benign  neurofibroma. 

The  patient  was  discharged  following  an  un- 
eventful postoperative  course.  In  June,  1968, 
four  months  after  operation,  multiple  pul- 
monary nodules  were  noted  on  roentgenograms 
of  her  chest  (Fig.  3A).  These  continued  to  en- 
large rapidly  during  the  next  four  months  (Fig. 
3B).  Osteolytic  lesions  of  the  right  iliac  bone 
and  right  femoral  neck  were  noted  on  x-ray  films 
in  October,  1968.  In  December,  1968,  the 
patient  was  readmitted  to  the  hospital  with 
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FIGURE  1.  Photograph  of  patient’s  back  showing 
cutaneous  nodules,  cafe  au  lait  patches,  and  sub- 
cutaneous mass  in  right  scapular  region.  Dorsal 
scoliosis  also  apparent. 


severe  respiratory  distress  and  died  soon  after- 
ward, one  year  from  the  onset  of  her  symptoms. 
Permission  for  autopsy  was  not  granted. 

Comments 

Fully  developed  Recklinghausen’s  dis- 
ease is  relatively  rare,  partial  forms  of  the 
disease  being  more  common. 1 The  disease 
has  a clear  hereditary  factor  with  a domi- 
nant characteristic. 2-4  Most  authors  be- 

lieve that  it  is  related  to  migration  and 
differentiation  abnormalities  of  the  neural 
crest.6  The  inherited  dysgenesis  involves 
the  neuroectoderm  and  probably  the  meso- 
derm.6 Mesodermal  dysplasia  is  responsi- 
ble for  the  skeletal  abnormalities. 

The  manifestations  of  Recklinghausen’s 
disease  are  well  known. 2 3,7  The  com- 
monest lesions  are  cafe  au  lait  pigmented 
patches  which  measure  2 to  5 cm.  in 
diameter  and  represent  melanin  deposits 
in  the  basal  epidermal  layer.  Next  in 
frequency  are  cutaneous  and  subcutaneous 
nodules.  Skeletal  changes  occur  in  30  to 
50  per  cent  of  cases.7  Angular  kypho- 
scoliosis and  “twisted  ribbon”  rib  deformi- 
ties occur  in  about  50  per  cent  of  patients 
with  bony  anomalies.  Rib  notching  and 
widening  of  the  intervertebral  foramina  are 
due  to  intercostal  neurofibromas  and  to 
pressure  by  either  dumbbell  neurofibromas 
or  meningoceles. 

Genersick  in  1870s  first  mentioned  a 
thoracic  lesion  noted  at  autopsy  in  a 


FIGURE  2.  Roentgenograms  of  chest  showing  twisted  ribs,  scoliosis,  and  large  oval  mass  in  right  postero- 
lateral chest  wall.  (A)  Preoperative  posteroanterior  and  (B)  right  lateral  views. 
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FIGURE  3.  Roentgenograms  of  chest.  (A)  Posteroanterior  view  taken  in  June,  1968,  four  months  post- 
operatively  showing  at  least  three  metastatic  nodules  on  right  lung  and  few  larger  nodules  behind  heart. 
(B)  Posteroanterior  view  taken  in  October,  1968,  eight  months  postoperatively  showing  rapid  enlargement  of 
pulmonary  metastases. 


patient  with  neurofibromatosis.  Other  au- 
thors have  since  described  thoracic  lesions 
in  Recklinghausen’s  disease.9-11 

Chest  wall  tumors.  Neurogenic 
tumors  of  the  chest  wall  and  the  parietal 
pleura  originate  from  the  intercostal  nerves 
and  from  sensory  and  sympathetic  nerve 
fibers  supplying  the  pleura.12’13  Roent- 
genographically,  these  lesions  appear  as 
smooth,  well-defined  opaque  shadows 
against  the  lateral  thoracic  wall.14  Tumors 
of  the  visceral  pleura  are  rare.  Occasion- 
ally, the  pleural  surfaces  are  invaded  by  a 
diffuse  malignant  schwannoma  associated 
with  an  intractable  hemorrhagic  pleural 
effusion.15 

Rapid  enlargement,  evidence  of  bone 
invasion,  and/or  pain  suggest  malignant 
change  in  neurogenic  tumors  of  the  chest 
wall  and,  of  themselves,  are  indications  for 
wide  surgical  resection  which  is  the  treat- 
ment of  choice. 

Pulmonary  tumors.  Primary  pulmo- 
nary tumors  of  neurogenic  origin  are  very 
rare.  Ochsner,  DeBakey,  and  Dixon, 16  and 
Meade  in  1947 17  reported  1 case  each 
among  their  two  series  of  360  cases  and  196 
cases,  respectively,  of  pulmonary  resec- 
tions for  lung  tumors.  In  1958  Jarniou18 
noted  the  rarity  of  neurogenic  pulmonary 
tumors  and  observed  that  they  occur  most 
commonly  in  the  right  upper  lobe,  while 
in  1964  Rousselle19  collected  only  49  cases 


from  the  world’s  literature  of  the  previous 
twenty-five  years.  Some  of  Rousselle’ s 
cases  were  associated  with  Recklinghausen’s 
disease. 

Neurogenic  pulmonary  tumors  are  not 
likely  to  be  diagnosed  preoperatively  and, 
as  with  other  pulmonary  nodules,  are 
treated  by  resection.  Needless  to  say,  a 
pulmonary  lesion  in  a patient  with  Reck- 
linghausen’s disease  may  not  be  a neuro- 
genic tumor. 

Bronchial  tumors.  Neurogenic  bron- 
chial tumors  are  extremely  rare,  with  or 
without  Recklinghausen’s  disease.  The 
first  such  lesion  was  reported  as  an  autopsy 
finding  by  Askanasy  in  1913, 20  and  others 
have  been  reported  more  recently  by 
Martin  in  191921  and  Billow  in  1943. 22 
They  are  benign  tumors  which  may  be 
diagnosed  by  bronchoscopic  biopsy  and  are 
treated  by  resection. 

Mediastinal  tumors.  The  majority 
of  thoracic  neurogenic  tumors  arise  in  the 
mediastinum,  where  they  account  for  33 
per  cent  of  all  mediastinal  tumors.  The 
relatively  small  number  associated  with 
Recklinghausen’s  disease  are  usually  in  the 
posterior  mediastinum  where  they  are 
derived  from  the  spinal  nerves,  the  sym- 
pathetic chains,  and  occasionally  the 
phrenic  and  vagus  nerves. 

In  Recklinghausen’s  disease  there  may 
be  multiple  neurogenic  tumors  in  the 
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mediastinum.  Chest  roentgenograms 
should  be  taken  at  regular  intervals  and 
surgical  resection  carried  out  if  rapid  tumor 
enlargement,  bone  invasion,  or  pressure 
symptoms  suggest  the  possibility  of  ma- 
lignant degeneration.  The  size  and  ana- 
tomic placement  of  these  tumors  may  render 
complete  resection  impossible. 

Pulmonary  dystrophies.  Recently 
pulmonary  dystrophies  have  been  re- 
ported in  patients  with  Recklinghausen’s 
disease.  Voisin14  has  presented  a case  of 
bullous  dystrophy  in  the  right  upper  lobe, 
and  Israel-Asselain28  has  reported  diffuse 
interstitial  fibrosis  of  the  reticulomicronod- 
ulartypeina  mother  and  son  both  affected 
by  neurofibromatosis.  Microscopic  ex- 
amination in  the  latter  cases  showed 
elastic  fiber  hyperplasia  with  thrombosing 
endarteritis  quite  similar  to  that  described 
in  tuberous  sclerosis  and  Sturge- Weber 
disease. 

Malignant  degeneration  in  Reckling- 
hausen’s disease  is  relatively  frequent,  the 
quoted  incidence  being  about  10  per  cent 
of  cases.34  The  malignant  tumor  fre- 
quently is  a fibrosarcoma  whose  neurogenic 
origin  usually  cannot  be  established  ex- 
cept by  association  with  neurofibromatosis. 
Half  of  the  cases  of  neurofibrosarcoma  occur 
in  patients  with  Recklinghausen’s  disease. 
Local  growth  of  the  malignant  neurogenic- 
tumors  follows  and  is  limited  by  the  nerve 
sheath.  Distant  metastases  are  usually 
hematogenous.  The  lung  is  the  most  fre- 
quent site  of  metastasis,  and  pulmonary 
involvement  is  the  most  common  cause  of 
death. 3 

The  treatment  of  choice  for  neuro- 
fibrosarcoma is  surgical  resection;  the 
tumor  is  radioresistant,2'25  26  and  the  re- 
sults of  chemotherapy  and  steroid  therapy 
have  been  disappointing.27  Heard3  28  has 
reported  1 five-year  surgical  survival  among 
14  patients,  while  Watkins26  has  reported 
2 nineteen-year  survivals  among  5 patients 
with  neurofibrosarcoma  of  the  chest  wall 
not  associated  with  Recklinghausen’s  dis- 
ease. The  overlying  cutaneous  and  sub- 
cutaneous tumors  of  Recklinghausen’s  dis- 
ease undoubtedly  delay  the  roentgeno- 
graphic  diagnosis  of  an  underlying  lesion  of 
the  chest  wall.  Even  when  the  tumor  is 
well  circumscribed,  the  prognosis  after 
surgical  resection  is  unfavorable,  so  that 
the  chief  benefit  of  surgery  frequently  is 


the  palliation  of  pain  or  the  relief  of  pres- 
sure on  intra thoracic  structures.2,26  Al- 
though there  is  some  question  as  to  whether 
surgery  actually  precipitates  malignant 
change  in  Recklinghausen’s  disease,  the 
evidence  favoring  this  phenomenon  is 
equivocal,  and  all  authors  agree  that  the 
suspicion  of  a malignant  lesion  speaks  for 
radical  resection  of  the  tumor.26,27  ~80 


Summary 

A case  of  neurofibrosarcoma  of  the  chest 
wall  is  reported.  A large,  painful  tumor 
of  the  chest  wall  involved  the  sixth  through 
ninth  right  ribs  posteriorly  in  a thirty- 
three-year-old  woman  with  generalized 
Recklinghausen’s  disease.  Treatment  con- 
sisted of  wide  resection  of  the  chest  wall 
and  stabilization  of  the  resulting  defect 
with  a screen  of  Marlex  mesh.  The  patient 
made  an  uneventful  recovery  and  was 
well  four  months  postoperatively. 

The  occurrence,  diagnosis,  and  treatment 
of  neurofibrosarcoma  of  the  chest  wall  were 
discussed. 
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T here  is  an  old  physical  diagnostic  adage 
that  says,  “Examination  of  the  lungs  begins 
at  the  fingertips.”  Clubbing  of  the  fingers 
and/or  hypertrophic  pulmonary  osteo- 
arthropathy have  long  been  recognized 
as  related  to  intrathoracic  disease,  partic- 
ularly that  of  a neoplastic  variety.  The 
association  of  osteoarthropathy  with  bron- 
chial carcinoma  was  first  reported  by 
Thompson  in  1904. 1 With  the  increased 
incidence  of  carcinoma  of  the  lung,  this 
entity  is  now  recognized  as  the  main  cause 
of  pulmonary  osteoarthropathy.  It  is  not 
widely  recognized  that  metastatic  tumors  of 
the  lung  can  also  produce  the  syndrome. 
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Discussion 

Herbert  Maier,  M.D.  New  York  City. 
This  participant  discussed  widespread  dis- 
ease in  the  thorax  and  commented  on  dis- 
tortion of  a rib  due  to  pressure. 


Attention  was  called  to  this  fact  in  1959 
by  Aufses,2  a member  of  this  society, 
when  he  reported  such  a case  and  reviewed 
the  literature.  Since  then  sporadic  addi- 
tional reports  have  been  published.  In 
1967  Yacoub,  Simon,  and  Ohnsorge3  were 
able  to  collect  41  cases,  including  3 of  their 
own.  It  is  of  interest  to  note  that  the 
majority  of  these  collected  cases  involved 
sarcoma,  metastatic  to  the  lung.  Metastatic 
carcinoma  producing  this  entity  is,  there- 
fore, rather  rare.  The  case  about  to  be 
reported  represents  an  instance  of  pul- 
monary osteoarthropathy  associated  with 
metastatic  adenocarcinoma  from  a pri- 
mary breast  lesion. 


Case  report 

The  patient  was  a fifty-year-old  female  who 
had  a history  of  a left  radical  mastectomy  for 
carcinoma  nine  months  prior  to  the  present 
illness.  Aching  pains  developed  in  most  of  her 
joints,  which  were  followed  by  swelling  of  the 
feet  and  ankles,  unrelieved  by  diuretics.  She 
was  directed  to  the  attention  of  an  internist 
specializing  in  arthritis.  He  suspected  intra- 
thoracic disease  because  of  suggestive  clubbing 
of  the  fingers  and  took  roentgenograms  of  the 
chest  (Fig.  1).  A previous  film  of  the  chest 
taken  at  the  time  of  breast  surgery  revealed  no 
abnormality.  The  patient  was  admitted  to  the 
hospital  shortly  thereafter  at  which  time  club- 
bing of  the  extremities  was  quite  obvious.  In 
addition  to  the  clubbing  there  was  edema  and 
swelling  of  both  lower  extremities,  with  pain  and 
heat,  and  an  effusion  in  both  knees.  There  was 
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FIGURE  1.  (A)  Posteroanterior  and  (B)  lateral  views  taken  immediately  preceding  admission  to  hospital. 


also  tenderness,  puffiness,  and  swelling  of  both 
hands  and  both  wrists,  particularly  of  the 
fingers,  with  pain  on  lateral  pressure.  Aspira- 
tion of  the  left  knee  had  been  performed  prior 
to  admission  and  a clear  fluid  obtained  which 
revealed  negative  findings  on  cell  block. 

Laboratory  studies  showed  the  following 
significant  positive  findings:  sedimentation 

rate  of  94  mm.,  low  total  protein  of  5.8  Gm.  per 
100  ml.  with  reversal  of  the  albumin-globulin 
ratio,  mild  anemia,  and  alkaline  phosphatase  of 
16.4  units. 

A skeletal  survey  was  unremarkable  except 
for  periosteal  thickening  along  the  distal  ends 
of  the  tibias  and  fibulas  as  indicated  in  Figures 
2 and  3A. 

During  her  preoperative  course  in  the  hospi- 
tal, the  joint  pains  and  swelling  continued  with 
very  little  improvement.  Roentgenograms  of 
the  hands  and  feet  were  believed  to  be  within 
normal  limits.  The  only  skeletal  areas  showing 
evidence  of  periostitis  were  those  indicated. 
Thoracotomy  was  performed  and  the  right 
lower  lobe  resected. 

Histologically,  the  tumor  was  diagnosed  as 
“metastatic  carcinoma,”  the  cytologic  char- 
acteristic of  which  was  identical  in  many  areas 
to  that  of  the  carcinoma  specimen  taken  at 
mastectomy.  The  postoperative  course  was 
uneventful.  Within  forty-eight  hours  the  pa- 
tient reported  complete  disappearance  of  her 
joint  pains  and  stated  that  she  could  make  fists 
with  both  hands  for  the  first  time  in  weeks. 
Clinically,  there  was  slight  but  definite  improve- 
ment in  the  appearance  of  the  clubbing. 

Since  the  operation  the  patient  has  remained 
well.  The  clubbing  has  subsided,  so  that  at  six 
months  follow-up  it  was  barely  perceptible  and 
at  a year  follow-up  was  almost  completely  gone. 
At  that  time  the  periosteal  reaction  also  had  re- 
sorbed almost  completely  (Fig.  3B). 


FIGURE  2.  Periosteal  thickening  along  distal  ends 
of  tibia  and  fibula. 


Comment 

Although  curving  of  the  fingernails  was 
first  reported  by  Hippocrates  in  cases  of 
empyema,  the  first  descriptions  of  pul- 
monary osteoarthropathy  are  ascribed  to 
reports  by  Bamberger  in  1889 4 and  by 
Marie  in  18905  in  association  with  intra- 
thoracic  inflammatory  lesions.  Since  then 
the  syndrome  has  been  recognized  with 
increasing  frequency  in  relation  to  a va- 
riety of  intrathoracic  and  extrathoracic 
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FIGURE  3.  (A)  Periosteal  thickening  preoperatively;  (B)  appearance  six  months  postoperatively. 


disease  conditions.6-10  The  entity  travels 
under  a number  of  identities,  the  most 
common  of  which  include  hypertrophic 
pulmonary  osteoarthropathy,  secondary 
hypertrophic  osteoarthropathy,  and  Bam- 
berger-Marie syndrome. 

The  syndrome  is  generally  characterized 
by  the  following  findings:  (1)  clubbing  of 
the  fingers  and  toes;  (2)  chronic  periostitis, 
with  periosteal  new  bone  formation,  in- 
volving especially  the  distal  ends  of  the 
long  bones;  and  (3)  swelling  and  pains  of 
the  joints.  To  these  have  been  added,  by 
some,  a fourth  group  suggesting  signs  of  au- 
tonomic disorder,  including  flushing,  blanch- 
ing, and  profuse  sweating,  chiefly  of  the 
hands  and  feet. 

These  symptoms  are  not  always  found 
simultaneously.  For  some  time  the  exact 
relationship  of  clubbing  of  the  fingers  to 
the  osteoarthropathy  was  not  clear,  but 
the  consensus  at  present  is  that  hyper- 
trophic osteoarthropathy  represents  a more 
advanced  stage  of  the  same  process.  A 
dissent  from  this  attitude  is  expressed  in  a 
recent  editorial  by  Holling, 11  who  pleads 
that  we  not  confuse  the  two  conditions, 
pointing  out  that  clubbing  of  the  fingers  is 
frequently  associated  with  a venoarterial 
shunt,  such  as  in  cyanotic  congenital  heart 
disease,  but  periosteal  new  bone  formation 
rarely  develops  in  these  patients. 


The  mechanism  of  mediation  or  patho- 
genesis of  the  condition  is  also  not  known. 
In  most  cases  disease  elsewhere  in  the  body 
is  responsible.12  In  decreasing  frequency 
the  site  of  primary  disease  is  found  (1)  in 
lesions  of  the  lung,  mediastinum,  and 
pleura;  (2)  in  diseases  of  the  cardiovascular 
system,  especially  cyanotic  heart  disease 
and  subacute  bacterial  endocarditis;  (3) 
in  diseases  of  the  liver,  especially  hyper- 
trophic biliary  cirrhosis;  and  (4)  in  dis- 
eases of  the  gastrointestinal  tract,  gen- 
erally those  associated  with  chronic  diar- 
rhea, such  as  chronic  ulcerative  colitis  and 
regional  enteritis.  The  condition  may  also 
occur  in  the  absence  of  any  known  “pri- 
mary” disease,  and  it  has  been  reported  also 
in  a congenital  form. 

Although  usually  symmetrical  in  its  dis- 
tribution, particularly  with  respect  to  the 
clubbing,  the  findings  may  be  unilateral  or 
even  unidigital.  The  symptoms  and  signs 
often  regress  promptly  when  the  “primary” 
lesion  is  removed. 

The  process  has  been  described  in  animals 
as  well  as  in  human  individuals,  and  here, 
again,  the  primary  lesion  is  usually  intra- 
thoracic.  Most  of  the  cases  reported  have 
occurred  in  dogs,  either  in  relation  to  pul- 
monary tuberculosis  or  to  lung  tumors. 

Pathologically,  the  osteoarthropathy  con- 
sists of  a slowly  progressive  ossifying  perios- 
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titis,  usually  found  along  the  distal  ends 
of  the  shafts  of  long  hones.  The  basic 
lesion  is  a chronic  inflammation  of  the 
periosteum,  synovial  membranes,  joint 
capsule,  and  adjacent  subcutaneous  tissue. 
The  clubbing  is  due  to  a proliferation  of  all 
of  the  soft  tissues  of  the  fingertips,  but  the 
most  marked  change  is  an  increase  in  the 
connective  tissue  of  the  nail  bed.  Dilata- 
tion and  increase  in  thickness  of  the  walls 
of  the  small  blood  vessels  of  the  fingertips 
are  also  found.  The  joints  are  involved  in 
at  least  one  third  of  cases,  and  in  some 
instances  the  articular  symptoms  are  the 
most  prominent. 

As  indicated,  the  pathogenesis  of  the 
syndrome  is  not  known.  A number  of 
interesting  theories  have  been  proposed, 
and  these  include  chronic  infection,  toxins, 
capillary  stasis  secondary  to  increased 
venous  pressure,  arterial  hypoxemia,  local 
hypoxia,  local  toxins  arising  from  circula- 
tory disturbances,  anterior  pituitary  over- 
activity,  thyroid  underactivity,  and  so 
forth.13  14  An  interesting  theory  was  de- 
veloped by  Mendlowitz  in  1941 13  based  on 
experimental  observations  in  which  in- 
creased peripheral  blood  flow  was  believed 
to  be  responsible.  Since  many  conditions 
with  increased  peripheral  blood  flow  do  not 
show  these  changes,  Mauer  in  1947 16  sug- 
gested that  two  factors  are  required, 
namely,  rapid  blood  flow  plus  tissue  hy- 
poxia. At  present,  this  explanation  seems 
the  most  acceptable.  However,  to  confuse 
the  issue,  is  a recent  report  from  Sweden  in 
which  an  increase  in  human  growth  hor- 
mone was  found  to  be  present  in  association 
with  the  syndrome  and  a lung  tumor.14 
After  the  lung  tumor  was  removed,  the 
syndrome  cleared,  and  the  level  of  human 
growth  hormone  fell  to  a normal  range. 
Advocates  of  a humeral  mechanism  have 
difficulty,  however,  in  reconciling  the  ob- 
servations of  Fla  veil  who  in  1956 17  reported 
regression  of  symptoms  and  some  of  the 
signs  of  osteoarthropathy  following  section 
of  a vagus  nerve.  Confirmatory  reports 
have  been  made  by  others,  and  a report  on 
this  was  made  before  the  New  York  Society 
of  Thoracic  Surgery  by  Cranston  Holman, 
M.D. 

The  incidence  of  the  condition  in  relation 
to  intrathoracic  neoplastic  processes  is  un- 
clear, probably  because  cases  with  clubbing 
alone  and  cases  with  osteoarthropathy  are 


sometimes  lumped  together  and  sometimes 
not.  The  incidence  is  relatively  high  in 
neoplasms  originating  in  the  pleura,  par- 
ticularly mesotheliomas.  In  primary  car- 
cinoma of  the  lung  it  is  thought  to  occur  in 
approximately  5 to  10  per  cent  of  cases. 

With  metastatic  tumors  of  the  lung 
hypertrophic  osteoarthropathy  is  exceed- 
ingly rare,  as  already  indicated,  and  this  is 
particularly  true  with  metastatic  carci- 
noma. The  patient  in  the  case  herein  re- 
ported remains  well  and  is  completely 
asymptomatic  approximately  one  and  one- 
half  years  following  resection  of  the  meta- 
static process  in  the  lung. 

Summary 

A case  of  hypertrophic  osteoarthropathy 
associated  with  metastatic  neoplasm  of  the 
lung  was  presented. 

The  patient  had  a radical  mastectomy 
for  carcinoma  of  the  breast  ten  months 
previously,  and  this  represented  the  first 
and  only  metastatic  manifestation.  Clin- 
ically, there  was  marked  clubbing  of  the 
fingers  and  toes,  periosteal  changes  in  the 
tibias  on  x-ray  film,  and  complaints  of 
joint  pains.  The  symptoms  rapidly  dis- 
appeared after  resection  of  the  metastatic 
lesion,  with  reversion  of  the  changes  asso- 
ciated with  pulmonary  osteoarthropathy. 

The  literature  on  the  subject  was  re- 
viewed. 
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Discussion 

Arthur  Aufses,  M.D.  New  York  City. 
My  interest  in  this  rare  syndrome  began 
in  1957  when  I first  saw  such  a patient. 
Mrs.  Aufses  and  I published  that  case 
report,  together  with  a review  of  the  litera- 
ture. * 

This  patient  had  had  a rhabdomyo- 
sarcoma removed  from  the  musculature  of 
the  left  arm  in  1955.  When  I first  saw  him 
in  1957,  the  typical  clubbing  of  the  fingers, 
swelling  of  the  ankles,  and  tenderness  over 
the  tibias  had  developed.  A chest  roent- 
genogram at  that  time  showed  a circular 
shadow  in  the  middle  lobe  of  the  right  lung. 
Review  of  a chest  film  taken  in  December, 
1956,  revealed  an  infiltration  at  the  same 
site  which,  at  that  time,  had  not  been  con- 
sidered significant.  The  problem  arose  as 
to  whether  or  not  this  was  a second  primary 
or  a metastatic  carcinoma.  I had  never 
seen  nor  heard  of  pulmonary  metastasis 
causing  hypertrophic  pulmonary  osteo- 
arthropathy. Furthermore,  none  of  my 
colleagues  at  various  hospitals  had  ever 
heard  of  such  an  occurrence. 

Whether  or  not  it  was  metastatic  or 
primary,  the  indication  was  for  operation. 
At  thoracotomy  a circumscribed  mass  con- 
fined to  the  middle  lobe  was  found,  and  a 
middle  lobe  lobectomy  was  performed. 
The  pathologic  examination  of  the  specimen 
revealed  a rhabdomyosarcoma  similar  to 
the  original  tumor.  As  has  been  noted 
often,  the  pain,  swelling,  and  tenderness  of 
the  lower  extremities  disappeared  within 

* Aufses,  A.  H.,  and  Aufses,  B.  H.:  Hypertrophic  osteo- 

arthropathy in  association  with  pulmonary  metastases  from 
extrathoracic  malignancies,  Dis.  Chest  38:  399  (1960). 


forty-eight  hours,  and  the  clubbing  grad- 
ually regressed. 

Sixteen  months  later  the  symptoms  of 
osteoarthropathy  recurred  together  with 
small  hemoptyses.  A roentgenogram  of 
the  chest  revealed  a circular  shadow  in  the 
upper  lobe  of  the  left  lung,  with  no  other 
evidence  of  metastases.  At  operation  the 
mass  was  removed  by  wedge  resection. 
Pathologic  examination  of  the  specimen 
again  revealed  metastatic  rhabdomyosar- 
coma. The  symptoms  of  arthropathy  rap- 
idly disappeared,  but  unfortunately  the 
patient  died  two  years  later  of  diffuse 
malignant  disease. 

Intrigued  by  this  unusual  case,  I decided 
to  review  the  literature.  A careful  survey 
was  made,  going  back  to  the  original  de- 
scription of  pulmonary  osteoarthropathy  in 
1889.  Only  28  documented  cases  of  hyper- 
trophic pulmonary  osteoarthropathy  com- 
plicating metastatic  lung  disease  from 
extrathoracic  malignant  conditions  could 
be  found.  Of  these,  17  were  sarcomas. 
There  were  only  3 cases  in  which  the  breast 
was  the  site  of  the  primary  carcinoma,  as  in 
Dr.  Wolff’s  patient.  To  substantiate  fur- 
ther the  rarity  of  the  syndrome,  we  reviewed 
the  charts  and  postmortem  records  of  883 
patients  seen  at  Montefiore  Hospital  and 
Medical  Center,  who  had  had  pulmonary 
metastases  from  extrathoracic  malignant 
lesions.  Clubbing  was  present  in  3.8  per 
cent,  considerably  less  than  seen  in  primary 
carcinoma  of  the  lung.  There  were  none 
with  clinical  osteoarthropathy. 

If  I may  speak  for  a moment  as  an  elder 
statesman,  I would  like  to  say  a word  in 
support  of  the  “case  report.”  Many  look 
askance  upon  such  publications,  but  in  my 
opinion  they  are  of  value.  With  a review 
of  the  literature,  the  work  can  be  stimulat- 
ing, gratifying,  and  educational. 

Cranston  Holman,  M.D.  New  York 
City.  This  discusser  noted  the  disappear- 
ance of  symptoms  following  resection  of  the 
vagus  and  intracostal  nerves. 
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Spring  Session 

The  spring  meeting  of  The  New  York 
Society  for  Thoracic  Surgery  was  held  at 
Memorial  Hospital  on  May  15,  1969. 

Analysis  of  Threshold 
Measurements  and 
Cardiac  Pacing  Failures 

P.  D.  HARRIS.  M.D. 
J.  R.  MALM.  M.D. 
F.  0.  BOWMAN,  M.D. 
G.  A.  KAISER.  M.D- 
W.  FLEMING,  M.D- 
New  York  City 

From  the  Department  of  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons 


A study  was  carried  out  to  correlate 
early  and  late  pacing  failures  with  elevated 
capture  thresholds.  Threshold  measure- 
ments were  made  using  a digital  readout 
stimulator  on  50  patients  undergoing  elec- 
trode implantation  or  power  pack  changes. 
Thirty-four  patients  had  endocardial  elec- 
trodes; 27  were  implantations,  and  7 power 
pack  changes.  Sixteen  epicardial  thresh- 
olds were  recorded,  4 at  implantation  and 
12  during  power  pack  changes.  In  the 
group  with  endocardial  electrodes  there 
were  4 early  pacing  failures  (two  to  eight 
days)  associated  with  high  thresholds  at 
the  time  of  repositioning  (>1.75  ma.). 
Two  patients  required  subsequent  epi- 
cardial electrodes  for  persistent  failure  to 
pace.  There  were  7 late  pacing  failures  one 
to  two  years  following  implantation 
(thresholds  3.90  to  6.94  ma. ).  The  only 
epicardial  pacing  failure  occurred  at  two 
years  (threshold  1.75  ma.).  Data  revealed 
implantation  thresholds  more  than  1.50  ma. 
accompanying  early  pacing  failures  due  to 
dislodgment  of  the  electrode  tip  or  poor 
endocardial  contact.  Late  failure  from  bat- 
tery dissipation  occurs  when  elevated  cap- 
ture thresholds  exceed  the  limited  output 
of  the  power  pack.  Accurate  threshold 


measurements  are  necessary  for  the  proper 
placement  of  all  electrodes. 

Recurrent  Dissecting 
Aneurysms  of  Aorta 

Experiences  with 
Three  Cases 

GEORGE  ROBINSON,  M.D. 

The  Bronx,  New  York 
STANLEY  SIEGELMAN,  M.D. 

The  Bronx,  New  York 
LARI  ATTAI,  M.D. 

The  Bronx,  New  York 

From  fhe  Division  of  Cardiothoracic  Surgery,  Department 
of  Surgery,  Montefiore  Hospital  and  Medical  Center 

Survival  from  corrective  surgery  for 
acute  dissecting  aneurysm  of  the  aorta  has 
heretofore  been  presumed  to  be  associated 
with  eradication  of  the  lesion.  Three  pa- 
tients operated  on  for  acute  dissecting 
aneurysms  were  found  to  have  either  recur- 
rence or  persistence  of  dissecting  aneurysms 
at  intervals  of  one,  two,  and  five  years 
postoperatively.  Two  cases  involved  the 
ascending  aorta,  and  1 patient  had  sus- 
tained a thoracoabdominal  dissection.  The 
original  surgery  of  the  ascending  aorta 
utilized  resection  and  prosthetic  graft  in  1 
case  and  in  1 a local  repair  had  been  per- 
formed. The  previous  surgery  of  the  de- 
scending aortic  arch  required  resection  and 
graft.  Reoperation  in  each  instance  re- 
sulted in  survival  from  surgery,  although  1 
patient  subsequently  expired  from  arachno- 
dactyly  heart  disease. 

The  frequency  of  this  complication  is 
unknown,  and  our  search  of  the  literature 
revealed  no  reference  to  this  problem. 
Factors  relating  to  recurrent  dissecting 
aneurysms  were  discussed.  The  technic  of 
repair  involved  total  cardiopulmonary  by- 
pass in  2 cases.  The  thoracoabdominal 
recurrence  was  managed  utilizing  a perma- 
nent bypass  graft  from  the  ascending  aorta 
to  the  lower  abdominal  aorta.  The  unique 
bypass  employed  may  have  additional  ap- 
plications in  the  management  of  difficult 
thoracic  aneurysms. 
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Complications  of 
Endoesophageal  Tubes 

WILLIAM  I.  WOLFF,  M.D. 

New  York  City 

From  the  Beth  Israel  Medical  Center 

Indwelling  esophageal  tubes  in  recently 
perfected  forms  offer  a relatively  simple 
and  generally  effective  method  of  palliation 
for  unresectable  lesions  in  the  upper  gastro- 
intestinal tract.  We  have  utilized  them  in 
patients  with  inoperable  carcinoma  of  the 
esophagus  and  cardia,  for  recurrent  carci- 
noma following  esophagogastrectomy  and 
total  gastrectomy,  and  for  selected  cases  of 
benign  stricture. 


Pott’s  Paraplegia 

Anterior  Decompression 
and  Grafting 

WILLIAM  A.  COOK,  M.D. 
The  Bronx,  New  York 

From  the  Department  of  Surgery,  Albert  Einstein 
College  of  Medicine 


Despite  good  chemotherapy  for  tuber- 
culosis, spinal  involvement  with  paraplegia 
is  still  seen.  Bed  rest  and  chemotherapy 
have  become  the  accepted  method  of  treat- 
ment, but  this  leads  to  an  average  hospi- 
talization of  twelve  months,  failure  of  bony 
fusion  in  43  per  cent,  and  relapse  in  7 per 
cent  of  cases. 


While  generally  satisfactory,  tubes  may 
be  associated  with  a number  of  complica- 
tions. These  include  (1)  migration,  either 
proximally  or  distally ; ( 2 ) loss  of  patency 
food  impaction,  mucosal  prolapse,  tumor 
obstruction,  and  so  on;  (3)  pressure  phe- 
nomena, such  as  bleeding,  erosion,  and 
perforation;  and  (4)  undue  prolongation  of 
life. 

Our  experience  with  these  tubes  was 
presented,  the  complications  discussed,  the 
indications  for  utilizing  the  tubes  reviewed, 
and  suggested  solutions  for  some  of  the 
difficulties  presented. 

It  is  our  belief  that  generally  these  tubes 
provide  a readily  applicable  and  reasonably 
satisfactory  solution  to  the  problem  indi- 
cated. They  are  superior  to  various 
“ostomies,”  and  suggested  improvements 
may  lead  to  fewer  complications. 


I have  been  using  an  early  transthoracic- 
decompression  of  Pott’s  abscess  and  rib 
strut  grafts  to  correct  the  spinal  deformity 
as  suggested  by  Hodgson.  Nine  patients 
have  been  so  operated,  ranging  in  age  from 
eleven  to  sixty-five  years.  Six  of  these  pa- 
tients were  treated  early,  5 of  whom  made 
a rapid  neurologic  recovery  and  in  1 
empyema  developed  secondary  to  post- 
operative rupture  of  a traction  diverticulum 
of  the  esophagus. 

The  late  cases,  all  of  whom  had  previous 
laminectomy,  were  treatment  failures.  The 
reasons  for  this  and  the  management  of  the 
patients  were  discussed:  I believe  this  is 

an  important  topic  to  bring  to  the  attention 
of  the  Society,  since  the  disease  is  often 
managed  incorrectly  when  seen  in  the  acute 
stage. 

This  often  aggravates  the  neurologic  defi- 
cit and  makes  anterior  decompression  im- 
possible. 
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Postsurgical  Complete 
Heart  Block 

Return  to  Regular  Sinus 
Rhythm  Postoperatively 

ROBERT  T.  POTTER,  M.D. 
Brooklyn,  New  York 
EDWIN  P.  MAYNARD.  JR.,  M.D. 

Brooklyn,  New  York 

From  The  Brooklyn-Cumberland  Medical  Center 


C.  W.  Lillehei,  M.D.,  and  others  have 
pointed  out  that  intermittent  postsurgical 
complete  heart  block  has  a more  favorable 
prognosis  than  uninterrupted  complete 
heart  block.  They  also  have  observed  that 
if  reversion  to  a regular  sinus  rhythm  is 
going  to  occur,  it  usually  happens  within 
four  weeks  of  operation.  This  report  de- 
scribed a well-documented  case  of  inter- 
mittent complete  heart  block  which  oc- 
curred after  correction  of  cyanotic  tetralogy 
of  Fallot  and  which  reverted  to  regular  sinus 
rhythm  sixteen  months  after  surgery.  The 
total  postoperative  follow-up  period  is  now 
twenty-four  months.  The  management  of 
postoperative  complete  heart  block  was 
reviewed  and  discussed. 


Intrathoracic  Tumors 

Angiography  in  Diagnosis 
and  Treatment 

RICHARD  M.  ENGELMAN,  M.D. 

New  York  City 
ROY  H.  CLAUSS,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  New  York  University 

School  of  Medicine 


Radiologic  visualization  of  the  superior 
vena  cava,  pulmonary  vessels,  or  aorta 
frequently  is  valuable  in  the  diagnosis  and 


planning  of  treatment  of  intrathoracic 
tumors. 

Vascular  lesions  which  may  appear  as 
opacities  on  plain  chest  film  include 
tortuous,  dilated  or  aneurysmal  pulmonary 
artery,  innominate  artery  or  aorta,  arterio- 
venous malformation,  and  pulmonary  varix. 
In  such  cases  angiography  will  usually  pro- 
vide the  correct  diagnosis  preoperatively, 
obviating  the  need  for  surgery  or  permitting 
the  best  surgical  approach. 

Angiograms  of  nonvascular  intrathoracic 
malignant  tumors  contribute  to  an  assess- 
ment of  resectability  by  demonstrating 
vascular  distortion  if  present.  Three  angi- 
ographic criteria  of  inoperability  of  bron- 
chogenic carcinoma  are:  (1)  complete  or 

partial  occlusion  of  the  left  pulmonary 
artery  within  1.5  cm.  of  its  origin  or  of  the 
right  pulmonary  artery  proximal  to  its 
bifurcation;  (2)  partial  or  complete  occlu- 
sion of  the  superior  vena  cava;  and  (3) 
pericardial  invasion  by  tumor  demon- 
strated by  thickening  in  the  absence  of 
pleural  disease. 

The  indications  for  employing  angio- 
graphic technics  and  the  information  which 
may  be  gained  from  their  use  were  discussed 
and  illustrated  with  8 representative  case 
histories. 

The  annual  business  meeting  of  the  New 
York  Society  for  Thoracic  Surgery  was  held 
following  the  scientific  session.  The  new 
officers  are  as  follows: 


President  George  Robinson,  M.D. 

Vice-President.  Hugh  F.  Fitzpatrick,  M.D. 
Secretary-Treasurer  Karl  Karlson,  M.D. 

Council Walter  W.  Fischer,  M.D. 

Robert  W.  Wylie,  M.D. 
Adrian  Lambert,  M.D. 

Nominating 

Committee.  . . Allan  Ellia  Bloomberg, 


M.D.,  Chairman 
Robert  Madden,  M.D. 
Emil  Naclerio,  M.D. 

Membership 
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Role  of  Mycoplasma 
in  Exudative  Pharyngitis 
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New  York  City 

From  the  Department  of  Medicine  and  the  Diagnostic 
Service,  Department  of  Microbiology,  Columbia 
University  College  of  Physicians  and  Surgeons 

The  role  of  Streptococcus  pyogenes  in 
the  pathogenesis  of  exudative  pharyngitis 
is  well  established.  Numerous  cases  of 
pharyngitis,  however,  fail  to  yield  beta- 
hemolytic  streptococci  in  careful  throat 
cultures.  Since  most  of  these  patients  do 
not  develop  increased  antistreptolysin  or 
antihyaluronidase  titers,  it  is  usually  as- 
sumed that  the  illness  is  viral  in  origin. 

Mufson  et  al.1  reported  the  development 
of  exudative  pharyngitis  in  adult  volun- 
teers inoculated  with  Mycoplasma  hominis. 
The  possibility  that  this  organism  might 
he  associated  with  the  naturally  occurring 
disease  led  us  to  undertake  the  present 
study.  Accordingly,  100  children  and 
adults  with  pharyngitis  were  cultured  for 
both  hemolytic  streptococci  and  Myco- 
plasma. 

Materials  and  methods 

The  patients  included  56  children  and 
44  adults  seen  in  the  emergency  service  of 
The  Presbyterian  Hospital  in  the  months 
of  February,  March,  and  April,  1967. 
They  ranged  in  age  from  four  months  to 

* Career  Seienti.Mt  of  the  Health  Research  Council  of  New 
York  City. 


forty-five  years  of  age.  All  of  these  pa- 
tients exhibited  objective  signs  of  exuda- 
tive pharyngitis  to  the  admitting  house 
officer. 

Cultures  of  the  pharyngeal  exudate  were 
taken  on  cotton  swabs  which  were  placed 
in  transport  medium.2  In  the  laboratory 
the  swab  was  used  to  inoculate  Columbia 
blood  agar  plates3  and  a tube  of  diphasic 
medium  consisting  of  pleuropneumonia- 
like  organisms  broth  (Bacto),  20  per  cent 
gamma  globulin-free  horse  serum,  10  per 
cent  yeast  extract,  penicillin,  and  thallium 
acetate4  over  a slant  of  the  same  medium 
solidified  with  agar.  The  blood  agar 
plates  were  incubated  for  sixteen  to  eigh- 
teen hours  at  35  C.  and  examined  for 
colonies  of  beta-hemolytic  streptococci. 
The  diphasic  medium  was  incubated  at 
35  C.  for  five  days,  at  which  time  sub- 
cultures were  made  to  plates  of  the  agar 
medium  and  to  additional  tubes  of  di- 
phasic medium  for  a total  of  3 transfers. 
Plates  were  incubated  aerobically  for 
seven  days  and  examined  microscopically 
for  colonies  of  Mycoplasma.  Isolates  were 
purified  by  cloning  3 times  and  were  iden- 
tified by  the  growth  inhibition  test  using 
filter  paper  disks  impregnated  with  specific 
antisera.5 

Results 

The  results  of  the  cultures  of  pharyngeal 
exudates  are  shown  in  Table  I.  Myco- 
plasma was  recovered  from  48  per  cent  of 
the  patients.  Beta-hemolytic  streptococci 
were  obtained  from  26  per  cent  of  the 
group.  Mycoplasma  species  were  isolated 
from  4 of  the  12  children  (33  per  cent)  from 
whom  beta-hemolytic  streptococci  were 
also  isolated,  and  from  15  of  the  44  chil- 
dren (34  per  cent)  without  hemolytic 
streptococci.  Similarly,  Mycoplasma  was 
obtained  from  11  of  the  14  adults  (78  per 
cent)  with  streptococcal  pharyngitis,  and 
from  18  of  30  adults  (60  per  cent)  without 
hemolytic  streptococci. 

The  various  species  of  Mycoplasma 
cultured  from  these  patients  are  shown  in 
Table  II.  Mycoplasma  salivarius  ac- 
counted for  77  per  cent  of  the  total  isolates. 
This  species  was  present  in  15  of  the  19 
children  (79  per  cent)  harboring  Myco- 
plasma, and  in  25  of  the  29  adults  (86  per 
cent)  from  whom  Mycoplasma  was  recov- 
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TABLE  I.  Results  of  cultures  of  pharyngeal 
exudates 


Hemolytic 

Streptococci 

Total 

Chil- 

dren* 

Adults 

Patients  with 

26 

12 

14 

Mycoplasma  re- 
covered 

15 

4 

11 

No  Mycoplasma 

11 

8 

3 

Patients  without 

74 

44 

30 

Mycoplasma  re- 
covered 

33 

15 

18 

No  Mycoplasma 

41 

29 

12 

Total 

100 

56 

44 

* Under  fourteen  years  old. 


ered.  M.  hominis  I was  isolated  from  1 
child  from  whom  Mycoplasma  pharyngis 
was  also  recovered,  and  from  1 adult.  My- 
coplasma pneumoniae  was  isolated  from  1 
child  who  was  also  harboring  M.  pharyngis. 

Comment 

An  analysis  of  the  results  of  throat  cul- 
tures of  100  children  and  adults  who  visited 
an  emergency  service  with  exudative 
pharyngitis  has  failed  to  indicate  an  etio- 
logic  role  attributable  to  any  single  species 
of  Mycoplasma. 

Although  Mufson  et  al.'  were  apparently 
able  to  produce  a mild  pharyngitis  in  adult 
volunteers  by  inoculating  them  with  M. 
hominis  I,  we  were  unable  to  recover  this 
organism  in  a significant  number  of  our 
patients. 

In  a study  of  naval  recruits  with  pharyn- 
gitis, Crawford  and  Griffin6  failed  to  isolate 
M.  hominis  I.  There  were  no  qualitative 
differences  in  the  species  recovered  from 
these  patients  or  from  healthy  controls. 

Purcell  et  al.1  could  not  detect  a serologic 
response  to  M.  hominis  from  infants  or 
adults  with  acute  pharyngitis,  but  0.5  per 
cent  of  all  cultures  yielded  M.  hominis 


irrespective  of  the  presence  of  pharyn- 
gitis.8 

Foy  et  al.9  isolated  M.  pneumoniae  from 
adolescents  with  pharyngitis,  and  Gray- 
ston  et  al."'  recovered  M.  pneumoniae  from 
6 patients  with  sore  throats  who  had  con- 
tact with  cases  of  primary  atypical  pneu- 
monia. 

Although  the  present  study  only  yielded 
a single  isolate  of  this  organism  in  an 
adult,  the  cyclic  occurrence  of  epidemics 
due  to  M.  pneumoniae  is  recognized. 

The  distribution  of  Mycoplasma  species 
isolated  from  our  patients  corresponded 
closely  to  that  reported  by  Crawford  and 
Kraybill"  as  occurring  in  a normal  popula- 
tion of  naval  recruits. 

Since  increasing  numbers  of  penicillin- 
sensitive  hemolytic  streptococci  are  being 
found  to  be  resistant  to  tetracycline,  and 
no  evidence  exists  for  the  association  of 
Mycoplasma  with  exudative  pharyngitis, 
it  would  seem  that  there  is  no  basis  for  the 
indiscriminate  use  of  tetracycline  in  the 
t reat  ment  of  sore  throats.12' 13 

Summary 

One  hundred  children  and  adults  with 
exudative  pharyngitis  were  cultured  for 
hemolytic  streptococci  and  for  Mycoplasma. 
Mycoplasma  species  were  isolated  from 
48  per  cent  of  the  patients,  a proportion 
similar  to  that  found  in  a normal  popula- 
tion. There  were  no  significant  differ- 
ences in  the  species  recovered  from  patients 
with  streptococcal  or  nonstreptococcal 
pharyngitis.  While  M.  pneumoniae  may 
produce  a wide  spectrum  of  acute  respira- 
tory disease  in  epidemics,  this  organism  was 
isolated  only  once  in  this  study.  Our 
results  failed  to  show  an  etiologic  role  of 
M.  hominis  I in  naturally  occurring 
exudative  pharyngitis. 


TABLE  II.  Species  of  Mycoplasma  isolated 

Children . — Adults — 

Mycoplasma  Streptococci  No  Streptococci  No 

Species  Present  Streptococci  Present  Streptococci 

Salivarius  4 11  11  14 

Pharyngis  0 4 1*  4 

Hominis  I 0 lj  0 1 

Pneumoniae  0 1**  0 0 


* Occurred  in  combination  with  M.  salivarius;  there  were  2 such  combinations, 
t Occurred  in  combination  with  M.  pharyngis. 

**  Occurred  in  combination  with  M.  pharyngis. 
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QUESTION  55.  What  is  the  interpretation  of  this  cardiac  arrhythmia?  The  bottom  strip  was  taken  after 
drug  therapy.  What  drug  was  given? 
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QUESTION  56.  This  electrocardiogram  was  obtained  from  a seventy-four-year-old  man  with  coronary 
artery  disease.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  55.  The  top  strip  shows  a 
varying  ventricular  rate  with  undulating 
waves  separating  the  QRS  complexes. 
The  R-R  interval  is  perfectly  regular  until 
after  the  eighth  beat,  at  which  time  there  is 
a pause  before  resumption  of  the  regular 
R-R  interval.  During  the  pause  the  undu- 
lating waves  continue  at  the  same  rate. 
The  diagnosis  is  atrial  flutter  with  2: 1 con- 
duction, except  following  the  eighth  heat 
where  3 : 1 conduction  occurs. 

The  bottom  strip  shows  that  the  ventric- 
ular rate  has  almost  doubled.  Initially 
there  is  atrial  flutter  with  1 : 1 conduction. 
The  flutter  rate  has  slowed  slightly  from 
212  to  208  per  minute.  Paradoxic  ac- 
celeration of  the  ventricular  rate  during 
quinidine  therapy  is  due  to  the  direct  effect 
of  the  drug  in  depressing  atrial  automaticity 
and  its  indirect  vagolytic  effect,  decreasing 
the  refractoriness  of  atrioventricular  junc- 


tional tissue.  These  concomittant  effects 
permit  more  F waves  to  reach  the  ventricle 
with  acceleration  of  the  ventricular  rate. 

Question  56.  The  rhythm  is  regular 
sinus.  Premature  beats  are  noted  in  both 
strips.  In  the  lower  strip  there  is  a prema- 
ture beat  after  each  normally  conducted 
QRS.  All  four  premature  complexes  have 
similar  configurations.  The  P-R  interval 
of  each  premature  beat  varies.  The  in- 
terval between  each  premature  beat  is 
exactly  the  same,  and  there  is  no  fixed 
relationship  to  the  preceding  QRS  complex. 
This  is  ventricular  parasystole.  In  the 
top  strip  each  alternate  QRS  is  of  a different 
configuration.  The  fourth  and  eighth  beats 
are  similar  to  the  premature  beats  in  the 
bottom  strip.  The  second  and  sixth  beats 
are  a cross  between  a normally  conducted 
beat  and  the  premature  beats.  These  are 
fusion  beats.  They  are  preceded  by  P 
waves  with  a normal  P-R  interval.  The 
QRS  is  distorted  since  it  represents  simul- 
taneous ventricular  depolarization  from 
the  upper  and  lower  foci.  Fusion  beats 
are  found  in  parasystole,  and,  when  present, 
this  diagnosis  should  be  suspected. 


3030  New  York  State  Journal  of  Medicine  / December  1,  1969 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 

April  29,  1969 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  FRANCIS  J.  LOVELOCK,  M.D. 


Retrocardiac  Lesion  Without 
Pulmonary  Symptoms 


Case  history 

Norma  S.  Oller,  M.D.:  A seventy- 

seven-year-old  white  retired  man  was  ad- 
mitted to  the  hospital  with  tightness  in  the 
anterior  region  of  the  chest  and  dizziness  for 
the  preceding  several  hours. 

The  patient  was  reported  to  have  had  hy- 
pertension for  ten  years  and  a single  episode 
of  cerebral  vascular  insufficiency.  He  had 
been  admitted  to  another  hospital  in  1966 
with  a diagnosis  of  myocardial  infarction; 
since  that  time  he  had  been  taking  digitalis 
(Digoxin)  0.25  mg.  and  ethacrynic  acid  50 
mg.  every  other  day.  During  the  two 
months  before  admission,  the  patient  had 
noticed  intermittent  radial  pulse  beats.  On 
the  day  of  admission  while  walking  on  the 
street,  he  noticed  the  onset  of  generalized 
weakness,  cramping  in  both  lower  extremi- 
ties, and  a pressing  precordial  and  retro- 
sternal discomfort  which  spread  into  the 
neck.  This  was  followed  by  dizziness, 
headache,  nausea,  palpitation,  and  a sense 
of  icy  sweating.  He  denied  shortness  of 
breath.  The  family  history  was  non- 
contributory; the  systemic  review  was  not 
remarkable.  The  patient  had  used  tobacco 
since  his  early  youth  and  was  currently 
smoking  7 to  8 cigars  per  day. 

Physical  examination  revealed  a blood 
pressure  of  150  90,  a pulse  rate  of  82,  and  a 
respiratory  rate  of  22  per  minute;  the 
temperature  was  99.6  F.  The  patient  was 
well  nourished,  alert,  in  no  distress,  and  ap- 
peared younger  than  his  stated  age  of 
seventy-seven.  The  neck  veins  were  mod- 
erately distended.  The  heart  sounds  were 


distant,  and  no  murmurs  were  audible;  the 
rhythm  was  totally  irregular,  but  no  pulse 
deficit  was  noted.  The  breath  sounds  were 
diminished  throughout  both  lung  fields  with 
a few  scattered  moist  rales  at  both  bases. 
The  liver  was  palpable  2 fingerbreadths 
below  the  right  costal  margin.  There  were 
varicose  veins  in  both  lower  extremities,  but 
no  edema. 

The  urinalysis  revealed  a specific  gravity 
of  1.010  with  negative  test  results  for 
albumin,  sugar,  and  acetone;  the  micro- 
scopic examination  showed  normal  findings. 
The  hemoglobin  was  13  Gm.  per  100  ml., 
the  hematocrit  40,  and  the  white  blood  cell 
count  10,600  with  58  per  cent  polymorpho- 
nuclear leukocytes,  4 per  cent  band  forms, 
26  per  cent  lymphocytes,  6 per  cent  mono- 
cytes, and  6 per  cent  eosinophils.  The  fast- 
ing glucose  was  94  mg.,  blood  urea  nitrogen 
23  mg.,  calcium  9.7  mg.,  phosphorus  3.3 
mg.,  creatinine  1.6  mg.,  and  uric  acid  10.7 
mg.  per  100  ml.;  the  total  protein  was  7 
Gm.  per  100  ml.  (albumin  3.8  Gm.  and 
globulin  3.2  Gm.i.  The  serum  glutamic 
oxaloacetic  transaminase  was  28  units 
(normal  1 to  40),  the  serum  glutamic  pyru- 
vic transaminase  was  38  units  (normal  1 to 
40),  the  lactic  acid  dehydrogenase  160  units 
(normal  200  to  600),  and  the  creatinine 
phosphokinase  was  15  units  (normal  0 to 
12).  The  alkaline  phosphatase  was  2.8 
units  (normal  0 to  4)  and  acid  phosphatase 
1.2  units  (normal  0 to  3.6  units)  per  100  ml. 
The  carbon  dioxide  content  was  24.5  mEq., 
potassium  3.6  mEq.,  sodium  140  mEq.,  and 
chlorides  99  mEq.  per  liter.  The  throat 
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FIGURE  1.  Roentgenograms  of  left  lung  showing  (A  and  B)  ovoid  density  posterior  to  heart,  and  (C)  left 
oblique  view  showing  ovoid  mass  (arrow)  in  lower  lobe. 


and  sputum  culture  grew  out  Pseudomonas 
and  beta  and  alpha  hemolytic  streptococci. 

The  initial  electrocardiogram  revealed  a 
Q>,  Q3,  and  QaVf,  suggesting  a posterior 
myocardial  infarction  of  undetermined  age; 
S-T-  and  T-wave  abnormalities  were  com- 
patible with  coronary  artery  disease  and 
digitalis  effect. 

The  chest  x-ray  film  revealed  an  ovoid 
density  3 by  4 cm.  in  the  lower  left  lung 
behind  the  heart;  the  aorta  was  tortuous 
and  unfolded,  hut  no  other  abnormalities 
were  noted  (Fig.  1).  Additional  x-ray  film 
studies,  including  a Bucky  film,  left  lateral 
and  oblique  views,  together  with  tomo- 
grams, demonstrated  that  the  ovoid  shadow 
presented  a uniform  density  with  smooth 
margins  and  without  evidence  of  calcifica- 
tion. An  intravenous  pyelogram  revealed 
a stag-horn  calculus  with  a slightly  con- 
tracted right  kidney;  calcified  mesenteric 
lymph  nodes  and  advanced  osteoarthritic 
changes  in  the  lumbodorsal  spine  were 
visible  (Fig.  2).  Dye  was  promptly  ex- 
creted by  both  kidneys;  there  was  elevation 
of  the  distal  portion  of  the  left  ureter  caused 
by  prostatic  enlargement.  A barium  en- 
ema with  air  contrast  study  revealed  only 
diverticula;  an  inguinal  hernia  on  the  right 
side  was  observed  to  contain  a loop  of  the 
ileum.  Results  of  an  upper  gastrointes- 
tinal series  were  normal. 

During  the  first  three  weeks  in  the  hospi- 
tal, the  patient  remained  afebrile.  The 
measured  venous  pressure  was  7.5  cm.  and 
circulation  time  (arm  to  tongue)  20  seconds. 
The  discomfort  in  the  patient’s  chest  sub- 
sided promptly,  although  occasional  noc- 
turnal leg  cramps  recurred.  Serial  electro- 
cardiograms and  serum  transaminase  de- 


FIGURE  2.  X-ray  film  of  right  kidney  showing 
stag-horn  calculus. 


terminations  failed  to  reveal  any  progres- 
sive changes  which  might  confirm  a recent 
myocardial  infarction.  Repeat  urinalysis 
revealed  5 to  10  red  blood  cells  per  high- 
power  field;  the  hemoglobin  remained  at 
13.5  Gm.  per  100  ml.  and  the  white  blood 
cell  count  at  9,800  with  a normal  differen- 
tial. The  second  strength  purified  protein 
derivative  test  result  remained  negative  at 
forty-eight  hours.  Sigmoidoscopic  exam- 
ination to  25  cm.  showed  negative  findings. 

Chest  x-ray  films  taken  three  years  previ- 
ously, during  the  patient’s  admission  to 
another  hospital,  were  reviewed;  no  evi- 
dence of  a lesion  in  the  left  lung  field  could 
be  detected. 
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The  initial  sputum  for  cell  block  and 
cytologic  examination  revealed  large  cells 
with  variable  nuclei,  coarse  clumping  of 
chromatin,  and  prominent  nucleoli.  A re- 
peat sputum  study  demonstrated  numerous 
irregular  cells  with  hyperchromatic  nuclei 
and  prominent  nucleoli  and  occasional  sig- 
net ring  forms;  the  specimen  was  reported 
to  be  positive  (Stage  III)  for  malignant 
cells. 

On  the  twentieth  hospital  day,  the  pa- 
tient was  found  to  be  in  auricular  fibrilla- 
tion but  promptly  thereafter  reverted  to 
normal  sinus  rhythm. 

On  the  twenty-fourth  hospital  day  the 
patient  underwent  exploratory  thoracot- 
omy. 

Discussion 

Francis  Lovelock,  M.D.*:  This  case 

presents  a number  of  interesting  clinical 
facets  which  involve  the  circulatory,  the 
genitourinary,  and,  most  importantly,  the 
respiratory  systems.  Initially  I should  like 
to  discuss  the  apparently  more  peripheral 
aspects  of  the  case  and  then  focus  on  what  I 
believe  to  be  the  center  of  the  clinical  prob- 
lem within  the  chest. 

This  seventy-seven-year-old  man  had 
been  admitted  to  another  hospital  several 
years  previously  with  a myocardial  infarc- 
tion and  since  that  time  had  been  under 
treatment  with  digitalis  and  ethacrynic 
acid.  He  was  first  admitted  to  this  hospital 
for  an  acute  illness  which  was  initially 
suspected  to  be  another  myocardial  infarc- 
tion. There  seems  to  be  no  reason  to  ques- 
tion the  earlier  diagnosis  of  infarction,  since 
the  electrocardiogram  on  the  present  ad- 
mission substantiated  such  a diagnosis. 
The  symptoms  on  admission  to  this  hospi- 
tal were  eventually  considered  to  be  those 
of  a severe  attack  of  anginal  pain. 

The  patient  presented  other  aspects  of 
circulatory  disease  with  complaints  of 
cramping  in  the  lower  extremities.  I 
would  like  to  ask  about  the  arterial  pulses  in 
the  lower  extremities. 

Dr.  Oller:  The  peripheral  pulses  except 
for  the  right  dorsalis  pedis  pulse  were  not 
palpable. 

Dr.  Lovelock:  Such  a finding  would 

certainly  be  easily  related  to  a more  wide- 

* Chief,  Pulmonary  Disease  Service,  Veterans  Adminis- 
tration Hospital,  New  York  City. 


spread  vascular  disease  that  was  reflected  in 
the  past  history  of  transient  cerebral  vas- 
cular episodes  and  the  coronary  disease. 
The  patient  smoked  up  to  7 or  8 cigars  a 
day,  and  no  doubt  this  could  have  aggra- 
vated his  vascular  symptoms.  Beyond 
this,  however,  when  I finally  decided  that  a 
recent  myocardial  infarction  had  not  oc- 
curred, I began  to  consider  the  possibility  of 
a dissection  of  the  aorta  and  to  guess 
whether  or  not  the  shadow  in  the  lower  left 
lung  might  be  related  to  the  aorta.  I had 
the  opportunity  to  review  all  of  the  chest 
films  taken  on  the  most  recent  hospital  ad- 
mission, and  the  appearance  of  the  shadow 
in  the  left  lung  is  one  of  a lesion  quite  inde- 
pendent of  the  aorta.  In  addition  the 
aorta  appears  to  be  completely  unremark- 
able. One  has  to  keep  in  mind,  however, 
that  there  are  mild  forms  of  dissection 
which  may  present  initial  symptoms  of  rup- 
ture into  the  pleura  with  formation  of 
hematoma.  My  own  evaluation  of  the 
chest  film,  however,  is  that  the  shadow  in 
the  lower  left  lung  was  not  that  of  a blood 
clot.  I believe  that  the  absent  peripheral 
pulses  were  most  likely  related  to  arterio- 
sclerosis and  that  we  are  not  dealing  with  an 
aortic  dissection. 

For  a moment  let  us  turn  our  attention  to 
the  genitourinary  tract.  Since  this  man 
was  admitted  with  a presumptive  diagnosis 
of  myocardial  infarction,  I presume  that  the 
rectal  examination  initially  was  deferred. 

Dr.  Oller:  At  a later  time  the  prostate 

was  examined  and  was  reported  to  be 
moderately  enlarged,  smooth,  and  not 
nodular  or  tender. 

Dr.  Lovelock:  The  initial  urinalysis 

revealed  the  urine  was  clear.  The  second 
urinalysis  showed  red  blood  cells,  the  reason 
for  which  may  have  been  demonstrated  on 
the  intravenous  pyelogram  in  the  form  of  a 
stag- horn  calculus  in  the  right  kidney.  In 
addition  the  pyelogram  showed  that  eleva- 
tion of  the  base  of  the  bladder  was  caused 
by  the  enlarged  prostate,  but  there  appears 
to  be  no  clear-cut  indication  of  neoplastic 
disease  in  the  genitourinary  tract.  The 
serum  uric  acid  of  10.7  mg.  per  100  ml.,  I 
presume,  can  be  attributed  to  the  etha- 
crynic acid  therapy.  Furthermore,  the  pa- 
tient had  no  symptoms  suggestive  of  gout, 
and  his  renal  calculus  was  seen  as  a radi- 
opaque shadow  which  would  not  be  expected 
with  a urate  stone. 
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The  main  focus  of  our  attention  is  the 
chest,  specifically  the  respiratory  tract, 
since  the  chief  event  during  the  hospital 
period  was  a thoracotomy  and  presumably  a 
surgical  procedure  on  the  left  lung.  We 
have  little  historical  information  to  indicate 
the  nature  of  the  lesion;  the  patient  was  re- 
ported to  smoke  many  cigars  but  no  ciga- 
rets.  Our  first  inclination  is  to  relate  the 
smoking  of  cigarets  rather  than  cigars  to  the 
development  of  bronchogenic  carcinoma; 
however,  there  is  some  evidence  of  increased 
incidence  of  carcinoma  of  the  bronchi  in 
persons  who  smoke  many  cigars.  We  have 
no  indication  in  the  protocol  of  the  occur- 
rence of  cough  or  the  production  of  sputum; 
to  all  intents  and  purposes,  the  lesion  in  the 
lower  left  lung  was  asymptomatic.  In  this 
situation  we  must  review  the  chest  roent- 
genograms which  were  taken  several  years 
previously  in  the  other  hospital. 

Richard  B.  Nolan,  M.D.:  Preopera  - 

tively  we  reviewed  the  chest  x-ray  films 
taken  two  years  previously,  and  no  lesion 
was  then  visible  in  the  lower  lobe  of  the  left 
lung. 

Dr.  Lovelock:  Before  asking  Dr. 

Batillas  for  additional  assistance  in  the 
interpretation  of  the  x-ray  films,  I should 
like  to  make  several  comments  on  the  x-ray 
studies.  We  know  now  that  the  lesion  was 
not  visible  while  the  patient  was  in  the 
other  hospital  two  or  three  years  earlier;  of 
course,  it  might  have  been  present,  al- 
though much  smaller  and  radiologically 
invisible  at  that  time.  The  shadow  in  the 
posterior  aspect  of  the  left  side  of  the  chest 
raises  the  question  as  to  whether  it  is 
parenchymal  or  pleural.  It  might  indeed 
represent  mesothelioma.  There  is  indica- 
tion on  the  lateral  view  of  the  chest  roent- 
genogram and  in  the  tomograms  that,  at 
some  time  in  the  past,  there  had  been 
pleurisy  in  the  left  side,  although  we  have 
no  history  to  support  this  suspicion. 

On  reviewing  the  films  a second  time  I 
was  struck  by  the  fact  that  the  shadow  in 
the  posteroanterior  view  and  in  the  tomo- 
grams appears  to  be  dense,  while  on  the 
oblique  and  lateral  views  the  lesion  is  more 
difficult  to  outline.  This  difference  in 
density  made  me  again  wonder  whether  we 
might  be  dealing  with  a collection  of  fluid  in 
the  pleura  rather  than  neoplasm.  Such 
fluid  collection  might  show  as  a dense  area 
on  the  posteroanterior  view  but  as  a fainter 


shadow  on  the  lateral  views.  I was  also 
impressed  with  the  tomographic  views  which 
showed  the  blood  vessels  to  be  clearly  out- 
lined as  they  approached  the  upper  margin 
of  this  lesion.  I should  like  to  have  the 
radiologist’s  reaction  to  these  observations. 

John  Batillas,  M.D.:  The  lesion  in 

the  lower  left  lung  field  is  clearly  outlined  on 
all  the  films.  We  did  not  attribute  any 
serious  significance  to  the  change  in  density 
noted  between  the  posteroanterior  and 
lateral  views.  The  superimposition  of  the 
vertebral  column  probably  creates  the  im- 
pression of  lessened  density  in  these  lateral 
films.  So  far  as  the  location  of  the  lesion  is 
concerned,  its  position  can  be  determined, 
at  least  in  part,  by  the  depth  noted  on  the 
tomograms  at  the  4-  to  6-cm.  level;  there- 
fore, we  can  say  definitely  it  is  a parenchy- 
mal lesion.  There  is  a definite  separation 
between  the  descending  thoracic  aorta  and 
this  dense  mass,  and  so  I do  not  think  the 
shadow  represents  any  aspect  of  an  aneu- 
rysm of  the  aorta. 

Dr.  Lovelock:  This  brings  us  then  to 

consider  the  likelihood  that  the  lesion  in  the 
left  lung  is  neoplastic  in  origin  and  whether 
it  is  primary  or  metastatic.  The  addi- 
tional laboratory  data,  in  particular  the 
cytologic  study  of  the  sputum,  may  or  may 
not  be  helpful.  When  the  pathologist  re- 
ports Stage  III  cells  in  the  sputum,  he  is 
really  indicating  that  the  cells  are  at  least 
atypical  in  appearance  but  that  he  is  not 
sure  of  the  exact  nature  of  the  underlying 
lesion.  Hence,  I feel  that  the  cytologic 
results  can  be  used  to  make  a point  in  favor 
of  carcinoma  or  I can  easily  ignore  them. 
My  skepticism  in  this  matter  stems  from  an 
experience,  thirty  years  previously,  when  I 
was  on  the  staff  of  the  chest  diseases  service 
at  another  hospital,  where  one  of  my  pa- 
tients presented  symptoms  of  recurrent 
pleural  effusion  which  was  aspirated  on 
many  occasions.  One  of  the  foremost 
pathologists  in  the  world  insisted  that  the 
cell- block  preparations  demonstrated  the 
presence  of  adenocarcinoma  cells  and,  in- 
deed, was  willing  to  stake  his  professional 
reputation  on  that  interpretation.  When 
the  patient  died  of  rheumatic  heart  disease 
some  months  later,  the  autopsy  findings 
revealed  no  evidence  of  carcinoma  locally  in 
the  pleura  or  in  any  other  part  of  the  body. 

I find  it  difficult  to  forget  such  an  experience 
and  consequently  feel  somewhat  unhappy 
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with  cytologic  studies  unless  the  cytologist 
can  give  an  unequivocal  Stage  IV  or  V 
classification.  The  most  that  I can  infer  is 
that  a Stage  III  report  with  signet  ring 
forms,  hyperchromatic  nuclei,  and  promi- 
nent nucleoli  suggests  the  possibility  of 
bronchial  adenocarcinoma  or  adenocarci- 
noma from  some  area  of  the  intestinal  tract. 

In  this  case  to  rule  out  the  possibility 
that  the  lesion  was  metastatic,  a thorough 
clinical  investigation  was  done.  The  gas- 
trointestinal tract  was  studied,  and  nothing 
was  found,  although  it  is  well  to  remember 
that  a small  primary  carcinoma  of  the  cardia 
of  the  stomach  can  escape  detection  in 
routine  studies.  The  intravenous  pyelo- 
gram  revealed  the  stag-horn  calculus,  the 
normal  size  and  shape  of  both  kidneys,  and 
the  evidence  of  prostatic  enlargement.  It 
is  true  that  there  is  a statistical  association 
between  renal  stones  and  an  increased  fre- 
quency of  renal  pelvic  carcinoma  of  the 
transitional  cell  type.  However,  such  renal 
neoplasm  would  be  unlikely  to  metastasize 
to  the  lung,  as  shown  on  these  chest  x-ray 
films.  Therefore,  we  have  no  concrete 
evidence  to  point  to  the  genitourinary  or 
gastrointestinal  tract  as  the  primary  source. 

One  could  evaluate  this  patient  as  a man 
who  had  heart  disease,  a lesion  in  the  lung 
as  revealed  on  x-ray  film,  and  a cytologic 
result  suggestive  of  adenocarcinoma.  I as- 
sume that  preoperatively  the  internists  also 
thought  that  this  was  an  ordinary  neo- 
plasm, and  that  surgical  removal  of  periph- 
eral carcinoma  in  a patient  with  a history  of 
myocardial  infarction  would  not  necessarily 
be  a complicated  or  difficult  procedure.  In 
the  same  situation  and  principally  because 
the  man  was  not  a cigaret  smoker,  I would 
seriously  think  of  bronchial  adenocarcinoma 
or  alveolar-cell  carcinoma.  I previously 
mentioned  the  possibility  of  mesothelioma; 
in  this  instance  it  would  probably  be  of  the 
benign  fibrous  type  which  is  present  only  as 
a mass  with  no  indication  of  diffuse  damage 
to  the  pleura.  Unquestionably  we  have  to 
consider  also  the  types  of  benign  lesions  in 
the  lung  which  would  include  bronchogenic 
cysts,  chondromas,  and  hamartoma. 

I mentioned  that  the  blood  vessels  of  the 
hilar  shadow  appeared  to  run  directly  into 
this  lesion  in  the  lower  lobe.  We  could 
presume  this  picture  to  be  a superimposition 
of  the  lesion  on  the  branches  of  the  pulmo- 
nary artery,  nevertheless  the  appearance 


made  me  think  of  the  possibility  of  a pul- 
monary sequestration.  Such  a condition, 
however,  would  be  extremely  rare  in  a 
seventy-seven-year-old  man.  Another  pos- 
sibility that  this  vascular  relationship  sug- 
gests is  an  arteriovenous  fistula  within  the 
lung,  but  no  bruit  was  described,  and  the 
patient  did  not  have  polycythemia,  which  is 
so  often  a compensatory  mechanism  with 
such  lesions.  Furthermore,  the  fact  that 
the  chest  roentgenogram  showed  negative 
findings  a few  years  prior  to  this  admission 
would  also  tend  to  rule  out  an  arteriovenous 
fistula.  Also  these  negative  findings  would 
make  me  unwilling  to  accept  the  diagnosis 
of  hamartoma  of  the  lung.  Hamartomas 
rarely  occur  this  late  in  life,  although  they 
have  been  observed  to  occur  in  the  eighth 
decade.  When  a hamartoma  is  identified 
during  the  operative  procedure,  then  a re- 
view of  previous  x-ray  films  almost  always 
indicates  that  the  lesion  was  visible  for 
several  years  and  sometimes  for  many  years. 
Such  a lesion  is  often  detected  early  in  life. 
For  it  to  appear  late  in  life  and  then  to 
progress  rapidly  in  a short  period  of  time 
would  certainly  be  most  unusual. 1 

I cannot  rule  out  the  possibility  that  this 
lesion  might  represent  a granuloma.  Al- 
though sometimes  tuberculosis  can  be 
limited  to  a basal  segment,  this  would  be 
one  of  the  most  unlikely  places  to  find  it. 
The  patient  failed  to  show  any  reaction  to  a 
tuberculin  test,  but  I am  not  particularly 
impressed  with  this  finding;  the  failure  to 
react  might  be  related  to  the  patient’s  ad- 
vanced age  or  to  unreliable  commercial 
tuberculin  testing  material.  Yet  I frankly 
see  no  reason  to  suspect  this  lesion  to  be  a 
granuloma  due  to  either  fungus  or  myco- 
bacteria. 

I must  not  fail  to  mention  an  occasional 
cause  of  embarrassment  to  the  thoracic 
surgeon  when  he  performs  an  operative 
procedure  on  the  chest,  confident  that  the 
patient  has  a malignant  tumor,  only  to  dis- 
cover that  the  shadow  on  x-ray  film  repre- 
sents an  organized  pneumonia.  The  con- 
fusing part  of  such  cases  is  that  the  clinical 
history  of  a preceding  pneumonia  may  be 
missing  altogether. 

I could  mention  many  other  varieties  of 
benign  tumors,  but  this  would  merely  be- 
come an  academic  exercise  which  could  be 
fulfilled  by  reading  the  table  of  contents  in 
a good  textbook  on  pulmonary  disease.  I 
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do  consider  the  lesion  to  he  unusual  in  some 
respects.  One  area  of  information  which 
confused  me  became  apparent  during  my 
review  of  the  patient’s  x-ray  films.  Inad- 
vertently I was  given  the  opportunity  to 
study  the  postoperative  films  and  was 
extremely  surprised  to  find  that  the  patient 
had  undergone  a complete  left  pneumonec- 
tomy. I was  faced  with  the  question  of 
why  the  surgeons  should  have  removed  the 
entire  lung  if,  by  chance,  any  of  the  lesions 
that  I have  mentioned  had  been  present. 
If  the  patient  had  had  extensive  pulmonary 
and  pleural  carcinoma,  or  if  the  lesion  were 
identified  by  microscopic  examination  of 
frozen  tissue  as  tuberculosis  or  as  an  un- 
usual tumor,  it  would  be  extremely  difficult 
for  any  of  these  entities  to  form  the  basis  of 
a pneumonectomy.  I was  forced  to  assume 
that  during  the  surgical  procedure  some 
technical  difficulty  had  required  removal  of 
the  entire  lung,  for  example,  an  inadvertent 
compromise  of  lung  circulation.  It  was 
difficult  to  believe  that  the  surgeon  had 
intervened  in  the  chest  of  a seventy-seven- 
year-old  man  with  heart  disease,  intending 
to  remove  the  entire  lung,  when  the  lesion 
appeared  to  be  localized.  Consequently, 
my  view  of  these  films  not  only  did  not  help 
but  served  to  compound  my  confusion. 

In  closing  my  discussion,  I feel  that  I 
must  emphasize  strongly  the  theme  of  car- 
diac disease  in  this  case,  the  background  of 
myocardial  infarction,  the  subsequent  treat- 
ment with  digitalis,  the  repeated  onset  of 
irregular  heart  rhythms,  and  the  proved 
episodes  of  auricular  fibrillation.  All  of 
these  events  lead  me  to  offer  the  additional 
possibility  of  pulmonary  embolism  as  the 
cause  of  the  visible  lesion.  In  spite  of  this 
possibility,  however,  I am  disturbed  that 
there  were  no  clear-cut  clinical  symptoms  or 
definite  signs  of  infarction  of  the  lung  to 
support  my  suggestion.  There  was  no 
evidence  of  peripheral  venous  thrombosis, 
although,  of  course,  the  patient  could  have 
had  thrombi  in  the  right  atrium.  In  spite 
of  these  conflicting  considerations,  I feel 
that  the  diagnosis  of  embolism  to  the  lung 
would  he  as  reasonable  as  any  that  I have 
suggested. 

Clinical  diagnoses: 

1.  Bronchogenic  carcinoma,  lower  lobe  of 
left  lung 


2.  Arteriosclerotic  cardiovascular  disease, 
paroxysmal  auricular  fibrillation 

3.  Myocardial  infarction,  old 

Dr.  Lovelock’s  diagnoses: 

1.  ? Pulmonary  embolism  and  infarction, 
lower  lobe  of  left  lung,  associated  with 
paroxysmal  auricular  fibrillation  and  arteri- 
osclerotic heart  disease 

2.  Possible  bronchogenic  adenocarcinoma, 
lower  lobe  of  left  lung 

John  T.  Flynn,  M.D.:  Dr.  Nolan, 

would  you  tell  us  about  the  operative 
findings? 

Dr.  Nolan:  As  Dr.  Lovelock  sug- 

gested, we  felt  that  our  preoperative  diag- 
nosis was  reasonably  secure:  a peripheral 

lesion  was  visible  and  appeared  to  be  readily 
accessible  to  surgical  intervention;  the 
presence  of  malignant  cells  was  strongly 
suggested  in  the  sputum;  and  the  internists 
assured  us  that  the  patient  could  survive  a 
lobectomy. 

Certainly  if  this  lesion  would  prove  to 
be  a peripheral  bronchogenic  carcinoma, 
the  survival  rates  and  the  results  of  opera- 
tive procedures  in  such  instances  would 
justify  our  intervention. 

As  is  the  custom  of  the  thoracic  surgeon, 
we  examined  the  entire  lung  carefully  by 
palpation  before  any  definitive  excisional 
therapy  was  initiated.  Palpation  of  the 
lower  lobe  revealed  a circumscribed  golf 
ball-size  mass  in  the  position  indicated  on 
the  x-ray  film.  It  was  located  in  the 
posterior  segment  of  the  lower  lobe  of  the 
left  lung  but  not  in  an  immediate  sub- 
pleural  location.  The  gross  characteristics 
on  palpation  suggested  hamartoma.  We 
recognized  that  considerable  distortion  of 
the  architecture  of  the  lower  lobe  would 
have  been  required  to  resect  it  from  the 
lung.  A lobectomy  in  these  circumstances 
was  certainly  the  minimum  operative  pro- 
cedure to  be  considered.  However,  pursu- 
ing our  further  careful  evaluation  of  the  re- 
maining portion  of  the  lung  we  found,  to  our 
chagrin  and  profound  embarrassment,  that 
a firm  parenchymal  lesion  was  located  at  the 
apex  of  the  upper  lobe  of  the  left  lung,  char- 
acterized by  a puckered  surface  of  the  over- 
lying  pleura  and  by  the  consistency  of  an 
infiltrating  malignant  tumor.  Under  these 
circumstances,  we  elected  to  perform  a 
pneumonectomy. 
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Dr.  Fi.ynn:  Dr.  Lovelock,  how  do  these 

findings  influence  your  evaluation? 

Dr.  Lovelock:  From  your  description 

it  appears  that  t he  patient  was  harboring 
two  entirely  separate  neoplasms.  Cer- 
tainly such  a coincidence  of  lesions  is  not 
unknown  and  can  involve  any  combination 
of  pathologic  types.  Statistically  an  asso- 
ciation like  this  might  suggest  two  separate 
areas  of  alveolar-cell  carcinoma.2  That  is 
to  say,  from  the  standpoint  of  percentages, 
alveolar-cell  or  terminal  bronehiolar  car- 
cinoma is  more  likely  to  present  multiple 
areas  of  involvement  than  any  other  type  of 
bronchial  neoplasm.  In  epidermoid  or  an- 
aplastic bronchial  carcinoma,  multiple  pri- 
mary peripheral  lesions  are  rare,  even  with  a 
combination  of  a benign  tumor  in  one  loca- 
tion and  a malignant  tumor  in  the  other. 
I assume  that  no  frozen  tissue  examinations 
were  made,  and,  therefore,  the  decision  for 
pneumonectomy  was  based  on  clinical 
judgment  during  surgical  intervention. 

Reviewing  the  chest  x-ray  films  again,  I 
still  do  not  see  anything  which  I did  not  see 
before.  We  do  not  have  the  advantage  of 
studying  apical  lordotic  films,  so  perhaps  we 
do  not  see  the  apex  of  the  left  lung  as  clearly 
as  we  might  with  a special  study.  Perhaps 
in  evaluating  tumors  of  the  lung  routinely 
we  should  do  this  special  study.  I hesitate 
to  call  any  minimal  shadow  on  this  film  an 
apical  lesion,  because  if  I did  so  I would 
have  to  overinterpret  all  the  other  films 
which  I see  every  day. 

Harold  Coppersmith,  M.D.:  Do  you 

recommend  routine  apical  lordotic  studies 
of  the  lungs  for  patients  with  pulmonary 
disease? 

Dr.  Lovelock:  My  experience  with 

this  procedure  suggests  that  it  ought  to  be 
done  as  a routine  procedure  in  patients  with 
pulmonary  disease.  In  many  patients  who 
are  given  x-ray  examinations  routinely,  the 
apex  of  the  lung  cannot  be  viewed  ade- 
quately by  other  methods.  One  of  the 
difficulties  with  the  apical  lordotic  study  is 
the  technic  of  positioning  the  patient  which 
if  improperly  done  results  in  unsatisfactory 
x-ray  film  studies.  A good  lordotic  study 
can  be  helpful. 


Pathologic  discussion 

Charles  M.  Karpas,  M.D.:  The  surgi- 

cal specimen  consisted  of  the  entire  left 


FIGURE  3.  Section  of  left  lung  showing  poorly 
defined  carcinoma  in  upper  lobe  (arrow)  and  cir- 
cumscribed hamartoma  in  lower  lobe. 


lung.  In  the  upper  lobe  there  was  a 5-cm., 
poorly  defined  granular-appearing  lesion 
with  a variable  amount  of  anthracotic  pig- 
ment (Fig.  3).  The  lower  left  lobe  con- 
tained a well-circumscribed,  firm  tumor 
which  on  microscopic  section  showed  a 
glassy  cartilaginous  surface  and  well- 
differentiated  hyaline  cartilage  arranged  in 
a chaotic  manner,  admixed  with  adipose 
tissue,  and  islands  of  well-differentiated 
bronchial  epithelium  ( Fig.  4A  ).  This  is  the 
classic  picture  of  pulmonary  hamartoma. 

Microscopic  examination  of  the  lesion  in 
the  upper  lobe  showed  a highly  cellular 
growth  with  no  discernible  architectural 
pattern  or  areas  of  necrosis.  The  cell  type 
was  that  of  a poorly  differentiated  broncho- 
genic carcinoma,  oat-cell  type,  with  exten- 
sions into  the  lymphatic  glands  (Fig.  4B). 
Although  we  were  not  able  to  locate  the 
bronchial  segment  of  origin  of  this  tumor, 
we  could  identify  areas  of  squamous  meta- 
plasia and  dysplasia  in  the  more  proximal 
bronchial  segments.  The  hilar  lymph 
nodes  showed  reactive  hyperplasia  but  no 
evidence  of  tumor.  There  were  no  areas  of 
metastatic  involvement  in  the  tissue  speci- 
mens we  examined. 

Dr.  Nolan:  Postoperatively  this  pa- 
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FIGURE4.  Microscopic  sections.  (A)  Hamartoma 
showing  characteristic  irregular  islands  of  hyaline 
cartilage  and  fat  tissue.  (B)  Poorly  differentiated 
bronchogenic  carcinoma  from  upper  lobe  of  left 
lung.  (Hematoxylin  and  Eosin  Stain) 

tient  did  well  and  subsequently  had  an  un- 
eventful recovery.  Four  months  after  the 
surgical  procedure,  he  was  readmitted  to 
the  medical  service  for  the  management  of  a 
transient  episode  of  auricular  fibrillation, 


which  responded  to  treatment.  Re-exami- 
nation in  the  clinic,  following  discharge,  re- 
vealed that  he  was  active  and  in  relatively 
good  health. 

Dr.  Coppersmith:  Should  this  pa- 

tient’s heart  permit  him  to  live  for  a sig- 
nificant period  of  time,  Dr.  Lovelock,  would 
you  expect  him  to  have  a relatively  good 
prognosis,  since  he  appeared  to  have  a com- 
plete excision  of  the  malignant  tumor  with- 
out any  evidence  of  lymph-node  involve- 
ment? 

Dr.  Lovelock:  Dr.  Karpas  indicated 

that  the  malignant  tumor  was  an  oat-cell 
carcinoma,  which  is  a poorly  differentiated 
type  and,  indeed,  offers  a poor  prognosis. 
On  numerous  occasions  surgeons  have  re- 
moved tumors  much  larger  than  this  one, 
and  the  pathologist  was  unable  to  find  any 
metastatic  spread  to  the  regional  lymph 
nodes.  Yet  within  three  months  the  pa- 
tient had  developed  metastases  to  the  bone 
and  to  other  organs.  This  patient  is  now 
living,  approximately  eight  months  after 
the  operative  procedure,  but  in  general  I 
cannot  share  any  feeling  of  optimism  about 
the  outlook  of  this  undifferentiated  tumor. 

Carla  Dago  *:  I would  like  to  leave  one 

thought  concerning  cytologic  examinations 
of  sputum  and  chest  fluid.  A diagnosis  of 
malignant  disease  based  on  cytologic  study 
of  pleural  fluid  alone  should  be  offered  with 
some  hesitation  unless  unquestionable  ma- 
lignant cells  are  demonstrated.  The  reason 
for  this  caution  is  that  the  mesothelial  cells 
have  the  potential  for  differentiating  into  a 
variety  of  cell  types.  This  can  give  rise  to 
the  impression  that  an  unusual  and  entirely 
foreign  cell  has  invaded  the  pleura.  As  far 
as  sputum  is  concerned,  to  be  sure  that  we 
have  a satisfactory  specimen  we  must  find 
histiocytes  which  are  characteristic  dust 
cells  originating  in  the  lower  respiratory 
tract.  The  cytologist  is  aware  that  when  a 
cell  is  exfoliated  from  its  normal  milieu  it 
will  have  a more  rounded  appearance  and  a 
shape  which  is  not  usually  characteristic  of 
those  cells  which  one  sees  on  microscopic 
examination  of  tissue.  I am  perfectly  free 
to  admit  that  under  certain  circumstances, 
I must  be  willing  to  hedge  with  a Stage  III 
classification.  I think  every  cytologist 
should  be  willing  to  indicate  his  areas  of  in- 
decision to  the  surgeon.  In  reviewing  the 

* Cytotechnologist,  Fieekman-Downtown  Hospital;  mem- 
ber of  American  Society  of  Clinical  Pathologists. 
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cytologic  smears  on  this  patient’s  sputum,  I 
still  felt  that  a malignant  cell  could  he 
identified  in  the  specimen. 

Dr.  Flynn:  A case  like  this  emphasizes 

to  both  the  surgeon  and  internist  that  while 
the  internist  is  in  the  habit  of  terminating 
his  diagnostic  effort  at  the  door  of  the 
operating  room,  the  surgeon  must  continue 
to  be  alert  to  any  additional  diagnostic  op- 
portunities which  his  surgical  procedure 
may  reasonably  permit. 


Nonmetastatic  cutaneous 
manifestations  of  cancer 
of  the  colon 

F.  E.  Rosato,  M.D.,  et  al.  present  5 patients 
with  nonmetastatic  skin  lesions  who  were 
found  to  have  cancer  of  the  colon,  and  the 
authors  suggest  that  nonresponsive  skin  le- 
sions may  indicate  neoplasm  of  the  colon 
(Am.  J.  Surg.  117:  277  February,  1969). 

The  5 illustrative  cases,  found  in  a review  of 
1,084  cases  of  cancer  of  colon  over  a fifteen- 
year  period,  consisted  of  4 women  and  1 man 
ranging  in  age  from  forty-nine  to  seventy- 
six  years. 

Three  of  the  5 patients  had  erythema  mul- 
tiforme and  1 had  a generalized  dermatitis 
change.  In  the  fifth  patient  the  colonic  lesion 
was  secondary  to  a primary  lesion  elsewhere 
a carcinoma  arising  in  a villous  adenoma). 
In  this  latter  patient  the  associated  skin  lesion 


Final  diagnoses: 

1 . Hamartoma,  tower  lobe  of  left  lung 

2.  Anaplastic  bronchogenic  carcinoma , 
upper  lobe  of  left  lung 
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was  that  of  a dermatomyositis.  In  general 
there  are  3 distinctive  features  of  skin  lesions 
associated  with  cancer  of  the  colon:  First, 

cutaneous  lesions  associated  with  cancer  of  the 
colon,  acanthosis  nigricans,  dermatomyositis, 
erythema  multiforme  bullosum,  erythema 
gyratum  ripens,  pemphigoid,  pruritus,  mul- 
ticentric reticulohistiocytosis,  and  urticaria, 
appear  to  be  basically  immune  types  of  reac- 
tions, any  one  of  which  could  result  from  var- 
ious causes  other  than  cancer  of  the  colon, 
hence  they  are  not  specific  for  any  type  of 
lesion  or  even  the  colonic  malignancy  itself 
but  may  be  an  indication  of  it.  Second,  these 
lesions  progress  despite  the  usual  therapeutic 
measures  and  almost  always  are  the  cause  of 
death  rather  than  the  malignancy.  Third, 
the  skin  lesions  disappear  on  complete  removal 
of  the  tumor  and  improve  on  radiotherapy 
or  partial  excision  of  the  cancer.  The  symp- 
toms can  be  alleviated  by  the  administration 
of  steroids,  but  increasing  doses  are  usually 
necessary  for  continued  control. 
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Case  Reports 


Tension  Pneumothorax 
Following  Liver  Biopsy 


0.5  to  1 per  cent  in  various  series  and  has 
universally  been  reported  to  be  small  and 
asymptomatic.1-8  The  development  of  a 
life-threatening  tension  pneumothorax  is 
described  in  this  report  . 
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P neumothorax  is  a rare  complication  of 
liver  biopsy,  the  incidence  ranging  from 


Case  report 

A fifty-three-year-old  Negro  man  with 
advanced  pulmonary  sarcoidosis  who  had 
been  treated  more  than  thirteen  years  with 
intermittent  steroid  therapy,  was  admitted 
to  the  hospital  because  of  a 20-pound  weight 
loss,  hyperglobulinemia,  and  an  elevated 
alkaline  phosphatase  level.  Chest  x-ray 
film  revealed  diffuse  infiltration  of  both 
lungs,  and  pulmonary  function  studies 
showed  diffusion  capacity  to  be  40  per  cent 
of  normal  (Fig.  1A).  A liver  biopsy  using 
an  intercostal  approach  in  full  expiration 
with  a 1.6-mm.  Menghini  needle  was  im- 
mediately followed  by  tachypnea,  cya- 
nosis, chest  pain,  tracheal  shift,  and  exten- 
sive subcutaneous  emphysema.  No  tissue 


FIGURE  1.  Chest  roentgenograms  showing  (A)  extensive  pulmonary  sarcoidosis,  and  (B)  extensive  pneu- 
mothrax  and  subcutaneous  emphysema  shortly  after  insertion  of  thoracotomy  tube. 
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was  obtained.  Closed-tube  thoracotomy 
promptly  relieved  these  symptoms,  and  an 
emergency  chest  x-ray  film  revealed  a 50 
per  cent  pneumothorax  with  extensive 
subcutaneous  emphysema  (Fig.  1 B >.  The 
patient  remained  asymptomatic,  and  the 
tube  in  the  chest  was  removed  one  week 
later  wit  hout  recurrence  of  symptoms. 

Comment 

Pneumothorax  is  a rare  complication  of 
liver  biopsy.  Schiff1  reported  2 cases  in 
1,900  biopsies.  Tyor  and  Cayer-  noted  1 
case  of  subcutaneous  emphysema  in  100 
biopsies.  In  a review  of  234  biopsies, 
Volwiler  and  Jones3  reported  1 case  of 
atelectasis  of  the  lower  lobe  of  the  right 
lung.  Terry4  reviewed  10,060  biopsies  and 
described  5 cases  of  pneumothorax,  all 
asymptomatic.  Moyer  and  Wurl5  men- 
tioned 1 case  of  minimal  pneumothorax 
without  sequelae  in  a review  of  83  cases. 
In  their  analysis  of  iatrogenic  causes  of 
pneumothorax,  Antoni  and  Ponka'  de- 
scribe 3 cases  in  319  biopsies.  Kleckner7 
noted  1 case  of  pneumothorax  in  145  cases. 
In  their  review  of  20,016  biopsies,  Zam- 
check  and  Klausenstock8  failed  to  mention 
pneumothorax. 

Tension  pneumothorax  occurs  in  ap- 
proximately 2 to  3 per  cent  of  pneumo- 
thoraxes.9 Typical  symptoms  include 
tachycardia,  subcutaneous  emphysema, 
labored  respiration,  pleuritic  pain,  cyanosis, 
hyperresonance  with  decreased  breath 
sounds,  and  mediastinal  shift.  Paren- 
chymal disease,  especially  bronchial  ob- 
struction, is  often  implicated  in  producing 
the  ball-valve  mechanism  required.  Bron- 
chial obstruction  has  been  described  in 
sarcoidosis,10'11  and  this  patient  demon- 
strated extensive  parenchymal  infiltration. 
A higher  incidence  of  tension  pneumo- 


thorax has  been  noted  secondary  to  iatro- 
genic procedures.'  The  occurrence  of  ten- 
sion pneumothorax  in  this  patient  is  not 
totally  unpredictable  and  supports  the 
contention  that  disease  in  the  lower  lobe  of 
the  right  lung  is  a contraindication  to  inter- 
costal biopsy.715 

Summary 

A patient  with  sarcoidosis  developed  a 
tension  pneumothorax  after  liver  biopsy. 
The  frequency  and  pathophysiology  of  this 
complication  is  briefly  reviewed.  The 
potential  for  this  complication  should  be 
recognized  in  patients  with  parenchymal 
lung  disease. 

U.S.  Public  Health  Service  Hospital 

Staten  Island,  New  York  10304 
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Atrial  Dissociation 

Fact  and  Artifact 

EDWARD  L.  SCHWARTZ,  M.D.,  F.A.C.P.* 
Hempstead,  New  York 

From  the  Department  of  Medicine,  The  Long  Island  Jewish 
Hospital-Queens  Hospital  Center  Affiliation,  Jamaica, 
New  York,  and  Nassau  Hospital,  Mineola,  New  York 


T HE  PHENOMENON  OF  ATRIAL  dissociation 
has  been  rarely  recorded  in  man.  Since  the 
concept  was  first  elaborated  by  Wencke- 
bach in  1906, 1 few  reported  cases  have  been 
accepted.  Electrocardiograms  usually  dem- 
onstrate a sinus  rhythm  on  which  is  super- 
imposed regularly  recurring  oscillations 
which  do  not  conduct  to  the  ventricles. 
These  waves  have  been  thought  due  to  an 
artifact. 

In  this  report  an  interesting  contrast  is 
noted.  An  electrocardiogram  is  presented 
in  which  an  unusual  artifact,  caused  by  a 

* Present  address:  520  Warren  Street,  Albany,  New 

York  12208. 


malfunctioning  cardiac  monitoring  system, 
produced  a pseudoatrial  dissociation.  In 
another  electrocardiogram  a rare  type  of 
atrial  dissociation  not  due  to  artifact  sup- 
ported the  existence  of  this  phenomenon. 

Case  reports 

Case  1.  A forty-one-year-old  white 
male  was  admitted  to  Nassau  Hospital  on 
February  17,  1968,  with  diaphoresis  and  a 
pressure-type,  lower  retrosternal  chest  pain. 
Examination  revealed  a pulse  rate  of  50 
beats  per  minute  with  occasional  irregulari- 
ties suggestive  of  premature  ventricular 
contractions.  An  electrocardiogram  on 
admission  was  consistent  with  an  acute 
inferior  wall  myocardial  infarction.  On 
February  18,  an  electrocardiogram,  ob- 
tained from  a precordial  cardiac  monitor, 
revealed  a sinus  bradycardia  at  the  rate  of 
52  beats  per  minute  (Fig.  1).  In  addition, 
waves  (A)  with  a negative  deflection  not 
related  to  the  basic  P-QRS  complexes  were 
noted  at  a rate  of  13  per  minute.  A 12- 
lead  electrocardiogram  obtained  at  this 
time  did  not  show  these  deflections,  nor  did 
an  electrocardiogram  obtained  from  the 
patient  attached  to  a different  monitoring 
system.  The  cause  was  then  confirmed  to 
be  an  artifact. 

Case  2.  An  eighty-five-year-old  white 
female  was  admitted  to  Queens  General 
Hospital  Medical  Center  on  October  5, 
1967,  with  dizziness  and  tremors  of  three 
weeks’  duration. 

Examination  revealed  mild  systolic  hy- 


FIGURE  1.  Case  1.  Precordial  monitor  lead.  Three  strips  are  continuous.  Visualized  are  independent 
artifactitious  negative  deflections  at  a rate  of  13  per  minute  superimposed  on  sinus  rhythm. 
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FIGURE  2.  Case  2.  Electrocardiogram  demonstrating  atrial  dissociation  with  sinus  rhythm  and  non- 
conducted  atrial  flutter. 


FIGURE  3.  Case  2.  Electrocardiogram  depicting  Parkinsonian  tremor  superimposed  on  sinus  rhythm. 


pertension,  cardiomegaly,  and  signs  con- 
sistent with  Parkinson’s  disease. 

The  electrocardiogram  on  admission  was 
interpreted  as  demonstrating  an  atrial  dis- 
sociation (Fig.  2).  It  showed  a sinus 
rhythm  at  the  rate  of  72  beats  per  minute 
with  a P-R  interval  of  0.2  seconds.  Regu- 
lar deflections  (P)  at  a rate  of  250  per  min- 
ute, which  were  not  related  to  the  P-QRS-T 
complexes  were  best  seen  in  lead  Vi,  but 
also  disturbed  the  base-line  of  leads  II,  III, 
and  aVf. 

On  October  10,  1967,  a repeat  electro- 
cardiogram gave  normal  findings. 

In  an  attempt  to  reproduce  the  inde- 
pendent deflections  visualized  on  the  ini- 
tial electrocardiogram,  which  some  ob- 
servers attributed  to  artifactitious  Parkin- 
sonian tremor,  an  electrocardiogram  was 
obtained  with  the  patient’s  arms  unre- 
strained (Fig.  3).  Coarse,  irregular  waves 
superimposed  on  the  basic  sinus  rhythm 
did  not  simulate  the  ectopic  deflections  in 
the  atrial  dissociation. 

During  the  remainder  of  the  patient’s 
hospital  stay,  frequent  electrocardiograms 


were  not  able  to  recapture  the  initial 
rhythm. 

Comment 

Atrial  dissociation  is  an  electrocardio- 
graphic phenomenon  in  which  two  inde- 
pendent atrial  rhythms  coexist.  One 
usually  originates  from  the  sinus  node  and 
is  conducted  to  the  ventricles,  while  the 
other  is  activated  by  an  ectopic  focus 
somewhere  in  the  atrium  and  is  noncon- 
ducted. 

Despite  the  fact  that  atrial  dissociation 
has  been  repeatedly  produced  in  the  ex- 
perimental animal,  its  existence  in  man  has 
been  doubted.  Lewis2  did  not  accept  the 
existence  of  supernumerary  P waves.  He 
thought  the  musculature  of  the  two  atria 
represented  physiologically  an  undivided 
mass.  White3  and  Katz4  thought  that  its 
occurrence  was  artifactitious. 

Atrial  dissociation  has  been  simulated  by 
artifacts  that  have  arisen  from  loose  con- 
tact of  electrodes,  rhythmic  ties,  interfer- 
ence from  a dial  telephone,  an  electric  saw 
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or  buzzer,  rhythmic  contractions  of  the 
diaphragm,  as  in  hiccoughs  or  diaphragma- 
tic flutter,  and  from  contact  with  another 
person  whose  electrocardiographic  com- 
plexes were  recorded.  Higgins,  Phillips, 
and  Sumner5  felt  that  atrial  dissociation 
was  an  electrocardiographic  artifact  re- 
lated to  and  induced  by  the  accessory 
muscles  of  respiration.  They  reported  8 
cases  in  which  high-frequency  vibrations 
occurring  at  the  onset  of  respiration  were 
similar  in  configuration  to  those  previously 
reported  to  demonstrate  atrial  dissocia- 
tion. Review  of  the  literature  revealed  few 
reports  which  were  regarded  as  possible 
documentation  of  such  an  arrhythmia. 

In  Case  1 the  question  of  atrial  dissocia- 
tion arose  when  deflections  which  appeared 
to  represent  independent  atrial  activity 
were  found  superimposed  on  a sinus 
rhythm.  This  interpretation  was  con- 
sidered unlikely,  by  this  observer,  be- 
cause of  the  slow  rate  of  ectopic  impulse 
formation.  In  addition,  these  deflections 
could  not  be  reproduced  on  a 12-lead  elec- 
trocardiogram nor  from  the  same  patient 
attached  to  a different  cardiac  monitor 
system. 

In  Case  2 the  diagnosis  of  atrial  dis- 
sociation was  made  on  the  finding  of  a sinus 
rhythm  coexisting  in  the  same  electro- 
cardiogram with  an  independent  faster 
rhythm  which  did  not  conduct  to  the  ven- 
tricles. The  independent  rhythm  was  reg- 
ular at  250  per  minute  and  was  maximally 
visualized  in  leads  II,  III,  aVf,  and  Vb  satis- 
fying the  accepted  criteria  for  the  diagnosis 
of  atrial  flutter.  The  influence  of  the  pa- 
tient’s Parkinson’s  disease  in  producing  a 
pseudoatrial  dissociation  was  dispelled 
when  the  tremor  was  recorded  on  the  elec- 
trocardiogram as  a bizarre  series  of  oscilla- 
tions without  regularity.  The  flutter  waves 
were  most  clearly  noted  in  the  precordial 
lead  Vi  where  extraneous  influences  origina- 
ting from  an  extremity  would  have  had  a 
lesser  effect.  No  acute  or  chronic  respira- 
tory distress  was  present  during  hospitaliza- 
tion nor  could  evidence  of  a respiratory  in- 
fluence he  found  on  the  electrocardiograms. 

As  noted  at  other  times,  the  two  com- 
plexes of  atrial  origin  could  not  be  identified 
with  certainty  as  originating  with  right  or 


left  atrial  activation.  The  configuration  of 
the  normal  P wave  with  its  relationship  to 
the  QRS  complex  would  tend  to  indicate 
that  the  right  atrium  was  controlled  by  the 
sinus  node.  This  would  suggest  that  the 
flutter  waves  had  origin  from  an  ectopic 
focus  in  the  left  atrium.  This  type  of 
atrial  dissociation  is  rare  having  been  re- 
ported on  only  three  previous  occasions.6-8 

It  is  of  interest  that  two  centers  of  im- 
pulse formation  can  coexist  with  the  slower 
center  controlling  the  ventricles.  This  is 
consistent  with,  and  supports  the  concept 
suggested  by  Marques9  and  Deitz  et  a/.6 
that  a portion  of  the  atrial  myocardium  is 
completely  dissociated.  Ectopic  impulse 
formation  or  the  basic  rhythm  is  protected 
by  an  entrance,  exit,  or  dynamic  bidirec- 
tional block. 

Summary 

The  phenomenon  of  atrial  dissociation, 
not  generally  accepted,  has  been  attributed 
to  an  artifact.  An  electrocardiogram  sup- 
porting this  view  is  presented  in  which 
pseudoatrial  dissociation  resulted  from  a 
malfunctioning  cardiac  monitor.  Another 
electrocardiogram  clearly  demonstrated  a 
rare  type  of  atrial  dissociation  in  which  the 
basic  rhythm  originated  from  the  right 
atrium,  while  an  ectopic  atrial  flutter  prob- 
ably originated  from  the  left. 

Acknowledgment.  The  author  is  grateful  to  David 
Scherf,  M.D.,  for  reviewing  the  electrocardiograms  in  Case  2 
and  Phyllis  Frank  for  her  technical  assistance. 
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because  of  wrong  diagnosis  may  lead  to 
puzzling  death. 
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P A HA- AMINOSALICYLIC  ACID,  tile  drug 
commonly  used  with  INH  (isoniazid)  in 
the  treatment  of  tuberculosis,  has  been 
reported  over  the  past  twenty  years  to 
cause  serious  hypersensitive  reactions,1-14 
yet  it  still  ranks  as  second  only  to  INH  in 
extent  of  use  among  the  10  or  more  drugs 
available.  The  incidence  of  hypersensi- 
tivity is  stated  to  range  from  0.28  to  5 
per  cent.18  We  find  that  the  occurrence 
of  fever,  skin  reactions,  and  liver  sensitivity 
is  closer  to  15  per  cent.  The  protean 
manifestations  of  these  reactions,  early 
detection,  and  discontinuance  of  this  drug 
was  stressed  by  Simpson. 15 

The  purpose  of  this  communication  is  to 
describe  3 cases  of  sensitivity  to  PAS  ( para- 
aminosalicylic  acid)  pointing  out  the 
manifestations  which  usually  precede  the 
severe  reactions.  Failure  to  stop  the  drug 

* Preliminary  report  presented  at  the  national  meeting  of 
the  U.S.  Public  Health  Service  Clinical  Society,  May  9-12, 
1967,  at  Atlanta,  Georgia. 


Case  reports 

Case  1.  A forty-year-old  white  male 
started  on  INH  and  PAS  on  April  9,  1965. 
He  developed  temperature  elevation  and 
sore  throat  on  April  18,  1965,  and  throat 
culture  showed  the  growth  of  Staphylococ- 
cus aureus.  INH  and  PAS  were  discon- 
tinued and  he  was  given  ten  days  of  peni- 
cillin. Although  pharyngitis  was  the  pre- 
sumptive diagnosis,  the  PAS  and  INH  had 
been  discontinued  as  a precautionary  meas- 
ure. On  April  29,  1965,  the  patient  was 
inadvertently  given  4 Gm.  of  PAS,  and  he 
had  an  immediate  anaphylactoid  reaction 
consisting  of  headache,  shortness  of  breath, 
chills,  fever,  tachycardia,  flushing,  sneez- 
ing, blurring  of  vision,  generalized  aches, 
and  paresthesia.  The  symptoms  were  un- 
relieved by  epinephrine  but  were  relieved 
by  intravenous  hydrocortisone  sodium 
succinate  (Solu-Cortef).  The  patient  was 
later  restarted  on  INH  with  no  difficulty. 

Case  2.  A thirty-eight-year-old  Negro 
male  was  started  on  INH  and  PAS  on 
December  3,  1965.  Six  weeks  later  he 
developed  a skin  rash  followed  by  fever, 
and  drugs  were  discontinued.  By  January 
29,  1966,  he  was  beginning  to  exfoliate,  and 
he  was  started  on  prednisone,  40  mg.  daily. 
The  prednisone  was  rapidly  tapered,  but 
on  February  4,  1966,  blood  cultures  showed 
a heavy  growth  of  Aerobacter  aerogenes. 
Liver  biopsy  on  February  11,  1966,  showed 
findings  consistent  with  PAS  hepatitis. 
It  was  felt  that  the  gram-negative  sep- 
ticemia was  a result  of  the  drug-damaged 
liver  and  prednisone  therapy  and  would 
very  likely  have  resulted  in  death  if  not 
recognized  and  treated. 

Case  3.  A sixty-five-year-old  Filipino 
male  with  far-advanced  cavitary  pul- 
monary tuberculosis  and  severe  diabetes 
was  started  on  INH  and  PAS  on  November 
24,  1965.  Liver  biopsy  on  November  30, 
1965,  revealed  findings  characteristic  of 
nutritional  cirrhosis.  On  December  12, 
1965,  erythematous,  pruritic  rash  occurred; 
on  December  14,  1965,  his  temperature 
rose  to  100  F.  and  PAS  was  stopped. 
INH  and  all  other  medications  were  stopped 
on  December  17,  1965.  During  the  follow- 
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ing  two  weeks  liver  function  studies  showed 
continued  progression  of  liver  disease,  and 
he  continued  febrile.  On  December  30, 

1965,  the  blood  pressure  dropped;  he 
became  oliguric  and  expired  on  January  2, 

1966.  Autopsy  showed  an  acute  hepatic 
necrosis  consistent  with  PAS  hypersensi- 
tivity, superimposed  on  a nutritional  type 
cirrhosis. 

Comment 

Many  cases  of  PAS-supersensitivity  reac- 
tions during  the  first  two  months  of  treat- 
ment have  been  reported  in  the  literature. 
The  likelihood  and  frequency  of  misdiagno- 
sis and  death  may  not  have  been  adequately 
stressed.  Fever  and  skin  rash  have  con- 
sistently been  the  most  prominent  and 
helpful  signs.  The  rash  is  characteristically 
generalized,  erythematous,  maculopapular, 
and  pruritic.  Hepatic  reactions  with  jaun- 
dice are  the  most  serious  manifestation  of 
PAS  hypersensitivity,  but  it  is  emphasized 
that  these  reactions  are  preceded  by  fever, 
rash,  and/or  abnormalities  in  the  enzymes, 
especially  serum  glutamic  oxaloacetic  trans- 
aminase. 

Often  PAS  hypersensitivity  reactions 
have  been  diagnosed  as  fever  of  unknown  or- 
igin, sore  throat,  influenza,  German  measles, 
infectious  mononucleosis,  infectious  hep- 
atitis, parasitic  infections,  neoplasm,  and 
extension  of  tuberculosis  to  the  liver. 
This  problem  occurs  because  of  the  rash, 
fever,  adenopathy,  abnormal  lymphocytes, 
eosinophils,  and  liver  dysfunction.  At 
the  first  indication  of  the  presence  of  these 
signs,  PAS  must  be  stopped.  It  should 
not  be  restarted  in  view  of  other  excellent 
available  drugs. 


Summary 

Three  cases  of  para-aminosalicylic  acid 
hypersensitivity  reactions  have  been  pre- 
sented stressing  the  importance  of  dis- 
continuing the  drug  with  the  appearance 
of  warning  signs  during  the  first  two  months 
of  therapy. 
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P ERFORATION  OF  THE  HEART  following 
Lransvenous  pacemaker  insertion  is  a well- 
recognized  complication.1-'8  A patient 
who  sustained  myocardial  perforation  on 
two  separate  occasions  following  transve- 


nous pacemaker  insertion  is  described  and 
related  to  the  experience  reported  in  the 
literature. 

Case  report 

A fifty-eight-year-old  diabetic  white  man 
entered  the  hospital  on  March  22,  1967, 
with  a chief  complaint  of  fainting  spells  for 
the  preceding  ten  days.  His  past  history 
revealed  no  previous  episodes  of  syncope, 
angina,  dyspnea,  orthopnea,  or  ankle 
edema.  However,  his  electrocardiograms 
since  1959  showed  a right  bundle  branch 
block  pattern  with  first  degree  atrioven- 
tricular block  and  changes  compatible  with 
a diaphragmatic  myocardial  infarction  Fig. 
1 ).  Past  illnesses  included  a duodenal  ulcer 
requiring  gastrectomy  with  a postoperative 
subphrenic  abscess  and  empyema.  Physi- 
cal examination  repealed  a blood  pressure  of 
130  80  mm.  Hg  and  an  intermittently  ir- 
regular pulse  of  70.  Moderately  dimin- 
ished breath  sounds  were  heard  in  the  area 
of  previous  empyema.  The  heart  was 
within  the  midclavicular  line  and  a soft 
Grade  II  systolic  murmur  was  heard  along 
the  left  sternal  border.  There  were  no 


FIGURE  1.  Base  line  electrocardiogram  demonstrating  first-degree  atrioventricular  block,  right  bundle 
branch  block,  and  inferior  wall  infarction. 


December  1,  1969  / New  York  State  Journal  of  Medicine  3047 


2 1 H.B. 


Vent.  Pacing 

Vent.  Pacing: 
Atr.  Impulse 


FIGURE  2.  (Top)  2:1  atrioventricular  block. 
(Middle)  Ventricular  pacing  at  60  beats  per  minute 
by  transvenous  pacemaker.  (Bottom)  Ventricular 
pacemaker  triggered  by  atrial  impulse. 


FIGURE  3.  Right  atrial  angiogram.  Two  superior 
arrows  outline  lateral  margin  of  right  ventricular 
wall.  Most  inferior  arrow  points  to  catheter  tip 
several  centimeters  beyond  right  ventricular  apex. 


signs  of  congestive  heart  failure.  An 
electrocardiogram  demonstrated  2 : 1 atri- 
oventricular block  (Fig.  2). 

A temporary  transvenous  pacemaker  was 
inserted  on  the  day  of  admission  and  was 
replaced  by  a permanent  transvenous  pace- 
maker* (Fig.  2).  Nine  days  later  in- 
termittent pacing  was  noted  although  the 
patient  was  asymptomatic.  Angiography 
revealed  that  the  pacemaker  had  perforated 
the  right  ventricle  (Fig.  3).  The  catheter 
tip  was  repositioned  in  the  right  ventricular 
apex  with  resumption  of  pacing.  Four 
days  after  the  catheter  had  been  reposi- 
tioned, the  pacemaker  again  failed  to  cap- 
ture, and  comparative  x-ray  films  con- 
firmed that  a second  perforation  had  oc- 
curred. The  pacemaker  was  removed  and 
the  patient’s  rhythm  was  controlled  and 
maintained  with  isoproterenol  hydro- 
chloride until  a transthoracic,  epicardial, 
atrial-triggered  pacemakerf  was  implanted. 
At  surgery,  there  was  no  hemopericardium, 
and  the  site  of  perforation  was  not  apparent. 
Local  adhesions  made  the  diagnosis  of  a 
healed  infarction  difficult.  Since  operation 
the  patient  has  remained  free  from  cardiac 
symptoms  with  excellent  pacemaker  func- 
tion (Fig.  2). 

♦ Medtonic  Model  5870C,  manufactured  by  the  Medtronic 
Company. 

t Atriocor,  manufactured  by  the  Cordis  Company. 


Comment 

The  incidence  of  myocardial  perfora- 
tion with  transvenous  pacemakers  ranges 
from  0 to  4 per  cent  in  several  large 
series.1-10  The  patients  are  frequently 
asymptomatic  as  in  the  present  case,  al- 
though chest  pain413  or  awareness  of  dia- 
phragmatic pacing2  312  may  occur,  and  a 
pericardial  rub  occasionally  may  be 
heard.313  The  most  common  abnormality 
is  loss  of  pacing,5'71216' 17  but  uninterrupted 
pacing  has  been  reported  for  long  periods 
of  time  following  perforation. 18  Clinically 
evident  tamponade  requiring  pericardi- 
centesis  is  rare,13'9  and  autopsy  confirma- 
tion of  death  due  to  tamponade  in  the  case 
reported  by  Furman  et  a/.19  may  have  been 
related  to  anticoagulation  and  the  stiff 
small-diameter  catheter  employed. 

The  etiology  of  transvenous  catheter 
perforation  remains  unclear.  It  has  been 
variously  attributed  to  small-diameter  cath- 
eters,191116 failure  to  remove  stylets,1114 
tethering  of  the  catheter  at  the  tricuspid 
valve,  clotting  in  the  ventricle,  or  blocking 
in  the  ventricle  by  endothelium. 12  Studies 
have  shown  that  the  force  exerted  by  the 
catheter  tip  against  the  ventricular  wall 
increases  as  the  location  of  tethering  ap- 
proaches the  tip. 12  Perforation  is  not 
limited  to  catheters  at  the  right  ventricular 
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apex,  since  perforations  have  occurred  when 
the  catheter  was  in  the  right  ventricular 
outflow  tract.7-1*-1®  Preceding  myocardial 
infarction  has  been  mentioned  in  prior 
reports  and  may  have  played  an  important 
etiologic  role  in  this  case,  although  technical 
factors  involved  in  insertion  may  also  have 
contributed.12-16  The  diaphragmatic  loca- 
tion of  the  infarction  seen  electrocardio- 
graphically  would  suggest  local  weakness  at 
the  site  of  the  catheter  tip,  although  evi- 
dence of  infarction  or  the  site  of  perforation 
could  not  lie  determined  at  surgery.  Some 
authors  have  recommended  remanipulation 
of  the  catheter  as  therapy  for  perforation, 
although  this  often  proves  technically 
difficult  if  the  catheter  has  remained  in 
place  for  several  weeks  or  months.  *• 3 - 9 

Remanipulation  of  the  catheter  was  not 
difficult  in  our  patient.  Despite  prior 
reports  of  pericardial  hemorrhage  or  tam- 
ponade,1-3-4-9-15  catheter  removal  is  fre- 
quently followed  by  virtually  no  blood  loss 
and  the  site  of  perforation  may  be  impos- 
sible to  locate  at  thoracotomy.8- n- 16  No 
blood  was  found  in  the  pericardium  of  our 
patient  despite  two  separate  perforations. 
He  had  an  uneventful  postoperative  course 
and  excellent  clinical  response  to  the  epi- 
cardial  pacemaker. 

Summary 

A diabetic  patient  with  a prior  diaphrag- 
matic myocardial  infarction  underwent 
implantation  of  a transvenous  pacemaker 
for  Stokes-Adams  attacks  due  to  second- 
degree  atrioventricular  block.  Myocardial 
perforation  manifested  by  intermittent 
capture  occurred  on  two  separate  occasions 
and  was  confirmed  by  angiography.  When 
the  second  perforation  occurred,  the  trans- 
venous catheter  was  replaced  by  an  atrial- 
triggered  epicardial  system.  Neither  he- 


mopericardium  nor  the  site  of  perforation 
were  noted  at  surgery.  The  incidence, 
pathogenesis,  and  clinical  manifestations  of 
pacemaker  perforation  as  related  to  this 
patient  are  reviewed. 
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P art  I of  this  historical  tribute  appeared  in 
the  November  15,  1969,  issue  of  the 
Journal.  It  described  the  prodigious 
amount  of  successful  work  by  Joseph  Gold- 
berger, M.D.,  accomplished  from  1897  to 
1914  while  in  the  U.S.  Public  Health 
Service,  which  included  research  in  yellow 
fever,  typhoid  fever,  dengue,  straw  itch, 
typhus  fever,  and  measles. 

After  a brilliantly  successful  career  in  the 
U.S.  Public  Health  Service,  Joseph  Gold- 
berger, M.D.,  was  called  to  a new  challeng- 
ing duty.  On  February  7,  1914,  Gold- 
berger received  orders  in  a letter  from 
Surgeon-General  Rupert  Blue  to  undertake 
an  investigation  into  the  cause  and  treat- 
ment of  pellagra  as  soon  as  possible,  because 
thousands  of  Americans  in  the  southern 
states  were  suffering  from  its  effects  and 
dying  of  it. 1 For  several  centuries  pellagra 
was  an  apparently  incomprehensible  disease 
and  had  yielded  to  no  form  of  therapy. 
Before  Goldberger  started  on  this  problem 
he  was  discouraged  and  actually  wept  when 
he  was  directed  to  undertake  it.  Since 
many  authorities  considered  pellagra  an 
infectious  disease,  and  Goldberger  had 
established  a secure  reputation  in  this  field, 
he  was  the  logical  choice  to  probe  its  secrets. 


Early  theories  on  pellagra 

What  is  now  known  as  pellagra  was  first 
discovered  by  a Spaniard,  Gaspar  Casal.2 
In  1735  he  called  the  disease  mal  de  la  rosa 
and  considered  it  a peculiar  form  of  leprosy. 
He  noticed  the  reddened  skin  of  the  dorsum 
of  the  hands  and  feet  and  a collar-like  rash  on 
the  neck.  In  his  article,  which  appeared  in 
a book  in  1762  after  his  death,  no  mention  is 
made  of  diarrhea  as  one  of  the  symptoms. 
He  considered  that  the  cause  of  this  disease 
was  humidity,  fog,  temperature  change,  and 
winds;  he  also  mentioned  a faulty  diet, 
although  this  cause  was  included  among 
many  others.  The  earliest  case  study  on 
pellagra  was  reported  in  1755  by  Francois 
Thiery,3  who  learned  of  this  disease  from 
Casal.  Apparently  he  saw  no  cases  of  his 
own.  The  word  pellagra  was  first  used  by 
Francisco  Frapolli,4  who  coined  the  word 
“pellagra”  from  pel  which  means  skin  and 
agra  which  means  rough  in  Italian.  He 
mentioned  that  diarrhea  was  a symptom  of 
this  disease,  and  he  believed  that  it  was 
caused  by  a diet  of  polenta  made  from  corn 
and  also  of  bread  made  from  corn.  He  be- 
lieved also  that  bad  food  was  the  principal 
cause  of  this  disease.  Theophile  Roussel 
held  that  “without  dietetic  measures  all 
remedies  fail  in  pellagra.”  He  wrote  this 
in  1866  in  Paris.5  In  the  first  half  of  the 
nineteenth  century  the  most  widespread 
epidemics  of  pellagra  which  caused  the 
greatest  suffering  to  most  people  occurred  in 
Italy.  In  the  literature  of  that  time 
spoiled  corn  was  considered  to  be  a very 
important  cause.  This  led  to  two  theoretic 
schools,  the  zeist  school  and  the  antizeist 
school.  Cesare  Lambroso,  a great  Italian 
psychiatrist  and  criminologist,  believed 
that  spoiled  corn  was  the  poison  that  caused 
pellagra.6  As  a psychiatrist,  he  saw  many 
cases  in  the  late  stages  of  pellagra  in  mental 
institutions.  In  1905  Louis  Sambon  stud- 
ied an  outbreak  of  pellagra  in  Egypt  and 
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decided  that  it  was  caused  by  a protozoan 
parasite.7 

In  1909  pellagra  was  found  in  26  states  in 
Ihe  United  States  of  America,  and  in  1916  it 
ranked  second  in  the  causes  of  death  in  the 
state  of  South  Carolina.  In  the  southern 
states  there  were  at  least  4,000  persons  dead 
of  this  dread  disease  every  year.7  In  1909 
Governor  Deneen  of  Illinois  appointed  an 
investigative  commission  which  finally, 
after  long  deliberation,  found  that  pellagra 
was  due  to  a living  organism  of  unknown 
nature.7  In  1912  two  industrialists, 
Thompson  and  McFadden,  started  a pel- 
lagra commission  which  included  J.  F. 
Siler,  M.D.,  and  W.  J.  MacNeal,  M.D.,  both 
of  the  Post-Graduate  Hospital  Medical 
School,  at  that  time  a unit  of  Columbia 
University  College  of  Physicians  and 
Surgeons.  From  apparently  inconclusive 
data  Dr.  Siler  and  Dr.  MacNeal  of  the 
Thompson-McFadden  Pellagra  Commis- 
sion concluded  in  1914  that  pellagra  is  a 
specific  infectious  disease  communicable 
from  person  to  person  by  means  then  un- 
known.8 This  conclusion  was  reached  in 
1914.  This  was  the  situation  that  existed 
that  year  when  Joseph  Goldberger  reluc- 
tantly started  his  research  in  the  disease 
that  was  to  become  his  life’s  work.  No 
wonder  Surgeon-General  Blue  turned  to  a 
great  bacteriologist  for  the  solution  to  the 
grand  puzzle. 

Influence  of  diet  in  pellagra 

Medical  students  of  that  time  and  for 
decades  thereafter  considered  pellagra  as 
the  disease  of  four  Ds:  dermatitis,  diar- 

rhea, dementia,  and  finally  death.  Gold- 
berger first  journeyed  to  Spartanburg, 
South  Carolina,  which  was  a cotton  mill 
town,  was  extremely  poor,  and  had  many 
cases  of  pellagra.  He  then  went  to  Mil- 
ledgeville,  Georgia,  to  the  Georgia  State 
Sanitarium  for  the  Insane  where  there  were 
several  hundred  patients  with  pellagra. 
However,  here  he  noted  a very  important 
finding.  None  of  the  293  nurses  and  at- 
tendants had  this  disease  even  though  they 
were  intimately  associated  with  the  in- 
habitants of  the  asylum  who  had  pellagra. 
Then  he  went  to  Jackson,  Mississippi,  to 
the  Methodist  Orphan  Asylum.  Of  211 
children  in  this  asylum,  168  had  pellagra. 


Everywhere  he  noted  that  the  employes 
taking  care  of  these  poor  unfortunate  people 
did  not  get  pellagra.  Therefore  he  con- 
sidered it  to  be  a noncontagious  disease. 

In  the  orphanage  he  found  that  the 
children  with  pellagra  were  usually  from  six 
to  twleve  years  of  age.  Pellagra  was  very 
rare  under  age  six  and  almost  nonexistent 
over  age  twelve.  He  believed  that  children 
under  six  had  a large  quantity  of  milk  in 
their  diet,  while  those  over  twelve  were  able 
to  obtain  a much  better  meat  supply  in 
their  diet.  He  discovered  that  pellagra 
developed  in  those  people  who  had  biscuits, 
hominy  grits,  corn  mush,  syrup,  molasses, 
gravy,  and  sowbelly  (fat  pork)  in  their  diet 
but  no  milk,  eggs,  butter,  or  lean  meat. 
His  suspicions  led  him  to  a simple  experi- 
ment in  the  Methodist  and  Baptist  orphan- 
ages in  Jackson,  Mississippi.  Every  child 
under  age  twelve  was  given  14  ounces  of  milk 
daily.  Under  age  six  21  ounces  of  milk  were 
given,  and  one  or  two  eggs  were  also  given 
daily.  By  1915  there  was  a marked  im- 
provement in  the  patients;  there  was  not  a 
sign  of  pellagra  in  either  of  these  orphan- 
ages.9 He  also  improved  the  diet  at  the 
Georgia  State  Sanitarium  for  the  Insane  at 
Milledgeville,  Georgia.  Of  a control  group 
without  an  improved  diet  pellagra  de- 
veloped in  15  of  32,  whereas  72  of  those 
with  an  improved  diet  recovered  from  their 
pellagra. 

The  next  step  was  an  attempt  to  induce 
pellagra  in  healthy  volunteers.  To  do  this 
he  convinced  the  Governor  of  Mississippi  to 
allow  him  12  volunteers  from  the  prison. 
At  that  time  there  was  no  pellagra  in  this 
institution  because  of  the  large  prison  farm 
which  was  adjacent  to  the  prison.  The 
experiment  started  on  April  19,  1915.  The 
12  volunteers  were  to  be  on  a special  diet 
consisting  of  biscuits,  mush,  grits,  syrup, 
coffee  without  milk,  corn  bread,  cabbage, 
sweet  potato,  rice,  and  collards  for  a period 
of  six  months.  After  that  time  they  were 
to  be  pardoned  whether  they  had  come 
down  with  the  disease  or  not.  For  almost 
five  months  nothing  happened;  the  pa- 
tients showed  no  sign  of  the  dread  disease. 
However,  by  September  12  dermatitis 
developed  in  1 man,  and  by  September  29, 
dermatitis  of  the  hands,  feet,  scrotum,  and 
neck  developed  in  5 of  the  men.  The  condi- 
tion was  diagnosed  as  pellagra  by  two  inde- 
pendent dermatologists.  At  last  he  suc- 
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ceeded  in  inducing  the  disease  in  perfectly 
healthy  volunteers. 10 

Under  ordinary  circumstances  the  work 
that  Goldberger  had  already  done  would  be 
considered  as  almost  final  and  incontro- 
vertible proof  of  the  disease  under  review. 
Apparently  this  was  not  so.  I am  includ- 
ing the  following  quotation  from  an  article 
by  Mrs.  Mary  Farrar  Goldberger11  in  the 
Journal  of  the  American  Dietetic  Association 
without  any  comment,  but  merely  to  try  to 
explain  the  many  frantic  experiments 
which  were  done  by  Goldberger  and  his 
group  later: 

Even  after  this  dramatic  experiment  (the 
experiment  with  the  volunteers  in  the  Missis- 
sippi prison)  the  world  of  doctors,  generally, 
and  some  men  of  science  were  still  uncon- 
vinced that  pellagra  was  due  to  deficient  diet 
alone.  Dr.  Goldberger  was  badgered  with 
verbal  brickbats  and  harangued  by  the 
doctors.  One  noted  physician  in  Atlanta 
spoke  of  Goldberger’s  half-baked  experiment. 
Dr.  MacNeal,*  a professor  of  medicine  at 
Columbia  University,  accused  him  at  the 
meeting  of  the  alumni  at  Bellevue  which  he 
had  been  asked  to  address  of  “faking  the  prison 
experiment.”  There  among  his  colleagues 
and  as  a graduate  of  Bellevue  Medical  School 
he  answered  MacNeal  by  saying,  “I  do  not 
wish  to  get  into  a controversy  with  Dr. 
MacNeal.  I shall  rest  on  my  published  works 
on  pellagra.”  As  he  left  the  meeting  a 
colleague  slapped  him  on  the  back  and  said, 
“Joe,  you — a Jew — taught  us  to  behave  like 
Christians.”  Joseph  answered,  “Wasn’t  the 
first  Christian  a Jew?”  He  wrote  on  Novem- 
ber 25,  1915:  “The  blind,  selfish,  jealous,  prej- 
udiced asses  will  write  themselves  down  in 
more  conspicuous  letters  by  bringing  forth 
their  so-called  criticisms.” 

Experiment  in  transmissibility 

On  April  26,  1916,  at  the  Spartanburg 
South  Carolina  Hospital  a fantastic  experi- 
ment was  started.  I believe  it  was  done 
because  of  the  fierce  criticism  noted  in  the 
quotation  from  Mrs.  Goldberger. 

Goldberger  and  G.  A.  Wheeler,  M.D.,  one 
of  his  assistants,  injected  the  blood  of  pa- 
tients with  pellagra  into  themselves.  They 
swabbed  the  patient’s  nose  and  throat  and 
then  their  own  with  the  same  material. 
Nothing  happened.  Two  days  later  at  the 
South  Carolina  State  Asylum  scales  were 
scraped  from  pellagra  lesions  and  sores. 
These  scales  were  mixed  with  4 ml.  of  urine, 
4 ml.  of  feces,  and  flour  and  made  into 

* Mth.  Goldberger  spells  his  name  MeNeal. 


cakes.  These  were  swallowed  by  Gold- 
berger and  his  associates;  pellagra  did  not 
develop.  On  May  7,  1916,  the  Doctors 
Goldberger,  Sydenstriker,  Wheeler,  Willets, 
Tanner,  and  Mrs.  Goldberger  had  blood 
taken  from  pellagra  patients  injected  into 
themselves.  In  addition  the  combination 
of  pellagra  scales,  urine,  and  feces  made 
into  cakes  was  also  given  to  each  of  the 
experimenters.  During  the  next  month 
two  similar  experiments  were  undertaken, 
and  all  reactions  proved  negative;  pellagra 
developed  in  none  of  the  experimenters. 12' 13 

Later  in  1916,  Goldberger  visited  with 
many  prominent  nutritionists  including 
Doctors  McCollum,  at  Johns  Hopkins, 
Alfred  Hess,  of  the  Children’s  Hospital  in 
New  York,  and  Mendel  and  Osborne,  in 
New  Haven.  In  1917  Goldberger  and  his 
associates  went  from  city  to  city  using 
various  diets  in  an  attempt  to  narrow  down 
the  dietary  elements  that  caused  this  dis- 
ease. In  1917  a breakthrough  occurred 
when  R.  H.  Chittenden  and  Underhill  pro- 
duced the  disease  called  black-tongue  in 
dogs  by  feeding  them  a diet  that  produced 
pellagra  in  man.  Goldberger,  Wheeler, 
and  Blackwood14  considered  this  disease  to 
be  the  same  as  pellagra  in  man. 


Pellagra  preventive  factor 

The  remainder  of  Dr.  Goldberger’s  life 
was  occupied  with  trying  to  narrow  down 
the  substance  or  substances,  the  lack  of 
which  could  cause  pellagra  in  human  be- 
ings. He  saw  that  pellagra  disappeared 
from  every  institution  that  followed  his 
dietary  advice.  He  believed  that  he  could 
recommend  meat  and  milk  for  the  treat- 
ment of  pellagra,  but  he  did  not  yet  know 
what  it  was  in  these  foods  that  healed  this 
terrible  disease.  He  called  the  substance 
that  could  prevent  or  cure  pellagra  the  P-P 
(pellagra  preventive)  factor.  By  1920  he 
was  able  to  state  that  the  P-P  power  of  the 
milk  or  meat  supplement  is  due  to  the  cor- 
rection of  a deficiency  in  the  supply  of 
either  amino  acids,  minerals,  some  as  yet 
unknown  vitamin  factor  or  factors,  or  some 
combination  of  these. 16  By  1922  he  wrote 
that  he  could  exclude  the  minerals  and 
vitamins  A,  B,  and  C as  the  dominant  fac- 
tors in  the  prevention  and  cure  of  pellagra. 
Therefore,  the  vital  factor  must  be  the 
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character  of  the  protein  (amino  acid)  sup- 
ply; the  possibility  of  a yet  unknown  dietary 
essential,  although  remote,  was  not  ex- 
cluded.'*  It  is  of  interest  that  W.  H. 
Sebrell,17  one  of  Goldberger’s  last  as- 
sociates, mentions  a letter  sent  by  Dr. 
Tanner  to  Goldberger.  He  spoke  of  a 
patient  with  pellagra. 

The  use  of  tryptophan  was  begun  at  the 
evening  meal  of  August  1,  and  lias  been  con- 
tinued since.  On  the  third,  some  slight 
improvement  was  noticed  in  the  skin  condi- 
tion. Yesterday  this  improvement  was  more 
marked  and  today  the  skin  shows  a condition 
which  is  nearly  normal  except  for  an  appear- 
ance of  tenderness  and  loss  of  elasticity. 
The  erythema  has  almost  entirely  disappeared 
from  the  backs  of  the  hands.  Lesions  on  the 
feet  are  no  longer  acutely  erythematous  but 
appear  very  nearly  of  normal  color,  and  the 
especially  erythematous  patches  present  the 
appearance  sometimes  seen  when  blebs  have 
healed  without  bursting.  I might  add  that 
the  improvement  in  this  patient’s  condition 
has  surpassed  anything  I have  ever  seen  in  a 
case  of  pellagra  in  an  equal  period  of  time. 
It  might  be  well  for  you  to  see  her  as  early  as 
you  can  find  it  convenient. 

In  1926  he  stated  that  the  primary  die- 
tary fault  appears  to  be  a deficiency  of  the 
factor  P-P,  probably  a dietary  essential 
heretofore  included  under  “vitamin  B.”18-19 
In  1928  he  concluded  that  studies  in  dogs 
and  rats  show  that  what  has  long  been 
known  as  vitamin  B is  a compound  of  at 
least  two  factors,  one  heat-sensitive  which 
contains  the  antineuritic  factor,  and  the 
other  a heat-resistant  factor  which  contains 
the  P-P  factor.  This  latter  factor  could  be 
separated  from  yeast  by  absorption  with 
fuller’s  earth.  Goldberger20  found  that  a 
pellagra-producing  diet  plus  an  ounce  of 
dried  brewers’  yeast  per  day  prevented  the 
appearance  of  black-tongue  in  dogs.  In 
1925  Goldberger,  Tanner,  and  Wheeler21 
found  that  dried  brewers’  yeast  would  pre- 
vent pellagra  with  little  cooperation  from 
the  protein  of  the  diet.  The  rest  of  his  life 
was  occupied  with  testing  all  available 
cheap  foodstuffs  for  the  pellagra-preventive 
value.  In  one  article  in  1928,  published  a 
few  months  before  he  died,  Goldberger  et 
al .22  reported  on  the  P-P  content  of  16  food- 
stuffs. 

As  the  result  of  the  Mississippi  flood  of 
1927,  50,000  cases  of  pellagra  occurred,  and 
Goldberger  was  able  to  recommend  to  the 


Red  Cross  that  these  patients  be  given 
dried  yeast  and  canned  salmon  because  he 
had  found  that  these  foods  contained  a 
large  quantity  of  the  P-P  factor.  A study 
of  these  patients  convinced  him  that  pel- 
lagra was  a social  disease  which  existed 
because  the  people  were  too  poor  to  eat  the 
proper  diet. 

Even  though  he  did  not  live  long  enough 
to  characterize  completely  the  P-P  factor, 
enough  was  known  through  his  research  to 
help  prevent  and  cure  pellagra.  Gold- 
berger and  his  many  devoted  associates 
during  his  pellagra  research  such  as  Doctors 
Waring,  Willets,  Tanner,  Wheeler,  Syden- 
stricker,  and  Sebrell  contributed  to  one  of 
the  greatest  pieces  of  medical  research  the 
country  has  ever  seen.  Sebrell17  states  that 
it  is  interesting  to  speculate  on  what  the 
prosperous  growing  southern  United  States 
would  be  today  if  Goldberger’s  work  had 
not  shown  the  way  to  eradicate  pellagra. 
In  the  fall  of  1928  Goldberger  fell  ill  of  a 
rather  mysterious  disease  which  proved  to 
be  cancer  of  the  kidney.  He  died  on  Janu- 
ary 17,  1929. 

Later  research  in  pellagra 

The  search  for  the  pellagra-preventive 
vitamin,  the  so-called  P-P  vitamin,  con- 
tinued for  many  years  ending  in  success  in 
1937,  when  Elvehjem23  and  his  associates 
demonstrated  that  nicotinic  acid  amide, 
which  he  isolated  from  fiver,  cured  black- 
tongue  in  dogs,  the  condition  which  Gold- 
berger showed  to  be  comparable  to  pellagra 
in  man.  Many  workers  subsequently  con- 
firmed the  value  of  niacin  or  nicotinic  acid 
in  the  treatment  of  pellagra  in  human  sub- 
jects. Even  now  the  story  of  pellagra  is 
not  completely  elucidated.  Rice  diets 
which  are  seldom  associated  with  pellagra 
actually  contain  less  niacin  than  corn  diets 
which  cause  it.  Investigators  at  the 
University  of  Wisconsin  showed  that  rats 
fed  high-corn  diets  ceased  to  grow,  but  that 
the  growth  could  be  restored  by  the  ad- 
ministration of  niacin  and  also  by  the 
administration  of  tryptophan.  Also  other 
researchers  who  administered  tryptophan 
to  rats  noticed  that  this  was  followed  by  an 
increased  urinary  excretion  of  niacin  me- 
tabolites. Since  then  it  has  been  demon- 
strated unequivocally  that  tryptophan  is  a 
precursor  of  niacin  in  man  and  in  many 
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animal  species.  It  has  also  been  shown 
that  pellagra  can  be  cured  by  the  adminis- 
tration of  tryptophan  alone,  although 
larger  quantities  of  this  material  than  of 
niacin  are  necessary.  Goldberger  had 
proved  this  years  earlier.  Approximately  55 
mg.  of  dietetic  tryptophan  is  equivalent  to  1 
mg.  of  niacin. 

Pellagra  still  occurs  but  only  under 
special  circumstances.  In  a Japanese  pris- 
on camp  an  unusual  condition  occurred 
consisting  of  scrotal  dermatitis,  glossitis, 
angular  stomatitis,  and  also  mild  to  severe 
conjunctivitis.24  The  syndrome  was  im- 
proved after  two  months  of  adequate  diet. 
When  the  patients  were  returned  to  an  in- 
adequate rice  diet,  the  syndrome  recurred 
but  not  quite  to  the  extent  that  was  seen 
previously.  This  disease  was  probably  due 
to  a niacin  as  well  as  to  a riboflavin  de- 
ficiency, to  account  for  the  conjunctivitis 
and  perhaps  for  the  sore  tongue,  although 
the  niacin  deficiency  alone  could  cause  the 
sore  tongue. 

Three  patients  with  pellagra  were  com- 
mitted to  a private  psychiatric  hospital  in 
Dublin.25  The  first  patient  was  a forty- 
two-year-old  woman  who  had  classic  pel- 
lagra, showing  diarrhea,  dermatitis,  and 
severe  mental  and  neurologic  disturbances 
and  stomatitis.  The  cause  was  probably  a 
deficient  diet  of  psychogenic  origin.  This 
patient  died.  The  second  patient  was  a 
sixty-three-year-old  woman  who  had  acute 
psychosis  due  to  dieting,  vomiting,  and 
probably  malabsorption  following  gastro- 
enterostomy. The  first  acute  disturbance 
followed  the  operation.  There  was  no 
dermatitis  or  glossitis  present.  Within 
three  days  after  treatment  with  intra- 
muscular vitamin  B complex  injections,  the 
diarrhea  and  incontinence  stopped.  The 
patient’s  mental  state  began  to  improve, 
and  she  took  an  interest  in  her  surround- 
ings. 

Within  one  week  all  confusion  had 
disappeared.  Her  general  health  improved, 
and  her  weight  increased.  The  third  pa- 
tient, a forty-nine-year-old  man,  demon- 
strated mental  symptoms,  a rash,  and  diar- 
rhea. No  dietary  or  intestinal  cause  was 
found;  however,  the  patient  was  taking 
sulfaguanidine,  isoniazid,  and  streptomy- 
cin. Probably  these  substances  precipi- 
tated an  acute  niacin  deficiency.  All  3 
patients  had  been  examined  in  general 


hospitals,  but  their  conditions  were  undiag- 
nosed. 

Pellagra  may  be  expected  to  occur 
chiefly  in  elderly  persons  who  live  alone,  the 
destitute,  the  mentally  ill,  the  eccentric,  the 
alcoholic,  and  those  with  some  chronic 
gastrointestinal  disease.  Pellagra  is  caused 
by  a deficiency  of  nicotinic  acid.  This 
statement,  while  essentially  true,  is  perhaps 
an  oversimplification  of  the  actual  cause. 
Often  there  is  also  an  associated  deficiency 
of  other  factors  of  the  vitamin  B complex, 
such  as  riboflavin  and  pyridoxine.  The 
richest  sources  of  nicotinic  acid  are  meats, 
liver,  kidney,  heart,  and  yeast.  Whole 
wheat  bread  and  cereals  are  good  sources, 
but  white  bread,  fresh  milk,  eggs,  fruit,  and 
vegetables  have  a rather  poor  content. 
Pellagra  may  develop  secondary  to  infection 
or  operation  which  may  increase  the  need 
for  vitamins,  loss  of  appetite,  enforced  or 
prescribed  dieting,  vomiting,  malabsorption 
due  to  rapid  intestinal  transit  or  steator- 
rhea, and  alteration  in  the  intestinal  flora. 
The  foods  rich  in  nicotinic  acid  are  excluded 
in  peptic  ulcer  diets. 

Bacterial  biosynthesis  of  niacin  in  the 
intestine  may  produce  up  to  80  per  cent  of 
the  body  requirements  of  this  substance, 
while  succinylsulfathiazole  and  the  broad- 
spectrum  antibiotics  inhibit  the  production 
of  niacin  in  the  intestine. 

Goldsmith,26  who  did  a great  deal  of  the 
later  work  on  pellagra,  states  that  the  fact 
corn  diets  are  low  in  both  niacin  and  trypto- 
phan explains  in  large  part  the  association 
of  maize  with  pellagra,  a fact  that  has  been 
known  for  centuries.  In  addition,  Dr. 
Goldsmith  found  that  pellagra  could  be 
produced  more  readily  with  diets  containing 
corn  than  with  diets  containing  wheat, 
although  the  niacin  and  the  tryptophan 
content  of  the  two  diets  was  essentially  the 
same. 

Dr.  Goldsmith  concludes  that  the  amino 
acid  imbalance  of  corn  diets  or  some 
inhibitory  factor  in  the  corn  can  play  a role 
in  the  causation  and  that  further  studies  are 
needed  to  clarify  this  important  problem. 

The  pathway  so  ably  charted  by  Gold- 
berger and  his  associates  so  many  years  ago 
has  still  not  reached  the  haven  of  complete 
clarification.  Even  so,  they  contributed 
immeasurably  to  the  solution  of  one  of  the 
greatest  medical  puzzles  of  the  past  two 
centuries. 
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T here  was  A period  in  American  colonial 
history  when  an  apprentice  learned  the 
art  of  medicine  from  a preceptor  whom  he 
diligently  followed  in  daily  sick  calls,  and 
science  from  the  treatises  of  Hippocrates 
and  Sydenham,  which  were  avidly  absorbed 
in  the  preceptor’s  library.  If  he  possessed 
adequate  funds,  the  young  physician  went 
to  Europe  to  improve  his  skills. 

In  the  eighteenth  century,  his  path  led 
to  London,  where  he  listened  to  the  re- 
markable Hunters,  and  to  Leyden,  where 
he  sat  at  the  feet  of  the  celebrated  Boer- 
haave.  Later  he  took  the  road  to  Edin- 
burgh and  brought  back  the  popular  meth- 
ods of  Cullen  and  Brown. 

In  the  early  nineteenth  century,  his 
destination  was  France.  Paris  had  become 
the  apogee  of  world  medicine.  In  Paris, 
there  were  startling,  revolutionary  up- 
heavals. A way  out  of  the  Sahara  desert 
of  theory  and  speculation  had  been  re- 
vealed. The  strangling  theories  of  “hu- 
mors” and  “solids”  in  the  pathology  of  dis- 
ease were  discarded.  The  rare  genius, 
Marie  Francois  Xavier  Bichat,  who  started 


a revolution  in  medicine  before  he  was 
thirty  and  died  at  thirty-two,  was  describ- 
ing diseases  of  organs  in  Anatomie  Generate. 
Laennec,  Andral,  and  Louis  were  observing 
disease  at  the  bedside  and  autopsy  table, 
and  toppling  ancient  authority.  Modern 
scientific  medicine  was  emerging  and  the  be- 
ginning of  clinical  medicine  had  arrived. 

News  of  these  momentous  events  reached 
the  American  physician  through  the  Jour- 
nal of  Foreign  Medical  Science,  which, 
since  1815,  printed  increasing  numbers  of 
provocative  items  and  articles  from  France. 
He  yearned  to  participate,  to  learn,  to  see, 
to  better  prepare  himself  to  solve  the 
problems  of  health  and  disease,  and  to 
contribute  to  the  improvement  of  health 
conditions  and  prolongation  of  life  in  his 
country— a proud,  new  nation. 

From  1825  to  1860,  Paris  was  the  destina- 
tion of  medical  students  from  all  over  the 
world.  Americans  arrived  from  Boston, 
Philadelphia,  Baltimore,  Charleston  (West 
Virginia),  and  New  York.  To  the  students, 
Paris  was  two  worlds.  It  was  a city  of 
theater,  art,  music,  literature,  drama,  opera, 
and  museums.  She  was  a wonderful,  en- 
trancing, exciting  city  of  Gallic  refinement 
and  culture.  One  could  stroll  along  the 
banks  of  the  Seine,  sit  at  a cafe  and  drink 
superb  wine,  or  talk  with  French  people 
who  were  polite,  courteous,  and  profoundly 
imbued  with  a new  liberal  spirit.  Oliver 
Wendell  Holmes  pithily  described  the 
Paris  of  his  student  days:  “The  devil  gave 

gratuitous  instructions  with  alluring  il- 
lustrations.” He  lauded  “The  tasteful 
viands  and  pleasing  wines.”  He  pledged, 
however,  “To  take  (his)  work  with  all  (his) 
might  and  (his)  pleasures  very  mod- 
erately.” * 

Paris  schooling 

Paris  was  also  the  world  of  eminent 
physicians,  stimulating  clinical  investi- 
gators in  the  wards  and  the  deadhouse. 

* Holmes,  O.  W.:  Medical  Essays,  Boston,  Houghton 

Mifflin  Company,  1892. 
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They  gathered  trustworthy  facts  and  made 
statistical  analyses.  They  used  the  stetho- 
scope, thermometer,  and  a watch  to  count 
the  pulse;  and  they  strongly  opposed 
dosing  patients  with  drugs.  These  great 
men  in  a great  era  were  Chomel,  G. 
Andral,  A.,  Trousseau,  P.  J.,  Roux,  A. 
A.  L.  M.,  Velpeau,  F.,  Magendie,  and  J. 
Lisfranc.  F.  J.  V.  Broussais,  the  hand- 
some and  dignified  leader  in  clinical  ob- 
servation, fell  into  a trap  of  speculation  and 
baseless  theory  that  many  disorders  origi- 
nated in  the  gastrointestinal  tract.  Larrey, 
polite,  and  amiable,  was  loved  by  his 
students.  Dupuytren,  who  inspired  re- 
spect and  fear,  struck  or  scolded  his  pa- 
tients. Laennec,  in  1819,  published  a new 
method  of  ascertaining  disease  of  the 
heart  and  lungs  and  gave  the  physician  the 
stethoscope.  M.  J.  Orfilia  was  the  re- 
nowned toxicologist.  Louis  II  proclaimed 
that  truth  was  on  the  wards  and  in  the 
autopsy  room,  and  was  called  “The  first 
physician  of  the  present  day”  by  Marshall 
Hall  of  London;  and  he  was  considered 
Laennec’s  successor. 

In  Paris  one  could  study  toxicology, 
obstetrics,  medicine,  surgery,  physiology, 
venereal  and  skin  diseases,  microscopy, 
chemistry,  anatomy,  pathology,  ophthal- 
mology, neurology,  and  chronic  and  mental 
disease.  Paris  public  hospitals  were  the 
best  in  the  world,  free  for  the  needy  and 
sick.  They  were  of  every  kind:  medical, 

surgical,  skin,  venereal,  for  the  blind,  the 
insane,  and  the  incurable.  Over  20,000 
patients,  and  more  in  the  dispensaries,  were 
available  for  clinical  study. 

The  American  who  came  to  Paris  was  a 
serious  student.  He  registered  at  the  school 
of  medicine  and  received  free  tickets  for 
admission  to  lectures.  He  sat  in  large 
amphitheaters  with  his  hat  removed,  dec- 
orous and  diligently  taking  notes;  then, 
when  the  lecture  was  ended,  he  applauded 
in  appreciation.  He  went  to  the  hospitals 
to  listen,  to  learn,  to  observe  celebrated 
surgeons  perform  operations  without  anes- 
thesia, and  to  walk  on  the  wards  with 
stimulating,  exciting,  and  inspiring  teach- 
ers. Elisha  Bartlett,  M.D.,  of  Rhode 
Island,  observed,  “The  familiarity  of  the 
distinguished  physicians  and  surgeons  with 
their  students  contrasted  with  the  proud 
port  and  haughty  carriage  of  some  of  our 
New  England  professors.” 


This  remarkable  era  of  great  ideas  and 
great  physicians  in  France  was  the  result  of 
a series  of  reform  decrees  promulgated  by 
Napoleon.  They  established  liberal  rules 
governing  hospitals  and  medical  education 
under  which  French  medicine  brilliantly 
flourished  in  the  early  nineteenth  century. 

The  lure 

Pierre  Charles  Alexandre  Louis  was  one 
of  the  great  men  of  this  epoch.  He  was  in- 
deed the  lure  that  enticed  most  American 
students,  and  was  chiefly  responsible  for  the 
French  influence  on  American  medicine 
up  to  1860  (Vienna  became  the  medical 
Mecca  after  1860).  He  attracted  hard- 
working, capable  young  men;  inspired 
them  with  enthusiasm  and  ambition; 
treated  them  with  fatherly  kindness;  and 
taught  them  to  observe  and  correlate  dis- 
ease phenomena  in  the  living  and  dead. 
In  turn,  Louis  was  the  object  of  student 
reverence  and  idolatry. 

Louis  was  tall,  sparse,  and  dignified. 
He  faced  his  pupils  neither  as  Thespis  nor 
as  Demosthenes.  He  stood  serene,  some- 
what grave,  and  spoke  with  a friendly 
smile  and  kindly  voice.  Students  sat  on 
the  edge  of  their  benches  and  took  notes. 
They  returned  home,  “Not  to  guess  when 
you  can  know;  not  to  take  authority  when 
you  can  have  facts;  not  to  think  a man 
must  take  physic  because  he  is  sick.” 
They  came  back  strengthened  by  new 
methods  of  study  and  thought;  trained 
to  observe,  examine,  and  respect  pathology 
and  the  statistical  method.  Most  im- 
portant, they  arrived  home  with  en- 
thusiasm and  a love  of  truth. 

Background 

Pierre  Charles  Alexandre  Louis  was 
born  in  1787  and  died  in  1872.  In  1813, 
twenty-seven  years  old,  he  received  his 
medical  degree  in  Paris,  then  went  to 
Russia.  Louis  traveled  for  three  years 
until  he  settled  in  Odessa,  where  he  estab- 
lished a successful  practice.  Following  an 
epidemic  of  diphtheria  with  a high  mor- 
tality rate,  and  overwhelmed  with  a sense 
of  helplessness  and  hopelessness,  he  re- 
turned to  Paris  in  1820  determined  to  study 
disease.  Louis  was  thirty-four  years  old 
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when  he  accepted  Chomel’s  offer  to  work  at 
La  Charite.  Until  the  age  of  forty,  he 
lived  as  a monk  confined  in  a monastery. 
He  spent  all  of  his  time  in  the  hospital, 
the  wards,  and  the  deadhouse  with  a note- 
book in  his  hand.  He  ate  and  slept  in  the 
hospital,  secluded  from  the  world.  He  was 
convinced,  “The  truth  lies  in  facts  and 
not  in  the  mind  that  judges  of  them.” 
With  painstaking  minuteness  of  inquiry 
and  observation,  and  an  accuracy  of  de- 
scription of  phenomena  observed,  Louis 
collected  a vast  storehouse  of  facts.  These 
he  corrected,  tabulated,  compared,  and 
numerically  analyzed.  Louis  evolved  the 
natural  history  of  disease  and  concluded 
that  some  were  self-limited  and  did  not  re- 
quire drugs.  He  contended  that  it  was 
wrong  to  give  drugs  just  because  the  person 
was  sick,  and  that  this  constituted  a method 
of  poisoning.  He  was  the  founder  of 
medical  statistics  as  contrasted  to  vital 
statistics,  and  demonstrated  that  clinical 
statistics  were  a check  on  therapy.  It  be- 
came evident  that  Hippocrates,  Galen, 
and  Celsus,  as  the  final  word  in  medicine 
in  France,  ended  with  Louis. 

Louis  wrote  five  books,  two  of  which 
gave  significant  impetus  to  medicine.  He 
published  in  1825,  a volume  of  brilliant 
observations  on  Phthisis,  and,  in  1829,  a 
volume  on  Fevers,  which  introduced  a new 
era  in  medicine.  His  books  and  his 
American  students  influenced  medicine  in 
the  United  States. 

The  Americans 

The  American  students  were  a remark- 
able group  of  men.  They  left  their  country 
with  courage  and  determination  and,  de- 
spite the  severe  hardship  of  the  voyage, 
stayed  two  to  three  years.  They  returned 
home  aglow  with  a burning  fire,  convinced 
that  “Truth  lies  in  facts  and  figures  and 
not  in  speculation.”  They  brought  back 
fresh  concepts  and  scientific  methods  of 
work  and  habits  of  observation;  and  they 
became  accurate  collectors  of  facts  which 
they  submitted  to  rigid  numerical  analysis. 
Holmes  wrote,  “The  standard  of  medical 
instruction  was  such  that  the  student  may 
return  a more  rounded  physician  at  twenty- 
five  than  many  who  slumbered  till  sixty  in 
our  languid  scientific  atmosphere.” 

The  American  student  was  a faithful 
disciple  and  a devoted  admirer.  Holmes  in- 


scribed the  Boylston  Prize  Dissertations 
(1836  to  1837)  to  Louis  for,  “His  In- 
valuable Instructions  and  unvarying  kind- 
ness.” Alfred  Stilld,  Gaspar  W.  Pennock, 
William  W.  Gerhard,  and  George  C.  Shat- 
tuck  came  home  and  continued  Louis’s 
fever  project  with  the  methods  of  their 
teacher.  Gerhard,  in  1837,  in  the  American 
Journal  of  Medical  Sciences,  established  the 
clinical  and  anatomical  difference  between 
typhoid  and  typhus.  H.  P.  Bowditch 
translated  Louis’s  Fevers  and  demonstrated 
that  the  thesis  was  applicable  to  typhus 
as  seen  in  Boston.  Shattuck  translated 
Louis’s  Yellow  Fever,  and  made  differential 
observations  between  typhus  and  typhoid. 
Of  course,  there  were  also  those  unknown 
and  unheralded  who  came  home  to  fulfill 
the  promise  of  the  arduous  voyage  and 
personal  sacrifices.  Such  was  John  Bassett, 
“the  Alabama  student,”  who  was  so  de- 
lightfully yet  sadly  commemorated  by 
William  Osier.  Bassett  was  a Paris  student 
in  1836. 

The  inspiring  enthusiasm  of  Louis’s 
American  students  soon  engulfed  their 
pupils.  It  became  evident  that  French 
influence  was  rooted  in  the  United  States. 
In  1839,  Samuel  D.  Gross  published  the 
first  important  text  in  pathology;  Francis 
Delafield  studied  cadavers  and  published 
pioneering  observations;  and  William  H. 
Welch  acknowledged  that  Prof.  Alonzo 
Clark  awakened  his  interest  in  pathologic 
anatomy. 

Conclusion 

In  conclusion,  I would  relate  Osier’s 
visit  to  the  tomb  of  Louis  in  the  cemetery 
at  Montparnasse.  It  was  All  Saint’s 
Day,  a day  when  the  French  pay  homage 
to  their  dead,  and  William  Osier  was 
attending  an  International  Congress  of 
Tuberculosis.  It  occurred  to  him  that  this 
would  be  a fitting  occasion  to  visit  the 
burial  site  of  Louis.  He  led  a band  of  18 
Americans  and  many  foreign  colleagues  to 
the  tomb  where  he  placed  a wreath  and 
reverentially  announced:  “I  sought  the 

tomb  of  a man  whom  my  teachers  taught 
me  to  honor  . . . taught  me  to  reverence  his 
memory  . . . gratitude  to  the  devoted  teacher 
and  friend  of  the  veterans  whom  I loved 
in  the  profession  in  the  United  States, 
William  W.  Gerhard,  Oliver  Wendell 
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Holmes,  Henry  I.  Bowditch,  George  C. 
Shattuck,  and  Alfred  St  ille. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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Screening tests  for 
vestibular  function 


In  outlining  the  various  conditions,  aural  and 
otherwise,  that  may  cause  dizziness,  Bernard 
W.  Palmer,  M.D.,  in  Eye , Ear,  Nose  and  Throat 
Monthly  47:  69  (Dec.)  1968,  discusses  a 5-step 
approach  to  the  problem  of  vertigo  for  the  busy 
practitioner:  history,  physical  examination, 

determination  of  hearing  acuity,  neurologic 
screening  tests  for  vestibular  function,  and  a 
simplified  caloric  test.  The  last  2,  neurologic 
screening  tests  and  caloric  test,  are  reviewed 
here. 

Asymmetric  corneal  reflexes  are  an  early  sign 
of  trouble  with  either  the  fifth  or  seventh 
cranial  nerves;  this  test  can  be  performed  with 
a wisp  of  tissue  paper  or  cotton.  Nasal  tickle 
is  an  objective  trigeminal  nerve  test,  useful  when 
touch  and  pinprick  tests  of  the  face  are  equivo- 
cal. Slight  weakness  of  facial  muscles  can  be 
detected  in  a few  seconds  by  having  the  patient 
close  his  eyes  and  smile  widely;  this  should  re- 
veal any  weakness  of  the  fifth  or  seventh  nerves 
caused  by  cerebellopontine  tumors.  Ability  to 
walk  a straight  line,  heel-to-toe  is  a more  sensi- 
tive test  of  the  extent  of  vestibular  disturbance 
than  Romberg  tests.  Any  latent  cerebellar 
ataxia  may  be  detected  by  finger  to  the  nose  and 
the  examiner’s  finger,  to  and  fro  rapidly,  with 
the  eyes  closed.  In  acute  labyrinthine  dis- 
turbances there  will  be  a drift,  or  pass-pointing. 

The  procedure  for  the  simple  caloric  test  fol- 
lows: after  making  sure  of  the  absence  of  wax, 
external  otitis,  or  ear  drum  perforation,  a milli- 
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liter  of  ice  water  is  dropped  into  the  patient’s  ear 
with  him  in  the  sitting  position,  leaning  forward, 
with  the  head  held  to  one  side.  In  normal 
patients,  after  about  twenty  seconds,  a fine 
nystagmus  develops  lasting  about  twenty 
seconds;  a very  fine  nystagmus  is  detectable  by 
observing  a small  scleral  blood  vessel.  There 
will  be  no  nausea  or  vomiting;  if  hyperreaction 
threatens,  warm  water  in  the  ear  will  abort  it. 
If  there  is  no  response  and  a second  test  is  re- 
quired, five  minutes  should  elapse  between  tests. 
If,  in  the  second  test,  no  nystagmus  is  produced 
by  3 drops  of  ice  water  in  contact  with  the 
tympanum  for  one  minute,  there  is  about  a 95 
per  cent  chance  that  the  labyrinth  is  nonfunc- 
tioning. The  water  is  drained  out  by  tilting 
the  ear  downward.  Diminished  or  absent 
responses  on  either  or  both  sides  may  indicate 
any  one  of  a number  of  things:  remote  or  recent 
use  of  streptomycin  or  other  ototoxic  drag;  past 
viral  disease,  especially  mumps;  labyrinthitis; 
or  a large  acoustic  neuroma.  Hearing  is  normal 
in  vestibular  neuronitis,  but  the  caloric  response 
is  diminished.  Although  most  patients  with 
cerebellopontine  angle  tumors  show  diminished 
caloric  responses,  the  test  does  not  differentiate 
them  from  other  more  common  causes.  In 
Meniere’s  disease  the  response  is  usually  normal. 

If  the  history  and  hearing  tests  have  not 
clarified  the  diagnosis,  some  additional  screen- 
ing tests  will  be  necessary.  If  these  simple 
neurologic  screening  tests  for  vestibular  func- 
tion are  definitely  abnormal,  further  neurologic 
investigation,  electroencephalograms,  and  spinal 
fluid  determinations  should  be  performed. 
Roentgen  examinations,  with  or  without  con- 
trast media,  and  radio-isotope  brain  scans  may 
be  useful. 
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Clinical  recognition 
of  retrocaval  ureter 

To  the  Editor:  The  congenital  anomaly  in- 

volving the  passage  of  a ureter  between  the 
inferior  vena  cava  and  the  aorta  has  in  the  last 
thirty  years  become  a clinical  entity  rather  than 
an  anatomic  curiosity.  A recent  report  by 
Weinberg,  Lazarus,  and  Rosenberg1  described 
2 cases  diagnosed  during  life  by  excretory 
urography  and  retrograde  pyelography.  Surgi- 
cal orthopositional  measures  resulted  in  relief  of 
functional  defects,  chiefly  hydronephrosis. 
These  authors  state  that  the  first  reported  pre- 
operative diagnosis  of  this  condition  was  made 
in  1940, 2 and  because  of  modern  improvements 
in  x-ray  technic  or  more  widespread  use  of  such 
methods  this  potentially  dangerous  abnormal 
condition  is  being  recognized  more  frequently. 

In  1927  I3  reported  on  2 cases  of  postcaval 
ureter.  The  first  case  was  a seventy-two-year 
old  white,  mentally  ill  man  who  died  of  suppura- 
tive meningitis.  Postmortem  examination  re- 
vealed hydronephrosis  of  the  right  kidney  due 
to  pinching  of  the  right  ureter  between  the 
inferior  vena  cava  and  a heavily  calcified  aorta. 

The  second  case  was  a one-year-old  male  in- 
fant with  a variety  of  congenital  defects,  in- 
cluding dextroposition  of  the  aorta,  open-cardiac 
septa  and  ductus  arteriosus  Botalli,  absence  of 
the  left  kidney,  rudimentary  left  ureter  arising 
from  the  right  ureter,  and  other  anomalies. 

At  that  time  I could  find  no  similar  cases  in 
the  American  literature.  Since  1940  Weinberg, 
Lazarus,  and  Rosenberg1  have  noted  more  than 
160  cases  and  presumably  not  all  reported  in 
American  publications.  The  right  ureter  was 
involved  in  both  their  cases  as  it  was  in  my  2 
patients.  The  reason  for  the  dextroposition 
was  not  clear.  Bunting4,  professor  of  pathol- 
ogy, University  of  Wisconsin,  kindly  permitted 


me  to  use  material  from  an  occurrence  of  the 
anomaly  in  a cat  he  had  studied  in  1894.  Again, 
it  was  a case  of  malmeandering  right  ureter. 

One  would,  no  doubt,  like  to  see  more  uni- 
formity in  anatomic  expression  than  has  been 
the  case  in  discussions  of  this  condition. 
Whether  to  use  the  term  “postcaval”  or  “retro- 
caval”  is  the  question.  Possibly  my  article 
has  been  indexed  under  one  heading  and  the 
“retrocaval”  articles  under  another.  Refer- 
ence was  made  to  my  article  by  Weinberg, 
Lazarus,  and  Rosenberg,  but  only  that  it  was 
quoted  by  Campbell.6 

The  Oxford  English  Dictionary  defines  the 
word  “post,”  derived  from  the  Latin,  used  as  a 
prefix,  as  an  adverb  meaning  “backwards”  in 
anatomy  and  pathology  or  combined  with  an 
adjective  denoting  some  part  of  the  body  and 
has  the  meaning  “situated  behind”  the  part  in 
question.  There  is  little  choice  between  the 
definitions  of  these  two  prefixes.  Common 
usage  should  be  the  final  arbiter  in  this  con- 
frontation. I believe  “retrocaval”  is  preferable, 
and  its  general  use  would  perhaps  facilitate  the 
consultation  of  original  sources. 

Victor  C.  Jacobsen,  M.D. 

51  First  Street 
Troy,  New  York  12180 
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Necrology 


William  Dewey  Allen,  M.D.,  of  Albany,  died 
on  October  7 at  the  age  of  seventy-one.  Dr. 
Allen  graduated  in  1910  from  Albany  Medical 
College.  He  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rose  H.  Andre,  M.D.,  of  New  York  City,  died 
on  October  9 at  the  age  of  seventy-one.  Dr. 
Andre  graduated  in  1925  from  Cornell  Uni- 
versity Medical  College.  She  was  an  assistant 
attending  physician  in  cancer  prevention  at  the 
New  York  Infirmary  and  a clinical  physician  in 
gynecology  and  assistant  attending  physician 
at  the  cancer  prevention  clinic  at  the  New  York 
Infirmary  Outpatient  Department.  Dr.  Andre 
was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  American  Medical 
Women’s  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Harry  Bailey,  M.D.,  of  Brooklyn,  died 
on  October  19  at  the  age  of  ninety-one.'  Dr. 
Bailey  graduated  in  1903  from  Yale  University 
School  of  Medicine.  Retired,  he  was  a con- 
sulting ophthalmologist  at  Kingsbrook  Jewish 
Medical  Center,  Brooklyn  Women’s  Hospital, 
and  Brookdale  Hospital  Center,  and  a consult- 
ing ophthalmologist  emeritus  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Bailey  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York  So- 
ciety for  Clinical  Ophthalmology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Samuel  Baum,  M.D.,  of  New  York 
City,  died  in  June  at  the  age  of  fifty-five.  Dr. 
Baum  graduated  in  1937  from  Baylor  University 
College  of  Medicine.  He  was  an  adjunct 
physician  at  Beth  Israel  Hospital.  Dr.  Baum 
was  a member  of  the  New  York  Cardiological 
Society. 

John  A.  Bianchi,  M.D.,  of  Brooklyn,  died  on 
October  17  at  the  age  of  sixty-seven.  Dr. 
Bianchi  received  his  medical  degree  from  the 
University  of  Naples  in  1928.  He  was  assistant 
director  of  Brooklyn  State  Hospital.  Dr. 
Bianchi  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 


Association,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Bittle,  M.D.,  of  Wingdale,  died  on 
September  15  at  the  age  of  sixty-four.  Dr. 
Bittle  graduated  in  1928  from  Tufts  University 
School  of  Medicine.  He  was  an  attending 
psychiatrist  at  Harlem  Valley  State  Hospital. 
Dr.  Bittle  was  a member  of  the  American 
Psychiatric  Association,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Thomas  Norman  Bockner,  M.D.,  of  Law- 
rence, died  on  October  14  at  the  age  of  sixty- 
eight.  Dr.  Bockner  graduated  in  1923  from 
the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  assistant  attending  anesthesiologist 
at  Nassau  Hospital.  Dr.  Bockner  was  a Fellow 
of  the  American  College  of  Anesthesiologists  and 
a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  and  the  New  York  State 
Society  of  Anesthesiologists. 

Rudolph  Edward  Castelli,  M.D.,  of  Haddam, 
Connecticut,  formerly  of  New  York  City,  died 
on  June  28  at  the  age  of  seventy-three.  Dr. 
Castelli  graduated  in  1923  from  Yale  University 
School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Johnston  Cranston,  Jr.,  M.D.,  of 

Kingston,  died  on  September  16  at  the  age  of 
sixty-two.  Dr.  Cranston  graduated  in  1933 
from  Albany  Medical  College.  He  was  an 
attending  ophthalmologist  and  otolaryngologist 
at  Benedictine  Hospital.  Dr.  Cranston  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the 
Ulster  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Dameshek,  M.D.,  of  New  York 
City,  died  on  October  6 at  the  age  of  sixty-nine. 
Dr.  Dameshek  graduated  in  1923  from  Harvard 
University  Medical  School.  He  was  an  attend- 
ing physician  in  hematology  at  The  Mount 
Sinai  Hospital.  Dr.  Dameshek  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Society  for 
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Clinical  Investigation,  and  the  American  So- 
ciety for  Experimental  Pathology. 

Cyril  Harold  Dolly,  M.D.,  of  New  York  City, 
died  on  September  15  at  the  age  of  seventy-five. 
Dr.  Dolly  graduated  in  1930  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Dressier,  M.D.,  of  New  York  City, 
died  on  October  10  at  the  age  of  seventy-nine. 
Dr.  Dressier  received  his  medical  degree  from 
the  University  of  Vienna  in  1915.  He  was  a 
consulting  physician  in  internal  medicine  at 
Maimonides  Hospital  of  Brooklyn  and  head  and 
cardiologist  emeritus  at  Maimonides  Hospital 
of  Brooklyn  Outpatient  Department.  Dr. 
Dressier  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Desire  Dunn,  M.D.,  of  New  York  City,  died  on 
May  1 at  the  age  of  eighty-five.  Dr.  Dunn 
graduated  in  1907  from  Tufts  University  School 
of  Medicine  and  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Gaines,  M.D.,  of  New  York  City,  died 
on  October  18  at  the  age  of  seventy-three.  Dr. 
Gaines  graduated  in  1920  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a consulting  surgeon  at  Trafalgar  Hospital 
and  an  attending  surgeon  at  Park  West  Hospi- 
tal. Dr.  Gaines  was  a Diplomate  of  the  Amer- 
ican Board  of  Surgery  and  a member  of  the 
American  Academy  of  Compensation  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emanuel  Jack  Guller,  M.D.,  of  Yonkers,  died 
on  June  18  at  the  age  of  fifty-eight.  Dr.  Guller 
graduated  in  1939  from  the  Royal  College  of 
Physicians  and  Surgeons,  Edinburgh.  He  was 
an  adjunct  in  radiology  at  Montefiore  Hospital 
and  Medical  Center.  Dr.  Guller  was  a Diplo- 
mate of  the  American  Board  of  Radiology  and  a 
member  of  the  Radiological  Society  of  North 
America,  Inc. 

Joseph  Quincy  Jonas,  M.D.,  of  New  York 
City,  died  on  October  8 at  the  age  of  sixty-eight. 
Dr.  Jonas  graduated  in  1923  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  obstetrician  and  gynecologist  at 
Misericordia  Hospital,  an  assistant  attending 
obstetrician  and  gynecologist  (off  service)  at 
New  York  Polyclinic  Hospital,  and  an  attending 
gynecologist  at  Doctors  Hospital.  Dr.  Jonas 
was  a Diplomate  of  the  American  Board  of 


Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Katz,  M.D.,  of  New  York  City,  died  on 
October  18  at  the  age  of  seventy-five.  Dr.  Katz 
graduated  in  1917  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  associate 
attending  gastroenterologist  at  Flower  and  Fifth 
Avenue  Hospitals  and  (off  service)  Beth  Israel 
Hospital,  a consulting  physician  at  French 
Hospital,  and  an  associate  attending  physician 
(affiliate)  at  Metropolitan  Hospital.  Dr.  Katz 
was  a Fellow  of  the  American  College  of  Cardi- 
ology, a Fellow  of  the  American  College  of 
Gastroenterology,  and  a member  of  the  New 
York  Academy  of  Gastroenterology,  the  New 
York  Gastroenterological  Society,  the  New  York 
Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Charles  Kelley,  M.D.,  of  South  Salem, 
died  on  July  3 at  the  age  of  seventy-four.  Dr. 
Kelley  graduated  in  1918  from  Jefferson  Medical 
College  of  Philadelphia.  He  was  a consulting 
anesthesiologist  at  St.  Joseph’s  Hospital 
(Yonkers).  Dr.  Kelley  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of 
the  American  College  of  Anesthesiologists,  and 
a member  of  the  American  Society  of  Anesthesi- 
ologists, Inc. 

August  Lascola,  M.D.,  of  Buffalo,  died  on 
July  12  at  the  age  of  seventy-four.  Dr.  Las- 
cola graduated  in  1914  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

John  L.  H.  Mason,  M.D.,  of  Pulaski,  died  on 
September  25  at  the  age  of  sixty-five.  Dr. 
Mason  graduated  in  1930  from  Albany  Medical 
College.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Oswego 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Edward  Paul,  M.D.,  of  Elmira,  died  on 
October  5 at  the  age  of  fifty-two.  Dr.  Paul 
graduated  in  1953  from  the  University  of  Penn- 
sylvania School  of  Medicine.  He  was  an  at- 
tending radiologist  at  Arnot-Ogden  Memorial 
Hospital.  Dr.  Paul  was  a member  of  the  Che- 
mung County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Louis  Penn,  M.D.,  of  The  Bronx,  died  on 
October  13  at  the  age  of  sixty-three.  Dr.  Penn 
graduated  in  1930  from  Cornell  University 
College  of  Medicine.  He  was  an  attending 
pediatrician  at  Lincoln  Hospital  and  Bronx- 
Lebanon  Hospital  Center  and  an  associate  at- 
tending pediatrician  at  Bronx  Municipal  Hospi- 
tal Center.  Dr.  Penn  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Julius  Posner,  M.D.,  of  Levittown,  died 
on  October  13  at  the  age  of  fifty-six.  Dr. 
Posner  graduated  in  1940  from  Dalhousie 
University  Faculty  of  Medicine.  He  was  an 
associate  attending  pediatrician  at  Mercy 
Hospital  (Rockville  Centre),  an  attending 
pediatrician  and  director  of  the  allergy  clinic  at 
Meadowbrook  Hospital,  clinical  assistant  pedi- 
atrician at  Metropolitan  Hospital,  and  a staff 
pediatrician  at  Hempstead  General  Hospital. 
Dr.  Posner  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

O.  M.  Radin,  M.D.,  of  New  York  City,  died  on 
July  23  at  the  age  of  seventy-six.  Dr.  Radin 
graduated  in  1916  from  Fordham  University 
School  of  Medicine. 

Albert  Schiffmann,  M.D.,  of  Brooklyn,  died 
on  September  26  at  the  age  of  sixty-one.  Dr. 
Schiffmann  received  his  medical  degree  from  the 
University  of  Berlin  in  1934.  He  was  an  asso- 
ciate attending  surgeon  at  Kingsbrook  Jewish 
Medical  Center  and  an  attending  surgeon  at 
Jewish  Hospital  of  Biooklyn.  Dr.  Schiffmann 
was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Schur,  M.D.,  of  New  York  City,  died  on 
October  12  at  the  age  of  seventy-two.  Dr. 
Schur  received  his  medical  degree  from  the 
University  of  Vienna  in  1921.  He  was  an 
associate  attending  psychiatrist  (affiliate)  at 


Kings  County  Hospital  Center.  Dr.  Schur 
was  a member  of  the  American  Psychoanalytic 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ira  Murray  Silbersweig,  M.I).,  of  Richmond 
Hill,  died  on  October  3 at  the  age  of  seventy. 
Dr.  Silbersweig  graduated  in  1924  from  Long 
Island  College  Hospital.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Murray  Steele,  M.D.,  of  New  York  City, 
died  on  October  13  at  the  age  of  sixty-nine.  Dr. 
Steele  graduated  in  1925  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  director 
of  the  New  York  University  Research  Service  at 
Gold  water  Memorial  Hospital,  an  attending 
physician  at  Bellevue  and  University  Hospitals, 
and  professor  of  medicine  at  New  York  Univer- 
sity School  of  Medicine.  Dr.  Steele  was  a 
member  of  the  American  Society  for  Clinical 
Investigation,  the  American  Physiological  Soci- 
ety, the  Society  for  Experimental  Biology  and 
Medicine,  and  the  New  York  Academy  of 
Medicine. 

Louis  Albert  Thunig,  M.D.,  of  Smithtown, 
died  on  October  13  at  the  age  of  eighty-six. 
Dr.  Thunig  graduated  in  1906  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
Retired,  he  was  an  honorary  surgeon  at  St. 
John’s  Episcopal  Hospital  (Brooklyn)  and  an 
emeritus  gynecologist  at  Swedish  Hospital  in 
Brooklyn.  Dr.  Thunig  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association' 

Newell  Raymond  Washburn,  M.D.,  of 

Vestal,  died  on  October  16  at  the  age  of  seventy- 
two.  Dr.  Washburn  graduated  in  1929  from 
Yale  University  School  of  Medicine.  He  was  a 
senior  surgeon  at  the  Charles  S.  Wilson  Me- 
morial Hospital  and  a senior  member  of  the  sur- 
gical staff  at  Ideal  Hospital  of  Endicott.  Dr. 
Washburn  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Broome 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


December  1,  1969  / New  York  State  Journal  of  Medicine  3063 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  15th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 00  each.  Box  numbers,  5 Oi  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  Si 0.00  for  the  first  50  words  or  less,  plus  1 00  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (500  per  insertion) 


3064 


Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 2961 

Antacids 

Dicarbosil  (Arch  Laboratories) 3065 


Antibiotics 


llosone  (Eli  Lilly  & Company) 2980 

Terramycin  (Pfizer  Laboratories) 2970-  2971 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 2986 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 


Cholesterol  lowering  agents 

Lipo-K  (Marcen  Laboratories) 2985 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  12  rolls. 


Each  Tablet  Active  Ingredients 
Precipitated  Calcium  Carbonate  0 489  Gm 

Magnesium  Carbonate  0 011  Gm 

Magnesium  Tnsilicate  0 006  Gm 

ARCH  LABORATORIES 

_ 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 4th  cover 

Low  salt  beverages 

Good  Health  Seltzer 

(Good  Health  Seltzer  Association) 2977 

Oral  contraceptives 

EnovidE  (G.  D.  Searle  & Company) 2972-2973 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 2968-2969 

Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories) 2965 

T ranquilizers 

Equanil  (Wyeth  Laboratories) 2978-2979 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 2962-2963 


Hull-Brooke  Hospital  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 

Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.I). 

Psychiatrist-In-Chief  Medical  Director 

Elisabeth  Solomon 
Executive  Director 


Rx  FOR  ART 
THE  FOX  GALLERY 

Fine  Contemporary  Paintings 
Philipp  Bombois  Edzard 

Brackman  Renoir  Maclet 

Soyer  Buffet  Dufy  et  al 

450  Park  Avenue  South  at  30th,  N.  Y.  C. 
Mon.-Fri.  11-6  Suite  1203  (212)  OR  9-4383 


December  1,  1969  / New  York  State  Journal  of  Medicine  3065 


DOCTORS  . . . TIRED  OF 

RIOTS  . . . CONGESTION  . . . COMMUTING  . . 
DOPE  CRIME  . or  similar  FRUSTRA- 
TIONS? A MEDICAL  OPPORTUNITY  AWAITS 
YOU! 

The  Hazen,  North  Dakota,  Doctor  Procurement 
Committee  is  extending  invitations  to  M.D.’s  to 
share,  own  or  practice  as  a salaried  associate  in 
a clean,  picturesque,  prospering  and  develop- 
ing midwest  community  of  1500.  A new  39  bed 
hospital  under  construction,  present  31  bed  unit 
to  be  converted  to  extended  care  section.  Ex- 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
income  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  join  already  formed,  five  medical  center  group. 
Attractive,  fast  growing  community.  Information,  con- 
tact John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta  Rd., 
Newton,  N.J.  (201)  383-4421. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
energency  room  oi  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  V?  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


CANANDAIGUA.  PSYCHIATRISTS  & PHYSICIANS 
interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  day9 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small,  active  de- 
partment in  New  York.  Salary  open.  Box  872,  % 
NYSJM. 


GENERAL  PRACTICE:  EXCELLENT  OPPOR- 

tunity  for  G.P.  in  lovely  Mohawk  Valley,  Village  of 
Herkimer,  New  York.  A thriving,  growing  community  on 
the  move.  New  community  college  campus  being  deve- 
loped. Upper  class  colleges  within  fifteen  miles.  Re- 
cently renovated,  84  bed  general  hospital  located  within 
the  village.  Within  easy  access  to  summer  and  winter 
sports,  and  to  Albany  and  Syracuse  Medical  Centers. 
Please  submit  vitae  and  inquires  to  George  A.  Nuffer, 
Admin.,  Herkimer  Memorial  Hospital,  Herkimer,  New 
York  13350. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE - 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modem  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  Northville, 
Michigan  48167. 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports  recreation.  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


CAPABLE  INTERNIST  NEEDED  TO  BECOME  9th 
internist  in  group  of  40  doctors.  Largest  private  clinic 
in  Cook  County.  Starting  salary  $26,000.  Please  contact 
William  F.  Boehm,  M.D.,  FACP,  4600  N.  Ravenswood 
Ave.,  Chicago,  Illinois  60640. 


NORWICH,  N.Y.  ALL-PURPOSE  OUTPATIENT 
mental  health  clinic  seeks  psychiatrist  oriented  towards 
team  approach,  group  psychotherapy,  interested  in  work- 
ing witn  children  and  families.  Clinic  has  affiliation  with 
adjoining  general  hospital.  Comfortable  atmosphere; 
Civil  Service  fringe  benefits.  Starting  salary  $22,500. 
Contact  Frederick  Nesbit,  M.D.,  Chenango  County  Men- 
tal Health  Clinic,  Norwich,  N.Y.  Phone  (607)  334-2270 
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PHYSICIANS  WANTED—  CONTD 


DIRECTOR  OF  ANESTHESIOLOGY  FOR  LUTHERAN 
Medical  Center,  4520  Fourth  Ave..  Brooklyn,  N.Y.  .100 
bed,  university  affiliated,  community  hospital  with  ap- 
proved residency  program  in  medicine,  surgery,  obstetrics- 
gynecology,  pediatrics,  family  practice,  pathology  and 
rotating  internship.  Teaching  research  and  anesthesia  res- 
idency encouraged.  Contact:  Executive  office.  (212) 

492-3200. 


PHYSICIAN  WANTED.  FULL  TIME.  FOR  NEWLY 
constructed,  modern.  350  l>ed  extended  care  facility,  in 
rapidly  growing  Orange  County,  in  Goehen,  New  York. 
Attractive  salary,  usual  County  employee  benefits: 
Social  Security;  retirement  rights  and  hospitalization 
provided.  Write  to:  Douglas  D.  Couser,  Commissioner. 

Orange  County  Department  of  Social  Services,  Box  / 
Goshen.  New  York  10924. 


DIAGNOSTIC  RADIOLOGIST  TO  SHARE  WITH  AN- 
other  radiologist,  a fully  equipped,  established  private 
office  on  Park  Avenue.  For  details,  telephone  212)  535- 
48(H). 


LARGE  COMMUNITY  HOSPITAL  AND  MEDICAL 
center  in  the  southwest  needs  a full  time  director  of  internal 
medicine  service.  Hospital  has  over  500  beds,  internships 
and  eight  approved  residency  programs,  including  internal 
medicine.  Member  of  the  Council  of  Teaching  Hospitals 
of  AAMC.  Director  of  internal  medicine  is  responsible  for 
all  activities  related  to  internal  medicine  within  the  medical 
center.  Annual  compensation  $40,000.  Reply  to  Box 
877,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BRITISH  TRAINED,  EXPERI- 
enced,  N.  Y.  license,  desires  association  full  or  part  time, 
or  direct  small,  active  department.  Box  856.  % NYSJM. 


PATHOLOGI OT,  BOARD  CERTIFIED.  AP,  CP,  WISHES 
position  as  director  or  associate  in  a small  laboratory,  hos- 
pital. or  private.  Major  interest  in  clinical  pathology. 
Available  January  1.  1970.  Box  873,  % NYSJM. 


PRACTICES  WANTED 


INTERNIST,  AGE  36,  F.A.C.P.,  SEEKING  PRACTICE 
or  association  in  Westchester  or  New  York  City.  Box 
870,  % NYSJM. 


HOME-OFFICE  COMBINATION  IN  NICE  AREA  IN 
New  York  City  or  within  50  miles  of  city,  desired  by  in- 
ternist who  does  family  practice.  Inactive  practice  con- 
sidered as  home  aspect  is  primary  consideration.  Box 
874,  % NYSJM. 


WANTED:  WILL  PURCHASE  ACTIVE  GENERAL 

practice.  Excellent  opportunity  for  busy  doctor  ready  to 
retire  and  turn  over  his  practice  after  brief  introductory 
period.  Please  send  all  facts  and  figures  in  first  letter. 
Replies  treated  in  full  confidence.  Box  875,  % NYSJM. 


MODERN  OFFICES 

in  new  building,  choice  location,  near  Verra 
zano  Bridge,  Staten  Island.  Reasonable 
rental.  For  information  . . . 

CALL  (212)  225-6802,  or  (212)  981-7795 


REAL  ESTATE  FOR  SALE  OR  RENT 


FANTASTIC  DEAL:  SIX  ROOM  MEDICAL  OFFICE 

in  Elmhurst,  Queens.  All  transportation  close  by.  Avail- 
able Feb.  1970.  Presently  occupied  by  busy,  general 
practitioner  who  is  moving  2 miles  away  to  enter  a partner- 
ship. Landlord  reasonable.  Available  with  or  without 
equipment.  Also  suitable  for  dentist  or  podiatrist.  Con- 
tact: Harold  Weissman,  M.D.,  (212)  IL  7-1020. 


FOR  SALE:  BETHPAGE  HOME  OFFICE;  6 ROOM 

air  conditioned  professional  suite;  entrance  main  thorough- 
fare, excellent  parking.  3 bedroom  house;  1 l/t  baths; 
garage;  entrance  inner  residential  street.  Phone:  (516) 

PE  5-5960. 


WE  ARE  OFFERING  AT  THE  PRESENT  TIME  OFFI- 
ces  to  rent  in  an  admirably  suited  location,  for  all  profes- 
sions. These  offices  are  wood-paneled;  elevator,  air- 
conditioned,  beautiful  lobby,  etc.,  on  a very  desirable 
thoroughfare  surrounded  by  newly  erected  apartment 
buildings  with  more  to  come.  (914)  337-5155,  or  (212) 
877-5520. 


PRACTICES  FOR  SALE  OR  RENT 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481,  Miami 
Beach,  Florida  33141. 


FOR  RENT:  DOCTOR’S  OFFICE  PEDIATRIC  PRAC- 

tice,  in  Bayside,  Queens,  New  York  City.  Completely 
equipped.  Large  reception  room,  two  consultation  rooms, 
two  examining  rooms,  nurses’  station,  office  equipment. 
Bus  stop  in  front  of  office.  Active  practice  of  Milton 
Schneider,  M.D.,  213-03  35  Ave.,  Bayside  N.  Y.  11361. 
For  information,  call:  Leo  Gross,  (516)  443-2500. 


E.E.N.T.  PRACTICE,  PREDOMINANTLY  OPHTHAL- 
mology.  Owner  deceased.  Population  30,000  urban; 
135,000  in  surrounding  area.  Two  accredited  hospitals, 
250  beds  each;  one  lacking  ophthalmology  department 
head.  Office  and  equipment  also  available.  For  informa- 
tion contact:  Box  876,  % NYSJM. 
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Dear  Doctor: 


Is  your  stock  portfolio  out  of  date? 
Need  timely,  professionally 
researched  information  . . . 
but  just  too  busy  with  your  practice? 


Consult  with  . . . 


The  Wolff  Report 


The  Forward  Concept  in 
Investment  Counseling  and  Research 
for  the  Medical  Profession 

For  detailed  booklet  concerning  market  letter 
and  investment  advisory  services,  write: 


Wolff  Report  Inc. 


PHF 

333  East  66th  Street 


New  York,  N.Y.  10021 
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NEW  YORK  CITY  AREA 


TUESDAY,  DECEMBER  16 

10:00  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

Pediatric  Postgraduate  Program 

NUTRITION  AND  BRAIN  DEVELOPMENT 

MYRON  WINICK,  M.D. 

Cornell  University  Medical  College 

CREDIT:  C-l 


December  17,  1969  / February  4,  1970 

8:00-1  0:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Auditorium — Room  2W1 
Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PEDIATRICS  FOR  COMMUNITY 
PHYSICIANS 

FELIX  FELDMAN,  M.D.,  ET  AL 

NO  FEE  CREDIT:  C-1 


WEDNESDAY,  DECEMBER  17 

9 : 00  a.m.-5 : 00  p.m. 

State  University  of  New  York 

Downstate  Medical  Center 
Lecture  Hall  1 
450  Clarkson  Avenue 
Brooklyn 

SYMPOSIUM  ON  PULMONARY 
CIRCULATION 

GEORGE  E.  EMMANUEL,  M.D.  and  Guest  Speakers 
NO  FEE 


4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

INFECTIOUS  DISEASES  IN  CHILDHOOD 

EDWARD  CURNEN,  JR.,  M.D. 

Columbia  University  P & S 

NO  FEE  CREDIT:  C-l 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Otolaryngology 

2 East  1 03rd  Street 

1 . Benign  Diseases  of  the  Salivary  Glands 

JOHN  S.  LEWIS,  M.D. 

Roosevelt  Hospital 

2.  Malignant  Tumors  of  the  Salivary 
Glands 

JOHN  CONLEY,  M.D. 

Columbia  Presbyterian  Medical  Center 

Discussor: 

JOHN  F.  DALY,  M.D. 

N.Y.U.  Bellevue  Medical  Center 


THURSDAY,  DECEMBER  18 

8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Biomedical  Engineering 

2 East  103rd  Street 

SYMPOSIUM  ON  BIOMATERIALS 

ROBERT  S.  LITWAK,  M.D.,  Moderator 

1 . Natural  Prototypes  for  Biomaterials 

EDWARD  F.  LEONARD,  M.D. 

Columbia  University 

2.  Artificial  Materials  as  Structural  and 
Functional  Substitutes 

FRANK  W.  HASTINGS,  M.D. 

National  Heart  Institute,  Bethesda,  Md. 

3.  New  Roles  and  Sites  for  Natural 
Materials 

ALBERT  L.  RUBIN,  M.D. 

New  York  Hospital — Cornell  Medical  Center 


9:00-10:30  p.m. 

Bronx-Lebanon  Hospital  Center 

1 650  Grand  Concourse,  Bronx 

PSYCHIATRIC  ASPECTS  OF  CANCER 
MANAGEMENT 

HARVEY  BLUESTONE,  M.D. 

CREDIT:  C-l 


9:30  p.m. 

Interboro  General  Hospital 

2749-271  1 Linden  Boulevard 
Brooklyn 

OXYTOCIN  IN  LABOR 

ALOIS  VASICKA,  M.D. 

Coney  Island  Hospital 

CREDIT:  C-l 


3070  New  York  State  Journal  of  Medicine  / December  1, 1969 

WGO-2 


December  22,  1 969  and  December  29,  1 969 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

December  22 

Pathogenesis  of  Alcoholic  Liver  Disease 

CHARLES  UEBER,  M.D. 

Mount  Sinai  School  of  Medicine 

December  29 

Management  of  Metastatic  Breast 
Carcinoma 

MARTIN  J.  WEINER,  M.D. 

Mount  Sinai  School  of  Medicine 


December  22,  1969  and  December  29,  1969 

4:30  p.m.,  Mondays 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

December  22 

Conference  Cancelled 

December  29 

Fractures  of  the  Hand 

RICHARD  G.  EATON,  M.D. 


December  23,  1969  ard  December  30,  1969 

9:00-10:00  a.m.,  Tuesdays 

New  York  Infirmary 
Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

December  23 
Mesothelioma 

COLEMAN  RABIN,  M.D. 

The  Mount  Sinai  Hospital 

December  30 

Polycystic  Kidneys 

MELVIN  GLUCK,  M.D. 

N.Y.U.  School  of  Medicine 


NEW  YORK  CITY  AREA 
FUTURE  EVENTS 


January  3,  1970  / January  24,  1970 

10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

630  West  168th  Street 

HYPNOSIS  AND  PSYCHIATRY 

HERBERT  SPIEGEL,  M.D.,  Directing 

Apply  to:  Melvin  D.  Yahr,  M.D.,  Associate  Dean,  at  the 
above  address 


January  5,  1970  / February  5,  1970 

3:00-6:30  p.m.,  Mondays  & Thursdays 

Columbia  University  P & S 

POSTGRADUATE  COURSE  IN 
UROLOGICAL  PATHOLOGY 

MEYER  M.  MELICOW,  M.D.  and  MYRON 
TANNENBAUM,  M.D. 

FEE:  $150 


TUESDAY,  JANUARY  27 

9:00  a.m.-5:00  p.m. 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Pork  Avenue  and  50th  Street 

CONFERENCE  ON  GLOMERULONEPHRITIS 


SATURDAY,  FEBRUARY  7 

8:30  a.m.  Regristration 

Medical  Society  of  the  State  of  New  York 
Committee  on  the  Medical  Aspects  of  Sports 

The  Americona  Hotel 
Georgian  Room 

SYMPOSIUM  ON  THE  MEDICAL  ASPECTS 
OF  SPORTS 

CREDIT:  C-l 


February  8,  1970  / February  12,  1970 

Medical  Society  of  the  State  of  New  York 

The  Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

164th  ANNUAL  CONVENTION 

Watch  for  the  Program  in  the  January  1st  issue  of  the 
New  York  State  Journal  of  Medicine. 


March  5,  1970  / March  7,  1970 

Thursday,  Friday  and  Saturday 

The  New  York  and  Brooklyn  Committee  on 
Trauma  of  the  American  College  of 
Surgeons 

Auditorium  of  Alumni  Hall  N.  Y.  U. 

Medical  Center 
550  First  Avenue 

The  First  American  Course  on 

PRINCIPLES  OF  COMPRESSION 
OSTEOSYNTHESIS  INTERNAL  SKELETAL 
FIXATION  WITH  THE  A.S.I.F.  (FORMERLY 
A-O)  TECHNIQUES 

FEE:  $1  50  (Registration  limited) 

Write:  Gerald  W.  Shafton,  M.D.,  Chairman,  New  York 
and  Brooklyn  Committee  on  Trauma,  450  Clarkson 
Avenue,  Brooklyn,  N.Y.  1 1 203 
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March  9,  1970  / March  27,  1970 

Full  time  three-week  course 

New  York  University  Post-Graduate  Medical 
School 

55 0 First  Avenue 

OCCUPATIONAL  AND  ENVIRONMENTAL 
MEDICINE 

DAVID  H.  GOLDSTEIN,  M.D.,  Directing 
FEE:  $375 

$250  for  two  week  segment. 

Applications  immediately 


April  27,  1970  / May  1,  1970 

Full  time,  five  day  course 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brool  lyn 

TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D.,  Directing 
FEE:  $300 

Apply:  Mr.  Vernon  Dressier,  Administrator,  above 

address. 


May  11,  1970  / May  15,  1970 

Albert  Einstein  College  of  Medicine 
Department  of  Radiology 

1 300  Morris  Park  Avenue 
Bronx 

NEURORADIOLOGY  POSTGRADUATE 
COURSE 

For  further  information,  please  contact:  Mannie  M. 

Schechter,  M.D.,  Program  Director,  at  the  above 
address. 


May  15,  1970  / May  17,  1970 

The  Long  Island  Jewish  Medical  Center 

Hotel  Americana 

The  XI  International  Symposium  on 

VECTORCARDIOGRAPHY 

Write  for  program:  Room  106,  The  Long  Island  Jewish 
Medical  Center,  270-05  76th  Avenue,  New  Hyde  Park, 
N.Y.  1 1 040. 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 

January  8,  1970 
Genetics 


January  15,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1960 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-l 


ALBANY  FUTURE  EVENTS 


January  5,  1970  / for  17  days 

The  Albany  Medical  College  of  Union  University 

ELEVENTH  POSTGRADUATE 
MEDICAL  SEMINAR  CRUISE 

CREDIT:  C-l 


BUFFALO  FUTURE  EVENTS 


Continuing  Medical  Education 

Main  Street  Division 
School  of  Medicine 

State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 

January  15 

Community  Mental  Health 
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April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 

May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


Two-Way  Conference  Programs 

The  two-way  telephone  conference  programs  will  continue 
the  format  established  last  year  but  to  an  expanded 
network.  It  is  anticipated  that  for  the  current  year 
there  will  be  about  60  outlets  on  the  network  organized 
by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 

interest  presented  Tuesday  mornings  beginning  Sept.  1 6 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the 
first  Wednesday  and  the  once-a-month  series  on 
Trauma  presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Moin  Street,  Buffalo,  N.Y., 
Tel(71  6)  833-2726. 


NASSAU  COUNTY 


WEDNESDAY,  DECEMBER  17 

8 : 00  a.m. 

Mercy  Hospital 

1 000  North  Village  Avenue 
Rockville  Centre 

Joint  Medical  and  Surgical  Conference 

PULMONARY  PHYSIOLOGY  AND 
ASSISTED  RESPIRATION 

THOMAS  NEALON,  JR.,  M.D. 

St.  Vincent's  Hospital  and  Medical  Center 


8 : 00  a.m. 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

SYSTEMIC  METABOLIC  DISEASES 

E.  J.  FELDERMAN,  M.D. 


SYRACUSE  AREA 


THURSDAY,  DECEMBER  18 

8:00  a.m. 

Upstate  Medical  Center 

Department  of  Urology 
750  East  Adams  Street 

Management  of  Bladder-Ureteral 
Injuries  in  GYN  Operations 

CHARLES  LYNCH,  M.D. 

State  University  Hospital 


RADIO  FOR  ALBANY 
AND  CANTON  AREA 


December  15,  1969  / December  19,  1969 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

December  1 5 and  1 8 

Recent  Advances  in  Endocrinology 

Thomas  F.  Frawley,  M.  D. 

St.  Louis  University  School  of  Medicine 

December  16,  17  and  19 

Selection  of  Antibacterial  Agents 
including  Their  adverse  Reactions  in 
Systemic  Infections 

Aldona  Baltch,  M.D. 

Paul  Bunn,  M.D. 

SUNY  Upstate  Medical  Center,  Syracuse 
CREDIT:  C-1  if  attendance  is  taken 


PHYSICIAN’S  PLACEMENT 


Little  Falls,  N.  Y.,  Herkimer  County,  needs  a General  Prac- 
titioner and  a Pediatrician  as  well  as  Specialists  in 
Ob/Gyn  and  Internal  Medicine. 

CONTACT:  MR.  RICHARD  S.  QUINLAN,  Little  Falls  Hospi- 

tal, Little  Falls,  N.  Y.  1 3365.  Tel.  (31  5)  823-1  000. 


Please  delete  Brookhaven  Memorial  Hospital  from  your 
lists.  The  Hospital  notified  us  that  the  positions  have  been 
filled. 
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IMPORTANT  NOTICE 


The  deadline  dates  for  WHAT  GOES  ON  are  being 
changed  to  accommodate  the  New  York  State  Journal 
of  Medicine. 

Starting  with  the  January  16-31,  1970  copy  for 
WHAT  GOES  ON,  please  adhere  to  the  following 
NEW  dates: 


DEADLINE  DATES  FOR 
What  Goes  On 

November  25,  1969 
WGO  January  16-31 

December  10,  1969 
WGO  February  1-15 

December  25,  1969 
WGO  February  16-28 

January  1 0,  1 970 
WGO  March  1-15 

January  25,  1 970 
WGO  March  16-31 

February  1 0,  1 970 
WGO  April  1-15 

February  25,  1 970 
WGO  April  16-30 

March  10,  1970 
WGO  May  1-15 

March  25,  1 970 
WGO  May  15-31 

April  10,  1970 
WGO  June  1-15 

April  25,  1970 
WGO  June  16-30 

May  1 0,  1 970 
WGO  July  1-31 

June  1 0,  1 970 
WGO  August  1-31 

July  1 0,  1 970 
WGO  September  1-15 

July  25,  1970 
WGO  September  1 6-30 

August  1 0,  1 970 
WGO  October  1-15 

August  25,  1 970 
WGO  October  16-31 

September  10,  1970 
SGO  November  1-15 

September  25,  1 970 
WGO  November  15-30 

October  1 0,  1 970 
WGO  December  1-15 

October  25,  1 970 
WGO  December  16-31 

November  1 0,  1 970 
WGO  January  1-15,  1971 


PUBLICATION  DATES  FOR 
New  York  State  Journal  of 
Medicine 

January  1 , 1 970 

January  1 5,  1 970 

February  1 , 1 970 

February  1 5,  1 970 

March  1 , 1 970 

March  15,  1970 

April  1,  1970 

April  15,  1970 

May  1,  1970 

May  15,  1970 

June  1,  1970 

June  15,  1970 

July  15,  1970 

August  1 5,  1 970 

September  1 , 1 970 

September  15,  1970 

October  1 , 1 970 

October  1 5,  1 970 

November  1 , 1 970 

November  1 5,  1 970 

December  1 , 1 970 

December  15,  1970 
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WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.  Y.  10017 


lium  (diazepam)  helps  protect  patients 
inst  the  cumulative  effects  of  tension, 
mehension  or  situational  stress.  It  is 
ally  well  tolerated,  and  seldom  dulls  the 
ses  or  interferes  with  function.  With 
ig,  5-mg  and  1 0-mg  strengths,  dosage 
ly  be  adjusted  to  individual  needs. 


\cilium(d  iazepam) 

helps  relieve  psychic  tension  with 
associated  depressive  symptoms 


e individuals  under  careful  surveillance  because  of  their 
isposition  to  habituation  and  dependence.  In  pregnancy, 
tion  or  women  of  childbearing  age,  weigh  potential 
fit  against  possible  hazard. 

:autions:  If  combined  with  other  psychotropics  or  anti- 
ulsants,  consider  carefully  pharmacology  of  agents  em- 
ed.  Usual  precautions  indicated  in  patients  severely 
essed,  or  with  latent  depression,  or  with  suicidal  ten- 
ies.  Observe  usual  precautions  in  impaired  renal  or 
tic  function.  Limit  dosage  to  smallest  effective  amount  in 
•ly  and  debilitated  to  preclude  ataxia  or  oversedation. 

■ Effects:  Drowsiness,  confusion,  diplopia,  hypotension. 


changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  inconti- 
nence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports 
of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver 
function  tests  advisable  dur- 
ing long-term  therapy. 


Hjoc-Vta 

JL 

Roche 


LABORATORIES 

Division  of  Hoffmann*La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Third  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D., 
Team  Physician,  Cornell  University 

A.  The  Pathology  of  Sports  Trauma 

B.  Injury  to  Women  in  Sports 

C.  Skin  Problems  in  Athletics 

D.  The  Adolescent  in  Sports 

Luncheon — 12:30  p.m.,  Royal  Ballroom.  Guest  Speaker: 

Weeb  Ewbank,  Head  Coach,  The  New  York  Jets 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  John  A.  Ripp,  M.D., 
Team  Physician,  Carle  Place  High  School 

E.  The  Work  of  a Team  Physician 

F.  Field  Diagnosis  of  an  Injured  Player 

G.  The  Team  Approach:  Coach,  Doctor  and  Player 

H.  On-Field  Appraisal  of  Head,  Neck  and  Spinal  Injuries 

Live  Demonstration  Taping  Clinic — 9:00  a.m.  to  5:00  p.m., 

Georgian  Ballroom  B 

Continuous  Sports  Cinema  Program — 9:00  a.m.  to  5:00  p.m., 

Versailles  Ballroom,  second  floor 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $7.00  per  person 

Name 

(please  print) 

Address 

street 

City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Companion  buildint  to  future  headquarters  at  Lake  Success,  New  York 

i64th  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  — STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  aty 


Highlights  . . . General  Sessions:  Man  and  His  Environment;  Cardiovascular  Diseases; 
Infections:  Viral,  Bacteriologic,  Parasitic;  Oncology 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance*  Scientific  and  Technical  Exhibits*  Scientific  Motion  Pictures. 


Complete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST..  N.  Y„  N.  Y.  10019 

TELEPHONE  (212)  581-1000 

PLEASE  CHECK  ( V ) ACCOMODATIONS  DESIRED 

(All  room!  subject  to  5%  N*w  York  City  Room  tax) 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

( Reservations  held  only  until  6 00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


SINGLE  BEDROOM 


□ $20.00 

□ 

$22.00 

□ $24.00 

□ 

$26.00 

□ $28.00 

□ 

$30.00 

□ $32.00 

Q 

$34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS 

FOR  TWO 

□ $26.00 

□ 

$28.00 

□ $30.00 

□ $32.00 

□ $34.00 

O 

$36.00 

□ $38.00 

□ 

$40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ 

$28.00 

□ $30.00 

□ 

$32.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

□ 

$32.00 

□ $34.00 

□ 

$36.00 

□ $38.00 

□ 

$40.00 

PARLOR  AND 

ONE  BEDROOM 

□ $57.00 

□ 

$60.00 

□ $65.00 

□ 

$70.00  & up 

PARLOR  AND 

TWO  BEDROOMS 

□ $80.00 

□ 

$86.00 

□ $90.00 

O 

$105.00  &up 

NOTE:  These  rates  apply  tor  the  duration  of  your 
convention. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  8-12,  1970 
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rive  your  patients 

est  from  pain  Empirin  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — 

May  be  habit  forming),  Phenacetin  gr.  2V2,  Aspirin  gr.  3 Vi, 

Caffeine  gr.  V2. 

B.W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Ei  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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the 

thousandth 
teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
■ nesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth),  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

K References:  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon.  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

Mylanta 

#LIQUID/TABLETS 


^Stuartj 


aluminum  and  magnesium  hydroxides  plus  simethicone 


DiVision/ATLAS  CHEMICAL  INDUSTRIES.  INC  /Pasadena,  Calif.  91 109 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


CDNAL 


Clinically 


effective 

for  G.  U.  Therapy 5 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al . : Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502.  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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MANUFACTURERS  OF  URICEUTICAL® 


SPECIALTIES 


I C A G O , 


LLINOIS  B O B A O 


ANESTACON®  • CYSTOSPAZ®  • MANDACON™  • URISED* 
URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 
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Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 


NORTRIPTYLINE  HYDROCHLORIDE 


i 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  ti'eatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

“Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  724:59  (Feb.  Supp.),  1968. 


10  mg.f  25  mg.  f 10  mg.t  per  5 cc. 

tbase  equivalent 


AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 
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AVENTYE  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HCI  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HCI  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HCI  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HCI  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or 
without  atropine,  short-acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HCI. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HCI  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg.  — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children—  1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HCI: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl*  HCI  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  Iobisss*) 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

300816 
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Month  in  Washington 


An  American  Medical  Association  spokes- 
man outlined  the  AMA’s  voluntary  national 
health  insurance  plan,  Medicredit,  for  con- 
sideration by  the  House  Ways  and  Means  Com- 
mittee. Russell  B.  Roth,  M.D.,  speaker  of  the 
AMA’s  House  of  Delegates  and  a practicing 
physician  in  Erie,  Pennsylvania,  said  the  plan, 
which  would  be  financed  in  part  by  Federal 
income  tax  credits,  is  flexible  and  would  assure 
all  Americans,  no  matter  how  limited  their 
financial  resources,  adequate  health  care  pro- 
tection. 

“Representing  this  country’s  physicians  as 
we  do,”  Dr.  Roth  said,  “the  AMA  is  on  record 
in  its  belief  that  it  is  the  basic  right  of  every 
citizen  to  have  available  to  him  good  health 
care.  Today  we  want  to  put  before  this  com- 
mittee a plan  which  is  universal  in  scope,  volun- 
tary in  nature,  and  realistic  in  terms  of  total 
program  cost.” 

He  estimated  the  program  would  cost  the 
Federal  government  $8  to  $9  billion  a year,  but 
about  $3  billion  a year  of  that  would  be  offset 
by  liquidation  of  the  Medicaid  program.  Medi- 
care would  continue. 

“For  those  in  low-income  categories,  this 
protection  is  theirs  without  expense  or  contri- 
bution on  their  part,”  Dr.  Roth  said.  “For 
those  with  moderate  and  higher  levels  of  income, 
Medicredit  provides  a system  of  cash  incentives 
to  enable  them  to  protect  themselves  against 
major  health  care  costs.  . . . Our  proposal  is 
the  result  of  years  of  careful  study  of  our  existing 
mechanisms  for  delivering  and  financing  health 
care,  coupled  with  our  close  study  of  the  Federal 
government’s  ability  to  fund  a universal  health 
insurance  program  ... 

“It  would  give  to  persons  who  have  pur- 
chased comprehensive  health  insurance  the 
option  of  receiving  a tax  credit  on  their  annual 
Federal  income  tax  return,  a credit  based  on 
their  tax  liability.  That  is,  a taxpayer  could 
take  as  a credit  against  the  amount  of  income 
tax  owed  to  the  Federal  government,  all  or 
part  of  their  personal  cost  for  comprehensive 
health  coverage.  Persons  or  families  with  a 
lower  tax  liability  (usually  reflecting  lower  in- 
come or  more  dependents  and  allowable  ex- 
penses) would  receive  a greater  tax  credit. 
And  those  families  in  the  lower  30  per  cent 
income  range  would,  without  cost  to  them,  re- 
ceive a certificate  enabling  them  to  purchase 
health  coverage  from  qualified  groups  or  plans.” 

The  AMA  plan  calls  for  establishment  of  a 
Health  Insurance  Advisory  Board  to  create 
Medicredit  guidelines.  It  would  be  chaired  by 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


the  Secretary  of  Health,  Education,  and  Wel- 
fare and  include  the  Commissioner  of  Internal 
Revenue  and  public  members.  It  would  re- 
view the  effectiveness  of  the  program  and  file 
annual  reports  with  the  President  and  the  Con- 
gress. 

Basic  medical  benefits  of  Medicredit  would 
include: 

Up  to  sixty  days  of  inpatient  hospital 
services,  including  maternity  services; 

— All  emergency  room  and  outpatient  serv- 
ices provided  in  the  hospital; 

All  physicians’  services,  whether  performed 
in  the  hospital,  home,  office,  or  elsewhere. 

Supplemental  benefits  to  basic  coverage  would 
also  be  eligible  for  tax  credits. 

Dr.  Roth  stressed  the  importance  of  utilizing 
private  insurance  carriers,  thus  taking  maxi- 
mum advantage  of  private  sector  competition 
to  help  hold  costs  down. 

Rep.  Durward  G.  Hall,  M.D.  (Republican, 
Missouri),  a former  member  of  the  AMA  House 
of  Delegates,  submitted  to  the  committee  an- 
other national  health  insurance  plan.  The  first 
part  of  his  two-part  plan  calls  for  the  Federal 
government  to  furnish  persons  eligible  for  Medi- 
caid with  health  insurance  certificates  covering 
certain  specified  basic  health  protection.  The 
states  would  have  the  responsibility  for  the 
balance  of  health  care  for  an  eligible  individual 
after  his  basic  coverage  had  been  exhausted. 
Thus,  the  Hall  plan  would  replace  Medicaid. 

The  second  part  of  the  Hall  proposal  calls 
for  the  Federal  government  helping,  in  cases  of 
catastrophic  illness,  those  persons  who  can 
afford  normal  health  care  insurance  only. 

Other  national  health  insurance  plans  are 
being  sponsored  by  Walter  Reuther,  head  of 
the  automobile  workers’  union;  the  AFL-CIO; 
Sen.  Jacob  K.  Javits  (Republican,  New  York), 
and  Gov.  Nelson  Rockefeller  of  New  York. 
Indications  are  that  the  committee  will  not 
give  serious  consideration  to  such  legislation  be- 
fore next  year  at  the  earliest.  However,  it  ap- 
peal's probable  that  the  issue  will  come  to  a vote 
in  Congress  before  the  1972  elections. 

* * * 

The  AMA  also  submitted  to  the  Ways  and 
Means  Committee  a statement  on  the  Nixon 
Administration’s  Health  Cost  Effectiveness 
Amendments  of  1969  legislation. 

The  AMA  commended  the  Department  of 
Health,  Education,  and  Welfare  for  its  efforts  to 
curtail  the  rising  costs  of  Medicaid  and  Medi- 
care, but  said  that  the  Association  believes 
“there  are  better  and  more  appropriate  means  of 
meeting  this  problem.” 

As  for  the  provision  prohibiting  payment  to 
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physicians  who  have  committed  fraud,  over- 
charged, or  otherwise  abused  the  Medicare 
program,  the  AMA  said: 

“It  should  be  kept  in  mind  that  there  pres- 
ently exist  remedies  to  reach  the  cases  of  abuse 
which  may  exist — certainly  the  cases  of  ex- 
treme abuses  which  HEW  has  asserted  these 
proposed  penalties  are  intended  to  reach. 
While  it  is  true  that  the  law  does  not  provide 
authority  to  disqualify  physicians  as  to  pro- 
spective participation,  a carrier  may  reject  or 
review  a physician’s  claims  on  an  individual 
basis  as  each  claim  is  presented.  The  apparent 
concern  of  the  Congress  regarding  alleged 
abuses  and  increasing  program  costs  may  re- 
quire some  changes  in  the  administration  of 
federally  financed  health  care  programs.  How- 
ever, the  proposed  amendments  appear  to 
introduce  more  severe  remedies  than  the  prob- 
lems require.” 

As  for  the  provision  that  utilization  review 
committees  pass  retroactively  on  the  medical 
necessity  of  admission  of  Medicare  patients  to 
hospitals,  the  AMA  said: 

“At  the  present  time  a utilization  review  plan 
of  an  institution  must  provide  for  review,  on  a 
sample  basis  or  other  basis,  of  admissions,  dura- 
tion of  stays,  and  services  furnished  but  must 
provide  for  review  of  each  case  of  extended  stay 
and  also  determine  medical  necessity  of  further 
stay.  The  law  provides  for  three  additional 


days  of  benefit  payments  after  a negative  find- 
ing and  notification.  Where  a finding  has 
been  made  that  the  admission  was  unnecessary, 
no  payment  would  be  made.  Thus  the  denial  of 
payment  would  be  retroactive  to  the  date  of 
admissions.  The  three-day  grace  period  is  re- 
moved from  existing  law. 

“The  AMA  previously  objected  to  initial 
certification  of  the  need  for  admission  to  a 
hospital,  and  this  initial  certification  require- 
ment was  removed  from  the  law.  Under  this 
bill  the  utilization  review  committee  would  be 
required  to  review  the  attending  physician’s 
judgment  as  to  the  need  for  hospitalization. 
The  present  requirement  of  the  committee 
under  Medicare  is  to  review  extended  stay  cases 
to  determine  need  for  further  stay;  thus  it  does 
not  review  a great  number  of  cases  of  hospital- 
ization where  the  patient  is  discharged  earlier. 
Requiring  committees  to  review  all  cases  of 
hospitalization  would  impose  a tremendous 
burden  on  the  committee  and  create  additional 
heavy  demands  on  physicians’  productive  man- 
hours. An  adverse  finding  by  a committee 
would  subject  the  patient  to  individual  lia- 
bility for  hospital  charges.  As  a result,  this 
provision  could  act  as  a restraint  on  patients 
receiving  care,  particularly  in  those  cases  where 
a physician  recognizes  the  possibility  of  differ- 
ing medical  judgments  concerning  the  admis- 
sion.” 


Books  Received 


The  following  books  were  received  during  the  month  of  October,  1969* 


Involuntary  Movement  Disorders.  By  Irv- 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


ing  Spencer  Cooper,  M.D.  Quarto  of  410 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row  Publishers,  1969. 
Cloth,  $29.50. 
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EXPECTORANT 

Each  fluidounce  contains:  80  mg.  Benadryl ' (diphenhydramine-  ■.  . - 

hydrochloride  I,  Parke-Davis;  12  grains  ammonium  chloride;  5 grains ' 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5%  ale 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  prepa- 
ration of  its  kind,  benylin  EXPECTORANT  tends  to  inhibit  cough  red 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleas 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  takes,, 
PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  of  ivhose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed M 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre-  "3 
scribing  BENYLIN  EXPECTORANT. 

adverse  reactions:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness, 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of  >3gH 
vision  have  been  reported.  Allergic  reactions  may  occur. 
packaging:  Bottles  of  4 oz„  16  oz..  and  1 gal. 

Parke,  Davis  & Company,  Detroit.  Michigan  48232 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


brand  of 

sustained  release  capsules 


Ornade  Spansule 

Trademark 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate)  ; 50  mg.  of 
phenylpropanolamine  hydrochloride , 2.5  mg.  of  isopropamide,  as  the  iodide. 

Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease: 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  In  Pregnancy : Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'31  uptake; 
discontinue  Ornade’  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness:  excessive  dryness  of  nose,  throat  or  mouth;  nervousness;  insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 

SK 

&F  Smith  Kline  & French  Laboratories 
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Experience  in  Hepatic  Transplantation. 

By  Thomas  E.  Starzl,  M.D.,  with  the  as- 
sistance of  Charles  W.  Putnam,  M.D.  Quarto 
of  553  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders,  1969.  Cloth,  $37.50. 

Pediatric  Hematology.  By  Alvin  M.  Mauer, 
M.D.  Quarto  of  486  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1969.  Cloth,  $23. 

Advanced  Gastrointestinal  Cancer:  Clin- 

ical Management  and  Chemotherapy.  By 

Charles  G.  Moertel,  M.D.,  and  Richard  J. 
Reitemeier,  M.D.  Quarto  of  218  pages,  il- 
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tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 

May  be  habit-forming)  and  1 0 mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

♦dosage:  Adults : 1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 
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Self-medication  hasn't  relieved  the  pain.  And 
what’s  more,  it's  becoming  persistent  enough  to 
interfere  with  the  patient’s  mobility. 

There’s  a good  chance,  then,  that  more  than  a non- 
prescription  analgesic  is  required  for  pain  relief. 

Because  continuing  and  increased  pain  may  in  part 
reflect  anxiety,  Equagesic  is  worth  considering.  A 
single,  non-narcotic  preparation,  it  helps  relieve  pain 
. . . and  associated  anxiety  and  tension. 

As  the  pain,  anxiety  and  tension  decrease,  impaired 
mobility  may  improve. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child  bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  |Udgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (dNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data.  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombmemic  hemorrhage  [usually  requires 
whole  blood  transfusions)). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate:  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 
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V directed,  each  cc. 
wilt  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base 
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forms 
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Erythromycin  Estolate 
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Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Editorials 


Christmas  1969 


The  Christmas  editorial  has  become  an 
institution  with  the  Journal.  We 
searched  the  archives  back  to  the  first  issue 
of  the  Journal  in  1901  to  find  its  origin. 
To  our  surprise  we  found  that  the  first 
Christmas  editorial  did  not  appear  until 
1948.  The  early  editors  were  engaged  in 
laying  a sound  scientific  basis  for  the 
Journal  and  perhaps  felt  that  Christmas 
was  a private  concern.  Twenty-one  years 
ago  the  note  of  Christmas  cheer  first  ap- 
peared and  set  the  scene  as  follows: 

“This  is  not  the  best  of  times;  it  is  not  the 
worst  of  times.  Our  world,  the  ‘one  world’ 
of  the  future,  is  unhappy  and  unsettled — 
yet,  in  the  approaching  yuletide  season,  all 
peoples  will  pause  to  bask  in  the  Christmas 
spirit,  in  the  joy  of  giving  and  receiving,  in 
remembering  that  for  which  we  celebrate 
this  holiday. 

“Fortunate  it  is  that,  once  a year,  the 
Christmas  holiday,  with  its  aura  of  peace 
and  happiness,  assumes  the  place  of  impor- 
tance in  our  lives.  No  matter  how  busy  or 
how  complicated  our  existence — it  is  impos- 
sible to  ignore  the  humble  greetings,  the 
familiar  Noels,  the  midnight  carols — or  the 
desire  that  everyone  shall  be  safe  and  cared 
for.  For  this  season,  at  least,  the  violence 
of  opposing  forces  and  the  discordance  of 
quarreling  groups  is  overshadowed  by 


festive  spirits  and  good  will. 

“Our  wish  for  you,  then,  is  that  your 
Christmas  may  be  merry,  and  that  you  may 
find  time  for  happiness,  hours  for  content- 
ment, and  well-being  for  the  tasks  ahead.” 

Today  the  times  are  equally  troubled. 
One  central  problem  is  the  matter  of  con- 
science. Social  and  economic  inequities  of 
long  standing  are  in  process  of  being  re- 
dressed. The  overriding  problem  for  our 
profession  is  the  delivery  of  quality  medical 
care  to  our  numerous  heterogenous  popula- 
tion. The  will  to  solve  this  is  present  and 
active.  The  tempo  of  our  lives  has  greatly 
accelerated  in  these  twenty-one  years.  We 
have  been  to  the  moon  and  back,  and  open 
heart  surgery  is  commonplace.  Perhaps 
the  most  auspicious  event  for  medicine  in 
recent  years  is  the  discovery  of  the  double 
helix  configuration  of  the  DNA  molecule. 
This  concept  will  have  an  effect  on  medicine 
as  powerful  as  that  of  the  Einstein  equation 
on  physics.  The  future  is  exciting.  It 
always  has  been  for  men  of  vision. 

There  is  much  talk  now  of  relevance. 
The  Christmas  message  of  hope  recorded 
well  over  a millennium  ago  “Peace  on 
Earth- — Good  will  Toward  Men”  is  relevant 
today  because  it  is  basic  to  all  our  strivings. 

A happy  holiday  season  to  all. 


Community  hospital  learning  center 


The  Department  of  Postgraduate  Medi- 
cine at  Albany  Medical  College  has  long 
been  interested  in  the  continuing  education 
of  the  practicing  physician.  About  fifteen 
years  ago,  under  the  imaginative  leadership 
of  Frank  M.  Woolsey,  Jr.,  M.D.,  the 
Department  pioneered  in  bringing  up-to- 
date  medical  information  to  the  physician 
by  the  use  of  two-way  radio  conferences. 

Now,  under  the  aegis  of  the  Albany 
Regional  Medical  Program,  the  Depart- 
ment is  about  to  launch  a new  project 
the  Community  Hospital  Learning  Center 


Fig.  1),  aimed  at  making  the  community 
hospital  the  focus  of  continuing  education, 
not  only  for  the  physician,  but  also  for  other 
members  of  the  health  team,  a concept  be- 
coming increasingly  important  in  the  deliv- 
ery of  health  care  to  the  public. 

The  learning  centers  will  utilize  modern 
technics  of  audiovisual  communication  such 
as  reel-to-reel  as  well  as  cassette  tape  play- 
ers, slide  projectors  with  desk  top  viewers, 
programmed  cartridges  which  present  syn- 
chronized audio-tape  and  filmstrip  lectures, 
cartridge  movie  films,  and  two-way  radio 
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FIGURE  1.  Community  hospital  learning  center. 


conferences  using  multiplex  channels. 

It  is  not  intended  the  centers  replace  the 
library,  but  that  they  become  part  of  the 
hospital  library  and  be  under  the  supervision 
of  librarians  or  other  qualified  personnel. 
The  library  should  be  a multimedia  labor- 
atory. 

One  of  the  more  innovative  items  to  be 
included  in  the  learning  centers  is  a Medical 
Juke  Box.*  A prototype  model  is  now  in 
successful  use  at  Albany  Medical  College. 

The  Medical  Juke  Box,  or  “Instant 
Library,”  as  it  has  been  called,  is  a modifica- 
tion of  a standard  commercial  juke  box 
diverted  from  rock  and  roll  to  the  pressing 
needs  of  medical  communication.  Using  a 
five-minute  stereophonic  record,  the  voice  is 
synchronized  with  vision  in  the  form  of  2- 
by  2-inch  slides  which  are  projected  on  a 
backscreen  that  forms  an  integral  part  of 
the  juke  box.  A modification  permitting 
use  of  a random  access  filmstrip  pro- 
jector is  now  being  investigated.  This  will 
permit  the  use  of  up  to  300  visuals  among 
the  160  programs.  Not  all  records  will  he 
accompanied  by  visuals,  which  are  to  he 

* Developed  under  contract  with  National  Library  of 
Medicine  (PH-43-66-1151). 


used  when  they  add  to  comprehension  of  the 
spoken  word.  Other  interesting  facets 
about  the  juke  box  include  the  provision  of 
a mechanism  which  audits  the  number  of 
times  a program  is  played.  By  pressing  a 
button  on  the  machine,  the  listener  can  or- 
ally record  his  voice  and  ask  for  additional 
information,  suggest  new  titles,  and  make 
brief  comments  as  to  the  usefulness  of  the 
program  to  him.  The  voice  tapes  are  col- 
lected at  frequent  intervals.  Last,  some 
programs  are  accompanied  by  paper  visuals 
which  are  stored  in  compartments  in  the 
juke  box  for  the  convenience  of  the  listener 
who  may  desire  a permanent  written  record 
of  some  bit  of  medical  information. 

The  New  York  State  Journal  of  Med- 
icine will  give  its  readers  a monthly  preview 
of  some  of  the  programs.  Arnold  W.  Pohl, 
M.D.,  assistant  professor  of  Postgraduate 
Medicine,  will  be  the  editor  for  the  series. 

Programs  are  designed  to  give  informa- 
tion helpful  in  an  emergency,  aid  in  diag- 
nosis and  management  of  diseases,  assist  in 
recall  of  medical  information,  correlate  the 
laboratory  with  clinical  medicine,  and  to 
call  attention  to  pertinent  current  medical 
literature.  Comments  and  suggestions  will 
be  welcomed.— -A.  W.  P. 
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One  hundred  per  cent  of  all  travelers 

who  have  traveled  200,000  miles  or  more 
away  from  home  have  relied  on  Lomotil  to 
control  diarrhea. 


When  your  patients  need  a reliable  antidiarrheal  — at  home 
or  away  from  home  — rely  on  Lomotil. 

In  diarrheas  associated  with: 


• gastroenteritis 

• acute  infections 

• functional  hypermotility 

Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates  and, 
if  not  contraindicated,  in  patients  with  cir- 
rhosis, advanced  liver  disease  or  impaired 
liver  function. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  with  theoretically  possible  addic- 
tive potential  at  high  dosage;  this  is  not 
ordinarily  a clinical  problem.  Use  Lomotil 
with  considerable  caution  in  patients  re- 
ceiving addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and 
medication  should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdosage 
may  include  severe  respiratory  depression, 
flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachy- 


• irritable  bowel 

• ileostomy 

• drug-induced  diarrhea 

cardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine 
sulfate  is  added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects  reported 
with  Lomotil  therapy  include  nausea,  seda- 
tion, dizziness,  vomiting,  pruritus,  restless- 
ness, abdominal  discomfort,  headache, 
angioneurotic  edema,  giant  urticaria,  leth- 
argy, anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise.  Respira- 
tory depression  and  coma  may  occur  with 
overdosage. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until  diar- 
rhea is  controlled,  are  as  follows: 


lomotii: 

TABLETS/LIQUID 
Each  Lomotil  tablet  and  each  5 cc.  of 
Lomotil  liquid  contain: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

Children: 

3-6  mo 1/2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  1/2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  1/2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  1 tsp.  5 times  daily  (10  mg.) 

Adults:  2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage.  952 
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She  is 


is  67. 

When  she  needs  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 


DcmHlnlthlorlelraryclineHCl  300  mg 
ami  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 
To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


b.i.d. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 


Effectiveness:  Because  its  antibacterial  component 

is  b E C L 0 M Y C I N®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 


Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Linder  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  ma> 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants 
increased  intracranial  pressure  with  bulging  fontanels  haf 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-browm)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans.  ‘ 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  inle 
lions  should  continue  for  10  days,  even  though  sympton 
have  subsided. 
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Attending,  Department  of  Medicine, 
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Medical  Director,  New  York  Telephone  Company, 
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T his  report  describes  our  work  with  300 
employes  of  the  New  York  Telephone 
Company  who  had  problems  with  alcohol. 
All  worked  in  the  company’s  Long  Island 
territory,  including  Brooklyn,  Queens, 
Staten  Island,  and  Long  Island,  which  has 
approximately  23,000  people  on  the  payroll. 
Each  employe  in  the  group  received  a 
medical  work-up,  facts  about  the  immediate 
and  long-time  effects  of  alcohol,  specific 
advice,  and  repeated  counseling,  with  fol- 
low-up visits  to  our  medical  department  as 
deemed  indicated.  The  data  presented 
cover  the  period  1961  to  1968  inclusive. 

Need  for  an  alcoholism  program 

In  1961,  we  were  confronted  with  the 
necessity  of  helping  a number  of  long-time 


employes  who  were  referred  to  the  medical 
department  because  their  use  of  alcoholic 
beverages  interfered  with  satisfactory  per- 
formance of  their  work.  Of  this  early 
group,  most  had  developed  tolerance, 
craving,  and  withdrawal  symptoms;  we 
believe  they  were  physically  dependent  on, 
or  addicted,  to  alcohol.  They  had  reached 
the  middle  stage  of  alcoholism  as  described 
by  Mann.1  They  made  promises  not  to 
drink  but  could  not  keep  them,  lied  about 
drinking  if  asked,  presented  rationaliza- 
tions and  elaborate  alibi  structures  for 
protection,  drank  alone,  sometimes  in 
the  morning,  not  infrequently  carried 
drinks  with  them,  and  drinks  began  to 
replace  food.  Their  sense  of  isolation  was 
very  great  and  not  fully  recognized  by  us 
at  the  time.  Two  men  had  reached  one 
aspect  of  the  late  stage  of  alcoholism,  re- 
quiring a certain  amount  of  alcohol  in 
their  bodies  at  all  times;  they  would 
awaken  at  an  early  morning  hour,  dress, 
and  go  to  a bar  until  it  closed.  Following 
near  fatal  hematemesis,  1 of  these  men  has 
been  abstinent  since  late  in  1961;  the 
other  suffered  hepatic  decompensation 
with  ascites  and  intermittent  coma  but 
recovered  and  is  working. 

Evolution  of  our  program 

We  had  been  so  acutely  aware  of  our 
lack  of  understanding  of  alcoholism  as  a 
disease,  when  confronted  with  the  necessity 
of  being  helpful,  that  we  soon  realized  the 
importance  of  communicating  what  we 
had  learned,  limited  though  our  experience 
was  at  the  time,  to  administrators  in  the 
company.  From  1962  to  1968,  132  talks 
have  been  given  by  one  of  us  (M.K.)  to 
more  than  3,000  management  people. 
These  talks  have  been  gradually  enlarged 
and  are  followed  by  a discussion  and  ques- 
tion period.  The  material  includes  in- 
cidence and  probable  and  possible  etiologic 
factors  in  alcohol  problems,  physiology 
and  pharmacology  of  alcohol  with  its  im- 
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mediate  and  long-time  effects  on  the  body, 
description  of  the  subtle  onset  and  progres- 
sion of  the  disease  through  various  stages, 
and  means  of  early  recognition  in  self  and 
others  before  physical  dependence  and  ir- 
reversibility of  damage  develop.1  Super- 
visors are  urged  to  think  of  alcoholism,  to 
see  it,  and  not  to  cover  it  up.  Help  given 
by  the  medical  department  and  what  the 
individual  can  do  for  recovery  are  described 
in  detail.  These  discussion  groups  are 
continuing  so  as  to  include  persons  newly 
promoted  to  management,  those  who 
missed  earlier  sessions,  and  those  who  have 
recently  transferred  into  the  Long  Island 
territory.  By  invitation,  the  same  presen- 
tation was  given  at  an  evening  meeting  to 
the  executive  committee  of  one  of  the 
unions. 

On  the  basis  of  comments  which  have 
reached  us  after  the  talks,  there  is  no  doubt 
that  many  “just  did  not  know  these  facts 
about  alcohol  and  alcoholism.”  Infor- 
mation is  one  factor  in  prevention;  pre- 
vention is  the  ultimate  goal. 

Most  of  the  employes  with  whom  we 
have  worked  in  the  course  of  the  past 
eight  years  had  been  social  or  even  heavy 
drinkers  for  decades  and  seemed  to  have 
lost  control  gradually  over  several  years. 
In  some,  loss  of  control  was  apparently 
precipitated  by  a specific  event  or  situa- 
tion or  by  a constellation  of  circumstances. 
A few  recognized  that  their  drinking  was 
compulsive  from  the  very  beginning,  usu- 
ally as  teenagers.  Some  drank  only 
periodically  at  intervals  of  months  or  even 
years  then  regained  control  until  the  next 
bout. 

For  practically  all,  the  use  of  alcoholic 
beverages  had  always  been  a part  of  their 
total  environment. 

All  individuals  included  in  this  report 
were  being  harmed  in  some  way  through 
their  use  of  alcoholic  beverages.  Evidence 
of  adverse  effects  was  found  in  one  or 
more  areas  of  their  lives.  These  include 
intoxication  on  the  job,  absence  or  lateness 
due  to  sickness  or  hangover,  accidents, 
functioning  as  a “half-man,”  symptoms, 
physical  changes  as  evidenced  in  abnormal 
findings  and  laboratory  data,  disturbance 
in  family  life,  and  pressing  or  disastrous 
financial  situations.  The  problems  did  not 
develop  in  any  predictable  order.  There 
have  been  deaths  from  cirrhosis  of  the  liver 


due  to  alcoholism,  without  reported  inter- 
ference on  the  job. 

Procedure  in  medical  department 

History.  When  an  employe  is  referred 
because  of  a motor  vehicle  accident  fol- 
lowing drinking,  or  because  he  was  spending 
his  time  drinking  during  working  hours,  or 
because  he  appeared  on  the  job  intoxicated, 
the  physician’s  introductory  remarks  are 
likely  to  be: 

“I  understand  you  have  had  some 
trouble  with  alcohol,  and  you  have  been 
asked  to  come  to  the  medical  department 
so  we  can  help  you  solve  your  problem. 
Tell  me  what  happened.” 

While  listening  to  the  details  of  the 
episode  which  brought  him  to  the  medical 
department  the  physician  interrupts,  if 
necessary,  to  make  certain  that  the  sub- 
ject is  not  omitting  and  minimizing  painful 
aspects.  An  employe  may  be  seen  because 
of  data  recorded  on  his  company  medical 
record.  These  are  usually  facts  from  his 
personal  physician  or  laboratory  findings 
on  a previous  visit.  The  physician’s  intro- 
ductory remarks  will  refer  to  these  and 
explain  that,  whatever  his  intake  of  alco- 
holic beverages  is,  it  will  be  in  the  best 
interest  of  his  health  to  tell  all  related  de- 
tails so  that  further  study  can  be  under- 
taken. 

If  referral  has  come  through  a friend  or 
his  family,  the  physician’s  initial  comments 
will  probably  have  to  be  oblique  with 
emphasis  on  the  importance  of  a periodic 
medical  examination  for  every  one.  An 
offer  to  do  this  for  him  together  with 
roentgenographic,  electrocardiographic,  and 
laboratory  studies,  reports  of  which  will  be 
sent  to  his  personal  physician,  has  rarely 
been  declined. 

For  every  employe  who  needs  help  with 
an  alcohol  problem,  a routine  health  his- 
tory and  a detailed  history  of  his  drinking 
are  essential.  When  did  he  take  his  first 
drink?  What  is  his  drinking  pattern 
(when,  what,  how  much?).  Has  he  been 
intoxicated,  passed  out,  or  experienced 
blackouts?  Does  he  gulp  his  drinks? 
Does  he  drink  alone  or  in  the  morning? 
Have  drinks  replaced  food?  Does  he 
suffer  nausea,  vomiting,  or  abdominal  pain, 
or  has  he  vomited  blood  after  drinking? 
Does  he  need  a drink?  Has  he  found  that 
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having  taken  the  first  drink  he  is  unable  to 
stop? 

Examination.  Physical  examination  is 
performed  as  for  any  patient.  Particular 
note  is  made  of  the  presence  of  premature 
aging,  malnourishment  or  obesity,  injected 
conjunctivas,  nystagmus,  dilated  capil- 
laries of  the  face,  spider  nevi,  sweating, 
serious  dental  defects,  odor  suggesting 
ethanol,  tongue  brightly  colored  by  odor- 
disguising  preparations,  tremor  of  tongue, 
fine  tremor  of  the  head  often  palpable 
but  not  visible,  tremor  of  the  entire  body 
noted  on  Romberg  test  when  fla pping  of 
hands  is  also  conspicuous  if  present, 
tachycardia,  hypertension,  often  with 
mildly  elevated  systolic  and  unexpectedly 
high  diastolic  pressure,  for  example, 
160  110  mm.  Hg,  hepatomegaly,  ascites, 
poor  hygiene  of  the  feet,  and  startle 
reaction.  Most  frequently  found  were 
hepatomegaly,  with  or  without  cirrhosis, 
in  134  persons,  hypertension  in  98,  and 
tremor  in  88. 

Laboratory  and  other  studies.  In 
view  of  our  experience  that  there  are  often 
abnormal  findings  related  or  unrelated  to 
the  alcoholism  of  the  patient,  we  consider  it 
worth  while  for  each  new  employe  being 
considered  for  admission  to  the  alcoholism 
program  to  receive  a roentgenogram  of  the 
chest,  electrocardiogram,  determination  of 
blood  glucose  and  urea,  and  liver  function 
tests,  urinalysis,  including  semiquantitative 
test  for  urobilinogen,  and  any  other  specifi- 
cally indicated  tests,  such  as,  protein-bound 
iodine  or  additional  roentgenograms. 
Among  300  employes,  routine  x-ray  films 
of  the  chest  resulted  in  diagnosis  of  2 cases 
of  active  pulmonary  tuberculosis  and  1 
lung  cancer;  the  former  have  recovered, 
and  the  latter  has  a seven-year  surgical 
“cure.”  Some  of  the  20  cases  of  diabetes 
were  diagnosed  by  laboratory  study  in  the 
medical  department.  Only  the  total  pic- 
ture, winch  includes  a history  from  self  and 
others,  findings  on  examination,  and  labora- 
tory data,  enables  the  physician  to  de- 
termine whether  or  not  the  patient  is  being 
harmed  by  his  intake  of  alcoholic  beverages. 
One  man  in  his  mid-forties,  whose  drinking 
had  begun  in  college,  had  no  remarkable 
physical  or  laboratory  findings  although 
he  became  intoxicated  repeatedly. 

A slightly  elevated  serum  bilirubin  has 
often  been  the  first  clue  to  alert  us  to  ascer- 


tain the  correct  facts  with  respect  to  use  of 
alcoholic  beverages,  to  perform  further 
laboratory  studies,  and  to  advise  the  em- 
ploye. In  36  individuals  serum  bilirubin 
exceeded  1 mg.  per  100  ml. 

In  the  course  of  reviewing  all  the  abnor- 
mal data  for  blood  chemistries  through  a 
period  of  years,  it  was  noted  that  when  the 
urea  nitrogen  value  was  less  than  10  mg. 
per  100  ml.,  there  was  likely  to  be  an 
alcoholic  problem.  Data  for  urea  are  not 
available  for  all  the  employes  with  alcohol- 
ism seen  in  the  early  years  of  this  study. 
Urea  nitrogen  values  of  6 mg.  per  100 
ml.  or  less  have  been  found  for  people  who 
were  drinking  but  who  were  working  and 
not  underweight.  For  55  employes,  urea 
nitrogen  of  the  blood  was  less  than  10 
mg.  per  100  ml. 

A semiquantitative  test  for  so-called 
urobilinogen,  a substance  which  produces 
a cherry  color  with  Erhlich’s  diazo  reagent 
in  urine  in  the  absence  of  bile,  was  often 
performed.  Urobilinogen  is  detectable  in 
normal  urine  in  dilution  up  to  1:20;  con- 
stipation can  elevate  the  finding.  Repeated 
detection  in  dilutions  of  1:100  or  1:1,000 
of  urine  was  found  frequently  during 
periods  of  drinking  for  many  but  not  all  pa- 
tients and  not  in  an  entirely  consistent  pat- 
tern. We  believe  that  when  elevated 
urinary  urobilinogen  is  found,  it  is  an  in- 
dication for  further  study  and  possibly 
that  a statement  of  abstinence  was  not 
reliable. 

Advice  and  help  to  employes.  The 
findings  on  examination  are  reviewed  with 
the  employe  on  the  initial  or  on  a scheduled 
revisit.  The  probable  or  possible  relation- 
ship of  these  findings  and  of  the  laboratory 
data  to  his  use  of  alcoholic  beverages  is 
explained.  In  some  cases,  only  a labora- 
tory datum  such  as  an  increase  in  biliru- 
bin, although  not  detectable  clinically, 
will  relate  to  facts  in  his  history.  The 
crux  of  the  matter  is:  “Is  his  drinking 

hurting  him?”  Not  only  must  the  specific 
ways  be  pointed  out  to  him,  but  also  he 
must  be  made  to  realize  that  he  must  do 
something  and  do  it  at  once.  There  is 
not  only  procrastination  but  also  a strange 
fatalism,  a “not  me — not  yet  anyway” 
attitude  among  people  who  are  being 
harmed  by  their  use  of  alcoholic  beverages. 

Each  employe-patient  receives  a pam- 
phlet, “The  Modern  Approach  to  Alcohol- 
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ism,”2  and  permission  is  asked  to  give  his 
name  and  telephone  number  to  a member 
of  AA  (Alcoholics  Anonymous)  who  will 
call  him,  not  quiz  him,  but  tell  of  his  own 
experience  and  help  through  AA.  We 
now  have  employes  with  solid  recovery, 
living  in  various  parts  of  the  Long  Island 
territory,  who  volunteer  to  work  with  new 
persons.  Many  of  these  received  help 
from  a highly  respected  AA  man  who  at 
the  beginning  of  our  work  was  in  his  second 
decade  of  recovery  through  AA.  We  are 
grateful  to  him. 

How  can  the  physician  help  a patient  to 
decide  to  stop  drinking?  By  helping  him 
to  break  through  his  shell  of  isolation 
through  realization  that  he  is  accepted  as 
an  ill  person  but  that  his  behavior  when 
drinking  is  deplorable,  and  by  letting  him 
know  what  his  responsibility  is  and  that 
we  believe  he  can  fulfill  it.  Patients  have 
said,  “It  helped  that  you  thought  I could 
do  it.”  Through  AA,  the  practical  points, 
“Keep  a full  stomach  and  don’t  get  too 
tired”  along  with  “Don’t  take  the  first 
drink  today”  are  important.  One  person, 
who  wished  to  abstain  but  could  not, 
found  antabuse  served  as  an  effective 
pharmacologic  wall  against  drinking  for 
nine  months  during  winch  he  acquired 
solid  sobriety  through  A A. 

Since  early  1964  when  a policy  on  alco- 
holism was  adopted,  all  employes  with 
whom  we  have  worked  and  who  have  taken 
appropriate  means  toward  recovery  have 
been  paid  salary  benefits  in  accord  with 
the  company  disability  plan  when  absence 
from  work  was  necessary  and  medical  leave 
was  approved.  Individuals  have  received 
one  or  more  types  of  therapy  including 
help  from  Alcoholics  Anonymous,  care  by 
psychiatrists  and  other  physicians,  admis- 
sion to  voluntary  and  private  hospitals, 
and  extended  therapy  in  one  of  the  alcohol- 
ism units  of  three  New  York  State  psy- 
chiatric hospitals.  The  latter  have  been 
voluntary  admissions.  Twenty-one  men, 
without  psychosis,  have  been  referred  to 
and  accepted  on  the  alcoholism  service 
in  a special  facility  at  Pilgrim  State  Hospital 
for  four  to  eight  weeks  of  therapy.  A 
high  percentage  of  these  men  has  remained 
abstinent. 

Numerous  employes  began  to  attend 
meetings  of  Alcoholics  Anonymous 
promptly,  but  many  have  declined  referral 


for  help  through  AA  until  such  time  as  a cri- 
sis of  sufficient  gravity  forced  acknowledg- 
ment that  they  had  to  stop  drinking  and 
could  not  do  it  alone.  Others  stopped 
only  when  necessary  medical  restrictions 
were  such  as  to  eliminate  overtime  work  for 
which  they  needed  the  money,  when  there 
was  threat  of  loss  of  job,  when  evidence  of 
worsening  laboratory  data  could  not  be 
ignored  as  they  became  more  and  more  ill 
with  less  and  less  intake  (break  in  toler- 
ance), their  ascites  was  obvious  to  them,  or 
when  pulmonary  tuberculosis  or  other 
serious  disease  was  diagnosed.  Some,  be- 
cause of  failure  to  accept  or  to  profit  by 
help  given,  retired  without  achieving 
recovery  or  were  dismissed;  others  died  of 
causes  related  to  their  alcoholism. 


Comment 

A few  of  the  employes  with  whom  we 
worked  were  able  to  solve  their  problem 
with  alcohol  by  decreasing  their  intake  of 
alcoholic  beverages,  but  for  most  of  them 
abstinence  was  required.  All  needed 
thoughtful  acknowledgment  that  whatever 
they  were  drinking  was  hurting  them.  But 
for  many  the  decision  and  the  ability  to 
stop  drinking  seemed  to  require  an  emo- 
tional experience  of  sufficient  intensity 
(AA’s  “hitting  bottom”)  or  a certain 
critical  increment  of  emotional  energy 
(just  as  each  chemical  reaction  needs  “a 
specific  energy  of  activation”),  manifesting 
as  a sufficiently  violent  collision  between 
the  patient  and  “something.” 

For  one  man  a mere  reprimand  for 
drinking  on  the  job  resulted  in  his  im- 
mediate and  now  five-year  abstinence 
through  AA;  his  wife  and  daughter  had 
been  active  in  Alanon  and  Alateen  without 
effect  on  his  drinking.  Another  could 
feel  his  firm  nodular  liver.  One  patient 
had  abnormal  liver  function  tests  which 
could  be  interpreted  as  related  to  his  drink- 
ing or  to  liver  metastases  from  a malignant 
lesion  of  the  bowel  for  which  surgery  had 
been  performed  a year  earlier.  When  his 
personal  physician  disclosed  the  diagnosis, 
he  stopped  drinking.  His  liver  function 
tests  became  normal.  One  man  suffered 
hemorrhage  from  esophageal  varices;  years 
later  he  told  us  that  as  he  lay  critically  ill 
for  days  he  asked  himself,  “What  am  I 
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TABLE  I.  Ways  through  which  employes  with 
alcohol  problems  came  to  attention  of  medical 
department,  1961  to  1968  (inclusive) 


Referral  by  supervisors  139 

Medical  visits  (history,  physical  or 

laboratory  findings)  93 

Personal  physician’s  certificate  23 

Friends,  associates,  and  others  25 

Self  11 

Family  9 

Total  300 


TABLE  II.  Breakdown  of  300  employes  with 
alcohol  problems  according  to  sex  and  work 
classification 


Employes 

Number 

Per  Cent 

Men 

257 

85.7 

Women 

43 

14.3 

Management 

58 

19.3 

N onmanagement 

242 

80.7 

doing  to  myself?”  He  has  been  well  and 
active  in  AA  for  more  than  seven  years. 

We  are  not  “overdiagnosing”  alcoholism. 
Again  and  again  an  individual  name  has 
remained  in  our  files  without  inclusion  in 
annual  statistics  when  there  was  doubt 
about  his  drinking  being  a problem.  Then, 
following  an  absence,  we  would  receive 
the  personal  physician’s  diagnosis  of  alco- 
holism with  cirrhosis,  or  an  accident  oc- 
curred while  drinking,  or  the  individual 
was  found  in  a bar  drinking  during  working 
hours.  One  man  said,  “I  was  in  the  wrong 
place  at  the  wrong  time;  I was  at  the  bar 
instead  of  at  my  desk  at  nine  in  the  morn- 
ing.” A wife’s  complaint  was  verified  a 
few  months  later  when  her  husband  was  too 
intoxicated  to  report  to  work.  In  others, 
with  time,  early  trivial  indications  so  in- 
creased in  number  and  severity  that  no 
doubt  was  left  of  an  alcohol  problem.  In 
1 case,  referral  by  supervisors  resulted  in  no 
acknowledgment  of  drinking  by  the  em- 
ploye, and  we  found  nothing  on  physical 
examination;  his  supervisors  were  told 
we  would  have  to  await  a crisis.  Three 


months  later  the  crisis  occurred  when, 
following  a luncheon  at  which  one  drink 
had  been  served,  this  employe  took  “three 
double  bourbons,”  fell  on  the  ice,  and  lacer- 
ated his  forehead. 

At  times,  we  have  created  a crisis  when 
an  employe’s  drinking  made  it  unsafe  for 
him  to  climb  poles  or  ladders  or  to  drive  a 
motor  vehicle,  by  recommending  restric- 
tion of  these  activities.  Another  type  of 
constructive  crisis  has  come  when  we  have 
advised  the  administrator  that  the  individ- 
ual was  medically  unfit  for  work  but  was 
not  taking  appropriate  means  toward 
recovery;  he  was  then  ineligible  to  receive 
salary  payments  under  the  medical  dis- 
ability plan.  This  has  resulted  in  accep- 
tance of  our  recommendation  to  help  in 
his  recovery. 

Results 

Since  alcohol  problems  occur  among 
individuals  of  all  levels  of  income,  it  is  not 
remarkable  that  there  has  been  no  signifi- 
cant difference  in  incidence  among  manage- 
ment and  nonmanagement  employes.  The 
low  incidence  among  women  employes  is 
explained  by  the  fact  that  many  of  them 
marry  and  leave  the  company  at  an  early 
age.  In  both  sexes,  the  alcohol  problems 
increased  with  age;  in  women  up  to  the 
fifty-fifth  year  and  in  men  to  the  sixtieth 
year  (Tables  I to  III). 

Of  the  300  employes  with  whom  we  have 
worked  during  all  or  part  of  the  1961  to 
1968  period,  only  59  (19.7  per  cent)  have 
been  lost  to  the  payroll  for  causes  related 
to  alcohol.  This  result  of  an  80.3  per  cent 
rehabilitation  was  obtained  through  the 
efforts  and  cooperation  of  many  people. 
The  medical  department  has  been  the  focal 
point  for  referral,  study,  and  diagnosis, 
as  well  as  for  communications  to  and  from 
immediate  supervisors  and  other  higher 
management,  AA  members  working  with 
employes,  personal  physicians  and  psy- 
chiatrists, spouses  and  other  relatives,  and 


TABLE  III.  Age  in  years  when  first  seen  for  alcoholism 


Under  20 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60- 

Male  0 

7 

9 

25 

33 

42 

40 

34 

48 

19 

Female  2 

2 

1 

2 

5 

2 

5 

15 

5 

4 

Totals  2 

9 

10 

27 

38 

44 

45 

49 

53 

23 
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TABLE  IV.  Annual  losses  from  payroll  related  to  alcoholism 


Year 

Alcoholism 

Diagnosed  — Losses  in — 

and  Number  1961  1962  1963  1964  1965  1966  1967  1968 


1961(49)  ID  IIP  ...  2D,  IP,  IS  IP  ...  ID  IP 

1962  (25)  ...  ID,  IP,  3S  IP  ...  IS  ...  IP,  IS  IP 

1963  (47)  ...  ...  2R  2P  2P  2D  IS 

1964  (37)  ...  ...  1R  ID,  2P  IP  ID  IP 

1965  (27)  ...  ...  ...  ...  ...  IS  2P 

1966  (37)  ...  ...  ...  ...  ...  2S  IP,  1R  IP 

1967  (38)  ...  ...  ...  ...  ...  ...  ...  IP,  1R,  IS 

1968  (40)  ...  ...  ...  ...  ...  ...  ...  3S 


* Key  to  abbreviations:  D = died;  P = pensioned;  R = resigned;  S = separated. 


TABLE  V.  Annual  losses  from  payroll,  not  related  to  alcoholism,  of  employes  in  alcoholism  program* 


Year 

Alcoholism 


and  Number 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1961  (49) 

IP,  1R 

IP 

IP 

ID 

ID 

ID,  IP 

1962  (25) 

IP 

1963  (47) 

IP 

IP 

ID,  1R 

ID,  IP 

1964  (37) 

1R 

2R 

ID,  2P 

ID,  IP 

1965  (27) 

ID,  2P 

1966  (37) 

IP 

IP 

1967  (38) 

ID,  IP,  1R 

1968  (40) 

Key  to  abbreviations:  D = died;  P = pensioned;  R = resigned;  S = separated. 


occasionally  a clergyman,  friend,  or  com- 
munity agency.  Speakers  heard  at  open 
A A meetings  locally  and  abroad  have 
been  helpful  (Tables  IV  to  V). 

The  financial  investment  of  the  company 
in  this  alcoholism  program  is  paying 
dividends  through  improvement  in  quality 
and  quantity  of  work,  decreased  accident 
hazard  on  and  off  the  job,  and  in  pre- 
venting premature  retirement  of  skilled 
employes. 

The  fact  of  remaining  on  the  payroll 
does  not  imply  that  all  of  these  employes 
have  achieved  abstinence  or  have  given  up 
harmful  drinking.  It  does  mean  that 
their  supervisors  and  administrators  find 
them  able  to  perform  their  duties  ac- 


ceptably or  are  willing  to  tolerate  certain 
periods  of  incapacitation  with  evidence  or 
hope  of  recovery.  To  those  who  have 
achieved  solid  recovery  we  are  indebted 
for  their  demonstration  of  the  fact  that 
alcoholism  is  a “treatable  disease.” 

101  Willoughby  Street 
Brooklyn,  New  York  11201 
(Dr.  Kamner) 
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Reliability  of  Midline 
Echoencephalography 

THOMAS  H.  MASON,  M.D. 
Schenectady,  New  York 

Division  of  Neurosurgery  and  Neurology,  Ellis  Hospital, 
Affiliated  with  Albany  Medical  College 


T HE  application  of  ultrasound  to  neuro- 
logic diagnosis  has  made  exciting 
progress  in  the  past  two  decades.  In  1942, 
high-frequency  sound  was  used  as  a flaw 
detector  in  metals  by  Firestone.1  About 
the  same  time  Dussik13  was  employing 
ultrasound  to  map  shadows  of  internal 
abdominal  organs,  but  he  had  great  diffi- 
culty in  penetrating  the  skull.  French, 
Wild,  and  Neal,  in  1950, 2 detected  cerebral 
tumors  by  ultrasonic  echoes  in  autopsy 
material.  Peyton,3  three  years  later,  re- 
ported the  first  clinical  use  of  high-fre- 
quency sound  for  the  localization  of  brain 
tumors  in  the  operating  room.  Tanaka4 
embarked  on  a progressive  program  with 
diagnostic  sounding  methods.  The  major 
breakthrough  was  accomplished  by  Leksell, 
in  1956, 5 when  he  recognized  the  value  of 
midline  echoes,  which  he  referred  to  as  the 
M complex.  He  called  attention  to  the 
significance  of  their  displacement  in  detect- 
ing complications  following  head  injury. 
A host  of  workers,  including  Lithander6; 
Jeppson7;  White,  Chesebrough,  and  Blan- 
chard*; Ambrose9;  and  Ford  and  Am- 
brose, 10  have  confirmed  the  value  of  midline 
echo  patterns  and  have  enhanced  our 
diagnostic  acumen  by  their  technics. 


The  midline  complex,  or  M echoes,  have 
been  a continuous  source  of  controversy.11,12 
The  flat  surface  of  the  temporal  bone  lends 
itself  to  good  contact  from  a small  trans- 
ducer. When  the  beam  is  directed  in  a 
horizontal  plane,  the  third  ventricle  is 
traversed.  This  has  been  verified  by 
Grossman,12,13  Dreese  and  Netsky,14  and 
Ambrose  and  Ford,9,10  and  yet  there  is 
contention  by  pioneers  of  medical  ultra- 
sound that  powerful  reflections  are  oc- 
curring from  the  pineal  gland,  the  septum 
pellucidum,  and  occasionally  from  the 
interhemispheric  fissure.  There  is,  how- 
ever, no  argument  that  the  strong  echoes 
are  obtained  from  the  central  areas  and 
that  the  displacement  from  the  normal 
position  may  be  an  omen  of  a grave 
neurologic  disorder  requiring  prompt  neuro- 
surgical intervention.  Echoencephalog- 
raphy is  a harmless  screening  technic  which 
may  direct  the  physician’s  attention  toward 
the  intracranial  problem  or  give  him  some 
assurance  that  this  is  not  a space-occupying 
intracranial  lesion.  The  echoencephalo- 
gram  is  helpful  as  a guideline  to  the  neurol- 
ogist or  neurosurgeon  in  determining 
whether  or  not  there  is  any  urgency  to  the 
clinical  situation  in  regard  to  further 
diagnostic  contrast  studies. 

Methods  and  materials 

Our  ultrasonoscope  transmits  waves  at 
2.25  million  cycles  per  second.  A pulsed 
linear  beam  is  emitted  from  the  transducer, 
which  is  1.9  cm.  in  diameter  and  is  com- 
posed of  a barium  titanate  crystal.* 
Vibrations  are  induced  by  applying  an 
electrical  potential  to  the  crystal,  and  the 
resultant  sound  waves  are  propagated  into 
the  tissues.  The  Curie  brothers,  in  1881, 15 
revealed  the  “Piezo-electric  effect”  which 
was  produced  by  the  agitation  of  crystals, 
and  this  evoked  an  electrical  potential. 
The  reverse  phenomenon  wras  created  by 
applying  electrical  energy  to  crystals  and 
generating  high-frequency  sound  waves, 
and  this  was  discovered  by  Lippman  in 
1882. 15  The  application  of  the  reversed 
Piezo-electric  effect  is  the  method  by  which 
diagnostic  ultrasound  is  produced.  This 
sensitive  instrument  transmits  an  intermit- 
tent 5-microsecond  beam,  360  times  per 
second,  and  is  listening  for  returning  echoes 

* Ekoline  apparatus  of  Smith,  Kline  and  French  Labora- 
tories, Philadelphia,  Pennsylvania. 
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more  than  99  per  cent  of  the  time.  The 
reflected  ultrasonic  waves  are  visualized  as 
vertical  spike  complexes  and  are  photo- 
graphed when  the  familiar  M patterns  are 
displayed.  White16  has  a technic  for  aver- 
aging these  prominent  midline  echoes. 

Since  sound  has  many  of  the  same  prop- 
erties as  light,  it  can  be  reflected,  refracted, 
disbursed,  or  absorbed.  The  physiologic 
characteristics  remain  fairly  constant  in  the 
human  acoustical  range  of  20  to  20,000 
c.p.s.  and  also  in  the  higher  frequencies. 
The  speed  of  sound  in  the  brain  is  approxi- 
mately 1,515  M.  per  second  and  may  vary 
slightly  with  temperature  changes.  Ultra- 
sonic waves  require  liquid  or  solid  media 
for  reliable  propagation  and  traverse  1 cm. 
of  brain  in  13  microseconds.  Diagnostic 
ultrasound  uses  from  0.0002  to  0.0005  watts 
per  square  centimeter  of  soft  tissue  in  a 
pulsed  beam  for  penetration  and  has  no 
harmful  effects. 17  As  much  as  1 or  2 watts 
per  square  centimeter  in  a constant  beam 
is  necessary  to  produce  tissue  necrosis. 
This  acoustical  energy  can  give,  by  its 
reflections,  predictable  information  as  to 
depth,  size,  and  location  of  living  tissue 
interfaces.  By  employing  lateral  move- 
ment to  the  transducer  and  recording 
echoes  as  dots  of  varying  intensity,  actual 
shadows  of  deep  structures  can  also  be 
portrayed.  The  latter  method  is  the  B- 
scan  technic  and  is  beyond  the  realm  of  this 
survey. 

Our  purpose  is  to  relate  our  experiences 
with  an  ultrasonic  device  as  a diagnostic 
instrument  in  predicting  the  shift  of  mid- 
line structures.  This  series  was  recorded 
from  patients  with  suspected  intracranial 
lesions  in  a general  hospital.  The  tracings 
were  made  prior  to  contrast  studies,  with 
the  exception  of  those  that  were  followed 
serially  because  of  a changing  neurologic 
picture.  Polaroid  photographs  were  made 
of  the  right-to-left  and  left-to-right  echoes 
to  capture  the  prominent  midline  reflec- 
tions. A displacement  of  more  than  3 mm. 
was  regarded  as  significant  in  adults  and  of 
2.5  mm.  was  recorded  as  a borderline 
situation.  Verification  of  the  accuracy  of 
ultrasonic  echoencephalography  was  made 
by  pneumoencephalography,  angiography, 
operation,  or  postmortem  examinations. 
We  did  not  feel  justified  in  using  pineal 
interpretations  as  a source  of  confirmation. 

Our  approach  has  consisted  of  the  A-scan 


technic  with  a stationary  transducer  placed 
above  the  helix  with  a water-soluble  jelly 
as  a coupling  medium.  The  actual  distance 
from  the  skin-air  interface  to  the  midline 
reflections  on  the  oscilloscope  is  calibrated 
in  millimeters.  The  only  correction  in 
linear  measurement  is  made  for  the  thick- 
ness of  the  bone  because  the  ultrasonic 
waves  travel  at  a much  faster  rate  in  solid 
tissues  than  in  soft  or  liquid  substances. 
The  strength  of  returning  echoes  is  deter- 
mined by  the  specific  acoustic  impedence. 
This  varies  with  the  angle  of  the  incident 
beam  and  the  size  of  the  contact  area. 


Technic  of  reading  echoencephalograms 

The  M complex  appears  to  represent  the 
tissue  interface  of  the  wide  lower  and 
narrow  upper  walls  of  the  third  ventricle 
and  gives  4 characteristic  spikes.  In  most 
instances,  only  2 or  3 wave  patterns  are 
seen.8  Note  the  4 spikes  in  M complex  in 
Case  3.  Because  the  high-frequency  sound 
beam  dissipates  rapidly,  we  have  found 
the  near-side  interference  to  attenuate  the 
midline  echoes.  Therefore,  it  is  worth 
while  to  have  the  ultrasonoscope  recording 
without  too  much  spike  activity  in  the 
proximal  aspect  of  the  beam. 

The  interpretation  of  the  echoencephalo- 
gram  tracing  can  be  done  in  various  ways. 
We  have  utilized  3 methods.  These  con- 
sist of  proximal  measurements,  distal  inner 
table  calculations,  and  through-transmis- 
sion signal  references.  A readable  or  ac- 
ceptable echo  estimation  of  the  midline  has 
had  to  meet  certain  criteria.  The  sum  of 
the  distances  from  the  skin  to  the  third 
ventricle  from  the  right,  A,  and  left,  B, 
plus  the  width  of  the  third  ventricle  should 
match  the  total  measurement  of  the  linear 
beam,  Ci  = C2,  within  2 mm.  This  insures 
the  fact  that  the  echoes  were  recorded  from 
similar  paths  in  each  direction.  The  dif- 
ference between  A and  B is  determined, 
and  when  divided  by  2,  gives  the  displace- 
ment from  midline  in  millimeters.  The 
technician’s  problem  is  to  determine  accu- 
rately the  distal  skin-air  interfaces  (Fig.  1, 
top). 

The  distal  or  inner-table  measurements 
are  made  from  the  same  tracing.  The  sum 
of  the  distances  from  the  proximal  third 
ventricle  reflection  to  the  far  inner  table. 


3112  New  York  State  Journal  of  Medicine  / December  15,  1969 


D + E -mV  = F,  = F2 

FIGURE  1.  (Top)  Proximal  echo  measurements  from  skin-air  interface  to  third  ventricle.  (Bottom)  Distal 
measurements  from  near  wall  of  third  ventricle  to  opposite  inner  table. 


with  the  probe  on  the  right,  D,  and  the  left, 
E,  should  be  equal  to  the  linear  beams 
across  the  skull  from  the  inner  tables, 
F i = F2.  The  third  ventricle  width  should 
be  subtracted  because  it  is  counted  twice. 
A 2-mm.  difference  is  acceptable  for  a 
readable  tracing.  The  difference  between 
D and  E is  calculated  and  then  divided  by 
2.  This  indicates  the  deviation  from  mid- 
line (Fig.  1,  bottom). 

A third  method  of  reading  these  echo- 
encephalograms  has  been  provided  by  the 
through-transmission  signal.  The  location 
of  the  signal  represents  the  theoretical  mid- 
line because  one  passage  through  the  head 
should  equal  the  distance  traveled  by  sound 
impulses  going  from  one  temporal  area  to 
an  undisplaced  midline  structure  and  back 
again.  This  is  accomplished  by  passing  a 
linear  beam  of  high-frequency  sound  be- 


tween sending  and  receiving  transducers. 
This  is  photographed  as  a spike  or  a dot 
as  the  central  reference  point,  and  the  single 
probe  recordings  of  the  M echoes  are  made 
from  the  right  and  the  left  on  the  same 
tracing.  By  measuring  the  distance  from 
the  central  electrical  signal  to  symmetrically 
displaced  M complexes,  one  can  determine 
the  amount  of  shift  of  the  midline  structures 
(Fig.  2). 

By  employing  the  proximal  and  distal 
measurements  plus  the  more  recently 
popularized  through-transmission  technic, 
we  have  been  able  to  obtain  a notable 
degree  of  accuracy  in  our  midline  estima- 
tions. The  following  cases  are  recorded  to 
demonstrate  some  of  the  various  circum- 
stances in  which  the  echoencephalogram  is 
extremely  helpful  as  a diagnostic  aid.  In 
these  instances,  the  focus  of  clinical  atten- 
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FIGURE  2.  Technic  for  measuring  displacement  of  M echoes  from  through-transmission,  artificial,  midline 
signal. 


tion  was  on  the  neurosurgical  situation 
because  of  the  echoencephalographic  find- 
ings. 

Case  reports 

Case  1.  This  sixty-five-year-old  man  was 
admitted  to  the  medical  service  on  February  23, 
1966,  with  a diagnosis  of  hypertension  and 
pneumonia.  According  to  his  family  physician, 
he  had  a coronary  thrombosis  in  1961  and  had 
been  taking  pentaerythrital  tetranitrate  (Peri- 
trate)  and  antihypertensive  medication  since 
that  time.  Intermittent  headaches  were  present 
1 month  prior  to  admission.  In  the  past  week 
he  had  complained  of  being  tired  and  not  feeling 
well.  There  was  no  history  of  trauma.  Exam- 
ination disclosed  his  temperature  to  be  102  F. 
with  coarse  rales  in  the  chest.  He  appeared 
stuporous,  and  there  was  some  stiffness  of  the 
neck.  The  nurse  reported  a seizure  with  con- 
jugate deviation  of  the  head  and  eyes  to  the 
left.  Skull  films  showed  no  abnormality  except 
for  some  questionable  clouding  of  the  left 
maxillary  antrum.  A chest  film  did  not  reveal 
any  consolidation.  An  echoencephalogram  was 
obtained  on  the  day  following  admission,  and 
this  revealed  a midline  shift  of  4.5  mm.  to  the 
left  (Fig.  3).  The  cerebrospinal  fluid  pressure 
was  normal,  but  the  fluid  was  xanthochromic. 
Angiography  demonstrated  a large  subdural 
hematoma  over  the  right  parietal  and  temporal 
areas.  Surgery  was  performed  on  February 
25,  1966,  with  evacuation  of  200  cc.  of  chronic 
subdural  hematoma.  The  pneumonitis  cleared 
with  antibiotics.  He  was  discharged  fifteen 
days  later,  without  neurologic  defect.  The 
echo  shift  prompted  angiogi'aphy  which  led  to 


treatment  in  this  situation  which  appeared  to  be 
initially  a medical  problem. 

Case  2.  This  sixty-four-year-old  man  who 
lived  alone  was  known  to  be  a chronic  drinker. 
Because  he  had  not  been  seen  to  leave  his 
home  for  a week,  a local  physician  was  called. 
He  found  him  in  a stuporous  condition  with 
sphincter  incontinence.  He  referred  him  to  the 
hospital  on  October  21,  1967.  Further  history 
indicated  that  he  had  had  insomnia,  fatigue, 
and  lack  of  appetite  approximately  one  month 
before  admission.  He  had  fallen  in  the  bath- 
room three  weeks  prior  to  admission  and  sus- 
tained a small  laceration  on  the  left  side  of  the 
scalp. 

Examination  disclosed  him  to  be  comatose 
with  some  purposeful  movements  of  the  ex- 
tremities. He  was  responding  to  painful 
stimuli  and  pupils  were  in  mid-dilatation  and 
reacted  well.  The  neck  was  resistant.  A 
right  Babinski’s  sign  was  present.  Echoen- 
cephalography  disclosed  a 7-mm.  shift  to  the 
right,  and  the  electroencephalogram  indicated 
voltage  suppression  in  the  left  temporal  and 
parietal  areas  (Fig.  4).  Cerebral  spinal  fluid 
was  clear  with  normal  pressure  and  a protein  of 
89  mg.  per  100  ml.  Eight  lymphocytes  were 
present,  and  the  glucose  was  66  mg.  per  100  ml. 
He  was  normotensive,  and  the  pulse  rate  was 
60  per  minute.  Angiography  was  performed  on 
the  day  following  admission,  and  this  disclosed 
a large  left  chronic  subdural  hematoma.  A 
craniotomy  was  performed  with  removal  of  the 
clot  and  the  membranes.  He  became  more 
alert  and  one  week  after  surgery  was  ambulatory 
with  only  a mild  residual  aphasic  disturbance. 
At  this  time,  his  echoencephalogram  revealed 
no  shift  of  midline  structures.  With  physio- 
therapy and  supportive  treatment,  he  improved 
sufficiently  to  be  discharged  on  the  sixteenth 
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FIGURE  3.  Case  1.  M complex  is  75  mm.  from  right  and  66  mm.  from  left,  with  9 mm.  difference.  When 
divided  by  2,  it  indicates  4.5  mm.  shift  to  left  by  subdural  hematoma. 


postoperative  day  with  only  an  extremely  mild 
dysphasia  which  was  improving  steadily. 

This  rather  classical  picture  of  chronic 
subdural  hematoma  showed  a shifted  mid- 
line with  a good  through-transmission 
signal  for  verification  prior  to  angiography 
and  a return  to  normal  a week  after  surgical 
treatment. 

Case  3.  This  sixty-eight-year-old  man  was 
admitted  to  the  neurosurgical  service  on  March 
27,  1966,  having  been  seen  in  consultation  at  the 
Sunnyview  Rehabilitation  Hospital  because  of 
a left  hemiplegia.  He  had  been  admitted  there 
because  of  an  alleged  cerebral  vascular  accident. 
The  patient  had  been  slowing  down  for  five  to 
six  months  and  had  a chronic  cough  for  many 
years.  Two  months  prior  to  admission,  he 
had  a convulsive  seizure  involving  the  left  side 
of  the  face.  About  ten  days  later,  his  wife 
noted  paralysis  of  the  left  arm  and  leg.  This 
became  complete  over  a three-  to  five-day 
period,  and,  therefore,  he  was  sent  to  the 
Rehabilitation  Hospital.  On  examination,  a 
spastic  paralysis  was  revealed  of  the  left  arm 
and  leg  with  slight  movement  of  the  left  lower 
extremity.  Deep  tendon  reflexes  were  increased 
on  the  left  side  with  Babinski’s  phenomenon. 
Parietal  modalities  were  impaired  in  the  left 


hand,  and  poor  body-scheme  recall  was  present 
with  loss  of  double  simultaneous  stimulation. 
His  visual  fields  were  full.  An  echoencephalo- 
gram  was  performed  on  March  29,  1966,  and 
disclosed  an  8-mm.  shift  of  midline  structures  to 
the  left  (Fig.  5).  An  abnormal  electroencepha- 
logram was  reported  with  focal  delta  activity  in 
the  right  frontal  region.  The  mercury-203 
brain  scan  demonstrated  a very  definite  ab- 
normal concentration  in  the  right  frontal  parietal 
area.  Angiography  on  April  1,  1966,  disclosed  a 
vascular,  posterior-parietal  tumor  on  the  right. 
Surgery  was  performed  with  excision  of  a 
frontal  parietal  astrocytoma  on  April  6,  1966, 
but  there  was  no  clinical  improvement  in  the 
hemiplegia.  He  was  discharged  on  May  6, 
1966,  to  his  home  to  return  for  radiation 
therapy.  The  patient  expired  on  June  23, 
1966.  This  patient  had  been  sent  to  a rehabili- 
tation hospital  for  an  alleged  stroke,  and  the 
echoencephalogram  aroused  suspicion  of  a mass 
lesion. 

Case  4.  This  forty-two-year-old  woman  was 
admitted  on  November  13,  1967,  with  a frank 
hemiplegia  of  the  left  side.  She  had  been  well 
until  the  previous  day  when  she  slipped  on  the 
bathroom  floor,  striking  the  right  side  of  her 
neck.  Drowsiness  ensued  with  paralysis  within 
one  horn-.  A left  supranuclear  facial  palsy 
with  a flail  left  arm  and  spastic  left  leg  were 
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FIGURE  4.  Case  2.  M echoes  are  73  mm.  from  right  temporal  area  and  87  mm.  from  left.  Shift  of  midline 
is  7 mm.  to  right.  Through-transmission  signal  represented  as  downward  spike  on  lower  scale. 


noted.  There  was  conjugate  deviation  of  the 
eyes  to  the  right,  and  a homonomous  field  de- 
fect was  also  present  on  the  left. 

Roentgenograms  of  the  skull  and  cervical 
spine  gave  negative  results.  The  echoen- 
cephalography  results  indicated  a 6-  to  8-mm. 
third  ventricle  which  appeared  in  perfect  mid- 
line, and  these  central  echoes  were  superimposed 
on  the  through-transmission  midline  signal 
(Fig.  6).  Angiography  was  performed  on  the 
following  day  and  revealed  an  obstruction  4'/2 
cm.  above  the  carotid  bifurcation  on  the  right. 
The  electroencephalogram  disclosed  focal  right 
temporal  parietal  slow-wave  activity.  Her 
electrocardiogram  showed  normal  findings. 
Serial  echoencephalograms  did  not  show  signifi- 
cant shift  of  midline  structures.  She  became 
alert  and  cooperative  in  her  second  week,  and 
three  weeks  after  the  hemiplegic  episode,  angi- 
ography was  repeated.  The  obstruction  was 
still  apparent  in  the  right  carotid  system. 
A left  carotid  angiograph  revealed  some  cross- 
filling with  no  shift  of  the  anterior  cerebral 
arteries. 

She  was  discharged  on  her  twenty-sixth  day 
with  a residual  spastic  left  hemiplegia,  to  the 
Sunnyview  Rehabilitation  Center.  The  serial 
echoencephalograms  gave  us  some  assurance 
that  we  were  not  dealing  with  an  intracerebral 
hematoma,  and  this  was  verified  by  angiography. 


These  cases  are  mere  samplings  of  the 
many  instances  in  which  an  echoencephalo- 
gram  is  of  great  clinical  assistance  in  the 
management  of  neurologic  patients.  A 
negative  echoencephalograph  result  should 
not  be  interpreted  as  an  infallible  guide. 
Ultrasonic  recordings  which  suggest  dis- 
placement of  midline  structures  should 
excite  sufficient  curiosity  to  prompt  further 
diagnostic  studies. 

Echoencephalograph  series 

In  the  analysis  of  3,725  echoencephalo- 
grams ( 3,150  patients)  in  a general  hospital, 
we  have  attempted  to  verify  these  and  de- 
termine our  percentage  of  errors  as  well  as 
our  accuracy  in  confirmed  cases.  We  failed 
to  get  a readable  echoencephalogram  in  72 
patients,  and  this  represented  2 per  cent  of 
the  series.  With  24  erroneous  interpreta- 
tions in  801  verified  clinical  cases,  the  accu- 
racy was  97  percent;  whereas,  with  18  incor- 
rect readings  in  175  patients  with  shifted 
midlines,  the  accuracy  was  90  per  cent. 
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FIGURE  5.  Case  3.  M complex  is  82  mm.  from  right  and  temporal  area  and  66  mm.  from  left.  Difference  is 
16  mm.;  when  divded  by  2.  represents  shift  of  8 mm.  to  left. 


The  false-negative  interpretations  in  the 
verified  echoes  were  2.2  per  cent  (18  of  801 
cases)  and  the  false-positive  interpretations 
were  0.8  per  cent  16  of  801  verifications). 
This  higher  incidence  of  false- negative  read- 
ings is  understandable  because  ultrasonic 
evaluation  of  the  midline  is  often  more  dif- 
ficult in  situations  in  which  intracranial 
pathologic  disturbance  is  present  because 
of  dispersion  of  the  ultrasonic  waves  by  the 
lesion  (Tables  I and  II). 

Misinterpreted  echoes 

The  strong  midline  echoes  are  easily 
obtained  in  most  patients,  but  a restless 
individual  may  present  some  technical 
problems.  Sometimes  there  is  difficulty 
with  short  curly  hair  or  soft-tissue  swelling 
about  the  ear.  However,  in  most  normal 
subjects  no  real  problem  is  encountered. 
A subdural  hematoma  or  tumor  may 
scatter  the  sound  to  such  a degree  that  a 
reliable  signal  of  the  midline  cannot  be 


obtained  from  the  involved  side.  Hence, 
no  M pattern  is  verified  unless  one  uses  the 
through-transmission  signal  as  a point  of 
reference  and  records  from  the  uninvolved 
side. 

Our  greatest  source  of  misinterpretation 
has  been  in  reading  dilated  third  ventricles 
as  a small  shift  of  central  structures.  This 
has  been  caused  by  our  inability  to  recog- 
nize both  proximal  and  far  walls  of  the 
third  ventricle  simultaneously  on  the 
oscilloscope  tracing.  This  is  further  com- 
pounded by  the  fact  that  the  echoes  with 
dilated  third  ventricles  were  not  interpreted 
as  readable  because  the  left-to-right  and 
right-to-left  tracings  did  not  match  the 
linear  beam.  However,  by  adding  the 
width  of  the  third  ventricles  in  proximal 
measurements,  the  tracing  becomes  read- 
able and  may  eliminate  a source  of  error. 
With  distal  measurements  the  third  ven- 
tricle is  subtracted  (Fig.  1,  bottom). 

Echoencephalographic  errors  may  be  due 
to  misreading  or  technical  factors.  Ab- 
sence of  a shift  of  midline  structures  may 
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FIGURE  6.  Case  4.  M echoes  reveal  6-mm.,  nonshifted  third  ventricle.  Through-transmission  signal 
represented  by  white  dot  (B-Scan  technic)  rather  than  as  downward  spike  in  Figure  4. 


TABLE  I.  Errors  in  801  verified  echoencephalograms 


False  Positive 

«— (0.8  per  cent) — — — - 

Condition  Errors 


Cerebral  atrophy  3 

Hydrocephalus  1 

Calcified  meningioma  1 

Colloid  cyst  1 


TABLE  II.  Shifted  midline  (175) 

Condition 

Shifts 

Trauma 

45 

Tumor 

89 

Vascular 

24 

Inflammatory 

10 

Atrophy 

7 

occur  with  bilateral  subdural  hematomas 
or  with  multiple  tumors.  Distorted  and 
bizarre  series  of  ultrasonic  reflections  may 
be  seen  when  the  tumor  is  in  the  thalamic 
region  or  suprasellar  in  location.  Fronto- 


False  Negative 
-(2.2  per  cent)- 


Condition  Errors 


Cerebral  tumors  8 

Subdural  hematomas  4 

Cerebral  thrombosis  2 

Cerebral  hemorrhage  2 

Epidural  hematoma  1 

Carotid  thrombosis  1 


polar  neoplasms  have  produced  the  largest 
number  of  false-negative  readings  because 
of  the  backward  displacement  of  the  ven- 
tricular system  without  much  lateral  devia- 
tion. Posterior  fossa  tumors  are  not  de- 
tectable by  shift  of  the  fourth  ventricle 
because  a reliable  midline  cannot  be  deter- 
mined in  this  region.  The  thickness  of  the 
mastoid  bone  and  the  absence  of  a flat 
surface  for  sounding  are  two  significant 
factors.  Indirectly,  a fourth  ventricle  or 
posterior  fossa  tumor  may  be  detected  by 
the  presence  of  hydrocephalus  and  the 
suspicion  of  a dilated  third  ventricle.  A 


3118  New  York  State  Journal  of  Medicine  / December  15,  1969 


summit  aneurysm  of  the  basilar  artery  may 
give  extremely  high  excursions  to  the  mid- 
line echoes  (Table  I). 

Echoencephalograms  in  vascular  lesions 

Some  clinical  observations  from  routine 
use  of  echoencephalography  in  cerebral 
vascular  involvement  are  noteworthy.  In 
middle  cerebral  thrombosis,  the  midline 
structures  are  usually  not  shifted  because 
of  the  limited  amount  of  edema  associated 
with  infarct.  A carotid  occlusion  with  poor 
collateral  circulation  may  cause  enough 
swelling  to  displace  the  third  ventricle  as 
much  as  7 to  10  mm.  and  a shift  back  occurs 
in  several  weeks.  This  has  been  reported 
by  Garg  et  a/.18  Aneurysms  that  are  lat- 
erally placed  produce  significant  hematoma 
when  ruptured  to  displace  the  third  ven- 
tricle away  from  the  site  of  the  lesion. 
Hypertensive  cardiovascular  hemorrhage 
with  intracerebral  clot  can  be  monitored  as 
the  hematoma  gradually  absorbs  in  those 
that  are  not  severe  enough  to  warrant 
surgical  intervention. 

Echoencephalograms  in  trauma 

In  cases  of  craniocerebral  trauma,  under 
observation,  an  initial  shift  may  occur  with 
a contusion  of  the  frontal  or  temporal  lobes, 
and  then  a gradual  shiftback  is  noted  over 
the  next  week.  A progression  of  the  shift 
of  midline  with  serial  echoencephalography 
would  make  angiography  justifiable.  The 
individual  who  sustains  a head  injury  as  a 
result  of  a seizure  or  a vascular  infarct  may 
be  of  grave  concern  for  several  days  and 
during  this  critical  period  may  be  monitored 
with  ultrasonic  estimation  of  midline.  A 
depressed  fracture  in  the  temporal  region 
may  disburse  the  ultrasonic  waves  to  such 
a degree  that  an  accurate  determination  of 
midline  is  impossible  from  that  side. 
Echo  sounding  from  the  opposite  side  and 
through-transmission  signal  reference  is 
necessary  in  this  instance. 

Echoencephalograms  in  brain  tumors 

In  the  screening  of  headache  problems 
with  neurologic  examination  and  skull 
films,  echoencephalography  becomes  a good 
adjunct  in  neurologic  diagnosis,  and  when 
used  in  conjunction  with  brain  scan  and 


electroencephalography,  the  accuracy  is 
greatly  enhanced.  Recurrent  brain  tumors 
can  be  seen  to  shift  gradually  and  progres- 
sively to  the  midline.  In  situations  in 
which  a brain  tumor  is  deemed  inoperable 
and  radiation  therapy  is  used,  a return  of 
the  third  ventricle  to  a more  midline  posi- 
tion may  be  noted.  This  has  also  been 
seen  in  several  patients  who  have  been 
placed  on  steroid  therapy  with  recurrent 
intracranial  neoplasms. 

Summary 

This  series  of  3,725  echoencephalograms 
was  performed  in  a general  hospital  by  the 
neurologic  and  neurosurgic  services  for 
evaluation  of  the  normal  or  displaced  third 
ventricle.  Verifications  were  made  in  510 
patients,  and  the  accuracy  and  errors  were 
determined.  F’our  cases  were  reported  to 
illustrate  how  the  clinical  application  of 
ultrasonic  echoencephalography  is  helpful 
as  an  early  guide  to  management.  With 
the  refinements  in  the  medical  ultrasonic 
equipment  and  careful  attention  to  the 
illustrated  reading  criteria,  one  should 
attain  a high  degree  of  accuracy  in  predict- 
ing a normal  or  displaced  diencephalon. 
The  false-negative  interpretations  will  prob- 
ably remain  higher  than  the  false-positive 
readings  because  of  the  fact  that  the  intra- 
cranial pathologic  disturbance  frequently 
produces  great  disbursement  of  the  ultra- 
sonic waves.  Our  experience  has  revealed 
an  over-all  accuracy  of  96.8  per  cent. 
Technical  difficulties  or  failure  to  get 
acceptable  midline  signals  occurred  in  65 
patients  (3.3  per  cent).  The  reliability  of 
acoustical  wave  energy  as  an  adjunct  in 
neurologic  diagnosis  would  seem  to  justify 
the  continued  use  of  A-scan  echoencephalo- 
grams in  screening  patients  with  suspected 
intracranial  lesions. 
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T en  years  ago,  with  the  announcement 
of  transistorized  “second-generation”  com- 
puters, the  era  of  medical  computing  began. 
Quite  understandably  the  striking  capabili- 
ties of  this  new  technology  stimulated 
many  investigators,  since  this  occurred  at 
the  time  period  when  “knowledge  ex- 
plosion” was  becoming  a source  of  increas- 
ing concern  in  medicine. 

After  ten  years,  the  present  “state-of- 
the-art”  can  be  conveniently  divided  into 
two  types  of  activities.  There  are  com- 
puter projects  focused  on  a limited  objec- 
tive, and  there  are  programs  with  a wider 
scope  to  automate  all  clinical  data  in  the 
hospital. 1 

In  the  former  group,  numerous  projects 
have  reached  considerable  sophistication. 
The  accomplishments  by  these  projects  are 
fully  comparable  with  those  in  other  fields 
of  clinical  research,  for  example,  trans- 
plantation immunology,  neurochemistry, 
and  so  on.  Some  examples  in  this  area  are 
automated  scanning  of  electrocardiograms 
and  electroencephalograms;  the  various 
diagnostic  programs  in  radiology;  the 
diagnostic  programs  for  congenital  heart 
diseases,  thyroid  functions,  hematologic 
diseases;  and  so  on.2  Some  of  these  proj- 
ects began  hesitatingly  with  an  unimpres- 
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sive  diagnostic  accuracy,  but  with  some 
experience  remarkable  improvements  have 
followed.  As  the  shortcomings  of  the 
initial  design  have  been  weeded  out,  several 
of  these  computer  programs  are  approach- 
ing the  accuracy  of  the  clinical  experts. 
There  is  little  doubt  that  many  such  areas 
of  routine  clinical  medicine  will  soon  be 
computer  automated  without  any  risk  of 
compromising  in  quality  but  with  sub- 
stantial time  saving  for  the  physician. 

The  second  type  of  computer  programs 
had  a broader  objective,  that  is  to  auto- 
mate the  information  flow  within  a hospital. 
Some  of  these  efforts  received  considerable 
publicity,  although  the  objective  was  only 
to  transplant  computer  programs  already 
successful  in  business  into  the  hospital 
operation.  Accounting,  patient  billing, 
payrolls,  inventory  projects,  and  so  on 
were  readily  computerized,  and  after 
initial  problems  were  solved,  significant 
improvements  in  efficiency  have  been  at- 
tained. 

The  source  data  for  administrative  pur- 
poses originate  from  physician’s  orders, 
laboratory  and  x-ray  studies,  and  so  on. 
Yet  the  administrative  and  business  as- 
pects of  the  hospital  seemed  to  be  separable 
without  any  impact  on  the  physician- 
patient  relationship.  Moreover,  where 
computer  operations  were  initiated  to 
handle  administrative  functions  first,  with 
the  hope  that  these  operations  could  be 
expanded  into  all  aspects  of  complex  medi- 
cal activities,  this  anticipated  growth  into 
the  clinical  field  did  not  occur. 

The  conspicuous  failure  to  move  from 
the  administrative  area  into  clinical  func- 
tions reveals  that  some  basic  incompatibili- 
ties exist  between  clinical  habits  and  com- 
puter technology.3  These  failures  also 
point  out  the  need  for  new,  medically  sound, 
and  computer-compatible  concepts  before 
the  immense  capabilities  of  this  new  tech- 
nology can  be  fully  exploited. 

Recently  a basically  different  approach 
was  announced  at  a national  meeting 
independently  by  Gabrieli  et  al ,3'4  and  by 
the  Scandinavian  representative,  suggest- 
ing the  development  of  a “third-generation” 
hospital  information  program.  This  ap- 
proach emerged  from  within  the  medical 
thought  process  and  attempts  to  unify 
the  essential  elements  in  clinical  medicine 
with  modern  information  sciences  and 
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computer  technology.2’4’5  This  report 
intends  to  outline  for  the  clinician,  in 
nontechnical  terms,  the  underlying  philos- 
ophy and  the  initial  experience  gained  dur- 
ing the  operation. 

Hospital  as  an  operational  system 

Wilson'1  has  defined  a system  as  an 
orderly  arrangement  of  components  per- 
forming a wanted  service.  A modern 
hospital  is  a complex  system  providing  the 
necessary  organized  environment  (orderly 
arrangement)  in  which  physicians  can  per- 
form their  diagnostic  and  therapeutic  pro- 
cedures (wanted  service). 

Before  discussing  the  utilization  of  the 
computers  we  should  first  examine  the 
present  operational  peculiarities  of  a hos- 
pital. 

Clearly,  a large  hospital’s  organizational 
structure  reflects  the  recent  rapid  develop- 
ments in  medical  technology.  As  new 
methods  in  diagnosis  (for  example  cardiac 
catheterization,  radioisotope  scanning,  and 
so  on)  or  therapy  (for  example  hemodialy- 
sis, cardiac  pacemakers,  and  so  on)  have 
reached  the  stage  of  clinical  routine,  the 
operational  structure  has  stretched,  and 
more  space,  personnel,  and  budget  have 
been  added.  The  pace  of  this  spectacular 
growth  was  dictated  by  our  technological 
progress.  Many  hospitals  grew  without 
adequate  planning  of  the  supporting  sys- 
tems. The  technical  capability  to  deliver 
the  wanted  services  attracts  more  attention 
than  the  internal  structure  of  the  medical 
communication,  and  the  channels  of  flow  of 
information  have  become  inadequate.  A 
major  problem  now  is  the  communication 
between  the  members  of  the  health  team  as 
well  as  between  the  various  supporting 
functions,  such  as  pharmacy,  nurse,  busi- 
ness office,  and  others. 

In  terms  of  a systems  analyst,  the  basic 
unit  within  the  hospital  operation  is  still 
the  single  patient  to  single  physician  rela- 
tionship.3 Each  patient  has  a physician- 
in-charge.  This  configuration  is  discernible 
even  within  a large  medical  center  setting, 
with  a complex  hierarchy  of  attending  staff, 
house  staff,  and  so  on.  Information  is  col- 
lected and  recorded  mainly  and  regularly 
by  this  physician-in-charge.  Other  physi- 
cians, in  various  capacities,  may  contribute 
to  the  diagnostic  and/or  therapeutic  efforts, 


but  the  physician-in-charge  is  clearly  the 
central  figure. 

Clinical  data  acquisition  is  task  oriented. 
The  objective  is  to  establish  the  diagnosis 
or  to  evaluate  therapy,  and  hence,  the 
extent  of  data  acquisition  depends  on  the 
clinical  condition.  This  data  acquisition 
is  intimately  interwoven  with  simulta- 
neous data  processing;  that  is  the  data  are 
continuously  compared  by  the  physician 
with  his  mental  image  of  similar  cases. 
This  highly  complex  mental  function, 
unique  to  the  diagnostician,  is  a central 
theme  of  this  discussion.  The  original 
“raw”  data  are  organized  in  a coherent 
fashion,  put  in  proper  perspective,  modi- 
fied by  judgment,  sorted,  and  sequenced  by 
the  clinician’s  thought  process,  a con- 
version of  data  into  information.  This 
processing  of  the  primary  data  enriches 
their  meaning,  and  the  procedure  is  termed 
“information  generation.” 

In  a hospital  setting,  this  clinical  infor- 
mation is  of  the  highest  value.  A com- 
puterized hospital  system  must  capture, 
conserve,  and  exploit  this  clinical  infor- 
mation, the  product  of  physician-patient 
interaction.  Since  this  is  the  foundation 
of  the  second  generation  programs,  we 
should  examine  carefully  the  issue  of 
clinical  information  generation. 

Figure  1 is  a schematic  representation 
of  some  of  the  factors  involved.  The  inter- 
action between  the  patient  and  physician, 
such  as  the  clinical  practice  (for  example 
history  taking,  physical  examination,  and 
observation  of  the  clinical  course),  is  shown 
as  data  acquisition  (a)  a two-way  com- 
munication. Simultaneously,  the  data 
processing  results  in  information  (b). 
When  adequate  information  is  accumulated, 
decision  occurs.  The  records  reflecting 
these  decisions  are  the  physician’s  notes, 
particularly  the  physician’s  orders.  The 
purpose  of  Figure  1 is  to  depict  graphically 
the  critical  difference  between  the  first  and 
the  new  or  second-generation  hospital 
computer  systems.  While  the  previous 
generation  programs  were  limited  to  the 
information  transfer  phase,  the  central  issue 
of  the  second-generation  programs  is  the 
clinical  information  generation.  This  new 
approach  to  a computer-assisted  hospital 
system  recognizes  information  generation 
as  the  primary  driving  force  within  the 
hospital  machinery.  Actually,  Figure  1 
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INFORMATION  CfNF RATION  INFORMATION  TRANSFER 


FIGURE  1.  Most  previously  designed  computer 
programs  are  aimed  at  information  transfer  follow- 
ing physician’s  decision.  Program  described  here 
is  focused  on  computer  application  to  information 
generation.  Data  acquisition  (a)  interwoven  with 
processing  (b)  precedes  physician’s  decision. 


is  a gross  oversimplification,  since  obviously 
the  physician  is  not  the  sole  source  of  in- 
formation. Valuable  information  is  gen- 
erated also  by  the  admitting  clerk,  the 
nurse,  social  workers,  and  other  members  of 
the  health  team. 

Computerizing  the  information  transfer 
phase  has  been  a valuable  experience,  offer- 
ing powerful  assistance  to  the  managerial 
and  administrative  functions  of  the  hospital, 
but  in  essence,  these  efforts  resulted  only 
in  mechanization  of  the  clerical  type 
activities  and  understandably  failed  to  pene- 
trate the  information  generation  phase 
which  is  taking  place  basically  in  another 
dimension. 

The  physician,  after  completion  of  the 
information  acquisition  and  decision  proc- 
ess, has  little  patience  or  interest  at  the 
“man-machine  interface”  in  the  implemen- 
tation phase  (Fig.  1).  This  man-machine 
interface,  or  the  interaction  between  the 
user  and  machine,  computer  terminal  for 
input,  requires  some  technologic  re-educa- 
tion. Physicians  have  been  willing  to 
learn,  within  the  last  few  years,  elements  of 
nuclear  physics,  immunochemistry,  genet- 
ics, statistics,  and  many  other  initially 
nonmedical  disciplines.  These  same  physi- 
cians seem  to  show  stubborn  resistance  to 
learning  the  handling  of  computer  ter- 
minals. There  is  insufficient  motivation 
for  the  practitioner  to  fiddle  with  the  key- 
board or  a cathode  ray  tube  to  speed  up 
order  transfer  to  the  pharmacist,  labora- 
tory, or  business  office.  This,  in  part  at 
least,  happens  because  the  physician  has 
been  able  to  depend  on  an  elaborate  team 
of  various  other  people  who  have  formed 


FIGURE  2.  Computer-assisted  utilization  of  clin- 
ical information  generated  by  physician. 


in  an  evolutionary  way  a network  to 
handle  such  information  after  it  leaves  the 
physician’s  hands.  Nevertheless,  replac- 
ing the  present  practice  with  a modern 
efficient  and  rapid  computer-based  system 
requires  the  knowledgeable  input  of  inter- 
ested physicians  in  planning  and  develop- 
ment, and  then  requires  a great  deal  of  re- 
orientation and  re-education  of  user  physi- 
cians to  implement  it  successfully. 

In  systems  thinking  the  generated  infor- 
mation is  picked  up  by  the  computer  sys- 
tem, stored,  and  exploited  in  a different 
way  from  in  the  past.  Figure  2 shows  4 
general  areas  in  which  captured  clinical 
information  can  be  utilized. 

The  message  presented  in  Figure  2 re- 
quires further  explanation  since  this  is  the 
justification  for  the  high  cost  of  a comput- 
erized system  and  the  motivation  for  the 
extensive  systematization  of  our  clinical 
habits  to  accomplish  computer  compatibil- 
ity. 

Patient.  The  outlined  computer-based 
system  mechanizes  patient  records,  and 
the  chart  is  machine  generated  to  be  organ- 
ized and  readable.  This  is  a convenient 
by-product,  essentially  serving  the  same  pur- 
pose as  the  traditional  handwritten  chart. 

In  our  experience  using  prestructured 
questionnaires  for  recording  the  clinical 
data,  mechanization  of  the  clinical  chart 
did  not  represent  substantial  time  saving. 
The  computer-printed  records  are  legible, 
are  much  more  comprehensive,  and  uniform 
formats,  which  makes  finding  specific  infor- 
mation easier.  Although  these  are  definite 
benefits,  they  would  not  justify  the  trouble 
and  expense  of  a computerized  information 
system.  However,  providing  for  more 
complete  and  more  precise  screening  of  the 
surgical  patient  for  other  conditions  is 
justification.7 


December  15,  1969  / New  York  State  Journal  of  Medicine  3123 


FIGURE  3.  Describes  automatic  message 
switching  produced  by  computer  acting  on  request 
to  schedule  operation  form. 


Target  components  in  hospital.  The 
data  acquisition  and  decision  process  leads 
to  the  physician’s  orders  (Fig.  1).  After 
the  physician  records  his  instructions  in 
the  traditional  setting,  the  nurse  dispatches 
the  secondary  orders  to  the  laboratory, 
x-ray  department,  and  so  on.  This  type  of 
manual  transfer  of  orders,  sending  them 
via  the  internal  mail  circulation  system,  is 
a waste  of  the  nurse’s  time  and  also  ineffi- 
cient. Figure  3 shows  an  example  of  how 
computer-based  information  could  speed 
up  such  functions  by  means  of  “message 
switching.” 

Electronic  transfer  of  these  messages  is 
an  effective  way  to  reduce  duplications  in 
clerical  functions.  The  physician  answers 
the  question:  Patient  ready  for  surgery? 

H is  answer  is  monitored  by  an  appropriate 
program  and  “yes”  is  then  followed  with  a 
prearranged  “subroutine”  of  messages  to  all 
those  who  should  know  this  answer  (Fig. 
3). 

Data  hank.  The  data  bank  of  the 
computer  deserves  particular  attention 


since  this  is  an  entirely  new  dimension  un- 
thinkable before  the  computer’s  storage- 
retrieval  technology.  In  a small  way, 
this  was  actually  preceded  by  the 
many  manual  projects  of  chart  research 
and  clinical  investigation.  In  these  retro- 
spective studies  the  seemingly  pertinent 
determinants  are  placed  on  a question- 
naire. Then,  the  clinical  charts  are 
searched  to  record  these  data.  This  ex- 
perience is  disappointing  and  tedious. 
Many  valuable  comparisons  are  not  at- 
tempted because  of  this  inefficiency.  The 
value  of  a data  bank  is  the  real  reason  for 
computerizing  clinical  data.  Since  we 
have  no  experience  with  a rapid  retrieval 
system,  we  have  to  study  the  differences 
between  a large  medical  library,  or  “knowl- 
edge bank,”  and  an  institutional  data 
bank  or  precedent  file.  The  library  has 
the  following  disadvantages:  (1)  indexing 

is  coarse;  if  you  want  answers  to  a specific 
question,  for  example  re’ative  effectiveness 
of  a certain  drug  in  a particular  disease, 
search  for  these  data  may  involve  consulta- 
tions with  several  books  and  journals,  a 
tedious  procedure;  (2)  physically  the  li- 
brary is  not  directly  applicable  because  of 
different  patient  material,  different  clinical 
environment,  or  in  general  terms,  lack  of 
uniformity  in  recording. 

All  these  limitations  of  using  a knowledge 
bank  can  be  removed  by  utilizing  our  past 
experience,  as  a readily  retrievable  source 
of  information.  This  enables  us  to  in- 
quire “on-line,”  that  is  submit  a question 
and  expect  instantaneous  return.  For 
instance,  if  during  the  examination  of  a 
breast  mass  in  a young  woman  we  wish  to 
know  the  diagnostic  probability  of  cancer, 
the  prognosis  of  each  alternative,  the 
expected  length  of  hospitalization,  the 
previously  encountered  postoperative  com- 
plications, the  value  of  anticoagulant  or 
antibiotic  therapy  to  prevent  complica- 
tions, the  readmission  rate,  the  family 
history  of  these  cases,  and  so  on,  we  have 
but  to  submit  these  “determinants”  for 
rapid,  selective  retrieval. 

The  arrangement  of  the  data  bank, 
unfortunately,  requires  some  a priori  knowl- 
edge about  the  manner  of  inquiry  by  the 
practitioner.4  If  this  were  known,  the 
computer  could  prepare  instantly  retriev- 
able tabulations  for  the  more  frequently 
usable  combination  of  determinants. 
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Moreover,  we  must  assist  the  computer  in 
this  retrieval  function  by  designing  the  in- 
put in  a segmented  fashion,  thus  facilitating 
the  sorting  as  preparation  for  retrieval. 

The  use  of  a data  bank  taxes  our  imagina- 
tion. This  type  of  assistance  largely  re- 
places memory  by  storing  vast  numbers  of 
statistical  data.  For  instance,  as  we 
reported  elsewhere,  a report  of  a trace 
amount  of  protein  in  the  urine  represents  a 
definite  risk,  but  the  exact  meaning  depends 
on  institutional  practices.5  The  data  bank 
can  support  the  laboratory  report  with 
these  specific  pertinent  facts,  even  includ- 
ing data,  if  requested,  in  terms  of  various 
surgical  procedures  and  the  risk  of  post- 
operative complications  related  to  renal 
functions.  Note  the  number  of  deter- 
minants: (1)  tract  proteinuria  versus  cases 

with  negative  urine;  (2)  increased  risk  of 
postoperative  complications,  grouped  in 
various  surgical  procedures;  and  (3)  cor- 
relation between  (1)  and  (2).  The  deci- 
sion for  surgery  and  selection  of  anesthetic 
would  be  on  firmer  grounds  with  possession 
of  these  data  from  past  experience,  espe- 
cially for  those  decisions  in  which  the  alter- 
natives are  not  very  different  in  outcome. 
The  exact  knowledge  of  past  experience 
would  make  the  choice  optimum. 

In  summary,  the  availability  of  an  in- 
stitutional precedent  file  is  a new  dimension 
opened  up  by  this  new  technology.  Lack- 
ing experience  we  can  only  guess  the  im- 
pact. Obviously,  memorizing  innumber- 
able  details,  the  greatest  current  burden  on 
the  practitioner,  will  be  alleviated.  In- 
stead, increased  importance  of  clinical 
judgment  is  expected  to  emerge,  replacing 
the  importance  of  memory.  The  scientific 
reasoning  will  gain  importance  in  a com- 
puter-assisted system  simply  because  past 
experience  will  be  found  relevant  to  our 
current  problem.  By  comparing  our  pres- 
ent case  with  similar  cases  in  the  past,  the 
level  of  decisions  will  be  elevated. 

Physician  education.  Owing  to  the 
longitudinal  nature  of  many  illnesses  and 
our  present  episode-oriented  medical  atti- 
tude, many  of  our  diagnoses  and  predictions 
are  inadequately  followed  up.  Hence,  we 
do  not  know  our  batting  averages  and  our 
tendentious  errors.  Figure  4 (left)  shows 
a schematic  representation  of  our  current 
diagnostic  system.  In  our  current  scheme, 
there  is  no  built-in  automatic  feedback 


FIGURE  4.  (Left)  Describes  current  practice. 
Data  acquired  by  physician  are  used  in  conjunction 
with  memory  to  produce  decision  (O)  which  is  ex- 
pressed as  opinion,  diagnostic  and/or  therapeutic. 
(Right)  Cybernetic  (feedback)  system  assists 
physician  at  2 points:  memory  is  aided  by  related 
past  experience  derived  from  data  bank,  and  pre- 
diction implied  by  opinion  is  compared  to  subse- 
quently gathered  facts  and  discrepancies  auto- 
matically reported  (fed  back)  to  physician. 

mechanism  to  the  physician  to  register  the 
correctness  of  the  predictions.  Many  diag- 
noses per  se  are  also  predictions.  For 
instance,  fibromyoma  of  the  uterus  im- 
plies a benign  prognosis,  whereas  a diagnosis 
of  choriocarcinoma  is  an  anticipation  of  a 
malignant  course. 

A computer-based  information  system 
can  be  designed  to  include  automatic  feed- 
back to  the  physician  (Fig.  4,  right). 
Cumulative  errors  in  diagnosis  point  out 
trends  in  incorrect  diagnosis.  This  is  a 
powerful  educational  impact  in  a teaching 
hospital.  As  we  detected  the  great  value 
of  this  feedback  a cybernetic  concept  was 
developed  by  which  we  automatically  scan 
data  for  change  in  diagnosis  and  return 
these  to  the  clinical  staff.  We  soon  learned 
how  to  implant  requests  for  predictions  and 
for  rationale  of  decisions,  to  sharpen  the 
evaluation-decision  process.  For  instance, 
we  ask  the  surgeons  to  state,  during  admis- 
sion, the  anticipated  date  of  surgery.  As 
described  elsewhere8  the  surgeons  rapidly 
improved  their  prediction  as  our  statistics 
demonstrated  their  inaccuracies. 

Input  design 

Before  initiating  this  most  important 
segment  of  a computerized  hospital  infor- 
mation system,  it  was  necessary  first  to 
define,  at  least  in  general  terms,  the  types 
of  output  we  expect  from  our  system. 
Figure  2 shows  in  a simplified  manner  these 
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FIGURE  5.  Over-all  design  of  surgical  patient  chart  showing  basic  forms  and  time  sequence.  ^Special 
forms  include:  breast  surgical,  dental,  endocrine,  gastrointestinal  and  biliary,  gynecologic,  hernia,  head 

and  neck,  musculoskeletal,  neurosurgical,  ophthalmologic,  peripheral  vascular,  reconstructive  (plastic), 
shock,  burn,  multiple  trauma,  thoracic,  cardiac,  and  urologic.  Operative  records  include  operative  note, 
anesthesia  forms,  and  recovery  room  forms.  Interrupted  lines  leading  to  and  from  complication  forms 
shows  alternate  pathway. 


output  types;  (1)  patient  chart,  (2)  mes- 
sages to  units  related  to  a clinical  decision, 
(3)  user-controlled  precedent  file,  and  (4) 
educational  follow-up  feedback.  These  dif- 
ferent uses  of  the  clinical  information  forced 
us  to  change  our  outlook  on  clinical  records. 
Obviously,  we  must  not  limit  records  to 
what  the  patient’s  immediate  needs  are  but 
also  to  all  those  data  which  may  be  needed 
for  the  other  three  types  of  outputs.  This 
calls  for  a systematic  design  of  the  com- 
puter input,  systems  thinking.  It  should 
be  emphasized  that  the  definition  of  the 
proper  scope  of  the  data  input  is  a true 
medical  challenge.  Much  soul  searching 
was  necessary,  as  we  developed  our  stand- 
ards, in  trying  to  decide  how  much  of  the 
clinical  data  is  of  value  for  recording  as 
information  and  how  much  is  traditional 
but  of  no  value  (“noise” ). 

Clinical  data  recording  can  be  accom- 
plished in  two  ways.  Free  format  record- 
ing is  unrestricted.  Subsequent  computer 


analysis  of  these  records  is  an  interesting 
research  approach  with  many  valuable 
findings.9  The  opposite  approach  is  a 
prestructured  format,  anticipating  the  per- 
tinent information  and  the  necessary  deci- 
sion points.  The  restricted  format  ob- 
viously has  several  drawbacks.  Overcom- 
pliance with  the  prestructured  format, 
questionnaires,  will  reduce  the  single  pa- 
tient-oriented characterization  and  the 
accuracy  of  the  description  may  be  weak- 
ened. Despite  these,  and  other  related 
objections,  we  chose  this  approach  of 
prestructured  format  by  designing  a series 
of  questionnaires. 

The  emphasis  in  designing  a computer- 
oriented  questionnaire  is  on  the  quality  of 
the  information  captured  and  the  scope  of 
the  data  acquisition  to  enable  the  clinician 
to  make  a scientific  decision.  The  per- 
tinency of  the  information  to  the  subse- 
quent decision  is  a particularly  difficult  issue. 
The  scope  should  be  reasonable  or  the 
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clinician  will  resent  the  time  required  to 
complete  the  form.  On  the  other  hand,  one 
should  anticipate  the  needs  of  later  in- 
quiries. For  instance,  the  family  history 
should  probably  be  the  same  in  all  patients 
to  enable  us  to  study  the  accumulating  data 
bank  to  compare  random  occurrence  of 
diseases  with  that  in  blood  relatives.  This 
calls  for  comprehensive  data  acquisition 
even  in  routine  cases  of  hernia  repair  or 
acute  appendicitis  (Fig.  5). 

The  detailed  design  of  these  question- 
naires is  described  elsewhere.10' 11  Here  we 
want  to  point  out  the  flexibility  of  this 
approach.  The  physicians  using  these 
forms  were  encouraged  to  write  significant 
information  about  the  history  or  the 
physical  findings,  information  not  asked 
for  by  the  questionnaire.  This  free  write-in 
was  important  to  capture  unique  data. 
The  proper  balance  between  structured 
questions  and  write-in  material  is  a delicate 
decision.  The  standard  screening  forms 
are  backed  up  by  the  special  forms  which 
go  into  much  more  detail. 

The  outlined  approach  has  been  found 
extremely  effective  to  organize  clinical  data 
for  machine  handling.  The  questions 
greatly  simplify  the  eliciting  of  uniform 
answers,  a prerequisite  for  computer  scan- 
ning. Although  we  have  only  a few 
months’  experience  with  machine-generated 
charts,  we  have  ample  evidence  that  the 
new  dimensions  opened  up  by  computer 
technology  can  effectively  be  explored  this 
way.  The  clinicians  have  found  the  ques- 
tionnaires acceptable  after  trial,  although 
the  introduction  of  standardized  records  did 
meet  some  resistance  because  it  appeared 
at  first  to  be  a complicated  new  procedure 
to  replace  a well-ingrained,  routine,  and 
previously  acceptable  method. 

The  purpose  of  this  report  is  to  inform 
the  clinician  that  a successful  combination 
of  clinical  medicine  with  information 
sciences  has  been  accomplished.  This 
report  would  be  incomplete,  however, 
without  mentioning  some  of  the  difficulties. 
First  of  all,  the  issue  of  compatibility  is  a 
growing  concern.  In  the  near  future,  a 
mushrooming  of  similar  operations  is  antici- 
pated. It  would  be  desirable  to  establish 
transferability  of  data  among  the  institu- 


tional data  banks.  Rare  diseases  accumu- 
late slowly.  To  scan  the  clinical  course  of 
lupus  erythematosus  in  young  Negro 
females,  cases  from  several  data  banks  will 
be  required.  Without  compatibility  of 
the  “medical  software”  (identical  coding 
of  diseases,  identical  over-all  design  of 
indexing,  uniform  criteria  for  retrievability, 
and  so  on)  among  the  operations,  the  in- 
valuable data  base  will  be  wasted.  This 
calls  for  large-scale  planning,  cooperation 
among  the  various  programs  presently  in 
existence,  and  effective  leadership  encourag- 
ing coordinated  development.  Other  prob- 
lems, such  as  protection  of  confidentiality, 
assurances  of  accuracy,  and  legal  aspects 
of  machine-generated  records  are  all  real 
issues  that  are  not  as  yet  settled. 11 

Good  planning  is  crucial  now.  Com- 
puters can,  and  undoubtedly  will  soon, 
revolutionize  clinical  medicine.  Planning 
with  foresight  should  prevent  waste  of 
resources  due  to  incompatibilities  and 
should  protect  individual  freedom  and  hu- 
man dignity.  Considering  the  immense 
benefits  and  the  potential  dangers,  co- 
ordinated, imaginative,  national,  and  global 
planning  is  imperative. 
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Methemoglobinemia  is  due  to  an  altera- 
tion in  the  hemoglobin  molecule  wherein 
the  ferrous-porphyrin  complex  is  converted 
to  the  ferric  form,  the  iron  atom  becomes 
trivalent,  forming  a stable  compound  with 
oxygen.  Normally  the  methemoglobin 
content  of  the  blood  is  approximately  1 per 
cent  or  less  since  methemoglobin  is  con- 
stantly being  formed  and  reduced.  When 
10  per  cent  of  the  hemoglobin  of  an  infant 
has  been  transformed  to  methemoglobin, 
the  pathologic  condition  of  methemoglo- 
binemia is  evident.1  In  this  condition  the 
tissues  are  liable  to  anemic  anoxia  because 
of  the  reduction  in  the  oxygen-carrying 
capacity  of  the  blood. 

Methemoglobinemia  may  be  congenital 
or  acquired.  There  is  considerable  evi- 
dence that  one  type  of  the  acquired  condi- 
tion in  infants  can  be  linked  to  the  inges- 
tion of  drinking  water  containing  relatively 
high  concentrations  of  nitrate  nitrogen. 
In  a case  reported  by  Fawcett  and  Miller,2 
the  infant  had  been  ingesting  water  con- 
taining 300  mg.  of  nitrate  per  liter,  and  in 
one  instance  reported  by  Donahue,3  the 


water  contained  177  mg.  per  liter  of  ni- 
trates. McLetchie  and  Robertson4  docu- 
mented 2 cases  in  which  the  infants  had 
methemoglobin  levels  over  25  per  cent  and 
their  drinking  water  contained  in  excess 
of  1,200  mg.  per  liter  of  nitrates.  Other 
investigators  have  reported  similar  find- 
ings.8-8 

Cornblath  and  Hartmann9  actually  in- 
duced methemoglobinemia  in  infants  by 
incorporating  into  their  formulas,  well 
water  treated  to  contain  1,000  mg.  per 
liter  of  nitrate  in  the  form  of  sodium  nitrate. 

It  is  noteworthy  that  the  Public  Health 
Service  of  the  United  States  recommends 
that  the  nitrate  concentration  of  drinking 
water  should  not  exceed  45  mg.  per  liter 
(10  mg.  per  liter  of  nitrate  nitrogen  con- 
centration).10 The  Department  of  Public 
Health  of  the  state  of  California  has  been 
conducting  a study  to  determine  the  con- 
centrations of  nitrates  in  infant  formulas 
and  supplemental  drinking  water  that  are 
potentially  dangerous  to  the  health  of  a 
child. 11 

Since  many  cases  of  infant  methemo- 
globinemia can  therefore  be  correlated  with 
the  ingestion  of  drinking  waters  containing 
relatively  high  concentrations  of  nitrate 
nitrogen,  it  seemed  of  value  to  investigate 
the  number  of  cases  of  this  disease  in  areas 
where  the  drinking  water  contained  com- 
paratively low  concentrations.  This  re- 
port records  this  information  in  four  such 
urban  areas. 

Methods 

A number  of  large  urban  centers  in  New 
York  State  and  in  the  Canadian  Province  of 
Ontario  were  selected  more  or  less  at  ran- 
dom and  the  concentration  of  nitrate 
nitrogen  in  their  respective  water  supplies 
was  obtained  from  the  municipal  water 
departments  concerned. 

The  urban  centers  of  New  York,  Roches- 
ter, and  Albany  of  New  York  State  and 
Toronto,  Ontario,  all  of  which  had  a low 
level  of  nitrate  nitrogen  in  their  water 
supplies,  were  then  delineated  for  the  study. 
New  York  City  was  chosen  because  of  its 
large  population  and  the  others  because 
they  were  of  a respectable  size  and  were 
within  a reasonably  short  distance  from 
Brockport  should  personal  visits  to  these 
cities  be  necessary. 
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Since  methemoglobinemia  is  not  a man- 
datory reportable  disease,  any  information 
as  to  its  incidence  had  to  be  obtained  from 
the  medical  records  of  individual  hospitals. 
A number  of  the  larger  hospitals  within 
each  of  the  centers  were  selected,  and 
correspondence  was  established  with  them, 
requesting  summaries  of  all  case  histories 
of  methemoglobinemia  recorded  from  1958 
to  1967.  As  a preliminary  step  the  medical 
records  of  the  Rochester  General  Hospital 
were  searched  by  the  senior  author  for  case 
histories  of  the  disease  reported  within  the 
ten-year  period.  This  was  done  to  ascertain 
the  problems  involved  in  this  procedure. 

Eighteen  other  hospitals  agreed  to  supply 
the  information  requested.  Seven  of  these 
were  in  New  York  City,  4 in  Albany,  4 in 
Rochester,  and  3 in  Toronto. 

Comments 

The  hospitals  supplying  the  information 
requested  were  Albany,  New  Y ork:  Albany 
Medical  Center,  Children’s  Hospital,  Memo- 
rial Hospital,  and  St.  Peter’s  Hospital; 
New  York  City:  Bellevue  Hospital  Center, 
King’s  County  Hospital  Center,  Lennox 
Hill  Hospital,  Lutheran  Medical  Center, 
Methodist  Hospital,  Montefiore  Hospital, 
and  New  York  Hospital;  Rochester,  New 
York:  Park  Avenue  Hospital,  Rochester 

General  Hospital,  St.  Mary’s  Hospital, 
Strong  Memorial  Hospital,  and  University 
of  Rochester  Medical  Center;  and  Toronto, 
Ontario,  Canada:  St.  Joseph’s  Hospital, 

Toronto  General  Hospital,  and  Toronto 
Western  Hospital. 

Only  3 cases  of  infant  methemoglobi- 
nemia were  recorded  by  the  19  hospitals  over 
the  ten-year  period,  1958  to  1967.  Since 
the  cause  of  the  disease  was  listed  as  un- 
known in  these  3 cases,  there  is  no  evidence 
to  suspect  ingested  nitrate  nitrogen  as  the 
casual  agent.  The  nitrate  concentrations 
in  the  urban  areas  involved  did  not  exceed 
1 plus  or  minus  0.1  mg.  per  liter,  and  in 
three  out  of  the  four  areas  it  was  0.22 
mg.  per  liter  or  less. 

Although  only  those  cases  of  infant 
methemoglobinemia  severe  enough  to  re- 
quire hospitalization  and  correctly  diag- 
nosed are  included  in  the  data,  it  is  obvious 


that  3 suspect  cases  recorded  by  19  hospi- 
tals in  four  different  areas  over  a ten-year 
period  is  a negligible  number.  This  can 
be  compared  with  146  cases  linked  with 
excessive  nitrates  in  drinking  water  re- 
ported in  the  state  of  Minnesota  in  the 
eight  years  between  1941  and  1959. 6 In 
the  Minnesota  survey  the  nitrate  concentra- 
tion in  the  drinking  water  in  all  but  2 of 
these  cases  was  in  excess  of  20  mg.  per  liter, 
and  in  the  bulk  of  the  cases  it  was  in  excess 
of  100  mg.  per  liter. 

Summary 

There  is  considerable  evidence  that  in- 
fant methemoglobinemia  can  be  acquired 
by  the  ingestion  of  drinking  water  con- 
taining a relatively  high  concentration  of 
nitrate  nitrogen  (in  excess  of  10  mg.  per 
liter).  This  study  reports  on  the  absence  of 
infant  methemoglobinemia  as  listed  in 
hospital  records  in  three  urban  areas  in 
New  York  and  1 in  the  province  of  Ontario 
in  which  the  concentration  of  nitrate  in  the 
drinking  water  is  extremely  low  (1  mg.  per 
liter  or  less).  A total  of  19  hospitals  in  the 
four  areas  recorded  only  3 cases  of  infant 
methemoglobinemia  over  a ten-year  period 
(1958  to  1967),  and  in  these  cases  the  cause 
was  unknown. 
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T HE  TREATMENT  OF  GALLSTONES  has  been 
discussed  for  centuries.  Gallstones  are 
composed  of  water-insoluble  substances 
normally  occurring  in  solution  in  bile. 
The  chief  organic  components  of  bile  are 
bile  salts,  lecithin,  fatty  acids,  cholesterol, 
and  bile  pigments.  The  inorganic  con- 
stituents are  mainly  sodium,  potassium, 
calcium,  chloride,  and  bicarbonate  in  con- 
centrations similar  to  those  of  plasma. 
Of  these  components,  the  ones  most  con- 
cerned with  gallstone  formation  are  bile 
salts,  lecithin,  cholesterol,  bile  pigment, 
and  calcium. 

Etiologic  factors 

Three  major  theories  of  gallstone  forma- 
tion have  evolved  over  the  past  1,800  years: 
stasis,  infection,  and  primary  metabolic  or 
chemical  changes.  Stasis  was  considered 
the  predominant  cause  of  gallstone  forma- 
tion by  Fernel  in  1554. 1 Stasis  produces 
overconcentration  of  bile,  stimulates  pro- 
duction of  mucoproteins  and  calcium  by 
the  mucosa  of  the  biliary  tree,  and  predis- 
poses to  infection.  All  these  changes  favor 
gallstone  formation.2 

It  must  be  concluded  that  we  still  know 
relatively  little  about  the  factors  which 
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actually  initiate  gallstone  formation.  Pro- 
longed, increased  biliary  excretion  of  bili- 
rubin in  chronic  hemolytic  anemia  can 
induce  gallstone  formation.  Parasitic  in- 
fections of  the  bile  ducts  also  cause  stones, 
and  partial  bile  duct  obstruction  with 
chronic  cholangitis  can  result  in  formation 
of  biliary  calculi.  However,  we  still  have 
no  specific  idea  of  why  the  common  type  of 
mixed  gallstone  or  the  pure  cholesterol 
stone  form.  We  do  have  a fairly  good  un- 
derstanding of  some  of  the  chemical 
phenomena  involved,  but  the  factors  con- 
trolling the  manner  by  which  gallstones 
assume  their  organized  structure  are  un- 
known.3 

As  pointed  out  by  many  authors,  at  the 
present  time  the  usual  fate  of  most  gall- 
stones discovered  by  physicians  is  surgical 
removal  along  with  the  gallbladder.  This 
eliminates  the  concern  over  the  so-called 
natural  course  of  the  disease  and  the  risk 
of  future  complications.  However,  there 
are  still  others  who  would  adopt  the  watch 
and  wait  attitude  in  advising  their  patients. 

Course  of  the  disease 

Certain  questions  concerning  the  natural 
course  of  the  disease  must  be  answered: 
Do  gallstones  always  get  worse,  or  can  they 
remain  silent  for  life  and  sometimes  dis- 
appear? Must  gallstones  always  be  re- 
moved, or  would  some  patients  be  better 
off  without  surgery?  Is  there  a relation- 
ship between  gallstones  and  carcinoma 
of  the  gallbladder,  peptic  ulcer,  pancreatitis, 
cirrhosis  of  the  liver,  heart  disease,  obesity, 
or  pregnancy?  The  answers  to  these  ques- 
tions provide  very  helpful  information 
when  making  decisions  regarding  treatment 
and  prognosis  in  gallstone  disease. 4 

Do  gallstones  get  worse?  It  is  now  well 
known  from  studies  at  autopsy  that  people 
die  with  gallstones  which  have  not  caused 
significant  disease  or  death.  From  nine 
separate  autopsy  studies  Newman  and 
Northrup5  were  able  to  detect  gallstones  in 
5,375  patients.  About  23  per  cent  of  the 
patients  had  symptoms  attributed  to  biliary 
tract  disease  noted  in  their  records.  The 
remaining  77  per  cent  cannot  be  said  to 
have  been  asymptomatic,  since  these  data 
may  have  been  omitted  from  their  clinical 
charts  and  case  histories  for  various  reasons. 
But  it  is  reasonable  to  assume  that  the 
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gallstones  found  at  autopsy  in  these  pa- 
tients did  not  cause  symptoms  or  com- 
plications enough  to  be  recorded.  With 
this  evidence  from  autopsy  it  becomes  clear 
that  more  than  half  of  all  those  who  have 
gallstones  will  die  without  significant  symp- 
toms or  complications.  The  big  question 
is  which  patients  with  gallstones  will  these 
he. 

Five  separate  studies  were  reviewed 
wherein  gallstones  were  discovered  clinically 
in  patients  usually  because  of  digestive 
symptoms,  and  cholecystectomy  was  not 
carried  out  for  various  reasons.  Observa- 
tions on  these  patients  covered  a period  of 
five  to  thirty  years,  and  during  this  time 
more  than  half  (67  per  cent')  were  not 
operated  on.  The  remainder  required 
cholecystectomy  for  relief  of  symptoms  or 
complications.  The  question  of  gallstones 
disappearing  spontaneously  over  the  course 
of  years  is  occasionally  brought  up,  but 
from  all  reports  in  the  literature  this  must 
be  a very  rare  event. 

Must  all  gallstones  be  removed  when 
found?  Necropsy  experience  indicates  that 
the  average  over-all  prevalence  of  gallstones 
in  the  United  States  is  approximately  11  per 
cent  and  that  the  prevalence  increases  with 
age.  Newman  and  Northrup5  found  that 
the  average  frequency  of  gallstones  at 
necropsy  in  patients  between  sixty  to 
sixty-nine  years  of  age  is  13  per  cent  for 
white  men,  30  per  cent  for  white  women, 
7 per  cent  for  Negro  men,  and  17  per  cent 
for  Negro  women.  These  data  become 
more  impressive  when  it  is  remembered 
that  with  increased  longevity  more  and 
more  people  are  attaining  this  age.  It  has 
been  said  that  an  attempt  to  remove  all 
the  gallstones  present  in  patients  would 
involve  all  the  certified  surgeons  in  the 
world  for  most  of  their  active  surgical 
careers.  There  is  general  agreement  that 
patients  with  symptoms  of  gallstones  should 
have  cholecystectomy  especially  when 
symptoms  are  frequent  or  troublesome. 
In  the  case  of  the  so-called  “silent  stone” 
surgery  should  be  recommended  to  anyone 
with  a reasonably  long  life  expectancy. 
Certainly  all  those  under  the  age  of  sixty 
years  should  be  operated  on,  since  it  has 
been  demonstrated  in  many  series  that  the 
operative  mortality  and  morbidity  rates 
rise  rapidly  after  this  age.  Serious  as- 
sociated diseases  may  be  a contraindication 


to  elective  surgery,  but,  here  again,  cardiac 
disease,  diabetes  mellitus,  and  so  on,  are 
not  definite  contraindications  to  surgery 
when  gallbladder  disease  is  symptomatic. 

Is  there  a relationship  between  gallstone 
disease  and  gallbladder  carcinoma,  peptic 
ulcer,  pancreatitis,  cirrhosis  of  the  liver, 
heart  disease,  obesity,  or  pregnancy?  In 
an  excellent  sudy  in  Framingham,  Massa- 
chusetts, of  5,209  subjects,  thirty  to  sixty- 
two  years  of  age,  it  was  found  that  gallblad- 
der disease  was  twice  as  high  in  women  (5.9 
per  cent)  as  in  men  (2.9  per  cent)  and  in- 
creased with  age,  weight,  and  numbers  of 
pregnancies.6  Gallbladder  disease  was  not 
related  to  fair  complexion,  nor  was  there  an 
excess  incidence  in  the  forty-year  age  group. 
Thus,  according  to  the  Framingham  study, 
the  dictum  which  implicates  the  “fair,  fat, 
and  forty”  is  valid  only  with  respect  to  the 
“fat.”  Aside  from  age,  weight,  and  num- 
ber of  pregnancies,  no  relationship  was 
found  between  gallbladder  disease  and 
serum  cholesterol  determinations,  hemo- 
globin concentration,  dietary  fat,  protein  or 
cholesterol  intake,  level  of  physical  activity, 
age  at  menopause,  marital  status,  or  the 
presence  of  gallbladder  disease  in  the  spouse. 
The  relationship,  if  any,  with  coronary 
heart  disease  was  not  clear. 

In  certain  cases,  gallbladder  pain  can 
simulate  anginal  symptoms.  Newman  and 
Northrup’s5  autopsy  studies  revealed  a peak 
incidence  of  gallstones  in  forty-five-year- 
old  white  women  and  also  an  increased 
incidence  with  hemolytic  anemia  and  pan- 
creatitis. 

The  problem  of  whether  or  not  gallstones 
predispose  to  the  development  of  carcinoma 
of  the  gallbladder  remains  debatable.7 
Nevertheless,  carcinoma  of  the  gallbladder 
is  practically  never  found  without  gall- 
stones. The  incidence  of  carcinoma  gener- 
ally is  given  as  about  1 per  cent  of  those  who 
have  gallstones.  The  operative  risk  over- 
all runs  about  the  same  for  cholecystectomy 
as  for  the  incidence  of  carcinoma,  so  that 
this  factor  alone  cannot  be  used  as  an 
indication  for  surgery. 

The  finding  of  a porcelain  or  calcified 
gallbladder,  howTever,  presents  an  entirely 
different  set  of  probabilities.  This  rare 
condition  has  been  found  to  have  a very 
high  associated  incidence  of  carcinoma  of 
the  gallbladder.  Polk  compiled  100  cases 
from  the  literature  and  found  that  22  had 
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TABLE  I.  Operative  cases:  1,718 


Number  of 
Cases  and 
Operation 

1963 

1964 

1965 

1966 

1967 

Cases  (totals) 
Cholecystostomy 

373 

353 

348 

333 

311 

(percent) 
Common  duct 

10.2 

8.2 

6.3 

9 

5.8 

exploration 

(percent) 

10.2 

10.5 

15.5 

15.6 

16.4 

carcinoma.8  Discovery  of  a calcified  or 
procelain  gallbladder,  therefore,  represents 
a sound  basis  for  recommending  laparotomy 
with  the  expectation  that  carcinoma  of  the 
gallbladder  will  be  found  in  nearly  one 
fourth  of  these  patients. 

Type  of  surgery 

The  type  of  surgery  to  be  offered  a pa- 
tient is  based  mainly  on  the  pathologic 
condition  at  the  time  of  surgery.  When- 
ever possible,  cholecystectomy  is  the  de- 
finitive operation  of  choice  with  removal  of 
the  diseased  gallbladder  and  accompanying 
stones.  However,  when  an  acute  fulmi- 
nating process  exists  with  marked  inflam- 
matory changes  involving  the  junction  of 
the  cystic  and  common  ducts  and  the  area 
of  the  portal  triad,  cholecystectomy  cannot 
be  safely  carried  out.  In  this  instance, 
cholecystostomy  is  the  safest  procedure 
with  drainage  of  the  gallbladder  accom- 
panied by  removal  of  all  the  stones  when- 
ever possible.  Subsequent  cholecystec- 
tomy should  be  performed  after  an  appro- 
priate period  of  time  to  allow  for  resolution 
of  the  acute  inflammatory  process. 

The  decision  to  explore  the  common  bile 
duct  at  the  time  of  operation  may  at  times 
be  difficult  to  make.  Jaundice  is  always 
an  indication  for  choledochostomy  unless 
the  condition  of  the  patient  during  the  oper- 
ation does  not  permit  the  additional  pro- 
cedure. Authors  generally  agree  that  cho- 
ledochostomy is  indicated  if  stones  found  in 
the  gallbladder  are  smaller  than  the  caliber 
of  the  cystic  duct.  The  frequency  with 
which  choledochostomy  is  performed  in 
various  clinics  varies  from  7.6  to  42  per 
cent.  The  percentage  of  cases  in  which 
common  duct  stones  are  found  also  varies 
greatly  from  37  to  67  per  cent.  The 
clinical  suspicion  that  the  smaller  the  gall- 


TABLE  II.  Pathologic  condition  (per  cent) 


Disease  State 

1963 

1964 

1965 

1966 

1967 

Acute  gallbladder 
disease 

16 

20 

13 

7 

4 

Chronic  gallbladder 
disease 

84 

80 

87 

93 

96 

Carcinoma 

1.2 

1.4 

1.1 

0.3 

0.3 

bladder  stone,  the  greater  the  likelihood 
that  a stone  is  present  in  the  common  duct 
has  been  shown  in  several  series.  A soli- 
tary stone  in  the  gallbladder  does  not  sug- 
gest that  the  incidence  of  stones  in  the 
common  duct  is  greatly  decreased  as  has 
been  suggested  in  the  literature.  Similarly, 
the  absence  of  stones  in  the  gallbladder 
does  not  mean  the  absence  of  stones  in  the 
common  duct.  In  general,  there  should 
be  broad  indications  for  exploration  of  the 
common  duct  depending  on  the  competence 
of  the  surgeon,  the  availability  of  sufficient 
surgical  assistants,  the  adequacy  of  the 
anesthesia,  and  the  general  condition  of  the 
patient.  Table  cholangiography  is  now 
routine  in  most  hospitals. 

Five-year  review  of  surgical  management 

Tables  I to  IV  list  a five-year  review  of 
the  surgical  management  of  gallbladder 
disease  at  Sisters  of  Charity  Hospital, 
Buffalo,  New  York.  This  is  a general  hos- 
pital, having  a 444  total  bed  capacity,  with 
6,000  surgical  admissions  and  3,500  major 
operations  per  year.  This  study  included 
1,718  gallbladder  operations,  or  an  average 
of  343  cases  per  year.  Table  I shows  the 
types  of  operations  performed  in  a fairly 
consistent  pattern.  Between  5 and  10 
per  cent  of  the  cases  have  had  cholecys- 
tostomy performed.  The  incidence  of  ex- 
ploration of  the  common  duct  has  increased 
slightly  each  year  as  shown  in  the  table. 
The  pathologic  status  involved  is  listed  in 
Table  II.  The  incidence  of  acute  chole- 
cystitis shows  a progressive  decrease  over 
this  five-year  period.  The  decrease  may 
not  be  an  actual  figure  but  may  represent  a 
trend  toward  nonoperative  treatment  dur- 
ing the  acute  phase,  followed  by  subsequent 
cholecystectomy  as  an  elective  procedure. 
The  decreasing  incidence  of  cholecystos- 
tomy during  this  same  period  would  also 
tend  to  confirm  this  supposition. 

A more  detailed  analysis  was  made  of 
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TABLE  III.  Age  distribution 


TABLE  IV.  Mortality  rates 

Deaths 

Operation  (Per  Cent) 

Cholecystectomy  0.9 

Cholecystostomy  8 

Common  duct  exploration  4 


Age 

(Years)  Percent 


10  to  20 

1.5 

20  to  30 

7 

30  to  40 

11 

40  to  50 

19 

50  to  60 

23 

60  to  70 

24 

70  to  80 

13 

80  to  90 

1.5 

those  patients  treated  by  my  two  partners 
and  myself  during  this  five-year  period. 
The  cases  involved  range  between  103  to 
124  per  year.  Sex  distribution  revealed 
28  per  cent  males  and  72  per  cent  females. 
Age  distribution  is  listed  in  Table  III. 
Forty-seven  per  cent  of  the  patients  were 
between  the  ages  of  fifty  to  seventy  years. 
The  mortality  rate  for  cholecystectomy  was 
less  than  1 per  cent.  The  mortality  rate 
for  cholecystostomy  was  8 per  cent,  indicat- 
ing more  seriously  ill  patients,  and  the 
mortality  rate  for  exploration  of  the  com- 
mon duct  was  4 per  cent  (Table  IV).  All 
deaths  fell  into  the  age  group  over  sixty- 
five  years,  and  3 patients  who  died  were 
over  the  age  of  eighty.  In  this  series,  as 
with  several  series  reported  by  others,  there 
were  4 instances  wherein  clinical  evidence 
indicated  chronic  cholecystitis,  but  oral 
gallbladder  dye  series  were  reported  as 
normal.  These  4 cases  revealed  multiple 
small  calculi  on  pathologic  examination. 
Three  cases  were  diagnosed  by  x-ray  ex- 
amination preoperatively  as  polyps  of  the 
gallbladder.  Two  cases  proved  to  be 
polyps;  the  other  case  proved  to  be  a small 
cluster  of  minute  stones  adherent  to  the 
gallbladder  wall. 

Summary 

A brief  review  has  been  made  of  the 


treatment  of  gallbladder  disease  in  a general 
hospital.  When  presented  with  a patient 
with  acute  signs  or  symptoms,  there  is 
little  argument  as  to  what  should  be  done. 
Cholecystectomy  is  the  treatment  of  choice 
either  immediately  or  as  an  elective  proce- 
dure when  the  acute  process  has  subsided. 
In  the  case  of  so-called  chronic  infection 
of  the  gallbladder  with  intermittent  low- 
grade  symptoms,  cholecystectomy  should 
be  done.  I n the  case  of  the  so-called  “silent 
gallstone”  diagnosed  by  x-ray  examination 
in  a general  workup  of  a patient,  cholecys- 
tectomy should  be  advised  provided  there 
are  no  associated  severe  contraindications. 

In  general,  for  all  patients  with  proved 
gallstones  and  symptoms  of  varying  de- 
grees, the  answer  should  always  be  cho- 
lecystectomy. 

85  Wehrle  Drive 
Cheektowoga,  New  York  14225 
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Special  pediatric  gynecology  clinics 
are  unusual,  found  only  in  the  larger 
medical  centers,  and  when  interested  per- 
sonnel are  available.  Usually  a gynecolo- 
gist and  a pediatrician  are  in  attendance. 

On  consideration,  it  becomes  apparent 
that  the  organic  problems  of  the  children 
seen  in  a clinic  population  are  related  to 
social  and  psychologic  factors.  The  meager 
literature  on  pediatric  gynecology  generally 
has  not  dealt  with  these  relationships  and 
the  nature  of  these  problems.  This  article 
will  outline  some  of  the  more  pertinent 
issues  to  alert  involved  physicians  as  well 
as  point  out  the  advantages  of  having 
psychiatric  and  social  work  consultation 
and  participation  available. 

General  considerations 

It  must  be  recognized  that  in  most  cases 
both  the  child  and  parent  come  to  the  clinic 


inadequately  prepared,  not  knowing  what 
to  expect,  and  for  the  child  it  is  a strange 
and  potentially  frightening,  as  well  as 
embarrassing,  experience.  This  apprehen- 
sion is  heightened  by  the  absence  of  any 
prior  relationship  with  the  examining 
physician.  To  offset  these  concerns,  it  is 
recommended  that  a properly  oriented 
nurse  allow  time  on  the  first  visit  to  explain 
the  reasons  for  the  referral  and  the  general 
nature  of  the  examination.  This  will  pro- 
vide reassurance,  preparation,  and  establish 
rapport.  This  orientation  may  well  he 
done  by  the  physician  if  efficient  use  of 
time  permits.  It  might  be  mentioned,  in 
this  regard,  that  in  many  cultures  preserv- 
ing the  child’s  intact  hymen  as  proof  of 
virginity  is  an  important  concern.  Some 
families  will  require  reassurance  that  it  will 
be  retained  and  some  will  even  request  a 
certificate  from  the  physician.  Such  con- 
cerns must  be  treated  with  respect  if  com- 
munication, trust,  and  adequate  follow-up 
are  to  be  obtained. 

The  examination.  Following  the  intro- 
ductory preparation  of  both  the  mother 
and  child,  some  explanations  about  the 
actual  examination  are  indicated.  It  has 
been  observed  that  even  very  young  girls 
consider  this  an  unusual  procedure  and  not 
analogous  to  other  clinic  visits.  Certainly 
this  is  even  truer  of  older  preadolescent  and 
early  adolescent  girls.  It  helps  a great  deal 
to  respect  their  need  for  modesty  in  un- 
dressing and  dressing,  thus  it  is  important 
to  provide  adequate  facilities  and  garments. 
The  child’s  response  to  the  physician  and 
to  the  examination  will  be  enhanced  by  her 
awareness  of  the  physician’s  respect  for  her 
feelings. 

Time,  patience,  and  gentleness  are  some- 
times sacrificed  in  the  service  of  efficiency 
or  expediency  in  a busy  clinic;  but  these 
are  requisites  for  an  adequate  pediatric 
gynecologic  examination.  Each  procedure 
must  be  explained  beforehand;  tense,  upset 
children  must  be  given  a chance  to  relax 
and  their  apprehensions  acknowledged  and 
talked  about.  If  swabs,  applications,  and 
any  intravaginal  instruments  are  to  he 
used,  or  if  a rectal  examination  must  he 
done,  then  the  child  should  be  informed  as 
to  what  sensations  to  expect  and  how  best 
to  cooperate.  If  vaginal  manipulation  is 
required,  it  may  be  preferable  in  certain 
cases  to  use  heavy  sedation,  even  a general 
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anesthesia  in  (lie  hospital  when  the  girl  is 
very  apprehensive  and  unable  to  cooperate. 
It  may  be  even  more  worth  while  to  defer 
the  examination  until  a later  visit,  taking 
more  time  to  prepare  the  child  and  establish 
rapport  and  trust. 

Education.  Another  opportunity  par- 
ticularly open  to  the  pediatric  gynecologist 
is  that  of  sex  education  for  the  preadolescent 
and  early  adolescent  girl.  He  has  the  op- 
portunity to  follow  up  on  questions  and  to 
introduce  information  about  the  physiologic 
and  physical  changes  at  puberty.  Infor- 
mation about  menses  can  be  easily  and 
naturally  introduced  to  girls  who  are  other- 
wise too  frightened,  too  shy,  or  too  unin- 
formed to  ask.  This  is  done  after  consulta- 
tion with  the  mother  and  with  her  ap- 
proval. It  can  often  spare  a girl  the  fear 
and  misinterpretations  attendant  on  her 
first  period  and  in  connection  with  her 
sexual  development. 

Specific  considerations 

Vulvovaginitis.  The  most  frequent 
pediatric  gynecologic  problem  is  vulvo- 
vaginitis due  to  a primary,  nonspecific 
vulvitis  secondary  to  poor  hygiene,  which  is 
usually  a reflection  of  inadequate  super- 
vision. In  an  indigent  population  there  is 
a high  incidence  of  illegitimate  pregnancies, 
broken  families,  narcotic  addiction,  and 
other  consequences  of  psychosocial  dis- 
organization. These  factors  result  in  a 
large  number  of  children  who  are  inade- 
quately supervised,  treated  with  indiffer- 
ence or  rejection,  abandoned  to  a series  of 
caretakers,  or  reared  by  the  maternal 
grandmother.  In  all  these  variations  one 
is  prone  to  find  poor  hygiene  along  with 
other  sequelae  of  such  adverse  circum- 
stances. A further  contributing  factor  is 
that  the  vulva  of  the  child  is  exposed  and 
vulnerable  and  does  not  have  the  protective 
labial  fat  pads  and  hair  of  the  adult.  In 
addition,  the  vaginal  wall  is  thin,  immature, 
of  neutral  pH,  and  is  an  excellent  bacterial 
culture  medium.  The  usual  clinic  case  has 
an  irritated  vulva  with  adherent  smegma, 
dry  discharge,  scratch  marks,  old  medica- 
tion, and  stained  underpants.  The  un- 
supervised child  may  have  tight,  binding 
panties  and  a vulva  that  becomes  exposed 
and  inflamed  by  sun-heated,  outdoor,  metal 
play  furniture  or  by  sliding  off  a toilet  seat. 


Dirty  finger  nails  may  transfer  bacteria  to 
and  from  the  nose,  mouth,  vulva,  and 
vagina. 

Another  common  problem  in  children  is 
pinworm  infestation.  Again,  poor  local 
hygiene  and  transfer  of  ova  from  anus  to 
mouth  by  the  fingernails  often  combine  to 
support  a cyclic  process  of  reinfestation. 
Success  in  therapy  depends  not  only  on 
specific  medication,  prevention  of  reinfec- 
tion by  personal  hygiene,  and  treatment  of 
other  household  members,  but  also  on  the 
education  of  and  explanation  to  the  child 
and  family. 

Six  cases  of  Trichomonas  vaginalis 
vaginitis  have  been  diagnosed  in  pre- 
pubertal children  in  the  past  year  in  this 
clinic,  although  it  is  commonly  thought  not 
to  occur  before  puberty.  In  adults  the 
disease  is  thought  to  be  spread  by  coitus, 
but  children  may  acquire  it  by  contact 
with  trichomonal  discharge  of  adults, 
facilitated  by  conditions  of  overcrowding 
and  physical  contact,  where,  for  example, 
children  and  adults  share  sleeping  facilities, 
and  several  families  use  the  same  bathroom 
facilities.  These  same  conditions  of  poor 
hygiene  and  close  contact  also  apply  in  the 
spread  of  gonorrheal  vaginitis  and  even 
some  cases  of  primary  luetic  chancres  in 
young  girls.  The  clinic  physician  should  be 
aware  of  these  factors  and  the  socioeco- 
nomic influences  on  epidemiology  to  be  able 
to  practice  truly  preventive  and  compre- 
hensive medicine  in  a pediatric  gynecology 
clinic. 

Foreign  bodies.  Foreign  bodies  in  the 
vagina  of  young  children  present  perplexing 
and  fascinating  problems  of  causation  and 
treatment.  This  is  a problem  more  or  less 
limited  to  young  girls  between  the  ages  of 
three  and  eight  and  seen  infrequently  in 
older  girls.  The  presenting  complaint  is 
usually  that  of  a markedly  foul-smelling 
vaginal  discharge  becoming  bloody  about 
two  weeks  after  the  onset.  Frequently  the 
foreign  body  is  found  to  be  small,  rolled  up 
pieces  of  toilet  tissue,  usually  not  found  on 
inspection  or  felt  by  rectal  examination. 
Vaginoscopy  is  often  necessary  to  identify 
and  remove  all  pieces.  In  some  cases,  re- 
currence of  such  masses  occurs  which,  along 
with  the  finding  of  multiple  masses,  makes 
it  clear  that  some  purposeful  reaccumula- 
tion is  taking  place;  the  purpose  and  mean- 
ing of  this  must  be  explored.  Therapy 
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must  always  include  the  prevention  of 
recurrence:  first  by  preventing  access  to 

toilet  tissue  and  its  replacement  with 
packaged,  disposable  flannel  pads  and, 
second,  by  assessing  the  cause  in  the  child. 
In  addition,  one  should  be  aware  that  the 
foul-smelling  and  then  bloody  discharge 
has  often  created  severe  social  problems  of 
avoidance  and  ostracism  for  the  child,  as 
well  as  a great  deal  of  fear  in  the  child,  with 
reluctance  to  confide  in  the  mother.  Some 
mothers  have  avoided  seeking  medical  care 
because  of  their  embarrassment  or  fears,  or 
both,  as  to  the  cause  of  the  discharge.  A 
careful,  considerate  inquiry  is  necessary  if 
information  concerning  the  cause  is  to  be 
obtained,  since  the  children  may  be 
frightened  and  guilty  already  and  usually 
begin  by  denying  any  knowledge  of  how  the 
material  came  to  be  inserted. 

Case  report.  A seven-year-old  girl  was 
brought  to  the  emergency  room  by  her  mother 
with  a complaint  of  a bloody,  foul-smelling, 
vaginal  discharge  of  several  days’  duration. 
She  was  seen  the  next  day  in  the  Pediatric- 
Gynecology  Clinic  where  several  dark  masses 
were  removed  from  her  vagina.  On  two  subse- 
quent visits  over  the  next  few  weeks  additional 
similar  material  was  found  in  the  vagina  and 
removed.  These  masses  were  found  to  consist 
of  a wood-pulp  product  (probably  toilet  tissue) 
and  hair  shafts,  with  a diagnosis  made  of  tri- 
chophytobezoar.  The  girl  was  observed  to  be 
very  apprehensive,  withdrawn,  and  unable  to 
give  any  information  about  the  vaginal  foreign 
bodies.  Psychiatric  consultation  was  proposed, 
but  the  girl  and  family  were  lost  to  follow-up. 

Congenital  anomalies.  An  interesting 
although  infrequent  problem  is  the  child 
with  congenital  absence  of  the  vagina  and 
uterus.  She  has  ovaries  and  will  feminize 
at  puberty.  Having  been  reared  as  a 
female,  she  will  have  the  female  gender  role. 
How  and  when  should  the  physician  tell 
this  child  that  she  will  never  menstruate 
or  be  fertile,  although  a vagina  can  be  made 
surgically,  and  a future  sex  life  enjoyed? 
This  is  a perplexing  problem  that  has  to  be 
geared  to  the  individual  to  accord  with 
the  emotional  development  of  the  child 
and  her  cultural  environment.  A further 
problem  is  when  to  decide  to  construct  the 
vagina.  Some  advise  that  this  be  done  by 
age  eighteen,  so  that  the  patient  can  start 
dating  on  a more  secure  basis.  Others 
advise  deferring  surgery  until  two  months 
prior  to  marriage  because  an  obturator  or 
coitus  is  necessary  to  keep  the  surgically 


constructed  vagina  open.  One  of  us  (A.  A.) 
has  found  a simple  method  of  deciding  on  a 
course  of  action.  The  use  of  a narrow  tube 
to  press  against  the  dimple  where  the 
vagina  should  be  was  recommended  by 
Robert  T.  Frank*  many  years  ago.  This 
method  has  generally  been  abandoned  in 
favor  of  more  rapid  and  better  results  ob- 
tained by  surgery.  We  have  found  the  old 
method  worthwhile  to  develop  a short 
vagina  (when  the  tissue  is  soft  and  pliable) 
to  make  surgery  easier,  and  to  test  the 
reaction  of  the  patient  in  advance  to  the 
postoperative  use  of  the  obturator. 

The  test  tube  is  not  used  generally  for 
such  purposes  by  the  profession  at  present, 
but  we  think  it  has  clinical  value.  If  the 
patient  does  not  use  the  test  tube,  we  have 
found  that  she  will  not  use  the  obturator 
postoperatively,  especially  since  postopera- 
tively  there  may  be  discomfort  and  a foul 
discharge.  If  the  patient  will  not  accept 
this  procedure,  her  feelings  about  her  ab- 
normality, her  conception  of  it,  her  fanta- 
sies, and  her  expectations  should  be  ex- 
plored with  her  before  reconstructive  sur- 
gery is  considered.  In  these  unusual  cases 
there  should  be  early  psychiatric  consulta- 
tion for  advice  and  guidelines  in  helping  the 
parents  to  understand,  accept,  and  adjust 
so  that  they  can  aid  the  child,  as  well  as  to 
help  the  child  directly. 

When  the  patient  does  accept  the 
preparatory  procedure,  she  should  have  a 
chance  to  express  her  feelings  and  prepare 
for  the  surgery,  now  made  easier  even  after 
only  two  weeks  of  the  test  tube  method. 

Case  report.  | A sixteen-year-old  girl  was 
seen  in  a hospital  outpatient  depaitment  for 
primary  amenorrhea.  A diagnosis  was  made  of 
congenital  absence  of  the  vagina  and  uterus. 
An  overly  eager  house  staff  convinced  the 
patient  and  her  parents  that  surgical  correc- 
tion was  necessary  at  once.  An  operation  to 
create  a vagina  with  a split-thickness  skin  graft 
was  performed.  Postoperatively  the  patient 
was  terrified  when  she  was  shown  the  obturator 
which  she  would  have  to  insert  and  remove  from 
the  new  surgical  vagina.  She  had  not  been 
prepared  adequately  for  the  operation  or  the 
postoperative  course.  Belated  attempts  of  an 
explanation  made  the  situation  even  worse  since 
it  was  discovered  that  the  patient  had  already 
decided  to  become  a nun  as  the  solution  to  her 
problem.  Since  she  refused  to  use  the  obturator 
the  surgical  vagina  scarred  and  closed,  and  the 

* Frank,  R.  T.:  Formation  of  artificial  vagina  without 

operation,  Am.  J.  Obst.  & Gynec.  35:  1053  (1938). 

1 From  the  personal  records  of  A.  A. 
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procedure  turned  out  to  be  a surgical  and 
psychologic  catastrophe. 

The  child  with  a pseudohermaphro- 
dite intersex  problem  has  to  he  further 
individualized.  The  obstetrician-gynecolo- 
gist is  the  first  to  see  the  newborn  patient 
and  should  be  the  first  to  suspect  any  inter- 
sex question.  The  sex  of  rearing  has  to  be 
decided  within  the  first  few  days  after 
birth  to  avoid  emotionally  disturbing 
changes  in  sex  of  rearing  later  in  life. 
Most  such  children  are  reared  as  females, 
and  this  is  further  reason  for  the  interested 
gynecologist  to  be  involved.  Children  with 
congenital  adrenal  hyperplasia  will  require 
lifelong  cortisone  therapy  to  be  nor- 
mal females.  Male  pseudohermaphrodites 
(with  testes)  reared  as  females  will  never 
be  fertile.  Corrective  surgery  to  amputate 
an  enlarged  clitoris  and  open  a urogenital 
sinus  is  best  done  from  about  one  to  three 
years  of  age,  when  children  firmly  establish 
their  sexual  identity.  Male  pseudoher- 
maphrodites with  ambiguous  external  geni- 
talia reared  as  females  should  have  the  testes 
(often  intra-abdominal)  removed  early  in 
life,  because  masculinization  may  occur  at 
puberty.  Male  pseudohermaphrodites  with 
feminine  external  genitalia  (feminizing 
testes)  will  feminize  at  puberty  and,  if 
desired,  the  testes  may  be  removed  after 
puberty  to  prevent  testicular  neoplasia. 

Such  children  and  their  parents  require 
tactful  understanding,  consideration,  and 
explanations  of  the  condition  which  are 
sufficient  but  not  necessarily  complete  and 
detailed.  Such  conditions  generate  pro- 
found uncertainty  regarding  sexual  identity 
and  sexual  normality,  body  image  distor- 
tions, and  depressive  reactions.  The  gyne- 
cologist should  be  aware  of  the  various 
questions  and  misunderstandings  which 


these  reactions  reflect  and  l>e  prepared  to 
be  informative  and  frank,  but  also  suppor- 
tive and  reassuring. 

Another  similar  problem  is  the  often 
short  child  with  primary  amenorrhea, 
sexual  infantalism,  and  streak  ovaries, 
Turner’s  syndrome.  Her  short  stature  and 
flat  chest  will  also  present  special  problems 
in  peer  relationships,  body  image  develop- 
ment, self-perception,  and  self-esteem. 
Puberty  must  be  induced  by  oral  estrogens, 
the  timing  to  be  determined  by  the  physi- 
cian, considering  the  child’s  emotional 
balance,  comparison  with  her  peers,  and 
her  own  wishes  and  understanding. 

It  is  not  sufficient  in  any  of  these  unusual 
and  difficult  conditions  to  focus  only  on 
the  surgical  and  replacement  therapies, 
without  giving  major  consideration  to  the 
marked  and  inevitable  upheavals  and 
trauma  imposed  by  such  conditions  on 
normal  personality  development.  Here, 
indeed,  it  is  imperative  to  consider  the 
entire  individual  in  her  psychosocial  and 
cultural  setting,  if  effective  and  comprehen- 
sive medicine  is  to  be  practiced,  indeed,  if 
the  surgery  itself  is  to  be  a useful  procedure. 


Summary 

A number  of  different  conditions,  cir- 
cumstances, and  cases  have  been  discussed 
in  this  article  to  illustrate  the  advantages 
to  the  pediatric  gynecologist  of  concerning 
himself  with  the  emotional,  social,  and 
cultural  influences  which  bear  on  his  pa- 
tients’ pathologic  conditions. 

1 East  89th  Street 
New  York,  New  York  10028 
(Dr.  Altchek) 
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A new  era  in  dermatologic  therapy  began 
in  1952  with  the  report  that  the  cortico- 
steroid, compound  F,  possessed  topical 
activity.1  Since  that  time  numerous  syn- 
thetic corticosteroids  with  even  greater 
local  anti-inflammatory  effects  have  been 
made  available,  and  methods  of  application 
have  been  described  which  increase  the 
efficacy  of  these  preparations. 

Sulzberger  and  Witten  in  1961 2,3  re- 
ported on  the  use  of  thin  plastic  films  as 
occlusive  dressings  to  be  applied  over  topi- 
cal corticosteroids.  They  credited  Garb4 
with  the  original  description  of  the  technic. 
Scholtz  in  the  same  year5  suggested  the 
identical  method  for  the  treatment  of 
psoriasis. 

McKenzie  and  Stoughton6  were  the  first 
to  demonstrate  that  plastic  films  facilitated 
percutaneous  absorption.  Using  vasocon- 
striction as  an  index,  they  showed  that 
occlusion  produced  a hundred-fold  increase 
in  absorption. 

The  original  occlusive  technic  consisted 
of  applying  a plastic  film,  such  as  Saran 
Wrap,  over  a corticosteroid  cream  or  oint- 


ment. Surgical  tape  was  then  used  to 
seal  the  edges  of  the  plastic  film  to  the  skin. 
Subsequent  refinements  have  included  the 
use  of  plastic  bags,  gloves,  boots,  and  tubing 
to  cover  various  parts  of  the  body. 

Recently  a transparent,  impervious  plas- 
tic tape  containing  flurandrenolone,  a 
corticosteroid,  uniformly  distributed  in  its 
adhesive,  was  made  available  to  us.  * This 
tape  is  made  of  a thin,  matte-finish  poly- 
ethylene film  which  is  slightly  elastic  and 
highly  flexible.  The  pressure-sensitive  ad- 
hesive surface  is  covered  with  a protective 
paper  finer  to  permit  handling  and  trim- 
ming before  application.  Weiner7  had  re- 
ported the  tape  to  be  an  effective  thera- 
peutic method. 

We  conducted  a double-blind  paired 
comparison  study  of  this  tape  in  the  treat- 
ment of  psoriasis.  The  results  of  this  study 
make  up  the  basis  of  this  report.  At  the 
same  time,  we  evaluated  the  effect  of 
applying  a germicidal  agent,  benzalkonium 
chloride,  prior  to  application  of  the  tape, 
in  an  attempt  to  ascertain  whether  the 
benzalkonium  might  reduce  the  incidence 
of  infection  under  occlusion  and/or  enhance 
the  therapeutic  effect  of  the  tape. 

Materials  and  methods 

The  patients  included  in  this  study  were 
selected  from  individuals  attending  the 
psoriasis  clinic  of  the  Columbia-Presby- 
terian  Medical  Center.  Those  chosen  had 
discrete  lesions  suitable  for  occlusive  dress- 
ing technic. 

Each  patient  was  supplied  with  a roll  of 
active  tape  containing  4 micrograms  of 
flurandrenolone  per  square  centimeter  and  a 
roll  of  placebo  tape,  identical  in  appearance, 
but  containing  no  steroid.  The  tapes  were 
coded  so  that  neither  the  patient  nor  the 
evaluators  knew  their  identity.  In  addi- 
tion, a bottle  of  1:750  aqueous  benzalko- 
nium chloride  was  provided.  The  patient 
was  given  a printed  instruction  sheet  on 
which  the  tape  code  letters  and  the  sites  to 
which  they  were  to  be  applied  were  re- 
corded. An  actual  demonstration  of  tape 
application  was  performed  for  each  patient. 

In  general,  four  sites  were  occluded  in 
each  patient,  two  with  active  tape  and  two 

* The  flurandrenolone  tape  used  in  this  study  was  provided 
by  E.  I.inn  Jones,  M.I).,  Eli  Lilly  and  Company,  Indian- 
apolis, Indiana. 
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with  placebo  tape.  One  active  and  one 
placebo  site  were  painted  with  benzalko- 
nium  chloride  and  allowed  to  dry  before 
application  of  the  tape.  The  tape  was  left 
on  for  twenty-four  hours,  removed,  and  re- 
placed after  the  patient  had  bathed  with 
Ivory  soap  and  water.  Wherever  possible, 
symmetrical  lesions  which  were  basically 
similar  in  appearance  were  utilized. 

The  patients  were  evaluated  independ- 
ently by  three  attending  or  resident  derma- 
tologists prior  to  the  study  and  after  one 
and  two  weeks.  Each  lesion  was  graded 
according  to  the  degree  of  erythema,  scale, 
and  infiltration  as  follows:  marked,  3; 

moderate,  2;  slight,  1;  and  none,  0.  The 
scores  assigned  by  each  of  the  three  ob- 
servers were  added,  and  those  for  the  two- 
week  evaluation  were  subtracted  from  those 
originally  given.  The  difference  was  then 
divided  by  the  number  of  observers.  It 
was  arbitrarily  decided  that  a net  improve- 
ment of  one  rank  would  constitute  a mean- 
ingful change  for  one  of  the  lesion  charac- 
teristics, and  a net  improvement  of  three 
would  be  regarded  as  significant  when  all 
three  characteristics  were  considered  col- 
lectively. 


Results 

Of  the  21  patients  placed  on  the  study,  19 
completed  the  two-week  period  of  observa- 
tion. 

There  were  8 males  and  11  females.  The 
average  age  of  the  patients  was  52.6  years 
and  the  median  age  was  fifty-one.  The 
average  age  of  onset  in  these  patients  was 
43.3,  the  median  age  of  onset  was  forty- 
five.  The  average  duration  of  disease 
prior  to  treatment  was  9.8  years. 

A total  of  32  sites  were  treated  with 
active  tape.  Of  these  26  showed  over-all 
improvement  and  6 were  unimproved. 
There  was  some  question  as  to  the  validity 
of  combining  the  scores  for  erythema,  scal- 
ing, and  infiltration,  since  it  is  quite  possible 
that  the  treatment  might  affect  one  charac- 
teristic and  not  another.  However,  when 
the  scores  were  considered  individually,  the 
results  closely  paralleled  the  collective 
scores.  Twenty  of  32  sites  showed  less 
erythema,  12  unimproved;  28  less  scaling, 
4 unimproved;  and  24  less  infiltration,  8 
unimproved. 


Thirty-eight  sites  were  treated  with 
placebo  tape.  Only  6 of  these  showed  over- 
all improvement.  Three  showed  less  ery- 
thema, 35  unimproved;  14  less  scale,  24 
unimproved;  and  11  less  infiltration,  27 
unimproved. 

Pretreatment  of  a site  with  benzalko- 
nium  chloride  did  not  prove  to  have  any 
therapeutic  benefit.  Only  1 of  14  sites  did 
better  with  benzalkonium  plus  active  tape 
than  with  active  tape  alone.  No  cases  of 
folliculitis  or  other  forms  of  infection 
occurred,  and  so  we  could  not  assess  the 
value  of  applying  an  antiseptic  under  the 
occlusive  dressing.  We  also  attempted  to 
perform  bacterial  counts  during  the  course 
of  the  study  using  the  method  of  William- 
son and  Kligman.8  However,  we  were  un- 
able to  obtain  consistent,  reproducible  re- 
sults. As  would  be  expected,  colony 
counts  were  higher  after  occlusion  than 
prior  to  occlusion.  We  had  the  impression 
that  in  some  patients  the  benzalkonium 
chloride  did  modify  the  increase  in  bacterial 
growth. 

Since  all  of  the  foregoing  results  were 
based  on  an  arbitrary  definition  of  im- 
provement, we  also  subjected  our  figures  to 
a totally  objective  statistical  analysis. 
Using  Dunn’s  method  of  multiple  com- 
parisons, the  active  tape  was  significantly 
better  than  the  placebo  tape  (p  < 0.001). 
The  presence  of  benzalkonium  produced  no 
statistical  difference. 

Comment 

These  figures  attest  to  the  efficacy  of 
flurandrenolone  tape  in  the  treatment  of 
psoriasis.  It  is  noteworthy  that  only  1 
patient  who  received  active  tape  failed  to 
show  improvement  on  at  least  one  site  so 
treated,  and  this  was  a patient  with  ex- 
tremely active  widespread  disease. 

Of  the  6 placebo  sites  which  showed  over- 
all improvement,  2 were  in  a fifteen-year- 
old  female  with  guttate  psoriasis  of  only  a 
few  months’  duration.  During  the  course 
of  our  study  even  her  untreated  lesions 
cleared,  so  obviously  this  was  a spontaneous 
remission. 

Another  2 of  the  improved  placebo  sites 
were  in  a forty-eight-year-old  female  who 
had  a marked  neurodermatitic  element 
superimposed  on  her  psoriasis.  The  tape 
alone  may  have  prevented  her  from  rubbing 
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and  scratching  and,  hence,  the  resultant 
improvement. 

The  only  adverse  reaction  we  encoun- 
tered was  in  a patient  in  whom  an  acute 
contact  dermatitis  developed  at  the  site  of 
application  of  the  active  tape  after  two 
weeks  of  use.  She  had  finished  the  double- 
blind portion  of  the  study  a day  earlier  and 
had  discontinued  the  placebo  tape,  but  had 
been  given  known  active  tape  for  use.  The 
patient  refused  to  permit  testing  to  deter- 
mine the  cause  of  the  contact  dermatitis. 

In  general,  the  patients  found  the  tape 
to  be  a very  acceptable  form  of  therapy, 
and  no  significant  confusion  arose  over  the 
method  of  application.  We  believe  that 
the  tape  possesses  a number  of  decided 
advantages  over  conventional  occlusive 
dressings.  The  most  noteworthy  of  these 
is  the  ease  of  application  of  the  tape.  The 
use  of  cream,  film,  and  adhesive  tape  can  be 
a very  cumbersome  procedure  which  cannot 
be  carried  out  on  many  areas  of  the  body 
by  the  patient  without  additional  help. 
The  tape  dressing  also  seems  to  remain  in 
place  longer.  Since  it  is  relatively  incon- 
spicuous, patients  are  more  willing  to  use 
it  on  exposed  areas  during  the  day.  The 
impregnated  tape  also  provides  an  exact 
control  of  dosage. 

We  did  not  find  it  possible  to  observe  all 
of  the  patients  without  treatment  once 
the  study  was  over.  In  those  that  we  did, 


the  rate  and  rapidity  of  recurrence  was 
similar  to  that  seen  with  other  forms  of 
occlusive  therapy. 

Summary 

The  effectiveness  of  flurandrenolone  tape 
in  the  treatment  of  psoriasis  was  evaluated 
in  a double-blind  study.  The  active  tape 
was  found  to  be  significantly  better  than 
the  placebo  tape.  The  steroid-impreg- 
nated tape  possessed  a number  of  advan- 
tages over  other  types  of  occlusive  dressings. 
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Rapidly  Progressive  Renal 
Disease  in  Diabetes 


Case  history 

Saturnina  Tan,  M.D.:  First  admis- 

sion. A seventy-one-year-old  white  woman 
was  admitted  with  a chief  complaint  of 
nausea. 

Eighteen  years  prior  to  admission,  the 
patient  had  undergone  a cholecystectomy. 
Shortly  thereafter  she  developed  gangrene 
of  one  toe  and  was  found  to  have  diabetes. 
The  patient  had  not  been  maintaining  good 
dietary  control;  in  spite  of  25  to  30  units 
of  NPH  insulin  per  day,  she  was  found  to 
have  4 plus  glycosuria  on  random  speci- 
mens of  urine.  Five  years  before  admis- 
sion, she  was  found  to  have  hypertension. 
Twenty-four  hours  before  admission,  she 
developed  weakness  and  nausea  and  vom- 
ited several  times. 

Physical  examination  on  admission 
showed  her  blood  pressure  was  150/86, 
pulse  100,  and  respirations  18  per  minute; 
her  temperature  was  99.8  F.  The  patient 
was  alert  and  cooperative  but  appeared 
dehydrated.  The  tongue  was  reddened 
but  not  smooth.  The  lungs  were  clear; 
the  heart  was  questionably  enlarged,  but 
there  were  no  murmurs. 

The  initial  urine  examination  showed  a 
specific  gravity  of  1.023,  with  a 3 plus  test 
result  for  sugar,  a trace  of  acetone,  and  a 
negative  test  result  for  albumin;  the  micro- 
scopic examination  showed  5 to  6 red  blood 
cells  per  high-power  field.  The  hemoglobin 
was  15  Gm.  per  100  ml.,  the  hematocrit 
45,  and  the  white  blood  cell  count  10,500 
with  68  per  cent  segmented  forms.  The 
true  glucose  was  320  mg.,  the  blood  urea 


nitrogen  29  mg.,  and  the  total  protein  7.1 
Gm.  (albumin  4.4  Gm.  and  globulin  2.7 
Gm.)  per  100  ml.  The  initial  carbon  di- 
oxide content  was  35  mEq.,  the  potassium 
3.3  mEq.,  the  sodium  140  mEq.,  and  the 
chlorides  114  mEq.  per  liter. 

The  chest  x-ray  film  showed  only  border- 
line cardiac  enlargement.  The  electro- 
cardiogram showed  some  prolongation  of 
the  Q-T  interval  with  prominent  U waves 
and  ventricular  premature  contractions. 

During  the  one-week  hospital  stay  the 
patient’s  temperature  remained  below  100.8 
F.  The  blood  pressure  ranged  from  140/76 
to  180  90.  A 2 to  3 plus  glycosuria  persisted 
even  with  40  units  of  NPH  insulin  and  15 
units  of  regular  insulin  daily.  However, 
the  gastrointestinal  symptoms  subsided, 
and  after  six  days  the  patient  was  dis- 
charged on  a regimen  of  NPH  insulin  40 
units  daily  for  continued  mild  glycosuria. 

Second  admission  ( four  years  later).  In 
the  interval  the  patient’s  diabetes  had  been 
reasonably  well  controlled  with  insulin  and 
an  oral  hypoglycemia  agent;  in  addition 
she  had  been  taking  reserpine.  One  year 
before  the  final  hospital  admission  she  had 
undergone  bilateral  cataract  extractions  at 
another  hospital.  During  the  several 
weeks  before  admission  she  had  noticed  the 
onset  and  progression  of  ulcerations  over 
the  lower  part  of  the  left  leg  which  were 
associated  with  a 4 plus  glycosuria. 

Physical  examination  on  admission  re- 
vealed the  blood  pressure  to  be  160  80,  the 
pulse  84,  and  respirations  20  per  minute; 
the  temperature  was  98.8  F.  There  was 
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erythema  over  the  lower  portion  of  the  left 
leg  and  foot,  together  with  intertriginous 
maceration  and  infection  about  the  nails 
of  the  foot;  there  were  ulcerations  on  the 
plantar  and  lateral  aspects  of  the  left  foot. 
There  was  edentia  with  retained  root  decay. 
The  lungs  were  clear.  The  heart  appeared 
to  be  enlarged  with  a heaving  impulse 
outside  the  midclavicular  line  in  the  sixth 
interspace;  the  rhythm  was  regular.  There 
was  a Grade  II/VI  medium-pitched  apical 
holosystolic  murmur,  not  transmitted  into 
the  axilla.  Examination  of  the  abdomen 
showed  negative  findings  except  for  a 
healed  cholecystectomy  scar.  There  was 
a second-degree  rectocele  and  a stenosed 
vaginal  canal.  Edema  was  present  about 
both  ankles,  together  with  varicosities 
involving  both  lower  legs  and  thighs.  The 
deep-tendon  reflexes  were  absent,  but  there 
was  no  paresis  and  no  loss  of  superficial 
sensation. 

The  initial  urinalysis  revealed  a specific 
gravity  of  1.022  with  a negative  test  result 
for  albumin;  the  test  result  for  sugar  was  3 
plus  with  a trace  of  acetone;  and  the  micro- 
scopic examination  was  not  remarkable. 
The  hemoglobin  was  13.3  Gm.  per  100  ml., 
the  hematocrit  40,  and  the  white  blood  cell 
count  10,000  with  67  per  cent  polymor- 
phonuclear leukocytes.  The  blood  glucose 
was  272  mg.,  the  blood  urea  nitrogen  22 
mg.,  and  the  cholesterol  218  mg.  per  100 
ml.  The  carbon  dioxide  content  was  27 
mEq.,  potassium  4.3  mEq.,  sodium  144 
mEq.,  and  chlorides  102  mEq.  per  liter. 
The  serum  glutamic  oxaloacetic  transami- 
nase was  26  units  (normal  1 to  27),  the 
serum  glutamic  pyruvic  transaminase  27 
units  (normal  1 to  40),  and  the  lactic  acid 
dehydrogenase  440  units  (normal  200  to 
600). 

The  chest  x-ray  film  showed  only  old 
inflammatory  changes  scattered  throughout 
both  lung  fields;  the  heart  size  was  at  the 
upper  limits  of  normal.  The  initial  elec- 
trocardiogram revealed  ST-  and  T-wave 
abnormalities  suggestive  of  myocardial 
ischemia,  slightly  more  marked  than  those 
shown  on  the  electrocardiogram  during  the 
first  admission. 

Throughout  the  hospital  course  the  pa- 
tient was  febrile.  Marked  glycosuria  and 
hyperglycemia  persisted  in  spite  of  in- 
sulin therapy.  The  skin  infection  was 
treated  with  parenteral  penicillin.  Shortly 


after  admission  the  patient  developed 
urinary  retention.  Consequently,  individ- 
ual urine  glucose  determinations  were  less 
reliable  as  a guide  for  insulin  therapy,  and 
the  patient  alternately  experienced  marked 
fluctuations  of  blood  sugar  levels.  Nali- 
dixic acid  (NegGram)  was  substituted  for 
penicillin  therapy. 

During  the  second  hospital  week,  insulin 
therapy  was  supplemented  with  tolbuta- 
mide. The  leg  ulceration  showed  some 
improvement  with  wet  dressing  and  bacitra- 
cin. Urinalysis  showed  a specific  gravity 
of  1.015  with  a 2 plus  albuminuria,  marked 
glycosuria,  innumerable  white  blood  cells, 
and  a moderate  number  of  yeast  cells. 
Tetracycline  phosphate  and  sodium  novo- 
biocin (Panalba)  was  added  to  nalidixic 
acid  therapy,  but  repeated  urinalyses  con- 
tinued to  show  innumerable  white  blood 
cells,  many  yeast  cells,  and  a bacterial 
colony  count  of  less  than  1,000.  Urinary 
frequency  and  bladder  distention  persisted. 
Hemolytic  Escherichia  coli  only  was  found 
on  urine  culture. 

During  the  third  hospital  week  the  urine 
was  noted  to  have  a creamy,  whitish  color 
with  innumerable  white  blood  cells  and 
many  yeast  cells;  stains  for  fat  showed 
strongly  positive  results.  The  white  blood 
cell  count  was  52,000  with  80  per  cent 
polymorphonuclear  leukocytes;  the  blood 
sugar  ranged  between  300  and  500  mg.  per 
100  ml.  The  blood  urea  nitrogen  rose  to  95 
mg.  per  100  ml.;  the  carbon  dioxide  count 
dropped  to  15.2  mEq.  with  a rise  in  the 
serum  potassium  to  6.3  mEq.  per  liter. 
The  serum  sodium  was  122  mEq.  and  the 
chlorides  86  mEq.  per  liter.  The  blood 
acetone  test  result  remained  negative. 
Urine  culture  showed  many  yeast  cells 
identified  as  Candida  albicans.  During 
this  period  urinary  frequency  and  retention 
persisted.  Episodes  of  hypotension  and 
diaphoresis  appeared  to  respond  to  50  per 
cent  glucose  solution  given  intravenously 
but  also  to  generally  improved  hydration. 
Ampicillin  was  added  to  the  antibiotic 
regimen.  The  lungs  remained  clear.  The 
patient  developed  atrial  flutter  with  2 : 1 
atrioventricular  block  which  reverted  to 
normal  sinus  rhythm  with  digitalis  therapy. 
With  better  hydration  the  patient’s  urine 
became  less  viscid  and  increased  in  amounts; 
however,  gross  pyuria  persisted,  and  the  blood 
urea  nitrogen  increased  to  150  mg.  perlOO  ml. 
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During  the  fourth  hospital  week,  the 
patient’s  general  lethargy  continued.  The 
urine  remained  free  of  sugar  and  acetone; 
however,  the  hlood  sugar  level  fluctuated 
between  300  and  500  mg.  per  100  ml.  and 
on  one  occasion  reached  1,000  mg.  per  100 
ml.  The  white  hlood  cell  count  ranged 
between  15,000  and  21,000  with  80  per  cent 
polymorphonuclear  leukocytes.  Urinary 
excretion  of  sodium  and  potassium  re- 
mained within  normal  limits.  The  blood 
urea  nitrogen  and  carbon  dioxide  content 
were  unchanged;  the  serum  creatinine  was 
4.6  mg.  and  the  blood  lactic  acid  8.6  mg. 
(normal  5 to  45  mg.)  per  100  ml.  The 
blood  culture  was  positive  for  C.  albicans 
but  negative  for  bacterial  growth.  Kan- 
amycin  sulfate  (Kantrex)  therapy  was  be- 
gun together  with  nystatin  (Mycostatin) 
vaginal  tablets.  Flat  film  of  the  abdomen 
revealed  moderate  gaseous  distention  sug- 
gestive of  fecal  impaction;  renal  and  psoas 
shadows  were  obscured;  and  splenic  and 
pelvic  arteries  and  femoral  vessels  were 
calcified.  The  repeat  chest  x-ray  film  was 
not  remarkable.  The  urinary  output  re- 
mained excellent;  a decubitus  ulcer  formed 
over  the  sacral  region.  The  serum  electro- 
phoresis showed  an  elevation  of  the  alpha-2 
globulin  to  18.9  per  cent  (normal  4.9  to  9.1). 

During  the  final  two  days,  the  patient’s 
condition  rapidly  deteriorated  with  dia- 
phoresis, Cheyne-Stokes  respiration,  frothy 
sputum,  moist  rales  over  both  lung  fields, 
and  a slow  irregular  pulse  with  first-  and 
second-degree  atrioventricular  block.  The 
central  venous  pressure  remained  low;  in 
view  of  the  low  serum  sodium  and  chlorides, 
3 per  cent  saline  solution  was  administered 
intravenously.  Urinary  output  decreased; 
in  spite  of  peritoneal  dialysis  the  patient 
remained  semicomatose  and  eventually 
became  unresponsive.  Terminally  the 
blood  urea  nitrogen  was  125  mg.  and  the 
glucose  140  mg.  per  100  ml.;  the  carbon 
dioxide  content  was  15  mEq.  and  the  potas- 
sium 4.9  mEq.  per  liter. 

The  patient  died  on  the  thirtieth  hospital 
day. 

Discussion 

Martin  B.  Duke,  M.D.*:  Briefly,  this 

* Assistant  Attending  Physician,  Beekman-Downtown 
Hospital  and  Beth  Israel  Hospital. 


seventy-five-year-old  woman  had  had  mod- 
erately to  poorly  controlled  diabetes  for 
about  twenty  years.  She  had  had  a chole- 
cystectomy and  diabetic  gangrene  of  her 
left  foot;  her  hypertension  had  been  treated 
intermittently  with  reserpine  therapy.  It 
appears  that  her  first  admission  was  oc- 
casioned by  an  acute  gastroenteritis. 

Her  second  admission,  approximately 
four  years  later,  was  for  better  control  of 
her  diabetes  and  for  treatment  of  persistent 
ulcerations  and  infection  of  the  lower  part 
of  her  left  leg.  In  addition  she  had  evi- 
dence of  cervical  vein  distention,  an  en- 
larged heart,  urinary  retention,  absent  deep 
tendon  reflexes,  and  ankle  edema.  During 
this  admission  her  initial  urinalysis  revealed 
a 3 plus  glycosuria,  a trace  of  acetone,  and  a 
negative  test  result  on  microscopic  examina- 
tion. The  white  blood  cell  count  was 
slightly  elevated  with  67  per  cent  poly- 
morphonuclear leukocytes.  The  hospital 
course  was  notable  for  wide  fluctuations  of 
blood  sugar  levels  during  treatment  of  the 
cellulitis  and  ulcers  of  the  foot.  She  re- 
quired repeated  bladder  catheterizations 
and  eventually  an  indwelling  catheter  for 
adequate  control  of  her  urinary  output. 
Antibiotics  including  penicillin,  nalidixic 
acid,  and  tetracycline  phosphate  and  so- 
dium novobiocin  were  used  to  control 
pyuria,  although  the  urine  bacterial  count 
was  always  less  than  1,000.  Many  yeast 
cells  were  noted  on  repeated  urinalyses, 
with  one  positive  culture  for  C.  albicans. 

She  developed  temperature  rises  to  102  F. 
from  the  second  hospital  week  until  her 
death.  Her  white  blood  cell  count  was 
markedly  elevated,  always  with  a predom- 
inance of  polymorphonuclear  leukocytes. 
During  her  third  hospital  week  she  had  the 
additional  problems  of  increasing  blood 
urea  nitrogen,  dehydration,  and  an  episode 
of  hypoglycemia.  She  developed  a cardiac 
arrhythmia  which  was  treated  with  digitalis. 
During  her  fourth  hospital  week,  a positive 
blood  culture  for  C.  albicans  was  reported; 
her  fever,  high  blood  urea  nitrogen,  gross 
pyuria,  candiduria,  and  leukocytosis  per- 
sisted. She  was  treated  by  peritoneal 
dialysis  but  without  significant  change  in 
her  status  until  her  death.  Can  we  review 
the  x-ray  films? 

John  Batillas,  M.D.:  A chest  film  on 

admission  demonstrated  chronic  changes  in 
the  lung  fields  without  evidence  of  active 
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infiltration.  The  cardiac  silhouette  was 
borderline  in  size.  During  the  hospital 
course,  additional  x-ray  film  studies  in- 
dicated no  change  in  the  heart  and  lungs; 
the  films  of  the  abdomen  revealed  large 
amounts  of  fecal  matter  in  the  rectum  and 
moderate  distention  in  the  proximal  bowel, 
suggesting  a fecal  impaction.  There  were 
marked  calcifications  in  the  splenic  and 
pelvic  vessels. 

Dr.  Duke:  The  problems  in  this  case 

were  trifold:  those  related  to  diabetes  and 

its  complications;  a primary  renal  disease 
with  pyuria,  azotemia,  and,  finally  shut- 
down; and  third  the  persistent  finding  of 
C.  albicans. 

There  is  no  question  that  tins  patient 
had  diabetes  with  sequelae  that  only  need 
be  mentioned.  She  had  arteriosclerosis 
with  evidence  of  coronary  artery  disease,  as 
documented  on  the  electrocardiograms  by 
the  ST-  and  T-wave  changes.  More 
significantly  the  peripheral  vascular  in- 
sufficiency was  accompanied  by  gangrene, 
ulcerations,  and  persistent  infection  of  the 
lower  part  of  the  left  leg.  Neurologic 
sequelae  of  the  diabetic  condition  probably 
led  to  absent  deep  tendon  reflexes,  although 
no  sensory  changes  were  noted.  Isolated 
motor  disturbances  in  patients  with  diabetes 
are  uncommon,  but  they  do  occur.  In- 
volvement of  the  autonomic  nervous  system 
with  intermittent  urinary  retention  occurs 
in  approximately  10  per  cent  of  diabetic 
patients.  The  retention  becomes  progres- 
sive once  it  occurs,  and  the  return  of  bladder 
tone  is  usually  poor  because  of  the  loss  of 
stretch  reflexes.  We  agree  that  such  find- 
ings could  be  related  to  tabes,  other  spinal 
cord  lesions,  tumors,  cysts,  and  vascular  or 
toxic  metabolic  states,  but  I feel  they  were 
probably  related  to  the  metabolic  defect  in 
the  metabolism  of  sugar. 

This  now  brings  us  to  the  renal  problems 
and  the  complications  of  diabetes  in  this 
patient.  Diabetic  nephropathy  as  de- 
fined by  Williams1  is  a complex  picture  of 
arterial,  arteriolar,  glomerular,  and  tubular 
lesions  that  develop  as  a result  of  long-term 
diabetes.  This  patient  did  not  initially 
have  albuminuria  or  azotemia  even  after 
having  had  diabetes  for  twenty  years.  For 
this  reason  we  can  safely  exclude  the  pos- 
sibility of  a Kimmelstiel-Wilson  syndrome, 
but  the  events  that  followed  her  admission 
to  the  hospital  led  me  to  believe  that 


changes  within  the  renal  parenchyma  ini- 
tiated the  febrile  illness  and  ultimate  sepsis. 
Following  repeated  bladder  catheterizations 
and  despite  the  use  of  penicillin,  nalidixic 
acid,  tetracyline  phosphate  and  sodium 
novobiocin,  ampicillin,  and  kanamycin 
sulfate,  the  eventual  development  of  al- 
buminuria, pyuria,  funguria,  and  lipiduria, 
all  suggest  the  occurrence  of  an  acute  in- 
flammatory renal  process.  The  causes  of 
albuminuria  may  be  diverse,  but  in  view  of 
its  occurrence  so  late  in  the  clinical  course,  I 
feel  it  was  more  likely  to  be  related  to  the 
prolonged  fever  and  to  suppurative  kidney 
disease.  The  lipiduria  is  rare  but  occurs 
in  patients  with  fractures,  eclampsia, 
poisoning  due  to  copper,  phosphorus,  ar- 
senic, and  carbon  monoxide,  and,  finally,  in 
patients  who  have  diabetes  with  or  without 
renal  tubular  necrosis. 

The  persistent  findings  of  pyuria,  yeast 
cells,  a positive  culture  for  Candida,  and  a 
negative  culture  for  bacteria  in  the  urine, 
play  a prominent  role  in  this  case  by  con- 
tributing to  the  renal  shutdown,  the  azo- 
temia, and  the  ultimate  fatal  outcome. 

In  reviewing  the  literature  on  dissemi- 
nated candidiasis  in  adults,  as  opposed  to 
childhood  infections,  I learned  of  many 
interesting  facets  of  this  relatively  new 
syndrome.  I would  like  to  discuss  this 
disseminated  fungal  infection  in  more  detail, 
since  I suspect  that  this  condition  led  to 
renal  failure  in  this  patient. 

Candidiasis  in  adults  was  first  reported 
by  Braude  and  Rock2  in  a group  of  patients 
who  were  receiving  continuous  multiple 
antibiotic  therapy  during  a protracted  ill- 
ness and  who  suddenly  developed  fever, 
shock,  depressed  sensorium,  and  marked 
leukocytosis.  The  autopsy  findings  re- 
vealed abscesses  in  the  kidneys,  heart,  and 
brain.  Ordinarily  the  organs  most  com- 
monly affected  by  such  fungus  infections 
are  usually  the  meninges,  the  lungs,  and  the 
endocardium.  Subsequently  Louria,  Stiff, 
and  Bennett  in  1962 3 discussed  dissem- 
inated candidiasis  in  adults  and  also  em- 
phasized the  characteristics  of  a debilitating 
disease,  multiple  antibiotic  therapy,  ster- 
oids, a source  of  entry  for  the  infection, 
and,  again,  sudden  clinical  deterioration. 
These  findings  should  always  make  one 
consider  the  possibility  of  a systemic 
moniliasis.  In  1964  Lehner4  added  that 
renal  involvement  should  be  included  as  a 
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major,  if  not  the  foremost,  element  in  sys- 
temic fungal  infestation.  He  and  sub- 
sequently others  reported  that  together 
with  the  renal  infestation  there  was  acute 
progressive  renal  failure  in  which  one  finds 
a rising  blood  urea  nitrogen,  a decreased 
urinary  output,  and  later  a diuretic  phase.6 
However,  the  elevated  blood  urea  nitrogen 
tends  to  persist;  the  urine  examinations 
always  reveal  marked  pyuria  and  yeast 
cells,  although  cultures  for  fungus  must  be 
positive  before  the  diagnosis  can  definitely 
be  made. 

Ellis  and  Spivack6  in  1967  reported  on 
the  clinical  and  experimental  significance  of 
candidemia.  They  emphasized  the  need 
for  a positive  blood  culture  before  treat- 
ment; but  in  their  opinion  the  sudden 
appearance  of  yeast  cells  and  pyuria  in  the 
urine,  together  with  a negative  culture  or 
insignificant  amounts  of  bacteria  in  the 
urine,  should  raise  the  suspicion  of  a dis- 
seminated fungus  infection. 

In  1968  Tennant,  Remmers,  and  Perry5 
noted  that  approximately  100  adult  pa- 
tients with  disseminated  candidiasis  had 
been  described;  approximately  70  per  cent 
of  these  had  renal  damage  secondary  to  the 
fungus  proliferation.  In  their  series  death 
from  disseminated  candidiasis  usually  oc- 
curred as  a result  of  renal  failure. 

On  the  basis  of  this  brief  summary  of 
candidiasis,  I feel  that  we  can  include  our 
patient  within  the  definition  of  this  syn- 
drome. She  had  diabetes  mellitus  and  had 
been  treated  with  several  antibiotics;  she 
had  a source  of  infection,  namely,  the  uri- 
nary catheter.  There  was  subsequent  un- 
remitting fever,  marked  leukocytosis, 
pyuria,  candiduria,  and  sudden  deteriora- 
tion in  her  mental  capacity.  In  view  of  this 
evidence,  it  is  my  opinion  that  this  patient 
had  disseminated  candidiasis  involving  the 
kidneys  with  terminal  renal  failure.  The 
myocardium  and  lungs  could  also  be  in- 
volved in  view  of  her  preterminal  events. 
We  also  must  not  forget  that  she  had  ulcera- 
tions of  her  lower  extremities,  arterioscle- 
rotic heart  disease,  and  coronary  sclerosis. 

Lewis  Bronstein,  M.D.:  Dr.  Duke, 

would  you  elaborate  on  the  finding  of  fat  in 
the  urine? 

Dr.  Duke:  Fat  in  the  urine  can  occur  in 

diabetes  caused  by  the  deposition  of  fat 
globules  in  the  renal  tubular  cells,  especially 
those  which  are  undergoing  necrosis.  I feel 


that  this  patient  probably  had  such  a 
tubular  necrosis. 

Harold  Coppersmith,  M.D.:  1 noticed 

that  one  of  the  urine  cultures  showed  hemo- 
lytic E.  coli. 

Dr.  Duke:  Yes,  but  the  bacterial 

colony  count  was  less  than  1,000  with  hemo- 
lytic E.  coli.  I felt  that  it  was  not  sig- 
nificant. 

Du.  Coppersmith:  What  do  you  think 

of  the  possibility  that  this  patient  had 
necrotizing  papillitis? 

Dr.  Duke:  On  first  reading  this  case,  I 

felt  that  the  patient  may  well  have  had 
necrotizing  papillitis.  However,  none  of 
the  urine  examinations  revealed  any  red 
blood  cells  or  casts.  There  were  no  reports 
of  any  renal  tissue  in  the  urinalysis,  so  I 
felt  that,  even  though  this  was  a good  dif- 
ferential possibility,  it  was  not  the  most 
likely  one. 

Sigmund  Falk,  M.D.:  Clinically  you 

cannot  diagnose  papillary  necrosis  by 
routine  examination  of  the  urine.  You 
must  strain  the  urine  through  a filter  and 
look  for  tissue  fragments. 

Dr.  Coppersmith:  In  a review  of  20 

cases  of  necrotizing  papillitis,  I noticed  that 
the  urinary  spectrum  was  quite  variable; 
many  patients  had  pyuria,  and  red  blood 
cells  were  not  necessarily  prominent.7 

Henry  Sampson,  M.D.:  There  is  def- 

inite evidence  of  candidiasis  in  the  blood 
cultures,  and  at  post  mortem  the  patholo- 
gist no  doubt  found  abscesses  in  the  kidney. 

It  is  of  interest  to  note  that  in  post- 
operative cases  following  heart  or  abdom- 
inal surgery,  if  endocarditis  occurs,  can- 
didiasis is  the  responsible  agent  in  an  in- 
creasing percentage  of  such  cases.8  When 
this  patient  was  first  admitted,  heart  mur- 
murs were  not  present,  but  they  were  found 
during  the  second  admission.  Were  there 
any  changes  in  the  murmurs  during  her  last 
admission  to  the  hospital?  The  protocol 
does  not  make  this  clear,  but  the  suspicion 
of  endocarditis  due  to  candidiasis  should  be 
seriously  entertained. 

Dr.  Bronstein:  The  murmur  re- 

mained unchanged  during  the  patient’s  stay 
in  the  hospital. 

Duk-Jhe  Shun,  M.D.:  We  were  faced 

with  the  question  of  whether  or  not  the 
finding  of  yeast  forms  and  the  C.  albicans 
in  the  urine  in  this  patient  was  significant, 
particularly  in  a diabetic  patient  who  had 
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FIGURE  1.  Microscopic  sections  of  kidney  showing  (A)  streak-like  abscess  destroying  renal  parenchyma 
(hematoxylin  and  eosin  stain,  (B)  darkly  stained  yeast  buds  of  C.  albicans  in  renal  tubule  (periodic  acid- 
Schiff  stain)  (X  280),  and  (C)  arteriolar  nephrosclerosis  with  hyaline  thickening  of  afferent  arteriole  (arrow) 
(hematoxylin  and  eosin  stain)  (X  125). 


had  repeated  urinary  catheterizations. 
Only  very  late  in  the  hospital  course  was 
the  blood  culture  found  to  be  positive  for 
Candida. 

Dr.  Bronstein:  The  question  that  Dr. 

Shun  is  raising  is  how  can  we  be  sure  that 
when  Candida  is  reported  it  is  not  merely  a 
contaminant  in  the  collection  of  the  urine. 

Dr.  Duke:  In  this  case  yeast  forms 

were  reported  on  every  routine  urinalysis 
and  a positive  culture  of  Candida  on  one 
urinalysis.  Under  these  circumstances  I 
do  not  think  we  can  consider  this  to  be  a 
contaminant. 

Ilhoon  Kim,  M.D.:  The  white  blood 

cell  count  was  52,000,  and  the  patient 
developed  shock  with  a blood  pressure  of 
80/70.  Do  you  think  it  is  possible  that 
only  C.  albicans  produced  such  a clinical 
picture?  Is  it  possible  that  an  additional 
bacterial  infection  was  present  together 
with  the  candidiasis? 

Dr.  Duke:  In  reviewing  the  literature  I 

was  impressed  by  the  fact  that  all  patients 
with  systemic  candidiasis  had  high  white 
blood  cell  counts  in  the  range  of  30,000  to 
60,000.  So  far  as  the  shock-like  state  is 
concerned,  the  patient  was  said  to  have  had 
a return  of  blood  pressure  to  normal  levels 
after  glucose  was  given  intravenously.  A 
hypoglycemia  episode  would  be  much  more 
likely  than  bacteremia  shock. 

Clinical  diagnoses 

1.  Urinary  tract  infection  with  pyelo- 
nephritis and  secondary  renal  failure 

2.  Moniliasis  (C.  albicans)  with  terminal 
fungus  septicemia,  (?)  precipitated  by  anti- 
biotic therapy 


3.  Diabetes  mellitus 

4.  Hypertensive  cardiovascular  disease 

Dr.  Duke’s  diagnoses 

1.  Systemic  candidiasis  with  urinary 
tract  involvement,  fungus  abscesses  of  the 
kidneys,  and  renal  failure  and  uremia 

2.  Diabetes  mellitus 

3.  Hypertensive  arteriosclerotic  heart  dis- 
ease 

4.  Ulcerations  of  lower  extremities  as- 
sociated with  diabetes 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  In  addition  to 

3,000  ml.  of  peritoneal  fluid,  most  probably  a 
residue  from  the  dialysis,  the  principal  find- 
ings involved  the  genitourinary  tract. 

The  kidneys  were  enlarged,  weighing  240 
Gm.  each;  there  was  evidence  of  slight 
hydronephrosis  and  hydroureter;  and  the 
entire  urinary  tract,  as  well  as  the  uterus, 
was  filled  with  thick,  creamy  purulent 
material  which  on  culture  grew  out  C. 
albicans.  The  outer  cortical  surfaces  of  the 
kidneys  showed  marked  granularity  and 
multiple  small  abscesses. 

Although  the  kidneys  were  distorted  and 
partially  destroyed  by  the  inflammation,  we 
did  not  find  the  characteristic  changes  of 
diabetic  papillary  necrosis.  There  were 
streak-like  abscesses  in  the  region  of  the 
papillae  but  not  the  typical  necrotic  lesions 
with  loss  of  papillary  architecture.  Micro- 
scopically, the  renal  abscesses  involved 
both  cortex  and  medulla,  destroying  large 
areas  of  parenchyma  (Fig.  1A).  In  the 
non-necrotic  areas,  the  glomeruli  exhibited 
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mild  but  diffuse  capillary  sclerosis,  and 
many  tubules  contained  polymorphonu- 
clear leukocytes  and  cellular  debris.  Both 
yeast  buds  and  mycelial  forms  of  C.  albicans 
were  readily  identified  in  the  abscesses  and 
in  the  tubules  (Fig.  IB). 

In  addition,  we  found  a significant  degree 
of  arteriolar  nephrosclerosis,  characterized 
by  hyaline  thickening  of  the  walls  of  the 
afferent  arterioles  (Fig.  1C).  This  would 
account  for  the  patient’s  hypertension. 

There  was  no  other  gross  evidence  of  in- 
flammation or  abscess  formation.  The 
heart  was  slightly  enlarged  with  slight  left 
ventricular  hypertrophy  and  presented  a 
few  small  excrescences  on  the  superior 
surfaces  of  the  mitral  valve.  Microscopi- 
cally these  were  tiny  vegetations  of  fibrinous 
material  which  most  likely  represented 
thrombotic  noninfective  endocarditis,  since 
they  contained  few  inflammatory  cells. 
The  mitral  valve  was  not  deformed.  The 
myocardium  showed  diffuse  infiltration  by 
inflammatory  cells,  a so-called  reactive 
interstitial  myocarditis,  without  abscess 
formation.  There  was  mild  coronary  scle- 
rosis but  no  evidence  of  thrombosis  or  myo- 
cardial infarction,  recent  or  remote. 

Within  the  respiratory  system  we  found 
an  embolus  in  one  small  pulmonary  artery 
but  no  infarct.  There  were  small  throm- 
boses of  the  pelvic  veins  which  probably 
were  the  source  of  this  small  embolus. 
Microscopically  the  lungs  showed  small 
focal  areas  of  bronchopneumonia.  These 
areas  were  not  cultured  at  the  time  of  the 
post  mortem,  although  with  special  stains 
we  found  C.  albicans  only  in  the  small 
bronchioles  (Fig.  2). 

The  only  other  additional  anatomic  site 
where  we  found  Candida  was  the  area  of 
erosive  esophagitis. 

Louria,  Stiff,  and  Bennett3  describe  31 
cases  of  disseminated  candidiasis;  in  19 
postmortem  examinations  the  kidney  was 
involved  in  16,  the  heart  in  12,  and  the 
lungs  and  gastrointestinal  tract  in  9 cases. 
In  Lehner’s4  series  40  out  of  45  patients 
showed  kidney  involvement.  Hurley  and 
Winner9  presented  experimental  evidence  in 
which  small  doses  of  Candida  given  par- 
enterally  to  mice  invariably  produced  renal 
lesions  which,  although  not  always  fatal, 
sometimes  caused  chronic  pyelonephritis 
and  ultimately  hydronephrosis. 

Dr.  Coppersmith:  How  do  you  explain 


FIGURE  2.  Microscopic  sections  of  lungs  showing 
(A)  bronchopneumonia  and  C.  albicans  within  the 
bronchiole  (insert)  (hematoxylin  and  eosin  stain), 
and  (B)  high-power  view  of  insert  area  showing 
yeast  buds  (periodic  acid-Schiff  stain)  (X  300). 


the  involvement  of  the  uterus  in  this  proc- 
ess? 

Dr.  Moumgis:  Since  the  bladder  was 

involved  it  is  not  at  all  surprising  to  find 
moniliasis  of  the  vagina  with  subsequent 
ascending  infection.  There  were  no  ab- 
scesses of  the  myometrium  to  suggest  a 
hematogenous  origin. 

Dr.  Bronstein:  Bacterial  and  fungal 

septicemias  can  occur  concomitantly  in  a 
patient.  I have  recently  treated  2 patients 
for  Candida  infection;  both  had  had  gram- 
negative septicemic  shock  and  had  been 
treated  with  large  doses  of  sodium  cephalo- 
thin.  The  systemic  fungus  infection  in  1 
patient  was  controlled  with  amphotericin 
B,  but  thereafter  he  had  a recurrence  of 
proteus  septicemia  and  died  of  bacterial 
pneumonia  so  far  as  we  could  tell  clinically. 

Several  factors  may  contribute  to  Can- 
dida infection.  First,  glucose  tends  to 
enhance  the  growth  of  the  Candida  or- 
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ganisms  in  vitro;  therefore,  hyperglycemia 
may  be  one  of  the  reasons  why  patients  with 
diabetes  develop  systemic  candidiasis  with 
greater  frequency  than  others. 

The  use  of  adrenal  cortical  hormones  and 
adrenocorticotropic  hormone  (ACTH)  in 
gram-negative  shock  have  been  implicated 
in  the  excess  growth  of  Candida  and  in 
systemic  candidiasis. 3 If  any  patient  has 
an  indwelling  polyethylene  catheter  or 
intravenous  needle  for  longer  than  twenty- 
four  hours,  particularly  if  he  is  being 
treated  with  a potent  antibiotic  or  mixture 
of  antibiotic  drugs,  he  should  be  considered 
a likely  candidate  for  candidiasis.  I think 
also  that  the  reason  for  the  increasing 
incidence  of  such  fungal  infections  is  the  use 
of  antibiotic  drugs  and  the  fact  that  we  keep 
patients  with  gram-negative  septicemic 
shock  alive  longer  than  in  former  years. 

Dr.  Moumgis:  When  the  kidneys  are 

involved,  death  is  more  likely  to  occur 
earlier  than  with  involvement  of  any  other 
single  organ.  Many  patients  die  within  a 
period  of  two  weeks  after  the  onset  of 
candidiasis. 

Dr.  Duke:  Yet  you  should  not  start 

treatment  with  amphotericin  B before 
obtaining  a positive  blood  culture  because 
the  toxicity  of  the  drug  is  considerable  and 
may  only  add  to  the  patient’s  problem. 

Dr.  Bronstein:  One  has  to  be  careful 

with  amphotericin  B,  particularly  in  dia- 
betic patients.  The  drug  promotes  the 
urinary  loss  of  potassium  and  a marked 
hypopotassemia,  and  it  produces  a certain 
amount  of  renal  damage  in  nearly  every 
patient  to  whom  it  is  given.  Consequently, 


before  starting  such  therapy  the  physician 
must  be  reasonably  sure  of  his  diagnosis  of 
systemic  fungus  infection,  particularly  in  a 
patient  with  already  deteriorating  renal 
function.  The  presence  of  yeast  forms  in 
the  urine  does  not  by  itself  establish  the 
presence  of  systemic  involvement. 

Final  diagnoses 

1.  Systemic  candidiasis  with  urinary 

tract  and  uterine  involvement 

2.  Multiple  fungal  abscesses  of  the 

kidneys 

3.  Capillary  glomerulosclerosis,  moderate 

4.  Marantic  noninfective  endocarditis  of 

the  mitral  valve 

5.  Bronchopneumonia,  ? associated  with 
Candida  infection 
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P hytanic  acid  is  widely  distributed  in 
animal  and  human  tissues  (Fig.  I).1-4  It 
occurs  in  particularly  high  quantities  in 
bovine  plasma5  and  is  also  found  in  various 
foods,  such  as  coffee,  spinach,  and  corn 
oil.6  Phytanic  acid  is  oxidized  rapidly  in 
animals  and  in  normal  human  beings,4  but 
it  is  accumulated  in  great  concentration  in 
patients  with  Refsum’s  disease,  heredo- 
pathia  atactica  polyneuritiformis,  a neu- 
rologic disease  with  demyelination  in  the 
peripheral  and  central  nervous  system, 
characterized  clinically  by  atypical  retini- 
tis pigmentosa,  hypertrophic  peripheral 
neuropathy,  cerebellar  ataxia,  nerve  deaf- 
ness, and  ichthyosis.6-9  The  disease  has 
been  attributed  to  an  enzyme  defect  in  the 
pathway  of  phy tanate  oxidation. 4 

The  content  of  phytanic  acid  per  100 
ml.  of  plasma  is  normally  less  than  0.2 
mg.  (less  than  0.1  per  cent  of  total  fatty 
acids)  in  rats,  dogs,  and  normal  human 
individuals,  whereas  it  is  3 to  6 mg.  in 
bovine  plasma  and  30  to  60  mg.  in  the 
plasma  of  patients  with  Refsum’s  dis- 
ease.4,10 Most  of  the  phytanic  acid  in 
animal  and  human  tissue  is  in  neutral 
lipids;  significant  amounts  are  in  phospho- 
lipids and  in  the  free  fatty  acid  fraction.411 


ch3  / ch3  \ ch3 

^>CH  CH?  CH,-lcHj-CH-CHrCH2j_  CHj-CH- CHj-C00H 
ch3 

Phytomc  Acid  (3,7.11.15  Telromethylhexodeconoic  Acid) 

The  enzymofic  defect  in  Refsum's  disease 

ch3  \ ch3 

Ij-CH-CHj-CHjI  -CHj-CH-CH-COOH 
OH 


GT  - Hydro*yphytanic  Acid 


Pnstenic  Acid 


CHj,  CH3  CH3 

^>CH-CH2-CH2-CH2-CH-CH2-CHj-CH2-CH-CH2CH2-COOH 
CH3 

4,8,1 2-Trimefhyltndecanoic  Acid 

FIGURE  1.  Pathway  for  the  oxidation  of  phytanic 
acid. 

Sources  of  phytanic  acid 

The  sources  of  phytanic  acid  in  animal 
tissues  are  believed  to  be  dietary  phytanic 
acid  and/or  phytol  (Fig.  2). 4,12  Phytol  is 
converted  to  phytanic  acid  either  by  oxida- 
tion followed  by  hydrogenation  or  by 
hydrogenation  first  and  then  oxidation. 
Liver  lipids  of  animals  fed  a phytol-en- 
riched  diet  contained  phytanic  and  phy- 
tenic  acids  but  no  dihydrophytol. 12  How- 
ever, radiolabeled  dihydrophytol  was  oxi- 
dized to  phytanic  acid  in  animal  tissues.411 
The  phytol  side  chain  of  chlorophyll  is  not 
an  important  source  of  phytanic  acid  in 
human  beings  and  other  animals. 13,14 


December  15,  1969  / New  York  State  Journal  of  Medicine  3149 


Dietary  Phytanic  Phytol 


Chlorophyll  Biosynthesis 

(phytol) 

FIGURE  2.  Sources  of  phytanic  acid. 

Biosynthesis  of  phytanic  acid 

Endogenous  biosynthesis  of  phytanic 
acid  was  tested  in  patients  with  Refsum’s 
disease  and  in  normal  animals.  They 
were  given  labeled  acetic  acid,  mevalonic 
acid,  and  water.  No  appreciable  incorpora- 
tion of  these  small  molecules  into  phytanic 
acid  was  demonstrated.411  Therefore, 
phytanic  acid  in  animal  and  man  appears 
to  be  exclusively  of  exogenous  origin. 

When  laboratory  animals  were  fed  a diet 
containing  5 per  cent  phytol  or  phytanic 
acid,  the  concentration  of  phytanic  acid  in 
liver  and  serum  increased  rapidly  to  levels 
comparable  to  those  found  in  patients  with 
Refsum’s  disease.12  In  normal  animals 
the  turnover  of  phytanic  acid  was  so  rapid 
that  the  accumulated  acid  disappeared 
within  a few  days. 4,7  On  the  other  hand, 
there  was  only  a 50  per  cent  reduction  in 
plasma  phytanic  acid  of  patients  with 
Refsum’s  disease  after  a year  on  a diet  low 
in  phytanic  acid  and  phytol.615 

Oxidation  of  phytanic  acid 

In  laboratory  animals.  In  vivo  me- 
tabolism of  phytanic  acid  was  traced  with 
uniformly  labeled  phytanic  acid  in  animals 
and  man.  When  labeled  phytol  and 
phytanic  acid  were  administered  either 
orally  or  intravenously  to  rats,  nearly  the 
same  fraction  of  labeled  phytanate  was  con- 
verted into  labeled  carbon  dioxide  by  con- 
trols and  by  animals  on  a phytol-enriched 
diet. 11  In  other  words,  there  was  no  sig- 
nificant depression  in  the  oxidation  of  the 
phytanic  acid  to  carbon  dioxide  by  the 
dilution  in  the  large  endogenous  phytanic 
acid  pool.  The  distribution  of  labeled 
phytanic  acid  among  the  lipid  classes  in 


the  rat  livers  of  both  experimental  groups 
showed  that  four  hours  after  intravenous 
injection,  the  amount  of  radioactivity  in 
triglyceride  and  phospholipids  was  about 
85  per  cent  of  the  total  labeled  carbon,  and 
10  to  15  per  cent  was  associated  with  the 
free  fatty  acids.11  It  is  clear  that  animals 
and  normal  people  have  a large  capacity  to 
oxidize  phytanic  acid.  Glyceryl  triphy- 
tanate  is  much  less  easily  hydrolyzed  by 
the  plasma  lipoprotein  lipase  than  tri- 
palmitate. 16 

The  pathway  for  oxidation  of  phytanic 
acid  differs  from  that  of  the  straight-chain 
acids  because  the  beta-methyl  group  blocks 
beta-oxidation.  The  ubiquitous  system  for 
oxidation  of  phytanic  acid  first  produces  a 
molecule  one  carbon  shorter  (Ci9)  by  alpha- 
oxidation;  successive  beta-oxidations  then 
produce  the  Ci6,  Cu,  and  other  homologues 
(Fig.  I).17’18  When  mice  or  rats  were  fed 
either  phytol  or  phytanic  acid,  pristanic 
acid  (C„)  and  4,8,12-trimethyltridecanoic 
acid  (Cie)  were  isolated  from  the  tissues. 
In  normal  men  or  cattle,  the  content  of 
pristanic  acid  in  liver,  plasma,  and  adipose 
tissue  is  much  lower  than  that  of  phytanic 
acid.19  Two  minutes  after  the  tracer- 
labeled  phytanic  acid  was  intravenously 
injected  into  rats,  the  radioactivity  as- 
sociated with  pristanic  acid  in  the  liver 
accounted  for  30  to  40  per  cent  of  the  total. 
Therefore,  pristanic  acid  in  human  tissue 
may  arise  both  from  the  ingestion  of  bovine 
fat  and  also  from  the  metabolism  of 
phytanic  acid.19 

In  cell-free  system.  The  detailed 
mechanism  of  phytanic  acid  oxidation  has 
been  investigated  in  a cell-free  system 
from  rat  liver.20  Labeled  phytanate  was 
incubated  with  rat  liver  homogenate  or 
with  washed  mitochondria,  supplemented 
with  adenosine  triphosphate,  diphospho- 
pyridine  and  triphosphopyridine  nucleo- 
tide. Some  30  to  40  per  cent  of  a tracer 
amount  of  the  phytanic  acid  added  was 
oxidized  to  labeled  carbon  dioxide  in  two 
hours.  In  addition,  labeled  alpha-hy- 
droxyphytanate,  labeled  pristanic  acid,  and 
labeled  4,8,12-trimethyltridecanoic  acid 
were  isolated  at  the  end  of  the  incubation.21 
Demonstration  of  these  intermediates  con- 
firmed the  proposed  major  pathway  of 
alpha-oxidation  followed  by  successive  beta- 
oxidation.17 

The  rate  of  oxidation  of  labeled  phytan- 
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ate  to  carbon  dioxide  by  rat  liver  mito- 
chondria was  accelerated  by  ferric  chlo- 
ride. The  alpha-oxidation  process  in  this 
reaction  required  triphosphopyridine  nu- 
cleotide and  oxygen.  In  contrast  to  the 
liver  mitochondrial  system,  the  brain 
alpha-oxidizing  system  is  primarily  micro- 
somal.22 This  brain  system  is  strongly 
stimulated  by  divalent  iron  and  ascorbic 
acid.  When  brain  homogenates  or  brain 
mitochondria  were  incubated  with  labeled 
phytanic  acid,  neither  appreciable  oxida- 
tion to  labeled  carbon  dioxide  nor  accumu- 
lation of  labeled  alpha-hydroxyphytanic 
acid  were  demonstrable. 

When  labeled  alpha-hydroxyphytanic 
acid  was  incubated  with  mitochondria, 
labeled  carbon  dioxide  was  produced,  and 
pristanic  acid,  pristenic  acid,  and  4,8,12- 
trimethyltridecanoic  acid  were  identified  as 
products  (Fig.  1).  When  labeled  pristanic 
acid  was  incubated  with  mitochondria  in 
the  absence  of  diphosphopyridine  nucleo- 
tide, more  than  60  per  cent  of  the  sub- 
strate was  converted  to  pristenate,  and 
small  quantities  of  labeled  4,8,12-tri- 
methyltridecanoic  acid  and  labeled  carbon 
dioxide  were  produced.  The  formation  of 
pristenic  acid  from  phytanic  acid  was  not 
demonstrated  clearly  because  the  two  com- 
pounds emerge  from  column  together  in 
gas-liquid  chromatography.  The  rates  of 
oxidation  of  phytanic  acid,  alpha-hydroxy- 
phytanic acid,  and  pristanic  acid  by  rat 
liver  mitochondria  were  comparable  under 
optimal  conditions  for  each  substrate. 

The  oxidation  of  phytanic  acid  is  not 
highly  stereospecific,  since  no  difference  in 
rates  of  oxidation  were  observed  when 
11D,  7D,  3D  phytanic  acid  or  racemic 
mixture  of  11D,  7D,  3D-  and  11D,  7D, 
3L-phytanic  acid  were  examined.  How- 
ever, the  alpha-hydroxyphytanic  acid 
which  accumulated  during  phytanic  acid 
oxidation  was  a single  stereoisomer  with 
regard  to  the  alpha-hydroxy  group.  This 
isomer  of  alpha-hydroxyphytanic  acid  was 
oxidized  to  carbon  dioxide  more  than 
twice  as  fast  as  the  other  isomer.  How- 
ever, the  isomer,  not  formed  naturally 
from  phytanic  acid,  more  effectively  in- 
hibited the  oxidation  of  phytanic  acid  by 
mitochondria. 23 

In  normal  people  and  patients  with 
Refsum’s  disease.  The  defect  in  phytanic 
acid  oxidation  in  two  siblings  with  Ref- 


sum’s disease  was  studied  by  comparing  the 
oxidation  rates  of  phytanic  acid  and  each 
of  its  metabolites  in  the  patients  and  in 
normal  people  after  intravenous  adminis- 
tration.'5 There  was  a striking  difference 
in  rate  of  oxidation  of  phytanic  acid  to 
labeled  carbon  dioxide  between  the  two 
groups.  The  oxidation  rate  of  phytanic 
acid  to  carbon  dioxide  in  the  patients  was 
only  5 per  cent  of  that  in  normal  subjects. 
However,  there  were  no  significant  dif- 
ferences in  the  oxidation  rates  of  alpha- 
hydroxyphytanic  acid,  pristanic  acid,  and 
palmitic  acid. 

The  specific  defect  has  also  been  demon- 
strated in  fibroblast  cell  cultures  derived 
from  skin  biopsies.24  The  rate  of  oxidation 
of  phytanic  acid  by  cells  from  the  patients 
was  less  than  1 per  cent  of  the  rate  in 
normal  cells,  although  all  these  cells  were 
studied  after  five  serial  passages  and  con- 
tained negligible  amounts  of  phytanic  acid. 
The  oxidation  rates  of  the  phytanic  acid 
metabolites  (alpha-hydroxyphytanic  acid 
and  pristanic  acid)  in  the  patients’  cell  cul- 
tures were,  on  the  other  hand,  comparable 
to  those  in  cultures  from  normal  people.25 
Additional  evidence  of  the  location  of  the 
phytanic  acid  oxidation  defect  in  patients 
with  Refsum’s  disease  was  a normal  rate 
of  oxidation  of  labeled  homophytanate 
(N  -f  1)  to  carbon  dioxide  by  the  patients’ 
cells.  Labeled  homophytanate  can  be  de- 
graded by  beta-oxidation,  because  the 
methyl  substituent  is  on  the  gamma  carbon. 
These  experiments  confirmed  that  in  Ref- 
sum’s disease  the  enzymatic  defect  in 
phytanic  acid  oxidation  is  in  the  alpha- 
hydroxylation  of  phytanic  acid. 

Role  of  phytanic  acid  in 
Refsum’s  disease 

The  possibility  was  considered  that  the 
defect  in  alpha-oxidation  of  phytanic  acid 
in  patients  with  Refsum’s  disease  might  be 
associated  with  a deficiency  of  straight- 
chain  alpha-hydroxy  acids  normally  pro- 
duced in  brain  and  other  tissues  by  alpha- 
oxidation  of  long-chain  fatty  acids.  The 
hydroxy  fatty  acid  content  of  skin  from  2 
patients  with  Refsum’s  disease  was  at  the 
very  bottom  of  the  range  of  that  in  6 con- 
trol subjects,  and  the  composition  of  this 
fraction  was  similar  in  the  two  groups.26 
It  was  found  that  although  phytanic  acid 
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had  accumulated  in  the  myelin  of  brains 
from  young  rats  fed  phytol,  the  content  and 
composition  of  the  alpha-hydroxy  fatty 
acids  were  normal.  Available  evidence 
supports  the  view  that  the  alpha-oxidation 
system  for  phytanic  acid  is  distinct  from 
the  oxidation  system  that  produces  alpha- 
hydroxy  acids  from  straight-chain  fatty 
acids,  and  that  normal  brain  does  not  con- 
tain the  phytanic  acid  alpha-oxidation 
system  which  is  deficient  in  Refsum’s 
disease. 

No  signs  of  neurologic  disease  have  been 
observed  in  animals  fed  large  amounts  of 
phytol  or  phytanic  acid,  although  it  has 
been  reported  that  the  susceptibility  of  rats 
to  experimental  allergic  encephalitis  was 
increased  slightly  by  phytol  feeding.  Thus, 
a simple  cause-and-effect  relationship  be- 
tween stored  phytanate  and  neuropath- 
ologic  conditions,  as  suggested  by  Stein- 
berg,27 remains  to  be  established. 

National  Heart  Institute 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
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Cardiac  Arrest:  Multiple  Etiology 


T HE  following  CASE  report  illustrates 
problems  encountered  in  the  management 
of  the  obese  patient  where  treatment  was 
associated  with  the  death  of  the  patient. 

Case  report 

A sixty-three-year-old  woman  weighing  295 
pounds,  developed  respiratory  insufficiency 
secondary  to  pulmonary  embolism,  three  days 
postcholecystectomy.  Past  medical  history  was 
noncontributory  to  her  surgical  condition  except 
for  thrombophlebitis  of  the  lower  extremities. 
Tachypnea  (46  beats  per  minute)  and  tachy- 
cardia (120  beats  per  minute)  were  observed, 
and  auscultation  of  the  chest  revealed  decreased 
breath  sounds  throughout  the  lungs  with 
fine  crepitant  rales  at  the  bases.  Arterial  blood 
gas  analyses  gave  values  of  28  and  59  mm.  Hg 
for  arterial  carbon  dioxide  pressure  and  arterial 
oxygen  pressure,  respectively.  Pulmonary 
angiogram,  performed  the  day  before  the 
patient  developed  respiratory  insufficiency, 
showed  no  definite  result,  except  for  an  acci- 
dental small-hole  puncture  of  the  right  atrium. 
No  immediate  complication  arose  from  this 
puncture  of  the  heart.  Radioactive  scanning 
of  the  lungs  showed  questionable  infarction  in 
the  middle  lobe  of  the  right  lung.  X-ray  film 
of  the  posteroanterior  view  of  the  chest  revealed 
occlusion  of  the  right  costophrenic  angle, 
elevation  of  the  right  hemidiaphragm,  and 
haziness  over  the  lower  field  of  the  left  lung. 
These  findings  suggested  the  presence  of  atelec- 
tasis and  pulmonary  embolism. 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent’s  Hospital  Medical  Center,  New  York  City,  May 
26,  1969.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


In  an  attempt  to  improve  her  impaired 
ventilatory  status,  which  was  evident  not  only 
clinically  but  also  from  additional  data  derived 
from  pulmonary  function  studies,  she  was 
placed  in  a high-humidity  tent  with  14  L.  per 
minute  of  oxygen  flowing  inside.  Chest  physio- 
therapy was  instituted.  Per  cent  concentration 
of  oxygen  inside  the  tent  was  measured  at  53 
with  a paramagnetic  (Beckman)  meter.  Inter- 
mittent positive  pressure  breathing  by  mask 
with  a Bird  ventilator  was  performed  for  ten 
minutes  every  hour.  Immediately  following 
the  third  such  treatment,  the  patient  became 
restless  and  attempted  to  sit  up  in  bed.  She 
became  cyanotic,  and  cardiac  arrest  occurred 
as  evidenced  by  a flat  tracing  of  the  electro- 
cardiogram monitor  and  the  absence  of  a 
carotid  pulse.  Intermittent  positive  pressure 
breathing  was  reinstituted  while  the  patient 
was  in  a semireclining  position  in  the  bed, 
followed  by  endotracheal  intubation  and  further 
ventilation  with  100  per  cent  oxygen  via  an 
Ambu  bag.  External  cardiac  massage  was  per- 
formed with  a cardiac  press.  Sodium  bicar- 
bonate, 5 per  cent  in  500-ml.  solution,  was  given 
intravenously,  and  0.2  mg.  of  epinephrine  was 
injected  directly  into  the  heart.  Occasional 
QRS  complexes  were  seen  on  the  electrocardio- 
gram monitor  at  this  time.  Isoproterenol 
hydrochloride  (Isuprel)  drip,  4 mg.  in  500  ml. 
5 per  cent  dextrose  in  water,  given  intrave- 
nously, produced  more  regular  QRS  complexes, 
and  occasional  premature  ventricular  complexes 
were  seen. 

At  this  time  the  chest  was  opened,  and  manual 
massage  of  the  heart  was  performed.  Cardiac 
rhythm  became  sinus  and  regular  at  64  to  68 
per  minute.  Cardiac  massage  was  continued 
manually  for  approximately  ten  more  minutes, 
at  which  time  the  small  hole  in  the  atrium,  from 
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which  blood  spurted  during  each  massage, 
became  larger.  In  an  attempt  to  repair  the 
perforation,  the  right  atrium  was  lacerated  with 
subsequent  exsanguination. 

At  the  time  the  chest  was  opened,  approxi- 
mately 100  ml.  of  blood  and  pericardial  fluid 
came  out  of  the  pericardial  sac.  A small 
number  of  blood  clots  were  seen  on  the  surface 
of  the  left  lung.  At  the  onset  of  cardiac  arrest, 
the  abdomen  was  noted  to  be  markedly  dis- 
tended and  tympanitic.  During  the  resuscita- 
tive  procedures,  a nasal  gastric  tube  was  passed 
into  the  stomach,  and  a voluminous  amount  of 
gas  was  removed.  Arterial  blood  gases  ob- 
tained a few  minutes  before  the  patient  de- 
veloped cardiac  arrest  showed  the  following: 
pH  7.55,  arterial  carbon  dioxide  pressure  22, 
and  arterial  oxygen  pressure  51. 

Comment 

There  is  an  elevation  of  56  per  cent  above 
the  average  death  rate  for  persons  forty-five 
to  fifty  years  of  age  who  are  50  pounds  over- 
weight. The  patient  exceeded  by  double 
this  figure  for  excess  weight  and  by  a third 
the  age.  Cardiovascular-renal  disease  oc- 
curs about  60  per  cent  more  frequently  in 
such  overweight  persons.  Obesity  predis- 
poses to  many  conditions  among  which  are 
diabetes,  orthopedic  disorders,  and  post- 
operative complications,  such  as  thrombo- 
embolism. This  patient  appeared  to  have 
Pickwickian  syndrome  in  which  pulmonary 
insufficiency  is  a predominant  feature.  All 
too  frequently  this  is  not  sufficiently  ap- 
preciated in  the  management  of  such  pa- 
tients. 

Although  no  immediate  complication  was 
noted  following  the  small-hole  perforation 
of  the  right  atrium  during  pulmonary  angi- 


ography, serosanguineous  fluid  found  sub- 
sequently within  the  pericardial  cavity  may 
have  been  present  prior  to  the  initial  closed- 
chest  cardiac  massage.  Since  the  peri- 
cardial sac  is  inelastic,  the  closed-chest 
technic  is  of  no  value  during  tamponade.1 
If  such  a diagnosis  could  have  been  made, 
an  extremely  difficult  and  unlikely  one  in 
this  obese  woman,  pericardial  decompression 
would  have  been  of  value.  Unfortunately, 
the  abdominal  distention  obscured  this 
possible  diagnosis.  The  patient’s  cardio- 
pulmonary collapse  was  probably  from 
gastric  dilatation  following  the  administra- 
tion of  intermittent  positive  pressure  respi- 
ration by  mask,  since  abdominal  distention 
was  observed  at  the  time  of  cardiac  arrest. 
Although  acute  gastric  dilatation  is  a well- 
known  complication  of  tubular  devices  in- 
serted into  the  gastrointestinal  tract,  it  is 
generally  not  serious  nor  frequent.2  In  any 
degree  of  obstruction  to  respiration,  the 
injudicious  attempt  to  overcome  the  ob- 
struction by  the  application  of  excessive 
pressure  to  the  breathing  bag  will  almost 
always  result  in  inflation  of  the  stomach.3 
In  this  patient,  obesity  set  the  stage  for  a 
fatal  outcome,  where  medical  ministers 
played  an  unfortunate  part. 
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Q 

Ualicylate  ingestion  is  a very  common 
pediatric  problem  representing  approxi- 
mately 25  per  cent  of  all  calls  received  by 
poison  control  centers.  The  majority  of 
these  children  ingest  75-mg.  tablets,  the 
so-called  baby  aspirin. 

The  following  generalizations  shown  in 
Table  I apply  to  normal,  healthy  children, 
age  one  year  and  over,  free  from  any  acute 
or  chronic  disease:  (1)  up  to  5 baby 

aspirin  tablets,  no  treatment  needed;  (2) 
5 to  10  baby  aspirin  tablets,  the  child  may 
stay  home  and  should  drink  very  large 
amounts  of  fluid  over  eight  to  twelve  hours 
to  induce  diuresis;  and  (3)  over  10  baby 
aspirin  tablets,  emesis  should  be  induced. 

Syrup  of  ipecac  is  superior  to  other 
emetics  and  better  than  gastric  lavage. 
This  drug  is  available  and  inexpensive  at 
most  pharmacies.  Give  15  cc.  (1  tbs.)  by 
mouth,  with  8 to  16  oz.  of  water  or  other 
fluid  to  fill  the  stomach.  Most  children 
will  vomit  copious  amounts  within  twenty- 
five  minutes.  After  this  another  5 cc.  of 
ipecac  may  be  tried. 

Mothers  should  be  instructed  to  expect 
emesis  by  the  child  in  fifteen  to  twenty 
minutes  lasting  for  thirty  to  forty-five 
minutes.  After  vomiting  ceases,  oral  hy- 
dration, as  discussed  earlier,  is  indicated. 
Any  child  who  has  taken  over  25  baby 
aspirin  tablets  should  be  examined,  and  a 


TABLE  I.  Treatment  of  salicylate  ingestion 
Number  of  Baby 

Aspirin  Tablets  Treatment 


<5 

None 

5 to  10 

Large  volume  oral  fluids 

>10 

Syrup  ipecac,  1 tbs.  (15  cc.) 

-f  8 to  16  oz.  water 

>25 

Admit  to  hospital,  watch 

for  salicylism 

salicylate  blood  level  drawn  approximately 
four  hours  after  ingestion.  Symptoms  of 
salicylate  intoxication,  namely  rapid 
breathing,  vomiting  after  a few  hours, 
fever,  and  lethargy,  should  be  discussed 
with  the  mother. 

It  is  very  important  that  previously  ill 
children,  especially  those  already  taking 
aspirin  for  two  to  three  days,  and  children 
whose  ingestion  occurred  many  hours  before 
discovery  be  examined  in  all  cases.  A 
salicylate-intoxicated  child  with  a blood 
level  of  35  mg.  per  100  ml.  should  be  ad- 
mitted to  the  hospital  for  treatment,  in- 
cluding hydration,  although  it  cannot  be 
overemphasized  that  correlation  between 
symptoms  and  salicylate  level  is  poor. 

Serious  salicylate  intoxication  usually 
occurs  in  one  of  three  circumstances:  (1) 
The  child  has  taken  over  200  mg.  per  kilo- 
gram of  salicylate  (30  or  more  baby  aspirin 
tablets  in  a normal  two-year-old);  (2)  the 
child  has  taken  methyl  salicylate,  known  as 
oil  of  wintergreen.  This  is  an  extremely 
dangerous  substance,  with  1 ml.  equivalent 
to  35  baby  aspirin  tablets.  Deaths  are 
common,  and  medical  center  care  of  these 
children  is  probably  indicated;  and  (3) 
the  patient  is  a baby  under  one  year  of  age, 
usually  ill  with  an  upper  respiratory  infec- 
tion, being  treated  over  several  days  with  a 
large  amount  of  baby  aspirin.  Frequently, 
these  babies  are  brought  to  you  in  coma. 

It  is  important  to  remember  that  chronic 
salicylate  intoxication,  that  caused  by  rapid 
doses  instead  of  one  large  dose,  can  be 
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TABLE  II.  Treatment  for  degrees  of  poisoning 


Degree  of  Poisoning 


Definitive  Treatment 


Mild,  cooperative  child 


Symptomatic;  salicylate  blood  level 
> 50  mg  per  100  ml. 


Symptomatic  plus  acidosis 


Severe  acidosis,  electrolyte  imbalance, 
renal  failure,  coma 


Oral  hydration:  one  25  mEq.  capsule  potassium  citrate* 

in  4 oz.  sweetened  water  to  alkalize  urine  (up  to  200 
mEq.  per  square  meter  for  eight  hours) 

Intravenous:  5 per  cent  dextrose  in  ‘/2  N saline  at  3 L. 

per  square  meter  for  twenty-four  hours,  add  potassium 
chloride,  30  to  40  mEq.  for  twenty-four  hours  after 
diuresis 

As  above  and  intravenous  sodium  bicarbonate  3 mEq.  per 
kilogram  over  one  hour.  Severe  cases:  total  hydra- 

tion of  3,600  cc.  per  square  meter  for  twenty-four  hours 
Peritoneal  dialysis  or  hemodialysis 


* Add  contents  of  capsule  to  water. 


present  in  a child  with  a level  as  low  as  5 or 
10  mg.  per  100  ml. 

Treatment  of  the  child  in  the  hospital  is 
outlined  in  Table  II.  There  is  no  specific 
treatment  for  salicylate  intoxication.  Sup- 
portive measures  are  effective  and  include 
vigorous  hydration  and  alkalinization  of  the 
urine. 

Salicylate  is  excreted  by  way  of  the 
kidney.  It  is  accomplished  twenty  times 
faster  when  urine  pH  is  8 or  higher. 

The  mildly  intoxicated  cooperative  child 
may  be  treated  with  vigorous  oral  hydra- 
tion and  potassium  citrate,  which  is  an 
excellent  alkalizer  of  the  urine.  This  can 
be  given  orally  or  by  tube  if  necessary  in 
the  dose  of  200  mEq.  per  square  meter  for 
eight  hours.  The  contents  of  one  25-mEq. 
capsule  of  potassium  citrate  can  be  dis- 
solved in  4 oz.  of  cool,  sweet  solution  to  be 
sipped  by  the  child.  With  symptomatic 
children  and/or  levels  of  50  mg.  per  100  ml., 
intravenous  therapy  is  indicated. 


A good  intravenous  program  is:  5 per 
cent  dextrose  in  V2-normal  saline  at  3L. 
per  square  meter  for  twenty-four  hours. 
Potassium  chloride,  30  to  40  mEq.  for 
twenty-four  hours,  should  be  given  in  the 
intravenous  solution  after  urine  flow  is 
demonstrated.  This  replaces  urine  potas- 
sium losses  which  occur  in  acidosis  common 
in  salicylate  intoxication. 

If  acidosis  is  present,  sodium  bicarbonate 
3 mEq.  per  kilogram  should  be  given 
intravenously  over  a one-hour  period. 
Sodium  bicarbonate  is  available  in  50-cc. 
ampules  containing  44.7  mEq.  In  severe 
cases  the  total  hydration  should  be  3,600 
cc.  per  square  meter  for  twenty-four  hours. 

Most  children  respond  well  to  this 
regimen.  Children  with  severe  acidosis, 
electrolyte  imbalance,  renal  failure,  or  coma 
should  be  considered  candidates  for  peri- 
toneal or  hemodialysis. 
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T wo  of  the  most  important  and  produc- 
tive sections  of  the  American  Chemical 
Society  are  those  on  biological  chemistry 
and  medicinal  chemistry.  Reports  pre- 
sented at  the  annual  meetings  of  the  society 
reflect  the  activity  at  various  research 
centers,  both  academic  and  commercial. 
The  meeting  held  by  the  American  Chem- 
ical Society  in  September,  1969,  in  New 
York  is  no  exception. 

Investigations  carried  out  by  the  Sterling- 
Winthrop  Research  Institute  brought  fur- 
ther evidence  that  one  chemical  class  of 
compounds  may  produce  a variety  of 
pharmacologic  actions  which  therapeuti- 
cally have  no  relation  to  each  other.  Naph- 
thyridine  derivatives  in  the  form  of  nali- 
dixic acid  turn  out  to  be  potent  urinary 
antiseptics;  others  in  the  form  of  amfonelic 
acid  are  active  central  nervous  system 
stimulants.  Clinical  studies  currently  be- 
ing conducted  with  amfonelic  acid  are 
encouraging. 

Cinanserin  has  been  studied  since  1964  for 
its  psychostimulant  effect.  Recent  investi- 
gations by  the  Squibb  Institute  for  Medical 
Research  suggest  that  derivatives  of  cinan- 
serin offer  immunosuppressive  and  anti- 
inflammatory activities,  two  forms  of  action 
which  we  have  learned  in  recent  years  are 
closely  related  in  the  human  organism. 
Studies  on  the  mechanism  of  action  of  in- 
flammation, carried  out  by  the  research 


department  of  Wyeth  Laboratories,  in- 
dicate that  albumin  instability  is  a factor  in 
inflammation. 

A computerized  analysis  of  5,300  com- 
pounds carried  out  by  my  office  described 
in  the  biologic  literature  from  1966  to  1968 
confirms  the  wide  variety  of  pharmacologic- 
activity  of  one  class  of  chemicals. 1 It  seems 
that  nature  ordained  that  minor  changes  in 
chemical  structure  will  yield  new  and  un- 
expected therapeutic  uses,  offering  op- 
portunities for  imaginative  insights  and 
requiring  constant  watchfulness  on  the 
part  of  the  medicinal  chemist  and  phar- 
macologist. 

Although  during  the  last  twenty  years  a 
number  of  potent  non-narcotic  analgesics 
have  become  available  for  the  physician’s 
prescription,  especially  in  the  form  of  prop- 
oxyphene and  pentazocine,  the  synthesis 
of  new  compounds  stirs  the  imagination  of 
the  chemist.  At  the  New  York  meeting, 
reports  on  four  new  promising  agents  were 
presented.  Dr.  D.  L.  Temple,  of  the 
University  of  Mississippi,  and  Dr.  J.  D. 
England,  of  Harding  College,  Searcy, 
Arkansas,  discovered  quinolizidines  that 
are  equal  in  potency  to  morphine.  The 
research  department  of  Endo  Laboratories 
made  similar  observations  with  oxoindoles, 
which,  when  given  orally,  exhibited  several 
times  the  potency  of  codeine.  Beta- 
benzomorphans,  synthesized  by  Dr.  M. 
Mokotoff,  of  the  School  of  Pharmacy, 
University  of  Pittsburgh,  proved  to  be  of 
comparable  activity  to  meperidine.  Two 
other  interesting  compounds  were  presented 
by  investigators  associated  with  the  Univer- 
sity of  Kansas,  Lawrence,  Kansas. 

These  are,  of  course,  early  studies,  and 
these  drugs  must  be  subjected  to  long  and 
sometimes  tedious  pharmacologic  investiga- 
tions. If  such  drugs  appear  to  be  nonhabit 
forming  in  animals,  long-term  human 
studies  are  needed  to  prove  their  safety  for 
prolonged  administration.  Fortunately, 
experimental  designs  are  now  available  to 
the  clinical  pharmacologists  which  permit 
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exact  evaluation  of  narcotic  and  non- 
narcotic activity,  but  determination  of 
analgesic  effect  requires  studies  in  thou- 
sands of  patients,  because  there  are  tre- 
mendous differences  in  pain  threshold  from 
one  individual  to  another. 

Therapy  for  specific  disorders 

It  seems  that  after  an  hiatus  of  many 
years,  interest  in  drugs  that  may  be  useful 
in  the  treatment  of  gastrointestinal  diseases 
is  experiencing  a renaissance.  Much  basic 
research  is  needed.  The  pharmaceutical 
division  of  Imperial  Chemical  Industries 
(I.C.I.)  in  England  has  prepared  a wide 
variety  of  analogues  of  gastrins  to  study  the 
structural  features  necessary  to  cause  the 
release  of  gastric  acid  and  to  attempt  to 
inhibit  the  action  of  the  parent  hormone. 
Some  of  these  peptides  are  natural  inhibitors 
of  gastric  acid  secretion  and  can  be  isolated 
from  urine.  Parke,  Davis,  and  Company 
discovered  a new  series  of  compounds  that 
decrease  gastric  secretion  without  exerting 
an  anticholinergic  effect.  Such  agents 
may  offer  definite  advantages. 

Progress  in  medicine  frequently  depends 
on  the  development  of  new  experimental 
methods.  Tibor  Bodi,  M.D.,  of  the  Lan- 
kenau  Hospital,  Philadelphia,  in  coopera- 
tion with  the  research  department  of  Wil- 
liam H.  Rorer,  has  set  up  a design  which 
permits  controlled  observations  in  animals 
and  human  subjects.  Peptic  inhibition 
was  achieved  with  a sulfated  mucopoly- 
saccharide, and  an  antisecretory  effect  was 
produced  with  benzomethamine.  The 
Squibb  Institute  for  Medical  Research  has 
continued  structural  studies  with  chole- 
cystokinin-pancreozymin  and  has  synthe- 
sized several  analogues  that  confirm  the 
early  studies  of  the  Swedish  researcher,  J.  E. 
Jorpes,  Ph.D.,  of  the  Karolinska  Institute. 
These  investigations  may  eventually  lead 
to  the  total  synthesis  of  this  gallbladder 
hormone,  which  at  present  can  be  obtained 
only  by  laborious  extraction  methods. 
The  availability  of  adequate  amounts  of 
cholecystokinin  may  bring  new  forms  of 
therapy  and  diagnosis  of  gallbladder  disease. 

The  search  for  the  ideal  antimalarial 
agent  continues,  and  five  new  promising 
compounds  were  described.  These  agents 
as  well  as  the  12  new  drugs  producing  anti- 
leukemic or  anticancer  activity  require 


many  years  of  further  analysis  until  their 
therapeutic  effectiveness  is  proved.  A 
review  of  the  reports  presented  at  the 
American  Chemical  Society  meeting  re- 
veals that  research  in  medicinal  chemistry 
is  carried  out  not  only  by  commercial 
laboratories  but  also  that  the  chemical 
departments  of  universities  and  schools  of 
pharmacy  are  contributing  their  share  to 
the  synthesis  of  new  drugs. 

At  a press  conference  Paul  A.  J.  Janssen, 
Ph.D.,  one  of  the  most  imaginative  medic- 
inal chemists  and  president  of  Janssen 
Pharmaceutica,  Beerse,  Belgium,  and  F.  J. 
Ayd,  Jr.,  M.D.,  editor  of  International  Drug 
Therapy  Newsletter,  Baltimore,  Maryland, 
discussed  the  current  status  and  future 
needs  for  psychotropic  agents.  Both  sug- 
gested that  there  has  been  a rapid  advance 
in  the  chemotherapy  of  mental  diseases 
during  the  last  fifteen  years  but  that  this 
advance  is  tapering  off.  Although  the  total 
number  of  inpatients  in  mental  hospitals 
has  declined,  and  many  more  patients  can 
be  treated  on  an  ambulatory  basis,  there  are 
still  400,000  patients  in  the  hospital  in  the 
United  States. 

Our  knowledge  of  the  mode  of  action  of 
psychotropic  drugs  remains  fragmentary, 
and  we  have  little  actual  comprehension  of 
the  diseases  to  be  treated.  There  is  a need 
for  drugs  with  new  faculties  useful  in  the 
treatment  of  specific  mental  diseases  as  yet 
only  partly  understood.  The  melancholia 
of  old  age  does  not  readily  respond  to 
drugs,  and  many  of  the  present  drugs  may 
not  be  prescribed  in  the  higher-age  groups 
because  their  use  aggravates  existing  de- 
generative diseases.  There  is  also  no  ideal 
antidepressant  for  the  young,  since  discon- 
tinuance of  therapy  with  the  present  drugs 
may  lead  to  new  problems.  Patients  with 
any  kind  of  obsession  cannot  be  treated 
effectively  as  yet. 

One  per  cent  of  the  total  world  popula- 
tion continues  to  experience  schizophrenia. 
This  situation  applies  to  all  countries. 
Patients  with  schizophrenia  continue  to 
have  a high  relapse  rate.  This  is  fre- 
quently caused  by  a change  in  dosage  after 
a patient  leaves  the  hospital  or  by  his  not 
taking  the  drug  at  all.  Maintenance  of 
adequate  dosage  is  most  important.  A 
patient  with  schizophrenia  may  need  a dose 
of  a drug  which  exceeds  many  times  that 
recommended  in  the  package  insert. 
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Schizophrenia  is  not  a static  but  a progres- 
sive disease,  probably  caused  by  chemical 
aberrations,  and  it  requires  constant  atten- 
tion. Drugs  with  prolonged  action  such  as 
fluphenazine  enanthate  offer  definite  ad- 
vantages. They  can  be  given  parenterally 
and  may  require  only  monthly  or  bi- 
monthly administration. 

Among  the  complicating  factors  in  the 
treatment  of  mental  diseases  is  a difference 
in  dose  response  due  to  variations  in 
metabolism.  Identical  twins  will  absorb  a 
drug  in  a like  manner,  but  nonidentical 
twins  may  not.  Two  or  more  psychotropic 
drugs  given  concomitantly  may  create 
problems  because  the  incipients  for  each 
drug  may  differ;  this  causes  a variation  in 
absorption  and  thereby  encumbers  the 
combined  action.  Experiments  with  new 
combination  drugs  in  one  tablet  are  hand- 
icapped by  the  attitude  of  government 
agencies  which  do  not  look  too  favorably 
on  experimentation  with  such  compounds. 

In  psychiatry  we  need  more  human  ex- 
perimentation with  new  compounds.  Ani- 
mal test  methods  are  difficult  to  build  prior 
to  human  experimentation  because  we 
know  too  little  of  the  human  situation  in 
which  such  compounds  are  to  be  used.  If, 
however,  certain  patients  respond  to  a new 
drug  or  group  of  drugs,  we  might  then  strive 
to  create  similar  situations  in  animals  and 
test  these  drugs  on  a larger  scale.  The 
complex  nature  of  mental  diseases  creates 
many  problems  in  therapy;  learning  how  to 
cope  with  them  is  a gradual  but  hopeful 
process. 


Obsolescence  of  drugs 

It  was  to  be  expected  that  the  Review  of 
Drugs  prepared  for  the  U.S.  Food  and  Drug 
Administration  by  30  panels  of  specialists 
appointed  by  the  Drug  Research  Board  of 
the  National  Academy  of  Sciences — Na- 
tional Research  Council,  covering  about 
2,824  new  drug  products,  and  released  for 
sale  from  1938  to  1962  would  result  in  some 
products  being  found  ineffective  in  today’s 
climate  of  scientific  knowledge.  The  study 
comprised  products  containing  a single 
item  as  well  as  those  having  various  ingre- 
dients, the  so-called  combination  products. 
This  does  not  mean  that  these  drugs  could 
have  been  considered  ineffective  at  the  time 


of  introduction  and  at  a time  when  the 
Food  and  Drug  Administration  passed  only 
on  the  safety  and  not  directly  on  the  efficacy 
of  new  agents  or  combination  of  several 
drugs. 

But  in  thirty-two  years  we  have  learned 
a great  deal  about  drug  action,  drug  inter- 
action, and  drug  efficacy.  New  pharma- 
cologic studies,  new  instrumentation,  and 
new  investigations  on  metabolism  of  drugs 
have  brought  us  broader  knowledge  on  the 
mechanism  of  drug  action.  New  forms  of 
experimental  designs  reveal  new  limitations 
and  new  therapeutic  possibilities.  We 
know  much  more  about  possible  adverse 
reactions  and  dangers  of  drugs,  because  we 
have  finally  realized  that  modern  drugs  are 
highly  potent  tools  that  must  be  used  with 
caution  and  circumspection.  Conse- 
quently we  are  today  more  critical  in  the 
therapeutic  application  of  drugs  and  de- 
mand greater  efforts  in  pharmacologic  and 
clinical  investigations  than  thirty  years  ago. 
Because  we  know  more  about  what  to 
expect  and  what  complications  may  arise, 
drugs  are  scrutinized  with  greater  care, 
resulting  in  rejection  of  some  which  we  once 
thought  to  be  effective  and  safe.  The 
request  by  the  Food  and  Drug  Administra- 
tion for  the  withdrawal  of  a drug  product 
will  most  likely  comprise  primarily  com- 
bination products.  Several  such  requests, 
especially  for  antibiotic  combinations  and 
combinations  of  thiazides,  such  as  reserpine 
with  potassium,  have  already  been  issued. 
Drugs  should  probably  be  re-evaluated 
every  ten  or  fifteen  years. 

The  withdrawal  of  drugs  from  the  market 
is  no  new  development  to  pharmaceutical 
manufacturers.  These  firms  are  accus- 
tomed to  discontinue  the  sale  of  certain 
products  which  either  never  receive  ade- 
quate endorsement  from  physicians  or 
which  are  superseded  by  new  and  more 
effective  drugs.  I recall  that  in  the  1930s 
and  1940s  major  drug  manufacturers,  who 
were  know  as  “broad  line”  houses,  deleted 
literally  several  hundred  drugs  from  their 
catalogues.  Many  of  these  contained  bo- 
tanical compounds  which  had  become  obso- 
lete in  the  physician’s  armamentarium. 

A recent  review  from  my  records  of 
single  chemical  entities  introduced  in  the 
United  States  from  1941  to  1968  and  com- 
prising about  900  drugs,  revealed  that  152 
single  drugs,  representing  298  trademarks, 
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were  withdrawn  from  the  market  by  manu- 
facturers.2 But  the  withdrawal  of  only  12 
individual  items  was  prompted  by  the  ob- 
servation of  severe  adverse  reactions  which 
were  not  apparent  at  the  time  the  drugs 
were  introduced.  Such  reactions  show  up 
only  on  use  by  a large  group  of  patients. 
The  other  withdrawals  seemed  to  have  been 
caused  by  obsolescence.  This  is  an  excel- 
lent record  of  drug  introduction  of  which 
the  pharmaceutical  industry  can  be  proud. 
It  also  demonstrates  that  older  drugs  dis- 
appear because  they  are  replaced  by  more 
effective  agents.  This  is  progress. 

Tuberculosis  not  conquered  yet 

Some  diseases  are  obviously  closely  re- 
lated to  the  economic  condition  of  the 
population.  Tuberculosis  is  one  of  these. 
If  we  could  wipe  out  poverty,  we  could 
eradicate  tuberculosis.  We  have  the  med- 
ical knowledge  to  do  so.  Although  poverty 
of  some  part  of  the  population  seems  to  be  a 
perpetual  condition  in  any  country,  educa- 
tion and  application  of  medical  know-how 
with  the  support  of  modern  drugs  remain 
our  prime  weapons  in  our  fight  with  tuber- 
culosis. 

Great  progress  in  the  therapy  of  tuber- 
culosis has  been  made  since  the  discovery  of 
streptomycin  by  Selman  A.  Waksman, 
M.D.,  of  the  Institute  of  Microbiology, 
New  Brunswick,  New  Jersey,  twenty-five 
years  ago.  Since  that  time  12  additional 
and  even  more  effective  drugs  have  become 
available,  and  more  are  on  the  way. 

Nevertheless,  even  within  the  United  States, 
tuberculosis  continues  to  be  a serious  public 
health  problem.  There  are  about  300,000 
people  on  state  and  local  health  department 
tuberculosis  registers,  and  some  75,000  of  these 
people  are  listed  as  having  active  disease. 
Last  year  more  than  42,000  new  active  cases 
were  reported  in  the  United  States.  We  have 
an  estimated  25  million  persons  who  have 
been  infected  with  tubercle  bacilli,  and  it  is  in 
this  group  that  more  than  80  per  cent  of  our 
new  active  cases  comes. 

This  statement  was  made  by  Roger  O. 
Egeberg,  M.D.,  assistant  secretary,  Health 
and  Scientific  Affairs,  Department  of 
Health,  Education,  and  Welfare,  in  his 
report  presented  at  the  Twentieth  Inter- 
national Tuberculosis  Conference,  held  in 
New  York  in  September,  1969.  Halfdahn 
Mahler,  M.D.,  head  of  the  Tuberculosis 


Program  of  the  World  Health  Organiza- 
tion, Geneva,  estimated  that  possibly  as 
many  as  20  million  people  in  the  world  have 
active  tuberculosis  and  that  they  may  be 
infecting  50  to  100  million  other  persons 
annually.  Tuberculosis  remains  pri- 
marily an  urban  health  problem,  and  its 
solution  depends  on  the  cooperation  of 
government  agencies,  the  general  public, 
and  the  tuberculous  patients  themselves. 

New  drugs  have  brought  significant  and 
hopeful  advances  in  the  management  of 
tuberculosis.  Among  these  are  the  follow- 
ing: Prophylaxis  of  exposed  populations 

with  drugs,  primarily  with  isoniazid.  In 
adults  drug  therapy  is  80  to  100  per  cent 
effective.  Chemotherapy  renders  the  pa- 
tient noninfective.  Patients  can  be  treated 
as  outpatients  or  in  a general  hospital,  con- 
sequently the  population  in  tuberculosis 
sanitoria  has  declined.  There  is  no  need 
for  continuing  bed  rest;  the  patient  can  be 
kept  active.  Surgery  for  tuberculosis  has 
practically  been  discontinued.  Diagnostic 
tests  permit  early  detection  in  large  popula- 
tions. 

The  major  handicap  of  drug  therapy 
continues  to  be  drug  resistance,  and  to 
overcome  it  the  use  of  several  drugs,  given 
simultaneously,  for  prolonged  periods  (up 
to  two  years)  may  be  required.  This 
represents  a hardship  on  the  patient  and  has 
led  to  interruption  of  therapy  with  rein- 
fection. At  the  International  Tuberculosis 
Conference  J.  Haapanan,  M.D.,  of  Finland 
reported  on  tests  with  ferric  chloride  in  257 
patients.  In  this  patient  group  56.8  per 
cent  displayed  a positive  reaction  each  time. 
In  the  balance  the  response  was  irregular. 
Men  were  less  reliable  in  taking  drugs  than 
women.  According  to  Sister  M.  Aquinas  of 
Hong  Kong,  whatever  the  drug  regimen 
may  be,  the  physician  remains  the  key  per- 
son in  motivating  the  patient  to  persevere 
with  his  treatment.  Similar  thoughts  were 
expressed  by  many  others  at  the  conference. 

A study  carried  out  by  the  U.S.  Veterans 
Administration,  described  by  F.  M.  Mac- 
Donald, M.D.,  indicates  that  excellent 
results  can  be  obtained  when  three  drugs 
(isoniazid,  para-aminosalicylate,  and  strep- 
tomycin) are  given  simultaneously  once  a 
day.  This  form  of  administration  has  led 
to  much  greater  patient  acceptance.  Sim- 
ilar data  were  presented  by  John  K. 
Lattimer,  M.D.,  Herman  Wechsler,  M.D., 
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R.  M.  Ehrlich,  M.D.,  and  K.  Fukushima, 
M.D.,  of  the  Presbyterian  Hospital  and 
the  Kingsbridge  Veterans  Administration 
Hospital  in  New  York.  These  investiga- 
tors administered  isoniazid  (300  mg.), 

cycloserine  (500  mg.),  and  ethambutol 
(500  mg.)  in  one  morning  dose. 

The  two  antituberculosis  drugs  that  have 
been  made  available  most  recently  are 
ethambutol  (Myambutol)  and  rifampin. 
The  latter  drug,  also  known  as  rifaldazine, 
rifamycin,  and  rifampicin,  was  developed 
by  Lepetit  in  Italy  and  Ciba  in  Switzerland. 
Clinical  studies  in  the  United  States  are 
currently  supported  by  Ciba  and  Dow 
Pharmaceutical  Division  (formerly  Pitman- 
Moore).  Use  of  either  drug  alone  may  re- 
sult in  the  development  of  resistant  bacte- 
ria; hence  their  combined  administration 
with  other  antituberculosis  drugs  is  impera- 
tive. 

Ethambutol  was  made  available  in  1967. 
A substantial  clinical  literature  attests  to 
its  usefulness  in  tuberculosis.  M.  Budimir, 
M.D.,  B.  Fostikov,  M.D.,  K.  Teslick,  M.D., 
and  M.  Despotivic,  M.D.,  of  the  Tuberculo- 
sis Hospital  in  Belgrade,  Yugoslavia,  gave 
ethambutol  to  160  patients  with  pulmonary 
tuberculosis,  either  recently  acquired  or  of 
long  standing  and  resistant  to  several  drugs. 
Ethambutol  was  combined  with  several 
other  drugs  and  proved  to  be  a major 
antituberculosis  agent  that  is  well  tolerated 
and  of  low  toxicity.  The  incidence  of 
resistant  bacteria  was  low  in  280  chronic 
and  20  acutely  ill  patients  treated  by  S. 
Goldman,  M.D.,  of  Yugoslavia.  Early 
responses,  within  two  or  three  weeks,  were 
obtained  with  ethambutol  by  C.  Anastasatu, 
M.D.,  O.  Bercea,  M.D.,  A.  Ceicu,  M.D., 
M.  Gheorghiu,  M.D.,  and  F.  Weiss,  M.D., 
of  Rumania.  This  form  of  therapy  was 
followed  by  prolonged  use  of  multiple  drugs. 

A U.S.  Public  Health  Service  investiga- 
tion presented  by  P.  M.  Huggin,  M.D., 
suggested  that  “the  substitution  of  etham- 
butol (for  PAS)  in  the  triple  regimen  re- 
duced the  adverse  effects,  thereby  making 
this  combination  practically  as  efficient  as 
the  alternating  drug  regimen.”  S.  Sun- 
ahara,  M.D.,  of  the  Tokyo  National  Chest 
Hospital,  Japan,  did  not  find  that  the  addi- 
tion of  ethambutol  to  the  usual  triple  drug 
therapy  of  streptomycin,  isoniazid,  and 
para-aminosalicylate  offered  any  advan- 
tages. This  investigator  did  not  attempt 


to  use  ethambutol  as  a replacement  for  one 
of  the  other  three  drugs. 

The  early  studies  with  rifampin,  pub- 
lished in  1967,  suggested  that  by  adding 
this  drug  to  other  regimens  there  may  be  a 
better  chance  to  overcome  resistant  in- 
fections. As  Prof.  V.  Nitti  of  Naples 
pointed  out,  however,  rifampin,  if  given 
alone,  induces  bacterial  resistance  rather 
easily.  The  drug  must  therefore  be  com- 
bined with  other  drugs.  Its  good  tolerance 
and  lack  of  specific  toxic  or  untoward  effects 
offer  special  advantages.  G.  Decroix, 
M.D.,  and  his  associates  of  France  found 
the  following  combinations  of  equal  effec- 
tiveness: 600  mg.  of  rifampin  and  450 

mg.  of  isoniazid,  or  900  mg.  of  rifampin 
with  600  mg.  of  isoniazid. 

A comparison  of  rifampin  with  para- 
aminosalicylate  and  streptomycin  and 
rifampin  with  para-aminosalicylate  and 
isoniazid  by  G.  De  Michele,  M.D., 
and  F.  Iodice,  M.D.,  of  Naples,  Italy,  re- 
vealed that  both  combinations  are  of  equal 
effectiveness. 

In  the  Argentine  J.  Doyle,  M.D.,  and 
his  associates  found  that  combining  etham- 
butol, isoniazid,  and  rifampin  is  superior 
to  the  use  of  two  oral  drugs  and  the  paren- 
teral administration  of  streptomycin. 

G.  Hetrick,  M.D.,  and  R.  Ras,  M.D.,  of 
Morocco  observed  in  100  patients  with 
pulmonary  tuberculosis  a greater  effective- 
ness with  a combination  of  rifampin  and 
ethambutol  than  with  streptomycin,  iso- 
niazid, and  ethionamide.  Sixty-seven  pa- 
tients (24  new  cases  and  43  chronic),  resist- 
ant to  various  drugs  including  isoniazid, 
responded  within  six  months  to  therapy 
with  ethambutol  and  rifampin.  This  series 
was  reported  by  A.  Centrangolo,  M.D.,  and 
M.  Di  Leonardo,  M.D.,  of  the  Argentine. 
B.  Kreis,  M.D.,  of  France  succeeded  in 
returning  79  new  patients  with  pulmonary 
tuberculosis  to  work  after  forty-five  days  of 
treatment  with  isoniazid  (450  mg.),  strepto- 
mycin (1  Gm.),  and  rifampin  (600  mg.). 

These  investigations  with  various  anti- 
tuberculosis drugs  carried  out  on  an  inter- 
national basis  make  it  clear  that  experi- 
mentation must  continue  to  discover  the 
most  useful,  effective,  and  safe  combination 
of  drugs  for  the  treatment  of  tuberculosis. 
The  problem  of  resistant  bacteria  remains 
still  to  be  solved,  but  newer  drugs  seem  to 
offer  advantages  that  make  an  eventual 
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solution  probable.  Investigators  can  con- 
tinue to  expect  to  receive  in  this  endeavor 
continued  support  from  government 
agencies  and  especially  from  the  National 
Tuberculosis  Association,  the  first  public 
health  association  which  offered  a model  for 


handling  infectious  diseases  on  a large 
scale. 
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Letters  to  the  Editor 


Issuance  of  U.S.  Pharmacopeia 
commemorative  stamp 

To  the  Editor:  The  Pharmacopeia  of  the  United 

States  came  into  being  one  hundred-fifty  years 
ago  as  a result  of  action  at  the  local  level  by  the 
Medical  Society  of  the  County  of  New  York. 
Since  1820,  when  Lyman  Spalding,  M.D.,  and 
ten  other  physicians  met  as  delegates  to  the  first 
U.S.  Pharmacopeial  Convention  held  in  the  old 
Senate  Chamber  of  the  Capitol  Building,  Wash- 
ington, D.C.,  the  U.S.  Pharmacopeia  and 
physicians  have  had  a mutually  beneficial  rela- 
tionship. The  U.S.  Pharmacopeia  Committee 
on  Revision  is  dependent  on  its  medical  special- 
ists for  selection  of  the  drugs  to  be  recognized  in 
the  Pharmacopeia;  the  U.S.  Pharmacopeia  then 
provides  pharmaceutical  standards  for  those 
drugs  thereby  assuring  physicians  of  their  qual- 
ity, strength,  and  purity.  U.S.  Pharmacopeia 
standards  are  enforced  by  the  Federal  Food  and 
Drug  Administration,  thereby  making  this  a 


unique  model  of  cooperation  between  the  pro- 
fessions, government,  and  industry. 

As  in  1820,  we  are  again  appealing  to  the 
members  of  the  medical  profession.  We  are 
seeking  to  obtain  the  issuance  of  a commemora- 
tive stamp  which  would  not  only  commemorate 
the  founding  of  the  U.S.  Pharmacopeia,  honor 
the  medical  and  pharmacy  professions,  but  also 
bring  to  the  public’s  attention  the  existence 
of  this  voluntary  cooperative  effort  between 
government,  industry,  and  the  professions.  I 
believe  this  to  be  especially  important  at  this 
time. 

I would  appreciate  your  informing  the 
physicians  of  this  opportunity  and  urge  them  to 
write  to  their  congressmen  requesting  such  a 
commemorative  stamp. 

Joseph  G.  Valentino,  Esq. 

The  U.S.  Pharmacopeial  Convention,  Inc. 

4630  Montgomery  Avenue 
Bethesda,  Maryland  20014 


3162  New  York  State  Journal  of  Medicine  / December  15,  1969 


Necrology 


Raymond  Andrew  Abend,  M.D.,  of  East 
Syracuse,  died  on  July  19  at  the  age  of  seventy- 
four.  Dr.  Abend  graduated  in  1927  from 
Syracuse  University  College  of  Medicine.  He 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Kerson  Wyckliffe  Barney,  M.D.,  of  Brooklyn, 
died  on  November  5 at  the  age  of  seventy-three. 
Dr.  Barney  graduated  in  1920  from  Long  Island 
College  Hospital.  He  was  an  attending  obste- 
trician and  gynecologist  at  Swedish  Hospital  in 
Brooklyn.  Dr.  Barney  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hazen  Graves  Chamberlin,  M.D.,  of  Cuba, 
died  on  June  11,  1968,  at  the  age  of  seventy- 
five.  Dr.  Chamberlin  graduated  in  1920  from 
Johns  Hopkins  University  School  of  Medicine. 

David  Joseph  Dickerman,  M.D.,  of  Rock- 
ville Centre  and  Levittown,  died  on  October  27 
at  the  age  of  fifty-five.  Dr.  Dickerman 
graduated  in  1940  from  Albany  Medical  Col- 
lege. He  was  an  attending  obstetrician  and 
gynecologist  at  South  Nassau  Communities 
Hospital  and  Doctors  Hospital  (Freeport). 
Dr.  Dickerman  was  a Diplomate  of  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Peter  J.  Di  Natale,  M.D.,  of  Batavia,  died  on 
September  17  at  the  age  of  sixty-nine.  Dr.  Di 
Natale  graduated  in  1924  from  the  University 
of  Buffalo  School  of  Medicine.  From  1933  to 
1943  he  was  a Genesee  County  coroner,  a 
former  medical  director  for  the  Doehler-Jarvis 
plant,  and  a former  City  health  officer.  He  was 
an  honorary  member  of  the  medical  staff  at  St. 
Jerome  Hospital  and  an  attending  surgeon  at 
Genesee  Memorial  Hospital.  Dr.  Di  Natale 
was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Genesee  County  Medical  Society 
(and  former  secretary),  the  Medical  Society  of 
the  State  of  New  York  (a  former  vice-president), 
and  the  American  Medical  Association. 


John  Martin  Dowd,  M.D.,  of  Buffalo,  died  on 
July  14  at  the  age  of  thirty-four.  Dr.  Dowd 
graduated  in  1958  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Celia  Ekelson,  M.D.,  of  New  York  City,  died 
on  October  30  at  the  age  of  seventy-four.  Dr. 
Ekelson  graduated  in  1923  from  Long  Island 
College  Hospital. 

Philip  Factor,  M.D.,  of  The  Bronx,  died  on 
November  11  at  the  age  of  sixty-nine.  Dr. 
Factor  graduated  in  1925  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Roy  C.  Fisher,  M.D.,  of  Hamburg,  died  on 
August  23  at  the  age  of  eighty-five.  Dr. 
Fisher  graduated  in  1909  from  the  University 
of  Buffalo  School  of  Medicine. 

Walter  Fuchs,  M.D.,  of  Monticello,  died  on 
April  18,  1968,  at  the  age  of  seventy-six.  Dr. 
Fuchs  received  his  medical  degree  from  the 
University  of  Vienna  in  1904. 

Murray  Pomeroy  George,  M.D.,  of  Niagara 
Falls,  died  on  May  7 at  the  age  of  fifty -four. 
Dr.  George  graduated  in  1943  from  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology  and  a member  of  the 
Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  A.  Goalwin,  M.D.,  of  East  Northport, 
died  on  July  12  at  the  age  of  eighty.  Dr. 
Goalwin  graduated  in  1921  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Carl  Gottschalk,  M.D.,  of  Stony  Brook,  died 
on  October  24  at  the  age  of  fifty-four.  Dr. 
Gottschalk  graduated  in  1950  from  New  York 
Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Anesthesiology  and  a 
member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  American  Society  of  Clinical 
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Hypnosis,  the  New  York  State  Society  of 
Anesthesiologists,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  H.  Haase,  M.D.,  of  Syracuse,  died  on 
September  19  at  the  age  of  ninety-one.  Dr. 
Haase  graduated  in  1902  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  honor- 
ary member  of  the  surgical  staff  at  Arnot- 
Ogden  Memorial  Hospital  (Elmira). 

Myron  Lyman  Hafer,  M.D.,  of  Patchogue, 
died  on  October  25  at  the  age  of  seventy-three. 
Dr.  Hafer  graduated  in  1925  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was 
an  attending  surgeon  at  Southside  Hospital 
(Bay  Shore).  Dr.  Hafer  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Thomas  Paul  Halky,  M.D.,  of  New  Rochelle, 
died  on  October  24  at  the  age  of  fifty-four.  Dr. 
Halky  graduated  in  1950  from  New  York 
Medical  College.  He  was  a clinical  assistant 
physician  at  New  Rochelle  Hospital.  Dr. 
Halky  was  a member  of  the  Westchester 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bernd  M.  Hollenstine,  M.D.,  of  Zurich, 
Switzerland,  formerly  of  Buffalo,  died  in  May 
at  the  age  of  seventy-eight.  Dr.  Hollenstine 
received  his  medical  degree  from  the  University 
of  Wurzburg  in  1917.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Imich,  M.D.,  of  New  York  City,  died 
on  September  10  at  the  age  of  seventy-four. 
Dr.  Imich  received  his  medical  degree  from  the 
University  of  Zurich  in  1919.  He  was  an 
attending  otolaryngologist  at  Park  West  Hos- 
pital. Dr.  Imich  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Pasquale  Joseph  Imperato,  M.D.,  of  Brook- 
lyn, died  on  November  9 at  the  age  of  seventy- 
five.  Dr.  Imperato  graduated  in  1921  from 
Cornell  University  Medical  College.  A for- 
mer medical  director  of  Merritt-Chapman 
and  Scott  Corporation,  he  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Harland  Francis  Lancaster,  M.D.,  of  Buf- 
falo, died  on  April  16  at  the  age  of  sixty-six. 
Dr.  Lancaster  graduated  in  1928  from  Boston 
University  School  of  Medicine.  He  was  a 
member  of  the  Industrial  Medical  Association. 

Samuel  Minowitz,  M.D.,  of  Brooklyn  and 
New  York  City,  died  on  September  1 at  the  age 
of  sixty-five.  Dr.  Minowitz  graduated  in  1927 
from  George  Washington  University  School  of 
Medicine.  He  was  a Diplomate  of  the  Amer- 
ican Board  of  Preventive  Medicine,  Inc., 
(Public  Health),  a Fellow  of  the  American  Col- 
lege of  Preventive  Medicine,  and  a member  of 
the  American  Public  Health  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Academy  of  Preventive  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Norman  Charles  Morgan,  M.D.,  of  James- 
town, died  on  June  17  at  the  age  of  fifty.  Dr. 
Morgan  graduated  in  1944  from  the  University 
of  Colorado  School  of  Medicine.  He  was  an 
attending  psychiatrist  at  the  Woman’s  Christian 
Association  Hospital.  Dr.  Morgan  was  a Dip- 
lomate of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association. 

Bert  Munday,  M.D.,  of  New  York  City,  died 
on  August  8 at  the  age  of  ninety-four.  Dr. 
Munday  graduated  in  1899  from  the  University 
of  Missouri  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Stuart  W.  Nelson,  M.D.,  of  Old  Forge,  died 
on  October  27  at  the  age  of  ninety-eight.  Dr. 
Nelson  graduated  in  1895  from  New  York  Uni- 
versity Medical  College.  He  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Herkimer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Edward  Noonan,  M.D.,  of  Rochester, 
died  on  October  1 at  the  age  of  sixty-one.  Dr. 
Noonan  graduated  in  1936  from  Creighton 
University  School  of  Medicine.  He  was  an 
attending  general  practitioner  at  St.  Mary’s 
Hospital.  Dr.  Noonan  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Industrial  Medical  Association,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Angelo  Rocco  Onorato,  M.D.,  of  Yonkers, 
died  on  October  29  at  the  age  of  sixty.  Dr. 
Onorato  graduated  in  1935  from  Loyola  Uni- 
versity School  of  Medicine.  He  was  an  as- 
sociate attending  surgeon  at  Yonkers  General 
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Hospital.  Dr.  Onorato  was  a member  of  the 
Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Milton  Rollins,  M.D.,  of  Alexandria, 
Virginia,  formerly  of  Far  Rockaway,  died  on 
October  26  at  the  age  of  fifty-one.  Dr.  Rollins 
graduated  in  1942  from  New  York  Medical 
College.  He  was  director  of  the  Tobacco  In- 
stitute of  Washington.  Dr.  Rollins  was  a 
Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Sur- 
geons. 

Blanca  Schneid,  M.D.,  of  New  York  City, 
died  on  September  23  at  the  age  of  sixty-nine. 
Dr.  Schneid  received  her  medical  degree  from 
the  University  of  Vienna  in  1926.  She  was  an 
attending  pathologist  at  the  Veterans  Adminis- 
tration Outpatient  Clinic  in  Brooklyn.  Dr. 
Schneid  was  a Diplomate  of  the  American  Board 
of  Pathology  (Clinical  Pathology  and  Pathologic 
Anatomy)  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Milton  Schneider,  M.D.,  of  Bayside,  died  on 
October  27  at  the  age  of  fifty-eight.  Dr. 
Schneider  graduated  in  1939  from  Anderson 
College  of  Medicine,  Glasgow,  Scotland.  He 
was  an  attending  pediatrician  at  Flushing 
Hospital  and  Medical  Center  and  a staff 
pediatrician  at  Booth  Memorial  Hospital.  Dr. 
Schneider  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Louis  Lawrence  Shapiro,  M.D.,  of  New  York 
City,  died  on  November  2 at  the  age  of  seventy- 
six.  Dr.  Shapiro  graduated  in  1915  from 
University  and  Bellevue  Hospital  Medical 
College.  Retired,  he  was  a former  adjunct 
professor  of  gastroenterology  at  New  York 
Polyclinic  Hospital  Medical  College.  Dr.  Sha- 
piro was  a member  of  the  American  Public 
Health  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irwin  I.  Sidenberg,  M.D.,  of  Niagara  Falls, 
died  on  October  28  at  the  age  of  sixty-seven. 
Dr.  Sidenberg  graduated  in  1926  from  the 
University  of  Toronto  Faculty  of  Medicine. 
He  was  an  attending  surgeon  and  obstetrician 
at  Niagara  Falls  Memorial  Hospital  and  a staff 
general  practitioner  at  Mount  St.  Mary’s 
Hospital  of  Niagara  Falls.  Dr.  Sidenberg  was  a 
member  of  the  Niagara  Falls  Academy  of 
Medicine,  the  Niagara  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ricardo  Varela,  M.D.,  of  New  York  City,  died 
on  December  30,  1967,  at  the  age  of  eighty-five. 
Dr.  Varela  graduated  in  1905  from  the  National 
Homeopathic  Medical  School,  Mexico  City, 
Mexico. 

Richard  A.  Wills,  M.D.,  of  Niagara  Falls, 
died  on  October  30  at  the  age  of  fifty-five.  Dr. 
Wills  graduated  in  1941  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a general 
practitioner  on  the  medical  staff  at  Niagara 
Falls  Memorial  Hospital.  Dr.  Wills  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Niagara  Falls  Academy  of  Medi- 
cine, the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Urinary  antiseptic  antispasmodics 

Urised  (Conal  Pharmaceuticals) 3083,  3084 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint 
ments,  patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G 
B.MR.  etc.  The  Mandl  School  for  Medical  A Dental  Assist 
ants  has  been  training  in  these  fields  for  43  years.  Our  grad 
uates  have  sound  professional  skills.  Free  Placement  Service 

Mandl  School 154  VmS'tSJm10019 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924-  Licensed  by  the  State  of  New  York 


Use  Christmas  Seals. 
It’s  a matter 
of  life  and  breath. 


Fight  emphysema, 
tuberculosis, 
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PHYSICIAN 


Occupational 


Major  New  York  City  financial  corporation  has 
a key  opportunity  for  a board  certified  or 
qualified  internist  to  take  charge  of  medical 
department  in  its  downtown  Manhattan  location. 
This  physician  will  work  independently,  develop- 
ing preventive  medicine  programs  as  well  as 
performing  pre-employment  and  annual  health 
examinations.  Full  or  part  time  acceptable. 
Please  send  resume  to  Box  878,  % NYSJM 
An  equal  opportunity  employer  (M/F) 


PHYSICIANS  WANTED— CONT’D 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


PHYSICIANS  WANTED 


ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small,  active  de- 
partment in  New  York.  Salary  open.  Box  872,  % 
NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  Buburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


ORTHOPEDIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to 
partnership.  Excellent  opportunity.  Minimum  starting 
mcome  $30,000.  Please  send  complete  curriculum  vitae 
with  first  letter.  Box  843,  % NYSJM. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
energency  room  of  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  x/i  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


PHYSICIAN  WANTED,  N.  Y.  STATE  LICENSE,  FULL 
time,  for  newly  constructed,  modem,  350  bed  extended 
care  facility,  in  rapidly  growing  Orange  County,  in 
Goshen,  New  York.  Attractive  salary,  usual  County  em- 
ployee benefits:  Social  Security;  retirement  rights  and 

hospitalization  provided.  Write  to:  Douglas  D.  Couser, 
Commissioner,  Orange  County  Department  of  Social 
Services,  Box  Z Goshen,  New  York  10924. 


LARGE  COMMUNITY  HOSPITAL  AND  MEDICAL 
center  in  the  southwest  needs  a full  time  director  of  internal 
medicine  service.  Hospital  has  over  500  beds,  internships 
and  eight  approved  residency  programs,  including  internal 
medicine.  Member  of  the  Council  of  Teaching  Hospitals 
of  AAMC.  Director  of  internal  medicine  is  responsible  for 
all  activities  related  to  internal  medicine  within  the  medical 
center.  Annual  compensation  $40,000.  Reply  to  Box 
877,  % NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice,  Suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice 
including  OB  and  minor  surgery.  N.  Y.  State  license 
necessary.  Box  868,  % NYSJM. 


OPENINGS  FOR  TWO  CLINICAL  PSYCHIATRISTS  AT 
historic  Trenton  State  Hospital,  Trenton,  New  Jersey. 
Active  full  complement  residency  training  program  with 
university  affiliations.  Own  neuropathology  and  forensic 
department.  Easy  access  to  New  York,  Philadelphia  and 
shore  areas.  Housing  and  other  excellent  fringe  benefits. 
Salary  up  to  $24,208.  depending  on  qualifications.  Write: 
M.  H.  Weinberg,  M.D.,  Medical  Director. 


FULL-TIME  OR  PART-TIME  CLINICIANS  IN  CHILD 
care  specialties,  medical  management.  Require  New  York 
State  medical  license  and  U.  S.  citizen  or  intention.  Con- 
tact: R.  E.  Rothermel,  M.D.,  at  New  York  City  Health 
Department,  125  Worth  St.,  New  York,  N.  Y.  10013,  or 
phone  (212)  566-8162. 
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POSITIONS  WANTED 

PRACTICES  FOR  SALE  OR  RENT 

ANESTHESIOLOGIST.  BRITISH  TRAINED,  EXPERI- 
enced,  N.  Y.  license,  desires  association  full  or  part  time, 
or  direct  small,  active  department.  Box  856.  % NYSJM. 

INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481,  Miami 
Beach,  Florida  33141. 

FOR  RENT:  DOCTOR’S  OFFICE/PEDIATRIC  PRAC- 

tice,  in  Bayside.  Queens,  New  York  City.  Completely 
equipped.  Large  reception  room,  two  consultation  rooms, 
two  examining  rooms,  nurses’  station,  office  equipment. 
Bus  stop  in  front  of  office.  Active  practice  of  Milton 
Schneider,  M.D.,  213-03  35  Ave.,  Bayside  N.  Y.  11361. 
For  information,  call:  Ijeo  Gross,  (516)  443-2500. 

PRACTICES  WANTED 

WANTED:  WILL  PURCHASE  ACTIVE  GENERAL 

practice.  Excellent  opportunity  for  busy  doctor  ready  to 
retire  and  turn  over  DM  practice  after  brief  introductory 
period.  Please  send  all  facts  and  figures  in  first  letter. 
Rrplies  treated  in  full  confidence.  Box  875,  % NYSJM. 

E.E.N.T.  PRACTICE,  PREDOMINANTLY  OPHTHAL- 
mology.  Owner  deceased.  Population  30,000  urban; 
135,000  in  surrounding  area.  Two  accredited  hospitals, 
250  beds  each;  one  lacking  ophthalmology  department 
head.  Office  and  equipment  also  available.  For  informa- 
tion contact:  Box  876,  % NYSJM. 

MISCELLANEOUS 

BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 

MEDICAL  PRACTICES  FOR  SALE.  LET  US  SELL 
your  GP  or  specialty  practice  and  help  you  relocate  any- 
where. For  information  contact  Mr.  Kanarick,  Pro- 
fessional Practice  Sales,  310  Madison  Ave.,  New  York 
City.  (212)  947-3013.  Nation-wide  clearing  house  for 
selling  Medical  practices.  Also,  consulting  services  avail- 
able. All  inquiries  confidential. 

LABORATORY  WANTED 

ACTIVE  GENERAL  PRACTICE,  10  YEARS.  DESIR- 
able,  young,  Bergen  County,  N.  J.  community.  35-40 
patients/day.  Home-office  combination;  office — 6 rooms 
with  X-ray.  Box  882,  % NYSJM. 

CYTOLOGY  AND/OR  BIOPSY  LABORATORY 

wanted  by  pathologist  who  will  purchase  private  lab.  or 
cytology/ biopsy  portion  of  general  lab.  Working  partner- 
ship considered.  Reply:  Box  880,  % NYSJM. 

— 
REAL  ESTATE  FOR  SALE  OR  RENT 

OFFICE  SPACE  WANTED 

WE  ARE  OFFERING  AT  THE  PRESENT  TIME  OFFI- 
ces  to  rent  in  an  admirably  suited  location,  for  all  profes- 
sions. These  offices  are  wood-paneled;  elevator,  air- 
conditioned,  beautiful  lobby,  etc.,  on  a very  desirable 
thoroughfare  surrounded  by  newly  erected  apartment 
buildings  with  more  to  come.  (914)  337-5155,  or  (212) 
877-5520. 

BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box 
883,  % NYSJM. 

SUBTENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT 
room,  fully  equipped,  well  appointed  medical  office. 
Centrally  located  in  Hollis-Flushing  area.  Call  (212)  HO 
4-6262. 

BUY 

BABYLON:  FOR  SALE— 10  RM„  3 BATH  HOME; 

attached  5 rm  office  wing;  Choice  comer,  main  st. » 
1 block  to  R.R.  schools,  stores.  Adequate  off-street  park- 
ing for  conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D., 
444  Deer  Park  Ave.,  Babylon,  NY  11702,  Tel.  (516) 
669-1567. 

SAYINGS  BONDS 

FOR  RENT:  RECENTLY  DECEASED  GENERAL 

practitioner’s  fully  equipped  office  in  rural  village  on  river, 
4 miles  from  Lake  Ontario.  Hunting,  fishing,  water  and 
snow  sports.  Box  881,  % NYSJM. 
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These  children  need  CARE 


Children  cry.  They  cry  when  they  need  to  be 
burped,  or  want  comfort  and  reassurance.  And 
around  the  world  there  are  warm  arms  that 
cuddle  little  people. 

But  not  in  South  Vietnam.  Children  cry 
here  from  the  rat-tat-tat  of  machine  guns  hid- 
den in  steaming  jungles.  They  cry  as  flames 
consume  homes,  and  parents  are  no  more.  They 
weep  for  the  world  and  cry  out  for  the  com- 
passion of  mankind. 

If  you  love  children,  help  CARE  to  aid 
these  small  members  of  the  human  family.  You 
have  it  in  your  power  to  cradle,  love  and  restore. 

Generous  American  and  Canadian  citi- 


zens have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  grow  more  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 

Won't  you  please  make  out  a check  or 
money  order  to  Publishers’  Children’s  Fund 
and  send  it  today  to: 


Publishers’  Children’s  Fund— Vietnam 
CARE,  Inc.,  660  First  Avenue,  New  York,  N.  Y.  10016 

(Contributions  are  tax  deductible) 


This  adverlisement  appears  as  a public  service  as  part  of  a cooperative  program  sponsored  by  American  magazine  and  book  publishers. 
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WHAT 


NEW  YORK  STATE 


January  1-15,  1969 


CONTENTS 

New  York  City  Area 2 

NYC  Late  Events 7 

NEW  YORK  STATE 

Albany  Area 5 

Buffalo  Area 6 

Buffalo  Area  Future  Events 6 

Elmira  Area 6 

Nassau  County 6 

Syracuse  Area 6 

Utica  Area 7 


Telephone  Conferences 7 


SPECIALTY  INDEX 


Allergy 6 

Anesthesiology 6 

Cancer 2,  4,  6 

Cardiology 3 ,5,7 

Dermatology 2,  6 

Gastroenterology 2 

Internal  Medicine 5 

Medicine 2,  3,  4,  5,  6,  7 

Obstetrics/Gynecology 2,  4,  5 

Ophthalmology 3 

Otolaryngology 6 

Pathology 2,  3,  5,  6 

Pediatrics 3,  4,  5,  6,  7 

Psychiatry 2,  4,  6,  7 

Radiology 2 

Surgery 2,  5 

Thoracic  Disease 3,  4,  5,  7 

Urology 2,  6 


C-l  Credits 2,  3,  4,  5,  6,  7 


Physicians'  Placement 


8 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor, 
WHAT  GOES  ON,  750  Third  Avenue,  New 
York,  N.  Y.  10017.  Telephone  YUkon  6-5757. 


DEADLINE  DATES  FOR  WHAT  GOES  ON 


Deadline  Dale 


Publication  Date* 


December  25,  1969 
WGO  February  16-28 
January  1 0,  1 970 
WGO  March  1-15 
January  25,  1 970 
WGO  March  16-31 
February  1 0,  1 970 
WGO  April  1-15 
February  25,  1970 
WGO  April  1 6-30 
March  10,  1970 
WGO  May  1-15 


February  1 , 1970 
February  1 5,  1 970 
March  1 , 1 970 
March  15,  1970 
April  1,  1970 
April  15,  1970 


* The  Publication  Dates  are  for  the  New  York  State 
journal  of  Medicine  which  includes  WHAT  GOES  ON. 
The  individua  subscription  holders  for  WHAT  GOES 
ON  will  continue  to  receive  their  copies  by  first  class 
mail  prior  to  the  Journal. 


WGO-1 
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NEW  YORK  CITY  AREA 


January  1,  1970  / January  28,  1970 

3 : 30-5 : 00  p.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Lecture  Hall  I 
Brooklyn 

RECENT  ADVANCES  IN  GASTROEN- 
TEROLOGY 

SIDNEY  M.  FIERST,  M.D.,  etal. 

FEE:  $20  (Registration  limited  to  1 50 — General 

Practitioners) 

CREDIT:  C-1 


January  2,  1970  / February  20,  1970 

4:00-5:00  p.m.,  Fridays 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

5th  Avenue  and  1 00th  Street 

DERMATOLOGIC  MANIFESTATIONS  IN 
RELATION  TO  OTHER  SPECIALTIES 

IRWIN  KANTOR,  M.D.,  and  Associates 
Mount  Sinai  School  of  Medicine 

Fee:  $100 


January  3,  1970  f January  24,  1 970 

10:00  a.m.-5:00  p.m.,  four  Saturdays 

Columbia  University  P & S 
Columbia  -Presbyterian  Medical  Center 

HYPNOSIS  AND  PSYCHIATRY 

HERBERT  SPIEGEL,  M.D. 

FEE:  $100  (Open  only  to  Psychiatrists) 

Write  to:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean, 

630  W.  168th  Street,  New  York,  N.  Y.  10032.  Tel. 
(212)  579-3682 


January  5,  1970  / January  9,  1970 
(Beginning  dates) 

Albert  Einstein  College  of  Medicine 
Departments  of  Surgery,  Gynecology  and 
Obstetrics;  Medicine  and  Radiotherapy 
Jacobi  Hospital 

Pelham  Parkway  South  and  Eastchester  Road 
Bronx 

"HOW  TO  DO”  CLINICS 

Mondays  Beginning  January  5 

1 : 1 5-3 : 30  p.m. 


Breast  Clinic 

YEHUDA  ADAM,  M.D.,  GEORGE  ESCHER,  M.D., 
JACQUES  PAUPORTE,  M.D.,  LOUIS  SANFILIPPO,  M.D., 
ERWIN  TEPPER,  M.D.,  HERBERT  VOLK,  M.D. 

Tuesdays  Beginning  January  6 

1 : 00-3  : 00  p.m. 

Radiotherapy  Clinic 

ALAN  ROSENBERG,  M.D.,  LOUIS  SANFILIPPO,  M.D., 
ERWIN  TEPPER,  M.D. 

Wednesdays  Beginning  January  7 

9:00-1 1 :00  a.m. 

Gynecology  Clinic 

RICHARD  COUNSELMAN,  M.D.,  JOHN  GRAY,  M.D., 
LOUIS  SANFILIPPO,  M.D.,  ERWIN  TEPPER,  M.D. 

1 : 00-3:00  p.m. 

Head  and  Neck  Clinic 

YEHUDA  ADAM,  M.D.,  JACQUES  PAUPORTE,  M.D., 
ROBERT  RUBEN,  M.D.,  LOUIS  SANFILIPPO,  M.D.,  ERWIN 
TEPPER,  M.D.,  SETH  THALER,  M.D. 

2 : 00-3 : 30  p.m. 

Sigmoidoscopy  Clinic 

YEHUDA  ADAM,  M.D.,  ADADOR  CAMPOS,  M.D., 
DAVID  MARKMAN,  M.D. 

4 : 00-5 : 00  p.m. 

Mixed  Tumor  Clinic 

YEHUDA  ADAM,  M.D. 

Fridays  Beginning  January  9 

1 : 1 5-3 : 30  p.m. 

Dermatology  Clinic 

MICHAEL  FISHER,  M.D.,  WALTER  GASNER,  M.D., 
FRANKLIN  PASS,  M.D. 

1 : 1 5 — 3 : 30  p.m. 

Lymphoma  Leukemia  Clinic 

PATRICIA  CAMPBELL,  M.D.,  LEONARD  DAUBER,  M.D. 
LOUIS  SANFILIPPO,  M.D.,  ERWIN  TEPPER,  M.D. 

Address  Inquiries  to:  Cancer  Coordinator,  Albert 

Einstein  College  of  Medicine,  Bronx  Municipal  Hospital 
Center,  Pelham  Parkway  So.  and  Eastchester  Road, 
Bronx  10461.  Tel.  (212)  TY  2-6000  Ext.  529  or  530, 
Mrs.  Sharon  Weiner,  Secretary. 


January  5,  1970  / February  5,  1970 

3 : 00-6  : 30  p.m.,  Mondays  and  Thursdays 

Columbia  University  P & S 
Columbia-Presbyterian  Medical  Center 

UROLOGICAL  PATHOLOGY 

MEYER  M.  MELICOW,  M.D. 

MYRON  TANNENBAUM,  M.D. 

FEE:  $1  50  (Maximum  class  35) 

Write  Dr.  Yahr  (see  above) 
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MONDAY,  JANUARY  5 

4 : 00  p.m. 

Annual  Student  American  Medical  Associa- 
tion 

1st  Floor  Lecture  Hall,  Basic  Science  Building 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

ELECTRICAL  MANIFESTATIONS  OF 
MYOCARDIAL  DISEASE 

RAMON  R.  TORRES,  M.D. 

Downstate  Medical  Center 


Jatuary  5,  1970  / January  26,  1970 

5 .00-6  : 00  p.m.,  Mondoys 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Beth  Israel  Medical  Center 

1 0 Nathan  D.  Perlman  Place 

METABOLIC  DISEASES  IN  THE  EYE 

HESKEl  M.  HADDAD,  M.D.  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $40 

Apply:  Registrar,  The  Page  ond  William  Black  Post- 
Graduate  School  of  Medicine,  Fifth  Avenue  and  1 00th 
Street,  New  York,  N.  Y.  1 0029 


MONDAY,  JANUARY  5 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club 
Regional  Pathology  Society 
Pathology  Conference  Room,  the  Brooklyn 
Hospital  Division  of  the  Brooklyn-Cumber- 
land  Medical  Center 

121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 

NO  FEE 


8 '.  30  p.m. 

The  Mount  Sinai  Medical  Center 
Clinical  Amphitheatre 

6th  Floor  Adr  inistration  Building 
1 00th  Street  and  5th  Avenue 

Thoracic  Disease  Conference 

DENSIGRAPHY  FOR  MEASUREMENT  OF 
REGIONAL  PULMONARY  VENTILATION 

MELVIN  N.  ZELEFSKY,  M.D. 

Albert  Einstein  College  of  Medicine 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03  rd  Street 

1.  Successful  Treatment  of  Hepatic  Coma 


by  Exchange  Transfusion 

MAXWELL  L.  GELFAND,  M.D. 

N.Y.U.  School  of  Medicine 

2.  The  Logical  Approach  to  Modern 
Endocrinol  Problems 

HERBERT  S.  KlIPPERMAN,  M.D. 

N.Y.U.  Medical  Center 


January  6,  1970  and  January  13,  1970 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center,  Downstate 
Medical  Center  and  the  Kings  County 
Chapter  of  A AGP 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conferences 

January  6 

Iron  Deficiency 

FELIX  FELDMAN,  M.D. 

Downstate  Medical  Center 

January  13 

Congenital  Adrenal  Hyperplasia 

JOSE  CARA,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


January  6,  1 970  / May  22,  1970 

Hours  to  be  arranged,  4 half  days  per  week 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

1 00th  Street  and  5th  Avenue 

CLINICAL  ELECTROENCEPHALOGRAPHY 
Workshop  Course 

HANS  STRAUSS,  M.D.,  SIDNEY  P.  DIAMOND,  M.D.,  and 
ROBERT  JAFFE,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400 

Address  correspondence  to  the  Registrar 


WEDNESDAY,  JANUARY  7 

4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

FAILURE  TO  THRIVE 

SAMUEL  KARELITZ,  M.D. 

Long  Island  Jewish  Hospital 

CREDIT:  C-1 
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8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  1 03rd  Street 

ROLE  OF  PSYCHOANALYSTS  IN 
COMMUNITY  PSYCHIATRY 

LEOPOLD  BELLAK,  M.D.,  MONTAGUE  ULLMAN,  M.D. 
and  LOUIS  LINN,  M.D. 

NO  FEE 


January  8,  1970  and  January  15,  1970 

11:00  a. m., Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 

January  8 

Congenital  Abnormalities  Part  I 

SIMON  BRODY,  M.D. 

January  1 5 

Congenital  Abnormalities  Part  II 

Dr.  BRODY 

CREDIT:  C-l 


January  8,  1970  and  January  15,  1970 

8:30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  at  1 1 4th  Street 

January  8 

Complications  of  Pregnancy 

B.  NATHANSON,  M.D. 

January  1 5 

The  Cardiac  Pacemaker 

GEORGE  DERMKSIAN,  M.D. 

CREDIT:  C-l 


FRIDAY,  JANUARY  9 

8 : 00-9 : 30  a.m. 

Maimonides  Medical  Center,  Department  of 
Pediatric  Services  and  the  Department  of 
Obstetrics  and  Gynecology  Downstate 
Medical  Center  and  the  Kings  County 
Chapter  of  A AGP 

4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

The  Approach  to  Pediatrics  and 
Gynecology  for  the  Family  Physician 

VULVO-VAGINITIS  AND  CHRONIC 
CERVICITIS 

HOWARD  WEINSTEIN,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


January  10,  1970  and  January  17,  1970* 

9 : 00-1  1 : 00  a.m.,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 

Diseases 

Auditorium 

444  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 

AND  NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 

January  10 

1.  Fundamental  Head  and  Neck  Pro- 
cedures. Skin  Cancer.  Hemangio- 
mas. Thyroglossal  Duct  Surgery 

2.  Thyroid  Cancer:  Lobectomy;  Total 

Thyroidectomy;  Radical  Neck  Dis- 
section Plus  Thyroid;  Statistics. 

January  17 

3.  Pigmented  Skin  Lesions.  Lymphan- 
gioma. Nasopharyngeal  Angiofi- 
broma. Fibrous  Dysplasia.  Ada- 
mantinoma. Osteogenic  Sarcoma. 

4.  Reconstructive  Surgery:  Formation  of 
Tube  Pedicle  Graft  and  its  Usage. 
Lip  Cancer:  Surgery;  Estlander  and 
Bernard  Triangle  Repair. 

*NOTE:  These  lectures  continue  through  February  21st. 

Watch  for  programs  in  "What  Goes  On." 


SUNDAY,  JANUARY  11 

8 : 30  a.m.-l  : 00  p.m. 

Brookdale  Hospital  Center  in  affiliation  with 
Columbia  University  P & S 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

PULMONARY  EMBOLIZATION 

Panel: 

Columbia  University  P & S 

NO  FEE  CREDIT:  C-1 


January  12,  1970  / January  14,  1970 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

BIOLOGICAL  EFFECTS  OF  CARBON 
MONOXIDE 

Chairman 

RONALD  F.  COBURN,  M.D. 

University  of  Pennsylvania 
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MONDAY,  JANUARY  12 

5:00-7:00  p.m. 

New  York  Board  of  Trade 

91  1 Park  Avenue 

(Home  of  Mr.  Henry  L.  Lambert) 

BATTERED  CHILD 

MILTON  HELPERN,  M.D. 

Chief  Medical  Examiner 
City  of  New  York 

CREDIT:  C-l 

I 

I 

1 January  12,  1970  / June  1,  1 970 

8 : 00-1  0:00  p.m.,  Mondays 

State  University  of  New  York  Downstate 
1 Medical  Center 

Second  Floor  Lecture  Hall  and  Pothology  Amphiiheatre 

450  Clarkson  Avenue 

Brooklyn 

SURGICAL  ANATOMY 

RAYMOND  K.  J.  LUOMANEN,  M.D. 

FEE:  $100  (Limited  to  40  physicians  interested  in 

Surgery) 

| 

I 

WEDNESDAY,  JANUARY  14 

4:00-5  :00  p.m. 

I 

State  University  of  New  York  Downstate 
I Medical  Center 

Sixth  Floor  Lecture  Hall 
I 450  Clarkson  Avenue 

| Adipose  Tissue  Metabolism 

POSSIBLE  ACTIONS  OF  INSULIN  ON  THE 
STRUCTURE  AND  FUNCTION  OF  FAT 
l CELL  MEMBRANES 

| MARTIN  RODBELL,  Ph.D. 

Nationol  Institutes  of  Health 


8 :00  p.m. 

New  York  Surgical  Society 

2 East  1 03rd  Street 
Case  Report 

Primary  Malignant  Melanoma  of  the 
Esophagus  Associated  with  Diffuse  Eso- 
phageal Melanosis 

VINCENT  A.  PICCONE,  M.D.,  R.  KLOPSTOCK,  M.D., 
J.  SIKA,  M.D.,  and  HARRY  H.  LeVEEN,  M.D. 

Papers 

1.  Hyperbaric  Oxygenation  in  the  Treat- 
ment of  Respiratory  Insufficiency 

JULIUS  H.  JACOBSON  II,  M.D.,  V.  MICHAEL,  M.D.,  A. 
WEINRICH,  M.D.,  B.  UPTON,  M.D.,  C.  BRYZN-BROWN' 
M.D.  and  M.  BADER,  M.D. 


2.  Mendelsohn's  Syndrome-Diagnosis, 
Therapy  and  Prevention  in  Post- 
operative Patients 

HOWARD  RICHMAN,  M.D.,  DONALD  A.  DAVIS,  M.D. 
SETH  ABRAMSON,  M.D. 

3.  Experience  with  Human  Heart  Trans- 
plantation 

C.  WALTON  LILLEHEI,  M.D.,  R.  J.  ELLIS,  M.D.,  J.  H. 
BLOCH,  M.D.,  R.  G.  CARLSON,  M.D.,  A.  RUBIN,  M.D., 
G.  SCHWARTZ,  M.D.,  K.  STENZEL,  M.D.,  R.  RIGGIO, 
M.D. 


THURSDAY,  JANUARY  15 

4 : 30  p.m. 

The  Roosevelt  Hospital 
Toscanini  Room 

428  West  59th  Street 

PERNICIOUS  ANEMIA:  WHY  THE 
NEEDLE? 

WILLIAM  B.  CASTLE,  M.D. 

V.  A.  Hospital,  West  Roxbury,  Mass. 

CREDIT:  C-l 


ALBANY  AREA 


January  5,  1970  / for  17  days 

The  Albany  Medical  College  of  Union  Uni- 
versity 

ELEVENTH  POSTGRADUATE 
MEDICAL  SEMINAR  CRUISE 

CREDIT:  C-l 


Preliminary  Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

January  8,  1970 
Genetics 

January  1 5,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1960 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
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March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-l 


BUFFALO  AREA 


January  15,  1970  and  January  16,  1970 

9 : 00  a.m.-4 : 30  p.m.,  Thursday 
9 : 00  a.m.-3  : 45  p.m.,  Friday 

School  of  Medicine,  State  University  of  New 
York  at  Buffalo 

Hotel  Statler  Hilton 
Buffalo 

MENTAL  HEALTH  CONSULTATION 

DAVID  L.  DAVIDSON,  M.D.,  Presiding 

FEE:  $50  CREDIT:  C-l 

This  Program  is  supported  by  a Grant  from  the  National 
institute  of  Mental  Health  of  HEW  and  the  New  York  State 
Department  of  Mental  Hygiene. 

Contact:  Continuing  Medical  Education,  Main  Street 

Division,  School  of  Medicine,  State  University  of  New  York 
at  Buffalo,  2211  Main  Street  Buffa'o,  N.Y.  14214.  Tel. 
(716)  831-5526. 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (71  6)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 

February  19  and  20 

Modern  Concepts  in  Coronary  Care 

March  6 

Depression  in  the  Medically  III  Patient 

March  12-June  11  (Thursday  evenings) 
Physical  Examination  of  the 
Cardiac  Patient 

April  9 

Neurology  Seminar  Day 


April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 

May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 

CREDIT:  C-l 


ELMIRA  AREA 


FRIDAY— JANUARY  16 

*7:00  p.m. 

Arnot-Ogden  Memorial  Hospital 

Dining  Room 

THE  PATHOGENESIS  AND 
TREATMENT  OF  SHOCK 

ROBERT  M.  HARDAWAY  III,  Colonel,  MC 
* Preceded  by  Dinner  starting  at  5 : 30  p.m. 
CREDIT:  C-l 


NASSAU  COUNTY 


January  7,  1970  and  January  14,  1970 

8 : 00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

LECTURES  IN  PATHOLOGY 

Given  by:  E.  J.  FELDERMAN,  M.D. 

January  7 

Disease  of  Immune  Origin 

January  14 

Infectious  Diseases 

CREDIT:  C-l 


SYRACUSE  AREA 


January  8,  1970  and  January  15,  1970 

8:00  a.m.,  Thursdays 

Department  of  Urology 
Upstate  Medical  Center 

750  E.  Adams  Street — Room  6500 
Syracuse 

January  8 

Morbidity,  Mortality  and  Interesting 
Case  Presentations 
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January  15 

Renal  Function  in  the  Post  Anrsthetic 
Period 

LOUIS  EISENBERG,  M.D. 

Slate  University  Hospital 


UTICA  AREA 


THURSDAY,  JANUARY  15 

6:00  p.m. 

Central  New  York  Academy  of  Medicine 

21  0 Clinton  Road 
New  Hartford 

DIAGNOSIS  AND  TREATMENT  OF 
PULMONARY  EMBOLISM 

JAMES  E.  DALEN,  M.D. 

Harvard  Medical  School 
RENE  G.  FAVALORO,  M.D. 

Cleveland  Clinic 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


TWO-WAY  CONFERENCE  PROGRAMS 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept.  1 6 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the 
first  Wednesday  and  the  once-a-month  series  on  Trauma 
presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y., 
Tel.  (716)833-2726. 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY-JANUARY  12 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

BACTERIAL  COLINIZATION  AND 
SUPERINFECTION  COMPLICATING 
ANTIBIOTIC  TREATMENT  OF 
BACTERIAL  PNEUMONIA 

SHALOM  Z.  HIRSCHMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


TUESDAY-JANUARY  13 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  Eost  82nd  Street 

PSYCHOANALYTIC  SIGNIFICANCE  OF 
EXPERIMENTAL  DATA  RELATED  TO 
CONFLICT  AND  FORGETTING 

ERNEST  KAFKA,  M.D. 


WEDNESDAY-JANUARY  14 

8 : 00  p.m. 

Bronx  Pediatric  Society 
Montefiore  Hospital 

210th  Street  and  Bainbridge  Avenue 
Bronx 

HOSPITAL  NIGHT 


* January  15,  1970/February  5,  1970 

9:00-1  1 :00  a.m.,  Thursdays 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

Post-Graduate  Course 

FUNDAMENTALS  OF 
ELECTRO-CARDIOGRAPHY 

PAUL  TORNAMBE,  M.D. 

January  1 5 

Normal  E.K.G.  Complexes 
Hypertrophy  Patterns,  Left  Bundle 
Branch  Block,  Right  Bundle  Branch  Block 
Hemiblocks,  Trifascicular  Blocks 

NO  FEE  CREDIT:  C-l 

* Watch  for  program  in  future  issues  of  WHAT  GOES  ON 


PHYSICIAN’S  PLACEMENT 


Little  Falls,  N.Y.,  Herkimer  County,  needs  a General  Prac- 
titioner and  a Pediatrician  as  well  as  Specialists  in 
Ob/Gyn  and  Internal  Medicine. 

CONTACT:  MR.  RICHARD  S.  QUINLAN,  Little  Falls  Hospi- 
tal, Little  Falls,  N.Y.  13365.  Tel.  (315)  823-1000. 


Please  delete  Brookhaven  Memorial  Hospital  from  your 
lists.  The  Hospital  notified  us  that  the  positions  have  been 
filled. 
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Plattsburgh,  N.  Y.,  Clinton  County 
Pediatrician  needed  as  Associate. 

CONTACT:  JOHN  S.  TANNER,  M.D.,  66  BrinkerhofF  Street, 
Plattsburgh,  N.Y.  12901.  Tel.  (51  8)  561 -1  1 1 6. 


AFTON,  N.Y.,  Chenango  County.  G.P.  to  share  a two-man 
clinic  type  facility  equipped  with  x-ray,  E.K.G.,  etc. 

CONTACT:  CHARLES  H.  GRAF,  M.D.,  Afton  Medical 

Building,  Afton,  N.Y.  13730.  Tel.  (607)  639-2701 . 


AVERILL  PARK,  N.Y.,  Rensselaer  County.  G.P. 

CONTACT:  MR.  JAMES  F.  NISH,  Chairman,  Medical 

Committee,  Miller  Hill  Road,  R.D.  $2,  Averill  Park,  N.Y. 
12018. 


BATH,  N.Y.,  Steuben  County.  General  Surgeon  Associate. 

CONTACT:  JAMES  J.  SANFORD,  M.D.,  Bath,  N.Y.  14810. 

Tel.  (607)  PR  6-2832. 


BOONVILLE,  N.Y.,  Oneida  County.  G.P.  for  new  three- 
unit  Health  Building. 

CONTACT:  CARL  SZOT,  M.D.,  Boonville. 

Tel.  (315)  942-4391. 


BOSTON,  N.Y.,  Erie  County.  One  or  two  G.P.’s. 

CONTACT:  MRS.  GLADYS  KOELMEL,  P.O.  Box  38, 

Boston,  N.Y.  14025. 


BROCKPORT,  N.Y.,  Monroe  County.  G.P. 

CONTACT:  MRS.  GEORGE  STACK,  40  Sweden  Hill, 

Brockport,  N.Y.  14420.  Tel  (71  6)  637-4481 . 


BROCTON,  N.Y.,  Chautauqua  County.  G.P.  and  specialist 
in  any  field. 

CONTACT:  JAY  B.  OLSEN  (mayor),  High  and  Avenue, 

Brocton,  N.Y.  14716. 


CALLICOON,  N.Y.,  Sullivan  County.  G.P.  needed  im- 
mediately. 

CONTACT:  MR.  VALLEAU  C.  CURTIS,  General  Chairman, 

Grover  M.  Hermann  Hospital,  Callicoon,  N.Y.  12723. 


CAPE  VINCENT,  N.Y.,  Jefferson  County.  G.P. 

CONTACT:  LYSLE)  FAURET,  Town  Clerk,  Town  of  Cape 

Vincent,  N.Y.  13616.  Tel.  OL  4-5091 . 


CARTHAGE,  N.Y.,  Jefferson  County.  G.P.  and  Specialists 
in  Anesthesiology,  General  Surgery  and  Internal  Medi- 
cine. 

CONTACT:  MR.  GORDON  M.  GOULD,  128  N.  Washing- 

ton Street,  Carthage,  N.Y.  13619. 


CATO,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  MR.  WALDO  McDOWEL'  (Mayor),  Cato, 

N.Y.  13033. 

Tel.  (315)626-2129. 


CHATEAUGAY,  N.Y.,  Franklin  County.  G.P. 

CONTACT:  MR.  JOHN  LYONS,  Treasurer,  Farmers’ 

National  Bank.  Tel.  (518)  497-3181  or  JOSEPH  J. 
PEZZULO  M.D.,  Main  Street,  Chateaugay,  N.Y.  1 2920. 
Tel.  497-2941. 


FORT  COVINGTON,  N.Y.,  Franklin  County.  G.P. 

CONTACT:  MR.  THOMAS  C.  CAVANAUGH,  Supervising 

Principal,  Salmon  River  Central  School,  Fort  Covington, 
N.Y.  1 2937. 


3192  New  York  State  Journal  of  Medicine  / December  15,  1969 


pages 

number 

issue 

1834-1850 

13 

July  1 

1851-2076 

14 

July  15 

2077-2178 

15 

August  1 

2179-2286 

16 

August  15 

2287-2394 

17 

September  1 

2395-2510 

18 

September  15 

2511-2610 

19 

October  1 

2611-2726 

20 

October  15 

2727-2828 

21 

November  1 

2829-2960 

22 

November  15 

2961—3074 

23 

December  1 

3075-3192 

24 

December  15 

AUTHORS 

Altchek,  Albert,  3134 
Attai,  L.  A.,  2221,  3007,  3023 
♦Aufses,  Arthur,  3022 


Bachrach,  Edgar  H.,  2433 
Baker,  David  H„  2773 
Baki,  Alphonse,  1933 
Barman,  A.  Addison,  3012 
Batiuchok,  William,  3012 
Battistella,  Roger  M.,  2350 
Becker,  Joshua,  A.,  2778 
Becker,  Melvin  H.,  2438 

Beekman- Down  town  Hospital,  1914,  2146,  2341,  2449,  2569, 
2790,  3031,  3141 

Begg,  Charles  F.,  Ed.  (Correlation  Conferences  in  Radiology 
and  Pathology),  2031,  2266,  2902 
Berdon,  Walter  E„  2773 
Berg,  Perry,  3006 
Berkowitz,  Walter  D.,  3047 
Bertrand,  Charles  A.,  2867 
Bielefeld,  Nancy,  1937, 2046 
Bloch,  Harry,  3056 

Bloomberg,  Allan  Ellia,  Ed.  (Abstracts,  Reports,  Proceed- 
ings New  York  Society  for  Thoracic  Surgery),  2215,  3004 
Blumberg,  Marvin  L.,  2549 
Blumenstock,  David  A.,  2227 
Boley.S.  J.,2221 
Bolooki,  Hooshang,  2471 
Bowman,  F.  O.,  Jr.,  3004,  3023 
Brasfield,  Richard  D.,  2129 
Browder,  E.  Jefferson,  2786 

Bruno,  Michael  S.,  Ed.  (Clinicopathologic  Conference), 
1914,  2025,  2146,  2341,  2449,  2569,  2669,  2790,  3031,  3141 
Bunn,  Paul  A.,  1859 


Catholic  Medical  Center-Queens  Hospital  Center  Affilia- 
tion, 2669 

Ciavaglia,  Frances, '3 128 
Clauss,  Roy  H.,  3025 
Cliflfton,  Eugene  E.,  2875 
Coleman,  Arthur,  3014 
Cook,  Albert  W.,  2786 
Cook,  William  A.,  2221,  3024 
Cooley,  Denton  A.,  2215 
Coomaraswamy,  R.  P„  2221 
Cosgriff,  Stuart  W.,  2870 
Cosman,  Madeleine  Pelner,  2482 
Covalt,  D.  A.,  2664 


Das  Gupta,  Tapas  K„  2129 
Dass,  Tulsi,  2270 
De  Haen,  Paul,  2680,  3157 
Demos,  Nicholas  J.,  2220 
Denize,  A.,  2221 
Dolman,  Claude  E.,  2801 
Dong,  Eugene,  Jr.,  2231 
Dooley,  Donald  M.,  2786 
*Dorfman,  Wilfred,  1892 
Dupong,  William  G.,  3105 


♦Discussant. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Index  to  Volume  69 


PART  II 


July  1-December  15,  1969 


Edmonson,  John  H.,  2125 
Ehrlich,  Mortimer  E.,  3018 
Eisert,  Jack,  3138 
Eisinger,  Robert  P.,  2445 
Ellis,  Kent,  2770,  2870 
EUner,  Paul  D.,  3026 
Engelman,  Richard  M.,  3025 
Epstein,  Heywood  Y.,  2438 
Evans,  Hugh  E.,  1933 

Falk,  G.,  2218 

Fasce,  Charles  F.,  Jr.,  1989 

Fay,  Robert,  3155 

Ferguson,  J.  Howard,  Ed.  (Correlation  Conferences  in 
Radiology  and  Pathology),  2459 
Finby,  Nathanel,  Ed.  (Correlation  Conferences  in  Radiology 
and  Pathology),  2031,  2266,  2902 
Fleming,  W„  3023 
Frank,  Richard  L„  1872 
Fra  ter,  R.  W.  M.,  2221 
Frederick,  William  C„  1999,  2157 
Freeman,  Morris,  2036 
FriedeU,  GUbert  H.,  2766 

Frieden,  Julian,  Ed.  (Electrocardiograms  of  the  Month), 
1921,  2155,  2339,  2567,  2797,  3029 
Fulkerson,  Lynn  L.,  3045 
Furman,  S.,  2221 

Gabrieli,  Elemer  R.,  3121 
Games,  Arthur  L.,  2992 
Garret,  Rudolph,  2319 
Garzon,  Antonio  A.,  2471 
Geller,  Stephen,  2219 
Genieser,  Nancy  B.,  2438 
Gertler,  M.  M.,  2664 
Giuliani,  Marguerite,  2036 
Glazer,  Victor,  2113 
Gliedman,  M.  L.,  2221 
Gold,  Fred  M.,  2987 
Gomprecht,  Robert  F.,  2036 
Gordon,  Morris  A.,  1989 
Goshen,  Charles  E.,  2332 
Goyal,  Prakash,  2329 
Green,  George  E.,  2583 
Grishman,  Arthur,  2219 
Gruft,  Howard,  1989 

Hale,  Harry  W„  Jr.,  3121 
Harkavy,  Joseph,  2757 
Harper,  Dean,  2048 
Harrington,  Paul  C.,  2563 
Harris,  P.  D„  3023 

Heitzman,  E.  Robert,  Ed.  (Correlation  Conferences  in 
Radiology  and  Pathology)  ,2459 
Helfant,  Richard  H.,  2274,  3047 
Higgins,  George  K.,  2586 
Hoffman,  Paul  F.,  2667 
♦Holland,  Jimmie,  1893 
♦Holswade,  George  R.,  3010 
Hotchkiss,  Robert  S.,  2987 
Houben,  Sidney,  2799 
Hurwitz,  Robert  M.,  2159 
Husen,  Luveme  A.,  3045 
Huvos,  Andrew  G.,  2042 


December  15, 1969  / New  York  State  Journal  of  Medicine  3173 


Jameson,  A.  Gregory,  2867 
Johnson,  Philip  M.,  2870 
Jones,  Thelma,  1923 
Jones,  Thomas  C.,  2237 


Kahn,  Paul  C.,  2783 
Kaiser,  G.  A.,  3004,  3023 
Kamner,  Mildred  E.,  3105 
Karlson,  Karl  E.,  2471 
Kaufman,  Philip  K.,  2475 
Kaufmann,  William,  1989 
Kean,  B.  H.,  2237 
Keats,  A.  S.t  2323 
Kelly,  James  H.,  1989 
Kenny,  Gerald  M.,  2007 
Kimball,  Anne  C.,  2237 
King,  Benton  D.,  2003 
Kopell,  Harvey  P.,  2441 
Krakowski,  Adam  J.,  2886 
Kutscher,  Austin  H.,  2463 


Labow,  Theordore  A.,  3138 
Lau,  Sun  H.,  3047 
Lauria,  John  I.,  2003 
LeBlanc,  Weiner,  1933 
Lee,  Thomas  H.,  2438 
Leetma,  H.  E.,  2664 
Lesnick,  Gerson  J.,  2556 
LeVeen,  H.  H.,  2218 
Levinson,  Gilbert  E.,  2220 
Lieberman,  Philip,  3045 
Liebowitz,  Hirsch  R.,  2012 
Litwak,  Robert  S.,  2219 
Lukban,  Salvador  B.,  2219 


*Maier,  Herbert,  3018 
Malhotra,  Radhey  S.,  1999 
MaUery,  O.  T.,  1937,  2046 
Malm,  J.  R.,  3023 
Manoli,  Anthony,  2218,  3014 
Marbach,  Joseph  J.,  2908 
Markello,  Ross,  2003 
Markewitz,  Moshe,  2042 
Martinez,  Victor  J.,  3040,  3047 
Mason,  Thomas  H.,  3111 
Matalon,  Robert,  2445 
Matis,  Jacob  D.,  2578 
Maynard,  Edwin  P.,  3025 
Mazzia,  Valentino  D.  B.,  2911 
Mehrhof,  Austin,  2463 
Meshel,  Leroy,  1923 
Milstoc,  Mayer,  2913 
Mirand,  Edwin  A.,  2007 

Montefiore  Hospital  and  Medica  Center,  1921,  2155,  2339, 
2567, 2797,  3029 
Moschos,  Christos  B.,  2220 
Muggia,  Franco  M.,  2042 
Murdoch,  Daryl  E.,  2686 
Murphy,  Gerald  P.,  2007 


Nathanson,  Bernard  N.,  2686 
Neu,  Harold  C.,  3026 
Nicol,  Charles  F.,  1883 
Nidus,  Bernard  D.,  2445 


Ober,  William  B.,  2159 

Ober,  William  B.,  Ed.  (Clinicopathologic  Conference), 
1914,  2025,  2146,  2341,  2449,  2569,  2669,  2790,  3031,  3141 
Ober,  William  B.,  (Medical  Arts  and  Letters),  2371,  2692, 
2936 

O’Connell,  Cornelius  J.,  2667 
Olymbitis,  John  T.,  2157 
Oran,  E.,  2218 


Pack,  George  T.,  2586 
Paige,  John  W.,  2689 
Papper,  E.  M.,  2434 
Parker,  Bruce  R.,  2870 
Parkhurst,  Gerald  F.,  1929 
Patton,  Robert  D.,  3040,  3045 
Pelner,  Louis,  2371,  2482,  2936,  3050 
Perfetto,  John,  3014 


Piccone,  B.  A.,  Jr.,  2218 

Pohl,  Arnold  W.,  Ed.  (Medical  Juke  Box),  315 
Pomerance,  William,  2113 
Potter,  Robert  T.,  2218,  3014,  3025 
Ptashkin,  Donald,  2274 

Rapaport,  Felix  T.,  2226,  2227 

Reading,  George  P.,  3121 

Reed,  George  F.,  2563 

Relkin,  Richard,  2133,  2248 

Riley,  Edgar  Alsop,  2656 

Robinson,  George,  2221,  3007,  3023 

Roe,  Daphne  A.,  Ed.  (Nutrition  Reports),  3149 

*Rohman,  Michael,  3004 

Roosevelt  Hospital,  2025 

Rosenberger,  J.,  2664 

Rosenblum,  Jay,  2465 

Rossi,  Albert  O.,  2881 

Rossi,  Plinio,  2780 

Rowe,  Murle  Laurens,  3000 

Rubin,  Ira  L.,  Ed.  (Electrocardiograms  of  the  Month), 
1921,  2155,  2339,  2567,  2797,  3029 
Rubin,  Ira  L.,  1923 
Rusk,  H.  A.,  2664 

St.  Luke’s  Hospital  Center  , 2031,  2266,  2902 

Salomon,  Mordequeo  I.,  2319 

Salsali,  Morteza,  2219,  2222,  2875 

Saluste,  E.,  2664 

Sanders,  Saul  L.,  3138 

Saunders,  William,  2990 

Scharfman,  Melvin  A.,  1887 

Schechter,  David  C.,  2895 

Schmale,  Arthur  H.,  1878 

Schwartz,  Edward  L.,  3042 

Schwartz,  Ernest,  2036 

Seligman,  Barbara,  3040 

Shafer,  Nathaniel,  2465 

Siegelman,  Stanley,  3023 

Sechzer,  P.  H.,  2323 

Small,  S.  Mouchly,  1866 

Sobol,  Bruce  J.,  2329 

Spencer,  Frank  C.,  3006 

Spiera,  Harry,  2908 

State  University  of  New  York  Upstate  Medical  Center, 
2459 

Steen,  Stephen  N.,  Ed.  (Clinical  Anesthesia  Conference), 
2678,  2906,  3153 
Stein,  Emanuel,  3045,  3047 
Steiner,  Nicholas  V.,  2867 
Stevens,  Roy  W.,  1989 
Stevenson,  Stuart  S.,  3134 
Sy,  Wilfrido  M.,  2125 
Symonds,  Francis  C.,  2992 

Tchertkoff,  Victor,  2319 
Thompson,  James,  E.,  2578 
Thompson,  Robert  P.,  3128 
Timmes,  Joseph  J.,  2220 
Torda,  Clara,  2243 
Tsai,  Su-Chen,  3149 

Turell,  Robert,  Ed.  (Recent  Advances  in  Medicine  and 
Surgery),  1895,  2012,  2133,  2248 
Turkington,  Roger  W.,  2649 

Vanderlinde,  Raymond,  1989 
Veith,  F.  J.,  2221 

Wachtel,  J.,  2323 
Wadhwani,  Bhagwan,  2329 
Wagoner,  Stewart  C.,  1929 
Wang,  Boardman  C.,  2911 
Wechsler,  Bernard,  2471 
Weil,  Thomas  P.,2350 
Weisse,  Allen  B.,  2220 
Whalen,  William  P.,  1931 
Wiener,  Alexander  S.,  2915 
Wiener,  Jerry  M.,  3134 
Wiles,  Charles  E.,  3130 
Wolff,  William  I.,  3018,  3024 
Wylie,  R.  H.,  3004 

Young,  Alex  W.,  Jr.,  2116 

Zegarelli,  Edward  V.,  2463 


3174  New  York  State  Journal  of  Medicine  / December  15,  1969 


SUBJECT  AND  DEPARTMENTAL 

Abdomen:  adrenal  radiography;  evaluation  [Radiographic 

Diagnosis  of  Diseases  of  Adrenal  Glands]  (Symposium), 
2778 

Abdomen,  minor  trauma  to,  rapid  onset  of  peritonitis  fol- 
lowing [Clinieopathologic  Conference),  2790 
Abdominal  trauma,  blunt,  solitary  wounding  of  gallbladder 
from,  2895 

Abnormality  of  Colon  in  Leukemia  [Correlation  Conferences 
in  Radiology  and  Pathology),  2459 
Abscesses:  fever,  anemia,  and  leukopenia  [Clinieopathologic 

Conference],  2025 

Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery  (Series),  2215,  3004 
Acidosis:  treatment  of  respiratory  distress  syndrome;  sodium 
bicarbonate  and  glucose  solution.  2549 
Acoustics:  application  of  Doppler's  effect  in  evaluating 

arterial  patency,  1999 

Acquired  Toxoplasmosis  (Jones,  Kean,  and  Kimball),  2237 
Acute  Thyroiditis,  Thyroid  Crisis,  and  Hypocalcemia 
Following  Radioactive  Iodine  Therapy  ^Freeman,  Giuliani, 
Schwartz,  and  Gomnrecht),  2036 
Adenocarcinoma:  pulmonary  lesion,  hemoptysis,  anemia, 

and  progressive  dyspnea  [Clinieopathologic  Conference], 
2669 

Adenoma:  renal  failure  [Clinieopathologic  Conference],  2449 

Adrenal  cortex,  angiography  of  lesions  of  [Radiographic 
Diagnosis  of  Diseases  of  Adrenal  Glands]  (Symposium), 
2783 

Adrenal  disease  in  infants  and  children,  radiographic  findings 
in;  adrenal  hemorrhage,  Wolman's  familial  xanthomatosis 
with  adrenal  calcifications,  benign  and  malignant  adrenal 
tumors  [Radiographic  Diagnosis  of  Diseases  of  Adrenal 
Glands]  (Symposium),  2773 

Adrenal  glands:  effect  of  endocrines  on  central  nervous 

system;  part  I [Recent  Advances  in  Medicine  and  Sur- 
gery], 2133 

Adrenal  glands,  introduction  to  roentgenology  of  [Radio- 
graphic  Diagnosis  of  Diseases  of  Adrenal  Glands]  (Sym- 
posium), 2770 

Adrenal  Radiography;  Evaluation  [Radiographic  Diagnosis 
of  Diseases  of  Adrenal  Glands]  (Symposium)  (Becker),  2778 
Adrenal  "Tumors”  and  Benign  Hypertension  (Tchertkoff, 
Garret,  and  Salomon),  2319 

Afternoon  Session  [Abstracts,  Reports,  Proceedings  New 
York  Society  for  Thoracic  Surgery]  (Rapaport),  2226 
Alcohol  Problems;  Study  by  Industrial  Medical  Department 
(Kamner  and  Dupong),  3105 

Alcoholics:  LSD  users;  character  structure  and  psycho- 

dynamic processes,  2243 

Alcoholism:  pathogenesis  of  ascites  in  cirrhosis  of  liver 

[Recent  Advances  in  Medicine  and  Surgery]  part  I,  1895 
Allergic  to  penicillin,  antimicrobial  therapy  in  patients,  1859 
Allografts:  present  status  of  lung  transplantation  [Abstracts, 

Reports,  Proceedings  New  York  Society  for  Thoracic 
Surgery],  2227 

Amphetamines:  eyeball  to  eyeball  confrontation  with  abuses 

prevalent  among  our  youth,  2475 
Amputation  Neuromas  in  Cancer  Patients  (Das  Gupta  and 
Brasfield),  2129 

Analgesia:  high  lights  of  1969  meetings  [Quarterly  Review 

of  Drugs],  2680 

Analysis  of  Threshold  Measurements  and  Cardiac  Pacing 
Failures  [Abstracts,  Reports,  Proceedings  New  York 
Society  for  Thoracic  Surgery]  (Harris,  Malm,  Bowman, 
Kaiser,  and  Fleming),  3023 

Anaphylaxis:  antimicrobial  therapy  in  patients  allergic 

to  penicillin,  1859 
Anemia 

fever,  and  leukopenia  [Clinieopathologic  Conference],  2025 
pulmonary  lesion,  hemoptysis,  and  progressive  dyspnea 
[Clinieopathologic  Conference],  2669 
refractory  skin  ulcers  in  Felty’s  syndrome;  healing  follow- 
ing splenectomy,  2270 

renal  and  extrarenal  erythropoietin  in  man,  2007 
Anesthesia 

circulatory  lability  and  myocardial  stress  in  cardiovascular 
surgical  patients,  2323 

general,  ventilating  bronchoscopy;  under;  objective 
appraisal  by  blood  gas  studies  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery], 
3012 

regional,  in  poor-risk  patient  [Clinical  Anesthesia  Confer- 
ence], 2678 

superior  vena  cava  obstruction  during  [Clinical  Anesthesia 
Conference],  2906 

and  surgery,  transaminase  values  following,  2003 
Anethesiology:  for  out  of  much  affliction,  2434 

Anesthetic  risk,  arsenic  poisoning  as,  2911 
Aneurysms  of  aorta,  recurrent  dissecting;  experiences  with 
three  cases  [Abstracts,  Reports,  Proceedings  New  York 
Society  for  Thoracic  Surgery],  3023 
Aneurysm:  back  pain  and  progressive  coma  in  hypertension 

[Clinieopathologic  Conference],  1914 
Angiography  in  diagnosis  and  treatment;  intrathoracic 
tumors  [Abstracts,  Reports,  Proceedings  New  York 
Society  for  Thoracic  Surgery],  3025 
Angiography  of  Lesions  of  Adrenal  Cortex  [Radiographic 
Diagnosis  of  Diseases  of  Adrenal  Glands]  (Symposium) 
(Kahn),  2783 


Angiography  in  Study  of  Pheochromocytoma  [Radiographic 
Diagnosis  of  Diseases  of  Adrenal  Glands]  (Symposium) 
(Rossi),  2780 

Ankle  and  knee  injury;  varsity  football,  3000 
Ankle,  limb  salvage  by  bypass  grafting  to,  2583 
Anterior  decompression  and  grafting;  Pott's  paraplegia 
[Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery  |,  3024 

Antidepressants:  comprehensive  approach  to  psychophar- 

macology, 2886 

Antimicrobial  Therapy  in  Patients  Allergic  to  Penicillin 
(Bunn),  1859 

Aorta,  aneurysms  of,  recurrent  dissecting;  experiences  with 
three  cases  (Abstracts,  Reports,  Proceedings  New  York 
Society  for  Thoracic  Surgery  I,  3023 
Aortic  valve  prosthesis,  aspergillus  endocarditis  superimposed 
on,  1923 

Aortopathy,  idiopathic  medial  ascending,  with  associated 
valvular  insufficiency;  surgical  correction  [Abstracts. 
Reports,  Proceedings  New  York  Society  for  Thoracic 
Surgery],  2219 

Appendicitis,  neonatal  acute,  1929 

Application  of  Doppler's  Effect  in  Evaluating  Arterial 
Patency  (Frederick  and  Malhotra),  1999 
Arsenic  Poisoning  as  Anesthetic  Risk  (Wang  and  Mazzia), 
2911 

Arterial  patency,  application  of  Doppler's  effect  in  evaluating, 
1999 

Arteriography:  angiography  of  lesions  of  adrenal  cortex 

[Radiographic  Diagnosis  of  Diseases  of  Adrenal  Glands] 
(Symposium),  2783 

Arteriosclerosis:  limb  salvage  by  bypass  grafting  to  ankle, 

2583 

Arteriovenous  fistula,  hemodialysis  using,  2445 
Artery,  anterior  cerebral,  surgical  occlusion  of,  2786 
Artifact  and  fact;  atrial  dissociation,  3042 
Ascites 

abnormality  of  colon  in  leukemia  (Correlation  Conferences 
in  Radiology  and  Pathology],  2459 
pathogenesis  of,  in  cirrhosis  of  liver  [Recent  Advances  in 
Medicine  and  Surgery],  part  I,  1895 
pathogenesis  of,  in  cirrhosis  of  liver;  part  II  [Recent 
Advances  in  Medicine  and  Surgery],  2012 
Aspergillus  Endocarditis  Superimposed  on  Aortic  Valve 
Prosthesis  (Jones,  Meshel,  and  Rubin),  1923 
Asthmatic  infant,  postmortem  findings  of  Mima  polymorpha 
infection  and  hyaline-like  membranes  in,  1933 
Atrial  Dissociation;  Fact  and  Artifact  (Schwartz),  3042 
Atrial  septal  defects,  secundum;  results  of  open  surgical 
repair  [Abstracts,  Reports,  Proceedings  New  York  Society] 
for  Thoracic  Surgery],  3007 
Attending  physicians,  thanks  to,  2799 

Autotransplants:  present  status  of  lung  transplantation 

[Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery],  2227 


Babbage,  E.  Dean,  memorial  lecture,  2433 
Back  Pain  and  Progressive  Coma  in  Hypertension  [Clinico- 
pathologic  Conference],  1914 

Bacteriology:  clinical  laboratory  performance;  experience 

with  New  York  State  clinical  laboratory  program,  1989 
Barbiturates:  eyeball  to  eyeball  confrontation  with  abuses 

prevalent  among  our  youth,  2475 
Behavior  therapy:  psychotherapeutic  approaches  [Hysteria] 

(Symposium),  1887 

Benign  hypertension,  adrenal  tumors  and,  2319 
Bilateral  Anterior  Mediastinal  Node  Dissection  Combined 
with  Pulmonary  Resection  for  Hodgkin’s  Disease  of 
Mediastinum;  Use  of  Bypass  Technic  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery] 
(Salsali),  2219,  2222 

Biopsy,  liver,  tension  pneumothorax  following,  3040 
Blood  gas  studies,  objective  appraisal  by;  ventilating 
bronchoscopy  under  general  anesthesia  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery],  3012 
Blood  group  system,  Rh-Hr,  history  of;  Karl  Landsteiner, 
M.D.,  2915 

Blood-vessel  invasion:  pathologist  in  prognosis  of  human 

breast  cancer,  2766 

Bone  graft:  unusual  industrial  injuries  of  hand,  1931 

Breast 

cancer  cells,  hormonal  regulation  of  cell  proliferation  in, 
in  vitro,  2649 

cancer,  pathologist  in  prognosis  of  human,  2766 
carcinoma  of,  2556 

Bronchitis:  progressive  uremia  and  hepatic  insufficiency 

[Clinieopathologic  Conference],  2341 
Bronchogenic  carcinoma,  rapid  deterioration  six  years  after 
pneumonectomy  for  [Clinieopathologic  Conference],  2569 
Bronchogenic  carcinoma:  superior  vena  cava  obstruction 

during  anesthesia  [Clinical  Anesthesia  Conference],  2906 
Bronchopulmonary  disorders:  Wright  peak  flow  meter; 

clinical  usefulness,  2656 

Bronchoscopy,  ventilating,  under  general  anesthesia;  objec- 
tive appraisal  by  blood  gas  studies  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery],  3012 


December  15,  1969  / New  York  State  Journal  of  Medicine  3175 


Cadaver  organ,  intracorporeal,  preservation  by  external 
mechanical  ventricular  assistance  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery],  2221 
Calcifications,  adrenal,  benign  and  malignant  adrenal  tumors, 
adrenal  hemorrhage,  Wolman’s  familial  xanthomatosis 
with;  radiographic  findings  in  adrenal  disease  in  in- 
fants and  children  [Radiographic  Diagnosis  of  Diseases  of 
Adrenal  Glands]  (Symposium),  2773 
Calculi:  carcinoma  of  female  urethra;  occurrence  with 

hyperparathyroidism,  2042 
Cancer 

breast,  pathologist  in  prognosis  of  human,  2766  t 

cells,  breast,  in  vitro,  normonal  regulation  of  cell  prolifera- 
tion in,  2649 

chemotherapy:  high  lights  of  1969  meetings  [Quarterly 

Review  of  Drugs],  2680 
patients,  amputation  neuromas  in,  2129 
renal  and  extrarenal  erythropoietin  in  man,  2007 
see  also  Carcinoma 

Candidiasis:  rapidly  progressive  renal  disease  in  diabetes 

[Clinicopathologic  Conference],  3141 
Cannula,  atrial:  ventilating  bronchoscopy  under  general 

anesthesia;  objective  appraisal  by  blood  gas  studies 
[Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery],  3012 
Carcinoma 

bronchogenic,  rapid  deterioration  six  years  after  pneumo- 
nectomy for  [Clinicopathologic  Conference],  2569 
complications  of  endoesophageal  tubes  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery], 
3024 

esophageal  perforation  with  distal  obstruction;  definitive 
surgery  for  treatment  [Abstracts,  Reports,  Proceedings 
New  York  Society  for  Thoracic  Surgery],  3004 
gastric,  operability  of,  2578 

of  lung,  superior  vena  caval  obstruction  in,  2875 
retrocardiac  lesion  without  pulmonary  symptoms  [Clinico- 
pathologic Conference],  3031 
squamous-cell,  of  stomach  with  liver  metastasis,  2913 
see  also  Cancer 

Carcinoma  of  Breast  (Lesnick),  2556 

Carcinoma  of  Female  Urethra;  Occurrence  with  Hyperpara- 
thyroidism (Huvos,  Muggia,  and  Markewitz),  2042 
Cardiac 

aspergillus  endocarditis  superimposed  on  aortic  valve 
prosthesis,  1923 

back  pain  and  progressive  coma  in  hypertension  [Clinico- 
pathologic Conference],  1914 

febrile  illness  and  sudden  death  [Clinicopathologic  Con- 
ference], 2146 

high  lights  of  1969  meetings  [Quarterly  Review  of  Drugs], 
2680 

pacing  failures  and  threshold  measurements,  analysis  of 
[Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery],  3023 

progressive  uremia  and  hepatic  insufficiency  [Clinico- 
pathologic Conference],  2341 

transplantations,  human;  recent  observations  [Abstracts, 
Reports,  Proceedings  New  York  Society  for  Thoracic 
Surgery],  2231 

transvenous  (catheter)  pacemakers;  insertion  at  bedside, 
2867 

see  also  Heart 

Cardiac  Arrest:  Multiple  Etiology  [Clinical  Anesthesia 

Conference],  3153 

Cardiac  Surgery  for  Intractable  Heart  Failure  Due  to 
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trauma  to  abdomen  [Clinicopathologic  Conference],  2790 
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Elias  Sabot  and  King  Henvy  IV  [Medical  Arts  and  Letters] 
(Cosman  and  Pelner),  2482 
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[Recent  Advances  in  Medicine  and  Surgery],  2248 
Endoeaophageal  tul>e8,  complications  of  (Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery],  3024 
Endometriosis:  uterovaginal  fistula  [Correlation  Confer- 
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Fistula,  arteriovenous,  hemodialysis  using.  2445 
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Heroin  addicts:  LSD  users;  character  structure  and 

psychodynamic  processes,  2243 
High  Lights  of  1969  Meetings  (Quarterly  Review  of  Drugs] 
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Hill-Burton  program:  comprehensive  health  care  planning; 

new  effort  or  redirected  energy,  2350 
History  of  Medicine  (Series),  2801,  3056 

Hodgkin’s  disease  of  mediastinum,  bilateral  anterior 
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Lieberman,  and  Stein),  3045 

Hypertension,  back  pain  and  progressive  coma  in  [Clinico- 
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the%ction”gap 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
‘'procto". ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
"communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


ARTR 


Each  fluidounce  contains:  80  mg.  \ 
Benadryl ® (diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 

1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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Psychic  support  for 
the  tense  insomniac 


When  persistent  psychic  tension  is  the 
reason  for  insomnia,  an  h.s.  dose  of  Valium 
(diazepam) , added  to  a t.i.d.  regimen,  may 
provide  just  the  right  amount  of  relaxation 
for  restful  sleep. 

During  the  day,  the  psychic  support  of 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoncurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation,-  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctivcly  in  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 


Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctivcly  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal  symptoms  have 
occurred  following  abrupt  discontinuance.  Keep  addiction- 


Third  Ann  mil  Symposium  on 

Medical  Aspects  Of  Sports 

Sponsortd  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970 

9:00  a.m.  to  5:00  p.m. 

Georgian  Ballroom 

Americana  Hotel 

New  York  City 


Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 


* 


Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  Tor 

Mellaril9 

. r,  (thioridazine) 

25  mg.  t.i.d. 


effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 

u i . . • i : a,  : 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single 
case  described  as  parotid  swelling. 
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